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NEO -SYNEPHRINE  THENFADIL 


NASAL  SOLUTION 

"MORE  DESIRABLE"  VASOCONSTRICTOR  "A  number  of  substitutes 
for  epinephrine  and  ephedrine  have  been  developed... a more  desirable 
preparation  of  this  type  has  been  perfected  in  Neo-Synephrine  hydro- 
chloride. It  may  be  used  for  local  application  in  the  nose  in  14  to  1 
percent  solution."1 

HIGH  ANTIHISTAMINIC  POTENCY  Comparative  studies  of  Thenfadil 
hydrochloride,  tripelennamine  and  thenylpyramine  indicate  that  Then- 
fadil hydrochloride  has  the  highest  antihistaminic  potency.2-5 

POSITIVE,  PROLONGED  RELIEF  In  tests  conducted  by  otorhinolaryn- 
gologists  and  allergists  on  patients  with  common  colds,  sinusitis,  allergic 
rhinitis  including  hay  fever  and  vasomotor  rhinitis,  excellent  results  were 
achieved  in  nearly  all  cases.  There  was  prompt,  prolonged  decongestion 
without  compensatory  vasodilatation.  Repeated  doses  did  not  reduce  the 
consistent  effectiveness. 


SUPPLIED: 

Neo-Synephrine  Thenfadil 
Solution,  bottles  of  30  cc. 
(1  fl.  oz.)  with  dropper. 

Neo-Synephrine  Thenfadil 
Jelly,  % oz.  tubes 
with  nasal  tip. 


— m 


NEW  YORK  IB.  N.  Y.  • WINDSOR.  ONT. 


WELL  TOLERATED  - NO  DROWSINESS 

Dose:  2 or  3 drops  up  to  l/2  dropperful  three  or  four  times  daily. 
Neo-Synephrine  Thenfadil  solution  contains  0.25  per  cent  Neo- 
Synephrine  hydrochloride  and  0.1  per  cent  Thenfadil  [N,N-dimethyl- 
N'-(3-thenyl)-N'-(2-pyridyl)  ethylenediamine]  hydrochloride  in  an 
isotonic  buffered  aqueous  vehicle. 

Also  Jelly:  Neo-Synephrine  0.5  per  cent  and  Thenfadil  0.1  per  cent. 
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1.  Hansel,  F.  K.:  Allergy  of  the  Nose  and  Paranasal  Sinuses.  St.  Louis,  C.  V.  Mosby  Co., 
1936.  p.  769. 

2.  Lands,  A.  M.,  Hoppe,  J.  O..  Siegmund,  O.  H.,  and  Luduena,  F.  P.:  Jour.  Pharmacol.  & 
Exper.  Therap.,  95:45.  Jan.,  1949. 

3.  Luduena,  F.  P.,  and  Ananenko.  E.:  Jour.  Allergy,  20:434*  Nov.  1949. 

Neo-Synephrine  and  Thenfadil,  trademarks  reg.  U.S.  and  Canada. 
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Medical  sections  for  the  care  of  metabolic 
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nosis are  available.  Surgical  sections  are 
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various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 
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petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 
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THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 
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CAPSULES  CHLORAL  HYDRATE -M/w 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7'h  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3%  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7Vi  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3 4'* 


Professional  samples  and  literature  on  request 
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20  Christopher  St.,  New  York  14,  N.  Y. 
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4 Sollman,  T.:  A Manual  of  Pharmacology,  7th  ed.  (1948), 
and  Useful  Drugs,  14th  ed.  (1947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 * 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.23"* 


DOSAGE:  One  to  two  7Vi  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 
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DIRECTOR,  PUBLIC  RELATIONS  BUREAU 

Frederick  W.  Miebach,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 


As  a Routine  Sedative — use 


BromuraL 


brand  of  Bromisovalum  Council  Accepted 

Soothes  the  Nerves,  Induces  Refreshing  Sleep. 
5-grain  tablets  and  powder.  Dose:  1 to  3 Tablets. 


BILHUBER-KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 
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From  among  all  antibiotics,  Internists  often  choose 

AUREOMYCIN 

7 Hydrochloride  Crystalline 

because 


Aureomycin  readily  passes  into  the  blood  stream,  whence  it  dif- 
fuses rapidly  into  all  the  tissues  and  fluids  of  the  body. 


Aureomycin  is  a broad  spectrum  antibiotic  that  has  been  shown 
to  he  effective  in  a wide  variety  of  infections  of  bacterial,  rick- 
ettsial and  large  viral  origin. 


Aureomycin  has  been  reported  to  be  effective  in 


Acute  Amebiasis 
Anthrax 

Acute  Brucellosis 
Chancroid 
Shigella  Dysentery 
Endocarditis* 
Erysipelas 

Granuloma  Inguinale 

*When  caused  by  Aureomycin 
susceptible  organisms. 


Hepatic  and  Biliary 
Tract  Infections* 
Influenza 
Leptospirosis 

Lymphogranuloma  Inguinale 


Pericarditis* 
Psittacosis 
Q Fever 
Rat-Bite  Fever 
Relapsing  Fever 


Respiratory  Infections* 
Rickettsialpox 
Septicemia* 

Rocky  Mountain  Spotted  Fever 
Boutonneuse  Fever 
Tick-Bite  Fever 
Typhus 
Tick  Typhus 
Tularemia 


Throughout  the  ivorld  as  in  the  United  States , aureomycin 
is  recognized  as  a broad  spectrum  antibiotic 
of  established  effectiveness. 


Capsules:  50  mg.  — Bottles  of  25  and  100.  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  amcricam Gftwamid conpA/vr  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1951-1952 


ANESTHESIOLOGY 


Richard  N.  Terry,  Chairman Buffalo 

Frances  A.  Harmatuk,  Vice-Chairman.  . .New  York 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

David  Ulmar,  Chairman New  York 

Arthur  Q.  Penta,  Secretary Schenectady 

Foster  Murray,  Delegate Brooklyn 

DERMATOLOGY  AND  SYPHILOLOGY 

George  M.  Lewis,  Chairman New  York 

Frank  A.  Dolce,  Secretary Buffalo 

Maurice  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman Syracuse 

Garra  L.  Lester,  Vice-Chairman Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Everet  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  Wr.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman . . Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman . . Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman New  York 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary Syracuse 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 
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Calp urate  is  the  crystalline  compound  — 
theobromine  calcium  gluconate  — distinguished 
for  its  moderate  diuretic  action  and  minimal 
toxicity.  It  is  remarkably  free  from  gastro- 
intestinal and  other  side-effects,  and  does  not 
contain  the  sodium  ion. 

Calpurate  is  helpful  in  other  cardiac  conditions 
because  it  stimulates  cardiac  output.  Calpurate 
with  Phenobarbital  is  useful  in  relieving  anxiety 
and  tension,  as  in  hypertension.  Calpurate, 
supplied  as  Tablets  (500  mg.)  and  Powder; 
Calpurate  with  Phenobarbital  (16  mg.) , as  Tablets. 

MALTBIE  LABORATORIES,  INC.,  NEWARK 


Photomicrograph  of  Calpurate 
hexagonal  crystals 


The  moderate,  non-toxic 
I diuretic 

alpurate® 


Think  of  (Jaipur ate  for 
Congestive  Heart  Failure-- 

When  edema  is  mild  and  renal 
function  normal . . . during 
rest  periods”  from  digitalis  and 
mercurials . . . where  mercury  is 
contraindicated  or  sensitivity  to 
its  oral  use  present . . . for 
moderate,  long-lasting  diuresis 
in  chronic  cases. 


It’s  Effective 

It’s  "Patient-Accepted” 


• The  pleasant  candy-like  flavor  of  Pondets  gains 
immediate  patient  acceptance  and  cooperation.  Es- 
pecially important  to  the  physician,  Pondets  offer 
improved  intraoral  therapy  because: 

• Each  troche  contains  20,000  units  of  penicillin  and 
50  units  of  bacitracin  in  synergistic  combination. 

• Combined  antibiotic  therapy  minimizes  danger  of 
bacterial  drug  resistance. 

• High,  effective  saliva  levels  of  the  combined  anti- 
biotics persist  for  at  least  one-half  hour. 

PONDETS 

PENICILLIN-BACITRACIN  TROCHES,  WYETH 
SOLD  ON  PRESCRIPTION  ONLY 


y/get/i  Incorporated,  Philadelphia  2,  Pa. 
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FOR  AROUND  THE  CLOCK  PROTECTION 

. 

IN  BRONCHIAL  ASTHMA 


DAY 

Each  Dainite  Day  Tablet  contains: 
Sodium  Pentobarbital..  . . ]A  gr. 

Aminophylline 3 gr. 

Ephedrine  HCI !4  gr. 

Benzocaine Vi  gr. 

Aluminum  Hydroxide.  . . 2Vi  gr. 


Dainite  Tablets  provide  day  and  night  protection  for  the  asthmatic 
patient,  with  almost  complete  absence  of  side-effects.1  In  a series 
of  100  patients  with  bronchial  asthma  and  pulmonary  emphysema 
receiving  Dainite  Tablets  on  arising  and  retiring,  only  2 patients 
noted  nausea1  despite  the  daily,  full  therapeutic  dose  of  amino- 
phyl line.  Marked  objective  improvement  of  respiratory  function, 
with  significant  relief  of  wheezing,  dyspnea  and  cough,  has  been 
observed.1 

DAINITE  (Irwin-Neisler)  provides  a night  and  day  difference  in 
treatment  that  meets  the  requirements  of  the  active  and  the  resting 
patient.  The  use  of  antinausea  factors  safely  permits  a more  effec- 
tive, prolonged  dosage  of  aminophylline  than  previously  available 
in  asthmatic  preparations. 

Supplied  as  the  DAINITE  UNIT  containing  48  Day  Tablets  and  18 
Nite  Tablets  in  a unique  dispensing  unit  ...  at  prescription  phar- 
macies everywhere.  Average  Dose:  One  Dainite  (Day)  Tablet  t.i.d. 
before  meals;  one  Dainite  (Nite)  Tablet  at  10  P.M. 


Each  Dainite  Nite  Tablet  contains: 


Phenobarbetal Ve  gr. 

Sodium  Pentobarbital..  . . Vi  gr. 

Aminophylline 4 gr. 

Benzocaine !4  gr. 

Aluminum  Hydroxide.  . . ,2’/2  gr. 


1.  J.A.M.A.  147:730-737  (Oct.  20)  1951.  Literature  and  detailed  dosage 
information  on  request. 


IRWIN,  NEISLER  & COMPANY  • d e C at  Uliv  ;i|,l  N O I S 
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antibacterial  action  plus... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


TABLETS 


SYRUP 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazo!e) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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LONG-ACTING 


■ ACTHAR  Gel — the  new  LONG-ACTING  repository  preparation — 
i simplifies  ACTH  therapy  comparable  to  the  management  of  dia- 

betes with  long-acting  insulin.  Home  or  office  treatments  become 
readily  applicable  with  substantial  economy  to  the  patient.  Greatly  pro- 
longed therapeutic  action  and  convenience  of  administration  are  distinct 
advantages  of  ACTHAR  Gel. 

Recent  clinical  studies  have  firmly  established  the  recommended  dosage 
of  ACTHAR  Gel.  Established  dosage  for  optimum  therapeutic  effects  is 
important  in  the  everyday  use  of  ACTH  in  your  practice. 

Indications:  Rheumatoid  arthritis,  rheumatic  fever,  acute  lupus  erythema- 
tosus, drug  sensitivities,  severe  bronchial  asthma,  contact  dermatitis,  most 
acute  inflammatory  diseases  of  the  eye,  acute  pemphigus,  exfoliative  der- 
matitis, ulcerative  colitis,  acute  gouty  arthritis,  secondary  adrenal  cortical 
hypofunction.  Supplied:  5 cc.  multiple  dose  vial  containing  20  I.U.  per 
cc.,  and  5 cc.  multiple  dose  vial  containing  40  I.U.  per  cc. 


‘THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


INDEX  TO  ADVERTISERS 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


r 
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Therapeutic  Formula  Vitamin  Capsules  Squibb 


£ac/i  Capsule  contains: 
Vitamin  A (synthetic)  / 
Vitamin  D 

Thiamine  Mononitrate  I i 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


1 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 
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SQUIflll  & SONS. 


Abbott  Laboratories 29 

American  Hospital  Supply  Corporation  . . . 7 

American  Meat  Institute  23 

Armour  Laboratories.  18-19 

Ayerst,  McKenna  & Harrison Between  104—105 


Dr.  Barnes  Sanitarium 109 

Beacon  Service  Company 110 

Bilhuber-Knoll  Corp 10 

George  A.  Breon  & Company 38 

Brigham  Hall 109 

Brown’s  Medical  Bureau . 109 


Ciba  Pharmaceutical  Products,  Inc 2nd  cover 

Clifton  Springs  Sanitarium 2 

Coca  Cola  Company 112 

Croton  Manor 109 


H.  E.  Dubin  Laboratories 107 


Eastern  School  for  Physicians’  Aides 110 

Endo  Products  Inc 3 


Falkirk  in  the  Ramapos 109 

Fellows  Medical  Mfg.  Co 9 


Halcyon  Rest 109 

Hoffmann- La  Roche,  Inc 16-17 

Holbrook  Manor 109 


Interpines 109 

Irwin,  Neisler  & Co 15,  31 


Lederle  Laboratories 11 

Eli  Lilly  & Company Between  32-33 

Louden-Knickerbocker  Hall...  . 107 


Maltbie  Laboratories,  Inc 13 

Mead  Johnson  & Company..  4th  cover 

Merck  & Co 24 

Miami  Heart  Institute 6 

Minute  Maid  Corporation 28 

Philip  Morris  & Co 30 


National  Discount  & Audit  Co HO 


Park  & Tilford  Distillers  Corp.  HO 

Chas.  Pfizer  & Company . . 3rd  cover,  25-26-27 

Picker  X-Ray  Corp 32 

Pinehaven  Nursing  Home 107 

Pinewood 109 


Regan  Furniture  Co. 

J.  B.  Roerig  & Company 


G.  D.  Searle  & Co 

Frances  Shortt,  R.  N. 

Smith,  Kline  & French  Labs. 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co.  Inc, 


37 

109 
105 

20-21 

110 


West  Hill 

White  Laboratories . . 
Winthrop-Stearns  Inc, 
Wyeth  Incorporated  . 


INDEX  TO  ADVERTISED  PRODUCTS 


Acthar-Gel  (Armour  Laboratories) 18—19 

Aminophyllin  (H.  E.  Dubin  Laboratories)  107 

Aureomycin  (Lederle  Laboratories) 11 

Baxter  Solutions  (Baxter  Laboratories) 7 

Beminal  Forte  with  Vitamin  C (Ayerst,  McKenna  & 
Harrison) Between  104-105 

Bromural  (Bilhuber-Knoll  Corp.) 10 

Calpurate  (Maltbie  Laboratories,  Inc.) 13 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 9 

Cofron  (Abbott  Laboratories) 29 

Cortone  (Merck  & Co.) 24 

Dainite  Unit  (Irwin,  Neisler  & Co.) 15 

Doxychol-AS  (George  A.  Breon  & Co.) 38 

Elkosin  (Ciba  Pharmaceutical  Products,  Inc.).  . . .2nd  cover 

Gantrisin  (Hoffmann-La  Roche,  Inc.) 16-17 

Hycodan  (Endo  Products,  Inc.) 3 

Ketochol  (G.  D.  Searle  & Co.) 37 

Liquapen  (Chas.  Pfizer  & Co.) 3rd  cover 

Mol-Iron  (White  Laboratories,  Inc.) 5 

Neo-Synephrine-Thenfadil  (Winthrop-Stearns  Inc.)  1 

Nucarpon  (Standard  Pharmaceutical  Co.) 107 

Obocell  (Irwin,  Neisler  & Co.) 31 

Paredrine-Sulfathiazole  Suspension  (Smith,  Kline  & 

French  Labs.) 105 

Pen-Drops  (Chas.  Pfizer  & Co.) 3rd  cover 

Pondets  (Wyeth  Incorporated) 14 

Presto-boro  (Standard  Pharmaceutical  Co.) 110 

Terramycin  (Chas.  Pfizer  & Co.) 25,  26,  27 

Theragran  (E.  R.  Squibb  & Sons) 20-21 

Travert  (American  Hospital  Supply  Corp.) 7 

Vi-sols  (Mead  Johnson  & Co.) 4th  cover 

Viterra  Therapeutics  (J.  B.  Roerig  & Co.) 22 


Dietary  Foods 

Meat  (American  Meat  Institute) 23 

Medical  and  Surgical  Equipment 


X-Ray  Equipment  (Picker  X-Ray  Corp.) 32 

Miscellaneous 

Cigarettes  (Philip  Morris  & Co.) 30 

Coca  Cola  (Coca  Cola  Co.) 112 

Frozen  Orange  Juice  (Minute  Maid  Corporation) 28 

Martel  Cognac  (Park  & Tilford  Distillers  Corp.) 110 

Office  Furniture  (Regan  Furniture  Co.) 107 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


.1 


Bottles  of  30,  100  and  1000. 
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When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 
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“Therapeutic  levels  of  vitamin  supple- 
mentation are  indicated  in  the  presence 
of  evidence  of  one  or  more  specific  de- 
ficiency diseases.  Since  it  is  well  estab- 
lished that  deficiency  of  a single 
essential  nutrient  rarely  occurs  in  human 
medicine,  therapy  should  include  supple- 
mentation with  5 to  10  times  the  National 
Research  Council  recommendations  of 
the  specific  nutrient  involved  with  1 to  5 
increments  of  the  remaining.”1 

New  VITERRA  THERAPEUTIC 
provides  high  potency  dosages  of  those 
vitamins  most  commonly  lacking  in  the 
daily  dietary,  plus  adequate  amounts  of 
minerals  and  trace  elements  and  other 
vitamins  — including  VITAMIN  B12  — 
for  true  nutritional  therapy. 

1.  Mann,  G.  V..  and  Stare,  F.  J. : Nutritional  Needs 
in  Illness  and  Disease,  J.  A M.  A.  (Feb.  1 1 ) 1950,  p.  412. 


all  in  one  capsule 


Vitamin  A 25,000  U.S.  P.  Units 
Vitamin  D . 1,000  U.S. P.  Units 

Thiamine  Mononitrate  . 10  mg. 
Riboflavin  5 mg. 

Vitamin  B12  . . . 5 meg. 

Niacinamide  . .100  mg. 

Vitamin  C (Ascorbic  Acid)  150  mg. 

Calcium  103.0  mg. 

Cobalt  0.1  mg. 

Copper 1.0  mg. 

Iodine  0.15  mg. 


Iron 

Magnesium 
Manganese. 
Molybdenum 
Phosphorus 
Potassium  . 
Zinc  . . 


10.0  mg. 

6.0  mg. 

1.0  mg. 
0.2  mg. 

80.0  mg. 

5.0  mg. 
1.2  mg. 


Vi  terra  Therapeutic 
is  available  in  bottles  of  100  capsules 
at  all  pharmacies 


Vi  terra  THERAPEUTIC 


J.  B.  ROERIG  AND  COMPANY 


CHICAGO 
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Meat... Its  Place  in  the 
Dietary  Management  of  Nephritis 

The  formerly  held  tenet  that  protein  intake  should  be  restricted  for  all  patients  with 
impaired  renal  function,  in  order  to  afford  the  kidney  physiologic  "rest,”  is  no  longer 
valid.1  Except  for  infection  and  some  neoplastic  and  traumatic  disorders,  the  treatment 
of  renal  disease  is  nonspecific  and  essentially  symptomatic.  The  clinical  problem  cen- 
ters largely  on  diet  regulation,  in  the  hope  of  stimulating  the  kidneys  to  improve 
impaired  function,  without  unduly  risking  harm. 

Even  in  the  presence  of  azotemia,  a protein  intake  of  60  to  80  Gm.  per  day  has  not 
been  found  harmful  to  the  renal  patient.  Low  protein  intake,  on  the  other  hand, 
together  with  urinary  loss  of  protein  may  encourage  the  development  of  asthenia, 
anemia,  hypoproteinemia,  and  edema.2  Also  pertinent  to  the  dietary  management  in 
renal  disease  is  the  experimental  finding  that  high  protein  diets  in  normal  dogs  promote 
higher  urea  clearance  and  greater  renal  blood  flow  than  do  low  protein  diets.3’4 

Except  in  anuria,  a protein  intake  adequate  to  maintain  nitrogen  balance  has  been 
suggested.1  Although  as  little  as  30  to  40  Gm.  of  protein  per  day  may  suffice  for  this 
purpose  in  the  fever-free  patient  at  bed  rest,  few  occasions  arise  when  1 Gm.  of  protein 
per  day  per  kilogram  of  body  weight  may  not  be  given  safely.  In  the  presence  of 
significant  proteinuria,  unless  specifically  contraindicated,  the  dietary  protein  may  be 
increased  beyond  that  amount  in  order  to  counterbalance  the  urinary  protein  loss. 

Contrary  to  the  still  prevalent  ancient  belief  among  the  laity,  red  meats  are  just  as 
harmless  to  the  renal  patient  as  white  meats;  nor  is  there  evidence  that  plant  proteins 
are  more  beneficial  in  nephritis  than  animal  proteins.  As  with  the  normal  person,  the 
dietary  protein  of  the  patient  should  be  of  high  biologic  value. 

Meat,  because  of  its  high  content  of  biologically  complete  protein,  may  contribute 
valuably  to  the  protein  needs  of  the  nephritic  patient.  The  nutritional  importance  of 
meat,  however,  is  not  limited  to  its  contained  protein.  Meat  also  contributes  highly 
significant  amounts  of  iron  and  of  the  vitamin  B complex,  including  niacin,  panto- 
thenic acid,  pyridoxine,  riboflavin,  thiamine,  and  the  newly  discovered  vitamin  B12. 
Other  salient  features  of  meat  in  the  dietary  of  the  patient  are  its  high  palatabihty,  its 
stimulation  of  the  digestive  processes,  its  satiety  value,  and  its  easy  and  practically 
complete  digestibility. 
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The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


Successful  clinical  experience  with  Cortone  in 
many  large  series  of  patients  reveals  the  safety 
of  this  product  in  individualized  dosage.  One 
investigator  notes:  “We  have  not  been  im- 
pressed by  the  severity  or  frequency  of  side- 
effects  . . . The  side-effects  due  to  excessive 
adrenal  cortical  hormone  disappeared  when 
the  hormonal  agent  was  discontinued.” 

Norcross,  B.  M.,  N.  Y.  State  J.  Med.  51:  2356,  Oct.  15,  1951. 


Cortove 

ACETATE 

(CORTISONE  Acetate  Merck) 


Cortone  is  the  registered  trade-mark  of  Merck  & 
Co.,  Inc.  for  its  brand  of  cortisone.  This  substance  was 
first  made  available  to  the  world  by  Merck  research 
and  production. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

InCanada:  MERCK  &CO.  Limited — Montreal 


better  tolerated 


broad-spectrum 


antibiotic  therapy 


now  available 


in  the 


best  of  taste 


NEW  tasty 
high  potency 
convenient 


Terramyei  11 


250  mg.  of  pure  Crystalline  Tcrramycin  per 
teaspoon  fill  (5  ec.).  Supplied  in  a combination 
package  consisting  of  a vial  containing 
1.5  Cm.  Crystalline  Tcrramycin  . . . and  a bottle 
containing  1 ll.oz.  of  llavored  diluent. 


Pfizer 


WTIItlOTIC  DIVISION  • CIIAS.  1*1  I/I  It  & CO..  INC. 


For  all  patients,  young  and  old, 
who  prefer  effective 
broad-spectrum  therapy 


. . . in  the  best  of  taste 


Delicious  raspberry- flavored  preparation 
made  possible  by  the  unique  physical 
properties  of  well- tolerated  Terra niycin  — 
for  prompt,  effective  and  palatable 
therapy  of  a wide  range  of  infections. 


WORLD'S  I.VHCI  ST  IMiODl  CFR  OF  AM1RIOTICS 


THE  TRUTH  ABOUT 


FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-Frozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 

o.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

C>  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts: 

\ 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.2 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer.3 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples  — 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 
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Reprints  of  Reference  Material  Mailed  on  Request 

MINUTE  MAID  CORPORATION,  488  Madison  Ave.,  New  York  22,  N.  Y. 

Wallace  R.  Roy,  Ph.D.,  Director  of  Research 


times  the  iron  plus  b 
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new  improved 

Cofrori 


(Abbott's  Iron,  Copper,  B,2  and 
Liver  Factors) 


For  iron-deficient  patients  who  can’t  swallow 
tablets — or  for  change  of  medication,  try  the  new 
improved  Cofron  Elixir.  The  daily  therapeutic  dose, 
1 fluidounce  (two  tablespoonfuls),  contains  200  mg. 
of  elemental  iron  plus  6 meg.  of  vitamin  B]2.  (See 
formula.)  With  its  wine  base,  Cofron  has  a tonic- 
appetizing  effect,  is  palatable,  and  may  be  diluted 
with  water,  if  desired. 

The  new  improved  Cofron  Elixir  is  especially 
effective  in  treating  microcytic  hypochromic,  nor- 
mochromic normocytic  and  secondary  anemias.  The 
average  daily  dose  for  children  is  2 teaspoonfuls  or 
more;  for  adults,  2 tablespoonfuls.  Available  in  12- 
fluidounce  and  1-gallon  bottles.  Why  not  prescribe 
new  Cofron  Elixir  for  your  par- 
ticular  iron-deficiency  patients?  UJjljOlt 


1 fluidounce 

of  COFRON  Elixir  supplies: 

Ferric  Ammonium  Citrate,  U.S.P. 

1.15  Gm.  (18  grs.) 

(representing  approximately  200 
mg.  elemental  iron) 

Copper  Sulfate,  U.S.P 

10.8  mg.  II  /6  gr.) 

(representing  2.66  mg.  elemental 
copper) 

Vitamin  Bu  (as  vitamin  B12 

concentrate) 6 meg. 

liver  Fraction  1,  N.F. 

2 Gm.  (30.8  grs.) 

in  a wine-flavored  base. 


YOU , Doctor,  are  the  best  judge,  so 


BELIEVE  IN 
YOURSELF! 

With  so  many  claims  made  in  cigarette  advertising, 
most  doctors  prefer  to  judge  for  themselves. 

So,  Doctor,  won  t yon  make  this  simple  test? 


Take  a Philip  Morris  — and  any  other  cigarette.  Then, 


1 Light  up  either  one.  Take  a puff  — don’t 
• inhale  — and  s-l-o-w-l-y  let  the  smoke 
come  through  your  nose. 

2 Now  do  exactly  the  same  thing  with  the 
• other  cigarette. 


Notice  that  Philip  Morris 

is  definitely  less  irritating,  definitely  milder. 


Then,  Doctor.. . BELIEVE  Ii\  YOURSELF! 


Philip  Morris 


Philip  Morris  & Co.  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 
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Obocell  greatly  simplifies  the  ordeal  of  a reducing  regimen  in  the  man- 
agement of  obesity.  The  unique  double  action  of  Obocell  (1)  suppresses 
bulk  or  hollow  hunger  and  (2)  curbs  the  appetite.  Obocell  also  produces 
a feeling  of  well-being,  thus  combating  fatigue  and  irritability  com- 
monly encountered  when  food  is  restricted.  Patients  on  Obocell  eat 
less,  do  not  violate  their  diet,  lose  weight  and  are  satisfied  and  happy. 


Each  Obocell  tablet  contains  Dextro-Amphetamine  Phosphate,  5 mg.;  Methyl- 
cellulose,  150  mg. 

Dose:  Three  to  six  tablets  daily,  usually  given  30  minutes  before  meals. 
Supplied:  Bottles  of  100,  500,  1000  at  prescription  pharmacies  everywhere. 
Professional  Literature  on  Request. 

IRWIN,  NEISLER  & COMPANY  • decatur,  i llinois 

Ae^ea^cA  & Seme  AAacZZ&e 
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ARMED  SERVICES  ACCEPT  PORTABLE  FIELD  X-RAY 

New  Picker  Unit  Operates  Anywhere:  Assembles  in  5 Minutes 


After  months  of  rigorous  proving  tests, 
medical  departments  of  all  Armed  Services 
have  jointly  accepted  a new  x-ray  unit  for  op- 
eration in  the  field.  Civil  Defense  authorities 
also  see  in  its  complete  self-sufficiency  an  an- 
swer to  the  problem  of  providing  x-ray  facili- 
ties in  disaster  areas. 

Like  its  forerunner,  the  U.  S.  Army  Field 
X-Ray  Unit  of  World  War  II,  the  new  ma- 
chine was  designed  and  developed  by  the 
Picker  X-Ray  Corporation  on  its  own  initia- 
tive and  at  its  own  expense,  with  no  develop- 
ment cost  to  the  government.  Quantity  pro- 
duction is  already  well  under  way. 


The  unit  is  so  portable  and  so  self-sufficient 
that  it  can  be  used  anywhere,  even  in  forward 
areas.  For  transport  it  knocks  down  into  two 
chests  which  are  light  enough  to  be  moved  by  a 
medical  team,  compact  enough  to  be  carried  in 
a jeep,  or  light  truck,  and  rugged  enough  to  be 
safely  parachute-dropped.  On  arrival,  the  ma- 
chine takes  only  five  minutes  to  assemble  for 
use  in  Mobile  Field  and  Evacuation  Hospitals. 
It  will  operate  anywhere : on  community  power 
lines  if  available,  or  using  a companion  port- 
able gasoline  motor-generator.  Picker  X-Ray 
Corporation,  25  South  Broadway,  White 
Plains,  New  York. 


FIVE  MINUTES  is  all  it  takes  to 
assemble  the  new  Picker  machine; 
no  tools  are  needed.  The  lid  of  the 
long  chest  becomes  the  table  front: 
other  parts  unfold  into  position  or 
are  attached  in  sequence.  Packing 
members  become  operating  parts. 


HORIZONTAL  RADIOGRAPHY 

and  fluoroscopy  are  equally  easy. 
The  unit  will  operate  continuously 
for  fluoroscopy  at  5 MA.  and  will 
withstand  storage  conditions  from 
50°  below  zero  to  120°  F.  at  humid- 
ity up  to  saturation. 


TABLE  TOP  SWINGS  to  vertical 
for  fluoroscopy  or  radiography  of 
upright  patient.  Sealed  fluoroscopic 
screen  is  proof  against  warping  or 
fungus  invasion.  Lead-rubber  apron 
and  gloves  can  be  packed  right  into 
the  same  chest  with  the  tubehead. 
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Editorials 

The  Annual  Meeting 


A happy  new  year  to  all ! And  now  that 
you  have  your  new  diaries  in  use,  don’t  for- 
get to  note  that  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held  this  year  at  the  Hotel  Statler  in 
New  York  City,  May  12  to  May  16.  Mark 
the  dates  in  your  books  now  and  plan  to 
come. 

It  is  your  attendance  that  makes  the 
meetings  a success.  The  exhibitors  both 
scientific  and  commercial  will  have  much 
that  is  new  to  show.  Come  and  see  for  your- 
selves. For  one  hundred  and  forty-five 

Retirement  Plan  for 

Legislation  has  been  introduced  in  the 
House  of  Representatives  by  Congressmen 
Keogh  and  Reed  of  New  York  under  which 
lawyers,  doctors,  and  other  professional  self- 
employed  persons  would  be  able  to  secure  a 
postponement  of  Federal  income  tax  on  a 
portion  of  their  earned  income  set  aside  for 


years  the  annual  meetings  of  the  Society 
have  attracted  increasing  numbers  of  physi- 
cians from  all  parts  of  the  State.  Interesting 
scientific  papers,  well-planned  sessions,  some 
open  to  the  public,  and  a teaching  day  have 
been  supplemented  by  scientific  motion 
pictures  and  more  recently  by  television. 

It  is  to  be  hoped  that  attendance  at  the 
one  hundred  forty-sixth  Annual  Meeting  will 
break  all  previous  records.  Remember  the 
dates — May  12  to  16 — Hotel  Statler,  New 
York  City.  Make  your  room  reservations 
early. 

Professional  Persons 

their  own  retirement.1  Because  they  are 
self-employed  they  cannot  qualify  for  the 
preferential  tax  treatment  now  accorded 
company-financed  pension  plans  meeting  the 
requirements  of  Section  165  of  the  Internal 
Revenue  Code,  according  to  the  New  York 
State  Bar  Bulletin.2 
3 LIBRARY  OF  THE 

COLLEGE  CF  PI  CIANS 

OF  PHILADELi  ;iid 
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The  foregoing  legislation  was  initiated  by 
the  Committee  on  Personal  Income  Taxa- 
tion of  the  New  York  State  Bar  in  June, 
1950,  and  the  efforts  of  the  Committee  came 
to  partial  fruition  in  1951  when  a bill  pre- 
pared by  it  in  cooperation  with  special  com- 
mittees of  the  American  Bar  Association  and 
the  Association  of  the  Bar  of  the  City  of  New 
York  was  introduced  as  stated  above  and 
was  later  proposed  in  principle  by  Senator 
Ives  of  New  York  as  an  amendment  to  the 
1951  Revenue  Bill. 

This  legislation,  while  not  favorably 
acted  upon  by  the  Congress  at  the  1951 
session,  has  widespread  and  bipartisan  sup- 
port. It  is  understood  that  the  Senate 
Finance  Committee  has  referred  the  pro- 
posal to  its  technical  staff  for  study  and 
later  report.  The  plan,  if  enacted,  would 
permit  lawyers,  along  with  doctors,  account- 
ants, farmers,  proprietors  of  small  businesses, 
and  others,  to  obtain  a tax  deduction  for 
limited  amounts  paid  into  a so-called  “re- 
stricted retirement  fund”  sponsored  by  a 
bona  fide  business  or  professional  organiza- 
tion of  which  they  are  members.  The 
annual  deduction  would  be  limited  to  the 
lesser  of  $7,500  or  10  per  cent  of  “earned  net 
income.” 

The  fund  would  be  administered  by  a 
bank  as  trustee  which  would  have  the  power 
to  invest  and  reinvest  the  contributions  in 
“legal”  investments.  No  retirement  bene- 
fits would  be  payable  prior  to  age  sixty 
except  in  case  of  permanent  and  total  dis- 
ability. At  age  sixty  or  later,  each  partici- 
pant would  have  the  option  whether  to  take 
his  benefits  in  a lump  sum  in  a series  of 
annual  payments,  or  in  the  form  of  an  an- 
nuity policy  with  or  without  survivorship 
option  and  guaranteed  minimum  payments. 

If  the  lump  sum  method  of  distribution 


were  elected,  the  amount  would  be  taxed 
when  received  at  capital  gain  rates,  that  is, 
at  not  to  exceed  25  per  cent.  Under  the 
other  optional  methods  of  distribution,  the 
recipient  would  be  taxed  at  ordinary  income 
rates  as  and  when  he  received  distributions. 
It  is  contemplated  that  at  age  sixty  or  later 
his  deferred  income  will  fall  into  lower  surtax 
brackets  since  his  earnings  will  either  have 
ceased  or  have  passed  their  peak. 

The  plan  already  has  t he  active  support  of 
the  American  Bar  Association  and  of  many 
other  professional  organizations  such  as  the 
American  Medical  Association,  the  Ameri- 
can Dental  Association,  the  American  Insti- 
tute of  Accountants,  and  the  Authors’ 
League  of  America,  Inc.  The  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  has  approved  this  legisla- 
tion, but  that  fact  in  itself  is  not  enough  ; in 
order  for  the  plan  ultimately  to  become  law 
those  who  are  affected  by  it  and  are  in  favor 
of  it  must  make  known  their  interest  to  their 
Congressmen  and  Senators. 

It  is  probable  that  many  physicians  would 
favor  such  a retirement  plan.  But  to  put  it 
into  effect  legislation  must  be  enacted  by  the 
Congress  of  the  United  States.  The  Repre- 
sentatives and  Senators  of  this  State  have  no 
way  of  knowing  who  does  or  who  does  not 
favor  it  unless  in  some  way  the  physicians  of 
the  State  tell  them  either  verbally  or  in 
writing.  Little  can  be  accomplished  by 
mere  wishful  thinking. 

It  is  absolutely  necessary  for  each  doctor  of 
medicine  to  communicate  personally  with  his 
Representatives  and  Senators  if  he  wishes  to 
request  them  to  support  the  Keogh-Reed 
Bill  and  its  Senate  counterpart,  the  Ives 
amendment  to  the  Internal  Revenue  Bill  of 
1951. 

1 H.  R.  4371  and  H.  R.  4373. 

2 October,  1951,  p.  333. 
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The  President’s  Page 

A Holiday  Message 

On  behalf  of  your  President,  your  officers,  the  Council, 
and  Trustees,  I extend  to  each  and  every  one  of  the  doctors 
in  this  great  State,  their  families,  and  friends  our  most  hearty 
wishes  for  a truly  Merry  Christmas  and  our  hopes  and 
prayers  that  the  New  Year  will  be  productive,  benevolent, 
and  rich  with  the  blessings  that  come  from  Him  to  Whom 
we  pay  particular  homage  during  this  Holy  season. 

“Glory  to  God  in  the  Highest  and  on  Earth  peace  to  men 
of  good  will.”  To  a world  trembling  with  the  fear  of  a third 
World  War  in  our  lifetime,  this  message  of  the  angel  should 
give  renewed  hope  and  strength  to  all  of  us. 

Peace  to  men  of  good  will — into  those  few  words  are  dis- 
tilled the  hopes  and  aspirations  of  all  free  men  throughout 
the  entire  world.  And  what  is  more  significant — the  only 
philosophy  by  which  these  desires  can  be  consummated. 

The  great  feast  of  Christmas  is  symbolic.  Men  and 
women  of  all  beliefs  and  creeds  can  take  courage  because  of 
this  great  truth.  Peace  descended  upon  mankind  on  that 
first  Christmas  to  dwell  with  men  forever.  Prophecy  had 
been  fulfilled.  The  way  for  the  future  was  clearly  pointed. 
Notwithstanding  the  sufferings  and  tribulations  of  the  centuries  since  then  and  the  dis- 
illusionment^ of  the  present,  the  way  to  peace  in  our  time  is  at  hand  if  we  will  but  accept  it. 
The  lesson  of  Bethlehem,  the  exemplification  of  the  good  will  of  the  Creator,  established 
that  peace  which  can  never  be  taken  from  those  who  turn  to  Him  and  believe  in  Him.  It  is 
the  tangible  evidence  of  God’s  love  for  all  His  people. 

In  this  world  of  strife  and  conflicts  and  hatreds,  with  its  deterioration  of  standards 
of  conduct  and  morals,  it  is  refreshing  to  pause  and  meditate  on  this  great  feast  of  peace  and 
love  and  resolve  to  do  our  part  to  help  restore  to  this  troubled  land  those  great  principles 
on  which  our  nation  was  founded  and  under  which  it  has  prospered. 

Again,  sincere  wishes  for  a Holy  and  Happy  Christmas  and  Newr  Year.  This  little  verse 
seems  to  express  so  beautifully  that  which  must  be  in  all  our  hearts  at  this  season. 

“Light  looked  down  and  beheld  Darkness, 

‘Thither  will  I go,’  said  Light. 

Peace  looked  down  and  beheld  War, 

‘Thither  will  I go,’  said  Peace. 

Love  looked  down  and  beheld  Hatred, 

‘Thither  will  I go,’  said  Love. 

So  came  Light  and  shone; 

So  came  Peace,  and  gave  rest; 

So  came  Love,  and  brought  Life, 

And  the  Word  was  made  Flesh,  and  dwelt  among  us.”* 


* Bv  Laurence  Housman,  reprinted  from  God  So  Loved  the  World,  edited  by  Elizabeth  Goudge,  New  York 
City,  Coward-McCann,  Inc. 
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EDITORIALS 


IN.  Y.  State  J.  M. 


Current  Editorial  Comment 


Chiropractic  and  Hospitals.  In  the  State 
of  Michigan  criminal  charges  were  pressed 
against  a hospital  board  of  trustees  by  a 
chiropractor  who  claimed  that  the  trustees 
discriminated  against  him  and  wilfully  neg- 
lected to  perform  duties  while  holding  posi- 
tions of  public  trust  when  they  refused  him 
the  use  of  the  hospital  for  his  chiropractic 
practice. 

The  salient  points  in  the  decision  of  Cir- 
cuit Judge  Thomas  J.  Landers  in  dismissing 
the  charges  against  the  trustees  follow: 

...  a public  officer  cannot  be  subjected  to 
criminal  prosecution  for  failure  to  perform 
duties  which  require  the  exercise  of  discretion 
on  his  part,  where  there  is  no  element  of  an  evil 
or  corrupt  design  in  his  conduct. 

The  chiropractor  claims  to  be  a practitioner 
of  a school  of  medicine  . . . but  we  are  referred 


to  no  statute  or  case  where  the  legislature  or  a 
Michigan  court  has  ever  defined  the  meaning 
of  the  term  “school  of  medicine.” 

To  uphold  the  informations  and  force  the 
defendants  to  trial  in  these  cases  would  be 
legislating  that  the  term  “school  of  medicine” 
included  a school  where  chiropractic  was 
taught. 

Under  the  terms  of  Act  350,  Public  Acts  of 
1913,  the  Board  of  Trustees  were  given  the 
authority  to  determine  rules  for  the  hospital. 
The  rules  state  that  no  person  shall  practice 
medicine  in  the  hospital  unless  he  has  a license 
from  the  state  of  Michigan  to  practice  medi- 
cine. 

We  publish  these  excerpts  for  the  infor- 
mation of  our  membership.  The  language 
is  clear  and  concise.  Physicians  are  urged  to 
read  the  excerpts  carefully. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1952  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee : 

Beverly  Chew  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 

The  Annual  Meeting  will  be  held  May  12  to  16,  1952,  at  the  Hotel  Statler,  New  York 
City. 


No  applications  can  be  considered  after  January  15,  1952. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of 
facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 
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Possessing  a definite  hydrocholeretic  action 

KETOCHOL® 

► Stimulates  hepatic  function  thereby 
increasing  the  flow  of  bile 

► Promotes  biliary  tract  drainage,  and 

► Alleviates  gallbladder  stasis  — 

the  desired  purposes  of  gallbladder  therapy. 

KETOCHOL—  the  4 bile  acids  normally  found  in  bile  in 
oxidized  (Keto)  form. 
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DOXYCHOL-K . 1 . 


TRADEMARK 


The  Right 
Combinations  in 

BILE  ACID  THERAPY 

Optimum  purity  of  DOXYCHOL-K  and  DOXY- 
CHOL-AS  enables  the  physician  to  obtain  pre- 
dictable end  results  in  bile  acid  therapy. 

Both  products  represent  truly  therapeutic  formu- 
lae, since  the  ingredients  of  each  exert  specific 
action,  and  are  present  in  full  therapeutic 
amounts. 

DOXYCHOL-AS  is  indicated  where  initial  treat- 
ment requires  hepatic  stimulation,  plus  spasmoly- 
sis  and  sedation. 

DOXYCHOL-K  is  ideal  for  continuation  therapy 
over  prolonged  periods.  It  contains  no  antispas- 
modic  nor  sedative,  but  provides  the  same  quan- 
tities of  unconjugated  bile  acids  with  identical 
hydrocholeretic  effect. 

Each  tablet  contains:  Ketocholanic  acids,  3 gr.  (derived  from 
oxidized  pure  cholic  acid,  and  containing  approximately  90% 
dehydrocholic  acid);  Desoxycholic  acid,  1 gr. 


DOXYCHOL-AS  A. 

TRADEMARK 

Write  Dept,  SIM  for  literature  I 


Each  tablet  contains:  Phenobarbital,  1 /8  gr.  (Warning:  May  be 
habit  forming);  Atropine  Sulfate,  1 /400  gr.;  Hyoscyamine  Hy- 
drobromide, 1 /400  gr.;  Desoxycholic  Acid,  1 gr.;  Ketocholanic 
Acids,  3 gr.  (derived  from  oxidized  pure  cholic  acid,  and  con- 
taining approximately  90%  Dehydrocholic  Acid). 

Both  products  available  in  bottles  of  100,  500  and  1000  tablets. 

George  A.  Brpon  e.  Company 
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Scientific  Articles 


THE  CONTROL  OF  COMMUNICABLE  DISEASE  IN  HOSPITAL 
NURSERIES  FOR  THE  NEWBORN:  PROGRESS  REPORT, 
NEW  YORK  STATE  PLAN 


Robert  F.  Korns,  M.D.,  Edward  R.  Schlesinger,  M.D.,  and  Madeleine  Y.  Phaneuf,  R.N.,* 

Albany,  New  York 


( From  the  Bureau  of  Epidemiology  and  Communicable  Disease  Control  and  the  Bureau  of  Maternal  and 
Child  Health,  New  York  State  Department  of  Health) 


THE  title  of  this  report  implies  that  the  New 
York  State  plan  has  been  designed  to  control 
all  types  of  communicable  disease  in  hospital 
nurseries  for  the  newborn.  Actually,  the  pro- 
gram to  be  considered  was  originally  devised  for 
the  purpose  of  controlling  epidemics  of  diarrhea 
of  the  newborn.  However,  the  principles  and 
technics  applied  to  this  one  disease  have  a direct 
bearing  on  preventing  the  spread  of  other  com- 
municable diseases.  In  fact,  the  benefits  derived 
from  the  program  undoubtedly  are  having  their 
influence  in  all  phases  of  infant  health. 

The  background  of  the  development  of  the 
New  York  State  Sanitary  Code  regulations  for 
the  control  of  diarrhea  of  the  newborn  was  dis- 
cussed two  years  ago  by  Dr.  Ray  Trussed,  who 
had  much  to  do  with  the  development  and  success 
of  the  program.1  The  regulations  themselves 
were  evolved  following  thorough  consideration  of 
the  recommendations  of  the  American  Academy 
of  Pediatrics,  the  Children’s  Bureau,  the  Medical 
Society  of  the  State  of  New  York,  the  State 
Hospital  Association,  and  other  expert  consultants 
in  the  field . In  addition,  the  various  epidemiologic 
and  laboratory  studies  on  the  subject  in  New 
York  State  and  elsewhere  served  to  define  those 
control  measures  which  seemed  most  important. 

Admittedly,  the  epidemiology  of  diarrhea  of 
the  newborn  is  poorly  understood.  In  fact,  the 
clinical  entity  is  known  to  include  several  dis- 
crete diseases,  such  as  bacillary  dysentery, 


* By  invitation. 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Public 
Health,  Hygiene,  and  Sanitation,  May  2,  1951. 


Salmonella  infection,  and  infection  with  certain 
types  of  coliform  organisms,  in  addition  to  the 
classic  disease  of  unknown  or  viral  etiology. 
Despite  this  limitation,  however,  it  was  agreed  at 
the  outset  by  all  that  certain  empiric  measures 
might  have  value  in  control,  even  though  clear- 
cut  scientific  justification  was  difficult  to  find. 
For  this  reason,  the  number  of  regulations  de- 
vised was  purposely  kept  to  a minimum,  and  con- 
sideration was  given  only  to  those  procedures 
acceptable  by  all  authorities  as  having  some  bear- 
ing on  the  problem. 

During  the  last  nine  months  of  1948,  an  inten- 
sive educational  program  was  sponsored  to  ac- 
quaint hospital  administrators,  physicians,  and 
nurses  with  the  newly  adopted  standards  and  to 
point  out  various  ways  of  meeting  the  require- 
ments of  the  Sanitary  Code  regulations,  which  be- 
came effective  on  January  1,  1949.  It  was  fully 
realized  at  the  time,  however,  that  many  hospitals 
could  not  comply  immediately  with  certain  por- 
tions of  these  regulations,  since  they  involved,  in 
some  instances,  extensive  reconstruction  which 
was  costly  and  time-consuming.  Furthermore, 
the  portion  of  the  regulations  relating  to  the 
maximum  number  of  infants  allowed  under  the 
care  of  a single  nurse  could  not  be  complied  with 
by  many  hospitals  in  these  times  of  nursing  short- 
ages. Therefore,  deferment  of  enforcement  of 
those  sections  requiring  structural  changes  or 
dealing  with  the  nurse-baby  ratio  was  granted, 
where  the  health  officer  approved,  to  any  hospital 
so  desiring  it  during  the  two-year  period  ending 
January  1,  1951.  Subsequent  to  that  date,  it 
has  been  found  necessary  to  grant  further  defer- 
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ment  to  a few  hospitals  where  construction  was  in 
progress  at  the  termination  of  this  period  and 
completion  of  the  work  had  been  delayed.  The 
purpose  of  this  paper  is  to  present  data  on  the 
present  status  of  compliance  with  these  regula- 
tions by  the  hospitals  in  upstate  New  York. 

Since  the  inauguration  of  this  program  in  1948, 
a great  deal  lias  been  accomplished  through  the 
concerted  efforts  of  hospitals  and  the  official 
health  and  welfare  departments.  The  staff's  of 
both  the  local  and  State  health  departments  have 
attempted  to  revise  standards  of  newborn  care 
primarily  through  expert  advice  and  education. 
In  this  connection,  continuous  medical  and  nurs- 
ing consultant  service  has  been  made  available, 
and  one-  and  two-week  institutes  for  nurses  in  the 
care  of  the  newborn  have  been  held  repeatedly 
under  State  sponsorship  at  the  Brady  Maternity 
Hospital  in  Albany.  The  field  staff  of  the  State 
Department  of  Social  Welfare  has,  in  the  course  of 
routine  hospital  inspections,  assisted  in  bringing 
to  light  violations  and  has  helped  greatly  in  the 
education  of  hospital  administrators  and  pro- 
fessional staffs  as  to  the  importance  of  these  con- 
trol measures.  Finally,  special  mention  should 
be  made  of  the  important  contribution  made  by 
Mr.  Arthur  Hoddick,  architect  and  director  of  the 
Bureau  of  Welfare  Institutions  and  Agencies,  the 
State  Department  of  Social  Welfare,  who  became 
involved  whenever  structural  changes  were  need- 
ed. It  was  he  who  made  detailed  recommenda- 
tions and  approved  the  architectural  plans  in  such 
hospitals. 

The  threat  of  enforcement  has  been  a motivat- 
ing force  in  only  a few  hospitals. 

Review  of  Regulations 

In  order  to  appreciate  adequately  the  progress 
made,  it  seems  proper  to  present  a brief  resume  of 
the  major  elements  of  the  regulations,  as  follows:* 

1 . Proper  preparation  and  terminal  heating  of 
formulas. 

2.  Adequate  isolation  of  the  normal  newborn 
and  premature  infants.  Nurses  caring  for  in- 
fected patients  to  have  no  contact  with  normal 
newborn  or  premature  infant  nurseries. 

3.  Immediate  removal  from  the  newborn  or 
premature  infant  nursery  of  every  infant  sus- 
pected of  having  diarrhea  of  the  newborn. 

4.  Individual  equipment  for  care  and  trans- 
portation of  each  infant. 

5.  Nursing  care  to  be  given  to  each  infant  at 
the  bedside,  and  the  floor  space  per  infant  to 
average  not  less  than  24  square  feet,  unless  in- 
dividual cubicles  are  used. 

6.  No  nursery  to  house  more  than  12  infants. 
Running  hot  and  cold  water  to  be  available  in 

* For  complete  statement,  see  Regulation  35,  Chapter  II, 
New  York  State  Sanitary  Code. 


each  nursery  with  the  water  controlled  by  elbow, 
knee,  or  foot  valves.  No  nurse  to  give  care  to 
more  than  12  infants  and  their  equipment. 

Progress  in  Revising  Standards  of 
Newborn  Care 

It  is  apparent  that  these  regulations  are  con- 
cerned with  procedures  universally  accepted  as 
being  good  hospital  practice  for  newborn  nur- 
series. Thus,  as  one  might  surmise,  essentially 
none  of  the  224  upstate  New  York  hospitals  and 
maternity  homes  with  nurseries  for  the  newborn 
challenged  the  value  of  these  procedures.  In 
fact,  many  were  happy  to  have  the  support  of 
these  regulations  to  accomplish  changes  that  had 
been  deemed  essential  for  some  time.  The  timing 
of  this  program  was  fortunate  in  that  a great  deal 
of  postwar  hospital  construction  was  being 
planned  and  carried  out  so  that  the  requirements 
of  this  regulation  could  readily  be  incorporated 
into  these  plans. 

Nevertheless,  many  problems  have  been  en- 
countered. Initially,  many  hospitals  expressed 
doubt  about  the  recommended  procedures  for 
terminal  heating  of  formulas  by  autoclave  at 
250  F.  for  five  minutes  or  230  F.  for  ten  minutes. 
Despite  early  difficulties  with  caramelization  and 
plugging  of  nipples,  experience  with  the  procedure 
soon  eliminated  these  difficulties  and  eventually 
simplified  the  problem  of  formula-making.  At 
the  present  time,  almost  all  hospitals  have  corii- 
plied  with  the  provisions  concerning  terminal 
heating  of  formulas,  although,  at  the  outset  of 
the  program  in  1948,  only  42.2  per  cent  were 
carrying  out  these  recommended  procedures. 

The  same  general  remarks  apply  to  the  isolation 
procedures  and  the  prompt  removal  of  sick  in- 
fants from  the  nursery.  Similarly,  individual 
equipment  has  been  provided  for  each  infant  in 
nearly  all  of  these  hospitals  as  compared  with  the 
situation  in  1948  when  only  47.2  per  cent  of  the 
hospitals  were  doing  this.  One  of  the  most  diffi- 
cult problems  has  been  the  installation  of  proper 
plumbing  in  order  to  deliver  lavatory  facilities  to 
each  nursery.  In  many  hospitals,  this  has  meant 
extensive,  as  well  as  expensive,  reconstruction. 
However,  here  again,  almost  all  hospitals  are  now 
complying,  as  compared  with  only  74.4  per  cent 
which  were  complying  three  years  ago. 

Of  the  224  hospitals  with  nurseries  in  upstate 
New  York,  134  requested  deferment  of  enforce- 
ment of  portions  of  the  regulation  under  para- 
graphs 5 and  6 above.  Most  of  these  deferments 
were  for  the  full  two-year  period  allowed  by  the 
Sanitary  Code,  January,  1949,  to  January,  1951. 
Thus,  at  the  time  the  regulations  became  effec- 
tive, 60  per  cent  of  the  hospitals  could  not  comply 
with  these  specific  items  requiring  structural 
change  or  additional  nursing  sendee.  During  the 


January  1,  1952] 


CONTROL  OF  DISEASE  IN  HOSPITAL  NURSERIES 


41 


intervening  two  years,  great  progress  has  been 
made.  As  of  the  present  time,  only  six  hospitals, 
or  2.7  per  cent  of  the  total,  are  clearly  violating 
the  Sanitary  Code  regulation  and  have  made  no 
progress  in  complying.  There  is,  of  course,  a 
group  of  36  hospitals,  or  16.2  per  cent  of  the  total, 
where  extensive  construction  is  well  underway 
and  where  further  deferment  of  the  enforcement 
of  these  regulations  has  been  granted.  In  all  of 
these  hospitals,  the  construction  will  be  completed 
during  the  next  six  months.  In  most  instances, 
the  work  involves  extensive  changes  affecting  not 
only  the  newborn  nursery.  The  status  of  a small 
group  of  12  hospitals  is  not  clearly  defined  at 
present.  Most  of  them  are  making  the  necessary 
changes,  but  progress  has  been  slow.  It  seems 
evident,  however,  that  despite  the  shortage  of 
building  materials  and  money  for  construction, 
well  over  95  per  cent  of  the  hospitals  will  be 
meeting  the  Code  regulations  fully  by  the  end  of 
1951.  Action  will  be  taken  to  bring  the  re- 
maining 5 per  cent  into  compliance. 

Reduction  in  Diarrhea  of  the  Newborn 

One,  of  course,  asks  the  question  as  to  whether 
all  of  these  changes  have  brought  any  benefit. 
This  is  difficult  to  answer  in  a quantitative  fashion. 
Specifically,  with  respect  to  epidemic  diarrhea  of 
the  newborn,  it  can  be  said  that  there  has  been  a 
reduction  in  the  recognized  outbreaks  and  deaths 
from  this  disease  since  the  regulation  became 
effective  on  January  1,  1949.  One  must  interpret 
such  a trend  with  caution  since  the  decline  could, 
of  course,  be  merely  coincidental. 

During  the  four-year  period  immediately  pre- 
ceding the  application  of  these  regulations,  there 
was  an  average  of  six  discrete  outbreaks  of  the 
disease  reported  each  year.  On  the  other  hand, 
in  1949  only  two  such  outbreaks  were  reported, 
one  consisting  of  6 cases  of  what  appeared  to  be 
Salmonella  infection  and  another  consisting  of  4 
cases  of  mild  diarrhea  in  which  the  etiology  was 
unknown.  There  were  no  deaths.  Similarly,  in 
1950  there  were  two  small  outbreaks  reported, 
one  consisting  of  10  cases  of  mild  diarrhea  without 
fatality  at  one  of  the  same  hospitals  involved  in 
1949.  The  second  outbreak  involved  a total  of 
15  cases  with  three  deaths. 

Two  of  the  four  outbreaks  occurred  in  hospitals 
where  the  Sanitary  Code  regulations  were  appar- 
ently being  followed  rigidly.  This  does  not 
necessarily  serve  as  an  indictment  of  the  regula- 
tions but  merely  indicates  that  the  precautions 
taken  in  these  instances  were  not  adequate  to 
avoid  transmission  of  the  disease.  One  cannot 
easily  avoid  the  occasional  slip  in  technic  that 
brings  disaster.  On  the  other  hand,  it  is  entirely 
conceivable  that  the  outbreaks  of  1949  and  1950 
were  so  limited  that  they  would  have  been  lost 


sight  of  and  not  reported  to  the  health  authorities 
if  the  specific  control  program  had  not  been  in 
force.  During  the  first  four  months  of  1951  no 
outbreaks  of  diarrhea  of  the  newborn  were  re- 
ported. 

Reporting  of  this  disease  in  upstate  New  York 
hospitals  and  child  care  institutions  was  started 
in  July,  1946;  since  that  time  the  cases  and  deaths 
reported  are  as  follows: 


Year 

Cases 

Deaths 

Case 
Fatality 
Ratio 
(Per  Cent) 

1946  (last  six  months) 

75 

18 

24.0 

1947 

203 

47 

23.2 

1948 

160 

27 

16.9 

1949 

70 

14 

20.0 

1950 

68 

19 

27.9 

1951  (first  four  months) 

2 

1 

50.0 

Summary  and  Conclusion 

A brief  review  of  the  developmental  back- 
ground and  progress  in  the  application  of  the  New 
York  State  Sanitary  Code  regulations  relating  to 
control  of  diarrhea  of  the  newborn  has  been  pre- 
sented. The  success  of  the  program  is  confirmed 
by  the  enthusiastic  compliance  with  the  pro- 
visions of  the  regulations  by  nearly  all  hospitals, 
despite  the  expense  and  labor  frequently 
involved  in  making  the  necessary  structural 
changes.  In  addition  to  meeting  the  minimal 
requirements  of  the  Code,  many  hospitals  have, 
on  their  own  volition,  gone  much  further  and  have 
modified  their  detailed  procedures  for  the  care  of 
newborn  so  as  to  have  them  in  keeping  with 
the  best  modern  practice.  A decline  in  the  num- 
ber of  reported  outbreaks  and  deaths  from  the 
disease  in  the  two-year  period  following  the  appli- 
cation of  these  regulations  is  at  least  suggestive  of 
a beneficial  effect. 

It  is  believed  that  this  program,  designed  to 
improve  the  environment  of  hospital  nurseries  for 
the  newborn,  has  even  broader  benefits  which 
may  be  less  readily  measured.  These  relate  to 
the  control  of  all  communicable  diseases  as  well 
as  other  improvements  in  the  care  of  newborn 
infants. 

Reference 

1.  Trussell,  Ray  E.:  New  York  State  J.  Med.  49:  2789 
(Dec.  1)  1949. 

Discussion 

F.  R.  Freckleton,  M.D.,  Hudson. — First  I must 
compliment  the  authors  and  their  coworkers  on  the 
over-all  development  of  this  program.  For  a 
project  which  has  involved  so  many  professions, 
agencies,  and  institutions,  it  is  a really  remarkable 
achievement  that  such  rapid,  firm,  and  probably 
lasting  strides  have  been  made  in  a relatively  short 
period  of  time.  Actually,  the  original  objectives 
in  terms  of  physical  facilities,  equipment,  and  per- 
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sonnel  have  almost  been  reached.  Success  in  so 
many  of  our  public  health  programs  is  a long  uphill 
grind  and  must  often  be  measured  over  a span  of 
many  years.  It  is  satisfying  occasionally  to  have 
a program  which  achieves  so  much  so  quickly.  Cer- 
tainly the  incidence  of  epidemic  diarrhea  of  the  new- 
born, as  well  as  other  communicable  diseases,  will 
be  reduced  in  hospital  nurseries,  although,  as  Dr. 
Korns  mentioned,  it  is  difficult  to  say  that  we  can 
as  yet  attribute  the  decrease  in  such  epidemics  in 
the  last  few  years  entirely  to  this  program.  This  may 
be  a chance  occurrence. 

I have  had  the  experience  of  dealing  with  several 
general  hospitals  of  100  to  250  beds  in  size,  as  well 
as  a number  of  small  institutions — orphanages, 
maternity  homes,  and  the  like.  It  was  really  sur- 
prising to  me  how  well  most  of  these  institutions 
accepted  the  challenge  presented  by  this  program, 
once  the  objectives  were  made  clear.  The  greatest 
point  of  resistance,  which  is  understandable,  was 
economic.  During  the  period  of  rising  hospital 
costs  the  prospect  of  added  expenditures  was  dis- 
tasteful to  these  hospitals,  although  it  is  interesting 
to  note  that  two  of  the  hospital  administrators  con- 
fided in  off-the-record  fashion  that  they  were  actually 
pleased  with  the  new  requirements,  since  these 
gave  them  leverage  with  their  hospital  boards  to 
make  improvements  that  they  had  desired  but  other- 
wise could  not  have  obtained. 

With  further  reference  to  costs  it  might  be  inter- 
esting to  know  just  how  much  was  spent  by  the 
various  institutions  in  meeting  the  requirements  of 
Regulation  35,  even  though  some  of  these  costs 
would  probably  be  more  apparent  than  real  because 
of  the  new  hospital  construct  ion  that,  has  been  going 
on. 

William  R.  Donovan,  M.D.,  Geneva. — Dr.  Freckle- 
ton  expressed  interest  in  the  costs  to  hospitals  for 
meeting  specifications  of  Regulation  35.  Possibly 
this  information  might  be  obtained  from  the 
Rochester  Council  of  Regional  Hospitals  of  which 


Dr.  Albert  D.  Kaiser  is  the  director.  This  group 
has  had  much  to  do  with  accounting  in  the  various 
hospitals  in  the  Rochester  region. 

Edward  R.  Schlesinger,  M.D.,  Albany. — The 
New  York  State  program  for  the  control  of  epidemic 
diarrhea  of  the  newborn  is  an  excellent  example  of  a 
program  that  I believe  has  attained  far  more  than 
its  stated  objectives.  1 wish  to  comment  briefly 
on  the  implications  of  this  program  in  improving 
total  care  of  newborn  infants.  Although  there  are 
indications,  as  has  been  pointed  out  in  the  paper, 
that  the  program  has  been  accompanied  by  and 
probably  resulted  in  a reduction  in  the  number  of 
cases  and  deaths  from  diarrhea  of  the  newborn  in 
hospital  nurseries,  it  has  gone  far  beyond  this.  It 
has  succeeded  in  focusing  attention  upon  the  new- 
born infant  as  an  individual  in  his  own  right,  for 
whom  general  adequate  care  should  be  provided, 
rather  than  as  simply  a byproduct  of  the  mother’s 
pregnancy. 

By  focusing  attention  on  the  infant  it  has  given 
physicians  and  nurses,  interested  in  improving  new- 
born care,  the  ammunition  they  needed  to  get  these 
changes  made.  Even  in  the  apparently  unrelated 
field  of  mother-child  relationships,  the  program  has 
had  its  effects.  One  of  the  features  in  the  educa- 
tional work  accompanying  the  program  has  been 
the  encouragement  of  hospitals  to  have  infants 
taken  to  the  mothers  for  feeding,  even  if  they  are 
bottle-fed.  In  many  instances  this  has  resulted  in 
a saving  of  nursing  time  and  less  hurried  feeding  of 
infants  who  were  previously  bottle-fed  in  the 
nursery.  At  the  same  time,  it  has  had  the  effect 
of  developing  more  confidence  in  the  mother  in  the 
handling  of  the  infant  on  her  return  home. 

The  program  for  the  control  of  diarrhea  of  the 
newborn  has  therefore  laid  a solid  foundation  for 
basic  improvements  in  newborn  care  in  the  hospitals 
of  New  York  State,  which  go  far  beyond  simply  the 
prevention  of  diarrhea  of  the  newborn  and  other 
infections. 


PENICILLIN  THERAPY  OF  TYPHOID  FEVER 
Despite  previous  unfavorable  reports  by  other  in- 
vestigators, these  writers  are  convinced  that  when 
adequate  serum  concentrations  are  achieved  and 
maintained  penicillin  is  effective  in  eliminating 
typhoid  infection  in  man.  The  reason  for  reported 
failures,  they  feel,  is  inadequate  dosage.  In  the 
present  three  cases,  all  were  treated  successfully, 
and  “in  two  cases  there  is  little  reason  to  question 
the  fact  that  penicillin  effected  the  cures.”  In  this 
study  Benemid  was  used  as  an  integral  part  of  the 


treatment  schedules  and  is  regarded  by  the  authors 
as  a valuable  adjunct  to  penicillin  therapy.  They 
say  that  the  prompt  elimination  of  S.  typhosa  from 
the  excreta  of  these  patients  is  of  significance  in 
eliminating  the  carrier  state,  offering  the  possibility 
of  a short  treatment  period  with  consequent  saving 
to  the  community. — Nelson  H.  Schimmel,  M.D., 
Walter  V.  Matteucci,  M.D.,  and  William  P.  Roger, 
M.D.,  Journal  of  the  Medical  Society  of  New  Jersey, 
July,  1951 
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THIS  paper  constitutes  the  second  report  to 
members  of  the  Medical  Society  of  the  State 
of  New  York  on  a study  of  the  utilization  of 
health  resources  by  rural  families  of  the  State. 
The  primary  purposes  of  the  study  are  (1)  to 
determine  the  use  which  rural  people  are  making 
of  the  health  care  resources  available  to  them 
and  (2)  to  determine  factors  which  influence 
the  use  of  resources.  Data  have  been  obtained 
by  enumerative  surveys. 

The  first  report  presented  selected  findings 
from  the  first  phase  of  the  study  which  was 
made  in  two  central  New  York  counties — 
Cortland  and  Oswego — during  the  fall  of  1949. 1 
This  same  report  indicated  the  scope  and  method 
of  the  study;  characteristics  of  the  two  counties 
and  of  the  sample  population  were  also  described . 

In  the  second  phase  of  the  research,  two  western 
New  York  counties — Chautauqua  and  Living- 
ston—were  studied  in  the  fall  of  1950.  The 
sample  universe  was  again  the  “rural”  popula- 
tion as  defined  by  the  U.S.  Census,  thus  including 
persons  in  villages  up  to  2,500  population  as 
well  as  those  residing  in  the  open-country  terri- 
tory outside  such  centers.  Again,  the  sample 
households  were  selected  systematically  from  a 
list  of  sampling  units  in  a way  designed  to  give 
proportionate  representation  from  open-country 
and  village  areas.  Procedures  were  essentially 
as  before,  except  that  data  on  use  of  resources 
were  for  a time  period  one  year  later,  that  is,  for 
the  twelve-month  period  ending  in  late  1950. 
Again,  the  typical  respondent  interviewed  to 
obtain  data  was  the  homemaker  of  the  house- 
hold. Plans  for  this  second  phase  of  the  study 
were  reviewed  by  an  advisory  committee  of 
physicians  and  a dentist,  consisting  of  a repre- 
sentative of  this  Society,  the  State  Dental 
Society,  and  the  State  Departments  of  Educa- 
tion, Health,  Mental  Hygiene,  and  Welfare. 

Data  on  annual  use  of  health  resources  are 
now  available  for  3,629  persons  in  1,022  represen- 
tative rural  households  from  the  four  counties. 
This  paper  will  focus  on  social  and  economic 
variables  associated  with  differential  use  of 
selected  health  resources  by  this  sample  popula- 
tion. Thus  those  phases  of  the  study  concerned 
with  knowledge  of  sendees,  with  sources  of  health 
information,  with  selected  health  practices,  and 
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with  consumer  opinions  are  not  to  be  emphasized 
here. 

First,  an  over-all  view  of  use  of  services  will 
provide  a general  orientation. 

Use  of  Selected  Resources 

One  measure  of  use  is  the  proportion  of  house- 
holds within  which  one  or  more  members  were 
reported  as  making  any  use  of  a specified  service 
within  the  specified  twelve-month  period.  A 
like  measure  is  the  proportion  of  individuals  so 
reported.  The  data  for  both  measures  for  all 
four  counties  create  an  impression  of  a relatively 
high  level  of  contacts  with  health  services.  In 
general,  the  pattern  of  use  among  counties  is 
characterized  more  by  similarities  than  by 
differences. 

Practically  all  households  and  roughly  80  per 
cent  or  better  of  all  individuals  used  one  or  more 
of  the  types  of  service:  physician,  dentist, 

“other”  private  health  care  personnel,  hospital, 
school  health,  or  public  health  services  (Tables  I 
and  II).  The  pattern  whereby  nine  out  of  every 
ten  households  and  nearly  six  out  of  every  ten 
individuals  used  a physician  in  private  practice 
prevailed  in  all  counties.  Likewise,  the  general 
pattern  was  for  use  of  a dentist  by  six  out  of  ten 
households  and  by  three  to  four  out  of  every  ten 
individuals,  use  of  a hospital  by  three  out  of  ten 
households  and  one  out  of  ten  individuals,  and 
use  of  some  form  of  school  or  public  health  service 
by  five  to  six  of  every  ten  households  and  three 
to  four  out  of  every  ten  individuals.  Use  of 
“other”  personnel  in  private  practice,  such  as 
osteopaths  and  chiropractors,  followed  a roughly 
comparable  pattern  in  all  the  counties  but 
Chautauqua,  which  had  a rate  double  or  more 
than  that  of  any  of  the  other  three. 

As  a measure  of  intensity  of  use,  households 
and  individuals  may  be  classified  by  the  number 
of  calls,  days  in  hospital,  etc.,  during  a given 
time  period.  This  is  illustrated  for  the  house- 
hold use  of  physicians  by  Table  III,  which  shows 
that  25  or  more  calls  were  received  during  the 
year  by  from  14  per  cent  of  the  Chautauqua 
households  to  21  per  cent  of  those  in  Livingston 
and  Oswego.  The  difference  in  size  of  household 
in  the  counties  does  not  explain  these  differences 
with  the  distribution  by  number  of  persons  per 
household  being  about  the  same. 

This  intensity  measure  is  illustrated  for  in- 
dividuals’ use  of  physicians  by  Table  IV  for 
Cortland  and  Oswego  counties.  Here  the  range 
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TABLE  I. “Percentage  of  Rural  Households  is  Four  N'ew  York  Counties  Reporting  I'se  of  Specified  Types  of 

Health  Services  During  Twelve-Month  Period 


Central  Counties 

Western  Counties 

Type  of  Service  t’sed 

Cortland* 
(Per  Cent) 

Oswego* 
(Per  Cent) 

Chautauqua  t 
(Per  Cent) 

Livings  tont 
(Per  Cent) 

Physician 

88  0 

92.6 

88  8 

94  8 

General  phvsician 

87  2 

91.2 

83.4 

89.5 

Medical  specialist 

18  8 

14.8 

24  9 

37.3 

Dentist 

58  0 

60.4 

65.0 

64.6 

“Other”  personnel** 

9.2 

6.0 

22.7 

11.0 

Hospital 

28.8 

25. 1 

35.0 

32.1 

None  of  above  types 

8.0 

4.2 

4.7 

4.3 

Schooltt 

35 . 6 

318 

38  6 

42.1 

Public  health  service  for  individual*** 

38  0 

35 . 7 

31.8 

44.0 

Neither  school  nor  public  health+t 

44.4 

49.8 

43.7 

41.2 

None  of  the  above  private  or  public  services 

8.0 

3.2 

4.0 

2.9 

Number  of  households  reporting 

250 

283 

277 

209 

* For  the  period  from  October  1,  1948,  to  September  30,  1949,  for  majority  of  cases;  for  some  cases  the  period  ended  October 
31,  1949. 

t For  the  period  from  November  1,  1949,  to  October  31,  1950,  for  majority  of  cases;  for  some  cases  the  period  ended  No- 
vember 30  or  December  31,  1950. 

**  Includes  osteopath,  chiropractor,  physical  therapist,  podiatrist,  chiropodist,  and  healer. 

tt  Percentages  are  based  upon  all  households  although  use  of  school  health  services  is  limited  essentially  to  those  with  children 
in  school. 

***  Includes  services  directly  to  individuals  such  as  immunization  and  other  clinics,  visits  by  public  health  nurse,  and  mass 
chest  x-ray  but  excludes  services  such  as  laboratory  examinations  and  inspection  by  sanitarian.  With  "mass  x-ray  only”  ex- 
cluded, the  percentages  for  households  are  Chautauqua  9.8,  Cortland  23.2,  Livingston  12.9,  and  Oswego  6.0. 


TABLE  II. — Percentage  of  Individuals  in  Rural  Households  in  Four  New  York  Counties  Reporting  L'se  op 
Specified  Types  of  Health  Services  During  Twelve-Month  Period 


Central  Counties 


Western  Counties 


Type  of  Service  Used 

Cortland* 
(Per  Cent) 

Oswego* 
(Per  Cent) 

Chautauqua  t 
(Per  Cent) 

Livingstont 
(Per  Cent) 

Physician 

56 . 5 

64.4 

60.4 

68.0 

General  physician 

54  8 

63.0 

52  8 

60.4 

Medical  specialist 

6.4 

5 . 3 

11.9 

16.1 

Dentist 

29.2 

34.3 

38  3 

37.3 

"Other”  personnel** 

3.8 

2.4 

9.0 

3.9 

Hospital 

10.2 

9.9 

14.0 

12.9 

None  of  above  types 

29.7 

21.4 

23.0 

21.4 

Schooltt 

20.1 

16.5 

20.6 

21.5 

Public  health  services  for  individuals*** 

22.1 

15.6 

13.3 

22.8 

Neither  school  nor  public  healthtt 

65 . 1 

69.3 

67.8 

61.2 

None  of  above  private  or  public  services 

21.5 

16.6 

16.0 

14.4 

Number  of  individuals  reporting 

944 

965 

964 

738 

* See  footnote,  Table  I. 
t See  footnote,  Table  I. 

**  See  footnote,  Table  I. 

ft  Percentages  are  based  upon  all  individuals  although  use  of  school  health  service  is  limited  essentially  to  those  in  school. 

***  See  footnote.  Table  I;  with  "mass  x-ray  only”  excluded,  the  percentages  for  individuals  are  Chautauqua  4.1,  Cortland 
11.5,  Livingston  5.0,  and  Oswego  2.4. 


TABLE  III. — Rural  Households  in  Four  New  York 
Counties  Classified  by  Number  of  Calls  to  and  by 
Private  Physicians  During  Twelve-Month  Period 


Calls  to  and 
by  Physician 

Central  Counties 

Western  Counties 

Cortland 
(Per  Cent) 

Chau- 

Oswego  tauqua 

(Per  Cent)  (Per  Cent) 

Living- 

ston 

(Per  Cent) 

0 

12.1* 

6.8* 

hi* 

5.4* 

1 to  4 

20.6 

26.2 

24.4 

17.7 

5 to  9 

23.4 

17.9 

19.9 

19.8 

10  to  14 

12.1 

15.4 

15 . 5 

15.8 

15  to  19 

6.4 

9.0 

10  0 

9.9 

20  to  24 

9.7 

3.9 

4.8 

10.8 

25  and  over 

15.7 

20  8 

14.3 

20.6 

Total 

100.0 

100.0 

100.0 

100.0 

Number  of 

households 

reporting 

248 

279 

271 

203 

* Slight  differences  in  the  percentage  reporting  no  use, 
when  this  table  is  compared  with  Table  I,  are  due  to  a slightly 
smaller  base  for  this  table  as  number  of  calls  was  not  available 
for  all  members  of  all  households. 


TABLE  IV. — Individuals  in  Rural  Households  in  Two 
Central  New  York  Counties  Classified  by  Number  of 
Calls  to  and  by  Private  Physicians  During  Twelve- 
Month  Period 


Calls  to  and 
by  Physician 

Cortland 
(Per  Cent) 

Oswego 
(Per  Cent) 

0 

44.7* 

36.7* 

1 

14.2 

19.0 

2 

8.5 

9.0 

3 

6.3 

5.0 

4 

3.8 

5.4 

5 to  9 

12.5 

10.5 

10  and  over 

10.0 

14.4 

Total 

100.0 

100.0 

Number  individuals 

reporting 

926 

935 

* Slight  differences  in  the  percentage  reporting  no  use. 
when  this  table  is  compared  with  Table  II,  are  due  to  a slightly 
smaller  base  for  this  table. 
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of  frequency  for  users  is  from  the  one  call  during 
the  year  for  14  per  cent  in  Cortland  and  19  per 
cent  for  Oswego  up  to  the  ten  or  more  calls  re- 
ceived by  at  least  one  person  out  of  ten  in  each 
county. 

Volume  of  use  for  a population  category  may 
be  measured  by  a rate  per  1,000  of  the  popula- 
tion per  year.  The  number  of  home  and  office 
calls  by  physicians  per  1,000  ranged  from  3,500 
in  Chautauqua  to  4,600  in  Livingston  and  Oswego 
(Table  V).  For  physicians’  home  calls  the  range 
wras  from  300  in  Chautauqua  to  800  in  Oswego, 
while  for  office  calls  the  range  was  from  3,200 
in  Chautauqua  and  Cortland  to  4,000  in  Living- 
ston. Comparable  “intensity”  and  “volume” 
data  for  use  of  dentist,  hospital,  “other”  person- 
nel, and  public  health  services  are  available  from 
the  study  although  not  presented  here. 

TABLE  V. — Calls  to  and  by  Physicians  per  1,000 
Population  in  Sample  Rural  Households  in  Four  New 
York  Counties  During  Twelve-Month  Period 

Central  Counties  Western  Counties 
Chau-  Living- 

Cortland  Oswego  tauqua  ston 


Calls  to  and  by 


physicians 
Home  calls 

by 

3,600 

4,600 

3,500 

4,600 

physician 
Office  calls 

to 

400 

800 

300 

600 

physician 

3,200 

3,800 

3,200 

4,000 

Relation  of  Resources  to  Use 

One  of  the  aims  of  the  study  was  to  test  the 
hypothesis  that  utilization  of  private  health 
resources  (physicians,  dentists,  hospitals,  etc.)  by 
the  rural  people  within  a county  is  closely  related 
to  the  availability  of  these  resources  located 
within  the  county  as  measured  by  county  indices 
of  availability.  The  importance  of  testing  this 
hypothesis  is  apparent  from  the  evidence  fre- 
quently presented  to  show  the  disadvantaged 
resource  position  of  rural  areas.  The  design  for 
selecting  sample  counties,  described  in  the  first 
report,  provided  that  these  counties  differ  widely 
in  health  resources  available  within  the  county 
as  indicated  by  an  index  of  selected  resources. 
On  the  composite  index,  Chautauqua  ranked 
highest — 23rd — among  the  57  counties  outside 
of  New  York  City,  followed  by  Cortland  with  a 
rank  of  27th,  Livingston  41st,  and  Oswego  53rd. 

The  evidence  from  this  study,  based  on  an 
analysis  of  both  household  and  individual  use 
data,  fails  to  support  this  important  hypothesis. 
On  the  contrary,  data  for  use  of  physicians  and 
dentists  in  private  practice  and  hospitals  generally 
show  county  differences  in  the  use  patterns  by 
rural  people  which  are  either  (a)  statistically  not 
significant  or  (6)  run  exactly  opposite  to  what 
would  be  predicted  on  the  basis  of  the  index  of 
availability.  The  proof  for  this  conclusion  has 
been  presented  in  detail  in  another  paper,  using 


Cortland-Oswego  data.2  For  example,  although 
Cortland  ranked  highest  in  physicians  per  1,000 
population — 23.5  among  57  counties  compared 
to  Oswego’s  47.5  ranking — in  Oswego  a higher 
proportion  of  both  individuals  and  households 
used  physicians  (see  Tables  I and  II),  a higher 
percentage  of  individuals  received  home  calls  by 
a general  physician  (17  against  12.5  per  cent) 
and  made  office  calls  to  a general  practitioner 
(55  against  49  per  cent).  For  those  having  home 
or  office  calls  by  a general  physician  the  average 
number  of  calls  was  more  in  Oswego.  The  num- 
ber of  general  practitioner  calls  per  1,000  popula- 
tion per  year  was  also  larger. 

How  can  the  lack  of  positive  relationship  be- 
tween the  index  of  availability  and  the  measures 
of  use  be  explained?  It  is  not  adequately  ex- 
plained by  variations  in  the  composition  of  the 
sample  for  the  two  counties.  Mortality  and 
morbidity  data  do  not  suggest  any  important 
differences  in  need  for  health  services  during  the 
year.  An  inventory  of  resources  in  1949  in- 
dicated that  the  index,  although  based  on  an 
earlier  period  (principally  1946),  still  reflected 
actual  differences  in  resource  ratios.  There  re- 
mains the  question  of  whether  an  index  of  re- 
sources available  over  a period  of  years  may  not 
be  more  related  to  use  than  an  index  for  a single 
year.  Logically,  there  would  seem  to  be  a point 
where  county  differences  in  resource  ratios  would 
result  in  differential  use  rates.  But  that  point 
is  definitely  not  reached  in  these  counties  with 
differences  (based  on  1949  inventory  and  1950 
population)  of  154  persons  per  general  physician, 
8,738  per  medical  specialist,  243  per  dentist,  and 
214  persons  per  general  hospital  bed. 

The  explanation  of  the  lack  of  positive  relation- 
ship found  in  this  situation  seems  to  rest  largely 
on  the  ecologic  distribution  of  these  resources  in 
relation  to  the  'potential  rural  consumer.  Thus 
for  general  physicians,  while  Cortland  had  the 
advantage  in  the  county  index,  the  advantage 
disappears  when  one  examines  the  distribution 
within  the  county.  Over  four  fifths  (83  per  cent) 
of  all  general  physicians  in  Cortland  were  located 
in  the  two  urban-centered  communities,  while 
only  66  per  cent  of  those  in  Oswego  were  located 
in  that  county’s  two  urban-centered  communities 
(each  had  about  the  same  proportion  urban  popu- 
lation). Each  of  Oswego’s  seven  village-centered 
communities  had  at  least  one  physician;  this 
was  true  for  only  three  of  Cortland’s  four  such 
communities.  Further,  a substantial  proportion 
of  the  physicians  used  (better  than  one  fifth  of 
the  general  physicians  used  by  individuals  in 
each  county)  had  their  office  outside  the  county. 
From  the  point  of  view  of  rural  users  of  such 
health  resources  as  physicians  in  private  practice, 
dentist,  and  hospital,  what  the  sociologist  calls 
the  “natural”  service  area  for  these  resources 
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has  little  or  no  relation  to  county  lines.  The  con- 
clusion seems  clear  that  it  is  an  error  to  assume 
that  the  present  widely  used  county  indices  of 
availability  of  private  health  resources  necessarily 
significantly  reveal  what  is  actually  available  to 
the  rural  people  of  a county;  distribution  within 
the  county  and  availability  outside  county  lines 
must  be  considered.  The  evidence  to  date  fur- 
ther suggests  the  risk  in  assuming  that  the  use  of 
private  resources  by  rural  people  within  a county 
is  highly  and  positively  correlated  with  these 
available  county  indices. 

In  contrast,  if  one  turns  to  public  health  serv- 
ices, the  hypothesis  that  utilization  of  public 
health  resources  is  closely  related  to  availability 
of  sendees  within  the  boundaries  of  a local  govern- 
mental unit  (such  as  a county)  may  be  supported 
both  logically  and  empirically.  However,  the 
same  principle  is  suggested  for  public  as  for  pri- 
vate health  resources,  namely,  to  maximize  the 
use  of  public  health  resources,  the  services  must 
be  available  in  what  is  considered  by  the  potential 
consumer  to  be  his  local  community.  It  is 
recognized  that  there  are  many  factors  involved 
which  influence  the  degree  to  which  this  principle 
can  be  applied. 

Differential  Use  of  Physicians 

From  a sociologic  point  of  view,  most  use  of 
health  resources  is  a voluntary  form  of  behavior. 
Exceptions  would  be  those  instances  of  legal 
compulsion  (such  as  examinations  required  by 
law  for  certain  occupations),  cases  of  contractual 
relations  (as  insurance  examinations),  and  certain 
catastrophic  events.  Most  use  of  health  re- 
sources then  becomes  a sociopsychologic  phenom- 
enon, conditioned  by  the  whole  complex  of 
factors  which  motivate  people  to  act.  Percep- 
tion of  need  for  health  sendees  by  the  individual 
becomes  highly  important.  This  perception 
may  be  influenced  by  his  awareness  of  what  con- 
stitutes good  health,  by  the  customs  of  the  group 
of  which  he  is  a part,  and  by  his  values  such  as 
religious  and  economic.  His  perception  of  the 
resources  by  which  recognized  needs  may  be  met 
and  his  perception  of  the  availability  of  these 
resources  to  him  becomes  important.  The  ac- 
ceptability of  the  recognized  resources  in  terms 
of  the  social  norms  and  values  becomes  important. 
For  example,  we  have  the  fairly  frequent  com- 
ment about  the  reluctance  to  use  county  public 
health  department  sendees — “think  it  is  for  the 
poor.”  We  have  the  “fear”  complex — “People 
up  here  in  our  neighborhood  would  rather  die 
than  go  to  a hospital,”  “do  something  to  take 
away  the  fear  of  going  to  a doctor.”  We  find 
the  satisfactoriness  of  the  patient-doctor  rela- 
tionship affecting  the  patient’s  readiness  to  use 
the  available  physician. 


This  study  has  explored  the  relationship  be- 
tween a number  of  social  and  economic  factors 
and  the  utilization  of  each  of  the  major  types  of 
health  resources  on  both  an  individual  and  house- 
hold basis.  These  factors  include  residence, 
occupation,  income,  socioeconomic  status,  par- 
ticipation in  formally  organized  groups,  educa- 
tion, urban  experience,  family  cycle,  selected 
health  practices,  sources  of  health  information, 
opinions  about  selected  health  resources,  age, 
and  sex.  Some  of  these  factors  may  be  inter- 
preted as  of  a “causal”  type,  while  others  may 
have  both  a “cause  and  effect”  relationship  with 
use  or  be  primarily  “effect.”  No  claim  is  made 
that  these  specific  factors — alone  or  in  combina- 
tion— give  a full  explanation  of  differential  use  of 
health  resources.  However,  they  do  yield  helpful 
insights  which  point  the  need  for  much  more 
careful  study  of  the  motivational  aspects  of  the 
use  of  such  resources. 

The  findings  of  these  relationships  are  illus- 
trated primarily  for  physicians  in  private  prac- 
tice. Except  when  indicated  otherwise,  the 
summary  is  based  upon  Cortland-Oswego  data. 

Age  and  Sex. — Age  and  sex  relationships  to 
health  resource  use  were  found  which  appear 
to  be  suggestive  from  the  standpoint  of  health 
education  and  preventive  care.  Examination 
of  the  data  by  five-year  age  groups  indicated 
four  broad  groups  with  differential  patterns  of 
use:  one  to  four  years,  five  to  nineteen  years, 
twenty  to  forty-four  years,  and  forty-five  years 
and  over.  A larger  sample  might  have  per- 
mitted more  detailed  groupings,  especially  for 
the  group  aged  forty-five  and  over.  The  propor- 
tion of  children  one  to  four  years  reported  as 
using  a general  physician — 63.7  per  cent  of  the 
193  this  age — was  “consistently”  highest  of  all 
age  groups  for  both  sexes  with  a single  exception 
(women  thirty  to  forty-four  years  in  Oswego). 
At  the  same  time  this  age  group  was  highest  in 
the  proportion — approximately  30  per  cent — re- 
ceiving none  of  the  specified  types  of  health  serv- 
ice. (Differences  which  are  corroboratory  and 
in  the  same  direction — although  not  necessarily 
statistically  significant  at  the  1 or  5 per  cent 
levels — are  termed  “consistent.”)  The  five  to 
nineteen-year  olds  for  both  sexes  were  consist- 
ently lowest  of  all  broad  age  groups  in  the  per- 
centage using  a general  physician  in  private  prac- 
tice— 48.6  per  cent  of  the  535  this  age.  At  the 
same  time  they  were  lowest  of  the  four  age  groups 
in  proportion  receiving  none  of  the  specified 
types  of  service — roughly  10  per  cent.  A “con- 
sistently” higher  proportion  of  females  than  of 
males  reported  the  use  of  a general  physician  in 
the  age  groups  twenty  to  forty-four  and  forty- 
five  and  over.3  Use  of  medical  specialist  did  not 
differ  consistently  by  age  and  sex  for  this  sample. 
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A comparable  study  of  the  rural  population 
of  two  Mississippi  counties  shows  the  same 
general  differential  use  of  physician  by  males  and 
females  and  by  preschool  and  school  age  per- 
sons.4’6 

These  age-sex  differences  are  not  only  biologic. 
They  also  reflect  the  social  roles  of  the  individual, 
as  age  and  sex  are  important  determinants  of 
these  roles. 

Residence  and  Occupation. — The  sample  popula- 
tion was  classified  into  three  residential-occupa- 
tional groups:  (1)  open-country  farmer — those 

cases  in  which  the  household  head  had  farming 
as  the  major  occupation,  (2)  rural  resident — 
those  living  in  the  open  country  but  where  the 
head  had  something  other  than  farming  as  major 
occupation,  and  (3)  village  resident — nearly  all 
nonagricultural.  Farm  households  were  lowest 
of  the  three  groups  in  proportion  using  a general 
physician  in  Cortland  and  matched  with  “rural 
residents”  for  lowest  in  Oswego.  They  were 
also  lowest  of  the  three  groups  in  Chautauqua 
and  matched  for  low  in  Livingston.  For  adult 
persons  twenty  years  of  age  and  over,  the  farm 
group  was  consistently  lowest  in  proportion  using 
a general  physician,  and  the  village  group  was 
highest.  For  the  persons  under  twenty,  inter- 
group comparisons  were  not  “consistent.”  On 
the  basis  of  total  calls  to  physicians,  farm  persons 
generally  ranked  lowest  of  the  three  groups. 

Income. — The  positive  association  between  use 
of  all  forms  of  health  resources  and  family  income 
is  one  of  the  most  marked  and  consistent  of  any 
examined.  Households  were  divided  into  three 
net  cash  annual  income  groups:  under  $1,000 
(low),  $1,000  to  $2,999  (middle),  and  $3,000  and 
over  (high).  Household  use  of  both  general  physi- 
cian and  specialist  was  clearly  related  to  income  as 
the  following  percentage  of  users  shows : 


Service  and 
Income  Group 

Cortland 

County 

Oswego 

County 

General  physician 

Under  $1,000 

76. 1 

80.0 

$1,000  to  $2,999 

88.8 

93.8 

$3,000  and  over 

93.9 

95.4 

Medical  specialist 

Under  $1,000 

6.5 

5.0 

$1,000  to  $2,999 

19.8 

12.4 

$3,000  and  over 

22.7 

27.6 

The  same  relationship  generally  obtained  be- 
tween income  and  use  of  physician  for  individuals. 
The  differences  were  most  marked  for  children 
aged  one  to  four  years,  where  use  of  a general 
physician  was  reported  for  64.3  per  cent  of  the 
112  in  the  low  and  middle  income  groups  as  com- 
pared with  72.6  per  cent  of  the  62  in  the  high 
income  group. 


Socioeconomic  Status. — Family  socioeconomic 
status  was  measured  by  the  widely  used  Sewell 
scale.6  Households  were  classified  into  low, 
middle,  and  high  status  groups.  In  both  coun- 
ties, the  middle  socioeconomic  group  of  house- 
holds was  slightly  the  highest  in  any  use  of  a 
general  physician,  but  for  individuals  there  was  a 
generally  “consistent”  tendency  for  the  propor- 
tion of  users  to  increase  from  the  low  to  high 
status  groups  for  each  age  category.  The  direct 
relationship  between  the  proportion  of  house- 
holds and  individuals  using  a medical  specialist 
and  their  status  scores  was  quite  consistent.  The 
low  socioeconomic  status  individuals  were  lowest 
in  call  rates  except  for  persons  forty-five  years 
old  and  over.  In  the  case  of  this  oldest  age 
group,  the  low  status  group  tended  to  have  the 
highest  call  rate. 

Social  Participation. — Households  were  classi- 
fied into  low,  middle,  and  high  social  participa- 
tion groups  on  the  basis  of  the  participation  of 
the  male  head  and  homemaker  in  formally  or- 
ganized groups,  such  as  fraternal,  civic,  educa- 
tional, etc.3  In  both  counties,  low  participation 
households  were  “consistently”  lowest  in  per- 
centages using  a general  physician.  This  same 
relationship  held  for  women  but  not  for  men. 
For  use  of  a medical  specialist,  for  both  house- 
holds and  individuals,  the  low  participation  group 
had  the  lowest  proportion  of  users,  but  the 
pattern  was  not  “consistent”  for  all  age  groups, 
nor  was  the  pattern  consistent  for  households 
between  middle  and  high  participation  groups. 

Education. — The  homemaker  is  assumed  to 
have  a key  role  in  influencing  the  family  patterns 
of  behavior  with  respect  to  health  resources  and 
practices.  Her  education  might  be  assumed  to 
be  highly  related  to  these  areas  of  behavior. 
Homemakers  were  classified  into  four  groups  on 
the  basis  of  formal  schooling  completed:  (1) 

under  9 grades,  (2)  9 to  11  grades,  (3)  12  grades 
or  high  school,  and  (4)  one  or  more  years  of 
college.  While  the  households  with  homemaker 
with  the  most  education  were  the  most  likely  to 
have  received  physical  or  dental  examinations 
or  chest  x-rays,  were  most  likely  to  have  had 
children  under  fifteen  vaccinated  or  immunized, 
were  most  likely  (in  Cortland)  to  know  about  the 
county  health  department,  and  most  frequently 
cited  the  family  doctor  as  the  principal  source  of 
health  information,  yet  there  was  not  a consistent 
relationship  between  homemakers’  education  and 
use  of  physician  by  households  or  individuals. 

Urban  Influence. — Proximity  of  residence  to  an 
urban  center  is  usually  considered  to  influence 
both  availability  of  services  for  rural  people 
and  standards  of  use.  Households  were  classified 
as  living  (1)  in  urban-centered  communities,  (2) 
in  communities  adjoining  urban-centered  com- 
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munities,  and  (3)  in  an  outlying  community. 
The  proportion  of  households  using  a general 
physician  was  not  related  to  community  of  resi- 
dence; for  specialists,  the  percentage  of  using 
households  was  lowest  in  the  outlying  communi- 
ties. For  individuals,  the  two  counties  did  not 
agree  in  giving  a consistent  pattern  by  type  of 
community  for  use  of  physicians. 

Differential  Use  of  Public  Health  Services 

As  one  further  illustration  of  relationships, 
the  use  of  public  health  services  in  Cortland 
County  by  individuals  for  all  age  groups  except 
five  to  nineteen  has  been  selected.  This  one 
group  has  been  excluded  because  the  source  of 
the  service — as  between  school  and  the  county 
health  department — was  not  clearly  distinguished 
for  school  children  by  some  respondents.  Analy- 
sis shows  the  highest  percentage  of  individuals 
using  public  health  services  to  be  among  “rural 
residents”  and  among  the  middle  and  high  income 
groups  (except  for  persons  aged  twenty  to  forty- 
four  where  the  low  income  group  was  high). 
Individuals  in  outlying  rural  communities  had 
the  lowest  proportion  of  users  for  persons  aged 
twenty  and  over  but  the  highest  proportion 
among  children  aged  one  to  four.  Relationships 
with  socioeconomic  status  and  social  participa- 
tion were  not  consistent. 

The  supporting  data  for  the  relationships 
described  are  in  the  more  complete  report  for  the 
first  phase  of  this  study.3  Investigation  of  these 
relationships  is  continuing. 

Summary 

1.  Data  available  on  the  utilization  of  health 
resources  by  rural  households  in  four  New  York 
State  counties  show  that  practically  all  house- 
holds and  80  per  cent  or  better  of  all  individuals 
used  one  or  more  types  of  services  within  a twelve- 
month  period. 

2.  The  county  index  of  available  resources 
which  was  used  was  found  not  to  be  closely 
related  to  the  use  of  such  resources  as  physician 
in  private  practice,  dentist,  and  hospital.  For 
public  health  sendees,  however,  the  relationship 
between  county  availability  and  use  is  pro- 
nounced. 

3.  There  is  a differential  rate  of  use  of  the  sev- 
eral types  of  health  resources  during  a year  by 
rural  households  and  individuals.  Factors  re- 
lated to  these  differences  have  been  investigated. 
Differential  use  of  physicians  in  private  practice 
was  related  most  markedly  to  age,  sex,  residence- 
occupation,  income,  socioeconomic  status,  and 
social  participation. 
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Discussion 

Julius  S.  Prince,  M.D.,  Jamestown. — This  most 
interesting  paper,  as  pointed  out.  by  the  authors,  is  a 
continuation  of  an  investigation  which  was  begun 
several  years  ago.  As  I understand  it,  this  was 
undertaken  with  the  assistance  of  the  United  States 
Department  of  Agriculture  and  is  being  conducted 
in  several  other  states  besides  New  York.  Even- 
tually, I suppose,  the  plan  is  to  cover  a fairly  repre- 
sentative segment  of  the  rural  population  of  the 
country,  in  order  that  the  conclusions  derived  from 
the  study  can  be  applied  on  a country-wide  basis, 
as  far  as  the  rural  areas  are  concerned.  I think  it 
is  most  important  that  we  know  this  because  it 
helps  fit  the  New  York  State  portion  of  the  work  into 
its  proper  perspective.  Also,  it  helps  us  to  realize 
that  we  are  dealing,  here,  with  a nation-wide  prob- 
lem and  that  the  study  of  the  use  of  health  resources 
in  rural  areas  is  only  a small  facet  of  a much  greater 
study.  This  might  deal  with  the  entire  problem  of 
the  disintegration  of  community  life  and  the  loss  of 
human  values  which  is  going  on,  especially  in  rural 
America,  and  which  will  continue  unless  the  people 
who  live  in  these  rural  communities  do  something 
about  it.  It  is  true  that,  the  first  step  toward  the 
correction  of  this  most  serious  trouble  is  effective 
community  organization,  on  a community-wide 
basis,  and  totally  without  specialization.  It  is  also 
t rue  that,  at  the  same  time  that  community  organi- 
zations of  this  kind  grow,  it  is  necessar}’  for  them  to 
study  the  difficulties  with  which  they  are  faced.  In 
other  words,  before  any  problem  can  be  solved,  they 
must  know  what  it  is,  how  big  it  is,  and  what  causes 
it. 

The  problem  of  maintaining  maximum  physical 
health  and  minimum  clinical  mental  disease  is  only 
one  phase  of  the  much  larger  problem  which  I 
have  very  roughly  sketched  above.  But  it  is  cer- 
tainly a very  important  phase,  and,  consequently, 
discovering  the  facts  which  will  aid  a community 
in  its  attempts  to  provide  better  health  services  of 
all  kinds  for  its  inhabitants  is  decidedly  worth  while. 

As  pointed  out  by  Dr.  Larson  and  his  coworkers 
in  their  first  paper  on  the  “Utilization  of  Health 
Resources  in  Rural  Areas,”  statistics  have  shown 
“the  more  rural  counties  to  be  at  a disadvantage,” 
with  respect  to  available  health  facilities,  compared 
to  urban  areas.  However,  as  the  authors  have 
pointed  out,  there  has  been  very  little  accurate  in- 
formation about,  the  extent  to  which  rural  people 
use  the  health  facilities  placed  at  their  disposal  and 
how  this  compares  with  the  same  factors  in  urban 
areas.  The  first  paper  in  the  New  York  State 
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series  involved  the  counties  of  Cortland  and 
Oswego.  The  second  paper  (that  under  discussion 
now)  is  based  on  additional  studies  in  the  counties 
of  Chautauqua  and  Livingston.  The  conclusions 
arrived  at  in  the  first  paper  are  not  changed  appreci- 
ably by  the  second  study.  For  example,  it  still 
appears  that  the  use  which  country  people  make  of 
private  health  facilities,  such  as  doctors,  dentists, 
hospitals,  etc.,  does  not  seem  to  depend  so  much 
on  the  number  or  size  of  these  facilities  as  it  does 
upon  their  location  with  respect  to  the  people  using 
them.  It  would  seem  that  in  spite  of  modern 
methods  of  transportation  people  still  have  a 
problem  getting  to  a hospital  or  a doctor  if  they 
have  to  travel  15  or  20  miles  in  the  dead  of  winter 
to  get  there.  Naturally,  the  reverse  is  also  true. 
Furthermore,  as  pointed  out  by  the  authors,  medi- 
cal facilities  in  one  county  are,  often  enough,  used 
by  people  living  in  another  county.  There  is 
nothing  unusual  or  unexpected  about  this,  but  it  is 
a fact  which  should  be  borne  in  mind  when  trying 
to  find  out  what  health  facilities  are  actually  avail- 
able to  the  people  living  in  a particular  rural  com- 
munity. 

One  of  the  most  interesting  groups  of  facts  pre- 
sented in  this  paper  concerns  the  effects  which 
residence  and  occupation,  income,  degree  of  in- 
volvement of  a person  in  community  activities, 


education,  and  other  similar  factors  have  upon  the 
use  which  rural  people  make  of  health  facilities  at 
their  disposal.  The  conclusions  derived  are,  in 
most  cases,  pretty  much  what  we  would  expect. 
An  exception  may  be  the  fact  that  families  with  the 
better  educated  homemakers  don’t  necessarily  use 
physicians  more  frequently  than  families  with  less 
well-educated  homemakers.  I wonder  if  this  ap- 
parent inconsistency  might  not  be  due  to  the  fact 
that  the  better  educated  homemakers  take  better 
care  of  themselves  and  of  their  children — hence 
don’t  need  to  call  the  doctor  as  frequently. 

In  conclusion,  I should  like  to  repeat  that  I 
think  this  paper,  the  one  preceding  it,  and  the  ones 
dealing  with  similar  studies  in  Choctaw  and  Lee 
Counties,  Mississippi,  are  extremely  interesting 
and  well  worth  the  perusal  of  all  concerned  with  the 
betterment  of  community  life  in  this  country.  I 
hope  that  the  studies  will  be  continued  so  that 
larger  samples  of  rural  populations  can  be  included, 
and  I also  hope  that  it  will  be  possible  to  make  com- 
parative studies  of  rural  and  urban  areas. 

One  of  the  greatest  problems  facing  America 
today,  in  my  opinion,  is  the  destruction  and  dis- 
appearance of  the  rural  community.  This  paper 
deals  with  a portion  of  that  problem.  We  must  all 
consider  the  entire  problem  if  we  feel  that  our  way 
of  life  is  worth  preserving. 
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RECENT  TRENDS  IN  TUBERCULOSIS  IN  NEW  YORK  CITY 

Arthur  B.  Robins,  M.D.,  New  York  City 

( From  the  Bureau  of  Tuberculosis,  Department  of  Health,  City  of  New  York ) 


A NUMBER  of  aspects  of  the  problem  of 
tuberculosis  in  New  York  City  have  been 
the  subject  of  considerable  discussion  recently. 
These  articles  have  dealt  with  the  extent  and 
significance  of  changes  in  tuberculosis  morbidity 
in  the  past  five  years  and  the  relative  importance 
of  tuberculosis  as  a cause  of  death  and  disability. 
The  opinion  has  been  expressed  that  there  has 
been  an  actual  increase  in  the  incidence  of  tuber- 
culosis and  that  tuberculosis  occupies  first  place 
as  a cause  of  loss  of  future  working  time.  The 
efficacy  of  measures  aimed  at  the  control  of  the 
disease  has  been  questioned.1,2  This  paper  will 
review  the  tuberculosis  situation  in  New  York 
City  in  recent  years  and  examine  the  validity 
of  the  conclusions  that  have  been  drawn. 

Long-range  observation  has  always  been  essen- 
tial for  the  evaluation  of  trends  in  a chronic 
disease  like  tuberculosis,  and  this  need  has  been 
accentuated  by  the  developments  of  the  past 
ten  years.  Since  1940  this  country  has  experi- 
enced a major  w'ar  with  its  profound  dislocation 
of  civilian  life.  Industry  has  passed  through 
the  successive  stages  of  reduced  activity,  full 
scale  wartime  production,  and  reconversion  to 
peacetime  operation.  During  the  same  period  a 
large  proportion  of  males  of  military  age  have 
been  civilians,  members  of  the  armed  services 
for  varying  lengths  of  time,  and  civilians  again. 
The  number  of  physicians  in  civilian  medical 
practice  has  fluctuated  widely;  many  of  the 
organized  tuberculosis  control  activities  in  the 
community  have  been  curtailed  or  eliminated  for 
considerable  periods.  These  changes  have  been 
reflected  in  the  standard  of  living,  types  and 
hours  of  employment,  housing,  and  the  use  of 
medical  services  in  this  city.  The  return  to  a 
more  normal  peacetime  state  has  been  gradual 
and  incomplete. 

During  this  same  decade  the  diagnosis  and 
treatment  of  tuberculosis  have  also  undergone 
radical  change.  Methods  for  the  rapid  chest 
x-ray  examination  of  large  numbers  of  persons, 
which  had  been  developed  in  the  1930’s,  were 
just  beginning  to  be  used  widely  before  World 
War  II.  The  adoption  by  the  armed  services 
of  a chest  x-ray  as  part  of  the  induction  physical 
examination  provided  the  impetus  for  the  perfec- 
tion of  this  procedure.  In  the  years  immediately 
following  the  war,  mass  chest  x-ray  surveys  be- 
came a fundamental  part  of  every  progressive 
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tuberculosis  control  program  and  were  applied 
on  a constantly  increasing  scale  to  large  segments 
of  the  population.  This  trend  is  still  continuing 
and  is  reflected  in  the  steady  expansion  of  this 
type  of  service  throughout  this  city  and  country. 

The  treatment  of  tuberculosis  wras  modified 
even  more  radically  during  this  period  as  a result 
of  improvements  in  thoracic  surgery  and  the  dis- 
covery of  new  antibiotic  and  chemotherapeutic 
agents.  Refinements  in  surgical  technic  and 
anesthesia  made  possible  the  wider  employment 
of  thoracoplasty  and  pulmonary  resection. 
Patients  previously  considered  suitable  only  for 
custodial  care  became  eligible  for  operative  pro- 
cedures. The  use  of  streptomycin  and  other 
chemotherapeutic  agents  resulted  in  the  stabiliza- 
tion of  lesions  in  many  instances  and  served  both 
as  definitive  treatment  and  as  a preparation  for 
surgery.  The  effects  of  these  revolutionary 
developments  of  the  past  five  years  are  now  be- 
ginning to  manifest  themselves  and  will  un- 
doubtedly become  more  apparent  with  the  further 
passage  of  time. 

These  considerations  have  made  it  advisable  to, 
base  this  review  on  data  covering  the  entire  period  ’ 
from  1929  through  1949.  By  this  means  the  long- 
range  trends  in  tuberculosis  in  New  York  City 
can  be  properly  evaluated  and  the  fluctuations 
of  the  past  five  years  placed  in  their  proper  per- 
spective. The  official  records  of  the  Department 
of  Health  of  New  York  City  and  other  authenti- 
cated material  have  been  the  sources  used 
throughout  this  paper. 

There  are  several  wrell-established  standards 
by  which  the  efficacy  of  the  control  of  an  infec- 
tious disease  like  tuberculosis  can  be  measured. 
In  some  ways  the  most  significant  is  the  degree 
to  which  infection  has  been  spread  in  the  com- 
munity. A reduction  in  the  level  of  infection  is 
presumptive  evidence  of  better  sanitary  control. 
In  the  case  of  tuberculosis  this  is  best  determined 
by  periodic  tuberculin  test  surveys  of  representa- 
tive samples  of  the  population. 

Closely  related  to  the  question  of  infection 
is  the  incidence  of  clinical  disease.  The  accepted 
index  of  the  frequency  with  which  tuberculosis 
develops  is  the  number  of  cases  of  active  tuber- 
culosis newly  reported  to  the  Department  of 
Health.  This  figure,  unfortunately,  is  not  a 
completely  reliable  indication  of  the  true  inci- 
dence of  tuberculosis.  It  is  dependent  on  the 
completeness  and  accuracy  of  reporting  and, 
particularly,  on  the  thoroughness  with  which 
tuberculosis  case-finding  is  carried  on  in  the 
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community.  If  these  limitations  are  under- 
stood, comparative  morbidity  statistics  provide 
a valuable  measure  of  control  over  the  years. 

The  most  generally  accepted  criterion  of  the 
success  of  efforts  to  control  a disease  which 
menaces  life  is  the  mortality  from  that  disease. 
The  legal  requirement  that  a death  certificate 
be  filed  as  a prerequisite  to  the  issuance  of  a 
burial  permit  insures  completeness  of  reporting. 
The  accuracy  of  diagnosis  of  the  cause  of  death 
is  undoubtedly  greater  than  in  the  instance  of 
morbidity  reporting.  Furthermore,  the  specific 
death  rate,  expressed  in  terms  of  deaths  per  100,- 
000  population,  is  unaffected  by  variations  in  the 
size  of  the  population  as  a whole.  It  is  dependent 
on  only  two  factors:  the  rate  at  which  cases 
of  tuberculosis  develop,  the  incidence,  and  the 
rate  at  which  the  cases  that  develop  go  on  to  a 
fatal  termination,  the  case  fatality.  A decrease 
in  either  the  incidence  or  case  fatality  rate,  or 
both,  will  result  in  a falling  death  rate.  For 
these  reasons  changes  in  mortality  provide  an 
excellent  indication  of  the  efficacy  of  our  efforts 
to  prevent  the  spread  of  infection  and  the  devel- 
opment of  clinical  disease  and  to  treat  effectively 
the  cases  of  tuberculosis  that  have  developed. 

There  are  other  statistical  measures  which 
have  been  used  in  the  evaluation  of  the  control 
of  tuberculosis.  For  the  most  part  these  meas- 
ures indirectly  reflect  the  combined  effect  of  the 
indices  previously  discussed  and  are  therefore  of 
limited  value.  One  such  criterion  is  the  size  of 
the  tuberculosis  register,  which  contains  the 
names  of  all  known  living  cases  of  active  tuber- 
culosis under  the  public  health  supervision  of 
the  Department  of  Health.  Cases  are  added  to 
the  register  when  the  diagnosis  of  active  tuber- 
culosis is  first  officially  reported  and  are  re- 
moved from  the  register  when  they  die,  reach  the 
stage  of  arrest,  or  leave  the  city  permanently. 
The  tuberculosis  register  of  the  Department  of 
Health  has  been  operated  continuously  since 
1908,  and  cases  on  it  are  classified  as  either  pul- 
monary or  other  forms  of  tuberculosis.  The 
size  of  the  register  at  any  time  depends  on  the 
interplay  of  several  factors.  An  increase  in 
the  incidence  of  tuberculosis,  more  active  case- 
finding, and  the  prolongation  of  life  of  patients 
with  tuberculosis  all  lead  to  an  increase  in  the 
number  of  cases  on  the  register.  Conversely, 
a lower  incidence  of  tuberculosis,  lessening  of 
our  efforts  to  discover  new  cases  of  the  disease,  and 
the  more  rapid  death  of  individuals  with  tuber- 
culosis result  in  a reduction  in  the  size  of  the 
register.  Different  combinations  of  these  fac- 
tors exist  at  different  times,  and  the  effect  of 
any  one  factor  may  be  masked  by  the  influence 
of  others.  Thus  an  increase  in  the  number  of 
cases  on  the  register  may  occur  despite  a reduc- 
tion in  the  incidence  of  tuberculosis,  as  a result 


of  more  active  case-finding  and  better  treatment 
of  the  disease.  For  this  reason  the  significance 
of  changes  in  the  tuberculosis  register  must  be 
interpreted  with  great  caution. 

Another  criterion  which  can  be  used  is  the  pro- 
portion of  active  cases  of  tuberculosis  in  institu- 
tions. This  index  is  a measure  of  one  aspect  of 
the  tuberculosis  problem  and  is  of  significance  as 
it  relates  to  the  incidence  of  infection,  morbidity, 
and  mortality  from  tuberculosis. 

A measure  that  has  received  considerable  at- 
tention recently  is  the  relative  importance  of 
causes  of  mortality  in  terms  of  loss  of  future  work- 
ing life.  From  the  point  of  view  of  the  individual, 
family,  and  community  as  a whole,  the  time  of 
life  at  which  an  incapacitating,  particularly  a fatal, 
disease  occurs  is  of  greatest  concern.  The  more 
nearly  this  time  approximates  the  usual  end  of  the 
individuals’s  productive  working  period  the  less 
profound  will  be  its  social  effect.  As  mortality 
rates  from  the  degenerative  diseases  of  later  life 
rise,  it  becomes  increasingly  necessary  to  evaluate 
the  significance  of  tuberculosis  on  this  basis. 

The  success  of  the  program  for  the  control  of 
tuberculosis  in  New  York  City  must  be  measured 
against  this  background  and  in  terms  of  these 
standards.  Fundamental  weaknesses  in  the 
design  or  execution  of  the  program  which  could 
result  in  the  disease  being  “out  of  control”  should 
be  manifested  by  significant  changes  in  the  level 
of  infection,  morbidity,  and  mortality  from 
tuberculosis.  Such  basic  changes  in  the  pattern 
of  the  disease  should  be  further  reflected  in  the 
register  of  active  cases,  the  proportion  of  active 
cases  in  institutions,  and  the  loss  of  future  work- 
ing life  resulting  from  fatal  cases.  It  is  appro- 
priate to  examine  each  of  these  indices  separately. 

Level  of  Infection 

As  indicated  previously,  the  best  criterion  of 
the  level  of  infection  is  the  prevalence  of  positive 
reactors  to  tuberculin  in  representative  samples 
of  the  community.  Ideally,  such  samples  should 
include  all  ages  and  races  and  both  sexes  and 
should  not  be  biased  in  terms  of  economic  or 
social  status.  Samples  must  be  large  enough 
to  have  statistical  validity.  In  practice  such 
cross  sections  of  the  population  are  rarely  avail- 
able. Furthermore,  real  changes  in  the  pattern 
of  infection  may  be  masked  by  the  inclusion  in 
the  samples  of  a high  proportion  of  adults,  almost 
all  of  whom  are  positive  reactors  to  tuberculin. 
The  customary  procedure  is,  therefore,  to  re- 
strict studies  of  tuberculin  reaction  rates  to 
younger  individuals  and  largely  to  high-school  stu- 
dents. In  such  surveys  a reduction  in  the  rate 
of  infection  represents  a postponement  of  the 
age  at  which  infection  occurs  and  is  a reflection 
of  better  sanitary  control  of  the  disease. 

Unfortunately,  our  information  concerning 
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TABLE  I.— Cases  and  Case  Rates  for  Tuberculosis. 
Pulmonary  and  Nonpulmonary,  New  York  City 
(1930  to  1949) 


Pulmonary  Nonpulmonary 

Tuberculosis  Tuberculosis 


Year 

Number 

Rate* 

Number 

Rate* 

1930 

11,821 

170.2 

685 

9.9 

1931 

11,794 

168.6 

624 

8.9 

1932 

10,589 

150.2 

838 

119 

1933 

9,991 

140.7 

780 

11.0 

1934 

9,990 

139.7 

732 

10.2 

1935 

8,796 

122.1 

670 

9 3 

1936 

8,987 

123.8 

782 

10.8 

1937 

9,128 

124.9 

712 

9.7 

1938 

8,748 

118.8 

994 

13  5 

1939 

8,277 

111.6 

968 

13.1 

1940 

8,212 

110.0 

793 

10.6 

1941 

8,549 

112.6 

673 

9.0 

1942 

9,145 

121.0 

689 

9.1 

1943 

8,283 

109.0 

667 

8.8 

1944 

7,229 

94.6 

744 

9.7 

1945 

6,232 

81 . 1 

830 

10.8 

1946 

6 , 386 

82.6 

737 

9.5 

1947 

6,832 

87.8 

767 

9.9 

1948 

7,359 

94.1 

947 

12.1 

1949 

7,344 

93.4 

1,223 

15.5 

* Rate  per  100,000  estimated  population. 


changes  in  the  tuberculin  reaction  rate  among 
high-school  students  in  New  York  City  during 
the  past  twenty  years  is  incomplete.  No  large- 
scale  studies  of  this  type  were  done  prior  to  1937, 
and  none  of  the  recent  surveys  is  fully  comparable 
with  the  earlier  experiences.  In  1937-1938  a 
representative  sample  of  6,530  students  in  several 
New  York  City  higli  schools  was  tested  with  at 
least  one  of  three  tuberculin  preparations:  0.1 

mg.  old  tuberculin,  0.0005  mg.  purified  protein 
derivative,  and  the  Yollmer  patch  test.  The 
large  majority  received  one  of  the  intradermal 
preparations.  The  average  age  of  those  tested 
was  between  sixteen  and  seventeen  years.  Forty- 
five  and  five  tenths  per  cent  of  the  group  showed 
a positive  reaction,  and  the  percentage  of  reactors 
did  not  differ  appreciably  in  males  and  females.3 

Since  1939  the  intracutaneous  Mantoux  test 
has  not  been  used  to  determine  the  sensitivity 
to  tuberculin  of  high-school  students  in  New 
York  City.  It  has  only  been  employed  in  special 
groups  like  the  entering  class  at  New  York  Uni- 
versity, where  positive  reactions  to  0.1  mg.  old 
tuberculin  were  obtained  in  24  per  cent  of  the 
1,474  students  tested  in  1949. 4 The  average  age 
of  the  group  was  close  to  eighteen  years,  and  the 
students  were  of  somewhat  higher  economic  level 
than  the  high-school  students  tested  ten  years 
previously.  The  Mantoux  test  has  also  been 
done  routinely  in  patients  attending  the  Jamaica 
Chest  Clinic  of  the  Department  of  Health  during 
the  past  two  years.  These  individuals  represent 
a cross  section  of  the  population  in  terms  of  age, 
sex,  and  race  but  are  below  average  economic  sta- 
tus. Six  hundred  sixty-four  persons,  ten  to  nine- 
teen years  of  age,  received  0.1  mg.  old  tubercu- 
lin during  this  period.  Of  these  23.8  per  cent 
were  positive  reactors.  The  group  tested  included 
contacts  but  not  known  cases  of  tuberculosis,  and 
one  quarter  of  those  examined  were  Negroes. 


Fig.  1.  Case  rates  for  active  pulmonary  tuber- 
culosis, New  York  City,  1930  to  1949. 


It  is  not  possible  to  draw  definite  conclusions 
as  to  changes  in  the  level  of  tuberculous  infection 
in  the  community  from  the  fragmentary  data 
available  at  this  time.  The  information  at  hand 
would  seem  to  indicate  that  the  proportion  of 
reactors  to  tuberculin  in  the  fifteen-to-nineteen- 
year  age  group  has  decreased  considerably  in  the 
past  decade  and  that  the  time  of  first  infection 
with  the  tubercle  bacillus  is  being  progressively 
postponed.  Experience  in  other  parts  of  the 
country  would  tend  to  confirm  this  thesis.  Fur- 
ther studies  of  this  aspect  of  the  problem  in  New 
York  City  are  needed,  and  it  is  anticipated  that 
they  will  be  conducted  in  the  near  future. 

Morbidity 

The  long-range  trend  of  tuberculosis  morbidity 
in  New  York  City  can  be  determined  readily, 
since  the  number  of  new  cases  of  pulmonary  tuber- 
culosis reported  each  year  has  been  recorded  by 
the  Department  of  Health  since  1900.  The 
data  indicate  a steadily  rising  total  from  1900 
to  1910,  when  the  maximum  figure  of  32,065 
new  cases  was  reached.  In  subsequent  years 
the  number  fell  and  in  1929  was  12,191  for  the 
city  as  a whole.  Even  if  the  accuracy  of  diagno- 
sis in  the  period  prior  to  the  general  use  of  the 
x-ray  is  questioned,  the  conclusion  is  inescapable 
that  there  was  a sharp  drop  in  tuberculosis  mor- 
bidity from  1910  to  1930. 

Our  major  interest  is  in  the  pattern  of  tuber- 
culosis since  1930  and  particularly  during  the 
past  decade.  This  is  shown  for  the  years  1930  to 
1949  in  Table  I and  graphically  in  Fig.  1,  both  of 
which  indicate  the  morbidity  rates  from  pulmon- 
ary tuberculosis  for  this  period.  These  clearly 
demonstrate  that  the  trend  of  morbidity  con- 
tinued downward  through  1940,  in  which  year 
8,212  new  cases  of  pulmonary  tuberculosis  were 
reported,  and  the  new  case  rate  was  110.0  per 
100,000  population.  The  years  1941  and  1942 
saw  a substantial  rise  in  morbidity,  followed  by 
an  even  sharper  drop  from  1943  through  1945. 
The  morbidity  rate  rose  again  in  1946,  1947, 
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Fig.  2.  Death  rates  for  pulmonary  tuberculosis, 
New  York  City,  1930  to  1949. 


and  1948  and  never  dropped  to  the  1944  level  for 
pulmonary  tuberculosis.  The  downward  trend 
in  the  reporting  of  pulmonary  tuberculosis  was 
resumed  in  1949  and  was  markedly  accelerated 
in  1950,  preliminary  estimates  indicating  a re- 
duction in  morbidity  of  more  than  10  per  cent 
compared  with  1949. 

Several  explanations  have  been  offered  to 
account  for  these  changes  in  the  reported  morbid- 
ity from  tuberculosis  in  New  York  City.  The 
suggestion  has  been  made  that  there  was  a real 
increase  in  the  incidence  of  tuberculosis  in  the 
three-year  period  from  1945  to  1948.  This  in- 
crease is  presumed  to  have  been  due  in  part 
to  the  influx  of  large  numbers  of  Puerto  Ricans 
to  this  city,  bringing  with  them  the  disease  or 
the  likelihood  of  their  developing  it  shortly  after 
arrival.  Puerto  Rican  migration  to  New  York 
City  has  been  a factor,  but  a minor  one.  Less 
than  30  per  cent  of  the  increase  in  new  active 
cases  in  1947  and  less  than  11  per  cent  in  1948 
can  be  attributed  to  cases  in  Puerto  Ricans. 

To  account  for  the  rest  of  the  increment,  the 
hypothesis  has  been  advanced  that  more  cases 
of  tuberculosis  actually  developed  in  the  indigen- 
ous population  of  New  York  City  during  the 
period  from  1946  through  1948.  There  are 
several  reasons  why  this  explanation  is  untenable. 
In  the  past  decade  the  new  case  rate  has  alter- 
nated in  direction  four  times,  at  an  average  in- 
terval of  approximately  three  years,  as  shown  in 
Fig.  1.  Such  sharp  changes  in  the  trend  of  mor- 
bidity have  never  characterized  the  natural 
history  of  a chronic  disease  like  tuberculosis. 
Furthermore,  Fig.  1 indicates  a progressively 
declining  rate  from  1930  to  the  present  with 
fluctuations  of  brief  duration  around  the  basic 
trend  line.  The  variations  of  the  past  ten  years 
have  not  been  paralleled  by  changes  in  the  mor- 
tality rate  which  has  been  falling  uninterruptedly 
since  1936  (Fig.  2).  A real  increase  in  the  num- 
ber of  new  cases  in  1946,  1947,  and  1948  should 
have  been  reflected  by  a rise  in  deaths  from  tuber- 
culosis by  1950. 


TABLE  II.  —Deaths  and  Death  Rates  for  Tuberculosis, 
Pulmonary  and  Nonpulmonaky,  New  York  City 
(1930  to  1949) 


Year 

Pulmonary 
Tuberculosis 
Number  Rates 

Nonpulmonary 
Tuberculosis 
Number  Rate* 

1930 

4,457 

64.2 

632 

9.1 

1931 

4,370 

62.5 

552 

7.9 

1932 

3 , 997 

56.7 

543 

7.7 

1933 

4,056 

57.1 

521 

7.3 

1934 

3,950 

55 . 2 

470 

6.6 

1935 

3,968 

55 . 1 

403 

5 . 6 

1936 

4,170 

57.5 

415 

5 . 7 

1937 

3,931 

53.8 

333 

4.6 

1938 

3,481 

47.3 

352 

4.8 

1939 

3,494 

47.1 

320 

4.3 

1940 

3 , 323 

44.5 

304 

4.1 

1941 

3,372 

44.9 

343 

4.6 

1942 

3 , 228 

42.7 

274 

3.6 

1943 

3,343 

44.0 

317 

4.2 

1944 

3 , 250 

42.5 

284 

3.7 

1945 

3,211 

41.8 

302 

3.9 

1946 

2,997 

38.8 

248 

3.2 

1947 

2,920 

37.5 

208 

2.7 

1948 

2,880 

36.8 

232 

3.0 

1949 

2,388 

30.4 

189 

2.4 

* Rate  per  100,000  estimated  population. 


A more  plausible  explanation  for  these  varia- 
tions can  be  found  in  the  changes  in  case-finding 
activity  during  the  past  decade.  The  rise  in  the 
number  of  new  cases  in  1941  and  1942  coincides 
with  the  period  of  active  military  mobilization 
and  induction  chest  x-ray  examination  which  in- 
cluded approximately  one  million  men  in  New 
York  City.  During  the  height  of  the  war,  from 
1943  to  1945,  case-finding  activities  were  at  a 
low  ebb.  Civilian  medical  services  were  cur- 
tailed, fewer  physicians  were  in  practice,  and 
much  of  the  population  was  too  busily  employed 
in  war  production  to  have  time  or  interest  in 
health  problems  of  a nonemergent  nature. 
With  the  cessation  of  hostilities  this  situation 
was  reversed,  and  active  tuberculosis  case-finding 
on  a large  scale  was  resumed.  Many  of  the 
cases  reported  in  1946  to  1948  were  undoubtedly 
part  of  a backlog  from  previous  years.  The 
present  status  represents  a return  to  the  normal 
downward  trend  in  pulmonary  tuberculosis  mor- 
bidity in  New  York  City  since  1910. 

A somewhat  different  picture  is  presented  by 
the  morbidity  from  other  forms  of  tuberculosis. 
There  has  been  no  consistent  trend  in  the  re- 
porting of  cases  of  nonpulmonary  tuberculosis 
from  1930  through  1948,  as  illustrated  in  Table  I, 
although  the  death  rate  has  declined  steadily 
for  the  past  thirty  years.  This  would  make  it 
probable  that  the  variations  in  morbidity  reflect 
differences  in  reporting  and  difficulties  in  the 
diagnosis  of  nonpulmonary  tuberculosis.  The 
rise  in  the  number  of  new  cases  in  1948  and  1949 
may  also  be  due  to  more  complete  registration 
resulting  from  the  policy  of  reimbursement  for 
the  hospitalization  of  nonpulmonary  tuberculosis, 
adopted  in  1948,  and  unproved  methods  of  in- 
stitutional treatment. 

Mortality 

The  death  rate  from  tuberculosis  has  shown  the 
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most  consistent  behavior  of  any  measure  of 
tuberculosis  control.  It  has  fallen  steadily 
from  280  per  100,000  population  in  1900  to  32.8 
per  100,000  population  in  1949.  Both  pulmonary 
and  other  forms  of  tuberculosis  have  shared  in 
this  decline.  The  mortality  rate  from  tubercu- 
losis dropped  more  rapidly  from  1940  to  1949 
than  during  the  preceding  decade.  The  tubercu- 
losis picture  has  been  entirely  favorable  from  the 
standpoint  of  mortality  (Table  II). 

The  Tuberculosis  Register 

Reference  has  previously  been  made  to  the 
significance  of  variations  in  the  size  of  the  register 
of  known  active  cases  of  tuberculosis  in  New  York 
City  and  the  necessity  for  caution  in  their  inter- 
pretation. These  points  are  emphasized  by  con- 
sideration of  the  changes  in  the  register  during 
the  past  twenty  years.  At  the  end  of  1929 
it  included  24,838  known  active  cases  of 
pulmonary  tuberculosis.  Five  years  later,  on 
December  31,  1934,  not  quite  16,000  cases  were 
listed,  a reduction  of  36  per  cent.  By  1939  the 
total  had  risen  to  over  19,000  and  has  remained 
close  to  that  figure  since.  On  December  31, 
1949,  the  register  contained  20,076  active  cases 
of  pulmonary  tuberculosis. 

These  variations  cannot  be  attributed  to  the 
influence  of  any  single  factor.  To  some  extent 
they  are  due  to  differences  in  administrative  prac- 
tice, such  as  the  centralization  of  the  register 
in  1934,  or  in  the  standards  used  in  the  classifica- 
tion of  cases  as  active  or  arrested.  The  number 
of  cases  on  the  register  is  also  directly  affected  by 
the  changes  in  morbidity  and  mortality  already 
described.  At  present  the  size  of  the  register 
is  relatively  constant,  the  reduction  in  newly 
reported  cases  being  balanced  by  the  decrease  in 
removals  of  fatal  cases. 

More  important  than  the  total  number  of 
cases  on  the  register  is  the  proportion  of  active 
cases  isolated  in  institutions.  At  the  end  of  1949 
there  were  8,736  patients,  or  43.5  per  cent  of  the 
entire  register,  under  treatment  in  hospitals  or 
sanatoria  within  and  outside  the  city.  This  is 
the  greatest  percentage  of  the  register  so  isolated 
since  its  establishment  in  1908.  The  proportion 
of  institutionalized  patients  has  risen  even  further 
in  1950. 

Loss  of  Future  Working  Life 

The  increasing  preponderance  of  the  degenera- 
tive diseases  as  the  cause  of  death  late  in  life  has 
led  a number  of  statisticians  to  propose  alterna- 
tive measures  for  the  evaluation  of  mortality 
data.  In  1947  Dempsey  of  the  National  Tuber- 
culosis Association  analyzed  the  deaths  from  heart 
disease,  cancer,  and  tuberculosis  in  the  United 
States  in  1944  in  terms  of  the  potential  years  of 
life  lost  by  white  and  nonwhite  males  and  females 


dying  of  these  causes.5  In  so  doing  Dempsey 
computed  the  years  lost  for  each  such  death  by 
subtracting  the  age  at  death  from  the  expecta- 
tion of  life  at  birth  for  the  respective  group. 
She  concluded  that  tuberculosis  caused  a loss  of 
potential  years  of  life  half  as  numerous  as  that 
due  to  heart  disease,  although  the  death  rate 
from  the  latter  was  seven  and  one  half  times  as 
great.  There  was  less  than  10  per  cent  difference 
in  potential  years  of  life  lost  from  tuberculosis  and 
cancer,  despite  a tuberculosis  death  rate  only  32 
per  cent  of  the  cancer  death  rate  that  year. 

Subsequently  Greville  of  the  National  Office  of 
Vital  Statistics  took  exception  to  Dempsey’s  use 
of  expectation  of  life  at  birth  rather  than  at  actual 
age  of  death.6  He  indicated  that  if  the  data  were 
recomputed  on  the  latter  basis  tuberculosis  be- 
came a relatively  much  less  important  cause  of 
loss  of  potential  years  of  life.  Greville  also  sug- 
gested that  evaluating  the  leading  causes  of  death 
in  terms  of  loss  of  future  productive  years,  em- 
ploying an  arbitrary  age  like  sixty-five  as  the 
end  of  the  active  period  of  life,  was  of  value. 

This  was  done  by  Dickinson  and  Welker  of  the 
Bureau  of  Medical  Economic  Research  of  the 
American  Medical  Association,  using  the  interval 
from  twenty  to  sixty-five  years  of  age  as  the 
period  of  working  life.7  These  data  indicated 
that  for  the  United  States  in  1945  accidents  were 
the  leading  cause  of  working  years  lost,  followed 
closely  by  heart  disease.  Pneumonia  occupied  an 
intermediate  position.  Cancer  and  tuberculosis 
mortality  each  had  approximately  the  same  effect 
on  working  years  lost,  about  60  per  cent  that 
of  heart  disease.  Since  1930,  accidents,  heart 
disease,  and  cancer  had  become  relatively  more 
important,  pneumonia  and  tuberculosis  less  so. 

Recently  Drolet  applied  this  measure  to  the 
leading  causes  of  death  in  New  York  City  in 
1948  and  obtained  completely  divergent  results. 
The  method  he  used  was  to  determine  the  average 
age  at  death  from  each  cause  for  males  and  fe- 
males, subtract  the  average  age  at  death  from 
the  arbitrarily  selected  end  of  the  working  period, 
age  sixty-five,  and  multiply  the  resulting  interval 
by  the  total  number  of  deaths  in  1948  from  that 
cause.  Computed  thus  tuberculosis  became  the 
leading  cause  of  working  time  lost  in  males,  the 
second  leading  cause  in  females.  Tuberculosis  was 
12  times  as  important  as  heart  disease,  one  and 
one-half  times  as  important  as  cancer  in  males. 

The  discrepancy  between  Drolet’s  findings  and 
those  of  other  investigators  is  due  to  a fallacy  in 
his  method  of  computation  of  working  years  lost. 
The  average  age  at  death  is  based  on  all  deaths 
from  a particular  cause  and  includes  individuals 
who  died  after  sixty-five  as  well  as  those  dying 
prior  to  that  age.  Only  the  latter  group  suffers  a 
loss  of  productive  working  time,  since  those  who 
died  after  their  sixty-fifth  birthday  had  already 


January  1,  1952] 


TUBERCULOSIS  IN  NEW  YORK  CITY 


55 


TABLE  III. — Number  and  Average  Age  at  Death  Between  Ages  15  and  64  and  Loss  of  Future  Years  of  Working 

Life,  Leading  Causes,  New  York  City,  1948 


Cause 

All 

Males 

White 

Nonwhite 

All 

Females 

White 

Non  white 

Number  of  Deaths 

Tuberculosis 

1 .792 

1 , 269 

523 

758 

398 

360 

1 I cart 

8,888 

8,228 

660 

4,250 

3 , 662 

588 

Accidents 

1 ,487 

1 , 230 

257 

450 

399 

51 

Pneumonia 

876 

710 

166 

324 

254 

70 

Cancer 

4 , 232 

3,888 

344 

4 , 205 

3,810 

395 

Cerebral 

719 

628 

91 

729 

620 

109 

Diabetes 

623 

575 

48 

1,005 

909 

96 

Nephritis 

634 

528 

100 

534 

401 

133 

Average  Age 

Tuberculosis 

46.9 

49.2 

41.5 

35 . 5 

39.0 

31.5 

Heart 

54 . 5 

54.7 

52.1 

54.46 

55.0 

51 . 1 

Accidents 

46.8 

48.1 

40.1 

47.4 

48.5 

38.5 

Pneumonia 

50 . 2 

51.4 

45.2 

47.6 

49.2 

41.8 

Cancer 

54  3 

54 . 6 

5 1 . 6 

52 . 3 

52.7 

48.3 

Cerebral 

54 . 9 

55 . 5 

51.0 

54 . 52 

55 . 1 

51.2 

Diabetes 

56.2 

56  8 

49.1 

57.1 

57.6 

52.2 

Nephritis 

51.3 

51.5 

50.4 

48.3 

49.3 

45.1 

Difference 

Between  Average  Age  at  Death  and  65 

Tuberculosis 

18.1 

15.8 

23.5 

29.5 

26.0 

33.5 

Heart 

10.5 

10.3 

12.9 

10.5 

10.0 

13.9 

Accidents 

18.2 

16.9 

24.9 

17.6 

16.5 

26.5 

Pneumonia 

14.8 

13.6 

19.8 

17.4 

15.8 

23.2 

Cancer 

10.7 

10.4 

13.4 

12.7 

12.3 

16.7 

Cerebral 

10.1 

9.5 

14.0 

10.5 

9.9 

13.8 

Diabetes 

8.8 

8.2 

15.9 

7.9 

7.4 

12.8 

Nephritis 

13.7 

13.5 

14.6 

16.7 

15.7 

19.9 

Total  Future  Years  Lost 

Tuberculosis 

32,435 

20 , 050 

12,290 

22,361 

10,348 

12,060 

Heart 

93,324 

84,748 

8,514 

44,625 

36,620 

8,173 

Accidents 

27,063 

20,787 

6,399 

7,920 

6,584 

1 ,352 

Pneumonia 

12,965 

9,656 

3,287 

5 , 638 

4,013 

1 ,624 

Cancer 

45,282 

40,435 

4,610 

53,404 

46,863 

6,596 

Cerebral 

7,262 

5 , 966 

1,274 

7,654 

6,138 

1,504 

Diabetes 

5,482 

4,715 

763 

7,940 

6,727 

1,229 

Nephritis 

8,686 

7,128 

1,548 

8,918 

6,296 

2,647 

completed  their  anticipated  working  life  ex- 
pectancy. The  loss  of  future  working  life  must 
be  computed  on  the  basis  of  the  average  age  at 
death  of  only  those  individuals  who  died  prior  to 
age  sixty-five.  This  age  is  then  subtracted  from 
sixty-five  and  the  resulting  interval  multiplied 
by  the  number  of  deaths  in  the  group.  This 
has  been  done  for  the  deaths  from  the  eight  lead- 
ing causes  in  New  York  City  in  1948  and  is 
shown  in  Table  III.  The  span  from  fifteen 
through  sixty-four  has  been  used  as  the  working 
lifetime  for  purposes  of  statistical  convenience. 
The  picture  presented  is  quite  different  from  that 
obtained  by  Drolet.  Tuberculosis  becomes  a 
much  less  important  cause  of  loss  of  future  work- 
ing life  than  either  heart  disease  or  cancer  in 
the  population  as  a whole,  particularly  in  males. 
As  the  average  age  at  death  from  tuberculosis 
is  postponed,  it  is  probable  that  this  trend  will 
be  further  accentuated. 

Conclusions 

The  implication  should  not  be  drawn  from  the 
above  observations  that  all  of  the  problems  in  the 
control  of  tuberculosis  in  New  York  City  have 
been  solved.  There  is  a definite  and  well- 
recognized  shortage  of  hospital  beds,  and  many 
patients  with  infectious  tuberculosis  are  inade- 
quately isolated.  Cases  are  being  detected  too 
late  in  the  course  of  their  disease  to  receive  the 
maximum  benefit  from  treatment,  and  a sub- 
stantial number  of  as  yet  unrecognized  cases  are 
undoubtedly  still  present  in  the  community. 


Rehabilitation  services  and  provisions  for  eco- 
nomic assistance  to  the  tuberculous  are  insuffi- 
cient, and  serious  administrative  deficiencies  in 
coordination  and  planning  occur. 

On  the  other  hand,  there  is  no  justification  for 
an  alarmist  attitude  in  regard  to  the  present 
status  of  the  tuberculosis  problem  in  New  York 
City.  The  death  rate  from  tuberculosis  has 
decreased  steadily  and  is  now  at  an  all  time 
low.  The  number  of  new  active  cases  of  tuber- 
culosis reported  each  year  has  been  declining 
since  1910,  and  this  trend  has  continued  during 
the  past  decade  despite  increased  emphasis  on 
case  finding  and  the  wide  application  of  mass 
chest  x-ray  surveys.  The  register  has  stabilized, 
although  cases  are  being  retained  on  it  longer  as 
the  result  of  improvements  in  therapy.  The 
proportion  of  active  cases  in  institutions  is  greater 
now  than  ever  before.  First  infection  with  the 
tubercle  bacillus  occurs  at  a later  age,  and  many 
individuals  reach  adult  life  still  nonreactors  to 
tuberculin.  Tuberculosis  is  less  important  as  a 
cause  of  loss  of  future  working  life  than  in  1930. 
These  are  all  indications  of  progressive  improve- 
ment in  the  control  of  tuberculosis  and  hopeful 
presage  of  its  eventual  eradication. 
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Discussion 

Wendell  R.  Ames,  M.D.,  Buffalo. — Dr.  Robins 
has  given  us  an  excellent  review  of  the  factors  that 
we  have  come  to  look  upon  as  influencing  morbidity 
and  mortality  from  tuberculosis.  Very  properly, 
however,  the  stability  of  the  tuberculosis  mortality 
pattern  has  been  emphasized,  and  the  significance 
of  these  apparent  changes  in  morbidity  has  been 
interpreted  with  a great  deal  of  caution.  There  is 
ample  evidence  that  reporting  and  registration 
patterns  differ  not  only  in  the  same  area  at  different 
times  but  in  different  areas  at  the  same  time,  de- 
pending upon  case-finding  activities  and  upon  ad- 
ministrative decisions  as  to  what  constitutes  a case 
of  tuberculosis  eligible  for  registration.  Thus  gen- 
eralizations made  following  studies  of  tuberculosis 
morbidity  are  rather  risky  unless  all  of  these  factors 
having  a bearing  on  recorded  morbidity  are  taken 
into  account.  There  are  inaccuracies  in  the  mor- 
tality data  as  well,  but  at  least  they  seem  to  be  con- 
sistent from  year  to  year  and,  although  we  may  not 
know  the  whole  mortality  picture,  we  know  enough 
about  it  to  draw  reasonably  intelligent  conclusions. 

I was  interested  in  Dr.  Robins’  data  on  mortality, 
the  number  of  registered  cases,  and  the  proportion 
of  registered  cases  that  were  hospitalized  at  the  end 
of  1949.  It  would  appear  that  New  York  City’s 
tuberculosis  problem  is  not  unlike  the  problem 
faced  by  Erie  County.  Mortality  in  both  areas  was 
in  the  low  thirties  in  1949.  There  were  2,388  deaths 
in  New  York  City  in  that  year  with  20,076  cases 
being  carried  on  the  register  at  the  end  of  the  year. 
This  gives  us  a registered  case  per  annual  death 
ratio  of  8.4.  Of  these  registered  cases,  43.5  per  cent 
were  hospitalized  at  the  end  of  the  year,  an  en- 
viable record.  In  Erie  County,  we  had  3,950  cases 
registered  for  315  deaths,  a case-to-death  ratio  con- 
siderably higher  than  that  of  New  York  City — 
12.5  compared  to  8.4.  About  700  cases  were  being 
given  hospital  care  at  the  end  of  1949,  only  17.7 
per  cent  of  the  register.  However,  if  we  look  at  the 
sputum-positive  cases  alone,  464  out  of  965  sputum- 
positive cases  were  being  given  hospital  care,  some 
48  per  cent.  This  attempt  to  draw  comparisons 
between  Erie  County  and  New  York  City  illustrates 
some  of  the  fallacies  of  relying  upon  morbidity  re- 
porting and  case  registers.  Undoubtedly,  in  Erie 
County  classification  for  inclusion  of  cases  in 
the  register  is  broader  than  in  New  York  City, 
accounting  for  the  difference  in  case-to-death  ratios 
and  partly  in  the  proportion  of  cases  hospitalized. 

I was  also  very  much  interested  in  Dr.  Robins' 
attempts  to  estimate  the  level  of  tuberculous  infec- 
tion in  the  community.  It  would  appear  that  many 
of  us  have  been  wrestling  with  this  same  problem. 
I gather  from  Dr.  Robins’  paper  that  in  1949,  among 
upper  teen-age  students  and  persons  attending  the 
Jamaica  Chest  Clinic,  also  in  the  teen-age  group,  the 
infection  ratio  was  somewhat  above  20  per  cent. 
Material  adequate  for  historical  comparisons  does 
not  seem  to  be  available.  We  are  facing  that  same 


problem.  We  have  tried  to  get  at  it  from  a slightly 
different  point  of  attack,  largely  as  a result  of 
stimulation  from  Dr.  Mattison.  Tuberculosis  mor- 
tality within  Erie  County  shows  extreme  variations. 
Some  areas  have  shown  a mortality  in  excess  of  300 
deaths  per  hundred  thousand  population  per  year 
and  others  have  essentially  no  mortality  from  tuber- 
culosis. In  1949  we  patch  tested  selected  elemen- 
tary schools.  About  7 per  cent  of  the  children  were 
positive  to  the  patch  test.  The  schools  were  selected 
on  the  basis  of  tuberculosis  mortality  in  the  sur- 
rounding census  tracts.  No  differences  were  demon- 
strable on  an  area  basis,  but  there  was  a suggestion 
that  the  cumulation  of  positives  among  white 
children  tapered  off  at  age  nine  and  stabilized,  but 
that  among  nonwhite  children  positive  reactions 
continued  to  accumulate  reaching  a level  of  almost 
11  per  cent  at  age  fifteen.  In  April,  1951,  we  ex- 
tended the  patch  testing  to  the  high-school  age  group, 
selecting  a high  school  in  the  center  of  a low  rate 
area  and  another  high  school  in  a high  mortality 
rate  area.  The  latter  high  school  was  attended  by 
a considerable  number  of  nonwhite  students.  The 
high  school  in  the  low  rate  area  had  8.5  per  cent 
positives,  while  the  high  rate  high  school  came  up 
with  10.5  per  cent  of  its  students  positive.  However, 
when  we  split  these  into  white  and  nonwhite  we 
found  that  only  7.3  per  cent  of  the  white  students 
had  a positive  patch  test,  but  18  per  cent  of  the 
nonwhite  students  reacted  positively.  Yet  they 
seem  to  come  from  the  same  general  environment 
in  the  community.  Additional  work  is  necessary, 
before  we  can  say  any  more  than  this.  I would  like  •» 
to  know  whether  Dr.  Robins  has  any  data  on  infec- 
tion ratios  in  high  and  low  mortality  areas  of  New 
York  City. 

With  regard  to  the  various  estimates  of  future 
productive  years  of  life  lost  through  tuberculosis, 

I do  not  wish  to  get  embroiled  in  any  statistical 
controversy  but  think  this  is  largely  a matter  of 
“ground  rules”  and  how  you  want  to  play  the  game. 
Greville’s  critical  comment,  quoted  by  Dr.  Robins, 
is  pertinent.  In  my  opinion,  averages  calculated  on 
a broad  base  are  apt  to  give  results  that  do  not  reflect 
the  true  picture,  obviously  because  an  average  does 
not  describe  how  the  material  is  grouped  about  the 
mean.  A modified  life-table  method,  describing 
differences  in  survivorship  between  two  populations 
differing  only  in  presence  or  absence  of  tuberculosis, 
is  perhaps  the  solution  to  this  question.  Certainly, 
though,  as  Dr.  Robins  points  out,  the  older  our 
tuberculous  population  is,  the  less  loss  of  productive 
life  there  is. 

This  is  an  interesting  statistical  thought  and 
serves  to  draw  our  attention  to  one  method  of 
measuring  the  size  of  a public  health  problem. 
But  there  are  many  other  problems.  I would  like 
to  suggest  that  the  time  seems  to  have  come  for 
more  tuberculin  test  surveys,  not  for  case-finding, 
but  for  learning  more  about  how  tuberculosis  behaves 
in  the  community.  We  are  grateful  to  Dr.  Robins 
for  his  statement  of  the  current  situation  in  New 
York  City,  for  his  critical  review  of  the  methods  used 
for  estimating  that  situation,  and  for  his  statement 
of  the  problems — some  solved,  some  partly  solved, 
and  some  still  to  be  attacked. 


WHAT  THE  PHYSICIAN  SHOULD  KNOW  ABOUT  THE  CURRENT 
STATUS  OF  DENTAL  CARIES  PROPHYLAXIS 

David  B.  Ast,  D.D.S.,  Albany,  New  York 

( From  the  Bureau  of  Dental  Health,  New  York  State  Department  of  Health ) 


THIS  is  a distinct  privilege  and  pleasure  for 
me  to  have  the  opportunity  to  discuss,  with 
you  of  the  medical  profession,  a dental  disease 
which  affects  almost  the  entire  population  and 
about  which  there  has  been  so  little  factual  in- 
formation made  available  to  you  and  so  much 
misinformation  publicized.  This  is  especially 
important  now  because  the  dental  profession 
has  recently  made  significant  advances  in  pro- 
phylactic technics  to  control  dental  caries  and 
because  you  as  physicians  can  play  an  important 
part  in  giving  sound  advice  to  your  patients 
following  your  oral  examination  and  in  response 
to  questions  from  your  patients. 

Before  discussing  the  etiology  of  dental  caries, 
we  may  state  simply  some  fundamental  facts 
which  will  help  us  to  understand  more  clearly 
the  kind  of  problem  with  which  we  are  faced. 

Dental  caries  is  a disease  of  the  hard  tissues 
of  the  teeth.  It  starts  early  in  life,  in  some 
instances  almost  immediately  after  the  teeth 
erupt  into  the  mouth.  Dental  caries  is  not  self- 
limiting  but  is  progressive  and,  unless  corrected 
by  the  surgical  intervention  of  the  dentist,  will 
go  on  to  pulp  involvement  with  inflammation 
and  strangulation  of  the  vascular  part  of  the 
pulp,  resulting  in  tooth  mortality.  We  also 
know  that  the  increments  of  new  dental  caries 
develop  at  a very  much  higher  rate  than  the 
corrective  services  rendered,  so  that  we  are  faced 
with  a rapidly  accumulating  problem.  I should 
like  to  cite  just  two  facts  to  point  this  up:  (1) 

By  the  time  children  reach  school  age,  90  per 
cent  of  them  have  already  experienced  some  den- 
tal caries.  (2)  During  the  examination  of  the 
first  2,000,000  men  in  the  selective  service  pro- 
gram in  1941,  188,000,  or  almost  10  per  cent, 
were  rejected  because  they  could  not  meet  the 
then  minimum  dental  requirements  for  military 
service.  These  requirements  called  for  only 
six  anterior  teeth  in  good  occlusion  and  six 
posterior  teeth  in  good  occlusion,  so  that  if  the 
individual  had  12  out  of  a complement  of  32 
teeth  in  good  position,  he  was  eligible  for  military 
service.  Yet,  almost  10  per  cent  of  our  young 
men  could  not  meet  those  requirements.  The 
military  authorities  then  decided  that  if  they 
were  to  have  an  army,  they  would  have  to  change 
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their  dental  requirements,  which  they  did,  and 
those  with  remediable  dental  defects  were  in- 
ducted. As  further  evidence  of  the  cumulative 
effects  of  dental  caries,  a study  by  the  United 
States  Public  Health  Service  revealed  that 
among  men  age  twenty  to  thirty-five,  the  aver- 
age man  presents  7.2  carious  surfaces  requiring 
filling,  1.0  tooth  to  be  extracted,  4.2  teeth  already 
lost,  and  nine  out  of  ten  mouths  in  need  of  partial 
plates,  bridges,  or  full  dentures. 

Etiology 

Although  all  facets  of  the  mechanism  of  dental 
caries  are  not  clearly  understood,  the  over- 
whelming majority  of  our  investigators  consider 
the  chemobacterial  theory  the  most  acceptable. 
This  theory,  which  was  advanced  more  than 
fifty  years  ago  by  Miller,  states  that  fermentable 
carbohydrates  in  the  mouth  are  subject  to  enzyme 
activity  of  specific  micro-organisms,  resulting 
in  the  production  of  organic  acids  capable  of 
decalcifying  the  enamel.1  Of  prime  importance 
is  the  fact  that  almost  immediately  after  the 
ingestion  of  fermentable  carbohydrates  and 
especially  refined  sugars,  the  pH  at  the  surface 
of  the  tooth  (in  plaques)  drops  considerably  to 
as  low  as  4.0.  This  lowered  pH  is  noted  for 
as  long  as  thirty  to  ninety  minutes.2 

While  the  Lactobacillus  acidophilus  has  been 
branded  as  the  special  dental  caries  culprit 
among  the  micro-organisms  in  the  mouth,  some 
investigators  are  of  the  opinion  that  mixed  flora 
in  the  mouth  are  probably  involved.  It  has 
been  well  established  that  quantitative  determi- 
nation of  L.  acidophilus  per  cubic  centimeter 
of  saliva  is  a reasonably  good  index  of  caries 
activity. 

Technics 

Within  the  past  decade,  there  have  been 
encouraging  developments  in  the  field  of  dental 
caries  prophylaxis.  Investigations  along  several 
lines  have  been  made,  and  I will  try  to  present 
them  by  four  special  categories:  (1)  tooth 

brushing  and  mouth  hygiene,  (2)  enamel  im- 
pregnation, (3)  topical  applications  of  fluoride 
solutions,  and  (4)  treatment  of  communal  water 
supplies  with  fluorides. 

1.  Tooth  Brushing  and  Mouth  Hygiene. — We’ve 
all  heard  the  adage,  “A  clean  tooth  will  not 
decay.”  We  all  are  also  familiar  with  the  fact 
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that  countless  numbers  of  toothbrushes,  denti- 
frices, and  mouthwashes  are  sold  annually  in 
this  country,  and  despite  this,  our  dental  caries 
problem  has  not  diminished.  There  have  been 
many  recognized  dental  authorities  in  recent 
years  who,  while  acknowledging  tooth  brushing 
as  a good  hygienic  habit,  just  as  bathing  is  a 
good  hygienic  habit,  could  not  recommend 
tooth  brushing  as  a prophylactic  against  dental 
caries. 

However,  in  February,  1950,  Fosdick  reported 
the  results  of  a study  he  made  of  946  young 
adults  at  several  universities.3  He  divided  the 
group  into  523  test  subjects  and  423  controls. 
The  two  groups  were  similar  as  far  as  possible 
as  to  oral  conditions,  age,  and  sex  distribution. 
Those  in  the  study  group  were  instructed  in- 
dividually to  brush  their  teeth  thoroughly 
within  ten  minutes  after  each  ingestion  of  any 
food  (solid  or  liquid)  and  if  brushing  were  not 
possible  to  rinse  the  mouth  thoroughly  with 
water.  Brushes  and  a neutral  dentifrice  were 
supplied  to  the  study  subjects.  The  control 
group  was  instructed  to  follow  its  usual  oral 
hygiene  habits.  No  brushes  or  dentifrice  were 
supplied  to  the  latter  group. 

At  the  end  of  the  experiment,  which  lasted 
two  years,  it  was  found  that  the  individuals 
in  the  test  group  had  a statistically  significant 
lower  incidence  of  dental  caries  than  those  in 
the  control  group.  The  rationale  here  is  that 
removal  of  food  from  the  teeth  and  its  environs 
immediately  after  eating  prevents  or  reduces 
the  production  of  organic  acids  in  the  mouth. 
Thus,  while  we  have  this  evidence  that  tooth 
brushing  per  se  can  partially  prevent  dental 
caries,  and  significantly  so,  the  probability  of 
getting  people,  living  as  we  do  in  this  country, 
to  brush  their  teeth  or  rinse  their  mouths  thor- 
oughly immediately  after  ingesting  any  food  at 
any  time  of  the  day  or  night  is  unlikely.  There 
are  among  us  some  who,  as  individuals,  will 
follow  such  a prescribed  course  if  it  is  properly 
presented  to  them,  but  it  may  be  unrealistic 
to  expect  large  groups  of  people  to  follow  this 
technic. 

Other  studies  using  specific  types  of  dentri- 
frices,  such  as  the  ammoniated  dentifrice  and 
the  penicillin  dentifrice,  also  show  some  en- 
couraging results,  but  in  controlled  studies  re- 
ported with  both  technics,  regimented  brushing 
was  followed.4-6  The  results  reported  with  the 
penicillin  dentifrice  are  far  more  spectacular  than 
those  reported  for  the  ammoniated  dentifrice, 
but  further  consideration  should  be  given  to  the 
possibility  of  developing  a sensitivity  to  penicillin 
and  of  building  up  a tolerance  of  specific  micro- 
organisms to  penicillin. 

2.  Gottlieb  Technic  of  Enamel  Impregnation. — 


This  presents  a wholly  new  concept  of  the  initia- 
tion of  the  dental  caries  lesion.6  The  late  Dr. 
Bernhard  Gottlieb,  who  was  one  of  dentistry’s 
eminent  histologists,  contended  that  there  are 
organic  pathways  in  the  enamel  and  that  pro- 
teolytic micro-organisms  from  the  mouth  entered 
these  pathways  and  were  responsible  for  the 
carious  lesion,  lie  contended  that  caries  did 
not  have  to  start  from  without  inward  and  that 
acid  decalcification  did  not  necessarily  precede 
the  organic  breakdown.  Therefore,  if  it  were 
possible  to  seal  off  these  organic  pathways  of  the 
enamel,  the  proteolytic  micro-organisms  would 
not  be  able  to  enter,  and  therefore  no  carious 
lesion  could  occur.  The  technic  of  sealing  off 
these  pathways  prescribed  by  Gottlieb  was  the 
use  of  40  per  cent  zinc  chloride  followed  by  20  per 
cent  potassium  ferrocyanide  precipitating  a 
zinc  ferrocyanide  on  the  surface  of  the  enamel. 

In  1949-1950,  the  New  York  State  Depart- 
ment of  Health  made  a study  of  this  technic  on 
179  children  age  twelve  to  fifteen  to  determine 
whether  we  could  duplicate  Gottlieb’s  finding 
of  90  per  cent  effectiveness.7  Our  observations, 
however,  were  completely  negative,  despite  the 
fact  that  the  Gottlieb  technic  was  scrupulously 
followed  and  one  of  Gottlieb’s  disciples  helped 
to  plan  and  initiate  this  study. 

3.  Topical  Applications  of  Fluoride  Solutions.— 
The  most  widely  reported  of  successful  technics'^ 
for  partially  preventing  dental  caries  in  children 
is  the  topical  application  of  a 2 per  cent  aqueous 
solution  of  sodium  fluoride.  A number  of  in- 
vestigators, working  independently,  have  re- 
ported reductions  of  approximately  40  per  cent 
in  new  dental  caries  experience  among  children 
studied.  Most  of  these  studies  were  made  by 
treating  the  teeth  on  one  side  of  the  mouth  and 
using  the  teeth  on  the  opposite  side  for  controls. 
Since  dental  caries  is  bilateral,  this  technic  lends 
itself  ideally  to  dental  caries  studies.8 

In  November,  1949,  Knutson  and  Scholz  re- 
ported a summary  review  of  four  groups  of 
children  studied  for  the  effectiveness  of  topically 
applied  sodium  fluoride.9  In  this  report,  both 
DMF  (decayed,  missing,  and  filled  teeth)  and 
DF  (decayed,  filled)  tooth  surfaces  of  1,032 
children  age  seven  to  fifteen  were  analyzed. 
These  children  received  from  four  to  15  applica- 
tions of  a 2 per  cent  aqueous  solution  of  sodium 
fluoride  following  initial  tooth  cleansing  (Table 

I). 

These  analyzed  data  showed  that  5.6  per  cent 
of  the  originally  noncarious  teeth  treated  became 
carious  after  one  year  of  study,  and  9.3  per  cent 
of  the  untreated  teeth  became  carious.  This  con- 
stitutes a relative  decrease  of  40  per  cent  in  new 
caries.  It  is  significant  that  an  analysis  of  new 
dental  caries  by  surfaces  in  previously  sound  teeth 
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TABLE  I. — Dental  Caries  Experience  During  a One- 


Year  Study  Period  in  Fluoride-Treated  and 
Teeth  of  1,032  Children9 

Untreated 

Initially 

Teeth  Becoming 

Per  Cent 

Noncarious 

Carious  During 

Attacked 

Quadrants 

Teeth 

Study  Period 

by  Caries 

Treated 

1 "pper 

3 , 466 

239 

6.9 

Lower 

3 , 964 

176 

4.4 

Total 

7,430 

415 

5 . 6 

Untreated 

Upper 

3,492 

414 

11.9 

Lower 

3 , 968 

281 

7.  1 

Total 

7,460 

695 

9.3 

TABLE  II. 

—Per  Cent 

Less  Initial  Caries 

Attack  in 

Tooth  Surfaces  of  Fluoride- Treated  than  in  l ntreated 

Teeth  of 

1,032  Children,  by  Specific  Tooth  Surface9 

Mouth  Quadrants * 

Tooth  Surfaces 

Upper  Lower 

Both 

All 

406*  34.1 

37  9* 

Occlusal 

42.4*  37.9* 

40  2* 

Mesial 

41.0*  00 

31.3* 

Distal 

45.1*  4.5 

35  5* 

Lingual 

14.3  100  0 

22.6 

Buccal  and  labial 

38.0  50.0* 

48.1* 

* Statistically  significant. 


showed  38  per  cent  less  new  DF  surfaces  in  the 
treated  teeth  (Table  II). 

There  has  been  very  little  of  significance  re- 
ported concerning  the  effectiveness  of  topically 
applied  sodium  fluoride  in  the  deciduous  teeth. 
The  New  York  State  Department  of  Health 
has  recently  completed  such  a study.10  Follow- 
ing the  same  technic  as  described  above,  260 
children  age  two  to  seven  were  examined  with 
mouth  mirror  and  explorer  starting  in  October, 
1948,  in  Mattydale,  New  York.  They  had  the 
teeth  of  the  upper  and  lower  mouth  halves  treated 
with  a 2 per  cent  aqueous  solution  of  sodium 
fluoride,  while  the  adjacent  mouth  halves  served 
as  controls.  One  year  later,  these  children 
were  re-examined  by  the  same  dental  hygienist 
who  made  the  original  examination.  At  the 
second  examination,  she  used  a new  record  card 
and  was  not  aware  of  which  side  of  the  jaw  had 
been  treated. 

Of  the  total  number  of  children  examined,  the 
percentage  decrease  in  new  DF  surfaces  of  the 
deciduous  teeth  in  the  treated  quadrants  as 
compared  with  the  untreated  was  22  per  cent. 
However,  if  we  examine  this  by  age  levels,  we 
note  that  among  the  two-  to  three-year-old 
children  the  decrease  was  46  per  cent,  among  the 
four-  to  five-year-old  children  19  per  cent,  and 
among  the  six-  to  seven-year-old  children  no 
benefit  at  all.  From  these  observations  it  would 
seem  that  the  earlier  the  exposed  crowns  of  the 
deciduous  teeth  are  treated,  the  greater  are  the 


TABLE  III. — Dental  Caries  Experience  During  One- 
Year  Study  in  Fluoride-Treated  and  Untreated  De- 
ciduous Teeth  of  260  Children  Aged  Two  to  Seven10 


Average  Number  of 


Age 

(Years) 

Number 

DF  Surfaces 
Treated 

per  Child — * 
Untreated 

Per  Cent 
Difference 

2 to  3 

86 

0.7 

1 3 

-46  0 

4 to  5 

131 

I . 7 

2 1 

-19.0 

6 to  7 

43 

1.8 

1 .7 

+ 6.0 

Total 

260 

1.4 

1 .8 

-22.0 

TABLE 

IV.— Caries 

Increment 

in  Sodium 

Fluoride- 

Treated  and  Control  Quadrants  of  139  Adult  Patients*1  1 


Number  of  Caries-free 

Surfaces ' 

First  Second  New  DMF 

Quadrant  Examination  Examination  Surfaces 


Treated  3,141  3,044  97 

Untreated  control  3,079  2,906  173 

Difference  (per  cent)  44.5 


* Includes  10  patients  who  received  only  three  treatments. 


TABLE  V. — Caries  Increment  in  Lead  Fluoride- 
Treated  and  Control  Quadrants  of  139  Adult  Patients*11 


Number  of  Caries-free 

' Surfaces 

First  Second  New  DMF 

Quadrants  Examination  Examination  Surfaces 


Lead  fluoride- 

treated  3,174  3,053  121 

Untreated  control  3,207  3,040  167 

Difference  (per  cent)  27 . 5 


* Includes  10  patients  who  received  only  three  treatments. 


benefits  derived  from  topically  applied  sodium 
fluoride  (Table  III). 

The  vast  majority  of  the  studies  on  topically 
applied  sodium  fluoride  have  been  done  with 
children  as  the  subjects.  Very  few  have  been 
done  with  adults. 

Recently,  a study  was  reported  by  Klinken- 
berg  and  Bibby  in  which  139  dental  students 
age  eighteen  to  forty  (average  age  twenty-five) 
had  alternate  quadrants  of  their  teeth  treated 
with  a 1.0  per  cent  solution  of  sodium  fluoride 
and  0.06  per  cent  lead  fluoride  solution.11  The 
opposing  quadrants  were  untreated  and  served 
as  controls.  Single  treatments  were  given  at 
intervals  of  three  months  for  a total  of  four 
treatments.  After  fourteen  months,  the  teeth 
treated  with  sodium  fluoride  had  44.5  per  cent 
fewer  new  DMF  surfaces  than  the  untreated 
controls,  and  those  treated  with  lead  fluoride 
had  27.5  per  cent  fewer  new  DMF  surfaces  than 
the  controls  (Tables  IY  and  V). 

The  mechanism  by  which  topically  applied 
sodium  fluoride  operates  as  a caries  prophylactic 
is  not  fully  known.  It  is  thought  that  the  fluo- 
rine is  adsorbed  onto  the  surface  of  the  enamel, 
forming  a fluorapatite  which  makes  the  enamel 
harder  and  more  resistant  to  acid  decalcification. 
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It  is  also  known  that  fluorine  is  antienzymatic 
in  action  and  so  may  interfere  with  the  fermenta- 
tion of  carbohydrates  in  the  mouth,  thus  reducing 
the  possibility  of  organic  acid  production. 

The  recommended  technic  which  the  dentist 
or  dental  hygienist  uses  is  as  follows: 

1.  The  teeth  must  be  cleansed  with  pumice  and 
a revolving  cup  or  brush  on  an  electric  dental 
engine. 

2.  The  teeth  must  be  isolated  with  cotton  rolls 
and  dried  with  compressed  air. 

3.  The  dried  teeth  must  be  wetted  with  a 2 per 
cent  aqueous  solution  of  sodium  fluoride. 

4.  The  solution  must  be  permitted  to  dry  in 
air  for  about  three  minutes. 

5.  These  procedures  with  the  exception  of  the 
initial  tooth  cleansing  must  be  repeated  three 
more  times  at  intervals  of  two  to  seven  days, 
making  a total  of  four  applications. 

It  has  been  demonstrated  that  one  series  of 
four  applications  of  the  2 per  cent  solution  of 
sodium  fluoride  remains  effective  for  at  least 
three  years.  It  is,  therefore,  recommended  that 
the  applications  be  made  at  age  three  to  protect 
the  deciduous  teeth  and  at  ages  seven,  ten,  and 
thirteen  to  treat  new  groups  of  permanent  teeth 
as  they  erupt  in  the  mouth. 

The  evidence  of  the  efficacy  of  this  prophylactic 
service  is  well  established.  Accordingly,  the 
American  Dental  Association,  the  U.S.  Public 
Health  Service,  the  Dental  Society  of  the  State 
of  New  York,  and  the  State  Department  of 
Health  have  recommended  that  every  child 
should  have  the  benefit  of  this  service. 

4.  Water  Fluoridation. — The  fourth  approach 
to  dental  caries  prophylaxis  deals  with  the 
effects  of  potable  water  containing  fluorine.* 

Early  in  this  century,  dentists  in  the  western 
parts  of  the  country  became  concerned  about 
an  enamel  defect  noted  among  the  natives  of 
several  sharply  demarcated  communities.  The 
enamel  gave  the  appearance  of  being  mottled; 
that  is,  it  was  pitted  in  extreme  cases  and  in 
others  it  presented  spots  of  discoloration  ranging 
from  chalky  white  to  dark  brown.  It  was  not 
until  1931  that  we  learned  that  the  cause  of  this 
mottled  enamel  was  the  presence  of  fluorine  in 
the  communal  potable  water.  Some  of  the  finest 
epidemiologic  studies  reported  have  been  made 
in  determining  the  relationship  between  fluorine 
concentration  of  potable  water  and  mottled 
enamel.  While  these  studies  in  mottled  enamel 
were  going  on,  our  investigators  noted  that 
where  there  was  mottled  enamel,  there  was  a 
very  much  lower  prevalence  of  dental  caries. 
Further  epidemiologic  studies  on  the  relationship 

* “Fluorine”  in  connection  with  water  fluoridation  refers 
to  the  fluoride  ion  in  solution  and  not  to  elementary 
fluorine. 


of  fluorine  to  dental  caries  revealed  that  in  areas 
where  the  fluorine  content  of  potable  water  was 
approximately  1 part  per  million,  one  could  ex- 
pect to  find  about  60  per  cent  less  dental  caries 
experience  among  the  children  examined,  six 
times  as  many  children  completely  caries  free  as 
are  found  in  nonfluoride  areas,  and  a 75  per  cent 
reduction  in  the  number  of  first  permanent 
molars  lost.12  It  was  also  noted  that  the  op- 
timum concentration  of  fluorine  was  between  1 
and  1.5  parts  per  million.  At  these  concentra- 
tions, the  maximum  benefits  of  caries  prophylaxis 
were  obtained  with  the  minimum  risk  of  mottled 
enamel.  When  these  fluorine  concentrations 
get  above  1.5  parts  per  million,  mottled  enamel 
becomes  evident,  and  the  intensity  of  the  mot- 
tling is  directly  proportionate  to  the  concentra- 
tion of  fluorine.  However,  it  was  noted  that 
when  the  concentration  of  fluorine  is  above  1.5 
parts  per  million,  there  does  not  seem  to  be  any 
appreciable  increased  benefit  so  far  as  dental 
caries  is  concerned.  The  latest  report  from  the 
U.S.  Public  Health  Service  on  standards  for 
potable  waters  indicates  that  the  maximum  per- 
missible concentration  of  fluorine  is  1.5  parts 
per  million.13 

Prior  to  1944,  such  benefits  as  had  been  re- 
ported from  the  ingestion  of  fluorine  in  drinking 
water  pertained  to  naturally  contained  fluoride 
waters.  In  April,  1944,  the  New  York  State ' 
Department  of  Health  initiated  the  Newburgh- 
Kingston  Caries  Fluorine  Study  to  determine 
whether  artificially  added  fluoride  to  communal 
water  supplies  would  produce  the  same  effects 
as  are  noted  in  naturally  contained  fluoride 
waters.  We  were  interested  to  determine,  in 
addition  to  the  dental  caries  picture,  whether 
trace  quantities  of  fluorine  taken  over  long 
periods  of  time  had  any  effect  on  tissues  and  or- 
gans other  than  tire  teeth.  Accordingly,  basic 
dental  and  pediatric  examinations  were  started 
in  June,  1944,  and  on  May  2,  1945,  Newburgh's 
communal  water  supply  was  treated  with  sodium 
fluoride  to  bring  its  fluorine  content  up  to  1.0 
to  1.2  parts  per  million.  It  has  been  under 
treatment  continuously  since  then.  Kingston, 
with  fluorine  free  water,  has  served  as  the  control 
city. 

After  three  years  of  postfluoride  experience  in 
Newburgh,  Schlesinger  and  his  coworkers  re- 
ported that  medical  examinations  of  children 
in  the  two  cities  have  failed  to  disclose  any  signi- 
ficant deviation  among  Newburgh’s  children 
in  any  of  the  factors  studied.14  These  included  a 
general  physical  examination,  blood  and  urine 
analysis,  x-rays  of  the  hands,  forearms,  and 
tibias,  and  special  eye  and  ear  examinations  on 
selected  samples.  These  studies  are  being 
continued. 
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T\BLE  VI — DMF  Rates  per  100  Erupted  Permanent  Teeth  of  Children  in  Newburgh  and  Kingston,  New  York, 

1944  to  1950*15 


Aget 

(Years) 

1944  to  1945 

-Newburgh  (Fluoride  City) * 

1949  to  1950  Per  Cent  Change 

✓ Kingston  (Control  City) 

1945  to  1946  1949  Per  Cent  Change 

6 

8.5 

1.9 

-77.6 

7.2 

5.0 

-30.5 

7 

11.7 

5.2 

— 55.5 

12.0 

n.i 

- 7.5 

8 

17.1 

9.9 

-42.1 

17.3 

17.2 

- 0.6 

9 

21.2 

13.0 

-38.6 

18.9 

19.1 

+ 1.1 

10 

21.9 

15.1 

-31.0 

21  3 

21.7 

+ 1.9 

11 

21.8 

15.9 

-27.0 

21.8 

22.9 

+ 5.0 

12 

25.3 

18.8 

-25.6 

25.4 

24.5 

-3.5 

Crude  rate 

20.7 

13.7 

-33.8 

20.2 

19.9 

- 1.5 

Adjusted  rate** 

20.6 

13.9 

-32.5 

20.2 

20.2 

* DMF  includes  teeth  decayed,  missing  (lost  subsequent  to  eruption),  or  filled, 
t Age  (last  birthday)  at  time  of  examination. 

**  Adjusted  to  permanent  tooth  population  in  Kingston  1945  to  1946  examinations. 


T4BLE  VII. — Clinical  Status  of  Erupted  First  Permanent  Molars  of  Children  of  Newburgh  and  Kingston,  New 

York,  1944  to  1950>» 


-Ages  G to  9* , Ages  10  to  12* 


Year 

Number  First  Caries- 

Permanent  Molars  free 

— -Per  Cen 
Untreated 
Caries 

t 

Filled 

Miss-  Number  First  Caries- 

ing  Permanent  Molars  free 

— Per  Cen 
Untreated 
Caries 

it  

Filled 

Miss- 

ing 

Newburgh  (Fluoride  City) 

1944-1945 

5 , 463 

58.9 

32.7 

7.4 

1.0 

5,003 

23.8 

42.8 

26.1 

7.3 

1946-1947 

5,031 

63.2 

23  8 

11.8 

1 . 1 

4,446 

22.4 

42.2 

26.5 

9.0 

1947-1948 

4,798 

70.0 

13.8 

15.0 

1 3 

3,993 

29.8 

27.4 

31.1 

11.8 

1948-1949 

5,262 

73.9 

11.9 

13.6 

0 5 

4 , 223 

31.7 

24.4 

34.6 

9.3 

1949-1950 

5,274 

76.9 

10.4 

12.3 

0.4 

4,240 

32.5 

22.1 

38.3 

7.1 

Kingston  (Control  City) 

1945-1946 

5,066 

60 . 5 

30.7 

7.2 

1.7 

4,519 

25.0 

40.5 

22.9 

11.6 

1947 

5 , 058 

61.3 

23.8 

13.2 

1.7 

4,067 

25.0 

33.8 

28  1 

13.2 

1948 

5,303 

63.7 

22.6 

12.3 

13 

3,924 

21.7 

37.1 

29.3 

11.8 

1949 

5,300 

63.6 

19.6 

15 . 6 

1.3 

4,112 

23.7 

29.0 

35.0 

12.3 

* Age  (last  birthday)  at  time  of  examination. 


In  regard  to  the  dental  caries  picture,  a more 
recent  report  has  just  been  published  following 
four  years  of  experience.15 

The  DMF  rate  among  the  permanent  teeth 
of  six-  to  twelve-year-old  children  in  Newburgh 
showed  a consistent  downward  trend  after  four 
years  of  fluoridation,  whereas  the  DMF  rate  in 
the  control  city  of  Kingston  showed  no  changes. 
The  reduction  after  four  years  of  fluoride  ex- 
perience in  Newburgh  was  from  20.6  per  hundred 
permanent  teeth  to  13.9,  or  a relative  reduction 
of  32.5  per  cent.  The  rate  in  Kingston  re- 
mained at  20.2  DMF  per  hundred  permanent 
teeth  (Table  VI). 

The  number  of  caries-free  first  permanent 
molars  increased  in  Newburgh  after  four  years 
of  fluoride  exposure  among  the  six-  to  nine-year- 
old  children  from  58.9  per  hundred  first  molars 
to  76.9  and  for  the  ten-  to  twelve-year-old 
children  from  23.8  to  32.5.  The  number  of 
caries-free  first  permanent  molars  among  Kings- 
ton children  remained  substantially  unchanged 
(Table  VII). 

The  number  of  children  with  completely  caries- 
free  deciduous  cuspids  and  first  and  second  de- 
ciduous molars  in  Newburgh  increased  from  18.4 
per  hundred  children  to  39.7,  or  an  increase  of  1 15 
per  cent.  There  was  an  increase  noted  in  Kings- 
ton of  approximately  33  per  cent  (Table  VIII). 


Studies  on  water  fluoridation  have  been  re- 
ported from  Grand  Rapids,  Michigan,  and 
Sheboygan,  Wisconsin,  with  results  paralleling 
those  of  Newburgh.16’17 

The  evidence  to  date  has  been  so  encouraging 
that  the  Commissioner  of  Health  has  recently 
issued  a statement  of  policy  recommending 
that  all  communities  in  New  York  State  which 
can  fluoridate  their  communal  water  supplies 
under  adequate  measures  of  control  and  within 
the  framework  of  requirements  set  up  by  the 
Department  of  Health  should  do  so. 

The  American  Dental  Association,  the  Ameri- 
can Public  Health  Association,  the  Dental 
Society  of  the  State  of  New  York,  and  the  U.S. 
Public  Health  Service  among  other  official  and 
nonofficial  agencies  have  endorsed  water  fluorida- 
tion as  a dental  caries  prophylactic  measure.* 

Of  all  the  technics  thus  far  reported,  the  addi- 
tion of  fluorides  to  communal  water  supplies 
deficient  in  fluorine  seems  to  be  the  most  prac- 
tical and  least  expensive.  As  a public  health 
measure,  it  lends  itself  very  well  to  control  and 
distribution. 

The  cost  of  the  program  is  determined  by  the 
size  of  the  community  and  its  water  consump- 

* Since  the  presentation  of  this  paper  the  American  Medi- 
cal Association  and  the  National  Research  Council  have  ap- 
proved water  fluoridation. 
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TABLE  VIII. — Children  with  Caries-free  Deciduous  Cuspids,  First  and  Second  Molars  in  Newburgh  and  Kingston, 

1944-195015 


Age* 

Newburgh  (Fluoride  City) 

tr*  C" 

- 1 Q44 

Kingston  (Control  City) 

Number  of 
Children 

Per  Cent 
Caries- 
free  t 

Number  of 
Children 

Per  Cent 
Caries- 
freet 

Number  of 
Children 

Per  Cent 
Caries- 
freet 

Number  of 
Children 

Per  Cent 
Caries- 
freet 

5 

274 

23  0 

365 

49.9 

259 

28.2 

324 

33  0 

6 

403 

14.9 

430 

32.1 

343 

17  2 

388 

25  5 

Crude  rate 

18.2 

40  3 

21  9 

28  9 

Adjusted  rate** 

18.4 

39.7 

21.9 

28.6 

* Age  (last  birthday)  at  time  of  examination. 

t Includes  only  those  children  with  all  12  teeth  present  and  caries-free. 

**  Adjusted  to  age  distribution  of  children  in  Kingston  in  the  1945-1946  examinations. 


tion.  Equipment  necessary  for  adding  the 
fluorides  to  the  water  varies  from  $500  to  $5,000. 
This  is  a capital  investment  and  is  not  recurring, 
except  as  to  depreciation  over  an  expected  life- 
time of  ten  to  twenty  years.  There  are  several 
fluorides  which  may  be  used,  those  most  widely 
recommended  being  sodium  fluoride  and  sodium 
silicofluoride.  The  cost  of  the  former  averages 
at  present  prices  about  10  cents  per  capita  per 
year  and  for  the  silicofluoride  about  5 cents  per 
capita  per  year. 

Conclusion 

In  conclusion,  I should  state  that  a satis- 
factory program  to  control  any  disease  is  based 
on  a tripod  made  up  of  (1)  prevention,  (2)  educa- 
tion, and  (3)  treatment. 

This  applies  to  dental  caries  also,  as  follows: 

1.  We  have  prophylactic  technics  which  should 
be  applied. 

2.  Programs  of  dental  health  education  leading 
to  motivation  to  action  should  be  expanded. 

3.  Dental  defects  which  do  occur  should  be 
treated  as  early  as  possible  by  either  the  family 


dentist  or  through  community-sponsored  pro- 
grams. 

When  these  three  factors  are  applied  ade- 
quately, we  can  control  dental  caries. 
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TREATMENT  OF  ADOLESCENT  ACNE  WITH  TOPICAL  APPLICATION  OF  ESTROGENS 


Over  a period  of  six  years,  72  male  patients  from 
thirteen  to  eighteen  years  and  23  girls  were  treated 
for  typical  adolescent  acne  by  inunction  of  con- 
jugated estrogenic  substances  in  a nongreasy  base. 
The  amount  of  estrogen  used  was,  in  activity,  about 
equal  to  1 .25  mg.  of  sodium  estrone  sulfate  daily. 
(The  estrogenic  preparation  was  Premarin  Cream.) 
According  to  the  author,  the  treatment  was  re- 
warded by  a high  degree  of  success.  Within  two 
weeks  marked  improvement  in  skin  texture  and  tone 
was  noted  in  90  per  cent  of  the  patients.  In  those 
treated  six  months  or  longer,  55  per  cent  showed 
marked  improvement,  21  per  cent  slight  improve- 


ment, while  24  per  cent  did  not  respond.  In  the 
series  of  girls,  who  ranged  in  age  from  thirteen  to 
nineteen,  only  21  per  cent  responded  satisfactorily; 
there  was  mild  improvement  in  12  per  cent.  No 
other  forms  of  therapy  or  diet  were  used  during  the 
test  periods.  No  undesirable  side-effects  were 
noted  in  the  boys  from  the  dosage  employed  in  t he 
trials.  However,  the  author  notes  in  the  procedure 
that  the  patients  were  instructed  to  wash  their  faces 
mornings  and  evenings  before  applying  the  prepara- 
tion. 

— M.  James  Whitelaw,  M.D.,  The  Journal  of 
Clinical  Endocrinology,  May,  1951 
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COMMUNITY  PLANNING  AND  EVALUATION 
OF  PEDIATRIC  SERVICES 


MIDCENTURY  WHITE  HOUSE  CONFERENCE  ON  CHILDREN  AND 

YOUTH:  HEALTH  ASPECTS 

Albert  D.  Kaiser,  M.D.,  Rochester,  New  York 

( From  the  Rochester  Health  Bureau) 


WHITE  HOUSE  Conferences  have  become 
an  American  tradition.  The  recent  Mid- 
century Conference  was  the  fifth  of  a series  called 
every  ten  years  by  the  President.  Each  has 
considered  some  phase  of  the  many  problems 
that  children  face  in  growing  up.  The  first 
conference  was  called  in  1909  by  President 
Theodore  Roosevelt.  The  subjects  discussed 
were  dependent  children,  child  labor  laws,  and 
child  welfare  laws.  It  also  stimulated  the  cre- 
ation of  a Children’s  Bureau.  Ten  years  later 
President  Woodrow  Wilson  called  a second  con- 
ference which  concerned  itself  with  the  formu- 
lation of  the  first  important  body  of  child  health 
and  child  welfare  standards.  A highly  successful 
conference  was  conducted  in  1930  under  the 
leadership  of  President  Herbert  Hoover. 

By  this  time  people  were  beginning  to  accept 
children  as  people — people  with  problems  of 
their  own.  The  well-known  Children’s  Charter 
was  promulgated,  and  a comprehensive  statement 
of  the  needs  of  children  was  made,  resulting  in 
great  improvement  in  the  field  of  pediatrics.  In 
1940  President  Franklin  Roosevelt  called  a con- 
ference that  highlighted  the  importance  of  the 
child  in  a democracy.  This  conference  touched 
not  only  on  the  physically  and  mentally  handi- 
capped children,  but  also  discussed  education, 
economics,  the  child  in  trouble  with  the  law, 
social  adjustment,  recreation,  and  the  many 
sendees  that  could  give  children  a better  chance 
to  become  useful  citizens. 

The  Midcentury  White  House  Conference  on 
Children  and  Youth,  called  by  President  Harry 
S.  Truman  for  December,  1950,  was  the  fifth  in 
the  series.  This  conference  concerned  itself  with 
healthy  personality  development.  Professional 
and  lay  people,  representing  every  field  of  service 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Public 
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to  children,  planned  for  more  than  a year  for  this 
conference.  Working  as  members  of  conference 
committees,  cooperating  agencies,  or  on  state 
and  local  youth  commissions,  they  had  gathered 
facts  about  children’s  needs,  surveyed  local 
conditions,  pulled  together  available  knowl- 
edge on  child  development,  and  otherwise  con- 
tributed to  the  store  of  written  material  assem- 
bled in  preparation  for  the  conference. 

In  contrast  to  previous  conferences,  the  Mid- 
century one  started  from  the  premise  that  the 
people  who  are  closest  to  the  daily  lives  of 
children  bear  the  greatest  responsibility  for  them. . 
Equally  represented  were  lay  citizens,  profession- 
al workers,  and  public  servants.  It  was  the 
first  conference  in  which  young  people  took 
part  fully  and  responsibly.  Through  a joint 
study  from  a national,  state,  and  local  point  of 
view,  the  conference  brought  together  significant 
knowledge  about  children,  their  homes  and 
communities,  and  pointed  out  the  gaps  in  our 
knowledge.  It  highlighted  the  paths  on  which 
we  must  travel  to  develop  young  people  who  are 
secure  within  themselves  and  equipped  for  a 
changing  world.  Facts  were  assembled  and 
discussed  that  help  in  understanding  the  develop- 
ment of  the  child  in  all  aspects  of  his  life  and  how 
we  can  preserve  and  encourage  the  integrity  of 
each  child’s  person  and  personality.  The  con- 
ference was  concerned  not  merely  with  ways  of 
correcting  and  preventing  what  is  wrong,  but  also 
with  discovering  new  potentials  for  sound, 
healthy,  happy  childhood,  which  can  be  achieved 
by  nation-wide  planning. 

New  York  State  Citizens  Committee 
Prepares  Report 

To  assist  in  the  study  of  children’s  problems 
and  needs  and  to  help  find  new  solutions,  state 
committees  were  set  up  throughout  the  nation. 
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Each  state  conducted  its  own  survey  of  child 
health,  welfare,  education,  and  recreation  pro- 
grams in  local  communities  to  find  the  gaps, 
bolster  the  weak  spots,  and  encourage  strong 
programs. 

The  New  York  State  Citizens  Committee  of 
100,  augmented  by  many  experts  serving  on 
special  committees,  reviewed  the  progress  made 
in  the  provision  of  services  for  meeting  the  total 
needs  of  the  children  of  the  State  and  evaluated 
the  current  status  of  these  services  to  determine 
the  steps  which  should  be  taken  to  attain  the 
desired  goal.  To  explore  thoroughly  the  fields 
of  child  welfare,  child  health,  education,  in- 
dustrial youth  problems,  mental  health,  pro- 
tective and  corrective  care  services,  rural  youth 
and  youth  services  required  eight  sections,  each 
operating  in  its  own  field  of  interest.  The 
various  section  reports  were  consolidated  into 
an  over-all  State  report  which  in  a short  time 
will  be  made  available.  Although  all  of  the  sec- 
tion reports  contain  significant  facts  bearing  on 
the  needs  of  childhood  and  youth,  this  report  is 
concerned  primarily  with  the  physical  and  mental 
health  of  the  child  as  revealed  in  the  New  York 
State  survey  and  in  the  national  picture. 

With  this  objective  the  members  of  the  child 
health  section  endeavored  to  collect  the  data  on 
the  present  status  of  health  services  for  children, 
whether  obtained  through  private  or  public 
resources.  Although  the  statistical  approach  to 
the  size  of  the  problems  and  the  amount  of 
services  necessary  to  meet  them  were  not  ignored, 
new  approaches  were  also  used  in  gathering  this 
information.  One  approach  was  made  by  re- 
questing statements  on  various  child  health  prob- 
lems by  key  persons  in  voluntary  and  official 
agencies  or  from  other  individuals  possessing 
special  understanding  of  the  problems  under 
investigation.  Another  approach  was  made 
through  questionnaires  prepared  on  the  two 
subjects  of  major  interest.  It  was  hoped  that  the 
replies  to  this  questionnaire,  which  was  sent 
to  health  officers,  secretaries  of  councils  of 
social  agencies,  and  chairmen  of  parent-teacher 
associations,  might  elicit  valued  opinions  on  the 
adequacy  or  inadequacy  of  child  health  serv- 
ices in  the  various  local  communities.  Obvi- 
ously there  was  considerable  variation  in  the 
viewpoint  of  individuals  completing  and  re- 
turning the  questionnaires. 

Before  reviewing  available  services  for  child 
health  supervision  and  recommending  future 
action,  the  child  health  section  felt  the  need  for  a 
clear  understanding  of  what  constituted  adequate 
services  of  this  nature.  In  other  words,  there  was 
need  for  a standard.  The  heads  of  the  Depart- 
ments of  Pediatrics  in  New  York  State  medical 
schools  at  a joint  session  prepared  a statement 


that  served  as  a base  line  for  the  supervision  of 
the  health  of  the  presumably  normal  child  from 
birth  through  adolescence.  This  statement  was 
included  in  all  the  questionnaires  distributed  to 
provide  the  criteria  by  which  the  person  com- 
pleting the  questionnaire  could  judge  the  adequacy 
of  health  supervisory  sendees  in  the  community. 

Following  the  suggestions  of  the  pediatric 
leaders,  the  present  status  of  health  supendsion 
was  evaluated  in  four  major  areas:  medical 
evaluation  and  promotion  of  mental  health, 
nutrition,  immunization  against  communicable 
diseases,  and  dental  health  services. 

Medical  Evaluation  and  Promotion  of 
Mental  Health 

With  the  recognition  that  periodic  medical 
evaluation  of  infants  and  preschool  children  is  the 
basic  service  in  health  supendsion,  great  emphasis 
was  placed  on  the  status  of  this  practice.  The  gen- 
erally accepted  schedule  for  such  evaluation  was 
considered  to  be  monthly  visits  during  the  first 
nine  months,  quarterly  visits  from  nine  months 
to  two  years  of  age,  and  semiannual  visits  from 
two  years  to  the  time  of  entrance  into  school. 
On  the  basis  of  the  New  York  State  study  con- 
ducted by  the  American  Academy  of  Pediatrics 
during  1946  and  1947,  considerable  information 
became  available  on  the  quantitative  status  of 
this  type  of  service.  To  this  was  added  the  in-" 
formation  gained  from  the  questionnaires  coming 
from  urban  and  rural  areas.  It  was  discovered 
that,  generally , infants  up  to  one  year  of  age  were 
receiving  periodic  medical  evaluation  but  that 
the  major  deficiency  in  regular  care  existed  in  the 
period  between  one  and  five  years  of  age.  Another 
deficiency  noted  is  the  lack  of  carryover  into  the 
schools  of  information  on  the  health  status  of 
preschool  children  and  of  the  health  sendees 
given  to  these  children. 

The  importance  of  the  public  health  nurse  in 
finding  adequate  child  health  supervision  in  a 
community  was  stressed.  She  knows  the 
families  in  which  the  need  for  health  super- 
vision is  greatest  and  can  reach  these  families 
when  educational  measures  directed  at  the  com- 
munity as  a whole  fail.  She  provides  follow-up 
services  to  insure  adequate  care  for  children 
found  to  have  abnormalities  on  periodic  medical 
evaluation.  The  public  health  nurse  also  con- 
serves the  time  of  physicians  by  interpreting  his 
recommendations  to  the  family. 

Notwithstanding  the  fact  that  the  past  decade 
has  seen  a major  advance  in  the  promotion  of 
mental  health  as  an  integral  part  of  child  health 
supervision,  it  was  obvious  that  in  most  areas 
the  promotion  of  mental  and  emotional  health 
required  further  emphasis  in  child  health  super- 
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vision.  It  was  stressed  that  many  individuals 
and  organizations  other  than  those  connected  with 
medical  and  related  professions  are  playing  an 
increasingly  active  part  in  this  field.  Spiritual 
leaders,  teachers,  social  workers,  and  personnel  in 
specialized  technical  health  fields  must  all  play 
their  part  in  community  programs  for  fostering 
mental  health.  The  need  for  instruction  of 
groups  of  parents  so  that  they  might  better  under- 
stand the  range  of  normal  in  child  development 
was  stressed. 

One  of  the  most  neglected  fields  in  mental 
health  promotion  relates  to  the  period  of  adoles- 
cence. Much  greater  emphasis  should  be  placed 
on  helping  parents  understand  this  stage  of 
development  before  they  are  faced  with  inevitable 
problems  of  adjustment  arising  at  this  age.  At 
the  same  time  more  adequate  guidance  services 
should  be  made  available  for  adolescents,  both 
in  and  out  of  the  schools.  Physicians  special- 
izing in  the  care  of  children  expressed  themselves 
strongly  in  relation  to  the  need  for  more  adequate 
services  for  the  promotion  of  mental  health  as  well 
as  for  the  treatment  of  seriously  disturbed  children. 

Nutrition 

The  promotion  of  adequate  nutritional  status 
of  children  continues  to  be  a major  element  in 
total  health  care.  The  promotion  of  better 
nutrition  of  infants  and  preschool  children 
was  rarely  singled  out  in  any  of  the  questionnaires 
as  a serious  deficiency  in  services  received  by 
children  under  regular  health  supervision.  How- 
ever, it  was  pointed  out  that  where  children 
have  conditions  which  predispose  to  malnutrition 
or  where  on  medical  evaluation  the  children  were 
found  to  be  inadequately  nourished,  special  stress 
should  be  placed  on  nutritional  needs. 

Apart  from  supervision  of  the  individual  child 
under  regular  health  supervision,  general  com- 
munity services  and  activities  in  the  nutrition 
field  have  an  important  bearing  on  the  nutritional 
status  of  children.  It  was  recognized  that  larger 
amounts  of  the  foods  valuable  in  respect  to 
essential  nutrients  had  become  more  available 
to  the  children  of  the  State.  This  had  been 
accomplished  through  an  improvement  in  quality 
of  food  supplies,  through  health  education  in  the 
schools  in  which  the  needs  and  importance  of  food 
for  health  receive  greater  stress  in  an  increased 
number  of  subjects,  through  the  school  lunch 
program,  and  through  the  efforts  of  the  public 
health  nurses  visiting  in  the  homes. 

The  committee  felt  that  the  greatest  unmet 
needs  are  those  of  the  pregnant  woman  and  the 
adolescent.  Special  attention  should  be  paid 
to  nutrition  education  for  these  groups  and  to  the 
supplementation  of  the  diet  of  clinic  patients  and 
other  pregnant  women  in  the  lower  socioeconomic 


groups  of  the  population.  Special  studies  made 
in  New  York  State  during  the  last  decade  showed 
that  food  habits  of  children  were  significantly 
improved  in  all  families  in  which  special  educa- 
tional work  was  done,  in  contrast  to  the  habits  of 
children  in  control  families  in  which  there  was 
relatively  little  change. 

Immunization  Against  Communicable 
Diseases 

Protection  of  children  against  communicable 
diseases  through  immunization  has  materially  re- 
duced the  mortality  and  morbidity  in  childhood. 
Among  these  may  be  mentioned  improved  im- 
munizing agents  against  diphtheria,  tetanus,  and 
whooping  cough,  either  singly  or  in  combinations 
which  permit  reduction  in  the  number  of  injec- 
tions per  child.  New  agents  have  also  been 
developed  for  the  temporary  protection  of  young 
children  against  measles.  The  present  level 
of  immunization  against  diphtheria,  smallpox, 
whooping  cough,  and  tetanus  is  high  in  New 
York  State,  with  the  exception  of  certain  rural 
areas  in  which  the  total  amount  of  health  serv- 
ices available  for  children  is  significantly  lower 
than  elsewhere  in  the  State.  Except  for  a few 
selected  areas,  maintenance  of  the  present  level 
of  protection  is  all  that  is  needed  at  this  time. 

Dental  Health  Services 

The  treatment  of  dental  caries  is  considered  as 
an  essential  part  of  child  health  supervision. 
Dental  caries  being  almost  universal  requires 
that  children  be  under  regular  dental  care  for 
treatment  and  should  not  report  for  treatment 
only  after  referral  when  dental  defects  are  dis- 
covered on  periodic  evaluation.  Scientific  develop- 
ments of  the  past  ten  years  by  the  addition  of 
a caries-inhibiting  material  to  the  water  supply 
and  by  topical  application  have  brought  specific 
preventive  technics  to  the  fore  in  recent  years. 

Based  on  recommendations  of  dental  author- 
ities, the  amount  of  care  provided  to  New  York 
State’s  children  was  only  about  43  per  cent  of 
the  care  needed.  Here  again,  the  children  of 
the  urban  areas  received  more  care  than  those  in 
rural  and  semirural  counties. 

In  approaching  this  problem  the  committee 
recommended  that  prophylactic  measures  w'hich 
have  been  soundly  demonstrated  should  be  made 
more  widely  available  for  the  children  of  the 
State.  It  further  recommends  that  the  problems 
of  dental  treatment  be  approached  on  an  organ- 
ized basis,  including  an  extensive  public  health 
education  program  to  promote  corrective  care 
through  family  dentists  whenever  possible 
and  through  clinics  or  special  arrangements 
with  dentists  in  their  own  office  for  children  whose 
families  cannot  meet  the  cost  of  care  themselves. 
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Public  health  officials  should  share  in  this  pro- 
gram by  making  available  fluoridation  of  the 
public  water  supply  and  providing  enough  dental 
hygienists  to  assure  an  adequate  amount  of 
other  prophylactic  dental  work. 

Specialized  Services 

Of  equal  importance  are  the  services  for 
physically  handicapped  children.  Special  com- 
mittees studied  the  facilities  and  services  for  the 
detection  and  treatment  of  these  conditions. 
Certain  common  needs  of  all  types  of  handicapped 
children  were  revealed.  It  was  evident  in  these 
reports  that  the  emotional  component  associated 
with  physical  handicaps  was  most  important 
to  recognize  and  treat.  Emphasis  should  be 
directed  to  creating  a wholesome  attitude  toward 
the  child  with  the  handicap.  All  available  case- 
finding mechanisms  should  be  promoted  so  that 
the  handicapped  child  may  be  found  and  treated 
early. 

Before  determining  the  need  for  specialized 
sendees,  adequate  pediatric  evaluation  of  the  child 
should  be  made.  Adequate  treatment  services 
should  be  provided  on  an  ambulatory  or  hospital 
basis  in  the  community  in  so  far  as  possible,  with 
institutional  care  away  from  the  community  to 
be  considered  only  when  the  advantages  of  more 
adequate  facilities  for  treatment  at  the  institution 
outweigh  the  factor  of  separation  from  the  family. 
Educational  programs  should  be  so  developed 
that  physically  handicapped  children  majr  be 
cared  for  to  the  greatest  extent  possible  in  regular 
classes.  The  major  need  at  the  present  time  is 
for  rehabilitation  centers  in  convenient  locations 
for  ambulatory  treatment  of  persons  with  all 
types  of  handicapping  conditions. 

The  specific  needs  for  children  with  all  types 
of  handicapping  conditions  were  studied,  in- 
cluding children  with  hearing  difficulties,  visual 
handicaps,  rheumatic  fever  and  heart  disease, 
epilepsy,  dentofacial  defects,  and  all  types  of 
orthopedic  conditions.  The  detailed  programs 
cannot  be  described,  but  the  New  York  State 
report  included  an  evaluation  of  the  existing  pro- 
grams with  recommendations  for  perfecting  these 
needed  services. 

Child  Health  Needs  on  a National  Level 

The  compilation  of  the  reports  from  all  the 
states  covering  health  evaluation  has  not  yet 
been  made  available.  Conference  reports,  how- 
ever, revealed  a number  of  significant  deficiencies 
in  child  health  services.  Health  facilities  for 
children  and  youth  are  not  uniformly  available 
in  all  states.  The  completed  conference  reports 
will  point  out  the  areas  in  which  particular 
emphasis  must  be  directed.  Throughout  the 
conference  in  Washington  the  emphasis  was 


placed  upon  the  factors  that  influence  a child’s 
personality.  Health  services,  both  preventive 
and  curative,  were  considered  to  be  of  prime 
importance,  but  the  discussions  centered  largely 
on  the  relationships  of  health  and  personality. 

In  creating  healthy  personalities  in  children, 
health  workers  play  a part  as  well  as  the  parents, 
it  was  pointed  out.  The  physician  and  the 
nurse  have  the  power  to  make  the  parents  feel  more 
competent  and  serene.  This  creates  an  atmos- 
phere in  which  the  parents’  love  and  enjoyment 
of  the  child  can  flourish.  The  hospital  also  can 
contribute  to  the  child’s  personality.  During 
hospitalization  a child’s  sense  of  security  may 
sink  drastically.  His  illness  itself,  like  that  of  an 
adult,  may  make  him  feel  helpless  and  worried. 
The  ward  or  private  nurse  can  appear  to  the 
frantic  child  to  be  an  angel,  almost  as  under- 
standing and  protective  as  the  good  mother,  or 
she  may  appear  like  a persecuting  witch.  The 
anesthetist  can  be  a friend  or  a suffocator  who 
haunts  his  dreams  for  months.  It  depends  not 
so  much  on  technics  as  on  the  professional  person’s 
feelings  for  children. 

Likewise  the  school  health  personnel  can  con- 
tribute to  healthy  personality  development,  but  it 
is  necessary  to  have  understanding  and  training  to 
make  full  use  of  that  position.  Medical  service  for 
school  children  can  be  an  aid  and  comfort  to  all 
concerned  if  the  school  physician  and  nurse  make 
the  medical  department  a haven  for  the  ill  child, 
the  injured  child,  the  worried  child.  Even 
health  officials  can  share  in  promoting  healthy 
personality  if  friendliness  and  respect  are  shown, 
rather  than  threatening  authority  or  demeaning 
treatment.  This  aspect  of  health  services  has 
not  been  sufficiently  stressed  in  private  and 
community  care  of  children.  As  was  forcibly 
brought  out  at  the  conference,  health  services 
that  disregard  the  mental  hygiene  aspect  fail  to 
give  the  maximum  benefit  to  children.  All 
health  services  for  children  should  be  carefully 
evaluated  to  determine  their  needs  in  this  regard. 

Needs  for  Improvement  in  New  York  State 

Will  the  mass  of  data  compiled  from  committee 
activities  in  New  York  State  and  the  inspiration 
of  the  conference  itself  have  any  long-range 
benefit  to  the  needs  of  children  in  this  State? 
The  fact  that  consideration  is  being  given  to 
postconference  organization  for  action  in  each  of 
the  states  augurs  well  that  efforts  will  be  made  to 
correct  some  of  the  deficiencies  in  child  care  that 
now  exist  and  that  greater  emphasis  will  be  placed 
on  personality  development  in  these  services. 

Even  though  the  child  health  services  and 
medical  care  facilities  in  New  York  State  are  well 
advanced,  the  available  information  points  out 
definite  needs  which  can  and  should  be  corrected. 
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A major  deficiency  exists  in  regular  care  of  the 
runabout  child  between  one  and  five  years  of  age. 
Parents  generally  have  accepted  the  need  for 
infant  health  supervision  but  are  not  so  eager  to 
carry  on  such  supervision  until  the  school  age. 
The  importance  of  this  service  must  be  brought 
to  the  attention  of  parents.  The  private 
physician  should  be  prepared  to  give  health 
supervision  throughout  this  period  and  not  wait 
for  an  illness  to  discuss  health  problems.  Child 
health  conferences  should  be  available  in  urban 
and  rural  areas  for  preschool  children  whose 
parents  are  unable  to  obtain  these  services  from  a 
private  physician. 

The  liaison  between  the  physicians  and  clinics 
caring  for  the  child  during  the  preschool  period 
with  the  school  health  services  should  be  strength- 
ened. Better  health  direction  could  be  given 
by  the  school  health  physicians  and  nurses  if  the 
health  performance  of  the  child  entering  school 
were  better  understood.  Although  public  health 
nurses  have  been  widely  accepted  throughout  the 
State,  their  full  effectiveness  has  been  hampered 
in  some  areas  because  private  physicians  have 
not  wholeheartedly  cooperated  with  them. 
Their  usefulness  will  be  enhanced  if  they  have 
the  opportunity  to  work  closely  with  the  private 
physician  in  families  of  all  economic  levels. 

Nutrition,  usually  well  cared  for  in  the  case  of 
children  under  regular  health  supervision,  re- 
quires greater  attention  in  special  neglected 
groups,  particularly  for  some  pregnant  women 
and  adolescents. 


The  promotion  of  mental  and  emotional 
health  supervision  requires  further  emphasis  in 
most  areas  of  the  State.  Broader  participation 
is  necessary  in  furthering  mental  health.  The 
most  neglected  area  is  in  the  field  of  adolescence. 
Special  services  in  this  field  are  not  able  to  solve 
all  of  the  mental  and  emotional  health  problems. 
The  regular  personnel  in  daily  contact  with 
school  children,  such  as  teachers,  principals, 
health  educators,  nurses,  and  physicians,  must 
recognize  the  influence  they  can  exert  on  the 
child  in  directing  his  emotional  life.  The 
specialized  psychiatric  services  should  assist 
not  only  the  pupils  but  should  also  aid  those 
adults  who  have  the  responsibility  of  teaching  the 
children.  More  attention  must  be  given  to  the 
family  in  its  contact  with  the  school  and  in 
the  home. 

Inasmuch  as  all  health  services  affect  the 
development  of  personality,  it  is  obvious  that 
the  inadequacies  in  health  supervision  and 
in  medical  care  of  children  should  be  corrected. 
Not  only  must  the  services  be  supplied,  but  the 
workers  must  fully  understand  and  give  attention 
to  the  dignity  and  emotions  of  the  individual 
they  serve. 

In  all  of  the  health  services  the  role  of  the 
individual  as  a member  of  a family  and  of  a 
community  must  not  be  overlooked.  In  help- 
ing to  meet  these  responsibilities,  public  health 
has  a big  responsibility. 

44  Marshall  Street 
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FOUR  YEARS  AFTER 


George  M.  Wheatley,  M.D.,  New  York  City 
( From  the  Metropolitan  Life  Insurance  Company) 

THIS  is  an  attempt  to  assess  the  results, 
four  years  after,  of  the  Study  of  Child 
Health  Services  (hereinafter  referred  to  as  the 
Pediatric  Study)  in  New  York  State  conducted 
by  the  American  Academy  of  Pediatrics  with  the 
active  assistance  of  organized  medicine,  dentistry, 
and  the  official  and  voluntary  health  agencies  of 
the  State.  The  organization,  procedure,  findings, 
and  recommendations  of  this  Study  have  been 
reported  in  the  New  York  State  Journal  of 
Medicine  and  as  an  official  report  in  1949.1,2 

Even  after  four  years,  it  is  difficult  and  perhaps 
impossible  to  measure  accurately  the  local  impact 
of  a project  such  as  this.  The  very  process  of 
conducting  the  survey,  involving  as  it  does  the 
efforts  of  so  many  professional  individuals  and 
groups,  undoubtedly  stimulates  thinking  in  this 
field;  it  lends  encouragement  to  movements 
perhaps  already  planned  or  about  to  be  launched; 
it  may,  by  the  same  token,  be  credited  with 
achievements  which  in  the  ordinary  chain  of 
events  would  have  been  carried  out  anyway. 
Perhaps  a survey  is  like  spring  plowing.  It  turns 
over  the  soil,  readies  it  for  the  seed.  Some  areas 
are  more  fertile  than  others.  The  survey  thus 
seems  to  produce  better  in  those  more  receptive 
areas.  But  the  ground  has  been  prepared,  the 
seed  sowed,  and  the  plants  tended  by  others. 
This  report  may,  therefore,  reflect  more  the 
progress  already  made  by  certain  localities  than 
it  measures  effects  of  the  Pediatric  Study. 

To  find  out  what  the  Study  may  have  accom- 
plished, early  last  year  we  wrote  to  the  19 
pediatricians  representing  all  parts  of  the  State 
who  served  as  an  advisory  committee  for  the 
Study.  At  the  time  of  the  Study,  they  were 
members  of  the  Subcommittee  on  Child  Wel- 
fare of  the  Medical  Society  of  the  State  of  New 
York,  and  most  of  them  take  an  active  part  in 
pediatric  affairs  in  their  communities.  To  help 
focus  their  replies,  the  following  questions 
were  asked : 

1.  What  do  you  think  the  Study  accomplished 
in  your  region? 

2.  Have  you  any  evidence  that  it  effected 
improvement  or  started  a chain  of  developments 
leading  to  improvement  in  the  day-to-day 
practice  of  pediatricians  and  general  prac- 
titioners? 


Presented  at  the  145th  Annual  Meeting  of  the  Medical 
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3.  Has  it  had  any  effect  on  hospital  services 
for  children  or  those  offered  by  community 
health  agencies? 

4.  Can  you  cite  any  tangible  effects  which 
have  been  put  into  actual  practice? 

5.  Can  you  give  examples  of  how  it  may 
have  stimulated  the  thinking  of  professional  or 
community  groups  concerned  with  children? 

We  have  had  replies  from  about  half  the 
members  of  this  advisory  committee.  These 
reports  cover  most  of  the  areas  of  the  State  and 
the  largest  population  centers  with  the  exception 
of  the  Syracuse  section.  My  report  is  based  on 
these  responses. 

Increased  Interest  in  Child  Health 

The  Study  succeeded  in  stimulating  more 
professional  and  lay  interest  in  pediatrics  in  all 
parts  of  the  State.  In  Elmira,  it  aroused 
interest  and  discussion  among  most  of  the  people 
who  are  concerned  with  children.3 

We  are  told  that  it  stimulated  a wholesome 
rivalry  between  Rochester  and  Buffalo  to  improve- 
pediatric  services.4  Before  the  report  was  made, 
the  extent  of  pediatric  services  in  the  two  cities 
was  not  known.  In  particular,  the  need  for 
child  health  clinics  became  evident.  The  fact  that 
many  pediatricians  and  general  practitioners 
talk  about  the  survey  and  state  that  something 
can  be  done  about  it  is  additional  evidence  of  the 
impression  made  by  the  Study  of  Child  Health 
Services. 

Extension  of  Service  to  Rural  Areas 

According  to  Kaiser  the  survey  pointed  out 
the  deficiencies  in  pediatric  services  in  the  rural 
areas  of  the  Rochester  region.4  The  fact  that 
health  supervision  was  not  offered  to  nearly  as 
many  infants  and  children  in  the  rural  areas 
led  doctors  to  increase  this  service  to  their  com- 
munities. We  are  told  that  further  progress  in 
in  this  direction  is  sure  to  follow. 

The  most  striking  revelation  to  one  member  of 
the  committee  responsible  for  studying  the 
extreme  northern  counties  was  that  there  was  no 
pediatrician  in  the  entire  northern  tier  counties 
between  Plattsburg  and  Watertown,  nor  was  there 
any  desire  on  the  part  of  the  physicians  in  that 
territory  to  have  pediatricians  enter  the  field.6 
In  addition,  both  Watertown  and  Plattsburg  had 
only  one  pediatrician  apiece.  Since  then,  the 
situation  has  improved.  There  is  an  additional 
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pediatrician  in  each  of  these  cities  now,  and 
another  has  started  practice  in  the  Ogdensburg 
area. 

A child  health  care  committee  has  been  created 
in  Cattaraugus  County.  Its  immediate  objective 
is  a better  distribution  of  pediatricians.  The 
Cattaraugus  County  health  officer  has  provided 
in  his  budget  for  the  salary  of  a part-time  assistant 
to  handle  the  maternal  and  child  care  aspects 
of  public  health.  This  position  is  being  filled 
by  a trained  pediatrician  who  will  also  practice 
privately  in  the  community.6 

In  Erie  County,  the  County  Health  Depart- 
ment’s rural  dental  health  program  has  been 
expanded,  and  there  are  now  six  rural  programs 
under  way.  Local  dentists  are  called  on  to 
treat  children  who  are  not  receiving  dental  care, 
and  a full-time  dentist  is  sent  out  to  areas  not 
having  dentists. 

Development  of  Services  for  Premature 
Infants 

In  the  Albany  area,  the  Study  was  instrumen- 
tal, or  at  least  helpful,  in  making  more  evident 
the  need  for  improved  premature  care.  As  a 
result,  they  have  built  a model  premature  ward 
which  will  be  in  part  subsidized  by  the  State 
Health  Department. 

The  State  Health  Department  has  also  estab- 
lished a premature  center  at  the  Buffalo  Children’s 
Hospital.  Prematures  born  anywhere  in  the 
six-county  area  of  western  New  York  may  be 
cared  for  at  this  center  without  cost  to  the 
patient.  The  State  Health  Department  pays  the 
hospital  and  the  ambulance  service  and  $13  a day 
for  the  care  of  the  patient.  Equipment  for  the 
care  of  the  premature  is  being  loaned  by  the 
State  to  several  hospitals  in  western  New  York 
to  increase  their  facilities. 

Pediatric  Services  in  Hospitals  Have  Been 
Strengthened 

A report  from  the  southern  tier  indicates  that 
pediatricians  are  getting  more  referred  work  and 
more  control  of  pediatrics  in  and  out  of  hospitals. 
Cubicles  have  been  placed  in  both  hospitals, 
and  all  nurseries  have  been  remodeled.  One 
hospital  has  a new  formula  room  and  a new 
suspect  nursery.3 

Development  of  pediatric  units  in  the  larger 
hospitals  in  and  around  Buffalo  is  being  imple- 
mented through  a refresher  course  for  graduate 
nurses  on  the  care  of  children.  This  is  co- 
sponsored by  the  Children’s  Hospital  and  the 
Erie  County  Health  Department.  There  have 
been  two  sessions  thus  far,  with  an  average 
attendance  of  185  nurses.  On  June  1 and  2, 


1950,  the  State  Health  Department  and  the 
Children’s  Hospital  sponsored  a meeting  of  the 
hospital  nurses  in  the  six-county  area  of  western 
New  York  for  the  purpose  of  teaching  the  care 
of  premature  infants.4 

Development  of  Child  Health  Conferences 

In  Albany  a model  child  health  conference  has 
been  established.  The  Study  was  helpful  in 
making  the  need  for  this  more  apparent. 

In  Albany,  Rochester,  and  Buffalo,  the  study 
seems  to  have  stimulated  the  development  of 
child  health  clinics  and  child  guidance  clinics  in 
hospitals  and  dispensaries.  There  is  also  great 
interest  in  immunization  in  both  urban  and 
rural  areas.  General  practitioners  seem  to  realize 
more  clearly  their  responsibility  in  the  care  of 
children.  There  has  been  an  upsurge  in  the 
demand  for  research  and  postgraduate  courses 
in  pediatrics. 

Well-child  conferences  in  the  rural  areas  in 
western  New  York  have  increased  in  number 
and  are  serving  as  teaching  centers  for  doctors 
from  counties  having  well-child  clinics  or  planning 
to  start  them.  A survey  is  being  planned  to 
study  a small  area  in  Erie  County  for  the  actual 
use  that  is  being  made  of  the  child  health  service 
and  its  facilities  in  that  area. 

Medical  Education  in  Pediatrics 

In  western  New  York,  more  pediatric  training 
for  the  general  practitioner  and  improvement  of 
services  of  outlying  hospitals  through  partici- 
pation in  the  regional  hospital  plan  have  been 
implemented  through  the  postgraduate  depart- 
ment of  the  University  of  Buffalo.  A series  of 
conferences  in  pediatrics  for  physicians  in 
general  practice  is  in  effect.  These  are  being 
held  one  day  a week  at  the  Children’s  Hospital, 
with  more  than  30  general  practitioners  partici- 
pating. 

Participation  of  Community  Agencies 

The  Study  could  not  have  been  done  without 
the  help  of  the  official  health  agencies  at  the 
State  and  local  levels,  nor  could  it  have  succeeded 
without  the  aid  and  guidance  of  voluntary  agen- 
cies concerned  with  child  health.  In  several 
communities  the  help  of  the  council  of  social 
agencies  has  been  invaluable.  This  is  true 
particularly  in  Buffalo.  In  fact,  through  the 
great  help  given  by  the  council  of  social  agencies 
in  this  city  a special  analysis  of  the  Pediatric 
Study  was  made.  A report  on  the  child  health 
care  in  western  New  York  was  published  which 
included  a 15-point  program  for  improving 
child  health  in  this  region.7 
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An  advisory  group  has  been  set  up  to  put  into 
effect  the  recommendations  of  the  western  New 
York  report.  In  Erie  County  a unit  has  been 
established  to  coordinate  community  facilities 
for  child  care  and  to  specify  needed  programs. 
This  is  called  the  Erie  County  Child  Health  Care 
Committee.  The  members  of  this  committee 
represent  a cross  section  of  all  the  major  institu- 
tions that  are  interested  in  child  health.  This 
committee  provided  the  impetus  for  the  estab- 
lishment of  a similar  one  in  Cattaraugus  County, 
under  the  sponsorship  of  the  Cattaraugus  County 
Tuberculosis  Association  and  the  County  Health 
Officer,  Dr.  Harold  Miles. 

Several  counties  are  considering  full-time 
county  health  officers  as  a result  of  being  rec- 
ommended as  one  of  the  points  of  the  15 
recommendations  for  western  New  York.  In 
Elmira,  through  the  health  section  of  the  council 
of  social  agencies,  an  attempt  has  been  made  to 
correct  conditions  and  to  augment  services. 

Other  Comments 

It  is  reported  that  Buffalo's  cardiac  program 
has  been  very  definitely  expanded  and  that  a 
part-time  cardiologist  now  gives  consultation  to 
the  school  health  doctors.  Cardiac  cases  are 
screened,  and  a diagnostic  clinic  has  been  set  up 
to  assist  the  family  physician.  The  Erie  County 
Health  Care  Committee  is  also  starting  an 
accident  prevention  program. 

From  what  has  been  said,  it  is  obvious  that 
Erie  County  has  done  a remarkable  job  of  imple- 
menting the  Study.  Dr.  William  Orr  has  been 
the  driving  force  in  this.  In  his  report,  he  also 
indicates  the  tasks  that  remain  to  be  initiated  or 
expanded.6  Thus  he  says  he  does  not  believe 
they  have  developed  a satisfactory  plan  for 
better  distribution  of  pediatricians,  that  a better 
job  could  be  done  in  establishing  hospital  services 
for  children  in  outlying  areas,  that  a sodium 
fluoride  program  has  been  started  in  Erie  County 
but  apparently  not  in  any  other  county  in 
western  New  York.  He  concludes  by  saying 
that  nothing  has  been  done  to  increase  the  clinical 
facilities  for  mental  hygiene.  “We  still  desire 
and  need,”  says  Dr.  Orr,  “a  much  closer  tie-up 
with  the  six  counties  in  western  New  York.” 

In  New  York  City  a special  analysis  of  the 
findings  regarding  hospital  and  physician  services 
has  been  made,  and  a special  report  is  planned 
which  will  interpret  the  child  health  needs  in 
New  York  City.  The  Study  has  helped  to 
stimulate  interest  in  the  health  supervision  of 
children  in  temporary  shelters.  It  has  also 
opened  the  way  for  a review  of  the  facilities  for 
the  care  of  infants  and  small  children  with  tuber- 
culosis and  has  contributed  to  a study  of  con- 
valescent care  for  New  York  City  children. 


So  much  for  these  eye-witness  accounts  here 
and  there  in  the  State.  They  tell  an  encour- 
aging story — a truly  remarkable  one  in  some 
sections — of  achievements  in  which  physicians 
and  all  others  concerned  with  improving  child 
health  can  take  pride.  But  the  places  heard 
from  are  the  fruitful  ones.  We  w'ant  to  know 
about  the  areas  we  didn’t  hear  from.  Did  the 
Study  strike  barren  ground  elsewhere?  What 
can  be  done  in  these  sections? 

Popular  Version  of  Report 

A fresh  impetus  may  be  given  to  all  areas  in 
the  State  when  the  highlights  of  the  Pediatric 
Study  and  the  recommendations  of  the  State’s 
Committee  of  100  for  the  White  House  Confer- 
ence are  published.  The  American  Academy  of 
Pediatrics’  members  in  the  State,  in  coopera- 
tion with  the  Health  Department’s  Bureau  of 
Maternal  and  Child  Welfare  and  the  Child 
Welfare  Committee  of  the  Medical  Society  of  the 
State  of  New'  York,  are  preparing  a special 
booklet  entitled  Child  Health — Everybody’s  Busi- 
ness which  will  interpret  our  progress  in  child 
health  and  what  needs  to  be  done  to  strengthen 
programs.8  This  is  designed  to  interest  and 
inform  lay  leadership.  An  important  part  of 
the  publication  will  be  a section  encouraging 
communities  to  appraise  their  own  pediatric - 
services. 

Evaluation  of  Child  Health  Services 

With  the  remarkable  progress  in  reducing 
childhood  mortality,  including  infant  mortality, 
these  traditional  health  indices  have  in  recent 
years  become  rather  crude  for  appraisal  of  child 
health  in  most  parts  of  New'  York  State.  With 
this  in  mind,  we  invited  our  pediatric  advisory 
committee  to  suggest  other  criteria  by  which  a 
community  might  evaluate  its  own  child  health 
program.  You  will  be  interested  in  the  following 
suggestions : 

1.  The  percentage  of  preschool  children  im- 
munized against  smallpox,  diphtheria,  and  whoop- 
ing cough. 

2.  The  percentage  of  school  children  examined 
by  their  own  physicians  for  entering  school. 

3.  The  number  and  per  cent  of  children  and 
preschool  population  receiving  health  super- 
vision from  their  own  physicians  or  from  well- 
child  conferences. 

4.  The  length  of  time  it  takes  to  discover 
cases  requiring  rehabilitation. 

It  was  also  suggested  that  the  presence  of 
certain  programs  or  services  in  the  community 
is  also  indicative  of  the  community’s  acceptance 
of  the  importance  of  child  health;  for  example, 
the  availability  of  specialized  services  for  the 
care  of  the  handicapped,  the  availability  of 
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nutrition  services  to  families  through  public 
health  nursing  service,  the  existence  of  a pre- 
mature care  program,  procedures  designed  to 
control  diarrhea  of  the  newborn,  the  establish- 
ment of  mental  hygiene  services,  and  an  accident 
prevention  program.  One  of  the  pediatricians 
said  that  while  such  programs  may  show  more 
accurately  how  to  gauge  the  community’s  prog- 
ress in  child  health  care,  it  is  important  for 
communities  to  know  that  such  programs  should 
be  under  the  direction  of  an  effective  health 
agency  such  as  the  official  health  department  or  a 
voluntary  health  agency.  Furthermore,  to  be 
of  maximum  benefit,  such  programs  must  have 
the  complete  support  of  the  physicians  and  the 
hospitals.  A health  council,  with  representa- 
tives from  interested  groups,  including  physicians, 
of  course,  also  helps  greatly  in  initiating  as  well 
as  providing  support  for  needed  programs. 

Another  pediatrician  said:  “It  is  difficult 

to  set  up  standards  if  quantity  is  to  be  taken  as 
the  basis  for  judgment  rather  than  the  quality  of 
services  rendered.  Is  there  some  way  by  which 
one  could  utilize  the  factor  of  an  a wakened  public, 
and  how  much  public  health  teaching  in  the 
field  of  child  health  and  mental  hygiene  is  being 
done  by  pediatricians  and  other  qualified  physi- 
cians? I am  struck  by  the  fact  that  in  this  area 
I am  in  constant  demand  as  a speaker  before 
parent-teacher  groups,  church  groups,  and  the 
like,  and  I am  sure  that  this  is  true  also  of 
other  pediatricians  in  this  area.”9  Tins  is  a 
good  thought  and  must  be  taken  into  account  in 
any  community  health  appraisal.  I believe  many 
physicians  would  agree  that  there  is  an  in- 
creasing demand  from  lay  groups  for  talks  on 
child  health  and  safety.  And  it  is  a demand 
which  should  be  met. 

These  are  some  of  the  concepts  which  will  be 
incorporated  into  the  publication,  Child  Health 
— Everybody1  s Business,  as  guides  to  community 
self-appraisal. 

Dr.  Paul  Beaven,  Rochester,  past-president  of 


the  American  Academy  of  Pediatrics,  summed  up 
the  impact  of  the  Study  when  he  said:  “I  think 
the  Academy  Study  in  this  State  has  done  what 
nothing  else  could  do  in  making  the  pediatricians 
aware  of  their  duties  not  only  to  take  care  of  the 
children  within  their  own  practice,  but  to  become 
affiliated  with  different  child  services  within  the 
community.  I know  that  is  going  on  in  Rochester 
and  I know  it  is  going  on  in  Buffalo,  and  I 
suspect  that  it  is — or  I have  heard  indirectly — 
the  case  in  Syracuse  and  Albany.  I hope  that 
the  White  House  Conference  will  result  in  acceler- 
ating tliis  tendency  for  pediatricians  to  regard 
themselves  as  citizens  and  to  make  their  in- 
fluence felt  amongst  citizens’  groups.”10 


Conclusions 

In  closing,  I remind  you  again  that  looking 
back,  four  years  after,  the  Pediatric  Study  is 
virtually  impossible  to  credit  with  single-handedly 
accomplishing  any  of  the  results  mentioned.  But 
if  the  Study  played  and  continues  to  play  a 
stimulating  role — perhaps  acting  as  a ferment — 
it  will  have  been  worth  all  the  time,  effort,  and 
money  which  pediatricians,  health  officers,  gen- 
eral practitioners,  dentists,  nurses,  and  many 
others  interested  in  children  all  over  the  State 
contributed. 
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use  of  antacids  to  CONTROL  NAUSEA 

While  milk  is  an  effective  agent  in  the  control  of 
gastrointestinal  irritation  complicating  administra- 
tion of  terramycin  and  aureomycin,  it  is  unsatisfac- 
tory in  some  cases,  either  for  dietary  reasons  or  be- 
cause the  patient  tolerates  milk  poorly.  Aluminum 
hydroxide  gels,  on  the  other  hand,  prevent  absorp- 
tion of  the  antibiotics.  To  overcome  these  difficul- 
ties, the  authors  studied  certain  antacids  and  found 
them  effective  in  controlling  vomiting  and  nausea, 


AND  VOMITING  CAUSED  BY  TERRAMYCIN 
at  the  same  time  allowing  maximal  absorption  of 
terramycin.  The  antacids  studied  were  carmethose 
(sodium  carboxymethy]  cellulose),  acibau  (calcium 
caseinate  and  calcium  carbonate),  and  sodium  bicar- 
bonate. Serum  terramycin  levels  were  determined 
four  hours  after  the  antibiotic  and  antacid  were 
administered. — W.  B.  Parsons,  Jr.,  M.D.,  and 
William  E.  Wellman,  M.D.,  Proceedings  of  the  Staff 
Meetings  of  the  Mayo  Clinic,  July  4,  1951 
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DURING  the  past  year  there  has  been  an 
alarming  increase  in  the  use  of  heroin 
among  the  adolescents  of  New  York  City.  The 
problem  has  received  great  publicity  in  the  press. 
The  Children’s  Courts  discovered  that  many  boys 
before  them  on  delinquency  charges  were  using 
drugs.  While  opium  addiction  has  been  a public 
health  problem  on  both  a national  and  inter- 
national scale  for  many  years,  adolescent  addicts 
have  been  very  infrequently  encountered.1,2 
One  exception  was  the  sudden  increase  in  mari- 
huana addiction  in  this  city  during  the  late 
1930’s.3  Until  the  present  episode,  narcotic 
addiction  was  an  infrequent  problem  in  this 
hospital  and  nonexistent  on  the  boys  adolescent 
ward. 

From  1941  to  1950  an  average  of  20  patients 
a year  was  admitted  to  the  psychiatric  service 
because  of  heroin  and  morphine  addiction. 
No  person  under  twenty-one  years  of  age  was 
so  diagnosed  from  1940  to  1948.  In  1949  we 
had  one  and  in  1950  11  cases  of  heroin  addiction 
in  this  age  group.  During  the  first  seven  months 
of  1951,  260  boys  and  girls  entered  this  hospital 
for  this  problem. 

The  following  is  a breakdown  of  these  ad- 
missions: 


Age 

Number 

Sex 

Race 

Sources 

14 

9 

Male  195 

White  70 

Family 

128 

15 

27 

Female  65 

Nonwhite  190 

Courts 

91 

16 

40 

Social 

agencies 

11 

17 

55 

18 

51 

School 

19 

39 

• 

Self 

13 

20 

39 

Other 

13 

Large  numbers  of  teen-age  youths  in  this 
city  are  using  heroin.  In  January,  1951,  the 
police  estimated  that  there  were  more  than  5,000 
such  addicts.  Morphine  is  not  being  used; 
marihuana  has  been  relegated  to  a minor  role. 
Cocaine  is  occasionally  mixed  with  heroin  to 
make  a “speedball”  to  produce  an  excessive 
“kick.”  Since  Dreser  first  produced  heroin  (di- 
acetylmorphine),  it  has  become  the  drug  of  choice 
in  illicit  traffic.  Its  pharmacologic  effects  are  the 
same  as  morphine  save  for  a fourfold  increase  in 
potency. 

Material 

Thirty-six  consecutive  admissions  of  heroin 
addicts  to  the  boys  ward  of  this  hospital  were 


intensively  studied  and  form  the  basis  of  this 
report.  The  average  period  of  addiction  was 
about  six  to  eight  months  with  a range  of  one  to 
twenty-four  months.  Two  to  six  capsules  a day, 
at  a cost  of  50  cents  to  $1.00  per  capsule,  have 
been  the  average  amount  used.  A few  of  our 
patients  have  taken  as  many  as  20  capsules  per 
day.  The  narcotic  division  of  New  York  City 
states  that  the  average  capsule  contains  1 to 
3 per  cent  pure  heroin. 

With  two  exceptions,  all  of  these  boys  were 
of  Negro  or  Puerto  Rican  descent;  all  were  from 
the  Harlem  area.  Boys  and  girls  from  this  area 
suffer  keenly  from  the  discriminatory  practices 
directed  against  their  racial  groups.  This  sec- 
tion has  the  highest  crime  and  disease  rate  of  the 
whole  city.  At  the  present  time  the  illicit  sale  of 
heroin  is  very  widespread  there ; peddlers,  we  are 
told,  flourish  on  almost  every  block.  There  is 
scarcely  a boy  from  this  section  who  is  not 
acquainted  with  the  drug.  Many  of  their 
friends  are  active  addicts.  To  date,  the  wave  of 
addiction  has  spread  to  other  portions  of  this 
city.  Other  large  cities  in  this  country  and 
Canada  are  faced  with  this  problem.  Many  boys 
have  attempted  to  break  themselves  of  this 
habit  by  enlisting  in  one  of  the  services.  We 
have  heard  from  our  patients  that  some  of  these 
boys  have  returned  to  the  use  of  heroin  while 
on  active  service. 

Medical  Aspects 

To  date,  we  have  observed  no  serious  with- 
drawal symptoms.  Many  of  the  boys  have 
experienced  no  ill-effects.  The  others  have 
exhibited  slight  restlessness,  increased  perspir- 
ation, lacrimation,  rhinorrhea,  tachycardia,  and 
insomnia.  About  20  per  cent  have  required  small 
dosages  of  Sodium  Amytal.  No  one  has  as 
yet  required  specific  replacement  therapy.  In 
no  case  have  symptoms  persisted  beyond 
forty-eight  hours.  We  have  been  impressed  by 
the  fact  that  our  patients  did  not  beg  for  nar- 
cotics, as  do  many  adult  addicts,  but  rather 
preferred  to  do  without  medication. 

One  serious  complication  has  arisen.  Three 
male  addicts,  all  over  eighteen  years  of  age. 
have  developed  hepatitis.  Two  recovered,  and 
one  died.  Autopsy  revealed  acute  atrophy  of  the 
liver.  The  infection  was  apparently  the  result 
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of  the  frequent  practice  of  sharing  a common 
needle.  This  focuses  on  a potentially  serious 
public  health  problem  and  the  need  to  examine 
every  addict  for  this  complication  for  a period 
up  to  three  months  following  the  last  injection. 

Development  of  the  Addiction 

The  teen-age  boy  or  girl  is  commonly  intro- 
duced to  the  drug  by  other  boys  or  peddlers  who 
give  it  to  them  free  to  initiate  a habit.  Curiosity 
and  the  strong  desire  for  group  status  are  the  main 
motives  behind  their  experimentation  with 
the  drug. 

The  addict  usually  begins  by  sniffing  or 
“snorting”  through  the  nose;  then  he  max-  turn 
to  skinpopping  (subcutaneous  route)  ami  end  by 
“shooting  the  main  line”  (intravenous  route). 
The  technic  for  self-administration  is  very  simple. 
The  powder  is  mixed  with  water  in  a spoon, 
heated  over  a flame,  and  then  drawn  into  an  eye 
dropper  which  is  fitted  to  a hypodermic  needle. 
The  contents  are  injected  directly  into  the  vein. 
Needles  are  frequently  reused  without  steril- 
izing and  are  often  shared.  A hypodermic 
syringe  is  seldom  used,  as  it  is  difficult  to  obtain 
and  damaging  evidence  if  one  is  apprehended. 
We  are  told  that  these  simple  supplies  are  easily 
purchased  in  many  drugstores. 

The  drug  is  taken  alone  or  in  groups  of  other 
boys,  seldom  in  mixed  groups  of  boys  and  girls. 
The  usual  places  are  rooftops,  basements,  and 
school  and  movie  Iavoratories.  The  boy  becomes 
anxious  immediately  after  taking  the  drug. 
Then  he  experiences  a loosening  of  the  tension 
with  subjective  euphoria  and  a feeling  of  in- 
creased self-confidence.  A sensation  of  floating- 
through  space  is  frequently  described.  Their 
drives  (especially  the  sexual)  are  diminished. 
They  lose  interest  in  girls,  find  it  difficult  or 
impossible  to  achieve  an  erection  while  “high”. 
The  boys  also  find  it  difficult  to  urinate,  although 
a sense  of  urgency  is  felt,  as  the  drug  may  pro- 
duce a spasm  of  the  vesicle  sphincter.4 

As  the  habit  develops,  the  boys  give  up 
interest  in  school,  in  sports,  and  in  their  friends. 

While  “high”  they  prefer  to  be  alone  in  a dark 
room  listening  to  soft  music  on  the  radio,  or  at  a 
movie.  They  usually  chain-smoke.  During  this 
period  (“goofing”),  the  boys  indulge  in  excessive 
fantasy  life.  They  become  irritable  if  disturbed 
at  this  time.  They  occasionally  have  experiences 
such  as  seeing  faces  in  the  shadows  or  hearing 
their  names  called. 

A feeling  of  depression  follows  the  euphoria, 
which  appears  to  have  both  a physiologic  and  psy- 
chologic mechanism.  In  the  attempt  to  over- 
come this  depression,  larger  and  more  frequent 
amounts  of  the  drug  are  used.  This  plus  the 
physiologic  dependence  produces  a true  addiction. 


When  this  addiction  develops,  delinquent  activ- 
ity frequently  follows.  They  sell  or  “push”  the 
drug  to  other  boys,  are  truant  from  school,  sell 
their  clothes,  engage  in  robberies— in  the  attempt 
to  gain  money  to  purchase  the  drug. 

Group  Characteristics 

We  compared  the  group  of  adolescent  addicts 
with  a control  group  of  the  same  age  range, 
racial,  and  economic  backgrounds  and  found 
several  common  features  in  the  addict  group.5 
They  are  nonaggressive  in  their  social  behavior, 
resorting  to  the  use  of  passive,  manipulating 
technics.  They  give  the  impression  of  social 
ease  and  grace.  With  the  exception  of  their 
relationships  with  the  mothers,  their  object 
relationships  are  weak,  superficial,  and  tentative. 
They  have  many  acquaintances  but  few  close 
friends.  The  relationships  with  the  mother 
are  close,  empathic  ones.  Many  considered 
themselves  their  mother’s  favorites.  Many 
planned  to  enter  domestic-type  occupations  such 
as  cooking,  baking,  and  tailoring. 

All  of  these  boys  live  a rich  fantasy  life  of  a 
grandiose  nature.  Under  the  influence  of  the 
drug  these  fantasies  take  on  an  omnipotent 
character.  This  is  associated  with  actual  feel- 
ings of  inferiority  and  inadequacy. 

Under  the  influence  of  the  drug  the  boys  be- 
come withdrawn  as  the  addiction  progresses. 
They  renounce  their  friends,  their  social,  scho- 
lastic, and  athletic  interests.  Reality  contracts 
until  it  is  eventually  limited  to  the  hypodermic 
needle. 

Psychometric  testing  revealed  that  the  intellec- 
tual level  of  functioning  of  the  addict  group 
ranged  from  borderline  to  high  average  and  cor- 
responded closely  with  the  intellectual  level  of 
the  general  ward  population.  All  the  boys 
showed  poor  performance  on  educational  tests. 
Projective  tests  corroborated  our  clinical  findings 
with  regard  to  the  common  personality  features 
of  the  group. 

Comment 

The  uniformity  with  which  the  above-de- 
scribed personality  traits  were  found  in  the  mem- 
bers of  the  addict  group  was  very  striking.  We 
do  not  believe,  however,  that  all  adolescents  with 
these  traits  will  become  addicts.  The  problem 
involves  a complex  of  determinants  including 
economic  and  social  factors.  The  activities  of 
dope  peddlers,  curiosity,  group  pressures,  racial 
prejudices,  limited  recreational  facilities,  and 
social  deprivations  are  only  some  of  the  factors. 
Boys  who  handle  their  problems  in  an  aggressive 
manner,  those  who  have  strong  interpersonal 
ties,  and  those  who  derive  sufficient  satisfaction 
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from  daily  living  are  not  likely  to  become  ad- 
dicted. 

It  appears  that  certain  types  of  individuals 
have  a strong  compulsive  need  to  repeat  the  sub- 
jective experiences  that  the  drug  induces.  This 
experience  has  the  following  features: 

1.  A disappearance  of  anxiety  and  a feeling 
of  euphoria  with  a sensation  of  buoyancy  or  float- 
ing. 

2.  Increased  self-esteem  and  self-confidence. 
A feeling  of  positiveness  consisting  of  the  convic- 
tion of  seeing  in  a situation  all  the  pertinent  re- 
lationships necessary  for  a correct  solution  and 
of  having  the  ability  to  carry  out  the  acts  neces- 
sary for  that  solution. 

3.  Fantasies  of  omnipotence. 

Actually,  under  the  influence  of  the  drug  their 
judgment  and  performance  are  impaired.  They 
resent  the  intrusion  of  any  reality  that  challenges 
their  illusions  of  omnipotence  and,  as  a conse- 
quence, isolate  themselves  in  order  to  preserve 
these  illusions. 

Management  of  the  Problem 

There  appears  to  be  some  misunderstanding 
of  the  nature  of  the  problem  of  drug  addiction 
among  adolescents.  This  misunderstanding  de- 
rives from  the  tendency  to  equate  it  to  the  prob- 
lem in  adults  and  also  to  make  ready  judgments 
as  to  the  type  of  boy  that  is  involved.  Two  pop- 
ular and  incorrect  opinions  are  that,  on  the  one 
hand,  these  boys  are  hoodlums,  incorrigible  de- 
linquents, and  psychopaths  who  can  be  handled 
only  by  strong  repressive  and  restrictive  meas- 
ures and,  on  the  other  hand,  that  they  are  severe 
psychoneurotic  cripples  whose  only  salvation  is  in 
long,  intensive  psychotherapy. 

As  a group,  these  boys  are  neurotic  character 
disorders.  Under  ordinary  circumstances,  many 
of  them  would  have  made  adequate  adjustments. 
They  do  not  consider  themselves  ill  and  have  no 
motivation  for  psychotherapy. 

In  adolescence,  the  character  structure  is  not 
set — the  individual  is  still  making  important 
basic  adjustments  to  living.  This  turbulent 
period  involves  numerous  physiologic  and  psy- 
chologic changes.  We  have  observed  severe 
psychologic  disturbances  of  the  adolescent  period 


clear  up  without  benefit  of  psychotherapy.  At 
the  same  time,  heroin  addiction  with  its  attendant 
social  withdrawal  during  the  period  of  adolescent 
adjustment  may  have  very  crippling  effects  on 
the  personality.  For  the  adolescent  to  solve  his 
problems  and  complete  his  maturation,  active 
participation  in  the  experiences  of  constructive 
living  is  necessary. 

W e recommend  the  following  measures: 

1.  Strenuous  police  action  to  eradicate  the 
illegal  sale  of  narcotics. 

2.  Educational  programs  brought  to  ado- 
lescents and  those  responsible  for  their  care,  e.g., 
teachers,  social  workers,  etc.,  to  stress  the  serious- 
ness of  the  problem. 

3.  The  expansion  of  existing  psychiatric  facili- 
ties to  serve  the  youthful  addict,  to  determine 
which  need  hospitalization  for  intensive  therapy 
of  withdrawal  symptoms  and/or  psychiatric 
study. 

4.  The  institutions  for  delinquent  and  mal- 
adjusted adolescents  be  used  as  rehabilitation 
centers  for  periods  up  to  two  years  with  periodic 
trial  visits  to  the  home.  We  do  not  believe  that 
prolonged  hospitalization  or  the  creation  of 
special  institutions  is  necessary  or  desirable. 

Summary 

1.  A study  based  upon  the  examination  of  a 
group  of  adolescent  heroin  addicts  is  presented. 

2.  The  development  of  heroin  addiction  is 
described  with  its  dangerous  effects,  both  physi- 
cal and  psychologic. 

3.  A psychologic  picture  of  the  group  is  pre- 
sented. 

4.  Suggestions  for  management  of  this  prob- 
lem are  offered. 

The  psychologic  tests  were  administered  by  Renate  Safrin, 
M.S. 
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IN  THE  total  rehabilitation  of  paraplegics  and 
quadriplegics  it  was  considered  necessary  to 
place  bowel  regulation  on  a regime  consistent  with 
the  physiologic  pathology  present  in  these  pa- 
tients. Teaching  a man  to  operate  a punch  press 
is  not  worth  while  unless  he  is  able  to  utilize  the 
skill  in  earning  a livelihood.  Similarly,  teaching 
a person  who  is  paralyzed  below  the  chest  to  move 
himself  from  bed  to  wheelchair  and  thence  to  the 
toilet  avails  nothing  if  that  chain  of  events  does 
not  result  in  successful  performance  of  bladder 
and/or  bowel  elimination. 

Therefore,  as  a concomitant  part  of  rehabilita- 
tive training  of  the  paraplegic  patient  in  perform- 
ing certain  motor  skills  enabling  him  to  eat,  get 
out  of  bed,  ambulate,  and  travel  to  a job,  he  must 
also  learn  to  take  care  of  personal  needs,  the  most 
important  of  which  are  bladder  and  bowel  regu- 
lation. 

A brief  review  of  the  normal  physiology  of  in- 
testinal movements  including  defecation  and 
observations  of  intestinal  activity  in  cases  of 
transverse  myelopathy  is  pertinent  to  any  con- 
clusions which  may  be  drawn. 

Physiology  of  Intestinal  Movements 

Although  physiologists  disagree  over  the  word- 
ing of  the  “law  of  the  intestine”  described  by 
Bayliss  and  Starling,  none  dispute  the  fact  that 
waves  travel  more  easily  caudad  than  cephalad, 
which  Alvarez  terms  “polarity  of  the  bowel.”1 
Propulsive  forces  which  move  the  contents  of  the 
small  intestine  along  its  lumen  are  (1)  large  peris- 
taltic waves,  (2)  segmenting  movements,  (3) 
pendular  movements  of  the  bowel  wall,  and  (4) 
continuous  fine  movements  of  the  intestinal  villi. 
To  the  myenteric  plexuses  have  been  ascribed 
the  functions  of  expediting  conduction  and  cor- 
relating muscle  fiber  contractions. 

In  the  small  intestine  gradients  of  muscle  tonus 
and  rhythmicity,  muscle  thickness,  intestinal  irri- 
tability, chemical  activity,  and  pH  have  been 
demonstrated  extending  from  the  duodenum, 
where  the  gradient  for  each  of  these  functions  is 
relatively  high,  to  the  ileocecal  valve,  where  the 
gradient  is  low.  Both  the  vagus  and  splanchnic 
nerves  innervate  the  small  intestine.  In  addition 
to  nervous  controls  from  higher  centers  through 
the  posterior  columns  and  autonomic  ganglia, 
intercommunications  of  the  nerve  mechanism  be- 
tween various  sections  of  the  small  intestine  ap- 


pear to  exist.  It  is  postulated  that  perhaps  the 
gastrocolic  reflex  may  be  explained  on  this  basis. 
Vagal  stimulation  appears  to  be  a mixture  of 
transient  inhibition  and  stimulation. 

Propulsion  of  enteric  contents  through  the 
large  bowel  is  probably  by  two  mechanisms:  (1) 
slow,  weak  peristaltic  movements  of  the  intesti- 
nal wall  and  (2)  a mass  peristaltic  wave  as  de- 
scribed by  Holtzknecht.2  Gradients  of  sensitive- 
ness and  rate  of  rhythmic  contraction  have  been 
found  by  Alvarez  in  the  large  bowel,  with  the 
greatest  activity  occurring  in  the  cecum.  Un- 
doubtedly, pressure  from  material  being  passed 
through  the  ileocecal  valve  assists  the  movement 
of  contents  of  the  first  part  of  the  colon.  A mass 
movement  occurs  at  infrequent  intervals,  being 
initiated  by  the  gastrocolic  reflex  and  such  psychic 
influences  as  taste,  smell,  thought  of  savory  food, 
or  some  disturbing  emotion.  Thus  the  contents 
of  the  more  proximal  colon  are  passed  to  the  sig- 
moid. In  roentgen  studies  in  normal  subjects. 
Hurst  found  that  the  evacuation  of  the  colon  ex- 
tended as  far  as  or  even  farther  than  the  splenic 
flexure.3 

Normal  Physiology  of  Defecation 

The  act  of  defecation  is  initiated  by  the  passage 
of  fecal  material  past  the  resistance  of  the  pelvi- 
rectal junction.  It  is  apparently  dependent 
upon  four  factors:  (1)  mass  peristaltic  wave  pro- 

duced by  alternate  and  progressive  contraction 
of  longitudinal  and  circular  smooth  muscle  fibers, 
(2)  coordinate  relaxation  of  the  internal  anal 
sphincter,  (3)  intrarectal  pressure  of  40  to  50 
mm.  of  mercury,  and  (4)  relaxation  of  the  ex- 
ternal anal  sphincter  and  contraction  of  the  leva- 
tores  ani,  the  transverse  perinaei,  and  coccygeus 
muscles. 

Koppanyi  has  shown  evidence  that  there  may 
be  a cerebral  center  for  defecation  in  the  floor  of 
the  fourth  ventricle.4  Langworthy  and  Rosen- 
berg described  a center  in  the  midbrain  which 
controls  the  tone  of  the  rectum.5  Suffice  it  to 
say  that  there  is  undoubtedly  an  element  of  in- 
fluence from  the  brain  upon  defecation. 

From  kymographic  studies  of  defecation  in 
39  normal  male  subjects  Rendich  and  Harrington 
in  1938  gained  the  impression  that  the  colon  was 
stimulated  reflexly  from  the  rectum.6  Using  in- 
flated balloons  at  various  levels  in  the  recta  of 
normal  subjects,  Denny-Brown  and  Robertson 
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in  1935  concluded  that  “the  reciprocation  be- 
tween the  rectum  and  sphincter  which  we  find 
to  be  induced  by  inflation  of  a segment  of  rectum 
at  a distance  from  the  sphincter  appears  to  be  of 
necessity  nervous  in  origin.”7  This  investigator 
also  noted.  that  voluntary  control  over  defecation 
extends  directly  only  to  the  external  anal  sphinc- 
ter, which  was  not  found  to  be  tonic  although  it 
contracts  reflexly  in  response  to  the  flexion  reflex 
and  in  synergy  with  the  remainder  of  the  abdomi- 
nal parietes. 

Intrarectal  pressure  may  be  increased  by  (1) 
mass  passage  of  bolus  of  fecal  material  from  the 
colon  to  the  rectum,  (2)  contraction  of  the  ab- 
dominal muscles  against  the  resistance  of  the 
Ievatores  ani  and  the  perineum,  and  (3)  contrac- 
tion of  the  smooth  muscle  of  the  wall  of  the  rec- 
tum. 

Factors  That  Influence  the  Rate  of  Progress 
of  Food  Along  the  Intestine 

1.  The  chemical  and  physical  character  of 
food  influences  transportation  through  the  gastro- 
intestinal tract.  Heile,  Miller,  Rubner,  and 
others  found  that  foods  of  low  residue,  such  as  lean 
meats,  eggs,  cooked  rice,  noodles,  macaroni,  and 
white  bread,  tend  to  be  more  completely  digested 
and  pass  along  the  intestine  at  a slower  rate  than 
foods  such  as  cabbage,  milk,  cheese,  carrots, 
bananas,  and  animal  fats,  which  are  poorly  di- 
gested and  leave  a large  residue.1  It  is  a time- 
tested  clinical  observation  that  low-residue  diets 
are  desirable  in  controlling  diarrhea,  whereas 
high-residue  diets  enhance  diarrhea.  This  may 
be  partly  explained  by  increased  local  activity  of 
the  intestinal  villi  in  response  to  the  mechanical 
irritation  of  the  undigested  particles. 

2.  Physiologic  variations  in  the  activity  of  the 
intestinal  musculature  and  absorptive  function 
of  the  colon  between  individuals  affect  the  con- 
sistency of  the  intestinal  contents. 

3.  Muscular  exercise  increases  intestinal 
movement.  A normal  individual  when  confined 
to  bed  for  a period  of  time  will  usually  experience 
a change  of  bowel  routine. 

4.  Emotional  states,  through  interplay  of  the 
endocrine  glands  upon  physiologic  processes,  affect 
intestinal  activity. 

Observations  of  Intestinal  Activity  in  Pa- 
tients with  Spinal  Cord  Lesions 

Paraplegics  readily  discover  that  the  chemical 
and  physical  characteristics  of  food  greatly  affect 
their  bowel  routine.  Injudicious  consumption  of 
fruits,  chocolate,  and  nuts  produce  frequent  and 
embarrassing  bowel  movements,  while  a diet  of 
low-residue  foods  tends  to  create  problems  of 
constipation.  Diets  recommended  for  para- 
plegics at  the  Institute  of  Physical  Medicine  and 
Rehabilitation  in  New  York  City  therefore  con- 


tain a moderate  residue  adjusted  to  the  individual 
requirements. 

Muscular  exercise  appears  to  augment  intesti- 
nal activity,  for  while  the  paraplegic  is  on  bed 
rest,  due  to  a cold  or  decubitus  ulcer,  he  finds  de- 
fecation difficult.  Upon  resuming  normal  ac- 
tivity and  returning  to  the  job,  these  patients 
generally  are  able  to  regulate  the  bowel  movement 
to  a daily  routine.  From  a previous  study  of  the 
rate  of  progress  of  barium  through  the  gastro- 
intestinal tract  in  paraplegics  and  quadriplegics 
by  means  of  serial  x-rays,  the  authors  were  unable 
to  conclude  definitely  that  exercise  or  muscular 
activity  influenced  the  transportation  of  barium; 
however,  the  impression  was  gained  that  ambu- 
latory paraplegics  showed  the  barium  to  be  more 
distal  at  a given  time  than  those  confined  to  bed 
or  wheelchair.  Level  of  the  lesion  appeared 
not  to  be  significant.  It  is  felt  by  some  para- 
plegics that  the  mechanical  factor  of  bouncing  to 
the  toilet  on  crutches  and  braces  at  the  regular 
postprandial  period  also  aids  in  the  passage  of 
feces  from  sigmoid  to  rectum. 

Some  quadriplegics,  with  absent  abdominal 
musculature,  attribute  their  regularity  to  an  ab- 
dominal support  or  belt,  while  a Cred6-type 
maneuver  has  been  found  helpful  by  paraplegic 
patients  in  assisting  defecation.  This  maneuver 
probably  produces  the  desired  response  by  re- 
flex stimulation  and  by  increasing  the  intrarectal- 
pressure.  Head  and  Riddoch  observed  that  when 
the  so-called  automatic  functions  of  the  body  as- 
sume primary  activity  following  spinal  cord  dys- 
function, various  stimuli  to  the  body  give  rise  to 
increased  intestinal  tone.8  For  example,  evacu- 
ation of  the  bowel  and  bladder  was  facilitated  by 
scratching  the  sole  of  the  foot.  Other  trigger 
areas  about  the  perineum  and  anus  which  help  to 
initiate  defecation  are  used  by  our  patients. 

“The  efficiency  of  defecation  following  trans- 
verse spinal  lesions  seems  to  depend  on  the  rela- 
tively small  force  exerted  by  the  rectal  muscle. 
This  weakness  continues  even  after  there  has 
been  ample  recovery  of  the  automatic  or  reflex 
function  of  the  terminal  segment  of  bowel.”1  In 
their  observations  on  paraplegics,  Denny-Brown 
and  Robertson  report  “a  momentary  increase  of 
abdominal  pressure  brought  about  by  the  ob- 
server passively  elicits  in  most  striking  way  a 
similar  relaxation  of  the  sphincter.  The  relax- 
ation here  has,  however,  a delay  in  onset  of  over 
three  seconds.”7  Sudden  inflation  of  the  sphinc- 
ter ani  was  followed  by  an  increase  in  rectal  pres- 
sure resulting  in  defecation.  Practical  applica- 
tion of  these  findings  in  bowel  regulation  for  para- 
plegics ensues,  to  wit,  initiation  of  defecation  by 
digital  dilatation  of  the  anal  sphincter. 

As  a part  of  our  study  on  bowel  regulation  in 
paraplegics,  a series  of  cases  was  given  a niethyl- 
cellulose  preparation,  called  by  the  trade  name 
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TABLE  I. — Observations  on  15  Patients  Treated  With  Cellothyl 


Age 

(Years) 

Level 

of 

Lesion 

Previous 

Regulation 

Type  of 
Cellothyl 

Number  of 
Days 
Trial 

Results 

19 

Fifth,  sixth  cervical 

Enema  every  3 days 

3 Gm„  crystals, 
three  times  daily 

4 

No  result;  complained  of  feel- 
ing full. 

47 

Fifth,  sixth  cervical 

2 glycerine  supposi- 
tories daily,  occa- 
sionally enema 

3 tablets,  three 
times  daily 

14 

Daily,  soft  defecation;  com- 
plained of  full  feeling,  much 
gas. 

29 

Eleventh  dorsal 

Enema  every  third 
day 

3 tablets,  three 
times  daily 

10 

No  result;  required  enema 

while  on  drug. 

26 

Ninth  dorsal 

2 glycerine  supposi- 
tories daily 

3 tablets,  three 
times  daily 

15 

Daily,  soft,  formed  stools;  no 
complaints. 

40 

Eleventh  dorsal 

1 glycerine  suppository 
daily 

3 tablets,  three 
times  daily 

20 

Daily,  soft,  formed  stools;  no 
complaints. 

43 

Eighth  dorsal 

Irregular  and  difficult, 
even  with  enemas 

3 Gm.,  crystals, 
twice  daily 

36 

Regulated  every  day,  soft, 
formed  stools;  required  no 
enemas;  no  complaints. 

26 

Ninth  dorsal 

2 glycerine  supposi- 
tories daily 

3 Gm.,  crystals, 
three  times  daily 

14 

Daily  soft,  formed  stools. 

36 

Ninth  dorsal 

Irregular  and  difficult 
with  enemas 

3 Gm.,  crystals, 
three  times  daily 

10 

No  results;  returned  to 

enemas. 

42 

First  lumbar 

Enema  every  second 
day 

3 Gm.,  crystals, 
three  times  daily 

15 

No  results;  complained  of  feel- 
ing full;  required  enema; 
nauseated. 

46 

Tenth  dorsal 

Irregular,  difficult 
with  enemas 

1 Gm.,  crystals, 
three  times  daily 

20 

Daily,  soft,  formed  stools; 
no  complaints. 

24 

Twelfth  dorsal 

1 glycerine  supposi- 
tory daily 

1 tablet,  three 
times  daily 

18 

Daily,  soft,  formed  stools; 
no  complaints. 

28 

Ninth  dorsal 

2 glycerine  supposi- 
tories occasionally 
enemas 

3 Gm.,  crystals, 
three  times  daily 

13 

No  results. 

19 

Tenth  dorsal 

1 glycerine  supposi- 
tory daily 

1 Gm.,  crystals, 
three  times  daily 

30 

Daily,  soft,  formed  stools. 

24 

Eighth  dorsal 

Enema  every  other 
day 

1 tablet,  three  times 
daily 

60 

Daily,  formed  stools;  no  com- 
plaints. 

33 

Eleventh  dorsal 

Irregular,  digital 
evacuation  every 
other  day 

3 tablets,  three  times 
daily 

30 

Daily,  soft,  formed  stools;  no 
complaints. 

Cellothyl,  which  appeared  to  be  the  least  nocuous 
bulk-type  laxative  available.*  Reports  of  its 
use  in  improving  bowel  function  in  various  di- 
gestive and  intestinal  dysfunctions  have  been 
reported  by  Bargen,  Schweig,  and  others.9,10 
Cellothyl,  obtained  in  crystalline  or  tablet  form, 
is  readily  soluble  in  water  or  milk  or  may  be 
mixed  with  the  patient’s  food.  Table  I summar- 
izes our  observations.  Most  of  the  patients  who 
were  regulated  satisfactorily  on  glycerine  supposi- 
tories likewise  responded  to  Cellothyl  with  a daily 
bowel  movement  of  normal  consistency.  In 
three  cases  which  required  severe  laxatives  or 
periodic  high  enemas,  there  were  established 
with  Cellothyl  daily  evacuations  of  soft,  formed 
stools.  Although  no  improvement  in  bowel  habit 
was  obtained  in  five  of  the  15  cases  herein  re- 
ported, early  and  persistent  trial  with  such  a lax- 
ative may  be  efficacious  even  in  these  cases. 

Attempts  at  defecation  are  encouraged  to  fol- 
low breakfast  or  the  evening  meal,  thus  utilizing 
the  additional  stimulus  of  the  gastrocolic  reflex. 
In  the  hospital  as  well  as  in  the  home  the  patient 
must  allow  time  in  his  schedule  to  perform  this 
function.  Adaptation  of  the  home  bathroom 
facilities  to  accommodate  a wheelchair,  provision 
of  supportive  wall  handles,  adjustment  of  the 
height  of  the  toilet  seat,  and  making  toilet  tissue 
accessible  add  to  the  safety,  efficiency,  and  com- 
fort of  toilet  activities. 


* Manufactured  by  Chilcott  Laboratories,  Division  of 
Maltine  Company. 


In  their  studies  on  the  effect  of  cutting  various 
nerves  and  administering  certain  drugs,  Frankl- 
Hochwart  and  Frohlich  concluded  that  the  rec- 
tum possesses  a high  degree  of  automatic- 
ity.1  The  internal  anal  sphincter  becomes  the 
controlling  mechanism  after  injury  to  the  cord 
due  to  its  innervation  through  the  autonomic 
nervous  system,  while  the  external  sphincter, 
or  “safety  valve,”  which  functions  through  the 
peripheral  nerves,  becomes  inactive.  Thus  far, 
drugs  have  not  effectively  improved  the  inherent 
automaticity  of  the  bowel  wall  or  sphincters  in 
paraplegia. 

Conclusions 

Rehabilitation  of  the  physically  handicapped 
implies  their  return  to  as  near  normal  appear- 
ance and  function  as  is  possible.  Therefore,  as  a 
step  toward  normalcy,  the  basic  principles  of 
bowel  management  are  outlined  as  follows: 

1.  A balanced  diet  with  moderate  residue, 
modified  to  meet  the  individual  patient’s  need. 

2.  Regularity  of  defecation,  preferably  fol- 
lowing the  evening  meal  and  allowing  ample  time. 

3.  Daily  exercise,  ambulating  in  braces  and 
crutches. 

4.  Pharmaceutical  aids,  glycerine  suppositor- 
ies preferred,  or  if  desired  a mild-acting  agent 
such  as  methylcellulose.  Enema  used  only 
when  leakage  or  severe  constipation  occurs. 
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II.  Gastrointestinal  X-ray  Studies  in  Paraplegia 


AN  IMPORTANT  problem  of  the  total  re- 
habilitation of  the  paraplegic  patient  is  the 
regulation  of  his  bowel  habits.  One  of  the  first 
questions  that  comes  to  mind  is  whether  the  in- 
testinal tract  transports  its  contents  abnormally. 
Also,  is  there  any  similarity  between  the  type  of 
neuromuscular  disability — flaccidity  or  spasticity 
— and  the  tone  of  the  intestinal  musculature? 
Therefore,  in  order  to  answer  some  of  these  ques- 
tions and  thereby  add  to  our  knowledge  regard- 
ing the  care  and  treatment  of  the  paraplegic,  a 
group  of  20  patients  with  various  types  and  levels 
of  spinal  cord  lesions  received  routine  gastro- 
intestinal x-ray  series  as  a part  of  their  medical 
work-up  on  the  wards  of  the  Department  of 
Physical  Medicine  and  Rehabilitation,  New 
York  University-Bellevue  Medical  Center.  The 
findings  in  these  20  cases  are  recorded. 

Method 

Each  patient  was  prepared  in  the  usual  manner 
with  2 ounces  of  castor  oil  the  evening  prior  to  the 
examination,  an  enema  until  clear,  and  no  break- 
fast the  morning  of  the  x-ray  series.  The  patient 
was  observed  under  the  fluoroscope  in  a semi- 
supine position  while  drinking  a quart  of  aqueous 
suspension  of  barium  sulfate.  Because  the  roent- 
gen studies  were  done  in  three  different  x-ray 
divisions  and  by  different  observers,  the  time  in- 
terval between  films  varies.  Some  patients  were 
filmed  initially,  then  at  two  hours,  four  hours,  six 
hours,  and  twenty-four  hours;  the  majority  were 
filmed  initially,  then  at  two  hours,  five  hours, 
and  twenty-four  hours  following  ingestion  of  the 
barium  solution.  In  three  cases,  taken  princi- 
pally because  of  symptoms  of  peptic  ulcer,  no 
twenty-four-hour  films  were  made. 

Normal  Rate  of  Progress  of  Barium 
Through  the  Gastrointestinal  Tract 

The  usual  time  required  for  a barium  meal  to 
pass  from  the  stomach  to  the  pelvic  colon  is  from 
twelve  to  fourteen  hours.  The  material  com- 
mences to  leave  the  stomach  almost  immediately 
after  being  swallowed,  and  it  is  generally  com- 
pletely empty  in  about  three  hours.  In  about 
two  to  two  and  one-half  hours  the  barium  begins 
to  pass  the  ileocecal  valve,  reaching  the  hepatic 
flexure  in  about  four  hours  and  the  splenic  flexure 
in  about  six  hours.  Most  of  the  barium  collects 
in  the  colon  by  about  nine  hours.  Barium  first 


begins  to  appear  in  the  stool  about  twenty-four 
hours  after  ingestion,  while  the  last  traces  leave 
the  body  in  about  thirty-six  to  forty-eight  hours. 

Rate  of  Progress  of  Barium  Through  the 
Gastrointestinal  Tract  of  Paraplegic 

From  these  x-ray  series  the  progress  of  barium 
in  20  patients  with  spinal  cord  lesions  was  tabu- 
lated as  to  time  and  correlated  with  the  appear- 
ance of  the  bowel  wall,  age  of  the  patient,  level  of 
lesion,  etiology  of  the  lesion,  type  of  neuromuscu- 
lar disability,  and  stage  of  rehabilitation  at  the 
time  of  the  gastrointestinal  study. 

Although  two  patients  included  in  this  paper 
were  found  to  have  duodenal  ulcers,  no  conclu- 
sions can  be  drawn,  for  this  group  of  20  patients 
is  not  a true  sampling  of  the  total  number  of 
paraplegics  treated  by  the  Department  of  Physi- 
cal Medicine  and  Rehabilitation.  In  one  case 
the  medical  history  revealed  that  the  father  and 
father’s  brother  were  known  to  have  peptic  ulcers; 
another  patient  recalled  intolerance  to  fried  foods 
and  condiments  and  midepigastric  discomfort 
between  meals  for  several  years  prior  to  the  acci- 
dent. In  all  other  cases  the  stomach  appeared 
normal. 

Sixteen  of  the  1 7 cases  in  which  two-hour  films 
were  taken  showed  some  barium  still  present  in 
the  stomach.  The  remaining  case  was  suffering 
from  diarrhea  at  the  time  of  the  study.  In  13  of 
the  17  cases  barium  was  distributed  throughout 
the  entire  small  intestine  with  the  head  of  the 
column  of  barium  in  the  terminal  ileum  at  the  end 
of  two  hours,  whereas  in  the  remaining  four  cases 
the  head  of  the  barium  column  had  passed  the 
ileocecal  valve.  It  should  be  noted  that  the  prog- 
ress of  the  column  of  barium  in  those  cases  with 
lesions  in  the  cervical  spine  was  similar  to  those 
with  lesions  in  the  thoracic  and  lumbar  regions. 

Five  hours  after  ingestion  of  barium  six  pa- 
tients had  a residue  of  barium  remaining  in  the 
stomach,  two  of  whom  were  referred  to  above  as 
having  duodenal  ulcers.  To  point  out  the  ap- 
parent lack  of  correlation  between  bowel  dynam- 
ics and  level  of  spinal  cord  lesion,  the  four  other 
cases  in  this  group  of  six  whose  stomachs  showed 
residual  barium  at  the  end  of  five  hours  had  le- 
sions at  the  fifth  cervical,' ninth  thoracic,  eighth 
thoracic,  and  first  lumbar  levels.  In  ten  cases  the 
barium  had  progressed  as  far  as  the  splenic  flexure 
or  beyond  with  fairly  even  distribution  through- 
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out  the  entire  length  of  the  colon.  In  only  two 
cases  with  lesions  at  the  eighth  thoracic  and  first 
lumbar  had  the  barium  failed  to  reach  the  first 
portion  of  the  colon.  In  the  three  cases  who  had 
only  the  six-hour  follow-up  films  barium  was  col- 
lected in  the  terminal  portion  of  the  small  bowel 
and  cecum.  It  was  of  interest  to  note  that  in  all 
cases  the  configuration  of  the  small  bowel  ap- 
peared normal,  and  the  large  bowel  showed  nor- 
mal haustral  markings  and  normal  tone.  Neither 
an  “atonic”  nor  a “spastic”  colon  or  segment  of 
colon  was  observed  in  any  of  these  cases. 

At  the  end  of  twenty-four  hours  the  column  of 
barium  had  passed  the  small  intestine  and  stom- 
ach completely  in  all  cases,  and  in  more  than  half 
of  the  patients  barium  had  been  evacuated  to  a 
greater  or  lesser  degree.  In  the  quadriplegics, 
that  is  those  patients  with  lesions  in  the  lower 
cervical  cord  with  paresis  of  all  four  extremities 
and  weakness  of  abdominal  musculature,  none 
of  the  barium  had  been  evacuated;  it  was  still 
present  in  the  colon.  Here  again,  no  correlation 
between  spasticity  and  flaccidity  of  the  skeletal 
muscles  and  muscle  activity  of  the  intestinal  tract 
could  be  drawn,  for  in  the  twenty-four-hour  films 
bowel  tone  and  haustrations  were  consistent  with 
the  normal  pattern. 

Although  from  this  small  series  no  conclusive 
statement  can  be  made  as  to  the  effect  of  exercise 
on  bowel  function,  the  impression  is  gained  that 
ambulation  aided  barium  to  pass  through  the  large 
bowel  and  to  be  evacuated  more  rapidly  than  in 
those  patients  who  were  sedentary.  Three  of  the 
five  patients  who  were  fully  ambulatory  had 
evacuated  most  of  the  barium  by  twenty-four 
hours.  Except  for  the  paraplegic  who  had  diar- 
rhea, the  12  remaining  cases  demonstrated  the 
mass  of  barium  to  be  present  throughout  the 
colon.  Four  of  this  latter  group  had  partial  evac- 
uation of  barium  by  twenty-four  hours,  the  bulk 
of  barium  being  distributed  generally  throughout 
the  colon. 

Case  Reports 

Case  1. — G.  M.,  a thirty-two-year-old  white 
male,  developed  low  back  pain  in  September,  1947. 
The  pain  persisted,  and  chills  and  fever  followed. 
Complete  muscle  paralysis  and  loss  of  sensation  be- 
low the  level  of  the  first  lumbar  segment  with  asso- 
ciated loss  of  bowel  and  bladder  control  occurred  in 
October,  1947.  Spinal  fluid  examination  showed 
only  the  positive  finding  of  136  mg.  per  cent  pro- 
tein. X-ravs  of  the  spine  on  February  10,  1948, 
showed  anterior  wedging  of  the  body  of  the  eighth 
dorsal  vertebra.  On  March  10,  1948,  a spinal  fusion 
from  the  sixth  dorsal  to  the  tenth  dorsal  was  per- 
formed. 

The  diagnosis  was  Pott’s  disease  of  the  dorsal 
spine  with  paraplegia. 

The  physical  examination  in  November,  1948, 
showed  the  following  pertinent  findings : motor — no 
muscle  atrophy  of  lower  extremities,  absent  motor 


power  of  both  legs,  weak  abdominal  muscles,  mod- 
erate spasticity  with  extension-type  mass  reflexes  of 
both  lower  extremities;  sensory — absent  pain, 

touch,  and  temperature  sensation  below  the  level  of 
the  second  lumbar;  reflexes — hyperactive  knee  and 
ankle  jerks  bilaterally,  marked  ankle  clonus  and 
positive  Babinski  bilaterally. 

Rehabilitation  had  progressed  so  that  the  patient 
was  ambulatory  on  double  long  leg  braces  and 
crutches.  The  bladder  emptied  at  intervals  of 
about  one  and  one-half  hours.  The  bowel  was  ade- 
quately regulated  by  one  glycerine  suppository  daily 
after  breakfast. 

X-rays  of  the  gastrointestinal  tract  on  November 
15,  1948,  showed  no  organic  lesion  of  the  stomach  or 
duodenum  and  normal  distribution  of  barium 
throughout  the  small  and  large  intestines.  The 
two-hour  film  showed  residue  of  barium  still  in  the 
stomach,  but  the  head  of  the  column  of  barium  was 
at  the  splenic  flexure.  The  four-hour  film  showed  the 
barium  distributed  throughout  the  colon  and  normal 
bowel  tone  and  haustral  pattern.  The  twenty-four- 
hour  film  showed  a small  residue  of  barium  in  the 
rectum. 

Case  2. — E.  C.,  a sixteen-year-old  white  male,  was 
shot  in  the  back  by  a .22-caliber  long  rifle  on  Nov- 
ember 26,  1949,  with  immediate  paralysis  of  both 
legs  and  loss  of  sensation  below  the  inguinal  regions. 
Initial  examination  revealed  absent  sensation  below 
the  level  of  the  twelfth  dorsal  with  hyperesthesia  of 
the  eleventh  and  tenth  dorsal  segments,  absent  re- 
flexes and  motor  power  below  the  umbilicus,  and  loss 
of  sphincter  control. 

A laminectomy  done  within  a few  hours  showed 
the  cord  to  be  transected  at  the  twelfth  dorsal;  it 
was  impossible  to  remove  the  bullet. 

The  patient  was  transferred  to  the  rehabilitation 
ward  at  Bellevue  Hospital  on  January  17,  1950. 
However,  on  December  20,  1949,  the  following  physi- 
cal therapeutic  procedures  w'ere  begun  on  the  neuro- 
logic ward:  muscle  conditioning  to  the  upper  ex- 

tremities, short  periods  of  sitting  on  the  edge  of  the 
bed,  passive  exercise  to  the  joints  of  the  lower  ex- 
tremities, and  self-care  activities  in  bed  such  as  roll- 
ing himself  in  bed  and  dressing  himself. 

The  diagnosis  was  transection  of  the  spinal  cord 
at  the  twelfth  dorsal  vertebra  with  complete  para- 
plegia. 

On  February  27,  1950,  rehabilitation  training  had 
progressed  so  that  the  patient  had  learned  to  get  in 
and  out  of  bed  from  the  wheelchair,  could  perform 
all  bed  activities,  partially  dress  himself,  and  at- 
tend to  personal  toilet  and  feeding  activities.  He 
engaged  in  a full  schedule  of  rehabilitation  in  his 
wheelchair  six  hours  daily.  The  patient  had  de- 
veloped no  decubiti  and  was  maintained  on  catheter 
drainage  at  this  time. 

X-rays  of  the  gastrointestinal  tract  on  February 
27,  1950,  showed  an  elongated  but  normal  stomach 
and  duodenum.  The  two-hour  film  showed  a resid- 
ual amount  of  barium  in  the  stomach  and  the  head 
of  the  column  of  barium  in  the  lower  small  intes- 
tine. The  five-hour  film  showed  no  barium  pres- 
ent in  the  stomach  or  small  intestine.  The  barium 
was  distributed  throughout  the  colon  with  the  head 
of  the  column  in  the  rectum.  There  appeared  to 
be  normal  haustration  and  tone  of  the  large  bowel. 
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The  twenty-four-hour  film  showed  a residual  amount 
of  barium  still  present  in  the  transverse,  descending 
colon  and  rectum. 

Case  S. — R.  H.  is  a twenty-five-year-old  girl. 
On  September  3,  1947,  she  was  struck  in  the 
back  of  the  neck  by  luggage  when  the  automo- 
bile in  which  she  was  riding  overturned.  Immedi- 
ately she  felt  pain  between  the  shoulders  and  numb- 
ness and  paralysis  of  all  four  extremities.  X-ray  of 
the  cervical  spine  showed  compression  fracture  of 
the  sixth  cervical  vertebra.  Head  tongs  and  trac- 
tion were  applied  immediately  and  maintained  for 
eight  weeks  with  no  improvement  of  symptoms. 

Following  transfer  to  a New  York  hospital  where 
she  could  be  near  home,  a laminectomy  at  the  fifth 
and  sixth  cervical  was  performed  on  June  10, 
1948,  which  showed  destruction  of  the  cord.  In 
October,  1948,  the  patient  was  transferred  to  the 
Department  of  Physical  Medicine  and  Rehabilita- 
tion at  Bellevue  Hospital  as  an  absolute  bed  case 
requiring  a great  deal  of  nursing. 

The  diagnosis  was  compression  fracture  of  the 
sixth  cervical  vertebra  with  flaccid  quadriplegia. 

The  pertinent  physical  findings  in  December, 
1948,  were  as  follows:  motor — fair  muscle  strength 
in  the  biceps  bilaterally,  only  a trace  of  muscle  power 
in  the  triceps,  poor  pronators  and  supinators,  fair 
to  good  scapular  muscles,  atrophy  and  severe  weak- 
ness of  the  wrist,  flexors  and  extensors  of  the  fingers, 
and  intrinsic  muscles  of  the  hand,  absent  abdomi- 
nal muscles,  atrophy  and  absent  active  muscle 
strength  in  both  lower  extremities;  no  contractures 
were  present;  sensory — complete  loss  of  sensation  in 
all  modalities  below  the  level  of  the  second  thoracic 
segment;  reflexes — normal,  deep  tendon  reflexes  in 
both  upper  extremities,  absent  abdominals,  and 
diminished  knee  and  ankle  jerks. 

In  December,  1948,  rehabilitation  had  pro- 
gressed so  that  the  patient  could  move  herself  in 
bed,  dress  herself,  and  propel  her  wheelchair.  The 
neurogenic  bladder  was  regulated  on  a two-hour 
regime.  Bowels  moved  regularly  every  morning 
with  the  aid  of  two  glycerine  suppositories  rectally. 
The  patient  found  that  eating  some  fresh  or  cooked 
fruit  every  day  prevented  a tendency  toward  con- 
stipation. 

X-rays  of  the  gastrointestinal  tract  on  December  17, 
1948,  showed  the  stomach  and  duodenum  to  be  nor- 
mal. The  two-hour  film  showed  a moderate  amount 
of  barium  still  present  in  the  stomach  and  upper 
small  intestine.  The  five-hour  film  showed  a resi- 
due of  barium  present  in  the  stomach  and  the  mass 
of  the  column  of  barium  in  the  lower  small  intestine 
and  ascending  colon.  The  twenty-four-hour  film 
showed  no  barium  in  the  stomach,  the  barium  being 
distributed  throughout  the  large  bowel.  There 
appeared  to  be  normal  bowel  tone  and  normal 
mucosal  pattern  of  the  colon. 

Comment 

In  18  of  the  20  cases  herein  presented,  complete 
loss  of  sensation  and  absence  of  skeletal  muscle 
function  occurred  below  the  level  of  the  lesion. 
One  patient,  whose  etiology  was  a virus  myelo- 
pathy, was  showing  a return  of  sensation  and 


muscle  function  at  the  time  of  the  x-ray  study. 
In  another  case,  which  later  proved  to  be  multiple 
sclerosis,  the  diagnosis  at  the  time  of  the  gastro- 
intestinal series  reported  was  virus  myelopathy, 
and  her  disability  consisted  of  spastic  paraplegia 
with  scattered  tactile  and  pain  sensation  but  ab- 
sent position  and  vibratory  sense  in  the  legs. 

It  is  acknowledged  that  the  rate  of  progress  of 
barium  through  the  bowel  is  not  identical  with 
the  passage  of  food.  However,  comparison  of  the 
progress  of  barium  meal  in  the  normal  and  para- 
plegic subjects  shows  comparable  bowel  activity. 

In  accord  with  other  reports,  this  series  again 
demonstrates  automaticity  of  vital  functions  in 
the  presence  of  spinal  cord  dysfunction.  Because 
of  innervation  of  the  small  bowel  and  colon 
through  the  vagus  from  the  cervical  cord  and 
from  the  lesser  splanchnic  nerve  in  the  midthor- 
acic  region,  and  because  of  intercommunications 
of  the  nerve  mechanism  between  various  sections 
of  the  small  intestine,  independent  function  of 
the  gastrointestinal  tract  in  the  presence  of  spinal 
cord  lesions  can  be  explained  anatomically.  Re- 
peated observations  have  demonstrated  that 
either  vagotomy  or  splanchnicotomy  may  cause 
slowing  of  motility  and  secretion  of  the  stomach 
and  may  result  in  diarrhea  due  to  stimulation 
of  small  bowel  activity.1  However,  these  effects 
are  generally  only  temporary.  After  a period  of 
time,  for  example,  the  stomach  accommodates  its 
secretory  and  motor  functions  to  almost  normal 
activity  except  for  a delayed  emptying  time. 

In  their  roentgenologic  studies  of  the  small  in- 
testine in  a variety  of  neurologic  disorders  in- 
cluding diabetic  neuropathy,  pernicious  anemia, 
sympathectomy,  and  others,  Hodges,  Rundles, 
and  Havelin  felt  that  gastrointestinal  function 
may  be  disturbed  in  neurologic  disorders  only  if 
the  autonomic  nervous  system  were  involved  as 
an  isolated  pathologic  process  or  as  one  aspect 
of  a more  extensive  neuropathy.2 

Conclusions 

Twenty  paraplegic  patients  were  studied  by 
means  of  gastrointestinal  x-ray  series.  The 
findings  reported  allow  the  following  conclu- 
sions : 

1.  Intestinal  activity  in  paraplegics,  demon- 
strated by  the  rate  of  progress  of  barium  in  serial 
x-ray  films,  does  not  deviate  from  that  of  the 
normal  individual. 

2.  Spinal  cord  trauma  or  disease  producing 
either  spastic  or  flaccid  peripheral  manifestations 
does  not  reflect  the  function  of  the  gastrointesti- 
nal tract. 

References 

1.  Alvarez,  W.  C.:  Introduction  to  Gastroenterology, 
New  York,  Paul  B.  Hoeber.  1948.  p.  273.  274,  282. 

2.  Hodges,  F.,  Rundles,  R.,  and  Havelin,  J. : Radiology 
49:  659  (Dec.)  1947. 


REHABILITATION  IN  INSTITUTIONAL  GERIATRICS: 

A PRELIMINARY  REPORT 

Leo  Dobrin,  M.D.,  New  York  City 

(From,  the  Department  of  Physical  Medicine  and  Rehabilitation,  Home  for  Aged  and  Infirm  Hebrews ) 


THE  medical,  social,  and  economic  pr  Hems 
presented  by  our  aging  population  are  re- 
ceiving increasing  attention  on  national  and 
local  planning  levels,  but  to  the  average  pro- 
fessional worker  in  the  field  of  physical  medicine 
and  rehabilitation,  geriatric  rehabilitation  is, 
at  best,  “something  to  think  about”  or,  at 
worst,  “hardly  worth  while.” 

There  are  now  twelve  million  people  over 
sixty-five  years  of  age  in  this  country.  In  geo- 
graphic terms  this  statistic  means  that  in 
the  greater  New  York  area  alone,  roughly  one 
tenth  of  the  national  population,  there  are  one 
million  persons  over  the  age  of  sixty-five.  Con- 
sidering the  fact  that  physical  disability  is 
greater  in  this  group  than  in  any  other,  the 
need  stands  clear. 

The  Home  for  Aged  and  Infirmed  Hebrews,  con- 
sisting of  Central  House  and  two  apartment 
house  projects  in  Manhattan  and  Kingsbridge 
House  in  the  Bronx,  is  the  largest  privately 
supported  institution  for  the  aged  in  the  world. 
Founded  in  1870  in  a two-story  house  on  West 
17th  Street  with  facilities  for  20  residents,  it 
now  serves  approximately  one  thousand  older 
men  and  women  with  comprehensive  modern 
home  and  hospital  facilities  including  carefully 
worked  out  programs  for  physical  and  mental 
hygiene.  In  addition  to  having  residents  living 
within  its  buildings,  it  also  sponsors  a home-care 
program  providing  older  persons  with  the  special 
assistance  they  need  to  continue  residing  in  their 
own  homes. 

Obviously,  as  large  as  this  institution  is  and 
as  large  as  it  and  similar  institutions  in  this 
area  could  conceivably  become  in  the  foreseeable 
future,  they  can  hope  to  serve  only  a small 
percentage  of  the  aged.  Perhaps,  therefore, 
after  considering  what  can  be  done  at  institutions 
of  this  type,  we  shall  see  the  value  of  applying 
similar  technics  in  other  areas,  in  public  as  well 
as  private  institutions  for  the  aged,  in  general 
hospitals,  in  rehabilitation  centers,  and  in  the 
homes  of  the  patients  themselves. 

In  organizing  and  developing  the  Department 
of  Physical  Medicine  and  Rehabilitation  at  the 
Home,  attempts  were  made  to  borrow  as  much 
as  possible  from  the  procedures  and  technics 
utilized  at  the  Institute  of  Physical  Medicine 

Presented  at  the  Rehabilitation  Conference,  Bellevue 
Hospital,  New  York  City,  December  20,  1950. 


and  Rehabilitation  of  New  York  University- 
Bellevue  Medical  Center.  We  were  fortunate 
from  the  very  outset  to  have  had  the  sincere  co- 
operation of  the  already  existing  medical,  nursing, 
occupational  therapy,  physical  therapy,  and 
social  service  departments.  With  the  help  of 
this  well-organized  staff  we  initiated  weekly 
evaluation  clinics  similar  to  those  at  the  Institute, 
at  which  members  of  the  various  departments 
were  present.  Cases  were  presented  by  the 
resident  physicians,  discussed  and  evaluated,  and 
treatment  programs  initiated  in  suitable  cases. 

In  the  period  of  about  seven  months  in  which 
we  have  been  in  active  operation,  some  77  cases 
were  presented  for  evaluation.  Of  these,  all 
but  ten  were  found  suitable  for  active  therapy. 
Of  the  67  whom  wre  felt  could  be  helped,  60  have 
received  or  are  receiving  some  definitive  benefit 
as  a result  of  our  program  to  date.  The  results 
with  these  patients  must  be  considered  in  terms 
of  their  functional  disabilities  in  relation  to  their 
actual  living  problems  rather  than  as  coldly 
demarcated  groups  of  such  and  such  medical 
diagnoses.  As  would  be  expected,  21  or  one 
third  of  our  patients  were  hemiplegics,  and  12  or 
one  fifth  each  were  amputees  and  hip  fracture 
cases.  The  remaining  25  per  cent  of  our  cases 
presented  miscellaneous  fractures,  osteoarthritis, 
primarily  of  the  knees,  postoperative  central 
nervous  system  tumors,  peripheral  nerve  in- 
juries, and  one  anterior  poliomyelitis  which  oc- 
curred in  an  eighty-two-year-old  woman  eighty 
years  ago. 

The  average  age  of  the  34  patients  treated  by 
our  department  at  Central  House  was  77.8  years. 
It  was  expected  that  with  the  opening  of  Kings- 
bridge House  this  year  we  would  have  younger 
patients  at  that  branch  as  many  of  the  residents 
were  to  be  newly  admitted.  These  expectations 
were  fulfilled.  The  average  age  of  the  33  younger 
patients  seen  at  Kingsbridge  House  was  75.4 
years.  The  grand  average,  therefore,  of  all  67 
patients  was  76.6  years.  Although  sixty  years 
is  the  minimal  age  for  admission,  the  average  age 
on  admission  is  74.4  years  in  men  and  72.9  in 
women. 

The  results  presented  here  utilize  the  simple 
and  practical  functional  classification  followed 
by  the  Home  in  determining  the  type  of  living 
quaiters  best  suited  to  each  resident’s  capacities 
and  needs.  Those  who  are  completely  able 
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Fig.  1.  Mr.  H.,  aged  eighty-four  years,  had  been 
confined  to  bed  for  one  and  one-half  years  before  re- 
habilitation program  was  started  ( Case  1). 


both  physically  and  psychologically,  who  are 
capable  of  unlimited  and  unsupervised  activity, 
who  can  go  about  the  city  in  safety  are  housed 
in  the  apartment  projects.  These  two  buildings 
have  been  modified  to  offer  private  room  and 
apartment  facilities  to  the  154  residents  now 
living  there.  They  have  their  own  rooms,  which 
in  many  cases  they  care  for  themselves.  Married 
couples  have  their  own  apartments.  Some  of 
the  residents  do  volunteer  work  either  at  the 
apartments  or  at  Central  House,  while  others 
are  free  to  seek  part-time  employment.  Within 
Central  House  and  Kingsbridge  House,  the 
residents  are  divided  into  three  groups:  Those 
most  self-sufficient  live  in  the  rooms;  those  re- 
quiring occasional  assistance,  and  perhaps  meals 
on  the  same  floor  rather  than  in  the  central  dining 
room,  live  in  dormitories;  those  who  are  acutely 
or  chronically  ill  or  severely  handicapped  are 
placed  in  the  infirmary  section.  Broadly  speak- 
ing, our  department  functions  to  slow  up  as 
much  as  possible  the  intramural  current  from 
apartment  to  room  to  dormitory  to  infirmary 
status  and,  on  the  other  hand,  to  encourage 
the  more  desirable  flow  from  infirmary  to  dormi- 
tory or  to  room  and  apartment  status. 

As  would  be  expected,  the  largest  individual 
group  of  patients  were  residents  in  the  infirmary 
and  were  the  more  difficult  problems. 

Case  Reports 

Case  1. — Mr.  H.  is  an  eighty-four-year-old  man 
who  had  been  a bedfast  infirmary  patient  for  ap- 
proximately one  and  one-half  years  prior  to  the 
initiation  of  our  program.  As  a result  of  a cerebro- 
vascular accident,  he  developed  a right-sided  spastic 
hemiplegia  with  some  difficulty  in  speech  which  was 
more  a motor  dysarthria  than  a central  type  of 
aphasia.  He  also  had  arteriosclerotic  heart  disease 


Fig.  2.  After  three-week  period  of  training  and  ' 
conditioning,  the  patient  was  able  to  transfer  himself 
to  the  wheelchair  unassisted  ( Case  1). 


with  myocardial  insufficiency  which  was  controlled 
with  digitalis  and  mercurial  diuretics. 

Figures  1 through  4 portray  vividly  an  aged  per- 
son of  alert  intellect  with  a keen  desire  to  live  who  is 
forced  to  stay  in  bed  purely  because  of  a physical 
handicap.  This  is  the  type  of  patient  who  becomes 
incontinent  and  develops  bed  sores  and  contractures 
as  the  result  of  conditions  which  are,  to  say  the  least, 
unnecessary  and,  in  most  cases,  preventable.  The 
restraining  bars,  for  a patient  of  this  type,  a prison 
wall  do  make.  The  photographs  portray  his  prog- 
ress once  the  opportunity  was  presented  to  him  to 
help  himself.  The  last  picture  shows  what  we 
hoped  would  be  evidence  that  Mr.  H.  was  about  to 
achieve  independence.  However,  Mr.  H.  unfor- 
tunately did  not  maintain  his  improvement  as  he 
has  sJipped  back  intermittently,  and  although  his 
program  is  still  continuing,  we  no  longer  expect  that 
he  will  be  able  to  walk  independently.  Neverthe- 
less, Mr.  H.  is  much  happier  in  following  his  pro- 
gram in  the  physical  medicine  and  occupational 
therapy  departments.  He  is  now  able  to  get  about 
in  his  wheelchair  and  to  enjoy  conversing  with  his 
friends  in  the  day-room.  He  is  no  longer  subjected 
to  the  overindulgent  ministrations  of  his  everpresent 
wife.  He  is  no  longer  the  bedfast  old  man  to  be 
treated  as  a chronically  ill  child  but  rather  an 
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Fig.  3.  Sitting  in  his  chair,  the  patient  was  able 
to  use  a specially  designed  sanding  block  in  wood 
finishing  which  served  to  exercise  the  involved  ex- 
tremity, the  whole  exemplifying  purposeful  occupa- 
tional therapy  ( Case  1). 


elderly  individual  with  deserved  self-respect  climb- 
ing hopefully  toward  self-sufficiency. 

Cases  2 and  8.— Two  other  patients  whom  we  treated 
in  the  infirmary  are  Miss  F.,  aged  eighty-three  years, 
and  Miss  R.,  aged  seventy-six  years.  They  have 
become  “the  twins”  to  us  as  they  both  have  ununited 
fractures  of  the  left  femur  and  both  were  started  at 
about  the  same  time  in  active  rehabilitation  pro- 
grams. Beginning  from  a completely  bedfast  and 
dependent  type  of  life,  in  the  former  case  since  June, 
1949,  and  in  the  latter  since  July,  1949,  these  two 
women  have  made  remarkable  progress.  They 
both  have  long  leg  ischial-bearing  braces  and  have 
graduated  through  the  steps  of  self-sufficiency  in 
bed  and  wheelchair  activities  to  where  they  have 
learned  parallel  bar  walking  and  are  now  progressing 
satisfactorily  through  independent  crutch  walking 
(Figs.  5 and  6). 

As  Figure  7 shows,  they  are  no  longer  the  bedfast 
chronic  invalids.  They  are  happy  and  enjoy  all  the 
forms  of  social  activity  that  the  Home  has  to  offer. 
They  attend  movies  and  other  forms  of  entertain- 
ment, and  in  the  one  case,  that  of  Miss  F.,  age 
eighty-three,  a gentleman  friend  has  been  acquired. 
In  order  to  meet  this  unexpected  competition,  it 
seemed  advisable  to  present  her  with  a pair  of 
nylons  on  her  eighty-third  birthday,  to  be  worn  on 
the  two  legs  about  which  she  had  become  distinctly 
feminine  once  again.  There  is  one  disturbing  note, 
however,  which  unfortunately  does  crop  up  in  even 
the  best  of  cases.  The  younger  of  the  two,  Miss  R., 
is  beginning  to  show  some  mental  deterioration,  and 
we  are  finding  it  more  and  more  difficult  to  make 


Fig.  4.  The  patient,  fully  dressed,  practices  walk- 
ing in  parallel  bars  ten  weeks  after  starting  program 
(Case  1). 


progress  with  independent  ambulation,  since  this 
requires  intelligence,  recent  memory,  and  learning 
ability. 

Case  4 • — The  fourth  infirmary  case  is  an  example 
of  the  fact  that  some  cases  actually  do  improve 
their  status  so  that  they  can  move  to  a dormitory. 
Mr.  D.  is  a seventy-six-year-old  man  who  had  a 
cerebrovascular  accident  with  a left  flaccid  hemi- 
plegia in  1945.  At  the  time  of  admission  to  the 
Home  he  was  ambulatory  only  with  assistance  and 
required  infirmary  quarters  as  he  was  completely 
dependent  in  the  activities  of  daily  living.  He  has 
now  achieved  most  of  the  basic  activities,  and  with 
the  use  of  a one-arm  drive  wheelchair,  available 
when  walking  is  too  tiring,  he  has  been  moved  to  a 
dormitory  and  is  revelling  in  the  new  freedoms  he 
has  earned. 

Case  5. — Turning  now  to  the  dormitory  type  of 
problem,  we  find  Miss  Z.,  a sixty-eight-year-old 
woman  who,  following  a herpes  type  of  lesion  in  the 
right  lower  extremity,  developed  a peroneal  palsy. 
Her  foot  drop  was  so  severe  that  she  was  forced  to 
live  in  the  dormitory  because  her  gait  was  very 
unstable  and  also  because  it  was  more  convenient  to 
the  physical  medicine  department.  She  was  seen 
by  us  as  a dormitory  type  patient.  It  was,  of 
course,  very  simple  to  supply  this  patient  with  a 90- 
degree  stop  brace  which  immediately  elevated  her 
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Fig.  5.  The  first  stage  in  Miss  R.’s  rehabilitation 
was  teaching  her  to  sit  up  and  move  about  in  bed 
with  the  use  of  a V-shaped  pull  rope  ( Case  3). 


to  apartment  status.  Coming  to  the  department 
for  treatment  has  become  a pleasant  routine  for  her. 

Meeting  the  downward  current  in  self-suffi- 
ciency has  been  a most  fascinating  experience 
for  us.  Although  our  residents  are  in  their 
seventies  and  eighties,  we  have  the  opportunity 
to  do  prophylactic  rehabilitation.  In  spite 
of  the  chronologic  ages,  with  long  histories 
of  chronic  disease,  we  often  have  the  oppor- 
tunity to  treat  the  residents  during  the  in- 
cipiency  of  an  actual  physical  disability. 

Case  6. — Mrs.  W.  is  an  eighty-two-year-old 
woman,  president  of  the  Home  Club,  a very  active, 
intelligent,  alert  person  whose  days  are  filled  with 
what  we  might  call  extracurricular  intramural  activi- 
ties. Mrs.  W.  had  poliomyelitis  at  the  age  of  two. 
Both  lower  extremities  were  involved,  the  left  more 
than  the  right.  Both  atrophic  feet  have  required 
orthopedic  shoes,  and  the  left  needs  in  addition  a 
prosthetic  type  of  brace  to  cover  and  support  the 
extremely  atrophic  lower  extremity.  With  these 
orthopedic  shoes,  the  brace,  and  one  cane,  she  has 
been  able  to  ambulate  satisfactorily  through  a 
career  in  teaching  and  a full  married  life. 

At  the  age  of  eighty-two,  the  genu  recurvatum 
which  has  slowly  been  progressing  through  the  years 
has  been  recently  causing  a good  deal  of  pain  in  her 
right  knee.  During  the  last  few  months,  she  has 
required  two  canes.  Her  gait  has  become  more  and 
more  unstable  and  the  pain  in  her  knee  more  dis- 
abling. This  woman  is  concerned  about  the  diffi- 
culties she  will  have  if  she  is  confined  to  a wheelchair. 
A brace  has  been  ordered  to  correct  the  hyperexten- 
sion of  the  knee  and,  we  hope,  the  pain.  We  feel 
sure  that  with  this  brace  she  should  be  able  to  re- 
sume her  activities  once  again,  without  fear  of  future 
disability.  She  lives  in  a room  at  the  present  time 
and  should  be  able  to  continue  doing  so. 

Case  7. — Another  seventy-six-year-old  patient 
was  seen  with  osteoarthritis  of  the  knees.  She  lives 
in  an  apartment  but  during  the  past  few  months  has 
caused  a good  deal  of  concern  on  the  part  of  the 
administration  because  of  the  unpredictability  of 


Fig.  6.  Miss  R.  has  now  been  fitted  with  ischial- 
bearing  brace  and  is  practicing  ambulation  before 
the  mirror  in  parallel  bars  ( Case  3). 


her  right  knee  joint  in  locking  suddenly.  This 
occurred  once  while  she  was  outdoors  riding  in  a bus. 
If  this  should  recur  at  similarly  inconvenient  times 
and  places,  she  might  have  to  move  to  a dormitory 
in  the  Central  House.  We  believe  that  we  have 
avoided  this  eventuality  by  ordering  a brace  which 
not  only  should  alleviate  some  of  the  pain  due  to 
the  osteoarthritis  but  also  can  be  locked  in  extension 
while  she  is  walking  outdoors.  The  value  of  this 
simple  precaution  is  obvious. 

There  were  a number  of  residents  who  were 
in  room  or  dormitory  status  whose  physical 
capacities  were  such  that,  without  rehabilitation 
technics,  they  might  have  slipped  down  to 
infirmary  status.  Several  of  these  were  old 
hemiplegics,  amputees,  and  patients  with  osteo- 
arthritis. The  approach  in  these  patients  con- 
sisted of  exercise  programs,  ordering  or  modi- 
fying crutches,  braces,  prostheses,  or  wheel- 
chairs, and  training  in  self-sufficiency  and 
ambulation. 

There  are  many  other  cases  with  individual 
histories,  each  unique  and  interesting  in  its 
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Fig.  7.  Miss  F.  and  Miss  R.  in  the  occupational 
therapy  department  ( Cases  2 and  8). 


own  right,  such  as  the  double  amputee  who  has  a 
new  lease  on  life  now  that  he  can  travel  through 
the  institution  in  the  new  wheelchair  prescribed 
for  him  that  will  not  tip  back  every  time  he  goes 
over  a threshhold. 

Case  8. — One  of  these  is  a sixty-eight-year-old 
hemiplegic  woman  who  came  to  us  in  what  I have 
come  to  call  “the  nursing  home  fetal  position,”  the 
result  of  the  laissez-faire  tradition.  After  one  year 
of  forced  immobilization  with  contractures,  deformi- 
ties, and  complete  motor  aphasia,  she  is  now  learning 
bed  activities  and,  to  our  surprise,  regaining  her 
speech.  Her  incontinence  is  no  longer  present,  in 
accordance  with  well-established  experience  indicat- 
ing that  this  distressing  symptom  often  yields  to 
thoughtful  planning  and  conscientious  care. 

There  are  cases,  of  course,  in  which  we  have 
failed,  such  as  the  seventy-seven-year-old  left 
above-knee  amputee  who  would  only  learn  to 
be  completely  self-sufficient  with  his  wheel- 
chair after  being  guaranteed  that  self-sufficiency 
would  not  mean  transfer  from  his  private  castle 
in  a corner  of  the  infirmary.  There  is  the  ninety- 
year-old  man  with  no  physical  handicap  who  is 
utterly  convinced  that  a ninety-year-old  man 
doesn’t  have  to  do  anything  for  himself  and, 
therefore,  doesn’t. 

We  have  had  one  death  in  the  case  of  a dignified 
old  gentleman,  a hemiplegic  with  aphasia  who 
was  relearning  one  of  the  six  languages  in  which 
he  was  previously  adept,  who  died  of  carcinoma 


of  the  colon.  There  were  two  deaths  in  hemi- 
plegics  whom  we  planned  to  accept  after  their 
acute  episodes  had  subsided,  but  who  gained 
ground  only  temporarily  to  yield  finally  to  an- 
other cerebrovascular  accident. 

Case  9.— The  eighty-five-year-old  Mr.  S.  had 
been  living  quite  happily  for  fifty  years  with  his  wife 
prior  to  his  admission  to  Kingsbridge  House.  On 
admission  he  was  separated  from  his  wife  for  the 
first  time  in  fifty  years,  because  of  his  above-knee 
amputation  and  his  inability  to  get  around  in  his 
cumbersome  wooden  wheelchair  which  prevented 
him  from  using  the  main  dining  room,  a requirement 
for  couples  living  in  rooms  together.  An  adequate 
wheelchair  was  obtained  for  him,  and  after  being 
trained  in  its  use,  he  was  again  able  to  share  a room 
with  his  wife.  But  we  shall  never  completely  finish 
our  rehabilitation  of  Mr.  S.  because,  although  a clean 
slate  on  the  activities  of  daily  living  chart  depends 
on  moving  his  bed  to  a more  mechanically  satisfac- 
tory position,  he  will  not  permit  this  since,  for  the  past 
eighty  years  he  has  arisen  every  morning  and  said  his 
prayers  at  the  east  window. 

Summary 

The  application  of  the  principles  and  technics 
of  rehabilitation  to  a group  of  67  men  and  women 
averaging  76.6  years  of  age,  residents  of  a modern 
home  for  the  aged,  has  been  described.  These 
methods  make  possible  the  restoration  to  normal 
activity  of  elderly  individuals  suffering  from  the 
results  of  cerebrovascular  accidents,  of  various 
types  of  arthritis,  of  ununited  hip  fractures,  of 
amputations,  and  of  a variety  of  life-long  dis- 
abilities. Physical  rehabilitation  thus  makes  a 
great  positive  contribution  to  the  physical  and 
mental  health  of  the  aged  by  actively  combating 
what  were  once  regarded  as  hopeless  and  pro- 
gressive infirmities.  The  Department  of  Phys- 
ical Medicine  and  Rehabilitation  has  taken  its 
place  with  the  other  services  and  activities  of  the 
institution  which  are  designed  to  make  life 
significant  and  worth  while  for  the  residents  with- 
out regard  for  chronologic  age. 

1 East  72nd  Street 
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eration. To  Dr.  Howard  A.  Rusk  and  the  staff  of  the  Insti- 
tute of  Physical  Medicine  and  Rehabilitation  of  New  York 
University-Bellevue  Medical  Center  I am  indebted  for  their 
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ance in  training  our  technical  staff. 
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MODIFICATION  OF  THE  HOFMEISTER  GASTRECTOMY  OPERATION 
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( From  the  St.  John’s  Long  Island  City  Hospital  and  the  New  York  University  College  of  Medicine) 


MANY  surgeons  who  favor  the  Hofmeister 
type  of  gastrectomy  operation  have  occa- 
sionally stated  that  there  is  room  for  improve- 
ment in  the  method  of  reconstructing  the  gastro- 
jejunal  region.  The  modification  in  technic 
herein  proposed  simply  consists  of  the  placing 
of  the  gastrojejunal  stoma  near  the  lesser  curva- 
ture of  the  stomach  instead  of  at  the  greater 
curvature.  This  slight  change  in  technic  results 
in  an  easier,  quicker,  and  more  radical  gastrec- 
tomy and  one  that  leaves  behind  a stomach 
remnant  more  closely  resembling  the  preopera- 
tive organ  both  anatomically  and  physiologically. 

The  anastomosis  itself,  placed  at  the  greater 
curvature,  presents  no  technical  difficulty.  The 
trouble  seems  to  be  in  closing  and  inverting  the 
sectioned  stomach  end  near  the  lesser  curvature, 
especially  when  rubber-covered  stomach  clamps 
are  used.  This  region  is  located  high  up  under 
the  ribs  and  in  many  cases  is  reached  with  great 
difficulty.  Our  own  experience  has  taught  us 
that  in  poor  risk  patients,  where  the  saving  of 
time  is  paramount,  a Polya  or  full  stomach  width 
anastomosis  with  the  side  of  a loop  of  jejunum  is 
usually  a much  easier  procedure.  But,  since  we 
prefer  a limited  ostium  in  all  patients  except 
those  with  small  narrow  stomachs,  we  have 
searched  for  a modification  of  the  Hofmeister 
operation  that  would  overcome  the  objections 
mentioned  above.  A careful  study  of  the  Polya 
technic  which  seems  to  be  easier  has  revealed  to 
us  the  fact  that  the  suturing  for  the  anastomosis 
on  the  lesser  curvature  requires  less  stomach 
tissue  than  closing  and  inverting  stomach  tissue 
here  for  a limited  ostium.  The  Hofmeister  opera- 
tion is  then  performed  by  fashioning  the  ostium 
at  the  lesser  curvature,  and  this  simple  modifica- 
tion in  technic  impresses  us  as  being  technically 
easier. 

History 

Few  major  surgical  procedures  have  changed 
as  little  in  technic  over  the  years  as  has  the 
operation  of  subtotal  gastrectomy,  although 
more  and  more  gastrectomies  are  recorded 
annually.  At  its  inception  about  sixty-five  years 
ago,  the  prime  indications  for  subtotal  gastrec- 
tomy were  the  removal  of  well-advanced  car- 
cinomas and  large,  acute,  perforating,  bleeding, 
and  obstructing  gastroduodenal  ulcers.  How- 
ever, since  modern  surgical  methods  have  reduced 
the  morbidity  and  mortality  of  tliis  operation  to 
a reasonable  minimum,  subtotal  gastrectomy  is 
now  being  extended  to  those  ulcer  patients  who 


do  not  respond  to  an  adequate  trial  of  medical 
therapy.  Besides,  since  carcinoma  of  the  stomach 
is  being  diagnosed  earlier  and  more  frequently 
and  because  the  malignant  tendencies  of  gastric 
ulcers  are  better  understood  today,  more  and 
more  patients  are  being  admitted  to  hospitals 
for  gastrectomy  operations. 

A thorough  search  of  the  surgical  literature 
fails  to  reveal  any  scientific  publication  by  Hof- 
meister himself  describing  the  operation  that 
has  come  to  bear  his  name.  However,  in  1908, 
Stumpf,  an  assistant  in  Hofmeister’s  clinic,  de- 
scribed a partial  closure  of  the  resected  stomach 
end  near  the  lesser  curvature,  followed  by  a 
terminolateral  gastrojejunal  anastomosis  near 
the  greater  curvature.1  Nothing  original  was 
claimed  by  Hofmeister  for  this  closure  and 
anastomosis  since  others  before  him  had  per- 
formed this  operation.  In  Vienna  in  1889,  von 
Eiselsberg,  an  assistant  in  Billroth’s  clinic,  pub- 
lished a report  on  his  own  and  Billroth’s  cases 
operated  upon  in  this  manner.2  Interestingly 
enough,  the  first  few  patients  had  an  antecolic 
anastomosis.  The  retrocolic  operation  was  de- 
veloped later  because  these  early  workers  felt 
that  their  complications  and  poor  results  were 
caused  by  compression  of  the  transverse  colon 
by  the  anteriorly  placed  jejunal  loop.  Hof- 
meister’s name  has  been  attached  to  this  opera- 
tion only  because  of  the  fact  that  he  popularized 
the  technic  of  closing  a part  of  the  resected 
stomach  end  and  allowed  a smaller  ostium  than 
in  the  so-called  Polya  operation,  the  full  stomach 
width  gastrojejunostomy  more  commonly  used 
in  later  years. 

The  earliest  gastrectomies  were  completed  by 
suturing  the  open  end  of  the  gastric  stump  to  the 
open  end  of  the  duodenum  (terminal  or  end-to- 
end  anastomosis).  Every  repair  which  makes  use 
of  the  duodenum  for  the  anastomosis  is  now  re- 
ferred to  as  a reconstruction  on  the  Billroth  I 
principle.3  These  were  the  early  methods  of 
establishing  gastrointestinal  continuity  after 
gastric  resection. 

However,  when  the  excision  of  stomach  cancer 
or  ulcer  became  more  radical  and  left  behind  too 
wide  a defect  to  be  bridged  by  a gastroduodenal 
anastomosis,  a loop  of  jejunum  was  used  for  the 
ostium.  The  utilization  of  the  side  of  the  jejunum 
for  the  anastomosis  to  a limited  area  of  the  open 
stomach  end  came  to  be  known  as  Hofmeister’s 
operation.  The  ostium  has  always  been 
placed  near  the  greater  curvature  end  of  the 
stomach. 
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Fig.  1.  Closure  of  the  transected  stomach  end 
at  the  greater  curvature  instead  of  at  the  lesser  cur- 
vature as  in  the  original  Hofmeister  gastrectomy 
operation. 


Technic  of  the  Modified  Hofmeister 
Operation 

The  essential  modification  in  technic  is  a re- 
versal of  the  usual  Hofmeister  steps,  that  is,  the 
placing  of  the  anastomosis  at  the  lesser  curvature 
and  the  closure  of  the  excess  cut  stomach  at  the 
greater  curvature.  The  inversion  and  closure  is 
therefore  accomplished  at  the  inferior  or  greater 
curvature  portion  of  the  stomach  where  the 
procedure  is  easier  and  where  more  stomach 
wall  is  available  for  suturing,  especially  when 
using  rubber-covered  clamps. 

After  an  upper  midline  abdominal  incision  has 
been  made,  there  are  no  significant  variations  from 
the  usual  gastrectomy  operation  until  one  is  ready 
to  proceed  with  the  anastomosis.  The  open  stom- 
ach is  partially  closed  with  a Connell  inverting 
suture  beginning  at  the  greater  curvature  and 
suturing  in  the  direction  from  the  surgeon’s  right 
to  his  left,  (Fig.  1).  This  closure  continues  up  to 
a point  on  the  cut  stomach  near  the  lesser  curva- 
ture where  the  ostium  is  to  be  located.  As  this 
is  being  accomplished,  the  surgeon  will  become 
aware  of  the  ease  of  suturing  from  his  right  to  his 
left,  or  toward  him.  In  the  usual  Hofmeister 
operation,  the  suturing  for  closing  the  stomach 
end  is  away  from  the  operator,  necessitating 
“backhand”  grasps  of  the  needle  by  the  needle 
holder.  One  also  notes  the  greater  ease  with  which 
more  stomach  wall  may  be  mobilized  and  pulled 
up  between  the  stomach  clamp  blades  as  needed 
for  the  inversion  at  the  greater  curvature  region, 
in  contrast  to  working  in  the  higher  placed  lesser 
curvature  region.  At  the  lesser  curvature,  the 
stomach  wall  is  taut  between  the  blades,  with  a 
tendency  for  the  edges  of  the  stomach  to  slip 
away,  especially  during  respiratory  movements. 

The  anastomosis  to  the  remaining  open  stomach 


Fig.  2.  Fashioning  the  ostium  at  the  lesser  curva- 
ture of  the  stomach. 


is  now  made  with  the  side  of  the  jejunum,  placing 
a continuous  seroserous  Lembert  suture  for  the 
first  layer  (Fig.  2).  The  jejunum  is  then  opened, 
and  a simple  posterior  wall  hemostatic  through- 
and-through  suture  is  applied,  securing  the  edges 
of  the  open  jejunum  to  the  stomach.  This  latter 
suture  also  commences  at  the  surgeon’s  right  and 
proceeds  with  great  ease  toward  him.  This 
hemostatic  layer  is  then  continued  around  an- 
teriorly with  a Connell  inverting  suture  on  the 
anterior  wall,  thus  closing  the  ostium  (Fig.  3). 
The  rubber-covered  blades  are  then  removed, 
and  the  anastomosis  is  finally  completed  after 
the  insertion  of  another  row  of  infolding  Lembert 
sutures. 

The  next  step  is  the  reinforcement  and  further 
inversion  of  the  already  sutured  stomach  end 
from  the  ostium  toward  the  greater  curvature 
(Fig.  4).  As  these  sutures  are  applied,  the  opera- 
tor cannot  fail  to  appreciate  again  the  ease  with 
which  this  final  step  is  accomplished.  Here  on 
the  greater  curvature  there  is  no  such  difficulty 
in  placing  sutures  for  inversion  as  on  the  lesser 
curvature  region  high  up  near  the  esophageal 
opening,  oftentimes  an  extremely  inaccessible 
portion  of  the  abdomen.  Besides,  no  additional 
forceful  wound  retraction  is  necessary  as  the 
mobile  greater  curvature  is  sutured. 

No  fixation  of  the  adjacent  jejunum  to  the 
suture  line  of  the  inverted  stomach  edge  is  neces- 
sary. If  sufficient  jejunum  has  been  brought  up 
over  the  transverse  colon  far  enough  away  from 


88 


WEINSTEIN  AND  ROBERTS 


[N.  Y.  State  J.  M. 


Fig.  3.  Completion  of  the  anterior  hemostatic 
layer  of  the  anastomosis  with  the  ostium  placed  at 
the  lesser  curvature. 


the  ligament  of  Treitz,  no  constriction  of  viscera 
or  tension  at  the  anastomosis  results.  Almost  all 
of  our  patients  have  antecolic  anastomoses,  and 
none  display  any  ill  effects  from  so-called  trans- 
verse colon  compression.  These  findings  contra- 
dict the  impressions  of  the  pioneer  gastrointes- 
tinal surgeons. 

Of  late,  we  have  been  making  the  anastomosis 
antiperistaltic  instead  of  isoperistaltic;  in  other 
words,  the  distal  loop  of  jejunum  is  attached  to 
the  lesser  curvature.  Thus  the  opening  from 
stomach  remnant  into  the  food-carrying  intestinal 
segment  is  away  from  the  partially  closed  stomach 
end.  There  is  always  the  possibility  that  the 
many  sutures  which  anchor  the  angle  of  the 
anastomosis  to  the  adjacent  closed  stomach  end 
to  prevent  leakage  may  also  constrict  the  opening 
of  the  ostium.  On  the  other  hand,  should  the 
proximal  jejunal  loop  coming  from  the  closed 
duodenal  stump  be  partially  closed  due  to  faulty 
suturing,  the  result  is  not  so  serious  since  the 
bile  and  pancreatic  juice  require  less  of  an  ostium 
for  passage  than  food  entering  the  intestinal  tract 
from  the  stomach  remnant. 

Advantages  of  the  Modified  Hofmeister 
Gastrectomy 

1 . An  Easier  and  Quicker  Operation. — As  was 
previously  mentioned,  the  only  step  that  has 
made  the  traditional  Hofmeister  operation  at 
times  a more  difficult  and  time-consuming  pro- 


Fig. 4.  Reinforcing  the  inverted  stomach  edge 
with  seroserous  sutures  and  utilizing  a 3-point  suture 
as  the  final  step. 


cedure  is  the  inversion  and  closure  of  the  open 
stomach  near  the  lesser  curvature.  The  short 
piece  of  stomach  remnant  is  held  taut  between 
the  blades  of  a stomach  clamp  that  rests  on  the 
unyielding  lower  chest  wall  and  sternum.  Add 
to  this  the  constant  respiratory  excursions  of  the 
chest  even  under  deep  anesthesia,  and  the  sur- 
geon is  often  tempted  to  leave  behind  more 
stomach  than  is  desirable  in  poor  risk  patients 
in  order  to  secure  a quick  closure. 

However,  the  modification  that  is  here  sug- 
gested places  the  ostium  instead  of  the  inversion 
on  the  lesser  curvature  since  an  anastomosis  re- 
quires less  stomach  wall  than  an  inversion.  This 
reversal  of  technic  thereby  permits  an  easy  clos- 
ure of  excess  open  stomach  at  the  greater  curva- 
ture where  one  can  readily  secure  the  additional 
H/2  to  2l/i  cm.  of  tissue  needed  for  the  inversion. 
Here  the  stomach  wall  is  mobile,  and  an  other- 
wise difficult  step  is  transformed  into  a simple 
procedure..  The  result  is  an  easier  and  quicker 
operation  for  subtotal  gastrectomy,  a desirable 
objective,  especially  in  poor  risk  patients. 

2.  M ore  Radical  Stomach  Excision  Possible. — 
Whether  for  ulcer  or  for  carcinoma,  one  of  the 
objectives  in  subtotal  gastrectomy  is  to  leave 
behind  as  little  of  the  stomach  remnant  as  possi- 
ble. One  should  include  with  the  excised  speci- 
men as  much  of  the  lesser  curvature  as  is  obtain- 
able, with  its  important  lymph  glands  and  vagus 
nerve  filaments.  With  respect  to  carcinoma, 
Ewing  quotes  Cune6  in  describing  three  main 
groups  of  perigastric  lymph  nodes  and  empha- 
sizes the  importance  of  the  nodes  of  the  cardiac 
and  lesser  curvatures.4  And  as  for  gastrectomy 
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Fig.  5.  Postgastrectomy  upright  roentgenogram 
in  patient  where  modification  of  Hofmeister  subtotal 
gastrectomy  operation  was  performed.  Note  the 
similarity  in  shape  of  the  stomach  remnant  to  the 
preoperative  organ  and  that  the  placing  of  the  ostium 
at  the  lesser  curvature  slows  the  flow  of  barium  into 
the  jejenum. 


operations  for  ulcer,  Ogilvie  expresses  the  opinion 
of  most  surgeons  when  he  says  that  to  secure  a 
satisfactory  gastrectomy  one  must  (1)  remove  at 
least  75  per  cent  of  the  stomach  and  (2)  divide 
the  soft  tissues  on  the  lesser  curvature  as  far  as 
the  cardia.5  This  latter  procedure  cuts  off  more 
than  half  of  the  vagal  supply. 

Therefore,  the  lesser  curvature  region  assumes 
great  importance  in  ulcer  and  carcinoma  surgery, 
and  every  centimeter  more  that  can  be  excised 
with  the  specimen  should  be  included.  In  the 
modification  of  Hofmeister’s  operation  herewith 
presented,  it  is  possible  to  remove  more  tissue, 
especially  from  the  lesser  curvature,  because  less 
stomach  wall  is  needed  for  an  anastomosis  than 
for  a proper  inversion. 

3.  A Better  Gastrojejunal  Reconstruction,  Ana- 
tomically and  Physiologically. — No  lengthy  dis- 
cussion will  be  entered  into  here  concerning  the 
advantages  or  disadvantages  of  using  the  full  or 
partial  width  of  the  cut  stomach  for  the  anasto- 
mosis. Suffice  it  to  say  that  more  surgeons  are 
fashioning  a small  ostium  in  order  to  approximate 


more  closely  the  anatomic  and  physiologic  con- 
ditions of  the  upper  gastrointestinal  tract  that 
prevailed  before  the  gastrectomy.  The  resulting 
stomach  pouch  after  the  modification  of  Hof- 
meister’s procedure  is  a miniature  stomach  with 
a downward  convexity  to  the  greater  curvature, 
especially  in  the  erect  position.  The  placing  of 
the  ostium  instead  of  the  inversion  at  the  lesser 
curvature  also  more  nearly  resembles  the  pre- 
operative stomach  (Fig.  5).  This  makes  for  a 
new  “pyloric  valve”  at  a higher  level  than  the 
food  in  the  stomach  pouch. 

These  anatomic  changes  in  the  modified  Hof- 
meister gastrectomy  result  in  an  improvement  in 
the  method  of  food  transportation  from  the 
stomach  remnant  past  the  ostium  and  into  the 
jejunum.  In  the  unoperated  stomach  the  cardiac 
end  is  comparatively  quiet,  the  motor  or  ejacu- 
latory mechanism  being  inherently  a part  of  the 
pyloric  end.6,7  Horsley  has  shown  that  if  a 
gastrectomy  is  so  extensive  that  most  of  the 
lesser  curvature  is  removed,  the  remaining 
stomach  is  devoid  of  peristalsis.8  Only  tonic 
contraction  in  the  stomach  remnant  and  gravity 
now  remain  to  transport  the  food  into  the 
jejunum.  The  end  result  of  the  stomach  pouch 
and  high  “pyloric  valve”  resulting  from  our 
modification  of  Hofmeister’s  operation  is  a more 
effective  mechanism  than  the  original  Hofmeister 
procedure  for  the  intermittent  ejection  of  food 
by  the  stomach.  In  addition,  the  bile  and  pan- 
creatic secretions  coming  down  from  the  duo- 
denum through  the  short  loop  probably  pour  less 
of  their  secretion  into  the  stomach  because  of 
the  better  valvelike  effect  of  the  higher  placed 
ostium,  especially  when  the  patient  is  standing 
up.  Such  valvelike  effects  are  known  to  modify 
the  postoperative  symptoms  of  patients  after 
subtotal  gastrectomy.  For  example,  McClure 
and  Fallis  have  observed  that  the  smaller  ostium 
of  the  Hofmeister  operation  deflects  the  intes- 
tinal contents  past  the  stoma  better  than  a very 
large  ostium  as  after  a Polya  gastrectomy.9,10 
This  was  confirmed  by  the  fact  that  much  less 
bile  was  aspirated  postoperatively  when  a Hof- 
meister operation  was  done.  With  the  even  better 
functioning  valve  at  the  ostium  that  results  from 
the  modification  herein  described,  regurgitation 
of  bile  should  be  even  less  frequent.  In  some 
patients  bile  acts  as  a strong  irritant  to  the  gastric 
mucosa  causing  regurgitation  and  vomiting.11 

This  altered  anatomy  and  physiology  may 
account  for  the  favorable  clinical  impressions  thus 
far  received,  namely,  that  patients  with  the 
Hofmeister  modification  experience  more  post- 
operative comfort  than  those  subjected  to  other 
gastrectomy  operations.  Complaints  referable 
to  symptoms  of  the  “dumping  syndrome”  are 
almost  nonexistent.  A larger  number  of  care- 
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full}'  followed  cases  compared  with  patients  sub- 
jected to  other  gastrectomy  operations  would 
more  accurately  evaluate  these  early  conclusions 
since  this  report  is  based  on  only  54  operations. 

Summary  and  Conclusions 

1.  A simple  modification  of  the  Hofmeister 
subtotal  gastrectomy  operation  is  presented 
wherein  the  ostium  is  placed  near  the  lesser 
curvature  instead  of  near  the  greater  curvature. 

2.  This  alteration  in  technic  results  in  an 
easier,  quicker,  and  more  radical  operation. 

3.  The  final  reconstruction  of  the  gastro- 
jejunal  region  in  the  modified  Hofmeister  opera- 
tion more  closely  resembles  the  normal  pre- 
operative stomach  in  its  altered  anatomic  and 
physiologic  behavior. 

4.  To  date,  54  such  operations  have  been 
performed  with  fewer  complaints  of  gastric 


symptoms  and  those  related  to  the  “dumping 
syndrome.” 

75-17  41st  Avenue 
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TRACHEOTOMY  IN  ECLAMPSIA 
The  authors  present  five  cases  of  eclampsia  in 
which  tracheotomy  was  employed  with  markedly 
beneficial  effect.  Indicated  in  cases  where  airways 
and  suction  are  inadequate  for  ventilation  of  the 
lungs  or  where  laryngospasm  develops,  tracheotomy 
may  be  a life-saving  procedure.  Eclamptic  pa- 
tients frequently  show  marked  respiratory  distress 
and  hypoxia  which,  in  many  cases,  can  be  relieved 
satisfactorily  by  use  of  metal  or  rubber  airways  and 
repeated  aspirations  of  the  larynx,  pharynx,  and 
trachea,  and  administration  of  oxygen  by  mask  or 
nasal  catheter.  These  writers  point  out,  however, 
that  occasionally  such  methods  are  ineffective  in 
deeply  comatose  patients.  Exhaustion  from  violent 
respiratory  efforts  may  necessitate  artificial  respira- 
tion for  varying  periods,  and  it  is  in  these  patients 
that  the  authors  advocate  tracheotomy.  In  none 
of  the  case  summaries  presented  are  any  ill  effects 
from  the  procedure  reported. — Conrad  G.  Collins, 
M.D.,  and  Frank  J.  Knix,  M.D.,  Bulletin  of  the 
Tulane  Medical  Faculty,  May,  1951 


PHYSICAL  ACTIVITY  AND  POLIOMYELITIS 
A study  of  200  cases  of  poliomyelitis  does  not  sup- 
port the  view  that  severe  physical  activity  at  the  pre- 
paralytic stage  is  necessarily  highly  damaging  in  the 
prognosis,  according  to  the  authors’  report.  The 
patients,  all  from  the  1949  epidemic  in  Nassau 
County,  New  York,  were  investigated  in  relation  to 
their  physical  activity  from  three  days  before  to 
some  days  after  onset.  This  information  was  cor- 
related with  the  degree  of  residual  paralysis  five  and 
a half  to  seven  months  after  onset.  From  their 
data,  the  authors  conclude  that  in  children  severe 
paralysis  is  not  related  to  physical  activity  in  the 
preparalytic  stage  or  at  any  time  during  the  illness. 
A more  important  factor  seems  to  be  age.  Adults, 
the  authors  say,  were  more  severely  affected  than 
children.  They  add,  however,  that  deaths  and 
paralysis  of  severe  degree  in  adults  may  be  related 
to  physical  activity  in  the  meningeal  stage. — 
Robert  M.  Albrecht,  M.D.,  and  Frances  B.  Locke, 
M.S.,  Journal  of  the  American  Medical  Association, 
June  30,  1951 


THE  ANALGESIC  ACTION  OF  SUBDAMINE 

The  Effect  of  Subdamine  on  Pain  Threshold  and  in  the  Treatment  of  Idiopathic 
Glossodynia 

Austin  H.  Kutscher,  D.D.S.,  New  York  City 

( From  the  Division  of  Research,  School  of  Dental  and  Oral  Surgery  of  the  Faculty  of  Medicine,  Columbia  Univer- 
sity) 


NONAS  and  McGavack,  Weissberg,  and 
Nonas  have  reported  that  1-diethyl- 
carbamy  1-piperazine  (Subdamine*)  acted  as  an 
analgesic  and  sedative  during  its  administra- 
tion to  psychoneurotic  patients  with  anxiety 
and  tension  symptoms  frequently  associated 
with  the  climacterium.1,2  This  investigation 
reports  upon  the  lack  of  effect  of  Subdamine 
upon  the  pain  threshold  of  human  skin,  its 
sedative  properties,  and  the  failure  of  this  drug 
to  alleviate  idiopathic  glossodynia  permanently,  f 

Method 

Six  subjects  were  thoroughly  indoctrinated 
in  the  Hardy-Wolff-Goodell  pain  threshold 
technic.3-5  Application  of  this  method  including 
the  Hardy-Wolff-Goodell  dol  scale  of  pain  in- 
tensity has  been  used  in  evaluating  the  analgesic 
properties  of  numerous  therapeutic  agents.6-11 
In  this  technic  the  pain  threshold  of  the  skin  is 
determined  by  the  minimum  amount  of  radiant 
heat  required  to  elicit  a distinct  prick  or  stab  of 
pain  at  the  conclusion  of  a three-second  exposure.3 

The  pain  threshold  of  each  subject  was  deter- 
mined at  half-hour  intervals  over  a control 
period  of  five  hours  following  the  ingestion  of  a 
placebo  capsule.  On  a subsequent  day,  under 
identical  circumstances,  the  pain  threshold- 
raising  effect  of  0.5  Gm.  Subdamine  was  tested 
on  these  subjects.  The  results  obtained  are 
summarized  in  Fig.  1.  There  is  no  evidence 
that  Subdamine  is  effective  in  raising  the  pain 
threshold  of  the  skin. 

Clinical  Observations  in  Idiopathic  Glosso- 
dynia 

Subdamine  (0.5  Gm.  per  capsule;  one  capsule 
four  times  a day)  was  administered  for  two 
weeks  to  14  carefully  selected  patients)  two 
males  and  12  females,  ages  twenty-six  to  fifty- 
seven)  who  presented  with  prolonged  suffering 
from  idiopathic  glossodynia.12  Physical  and 
oral  examinations  as  well  as  biochemical  and 
laboratory  tests  had  been  unable  to  explain  the 

* Subdamine  is  the  product  of  and  was  supplied  by  the 
Lederle  Laboratories  Division  of  the  American  Cyanamid 
Company,  through  the  courtesy  of  Dr.  J.  M.  Ruegsegger. 

t This  investigation  was  supported  in  part  by  a grant-in-aid 
from  the  Ciba  Pharmaceutical  Company,  Summit,  New  Jer- 
sey. 


TABLE  I. — Analgesic  and  Sedative  Effects  of  Sub- 
damine in  14  Cases  of  Idiopathic  Glossodynia 


Marked 

Moderate 

Slight  None 

Analgesia  (relief  from 
glossodynia) 
Temporary 

i 

i 

2 

10 

Permanent 

0 

0 

0 

14 

Sedation 

Without  drowsi- 
ness 

4 

2 

2 

4 

With  drowsiness 

1 

1 

orolingual  pain. 

Placebo, 

vitamin 

A, 

vitamin 

Bn,  folic  acid,  Panthenol,  Biotin,  nicotinamide, 

. pyridoxine,  Brewer’s  yeast,  vitamin  C,  vitamin 
E,  Pyribenzamine,  aspirin,  hormonal  (topical), 
Neostigmine,  caffeine,  antibacterials,  chloro- 
phyll, and  local  anesthetic  therapy  had  been 
found  ineffective  when  administered  to  these 
patients.  The  subjects  reported  in  this  study 
were  selected  from  a larger  group  of  idiopathic 
glossodynia  patients.** 

Results. — The  analgesic  and  sedative  effects 
of  Subdamine  in  idiopathic  glossodynia  therapy 
are  summarized  in  Table  I.  At  the  beginning 
of  therapy,  Subdamine  relieved  symptoms  in 
varying  degrees  in  four  of  the  14  cases.  Relief 
was  not  permanent,  however,  and  lasted  only 
one  to  fourteen  days  at  the  end  of  which  time, 
despite  the  continued  administration  of  Sub- 
damine, the  patient’s  complaints  were,  in  general, 
as  before.  In  the  remaining  ten  cases,  no  relief 
at  all  was  obtained.  Of  those  obtaining  initial 
relief,  no  pattern  as  to  age,  sex,  menses,  etc., 
could  be  determined.  Ten  of  the  14  patients 
described  considerable  sedation  during  therapy 
(usually  without  drowsiness). 

Toxicity. — In  this  series  nausea  was  noted  in 
two  cases  and  drowsiness  in  two  cases. 

Conclusions 

The  administration  of  0.5  Gm.  of  Subdamine 
does  not  significantly  alter  the  pain  threshold  in 
humans  as  determined  by  the  Hardy-Wolff- 
Goodell  technic. 

Subdamine,  despite  its  desirable  sedative 
properties,  is  not  sufficiently  effective  in  the 
treatment  of  idiopathic  glossodynia. 

19  East  83rd  Street 

**  A full  report  on  the  therapy,  etiology,  and  histopathology 
of  idiopathic  glossodynia  is  to  be  recorded  separately. 
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Individual 

Readings 


Average 

Readings 


Elevation  of  pain  threshold 
in  me 


Initial  pain  threshold 
(average  216  me) 


Depression  of  pain 
threshold  in  me 


Minutes 


• Placebo  control  test — individual  pain  threshold  determinations 
x Subdamine  therapy  test — individual  pain  threshold  determinations 

Placebo  control  test — average  of  pain  threshold  determinations  „ 

Subdamine  therapy  test — average  of  pain  threshold  determinations 

Fig.  1.  Comparison  of  control  and  Subdamine  treatment  test  readings  showing  distribution  of  pain 
threshold  determinations  in  seven  subjects.  According  to  the  Hardy- Wolff-Goodell  technic,  pain  thresholds 
are  measured  in  response  to  controlled  radiant  heat  stimuli  and  are  expressed  in  me  (millicalories  per  square 
centimeter  per  second).  According  to  the  Hardy- Wolff-Goodell  scale  of  pain  intensity,  14  me  represents 
the  first  two  of  21  discriminate  steps  in  pain  intensity  between  the  pain  threshold  and  the  ceiling  intensity 
of  pain.®  Since  the  limit  of  ability  of  trained  subjects  to  discriminate  differences  in  intensity  of  stimulus 
near  the  pain  threshold  is  about  5 me  using  the  Hardy- Wolff-Goodell  apparatus,  it  is  not  likely  that  a mini- 
mal pain  threshold-raising  effect  of  less  than  7 me  (3  per  cent)  would  have  been  detected  had  it  occurred.1 2 3 4 5 6 
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*14  BILLION  SOCIAL  SECURITY  FUNDS  NOW  IN  U.S.  BONDS 


Social  Security  Commissioner  A.  J.  Altmeyer,  in  a 
communication  to  a member  of  Congress,  states 
that  *14,736,000,000  of  the  reserve  fund  now  is 
invested  in  government  securities — loaned  to  the 
Treasury  for  its  general  operations.  In  addition,  a 
little  less  than  half  a billion  ($413  million)  is  held 


on  hand  in  cash  for  current  investments.  Total 
collections  from  January  1,  1937,  start  of  social 
security,  to  June  30,  1951,  were  $18  billion,  with 
transfers  and  interest  earned  bringing  total  income 
to  $20  billion.  Benefit  payments  accounted 
for  $4,874,000,000,  and  expenses  $459,000,000. 


Case  Reports 


ACUTE  INTRAMURAL  JEJUNAL  HEMORRHAGE 
Alexander  Zabin,  M.D.,  Malverne,  New  York 
{From  the  Department  of  Surgery,  South  Nassau  Communities  Hospital,  Rockville  Centre) 


THE  following  case  is  being  reported  because  of 
the  rarity  of  the  pathologic  condition  found  and 
the  problem  that  was  posed  in  making  a diagnosis 
and  in  determining  the  proper  method  of  treatment. 
No  similar  case  was  found  after  a comprehensive 
review  of  the  available  English  literature.* 

Case  Report 

The  patient  was  a four-year-old  boy,  admitted  to 
the  hospital  on  September  4,  1950.  The  patient 
was  first  seen  by  Dr.  Eli  Ide  of  Valley  Stream,  New 
York,  on  the  morning  of  the  day  of  admission.  The 
history  obtained  from  the  mother  was  that  the  child 
had  complained  of  abdominal  pains  for  about  six 
hours  previously.  Diagnosis  was  deferred,  and 
observation  was  advised.  The  boy  appeared  acutely 
ill.  He  was  very  uncooperative  and  resisted  exam- 
ination. The  abdomen  appeared  somewhat  dis- 
tended. There  was  indefinite  spasticity  and  deep 
tenderness  in  the  right  lower  quadrant.  Rectal 
examination  was  not  helpful  in  arriving  at  a definite 
diagnosis.  There  was  no  blood  on  the  examining 
finger,  and  no  masses  could  be  felt.  The  pain  was 
intermittent  and  persistent  since  onset  and  vomiting 
had  occurred  twice.  The  temperature  was  99  F., 
pulse  72,  and  respiration  22.  There  was  noted  a 
small  abrasion  on  the  skin  of  the  abdomen  about 
3/4  inch  in  diameter,  2 inches  above  and  to  the  left 
of  the  umbilicus.  At  the  time  of  the  initial  examina- 
tion, the  mother  related  that  the  child  had  struck 
his  abdomen  on  the  handle  bar  of  his  bicycle  about 
five  days  previously.  No  significance  was  attached 
to  the  injury  because  of  the  time  which  had  elapsed 
(five  days)  and  because  of  the  apparent  insignificance 
of  the  superficial  injury.  The  revised  history  ob- 
tained postoperatively  was  that  the  injury  had 
been  sustained  only  two  days  prior  to  the  onset  of 
the  present  illness.  The  blood  count  on  admission 
showed  a white  blood  cell  count  of  19,600  with  50 
per  cent  polymorphonuclears. 

A preoperative  diagnosis  of  acute  appendicitis 
was  made,  and  the  abdomen  was  opened  through  a 
2y2-inch  McBurney  incision.  There  was  a large 
amount  of  free,  blood-tinged  fluid  in  the  peritoneal 
cavity.  The  appendix  was  normal.  Exploration 
of  the  intestinal  tract  revealed  a segment  of  lower 
jejunum,  lying  in  the  left  hypochondrium,  which 
was  the  seat  of  the  pathology.  This  segment  meas- 
ured about  14  inches  in  length,  was  moderately 
dilated  to  about  23/4  inches  in  circumference,  and 
showed  marked  thickening.  The  bowel  wall  in 
some  areas  measured  about  1/i  inch  in  thickness. 


* In  the  January  3,  1951,  issue  of  the  Proceedings  of  the 
Mayo  Clinic,  there  is  a case  report  which  describes  an 
old  hematoma  in  the  wall  of  the  cecum  resulting  from  an 
injury  two  years  prior  to  operation. 


The  serosal  layer  had  lost  its  sheen,  and  the  bowel 
did  not  contract  on  mechanical  stimulation.  The 
color  was  a dark  slate  blue.  At  the  middle  of  this 
segment  there  was  a patch  of  apparently  normal 
bowel  wall  1 inch  in  diameter.  There  was  no 
pathology  seen  in  the  mesentery  of  the  bowel  wall. 
There  was  no  evidence  of  injury  or  bleeding  in  the 
mesentery. 

The  problem  presented  at  the  operating  table  was 
whether  to  do  nothing  and  close  the  abdomen  or 
whether  to  resect  the  injured  segment  of  bowel. 
The  latter  procedure  was  elected,  and  continuity 
was  established  by  an  end-to-end  anastomosis. 
Although  there  was  no  definite  evidence  of  irre- 
versible loss  of  viability,  it  was  decided  to  do  a 
resection  because  one  could  not  be  sure  that  the 
intramural  bleeding  would  not  continue  to  involve 
more  of  the  bowel  wall  and  that  eventually  gangrene 
might  not  result. 

Postoperative  treatment  consisted  of  an  intra- 
gastric  Levine  tube  with  continuous  suction,  intra- 
venous fluids,  and  a blood  transfusion  given  on  the 
first  and  third  postoperative  days.  Complicating 
acidosis  was  combated  with  intravenous  lactate 
Ringer’s  solution.  Sulfadiazine  by  vein  and  peni- 
cillin intramuscularly  were  given  prophylactically. 
The  Levine  tube  was  removed  on  the  third  day. 
The  postoperative  course  was  relatively  uneventful 
except  for  a subcutaneous  wound  infection  which 
rapidly  cleared  up.  The  patient  was  discharged  on 
the  twelfth  postoperative  day  and  has  been  well 
every  since. 

Following  is  the  report  of  the  specimen  by  Dr. 
Leo  Meyer,  the  pathologist:  “The  specimen  con- 
sists of  a segment  of  the  small  bowel  measuring  36 
cm.  in  length  and  3.8  cm.  in  greatest  diameter. 
The  surface  is  colored  a grayish  purple,  except  for 
about  6 cm.  at  either  end  which  appear  to  be  normal. 
The  bowel  lumen  contains  a hemorrhagic  fluid. 
There  is  a large  amount  of  bloody  fluid  which  has 
dissected  the  circular  musculature  from  the  under- 
lying layers.  The  mucosa  itself  appears  grayish.” 

Comment 

In  retrospect,  the  pathology  can  be  explained  by 
the  injury  to  the  bowel  wall  sustained  at  the  time 
the  patient  fell  from  his  bicycle.  The  intramural 
hemorrhage  must  have  originated  from  a small 
vessel,  producing  a slow  but  continuous  bleeding, 
since  it  took  about  three  days  to  produce  sufficient 
changes  in  the  bowel  wall  to  bring  about  clinical 
symptoms. 


In  presenting  this  case  I acknowledge  my  indebtedness  to 
Dr.  Eli  Ide  of  Valley  Stream,  New  York,  who  made  it 
possible  for  me  to  operate  on  this  patient. 
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ANGIOSARCOMA  OF  THE  THIGH  IN  A NEGRESS 

Gerald  A.  Spencer,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  Surgical  Department  of  Mount  Morris  Park  Hospital) 


TN  REPORTING  this  case  of  angiosarcoma  of  the 

thigh,  there  are  two  factors  of  interest  which  war- 
rant our  attention:  (1)  Cancer  of  the  skin  in  the  Negro 
is  considered  an  uncommon  occurrence,  and  (2)  the 
history  of  repeated  trauma  in  the  affected  area  could 
have  been  a contributing  factor  in  this  case.1’2 

Case  Report 

B.  R.,  a twenty-year-old  Negro  female,  was  seen 
by  me  in  January,  1949,  because  of  a lump  on  the 
left  thigh  which  had  been  present  for  ten  months 
prior  to  her  visit.  The  mass  was  first  noticed  as  a 
grape-sized  lump  which  had  developed  to  its  present 
size.  There  was  no  pain,  and  she  had  paid  no  atten- 
tion to  it  until  its  increasing  size  became  cause  for 
alarm.  Her  occupation  was  that  of  a housewife. 
She  stated  that  during  her  adolescence  she  enjoyed 
bicycle  riding  and  could  remember  receiving  sev- 
eral falls  with  repeated  injury  to  her  left  thigh. 

Examination  revealed  a well-developed  young 
woman  in  good  health.  All  physical  findings  were 
negative  except  for  a spherical  mass  2 by  3 inches  in 
dimension  which  was  situated  on  the  inner  aspect  of 
the  upper  third  portion  of  the  left  thigh  (Fig.  1). 
The  overlying  skin  was  distended  and  slightly 
violaceous.  However,  throughout  the  skin  there 
were  several  discrete  lighter  pea-sized  areas  along 
with  a dime-sized,  dark,  purplish  area.  The  con- 
sistency of  the  mass  was  hard  with  several  small 
nodules,  one  of  which  was  soft  and  corresponded  to 
the  purplish  area.  The  mass  extended  to  the 
hypoderm  and  was  well  defined  and  freely  movable 
over  the  fascia.  The  rest  of  the  cutaneous  surface 
showed  no  abnormal  growths.  The  serologic  test 
for  syphilis  gave  negative  results,  and  urinalysis 
showed  no  abnormalities.  Clinical  diagnosis  of  a 
vascular  neoplasm  was  made. 

A biopsy  was  performed,  and  the  microscopic 
diagnosis  of  angiosarcoma,  possibly  a spindle  cell 
sarcoma  arising  from  a Kaposi’s  sarcoma,  was  made 
by  Dr.  Wilbert  Sachs. 


Fig.  1.  Tumor  in  the  upper  third  portion  of  thigh. 


The  patient  was  hospitalized  in  March,  1949,  for 
surgical  removal  of  the  mass.  At  the  operation  the 
mass  was  observed  to  be  firm  and  well  delimited  and 
to  have  extended  down  to  the  fascia.  It  was  removed 
completely  by  Dr.  George  D.  Thorne  along  with 
some  of  its  surrounding  fat  tissue.  A re-examination 
conducted  two  years  later  revealed  a normal  scar  at 
the  site  of  the  excision  with  no  recurrences  in  situ. 

The  report  of  the  gross  examination  stated,  “Speci- 
men is  moderately  large  circular  portion  of  skin  and 
subcutaneous  tissue  measuring  8 by  5 cm.  In  the 
center  there  is  a slightly  raised,  moderately  well- 
demarcated  tumor  mass  measuring  6V2  cm.  in 
diameter.  The  lesion  is  circular  in  shape,  and  sec- 
tion discloses  a homogeneous,  glassy,  whitish 
parenchyma.  The  periphery  of  the  tumor  is  rather 
firm  in  consistency.  The  central  core  is  somewhat 
softer.  The  tumor  tissue  is  well  demarcated  from  the 
slight  mentel  of  subcutaneous  and  adipose  tissue 
which  enveloped  it.  On  the  skin  surface  a rim  of 
skin  and  subcutaneous  tissue  averaging  between  l/2 
and  1 cm.  in  width  circles  the  lesion.  At  one 
pole  of  the  specimen  there  is  a gelatinous  irregular 
focus  D/2  by  V2  cm.  This  extends  from  the  unin- 
volved skin  and  subcutaneous  tissue  into  the  pre- 
viously described  tumor  tissue. 

“ Microscopic  examination:  The  entire  section 
consists  of  a tremendous  cellular  infiltration.  There 
is  little  or  no  connective  tissue,  but  there  are  quite  a 
number  of  blood  vessels.  In  one  of  the  sections  is  a 
small  piece  of  epidermis,  but  this  shows  no  important 
change.  The  cellular  infiltration  is  composed  of 
numerous  spindle  cells  and  some  angioblasts.  Many 
of  the  blood  vessels  are  filled  with  blood  elements 
(Fig.  2).  The  Perle  test  gave  negative  results.” 
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Fig.  2.  Tumor  consisting  of  spindle  cells  and  blood 
vessels  filled  with  blood  elements. 
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A FATAL  CASE  OF  IDIOPATHIC  PERICARDITIS 


Max  Pomerance,  M.D.,  Eli  Perchuk,  M.D.,  and  Julian  B.  Hoffman,  M.D.,  Brooklyn, 
New  York 

( From,  the  Cardiologic  Service , Beth-El  Hospital) 


TT  IS  well  known  that  pericarditis  is  most  often 
"*■  associated  with  rheumatic  fever,  tuberculosis, 
bacterial  pneumonia,  sepsis,  myocardial  infarction, 
and  uremia  and  less  often  with  collagen  disease, 
tumor,  and  infectious  diseases  like  tularemia  and 
amebiasis.  Recently,  attention  has  been  drawn  to  a 
group  of  cases  of  acute  pericarditis  characterized  by 
the  absence  of  demonstrable  etiologic  agents  and  by 
their  benign  course.1-6  We  wish  to  report  a fatal 
case  in  which  autopsy  failed  to  indicate  the  cause  of 
the  pericarditis.  We  are  unable  to  state  with  cer- 
tainty whether  our  case  is  related  to  those  recently 
described  as  “acute  benign  and  acute  nonspecific 
pericarditis,”  but  we  think  it  worth  reporting  be- 
cause it  may  have  been  a fulminating  example  of 
those  nonspecific  (benign)  pericarditities.  The 
pathologic  findings  are  of  interest  because  they  do 
not  provide  evidence  for  any  of  the  known  causes  of 
pericarditis.  It  may  be  therefore  that  these  findings 
represent  the  pathologic  changes  in  acute  nonspecific 
pericarditis.  On  this  basis  the  case  history  is  sum- 
marized below. 

Case  Report 

A.  P.,  a forty-six-year-old  woman,  was  admitted 
to  the  Beth-El  Hospital  at  10  p.m.  on  March  9,  1949, 
in  shock,  unable  to  give  a detailed  account  of  her 
illness.  The  following  history  was  obtained  from 
the  family:  Six  days  prior  to  admission  the  patient 
suddenly  developed  pain  in  the  left  chest  aggravated 
by  respiration.  The  pain  was  moderate  in  severity 
and  not  associated  with  any  symptoms  other  than 
excess  perspiration.  The  pain  persisted  for  several 
days  but  became  milder.  Two  days  prior  to  admis- 
sion, the  patient  complained  of  chilly  sensations  and 
developed  a slight  fever.  The  day  before  entry  to 
the  hospital,  she  felt  comfortable.  The  day  of 
admission  she  vomited  some  mucoid  material,  her 
lips  became  blue,  and  she  developed  difficulty  in 
"breathing.  A doctor  was  called,  and  he  advised 
hospitalization. 

There  was  no  past  history  of  rheumatic  fever, 
tuberculosis,  hypertension,  chronic  illness,  or  recent 
pulmonary  infection. 

The  patient  was  a middle-aged,  white  woman  in 
shock.  The  lips  were  cyanotic,  the  blood  pressure 
and  pulse  unobtainable,  and  temperature  103  F. 
The  heart  sounds  were  distant,  regular,  and  rapid; 
the  rate  was  120.  The  lungs  were  clear.  Abdomi- 
nal examination  revealed  tenderness  and  spasm  in 
the  right  upper  quadrant.  The  extremities  were 
cold  but  otherwise  normal.  The  differential  diagno- 
sis was  among  mesenteric  embolism  secondary  to 
myocardial  infarction,  acute  hemorrhagic  pancreati- 
tis, and  acute  cholecystitis. 

Immediate  surgical  consultation  was  requested. 
The  surgeon  noted  a palpable  gallbladder  and  made 
a diagnosis  of  acute  pancreatitis  secondary  to  acute 
cholecystitis.  Therapy  included  oxygen,  plasma, 
and  glucose  and  saline  infusion,  but  despite  these 
measures  the  patient  died  less  than  six  hours  after 
admission. 


Because  of  the  fulminating  course  laboratory 
studies  could  not  be  obtained. 

Autopsy. — Autopsy  was  limited  to  the  chest  and 
abdomen.  There  were  500  cc.  of  serosanguineous 
fluid  within  the  pericardial  sac.  The  parietal  and 
visceral  pericardia  were  markedly  thickened  and  gray 
white  with  marked  injection  of  both  surfaces  and 
numerous  fibrinous  tags.  The  surfaces  were  ad- 
herent over  the  posterolateral  aspect  of  the  left 
ventricle.  The  heart  weighed  464  Gm.  with  the 
pericardium  intact.  The  endocardium  was  thin, 
smooth,  and  translucent.  The  valves  were  normal, 
the  leaflets  thin  and  delicate,  and  the  orifices  com- 
petent. The  tricuspid  valve  measured  9 cm.,  the 
pulmonary  valve  6 cm.,  the  mitral  valve  8 cm.,  and 
the  aortic  valve  7 cm.  in  circumference.  The  left 
ventricle  measured  2 cm.  in  thickness,  the  right  0.4 
cm.  The  myocardium  was  a normal  homogeneous 
reddish-brown.  Serial  sections  showed  no  gross 
evidence  of  disease.  The  coronary  arteries  were 


Fig.  1.  Low  power  view  of  pericardium  showing 
marked  thickening  due  to  fibrin  deposition  and  in- 
filtration with  inflammatory  cells.  (60  X) 
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Fig.  2.  High  power  view  of  the  same  area  of 
pericardium  showing  acute  and  chronic  inflamma- 
tory cells  invading  epicardium  and  epicardial  fat. 
(220  X) 
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Fig.  3.  High  power  view  showing  normal  myo- 
cardium with  slight  perivascular  infiltration.  There 
is  no  evidence  of  Aschoff  bodies.  (220  X) 


patent  throughout  and  lined  by  smooth  intact 
intima.  The  pleural  cavities  each  contained  150  cc. 
of  serous  fluid.  There  was  no  pleuritis.  The  lungs 
showed  basal  congestion.  The  liver  extended  three 
fingers  below  the  costal  margin.  On  section  it  pre- 
sented a typical  “nutmeg”  appearance.  The  gall- 
bladder, biliary  tree,  and  pancreas  were  normal. 
The  mesenteric  vessels  were  patent. 

Culture  of  the  pericardial  fluid  revealed  Bacillus 
proteus  and  Bacterium  coli,  reported  to  be  con- 
taminants by  the  bacteriologist. 

Microscopic  findings:  The  pericardium  was  thick- 
ened. There  were  large,  scattered  fibrin  deposits. 
The  tissue  was  edematous  and  infiltrated  with  poly- 
morphonuclear leukocytes  and  lymphocytes  (Fig.  1). 
The  inflammatory  reaction  was  diffuse  involving  the 
epicardium  and  epicardial  fat  (Fig.  2).  There  was 
hyperplasia  of  the  mesothelial  cells.  The  myocar- 
dial muscle  fibers  were  intact.  There  was  a slight 
thickening  of  perivascular  tissue  with  mild  infiltra- 
tion of  inflammatory  cells  (Fig.  3).  Gram  stains 
of  the  pericardium  were  negative  for  bacteria.  The 
lungs  showed  congestion.  The  liver  showed  dilata- 
tion of  the  central  veins  and  varying  degrees  of 
degenerative  changes  of  the  liver  cells  in  these  areas. 
The  gallbladder  and  pancreas  were  normal. 

Comment 

The  cases  of  acute  pericarditis  which  have  been 
reported  in  the  past  few  years  have  been  charac- 
terized by  the  lack  of  a demonstrable  cause  of  the 
pericarditis  and  the  benign  course  of  the  illness.1-4 


Clinically  there  was  no  single  pattern  or  pathog- 
nomonic feature.  Some  of  the  cases  were  notable  be- 
cause they  were  mistaken  for  myocardial  infarction. 3i  6 
Some  were  found  associated  with  upper  respiratory 
infections  and  others  with  atypical  pneumonia. 4,6,7 
Although  a number  of  the  patients  were  acutely  ill, 
none  died. 

Unlike  the  cases  alluded  to  above,  the  one  we  are 
reporting  ran  a rapidly  fatal  course.  However, 
autopsy  revealed  no  specific  cause  of  the  pericarditis. 
The  pericardial  fluid  was  not  purulent.  Autopsy 
showed  no  evidence  of  sepsis.  The  patient  did  not 
have  tuberculosis,  rheumatic  heart  disease,  collagen 
disease,  renal  pathology,  or  myocardial  infarction. 
The  valves  were  entirely  normal.  Although  there 
was  some  perivascular  infiltration  in  the  myocar- 
dium, this  could  not  be  labeled  a rheumatic  pericar- 
ditis; most  cases  of  rheumatic  pericarditis  are  found 
with  pancarditis  except  mild  cases  which  heal  with 
minimal  signs  of  previous  pericardial  involvement.® 
Since  there  have  been  no  pathologic  reports  in  the 
recently  described  series  of  acute  nonspecific  peri- 
carditis, we  cannot  make  any  statement  as  to  the 
relation  of  this  case  to  that  group. 

The  point  has  been  made  by  Paul  et  al.  and  others 
that  the  etiology  of  chronic  constrictive  pericarditis 
is  often  obscure.9,8’10  In  a series  of  53  autopsied 
cases  of  chronic  constrictive  pericarditis  it  was  found 
that  the  etiology  was  obscure  in  30  cases.  It  is  of 
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interest  that  acute  pericarditis  of  unknown  origin 
was  present  in  six  cases,  and  in  three  additional  cases 
there  was  a history  suggestive  of  acute  pericarditis. 
We  believe  that  the  thickened  pericardium  in  our 
case  may  have  been  the  result  of  a previous  episode 
of  acute  (nonspecific)  pericarditis.  The  presence  of 
acute  inflammation  of  the  pericardium  at  autopsy 
indicates  that  the  terminal  episode  was  one  of  acute 
(“nonspecific”)  pericarditis.  Thus  it  appears  pos- 
sible that  our  patient’s  entire  illness  may  be  ac- 
counted for  by  recurring  attacks  of  acute  nonspecific 
(so-called  benign)  pericarditis. 

At  the  onset  of  her  illness  the  patient  complained 
of  chest  pain  aggravated  by  respiration.  Although 
this  also  is  typical  of  pleuritic  pain,  it  has  been 
stressed  as  a cardinal  symptom  in  acute  idiopathic 
pericarditis.  The  presence  of  pleuritic  pain  warrants 
repeated  search  for  a pericardial  friction  rub  and  in 
certain  cases  serial  electrocardiography. 

While  it  has  been  emphasized  in  the  literature  that 
acute  pericarditis  may  be  confused  with  acute  myo- 
cardial infarction,  little  attention  has  been  given  to 
its  differentiation  from  intra-abdominal  disease.3 
In  our  case  surgical  consultation  was  sought  because 
of  abdominal  spasticity,  tenderness,  and  a right 
upper  quadrant  mass.  It  may  be  that  the  presence 
of  massive  pericardial  fluid  eliminated  the  telltale 
friction  rub.  Although  the  correct  diagnosis  was 
obscured  in  this  case  because  the  patient  was  in 
shock,  it  is  well  to  point  out  that  the  presence  of 
pericarditis  with  effusion  was  mistaken  for  an  acute 
abdominal  condition. 

Death  is  considered  to  have  been  due  to  acute 
cardiac  tamponade,  attributed  by  the  pathologist  to 
the  already  thickened  pericardium  which  could  not 
expand  under  the  pressure  of  the  newly  and  probably 
rapidly  formed  pericardial  effusion.  Cardiac  tam- 
ponade is  ordinarily  found  in  association  with  chronic 
constrictive  pericarditis  and  hemopericardium  rather 
than  with  acute  inflammatory  effusions.  It  has 
been  shown  in  animals  however  that  hydroperi- 
cardium can  produce  tamponade,  and  Stewart  et  al. 
have  described  how  tamponade  can  occur  in  humans 
with  massive  effusion.11  In  a patient  with  peri- 
cardial effusion  they  demonstrated  that  the  accumu- 
lation of  fluid  in  the  pericardial  cavity  in  man  re- 
sults in  marked  decrease  in  volume  output  of  the 
heart  per  beat  and  per  minute,  increase  in  venous 
pressure,  circulation  time,  heart  rate,  and  decreased 
vital  capacity.  They  further  state  that  the  de- 
crease in  cardiac  output  is  chiefly  the  result  of  de- 
creased inflow  of  blood  to  the  right  heart.  From 
the  standpoint  of  therapy  it  is  significant  that  all  of 
the  abnormalities  produced  by  pericardial  effusion 
tend  to  disappear  with  removal  of  the  fluid. 

In  our  case  the  clinical  picture  can  be  correlated 
with  the  autopsy  findings  in  this  manner:  The 
patient’s  chest  pain  several  days  before  admission 


was  probably  due  to  pleuropericarditis.  On  admis- 
sion to  the  hospital  the  patient  was  in  shock  and  had 
tenderness  and  spasm  in  the  right  upper  quadrant. 
The  abdominal  signs  were  explained  at  autopsy  by 
the  enlarged  congested  liver.  The  fact  that  the 
patient  was  in  shock  rather  than  in  congestive  failure 
corroborates  the  concept  that  the  pericardial  effu- 
sion produced  acute  cardiac  tamponade.  The  pa- 
tient’s development  of  cyanosis,  shock,  and  hepato- 
megaly in  the  absence  of  intrinsic  cardiac  insuffi- 
ciency is  adequately  accounted  for  only  by  an  extrinsic 
factor,  in  this  case  a pericardial  effusion  occurring 
in  a sac  with  already  diminished  distensibility. 

Eight  cases  of  effusion  were  reported  by  Nathan 
and  Dathe  in  idiopathic  pericarditis  associated  with 
upper  respiratory  infection.4  Cardiac  tamponade 
did  not  occur  in  any  of  these  cases.  In  four  of  the 
cases  pericardiocentesis  was  done  and  yielded  hemor- 
rhagic fluid.  In  our  case  the  fluid  was  serosanguine- 
ous. 

Our  patient  was  brought  to  the  hospital  in  shock 
and  died  before  the  condition  could  be  recognized. 
It  is  possible  that  pericardial  tap  might  have  been 
lifesaving.  If  this  was  in  reality  an  example  of  a 
fulminating  case  of  acute  nonspecific  pericarditis,  it 
will  hereafter  be  extremely  important  to  watch  for 
this  complication,  although  formerly  the  condition 
has  been  considered  benign. 

Summary 

1.  A fatal  case  of  acute  pericarditis  is  presented 
with  autopsy  findings  which  fail  to  reveal  a specific 
cause  of  the  pericarditis. 

2.  Emphasis  is  made  of  certain  clinical  features 
including  pleuritic  chest  pain,  abdominal  pain,  and 
spasm,  and  the  therapeutic  implications  of  pericar- 
dial effusion  with  tamponade. 

3.  The  relation  between  this  fatal  case  of  peri- 
carditis and  the  group  recently  reported  as  non- 
specific, idiopathic,  and  benign  is  discussed,  but  no 
definite  conclusions  can  be  drawn  from  the  evidence 
in  this  case. 
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TREATMENT  OF  VENTRICULAR  TACHYCARDIA  WITH  PROCAINE  AMIDE 


Karl  Fischbach,  M.D.,  New  York  City 
{From  the  Fordham  Hospital) 


DROCAINE  amide  (Pronestyl),  a new  drug,  has 
been  advocated  recently  for  the  treatment  of 
ventricular  tachycardia. 1 The  purpose  of  this  report 
is  to  present  the  clinical  and  electrocardiographic 
observations  following  its  successful  use  after  quini- 
dine  had  failed. 


Case  Report 

The  patient,  a seventy-seven-year-old  white  male, 
was  first  seen  on  October  18,  1950.  He  complained 
of  palpitations,  substernal  pain,  and  feeling  of  col- 
lapse. These  symptoms  began  six  hours  before  and 
had  continued  with  increasing  severity  despite  the 
repeated  use  of  quinidine.  The  patient  was  a 
known  hypertensive  for  ten  years.  He  had  experi- 
enced his  first  attack  similar  to  the  present  one  about 
three  years  ago.  The  removal  of  cataracts  two 
years  ago  was  complicated  by  bilateral  retinal 
separations,  resulting  in  blindness.  About  eighteen 
months  ago,  because  of  the  recurrent  episodes,  the 
patient  started  to  take  quinidine  in  an  attempt  to 
control  them.  The  dose  of  three  capsules  of  3 
grains  each  daily  was  increased  until  he  was  taking 
as  many  as  ten  such  capsules  a day.  The  attacks, 
however,  continued  to  recur,  and,  in  addition,  more 
massive  doses  were  required  to  restore  normal  rhy- 
thm. Since  the  onset  of  the  present  attack,  six  cap- 
sules of  quinidine  (18  grains)  had  been  taken  with- 
out apparent  effect. 

Examination  revealed  a well-developed,  elderly' 
white  male,  dvspneic  but  not  cyanotic.  The  skin 
was  cold  and  clammy.  The  pulse  was  rapid,  thready, 
and  grossly  irregular  in  rhythm  and  amplitude. 
The  blood  pressure  could  not  be  ascertained.  The 
heart  was  enlarged  to  percussion.  The  heart  sounds 
were  faint  and  rapid,  rate  about  170,  and  apparently 
regular.  Close  auscultation  revealed  variation  of 
the  intensity  of  the  first  sound  and  the  slightest 
irregularity  in  the  rhythm.  Carotid  sinus  pressure 
was  ineffective.  The  lungs  revealed  moist  rales  at 
both  bases.  The  liver  was  not  enlarged,  nor  was 
ascites  found.  The  extremities  were  free  of  club- 
bing, cyanosis,  or  edema.  The  clinical  impression 
of  ventricular  tachycardia  was  confirmed  by  the 
electrocardiogram  (Fig.  1A). 

Three  capsules  of  procaine  amide,  totaling  750 
mg.,  were  administered  orally.  Within  fifteen 
minutes,  the  heart  rate  slowed,  and  the  patient 
experienced  subjective  relief.  At  this  time,  the 
electrocardiogram  revealed  slowing  of  the  tachy- 
cardia, but  ten  minutes  later,  regular  sinus  rhythm 
supervened.  However,  further  interesting  varia- 
tions in  the  rate  and  rhythm  continued  for  the  next 
fifteen  minutes  (Fig.  IB  to  II).  In  that  short  space 
of  time,  the  pacemaker  changed  from  idioventricular 
rhythm  to  sinus  rhythm  with  bundle  branch  block, 
to  nodal  rhythm,  to  sinus  rhythm  with  ventricular 
extrasystoles,  and,  finally,  to  an  established  and 
maintained  regular  sinus  rhythm.  In  spite  of  the 
many  fluctuations  exhibited  in  the  electrocardio- 
grams, the  patient  had  no  unpleasant  sensations 
and  considered  the  attack  over.  He  was  placed  on  a 
maintenance  dose  of  one  250-mg.  capsule  every 
four  hours.  When  seen  three  days  later,  the  regular 
rhythm  was  still  present  (Fig.  2). 

Comment 

The  treatment  of  ventricular  tachycardia  with 


Fig.  1.  Variations  of  pacemaker  after  administra- 
tion of  procaine  amide.  Total  time  elapsed  from 
( A ) to  (/)  is  forty  minutes.  All  strips  are  lead  III. 

(A)  Ventricular  tachycardia,  rate  168,  prior  to 
medication.  ( B ) Ventricular  tachycardia,  rate 
150,  fifteen  minutes  after  procaine  amide,  750  mg. 
(C)  Ventricular  tachycardia,  rate  144,  varying  focf, 
twenty  minutes  after  (A).  (D)  Regular  sinus 

rhythm,  rate  68,  twenty-five  minutes  after  (A). 
( E ) Idioventricular  rhythm,  rate  88,  three  minutes 
later.  (F)  Sinus  rhythm  with  bundle  branch 
block,  rate  70,  thirty  minutes.  (G)  Nodal  rhythm, 
bundle  branch  block,  rate  80,  five  minutes  later. 
( H ) Regular  rhythm  with  ventricular  extrasys- 
toles, thirty-eight  minutes.  (/)  Regular  sinus 
rhythm,  rate  68. 


Fig.  2.  Electrocardiogram  three  days  later. 
Regular  sinus  rhythm  is  present.  There  is  evidence 
of  myocardial  damage,  and  one  ventricular  extra- 
systole is  seen  in  lead  II. 
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orally  administered  quinidine  is  well  established  and 
usually  effective.2  This  drug  is  also  used  as  a pro- 
phylactic measure  in  those  patients  who  are  subject 
to  recurrences  of  this  serious  disorder.  However, 
one  is  occasionally  confronted  with  a patient  in 
whom  quinidine  by  mouth  is  ineffective.  Under 
such  circumstances,  the  question  of  intramuscular  or 
intravenous  administration  of  quinidine  has  to  be 
considered.  These  latter  methods  cany  an  added 
hazard  of  toxicity,  difficulty  to  obtain  stable  solu- 
tions, and  inability  to  gauge  the  proper  dose.3  The 
introduction  of  procaine  amide  (Pronestyl)  by  recent 
investigators  has  made  available  a potent  and  safe 
drug  which  can  be  utilized  orally  or  intravenously 
for  the  treatment  of  ventricular  tachycardia. 1 It  is 
especially  valuable  when  quinidine  has  not  pre- 
vented or  controlled  the  abnormal  rhythm.  It  will 


also  find  great  use  where  an  idiosyncrasy  to  quini- 
dine exists  and  also  in  those  patients  who  develop 
ventricular  extrasystoles  (usually  an  ominous  sign) 
while  under  general  anesthesia.  The  action  of  pro- 
caine amide  seems  to  be  very  similar  to  that  of 
quinidine,  judging  from  the  electrocardiographic 
evidence  presented  here,  namely,  a marked  depres- 
sive action  on  the  myocardium  and  the  conduction 
mechanism.  In  spite  of  the  many  fluctuations  ex- 
hibited in  the  electrocardiograms,  the  patient  did 
not  have  any  unpleasant  side-reactions. 
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R.  Yanover,  M.D.,  S.  Barland,  M.D.,  F.A.C.P.,  and  W.  Gordon  Podolsky,  M.D., 
Bayside,  New  York 


( From  the  Queens  General  Hospital) 

CT1IANT  follicular  lymphoblastoma  is  a disease 
^ characterized  by  enlargement  of  the  lymph 
nodes  and  frequently  accompanied  by  spleno- 
megaly as  a result  of  excessive  hyperplasia  of  the 
lymphoid  follicles.  The  sexes  are  equally  affected, 
the  average  age  of  onset  being  fifty,  and  the  re- 
sponse to  radiation  therapy  is  favorable  in  95  per 
cent  of  the  cases.  The  tumor  is  localized  in  ap- 
proximately 10  per  cent.  The  lymph  nodes  of  the 
neck  are  often  found  to  show  the  first  enlargement. 
Lymph  node  swelling  may  occur  in  the  groin,  in  the 
axilla,  in  the  supraclavicular  fossa,  or  there  may  be 
generalized  involvement  of  all  the  palpable  lymph 
nodes  of  the  body.  The  nodes  are  generally  soft  and 
discrete.  Their  size  may  vary  from  a chain  of  pea- 
sized nodules  to  masses  as  large  as  an  orange. 
Splenomegaly  is  a common  feature  of  the  disease. 
There  are  no  characteristic  alterations  in  the  peri- 
pheral blood,  and  pain  is  practically  never  present. 

Case  Report 

The  patient  was  a white  woman,  aged  sixty-eight, 
seen  in  September,  1948.  She  had  noticed  swelling 
of  the  neck  for  approximately  three  months.  She 
complained  of  tenderness  of  the  left  side  of  the  neck 
accompanied  by  weakness  and  dizziness.  For  sev- 
eral years  she  had  suffered  from  severe  precordial  pain . 


On  physical  examination,  the  patient  did  not 
appear  acutely  ill.  Lymph  nodes  were  palpable  in 
the  posterior  cervical  area  and  supraclavicular  and 
left  axillary  fossa.  The  blood  pressure  was  186/94. 
The  blood  count  showed  no  unusual  features  except 
for  a mild  secondary  anemia.  The  impression  on 
admission  was  lymphosarcoma  or  Hodgkin’s  disease. 

Excision  of  a lymph  node  was  performed  on 
October  1,  1948.  Grossly,  this  consisted  of  an  en- 
capsulated firm  mass  measuring  2 cm.  in  diameter. 
The  cut  surface  was  gray  and  glistening  with  many 
pinhead-sized  areas  of  lighter  color  scattered 
throughout. 

Microscopic  examination  showed  markedly  en- 
larged follicles  with  markedly  hyperactive  germinal 
centers.  In  many  areas  fusion  of  these  centers  oc- 
curred, resulting  in  dumbbell  configurations  in 
contrast  to  the  large  spheric  centers  observed  in 
simple  chronic  inflammation.  The  patient  received 
radiation  therapy  from  October  4 through  October 
29,  1948,  consisting  of  a total  of  20  treatments 
to  each  of  two  ports.  The  factors  shown  in  Table 
I were  used. 

Physical  examination  after  completion  of  ther- 
apy compared  with  the  initial  examination  revealed 
complete  regression  of  the  enlarged  lymph  nodes  in 
all  irradiated  areas.  The  patient  has  been  asymp- 
tomatic since  irradiation  therapy.  Two  x-rays  of 
the  chest,  anterior  and  lateral  views,  were  negative 
for  glandular  enlargement. 


TABLE  I. — Radiation  Therapy  Factors  Ltsed 


1 Kilo- 
volts 

Milli- 

amperes 

Filter 

Port 

Cone 

Distance 

Roentgens 

Total 

Roentgens 

250 

15 

1 Al;  V2  Cu 

1 supraclavicular 
anterior  and  pos- 
terior 

10  by  15 

50  cm. 

200 

2,000 

250 

15 

1 Al;  1/2  Cu 

Left  axillary  anter- 
ior and  posterior 

10  by  15 
6 by  8 

50  cm. 

200 

2,000 

Special  Article 

ADMISSION  OF  CHILDREN  UNDER  FIVE  YEARS  OF  AGE  TO 
NEW  YORK  STATE  SCHOOLS  FOR  MENTAL  DEFECTIVES 

Newton  Bigelow,  M.D.,  Albany,  New  York 
( Commissioner , Stale  of  New  York  Department  of  Mental  Hygiene) 


TNTIL  1946  the  State  schools  in  the  Department 
^ of  Mental  Hygiene  were  restricted  to  the  care 
and  training  of  mentally  defective  persons  over  five 
years  of  age.  It  has  been  increasingly  recognized  by 
physicians  and  social  workers,  however,  that  the 
presence  of  a very  young  mentally  defective  child 
causes  severe  social  problems  in  certain  families. 
The  State  has  been  besieged  with  requests  for  the 
admission  of  such  children  to  its  institutions  for 
mental  defectives.  To  meet  this  need  Governor 
Dewey  issued,  on  February  2,  1946,  an  official  state- 
ment in  which  it  was  established  that  mentally  de- 
ficient children  under  the  age  of  five  would  be  ac- 
cepted in  appropriate  State  institutions  for  the 
mentally  defective  to  the  extent  to  which  the  State 
was  able  to  accommodate  them. 

Because  all  the  institutions  in  the  Department  of 
Mental  Hygiene  were  overcrowded,  and  it  appeared 
that  several  years  would  elapse  before  new  facilities 
could  be  provided,  it  was  necessary  to  develop  a 
selective  procedure  for  children  most  urgently  in 
need  of  care.  It  was  provided,  therefore,  that  every 
application  be  investigated  and  that  in  each  case  the 
Commissioner  of  Mental  Hygiene  make  the  decision 
as  to  acceptance  of  the  child. 

Despite  the  additional  space  provided  when  part 
of  the  facilities  of  Willowbrook  State  School,  used  for 
several  years  by  the  Veterans  Administration,  were 
returned  to  the  State  and  by  the  completion  of  sev- 
eral new  buildings,  it  is  still  necessary  to  limit  admis- 
sions rigidly  to  those  children  who  present  particu- 
larly difficult  problems  for  home  care. 

Generally  speaking,  children  under  one  year  of  age 
have  not  been  accepted  because  it  is  believed  that 
these  children  require  care  very  similar  to  that  of 
any  infant,  and  until  they  are  one  year  old  they  sel- 
dom create  serious  nursing  problems.  It  is  recog- 
nized that  these  children  may  give  rise  to  severe 
emotional  problems  in  the  home.  The  present 
limitation  of  beds,  however,  compels  the  Department 
of  Mental  Hygiene  to  be  highly  selective  in  the  ad- 
mission of  such  cases. 

Apart  from  the  purely  practical  question  of  avail- 


able institutional  beds,  there  is  a much  more  funda- 
mental consideration  which  should  enter  into  any 
decision  regarding  the  care  of  a mentally  deficient 
child.  No  institution,  however  permeated  by 
human  warmth  and  kindness,  can  equal  the  indi- 
vidual care  given  an  infant  by  an  understanding 
mother.  Many  mentally  defective  children  can  get 
along  perfectly  well  at  home,  and,  in  terms  of  the 
child’s  emotional  development,  the  advantages  of 
home  care  are  obvious.  Institutional  care  should  be 
recommended  only  when  serious  nursing  difficulties 
or  inadequacies  preclude  the  possibility  of  home  care. 
Emotional  as  well  as  physical  elements  must,  of 
course,  be  included  in  any  evaluation  of  the  home 
situation. 

It  should  be  stressed,  too,  from  long  experience 
and  from  the  psychiatric  viewpoint,  that  occasion- 
ally severe  guilt  reactions  in  parents  can  be  avoided 
by  giving  the  child  a period  of  home  care  before 
attempting  to  place  it  in  a nursing  home  or  othpr 
place. 

The  Department  of  Mental  Hygiene  has  listed 
additional  facilities  for  infants  among  its  most  press- 
ing needs.  These  will  receive  consideration  together 
with  other  requirements  for  additional  space  for 
mentally  ill  and  mentally  defective  patients.  For 
the  present,  however,  it  is  necessary  to  continue  the 
established  highly  selective  procedure  which  in- 
volves a social  service  investigation  into  each  appli- 
cation for  the  admission  of  a mentally  defective  child 
under  five  years  of  age.  Similar  investigations  are 
made  into  each  application  for  the  admission  of  an 
epileptic  child  under  five  years  of  age  to  Craig 
Colony. 

Applications  from  the  Long  Island  area,  the  coun- 
ties comprising  New  York  City,  and  Westchester 
County  should  be  referred  to  the  New  York  office 
of  the  department  at  217  Broadway,  and  those  for 
the  remainder  of  the  State  to  the  Albany  office  in  the 
State  Office  Building. 

Physicians  are  assured  that  every  possible  con- 
sideration will  be  given  to  requests  for  admission  in 
cases  where  definite  problems  exist. 


PLEASE  NOTE  ON  YOUR  1952  CALENDAR  THE  DATES  FOR 
THE  146TH  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK,  MAY  12  TO  16,  IN  NEW 

YORK  CITY. 
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Isidor  Henry  Alexander,  M.D.,  of  New  York  City, 
died  on  November  23  at  the  Lenox  Hill  Hospital 
at  the  age  of  seventy-nine.  Dr.  Alexander  received 
his  medical  degree  from  New  York  University 
Medical  School  in  1892  and  practiced  in  New  York 
City  for  fifty-nine  years.  For  twenty-five  years  he 
was  associate  professor  of  laryngology  at  the  New 
York  Post-Graduate  Hospital.  A Diplomate  of  the 
American  Board  of  Otolaryngology,  Dr.  Alexander 
had  been  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Katharine  Wanda  Arends,  M.D.,  of  New  York 
City,  died  on  November  24  at  the  Presbyterian  Hos- 
pital at  the  age  of  ninety.  Dr.  Arends  received  her 
medical  degree  from  the  New  York  Medical  College 
and  Hospital  for  Women  in  1907  and  interned  at  the 
Laura  Franklin  Free  Hospital  for  Children.  She 
practiced  in  New  York  Citv  until  her  retirement  in 
1933. 


Francis  Xavier  Brown,  M.D.,  of  Brooklyn,  died 
on  November  24  at  the  Fort  Hamilton  Veterans 
Hospital  at  the  age  of  sixty-two.  Dr.  Brown  re- 
ceived his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1913.  During 
World  War  I he  served  as  a captain  in  the  U.S. 
Army  Medical  Corps.  Dr.  Brown  was  attending 
surgeon  at  St.  Peter's  Hospital  and  associate  attend- 
ing surgeon  at  Kings  County  and  Holy  Family 
Hospitals.  A Fellow  of  the  American  College  of 
Surgeons,  he  was  a member  of  the  Brooklyn  Surgical 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


George  Edward  Carlin,  M.D.,  of  Amityville, 
died  on  November  28  at  the  Brunswick  General 
Hospital  at  the  age  of  forty-nine.  Dr.  Carlin  re- 
ceived his  medical  degree  from  the  Queens  Univer- 
sity Medical  School,  Kingston,  Ontario,  in  1927  and 
interned  at  the  St.  Lawrence  State  Hospital  in 
Ogdensburg.  He  was  a lieutenant  commander  in  the 
U.S.  Naval  Reserve.  Dr.  Carlin  was  a member  of 
the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Halsey  E.  Cooley,  M.D.,  of  Rochester,  died  on 
November  26  at  the  age  of  eighty-four.  Dr.  Cooley 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1891.  For  fifty-six  years  he 
had  practiced  in  Wellsville  until  he  retired  in  1946 
and  moved  to  Rochester.  For  twenty-five  years  he 
had  served  as  coroner  of  Allegany  County.  Dr. 
Cooley  was  a member  of  the  Allegany  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


J.  Henry  Dowd,  M.D.,  of  Buffalo,  died  on  October 
29  at  his  home  at  the  age  of  eighty-six.  Dr.  Dowd 
received  his  medical  degree  from  the  Niagara  Uni- 
versity Medical  School  in  1890  and  practiced  in 
Buffalo  until  his  retirement  in  1942.  Dr.  Dowd  was 
a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Nathaniel  Hall  Fuller,  M.D.,  of  Cuba,  New 
York,  died  on  November  3 at  his  home  at  the  age  of 
seventy-six.  Dr.  Fuller  received  his  medical  de- 
gree from  the  University  of  Michigan  Medical 
School  in  1901.  He  practiced  in  Friendship  for 
forty-five  years  until  his  retirement  five  years  ago 
when  he  moved  to  Cuba.  He  had  served  as  health 
officer  for  the  village  of  Friendship  and  from  1918  to 
1944  as  coroner  for  Allegany  County.  Dr.  Fuller 
was  a member  of  the  Allegany  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Marcellus  H.  Goff,  M.D.,  of  New  Rochelle,  died 
on  October  18  at  the  age  of  fifty.  Dr.  Goff  received 
his  medical  degree  from  the  Howard  University 
School  of  Medicine  in  1927.  He  was  a member  of 
the  Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 


Ernest  Whitby  Goode,  M.D.,  of  Queens  Village, 
died  on  October  13  at  the  age  of  eighty-two.  Dr. 
Goode  received  his  medical  degree  from  Trinity 
Medical  College,  Toronto,  Canada,  in  1892.  He 
was  a member  of  the  Queens  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  .Medical  Association. 


Andrew  William  Guthiel,  M.D.,  of  Rochester, 
died  on  November  7 at  his  home  at  the  age  of  fifty- 
one.  Dr.  Guthiel  was  graduated  from  the  Syra- 
cuse University  College  of  Medicine  in  1936.  He 
was  junior  attending  physician  in  general  practice 
at  the  St.  Mary’s  Hospital  Outpatient  Department. 
Dr.  Guthiel  was  a member  of  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


John  Joseph  Kohlhas,  M.D.,  of  Buffalo,  died  on 
October  31  at  his  home  at  the  age  of  sixty-seven. 
Dr.  Kohlhas  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1912  and  interned  at 
Deaconess  Hospital.  A Spanish-American  War 
veteran,  he  served  during  World  War  I with  the 
U.S.  Army  Medical  Corps  at  Fort  Oglethorpe, 
Georgia.  Dr.  Kohlhas  was  a member  of  the  Erie 
[Continued  on  page  108] 
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BOOKS  REVIEWED 


Sir  William  Osier,  Aphorisms.  From  His  Bed- 
side Teachings  and  Writings.  Collected  by  Robert 
Bennett  Bean,  M.D.  (1874-1944).  Edited  by 
William  Bennett  Bean,  M.D.  Sextodecimo  of 
159  pages.  New  York,  Henry  Schuman,  1950. 
Cloth,  $2.50. 

This  entertaining  small  volume  contains  many  of 
Osier’s  aphorisms  collected  by  his  “Boswell,” 
Robert  Bennett  Bean.  Many  of  these  have  been 
gathered  from  his  printed  works,  but  many  more 
have  been  jotted  down  and  have  not  heretofore  been 
published.  This  collection  will  delight  everyone. 

Milton  Plotz 

Steroid  Hormones  and  Tumors.  Tumorigenic 
and  Antitumorigenic  Actions  of  Steroid  Hormones 
and  the  Steroid  Homeostasis.  Experimental  As- 
pects. By  Alexander  Lipschutz,  M.D.  Octavo  of 
309  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $6.00. 

In  less  than  250  pages  of  easy,  pleasant  reading 
the  author  presents  the  facts  contained  in  the  many 
published  as  well  as  unpublished  papers  on  the  rela- 
tionship between  tumor  growth  and  steroids,  show- 
ing how  and  under  what  conditions  the  latter  affect 
neoplasia.  In  a book  rich  in  organic  chemistry,  as 
a treatise  of  this  nature  must  necessarily  be,  the 
author  successfully  endeavors  to  simplify  the  in- 
tricacies inherent  in  the  research  on  the  subject. 
The  thorough  knowledge  which  the  author  dis- 
plays of  the  pathology  and  physiology  associated 
with  neoplasia  is  remarkable.  The  tabulated  sum- 
maries given  in  the  third  part  of  the  book  are  most 
clarifying,  and  the  final  chapter,  dealing  with  the 
waiter's  conclusions  in  regard  to  some  of  the  practi- 
cal aspects  of  the  studies,  gives  this  book  the 
"must”  value  which  it  deserves  for  any  doctor’s 
library.  S.  H.  Polayes 

Child  Psychiatry  in  the  Community.  A Primer 
for  Teachers,  Nurses,  and  Others  Who  Care  for 
Children.  By  Harold  A.  Greenberg,  M.D.,  in 
collaboration  with  Julian  H.  Pathman,  Ph.D., 
Helen  A.  Sutton,  R.N.,  and  Marjorie  M.  Browne, 
M.A.  Octavo  of  296  pages.  New  York,  G.  P. 
Putnam’s  Sons,  1950.  Cloth,  $3.50. 

This  book  outlines  the  present  attitude  toward 
child  psychiatry  based  on  the  experience  acquired  in 
a large  clinic. 

It  is  divided  into  three  parts  involving  a direct 
study  of  the  child,  the  role  of  the  clinic  team, 
namely,  psychiatrist,  psychologist,  and  social 
worker,  and  a discussion  of  the  clinic  and  the  com- 
munity. 

It  is  to  be  recommended  for  reading  by  anyone 
who  Is  interested  in  the  field  of  child  psychiatry. 

Stanley  S.  Lamm 

Your  Pregnancy.  By  Anna  Roosevelt  and  Leo 
Doyle,  M.D.  Octavo  of  178  pages.  New  York, 
Henry  Holt  & Co.,  1950.  Cloth,  $2.50. 

The  book  Is  devoted  to  the  emotional  problems  of 
prospective  parents.  It  describes  the  experiences  a 


pregnant  woman  may  expect  during  her  pregnancy, 
labor,  and  after  arriving  home  with  her  baby.  It 
should  prove  to  be  of  practical  value  to  the  pregnant 
woman  because  of  its  frank,  intelligent,  and  re- 
assuring advice.  Alexander  H.  Rosenthal 

Clinical  Electrocardiography.  By  Francis  F. 
Rosenbaum,  M.D.  Octavo.  Illustrated.  New 
York,  Oxford  University  Press,  1950.  Cloth,  $4.50. 

The  preface  by  Dr.  Henry  A.  Christian  emphasizes 
the  fact  that,  except  in  special  instances,  the  electro- 
cardiogram does  not  permit  etiologic  or  pathologic- 
diagnoses,  nor  does  it  measure  the  functional  ca- 
pacity of  the  heart. 

The  book  is  right  up  to  date  and  discusses  unipolar 
limb  leads  and  unipolar  chest  leads.  The  illustra- 
tions are  excellent  and  up  to  date.  Each  disease  is 
illustrated  with  electrocardiograms  as  well  as  a dis- 
cussion of  the  electrocardiographic  findings. 

The  section  on  myocardial  infarction  is  especially 
good  and  up  to  date.  There  is  also  an  excellent 
discussion  of  the  cardiac  arrhythmias  with  many 
illustrations. 

This  volume  presents  the  subject  of  clinical  elec- 
trocardiography in  a condensed,  complete,  and 
easily  understood  form,  from  the  present-day  point 
of  view  of  electrocardiography,  as  stated  by  Dr. 
Henry  A.  Christian  in  the  preface.  The  book  is 
a must  for  the  general  practitioner  as  well  as  the 
cardiologist.  Vincent  Annunziata 

Your  Hair.  Its  Health,  Beauty  and  Growth. 

By  Herman  Goodman,  M.D.  Octavo  of  287  pages, 
illustrated.  New  York,  Emerson  Books,  1950. 
Cloth,  $2.95. 

As  this  book  is  written  primarily  for  the  layman, 
it  is  written  very  plainly  and  in  easily  understand- 
able language. 

It  covers  the  entire  subject  of  hair  from  the  be- 
ginning, going  into  the  history  of  various  supersti- 
tions, romance,  ceremonies,  and  folk  lore,  even 
touching  on  the  Biblical  references  to  hair,  and  dis- 
cussing the  hair  of  the  newborn,  the  adolescent,  the 
adult,  and  the  aged. 

It  answers  in  detail  many  of  the  common  every- 
day questions  that  patients  ask  doctors  and  gives  a 
detailed  description  of  the  various  and  sundry 
agents  that  are  used  by  the  barber  and  the  beauti- 
cian in  the  everyday  care  of  the  hair. 

The  author  studiously  avoids  mentioning  treat- 
ment of  the  common  skin  diseases  as  applied  to  the 
scalp,  so  that  the  question  of  self-treatment  is 
eliminated. 

It  is  a handy  book  to  have  near  by  for  reference 
and  is  well  worth  reading.  George  F.  Price 

Choose  the  Sex  of  Your  Children,  or  Factors  De- 
termining Sex.  By  A.  L.  Benedict,  M.D.  Octavo 
of  281  pages,  illustrated.  New  York,  Allen  Ross  <fc 
Co.,  1950.  Cloth,  $3.50. 

As  the  author  indicates  in  his  introduction,  he  has 
chosen  a subject  of  absorbing  interest  to  prospective 
parents.  After  reviewing  the  basic  physiology  of 
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ovulation  and  fertilization,  he  then  presents  such 
information  as  he  believes  will  increase  the  proba- 
bility of  having  children  of  the  desired  sex.  Al- 
though absolute  certainty  is  not  claimed  for  any 
of  the  methods,  such  as  the  use  of  acid  or  alkaline 
douches,  the  author  nevertheless  gives  the  impression 
that  the  probability  of  predetermining  human  sex 
exists.  For  the  human,  there  is  no  substantiated 
evidence  for  this  belief,  and  the  text  can  easily  mis- 
guide the  laity.  Alexander  II.  Rosenthal 

The  Prostate  Gland.  By  Herbert  R.  Kenyon, 
M.D.  Octavo  of  194  pages,  illustrated.  New 
York,  Random  House,  1950.  Cloth,  $2.95. 

This  book  is  intended  for  those  not  engaged  in  the 
study  or  the  practice  of  medicine.  It  acquaints 
the  reader  with  the  normal  function  of  this  important 
gland  and  explains  in  an  intelligent  and  lucid  manner 
the  morbid  effects  on  the  body  economy  resulting 
from  an  enlargement  of  the  prostate  or  other  altera- 
tions in  its  function. 

One  gains  the  impression  that  the  book  could 
ably  serve  as  an  introduction  to  urology  for  the 
medical  student.  There  is  some  question  as  to 
whether  the  patient  or  prospective  patient  should 
be  acquainted  with  all  of  the  possible  complications 
accompanying  or  following  any  surgical  procedure. 
The  patient  about  to  undergo  an  operation  for  pro- 
static hyperplasia  need  not  know  all  the  various 
complications,  remote  though  they  may  be,  any 
more  than  the  expectant  mother  needs  to  be  in- 
formed about  the  chances  of  having  placenta  praevia 
or  postpartum  hemorrhage. 

The  book  is  well  written  and  presented  in  an 
orderly  and  logical  sequence;  the  facts  presented  are 
generally  recognized  and  accepted. 

Frank  Hamm 

The  Antihistamines.  Their  Clinical  Application. 
By  Samuel  M.  Feinberg,  M.D.,  Saul  Malkiel,  M.D., 
and  Alan  R.  Feinberg,  M.D.  Duodecimo  of  291 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1950.  Cloth,  $4.00. 

Dr.  Feinberg  and  his  associates  have  condensed  in 
this  small  volume  an  excellent  review  of  the  vast 
array  of  information  that  has  appeared  on  the  anti- 
histamines. The  book  is  primarily  clinical  and  is 
intended  for  every  physician  using  these  drugs. 
The  text  is,  however,  divided  into  two  parts,  the 
clinical  and  the  experimental,  so  that  the  reader 
can  easily  refer  to  either  section.  A representative 
bibliography  of  over  500  references  is  enclosed.  A 
valuable  appendix  is  available,  containing  a tabula- 
tion of  all  the  known  American  antihistamine 
products.  This  should  prove  of  great  practical  im- 
portance to  the  practitioner.  Max  Harten 

Atlas  of  Human  Anatomy,  Descriptive  and  Re- 
gional. By  M.  W.  Woerdeman,  M.D.  Quarto. 
Vol.  1.  Osteology,  Arthrology,  Myology.  512 
figures  and  index.  Vol.  2.  Splanchnology,  Angeio- 
logy,  Nervous  System,  Organs  of  Sense.  642 
figures  and  index.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $10  each  volume;  $18  set. 

This  atlas,  in  two  volumes,  contains  over  1,150 
illustrations,  mostly  in  black  and  white,  with  a few 
colored  ones  interspersed.  It  is  a stupendous  and 
comprehensive  work,  meticulously  done,  and  is  a 
useful  contribution  to  the  existing  few  good  atlases 
of  its  type.  It  may  be  criticized  for  the  relatively 
small  size  of  some  of  the  illustrations.  The  result, 
at  times,  is  that  descriptive  words  and  titles  domi- 
nate the  picture  and  give  the  whole  a crowded  appear- 
ance. The  dissections  shown  of  the  extremities  are 


a mixture  of  right  and  left  sides.  The  diagrammatic 
illustrations  of  muscle  attachments  and  direction  of 
pulls  are  commendable.  The  atlas  is  recommended 
to  students  and  doctors,  with  the  foregoing  reserva- 
tions. Walter  Schmitt 

Doctors  Courageous.  By  Edward  II.  Hume, 
M.D.  Octavo  of  297  pages,  illustrated.  New  York, 
Harper  & Bros.,  1950.  Cloth,  $3.50. 

This  is  a well-written  book  combining  the  best 
traits  of  adventurous  travel  stories  with  short 
biographies  of  medical  missionaries.  It  details 
hardships  and  sacrifices  of  these  men  and  women 
and  tells  of  their  rewards  in  terms  of  lives  saved. 

Doctors  Courageous  makes  one  aware  of  the  im- 
portance of  the  medical  man  as  a liaison  between 
the  modern  and  primitive  worlds. 

Dr.  Hume  has  given  us  a thoroughly  interesting 
and  instructive  book,  well  worth  the  reading  time, 
and  of  interest  to  the  lav  reader  as  well  as  to  the 
physician.  Jerome  Weiss 

Natural  Childbirth.  A Manual  for  Expectant 
Parents.  By  Frederick  W.  Goodrich,  Jr.,  M.D. 
Octavo  of  176  pages,  illustrated.  New  York, 
Prentice-Hall,  1950.  Cloth,  $2.95. 

Although  this  little  book  Is  intended  for  expectant 
parents,  the  obstetrician  will  find  it  of  considerable 
interest.  All  the  current  business  about  natural 
(unfortunate  adjective)  childbirth,  rooming  in, 
nonscheduled  feedings,  and  psychologic  damage  to 
mother  and  infant  is  touched  upon.  At  Yale 
episiotomy  is  part  of  the  picture.  Whether  elective 
low  forceps  is  included  does  not  appear  in  this  book. 
Dr.  Goodrich’s  point  of  view  is  conservative.  The 
book  will  do  your  patient  good. 

Charles  A.  Gordon 

The  March  of  Medicine.  The  New  York  Acad- 
emy of  Medicine  Lectures  to  the  Laity,  1949. 

Octavo  of  160  pages,  illustrated.  New  York,  Colum- 
bia University  Press,  1950.  Cloth,  $2.50. 

In  the  foreword,  Dr.  Benjamin  P.  Watson  states 
that  “the  science  of  medicine  impinges  upon  all 
phases  of  human  life  and  experience,  and  is  re- 
ciprocally affected  by  them.”  This  phrase  is  fully 
illustrated  and  corroborated  in  the  six  essays  in  this 
volume. 

The  following  subjects  are  discussed:  “Law  and 
Medicine,”  by  Robert  P.  Patterson;  “The  Endo- 
crines,”  by  Ephraim  Shorr,  M.D.,  “Science  Under 
Dictatorship,”  by  Leo  Alexander,  M.D.;  “Blood 
and  Man,”  by  William  C.  Boyd,  Ph.D.,  and  “The 
Criminal  Within  Us,”  by  George  E.  Gardner, 
Ph.D.,  M.D. 

The  articles  on  endocrines  and  blood  are  especially 
worthwhile,  but  all  are  very  interesting  and  worth 
reading.  Vincent  Annunziata 

Nursing  in  Prevention  and  Control  of  Tubercu- 
losis. By  H.  W.  Hetherington,  M.D.,  and  Fannie 
W.  Eshleman,  R.N.  Revised  third  edition.  Oc- 
tavo of  361  pages,  illustrated.  New  York,  G.  P. 
Putnam’s  Sons,  1950.  Cloth,  $4.50. 

This  factual,  comprehensive  book  would  be  more 
valuable  if  it  limited  itself  to  the  material  of  its 
title.  It  covers  too  much  territory,  and  hence  it 
succeeds  in  being  both  dreary  and  superficial. 

It  goes  into  unnecessary  detail  and  is  much  too 
long,  yet  it  does  not  give  the  kind  of  detail  which 
would  make  it  useful  as  a reference  text.  The  joint 
authorship,  including  a physician  and  a nurse, 
probably  forces  this  type  of  split  personality  on  the 
book.  In  its  attempt  to  give  a little  of  everything 
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from  case  finding,  method  of  draping  patients  for 
pneumothorax  refills,  dosage  of  streptomycin  and 
PAS,  use  of  BCG  vaccine,  and  a plug  for  the  sale  of 
Christmas  seals,  to  the  operation  of  sanatoria,  it 
inevitably  courts  criticism. 

There  are  several  glaring  errors,  such  as  the  state- 
ment on  page  36  to  the  effect  that  after  the  physical 
examination  the  doctor  should  be  able  to  make  a 
tentative  diagnosis,  subsequently  confirmed  or 
revised!  Shades  of  our  new  knowledge  of  the 
greater  importance  of  x-ray  screening. 

Only  lip  service  is  paid  to  our  increasing  emphasis 
on  psychiatric  help  for  all  patients  in  adjusting  to 
their  own  tuberculosis.  On  page  221,  the  pene- 
trating and  wise  words  of  a brilliant  nurse,  Ellen 
LaMotte,  are  quoted,  emphasizing  the  necessity  of 
enlisting  the  patient’s  cooperation  in  preventing 
the  spread  of  the  disease;  but  short  of  telling  him 
to  wear  a mask,  we  are  not  told  how  to  make  the 
patient  want  to  cooperate. 

The  illustrations  are  expensive  and  contribute 
little  to  the  effectiveness  of  the  book.  The  doctor 
fluoroscoping  a patient  on  the  page  opposite  40  has 
the  patient  wearing  a mask,  which  may  or  may  not 
be  necessary,  but  the  doctor  is  not  wearing  pro- 
tective gloves  or  apron,  which  are  certainly  neces- 
sary in  standard  procedure.  Also  the  picture 
opposite  page  126  is  one  for  the  movies,  not  for  any 
actually  functioning  clinic.  The  pictures  opposite 
pages  34  and  244  serve  no  practical  purpose  what- 
ever. 

There  is  great  need  for  this  book,  but  it  should 
have  sharp  revision.  One  gets  the  impression  that 
because  it  has  always  been  a classic,  the  authors 
have  given  this  third  edition  only  a few  pages  here 
and  there  containing  a little  new  material.  The 
whole  picture  has  changed  in  tuberculosis.  It  is  a 
pity  that  none  of  the  drama  and  contagious  en- 
thusiasm of  our  new  outlook  is  written  down. 

This  book  is  staid  and  sound  and  comprehensive. 
It  remains  a classic  in  an  area  which  is  now  calling 
for  a best  seller.  Adele  E.  Streeseman 


The  Practice  of  Medicine.  By  Jonathan  Camp- 
bell Meakins,  M.D.  Fifth  edition.  Quarto  of 
1,558  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1950.  Cloth,  $13.50. 

This  book,  always  outstanding  in  its  field,  now 
appears  in  its  fifth  edition,  six  years  after  the  fourth 
edition  in  1944.  Valuable  in  every  way,  it  can  be 
either  scanned  or  studied  diligently  with  profit. 

A total  of  1,558  pages  comprises  the  volume. 
Heavy  gloss  paper  is  used  to  present  518  illustra- 
tions, a few  in  color.  This  adds  a feature  of  interest 
and  value,  but  makes  the  book  approximately  eight 
pounds  in  weight  and  awkward  to  handle. 

Subject  after  subject  is  splendidly  presented. 
New  clinical  material  is  adequately  incorporated, 
and  an  18-page  chapter  on  “Chemotherapy  and 
Antibiotics”  presents  the  indications  for  the  use  of 
this  group  of  drugs  so  prominent  in  therapy  today. 
The  author  frequently  presents  his  individual 
opinions,  as  witness  the  emphasis  on  the  low  fat, 
high  carbohydrate  diet  in  diabetes. 

A 44-page  chapter  on  “Psychosomatic  Medicine,” 
by  Dr.  F.  R.  Hanson,  is  most  outstanding  and  pre- 
sents many  matters  of  interest  and  value  to  the 
practitioner  of  clinical  medicine  today.  It  can  be 
read  by  all  of  us  with  profit. 

For  this  splendid  volume,  Meakins  and  his  col- 
leagues are  to  be  warmly  congratulated. 

Frank  Bethel  Cross 


Manson’s  Tropical  Diseases.  A Manual  of  the 
Diseases  of  Warm  Climates.  Edited  by  Sir  Philip 
H.  Manson-Bahr,  M.D.  Thirteenth  edition.  Oc- 
tavo of  1,136  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1950.  Cloth,  $9.00. 

Over  fifty  years  ago  the  first  edition  aimed  “to  be 
a manual  of  handy  size  yet  adequate.”  The  new 
edition  holds  to  this  aim.  It  includes  the  new 
knowledge  on  the  extra  erythrocytic  cycle  of  malaria 
and  antimalarial  drugs.  The  antibiotics  in  cholera, 
typhoid,  typhus,  and  plague  are  included;  the  sta- 
tistical support  of  claims  is  omitted.  Up-to-date 
information  on  geographic  distribution  of  specific 
diseases  is  shown  on  clear  and  accurate  maps. 
Ml.  replaces  cc. 

The  arrangement  of  material  would  perhaps  be 
better  if  etiology  had  been  followed  throughout. 
Why  put  typhoid  and  “enteric  fevers”  under  fevers 
of  bacterial  origins,  but  dysentery  and  cholera  under 
abdominal  diseases?  However,  the  book  is  a fine, 
useful,  well-indexed  work. 

H.  L.  Tseng  and  P.  F.  Greene 

The  Truth  About  Your  Eyes.  By  Derrick  Vail, 
M.D.  Duodecimo  of  180  pages,  illustrated.  New 
York,  Farrar,  Straus  & Co.,  1950.  Cloth,  $2.50. 

Writing  for  the  layman  is  always  a difficult  task, 
but,  in  this  compact  book,  Dr.  Vail  has  been  emi- 
nently successful.  He  tells  in  simple  language,  and 
at  the  same  time  in  a scientific  manner,  the  entire 
story  of  the  human  eye,  its  development,  anatomy, 
physiology,  and  pathology,  including  a sufficient 
amount  of  physiologic  optics  to  make  one  wish  for 
more  on  this  and  other  medical  subjects. 

Even  among  the  highly  educated  there  is  a woeful 
lack  of  knowledge  about  the  eye;  and  what  is  more 
serious,  the  misconceptions  about  this  organ  are 
pathetically  widespread  and  often  dangerous.  With 
this  in  mind,  Dr.  Vail  has  produced  a monograph 
of  incalculable  value,  not  only  to  the  general  public 
but  to  the  profession  as  a whole. 

Walter  V.  Moore 

The  Results  of  Radium  and  X-Ray  Therapy  in 
Malignant  Disease.  Being  the  Third  Statistical 
Report  from  the  Radium  Institute,  The  Christie 
Hospital  and  Holt  Radium  Institute,  Manchester, 
years  1940  to  1944  inclusive  assessed  at  5 years 
and  1934  to  1938  assessed  at  10  years.  Compiled 
by  Ralston  Paterson,  Margaret  Tod,  and  Marion 
Russell.  Edinburgh,  E.  & S.  Livingstone  (Balti- 
more, Williams  & Wilkins  Co.),  1950.  Cloth,  $2.50. 

This  is  the  third  five-year  statistical  report  of  the 
Holt  Radium  Institute.  In  order  fully  to  appreci- 
ate its  value,  the  reader  should  realize  that  this  in- 
stitute is  one  of  the  outstanding  radium  institutes  in 
the  world.  It  is  pre-eminent  for  the  accuracy  of  its 
radium  dose  computations  and  for  its  technical 
thoroughness  and  fine  detail  in  the  treatment  of 
individual  cases.  The  large  number  of  patients 
treated  lends  additional  importance  to  its  statistics. 
The  book  in  itself  is  a carefully  analyzed  compilation 
of  five  years’  statistics  and,  as  such,  should  serve  as 
a ready  reference  for  comparing  results  obtained  in 
other  clinics. 

The  statistical  survey  of  the  Holt  Radium  Insti- 
tute plus  the  statistics  of  the  Radium  Hemmet  in 
Stockholm,  and  of  the  Radium  Institute  in  Paris, 
constitute  a fair  survey  of  the  effectiveness  of  current 
European  methods  in  radiation  therapy.  It  is 
interesting  to  note  how  closely  similar  figures  in 
radiosensitive  groups  here  presented  are  to  those 
[Continued  on  page  106] 
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these  photographs  show 
a most  effective  way  to  treat 

sore  throat 

Instilled  intranasally,  Paredrine-Sulfathi- 
azole  Suspension  drifts  down  over  the 
nasopharynx  and  pharynx;  coats  infected 
areas  with  a soothing,  bacteriostatic  frost- 
ing. It  is  not  quickly  washed  away,  but 
clings  to  the  throat  for  hours — assuring 
prolonged  bacteriostasis.  The  Suspension 
is  particularly  effective  in  sore  throat 
when  instilled  on  retiring.  Frequently,  it 
produces  bacteriostasis  (and  analgesia) 
all  night  long. 

Smith,  Kline  & French  Laboratories, 
Philadelphia 

Paredrine- 

; 

Sulfathiazole 

Suspension 


Vasoconstriction  in  minutes.. 
Bacteriostasis  for  hours 


A suspension  of  ‘Micraform’  sulfathiazole,  5%,  in  an  isotonic  aqueous  medium  with  ‘Paredrine’ 
Hydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  preserved  with  ortho- 
hydroxypheny lmercuric  chloride,  1:20,000.  ‘Paredrine’  and  ‘Micraform’  T.M.  Reg.  U.s.  Pat.  Off. 


Pharynx  before  administration  of 
Paredrine-Sulfathiazole  Suspension 


; :• 


: After  the  intranasal  instillation  of 

I Paredrine-Sulfathiazole  Suspension 
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[Continued  from  page  104 ) 

from  other  clinics.  It  is  also  interesting  to  note 
that  in  certain  groups  of  diseases,  notably  larynx 
carcinoma,  the  conclusions  reached  at  the  Holt 
Clinic  are  much  more  discouraging  than  those  pre- 
sented either  by  the  Radium  Hemmet  or  the  Paris 
Institute,  or  by  American  clinics. 

The  best  statistics  in  this  volume  are  probably 
those  in  the  treatment  of  carcinoma  of  the  uterine 
cervix.  In  this  disease  the  technic  of  treatment  has 
been  so  well  developed  by  the  Holt  Institute,  and 
the  usefulness  of  radiation  therapy  is  so  obvious, 
that  one  can  recognize  the  greater  enthusiasm  with 
which  radium  therapists  approached  their  work  in 
cervical  carcinoma. 

The  volume  in  itself  is  incomplete  in  its  considera- 
tion of  the  problem  of  radiation  in  malignant  dis- 
ease. It  represents  merely  a tabulation  of  results. 
For  parallel  reading  the  reviewer  would  urge  refer- 
ence to  a collateral  volume:  Treatment  of  Malignant 
Disease  by  Radium  and  X-ray,  by  Dr.  Ralston 
Paterson,  Director  of  Holt  Radium  Institute,  Wil- 
liams & Wilkins,  1948.  Asa  B.  Friedmann 

Doctor  Come  Quickly.  By  Frank  J.  Clancy, 
M.D.  Octavo  of  248  pages,  illustrated.  Seattle, 
Superior  Publishing  Co.,  1950.  Cloth,  $2.95. 

The  doctor  approaches  the  narrative  of  his  thirty 
years  experience  with  a becoming  degree  of  humility 
readily  evidenced  in  the  preface.  And  it  is  this 
part  of  the  book  that  contains  a summary  of  his 
philosophy  and  is  well  worth  reading.  It  contains 
the  statement:  “Patients  are  the  yardstick  by  which 
a doctor  is  measured.”  Applied  to  a general  prac- 
titioner, it  contains  much  truth. 

Severe  criticism  is  to  be  made  of  the  publisher 
whose  selection  of  a wrapper  for  the  book  resembles 
those  used  for  the  comics  and  completely  misrepre- 
sents the  text.  Many  of  the  incidents  narrated  are 
profoundly  sad  and  tragic;  some  are  in  a lighter  vein. 

All  in  all,  the  impression  left  on  the  reader  at  the 
conclusion  of  the  book  is  that  the  life  of  a general 
practitioner  in  those  days,  in  the  days  before,  and 
even  now  is,  indeed,  a hard  one  and  in  many  in- 
stances a disappointing  one.  It  is  to  be  feared  that 
selecting  “The  General  Practitioner  of  the  Year” 
will  not  mitigate  the  situation.  This  is  one  answer 
to  the  oft  repeated  question  of  why  so  many  men 
enter  the  speciality  field. 

The  younger  practitioner  will  find  himself  in- 
volved in  many  incidents  similar  to  those  described 
in  the  book  The  older  practitioner  will  revel  in 
reminiscences  S.  R.  Blatteis 

Serology  with  Lipid  Antigen.  With  Special  Ref- 
ference  to  Kahn  and  Universal  Reactions.  By 

Reuben  L.  Kahn,  D.Sc.  Octavo  of  327  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1950. 
Cloth,  $6.00. 

When  performing  the  Kahn  test,  it  was  observed 
that  the  amount  of  flocculation  is  influenced  by  the 
salt  concentration  of  the  antigen,  and  by  whether 
the  reactions  are  read  without  incubation  or  after 
four  to  twenty-four  hours  in  the  refrigerator.  The 
author  has  devised  an  elaborate  procedure,  based 
on  these  observations,  entailing  titrations  against 
lipid  antigens  of  different  salt  concentrations  and 
readings  after  different  periods  of  incubation.  To 
the  results  obtained  he  applies  the  term  “universal 
reaction.”  These  findings  are  presented  graphically, 
and  this  procedure  has  been  applied  not  only  to 
syphilitic  patients  but  also  to  normal  individuals 
and  patients  with  a variety  of  infections,  including 
yaws,  malaria,  leprosy,  and  tuberculosis.  While  the 
results  obtained  to  date  are  largely  inconclusive. 


the  author  holds  forth  the  hope  that  eventually  it 
may  be  possible  to  make  specific  diagnoses  with  the 
aid  of  the  universal  pattern.  In  the  reviewer’s 
opinion,  however,  the  so-called  “universal  reaction” 
is  merely  a more  elaborate  way  of  titrating  sera 
against  lipid  antigens.  The  antibodies  in  question 
are  of  heterospecific  immune  origin,  and  it  is  doubt- 
ful that  the  “universal  reaction”  or  any  other  test 
will  indicate  which  antigen  called  forth  the  produc- 
tion of  the  antibodies.  Moreover,  the  “universal 
reaction”  is  too  elaborate  a test  to  find  application  in 
laboratories  doing  routine  serologic  tests.  There- 
fore, this  book  will  be  of  interest  primarily  to  in- 
dividuals doing  research  in  the  field  of  serology. 

A.  S.  Wiener 

Pediatric  X-Ray  Diagnosis.  A Textbook  for 
Students  and  Practitioners  of  Pediatrics,  Surgery  & 
Radiology.  By  John  Caffey,  M.D.  Second  edition. 
Quarto  of  862  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1950.  Cloth,  $25. 

Roentgenologists,  pediatricians,  surgeons,  and 
general  practitioners  will  welcome  the  second  edi- 
tion of  a book  which  has  become  part  of  their 
standard  equipment.  As  in  the  first  edition,  ample 
and  excellent  illustration  and  brilliant  description  is 
furnished  of  the  normal  as  well  as  of  the  pathologic- 
in  infants  and  children  as  it  presents  itself  roentgeno- 
logically.  In  masterly  fashion  the  x-ray  findings 
are  correlated  with  anatomicopathologic  and  clini- 
cal features.  The  inclusion  of  new  material  (for 
instance  infantile  cortical  hyperostosis)  and  the 
revision  of  the  original  material  bring  the  subject 
matter  up  to  date. 

This  truly  classic  book  is  recommended  unquali- 
fiedly. S.  W.  Westing 

Management  of  Peripheral  Arterial  Diseases. 

By  Saul  S.  Samuels,  M.D.  Revised  and  enlarged 
from  The  Diagnosis  and  Treatment  of  Diseases  of 
the  Peripheral  Arteries.  Octavo  of  345  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1950.  Cloth,  $7.50. 

This  book  has  now  gone  into  its  third  edition.  It 
is  a small,  compact  monograph,  more  than  half  of 
which  is  devoted  to  a discussion  of  thromboangiitis 
obliterans.  This  is  quite  natural  because  of  the 
author’s  interest  in  this  disease. 

The  author  is  a strong  proponent  of  the  value  of 
intravenous  hypertonic  saline  in  the  treatment  of 
thromboangiitis,  to  the  exclusion  of  every  other  pro- 
cedure. He  sees  no  value  in  the  use  of  intravenous 
typhoid  vaccine  in  spite  of  its  general  acceptance  as 
a valuable  agent  in  the  treatment  of  Buerger’s 
disease. 

The  author  is  very  opinionated,  frequently  emo- 
tional, and  often  derisive. 

The  historical  sections  are  well  documented. 

William  S.  Collens 

Pain  and  Its  Problems.  Edited  by  Sir  Heneage 
Ogilvie,  D.M.,  and  William  A.  R.  Thomson,  M.D. 
Octavo  of  194  pages.  London,  Eyre  & Spottiswoode 
for  The  Practitioner,  1950.  Cloth,  12/6. 

This  British  publication  consists  of  eighteen  mono- 
graphs or  essays  by  eminent  British  specialists.  It 
aims  to  elucidate  the  diagnostic  significance  of  pain 
and  to  review  and  reassess  the  latest  information  on 
the  alleviation  of  pain.  There  is  included  a general 
review  of  the  problem  of  pain  by  Professor  E.  D. 
Adrian  and  Dr.  Gordon  Holmes. 

It  is  a book  written  for  the  general  practitioner  as 
one  of  a series  of  handbooks  called  the  “Practitioner 
(Continued  on  page  108] 
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for  rapid  therapeutic  effects  in: 
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REGISTERED  WITH  A.  M.  A. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0058  - AMITYVILLE,  N.  Y. 

V private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  reipiest 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  \ORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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[Continued  from  page  10ti] 

Handbooks.”  It  is  sketchy  and  repetitive.  It 
shows  clearly  that  it  is  an  assembled  series  of.  the 
monthly  articles  in  The  Practitioner  with  some  in- 
troductory and  concluding  chapters  added  to  round 
it  out  as  a book. 

Excellent  chapters  on  the  physiology  of  pain,  some 
clinical  aspects  of  pain,  and  the  meaning  and  meas- 
urement of  pain  do  much  to  heighten  the  book’s 
interest  above  that  of  a systematic  compendium  of 
disease  conditions,  their  differential  diagnosis  and 
suggested  treatments. 

A good  teaching  maxim  is  to  present  a subject 
from  different  points  of  view.  In  spite  of  its  de- 
fects, this  book  does  present  the  problems  of  medi- 
cine and  surgery  from  a unique  point  of  view.  And 
there  is  no  doubt  that  it  will  present  familiar  ma- 
terial to  the  practitioner  from  a distinctive  enough 
angle  to  be  interesting. 

Many  chapters  are  followed  by  bibliographies 
which  will  direct  the  reader  in  further  study.  The 
index  is  carefully  prepared.  Max  Rosen 

Principles  of  Public  Health  Administration.  By 

John  J.  Hanlon,  M.D.  Octavo  of  506  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1950.  Cloth, 
S6.00. 

Public  health  organization  in  the  United  States  is 
exceedingly  complex  and  confusing.  This  chaos  be- 
comes more  understandable  when  one  realizes  that, 
in  addition  to  private  and  international  agencies, 
there  are  Federal,  state,  municipal,  and  county  levels 
of  control. 

Dr.  Hanlon’s  new  book  gives  an  orderly  and  ac- 
curate portrayal  of  the  historical  development  and 
administration  organization  of  the  public  health 
services  in  America.  Organizational  factors,  per- 
sonnel problems,  fiscal  management,  legal  and 
political  considerations,  as  well  as  public  relations  in 
the  public  health  program,  are  adequately  discussed. 

This  book  should  be  recommended  reading  for 
students,  public  health  workers,  and  all  others  in- 
terested in  this  movement  which  strives  for  the 
betterment  of  human  health  and  happiness. 

I.  Cohen 

Synopsis  of  Hernia.  By  Alfred  H.  Iason,  M.D. 
Illustrations  by  Alfred  Feinberg.  Octavo  of  500 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1949.  Cloth,  *6.50. 

The  purpose  of  the  book  as  described  by  the  author 
is  “comprehensive  brevity.”  In  this  he  has  suc- 


ceeded, and  yet  he  has  covered  the  entire  subject  of 
hernia  admirably  well.  The  chapter  on  inguinal 
hernias,  diagnosis  and  treatment,  with  its  many 
illustrations,  is  commendable.  His  treatment  of  the 
chapters  on  femoral  hernia  is  well  written,  thor- 
oughly illustrated,  with  anatomic  plates,  as  well  as 
the  essential  steps  in  the  operative  repair.  The 
difficult  subject  of  internal  hernias  is  described  very 
simply.  The  modern  approach  to  repair  of  these 
hernias  is  thoroughly  illustrated. 

The  volume  is  recommended  to  the  surgical  intern, 
resident  in  surgery,  and  to  the  practicing  surgeon. 

S.  F.  Livingston 

Advances  in  Internal  Medicine.  Editors,  Wil- 
liam Dock,  M.D.,  and  I.  Snapper,  M.D.  Associate 
Editors,  Tinsley  R.  Harrison,  M.D.,  Chester  S. 
Keefer,  M.D.,  Warfield  T.  Longcope,  M.D.,  and  J. 
Murray  Steele,  M.D.  Volume  IV.  Octavo  of  549 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1950.  Cloth,  *10. 

The  fourth  volume  on  Advances  in  Internal  Medi- 
cine maintains  the  high  standards  set  in  previous 
years.  The  current  issue  contains  nine  monographs 
with  information  not  easily  obtained  in  collected 
form  elsewhere.  Especially  noteworthy  are  the 
monographs  on  radioactive  isotopes,  nitrogen 
mustards,  sodium  depletion,  neuromuscular  dis- 
orders, and  liver  diseases.  Milton  Plotz 

The  Pathology  of  Internal  Diseases.  By  William 
Boyd,  M.D.  Fifth  edition.  Octavo  of  866  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1950. 
Cloth,  *11. 

This  fifth  edition  of  the  famous  and  most  read 
textbook  on  correlation  between  practical  medicine 
and  pathology  has  brought  the  work  up  to  date  on 
almost  all  of  the  current  as  well  as  old  medit&l 
problems  by  the  author’s  revision  of  some  sections 
and  addition  of  new  ones.  A few  of  the  major 
changes  worthy  of  special  mention  consist  of  a 
brief  treatise  on  diseases  of  the  bones  and  joints, 
diffuse  collagen  disease,  primary  splenic  neutro- 
penia, the  L.E.  cell  of  disseminated  lupus  erythema- 
tosus, temporal  arteritis,  Kernohan’s  classification 
of  gliomas,  and  cortisone  therapy  in  rheumatoid 
arthritis.  References  as  late  as  only  one  year  be- 
fore publication  date  are  listed  in  abundance 
throughout  the  book.  With  this  new  book  available 
the  practitioner,  institutional  full-time  physician, 
and  student  can  feel  that  there  is  a ready  summary  of 
recent  medical  information  on  the  bookshelf. 

S.  H.  POLAYES 


NECROLOGY 


[Continued  from  page  101] 

County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Solomon  Charles  Kolack,  M.D.,  of  Suffern,  died 
suddenly  on  October  29  at  his  office  at  the  age  of 
forty.  Dr.  Kolack  received  his  medical  degree 
from  the  University  of  Basel,  Switzerland,  in  1937. 
During  World  War  II  he  served  as  a major  in  the 
U.S.  Army  Medical  Corps.  Dr.  Kolack  was  attend- 
ing physician  at  the  Good  Samaritan  Hospital  and 
a member  of  the  Rockland  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Levine,  M.D.,  of  Brooklyn,  died  on 
November  28  at  Mount  Sinai  Hospital  at  the  age  of 
sixty-nine.  Dr.  Levine  received  his  medical  degree 


from  the  New  York  University  and  Bellevue  Hos- 
pital Medical  School  in  1909.  He  was  consulting 
physician  at  Beth-El  Hospital  and  a member  of  the 
Kings  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  D.  Robertson,  M.D.,  of  Mount  Vernon, 
died  on  November  25  at  the  Mount  Vernon  Hos- 
pital at  the  age  of  seventy-nine.  Dr.  Robertson  re- 
ceived his  medical  degree  from  the  Bellevue  Hos- 
pital Medical  School  in  1898  and  interned  at  Belle- 
vue Hospital.  A former  member  of  the  Mount 
Vernon  Hospital  staff,  he  retired  from  active  prac- 
tice about  twenty  years  ago.  Dr.  Robertson  was  a 
member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervou 
mental , drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phon«  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


MANOR  NURSING 


HOLBROOK 

HOME 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P, 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  Placement  ol 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

MO  Madison  Ave„  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 


WEST  UIEE 

West  252nd  St.  and  Fieldston  Road 
Ri verdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M .0.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


BROWN’S  mu,,..  Hill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-, n-Charg,. 
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the  best  of  Brandies 

"The  best  of  brandies,  and  in  a 
class  by  itself,  is  Cognac,  on  ac- 
count of  its  natural  qualities  and 
care  observed  in  its  preparation.” 

From  "The  Medicinal  Value 
of  French  Brandy,” 
by  George  H.  Jackson,  M.  D. 

the  best  of  Cognacs 


Imported  from 
Cognac,  France 


For  over  236  years  the 
name  Martell  has  been 
synonymous  with  the 
finest  in  Cognac. 

Its  quality  has  been 
pridefully  maintained 
by  each  successive 
generation  of  the 
Martell  family. 


v: 


Brandy 


World-Famous  Since  1715 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NUCARPON' 

Each  tablet  contains,  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  y2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


powder  in  envelopes  or  in  tablets 

presto-boro 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
1123  BROADWAY,  NEW  YORK 


BEACON  SERVICE 

PRI  NTA  MATO  LOG  1ST 

604  Pacific  St. 

STerling  9-2175 

Brooklyn  17,  N.Y. 

Rx  pads  4 x 51/:  bond. 

6.50  per  20  pads  ( 100s ). 

Rag  Bond  8.00.  Mail  Two  copies  of  your 

present  Rx  blank 

Beacon  Seroice 

604  Pacific  St..  Brooklyn  17.  N.  Y- 

PHONE:  TE  8-5888 

Fo,  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
667  Madison  Avenue 
New  York  51,  N,  Y. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  Slate 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


Imported  by  PARK  S TILFORO  DISTILLERS  CORP.,  NEW  YORK  • 84  PROOF 


Ill 


FOR  RENT 


Ground  floor  office.  Beautifully  decorated.  2215  Claren- 
don Road,  Brooklyn.  Must  be  seen  to  be  appreciated. 
BU  7-7700.  HO  4-3573. 


FOR  RENT 


Office,  well  equipped,  large  consultation  and  examining 
rooms,  facing  Central  Park,  East.  Mornings  or  afternoons. 
Rates  reasonable,  Phone  BU  8-3378. 


FOR  SALE 


General  practice,  equipment,  7 room,  modern  house  with  5 
room  attached  office,  % acre,  swimming  pool,  village  75  miles 
N.Y.C.,  825,000.  Specializing.  Box  496,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


House  and  Gen  Practice.  Ideally  located  in  Brooklyn  — 
Independent  Subway  Sta.  3 trolley  lines  on  corner.  5 room 
1st  floor,  suitable  for  G.  P.  or  Specialty.  Finished  basement 
with  new  rumpus  and  powder  rooms.  Automatic  oil,  air 
furnace  and  gas  hot  water  heater,  automagic  sink  washer; 
4 rooms,  2nd  floor  with  modern  bath  and  Cox  kitchen. 
Box  497,  N.  Y.  St.  Jr.  Med 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N Y.C.  EN2-6845. 


LOOKING  FOR  A PUBLISHER?  Write  for  Free  Book- 
let MD  telling  how  we  can  publish  your  book.  All  subjects 
considered.  New  authors  welcome.  Vantage  Press,  230 
W.  41,  New  York  18. 


Doctors  Insurance.  Malpractice,  Automobile,  Office  Lia- 
bility, Fire,  Theft,  Floaters.  Life  Insurance-Annuities. 
Write — Phone  Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17, 
MUrray  Hill  2-1630. 


FOR  SALE 


1.  Bronchoscope  (in  fairly  good  condition,  including  case, 
laryngoseopic  equipment,  bronchoscopic  equipment,  and 
esophagoscopic  equipment,  and  battery  box.)  2.  Sorensen 
treatment  cabinet.  3.  Portable  dental  drill,  motor  driven 
(I  believe  this  has  never  been  used.)  4.  Tracheotomy  set. 
5.  Indirect  intubation  set.  6.  Mastoid  set  of  surgical  in- 
struments. 7.  Old  nose  and  throat  treatment  chair  with 
straight  back.  8.  Many  other  ear,  nose,  and  throat  surgical 
instruments.  Box  504,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion; 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


WANTED 


Position  as  Assistant  or  Partnership  by  physician  with 
excellent  medical  training  and  experience,  especially  in  TB. 
Gastroenterology  and  Proctology,  Fine  Writer.  Box  502, 
N.  Y.  St.  Jr.  Med. 


WANTED 


Clinical  pathologist,  board  eligible  or  diplomate.  N.  Y. 
license.  Full-time  private  laboratory,  New  York  Good  bac- 
teriologist. Compensation  open.  Box  503,  N.  Y.  St.  Jr.  Med. 


336  CENTRAL  PARK  WEST,  N.Y.C.  (Cor.  94th  St.) 


Private  Street  Entrance,  Reception  Rm.,  Waiting  Rm., 
Office,  2 Treatment  Rms,  X-ray  Rm.,  Dark  Rm., 
Laboratory,  Dressing  Rm.,  Lavatory 
Approx.  1,400  Sq.  Ft. — Immediate  Possession  at  $3,000  per  yr. 
See  Mr.  Cunningham  on  Premises  or 
Edgar  A.  Levy  —MU.  2-6960 


FOR  SALE 


Licensed  REST  RESORT.  4 Yo  acre  Estate,  with  365  ft. 
walled  lake  frontage.  Located  in  town  near  Syracuse. 
Capacity  50  persons,  plus.  Lovely  home,  with  many  beau- 
tiful baths.  Oil  heat.  Landscaped  grounds.  Large  garages. 
Unusual  Opportunity.  Price  for  immediate  sale,  $110,000. 
Munger,  313  East  83rd  St.,  New  York  City. 


WANTED 


Assistant  or  associate,  experienced  in  internal  medicine 
and  pediatrics,  for  private  practice  and  clinical  research. 
Large  City  upstate  New  York.  Box  501,  N.  Y.  St.  Jr.  Med. 


library  of  the 

COLLEGE  OF  PHYSICIANS 


Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 


Ciba 

Presents 


A New  Advance 
In  Sulfonamide  Safety 


m 


Scored  0.5  Gm.  tablets. 
Bottles  of  100  and  1000. 


Remarkably  low  incidence  of  side  effects— less  than  5% 
Lowest  acetylation  yet  reported— less  than  10%  in  blood 
New  improved  solubility 
Renal  complications  rare— alkalis  not  needed 
High,  sustained  blood  levels 


WIDE  ANTIBACTERIAL  SPECTRUM 


Ciba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 
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Joring  °ur  the  post  *w0  ye  h'  in  an 
B°|,inl0re  of  a 'diapernt  of  the  derrr 

developrTien'  d treatment  o mixtur 

""r  of  a960f  boric  acid  m o - 


BRAND 

• 

BRAND 

“A” 

"B” 

CONTAINS 

, 

CONTAINS 

BORIC 

BORIC 

ACID 

ACID 

HE 

NO  BORIC  AC/D  / 


CHLOR/DC 


(METHYL  BENZETHONIUM  CHLORIDE) 
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The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  195T. 

2.  Benson,  R.  A.,  et  al.:  "The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Ped.  34:1-49,  Jon.,  1949. 

3.  Niedelman,  M.  L,  et  al.:  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37.5-762,  Nov.,  1950. 
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in  functional 


distress 


though  findings  are  negative,  patients  remain  positive  of  their  many  symp- 
toms—belching,  flatulence,  nausea,  indigestion  and  constipation. 


prompt  and  effective  relief 

can  be  given  most  of  these  patients  by  prescribing  Decholin /Belladonna  for 
alleviating  spasm  and  stimulating  liver  function. 

DECHOLIN  with  BELLADONNA 


reliable  spasmolysis 


The  belladonna  component  of  Decholin  /Belladonna  effectively  relieves 
pain  due  to  spasm  and  incoordinate  peristalsis,  and  facilitates  biliary  and 
pancreatic  drainage  through  relaxation  of  the  sphincter  of  Oddi. 


improved  liver  function 

Dehydrocholic  acid  (Decholin),  the  most  powerful  /tyr/rocholeretic  known, 
increases  bile  flow,  flushes  the  biliary  tract  with  thin  fluid  bile  and  provides 
mild  laxation  without  catharsis. 


DOSAGE 

One  or,  if  necessary,  two  Decholin/ Belladonna  Tab- 
lets three  times  daily. 

COMPOSITION 

Each  tablet  of  Decholin/ Belladonna  contains  Decholin 
(brand  of  dehydrocholic  acid)  3%  gr.,  and  ext.  of 
belladonna,  '/6  gr.  (equivalent  to  tincture  of  bella- 
donna, 7 minims).  Bottles  of  100. 
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THE  MIAMI  HEART  INSTITUTE 

an  Inter-American  Heart  Hospital 
for  Patients  with  Cardio- Vascular  Diseases 

A non-profit  institution  staffed  by  125  physicians,  many  certified  by  American  Board  of  Internal  Medi- 
cine. Endorsed  by  the  Florida  and  Miami  Heart  Associations.  Special  Long-term  Rates  for  Ambulant 
Patients.  Recreational  Therapy.  Dietary  Regimes.  Physiotherapy. 

R.  A.  Carvolth  Chas.  E.  Sorensen  Robt.  J.  Boucek,  M.D. 

Administrator  President  of  the  Board  Director  of  Research 

4701  N.  Meridian  Avenue,  Miami  Beach  40,  Florida 


AN  EXCELLENT  ADJUNCT 

* In  your  treatment  ol  patients  with  large,  wide  problem  feet. 
’ Corrective  footwear  for  men,  woman  and  children. 

* Shoe  therapy  to  your  instructions. 

* Prosthetic  extensions  in  moderate  elevations. 
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Table 
without 
salt , 
mouth 
without 
saliva  — 

Randle  Cotgrave 
(1611)1 


The  thought  of  meals  without  salt  is  unappealing 
to  most  patients  who  are  placed  on  a salt-restricted  diet. 

The  prescription  of  Neocurtasal  can  prove 
to  be  a most  encouraging  measure. 

Neocurtasal  is  a “trustworthy,  nonsodium-containing  salt 
substitute” 2 designed  to  make  the  low  sodium  diet  palatable. 

For  all  salt  (sodium) -free  diets  — Neocurtasal  may  be  used 
wherever  sodium  restriction  is  indicated:  congestive  heart  failure, 
hypertension,  arteriosclerosis,  pregnancy  (to  forestall 
tendency  to  fluid  retention).  It  contains  potassium  chloride, 
ammonium  chloride,  potassium  formate,  calcium  formate, 
magnesium  citrate  and  starch.  Potassium  content  36% ; 
chloride  39.3%;  calcium  0.3%;  magnesium  0.2%. 


Neocurtasal 


tm 


SALT  WITHOUT  SODIUM 


Available  in  2 oz.  shakers  and  8 oz.  bottles. 


New  YOB*  18,  N.  Y.  Wind  sob.  OnT 


Neocurtasal,  trademark  reg.  U.  S.  & Canada 


1.  From  Burton  Stevenson’s  “Home  Book  of  Proverbs, 
Maxims  and  Familiar  Phrases:” 

Macmillan  Co.,  1948,  p.  2028. 

2.  Heller,  E.  M.:  The  Treatment  of  Essential 
Hypertension.  Canad.  Med.  Assn.  Jour.% 

61 :293-299,  Sept.,  1949. 
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itching 


handle  with  care 


When  the  itching  infant  urgently  needs  re- 
lief, his  tender  skin  must  be  “handled  with 
care”  and  therefore— no  phenol  (as  in  cala- 
mine c phenol),  no  cocaine,  in  fact  no  irri- 
tating or  sensitizing  agents.  His  loud  and 
insistent  appeal  calls  for 

A BLAND  AND  EFFECTIVE  RESPONSE 

Calmitol  Ointment  affords  potent,  antipru- 
ritic control  (in  contradistinction  to  cala- 
mine1) through  its  active  ingredients  cam- 
phorated chloral,  hyoscyamine  oleate  and 
menthol  (Jadassohn’s  Formula).  Cahnitol  is 
“preferred”2  for  safety  because  it  contains  no 
phenol3  (in  contradistinction  to  calamine  c 
phenol)  and  no  antihistaminics  or  sensitiz- 
ing agents. 


CALMITOL 


The  bland  antipruritic 


1.  Goodman,  Herman:  J. A. M. A.  129:707,  1945. 

2.  Lubowe,  I.  I.:  NewYork  State  Journal  of 
Medicine  50:1743,  1950. 

3.  Underwood,  G.  B.,  Gaul,  L.  E.,  Collins, 
E.,  and  Mosby,  M.:  J.A.M.A.  130: 249,  1946. 
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Mercodol’s  selective  cough-controlling  nar- 
cotic1 stops  the  wracking  cough  . . . but  does 
not  interfere  with  the  cough  reflex  your 
patients  need  to  keep  passages  clear.  In  addi- 
tion, Mercodol  provides  an  effective  broncho- 
dilator2  to  relax  plugged  bronchioles,  and  an 
expectorant3  to  liquefy  secretions.  The  result  is 
more  complete  cough  relief  . . . remarkably  free 
from  nausea,  constipation,  and  cardiovascular  or 
nervous  stimulation. 


MERCODOL® 


MERCODOL’s  distinctive  antitussive 


MORE  COMPLETE  RELIEF 
FOR  YOUR 

COUGHING  PATIENTS 


An  exempt  narcotic 


THE  ANTITUSSIVE  SYRUP  THAT  CONTROLS  COUGH— KEEPS  THE  COUGH  REFLEX 


MERCODOL  with  DECAPRYN 

For  the  cough  with  a specific  allergic  basis 


Merrell 


V 1828  / 

New  York  • CINCINNATI  • Toronto 


Each  30  cc.  contains: 

1.  Mercodinone®  t 10.0  mg. 

2.  Nethamine®  Hydrochloride  0.1  Gm. 

3.  Sodium  Citrate  1.2  Gm. 

Trade-mark  "Decapryn” 
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A MEASURABLE  ADVANCE 


CORICIDIN 


In  a study  of  5,734  patients  with  the  common  cold  treated  with 
Coricidin,®  . . the  relief  of  symptoms  was  72.7  per  cent. . . .”* 

Side  effects  were  mild  and  their  incidence  only  1.5  per  cent 
greater  than  with  the  placebo. 

Coricidin  contains  the  most  potent  antihistamine  available  — 
Chlor-7Vime/on®  Maleate  as  well  as  aspirin,  phenacetin,  and  caffeine. 

Coricidin  (antihistamine,  antipyretic,  analgesic)  Tablets  are  available  in 
tubes  of  12,  and  bottles  of  100  and  1000  tablets. 

*Manson,  M.  H. ; Wells.  R.  L. ; Whitney,  L.  H.,  and  Babcock,  G.,  Jr.: 

Intemat.  Arch.  Allergy  & Applied  Immunol.  1: 265,  1951. 


CORICIDIN 
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Conclusive  Evidence* 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 


AND 

Lipozyme  Tablets 

TO 

Reduce 

Cholesterol 

Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


Cholesterol  Imbalance  Pathological  condition 


LIPOZYME 

Approximately  1 GM  per 
tablet  in  correct  balance 
of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  & Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 

“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E. : J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 

Available  at  all  Pharmacies  in  bottles  of  100  each. 

BARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 


Folic  Acid 

2 mg.  useful  in  some 

macrocytic  anemias  in 
which  Bis  is  not  effective 


VEN'TRILEX 
is  available 
in  bottles 
of  1 00  and 
1000  Kap seals® 


Concentrated  Extract  of  Stomach 

0.3  Gm.  complement  to  B,2 
necessary  for  normal 

red  blood  cell  maturation 


Combining 
important  principles  useful 
in  treatment  of  the  anemias. 


Crystalline  Vitamin  B12 


10  micrograms 

essential  antianemic  factor 


Ferrous  Sulfate 

0.2  Gm.  source  of 

readily-absorbable  iron 


Liver  Concentrate 


0.1  Gm.  supplies  erythrocyte 
maturation  factor  and  important 

components  of  the  B-complex 


comprehensive 
blood 
therapy 


I’AKKK.  DAVIS  & lOMI'AW 
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When  your  patient  needs 


Spa  Therapy  . . . 


The  place  is  The  Saratoga  Spa 


Mave  you  a patient  who  needs 


-arbon  Dioxide  Baths 

t circula.o-V  diseases 


n circulate  y ^ in. 

rhe  physiobgicalo^^v^o  show  a 

fluence  of  car  roi  an  increase  in 

decrease  in  the  Pu  S.  dent  mainly  on 

the  pulse  pressure  dep  ssure>  a better 

a drop  of  the  dl  **  Tlood  vessels,  a 

hyperemia  wit  elevated  minute  vol- 

culation,  a slight  y increase  m 

ume  output  of ^^ination  of  large 

^T^earhon  dioxide. hrough 

the  lungs.  f . treatment 

ln  evaluating  *e ^^^atory  disorders 
for  patients  with  ^ carJiaC  function 

there  is  no  ldeal  the  ability  to  walk 
and  in  these  parent  duction  of 

or  exercise  -fudging  their  clinical 

upturns  is  used  tnjud * • 


alP  patients  with 

gain.  In  addition, ’faring from  anginal 

appear  complete  y physical  ex- 

Objective  changes  as  seen  ? 7^  ^ 


temgen  ray  finding 

blood  P«SSUre’ fracings,  and  vt.al 

elWtTy  arenoted  in  many  patients- 
capacity  ar  of  many  pa- 

The  clinical  im^°treatment,  their  con- 
sents undergoing  fter  ^ returnhome 
tinued  well  bemr  t0  return  for 

further  treatmen aU  ^ in  the 

“XnrofdiSordersoftl.ecireulabon. 


ldgmg  IOC  VI1  page  199,  March 

• Clinics,  Vol.  Pab 
As  panud  in  Internal^0"' 


you  recommend  " a change  of  scene’ 

1 weeks  at  The  Saratosa  Sna  will  benefit,  refi 


3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders.  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  se 

I non  I nrivato  nracticinrr  rtlixrc  101  one  urnn  i I I 


local,  private  practicing  physicians  who  will  cooperate 
vith  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


Listed  by  the  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


Ik  Saratoga 


The  Empire  State’s  Contribution  to  the  Medical  Profession 
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MINOR  INJURIES 
SPRAINS 
STRAINS 
BRUISES 

MUSCLE  SORENESS 


vt  . _ 


/ 


provides  the  stimulating 
and  metabolic  effects 
of  the  combined  Iodine 

and  the  analgesic  action 
of  Methyl  Salicvlate. 


Iodex  c Methyl  Sal  is  also  an  adjuvant  in  the 
treatment  of  rheumatic  and  arthritic  pains. 


The  Iodine  in  Iodex  c Methyl  Sal  is  slowly 
split  off  through  percutaneous  absorption. 


Samples  and  literature  cheerfully  sent  upon  request. 

MENLEY&  JAMES,  LTD.  70  West  40th  Street,  New  York  18,  N.  Y. 


/ 

/ 

/ 

with  Nervous  Indigestion? 


NOW. 


1 

B 


• effective , comfortable , sustained 

relief  from  pain,  cramps,  general  discomfort  due 
to  functional  gastrointestinal  spasm.  In  clinical 
studies, 1  2’  3 BENTYL  gave  gratifying  to  complete 
relief  in  308  of  338  cases,  yet  was  . . virtually  free 
from  undesirable  side  effects.’'  3 


BENTYL 

SAFE,  DOUBLE-SPASMOLYSIS 

Each  capsule  or  teaspoonful  syrup  contains: 

BENTYL 10  mg. 

For  comfortable  relief  of  nervous  indigestion 

BENTYL 10  mg. 

with  PHENOBARBITAL 15  mg. 

When  synergistic  sedation  is  desired 

^ DOSAGE 

-m  /r  -|i  \ ADULTS:  2 capsules  or  2 teaspoonfuls  syrup 

VI  111  3 ti™65  daily,  before  or  after  meals.  If  nec- 

1 essary,  repeat  dose  at  bedtime. 

' IN  INFANT  COLIC:  l/> to  1 teaspoonful  syrup 

New  York  • CINCINNATI  • Toronto  3 times  daily  before  feeding.4 

1.  Hock.  C.  W. : J.  Med.  Assn.  Ca.  40:22.  1951.  2.  llnfford,  A.  K.:  J.  Mich.  St.  Med.  Soc.  49:1308,  1950.  3.  Chamberlin,  D.  T. : Gastroenterology  17:224,  1»5’. 

4-  Pakula,  S.  F. : To  be  published. 


Trade-mark  “Bentyl”  Hydrochloride 


INDEX  TO  ADVERTISERS 


in  the  office  . . . 

/ jd  j 

. 

sick  people 

need  nutritional  support 


Ames  Company,  Inc 117 

Ar-Ex  Cosmetics  Inc. 148 

The  Armour  Laboratories 146-147 

Astra  Pharmaceutical  Co 148 

Ayerst,  McKenna  & Harrison,  Ltd 140-141,  149 


Dr.  Barnes  Sanitarium 

Barrows  Chemical  Company 

Baxter  Laboratories 

Brewer  & Co 

Brigham  Hall  Hospital 

Burroughs  Wellcome  & Co.. 


253 

126 

173 

247 

253 

135 


S.  H.  Camp  & Company 

Ceribelli  & Co 

Ciba  Pharmaceutical  Products,  Inc. 

Commercial  Solvents  Corp 

Crane  Discount  Corp 


145 

249 

113 

143 

251 


Desitin  Chemical  Company 
Drug  Publications,  Inc 


134 

166 


Falkirk  in  the  Ramapos 


253 


Halcyon  Rest 

J.  E.  Hanger 

Hoffmann-La  Roche  Inc, 

Holbrook  Manor 

Homemakers’  Products  . 


. . 253 

. . 249 

150-151 
. . 253 

. 114 


Interpines 

Irwin,  Neisler  & Co. 


253 

251 


Lakeside  Laboratories 

Thomas  Leeming  & Co 

Eli  Lilly  & Company 

Louden-Knickerbocker  Hall 


174 

121 

168 

253 


Mead  Johnson  & Co.. 

Menley  & James 

Merck  & Co 

Wm.  S.  Merrell  Co.. . . 
Miami  Heart  Institute 


4th  Cover 

12(7 

162 


2nd  Cover,  123,  130-131 
118 


National  Drug  Co. 
The  Nestle  Co. 
Nuin  Specialty  Co. 


158-159 
. 154 

. . 251 


Parke,  Davis  & Co.. 

E.  L.  Patch  Company 
Chas.  Pfizer  & Co 


. . 127 

. 152 

138-139 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAG  RAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 

25,000  U.S.P.  units 
1 ,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 

Bottles  of  30.  100  and  1,000. 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


S Quinn 

MAHr  Of  E.  «.  SQUIBB  & SONS. 


Raymer  Pharmacal  Co 

R.  J.  Reynolds  Tobacco  Co. 

A.  H.  Robins  Co.  Inc 

Rystan  Co 


144,  155 

115 

Between  129-130 
163 


Saratoga  Springs  Authority 

Schering  Corporation 

Schieffelin  & Co 

Smith,  Kline  & French  Laboratories 

E.  R.  Squibb  & Sons 

The  Stuart  Company 


128 

125,160-161 


251 


. .256,  3rd  Cover 

132, 133 

Between  144-145 


Tarbonis  Company.  . . 
Travenol  Laboratories 
Twin  Elms 


164-165 
. 173 

253 


L'pjohn  Company.  . 
U.  S.  Vitamin  Corp. 


157 

251 


Varick  Pharmacal  Co. 


249 


Walker  Vitamin  Corp. 

The  Wander  Co 

H.  F.  Wanvig 

West  Hill 

White  Laboratories. . . 

Winkler  Shoes 

Winthrop-Stearns  Inc. 


. 167 

. 142 

. 153 

253 
136-137 
. 118 
119 


(AOCI 
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INDEX  TO  ADVERTISED  PRODUCTS 


Antabuse  (Ayerst,  McKenna  & Harrison,  Ltd.).  . . .140-141 

Armatinic  (Armour  Laboratories) 146-147 

Arobon  (The  Nestle  Company) 154 

Bentyl  (Wm.  S.  Merrell  Company) 130-131 

Betazyme  (Barrows  Chemical  Co.) 127 

Brioschi  (Ceribelli  & Company) 249 

Calmitol  (Thos.  Leeming  & Co.) 121 

Cebetinic  (Upjohn  Co.) 157 

Chloresium  (Rystan  Company,  Inc.) 163 

Compenamine  (Commercial  Solvents  Corp.) 143 

Coricidin  (Schering  Corp.) 125 

Decholin  with  Belladonna  (Ames  Co..  Inc.) 117 

Desitin  Suppositories  (Desitin  Chemical  Co.) 134 

Dexamyl  (Smith,  Kline  & French  Labs.) 256,  3rd  Cover 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  Cover 

Diaparene  (Homemakers’  Products  Corp.) 114 

Digitaline  Nativelle  (Varick  Pharmacal  Co.) 249 

Dramcillin  (White  Laboratories) 136-137 

Elkosin  (Ciba  Pharmaceutical  Products) 113 

Empirin  Compound  (Burroughs  Wellcome  & Co.) 135 

Gentarth  (Raymer  Pharmacal  Co.) 144 

Iodex  (Menley  & James,  Ltd.) 129 

Kolantyl  (Wm.  S.  Merrell  Co.) 2nd  Cover 

Lipozyme  (Barrows  Chemical  Co.) 126 

Mercodol  (Wm.  S.  Merrell  Co.) 123 

Mercuhydrin  (Lakeside  Laboratories) 174 

Neocurtasal  (W'inthrop-Stearns  Inc.) 119 

Ovaltine  (The  Wander  Company) 142 

Pabalate  (A.  H.  Robins  Co.) Between  129-130 

Paveril  Phosphate  (Eli  Lilly  & Co.) 168 

Pen  Strep  (Merck  & Company) 162 

Prantal  (Schering  Corp.) 160-161 

Precalcin  (Walker  Laboratories) 167 

Premarin  (Ayerst,  McKenna  & Harrison.  Ltd.) 149 

Pyromen  (Travenol  Laboratories) 173 

Quinidine  (Brewer  & Co.) 247 

Ray-Trote  (Raymer  Pharmacal  Company) 1.55 

Resion  (National  Drug  Company) 158-159 

Robitussin  (A.  H.  Robins  Company) Between  129-130 

Sedulon  (Hoffmann-La  Roche  Inc.) 150-151 

Tarbonis  Cream  (Tarbonis  Company) 164-165 

Terramycin  (Chas.  Pfizer  & Co.) 138-139 

Theragran  (E.  R.  Squibb  & Sons) 132,  133 

Therapeutic  B Complex,  C with  B12  (The  Stuart  Com- 
pany)   Between  144-145 

Therapeutic  Multivitamin  (The  Stuart  Company) . . 


Thum  (Num  Specialty  Company) 251 

Turased  (E.  L.  Patch  Co.) 152 

Ventrilex  (Parke,  Davis  & Co.) 127 

Veratrite  (Irwin,  Neisler  & Co.) 251 

Vi-Syneral  Vitamin  Drops  (U.  S.  Vitamin  Corp.) 251 

Xylocaine  (Astra  Pharmaceutical  Products) 148 


Medical  and  Surgical  Equipment 

Artificial  Limbs  (J.  E.  Hanger) 249 

Orthopedic  Shoes  (Winkler  Shoes) 118 

Surgical  Support  (S.  H.  Camp  & Company) 145 


Miscellaneous 

Ar-Ex  Hypo- Allergenic  Nail  Polish  (Ar-Ex  Cosmetics, 


Inc.) 148 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 115 

Hennessey  Cognac  (Schieffelin  & Company) 251 

Mineral  Water  (Saratoga  Springs  Authority) 128 

Modern  Drug  Encyclopedia  (Drug  Publications) 166 


in  the  home  . . . 


sick  people 


need  nutritional  support 

v 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.  S.  P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 
Bottles  of  30,  100  and  1000. 


Squibb 

'THERAGRAN'  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS. 
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of  cod  liver  oil 

that  makes  the  great  difference  in 

DESITIN 

hemorrhoidal 


the  hemorrhoidal 
patient  may  sit,  move 
and  walk  in  greater  comfort 
as  Desitin  Hemorrhoidal  Suppositories  with 
Cod  Liver  Oil  act  promptly  to . . . 

• relieve  pain  and  itching 

• minimize  bleeding 

• reduce  congestion 

• guard  against  trauma 

• promote  healing  by  virtue  of  their  con- 


Prescribe  Desitin  Hemorrhoidal  Sup- 
positories in  hemorrhoids  (non-surgical), 
pruritus  ani,  uncomplicated  cryptitis,  papil- 
litis, and  proctitis. 


Composition:  crude 
Norwegian  cod  liver  oil, 
lanolin,  zinc  oxide,  bis- 
muth subgallate,  balsam 
peru,  cocoa  butter  base. 
No  narcotic  or  anes- 
thetic drugs  to  mask 
rectal  disease.  Boxes  of 
12  foil-wrapped  sup- 
positories. 


tents  of  high  grade  crude  Norwegian  cod  liver  oil,  rich 
in  vitamins  A and  D and  unsaturated  fatty  acids  (in 
proper  ratio  for  maximum  efficacy). 


<WLdt  samples 


DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  • Providence  2,  R.  I. 


EMPIRIN  COMPOUND 


\ 


with  CODEINE  PHOSPHATE* 

gr.i'No.  1 gr.^-No.  2 gr.-j-No.  3 gr.  1-No.  4 


*/2  times  more  soluble  than  sulfate 


Burroughs  Wellcome  & Co.  (U.S.  A.)  Inc* 

Tuckahoe  7,  N.  Y. 


Three 

Important 

Additions 


DRAMCILLIN 

• On  convenient  8 to  12  hour  dosage  sched- 
ule, Dramcillin-500  produces  optimal  ther- 
apeutic effect  in  most  infections 

• More  uniform  absorption  due  to  magnitude 
of  dosage 

• The  most  economical  high  potency,  liquid 
oral  penicillin 


to 

Therapy 


with 


DRAMCILLIN 


Penicillin 


DRAMCILLIN 
preparations  now  include 

PENICILLIN 

DRAMCILLIN- 
DRAMCILLIN 

(250,000  units*  per  tea- 
spoonful), DRAMCILLIN 
(100,000  units*  per  tea- 
spoonful), DROPCILLIN 

(50,000  units*  per  drop- 
perful). 


PENICILLIN- 
TRIPLE  SULFONAMIDES 

DRAMCILLIN-250  with 
Triple  Sulfonamides, 
DRAMCILLIN-250Tablets 
withTriple  Sulfonamides, 
DRAMCILLIN  with  Triple 
Sulfonamides  (100,000 
units  of  penicillin  and  0.167 
grams  each  of  sulfadiazine, 
sulfamerazineand  sulfacet- 
imide  per  teaspoonful). 

‘'Buffered  Crystalline  Penicillin  G 
Potassium 


• fully  effective  with  just  4 doses  daily 

• the  only  high  potency,  liquid  penicillin- 
sulfonamide  combination  containing  rap- 
idly absorbed  and  highly  soluble  sulfaceti- 
mide 


DRAMCILLIN 

• each  tablet  is  equivalent  to  one  teaspoon- 
ful of  the  above  liquid  form 

With  the  addition  of  these  three  new  preparations,  j 
DRAMCILLIN — one  easily  remembered  name — j 
now  identifies  an  effective,  palatable,  and  most 
complete  group  of  products  designed  to  meet  every  i 
commonly  encountered  need  of  the  physician  in 
treatment  with  oral  penicillin  or  penicillin-sulfona- 
mides. White  Laboratories,  Inc.,  Kenilworth,  N.  J.  , 


One  half  million  units  of  penicillin*  per  teaspoonful 


WITH  TRIFLE  SULFONAMIDES  250,000  units  penicillin*  with  0.167 
grams  each  sulfadiazine,  sulfamerazine,  sulfacetamide  per  teaspoonful. 


TABLETS  WITH  TRIPLE  SULFONAMIDES 


250  mg.  of  pure  Crystalline  Terramycin  per 
teaspoonful  (5  ce.).  Supplied  in  a combination 
package  consisting  of  a vial  containing 
1.5  Gm.  Crystalline  Terramycin  . . . and  a bottle 
containing  1 fl.  oz.  of  flavored  diluent. 


ANTIBIOTIC  DIVISION  • CIIAS.  I’FIZKK  » CO.,  INC. 


Pfizer 


For  all  patients,  young  and  old, 
who  prefer  effective 
broad-spectrum  therapy 


Delicious  raspberry- flavored  preparation 
made  possible  by' the  unique  physical 
properties  of  well- tolerated  Terramycin  — 
for  prompt,  effective  and  palatable 
therapy'  of  a wide  range  of  infections. 


TERRAMYCIN 

PENICILLIN 

STR  E PTO  M VC  I N 

DIHVDRCSTRE  PTO  M YC  I N 

POLYMYXIN 

BACITRACIN' 


now  available . . . 


"ANTABUSE" 


...a  “chemical  fence” for 


alcohol 


Much  has  been  written  about  “Antabuse.”  Many  alcoholics  have 
long  awaited  its  benefits. 

Now,  after  nearly  three  years  of  intensive  clinical  research, 
it  is  available  for  prescription  use. 

“ Antabuse ” sets  up  a sensitizing  effect  to  ethyl  alcohol.  It  builds  a “chemical 
fence”  around  the  alcoholic . . . helps  him  develop  a resistance  to  his  craving. 
Its  high  degree  of  efficacy  is  confirmed  by  extensive  clinical  evidence. 

‘ ‘Antabuse”  is  safe  therapy  when  properly  administered.  However,  it  should 
be  employed  only  under  close  medical  supervision.  Complete  descriptive 
literature  is  available  and  will  be  gladly  furnished  on  request. 

“Antabuse”  is  identical  with  the  material  used  by  the  original  Danish 
investigators,  and  is  supplied  under  license  from  Medicinalco, 
Copenhagen,  Denmark.  U.  S.  Pat.  No.  2,567,811. 


by  more  than  800  qualified  investigators . . . 

on  more  than  5,000  patients . . . and  covered  by 
more  than  200  laboratory  and  clinical  reports. 


• brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide. 

Supplied  in  tablets  of  0.5  Gm.,  bottles  of  50  and  1,000. 


Ay  erst,  McKenna  & Harrison  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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All  Children  Can  Benefit  from 

this  Protective  Hot  Drink  at  Breakfast 


In  its  widely  distributed  leaflet 
No.  268,  "Eat  a Good  Breakfast,” 
the  U.  S.  Dept,  of  Agriculture 
states:  "Summer  or  winter,  there's 
something  hot,  as  a rule,  in  a 

good  breakfast Something  hot 

is  cheering  and  tones  up  the 
whole  digestive  route.” 


The  problem  of  encouraging  children  to  eat  an  adequately  pro- 
tective breakfast  finds  easier  solution  when  Ovaltine  in  hot  milk 
is  recommended  as  a breakfast  beverage.  Many  children  clamor 
for  a hot  drink  at  the  morning  meal,  and  hot  Ovaltine  is  the  right 
kind  of  drink  to  recommend. 

A cup  of  hot  Ovaltine  makes  an  excellent  contribution  of  virtually 
all  essential  nutrients,  adding  substantially  to  the  nutritional  start 
for  the  day.  It  also  serves  in  a gustatory  capacity  by  enhancing 
the  appeal  of  breakfast  and  making  other  foods  more  inviting. 

The  nutrient  contribution  made  by  a cup  of  Ovaltine  is  apparent 
from  the  table  below.  Note  the  wealth  of  essentials  added  to  the 
nutritional  intake  by  making  the  simple  recommendation  of  adding 
a cup  of  hot  Ovaltine  to  the  child’s  breakfast. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILLINOIS 





Here  are  the  nutrienfs  that  a cupful  of  hot  Ovaltine,  made  of 
Vl  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk,*provides: 


PROTEIN 

. . 10.5  Gm. 

IRON 

4 mg. 

NIACIN 

2.3  mg. 

FAT 

. 10.5  Gm. 

COPPER 

0.2  mg. 

VITAMIN  C . 

10  mg. 

CARBOHYDRATE 

. . . 22  Gm. 

VITAMIN  A 

1000  I.U. 

VITAMIN  D 

.140  I.U. 

CALCIUM 

. . . 370  mg. 

VITAMIN  B, 

0.39  mg. 

CALORIES.  . . 

225 

PHOSPHORUS  . . . 

. . . 315  mg. 

RIBOFLAVIN 

0.7  mg. 

♦Based  on  average 

reported  values  for  milk. 
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COM\PBNAMINB 


A NEW  HYPOALLERGENIC  PENICILLIN  SALT 

Through  the  routine  use  of  Compenamine,  reactions  to 
penicillin  can  be  reduced  significantly  below  that  encoun- 
tered with  other  available  forms  of  penicillin  G.  This  hypo- 
allergenic characteristic  of  Compenamine  permits  its  use 
even  in  known  penicillin  reactors;  in  this  group  it  reduces 
the  incidence  of  reactions  by  at  least  80  per  cent.  Thus 
Compenamine  brings  new  safety  to  penicillin  therapy. 

A research  development  of  C.S.C.  Pharmaceuticals, 
Compenamine  is  generically  designated  as  /-ephenamine 
penicillin  G.  Its  clinical  behavior  and  therapeutic  per- 
formance are  identical,  unit  for  unit,  with  comparable 
dosage  forms  of  procaine  penicillin.  Nearly  insoluble  in 
water  and  oil,  its  dosage  forms  are  of  the  repository  type. 

Compenamine  is  priced  identically  with  procaine  peni- 
cillin G.  Hence  economic  considerations  are  no  obstacle 
to  its  routine  use. 

A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  E.  42nd  St.,  New  York  17,  N.  Y. 


THREE 

COMPENAMINE  IS  CURRENTLY  AVAILABLE  IN  THREE 
DOSAGE  FORMS: 

• COMPENAMINE  (for  aqueous  injection),  in  vials. 

REPOSITORY 

DOSAGE 

• COMPENAMINE  AQUEOUS,  in  vials  and  disposable 

and  permanent 

FORMS 

syringe  cartridges. 

• COMPENAMINE  in  PEANUT  OIL,  in  vials  and  disposable  and  permanent 

syringe  cartridges. 
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The  Gentarth  formula  constitutes  a new',  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
svnovial  cavities.3,4  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Hay  sal 

325  mg. 

(representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination ) 

Succinic  Acid 

130  mg. 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J. , Lombardi , A. A.,  and  Svigals , C.:  New  York  Med. 
College  Bull.,  13:91,  1950. 

2.  Meyer,  K.  and  Ragan,  C .:  Mod.  Concepts  of  Card.  Disp .,  17:2,  1948. 

3.  Quick,  A.J.:  J.  Biol.  Chem .,  101:475,  1933. 

4.  Guerra,  J.:  J.  Pharm.  Exper.  Ther .,  87:1943 , 1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets , Philadelphia  34,  Pa. 


tir  AejCni, 
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pain-free  activity 


" The  best  results  were  obtained  in  patients  . . . 
treated  with  sodium  gentisate  and  salicylate 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 
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SIDE  VIEW  AND  APPLICABILITY,  with  standard  pulley 
and  foot  of  bed  4"  to  6"  elevated,  demonstrates  the  freedom  of 
leg  movement  which  prevents  quadriceps  atrophy. 


. c^yyvp  -VARC  O 

PELVIC  TRACTION  BELT 

indicated  in  the  treatment  of 

LOW  BACK  INJURIES 


An  effective  and  practical  adjunct  in  the 
treatment  of  low  back  injuries,  following 
the  tested  designs  of  Dr.  Samuel  Varco. 

Clinicians  regard  it  as  a marked  improve- 
ment over  present  traction  methods.  In  no 
way  does  it  restrict  the  use  of  any  other 
modalities  which  may  be  desired. 


Ease  of  application,  cheerful  acceptance 
by.  the  patient,  its  availability  for  men, 
women  and  children  at  hospital  or  home 
and  a decrease  in  the  demands  on  the 
nursing  staff  make  the  Camp-Varco  Pel- 
vic Traction  Belt  a distinct  contribution. 
W rite  for  literature. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


PERMITS  PROPER  NURSING.  The  patient  can  move  about  freely 
for  the  application  of  massage  or  any  other 
form  of  therapy.  The  traction  is  self-adjusting. 
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For  the  many  anemic  patients  who  show  poor 
response  or  complete  refractoriness  to  iron,  liver 
or  vitamin  alone,  Armatinic  offers  a fresh, 
vigorous  hemopoietic  response. 

Armatinic — a new  product  of  The  Armour  Lab- 
oratories— provides  critical  factors  for  an  effec- 
tive hemopoietic  response.  Armatinic  is  well  tol- 
erated . . . pleasant-tasting  . . . economical . . . and 
may  be  given  to  children  as  well  as  to  adults. 
This  comprehensive  approach  to  blood  regener- 
ation produces  gratifying  and  prompt  improve- 
ment in  the  blood  picture  and  in  symptomatic 
manifestations. 

IN  ANEMIA:  All  hypochromic  anemias  from  pedi- 
atrics to  geriatrics,  macrocytic  anemias  of  nutri- 
tional origin,  macrocytic  anemia  of  pregnancy, 
macrocytic  anemia  of  sprue. 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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Mwm 


(Pronounced  Xi  lo'  coin) 


ASTIM 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XVLOCAINE 

^Rochlorii*  J ’ 


^KOCHLORItH* 


• *©CUVn  , 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  - dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 

A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


(l) 

Researches  i 


Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 

Anesthesia  and  Analgesia,  29:136  ( May- June)  1950. 


a\STIL\  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 


*U.S.  Patent  No.  2,441,498 


BsiUi  feotuHi 


EYELID  DERMATITIS 

Frequent  symptom  of 
nail  lacquer  allergy 


AR-EX  HYP0-AL L CRG6N/C  NAIL  POLISH 

In  clinical  tests  proved  SAFE  for  98%  / N EXCLUSIVELY  BY 

of  women  who  could  wear  no  other  /'"N 

polish  used.  KStto  1 ) 

At  last,  a nail  polish  for  your  allergic  patients. 

In  7 lustrous  shades.  Send  for  clinical  resume:  AR-*X 

tMmeuck 


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st„  Chicago  7,  ill. 





in  the  menopause... 


"all  patients  described  a sense  of  well-being  [with  'Premarin'  J 

Neustaedter,  T.;  Am.  J.  Obsf.  & Gynec.  46:530  (Oct.)  1943 

estrogenic  substances  (water-soluble) 
also  known  as  conjugated  estrogens  (equine) 


highly  effective  • orally  active  • well  tolerated  • imparts  a feeling  of  well-being 
Ayersf,  McKenna  & Harrison  Limited1  ‘ 22  East  40th  Street,  New  York  1 6.  New  York 
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non-narcotic  — in  place  of  codeine 


161 


“I  coughed  all  night" 


HOFFMANN-LA  ROCHE  INC. 

ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
Chemically,  SEDULON  is  3,3-diethyl-2,4-dioxopiperidine 
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For  HYPERTENSION 


SAFER  THIOCYANATE 


Therapy  with 


i » 


TURASED  provides  rapid  and 
prolonged  reduction  of  blood 
pressure  with  lower  serum  levels 
of  thiocyanate — thus  increasing 
the  margin  of  safety.  Comparative 
clinical  study1  with  TURASED  has 
revealed  "the  infrequency  of  toxic 
or  sensitivity  reactions."  In  no  case 
did  capillary  fragility  become 
abnormal  while  the  patient  was 
receiving  this  preparation. 

The  potentiated,  safer  thiocyanate 
therapy  made  possible  with 
TURASED  is  based  upon  the  syn- 
ergism offered  by  this  original 
combination  of  ingredients. 

1.  Parsonnet,  A.  E.,  et  al.:  J.  M.  Soc.  New  Jersey  47: 
504,  1950. 


THE 

E.  L.  PATCH  COMPANY 

STONEHAM  • MASSACHUSETTS 
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MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 

2 ADVANTAGE  NUMBER  6:  Your  policy  is  issued  by  the 
J Employers  Mutual  Liability  Insurance  Company  of  Wis- 
consin, which  accepts  the  complete  control  by  the  Society’s 
l Malpractice  Insurance  and  Defense  Board  over  the  in- 
J surance  of  every  member. 

1 • 

• *Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

2 • 

| HARRY  F.  WANVIG 

2 Indemnity  Representative 

2 JWebical  H>orietp  of  tfjc  H>tate  of  iBleto  Horfe 

J 70  PINE  ST.,  NEW  YORK  5 TEL.:  DIGBY  4-7117 


• • 

It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 

PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 
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[ 

Arobon  was  recently  studied  in  a series  of  40  hospitalized  infants 
I suffering  from  acute  diarrhea.  The  patients  were  evenly  divided 
into  a control  group  and  an  experimental  group.  Both  groups 
received  similar  treatment,  including  antibiotic  therapy  and  fluid  and 
electrolyte  replacement — the  experimental  group  receiving  Arobon  in  addi- 
tion. The  report  states:  “ . . . the  severity  of  the  diarrhea  was  equally  distrib- 
uted among  both  groups;  the  average  number  of  hours  for  the  first  formed 
stools  to  be  obtained  in  the  control  group  was  174.3  as  compared  to  47.95  in 
the  Arobon  group;  the  average  number  of  hospital  days  required  for  treat- 
ment of  the  control  group  was  14.15  as  compared  to  7.85  for  the  Arobon 
group;  the  average  number  of  hours  before  cure  in  the  control  group  was  339.6 
while  the  Arobon  group  was  120.05.”* 

Arobon  is  advantageously  employed  in  providing  symptomatic  relief  in  all 
types  of  diarrhea  and  in  all  age  groups.  It  may  be  used  alone  in  non-specific 
diarrhea  unaccompanied  by  fever  and  in  conjunction  with  antibiotics  in 
other  cases. 


Arobon  is  palatable  and  easy  to  prepare.  For  infants  it  is  boiled  in  water  or 
skim  milk;  for  older  children  and  adults,  it  is  mixed  with  whole  milk  without 
boiling. 


* Plowright,  T.R.:  The  Use  of  Carob  Flour  (Arobon)  in  a Controlled 
Series  of  Infant  Diarrhea,  J.  Pediat.  39-’l6  (July)  1951. 


THE  NESTLE  COMPANY,  INC 


COLORADO  SPRINGS,  COLORADO 


SPECIALLY  PROCESSED  CAROB  FLOUR 
HIGH  IN  PECTIN  AND  LIGNIN 


J&OB 
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1.  IMMEDIATE 

2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trot e combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin:  Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


1.  Sollman , T. : A Manual  of  Pharmacology , 
W.  B.  Saunders  Co.,  1942. 


RAYMER 


3-stage  action 
to  control  hypertension 

foafi&ttleb 

RAYTROTE 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


Formula : Each  capsule  contains  : 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg. 


RAYMER  PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 


I 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals,  medi- 
cal society  and  administrative  officials  in  New  York  State,  the 
official  publication  of  the  Medical  Society  of  the  State  of  New  York 
is  an  invaluable  reference  volume. 

Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen’s  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of  Phar- 
maceutical Suppliers,  Equipment  Suppliers,  Nursing  Homes,  and 
other  important  data,  all  included  for  the  first  time. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 
tory  of  New  York  State. 
Tax  in  New  York  City. 

) copies  of  the  1951  Medical  Direc- 
Price  $15.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 


Upjohn 


hema-tonie  t in  a tablet 


For  simple  but  well-rounded  therapy  of 
common  anemia  — for  optimum  support  of 
both  hemoglobin  and  red  cell  production  — 


— the  new,  modern,  multiple  action  hema- 
tonic  which  provides  eight  substances,  all 
concerned  with  hematopoiesis,  in  a spe- 
cially constructed,  convenient  tablet  form. 
In  each  tablet: 

Ferrous  Gluconate  5.0  grains 

Vitamin  B12  Factors 5.0  micrograms 

( as  determined  by  microbiological  assay) 

Folic  Acid . .0.67  milligram 

Thiamine  Hydrochloride 2.0  milligrams 

Riboflavin 2.0  milligrams 

Pyridoxjne  Hydrochloride 0.5  milligram 

Nicotinamide 10.0  milligrams 

Ascorbic  Acid  25.0  milligrams 

Dosage:  Average  adult  — 3 tablets  daily 
Children  — from  1 to  3 tablets  daily 
In  bottles  of  60  and  500  tablets. 

* Trademark 


tem ..Produced  with  care... Designed  for  health 


TMK  UPJOHN  COMPANY.  KALAMAZOO.  MICHIGAN 


soaks 


toxins 


blotter 


RESION 


pioneer  resin  therapy 


RESINAT— the  ANION  exchange  resin.  Inhibits  pepsin. 

Normalizes  hydrochloric  acid.  Adsorbs  acid  in  the  stomach,  releases  it 
harmlessly  in  the  alkaline  small  intestine.  Indicated  in  PEPTIC  ULCER. 

NATRINIL— the  CATION  exchange  resin.  For  sodium  withdrawal.  Indicated 
in  CONGESTIVE  HEART  FAILURE,  EDEMATOUS  STATES,  HYPERTENSION. 


In  diarrhea,  and  the  nausea  of  pregnancy  — 

RESION  is  indicated  wherever  diarrhea,  food  poisoning  or  a generalized 
state  of  gastrointestinal  toxicity  exists.1,2  It  is  a valuable  adjuvant  in  the 
treatment  of  these  disorders.  It  is  also  of  definite  benefit  in  gastroenteritis, 
flatulence,1 2 3  mucous  colitis,  infantile  diarrhea2, 3 and  in  the  management  of 
the  nausea  and  vomiting  of  pregnancy.4 5 6 

RESION  is  an  extremely  palatable  suspension  of  special  insoluble  adsorbent 
ingredients  and  is  specifically  designed  to  take  up  and  remove  from  the  in- 
testinal tract,  toxic  compounds.  The  effect  is  one  of  selective  adsorption  and 
electrochemical  attraction. 

RESION  adsorbs  and  inhibits  the  action  of  many  of  the  products  of  putre- 
faction in  the  intestinal  tract  and  removes  substances  of  endogenous  bac- 
terial origin,  as  toxins.1,2,5,6 

RESION’S  individual  constituents  exert  a mutually  additive  action:—6,7 

Polyamine  methylene  resin  adsorbs  toxic  bacterial  metabolites,  such  as 
indole  and  skatole,  and  also  guanidine,  histamine  and  tyramine. 

Sodium  aluminum  silicate  adsorbs  the  toxic  amines— tyramine,  cadaverine, 
histamine;  putrescine,  guanidine,  also  indole  and  skatole.  It  inhibits  the  ac- 
tion of  lysozyme.7 

Magnesium  aluminum  silicate  adsorbs  lysozyme,1,5,6,7  cadaverine  and 
other  amines  resulting  from  putrefactive  processes. 

How  supplied:  RESION  is  supplied  in  a palatable  vehicle: 

Bottles  of  4 and  12  ounces. 


RESION 


1 Rollins,  C.  T.,  to  be  published. 

2 Joslin,  C.  L.:  Del.  St.  Med.  J.  25:35,  1950. 

3 Quintos,  F.  N.:  Philippine  J.  of  Med.  26:155,  1950. 

4 Fitzpatrick,  V.  P.;  Hunter,  R.  E.,  and  Brambel,  C.  E.;  Am.  J.  Diges.  Dis.  18:340,  1951. 

5 Meyer,  K.;  Prudden,  J.  F.;  Lehman,  W.  L.  and  Steinberg,  A.  Am.  J.  Med.  5:482,  1948. 

6 Martin,  G.  J.:  Am.  J.  Diges.  Dis.  18:16,  1951. 

7 Moss,  J.  N.  and  Martin,  G.  J.:  Am.  J.  Diges.  Dis.  15:412,  1948. 


THE  NATIONAL  DRUG  COMPANY 


• Philadelphia  44,  Pa. 


safe . . . dependable . . . effective 


. . . selective 
gives  unparalleled 


PRANT 


Methylsulfate 


for  peptic  ulcer 


Greater  specificity  of  action 
Hitherto  unobtainable  freedom  from  side  effects 
Wider  flexibility  of  dosage 
Reduces  gastric  motility  and  secretion 
Relieves  pain 


anticholinergic 
freedom  from  side  effects 


PRANTAL*  Methylsulfate  is  a member  of  an  entirely  new  class  of  synthetic 
anticholinergic  compounds.  It  curbs  excessive  vagal  stimuli  to  the  stomach 
by  inhibiting  synaptic  transmission  across  parasympathetic  ganglia. 

PRANTAL  Methylsulfate  is  unique  among  anticholinergic  compounds. 
Because  of  its  selective  action,  doses  which  reduce  gastric  motility  and 
secretion  rarely  cause  dilatation  of  the  pupils,  dryness  of  the  mouth, 
urinary  retention,  or  constipation. 

The  pharmacodynamics  of  Prantal  Methylsulfate  have  been  the  subject 
of  extensive  laboratory  investigations  in  which  the  classical  procedures 
were  used.  Studies  by  leading  clinical  investigators  have  confirmed  the  value 
of  its  unusual  properties  in  treatment  of  the  peptic  ulcer  syndrome. 

A Clinical  Research  Division  monograph  is  now  in  press  and  will  be 
sent  to  you  promptly  on  request. 

A clinical  supply  of  Prantal  Methylsulfate  will  be  sent  to  you  on  request. 
Average  Dosage:  One  tablet  (100  mg.)  four  times  daily. 

Packaging:  Prantal  Methylsulfate  (brand  of  diphenmethanil  methylsulfate), 

100  mg.  scored  tablets,  bottles  of  100.  *t.m. 


CORPORATION  • BLOOMFIELD,  N.  J. 
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More  POWERFUL 
Bactericidal  Action 
Over  a BROADER  Spectrum 


7** 
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enotrep 

(Penicillin  and  Dihydrostreptomycin  Merck)  » ■ ■ 


sH 


FOR  AQUEOUS  INJECTION 


PenStrep*  contains  both  rapid-  and  prolonged-action  penicillins,  together  with 
the  purest  form  of  dihydrostreptomycin  available,  to  provide: 

1.  powerful  bactericidal  action  through  the  mutual  synergism  of  these 
two  drugs; 

2.  a wide  range  of  application  since  the  bacterial  spectra  of  the  two 
drugs  supplement  each  other; 

3.  a remarkably  high  degree  of  safety. 

PenStrep  is  especially  useful  in  treating  mixed  infections  of  susceptible  gram- 
positive and  gram-negative  organisms  and  may  be  of  value  in  conditions  of 
unknown  etiology  pending  bacterial  identification. 


HOW  SUPPLIED: 


One-Dose  Vial 


Five-Dose  Vial 


Each  vial  contains: 

Crystalline  Procaine 

Penicillin  G 


C suitable  for  the 
preparation  of  a 
3 cc.  suspension.) 


{suitable  for  the 
preparation  of  a 
15  cc.  suspension.) 


300,000  units 


1,500,000  units 


Buffered  Crystalline 
Penicillin  G Potassium 


100,000  units 


500,000  units 


Crystalline  Dihydro- 
streptomycin Sulfate 


equivalent  to 
1 Gm.  dihydro- 
streptomycin base 


equivalent  to 
5 Gm.  dihydro- 
streptomycin base 


L 


• PenStrep  is  a trade-mark 
of  Merck  & Co.,  Inc. 


MERCK  & CO..  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited  — Montreal 
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To  encourage  normal  healing 


in 

wounds 

ulcers 

burns 


in  pilonidal  cyst  wounds 

Routine  postoperative  use  of  Chloresium  Ointment  and  Solution  (Plain) 
goes  far  towards  overcoming  the  problem  of  the  slow  healing  pilonidal  lesion. 


In  a series  of  19  pilonidal  cases1  treated  with  Chloresium,  17  “healed 
better  and  more  rapidly  than  by  other  methods  previously  employed.” 
In  another  study  of  over  100  cases,2  Chloresium  produced  . . prompt, 
clean  healing  with  firm  granulation.  Further,  the  chlorophyll  ointment 
immediately  eliminates  the  foul  odor  often  encountered  in  pilonidal 
wounds  and  in  this  respect  it  is  a boon  to  patient  and  physician  alike.” 


Chloresium  Ointment—  1-ounce  and 
4-ounce  tubes 

Chloresium  SoLUTiON(Plain)  — 2-ounce  and 
8-ounce  bottles 


A Appearance  of  wound  12 
weeks  after  final  excision 
of  pilonidal  sinus,  prior  to 
CHLORESIUM  therapy. 


Chloresium  Ointment  and  Solution  (Plain) 
contain  water-soluble  derivatives  of  chlorophyll  “a,! 
as  standardized  in  N.N.R.  These  derivatives,  highly 
concentrated  and  purified,  provide  the  optimum 
therapeutic  benefits  obtainable  from  chlorophyll. 


BSame  wound  17  days  later. 
Complete  healing  was  ob- 
tained after  8 days  of 
CHLORESIUM  therapy. 


1.  Bowers,  W.  F. : Chlorophyll  in  Wound  Healing  and 
Suppurative  Disease,  Am.  J.  Surg.  73: 37,  1947. 

2.  Niemiro,  B.  J.:  Delayed  Healing  in  Pilonidal  Cyst  Wounds, 
Journal  Lancet,  Sept.  1951. 


RYSTAN  COMPANY,  INC.  Mourn  Vernon,  New  York 
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Tarbonis  combines  the  three  features  needed  for  successful  management 
of  a host  of  dermatologic  conditions: 

It  presents  all  the  therapeutic  properties  of  crude  tar,  but  in  a 
form  liberated  from  the  undesirable  properties  which  so  long  have  made 
tar  therapy  unacceptable  to  physician  as  well  as  patient. 

It  is  so  nonirritant,  in  spite  of  its  dependable  efficacy,  that  it  is  safely 
used  for  infants  and  on  the  tenderest  body  areas. 

Tarbonis  presents  a specially  processed  liquor  carbonis  detergens 
(5  per  cent),  together  with  lanolin  and  menthol,  in  a vanishing-type 
cream  base.  It  is  greaseless,  free  from  all  tarry  odor,  and — since  it  leaves 
virtually  no  trace  on  proper  application — is  appreciated  by  the  patient, 
especially  when  exposed  body  surfaces  are  involved. 

TARBONIS  is  available  through  all  pharmacies  upon  prescription. 
For  dispensing  purposes  TARBONIS  is  packaged  in  1-lb.  and  6-lb. 
jars  through  Physicians’  and  Hospital  Supply  Houses. 

Physicians  are  invited  to  send  for  clinical  test  samples  to 
demonstrate  the  antipruritic,  decongestant,  remedial 
properties  of  Tarbonis  in  the  conditions  listed  at  the  left. 


THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 
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FREE 

—to  every  encyclo- 
pedia owner — 

MODERN  DRUGS 

—the  quarterly  sup- 
plement that  keeps 
you  up-to-date 
with  the  newest 
drug  descriptions. 


^eometteK 

to  give  you  UP-TO-DATE  Reference  on 
nearly  4000  Ethical  Drugs  (including  1500 
brand  new  listings)  of  175  manufacturers. 

to  PHYSICIANS  for  its  authoritative, 
finger-tip  data  . . . complete  from  descrip- 
tion to  prescription.  Now  compiled  in  seven 
special  sections:  DRUGS  • BIOLOGICALS 
a ALLERGENS  # GENERIC  NAME 
INDEX  # THERAPEUTIC  INDEX  • 
MANUFACTURER’S  INDEX  a GEN- 
ERAL INDEX.  The  new  5th  Edition  of  The 
MODERN  DRUG  ENCYCLOPEDIA 
provides  self-pronouncing  drug  listings  for 
the  first  time. 


MARION  E.  HOWARD,  M.D.,  F.A.  C.P. 

Yale  University  Medical  School 
New  Haven.  Conn. 


MORE  THAN  50,000 
SATISFIED  USERS 

Saves  hours  of  precious  time.  Proved  by 
use  as  America’s  “best  seller”  medical 
encyclopedia. 

MAIL  THIS  COUPON  TODAY! 

* n 

This  Pre-Publication  Saving  Expires  Feb.  1,  1952 
DRUG  PUBLICATIONS,  INC. 

49  West  45th  Street,  New  York  19,  N.  Y. 

Enclosed  is  the  sum  of  twelve  dollars  ($12*.  U.S.A.)for 
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PRECALCIN' 

CAPSULES 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 


available:  Bottles  of  100,  500,  and  1,000 
capsules. 


Niacinamide 

Ascorbic  Acid. . . . 
Ferrous  Gluconate 
^Fluorine  content.  . 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 

Bone  Phosphate* 

Vitamin  A (Ester) 

Vitamin  D (Irradiated  Ergostero!) 

Thiamine  Hydrochloride 

Riboflavin 


0.45  Gm. 

0.15  Gm. 

2,000  U.S.P.  Units 
400  U.S.P. 

3.00 

2.00 


10.00 


45.00 
0.07  mg* 


VITAMIN  PRODUCTS,  INC.  Mount  Vernon,  N.  Y. 


16$ 


pains 


of  angina  pectoris 

and  other  vascular  spasms  are 

preventable 

with 


Useful  both  as  a vasodilator  and  as  an 
antispasmodic,  ‘Paveril  Phosphate’ 
(Dioxyline  Phosphate,  Lilly)  is  espe- 
cially valuable  in  the  control  of  angina 
pectoris,  coronary  occlusion,  and  periph- 
eral or  pulmonary  embolism.  ‘Paveril 
Phosphate’  has  even  a wider  margin  of 
safety  and  still  greater  freedom  from 
side-effects  than  papaverine,  which  it 
resembles  therapeutically.  Furthermore, 
since  it  does  not  cause  addiction  and  is 
not  a constituent  of  opium,  this  useful 
synthetic  may  be  obtained  conveniently 
without  the  bother  of  narcotic  forms. 
Supplied  in  tablets,  I 1/2  grains  (0.1 
Gm.)  and  3 grains  (0.2  Gm.). 


Detailed  information  and  literature  on  'Paveril 
Phosphate'  are  personally  supplied  by  your  Lilly 
medical  service  representative  or  may  be  obtained 
by  writing  to 


ELI  LILLY  AND  COMPANY  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


The  District  Branches,  I 


In  1906,  as  a result  of  the  reunion  of  the 
Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Medical  Associa- 
tion, the  former  acquired  the  then  eight  dis- 
trict branch  organizations  which  had  func- 
tioned as  administrative  units  of  the  latter 
since  1884.  They  had,  in  addition  to  their 
administrative  function,  a then  badly  needed 
postgraduate  teaching  function. 

Dr.  Austin  Flint,  president  of  the  Ameri- 
can Medical  Association  in  1884,  made  in  his 
inaugural  address  a novel  suggestion  for  a 
“standing  committee  on  medical  education 
designed  to  secure  uniform  action  with  refer- 
ence to  requirements  for  matriculation  and 
for  graduation”  from  medical  schools.1  Dr. 
Flint  in  that  same  year  was  one  of  the  ener- 
getic supporters  of  the  preliminary  conven- 
tion to  form  the  New  York  State  Medical 
Association  held  at  Albany  on  February  4 
and  6. 2 A plan  of  organization  was  pro- 


1  Fishbein,  M.:  History  of  the  American  Medical  Asso- 
ciation, Philadelphia,  W.  B.  Saunders  Co.,  1947,  p.  114. 

! New  York  State  Medical  Association:  Tr.  New  York 

State  M.  A.  1:  504  (1884). 


posed  bv  Dr.  Gouley  “to  facilitate  the  trans- 
action of  business,”  and  to  this  end  it  was 
planned  to  divide  the  State  into  five  dis- 
tricts and  that  these  “districts  shall  com- 
prise the  [then]  sixty  counties  of  the  State.” 
The  creation  of  the  Branch  Associations 
would  afford  organizations  “that  could  con- 
veniently be  attended  by  physicians  through- 
out the  State.”3  It  may  be  seen  that  in  the 
State  and  in  the  national  organization  of 
physicians  efforts  were  being  directed  to 
higher  standards  of  medical  education  and 
improvement  of  local  medical  administra- 
tion. 

In  subsequent  years  the  efforts  of  the 
American  Medical  Association  to  quash  the 
diploma  mills  and  the  poorly  equipped  and 
staffed  institutions  among  the  medical 
schools  met  with  slow  but  sure  success. 
Between  1830  and  1845  the  number  of  medi- 
cal colleges  in  the  United  States  more  than 
doubled.  There  was  acute  rivalry  and 
competition  without  restraint.  Sixteen 

3 Editorial:  New  York  State  J.  Med.  48:  43  (Jan.  1) 

,1M8'  LIBRARY  OF  THE 
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weeks  was  “generally  adopted  as  the  length 
of  the  college  term;  in  some  schools,  it  was 
reduced  to  thirteen.”1  Of  postgraduate 
training  there  was  little  to  be  had.  But 
around  1888  the  rise  of  specialism  had  al- 
ready begun,  and  numerous  societies  such 
as  the  American  Surgical  Association,  the 
Association  of  American  Physicians,  and  the 
American  Gynecological  Society  had  enrolled 
about  500  of  the  some  55,000  regular  physi- 
cians of  the  country.  Of  these  societies  Dr. 
N.  S.  Davis  remarked  that  they  “only  serve 
as  a convenient  and  leally  useful  place  in 
which  the  small  but  respectable  class  of 
exclusionists  can  work  and  dine  without  per- 
sonal contact  with  the  sunburned  and  wea- 
therbeaten general  practitioners  of  the  heal- 
ing art.”1 


So  it  may  be  seen  that  there  was  a growing 
need  for  better  medical  education,  for  post- 
graduate medical  instruction,  and  for  organi- 
zations to  secure  this  for  the  “sunburned  and 
weatherbeaten  general  practitioners.”  The 
device  of  the  district  branches  in  this  State 
was  an  administrative  inspiration.  By  1890, 
the  New  York  State  Medical  Society  had 
reorganized  under  a representative  system 
in  which  the  various  divisions  of  the  State 
Society  were  directly  related  to  the  Society 
itself,  so  that  when,  after  190G,  the  branches 
were  acquired  by  the  reunion  of  the  New 
York  State  Medical  Association  and  the 
official  Medical  Society  of  the  State  of  New 
York,  a means  was  at  hand  for  conducting 
postgraduate  instruction  for  all  physicians 
of  the  State. 


{To  Be  Continued ) 


ANNOUNCEMENT 


PRIZE  ESSAYS 


The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  12, 
1952,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto 
or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on 
the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of  the 
writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1952,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  292 
Madison  Avenue,  New  York  17,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Medical  Aspects  of  Civil  Defense — Aims  and  Purposes 

The  dawn  of  the  new  year  finds  us  deeply  concerned  with 
the  disturbing  problems  that  beset  this  unhappy  world. 
Never  before  in  our  history,  in  so-called  peace  times,  have 
we  had  to  think  and  plan  and  live  with  the  dire  threats  to 
our  national  security  which  are  everywhere  evident  today. 
We,  as  doctors,  are  fully  cognizant  of  this,  and  the  possession 
of  this  knowledge  brings  us  face  to  face  more  realistically 
than  ever  with  our  patriotic  duty  as  citizens. 

As  citizens,  perhaps  our  first  responsibility  is  in  the  field 
of  civil  defense.  Let  us  consider  for  a moment  the  over-all 
concept  of  civil  defense  and  look  carefully  at  some  of  the 
basic  considerations  that  underlie  this  important  activity. 
Civil  defense  has  two  chief  objectives.  In  the  words  of 
Governor  Millard  Caldwell,  “The  first  is  to  help  maintain 
world  peace  by  making  it  obviously  unprofitable  for  the 

enemy  to  attack  us  on  the  home  front and  second,  to 

minimize  the  effect  of  attack,  if  it  does  come,  by  saving  lives, 
relieving  suffering,  maintaining  production  for  the  Armed 
Forces,  and  sustaining  on  the  home  front  a dynamic  will  to 
win  without  which  no  modern  nation  can  hope  for  victory 
in  any  future  all-out  war.  We  believe  we  can  prevent  attack  by  being  prepared  to  cope 
with  it.  General  civilian  participation  in  modern  war  is  essential  to  victory.  We  can’t 
win  as  unprepared  as  we  are  at  present.” 

Primarily  our  objective  has  been  to  bring  our  State  Medical  Society  and  our  chief 
medical  civil  defense  officers  into  close  liaison.  It  seeks  to  find  the  means  by  which  all 
physicians  would  meet  the  demands  of  a national  emergency.  I cannot  stress  too  em- 
phatically the  necessity  for  active  participation  by  our  physicians  in  civil  defense  planning 
and  the  need  for  cooperation  between  official  agencies  and  our  professional  society. 

Fortunately,  under  the  energetic  and  skilled  leadership  of  Dr.  Hilleboe,  our  State  Health 
Commissioner,  and  his  able  associates,  we  have  an  impressive  plan  at  the  top  level,  in  the 
development  of  which  your  State  Medical  Society  has  played  an  important  and  constructive 
role.  Through  our  Emergency  Medical  Preparedness  Committee  and  our  Medical  Advisory 
Council  to  Civil  Defense,  we  have  assisted  in  the  preparation  of  the  “Guides  for  Self  Help 
and  Neighbor  Help,”  training  manuals,  “Techniques  for  Uniform  Treatment  of  Crushing 
Injuries,  Burns,  Fractures,  Shock  and  Narcosis,  and  Radiation  Sickness,”  and  other  basic 
needs  upon  which  the  whole  program  is  planned.  Purchasing  of  supplies,  stockpiling,  blood 
procurement — all  are  being  accomplished. 

Approximately  6,200  physicians  in  upstate  New  York  and  10,000  in  Greater  New 
York  City,  about  two  out  of  every  three,  have  taken  special  training  courses  in  the  medical 
aspects  of  civil  defense.  To  quote  Dr.  Hilleboe’s  own  words  at  the  recent  National  Con- 
ference on  Medical  Civil  Defense  held  in  Chicago  on  November  10:  “In  all  aspects  of  our 
planning  in  New  York,  State,  county  and  city  medical  societies,  health  departments,  the 
regional  hospital  councils,  and  the  New  York  State  Hospital  Association  have  worked 
closely  and  harmoniously.”  I believe  I can  say,  without  fear  of  contradiction,  that  our 
New  York  State  program  is  a model  one  and  an  example  of  effective  cooperation  between 
our  State  Medical  Society  and  the  State  official  agency. 

This  is  the  good  side  of  the  picture.  Now  we  come  to  another  phase  in  which  we  seem 
to  be  lagging,  and  it  is  for  this  phase  of  the  program  that  I am  making  a special  appeal  at 
this  time.  I refer  specifically  to  the  recruitment  program.  1 have  only  recently,  on  two 
occasions,  by  special  letter  brought  this  matter  to  the  attention  of  the  presidents  of  all 
county  medical  societies  and  their  civil  defense  committee  chairmen.  This  effort  has  been 
largely  a follow-up  message  to  the  successful  Conference  of  County  Civil  Defense  Chairmen 
and  Secretaries  at  Albany  on  November  1. 
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We  have  three  things  to  do: 

(1)  Secure  and  sign  the  official  enrollment  card.  This  is  essential,  and  not  the  least 
reason  for  this  is  the  protection  it  affords — eligibility  for  the  insurance  benefits  under  our 
State  Civil  Defense  Act  of  March,  1951. 

(2)  Sign  the  Oath  of  Allegiance. 

(3)  Report  the  accomplishment  of  these  first  two  requirements  to  your  local  civil 
defense  officer,  informing  him  that  you  are  available  for  assignment  to  duty. 

Mr.  Anthony  W.  Eckert,  hospital  administrator  of  the  Perth  Amboy,  New  Jersey, 
Hospital,  has  emphasized  that  they  had  to  learn  the  necessity  of  organization  at  the  Perth 
Ambov  Hospital  the  hard  way.  He  remarked  that  physicians  who  volunteer  after  the 
disaster  can  be  as  much  of  a nuisance  as  the  casual  spectator.  And  he  further  emphasized 
that  personnel,  to  be  of  significant  assistance,  must  know  their  duties  and  be  able  to  perform 
them  without  special  instruction  at  the  time  of  the  disaster.  These  statements  of  his  are 
based  upon  the  experience  of  the  two  major  accidents  which  occurred  in  his  area  within 
the  past  year. 

Space  precludes  the  recital  here  of  the  basic  facts  and  figures  that  were  brought  out 
at  the  Chicago  conference.  They  were  most  revealing.  When  they  are  published,  they 
should  be  studied  by  everyone,  as  they  should  be  a real  stimulus  to  renewed  efforts  on  our 
part.  The  completion  of  our  recruitment  program  is  now  top  priority  for  all  of  us.  I trust 
every  doctor  will  appreciate  the  urgency  of  this  requirement  and  cooperate  to  the  fullest 
extent. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1952  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Beverly  Chew  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 

The  Annual  Meeting  will  be  held  May  12  to  16,  1952,  at  the  Hotel  Statler,  New  York 
City. 

No  applications  can  be  considered  after  January  15,  1952. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of 
facts. 
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MANAGEMENT  OF  THE  CARDIAC  OUTPATIENT 

by  Donald  B.  Frankel,  m.s.,  m.d. 

Fairfield,  Illinois 


“The  generalized  lack  of  hospital  facilities  today  necessi- 
tates home  or  office  treatment  of  the  ambulatory  patient 
with  chronic  cardiac  decompensation.  Treatment  must 
be  aimed  at  rapid  and  safe  symptomatic  relief,  as  well  as 
at  control  of  the  failing  heart. 

“Mercuhydrin  proved  to  have  many  advantages,  chiefly 
that  it  caused  a rapid  and  continuous  diuresis,  and  thus 
rapid  relief  for  the  patient.  It  was  uniformly  well  toler- 
ated, and  in  no  patient  was  there  any  reaction. 

“Another  advantage  was  the  ease  of  maintaining  the  ‘dry 
weight’  with  only  one  or  two  injections  per  week. 


conclusions 

“Ninety- eight  patients  with  clinical  cardiac  decompensa- 
tion were  treated  as  out-patients.  Meralluride  sodium 
proved  to  be  a necessary  part  of  the  therapy  for  chronic 
cardiac  decompensation. 

“1.  Meralluride  sodium  (Mercuhydrin)  caused  no  local 
or  systemic  reaction  in  any  patient  and  was  well  tolerated 
by  all;  2.  It  is  as  effective  by  the  intramuscular  route  as 
by  the  intravenous  and  displayed  a rapid  and  dramatic 
effect  in  every  case; ...  4.  It  is  as  important  as  any  other 
factor  in  the  emergency  treatment  of  paroxysmal  noctur- 
nal dyspnea  and  cardiac  asthma.” 


SODIUM 


tve// /o/eta/ed  /oca//^  a diuletic  cf  c/ieice 


MERCUHYDRIN  (Meralluride  sodium  solution) 
is  available  in  lcc.  and  2cc.  ampuls. 
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Scientific  Articles 


UREMIA:  SOME  CLINICAL  ASPECTS  AND  MEDICAL  TREATMENT 


Maynard  E.  Holmes,  M.D.,  F.A.C.P.,  Syracuse,  New  York 


UREMIA  may  be  defined  as  the  clinical  pic- 
ture associated  with  nitrogen  retention 
caused  by  renal  insufficiency  regardless  of  its 
etiology.1  In  the  past  the  designation,  uremia, 
has  had  a connotation  of  a hopeless,  irreversible 
state,  the  terminal  phase  of  chronic  Bright’s 
disease.  In  recent  years  the  term  has  taken  on  a 
new  meaning  and  scope  and  now  includes  all 
cases  of  acute  renal  insufficiency,  whether  organic 
or  functional,  many  of  which  may  be  rever- 
sible. 

The  signs  and  symptoms  of  uremia  are  variable, 
and  none  are  specific.  Among  those  commonly 
observed  may  be  mentioned  anorexia,  vomiting, 
weakness,  pruritis,  skin  eruptions,  headache, 
anemia,  muscle  twitching,  restlessness  or  drows- 
iness, dehydration  or  edema,  hypertension  or 
hypotension,  acidosis  or  alkalosis,  and  peri- 
carditis. 

The  altered  body  chemistry  in  uremia  is 
marked  and  inconstant.  Nonprotein  nitrogen 
retention  is  the  rule,  usually  well  in  excess  of  100 
mg.  per  cent  but  in  some  cases  may  be  below  this 
figure.  Serum  retention  of  acid  metabolites, 
chiefly  sulfate  and  phosphate,  exhaust  base- 
lowering bicarbonate  or  carbon  dioxide,  and  cal- 
cium, tends  to  fall.  Serum  chloride  often  rises 
but  may  be  lowered,  and  potassium  concentration 
increases,  particularly  in  anuric  patients.  The 
symptoms  of  uremia  do  not  parallel  the  degree  of 
azotemia;  in  fact,  no  retained  metabolite  has 
yet  been  proved  to  be  the  cause  of  the  toxic 
symptoms.  High  degrees  of  nitrogen  retention 
in  the  absence  of  anuria  are  ominous  despite  lack 
of  serious  symptoms.  The  deranged  body  fluid 
electrolyte  pattern  is  probably  of  greater  im- 
portance as  a cause  of  symptoms  and  in  determin- 
ing the  outcome.  For  the  satisfactory  manage- 
ment of  uremia  laboratory  facilities  must  be  avail- 
able for  electrolyte  study,  particularly  the  flame 
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photometer  for  determining  serum  sodium  and 
potassium  levels.2  Characteristic  electrocardio- 
graphic changes  have  been  established  which  are 
valuable  guides  to  the  serum  potassium  con- 
centration.3 

Uremia  is  caused  by  impairment  of  glomerular 
and  tubular  function,  whether  as  a result  of  acute 
or  chronic  organic  renal  disease  or  acute  or  chronic 
functional  disorders  of  the  kidney  brought  about 
by  physiologic  disturbances  outside  the  urinary 
tract.  In  the  organic  group  belong  acute  and 
chronic  nephritis,  pyelonephritis,  polycystic  kid- 
ney, obstruction  nephropathy,  necrotizing  papil- 
litis, and  lower  nephron  nephrosis.  The  func- 
tional cases  consist  mainly  of  those  associated 
with  shock  and  dehydration.  If  the  functional 
factors  persist,  organic  renal  changes  will  develop. 
In  1936, 1 reported  six  cases  of  fatal  diabetic  coma, 
all  with  acute  kidney  failure  related  to  shock  and 
dehydration.4 

In  1947,  Lucke  first  described  a type  of  acute 
renal  insufficiency  to  which  he  gave  the  name 
lower  nephron  nephrosis.5  Other  designations 
given  to  this  syndrome  are  toxic  nephrosis,  renal 
anoxial  syndrome,  and  hemoglobinuric  nephrosis. 
In  the  past  these  cases  probably  wrere  classified 
under  acute  nephritis  or  acute  tubular  nephritis. 
The  kidney  lesions  are  characterized  by  damage  to 
the  renal  tubules  and  histologically  by  degenera- 
tion and  necrosis  of  the  tubular  epithelium.  The 
distal  segment  of  the  nephron  seems  to  sustain 
the  greater  damage.  Anoxia  is  thought  to  be  an 
important  cause  of  this  tubular  damage.  Trueta 
has  recently  demonstrated  a diversion  of  the  in- 
trarenal  blood  flow  from  the  cortex  to  the  medulla 
due  to  stimuli  from  trauma  and  other  factors, 
which  he  believes  may  lead  to  altered  tubular 
function.6  Lower  nephron  nephrosis  may  result 
from  a multiplicity  of  causes ; among  those  men- 
tioned by  Lucke  are  prolonged  shock,  incom- 
patible blood  transfusion  reactions,  heat  stroke, 
sulfonamide  sensitivity,  alkalosis,  burns,  crush 
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injuries,  carbon  tetrachloride  poisoning,  transure- 
thral prostatectomy,7  and  uteroplacental  damage. 
The  clinical  course  is  early  one  of  hypotension, 
then  rapidly  developing  oliguria  and  anuria  with 
retention  of  waste  metabolites  and  distortion  of 
the  serum  electrolyte  pattern,  and  the  gradual 
appearance  of  the  various  symptoms  of  uremia. 
During  the  period  of  anuria  patients  are  prone  to 
develop  pulmonary  edema,  and  tills  is  often  the 
cause  of  exitus.  It  is  thought  to  be  related  to  the 
cardiac  effect  of  the  retention  of  potassium.  In 
the  past  the  mortality  has  been  close  to  100  per 
cent,  but  it  is  in  this  group  in  which  the  underly- 
ing process  is  known  to  be  reversible  that  there  is 
greatest  promise  by  proper  treatment  of  com- 
plete restoration  of  normal  kidney  function. 

As  with  all  serious  diseases  states,  prevention 
is  most  important,  and  this  is  particularly  true 
of  acute  renal  insufficiency.  The  utmost  care 
must  always  be  exercised  in  the  grouping,  match- 
ing, and  technic  of  blood  transfusion.  Every 
effort  should  be  made  to  prevent  shock  and  de- 
hydration and,  when  present,  to  treat  them 
promptly  and  adequately.  Shock  should  be 
guarded  against  by  careful  surgical  preparation, 
by  relief  of  severe  pain,  by  avoidance  of  pro- 
longed operative  procedures  and  hemorrhage, 
and  by  the  judicious  use  of  fluids,  blood  and 
plasma  before,  during,  and  after  surgery.  Tour- 
niquets should  not  be  applied  for  long  intervals 
but  intermittently  to  avoid  muscle  trauma.  In 
the  presence  of  any  of  the  numerous  states  known 
to  be  possible  causes,  especially  shock,  acute  kid- 
ney shutdown  should  be  sought  for,  if  necessary 
by  noting  the  urine  output  by  catheter  to  detect 
as  soon  as  possible  this  serious  complication. 
Often  because  attention  is  being  focused  on  the 
primary  condition,  it  may  well  develop  before  it 
is  discovered.  Caution  should  be  exercised  in  the 
use  of  sulfonamides  by  giving  combinations  of 
these  drugs  or  Gantrisin  and  by  keeping  the  urine 
alkaline.  Alkalosis  must  be  kept  in  mind  when 
there  is  considerable  loss  of  stomach  contents  by 
vomiting  or  suction.  One  should  be  vigilant  for 
the  occurrence  of  the  low-salt  type  of  renal  failure 
in  patients  on  restricted  salt  diets  and  in  those 
receiving  mercurial  diuretics.  In  patients  with 
known  chronic  kidney  disease  special  care  and 
surveillance  are  necessary  when  they  are  sub- 
jected to  surgery,  trauma,  or  any  condition 
known  to  produce  acute  renal  insufficiency.  In 
all  cases  of  mercury  or  other  metal  poisoning, 
BAL  (dimercaptopropanol)  should  be  given 
prophylactically.8 

The  same  principles  govern  the  treatment  of 
acute  renal  insufficiency  irrespective  of  the  cause. 
The  underlying  process  and  its  reversibility  are 
important  as  to  the  outlook  and  also  as  guides  to 
therapy.  The  methods  recommended  for  the 


treatment  of  acute  renal  insufficiency  or  lower 
nephron  nephrosis  have  been  many  and  diverse. 
Among  those  suggested  have  been  intravenous  Iso- 
tonic and  hypertonic  solutions  of  saline,  dextrose, 
lactate,  and  other  fluids,  usually  in  large  amounts. 
Spinal  anesthesia,  splanchnic  block,  decapsula- 
tion or  capsulotomy  of  the  kidney,  irrigation  of 
the  renal  pelvis,  and  various  drugs  and  diuretics 
have  been  used.  All  of  these  measures  have 
proved  ineffectual.9  In  lower  nephron  nephrosis 
probably  the  most  common  reversible  type  of 
acute  renal  insufficiency,  the  tubular  damage, 
starts  to  regenerate  as  early  as  the  third  day, 
and  recovery  is  often  complete  in  twelve  to 
fourteen  days.10  Spontaneous  diuresis  usually 
makes  its  appearance  in  from  ten  to  fourteen 
days,  a few  in  the  first  week,  and  in  some  cases  in 
the  third  week  of  the  anuria.  The  concept  that 
lower  nephron  nephrosis  is  a self-limited  disease 
is  essential  to  correct  treatment.  The  chief  aim 
in  management  must  be  to  keep  these  patients 
alive  for  seven  to  fourteen  days  until  spon- 
taneous recovery  sets  in.  The  errors  in  this 
period  are  probably  more  those  of  commission 
than  of  omission.  Great  restraint  is  needed  to 
keep  from  flooding  these  patients  with  large 
quantities  of  parenteral  fluids  in  an  effort  to 
force  the  production  of  urine.  It  is  of  interest 
here  to  recall  that  in  the  days  prior  to  the  use  of 
parenteral  fluids  patients  whose  only  kidney  had 
been  accidently  removed  or  both  ureters  occluded 
survived  for  periods  of  from  three  to  seven 
w’eeks.11  The  first  step  in  treatment  is  to  over- 
come shock  and  dehydration  if  present  by  the 
administration  of  blood,  plasma,  and  fluids  until 
shock  has  been  overcome  and  hydration  es- 
tablished. If  anuria  is  not  relieved  by  attaining 
these  ends,  then  the  kidney  failure  has  changed 
from  a purely  functional  form  to  one  with  real 
tubular  cell  damage. 

Although  first  advocated  over  a decade  ago,12 
conservative  management  of  acute  renal  in- 
sufficiency with  dextrose  administration  and 
marked  fluid  restriction  has  not  been  utilized 
until  the  past  few  years.12  There  is  each  day  an 
insensible  loss  of  about  1,000  cc.  of  water  from 
the  skin  and  lungs;  yet  in  the  anuric  patient 
there  is  no  appreciable  loss  of  electrolyte  if  there 
is  no  vomiting,  diarrhea,  or  sweating.13  In  the 
absence  of  any  intake  of  food  there  will  be  a daily' 
breakdown  of  approximately  70  Gm.  of  body 
protein  and  200  Gm.  of  bod}’  fat  which  will  yield 
470  cc.  of  water,  leaving  a deficit  of  530  cc.  of 
w-ater  each  day.  Thus,  to  prevent  dehydration 
in  the  presence  of  anuria  this  deficit  must  be 
made  up  by  the  administration  of  this  amount  of 
electrolyte-free  w’ater.  With  the  purpose  of 
lessening  the  catabolism  of  body  protein  and  fat 
and  the  accumulation  in  the  body  of  their  waste 
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products,  dextrose  should  be  added  to  this  re- 
quirement of  water  each  day  by  giving  750  cc.  of 
15  per  cent  dextrose  solution  intravenously.9 
As  a guide  to  therapy  it  is  important  to  record 
carefully  the  daily  volume  of  urine,  vomitus, 
aspirated  gastrointestinal  fluids,  and  diarrheal 
stools  and  to  note  any  sweating  as  well  as  the 
amounts  of  all  fluids,  blood,  plasma,  and  elec- 
trolyte given.  Frequent  estimations  should  be 
available  of  serum  carbon  dioxide  combining 
power,  chloride,  sodium,  potassium,  and  blood 
nonprotein  nitrogen.  Any  losses  of  fluid  or 
electrolyte  should  be  estimated  and  added  to  the 
daily  infusion  of  dextrose  and  water;  however, 
electrolyte  should  not  be  added  unless  there  is  sig- 
nificant serum  change.14  Loss  by  vomiting  may 
be  met  by  adding  an  equal  amount  of  physiologic 
saline  solution.9  If  nourishment  can  be  taken 
by  mouth,  it  would  be  desirable  to  give  by  this 
route,  in  addition  to  the  calculated  water  require- 
ment, 400  Gm.  of  dextrose  and  200  Gm.  of  olive, 
corn,  or  peanut  oil;  all  must  be  electrolyte  free. 
However,  because  most  patients  with  acute 
renal  insufficiency  experience  gastric  intolerance, 
oral  feeding  for  the  most  part  must  be  dispensed 
with.  The  lowered  carbon  dioxide  combining 
power  had  probably  best  be  ignored.11  At  the 
risk  of  expanding  the  extracellular  fluid  volume 
a liter  of  one-sixth  molar  sodium  lactate  solution 
may  be  given.  When  first  seen,  these  patients 
may  have  taken  considerable  amounts  of  salt- 
poor  fluids  by  mouth  or  intravenously  with  a 
resultant  expansion  and  hypotonicity  of  body 
fluids.  Even  in  the  presence  of  edema,  this  salt  de- 
pletion may  be  benefited  by  giving  small  amounts 
of  3 to  5 per  cent  saline  solution  intravenously.9 

In  the  second  or  third  week,  when  spontaneous 
diuresis  appears  to  signalize  recovery,  new  prob- 
lems in  treatment  arise.  At  this  time  there  is 
tremendous  loss  of  salt  and  water  in  the  expand- 
ing urine  output.  The  total  daily  intake  of  water 
should  cover  the  total  daily  urine  volume  in 
addition  to  the  1,000  cc.  of  insensible  loss  and 
any  other  losses.  Sodium  chloride  should  be 
given  daily  in  the  amount  excreted  in  the  urine 
of  the  previous  day.  It  may  reach  20  to  30 
Gm.15  One  should  be  guided  by  daily  estima- 
tions of  serum  chloride  levels  for  one  week. 
Rarely,  particularly  in  patients  with  sulfona- 
mide poisoning,  there  may  be  salt  retention 
during  the  stage  of  diuresis,  and  for  such  cases 
only  salt-free  fluids  should  be  given.16  One 
must  ever  keep  in  mind  the  basic  philosophy  of 
treatment  to  keep  these  patients  alive  during 
the  period  necessary  for  tubular  epithelium 
regeneration  until  diuresis  sets  in.  Many  pa- 
tients are  lost  in  the  period  of  anuria  due  to 
massive  hydration  and  in  the  diuresis  phase  by 
failure  to  administer  adequate  salt  and  water. 


Potassium  has  of  late  attained  major  promi- 
nence in  the  electrolyte  imbalance  of  acute  renal 
insufficiency  and  in  other  conditions.  Hyper- 
potassemia  is  usually  present,  and  it  may  reach 
lethal  levels  before  improvement  sets  in.  Ac- 
cumulation may  not  be  serious  if  none  of  the 
element  is  ingested;  one  must  keep  in  mind  its 
presence  in  fruit  juices  so  commonly  given. 
The  effect  of  potassium  intoxication  on  cardiac 
function  is  thought  to  play  a prominent  role  in 
the  incidence  of  pulmonary  edema  in  patients 
with  acute  renal  insufficiency.  Hyperpotas- 
semia  may  be  the  only  serious  electrolyte  ab- 
normality present,  and  it  poses  a difficult  prob- 
lem in  therapy.  The  electrocardiogram  or 
flame  photometer  estimations  are  the  best  guides 
to  the  serum  potassium  concentration  and 
should  be  available  at  least  every  other  day. 
In  addition  to  the  artificial  kidney,  hyperpotas- 
semia  has  been  treated  by  perfusion  of  the  small 
bowel,17  cation  exchange  resins  by  stomach  or 
bowel,18  and  Merrill19  believes  that  the  use  of 
dextrose  and  insulin  have  the  most  pronounced 
and  lasting  effect  of  any  procedure  other  than 
hemodialysis.  Hypopotassemia  may  at  times 
occur  in  acute  renal  insufficiency14  and  may  be 
equally  serious,  yet  it  is  easier  to  treat  if  recog- 
nized by  giving  the  element,  usually  by  mouth. 
It  is  diagnosed  by  the  same  means  described  for 
the  recognition  of  hyperpotassemia.  It  occurs 
in  association  with  alkalosis  and  hypochloremia 
due  to  chloride  depletion  from  diarrhea,  vomiting, 
suction,  and  tubular  loss. 

In  the  past  few  years  acute  renal  insufficiency, 
especially  the  more  severe,  and  those  cases  which 
failed  to  respond  to  usual  management  have 
been  treated  by  various  procedures  which  utilize 
dialysis  to  take  over  in  part  the  work  of  the  non- 
functioning kidneys.  The  methods  used  have 
been  peritoneal  dialysis,20  intestinal  lavage,21 
and  the  artificial  kidney.22  There  are  definite 
risks  to  their  use,  and  special  apparatus  and 
solutions  are  necessary  together  with  trained 
personnel.  Peritoneal  dialysis  is  effective,  but 
large  bowel  lavage  is  of  doubtful  value.15  The 
artificial  kidney  seems  best  for  removal  of 
nitrogenous  waste  and  for  correction  of  electro- 
lyte imbalance,  and  the  risks  from  its  use  are 
probably  less.  Despite  the  admitted  value  of 
dialyzing  procedures  there  are  few  cases  re- 
quiring their  use  on  the  basis  of  present  knowl- 
edge regarding  the  normal  course  of  acute  renal 
insufficiency  and  the  satisfactory  results  of  con- 
servative therapy  with  restricted  fluids  and  dex- 
trose administration.  Their  use  at  present 
is  restricted  to  those  cases  which  do  not  respond 
to  conservative  management,  those  which,  when 
first  seen,  because  of  mismanagement  or  other- 
wise have  marked  edema,  azotemia,  and  elec- 
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trolyte  distortion,  especially  hyperpotassemia, 
and  those  cases  complicated  by  hepatic  insuffi- 
ciency. At  present  the  artificial  kidney  appears 
to  be  a promising  weapon  for  the  treatment  of 
acute  renal  insufficiency;  simplification  of 
technic  and  greater  availability  of  the  appa- 
ratus may  make  it  of  more  widespread  general 
value.  Grollman  has  recently  reported  on  a 
simplified  method  of  intermittent  peritoneal 
lavage  which  may  lead  to  a much  needed  practical 
technic  for  dialysis.23 

In  patients  with  severe  grades  of  acute  renal 
insufficiency,  especially  the  hepatorenal  syn- 
drome, who  fail  to  respond  to  conservative  man- 
agement or  dialysis,  the  successful  use  of  ex- 
sanguinotransfusion  has  been  reported.24  In 
adults  7 to  8 L.  of  citrated  blood  are  introduced 
and  the  same  amount  withdrawn,  replacing  about 
80  per  cent  of  the  blood  volume. 

Schroeder  has  called  attention  to  a type  of  acute 
kidney  failure  which  is  called  the  low-salt  syn- 
drome.2' It  occurs  with  normal  kidneys  and 
results  from  marked  restriction  of  salt  intake 
often  used  today  in  the  treatment  of  hyperten- 
sion. It  may  also  develop  in  patients  with  heart 
disease  on  low-salt  diets  and  in  whom  mercurial 
diuretics  have  been  used  extensively.  It  is  suc- 
cessfully treated  by  the  administration  of  sodium 
chloride.  Thorn  has  also  described  a type  of 
acute  renal  failure  known  as  salt-losing  nephritis.26 
Here  chronic  Bright’s  disease  is  present,  char- 
acterized by  marked  tubular  loss  of  sodium  and 
chloride  of  a degree  to  cause  it  to  be  mistaken  for 
Addison’s  disease.  Its  management  consists  of 
the  administration  of  5 to  10  Gm.  of  a 2:1  mix- 
ture of  sodium  chloride  and  sodium  bicarbonate. 
During  the  crises  of  Addison’s  disease  a salt- 
loss  type  of  acute  kidney  failure  occurs  which 
must  be  treated  by  adrenal  cortical  hormone  as 
well  as  sodium  chloride. 

In  all  cases  of  acute  renal  insufficiency  with 
anuria  the  possibility  of  obstruction  must  be 
considered.  If  present,  relief  obviously  wall  not 
occur  until  the  obstruction  is  removed.  Some 
years  ago  I observed  a middle-aged  woman  with 
anuria  and  uremia  who  had  been  given  large 
amounts  of  various  fluids  to  the  point  of  marked 
edema  in  a futile  effort  to  force  the  production 
of  urine.  Bilateral  ureter  obstruction  due  to  a 
silent  pelvic  tumor  was  finally  noted,  and  relief 
was  prompt  following  surgical  treatment.  In 
uremia  associated  with  renal  calculi  or  calcinosis 
one  must  consider  hyperparathyroidism  be- 
cause, if  present,  the  related  kidney  disease  may 
be  remedial.27 

The  treatment  of  acute  renal  failure  in  patients 
with  chronic  Bright’s  disease  is  not  promising, 
yet  it  may  often  be  successful  in  these  emer- 
gencies. Those  with  chronic  nephritis  can  be 


precipitated  into  uremia  by  any  of  the  factors 
noted  above  as  causes  of  acute  renal  insufficiency. 
Chronic  uremia  with  varied  degrees  of  azotemia 
may  be  present  for  a considerable  period  before 
serious  kidney  shutdown  occurs.  The  same 
principles  already  outlined  for  the  management 
of  acute  renal  insufficiency  should  guide  one  in 
the  treatment  of  the  acute  kidney  failure  of 
chronic  Bright’s  disease.  Hypocalcemia  is  to 
be  suspected  in  the  presence  of  muscular  twitch- 
ing or  tetany,  and  if  present,  it  should  be  treated 
by  the  administration  of  one  of  the  soluble  salts 
of  calcium.  Hypocalcemia  is  due  in  part  to 
phosphate  retention  which  can  be  lessened  by 
the  giving  of  generous  amounts  of  aluminum 
hydroxide.28  Patients  with  chronic  uremia  may 
be  benefited  by  maintaining  a urine  volume  of 
2,000  cc.,  a diet  with  protein  restricted  to  at 
least  50  Gm.,  and  regulation  of  the  salt  intake  by 
the  presence  or  absence  of  edema  and  the  serum 
chloride  concentration.  Azotemia  may  at  times 
be  lessened  by  the  intravenous  administration  of 
infusions  of  saline,  dextrose,  or  sixth  molar 
sodium  lactate  solution  depending  on  the  serum 
electrolyte  pattern.  It  is  essential  to  distinguish 
between  hypochloremia  due  to  sodium  chloride 
loss  and  hypochloremia  which  reflects  a chloride 
shift  secondary  to  carbon  dioxide  retention  re- 
lated to  impaired  pulmonary  ventilation.16  In 
this  form  of  hypochloremia  sodium  chloride 
should  not  be  given.  The  artificial  kidney  may 
be  helpful  in  the  preparation  of  patients  with 
chronic  uremia  for  surgery,  for  rehabilitation, 
and  in  meeting  other  emergencies.  Heart  disease 
is  often  present;  congestive  failure  and  pulmo- 
nary edema  are  prone  to  occur  and  may  be  factors 
intensifying  the  chronic  uremia.  Caution  must 
be  exercised  therefore  in  the  administration  of 
intravenous  fluids,  and  digitalization  may  be 
necessary.  Anemia  of  varied  degrees  is  present 
in  most  patients  with  chronic  uremia.  It  is 
benefited  by  blood  transfusion,  probably  best 
given  as  washed,  packed  red  cells  suspended  in 
saline  or  dextrose  solution  to  prevent  serious 
transfusion  reactions  and  to  avoid  electrolyte  as 
indicated.15 

Summary 

The  terminology,  causes,  and  clinical  and 
chemical  aspects  of  acute  renal  insufficiency  are 
reviewed  with  special  consideration  of  acute 
anuria  and  lower  nephron  nephrosis. 

Available  evidence  indicates  that  the  tubular 
lesion  of  acute  renal  insufficiency  (lower  nephron 
nephrosis)  wall  often  regenerate  and  that  spon- 
taneous diuresis  can  be  expected  within  one  to 
three  weeks  if  the  patient  can  be  kept  alive 
this  long. 
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A plan  of  management  is  outlined  consisting 
essentially  of  the  administration  of  a few  hundred 
cubic  centimeters  of  electrolyte-free  water  each 
day  to  prevent  dehydration  together  with  100 
Gm.  of  dextrose.  In  many  cases  this  plan  may 
permit  the  patient  to  survive  long  enough  to  in- 
sure spontaneous  recovery. 

Special  problems  in  therapy  pertaining  to 
electrolyte  imbalance,  dialyzing  procedures,  the 
low-salt  syndrome,  and  chronic  uremia  are  dis- 
cussed. 

2728  James  Street 
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Discussion 

Howard  T.  Thompson,  M.D.,  Rochester. — In 
stressing  the  restriction  of  fluids  and  advocating  the 
more  extensive  use  of  the  laboratory,  Dr.  Holmes 
has  presented  most  sagaciously  the  two  most  im- 
portant points  in  handling  lower  nephron  nephrosis. 
Even  laboratory  tests  done  twice  daily  are 
indicated  in  some  instances.  In  deciding  the  amount 
of  fluid  to  be  administered,  blood  specific  gravity 
determinations  (copper  sulfate  method)  are  a very 
helpful  adjunct.  I like  to  keep  the  readings  at  the 
upper  limits  of  hydration.  In  analyzing  the  various 
disturbed  electrolytes  and  metabolic  findings  in 
uremia,  one  usually  finds  little  difficulty  in  their 
adjustment  except  for  the  blood  potassium  and 
calcium.  If  marked  renal  damage  is  present,  the 


calcium  may  well  resist  all  attempts  to  elevate  it 
toward  normal. 

Dr.  Holmes  has  talked  about  the  elevated  blood 
potassium  and  its  depression  by  glucose.  This  is  a 
most  interesting  fact  noted  in  periodic  familial 
paralysis  where  a high  carbohydrate  meal  may  pre- 
cipitate an  attack.  Forty  per  cent  has  been  recom- 
mended as  a more  efficient  agent.  This  effect  is, 
however,  transitory. 

Perhaps  one  of  the  most  intriguing  points  now 
being  clinically  investigated  is  the  effect  of  cortisone 
and  ACTH  upon  renal  function.  It  has  been  shown 
to  increase  renal  plasma  flow,  glomerular  filtration 
rate,  and  the  extracellular  fluid  compartment.  In 
the  treatment  of  glomerulonephritis  some  of  the 
reports  have  been  encouraging.  Theoretically,  the 
effect  on  the  kidneys  may  be  (1)  a direct  action 
upon  the  glomerular  capillary  bed  and  renal  vascu- 
lature, (2)  a direct  effect  upon  the  renal  tubules, 
and  (3)  an  indirect  effect  mediated  through  an  in- 
creased extracellular  fluid  volume.  If  it  is  a direct 
effect  upon  the  glomerulus,  one  would  expect  a 
clearing  of  the  albuminuria  and  hematuria.  While 
this  has  not  been  noted  in  some  of  the  reported 
cases,  a medical  associate  of  mine  in  Rochester  has 
observed  it  in  one  case.  The  potassium  diuresis 
and  hypopotassemia  which  may  occur  with  corti- 
sone suggest  a possible  direct  effect  upon  the  tubules 
and  interference  with  the  absorption  of  the  potas- 
sium ion.  It  also  most  likely  exerts  a direct  action 
on  the  cellular  membranes  with  the  liberation  of 
potassium.  The  indirect  effect  mediated  through 
an  increased  extracellular  fluid  volume  may  well 
account  for  the  increased  renal  plasma  flow  and 
glomerular  filtration. 

As  applied  to  the  problem  of  lower  nephron 
nephrosis  and  the  use  of  cortisone  in  its  treatment, 
one  would  not  desire  an  increased  extracellular  fluid 
volume.  Dr.  Holmes  has  stressed  this  point.  The 
direct  effect  upon  the  tubules  would  be  most  diffi- 
cult to  evaluate  since  they  have  already  suffered 
some  damage  and  in  itself  again  would  not  be 
desirable.  The  effect  of  cortisone  which  perhaps 
will  be  most  useful  may  be  its  alleviation  of  allergic 
or  hypersensitive  states  as  it  applies  to  lower 
nephron  nephrosis.  We  are  all  familiar  with  the 
patient  who  presents  anuria  and  the  picture  of 
lower  nephron  nephrosis  after  having  ingested  a few 
tablets  of  a sulfa  compound.  In  the  past,  anti- 
histaminic  agents  have  been  used  as  an  adjunct  to 
the  basic  therapy.  Cortisone  may  well  replace 
these.  In  one  case  with  which  I am  familiar,  fol- 
lowing a severe  transfusion  reaction  of  mismatched 
blood,  prompt  diuresis  and  restoration  occurred 
after  three  days  of  cortisone  therapy. 

The  future  holds  many  opportunities,  both  for 
the  laboratory  and  clinical  investigator.  There  are 
many  problems  to  be  solved  in  relation  to  uremia 
and  lower  nephron  nephrosis.  The  advice  of  Dr. 
Holmes,  gleaned  from  many  years  of  experience 
and  extensive  knowledge  of  investigations  up  to  the 
present,  will  bring  you  to  the  most  successful  con- 
clusions in  the  treatment  of  your  patients.  Intelli- 
gent neglect  is  one  of  the  most  difficult  things  to 
learn  in  the  practice  of  medicine. 


THE  RELATIONSHIP  BETWEEN  CERTAIN  TYPES  OF  RENAL 
DAMAGE  AND  THE  pH  OF  THE  URINE 

J.  U.  Schlegel,  M.D.,  Rochester,  New  York 

( From  the  University  of  Rochester,  School  of  Medicine  and  Dentistry , Ruswell  Genito-U  rinary  Research  Labo- 
ratory) 


ACUTE  renal  failure  is  often  seen  in  a variety 
of  pathologic  conditions  such  as  crush  syn- 
drome, nontraumatic  muscular  ischemia,  in- 
compatible blood  transfusion,  burns,  heat  stroke, 
toxemia  of  pregnancy,  sulfonamide  intoxications, 
and  poisoning  of  various  types.  The  clinical 
picture  of  the  kidney  damage  may  show  all  de- 
grees of  variation.  The  blood  urea  nitrogen  can 
vary  from  a slight  elevation  to  a complete  uremia, 
and  the  urine  production  can  be  depressed,  re- 
sulting in  a short  or  prolonged  oliguria  and  even 
occasionally  in  anuria. 

The  pathologic  findings  will  vary  in  extent,  de- 
gree, and  localization,  but,  on  the  whole,  it  can 
be  said  that  we  find  somewhere  in  the  nephron  a 
varying  extent  of  necrosis,  often  combined  with 
the  presence  of  casts.  The  glomeruli  seldom 
show  any  pathologic  changes.  These  findings, 
when  present,  are  usually  designated  lower 
nephron  nephrosis.  This  terminology,  however, 
is  somewhat  misleading  because  the  damage  is 
not  necessarily  always  confined  to  the  lower 
nephron. 

The  pathologic  findings  seem  to  indicate  a 
common  etiology  in  all  these  different  conditions, 
and  they  actually  have  several  basic  features  in 
common,  as,  for  instance,  renal  ischemia  and 
hemolysis,  just  to  mention  the  most  striking. 
The  renal  ischemia  is  usually  brought  about  by  a 
drop  in  systemic  blood  pressure  as  most  of  these 
conditions  are  accompanied  by  a more  or  less 
manifest  shock. 

It  has  been  shown  rather  conclusively  by 
several  investigators  that  prolonged  ischemia 
most  often  causes  an  impairment  of  renal  func- 
tion which  eventually  may  become  irreversible.1 
Thus  it  seems  possible  to  explain  renal  failure 
which  has  followed  a prolonged  hypotension  in 
terms  of  renal  ischemia.  This  knowledge  has 
been  accepted  and  utilized  to  the  full  extent  so 
that  everything  is  done  to  prevent  the  oc- 
currence of  a prolonged  hypotension.  Further- 
more, when  a drop  in  blood  pressure  has  oc- 
curred, immediate  steps  are  taken  to  restore  it. 
Consequently  it  is  a rare  occasion  today  to  see 
renal  failure  which  has  been  caused  by  a pro- 
longed hypotension.  Despite  this  fact  we  some- 
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times  see  renal  failure  where  apparently  there 
has  been  a very  short  period  of  hypotension,  and 
whether  we  can  explain  the  kidney  damage  on 
the  basis  of  hypotension  alone  seems  question- 
able. As  a matter  of  fact,  an  acute  renal  failure 
has  been  observed  following  a very  brief  drop  in 
blood  pressure  and  even  in  cases  where  no  demon- 
strable change  in  blood  pressure  has  occurred. 
Is  it  possible  that  we  can  explain  the  kidney 
damage  in  terms  of  renal  ischemia  in  such  cases? 
If  so,  we  must  presume  that  a renal  ischemia  can 
suddenly  develop  and  last  for  hours  despite  a 
normal  blood  pressure.  That  such  could  be 
the  case  probably  cannot  be  denied.  In  view 
of  this  theory  several  investigators  have  treated 
acute  renal  failure  by  attempting  to  reduce  the 
supposed  renal  vascular  spasm  by  denervation  or 
intravenous  procaine,  but  no  conclusive  results 
seem  to  have  been  obtained  to  confirm  the 
theory.2 

If  we  get  renal  failure  in  cases  where  no  pro- 
longed renal  ischemia  is  present,  one  must  specu- 
late whether  the  cause  is  something  entirely 
different  from  ischemia  or  is  perhaps  a combina- 
tion of  ischemia  and  other  factors.  In  the  great 
majority  of  conditions  which  may  be  followed  by 
renal  damage,  we  are  dealing  with  the  presence  of 
free  hemoglobin  or  myoglobin  in  the  plasma 
Conditions  such  as  crush  injury,  blackwater 
fever,  incompatible  blood  transfusions,  several 
operations,  especially  transurethral  resection, 
severe  burns,  etc.,  very  often  cause  high  con- 
centration of  free  hemoglobin  in  the  plasma. 
Extensive  studies  have  been  carried  out  to  de- 
termine whether  hemoglobin  or  myoglobin,  as 
such,  could  cause  a kidney  damage.  Large 
amounts  of  crystalline  hemoglobin,  up  to  50 
Gm.,  have  been  injected  intravenously  in  man 
without  any  ill  effect.3  Creevy  gives  Foley  and 
Emmett  credit  for  having  suggested  independ- 
ently that  the  cases  of  renal  failure  which  are 
sometimes  seen  following  transurethral  resection 
of  the  prostate  are  caused  by  hemolysis  following 
use  of  distilled  water  as  an  irrigation  fluid.4 
Creevy  studied  the  degree  of  hemolysis  following 
transurethral  resection  and  found  that  the 
postoperative  plasma  hemoglobins  averaged  SI 
mg.  per  cent.  In  a study  of  106  transurethral 
resections  he  noticed  no  severe  or  fatal  reactions, 
but  eight  patients  developed  mild  oliguria  and  an 
elevation  of  blood  urea  nitrogen  Apparently 
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Fig.  1.  Photograph  of  a kidney  slice  from  a rab- 
bit which  has  been  injected  intravenously  with  Vaso- 
flavin  (purified  Thioflavin-S).21  Lack  of  such  a 
fluorescence  in  the  walls  of  the  blood  vessels  indicates 
ischemia. 


though,  the  degree  of  hemolysis  does  not  cor- 
respond with  the  degree  of  damage,  as  pointed 
out  by  Griffin,  who  has  reported  that  one  pa- 
tient with  35  mg.  per  cent  free  hemoglobin  in  the 
plasma  exhibited  toxicity  while  another  patient 
had  no  untoward  reaction  to  650  mg.  per  cent.5 
Distilled  water  as  such  can  apparently  be  in- 
jected intravenously  without  any  ill  effects. 
Griffin  mentions  that  one  physiologist  has  in- 
jected intravenously  500  cc.  of  distilled  water 
without  lowering  the  blood  count  below  ex- 
perimental error.  Mild  hemoglobinuria  but  no 
subjective  effects  were  noted,  and  he  more  or  less 
concludes  that  hemolysis  per  se  is  not  sufficient 
to  produce  symptoms  in  the  average  case. 

So  far  it  seems  possible  to  conclude  that  neither 
a short-term  renal  ischemia  nor  hemoglobinemia 
alone  seems  to  cause  any  notable  kidney  damage, 
but  whether  the  combination  of  renal  ischemia 
and  the  existence  of  free  hemoglobin  in  the  plasma 
will  damage  the  kidney  remains  the  question. 
Several  investigators  have  speculated  over  this 
possible  combined  effect  of  hemoglobinemia  or 
myoglobinemia  and  renal  ischemia.  Yuile  and 
collaborators  have  shown  that  the  combined 
effects  of  fifteen  minutes  of  kidney  ischemia, 
caused  by  clamping  the  renal  pedicle,  and 
an  injection  of  1 to  2 Gm.  of  hemoglobin 
will  cause  an  elevated  blood  urea  nitrogen  in 
rabbits  with  an  acid  urine.6  Despite  the  enor- 
mous amount  of  hemoglobin  injected  and  the 
rather  prolonged  ischemia,  it  was  only  possible  to 
cause  a damage  if  the  rabbits  were  kept  on  an 
acidotic  diet.  This  is  in  accord  with  several 
other  investigators  among  whom  are  Lalich  and 


Schwartz.7  These  authors  present  a table 
showing  the  influence  of  various  conditions  on 
fatal  hemoglobinuric  or  myoglobinuric  nephrosis 
as  reported  by  different  authors.8-17  From  this 
table  it  can  be  seen  that  while  several  investiga- 
tors have  caused  a fatal  hemoglobinuric  ne- 
phrosis when  they  were  dealing  with  an  acid 
urine,  none  of  them  have  produced  it  when  the 
urine  was  alkaline.  This  does  not  mean  that  the 
combination  of  shock,  hemoglobinemia,  or  myo- 
globinemia and  acid  urine  necessarily  produces  a 
kidney  damage — far  from  it.  There  are  several 
reports  in  animal  experiments  as  well  as  in 
humans  where  these  conditions  were  present 
and  where  no  damage  seemed  to  have  taken  place. 
The  question  thus  remains:  Are  there  more  fac- 
tors involved  in  this  picture,  or  are  we  dealing 
with  a situation  where  the  three  factors  men- 
tioned will  have  to  be  present  in  a certain  propor- 
tion in  order  to  cause  the  damage?  This  study 
is  an  attempt  to  try  to  solve  some  of  these 
problems. 

Technic 

A little  more  than  100  male  rabbits  were  used 
for  these  experiments.  They  were  kept  on  a 
regular  diet  consisting  of  oats  and  vegetables 
and  unrestricted  water  supply.  Some  of  the 
rabbits  were  starved  one  to  four  days  prior  to 
the  actual  experiment,  but  all  of  them  were  well 
hydrated. 

Renal  ischemia  was  produced  by  giving  a 
single,  large  dose  of  adrenaline  intravenously,  35 
micrograms  per  Kg.,  which  caused  a complete 
ischemia  of  the  kidney  lasting  one  to  two  minutes. 
In  order  to  evaluate  this,  several  experiments 
have  been  carried  out  by  Moses.18  The  method 
which  has  been  used  to  determine  the  length  and 
degree  of  ischemia  was  published  earlier  by 
Schlegel  and  Moses.19  It  consists  of  an  intra- 
venous injection  of  the  fluorescent  dye,  Thio- 
flavine-S,  which  will  make  the  walls  of  the  blood 
vessels  carrying  blood  at  the  time  of  injection 
fluorescent  when  observed  in  ultraviolet  light 
(Fig.  1).  Lack  of  fluorescence  in  the  walls  of  the 
blood  vessels  indicates  ischemia.  In  a large 
group  of  experiments  it  was  seen  that  kidneys  re- 
moved less  than  one  minute  after  the  injection 
of  the  adrenaline  would  never  show  any  fluores- 
cence at  all,  indicating  that  there  was  a complete 
ischemia,  which  usually  persisted  for  about  two 
minutes.  Blood  pressure  determinations  re- 
vealed an  immediate,  pronounced  increase  in 
blood  pressure  followed  by  a decrease  to  around 
70  to  80  mm.  Hg.  This  hypotension  lasted  for  a 
considerable  length  of  time,  usually  one  to  two 
hours. 

In  order  to  cause  hemolysis  two  different 
methods  have  been  employed.  In  the  first  group 
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TABLE  I. — Blood  Urea  Nitrogen  Levels  in  Rabbits  Where  No  Attempts  Have  Been  Made  to  Cause  Hemolysis 


Experimental  Procedure 

Number  of 
Animals 

Number  of 
Determinations 

' Blood  Urea  Nitrogen . 

(Mg.  Per  Cent) 

Mean*  Standard  Deviation 

None 

35  mierograms  per  Kg.  of  adrenaline  injected  intra- 

58 

92 

15.19 

±3.81 

venously 

3 

14 

14.49 

±5.37 

Bled  20  to  30  cc.  of  blood 

3 

12 

18.77 

±8  20 

• Mean  values  over  a period  of  five  days. 


TABLE  II. — Blood  Urea  Nitrogen  Levels  in  Rabbits  Who  Have  Received  10  Cc.  ok  Distilled  Water  in  Order  to 

Cause  Hemolysis 


✓ Blood  Urea  Nitrogen 

Number  of 

Number  of 

(Mg.  Per  Cent) 

Experimental  Procedure 

Animals 

Determinations 

Mean  * 

Standard  Deviation 

10  cc.  of  distilled  water  intravenously 
Intravenous  injection  of  adrenaline  (35  micrograms 

7 

30 

14  30 
23  85 

± 4.16 

per  Kg.)  plus  10  cc.  distilled  water 
Bled  20  to  30  cc.  of  blood  and  injected  intravenously 

4 

16 

±12.3 

with  10  cc.  distilled  water 

3 

12 

43. 18 

±22.27 

* Mean  values  over  a period  of  five  days. 


of  experiments  distilled  water  in  the  amount  of 
10  cc.  was  injected  intravenously,  and  in  the 
other  group  of  experiments  purified  rabbit 
hemoglobin,  obtained  by  dialysis  against  normal 
saline,  was  used  for  intravenous  injection. 

The  pH  of  the  urine  in  the  first  group  of  animals 
was  checked  only  prior  to  the  experiments.  As 
it  was  found  desirable  to  follow  the  reaction  of  the 
urine  continuously  before,  during,  and  after  the 
insult,  this  was  done  in  the  second  group  of 
rabbits.  For  this  purpose  the  pH  meter  was 
connected  with  an  electronic  recorder;  the  rabbit 
was  catheterized  and  the  urine  led  through  a 
glass  electrode  flow  assembly  so  the  pH  would 
automatically  be  recorded  on  a moving  chart. 
In  order  to  evaluate  the  output  simultaneously 
with  the  recording  of  the  pH,  a drop  counter  was 
used  and  connected  with  the  recorder  in  such  a 
way  that  the  number  of  drops  would  appear  as 
oscillations  in  the  pH  graph.  A more  detailed 
description  of  the  recording  device  will  be  pub- 
lished elsewhere.20  The  type  of  graph  obtained 
is  seen  in  Fig.  2 where  the  pH  is  represented  by 
the  solid  line,  while  the  number  of  oscillations 
indicates  the  number  of  drops  and  thereby  the 
output.  A lack  of  oscillation  on  the  pH  graph 
will  thus  indicate  anuria,  a few  oscillations 
oliguria,  and  numerous  oscillations  indicate  a 
good  urine  flow. 

Results 

The  first  group  of  experiments  was  conducted 
in  the  hot  months  of  July,  August,  and  Septem- 
ber, and  the  urine  from  these  animals  showed  a 
pH  between  5 and  6. 

The  hemolysis  in  these  experiments  was  caused 
by  intravenous  injection  of  10  cc.  of  distilled 
water.  As  shown  in  Table  I,  the  mean  value  of 
blood  urea  nitrogen  in  normal  rabbits  was  15.19 
mg.  per  cent,  and  it  can  be  seen  that  adrenaline 


in  the  dosage  used  to  cause  ischemia,  as  well  as 
intravenous  injection  of  10  cc.  of  distilled  water 
(Table  II),  did  not  alter  the  blood  urea  nitrogen 
level.  Some  rabbits  were  bled  between  20  and 
30  cc.  of  blood  (Table  I),  and  that  caused  a 
slight  elevation  of  the  blood  urea  nitrogen.  In 


Fig.  2.  Graph  representing  the  change  in  pH  of 
excreted  urine  following  an  intravenous  injection  of 
nor-adrenaline.  Note  the  brief  period  of  oliguria 
following  the  injection  indicated  by  lack  of  oscilla- 
tion. 
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Table  II  it  is  seen  that  the  combined  effect  of 
adrenaline  and  10  cc.  of  distilled  water  caused  a 
definite  increase  in  blood  urea  nitrogen,  and  es- 
pecially the  combined  effect  of  hemorrhage  and 
intravenous  injection  of  distilled  water  was 
followed  by  a pronounced  elevation. 

Histologic  examination  of  kidneys  from  several 
of  the  animals,  which  were  sacrificed  five  to  six 
days  after  the  insult,  revealed  typical  infarcts 
in  two  cases,  but  casts,  hyaline  or  granular, 
were  not  found  in  any  of  the  kidneys,  and  the 
pathologic  findings  as  a whole  were  slight  or  none. 
Nevertheless,  it  seems  most  reasonable  to  at- 
tribute the  increase  in  blood  urea  nitrogen  to  a 
kidney  damage,  although  there  was  no  histo- 
logic evidence  to  support  this. 

An  intravenous  injection  of  distilled  water  is  a 
rather  uncertain  way  of  causing  hemolysis  be- 
cause the  degree  will  vary  considerably  depending 
on  the  rate  of  injection.  Furthermore,  it  is  by 
no  means  certain  that  the  effect  of  the  distilled 
water  is  dependent  on  a liberation  of  hemoglobin. 
In  the  following  experiments,  therefore,  the  dis- 
tilled water  was  replaced  by  purified  rabbit 
hemoglobin  which  was  injected  intravenously  in 
amounts  varying  from  2.5  to  50  mg.  per  Kg. 
body  weight.  No  effect  of  intravenous  injection 


of  hemoglobin  alone  was  seen  in  any  experiment, 
while  the  combination  of  5 mg.  of  hemoglobin  per 
Kg.  and  the  standard  dose  of  adrenaline  caused 
an  elevation  in  blood  urea  nitrogen  in  five  out  of 
ten  cases. 

In  a similar  series  of  experiments  carried  out 
later  in  the  fall  and  in  the  winter  season,  we  were 
unable  to  duplicate  the  previous  ones  since  we  only 
rarely  obtained  any  increase  in  blood  urea  nitro- 
gen following  intravenous  injections  of  adrenaline 
and  hemoglobin.  The  only  obvious  difference 
between  these  two  groups  of  rabbits  was  the  reac- 
tion of  the  urine.  While  the  urine  of  our  first 
group  of  rabbits,  from  the  summer  experiments, 
had  a pH  between  5 and  6,  we  found  the  urine  to 
have  a pH  of  7 to  8 in  this  second  group.  In  the 

TABLE  III. — Blood  Urea  Nitrogen  Levels  Before  and 
After  an  Intravenous  Injection  of  Adrenaline  and 
Hemoglobin 


. Blood  Urea  Nitrogen . 

( Mg.  Per  Cent) 

Experiment  Rabbit  Prior  to  Day  After 

Number  Number  Experiment  Experiment* 


1 

391 

15.5 

39 

1 

2 

392 

18.7 

29 

,3 

3 

387 

16.7 

13 

.5 

* From  Figs.  4,  5,  and  6 it  will  be  noticed  that  rabbit  387 
ended  up  having  a pH  of  the  urine  around  6.5,  while  the  urine 
from  rabbits  392  and  391  showed  a pH  around  5.5. 
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Fig.  4.  Recording  of  the  pH  of  excreted  urine  and  output  in  rabbit  391.  Note  the  effect  of  an  intra- 
venous injection  of  adrenaline  and  hemoglobin. 


further  experimentation  continuous  recording  of 
the  pH  of  the  urine  was  carried  out  several  hours 
before  and  after  injection  of  adrenaline  and 
hemoglobin.  Several  of  the  rabbits  were  starved 
for  one  to  four  days  prior  to  the  experiment  in 
order  to  obtain  an  acid  urine. 

Before  the  experiment,  the  animal  was  an- 
esthetized with  Amytal,  0.05  Gm.  per  Kg.  intra- 
muscularly. Half  an  hour  later  the  animal  was 
catheterized  and  the  catheter  connected  with  the 
continuous  pH  recording  device;  usually  intra- 
venous infusion  of  dextrose  or  Ringer’s  solution 
was  given  in  order  to  prevent  dehydration. 

During  these  experiments  it  was  found  that 
adrenaline  as  well  as  nor-adrenaline  had  a 
typical  effect  on  the  pH  of  the  urine  from  normal 
rabbits.  Invariably  adrenaline  would  cause  an 
alkalinization  of  the  urine  which  could  vary 
from  a slight  to  a very  pronounced  increase  in  pH, 
often  up  to  iy2  to  2 full  pH  units  (Fig.  I).20 
This  change  in  reaction  depended  upon,  among 
other  things,  the  amount  of  adrenaline  given. 
Even  a small  dose  of  adrenaline  caused  an  increase 
in  the  pH  of  the  urine,  and  in  one  experiment  it  was 
given  as  an  infusion  in  the  amount  of  0.007  micro- 
gram per  Kg.  per  minute  for  one  hour,  causing  a 
lasting  increase  of  around  0.5  pH  units.  This 
amount  was  probably  even  less  than  is  liberated 
under  a normal  stress  reaction.  Such  an  effect 
of  adrenaline  is  not  caused  by  an  increase  in 


alkali  reverse;  on  the  contrary,  the  increased 
excretion  of  alkali  occurs  despite  a drop  in  alkali 
reserve.20,22 

As  this  adrenaline  reaction  does  not  seem  to  be 
to  the  benefit  of  the  organism,  inasmuch  as  it 
aggravates  an  existing  acidosis,  the  question  of 
whether  or  not  it  is  of  benefit  to  the  kidney 
arises.  It  would  cause  a change  in  reaction  of 
the  urine  to  the  alkaline  side  and  thereby  pre- 
vent damage  which  may  be  inflicted  by  the  com- 
bined effect  of  ischemia  and  hemoglobinemia  or 
myoglobinemia.  This  belief  was  further  sub- 
stantiated since  it  was  seen  in  several  experiments 
that  hemoglobin  injected  intravenously  also 
would  cause  a pronounced  increase  in  the  pH  of 
the  urine  (Fig.  3). 

In  Table  III  are  seen  blood  urea  nitrogen 
values  from  three  rabbits  which  were  all  intra- 
venously injected  with  35  micrograms  adrenaline 
per  Kg.  followed  immediately  by  hemoglobin  in 
the  amount  of  50  mg.  per  Kg.  Over  a two-hour 
period  all  three  rabbits  were  bled  for  a total  of  20 
to  25  cc.  of  blood.  The  recordings  of  the  output 
and  pH  of  the  urine  are  seen  in  Figs.  4,  5,  and  6. 
Rabbits  391  and  392  died  the  following  day,  while 
rabbit  387  was  perfectly  normal. 

Histologic  examination  of  the  kidneys  revealed 
casts  and  slight  necrosis  in  the  distal  tubules  of 
rabbit  392,  while  rabbits  391  and  387  did  not 
show  any  pathologic  changes.  As  seen  from  the 
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Fig.  5.  Recording  of  the  pH  of  excreted  urine 
and  output  in  rabbit  387.  Note  the  effect  of  an 
intravenous  injection  of  adrenaline  and  hemoglobin. 


Fig.  6.  Recording  of  the  pH  of  excreted  urine 
and  output  in  rabbit  392.  Note  the  effect  of  an  intra- 
venous injection  of  adrenaline  and  hemoglobin. 


accompanying  graph,  the  pH  increase  in  the 
urine  was  approximately  the  same  in  all  rabbits, 
between  0.8  and  1 pH  unit,  but  in  rabbit  387 
the  pH  remained  around  7.0  while  the  pH  dropped 
to  around  5.5  in  rabbits  391  and  392.  Blood  pres- 
sure determinations  were  done  throughout  the 
whole  experiment  in  all  three  cases  and  revealed 
essentially  the  same  picture.  The  blood  pressure 
was  steady  around  100  mm.  Hg  and  rose  immedi- 
ately after  the  injection  of  adrenaline  and  hemo- 
globin to  around  170  mm.  Hereafter  it  fell  rap- 
idly to  around  75  mm.  Hg  where  it  remained  until 
the  end  of  the  experiment.  In  all  three  cases 
Ringer’s  solution  was  given  intravenously 
throughout  the  experiment. 

It  will  be  seen  from  these  three  experiments 
that  the  rabbit  which  escaped  damage  was  the 
one  where  the  pH  of  the  urine  remained  above 
6.5  (387). 

In  Fig.  7 is  shown  the  blood  urea  nitrogen  level 
in  six  rabbits  over  a seven-day  period  following  a 
combined  injection  of  adrenaline  (35  micrograms 
per  Kg.)  and  hemoglobin  (50  mg.  per  Kg.) 
Five  per  cent  dextrose  was  given  intravenously 
throughout  the  experiment  to  all  six  rabbits.  The 
animals  had  starved  for  a period  of  two  to  four 
days  prior  to  the  experiment,  and  this  explains 
why  some  of  them  had  a slightly  elevated  blood 
urea  nitrogen  prior  to  the  insult.  Immediately 
after  the  experiment  the  animals  were  put  back 
on  food.  Continuous  recording  of  pH  of  the  urine 
and  output  was  performed  during  the  experiment, 
but  the  animals  were  not  bled  as  in  the  previous 
experiment.  At  the  beginning  of  the  experiment 
| all  the  rabbits  had  an  acid  urine  with  a pH  be- 
tween 5 and  6.  The  injection  of  adrenaline  and 


hemoglobin  was  followed  by  an  increase  in  the  pH 
of  the  urine  in  all  six  cases,  the  degree  varying 
from  0.6  to  1.7  pH  units.  As  from  Fig.  7,  four  out 
of  six  had  damage,  and  two  of  them  died  in  uremia. 
Of  the  two  which  did  not  have  damage,  rabbit  409 
increased  the  pH  of  the  urine  1.7  pH  units  to 
above  pH  7,  while  rabbit  406  continued  to  have 
an  acid  urine,  which  only  increased  0.8  pH  units. 

The  results  of  the  experiments  performed  are 


globin.  Two  of  the  rabbits  (marked  +)  died. 
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not  at  all  conclusive  except  that  they  seem  to 
confirm  previous  results  indicating  that  renal 
ischemia  and  hemolysis  have  to  be  combined  with 
an  acid  urine  in  order  to  produce  kidney  damage. 
Furthermore,  there  seems  to  be  no  doubt  that  the 
combination  of  adrenaline  and  hemoglobin  re- 
leases a mechanism  by  which  the  urine  becomes 
alkaline  or  at  least  increases  in  pH,  although  a 
complete  alkalinization  of  the  urine  in  the  starved 
rabbits  was  not  seen,  as  we  dealt  with  acidotic 
animals. 

Comment 

The  present  studies  seem  to  support  results  ob- 
tained by  other  investigators  who  claim  that  in 
order  to  obtain  an  acute  renal  failure  from  the 
combined  effect  of  an  acute  renal  ischemia  and 
hemoglobinemia,  it  is  necessary  that  the  urine  be 
acid.  Apparently  it  is  not  only  necessary  to 
know  the  pH  prior  to  the  trauma  but  also  during 
and  after,  because  normal  kidneys  possess  the 
ability  to  alkalize  the  urine  under  such  conditions. 
It  has  been  shown  that  this  reaction  takes  place 
even  in  the  presence  of  an  acidosis,  although  it 
usually  is  more  pronounced  under  normal  condi- 
tions. In  order  to  see  whether  this  reaction  was 
specific  for  the  rabbit,  we  have  performed  similar 
experiments  in  dogs  which  have  an  acid  urine 
under  normal  conditions.  These  experiments  re- 
vealed that  the  same  phenomenon  takes  place  in 
i logs  after  injection  of  adrenaline. 

The  lack  of  uniform  experimental  results  by 
different  investigators  may  be  explained  by  this 
phenomenon,  since  the  urine  may  very  well  have 
changed  reaction  as  a result  of  the  trauma.  The 
importance  of  the  alkalinization  of  the  urine  in 
man  could  perhaps  be  significant,  as  we  know  that 
the  liberation  of  adrenaline  is  greatly  increased  in 
shock  conditions.  In  this  connection  it  may  be 
worth  while  to  mention  an  observation  from  our 
clinic  where  a patient  was  cystoscoped  and  during 
the  procedure  developed  a reaction  with  an  in- 
crease in  blood  pressure  and  pulse  rate;  he  was 
sweating  and  showed  all  evidence  of  a liberation 
of  adrenaline.  His  bladder  urine  had  a pH  of 
5.5,  and  the  urine  coming  from  the  ureters  showed 
a pH  of  8.0,  which  seems  to  indicate  that  this  re- 
action was  followed  by  a change  in  the  pH  of  the 
renal  urine  from  5.5  to  8.0.  This  may  very  well 
be  the  same  type  of  reaction  that  we  have  seen  in 
the  animal  experiments,  and  the  question  which 
naturally  arises  is  whether  or  not  this  ability  to 
alkulinize  is  a natural  defense  mechanism  for  the 
protection  of  the  kidney.  We  have  performed 
some  animal  experiments  which  seem  to  show  that 
the  suprarenal  cortex  is  essential  for  this  mecha- 
nism as  the  increase  of  the  pH  of  the  urine  under 
the  influence  of  adrenaline  or  hemoglobin  is  lack- 
ing in  case  of  a suprarenal  insufficiency.  However, 


the  experimental  evidences  are  yet  too  scanty  to 
allow  any  conclusions.  The  possibility  of  apply- 
ing these  observations  to  any  kind  of  stress  is 
naturally  appealing  as  it  may  lead  us  to  ways  to 
prevent  certain  types  of  kidney  damage. 


Summary 

1.  Renal  ischemia  of  one  to  two  minutes 
duration  caused  by  intravenous  injection  of  35 
micrograms  per  Kg.  of  adrenaline  will  not  have 
any  effect  on  the  blood  urea  nitrogen  in  rabbits. 

2.  The  intravenous  injection  of  10  cc.  distilled 
water  or  2.5  to  50  mg.  per  Kg.  dialyzed  rabbit 
hemoglobin  will  not  change  the  blood  urea  nitro- 
gen level  in  rabbits. 

3.  The  combined  effect  of  intravenous  injec- 
tion of  35  micrograms  per  Kg.  of  adrenaline  and 
10  cc.  of  distilled  water  or  5 to  50  mg.  per  Kg.  of 
dialyzed  rabbit  hemoglobin  will  most  often  cause 
a significant  increase  in  blood  urea  nitrogen  if  the 
urine  is  and  remains  acid. 

4.  Adrenaline  and  hemoglobin  will,  when  in- 
jected intravenously,  cause  a definite  increase  in 
the  pH  of  the  urine  despite  a simultaneous  drop  in 
alkali  reserve. 

5.  The  possible  significance  of  this  reaction 
for  the  prevention  of  kidney  damage  is  discussed. 


I want  to  express  my  thanks  to  the  following  people  who 
have  been  most  helpful:  Dr.  J.  Betheil  who  prepared  the 
purified  hemoglobin,  Dr.  J.  Moses  who  worked  on  kidney 
blood  flow  under  the  influence  of  adrenaline,  and  Mr.  Leon- 
ard Bloch  and  Miss  Rose  Moukous  for  excellent  technical 
assistance. 

Nor-adrenaline  (Levophed)  was  kindly  supplied  through 
the  courtesy  of  Winthrop-Stearns,  Inc. 
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DIAGNOSIS  AND  TREATMENT  IN  TRAUMATIC  INJURIES  OF  THE 
BLADDER  AND  URETHRA 

Roland  B.  Laury,  M.D.,  Jamestown,  New  York 


THE  purpose  of  this  paper  is  to  bring  out  some 
of  the  salient  points  in  the  diagnosis  and  treat- 
ment of  traumatic  injuries  of  the  bladder  and 
urethra. 

Anatomy 

The  direction  and  extent  of  any  extrava- 
sation following  perforation  of  the  lower  urinary 
tract  depends  upon  the  site  of  the  injury  and  the 
limitations  of  the  surrounding  fascias.  If  the 
defect  in  the  anterior  bladder  wall  is  in  the  seg- 
ment covered  by  peritoneum,  the  extravasation 
will  be  entirely  peritoneal.  If  the  perforation 
involves  the  portion  not  covered  by  peritoneum, 
extraperitoneal  extravasation  will  result.  If 
the  perforation  is  through  these  reflections,  both 
an  extra-  and  intraperitoneal  extravasation  will 
result.  If  on  the  anterior  surface  of  the  bladder 
it  will  involve  the  prevesical  space;  on  the 
posterior  surface  the  fluid  will  spread  retroperi- 
toneally  as  well  as  intraperitoneally. 

Extravasations  following  injury  to  the  urethra 
may  be  classified  according  to  their  relationship 
to  the  urogenital  diaphragm,  otherwise  known 
as  the  triangular  ligament. 

An  extravasation  above  the  triangular  liga- 
ment from  rupture  of  the  prostatic  urethra  in- 
vades the  prevesical  tissues,  infiltrates  the  ret- 
roperitoneal space,  and  may  extend  to  the  ischio- 
rectal fossae.  The  triangular  ligament  prevents 
extension  into  the  perineum  and  adjoining  struc- 
tures. Rupture  of  the  membranous  urethra, 
which  lies  between  the  layers  of  the  triangular 
ligament,  is  usually  accompanied  by  laceration 
of  the  delicate  posterior  fascial  layer  which  per- 
mits similar  perivesical  extravasation. 

Extravasations  distal  to  the  triangular  ligament 
follow  the  fascia  of  Colles  and  Buck.  Perfora- 
tions  at  this  point  are  usually  due  to  trauma  but 
may  be  caused  by  a periurethral  abscess,  and  the 
anatomy  of  the  extravasation  is  similar  to  that 
seen  in  a periurethral  abscess.  Most  traumatic 
perforations  extend  through  Buck’s  fascia,  and 
the  resulting  extravasations  are  between  Buck’s 
fascia  and  Colies’  fascia.  The  urethral  injury 
may  occur  at  any  point  but  most  frequently 
occurs  in  the  bulbous  segment.  The  perineum 
and  scrotum  soon  swell,  after  which  the  extra- 
vasation may  extend  to  the  penis  and  even  on  to 
the  anterior  abdominal  wall  depending  on  whether 
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its  course  is  between  Colles’  and  Buck’s  fascia 
or  beneath  Scarpa’s  fascia.  In  all  these  an- 
terior perforations  it  is  Colies’  fascia  which 
prevents  the  extravasation  from  spreading 
posteriorly  into  the  ischiorectal  fossae. 

Bladder  Trauma 

In  this  discussion  we  are  excluding  the  num- 
erous causes  for  spontaneous  rupture. 

Traumatic  ruptures  of  the  bladder  are  caused 
by  (1)  penetrating  wounds  (either  external  or 
internal  objects)  and  (2)  concussional  injuries, 
the  latter  being  falls  or  blows  where  no  penetrat- 
ing wound  is  involved. 

Traumatic  rupture  of  the  urethra  is  usually 
caused  by  a straddle  injury  or  some  trauma 
which  similarly  injures  the  perineum  or  by  in- 
strumental trauma  where  the  insult  is  internally 
inflicted. 

Roughly  80  to  90  per  cent  of  bladder  ruptures 
are  extraperitoneal.  Trauma  and  alcohol,  in 
addition  to  a full  bladder,  are  the  usual  etio- 
logic  agents.  Other  causes  are  falls,  stab  wounds, 
gunshot  wounds,  crushing  injuries,  and  perfora- 
tions due  to  surgical  instruments  in  or  near  the 
bladder. 

The  most  common  site  of  rupture  seen  in  in- 
traperitoneal extravasation  is  near  or  at  the  dome 
of  the  bladder,  and  the  second  most  frequent  site 
is  the  posterior  wall.  The  symptoms  of  intraperi- 
toneal rupture  vary  greatly.  Usually,  however, 
given  the  history  of  an  accident  and  hematuria, 
certainly  careful  investigation  of  the  urinary 
tract  is  indicated.  The  patient  may  also  com- 
plain of  inability  to  void  or  may  void  bloody  urine 
in  small  amounts  and  complain  of  lower  abdomi- 
nal pain.  Shock  is  usually  present,  but  per- 
forations may  exist  in  the  absence  of  shock  and 
symptoms.  On  examination  one  usually  finds 
diffuse  abdominal  tenderness  most  marked  in  the 
suprapubic  region.  Signs  are  those  of  peritoneal 
irritation,  and  severity  depends  on  the  time 
elapsed  since  contamination  of  the  peritoneal 
cavity. 

The  best  diagnostic  aid  is  the  contrast  cysto- 
gram.  The  added  trauma  of  cystoscopy  is  sel- 
dom justified.  If  no  fluid  is  seen  diffused  through- 
out the  peritoneal  cavity  after  the  injection  of 
the  contrast  media  per  catheter,  the  diagnosis 
of  intraperitoneal  rupture  is  made. 

The  symptoms  and  signs  of  extraperitoneal 
rupture  are  so  similar  to  those  of  intraperitoneal 
rupture  that  it  is  often  difficult  to  differentiate 
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the  two  without  the  cystogram.  In  an  extraperi- 
toneal  rupture  there  is  again  the  history  of  trauma 
and  hematuria  or  inability  to  void.  Usually, 
however,  the  pain  is  more  localized,  and  tender- 
ness may  be  confined  to  suprapubic  prevesical 
tenderness.  Frequently  bogginess  of  the  post- 
vesical  tissues  can  be  distinguished  by  rectal 
examination.  Some  degree  of  shock  is  usually 
present. 

Cystogram  again  is  the  best  diagnostic  aid. 
The  contrast  air  cystogram  will  show  escape  of 
both  contrast  media  and  air  outside  the  con- 
fines of  the  bladder  into  the  perivesical  spaces. 
The  normal  contour  of  the  bladder  may  be  lost. 
Some  surgeons  prefer  not  to  use  air  because  of 
the  remote  possibility  of  embolism.  The  pres- 
sure of  extra vasated  blood  and  urine  may  produce 
a teardrop  cystogram. 

In  some  instances,  because  of  severe  multiple 
injuries  it  is  not  wise  to  move  the  patient  to  the 
x-ray  room.  The  possibility  of  a portable  cysto- 
gram should  be  kept  in  mind.  Another  adjunct  in 
diagnosis,  although  not  entirely  reliable,  is  the 
injection  and  withdrawal  of  a known  amount  of 
saline  into  the  bladder. 

Treatment  consists  of  the  treatment  of  shock 
and  an  exploration  of  both  the  peritoneum  and 
prevesical  space  as  soon  as  possible.  Evacuation 
of  extra  vasated  blood  and  urine  and  a suprapubic 
cystostomy  should  be  done.  The  rent  in  the 
bladder  should  be  repaired.  Sufficient  drainage 
of  the  perivesical  space  should  be  established  and 
antibiotics  started  early.  Alien  associated  with 
pelvic  fracture,  attention  should  be  directed 
first  to  the  urinary  extravasation.  Most  patients 
should  have  the  peritoneal  cavity  explored  and 
ruptures  of  other  hollow  organs  ruled  out. 
The  mortality  rate  from  bladder  rupture  is  re- 
ported to  be  as  high  as  60  per  cent,  and  this  rate 
increases  markedly  when  exploration  is  delayed 
over  forty-eight  hours  following  injury.  This 
is  especially  true  in  the  case  of  intraperitoneal 
rupture. 

Urethral  Trauma 

Our  attention  will  now  be  directed  to  trauma 
to  the  urethra.  Urethral  injuries  may  be  caused 
from  internally  inflicted  trauma,  such  as  a sound 
or  other  urologic  instruments,  or  by  externally 
directed  trauma,  such  as  straddle  injuries  or 
penetrating  wounds. 

The  most  common  urethral  injury  is  a lacera- 
tion caused  by  the  passage  of  a urethral  sound 
and  results  in  urethral  bleeding.  This  can  usually 
be  controlled  by  inserting  a urethral  catheter  for 
a short  period  of  time. 


More  serious  is  the  perforation  of  the  urethra 
by  the  sound.  Alien  this  occurs,  there  may  be 
associated  swelling  of  the  adjacent  soft  tissues. 
This  injury  often  requires  diversion  of  the  urine 
and  drainage  of  the  perineum  and  scrotum. 
Rupture  of  the  posterior  urethra  is  most  often 
associated  with  severe  extensive  trauma,  such  as 
crushing  injuries.  The  extravasation  from  this 
type  of  injury  will  invade  the  prevesical  space 
and  retroperitoneal  space.  In  this  instance  the 
examiner  finds  the  prostate  pushed  away,  and 
there  is  a doughy  consistency  on  rectal  examina- 
tion. This  sign  was  first  described  by  Vermotten 
in  1946  ( J . Urol.  58:  244,  1946).  This  requires 
suprapubic  drainage,  cystostomy,  and  ana- 
stomosis. 

Ruptures  of  the  urethra  may,  of  course,  be 
complete  or  incomplete.  Alien  extravasation 
occurs,  the  exact  location  can  be  determined  bjr 
the  urethrogram. 

Most  urethral  perforations  can  be  handled  by 
splinting  the  urethra  with  a catheter  if  a catheter 
can  be  passed.  Secondary  drainage  of  the  peri- 
neum or  prevesical  space  should  be  done  when 
necessary.  Frequently,  however,  a catheter 
cannot  be  passed,  and  diversion  of  the  urinary 
stream  by  means  of  a cystostomy  is  the  treatment 
of  choice.  It  is  wise  at  this  time  to  insert  a 
catheter  through  the  urethra  in  retrograde  fash- 
ion thereby  splinting  it. 

Most  urethral  injuries,  unless  they  are  very 
extensive,  can  be  handled  in  this  fashion.  It  is 
necessary  occasionally  to  repair  the  rent  peri- 
neally  by  careful  anastomosis. 

It  must  be  kept  in  mind  that  any  urethral 
injury,  whether  an  incomplete  or  complete  tear, 
may  result  in  stricture  formation  and  require 
dilation  from  time  to  time. 

Summary 

1.  The  direction  and  extent  of  any  extravasa- 
tion following  perforation  of  the  lower  urinary 
tract  depends  upon  the  site  of  injury  and  the 
limitations  of  the  surrounding  fascias. 

2.  The  most  reliable  diagnostic  aid  is  the  con- 
trast cystogram  for  suspected  bladder  rupture 
and  the  urethrogram  for  suspected  perforation  of 
the  urethra. 

3.  Treatment  consists  of  the  treatment  of 
shock,  early  abdominal  exploration  with  ade- 
quate drainage  of  the  perivesical  space,  and 
cystostomy. 

4.  Urethral  perforation  is  best  treated  by  re- 
anastomosis and  splinting  of  the  urethra  and 
should  be  done  as  early  as  possible. 
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PERISTALSIS  OF  THE  UPPER  URINARY  TRACT  AS 
DEMONSTRATED  BY  A NEW  X-RAY  TECHNIC 

Preliminary  Report 

Thomas  H.  Johnson,  M.D.,  New  York  City 

( From  the  Oswald  Swinney  Lowsley  Foundation,  Inc.,  of  St.  Clare’s  Hospital ) 


THE  purpose  of  this  paper  is  to  demonstrate 
the  mechanism  of  the  transfer  of  urine  from 
the  renal  parenchyma  to  the  urinary  bladder, 
as  shown  by  a study  of  serial  pyeloureterograms 
obtained  with  the  Sanchez-Perez  automatic 
seriograph. 

Unexplained  Factors  in  the  Mechanism  of 
the  Upper  Urinary  Tract 

The  term  “upper  urinary  tract”  is  used  here 
to  denote  the  tract,  lined  with  transitional  cell 
epithelium  and  surrounded  with  smooth  muscle 
of  varying  thickness  and  direction,  through 
which  urine  is  transmitted  from  the  secreting 
renal  parenchyma  to  the  urinary  bladder.  So 
far  as  is  known,  its  sole  function  is  the  transporta- 
tion of  urine,  no  additional  function  such  as 
absorption  or  secretion  having  been  demon- 
strated. 

Because  this  portion  of  the  urinary  tract  is 
readily  and  clearly  demonstrated  by  both  retro- 
grade and  intravenous  urography,  it  would 
seem  safe  to  assume  that  the  exact  mechanism 
of  urinary  transference  is  known.  This,  how- 
ever, is  not  the  case.  A number  of  important 
points  remain  unsolved,  to  wit: 

1.  Is  there  a set  pattern  for  peristaltic 
activity  of  the  upper  urinary  tract?  If  not, 
how  can  variations  in  the  pattern  be  explained? 

2.  Does  extrinsic  neurogenic  control  of 
the  upper  tract  exist? 

3.  Does  sphincteric  action  exist,  and  if  so, 
does  it  play  an  important  part  in  upper  tract 
peristalsis? 

4.  Is  there  interdependence  of  one  segment 
of  the  upper  tract  to  another?  In  other 
words,  does  a peristaltic  wave  carry  from 
calyx  to  bladder? 

Two  workers  in  particular,  Narath  and  Lapides, 
have  contributed  greatly  to  knowledge  of  the 
upper  and  lower  segments  of  the  upper  tract, 
i respectively.  Narath,  using  fluoroscopy  and 
j spot  films  in  conjunction  with  retrograde  injec- 
tion of  dye,  demonstrated  sphincteric  action  in 
the  calyces  and  ureteropelvic  junction  with 
coordinated  phases  of  calyceal  and  pelvic  con- 
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traction  and  relaxation.1  Lapides  studied  the 
ureters  by  utilizing  indwelling  catheters,  ure- 
teral activity  being  registered  on  a kymogra- 
phic  drum.2  His  conclusion  was  that  ureteral 
peristalsis  is  a response  to  the  mechanical  stretch 
of  urine  within  the  ureter  and  is  independent 
of  the  central  nervous  system. 

The  present  study  is  not  an  attempt  to  contra- 
dict these  important  contributions  but  rather 
to  augment  them  and  seek  to  correlate  the  upper 
and  lower  segments. 

Method  of  Study  of  the  Upper  Urinary 
Tract 

Fulfillment  of  Certain  Criteria. — To  be 
acceptable,  a study  of  this  type  must  meet  cer- 
tain prerequisites. 

A Tangible  Record. — There  must  be  a tangible 
record  to  support  the  written  word.  The  record 
here  is  a series  of  x-ray  films,  submitted  for  careful 
scrutiny.  Obviously,  the  final  pictures  of  the 
serial  x-rays  must  lend  themselves  to  the  most 
minute  study.  An  interruption  of  sequence  or 
poor  visualization  merely  invites  guesswork. 

Adequate  Controls. — It  is  generally  agreed  that 
in  a scientific  experiment  the  best  control  is 
obtained  if  the  same  subject  can  be  tested  against 
itself.  The  control  here  is  ideal  in  that  the  study 
of  a particular  upper  urinary  tract  under  one  set 
of  conditions  is  compared  with  the  same  tract 
studied  under  different  conditions. 

Elimination  of  Artifacts. — The  elimination  of 
extrinsic  interferences  is,  perhaps,  the  most 
difficult  part  of  any  experiment.  Even  in  as 
carefully  controlled  a study  as  that  of  Lapides,  it 
was  recognized  that  a ureteral  catheter  in  situ 
produced  an  unnatural  condition  which  might 
alter  the  results. 

In  the  present  study,  a large  number  of  vari- 
ables was  introduced  when  radiopaque  solution 
was  delivered  to  the  upper  urinary  tract  by  retro- 
grade injection.  The  effect  of  retrograde  pres- 
sure will  be  discussed  later. 

The  use  of  the  intravenous  method  of  injection 
considerably  reduces  the  variables,  and  the  end 
result  more  nearly  approaches  the  true  physio- 
logic state.  For  this  reason,  all  conclusions 
drawn  in  regard  to  the  normal  physiology  of  the 
upper  tract  have  been  based  on  studies  of  in- 
travenous urograms.  Although  of  slight  signifi- 
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Fig.  1.  Retrograde  serial  pyeloureterogram  obtained  with  the  Sanchez-Perez  automatic  eeriograph, 
using  a 35  per  cent  solution  of  Diodrast.  Time  interval  two  seconds. 


cance,  variables  do  exist  in  intravenous  urog- 
raphy, and  they  should  be  noted : 

1.  Dehydration:  The  patients  were  dehy- 
drated for  twelve  hours  prior  to  the  study, 
resulting  in  reduction  of  the  urinary  output. 

2.  Diodrast:  Forty  cubic  centimeters  of 
a 35  per  cent  solution  of  Diodrast  were  used 
to  provide  adequate  contrast.  This  is  sup- 
posedly a nonirritating  substance,  but  its 
effect  in  prolonged  contact  with  the  upper 
urinary  tract  can  only  be  conjectural.  How- 
ever, the  findings  of  Lapides,  as  well  as  our 
own,  tend  to  minimize  this  variable. 

3.  Catharsis:  A mild  cathartic  (2  ounces 
of  magnesium  hydroxide)  was  given  the  night 
before.  Any  influence  on  urinary  tract  peri- 
stalsis is  highly  questionable. 

Control  of  Space  mid,  Time. — These  two  factors 
form  the  crux  of  this  stud}’.  Control  of  space 
implies  that  the  x-rays  may  be  minutely  studied 
and  that  changes  involving  even  a fraction  of  a 
millimeter  in  a calyx  may  be  measured  from  film 
to  film  with  a fixed  point  of  reference.  This 
prerequisite  is  met  with  the  ordinary  x-ray  setup. 
The  second  factor  which  gives  this  accurate  con- 
trol of  space  greater  significance  is  temporal  con- 
trol whereby  minute  changes  may  be  studied 
with  a fixed  point  of  reference  in  time.  Absence 
of  this  factor  explains  why  accurate  outlining  of 
the  upper  urinary  tract  by  pyeloureterography 
has,  in  itself,  given  relatively  little  information 
regarding  the  mechanism  of  urinary  transfer. 

Sanchez-Perez  Automatic  Seriograph. — It 
was  with  the  preceding  criteria  in  mind  that  the 
Sanchez-Perez  unit  was  selected  for  this  study. 
Films  are  taken  at  intervals  of  from  one-half  to 
two  seconds,  accurate  time  control  being  guar- 


anteed by  an  automatic  mechanism.  The 
cassettes  (10  by  12  inches  and  eight  in  number), 
which  are  automatically  exposed  in  series,  are 
large  enough  to  include  both  urinary  tracts  in 
one  film.  Exposures  and  contrast  are  excellent, 
permitting  detailed  study. 

Technic. — Serial  roentgenograms  were  taken 
at  varying  intervals  on  six  upper  tracts  under 
fixed  conditions  (Fig.  1).  Both  intravenous  and 
retrograde  urograms  were  made  on  each  subject, 
separated  by  an  interval  of  one  week. 

Seriographic  Results 

Serial  Retrograde  Pyeloureterography. 
— The  most  striking  observation  here  was  the 
marked  amplitude  of  ureteral  peristalsis  as 
compared  with  the  activity  above  the  uretero- 
pelvic  junction.  Careful  measurement  showed 
the  calyces  to  be  contracting  frequently,  but  the 
amplitude  of  contraction  was  measured  in  frac- 
tions of  millimeters.  As  the  ureteropelvic 
junction  was  approached,  the  amplitude  in- 
creased slightly.  Below  the  ureteropelvic  junc- 
tion, the  amplitude  of  ureteral  contraction  was 
contrastingly  great  (Fig.  2). 

Except  at  the  ureteropelvic  and  ureterovesical 
junctions,  no  competent  sphincteric  action  was 
observed. 

Also  noted  was  the  constancy  of  the  mode  of 
peristalsis  for  each  ureter,  the  pattern  remaining 
the  same  as  each  increment  of  fluid  was  delivered 
from  pelvis  to  bladder. 

The  unphysiologic  back  pressure  exerted  in 
retrograde  injection  renders  the  results  in  retro- 
grade pyeloureterography  unsuitable  for  con- 
sideration as  normal  upper  tract  activity. 

Serial  Intravenous  Urography. — The  inter- 
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Fig.  2.  Tracing  of  retrograde  seriogram  of  upper  tract  with  double  pelvis  showing  the  marked  ure- 
teral activity  as  compared  to  activity  of  pelvis  and  calyces.  Interval  two  seconds.  Pyeloureterograms 
six  seconds  apart  exactly  reduplicate  each  other.  Note  rhythmic  contraction  every  six  seconds  of 
ureteropelvic  sphincter  of  upper  pelvis.  Ureterovesical  orifice  indicated  by  black  dot.  Note  ureteral 
emptying  into  bladder  every  six  seconds  in  2,  5,  and  8. 


preting  of  normal  physiology  in  this  study  was 
done  almost  entirely  from  intravenous  serio- 
grams. 

Most  striking  was  the  marked  activity  of  the 
calyces  and  pelvis  as  compared  with  that  ob- 
served in  the  retrograde  studies.  Sphincter ic 
action  was  noted  at  the  pelviocalyceal  junction 
and  ureteropelvic  junction.  The  amplitude 
and  frequency  of  pelviocalyceal  contractions 
were  marked  as  compared  to  the  ureter  in  which 
peristalsis  was  appreciably  reduced. 

Clearly  evident  was  the  individual  pattern  of 
contractions  for  each  kidney,  which  remained 
constant  for  that  kidney  but  differed  from  the 
pattern  of  every  other  kidney.  Three  examples 
of  this  are  shown  in  Figs.  3 and  4,  the  schematic 
drawings  representing  calyces,  pelvis,  uretero- 
pelvic junction,  and  uppermost  portion  of  the 
ureter.  Where  a solid  line  interrupts  the  con- 
tinuity between  the  ureter  and  the  pelvis  or 
between  the  pelvis  and  a major  calyx,  it  repre- 
sents closure  of  the  sphincter  at  that  point. 
This  individual  pattern,  occurring  at  the  same 
time  under  the  same  conditions  in  the  same  pa- 
tient, is  illustrated  in  Fig.  3,  which  shows  the  right 


and  left  pelviocalyceal  systems  of  patient  K. 
In  patient  V.  A.,  there  is  evident  an  entirely 
different  pattern  of  emptying,  unlike  that  of 
either  kidney  in  patient  K (Fig.  4). 

It  was  also  observed  that  several  pelviocalyceal 
contractions  might  occur  before  a ureteral  peri- 
stalsis started  downward.  This  ratio  of  contrac- 
tions of  the  pelviocalyceal  system  to  those  of  the 
ureter  varied.  (As  mentioned  earlier,  ureteral 
activity  was  relatively  greater  in  the  retrograde 
studies.)  It  became  obvious,  therefore,  that 
under  physiologic  conditions  impulses  did  not 
pass  uninterruptedly  from  calyx  to  bladder. 

Interpretation  of  Seriographic  Results 

At  first  examination  there  appears  to  be  neither 
rhyme  nor  reason  to  these  seeming  inconsistencies 
of  the  calyces,  pelvis,  and  ureter.  Certainly, 
if  there  were  a coordinated  neurogenic  control — 
even  a limited  one — the  relationship  of  calyceal 
activity  to  activity  of  the  pelvis  and  uretero- 
pelvic junction  would  show  greater  constancy 
from  kidney  to  kidney.  On  the  contrary,  the 
patterns  are  so  alien  as  to  be  almost  bizarre. 

Author’s  Concept  of  Fluid  Pressure 
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Paltenl  K-1VP  Interval  2 seconds  (Left) 

1 Z 3 4 

■3  4 7 8 


Patent  K-IVP  Interval  2 seconds  (Ri^Vil) 


12  3 4 


5 4 7 8 


Fig.  3.  Schematic  representation  of  intravenous 
seriogram  of  both  kidneys  of  same  patient  (K) 
taken  at  same  time  showing  calyces,  pelvis,  uretero- 
pelvic  junction,  and  uppermost  portion  of  ureter. 
Interval  two  seconds.  Where  solid  line  interrupts 
continuity  between  ureter  and  pelvis  or  between 
pelvis  and  major  calyx,  it  represents  closure  of 
sphincter  at  this  point.  Note  individual  variation 
in  type  of  contractions  and  role  of  sphincters  of  each 
tract,  constancy  of  phases  for  the  individual  kidney, 
and  variation  in  time  of  complete  cycle  (left  kidney 
eight  seconds,  right  kidney  six  seconds). 


VA-  1VP  Interval  2 second*  (Ri^M.) 


12  3 4 


3 4 7 8 


Fig.  4.  Schematic  representation  of  intravenous 
seriogram  of  right  kidney  of  patient  V.  A.  Interval 
two  seconds.  Note  individual  pattern  as  compared 
with  patterns  of  patient  K in  Fig.  3. 


Versus  Thresholds. — In  order  to  make  these 
seeming  inconsistencies  of  the  calyces,  pelvis, 
and  ureter  understandable,  let  us  consider  the 
following  premises : 

1.  The  only  stimulus  to  upper  tract  activity 
is  fluid  pressure  (urine)  within  the  tract  itself. 
This  finds  support  in  the  work  of  Lapides. 

2.  Contraction  occurs  when  fluid  pressure 
reaches  a threshold  for  a particular  segment  of 
the  tract.  This  segment  may  vary  from  a 
single  calyx  to  calyx  and  pelvis  combined. 

3.  As  a general  rule,  the  threshold  of  contrac- 
tion is  lower  the  higher  up  the  segment.  The 
threshold  correlates  roughly  with  the  ratio  of 
diameter  of  the  lumen  to  thickness  of  the  muscu- 
lar wall.  If,  therefore,  the  pelvis  and  ureter  were 
subject  to  the  same  pressure  of  X inches  of  water 
(or  urine),  the  pelvis  would  contract  first  be- 
cause, having  a relatively  large  lumen  and  thin 
muscularis,  it  has  a lower  threshold.  Obviously, 
this  arrangement  keeps  fluid  moving  distally 
toward  the  bladder. 

Before  relating  these  premises  to  our  serio- 
graphic  results,  a simple  law  of  elementary 
physics  may  be  applied  to  the  human  upper 
urinary  tract.  Pascal’s  law  states  that  “pressure 
exerted  at  any  point  upon  a confined  liquid  is 
transmitted  undiminished  in  all  directions.” 
In  Fig.  5 it  is  seen  that  this  pressure  would  be 
distributed  equally  throughout  the  upper  tract 
at  every  point  above  the  ureterovesical  junction. 
It  is  also  plain  that  if  the  threshold  were  the  same 
for  all  portions  of  the  tract,  there  would  result 
one  uniform  contraction  throughout.  This  would 
be  a most  inefficient  mode  of  urinary  transmission, 
since  the  powerfully  muscled  ureters  below  would 
prevent  downward  expulsion  by  the  weakly 
muscled  pelvis  and  calyces. 

To  prevent  this,  the  upper  tract  must  be  broken 
up  into  independent  compartments,  each  unit 
responding  to  Pascal’s  law  within  itself  and  allow- 
ing a certain  pressure  to  act  on  the  threshold  of 
its  confining  segment.  This  is  of  course  ac- 
complished by  sphincters,  acting  at  the  calyces, 
ureteropelvic  junction,  and  ureterovesical  junc- 
tion (Fig.  6).  Thus  the  tract  is  provided  with 
differential  pressures  and  thresholds,  resulting 
in  segmental  contraction  with  downward  pro- 
gression. 

As  stated  before,  the  size  of  the  segment  may 
vary,  depending  on  individual  differences  in  the 
anatomy  and  thresholds  of  each  kidney.  Where- 
as one  kidney  may  contract  in  small  segments  as 
each  threshold  is  reached,  the  progression  being 
minor  calyx,  major  calyx,  pelvis,  and  ureter,  a 
second  kidney  may  include  minor  and  major 
calyces,  then  pelvis,  while  a third  kidney  may 
have  a simultaneous  contraction  of  all  the 
calyces  and  pelvis.  It  is  suspected  that  could 
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Fig.  6.  Schematic  drawing  showing  how  sphinc- 
ters can  operate  to  reduce  upper  urinary  tract  into 
smaller  Pascal  units. 


PASCAL’S  LAW 

( Pc&55uce  exerted  at  ara)  point  upon,  a conrined 
liquid  transmitted  undiminisked  maUdirecv.on/o  ) 


Uniform  distribution  o ffl  uid. 
pressure  in  a closed  chamber. 

Fig.  5.  Pascal’s  law  as  applied  to  the  human  upper 
urinary  tract. 


the  investigated  kidneys  be  dissected,  it  would 
be  found  that  the  ratio  of  lumen  diameter  to 
thickness  of  muscularis  is  probably  closer  in  the 
tract  where  calyces  and  pelvis  contract  as  a 
whole. 

The  reason  for  competent  sphincters  is  to 
prevent  more  powerful  lower  segments  placing 
undue  pressure  on  weaker  walled  upper  seg- 
ments. This  is  probably  why  on  study  of  the 
seriograms  the  most  active  sphincter  of  the 
upper  tract  (aside  from  the  ureterovesical)  is 
the  ureteropelvic  sphincter,  which  protects  the 
weak-walled  pelvis  and  calyces  from  back  pres- 
sure by  the  powerfully  muscled  ureter. 

As  a general  rule  applying  to  sphincters, 
although  sphincter  thresholds  vary  in  different 
tracts,  pressure  from  above  tends  to  open  sphinc- 
ters while  physiologic  pressure  from  below  tends 
to  close  them.  This  rule  of  sphincters  keeps  the 
urinary  stream  moving  in  the  right  direction  and 
prevents  regurgitation. 

Ideally,  with  all  sphincters  acting,  the  pro- 
gression of  urine  from  the  parenchyma  to  the 
bladder  would  be  thus : 

1.  Minor  calyceal  sphincter  closes  as  minor 
calyx  fills  by  vis  a tergo  from  the  tubules.  Pres- 


sure increases  in  minor  calyx  until  contraction 
occurs.  Contraction  causes  increase  of  pressure 
from  above  on  minor  calyceal  sphincter,  which 
opens,  and  urine  is  ejected  into  major  calyx. 
Pressure  in  major  calyx  from  below  closes  minor 
calyceal  sphincter,  which  will  remain  closed  only 
until  overcome  by  threshold  contraction  of  minor 
calyx  from  above. 

2.  Major  calyceal  pressure  increases  to 
threshold,  causing  a stronger  contraction  of 
major  calyx,  and  fluid  under  greater  force  opens 
major  calyceal  sphincter,  ejecting  urine  into  the 
pelvis. 

3.  Pressure  in  the  pelvis  closes  major  calyceal 
sphincter  by  pressure  from  below.  Several 
major  calyceal  contractions  may  be  necessary 
to  bring  pelvic  pressure  to  threshold,  at  which 
point  pelvic  pressure  from  above  opens  the 
ureteropelvic  sphincter. 

4.  The  ureter  accepts  the  spindle-shaped 
increment  of  fluid,  and  ureteral  pressure  from 
below  closes  the  ureteropelvic  sphincter. 

5.  As  the  proximal  end  of  the  ureter  reaches 
its  threshold  and  contracts,  the  fluid  pressure 
of  the  ureteral  segment  immediately  distal  to  it 
increases  until  the  threshold  is  reached,  squeezing 
the  spindle  of  urine  toward  the  bladder.  When 
the  spindle  reaches  the  ureterovesical  sphincter, 
the  pressure  from  above  overcomes  the  closing 
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Fig.  7.  Diagram  explaining  individual  pattern 
of  right  kidney  of  patient  V.  A.  on  the  basis  of  fluid 
pressures  versus  thresholds. 


Fig.  8.  Diagram  explaining  individual  pattern  of 
left  kidney  of  patient  V.  A. 


pressure  from  below,  and  the  urine  is  ejected 
into  the  bladder.  The  tendency  of  pressure 
from  below,  i.e.,  bladder  pressure,  to  close  the 
ureterovesical  sphincter  is  well  demonstrated 
in  the  improved  ureterograms  observed  with 
intravenous  urography  and  a distended  bladder. 

Theoretically,  the  tract  which  empties  by  the 
contraction  of  such  small  segments,  employing 
a great  number  of  sphincters,  should  be  most 
efficient.  The  actual  efficient  of  emptying  by 
tracts  employing  larger  segments  and  fewer 
sphincters  could  not  be  ascertained  in  this  study. 
In  fact,  little  evidence  was  seen  of  competent 
minor  calyceal  sphincters  although  these  have 
been  demonstrated  by  Xarath.  The  calyceal 
sphincters  indicated  on  the  diagrams  represent 
sphincters  of  the  major  calyx  at  the  calyceopelvie 
junction. 

Application  of  Author’s  Concept  to  Serio- 
graphic  Data. — In  applying  the  above  concept 
to  the  actual  data,  the  seriographic  results  will 
be  taken  in  order. 

The  first  pyeloureterogram  (patient  V.  A., 
right)  shows  pressure  building,  with  even  distribu- 
tion above  the  ureteropelvic  junction  (Fig.  7). 


Remembering  that  the  thresholds  of  sphincters 
are  variable,  one  notes  in  the  second  phase  that 
this  pressure  from  above  has  resulted  in  the 
opening  of  the  ureteropelvic  sphincter  and  pres- 
sure now  is  building  up,  according  to  Pascal’s 
law,  in  all  directions  proximal  to  the  highest 
ureteral  contraction,  which  may  even  be  as  far 
down  as  the  ureterovesical  sphincter.  Here  is 
where  our  concept  is  put  to  a test,  for  if  any 
functioning  segment  is  to  contract  under  this 
uniform  pressure,  it  must  include  the  uppermost 
segment.  For  example,  if  at  this  point  the  pelvis 
contracted  and  the  calyces  did  not,  this  would 
indicate  that  the  pelvic  threshold  is  lower  than 
tiie  calyceal,  whereas  the  lowest  it  can  be,  and 
still  be  consistent  with  our  fundamental  premise 
of  decreasing  threshold  the  closer  to  the  kidney, 
is  equal  to  the  calyceal  threshold. 

This,  however,  does  not  occur;  the  calyces 
contract,  increasing  the  pelvic  pressure,  which 
attains  threshold  value,  and  the  pelvis  contracts. 
It  was  noted  that  immediately  following  contrac- 
tion, during  which  sphincters  must  be  open  to 
allow  escape  of  fluid,  there  occurred  sphincter 
contraction  to  avoid  regurgitation.  After  pelvic 
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Fig.  9.  Diagram  explaining  individual  pattern  of 
right  kidney  of  patient  K. 


contraction,  ejecting  fluid  into  the  ureter,  the 
ureteropelvic  sphincter  closes,  and  there  is  a 
return  to  the  first  phase. 

In  the  patient  K (left),  the  phasing  is  simple 
but  consistent  (Fig.  8).  Pressure  builds  up, 
slowly  in  this  case,  at  all  points  above  the  most 
proximal  ureteral  contraction.  The  upper  seg- 
I ment  is  a large  one,  including  pelvis  and  calyces 
' of  equal  threshold,  and  they  contract  as  a unit. 

Here,  again,  the  concept  is  tested,  for  if  the  pelvis 
1 contracted  first  it  would  mean  that  the  pelvic 
threshold  is  lower  than  the  calyceal,  which  is 
contrary  to  concept.  Contraction  of  calyces 
and  pelvis  as  a unit  merely  indicates  that  the 
upper  segments  are  larger  in  some  tracts  than 
in  others. 

In  patient  K (right),  contraction  by  smaller 
segments  is  nearly  ideal  (Fig.  9).  As  pressure 
builds  above  the  ureteropelvic  sphincter,  the 
< calyceal  threshold  is  naturally  reached  first. 

Closure  of  the  pelviocalyceal  sphincter  prevents 
( regurgitation,  and  the  thrust  causes  the  higher 
pelvic  threshold  to  be  attained.  As  the  pelvis 
contracts  and  empties  into  the  ureter,  the  calyces 
all  build  pressure  behind  the  pelviocalyceal 
1 sphincter.  This  pressure  from  above  and  the 
reduced  postcontraction  pressure  of  the  pelvis 


continue  to  open  the  pelviocalyceal  sphincter, 
and  the  process  starts  again.  This  case,  too, 
follows  the  rules  of  threshold  and  pressure. 

It  may  be  observed  that  these  phases  are  re- 
peated in  an  identical  manner,  as  would  be  ex- 
pected with  fixed  thresholds.  It  would  be 
difficult  indeed  to  explain  phases  which  shifted 
or  changed  character  from  one  moment  to  the 
next.  If,  in  the  future,  upper  tracts  are  found 
in  which  the  threshold  values  appear  variable, 
our  whole  concept  must  be  altered. 

It  might  be  argued  that  all  of  the  above  could 
be  explained  by  the  existence  of  a nervous  pace- 
maker regulating  the  various  phases.  There 
are  serious  objections  to  this,  however.  It  was 
observed  in  several  series  that  the  activity  of  the 
ureter  varied  in  relation  to  the  pelvis  and  calyces. 
Ureteral  activity  appeared  out  of  phase  with  the 
upper  segment  and  seemed  to  be  dependent  upon 
the  pelvis  only  in  that  it  responded  to  the  incre- 
ment of  urine  delivered  by  the  pelvis.  In  retro- 
grade studies,  for  example,  where  intraureteral 
pressure  was  provided  by  a bulb  syringe  as  the 
catheter  was  withdrawn,  ureteral  activity  was 
marked,  whereas  the  pelvis  and  calyces  appeared 
practically  paralyzed.  It  is  difficult  to  reconcile 
this  demonstration  of  independent  activity  with 
integrated  neurogenic  control. 

To  elaborate  on  the  results  of  our  serial  retro- 
grade pyeloureterograms,  these  are  indicative 
of  unphysiologic  pressures.  It  is  true  that 
pressure  from  below  tends  to  close  sphincters,  but 
the  pressure  of  retrograde  injection  is  so  great 
that  all  sphincters  are  forced  open,  and  the  tract 
becomes  a “Pascal’s  unit,”  under  greater  pressure 
than  is  ever  normally  attained  by  the  urine.  The 
calyces  and  pelvis,  being  thin  walled,  are  stretched 
beyond  the  point  of  maximum  efficiency  and 
cannot  contract  with  any  amplitude.  That 
there  are  inefficient  attempts  at  contraction  is 
evident  in  the  minute  millimeter  changes  of  the 
calyces.  Also  significant  is  the  fact  that  in  some 
cases  these  small  contractions  gain  slight  ampli- 
tude as  the  ureteropelvic  junction  is  approached. 
This  would  correlate  with  the  increased  thickness 
of  the  musculature  as  the  ureter  is  approached. 
The  calyx  with  the  thinnest  wall  is  most  readily 
traumatized,  as  evidenced  by  various  types  of 
pyelorenal  backflow  frequently  seen  in  retro- 
grade pyeloureterograms.  On  the  other  hand, 
the  ureter,  with  its  thick  muscular  wall,  is  not 
stretched  beyond  the  critical  point  and  responds 
maximally  to  the  stimulus  (Fig.  2). 

There  is  a practical  value  to  this  finding  applic- 
able to  everyday  urology ; namely,  it  is  reasonable 
to  assume  that  the  efficiency  of  upper  tract 
peristalsis  is  greatly  reduced  when  hydronephrosis 
has  stretched  the  muscularis  well  beyond  the 
point  of  maximal  efficiency. 


THOMAS  H.  JUHNSOX 


lift) 

Summary  and  Conclusion 

An  attempt  is  made  to  demonstrate  the  mech- 
anism of  the  transfer  of  urine  from  the  renal 
parenchyma  to  the  urinary  bladder  by  the  stud}' 
of  serial  pyeloureterograms  obtained  with  the 
Sanchez- Perez  automatic  seriograph. 

The  apparatus  and  technics  employed  are 
described,  and  the  results  of  the  seriograms,  both 
retrograde  and  intravenous,  are  shown  with  the 
aid  of  diagrams. 

Four  unexplained  points  of  the  mechanism  of 
urinary  transference  are  considered: 

1.  Is  there  a set  pattern  for  peristaltic 
activity  of  the  upper  urinary  tract,  and  if  not, 
how  can  variations  in  the  pattern  be  explained? 
The  answer  to  the  first  query  is  negative,  and 
an  attempt  Is  made  to  explain  the  seeming 
inconsistencies  in  the  pattern  of  emptying  on 
a basis  of  fluid  pressure  versus  threshold 
levels.  There  does  exist  an  individual  pattern 
of  emptying  for  each  tract  which  remains 
constant  for  that  tract  but  differs  from  the 
pattern  of  every  other  upper  tract. 

2.  Does  extrinsic  neurogenic  control  of 
the  upper  urinary  tract  exist?  The  present 
study,  the  author  believes,  must  strengthen 
the  previous  conclusion  of  Lapides  that  there 
is  absence  of  extrinsic  neurogenic  control. 

3.  Does  sphincteric  action  exist,  and  if 
so,  does  it  play  an  important  part  in  upper 
tract  peristalsis?  The  present  study  indicates 
that  functional  sphincters  are  present  but 
that  they  vary  in  different  tracts. 

4.  Is  there  interdependence  of  one  segment 
of  the  upper  tract  to  another?  In  other  words, 
does  a peristaltic  wave  necessarily  carry  from 
calyx  to  bladder?  Segments  of  the  tract  are 
interdependent  only  in  the  sense  of  delivery 
of  fluid  pressure  stimulus  from  a superior 
segment  to  the  next  lower  one. 

Serial  roentgenography  of  the  upper  urinary 
tract  is  invaluable  in  the  investigation  of  both 
normal  and  abnormal  activity. 
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Discussion 

John  S.  Fitzgerald,  M.D.,  Utica. — Dr.  Johnson 
has  brought  to  us  a new  instrument,  a new  technic 
in  the  automatic  seriograph.  Although  the  study 
of  the  pyelourete rogram  is  the  greatest  single  aid  in 
diagnosis  of  upper  tract  pathology,  this  new  method 
for  the  present  must  be  classed  in  the  realm  of 
physiology  rather  than  clinical  urology. 

The  information  here  is  not  new.  but  the  method 
is  the  finest  visual  record  and  the  clearest  demon- 
stration of  the  emptying  mechanism  yet  demon- 
strated. It  picks  up  and  amplifies  the  work  of 
Narath.  He  has  been  able  to  study  this  mechanism 
better  and  then  demonstrate  it  to  us.  For  those  not 
acquainted  with  this  method,  the  author  should  tell 
us  the  speed  and  other  factors  of  exposure. 

From  this  type  of  study  we  may  find  the  early 
pathologic  changes— the  changes  that  will  give  us 
the  clue  to  the  distressing  problems  that  arise  from 
t he  mechanical  defects  that  impede  the  normal  trans- 
port of  urine,  or  they  may  be  revealed  to  us  at  a 
time  when  treatment  will  be  easier  and  more  effec- 
tive. 

The  author  confirms  the  work  of  Lapides  who 
showed  the  contractions  necessary  to  empty  the 
ureter  were  in  response  to  fluid  pressure  and  inde- 
pendent of  nerve  control.  But  it  does  not  disprove 
the  lack  of  any  nerve  control.  The  clinical  view- 
point is  that  one  exists.  The  most  severe  type  of 
mechanical  derangement  we  encounter  is  in  the 
anomalies  found  in  children  with  megaloureters. 
Very  frequently  we  can  demonstrate  no  mechanical 
obstruction.  * 

An  equally  important  and  interesting  group  of 
alterations  in  the  pyelogram  are  those  of  inflamma- 
tion. The  calyces,  pelvices,  and  upper  ureters  take 
on  a more  rigid  appearance  and  lose  their  elasticity 
or  reduce  their  emptying  excursions  or  time. 

This  work  is  important  because  the  author  gives 
us  a new  and  better  aid  in  the  study  of  the  mechanics 
of  urine  transportation.  Continued  study  is  neces- 
sary and  may  help  us  uncover  some  of  the  obscure 
secrets  of  urinary  tract  physiology  and  pathology. 

* A personal  communication  from  Dr.  Sartorius  states  that 
the  pelvis,  calyces,  and  ureters  become  paralyzed  and  dilated 
to  twice  or  three  times  normal  with  a potassium  level  of  5 
mEq.  or  higher  in  the  dog. 


Submit  to  what  is  unavoidable , banish  the  impossible  from  the  mind,  and  look  around  for 
some  new  object  of  interest  in  life. — Goethe 


LYMPHOMATOUS  INVOLVEMENT  OF  THE  GENITOURINARY 
TRACT 

Hobart  L.  Boyd,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Surgery,  Division  of  Urology,  of  the  University  of  Rochester  School  of 
Medicine  and  Dentistry ) 


MALIGNANT  lymphoma  is  primarily  a 
neoplastic  disease  of  lymphoid  tissue. 
There  is  no  clear  pathologic  concept  of  lymphoid 
tumors  and  any  attempt  to  arrive  at  a concise 
classification  of  the  lymphomata  leads  to  a 
confusing  redundancy  of  terms.  Willis  calls 
attention  to  the  fact  that  the  lymphoid  tumors 
have  two  essential  components,  lymphocytes 
and  reticuloendothelial  cells,  and  classifies  them 
on  the  premise  that  all  tumors  of  lymphoid 
tissue  are  related  variants  of  one  disease.1,2 

Lymphoid  tissue  is  widely  distributed  through- 
out the  body.  The  diseases  to  be  discussed 
differ  with  respect  to  the  condition  of  the  cir- 
culating blood,  type  of  cell  predominating  in 
the  enlarged  lymphatic  structure,  and,  to  a 
certain  extent,  the  type  of  lesion  produced  in 
the  viscera.3  It  is  a notable  fact  that  lymphatic- 
diseases  may  be  diffuse  or  multicentric  in  origin, 
the  primary  tumor  site  being  difficult  or  impos- 
sible to  determine.  It  has  been  stated  that 
lymphoma  is  never  primary  in  the  kidney. 4,6 
During  recent  years  increasing  numbers  of  case 
reports  of  lymphomatous  involvement  of  bladder, 
prostate,  and  testis  indicate  that  the  lesions 
may  arise  in  these  organs.  It  is  well  known 
that  secondary  manifestations  of  lymphomata 
may  be  seen  in  any  organ  of  the  body.3,4,6-7 
Barney  studied  23  autopsy  cases  and  found  the 
kidney  involved  in  18,  ureter  in  seven,  bladder 
in  six,  and  testes,  usually  both,  in  three  instances. 
Krishbaum  and  Preuss  found  secondary  involve- 
ment of  the  kidney  in  63  per  cent  of  78  autopsy 
i cases.  In  a recent  study  of  secondary  tumors 
involving  the  genitourinary  tract  Klinger  found 
{ that  metastatic  invasion  of  these  organs,  instead 
of  being  a unique  and  rarely  encountered  phe- 
nomenon, was,  in  fact,  quite  common.8  The 
lymphomata  were  the  most  common  lesions  en- 
countered. 

It  has  been  apparent  by  the  increasing  number 
of  case  reports  that  urologists  are  becoming 
aware  of  the  importance  of  the  lymphomata 
in  disorders  of  the  genitourinary  tract.  Gibson 
j states  that  a proper  understanding  of  involve- 
[ ment  of  the  urinary  tract  by  malignant  lymphoma 
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is  dependent  upon  a knowledge  of  the  over-all 
picture  of  the  disease  with  respect  to  its  general 
clinical  manifestations.6  Because  we  were  of  a 
similar  belief  and  because  a number  of  these 
cases  had  recently  come  to  the  attention  of 
members  of  the  urology  staff  at  Strong  Memorial 
Hospital,  it  seemed  advisable  to  undertake  a 
detailed  study  of  the  clinical  cases  and  also  the 
lymphomata  in  our  autopsy  series. 

The  organs  of  the  genitourinary  tract  may  be 
involved  secondarily  by  metastasis,  dbect  in- 
vasion, and  by  adjacent  enlarging  masses  pro- 
ducing pressure  defects  or  displacement.9  In- 
volvement may  be  unilateral  or  bilateral.10-12 
At  autopsy  it  is  common  to  find  the  disease 
widespread,  and  invariably  in  the  genito- 
urinary tract  more  than  one  organ  is  in- 
volved. Although  the  changes  produced  in 
the  urinary  tract  are  many  and  varied,  the 
over-all  paucity  of  urologic  symptoms  accounted 
for  the  fact  that  in  our  series  the  urologist  was 
rarely  called  into  consultation,  and  only  occasion- 
ally did  symptoms  occur  which  would  have 
prompted  such  a consultation.13  The  urologist 
is  primarily  interested,  therefore,  in  that  small 
group  of  cases  in  which  urologic  complications 
arise  or  where  the  first  manifestation  of  the 
disease  is  within  the  genitourinary  tract. 

^Tile  there  are  no  urinary  symptoms  pathog- 
nomonic of  the  lymphomata,  a number  of 
symptoms  do  occur  which  are  indicative  of 
disease  within  the  genitourinary  tract.7  Hema- 
turia is  a common  symptom  and  may  arise  from 
any  point  in  the  urinary  tract.  It  is  seen  very 
commonly  in  lymphatic  leukemia  and  is  caused, 
according  to  most  authors,  by  marked  thrombo- 
penia.  Severe  secondary  anemia  is  the  most 
common  complication  and  is  found  regularly  in 
leukemia.  It  should  be  noted  that  the  basal 
metabolism  is  increased  in  most  patients  with 
leukemia,14  and  an  increased  basal  metabolic 
rate  is  considered  to  be  a bad  prognostic  sign.7 
While  the  exact  cause  of  the  increase  in  basal 
metabolism  is  not  known,  it  is  thought  that  it 
might  result  from  increased  activity  of  the  bone 
marrow  or  lymphatic  apparatus.  A high  blood 
uric  acid  has  been  noted  in  many  cases  of  our 
series,  and  this  is  often  reflected  in  an  acid  urine 
and  finding  of  uric  acid  crystals  in  the  urine. 
The  elevation  of  blood  uric  acid  is  undoubtedly 
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Fig.  1.  (A)  Lymphosarcoma  in  kidney,  nodular  infiltration.  (B)  Lymphosarcoma  in  kidney,  diffuse 

infiltration  of  interstitial  spaces  causing  wide  separation  of  tubules.  (C)  Lymphosarcoma  in  kidney, 
showing  dense  infiltration  of  lymphocytic  cells  in  interstitial  spaces.  (D)  Case  1 — lymphosarcoma  in 
kidney,  showing  large  solitary  tumor  formation. 


due  to  an  increased  rate  of  protein  metabolism. 
An  elevation  of  nonprotein  nitrogen  may  be 
seen  in  cases  with  extensive  bilateral  renal  in- 
volvement, bilateral  obstruction  of  the  ureters, 
or  in  prostatic  obstruction  due  to  lymphoma. 
No  correlation  could  be  made  between  renal 
lymphomatous  involvement  and  hypertension. 

The  commonest  symptoms  of  lymphomatous 
renal  disease  are  hematuria,  abdominal  mass, 
and  pain.  Gibson  illustrates  four  types  of  renal 
involvement  by  lymphoma:  (1)  perirenal  en- 

compassment  with  or  without  secondary  in- 
vasion, (2)  nodular  infiltration,  (3)  diffuse  in- 
filtration, and  (4)  large  solitary  tumor.6  Cases 
have  been  found  in  our  series  which  seem  to 
follow  this  classification  (Fig.  1).  It  has  been 
emphasized  by  numerous  authors  that  lympho- 


matous involvement  of  the  kidneys  may  produce 
changes  suggesting  kidney  tumor,  and  it  has 
also  been  pointed  out  that  changes  may  occur 
bilaterally  which  make  it  difficult  to  rule  out 
bilateral  polycystic  disease. 4'6il0'i:!’15  In  the 
following  case,  involvement  of  the  kidney  by 
lymphosarcoma  produced  changes  suggesting 
primary  kidney  tumor. 

Case  1. — Miss  A.  Z.  K.,  a thirty-one-year-old 
white  schoolteacher,  had  several  colds  in  the  spring 
of  1926  with  persistent  coughing  and  within  a period 
of  two  weeks  developed  increasing  dyspnea  and 
orthopnea.  She  went  to  a sanitarium  where  a 
diagnosis  of  mediastinal  tumor  was  made,  and  she 
was  treated  with  x-ray.  The  tumor  regressed  with 
complete  subsidence  of  symptoms.  On  August  13, 
1926,  she  was  admitted  to  Strong  Memorial  Hos- 
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pital  because  of  a recurrence  of  cough  and  swelling 
of  the  left  side  of  her  neck.  Because  of  a normal 
blood  picture  it  was  felt  that  the  diagnosis  was 
either  lymphosarcoma  or  Hodgkin’s  disease.  The 
urine  examination  at  the  time  of  this  admission  was 
entirely  normal  except  for  a few  white  blood  cells. 

On  August  24,  1926,  the  patient  was  transferred 
to  another  hospital  for  further  x-ray  treatment. 
While  at  that  institution  late  in  November,  1926,  she 
developed  a painful  large  mass  in  the  right  flank 
which  was  thought  to  be  kidney.  Cystoscopy  and 
retrograde  pyelograms  revealed  a mass  in  the  right 
kidney  which  caused  upward  displacement  of  the 
upper  calyx  structure  and  downward  displacement  of 
the  lowermost  calyces.  A nephrectomy  was  per- 
formed November  23,  1926,  and  careful  study  of  the 
pathologic  sections  revealed  the  tumor  to  be  lympho- 
sarcoma. Following  the  surgery  her  condition  re- 
mained good  for  a short  time,  but  approximately 
one  month  later  she  began  complaining  of  a rapidly 
enlarging  mass  in  the  left  kidney  region. 

She  was  readmitted  to  Strong  Memorial  Hospital 
on  February  2,  1927,  complaining  of  the  mass  in  the 
left  flank,  occasional  generalized  abdominal  cramps, 
nausea,  anorexia,  slight  dyspnea,  cough,  and  general 
loss  of  strength.  There  was  a marked  degree  of 
anemia,  and  a few  red  blood  cells  were  noted  in  the 
urine.  The  stool  was  strongly  guaiac  positive.  A 
phenolsulfonphthalein  test  showed  35  per  cent  excre- 
tion in  one  hour  with  60  per  cent  excretion  in  two 
hours.  She  was  given  five  deep  x-ray  treatments 
over  the  left  kidney,  following  which  the  mass  be- 
came smaller,  and  she  was  discharged. 

The  patient  continued  to  lose  weight  and  strength 
and  was  readmitted  to  the  hospital  on  March  10, 
1927.  She  was  extremely  weak;  hemoglobin  was 
found  to  be  38  per  cent  and  the  red  blood  count 
1,800,000.  A large  mass  was  present  in  the  left 
flank,  large  nodes  were  present  in  the  neck,  a large 
mediastinal  mass  was  present,  and  a mass  was 
present  in  the  epigastrium.  Phenolsulfonphthalein 
test  showed  35  per  cent  excretion  in  two  hours.  She 
was  given  further  x-ray  therapy  over  the  left  flank, 
neck,  and  chest.  Her  condition  improved  tempo- 
rarily, but  she  died  on  May  8,  1927,  following  a large 
hemorrhage  from  the  stomach. 

At  autopsy  diffuse  lymphosarcomatosis  involving 
the  left  kidney,  pancreas,  stomach,  and  lungs  was 
observed.  There  was  also  involvement  of  the  medi- 
astinal, omental,  and  mesenteric  lymph  nodes, 
ovaries,  and  uterus.  An  ulceration  of  the  stomach 
was  seen  at  the  area  of  tumor  invasion  with  massive 
hemorrhage  from  an  eroded  blood  vessel. 

C omment. — The  lymphomatous  involvement  of 
the  kidney  in  this  case  produced  changes  in  the 
retrograde  pyelogram  typical  of  primaiy  kidney 
tumor  (Fig.  ID).  It  indicates  the  need  for  careful 
evaluation  of  such  a lesion  when  a lymphoma  is 
known  to  exist  so  that  needless  surgery  may  be 
avoided. 

Secondary  involvement  of  the  ureters  may 
occur  from  pressure  by  enlarging  abdominal 
lymph  node  masses.  Pressure  defects  and  dis- 
placement of  the  ureters  occur  and  have  been 


described  by  Bell,  Heublein,  and  Hammer.9 
In  our  autopsy  series  there  was  but  one  case  of 
lymphomatous  involvement  of  the  ureteral  wall. 
In  another  there  was  compression  of  the  lower 
left  ureter  by  a large  abdominal  mass  producing 
hydronephrosis. 

Watson,  Sauer,  and  Sadugor  in  their  excellent 
review  of  this  subject  state  that  vesical  lympho- 
matous lesions  may  be  of  four  types:  (1)  cir- 

cumscribed single  or  multiple  foci  in  the  bladder 
wall,  (2)  direct  invasion  of  the  bladder  wall  by 
perivesical  tumor  masses,  (3)  extension  into  the 
bladder  wall  from  the  prostate,  and  (4)  mucosal 
and  submucosal  hemorrhages.13  In  our  autopsy 
study  involvement  of  the  bladder  was  not  uncom- 
mon in  cases  of  leukemia  and  was  usually  evi- 
denced by  multiple  foci  of  cells  within  the  wall 
of  the  bladder.  Primary  lymphosarcoma  of  the 
bladder  is  a rare  lesion  but  unquestionably  does 
occur.  Higgins  reported  a patient  in  1949  who 
had  been  treated  by  surgical  excision  and  postop- 
erative radiation  and  was  alive  and  well  eleven 
years  after  operation.16  He  cited  six  other  cases 
in  the  literature.  In  the  following  case  the 
clinical  onset  of  lymphosarcoma  was  that  of  a 
large,  circumscribed  area  in  the  bladder  wall  and 
may  well  be  a case  of  primary  lymphosarcoma  of 
the  bladder. 

Case  2. — Mr.  A.  M.,  a forty-seven-year-old  white 
laborer,  gave  a one-week  history  of  a dull  aching  in 
the  suprapubic  region  which  was  relieved  shortly 
after  urinating.  The  symptoms  were  particularly 
marked  if  he  failed  to  relieve  himself  when  he 
first  felt  the  desire  to  void.  He  had  noted  some 
increased  frequency  during  the  day,  nocturia  one 
time,  and  also  a slight  burning  after  voiding.  There 
had  been  no  symptoms  referable  to  either  kidney 
region  and  no  hematuria  or  pyuria. 

The  patient  appeared  somewhat  undernourished 
and  stated  that  he  had  lost  about  20  pounds  during 
the  four  months  prior  to  admission.  The  tempera- 
ture, pulse,  and  respirations  were  normal,  and  the 
blood  pressure  was  120/80.  There  was  no  local  or 
general  glandular  enlargement.  The  heart  and 
lungs  were  normal  to  percussion  and  auscultation, 
and  x-ray  of  the  chest  showed  no  infiltration  or 
changes  in  the  mediastinum.  He  complained  of 
pain  in  the  region  just  above  the  symphysis  and 
slightly  to  the  left  of  the  midline.  It  was  thought 
that  a moderately  large  mass  could  be  felt  in  this 
region  on  deep  palpation.  The  external  genitalia 
were  normal,  and  on  rectal  examination  the  prostate 
gland  was  not  remarkable  for  a man  of  his  age. 
The  Wassermann  was  negative,  red  blood  count 
5,800,000,  hemoglobin  13.7  Gm.,  and  white  blood 
count  5,640.  The  admission  urine,  which  was  dark 
and  somewhat  cloudy,  had  an  acid  reaction,  specific 
gravity  of  1.019,  albumin  2 plus,  sugar  0,  and  guaiac 
positive.  The  urine  sediment  was  loaded  with  red 
blood  cells,  and  there  were  5 to  10  white  blood  cells 
per  high  power  field.  Stained  smear  of  the  sediment 
showed  no  bacteria.  A phenolsulfonphthalein  ex- 
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cretion  test  showed  45  per  cent  output  in  thirty 
minutes  with  a total  output  of  75  per  cent  in  two 
hours.  Nonprotein  nitrogen  was  30  mg.  per  cent. 
An  x-ray  of  the  abdomen  showed  no  bony  abnormali- 
ties. The  right  kidney  seemed  to  be  somewhat 
smaller  than  the  left,  and  no  calculi  could  be  demon- 
strated. 

Cystoscopic  examination  revealed  a large  tumor 
mass  on  the  right  posterior  bladder  wall,  roughly 
circular  in  shape  and  somewhat  elevated  above  the 
bladder  mucosa,  but  the  surface  of  which  was  quite 
flat.  The  surface  of  the  tumor  was  necrotic  and 
grayish  in  color.  There  was  a moderate  amount  of 
edema  surrounding  the  tumor  edge.  It  appeared 
grossly  to  be  carcinoma  of  the  bladder,  and  biopsy 
was  taken  and  reported  by  the  pathology  depart- 
ment as  carcinoma  of  the  bladder.  A cystogram 
was  made  which  showed  a large  filling  defect  (Fig. 
2A). 

The  patient  was  operated  upon  May  8,  1943,  and 
the  large  tumor  removed  by  segmental  resection. 
At  that  time  extension  beyond  the  bladder  wall  was 
observed  so  it  was  our  feeling  that  the  patient 's 
prognosis  was  not  for  cure.  The  specimen  removed 
measured  10  by  8 by  2 cm.  Microscopic  sections  of 
the  surgical  specimen  showed  solid  masses  of  tumor 
cells  that  were  irregular  in  shape,  each  having  a 
single  vesicular  or  hyperchromic  nucleus.  There 
was  a fine  network  of  loose  connective  tissue  through- 
out the  mass  as  well  as  strands  of  hyaline-like  sub- 
stance. Many  of  the  cells  grew  in  cords  or  rows, 
and  numerous  mitotic  figures  were  present  (Fig.  2B). 
The  diagnosis  at  that  time  was  carcinoma  of  the 
bladder. 

Following  discharge  from  the  hospital  the  patient 
was  given  a complete  course  of  x-ray  therapy,  re- 
ceiving a total  dosage  of  4,600  r.  He  was  followed 
for  a period  of  two  years  during  which  time  frequent 
cystoscopic  examinations  were  carried  out.  On 
each  occasion,  the  bladder  appeared  essentially  nor- 
mal, and  the  patient  was  without  symptoms. 
Finally,  after  a period  of  two  years,  he  presented 
himself  with  complaints  of  moderately  severe  pain 
in  the  left  upper  quadrant.  Examination  then  re- 
vealed a large  palpable  mass  in  the  left  epigastrium. 
A gastrointestinal  series  was  done,  and  a large  filling 
defect  was  seen  in  the  region  of  the  stomach.  Surgi- 
cal exploration  was  carried  out  and  a large,  com- 
pletely inoperable  tumor  mass  involving  the  greater 
curvature  of  the  stomach  found.  Biopsy  showed 
lymphosarcoma.  Examination  of  the  bladder  area 
at  that  time  revealed  no  induration  about  the  old 
operative  site.  Upon  restudying  the  sections  of  the 
bladder  tumor  it  was  noted  that  the  pathologic  proc- 
ess was  similar  in  both  specimens,  and  a diagnosis  of 
lymphosarcoma  of  the  bladder  was  then  made. 

Comment. — It  is  impossible  to  state  whether  or  not 
the  lymphosarcoma  was  primary  in  the  bladder,  but 
certainly  it  was  the  bladder  lesion  which  manifested 
itself  first  and  not  until  two  years  later  did  abdomi- 
nal symptoms  develop.  Therefore,  this  may  well 
represent  a case  of  primary  lymphosarcoma  of  the 
bladder. 

There  is  very  little  mentioned  in  the  literature 


Fig.  2.  Case  2. — (A)  Cystogram  showing  large 
filling  defect  caused  by  lymphosarcoma  of  the  bladder. 
(B)  Masses  and  cords  of  cells  invading  the  bladder 
wall.  This  was  first  thought  to  be  carcinoma  of  the 
bladder,  but  re-examination  at  a later  date  resulted 
in  a diagnosis  of  lymphosarcoma. 


about  leukemic  infiltration  of  the  prostate  gland.17 
There  were  six  instances  of  involvement  of  the 
prostate  by  lymphatic  leukemia  in  the  autopsy 
series  at  Strong  Memorial  Hospital.  The  in- 
volvement in  each  instance  had  not  been  mani- 
fest clinically  but  was  discovered  at  autopsy. 
Two  interesting  cases  have  been  seen  recently 
by  members  of  our  urology  staff.  In  both  in- 
stances the  patient  had  enlargement  of  the 
prostate  gland  with  diffuse  induration  which 
caused  the  examiner  to  be  suspicious  of  car- 
cinoma. Both  patients  were  later  found  to  have 
leukemia.  The  diagnosis  of  leukemic  involve- 
ment of  the  prostate  is  not  proved  in  either  in- 
stance, but  phosphatase  determinations  are  within 
normal  limits  and  x-rays  of  the  pelvic  bones  show 
no  evidence  of  metastatic  disease.  It  is  our 
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impression  that  the  changes  noted  in  these 
patients  are  due  to  leukemic  infiltration. 

Lymphosarcoma  of  the  prostate  gland  is  very 
rare,  making  up  approximately  8 per  cent  of  all 
sarcomas  of  the  prostate.  In  cases  of  lympho- 
sarcoma, as  in  any  lymphatic  disease,  the  original 
site  of  the  tumor  may  be  impossible  to  determine. 
It  is  well  known  that  the  growth  may  be  multi- 
centric  in  origin.18  There  is  no  general  agree- 
ment on  the  question  of  primary  origin  of  lympho- 
sarcoma in  the  prostate,  but  it  is  felt  by  some 
authors  that  the  low  incidence  of  secondary 
involvement  of  the  prostate  in  lymphosarcoma 
adds  weight  to  the  argument  that  primary  lym- 
phosarcoma of  the  prostate  does  occur.19 

Lymphomatous  involvement  of  the  prostate 
may  impart  to  the  gland  an  irregular,  stony  hard 
characteristic  which  makes  differentiation  from 
carcinoma  of  the  prostate  difficult.  In  the  case 
of  the  leukemias  the  diagnosis  is  usually  evident 
from  the  blood  studies,  but  in  lymphosarcoma 
and  Hodgkin’s  disease  such  peripheral  blood 
changes  are  usually  not  seen.  Lymphomatous 
involvement  of  the  prostate  may  manifest  itself 
in  a manner  suggesting  acute  prostatitis.  Fla- 
herty, Cope,  and  Shecket  report  a very  unusual 
case  of  prostatic  obstruction  as  the  presenting 
symptom  in  acute  monocytic  leukemia.20  In 
their  case  examination  of  the  prostate  gland  re- 
vealed it  to  be  diffusely  enlarged,  firm,  and  ex- 
quisitely tender.  The  only  other  case  of  mono- 
] cytic  leukemia  first  manifesting  itself  with  urinary 
; obstruction  to  be  found  in  the  literature  showed 
great  enlargement,  tenderness,  and  a few  areas 
: of  softness.21  Areas  of  softness  within  the  gland 
rather  than  increased  induration  have  been  noted 
by  other  authors.  Prostate  glands  involved  by 
lymphomata  may  be  of  normal  size  and  well 
circumscribed  with  no  nodules  or  abnormal  in- 
duration, therefore  offering  no  clue  to  diagnosis.18 
The  most  common  symptoms  in  prostatic  in- 
volvement are  urinary  obstruction  and  hematuria. 
The  prostatic  obstruction  is  often  of  very  rapid 
onset  followed  by  acute  retention  of  urine.  The 
age  incidence  is  somewhat  less  than  the  usual 
prostatic  age  group,  and  therefore  lymphomatous 
involvement  should  be  considered  as  a possible 
cause  of  urinary  retention  in  the  younger  age 
group.  In  leukemia  associated  bleeding  dis- 
turbances lead  to  petechiae  and  mucosal  bleeding 
from  any  point  in  the  urinary  tract.  The  follow- 
ing case  demonstrates  the  difficulties  which  may 
be  encountered  in  differentiating  carcinoma  from 
lymphomatous  involvement  of  the  prostate 
gland. 

Case  3. — Mr.  D.  S.,  a fifty-year-old  Italian  laborer, 
was  first  seen  March  22,  1940,  with  symptoms  of  fre- 
quency eight  to  nine  times  daily,  nocturia  one  or  two 


times,  difficulty  in  starting  the  stream,  and  sexual 
impotence.  The  symptoms  were  of  seven  weeks 
duration.  Physical  examination  revealed  no  tender- 
ness in  the  kidney  regions,  and  the  kidneys  were  not 
enlarged.  No  abdominal  masses  were  felt,  and  there 
was  no  local  or  general  glandular  enlargement.  The 
external  genitalia  were  normal.  On  rectal  examina- 
tion the  prostate  gland  was  markedly  enlarged  in 
all  diameters,  very  firm,  and  smooth.  The  ex- 
aminers felt  that  the  gland  was  definitely  suspicious 
for  carcinoma. 

The  Wassermann  was  negative,  red  blood  count 
4,000,000,  and  hemoglobin  14.0  Gm.  An  admission 
urine  was  completely  normal,  and  the  blood  non- 
protein nitrogen  and  phenolsulfonphthalein  excre- 
tion test  indicated  normal  kidney  function.  A flat 
film  of  the  abdomen  showed  the  kidneys  to  be  of 
normal  size  and  position.  No  calculi  were  seen,  and 
there  was  no  evidence  of  metastatic  disease. 

Cystoscopic  examination  was  carried  out,  and  a 
residual  urine  of  175  cc.  was  found.  There  was  very 
little  thickening  of  the  bladder  wall  and  no  evidence 
of  tumor  or  other  pathology.  The  prostate  gland 
was  diffusely  enlarged  with  encroachment  of  tissue 
at  the  vesical  neck  on  all  sides.  The  prostatic 
urethra  was  greatly  lengthened,  and  the  lobes  of 
tissue  came  together  completely  in  the  midline. 
Palpation  per  rectum  over  the  cystoscope  made  the 
operator  extremely  suspicious  of  carcinoma  of  the 
prostate. 

A perineal  prostatectomy  was  done  April  3,  1940. 
The  enucleation  was  difficult  because  no  definite  line 
of  cleavage  could  be  found.  A much  smaller  amount 
of  tissue  was  removed  than  had  been  anticipated. 
The  bleeding  from  the  prostatic  fossa  was  consider- 
able, requiring  two  packs  for  its  control. 

The  tissue  removed  had  a uniform  grayish  appear- 
ance and  was  quite  firm.  Histologic  sections  re- 
vealed a very  cellular  tissue  which  was  quite  uniform 
throughout.  Small  cells  predominated  and  tended 
to  be  arranged  in  sheets  with  a small  amount  of 
hyaline  connective  tissue  accompanying  their 
growth.  These  cells  often  had  dark-staining  nuclei, 
and  mitotic  figures  were  very  common.  Occasional 
prostatic  acini  were  seen,  and  these  were  completely 
surrounded  by  the  tumor  tissue.  In  one  section  a 
portion  of  the  prostatic  urethral  epithelium  was  seen. 
This  appeared  to  be  of  the  usual  transitional  type 
and  rested  directly  upon  tumor  tissue.  A diagnosis 
of  lymphoma  was  made. 

Postoperatively  the  patient  bled  moderately  and 
was  given  blood  transfusions  on  two  occasions.  The 
wound  healed  very  slowly,  and  the  patient  had  per- 
sistent daily  elevation  of  temperature  to  38.5  or 
39  C.  which  was  not  influenced  by  sulfonamide 
therapy.  An  x-ray  of  the  chest  offered  no  explana- 
tion for  the  patient’s  temperature  elevation,  and 
films  of  the  pelvic  bone  showed  no  evidence  of 
metastatic  disease.  The  blood  nonprotein  nitrogen 
remained  normal,  and  blood  culture  was  negative. 
The  patient  continued  downhill  and  expired  on  his 
forty-sixth  postoperative  day. 

Comment. — Postmortem  examination  revealed 
Hodgkin’s  disease  involving  prostate,  kidneys,  retro- 
peritoneal lymph  nodes,  liver,  lungs,  and  spleen. 
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Fig.  3.  Case  3.— Hodgkin’s  disease  involving 
prostate.  Pleomorphic  cells  have  almost  completely 
replaced  the  prostatic  tissue. 


Fig.  4.  Lymphosarcoma  of  the  testis  showing 
infiltration  of  lymphocytes  throughout  the  intersti- 
tial spaces  with  separation  and  atrophy  of  the  semi- 
niferous tubules. 


Although  a definite  diagnosis  of  Hodgkin’s  disease 
was  not  made  on  the  surgical  specimens  removed  at 
the  time  of  prostatectomy,  the  autopsy  findings  were 
so  typical  that  it  was  the  feeling  of  the  pathology 
department  that  the  lesion  in  the  prostate  was 
unquestionably  Hodgkin’s  disease  (Fig.  3).  This  is 
t he  only  case  in  our  autopsy  series  of  12,500  in  which 
Hodgkin’s  disease  was  found  to  involve  the  prostate 
gland. 

Involvement  of  the  testes  by  the  lymphomata 
is  extremely  rare.  Chevassu  has  emphasized 
the  closeness  with  which  lymphosarcoma  of  the 
testis  resembles  embryonal  carcinoma  and  states 
that  some  of  the  cases  recorded  as  primary  lym- 
phosarcoma of  the  testis  were  embryonal  car- 
cinomas. He  believed  that  lymphosarcoma  of 
the  testis  did  not  occur  because  the  testis  nor- 
mally contains  no  lymphoid  tissue.  While  it  is 
generally  believed  that  lymphomatous  involve- 
ment of  the  testis  is  of  metastatic  origin,  Ewing 
has  stated  that  although  the  testis  normally  con- 
tains no  lymphoid  tissue,  it  is  possible  that 
lymphosarcoma  can  arise  in  this  organ.22  Simul- 
taneous bilateral  testicular  tumors  are  extremely 
rare.  Hotchkiss  and  Laury  found  21  reported 
cases  of  concomitant  bilateral  testicular  cancer 
in  scrotal  testes  and  observed  that  the  large 
proportion  of  these  were  lymphoid  tumors.2 
Metastatic  lesions,  other  than  lymphomata,  in- 
volving the  testes  are  remarkably  rare.  In  a 
review  of  these  cases  at  the  Mayo  Clinic  Dockerty 
and  Priestley  were  able  to  find  but  one  lesion 
other  than  the  lymphomata  which  had  metas- 
tasized to  the  testis. 11  That  lesion  was  a melano- 


epithelioma  of  the  left  eye.  Klinger  found  one 
secondary  lymphomatous  lesion  involving  the 
testis  and  one  instance  of  testicular  involvement 
from  carcinoma  of  the  stomach. * Hodgkin’s 
disease  of  the  testis  has  been  reported,23,24  and 
testicular  involvement  secondary  to  lympho- 
sarcoma of  the  nasopharynx  has  been  reported 
by  Colby  and  Kawaichi. 25,26  In  our  series  of 
autopsy  cases  there  were  16  instances  of  lym- 
phatic leukemia  involving  the  genitourinary  tract 
in  male  patients.  Of  these  there  were  four 
instances  of  testicular  involvement,  but  in  none 
of  the  cases  was  the  involvement  sufficient  to 
cause  gross  lesions.  Lymphosarcoma  involved 
the  genitourinary  tract  in  nine  male  patients,  and 
there  was  testicular  involvement  in  two  instances. 
In  the  first  of  these  cases  the  right  testis  became 
progressively  hard  and  enlarged  two  weeks  before 
death  (Fig.  4).  In  the  second  case  the  scrotum 
and  penis  were  reddened  and  edematous,  but  no 
note  of  testicular  involvement  was  made  before 
death.  Hodgkin’s  disease  involved  the  genito- 
urinary tract  in  four  male  patients  in  our  series, 
and  in  none  was  testicular  involvement  found. 
I recently  had  occasion  to  see  a patient  at  the 
Rochester  State  Hospital  with  massive  enlarge- 
ment of  both  testes.  The  case  is  important  be- 
cause it  represents  a rare  instance  of  simultaneous 
involvement  of  both  testes  by  acute  lymphatic 
leukemia. 

Case  4. — Mr.  I).  (!.,  a sixty-one-year-old  man  of 
Polish  extraction,  had  been  a mental  patient  for 
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thirteen  years  but  had  been  in  good  physical  health 
until  August  6,  1950,  when  he  complained  of  a chilly 
sensation  and  had  an  elevation  of  temperature  to 
105  F.  Examination  revealed  a ptosis  of  the  left 
eye  and  a left  ophthalmoplegia.  Some  weakness  of 
the  right  side  of  the  body  was  also  present.  The 
elevation  of  temperature  subsided  on  penicillin 
therapy.  However,  he  continued  to  complain  of 
dizziness,  and  the  oculomotor  palsy  persisted. 
Urinalysis  at  that  time  showed  nothing  abnormal, 
and  the  blood  sugar  and  nonprotein  nitrogen  were 
within  normal  limits.  The  blood  counts  and  dif- 
ferential blood  studies  were  normal. 

Approximately  one  week  later  the  testes  were 
noted  to  be  enlarged,  but  the  patient  stated  that  he 
had  noticed  gradual  enlargement  of  the  testes  for  a 
period  of  a month  or  two.  His  condition  gradually 
grew  worse,  he  lost  weight,  and  the  weakness  of  the 
right  side  with  dizziness  persisted.  By  September 
14,  1950,  both  testes  had  enlarged  to  four  or  five 
times  normal  size,  the  right  being  somewhat  larger 
than  the  left  (Fig.  5).  When  I first  examined  the 
patient,  the  testes  were  diffusely  enlarged,  smooth, 
nontender,  and  very  firm.  The  induration  extended 
upward  throughout  the  cord  structures  and  into  the 
inguinal  regions.  The  cord  on  each  side  was  palp- 
able as  one  large  thickened  mass,  and,  in  addition, 
several  lymph  nodes  were  made  out  along  the  cord. 
The  patient  was  extremely  emaciated,  and  the  skin 
of  the  entire  body  had  a dark  brownish  discoloration. 
Examination  of  the  abdomen  revealed  a large 
suprapubic  mass  which  was  nontender,  very  firm, 
and  immovable.  The  remainder  of  the  abdomen 
was  firm,  and  the  liver  was  definitely  enlarged. 

The  blood  studies  at  that  time  were  as  follows: 
red  blood  count  2,950,000,  hemoglobin  7.5  Gm.,  and 
white  blood  count  90,000.  The  differential  blood 
count  showed  9 per  cent  polymorphonuclear  leuko- 
cytes, 16  per  cent  mature  lymphocytes,  and  74  per 
cent  undifferentiated  lymphoblasts.  The  nonpro- 
tein nitrogen  was  49  mg.  per  cent.  An  x-ray  of  the 
chest  showed  a few  nodes  in  the  center  of  the  left 
lung  near  to  the  mediastinum,  and  an  x-ray  of  the 
abdomen  showed  a huge  liver  and  spleen. 

It  was  our  clinical  impression  that  the  patient  had 
acute  lymphatic  leukemia  which  had  produced  mas- 
sive enlargement  of  both  testes,  the  large  abdominal 
mass,  and  also  the  enlargement  of  the  liver  and 
spleen.  Biopsy  of  one  of  the  testes  was  proposed, 
but  permission  for  any  surgery  was  refused.  On 
September  21,  1950,  the  blood  studies  revealed  a 
white  blood  count  of  75,700  with  62  per  cent  undif- 
ferentiated lymphoblasts.  The  nonprotein  nitrogen 
had  risen  to  50  mg.  per  cent.  By  September  28, 
1950,  the  white  blood  count  had  risen  to  205,000, 
and  the  differential  study  of  the  blood  still  showed 
62.5  per  cent  undifferentiated  lymphocytic  cells. 

He  was  given  multiple  small  blood  transfusions, 
but  his  condition  became  progressively  worse.  He 
developed  a very  marked  yellowish-brown  discolora- 
tion of  the  skin,  became  progressively  more  drowsy, 
and  expired  on  October  12,  1950.  Permission  for 
biopsy  or  autopsy  was  not  obtained.  In  spite  of 
lack  of  histologic  proof  of  the  nature  of  the  testicular 
lesions,  I believe  this  unquestionably  represents  a 


Fig.  5.  Case  4. — Massive  enlargement  of  both 
testes  caused  by  lymphatic  leukemia. 


concomitant  bilateral  testicular  lesion  from  lym- 
phatic leukemia. 

Discussion 

It  is  apparent  that  secondary  involvement  of 
the  genitourinary  tract  by  malignant  lymphoid 
tumors  is  quite  common.  We  know  that  primary 
lymphomatous  involvement  of  some  of  the  organs 
of  the  genitourinary  tract  is  not  so  rare  as  pre- 
viously supposed.  It  is  pertinent  at  this  time, 
therefore,  to  emphasize  the  essential  need  for 
understanding  the  over-all  clinical  picture  of 
the  lymphomata,  particularly  with  reference  to 
the  genitourinary  organs. 

The  kidney  is  involved  more  frequently  than 
the  other  organs  of  the  genitourinary  tract,  while 
lesions  in  the  ureter,  bladder,  prostate,  and  testis 
are  less  common.  Aside  from  the  more  common 
manifestations  of  lymphomata  in  the  genito- 
urinary tract  presented  above,  there  are  others 
which  are  less  frequently  observed.  Priapism 
is  a rare  complication  of  leukemia.  Watson, 
Sauer,  and  Sadugor  mention  a case  of  lympho- 
sarcoma occurring  in  the  female  urethra  resem- 
bling a carbuncle.13  They  also  report  a similar 
lesion  due  to  Hodgkin’s  disease.  In  one  of  our 
cases  of  lymphosarcoma  of  the  testis  the  penis 
and  scrotum  were  markedly  edematous,  a finding 
which  has  been  noted  by  others.  Baldridge  and 
Awe  report  two  instances  in  which  ulcerated 
lesions  on  the  penis  developed  during  the  terminal 
stages  of  the  disease.3  Involvement  of  the 
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epididymis  by  lymphosarcoma  was  found  in 
two  of  our  autopsy  cases,  and  in  Case  4 the 
epididymides  were  clinically  involved.  Involve- 
ment of  the  vas  by  lymphosarcoma  occurred 
once  in  our  autopsy  series. 

The  true  nature  of  the  underlying  pathology 
in  many  of  these  cases  may  be  obscure  and  escape 
early  recognition,  and  therefore  the  physician 
must  be  aware  of  and  alert  to  the  possible  mani- 
festations of  lymphoid  tumors  in  the  genito- 
urinary tract.  The  kidney  may  be  involved 
bilaterally  and  the  pyelographic  changes  simulate 
polycystic  disease  or  primary  kidney  tumor. 
Hydronephrosis  may  be  produced  from  ureteral 
obstruction  by  large  abdominal  lymph  node 
masses.  Lymphomatous  involvement  of  the 
bladder  may  produce  lesions  very  much  like 
vesical  carcinoma.  It  may  be  entirely  impossible 
to  differentiate  lymphomatous  involvement  of 
the  prostate  from  carcinoma.  The  differential 
diagnosis  between  lymphomatous  tumors  of 
testes  and  seminoma  or  embryonal  carcinoma 
may  be  extremely  difficult. 

Prompt  diagnosis  of  malignant  lymphoma  of 
the  genitourinary  tract  is  very  important  if 
needless  surgery  and  far-reaching  errors  in  treat- 
ment are  to  be  avoided.  This  type  of  patient 
tolerates  surgery  poorly,  and  cystoscopic  instru- 
mentation may  lead  to  infection  of  the  upper 
urinary  tract  or  to  profuse  hematuria  in  a patient 
who  has  a marked  thrombopenia. 

When  a genitourinary  lesion  is  discovered  in  a 
patient  known  to  have  a malignant  lymphoma, 
the  probability  that  the  lesion  is  lymphomatous 
in  origin  must  not  be  overlooked,  and  great  care 
must  be  exercised  in  so  far  as  diagnostic  measures 
and  the  selection  of  proper  therapy  are  concerned. 
It  is  suggested  that  some  of  these  patients  be 
given  a course  of  x-ray  therapy  to  observe  the 
response  before  subjecting  the  individual  to 
surgery.  In  cases  of  this  sort  orchiectomy  is 
justified  because  it  permits  a definite  diagnosis 
and  subjects  the  patient  to  no  particular  risk. 

The  malignant  lymphomata  are  not  invariably 
and  rapidly  fatal.  Higgins  reported  a case  of 
primary  lymphosarcoma  of  the  bladder  alive 
and  well  eleven  years  after  operation  and  post- 
operative roentgen  therapy.16  Occasional  in- 
stances of  long  duration  may  be  seen  in  any  of 
the  lymphoid  tumors  regardless  of  type  or  treat- 
ment.3 Patients  with  Hodgkin’s  disease  have 
Ijeen  reported  alive  five  to  ten  years  after  diagno- 
sis, and  there  are  reports  of  patients  living  eleven 
years  with  lymphatic  leukemia. 

The  cooperative  efforts  of  the  urologist,  in- 
ternist, and  roentgen  therapist  are  essential  for 
the  proper  care  of  patients  with  malignant 
lymphomata  of  the  genitourinary  tract.  The 
patient  requires  complete  medical  and  hemato- 


logic studies.  Deep  roentgen  therapy,  nitrogen 
mustard,  adrenocorticotropic  hormone,  cortisone, 
radioactive  phosphorus,  and  triethylene  mela- 
mine are  being  used  in  the  treatment  of  these 
diseases  at  the  present  time,  but  the  proper  selec- 
tion of  therapeutic  agents  must  be  left  with  the 
internist  and  the  radiologist. 

Summary 

1.  Lymphomatous  involvement  of  the  genito- 
urinary tract  is  being  seen  with  increasing  fre- 
quency and  would  be  recognized  more  often  by 
the  urologist  if  the  clinical  manifestations  were 
known  and  kept  in  mind. 

2.  A review  of  41  autopsy  cases  of  lympho- 
matous involvement  of  the  genitourinary  tract 
has  been  undertaken.  Of  the  22  patients  with 
lymphatic  leukemia  16  were  males  and  six 
females.  Nine  of  the  11  patients  with  lympho- 
sarcoma were  males  and  two  females.  There 
were  eight  cases  of  Hodgkin’s  disease,  five  occur- 
ring in  males  and  three  in  females. 

3.  Four  pertinent  clinical  cases,  illustrating 
lymphomatous  involvement  of  kidney,  bladder, 
prostate,  and  testis,  have  been  reported. 

4.  Clinical  manifestations  of  lymphomatous 
involvement  of  the  genitourinary  tract  have 
been  discussed. 

5.  The  diagnosis  and  proper  treatment  of 
these  conditions  requires  the  cooperative  efforts 
of  the  urologist,  internist,  and  roentgen  therapist. 
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MANAGEMENT  OF  KIDNEY  INJURIES 

Francis  O.  Harbach,  M.D.,  Leo  E.  Gibson,  M.D.,  and  Charles  H.  Lynch,  M.D.,  Syracuse, 
New  York 


{From  the  Department  of  Urology , State  University  of  New  York  at  Syracuse,  College  of  Medicine ) 


THE  literature  dealing  with  traumatic  injuries 
of  the  kidney  reveals  considerable  divergence 
of  opinion  concerning  their  management.  One 
group  of  urologists  strongly  favors  conservative 
treatment.  Another  group  feels  just  as  strongly 
that  prompt  surgical  intervention  is  indicated. 
This  controversial  thinking  prompted  us  to  re- 
view our  cases  over  the  past  twenty  years.  We 
have  always  favored  conservative  management 
where  possible.  In  certain  cases  we  have  resorted 
to  emergency  surgery  and  will  continue  to  do  so 
whenever  we  believe  the  indications  are  present 
which  demand  such  emergency  treatment.  The 
results  of  the  105  cases  which  we  have  reviewed 
have  made  us  all  the  more  staunch  in  our  belief 
that  it  is  seldom  necessary  to  resort  to  surgery  in 
renal  injuries. 

Classification 

We  have  classified  our  cases  as  contusions  and 
ruptures  of  the  kidney.  The  former  were  those 
minor  injuries  which  had  a history  of  trauma, 
loin  pain,  microscopic  blood  in  the  urine,  and 
were  in  the  hospital  one  week  or  less.  There  were 
56  cases  in  this  group.  The  ruptures,  which  num- 
bered 49  cases,  were  considered  to  have  a lacera- 
tion or  lacerations  of  the  kidney  to  a varying 
degree,  and  all  had  gross  blood  in  the  urine. 
Except  in  those  cases  operated,  autopsied,  and 
those  with  definite  evidence  of  extravasation  on 
pyelography,  we  realize  we  have  no  definite  proof 
of  laceration  in  the  second  group.  Neither  do  we 
have  definite  proof  that  more  serious  injury  to  the 
kidney  did  not  exist  in  the  cases  we  classify  as 
contusions. 

Diagnosis 

The  diagnosis  of  renal  trauma  is  relatively 
simple;  there  is  a history  of  injury,  loin  pain, 
muscular  rigidity,  and  in  some  cases  a definite 
mass.  The  difficulty  arises  in  determining  the 
extent  of  renal  damage  and  the  treatment  to  be 
instituted.  We  feel  that  the  physical  signs,  pulse, 
blood  pressure,  general  appearance  of  the  patient, 
presence  or  absence  of  a mass,  are  of  prime  im- 
portance. Intravenous  pyelograms  are  done  on 
all  our  patients  as  soon  as  shock  has  been  com- 
bated. This  procedure  is  important  chiefly  in 
determining  the  presence  of  or  status  of  the  oppo- 
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Fig.  1.  R.  L.,  a fifteen-year-old  boy,  was  struck 
by  an  auto  in  1950  and  suffered  crushed  left  chest 
with  evidence  of  renal  injury.  Intense  gross  total 
hematuria  and  left  loin  mass  were  noted  on  admis- 
sion. Intravenous  pyelogram  (left)  showed  left 
flank  hematoma  and  nonfunctioning  kidney  on  day  of 
admission  and  was  normal  three  weeks  later  (right). 
The  patient  was  treated  by  support  and  observation 
only. 


site  kidney.  It  also  may  determine  the  severity 
of  damage  to  the  impaired  kidney  but  certainly 
should  not  be  relied  upon  completely  for  this  in- 
formation. A traumatized  kidney  may  show7  no 
function  on  the  intravenous  pyelogram,  but  this 
is  not  proof  that  the  kidney  is  severely  damaged 
(Fig.  1). 

We  do  not  concur  w7ith  those  who  believe  in 
routine  cystoscopy.  Only  six  cystoscopic  exam- 
inations were  performed  in  the  105  cases  re- 
viewed, and  in  two  of  these  this  procedure  might 
well  have  been  eliminated.  One  of  these,  a nine- 
teen-year-old boy,  was  seen  in  consultation  four 
days  after  injury.  Unquestionably  the  right 
kidney  had  been  ruptured.  Intravenous  and  ret- 
rograde study  had  been  done.  It  is  doubtful 
w'hether  the  retrograde  pyelogram  aided  the 
diagnosis  (Fig.  2).  The  patient  was  toxic  and 
showed  evidence  of  infection.  Did  cystoscopy 
introduce  the  infection?  That  is  a distinct  possi- 
bility. Secondary  hemorrhage  eleven  days  after 
the  injury  necessitated  emergency  nephrectomy. 
It  is  open  to  conjecture  just  what  would  have 
happened  in  this  case  if  the  attending  physician 
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Fig.  2.  M.  It.,  a nineteen-year-old  male,  sus- 
tained multiple  contusions  and  lacerations  in  an 
automobile  accident  in  1950.  There  was  gross 
hematuria  and  evidence  of  right  flank  mass.  Intra- 
venous pyelogram  (left)  showed  perirenal  hematoma 
and  suggested  clots  in  pelvis,  but  architecture  was 
essentially  normal  and  there  was  no  extravasation. 
Retrograde  pyelogram  (right)  the  following  day  con- 
firmed findings.  Infection  and  secondary  hemor- 
rhage necessitated  nephrectomy  on  the  eleventh  day. 


had  not  exercised  so  much  diagnostic  zeal  and  had 
omitted  cystoscopy. 

We  are  all  aware  that  ruptures  of  the  liver  and 
spleen  not  uncommonly  accompany  injuries  to 
the  kidney.  Where  there  is  any  question  of  this 
complication  we  do  peritoneal  aspiration  rou- 
tinely. 

Analysis  of  Material 

The  56  cases  which  we  have  classified  as  con- 
tusions on  the  basis  of  minimal  hematuria  and 
short  morbidity  (one  week  or  less  in  the  hospital) 
were  all  treated  conservatively  and  the  diagnosis 
made  on  the  basis  of  physical  findings  alone. 
None  of  these  were  examined  cystoscopically. 
As  far  as  can  be  determined,  no  patient  in  this 
group  suffered  any  immediate  or  delayed  ill  ef- 
fects traceable  to  the  kidney  injury. 

Forty-nine  cases  were  considered  to  be  rup- 
tures. Admittedly  the  extent  of  injury  is  obscure 
in  all  cases  managed  conservatively  since  the  very 
nature  of  such  management  precludes  the  steps 
necessary  for  complete  diagnosis.  Indeed,  we 
have  been  impressed  with  the  tendency  of  many 
authors  to  emphasize  diagnosis,  even  to  the  point 
of  ignoring  the  welfare  of  the  patient.  We  base 
our  argument  on  the  premise  that  if  a person  re- 
covers without  undue  morbidity  or  risk  of  dan- 
gerous sequelae  when  managed  conservatively,  it 
matters  little  whether  the  renal  injury  was  a 
small  parenchymal  tear  or  an  extensive  fracture 


Fig.  3.  D.  D.,  a nine-year-old  boy,  fell  from  a 
tree  in  1936,  landing  on  the  right  side  of  his  back. 
There  was  shock,  a large  right  loin  mass,  and  intense 
hematuria.  Intravenous  pyelogram  showed  ex- 
tensive extravasation  with  considerable  hematoma. 
On  support  and  bed  rest  only,  the  hematuria  ceased 
in  eighteen  days,  and  the  patient  was  discharged  in 
thirty  days  with  no  sequelae. 


of  the  renal  substance.  Several  of  the  cases  we 
have  reviewed  have  bled  sufficiently  to  lose  an 
estimated  liter  of  blood  in  the  urine  in  sufficient 
concentration  to  clot  almost  the  entire  output 
during  a twelve-hour  period.  Although  we  are 
unable  to  state  the  exact  extent  of  the  lacerations 
in  these  cases  since  they  were  not  explored,  we  are 
able  to  state  that  they  left  the  hospital  with  two 
functioning  kidneys  and  in  most  instances  with- 
out the  additional  morbidity  which  surgical  inter- 
vention might  have  incurred.  However,  when 
bleeding  is  as  severe  as  in  these  cases,  a fairly 
extensive  laceration  of  the  parenchyma  into  a 
calyx  must  be  present. 

As  a corollary  of  this  thesis,  we  note  that  three 
cases  in  this  group  had  sufficient  perirenal  hema- 
toma to  indicate  the  loss  of  several  hundred  cubic 
centimeters  of  blood  into  the  perinephric  space. 
This  would  certainly  not  occur  without  a gross 
laceration  of  the  renal  capsule  and,  unless  it 
communicated  with  a calyx,  could  not  be  demon- 
strated as  an  extravasation  on  retrograde  study. 
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Fig.  4.  V.  M.  received  a gunshot  wound  in  1950, 
the  bullet  entering  the  left  flank  and  lodging  in  the 
kidney.  The  patient  suffered  shock  and  paraplegia 
and  developed  a right  flank  mass  and  boardlike  ab- 
domen. Excretory  urogram  showed  preservation 
of  function  with  this  extensive  extravasation. 
Coeliotomv  for  suspected  viscus,  drainage  of  hema- 
toma through  the  flank,  repair  of  the  kidney  lacera- 
tion, and  pyelostomy  were  performed.  Exploration 
of  the  spinal  cord  was  done  later.  The  patient  re- 
covered completely. 


All  three  received  supportive  therapy  only  and 
absorbed  their  hematomata  without  incident 
(Fig.  3). 

We  all  agree  that  the  amount  of  hematuria  is 
not  an  accurate  index  of  the  extent  of  injury, 
especially  in  perforating  or  penetrating  wounds 
in  which  a missile  may  sever  the  ureter.  One  of 
our  cases,  a Negro,  received  a gunshot  wound  of 
the  back  and  abdomen.  He  was  admitted  to  the 
hospital  in  grave  shock,  with  obvious,  severe, 
multiple  intra-abdominal  injuries.  Absence  of 
hematuria  in  this  case  was  not  an  index  to  the 
amount  of  kidney  damage.  Shock  was  treated, 
and  a laparotomy  was  done  by  the  surgical  serv- 
ice. In  addition  to  the  many  intraperitoneal 
injuries  discovered,  there  was  a shattered  right 
kidney  the  ureter  of  which  was  completely  severed. 
He  expired  on  the  table. 

Thirty-six  cases  regarded  as  severe  enough  to 
be  classified  as  renal  laceration  or  rupture  were 
treated  conservatively  by  means  of  bed  rest,  res- 


Fig.  5.  S.  M.,  a twelve-year-old  girl,  fell  from  a 
bicycle  in  1935,  striking  her  left  loin  on  the  curb. 
She  suffered  severe  shock,  large  left  loin  mass,  and 
generalized  boardlike  rigidity.  C'oeliotomy  re- 
vealed only  400  to  500  cc.  of  retroperitoneal  hema- 
toma surrounding  the  left  kidney  which  was  not 
disturbed.  Retrograde  pyelogram  two  weeks  later 
showed  extensive  extravasation.  The  patient  was 
discharged  sixteen  days  after  admission.  There  are 
no  sequelae  sixteen  years  later,  but  the  patient  has 
refused  a follow-up  x-ray. 


torative  and  supportive  measures,  and,  during 
more  recent  years,  antibiotics.  In  most  instances 
careful  observation  was  made  of  vital  signs  and 
blood  cell  status  to  determine  the  rate  of  adminis- 
tration of  supporting  measures  or  to  note  the 
indication  for  abandonment  of  conservative  in 
favor  of  operative  treatment.  Two  patients  in 
this  group  had  emergency  nephrectomies  on  the 
eleventh  and  twelfth  days  because  of  severe 
secondary  hemorrhage.  Five  patients  died  and 
came  to  autopsy.  In  none  of  these  could  death 
be  attributed  to  the  renal  injury  in  any  way. 
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Morbidity  in  this  group  was  relatively  low. 
Hematuria  lasted  from  three  to  eighteen  days 
with  an  average  of  seven  and  one-half  days.  The 
duration  of  hospital  stay  varied  from  three  to 
thirty  days  with  an  over-all  average  of  slightly 
over  thirteen  days.  No  sequelae  have  been  noted 
in  these  cases  for  periods  ranging  from  six  months 
to  twenty  years. 

The  15  cases  which  came  to  surgery  have  been 
divided  into  two  groups:  those  which  were  oper- 
ated upon  primarily  for  the  kidney  injury,  num- 
bering eight,  and  those  whose  abdomens  were 
explored  because  of  signs  pointing  to  injury  of 
intra-abdominal  viscera  other  than  kidney,  total- 
ing seven. 

Review  of  the  eight  cases  operated  primarily 
for  the  kidney  injury  reveals  that  in  only  one  was 
the  kidney  saved.  Analysis  of  the  indications  for 
surgery  in  these  eight  cases  with  the  aid  of  hind- 
sight suggests  that  four  of  them,  including  the 
case  in  which  the  kidney  was  salvaged,  might 
well  have  been  managed  conservatively.  Whether 
or  not  this  would  have  resulted  in  conservation  of 
renal  tissue  is  admittedly  open  to  debate.  There 
were  no  deaths  in  this  group.  The  fact  remains, 
however,  that  once  surgery  was  decided  upon, 
nephrectomy  was  done  in  seven  out  of  eight  cases. 

Seven  cases  were  explored  surgically  for  in- 
dications either  wholly  or  partly  independent  of 
the  kidney  injury.  Two  of  these  are  of  particular 
interest.  The  first  was  an  eighteen-year-old  boy 


who  was  struck  by  a 22-caliber  bullet.  The  right 
kidney  was  definitely  known  to  be  injured,  but 
intraperitoneal  injury  was  also  suspected.  Sur- 
gical exploration  was  undertaken  and  no  intra- 
peritoneal wounds  found.  The  bullet  was  then 
removed  from  the  renal  pelvis,  and  a pyelostomy 
tube  was  left  in  place.  He  made  an  uneventful 
recovery  (Fig.  4). 

The  second  case,  a girl  aged  twelve,  fell,  strik- 
ing her  left  loin  against  the  curb.  There  was  no 
question  of  left  kidney  injury,  but  abdominal 
signs  were  so  severe  that  a perforated  intraperi- 
toneal viscus  was  also  suspected.  The  abdomen 
was  explored,  and  the  only  pathology  found  was  a 
very  extensive  retroperitoneal  hemorrhage  with 
a large  hematoma  surrounding  the  kidney.  This 
patient  went  on  to  recovery  with  complete  ab- 
sorption of  the  hematoma.  Corroborative  evi- 
dence of  the  extensive  kidney  damage  in  this  case 
was  obtained  by  retrograde  study  on  the  four- 
teenth postoperative  day  (Fig.  5). 

Conclusions 

We  have  reviewed  105  cases  of  renal  trauma, 
92  of  which  were  treated  conservatively.  There 
were  six  deaths  in  the  total  series,  and  none  of 
these  deaths  could  in  any  way  be  attributed  to 
the  renal  injury.  We  feel  our  experience  in  this 
series  of  cases  justifies  conservative  treatment  in 
the  large  majority  of  renal  injuries. 
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EFFECTS  OF  ADRENOCORTICOTROPIC  HORMONE  AND  CORTISONE  IN  PATIENTS 
WITH  TUBERCULOSIS 


Changes,  rapid  and  profound  but  temporary,  in 
the  course  of  far-advanced  tuberculosis  occurred  in 
seven  patients  administered  cortisone  or  ACTH. 
These  transient  changes  included  relatively  rapid 
defervescence  in  febrile  patients,  subjective  im- 
provement and  generally  enhanced  feeling  of  well- 
being, increase  in  strength  and  appetite,  and  de- 
crease in  edema  and  exudate  in  local  laryngeal  le- 
sions. This  improvement  could  not  be  maintained 
indefinitely  by  continued  hormone  therapy,  and 
withdrawal  of  the  hormone  brought  abrupt  regres- 
sion. 

The  authors  also  report  that  in  three  of  six 
of  the  patients  tested,  cutaneous  hypersensitivity  to 


tuberculoprotein  was  reversed  during  the  period  of 
hormone  treatment.  Within  three  weeks  after  the 
drug  was  stopped,  there  were  significant  increases  in 
the  concentration  of  serum  gamma  globulin  and  in 
the  titer  of  tuberculin  hemagglutinating  antibodies  in 
three  of  the  total  of  seven  patients  in  the  series. 
The  ultimate  significance  of  these  transient  modifi- 
cations of  response  to  infection  after  administration 
of  an  agent  which  apparently  acts  only  on  the  host 
must  await  further  study  for  possible  evaluation. 
— Charles  A.  LeMaistre,  M.D.,  Ralph  Tompsett, 
M.D.,  Carl  Muschenheim,  M.D.,  James  A.  Moore, 
M.D.,  and  Walsh  McDermott,  M.D.,  Journal  of 
Clinical  Investigation,  May,  1951 


UROLOGIC  PROBLEMS  IN  THE  UREMIC  PATIENT:  THEIR 
INVESTIGATION  AND  MANAGEMENT 

J.  Hartwell  Harrison,  M.D.,  Boston,  Massachusetts 
{From  the  Peter  Bent  Brigham  Hospital) 


TO  THE  urologist  and  the  physician  the 
problems  of  uremia  furnish  opportunity 
for  activity  in  a broad  field  of  endeavor.  Uremia 
literally  means  an  accumulation  of  the  constit- 
uents of  urine  in  the  circulating  blood,  but  the 
true  connotation  which  has  evolved  indicates 
a state  of  toxicity  involving  disturbance  of 
intracellular  and  extracellular  fluids  as  well 
which  affects  the  entire  organism.  The  toxemia 
is  caused  by  the  retention  of  nitrogenous  and  other 
waste  products,  e.g.,  phenols,  oxalates,  and 
phosphates,  and  by  an  accompanying  profound 
disturbance  of  fluid  and  electrolyte  balance. 
The  failure  of  normal  elimination  by  the  kidney 
may  be  caused  by  so-called  prerenal  factors  such 
as  hepatic  and  vascular  disease  or  by  primary 
renal  disease.  The  latter  may  be  intrinsic  or 
due  to  processes  originating  beyond  the  kidney 
and  exerting  a deleterious  effect  upon  it.  This 
presentation  is  concerned  with  the  investigation 
and  management  of  renal  insufficiency  due  to 
those  conditions  which  have  surgical  implications 
and  constitute  chiefly  the  obstructive  urop- 
athies.  The  urologic  problems  of  the  uremic 
patient  are  caused  notably  by  obstruction  and 
infection  which  may  be  due  to  congenital  abnor- 
malities, urolithiasis,  neoplasia,  and  trauma. 
The  management  of  these  problems  is  primarily 
directed  toward  relief  of  obstruction,  restoration 
of  renal  circulation,  and  prevention  of  spreading 
infection  in  order  to  regain  homeostasis. 

Definitive  urologic  investigation  is  frequently 
necessary  in  the  uremic  patient  in  order  to 
arrive  at  an  accurate  diagnosis.  It  is  only  by 
this  means  that  the  differential  diagnosis  between 
the  medical  and  surgical  conditions  causing 
uremia  can  be  elucidated.  It  is  not  indicated  or 
necessary  here  to  go  into  a discussion  of  all  the 
different  conditions  producing  uremia.  How- 
ever, it  does  seem  worth  while  to  outline  the 
following  conditions  which  are  common  causes 
of  renal  insufficiency: 

I.  Obstructive  Renal  Insufficiency 

A.  Hyperplasia  of  the  prostate — benign  or 
malignant 

B.  Nephrolithiasis  with  pyelonephritis 

C.  Cancer  of  the  urinary  bladder 

D.  Cancer  of  the  uterine  cervix 

Presented,  by  invitation,  at  the  145th  Annual  Meeting  of 
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E.  Stricture  of  the  urethra 

1.  Acquired 

2.  Congenital 

F.  Congenital  abnormalities  of  kidney  and 

ureter 

1.  Hydronephrosis 

2.  Polycystic  disease 

3.  The  fused  renal  mass 

4.  Megaloureter 

5.  Bilateral  ureterocele 

6.  Duplication  of  renal  pelves  and  ureters 

G.  Functional  disturbances  of  the  bladder 

1.  Paralytic  bladder  following  injury  of 
the  spinal  cord 

2.  Anomalies  of  the  spinal  cord  such  as 

meningocele  and  spina  bifida 

3.  Diseases  of  the  central  nervous  system 

a.  Syphilis 

b.  Diabetes 

c.  Pernicious  anemia — combined  sys- 
tems disease 

d.  Multiple  sclerosis 

4.  The  postoperative  paralytic  bladder 

II.  Nonobstructive  Primary  Renal  Insufficiency 

A.  Pyelonephritis 

B.  Glomerulonephritis 

C.  Arteriolar  nephrosclerosis 

D.  Renal  hypoplasia  or  aplasia 

E.  Toxic  nephritis  due  to  extraneous  poisons, 

such  as  carbon  tetrachloride,  sulfonamides, 
bichloride  of  mercury 

F.  Cortical  necrosis 

III.  Surgical  Conditions  Complicated  by  Renal 
Insufficiency 

A.  Shock 

1.  Traumatic 

2.  Hemorrhagic 

B.  Crush  syndrome 

C.  Burns 

D.  Intravascular  hemolysis 

1.  Transfusion  reaction 

2.  Toxemia  of  pregnancy 

3.  Transurethral  prostatectomy 

E.  Biliary  and  hepatic  disease 

F.  Intestinal  obstruction 

G.  The  postoperative  kidney  affected  by 

1 . Anesthesia 

2.  Dehydration 

3.  Trauma 

4.  Hemorrhage 

H.  Anuria  following  pyelography 

I.  The  reabsorption  syndrome  following  ure- 

terosigmoidal  anastomosis 
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Investigation  of  the  Uremic  Patient 

The  history  is  of  major  importance  in  the 
evaluation  of  the  uremic  patient.  Renal  in- 
sufficiency often  develops  slowly  over  a period  of 
years  in  a very  insidious  manner  without  any 
sudden  change  in  the  condition  of  the  patient 
until  the  renal  reserve  is  low  and  a relatively 
minor  disturbance  causes  a severe  upset  of 
metabolic  equilibrium.  For  example,  the  patient 
with  polycystic  disease  of  the  kidney  who  has 
been  vigorously  active  until  early  in  the  fifth 
decade  suddenly  finds  that  his  strength  is  failing, 
appetite  is  poor,  and  there  is  a constant  thirst. 
His  consumption  of  water  increases,  headaches 
supervene,  and  the  change  can  be  dated  as  to 
the  year  and  season  without  difficulty  usually. 
This  increased  demand  for  water  is  a compen- 
satory phenomenon  brought  about  by  the  loss  of 
the  concentrating  powers  of  the  kidney,  and 
therefore  it  is  necessary  to  excrete  a larger  volume 
of  urine  in  order  to  eliminate  the  ordinary  com- 
plement of  about  30  to  35  Gm.  of  solids  in  the 
urine  per  day. 

The  female  patient  having  severe  chronic 
pyelonephritis  will  often  give  a history  of  having 
had  the  inception  of  her  infection  during  or 
following  pregnancy.  There  may  be  a history 
of  intermittent  attacks  of  infection  since  that 
time,  or  the  patient  may  not  have  had  prominent 
acute  attacks  but  gives  a history  of  persistent 
mild  urinary  difficulty  or  perhaps  no  symptoms 
at  all.  It  is  exceedingly  common  for  infection 
of  the  urinary  tract  to  occur  originally  as  a 
complication  of  an  acute  upper  respiratory 
infection,  an  abscessed  tooth,  acute  enteritis, 
or  some  other  distant  focus.  The  patient  who 
has  uremia  as  a result  of  nephrolithiasis  with 
secondary  pyelonephritis  will  often  give  a history 
of  either  having  passed  calculi  or  of  having  had 
renal  colic.  Gradual  enlargement  of  a calculus 
from  the  calyces  into  the  pelvis  without  passing 
fragments  down  the  ureter  silently  occurs  to 
bring  about  stasis,  infection,  necrosis,  and 
eventual  destruction  of  the  parenchyma.  The 
family  history  is  of  importance  with  reference 
to  nephrolithiasis,  congenital  anomalies,  and 
hypertensive  vascular  disease. 

The  incidence  of  acquired  urethral  stricture 
has  been  diminished  by  the  advent  of  effective 
chemotherapy  and  the  appropriate  discard  of 
traumatic  instrumentation;  however,  from  time 
to  time  this  condition  is  yet  found  to  be  the 
cause  of  renal  failure.  With  the  increase  of 
life  expectancy  one  will  find  among  other  con- 
comitants of  advancing  age  an  increase  of  the 
incidence  of  hyperplasia  of  the  prostate. 
Difficult  micturition  is  the  outstanding  symptom, 
and  30  per  cent  of  these  patients  will  have 
azotemia  today  before  seeking  assistance. 


Uremia  caused  by  the  encroachment  of  neoplasm, 
arising  either  within  or  outside  of  the  urinary 
tract,  upon  the  ureter  or  bladder  notoriously 
produces  only  late  urinary  symptoms,  and  the 
history  often  indicates  that  an  earlier  routine 
interval  examination  might  have  resulted  in 
therapy  which  would  preserve  renal  function. 
Finally,  it  must  be  emphasized  that  modern 
methods  of  diagnosis  and  therapy  recently 
utilized  may  induce  anuria  in  the  patient  with 
antecedent  unrecognized  renal  disease.  Pyelo- 
graphic  investigation,  sulfonamide  treatment, 
blood  transfusion,  and  transurethral  prosta- 
tectomy have  each  been  prominent  factors  in 
the  history  of  patients  admitted  to  us  because 
of  anuria. 

Acute  uremia  complicates  surgery  of  the 
solitary  and  previously  diseased  kidney;  also 
it  occurs  after  other  forms  of  surgical  intervention 
such  as  in  biliary  disease  when  hemorrhage, 
shock,  and  sepsis  have  supervened.  Three  to 
six  months  after  a plasma  transfusion  or  after 
the  use  of  fibrinogen  and  thrombin  as  hemostatic 
agents,  infectious  hepatitis  may  occur.  This 
is  often  complicated  by  prerenal  azotemia  which 
is  of  even  greater  hazard  to  the  urologic  patient 
than  the  general  surgical  patient  with  normal 
kidneys.  The  history  of  sulfonamide  medication 
causing  either  a sensitivity  reaction  or  crystalluria 
is  significant  under  all  circumstances.  Side- 
reactions  to  the  various  antibiotics  are  occurring 
with  increasing  frequency  and  may  result  in 
profound  disturbances  of  water  and  electrolyte. 
The  history  of  severe  diarrhea  was  a prominent 
feature  in  three  patients  having  a toxic  reaction 
to  antibiotics,  and  the  physiologic  disturbance 
caused  thereby  was  reflected  in  the  ensuing 
renal  failure.  Uremia  following  ureterosigmoi- 
dostomy  may  be  due  to  ureteral  obstruction  but 
is  often  due  to  reabsorption  of  certain  constituents 
of  the  urine  by  the  bowel. 

Physical  Examination 

The  physical  examination  of  the  uremic 
patient  yields  much  valuable  information.  The 
degree  of  toxicity  manifested  in  the  patient’s 
facies  is  obvious.  Dryness  of  the  skin  and 
mucous  membranes  is  the  rule  in  the  chronic 
uremic,  and  paleness  due  to  secondary  anemia 
is  a frequent  concomitant.  The  patient  in  early 
acute  uremia,  however,  whose  fluids  have  been 
managed  properly,  may  be  adequately  hydrated 
and  also  may  show  no  anemia.  Hemocon- 
centration  may  be  present  because  of  vomiting 
and  dehydration.  The  cyclical  Cheyne-Stokes 
respiration  is  a manifestation  of  the  terminal 
stages  of  the  condition.  General  anasarca 
as  well  as  pulmonary  edma  signifies  that  excessive 
amounts  of  fluid  and  sodium  chloride  have  been 
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administered.  Hepatic  enlargement  and  jaun- 
dice may  indicate  the  presence  of  a prerenal 
factor  as  a cause  of  uremia.  Enlargement  of 
the  kidneys  on  one  or  both  sides  may  be  present 
as  a result  of  pyelonephritis,  pyonephrosis, 
hydronephrosis,  diffuse  renal  engorgement,  neo- 
plasm, and  polycystic  disease. 

In  the  case  of  obstruction  in  the  urethra  or 
at  the  bladder  neck  by  enlargement  of  the 
prostate,  the  bladder  may  be  palpated  to  the 
umbilicus  or  higher.  Rectal  examination  may 
reveal  an  enlarged  benign  or  malignant  pros- 
tate or  other  neoplasms  in  the  pelvis  such  as 
retroperitoneal  lymphoma  or  carcinoma  of  the 
rectum  causing  vesical  or  ureteral  obstruction. 
In  the  female  patient,  carcinoma  of  the  cervix  is 
a common  cause  of  bilateral  ureteral  obstruction 
and  uremia.  This  as  well  as  other  neoplasms  in 
the  pelvis  may  be  discovered  by  combined  pelvic- 
abdominal  and  rectoabdominal  examination. 
The  examination  of  the  extremities  is  of  impor- 
tance in  uremia  with  reference  to  edema,  phlebo- 
thrombosis,  and  signs  of  advanced  cardiovascular 
disease.  Measurement  of  the  blood  pressure 
often  reveals  a striking  degree  of  hypertension  in 
both  chronic  and  acute  uremia,  which  may  be 
regarded  as  either  a causative  or  a compensatory 
physiologic  phenomenon,  depending  upon  the 
etiology  of  the  condition.  The  finding  of  hypo- 
tension in  the  presence  of  uremia  is  a very  omi- 
nous sign  which  indicates  poor  renal  circulation 
and  a failure  of  the  cardiovascular  system  to 
compensate  for  and  to  meet  the  physiologic 
demands  created  by  the  underlying  disease 
process. 

Measurements  of  Renal  Function 

Detailed  urinalysis  gives  information  regarding 
the  degree  of  proteinuria,  pyuria,  bacteriuria, 
and,  of  particular  importance,  the  specific  gravity 
of  the  urine  which  reflects  the  concentrating 
power  of  the  renal  tubules.  An  accurate 
measurement  of  the  fluid  intake  and  output 
correlated  with  the  specific  gravity  of  the  urine 
and  the  daily  weight  of  the  patient  furnish  a 
simple  control  in  the  proper  day-to-day  manage- 
ment. Estimation  of  insensible  fluid  loss  and 
added  increments  from  fever  as  well  as  vomiting 
and  diarrhea  must  be  made.  The  daily  or 
alternate  daily  determination  of  the  blood  urea 
nitrogen,  carbon  dioxide  combining  power,  serum 
chloride,  and  hematocrit  yield  basic  information 
necessary  for  the  proper  regulation  of  fluid  and 
electrolyte  balance.  In  special  instances  of 
anuria  or  severe  oliguria  wherein  hypokalemia  or 
hyperkalemia  are  suspected,  determinations  of 
the  serum  potassium  and  sodium  are  also 
necessary.  Serum  proteins,  hematocrit  and 
hemoglobin  content  must  be  determined  from 
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time  to  time  in  patients  having  chronic  uremia, 
and  an  albumin-globulin  ratio  is  helpful  in 
those  patients  having  edema.  By  making  a 
simple  chart  on  a single  sheet  of  paper  showing 
the  above  studies,  the  day-to-day  fluid  and 
nourishment  to  be  administered  are  readily 
determined  (Table  I). 

Urologic  and  Roentgenographic  Examina- 
tion 

One  of  the  most  valuable  and  fundamental 
roentgenographic  examinations  is  the  plain  film 
of  the  abdomen.  This  basic  examination  serves 
as  a control  to  be  compared  and  contrasted 
with  subsequent  examinations  in  which  instru- 
ments or  opaque  media  are  used.  The  so-called 
plain  kidnev-ureter-bladder  film  should  be 
made  as  soon  as  possible.  This  delineates  the 
renal  shadows  and  shows  discrepancies  in  size, 
shape,  and  position  of  the  kidneys  at  once. 
Simple  urethral  catheterization  confirms  the 
presence  or  absence  of  vesical  retention  of 
urine.  If  the  patient  is  in  chronic  urinary  re- 
tention due  to  vesical  obstruction,  urethral 
catheter  drainage  with  a number  14  or  16  gum 
rubber  balloon  catheter  should  be  instituted. 
The  plain  film  will  also  show  alteration  of  the 
ileopsoas  muscle,  opacities  due  to  calculi,  and 
evidences  of  adynamic  ileus,  peritonitis,  or  intes- 
tinal obstruction.  If  there  is  evidence  in  the 
history  or  upon  physical  examination  of  ureteral 
obstruction  from  intrinsic  or  extrinsic  causes, 
cystoscopic  examination  and  ureteral  catheteri- 
zation are  indicated.  In  general,  retrograde 
pyelography  is  unwise  in  the  uremic  patient. 
However,  according  to  special  indications  from 
time  to  time  this  may  be  done  without  injury. 
Under  no  circumstances  should  intravenous  or 
excretory  pyelography  be  used  in  the  uremic 
patient.  It  is  hazardous  by  virtue  of  throwing 
a foreign  substance  into  the  blood  stream  which 
the  already  damaged  kidney  must  attempt  to 
excrete.  In  addition,  the  damaged  kidney  is 
unable  to  concentrate  sufficiently  to  give  any 
information  other  than  that  no  visualization 
of  the  collecting  system  is  obtained. 

In  the  case  of  strictures  of  the  urethra  gentle 
installation  of  opaque  20  per  cent  Skiodan, 
Rayopaque,  or  Lipiodol  into  the  urethra  will 
accurately  locate  the  position  and  relative  size 
of  the  stricture.  Calibration  of  the  urethra 
with  filiforms  and  followers,  the  emptying  of 
the  bladder,  and  placing  the  patient  on  constant 
drainage  are  of  course  at  once  indicated.  Any 
necessary  dilatation  or  surgical  intervention 
should  be  postponed  until  after  a period  of 
drainage  which  allows  for  re-establishment  of 
renal  and  circulatory  equilibrium  to  a maximal 
degree  and  affords  the  opportunity  for  protection 


against  spreading  infection  by  appropriate 
antibiotic  or  chemotherapy.  The  importance  of 
minimal  instrumentation  and  gentleness  in 
the  management  of  the  severely  ill  patient 
cannot  be  overemphasized. 

Urologic  Treatment  of  the  Uremic  Patient 

The  urologic  treatment  of  the  uremic  patient 
is  directed  toward  preservation  of  renal  paren- 
chyma, restoration  of  renal  function,  and  control 
of  infection.  When  an  obstructive  lesion  is 
responsible  for  uremia,  adequate  drainage  must 
be  instituted  by  the  simplest  means  possible. 
Urethral  drainage  of  the  bladder  with  a small 
(14F  or  16F)  gum  rubber  catheter  is  well  toler- 
ated in  practically  all  cases.  When  the  urethral 
catheter  will  not  pass  or  when  it  is  not  tolerated 
well,  a suprapubic  catheter  is  inserted  under  local 
anesthesia  unless  a stricture  is  present  which 
demands  external  perineal  urethrotomy.  The 
total  collection,  measurements,  and  examination 
of  the  urine  each  day  are  of  primary  importance. 

Ureteral  drainage  in  cases  of  obstruction  by 
stone  and  infection  may  be  lifesaving  initially 
and  permit  getting  the  patient  into  satisfactory 
condition  for  definitive  surgery.  We  have  found 
that  prolonged  ureteral  drainage  is  best  accom- 
plished by  means  of  polyethylene  catheters. 
Their  inertness  confers  excellent  tissue  tolerance, 
the  enlarged  lumen  of  the  catheter  permits 
maximal  drainage,  and  the  failure  of  blood  to 
clot  and  of  lime  salts  to  be  precipitated  in  them 
has  been  distinctly  advantageous.  We  have 
utilized  the  inlying  polyethylene  ureteral  catheter 
continuously  for  as  long  as  four  weeks. 

A Wien  ureteral  obstruction  prevents  the  passage 
of  a catheter,  ureterostomy,  pyelostomy,  ot 
nephrostomy,  unilateral  or  bilateral  as  indicated, 
must  be  carried  out.  In  such  cases  of  bilateral 
ureteral  obstruction  caused  by  cancer  of  the 
urinary  bladder,  prostate,  or  uterine  cervix, 
careful  studies  should  be  made  in  order  to  deter- 
mine which  kidney  has  been  obstructed  the 
shortest  length  of  time  and  is  therefore  pre- 
sumably the  better  of  the  two  organs  and  hence 
the  one  to  be  drained  first.  At  times  uretero- 
sigmoidostomy  or  ureterocutaneous  transplan- 
tation may  be  chosen  instead  of  nephrostomy  or 
pyelostomy  when  ureteral  catheterization  fails. 

The  choice  of  anesthesia  in  uremic  patients 
is  of  major  importance.  Local  anesthesia  supple- 
mented with  preliminary  analgesia  has  been 
ideal  for  nephrostomy  and  pyelostomy;  contin- 
uous spinal  anesthesia  is  effective  and  safe. 
Anoxemia  is  avoided  by  maintaining  an  adequate 
airway  and  by  administering  oxygen  in  high 
concentration  with  nitrous  oxide  or  ethylene  in 
small  amounts  to  minimize  the  hazard  and  in- 
crease the  facility  of  operation.  Minimal  tissue 
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trauma,  hemostasis,  and  maintenance  of  the 
circulating  blood  volume  and  blood  pressure 
enable  one  to  bring  these  seriously  ill  patients 
through  surgical  intervention  successfully. 
Where  operative  intervention  is  elective,  it 
is  at  times  indicated  to  prepare  the  patient  for 
surgery  by  means  of  external  dialysis  with 
the  artificial  kidney.  This  form  of  treatment 
also  may  be  of  great  value  when  instituted 
during  the  postoperative  period  in  order  to  give 
transitory  relief  of  the  burden  imposed  by 
operation  upon  the  already  damaged  kidney. 

During  the  past  three  years  at  the  Peter  Bent 
Brigham  Hospital  an  extensive  experience  in 
more  than  180  instances  has  been  obtained  with 
the  Kolff  type  of  artificial  kidney  by  Thorn 
and  Merrill.  The  effects  of  external  dialysis 
upon  a wide  variety  of  conditions  complicating 
urologic  surgery  have  been  studied.  Five 
patients  were  admitted  to  the  hospital  in  acute 
renal  failure  following  transurethral  resection 
of  the  prostate  in  which  distilled  water  was 
used  as  the  irrigating  fluid.  Two  of  these 
patients  recovered  completely,  and  despite 
dialysis  three  died  still  in  anuria,  although 
there  was  transitory  clinical  improvement  follow- 
ing each  treatment.  A number  of  these  patients 
have  been  treated  successfully  by  means  of 
regulation  of  fluid  and  electrolyte  balance 
without  the  necessity  of  external  dialysis.  It 
is  our  conviction  that  distilled  water  should  not 
be  used  as  the  irrigating  medium  in  transurethral 
prostatectomy.  Three  patients  were  admitted 
to  us  in  anuria  following  nephrectomy.  Two 
of  these  recovered  completely  following  dialysis, 
and  one  died  some  weeks  later  in  uremia.  Three 
patients  having  anuria  as  a result  of  sulfadiazine 
therapy  were  successfully  managed  by  ureteral 
catheter  drainage  and  external  dialysis.  Three 
patients  being  anuric  as  a result  of  an  acute 
exacerbation  of  chronic  pyelonephritis  showed 
marked  improvement  after  dialysis,  and  pro- 
longation of  life  was  accomplished.  One  patient 
expired  eighteen  months  after  treatment,  one 
seven  months,  and  one  is  living  and  well  six 
months  later.  External  dialysis  for  renal  failure 
as  a result  of  polycystic  disease  has  been  utilized 
in  one  case  with  transitory  improvement.  Two 
patients  anuric  after  total  cystectomy  and 
ureteral  transplantation  to  the  bowel  have  been 
treated.  One  of  these  excreted  2,000  cc.  of 
urine  into  the  rectum  within  twenty-four  hours 
after  dialysis. 

Several  patients  have  been  prepared  for 
operation  in  the  face  of  severe  failure,  greatly 
shortening  the  period  of  hospitalization.  One 
patient,  who  two  years  previously  had  been 
prepared  for  an  operation  upon  an  impermeable 
stricture  of  the  urethra  by  two  months  of  con- 


servative therapy,  was  prepared  successfully 
for  surgical  intervention  on  the  second  admission 
within  a few  days  by  means  of  external  dialysis. 
In  the  case  of  patients  having  bilateral  renal 
calculi,  pyelonephritis,  and  renal  failure,  it  is 
possible  to  improve  their  condition  greatly 
in  preparation  for  operation,  and  also  there  is  a 
security  to  the  surgeon  in  knowing  that  should 
anuria  supervene  postoperatively,  help  can 
be  obtained  by  this  means. 

When  a hemolytic  reaction  to  blood  transfusion 
occurs,  the  patient  should  immediately  be  given 
6 Gm.  of  sodium  bicarbonate  intravenously  in 
200  cc.  of  fluid.  This  will  minimize  hemolysis 
and  hemoglobinuric  nephrosis.  If  this  measure 
fails  to  prevent  anuria,  limitation  of  fluids  and 
balanced  electrolyte  administration  with  day-to- 
day  observations  as  outlined  above  may  accom- 
plish successful  therapy.  These  measures  failing, 
in  20  cases  external  dialysis  has  resulted  in 
complete  recovery  within  three  to  four  days. 

Four  patients  were  admitted  in  a state  of 
anuria  which  occurred  following  intravenous 
and/or  retrograde  pyelography  when  an  ante- 
cedent acute  and  chronic  pyelonephritis  was 
present.  In  each  of  these  cases  a quick  success- 
ful result  was  obtained  by  means  of  dialysis. 
Investigation  of  the  efficacy  and  efforts  toward 
simplification  of  this  method  of  treatment 
deserve  further  attention. 

Case  Reports 

The  following  brief  case  histories  are  examples 
of  patients  in  uremia  whose  investigation  and 
management  illustrate  many  of  the  important 
aspects  of  this  problem  outlined  above. 

Case  1. — A man,  aged  seventy-eight  years,  was 
admitted  to  the  hospital  in  total  urinary  retention  of 
twelve  hours  duration.  Urinary  difficulty  culminat- 
ing in  acute  retention  had  been  progressive  for  one 
year.  He  was  quite  dehydrated,  and  the  bladder 
was  palpable  and  percussible  above  the  umbilicus. 
His  heart  was  enlarged,  and  scattered  rales  were 
heard  at  the  base  of  each  lung.  The  blood  pressure 
was  210/100,  pulse  regular  at  90  per  minute,  and 
temperature  100  F.  per  rectum.  Urethral  cathe- 
terization was  carried  out,  and  the  bladder  gradually 
emptied.  The  catheter  was  connected  for  constant 
drainage  of  the  bladder.  The  prostate  was  found 
to  be  enlarged,  asymmetric,  and  indurated  on  the 
right  posteriorly.  A diagnosis  of  carcinoma  as- 
sociated with  hyperplasia  of  the  prostate  was  made. 
Three  weeks  later,  when  renal  and  circulatory 
equilibrium  had  been  established,  cystoscopic  ex- 
amination was  made,  and  a total  perineal  prostatec- 
tomy was  carried  out.  The  postoperative  course 
was  uneventful.  Intraprostatic  carcinoma  associ- 
ated with  hyperplasia  was  found  upon  pathologic 
examination.  Orchidectomy  was  performed  and 
estrogenic  therapy  instituted  as  prophylactic 
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Fig.  1.  Routine  changes  in  chronic  urinary  re- 
tention and  azotemia  due  to  an  obstructing  prostate 
(Case  1). 


measures  against  unrecognized  antecedent  spread. 
Figure  1 shows  the  clinical  course  during  the  period 
of  preoperative  and  postoperative  care  in  this  case. 

This  patient  illustrates  the  response  of  renal 
insufficiency  and  acidosis  due  to  vesical  ob- 
struction to  drainage  of  the  bladder  and  regu- 
lation of  fluid  and  electrolyte  balance.  The 
fact  that  the  patient  also  had  an  operable 
cancer  of  the  prostate  is  incidental  here  but  was 
of  importance  in  determining  the  choice  of 
operation  and  additional  postoperative  measures 
of  management.  We  have  found  that  30  per 
cent  of  our  patients  requiring  prostatectomy 
have  a significant  degree  of  renal  failure  and 
that  15  to  20  per  cent  have  cancer;  the  latter 
fact  is  thought-provoking  and  indicative  of  the 
necessity  of  considering  an  operative  approach 
more  often  which  permits  total  removal  of  the 
prostate.  An  adequate  period  of  preoperative 
drainage  permits  restoration  of  renal  and  cir- 
culatory equilibrium.  At  the  same  time  the 
control  of  infection  by  appropriate  antibiotics 
or  chemotherapy  is  accomplished. 

Case  2. — G.  T.,  a man  aged  thirty-seven  years, 
was  admitted  to  the  hospital  on  account  of  hypo- 
plasia of  the  left  kidney,  bilateral  pyelonephritis, 
nephrolithiasis  (stag-horn  type)  of  the  right  kidney, 
and  hypertension.  After  careful  study,  shown  in 
Fig.  2,  a right  nephrolithotomy  was  done  in  an  ef- 
fort to  preserve  the  function  of  the  better  of  his  two 
kidneys.  Since  the  left  kidney  was  unable  to  sustain 
life,  preparations  were  made  for  external  dialysis 
during  the  postoperative  period  if  necessary.  By 
careful  regulation  of  fluid  and  electrolyte  balance 
this  was  avoided,  but  on  the  eighth  day  upon  be- 
coming ambulatory  he  hemorrhaged  from  the  right 
kidney;  the  right  ureter  and  bladder  were  blocked 
by  blood  clot.  The  bladder  was  emptied  via  the 
cystoscope  and  a number  8 polyethylene  catheter 


Fig.  2.  Case  2 illustrates  postoperative  azo- 
temia, acidosis,  and  hypochloremia  following  the 
removal  of  stones  from  the  right  kidney  and  post- 
operative hemorrhage  with  obstruction  by  blood 
clots  relieved  by  means  of  ureteral  catheterization 
shown  in  Fig.  3. 


Fig.  3.  (A)  Retrograde  pvelogram  showing  dis- 

tortion of  the  renal  pelvis  as  the  result  of  blood  clot 
from  hemorrhage  occurring  seven  days  after  nephro- 
lithotomy. 

(B)  Retrograde  pvelogram  one  week  after  poly- 
ethylene ureteral  catheter  drainage  was  instituted 
showing  the  renal  pelvis  and  ureter  are  now  free  of 
blood  clot. 


was  passed  to  the  right  kidney  for  drainage.  Figure 
3 shows  a similar  example  of  a renal  pelvis  blocked 
by  blood  clot  and  the  pyelogram  one  week  later 
after  drainage  with  a polyethylene  catheter.  In  this 
case  as  in  others  the  renal  pelvis  was  free  of  ob- 
structive clot  in  a few  days,  and  drainage  was  im- 
mediately satisfactory.  The  patient  was  discharged 
two  weeks  later  and  was  quite  well  when  seen  six 
months  later. 

Secondary  hemorrhage  and  obstruction  of 
the  ureter  by  clot  was  controlled  in  this  patient 
by  means  of  a polyethylene  catheter  which  has 
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Fig.  4.  Uremia  due  to  anuria  caused  by  ureteral 
obstruction  of  a solitary  kidney  by  nonopaque  cal- 
culus was  controlled  by  ureteral  catheter  drainage 
and  subsequent  ureterolithotomy  (Case  3). 


Fig.  5.  Azotemia,  acidosis,  and  oliguria  as  a 
result  of  bilateral  pyelonephritis  which  progressed 
in  spite  of  antibiotic  therapy  to  an  extensive  left 
renal  cortical  and  perinephric  abscess  as  illustrated 
in  Fig.  6 (Case  4). 


the  attributes  of  a large  lumen,  inertness  and 
nonwetting  properties  which  prevent  further 
formation  of  blood  clot  if  bleeding  continues. 
Secondary  hemorrhage  in  the  kidney  is  usually 
controlled  by  immobilization,  sedation,  and 
relief  of  obstruction.  In  two  patients  having 
poor  renal  function  secondary  operation  has 
been  avoided  by  this  type  of  ureteral  catheter 
drainage. 

Case  3. — S.  O.,  a man  aged  forty-nine  years,  was 
admitted  to  the  hospital  in  a state  of  anuria  of  four 
days  duration.  There  had  been  associated  pain  in 
the  right  flank,  general  malaise,  and  a mild  gastro- 
intestinal upset.  Roentgenographic  examination 
of  the  abdomen  showed  distended  loops  of  bowel  but 
no  opaque  calculi.  Cystoscopic  examination 
showed  multiple  diverticula  of  the  bladder,  no  left 
ureteric  orifice,  and  a patulous  right  orifice  without 
efflux.  A ureteral  catheter  passed  18  cm.  on  the 
right  where  it  met  an  obstruction  but  attained  an 
excellent  flow  of  urine  (Fig.  4).  It  was  left  in  place 
for  constant  drainage  and  worked  well  for  four  days 
and  then  was  expelled.  The  ureteral  catheter  was 
replaced,  and  two  days  later  exploration  of  the  right 
ureter  was  carried  out.  A large  stone,  which  was 
nonopaque,  was  found  in  the  middle  third  of  the 
ureter  blocking  the  patient’s  solitary  kidney  and 
causing  the  antecedent  anuria. 

It  is  to  be  remembered  that  about  15  per  cent 
of  urinary  calculi  are  nonopaque  to  the  x-ray  and 
that  congenital  anomalies  predispose  to  infection 
and  calculous  disease.  The  important  features  of 
the  clinical  course  in  this  patient  are  illustrated  in 
Fig.  4.  Anuria  was  relieved  by  ureteral  catheter 
drainage,  and  acidosis  as  well  as  dehydration  were 
combated  in  preparation  for  operation  in  this  un- 
usual instance  of  nonopaque  calculus  obstructing 
the  ureter  of  a solitary  right  kidney. 


Case  4-~  L.  R.,  a widow  aged  fifty-five,  was  trans- 
ferred to  the  Peter  Bent  Brigham  Hospital  from 
another  hospital  because  of  acute  pyelonephritis 
complicated  by  renal  failure  following  a cerebral 
accident.  The  left  kidney  was  found  to  be  greatly 
enlarged  and  tender;  the  right  kidney  was  not 
palpable,  and  tenderness  was  slight  on  this  side. 
Cystoscopic  examination  showed  diffuse  cystitis, 
pyuria  bilateral,  and  obstruction  of  the  left  ureter 
by  edema  and  inflammatory  exudate.  Aspiration 
of  the  left  renal  pelvis  yielded  more  than  GO  cc.  of 
purulent  urine.  A number  6 polyethylene  catheter 
was  left  in  place  for  drainage  of  the  left  renal  pelvis. 
Figure  5 shows  the  clinical  course  in  this  case. 
There  was  a quick  response  to  ureteral  catheter 
drainage  in  obtaining  a diuresis,  azotemia  gradually 
improved,  and  infection  seemed  to  respond  to 
parenteral  aureomycin  and  later  Chloromycetin. 
Figure  6A  shows  a deformity  of  the  lower  calyx  of 
the  left  kidney  which  persisted  after  clinical  im- 
provement. The  great  enlargement  of  the  left 
kidney  gradually  disappeared,  but  during  the  fifth 
and  sixth  week  of  hospitalization  fever  recurred  and 
likewise  the  mass  in  the  left  flank.  Figure  6B 
shows  the  left  kidney  with  obstruction  of  the  pelvis 
by  an  expanding  mass  in  the  lower  pole  of  the  kidney. 
Under  local  anesthesia  the  cortical  abscess  of  the 
kidney  and  perinephric  abscess  were  drained. 
Convalescence  was  then  rapid,  and  she  was  dis- 
charged from  the  hospital  two  weeks  later.  Ex- 
amination four  months  later  showed  normal  blood 
chemistries,  and  a left  pyelogram  was  normal. 

Uremia  due  to  bilateral  pyelonephritis  was 
successfully  combated  by  ureteral  catheter 
drainage,  antibiotic  therapy,  and  regulation  of 
fluid  and  electrolytes.  However,  in  spite  of 
prolonged  Chloromycetin  therapy  focal  infection 
in  the  renal  parenchyma  progressed  to  a cortical 
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Fig.  6.  Left  retrograde  pyelogram  (A)  showing 
distortion  of  the  lower  calyx  and  intestinal  ileus 
(Case  4).  Antibiotic  therapy  was  stopped  too  soon, 
and  although  renal  equilibrium  was  maintained,  the 
condition  progressed  to  a large  cortical  and  peri- 
nephric abscess  as  shown  in  the  retrograde  pyelo- 
gram six  weeks  later  (B). 


abscess  and  perinephric  abscess  which  necessi- 
tated drainage.  This  case  illustrates  the  caution 
with  which  antibiotic  therapy  must  be  stopped 
and  the  necessity  for  continued  observation, 
especially  in  debilitated,  elderly,  and  seriously 
ill  patients  in  whom  a relaspe  of  infection  is 
likely  to  occur  after  cessation  of  chemotherapy. 
It  also  suggests  the  necessity  for  the  use  of  small 
bacteriostatic  doses  of  antibiotic  and  chemo- 
therapeutic agents  for  prolonged  periods  to 
prevent  relapses  in  such  patients. 

Case  5. — W.  A.,  a man  aged  seventy-one,  was 
admitted  to  the  hospital  in  a state  of  complete 
anuria  of  seventy-two  hours  duration  due  to  bi- 
lateral ureteral  obstruction  caused  by  extensive 
regional  spread  of  carcinoma  of  the  prostate.  The 
important  concomitants  of  uremia  reflected  in  the 
alterations  of  blood  chemistry  are  shown  in  Fig.  7. 
Azotemia,  acidosis,  and  hyperkalemia  constituted 
the  most  significant  changes.  The  serum  potassium 
of  9.2  mEq.  per  liter  and  the  accompanying  electro- 
cardiographic changes  caused  anticipation  of  an 
early  exitus.  However,  following  the  administra- 
tion of  750  cc.  of  20  per  cent  dextrose  and  10  Gm.  of 
sodium  bicarbonate  with  650  cc.  of  5 per  cent  dex- 
trose, the  clinical  condition  and  electrocardiographic 
pattern  were  markedly  improved.  Upon  rectal  ex- 
amination the  large  indurated  mass  in  the  pelvis  was 
much  more  extensive  on  the  left  than  on  the  right. 
It  was  assumed  from  this  finding  that  the  left  kidney 
had  been  obstructed  longer  than  the  right,  and  there- 
fore it  was  deduced  that  nephrostomy  should  be 
carried  out  on  the  right  or  probably  better  kidney  of 
the  two.  Accordingly,  eighteen  hours  after  admis- 
sion a right  pyelostomy  was  performed.  The  right 
kidney,  pelvis,  and  ureter  were  found  to  be  greatly  dis- 
tended, but  the  renal  parenchyma  was  firm  and  was 


Fig.  7.  Uremia,  acidosis,  and  hyperkalemia 
caused  by  ureteral  obstruction  of  advanced  cancer 
of  the  prostate  (Case  5). 


not  thinned  out  as  it  would  have  been  from  chronic 
obstruction.  The  pyelostomy  tube  drained  1,750  cc. 
of  urine  in  the  ensuing  twelve  hours,  and  in  three  days 
the  blood  urea  nitrogen  level  had  fallen  from  94  to  36 
mg.  per  cent,  and  the  carbon  dioxide  had  risen  from 
10  to  20  mM  per  L. 

Ten  days  later  bilateral  orchidectomy  was  per- 
formed without  incident,  and  estrogenic  therapy  was 
started.  The  latter  resulted  in  edema  from  salt 
retention  and  was  discontinued  for  a few  days  while 
sodium  chloride  equilibrium  was  being  regained  by 
salt  restriction.  After  two  weeks  of  hormonal  ther- 
apy the  mass  in  the  pelvis  had  become  greatly  di- 
minished in  size,  and  relief  of  ureteral  obstruction  had 
begun  as  shown  by  the  fact  that  half  of  the  urinary 
output  was  then  being  obtained  from  the  inlying 
vesical  catheter.  The  right  pyelostomy  tube  was 
left  in  place  until  it  could  be  adequately  shown  that 
ureteral  obstruction  had  been  relieved.  Intravenous 
urograms  four  weeks  after  orchidectomy  showed  that 
both  ureters  were  patent  and  unobstructed. 

The  insidious  nature  of  cancer  of  the  prostate 
is  illustrated  in  the  above  case  of  a man  whose 
first  warning  of  trouble  was  anuria  due  to  bi- 
lateral ureteral  obstruction.  It  seems  in  this 
case  that  silent  obstruction  of  the  left  kidney  had 
occurred  some  time  before  and  finally  obstruction 
of  the  right  ureter  quickly  led  to  uremia,  acidosis, 
and  potassium  intoxication.  Figure  7 illustrates 
the  efficacy  of  alkalinization,  hypertonic  dextrose, 
and  surgical  drainage  in  correcting  the  toxemia 
and  electrolyte  balance  and  in  restoring  renal 
function  immediately.  Institution  of  hormonal 
therapy  caused  reduction  in  the  mass  of  prostatic 
carcinoma  and  relief  of  ureteral  obstruction. 
Sufficient  time  has  not  yet  elapsed  (four  weeks) 
since  hormonal  therapy  was  started  to  ascertain 
the  maximal  benefit  that  will  be  derived.  The 
persistence  of  the  high  serum  potassium  in  spite 
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Fig.  8.  (A)  Excretory  urogram  showing  a normal 

right  kidney  and  ureter,  vesical  calculus,  and  a 
staghorn  calculus  of  the  malrotated  left  kidney. 
(B)  Epidermoid  carcinoma  of  the  urinary  bladder 
was  also  present,  as  shown  by  irregular  elevation  of 
the  floor  of  the  bladder  (Case  6). 


of  an  adequate  urinary  output  has  not  been 
explained  but  may  be  attributed  to  persistence 
of  a relative  state  of  acidosis.  The  relief  of 
obstruction  of  both  ureters  by  hormonal  therapy 
in  four  weeks  is  striking. 

Case  6. — S.  S.,  a man  aged  sixty-six,  was  admitted 
to  the  hospital  for  treatment  of  epidermoid  car- 
cinoma of  the  urinary  bladder.  Six  weeks  pre- 
viously removal  of  vesical  calculi  and  biopsy  of  the 
vesical  lesion  had  been  carried  out;  four  weeks  be- 
fore a left  nephrectomy  for  calculous  pyonephrosis 
was  carried  out,  and  convalescence  was  uneventful 
(Fig.  8).  On  the  fourth  day  of  the  present  admis- 
sion while  preparations  for  ureteral  transplantation 
to  the  bowel  were  being  made,  severe  oliguria  be- 
came a complicating  factor.  This  was  coincident 
with  a mild  febrile  transfusion  reaction.  However, 
checking  of  the  cross-matching  showed  no  incom- 
patability;  6 Gm.  of  sodium  bicarbonate  in  200  cc. 
of  normal  saline  were  given  intravenously  as  a pre- 
caution against  a hemolytic  reaction,  even  though  no 
hemolysis  was  demonstrated  in  the  serum.  Oliguria 
persisted  for  the  next  two  days,  and  there  was  acute 
azotemia  and  acidosis  as  shown  in  the  chart  of  Fig.  9. 
Cystoscopic  examination  showed  that  obstruction 
of  the  right  ureter  to  the  remaining  kidney  had  oc- 
curred and  was  the  cause  of  anuria.  Exploration  was 
carried  out  through  a right  rectus  abdominal  inci- 
sion; there  was  found  a marked  hydroureter  with- 
out evidence  of  ureteritis  or  infection.  Transplanta- 
tion of  the  ureter  into  the  rectosigmoid  was  accom- 
plished, and  the  rectal  urinary  output  in  the  next 
eighteen  hours  was  1,200  cc.  This  was  subsequently 
followed  by  correction  of  azotemia  and  acidosis  with 
an  adequate  urinary  output  thereafter.  Total  cys- 
tectomy was  successfully  accomplished  three  weeks 
later. 

Ureteral  obstruction  by  cancer  of  the  bladder 
is  a common  complication  of  this  disease.  Relief 
of  this  obstruction  is  accomplished  by  diversion 


Fig.  9.  Anuria  occurring  as  a result  of  ureteral 
obstruction  by  cancer  of  the  urinary  bladder  (Case 
6). 


of  the  urine  to  bowel  or  skin  by  ureteral  trans 
plantation.  The  advantages  of  the  bowel  trans- 
plant are  obvious  in  not  requir  ing  the  wearing  of 
an  apparatus  to  collect  urine.  That  the  dilated 
ureter  can  Ire  transplanted  safely  into  the 
bowel  has  been  repeatedly  demonstrated  in  our 
clinic  and  also  that  obstructive  renal  insufficiency 
can  be  relieved  by  this  measure  simultaneously 
Preparation  of  the  bowel  with  sulfonamides, 
streptomycin,  or  aureomycin  has  effectively 
diminished  the  incidence  of  complicating  pyelone- 
phritis and  urinary  extravasation  with  perito- 
nitis. However,  it  cannot  be  denied  that  uretero- 
cutaneous  anastomosis  will  carry  a lower  opera- 
tive mortality  than  ureterosigmoidostomy.  One 
uf  the  serious  complications  of  the  latter  method 
of  ureteral  transplantation  is  illustrated  in 
Case  7 and  is  apparently  due  to  reabsorption 
of  some  of  the  constituents  of  urine  by  the  bowel. 

Case  7. — B.  D.,  a woman  aged  sixty,  was  admitted 
to  the  hospital  in  a state  of  hypotension  and  extreme 
lethargy  with  a rectal  temperature  of  only  95  F. 
Two  months  previously  a bilateral  ureterosig- 
moidostomy had  been  done  for  total  urinary  incon- 
tinence caused  by  an  irreparable  vesicovaginal  fistula 
of  twenty  years  duration.  Postoperative  convales- 
cence had  been  uneventful,  and  the  patient  had  been 
discharged  from  the  hospital  two  weeks  later  in 
good  condition  with  excellent  renal  function  and 
urinary  control.  Shortly  after  her  discharge  there 
w as  a complicating  acute  respiratory  infection  neces- 
sitating bed  rest.  There  was  gradually  increasing 
weakness  accompanying  incomplete  emptying  of 
the  rectum;  abdominal  distention,  constipation, 
nausea,  and  vomiting  ensued.  Upon  readmission  to 
the  hospital  she  was  found  to  be  in  an  acute  state  of 
dehydration  with  hemoconcentration,  azotemia, 
acidosis,  hyperchloremia,  and  hypokalemia.  Figure 
10  shows  the  chart  of  her  progress  with  restoration  of 
fluid,  protein,  and  electrolyte  balance.  Constant 
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Fig.  10.  So-called  reabsorption  syndrome  follow- 
ing ureteral  transplantation  to  the  bowel  (Case  7). 


drainage  of  urine  was  provided  for  by  means  of  a 
rectal  tube;  dextrose  5 per  cent  in  distilled  water, 
one-sixth  molar  sodium  lactate  solution,  and  1 unit 
of  plasma  were  used  to  combat  dehydration,  acidosis, 
and  shock.  Within  nine  days  all  blood  chemistry 
determinations  had  returned  to  normal  except  for  a 
continued  low  serum  potassium.  This  was  gradually 
corrected  by  resumption  of  a normal  food  intake  with 
added  sodium  bicarbonate.  As  the  patient’s 
strength  gradually  permitted  ambulation,  rectal 
drainage  was  no  longer  necessary,  and  an  adequate 
emptying  of  urine  from  the  rectum  occurred.  Intra- 
venous pyelograms  showed  no  evidence  of  ureteral 
obstruction,  and  satisfactory  concentration  of  the 
excreted  Diodrast  was  obtained.  There  were  no 
physical  signs  of  pyelonephritis.  This  illness  com- 
plicating ureterointestinal  anastomosis  occurs,  we 
believe,  as  a result  of  incomplete  emptying  of  the 
bowel  followed  by  reabsorption  of  urea  and  chlorides 
with  simultaneous  disturbance  of  potassium  bal- 
ance resulting  in  hyperchloremia,  hypokalemia,  azo- 
temia, and  acidosis. 

Comment 

With  the  increasing  frequency  of  ureteral 
transplantation  to  the  bowel  in  recent  years, 
especially  in  elderly  patients,  the  above  illustrated 
syndrome  is  being  observed  more  often.  We 
have  observed  this  poor  emptying  and  reabsorp- 
tion syndrome  in  four  patients;  in  each  case  a 
prompt  therapeutic  response  occurred  with 
rectal  drainage,  hydration,  and  alkalinization. 
Every  patient  who  has  a ureterosigmoidostomy 
should  be  given  a small  rectal  tube  and  in- 
structed how  to  use  it,  especially  when  he 
becomes  confined  to  bed  for  any  reason.  Fre- 
quent observation  and  determination  of  the 
blood  urea  nitrogen  and  carbon  dioxide  as 
well  as  measurement  of  urinary  output  should 


be  made  during  the  first  few  weeks  after  leaving 
the  hospital.  During  the  first  few  weeks  at 
home  it  is  suggested  that  rectal  catheterization 
be  carried  out  each  night  before  retiring  to 
insure  complete  emptying  and  to  minimize  the 
likelihood  of  reabsorption  during  the  night. 
It  is  especially  important  to  instruct  these 
patients  of  the  danger  of  reabsorption  of  urine 
if  they  are  confined  to  bed  for  any  reason. 

Summary 

The  investigation  and  management  of  the 
urologic  problems  found  in  the  uremic  patient 
have  been  outlined  and  the  details  of  treatment 
discussed.  The  common  problems  confronting 
the  urologist  in  these  difficult  cases  have  been 
illustrated.  By  attention  to  fundamental  phys- 
iologic principles  of  fluid  and  electrolyte  balance 
and  timely  proper  surgical  intervention  after 
definitive  urologic  stud}',  many  of  the  problems 
of  the  uremic  patient  are  solved  and  success- 
fully treated. 

Discussion 

Leo  E.  Gibson,  M.D.,  Syracuse. — Dr.  Harrison 
has  presented  a most  informative  paper,  including 
interesting  illustrative  cases  of  urologic  problems 
causing  uremia.  Every  one  of  the  factors  presented 
should  be  carefully  emphasized. 

Kidney  disease  is  common,  affecting  persons  of  all 
ages  and  occurring  in  many  forms,  and  it  is  one  of 
the  most  notable  causes  of  ill  health  and  chronic  dis- 
ability. Anuria,  the  most  frightening  symptom  of 
kidney  disease,  is  the  result  of  the  imbalance  of 
function  of  the  two  renal  units,  the  glomerulus  and 
the  tubule.  There  is  a decrease  in  the  filtration  abil- 
ity of  the  glomerulus  and  an  increase  in  the  re- 
absorption activity  of  the  tubule  so  that  the  urinary 
elements  are  reabsorbed  into  the  blood  causing 
uremia. 

The  generalized  edema,  which  occurs  in  the 
nephrotic  syndrome  and  the  terminal  stages  of 
chronic  Bright’s  disease  and  is  occasioned  by  in- 
creased retention  of  sodium  chloride  and  heart 
failure,  is  a major  problem  to  both  the  internist  and 
urologic  surgeon.  A specific  determination  of  the 
primary  causes  of  renal  failure  such  as  infection  and 
obstruction  is  the  problem  of  the  urologist. 

This  type  of  uremia,  caused  by  infection  and 
obstruction,  while  presenting  the  greatest  problems 
in  urologic  diagnosis  at  the  same  time  offers  the 
greatest  opportunity  for  relief  through  urologic 
treatment. 

The  many  causes  of  urinary  tract  obstruction 
with  secondary  infection  may  be  present  from  the 
external  urethral  meatus  to  the  kidney  itself,  pro- 
static obstruction  and  urethral  stricture  being  the 
most  common  in  the  male,  carcinoma  of  the  cervix 
and  other  pelvic  organs  in  the  female,  and  congenital 
obstruction  in  children.  All  these  obstructive  proc- 
esses offer  pressure  to  urinary  flow  resulting  in 
reflux  of  urine  followed  by  pyelonephritis,  renal 


January  15,  1952]  UROLOGIC  PROBLEMS  IN  THE  UREMIC  PATIENT 


219 


dilatation,  and  failure.  Among  the  common  causes 
of  renal  insufficiency  are  calcinosis,  occasionally  with 
parathyroid  disease,  and  endocarditis.  The  favor- 
able response  which  follows  the  appropriate  treat- 
ment of  these  causative  factors  in  a large  percentage 
of  patients  emphasizes  the  necessity  for  accurate 
urologic  study  and  diagnosis.  Renal  tuberculosis 
and  polycystic  disease,  frequent  causes  of  anuria, 
must  not  be  overlooked.  Neglecting  to  evaluate  the 
presence  of  a few  pus  cells  in  the  urine  may  permit  a 
chronic  prostatitis  to  aggravate  continuously  a pro- 
gressive pyelonephritis  to  renal  insufficiency.  A 
diagnosis  of  chronic  uremia  should  never  be  made 
without  exhausting  all  the  possible  sources  which 
may  offer  a cause  of  the  disorder. 

The  urologist  is  frequently  confronted  with  the 
more  acute  form  of  anuria  occasioned  by  incompat- 
ible blood  transfusion,  trauma,  shock,  tissue  destruc- 
tion, and  the  toxic  effect  of  certain  drugs  and  chemi- 
cals, the  most  common  being  the  sulfonamides. 
In  this  type  of  anuria  nephrotoxin  may  be  the  causa- 
tive factor,  resulting  in  the  term,  acute  toxic  nephro- 
sis or  lower  nephron  nephrosis.  Our  interest  here 
should  be  directed  toward  a misconception  of  treat- 


ment. Tubular  degeneration,  characterizing  this 
type,  possesses  great  capacity  for  repair  if  offered 
an  opportunity.  It  is  entirely  futile  to  overload  a 
sick  tubule  with  excessive  fluid  when  under  con- 
servative management  it  may  recover.  The  same 
reasoning  applies  to  the  use  of  the  diuretics,  splanch- 
nic block,  and  chemical  stimulation. 

The  essayist  has  not  discussed  renal  decapsulation. 
The  merits  of  this  procedure  as  a means  of  reducing 
intrarenal  pressure  are  not  apparent  in  most  cases  of 
prolonged  anuria.  There  is  no  physiologic  evi- 
dence that  intrarenal  pressure  exists  as  it  has  never 
been  measured.  Much  experimental  work  is  needed 
on  this  subject. 

The  use  of  the  artificial  kidney  is  unavailable  to 
the  profession  at  large,  but,  as  shown  by  Dr.  Harri- 
son, it  is  a real  aid  in  supporting  the  patient  through 
the  crucial  period  required  for  the  repair  of  the 
tubular  degeneration. 

The  restriction  of  water  and  sodium  intake  is  es- 
sential in  the  treatment  of  uremia  if  the  mortality 
rate  is  to  be  reduced.  Of  equal  importance  is  the 
treatment  of  obstructive  and  infective  lesions,  which 
is  the  greatest  contribution  of  the  urologist. 


MENTAL  AND  PHYSICAL  HEALTH  OF  ONEONTA  BEING  STUDIED  IN  SURVEY 


The  health — mental  and  physical — of  the  entire 
adult  population  of  Oneonta,  New  York,  is  being 
studied  in  a survey  intended  to  help  doctors  give 
better  service  to  the  people.  Details  of  the  investi- 
gation were  disclosed  recently  by  Columbia  Univer- 
sity, which  is  making  it  for  the  U.S.  Public  Health 
Service. 

Professor  Irving  Lorge,  survey  director,  said  the 
purpose  of  the  study,  believed  the  first  of  its  kind, 
is  to  measure  the  health  status  of  adults  in  a repre- 
sentative American  community.  From  the  results 
the  Public  Health  Service  will  be  able  to  determine 
the  approximate  effect  on  a community  in  such 
emergencies  as  epidemics,  floods,  and  bombings. 

The  investigation  started  as  a random  sampling 
of  600  families  in  Oneonta  and  200  in  adjacent 
Otsego  and  Delaware  Counties.  The  response  to 
these  questionnaires  was  so  overwhelming  that  it 
was  decided  to  distribute  them  to  every  house  in 


Oneonta.  Fox  Hospital  in  Oneonta  is  encouraging 
citizens  to  cooperate  in  the  survey,  and  high  school 
and  college  students  are  helping  with  the  work. 

Professor  Lorge  said  the  questionnaire  is  self- 
administered,  with  195  items  relating  to  physical 
and  mental  illness.  A blue  form  is  provided  for 
men,  a pink  for  women.  The  information  they 
provide  is  confidential.  He  explained  the  work  will 
provide  evidence  of  the  “frequency  of  physical  and 
emotional  disability  symptoms  in  a representative 
population.  Since  this  is  primarily  a method  study 
it  is  expected  that  it  will  become  another  device 
for  health  screening.  The  data  would  lead  to  infer- 
ences about  the  requirements  for  medical  care  for 
the  normal  population.” 

The  questionnaires  will  be  processed  at  Teachers 
College,  at  Columbia,  a job  expected  to  take  a year. 
A preliminary  report  will  be  made  early  in  1952. — 
Norwich  Sun,  November  19,  1951 


RETROPUBIC  PROSTATECTOMY:  SURVEY  OF  THE  INDICATIONS 
AND  RESULTS  OF  119  CASES 

George  E.  Slotkin,  M.D.,  Buffalo,  New  York 

( From  the  Edward  J.  Meyer  Memorial  Hospitul,  the  Millard  Fillmore  Hospital,  and  the  l nicersity  of  Buffalo 
School  of  Medicine ) \ 


A PATIENT  who  is  subjected  to  any  surgical 
procedure  is  entitled  to  removal  of  the  of- 
fending factor  leading  to  the  surgery,  a minimum 
risk,  a smooth  convalescence,  minimal  morbidity, 
restoration  of  the  function  of  the  operative  site, 
and  finally  return  to  normal  life  without  fear  of 
recurrence  of  the  original  pathology. 

Since  the  advent  of  the  removal  of  the  obstruct- 
ing prostate  suprapubically  about  the  year  1900, 
urologists  have  been  searching  for  the  ne  plus 
ultra  of  surgical  procedures  to  fulfill  all  the  above 
requirements.  There  has  developed  a series  of 
technics  by  various  advocates  and  schools  of 
thought  seeking  this  goal  with  the  result  that  up 
to  the  year  1946,  this  goal  had  developed  four 
types  of  operations : 

1.  The  original  one-stage  suprapubic  trans- 
vesical operation  of  Freyer  with  high  mortal- 
ity, prolonged  morbidity,  and  complicating 
after-effects. 

2.  The  contra  approach  to  the  prostate 
through  the  perineum  by  Young.  This  opera- 
tion required  a trained  team  of  assistants,  con- 
summate knowledge  of  the  anatomy  of  the 
perineum,  and  a technical  procedure  which  w as 
difficult  to  master  or  teach. 

3.  The  two-stage  suprapubic  transvesical 
operation  which  reduces  the  mortality  and 
morbidity,  and  was  finally  considered  the  “fool- 
proof operation.” 

4.  The  transurethral  procedure  created  by 
the  late  Maxmillan  Stern  and  improved  by 
Joseph  McCarthy  whose  present  instrument 
is  still  the  best  and  most  universal  in  use. 
Advocated  in  1931  at  the  time  of  the  great 
depression,  and  which  I have  considered  in  mv 
humble  way  as  a depression  operation,  it  re- 
duced the  mortality  and  the  morbidity  for  the 
relief  of  vesical  neck  obstruction,  was  sold  to 
the  patient  because  no  external  cutting  opera- 
tion was  necessary,  wras  popularized  and  ad- 
vocated as  the  quintessence  of  perfection  by  a 
few  schools  of  thought,  but  left  much  to  be  de- 
sired. The  crucible  of  time  has  crystallized 
our  thoughts  regarding  this  operation.  Recur- 
rences are  common,  carcinomas  of  the  prostate 
are  missed,  and  the  procedure  is  difficult  to 
teach  since  it  is  a one-man  method  by  instru- 
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mentation  and  does  not  fulfill  the  require- 
ments of  a perfect  surgical  operation. 

In  order  to  attain  this  surgical  goal,  there  are 
a few  fundamental  principles  necessary : (1) 

Shock  must  be  minimal.  (2)  Bleeding  must  lie 
easily  controlled.  (3)  The  field  of  operation 
should  be  easily  visualized.  (4)  Both  the  hands 
and  the  eyes  must  be  pr  operly  employed  for  sur- 
gical correction  so  that  the  blind,  boring  excava- 
tion such  as  occurs  in  the  suprapubic  type  of 
operation  be  avoided.  (5)  The  convalescence 
should  be  smooth  and  comfortable.  (6)  The 
possibility  of  a carcinoma  of  the  prostate  must  be 
entirely  removed,  and  (7)  the  functional  activity 
which  existed  before  the  obstruction  developed 
must  be  restored  to  its  normal  plane.  These 
postulates,  I believe,  have  now  been  obtained  by 
the  fifth  type  of  operation  which  was  first  ad- 
vocated in  1946  by  Terrance  Millin  of  Londort 
who  reported  his  first  large  series  with  such  ex- 
cellent results  ( Proc . Roy.  Soc.  Med.  39:  327, 
Apr.,  1946).  In  the  five  years  which  have 
elapsed  many  operations  have  been  performed  and 
reported,  and  while  some  of  the  authors  have 
condemned  the  oper  ation,  the  majority  have  noth- 
ing but  the  highest  praise.  This  operation  is  held 
in  high  esteem  becattse  it  fulfills  all  the  require- 
ments of  removal  of  obstructing  lesions  at  the 
vesical  neck.  It  does  not  require  a trained  team 
of  assistants — any  competent  surgeon  carr  master 
the  technic — and  it  can  be  taught  to  residents 
and  interns  with  the  same  simplicity  of  any 
other  general  surgical  procedure. 

In  a further  analysis  and  critical  review  of  the 
five  operations,  the  one-stage  suprapubic  trans- 
vesical operation  is  satisfactory  in  patients  who 
are  good  risks,  but  there  is  a definite  shock 
created  by  dilating  the  vesical  sphincter,  cutting 
or  tearing  through  the  same  suprapubically,  and 
enucleating  the  prostate  blindly  by  sense  of  touch. 
Also  the  inability  to  control  oozing  and  hemor- 
rhage in  the  prostatic  urethra  except  by  the  em- 
ployment of  large  bags,  packing,  or  hemostatics 
and  the  prolonged  drainage  which  is  necessary 
suprapubically  for  the  restoration  of  the  physio- 
logic function  of  the  vesical  neck  and  prostatic 
urethra  are  factors  to  be  considered.  The  mor- 
tality in  this  procedure  is  higher  than  in  any  pro- 
static operation  performed  and  has  been  re- 
ported by  hundreds  of  urologists  from  various 
parts  of  the  world  as  from  4 to  10  per  cent  itr 
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selected  cases.  It  is  a difficult  operation  in  in- 
dividuals who  are  unusually  stout  with  large 
pendulous  abdomens. 

The  two-stage  suprapubic  operation,  which 
has  been  called  the  “foolproof  operation”  by 
many,  has  its  advantages  anil  disadvantages. 
Its  mortality  is  definitely  lower,  2 to  4 per  cent. 
It  is  the  operation  of  choice  in  the  chronically 
infected  bladder  and  debilitated  patients  because 
of  the  diversion  of  the  urinary  stream  through  the 
initiatory  cystotomy  drainage,  but  it  subjects 
the  patient  to  two  operations,  to  two  anesthesias, 
and  to  prolonged  hospitalization  which  is  a major 
economic  problem  today  because  of  the  shortage 
of  hospital  beds.  The  two-stage  suprapubic 
operation  is  a blind  procedure  as  a single,  one- 
stage  operation  and  has  the  same  disadvantages 
of  the  former  because  of  lack  of  visualization, 
hut  it  has  a lower  mortality,  smoother  convales- 
cence, is  easily  taught,  and  can  be  performed  by 
the  average  surgeon. 

The  perineal  procedure  has  many  advantages 
for  the  stout  patient  but  many  disadvantages  for 
the  surgeon.  In  the  hands  of  the  average  surgeon 
it  is  a difficult  procedure  to  perform  since  the  ana- 
tomic approach  is  hazardous,  the  problem  of  rec- 
tal fistula  is  ever  present,  occasional  urinary  in- 
continence is  a frequent  and  most  distressing 
postoperative  sequel,  and  impotency  is  a common 
occurrence.  That  the  operation  is  not  as  popu- 
lar as  the  other  procedures  in  the  hands  of  the 
urologist  is  attested  to  by  the  few  advocates  of 
this  procedure.  Even  residents  trained  in  the 
schools  advocating  this  operation  use  it  very  in- 
frequently. In  competent  hands  its  mortality 
is  comparable  to  other  prostatic  procedures. 

The  transurethral  operation  is  the  operation  of 
choice  in  the  markedly  debilitated  and  aged 
patient  and  deserves  a great  deal  of  consideration 
on  this  score  because  of  the  increased  longevity, 
for  which  the  human  race  can  thank  medical 
science.  Its  mortality  is  definitely  lower,  its 
morbidity  is  minimal  as  compared  to  other  proce- 
dures, and  the  attainment  of  the  objective  of  over- 
coming retention  not  universal  in  the  hands  of  all 
urologists.  However,  the  disadvantages  out- 
weigh the  advantages.  In  spite  of  statements  of 
its  proponents  the  transurethral  operation  does 
not  remove  the  entire  prostatic  obstruction  right 
down  to  the  capsule.  It  cannot  be  successfully 
employed  in  large  glands  with  elongation  of  the 
urethra  unless  the  operation  is  repeated  on 
several  occasions  so  that  the  instrument  can  be 
easily  introduced.  The  possibility  of  recurrence 
of  prostatic  obstruction  is  now  being  noted  after 
fifteen  years  of  its  advocacy,  and  the  possibility 
of  a carcinoma  left  behind  is  unusually  high  since 
we  know  that  10  to  18  per  cent  of  all  cases  are 
malignant.  Hemorrhage  is  a serious  factor  in 
prolonging  the  operation,  and  as  far  as  anesthesia 


Y 

is  concerned,  it  is  a long  procedure.  Further- 
more, while  the  hospitalization  is  shorter,  the 
convalescence  is  extremely  prolonged,  extending 
over  months,  with  continued  pyuria  and  the  de- 
velopment of  postoperative  stricture  which  can- 
not be  prevented  because  of  the  use  of  the  thermo- 
electrode at  the  vesical  neck  and  in  the  urethra  . 
Thus,  continuous  observation  and  dilatation  are 
required.  The  development  of  incontinence  is  a 
possibility;  the  hazard  of  a perforation  of  the 
bladder  or  rectum  is  more  frequent  than  acknowl- 
edged. Finally,  the  difficulty  of  teaching  the 
procedure  to  residents  by  any  other  means  than 
trial  and  error  is  obvious. 

We  come  now  to  the  procedure  which  in  the 
estimation  of  the  author  fulfills  all  the  require- 
ments of  the  good  surgeon.  However,  it  also  has 
some  simple  disadvantages:  It  is  not  a good 
procedure  in  small  fibrous  glands,  in  the  extremely 
stout  individual  with  a pendulous  abdomen,  or  in 
cases  where  the  patient  has  had  previous  surgery 
in  or  around  the  bladder  or  in  the  pelvis,  since 
marked  scarification  prevents  proper  exposure  of 
the  retropubic  space.  In  the  extremely  arterio- 
sclerotic patient  with  unusual  venous  distribution 
in  and  around  the  prostatic  capsule  and  in  cases 
with  unusual  renal  failure  requiring  prolonged 
diversion  of  the  urinary  stream,  it  is  ideal. 

Discounting  these  disadvantages,  however,  it  is 
the  belief  of  the  author,  who  has  performed  this 
operation  in  119  cases  in  the  past  two  and  one- 
half  years,  that  it  verifies  all  the  requirements  of  a 
perfect  surgical  procedure.  It  is  an  open  opera- 
tion done  under  direct  vision;  the  entire  gland 
can  be  removed  cleanly  from  its  capsule  so  that  if 
the  gland  is  undergoing  carcinoma  transitionally, 
this  is  also  removed.  The  mortality  rate  is  low, 
as  low  or  lower  than  transurethral  resections ; in 
our  series  it  was  less  than  1 per  cent.  The  con- 
valescence is  smooth  and  comfortable.  There  is  no 
shock,  no  secondary  hemorrhage,  no  urinary  in- 
fection because  all  the  obstruction  is  removed,  no 
long  postoperative  convalescence,  and  no  post- 
operative obstruction  of  any  type,  either  in  the 
prostatic  urethra  or  at  the  vesical  neck,  because 
all  obstruction  is  removed  under  direct  vision. 
All  tags  and  stones  are  removed  under  vision. 
The  procedure  is  ideal  in  prostatic  abscess.  The 
functional  result  is  excellent,  the  patient  beginning 
to  void  on  the  fifth  day.  If  the  operation  is  prop- 
erly performed,  there  should  be  no  incontinence 
whatsoever,  and  sexually,  younger  patients  and 
many  older  ones  have  been  rehabilitated. 

Of  the  119  operations  performed  only  two  deaths 
resulted  (1.6  per  cent),  and,  in  my  opinion,  in  only 
one  of  these  cases  was  the  operation  directly  re- 
sponsible. This  patient,  age  seventy-seven,  had 
proved  a good  candidate  physically  for  the  opera- 
tion, had  perfectly  clear  urine  within  twelve 
hours,  but  was  found  dead  by  the  nurse  following 
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TABLE  I. — Summary  of  Data  in  119  Cases  Treated  by 
Retropubic  Prostatectomy- 


Number  of 
Cases 

Per  Cent 

Age  Incidence 
45  to  55  years 

8 

6.7 

55  to  65  years 

19 

15 . 9 

65  to  75  years 

74 

62.2 

75  to  85  years 

15 

12.6 

85  to  93  years 

3 

2.6 

Total 

119 

100 

Number  of  days  hospitalized 
(patients  discharged 

voiding  perfectly  and 
healed) 

7 days 

105 

80 

10  days 

7 

15 

15  days 

7 

5 

Complications 

Postoperative  bleeding 

0 

0 

Secondary  infections,  up-- 
per  tract 

0 

0 

Lower  tract  pyuria  (one 
turbid  for  over  a month) 

6 

5 

Osteitis  pubis 

0 

0 

Carcinoma  (transitional  or 
in  situ)  found 

21 

18 

Total 

27 

23 

a sudden  cardiac  accident.  The  second  case  for 
which  we  assume  responsibility  was  performed 
by  a resident  on  our  Service.  This  was  a ward 
patient  who  was  extremely  debilitated  and  never 
convalesced.  He  should  never  have  been  oper- 
ated by  this  or  any  other  procedure  except  per- 
haps a slow,  two-stage  diversion  type. 

We  have  had  no  cases  of  secondary  hemorrhage, 
no  severe  secondary  pyelonephritis,  no  secondary 
obstruction  requiring  further  dilatation,  and  no 
cases  of  osteitis  pubis.  The  size  of  the  glands 
varied  from  18  to  128  Gm.  The  operation  is  per- 
formed without  the  use  of  any  special  instru- 
ments, as  advocated  by  Millin,  except  a good  light 
and  suction  apparatus.  Some  of  the  cases  have 
been  operated  under  spinal  anesthesia,  and  in 
some  intravenous  Pentothal  was  used.  Table  I 
summarizes  pertinent  data  in  our  cases. 

Procedure 

The  technic  of  the  operation  will  not  be  de- 
scribed in  detail.  This  is  a matter  of  record  by 
other  authors.  There  are,  however,  a few 
changes  in  the  original  technic  of  Millin  which 
we  have  used  and  found  to  be  most  satisfactory. 

The  patient  is  placed  over  a kidney  or  gall- 
bladder elevator,  and  the  pelvis  is  raised  at  the 
same  time  that  the  feet  are  dropped.  This  in- 
creases the  space  between  the  symphysis  pubis 
and  the  umbilicus  and  allows  for  better  exposure. 
It  is  immaterial  whether  a median  or  transverse 
incision  is  employed.  Both  are  satisfactory. 
Damage  to  the  lateral  sinuses  is  avoided  by 
inserting  a 2-inch  packing  on  either  side.  After 
the  prostate  is  enucleated  through  a small  trans- 
verse incision,  each  end  is  sutured  to  prevent 


spreading,  a small  oxycel  pack  is  inserted  into  the 
prostatic  capsule  for  a few  moments  which  con- 
trols oozing.  The  prostatic  capsule  is  then  in- 
spected with  a small  thyroid  retractor.  Any 
tags  are  removed,  and  bleeding  points  are  tied 
under  direct  vision.  A suture  of  number  000 
plain  gut  is  placed  into  the  vesical  neck  at  “5  and 
7 o’clock”,  and  a “V”  is  removed  without  addi- 
tional bleeding  if  it  is  necessary.  The  bladder  is 
inspected,  and  any  previously  noted  stones  are  re- 
moved. An  ordinary  number  24  Foley  catheter 
is  inserted  into  the  bladder  for  drainage,  and  the 
transverse  incision  in  the  capsule  is  closed  with  a 
continuous  number  1 chromic  gut.  This  suture 
controls  all  the  additional  oozing  that  may  arise 
from  the  anterior  plexus.  It  is  important  that 
the  suture  approximate  both  lips  of  the  capsule 
with  a “deep  bite.”  A Penrose  drain  is  placed  in 
both  sides  of  the  fossa  of  the  pelvis,  and  the  wound 
is  closed  in  the  usual  fashion. 

Summary  and  Conclusions 

Various  operations  for  relief  of  prostatic  and 
vesical  neck  obstructions  with  their  advantages 
and  disadvantages  have  been  reviewed. 

The  retropubic  operation  is  a procedure  of  real 
surgical  value  in  any  type  of  vesical  neck  obstruc- 
tion except  with  small  fibrous  glands,  median  bar; 
small  median  lobes,  or  strictures  of  the  vesical 
neck.  These  conditions  are  preferably  handled 
by  transurethral  resection.  The  operation  has  the 
lowest  mortality  of  any  prostatic  procedure,  with 
no  serious  complications  and  completely  satis- 
factory physiologic  results  when  performed  prop- 
erly. It  is  an  operation  which  is  recommended 
most  highly  in  moderate  or  large  sized  glands  and 
where  carcinoma  is  suspected. 

With  the  present  thorough  knowledge  of  the 
anatomy  and  pathology  of  the  prostatic  urethra 
and  vesical  neck,  the  proper  operation  of  the  five 
mentioned  can  be  and  should  be  applied  for  the 
most  satisfactory  result  to  the  patient,  and  every 
urologist  should  be  in  a position  to  be  able  to  per- 
form any  of  the  five  procedures  mentioned  above. 
With  the  results  which  we  have  obtained  from  the 
retropubic  type  of  operation  we  believe  this  will 
eventually  become  the  popular  approach.  At  the 
present  time  we  are  performing  85  per  cent  of  our 
operations  by  this  method,  10  per  cent  trans- 
urethrally,  and  the  remaining  5 per  cent  either 
perineally  or  suprapubically,  with  most  gratifying 
results  both  to  the  patient  and  to  the  operator. 

Finally,  the  series  has  disclosed  the  presence  of 
carcinoma  (transitional  or  in  situ)  in  18  per  cent 
of  our  cases  histologically,  and  because  of  this  one 
factor  alone  the  operation  is  recommended,  since 
the  entire  gland  containing  the  carcinoma  can  be 
removed  and  the  capsule  inspected. 
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2 -AMINO- l-(p-METHYLPHENYL)- PROPANE  (APTROL)  AS  AN 
ANOREXIGENIC  AGENT  IN  WEIGHT  REDUCTION 


E.  Philip  Gelvin,  M.D.,  and  Thomas  H.  McGavack,  M.D.,  New  York  City 
' ( From  the  Endocrine  Service,  New  York  Medical  College,  Welfare  Island  Dispensary  Unit) 


OBESITY  is  a condition  of  positive  caloric 
balance.  Therapy  consists  of  reversing  this 
so  as  to  effect  a negative  caloric  balance.  This 
can  be  accomplished  by  decreasing  the  caloric 
intake  (diet),  increasing  the  caloric  output  (thy- 
roid, exercise),  or  both.  Since  increasing  the 
caloric  output  is  often  impractical  or  unwise  be- 
cause of  the  age,  occupation,  or  some  physical 
impairment  of  the  patient,  the  basis  of  therapy  is 
a good  low-caloric  diet.  Such  a diet,  however, 
will  frequently  result  in  discomfort  to  the  patient 
with  resultant  discouragement  and  abandonment  . 
An  effective,  safe  anorexigenic  agent  will  fre- 
quently see  the  patient  through  this  initial  period. 
Some  of  the  sympathomimetic  amines  have  been 
used  for  this  purpose,  dl-2-amino-l  phenylpro- 
pane  (dl-amphetamine)  and  its  dextroisomer  (d- 
amphetamine)  having  received  extensive  clinical 
| trial.  One  of  the  disadvantages  of  these  drugs  is 
the  insomnia  produced  in  some  patients.  Since 
the  evening  meal  is  the  largest  of  the  day  for  most 
individuals,  a drug  having  a satisfactory  anorexi- 
genic effect  without  causing  insomnia  would  be 
desirable. 

A compound,  dl-2-amino-l-(p-methylphenyl)- 
propane  (p-methyl  amphetamine),  has  recently 
been  studied  by  Fellows,  Macko,  and  Fendrick.1 
They  found  the  hyperkinesthetic  activity  of  this 
compound  to  be  one-fifth  intraperitoneally  and 
one-tenth  orally  that  of  d-amphetamine,  and  its 
analeptic  potency  in  antagonizing  the  depressant 
effect  of  phenobarbital  one-twentieth  that  of  d- 
amphetamine.  Subcutaneously  in  dogs,  5 mg. 
manifested  the  same  antiappetite  potency  as  1 
mg.  of  d-amphetamine.  In  subacute  and  chronic 
experiments  employing  massive  doses  (up  to  50 
mg.  per  Kg.  for  periods  of  one  to  three  months), 
no  evidence  of  changes  caused  by  the  drug  were 
I observed  by  histologic  studies  of  tissues  removed 
from  rats,  rabbits,  guinea  pigs,  and  dogs.  The 
pressor  effect  of  this  compound  was  found  to  be 
one-three  hundredth  that  of  epinephrine.  They 
concluded  that  it  would  be  safe  to  evaluate  this 
drug  clinically  as  an  anorexigenic  agent. 

The  present  study  was  undertaken  for  that 
purpose.  In  addition  to  the  anorexigenic  powers 
of  dl-2-amino-l-(p-methylphenyl)-propane,  its 
effect  upon  blood  pressure,  pulse  rate,  urine,  blood 
count,  and  basal  metabolism  was  noted.  Side- 
effects  were  observed  as  to  incidence  and  char- 


acter, and  an  attempt  was  made  to  find  an  effec- 
tive but  nontoxic  dosage. 

Materials  and  Methods 

All  subjects  were  patients  attending  the  obesity 
clinic  of  a large  municipal  hospital  outpatient 
department.  Overweight  individuals  with  dia- 
betes and  those  with  cardiac  failure  were  ex- 
cluded from  the  study  for  obvious  reasons.  A 
total  of  121  courses  of  treatment  (Aptrol  62, 
placebo  59)  was  studied  in  65  patients.  Of  these, 
two  were  males,  and  63  were  females.  Their  aver- 
age age  was  40.3  years,  average  height  61.5 
inches,  and  average  weight  192.2  pounds.  The 
deviation  according  to  standard  height-weight 
tables  was  plus  48  per  cent. 

At  the  first  visit,  following  the  taking  of  a his- 
tory and  the  performance  of  a physical  examina- 
tion, each  patient  was  referred  to  the  dietician 
for  a 1,000-calorie  diet  and  all  necessary  dietary 
instructions. 

Each  patient  was  then  given  some  medication, 
either  dl-2-amino-l-(p-methylphenyl)-propane 
(Aptrol)  or  a placebo  identical  in  appearance.* 
Since  it  has  been  observed  that  patients  are  prone 
to  lose  weight  more  rapidly  at  the  outset  of  a 
reducing  regime,  subjects  were  alternated  as  to 
which  medication  they  received  initially.  Of  the 
patients  who  were  observed  while  taking  both 
medications,  25  were  started  with  Aptrol  and  23 
with  the  placebo. 

Aptrol  was  supplied  in  scored  50-mg.  tablets. 
The  initial  dosage  was  one-half  tablet  (25  mg.) 
three  times  a day,  taken  twenty  minutes  before 
each  meal.  If  this  dosage  was  tolerated,  it  was 
increased  to  50  mg.  before  each  meal.  If  toxic 
symptoms  then  appeared,  the  former  dose  was 
resumed.  No  dose  less  than  25  mg.  three  times 
a day  was  used,  nor  was  any  dosage  between  a 
total  of  75  mg.  and  150  mg.  a day  employed. 
Patients  who  were  started  with  the  placebo  were 
instructed  to  take  one-half  tablet  twenty  minutes 
before  each  meal.  This  dosage  was  maintained 
throughout  the  period  of  placebo  medication  so 
that  when  Aptrol  was  started  in  one-half  tablet 


* Generous  supplies  of  dl-2-amino-l-(p-methylphenyl)- 
propane  were  made  available  through  the  courtesy  of  Mr. 
William  Swain  of  Smith,  Kline  and  French  Laboratories, 
Philadelphia,  under  the  trade  name  “Aptrol.”  This  product 
is  not  available  commercially. 
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(25  mg.)  dosage,  the  patient  did  not  susjiect  any 
change. 

Sufficient  medication  for  two  weeks  was  given, 
and  each  patient  was  instructed  to  return  in  that 
time. 

It  was  planned  that  in  so  far  as  possible,  each 
patient  was  to  serve  as  his  own  control,  that  is, 
he  was  to  be  observed  for  a period  of  time  while 
using  Aptrol  and  for  a second  period  while  taking 
a placebo.  The  diet  remained  constant  through- 
out the  entire  study.  Originally  it  was  planned 
to  observe  each  patient  for  six  to  eight  weeks  on 
each  regime.  This  was  not  always  possible  inas- 
much as  some  patients  were  lost  from  the  study, 
while  occasionally  the  medication  had  to  be  dis- 
continued in  others.  Patients  were  observed 
for  an  average  of  10.6  weeks  while  using  Aptrol 
and  for  an  average  of  7.1  weeks  while  using  the 
placebo.  The  average  time  of  observation  of 
subjects  using  Aptrol  was  increased  by  a group  of 
ten  patients  who  were  given  this  medication  for 
a prolonged  period  (fourteen  weeks  or  more)  in 
Older  to  study  its  long-range  effects. 

At  each  biweekly  return  visit,  the  patient  was 
weighed  and  questioned  regarding  the  effect  of 
the  medication.  The  incidence  and  character  of 
side-effects  were  noted.  The  blood  pressure  and 
pulse  rate  were  frequently  checked. 

A urinalysis,  blood  count,  and  basal  metabolic 
rate  determination  were  done  on  a representative 
number  of  the  patients  before  and  after  medica- 
tion with  Aptrol. 

Results 

Effect  of  Aptrol  on  Weight  Reduction. — The 
effect  of  Aptrol  as  an  aid  in  the  reduction  of 
weight  is  recorded  in  Table  I.  Sixty-five  patients 
were  studied  for  a total  of  121  trials.  There  were 
48  trial  patients  who  were  observed  for  a period 
while  taking  Aptrol  and  for  a second  period  while 
using  a placebo,  14  trials  on  those  under  observa- 
tion only  while  using  Aptrol,  and  11  trials  in 
subjects  who  received  only  a placebo.  It  can  be 
seen  from  Table  I that  for  the  entire  group, 
patients  had  an  average  weekly  loss  of  weight  four 
times  as  great  while  using  Aptrol  as  when  taking 
a placebo.  Of  those  who  were  followed  for  a 
period  using  first  one  and  then  the  other  prepara- 
tion (served  as  their  own  controls),  the  rate  of 
loss  of  weight  was  more  than  twice  as  great  while 


TABLE  I. — Summary  of  Weight  Changes  in  65  Obese 
Patients  on  a Restricted  Diet  and  Taking  Aptrol  or 
Placebo 


Preparation 

N«mber  of 
Trials 

Average  W'eight 
Change  per  Week 
(Pounds) 

Aptrol 

62* 

-0.8 

Placebo 

59 1 

-0.2 

Combined  use  of  Aptrol  and 
placebo 

48 

Aptrol 

-0.7 

Placebo 

-0.3 

* Includes  48  patients  observed  while  taking  both  medica- 
tions and  14  patients  observed  while  taking  Aptrol  alone. 

t Includes  48  patients  observed  while  taking  both  medica- 
tions and  II  patients  observed  while  taking  placebo  alone. 


using  Aptrol  as  when  a placebo  was  employed. 
Twenty-five  (51  per  cent)  lost  weight  more 
rapidly  while  using  Aptrol,  nine  (19  per  cent) 
lost  weight  more  rapidly  while  using  a placebo, 
and  there  was  no  significant  difference  in  14  (30 
per  cent).  A difference  in  rate  of  weight  loss  was 
considered  significant  if  there  were  at  least  a 50 
per  cent  difference  while  taking  one  medication  as 
compared  to  the  other.  For  example,  if  the  rate 
of  weight  loss  were  1 pound  per  week  while  tak- 
ing one  medication,  it  must  have  been  at  least 
1 .5  pounds  per  week  while  using  the  other. 

Effects  of  Aptrol  upon  Pulse  Rale  and  Blood 
Pressure.- — The  blood  pressure  and  pulse  rate 
were  examined  frequently  in  42  patients  who 
served  as  their  own  controls  (Table  II).  Changes 
in  the  pulse  rate  were  considered  significant  if 
the  range  while  using  one  of  the  medications  ex- 
ceeded by  10  beats  per  minute  that  found  while 
using  the  other,  or  if  the  range  exceeded  90  while 
using  one  and  was  below  90  in  the  other.  A 
significant  increase  in  pulse  rate  was  found  in 
two  patients  while  using  Aptrol. 

Changes  in  blood  pressure  were  considered 
significant  if  there  was  an  increase  of  15  mm.  in 
the  systolic  pressure  and/or  a 10-mm.  increase 
in  diastolic  pressure.  Significant  increase  of 
systolic  blood  pressure  was  noted  in  six  subjects 
using  Aptrol,  and  a similar  number  had  a signifi- 
cant increase  in  diastolic  blood  pressure.  Six 
subjects  had  an  increase  in  systolic  blood  pres- 
sure, and  four  subjects  showed  an  increase  of 
diastolic  blood  pressure  while  receiving  a placebo. 

Consequently,  we  feel  that  the  influence  of 
Aptrol  upon  the  blood  pressure  and  pulse  rate  is 
insignificant.  The  number  of  cases  that  were 


TABLE  II. — Summary  of  Certain  Clinical  Data  in  Subjects  Receiving  Placebo  or  Aptrol 


Data 

Number 

of 

Patients 

Range 

Average 

Range 

Average 

Blood  pressure  (in in.  of  Hg) 

42 

94  to  220/62  to  130 

147/89 

90  to  222/62  to  130 

144/87 

Pulse  rate  (per  minute) 

42 

60  to  120 

84 

60  to  114 

83 

Hemoglobin  (Gm.) 

29 

10  to  17 

13.6 

9 to  16 

13.4 

Leukocytes  (cu.  mm.) 

29 

5,500  to  13,600 

8.540 

5,000  to  13,600 

8,340 

Polymorphonuclear  leukocytes  (per  cent) 

29 

40  to  70 

57 

30  to  76 

55 

Basal  metabolic  rate 

29 

-14.7  to  +33 

+ 1.7 

-16  to  +43 

+3.9 
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TABLE 

III. — Incidence 

of  Side-effects 

with  Aptrol 

Dosage  of  Aptrol 

Number  of 
Subjects 

' Mild* 

Side-effects 

Severet 

Total 

50  mg.  per  unit  (150  mg.  total  daily) 

42 

4(9%) 

11(25%) 

15(34%) 

25  mg.  per  unit  (75  mg.  total  daily) 

56 

12(21%) 

5(9%) 

17(30%) 

Totals 

98 

16(16%) 

16(16%) 

32(32%) 

* Mild  reaction:  a reaction  not  considered  of  sufficient  severity  to  warrant  discontinuance  of  the  drug  at  that  level  of  dosage, 
t Severe  reaction:  a reaction  considered  of  sufficient  severity  to  warrant,  discontinuance  of  the  drug  at  that  level  of  dosage. 


altered  were  few,  and  no  decisive  change  was 
noted. 

Effect  of  Aptrol  upon  Certain  Laboratory  Deter- 
minations.— Urinalyses,  blood  counts,  and  deter- 
minations of  basal  metabolism  were  done  for  29 
patients  who  were  observed  while  taking  Aptrol 
and  were  repeated  while  they  were  taking  a 
placebo  (Table  II).  No  abnormal  alterations 
which  could  be  ascribed  to  the  influence  of  Aptrol 
were  found  in  the  constituents  of  the  urine. 

The  following  variations  in  the  blood  count 
were  considered  significant:  a change  of  1 Gin. 
in  hemoglobin  content,  any  deviation  in  the  white 
blood  count  from  normal  (6,000  to  10,000  per 
cu.  mm.),  or  abnormal  alterations  in  the  percent- 
age of  polymorphonuclear  leukocytes  (normal 
range  accepted  as  50  to  70  per  cent). 

An  increase  in  hemoglobin  was  noted  in  six 
subjects  while  taking  Aptrol  and  in  four  using  a 
placebo.  No  significant  change  was  found  in  19. 

The  leukocytes  decreased  in  one  subject  to 
whom  Aptrol  was  given  and  increased  in  two. 
While  receiving  a placebo,  one  subject  was  found 
to  have  an  increased  leukocyte  count  and  three 
a decreased  count.  No  change  was  noted  in  21 
cases. 

Polymorphonuclear  leukocytes  were  increased 
in  one  and  decreased  in  three  subjects  taking 
Aptrol.  A similar  situation  developed  while  a 
placebo  was  used.  No  change  in  the  polymor- 
phonuclear leukocyte  count  occurred  in  20  cases. 

A variation  of  the  basal  metabolic  rate  was 
considered  significant  if  the  result  varied  in  either 
direction  by  more  than  10  per  cent.  Five  sub- 
jects had  an  increased  basal  metabolic  rate  while 
using  Aptrol.  The  same  number  showed  an  in- 
crease while  using  placebo.  There  was  no  sig- 
nificant change  in  19. 


TABLE  IV. — Types  and  Number  of  Toxic  Reactions 


Reaction 

Number  of 
Subjects 

Per  Cent 

Weakness,  giddiness, 

faintness, 

blackouts 

18 

56 

Epigastric  distress 

6 

18 

Nausea 

5 

16 

Somnolence 

4 

13 

Thirst 

4 

13 

Vomiting 

3 

9 

Constipation 

3 

9 

Headache 

2 

6 

Diarrhea 

1 

3 

Palpitation 

1 

3 

Insomnia 

1 

3 

Pruritis 

1 

3 

Side-effects  and  Toxic  Manifestations  Noted 
with  Aptrol. — The  incidence  and  types  of  side- 
reactions  noted  in  patients  receiving  Aptrol  are 
summarized  in  Tables  HI  and  IV.  Reactions 
were  classified  as  severe  if  they  necessitated  dis- 
continuance of  the  drug  at  the  specified  level  of 
dosage  and  mild  if  that  level  of  dosage  could  be 
maintained  without  loss  of  cooperation  by  the 
patient. 

It  will  be  noted  that  the  incidence  of  severe 
reactions  while  we  employed  50  mg.  three  times 
a day  was  much  higher  than  that  observed  in  the 
group  receiving  25  mg.  three  times  a day.  At  the 
higher  level  of  dosage  we  were  prone  to  reduce 
the  amount  of  drug  prescribed  at  the  first  appear- 
ance of  side-effects.  At  the  lower  level  of  dosage 
we  tended  to  continue  the  medication  if  the  symp- 
tons  were  not  very  severe.  In  most  instances 
where  25  mg.  of  Aptrol  were  given  three  times  a 
day,  side-effects  subsided  or  remained  at  so  mild 
a level  that  the  drug  was  not  discontinued. 

Any  new  symptoms,  obviously  not  due  to 
intercurrent  disease,  which  developed  in  any  one 
of  the  patients  were  accepted  as  a toxic  mani- 
festation of  the  drug.  It  is  still  possible  that 
some  which  we  have  recorded  were  not  caused  by 
the  medication. 

In  order  to  clarify  this  point  further,  patients 
were  questioned  regarding  any  unusual  symptoms 
while  they  were  taking  a placebo.  Twelve  per 
cent  of  these  had  complaints.  It  is  interesting 
to  note  that  the  character  and  relative  frequency 
of  such  complaints  closely  paralleled  those  found 
while  using  Aptrol  (Table  V).  The  incidence  of 
side-effects  during  the  administration  of  a placebo 
was  greater  than  the  number  of  severe  reactions 
found  when  Aptrol  was  employed  in  doses  of  25 
mg.  three  times  a day. 

A sensation  of  weakness  and  faintness,  de- 


TABLE  V. — Incidence  and  Character  of  Side-effects 
with  Placebo 


Number 

Per  Cent 

Total  number  of  trials  with  placebo 

59 

Number  reporting  side-effects 
Side-effects  reported 

7 

i2 

Dizziness,  weakness,  and  faintness 

4 

57 

Somnolence 

2 

28 

Nausea 

1 

14 

Vomiting 

1 

14 

Abdominal  distress 

1 

14 

Diarrhea 

1 

14 
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TABLE  VI.— Results  ok  Prolonged  Use  or  Aptrol 


Patient 

Time 

Observed 

(Weeks) 

Average  Weight 
Loss  per  Week 
(Pounds) 

Total  Daily 
Dose  (Mg.) 

Remarks 

C.  G. 

23 

0.0 

75 

Nausea  with  150  mg. 

R.  S. 

32 

-0.5 

150 

M.  S. 

16 

-0.3 

75 

Weakness,  nausea,  and  vomiting 

with  150  mg. 

L.  B. 

14 

+ 0.2 

150 

R.  C. 

14 

-2.1 

150 

F.  G. 

25 

-0.7 

150 

M.  R. 

20 

-0.2 

150 

G.  M. 

34 

-0.7 

75 

Nausea  and  dizziness  with  150  mg. 

C.  S. 

21 

-0.6 

75 

Abdominal  distress,  nausea,  and 

vomiting  with  150  mg 

F.  W. 

31 

-0.3 

150 

Average 

23 

-0.5 

scribed  as  an  “all-gone”  feeling,  was  the  most 
commonly  encountered  symptom.  Rarely,  this 
was  sufficiently  severe  to  cause  syncope. 

The  next  most  frequently  encountered  sjmip- 
toms  were  those  related  to  the  gastrointestinal 
system  and  included  indigestion,  epigastric  dis- 
tress, nausea,  constipation,  and  diarrhea.  In- 
somnia was  reported  by  one  subject.  Indeed, 
somnolence  was  a more  frequent  symptom  and 
occurred  in  four  individuals. 

Prolonged  Use  of  Aptrol. — Aptrol  was  pre- 
scribed for  ten  patients  over  an  extended  period 
of  time  of  fourteen  weeks  or  more. 

For  this  group  an  average  loss  of  0.5  pound  per 
week  was  recorded.  Six  subjects  tolerated  a 
dose  of  50  mg.  three  times  a day  without  any  side- 
effects,  two  of  whom  were  treated  for  more  than 
thirty  weeks  (Table  VI).  The  remaining  4 
patients,  although  not  able  to  maintain  this  dos- 
age, had  no  difficulty  when  the  amount  was  re- 
duced to  25  mg.  three  times  a day. 

Summary  and  Conclusions 

In  a series  of  121  trials  in  G5  patients,  all  of 
whom  received  a 1,000-calorie  diet,  the  rate  of 
weight  loss  was  four  times  as  fast  in  those  receiv- 
ing Aptrol  as  compared  with  those  receiving  a 
placebo.  Of  48  patients  who  took  each  of  the 
two  materials,  51  per  cent  lost  weight  more 
rapidly  while  taking  Aptrol,  19  per  cent  while 
taking  a placebo,  and  30  per  cent  showed  no  signifi- 
cant difference.  The  rate  of  weight  loss  was  over 
twice  as  great  while  using  Aptrol.  Of  these  48 
patients,  25  received  Aptrol  as  their  initial 
medication  and  23  a placebo.  Therefore,  it  ap- 
pears that  the  greater  rate  of  weight  loss  while 
using  Aptrol  was  influenced  by  the  anorexigenic 
effect  of  this  drug,  which  helped  the  patient  ad- 
here to  the  diet  more  scrupulously. 


No  significant  change  in  pulse  rate,  blood  pres- 
sure, urinary  findings,  blood  count,  and  basal 
metabolic  rate,  caused  by  Aptrol,  was  noted  in 
those  patients  who  served  as  their  own  controls 
and  in  whom  such  examinations  were  made  while 
using  each  of  the  drugs. 

Side-effects  were  noted  in  32  per  cent  of  all 
subjects  receiving  Aptrol.  A total  daily  dose  of 
150  mg.  could  not  be  tolerated  by  25  per  cent  of 
patients  given  this  amount.  However,  the  medi- 
cation had  to  be  discontinued  in  only  9 per  cent 
of  subjects  receiving  a total  daily  dosage  of  75 
mg.  Since  some  unpleasant  symptoms  were 
reported  by  12  per  cent  of  patients  while  receiv- 
ing a placebo,  it  is  likely  that  Aptrol  was  not  re- 
sponsible for  all  the  unpleasant  symptoms  re- 
ported. 

Six  of  ten  patients  using  Aptrol  for  a period  of 
fourteen  weeks  or  more  were  able  to  tolerate  a 
total  daily  dosage  of  150  mg.  without  any  com- 
plaints. The  remainder  tolerated  a total  daily 
dosage  of  75  mg.  In  none  of  these  ten  cases  were 
any  undesirable  effects  noted  after  use  of  the  drug 
for  such  periods  of  time. 

It  would  appear  that  a satisfactory  initial 
dosage  of  this  drug  is  25  mg.  orally  three  times  a 
day.  Later  the  dosage  must  be  adjusted  for  each 
patient,  such  adjustment  depending  upon  the  re- 
sponse of  the  patient  as  measured  by  the  rate  of 
loss  of  weight  and  appearance  of  side-effects. 

Aptrol  appears  to  be  an  effective  and  safe 
anorexigenic  agent.  It  will  help  to  eliminate  the 
discomfort  to  the  patient  which  is  frequent  when 
obese  individuals  are  required  to  reduce  their 
caloric  intake. 
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The  art  of  living  lies  less  in  eliminating  our  troubles  than  in  growing  with  them  — 
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THE  EFFECTIVENESS  OF  HYDROXY-PHENYL  CINCHONINIC  ACID  IN 
RHEUMATOID  ARTHRITIS 

Mortimer  E.  Ehrlich,  M.D.,  Sidney  Berkowitz,  M.D.,  Solomon  G.  Carp,  M.D., 

Robert  Soblen,  M.D.,  and  Otto  Steinbrocker,  M.D.,  New  York  City 

( From  the  Arthritis  Department  and  Clinic  of  the  Hospital  for  Joint  Diseases) 


HYDROXY-PHENYL  cinchoninic  acid  was 
recently  made  available  to  us  for  thera- 
peutic evaluation  of  its  antiarthritic  potential- 
ities, if  any.  Experimental  studies  in  animals 
and  humans  already  had  suggested  some  anti- 
rheumatic actions  of  the  drug. 1 This  preliminary 
report  presents  our  observations  during  short- 
term administration  of  the  compound  to  patients 
with  active  rheumatoid  arthritis  and  some  of  the 
related  conditions. 

We  attempted  to  determine  by  means  of 
clinical  study  the  therapeutic  effectiveness  of 
the  drug  and  to  ascertain  its  toxicity  and  side- 
actions.  Another  purpose  was  to  observe  any 
evidence  of  ACTH-like  activity  implied  in  the 
interpretation  of  the  animal  experiments  with 
it.2 

Nature  of  the  Compound 

Hydroxy-phenyl  cinchoninic  acid  (3-hydroxy- 
2-phenyl-4-quinoline  carbolic  acid),  for  con- 
venience termed  HPC,  shows  a striking  similarity 
in  structural  formula  to  cinchophen. 


COOH  COOH 


HPC  CINCHOPHEN 


Pharmacologic  studies  of  HPC  in  animals 
naturally  have  considered  its  effects  on  liver 
function  and  structure.3  In  dogs  and  rats 
relatively  large  doses  of  HPC  orally  over  a 
period  of  weeks  showed  no  direct  evidence  of 
liver  damage  on  autopsy.  In  dogs  oral  adminis- 
tration gave  peak  blood  levels  in  five  to  eight 
hours.  It  produces  a pronounced  antidiuretic 
effect  which  is  apparently  mediated  through  the 
pituitary  gland  since  this  effect  is  absent  in 
hypophysectomized  animals.2  In  humans  peak 
! blood  levels  occur  in  eight  to  twelve  hours. 
Eighty  to  90  per  cent  of  HPC  is  present  in  human 
plasma  in  the  free  state;  2 to  3 per  cent  is  ex- 
icreted  in  the  urine,  mostly  in  the  conjugated 
| state.  There  is  no  evidence  at  present  that 
accumulation  occurs.  The  mechanism  of  action 
of  HPC  is  still  unknown.  However,  a theory  is 
j advanced  that  HPC  stimulates  both  the  anterior 
, and  posterior  lobes  of  the  pituitary  gland,  either 


by  direct  chemical  action  or  through  the  hypo- 
thalamus with  consequent  release  of  ACTH  and 
the  antidiuretic  factor.  This  has  been  pre- 
sented on  the  basis  of  the  following  actions: li2’4'5 

1.  Antidiuresis  similar  to  that  produced  by 
the  posterior  pituitary;  absent  after  hypo- 
physectomy. 

2.  A decrease  in  adrenal  ascorbic  acid  which 
also  does  not  occur  in  hypophysectomized 
animals. 

3.  Increased  excretion  of  uric  acid. 

Material 

Our  studies  have  been  carried  out  on  33  pa- 
tients : 26  had  rheumatoid  arthritis,  one  rheuma- 
toid spondylitis,  one  rheumatoid  spondylitis 
with  peripheral  joint  involvement,  two  derma- 
tomyositis,  one  gout,  and  two  osteoarthritis. 
Sex  and  color,  duration  of  disease,  age  of  patients, 
and  stages  of  the  disease  process  and  of  dis- 
ability are  given  in  Tables  I to  III.6 

Method  of  Study 

Active  cases  were  included  consecutively  with- 
out regard  to  severity,  stage,  duration  of  disease, 
color,  or  sex.  They  had  all  been  through  our 
regular  clinic  routine.  This  consisted  of  a 
thorough  history  and  complete  blood  counts, 
blood  erythrocyte  sedimentation  rates,  and 


TABLE  I. — Sex  and  Color  Distribution  in  33  Patients 


Number  of  Patients 

Sex 

Male 

11 

Female 

22 

Color 

White 

23 

Negro 

10 

TABLE  II. — Age  Incidence 

and  Duration  of  Disease 

Number  of  Patients 

Age 

15  years 

1 

20  to  30  years 

7 

30  to  40  years 

5 

40  to  50  years 

7 

50  to  60  years 

8 

60  to  70  years 

4 

70  to  80  years 

1 

Duration  of  disease 

6 months 

9 

2 years 

0 

5 years 

8 

Over  5 years 

16 

227 


228 
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TABLE  III. — Stages  ok  the  Disease  Process  and  Dis- 
ability* 


Stage 

Number  of 
Patients 

Class  of 
Disability 

Number  of 
Patients 

II 

6 

ii 

7 

III 

10 

in 

11 

IV 

12 

IV 

10 

* According  to  criteria  of  American  Rheumatism  Assoeia- 
tion. 


Wassermann  tests.  In  a limited  number  of 
cases,  Rose  tests,  Streptococcus  agglutinations, 
nonprotein  nitrogen,  glucose,  uric  acid,  choles- 
terol and  esters,  and  specific  liver  and  kidney 
function  tests  were  performed  as  needed.  Con- 
sultation with  the  various  specialty  services  were 
arranged  as  required.  Final  diagnosis  and  de- 
cision as  to  therapy  were  then  made  with  the 
assistance  of  the  chief  of  clinic. 

Blindfold  Therapeutic  Unit 

Patients  were  then  referred  to  a measurement 
team,  who  evaluated  joint  function  and  joint 
motion,  measured  all  involved  articulations, 
questioned  patients  as  to  their  functional  capac- 
ity, sleep  habits,  analgesic  requirements,  and 
attempted  to  evaluate  their  emotional  responses. 
These  patients  were  then  turned  over  to  an 
evaluation  unit  which  was  responsible  for  the 
administration  and  dosage  of  the  drugs  under 
study.  They  further  assessed  the  patients’ 
responses  to  therapy  and  substituted  other  prep- 
arations or  adjusted  the  doses  as  they  deemed 
necessary.  Patients  were  seen  by  the  measure- 
ment and  evaluation  units  weekly,  biweekly,  or 
at  longer  intervals  depending  on  the  effects 
elicited.  Since  a large  number  of  drugs  were 
under  simultaneous  trial,  code  numbers  were 
used  throughout.  The  identity  of  the  substance 
under  study  was  known  only  to  the  chief  of 
clinic.  In  all  cases  placebos  of  similar  appear- 
ance were  available,  and  none  of  the  investigators 
knew  which  was  the  placebo  and  which  the  potent 
preparation.  In  order  to  insure  the  blind-study 
technic  further,  the  measurement  team  did  not 
work  from  the  patient’s  charts  but  was  given  a 
separate  form  for  recording  its  findings.  This 
form  did  not  have  the  number  or  name  of  the 
patient’s  drug,  and  the  measurement  team  did 
not  at  any  time  know  which  compound  or  whether 
any  was  being  given  to  the  patient. 

The  drug  was  administered  orally  in  capsules, 
each  capsule  containing  100  mg.  The  daily  dose 
varied  considerably  (Table  IV). 

Placebo  Studies 

To  eliminate  the  pitfalls  in  clinical  study  of 
new  drugs,  we  used  placebos  in  trials  of  all  new 
material.  In  the  case  of  HPC,  capsules  identical 


TABLE  IV. — Dosages  of  HPC  Administebed 


Number  of  Patients 


Daily  dosage 

600  mg. 

25 

800  mg. 

15 

1200  to  1500  mg. 

2 

Total  Dosage 

Under  9 Gm. 

7 

Under  60  Gm. 

23 

80  Gm.  or  more 

3 

Length  of  treatment 

10  days 

1 

10  to  30  days 

11 

30  to  60  days 

15 

60  to  80  days 

6 

in  appearance  were  substituted  for  those  con- 
taining HPC.  In  addition  to  an  inert  placebo, 
limited  trial  was  carried  out  with  a capsule, 
identical  with  the  HPC  and  inert  placebo  cap- 
sules, which  contained  5 grains  of  sodium  sali- 
cylate. This  was  used  in  order  to  evaluate  the 
degree  of  analgesic  effect  of  HPC  as  compared 
with  sodium  salicylate  in  a limited  group  of 
patients  in  doses  ranging  from  20  to  60  grains 
daily.  The  use  of  placebos  and  salicylates  is 
summarized  in  Table  V.  The  27  cases  receiving 
the  inert  placebo  and  the  sodium  salicylate  rep- 
resented 24  cases  of  rheumatoid  arthritis,  one 
case  of  dermatomyositis,  and  two  cases  of  rheu- 
matoid spondylitis. 

Analysis  of  the  results  of  placebo  medication 
reveals  that  no  single  patient  claimed  to  have 
derived  or  showed  objective  benefit  from  the 
inert  placebo,  nor  did  benefit  from  HPC  last  for 
an  appreciable  time  after  placebo  medication 
had  been  substituted.  Evaluation  of  the  effects 
of  sodium  salicylate  forces  the  conclusion  that 
no  impressive  relief  was  experienced  by  any 
patient  when  measured  by  the  Therapeutic 
Criteria.6  Pain  relief  which  was  present  in  two 
cases  was  of  short  duration,  generally  lasting 
two  to  three  hours,  unless  the  medication  was 
repeated.  All  of  the  patients  refused  further 
medication  (sodium  salicylate)  and  asked  to  be 
given  something  better  since  relief  was  incon- 
stant and  rare. 

Criteria  of  Effectiveness 

The  chief  benefit  from  HPC  in  21  cases  was 
less  pain.  This  was  appreciable  in  each  patient 
reporting  it  and  was  further  substantiated  by  a 


TABLE  V. — Summary  of  Use  ok  Placebos,  Salicylates, 
and  HPC 


Number  of 
Cases 

Duration  of 
Treatment 
(Days) 

Placebo  before  HPC 

13 

10  to  70 

Placebo  after  HPC 

11 

10  to  48 

Placebo  alternately  with  HPC 

7 

5 to  22 

Placebo  alone 

18 

14  to  80 

Sodium  salicylate  placebo 

9 

30  to  70 
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TABLE  VI. — Comparison  of  Daily  Dosage  of  HPC  and 
Effect  Produced 


Daily  Dose 
(Mg.) 

Grade  I 

Grade  II 

Grade  III 

400 

0 

1 

0 

600 

0 

2 

8 

800 

0 

1 

2 

900  or  more 

0 

0 

I 

reduction  of  a significant  amount  in  the  daily 
ingestion  of  analgesic  medication  and  by  a 
decrease  in  joint  tenderness  elicited  by  the  in- 
vestigators. Lessened  stiffness  was  almost  as 
prominent  and  occurred  in  18  cases.  Measure- 
able  improvement  in  motion  and  joint  function 
was  found  in  14  patients.  General  increase  in 
strength  and  well-being  was  noted  in  six  cases. 
Actual  reduction  by  measurement  of  joint  swell- 
ing was  present  in  seven  cases.  Twelve  patients 
failed  to  improve  sufficiently  to  warrant  their 
classification  as  improved;  four  did  report  im- 
provement of  pain  and  some  decrease  in  stiffness, 
but  no  objective  evidence  of  benefit  was  obtained. 
Two  of  the  12  patients  not  improved  complained 
of  aggravated  muscle  soreness,  and  four  patients 
were  definitely  worse  both  during  and  after  HPC. 

In  general,  there  were  no  marked  changes  in 
the  laboratory  data.  Urine  findings,  except  in 
one  case  which  developed  hematuria,  were  not 
significantly  altered.  The  same  results  applied 
to  the  values  for  hemoglobin  and  white  blood 
counts.  In  11  cases  there  was  a drop  in  the 
sedimentation  rate  from  20  to  40  mm.  on  the 
Westergren  scale.  In  six  of  these  cases  a change 
in  involvement  occurred  from  grade  IV  to  grades 
II  and  III.  In  the  remainder  no  concomitant 
i change  in  the  clinical  picture  occurred.  Five 
j other  patients  also  developed  a rise  in  erythrocyte 
. sedimentation  rate  during  therapy.  Of  the 
three  patients  hospitalized  for  more  extensive 
study,  liver  and  kidney  function  tests  before, 
during,  and  after  therapy  failed  to  show  appre- 
ciable changes.  This  wTas  also  the  case  in  a 
group  of  outpatients  in  whom  similar  studies  were 
performed. 

Dosage  of  HPC 

The  variability  of  response  to  the  daily  dose 
of  the  drug  is  illustrated  by  our  findings  in  Table 
VI.  In  most  patients  there  was  considerable 
I reduction  in  daily  dose  with  the  appearance 
of  side-effects,  but  no  marked  change  was  im- 
mediately apparent  in  the  patients’  symptoms. 

Results 

In  assessing  drug  effectiveness,  we  followed 
the  criteria  established  by  the  Committee  on 
Therapeutic  Criteria.6  We  classified  our  results 
| as  grade  II,  four  cases;  grade  III,  19  cases;  and 
grade  IV  12  cases. 


For  the  purpose  of  analysis,  all  cases  have 
been  tabulated  and  no  distinction  made  in 
response  regardless  of  the  disease  process.  How- 
ever, the  major  benefits  observed  were  in  those 
patients  with  rheumatoid  arthritis  and  spon- 
dylitis. Benefit  was  also  apparent  in  the  cases 
of  dermatomyositis.  Questionable  value  was 
seen  in  the  case  of  gout,  but  no  change  of  any 
kind  was  seen  in  the  two  cases  of  osteoarthritis 
treated.  In  a number  of  patients  effects  dis- 
tinctly gratifying  to  the  observer  and  the  patient 
were  seen,  and  a distinct  feeling  of  encourage- 
ment was  apparent  in  many  of  the  patients 
treated.  With  the  appearance  of  the  complica- 
tions, however,  and  some  of  these  were  intense 
and  severe  and  necessitated  a reduction  or 
cessation  of  therapy,  a recurrence  to  the  original 
state  followed  and  with  it  a sensation  of  profound 
disappointment  and  even  despair. 

Reactions 

Even  where  significant  benefits  were  observed, 
the  drug  had  to  be  stopped  or  the  dose  drastically 
reduced  because  of  its  side-actions.  In  only 
seven  cases  no  toxicity  was  apparent,  and  of 
these  seven  cases  five  received  a total  of  10  Gm 
or  less  of  HPC.  The  other  two  cases  received 
30  and  51  Gm.  each. 

The  side-effects  or  toxic  reactions  were  notably 
diarrhea,  nausea,  frequency  of  urination,  photo- 
sensitivity, loss  of  weight,  and  abdominal  colic. 
Combinations  of  nausea  in  14,  diarrhea  in  19, 
abdominal  colic  in  4,  and  weight  loss  occurred 
in  three  patients.  Photosensitivity  was  a par- 
ticularly distressing  complication  and  occurred 
in  14  patients.  It  varied  in  degree  from  itching 
and  burning  of  the  skin  to  severe  blisters  of  the 
exposed  skin,  i.e.,  hands,  face,  and  lips.  In 
several  cases  there  were  blisters  of  the  tongue 
and  mucous  membranes  of  the  mouth.  One 
patient  experienced  a recurrence  of  the  blisters 
following  exposure  to  the  sun  one  month  after 
therapy  with  HPC  had  been  stopped.  In  one 
patient,  in  addition  to  the  blisters  of  the  skin 
and  mucous  membranes,  a loss  of  several  nails 
occurred,  and  here,  in  spite  of  cessation  of 
therapy,  further  nail  loss  occurred  as  late  as 
five  weeks  after  treatment  had  been  stopped . It 
did  not  appear  that  the  prolonged  exposure  to 
the  sun  was  a factor  in  the  severity  of  the  photo- 
sensitivity; apparently  even  short  exposure  was 
sufficient  to  induce  this  complication.  It  might 
be  of  interest  that  of  our  group  only  two  Negro 
patients  developed  photosensitivity.  In  both 
patients  this  was  extremely  severe.  In  fact, 
one  of  these,  a female,  developed  the  loss  of 
nails  previously  mentioned . 

It  seems  significant  that  in  all  cases  complica- 
tions occurred  only  in  those  patients  who  re- 
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ceived  a daily  dose  of  HPC  of  at  least  600  rag. 
daily. 

Comment 

It  appears  to  us  that  the  drug  offers  real  prom- 
ise in  the  palliative  therapy  of  the  rheumatic 
disorders,  mainly  as  an  analgesic.  In  reviewing 
our  results,  the  major  benefit  consisted  of  a de- 
crease of  pain  and  stiffness,  in  some  cases  sufficient 
to  obviate  the  need  for  other  analgesic  medication. 
No  startling  effects  were  noted  except  in  a very 
few  cases  in  reduction  of  joint  swelling  or  in 
improvement  of  function  capacity.  In  fact, 
the  very  classification  of  33.6  per  cent  of  the 
responses  in  grade  IV,  53.2  per  cent  in  grade  III, 
and  10.2  per  cent  in  grade  II  excludes  any  marked 
ACTH-like  effect  of  this  formula  that  may  be 
postulated. 

In  the  group  of  patients  with  pain  and  stiff- 
ness relieved,  no  real  change  was  noted  in  joint 
swelling  or  joint  motion  in  the  great  majority. 
However,  in  spite  of  these  findings,  the  severity 
of  the  side-effects,  notably  photosensitivity 
and  the  disturbances  of  the  gastrointestinal 
tract,  makes  the  widespread  use  of  HPC  undesir- 
able at  this  time.  If  the  basic  chemical  formula 
of  the  compound  could  be  modified  to  eliminate 
a large  part  of  the  distressing  side-actions,  it 
may  well  be  that  there  would  then  be  available 
a useful  antirheumatic  compound  with  thera- 
peutic effectiveness,  midway  between  the  usual 
analgesics  and  the  more  striking  steroids  like 
ACTH  and  cortisone. 

Summary 

1.  In  daily  doses  of  600  mg.  of  HPC  over  a 
period  of  ten  days  or  more,  63.4  per  cent  of  33 


patients,  or  67.7  per  cent  of  those  with  rheuma- 
toid arthritis  and  rheumatoid-like  arthritis,  ob- 
tained benefit  from  HPC  to  be  classified  as  grade 
II  or  grade  III  improvement. 

2.  Benefit  from  HPC  was  mainly  analgesic  in 
nature,  notably  in  order  of  frequency:  (a)  re- 
duction of  stiffness,  (b)  improvement  of  function, 
and  (c)  reduction  of  swelling. 

3.  Side-effects  at  doses  of  600  mg.  daily  oc- 
curred in  26  out  of  33  cases  or  in  78.7  per  cent. 
These  were  severe  and  required  reduction  in 
dosage  or  cessation  of  therapy  altogether  and 
were  as  follows:  diarrhea  in  19  patients,  nausea 
in  14  patients,  loss  of  weight  in  three  patients, 
and  photosensitivity  in  14  patients. 

4.  Although  the  benefits  of  HPC  were  note- 
worthy, the  side-actions  and  toxicity  of  the  drug 
were  too  severe  to  permit  its  use  for  other  than 
investigative  studies.  The  observations  reported 
justify  modifications  of  the  structural  formula  of 
HPC  to  eliminate  the  toxic  properties  and  to 
preserve  or  enhance  the  therapeutic  potentialities 
already  demonstrated. 

We  wish  to  acknowledge  the  assistance  of  Dr.  Geoffrey 
Rake  of  the  E.  R.  Squibb  & Sons  Company  for  his  advice 
and  for  the  supplies  of  HPC. 


References 

1.  Blanchard,  K.  C.,  Harvey,  A.  M.,  Howard,  J.  E., 
Kattus,  A.,  Marshall,  E.  K.,  Jr.,  Newman,  E.  V.,  and  Zuhrod. 
C.  Z.:  Bull.  Johns  Hopkins  Hosp.  87:  50  (July)  1950. 

2.  Blanchard,  K.  C.,  Dearborn,  E.  H.,  Maren,  T.  H., 
and  Marshall,  E.  K.,  Jr.:  ibid.  86:  83  (Feb.)  1950. 

3.  Marshall,  E.  K.,  Jr.,  Blanchard,  K.  C.,  and  Dearborn, 
E.  H.:  ibid.  86:  89  (Feb.)  1950. 

4.  Marshall,  E.  K.,  Jr.,  and  Dearborn,  E.  H.:  ibid.  87:  36 
(July)  1950. 

5.  Chen,  K.  K.,  et  al.:  Eli  Lilly  & Co.,  Indianapolis. 
Indiana. 

6.  Steinbrocker,  O.,  Traeger,  C.  H.,  and  Batterman. 
R.  C.:  J.A.M.A.  140:  659  (June)  1949. 


CLINICAL  EVALUATION  OF  THE  COLOSTRUM  SKIN  TEST  FOR  PREGNANCY 


This  test  is  based  on  the  observations  of  Falls  and 
associates  in  1940  that  most  nonpregnant  women  ex- 
hibit a marked  cutaneous  reaction  to  colostrum  in- 
troduced intradermally,  whereas  pregnant  women 
in  a high  percentage  of  cases  develop  an  immunity  to 
the  substance.  Varied  reports  from  investigators 
trying  to  duplicate  these  results  stimulated  the 
present  investigations,  aimed  at  trying  to  find  a 
consistent  method  of  collecting,  preparing,  and  dis- 
pensing the  proper  dose  of  human  primaparous 
colostrum. 

With  a newly  developed  injection  instrument, 
the  test  was  tried  on  292  human  subjects  by  a 
representative  group  of  obstetricians.  Of  proved 


pregnancies,  the  correct  response  to  the  test  was 
obtained  in  91  per  cent;  for  nonpregnancy,  the 
test  was  95  per  cent  correct.  Allergic  persons  and 
persons  with  red  hair  are  more  likely  to  show  false 
nonpregnancy  reactions.  False  pregnancy  reac- 
tions may  be  expected  during  menstruation.  In 
this  series,  all  six  patients  with  tumors  gave  non- 
pregnancy  reactions.  The  authors  conclude  that 
when  clinical  evidence  is  needed  in  the  diagnosis  of 
pregnancy,  the  skin  test  is  of  special  advantage  be- 
cause of  ease  of  administration  and  the  rapidity 
with  which  results  can  be  read. — Samvel  M.  Mar- 
tins, M.D.,  and  Byron  P.  Howells,  M.D.,  Annals  of 
Western  Medicine  and  Surgery,  July,  1951 


TOTAL  GASTRECTOMY:  OPERATIVE  MORBIDITY  AND 
MORTALITY  IN  A SERIES  OF  33  CONSECUTIVE  CASES 

Gordon  McNeer,  M.D.,  and  Lemuel  Bowden,  M.D.,  New  York  City 
( From,  the  Gastric  Service,  Department  of  Surgery,  Memorial  Center  for  Cancer  and  Allied  Diseases) 


FEW  will  deny  that  in  the  treatment  of  gastric 
cancer  total  gastrectomy  not  only  permits  the 
removal  of  the  maximal  amount  of  stomach  con- 
tiguous to  the  tumor  but  also  favors  a more  com- 
plete removal  of  the  regional  lymph  nodes,  par- 
ticularly those  adjacent  to  the  gastric  cardia  and 
celiac  axis.  Longmire  has  proposed  the  em- 
ployment of  routine  total  gastrectomy  in  the 
treatment  of  all  operable  gastric  cancer.1  Lahey 
supports  this  thesis.2’3  On  the  basis  of  a recent 
study  of  postmortem  material  which  quite 
definitely  indicates  the  inadequacies  of  partial 
gastrectomy  for  the  control  of  gastric  cancer,  we 
concur  with  Longmire  and  Lahey  in  principle.4 

Many  surgeons  will  accept  the  concept  of  total 
gastrectomy  as  a better  operation  than  partial 
gastrectomy  for  the  treatment  of  gastric  cancer. 
But  most  surgeons  shy  from  the  former  procedure 
because  of  its  allegedly  prohibitive  morbidity 
and  mortality.  We  claim  the  morbidity  and 
mortality  of  total  gastrectomy  no  longer  to  be 
prohibitive  and  cite  as  evidence  the  following 
series  of  33  cases. 

Analysis  of  Cases 

During  the  four-year  period,  1947  to  1950,  33 
unselected  consecutive  total  gastric  resections 
have  been  performed  by  the  authors  or  under 
their  direct  supervision.  In  all  instances  but  one, 
the  operations  were  performed  for  either  the  cure 
or  palliation  of  gastric  cancer.  There  were  two 
hospital  deaths,  an  operative  mortality  of  6.1 
- per  cent. 


TABLE  I. — Year  op  Admission  and  Sex  of  Patients  in 
33  Cases  of  Total  Gastrectomy 


Year 

Total 

Male 

Female 

1947 

7 

7 

0 

1948 

6 

3 

3 

1949 

6 

6 

0 

1950 

14 

11 

3 

Total 

33 

27 

6 

From  Table  I it  will  be  noted  that  seven  total 
gastrectomies  were  performed  in  1947,  six  in 
1948,  six  in  1949,  and  14  in  1950.  The  increase 
i in  the  incidence  of  this  procedure  during  the  past 
year  reflects  our  interest  and  belief  in  elective 
i total  gastrectomy  as  the  treatment  of  choice  for 
gastric  cancer. 

Operative  Procedure. — Every  patient  in  this 
! series  had  his  entire  stomach  resected,  including 


at  least  a 1-cm.  cuff  of  abdominal  esophagus 
(frequently  more)  with  transection  of  the  duo- 
denum usually  1 to  2 cm.  distal  to  the  pylorus. 
Intestinal  continuity  in  every  instance  was  re- 
established by  esophagojejunostomy.  An  end- 
to-side  anastomosis  was  employed  in  all  but  one 
case  in  which  a Roux-en-Y  anastomosis  was  em- 
ployed. Supplemental  enteroenterostomy  be- 
tween afferent  and  efferent  loops  of  jejunum  was 
employed  in  21  patients. 

The  transabdominal  route  was  employed  in  15 
operations,  the  transthoracic  in  three.  Com- 
bined abdominal  and  thoracic  incisions  were  em- 
ployed in  the  remaining  15  patients. 

In  order  to  effect  complete  resection  of  the 
growth,  continguous  structures  were  frequently 
removed  along  with  the  stomach.  Thus,  in  addi- 
tion to  resection  of  varying  amounts  of  the 
esophagus,  in  this  series  of  33  cases  the  spleen 
was  removed  in  14  instances,  portions  of  the  pan- 
creas in  11  instances,  the  transverse  colon  in  four 
instances,  and  a portion  of  the  left  lobe  of  the 
liver  in  two  instances. 

Ether  anesthesia  was  employed  in  32  of  these 
procedures,  and  continuous  spinal  anesthesia  in 
the  remaining  one.  Induction  of  anesthesia  was 
accomplished  by  nitrous  oxide-oxygen  inhalation 
in  27  instances,  and  by  intravenous  barbiturate 
in  five  patients.  As  a general  rule  we  prefer 
intratracheal  ether  anesthesia  for  operations  on 
the  stomach. 

Pathology. — With  the  exception  of  one  in- 
stance of  polyposis,  the  operation  was  performed 
for  carcinoma  in  all  patients.  Classification  of 
these  lesions  as  to  type  and  grading  is  presented 
in  Table  II.  There  was  histologic  evidence  of 
lymph  node  metastasis  or  of  extension  of  cancer 
to  contiguous  structures  in  all  but  four  of  the  32 
patients  with  gastric  cancer. 

Morbidity. — Probably  the  only  true  criterion 


TABLE  II. — Type  and  Grading  of  Tumor  in  33  Cases 
of  Total  Gastrectomy 


Type  and  Grading 

Male 

Female 

Total 

Gastric  polyposis 

i 

0 

1 

Adenocarcinoma,  grade  II 

5 

0 

5 

Adenocarcinoma,  grade  III 

8 

2 

10 

Adenocarcinoma,  grade  IV 

7 

1 

8 

Adenocarcinoma,  grade  unstated 
Carcinoma,  gelatinous,  signet 

2 

0 

2 

ring,  or  mucinous 

4 

2 

6 

Carcinoma,  anaplastic 

0 

1 

1 

Total 

27 

6 

33 
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of  morbidity  following  a surgical  procedure  is  the 
patient’s  own  sense  of  discomfort  or  lack  of  well- 
being. Such  a subjective  quality  cannot  be  an- 
alyzed objectively.  Hence,  as  the  best  available 
criteria,  length  of  hospitalization,  postoperative 
complications,  and  condition  on  discharge  from 
the  hospital  will  be  used  in  evaluating  the  31  pa- 
tients who  survived  the  operation. 

In  these  31  patients  postoperative  hospitaliza- 
tion varied  from  a minimum  of  twelve  days  to  a 
maximum  of  fifty-four  days.  The  average  post- 
operative hospitalization  period  was  20.62  days, 
and  the  median  postoperative  hospitalization 
period  was  seventeen  days. 


TABLE  III. — Coexisting  Disorders  in  33  Cases  of  Total 
Gastrectomy 


Type 

Number 

Cardiac  disorders 

12 

Myocardial  disease 

9 

Angina  pectoris 

2 

Rheumatic  heart  disease 

1 

Vascular  disorders 

17 

Arteriosclerosis 

11 

Hypertensive 

4 

Hypotensive 

1 

Thrombophlebitis 

1 

Anemia 

3 

Nutritional  disorders 

6 

Cachexia 

2 

Avitaminosis 

1 

Obesity 

1 

Alkalosis 

1 

Dehydration 

1 

Pulmonary  disorders 

2 

Decreased  vital  capacity 

1 

Pulmonary  disease 

1 

Parkinsonism 

1 

Psychosis 

1 

Postoperative  complications  necessarily  re- 
flect to  some  extent  the  incidence  of  preoperative 
complications.  In  Table  III  are  listed  the 
chronic,  degenerative,  or  metabolic  diseases  found 
in  the  patients  in  this  series  which  were  believed 
to  be  of  sufficient  prominence  to  warrant  careful 
evaluation  and  specific  therapy  preoperatively. 
Most  of  the  patients  presented  more  than  one 
such  preoperative  complication.  Nine  patients 
had  no  apparent  or  demonstrable  preoperative 
complication  associated  with  their  gastric  tumor. 

Similarly,  in  Table  IV  are  listed  the  postopera- 
tive complications  found  in  this  series  of  33  pa- 
tients, several  presenting  more  than  one.  On  the 
other  hand,  12  patients  had  entirely  uneventful 
convalescences  with  no  complications  worthy 
of  note  or  requiring  specific  therapy. 

All  31  of  the  operative  survivors  were  am- 
bulatory at  the  time  of  their  discharge  from  the 
hospital,  tolerating  a six-meal,  soft  and  semisolid 
diet  and  requiring  no  supplemental  jej  unostomy 
or  tube  feedings.  There  is  no  question,  however, 
that  some  of  these  patients  complained  of  oc- 
casional heartburn,  regurgitation,  and  inability  to 
eat  three  regular  meals  daily  during  their  first 
few  postoperative  months.  It  has  been  gratify- 
ing to  find  that  these  same  patients  subsequently 


TABLE  IV. — Postoperative  Complications  in  33  Cases 
of  Total  Gastrectomy 


Type 

Number 

Pulmonary  complications 

18 

Atelectasis 

8 

Bronchopneumonia 

3 

Empyema 

3 

Edema 

2 

Effusion  (pleural) 

1 

Tracheobronchitis 

1 

Operative  (technical) 

8 

Wound  sepsis 

4 

Anastomotic  leak 

2 

Fecal  fistula 

1 

Pancreatic  fistula 

1 

Cardiac  complications 

4 

Cardiac  arrest 

2 

Fibrillation 

2 

Intestinal  complications 

4 

Obstruction,  partial 

2 

Ileus 

1 

Intussusception 

1 

Jaundice 

2 

Obstructive 

1 

Hemolytic 

1 

Phlebitis 

1 

Urinary  retention 

2 

Metabolic  alkalosis 

1 

Psychic  complications 

2 

ate  the  same  meals  as  other  members  of  their 
family,  regained  their  appetites,  gained  weight, 
and  again  acquired  a sense  of  well-being,  pro- 
viding they  had  no  recurrence  of  cancer.  Three 
patients  subsequently  complained  of  feeding 
difficulties  probably  due  to  recurrence  of  cancer 
in  each  case.  We  feel  that  a patient’s  failure  to 
regain  gastrointestinal  comfort  within  six  to 
eight  months  following  total  gastrectomy  is  an 
almost  certain  sign  of  persistent  cancer  rather 
than  an  untoward  manifestation  of  the  operation 
itself. 

Operative  Mortality. — In  this  series  of  33  pa- 
tients there  were  two  hospital  deaths,  repre- 
senting a 6.1  per  cent  operative  mortality.  One 
death  occurred  as  a result  of  sudden  cardiac  ar- 
rest on  the  third  postoperative  day  in  a patient 
suffering  from  angina  pectoris.  The  other  oc- 
curred on  the  thirty-third  postoperative  day  in  a 
severely  debilitated  individual  as  a result  of  bi- 
lateral empyema,  auricular  fibrillation,  broncho- 
pneumonia, and  probably  persisting  cancer. 

End  Results. — A consideration  of  end  results  in 
these  33  patients  is  not  germane  to  the  intent  of 
this  report.  A sufficient  interval  has  not  elapsed 
to  determine  five-year  survivors.  More  im- 
portant is  the  realization  that  total  gastrectomy 
for  the  cure  of  gastric  cancer  can  never  be  properly 
evaluated  so  long  as  it  is  performed  solely  for  ad- 
vanced lesions,  as  was  certainly  the  case  in  the 
earlier  patients  of  this  series. 

One  must  await  the  report  of  five-year  results 
in  patients  undergoing  elective  total  gastrectomy 
for  cancer  to  determine  any  advantage  this  pro- 
cedure has  over  subtotal  resection  of  the  stomach. 

Comment 

The  33  cases  of  total  gastrectomy  herein  pre- 
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Fig.  1.  Carcinoma  of  lesser  curvature.  Dotted 
lines  indicate  section  of  duodenum  and  esophagus. 


sented  comprise  a completely  unselected,  con- 
secutive series  of  patients  treated  fpr  gastric 
cancer  over  a four-year  period.  At  the  same 
time  this  series  does  not  represent  our  own  oper- 
ating experience  alone  but  includes  as  well  that  of 
five  of  our  surgical  residents  who  performed  one  or 
more  of  these  operations  with  one  or  the  other  of 
the  authors  assisting.* 

An  operative  mortality  of  6.1  per  cent  in  this 
series  of  patients  is  quite  comparable  to  that 
commonly  recorded  for  subtotal  gastrectomy 
and  certainly  is  not  in  excess  of  that  anticipated 
in  the  surgical  treatment  of  any  intra-abdominal 
malignant  tumor.  When,  in  addition,  it  is  real- 
ized that  some  of  the  operations  herein  recorded 
were  performed  by  resident  surgeons  under  our 
supervision,  one  cannot  help  but  be  impressed 
by  the  ease  with  which  these  technics  may  be 
successfully  included  in  surgical  training  pro- 
grams. 

It  would  be  invidious  thus  to  imply  that  total 
gastrectomy  is  little  more  than  a technical  ex- 
ercise, readily  mastered.  Many  factors  con- 
tributed to  the  high  degree  of  success  obtained  in 
these  33  patients.  The  most  important  of  these 
factors  appear  to  be  the  following : 

Preparation  of  the  Patient. — All  patients  were 

* Dr.  Charles  N.  Breed,  Dr.  Alexander  Conte,  Com- 
mander Ronald  N.  Grant  ( MC) , USN,  Dr.  George  F.  Mclnnes, 
and  Dr.  Samuel  Wilkins, 


Fig.  2.  Duodenum  has  been  divided  and  stomach 
retracted  upward,  first  layer  of  interrupted  sutures 
apposing  esophagus  to  jejunum. 


hospitalized  for  preoperative  evaluation  and 
support  for  intervals  of  time  varying  from  three 
days  to  seventeen  days,  with  a median  for  the 
series  of  seven  days  preoperative  hospitalization 
Careful  evalution  by  a medical  consultant  was  a 
fundamental  aspect  of  the  management  of  these 
patients.  During  this  period  suitable  studies 
were  undertaken  to  clarify  the  patient’s  actual 
physical  condition.  Anemia,  hypoproteinemia, 
and  diminished  circulating  blood  volume  were 
corrected  by  multiple  transfusions  of  blood  and 
plasma.  Cardiac  abnormalities  were  treated 
with  digitalis,  quinidine,  or  diuretics;  hyperten- 
sion by  sedatives  and  vasodilators;  bronchitis  and 
pneumonitis  by  systemic  and  local  antibiotics. 
The  intestinal  tract  was  carefully  prepared  by  re- 
peated gastric  aspirations  where  indicated,  by 
mild  catharsis  and  enemas,  and,  in  recent  years, 
by  the  routine  use  of  intestinal  sulfonamides. 
Verbal  encouragement  of  the  patient  by  an 
optimistic  attending  surgeon  should  not  be  un- 
derestimated. 

Anesthesia. — General  inhalation  anesthesia  was 
employed  in  all  but  one  of  the  cases  herein  re- 
ported. Ether,  as  the  safest  of  all  anesthetic 
agents,  was  almost  routinely  chosen  and  was 
administered  via  an  endotracheal  tube  with  high 
concentrations  of  oxygen  at  all  times.  With 
equipment  at  hand  for  controlled  artificial  respir- 
ation and  for  positive  endotracheal  pressure,  the 
thorax  could  be  readily  entered  when  extension 
of  the  operative  field  was  required. 
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Fig.  3.  Features  of  the  anastomosis:  (A)  cut 
end  of  esophagus  joined  to  jejunal  aperture  by 
interrupted  silk  sutures;  ( B ) second  posterior  layer 
of  interrupted  silk  sutures  through  all  layers; 
(C)  inner  anterior  row  of  through-and-through  silk 
sutures;  (D)  outer  sutures  anteriorly  as  in  (.4). 


Surgical  Technic. — A thorough  discussion  of  the 
surgical  technic  employed  in  these  patients  falls 
outside  the  scope  of  this  paper.  Suffice  it  to  say 
that  generous  skin  incisions,  with  extension  into 
thorax  or  abdomen  when  necessary,  were  em- 
ployed; “open”  division  of  the  duodenum  with 
careful  interrupted  silk  serosal  closure  was 
routinely  used,  and  “open”  esophagojejunostomv 
performed  with  two  rows  of  interrupted  silk 
sutures  in  every  case.  Antecolic  esophagoje- 
junostomy  was  preferred  to  retrocolic  because  of 
its  ease  of  execution  (Figs.  1 to  4).  Jejunojejuno- 
stomy  is  now  seldom  employed  since  we  have 
found  that  it  is  not  only  unnecessary  but  adds 
another  procedure  to  an  already  lengthy  opera- 
tion. Soft  rubber  Penrose  drains,  usually  through 
lateral  stab  wounds,  were  freely  employed. 
When  the  thorax  was  entered,  intercostal  water- 
sealed  catheter  drainage  was  always  instituted. 

Blood  Transfusions. — Multiple  blood  trans- 
fusions were  usually  necessary  during  and  im- 
mediately following  surgery  of  this  magnitude. 
Three  patients  required  only  1 pint  of  blood  each 
during  operation,  while  one  patient  required  6 
pints.  The  remaining  patients  all  received  blood 
transfusions  varying  from  2 to  5 pints  during 
surgery,  with  a median  for  the  group  of  3 pints 
(1,500  cc.)  of  whole  blood. 

Antibiotics.— Antibiotics  of  one  sort  or  another 
and  frequently  in  combination  were  employed  in 
every  patient  in  this  series.  Every  patient, 
save  one  who  had  an  individual  idiosyncrasy,  re- 
ceived penicillin  for  varying  intervals  postopera- 
tively.  The  early  patients  in  this  series  were 
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Fig.  4.  Completed  esophagojejunostomv,  an- 
terior to  colon.  Additional  support  supplied  by  a 
peritoneal  flap  sutured  over  anastomosis. 


given  sulfadiazine  in  addition;  the  more  recent 
patients  received  streptomycin  or  aureomvcin  for 
varying  periods  of  time. 

Conscientious  Postoperative  Care. — The  co- 
operation of  a surgically-minded  internist  is  in- 
valuable in  the  postoperative  phase.  The  con- 
tribution to  the  prompt  recovery  of  most  of  these 
patients  of  a well-trained,  industrious,  and  con- 
scientious house  staff  cannot  be  sufficiently 
emphasized  nor  adequately  praised.  Careful 
attention  to  fluid  and  electrolyte  balance,  fre- 
quent tracheal  aspirations,  supportive  blood 
transfusions,  correction  of  abdominal  distention, 
early  and  intelligent  ambulation,  and  an  ever- 
present, consistently  available  resident  staff  for 
examination  and  treatment  of  patients — these 
factors  have  all  contributed  to  the  successful  re- 
sults obtained  in  most  of  these  cases. 

Summary 

A series  of  33  consecutive  patients  who  have 
undergone  total  gastrectomy  forms  the  basis  of 
this  report.  An  operative  mortality  of  6.1  per 
cent  in  this  series  is  believed  to  be  comparable  to 
that  obtaining  in  the  surgical  treatment  of  any 
intra-abdominal  malignant  tumor. 

These  33  cases  have  been  analyzed  as  to  opera- 
tive procedure,  pathology,  morbidity,  and  mor- 
tality. The  factors  influencing  the  successful 
outcome  in  most  of  these  patients  have  been  dis- 
cussed. 

Conclusions 

On  the  basis  of  the  operative  morbidity  and 
mortality  encountered  in  the  33  consecutive  pa- 
tients herein  reported,  it  is  reasonable  to  employ 
total  gastrectomy  more  frequently  in  the  treat- 
ment of  gastric  cancer. 
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With  increasing  use  of  total  gastrectomy  for 
operable  gastric  cancer,  it  is  likely  that  the  five- 
year  salvage  in  this  disease  will  be  further  im- 
proved. 
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DELAYS  AND  ERRORS  IN  THE  DIAGNOSIS  AND  TREATMENT  OF 
ENDOMETRIAL  CARCINOMA 

William  F.  Finn,  M.D.,  New  York  City 

(From  the  Department  of  Obstetrics  and  Gynecology  of  the  Cornell  University  Medical  College  and  the 
Woman’s  Clinic  of  the  New  York  Hospital) 


DELAYS  and  errors  in  the  diagnosis  and 
treatment  of  endometrial  carcinoma  result 
in  a five-year  survival  rate  of  only  50  to  70  per 
cent.  This  is  low  when  one  considers  the  early 
appearance  of  symptoms  and  the  tendency  of 
endometrial  carcinoma  to  stay  confined  within 
the  uterine  cavity  for  a long  period.  Taylor  and 
Becker  observed  that  the  average  duration  of 
symptoms  prior  to  treatment  was  fifteen  months 
in  a group  of  368  patients.1  Scheffey,  Thudium, 
and  Farell  observed  a lapse  of  eight  to  nine  months 
from  the  first  symptom  to  the  start  of  treatment 
in  premenopausal  women,  and  of  twelve  to  thir- 
teen months  in  postmenopausal  women.5 

Some  delay  is  due  to  the  failure  of  the  patient 

I to  consult  a doctor,  but  gross  errors  of  the  phy- 
sician contribute  to  the  delay.  These  include  the 
omission  of  a pelvic  examination,  the  neglect  of 
the  speculum,  the  failure  to  recommend  curettage, 
and  the  indiscriminate  prescribing  of  hormones 
prior  to  the  establishment  of  a diagnosis.  These 
more  flagrant  errors  are  becoming  less  common 
and  will  not  be  considered  further.  A review  of 
the  clinical  management  of  292  patients  with 
endometrial  carcinoma  at  the  New  York  Hospital 
revealed  the  following  less  obvious  delays  and 
! errors  in  diagnosis  and  treatment. 

Errors  in  Diagnosis 

Lack  of  appreciation  of  the  significance  of 
menorrhagia  and  of  irregular  bleeding  in  the  wo- 
i man  who  is  still  menstruating  causes  delay  in 
diagnosis.  The  reappearance  of  vaginal  bleeding 
after  the  menopause  is  so  striking  a variation  that 
investigation  may  be  started.  However,  the 
woman  who  is  still  menstruating  is  not  alarmed 
by  slight  irregularities  or  excesses  in  her  men- 
strual pattern.  Both  she  and  her  physician  may 
1 attribute  these  to  the  menopause,  but  a careful 


menstrual  calendar  may  emphasize  these  changes 
and  suggest  the  need  for  further  diagnostic  en- 
deavors. Since  approximately  one  third  of 
women  with  carcinoma  of  the  endometrium  mani- 
fest their  first  symptoms  prior  to  the  menopause, 
menstrual  irregularities  should  not  be  passed 
over  lightly  or  treated  by  reassurance  but  snould 
be  investigated  by  curettage. 

Case  1. — A forty-five-year-old  woman  had  noticed 
prolongation  of  her  menses  from  five  to  ten  days 
and  heavier  flow  with  passage  of  clots  for  one  year. 
She  consulted  three  doctors — the  first  told  her  that 
it  was  change  of  life,  the  second  injected  hormones 
for  four  months,  and  the  last  recommended  curet- 
tage. Since  curettage  revealed  endometrial  car- 
cinoma of  an  intermediate  grade  of  malignancy, 
hysterectomy  was  performed,  but  not  until  one  year 
after  the  first  appearance  of  symptoms. 

The  correction  of  an  obvious  cause  of  post- 
menopausal bleeding  without  investigation  of  the 
endometrium  delays  the  detection  of  the  funda- 
mental cause  of  the  bleeding.  Approximately 
one  third  to  one  half  of  all  postmenopausal  bleed- 
ing is  due  to  carcinoma  of  the  endometrium. 
Too  often  in  the  course  of  investigation  of  such 
bleeding,  senile  vaginitis  is  detected  or  a cervical 
polyp  is  removed  without  curettage.  The  non- 
malignant  lesion  may  be  the  sole  cause  in  many 
patients,  but  an  occasional  patient  has,  in  addi- 
tion, endometrial  carcinoma,  which  is  not  de- 
tected until  the  persistence  of  symptoms  leads  to 
curettage. 

Case  2. — The  following  history  shows  a delay  of 
three  months.  A sixty-one-year-old  woman  had 
noted  bleeding  for  three  months  following  fifteen 
years  of  amenorrhea.  ‘Curettage  revealed  an  endo- 
metrial polyp  and  atrophic  endometrium.  Continua- 
tion of  the  bleeding  for  an  additional  three  months 
led  to  a second  curettage,  at  which  time  endometrial 
cancer  was  detected. 
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The  treatment  of  cervical  stenosis  and  hemato- 
metra  or  pvometra  by  cervical  dilatation  and 
drainage  without  curettage  results  in  a compar- 
able situation.  Too  often  only  the  cervix  is  di- 
lated while  curettage  is  deferred  because  of  the 
danger  of  perforation.  Cytologic  smears  may  be 
taken,  but  in  general  the  cells  are  so  degenerated 
that  they  are  of  no  value  in  diagnosis.  Curettage 
is  mandatory  because  of  the  frequent  association 
of  carcinoma  of  the  endometrium  and  pvometra. 
Too  often  such  patients  are  subjected  to  cervical 
dilatation  once  or  more  until  their  recurring  inter- 
mittent bleeding  leads  to  curettage  and  the  reve- 
lation of  the  basic  carcinoma. 

Case  3. — This  sixtv-six-year-old  woman  com- 
plained of  pain  in  the  lower  abdomen.  After  ex- 
amination revealed  a uterus  which  was  soft  and  sym- 
metrically enlarged  to  four  times  its  normal  size, 
the  cervical  canal  was  dilated  and  200  cc.  of  bloody 
fluid  and  pus  were  drained.  No  curettage  was  done. 
When  dilatation  had  to  be  repeated  nine  months 
later,  curettage  at  this  time  showed  carcinoma. 
Hysterectomy  was  performed  after  a delay  of  nine 
months 

Perforation  of  the  uterus  in  an  older  woman 
who  is  suspected  of  cancer  should  heighten  the 
suspicion  of  cancer.  Either  hysterectomy  should 
be  done  immediately,  or  gentle  curettage  should 
be  continued  in  an  effort  to  obtain  proof  of  car- 
cinoma. The  following  case  history  illustrates 
the  danger  of  delay. 

Cose  4- — The  posterior  wall  of  the  uterus  was 
perforated  in  a seventy-year-old  woman  who  had 
noticed  postmenopausal  bleeding  for  one  month. 
Even  though  there  were  no  signs  of  shock  and  al- 
though no  tissue  had  been  obtained,  the  operation 
was  discontinued.  Since  the  bleeding  continued, 
hysterectomy  was  performed  two  months  later.  At 
this  time  the  endometrial  carcinoma  had  spread 
completely  through  the  myometrium  and  had  meta- 
stasized to  the  left  ovary  and  to  a left  hypogastric 
lymph  node.  The  ease  of  perforation  should  suggest 
endometrial  involvement. 

Reliance  on  cytologic  smears  alone  to  detect 
endometrial  carcinoma  delays  diagnosis  and  treat- 
ment. Cytologic  smears  have  proved  to  be  a 
valuable  adjunct  in  the  detection  of  carcinoma  of 
the  female  genital  tract,  their  greatest  value  lying 
in  the  routine  screening  of  asymptomatic  women 
with  apparently  normal  genital  organs.  The 
smear  may  in  a very  occasional  case  Ire  positive, 
even  though  curettage  fails  to  detect  the  carci- 
noma which  is  hidden  in  the  uterine  cornu  behind 
a submucous  myoma  or  a p endometrial  polyp. 
However,  such  instances  are  rare. 

The  malignant  endometrial  cell  may  not  ex- 
hibit marked  variation  from  the  normal.  This 
results  in  a 30  per  cent  incidence  of  false  negative 


reports.  Fremont-Smith,  Graham,  and  Meigs 
reported  30  false  negative  reports  in  113  patients 
with  endometrial  carcinoma.3  This  constitutes 
an  error  of  26.5  per  cent.  Scheffey,  Rakoff,  and 
Hoffman  similarly  report  that  positive  smears 
were  obtained  in  only  67  per  cent  of  their  patients 
with  endometrial  carcinoma.4  This  30  per  cent 
incidence  of  false  negative  reports  limits  the  value 
of  cytologic  smears  in  the  detection  of  endometrial 
cancer.  Their  use  in  the  investigation  of  post- 
menopausal bleeding  may  result  in  erroneous  re- 
ports and,  regardless  of  the  report,  delays  the 
performance  of  curettage  which  is  the  indispen- 
sable foundation  of  diagnosis. 

Case  5. — A forty-five-year-old  woman  who  had 
noticed  prolongation  of  bleeding  and  intermen- 
strual  bleeding  for  nine  months  had  vaginal  and 
cervical  smears  taken  at  intervals  of  two  months. 
These,  as  well  as  smears  taken  immediately  prior  to 
curettage,  were  reported  as  negative,  yet  there  was  a 
4-cm.  endometrial  carcinoma  on  the  posterior  wall 
of  the  uterus. 

Endometrial  biopsy  alone  is  not  a reliable  means 
of  detecting  endometrial  carcinoma.  It  has  been 
used  to  save  time,  expense,  and  a hospital  ad- 
mission. The  biopsy,  since  it  can  only  sample 
parts  of  the  endometrium,  can  easily  miss  a local- 
ized carcinoma.  A negative  report  does  not  elimi- 
nate the  possibility  of  cancer,  while  a false  nega- 
tive report  delays  effective  treatment. 

Case  6.— A forty-nine-year-old  woman  noticed 
prolongation  of  menses  for  eight  months.  Bleeding 
persisted  after  an  endometrial  biopsy  had  shown 
hyperplasia.  Curettage  three  months  later  revealed 
an  advanced  endometrial  carcinoma. 

Curettage  is  far  more  reliable  than  endometrial 
biopsy  or  cytologic  smears,  but  curettage  may 
occasionally  fail  to  detect  cancer.  There  are 
several  reasons.  The  internal  os  may  not  be  di- 
lated, hence  only  the  endocervlx  is  curettfed.  If 
the  uterus  may  be  unwittingly  perforated,  curet- 
tage is  then  done  outside  the  uterus.  The  car- 
cinoma may  be  in  a relatively  inaccessible  part 
of  the  uterus  or  may  be  so  sharply  localized  that  it 
can  be  missed.  These  difficulties  are  graphically 
depicted  in  the  following  history. 

Case  7. — A forty-two-vear-old  woman  had  a curet- 
tage after  six  months  of  almost  continual  bleeding. 
Although  she  was  reassured  that  she  had  only  a 
hyperplastic  type  of  endometrium,  persistence  of  the 
bleeding  for  four  months  led  to  a second  curettage 
by  another  physician.  At  this  time  a 1-cm.  endo- 
metrial carcinoma  was  found  high  in  the  left  cornual 
angle  of  the  uterus.  There  were  metastases  to  the 
left  ovary  at  the  time  of  hysterectomy. 

Errors  in  Treatment 

Irradiation  therapy  prior  to  hysterectomy  is 
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almost  universally  advocated.  This  usually 
consists  of  radium  rather  than  x-ray.  Twenty- 
seven  of  the  37  patients  (75  per  cent)  who  had 
been  treated  with  preliminary  radium  tandem  at 
the  New  York  Hospital  from  1933  to  1949  had 
persistence  of  carcinoma  in  the  uterus.  Thirteen 
of  these  patients  had  residual  carcinoma  which 
was  confined  to  the  endometrium,  nine  had  per- 
sistence of  carcinoma  in  the  myometrium,  while 
five  harl  viable  carcinoma  outside  of  the  uterus. 
Nine  patients  (25  per  cent)  had  no  residual  car- 
cinoma after  radium  therapy.  All  but  one  of  our 
patients  were  treated  prior  to  1942  when  tandem 
insertion  was  customary.  Our  method  of  inser- 
tion of  two  sources  of  radium,  totaling  150  mg. 
in  tandem  for  a twenty-four  hour  period,  is  not 
the  most  desirable  method  and  is  not  as  effective 
as  the  employment  of  multiple  small  sources  for 
longer  periods.  Suffice  it  to  say  that  radium  by 
any  method  could  not  have  affected  the  carcinoma 
in  the  five  instances  when  it  had  spread  beyond 
the  uterus. 

Stowe  reported  that  27,  or  50.9  per  cent,  of  53 
patients  who  were  treated  by  radium  or  x-ray 
prior  to  hysterectomy  had  residual  carcinoma.6 
Telinde  has  stated  that  75  per  cent  of  the  pa- 
tients at  Johns  Hopkins  Hospital  have  had  resi- 
dual carcinoma  after  radium.6  Taylor  and 
Becker  found  residual  carcinoma  in  59  patients 
(49.6  per  cent)  of  the  119  who  had  been  treated 
by  radium  prior  to  hysterectomy.1  They  further 
reported  that  the  presence  of  residual  cancer  re- 
duced the  five-year  survival  rate  from  73.8  per 
cent  to  44.1  per  cent.  Arneson  et  al.  found  resid- 
ual cancer  in  47  per  cent  of  32  patients  who  were 
treated  by  preliminary  x-ray  or  radium.7  They 
also  stated  that  the  presence  of  carcinoma  after 
irradiation  reduced  the  five-year  survival  rate 
from  88  per  cent  to  46  per  cent.  A further  point 
of  interest  was  the  presence  of  residual  carcinoma 
in  77  per  cent  after  tandem  insertion  but  in  only 
22  per  cent  after  packing  with  multiple  sources  of 
radium.  Hundley,  Diggs,  and  Kardash  reported 
viable  carcinoma  in  48  patients  (71  per  cent)  of 
67  who  were  treated  by  radium  prior  to  hysterec- 
tomy.8 Seventeen  had  viable  carcinoma  in  the 
endometrium,  and  31  had  residual  carcinoma  in 
the  myometrium.  Speert  and  Peightal  have  con- 
cluded from  an  analysis  of  157  cases  that  there  is 
no  benefit  from  preoperative  irradiation  with 
intrauterine  radium.9  Stowe  states  that  the  sur- 
gical attack  must  be  considered  to  be  the  essential 
feature  of  curative  therapy  in  the  treatment  of 
adenocarcinoma  of  the  corpus  uteri.5  From  our 
data  and  the  reports  in  the  literature,  the  con- 
clusion is  inescapable  that  radium  is  useful  only 
when  the  carcinoma  is  confined  to  the  endome- 
trium or  superficial  myometrium  and  hence  ex- 
tremely suitable  to  hysterectomy,  whereas  the 


use  of  radium,  when  the  carcinoma  has  extended 
beyond  the  uterus,  permits  the  metastases  to 
grow  without  restraint  until  surgery  is  done. 
Furthermore,  radium  insertion  is  not  without  its 
dangers.  Heyman  and  Arneson  have  reported 
perforation  of  the  uterus,  while  Sampson  has  sug- 
gested that  the  insertion  of  radium  may  dissemi- 
nate carcinoma  through  the  tubes.7,10’11 

Case  8. — A sixty-five-year-old  woman  had  noticed 
postmenopausal  bleeding  for  eight  months.  After 
curettage  had  revealed  endometrial  carcinoma,  150 
mg.  of  radium  in  tandem  were  inserted  into  the  uterus 
for  twenty-four  hours.  At  the  time  of  hysterectomy 
three  months  later,  there  was  no  viable  carcinoma  in 
the  uterus,  but  both  ovaries  were  enlarged  to  10  cm. 
by  metastatic  carcinoma  which  showed  no  sign  of 
radiation  effect. 

Failure  to  suture  the  cervix  or  to  sew  a cuff  of 
vagina  about  the  cervix  prior  to  hysterectomy 
may  lead  to  spill  of  carcinoma  cells  with  subse- 
quent implantation  in  the  vagina.  It  is  far  more 
probable  that  such  vaginal  recurrences,  especially 
those  which  appeal1  months  or  years  later,  are  due 
to  carcinoma  which  has  stayed  dormant  in  the 
lymphatics.  However,  implantation  is  so  prob- 
able a cause  in  early  vaginal  recurrences  that 
every  effort  should  be  made  to  prevent  the  spill 
of  carcinoma  at  the  time  of  hysterectomy.  Su- 
turing of  the  cervix,  ligation  of  the  tubes  near 
their  fimbriated  ends,  and  gentle  handling  of  the 
uterus  help  to  prevent  spill. 

The  removal  of  the  adnexae  or  the  cervix  as 
separate  specimens  at  the  time  of  hysterectomy  is 
dangerous.  This  technic  may  cut  across  car- 
cinoma and  so  disseminate  it  throughout  the 
peritoneal  cavity.  This  happened  recently  in  a 
patient  with  endometrial  carcinoma  of  an  inter- 
mediate grade  of  malignancy  with  a solitary 
metastasis  to  one  ovary.  Adnexa,  corpus,  and 
cervix  had  been  removed  as  separate  specimens. 
Six  months  later  inoperable  peritoneal  recurrences 
had  occurred.  The  en  bloc  dissection  of  all 
pelvic  organs  may  prevent  this. 

A preoperative  diagnosis  of  endometrial  car- 
cinoma is  not  always  made.  Subtotal  hysterec- 
tomy may  have  been  performed,  or  the  adnexae 
may  have  been  retained.  If  the  carcinoma  has 
not  been  detected  before  the  end  of  the  operation, 
the  patient  is  compromised  by  the  presence  of 
pelvic  organs  which  may  contain  carcinoma. 
This  is  easily  prevented  by  bisecting  the  uterus  in 
the  operating  room  prior  to  closing  the  peri- 
toneum. If  carcinoma  is  present,  the  remaining 
organs  can  be  removed  without  delay.  The  more 
universal  performance  of  total  hysterectomy  and 
the  increasing  removal  of  adnexae  in  women  over 
forty-five  wall  decrease  the  number  of  incomplete 
operations  performed  when  carcinoma  of  the 
endometrium  is  not  suspected. 
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Case  9. — After  a fifty-five-year-old  woman  had 
been  treated  by  subtotal  hysterectomy,  adenocar- 
cinoma of  the  endometrium  was  detected  in  the  pa- 
thology laboratory.  Several  sections  of  thelowerpart 
of  the  uterus  showed  no  cancer.  Hence  the  cervix 
was  permitted  to  remain.  Eleven  years  later  there 
was  a 7-cm.  recurrence  in  the  cervix,  vagina,  and 
rectovaginal  septum. 

Vaginal  hysterectomy  without  a preliminary 
curettage  may  lead  to  incomplete  surgery. 

Case  10. — A fifty-five-year-old  woman  who  com- 
plained of  vaginal  protrusion  and  vaginal  spotting 
intermittently  for  three  months  was  treated  by 
vaginal  hysterectomy.  Section  of  the  uterus  in  the 
operating  room  showed  a 2-cm.  lesion  high  in  the 
fundus.  Bilateral  salpingo-oophorectomy  was  then 
done  by  the  vaginal  route.  A preliminary  curettage 
would  have  permitted  an  abdominal  approach  where, 
under  direct  vision,  a more  adequate  excision  could 
have  been  done. 

Summary 

Some  of  the  less  flagrant  delays  and  errors  in 
the  diagnosis  and  treatment  of  endometrial  car- 
cinoma have  been  described. 

Errors  in  diagnosis  include  (1)  failure  to  in- 
vestigate irregular  bleeding  in  a woman  who  is 
still  menstruating,  (2)  correction  of  only  obvious 
causes  of  postmenopausal  bleeding,  (3)  failure  to 
curette  when  cervical  stenosis  is  dilated  and 


hematometra  is  drained,  (4)  disregard  of  the 
significance  of  perforation  in  an  older  woman,  (5) 
reliance  on  cytologic  smears  alone  to  detect  endo- 
metrial carcinoma,  (6)  complete  reliance  on  endo- 
metrial biopsy  to  detect  endometrial  carcinoma, 
and  (7)  inadequate  curettage. 

Errors  in  treatment  include  (1)  the  insertion  of 
intrauterine  radium  prior  to  hysterectomy,  (2) 
failure  to  suture  the  cervix  prior  to  hysterectomy, 
(3)  the  removal  of  the  cervix  or  the  adnexae  as 
separate  specimens,  (4)  the  incomplete  operation 
when  endometrial  carcinoma  is  not  diagnosed,  and 
(5)  vaginal  hysterectomy  without  a preliminary 
curettage. 
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MEDICAL  SCHOOLS  SET  ENROLLMENT  RECORD:  MORE  DOCTORS  GRADUATED 


Medical  schools  of  the  United  States  in  the  last 
year  took  further  steps  to  protect  the  future  health 
of  the  nation  by  enrolling  the  largest  number  of 
students  in  their  history.  This  was  revealed  in  the 
51st  annual  report  on  medical  education  in  the 
United  States  and  Canada,  compiled  by  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association. 

A total  of  26,191  students  were  enrolled  in  79  ap- 
proved schools  in  the  United  States  for  the  1950- 
1951  academic  year.  This  compares  with  the  pre- 


vious high  record  of  25,103  in  the  year  before,  an  in- 
crease of  1,088  (4.1  per  cent).  Since  1941,  when 
there  was  an  enrollment  of  21,379  students  in  77 
approved  schools,  the  increase  has  been  4,812 
(22.5  per  cent). 

The  report  also  disclosed  that  the  academic  year 
now  in  session  will  see  a continuation  of  this  increase 
in  medical  education  because  of  the  enrollment  of  a 
record  freshman  class.  It  is  estimated  that  about 
7,400  new  students  entered  medical  schools  last 
fall,  compared  with  the  previous  record  of  7,182. 


Case  Reports 


VAGINAL  HYSTERECTOMY  FOR  MISSED  ABORTION 


Harry  Gordon,  M.D.,  F.A.C.S.,  and  Paul  F.  Berlin,  M.D.,  New  York  City 


( From  the  Gynecologic  Service  of  Morrisania  City  Hospital) 


'"PHIS  case  is  presented  not  only  because  it  pro- 

vided  an  interesting  problem  in  clinical  manage- 
ment but  also  because  it  demonstrated  the  value  of 
a relatively  simple  operative  procedure  which  could 
undoubtedly  be  used  more  frequently  in  similar 
cases. 

Case  Report 

P.  B.,  a twenty-four-year-old  Negress,  was  ad- 
mitted to  the  Gynecologic  Service  of  Morrisania 
City  Hospital  on  July  26,  1950,  because  of  vaginal 
staining  and  bleeding  of  one  week  duration  and 
chills  and  fever  of  one  day  duration.  The  patient 
also  complained  of  urinary  frequency  and  dysuria 
which  had  begun  three  weeks  prior  to  the  onset  of 
vaginal  staining.  There  wrere  no  cramps  or  ab- 
dominal pains. 

The  patient’s  menses  had  been  regular  before 
1947,  beginning  at  the  age  of  thirteen,  lasting  seven 
days  every  thirty  days,  with  no  dysmenorrhea. 
Medical  history  was  negative.  Venereal  disease 
was  denied.  She  was  a gravida  4,  Para  3,  with  a 
history  of  two  normal  spontaneous  deliveries,  fol- 
lowed on  May  31,  1947,  by  a delivery  of  a pre- 
mature infant  with  retained  secundines.  A curet- 
tage was  performed  in  the  latter  part  of  June,  1947, 
because  of  persistent  vaginal  bleeding.  She  was 
amenorrheic  from  that  time  until  the  onset  of 
vaginal  bleeding  one  week  before  the  present  admis- 
sions (two  and  one-half  years  amenorrhea). 

In  February,  1950,  she  had  an  excision  of  a breast 
mass  at  another  hospital,  which  was  reported 
“fibrosing  adenomatosis  of  the  left  breast  with 
striking  proliferation  of  duct  epithelium.”  At  that 
time  she  began  to  notice  abdominal  enlargement, 
followed  soon  after  by  an  increase  in  the  size  of  her 
breasts.  On  May  10,  1950,  the  patient  was  told 
that  she  was  five  months  pregnant.  She  felt  fetal 
life  from  mid-May  to  early  June.  From  that  time 
until  admission  (one  month),  she  felt  that  her  ab- 
domen was  becoming  smaller,  and  fetal  movements 
had  ceased.  She  denied  any  attempts  at  abortion. 

Physical  examination  on  admission  revealed  a 
well-nourished  and  well-developed,  young  Negro 
female  who  was  acutely  ill.  Temperature  was  104  F., 
pulse  100,  blood  pressure  80/60,  sedimentation  rate 
24  mm.  per  hour,  white  blood  cells  8,600,  70  per 
cent  polymorphonuclears,  hemoglobin  11  Gm., 


Presented  before  the  Bronx  Obstetrical  and  Gynecological 
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type  O,  Rh  positive  blood,  Wasserman  negative 
Chest  x-ray  was  negative. 

Head  and  neck,  chest,  and  heart  were  all  nega- 
tive. Breasts  contained  colostrum.  Palpation  of 
the  abdomen  revealed  a midline  mass  extending  up 
to  the  umbilicus,  symmetrically  enlarged  to  the 
size  of  a five  months  gestation.  It  was  neither 
tender  nor  soft.  No  fetal  heart  was  heard.  Exami- 
nation of  the  back  revealed  left  costovertebral 
angle  tenderness.  Pelvic  examination  showed  a 
parous  introitus  and  a soft  cervix  which  admitted 
a fingertip.  The  uterus  was  anterior,  enlarged  to 
five  months  gestational  size,  and  not  tender.  No 
adnexal  masses  were  palpated.  Speculum  examina- 


Fig.  1.  X-ray  revealing  rib  cage  and  collapsed 
fetal  skull. 
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tion  revealed  a moderate  amount  of  seropurulent 
brownish  discharge.  Catheterized  urine  was  loaded 
with  white  blood  cells.  The  impression  was  missed 
abortion  and  acute  pyelonephritis.  Cervical  smears 
and  culture  showed  streptococci  and  diphtheroids. 
Flat  plate  x-ray  of  the  abdomen  revealed  fetal  parts 
with  collapsed  cranial  bones;  estimated  size  of  fetus 
was  four  and  one-half  months  (Fig.  1 ).  The  patient 
was  put  on  penicillin  and  Gantrisin  therapy. 

During  the  next  few  days,  the  patient  continued 
to  be  febrile  ( 100  to  103  F. ).  Vaginal  discharge  per- 
sisted. Costovertebral  angle  tenderness  diminished. 
The  urine  returned  to  normal.  Aschheim-Zondek 
test  was  reported  negative.  A Pitocin  series  (0.5  cc. 
Pitocin  every  half  hour  intramuscularly  for  six 
doses)  failed  to  expel  the  fetal  parts.  Considerable 
pain  was  caused  by  attempts  at  digital  exploration 
of  the  cervical  canal.  A second  attempt  at  induc- 
tion with  Pitocin,  this  time  using  intravenous  in- 
fusion, also  failed.  It  was  followed  by  an  urticarial 
skin  reaction  which  responded  to  antihistamines. 

On  August  16,  vaginal  examination  revealed  the 
cervix  to  be  uneffaced,  l1/?  inches  long,  slightly 
patulous.  Vaginal  discharge  and  sporadic  tempera- 
ture elevations  persisted  in  spite  of  continued  anti- 
biotic therapy  which  included  aureomycin.  It  was 
decided  to  attempt  hormonal  stimulation  to  assist 
evacuation  of  the  uterus.  Seventy-five  milligrams 
of  stilbestrol  were  given  daily  for  three  days.  Two 
days  after  the  last  dose  of  stilbestrol,  painful  uterine 
contractions  occurred,  and  on  August  21,  a fetal 
long  bone  was  passed  into  the  vagina.  In  the  next 
few  days  several  more  small  parts  were  extruded. 
X-rays  of  the  abdomen  were  repeated.  These  still 
revealed  the  presence  of  fetal  bony  parts. 

On  August  30,  passage  of  bony  parts  had  ceased, 
but  vaginal  discharge  persisted.  An  attempt  to 
reinstitute  uterine  contractions  with  stilbestrol 
failed.  On  September  9,  re-examination  revealed 
uterus  enlarged  to  approximately  ten  to  twelve- 
weeks  size  and  the  presence  of  a hard  globular  mass 
in  the  lower  segment.  The  cervix  was  firm  and 
closed.  Temperature,  pulse,  and  respirations  were 
normal,  but  there  was  persistent  profuse  discharge. 

It  was  decided  to  remove  the  remainder  of  the 
fetal  parts  by  vaginal  hysterotomy.  This  procedure 
would  avoid  entering  the  peritoneal  cavity  in  a 
patient  who  had  an  evident  infection  of  the  uterine 
cavity. 

On  September  12,  1950,  under  gas-oxygen-ether 
anesthesia,  an  inverted  “T”  incision  was  made  on 
the  anterior  vaginal  wall,  and  the  mucosa  and 
underlying  bladder  were  peeled  up,  thus  exposing 


Fig.  2.  Microscopic  view  of  placental  tissue 
removed  at  time  of  vaginal  hysterotomy  reveals 
calcification.  (100  X). 


the  anterior  wall  of  the  cervix.  This  was  then  in- 
cised longitudinally  with  a 2-inch  midline  incision, 
and  with  the  use  of  a crushing  ovum  forceps,  fol- 
lowed by  a large  dull  curet,  a large  quantity  of  fetal 
bone  and  placenta  was  carefully  removed.  The 
placenta  was  found  to  be  firmly  adherent  to  the 
uterine  wall  at  the  fundus.  Alter  repair  of  the 
anterior  cervical  incision  with  interrupted  chromic 
suture  and  restoration  of  the  continuity  of  the 
anterior  vaginal  mucosa,  intrauterine  iodoform 
packing  was  inserted.  The  patient  was  returned  to 
the  ward  in  good  condition. 

The  packing  was  removed  in  forty-eight  hours 
and  was  accompanied  by  several  small  spicules  of 
bone.  Microscopic  examination  of  the  placental 
tissue  revealed  “calcification  of  the  placenta”  (Fig. 
2).  After  an  uneventful  postoperative  course,  the 
patient  was  discharged  asjunptomatic  in  good  con- 
dition. X-rays  taken  at  this  time  showed  no  fetal 
parts.  When  seen  two  weeks  postoperatively  in 
follow-up  clinic,  the  patient  was  well,  and  the  cervix 
was  healed. 


COMPLETE  CLINICAL  REMISSION  IN  THROMBOANGIITIS  OBLITERANS  DURING 
ABSTINENCE  FROM  TOBACCO 


Abstinence  from  tobacco  is  beneficial  in  throm- 
boangiitis obliterans  and  should  be  the  primary 
basis  for  treatment  in  this  disease.  These  authors 
present  a case  of  thromboangiitis  obliterans  in  which 
a twelve-year  “clinical  cure”  was  obtained  after 
complete  withdrawal  of  tobacco.  In  this  case  prog- 
ress of  the  disease  not  only  was  stopped  but  actually 
reversed.  Whether  the  effect  of  abstinence  is 


primarily  due  to  arrest  of  the  disease  process  in  the 
arteries  and  veins,  or  whether  circulation  is  improved 
merely  by  relaxation  of  the  unaffected  arteries  is 
hypothetic.  However,  the  authors  emphasize  that 
the  therapeutic  effect  of  abstinence  is  not  hypo- 
thetic, but  a fact. — R.  W.  Gifford,  Jr.,  M.D.,  and  E.  A. 
Hines,  Jr.,  M.D.,  Proceedings  of  the  Staff  Meetings 
of  the  Mayo  Clinic,  June  20,  1951 


RELAPSING  NODULAR  PANNICULITIS 

Nathaniel  H.  Schwartz,  M.D.,  Edward  R.  Loftus,  M.D.,  and  J.  Stuart  Fishler,  M.D., 
Port  Chester,  New  York 

( From  the  Division  of  Internal  Medicine  and  Pathology,  Grasslands  Hospital,  Valhalla) 


D ELAPSING  nodular  panniculitis  or  Weber- 
Christian  disease  is  a clinicopathologic  complex 
of  interest  alike  to  the  dermatologist,  internist,  and 
pathologist.  It  is  characterized  clinically  by  re- 
current febrile  episodes  and  the  presence  of  sub- 
cutaneous nodules  which  are  usually  multiple,  small, 
discrete,  tender,  and  nonsuppurative.  The  patho- 
logic changes  involve  the  subcutaneous  fat  in  a 
nonspecific  inflammatory  reaction,  ultimately  lead- 
ing to  necrosis  and  fibrosis. 

To  date,  47  cases  have  been  reported  since  Pfeifer’s 
first  description  in  1892. 1 Bendel’s  recent  paper 
presents  a most  comprehensive  and  detailed  review 
of  44  of  these  cases  including  one  of  his  own.2  Three 
additional  cases  have  been  recently  presented  by 
Kennedy  and  Murphy.3  It  is  our  purpose  to  de- 
scribe three  patients  with  this  disease  seen  within  a 
relatively  short  period  of  time  on  the  medical  divi- 
sion of  the  Grasslands  Hospital. 

Case  Reports 

Case  1. — C.  R.,  a thirty-seven-year-old  white 
housewife,  entered  the  hospital  complaining  of 
tender  nodules  beneath  the  skin  of  her  lower  ex- 
tremities. Physical  examination  revealed  a well- 
nourished  woman  in  no  acute  distress.  The  tem- 
perature was  98  F.,  pulse  96,  and  respirations  20. 
The  skin  below  the  knees  was  diffusely  indurated 
with  areas  of  elevated,  reddened,  and  slightly  tender 
nodular  lesions,  each  of  which  measured  approxi- 
mately 1 cm.  in  diameter.  The  nodular  areas  as- 
sumed a bluish  color  as  the  leg  became  dependent. 

Laboratory  data  revealed  the  following:  hemo- 
globin 11.5  Gm.;  red  blood  cells  3,740,000;  white 
blood  cells  11,150  with  94  per  cent  segmented  forms 
and  6 per  cent  lymphocytes ; erythrocyte  sedimenta- 
tion rate  96  mm.  in  one  hour  (Westergren);  hemato- 
crit 37  per  cent;  urine,  specific  gravity  1.023,  albu- 
min negative,  occasional  epithelial  and  white  blood 
cell  on  microscopic  examination;  blood  serology 
negative;  nonprotein  nitrogen  32  mg.  per  cent, 
albumin  4.0  per  cent,  globulin  3.1  per  cent.  Throat 
culture  revealed  hemolytic  streptococci.  X-ray  of 
the  chest  showed  enlarged  hilar  nodes.  The  periph- 
eral lung  fields  were  clear. 

The  patient  was  hospitalized  for  seventeen  days. 
The  temperature  rose  to  100.6  F.  on  the  day  after 
admission,  to  101  on  the  second  hospital  day,  fell  to 
normal  on  the  eighth  hospital  day,  and  remained  so 
for  the  duration  of  her  stay.  By  the  twelfth  hospital 
day,  all  lesions  began  to  subside,  leaving  in  the  site 
of  involvement  areas  of  yellowish  discoloration 
which  gradually  faded. 

Depot  penicillin,  300,000  units  daily,  was  given 
in  the  attempt  to  eradicate  hemolytic  streptococci 
from  the  pharynx.  On  the  eleventh  day  after  ad- 
mission, a biopsy  of  skin,  subcutaneous  fat,  and 
muscle  was  taken  from  the  left  thigh. 

Biopsy  Report. — Gross:  The  specimen  consisted 
of  two  irregular  tissue  masses,  one  representing 
striated  muscle  measuring  2 by  1 by  1 cm.  The 
second  is  skin  and  subcutaneous  tissue  and  measures 
2 by  3 by  1 cm. 


Fig.  1.  Case  1 — Section  of  subcutis  showing  ex- 
tensive fat  necrosis.  ( 100  X ) 


Microscopic:  The  section  of  skin  shows  a slight 
thinning  of  the  epidermis.  In  the  subcutaneous  fat 
there  is  extensive  necrosis  of  fat  cells  in  the  area. 
Fat-laden  macrophages  are  found  within  edematous 
interlobular  spaces.  Focal  collections  of  lympho- 
cytes and  plasma  cells  with  occasional  foreign  body 
type  giant  cells  are  present  and  are  enmeshed  in 
dense  fibrous  bands.  Sections  of  the  striated  muscle 
appear  normal  (Fig.  1). 

Case  2. — L.  F.,  a forty-nine-year-old  white  house- 
wife, was  transferred  from  another  hospital  for  treat- 
ment of  hypertensive  cardiovascular  disease. 

Examination  at  the  time  of  admission  revealed  a 
markedly  obese  woman  in  acute  respiratory  distress. 
The  skin  was  clear  except  for  areas  of  pruritic  ery- 
thema in  the  inguinal  areas  bilaterally.  Both  lung 
fields  were  filled  with  moist  rales,  and  the  heart 
was  enlarged  to  the  left  anterior  axillary  line.  There 
was  a grade  II  aortic  systolic  murmur.  No  thrills 
were  noted,  and  the  second  aortic  sound  was  pres- 
ent and  snapping  in  quality.  The  blood  pressure 
was  200/120  mm.  mercury,  and  the  apical  and 
radial  rates  were  equal  at  80  beats  per  minute. 
The  abdomen  was  markedly  obese.  No  masses 
could  be  palpated,  although  there  was  tenderness 
over  the  region  of  the  liver.  Both  extremities  re- 
vealed 3 plus  pitting  edema,  and  there  was  1 plus 
presacral  edema. 

The  laboratory  data  revealed  the  following: 
hemoglobin  14.5  Gm.,  red  blood  cells  5,300,000, 
white  blood  cells  13,000  with  a normal  differential; 
erythrocyte  sedimentation  rate,  3 mm.  in  one  hour; 
urine,  specific  gravity  1.013  to  1.017,  albumin  4 plus 
persistently,  many  white  blood  cells  with  a few  red 
blood  cells  and  an  occasional  granular  cast  on  micro- 
scopic examination.  Blcod  chemistry  studies  re- 
vealed a nonprotein  nitrogen  of  53,  slowly  rising  to 
236  mg.  per  cent  over  a course  of  four  weeks. 
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Fig.  2.  Case  2 Section  showing  inflammatory 
exudate,  multinucleated  giant  cells,  and  newly 
formed  blood  vessels.  (100  X) 


Bacterium  coli  was  cultured  from  the  urine  on 
repeated  occasions. 

On  the  second  hospital  day,  the  patient  suffered 
a convulsive  seizure  followed  by  a left,  flaccid 
hemiplegia.  A lumbar  puncture  was  performed 
with  the  findings  of  normal  spinal  fluid  pressure  and 
protein  26  mg.  per  cent  with  four  white  blood  cells. 
Treatment  was  maintained  with  intravenous  fluids, 
and  by  the  eighteenth  hospital  day  her  condition 
had  improved  to  the  point  where  it  was  possible  for 
her  to  answer  questions  and  move  the  affected 
extremities. 

Blood  nonprotein  nitrogen  levels  gradually  fell  to 
51  mg.  per  cent.  The  urine  continued  to  reveal  4 
plus  albuminuria  with  specific  gravities  below  1.014. 
The  urine  was  made  sterile  by  the  use  of  parenteral 
streptomycin. 

On  the  forty-eighth  hospital  day,  the  patient  drew 
attention  to  the  presence  of  nontender,  subcutane- 
ous nodules  measuring  1 by  1 cm.,  arising  on  the 
dorsum  of  the  right  upper  arm  and  on  the  ventral 
surface  of  the  left  upper  arm.  These  areas  were 
freely  movable  without  skin  erythema  or  retrac- 
tion. A biopsy  of  the  nodules  was  performed.  The 
remainder  of  her  hospital  course  was  uneventful 
with  the  gradual  disappearance  o f the  subcutaneous 
nodules  in  both  extremities. 

Biopsy  Report. — Gross:  The  specimen  consists  of 
five  irregularly  nodular  masses  of  yellow  fatty  tissue. 
The  largest  measures  4 by  3 by  3 cm.  and  includes 
a sheet  of  superficial  skin.  On  section  a few  areas 
of  dense  yellowish  fatty  tissue  are  noted. 

Microscopic:  The  subcutaneous  fat  reveals  ex- 
tensive area  of  necrosis  showing  a chronic  inflam- 
matory reaction  consisting  of  lymphocytes  and 
plasma  cells.  Areas  of  fat  necrosis  contain  newly 
formed  blood  vessels  and  multinucleated  giant  cells 
with  focal  areas  of  fat-laden  macrophages  within  an 
edematous  interlobular  area  (Figs.  2 and  3). 

Case  3. — K.  II.,  a fifty-one-year-old  white  woman, 
was  admitted  to  the  hospital  on  January  7,  1950, 
complaining  of  swelling  of  the  ankles,  shortness  of 
breath,  and  inability  to  walk.  Physical  examination 
revealed  an  obese  white  female  in  mild  respiratory 
distress.  Temperature  was  103  F.  The  tonsils 
were  small  and  cryptic.  The  lungs  were  clear  to 


Fig.  3.  Case  2 -Section  showing  fat-laden  macro- 
phages and  multinucleated  giant  cells  in  interlobu- 
lar tissues.  (100  X) 


percussion  and  auscultation,  and  the  heart  was 
clinically  and  radiographically  enlarged  to  the  left 
anterior  axillary  line.  No  thrill  was  palpated. 
There  was  a grade  II  systolic  murmur.  The  rhythm 
was  regular.  Abdominal  examination  revealed  the 
spleen  to  be  enlarged  to  the  level  of  the  umbilicus. 
The  liver  was  palpated  a handbreadth  below  the 
right  costal  margin;  the  edge  was  smooth  and  ten- 
der. The  skin  of  the  lower  abdominal  wall  from 
just  above  the  umbilicus  to  the  pubis  was  firm 
and  nodular.  There  were  small  punctate  areas  of 
retraction  resembling  dimples.  Uniformly  inter- 
spersed throughout  the  subcutaneous  tissue  were 
small,  millet-sized,  palpable,  firm  nodules  which 
were  exquisitely  tender.  Over  all  surfaces  of  both 
thighs,  lesions  similar  to  those  in  the  abdominal  wall 
were  present.  The  skin  over  the  thighs,  however, 
was  mottled  purplish  in  color. 

The  laboratory  data  revealed  the  following: 
hemoglobin  13.0  Gm.,  red  blood  cells  4,310,000. 
white  blood  cells  11,400  with  a normal  differential. 
The  sedimentation  rate  was  61  mm.  in  one  hour 
(Westergren) ; urine  showed  a specific  gravity  of 
1.025,  albumin  4 plus,  and  glucose  negative.  Blood 
chemistry  revealed  a sugar  of  180  mg.  per  cent, 
prothrombin  concentration  73  per  cent,  albumin 
3.1  Gm.  per  cent,  globulin  3.1  Gm.  per  cent,  Hanger 
flocculation  negative,  alkaline  phosphatase  10.4 
Bodansky  units,  and  cholesterol  184  mg.  per  cent. 

Crystalline  penicillin  was  given  in  doses  of  300,000 
units  twice  daily  without  noticeable  change  in 
temperature  response.  On  the  fourth  hospital  day, 
a biopsy  was  taken  from  the  lower  abdominal  wall 
and  from  the  left  thigh.  By  the  eleventh  hospital 
day,  it  was  noticed  that  the  size  of  the  spleen  had 
regressed  and  it  was  no  longer  tender.  On  that  day 
chloramphenicol,  4 Gm.  a day,  was  begun  and  main- 
tained to  a total  dosage  of  46  Gm.  The  tempera- 
ture remained  elevated  on  this  regimen  for  ten  days 
and  then  returned  to  normal  levels.  By  the  sixty- 
seventh  hospital  day,  the  spleen  was  barely  pal- 
pable, and  the  liver  edge  had  receded  to  two  finger- 
breadths  below  the  costal  margin.  There  was 
marked  regression  in  the  nodular  lesions  of  the 
thighs  and  lower  abdominal  wall.  The  remnants 
of  the  former  lesions  remained  palpable.  An  x-ray 
of  the  chest  on  March  15,  1950,  showed  a marked 
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reduction  in  the  cardiac  silhouette  to  what  was  now 
interpreted  to  be  normal  contour. 

The  patient  was  discharged  after  seventy-seven 
days  of  hospitalization  and  followed  in  the  out- 
patient department  until  April  17,  1950,  when,  on 
examination,  the  spleen  was  again  palpated  at  the 
level  of  the  umbilicus  and  the  liver  edge  was  three 
fingerbreadths  below  the  costal  margin.  The  patient 
was  then  readmitted  for  evaluation  with  the  follow- 
ing findings:  temperature  99.0  F.  rectally,  red  blood 
cells  3,700,000,  hemoglobin  11.5  Gm.,  white  blood 
cells  6,150,  eosinophils  2 per  cent,  juveniles  1 per 
cent,  stab  cells  1 per  cent,  segmented  polymorpho- 
nuclears  77  per  cent,  lymphocytes  19  per  cent, 
erythrocyte  sedimentation  rate  72  mm.  in  one  hour; 
hematocrit  50  per  cent;  urine,  specific  gravity 
1.010,  acid,  faint  trace  albumin,  glucose  absent, 
occasional  hyaline  cast  microscopically;  blood 
cholesterol  255  mg.  per  cent;  stool  negative  for 
occult  blood;  gastric  analysis  revealed  12  units  of 
free  acid  on  a fasting  specimen.  The  hospital  course 
at  the  time  of  this  second  admission  was  uneventful. 
The  spleen  was  now  not  palpable. 

Biopsy  Report. — Gross:  The  specimen  consists 
of  two  rectangular  pieces  of  skin  and  underlying  fat 
and  fibrous  tissue. 

Microscopic : The  epidermis  shows  some  minimal 
flattening  of  the  right  rete  pegs  but  is  otherwise 
normal.  The  subcutaneous  areas  are  composed  of 
connective  tissue  within  which  are  found  large  areas 
of  fat  necrosis.  The  interlobular  areas  between  the 
fat  cells  show  minimal  edema  and  focal  areas  of 
infiltration  of  lymphocytes  and  fat-laden  macro- 
phages. In  one  area  there  are  several  perivascular 
zones  of  calcification  that  are  surrounded  by  fibrous 
tissue  (Fig.  4).  (Verhoeff  and  VonKossa’s  stains 
bear  out  these  findings.) 


Comment 

The  above-noted  cases  are  clinically  and  patho- 
logically consistent  with  Christian’s  classic  descrip- 
tion of  relapsing  nodular  panniculitis.4  Case  3 
reveals  several  features  of  particular  interest  which 
have  been  infrequently  noted  in  the  literature. 

The  etiology  of  Weber-Christian  disease  is  still 
undetermined.  Infection,  halogen  intoxication,  and 
allergy  have  all  been  incriminated  as  possible  causes. 
Despite  the  frequent  concurrence  of  infection,  in  no 
one  instance  has  a bacterial  or  virus  origin  been 
demonstrated  as  a cause  of  the  lesions  of  this  dis- 
ease. In  Case  1,  hemolytic  streptococci  were  re- 
covered from  a throat  culture,  and  in  Case  2 colon 
bacilli  grew  out  in  a urine  culture.  In  Case  3, 
who  suffered  the  most  severe  and  protracted  form 
of  the  disease,  no  evidence  of  infection  was  observed, 
although  it  was  vigilantly  sought.  A history  of 
ingestion  of  halogens  or  allergic  symptomatology 
was  lacking  in  all  three  cases. 

The  Weber-Christian  syndrome  in  its  early  his- 
tory was  considered  a dermatologic  entity  but  soon 
attracted  the  attention  of  internists  because  of  its 
constitutional  manifestations.6,6  Fever  is  almost  a 
constant  feature  of  the  disease,  and  in  approxi- 
mately 20  per  cent  of  the  cases  leukopenia  is  an 
associated  phenomenon.  Clinical  hepatic  and 
splenic  enlargement  as  well  as  cardiomegaly  have 
also  been  noted.7,8  Only  five  patients  with  this 
disease  have  been  autopsied,  and  evidence  of  specific 


Fig.  4.  Case  3 — Section  showing  reparative  fibro- 
sis and  perivascular  calcification.  (100  X) 


change  in  the  viscera  was  lacking  in  all.  The  char- 
acteristic pathologic  lesions  of  Weber-Christian 
disease  are  limited  to  the  subcutaneous  and  visceral 
fat,  the  other  organs  participating  only  in  a non- 
specific reaction.9 

In  our  series,  patient  K.  H.  (Case  3)  alone  re- 
vealed clinical  evidence  of  visceral  involvement. 
This  consisted  of  a hepatosplenomegaly  of  moderate 
proportions  that  regressed  simultaneously  with  the 
fever  and  cutaneous  manifestations.  The  spleen, 
in  accordion  fashion,  enlarged  again  (second  ad- 
mission) for  a short  period  of  time  in  the  complete 
absence  of  any  of  the  cardinal  signs  of  the  disease. 
Concurrently  with  the  waxing  and  waning  in  the 
size  of  the  spleen  and  liver,  clinical  examination  and 
x-ray  studies  indicated  that  the  heart  participated 
in  a similar  variation  in  size.  The  cardiac  silhouette 
by  x-ray  was  not  suggestive  of  the  presence  of 
pericardial  effusion,  and  whether  or  not  this  enlarge- 
ment represented  cardiac  dilatation  or  pericardial 
effusion  was  difficult  to  determine  since  no  para- 
centesis of  the  pericardium  was  performed.  Electro- 
cardiographic studies  were  not  remarkable. 

Summary 

• 

Three  cases  of  Weber-Christian  disease  have  been 
presented,  completing  a total  of  50  reported  to  date. 

In  one  case  (K.  H.)  extensive  involvement  of  the 
subcutaneous  adipose  tissue  was  paralleled  by 
changes  in  the  size  of  the  heart,  liver,  and  spleen. 
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Daniel  Alenick,  M.D.,  of  Brooklyn,  died  on  De- 
cember 15,  1951,  at  the  Jewish  Hospital  at  the  age 
of  forty-seven.  A native  of  Russia,  Dr.  Alenick  re- 
ceived his  medical  degree  from  St.  Andrew’s  Uni- 
versity, Dundee,  Scotland,  in  1934  and  interned  at 
Metropolitan  Hospital  in  New  York  City.  He  was 
assistant  attending  physician  at  the  Kings  County 
Hospital  and  clinical  assistant  attending  physician 
in  arthritis  at  the  Jewish  Hospital  of  Brooklyn. 

John  Hedley  Atkinson,  M.D.,  of  Watertow  n,  died 
on  November  26,  1951,  at  the  House  of  the  Good 
Samaritan  at  the  age  of  sixty-three.  Dr.  Atkinson 
received  his  medical  degree  from  McGill  University 
Medical  School,  Toronto,  Canada,  in  1913.  During 
World  War  I he  served  overseas  with  a Canadian 
medical  unit.  Dr.  Atkinson  was  an  honorary  mem- 
ber of  the  staff  of  the  Mercy  Hospital  in  Watertown. 
A Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Atkinson  was  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryngology, 
the  Jefferson  County  Medical  Society,  the  Medical 
Society  of  the  State  of  Newr  York,  and  the  American 
Medical  Association. 

Harry  Batzes,  M.D.,  of  New  York  City,  died  on 
December  15,  1951,  at  his  home  at  the  age  of  sixty- 
five.  Born  in  Russia,  Dr.  Batzes  received  his  medi- 
cal degree  from  the  Fordham  University  Medical 
School  in  1914  and  interned  at  Montefiore  Hospital. 
He  was  chief  of  urology  at  the  Good  Samaritan 
Hospital  and  consultant  cystoscopist  at  the  Gou- 
verneur  Hospital.  Dr.  Batzes  was  a member  of  the 
Brooklyn  Urological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Bleier,  M.D.,  of  New  York  City  and  St. 
Petersburg,  Florida,  died  on  September  23,  1951,  at 
the  age  of  sixty.  Dr.  Bleier  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1912  and  interned  at  Mount  Sinai 
Hospital. 

Clair  Aurelius  Buck,  M.D.,  of  Glens  Falls,  died 
on  November  12,  1951,  at  the  U.S.  Veterans  Hos- 
pital, Albany,  at  the  age  of  fifty-two.  Dr.  Buck 
received  his  medical  degree  from  the  University  of 
Cincinnati  Medical  School  in  1926  and  interned  at 
Christ  Hospital  and  the  Children’s  Hospital  in 
Cincinnati.  During  World  War  I Dr.  Buck  served 
wdth  the  U.S.  Navy  Hospital  Corps  in  France  and 
Belgium,  and  during  World  War  II  he  served  with 
the  U.S.  Army  Medical  Corps  as  commanding  officer 
of  the  223rd  Station  Hospital,  Camp  Barkeley, 
Texas.  Dr.  Buck  was  attending  otorhinolaryngolo- 
gist  at  the  Glens  Falls  Hospital.  A Diplomate  of 
the  American  Board  of  Otolaryngology  and  an 
Associate  Fellow  of  the  American  College  of  Aller- 
gists, he  was  a member  of  the  American  Academy 


of  Ophthalmology  and  Otolaryngology,  the  Glens 
Falls  Academy  of  Medicine,  the  Eastern  New  York 
Eye,  Ear,  Nose  and  Throat  Association,  the  Warren 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Salvatore  Ciervo,  M.D.,  of  Brooklyn,  died  on 
October  13,  1951,  at  the  age  of  fifty-two.  Dr.  Ciervo 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School  in 
1921.  He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Vincent  Cocuzza,  M.D.,  of  New  York  City,  died 
on  July  28,  1951,  at  the  age  of  seventy.  Dr.  Co- 
cuzza received  his  medical  degree  from  the  Univer- 
sity of  Palermo,  Italy,  in  1904.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New-  York,  and  the 
American  Medical  Association. 

George  B.  Corey,  M.D.,  of  Fort  Plain,  died  on 
September  28,  1951,  at  the  age  of  eighty-six.  Dr. 
Corey  received  his  medical  degree  from  Howard 
University  Medical  School  in  1897. 

Arthur  E.  Davis,  M.D.,  of  Pittsford,  died  on 
December  7,  1951,  at  his  home  at  the  age  of  seventy-- 
four.  Dr.  Davis  received  his  medical  degree  from 
the  New  York  Homeopathic  Medical  School  in 
1906.  He  was  consulting  surgeon  at  the  Genesee 
Hospital  in  Rochester  and  a member  of  the  Roches- 
ter Pathological  Society,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Christie  Joseph  Drago,  M.D.,  of  Brooklyn,  died 
on  October  23,  1951,  at  the  age  of  sixty-three.  Dr. 
Drago  received  his  medical  degree  from  the  New 
York  Homeopathic  Medical  School  in  1918  and 
interned  at  the  Flowrer  and  Fifth  Avenue  Hospitals. 
He  was  assistant  attending  orthopedic  surgeon  at 
St.  Giles  Hospital  in  Brooklyn.  Dr.  Drago  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hugo  John  Ehrenfeld,  M.D.,  of  New  York  City, 
died  on  July  6,  1951,  at  the  age  of  fifty-seven.  Dr. 
Ehrenfeld  received  his  medical  degree  from  the  Uni- 
versity of  Budapest  in  1920.  He  was  a member  of 
the  New  York  County  Medical  Society',  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Hochman,  M.D.,  of  the  Bronx,  died  on 
November  5,  1951,  at  the  age  of  fifty-one.  Dr. 
Hftchman  received  his  medical  degree  from  the 
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New  York  Homeopathic  Medical  School  in  1926. 
He  was  junior  assistant  attending  physician  at  the 
University  Hospital  and  assistant  attending  physi- 
cian at  the  University  Hospital  Outpatient  Depart- 
ment. Dr.  Hochman  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Simeon  Alfred  Jacobs,  M.D.,  of  New  York  City, 
died  on  November  10,  1951,  at  the  age  of  sixty-six. 
Dr.  Jacobs  received  his  medical  degree  from  the 
Fordham  University  Medical  School  in  1915.  He 
was  a member  of  the  Bronx  Roentgen  Ray  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Thomas  Sebastian  Keating,  M.D.,  of  St.  Albans, 
died  on  October  10,  1951,  at  the  Queens  General 
Hospital  at  the  age  of  seventy-two.  Dr.  Keating 
was  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1907. 

E.  Helen  MacLean,  M.D.,  of  Highland,  died  on 
September  29,  1951,  in  Kingston  at  the  age  of 
seventy-three.  Dr.  MacLean  received  her  medical 
degree  from  Boston  University  in  1900  and  interned 
at  the  Homeopathic  Dispensary  in  Boston.  She  had 
practiced  in  Highland  for  thirty-one  years  until  her 
retirement  a year  ago. 

Ward  Allen  Minor,  M.D.,  of  Utica,  died  on 
December  10,  1951,  at  the  age  of  eighty-four. 
Dr.  Minor  received  his  medical  degrees  from  the  New 
York  Eclectic  Medical  College  in  1890  and  from  the 
Baltimore  University  School  of  Medicine  in  1894. 
During  World  War  i he  served  with  the  U.S.  Army 
Medical  Corps.  In  1940  Dr.  Minor  was  given  a 
testimonial  dinner  to  mark  his  fiftieth  year  in  prac- 
tice. Dr.  Minor  was  attending  physician  at  the 
Faxton  Hospital,  Utica,  and  a member  of  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Henry  Arnold  Pierce,  M.D.,  of  Fredonia,  died  on 
November  13,  1951,  at  Brooks  Memorial  Hospital 
at  the  age  of  eighty-four.  Dr.  Pierce  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1891.  He  practiced  in  Blasdell  and  Fredonia  for 
fifty-seven  years  until  his  recent  retirement.  Dr. 
Pierce  was  a member  of  the  Chautauqua  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  L.  D.  Reid,  M.D.,  of  New  York  City,  died 
on  September  29,  1951,  at  the  age  of  seventy-nine. 
Dr.  Reid  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1903  and 
interned  at  New  York  Hospital.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herman  Cady  Russell,  M.D.,  of  Flushing,  died 
on  August  6,  1951,  at  the  age  of  sixty-two.  Dr. 


Russell  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1912. 

Herman  A.  Schaffer,  M.D.,  of  St.  Albans,  died 
on  October  29,  1951,  at  the  age  of  sixty-four.  Dr. 
Schaffer  received  his  medical  degree  from  the  Uni- 
versity of  Budapest  in  1911.  He  was  a member  of 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  \rork,  and  the  American 
Medical  Association. 

Walter  A.  Shoales,  M.D.,  of  Norwich,  died  on 
September  14,  1951,  at  the  age  of  seventy-eight. 
Dr.  Shoales  was  graduated  from  the  Cornell  Uni- 
versity Medical  College  in  1899.  He  was  a member 
of  the  Chenango  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Edward  Short,  M.D.,  of  Buffalo,  died  on 
November  26,  1951,  at  the  Millard  Fillmore  Hospital 
at  the  age  of  sixtv-four.  Dr.  Short  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1911  and  interned  at  Sisters  Hospital.  During 
World  War  I.  he  served  with  the  U.S.  Army  Medical 
Corps.  Dr.  Short  had  been  assistant  attending 
physician  at  the  Edward  J.  Meyer  Memorial  Hos- 
pital. He  was  a member  of  the  Erie  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  I.  Singer,  M.D.,  of  New  York  City  and 
Long  Beach,  died  on  December  10,  1951,  at  Midtown 
Hospital  at  the  age  of  fifty-five.  Dr.  Singer  received 
his  medical  degree  from  the  University  of  Prague 
in  1921  and  came  to  this  country  in  1930.  He  was 
director  of  physical  medicine  at  the  Memorial 
Hospital  and  a member  of  the  New  York  Society 
of  Physical  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Angelo  L.  Soresi,  M.D.,  of  New  York  City,  died 
on  December  11,  1951,  at  Greenpoint  Hospital, 
Brooklyn,  at  the  age  of  sixty-nine.  Dr.  Soresi,  a 
native  of  Piacenza,  Italy,  received  his  medical  de- 
gree from  the  University  of  Rome  in  1900  and  came 
to  the  United  States  in  1906.  During  World  War  I 
he  served  for  four  years  as  a surgeon  with  the 
Italian  Army.  Dr.  Soresi  was  formerly  professor 
of  the  principles  of  surgery  at  the  New  York  Medical 
College  and  Flower  and  Fifth  Avenue  Hospitals. 
He  had  devised  several  instruments  to  facilitate  the 
transfusion  of  blood,  and  he  advocated  the  estab- 
lishment of  banks  for  arteries  similar  to  blood  banks. 
Dr.  Soresi  was  consulting  surgeon  at  Greenpoint 
Hospital  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Weinstein,  M.D.,  of  New  York  City,  died 
on  July  18,  1951,  at  the  age  of  sixty-eight.  Dr. 
Weinstein  was  graduated  from  the  Cornell  Univer- 
sity Medical  College  in  1907  and  interned  at  Monte- 
fiore  Hospital.  He  was  a member  of  the  New  York 
Neurological  Society  and  the  New  York  Society  for 
Clinical  Psychiatry. 
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County  Medical  Societies  Elect  Officers  for  1952 


THE  following  elections  of  officers  of  county 
medical  societies  in  New  York  State  have  been 
reported: 

Columbia  County  Medical  Society — Dr.  Edward 
F.  Urba,  Kinderhook,  president  ; Dr.  E.  A.  Jacobs, 
Hudson,  vice-president,  and  Dr.  R.  C.  Bliss,  Hud- 
son, secretary-treasurer. 

Genesee  County  Medical  Society — Dr.  Joseph  S. 
Diasio,  Oakfield,  president;  Dr.  Henry  Knoll,  Le 
Roy,  vice-president,  and  Dr.  George  S.  Young, 
Batavia,  secretary-treasurer. 


Monroe  County  Medical  Society — Dr.  Donovan  M. 
Jenkins,  Webster,  president;  Dr.  Christopher 
Parnall,  Jr.,  Rochester,  vice-president;  Dr.  Gordon 
M.  Hemmett,  Rochester,  secretary,  and  Dr.  Robert 
J.  Calihan,  Rochester,  treasurer. 

Westchester  County  Medical  Society — Dr.  Margaret 
Loder,  Port  Chester,  president;  Dr.  Reid  R.  Heff- 
ner, New  Rochelle,  president-elect;  Dr.  W.  Alex 
Newlands,  Tarrytown,  vice-president;  Dr.  John  N. 
Dill,  Yonkers,  secretary,  and  Dr.  Harold  J.  Dunlap. 
New  Rochelle,  treasurer. 


MEETINGS 

PAST 


Society  of  Medical  Jurisprudence 

“Heroin  Addiction  in  the  Adolescent”  was  dis- 
cussed by  Dr.  James  M.  Toolan  and  Dr.  Paul  Zim- 
mering,  from  the  Psychiatric  Division  of  Bellevue 
Hospital  and  the  Department  of  Psychiatry,  New 
York  University,  at  the  meeting  of  the  Society  of 
Medical  Jurisprudence  held  December  10,  1951,  in 
New  York  City.  Discussion  from  the  medical 
standpoint  was  presented  by  Dr.  Jerome  L.  Leon, 
superintendent  of  the  Riverside  Hospital. 


Association  for  Research  in  Nervous  and  Mental 
Disease 

At  the  annual  meeting  of  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease  held  Decem- 
ber 14  and  15,  1951,  in  New  York  City,  the  following 
officers  were  elected  for  1952:  Dr.  H.  Houston  Mer- 
ritt, president;  Dr.  Robert  F.  Loeb,  first  vice-presi- 
dent; Dr.  Charles  D.  Aring,  second  vice-president; 
Dr.  Clarence  C.  Hare,  secretary-treasurer,  and  Dr. 
Rollo  J.  Masselink,  assistant  secretary. 


FUTURE 


Unity  Hospital,  Brooklyn 

Dr.  Raymond  J.  Pieri,  professor  of  clinical  ob- 
stetrics at  the  State  University  of  Newr  York  College 
of  Medicine  at  Syracuse,  will  speak  on  “Extra- 
peritoneal  Cesarean  Section”  at  a meeting  of  the 
staff  of  Unity  Hospital,  Brooklyn,  to  be  held  Thurs- 
day, January  17,  at  the  Hospital.  The  program  is 
postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  in  co- 
operation with  the  New  York  State  Department  of 
Health. 

Utica  Academy  of  Medicine 

Two  programs  of  postgraduate  instruction,  ar- 
ranged by  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the  State 
of  Newr  York  in  cooperation  with  the  State  Depart- 
ment of  Health,  will  be  presented  for  the  Utica 
Academy  of  Medicine  at  the  Hotel  Utica. 

On  Thursday,  January  17,  Dr.  Russell  L.  Cecil, 
professor  of  clinical  medicine,  Cornell  University 
Medical  College,  will  speak  on  “The  Treatment  of 
Chronic  Arthritis,”  and  on  Thursday,  February  21, 
Dr.  Stewart  Wolf,  associate  professor  of  medicine, 
Cornell  University  Medical  College,  will  speak  on 
“Visceral  Pain  Mechanisms.” 

The  meetings  will  begin  at  8:00  p.m. 

Seton  Hospital-Morrisania  City  Hospital 

A combined  chest  conference  sponsored  by  Seton 
Hospital  and  Morrisania  City  Hospital  will  be  held 


Thursday  night,  January  24,  at  8:30  p.m.  at  the 
Morrisania  Auditorium.  Topic  of  the  conference 
will  be  “One  Hundred  Consecutive  Resections  for 
Pulmonary'  Tuberculosis,”  and  participating  will  be 
Dr.  I.  G.  Karron,  Dr.  S.  Mishkin,  and  Dr.  M.  Rubin. 
Dr.  Eli  H.  Rubin  is  chairman. 

Pediatric  Section,  Kings  County  Medical  Society 

A meeting  of  the  Pediatric  Section  of  the  Kings 
County  Medical  Society  will  be  held  Monday  night, 
January  28,  at  8. 30  p.m.  at  the  lungs  County  Medi- 
cal Society  building,  Brooklyn.  Dr.  R.  Walter 
Schlesinger  will  speak  on  “Virus  Diseases  in  Child- 
hood.” 

New  York  University  College  of  Medicine  Alumni 
Association 

A series  of  monthly  panel  discussions  is  now  being 
held  under  the  auspices  of  the  New  York  University 
College  of  Medicine  Alumni  Association.  On  De- 
cember 18,  the  topic  of  the  discussion  was  “Dental 
Medicine.”  Other  panels  planned  include  the  fol- 
lowing: 

Tuesday,  January  29 — “Diarrhea,”  Dr.  L.  Em- 
mett Holt,  Jr.,  chairman;  Dr.  Edward  L.  Pratt, 
Dr.  Horace  L.  Hodes,  and  Dr.  Henry'  I.  Barnett. 

Tuesday,  February'  19 — “Menopause,”  Dr.  Theo- 
dore Neustaedter,  chairman;  Dr.  Ephraim  Shorr, 
Dr.  Robert  S.  Hotchkiss,  and  Dr.  Raphael  Kurzrok. 

Monday,  March  31— “Headache,”  Dr.  Charles  F. 

[Continued  on  page  248] 
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INJECTABLE 


O'NID/a, 

a HYDROCHLORIDE  r<^ 


s4 

V'J 

! 18 


FIRST  INJECTABLE  QUINIDINE  COMMERCIALLY 
AVAILABLE  IN  AMERICA 
TRIED  - TESTED  - DEPENDABLE  - STABLE 

For  those  cases  of  auricular  fibrillation  and  paroxysmal 
tachycardia  where  QUINIDINE  is  indicated  and  cannot  be 
given,  or  is  not  effective,  orally  — • 

INTRAMUSCULARLY  or  if  necessary  INTRAVENOUSLY 

Quinidine  Hydrochloride  Injectable  (0.6  Gm.)  in  5 cc.  ampul 
Quinidine  Hydrochloride  Injectable  (0.18  Gm.)  in  \%  cc.  ampul 


REFERENCES: 


1.  Sturnick,  M.  I.;  Riseman,  J.  E.  F. ; and  Sagall,  E.  I.:  Studies  on  the 
Action  of  Quinidine  in  Man:  J.  A.  M.  A 121;  917  (March  20)  1943 

2.  Sagall,  E.’  I.;  Horn,  C.  D.;  and  Riseman,  J.  E.  F.:  Studies  on  the 
Action  of  Quinidine  in  Man:  Arch.  Int.  Med.  71 1 460  (April)  1943 

3.  Armbrust,  Chas.  A.  Jr.  and  Levine,  Samuel  A.:  Paroxysmal  Ventricular 
Tachycardia:  A Study  of  107  Cases:  Circulation,  _1_;  28-39  (Jan.)  1950 

4.  Bell,  G.  O. ; Bradley,  R.  B.;  and  Hurxthal,  L.  M.:  Paroxysmal  Tachy- 
cardia, Experiences  with  Massive  Doses  of  Quinidine  Intravenously  in  a 
Refractory  Case:  Circulation,  _1_:  939  (April  Part  II)  1950 

For  additional  information  — just  send  your  ly  blank  marked  T52 


/Ilia  Available 


FOR  ORAL  ADMINISTRATION 

Quinidine  Sulfate  Tablets  and  Capsules 
(3  gr.)  in  bottles  of  100,  500  1000. 


BREWER  & COMPANY,  INC. 

67  UNION  STREET  WORCESTER  8,  MASS. 
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Wilkinson,  Jr.,  chairman;  Dr.  Matthew  Shapiro, 
Dr.  Lewis  I.  Sharp,  and  Dr.  Thomas  I.  Hoen. 

The  discussions  begin  at  8:30  p.m. 

Rensselaer  County  Medical  Society 

Dr.  Thomas  H.  McGavack,  professor  of  clinical 
medicine,  New  York  Medical  College,  will  speak  on 
“Common  Errors  in  the  Management  of  Diabetic 
Coma,”  at  the  meeting  of  the  Rensselaer  County 
Medical  Society  to  be  held  Tuesday,  February  12, 
at  8:30  p.m.  at  the  Leonard  Hospital,  Troy.  The 
program  is  postgraduate  instruction  arranged  by  the 
Council  Committee  on  Public  Health  and  Educa- 


tion of  the  Medical  Society  of  the  State  of  New  York 
in  cooperation  with  the  State  Department  of  Health. 

Congress  on  Medical  Education  and  Licensure 

The  forty-eighth  annual  Congress  on  Medical 
Education  and  Licensure  will  be  held  February  10, 
11,  and  12,  at  the  Palmer  House,  Chicago,  under 
the  auspices  of  the  Council  on  Medical  Education 
and  Hospitals  of  the  A.M.A.  and  the  Federation 
of  State  Medical  Boards  of  the  United  States. 

New  York  State  Dietetic  Association 

The  twenty-first  annual  meeting  of  the  New  York 
State  Dietetic  Association  will  be  held  April  24  and 
25  at  the  Hotel  Seneca,  Rochester. 


PERSONALITIES 


Honored 

Dr.  Lewis  J.  Amster,  Bronx,  by  the  Bronx  Lions 
Club  as  outstanding  Bronx  citizen  of  1951  . . . Dr. 
Earl  R.  Carlson,  New  York  City,  and  Dr.  Herman 

E.  Hilleboe,  Albany,  outstanding  achievement 
awards  given  by  the  University  of  Minnesota’s 
College  of  Medical  Sciences  marking  the  University’s 
100th  anniversary'  . . . Dr.  Edward  S.  Godfrey,  Jr., 
former  State  health  commissioner,  by  the  presenta- 
tion of  the  Sedgwick  Memorial  Award  for  1951  for 
distinguished  services  in  public  health,  at  the  annual 
meeting  of  the  American  Public  Health  Association. 

Dr.  Guy  Granger,  Mayville,  by  Peacock  Lodge, 

F.  & A.M.,  with  the  fifty-year  Masonic  Service 
Medal  . . . Dr.  J.  A.  W.  Hetrick,  dean  of  New  York 
Medical  College,  at  a testimonial  dinner  marking 
ten  years  of  service  . . . Dr.  Joseph  F.  McCarthy, 
former  director  of  the  Department  of  Urology,  New 
York  Polyclinic  Medical  School  and  Hospital,  by  the 
dedication  of  a urologic  clinic  in  his  honor  . . . Dr. 
Joseph  Moldaver,  New  York  City,  by  royal  decree 
of  Baudoin  I,  King  of  Belgium,  as  a Knight  of  the 
Order  of  Leopold  the  First,  the  highest  order  in 
Belgium,  for  his  work  in  the  field  of  medicine,  par- 
ticularly poliomyelitis. 

Dr.  Edwin  G.  Ramsdell,  White  Plains,  the  Colum- 
bia University  Lion  Award  in  recognition  of  his 
“outstanding  service  to  his  country,  community, 
and  to  his  university”  . . . Dr.  William  H.  Ross, 
Brentwood,  by  the  Suffolk  County  Tuberculosis  and 
Public  Health  Association,  Heart  Committee,  Medi- 
cal Society,  and  Department  of  Health,  marking  his 
sixty-three  years  in  medical  practice  . . . Dr.  Clar- 
ence P.  Obemdorf,  New  York  City,  at  a dinner  on 
February  15  at  the  Waldorf-Astoria  Hotel,  celebrat- 
ing his  seventieth  birthday  . . . Dr.  Richard  B. 
Stark,  New  York  City,  a scholarship  award  from 
the  Foundation  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgery  for  his  essay,  “The 
Cross-Leg  Flap  Procedure”  . . . Dr.  Leland  O.  White, 
Sharon  Springs,  by  a group  of  friends,  a medical 
service  laboratory  to  mark  his  fifty  years  in  the 
practice  of  medicine. 

Appointed 

Dr.  Margaret  W.  Barnard,  former  director  of  dis- 


trict health  administration  of  the  New  York  City  De- 
partment of  Health,  as  associate  professor  of  public 
health  practice  at  the  Columbia  University  School  of 
Public  Health  . . . Dr.  Frank  P.  Guidotti,  New  York 
City,  medical  director  of  the  New  York  Hotel 
Trades  and  Hotel  Association  Health  Center,  as 
assistant  clinical  professor  of  industrial  medicine  at 
the  New  York  University-Bellevue  Medical  Cen- 
ter ..  . Dr.  William  N.  Hubbard,  Jr.,  New  York 
City,  as  assistant  dean  of  the  New  York  University 
College  of  Medicine  . . . Dr.  Frode  Jensen,  New  York 
City,  as  associate  dean  of  the  New  York  University 
Post-Graduate  Medical  School . . . Dr.  M.  J.  Moses. 
Spring  Valley,  as  a member  of  the  medical  advisory 
board  of  the  New  York  State  Athletic  Commis- 
sion . . . Dr.  David  Ross,  as  medical  director  of  the 
National  Hospital  for  Speech  Disorders,  New  York 
City . . . Dr.  Harold  N.  Willard,  Hudson,  as  assistant 
professor  of  preventive  medicine  at  the  New  York 
Hospital. 

Elected 

Dr.  Louis  Berger,  Brooklyn,  vice-chairman  of  the 
board  of  directors  of  the  Brooklyn  Cancer  Com- 
mittee . . . Dr.  Floyd  C.  Bratt,  Rochester,  president- 
elect of  the  New  York  State  Academy  of  General 
Practice  . . . Dr.  Stephen  A.  Graczyk,  Buffalo, 
president  of  the  Erie  County  Chapter,  American 
Cancer  Society  . . . Dr.  Leonard  L.  Heimoff,  Bronx, 
national  Surgeon-General  of  the  Veterans  of  Foreign 
Wars  . . . Dr.  F.  J.  Kallman,  New  York  City,  presi- 
dent of  the  American  Society  of  Human  Genetics . . . 
Dr.  John  J.  H.  Keating,  New  York  City,  alumni 
trustee  of  Columbia  University  . . . Dr.  Robert  H. 
Kennedy,  New  York  City,  first  vice-president  of  the 
.American  College  of  Surgeons  . . . Dr.  J.  Emerson 
Noll,  Port  Jervis,  president  of  the  New  York 
State  Association  for  Crippled  Children. 

Promoted 

Dr.  Solomon  Weintraub,  New  York  City,  to  the 
rank  of  Colonel,  Medical  Corps,  United  States 
Army  Reserve . . . Dr.  Wilson  A.  Swanker,  New  York 
City,  to  the  rank  of  Major,  Medical  Corps,  United 
States  Army  Reserve. 
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Regulate  cardiac  output... more  precisely 

Digitaline  Nativelle  provides  positive  maintenance  — 
positive  because  it  is  completely  absorbed  and  uniformly 
dissipated.  It  affords  full  digitalis  effect  between  doses. 
Because  the  non-absorbable  glycosides,  so  frequently 
causing  gastric  distress,  are  eliminated,  untoward  side 
reactions  are  rare. 


digitaline • 

nativelle 


Chief  active  principle*  of  digitalis  purpurea  (digitoxin) 

♦not  an  adventitious  mixture  of  glycosides 

Send  for  brochure, ” Modern  Digitalis  Therapy” 

Varick  Pharmacal  Co.,  Inc.  (Div.  of  E.  Fougera  & Co.  Inc. ) 75  Varick  St.,  N.Y. 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


CUSTOM 

MADE— 

Before  a single  production  step 
begins,  measurements  are  taken, 
individual  flesh  and  contour  fea- 
tures noted.  No  effort  is  spared 
to  give  the  amputee  a leg  as  indi- 
vidual as  men  and  machines  can 
build. 


Yet  in  this  custom-made  Limb  are 
built  devices  developed  by  years 
of  experience  and  experiment  to 
aid  movement  in  keeping  with 
nature’s  own  way.  The  Knee  and 
Foot  construction  illustrated  is 
designed  to  give  silent,  easy,  and 
reliable  use  to  the  wearer.  By 
combining  these  features  with 
made-to-measure  manufacture. 
Hanger  fits  amputees  with 
limbs  enabling  a satis- 
factory return  to 
normal  life. 


HANGERS 


104  Fifth  Ave. 


ARTIFICIAL 
LIMBS 

200  Sixth  Avenue 


New  York  11,  N.  Y. 


Pittsburgh  30,  Pa. 
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vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 
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COLLECTIONS 

For  members  of  the 
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CRANE  DISCOUNT  CORPORATION 
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Established  1933 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLDS  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co..  New  York.  N.Y. 


DOCTOR.  . . . 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children's  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 


...recommend... 


• Complete  Safety 

• For  Sustained  Treatment 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HIEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  d private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgc  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


im.  ihiim  s s\\iT\im  >i 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1651 


HOLBROOK  MANOR  NHUSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  A1 1 Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phyuctan-in-aary. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  1 1 7 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y- 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTA  L diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE.  Empire  State  Building,  Tel.  Longacre  3-0799 
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psychiatric  nursing  personnel  in  mental  hospitals  of 
the  United  States,  compiled  by  the  Nursing  Con- 
sultant to  the  Committee  on  Psychiatric  Nursing  of 
the  American  Psychiatric  Association.  Quarto  of 
32  pages,  illustrated.  Washington,  D.C.,  American 
Psychiatric  Association,  n.d.  Paper,  60  0. 

Poisons.  Their  Isolation  and  Identification.  By 
Frank  Bamford,  B.Sc.  Third  edition,  revised  by 
C.  P.  Stewart,  D.Sc.  Octavo  of  316  pages,  illus- 
trated. Philadelphia,  Blakiston  Co.,  1951.  Cloth 
$5.50. 

Practical  Clinical  Psychiatry.  By  Edward  A. 
Strecker,  M.D.,  Franklin  G.  Ebaugh,  M.D.,  and 
Jack  R.  Ewalt,  M.D.  With  a section  on  Psycho- 
pathologic  Problems  of  Childhood,  by  Leo  Kanner, 
M.D.  Seventh  edition.  Octavo  of  506  pages, 
illustrated.  Philadelphia,  Blakiston  Co.,  1951. 
Cloth,  $7.00 

Lane  Medical  Lectures.  Companionship  of 
Water  and  Electrolytes  in  the  Organization  of  Body 
Fluids.  By  James  L.  Gamble,  M.D.  Octavo  of  90 
pages,  illustrated.  Stanford,  California,  Stanford 
University  Press,  1951.  Paper,  $2.50.  (Stanford 
University  Publications.  University  Series.  Medi- 
cal Sciences.  Vol.  5,  No.  1.) 


Electron  Microscopic  Histology  of  the  Heart. 
An  Application  of  Electron-Microscopic  Research  to 
Physiology.  By  Bruno  Kisch,  M.D.,  in  collabora- 
tion with  Joan  M.  Bardet.  Octavo  of  106  pages, 
illustrated.  New  York,  Brooklyn  Medical  Press, 
1951.  Paper,  $5.50. 

Fertility  in  Marriage.  A Guide  for  the  Childless. 
By  Louis  Portnoy,  M.D.,  and  Jules  Saltman. 
Sextodecimo  of  166  pages.  New  York,  New 
American  Library  of  World  Literature,  1950. 
Paper,  250. 

Alcoholism  and  Social  Stability.  A Study  of 
Occupational  Integration  in  2,023  Male  Clinic 
Patients.  By  Robert  Straus  Ph.D.,  and  Selden 
D.  Bacon,  Ph.D.  Octavo  of  30  pages.  New 
Haven,  Hillhouse  Press,  1951.  Paper,  500. 

Better  Nursing.  A Study  of  Nursing  Care  and 
Education  in  Washington.  By  Jean  A.  Curran, 
M.D.,  and  Helen  L.  Bunge,  R.N.  Octavo  of  174 
pages.  Seattle,  University  of  Washington  Press, 
1951.  Paper,  $3.00. 

Introduction  to  Motherhood.  By  Grantly  Dick 
Read,  M.D.  Duodecimo  of  104  pages,  illustrated. 
New  York,  Harper  & Bros.,  1950.  Cloth,  $1.75. 

The  Integration  of  Psychiatry  and  Medicine.  An 
Orientation  for  Physicians.  By  William  B.  Ter- 
hune,  M.D.  Duodecimo  of  177  pages.  New  York, 
Grune  & Stratton,  1951.  Cloth,  $2.75. 


BOOKS  REVIEWED 


Yearly  Surgical  Digest.  By  Richard  A.  Leonardo, 
M.D.  Octavo  of  293  pages.  New  York,  Froben 
Press,  1950.  Paper,  $3.00. 

The  absence  of  references  and  bibliography,  the 
omission  of  important  data,  and  the  obsolete  ma- 
terial contained  in  some  of  the  abstracts,  all  add  up 
to  a volume  that  does  not  seem  to  fulfill  any  im- 
portant function.  Not  recommended. 

Lawrence  Katz 

A Guide  to  Psychiatric  Books  with  a Suggested 
Basic  Reading  List.  By  Karl  A.  Menninger,  M.D., 
with  the  collaboration  of  George  Devereux,  Ph.D. 
Octavo  of  147  pages.  New  York,  Grune  & Strat- 
ton, 1950.  Cloth,  $3.50.  (The  Menninger  Clinic 
Monograph  Series  #7.) 

For  those  who  need  to  be  guided  in  their  reading 
of  the  vast  number  of  psychiatric  books  now  in 
print,  this  excellent  compendium  put  out  by  the 
Menninger  Clinic  is  worth  while  as  a frame  of  refer- 
ence. However,  as  any  guided  tour,  it  misses  the 
hinterland  of  some  of  the  select  bits  of  psychiatric 
and  psychoanalytic  thinking  of  our  time. 

The  preparation  of  such  a list  was  quite  an  arduous 
task  for  the  authors  and  required  a great  deal  of 
checking  and  cross-checking  with  many  psychiatric 
readers  all  over  the  country. 

This  book  is  of  help  to  students,  residents  in 
psychiatry,  and  those  associated  with  psychiatric 
education.  It  should  not  be  used  as  a final  word  in 
psychiatric  reading.  Joseph  Zimmerman 

The  Physician  Examines  the  Bible.  By  C.  Raimer 
Smith,  M.D.  Octavo  of  394  pages.  New  York, 
Philosophical  Library,  1950.  Cloth,  $4.25. 

The  title  of  this  book  is  sufficiently  attractive  to 
make  the  reader  approach  it  with  a feeling  of  intense 
expectancy.  And  yet  the  title  is  somewhat  de- 
ceptive. One  assumes  that  The  Physician  part  of 
the  title  has  reference  to  the  profession  as  a group. 


But  actually  “The  Physician”  is  the  author  himself. 

The  book  is  apparently  not  intended  for  the  doctor 
unless  he  is  especially  interested  in  the  subject  of  the 
Bible.  Every  reference  to  a medical  condition 
appearing  in  the  Biblical  quotation  is  followed  by 
an  elemental  description  of  that  condition.  For 
instance,  blindness  is  mentioned,  and  the  Biblical 
quotation  is:  “And  the  Lord  said  unto  him,  who 
has  made  man’s  mouth?  or  who  maketh  the  dumb, 
or  deaf,  or  the  seeing,  or  the  blind?  Have  not  I the 
Lord?  Ex.  4:  11.”  And  now  follows  a long  dis- 
cussion of  blindness  and  diseases  of  the  eyes. 

The  good  doctor,  at  times,  is  driven  to  extremes  in 
his  attempt  to  correlate  the  Bible  with  science. 
But  he  does  it  without  being  dogmatic  and  without 
strong  bias.  One  is  inclined  to  view  the  efforts  of 
the  author  sympathetically.  It  must  have  re- 
quired an  immense  amount  of  work  to  bring  forth 
this  volume.  The  author  is  well  intentioned  and 
has  done  as  valiant  a job  as  possible. 

It  is  intriguing  to  read  the  quotation  from  the 
Bible:  “The  most  High  hath  created  medicines 
out  of  the  earth,  and  a wise  man  will  not  abhor  them. 
Eccli.  38:  4.”  In  the  light  of  modern  therapeutics, 
the  doctor  presents  a strong  point  here. 

It  is  admitted  that  a work  of  this  type  must  lend 
itself  to  interminable  discussion.  As  an  indication 
of  the  reasonable  attitude  of  the  doctor  in  so  vul- 
nerable an  undertaking,  the  following  quotation 
from  his  book  is  given: 

“There  is  no  person  or  body  of  persons  on  earth 
no  matter  how  great,  not  even  the  organized 
church  itself,  can  overthrow  evolution  or  any  of 
the  established  facts  of  science  by  mere  oratory 
or  statement  of  beliefs If  the  church  con- 

tinues to  fight  progress  instead  of  getting  in  line 
with  it  the  church  will  finally  lose  its  present 
position.” 

To  this,  we  say,  Amen.  S.  R.  Blatteis 
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Medical  Arts  Building 
57  West  57th  Street 

Attractive  Suites  for  Rent 

Call  Mr.  Karlin 
LOngacre  5-2800 


FOR  SALE 


House  and  General  Practice.  Ideally  located  in  Brooklyn — 
corner  house  on  Ocean  Avenue.  5 rooms  1st  floor  fully 
equipped  office.  2nd  floor  4 room  apartment.  LY-3-8654 


WANTED 


Assistant  or  associate,  experienced  in  internal  medicine 
and  pediatrics,  for  private  practice  and  clinical  research. 
Large  City  upatate  New  York.  Box  501,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Licensed  REST  RESORT.  4J-£  acre  Estate,  with  365  ft. 
walled  lake  frontage.  Located  in  town  near  Syracuse. 
Capacity  50  persons,  plus.  Lovely  home,  with  many  beau- 
tiful baths.  Oil  heat.  Landscaped  grounds.  Large  garages. 
Unusual  Opportunity.  Price  for  immediate  sale,  $110,000. 
Munger,  313  East  83rd  St.,  New  York  City. 


FOR  SALE 


Roslyn — Home  and  Office,  all  brick,  modern  6 rooms,  main 
thoroughfare,  J ■£  acre,  2J4  baths.  Patios  and  breezway 
leading  to  all  brick  oversized  two-car  garage.  Separate 
entrances.  Many  extras.  Immediate  possession.  Owner- 
Roslyn  3-1657. 


PRACTICE  FOR  SALE 


General  practice,  West  Bronx.  Excellent  location.  6 room 
apartment  (2  baths).  Fully  equipped.  100  ma.  X-Ray, 
dark  room.  Low  overhead.  Reasonable.  Box  506,  N.  Y. 
St.  Jr.  Med.  WA  3-6081. 


FOR  RENT 


Office,  well  equipped,  large  consultation  and  examining 
rooms,  faring  Central  Park,  East.  Mornings  or  afternoons. 
Rates  reasonable,  Phone  BU  8-3378. 


FOR  SALE 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


MEDICAL  EQUIPMENT 


ANY  PHYSICIAN  contemplating  replacing  diathermy 
equipment:  SAVE  $300-400.  New  invention,  fully  ap- 
proved, Council  Accepted.  Professional  Equipment  Co., 
Suite  2809,  149  Broadway  N.Y.C.  Phone  WO  2-1470. 


Well  trained  ophthalmologist.  Board  eligible.  Desires 
association  with  busy  ophthalmologist.  Full  time  or  part 
time.  Greater  New  York  area.  Box  508,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


ENT  busy  practice,  5 room,  fully  equipped  office.  Living 
quarters.  Low  rent.  Sacrifice.  Easy  terms.  Will  intro- 
duce. Hospital  affiliations.  MidManhattan,  SU  7-4685. 


HELP  WANTED 


Physiotherapist  for  group  of  three,  with  private  office. 
City  of  forty-thousand,  in  New  York  State.  State  qual- 
ifications and  salary  desired  in  first  letter.  Box  507,  N.  Y. 
St.  Jr.  Med. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N Y.C.  EN2-6845. 


LOOKING  FOR  A PUBLISHER?  Write  for  Free  Book- 
let MD  telling  how  we  can  publish  your  book.  All  subjects 
considered.  New  authors  welcome.  Vantage  Press,  230 
W.  41,  New  York  18. 


General  practice,  equipment,  7 room,  modern  house  with  5 
room  attaohed  office,  % acre,  swimming  pool,  village  75  miles 
N.Y.C.,  $25,000.  Specializing.  Box  496,  N.  Y.  St.  Jr.  Med. 


A new  case  history  with  pictures  

The  unique  value  of  Dexamyl*  in  providing  symptomatic  relief 
from  mental  and  emotional  distress  is  clearly  demonstrated  in 
this  case  history — reported  by  a Philadelphia  general  practitioner. 

★ ★ ★ 

Patient:  S.M.  (shown  in  photos  oh  opposite  page), 

"a  lovely  old  lady",  age  80,  afflicted  with 
arteriosclerosis,  cardio-renal  insufficiency, 
degenerative  osteoarthritis  and  diabetes  mellitus. 
She  is  "plagued  with  nervousness,  profound  weakness, 
vertigo,  and  pain." 

"The  only  thing  she  asked  of  life  was  that  she  die 
before  her  children.  Life  did  not  grant  her  this 
balm.  The  untimely  death  of  a daughter  through 
suicide  wrapped  every  one  of  her  reflections  in  a 
package  of  misery." 

Medical  treatment:  "Despite  . . . her  cardiovascular 
pathology,  I resorted  to  Dexamyl  as  the  best  of  the 
geriatric  armamentarium.  At  first  she  received  two 
tablets  on  arising;  one  at  noon;  and  one  at  5 P.M. 
After  two  months  I was  able  to  reduce  the  dosage." 

Results : "Dexamyl  did  not  fail.  It  relieved  her 
nervous  uncertainty,  her  depressive  weariness,  her 
melancholia  and  her  tearfulness.  Dexamyl  helped 
her  to  smile  again." 


its  "normalizing"  effect 
ameliorates  mood  . . . relieves  inner  tension 


Each  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate,  S.K.F.), 

5 mg.;  Amobarbital,  Lilly,  Yi  gr.  (32  mg.)  *T.M.  Reg.  U.S.  Pat.  Off. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


LEVO- ARTERENOL 


THE  TRUE  VASOCONSTRICTOR  HORMONE  OF  THE  ADRENAL  MEDULLA 


Levophed  "acting  through  peripheral  vasoconstriction,  has 
proved  to  be  our  most  powerful  stimulant  to  blood  pressure.”1 
It  "was  possible  in  every  case  to  achieve  and  to  maintain 
a satisfactory  blood  pressure  during  operation  ...  No  sup- 
plementary vasopressors  were  required  when  arterenol  was 
given  intravenously.”2 

• IMMEDIATE  EFFECT 

• SHORT  DURATION  OF  ACTION 

• LOW  TOXICITY 

• ABSENCE  OF  CORONARY  CONSTRICTION 

SUPPLIED:  Levophed  solution  1:1000  in  ampuls  of  4 cq 
(must  be  diluted  in  1000  cc.  of  infusion  fluid),  boxes  of  10, 


NeW  York  18,  N.  Y.  Windsor.  Oht, 


WRITE  FOR 

DETAILED  INFORMATION. 


1.  Phillips , O.C.,  and  Nicholson,  M.  Surg.  Clin.  North  Am.,  30:705,  June,  1950. 

2.  Wilson,  CM.,  and  Bassett,  R.C.:  Univ.  Michigan  Med.  Bull.,  16:57,  March,  1950. 

Levophed,  trademark  reg.  U.  S.  & Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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CAPSULES  CHLORAL  HYDRATE  - Fellows 


ODORLESS 


NON-BARBITURATE 


TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

13%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

} 7'A  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


33/4  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  closes  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7Vi  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  - Fellows 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3"* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman.  H.  T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss,  M.  R.  et  ah  A Course  in  Practical  Therapeutics  (1948) 

3.  Goodman.  1.,  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics  (1941),  22nd  printing,  1951. 

4.  Sollman.  T.:  A Manual  of  Pharmacology,  7th  ed.  (1948), 
and  Useful  Drugs,  14th  ed.  (1947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.2'3'* 


DOSAGE:  One  to  two  7'A  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 
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from  among 
all  antibiotics , 

Neurologists  and  Neurosurgeons 
often  choose 


AU HE  O MYG I rv 

because 


1 1 readily  passes  into  the  cerebrospinal  fluid, 
the  presence  of  meningitis  making  little 
difference  in  its  concentration. 

Measurable  serum  levels  are  maintained  for 
as  long  as  12  hours  after  oral  administration, 
oral  doses  of  5 to  10  mg.  per  kilo  at  6-hour 
intervals  being  adequate  for  this  purpose. 
Aureomycin  has  been  shown  to  be  highly 
effective  against  those  bacterial  invaders 
commonly  encountered  in  central  nervous 
system  infections. 


Aureomycin  has  been  reported  to  be 
effective  against  susceptible  organisms 
in:  Brain  Abscess  • Cranial  Trauma 
Infection  • Encephalitis  • Meningitis 


Throughout  the  world, 
as  in  the  United  States, 
aureomycin  is  recognized  as  a 
broad  spectrum  antibiotic 
of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250 
mg. — Bottles  of  16  and  100.  Ophthalmic:  Vials 
of  25  mg.  with  dropper;  solution  prepared  by 
adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

AMERICA V GlU/ia/mil  COMPANY 

30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne -Stokes  Respiration 


(theophylline-ethylenediamine) 
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products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 


r 

for  g reater  car 


bohydrate  alimentation  . . . prescribe 


ioTravert,o,u,i 

" (INVERT  SUGAR) 


O NS 


• for  twice  the  calories  of  5%  Dextrose 
• in  equal  infusion  time 
• with  no  increase  in  fluid  volume 


With  10%  Travert  solutions,  a patient’s 
carbohydrate  needs  can  be  more 
nearly  satisfied  within  a reasonable  time 
and  without  excessive  fluid  volume 
or  vein  damage.  • Travert  solutions  are 
sterile,  crystal-clear,  colorless, 
non-pyrogenic  and  non-antigenic. 
They  are  prepared  by  the  hydrolysis  of 
cane  sugar  and  are  composed  of 
equal  parts  of  D-glucose  (dextrose) 
and  D-fructose  (levulose). 
Travert  solutions  are  available 
in  water  or  saline 
in  150  cc.,  500  cc.,  1000  cc.  sizes. 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 
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Methajade®,  lime-flavored  antitussive  containing  methadone  hydrochloride, 
10  mg.  per  fluidounce,  is  indicated  for  symptomatic  relief  from  cough  due  to  a 
variety  of  causes.  Methajade  also  contains  the  bronchodilator,  Propadrine®, 
0.12  Gm.  per  fluidounce,  as  well  as  two  effective  expectorants.  Supplied  in 
pint  Spasaver®  and  in  gallon  bottles.  Sharp  & Dohme,  Philadelphia  1,  Pa. 
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Obese  patients  often  become  dissatisfied  and  cross  under 
the  prescribed  low  calorie  diet  . . . their  will  powers  sag, 
their  appetites  gain  the  upper  hand.  Sound  obesity  manage- 
ment gives  sagging  will  power  the  prop  it  needs  . . . and 
guards  against  nutritional  imbalance. 

AM  PLUS  , containing  dextro-amphetamine  sulfate,  the  most 
effective  anoretic  drug  ...  and  8 vitamins  and  11  minerals 
and  trace  elements  . . . curtails  appetite  and  rapidly  corrects 
the  harassing  symptoms  of  vitamin  and  mineral  deficiencies. 


ALL  IN  ONE  CAPSULE 

DEXTRO-AMPHETAMINE  SULFATE. . 5 mg. 


CALCIUM. 242  mg. 
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IODINE 0.15  mg. 

IRON 3.33  mg. 

MANGANESE 0.33  mg. 

MOLYBDENUM 0.2  mg. 

MAGNESIUM 2 mg. 

PHOSPHORUS 187  mg. 

POTASSIUM 1.7  mg. 

ZINC 0.4  mg. 

VITAMIN  A 5000  U.S.P.  Units 

VITAMIN  D 400  U.S.P.  Units 

THIAMINE  HYDROCHLORIDE 2 mg. 

RIBOFLAVIN 2 mg- 

PYRIDOXINE  HYDROCHLORIDE. ...  0.5  mg. 
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CALCIUM  PANTOTHENATE 3 mg. 


OBESITY 

Management 

ijm  \?m 

Available  at  all  Prescription  Pharmacies 


J.  B.  ROERIG  AND  COMPANY 

536  N.  Lake  Shore  Drive  • Chicago  1 1,  III. 
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ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


fl 


SAFE,  INEXPENSIVE 


llau  -Formosil 

Buffered  formic  acid  and 


Buffered  formic  acid  and 
colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36c  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50  ($16.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEulCAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

i l;  ! u . v k . k 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic)  / \ 25,000  U.S.  P.  units 
Vitamin  D I I ' 1,000  U.S.P.  units 

Thiamine  Mononitrate  j i 10  mg. 

Riboflavin  I I 5 mg. 

Niacinamide  \ l 150  mg. 

Ascorbic  Acid  l V 150  mg. 

Bottles  of  30,  100  and  1000. 
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When  you  want  truly  therapeutic 

dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

Therapeutic  Formula 

Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

'4  \ 25,000  U.S.P.  units 

Vitamin  D 

\ 1,000  U.  S.  P.  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

1 ! 5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

1 150  mg. 

Bottles  of  30,  100  and  1000. 

'IHERAGMAN'  IS  A TRADEMARK  OF 

E R GQUIOD  & SOM-- 

272 


troches 


Providing  therapeutic  concentrations  directly 
on  infected  tissues.  Crystalline  Terramycin 
Troches  offer  effective  topical  therapy  in  a 
wide  range  of  gingival  and  oropharyngeal 
infections.  Particularly  valuable  in  Vincent’s 
infection  and  as  an  aid  in  certain  dental 
procedures,  Terramycin  Troches  may  be 
employed  as  the  sole  medication  or  as  an 
adjunct  to  oral  Terramycin  therapy  for 
deep  seated  infections. 

sup/tlietl  15  mg.  each  pleasant-lasting, 
slow  - dissol  ving,  m int-  flavored, 
sugar  troche;  packages  of  24. 


ANTIBIOTIC  DIVISION 


tzer 


CHAS.  PFIZER  & CO..  INC.,  Brooklyn  6,  N.  Y. 


without 

oil 


MANAGEMENT 


IlKICLM 

HYDROPHILIC  LUBRICOID 


V LABORATORIES 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 


— combines  methylcellulose  as  a gel  and 
magnesium  hydroxide  in  less  than  laxative 
dosage,  to  assure  continued  hydration  of  the  gel 
throughout  the  intestinal  tract.  Turicum 
encourages  normal  evacuation — no  bloating, 
no  impaction — no  interference  with 
utilization  of  oil-soluble  vitamins — no  danger 
of  lipid  pneumonia — no  leakage. 

Pint  Bottles 
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ACTHAR  Gel— the  new  LONG-ACTING  repository  preparation— 
simplifies  ACTH  therapy  comparable  to  the  management  of  dia- 
betes with  long-acting  insulin.  Home  or  office  treatments  become 


readily  applicable  with  substantial  economy  to  the  patient.  Greatly  pro- 
longed therapeutic  action  and  convenience  of  administration  are  distinct 
advantages  of  ACTHAR  Gel. 

Recent  clinical  studies  have  firmly  established  the  recommended  dosage 
of  ACTHAR  Gel.  Established  dosage  for  optimum  therapeutic  effects  is 
important  in  the  everyday  use  of  ACTH  in  your  practice. 

Indications:  Rheumatoid  arthritis,  rheumatic  fever,  acute  lupus  erythema- 
tosus, drug  sensitivities,  severe  bronchial  asthma,  contact  dermatitis,  most 
acute  inflammatory  diseases  of  the  eye,  acute  pemphigus,  exfoliative  der- 
matitis, ulcerative  colitis,  acute  gouty  arthritis,  secondary  adrenal  cortical 
hypofunction.  Supplied:  5 cc.  multiple  dose  vial  containing  20  I.U.  per 
cc.,  and  5 cc.  multiple  dose  vial  containing  40  I.U.  per  cc. 

*THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


THE  ARMOUR  LARORATORIES 


CHICAGO  11,  ILLINOIS 


the  most  effective 

0 

iron  therapy  known  7 


Extensive  clinical  investigation  has  consistently  revealed 
that  Mol-lron  produces  a hemopoietic  response 
characterized  as  . . striking  . . . dramatic  ...” 1 
”. . . rapid  . . .”  M . . . bringing  about  a ” . . . better 
prognosis  . . . ”3  resulting  in  a ”.  . . greater  increase 
in  hemoglobin  concentration.”  4 

From  a comparative  study  Dieckmann1  concludes, 

"We  have  never  had  other  iron  salts  so  efficacious 
in  pregnant  patients.” 

Mol-lron  has  repeatedly  been  reported  to  be  unusually 
well  tolerated.2'5'7'8  Kelly8  states  that  Mol-lron  is 
”.  . . generally  well  tolerated  by  the  majority  of  patients 
in  whom  . . . unmodified  ferrous  sulfate  has  repeatedly 
induced  symptoms  of  marked  . . . intolerance.” 


to  meet  all  your  needs 
in  iron  therapy, 

is  presented 

in  these  convenient  forms: 


mol-iron  tablets 


small,  easily  swallowed,  not  enteric  coated — a convenient 
form  for  older  children  and  adults. 


mol-iron  liquid 


pleasantly  flavored  and  particularly  adapted  to  treatment 
of  children,  but  may  be  given  whenever  liquid  medication 
is  preferred. 


mol-iron  drops 


convenient  '"drop  dosage”  form  for  prophylaxis  in  in- 
fants. Highly  concentrated:  at  least  1 mg.  of  elemental 
iron  per  drop — very  palatable. 


mol-iron  with  calcium  and  vitamin  d 


an  ideal  dietary  supplement  for  the  pregnant  or  lactating 
patient;  supplies  calcium  and  phosphorus  in  an  optimum 
ratio  and  vitamin  D in  adequate  amount. 


mol-iron  with  liver  and  vitamins 


for  hypochromic  anemia  associated  with  excessive  de- 
mand on  nutritional  reserves.  Provides  Mol-iron,  dried 
whole  liver,  vitamin  B12,  and  generous  quantities  of  the 
other  B complex  vitamins. 


WHITE  LABORATORIES#  INC. 

Pharmaceutical  Manufacturers 

KENILWORTH,  NEW  JERSEY 


1.  Dieckmann,  W.  J.  and  Priddle,  H.  D.: 
Am.  J.  Obstet.  & Gynec.  57:541,  1949. 

2.  Chesley,  R.  F.  end  Annitto,  J.  E.:  Bull. 
Margaret  HagVe  Mat.  Hosp.  7 :68,  1 948. 

3.  Talso,  P.  J.:^ Insurance  Med.  4.3  1 , 1 948- 

J.  B.:  Conn.  State  M.  J.  7 4:930, 

1 95 

J^^ealy,  J.  C.:  J.  Lancet  66:218,  1946. 
Dieckmann,  W.  J.  et  al:  Am.  J.  Obstet.  & 
Gynec.  59:442,  1950. 

7.  Neary,  E.  R.:  Am.  J.  Med.  Sc.  212:76, 
1946. 

8.  Kelly,  H.  T.:  Penn.  M.  J.  57:999,  1948. 
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...get  BOTH  with 
this  new  penicillin  product 

A unique  combination  of  penicillin  G pro- 
caine (600.000  units  per  cc.)  and  buffered  peni- 
cillin G potassium  (200,000  units  per  cc.), 
Abbocillin  800M  provides  both  the  high  initial 
peak  required  in  the  treatment  of  many  infec- 
tions. plus  an  effective  maintenance  level  for 
48  hours. 

Studies  show  that  penicillin  concentrations 
in  the  range  of  5 units  per  cc.  can  be  expected 
between  one  and  four  hours  after  injection  of  a 
single  1-cc.  dose,  thus  providing  maximum  kill- 
ing power  of  susceptible  organisms  and  assur- 
ing an  adequate  concentration  of  penicillin  at 
hard-to-reach  infection  sites. 

The  repository  nature  of  Abbocillin  800M 
affords  an  injection  schedule  as  infrequent  as 
1 cc.  every  48  hours  in  the  treatment  of  mild 
to  moderately  severe  infections.  This  means 
added  convenience  for  the  physician,  less 
discomfort  for  the  patient.  Unit  for  unit, 
Abbocillin  800M  is  economical,  too.  Silicone- 
treated  vials  prevent  waste.  Supplied  in  1-cc. 
and  5-cc.  vials,  singly  and 
in  boxes  of  5 vials. 


(l&frrytt 


Abbocillin  800M 


REG.  U.S.  PAT.  OFF. 


Penicillin  G Procaine  and  Buffered  Penicillin  G 
Potassium  for  Aqueous  Injection,  Abbott 

800,000  units  per  cc. 


r 

1 cc 

jr 

Median  Curve  of  Blood 
Concentrations  Found 
After  Injection  of  1 cc. 
of  ABBOCILLIN  800M— 
800,000  units/cc. 

(Do'O  from  Pomomly  ond  Ge20.1I 


HOURS 


Conclusive  Evidence* 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 

AND 


Cholesterol  and  Phospholipids  in  balance 


Lipozyme  Tablets 

TO 

Reduce 

Cholesterol 

Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


Cholesterol  Imbalance  Pathological  condition 


LIPOZYME 

Approximately  1 GM  per 
tablet  in  correct  balance 
of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  & Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 

“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E.:  J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 

Available  at  all  Pharmacies  in  bottles  of  100  each. 

BARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 


In  a matter  of  minutes... 


GRATIFYING  RELIEF 

From  the  Distress  of 


Urinary  Tract  Symptoms 


Pyridium  acts  quickly  and  safely , through  an 
entirely  local  mechanism,  to  secure  analgesia  of 
the  sensitive  urogenital  mucosa  of  patients  suf- 
fering from  cystitis,  pyelonephritis,  prostatitis, 
and  urethritis. 

Pyridium  may  be  administered  concomitantly 
with  crystalline  dihydrostreptomycin  sulfate, 
penicillin,  the  sulfonamides,  or  other  specific 
therapy  to  provide  the  twofold  benefit  of  symp- 
tomatic relief  and  anti-infective  action. 


Pain  and  burning 

decreased  in  93%  °f  cases  . . .* 

Urinary  frequency 

relieved  in  83%  of  cases  . . .* 


*As  reported  by  Kirwin,  Lowsley,  and  Menning  in  a study  of 
118  cases  treated  for  symptomatic  relief  with  PYRIDIUM 


PYRIDlUr 

(Brand  of  Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  trade-mark  of 
Nepera  Chemical  Co..  Inc.  for 
its  brand  of  phenylazo-diam- 
ino-pyridine HCl.  Merck  & Co 
Inc.  sole  distributor  in  the 
United  States. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited — Montreal 
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NEW  THE  RAPE UTfC  PLAN 

AROUND  THE  CLOCK  PROTECTION 


... 

Each  Dainite  Day  Tablet  contains 
Sodium  Pentobarbital..  . . Va  gr. 

Aminophylline 3 gr. 

Ephedrine  HCI Va  gr, 

Benzocaine Va  gr, 

Aluminum  Hydroxide.  . . . 2’/2  gr, 


Dainite  Tablets  provide  day  and  night  protection  tor  the  asthmatic 
patient,  with  almost  complete  absence  of  side-efFects.1  In  a series 
of  TOO  patients  with  bronchial  asthma  and  pulmonary  emphysema 
receiving  Dainite  Tablets  on  arising  and  retiring,  only  2 patients 
noted  nausea1  despite  the  daily,  full  therapeutic  dose  of  amino- 
phylline. Marked  objective  improvement  of  respiratory  function, 
with  significant  relief  of  wheezing,  dyspnea  and  cough,  has  been 
observed.1 

DAINITE  (Irwin-Neisler)  provides  a night  and  day  difference  in 
treatment  that  meets  the  requirements  of  the  active  and  the  resting 
patient.  The  use  of  antinausea  factors  safely  permits  a more  effec- 
tive, prolonged  dosage  of  aminophylline  than  previously  available 
in  asthmatic  preparations. 

Supplied  as  the  DAINITE  UNIT  containing  48  Day  Tablets  and  18 
Nite  Tablets  in  a unique  dispensing  unit  ...  at  prescription  phar- 
macies everywhere.  Average  Dose:  One  Dainite  (Day)  Tablet  t.i.d. 
before  meals;  one  Dainite  (Nite)  Tablet  at  10  P.M. 

1.  J.A.M.A.  147:730-737  (Oct.  20)  1951.  Literature  and  detailed  dosage 
information  on  request. 


Each  Dainite  Nite  Tablet  contains: 


Phenobarbital % gr. 

Sodium  Pentobarbital..  . . Vi  gr. 

Aminophylline 4 gr. 

Benzocaine Va  gr. 

Aluminum  Hydroxide.  . . 2'/2  gr. 


IRWIN,  NEISLER  & COMPANY  • decatur,  ILLINOIS 

Xetea/icA  & Sevve  r^zucZlce 
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antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 

■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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Greater  effectiveness  by 


PENICILLIN 

Oral  Tablets 


the  ORAL  ROUTE 

Oral  therapy  with  Aluminum  Penicillin 
has  proved  to  be  highly  effective  in  a variety 
of  penicillin-susceptible  infections. 


Aluminum  Penicillin  rarely  causes  gastro- 
intestinal disturbance  or  allergic  reactions. 


Unique  advantages  are  that  Aluminum 
Penicillin  is  not  soluble  in  solutions  of  the 
acidity  of  gastric  secretion  but  is  readily 
absorbed  from  the  intestinal  tract.  Sodium 
benzoate  is  added  because  it  inhibits  the  de- 
structive action  of  penicillinase. 


These  factors  provide  for  maximum  utili- 
zation of  the  drug,  higher  and  more  pro- 
longed blood  levels. 

Supplied  in  vials  of  12  tablets  each  con- 
taining Aluminum  Penicillin  50,000  units, 
Sodium  Benzoate  0.3  gram. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore  1,  Maryland 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nucarpok1 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  ■/*  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BOHO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


' STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
1123  BROADWAY,  NEW  YORK 
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SO  HIT  I OX 

miMimnmom 


A valuable  emergency  drug 
for  controllable,  immediate, 
and  substantial  reduction  of 
the  arterial  tension. 

A MUST  IN  EVERY 
EMERGENCY  BAG 


Solution  Veriloid  Intravenous  is  an  important  new  emergency 
drug.  For  the  first  time  it  makes  available  a purified  fraction  of 
Veratrum  viride,  generically  designated  alkavervir,  which  can  be 
given  by  vein.  This  powerful  hypotensive  agent  is  capable  of  drop- 
ping the  blood  pressure  within  a matter  of  minutes  in  a majority 
of  patients.  It  makes  possible  immediate  control  of  the  arterial 
tension  in  the  conditions  in  which  a continued  hypertensive  state 
could  readily  lead  to  serious  complications  or  even  to  death.  Thus 
it  finds  valuable  application  in  the  emergency  treatment  of  hyper- 
tensive states  accompanying  cerebral  vascular  disease,  malignant 
hypertension,  and  hypertensive  crisis  (encephalopathy). 


After  a satisfactory  drop  in  tension  has  been  achieved,  the 
blood  pressure  can  be  controlled  subsequently  by  the  admin- 
istration of  suitable  oral  medication. 


The  dosage  of  Solution  Veriloid  Intravenous  must  be  carefully 
calculated,  and  the  injection  must  be  given  slowly.  The  leaflet 
which  accompanies  the  ampules  contains  comprehensive  infor- 
mation on  dosage  and  administration  and  should  be  read  care- 
fully before  therapy  is  initiated.  Solution  Veriloid  Intravenous, 
0.4  mg.  of  Veriloid  standard  reference  powder  per  cc.,  is  supplied 
in  5 cc.  and  20  cc.  ampules.  Detailed  literature  and  comprehensive 
bibliography  on  this  product  of  Riker  Laboratories  research  will 
be  supplied  promptly  on  request. 

♦Trade-Mark  of  Riker  Laboratories.  Inc. 


S,  I N C.  8480  BEVERLY  BLVD.«  LOS  ANGELES  48, CALIF. 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres> 
ent  one,  take  advantage  of  our 
complete  Decorators'  Service  . .. 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered! 


Wise  man ! He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


• 0 

It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 

PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 
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FOR  LONG-RANGE  THERAPY 
tfl 


Each  VERATRITE  Tabule  contains: 

Veratrum  Viride* 3 Craw  Units 

Sodium  Nitrite 1 grain 

Phenobarbital Va  grain 

Beginning  Dose:  2 tabules  t.i.d.  after 
meals. 

*Whole-  powdered  veratrum  viride  Bio- 
logically Standardized. 


Only  Whole-Powdered  Veratrum  Viride 
Can  Give  This  Advantage 


t 


A PROLONGED  EFFECT 

For  routine  therapy  in  essential  hypertension,  Vera- 
trite  presents  a prolonged  hypotensive  action  with  the 
greater  margin  of  safety  characteristic  of  standardized 
whole-powdered  veratrum  viride  (Irwin-Neisler).  A re- 
pository-like effect  is  produced  in  the  intestinal  tract, 
slowing  the  release  of  the  active  alkaloids  and  pro- 
longing the  hypotensive  action.  This  cushioned  effect 
is  obtained  only  with  the  whole-powdered  drug. 

Veratrite  produces  a calm,  gradual  fall  in  blood  pres- 
sure without  disrupting  circulatory  equilibrium.  Sub- 
jectively, the  patient’s  well-being  is  restored  by 
relieving  headache,  dizziness  and  easy  fatigue.  Vera- 
trite has  the  particular  advantage  of  economy  of 
therapy  and  simplified  dosage.  Side-effects  are 
minimal. 

Supplied:  Bottles  of  100,  500,  1000  at  prescription 
pha  rmacies  everywhere. 


Veratrite 

in  Mild  and  Moderate  (Grades  I and  II)  Hypertension 


RWIN,  NEISLER  & COMPANY  . DECATUR,  ILLINOIS 

^?e4&a/ic/i  & Sewe  Z^/iacZcce 
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For  improved  intraoral  therapy 

PONDETS 

Delicious  antibiotic  troches  that  look  . . . 
taste  like  candy 

Consider  these  advantages: 

• Each  troche  contains  20,000  units  of 
penicillin  and  50  units  of  bacitracin  in 
synergistic  combination 

• Pondets  dissolve  slowly,  providing  effective 
saliva  levels  of  the  combined  antibiotics  lasting 
at  least  one-half  hour 

• Economical . . . convenient 


PONDETS* 

PENICILLIN-BACITRACIN  TROCHES 

20,000  Units  Penicillin  (crystalline  potassium 
penicillin  G),  50  Units  Bacitracin.  Vacuum 
packed  in  tins  of  48. 

Sold  on  prescription  only 

Incorporated,  Philadelphia  2,  Pa. 
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Editorials 

The  District  Branches,  II 


After  1890,  the  specialist  societies  com- 
menced to  multiply  rapidly.  The  greater 
freedom  of  the  physician  practicing  a 
specialty  and  a growing  need  for  postgradu- 
ate instruction  to  keep  pace  with  the  rapidly 
expanding  science  of  medicine  and  surgery 
favored  this  growth.  The  general  practi- 
tioner, on  the  other  hand,  was  on  call  day 
and  night  and  could  leave  his  work  only  with 
difficulty. 

Medical  journalism  has  always  had  a 
part  in  postgraduate  instruction.  But  the 
Journal  of  the  American  Medical  Association 
was  not  founded  until  1880,  and  in  “1899 
not  a single  state  association  owned  and 
published  its  own  state  journal.  By  1909, 
nineteen  states  had  developed  state  medical 
journals.”1  The  New  York  State  Journal 
of  Medicine  was  founded  in  1901  and  has 
continued  its  service  of  education  and  infor- 
mation for  the  physicians  of  this  State  ever 

1 Fishbein,  M.:  History  of  the  American  Medical  Asso- 

ciation, Philadelphia,  W.  B.  Saunders  Co.,  1947,  p.  257. 

2 Redway,  L.  D.:  New  York  State  J.  Med.  51:  55 

(Jan.  1)  1951. 


since.2  It  reaches  every  member  of  the 
Society  twice  monthly. 

It  may  readily  be  seen  that,  as  time 
elapsed,  the  teaching  function  of  the  district 
branches  was  somewhat  supplanted  by  the 
spread  of  good  medical  journalism  which 
reached  the  general  practitioner  in  his 
office  or  home.  Additionally,  in  this  State, 
the  Council  Committee  on  Public  Health 
and  Education  has  made  available  to  the 
several  county  societies  on  request  a com- 
prehensive group  of  lectures  by  the  best 
available  talent,  and  more  recently  the 
general  practitioners  themselves  have  or- 
ganized a national  association  and  a State 
group  for  the  advancement  of  general 
practice. 

We  are  thus  brought  to  a consideration  of 
the  problem : Is  the  teaching  function  of  the 

district  branches  in  relation  to  its  cost  now 
worth  the  money,  time,  and  effort  expended? 

An  analysis  of  the  1951  attendance  at  the 
district  branch  meetings  by  the  Executive 
Officer  of  the  Society  is  as  follows: 
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District 

Branch 

Total 

Mem- 

ber 

ship 

Total 

Attend- 

ance 

Members 

Present 

Per'Cent 

of 

Member- 

ship 

First 

13,970 

96 

81 

0.6 

Second 

1,238 

65 

54 

4.4 

Third 

773 

101 

88 

11.4 

Fourth 

668 

183 

170 

25.5 

Fifth 

1,128 

157 

120 

10.6 

Sixth 

674 

78 

66 

9.8 

Seventh 

1,152 

162 

148 

12.9 

Eighth 

1,613 

118 

102 

6.3 

Ninth 

1,602 

58 

43 

2.7 

Total 

22,818 

1,018 

872 

3.8 

We  ask  serious  study  of  these  figures. 
They  seem  to  indicate  the  level  to  which  the 
district  branch  meetings  have  sunk  as  a 
teaching  function  of  the  Medical  Society 
of  the  State  of  Xew  York.  It  seems  evident 
that  modern  medical  journalism  and  the 
teaching  programs  of  the  specialist  societies, 
together  with  other  postgraduate  instruc- 
tional programs  of  the  Society  and  the  new 
program  of  the  general  practitioners  associa- 
tion in  this  State,  have  nearly  supplanted 
effectively  the  teaching  usefulness  of  the 
district  branches. 


{To  Be  Continued) 


IN  MEMORIAM 

Harry  R.  Trick,  M.D. 

President  of  the  Medical  Society  of  the  State  of  New  York  1928-1929 
and  active  in  its  affairs  for  many  years,  Dr.  Harry  R.  Trick,  of  Buffalo, 
well-known  throughout  the  State  as  a participant  in  numerous  medical 
associations,  highly  respected  and  honored  by  his  confreres,  died  on  Decem- 
ber 19,  1951,  at  Warren,  Pennsylvania,  at  the  age  of  seventy-seven  from  a 
heart  attack,  while  on  a visit  with  a Red  Cross  Bloodmobile. 

His  many  friends  in  the  State  Society  will  mourn  the  passing  of  a fine 
gentleman  and  loyal  friend. 
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in  parenteral  form... 


BANTHINE 


Bromide 


Brand  of  Methantheline  Bromide 


V 


Ifor  use  when  oral  administration  is  difficult  or  impractical 
—when  more  prompt  action  is  desired 


Banthine — a true  anticholinergic  drug  with 
an  adequate  range  of  safety — is  now  made 
available  to  the  medical  profession  in  par- 
enteral form,  for  use  intravenously  or  in- 
tramuscularly in  those  conditions  charac- 
terized by  nausea  and  vomiting,  when  oral 
medication  cannot  be  retained  and  when  a 
prompt  action  is  desirable. 

Through  its  anticholinergic  effects,  Ban- 
thine inhibits  excess  vagal  stimulation  and 
controls  hypermotility. 


In  Peptic  Ulcer  —the  value  of  the  oral  form  of 
Banthine  is  now  well  established.  However, 
edema  in  the  ulcer  area  may  indicate  parenteral 
Banthine  until  the  healing  processes  have  re- 
duced the  edema. 

In  Pancreatitis  — it  has  been  found  that  par- 
enteral Banthine  relieves  pain,  effects  a fall  in 
blood  amylase  and  produces  a general  improve- 
ment in  the  patient’s  condition. 

In  Visceral  Spasm  — it  inhibits  motility  of  the 
gastrointestinal  and  urinary  tracts. 


Parenteral  BANTHINE  is  supplied  in  serum- 
type  ampuls  containing  50  mg.  of  Banthine  powder. 
Adult  dosage  is  generally  the  same  as  with  Ban- 
thine tablets. 
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The  Right 
Combinations  in 

BILE  ACID  THERAPY 

Optimum  purity  of  DOXYCHOL-K  and  DOXY- 
CHOL-AS  enables  the  physician  to  obtain  pre- 
dictable end  results  in  bile  acid  therapy. 

Both  products  represent  truly  therapeutic  formu- 
lae, since  the  ingredients  of  each  exert  specific 
action,  and  are  present  in  full  therapeutic 
amounts. 

DOXYCHOL-AS  is  indicated  where  initial  treat- 
ment requires  hepatic  stimulation,  plus  spasmoly- 
sis  and  sedation. 

DOXYCHOL-K  is  ideal  for  continuation  therapy 
over  prolonged  periods.  It  contains  no  antispas- 
modic  nor  sedative,  but  provides  the  same  quan- 
tities of  unconjugated  bile  acids  with  identical 
hydrocholeretic  effect. 

DOXYCHOL-K . • Each  tablet  contains:  Ketocholanic  acids,  3 gr.  (derived  from 

oxidized  pure  cholic  acid,  and  containing  approximately  90% 
dehydrocholic  acid);  Desoxycholic  acid,  1 gr. 


TRADEMARK 


DOXYCHOL-AS 


TRADEMARK 


Write  Dept  21 M for  literature  ) 


A 


Each  tablet  contains:  Phenobarbital,  1 /8  gr.  (Warning:  May  be 
habit  forming);  Atropine  Sulfate,  1 /400  gr.;  Hyoscyamine  Hy- 
drobromide, 1 /400  gr.;  Desoxycholic  Acid,  1 gr.;  Ketocholanic 
Acids,  3 gr.  (derived  from  oxidized  pure  cholic  acid,  and  con- 
taining approximately  90 % Dehydrocholic  Acid). 

Both  products  available  in  bottles  of  100,  500  and  1000  tablets. 

George  A.  BrOOll  ^Company 

Manufacturing  Pharmaceutical  Chemists 
1450  BROADWAY  NEW  YORK  18,  N.  Y. 


1450  BROADWAY 


Scientific  Articles 


Symposium 

CLINICAL  ASPECTS  OF  DISEASES  OF  THE  LUNGS 


TUBERCULOSIS 

James  M.  Blake,  M.D.,  Schenectady,  New  York 
( From  the  Glenridge  Sanatorium) 


TUBERCULOSIS  continues  to  exert  a greater 
influence  upon  the  health  and  welfare  of  man- 
kind than  does  perhaps  any  other  infectious  dis- 
ease. It  is  a disease  which  frequently  occurs  dur- 
ing the  early  adult  years  of  life  and  significantly 
during  the  economically  productive  years. 
Tuberculosis  affects  not  only  the  patient  as  an 
individual  but  also  influences  the  patient’s  entire 
family.  The  future  activities  and  the  social  prog- 
ress of  the  patient  and  his  family  are  frequently 
altered,  sometimes  for  better  and  sometimes  for 
worse. 

Tuberculosis  is  a disease  which  tends  to  run  a 
chronic  course  with  relapses  occurring  in  many 
instances  throughout  the  lifetime  of  the  individual. 
Such  relapses  occur  more  frequently  when  the 
diagnosis  of  the  disease  is  delayed  and  when  the  re- 
sponse to  primary  treatment  is  not  satisfactory. 

A discussion  of  the  clinical  aspects  of  this  dis- 
ease, therefore,  should  not  be  limited  to  the 
scientific  and  medical  knowledge  of  simple  diag- 
nosis and  treatment.  Such  a discussion  should 
also  consider  the  profound  influence  which  this 
disease  can  and  does  have  upon  the  individual 
family  and  community. 

The  program  for  the  control  and  treatment  of 
tuberculosis  has  had  two  major  goals  in  its  pur- 
pose— the  diagnosis  and  the  treatment  of  the 
individual  patient  and  the  control  of  the  spread  of 
the  disease  in  the  community.  The  success 
which  this  program  has  had  in  the  past  and  the 
success  which  it  will  continue  to  have  in  the  future 
depend  upon  the  work  of  the  official  and  non- 
official health  agencies  in  any  community,  but, 
most  important,  it  depends  upon  the  type  of  pub- 
lic health  practice  the  practicing  physicians  in 
that  community  carry  out,  especially  those 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Session  on  General 
Practice,  May  3,  1951. 


physicians  engaged  in  the  general  practice  of 
medicine. 

Tuberculosis  as  a Disease 

The  advances  which  have  been  made  in  recent 
years  in  the  clinical  management  of  tuberculosis 
have  been  most  encouraging.  These  advances, 
particularly  the  use  of  antibiotics  and  more 
extensive  surgical  treatment  of  tuberculosis,  have 
altered  the  pattern  of  and  improved  the  prognosis 
in  countless  numbers  of  individuals.  In  spite  of 
this  medical  progress,  however,  and  in  spite  of  the 
extensive  public  health  education  which  has  been 
directed  toward  both  physicians  and  laymen  dur- 
ing the  past  few  years,  tuberculosis  continues 
to  be  a disease  shrouded  with  “old  wives’  tales.” 
It  continues  to  be  a disease  which  is  too  fre- 
quently considered  simple  to  diagnose,  simple  to 
diagnose  by  the  crudest  methods  of  clinical  diagno- 
sis. It  continues  to  be  a disease  which  too  fre- 
quently is  considered  hopeless  from  a therapeutic 
point  of  view.  There  continues  to  be  a tremen- 
dous amount  of  fear  of  the  disease  by  the  medical 
profession,  and  this  fear,  unfortunately,  is  trans- 
mitted continuously  to  younger  students  and  hos- 
pital personnel.  Tuberculosis  also  continues  to 
be  one  of  those  diseases  about  which  most  every- 
one, experienced  or  inexperienced,  regularly  gives 
advice,  a disease  about  which  “so  many  know  so 
much  about  so  little.” 

Yet,  as  a truly  clinical  disease,  tuberculosis  con- 
tinues to  be  one  of  the  most  frequently  missed 
diagnoses.  Patients  continue  to  be  admitted  to 
tuberculosis  hospitals  with  moderate  to  far-ad- 
vanced tuberculosis,  giving  a history  indicative  of 
disease  having  been  present  for  many  months  be- 
fore the  actual  diagnosis  was  made.  With  the 
facilities  which  are  available  today  there  seems  to 
be  little  if  any  excuse  for  the  frequency  of  this 
occurrence. 
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Tuberculosis  is  a disease  not  only  of  the  indi- 
vidual but  also  a disease  of  the  community.  It  is, 
therefore,  our  responsibility  as  physicians  to  con- 
sider tuberculosis  from  this  broad  point  of  view. 
If  we  fail  to  recognize  tuberculosis  as  a disease  of 
the  individual  and  if  we  fail  to  recognize  it  as  a 
disease  of  the  family  and  community,  then  we 
have  failed  as  physicians  to  recognize  our  responsi- 
bility to  our  patients  and  to  our  community. 

Clinical  Manifestations  of  Tuberculosis 

The  clinical  manifestations  of  tuberculosis  are 
extremely  variable.  There  is  perhaps  no  other 
disease  which  is  so  frequently  considered  to  pre- 
sent pathognomonic  signs  and  symptoms  and 
which,  in  reality,  presents  such  variable  clinical 
manifestations. 

Tuberculosis  of  the  lungs  may  be  present  with- 
out causing  any  symptoms.  The  disease  may 
pass  through  a complete  cycle  of  activity,  even  to 
healing,  without  the  patient’s  actual  knowledge  of 
such.  The  symptoms  may  manifest  themselves 
insidiously  or  appear  abruptly  as  an  acute  pneu- 
monia. Tuberculosis  may  manifest  itself  first  in 
some  other  organ  without  any  clinical  indication 
of  lung  involvement. 

The  frequency  with  which  the  various  modes 
of  manifestation  will  occur  cannot  be  accurately 
determined. 

In  considering  the  diagnosis  of  tuberculosis  the 
various  manifestations  of  the  disease  must  be 
considered,  and  it  also  must  be  remembered  that  a 
sharp  distinction  cannot  be  made  between 
asymptomatic  and  symptomatic  tuberculosis  as 
to  the  need  for  treatment. 

Acute  Pneumonic  Disease,  Severe  Symp- 
toms.— Tuberculosis  of  the  lungs  may  appear  as 
an  acute  pneumonia.  This  type  of  tuberculosis  is 
considered  to  occur  more  often  in  Negroes,  diabet- 
ics, alcoholics,  and  individuals  in  whom  general 
resistance  and  nutrition  are  low . It  can,  however, 
occur  in  apparently  healthy  individuals.  The 
onset  is  usually  acute  as  in  a pneumococcic  pneu- 
monia, and  tuberculosis  as  a rule  is  not  suspected 
at  the  onset  but  only  after  the  disease  fails  to  re- 
spond to  chemotherapy  or  shows  evidence  of 
excavation.  Tubercle  bacilli  are  frequently  not 
found  in  the  sputum  in  the  early  days  following 
onset  but  only  after  lung  destruction  begins. 

Case  1. — R.  W.,  a twenty-three-year-old  college 
student,  was  from  an  outward  viewpoint  the  so- 
called  picture  of  health,  without  any  manifest  symp- 
tomatology until  he  developed  symptoms  of  a 
"cold”  followed  within  a few  days  by  cough,  expec- 
toration, chills,  fever  to  103.6  F.,  hoarseness,  and 
expectoration  of  a small  amount  of  bloody  sputum. 
A diagnosis  of  acute  pneumonia  was  made  and 
treatment  instituted  accordingly.  He  failed  to  re- 
spond to  treatment,  and  following  repeated  hemop- 


tyses  examination  of  the  sputum  revealed  the 
presence  of  tubercle  bacilli. 

This  type  of  disease  frequently  responds  satis- 
factorily to  antibiotic  therapy.  Following  the  use  of 
antibiotics  in  this  case,  a small  amount  of  residual 
disease  remained  with  some  retraction  of  the  upper 
lobe.  Clinically,  recovery  has  been  satisfactory,  and 
the  patient  has  returned  to  his  home,  continuing 
with  his  educational  studies.  The  prognosis  in  an 
instance  of  this  type  is  obviously  guarded  in  view 
of  the  extent  of  the  disease  present  and  the  residual 
retraction  which  has  occurred. 

Case  2. — The  similarity  to  acute  pneumococcic 
pneumonia  must  be  constantly  kept  in  mind. 
W.  S.,  a thirty-six-year-old  male,  was  apparently  in 
good  health  until  the  onset  of  a “cold”  with  symp- 
toms for  several  days  before  developing  progressive 
cough,  expectoration,  fever  to  102.6  F.,  bloody  ex- 
pectoration, hoarseness  of  voice,  and  general  malaise. 

A tentative  diagnosis  of  tuberculosis  of  the  lungs 
was  made,  and  the  patient  was  hospitalized  for  treat- 
ment. Upon  his  admission  to  the  hospital  tubercle 
bacilli  could  not  be  obtained  from  the  sputum,  and 
further  studies  revealed  the  presence  of  pneumococci, 
and  the  diagnosis  of  pneumococcic  pneumonia  was 
made.  The  response  to  penicillin  therapy  was  satis- 
factory with  resolution  of  the  disease.  A small 
amount  of  residual  change  remained  at  the  time  of 
discharge  from  the  hospital. 

Acute  Tuberculosis,  Mild  Symptomatology, 
"Grippal.”— Acute  tuberculous  bronchopneu 
monia  will  not  infrequently  manifest  itself  with 
so-called  “grippal”  symptoms.  The  onset  is 
fairly  acute  with  low-grade  fever,  cough,  expec- 
toration, and  frequently  gastrointestinal  S3Tnp- 
toms.  The  symptoms  usually  subside  with  treat- 
ment but  fail  to  clear  completely,  and  there  is  a 
persistence  of  mild  symptomatology  for  from  days 
to  wreeks  until  the  diagnosis  of  tuberculosis  is 
made. 

Case  3. — E.  R.,  a twenty-year-old  college  student, 
was  asymptomatic  until  the  latter  part  of  September, 
1949,  when  she  developed  a “cold”  with  cough,  ex- 
pectoration, and  mild  gastrointestinal  symptoms. 
These  symptoms  subsided  somewhat  but  did  not 
entirely  clear,  and  because  of  the  persistence  of 
symptomatology  x-ray  examination  was  made  the 
following  month  which  showed  active  tuberculous 
bronchopneumonia.  Sputum  examination  was  posi- 
tive for  tubercle  bacilli  by  cultural  studies.  The 
treatment  here  again  was  antibiotic  therapy  plus 
hospital  care  plus  diaphragmatic  paralysis.  The  re- 
sponse was  satisfactory  with  essentially  complete 
resolution  of  the  disease. 

Basal  Tuberculosis,  Mild  Symptomatology, 
Catarrhal. — Tuberculosis  is  usually  considered 
as  involving  the  upper  part  of  the  lungs,  although 
frequently  it  occurs  in  the  superior  segment  of  the 
lower  lobe  and  not  infrequently  involves  the  basal 
segments  of  the  lower  lobe.  The  diagnosis  of 
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tuberculosis  manifesting  itself  in  this  manner  is 
. frequently  delayed. 

Case  4- — W.  E.,  a twenty-four-year-old  female, 
I gave  a history  of  chronic  cough  with  slight  expectora- 
tion, low-grade  fever,  fatigue,  shortness  of  breath, 
and  gradual  loss  of  weight  over  a period  of  approxi- 
mately three  years.  At  the  onset  of  the  symptom- 
atology a diagnosis  of  “virus  pneumonia  and 
pleurisy”  was  made,  and  treatment  with  antibiotic 
therapy  was  given.  There  was  little  or  no  relief 
of  symptomatology,  although  she  continued  under 
medical  care.  Subsequently,  x-ray  examination  was 
made  which  showed  infiltration  in  the  lower  portion 
of  the  left  lung  and  was  diagnosed  as  “virus  pneu- 
monia.” Further  x-ray  examinations  were  reported 
as  “negative.”  The  symptoms  which  were  mild  in 
character  continued,  and  examination  in  August, 
1950,  revealed  bilateral  lower  lobe  infiltration  in- 
volving the  basal  segments  of  each  lung.  Sputum 
examination  was  positive  for  tubercle  bacilli  on 
I direct  smear  examination. 

Chronic  Tuberculosis,  Insidious  Mild 
1'  Symptomatology. — It  is  quite  remarkable  how 
long  a period  of  time  tuberculosis  may  be  present 
and  how  extensive  it  may  become  before  causing 
Ij  symptoms  which  the  patient  considers  sufficiently 
significant  to  require  medical  attention.  The 
progression  of  symptoms  is  frequently  extremely 
mild,  and  many  patients  minimize  or  fail  to 
recognize  these  symptoms.  Sometimes  tubercu- 
losis is  suspected  by  the  patient,  but  because  of 
fear  of  such  a diagnosis,  he  will  often  mislead  the 
physician  by  giving  incomplete  data  in  reference 
i to  the  true  pulmonary  symptoms  which  are 
i present.  Negligence  is  not  always  that  of  the 
patient.  These  same  mildly  progressive  symp- 
i toms  are  often  disregarded  by  the  physician  as 
well.  It  is  not  unusual  for  a patient  to  have  been 
seen  by  several  physicians  before  the  final  diagno- 
sis of  tuberculosis  is  made. 

Case  5.—  At  the  time  of  the  diagnosis  of  tuber- 
I culosis  this  patient  (J.  B.)  gave  a history  of  eight 
| years  duration.  The  onset  was  mild  with  cough 
and  expectoration,  and  because  of  the  persistence 
I of  this  a physician  was  consulted  and  the  diagnosis 
j of  “catarrh”  was  made,  the  patient  being  treated 
; for  such  during  the  succeeding  months.  There  was 
I also  a fistula-in-ano  which  was  recognized  at  the  time 
and  surgically  drained.  This  fistula  failed  to  heal 
I and  continued  to  drain  through  the  intervening 
| years.  She  was  able  to  continue  with  her  normal 
routine,  but  the  indefinite  symptoms  of  mild  fatigue, 
slight  morning  cough,  and  expectoration  of  a small 
amount  of  sputum  continued.  There  was  no  his- 
tory of  weight  loss,  her  appetite  remained  good,  and 
there  was  no  fever.  She  remained  under  medical 
care  periodically  during  this  entire  time. 

In  April,  1949,  routine  survey  x-ray  of  the  chest 
showed  chronic  tuberculosis  involving  the  upper 
. part  of  each  lung  with  cavitation.  Sputum  exam- 


ination was  strongly  positive  for  tubercle  bacilli 
on  direct  smear  study. 

Case  6.—K.  B.,  a sixty-five-year-old  man,  was 
first  diagnosed  as  having  advanced  tuberculosis  of 
the  lungs  upon  admission  to  the  general  hospital  for 
the  repair  of  an  inguinal  hernia.  His  sputum,  on 
direct  smear  examination,  was  strongly  positive  for 
tubercle  bacilli,  and  his  admission  x-ray  showed  ex- 
tensive, bilateral  tuberculosis.  His  history  dated 
back  approximately  five  years  to  1945  when  he  first 
noted  a “knot”  in  his  right  side.  He  consulted  his 
physician  regarding  such  and  was  fitted  with  a truss. 
At  that  time  he  had  moderately  severe  cough  and 
expectoration  which  continued.  Because  of  this 
the  truss  became  less  and  less  satisfactory  until  he 
finally  consulted  a surgeon  relative  to  surgical  repair 
of  the  hernia.  He  was  therefore  admitted  to  the 
hospital  for  repair  of  his  inguinal  hernia,  at  which 
time  the  diagnosis  was  made.  During  this  period 
he  had  lost  25  pounds  in  weight,  was  having  expec- 
toration of  about  2V2  ounces  of  purulent  sputum 
daily,  which,  on  direct  smear  study,  was  positive 
for  tubercle  bacilli. 

Obviously,  the  hernia  at  the  time  of  the  diagnosis 
was  of  little  importance  in  comparison  with  the  ex- 
tensive tuberculosis  in  his  lungs.  His  clinical  course 
from  the  tuberculosis  was  that  of  progressive  decline 
in  spite  of  hospital  care  and  antibiotic  therapy. 

Minimal  Tuberculosis,  Pleural  Manifes- 
tation.— Tuberculosis  not  infrequently  mani- 
fests itself  by  pleurisy  with  effusion.  The  onset 
is  usually  acute  with  severe  chest  pain  followed 
by  a relatively  rapid  accumulation  of  a serous 
effusion.  Tuberculous  pleurisy  is  too  frequently 
considered  of  little  significance  and  therefore 
inadequately  treated.  Careful  bacteriologic  ex- 
amination of  the  fluid  in  tuberculous  pleurisy  will 
demonstrate  tubercle  bacilli  in  the  vast  majority 
of  instances.  Examination  of  the  pleura  itself  by 
thoracoscopy  reveals  the  pleural  surface  to  be 
studded  with  tubercles,  very  much  as  is  seen  in 
peritoneal  tuberculosis.  A significant  fact  is  that 
inadequately  treated  tuberculous  pleurisy  will,  in 
about  50  per  cent  of  the  cases,  show  extensive 
tuberculosis  of  the  lung  months  or  years  later. 
Tuberculous  pleurisy  should  be  treated  as  in- 
tensely as  is  active,  progressive  tuberculosis  of 
the  lung. 

Case  7. — P.  C.,  a thirty-four  year-old  woman,  was 
in  good  health  until  the  middle  of  January,  1951, 
when  she  developed  a “cold,”  manifested  by  symp- 
toms of  cough,  slight  expectoration,  and  fever. 
These  symptoms  persisted  with  development  of 
pain  in  the  left  chest,  a sensation  of  heaviness,  and 
increasing  fever.  The  preliminary  diagnosis  was 
bronchopneumonia,  but  because  of  the  failure  to 
respond  to  treatment,  x-ray  examination  was  made 
which  revealed  minimal  tuberculosis  involving  the 
upper  portion  of  the  lung  complicated  by  a pleural 
effusion  in  the  left  pleural  cavity. 
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Minimal  Tuberculosis,  Asymptomatic. — 
The  diagnosis  of  minimal  tuberculosis  in  the 
apparently  healthy  individual  is  indeed  impor- 
tant. The  selection  and  the  application  of  the 
indicated  treatment  for  the  patient  with  minimal 
asymptomatic  tuberculosis  is  most  significant. 
The  indolence  of  the  disease,  the  appearance  of 
well-being,  and  the  desire  for  normal  health  must 
be  thoroughly  considered. 

Case  8. — J.  P.,  a nineteen-year-old  female,  was 
first  examined  on  May  3,  1949,  because  of  contact 
with  her  mother  who  had  previously  been  diagnosed 
as  having  far-advanced  active  tuberculosis.  This 
young  woman  was  in  good  health  with  no  symptoms 
of  any  type.  A diagnosis  of  minimal  tuberculosis 
was  made,  based  upon  the  x-ray  findings.  The  dis- 
ease was  considered  to  be  active,  and  hospitalization 
for  observation  and  treatment  was  recommended, 
but  the  patient  refused  to  accept  the  diagnosis  of 
tuberculosis  and  consulted  several  other  physicians, 
including  a relative.  She  did  not  receive  any  treat- 
ment and  approximately  five  months  later  was  seen 
again  by  another  physician  who  referred  her  for 
comparative  x-ray  examination,  which  showed  pro- 
gression of  the  disease  with  fairly  extensive  cavita- 
tion. By  this  time  symptoms  had  become  manifest 
and  were  moderately  severe.  She  accepted  the 
recommendation  for  treatment  and  was  admitted  to 
the  hospital.  Her  response  to  treatment  has  been 
quite  satisfactory  with  considerable  resolution  of  the 
disease.  Treatment  indicated,  however,  at  this 
stage  of  her  tuberculosis  was  not  only  antibiotic 
therapy  but  also  collapse  measures,  and  she  may  very 
well  require  further  surgery. 

Case  9.- — L.  S.,  a seventeen-year-old  girl,  was  diag- 
nosed as  having  tuberculosis  on  August  18,  1948, 
following  a routine  survey  x-ray  of  the  chest.  She 
was  entirely  asymptomatic,  and  examination  was 
done  simply  as  a routine  measure.  The  x-ray  showed 
infiltration  in  the  upper  portion  of  the  right  lung, 
and  subsequent  clinical  examination  indicated  active 
tuberculosis.  She  was  hospitalized,  and  gastric 
lavage  was  positive  for  tubercle  bacilli  on  culture 
examination.  This  disease  responded  quite  satis- 
factorily to  combined  therapy.  The  patient  has  re- 
covered, returned  to  her  home,  and  is  following  a 
normal  routine. 

Case  10.— R.  A.,  a twenty-eight-year-old  female, 
was  first  diagnosed  as  having  tuberculosis  in  1945, 
following  the  surgical  removal  of  a lymph  node  from 
the  neck.  A diagnosis  of  tuberculosis  of  the  lymph 
node  was  made,  and  x-ray  examination  of  the  chest 
revealed  tuberculosis  involving  the  left  lung.  The 
patient  was  entirely  asymptomatic  as  far  as  her 
chest  was  concerned,  and  although  the  disease  was 
considered  active  and  treatment  recommended, 
such  treatment  was  refused,  although  the  patient 
did  follow  a modified  rest  at  home  for  a few  weeks, 
during  which  time  she  consulted  several  physicians 
regarding  the  diagnosis.  She  remained  under  treat- 
ment by  her  private  physician  and  remained  clini- 
cally well  with  definite  improvement  as  demonstrated 
by  x-ray  examination  four  months  later. 


Following  this  she  returned  to  her  normal  routine, 
subsequently  became  married,  and  remained  clini- 
cally well  until  the  fall  of  1950,  approximately  five 
years  later,  when  she  developed  symptoms  of  in- 
creasing fatigue,  loss  of  weight,  and  malaise.  She 
consulted  a physician  in  another  city  where  she  was 
living  at  the  time  but  failed  to  give  him  the  history 
of  the  previous  diagnosis  of  tuberculosis.  X-ray 
examination  was  not  made  immediately,  and  a tenta- 
tive diagnosis  of  “grippe”  was  entertained  and  treat- 
ment carried  out  accordingly.  Her  response  to  treat- 
ment was  not  satisfactory,  and  ultimate  x-ray  exam- 
ination showed  extensive  miliary  tuberculosis. 

Response  to  treatment  has  been  satisfactory  with 
clearing  of  the  miliary  tuberculosis,  but  it  is  inter- 
esting to  note  that  the  indolent,  low-grade,  appar- 
ently caseous  disease  which  was  present  originally 
has  not  been  influenced  at  all  by  the  antibiotic 
therapy. 

Tuberculosis  and  Pregnancy,  Early  Diag- 
nosis.— A discussion  of  the  clinical  aspects  and 
manifestations  of  tuberculosis  would  be  incom- 
plete unless  such  discussion  included  the  presence 
of  unrecognized  tuberculosis  in  the  obstetric 
patient.  The  danger  of  undiagnosed  tuberculo- 
sis complicated  by  a pregnancy  is  well  known. 
Therefore,  the  manifestations  of  this  disease  and 
its  diagnosis  when  associated  with  pregnancy  are 
of  extreme  importance  to  the  practicing  physi- 
cian. I know  of  no  group  of  individuals  where 
tuberculosis  of  the  lungs  should  and  can  be  more 
readily  diagnosed  and  controlled  than  in  the 
pregnant  woman.  Routine  x-ray  examination 
should  be  a part  of  the  prenatal  examination  of 
every  pregnant  woman. 

Case  11. — R.  M.,  a twenty-four-year-old  female, 
was  first  diagnosed  as  having  active  tuberculosis  in 
November,  1948,  at  the  time  of  a routine  prenatal 
examination.  She  visited  her  physician  because  of 
pregnancy  and  was  referred  for  routine  x-ray  as  a 
part  of  the  prenatal  examination.  This  x-ray  showed 
a minimal  amount  of  tuberculosis  involving  the 
upper  portion  of  the  left  lung.  This  tuberculosis 
was  active,  she  was  hospitalized,  and  subsequent 
clinical  examination  confirmed  the  previous  diag- 
nosis with  sputum  positive  for  tubercle  bacilli. 
She  continued  through  her  pregnancy  without  diffi- 
culty, therapy  as  indicated  for  the  tuberculosis  was 
applied,  and  her  clinical  progress  was  quite  satis- 
factory. Her  tuberculosis  became  arrested,  and  she 
was  subsequently  discharged  from  the  hospital. 

Case  12. — The  detection  of  tuberculosis  and  es- 
pecially advanced  tuberculosis  late  in  pregnancy 
presents  a far  more  difficult  problem,  and  the  prog- 
nosis under  such  circumstances  is  not  good.  C.  G., 
a twenty-nine-year-old  female,  was  first  seen  in  the 
eighth  month  of  pregnancy  when  a diagnosis  of  far- 
advanced  tuberculosis  was  made.  She  had  been 
under  obstetric  care  for  approximately  six  months 
at  the  time  the  diagnosis  was  made,  and  pulmonary 
symptoms  were  moderately  severe  throughout  the 
entire  course  of  her  pregnancy.  These  symptoms 
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were  cough,  expectoration,  malaise,  and  failure  to 
gain  weight  . The  diagnosis  of  tuberculosis  was  made 
only  after  a severe  pulmonary  hemorrhage  for  which 
the  patient  was  sent  to  the  hospital.  She  wras 
carried  through  the  pregnancy  without  too  much 
difficulty,  but  the  prognosis  as  far  as  her  tubercu- 
losis is  concerned  is  extremely  poor,  although  this 
prognosis  is  perhaps  altered  very  little  if  any  by  the 
pregnancy  itself. 

The  Diagnosis  of  Tuberculosis 

What  then  of  the  diagnosis  of  tuberculosis? 
Tuberculosis  of  the  lungs  may  assume  so  many 
different  clinical  forms  that  it  must  be  considered 
in  the  differential  diagnosis  of  practically  every 
lung  disease.  The  final  diagnosis  of  tuberculosis 
should  be  and  usually  is  readily  established,  pro- 
vided it  is  considered  in  the  differential  diagnosis 
and  the  necessary  diagnostic  procedures  are 
carried  out  to  establish  the  diagnosis. 

The  mistakes  which  were  formerly  made  in  the 
diagnosis  of  tuberculosis  based  upon  symptoms 
and  physical  findings  are  currently  no  longer  as 
common  when  the  disease  is  considered.  There 
is  still,  however,  too  much  reliance  upon  symp- 
toms and  physical  signs  in  all  diseases  of  the 
lungs.  X-ray  examination  should  be  a part  of 
the  routine  clinical  examination  of  every  patient. 
By  this  method  only  can  early  disease  of  the  lungs 
be  detected. 

It  should  be  remembered,  however,  that  the 
value  of  radiologic  examination  of  the  chest  is 
dependent  upon  the  interpretation  of  the  x-ray 
film  and  that  radiologic  examination  is  only  a 
part  of  the  clinical  examination  of  a patient  for 
the  determination  of  the  activity  and  the  need 
for  treatment  of  tuberculosis. 

It  is  frequently  necessary  that  multiple  posi- 
tion x-ray,  serial  x-ray  studies,  and  special  x-ray 
studies  be  made  for  a proper  diagnosis  and  correct 
evaluation  of  an  individual  with  tuberculosis. 

When  considering  the  radiologic  examination 
of  a patient,  attention  should  be  called  to  fluoro- 
scopic study.  The  fluoroscope  is  a most  impor- 
tant diagnostic  medium  in  the  study  of  diseases  of 
the  chest,  and  certainly  no  one  who  is  interested 
in  chest  disease  would  want  to  eliminate  the 
fluoroscope.  It  should  be  pointed  out,  however, 
that  no  attempt  should  ever  be  made  to  make  a 
diagnosis  by  fluoroscopic  examination  alone. 
Fluoroscopic  study  does  not  give  a comparative 
record,  a record  which  can  be  referred  to  at  a 
later  date  or  one  which  can  be  compared  with 
subsequent  examinations.  There  is  also  a high 
percentage  of  error  in  the  diagnosis  of  minimal 
lesions  in  the  lung,  even  in  the  hands  of  expert 
fluoroscopists. 

The  laboratory  examination  of  sputum  for  the 
presence  of  tubercle  bacilli  is  a readily  available 
technic  which  is  too  infrequently  used. 


Frequently  multiple  examinations  of  the  spu- 
tum are  necessary  for  the  detection  of  tubercle 
bacilli,  and,  therefore,  it  is  well  to  remember  that 
a single  examination  of  the  sputum  is  insufficient 
when  such  is  negative.  The  reliability  of  such 
laboratory  examination  depends  upon  the  type  of 
specimen  submitted  by  the  patient,  the  instruc- 
tions given  the  patient  by  the  physician  for  the 
submission  of  such  specimen,  and  also  the  ability 
and  diligence  of  the  technician  who  examines  that 
specimen. 

The  diagnosis  of  far-advanced,  hopeless  tuber- 
culosis of  the  lungs  is  usually  very  easily  made 
not  only  by  the  physician  but  by  the  next  door 
neighbor  as  well,  but  there  is  little  satisfaction  in 
such  a diagnosis.  Medical  observation  and  serial 
studies  are  frequently  necessary  for  a final 
diagnosis  of  minimal  tuberculosis.  It  should  be 
remembered  that  this  disease  does  not  present 
characteristic  symptoms,  nor  does  it  always  pre- 
sent characteristic  shadows  in  the  x-ray  film. 
Therefore,  patience  and  diligence  are  often  neces- 
sary for  satisfaction. 

The  Practicing  Physician  and 
Tuberculosis 

The  practicing  physician  is  frequently  too 
little  interested  in  tuberculosis.  His  attitude 
over  a period  of  years  has  been  “let  the  health 
department  do  it.”  This  attitude  is  entirely 
wrong.  The  general  practitioner  can  and  should 
play  a most  valuable  part  in  the  diagnosis  and 
detection  of  this  disease. 

The  primary  responsibility  for  the  detection  of 
tuberculosis  rests  to  a great  extent  with  the  prac- 
ticing physician.  He  is  primarily  responsible  for 
the  early  detection  of  this  disease  in  those  pa- 
tients who  present  themselves  to  him  with  symp- 
toms and  in  those  patients  who  present  them- 
selves to  him  for  obstetric  care.  He  is  also  pri- 
marily responsible  for  guidance  where  tuberculo- 
sis is  detected  in  admissions  to  general  hospitals 
for  the  treatment  of  some  other  condition. 

In  addition  to  the  primary  responsibility  for 
the  detection  of  this  disease  in  those  patients  who 
are  directly  under  his  care,  the  practicing  physi- 
cian also  has  a partial  responsibility  in  the  diagno- 
sis and  detection  of  tuberculosis  in  respect  to  his 
community  responsibility  in  apparently  healthy 
individuals.  Public  health  education  on  his  part 
can  be  of  tremendous  value  in  the  detection  of 
early  nonsymptomatic  tuberculosis. 

Summary 

Tuberculosis  is  a disease  of  the  family  and  com- 
munity as  well  as  the  individual.  The  effect 
upon  the  social  pattern  and  the  physical  well- 
being of  the  patient  and  his  family  is  often  great, 
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resulting  in  extensive  alteration  of  the  pattern  of 
life. 

The  type  of  public  health  practice  of  the  physi- 
cians of  a community  controls  to  a great  extent 
the  future  of  tuberculosis. 

Tuberculosis  manifests  itself  in  many  clinical 
patterns  and  must  be  considered  in  the  differen- 
tial diagnosis  of  any  disease  of  the  lungs,  either 
acute  or  chronic  in  nature. 

Radiologic  examination  is  the  surest  method  of 
diagnosis  at  present,  and  clinical  examination  of 


the  chest  must  be  considered  incomplete  unless 
proper  x-ray  studies  are  carried  out. 

Fluoroscopic  examination  is  important  but 
should  not  be  depended  upon  for  a final  diagnosis 
in  early  disease  of  the  lungs. 

The  physician  in  the  general  practice  of  medi- 
cine not  only  has  the  opportunity  for  early  diagno- 
sis of  tuberculosis  but  is  responsible  for  the  early 
diagnosis  of  tuberculosis  in  those  patients  who 
present  themselves  to  him  for  examination  and 
treatment. 


BRONCHOGENIC  CARCINOMA 

Walter  F.  Bugden,  M.D.,  Syracuse,  New  York 
( From  the  Department  of  Surgery,  Syracuse  University  College  of  Medicine) 


BRONCHOGENIC  carcinoma  is  a common 
disease,  contrary  to  the  too  often  held 
opinion  that  it  is  an  infrequent  form  of  cancer. 
Recent  statistical  studies  indicate  that  in  males 
bronchogenic  carcinoma  is  the  visceral  cancer 
found  most  often,  more  frequently  even  than  gas- 
tric cancer,  which  had  long  been  in  first  place  on 
the  list.  Female  bronchogenic  carcinoma  is  rela- 
tively infrequent.  The  usually  quoted  ratio  is 
one  to  six,  female  to  male.  In  my  practice  the 
ratio  is  even  greater,  being  about  one  to  20. 

Virtually  nothing  is  known  about  the  etiology. 
Various  inhaled  irritant  gases  and  dusts  have 
been  considered  etiologic  from  time  to  time,  but 
in  no  case  has  there  been  scientific  substantiation. 
Recent  publications  have  put  forth  statistical 
studies  that  strongly  suggest  a causal  relation- 
ship to  prolonged  cigaret  smoking. 

The  pathology  pattern  may  vary  from  round, 
apparently  circumscribed  tumors  to  invasive, 
infiltrating  lesions.  Microscopically  these  tu- 
mors are  most  often  squamous  cell  carcinoma, 
then  adenocarcinoma,  and  if  very  anaplastic  they 
are  referred  to  as  “oat  cell”  or  “small  cell”  car- 
cinoma. Alveolar  cell  cancer  is  relatively  uncom- 
mon and  should  not  be  grouped  with  broncho- 
genic cancer. 

The  symptomatology  is  diversified  and  in  no 
way  specific  or  pathognomonic  for  bronchogenic 
carcinoma.  The  symptoms  may  be  those  of  vir- 
tually any  other  intrathoracic  disease,  from  tuber- 
culosis to  “asthmatic”  chest  cold  or  virus  pneu- 
monia. In  other  words,  a physician  can  readily 
be  led  into  a trap  if  he  puts  credence  in  any 
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symptom  complex.  This  fact  must  be  recognized 
to  avert  diagnostic  disaster.  For  example,  the 
cough  and  fever  of  an  acute  infection  may  be  the 
first  symptoms  of  a bronchogenic  carcinoma. 
Furthermore,  this  may  respond  favorably  to  anti- 
biotic therapy,  both  clinically  and  roentgeno- 
graphically,  giving  to  the  physician  and  the 
patient  a false  sense  of  security  which  may  lead  to 
further  serious  delay  in  attaining  the  correct 
diagnosis  and  instituting  proper  treatment. 
The  so-called  “cigaret”  cough  may  actually  be 
due  to  a bronchogenic  carcinoma,  just  as  the 
bleeding  ascribed  to  hemorrhoids  is  often  actually' 
due  to  rectal  carcinoma.  The  middle-aged 
patient  with  a wheeze  is  probably  not  just  a 
fresh  case  of  asthma  but  more  likely'  a cancer 
patient  with  partial  bronchial  obstruction  causing 
the  wheeze.  Bear  in  mind  that  “all  is  not  asthma 
that  wheezes.”  And  so  it  goes  down  the  list  of 
symptoms:  cough,  wheeze,  pain,  hemoptysis, 

dyspnea,  etc. 

Recent  experiences  with  mass  x-rayr  surveys 
have  brought  to  light  the  high  incidence  of 
“silent”  or  asymiptomatic  lung  cancers.  Most  of 
these  cases  are  curable,  and  so  it  behooves  us  to 
act  aggressively  and  without  delay.  A small, 
round,  silent  x-ray  lesion  has  a 50  per  cent  chance 
of  being  malignant.  When  a bronchogenic  car- 
cinoma has  grown  to  the  size  that  it  will  cast  a 
shadow  per  se  on  the  x-ray,  we  should  be  alerted 
at  once,  for  it  is  far  from  being  an  “early'”  lesion 
byr  the  time  it  has  attained  the  diameter  of  a 
small  coin. 

The  physical  examination  of  the  lungs  is  often 
of  no  help.  There  may'  or  may'  not  be  any 
physical  signs,  despite  extensive  x-ray'  findings. 
There  are  no  signs  that  are  characteristic  or 
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specific  for  bronchogenic  carcinoma.  However, 
j any  abnormal  physical  findings,  such  as  a wheeze, 
rales,  or  decreased  breath  sounds,  of  course  war- 
rant further  studies. 

The  radiologist  is  a strong  link  in  the  chain  of 
steps  toward  proper  diagnosis.  Fluoroscopy  and 
thorough  roentgenographic  scanning  with  films  in 
several  views  are  essential.  The  interpretation 
placed  on  the  abnormal  shadow,  whether  it  be  a 
segment  of  atelectasis,  a round  circumscribed 
lesion,  a patch  of  pneumonitis,  or  an  area  of  ob- 
structive emphysema,  is  the  crux  of  the  matter. 
It  is  a great  responsibility  to  “call  the  shot” — is 
it  simply  an  infection,  is  it  benign,  or  is  it  broncho- 
genic carcinoma?  I feel  that  the  only  safe  policy 
is  to  consider  all  undiagnosed  lesions  as  possibly 
malignant  until  proved  otherwise. 

Bronchoscopy  is  an  important  step  in  the 
work-up.  About  40  per  cent  of  the  cases  of 
bronchogenic  carcinoma  will  be  anatomically 
located  so  that  they  are  visible  in  the  broncho- 
scope and  tissue  biopsy  can  be  obtained.  Ap- 
proximately another  25  per  cent  will  have  exfoli- 
ated cells  identifiable  in  cytologic  studies,  as  by 
! the  method  of  Papanicolaou.  We  then  are  left 
with  a definite  group  that  are  undiagnosed  until 
operated  upon.  Exploratory  thoracotomy  for 
biopsy  of  the  lesion  involves  a risk  of  less  than  1 
per  cent  today,  with  proper  anesthesia,  blood 
replacement,  etc.  One  must  accept  virtually 
the  same  philosophy  for  undiagnosed  pulmonary 
lesions  as  for  a lump  in  the  breast  or  lesion  on  the 
lip,  etc.,  i.e.,  it  must  be  biopsied.  For  lung  le- 
sions that  are  negative  bronchoscopically  or  nega- 
tive bacteriologically  for  tuberculosis  bacilli,  this 
means  exploratory  thoracotomy. 

The  responsibility  of  the  family  or  personal 
physician  is  tremendous.  It  is  he  who  advises  a 
: consultant’s  opinion  if  the  x-ray  report  indicates  a 
lesion,  the  full  significance  of  which  is  in  some 
doubt.  It  is  he  who  first  must  evaluate  the 
patient’s  symptoms  and  determine  if  an  x-ray  is 
, to  be  obtained.  In  my  opinion  there  is  no  way 
j to  evaluate  the  situation  properly  without  a chest 
x-ray.  A busy  practitioner  probably  feels  that 
every  patient  with  a cough  cannot  be  x-rayed, 
but  it  absolutely  must  be  done  if  we  are  to  make 

1 early  diagnoses  and  save  more  of  these  people. 
One  cannot  separate  the  serious  from  the  trivial 
on  the  basis  of  symptoms  and  physical 
examination;  therefore,  roentgenograms  must  be 
done. 

When  bronchogenic  carcinoma  has  been  diag- 
nosed, the  treatment  is  resection  of  the  lung. 
Pneumonectomy  is  the  accepted  surgical  proce- 
dure, but  there  is  a definite  place  for  lobectomy 
j or  partial  resection.  The  surgical  risk  is  about  10 
j to  20  per  cent  and  is  essentially  contingent  upon 
| the  physiologic  cardiorespiratory  reserve  of  the 


patient.  The  survival  statistics  are  somewhat 
encouraging,  being  better  than  those  for  gastric 
carcinoma.  When  we  remember  that  it  was  as  re- 
cently as  1933  that  Graham  did  the  first  success- 
ful pneumonectomy  for  bronchogenic  carcinoma, 
this  is  remarkable  progress. 

The  discouraging  side  of  the  story  is  the  low 
resectability  rate  due  to  late  diagnosis.  Of  100 
cases  of  bronchogenic  carcinoma,  about  50  are 
hopeless  when  first  seen,  on  the  basis  of  distant 
metastases,  mediastinal  involvement,  recurrent 
laryngeal  nerve  palsy,  pleural  effusion,  etc.  Of 
the  50  cases  suited  for  exploratory  operation, 
about  20  will  be  resectable  and  30  not  resectable, 
which  gives  us  a salvage  of  about  20  out  of  the 
original  100  cases,  a pathetic  figure. 

There  are  three  major  explanations  for  this 
gloomy  status:  (1)  patient  delay,  (2)  doctor 

delay,  and  (3)  insidious  lesions  that  are  virtually 
inoperable  with  the  appearance  of  the  first  symp- 
tom. 

I should  like  to  present  several  brief  case  his- 
tories to  illustrate  some  of  these  points. 

Case  Reports 

Case  1.- — W.  R.,  a sixty-nine-year-old  white  male, 
developed  cough,  expectoration,  and  fever  eight 
months  before  consultation.  He  was  x-rayed  and 
treated  as  a pneumonia  of  the  left  upper  lobe.  The 
x-ray  showed  great  improvement  but  not  complete 
clearing.  He  felt  fairly  well  until  three- months  be- 
fore admission.  Since  then  his  symptoms  have  be- 
come worse.  X-ray  now  shows  collapse  of  almost 
the  entire  left  upper  lobe.  Exploration  revealed  an 
inoperable  squamous  carcinoma  with  mediastinal 
lymph  node  involvement. 

Case  2. — W.  F.,  a sixty-two-year-old  white  male, 
visited  his  physician  because  of  slight  malaise. 
There  were  no  other  symptoms.  A chest  x-ray  taken 
during  the  medical  work-up  revealed  a round  lesion. 
Bronchoscopy  was  negative.  Operation  was  ad- 
vised, and  a right  pneumonectomy  was  done.  The 
pathology  was  squamous  cell  carcinoma.  The 
patient  is  still  well  four  and  one-half  years  post- 
operatively. 

Case  3. — W.  S.,  a fifty-six-year-old  white  male,  de- 
veloped a low-grade  fever  and  hacking  cough.  Virus 
pneumonia  was  the  working  diagnosis.  Aureomycin 
was  given  with  no  change.  A recheck  x-ray  was 
taken  in  ten  days.  When  no  improvement  was 
noted,  the  physician  became  suspicious  of  this  being 
more  than  virus  pneumonia  and  sent  him  to  me. 
Operation  was  advised,  and  a left  pneumonectomy 
was  done  for  a grade  III  squamous  cell  carcinoma. 
The  mediastinal  glands  were  involved.  The  patient 
is  well  nine  months  postoperatively. 

Case  4- — Y.  A.,  a forty-three-year-old  white  male, 
had  a dry  cough  for  several  weeks.  X-ray  revealed 
a small  round  lesion  in  the  left  apex,  reported  by  the 
roentgenologist  as  probably  tuberculoma,  possibly  a 
tumor.  The  patient  rejected  his  medical  advice. 
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Eight  weeks  later  he  was  admitted  to  the  hospital 
in  very  poor  condition.  Carcinoma  cells  were  ob- 
tained in  the  bloody  fluid  aspirated  from  the  peri- 
cardium. He  expired  several  days  after  admission. 
Autopsy  showed  carcinoma  of  the  left  upper  lobe, 
with  mediastinal  and  pericardial  involvement. 

Case  5. — E.  M.,  a sixty-year-old  white  female, 
visited  her  physician  because  of  one  episode  of 
coughing  up  blood.  X-rays  revealed  a small  soft 
lesion.  Operation  was  advised,  and  a left  upper 
lobectomy  was  done.  The  pathology  was  adenocar- 
cinoma, identical  with  the  slides  of  a uterine  adeno- 
carcinoma removed  by  hysterectomy  five  years  be- 
fore. She  is  well  two  and  one-half  years  post- 
operatively,  apparently  following  a solitary  metas- 
tasis successfully  treated  with  excisional  surgery. 

Case  6. — H.  It.,  a forty-six-year-old  white  male, 
was  x-rayed  during  a county  survey  for  tuberculosis 
case-finding.  A large  density  was  reported.  There 
were  no  symptoms.  Operation  was  advised,  and  a 
pulmonary  resection  was  done  for  a squamous  cell 
carcinoma  with  gland  involvement.  This  patient 
died  seven  months  later  with  generalized  metas- 
tases. 

Case  7. — P.  R.,  a fifty-eight-year-old  white  male, 
contracted  a severe  chest  cold  with  cough  and  foul 


expectoration.  X-rays  revealed  a cavity  in  the  left 
lower  lobe,  and  he  was  treated  with  antibiotics  as  a 
lung  abscess.  I saw  him  eight  weeks  later,  at  which 
time  his  symptoms  were  some  better  but  his  cavity 
persisted.  Sputum  studies  were  negative  for  tuber- 
culosis. Operation  was  advised,  and  a resection  was 
done.  The  wall  of  the  cavity  was  a squamous  cell 
carcinoma.  The  patient  is  well  at  this  time,  eleven 
months  later. 

Case  8. — C.  F.,  a forty-five-year-old  white  male, 
was  being  x-rayed  for  a possible  duodenal  ulcer. 
Fluoroscopy  of  the  chest  at  that  time  revealed  a 
mass  in  the  right  lung.  There  were  absolutely  no 
pulmonary  symptoms.  Operation  was  done,  and 
the  pathologist  reported  the  tumor  to  be  tubercu- 
loma plus  “oat  cell”  bronchogenic  carcinoma. 

Conclusion 

Bronchogenic  carcinoma  is  one  of  the  most 
common  forms  of  visceral  cancer  in  the  male. 
Diagnosis  is  too  often  faulty  and  late.  Survival 
statistics  could  be  greatly  improved  by  early 
diagnosis  and  prompt  institution  of  surgical 
therapy.  The  availability  of  chest  x-rays  will 
improve  the  present  dreadful  survival  statistics 
if  we  will  take  advantage  of  this  availability. 


SUPPURATIVE  DISEASES  OF  THE  LUNGS  AND  BRONCHI 
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SUPPURATIVE  diseases  of  the  lungs  and  the 
intimately  associated  tracheobronchial  tree 
comprise  a wide  variety  of  clinical  entities  with  a 
few  characteristic  symptoms  that  are  common 
to  all.  Inflammatory  reaction  in  the  air  passages 
or  parenchyma  of  the  lung  can  be  initiated  by  a 
multitude  of  bacterial,  chemical,  mechanical,  or 
parasitic  excitants.  The  clinical  course  of  the 
disease  will  vary  according  to  the  fundamental 
etiologic  agent  and  the  modifications  of  the 
host  reaction  to  the  irritating  cause.  The  fea- 
ture common  to  all  suppurative  lesions  of  the 
respiratory  tract  is  the  cough  productive  of 
greater  or  lesser  amounts  of  purulent  sputum, 
which  usually  brings  the  patient  to  the  physician. 
After  the  exclusion  of  pulmonary  tuberculosis 
and  purulent  tracheobronchitis,  such  a patient 
will  most  frequently  he  found  to  be  suffering  from 
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bronchiectasis,  abscess  of  the  lung,  diffuse 
suppurative  pneumonitis,  an  infected  pulmonary 
cyst,  or  empyema  with  a bronchopleural  fistula. 

Since  treatment,  unless  it  is  to  be  purely 
symptomatic  and  haphazardly  applied,  depends 
upon  an  accurate  diagnosis,  the  informed  physi- 
cian must  necessarily  rely  upon  his  skillful  selec- 
tion of  some  or  all  of  the  technics  available  today 
for  the  diagnosis  of  diseases  of  the  chest.  These 
include  (1)  history,  (2)  physical  examination, 
(3)  fluoroscopy,  (4)  roentgenograms  in  varying 
projections,  (5)  bronchograms,  (6)  bacteriology 
of  sputum  or  exudates,  (7)  thoracentesis,  (8) 
bronchoscopy,  (9)  pulmonary  function  studies. 
(10)  bronchospirometry,  and  (11)  exploratory 
thoracotomy. 

Not  all  patients,  of  course,  will  require  all 
these  diagnostic  studies,  but  all  w ill  require  some. 
It  is  imperative  that  an  accurate  diagnosis  be 
leached  as  promptly  as  possible  since  it  is  only 
after  all  information  has  been  expertly  gathered 
and  intelligently  interpreted  that  suitable  treat- 
ment can  be  decided  upon. 
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Bronchiectasis 

Bronchiectasis  may  be  defined  as  a chronic 
disease  characterized  by  permanent  dilatation 
of  the  terminal  bronchi  and  bronchioles  with 
greater  or  lesser  degrees  of  inflammatory  changes 
of  the  bronchial  wall.  It  is  the  result  of  a vari- 
ety of  proximal  insults,  each  of  which  has  pro- 
duced partial  and  perhaps  transitory  bronchial 
obstruction  together  with  infection  of  the  lung. 
The  most  common  precursors  of  bronchiectasis 
are  primary  pneumonia,  bronchopneumonias  of 
exanthematous  diseases  and  pertussis,  and  pos- 
sibly atypical  pneumonias.  Bronchiectasis  may 
also  be  the  result  of  pulmonary  abscess,  foreign 
bodies  in  the  bronchus,  endobronchial  tumors, 
tuberculosis,  and  bronchial  compression  caused  by 
mediastinal  tumors,  aneurysms,  or  enlarged 
lymph  nodes.  The  diagnosis  rests  first  of  all 
upon  the  physician’s  recognition  that  this  disease 
may  be  present  in  his  particular  patient,  the 
exclusion  of  other  pulmonary  diseases,  and  finally 
demonstration  of  the  dilated  bronchi  by  suitable 
roentgenographic  studies  after  the  instillation  of 
iodized  oil. 

Diagnosis. — The  diagnosis  of  bronchiectasis 
may  be  made  on  the  basis  of  history,  physical 
examination,  roentgenograms,  and  bronchos- 
copy. 

History. — Cough  and  sputum  which  may  or 
may  not  be,  malodorous,  repeated  respiratory 
infections,  hemoptysis,  foul  breath,  and  fatigue 
and  chronic  illness. 

Physical  Examination. — Rales,  clubbing  of  the 
fingers,  and  foul  breath. 

Roentgenograms. — The  conventional  film  is 
usually  not  diagnostic  but  only  suggestive; 
bronchograms  with  iodized  oil. 

Bronchoscopy. — To  eliminate  the  possibility 
of  an  endobronchial  tumor,  foreign  body,  or 
stenosis  of  the  bronchus  from  tuberculosis  and 
to  determine  the  source  of  the  sputum. 

With  the  diagnosis  established  and  the  extent 
of  involvement  accurately  delineated  by  broncho- 
grams which  disclose  the  pattern  of  the  bronchi 
of  all  lobes  of  both  lungs,  suitable  treatment  for 
that  patient  can  be  selected.  In  almost  all 
cases  bronchiectasis  is  an  irreversible  disease,  and 
cure  depends  on  the  surgical  removal  of  the 
involved  pulmonary  segment.  The  clinical 
course  of  the  disease  will  be  varied  by  the  extent 
of  involvement  and  the  degree  of  infection  that 
exists.  The  course  of  the  disease  is  characterized 
by  recurrent  episodes  of  infection,  complications 
such  as  empyema,  cerebral  abscess,  pulmonary 
hemorrhage,  or  amyloidosis,  and  usually  a fatal 
termination  in  the  early  decades  of  adult  life. 

Treatment  of  bronchiectasis  may  be  palliative, 
in  which  event  general  hygienic  measures,  re- 
peated and  faithful  postural  drainage,  occasional 
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bronchoscopic  aspiration  of  secretions,  and  the 
wise  use  of  antibiotics  may  produce  intervals 
of  fairly  satisfactory  health  which,  however, 
are  usually  of  short  duration. 

Curative  treatment  is  entirely  surgical  and 
depends  upon  the  removal  of  the  affected  pul- 
monary segment.  Resection  may  be  of  one  or 
more  segments  of  one  lobe,  complete  lobectomy, 
or  may  necessitate  removal  of  one  lung.  The 
good  results  of  surgical  treatment,  the  very 
low  associated  mortality,  and  the  relatively 
short  postoperative  convalescence  shoidd  make 
it  apparent  to  all  that  surgical  treatment  is  to  be 
considered  first  when  the  diagnosis  of  bronchiec- 
tasis has  been  made.  Palliative  and  purely 
medical  measures  should  be  reserved  only  for 
those  patients  with  concurrent  disease  that 
contraindicates  surgery.  Neither  youth  nor 
old  age  should  be  considered  a contraindication 
to  surgery. 

Abscess  of  the  Lung  and  Diffuse 
Suppurative  Pneumonitis 

Pulmonary  abscess  and  diffuse  suppurative 
pneumonitis  are  manifestations  of  a necrotizing 
infection  within  the  pulmonary  parenchyma.  In 
our  experience  the  bacterial  flora  is  of  a greatly 
mixed  variety,  and  little  can  be  said  about  the 
progress  of  the  disease  from  the  nature  of  the 
infecting  bacteria  found  in  a sputum  specimen. 
However,  much  can  be  said  about  treatment  by 
a careful  study  of  the  antibiotic  sensitivity  of 
the  infecting  organisms.  It  is  useless  and  pos- 
sibly harmful  to  use  penicillin  to  combat  an 
organism  that  is  sensitive  only  to  terramycin. 

Abscesses  of  the  lung  are  commonly  the  result 
of  some  degree  of  bronchial  obstruction  together 
with  infection.  Consequently  the  majority  of 
abscesses  are  sequelae  of  pneumonia  or  the  result 
of  aspiration  of  infected  material  into  the  bron- 
chial tree. 

Etiology. — Abscess  of  the  lung  may  develop 
from  the  following  conditions:  (1)  postoperative 

— tonsillectomy,  dental  operations,  and  other 
operations  with  general  anesthesia;  (2)  foreign 
body;  (3)  aspiration  during  unconsciousness — 
head  injuries,  anesthesia,  convulsions,  and 
intoxication;  (4)  postpneumonic;  (5)  endobron- 
chial tumor;  (6)  septicemia;  (7)  bronchiectasis, 
and  (8)  wounds  of  the  lungs. 

The  diagnosis  of  these  types  of  pulmonary  sup- 
puration depends  to  a large  extent  upon  the  his- 
tory and  the  roentgenographic  findings.  Bron- 
choscopic examination  is  essential  to  exclude  en- 
dobronchial tumors,  foreign  bodies,  or  bron- 
chial obstruction. 

With  the  establishment  of  a diagnosis  of  ab- 
scess of  the  lung,  treatment  can  be  instituted 
with  the  twofold  purpose  of  providing  adequate 
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drainage  through  the  natural  channels  of  drain- 
age of  the  lung,  the  bronchi,  and  to  reduce  the 
infectious  element  by  a suitable  choice  of  antibiot- 
ics. A rational  form  of  treatment  depends  first 
of  all  upon  bronchoscopic  examination  to  be  sure 
that  there  is  no  irremovable  bronchial  obstruc- 
tion such  as  an  endobronchial  tumor  or  a 
stenotic  bronchus.  Postural  drainage  to  promote 
free  expectoration  of  pus  from  the  draining  bron- 
chus is  the  next  most  important  facet  of  treat- 
ment. Associated  with  adequate  transbronchial 
drainage,  aerosolized  antibiotics  such  as  penicillin, 
streptomycin,  or  terramycin  together  with 
the  systemic  administration  of  suitable  antibiotics 
will  result  in  the  cure  of  most  abscesses  of  the 
lung.  Each  patient  should  be  re-evaluated  at 
weekly  intervals  by  clinical  study  of  his  fever, 
the  amount  of  sputum  being  raised,  and  the  gen- 
eral improvement  of  his  well-being.  Each  week 
roentgenograms  should  be  made  to  insure  the 
physician  that  the  abscess  or  diffuse  disease  is 
undergoing  orderly  regression.  If  at  any  time 
in  the  course  of  treatment  by  these  measures 
there  fails  to  ensue  a progressive  cure,  other 
measures  of  treatment  should  be  resorted  to  at 
once.  The  abscess  which  is  not  getting  better  is 
indeed  getting  worse  since  chronicity  of  a pul- 
monary infection  is  of  almost  equally  serious 
import  with  progression  of  it.  Since  the  cure  of 
pulmonary  suppuration  or  abscess  of  the  lung 
depends  upon  adequate  drainage,  this  must  be 
provided  by  other  means  if  transbronchial  drain- 
age is  not  sufficient.  An  abscess  majr  be  drained 
by  pneumonostomy  through  the  chest  wall,  but 
this  usually  means  long-continued  drainage  and 
often  a persistent  bronchocutaneous  fistula. 
Consequently,  if  transbronchial  drainage  is  not 
sufficient,  great  consideration  should  be  given  to 
resection  of  the  involved  portion  of  the  lung. 
My  own  plan  of  treatment  depends  upon  securing 
adequate  drainage  of  the  pus  through  the  tracheo- 
bronchial tree  or,  if  this  is  impossible,  removal  of 
the  infected  portion  of  the  lung  by  resection. 

It  is  unreasonable  to  concern  oneself  with  the 
relative  merits  of  “medical”  versus  “surgical” 
treatment.  It  is  illogical  to  contrast  “radical” 
(which  usually  means  surgical)  and  “conserva- 
tive” (which  usually  means  medical  treatment), 
since  therapy  should  be  chosen  for  the  benefit  of 
the  ill  patient  and  not  for  the  greater  gloiy  of  the 
pharmaceutically-minded  physician  or  the  scal- 
pel-conscious surgeon.  It  is  indefensible  to  set 
some  arbitrary  number  of  days  or  weeks  during 
which  this  drug  or  that  mold  will  be  used  before 
some  other  method  is  resorted  to. 

The  majority  of  abscesses  and  pneumonic  sup- 
purations which  are  not  caused  by  an  endobron- 
chial tumor  or  an  unremoved  foreign  body  may 
usually  be  cured  by  other  than  surgical  means. 


However,  if  each  weekly  evaluation  does  not  in- 
dicate continued  progress  towards  complete 
healing,  then  at  that  time  consideration  should 
be  given  to  surgical  treatment.  This  can  best  be 
accomplished  by  removal  of  the  infected  portion 
of  the  lung  or,  in  the  case  of  the  exceedingly  ill 
patient,  by  transthoracic  drainage  of  the  abscess 
cavity. 

Cysts  of  the  Lung 

These  interesting  alterations  of  the  orderly 
pattern  of  the  related  lung  and  bronchi  are  of 
greatest  medical  concern  when  they  become  in- 
fected or  when  they  reach  a size  that  produces 
symptomatic  reduction  of  the  ventilatory  appara- 
tus bv  encroachment  of  the  enlarging  cyst  upon 
the  pulmonary  parenchyma.  Cysts  of  the  lung 
may  be  of  congenital  origin,  in  which  case  they 
may  be  solitary  or  multiple.  They  are  lined  by 
columnar  epithelium  and  usually  have  a bron- 
chial communication  with  a ball-valve  action. 
Symptomatically  congenital  cysts  are  character- 
ized by  cough,  hemoptysis,  infection,  and,  when  of 
large  size,  by  dyspnea.  Roentgenograms  of  the 
chest  and  bronchograms  provide  the  accurate 
diagnosis.  Cysts  may  also  result  from  pneumo- 
nia and  associated  partial  bronchial  obstruction. 
These  cysts  are  lined  by  an  epithelium  which 
may  have  been  in  part  or  entirely  destroyed  by 
infection. 

With  the  onset  of  infection  in  a cyst  an  accurate 
diagnosis  is  of  utmost  importance  since,  for  ex- 
ample, only  prolonged  disaster  can  result  from  in- 
judicious drainage  of  an  infected  cyst  erroneously 
believed  to  be  an  empyema. 

Treatment  of  cysts  of  the  lung,  whether  con- 
genital or  acquired,  consists  only  of  surgical  re- 
moval of  the  cyst  and  the  surrounding  portion  of 
the  affected  lung.  Very  occasionally  temporary 
drainage  or  marsupialization  of  the  cyst  may  be 
of  some  merit.  However,  certain  and  permanent 
cure  depends  upon  surgical  excision.  Even  in 
very  young  or  very  ill  patients  the  surgical  hazards 
of  removal  are  considerably  less  than  the  disas- 
ters that  may  follow  ill-conceived  temporization 
or  poorly  considered  and  badly  executed  opera- 
tions for  drainage. 

Empyema 

It  is  true  that,  because  of  the  widespread  and 
generally  effective  use  of  antibiotics  in  the  treat- 
ment of  pneumonias,  empyema  is  less  commonly 
encountered  today  than  it  was  ten  or  fifteen 
years  ago.  Unhappily  it  is  also  true  that  be- 
cause of  these  same  beneficient  antibiotics,  recog- 
nition of  the  presence  of  empyema  is  often  long 
delayed,  and  treatment  is  often  haphazardly  in- 
stituted. Despite  the  widespread  use  and  thera- 
peutic efficacies  of  antibiotics,  pneumonic  infec- 
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tions  remain  the  most  common  cause  of  empyema. 
Abscess  of  the  lung,  bronchiectasis,  suppurative 
pneumonitis,  mycotic  infections  of  the  lung,  and 
tuberculosis  are  relatively  infrequent  precursors  of 
empyema  in  comparison  to  the  number  caused  by 
primary  pneumonias.  Empyema  may  also  re- 
sult from  the  trauma  of  penetrating  wounds  of 
the  chest  or  from  thoracentesis  of  an  otherwise 
sterile  effusion.  Pleural  infection  may  also  be 
an  unhappy  complication  of  intrathoracic  opera- 
tions, but  this  is  not  common.  Very  occasion- 
ally a subdiaphragmatic  abscess  may  perforate 
the  diaphragm  with  resultant  empyema.  Never- 
theless, the  pneumonias  account  for  the  vast  ma- 
jority of  empyemas. 

The  diagnosis,  to  a large  extent,  rests  upon  the 
alacrity  of  the  physician  to  suspect  the  presence 
of  an  accumulation  of  pus  within  the  pleural  cav- 
ity and  his  ability  to  confirm  his  suspicion  by  ap- 
propriate roentgenograms  and  finally  by  the  as- 
piration of  pus.  Roentgenograms  in  frontal  and 
lateral  projections  are  essential  to  a satisfactory 
diagnosis  and  to  an  anatomic  localization  of  the 
pus  so  that  the  thoracentesis  needle  may  be  in- 
troduced through  an  interspace  that  will  provide 
immediate  access  to  the  infected  effusion.  Bac- 
teriologic  examination  of  the  exudate  is  of  great- 
est importance  in  the  exclusion  of  a tuberculous 
cause.  However,  with  antibiotic  treatment  of 
the  pre-existing  pneumonia,  organisms  frequently 
cannot  be  demonstrated  by  cultural  methods. 
Even  in  a grossly  purulent  exudate  a smear 
stained  by  Gram’s  method  may  not  be  revelatory 
of  pyogenic  organisms.  Nevertheless,  the  diag- 
nosis can  be  established  by  the  historical  evidence 
of  a pre-existing  etiologic  cause  and  the  demon- 
stration of  pus  within  the  pleural  cavity. 

The  available  methods  of  treatment  of  empy- 
ema must  be  evaluated  by  establishing  categori- 
cally wrhat  is  to  be  accomplished.  Treatment  of 
empyema  should  be  directed  towards  the  follow- 
ing: (1)  preservation  of  life,  (2)  relief  of  toxicity, 

1(3)  complete  evacuation  of  pus,  fibrin,  and  cellu- 
lar debris  from  within  the  pleural  cavity,  (4) 
complete  re-expansion  of  the  lung  with  pleural 
symphysis,  (5)  complete  restoration  of  function 
of  the  lung,  and  (6)  the  achievement  of  these 
ends  as  rapidly  as  possible.  In  short,  treatment 
of  empyema  should  be  directed  towards  the  pres- 
ervation of  life  and  the  restoration  of  pulmonary 
function  as  rapidly  as  possible. 

To  achieve  these  ends  a multitude  of  methods 
which  are  mechanical,  chemical,  antibiotic,  and 
surgical  have  been  devised  and  discarded  and  are 
still  being  developed  and  abandoned.  These 


include  the  following  methods  of  treatment: 
(1)  aspiration  of  pus  by  thoracentesis,  (2)  intra- 
pleural chemical  agents,  (3)  intrapleural  antibiot- 
ics, (4)  streptokinase  and  streptodornase  with 
or  without  antibiotics,  (5)  intercostal  catheter 
drainage  with  or  without  irrigation,  (6)  rib  re- 
section for  drainage,  and  (7)  open  thoracotomy 
and  decortication. 

It  matters  little  which  of  these  methods  of 
treatment  is  selected,  provided  the  ideal  aims  of 
treatment  can  be  achieved  by  the  chosen  modal- 
ity. In  my  opinion,  a plan  of  rotational  treat- 
ment is  based  upon  rapid  sterilization  of  the  in- 
fected pleural  contents  by  the  use  of  appropriate 
antibiotics  and  rapid  removal  of  the  pus  by  thora- 
centesis or  thoracotomy  before  permanent  func- 
tional limitations  have  been  imposed  upon  the 
underlying  lung.  This  can  best  be  achieved  by 
rib  resection  and  drainage  or  by  open  thoraco- 
tomy and  complete  removal  of  all  the  infected 
exudate,  fibrin,  and  cellular  debris. 

The  complications  of  empyema  are  the  result 
of  delayed  diagnosis,  inadequate  treatment,  or  a 
blind  reliance  upon  antibiotics  alone.  The 
most  common  complications  are  death  from 
toxicity  or  respiratory  insufficiency,  a broncho- 
pleural fistula,  or  a chronic  empyema  with  its 
associated  fibrothorax  and  reduced  pulmonary 
function.  With  prompt  diagnosis  and  the  intelli- 
gent use  of  modern  therapeutic  measures  none  of 
these  complications  should  ensue.  Very  occa- 
sionally empyema  may  undergo  a spontaneous 
cure,  but  this  is  by  no  means  a tribute  to  the  acu- 
men of  the  attending  physician.  Empyema,  an 
accumulation  of  pus  within  the  pleural  cavity, 
should  at  all  times  be  treated  under  the  sound 
principle  of  complete  evacuation  of  that  pus. 
This  can  best  be  achieved  by  surgical  means. 

Summary 

1.  Modern  treatment  of  suppurative  lesions  of 
the  lungs  and  bronchi  depends  upon  accurate  di- 
agnosis wffiich  can  only  be  achieved  by  judicious 
use  of  readily  available  diagnostic  technics. 

2.  The  proper  selection  of  a modality  of 
treatment  should  not  be  based  upon  the  artificial 
absurdity  of  “medical  versus  surgical  measures” 
or  “conservative  versus  radical  measures”  but 
rather  upon  the  patient’s  requirements. 

3.  Only  an  orderly  use  of  diagnostic  measures 
and  a wide  knowledge  of  available  methods  of 
treatment  will  enable  the  physician  to  choose  for 
his  individual  patient  that  which  is  best  for  him 
at  that  particular  time. 


THE  CONTRIBUTION  OF  NAVAL  EXPERIENCE  TO  HUMAN 
NUTRITION 


Clive  M.  McCay,  Ph.D.,  Ithaca,  New  York 
( From  the  Department  of  Nutrition,  Cornell  University) 

THE  subject  of  the  contribution  of  naval 
experience  to  our  knowledge  of  human  nutri- 
tion deals  mostly  with  the  eternal  struggle  of 
poorly  fed  sailors,  before  the  advent  of  modern 
science,  to  attain  a diet  that  provided  labile  vita- 
mins. 

Human  nutritional  requirements  place  man  in  a 
position  of  great  disadvantage,  compared  to  most 
other  forms  of  animal  life,  because  man  must 
have  in  his  foodstuffs  vitamins  such  as  A,  E, 
and  C that  are  readily  destroyed  by  oxidation. 
Among  lower  forms  of  life  such  as  the  insects, 
none  has  been  discovered  that  needs  either  vita- 
min A or  C.  Even  the  need  for  E is  questionable 
for  insects. 

Since  the  cockroach  was  living  on  earth  two  or 
three  hundred  million  years  before  man  and  since 
this  lowly  species  seems  to  need  many  of  the 
common  but  relatively  stable  water-soluble  vita- 
mins, the  need  for  unstable  factors  such  as  vita- 
min A must  have  arisen  with  fish.  This  factor 
and  vitamin  E seem  essential  for  vertebrates. 
The  evolution  of  monkeys  and  man  introduced 
the  need  for  a still  more  unstable  factor, 
namely,  ascorbic  acid  or  vitamin  C.  The  number 
of  species  that  perished  because  they  needed  this 
factor  but  could  not  procure  it  from  available 
foodstuffs  can  never  be  known. 

The  remarkable  survival  of  man,  monkey,  and 
guinea  pig  with  this  handicap  of  three  labile 
organic  substances,  vitamins  A,  E,  and  C,  would 
seem  possible  in  the  tropics  where  sources  of  these 
vitamins  are  available.  However,  man  in  the 
north  has  survived  this  encumbrance  by  means  of 
his  omnivorous  habits  and  the  ability  of  the  body 
to  store  substantial  amounts  of  these  labile  vita- 
mins for  periods  of  six  months  or  more. 

Before  the  discovery  of  America  and  the  begin- 
ning of  long  voyages  at  sea,  little  attention  was 
devoted  to  food  served  aboard  ships  and  its  rela- 
tion to  disease  and  death.  The  great  traveler  of 
four  hundred  years  ago,  Fynes  Moryson,  (1566- 
1617?)  wrote  much  about  food  in  his  “Itinerary,” 
but  he  never  related  food  to  disease.  He  did  ob- 
serve that  one  method  of  keeping  galley  slaves 
chained  to  their  oars  was  to  underfeed  and  keep 
the  worker  in  debt  by  the  purchase  of  extra  food. 
Possibly  the  food  habits  of  these  slaves  and  the 
availability  of  fruits  off  the  coast  of  Italy  pre- 
vented the  development  of  scurvy. 
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Four  centuries  ago,  many  of  the  common 
sources  of  ascorbic  acid  had  been  discovered  and 
were  in  use.  Dutch  ships  were  credited  with 
making  use  of  sauerkraut  and  sprouted  seeds  in 
the  form  - of  herb  gardens.  As  late  as  1870 
Wilson’s  text  on  naval  hygiene  had  an  illustration 
of  a compact  seed  sprouter  for  use  aboard  ship.1 
Today  such  sprouting  devices  are  still  sold  in  our 
country,  and  we  see  this  procedure  extended  into 
hydroponic  gardening. 

Citrus  juices  were  already  in  use  four  hundred 
years  ago.  Among  the  early  writers  discussing 
them  and  listed  by  MacDonald  are  Solomon 
Albertus  (1573),  Rich.  Hawkins  (1593),  James 
Lancaster  (1600),  and  John  Woodall  (1617). 2 The 
voyages  of  Lancaster  are  worthy  of  note  by  every 
nutritionist  because  he  used  citrus  juice  on  one 
ship  and  omitted  it  from 'the  rations  of  the  others. 
The  losses  were  measured  in  terms  of  human  lives. 
Looking  back  this  test  may  seem  cruel,  but  when 
we  realize  that  ships  without  citrus  in  the  ration 
were  following  the  conventional  pattern,  we 
realize  such  studies  were  well  planned.  Modern 
studies  such  as  those  concerned  with  the  enrich- 
ment of  flour  in  Newfoundland  or  the  addition  of 
vitamins  to  the  rice  of  Bataan  might  be  more 
convincing  when  they  appear  in  American  adver- 
tising if  such  studies  contained  control  groups 
without  the  vitamin  supplements. 

Four  centuries  ago  the  value  of  extracts  of  ever- 
green trees  in  the  prevention  and  cure  of  scurvy 
was  also  recognized.  Pariseau  has  presented  a 
scholarly  discussion  of  how  Cartier  in  the  six- 
teenth century  learned  from  the  Indians  the 
method  for  curing  scurvy  with  extracts  of  the 
needles  of  evergreens.3  Modern  man  undoubt- 
edly can  learn  much  about  unique  methods  of 
food  processing  and  even  about  nutrition  from 
contacts  with  primitive  peoples.  During  the 
past  war,  in  feeding  prisoners  in  Java,  use  was 
made  by  Van  Veen  and  Schaefer  of  a very  ancient 
technic  employed  by  natives  for  converting  soy 
meal  into  an  edible  food  through  the  action  of  the 
“Tempeh”  fungus.4  Just  as  the  anthropologists 
are  said  to  find  useful  information  among  primitive 
peoples  for  application  to  our  social  problems,  so 
the  nutritionist  may  find  even  greater  assets  in 
studies  in  his  specialty. 

In  any  consideration  of  naval  nutrition  and 
lessons  to  be  learned  from  it,  one  can  start  the 
modern  era  with  the  Treatise  on  Scurvy  by  James 
Lind,  1754.6  Many  have  noted  this  text;  few 
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have  read  it  or  realize  what  a mine  of  nutrition 
information  it  represents. 

In  the  first  place  the  clinical  symptoms  de- 
scribed for  scurvy  by  Lind  make  us  realize  that 
our  age  has  advanced.  Among  his  patients  Lind 
noted  the  usual  bleeding  gums  and  foul  breath. 
In  some  cases  he  noted  that  bones  had  separated 
at  the  epiphyses  and  made  a noise  from  rubbing 
of  the  parts.  In  these  cases  the  sternum  was  also 
separated  from  the  ribs.  He  also  observed 
hemorrhages  from  the  scars  of  old  wounds  and  the 
dissolving  of  the  callus  from  old  fractures.  In  his 
discussion  of  patients  Lind  did  not  confine  his 
attention  to  seamen  since  he  wrote,  “I  have 
always  observed  men  of  the  rigorous  orders  in  the 
Church  of  Rome  greatly  scorbutic.  They  are 
remarkable  for  rotten  gums,  part  of  which  is  com- 
monly eat  away,  want  of  teeth,  and  a most  offen- 
sive breath.” 

Among  the  foods  believed  to  cure  scurvy  Lind 
lists  the  following:  celery,  cabbage,  colewart, 

leeks,  onions,  ripe  fruits,  beer,  fresh  meat,  oranges, 
lemons,  citrus  fruit,  citrus  peel,  gooseberries, 
spruce  beer,  fir  tips,  horseradish,  cider,  pickled 
cabbage,  cress,  sprouted  seeds,  goat  milk,  apples, 
and  cloud  berries.  Today  we  might  consider 
this  a very  respectable  list.  A few  special  addi- 
tions might  be  made  such  as  tomatoes  and  rose 
hips. 

Lind  gives  specific  directions  for  the  bottling  of 
fruit  juices  covered  by  a layer  of  oil  and  sterilized 
by  holding  in  hot  water. 

Lind  notes  that  a perpetual  fellowship  was 
established  at  Leipsic  to  be  devoted  to  the 
study  of  the  chemistry  of  antiscorbutics.  The 
first  incumbent  was  Dr.  Michael,  whose  record 
cannot  have  been  very  impressive. 

Many  dried  herbs  were  prepared  during  this 
period,  but  all  failed  as  antiscorbutics.  During 
Lind’s  time  one  proposal  to  the  Lords  of  the 
Admiralty  was  a “magazine  of  dried  spinage  pre- 
pared in  the  manner  of  hay.”  This  was  to  be 
moistened  and  boiled.  One  physician  objected 
on  the  grounds  “that  no  moisture  whatever  could 
restore  the  natural  juices  of  the  plant  lost  by 
evaporation  and,  as  he  imagined,  altered  by  fer- 
mentation which  they  underwent  in  drying.” 
The  problem  of  producing  dried  vegetables  that 
do  not  taste  like  hay  and  that  retain  their  labile 
vitamins  such  as  A and  C is  still  with  us. 

Among  the  best  of  the  antiscorbutics  was  listed 
the  tips  of  green  wheat  in  June  mixed  with  the 
juice  of  oranges. 

Among  the  men  who  contracted  the  disease  the 
most  readily,  Lind  listed  the  skulkers  who  take 
little  exercise,  men  who  have  had  the  disease  be- 
fore, and  “imprest”  men  who  had  probably  been 
forced  into  the  Navy  against  their  will. 

The  naval  ration  in  Lind’s  time  was  a very 


simple  one  but  remained  in  use  almost  a century. 
It  consisted  of  a pound  of  sea  biscuit  per  day 
supplemented  with  flour,  pickled  suet,  raisins, 
currents,  oatmeal,  molasses,  salt  pork,  salt  fish, 
salt  beef  with  a modest  amount  of  butter,  and 
cheese.  For  beverages  some  brandy,  wine,  and 
rum  w'ere  allowed.  Lind  favored  the  carrying  of 
yeast  by  ships  for  making  spruce  beer. 

An  old  bill  of  fare  from  the  U.S.S.  Norfolk, 
1894,  would  be  rather  familiar  to  Lind.  For 
three  days  this  reads  as  follows: 


Breakfast 

Dinner 

Stepper 

Tuesday 

Cracker  hash 

Salt  horse 

Scouse 

Coffee 

Corn  pone 

Molasses 

Hardtack 

Hardtack 

Hardtack 

Tea 

Thurs- 

Prunes 

Plumduff 

Cracker  hash 

day 

Hardtack 

Salt  horse 

Tea 

Molasses 

Hardtack 

Hardtack 

Coffee 

Molasses 

Coffee 

Molasses 

Sunday 

Dried  apples 

Plumduff 

Cracker  mutton 

Hardtack 

Hardtack 

Hash 

Coffee 

Salt  horse 

Tea 

Molasses 

Molasses 

Molasses 

Coffee 

Hardtack 

The  notes  that  accompanied  this  menu  would 
please  the  modernist — “the  molasses  was  of  the 
old  fashioned  black  strap  kind,  thick  and  heavy. 
The  hardtack  was  really  hard.  The  coffee  was 
weak  enough  to  prevent  us  getting  nervous.  The 
salt  horse  and  pork  came  in  large  barrels  and 
when  opened  to  leaward  the  smell  was  hot.  It 
generally  was  put  in  small  cargo  nets  and  towed 
overboard  to  get  the  rock  salt  out  of  it,  also  the 
smell.  Sharks  never  bothered  it.” 

No  story  among  hundreds  illustrates  the  nature 
of  the  olden  hardtack  an* I salt  beef  better  than 
one  by  Hall  concerning  Doctor  Dogbody’s  Leg.6 
The  old  doctor  in  this  case  had  lost  his  leg  and 
was  stranded  at  the  Cape  of  Good  Hope  in  a 
British  supply  depot  about  the  year  1780.  On  the 
cover  of  one  cask  of  beef  were  the  words,  “ELIZ 
REG,”  indicating  that  this  beef  had  been  salted 
about  two  centuries  earlier  in  the  days  of  Shake- 
speare. The  ship’s  carpenter  constructed  a beau- 
tiful peg  leg  from  this  beef  for  the  old  doctor.  It 
had  a mahogany  brown  color.  For  a tip,  a piece 
of  sea  biscuit  was  drilled  with  a suitable  hole. 

The  leg,  however,  served  a short  life,  because 
on  the  trip  back  to  England  the  ship  was  stove  in 
by  striking  a whale.  The  only  remaining  cask  of 
beef  proved  to  be  filled  with  putrid  bones.  Some 
five  percenter  of  those  days  had  stolen  the  meat. 
The  peg  leg  was  cut  into  pieces.  It  made  such 
nutritious  soup  that  it  fed  both  the  stranded 
sailors  and  the  crew  of  a starving  Spanish  vessel 
they  captured  during  the  return.  Such  were  the 
beef  and  biscuit  of  an  earlier  age. 

The  excellent  modern  naval  ration  really  begins 
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with  the  turn  of  the  current  century.  Although 
there  were  man}'  outbreaks  of  scurvy  during  the 
nineteenth  century,  especially  during  the  war  of 
the  rebellion,  the  disease  gradually  disappeared 
as  the  century  passed.  Sad  to  relate,  the  rela- 
tively modern  works  on  hygiene  used  to  educate 
such  outstanding  scholars  as  the  late  Admiral 
E.  R.  Stitt  were  much  poorer  in  discussing  the 
subject  of  scurvy  than  were  the  editions  of  Lind 
published  one  hundred  and  fifty  years  earlier.7 

As  late  as  1848,  the  surgeon  of  the  U.S.S. 
Raritan,  in  discussing  an  outbreak  of  scurvy  in 
which  he  rubbed  the  darkened  legs  of  the  patients 
with  potato  pulp  and  orange  juice,  said  the  whole 
treatment  of  sea  scurvy  could  be  summed  up  in  a 
few  words,  “supply  the  system  freely  with  pro- 
tein.” A century  of  experience  with  vegetable 
acids  still  left  the  physician  in  doubt.8 

The  struggle  of  the  past  century  to  provide  a 
complete  diet  of  foods  that  can  be  kept  for  long 
periods  in  storage  is  reflected  in  the  naval  ration 
laws,  in  books  dealing  with  naval  hygiene,  and 
in  a few  special  articles  written  by  supply  officers. 

Although  the  supply  corps  of  the  LT.S.  Navy 
was  not  created  until  1865,  a ration  law  was 
passed  in  1794.  This  established  the  daily  allow- 
ance for  each  man  in  terms  of  salted  meats,  sea 
biscuit,  rice,  peas,  beans,  cheese,  potatoes,  turnips, 
butter,  molasses,  oil,  spirits,  and  beer.  Dried 
vegetables,  pickles,  cocoa,  tea,  and  sugar  were 
added  in  the  laws  of  1862.  This  law  also  pro- 
vided for  canned  fruit  and  vegetables  and  con- 
densed milk.9'10  Even  at  this  early  date  coffee 
extracts  could  be  used  if  they  were  acceptable  to 
the  men. 

Queer  substances  appeared  in  the  naval  ration 
from  time  to  time.  Thus  in  1880  a rule  was 
created  that  2 ounces  of  dried  potatoes  were  equal 
to  6 ounces  of  dried  tomatoes.  The  potatoes  must 
have  been  pretty  bad,  because  the  Secretary  of 
the  Navy  was  allowed  to  substitute  the  dried 
tomatoes. 

Before  the  days  of  refrigeration  the  problems  of 
keeping  fruits  and  vegetables  were  difficult.11 
Fresh  potatoes  were  kept  for  long  periods,  either 
in  casks  lined  with  straw  or  in  tubs  covered  with 
black  molasses.12  Cranberries  were  kept  in 
casks  under  salt  water.1 

The  first  ice-making  machine  was  aboard  the 
hospital  ship,  the  Red  Rover,  in  1861.  When 
Joseph  Wilson  wrote  his  text  in  1870,  he  included  a 
section  devoted  to  wishful  thinking  about  the 
availability  of  frozen  meat.1  He  noted  that  con- 
stant cold  was  an  excellent  way  of  preserving 
meat,  and  dogs  could  feed  on  elephant  carcasses 
which  had  been  frozen  for  many  years. 
Modern  frozen  storage  aboard  ships  would  please 
Dr.  Wilson. 

The  use  of  meats  canned  in  their  own  broth  by 


the  methods  of  Appert  were  considered  for  naval 
use  as  early  as  1815.  Blane  said  that  meats 
could  be  so  prepared  by  sealing  them  into  jars  and 
then  immersing  these  jars  in  boiling  water  for  an 
hour.13 

Dried  meats  have  never  found  much  use  in  the 
naval  ration.  From  earliest  times  dried  meats 
were  known  because  they  formed  the  basis  of 
emergency  rations  of  American  Indians  and  early 
soldiers.  Pemmican,  which  is  a mixture  of  dried 
meat,  fat,  and  dried  fruit,  was  also  a creation  of 
our  Indians.  Small  amounts  of  this  were  placed 
on  life  rafts  as  emergency  rations  during  the  past 
war,  but  little  evidence  of  its  use  was  ever  found. 
In  1873  Gihon  mentions  that  studies  were  in  prog- 
ress to  create  satisfactory  dried  meat.14  This 
project  is  still  underway  with  limited  success. 

From  earliest  times  biscuits  and  flour  played  a 
vital  role  in  naval  rations.  The  eternal  problem 
in  relation  to  cereal  products  has  been  the  wheat 
weevil.  As  pointed  out  in  the  introduction, 
weevils  tend  to  survive  better  than  men  because 
they  are  less  vulnerable  to  nutritional  deficiencies 
in  the  form  of  oxidizable  vitamins. 

Until  modern  times  flour  was  used  aboard  ship 
chiefly  for  the  making  of  puddings.  These  con- 
sisted of  boiled  mixtures  of  flour,  molasses,  dried 
fruits,  and  fats  from  the  salted  meats.  In  con- 
trast to  baked  products  they  could  be  prepared 
by  boiling  in  simple  pots  with  a modest  use  of  fuel. 
These  factors  that  influenced  the  rations  of  early 
sailors  operate  today  among  many  populations, 
such  as  those  of  Okinawa  where  fuel  and  equip- 
ment are  limited.  Such  cultures  make  extensive 
use  of  boiling  but  little  of  baking. 

Even'  baker  who  struggled  with  the  problem  of 
weevils  in  flour  during  the  past  war  will  be  inter- 
ested that  the  common  method  of  controlling 
them,  described  by  Lind  two  centuries  ago,  was 
by  the  use  of  sulfur  dioxide.  No  treatment 
proved  very  effective,  however,  and  the  literature 
is  full  of  references  such  as  that  written  by  an 
eleven-year-old  sailor  to  his  mother  just  before 
the  battle  of  Trafalgar,  “We  live  on  beef  which 
has  been  ten  or  twelve  years  in  a case  and  on  bis- 
cuit which  makes  your  throat  cold  in  eating  it, 
owing  to  the  maggots  which  are  very  cold  when 
you  eat  them.”15  Another  sailor  noted  that  bis- 
cuits were  always  tapped  before  they  were  eaten. 
If  numerous  weevils  emerged,  the  biscuits  were 
bitter  to  the  taste.  If  instead  large  maggots  with 
black  heads  appeared,  the  biscuits  were  only  in 
the  first  stage  of  decay. 16 

The  problem  of  providing  fresh  bread  for  the 
Navy  involved  not  only  fuel  and  ovens  but  also 
supplies  of  live  yeast  and  changing  the  food  habits 
of  the  sailors.  Lind  advocated  the  carrying  of  a 
supply  of  fresh  yeast  aboard  ship  chiefly  for  beer 
making,  although  he  mentions  bread.  In  1808 
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Cutbush  describes  the  preparation  of  yeast  by 
i drying  it  in  thin  layers  on  wooden  paddles  and 
then  sealing  into  a tight  container.17  Even  dur- 
! ing  the  past  war  adequate  supplies  of  dried  yeast 
i were  often  unavailable,  and  fresh  yeast  autolyzed 
in  the  warm  climate  of  the  tropics. 

The  same  Cutbush  who  describes  the  use  of 
dried  yeast  made  the  wise  observation  in  his  text 
that  “ships  that  indulge  seamen  in  more  hard 
liquor  while  in  port  get  more  scurvy.”  This  may 
interest  modern  students  of  the  interrelationship 
between  vitamin  deficiencies  and  the  use  of  sugar 
or  hard  liquor. 

The  French  who  have  long  leaned  heavily  upon 
i bread  for  their  rations  were  baking  bread  aboard 
ship  a century  and  a half  ago.17  The  French  were 
the  pioneers  in  developing  much  of  the  baking- 
machinery  now  used  in  this  country.  In  the 
light  of  modern  appreciation  of  nutrients  associ- 
ated with  bran  is  the  practice  in  early  bread  mak- 
ing of  soaking  bran  with  water  and  then  using 
this  extract  in  the  making  of  bread.17  Today  we 
; might  profit  by  studying  this  procedure  and 
evaluating  it  in  terms  of  vitamins  and  trace  ele- 
ments. Cutbush  describes  the  making  of  sour 
rye  breads  for  use  aboard  ship  but  does  not  men- 
tion the  carrying  of  yeast  in  the  form  left  over  in 
dough  or  the  kneading  of  these  rye  breads  with 
the  feet.  This  latter  method  was  in  use  until 
modern  times.  Cutbush  quotes  the  old  saying  of 
Hippocrates  that  “pure  white  bread  nourishes 
more  but  opens  less,  than  coarse  or  brown  bread.” 
The  baking  of  bread  aboard  United  States  ships 
was  under  consideration  in  1870,  but  Wilson 
wrote  they  “would  have  to  replace  hard  bread 
gradually  or  the  sailors  would  feel  cheated.”1 
The  medical  report  for  the  Tennessee  operating  in 
the  Asiatic  area  in  1879  complains  of  the  monotony 
of  the  food  but  notes  they  were  able  to  serve  fresh 
bread  twice  weekly.  They  also  had  such  luxuries 
I as  canned  tomatoes,  pickles,  canned  corn  beef, 
and  desiccated  onions. 

A report  from  the  European  area  made  at  the 
: same  time  indicated  that  they  were  not  very 
j happy  over  their  supply  of  dried  potatoes  made 
i by  the  “National  Preserving  Company  of  Balti- 
more” and  evaporated  onions  furnished  by  the 
“Alden  Pneumatic  Preserving  Company  of  New 
York.”18 

In  this  case  the  medical  officer  makes  one  of  the 
earliest  attempts  to  estimate  the  nutritive  value 
of  the  ration.  He  found  it  contained:  .“albumi- 
nates 170  Gm.,  carbohydrates  532,  fats  180,  and 
salts  42.”  His  “histogenetic  and  calorifacient 
Ualues”  were  taken  from  the  tables  of  Moleschott 
md  de  Chaumont.  At  about  this  time  (1879) 
lerome  Kidder  made  similar  calculations  in  his 
study  to  improve  the  naval  ration.19’20  He  sug- 
; jested  that  men  should  have  some  cheese  instead 


of  bread  alone  for  breakfast.  He  also  deplored 
the  excessive  drinking  of  coffee  and  the  great 
wastage  of  fats  that  came  with  the  meats.  Both 
of  these  latter  are  among  the  problems  of  current 
interest. 

The  modern  era  of  excellent  food  in  the  Navy 
started  about  a half  century  ago.  Gihon  antici- 
pated our  own  times  when  he  wrote,  “It  seems  to 
escape  officers  of  the  Navy  that  the  cooking  of 
the  sailors’  food  has  anything  to  do  with  its  nutri- 
tive value  or  palatability.”14 

By  1906  sea  biscuits  were  replaced  by  fresh 
bread.  Ships  such  as  the  old  Missouri  had  not 
only  an  electric  dough  mixer  but  an  ice  cream 
freezer.21  Cooks  even  had  potato  mashers,  and 
the  first  dish  washers  were  coming  aboard  ship. 
Before  this  time  men  had  eaten  in  small  groups 
scattered  throughout  the  ship.  Cockroaches  had 
thrived  because  sanitation  was  difficult  to  main- 
tain in  numerous  food  lockers.  Messing  was  now 
centralized  as  it  is  today  on  all  ships. 

The  modern  era  which  started  fifty  years  ago 
has  seen  improvement  in  food  aboard  ship  until 
the  typical  sailor  fares  better  than  he  would  in  his 
own  home.  As  early  as  1911  some  of  the  British 
were  very  critical  of  the  modernization  of  rations 
in  our  Navy.22  In  1926  Phelps  called  attention 
to  some  of  the  modern  problems  of  providing  a 
milk  supply  for  long  voyages  and  providing  diets 
to  avoid  such  common  complaints  as  constipa- 
tion.23 

The  modern  large  ship  is  a traveling  warehouse 
with  vast  stores  of  food  providing  substantial 
amounts  of  fresh  meats,  fruits,  and  vegetables.24 
After  the  first  two  weeks  at  sea,  however,  the  fresh 
milk  supply  disappears  as  well  as  such  items  as 
lettuce.  The  diet  tends  to  become  more  monot- 
onous the  longer  the  voyage. 

Although  large  passenger  ships  now  move 
rapidly  from  port  to  port  in  contrast  to  the  long 
voyages  of  earlier  centuries,  some  of  the  old  prob- 
lems in  regard  to  food  are  still  with  us.  The  time 
that  food  is  in  the  “pipeline”  moving  from  a pro- 
ducer to  the  consumer  in  the  Army  or  Navy  is 
usually  estimated  at  six  months.  Such  foods 
may  be  exposed  to  long  periods  of  warm  storage. 

Modern  naval  building,  planning,  and  opera- 
tion affords  special  problems  in  the  case  of  the  sub- 
marines. The  current  trend  is  to  extend  the  time 
of  missions  well  beyond  the  two  months  of  World 
War  II.  Very  limited  storage  space  makes  the 
use  of  dehydrated  products  such  as  potatoes  very 
important. 

Hence  we  have  returned  in  our  cycle  to  longer 
voyages  and  more  dependence  upon  concentrated 
and  dried  foods.  Furthermore,  the  recreational 
value  of  food  aboard  the  submarine  must  be 
recognized.  Life  above  the  water  in  the  old  sail- 
ing vessels  at  its  worst  must  have  been  much 
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less  monotonous  than  life  below  the  sea  during 
long  time  periods  on  a submarine. 

Not  the  least  of  modern  problems  is  that  con- 
cerned with  insects.  As  those  who  served  in  the 
Pacific  well  realize,  millions  of  descendants  of 
weevils  eaten  centuries  ago  aboard  the  old  sailing 
vessels  were  consumed  by  our  sailors  and  soldiers. 
It  is  true  that  we  can  destroy  these  weevils  if  we 
have  supplies  of  methyl  bromide  and  gas-tight 
chambers.  However,  these  facilities  tend  to  get 
misplaced  in  wartime.  Mills  ship  infested  flour, 
and  the  confused  beetle  continues  to  travel  with 
the  sailors  to  the  end  of  the  globe. 

Our  age  has  numerous  problems  in  food  tech- 
nology in  order  to  prepare  dried  eggs,  potatoes, 
meats,  milk,  and  vegetables  that  retain  taste  and 
nutritive  value.  The  modern  nutritionists  and 
medical  officers  no  longer  have  the  problem  of  men 
dying  with  scurvy.  They  must  deal  with  far 
more  subtle  problems  that  concern  morale, 
obesity,  overeating,  lack  of  exercise,  and  eonstipa- 
tion. 

Naval  experience  of  the  past  has  contributed  to 
the  science  of  human  nutrition  and  will  undoubt- 
edly continue  to  do  so  in  the  future  but  in  a very 
different  manner. 
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DIGITALIS  IN  ACUTE  MYOCARDIAL  INFARCTION 


This  investigation  was  launched  to  shed  some 
light  on  the  problem  of  whether  or  not  digitalis  in 
therapeutic  amounts  increases  the  incidence  of  ec- 
topic rhythms  in  the  presenceof  myocardial  infarction. 
After  studying  a series  of  100  patients,  50  of  whom 
were  given  digitalis  in  therapeutic  amounts  from  the 
first  day  throughout  the  entire  hospital  stay,  the 
author  reports  finding  no  greater  incidence  of  ectopic, 
rhythms  or  sudden  deaths  than  occurred  in  the  50 


controls  who,  except  for  the  digitalis,  were  given 
identical  treatment.  He  concludes  that  unless  fur- 
ther evidence  against  it  can  be  adduced,  fear  of  catas- 
trophic rhythms  should  not  deter  use  of  digitalis  in 
average  dosage  for  the  early  signs  of  congestive 
heart  failure  in  myocardial  infarction. 

■ — John  Marlin  Askey,  M.D.,  Journal  of  the  Ameri- 
can Medical  Association,  July  14,  1951 


RECOLLECTIONS  OF  DR.  WILLIAM  HENRY  WELCH  A GREAT 
TEACHER 


Edward  H.  Hume,  M.D.,  New  York  City 

( Lecturer , Medical  History,  Johns  Hopkins  University) 

IN  HIS  chapter  about  Dr.  Welch,  in  the  book, 
Consecratio  Medici,  Harvey  Cushing  has  made 
some  notable  observations  about  the  family  and 
their  home  in  Connecticut.  He  writes  of  them  as 
“The  Doctors  Welch  of  Norfolk”  and  begins  the 
chapter  with  a bit  of  verse. 

Over  the  river,  on  the  hill, 

Lieth  a village,  white  and  still. 

All  around  it  the  forest  trees 
Shiver  and  whisper  in  the  breeze. 

Over  it  sailing  shadows  go, 

Of  soaring  hawk  and  screaming  crow ; 

And  mountain  grasses,  low  and  sweet, 

Grow  in  the  middle  of  every  street. 

The  story  of  our  Dr.  Welch’s  boyhood  in  Nor- 
folk is  vividly  told,  and  the  chapter  ends  with  the 
Latin  line  cut  on  the  rim  of  the  fountain  erected 
in  memory  of  William  Wickham  Welch,  “the 
doctor  who  passed  his  life  wholly  in  Norfolk.” 
The  line  is  no  less  appropriate  to  William  Henry 
Welch,  the  son  of  the  old  practitioner:  Fons  sum 
solati  talis  et  ipse  fuit. 

Of  all  the  four  great  doctors  at  Johns  Hopkins, 
William  Halsted,  William  Welch,  William  Osier, 
and  Howard  Kelly,  none  seemed  to  draw  out 
from  his  colleagues  such  outbursts  of  verse  as  Dr. 
Welch.  Listen  to  the  words  written  by  Dr.  W.  S. 
Thayer  just  before  Welch’s  eighty-first  birthday:1 
The  span  of  life  is  short.  The  teeming  sap 
Leaps  upward  swiftly  in  its  eager  flow 
To  greedy  buds  whose  fragrant  offspring  strew 
Their  petals  all  too  soon  upon  earth’s  lap. 

And  when  the  ripening  fruit  turns  toward  the 
sun 

Its  glowing  cheek,  the  winds  of  autumn  rise, 

And  down  it  falls.  E’en  so  we  touch  the  prize 
Long  sought,  of  man’s  endeavour,  all  but  won — 
Learning  is  ours  and  power,  learning’s  mate — 
Lo,  youth  has  vanished  and  it  is  too  late! 

But  there  behold  a miracle  in  sooth : 

The  perfect  fruit,  immune  from  wind  and  time, 
Holds  all  the  vigour  of  its  vernal  prime 
With  autumn’s  harvest. — Learning,  Wisdom, 
Youth. 

The  cornerstone  of  a new  hospital  was  to  be 
laid  in  Changsha  in  the  autumn  of  1915.  The 
building  was  a gift  to  the  medical  work  of  Yale- 
in-China  by  my  college  classmate,  Edward 
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Stephen  Harkness.  Mr.  Harkness  was  a personal 
friend  of  Dr.  Welch,  and  it  was  with  great  con- 
fidence that  I wrote  “Popsy”  that  summer,  urging 
him  to  visit  Changsha  in  October.  I told  him  we 
would  arrange  a festive  occasion  if  only  he  would 
come  and  lay  the  cornerstone.  Imagine  my  de- 
light in  his  answer,  “Dear  Hume,  I’ve  never  laid  a 
cornerstone  in  my  life,  but  I’m  perfectly  willing 
to  try.” 

The  Rockefeller  Foundation  had  already  sent 
an  earlier  Commission  to  China  to  study  the 
opportunities  there  for  medical  education.  This 
first  Commission  went  out  in  1914  and  included 
President  Harry  Pratt  Judson  of  the  University 
of  Chicago,  Dr.  Francis  Weld  Peabody  of  Har- 
vard, and  Mr.  Roger  Sherman  Greene  of  the 
American  Consular  Service  in  China,  who  re- 
signed his  post  to  become  a member  of  the  Rocke- 
feller Commission.  In  1915  the  second  Commis- 
sion was  sent  out  by  the  Rockefeller  Foundation 
with  Dr.  Wallace  Buttrick  as  its  chairman  and 
with  three  other  members:  Dr.  William  H.  Welch 
of  Johns  Hopkins,  Dr.  Simon  Flexner  of  the 
Rockefeller  Institute,  and  Dr.  Frederick  Lamont 
Gates.  Mr.  Roger  S.  Greene  joined  the  Com- 
mission on  its  visits  to  the  several  medical  centers 
in  China. 

This  Scientific  Commission  reached  Changsha 
on  October  17,  1915,  and  spent  two  busy  days  in 
that  provincial  capital.  Much  of  their  time  was 
spent  in  our  hospital  on  the  “Street  of  the  Grass 
Tide,”  where  they  inspected  wards  and  operating 
rooms,  laboratories,  library,  and  dispensaries. 
It  was  easy  to  see  that  for  Dr.  Welch  the  labora- 
tory was  the  chief  center  of  interest.  No  one 
who  was  with  him  that  afternoon  can  ever  forget 
his  eagerness  as  he  examined  a greatly  enlarged 
spleen  which  had  been  removed  that  very  morn- 
ing by  one  of  our  surgeons.  We  asked  him  to 
give  us  his  opinion  about  the  specimen,  and  it  was 
easy  to  see  him  thinking,  as  he  cut  through  the 
organ  with  a long  knife.  Before  he  left  the 
laboratory  he  said,  “I  must  think  it  over.  Be- 
fore I leave  Changsha  I shall  tell  you  what  my 
diagnosis  is.” 

On  the  morning  of  October  18,  we  crossed  the 
river  and  climbed  Yolu  Shan,  generally  known  as 
the  Mountain  of  the  Three  Religions.  We 
visited  the  spreading  Confucian  temple,  at  the 
base  of  the  mountain,  which  was  so  frequently 
visited  in  the  old  days  by  scholars  who  were  about 
to  take  the  classical  provincial  examinations. 
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We  stopped  at  the  Buddhist  monastery  half  way 
up  and  came  to  the  Taoist  temple  at  the  top, 
where  we  could  look  up  the  river  valley  for  thirty 
miles.  The  venerable  chief  priest  came  out  and 
greeted  Dr.  Welch  and  his  colleiigues  with  pro- 
found bows. 

“How  old  are  you,  reverend  sir?”  the  priest 
asked  Dr.  Welch.  Without  a moment’s  hesita- 
tion, the  doctor,  who  was  white-haired  but  not  at 
all  old  looking,  flashed  back,  “I’m  a hundred  and 
fifty-six  years  old!”  The  other  American  guests, 
happily,  gave  no  sign  of  their  surprise,  but  the 
Taoist  priest,  not  accustomed  to  such  visitors, 
bowed  again  and  again,  and  asked  me  to  convey 
to  Dr.  Welch  his  profound  gratitude  that  his 
temple  had  thus  been  honored.  He  said, 
“Reverend  Sir,  I should  like  to  hang  in  the  cor- 
ridors of  your  house  a lacquered  tribute  panel 
saying:  “Visitor  from  across  the  sea,  I honour 
you  as  a medical  forefather!” 

That  afternoon,  October  18,  we  had  a memo- 
rable celebration.  The  chief  engineer  had  erected 
a dais,  in  front  of  which  the  splendid  granite  block 
hung  suspended,  ready  for  the  trowel  and  mortar. 
The  name  of  the  hospital  and  the  date  were 
carved  deep  into  the  stone  in  Chinese  and  English 
characters. 

Dr.  Welch  made  the  chief  address  of  the  day. 
He  referred  to  the  fact  that  in  1854  the  first 
Chinese  student  to  go  abroad,  Yung  Wing,  had 
received  his  bachelor’s  degree  at  Yale;  that  he, 
himself,  had  received  his  own  degree  there  in 
1870.  An  occasion  like  this,  he  said,  marked  one 
of  those  great  moments  when  science  and  human- 
ity, permeated  by  the  spirit  of  religion,  reached 
out  and  joined  hands  across  the  sea.  There 
could  be  no  interfering  boundaries  of  race  or 
creed  in  such  an  institution.  He  told  the  audi- 
ence that  the  donor  of  the  hospital  had  insisted 
that  the  building  be  a center  of  medical  educa- 
tion, not  merely  a center  of  medical  treatment, 
and  that  he  would  expect  to  see  the  hospital  be- 
come anchored  in  the  affection  of  the  community, 
so  that  local  people  should  always  say,  “This  is 
our  hospital.” 

That  night  we  took  the  visiting  party  to  the 
steamer  for  Hankow.  While  we  were  still  stand- 
ing on  the  dock,  waving  to  the  guests  on  the  deck, 
Dr.  Welch  leaned  over  the  rail  and  called  out, 
“Oh,  Hume,  I have  been  thinking  about  that 
spleen.  I am  sure  it  was  a case  of  chronic  passive 
congestion!”  Truly  the  farewell  words  of  a 
pathologist! 

The  cornerstone  of  modern  medical  education 
and  practice  had  now  been  well  and  truly  laid  in 
Central  China  by  my  great  teacher. 

That  was  by  no  means  the  first  letter  I had  re- 
ceived from  Dr.  Welch.  As  all  his  correspon- 
dents knew,  his  letters  were  invariably  hand- 


written. I don’t  believe  he  had  ever  dictated 
letters  or  reports  to  a stenographer.  Those  of  us 
who  used  to  visit  him  when  he  lived  at  807  St. 
Paul  Street,  in  Baltimore,  were  wholly  familiar 
with  the  chairs  standing  about  his  room,  stacked 
high  with  unopened  mail.  The  very  rarity  of 
letters  from  Dr.  Welch  made  them,  when  they 
came,  something  never  to  be  forgotten.  We 
whispered  to  each  other,  “I  have  had  a letter 
from  the  sage.” 

It  was  in  July,  1897,  that  I had  my  first  direct 
letter  from  him.  I had  received  my  B.A.  at  Yale 
that  June  and  had  gone  to  Block  Island  for  the 
summer  to  coach  two  Waterbury  boys,  who  hoped 
to  enter  Yale  that  autumn.  One  forenoon  the 
little  island  steamer  that  came  over  from  New 
London  brought  me  a square  envelope  with  a 
letter  inside  that  instantly  made  one  of  my  life’s 
great  decisions  for  me.  My  father  was  an  Ameri- 
can missionary  teacher  in  Bombay,  and  I had 
heard  from  him  throughout  my  boyhood  about  his 
distinguished  classmate,  William  Henry  Welch. 
Father  used  to  say  that  he  hoped  I would  get  Dr. 
Welch’s  counsel  if  I ever  decided  to  study  medi- 
cine. Imagine  my  delight,  that  morning  in 
Block  Island,  to  read  these  words:  “Dear  Hume, 
Your  father  writes  me  from  Bombay  that  you  are 
going  to  study  medicine.  I am  delighted  to 
know  of  your  decision.  Of  course  you  are  coming 
to  Johns  Hopkins.  Let  me  know  if  there  is  any 
way  in  which  I may  help  you.  Sincerely  yours, 
William  H.  Welch.” 

That  letter  has  always  seemed  to  me  to  have 
been,  not  an  invitation,  but  a mandate.  Who 
could  have  thought  otherwise  if  he  had  known  in 
the  slightest  degree  anything  of  the  importance  of 
Dr.  Welch’s  leadership  in  the  field  of  medical 
education? 

By  the  middle  of  September  I was  anchored  in 
Baltimore  with  eight  or  ten  other  Yale  graduates 
who  had  found  their  way  to  Johns  Hopkins.  I 
roomed  at  1757  Jefferson  Street  with  Bill  Baldwin 
of  Haiku,  Maui,  my  continuing  friend  from  the 
Hawaiian  Islands.  I registered  in  the  dean’s 
office,  according  to  written  instructions,  and  went 
on  with  my  work.  Within  the  first  few  days  Dr. 
Welch  sent  for  me. 

“Hume,”  he  said  gently,  “you  have  come  in 
with  a good  college  record  at  Yale  in  everything 
but  laboratory  physics.  I have  had  to  give  you  a 
condition  in  that  subject.  You  will  have  to  take 
an  intensive  six  weeks  course  in  laboratory 
physics  to  make  good  your  deficiency.  Dr. 
Joseph  Ames,  head  of  our  Physics  Department, 
has  consented  to  steer  you  personally,  together 
with  the  other  deficient  freshmen.” 

I shall  never  forget  those  six  half  Saturdays 
learning  how  to  measure  and  calculate  in  terms  of 
modern  physics.  At  the  end  of  the  period  I was 
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examined  critically  and  then  informed  that  my 
condition  had  been  removed. 

Another  note  came  to  me  during  those  early 
weeks  in  Baltimore.  Dr.  Welch  invited  me  to 
I have  dinner  with  him  one  evening  at  the  Mary- 
land Club.  “Come  at  six  o’clock,”  he  said,  “so 
that  we  may  have  a good  visit.  I shall  have  to 
be  leaving  for  an  evening  engagement  at  eight.” 
Dr.  Welch  asked  about  my  father  and  about  the 
way  my  medical  courses  had  commenced.  I re- 
ported to  him  that  my  very  first  teacher  had  been 

■ Ross  Harrison,  who  gave  us  our  course  in  oste- 
ology, and  that  I had  been  greatly  stimulated  by 
the  personal  comments  of  Professor  Mall  in 
anatomy,  whenever  he  made  his  rare  visits  to  the 

, small  rooms  where  the  students  dissected. 

As  I started  to  leave  the  dining  room,  Dr. 

1 Welch  said,  “Hume,  I know  you  are  going  to  be 
hard-pressed  financially.  I have  cut  out  your 
| signature  from  two  or  three  of  your  letters  to  me 
' and  have  pasted  them  on  a bank  deposit  card  at 
. the  Mercantile  Trust  Company.  I have  de- 
posited three  hundred  dollars  there  in  your  name, 
and  they  will  honour  your  signature.  I hope 
you  will  never  have  to  draw  on  the  deposit,  but  it 
is  there  to  give  you  assurance.  Goodnight.” 

It  was  on  a bright,  June  day  in  Baltimore,  at 
the  fifth  graduation  of  the  Johns  Hopkins  Medi- 
cal School,  in  1901,  that  I received  my  medical 
diploma.  President  Daniel  Gilman  had  com- 
pleted twenty-five  years  at  the  head  of  the  insti- 
tution, making  a remarkable  record  as  the  head 
of  a new  type  of  graduate  university.  As  he 
handed  me  my  medical  diploma,  he  whispered, 
“Hume,  please  send  my  greetings  to  your  father 
i and  mother  in  Bombay.”  Then,  as  I came  down 
the  steps  of  the  platform,  I found  myself  face  to 
face  with  Dr.  Welch.  Dr.  William  Osier  was 
i;  standing  beside  him.  “If  you  are  going  to  prac- 
tice in  India,”  Dr.  Welch  said,  “we  are  agreed, 
Dr.  Osier  and  I,  that  you  ought  to  have  at  least  a 
year  of  graduate  medical  study  in  England.  The 
I Johnston  Scholarship,  at  the  University  of  Liver- 

■ pool,  has  been  put  into  our  hands.  If  you  will 
accept  the  nomination,  we  shall  be  glad  to  send 

i you.  Be  sure  to  let  me  know  definitely  by  tomor- 
i row  noon.” 

On  the  following  day  I notified  Dr.  Welch  that 
I was  ready  to  go.  He  wrote  ahead  to  Professor 
Boyce,  the  pathologist  in  Liverpool,  to  help  me 
in  my  work,  and  he  also  sent  a special  appeal  to 
Dr.  A.  S.  Grunbaum,  who  became  my  tutor,  to 
j see  to  it  that  I got  a solid  grounding  in  bacteri- 
I ology.  It  was  just  twenty-five  years  earlier,  as 
| he  worked  in  Breslau  with  Cohnheim,  that  he  had 
come  to  know  the  great  Robert  Koch  and  had 
learned  how  important  the  bacteriologic  ap- 
| proach  to  pathology  was  certain  to  be. 

When  I got  back  to  Baltimore  the  following 


year,  it  was  Dr.  Welch  who  helped  me  get 
located,  first  under  Dr.  Osier,  in  the  medical  dis- 
pensary, and  then  as  third  assistant  to  Dr. 
Halsted,  the  great  surgeon,  who  was  already 
eminent  in  breast  surgery  and  in  the  use  of 
Schleich’s  solution  for  skin  infiltration  anesthesia. 

Every  so  often  “Popsy”  would  be  the  leading 
person  to  discuss  a new  paper  at  the  hospital 
medical  society.  One  night,  a gifted  young  re- 
search man  from  Buffalo  read  a paper  on  the 
cocci  he  had  found  in  the  cells  of  a cancer  case. 
He  tried  to  convince  us  that  carcinoma  was  a bac- 
terially  carried  disease.  Dr.  Welch  never 
squelched  a speaker,  but  with  gentle,  frank  words 
he  told  us  what  he  thought  of  the  paper.  “We 
don’t  know  enough  yet  to  be  certain  that  our 
speaker  has  found  the  complete  answer  to  the 
cancer  problem.  But  he  has  shown  us  what 
thorough  laboratory  inquiry  will  do.  Every 
good  wish  for  him  as  he  forges  ahead!  This  is  the 
kind  of  investigator  who  will  eventually  help  us 
solve  the  cancer  problem.”  Dr.  Gaylord  went 
back  to  Buffalo  encouraged,  not  rebuffed. 

It  was  a great  honor  to  have  Dr.  Welch  at  our 
wedding  in  1903  and  to  see  him  renew  his  old 
friendship  with  my  father,  who  had  been  his 
college  classmate.  During  the  following  two 
years,  while  I worked  in  Bombay  as  an  acting 
assistant  surgeon  in  the  U.S.  Public  Health  Serv- 
ice, it  was  refreshing  to  have  word  now  and 
again,  telling  me  how  glad  “Popsy”  was  that  I 
was  busy  with  the  epidemiology  of  bubonic  plague, 
which  was  then  raging  throughout  the  whole  of 
India.  He  wrote  a specially  appreciative  note 
when  he  saw  the  paper  I had  sent  to  the  U.S. 
Public  Health  Reports  on  the  dosage  of  Haffkine’s 
plague  vaccine  for  children.  I had  been  fortu- 
nate enough  to  have  access  to  an  orphanage  and 
to  report  my  observations  after  inoculating  a 
thousand  children. 

It  was  a surprise  to  Dr.  Welch,  as  it  was  to  us, 
that  I was  called  in  1905  to  work  in  China.  Dr. 
Welch  always  showed  great  interest  during  my 
early  years  in  Changsha.  He  was  struck  by  the 
drawings  I sent  him  that  had  been  made  by  a 
Chinese  woman  patient  who  had  received  a clas- 
sical education.  The  little  pencil  sketch  was  an 
attempt  to  indicate  what  the  possible  sources  of 
her  illness  might  be.  Under  the  drawing,  she 
wrote,  “My  illness  has  four  roots;  one  in  the 
kidney,  one  in  the  groin,  one  in  the  lower  verte- 
brae, and  one  in  the  intestine.  Please  determine, 
sir,  which  of  these  four  roots  is  the  ultimate  cause 
of  my  trouble.  You  are  so  busy  during  rounds 
that  I don’t  have  time  to  explain  things  to  you.” 
The  report  that  pleased  Dr.  Welch  most  of  all  was 
that  of  the  first  postmortem  examination  in  Cen- 
tral China.  The  tall  man  at  the  gate  of  our  Pre- 
paratory School  was  known  to  everyone  as 
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Goliath.  Somehow,  this  simple-minded  man  had 
come  to  understand  the  need  of  postmortem 
examinations.  One  day  he  came  to  me  secretly 
with  a request,  “Doctor  Hume,  you  have  often 
said  that  we  should  do  well  to  examine  a body 
after  death,  to  find  what  disease  had  caused 
death.  If  you  will  examine  the  body  of  my  in- 
fant son,  I shall  be  grateful.  If  we  know  more 
about  his  illness,  perhaps  we  can  save  other 
children.” 

I was  amazed  at  his  courage  and  wondered  how 
he  could  arrange  it  without  causing  a commotion. 
He  took  his  wife  to  her  mother’s  home  for  a visit, 
then  returned  to  the  hospital  and  carried  the  son’s 
body  out  to  a shed  at  the  back. 

The  little  boy  had  a greatly  enlarged  liver,  and 
I found  in  it,  on  section,  30  abscesses,  each  the  size 
of  a chestnut,  and  each  containing  a partly  grown 
ascaris  lumbricoides. 

One  evening  in  September,  1921,  I had  the 
great  privilege  of  hearing  one  eminent  American 
doctor  present  another  American  physician  to  a 
learned  audience.  We  were  assembled  in  a 
national  capital  halfway  around  the  world. 
General  Leonard  Wood,  M.D.,  had  come  over 
from  the  Philippine  Islands  to  attend  the  opening 
ceremony  of  the  Peking  Union  Medical  College. 
General  Wood  said,  “I  am  here  tonight  primarily 
for  the  purpose  of  presenting  to  you  a man  whom 
you  all  know,  an  old  friend  of  mine,  a man  who 
has  done  a great  work  for  science  and,  through 
science,  for  humanity.  He  is  one  of  those  men 
whose  lives  have  been  fruitful  in  great  lessons, 
who  have  accomplished  something  for  mankind, 
something  that  will  endure  as  long  as  the  race 
endures.  I present  to  you  Dr.  William  Henry 
Welch,  of  Baltimore,  the  father — the  dean,  I 
should  say — of  modern  medicine,  a man  who  has 
the  respect  of  the  medical  profession  all  over  the 
world  and  the  love  of  all  who  know  him.” 

Dr.  Welch’s  address  that  night  was  on  “The 
Advancement  of  Medicine  and  Its  Contribution 
to  Human  Welfare.”  The  very  title  was  an 
illustration  of  Dr.  Welch’s  human  concerns  and 
human  sympathies.  Not  only  did  he  speak  with 
intimate  knowledge  about  the  life  and  work  of  the 
great  teachers,  Francis  Bacon,  William  Harvey, 
Galileo,  and  others,  but  he  picked  out  and  high- 
lighted the  difference  between  the  purely  descrip- 
tive or  observational  period  that  preceded  1600 
A.D.  and  the  experimental  period  that  followed. 
You  will  recall  that  it  was  our  friend,  Dr.  Alan 
Gregg,  who  emphasized  that  difference  in  one  of 
his  lectures  by  saying,  “Empiric  medicine  over- 
hears nature;  experimental  medicine  cross- 
examines  nature.” 

Starting  with  Hippocrates  and  his  objective 
study  of  the  symptoms  of  disease  as  seen  at  the 
bedside,  Dr.  Welch  went  on  to  speak  of  the  doc- 


trine of  contagion  and  of  the  modern  era  with  its 
emphasis  on  anatomy.  I shall  never  forget  his 
telling  of  a dinner  he  had  attended  on  his  first 
visit  to  Peking  in  1915,  when  a learned  Chinese 
scholar,  a native  of  Hunan  Province,  had  said, 
“While  I have  been  sitting  here  with  the  dis- 
tinguished guests  from  the  West,  I have  been 
thinking,  Why  is  it  that  Western  medicine  has  so 
far  outstripped  Chinese  medicine?’  They  started 
together  and  had  the  same  objective,  the  observa- 
tion and  cure  of  disease.  One  has  gone  ahead 
and  the  other  has  lagged  behind.  I think  it  is  be- 
cause we  stopped  dissecting  the  human  body  in 
the  time  of  the  Han  Dynasty  (200  B.C.-200 
A.D.).” 

Dr.  Welch  continued:  “Chinese  medicine  has 
been  enchained  by  the  extraordinaiy  ignorance  of 
and  the  really  fantastic  ideas  about  the  anatomy 
of  the  interior  of  the  human  body.  When 
cinchona  bark  was  brought  over  from  South 
America  and  introduced  by  Jesuit  Fathers  from 
Spain,  why  should  there  have  been  such  tremen- 
dous opposition  to  its  use  in  the  treatment  of  dis- 
ease? At  that  time,  its  operation  was  simply 
incompatible  with  all  the  existing  theories  as  to 
the  nature  of  disease  and  the  methods  of  cure.” 

On  one  of  his  visits  to  China,  we  persuaded  Dr. 
Welch  to  address  the  students  of  the  Yale-in- 
China  Academy  at  a Sunday  morning  chapel  serv- 
ice. No  one  could  ever  forget  the  understand- 
ing spirit  with  which  he  spoke  to  those  high- 
school  boys.  He  said,  “I  have  looked  forward  to 
this  visit  with  eagerness,  for  while  I have  read 
about  the  work  here  and  have  long  been  inter- 
ested in  it,  I never  dreamed  that  this  opportunity 
would  come  to  me  of  seeing  and  hearing  about  it 
on  the  spot.  I have  already  been  stirred,  for 
since  coming  to  China  no  more  inspiring  occasion 
has  come  to  us  than  this  opportunity  to  see  evi- 
dence of  the  transplantation  of  the  spirit  of  Yale 
into  the  heart  of  China.  Let  me  speak  to  you 
freely.  We  do  have  in  New  Haven  a spirit  that 
stands  for  equality  and  democracy,  an  ideal  for 
character-building  that  must  make  a strong  appeal 
to  you  in  China.  We  do  not  consider  that  an 
education  comes  only  from  books  and  lectures 
but  that  the  best  and  very  essential  part  comes 
also  from  friendships  and  contacts  with  one’s  fel- 
lows. I got  something  from  my  classmates  that 
became  a real  part  of  me,  and  that  has  always 
had  an  influence  in  my  life.” 

Tui  ning  to  the  teachers,  he  said : “Young  men 
of  the  faculty,  your  life  is  a most  enviable  one. 
No  sympathy  from  me,  only  envy;  for  you  have 
here  a larger  opportunity  for  service  and  for  gain- 
ing the  real  mental,  moral,  and  spiritual  satisfac- 
tions of  life  than  most  of  you  will  be  likely^  to  find 
in  America.  I am  going  back  with  a message  to 
the  young  men  at  Johns  Hopkins.  Why  do  so 
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many  eke  out  their  lives  amidst  the  unsatisfac- 
tory environment  and  the  meager  opportunities 
that  come  to  most  of  them?  If  they  have  intel- 
lectual curiosity,  something  of  the  spirit  of  adven- 
ture, desire  to  advance  medical  knowledge,  de- 
sire for  beneficent  service,  where  can  any  oppor- 
tunity make  a stronger  appeal  than  that  here  in 
China  today,  especially  in  the  development  of 
modern  medical  science  and  practice  in  China? 
You  must  feel  the  enthusiasm  and  inspiration  of 
the  opportunity  and  be  eager  to  be  provided  with 
the  staff  and  the  equipment  to  meet  the  oppor- 
tunity you  see  before  you. 

“Dr.  Hume  has  suggested  that  I say  a few 
words  on  the  mission  of  science  in  education. 
Modern  science  differs  from  the  great  body  of 
ancient  knowledge  by  the  attitude  of  mind  and  the 
method  of  inquiry  into  the  phenomena  of  nature. 
Men  once  thought  that  truth  could  be  attained 
by  the  use  of  the  human  intellect  alone.  It  is 
singular  how  little  appreciation  existed  in  ancient 
times  of  the  necessity  of  testing  hypotheses  and 
theories  by  accurate  observation  and  experiment. 
The  new  method  of  scientific  inquiry  came  in 
about  the  beginning  of  the  seventeenth  century, 
when  true  scientists  demonstrated  the  true 
method  of  studying  the  phenomena  of  nature  and 
of  gaining  control  over  them.  This  great  realiza- 
tion was  lacking  in  Greek  and  Chinese  thought. 

“The  other  great  fruit  of  the  scientific  spirit  is 
the  zeal  for  service.  Character,  the  spirit  of 
truth,  and  the  spirit  of  service  are  Christian  vir- 
tues engendered  by  science.  There  is  no  real 
difference  between  the  scientific  spirit  and  the 
Christian  spirit.  For  the  spirit  of  Christianity 
has  for  its  foundation  the  upbuilding  of  character, 
the  spirit  of  truth,  and  the  desire  to  be  of  service. 
I congratulate  you  on  your  opportunities  here 
and  wish  you  all  success.  I hope  some  of  you 
may  have  stirred  in  you  the  spirit  of  science  which 
we  are  trying  to  introduce  into  China.” 

I fear  very  few  of  those  young  students  realized 
what  a great  master  was  addressing  them  that 
day  and  how  significant  his  message  was.  Dr. 
Welch  was  friendly,  not  only  with  college  students 
but  with  every  one  he  met. 

We  had  named  our  infant  son  Edward  Welch 
Hume.  It  was  a moving  thing  to  see  the  great 
master  bring  from  Baltimore  a silver  mug  for  the 
little  fellow.  One  of  the  greatest  photographs 
ever  made  of  Dr.  Welch  shows  him  sitting  by  the 
little  fellow  less  than  two  years  old  and  handing 
him  the  cup  he  had  brought  to  Changsha  from 
Baltimore.  Whenever  he  could  find  a minute,  he 
would  slip  out  of  the  front  gate  and  disappear 
down  some  narrow  alley  in  the  Chinese  city. 
During  the  forenoon  we  would  wonder  where  Dr. 
Welch  was.  He  might  not  turn  up  till  noon  and 
report  to  us  where  he  had  been  wandering.  “I 


never  take  any  breakfast,”  he  used  to  say.  “I 
save  up  for  lunch  and  dinner.” 

This  tribute  must  not  end  without  a word  about 
“Popsy’s”  eagerness  to  help  everyone  of  the 
medical  students.  Two  of  us,  Harry  Carey  and 
I,  conceived  the  idea  of  starting  a student  book- 
store. Dr.  Welch  was  delighted  and  arranged  for 
us  to  use  the  little  gatehouse  on  Broadway,  out  in 
front  of  the  hospital.  Everyone  who  visits  the 
Johns  Hopkins  Hospital  will  remember  that  cozy 
little  building.  He  wrote  personal  letters  to 
Appleton,  Macmillan,  Blakiston,  and  many  other 
firms,  urging  them  to  send  us  consignments  of  such 
books  as  we  might  order  and  arranging  for  us  to 
make  monthly  payments  for  the  books  we  had 
sold.  It  was  these  personal  letters  that  gave  the 
publishers  confidence  in  two  immature  medical 
students  and  enabled  us  to  put  ourselves  through 
the  medical  school.  When  we  graduated,  Dr. 
Welch  arranged  that  two  students  should  run  the 
bookstore  regularly,  each  pair  being  nominated 
by  the  outgoing  students  and  receiving  confirma- 
tion from  the  faculty. 

No  recollection  of  Dr.  Welch  can  be  so  stirring 
or  so  precious  as  of  the  times  when  he  would  sit 
down  and  tell  students  quietly  about  some  of  his 
memorable  experiences.  In  the  spring  of  1919, 
for  example,  just  after  the  Treaty  of  Versailles  was 
signed,  Dr.  Welch  went  over  to  Paris  to  attend  a 
conference  of  Red  Cross  societies.  He  was  given 
a generous  cabin  by  the  purser  of  the  ship  because 
the  ships  wrere  running  eastward  with  light  pas- 
senger lists.  He  determined  to  use  the  voyage  to 
write  his  contribution  for  the  seventieth  birthday 
Festschrift  to  be  presented  to  Dr.  Osier.  I asked 
him  what  subject  he  had  chosen  to  write  on.  He 
told  me  that  he  had  decided  to  write  on  the  con- 
tributions of  English  medicine  to  America;  not 
Scottish,  or  Welsh,  or  Irish,  but  exclusively  the 
English  contribution.  “You  may  not  realize,” 
he  said,  “that  this  contribution  was  made  through 
a period  of  only  eighteen  years,  1800  to  1818.  I 
decided  to  speak  of  the  eminent  students  who 
had  gone  from  America  to  England  during  those 
years,  of  the  men  they  worked  with  in  England, 
and  of  their  contribution  to  American  medicine 
when  they  returned.” 

I commented  that  he  must  have  had  to  take 
volumes  of  medical  history  with  him.  “No,  I 
took  only  a few  small  writing  pads  and  a few 
pencils.”  When  Dr.  Welch  reached  Southamp- 
ton, he  asked  his  friend,  Dr.  Charles  L.  Dana,  to 
take  the  manuscript  up  to  London  and  check  the 
dates  in  the  library  of  the  Royal  College  of  Physi- 
cians. Some  weeks  later,  when  Dr.  Dana 
brought  the  manuscript  back  to  Dr.  Welch,  he 
handed  it  to  him,  saying,  “Here  is  your  paper. 
There  are  no  errors  in  it.” 

It  was  not  only  medical  history  in  which  Welch 
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was  so  eminent,  but,  as  the  Flexners  say  in  their 
life  of  him,  he,  more  than  any  other  American, 
was  responsible  for  inaugurating  the  new  era  of 
healing  in  America.2  He  was  always  on  the  look- 
out for  new  ways  to  assure  progress  in  medical 
care  and  medical  teaching. 

During  the  latter  years  of  his  life,  Dr.  Welch 
came  to  New  York  City  at  stated  intervals  to 
attend  meetings  of  the  scientific  board  of  the 
Rockefeller  Institute,  over  on  York  Avenue. 
Not  infrequently  he  wrote  me  to  meet  him  so  that 
we  might  have  a visit  and  I might  then  drive  him 
over  to  the  Institute.  How  grateful  I was  for  his 
counsel  as  we  went  over  towards  First  Avenue. 
I was  then  the  executive  director  of  the  New  York 
Post-Graduate  Medical  School  and  was  wondering 
what  could  be  done  to  affiliate  this  independent 
institution  to  a university.  As  a matter  of  fact,  I 
had  accepted  the  call  to  the  Post-Graduate  early 
in  1927,  on  two  conditions:  the  first,  that  I be 
given  a period  of  up  to  six  months  for  a full  analy- 
sis of  the  institution’s  work;  the  second,  that  I be 
encouraged  to  find  some  opportunity  for  affiliat- 
ing the  Post-Graduate  with  a university.  I 
should  have  been  wholly  unhappy  if  I had  re- 
mained with  an  institution  unrelated  to  a modern 
university.  I visited  Cornell  and  Princeton  and 
Yale  and  New  York  University  to  make  the 
inquiry.  And  it  was  just  in  this  period  of  quest- 
ing that  Dr.  Welch  tried  to  influence  me.  “Re- 
late the  Post-Graduate,”  he  said  to  me  repeatedly, 
“to  Bellevue  Hospital.  That  is  the  great  munici- 
pal hospital  of  New  York.  There  you  will  find 
the  richest  assortment  of  clinical  material.  The 
doctors  who  come  here  out  of  the  midst  of  their 


busy  practices  to  seek  refreshment  and  added 
knowledge  will  gain  nothing  for  their  needs  so 
adequate  as  in  Bellevue  Hospital.” 

Then  he  would  continue  reminiscing:  “It  was 
over  at  Bellevue  that  I had  the  privilege  in  1878, 
after  returning  from  Germany,  of  setting  up  the 
first  real  pathology  laboratory  in  the  United 
States.  I know  what  it  meant  to  be  able  to  draw 
on  a great  supply.” 

I tried  to  make  the  affiliation  with  Bellevue, 
but  it  was  Columbia  University,  early  in  1931, 
that  accepted  the  New  York  Post-Graduate  into 
its  fold.  Nicholas  Murray  Butler  was  a man  of 
vision  and  action,  and  he  finally  arranged  the 
union. 

One  of  the  happiest  memories  I have  of  Welch 
was  late  in  1932.  A Yale  College  classmate  of 
his,  my  uncle,  John  S.  Chandler,  was  returning  to 
India,  and  I tried  to  arrange  a little  dinner  at 
which  members  of  Yale  1870  might  be  present. 
Only  Dr.  Welch  was  free  to  come.  I asked  the 
N ew  York  Times  to  send  a photographer  to  record 
the  faces  of  the  two  classmates.  There  they  sat,  on 
our  sofa,  talking  about  their  good  old  times — about 
Robert  W.  DeForest  and  James  G.  K.  McClure 
and  many  another.  They  were  never  to  meet 
again,  but  life  was  enriched  for  them — and  for  us 
— by  that  typical  human  friendly  visit. 
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RENAL  FAILURES  IN  PATIENTS  TREATED  WITH  SALT-FREE  DIETS 


Questioning  the  safety  of  long-continued  salt  de- 
pletion therapy,  the  authors  present  three  cases  of 
uremia  developed  during  this  regimen.  In  all 
three,  say  the  authors,  the  salt-free  diet  had  been 
continued  over  a long  period,  and  in  each  there  was 
some  evidence  of  underlying  impairment  of  renal 
function.  Since  production  of  symptoms  was  as- 
sociated in  each  case  with  the  onset  of  hot  weather, 
it  is  likely  that  salt  depletion  was  accelerated  by  loss 


through  the  skin  in  perspiration.  They  suggest 
that  frequent  blood  urea  nitrogen  determinations 
during  the  summer  months  might,  tell  of  approach- 
ing uremia.  They  cite  other  writers  who  report 
deaths  from  this  syndrome;  in  their  own  series 
there  were  no  deaths. 

—Hcnvard  L.  Holley,  M.D.,  and  James  S.  Mc- 
Lesler,  M.D.,  Journal  of  the  Medical  Association 
of  Alabama,  July,  1951 


PHYSICAL  MEDICINE  FOR  THE  NEUROLOGIC  PATIENT 

Arthur  L.  Watkins,  M.D.,  Boston,  Massachusetts 

( From  the  Department  of  Physical  Medicine,  Massachusetts  General  Hospital,  and  the  Department  of 
Medicine,  Harvard  Medical  School) 


THE  specialties  of  neurology  and  physical 
medicine  and  rehab  ihtation  have  much  in 
common,  since  the  diagnosis  and  treatment  of  neu- 
romuscular disorders  represent  a large  proportion 
of  the  practice  of  both  fields.  Of  common  interest 
is  a practical  knowledge  of  electrodiagnosis,  which 
is  the  first  subject  I should  like  to  discuss. 

Qualitative  Electrical  Tests 

Nerve  Stimulation. — The  first  procedure  in  elec- 
trical testing  is  direct  percutaneous  stimulation  of 
peripheral  nerves  to  determine  if  conduction  of 
the  impulse  is  possible  through  the  site  of  sus- 
pected injury.  This  can  be  done  by  single  im- 
pulses from  the  negative  pole  of  a continuous  or 
galvanic  current.  The  normal  muscular  response 
is  a brisk  twitch  requiring  only  low  stimulating 
current  intensity.  If  the  nerve  is  severed  or 
physiologically  blocked  by  injury,  there  will,  of 
course,  be  no  muscular  response.  Incomplete 
lesions  may  result  in  faint  muscle  contractions 
with  high  stimulating  intensities. 

Conduction  may  also  be  tested  using  repetitive 
i currents.  The  frequency  may  vary  between  50 
and  200  impulses  per  second.  There  may  be  a 
variety  of  several  forms  including  alternating  or 
sine  wave  currents,  rectangular  unidirectional 
waves,  or  the  faradic  or  induced  current  which 
has  a sharp  spike  wave  form.  The  normal 
muscular  response  is  a tetanic  contraction. 

Muscle  Stimulation. — The  next  step  after  nerve 
stimulation  is  direct  muscular  stimulation,  or  this 
may  be  the  first  step  when  the  nerve  in  question  is 
not  accessible  for  percutaneous  stimulation.  In 
view  of  the  fact  that  the  process  of  degeneration 
of  nerve  distal  to  the  point  of  injury  requires  five 
I to  ten  days,  the  electrical  responses  of  muscles 
ij  cannot  be  relied  upon  until  this  interval  of  time 
has  elapsed.  We  usually  first  utilize  single 
« shocks  with  the  negative  pole  of  a continuous, 
current  and  normally  observe  a single  brisk 
twitch  with  low  intensity  current.  If  the  muscle 
is  denervated,  the  contraction  is  seen  to  be  slow 
ind  wavelike  or  maintained  in  a galvanotonus, 
even  with  low  intensity  current,  since  denervated 
muscle  is  quite  irritable  to  galvanic  currents. 
There  is  also  an  altered  response  to  polarity, 
here  being  little  difference  between  contractions 
vith  negative  or  positive  poles.  With  partial 
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denervation  a higher  intensity  of  current  is  re- 
quired, and  some  muscle  fibers  are  seen  to  have  a 
slow  response,  others  a brisk  twitch. 

Repetitive  currents  are  used  next,  the  normal 
response  being  a strong  tetanic  contraction.  If 
the  muscle  is  denervated,  there  are  no  visible 
contractions,  since  the  duration  of  the  individual 
impulses  of  repetitive  currents  of  the  previously 
designated  frequencies  is  too  short  to  stimulate 
muscle. 

Quantitative  Tests 

Rheobase. — A more  accurate  evaluation  of  elec- 
trical excitability  can  be  obtained  by  measuring 
the  intensity  of  current  required  to  produce  just 
visible  or  threshold  contraction.  This  measure- 
ment is  commonly  known  as  the  rheobase,  and  the 
negative  pole  is  usually  utilized . The  values  are 
low  in  normal  muscle,  increase  with  partial 
denervation,  and  are  low  or  subnormal  in  the 
presence  of  complete  denervation. 

The  time  factor  of  electrical  excitability  is 
known  as  chronaxie.  To  make  this  test  one  must 
have  a stimulating  current  producing  impulses  of 
measured  duration  in  milliseconds.  One  arbi- 
trarily chooses  a current  of  twice  the  rheobase 
intensity,  and  the  duration  of  current  necessary 
to  produce  a threshold  response  is  the  chronaxie 
in  milliseconds.  Normally  this  ranges  between 
0.05  to  5 and  with  complete  denervation  increases 
10  to  100  times. 

A more  complete  picture  of  the  intensity-time 
or  strength-duration  aspects  of  excitability  can  be 
obtained  by  determining  the  threshold  response 
at  a variety  of  combinations  of  intensities  and 
times.  One  usually  starts  with  the  longer  im- 
pulses in  the  neighborhood  of  100  milliseconds, 
noting  the  intensity  required,  and  then  decreases 
the  duration  of  impulses,  noting  what  increases  in 
intensity  are  required.  The  points  so  obtained 
may  be  plotted  on  graph  paper,  preferably  loga- 
rithmic, in  one  direction  (for  time  measurements) . 
When  such  points  are  connected,  we  have  what  is 
commonly  known  as  a strength-duration  curve. 
Two  points  on  this  are,  of  course,  the  rheobase 
and  the  chronaxie.  Normally  a smooth  curve  is 
obtained  with  a sharp  rise  only  with  very  short 
duration  impulses.  In  the  presence  of  partial 
degeneration  or  beginning  regeneration  the  curve 
will  have  discontinuities  representing  some  muscle 
fibers  with  the  irritability  of  denervated  muscles, 
and  others  that  of  nerve.  With  complete  dener- 
vation, particularly  longstanding,  there  will  be 
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an  increase  in  both  the  voltage  and  time  param- 
eters. 

Another  measurement  commonly  employed  is 
that  of  the  galvanic  tetanus  ratio.  To  obtain  this 
one  measures  the  rheobase  to  get  the  current  nec- 
essary to  produce  a single  twitch  and  then  in- 
creases the  current  until  a sustained  or  tetanic  re- 
sponse is  obtained.  In  normal  muscle  the  tetanus 
intensity  is  six  to  ten  times  that  of  the  twitch  inten- 
sity. With  complete  denervation,  however,  both 
values  are  nearly  equal,  with  figures  for  partial 
denervation  lying  in  between.  It  is  felt  that  this 
sustained  response  of  denervated  muscle  to  con- 
tinuous currents  or  galvanotonus  is  related  to  loss 
of  accommodation  and  may  be  demonstrated  by 
using  progressive  currents  including  also  sine 
wave  currents  of  frequencies  less  than  10  per 
second. 

Electromyography 

Electromyography  has  been  found  to  be  an- 
other valuable  diagnostic  tool  but  is  too  large  a 
subject  to  cover  in  detail  at  this  time.  I will  ac- 
cordingly simply  summarize  the  instances  where 
it  is  of  particular  value.  First,  it  is  possible  to 
differentiate  normal  from  denervated  muscle  as 
caused  by  poliomyelitis  and  peripheral  nerve  in- 
juries, as  characteristic  forms  of  electrical  activity 
are  recorded.  This  is  also  one  of  the  most  sensi- 
tive ways  of  determining  partial  or  returning  in- 
nervation before  it  is  clinically  evident  and  before 
there  are  appreciable  changes  in  electrical  excita- 
bility. 

It  is  useful  in  recording  muscular  fascicula- 
tions,  as  in  progressive  muscular  atrophy,  and 
tremors  such  as  those  in  Parkinson’s  disease.  It 
may  also  be  helpful  in  differentiating  hysterical 
tremoi's  and/or  paralyses.  Electromyography  is 
a semiquantitative  tool  for  measuring  degrees  of 
spasticity  or  rigidity  and  has  been  used  in  evalu- 
ating the  effects  of  drugs  for  this  reason. 

Treatment  of  Lower  Motor  Neuron 
Lesions 

To  illustrate  the  principles  employed  in  physi- 
cal medicine  for  the  treatment  of  peripheral  nerve 
lesions  I should  like  to  discuss  facial  paralysis  or 
Bell’s  palsy.  Electrical  tests  just  described  are 
performed  a week  to  ten  days  after  the  onset,  in 
order  to  determine  the  severity  of  the  lesion.  A 
review  of  a large  series  of  cases  has  shown  that 
when  normal  excitability  is  maintained,  some  re- 
turn of  active  function  can  be  expected  in  one  to 
four  weeks.1  If  the  tests  reveal  partial  denerva- 
tion, return  of  active  power  will  be  delayer!  until 
one  to  two  months.  If  the  muscles  are  completely 
denervated.  beginning  return. of  power  is  not  ex- 
pected until  eight  to  twelve  weeks. 

The  prescription  for  physical  therapy  con- 


siders first  the  necessity  for  splinting  to  prevent 
excessive  stretching  of  paralyzed  muscle.  This 
is  not  always  necessary  in  the  case  of  facial  paral- 
ysis, protection  of  a sagging  eyelid  being  of 
prime  importance.  In  the  case  of  paralyses  of 
peripheral  nerves  of  the  extremities,  it  is  the  rule 
to  use  external  support,  preferably  one  which 
allows  some  active  function,  as  with  elastic  trac- 
tion, but  prevents  excessive  stretching. 

Most  patients  derive  some  symptomatic  com- 
fort from  application  of  warm  moist  towels  to  the 
face  or  irradiation  with  an  infrared  lamp  for 
fifteen  to  twenty  minutes.  This  is  usually  fol- 
lowed by  gentle  stroking  massage,  at  first  in  the 
direction  of  the  corner  of  the  mouth  towards  the 
eye;  later,  when  there  is  some  active  function, 
massage  may  be  in  the  opposite  direction  to 
stretch  contractures. 

The  benefits  of  electrical  stimulation  are  of  two 
varieties.  During  the  paralytic  s age,  obtaining 
contractions  of  the  muscles  is  of  great  psycho- 
logic value  in  many  patients.  A repetitive  cur- 
rent of  correct  intensity  and  duration  and  fre- 
quency is  used,  depending  on  the  excitability  of 
the  muscle  at  the  time.  It  is  not  clearly  shown 
that  such  electrical  stimulation  alters  the  final 
end  result.  We  know  it  has  no  effect  on  nerve 
regeneration  itself,  but  it  may  maintain  better 
circulation  and  contractile  power  in  the  muscles, 
thus  speeding  return  of  active  power.  It  is  prob- 
able that  daily  stimulation  is  required  to  effect 
appreciable  improvement  in  denervated  muscle. 

During  this  stage  of  paralysis  passive  exercises 
are  useful  to  maintain  proper  length  of  muscles, 
and  this  is  particularly  true  in  the  case  of  muscles 
of  the  extremities  where  joint  motion  must  also 
be  maintained.  As  reinnervation  occurs  the  pa- 
tient should  be  instructed  in  active  re-education, 
which  is  best  done  in  front  of  the  mirror. 

Electrical  tests  are  useful  for  purposes  of  prog- 
nosis, as  a recent  study  indicated  that  all  pa- 
tients with  normal  response  had  complete  re- 
covery. 1 Those  with  partial  reaction  of  degenera- 
tion had  good-to-normal  results  in  87  per  cent, 
and  if  complete  denervat  ion  is  present  , some  resid- 
ual could  always  be  predicted,  although  results 
were  good  in  57  per  cent  of  cases.  Only  1 per  cent 
of  patients  with  simple  Bell’s  palsy  failed  to  get 
some  return  of  power. 

Although  these  same  principles  of  treatment 
are  utilized  in  the  care  of  patients  with  peripheral 
nerve  injuries  of  the  extremities,  peripheral  neuri- 
tis, and  poliomyelitis,  there  are  other  methods  of 
treatment  of  special  value.  For  example,  during 
the  phase  of  recovery  when  weak  active  motion  is 
present,  a system  of  progressive  resistance  exer- 
cises may  be  prescribed  to  hasten  improvement  in 
muscle  strength.2  In  upper  extremity  disabil- 
ities occupational  therapy  is  particularly  useful 
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in  developing  coordination  and  skill.  With  in- 
volvement of  the  lower  extremities  patients  have 
to  be  instructed  in  graded  ambulation.  In  this 
instance  we  make  use  of  parallel  bars,  movable 
walkers,  crutches,  and  canes  and  include  balance 
and  stair-climbing  practice.  Where  there  is  con- 
siderable general  involvement,  as  may  occur  with 
poliomyelitis  or  peripheral  neuritis,  patients  are 
graded  as  to  achievements  of  daily  living  and 
aided  in  improving  their  functional  capacities. 
In  those  with  residual  handicaps  this  may  in- 
clude analysis  of  occupational  skills  and  guidance 
toward  employment. 

Treatment  of  Upper  Motor  Neuron 
Lesions 

Hemiplegia. — The  patient  with  hemiplegia 
gives  us  a typical  example  of  an  upper  motor 
neuron  disorder  with  its  components  of  motor 
and  sensory  disability.  The  most  common  etiol- 
ogy is,  of  course,  that  of  a cerebral  vascular  lesion 
such  as  thrombosis,  embolus,  or  hemorrhage  in  a 
patient  with  arteriosclerosis,  with  or  without  car- 
diac disease.  A very  similar  picture,  of  course, 
occurs  as  the  result  of  trauma  or  tumor.  As  cere- 
bral vascular  hemiplegia  is  most  frequently  seen, 
we  will  use  this  as  an  example  to  illustrate  the 
employment  of  physical  medicine  in  rehabili- 
tation of  these  patients. 

As  soon  as  the  medical  measures  necessary  to 
save  life  have  been  instituted,  physical  medicine 
may  be  prescribed.  Positioning  in  bed  to  prevent 
footdrop  and  external  rotation  is  the  first  con- 
sideration. Gentle  passive  exercise  may  be 
started  as  soon  as  it  is  evident  that  the  patient 
will  survive.  By  this  means  attempts  are  made 
to  maintain  full  range  of  abduction  and  rotation 
of  the  shoulder  and  also  full  motion  of  the  elbow, 
wrist,  hand,  hip,  ankle,  and  foot.  After  the 
patient  is  able  to  cooperate,  a shoulder  pulley 
under  the  patient’s  own  control  is  an  excellent 
way  of  maintaining  motion  of  this  joint. 

When  the  general  condition  permits,  the  physi- 
cal therapist  should  attempt  active  re-education 
of  any  functioning  muscle  groups.  One  generally 
starts  writh  gross  movements  of  the  hip,  shoulder, 
knee,  and  elbow,  as  these  motions  return  before 
the  function  of  the  distal  portion  of  the  extremi- 
ties. During  the  early,  more  flaccid  stage,  one 
may  wish  to  stimulate  the  stretch  reflex  by  pas- 
sive motion  in  order  to  bring  contraction  of  the 
muscles.  As  soon  as  spasticity  is  wTell  estab- 
lished, any  forceful  or  sudden  passive  motion 
which  stimulates  the  stretch  reflex  should  be 
avoided,  as  it  then  interferes  wdth  voluntary  con- 
trol of  movement.  In  the  later  stages  of  recovery 
one  may  successfully  employ  resisted  exercises  to 
strengthen  weaker  muscle  groups,  such  as  hip 
flexion  and  ankle  dorsiflexion. 


Massage  has  been  found  to  be  of  limited  value. 
During  the  period  of  complete  paralysis  it  may  be 
used  for  tonic  effect  on  the  circulation.  Later, 
with  returning  power  and  increasing  spasticity, 
it  is  to  be  avoided  unless  very  skillfully  given,  since 
it  may  overstimulate  reflexes.  This  is  particu- 
larly true  of  mechanical  vibratory  devices. 

The  importance  of  using  electrical  stimulation 
is  open  to  some  question.  One  may  obtain  good 
muscular  contractions  with  repetitive  currents 
such  as  the  faradic,  sinusoidal,  or  rectangular 
wave  currents.  Such  contractions  are  often  of 
great  psychologic  value  to  the  patient  and  may 
also  at  times  be  helpful  in  stimulating  active 
function.  More  prolonged  stimulation  has  been 
employed  somewhat  experimentally  in  efforts  to 
reduce  excessive  spasticity  with  variable  results. 
It  is  probably  safe  to  conclude  that  electrical 
stimulation  has  only  limited  value. 

Gait-training  constitutes  one  of  the  most  im- 
portant functions  of  the  physical  therapist.  As 
a general  rule  it  can  be  stated  that  a patient  who 
can  raise  his  heel  off  the  bed  voluntarily  or 
thrust  his  leg  forward  against  some  manual  re- 
sistance, as  in  a stepping  position,  can  be  taught 
to  walk.  It  is  very  helpful  to  have  available 
stationary  parallel  bars  during  first  attempts  at 
walking.  The  patient  can  later  be  instructed  in 
the  use  of  a cane  and  finally  progress  to  stair- 
climbing. 

Mechanical  aids  should  not  be  overlooked. 
The  use  of  the  shoulder  pulley  has  already  been 
mentioned.  For  the  patient  w'ho  has  no  grasp  a 
special  canvas  strap  may  be  devised.  Patients 
with  marked  residual  weakness  in  the  leg  can 
usually  be  taught  to  walk  if  a proper  brace  is  pre- 
scribed. Ordinarily  a simple  footdrop  brace  is 
sufficient,  but  occasionally  in  a completely  flail 
extremity  a full-length  brace  may  be  required.  A 
cane  rather  than  a crutch  is  to  be  used  in  the 
normal  hand.  Cockup  wrist  splints  are  often 
helpful  because  of  the  tendency  to  flexion  con- 
tracture of  the  wrist.  Such  a device  may  allow 
increased  grip  of  the  fingers.  In  patients  with  no 
power  at  all  in  the  hand  an  elastic  gripping  device 
similar  to  that  utilized  in  a prosthetic  hand  has 
recently  been  manufactured.  The  patient  can 
learn  to  open  this  device,  that  is,  relax  the  grip  by 
shoulder  movements,  utilizing  a double  cable.  A 
number  of  other  self-help  devices  such  as  a com- 
bined knife  and  fork  may  be  used  to  increase  a 
patient’s  independence. 

The  use  of  heat  is  usually  not  very  essential  in 
the  physical  therapy  prescription  for  these  pa- 
tients. A painful  shoulder  is  the  most  common 
complaint  for  which  heat  may  be  indicated 
Simpler  forms  of  application  are  preferred,  such 
as  the  use  of  the  infrared  lamp  or  hot  pack,  but 
great  care  must  be  taken  not  to  injure  the  skin,  as 
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sensory  deficits  are  not  uncommon.  Patients 
with  a severe  degree  of  spasticity  may  obtain 
some  temporary  relaxation  by  heat  applica- 
tions. 

Occupational  therapy  should  not  be  neglected 
in  planning  the  total  treatment  program.  The 
therapist  may  be  helpful  in  evaluating  achieve- 
ments in  daily  living  activities  or  in  evaluation  of. 
vocational  abilities.  By  means  of  occupational 
therapy  the  skill  of  the  affected  hand  may  be  in- 
creased by  training  in  everyday  activities,  or  oc- 
casionally for  occupational  purposes.  In  many 
cases,  however,  the  affected  hand  of  the  hemi- 
plegic never  develops  sufficient  skill  to  be  of  great 
functional  value.  In  these  instances  it  is  impor- 
tant at  an  early  date  to  start  training  the  unin- 
volved hand  to  its  maximum.  This  is  particu- 
larly important  in  the  case  of  right-sided  hemi- 
plegias, in  which  case  it  is  usually  necessary  to 
teach  left-handed  writing.  The  occupational 
therapist  may  also  be  of  psychologic  aid  by  de- 
veloping satisfying  hobbies,  particularly  in 
elderly  patients  who  are  largely  home  bound. 

Speech  therapy  is  of  great  importance  for  pa- 
tients with  right  hemiplegia  and  aphasia.  The 
type  of  disorder  should  be  analyzed,  and  very 
often  cortical  function  tests  are  useful  in  planning 
the  areas  for  speech  treatment  and  in  making  a 
prognosis  in  terms  of  indications  of  total  cerebral 
damage.  It  is  of  great  advantage  to  combine 
physical  and  occupational  therapy  with  language 
therapy  to  obtain  optimum  results. 


Summary 

In  summarizing  the  rehabilitation  of  the  neu- 
rologic patient,  one  must  not  overlook  the  dis- 
eases of  a chronic  and  progressive  nature  such 
as  multiple  sclerosis,  Parkinson’s  disease  and 
amyotrophic  lateral  sclerosis. 

1.  The  first  step  is  to  evaluate  the  motor, 
sensory,  language,  intellectual,  and  occupational 
abilities  of  the  individual  patient. 

2.  Second,  one  prescribes  treatment  with 
physical  and  occupational  therapy  to  achieve 
specific  maximum  results  and  then  terminates 
when  progress  ceases. 

3.  Third,  plan  a daily  living  program  realis- 
tically. Include  maximum  self-help,  home- 

bound  occupation  using  intellectual  capabilities 
and  good  hand,  retrain  to  new  occupation  not  re- 
quiring bimanual  dexterity  (usually  young 
people),  and  train  for  return  to  previous  occupa- 
tion with  aids  as  needed. 

4.  Maintain  close  physician-patient  relation- 
ship for  the  morale  of  patient  and  teach  the 
family  the  proper  attitude  toward  disease.  Com- 
bine appropriate  medicinal  therapy. 
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SYPHILIS  AND  GONORRHEA 

The  Statistical  Service  and  the  Social  Hygiene 
Division  of  the  New  York  Tuberculosis  and  Health 
Association  have  made  known  as  of  December, 
1951,  a tabulation  on  cases  of  syphilis  and  gonorrhea 
reported  in  seven  leading  American  cities  for  1941 
to  1951  inclusive.  The  figures  are  based  on  re- 
ports to  the  United  States  Public  Health  Service 
by  New  York,  Chicago,  Philadelphia,  Los  Angeles, 
Detroit,  Baltimore,  and  Cleveland. 

For  each  city  there  has  been  a definite  decline  in 
the  number  of  cases  of  syphilis  (all  stages)  reported 
between  1941  and  1951  and  an  increase  in  the  total 
number  of  cases  of  gonorrhea  reported  for  these 
cities  in  the  same  period.  A similar  trend  of  fewer 
cases  of  syphilis  and  more  cases  of  gonorrhea  was 
evidenced  in  the  reports  for  the  United  States  as  a 
whole:  477,841  syphilis  cases  of  all  stages  in  1941 
and  231,567  for  the  year  1950. 

Cases  of  primary  and  secondary  syphilis,  which 
represent  the  categories  that  are  contagious  and  of 
major  public  health  interest,  likewise  declined  in 
number.  In  1941  the  total  reported  in  New  York 
City  was  3,211.  This  figure  rose  to  5,477  in  1946 


and  5,677  in  1947 — the  first  two  postwar  years. 
But,  by  1950  these  comparatively  high  figures  had 
dropped  to  1,666  and  at  the  end  of  the  fiscal  year 
on  June  30,  1951,  to  978.  The  same  general  trend 
holds  for  the  other  six  cities  reported  upon.  On 
the  whole,  the  reported  cases  of  early  and  secondary 
syphilis  for  the  seven  cities  were  high  in  1945, 
1946,  and  1947.  Judging  from  the  evident  trend, 
the  reported  number  of  new  infections  should  de- 
cline further  in  the  year  immediately  ahead. 

As  to  congenital  syphilis,  the  trend  is  likewise 
downward.  A total  of  1,040  cases  was  reported 
in  1941  in  New  York  City  and  1,029  in  1942.  By 
1950  these  reports  dropped  to  485  and  to  510  in 
1951.  The  other  cities  reported  a similar  or  even 
larger  decline. 

Gonorrhea  cases  reported  for  the  entire  United 
States  reached  a peak  in  the  years  1946  (364,853) 
and  1948  (363,014).  In  194i  the  total  reported 
was  191,306,  and  in  1950 — the  last  year  for  which 
a report  is  available — the  total  was  304,066. — New 
York  Tuberculosis  and  Health  Association,  Inc., 
December  4,  1951 


COMBINED  USE  OF  CORTISONE  AND  PHYSICAL  THERAPY  IN  THE 
TREATMENT  OF  ARTHRITIC  DEFORMITIES 

William  Benham  Snow,  M.D.,  and  James  A.  Coss,  M.D.,  New  York  City 

{From  the  Department  of  Physical  Medicine,  Columbia  University ) 


RHEUMATISM  and  arthritis  rank  second 
among  diseases  producing  disability  and  in- 
validism.1 It  is  estimated  that  nearly  7,000,000 
people  in  the  United  States  have  some  form  of 
rheumatic  disease.  For  years  the  combined  ef- 
forts of  doctors  interested  in  surgery,  internal 
■ medicine,  and  physical  medicine  have  failed  to 
achieve  more  than  moderate  success  in  combating 
the  most  severe  of  these  illnesses,  rheumatoid 
arthritis.  In  September,  1948,  Hench  made  his 
first  clinical  tests  with  ACTH  (adrenocortico- 
tropic hormone)  and  with  an  adrenal  cortical 
preparation  labeled  compound  E by  Kendall.2 
The  dramatic  results  which  he  reported  in  the 
rheumatic  diseases  have  been  widely  confirmed.3 
For  the  first  time  we  have  available  a drug  which 
reverses  the  symptoms  of  arthritis  rapidly  and 
unmistakably.  We  still  do  not  get  permanent 
results  in  many  cases  with  cortisone  and  ACTH. 

After  the  first  rush  of  enthusiasm,  certain  facts 
which  had  been  emphasized  in  early  reports  be- 
came more  apparent.  Compound  E,  or  as  it  is 
now  known,  cortisone,  cannot  rebuild  bone  nor 
can  it  overcome  faults  in  gait  or  longstanding 
deformities  which  have  resulted  from  the  in- 
fluence of  pain,  spasm,  muscle  weakness,  and 
gravity,  with  limited  motion  over  a long  time. 
This  realization,  which  is  obvious  to  anyone  in- 
terested in  physical  medicine  or  in  rheumatic  dis- 
ease, has  led  to  isolated  expressions  of  dismay 
that  cortisone  is  good  only  in  the  treatment  of 
early  arthritis. 

For  several  years,  the  Faulkner  Arthritis  Clinic 
, and  the  Physical  Therapy  Clinic,  working  with 
the  Institute  for  Crippled  and  Disabled,  have 
been  making  an  attempt  to  rehabilitate  some  of 
the  more  severely  handicapped  arthritics.  In 
this  work  various  technics  have  been  used  and  re- 
ported elsewhere,  such  as  physical  therapy,  drug 
' therapy  with  curare  and  myanesin,  and  various 
I,  combinations  of  technics.4 

Some  of  these  methods  have  shown  promise, 
but,  in  general , our  physical  therapy  was  bound  by 
, the  precept  that  exercise  must  be  kept  within 
limits  of  pain  and  fatigue.5  Whenever  we  have  ig- 
nored these  rules  the  patient  has  paid  the  penalty, 

- subsequently,  with  an  increase  in  pain  and  severe 
inflammatory  reaction  after  such  excess  treat- 
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ment.  With  the  advent  of  cortisone  therapy,  the 
problem  of  proper  ancillary  care  tended  to  solve 
itself  as  far  as  early  and  mild  cases  were  con- 
cerned. The  patients  with  minor  contractures 
and  voluntary  muscle  splinting  due  to  pain  lost 
their  pain  and  apparent  contractures  so  quickly 
that  physical  therapy  was  needed  only  to  assist  in 
restoration  of  full  range  of  motion  and  in  rebuild- 
ing atrophic  muscle.  This  was  done  without  de- 
viation from  known  and  accepted  technics  of 
physical  therapy. 

We  are  presently  concerned  with  the  patients 
who  have  had  fairly  longstanding  arthritis  with 
loss  of  muscle  strength,  easy  fatigability,  appar- 
ently irreversible  contractures,  and  deformities. 
These  are  people  who  would  not  respond  com- 
pletely to  cortisone  alone  and  who  in  the  past  had 
failed  to  respond  to  physical  procedures  also.  We 
hesitate  to  indict  either  physical  or  pharma- 
cologic treatment,  for  on  one  hand  it  is  known 
that  some  patients  respond  more  slowly  than 
others  to  cortisone  therapy,  and  on  the  other  hand 
some  of  the  physical  therapy  given  has  been  im- 
properly prescribed.  Some  patients,  in  reciting 
previous  treatments  received,  have  in  fact  stated 
that  supervised  exercise  or  even  advice  regarding 
exercise  had  played  no  part  in  their  treatment. 

Case  1. — The  first  patient  treated  by  means  of 
these  combined  technics  was  A.  R.,  an  insurance 
broker  with  Marie-Striimpell  arthritis,  whose  dis- 
ease progressed  in  spite  of  older  forms  of  drug  ther- 
apy, physical  measures,  and  radiotherapy.  When 
first  seen  he  was  walking  with  difficulty  using  two 
canes,  and  his  posture  was  poor  since  he  had  a pro- 
nounced dorsal  kyphosis.  His  wrists,  elbows,  and 
shoulders  were  painful,  and  range  of  motion  was 
limited.  He  walked  by  moving  at  the  knee  joints 
rather  than  the  hips.  His  thighs  could  be  abducted 
only  2 inches  at  the  knee  and  appeared  to  be 
fixed  in  position.  With  ACTH  his  pain  was  greatly 
relieved,  but  there  was  no  increase  in  range  of  mo- 
tion, and  atrophy  of  muscles  made  voluntary  exer- 
cises difficult  or  impossible.  At  this  time  it  was  felt 
that  there  was  nothing  to  lose  by  supplementing 
ACTH  with  intensive  physical  therapy.  A program 
was  begun  of  stretching  the  adductors  and  abductors, 
flexors  and  extensors  of  the  hips  using  force.  We 
purposely  went  beyond  what  would  be  considered 
conservative  stretching,  since  the  patient  was  still 
on  ACTH.  On  each  following  day,  instead  of  find- 
ing the  patient  in  great  pain  and  joints  worse  than 
before,  he  was  ready  for  a new  treatment,  which 
again  was  given  beyond  the  usual  limits  of  pain. 
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This  plan  was  continued  for  two  weeks  in  the  hos- 
pital with  good  results,  but  it  was  apparent  that 
progress  would  be  slow  and  that  our  patient  needed 
the  stimulus  of  other  trainees  to  encourage  further 
progress.  Even  so,  three  days  after  ACTII  was 
stopped,  he  was  able  to  walk  with  one  cane  before 
leaving  the  hospital.  The  next  step  was  for  the 
patient  to  go  to  the  Institute  for  Cripplied  and  Dis- 
abled for  further  training.  This  training  consisted 
of  continuation  of  his  exercises,  gait  instruction,  use 
of  special  apparatus  such  as  the  stationary  bicycle, 
and  enrollment  in  occupational  therapy  for  work  on 
the  foot-operated  jig  saw  and  other  accepted  media. 
Since  ACTH  had  been  stopped,  we  now  limited 
exercise  to  what  could  be  accomplished  with  only 
slight  pain. 

When  last  seen,  twenty  weeks  after  ACTH,  this 
man  walked  into  our  clinic  without  the  use  of  any 
canes.  His  kyphosis  was  not  materially  improved. 
His  hips  could  be  abducted  so  that  the  knees  are  8 
inches  apart,  and  he  walked  with  normally  progres- 
sive gait  instead  of  his  former  scissors  gait.  His 
attitude  toward  life  has  changed  so  that  now  he  is 
eager  to  work.  Our  problem  now  is  whether  to 
enroll  him  in  one  of  the  Institute  courses  which  will 
provide  training  in  a more  sedentary  job  or  to  let 
him  consider  a return  to  his  old  job,  that  of  insurance 
salesman. 

The  major  point  which  we  wish  to  make  in  re- 
gard to  this  man  and  others  who  are  more  briefly 
summarized  is  that  physical  or  medical  pro- 
cedures alone  could  not  help  because  the  disease 
activity  would  not  allow  intensive  exercise. 
ACTH  or  cortisone  alone  were  not  completely 
effective  because  severe  contractures  and  de- 
formities change  very  little  without  the  addition 
of  intensive  physical  measures. 

Management  of  Cases  with  Advanced 
Arthritic  Deformities 

The  usual  management  of  these  cases  has  been 
the  following:  A determination  of  the  type  and 
status  of  the  case  is  made  as  a result  of  complete 
medical  work-up.  A record  of  the  deformities 
present  is  made  by  means  of  accurate  joint 
measurement,  photography,  x-rays,  and  in  cer- 
tain cases  with  the  help  of  moving  pictures. 

The  patient  is  then  given  either  cortisone  or 
ACTH  for  a test  period  of  about  one  week.  The 
purpose  of  this  trial  run  is  to  assess  the  amount  of 
residual  deformity,  to  explore  drug  tolerance,  to 
approach  the  point  of  maximum  effect  of  the  drug 
on  the  arthritic  process,  and  to  redetermine  and 
record  persisting  deformity. 

At  this  point  the  physiologic  effect  of  the  drug 
has  lessened  the  pain  and  visibly  reduced  the  in- 
flammatory process  and  lessened  the  usual  tend- 
ency of  tissue  reaction  to  activity.  It  is  now  pos- 
sible to  apply  vigorous  physical  therapy  even  be- 
yond the  point  of  pain.  Tight,  shortened  muscles 
are  passively  stretched ; casts  are  often  applied  to 


joints  showing  flexion  deformities.  The  cast  is 
applied  in  the  usual  way  but  with  considerable 
reinforcement  over  the  extensor  surface  of  the 
joint.  Before  the  cast  dries  considerable  pressure 
is  applied  to  extend  further  the  contracted  joint. 
This  is  held  in  this  position  until  drying  takes 
place.  After  two  or  three  days  these  casts  are 
bivalved  to  permit  further  and  continuous  force- 
ful passive  and  active  exercise  of  the  joint. 

All  joints  with  reduced  range  of  motion  are 
manipulated  unless  definite  ankylosis  is  present. 
These  manipulations  must  be  carried  out  with 
respect  and  by  definitely  accepted  methods  of 
procedure.6  Often  these  patients  have  been  long 
immobilized.  Osteoporosis  and  fragility  are  pres- 
ent, which  require  extreme  care  if  the  necessary 
force  is  to  be  applied  to  reduce  the  deformity 
passively.  The  joints  are  at  first  moved  into  posi- 
tions not  usual  to  normal  voluntary  movement. 
Traction  movements  are  first  applied.  The 
direction  of  this  traction  is  such  as  to  separate 
the  joint  surfaces  usually  reduced  by  cartilagin- 
ous destruction.  Next,  gliding  movements  within 
the  range  of  ligamentous  limitation  are  made. 
Following  this,  flexion  and  extension  movements 
are  attempted.  The  manner  of  applying  the  force 
must  be  with  complete  control  of  the  movement, 
which  is  done  through  short  range  and  with 
avoidance  of  long  bone  leverage. 

It  is  usually  possible  to  carry  out  these  manip- 
ulations with  but  moderate  pain  and  within  the 
limit  of  fixed  deformity  to  effect  considerable  in- 
crease in  range  of  movement  as  a result  of  the 
effort. 

Following  this  the  patient  is  instructed  in  and 
advised  to  carry  out  exercises  to  maintain  the 
new  range  of  movement  which  has  been  estab- 
lished. These  exercises  are  repeated  by  the  pa- 
tient several  times  a day.  Specially  prescribed 
occupational  therapy  routines  add  much  to  this 
portion  of  the  program.  If  there  is  any  increase 
in  pain  or  any  inflammatory  sequelae  to  the 
manipulation,  hot  applications  and  massage  are 
also  given. 

The  patient  is  ambulated  as  soon  as  possible 
after  the  physical  therapy  is  started.  Ambula- 
tion is  enhanced  by  the  use  of  temporary  exten- 
sion braces  which  hold  the  position  of  increased 
extension  in  cases  where,  with  weight  bearing 
inability  due  to  influence  of  gravity  and  weak 
quadriceps,  effective  walking  would  be  prevented. 
The  painlessness  of  these  walking  efforts  is  not- 
able. 

Depending  on  the  degree  of  postural  imbalance 
and  muscular  weakness,  different  aids  to  walking 
are  utilized,  such  as  parallel  bars,  walkers,  walk- 
ing ropes,  crutches,  tripod  canes,  or  ordinary 
canes.  Frequent  periods  of  walking  are  encour- 
aged. 
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Depending  on  the  length  of  the  disability  and 
inactivity  of  the  patient,  various  degrees  of  weak- 
ness exist  in  each  patient.  The  muscles  are  tested 
for  weaknesses  due  to  disuse  and,  when  present, 
are  treated  by  a strenuous  routine  of  progres- 
sively weighted  resistive  exercises.7  These  ex- 
ercises not  only  strengthen  the  muscles,  but  the 
effort  called  forth  to  overcome  the  weights  ap- 
plied results  in  further  increase  in  the  range  of 
movement.  The  abductors  of  the  hip  and  shoul- 
der, the  triceps,  quadriceps,  anterior  and  poste- 
rior calves,  supinators  and  pronators,  and  also  the 
abdominal  and  trunk  muscles  usually  require 
such  strengthening  routine  of  exercises. 

As  the  effects  of  gravity  can  be  combated, 
routines  of  exercise  to  smooth  out  the  gait  and 
improve  posture  are  given. 

If  the  patient  has  been  overweight,  it  is  im- 
portant that  dietary  routine  be  instituted  to  re- 
duce weight.  In  some  of  these  cases  this  must  be 
combined  with  iron,  vitamins,  and  parenteral 
liver  to  maintain  blood  values. 

After  about  two  months  under  the  drug  and 
vigorous  treatment,  the  drug  is  discontinued  for 
a trial  period  of  one  week,  and  activities  are  con- 
tinued. If  reaction  takes  place,  this  is  studied, 
and  the  drug  is  readministered  orally  in  amount 
sufficient  to  control  the  reaction.  Fifty  milli- 
' grams  daily  represent  the  usual  maintenance  dose. 

Cases  with  severe  fixed  deformities  require 
i special  mobilization  technics  to  utilize  to  a maxi- 
mum all  available  physical  potentials.  Most  of 
the  cases  with  extreme  deformities  require  psy- 
chologic adjustment  to  the  remaining  disability 
in  order  to  increase  security  and  desire  for  living. 

The  following  is  a summary  in  brief  of  a small 
group  of  patients  who  have  been  treated.  Not  all 
have  done  well,  since  the  effectiveness  of  physical 
measures  is  just  as  dependent  on  the  patient’s 
cooperation  as  it  is  on  the  prescription  of  the 
physician. 

Case  Reports 

Case  2. — H.  W.,  a woman  aged  thirty,  with  Marie- 
Striimpell  arthritis,  was  bedridden  in  spite  of  at- 
tempts at  rehabilitation  including  arthroplasty  of 
one  hip.  She  is  now  working  six  hours  daily' at  the 
Institute  for  Crippled  and  Disabled  on  a program 
of  physical  exercise,  posturing,  and  gait  training. 

! She  has  had  twelve  months  of  treatment,  is  walking 
without  assistance,  and  gets  in  and  out  of  a car  in 
her  daily  trips  to  the  Institute.  She  is  receiving  a 
maintenance  dose  of  cortisone,  25  mg.  twice  daily. 

Case  3. — I.  0.,  a woman  of  fifty-two  years,  with 
rheumatoid  arthritis,  had  hip,  knee,  and  ankle 
limitations  and  walked  in  flexion  limp,  never  with 
the  heel  to  the  floor.  Because  of  her  inability  to 
walk,  she  had  not  been  out  of  her  house  for  one  year. 
After  two  months,  she  now  comes  to  the  Arthritis 
Clinic,  walks  with  heel  to  floor  unassisted.  She  is 
on  a maintenance  dose  of  cortisone,  50  mg.  daily. 


Case  4- — M.  M.,  a female  aged  fifty-six,  a house- 
wife with  rheumatoid  arthritis,  entered  the  hospital 
on  a stretcher  w ith  marked  flexion  deformity  of  the 
hips  and  knees.  She  stated  she  had  not  walked  for 
three  years  and  eight  months.  She  is  now  doing  her 
own  light  housework  and  attending  the  Institute 
.twice  weekly  for  continuation  of  her  mobilization 
program,  with  75  mg.  of  cortisone  per  day.  The 
flexion  limitation  has  decreased  from  90  to  170 
degrees  in  this  case. 

Case  5. — B.  F.,  a male  aged  fifty-eight,  lawyer, 
had  a fifteen-year  history  of  rheumatoid  arthritis. 
When  first  seen  he  could  only  walk  with  a crutch  plus 
personal  assistance.  After  six  weeks  of  combined 
treatment,  he  could  walk  unassisted  300  feet  with 
ease.  He  had  increased  his  work  in  his  office  from 
six  to  thirty-six  hours  per  week.  This  patient,  on 
maintenance  dose  of  cortisone,  discontinued  his 
prescribed  exercise  routine  at  the  time  his  partner 
heavily  embezzled  joint  funds.  At  this  time,  the 
patient  seemed  to  lose  interest  in  further  rehabilita- 
tion. He  is  not  following  up  physical  therapy  at  the 
Institute  and  is  only  able  to  go  to  his  office  twelve 
hours  a week. 

Conclusions 

1.  ACTH  or  cortisone  alone  is  not  com- 
pletely effective  in  reversing  the  symptoms  of 
severe,  longstanding  arthritis. 

2.  Physical  measures  which  are  strenuous 
enough  to  help  severe  arthritics  are  impossible 
without  cortisone  or  ACTH  because  the  rebound 
effect  leaves  the.  patient  worse  than  before. 

3.  With  ACTH  or  cortisone  and  physical 
measures  together,  it  is  possible  to  increase  range 
of  motion  and  muscle  power,  to  relieve  pain,  and, 
in  short,  to  rehabilitate  severely  handicapped 
people  wdio  would  not  be  helped  by  either  measure 
alone. 

4.  The  use  of  drugs  and  inpatient  physical 
therapy  is  just  a beginning  in  treatments  and 
must  be  supplemented  with  supervised  rehabili- 
tation technics  to  maintain  the  progress  initially 
made. 

5.  An  outline  of  management  of  combined 
treatment  is  presented. 

6.  Exemplary  case  reports  are  given. 
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Discussion 

Morton  Hoberman,  M.D.,  New  York  City. — Drs. 
Snow  and  Coss  are  to  be  congratulated  for  an  excel- 
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lent  presentation  representing  the  gratifying  results 
that  may  be  obtained  bj-  close  collaboration  of  the 
rheumatologist  and  the  physiatrist.  There  is  no 
doubt  in  my  mind  that  many  patients,  similar  to  the 
authors’  patients,  have  been  given  cortisone  and 
ACTH  and  have  not  achieved  results  similar  to 
those  described  by  the  authors,  because  intensive 
physical  therapy,  occupational  therapy,  and  physical 
rehabilitation  procedures  were  not  given  at  the  same 
time. 

There  are  several  items  which  bear  repetition  and 
re-emphasis.  The  casts  used  by  Drs.  Snow  and  Coss 
bear  no  resemblance  to  the  old-time  wedging  casts. 
The  latter  frequently  were  kept  on,  without  removal, 
for  three  to  eight  weeks,  and  often  resulted  in  fused 
joints.  The  casts  used  by  Drs.  Snow  and  Coss  are 
kept  on  for  two  days  and  are  then  bivalved.  There- 
after, they  are  removed  whenever  the  patient  leaves 
his  bed  for  any  form  of  therapy.  In  this  way,  much 
of  the  atrophy  and  vasomotor  imbalance,  which  we 
were  accustomed  to  see  after  removal  of  wedging 
casts,  have  been  eliminated. 

The  adjustable  training  splint  described  by  Drs. 
Snow  and  Coss  is  an  excellent  piece  of  gymnasium 
equipment.  This  splint  is  used  only  for  balance 
and  gait  training.  The  splint  is  very  readily  adjust- 


able to  various  changes  so  that  it  may  be  used  for 
other  patients.  It  also  gives  three-point  pressure 
(posterior  thigh,  posterior  calf,  and  anterior  knee), 
so  that  a definite  positive  effect  can  be  exerted  on 
knee  flexion  contractions. 

I was  glad  to  hear  the  authors  describe  improve- 
ments in  terms  of  increased  hours  of  work  capacity 
as  well  as  in  degrees  of  joint  motion  and  in  muscle 
strength.  Too  often  the  latter  improvements  are  no 
indication  of  the  degree  of  functional  capacity.  A 
knee  or  wrist  must  improve  functionally  for  the 
patient  to  continue  the  arduous  program  set  up  for 
him  by  the  physician. 

The  importance  of  group  work  and  exercise  cannot 
be  overemphasized,  both  for  the  psychologic  effect 
and  the  ability  to  give  the  patient  longer  treatment 
sessions  per  day  by  one  therapist.  Note,  also,  that 
patients  are  also  maintained  on  salicylate  therapy. 

Manipulation  as  used  in  these  patients  is  not 
simple,  nor  is  it  without  danger.  Dr.  Snow  has 
been  doing  manipulation  therapy  for  many  years. 
He  knows  the  scientific  basis  for  this  procedure  as 
well  as  the  art  of  successful  manipulation.  I would 
hesitate  to  urge  all  physicians  to  manipulate  the 
joints  of  their  arthritic  patients  as  vigorously  as  he 
does. 
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AFTER-CARE  FOR  THE  POLIOMYELITIS  PATIENT 
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A FTER-CARE  for  the  poliomyelitis  patient 
d\.  following  hospital  discharge  is  an  aspect  of 
total  care  which  has  not  received  sufficient  em- 
phasis. Perhaps  some  of  the  indifference  to  this 
phase  of  the  disease  is  due  to  a lack  of  apprecia- 
tion of  what  adequate  after-care  entails.  It  may 
also  be  related  to  an  oft-repeated  statement  attrib- 
uted to  Bennett,  to  the  effect  that  nearly  all 
polio  patients  exhibit  80  per  cent  of  their  eventual 
maximal  return  of  muscle  strength  within  nine 
months  after  onset,  and  the  impression  that  after 
eighteen  months  no  further  increase  in  muscle 

! strength  can  be  expected.1  Another  possible 
reason  results  from  a concept  that,  after  dis- 
I charge  from  the  hospital,  only  functional  activity 
r is  of  importance  and  is  sufficient  to  bring  the  af- 
fected musculature  to  its  greatest  strength  and 
endurance. 

Many  similar  statements  have  appeared  in  the 
literature.  Concerning  rate  of  recovery  of  muscle 
'strength,  the  original  statement  by  Bennett  is  pref- 

Iacedby  the  phrase  “adequate  and  intelligent  treat- 
ment” during  the  acute  and  early  convalescent 
as  well  as  the  convalescent  periods.  It  further 
implies  that  the  patient  is  both  old  enough  and  in- 
herently has  sufficient  muscle  sense  to  give  such 
treatment  the  attention  and  concentration  it  de- 
r serves.  It  is  also  apparent  on  careful  study  of  the 
article  that  the  previously  mentioned  statement 
does  not  apply  as  universally  to  moderately  and 
severely  involved  poliomyelitis  patients  as  it  does 
to  the  mildly  involved  poliomyelitis  patients.1 
Concerning  functional  activity,  it  is  the  con- 
sensus of  opinion  of  practically  all  persons  caring 
for  the  handicapped  that  most  physically  dis- 
abled persons  do  not  utilize  their  residual  poten- 
tialities to  their  greatest  extent  without  pro- 
longed and  adequate  training  and  practice  under 
I competent  supervision. 

After-care  for  the  poliomyelitis  patient  is  a 
long-term  program,  whether  the  patient  is  mildly, 
moderately,  or  severely  involved.  As  might  be 
expected,  the  moderately  and  severely  involved 
poliomyelitis  patients  usually  receive  more 
thorough  after-care  for  longer  periods  than  do  the 
, so-called  nonparalytic  and  mildly  involved  pa- 
tients. This  is  unfortunate,  since  it  cannot  be 
| emphasized  too  strongly  and  too  often  that  de- 
formities, contractures,  and  other  undesirable 
1 residuals  can  and  do,  in  fact,  occur  in  any  phase 
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or  period  of  the  disease  as  well  as  in  any  type  of 
patient.  Only  by  careful,  frequent  observation, 
plus  judicious  treatment  at  indicated  periods,  can 
these  undesirable  residuals  be  reduced  to  a mini- 
mum. 

The  results  of  two  recent  surveys  would  seem 
to  bear  out  these  statements.2-3  The  results  of 
the  one  survey  in  a metropolitan  hospital  with  a 
large  poliomyelitis  follow-up  clinic  indicated  a 
surprisingly  large  number  of  cases  of  scoliosis 
which  became  clinically  evident  four  to  six  years 
after  onset,  even  in  so-called  nonparalytic  and 
mildly  involved  patients.2  It  would,  therefore, 
seem  imperative  that  even  these  patients,  the 
nonparalytic  and  mildly  involved,  who  far  out- 
number the  moderately  and  severely  involved 
patients,  should  be  re-examined  at  regular  inter- 
vals for  at  least  five  years.  In  the  other  survey 
of  500  poliomyelitis  patients,  all  over  sixteen 
years  of  age  and  who  had  had  polio  at  least  three 
years  prior  to  the  survey,  it  was  concluded  that 
insufficient  follow-up  care  of  patients  resulted  in 
three  times  as  many  persons  with  inadequate 
capabilities  as  patients  with  ample  follow-up.3 
It  was  estimated  that  if  these  patients  had  had 
careful  follow-up  and  careful  teaching  of  daily  de- 
mand activities  that  the  percentage  of  home- 
bound  patients  would  have  been  reduced  from  13 
to  3 per  cent. 

It  seems  reasonable  to  assume  that  since  such 
conditions  prevail  in  the  City  of  New  York  (and 
probably  in  other  large  medical  centers  in  the 
State  of  New  York),  where  good  follow-up  exam- 
ination and  treatment  is  available  to  patients 
on  one  basis  or  another,  similar  conditions,  or 
possibly  worse  conditions,  exist  in  outlying  dis- 
tricts of  the  State  where  the  facilities  for  such 
examination  and  treatment  are  not  so  readily 
available.  It  seems  to  me  that  in  such  areas  the 
family  physician  should  assume  the  responsibility 
for  the  follow-up  and  after-care,  especially  of  the 
nonparalytic  and  mildly  involved  patients.  These 
patients  rarely  report  to  the  orthopedic  clinics 
sponsored  by  the  State  Department  of  Health, 
which  are  held  throughout  the  State  of  New  York. 
However,  they  are  seen  by  the  family  physician 
from  time  to  time,  and  it  is  his  duty  to  examine 
them  for  polio  residuals  or  to  refer  them  for  such 
examination. 

The  follow-up  examination  and  evaluation  are 
the  most  important  aspects  of  the  after-care  for 
the  poliomyelitis  patient  upon  which  subsequent 
treatment  is  based.  Unless  they  are  thorough 
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and  complete,  much  of  the  good  that  had  been 
accomplished  can  be  undone.  Wherever  pos- 
sible, the  examining  physician  should  obtain  a 
transcript  from  the  hospital  from  which  the  pa- 
tient was  discharged.  Such  a report  will  usually 
indicate  the  degree  of  muscle  and  flexibility  im- 
pairment at  onset  of  the  disease  and  at  the  time 
of  discharge,  giving  some  estimate  of  the  rate  of 
progress  the  patient  made  while  receiving  super- 
vised treatment.  It  may  also  indicate  the  degree 
of  self-sufficiency  the  patient  attained  and  the 
apparatus  he  used,  if  any.  An  x-ray  report  of  the 
spine  may  also  be  available. 

The  follow-up  examination  is,  unfortunately, 
time-consuming.  For  most  patients  who  are  more 
than  very  mildly  involved,  it  should  include  many 
of  the  following  items. 

I.  History.  (From  the  patient,  parents,  or 

both) 

A.  Growth  and  gain  in  weight  since  last 

examination.  General  health  since 
last  examination. 

B.  Is  the  patient  performing  all  previously 

learned  activities?  If  not,  why? 

C.  Has  the  patient  learned  any  new  activi- 

ties? What  is  the  patient  still 
unable  to  do  in  so  far  as  his  daily 
demands  are  concerned? 

D.  In  the  nonparalytic  and  mildly  in- 

volved patients,  are  they  performing 
activities  consistent  with  their  age 
group  and  developmental  level? 

E.  Is  fatigue  more  or  less  apparent  now? 

Is  work  capacity  increasing  or  de- 
creasing (adults)? 

F.  Is  there  any  alteration  of  the  motor 

pattern  with  fatigue  (e.g.,  limping, 
toe  drop,  slouching,  unusual  shoe 
wear,  or  such  objective  findings)  ? 

G.  Has  the  patient  been  following  previous 

recommendations  (e.g.,  exercise,  use 
of  apparatus,  rest  periods)? 

H.  Miscellaneous  questions — usually  those 

relating  specifically  to  that  individual 
(painful  muscles,  breathing  difficul- 
ties, inability  to  do  certain  other 
things). 

II.  Posture  and  Gait 

A.  Positional  attitude  of  the  various 

bodily  segments  (protruding  head 
or  abdomen,  round  back,  increased 
lordosis,  genu  varus  or  valgus,  pes 
cavus  or  planus). 

B.  Shoulder  and  pelvic  levels. 

C.  Lateral  spinal  curves  (rotation? 

fixed?). 

D.  Length  and  girth  of  the  extremities. 

E.  Observation  of  gait — normal  walking, 

walking  on  heels  and  toes,  running, 


walking  up  and  down  stairs  (note 
limp,  rotation  of  lower  extremity, 
hip  hiking). 

III.  Flexibility  Evaluation. — Determination  of 

the  flexibility  of  the  trunk  and  other  in- 
volved areas  is  important  in  the  polio 
patient.  Occasionally  the  apparent  de- 
crease in  the  strength  of  a muscle  may  l)e 
due  to  a loss  of  flexibility'  of  the  part  (the 
muscle  is  at  a mechanical  disadvantage 
and  hence  less  efficient).  Especially  in 
children,  hip  rotation  or  pelvic  torsion 
may  be  due  to  shortening  or  tightness  of 
the  fascia  lata  at  any  stage  of  the  disease.* 
The  degree  of  flexibility  desired  in  these 
patients  should  be  consistent  with  their 
age  and  size. 

IV.  Muscle  Evaluation. — Probably  the  most  fre- 

quently used  means  of  re-evaluating  the 
poliomyelitis  patient  is  the  manual  muscle 
test.  It  is  advisable  to  test  all  involved 
areas  at  each  examination.  Wherever 
possible  the  same  individual  should  do 
the  retesting,  since  definite  variations 
exist  in  the  manual  muscle  test  as  per- 
formed by  different  individuals.  It  is  also 
important  to  check  muscular  coordina- 
tion and  endurance  as  well  as  muscular 
strength. 

V.  Supportive  Apparatus. — Apparatus  (braces, 

crutches,  canes,  corsets,  wheelchairs,  etc.) 
should  be  rechecked  at  each  examination 
for  size  and  present  state  of  repair.  It  is 
also  important  to  determine  whether  the 
need  for  the  apparatus  still  exists. 

For  the  nonparalytic  and  mildly  involved 
children  examination  should  be  performed  at 
least  three  times  the  first  year  after  discharge 
from  the  hospital,  twice  the  second  year,  and  an- 
nually thereafter,  for  a total  of  five  years.  For 
adults  with  the  same  involvement,  examination 
should  be  done  at  the  same  rate  for  the  first  two 
years;  later  examinations  will  depend  on  the  in- 
dividual patient. 

For  the  moderately  and  severely  involved  pa 
tients  (children  and  adults)  follow-up  examina- 
tions should  be  performed  at  least  three  times 
in  the  first  six  months  after  hospital  discharge  and 
every  three  months  thereafter  for  two  years. 
Rate  of  examination  beyond  this  period  will  de- 
pend on  the  individual  patient  but  should  be  no 
less  than  twice  a year  for  a total  of  five  years. 

On  the  basis  of  these  examinations  (some  of 
which  may  have  been  performed  by  a qualified 
physical  therapist  at  the  request  of  the  physi 
cian),  an  evaluation  of  the  patient’s  present  status 
should  be  made  by  the  physician.  It  is  the  physi- 
cian’s responsibility  to  make  some  of  the  following 
determinations,  based  on  his  evaluation: 
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1.  Is  the  patient  improving,  regressing,  or  has 
his  status  remained  unchanged? 

2.  Is  further  treatment  (muscle  re-education, 
stretching,  or  end-rehabilitation  technics)  indi- 
cated at  this  time?  If  so,  what  form  should  it 
take,  how  energetic,  how  often  should  it  be 
given? 

3.  Should  treatment  be  discontinued  for  the 
present  because  the  patient  has  made  a maxi- 
mum return  or  because  he  has  reached  a plateau 
at  this  particular  age  or  developmental  level  (es- 
pecially children)? 

4.  If  the  patient  has  regressed,  to  what  may 
this  be  attributed — insufficient  treatment,  too 
strenuous  treatment,  improper  use  of  the  in- 
volved areas,  intercurrent  disease,  laziness,  in- 

| difference,  or  other  psychologic  maladjustment? 

5.  Are  there,  at  present,  any  indications  for 
, surgical  intervention  to  facilitate  functioning  of  a 
j part,  to  correct  deformities  or  contractures,  or  to 

I take  the  place  of  a brace? 

6.  Is  the  patient  in  need  of  special  counselling 
concerning  education,  vocation,  social  adjust- 
ment, or  emotional  adjustment,  to  lessen  the 

I actual  handicap? 

It  is  almost  impossible  to  enumerate  all  the 
problems  which  may  arise  in  the  life  history  of 
polio  patients.  It  is  also  impossible  to  give  the 
details  of  treatment  which  may  be  indicated  as  a 
result  of  the  follow-up  examination  in  the  various 
types  of  polio  patients.  There  are,  however,  a 
few  principles  of  treatment  and  of  the  art  of 
handling  polio  patients  which  may  be  applicable 
to  many  patients. 

1.  Treat  the  entire  patient,  not  just  a weak  or 
paralyzed  extremity. 

2.  Motivate  the  patient,  but  do  not  give  him 
false  hopes  in  order  to  do  so. 

3.  As  the  physician,  you  must  know  not  to 
expect  more  of  the  patient  than  his  residual  dis- 
abilities will  permit. 

4.  The  prescription  for  muscle  re-education 
(when  indicated)  should  emphasize  the  need  to 
decrease  muscular  imbalance  as  well  as  the  need 
to  increase  muscular  control,  coordination,  and 
1 strength  (this  is  especially  true  for  trunk,  shoulder, 
and  hip  muscles).  Where  functional  activity  is 
stressed  prior  to  muscular  control  and  coordina- 
tion, there  is  a tendency  for  muscular  imbalance 
to  increase. 

5.  Do  not  expect  the  child  to  cooperate  in  his 
treatment  program  as  well  as  an  adult.  Because 
of  this  lack  of  cooperation  and  also  motivation, 
the  period  of  expected  return  of  muscle  strength 
and  functional  capacity  may  be  as  much  as  five 
years  (and  in  some  instances,  even  longer). 
Treatment  in  the  child  may  have  to  be  inter- 
mittent to  allow  for  growth  and  development 


(e.g.,  treatment  for  three  to  six  months  followed 
by  two  to  three  months  of  no  treatment). 

6.  Overbracing  is  preferred  to  inadequate 
bracing.  Piecemeal  addition  of  braces  is  very  dis- 
heartening and  frustrating  to  the  patient  and  his 
parents. 

7.  The  old  adage,  “no  surgery  until  two  years 
after  onset,”  is  not  universally  applicable.  The 
child  who  has  considerable  tightness  of  the  ilio- 
tibial band  after  six  months  of  adequate  and  in- 
telligent treatment  should  be  evaluated  for 
fasciotomy.4  In  the  adult,  the  need  for  function 
may  dictate  the  desirability  for  a foot  stabiliza- 
tion or  an  opponens  transplant  even  before  the 
end  of  the  first  year. 

Summary 

After-care  of  the  poliomyelitis  patient  is  as  es- 
sential as  good  care  during  the  hospitalization  of 
the  patient.  Continued  observation  and  proper 
prescriptions  for  treatment  for  all  types  of  polio 
patients  are  essential  if  maximum  rehabilitation 
with  minimal  disability  is  to  be  attained.  We 
have  found  that  the  more  severely  involved  pa- 
tients tend  to  get  more  attention  in  this  respect 
than  do  the  so-called  “nonparalytic  or  mildly  in- 
volved” patients.  However,  the  vastly  superior 
numbers  of  the  latter  type  of  patients  make  it  im- 
perative that  they  also  be  followed  carefully  for 
sufficiently  long  periods  after  discharge  from  the 
hospital. 
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Discussion 

William  Benham  Snow,  M.D.,  New  York  City. — 
Dr.  Hoberman  has  sounded  a warning  against  loosely 
planned  rehabilitation.  There  is  a constant  appeal 
throughout  this  paper  for  the  profession  caring  for 
poliomyelitis  after  the  acute  stage  to  consider  the 
nature  of  the  disease.  Poliomyelitis  does  not  follow 
any  set  rules  during  the  invasion.  The  damage  may 
result  in  paralysis  to  any  motor  unit;  any  number  of 
muscles  or  a part  of  any  muscle  may  be  involved. 
Early  spasm,  if  not  replaced  by  complete  flexibility, 
will  combine  with  paralysis  to  form  resulting  patterns 
of  movement  which  are  diverse  and  often  bizarre. 
The  control  system  is  not  disturbed  as  in  upper 
motor  neuron  disease.  Joints  themselves  are  not  in- 
flamed. Deformities  in  poliomyelitis  result  from  dis- 
tinct causes:  (1)  Muscles  lose  length  and  become 
permanently  contracted,  or  (2)  imbalance  between 
the  muscles  acting  across  a joint  may  occur.  The 
tight  muscles,  if  allowed  to  become  shortened,  bring 
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about  fixed  deformities  which  often  then  require 
orthopedic  surgical  treatment.  Uneven  balance 
between  flexors  and  extensors  interferes  with  smooth 
functioning  of  a joint,  and  the  stronger  muscles  tend 
to  pull  the  part  to  which  they  are  attached  into 
abnormal  position  with  resulting  deformity. 

(3)  Growth,  especially  in  the  rapidly  growing 
age  period  subsequent  to  poliomyelitis,  often  brings 
about  deformities  due  to  lengthening  of  the  bone 
and  inability  of  the  muscles  to  develop  in  proportion. 
An\’  abnormal  balance  previously  present  is  exag- 
gerated at  this  time. 

These  are  the  reasons  behind  Dr.  Hoberman’s 
urging  more  careful  follow-up  by  physicians  charged 
with  responsibility  for  after-care.  If  they  accept 
this  responsibility,  they  must  see  and  critically  ob- 
serve the  patient  frequently  at  first  and  less  fre- 
quently but  continuously  for  several  years.  They 
must  recognize  the  needs  existing  for  treatment  and 
see  that  it  is  done  with  good  timing. 

Functional  end-rehabilitation  technics,  so  widely 
heralded  in  the  treatment  of  the  disabled,  do  not 
enter  into  the  treatment  of  poliomyelitis  until 
definitive  strengthening  of  individual  muscles 
weakened  by  the  disease  has  been  completed.  Like- 
wise, they  do  not  apply  until  maximum  length  of 


tight  muscles  has  been  attained  and  retained.  If 
this  care  is  not  taken,  already  weak  muscles  are  fur- 
ther weakened  through  enforced  activity,  and  hyper- 
trophy develops  in  muscles  already  strong.  Such 
dangers  exist  in  the  adoption  of  mechanical  devices 
in  treatment  as  substitutes  for  well-trained  physical 
therapists. 

Dr.  Iloberman,  working  in  Ihc  New  York  State 
Rehabilitation  Hospital,  appeals  for  better  liaison 
between  the  physician  to  whom  these  patients  are 
returned  and  the  rehabilitation  hospital.  Through 
end-result  clinics,  the  staff  of  this  hospital  sees  this 
lack  of  follow-up.  Any  institution  discharging  a 
poliomyelitis  patient  will  supply  on  request  a report 
of  the  history,  status  of  the  patient  on  discharge,  and 
postinstitutional  needs  of  the  patient. 

Field  workers  in  health  services  constantly  make 
such  liaison  before  and  while  treating  their  patients, 
contacting  the  doctors  in  charge  for  such  informa- 
tion. Apparently  much  less  effort  is  expended  by 
the  doctors  themselves  in  the  patient’s  interest. 

There  is  no  question  but  that  more  particularized, 
intelligent  after-care  can  do  much  to  improve  the 
future  of  these  patients,  lessen  functional  incapacity, 
and  result  in  less  need  for  end  rehabilitation — surgi- 
cal and  otherwise. 


IMMUNITY  IN  TUBERCULOSIS 
The  author  voices  his  objections  to  reliance  on 
BCG  as  a weapon  in  tuberculosis  control,  citing 
progress  made  by  means  of  the  tried  methods. 
After  a historical  review  of  attempts  to  establish 
immunity  against  tuberculosis  through  the  use  of 
attenuated  bacilli,  he  discusses  his  exceptions  taken 
both  to  the  investigatory  methods  of  BCG  propo- 
nents and  to  the  use  of  vaccine.  Chief  among  the 
latter  are  his  contentions  that  (1)  there  is  no  de- 
pendable immunity  in  tuberculosis;  (2)  there  is 
no  criterion  for  immunity — the  tuberculin  reaction 
was  regarded  as  such,  but  observations  reveal  that 
it  is  only  the  reactors  in  whom  active  tuberculosis 
develops;  (3)  the  harmlessness  of  the  attenuated 
, strains  used  has  not  been  proved;  (4)  there  is  no 
agreement  among  the  proponents  of  BCG  on  various 
vital  points  relating  to  its  preparation  and  use, 
and  (5)  use  of  BCG  negates  the  usefulness  of  a 
valuable  weapon  in  case  discovery — the  tuberculin 
test. — J.  Arthur  Myers,  M.D.,  Journal  of  the  Ameri- 
can Medical  Association,  August  18, 1951 


INTESTINAL  OBSTRUCTION  DUE  TO 
GALLSTONES 

The  authors  present  two  cases  of  intestinal 
obstruction  due  to  gallstones  impacted  in  the  in- 
testinal tract.  This  is  a rare  cause  of  intestinal 
obstruction,  accounting  for  perhaps  0.5  to  2 per 
cent.  Route  of  entrance  is  usually  through  a fistula 
between  the  gallbladder  and  the  duodenum.  Older 
persons,  mostly  women,  are  the  more  likely  subjects. 
The  terminal  portion  of  the  ileum,  where  the  lumen 
narrows,  is  the  most  frequent  site  of  the  impaction. 
This  type  of  obstruction  differs  from  others  in  that 
symptoms  may  subside  and  recur  a number  of  times 
before  the  patient  is  brought  to  surgery.  Although 
a positive  diagnosis  before  operation  is  unlikely,  a 
roentgenogram  of  the  abdomen  is  often  of  value. 
The  high  mortality  rate  of  this  condition  may  be 
bettered  by  earlier  diagnosis  and  treatment.  Opera- 
tive intervention  is  usually  necessary. — Walter  .4. 
Calihan,  M.D.,  and  Harold  F.  Hulbert,  M.D.,  Journal 
of  the  International  College  of  Surgeons,  September, 
1951 


EXPERIMENTAL  REVASCULARIZATION  OF  THE  RHEUMATIC 
MYOCARDIUM:  A PRELIMINARY  REPORT 

A.  N.  Gorelik,  M.D.,  Bronx,  New  York 
( From  the  Department  of  Thoracic  Surgery,  Metropolitan  Hospital ) 


IN  RHEUMATIC  heart  disease  most  of  our 
attention  is  focused  on  the  valves,  very  little 
, attention  being  given  to  the  myocardial  blood 
i supply. 

Surgical  repair  of  the  valves  is  advocated  by 
Bailey  et  al.  and  Brock  and  Campbell.1-2  The 
j results  of  their  operations  are  satisfactory  in  care- 
fully selected  young  patients.  However,  one 
question  remains  moot  and  unanswered:  Can 
the  myocardium  accept  and  adjust  itself  to  the 
new  condition  after  the  repair  of  the  valve? 
Apparently  some  cases  can  stand  this  repair. 
Patients  forty-five  years  of  age  and  over  who 
suffer  from  chronic  myocardial  insufficiency  and 
who  present  symptoms  of  slow  chronic  congestive 
cardiac  failure  are  condemned  to  permanent 
cardiac  disability  with  eventual  death.  With 
the  exception  of  salt-free  diet,  digitalis,  mer- 
curials, and  rest,  medicine  can  offer  very  little  to 
these  cardiac  cripples.  These  patients  become 
gradually  worse  and  weaker  until  death. 

According  to  Karsner  and  Bayliss,  Gross, 
Kugel,  and  Epstein,  Klemperer,  and  the  Journal 
of  the  American  Medical  Association,  the  pathol- 
ogy of  the  myocardial  branches  of  the  coronary 
arteries  shows  various  degrees  of  narrowing  of 
their  lumen,  thus  simulating  arteriosclerosis,  with 
the  resulting  ischemia  of  the  myocardium.3-6 

Having  revascularized  the  myocardium  in 
cases  of  coronary  arterial  disease  with  satisfac- 
tory results,  it  occurred  to  me  that  if  we  could  re- 
vascularize the  myocardium  of  a rheumatic  heart 
and  thus  change  it  from  an  ischemic  to  a hyper- 
emic  myocardium,  we  would  improve  the  func- 
tion of  the  myocardium  and  strengthen  it  so  that 
it  would  be  able  to  stand  a second  valve  operation 

■c 

if  necessary. 

With  this  thought  in  mind,  I have  done  ex- 
f perimentallv  on  two  cases  the  cardiopericardio- 
pexy  (the  talcum-powder  method) — one  of  mitral 
1 stenosis  with  regurgitation  and  one  of  mitral 
insufficiency. 

Case  Reports 

Case  1. — E.  G.,  a Cuban  male,  fifty  years  of  age, 

■ came  to  my  office  on  October  10,  1950,  with  the 
complaint  of  dyspnea  and  shortness  of  breath  on 
the  slightest  effort,  such  as  walking,  climbing  stairs, 
and  lifting  weights,  and  general  weakness,  a constant 
feeling  of  fatigue,  and  loss  of  weight.  The  patient 
could  not  lie  flat,  on  his  back  because  of  a severe 
continuous  cough. 

In  1907  at  the  age  of  seven,  the  patient  had  his 


first  attack  of  rheumatic  fever  lasting  three  months. 
In  1911  at  the  age  of  eleven,  he  had  his  second 
attack  lasting  three  months.  At  the  age  of  twenty- 
four,  in  1924,  the  patient  experienced  his  third 
attack  lasting  four  months.  He  was  well  from  1924 
to  1942.  In  1942  he  began  to  complain  of  dyspnea, 
shortness  of  breath,  and  weakness.  These  symp- 
toms gradually  became  worse,  to  a point  that  he 
could  not  walk,  climb  stairs,  and  lift  weights.  He 
lost  20  pounds  in  two  years  and  gradually  developed 
swelling  of  his  feet.  The  patient  was  on  a salt-free 
diet  and  on  digitalis  for  a long  time  without  any 
improvement. 

The  patient  appeared  much  older  than  his  age. 
The  veins  in  the  neck  were  prominent  and  pulsating. 
He  weighed  90  pounds.  All  the  chambers  of  the 
heart  were  enlarged,  as  shown  by  fluoroscopy  and 
x-ray.  The  transverse  diameter  of  the  heart  was 
16.4  cm.  A double  mitral  murmur  was  audible  at 
the  apex.  The  pulse  was  112  and  irregular,  and 
blood  pressure  was  140/90.  The  lungs  revealed 
moist  rales  on  both  sides,  especially  in  the  bases 
and  more  pronounced  on  the  left  base.  Liver  was 
three  fingers  below  the  costal  margin.  Both  ankles 
showed  edema.  The  urine  showed  albumin. 

The  diagnosis  was  chronic  rheumatic  heart 
disease,  mitral  stenosis  and  insufficiency,  auricular 
fibrillation,  and  chronic  congestive  heart  failure. 

The  patient  was  continued  on  a salt-free  diet  and 
digitalis.  On  January  15,  1951,  the  cardiac  de- 
compensation was  controlled.  He  was  admitted  to 
the  Park  East  Hospital  on  January  29,  1951. 

On  January  31,  1951,  under  ether-oxygen  anes- 
thesia, a horizontal  incision  over  the  left  fifth  costal 
cartilage  was  made  through  the  skin  and  the  pec- 
t.oralis  major  muscle.  The  costal  cartilage  was  ex- 
cised, the  pericardium  incised,  and  2 teaspoons 
of  talcum  powder  introduced  into  the  pericardial 
sac.  The  pericardium  was  closed,  and  the  chest 
wall  closed  in  layers.  Cardiopericardiopexy  was 
performed  as  a first-stage  procedure  for  a second 
valvular  repair  operation. 

The  patient  made  an  uneventful  recovery  and 
was  discharged  from  the  hospital  on  February  17. 
1951.  His  symptoms  disappeared  almost  at  once. 
He  could  lie  flat  on  his  back,  walk,  and  climb  stairs 
symptomless.  Pulse  ranged  between  60  and  70 
per  minute.  The  patient  gradually  felt  stronger. 
X-ray  of  the  heart  taken  February  6,  1951,  showed 
a diminution  of  the  transverse  diameter  of  the  heart 
from  16.4  to  16.2  cm.  Since  the  operation  the  pa- 
tient has  gained  10  pounds.  He  is  working,  feels 
stronger,  and  is  symptom-free.  He  was  last  seen 
on  December  6,  1951. 

Comment. — This  patient  underwent  a cardioperi- 
cardiopexy operation  as  a first  stage  for  a second 
valvular  operation.  Ten  months  after  the  opera- 
tion the  patient  felt  stronger,  gained  10  pounds, 
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and  was  symptom-free.  The  patient  is  working. 
At  the  present  time  the  valvular  operation  is  not 
indicated. 

Case  2. — S.  M.,  female,  age  forty-nine,  came  to 
my  office  March  1,  1951,  complaining  of  dyspnea 
and  general  weakness  for  the  past  nine  years.  She 
had  rheumatic  fever  at  the  age  of  seven.  Since  her 
recovery  she  had  been  well  until  she  reached  her 
fortieth  year.  Dyspnea  and  general  weakness  were 
constantly  present.  On  examination  the  patient  ap- 
peared very  tired  with  labored  breathing  and  respira- 
tions 28  per  minute.  Pulse  was  110  and  very  weak, 
and  blood  pressure  was  140/90.  The  heart  showed 
a moderate  hypertrophy  in  all  directions.  The 
heart  sounds  were  very  weak.  A soft  systolic  mur- 
mur was  audible  at  the  apex  transmitted  to  the 
axilla.  All  the  other  physical  signs  were  essentially 
negative.  The  diagnosis  was  chronic  rheumatic 
heart  disease  with  mitral  insufficiency. 

The  patient  was  admitted  to  the  Park  East 
Hospital  on  March  13,  1951,  and  was  discharged 
on  March  21,  1951.  On  March  14,  1951,  an  experi- 
mental cardiopericardiopexy  was  done  to  revascu- 
larize the  myocardium.  The  patient  made  a rapid 
and  uneventful  recovery.  Her  symptoms  disap- 
peared completely,  and  she  felt  stronger.  She  was 
last  seen  on  December  6, 1951,  symptom-free  and  feel- 
ing stronger,  with  pulse  ranging  between  70  and  75. 

Summary 

Two  cases  of  chronic  rheumatic  heart  disease 


are  presented,  one  of  mitral  stenosis  and  in- 
sufficiency with  chronic  congestive  heart  failure 
and  the  other  of  mitral  insufficiency. 

Experimental  cardiopericardiopexy  was  per- 
formed on  these  two  patients.  The  symptoms 
disappeared  completely,  the  patients  are  working 
and  clinically  improved.  It  is  too  early  at  this 
time  to  evaluate  the  effects  of  cardiopericardio- 
pexy. 

These  cases  are  reported  because  this  experi- 
mental operation  was  done  for  the  first  time,  I 
believe,  iD  the  history  of  rheumatic  heart  sur- 
gery. 

1749  Grand  Concourse 


Addendum:  Since  this  article  was  submitted  for 
publication,  three  more  cases  of  mitral  stenosis  and 
regurgitation  have  been  treated  successfully  by  the 
same  operative  procedure. 
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DIAPHRAGMATIC  HERNIA 
Despite  the  fact  that  the  many  and  often  puzzling 
symptoms  of  diaphragmatic  hernia  have  long  been 
known,  its  presence  is  a possibility  which  may  be 
overlooked  in  patients  with  vague  digestive  dis- 
orders, particularly  where  there  is  coexisting  disease 
of  the  gallbladder  or  gastrointestinal  tract  which 
adds  to  the  difficulty  of  evaluating  symptoms  due 
to  hiatal  hernia.  The  author  discusses  the  etiology, 
embryology,  symptomatology,  diagnosis,  and  treat- 
ment of  this  disorder.  Many  patients  can  be  treated 
adequately  by  conservative  methods,  while  in 
selected  cases  dramatic  aid  is  given  by  surgery. 
The  possibility  of  neoplasia  in  the  herniated  viscus 
should  not  be  overlooked. — William  N.  Harsha, 
M.D.,  Annals  of  Western  Medicine  and  Surgery, 
July,  1951 


THE  ETIOLOGY  AND  TREATMENT  OF 
SERUM  POTASSIUM  DEFICITS 
During  a two-year  period,  over  6,000  serum  po- 
tassium determinations  were  done  on  about  half 
that  number  of  patients.  Of  the  total,  potassium 
deficiency  was  revealed  in  29.1  per  cent.  This  re- 
port is  based  on  a study  of  150  patients  in  the  latter 
group,  in  whom  the  etiology  of  serum  potassium 
deficiency,  symptomatology,  and  treatment  were 
investigated.  Deviations  were  determined  on  the 
basis  of  a normal  range  of  16  to  22  mg.  per  100  cc. 
It  was  found  6.2  per  cent  were  above  this  normal 
range,  but  these  cases  were  not  dealt  with  in  this 
paper. — Helen  Eastman  Martin,  M.D.,  Journal  of 
the  American  Medical  Association,  September  1, 
1951 


THE  SURGICAL  TREATMENT  OF  DIVERTICULITIS  OF  THE 
SIGMOID  COLON 

John  P.  West,  M.D.,  New  York  City 
( From  the  Surgical  Service  of  St.  Luke’s  Hospital ) 


THE  complications  of  diverticulitis  of  the 
sigmoid  have  long  been  recognized.  In 
1859,  Jones  of  London  reported  the  case  of  a 
man  who  passed  gas  and  feces  in  his  urine  and 
finally  died  as  the  result  of  difficulty  in  uri- 
nating, because  of  a fecal  concretion  in  the 
bladder.1  At  postmortem  a free  communi- 
! cation  was  found  between  the  bladder  and  a 
perforated  sigmoid  diverticulum.  Beer  in  1904 
reviewed  the  literature  on  diverticula  of  the 
colon  and  described  four  complications  of 
1 diverticulitis,  as  follows:  (1)  stenosis,  (2) 

, perforation  into  the  peritoneum,  (3)  abscess  or 
local  peritonitis,  and  (4)  perforation  into  the 
urinary  bladder.2 

The  indications  for  surgical  intervention 
were  emphasized  by  Brewer  and  Mayo  et  al. 
in  1907. 3,4  Brewer  reported  six  cases  of  intra- 
abdominal suppuration  which  he  believed  to 
have  been  caused  by  acute  diverticulitis  of 
the  sigmoid  with  perforation.3  All  were  treated 
by  drainage,  and  the  five  who  had  localized 
abscesses  at  the  time  of  operation  recovered, 
although  one  subsequently  died  following 
closure  of  a fecal  fistula.  The  sixth  patient 
had  generalized  peritonitis  and  died  following 
celiotomy  and  drainage.  Mayo  and  associ- 
ates reported  five  patients  thought  to  have 
carcinoma  of  the  sigmoid  and  treated  by  re- 
section.4 Examination  of  the  removed  speci- 
mens showed  the  primary  disease  to  be  di- 
verticulitis. Two  of  the  five  patients  died 
from  peritonitis. 

The  mortality  following  surgical  intervention 
in  diverticulitis  remained  high,  and  as  pointed 
out  by  Lewis,  the  medical  profession  at  large 
adopted  a rather  inert  and  ultraconservative 
attitude  toward  the  surgical  therapy  of  this 
disease.5 

In  recent  years,  however,  there  has  been 
a steady  decline  in  operative  mortality,  and  in 
1942  Smithwick  did  much  to  stimulate  a more 
aggressive  approach  to  the  problem  when  he 
emphasized  the  fact  that  “the  late  results 
of  operations  for  diverticulitis,  which  neither 
divert  the  fecal  stream  nor  remove  the  in- 
volved segment  of  the  bowel,  were  unsatis- 
factory in  over  40  per  cent  of  the  cases,”  and 
concluded  that  “resection  of  the  involved 

Presented  at  a meeting  of  the  New  York  Surgical  Society, 
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segment  of  the  bowel  appears  to  offer  patients 
suffering  from  the  more  severe  and  complicated 
forms  of  diverticulitis  the  greatest  hope  of 
improvement.”6 

Cave  and  Alsop,  Eggers,  and  others  confirm  the 
value  of  resection  of  the  sigmoid  colon  as  a rela- 
tively safe  method  of  preventing  recurrent  at- 
tacks of  diverticulitis.7-11  One  of  the  largest 
series  reported  to  date  is  that  of  Pemberton  and 
associates.12  During  the  years  1941  to  1945 
inclusive,  the  diagnosis  of  diverticulitis  of  the 
sigmoid  was  made  600  times  at  the  Mayo 
Clinic.  Surgical  treatment  was  employed  in 
144  or  24  per  cent  of  the  cases.  A total  of  109 
patients  were  treated  by  resection  of  the  in- 
volved segment  of  bowel  with  three  deaths,  an 
operative  mortalitj^  of  2.7  per  cent. 

It  is  estimated  by  Brown  and  Marcley  that 
5 per  cent  of  all  people  forty  years  of  age  or 
older  have  diverticula  of  the  colon.13  In  ap- 
proximately 75  per  cent  of  the  cases  diverticula 
are  found  in  the  sigmoid,  and  while  inflam- 
mation may  develop  in  any  diverticulum, 
in  the  great  majority  of  cases  this  complication 
develops  in  the  sigmoid.6,14  The  individual  sur- 
geon is  unlikely  to  have  extensive  experience 
in  the  treatment  of  diverticulitis  and  its  compli- 
cations, because  the  incidence  of  acute  in- 
flammation in  a diverticulum  is  not  great  when 
one  considers  the  number  of  diverticula  that 
may  exist  in  a single  individual. 

Material 

This  study  was  undertaken  in  an  attempt 
to  formulate  a plan  of  surgical  treatment  for 
the  various  complications  of  diverticulitis  of 
the  sigmoid.  We  have  arbitrarily  divided  the 
complications  into  two  groups:  first,  the  acute 
complications  such  as  peritonitis,  abscess,  and 
obstruction;  second,  the  late  complications 
such  as  fistulas,  persistent  disease,  and  re- 
current attacks  of  inflammation.  The  late 
complications  of  diverticulitis  are  often  confused 
with  carcinoma,  and,  in  fact,  the  two  conditions 
may  be  present  at  the  same  time.  Martin  and 
Adsit  have  emphasized  that  while  adequate 
roentgen  study  will  establish  the  correct  diag- 
nosis in  most  cases,  in  others  the  true  nature 
of  the  lesion  can  be  determined  only  by  opera- 
tion.15 

During  a period  of  eleven  and  one-half 
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TABLE  I. — -Operations  for  Acctf,  Complications  of 
Diverticulitis 


Operation 

Number 

Deaths 

Colostomy — 6uture 

Peritonitis 

3 

0 

Colostomy — drainage 

3 

0 

Suture  onlv 

1 

0 

Celiotomy — drainage 

3 

1 

Celiotomy  only 

2 

2 

Total 

12 

3 (25%) 

Cecostomy 

Obstruction 

5 

1 

Colostomy 

3 

1 

Ileostomy  (small  bowel 
obstruction) 

1 

0 

Total 

9 

2 (22%) 

Incision  and  drainage 

A bscess 

4 

1 (25%) 

years,  January,  1939,  to  July,  1950,  118  pa- 
tients were  admitted  to  St.  Luke’s  Hospital 
because  of  diverticulitis  of  the  sigmoid.  Sev- 
enty-eight patients  were  treated  without  opera- 
tion, and  of  these,  five  died,  a mortality  of  6.4 
per  cent. 

Thirty-nine  or  33  per  cent  of  the  total  ad- 
missions were  treated  by  operation.  In  25 
cases  the  surgery  was  done  in  an  attempt  to 
control  acute  complications,  such  as  perito- 
nitis, obstruction,  and  abscess.  In  18  cases  the 
sigmoid  was  resected  because  of  fistulas, 
chronic  infection,  or  in  order  to  remove  a seg- 
ment of  colon  where  a diverticulum  had  pre- 
viously perforated.  Four  cases  treated  by 
resection  had  a preliminary  colostomy  because 
of  some  acute  complication. 

Operations  for  Acute  Complications 

No  immediate  resections  were  done  in  the 
group  of  patients  operated  upon  for  acute 
complications  of  diverticulitis.  The  following 
is  a review  of  the  cases  with  acute  complications 
and  the  surgical  treatment  carried  out  (Table  I). 

Peritonitis. — Twelve  patients  operated  upon 
as  emergencies  were  found  to  have  local  or 
spreading  peritonitis.  In  six,  an  incorrect 
preoperative  diagnosis  had  been  made,  and  the 
abdomen  was  explored  through  a right  ab- 
dominal incision. 

Three  of  the  12  patients  were  treated  by  col- 
ostomy plus  suture  of  the  perforation,  and  all 
recovered;  three  by  colostomy  plus  drainage  of 
the  sigmoid  area,  all  recovered;  one  had  a simple 
suture  of  the  perforation  without  drainage 
and  recovered.  Three  patients  were  treated  by 
celiotomy  with  the  insertion  of  a drain  to  the 
point  of  perforation,  and  one  died;  two  had 
celiotomy  without  drainage,  and  both  died, 
making  a total  of  three  deaths  in  the  12  cases  of 


TABLE  II. — Cases  Treated  ji  Resection 


Number 

Deaths 

Indication 

Chronic  or  recurrent  infection 

11 

1 

Quiescent  stage  with  colostomy 
Fistula 

3 

0 

4 

0 

Type  resection 

End-to-end  suture  with  colos- 

tomy  or  cecostomy 

12 

0 

End-to-end  suture  without  colos- 

tomy 

3 

0 

Mikulicz 

2 

0 

Sleeve  anastomosis 

1 

1 

peritonitis,  a mortality  of  25  per  cent.  Since  no 
deaths  occurred  in  the  six  cases  that  had  colos- 
tomy as  a part  of  their  treatment  and  three  of 
the  six  treated  without  colostomy  died,  we  are 
led  to  believe  that  a proximal  colostomy  is  a 
safety  measure  in  operations  for  peritonitis  of 
diverticular  origin.  In  addition,  suture  of  the 
perforation,  if  practicable,  and  drainage  of  the 
area  appear  advisable. 

The  multiplicity  of  procedures  carried  out  in 
the  treatment  of  these  patients  with  peritonitis 
shows  a lack  of  agreement  as  to  the  proper 
surgical  procedure  when  this  complication  is 
encountered. 

Abscess. — Four  patients  with  an  abscess  were 
treated  by  incision  and  drainage.  One  of  these 
patients  died  from  peritonitis. 

Obstruction. — There  were  nine  cases  of  acute 
obstruction.  In  one  the  obstruction  was  of  the 
small  bowel  and  caused  by  the  kinking  of  a loop 
of  ileum  which  had  become  involved  in  the 
inflammatory  process.  Recovery  followed  ileos- 
tomy. Five  patients  were  treated  by  cecos- 
tomy  and  three  by  colostomy.  The  two 
deaths  in  this  group  were  caused  by  infection 
and  not  because  of  the  obstruction;  one  pa- 
tient developed  a septicemia,  and  in  the  other, 
death  appeared  to  be  due  to  peritonitis. 

Operations  for  Chronic  Complications 

The  indications  for  operation  and  the  types 
of  resection  used  are  as  follows  (Table  II). 

Fistulas. — Three  patients  were  admitted  to 
the  hospital  for  treatment  of  vesicocolonic 
fistulas  and  one  because  of  a fistula  leading  from 
the  sigmoid  to  the  skin  of  the  left  lower  abdo- 
men. All  were  treated  by  preliminary  colos- 
tomy, and  later  the  fistula  and  involved  seg- 
ment of  colon  were  excised.  One  patient  who 
originally  had  a vesicocolonic  fistula  developed 
a leak  at  the  site  of  anastomosis  and  now  has 
an  external  fistula.  This  patient  will  require  a 
secondary  operation.  The  other  three  patients 
have  made  complete  recoveries. 

Chronic  or  Recurrent  Infection. — Eleven  pa- 
tients had  clinical  and  roentgenologic  evidence  of 
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Fig.  1.  Barium  enema  showing  extensive  involve- 
ment of  sigmoid  caused  by  chronic  diverticulitis. 


persistent  or  recurrent  infection.  In  six  of  the 
11  it  was  suspected  that  the  sigmoid  might 
contain  a carcinoma,  while  in  five  the  evidence 
pointed  more  clearly  to  an  inflammatory 
process  (Figs.  1 and  2).  All  were  treated  by 
resection.  There  was  one  death  from  perito- 
nitis, caused  by  a leak  of  the  anastomosis. 

Quiescent  Stage  with  Colostomy. — Three  pa- 
tients upon  whom  colostomy  had  been  performed 
for  an  acute  diverticulitis  were  treated  by 
resection  after  the  acute  process  had  subsided 
and  before  closure  of  the  colostomy  (Figs.  3 
and  4).  All  recovered  without  complications. 


Fig.  3.  Barium  enema  showing  a perforated  di- 
verticulum of  sigmoid.  Patient  admitted  to  hos- 
pital with  generalized  peritonitis. 


Types  of  Resection 

End-to-end  Anastomosis. — Fifteen  patients 
were  treated  by  resection  with  immediate  end- 
to-end  suture.  Nine  had  a preliminary  colos- 
tomy, three  a complementary  cecostomy, 
and  all  recovered.  Three  had  resection  with- 
out a proximal  vent,  and  all  of  these  recovered. 


Fig.  2. 


Same  patient  as  Fig.  1.  Segment  of  sig- 
moid removed  at  operation. 


Fig.  4.  Same  patient  as  Fig.  3.  Segment  of  sig- 
moid removed  at  operation  three  months  after  per- 
foration. 
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Exteriorization  Method  {Mikulicz). — In  two 
cases  the  resection  was  accomplished  by  the 
Mikulicz  operation,  without  a fatality. 

Sleeve  Type  of  Resection  (Balfour). — One 
patient  with  the  disease  extending  downward 
into  the  upper  rectal  segment  was  treated  by 
resection,  and  intestinal  continuity  was  restored 
by  a sleeve  type  of  anastomosis.  This  patient 
died  from  peritonitis  in  spite  of  the  fact  that 
he  had  a colostomy  established  prior  to  the 
resection. 

Late  Results  Following  Resection. — The  17 
patients  who  survived  resection  have  had  no 
symptoms  suggestive  of  recurrent  diverticulitis. 
One  patient  already  mentioned  has  an  external 
fistula.  In  two  of  the  17  patients  the  period 
of  follow-up  is  less  than  one  year;  the  remainder 
have  been  under  observation  from  one  to  nine 
years. 

Conclusions 

1.  The  acute  complications  of  diverticulitis, 
such  as  local  or  generalized  peritonitis,  abscess, 
and  obstruction,  are  fatal  in  approximately  25 
per  cent  of  cases. 


2.  The  mortality  can  be  reduced  by  estab- 
lishing a proximal  colostomy  whenever  there 
is  evidence  of  peritonitis  or  obstruction. 

3.  The  involved  segment  of  sigmoid  should  be 
resected  prior  to  closure  of  the  colostomy. 

4.  Resection  of  the  diseased  sigmoid  is  a 
satisfactory  and  a relatively  safe  method  of 
treating  chronic  and  recurrent  diverticulitis. 
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RESEARCH  COUNCIL  REPORTS  ON  MATER- 
NAL NUTRITION  AND  CHILD  HEALTH 

A 174-page  report  of  the  National  Research 
Council,  Maternal  Nutrition  and  Child  Health, 
insists  little  progress  has  been  made  in  any  country 
during  the  past  fifty  years  in  reducing  deaths  of 
infants  under  one  month,  “in  spite  of  improved  ob- 
stetric skill  and  increased  hospital  deliveries.” 
The  report,  prepared  by  Drs.  Kirsten  Utheim 
Toverud,  Genevieve  Stearns  and  Icie  G.  Macy, 
also  asserts  that  (a)  birth  injuries  are  in  a large 
part  attributable  to  poor  delivery  technic  or  to  lack 
of  competent  medical  service  and  ( b ) medical  schools 
should  consider  giving  prophylactic  pediatrics  a 
broad  place  in  their  curricula. 

The  report  deplores  a steady  decline  in  the  number 
of  nursing  mothers  and  states  that  lack  of  knowledge 
of  the  importance  of  breast  feeding  and  false  informa- 
tion contribute  to  this  situation.  “The  fact  that 
infant  mortality  is  declining  constantly  in  the 
United  States  may  have  produced  an  erroneous 
impression  in  the  minds  of  many  American  physi- 
cians  The  mothers,  trusting  those  medically 

trained,  do  not  insist,  and  both  mother  and  infant 
are  deprived  of  the  physical  and  emotional  values 
without  trial,” — Capitol  Clinic,  November  13,  1951 


THE  EFFECT  OF  INTRAVENOUS  ESTROGEN 
IN  UTERINE  BLEEDING 
After  studying  the  effects  of  intravenous  adminis- 
tration of  an  aqueous  solution  containing  Premarin 
in  60  episodes  of  uterine  bleeding  in  56  patients,  the 
authors  conclude  that  this  form  of  therapy  may  be 
employed  successfully  for  the  arrest  of  functional 
uterine  bleeding.  Except  for  some  nausea,  Green- 
blatt  and  Barfield  report  finding  no  untoward  ef- 
fects. Satisfactory  arrest  was  noted  in  48  of  the  57 
courses  of  therapy  administered.  In  five,  however, 
they  report  that  the  results  were  temporary  and  the 
over-all  result  inadequate.  After  initial  arrest  of 
bleeding,  diminishing  oral  doses  followed  by  a 
course  of  cyclic  progestin  were  satisfactory  in  re- 
establishing the  menstrual  cycle.  They  warn  that 
careful  ruling  out  of  organic  and  systemic  causes  of 
bleeding  is  necessary  and  that  good,  though  tem- 
porary results  may  be  obtained  in  endometrial 
carcinoma  or  ectopic  pregnancy.  Functional  uter- 
ine bleeding  is  defined  as  abnormal  and  excessive 
bleeding  which  occurs  because  of  physiologic  dis- 
turbances and  not  because  of  pathologic  processes.— 
Robert  B.  Greenblatt,  M.  D.,  and  William  E.  Barfield, 
M.D.,  The  Journal  of  Clinical  Endocrinology,  August, 
1951 


IN  OSTEOARTHRITIS 


INTRA-ARTICULAR  INJECTIONS 

Adolph  Weissman,  M.D.,  New  York  City 
{From,  the  Arthritis  Clinic  of  Mount  Sinai  Hospital) 

IN  ADDITION  to  posing  etiologic  problems, 
osteoarthritis  has  been  a source  of  consider- 
able therapeutic  embarrassment  for  many  years. 
A great  many  remedial  agents  have  been  proposed, 
but  their  inability  to  influence  the  general  course 
of  the  disease  has  resulted  in  various  attempts  to 
treat  the  involved  joints  locally  by  means  of 
intra-articular  injections. 

Thus,  numerous  reports  dealing  with  such 
attempts  have  appeared  frequently  throughout 
the  literature  in  the  past  forty  or  more  years.1-3 
To  recapitulate  the  history  of  these  injections  in 
this  paper  would  exceed  its  intended  scope. 
Suffice  it  to  say  that  a great  variety  of  agents  such 
as  novocaine,  phenol,  camphor,  pure  vaseline, 
liquid  paraffin,  human  fat,  Lipiodol,  cod  liver  oil, 
sodium  bicarbonate,  lactic  acid,  etc.,  were  in- 
jected by  various  investigators  who  claimed  more 
or  less  favorable  results.  Yet,  a critical  evalua- 
tion of  these  substances  with  regard  to  their 
. effect  upon  the  joints  revealed  certain  short- 
comings, such  as  rapid  absorption  of  the  injected 
fluid,  severe  irritation  of  the  synovial  membrane, 
formation  of  so-called  “paraffinomas,”  and  the 
like.  Consequently,  these  injections  were  at 
times  discredited  and  even  entirely  abandoned. 
This  was  caused  mainly  by  fear  of  precipitating 
secondary  infections.  Such  dangers  nowadays 
are  hardly  ever  encountered  owing  to  much  im- 
proved aseptic  precautions,  proper  selection  of 
the  injection  fluid,  and  the  addition  of  antibiotics 
to  our  therapeutic  armamentarium. 

Our  interest  in  intracellular  injections  led  us 
to  experimentation  with  a multitude  of  agents.4,5 
This  approach  has  recently  been  revived  by 
European  publications,  suggesting  “acidification” 
of  osteoarthritic  joints  by  injecting  certain  acid 
solutions  into  them.  6-11  It  was  based  princi- 
pally on  Waugh’s  extensive  observation  of  synov- 
ial fluid  pH  variance  in  many  conditions.  In 
osteoarthritis  he  consistently  found  a more  or 
less  marked  alkalinity,  the  pH  in  some  instances 
apparently  rising  as  high  as  8.8.  Normal  joint 
fluid  is  weakly  alkaline,  having  a pH  of  about  7.3, 
according  to  Bauer  and  colleagues.12  Waugh 
advocated  the  use  of  a lactic  acid  solution  of  a pH 
of  5.8.  Other  authors,  primarily  Crowe,  recom- 
mended potassium  acid  phosphate  as  an  injection 
solution.13,14  This  method  of  “joint  acidifi- 
cation” had  special  appeal  to  us  because  of  its 
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apparent  theoretic  justification  and  the  auspicious 
results  reportedly  obtained  with  it. 

The  concept  that  synovial  fluid  is  an  ultra- 
filtrate of  plasma,  containing  varying  amounts  of 
protein  plus  mucin,  seems  to  be  substantiated  by 
the  investigations  of  Bauer  and  co workers. 12 
This  mucin,  identified  by  Meyer  as  hyaluronic 
acid,  lends  a certain  degree  of  viscosity  to  the 
fluid,  thus  assuring  its  lubricating  property. 
Since  there  is  intimate  interchange  of  metab- 
olites across  the  richly  vascularized  synovial  mem- 
brane, the  synovial  fluid  can  also  be  considered  a 
metabolic  mediator  for  the  intra-articular  struc- 
tures. 

Osteoarthritis  appears  to  be  a general  disease, 
manifesting  itself  for  the  most  part  locally  in 
characteristic  articular  changes.  Histologically, 
we  find  destruction  of  cartilage  in  its  center  as 
well  as  proliferative  changes  around  its  periphery. 
Furthermore,  as  a result  of  possible  capsule  in- 
volvement, there  seems  to  be  interference  with 
synovial  fluid  production,  leading  to  alteration 
of  its  volume  and  composition.  Effusions  are 
hardly  ever  seen  in  osteoarthritis  and,  if  present, 
indicate  secondary,  usually  traumatic,  involve- 
ment. This  behavior  can  well  be  explained  by 
recent  investigations  of  Sundblad  who  found  a high 
protein  content  in  synovial  fluid  of  joint  diseases 
of  the  infective  type  and  low  protein  content  in 
degenerative  joint  diseases. 15  Since  we  postulate 
the  joint  fluid  to  be  a dialysate  of  circulating 
plasma,  it  is  fair  to  assume  that  in  osteoarthritis 
there  is  also  some  disturbance  at  the  “synovial 
membrane  barrier”  consequent,  perhaps,  to  a de- 
crease in  local  capillary  permeability.  Zweifach 
and  Chambers  have  shown  in  their  frog  experi- 
ments that  increased  acidity  renders  the  inter- 
cellular ground  substance  of  the  capillary  bed 
more  permeable.  16  This  action  by  itself  should 
assure  a more  favorable  equilibrium  by  permitting 
blood  filtrates  to  enter  the  extracellular  com- 
partments more  freely.  In  our  particular  problem 
of  joint  acidification,  this  would  promote  restora- 
tion of  the  disturbed  fluid  equilibrium  across  the 
barrier  and  hence  provide  better  nutrition  of  the 
diseased  joint  structures.  The  greater  alka- 
linity of  the  osteoarthritic  joint  apparently 
hinders  normal  perfusion. 

On  the  basis  of  these  considerations  intra- 
articular  injections  seem  to  exert  two  important 
actions  upon  the  osteoarthritic  joint:  (1*)  They 
increase  the  fluid  volume  by  direct  introduction 
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of  the  injection  solution,  and  (2)  they  provide 
mechanical  and  chemical  stimulation  of  the 
synovial  membrane,  bringing  into  play  a dilatory 
mechanism  acting  on  local  blood  and  lymph 
circulation. 

In  our  series  we  used  a solution  of  1 per  cent 
potassium  acid  phosphate  as  proposed  by  Crowe.13 
In  some  sensitive  patients  a small  amount  of  pro- 
caine was  included  in  the  injections.  This  pro- 
caine, as  far  as  we  have  been  able  to  ascertain, 
played  no  appreciable  role  beyond  its  immediate 
anesthetic  effect.  The  cases  subjected  to  this 
treatment  included  patients  whose  chief  com- 
plaints were  referable  to  involvement  of  single 
joints  exhibiting  different  degrees  of  osteoarthritis. 
The  majority  of  them  received  various  other  ther- 
apeutic procedures  previously  without  any  note- 
worthy improvement.  Not  included  were  cases 
with  ankylotic  joints,  since  it  was  fairly  obvious 
that  no  benefit  could  be  expected  here  by  this 
treatment  measure. 

The  joints  most  often  treated  (in  order  of  their 
frequency)  were  knee,  hip,  and  shoulder.  Occas- 
ionally smaller  joints,  like  ankle,  elbow,  and 
metacarpophalangeal  joints,  were  injected.  At 
times  two  joints  were  treated  in  one  sitting.  The 
injections  were  given  once  a week  in  amounts 


ranging  from  3 to  15  cc.,  depending  on  the  size 
of  the  joint  to  be  treated.  We  have  adopted  the 
practice  of  continuing  treatment  even  if  no  im- 
provement was  noticed  after  a few  initial  in- 
jections, since  on  many  occasions  the  manifes- 
tation of  improved  articular  function  became  ap- 
parent after  five  or  six  administrations.  If  after 
the  sixth  injection  no  significant  improvement 
was  observed,  treatment  was  terminated  since  con- 
tinuance proved  to  be  useless.  On  the  other  hand, 
if  these  injections  appeared  promising,  they  were 
carried  on  until  satisfactory  joint  function  was 
attained.  For  the  most  part,  a maximum  of  12 
injections  proved  sufficient.  We  have  never  ex- 
ceeded 1 5 treatments  in  a single  course,  and  even 
this  number  was  limited  to  only  two  knee  cases. 
By  adhering  to  this  schedule,  at  no  time  did  we 
observe  any  untoward  reaction  of  note. 

It  has  been  our  experience  that  better  and 
longer  lasting  effects  could  be  obtained  when  the 
injections  were  administered  in  different  anatomic 
directions  with  the  aim  of  reaching  as  much  of  the 
capsule  as  possible.  We  also  followed  Waugh’s 
advice  of  manipulating  the  joint  in  several  posi- 
tions immediately  following  the  injections,  es- 
pecially when  treating  hip  and  shoulder  joints.17 

Figures  1 to  4 illustrate  the  approaches  to 
shoulder  and  hip  joints  used  in  our  series,  and 
Table  I supplies  statistical  data  on  the  number 
of  patients  treated  as  well  as  the  number  of  in- 
jections administered  to  individual  joints.  Sixtv- 
two  patients  were  treated,  of  whom  43  were  classi- 
fied as  improved.  In  this  connection,  it  seems 
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necessary  to  define  the  designation  “improved”  in 
the  case  tabulation.  Since  it  is  in  the  nature  of 
the  disease  in  question  to  produce  irreversible 
structural  changes,  restitution  in  an  anatomic 
sense  cannot  reasonably  be  expected.  Hence,  the 
criteria  by  which  a joint  was  considered  to  be  im- 
proved, of  necessity,  had  to  be  evaluated  by 
rather  broadly  defined  clinical  manifestations.  In 
an  effort  to  provide  the  most  convenient  and  fairly 
reliable  means  of  assessing  response  to  our  treat- 
ment, we  used  criteria  analogous  to  those  recom- 
mended by  the  New  York  Rheumatism  Associa- 
tion for  grading  therapeutic  results  in  rheumatoid 
arthritis.  Accordingly,  grade  I represents  maxi- 
mum response  to  treatment,  i.e.,  complete  restora- 
tion of  joint  function,  regardless  of  structural 
changes,  and  complete  absence  of  pain.  Grade  II 
denotes  major  improvement,  as  evidenced  by  an 


increase  in  the  range  of  motion  by  45  or  more  de- 
grees over  its  original  excursion  range,  with  absent 
or  minimal  pain.  Grade  III  indicates  minor  im- 
provement below  this  range  with  slight  abatement 
of  pain.  Grade  IV  connotes  no  response.  For 
our  purposes  grades  III  and  IV  appear  in  the  table 
under  the  designation  “unimproved.” 

In  view'  of  the  apparently  favorable  trend, 
indicating  a high  number  of  improved  in  our 
group  of  patients  (70  per  cent),  intra-articular 
injections  appear  to  have  a place  in  the  therapy 
of  osteoarthritis.  It  is  evident  that  they  will  not 
lend  themselves  to  treatment  of  generalized 
arthritis  due  to  their  strictly  local  action. 
However,  in  carefully  selected  cases  with  mono- 
or  oligoarticular  involvement  they  may  be  given 
a trial,  particularly  when  conventional  methods 
such  as  physio-  or  radiotherapy  have  been  of  no 
avail . 

Summary 

1.  Intra-articular  injections  have  been  ad- 
vocated for  over  forty  years.  They  have  at 
times  been  in  disrepute  and  even  entirely  aban- 
doned. Present  aseptic  precautions  and  anti- 
biotics render  them  unhazardous. 
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TABLE  I. — Summary  op  62  Cases  of  Osteoarthritis  Treated  by  Intra-articular  Injections 


Joint 

Number 

of 

Cases 

Number 

of 

Injections 

Mean  Number 
of  Injections 

- Improved  « 

Grade  I Grade  II 

✓ Unimproved * 

Grade  III  Grade  IV 

Knee 

20 

5 to  1 5 

10 

n 

12 

2 4 

Hip 

18 

3 to  12 

7.5 

4 

9 

1 4 

Shoulder 

9 

6 to  10 

8 

2 

2 

2 3 

Metacarpophalangeal 

4 

, 1 to  3 

2 

0 

2 

2 

Ankle 

2 

2 

2 

1 

1 

Total 

62 

43 

19 

2.  Recent  investig 

ations  dealing  with  pH  and 
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protein  variants  of  synovial  fluid  in  different  condi- 
tions are  summarized.  They  have  shown  ab- 
normal alkalinity  and  low  protein  content  in  de- 
generative joint  diseases. 

3.  The  mechanism  of  possible  action  of  joint 
injections  is  described.  Synovial  fluid  produc- 
tion may  be  stimulated  by  acidic  injections  which 
render  capillary  membranes  more  permeable  to 
metabolic  diffusion. 

4.  Approaches  to  shoulder  and  hip  joints  are 
illustrated  and  the  treatment  schedule  outlined. 

5.  Sixty-two  osteoarthritics  were  treated  with 
intra-articular  injections  of  1 per  cent  potassium 
acid  phosphate.  Forty-three  cases  showed  clin- 
ical improvement.  It  appears  from  this  favor- 
able trend  that  in  selected  cases  joint  injections  of 
this  kind  have  a place  in  the  treatment  of  osteoar- 
thritis. 
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STELLATE  GANGLION  BLOCK  IN  TREATMENT  OF  ACUTE  SUBDELTOID  BURSITIS 


Results  of  stellate  ganglion  block  in  36  cases  of 
acute  subacromial  bursitis  were  excellent  and  in  10 
chronic  cases  offered  encouragement  as  an  effective 
adjunct.  Of  the  acute  cases,  88.9  per  cent  were 
completely  well  within  a week.  The  rest  were 
greatly  improved  in  the  same  period  but  required 
an  additional  two  weeks  and  some  physical  therapy 
treatments  for  complete  relief.  These  results,  says 
the  author,  closely  parallel  those  reported  by  Cald- 
well: 83.3  excellent  and  16.7  good  in  a series  of  18. 
The  author  details  technic,  which  is  extensively 
illustrated  with  photos,  reproductions  of  x-ray  films, 
and  a diagram.  The  rationale  of  the  procedure, 
discussed  at  some  length,  is  interruption  of  the  reflex 


arc  producing  constriction  of  the  precapillary  sphinc- 
ters, thereby  interrupting  the  venocapillary  paraly- 
sis, stasis,  and  diapedesis.  Increase  in  blood  and 
lymph  flow  relieves  edema  and  pain,  giving  prompt 
symptomatic  relief.  The  calcareous  deposits  are 
slowly  absorbed  during  succeeding  months,  the 
process  possibly  aided  by  the  improved  local  circula- 
tion. Potential  dangers  of  the  procedure  are  enu- 
merated. The  author  says  that  if  it  is  performed 
as  an  outpatient  service,  the  injections  should  be 
made  in  a clinic  where  emergency  resuscitation 
measures  are  available. — Everett  J.  Gordon,  M.D., 
Journal  of  the  International  College  of  Surgeons, 
August,  1951 


OUTPATIENT  MANAGEMENT  OF  PERORAL  ENDOSCOPY  CASES 

Milton  S.  Lloyd,  M.D.,  and  Milton  A.  Juster,  M.D.,  New  York  City 
( From  the  Department  of  Thoracic  Surgery  and  the  Bronchoscopy  Clinic,  French  Hospital) 


BRONCHOSCOPY  was  developed  from  the 
necessity  of  removing  foreign  bodies  from 
the  air  and  food  passages.  It  has  been  promoted 
in  usefulness  to  the  function  of  removing  speci- 
mens from  the  lung  for  laboratory  diagnosis.  Up 
to  the  present  time,  however,  the  procedure  has 
not  been  recognized  in  its  correct  orientation  to 
the  diagnosis  and  treatment  of  pulmonary  dis- 
ease. Bronchoscopy  is,  in  fact,  a means  of  physi- 
cal examination  of  the  lungs.  As  such  it  should 
be  used  whenever  the  older  methods  fail  to  clarify 
the  clinical  picture.  Such  exploitation  has 
never  been  approached  for  several  reasons,  as 
follows: 

1.  Because  these  procedures  are  still  held, 
by  some  physicians,  to  be  difficult  and  perhaps 
dangerous. 

2.  Because  many  doctors  (even  bronchosco- 
pists  themselves)  think  of  the  method  only  in 
terms  of  obtaining  a confirmatory  biopsy. 

3.  Because  the  standard  and  accepted  man- 
agement of  such  cases  requires  hospital  admis- 
sion and  sometimes  general  anesthesia. 

4.  Because  considerable  expense  is  involved. 

5.  Because  of  the  persistence  of  the  habit 
of  medical  men  of  attempting  to  determine  the 
nature  of  an  x-ray  abnormality  of  the  lungs  by 
“watching”  it. 

6.  Because  of  the  fear  of  unfavorable  reactions 
to  chemical  reagents  used  for  medication  or 
anesthesia. 

It  has  long  been  the  belief  of  the  authors  that  all 
of  the  above  contentions  could  be  disproved  or 
neutralized  by  a combination  of  proper  organiza- 
tion and  proper  facilities.  Since  the  facilities 
for  trial  of  such  a combination  must  be  discovered 
and  the  organization  achieved,  they  are  not 
easily  realized  at  the  same  place  and  time. 
The  minimal  essentials  for  the  satisfactory  opera- 
tion of  such  a plan  may  be  listed  as  follows : 

1.  Six  to  12  reasonably  comfortable  rest 
rooms  for  preparation  and  recovery  of  patients. 
Adjoining  anesthesia  and  examining  rooms  with 
adequate  light  control  and  equipment. 

2.  Sufficient  medical  personnel  (three  special- 
ists and  one  intern)  trained  in  diseases  of  the 
chest,  including  the  interpretation  of  x-ray  films, 
to  make  complete  physical  examinations  and 
clinical  records  of  all  new  cases. 

3.  An  atmosphere  of  friendliness,  calmness, 
and  efficiency  for  the  proper  psychic  induction  of 
all  patients. 

4.  A rigidly  observed  but  flexible  routine  for 


premedication  and  anesthesia  which  will  produce 
the  optimum  minimum  use  of  drugs. 

5.  Skillful  endoscopic  technic  with  strict 
avoidance  of  all  sources  of  apprehension  or  dis- 
comfort for  the  subjects  to  be  examined. 

6.  A capable  nurse-supervisor  who  is  alert 
to  the  value  of  small  details  in  operational  man- 
agement. 

7.  An  instrument  nurse  trained  in  the  care, 
assembly,  and  handling  of  endoscopic  equipment. 

8.  Clerical  assistance  for  the  maintenance  of 
records. 

Material 

It  is  our  purpose  in  this  communication  to 
record  our  experience  in  the  performance  of  600 
consecutive  endoscopic  examinations  at  the 
French  Hospital.  Of  this  number,  30  were  in- 
hospital  cases.  The  remainder  were  cared  for 
as  outpatients.  Of  these,  two  required  admis- 
sion, one  because  he  had  had  a previously  at- 
tempted esophagoscopy  and  insisted  on  a general 
anesthetic  and  the  second  because  of  a suspected 
perforation  of  the  esophagus  caused  by  a dilator 
during  instrumentation.  The  following  ex- 
aminations were  made : bronchoscopies  309, 

esophagoscopies  111,  laryngoscopies  114,  gastros- 
copies 30,  and  bronchograms  39,  with  or  without 
bronchoscopy,  for  a total  of  603. 

In  a number  of  instances,  both  bronchoscopy 
and  esophagoscopy  or  esophagoscopy  and  gastros- 
copy were  carried  out  at  a single  visit. 

Hospital  beds  are  at  a premium  in  New  York 
City,  and  the  cost  of  medical  care  is  high.  This 
record,  therefore,  can  claim  as  one  of  its  ac- 
complishments the  saving  to  the  hospital  of  1,200 
bed-days  and  to  the  patients,  from  $25,000  to 
$30,000. 

Procedure 

Because  of  our  belief  that  these  are  worth- 
wiiile  objectives,  we  describe  below  in  detail  the 
practical  methods  by  which  they  are  achieved. 

1.  Physical  Set-TJp. — The  diagram  is  self- 
explanatory  of  the  floor  plan  in  our  unit  (Fig.  1). 

2.  Case  Recording  and  Case  Study. — All 
patients  are  requested  to  report  one  hour  prior  to 
the  beginning  of  examinations.  Each  is  assigned 
a rest  room  and  asked  to  remove  all  clothing  dowm 
to  the  waist.  They  are  instructed  to  lie  down  on 
a cot  which  is  provided  with  a mattress. 

Complete  records  of  history  and  of  physical  and 
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laboratory  examinations  are  written  up  at  once 
for  all  new  cases. 

All  diagnostic  and  therapeutic  problems  to  be 
resolved  are  reviewed  by  the  doctors  as  a group. 

3.  Preoperative  Preparation  of  Patients. — The 
psychic  preparation  of  patients  is  considered  of 
prime  importance.  Consequently,  as  much  time 
as  is  necessary  must  be  spent,  without  haste,  to 
allay  fears  and  apprehensions,  to  explain,  and  to 
answer  questions.  Each  patient  must  be  treated 
individually,  according  to  race,  family,  personal 
responsibilities,  understanding  or  misunder- 
standing, and  previous  experience.  The  de- 
tailed presentation  of  this  subject  is  too  broad  to 
be  covered  in  this  paper. 

An  operative  schedule  is  prepared,  and  each 
patient  is  given,  one  hour  before  his  scheduled 
examination,  1.5  grains  of  Seconal,  partly  as  a 
sedative  and  partly  for  its  stated  value  as  an 
antidote  to  cocaine  toxicity. 

A 5-cc.  sterile  saline  solution,  containing 
morphine  sulfate,  1/6  grain,  and  scopolamine 
hydrochloride,  V200  grain,  is  prepared  in  ad- 
vance for  each  case.  This  is  administered 
slowly  intravenously  through  a 24-gauge  needle. 
Most  patients  under  fifty  years  of  age  will  easily 
tolerate  the  entire  dose.  In  those  above  fifty, 
one  half  the  amount  is  given,  and  a lapse  of  two 
minutes  is  allowed  to  observe  the  reaction. 
If  there  is  drowsiness,  pupillary  changes,  tingling 
sensations,  a sense  of  weight  below  the  occiput, 
or  any  combination  of  these  signs,  the  injection 


is  discontinued.  This  is  an  entirely  safe  proce- 
dure, and  it  has  the  advantage  both  of  visual 
control  and  of  delivering  the  desired  effect  when 
it  is  wanted. 

4.  Anesthesia. — Cocaine  hydrochloride  is  the 
agent  of  choice.  Its  use  is  limited  to  a maximum 
of  2 cc.  of  10  per  cent  solution,  or  its  equivalent. 
The  method  of  its  application  is  most  important. 
It  is  aimed  at  limiting  the  anesthesia  to  those 
parts  which  are  to  be  touched  by  the  examining 
instruments.  For  this  reason,  the  tongue, 
cheeks,  pharynx,  and  pyriform  fossae  are  avoided, 
and  sprays,  nebulizers,  and  applicators  are  not 
used.  If  the  larynx  is  easily  visualized,  10  per 
cent  solution  may  be  used.  If  not,  it  is  safer  to 
use  5 per  cent  solution. 

With  a laryngeal  syringe  and  cannula,  a few 
drops  of  the  anesthetic  are  instilled  directly  into 
the  larynx.  This  is  repeated  until  the  epiglottis 
is  desensitized,  which  requires  an  average  of  10 
minims  of  10  per  cent  cocaine  solution.  Enough 
sterile  water  is  then  drawn  into  the  anesthetic 
syringe  to  replace  the  solution  already  used. 
Further  instillations  are  made  into  the  larynx  and 
trachea  with  progressive  dilution  of  the  anes- 
thetic agent  until  the  response  of  the  cough 
reflex  is  delayed  by  about  two  seconds.  This 
indicates  that  the  carina  (bifurcation)  has  been 
reached.  The  anesthesia  may  then  be  completed 
by  the  use  of  a very  dilute  solution  (2  per  cent) 
or  even  by  washing  the  anesthetic  downward  in 
plain  distilled  water.  When  2 cc.  of  water  can 
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be  dropped  into  the  trachea  without  eliciting 
cough,  the  anesthesia  may  be  considered  satis- 
factory. 

For  laryngoscopy,  the  anesthesia  does  not 
need  to  be  continued  below  the  carina.  The 
same  preparation  is  used  for  esophagoscopy. 
The  gag  reflex  is  a product  of  the  subconscious 
mind  and,  consequently,  is  not  susceptible  to  in- 
fluence by  local  anesthetics.  This  reflex  responds 
to  a fear  complex  which  derives  from  the  necessity 
of  protecting  the  lungs,  not  the  stomach.  The 
inhibition  of  the  cough  reflex,  therefore,  is  the 
best  method  of  preventing  spasm  of  the  crico- 
pharyngeus  muscle,  either  through  its  immediate 
or  its  intermediate  controls. 

5.  Technic. — The  technic  to  be  used  in  peroral 
• endoscopy  has  been  exhaustively  recorded.1 
In  view,  however,  of  the  numerous  detours  de- 
scribed in  recent  literature,  both  in  respect  to 
instrumentation  and  manipulation,  it  is  obvious 
that  the  fundamental  rules  of  procedure  have  not 
been  very  commonly  or  very  well  digested. 
There  is  no  field  in  the  entire  art  of  medical 
practice  where  it  is  more  necessary  to  look  upon 
the  fundamental  rules  as  laws,  and  there  is  no 
area  in  which  the  strict  observance  of  these  laws 
must  be  so  much  “de  rigeur”  as  in  peroral  endos- 
copy. In  these  examinations,  the  terms  “fair,” 

; “medium,”  and  “average”  must  be  eliminated. 
They  are  either  good  or  bad,  and  disregard  of  the 
laws  can  never  be  compensated  by  escapist  in- 
vention.2 

If  the  examination  is  to  be  carried  out  in  the 
dorsal  recumbent  position,  the  essential  factors 
areas  follows: 

1.  The  shoulders  must  be  in  contact  with  the 

table. 


2.  The  head  must  be  elevated  (approximately 
10  cm.  above  the  table)  in  order  to  bring  the 
cervical  trachea  into  line  with  the  thoracic 
trachea. 

3.  The  chin  must  be  extended  in  order  to 
throw  the  upper  teeth  below  the  extended  line  of 
the  tracheal  axis. 

4.  The  “lift”  upon  the  floor  of  the  mouth 
must  be  exerted  at  a right  angle  to  the  axis  of  the 
trachea  and  from  the  tip  of  the  instrument  below 
the  epiglottis. 

5.  Complete  silence  should  be  enforced  in  the 
examining  room.  Complete  relaxation  of  the 
patient  should  be  attained  before  manipulation. 
All  manipulations  must  be  carried  out  objec- 
tively, gently,  and  deliberately. 

Summary  and  Conclusions 

1.  An  analysis  of  experience  in  600  consecutive 
peroral  endoscopy  examinations  on  outpatients 
is  presented. 

2.  The  factors  contributing  to  success  in  the 
outpatient  management  of  such  cases  are  pre- 
sented. 

3.  A practical  saving  in  the  demand  for 
hospital  beds  and  in  expense  to  the  patient  is 
shown. 

4.  It  is  recommended  that  planning  for 
hospital  services  of  this  nature  should  consider 
the  advantages  revealed  by  this  experience. 
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FAILURE  OF  TONSILLECTOMY 
After  a study  of  1,000  consecutive  and  unselected 
tonsillectomized  patients,  the  author  found  that  68 
per  cent  had  residual  tonsil  tags  ranging  in  size 
irom  very  small  to  that  comparable  with  a normal- 
sized tonsil.  Since  these  findings  are  in  substantial 
agreement  with  those  of  other  investigators,  the 
author  feels  that  more  attention  should  be  devoted 
to  improving  the  technic  of  the  operation.  Only 
| occasionally,  he  says,  one  encounters  the  exception : 
a competent  surgeon  who  admits  that  the  operation 
is  difficult  and  time-consuming.  He  outlines  sug- 
gestions for  procedures  both  under  general  and  local 


anesthetic  calculated  to  overcome  the  inherent 
difficulties  of  the  operation — limited  exposure,  single 
direction  illumination,  difficulty  of  hemostasis,  and 
character  of  bleeding.  Basic  to  the  approach  is  the 
application  of  the  usual  standards  of  any  good  opera- 
tion rather  than  the  common  attitude  that  tonsillec- 
tomy is  in  a category  by  itself  and  immune  to  the 
considerations  that  govern  other  surgical  procedures: 
good  exposure,  careful  hemostasis,  and  careful 
dissection. 

— T.  L.  Hyde,  M.D.,  Journal  of  the  American 
Medical  Association,  August  18, 1951 


PLANNING  A NEW  OBSTETRIC  PAVILION  IN  THE  NORTH 
COUNTRY  COMMUNITY  HOSPITAL,  GLEN  COVE,  NEW  YORK 

Robert  S.  Millen,  M.D.,  Westbury,  New  York 


PRESENT-day  high  cost  of  building  and  in- 
creasing difficulty  in  raising  funds  necessitate 
meticulous  thought  in  planning  any  hospital  ad- 
dition. This  is  particularly  true  in  obstetrics 
where  the  scheduling  of  work  is  impossible  and 
the  changing  trends  in  technic  of  obstetric 
maneuvers  as  well  as  anesthesia  and  analgesia, 
etc.,  make  flexibility  of  thought  and  physical 
structure  extremely  important. 

Thus,  it  is  advisable,  for  example,  to  have  auto- 
claving apparatus  in  the  department  to  put  up 
delivery  room  supplies.  This  has  another  ad- 
vantage in  that  as  changes  are  desired  in  the 
actual  contents  of  the  packs,  wrappings,  etc., 
they  are  easily  made  within  the  department,  and 
the  risk  of  creating  friction  with  the  central  sup- 
ply room  is  avoided.  Furthermore,  if  the  nurses 
have  to  prepare  their  own  sterile  goods  in  slack 
times,  they  are  more  likely  to  keep  adequate  sup- 
plies available  since  the  responsibility  rests  with 
them,  rather  than  with  the  central  supply  room. 
This  arrangement  also  lessens  unnecessary  trans- 
portation of  supplies  from  one  floor  to  another. 

The  plans  for  the  new  delivery  room  suite  un- 
der construction  at  the  North  Country  Com- 
munity Hospital  in  Glen  Cove,  Long  Island, 
which  serves  an  area  from  the  Nassau  County 
line  at  Cold  Spring  Harbor  to  Manhasset,  and 
north  of  the  Jericho  Turnpike  to  Long  Island 
Sound,  are  described  here  with  the  hope  that  our 
experiences  and  ideas  may  prove  of  benefit  to 
other  institutions  considering  construction  (Fig. 
1). 

A scale  model  was  made  of  the  walls  and 
equipment  of  the  entire  delivery  unit.  This  step 
proved  useful,  as  would  be  expected,  since  it  re- 
sulted in  many  minor  but  definite  improvements. 

The  three  delivery  looms  were  designed  to  act 
as  both  labor  and  delivery  rooms.  The  active 
labor  patient  can  be  taken  in  her  bed  into  the  de- 
livery room  for  the  final  stages  of  labor,  where  it 
will  take  only  a few  seconds  for  her  to  be  placed 
upon  the  delivery  room  table  when  delivery  is 
imminent.  The  rooms  are  adequate  in  size  to 
permit  any  kind  of  emergency  treatment,  such  as 
transfusions  or  even  hysterectomy,  without  un- 
due crowding.  They  are  sufficiently  large  so  that 
if  any  extraneous  condition  occurs  which  limits 
the  nursing  personnel  (severe  snow  storm,  fire, 
train  wrecks),  five  or  six  patients  in  labor  or  a 
similar  number  under  postpartum  observation 
can  be  watched  in  one  room  by  one  nurse.  Wide 
doors  and  easily  rolling  crib  beds  will  permit  the 
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Fig.  1.  Floor  plan  of  the  new  obstetric  pavilion 
in  the  North  Country  Community  Hospital,  Glen 
Cove,  New  York. 


replacing  of  less  active  patients  with  more  active 
ones. 

Several  equipment  companies  kindly  lent  us 
their  new  style  delivery  tables  for  one-month 
trial.  However,  it  was  the  unanimous  opinion  of 
the  nursing  and  attending  staffs  that  the  “Wo- 
man’s Hospital  table”  in  use  for  some  years  in 
the  hospital  is  the  simplest  to  operate  and  by  far 
the  easiest  to  clean.  It  is  also  a great  deal  less 
expensive.  The  tables  which  are  to  be  used  in 
the  new  pavilion,  however,  will  have  the  holders 
for  the  knee  pieces  attached  lower  on  the  table, 
so  that  the  obstetrician,  if  he  wishes,  can  lower 
the  large,  comfortable  knee  pieces  well  below  the 
level  of  the  perineum  at  the  time  of  delivery  and 
can  have  them  easily  replaced  higher  when  sutur- 
ing the  episiotomy  (incision).  While  these  knee 
pieces  are  covered  with  a rubber  material,  addi- 
tional protection  is  afforded  by  the  use  of  1-inch 
thick  pads  of  sponge  rubber  covered  by  sheet 
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rubber  for  easy  cleaning.  The  upright  pieces 
that  support  the  legs  from  the  ankles  can  be  sub- 
stituted for  the  knee  supports  if  the  obstetrician 
so  desires. 

Two  delivery  rooms  will  be  equipped  with  over- 
head light  of  the  adjustable  type  and  one  delivery 
room  with  a portable  floor  lamp.  All  will  have 
fluorescent  ceiling  lights  and  adequate  electric 
outlets  of  the  shockproof  variety.  Oxygen  and 
suction  will  be  piped  in  with  outlets  at  each  side 
of  the  room,  so  that  the  anesthetist  and  operator 
may  work  on  mother  and  baby  independently  if 
necessary.  Modified  Millen-Davies  baby  resus- 
citators  will  be  available  in  each  delivery  room  as 
well  as  in  the  cesarean  room.1  All  difficult  de- 
liveries, prematures,  and  section  babies  will  be 
transported  from  the  delivery  room  suite  to  the 
nursery  in  Armstrong  incubators. 

The  walls  of  the  delivery  rooms  will  be  covered 
with  a soft  plastic  material  rather  than  tile.  The 
plastic  is  more  soundproof,  much  easier  to  clean, 
and  less  likely  to  chip  than  tile. 

Double-glass  viewing  windows  will  exist  in  the 
walls  between  one  of  the  labor  rooms  and  the 
adjacent  delivery  room  as  well  as  between  the 
nurses’  workroom  and  its  proximal  delivery  room 
and  between  the  storeroom  and  the  cesarean 
room.  These  will  have  blinds  on  the  delivery 
room  or  cesarean  room  side  which  can  be  pulled 
down  if  the  respective  outer  rooms  are  used  for 
other  than  nursing  or  doctor  personnel.  It  is 
hoped  that  this  will  minimize  the  amount  of 
space  wasted  in  the  actual  delivery  room  for  the 
teaching  of  the  nurses. 

A cesarean  section  room  kept  in  constant  readi- 
ness will  save  several  babies  a year  and  may,  over 
a period  of  years,  prevent  the  loss  of  a mother. 
Chemotherapy,  plasma,  and  blood  banks  have 
opened  large  fields  in  general  surgery,  and  it  is 
not  uncommon  to  find  all  of  the  operating  rooms 
tied  up  for  several  hours  with  the  larger  types  of 
surgical  procedures  now  in  common  practice. 
Not  only  is  this  hazardous  for  the  cases  needing 
emergency  sections,  ectopics,  etc.,  but  it  makes 
the  more  recent  trend  toward  conservative  treat- 
ment of  placenta  previa  virtually  impossible. 
Furthermore,  the  use  of  chemotherapy  has 
changed  the  attitude  of  many  surgeons  toward 
so-called  “clean”  and  “dirty”  cases,  and  it  is  not 
uncommon  in  a general  hospital  to  find  that  in- 
testinal cases  have  been  done  in  all  of  the  operat- 
ing rooms  in  the  morning  when  a cesarean  sud- 
denly has  to  be  done  later  in  the  day. 

It  is  our  belief  not  only  that  every  labor  pa- 
tient should  have  constant  attendance  by  trained 
personnel,  but  also  that  it  is  necessary  to  have  the 
doctor  available.  However,  it  is  obvious  that 
the  doctor  cannot  be  up  at  all  hours  watching  the 
patient  and  still  do  proper  work.  He  can  and 


must  get  periods  of  rest  between  the  frequent 
examinations  that  he  does.  This  can  be  accom- 
plished by  provision  for  adequate  facilities  on  the 
obstetric  floor  where  the  obstetrician  may  rest  at 
intervals.  A doctor’s  sleeping  room  with  two 
beds  and  with  bedside  phones,  as  well  as  a doc- 
tor’s lounge  with  comfortable  chairs  and  a large 
sofa,  will  provide  sleeping  facilities  so  that  con- 
stant and  adequate  attention  may  be  given  to 
every  obstetric  patient  by  her  doctor.  Air  con- 
ditioning makes  it  possible  to  place  another  bed 
for  rest  which  can  always  be  placed  in  the  store- 
room where  reading  light,  phone,  etc.,  can  be 
made  available. 

The  general  hospital  plans  call  for  several  offices 
and  consulting  rooms  which  doctors  can  use 
when  their  work  requires  them  to  stay  at  the 
hospital.  Thus,  the  obstetrician  can  watch  labor 
patients  closely  and  see  other  patients  requiring 
observation  on  that  particular  day. 

A bed  will  be  provided  in  the  nurses’  dressing 
room  for  the  nurse-anesthetist  or  female  obstetri- 
cian. This  room  will  serve  as  a good  rest  room  for 
nurses  on  both  this  and  the  postpartum  section 
and  will  also  provide  a place  for  them  to  change 
clothes  before  going  into  the  delivery  room 
pavilion.  A few  moments’  good  relaxation  is 
advantageous  to  nurses  as  well  as  other  employes, 
and  since  this  room  is  centrally  located  between 
delivery  suite  and  postpartum  rooms,  it  can  be 
more  useful.  Additional  nurses’  lavatories  are 
provided  in  the  postpartum  area. 

The  scrub  rooms  between  the  two  delivery 
rooms,  the  delivery  room,  and  the  cesarean  room 
will  house  the  scrub-up  sinks,  a sink  for  cleansing 
instruments,  a cabinet  for  storage,  and  a flash 
sterilizer  for  their  sterilization.  Windows  over 
the  scrub  sinks  will  permit  constant  observation 
of  the  patient  by  the  obstetrician  during  the 
time  he  is  scrubbing.  If  there  is  a demand  in  the 
future  for  additional  space,  the  sinks  in  the  scrub 
room  between  the  two  delivery  looms  can  be 
placed  actually  within  the  delivery  rooms,  and 
this  area  can  be  used  for  another  labor  room.  In 
fact,  there  are  some  institutions  that  feel  that 
scrubbing  in  the  delivery  room  is  desirable. 

Packs  will  be  sterilized  in  the  nurses’  work- 
room which  will  have  adequate  shelves  to  house 
the  sterile  supplies.  In  addition  to  the  storeroom 
previously  mentioned  for  the  storing  of  linen, 
etc.,  there  will  be  additional  storage  shelves  in 
each  of  the  labor  rooms  for  items  needed  in  these 
rooms. 

The  two  labor  or  labor  preparation  rooms  will 
be  utilized  for  giving  enemas  and  baths,  for  shav- 
ing, etc.,  and  can  be  divided  by  folding  partitions 
of  a leather-like  material  about  5 inches  thick 
that  will  fold  up  like  an  accordion  and  will  be 
almost  as  soundproof  as  the  ordinary  wall  par- 
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tition.  Thus,  five  compartments  can  be  obtained 
in  these  two  rooms  without  necessarily  making  a 
rigid  setup.  In  other  words,  one  can  have  the 
advantage  of  two  large  rooms,  or  one  large  room 
and  three  smaller  rooms,  or  five  small  rooms, 
whichever  is  deemed  advisable.  Thus,  without 
resorting  to  the  use  of  any  of  the  ante-  or  post- 
partum rooms  on  the  floor  (the  maternity  sec- 
tion of  the  hospital)  or  changing  the  scrub  sinks 
as  mentioned  above,  there  will  be  eight  rooms 
in  addition  to  the  cesarean  room  available  for 
patients  in  different  degrees  of  activity  of  labor. 

A toilet  and  shower  off  the  labor  rooms,  ex- 
tending into  the  utility  room,  make  convenient 
any  appropriate  procedures. 

An  inside  corridor  will  connect  the  delivery 
room  suite  to  the  postpartum  rooms.  The  whole 
delivery  room  unit  will  be  completed  as  well  as 
the  connecting  link  before  any  reconstruction 
will  take  place  in  the  present  building.  Thus, 
when  the  new  delivery  room  setup  is  ready,  the 
old  one  will  go  into  reconstruction  so  that  there 
will  be  no  difficulty  in  the  transition  period  other 
than  the  inconvenience  of  having  some  inside 
rooms  corrected. 

One  old  delivery  room  which  will  be  changed 
into  a two-bed  postpartum  room  will  keep  an 
existing  door  into  the  present  sterilizing  unit 
which  will  be  converted  later  into  a utility  room. 
This  utility  room,  which  will  connect  through  the 
hall  to  the  rooms  it  serves  along  with  another 
utility  room,  will  have  an  inside  door  that  can 
be  shut  off  so  that  the  two-bed  room,  mentioned 
above,  can  be  utilized  as  an  infected  delivery 
room  for  such  conditions  that  require  an  isolation 
type  of  delivery  that  is  not  necessarily  contagious. 
Thus,  the  patient  may  be  admitted,  delivered, 
and  have  her  postpartum  course  in  the  room  with 
its  own  utility  setup,  all  of  which  can  be  thor- 
oughly carbolized  before  being  used  again  for 
other  purposes. 

The  hospital  has  a rapidly  growing  practical 
nurse  program  for  both  hospital  and  home  care. 
A well-trained  practical  nurse  can  be  with  the 
obstetric  patient  in  early  labor,  watch  her  and 
the  fetal  heart  rate  very  carefully,  tend  to  her 
minor  needs,  and  keep  her  from  being  unduly 
restless,  just  as  well  as  a graduate  nurse,  thus 
freeing  the  graduate  nurse  for  the  more  highly 
skilled  tasks.  This  procedure  will  provide  the 
constant  attendance  which  the  patient  wants 
and  which  good  obstetrics  demands  and  at  the 
same  time  keep  down  the  cost  of  operating  the 
department.  It  is  hoped  that  as  a result  of  such 
meticulous  thought  and  management  the  same 
fee  may  be  charged  for  the  actual  use  of  the 
delivery  room  by  private,  semiprivate,  or  four- 
bed  patients.  It  seems  incorrect  that  because  one 
has  a different  type  of  room  accommodation  (for 


which  one  is  charged  accordingly),  one  should  be 
similarly  charged  a varying  rate  in  the  delivery 
room. 

In  spite  of  early  ambulation  we  feel  that  it  is 
undesirable  to  add  many  new  toilets  in  the  post- 
partum rooms  located  in  the  old  wing.  This 
would  be  a great  expense,  and  since  perineal  care 
can  be  given  better  by  a nurse  for  the  first  four 
or  five  days  (and  frequently  the  patient  goes  home 
within  that  time  or  a day  or  two  later),  it  seems 
unnecessary  to  go  to  this  added  expense.  Al- 
though many  institutions  allow  patients  to  walk 
down  the  hall  to  the  bathrooms  after  a day  or  two, 
the  fact  that  several  years  ago  one  patient  went 
into  the  hall  to  visit  another  patient  against 
regulations  and  sustained  a serious  injury  when 
she  fell  makes  us  feel  that  there  is  some  danger  in 
excessive  ambulation. 

Electrical  motorized  beds  will  be  added  gradu- 
ally in  the  postpartum  section  so  that  the  patient 
herself  will  be  able  to  raise  or  lower  the  head  of 
the  bed  as  desired. 

It  is  hoped  that  in  the  operation  of  the  new 
building,  very  early  labor  cases  will  be  placed  in 
their  own  rooms  (after  their  preparation  and 
enema)  to  visit  with  their  husbands  until  seda- 
tion is  desired.  They  can  then  be  transferred 
back  to  the  labor  room.  For  the  semiprivate  and 
four-bed  patient  without  ruptured  membranes 
or  other  complications,  the  large  solarium  in  the 
postpartum  area  will  be  used  for  such  purposes 
when  visiting  in  a semiprivate  postpartum  room 
is  impossible  because  of  the  hours,  etc. 

One  danger  that  does  exist  in  such  a practice 
is  that  a patient  may  occasionally  hesitate  to  tell 
the  nurse  or  doctor  of  the  severity  of  her  labor 
until  so  late  that  it  is  difficult  to  give  satisfactory 
sedation,  or  a delivery  may  be  precipitated  in  the 
postpartum  room. 

The  nursery  setup  will  include,  in  addition  to 
the  regular  nursery  rooms  and  premature  nur- 
sery, an  observation  nursery  for  all  cases  of  diffi- 
cult deliveries,  cesarean  sections,  etc.,  the  so- 
called  “suspect”  nursery,  as  well  as  the  “infected” 
nursery. 

It  is  our  opinion  that  the  only  proved  value  of 
“rooming-in”  is  education  of  the  mother  in  the 
care  of  the  baby  after  she  goes  home  and  that  this 
education  can  be  completed  just  as  satisfactorily 
by  voluntaiy  daytime  “rooming-in,”  as  practiced 
at  New  York  Lying-In  Hospital,  after  a safe  re- 
covery period  of  one  to  three  days  in  the  nursery. 
It  seems  advantageous  to  give  new  babies  the 
same  recovery  care  proved  advisable  for  adults 
after  surgical  operations  and  deliveries. 

Careful  consideration  was  given  to  the  possible 
reconstruction  in  the  postpartum  area  of  several 
very  small  private  rooms  for  patients  who  desire 
privacy  at  minimal  cost  or  for  those  patients 
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whose  physical  or  mental  conditions  (toxemia  or 
stillbirth)  are  best  treated  by  isolation.  However, 
the  advantages  of  having  all  private  and  semi- 
private rooms  interchangeable  should  offset  the 
disadvantages  of  utilizing  such  rooms  at  a lower 
financial  figure  for  medical  reasons  of  isolation. 


Deep  appreciation  is  expressed  to  Dr.  Frederic  C.  Irving  for 
his  many  helpful  suggestions. 

Reference 

1.  Millen.  R.  S..  and  Davies,  J.  W.:  Am.  Obst.  & 

Gynec.  52:  508  (Sept.)  1946. 


THE  VALUE  OF  ROENTGENOGRAPHIC  STUDIES  IN  THE 
TREATMENT  OF  PILONIDAL  DISEASE 


A.  J.  Caliendo,  M.D.,  Brooklyn,  New  York 
( From  the  Norwegian  and  Brooklyn  Hospitals ) 

THIS  paper  is  not  intended  to  prove  that  the 
extent  of  pilonidal  disease  or  its  complica- 
tions can  always  be  determined  by  preoperative 
roentgenographic  study.  Preoperative  x-ray 
studies  of  the  sacrococcygeal  area  are  usually 
omitted  by  the  surgeon  under  ordinary  circum- 
stances in  the  treatment  of  pilonidal  disease. 
The  operative  procedure  and  the  skill  of  the  sur- 
geon are  usually  depended  upon  to  remove  all  tis- 
sue involved  in  the  disease.  However,  in  a small 
percentage  of  cases,  the  pathology  is  not  entirely 
removed,  and  recurrences  result.  This  does  not 
include  those  cases  which  recur  because  of  poor 
wound  healing  or  faulty  postoperative  care.  It  is 
in  the  small  group  where  all  the  pathology  is  not 
entirely  removed  and  recurrences  have  occurred 
that  preoperative  x-ray  studies  of  the  sacrococ- 
cygeal area  may  be  of  the  most  value  in  aiding  the 
surgeon  to  remove  all  the  pathology. 

Pilonidal  disease  is  a general  term  used  to  de- 
note pathology  in  the  sacrococcygeal  area,  usu- 
ally cysts  and  sinus  tracts,  clean  or  infected,  and 
does  not  apply  to  pilonidal  cysts  alone.  When  a 
patient  presents  himself  with  a mass,  sinus  or 
sinuses  in  the  sacrococcygeal  area,  several  condi- 
tions should  be  differentiated,  if  at  all  possible, 
before  surgery  is  instituted.  This  is  not  always 
easily  accomplished,  even  with  the  help  of  pre- 
operative x-ray  studies,  but  it  is  a worthy 
attempt. 

We  first  have  the  true  pilonidal  cyst,  which  is  a 
dermoid  cyst  containing  sebaceous  material, 
sometimes  hair  or  teeth.  The  simple  cysts  are 
formed  by  the  inclusion  of  epithelium  in  the 
closure  of  the  vertebral  groove  embryologically. 
They  may  or  may  not  have  a communication 
with  the  coccyx.  Then  we  have  the  sacral  cysts. 


They  are  also  found  in  the  midline  in  the  sacro- 
coccygeal area  and  likewise  may  have  draining 
sinuses.  They  are  cystic  masses  that  are  most 
often  diagnosed  clinically  as  pilonidal  cysts. 
Their  origin  is  not  certain,  but  it  has  been  sug- 
gested that  they  represent  a sacral  meningococele 
which  has  been  cut  off  by  the  continued  growth 
of  the  vertebral  arches.  The  first  case,  to  be  dis- 
cussed later,  represents  this  type.  In  the  case 
cited,  preoperative  x-ray  studies  suggested  the 
possibility  of  a sacral  cyst  by  the  presence  of  a 
spina  bifida  occulta. 

Finally,  we  have  the  coccygeal  cysts.  These  are 
usually  placed  lateral  to  the  midline  and  may  or 
may  not  have  a draining  sinus  tract  into  the  mid- 
line or  lateral  to  the  midline  in  the  sacrococ- 
cygeal area.  Clinically,  they  may  resemble  pilo- 
nidal cysts  or  sinuses.  They  are  situated  deeply 
among  the  fibers  of  the  gluteal  muscles  and,  if  not 
completely  dissected  out,  will  result  in  recur- 
rence. In  this  type  of  lesion,  if  a sinus  exists, 
preoperative  Lipiodol  injection  followed  by  x-ray 
is  of  value  in  differentiation.  Therefore,  the 
presence  of  a mass  or  sinus  in  the  sacrococcygeal 
area  should  not  always  carry  the  presumption 
that  it  is  a pilonidal  cyst,  especially  the  recurrent 
case.  The  diagnosis  should  be  reserved  and  sur- 
gery postponed  until  a careful  attempt  is  made  at 
differentiation. 

It  should  be  kept  in  mind  that  lesions  of  the 
coccyx  may  communicate  with  pilonidal  cysts  or 
sinuses.  These  may  be  revealed  on  preoperative 
x-ray  studies  as  deformities  of  the  coccyx  or 
as  a decreased  density  of  the  bone.  The  sec- 
ond case  presented  is  of  that  type.  X-rays  of 
the  coccyx  showed  a poorly  defined  and  some- 
what deformed  bone  of  variable  density.  Opera- 
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Fig.  1.  Case  1 — X-ray  plate  of  sacrococcygeal  area 
showing  the  spina  bifida  occulta. 


tion  revealed  a communication  with  that  bone. 
Lipiodol  injection  of  a sinus  tract,  followed  by 
x-ray  preoperatively,  does  not  always  demon- 
strate the  true  extent  of  the  cyst  or  tract.  The 
tract  may  be  cut  off  from  the  cystic  mass  or  bony 
communication  by  fibrotic  tissue  resulting  from 
previous  inflammatory  exacerbations  or  operative 
procedure,  and  thus  give  a false  clue. 

It  is  not  uncommon  to  find  patients  with  pilo- 
nidal disease  complaining  of  varied  neurologic 
symptoms  preoperatively.  Cases  have  been  re- 
ported with  paralysis  of  the  legs,  of  the  bladder, 
or  rectal  sphincters,  acquired  club  foot,  develop- 
ment of  trophic  ulcers,  referred  sciatic  pain,  etc. 
Proximity  of  pilonidal  disease  to  the  sacral  inner- 
vation of  most  of  the  parts  mentioned  is  respon- 
sible. In  this  group  of  cases,  it  is  extremely  im- 
portant that  preoperative  studies  be  made  to 
differentiate  sacral  cysts  from  the  pilonidal  va- 
riety. The  sacral  cyst,  if  it  involves  the  sacral 
canal,  may  exert  enough  pressure  upon  the  sacral 
nerve  roots  to  cause  direct  or  referred  pain.  This 
type  of  syndrome  is  admittedly  not  too  common 
in  occurrence,  but  the  surgeon  should  be  aware  of 
that  type  of  lesion. 

In  a series  of  cases  seen  over  the  past  four 
years,  where  all  pilonidal  disease  was  studied  by 
preoperative  x-rays,  it  was  found  that  one  out  of 
every  ten  cases  had  some  deformity  of  the  bony 
elements  of  the  sacroccygeal  area  or  of  the  coccyx. 
That  a congenital  communication  existed  was 
proved  at  operation  in  four  cases  out  of  40.  So 
far,  no  recurrences  have  been  reported  in  these 
cases  after  operation. 


Fig.  2.  Case  2 — X-ray  plate  of  coccyx  in  a pa- 
tient with  a draining  pilonidal  sinus  showing  poor 
definition  of  that  bone.  At  operation,  the  tract  com- 
municated wth  the  coccyx. 


Case  Reports 

Case  1. — A young  woman  presented  herself  with 
a recurrent  lesion  of  six  months  duration,  with  a 
draining  sinus  to  the  left  of  the  midline  in  the  sacro- 
coccygeal area.  She  had  a scar  of  an  operation  per- 
formed two  years  before.  There  was  a history  of 
referred  pain  in  both  legs  and  thighs.  Preoperative 
x-ray  studies  revealed  the  presence  of  a spina  bifida 
occulta  (Fig.  1).  Two  days  prior  to  operation,  2 cc. 
of  gentian  violet  solution  were  injected  into  the  sinus 
tract  to  fix  the  dye  in  the  tissues  so  that  it  would  not 
drain  all  over  the  tissues  at  the  time  of  the  operation. 
In  the  operative  procedure,  a wide  elliptic  incision 
was  made  around  the  old  scar  and  draining  sinus. 
By  careful  dissection  and  gentle  probing,  the  mass 
was  freed  down  to  the  sacrococcygeal  fascia,  where 
the  tract  and  dye  were  found  to  extend  below  the 
fascia  and  into  the  sacral  canal  where  the  spina 
bifida  occulta  was  present.  It  was  found  necessary 
to  remove  part  of  the  incompletely  closed  neural 
arch  with  an  osteotome  in  order  to  expose  the  base 
of  the  cyst  in  the  sacral  canal.  The  wound  cavity 
was  packed  with  iodoform  gauze  and  allowed  to 
heal  by  granulation.  Pathologic  study  of  the  tissue 
showed  the  cyst  to  be  lined  by  endothelial  cells  and 
not  epithelial  elements,  such  as  are  found  in  the 
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Fig.  3.  X-ray  plate  of  coccyx  in  a patient  with  a 
draining  pilonidal  sinus,  showing  deformity  and  in- 
creased density  of  the  terminal  segment.  At  opera- 
tion, the  sinus  tract  was  found  to  communicate  with 
the  bone. 

pilonidal  cyst.  The  healing  process  was  uneventful, 
and  the  wound  is  now  entirely  healed.  Spinal  anes- 
thesia was  used  in  this  and  in  the  case  to  follow. 
The  aforementioned  pain  referred  to  both  legs  and 
thighs  has  completely  disappeared. 

Case  2. — A young  man  presented  himself  with 
three  draining  sinuses  in  the  sacrococcygeal  area, 
with  hair  protruding  from  the  sinuses,  and  tender- 


ness down  to  and  including  the  tip  of  the  coccyx. 
No  active  infection  was  present.  His  history  dated 
back  to  five  years  earlier,  when  the  lesion  started 
to  drain.  Preoperative  x-ray  studies  revealed  a de- 
formed, poorly  defined  coccyx  with  variable  density 
(Fig.  2).  Gentian  violet  solution  was  likewise  in- 
jected into  the  sinuses  two  days  prior  to  operation. 

At  operation,  a wide  elliptic  incision  was  made 
around  the  draining  area,  and  the  entire  mass  was 
dissected  down  to  the  sacrococcygeal  fascia.  It 
was  found  to  be  firmly  adherent  to  the  terminal 
segment  of  the  coccyx,  which  was  freely  movable. 
The  terminal  segment  of  the  coccyx  was  removed  in 
toto  with  the  mass.  No  dye  was  encountered  during 
the  dissection,  and  so  it  was  evident  that  the  mass 
and  the  terminal  coccyx  were  intact.  Pathologic 
study  of  the  specimen  showed  the  tract,  stained 
with  the  dye,  communicating  with  the  coccyx.  The 
wound  healed  by  granulation,  without  event. 

Summary 

The  purpose  of  this  presentation  has  been  to 
demonstrate  the  value  of  preoperative  studies  by 
x-ray  in  pilonidal  disease.  It  is  also  true  that 
x-rays  will  not  always  demonstrate  the  possi- 
bility of  bony  communications  in  all  cases,  but  if 
they  do  demonstrate  a congenital  bony  deform- 
ity, such  as  a spina  bifida  occulta  or  a poorly  de- 
fined or  deformed  coccyx,  the  surgeon  should 
then  be  on  the  alert  for  the  possibility  of  a bony 
communication  (Fig.  3).  This  may  avoid  recur- 
rence of  the  lesion. 

7725  Fourth  Avenue 
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A SIMPLE  ONE-TABLET  TEST  FOR  URINARY  CHLORIDE  IN  LOW  SODIUM  DIETS 


During  rigid  salt  deprivation  programs  it  is 
essential  to  make  frequent  electrolyte  determina- 
tions in  order  to  avoid  excessive  imbalance.  In 
patients  with  normal  kidney  function,  urinary 
chloride  is  a satisfactory  guide.  The  authors 
present  a modification  of  the  Fantus  test.  All 
ingredients  are  incorporated  in  one  tablet,  the  clini- 
cal use  and  limitations  of  which  are  discussed  by 
the  authors.  Their  clinical  trials  indicate  that  if  a 
plus-minus  1 tablet  deviation  is  allowed,  over  95 
per  cent  of  the  determinations  fall  within  the  range 
of  standard  laboratory  determinations.  Fewer 
deviations,  they  report,  occur  in  the  range  below 


300  mg.  per  cent  than  above.  They  feel  that  chief 
use  of  the  test  will  be  (1)  as  an  intermediate  pro- 
cedure between  the  more  extensive  determinations 
in  patients  requiring  close  control  and  (2)  as  a guide 
to  management  of  outpatients  on  low  sodium  intake. 
After  simple  instructions  most  patients  can  test 
their  specimens  at  home.  The  authors  underline 
their  opinion  that  the  test  is  not  valid  when  there  is 
uncompensated  cardiac  or  renal  disease  or  clinical 
evidence  of  edema. — IF.  B.  Looney,  M.D.,  C.  D. 
McGrath,  M.D.,  and  IF.  A.  Thomas,  M.D.,  The 
Journal  of  Laboratory  and  Clinical  Medicine,  August, 
1951 


TRIETHYLENE  MELAMINE  IN  THE  TREATMENT  OF  HODGKIN’S 
DISEASE  AND  OTHER  LYMPHOMAS 

Antonio  Rottino,  M.D.,  New  York  City 

(From  thr  Hodgkin's  Disease  Research  Laboratory,*  St.  Vincent’s  Hospital) 


KARNOFSKY  el  al.  recently  described  com- 
prehensively and  for  the  first  time  the  favor- 
able therapeutic  effect  of  a new  compound,  2,4, 
6-triethylenimino-s-triazine  (TEM,  triethylene 
melamine),  on  Hodgkin’s  disease,  lympho- 
sarcoma, chronic  lymphatic  leukemia,  myeloid 
leukemia,  mycosis  fungoides,  and  other  forms  of 
neoplastic  disease.1  This  compound  has  an 
action  similar  to  that  of  nitrogen  mustard,  but  it 
differs  from  it  in  not  producing  stimulation  of  the 
central  nervous  system  in  animals  at  L.D.50. 
The  pharmacology  of  this  compound  has  been 
fully  dealt  with  by  Phillips  and  Thiersch.2 

Karnofsky  and  associates  found  that  TEM  was 
very  effective  when  given  by  mouth,  for  which 
reason  it  has  an  advantage  over  the  nitrogen 
mustards  which  must  be  administered  intra- 
venously. The  authors  caution  that  the  drug  is 
toxic  to  the  bone  marrow  and  hence  must  be 
administered  prudently. 

Material 

Herein  we  report  our  clinical  experience  with 
TEM  extending  over  a one-year  period.  During 
this  time  71  patients  were  treated,  47  of  whom  had 
Hodgkin’s  disease,  eight  lymphosarcoma,  eight 
chronic  lymphatic  leukemia,  six  chronic  myeloid 
leukemia:  and  two  acute  leukemia. 

TEM  Evas  administered  orally  in  tablet  form, 
5 mg.  per  tablet,  one  tablet  per  dose,  to  fasting 
patients  in  the  morning  with  a glass  of  water; 
breakfast  was  permitted  one  hour  later. 

Various  schedules  were  followed.  In  several 
instances  one  tablet  (5  mg.)  was  given  once  per 
week  until  symptomatic  relief  appeared;  in 
other  instances  5 mg.  were  given  daily  for  two  to 
three  days  and  repeated  weekly  as  long  as  symp- 
toms of  the  disease  persisted.  The  total  dosage 
varied  from  15  to  105  mg.,  and  the  large  doses 
were  distributed  over  a period  of  three  months. 
There  was  no  immediate  toxic  effect,  but  in 
several  cases  there  was  loss  of  appetite,  nausea, 
and  vomiting  either  several  hours  or  twenty-four 
hours  later.  Although  it  was  moderately  severe 
in  a few  cases,  the  vomiting  was  never  such  as  to 
cause  real  concern.  Many  of  the  patients  lost 


* Supported  in  part  by  grants  from  the  National  Cancer  In- 
stitute of  the  U.S.  Public  Health  Service,  the  American  Can- 
cer Society,  and  the  Damon  Runyon  Memorial  Fund. 

t Supplied  to  us  through  the  courtesy  of  the  Lederle 
Laboratories  Division,  American  Cyanamid  Company, 
Pearl  River,  New  York. 


this  tendency  to  vomit  when  the  treatment  was 
repeated  later.  In  16  instances  TEM  was 
readministered  two  to  three  times  at  intervals 
varying  from  three  weeks  to  six  months. 

The  system  showing  the  most  adverse  effect 
was  the  hematopoietic  system.  In  many  in- 
stances this  adverse  effect  was  manifested  by  a 
sharp  and  extensive  drop  in  the  red  and  white 
cells  and  in  platelets.  In  patients  tvho  showed 
hematologic  depression  the  bone  marrow  was 
found  to  be  markedly  aplastic.  The  average  dose 
producing  aplasia  was  in  the  neighborhood  of  45 
mg.  or  more,  administered  in  a period  of  three 
weeks.  As  a rule,  the  drop  in  the  blood  count 
occurred  from  two  to  three  weeks  after  the  last 
dose.  Unless  the  disease  was  clinically  far  ad- 
vanced, in  which  case  the  patient  would  have 
died  regardless  of  medication,  regeneration  of  the 
marrow  took  place,  and  the  counts  returned  to 
normal  or  to  initial  levels;  this  usually  began 
abruptly  and  continued  rapidly  for  a period  of 
four  to  six  weeks.  In  one  instance,  where  the 
disease  had  been  present  for  five  years  and  was 
clinically  far  advanced,  recovery  was  slower, 
taking  three  months,  but  in  the  end  it  was  com- 
plete, and  the  patient  has  remained  well  for  six 
months  to  date.  That  the  rate  of  hematologic 
recovery  is  variable  makes  us  feel  that  in  the  in- 
stances where  it  is  retarded  the  bone  marrow  has 
most  probably  been  previously  damaged  by  the 
disease  itself. 

In  some  instances  the  drop  in  platelets  was 
accompanied  by  purpura  of  the  skin,  bleeding 
from  the  gums,  headache,  and  bleeding  from  the 
bowels.  These  hematopoietic  complications  were 
easily  controllable  by  multiple  transfusions. 
Despite  mailed  leukopenia,  infections  did  not 
occur,  probably  because  of  the  free  use  of  anti- 
biotics. Clinical  indications  of  leukopenia  were 
sore  mouth  and  swollen  gums,  both  of  which 
symptoms  responded  quickly  to  antibiotics  and 
transfusions. 

Results 

The  results  were  most  impressive  in  lymphatic 
leukemia  but  were  less  so  in  lymphosarcoma  and 
chronic  myeloid  leukemia.  In  Hodgkin’s  disease 
the  effectiveness  varied,  and,  in  general,  the 
degree  could  be  correlated  with  the  stage  of  ad- 
vancement of  the  disease.  Each  group  will  be 
individually  discussed. 
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TABLE  I. — Lymphatic  Leukemia 


Case 

Sex 

Age 

Dose 

(Mg.) 

Duration  of 
Treatment 

Result 

Duration  of 
Remission 
(Months) 

1 

M 

53 

50 

3 months  plus 

Excellent,  rapid 

1 1 

2 

M 

55 

15 

3 days 

Excellent,  rapid 

10* 

3 

M 

24 

35 

2 weeks 

Excellent,  rapid 

7 

4 

M 

65 

1 5 

3 days 

Excellent.,  rapid 

5 

5 

F 

74 

15 

3 da  vs 

No  result 

0 

F 

60 

15 

3 davs 

( ’rood 

4 

7 

1 

57 

15 

3 davs 

Good 

1* 

8 

M 

68 

20 

4 days 

No  result 

* Indicates  that  patient  is  at  present  in  remission. 


Lymphatic  Leukemia. — In  the  six  instances 
where  clinical  improvement  followed,  the  white 
count  dropped  from  as  high  as  200,000  to  a mark- 
edly lower  level  in  some  cases  and  in  other  cases 
to  normal  (Table  I) . In  Case  1 there  was  massive 
generalized  enlargement  of  lymph  nodes  which 
had  shrunk  only  slightly  under  nitrogen  mustard 
treatment  given  one  year  previously;  TEM 
caused  these  nodes  to  become  quite  small  though 
they  did  not  disappear  entirely.  Treatment  was 
repeated  on  patients  1 and  2 when  counts  had 
risen  to  20,000 ; results  were  as  good  and  appeared 
as  promptly  as  after  the  first  administration. 

Lymphosarcoma. — -Seven  in  this  group  had 
lymphosarcoma  of  the  small  lymphocyte  variety, 
and  the  eighth  had  reticulum  cell  sarcoma.  The 
disease  was  advanced  in  five  instances,  and  one  of 
these  patients  had  received  nitrogen  mustard 
three  times;  the  results  were  uniformly  negative 
for  these  five.  Results  for  the  remaining  three 
consisted  of  diminution  of  the  size  of  the  nodes 
and  subjective  improvement;  one  of  these  three 
still  enjoys  remission  and  subjective  improvement 
after  seven  months. 

Acute  Leukemia. — -Two  patients,  both  of  whom 
were  in  the  terminal  phase  of  the  disease,  were 
treated  with  TEM.  Both  died  a few  days  after 
therapy  was  begun. 

Myeloid  Leukemia. — Six  patients  were  treated. 
Two  were  in  the  terminal  phase  of  the  disease  and 
died;  the  other  four  showed  variable  effects  diffi- 
cult to  evaluate.  In  general,  the  results  were 
not  impressive. 

Hodgkins  Disease. — Forty-seven  patients  in 
s various  stages  of  the  disease  were  treated,  of  whom 
seven  had  received  no  previous  therapy  (Table  II) . 

Patient  1 had  a satisfactory  remission  for  two 
months,  interrupted  by  a severe  hematopoietic 
depression  which  was  accompanied  by  bleeding 
from  nose,  mouth,  and  bowels.  Multiple  trans- 
fusions controlled  this.  Backache  developed, 
and  in  an  effort  to  reduce  the  pain  x-ray  was 
administered,  with  no  benefit.  Under  cortisone 
the  patient  improved  for  about  one  month,  after 
which  the  bleeding  from  nose  and  mouth  began 
again;  splenectomy  controlled  this  completely. 


TABLE  II.  -Previously  Untreated  Cases  of 
Hodgkin’s  Disease 


Case 

Sex 

Age 

Duration 
of  Disease 
From  Onset 
of  Symp- 
toms to 
Treatment 
(Months) 

Dosage 

(Mg.) 

Result 

1 

M 

54 

1 

85 

Poor 

2 

F 

30 

9 

65 

Good 

3 

F 

18 

1 

45 

Good 

4 

F 

29 

3 

65 

Good 

5 

M 

35 

18 

105 

Fair 

6 

M 

61 

2 

15 

Good 

7 

M 

27 

4 

30 

Good 

This  patient  died,  and  autopsy  showed  that  he 
had  been  afflicted  with  extensive  amlyoidosis 
in  addition  to  Hodgkin’s  disease. 

Patient  2 had  a large  lung  mass  which  disap- 
peared after  two  months  treatment.  However, 
the  mediastinal  nodes  persisted,  although  reduced 
considerably  in  size.  Although  pancythenria 
developed,  there  were  no  clinical  symptoms  ascrib- 
able  to  this  complication.  Two  months  after 
TEM  therapy  was  begun,  x-ray  therapy  was 
administered  to  the  mediastinum  because  addi- 
tional therapy  of  the  enlarged  nodes  was  consid- 
ered desirable  and  the  recovery  of  the  bone 
marrow  had  not  progressed  sufficiently  to  permit 
further  administration  of  TEM.  Clinical  re- 
mission lasted  for  ten  months,  and  then  backache 
began.  An  additional  15  mg.  of  TEM  were 
given,  and  the  backache  ceased. 

Patient  3 has  had  a satisfactory  remission  for 
nine  months  to  date. 

Patient  4 has  enjoyed  a remission  which  is 
striking.  Massive  nodes  about  the  neck  and 
axilla  and  smaller  ones  in  the  mediastinum  dis- 
appeared, and  subjective  improvement  has  been 
excellent.  She  remains  unusually  well  eleven 
months  to  date  after  TEM  therapy. 

At  the  other  extreme  are  results  for  12  patients 
in  the  terminal  and  preterminal  stage  of  the 
disease  who  were  treated.  These  patients  were 
already  refractory  to  x-ray  and  nitrogen  mustard. 
Failure  to  respond  to  TEM  was  common  to  all 
in  this  group. 
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The  largest  number  of  patients,  26,  fell  into 
the  category  characterized  by  long  duration  and 
advanced  stage  of  the  disease  and  by  previous 
treatment  with  x-ray,  nitrogen  mustard,  or  both. 
Here  the  results  were  variable  and  ranged  from 
little  to  relatively  satisfactory  improvement,  with 
remission  lasting  three  weeks  to  six  months. 
In  general,  there  was  a beneficial  effect  on  fever, 
pain,  pruritus,  fatigue  size  of  lymph  nodes,  and 
spleen.  Patients  in  this  group  have  been  re- 
treated two  to  three  times,  and  again  the  results 
were  variable  and  dependent  upon  complications 
developing  during  the  remission  and  upon  the 
degree  of  advancement  of  the  disease. 

Comment 

In  no  case  coming  under  our  observation  did 
TEM  produce  a cure.  In  the  more  favorable 
cases  of  lymphoma,  remissions  characterized  by 
subjective  improvement  and  diminution  or 
actual  disappearance  of  nodes  wTere  induced. 
Signs  and  symptoms  of  the  disease  usually  re- 
turned. In  the  most  favorable  of  our  cases  a 
remission  persists  after  eleven  months. 

The  limiting  factor  in  the  use  of  the  drug  is 
its  toxicity  to  the  bone  marrow.  The  latent 
period  before  manifestation  of  this  in  the  pe- 
ripheral blood  is  long.  When  it  does  occur,  the 
blood  count  drops  rapidly  to  low  levels.  However, 
the  damage  is  usually  reversible,  although  re- 
covery takes  place  more  slowly  than  after  nitrogen 
mustard. 

Employed  judiciously  on  properly  selected 
cases,  TEM  can  be  very  useful  in  Hodgkin’s 
disease.  We  believe  its  value  in  lymphatic 
leukemia  should  prove  very  considerable.  That 
it  may  be  administered  by  mouth  is  a great 
advantage.  Also  the  fact  that  in  some  cases  of 
Hodgkin’s  disease  it  makes  possible,  even  for  a 
short  time,  the  control  of  isolated  symptoms 
without  the  necessity  of  intravenous  therapy  (as 
a rule  no  more  effective  than  TEM)  is  something 
in  its  favor. 


In  deciding  whether  to  use  TEM  for  treating 
Hodgkin’s  disease,  its  possible  beneficial  effects, 
such  as  lessening  of  pain,  pruritus,  fever,  and 
size  of  nodes,  must  be  balanced  against  the  danger 
of  hematopoietic  depression  conseouent  upon 
overdosage.  With  this  in  mind  we  believe  one  may 
safely  give  up  to  15  mg.  over  a period  of  three 
days.  This  dose  will,  as  a rule,  produce  a bene- 
ficial effect.  Medication  may  be  repeated  as  nec- 
essary, but  an  interval  of  at  least  seven  to  ten 
days  should  be  allowed  between  treatments 
since  it  may  take  as  long  as  this  for  favorable 
response  to  manifest  itself.  A blood  count  taken 
at  this  time,  compared  with  previous  counts, 
and  evaluated  in  the  light  of  the  state  and  tempo 
of  advancement  of  the  disease  should  control  the 
decision  as  to  the  advisability  of  repeating  the 
therapy. 

As  to  treatment  for  chronic  leukemia  the 
decision  is  less  difficult;  5 mg  per  day  for  three 
days  has  usually  produced  a favorable  clinical 
response  lasting  at  least  six  months. 

Summary 

Our  experience  with  TEM  in  the  therapeusis  of 
lymphomatous  diseases  corroborates  that  of 
Karnofskv  et  al.  We  have  found  its  chief  useful- 
ness to  be  as  treatment  for  lymphatic  leukemia, 
although  Hodgkin’s  disease  and,  to  some  extent, 
lymphosarcoma  may  respond  favorably  also. 

The  drug  is  toxic,  and  overdosage  must  be 
guarded  against.  An  initial  dose  of  15  mg.  over 
a period  of  three  days  may  be  given  safely  and  in 
the  average  case  will  induce  a remission. 

The  fact  that  it  can  be  given  orally  and  without 
the  necessity  for  hospitalization  can,  on  occasion, 
be  most  advantageous. 
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COUNTRY  DOCTORS  HAVE  IT  BETTER 

Not  the  least  of  the  satisfactions  that  compensate 
the  physician  who  chooses  to  practice  in  a small 
city  or  town  is  a higher  average  income  than  his 
colleague  in  a large  metropolitan  center  earns, 
according  to  cold  figures  compiled  by  the  United 
States  Department  of  Commerce.  He  not  only  has 
a larger  dollar  income,  but  his  real  income  advantage 
is  even  greater,  in  view  of  the  well-known  fact  that 
living  is  more  expensive  in  thickly  congested  urban 
areas.  This  inducement,  plus  the  opportunity  to 
be  of  service  where  they  are  most  needed,  should  go 
far  toward  correcting  the  apparent  shortage  of 
doctors  in  rural  communities. 


The  income  survey,  in  which  55,000  physicians 
assisted,  offers  economic  proof  that  a nation-wide 
shortage  of  physicians  does  not  exist,  as  proponents 
of  socialized  medicine  like  to  argue.  Physicians’ 
incomes  have  risen  percentagewise  in  almost  exact 
proportion  to  the  average  income  of  the  American 
people,  which  suggests  that  supply  and  demand  are 
rather  nicely  balanced.  On  the  other  hand,  the 
income  differential  within  the  profession  itself 
suggests  there  actually  is  an  oversupplv  of  physicians 
in  the  big  cities.  The  significance  of  this  fact  will 
not  escape  the  young  medical  graduate  looking  for 
a place  to  hang  out  his  shingle. — Indianapolis  Star 


Case  Reports 


UNILATERAL  HEBERDEN’S  NODES  IN  A CASE  OF  HEMIPLEGIA 


Sigmund  Winter,  M.D.,  New  York  City 


{From  the  Arthritis  Clinic  of  Mount  Sinai  Hospital) 


TN  OSTEOARTHRITIS  of  the  fingers  occasional 
cases  are  seen  with  unilateral  involvement. 
Since  Heberden’s  nodes  are  ordinarily  symmetric 
and  bilateral,  the  rare  occurrence  of  unilateral  de- 
velopment of  nodes  after  hemiplegia  is  of  consider- 
able interest.  Several  years  ago  a few  similar  cases 
were  reported  in  the  English  and  French  medical 
literature  where  Heberden’s  nodes  failed  to  develop 
on  hands  with  nerve  damage.1,2  The  present  case 
is  that  of  a woman  who  had  sustained  a cerebrovas- 
cular accident  with  consequent  right-sided  hemi- 
plegia. About  ten  years  after  the  hemiplegia  she 
began  to  develop  Heberden’s  nodes,  but  only  on  the 
nonparalyzed  hand  (Fig.  1 ).  She  has  been  under  my 
observation  for  almost  four  years,  and  up  to  the 
present  there  is  no  clinical  or  radiologic  evidence  of 
bony  deformities  of  the  paralyzed  hand. 

Case  Report 

The  patient  is  a white  female,  fifty-four  years  of 
age.  She  came  to  the  Clinic  four  years  ago  with  a 
history  of  painful  deformities  of  her  left  hand  for 
several  years.  Her  right  hand  showed  some  muscu- 
lar atrophy  but  no  evidence  of  Heberden’s  nodes. 
She  walked  with  a limp  due  to  the  paretic  dragging 
of  her  right  leg.  The  physical  examination  was  nega- 
tive apart  from  the  residual  neurologic  findings  due 
to  hemiplegia.  Her  blood  pressure  was  normal.  Fun- 
doscopic  examination  showed  no  vascular  changes. 
Laboratory  findings  such  as  complete  blood  count, 
blood  chemistry,  sedimentation  rate,  and  Wasser- 
mann  were  normal.  Examination  in  the  Peripheral 
Vascular  Disease  Clinic  did  not  reveal  any  pathol- 
ogy. She  was  subjected  to  calorimetric  blood  flow 
studies.  The  digital  and  brachial  arteries  on  both 
hands  were  observed.  The  readings  were  reported 
as  normal,  and  there  was  no  appreciable  alteration 
from  the  normal  in  the  paretic  hand. 

X-rays  of  both  hands  in  anteroposterior  and  lateral 
positions  showed  advanced  hypertrophic  changes 
with  marked  narrowing  of  the  articular  spaces  of  the 
distal  phalangeal  joints  on  the  nonparalyzed  hand 
(Fig.  1).  The  third  and  the  fifth  fingers  were  mostly 
involved.  In  addition  to  the  splaying  out  of  the 
base  of  the  terminal  phalangeal  bones,  extensive 
pseudocystic  changes  were  visible  adjacent  to  these 
joints.  The  paralyzed  hand  did  not  show  arthritic 
changes  (Fig.  2).  In  order  to  exclude  deformities 
not  visible  in  anteroposterior  views  the  fingers 
were  taken  separately  in  lateral  views. 


Fig.  1.  Roentgenogram  of  the  fingers  of  the  non- 
paralyzed hand.  Note  the  advanced  hypertrophic 
changes  on  the  middle  and  little  finger. 


Fig.  2.  Roentgenogram  of  the  fingers  of  the  pare- 
tic hand. 
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Fig.  3.  Dorsum  of  hands. 


In  Fig.  3 the  right  hand  appears  to  be  smaller  and 
the  fingers  thinner.  There  is  almost  complete  loss 
of  vessel  markings  on  the  dorsum  of  the  hand,  and 
the  skin  is  smooth  and  glossy.  These  changes  are 
due  to  the  atrophy  of  skin,  to  the  shrinkage  of 
subcutaneous  tissue,  and  to  atrophy  of  muscles. 
There  are  no  bony  deformities  noted  on  the  finger 
joints.  In  contrast,  the  left,  nonparalyzed  hand 
appears  normal.  Protruding  vessels  and  wrinkles 
are  visible.  The  end  phalangeal  finger  joints,  mainly 
of  the  little  and  middle  fingers,  appear  swollen. 
These  are  typical  idiopathic  Heberden’s  nodes. 

Comment 

It  is  reasonable  to  assume  that  the  failure  of  de- 
velopment of  Heberden’s  nodes  on  the  paralyzed 
hand  is  due  to  the  imperfect  nerve  supply.  Our 
patient  was  a milliner,  and  after  the  stroke  she  gave 
up  her  occupation  and  did  only  light  housework. 
It  is  true  that  the  paretic  hand  could  not  be  used  as 
much  as  the  nonparetic  in  performing  housework, 
and  one  could  believe  that  the  absence  of  Heberden’s 
nodes  was  caused  by  inactivity  of  that  hand.  It  is 
known  that  nodes  do  develop  in  finger  joints  after 
trauma,  but  these  traumatic  nodes  are  always  con- 
fined to  the  joint  which  was  injured  and  should  not 


be  confused  with  Heberden’s  nodes  influenced  by 
sex  and  age  and  localized  only  in  the  terminal  finger 
joints.1  The  theory  that  minor  trauma  associated 
with  housework  has  a causative  relation  to  Heber- 
den’s nodes  cannot  be  accepted  since  these  nodes  are 
equally  common  in  women  who  have  never  per- 
formed any  housework. 

Clinical  observations  and  cases  published  in 
medical  literature  indicate  that  Heberden’s  nodes 
do  not  develop  in  fingers  with  disturbed  nerve 
supply.2-3  Stecher  reported  in  1947  the  failure  of 
development  of  Heberden’s  nodes  in  a woman  who 
sustained  a deep  laceration  on  the  palm  of  her  hand. 
After  some  years  she  started  to  develop  Heberden’s 
nodes  in  both  hands,  but  the  fingers  supplied  by  the 
median  nerve,  which  was  severed,  were  completely 
free  of  bony  deformities.  Hench  in  1940  described  a 
patient  who  had  infantile  paralysis  in  childhood 
and  failed  to  develop  Heberden’s  nodes  on  the 
paralyzed  hand.  Forestier  described  a similar  case 
after  a stroke.4  A woman  who  had  well-developed 
bilateral  Heberden’s  nodes  was  observed  fifteen 
months  after  a stroke  by  Stecher,  and  it  was  clearly 
noted  that  the  nodes  started  to  regress  on  the 
paralyzed  hand.  Radiographic  examination  proved 
that  this  recession  was  due  to  the  atrophy  of  skin  and 
subcutaneous  tissue.  These  observations  together 
with  the  present  discussion  prove  that  Heberden’s 
nodes  cannot  develop  in  fingers  which  do  not  func- 
tion normally  and  which  are  subjected  to  trophic 
changes  due  to  upper  or  lower  motor  nerve  lesions. 

Summary 

A rare  case  of  Heberden’s  nodes  developing  uni- 
laterally- in  the  hand  unaffected  after  hemiplegia  is 
presented.  This  case  supports  the  finding  that  an 
intact  nerve  supply-  is  to  be  regarded  as  a determina- 
tive factor  in  the  pathogenesis  of  Heberden’s  nodes. 

1711  University  Avenue 
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THE  146TH  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK,  MAY  12  TO  16,  IN  NEW 

YORK  CITY. 


SCAPULOCOSTAL  SYNDROME  PRECIPITATED  BY  CONTUSION  OF 
OMO VERTEBRAL  BONE 
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; HPIIE  case  of  Sprengel’s  deformity  presented  in 

this  paper  is  of  interest  not  only  because  of  the 
demonstration  of  an  unusually  large  and  well- 
developed  omovertebral  bone  but  also  because  of 
the  illustration  of  a painful  syndrome,  simulating 
the  scapulocostal  syndrome,  precipitated  by  a 
contusion  of  the  omovertebral-scapula  joint. 

Originally,  Willet  and  Walsham  gave  an  excellent 
description  of  the  omovertebral  bone  and  its  phylo- 
genetic significance.1-3  Further  description  and 
; developmental  theories  from  an  embryologic  point 
of  view  have  been  presented  by  Horowitz  in 
his  series  of  cases.4  The  clinical  significance  ol 
this  anomalous  bone  has  been  reviewed  by  Greig.5 
Resection  of  any  such  structures  encountered  in 
' the  lowering  of  the  scapula  by  subperiosteal  mobil- 
i ization  was  suggested  by  Schrock.6  In  1941, 
Smith  pointed  out  additional  interesting  features 
of  omovertebral  bones  studied  in  his  14  cases  in 
connection  with  50  cases  of  congenital  elevation 
of  the  scapula.7  Ingersoll’s  review  in  1945  estimated 
an  occurrence  of  the  omovertebral  bone  in  10  per 
cent  of  the  cases  of  Sprengel’s  deformity;  further- 
more, he  advised  resection  of  the  omovertebral 
bone  for  functional  and  cosmetic  improvement.8 
The  development  of  the  shoulder  girdle,  scapula, 
and  the  anomalies  of  the  pectoral  girdle  have  been 
the  subject  of  many  scientific  articles,  some  of 
which  are  listed  in  the  references. 

The  scapulocostal  syndrome  (fatigue-postural 
paradox)  may  be  described  as  a painful  clinical 
entity  characterized  by  deep  pain  at  the  superior 
medial  angle  of  the  scapula  with  radiation  which 
can  be  exaggerated  by  digital  pressure  upon  the 
thorax  at  the  superior  medial  angle  of  the  scapula. 
Pain  may  radiate  up  the  neck,  to  the  shoulder,  down 
the  back  of  the  arm,  and  around  the  thoracic  cage, 
occasionally  showing  some  variations  in  pain 
patterns.9 

Case  Report 

V.  S.,  age  forty-eight,  years,  a Puerto  Rican  sea- 
1 man,  was  admitted  May  22,  1950,  for  treatment 
l[  of  contusion  of  the  left  shoulder  with  radiating 
t pain.  He  stated  that  on  May  15,  1950,  while  going 
down  steps  aboard  ship,  he  slipped  and  fell,  falling 
approximately  7 feet,  landing  on  the  sharp  edge 
»(  of  the  steps  below,  and  striking  the  flat  part  of  his 
shoulder  (apparently  near  the  vertebral  margin 
of  the  scapula).  He  had  sharp,  severe  pain  at  the 
I contused  site,  later  followed  by  swelling  and  ecchy- 
I mosis.  The  pain  was  not  only  localized  to  the  con- 
tused area  but  radiated  up  the  nape  of  his  neck  to 
the  left  occipital  area.  It  also  radiated  to  his  left 
I shoulder  joint  and  down  the  left  arm  to  the  fourth 
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Fig.  1.  Range  of  abduction  and  gross  musculature 
and  deformity  of  shoulder. 


and  fifth  fingers,  primarily  on  the  postei'olateral 
aspect  of  the  arm  and  hand.  There  was  also  some 
tenderness  around  the  chest  girdle  on  the  left. 
There  was  no  interference  with  breathing.  Due 
to  the  persistence  and  severity  of  pain,  he  reported 
to  the  hospital. 

The  patient’s  height  was  5 feet  4 inches  and 
weight  140  pounds.  He  had  a Sprengel’s  deformity 
involving  his  left  shoulder  girdle  (Figs.  1 and  2). 
The  range  of  scapulohumeral  motion  was  normal, 
but  the  scapulocostal  motion  was  definitely  re- 
stricted by  the  presence  of  an  omovertebral  bone 
and  other  cervical  anomalies.  The  examiner  was 
unable  to  find  a levator  scapulae  or  rhomboid 
muscle  on  the  left  side,  and  a small  portion  of  the 
upper  and  lower  trapezius  was  absent.  The  supra- 
and  infraspinatus  muscles  appeared  to  be  fairly 
well  developed.  The  serratus  anterior  could  not 
be  found.  The  left  clavicle  was  shortened  and 
depressed.  There  was  no  gross  deformity  of  the 
thoracic  cage,  and  there  were  no  sensory  or  motor 
changes  noted  in  the  left  arm.  There  was  a minimal 
high  left  dorsal  and  cervical  scoliosis.  On  digital 
pressure  over  the  omovertebral-scapula  joint, 
severe  localized  and  the  above-described  radiating 
pain  could  be  elicited. 
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Fig.  2.  Resting  position  of  shoulder,  anterior  view. 


The  laboratory  findings  were  not  remarkable 
except  for  the  roentgenograms  which  were  reported 
as  follows  (Figs.  3 and  4):  “Roentgenographic 

examination  of  the  cervical  spine,  left  shoulder,  the 
thoracic  spine,  and  the  chest  reveals  the  presence 
of  an  undescended  left  scapula,  an  extremely  large 
anomalous  omovertebral  bone  extending  from  the 
posterior  spinous  process  of  the  fifth  and  sixth 
cervical  vertebrae  downwards  and  backwards  to 
the  upper  portion  of  the  vertebral  margin  of  the 
undescended  scapula.  An  unobstructed  lateral 
projection  of  the  lower  cervical  segments  was  not 
obtainable,  but  an  oblique  projection  reveals  the 
second  anomalous  bone  extending  in  a convex 
manner,  almost  vertically  downwards  from  the 
left  half  of  the  posterior  aspect  of  the  fourt  h cervical 
downwards  to  the  sixth  cervical  vertebra.  This 
smaller  bone  measures  approximately  4 cm.  in 
length  and  slightly  over  V*  cm.  in  width.  A hemi- 
vertebra is  not  observed,  but  there  is  a marked  sco- 
liosis of  the  extreme  upper  portion  of  the  thoracic 
spine  to  the  light  and  a less  marked  curvature  of 
the  lower  cervical  spine  to  the  left.  There  is  an 
anomalous  calcification  of  the  soft  tissue  structures 
between  the  base  of  the  acromion  process  and  the 
superior  scapula  angle.  Impression:  Sprengel’s 

deformity.” 

The  findings  were  consistent  with  a sprain  of  the 
joint  between  the  scapula  and  the  omovertebral 
bone  with  minimal  hemorrhage  and  complicated 
by  a radiating  painful  syndrome  similar  to  the 
scapulocostal  fatigue-postural  pain  syndrome.  An 
unsuccessful  attempt  wras  made  to  aspirate  the 
joint  involved,  following  which  18  cc.  of  6.5  per 
cent  novocaine  were  injected  with  complete  relief 
of  local  and  radiating  pains.  Unfortunately  the 
effect  of  the  novocaine  did  not  last  long,  and  it 
wras  necessary  to  repeat  injections  of  novocaine  on 
three  occasions  at  weekly  intervals.  The  painful 
condition  ran  the  course  of  a sprain  fracture  with  a 
duration  of  about  five  weeks  before  the  patient 
reached  full  pretraumatic  status.  The  patient  re- 
turned to  his  trade  as  an  able-bodied  seaman  which 
requires  strenuous  physical  activity. 

Comment 

Since  Eulenberg  first  published  the  clinical  find- 
ings of  congenital  elevation  of  the  scapula,  many 


Fig.  3.  Routine  chest  film  showing  relation  of 
shoulder  to  spine  and  thorax. 


Fig.  4.  Oblique  viewT,  visualizing  the  scapulo- 
omovertebral  joint  and  other  anomalous  bones  and 
their  position. 


cases  of  Sprengel’s  deformity  have  been  recognized, 
but  only  a limited  number  of  cases  has  shown  a 
well-developed  omovertebral  bone.  In  review,  it 
might  be  stated  that  the  consensus  of  opinion  is 
that  the  omovertebral  bone  is  formed  independently 
of  the  spine  and  the  scapula  and,  further,  that  it  is 
closely  related  to  the  superior  scapular  bone  of  the 
skatefish  phylogenetically.  The  mechanism  of  the 
referred  pain  associated  with  a lesion  of  the  superior 
medial  angle  of  the  scapula  is  somewhat  perplexing 
in  this  case  and  is  of  specific  interest  to  those  study- 
ing referred  pain  about  the  pectoral  girdle.  It 
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is  felt  that  this  case  shows  an  unusually  large  omo- 
vertebral  bone  as  well  as  anomalies  of  regression. 

Summary 

A case  of  Sprengel’s  deformity  with  an  unusually 
large  omovertebral  bone  and  other  anomalous  bones 
is  presented.  This  case  became  of  specific  interest 
because  of  a contused  sprain  of  the  joint  between 
the  scapula  and  the  omovertebral  bone  with  re- 
sultant pain  syndrome,  simulating  the  scapulo- 
costal syndrome. 


References 


1.  Willet,  A.,  and  Walsham,  W.  J.:  Med.-Chir.  Tr., 

London  63:257  (1880). 

2.  Idem:  Brit.  M.  J.  1:  513  (1883). 

3.  Idem:  Med.-Chir.  Tr.,  London  66:  145  (1883). 

4.  Horowitz,  A.  E. : Am.  J.  Orthopedic  Surg.  6:  230 

(1908). 

5.  Greig,  C.  M.:  Edinburgh  M.  J.  31:  22  (Jan.)  1924. 

6.  Schrock,  R.  D.:  J.  Bone  & Joint  Surg.  8:  207  (1926). 

7.  Smith,  A.  de  F.:  Arch.  Surg.  42:  529  (1941). 

8.  Ingersoll,  R.  S.:  New  York  State  J.  Med.  45:  1462 

(July)  1945. 

9.  Michele,  A.  A.,  Davies,  J.  J.,  Krueger,  F.  J.,  and  Lich- 

tor,  J.  M.:  ibid.  50: 1358  (June)  1950. 
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nPHE  value  of  ACTH  and  cortisone  in  the  so-called 
collagen  diseases  is  well  established.  Most  of 
the  reports  in  this  group,  however,  have  dealt 
with  rheumatic  fever,  rheumatoid  arthritis,  acute 
disseminated  lupus  erythematosus,  dermatomyo- 
sitis,  and  periarteritis  nodosa;  at  the  present  time 
there  are  but  few  reports  of  the  use  of  cortisone  or 
ACTH  in  scleroderma.  Bayles  et  al.  reported  mod- 
erate improvement  in  three  patients  with  sclero- 
derma and  one  with  scleroderma  and  Raynaud’s 
sjndrome  to  whom  ACTH  in  doses  of  5 to  10  mg. 
was  given  every  six  hours  for  two  or  three  weeks.1 
Thorn  et  al.  in  discussing  two  cases  of  scleroderma, 
one  treated  with  cortisone  and  one  with  ACTH, 
conclude  that  both  drugs  are  capable  of  producing 
transient  amelioration  of  the  signs  and  symptoms 
of  scleroderma.2  Sharnoff  et  al.  obtained  dramatic 
improvement  in  a case  of  scleroderma  with  asso- 
ciated Raynaud’s  phenomenon  treated  with  corti- 
sone.3 However,  on  a maintenance  dose  of  100  to 
125  mg.  of  cortisone  daily  the  patient  developed 
hypertensive  encephalopathy  and  died  in  uremia 
with  obliterating  intimal  fibrosis  of  the  interlobular 
arteries  and  multiple  infarcts  of  the  renal  cortex. 
Hines  el  al.  reported  six  cases  of  scleroderma  im- 
proved on  both  cortisone  and  ACTH.4 

The  following  is  the  report  of  a patient  with 
scleroderma  and  Raynaud’s  syndrome  who  im- 
proved while  receiving  cortisone. 


Case  Report 

R.  C.,  a twenty-year-old  white  female,  first 
noticed  the  gradual  onset  of  pallor  of  the  fingers 
and  toes  on  exposure  to  cold  four  years  ago.  The 
pallor  or  blanching  of  the  skin  was  followed  by  a 
cyanotic  hue  which  later  became  erythematous. 
Frequently  associated  with  these  symptoms  were 
pain  and  swelling  of  the  involved  areas.  During 
the  past  year  the  patient  noted  difficulty  in  opening 
the  mouth  widely  and  in  making  a fist.  On  admis- 


sion to  the  hospital  on  February  23,  1951,  the  posi- 
tive physical  findings  were  limited  to  the  upper  ex- 
tremities and  face.  There  was  a symmetric  ery- 
thema distal  to  the  wrists.  The  fingers  were  taper- 
ing, and  the  overlying  skin  was  tight,  shiny,  and 
free  from  wrinkles.  The  hand  could  not  be  com- 
pletely clenched  to  form  a fist.  The  skin  of  the 
cheeks  felt  thickened  and  tight,  and  there  was  a 
“pulling  sensation”  on  attempting  to  open  the 
mouth.  Immersion  of  one  hand  in  cold  water 
for  a minute  caused  a marked  blanching  of  all 
fingers  which  was  followed  in  a few  minutes  by 
cyanosis  and  later  by  the  gradual  onset  of  erythema. 

All  laboratory  findings  were  normal  except  for 
an  elevated  sedimentation  rate  of  60  mm.  in  one 
hour,  a serum  albumin  and  globulin  of  4.4  Gm.  each, 
and  a hypochromic  microcytic  anemia  with  10  Gm. 
of  hemoglobin.  No  L.E.  cells  were  found  in  the 
patient’s  peripheral  blood,  nor  was  the  L.E.  phe- 
nomenon demonstrable  with  the  patient’s  serum  and 
donor  cells.  A biopsy  was  performed  on  the  dorsum 
of  a finger,  and  the  report  showed  changes  compatible 
with  scleroderma.  The  rete  pegs  were  shortened  and 
their  ends  blunted.  In  the  dermis  there  were  large 
bundles  of  dense,  sparsely  cellular  collagenous  tissue; 
the  dense  fibrosis  extended  into  the  superficial  sub- 
cutis,  and  the  dermis  and  subcutis  were  poorly 
vascularized.  No  inflammatory  reaction  was  seen. 
Special  stains  for  elastic  tissue  revealed  decreased 
amounts.  X-rays  of  the  patient’s  chest  showed 
exaggerated  perivascular  markings  with  marked 
evidence  of  peribronchial  infiltration  throughout 
both  lung  fields,  the  infiltrate  being  principal^ 
perilobular  in  type.  Such  radiographic  findings 
are  not  peculiar  to  any  particular  systemic  disease 
but  have  been  described  in  several,  notably  sclero- 
derma and  periarteritis  nodosa.  An  esophagram 
showed  some  atrophy  of  the  mucous  membrane. 
X-rays  of  the  cervical  spine,  the  hands,  and  the 
feet  were  normal,  as  was  also  an  electrocardiogram. 
A Thorn  test  to  evaluate  the  adrenal  reserve  was 
positive. 

ACTH  was  given  in  a dosage  of  25  mg.  every  six 
hours  for  six  days.  Clinically,  no  changes,  sympto- 
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matic  or  objective,  were  noted  during  this  time.  On 
the  seventh  day  cortisone  replaced  ACTH  and  was 
given  in  doses  of  300  mg.  the  first  day,  200  mg.  on 
the  second  and  third  days,  and  100  mg.  daily  there- 
after. On  the  fifth  day  of  cortisone  treatment 
definite  improvement  was  apparent  as  follows: 
The  skin  of  the  fingers  was  soft  and  pliable;  wrink- 
ling of  the  skin  on  the  dorsum  of  the  fingers  was 
present,  and  the  fist  could  be  clenched  with  very 
little  restriction;  immersion  of  one  hand  in  ice 
water  for  a minute  no  longer  produced  a blanching 
of  the  other  three  extremities,  and  the  degree  of 
blanching  and  pallor  produced  in  the  immersed 
hand  was  less  marked  than  formerly.  Despite 
the  clinical  improvement  the  sedimentation  rate 
remained  elevated,  and  values  of  62  and  60  mm.  per 
hour  were  obtained  two  weeks  after  the  inception  of 
therapy.  The  total  serum  protein  at  this  time  was 
8.8  Gm.  with  a serum  albumin  of  4.2  Gm.  and  a 
serum  globulin  of  4.6  Gm.  per  100  cc.  After  two 
weeks  on  a daily  maintenance  dose  of  100  mg.  of 
cortisone  orally,  it  was  apparent  that  the  Raynaud’s 
phenomenon  had  returned  to  its  pretreatment  stage. 
The  skin  remained  soft  and  supple,  however,  and 
increased  mobility  of  the  fingers  was  retained. 
After  one  month  on  a maintenance  dose  of  100  mg. 
of  cortisone  daily  the  sedimentation  rate  fell  to  21 
mm.  per  hour.  The  improvement  was  maintained 
after  the  second  month  on  a daily  maintenance  dose 
of  100  mg.  of  cortisone.  It  was  found,  however,  that 
lowering  the  dose  below  this  level  resulted  in  a re- 
turn of  joint  pains  and  swellings. 

Comment 

It  is  known  that  hyaluronic  acid  has  a role  in  the 
formation  of  collagen.  Recently  Popkin  adminis- 
tered hyaluronidase  by  iontophoresis  to  two  pa- 


tients, on  the  assumption  of  the  possibility  of  a 
disturbance  in  the  hyaluronidase-hyaluronic  acid 
system  in  scleroderma,  and  obtained  clinical  im- 
provement.6 On  the  other  hand,  an  inhibitory  ef- 
fect by  the  corticosteroids  upon  the  activity  of 
hyaluronidase  has  been  amply  demonstrated.6 

The  results  reported  in  this  paper  indicate  that 
cortisone  and  ACTH  produce  symptomatic  improve- 
ment in  scleroderma  in  spite  of  their  antihyaluroni- 
dase  effect. 

Summary 

1.  A case  of  scleroderma  with  Raynaud’s  disease 
treated  with  ACTH  and  cortisone  is  presented. 

2.  There  was  no  amelioration  of  skin  manifesta- 
tions while  on  ACTH;  the  skin  reverted  to  gross 
normalcy  on  cortisone. 

3.  To  maintain  remission  a minimal  maintenance 
dose  of  100  mg.  of  cortisone  orally  daily  was  required. 

4.  The  Raynaud’s  phenomenon  was  relieved 
early  in  the  course  of  treatment  but  subsequently 
reverted  to  pretreatment  status. 
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RESPONSE  OF  ABNORMAL  UTERINE  CERVICAL  EPITHELIAL  CELLS 
TO  AUREOMYCIN* 

K.  Sheldon  MacLean,  M.D.,  New  York  City 
(From  the  Cytology  Clinic  and  Laboratory,  Roosevelt  Hospital) 


TAURING  the  course  of  the  past  three  years, 
cytologic  tests  for  uterine  cancer  have  been 
done  routinely  in  the  writer’s  practice.  Among  the 
cases  which  were  diagnosed  as  precancer  or  cancer 
of  the  cervix,  it  was  found  that  there  was  a high 
incidence  (65  per  cent)  of  infection  with  Trichomonas 
vaginalis.  For  a part  of  the  past  year  the  cases  of 
T.  vaginalis  vaginitis  were  treated  with  local  appli- 
cations of  aureomycin.  It  was  observed  that  not 
only  did  the  inflammatory  picture  both  clinically 
and  microscopically  return  more  readily  to  normal 
than  is  usually  the  case,  but  also  that  the  hyper- 
active nuclear  changes  of  the  cervical  epithelial 
cells  frequently  found  in  this  condition  became  less 
pronounced.  It  was  thought  of  interest,  therefore, 
to  investigate  the  action  of  this  antibiotic  in  cases 
where  the  exfoliated  cells  show  a degree  of  ab- 
normality which  under  certain  classifications  have 
been  considered  to  be  precancerous.1 

♦This  article  was  accepted  for  publication  on  May  17, 
1951. 


The  difficulty  in  obtaining  suitable  cases  for  such 
a trial  delayed  investigation  in  this  direction,  al- 
though the  possible  beneficial  influence  of  such  a 
procedure  has  been  the  object  of  discussion  with 
some  of  the  writer’s  associates,  t Recently  such  a 
case  presented  itself,  and  it  was  thought  that  the 
general  interests  would  be  better  served  if  the 
case  were  presented  now  without  comment  rather 
than  wait  for  an  indefinite  period  of  time  until  more 
cases  were  accumulated. 

Case  Report 

The  patient,  a twenty-seven-year-old,  healthy- 
appcaring female,  was  first  seen  on  August  25,  1950, 
with  a history  of  amenorrhea  since  June  27,  1950. 
Menarche  was  at  age  twelve.  Flow,  scantier  than 
normal,  recurred  every  twenty-eight  days  as  a rule 
and  lasted  three  days  with  mild  cramps  on  the  first 
day.  The  patient  had  been  married  two  years  and 
had  never  used  contraceptives. 

f Following  the  writer’s  suggestion,  Ayre  treated  success- 
fully five  cases.2 
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Fig.  1.  “Superficial  dyskariosis”  (Papanicolaou); 
“precancer  type  II-B”  (Ayre). 


General  physical  examination  revealed  nothing  of 
significance.  The  diagnosis  of  early  pregnancy  was 
confirmed  by  pelvic  examination.  The  cervix  ap- 
peared normal;  the  uterus  corresponded  in  size  to 
the  period  of  amenorrhea,  and  there  were  no  ab- 
normal palpable  adnexal  findings.  Weight  was  142 
pounds  and  blood  pressure  110/78.  Urine,  peri- 
pheral blood  cell  counts,  blood  serology,  and  basal 
metabolic  rate  were  within  normal  limits. 

Cervical  cytology  tests  were ‘made,  and  on  account 
of  the  profoundly  abnormal  cellular  changes  ob- 
served, the  slides  were  submitted  to  Drs.  George 
Papanicolaou  and  J.  Ernest  Ayre  and  were  diag- 
nosed by  them,  respectively,  as  “superficial  dys- 
kariosis” and  “precancer  type  II-B”  (Fig.  1). 

On  September  7,  1950,  treatment  was  started  by 
insufflating  vaginally  250  mg.  of  aureomycin  mixed 
with  4 Gm.  of  boric  acid  crystals  three  times  a week 
for  three  weeks.  After  an  interval  of  two  weeks 
without  further  treatment,  the  patient  returned, 
and  treatment  was  resumed,  using  250-mg.  aureo- 
mycin oblets  (suppositories)  on  alternate  davs  until 
November  27,  1950.** 

On  September  27,  1950,  the  uterus  had  increased 
in  size  to  that  of  a three-month  pregnancy,  but  on 
November  1,  1950,  the  organ  had  diminished  in 
size  corresponding  to  a two-month  gestation.  The 
cervical  smears  for  cytologic  study  showed  no  indi- 
cation of  pregnancy,  and  the  Friedman  pregnancy 
test  was  reported  negative.  A diagnosis  of  missed 
abortion  was  made.  A curettage  was  performed 
on  November  30,  1950.  The  placental  tissue  was 
found  densely  adherent  to  the  uterine  wall  and  was 
removed  with  great  difficulty.  Convalescence  was 
uneventful.  On  the  fifteenth  postoperative  day  the 
smears  showed  the  absence  of  the  “precancer”  or 
“dyskariotic”  type  of  cells.  Instead,  inflammatory 
cell  changes  were  observed  which  have  persisted  to 
the  time  of  writing  despite  the  fact  that  the  aureo- 

**  Aureomycin  Oblets  (suppositories),  250  mg.,  were  pre- 
pared and  supplied  through  the  courtesy  of  Lederle  Labora- 
tories, American  Cyanamid  Company. 


Fig.  2.  Mild  inflammatory  cell  picture. 


mycin  treatment  was  continued  until  January  15, 
1951  (Fig.  2). 

Comment 

It  is  not  the  purpose  of  this  report  to  label  or 
identify  the  abnormal  cells  found.  However,  it 
might  be  important  to  stress  that  two  events  pre- 
ceded the  cytologic  reversion  toward  normal, 
namely,  aureomycin  therapy  and  removal  of  the 
products  of  gestation.  From  this  one  case  it  cannot 
be  determined  with  certainty  which  of  the  two 
events  is  responsible  for  the  cytologic  changes. 
However,  since  the  abnormal  cells  continued  to  be 
present  even  after  the  clinical,  cytologic,  and  hor- 
monal tests  for  pregnancy  were  negative  and  only 
later,  after  the  continued  aureomycin  treatment, 
returned  to  normal,  it  might  be  considered  that 
aureomycin  played  a part  in  the  reversion  towards 
normal  cytology. 

It  should  be  mentioned  that  from  September  9 
to  November  30,  1950,  the  patient  received  120  mg. 
of  cortisone  by  vaginal  suppositories  which  is  not 
likelyr  to  have  influenced  the  cell  changes. 

Summary 

In  one  case  where  the  cervical  cytology  was 
interpreted  as  “superficial  dyskariosis”  (Papani- 
colaou) or  “precancer  type  II-B”  (Ayre),  the  vaginal 
administration  of  aureomycin  apparently  was  a factor 
in  causing  cellular  change  towards  normal. 

The  case  was  complicated  by  pregnancy,  missed 
abortion,  and  curettage. 

135  East  65th  Street 
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DEPARTMENT  OF  WORKMEN’S 
COMPENSATION 


Conducted  by  David  J.  Kaliski,  M.D.,  Director 


Pilot  Study  in  Rehabilitation 


The  following  letter  of  interest  to  New  York 
State  physicians  has  been  received  by  the  State 
Medical  Society’s  Bureau  of  Workmen’s  Com- 
pensation from  Dr.  Willis  M.  Weeden,  medical 
director,  New  York  State  Workmen’s  Compen- 
sation Board,  and  is  published  for  your  infor- 
mation. 

Dear  Dr.  Kaliski: 

You  have  asked  me  to  give  you  a short  written 
statement  regarding  our  “Pilot  Study  in  Rehabilita- 
tion.” 

This  study  was  first  started  approximately  one 
year  ago  although,  due  to  personnel  difficulties,  it 
has  only  been  working  well  since  the  end  of  August. 

Our  purpose  is : 

1.  To  promote  better  treatment  of  compensation 
claimants  by  the  application  of  modern  re- 
habilitation methods. 

2.  To  evaluate  the  effectiveness  of  these  methods 
as  shown  by  (a)  reduction  of  the  duration  of 
disability,  (6)  reduction  of  schedule  loss,  and 
(c)  reduction  of  per  cent  of  disability,  and,  in 
cases  of  total  disability,  reduction  of  the  dis- 
ability sufficiently  to  enable  the  claimant  to 
become  employable. 

The  cases  for  this  study  are  selected  by  various 
methods.  The  Calendar  Department  selects  groups 
of  cases  indicated  as  perhaps  suitable  and  sends  their 
folders  to  the  Rehabilitation  Department.  Here 
they  are  reviewed,  and  if  thought  suitable,  a letter  is 
sent  to  the  claimants  asking  them  to  appear  for 
examination. 

The  Board  physicians  are  on  the  alert  for  suitable 
cases  and  when  such  are  found  refer  them  to  the  Re- 
habilitation Department. 

Insurance  carriers  are  more  and  more  calling  our 
attention  to  suitable  cases  and  lastly,  as  knowledge 
of  this  study  becomes  more  widespread  among  the 
medical  profession,  physicians  themselves  are  refer- 
ring cases.  Cases  referred  are  examined  by  re- 
habilitation specialists  who  are  present  in  the  depart- 
ment four  afternoons  a week. 

For  cases  thought  suitable  for  study,  we  have  set 
up  a very  careful  procedure  which  is  closely  ad- 


hered to,  the  object  of  which  is  to  retain  and  protect 
the  system  of  free  choice  of  physicians  by  compensa- 
tion claimants. 

The  first  step  is  to  talk  to  the  claimant’s  physician, 
explain  to  him  what  we  desire  to  do,  and  obtain  his 
permission  for  rehabilitation  evaluation  and  treat- 
ment where  thought  proper.  The  second  step  is  to 
obtain  permission  from  the  insurance  carrier  for 
study  of  this  claimant  and  for  payment  of  necessary 
expenses. 

After  these  two  steps  have  been  satisfactorily 
accomplished,  and  not  until  then,  the  claimant  him- 
self is  told  what  we  desire  to  do,  and  his  cooperation 
is  obtained. 

The  claimant  is  then  referred  to  some  suitable 
place  for  rehabilitation  evaluation.  Inasmuch  as 
this  is  a pilot  study  we  have  as  yet  made  no  effort  to 
use  more  than  a few  such  facilities.  If  treatment  is 
thought  advisable,  such  treatment  is  then  adminis- 
tered by  the  Rehabilitation  Center. 

The  claimant  is  instructed  to  visit  his  private 
physician  about  once  a week  so  that  he  may  observe 
the  effects  of  such  treatment.  This  serves  to  keep 
the  physician  in  close  contact  with  his  patient  and 
also  helps  to  educate  the  medica  Iprofession  as  a 
whole  in  the  possibilities  and  value  of  modern  reha- 
bilitation. 

When  physical  rehabilitation  is  completed,  the 
claimant,  if  necessary,  is  referred  to  the  Vocational 
Rehabilitation  Department  of  the  State  Education 
Department  for  job  placement. 

At  the  present  time  we  are  receiving  whole-hearted 
cooperation  almost  without  exception  from  insurance 
carriers  and  from  physicians  and  only  slightly  less 
from  the  claimants  themselves. 

While  as  yet  we  have  not  sufficient  figures  to  show 
the  effect  of  this  study,  I feel  very  certain  that  when 
such  figures  have  been  collected  they  will  prove  the 
value  of  modern  rehabilitation  as  applied  to  com- 
pensation claimants. 

I trust  that  the  above  brief  explanation  is  the 
information  which  you  desire. 

Very  truly  yours, 

Willis  M.  Weeden,  MD. 

Medical  Director 
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Irwin  Henry  Bender,  M.D.,  ef  Brooklyn,  died  on 
( December  18,  1951,  at  the  Long  Island  College  Hos- 
1 pital  at  the  age  of  fifty-two.  Dr.  Bender  received 
his  medical  degree  from  the  Long  Island  College 
Hospital  Aledical  School  in  1923  and  interned  at  the 
Holy  Family  Hospital.  He  had  practiced  in  Brook- 
lyn for  twenty-seven  years.  Dr.  Bender  was  a 
i'  member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Harry  Blaine  Pinkerton,  M.D.,  of  Buffalo,  died  on 
November  29,  1951,  at  his  home  at  the  age  of  sixty- 
nine.  Dr.  Pinkerton  received  his  medical  degree 
from  the  University  of  Illinois  College  of  Medicine  in 
1906  and  interned  at  the  Rochester  Homeopathic 
Hospital,  now  the  Genesee  Hospital,  in  Rochester. 
Dr.  Pinkerton  opened  his  practice  in  Buffalo  in  1908. 
A Fellow  of  the  American  College  of  Surgeons,  he 
was  a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Joseph  Judah  Berkowitz,  M.D.,  of  New  York 
City,  died  on  December  1,  1951,  at  Bellevue  Hospital 
| at  the  age  of  fifty-four.  Dr.  Berkowitz  was  graduated 
from  the  Cornell  University  Medical  College  in  1923. 
During  World  War  II  he  served  as  a major  in  the 
I;  U.S.  Army  Medical  Corps,  stationed  in  the  Pacific 
Theater. 


Valentine  A.  Decot,  M.D.,  of  Buffalo,  died  on 
December  19  at  the  Deaconess  Hospital  in  Buffalo  at 
the  age  of  seventy-two.  Dr.  Decot  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine  in 
1904.  He  was  honorary  consulting  ophthalmologist 
at  the  Sisters  of  Charity  Hospital  of  Buffalo  and  had 
practiced  for  forty-six  years  until  his  retirement  in 
1950.  Dr.  Decot,  who  was  one  of  the  founders  of 
the  Buffalo  city’s  playground  system,  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Aledical  Association. 


Octa  Charles  Leigh,  Jr.,  M.D.,  of  New  York  City, 
died  on  December  27,  1951,  at  the  Presbyterian  Hos- 
pital at  the  age  of  forty-five.  Dr.  Leigh  received  his 
medical  degree  from  the  Harvard  Medical  School  in 
1934.  During  World  War  II  he  served  with  the 
U.S.  Army  Aledical  Corps  with  the  rank  of  major, 
being  stationed  in  France  as  head  of  a research  unit. 
Dr.  Leigh  was  assistant  attending  surgeon  at  Presby- 
terian Hospital.  A Diplomate  of  the  American 
Board  of  Surgery,  he  was  a member  of  the  Society  of 
University  Surgeons,  the  New  York  County  Aledical 
i Society,  the  Aledical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Floyd  Cleveland  McDaniel,  M.D.,  of  New  York 
City,  died  on  December  31,  1951,  at  his  home  at  the 
age  of  sixty-five.  Dr.  McDaniel  received  his  medical 
degree  from  the  University  of  South  Carolina  Medi- 
cal College  in  1911  and  interned  at  the  New  York 
Eye  and  Ear  Infirmary.  He  was  formerly  a medical 
examiner  for  Western  Union.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  McDaniel  was  a 
member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Aledical  So- 
| ciety  of  the  State  of  New  York,  and  the  American 
Aledical  Association. 


Elias  Alfred  Reed,  M.D.,  of  Brooklyn,  died  on 
December  27,  1951,  at  the  Brooklyn  Jewish  Hospital 
at  the  age  of  fifty-six.  Dr.  Reed  received  his  medical 
degree  from  the  Long  Island  College  Hospital 
Aledical  School  in  1919.  He  was  associate  attending 
neurologist  at  the  Brooklyn  Jewish  Hospital.  A 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology,  Dr.  Reed  was  a member  of  the  American 
Psychiatric  Association,  the  New  York  Society  for 
Clinical  Psychiatry,  the  New  York  Academy  of 
Aledicine,  the  New  York  Neurological  Society,  the 
New  York  County  Medical  Society,  the  Aledical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


John  Joseph  Reilly,  M.D.,  of  Staten  Island,  died 
on  December  30,  1951,  at  the  Veterans  Administra- 
tion Hospital,  Fort  Hamilton,  Brooklyn,  at  the  age 
of  thirty-nine.  Dr.  Reilly  received  his  medical  de- 
gree from  the  New  York  Aledical  College  in  1940  and 
interned  at  St.  Vincent’s  Hospital,  Staten  Island. 
During  World  War  II  he  served  as  a lieutenant  com- 
mander in  the  U.S.  Navy.  He  was  assistant  attend- 
ing physician  at  St.  Vincent’s  Hospital  and  at  the 
St.  Vincent’s  Hospital  Outpatient  Department.  Dr. 
Reilly  was  a member  of  the  Richmond  County 
Aledical  Society,  the  Aledical  Society  of  the  State 
of  New  York,  and  the  American  Aledical  Associa- 
tion. 


Samuel  Siev,  M.D.,  of  Queens  Village,  died  on 
November  24,  1951,  at  the  Terrace  Heights  Hospital 
at  the  age  of  fifty-five.  A native  of  Germany,  Dr.  Siev 
received  his  medical  degree  from  the  University  of 
Konigsberg  in  1922  and  came  to  this  country  in 
1941.  He  was  assistant  attending  pediatrician  at  the 
Jamaica  Hospital.  Dr.  Siev  was  a member  of  the 
Queens  County  Aledical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Aledical 
Association. 


Leo  Spiegel,  M.D.,  of  New  York  City,  died  on 
December  17, 1951,  at  the  Lenox  Hill  Hospital  at  the 
age  of  seventy-two.  Dr.  Spiegel  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1901  and  interned  at  St.  Francis 

357 


358 


NECROLOGY 


[N.  Y.  State  J.  M. 


Hospital,  Jersey  City,  New  Jersey.  He  was  clinical 
professor  of  dermatology  at  the  New  York  Uni- 
versity College  of  Medicine  and  consulting  derma- 
tologist at  the  Lenox  Hill  Hospital  and  the  Lenox  Hill 
Hospital  Outpatient  Department.  A Diplomats  of 
the  American  Board  of  Dermatology  and  Syphil- 
ology,  Dr.  Spiegel  was  a member  of  the  American 
Academy  of  Dermatology  and  Svphilologv,  the  New 
York  Academy  of  Medicine,  the  Bronx  Dermato- 
logical Society,  the  Society  for  Investigative  Derma- 
tology, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Mendel  Isaac  Sudarski,  M.D.,  of  Brooklyn,  died 
on  December  30,  1951,  at  his  home  at  the  age  of 
sixty-six.  A native  of  Lithuania,  Dr.  Sudarski  re- 
ceived his  medical  degree  from  the  University  of 
Berlin  in  1912  and  practiced  in  Lithuania  until  1937, 
when  he  came  to  the  United  States.  He  had  been 
assistant  attending  ophthalmologist  at  the  Maim- 
monides  Hospital  in  Brooklyn.  Dr.  Sudarski  was  a 
member  of  the  Kings  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  R.  Trick,  M.D.,  of  Buffalo,  a former  presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York,  died  on  December  19,  1951,  in  Warren,  Penn- 
sylvania, where  he  was  visiting  with  the  Red  Cross 
Bloodmobile,  at  the  age  of  seventy-seven.  Dr. 
Trick  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1901  and  interned  at  Buffalo 
General  Hospital.  During  World  War  I he  served  as 
a captain  in  the  U.S.  Army  Medical  Corps.  Dr. 
Trick  had  taught  at  the  University  of  Buffalo  School 
of  Medicine.  He  was  consulting  surgeon  at  the 
Meyer  Memorial  Hospital,  the  Buffalo  General  Hos- 
pital, the  Buffalo  State  Hospital,  and  the  Wyoming 
County  Community  Hospital,  in  Warsaw.  Dr. 
Trick  was  president  of  the  Medical  Society  of  the 
State  of  New  York  in  1928-1929.  He  also  served 
for  ten  years  as  a medical  director  for  the  Western 
New  York  Hospital  Service  Corporation.  A Fellow 
of  the  American  College  of  Surgeons,  he  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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MEDICAL  NEWS 


Officers  Elected  for  County  Medical  Societies 


npHE  following  results  of  elections  of  officers  for 
J-  1952  have  been  reported  from  the  county  medical 
societies  of  the  Medical  Society  of  the  State  of  New 
York. 

Allegany  County  Medical  Society — Dr.  Leon  F. 

! Roper,  Belmont,  president;  Dr.  Edward  W.  Briggs, 
Jr.,  Wellsville,  vice-president;  Dr.  Kurt  Zinner, 
Wellsville,  treasurer,  and  Dr.  James  H.  Gray,  Jr., 
Friendship,  secretary. 

Broome  County  Medical  Society — Dr.  Ben  L. 
Matthews,  Binghamton,  president;  Dr.  Mark  H. 
Williams,  Binghamton,  vice-president;  Dr.  Nicholas 
R.  Occhino,  Johnson  City,  secretary;  Dr.  Charles  B. 
Steenburg,  Binghamton,  assistant  secretary;  Dr. 
Martin  Weiss,  Binghamton,  treasurer,  and  Dr. 
Florence  Warner,  Binghamton,  assistant  treasurer. 

Chemung  County  Medical  Society — Dr.  Joseph  J. 
McConnell,  Elmira,  president;  Dr.  Charles  H. 
Kosmaler,  Elmira,  vice-president;  Dr.  James  A. 
Mark,  Elmira,  secretary,  and  Dr.  Lawrence  L. 
Hobler,  Elmira,  treasurer. 

1 Chenango  County  Medical  Society — Dr.  Everett  T. 
Centerwall,  Greene,  president;  Dr.  H.  Lynn  Wilson, 
Norwich,  vice-president,  and  Dr.  Angelo  Franco, 
New  Berlin,  secretary-treasurer. 

Erie  County  Medical  Society — Dr.  Samuel  Sanes, 
Buffalo,  president;  Dr.  William  J.  Orr,  Buffalo,  first 
vice-president;  Dr.  Antonio  F.  Bellanca,  Buffalo, 


second  vice-president;  Dr.  Harriet  Hosmer,  Buffalo, 
secretary,  and  Dr.  Floyd  W.  Hoffman,  Buffalo, 
treasurer. 

Jefferson  County  Medical  Society — Dr.  E.  A.  Max- 
well, Carthage,  president;  Dr.  George  S.  Nellis, 
Watertown,  vice-president,  and  Dr.  Charles  A. 
Prudhon,  Watertown,  delegate. 

Lewis  County  Medical  Society — Dr.  Gunter  Bach, 
Croghan,  president;  Dr.  H.  E.  Chapin,  Lowville, 
vice-president,  and  Dr.  John  P.  Myers,  Port  Leyden, 
secretary-treasurer. 

Onondaga  County  Medical  Society — Dr.  Irving  L. 
Ershler,  Syracuse,  president;  Dr.  A.  Carl  Hof- 
mann, Syracuse,  vice-president;  Dr.  William  J. 
Michaels,  Jr.,  Syracuse,  secretary,  and  Dr.  Charles 
A.  Gwynn,  Syracuse,  treasurer. 

Orleans  County  Medical  Society — Dr.  Walter 
Shifton,  Albion,  president;  Dr.  Kenneth  Clark, 
Medina,  secretary,  and  Dr.  John  Ellis,  Albion, 
treasurer. 

Otsego  County  Medical  Society — Dr.  John  Con- 
stantine, Oneonta,  president;  Dr.  Walter  Luft, 
Milford,  vice-president,  and  Dr.  Elfred  L.  Leech, 
On  eonta,  secretary-treasurer. 

Schenectady  County  Medical  Society — Dr.  Isaac 
Shapiro,  Schenectady,  president;  Dr.  James  Blake, 
Schenectady,  vice-president;  Dr.  Ralph  E.  Isa- 
bella, Schenectady,  secretary,  and  Dr.  Carl  F. 
Runge,  Schenectady,  treasurer. 


MEDICALLY  SPEAKING— 


To  Give  Postgraduate  Course — The  fifth  annual 
postgraduate  course  in  diseases  of  the  chest  spon- 
sored by  the  Council  on  Postgraduate  Medical  Edu- 
cation and  the  Pennsylvania  Chapter  of  the  Ameri- 
i can  College  of  Chest  Physicians  and  the  Laennec 
Society  of  Philadelphia  will  be  presented  at  the 
Warwick  Hotel,  Philadelphia,  March  24  to  28, 
1952.  Physicians  interested  in  attending  the  post- 
i graduate  course  are  invited  to  communicate  with 
the  executive  offices  of  the  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chi- 
cago 11,  Illinois. 


New  Department  Announced — A Department  of 
Anesthesiology  at  the  Columbia  University  College 
of  Physicians  and  Surgeons  has  been  established, 
and  Dr.  Emanuel  M.  Papper,  professor  of  anesthesi- 
ology at  the  College,  has  been  named  executive 
officer.  Previously,  the  study  and  teaching  of 
anesthesia  had  been  incorporated  in  the  Department 
of  General  Surgery.  However,  with  its  new  status  as 
an  independent  department  and  with  a faculty  of  13, 
the  unit's  research  into  anesthetics  and  the  process 
of  anesthesia  will  be  considerably  enlarged.  The 
new  department  will  also  continue  to  provide  a 
minimum  of  eighteen  hours  of  instruction  to  each 
medical  student  at  the  College. 


Committee  Asks  Cooperation — The  Committee  on 
Alcoholism  of  the  Medical  Society  of  the  State  of 
New  York  is  extremely  eager  to  separate  facts  from 
fiction  regarding  Antabuse-treated  alcoholic  pa- 
tients. Your  cooperation  in  a careful  study  of  ru- 
mors and  reporting  to  the  chairman,  Dr.  John  L. 
Norris,  126  Edgemore  Drive,  Rochester,  New  York, 
any  untoward  reaction  to  Antabuse  is  respectfully 
solicited. 


Grant  Announced  —Dean  James  A.  Campbell  of 
Albany  Medical  College  has  announced  a renewal 
grant  of  $3,500  which  has  been  made  by  the  LT.S. 
Public  Health  Service  to  the  section  of  oncology  in 
the  Department  of  Medicine  for  the  purpose  of  con- 
tinuing studies  on  the  mechanism  of  pain  in  pro- 
static  cancer.  The  grant  covers  the  period  from 
December,  1951,  to  December,  1952,  the  third  year 
the  grant  lias  been  made  to  the  Medical  College. 

Leukemia  Award  Open — The  Robert  Roesler  de 
Villiers  Foundation,  Inc.,  New  York  City,  is  offering 
an  award  of  $1,000  for  the  most  important  paper 
which,  in  the  opinion  of  the  jury,  is  deserving  and 
makes  a significant  contribution  to  the  knowledge  of 
the  nature,  causes,  origin,  treatment,  or  cure  of 
acute  leukemia  and  allied  conditions.  Should  any 
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paper  describe  a cure  or  effective  therapy,  the  jury 
may  suggest  to  the  Foundation  that  it  increase  the 
award  to  $5,000.  Authors  are  requested  to  submit 
five  easily  legible  copies  of  each  paper  to  the  Secre- 
tary-General of  the  International  Society  of  Hema- 
tology, 3301  Junius  Street,  Dallas,  Texas.  In  order 


to  be  eligible,  papers  must  arrive  not  later  than 
October  20,  1952.  Papers  to  be  considered  for  the 
award  shall  have  been  either  published  or  accepted 
for  publication  by  a reputable  journal  in  or  outside 
of  the  United  States  between  January  1,  1951,  and 
October  20,  1952. 


MEETINGS 

PAST 


Elmira  Chapter,  Academy  of  General  Practice 

Dr.  George  E.  Miller,  assistant  professor  of  medi- 
cine, University  of  Buffalo  School  of  Medicine, 
spoke  on  “The  Management  of  Edema’’  at  a dinner 
meeting  of  the  Elmira  Chapter  of  the  Academy  of 
General  Practice  held  January  9 at  the  Mark  Twain 
Hotel,  Elmira.  The  program  was  postgraduate  in- 
struction arranged  by  the  Council  Committee  on 
Public  Health  and  Education  of  the  Medical  So- 
ciety of  the  State  of  New  York  in  cooperation  with 
the  State  Department  of  Health. 

Regional  Teaching  Day 

Under  the  sponsorship  of  the  Central  New  York 
Association  of  Gynecologists  and  Obstetricians,  the 
State  University  of  New  York  College  of  Medicine 
at  Syracuse,  the  Medical  Society  of  the  State  of 
New  York,  the  New  York  State  Department  of 
Health,  and  the  Health  Department  of  the  City  of 
Syracuse,  a regional  teaching  day  in  obstetrics  and 
gynecology  was  held  January  15  at  the  College  of 
Medicine  in  Syracuse.  The  program  included  panel 
discussions  on  gynecology  and  on  fetal  salvage.  At 
the  dinner,  Dr.  Frederick  Falls,  professor  of  ob- 
stetrics and  gynecology  at  the  University  of  Illinois 


College  of  Medicine,  Chicago,  spoke  on  “Ectopic 
Pregnancy.*’ 

Highland,  Park  Avenue,  and  St.  Mary’s  Hospitals, 
Rochester 

At  a meeting  of  the  Departments  of  General  Prac- 
tice of  the  Highland,  Park  Avenue,  and  St.  Mary’s 
Hospitals,  Rochester,  held  at  St.  Mary’s  Hospital 
on  January  16,  a paper  on  “Disorders  of  Coordina- 
tion” was  presented  by  Dr.  Paul  H.  Garvey,  asso- 
ciate professor  of  medicine,  University  of  Rochester 
School  of  Medicine.  The  program  was  postgraduate 
instruction  arranged  by  the  State  Society  Council 
Committee  on  Public  Health  and  Education  in  co- 
operation with  the  State  Department  of  Health. 

Geneva  Academy  of  Medicine 

Dr.  Joseph  Gordon,  principal  thoracic  surgeon, 
Ray  Brook  State  Tuberculosis  Hospital,  Ray  Brook, 
presented  a paper  on  “Bronchiectasis”  at  a meeting 
of  the  Geneva  Academy  of  Medicine  held  January  21 
in  Geneva.  The  program  was  postgraduate  in- 
struction arranged  by  the  State  Society  Council 
Committee  on  Public  Health  and  Education  in  co- 
operation with  the  State  Department  of  Health. 


FUTURE 


Greater  New  York  Safety  Council 

The  health  and  safety  problems  involved  in  in- 
dustrial waste  disposal  and  water  pollution  will  be 
discussed  at  a conference  of  experts  from  many 
parts  of  the  country  to  be  held  Friday,  April  4,  at 
the  Hotel  Statler,  New  York  City.  Mr.  A.  F. 


Dappert,  executive  secretary  of  the  New  York 
State  Water  Pollution  Control  Board  and  former 
director  of  pollution  surveys  for  the  Illinois  Sanitary 
Water  Board,  will  discuss  the  problems  of  waste  dis- 
posal with  health  officials,  industry  leaders,  and 
safety  experts. 


PERSONALITIES 


Appointed 

Dr.  E.  Dwight  Barnett,  former  director  of  Harper 
Hospital,  Detroit,  as  the  first  director  of  the  In- 
stitute of  Administrative  Medicine  at  Columbia 
University  . . . Dr.  Robert  F.  Lewis,  Penn  Yan, 
coroner  for  Yates  County  . . . Dr.  Thelma  S.  Miner, 
Saskatchewan,  as  assistant  district  health  officer  in 
the  Middletown  office . . . Dr.  Harry  M.  Zimmerman, 
chief  of  the  laboratory  division  of  Montefiore  Hos- 
pital, the  Bronx,  as  director  of  Yeshiva  University 
Medical  School. 

Elected 

Dr.  Harold  L.  Gokey,  Alexandria  Bay,  as  presi- 
dent of  the  staff  of  the  North  Country  Hospitals; 


Dr.  John  H.  Stauffer,  Canton,  as  vice-president, 
and  Dr.  George  H.  Hanlon,  Gouverneur,  as  secre- 
tary-treasurer . . . Dr.  C.  V.  Keating,  Beacon,  as 
president  of  the  medical  staff  of  Highland  Hospital 
. . . Dr.  Holger  C.  Nelson,  Watertown,  as  president  of 
the  medical  staff  of  the  House  of  the  Good  Samaritan 
Hospital. 

Speakers 

Dr.  Lauretta  Bender,  professor  of  clinical  psy- 
chiatry, New  York  University  College  of  Medicine, 
on  “Childhood  Schizophrenia”  at  a meeting  of  the 
Long  Island  Psychiatric  Society  . . . Dr.  George 
Gregory  Havdu,  Goldwater  Memorial  Hospital, 
New  York  City,  on  “The  Pathogenesis  of  Rheu- 
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matoid  Arthritis  in  View  of  Recent  Clinical  Studies 
on  Adenosinetriphosphatase  Activity”  at  the  second 
European  Rheumatological  Congress  in  Barcelona, 
Spain  . . . Dr.  E.  Lawrence  Hecht,  assistant  pro- 
fessor of  clinical  obstetrics  and  gynecology,  New 
York  University  Post-Graduate  Medical  School,  on 
“The  Cytologic  Approach  to  Uterine  Cancer”  at 
the  National  Italian  Congress  of  Obstetrics  and 
Gynecology  in  Naples,  Italy. 

Dr.  Lothar  B.  Kalinowsky,  New  York  Psychia- 
tric Institute,  on  “The  Indications  and  Limitations 
of  the  Somatic  Therapies  and  Prefrontal  Lobotomy” 
at  a meeting  of  the  medical  staff  of  the  Veterans 
Administration  Hospital,  Northport,  Long  Island 
. . . Dr.  Arthur  A.  Knapp,  New  York  City,  on  “The 
Ocular  Criteria  for  Surgical  Decision”  at  the  Pan- 
American  Congress  of  Ophthalmology,  Mexico 
City,  and  on  “Uveitis  and  Retinitis  Pigmentosa” 
at  a meeting  of  the  West  Indies  Branch,  British 
Medical  Association,  held  in  Port  of  Spain,  Trinidad 
. . . Dr.  Sandor  Lorand,  clinical  professor  of  psy- 
choanalytic psychiatry,  State  University  of  New 
York  College  of  Medicine  at  New  York  City,  a 
seminar  at  the  Veterans  Administration  Hospital, 
Northport,  Long  Island. 

Dr.  Oswald  S.  Lowsley,  president  and  director  of 
the  Oswald  Swinney  Lowsley  Foundation,  St.  Clare’s 
Hospital,  a series  of  surgical  lectures  and  clinics  in 
Ciudad  Trujillo,  Dominican  Republic;  Fort  du 
France,  Martinique,  Port  of  Spain,  and  San  Fer- 
nando, Trinidad,  and  Panama  . . . Dr.  George  T. 
Pack,  New  York  City,  on  a recent  visit  to  South 
America,  at  the  invitation  of  national  surgical 
societies  and  universities,  addresses  in  Chile,  Peru, 
and  Argentina.  Dr.  Pack  was  also  made  an  honorary 
professor  of  medical  sciences  by  the  University  of 
Chile,  a doctor  of  medicine  by  the  University  of 
Buenos  Aires,  an  honorary  member  of  the  Peruvian 


Academy  of  Surgery  and  the  Society  of  Surgeons  of 
Chile,  and  was  decorated  by  the  President  of  Argen- 
tina as  Grand  Official  of  the  Order  of  Merit  . . . Dr. 
Shields  Warren,  director  of  the  Division  of  Biology 
and  Medicine  of  the  Atomic  Energy  Commission 
and  professor  of  pathology,  Harvard  Medical 
School,  the  William  Henry  Welch  Lecture  on  “The 
Early  Changes  Caused  by  Radiation”  at  the 
Mount  Sinai  Hospital,  New  York  City. 

New  Offices 

Dr.  John  H.  Brooks,  Copenhagen,  general  prac- 
tice in  Lowville  . . . Dr.  George  M.  Di  Rienzo, 
Brooklyn,  general  practice  in  Delanson  . . . Dr. 
Robert  P.  Dwyer,  who  was  recently  stationed  in  the 
Panama  Canal  Zone  with  the  U.S.  Army  Medical 
Corps,  general  practice  in  Chittenango  . . . Dr.  0. 
C.  Garlo,  Trenton,  New  Jersey,  general  practice  in 
Altmar  . . . Dr.  Warren  Heller,  practice  of  medicine 
and  surgery  in  Ogdensburg  . . . Dr.  Frederic  T. 
Joint,  general  practice  in  Bath  . . . Dr.  Maximilian 
N.  Margulies,  general  practice  in  Mannsville. 

Dr.  William  J.  Meyer,  Scarsdale,  general  practice 
in  Honeoye  . . . Dr.  Joseph  H.  Mintzer,  practice  of 
pediatrics  in  Saratoga  Springs  . . . Dr.  Leo  Muido, 
general  practice  in  Gloversville  . . . Dr.  Theodore 
Paprocki,  Brooklyn,  practice  of  ophthalmology  in 
Ogdensburg  . . . Dr.  John  W.  Prout,  practice  of 
surgery  in  Niagara  Falls  . . . Dr.  Russell  E.  Reitz, 
Buffalo,  practice  of  ophthalmology  in  Utica  . . . 
Dr.  John  Roop,  practice  of  psychiatry  and  neurol- 
ogy in  Jamestown  . . . Dr.  Robert  E.  Yanowich, 
general  practice  in  Lima  . . . Dr.  Doris  Zenger, 
practice  of  pediatrics  in  East  Hampton  . . . Dr. 
Ernest  Zucker,  general  practice  in  Newfield  . . . 
Dr.  Leon  Zwilling,  practice  of  medicine  and  ob- 
stetrics in  Clinton. 


THE  COMPLETE  PROGRAM  FOR  THE  1952  ANNUAL  MEET- 
ING OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK  WILL  BE  PUBLISHED  IN  THE  APRIL  1 ISSUE  OF  THE 
JOURNAL. 

ANNUAL  REPORTS  OF  OFFICERS,  TRUSTEES,  COUNCIL  COM- 
MITTEES, AND  DISTRICT  BRANCHES  WILL  ALSO  BE  PUB- 
LISHED IN  THIS  ISSUE. 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  November  8,  1951,  from 
9:20  a.m.  to  12:45  p.m.  at  the  State  Society’s 
offices. 

Secretary’s  Report 

Remission  of  1951  annual  dues  was  voted  for 
three  members  because  of  illness  and  for  four  mem- 
bers because  of  service  in  the  armed  forces.  It  was 
also  voted  to  recommend  to  the  American  Medical 
Association  that  the  dues  of  seven  members  be  re- 
mitted for  1950  and  of  ten  for  1951. 

Your  secretary  takes  pleasure  in  reporting  that 
Dr.  George  F.  Lull,  A.M. A.  secretary,  has  acknowl- 
edged receipt  of  your  nomination  of  Dr.  Percy  G. 
Waller  for  the  award  of  General  Practitioner  of  the 
Year  from  the  American  Medical  Association. 

Recently,  because  two  members  of  the  resident 
staff  of  the  New  York  Hospital,  who  had  failed  to 
register  their  licenses  to  practice  medicine,  were 
threatened  with  fines,  Dr.  Arthur  H.  Groeschel, 
assistant  director  of  New  York  Hospital,  has  sug- 
gested to  Mr.  Robert  C.  Killough,  Jr.,  Assistant 
Commissioner  for  Professional  Education  of  the 
New  York  State  Education  Department,  that 
paragraph  three  of  a form  letter  customarily  sent  by 
the  secretary  of  the  State  Board  of  Medical  Ex- 
aminers to  new  licensees  be  modified  so  that  it  would 
read  somewhat  as  follows: 

“An  application  for  biennial  registration  with 
this  Department  is  being  sent  to  you  so  that  you 
may  register  as  required  by  section  6510  of  the 
Education  Law.  Please  execute  the  registration 
application  and  return  it,  together  with  a check  or 
money  order  for  84.00  payable  to  the  State  Educa- 
tion Department,  at  Albany.  Failure  to  register 
your  license  prior  to  your  entrance  upon  the  practice 
of  medicine  in  the  State  of  New  York  in  any 
capacity  including  that  of  intern,  resident,  or  fellow 
in  a hospital  will  make  you  liable  to  pay  for  registra- 
tion in  addition  to  fee  of  Four  Dollars,  a further  fee 
of  One  Dollar  for  each  thirty  days  or  part  thereto 
that  you  are  in  default.’’ 

Your  secretary  respectfully  suggests  that  the 
Council  vote  approval  of  such  a paragraph,  after 
study  by  the  Medical  Licensure  and  Medical 
Service  Committee. 

It  was  voted  that  the  form  letter  customarily 
sent  by  the  secretary  of  the  State  Board  of 
Medical  Examiners  to  new  licensees  be  modified 
to  include  an  extra  paragraph,  but  that  this  recom- 
mendation be  referred  first  to  the  Committee  on 
Medical  Service  and  Medical  Licensure  for  study 
and  report. 

On  October  16,  your  secretary  attended  the  Ameri- 
can Medical  Association  television  clinic  at  the 
Hotel  Biltmore.  Mr.  Frederick  W.  Miebach,  direc- 
tor of  our  Public  Relations  Bureau,  and  Mr.  Martin 
J.  Tracey,  Public  Relations  Bureau  Field  Repre- 
sentative, were  also  present.  There  was  much  in- 
structive discourse,  and  several  illustrations  of  the 
value  of  television  in  education  and  propaganda  were 
presented. 

On  October  17,  with  President  Kenney  and  Dr. 
David  J.  Kaliski,  director  of  the  Workmen’s  Com- 
pensation Bureau,  your  secretary  attended  a meet- 
ing in  the  office  of  Mr.  Henry  Sayer,  with  Dr.  Ray- 
mond Hussey,  scientific  director  of  the  Council  on 
Industrial  Medicine  of  the  A.M. A.,  and  Dr.  Franklin 


J.  Halpin,  medical  director  of  the  United  States 
Bureau  of  Employees  Compensation,  regarding  pay- 
ment for  medical  care  of  Federal  employes. 

October  18,  your  secretary  attended  a meeting  of 
the  Third  District  Branch  at  Troy.  Other  meetings 
attended  were: 

October  20,  a meeting  of  the  Program  Subcommit- 
tee of  the  Convention  Committee  at  the  Hotel 
Statler. 

October  23,  “Open  House’’  at  United  Medical 
Service. 

October  24,  Second  District  Branch  at  Garden 
City. 

October  26,  the  Business  Show  with  Mr.  Thomas 
E.  Alexander,  office  manager  and  business  manager 
of  the  New  York  State  Journal  of  Medicine. 

October  27,  thirtieth  annual  meeting  of  the  Nassau 
County  Medical  Society  in  honor  of  President-elect 
Dr.  Louis  H.  Bauer  of  the  American  Medical  Asso- 
ciation. 

October  28,  General  Practice  Subcommittee  of  the 
Public  Health  and  Education  Committee. 

October  30,  New  York  State  Chapter  of  the  New 
York  Academy  of  General  Practice,  at  the  Hotel 
Statler;  a committee  of  arrangements  for  United 
Medical  Service  dinner;  Cancer  Subcommittee  of 
the  Public  Health  and  Education  Committee,  at  the 
Hotel  Roosevelt. 

Dr.  Anderton  supplemented  his  report  by  stating 
that  the  lease  of  the  19th  floor  of  386  Fourth  Avenue 
for  eight  years  has  been  signed  by  Dr.  Dan  Mellen, 
chairman  of  the  Board  of  Trustees,  after  the  recom- 
mendation of  that  Board  and  scrutiny  by  the  Coun- 
cil. 

On  November  1 your  secretary  attended  a meet- 
ing of  Federal  Defense  Officers  and  the  Annual  Con- 
ference of  County  Society  Secretaries  in  Albany. 
Both  were  well  attended.  They  were  very  interest- 
ing meetings,  and  I am  sure  were  beneficial  in- 
directly to  all  members  of  the  Society. 

The  report  and  supplementary  report  were  ac- 
cepted. 

Communications. — 1.  Letter  from  Dr.  Kenneth  0. 
Hamlin  of  De  Ituyter,  New  York,  requesting  per- 
mission to  transfer  his  membership  from  the  Madison 
County  Medical  Society  to  the  Medical  Society  of 
the  County  of  Cortland.  He  stated  that,  although 
he  had  been  a member  of  the  Madison  County  Medi- 
cal Society  for  a long  time,  he  lived  very  near  the 
border  of  Cortland  County  and  had  his  hospital 
affiliation  at  Cortland.  The  Madison  County  Medi- 
cal Society  had  signified  that  it  had  no  objection  to 
the  change. 

It  was  voted  to  grant  this  request. 

2.  Dr.  .Anderton  read  a letter  and  resolution  from 
Dr.  Charles  H.  Loughran,  president  of  the  Medical 
Society  of  the  Countv  of  Kings,  dated  November  5, 
1951. 

President  Kenney  referred  the  matter  to  Mr. 
Martin,  Legal  Counsel,  and  Dr.  d’Angelo,  chairman 
of  the  Committee  on  Questions  on  Ethics,  for  im- 
mediate consideration.  After  conferring,  they  pre- 
sented the  following  resolution  for  adoption  by  the 
Council: 

“In  response  to  the  letter  written  by  the  Presi- 
dent of  the  Medical  Society  of  the  County  of 

Kings  asking  the  advice  of  the  Council  of  the 

Medical  Society  of  the  State  of  New  York,  be  it 


362 


February  1,  1952] 


MINUTES  OF  THE  COUNCIL 


363 


“Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  suggest  to  the 
Medical  Society  of  the  County  of  Kings  that  the 
result  of  the  ballot  to  be  taken  on  November  20  be 
impounded  and  not  announced  until  the  whole 
subject  matter  of  the  resolution  voted  on  that  day 
in  Kings  County  be  submitted  to  the  Medical 
Society  of  the  State  of  New  York  for  its  opinion.” 

After  discussion,  the  Council  adopted  the  resolu- 
tion. 

The  Treasurer' s report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  as  follows: 

“Our  main  activity  has  been  the  district  branch 
meetings.  Eight  of  these  have  been  held.  There 
will  be  one  more.  The  First  District  Branch  meeting 
will  be  held  in  the  U.S.  Veterans  Administration 
Kingsbridge  Hospital  on  Thursday,  November  14.” 

Reports  of  Committees 

Legislation. — Dr.  Joseph  A.  Geis,  chairman,  re- 
ported as  follows: 

“At  the  present  time  everything  that  is  under  dis- 
cussion is  in  the  hands  of  subcommittees.  We  have 
not  had  a chance  to  get  together  and  have  those  sub- 
committees report.  We  hope  to  do  so  before  the  next 
Council  meeting.” 

Dr.  Holcomb,  Council  member,  moved  that  the 

! advisability  of  re-engaging  Mr.  Beasley  for  the  year 
1952  be  investigated  by  a committee  to  be  appointed 
by  our  president  from  the  Legislation  Committee, 
and  that  the  committee  report  at  the  next  Council 
meeting. 

After  discussion,  this  was  voted. 

The  President  referred  the  matter  to  the  chairman 
of  the  Committee  on  Legislation  with  the  request 
that  he  appoint  the  necessary  subcommittee  to  se- 
cure the  information  and  suggested  that  if  necessary 
he  confer  with  past  Legislation  Committee  chairmen 
and  with  the  committee  that  was  appointed  to  select 
a successor  for  Dr.  Hannon.  He  stated  he  under- 
stood that  this  matter  had  to  be  solved  by  the  first 
of  December. 

The  report  was  accepted. 

Constitution  and  Bylaws. — Dr.  F.  W.  Williams 
chairman,  reported  as  follows: 

“The  County  of  Columbia  Medical  Society  pre- 
sented two  amendments  to  its  bylaws,  which  were 
pretty  fundamental.  One  was  a change  in  the  dues; 
the  other  was  a change  in  its  regular  meeting  dates. 
These  meet  with  the  approval  of  the  Committee  on 
Constitution  and  Bylaws  and  have  passed  through 
I the  regular  mill.  Therefore,  I recommend  that  the 
Council  approve  the  amendments  to  the  Columbia 
! Medical  Society’s  bylaws.” 

Approval  was  voted. 

He  stated  that  the  committee  had  under  con- 
I sideration  the  First  District  Branch  constitution  and 
bylaws  and  a revision  of  the  Eighth  District  Branch. 

Dr.  Anderton  reported  that  a new  set  of  bylaws 
had  been  received  for  the  Medical  Society  of  the 
County  of  Erie  and  had  been  submitted,  in  accord- 
ance with  the  usual  procedure,  to  Mr.  Martin. 

The  report  was  adopted. 

Convention. — Dr.  Thurman  B.  Givan,  chairman, 
reported  that  a meeting  had  been  held  at  the  Hotel 
Staffer  in  New  York  City  on  October  20,  1951. 
Arrangements  and  program  were  discussed,  and 


Dr.  Ingegno,  chairman  of  the  Scientific  Program 
Subcommittee,  had  since  suggested  some  radical 
changes  which  were  being  contemplated. 

Economics. — Dr.  Renato  J.  Azzari,  chairman,  sub- 
mitted the  report  of  the  Bureau  of  Medical  Care  In- 
surance. The  director,  Mr.  George  P.  Farrell,  re- 
ported his  attendance  at  meetings  of  the  Second, 
Third,  Fourth,  Fifth,  Sixth,  Seventh,  and  Eighth 
District  Branches,  and  that  he  had  been  granted 
time  by  the  district  branch  presidents  to  explain 
about  the  display  material  on  the  progress  of  the 
New  York  State  Blue  Shield  Plans;  the  Board  of 
Directors  of  Genesee  Valley  Medical  Care,  Roches- 
ter, on  invitation  of  Dr.  Ellis  B.  Sobel,  President; 
and  a meeting  of  the  Subcommittee  on  Medical  Ex- 
pense Insurance. 

Mr.  Farrell  spoke  at  the  annual  meeting  of  the 
Medical  Society  of  the  County  of  Washington  at 
Hudson  Falls.  Also  at  the  Fifth  Annual  Conference 
of  the  Woman’s  Auxiliary  at  Hotel  Thayer,  West 
Point,  he  emphasized  the  value  of  the  Auxiliary’s 
cooperative  effort  in  promoting  voluntary  medical 
care  plans  in  the  State  and  continued  promotion 
through  Mrs.  Harry  F.  Pohlmann,  liaison  mem- 
ber of  the  Subcommittee  on  Medical  Expense  In- 
surance, to  acquaint  the  public  with  changes  in  some 
plans  from  indemnity  to  service  type  contracts, 
thereby  offering  more  benefits  to  subscribers  in  the 
lower  income  brackets  because  of  increased  ceiling 
levels  under  service  contracts. 

On  authorization  of  the  Subcommittee  on  Medical 
Expense  Insurance,  Mr.  Farrell  reported  on  a special 
meeting  of  Blue  Shield  Medical  Care  Plans  in  Chi- 
cago, called  to  discuss  the  recent  syndicate  arrange- 
ment with  Bethlehem  and  U.S.  Steel  groups  to  pro- 
vide medical  care  insurance  for  them  throughout  the 
country.  It  was  evident  from  the  discussion  by  plan 
representatives  that  there  was  not  complete  under- 
standing of  the  program.  It  was  explained  that  the 
Medical  Service  Association  of  Pennsylvania  had 
been  approached  on  July  23,  1951,  to  meet  manage- 
ment and  labor  representatives  to  consider  a surgical 
care  plan,  on  a composite  rate  basis,  for  the  Bethle- 
hem Steel  employes,  involving  approximately  420,- 
000  members.  A meeting  was  held  on  July  26,  1951, 
and  Bethlehem  Steel  and  the  union  desired  August  1, 
1951,  as  the  effective  date  of  the  program.  How- 
ever, through  the  efforts  of  the  Pennsylvania  Plan 
representatives  it  was  delayed  to  September  1,  1951. 
The  Blue  Shield  National  Insurance  Company,  or- 
ganized by  Blue  Shield  member  plans  to  write  na- 
tional accounts,  could  not  be  used  for  this  coverage, 
because  at  the  time  it  was  not  licensed  in  all  states 
where  Bethlehem  Steel  employes  resided.  There- 
fore, it  became  necessary  for  local  Blue  Shield  plans 
to  cover  employes  of  Bethlehem  Steel  in  their  operat- 
ing areas.  In  New  York  State,  however,  if  the  of- 
fered coverage  is  in  excess  of  local  plan  coverage, 
approval  of  rates  and  benefits  must  be  obtained  from 
the  State  of  New  York  Insurance  Department.  On 
large  national  accounts,  where  union  welfare  funds 
are  used,  it  becomes  necessary  to  negotiate  at  the 
top  level  where  the  executive  offices  of  both  union 
and  management  are  located.  However,  this  does 
not  preclude  a subsidiary  corporation  or  union  from 
negotiating  for  additional  benefits  with  a local  plan. 
It  would  be  necessary  for  the  local  subsidiary  to  make 
payroll  deductions  for  the  amount  in  excess  of  a com- 
posite rate.  United  Medical  Service,  New  York; 
Western  New  York  Medical  Plan,  Buffalo;  and 
Genesee  Valley  Medical  Care,  Rochester  were  the 
member  plans  represented  at  the  meeting. 

The  report  was  approved. 
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Dr.  Azzari  also  submitted  a report  of  the  Subcom- 
mittee on  Medical  Expense  Insurance,  Dr.  Carlton  E. 
Wertz,  chairman. 

The  Subcommittee  met  October  10,  1951,  in  the 
Society  office.  One  member  was  absent.  Invited 
guests  were  Mr.  J.  B.  Haley,  chief,  Mutual  and 
Fraternal  Bureau  of  the  State  of  New  York  In- 
surance Department,  and  Mr.  Joseph  M.  Kerrigan, 
executive  director,  Western  New  York  Medical 
Plan,  Buffalo.  Dr.  Kenney  and  Dr.  Anderton,  presi- 
dent and  secretary  respectively,  were  present. 

The  following  resolutions  referred  by  the  1951 
House  of  Delegates  were  acted  upon: 

Section  188 — concerning  the  refusal  of  certain  in- 
surance companies  to  pay  surgical  and  obstetric  fees 
to  policy  holders  unless  the  surgeon  or  obstetrician 
stated  his  total  fee,  regardless  of  the  fact  that  the 
benefit  paid  was  a fixed  amount  and  not  dependent 
on  the  fee.  The  resolution  stated  that  “the  State 
Society  take  appropriate  steps  to  limit  such  required 
information  to  certification  of  the  performance  of 
service  and  that  the  fee  charged  was  equal  to,  or 
greater  than,  the  benefit  provided.” 

After  discussion,  it  was  voted  to  postpone  action 
until  legal  opinion  could  be  obtained  and  inquiries 
made  of  commercial  companies  as  to  their  estab- 
lished practices. 

Section  189 — concerning  firms  and  labor  unions 
which  arrange  hospitalization  and  medical  expense 
insurance  for  employes  and  their  families  and  require 
that  claim  forms  be  submitted  through  them,  thus 
revealing  specific  diagnoses,  the  nature  of  which  may 
be  personal  and  a matter  of  embarrassment  if  re- 
vealed to  known  persons  and  fellow  workers.  The 
resolution  stated  that  “the  Society  initiate  steps  to 
require  insurance  claim  forms  to  conform  to  the 
statute  relating  to  privileged  information.” 

After  discussion,  it  was  voted  to  postpone  action 
until  legal  opinion  could  be  obtained. 

Section  190 — concerning  a requirement  by  the 
employer  that  employes  returning  to  work  after  ill- 
ness or  injury  have  a statement  from  their  physician 
giving  the  exact  diagnosis,  the  nature  of  which  may 
be  personal  and  embarrassing  to  the  worker  if  re- 
vealed to  other  known  persons.  The  resolution 
stated  that  “the  Society  recommend  appropriate 
action,  including  initiation  of  legislation  if  re- 
quired, to  limit  the  request  for  information  to  a 
certification  of  bona  fide  illness  and  the  length  of 
disability.” 

After  discussion,  it  was  voted  to  recommend  to  the 
Council  that  the  doctor’s  present  Code  of  Ethics  in 
relation  to  privileged  information  be  in  his  good 
judgment  adhered  to,  unless  release  is  obtained 
from  the  patient. 

A resolution  of  the  Reference  Committee  on  Re- 
port of  Council,  Part  VII,  adopted  bv  the  1951 
House  of  Delegates  and  referred  to  the  Subcommit- 
tee that  “your  Subcommittee  continue  its  efforts  in 
reconciling  and  coordinating  the  provisions  of  the 
various  Blue  Shield  plans  operating  in  New  York 
State,”  was  considered. 

Mr.  Farrell  reported  that  revised  State-wide  con- 
tract, medical  expense  indemnity  rider,  and  schedule 
of  allowances  had  been  sent  to  the  component  county 
medical  societies  and  Blue  Shield  plan  presidents. 
Replies  from  27  county  medical  societies  indicated 
acceptance  in  principle. 

After  discussion,  it  was  voted  that  the  program  be 
activated  through  local  plans  and  county  medical 
societies  in  each  operating  area. 

Inclusion  of  catastrophic  coverage  and  of  con- 
sultation fee  for  internists  in  the  State-wide  contract 
was  considered. 


After  discussion,  it  was  voted  that  Mr.  Farrell  pre- 
pare a report  on  catastrophic  coverage  offered  by 
commercial  and  nonprofit  companies  for  later  con- 
sideration by  the  committee,  and  that  the  matter  of 
consultation  fee  for  internists  be  deferred  until  the 
State-wide  plan  is  consolidated. 

Revisions  in  the  Standards  for  Approval  by  the 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans  were  reviewed. 

After  discussion,  it  was  voted  to  recommend  the 
following  revisions  to  the  Council  for  adoption: 

Local  Approval 

( Present ) 

1.  Approval  of  the  county  medical  society  in 
whose  area  a plan  operates. 

2.  In  the  event  a county  society  does  not 
approve  a plan,  a special  committee  of  three 
members  be  appointed — one  by  the  plan, 
one  by  the  county  medical  society,  and  one 
by  the  Medical  Society  of  the  State  of  New 
York — to  investigate  and  study  the  reasons 
for  withholding  approval. 

3.  If,  in  the  opinion  of  a majority  of  the  com- 
mittee, after  consideration,  approval  will  be 
granted. 

( Revised ) Substitute  for  present  items  2 and  3: 

2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  committee 
of  three  shall  be  appointed — one  by  the  plan, 
one  by  the  county  medical  society  and  one 
by  the  Medical  Society  of  the  State  of  New 
York — to  consider  the  reasons  for  not  grant- 
ing local  approval.  After  consideration  of 
the  reasons,  a majority  vote  of  the  special 
committee  shall  determine  if  approval  will 
be  granted  by  the  Medical  Society  of  the 
State  of  New  York. 

Professional  Control 

( Present ) 

1.  The  governing  body  must  contain  a major- 
ity of  physicians. 

2.  These  representatives  shall  be  members  of 
and  recommended  by  the  Medical  Society 
of  the  State  of  New  York. 

3.  The  medical  profession  is  to  assume  re- 
sponsibility for  the  medical  services  in- 
cluded in  the  benefits. 

( Revised ) Substitute  for  present  items  1,  2,  and  3: 

1.  A majority  of  the  governing  body  shall  be 
physicians  who  are  members  of  the  Medical 
Society  of  the  State  of  New  York. 

2.  The  medical  profession  shall  be  responsible 
for  rendering  medical  services  included  in 
the  subscriber’s  contract. 

Free  Choice  of  Physician 

( Present ) 

1 . There  shall  be  no  regulation  which  restricts 
the  choice  of  a qualified  doctor  of  medicine 
in  the  locality  covered  by  the  plan,  who  is 
willing  to  participate  and  render  service 
under  the  conditions  established. 

2.  The  method  of  rendering  service  must  retain 
the  personal,  confidential  relationship  be- 
tween the  patient  and  physician. 

( Revised ) Item  1,  amended  as  follows: 

1.  There  shall  be  no  regulation  which  restricts 
the  free  choice  of  a legally  licensed  prac- 
titioner of  medicine,  who  renders  services 
under  the  terms  of  the  subscriber’s  contract. 
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Duration  of  Approval 
{Present) 

Approval  by  Medical  Society  of  the  State  of 
New  York  shall  be  for  a period  of  one  year,  at 
the  end  of  which  review  of  all  plans  will  be  made 
by  an  appropriate  committee  of  the  Medical 
Society  of  the  State  of  New  York  to  determine 
eligibility  for  renewal. 

( Revised ) Amended  as  follows: 

Duration  of  approval  shall  be  for  a period  of 
one  year,  at  which  time  a review  of  all  plans 
shall  be  made  by  the  Medical  Society  of  the 
State  of  New  York,  to  determine  eligibility  for 
renewal. 

Dr.  Anderton  suggested  that  the  wording  of 
paragraph  “2”  of  the  revised  section  on  Local 
Approval  be  changed  by  adding,  “subject  to  con- 
firmation by  the  Council,”  to  the  last  sentence.  The 
paragraph  would  then  read: 

( Revised ) Substitute  for  present  items  2 and  3: 

2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  commit- 
tee of  three  shall  be  appointed — one  by  the 
plan,  one  by  the  county  medical  society, 
and  one  by  the  Medical  Society  of  the  State 
of  New  York — to  consider  the  reasons  for 
not  granting  local  approval.  After  con- 
sideration of  the  reasons,  a majority  vote  of 
the  special  committee  shall  determine, 
subject  to  confirmation  by  the  Council,  if 
approval  will  be  granted  by  the  Medical 
Society  of  the  State  of  New  York.” 

It  was  voted  that  this  be  done. 

Dr.  d’ Angelo  moved  that  paragraph  1 of  the  re- 
vised section  on  Professional  Control  be  amended  to 
read: 

A majority  of  the  governing  body  shall  be 
physicians  who  are  members  of  the  Medical 
Society  of  the  state  of  New  York  and  approved  by 
the  Medical  Society  of  the  State  of  New  York. 

After  discussion,  the  amendment  was  adopted. 

The  following  letter,  dated  May  9,  1951,  from  Mr. 
Arthur  H.  Harlow,  Jr.,  president  of  Group  Health 
Insurance,  Inc.,  to  Dr.  W.  P.  Anderton  was  referred 
to  the  Subcommittee  by  the  Council: 

“Once  again  we  here  at  Group  Health  would 
like  to  go  into  the  matter  of  securing  approval  of 
the  Medical  Society  of  the  State  of  New  York  for 
our  nonprofit  organization  and  its  insurance  plans. 

“The  new  plan  which  we  have  just  announced 
to  the  public  bas  been  approved  by  the  five  county 
medical  societies  in  New  York  City  and  the  New 
York,  Kings,  Queens,  and  Westchester  societies 
are  represented  on  our  Board  of  Directors. 

“We  know  that  other  matters  of  policy — par- 
ticularly the  composition  of  our  Board  of  Direc- 
tors— do  not  entirely  conform  to  positions  hitherto 
taken  by  the  State  Society.  We  are  anxious,  how- 
ever, to  iron  out  any  difficulties. 

“I  am  writing  to  you  at  this  time,  therefore,  in 
the  hope  that  it  may  be  possible  for  me  to  meet 
with  you  or  with  appropriate  representatives  of 
the  Society  to  discuss  the  whole  matter.” 

In  response  to  inquiries  of  the  seven  county  medi- 
cal societies  in  whose  areas  Group  Health  Insurance 
advised  they  were  operating,  concerning  local  ap- 
proval of  tbe  plan,  replies  were  as  follows:  Rich- 
mond, Bronx,  and  Kings,  approved;  Westchester, 
disapproved;  Nassau,  approved  in  principle,  and 
Queens,  according  to  the  latest  information  received, 


took  the  following  action  at  its  Comitia  Minora 
meeting  September  7,  1951: 

“It  was  decided  to  refer  the  question  of  approval 
for  voluntary  health  plans  to  Coordinating  Coun- 
cil and  call  attention  to  the  ‘Standards  for  Ap- 
proval by  Medical  Society  of  the  State  of  New 
York  of  New  York  State  Medical  Care  Plans.’  ” 

Mr.  Farrell  outlined  the  two  types  of  service  con- 
tracts offered  by  Group  Health  Insurance:  (1) 
where  service  benefits  are  determined  by  income 
ceilings  and  (2)  where  service  benefits  are  deter- 
mined, regardless  of  subscriber’s  income,  by  the  hos- 
pital accommodations  selected  by  the  subscriber; 
namely,  semiprivate,  and  that  the  Board  of  Direc- 
tors is  composed  of  12  lay  and  12  physician  mem- 
bers. At  present  there  is  a physician  member 
vacancy  which  the  company  hopes  will  be  filled  by  a 
Westchester  doctor. 

After  discussion,  it  was  moved,  seconded,  and 
carried  to  recommend  to  the  Council  that  a letter  be 
sent  to  Mr.  Harlow,  stating  that  approval  could  not 
be  granted  his  plan  because  it  failed  to  conform  to  the 
basic  Standards  for  Approval  of  New  York  State 
Medical  Care  Plans,  adopted  by  the  House  of  Dele- 
gates, and  that  reference  be  made  to  the  conflicting 
information  regarding  approval  of  the  county 
medical  societies  in  the  greater  New  York  area,  and 
that  copy  of  the  letter  be  sent  to  each  county  medical 
society  which  has  granted  approval  of  the  Plan. 

A recommendation  was  voted  that  a communica- 
tion be  sent  to  the  county  medical  societies  in  the 
New  York  area  that  according  to  the  information 
given  by  them,  they  had  approved  a plan  which  does 
not  meet  the  requirements  of  the  State  Society 
Standards  for  Approval. 

After  discussion,  the  Council  voted  to  invite  Mr. 
Harlow  for  a meeting  with  the  Medical  Expense 
Insurance  Subcommittee  to  discuss  the  matters  in 
dispute. 

With  these  three  amendments  and  with  the  recom- 
mendation already  approved,  it  was  voted  to  accept 
the  report. 

Emergency  Preparedness. — Dr.  John  J.  Master- 
son,  chairman,  reported  as  follows: 

“As  was  authorized  at  the  last  meeting,  we  called  a 
meeting  of  Medical  Civil  Defense  Officers  of  the 
various  parts  of  the  State  at  Albany  last  Thursday. 
We  had  a very  large  meeting,  and  a lot  of  the  con- 
fusion in  the  minds  of  doctors  throughout  the  State 
was  cleared  up.  So  I think  when  the  next  report  is 
given  to  us  by  Dr.  Hilleboe  about  the  number  of 
doctors  participating  in  civil  defense  and  those  who 
have  signed  the  loyalty  oath,  we  will  be  happy  at  the 
great  progress  we  have  made. 

“The  American  Medical  Association  has  called  a 
meeting  of  Medical  Civil  Defense  Officers  of  all  of 
the  states  and  representatives  of  the  American 
Hospital  Association  and  the  Medical  Public  Health 
Officers.  That  two-day  meeting  will  take  place  in 
Chicago  tomorrow  and  Saturday.  New  York  State 
will  be  represented  by  one  of  the  members  of  the 
Emergency  Preparedness  Committee.” 

The  report  was  accepted. 

Hospital  and  Professional  Relations. — In  the  ab- 
sence of  Dr.  Harold  F.  Brown,  chairman,  Dr.  Kenney 
presented  Dr.  Brown’s  request  for  publication  of  the 
1951  annual  report  of  the  committee.  Mimeo- 
graphed copies  of  the  report  had  been  circulated  to 
the  Council. 
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After  discussion,  it  was  voted  that  action  on  pub- 
lishing the  report  be  deferred  until  after  the  De- 
cember meeting  of  the  American  Medical  Associa- 
tion. 

Office  Administration  and  Policies. — Dr.  Fen- 
wick Beekman,  chairman,  reported  a meeting  on 
November  7,  1951,  when  routine  business  was  trans- 
acted. 

He  stated  a memorandum  had  been  received  from 
Associated  Hospital  Service,  stating  that  an  increase 
in  rates  in  the  General  Medical  Plan  of  United 
Medical  Service  was  contemplated  and  that  the  rate 
for  the  individual  would  increase  from  $1.60  to 
$2.40  per  month.  It  was  noted  that  the  cost  to  the 
Society  for  one  year  based  upon  the  present  number 
of  employes  in  the  plan  would  increase  from  $710  to 
$1,006.  The  committee  voted  to  recommend  to  the 
Council  that  the  Society  pay  the  increase. 

The  committee  voted  that  the  expenditure  of 
$200  be  authorized  for  the  Christmas  party  for  em- 
ployes, the  same  as  last  year. 

The  Council  voted  to  adopt  the  report  with  its 
recommendations. 

Planning  Committee  for  Medical  Policies. — Dr. 

Peter  J.  Di  Natale,  chairman,  reported  as  follows: 
“The  Planning  Committee  met  on  October  12. 
I cannot  have  a full  report  until  later  because,  due 
to  their  length,  I just  received  the  minutes  this 
morning. 

“Your  Planning  Committee  had  several  things  to 
study.  One  was  the  subcommittee  report  on  cults, 
Dr.  Williams  of  Rochester,  chairman.  After  a 
lengthy  discussion  it  was  the  unanimous  opinion  of 
the  members  present  that  the  Planning  Committee  is 
opposed  to  the  Basic  Science  Law  or  to  the  enact- 
ment of  a Basic  Science  Law  in  this  State  at  this 
time.  The  Planning  Committee,  however,  was  in 
favor  in  principle  of  an  injunction  law  to  implement 
the  Medical  Practice  Act.  Further  details  will  be 
given  at  the  next  Council  meeting. 

“There  was  a letter  from  Dr.  Taylor  of  Buffalo  in 
regard  to  MD  automobile  license  plates.  An  in- 
formative letter,  telling  Dr.  Taylor  how  the  MD 
plates  came  about,  is  to  go  forward  to  him.” 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  attended 
eight  meetings  and  had  arranged  one  tricounty 
teaching  day  and  14  postgraduate  lectures  in  ten 
counties. 

He  stated  that  four  members  of  the  Subcommittee 
on  General  Practice  were  selected  to  head  study 
groups  which  would  report  back  to  the  subcommittee 
on  specific  aspects  of  the  needs  of  general  prac- 
titioners. At  a meeting  of  the  subcommittee  Dr. 
Hilleboe  presented  his  views  on  the  problems  and 
needs  of  this  type  of  physician  in  the  State  of  New 
York  and  expressed  his  belief  that  there  should  be  a 
study  of  the  role  of  the  general  practitioner  in  this 
State  and  what  is  to  be  done  about  it.  He  cited  the 
report  by  Collins  and  Cohen  of  the  British  Medical 
Association  on  the  general  practitioner  in  England 
as  valuable  reading  in  this  connection.  The  cost  of 
such  a survey  he  estimated  at  about  $25,000  a year, 
for  a couple  of  years,  with  the  possibility  of  interest- 
ing one  or  two  foundations  in  subsidizing  it. 

Dr.  Hilleboe  considered  that  the  matter  of  post- 
graduate education  should  be  studied  by  a separate 
subcommittee  to  be  composed  of  one  representative 
each  from  the  State  Medical  Society,  the  New  York 
State  Academy  of  General  Practice,  and  the  State 
Health  Department.  State  funds  being  spent  on 
postgraduate  courses  at  the  University  of  Buffalo 


might  be  redistributed  over  the  State  as  a result  of 
the  findings  of  this  group.  Dr.  Hilleboe  stated  that 
he  hoped  funds  also  might  be  forthcoming  from 
foundations  for  a “center  for  continuation  of  study” 
similar  to  that  in  Minnesota.  He  expressed  a will- 
ingness to  make  available  for  the  study  the  services 
of  Dr.  Franklyn  B.  Amos,  director  of  the  Health  De- 
partment’s educational  program. 

The  Council  voted  that  a separate  subcommittee  be 
composed  of  one  representative  from  the  State 
Medical  Society,  one  from  the  State  Health  De- 
partment, and  one  from  the  New  York  State 
Academy  of  General  Practice  for  the  purpose  of 
studying  postgraduate  medical  education  in  New 
York  State,  and  that  Dr.  Amos,  of  the  Health 
Department,  be  permitted  to  serve  on  that  com- 
mittee or  be  permitted  to  advise  it. 

Dr.  Curphey  reported  the  following  projects  ad- 
vocated at  a meeting  of  the  Subcommittee  on  Cancer. 

1.  An  attempt  to  interest  hospitals  in  New  York 
City,  Albany,  and  Syracuse  to  schedule  refresher 
courses  in  cancer,  such  as  are  given  in  Buffalo  each 
fall,  with  the  cooperation  of  the  local  medical 
schools.  Dr.  Cameron  indicated  that  the  New 
York  Chapter  of  the  Cancer  Society  would  be  willing 
to  assist  in  planning  such  trial  courses  for  the  eastern 
part  of  the  State. 

2.  A series  of  12  monthly  one-page  articles  in  the 
New  York  State  Journal  of  Medicine,  each  by  a 
recognized  specialist  in  a selected  field  of  cancer. 

Dr.  Curphey  supplemented  his  report  by  stating 
that  a letter  had  been  sent  in  mid-October  to  the 
presidents  of  the  county  medical  societies  presenting 
“the  current  thinking  of  the  American  Medical 
Association  and  of  the  State  Society  on  the  question 
of  blood  banks  and  the  activities  of  the  Red  Cross  in 
counties  upstate”  and  calling  attention  to  a circular 
prepared  by  Dr.  Dickinson,  of  the  American  Medical 
Association.  One  or  two  of  the  few  county  societies 
which  had  commented  on  the  letter  expressed  satis- 
faction with  their  present  arrangements  with  the 
Red  Cross.  He  stated  that  at  a meeting  on  October 
31,  1951,  the  Blood  and  Plasma  Exchange  of  Greater 
New  York  had  agreed  to  support  the  establishment 
of  a State  Association  of  Blood  Banks.  Banks  in  the 
metropolitan  area  are  being  canvassed  as  to  their 
willingness  to  join  a State  association. 

The  report  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

Taking  the  lead  in  the  investigation  of  the  possi- 
bilities of  television  in  medical  affairs,  the  A.M.A. 
held  a TV  Clinic  on  Health  Education,  believed  to  be 
the  first  of  its  kind,  at  the  Biltmore  Hotel  on  October 
16.  The  meeting,  which  was  attended  by  Mr. 
Miebach  and  Mr.  Tracey,  included  discussions  by 
high-ranking  representatives  of  television  chains, 
government  agencies,  and  the  medical  and  allied  pro- 
fessions and  the  showing  of  several  kinescopes  of 
actual  TV  programs.  Although  no  final  conclusions 
were  drawn,  sufficient  evidence  was  presented  to  in- 
dicate that  state  and  county  medical  societies  can 
produce  acceptable  live  television  programs  on 
public  service  time  at  little  or  no  cost. 

The  district  branch  meetings  have  occupied  much 
of  the  Public  Relations  Bureau’s  time.  In  addition 
to  preparing  and  distributing  releases  in  advance  of 
the  Second,  Third,  and  Ninth  District  meetings,  the 
director  and  field  representatives  to  the  respective 
branches  attended  the  sessions.  Result  was  good 
coverage  in  local  newspapers  which  printed  stories 
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and  pictures  of  State  Medical  Society  and  district 
branch  officers. 

Publicity  was  also  given  by  the  Bureau  of  the 
Council’s  selection  of  Dr.  Percy  G.  Waller  as  the 
Outstanding  General  Practitioner  of  1951.  Pictures 
and  news  stories  were  mailed  to  newspapers  through- 
out the  State.  The  story  was  also  carried  in  the 
November  News  Letter  which  went  to  all  State 
Medical  Society  members. 

Releases  were  also  prepared  and  distributed  in  re- 
gard to  postgraduate  courses  given  in  Cayuga, 
Dutchess,  Jefferson,  Kings,  Ontario,  and  Schoharie 
Counties. 

The  field  representatives  were  active  during  the 
month  in  all  parts  of  the  State.  Mr.  A.  Carl  Messin- 
ger  worked  in  the  seventh  and  eighth  districts.  Mr. 
Townsend  Brown  began  his  activities  among  the 
county  medical  societies  in  the  fifth  and  sixth  dis- 
tricts, while  Mr.  Walsh  worked  in  Greene,  Schoharie, 
and  Albany  Counties,  and  Mr.  Tracey  concentrated 
on  Saratoga,  Schenectady,  and  Montgomery. 

Your  chairman  sent  out  letters  on  several  im- 
portant matters  during  the  month.  He  addressed  a 
letter  to  each  county  medical  society  public  relations 
chairman  recommending  cooperation  with  the 
Woman’s  Auxiliary  in  the  distribution  of  two  labor- 
leader  pamphlets,  “Socialized  Medicine  is  No  Bar- 
gain” and  “Government  Medicine — Danger  Ahead!” 
The  same  letter  also  urged  assistance  in  the  promo- 
tion of  the  use  of  A.M.A.’s  health  transcriptions  on 
local  radio  outlets,  an  activity  in  which  the  Auxiliary 
is  now  actively  engaged.  Another  communication 
was  sent  to  approximately  275  members  of  the  State 
Medical  Society  inviting  them  to  serve  on  a State- 
wide speakers’  panel  which  will  enable  your  com- 
mittee to  fulfill  requests  for  qualified  speakers  on 
health  subjects.  A third  letter  requested  county 
medical  society  presidents  to  submit  a list  of  5 per 
cent  of  their  members  whom  they  considered  key 
men.  These  men  will  be  contacted  whenever  quick 
action  on  important  problems  must  be  taken. 

The  Public  Relations  Bureau  has  again  cooperated 
with  the  Metropolitan  Life  Insurance  Company  in 
the  promotion  of  “Cheers  for  Chubby,”  a colored, 
animated  film  advocating  weight  reduction.  A 
letter  recommending  that  motion  picture  theater 
operators  show  the  film  was  signed  by  Dr.  J.  Stanley 
Kenney,  as  president  of  the  State  Medical  Society. 
Also  prepared  was  a release  stating  that  the  Medical 
Society  of  the  State  of  New  York  endorsed  the  film, 
quoting  Dr.  Kenney. 

On  November  1,  two  important  meetings  in  Al- 
bany were  attended  by  Mr.  Miebach  and  members 
, of  the  field  staff.  The  morning  meeting  was  called 
to  correlate  plans  for  medical  civil  defense  through- 
out the  State  through  the  chairmen  of  the  medical 
civil  defense  committees.  In  the  afternoon,  the 
! secretaries  of  the  county  medical  societies  gathered 
for  their  annual  meeting. 

Carrying  out  the  mandate  of  the  House  of  Dele- 
gates and  the  Council,  your  chairman  and  Dr.  Theo- 
dore J.  Curphey,  chairman,  Council  Committee  on 
Public  Health  and  Education,  jointly  prepared  a 
letter  in  regard  to  lectures  on  medical  economics, 
public  relations,  and  other  subjects  in  medical 
schools.  The  letter  was  addressed  to  the  members 
of  the  Advisory  Committee  to  the  Student  A.M.A., 
and  asked  for  their  advice  and  help  in  carrying  out 
the  wishes  of  the  State  Society. 

The  Public  Relations  Bureau  assisted  the  Wo- 
man’s Auxiliary  in  planning  the  fall  conference  of 
county  presidents  and  presidents-elect,  at  West 
Point,  October  14  to  17.  This  session  also  featured 


short  talks  by  Dr.  George  Schwartz,  Mr.  Miebach, 
and  Mr.  Walsh. 

The  report  was  adopted. 

Publication. — In  the  absence  of  Dr.  George  W. 
Kosmak,  chairman,  Dr.  L.  D.  Redway  stated  that 
an  informal  meeting  had  been  held  on  November  7. 
A quorum  was  not  present,  but  certain  matters  were 
discussed  and  held  over  until  the  next  meeting. 

Woman’s  Auxiliary. — Dr.  Walter  Mott,  chairman, 
presented  the  following  report  from  Mrs.  Harold  B. 
Johnson,  president  of  the  Woman’s  Auxiliary. 

“The  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  has  gotten  off  to  a good 
start  in  its  activities  and  projects  for  this  year  1951- 
1952.  After  much  preliminary  work  and  prepara- 
tion all  the  State  officers  and  chairmen  have  their 
prpgrams  in  the  hands  of  their  respective  county 
chairmen,  and  these  results  have  been  compiled  in 
our  1951-1952  yearbook,  ‘The  Ladder  to  Auxiliary 
Success.’ 

“The  president  has  attended  all  the  district  meet- 
ings except  one,  and  at  this  one  she  was  represented 
by  the  president-elect.  It  has  been  the  hope  and  de- 
sire of  the  officers  of  this  administration  to  increase 
the  attendance  at  district  meetings  and  thus  inspire 
the  women  to  the  opportunities  the  Auxiliary  offers 
the  doctor’s  wife  to  become  a force  in  her  com- 
munity. In  speaking  before  the  different  district 
groups,  I have  used  this  direct  approach: 

‘What  do  I gain  by  being  an  Auxiliary  member?’ 

‘How  can  I assist  the  Auxiliary  by  joining?’ 

‘Is  the  Auxiliary  worth  while?’ 

“Although  our  councillors  have  done  an  outstand- 
ing job  in  the  preparation  of  the  material  and  pro- 
grams for  the  district  meetings,  for  the  most  part  the 
attendance  has  been  poor.  Those  who  really  needed 
the  work  and  opportunity  for  exchange  of  ideas  did 
not  attend. 

“Our  organization  chairman  is  doing  a mag- 
nificent job  of  contacting  unorganized  counties  and 
spurring  them  on  to  become  one  of  us.  Last  year  we 
organized  two  new  counties,  but  lost  two,  so  our 
efforts  were  really  cancelled.  However,  this  year  we 
have  one  new  Auxiliary  well  on  its  way  to  organiza- 
tion, three  on  the  fire,  and  the  prospect  of  bringing 
two  of  the  disbanded  Auxiliaries  back  into  the  fold 
and  possibly  a third.  At  all  our  meetings  we  have 
urged  the  necessity  of  increasing  the  membership  of 
those  already  organized,  for  in  numbers  there  is 
strength. 

“All  the  Auxiliaries  are  participating  in  the  civil 
defense  programs;  our  nurse  recruitment  program 
is  steadily  increasing;  to  date,  at  the  State  level, 
we  have  109  young  women  who  have  graduated  or 
are  in  training  as  a result  of  our  recruitment  pro- 
gram, and  the  counties  have  earned  and  dispersed 
over  $40,000  for  this  purpose  in  the  last  five  years ; 
we  are  promoting  the  voluntary  health  insurance 
plans  sponsored  by  the  physicians  of  the  State  of 
New  York;  encouraging  subscriptions  to  Today's 
Health,  but  here  we  must  have  more  cooperation 
from  the  medical  profession  itself  (more  teachers  in 
the  United  States  than  doctors  subscribe  to  this 
magazine);  we  are  ever  alert  to  health  problems  and 
the  legislation  governing  them;  we  are  furthering 
medical  research  legislation;  we  are  assisting  with 
the  securing  of  contributions  for  the  Fund  for  Medi- 
cal Education;  we  have  training  groups  for  a 
speaker’s  bureau  on  ‘Voluntary  Health  Insurance 
versus  Compulsory  Health  Insurance’  or  ‘The 
Voluntary  Way  Is  the  American  Way.’  We  can 
usually  supply  a speaker  for  any  group  on  a com- 
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paratively  short  notice;  New  York  State  is  the  only 
Auxiliary  which  is  a sustaining  member  of  the  World 
Medical  Association. 

“The  Auxiliary  has  just  concluded  its  Fifth 
Annual  Conference  of  Presidents  and  Presidents- 
Elect  of  the  component  county  auxiliaries.  There 
were  about  120  women  from  all  over  the  State 
present  at  this  three-day  session.  The  favorable 
comments  on  the  conference  have  made  all  the  work 
and  preparation  well  worth  while.  The  potential 
for  an  all-over  State  speaker’s  bureau  developed 
from  our  panels  on  public  relations  and  legislation 
was  a delightful  surprise,  and  we  recommend  them 
to  the  men  of  the  county  medical  societies  most 
heartily.  The  theme  of  the  conference,  ‘Public 
Service  Through  Health  Education,’  was  shown  by 
each  speaker  on  the  following  subjects:  medical  de- 
fense, nurse  recruitment,  radio  and  TV  prograips, 
State  and  county  fair  health  exhibits,  diabetic 
clinics,  speaker’s  bureaus,  voluntary  health  in- 
surance, and  a study  of  the  pending  State  and 
Federal  legislation. 

“We  had  the  following  speakers  at  our  different 
sessions:  Dr.  Thomas  Dublin,  executive  director  of 
the  National  Health  Council;  Miss  Mary  Donlon, 
chairman  of  the  Workmen’s  Compensation  Board; 
Colonel  Lawrence  Wilkinson,  New  York  Civil  De- 
fense Commission,  and  Dr.  Beverly  Smith,  president 
of  the  Physician’s  Home. 

“Our  State  magazine,  The  Distaff,  is  growing  in 
size,  as  well  as  in  importance.  Every  doctor’s  wife 
in  the  State  of  New  York  should  be  a member  of  an 
Auxiliary  and  be  receiving  this  magazine,  for 
through  this  medium  she  will  feel  a part  of  the  whole 
and  gain  inspiration  and  enthusiasm  for  Auxiliary 
work.  We  must  have  concerted  cooperation  for  a 
real  purpose.  However,  to  be  of  real  service  to  our 
community,  we  must  be  well  informed  individually. 
We  cannot  accomplish  this  fact  unless  we  meet  to- 
gether in  friendly  spirit  and  with  a desire  to  learn. 
Will  the  doctors  of  New  York  State  urge  their  wives 
to  become  members  of  their  county  auxiliary?” 

Dr.  Mott  supplemented  this  report  by  stating: 

“I  have  asked  the  women  in  the  Woman’s  Auxili- 
ary to  urge  their  husbands  to  enroll  in  the  civil  de- 
fense organization.  I understand  that  parts  of  the 
State  are  very  spotty.  Some  have  almost  100  per 
cent  enrollment;  others  are  lagging  far  behind.  I 
pointed  out  to  them  the  various  advantages  of  being 
enrolled  as  promptly  as  possible. 

“You  will  remember  that  the  Trustees  appro- 
priated $500  to  support  the  exhibit  of  the  Auxiliary 
at  the  State  Fair  in  Syracuse  last  fall.  I am  very 
proud  to  report  that  the  expenditures  were  so  care- 
fully made  that  they  have  been  able  to  return  an 
unexpended  sum  of  $289.84,  and  I now  hand  to  the 
Treasurer  a check  for  that  amount.  It  may  be  a 
drop  in  the  bucket,  but  it  is  a step  in  the  right  direc- 
tion. I am  very  glad  to  do  this  on  behalf  of  the 
ladies.” 

It  was  voted  to  accept  the  report. 

Workmen’s  Compensation. — Dr.  John  J.  Keating, 
chairman,  reported  that  at  a meeting  of  the  Commit- 
tee on  Industrial  Health  of  the  American  Medical 
Association,  attended  by  Dr.  Kaliski,  the  resolution 
concerning  free  choice  of  physician  under  Federal 
Workmen’s  Compensation  Acts,  presented  by  Dr. 
Kenney  at  the  June  meeting  of  the  American  Medical 
Association  House  of  Delegates,  had  been  discussed. 
Great  difficulty  was  anticipated  in  amending  the 
acts  to  provide  free  choice  in  all  the  states  of  the 
union,  due  to  the  fact  that  some  state  laws  do  not 


make  this  provision.  It  was  suggested  that  an 
amendment  to  these  acts  be  proposed  by  providing 
free  choice  of  physician  to  Federal  employes  and 
others  covered  by  Federal  law  in  states  where  this 
provision  exists  in  state  law. 

The  Bureau  intends  to  make  a complete  study  of 
all  laws  covering  the  treatment  of  accidents  and 
occupational  diseases  involving  Federal  employes 
and  others  covered  by  Federal  law,  such  as  long- 
shoremen and  dock  workers. 

As  a result  of  a conference  with  the  Compensation 
Insurance  Rating  Board,  the  Bureau  obtained  a copy 
of  the  hospital  agreement,  revised  April  9,  1951, 
applying  to  hospitals  in  New  York  State.  It  limits 
the  charges  in  workmen’s  compensation  cases  to  the 
minimum  established  rate  at  each  hospital  for  semi- 
private patients,  or  not  more  than  $12.75  per  day  in 
hospitals  of  more  than  50  beds  or  $10.50  per  day  in 
smaller  hospitals. 

The  Bureau  sent  Dr.  Harold  F.  Brown  a memo- 
randum concerning  items  referred  to  in  the  annual  re- 
port of  the  Committee  on  Hospital  and  Professional 
Relations. 

Dr.  Keating  reported  an  opinion  rendered  by  Dr. 
Kaliski  concerning  fees  for  physical  therapy  treat- 
ments and  his  testimony  before  the  Medical  Appeals 
Unit  of  the  Industrial  Council  in  support  of  the  con- 
tested refusal  of  the  Workmen’s  Compensation 
Committee  of  the  Medical  Society  of  the  County  of 
Ulster  to  change  a rating. 

He  stated  that  a conference  had  been  held  between 
Dr.  Kaliski,  Dr.  Joseph  A.  Lane,  chairman  of  the 
Workmen’s  Compensation  Committee  of  Monroe 
County,  and  Mr.  George  T.  Clark,  secretary  of  the 
Workmen’s  Compensation  Board,  concerning  failure 
of  the  Corporation  Counsel’s  office  in  the  City  of 
Rochester  to  pay  physicians’  bills  for  services 
rendered  to  employes  of  the  City  of  Rochester  and, 
in  other  ways,  to  comply  with  the  provisions  of  the 
Workmen’s  Compensation  Law.  Similar  refusal 
some  years  ago  by  the  City  of  New  York  had  called 
forth  an  opinion  by  the  Industrial  Commissioner  and 
the  Attorney  General  which  resulted  in  compliance 
by  the  City. 

He  requested  additional  publicity  for  the  8 per 
cent  increase  in  fees  for  cases  arising  or  reopened  after 
May  1,  1951,  and  stated  that  a ruling  had  been  re- 
quested as  to  whether  this  increase  applies  in  cases 
where  treatment  was  instituted  after  May  1,  1951, 
for  injuries  suffered  before  that  date. 

Dr.  Anderton  stated  he  had  learned  at  the  Secre- 
taries’ meeting  in  Albany  that,  although  mention 
of  the  8 per  cent  increase  in  workmen’s  compensation 
fees  had  been  made  in  one  issue  of  the  News  Letter, 
many  members  were  still  unaware  of  it.  He  sug- 
gested that  the  fact  be  further  publicized  in  the 
Journal  and  News  Letter. 

It  was  voted  that  this  be  done. 

Dr.  Kaliski,  director  of  the  Bureau,  stated  he  had 
been  asked  to  represent  the  State  Society  at  the 
meetings  of  the  Joint  Committee  of  the  Legislature 
on  Tuesday  afternoon  on  industrial  and  labor  con- 
ditions, social  insurance  legislation,  workmen’s  com- 
pensation, and  also  the  subject  of  disabilities  bene- 
fits. He  inquired  whether  he  should  appear  merely 
as  an  observer  or  should  advance  any  of  the  pro- 
posals that  have  been  made  in  the  past  by  the  Legis- 
lation Committee  and  the  Workmen’s  Compensa- 
tion Committee. 

After  discussion,  it  was  voted  that  Dr.  Kaliski  be 

authorized  to  present  the  viewpoint  of  the  State 

Medical  Society  on  all  proposed  legislation  in 

which  we  are  interested. 
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Dr.  Kaliski  reported  that  a dentist  whose  office 
assistant  occasionally  developed  x-ray  pictures  had 
consequently  been  served  with  a summons  for 
failure  to  be  covered  under  the  Workmen’s  Com- 
pensation Law.  Upon  hearing  of  this,  the  Bureau 
had  asked  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  give  both  the  dental  and  medical 
professions  an  opportunity  to  appear  before  her  or 
before  the  Industrial  Commissioner  to  determine 
whether  the  doctors  are  liable  under  the  Workmen’s 
Compensation  Law,  in  advance  of  any  punitive 
action  against  any  member  of  the  profession. 

Revision  of  the  A.M.A.  12-Point  Program. — Dr. 
Edward  T.  Wentworth,  representative  of  this  So- 
ciety at  a meeting  of  the  American  Medical  Associa- 
tion Committee  on  Revision  of  the  12-Point  Pro- 
gram, reported  that  discussion  at  the  meeting  had 
covered  the  subjects  of  voluntary  health  insurance 
and  financial  support  of  medical  education.  The 
proposals  made  on  both  points  were  chiefly  those 
contained  in  the  program  of  the  Medical  Society 
of  New  Jersey. 

The  report  was  accepted. 

New  Business 

Appointments. — Dr.  Kenney  stated  that  it  was 
necessary  to  reactivate  the  Subcommittee  on  Rheu- 

Smatic  Fever  of  the  Public  Health  and  Education 
Committee  and  that  it  was  proposed  to  change  the 
name  to  “Subcommittee  on  Heart  Disease”  to  in- 
dicate the  full  scope  of  the  subcommittee. 

Approval  was  voted. 

He  presented  the  following  appointments  for  con- 
firmation by  the  Council. 


Subcommittee  on  Heart  Disease 

Arthur  M.  Master,  New  York  City,  chairman 
George  M.  Wheatley,  New  York  City 
J.  G.  Fred  Hiss,  Syracuse 
James  W.  Quinlan,  Rochester 
Committee  on  the  American  Medical  Education 
Foundation 

Arthur  M.  Master,  New  York  City 
James  W.  Bucci,  Albany 
William  E.  Pelow,  Syracuse 
Edwin  P.  Russell,  Rome 
Joseph  A.  Lane,  Rochester 
Elmer  T.  McGroder,  Buffalo 
These  appointments  were  approved  by  the  Coun- 
cil. 

At  the  request  of  Dr.  George  C.  Adie,  chairman  of 
the  Subcommittee  on  Cancer,  Dr.  Kenney  requested 
authority  to  appoint  Dr.  Paul  R.  Gerhardt  and  Dr. 
Charles  S.  Cameron  members  of  that  subcommittee 
instead  of  advisers. 

It  was  so  voted. 

He  stated  that  he  would  make  appointments  at 
the  next  meeting  to  the  special  Subcommittee  on 
Postgraduate  Education. 

New  Meeting  Place  for  the  Council.- — Dr.  Master- 
son  stated  that  United  Medical  Service,  Inc.,  had 
invited  this  Society  to  use  its  board  of  directors 
room  as  a Council  room  and  that  acceptance  of  the 
invitation  would  facilitate  the  assignment  of  proper 
space  at  the  new  quarters. 

After  discussion,  it  was  voted  to  refer  this  matter  to 
the  Committee  on  Office  Administration  and 
Policies. 


CORTISONE  FOUND  SUCCESSFUL  IN  RELIEF  OF  ASTHMA  ATTACKS 


Orally  administered  cortisone  has  been  found 
successful  for  symptomatic  relief  of  intractable 
bronchial  asthma,  according  to  an  article  in  the 
December  29  issue  of  the  Journal  of  the  American 
Medical  Association. 

However,  it  was  stressed,  cortisone  should  be 
given  only  after  all  other  treatment  has  failed  to 
give  relief.  Only  the  elimination  of  the  offending 
factor  or  factors  and  hyposensitization  where 
elimination  cannot  be  carried  out  will  offer  complete 
success. 

The  results  are  given  of  a study  of  22  patients 
suffering  from  intractable  bronchial  asthma  who 
were  treated  with  the  drug.  They  ranged  in  age 
from  five  to  sixty-seven  years;  12  were  females 
and  10  males,  and  the  duration  of  asthma  varied 
from  four  months  to  thirty-five  years. 

Orally  administered  cortisone  relieved  the  symp- 
toms in  26  of  the  31  courses  of  treatment  given  22 


patients.  Five  courses  in  five  different  patients  had 
no  beneficial  effects;  four  of  these  five  had  emphy- 
sema, a condition  in  which  the  air  spaces  of  the  lungs 
are  dilated  abnormally.  One  patient  died  during 
treatment,  but  an  autopsy  showed  no  relationship 
between  treatment  and  the  cause  of  death. 

Eighteen  of  the  patients  obtained  relief  within 
five  to  twelve  hours,  six  in  twenty-four  hours,  one 
in  forty-eight  hours  and  one  in  seventy-two  hours, 
the  report  pointed  out.  The  symptoms  of  18 
(61  per  cent)  of  the  patients  recurred  within  two 
weeks  after  cortisone  was  discontinued,  according 
to  the  report;  the  longest  period  of  remission  was 
two  hundred  and  ten  days.  Minor  reactions  to 
the  drug  disappeared  upon  reduction  of  the  dosage. 

The  results  justify  the  use  of  orally  administered 
cortisone  for  symptomatic  relief  in  intractable 
bronchial  asthma  after  the  usual  therapeutic 
measures  have  failed. 
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1951.  Fabricoid,  $2.25.  (Publication  #103  .Ameri- 
can Lecture  Series.) 

Food  and  You.  By  Edmund  Sigurd  Nasset, 
Ph.D.  Octavo  of  92  pages.  Springfield,  Charles 
C Thomas,  1951.  Cloth,  $3.00. 

Eating  Patterns  of  Children.  A Guide  for 
Doctors  and  Nurses.  Octavo  of  16  pages,  illus- 
trated. New  York,  National  Association  for 
Mental  Health,  1951.  Paper,  15 

Bacterial  and  Virus  Diseases : Antisera,  Toxoids, 
Vaccines  and  Tuberculins  in  Prophylaxis  and  Treat- 
ment. By  H.  J.  Parish,  M.D.  Second  edition. 
Duodecimo  of  204  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $2.50. 

The  Essentials  of  Modern  Surgery.  Edited  by 
R.  M.  Handfield-Jones,  M.S.,  and  Sir  Arthur  E. 
Porritt,  M.Ch.  Fourth  edition.  Octavo  of  1,263 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $11. 
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residts 

with 

Furacin 


Reasons  for  the  clinical  effectiveness  of 
Furacin®  include:  a wide  antibacterial 
spectrum,  including  many  gram-negative  and 
gram-positive  organisms  — effectiveness  in 
the  presence  of  wound  exudates  — lack  of 
cytotoxicity:  no  interference  with  healing  or 
phagocytosis  — water-miscible  vehicles  which 
dissolve  in  exudates  — low  incidence  of 
sensitization:  less  than  5%  — ability  to 
minimize  malodor  of  infected  lesions  — 
stability. 

Furacin  preparations  contain  Furacin  0.2% 
brand  of  nitrofurazone  N.N.R.  dissolved 
in  water-miscible  vehicles. 


for  example: 

IN  MALODOROUS  LESIONS 


soluble 


„ (BRAND  OF 

Sa5uS'NS  o NnB°fU 

BASE.. 

^8 S?cuR\w?,sDRuUst^c 


•C 


The  effective  antibacterial  action  of  Furacin 
can  rapidly  abate  malodor.  Such  benefit  has 
been  reported  in  a variety  of  conditions: 
diabetic  gangrene,  varicose  ulcers,  chronic 
wounds,  malignant  lesions,  otitis  media.* 


♦Downing,  J.  G.  et  al. : J.A.M.A.  133:299, 
1947.  Shipiey,  E.  R.  et  al. : Surg.  Gynec.  & 
Obst.  84  :366,  1947.  Wawro,  N.  W. : 
Connecticut  M.  J.  12:17,  1948.  MeCollough, 
N.  C. : Indust.  Med.  16  :128,  1947.  Long,  P.  H. : 
A-B-C’s  of  Sulfonamide  and  Antibiotic 
Therapy,  Philadelphia,  W.  B.  Saunders,  1948, 
p.  152.  Meyer,  J.  H. : J.  Internat.  Coll.  Surg. 
13:748,  1950. 
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Doctor’s  and  Dentist’s  Tax  Handbook.  By  Paul 

Gitlin,  member  of  the  New  York  Bar.  Octavo  of 
198  pages.  New  York,  Prentice-Hall,  1951.  Cloth, 
84.95. 

Do  you  want  to  save  money  the  next  time  you 
share  your  income  with  Uncle  Sam  in  these  days  of 
mounting  taxes?  If  your  answer  is  “yes,”  then 
buy  this  well-written  book.  It  will  teach  you  the 
most  effective  methods  to  arrive  at  the  lowest 
possible  tax  “in  a manner  that  will  satisfy  the  most 
eagle-eyed  revenue  agent.” 

In  recent  years,  the  attention  of  the  Bureau  of 
Internal  Revenue  has  become  increasingly  focused 
on  the  returns  of  doctors,  dentists,  and  other  pro- 
fessional men.  That  is  why  you  should  learn  how 
to  select  the  most  effective  accounting  period,  how 
best  to  handle  the  many  items  that  comprise  pro- 
fessional income  and  expense,  how  to  secure  and 
report  nonbusiness  deductions,  and  how  to  take 
advantage  of  all  personal  deductions. 

A special  chapter,  “How  the  Treasury  Audits 
Returns,”  provides  excellent  advice  on  how  to 
protect  your  rights  and  avoid  negligence  and  fraud 
penalties. 

Even  though  your  income  tax  report  is  completed 
by  an  “expert,”  what  you  will  gain  from  this  timely 
book  will  probably  save  you  many  times  its  cost. 

Morris  Weintrob 

Psychiatric  Sections  in  General  Hospitals.  By 
Paul  Haun,  M.D.  Quarto  of  80  pages,  illustrated. 
New  York,  Architectural  Record,  1950.  Cloth, 
$4.00. 

The  author,  a psychiatrist,  who  is  now  assistant 
professor  of  psychiatry  at  Georgetown  University 
Medical  School,  has  had  rich  experience  not  only  in 
psychiatry  but  also  in  hospital  construction  while 
serving  in  the  South  Pacific  during  the  past  war. 
He  calls  attention  to  the  importance  of  psychiatric 
sections  in  general  hospitals,  pointing  out  the  fact 
that  60  per  cent  of  the  community  require  some  sort 
of  psychiatric  care  and  treatment.  Too  often  doc- 
tors neglect  the  opportunity  that  is  theirs  when 
they  are  working  with  architects  who  are  drawing 
up  plans  for  hospitals,  only  to  find  that  when  the 
building  is  constructed  and  ready  for  occupancy, 
things  have  to  be  changed  to  make  the  building  more 
practical.  The  book  is  a very  valuable  one  and 
should  serve  as  a reference  to  all  who  are  interested 
in  hospital  construction,  especially  that  of  psychia- 
tric hospitals.  Irving  J.  Sands 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1951.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1951. 
Published  bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

The  Chicago  issue  of  the  M edical  Clinics  of  North 
America  has,  as  usual,  many  up-to-date  articles  on 
clinical  medicine.  The  editors  are  to  be  congratu- 
lated on  maintaining  their  standards  through  the 
years.  Milton  Plotz 

A Text-Book  of  Pharmacognosy.  By  George  Ed- 
ward Treaae,  Ph.C.  Revised  with  the  Assistance  of 
H.  O.  Meek,  Ph.C.,  H.  E.  Street,  Ph.C.,  and  E.  O’F. 
Walsh,  Ph.C.  Octavo  of  811  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1949.  Cloth, 
$8.00. 

Pharmacognosy  may  be  looked  upon  as  the  science 
of  the  efficient  procurement  of  those  raw  materials 


which  may  prove  of  value  in  treating  the  diseases  of, 
or  enhancing  the  health  of,  domestic  animals  and 
man.  It  is  the  science  of  the  pharmacist. 

This  book  is  a textbook  and  cannot  be  read  in  one 
sitting,  nor  will  all  parts  of  it  prove  interesting  to  a 
physician.  One  finds  almost  complete  absence  of 
discussion  of  the  vitamins,  of  most  of  the  hormones, 
of  most  of  the  antibiotics  except  penicillin,  and  of 
ACTH  and  cortisone.  Drugs  of  vegetable  origin  re- 
ceive most  attention  but  these  seem  to  be  rapidly 
fading  out  of  medical  practice  in  the  United  States. 

Kenneth  G.  Jennings 

The  Psychoanalysis  of  Elation.  By  Bertram  D. 
Lewin,  M.D.  Octavo  of  200  pages.  New  York, 
W.  W.  Norton  & Co.,  1950.  Cloth,  $3.00. 

The  author  is  an  eminent  psychiatrist  who  is  prac- 
ticing psychoanalysis  and  has  contributed  much  to 
the  subject.  This  book  is  an  attempt  to  explain  the 
mechanisms  of  manic  reactions.  Although  depres- 
sions have  been  ably  discussed  by  psychoanalysts, 
mania  has  been  given  but  scant  attention.  The 
book,  therefore,  supplies  a much-needed  discussion 
on  the  subject.  It  is  a highly  technical  presentation 
of  a subject  that  is  of  great  importance  to  all  psy- 
chiatrists and  will  receive  a cordial  welcome  by  them. 
For  all  other  medical  men  the  book  will  be  a means 
of  gaining  much  knowledge  of  what  psychoanalysis 
really  is,  what  the  tools  of  psychoanalysis  are,  and  to 
what  depths  the  roots  of  abnormal  behavior  reach. 
This  book  is  a valuable  contribution  to  psycho- 
analysis. Irving  J.  Sands 

Sexual  Fear.  By  Edwin  W.  Hirsch,  M.D.  Oc- 
tavo of  307  pages.  Garden  City,  N.  Y.,  Garden 
City  Pub.  Co.,  1950.  Cloth,  $3.00. 

Dr.  Hirsch  is  Attending  Urologist,  Englewood 
Hospital,  Chicago,  former  Associate  in  Urology, 
University  of  Illinois,  and  the  author  of  several  other 
books  pertaining  to  love,  sex,  and  prostatic  dis- 
orders. Although  this  book  is  written  for  the  intelli- 
gent layman,  it  may  be  read  with  profit  by  physi- 
cians, social  workers,  clergymen,  educators,  psy- 
chologists, psychiatrists,  and  all  those  who  would 
have  a working  knowledge  of  the  historical  basis  of 
sexual  fear  and  practices  throughout  the  centuries 
from  Babylonia  to  modern  times. 

This  absorbing,  practically  helpful  book  should  be 
very  significant  in  translating  scientific  knowledge 
into  useful  ways  and  means  for  preventing  and  eradi- 
cating sexual  disturbances  as  well  as  in  furthering  a 
sound  positive  approach  to  the  importance  of  sexual 
functioning  in  human  living. 

Frederick  L.  Patrt 

A Method  of  Anatomy.  Descriptive  and  Deduc- 
tive. By  J.  C.  Boileau  Grant,  M.B.  (Edin.)  Fourth 
edition.  Octavo  of  852  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1948.  Cloth,  $7.00. 

This  edition  continues  the  presentation  of  anat- 
omy by  the  same  fascinating  method  of  fact  corre- 
lation used  in  its  predecessors. 

Although  the  presentation  of  the  subject  is  as  in- 
triguing and  informative  as  it  was  before,  the  edition 
has  been  improved  by  the  employment  of  more  bold 
face  type  and  many  more  headings  and  subheadings. 
Seventy-one  new  illustrations  have  been  added  to 
bring  the  total  to  eight  hundred,  and  over  sixty  of 
the  old  ones  have  been  redrawn  and  improved. 

Frederick  A.  Pizzi 
[Continued  on  page  376] 
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“HELP  ME  GROW  ^ 

tall,  husky,  strong” 


An  increasing  number  of  pediatri- 
cians now  supplement  the  diet  of 
infants  and  children  with  vitamin 
C and  B-Complex  vitamins  as  well 
as  A and  D,  to  help  achieve  optimal 
growth  and  health. 


A 

4 


8 -VITAMIN  SUPPLEMENT 

provide  all  essential  vitamins, 
in  agreeable  non-alcoholic, 
drop  form.  Easy  to  give,  easy  to  take  in 
milk,  formula,  fruit  juices,  cereals,  etc. 
Well  tolerated,  economical. 


The  recommended  dose  of  0.6  cc.  (10  minims) 
represents: 


Vitamin  A 5000  U.S.P.  Units 

Vitamin  D 1000  U.S.P.  Units 

Thiamine  Hydrochloride  (Bj).  l mg. 

Riboflavin  (B>) 0.5  mg. 

Ascorbic  Acid  (C) 50  mg. 

Niacinamide 5 mg. 

Pyridoxine  Hydrochloride(Bc)  1 mg. 

Calcium  Pantothenate 2 mg. 

In  50  cc.  dosage  dropper  bottles. 
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MANUFACTURING  CHEMISTS,  NEW  YORK  54,  N.  Y. 
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• MRS.  HILDE  W.  GERST  of  TRANSMA- 
RINE TOURS  offers  her  experienced  serv- 
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ments made  in  advance. 

• Let  us  place  our  organization  here  and 
abroad  at  your  disposal.  You  will  enjoy  the 
friendly,  sincere  service  that  has  earned 
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Arthritis  and  Common  Sense.  By  Dan  Dale 
Alexander.  Octavo  of  178  pages.  Boston,  Bruce 
Humphries,  1950.  Cloth,  $2.50. 

The  lay  author  of  this  odd  work  holds  a brief  for 
the  dietary  treatment  of  arthritis.  There  is  little  if 
any  scientific  foundation  for  his  theories  or  mode  of 
therapy.  The  book  contains  such  double-talk  as: 
“Pemberton  and  others  have  demonstrated  that 
variations  in  the  chemistry  of  the  gastro-intestinal 
tract  may  be  similar  in  the  joint  fluid  to  that  of  the 
blood;”  “Fat  stored  in  the  body  is  called  segre- 
gation,” etc. 

The  book  is  poorly  written,  contains  numerous 
misstatements  of  fact,  and  is  to  be  condemned  as 
misleading  and  potentially  harmful. 

Charles  Plotz 

When  Minds  Go  Wrong.  A Simple  Story  of  the 
Mentally  111 — Past,  Present  and  Future.  By  John 
Maurice  Grimes,  M.D.  Illustrations  by  K.  Alex- 
andra White.  Octavo  of  237  pages,  illustrated. 
Chicago,  The  Author,  1949.  Cloth,  $5.00. 

The  author  is  a psychiatrist  of  twenty  years  ex- 
perience. For  four  years  he  was  a staff  member  of 
the  Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association.  He  directed  a 
two-year  investigation  of  mental  hospitals  for  the 
American  Medical  Association.  He  reported  that 
work  in  a book  entitled,  Institutional  Care  of  Mental 
Patients  in  the  United  States.  The  motive  of  the 
book  is  indicated  in  the  following  sentence:  “This 
message  is  a frank  attack  upon  our  present  system  of 
mental  patient  care.” 

As  director  of  a two-year  investigation  of  con- 
ditions in  the  mental  hospitals  in  the  United  States, 
the  author  had  visited  40  per  cent  of  the  psychiatric 
hospitals  in  this  country.  Three  other  physicians 
working  with  him  visited  the  other  60  per  cent  and 
made  their  reports  to  the  author.  He  has,  therefore, 
firsthand  information  of  the  care  of  mental  patients 
in  America  such  as  no  other  psychiatrist  has  hitherto 
had. 

His  report  was  submitted  to  the  American  Medical 
Association,  but  it  was  never  published.  He  turned 
the  material  over  to  a publishing  house,  but  it  was  so 
modified  that  he  could  not  accept  it.  He  therefore 
decided  to  publish  the  book  at  his  own  expense. 
This  is  the  first  time  a psychiatrist  has  written  such  a 
book.  It  is  the  sort  of  book  that  is  full  of  “dyna- 
mite” and  it  deals  essentially  with  brutalities  en- 
countered in  the  treatment  of  mentally  ill  patients 
in  hospitals,  inefficiencies,  and  political  control  in 
these  institutions.  It  is  a crusading  book  that  will 
find  an  interested  audience.  It  is  hoped  that  good 
will  come  out  of  it.  Irving  J.  Sands 

Methods  in  Medicine.  The  Manual  of  the  Medi- 
cal Service  of  George  Dock,  M.D.,  Sc.D.  A Com- 
prehensive Outline  for  Clinical  Investigation,  Man- 
agement, and  Treatment  of  Patients  with  Various 
Medical  Disorders.  By  George  R.  Herrmann, 
M.D.  Second  edition.  Octavo  of  488  pages.  St. 
Louis,  C.  V.  Mosby  Co.,  1950.  Cloth,  $7.50. 

Herrmann’s  Methods  in  Medicine  is  one,  and  prob- 
ably the  best,  in  the  long  series  of  ward  manuals 
published  for  use  in  various  hospitals.  This  second 
edition  is  dedicated  as  a Festschrift  to  Dr.  George 
Dock  and  is  entirely  worthy  of  this  honor.  Many 
hospitals  without  such  manuals  of  their  own  would 
do  well  to  adopt  this  one.  Milton  Plotz 

Anxiety.  Edited  by  Paul  H.  Hoch,  M.D.,  and 
Joseph  Zubin,  Ph.D.  The  Proceedings  of  the 


Thirty-Ninth  Annual  Meeting  of  the  American 
Psycho-Pathological  Association,  held  in  New  York 
City,  June,  1949.  Octavo  of  254  pages,  illustrated. 
New  York,  Grune  & Stratton,  1950.  Cloth,  $4.50. 

This  volume  includes  the  proceedings  of  the  39th 
annual  meeting  of  the  American  Psychopathological 
Association,  held  in  New  York  City  in  June,  1949, 
at  which  the  theme  subject  for  discussion  was 
“Anxiety.” 

No  one  aspect  of  psychobiologic  behavior  has  re- 
ceived so  much  attention  as  that  of  anxiety  which 
has  been  accused  of  being  a key  symptom  in  the 
neuroses  and  functional  psychoses.  This  work 
brings  to  the  fore  outstanding  scientific  investi- 
gations and  evaluations  from  many  who  have  pur- 
sued the  study  of  this  pivotal  cause  or  symptom  of 
many  emotional  disorders. 

A thoroughgoing  digestion  of  this  unsurpassed, 
critically  edited  volume  is  a “must”  for  present-day 
understanding  of  anxiety  and  its  significant  role 
in  various  ramifications  of  psychopathology  and 
psychotherapy.  Frederick  L.  Patry 

A Synopsis  of  Surgical  Anatomy.  By  Alexander 
Lee  McGregor,  M.Ch.  (Edin.).  Seventh  edition. 
Duodecimo  of  778  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1950.  Cloth,  $6.50. 

Because  of  the  rapid  advances  in  surgery,  new 
chapters  on  thoracic,  vascular,  and  other  divisions 
have  had  to  be  included  in  this  seventh  revision. 

In  many  respects,  the  text  is  unique  and  original. 
As  its  title  implies,  the  publication  is  neither  a con- 
ventional text  on  surgical  anatomy  nor  a treatise  on 
clinical  surgery.  It  has,  therefore,  not  obviated  the 
necessity  for  standard  works  on  both  anatomy  and 
general  surgery.  Perhaps  its  chief  value  lies  in  its 
skillful  correlation  of  surgery  with  anatomy. 

Arthur  Goetsch 

Know  Your  Teeth.  A General  Review  of  Every- 
day Questions  (With  Answers)  Asked  Daily  by  Den- 
tal Patients.  By  Walter  Neal  Gallagher,  D.D.S. 
Octavo  of  81  pages,  illustrated.  New  York,  Exposi- 
tion Press,  1950.  Cloth,  $2.00. 

Dr.  Gallagher  has  written  a very  attractive,  popu- 
lar type  of  treatise  on  the  teeth.  He  calls  it  a general 
review  of  everyday  questions  with  answers,  and  it  is 
just  that.  It  answers  the  layman’s  questions  accu- 
rately and  sensibly.  It  is  recommended  reading  for 
all  members  of  the  family. 

Lawrence  Joseph  Dunn 

Hypnosis:  Theory,  Practice  and  Application. 

By  Raphael  H.  Rhodes.  Octavo  of  176  pages. 
New  York,  Citadel  Press,  1950.  Cloth,  $3.00. 

The  recent  recrudescence  of  hypnosis  has  led  to 
the  production  of  many  new  tomes  on  the  subject. 
The  author  of  this  latest  one  feels  that  “most  of  the 
disorders  and  disturbances  in  which  the  psycho- 
analytic technique  is  either  unavailing  or  uncalled 
for  may  be  alleviated  or  cured  through  posthypnotic 
suggestion.”  Illustrative  cases  to  prove  this  point 
and  various  methods  used  are  given  simply  and  in 
practical  detail. 

Even  though  the  theory  is  open  to  criticism  and 
the  author’s  optimism  as  to  the  success  of  hypno- 
therapy is  dubious,  this  small  volume  can  be  recom- 
mended as  an  interesting,  practical  manual  for  the 
beginner.  Arthur  J.  Lapovsky 

Practical  Microscopy.  By  L.  C.  Martin,  D.Sc., 
and  B.  K.  Johnson,  D.I.C.  Second  edition.  Duo- 
[Continued  on  page  378] 
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decirno  of  124  pages,  illustrated.  Brooklyn,  Chemi- 
cal Pub.  Co.,  1951.  Cloth,  $2.50. 

This  book,  although  small,  contains  a great  deal  of 
data  on  the  electronic  microscope  and  the  modern 
technic  of  microscopy,  including  ultraviolet. 

Nathan  Reibstein 

Values  and  Personality.  An  Existential  Psy- 
chology of  Crisis.  By  Werner  Wolff,  Ph.D.  Oc- 
tavo of  239  pages.  New  York,  Grune  & Stratton, 
1950.  Cloth,  $4.75. 

Since  its  emergence  as  a “movement”  in  the  post- 
war era,  existentialism  has  invaded  literature,  infil- 
trated philosophy,  and  is  about  to  permeate  psy- 
chology. The  author  of  this  work,  who  is  a prolific 
writer  on  psychologic  subjects  and  has  produced  ten 
books  in  the  last  eight  years,  defines  existential  as 
“that  which  challenges  our  existence.” 

The  words  existential  and  existentialism  are  so 
frequently  repeated  in  the  book  that  they  appear  at 
least  once  in  almost  every  paragraph,  and  yet,  were 
the  words  omitted,  the  meaning  of  the  sentences 
would  not  be  materially  altered.  The  average  doc- 
tor would  benefit  more  by  studying  the  works  of  psy- 
chiatrists than  by  spending  time  trying  to  decipher 
the  meaning  of  some  of  the  works  of  the  many  psy- 
chologists who  have  been  occupied  with  studying 
and  defining  abnormal  behavior. 

Irving  J.  Sands 

The  Doctor.  His  Career,  His  Business,  His 
Human  Relations.  By  Stanley  It.  Truman,  M.D. 
Octavo  of  151  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $3.00. 

Dr.  Truman,  a founder  of  the  American  Academy 
of  General  Practice,  presents  a book  on  medical 
economics  which  is  warmly  written  and  contains  a 
fresh  approach  to  the  question:  “Why  do  young 
men  and  women  study  medicine?”  His  keen  analy- 
sis of  the  “drives”  underlying  such  a choice  anil  how 
such  “drives”  influence  our  behavior  as  physicians, 
bespeaks  a philosopher’s  mind,  mellowed  by  years 
of  thought-provoking  practice  of  both  the  art  and 
the  science  of  medicine. 

The  author  decries  the  intemperate  influence  of 
specialty  boards,  asserting  that  the  neophyte  by 
this  means  is  forced  into  an  unwise  selection  of  a 
specialty  before  he  can  gain  experience  as  a general 
practitioner.  Without  such  background,  the  “dip- 
iomate”  is  narrow  in  his  viewpoint  and  lacks  the 
wisdom  required  to  transform  the  medical  graduate 
into  as  well-rounded  a physician  as  is  possible  in 
these  days  of  rapidly  expanding  scientific  discovery. 

Approximately  2 per  cent  of  America’s  doctors  are 
engaged  in  group  practice.  In  discussing  why  some 
groups  fail,  Dr.  Truman  correctly  interprets  as  “one 
of  the  major  areas  of  contention  . . . and  the  major 
reason  for  disruption”  their  inability  to  apply  the 
principles  of  cost  allocation  to  the  value  of  physi- 
cians’ services,  and  the  inability  to  agree  on  the 
method  and  per  cent  of  distribution  of  any  increase 
in  the  group’s  earnings. 

“There  are  plenty  of  capable  physicians;  the 
need  is  for  physicians  who  are  nice  to  people.”  If  a 
beginner  were  to  learn  nothing  else  than  how  to  be 
“nice  to  people,”  he  would  be  well  repaid  for  the 
time  spent  in  reading  this  splendid  addition  to  the 
literature  of  medical  economics. 

Morris  Weintrob 

Thromboembolic  Conditions  and  Their  Treat- 
ment with  Anticoagulants.  By  Charles  D.  Marple, 
M.D.,  and  Irving  S.  Wright,  M.D.  Octavo  of  418 


pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1950.  Cloth,  $8.50. 

This  volume  contains  an  authoritative  account  of 
the  present  state  of  our  knowledge  of  the  use  of  anti- 
coagulants in  the  treatment  of  thromboembolic  con- 
ditions. The  material  is  presented  in  a clear  and 
concise  manner  and  is  thoroughly  documented  by 
an  extensive  bibliography  of  684  titles. 

In  the  writing  of  books  there  may  be  considerable 
delay  between  the  completion  of  the  manuscript  and 
the  publication  of  the  volume.  This  was  true  in  the 
present  instance.  In  order  to  keep  their  work 
abreast  of  advancing  knowledge,  the  authors  have 
added  an  appendix  of  127  pages  which  contains  the 
most  recent  advances.  This,  unfortunately,  has  re- 
sulted in  some  unavoidable  repetition  and  impairs 
t he  format  of  the  presentation. 

Edwin  P.  Maynard,  Jr. 

Physicians’  and  Nurses’  Concise  Medical  En- 
cyclopaedia. By  William  H.  Kupper,  M.D.  Oc- 
tavo of  450  pages,  illustrated.  Los  Angeles,  Biblion 
l’r.,  1950.  Cloth,  $7.50. 

This  book  is  an  alphabetical  arrangement  of  medi- 
cal terms  and  describes  diseases,  drugs,  anatomy, 
physiology,  and  allied  subjects.  The  book  is  not 
all-inclusive,  but  for  one  anxious  to  find  a short  sum- 
mary of  most  medical  subjects,  it  is  adequate. 

The  second  portion  of  the  title  very  aptly  describes 
this  book.  The  reviewer  believes  that  this  text 
might  be  helpful  to  nurses,  technicians,  teachers,  and 
others  on  the  fringe  of  medicine,  but  that  it  is  not 
really  intended  for  physicians,  as  implied  in  the  title. 

A.  Sidney  Barritt,  Jr. 

Neurology  and  Psychiatry  in  General  Practice. 

Edited  by  Henry  R.  Viets,  M.I).  In  collaboration 
with  C.  Charles  Burlingame,  M.D.,  Clarence  B. 
Farrar,  M.D.,  Z.  M.  Lebensohn,  M.D.  Octavo  of 
150  pages.  New  York,  Grune  & Stratton,  1950. 
Cloth,  $3.50. 

A three-day  program  devoted  to  neurology  and 
psychiatry  was  held  as  a part  of  the  A.M.A.  mid- 
winter meeting  held  in  December,  194!).  Thirty- 
three  outstanding  leaders  in  neurology  and  in  psy- 
chiatry participated.  This  book  is  a summary  of 
the  presentations  made1  at  these  meetings.  It 
contains  in  concentrated  form  some  of  the  experi- 
ences and  opinions  of  outst  anding  neuropsvehiatrists 
who  participated  in  the  program.  It  is  amazing 
how  much  knowledge  is  contained  in  this  small 
book.  It  is  highly  recommended. 

Irving  J.  Sands 

Handbook  of  Diagnosis  & Treatment  of  Venereal 
Diseases.  By  A.  E.  W.  McLachlan,  M.B.  Fourth 
edition.  Duodecimo  of  368  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1951.  Cloth. 
$4.50. 

This  compact  book  of  good  readable  type  and  in- 
formative illustrations  is  the  best  text  that  the  re- 
viewer has  seen  in  many  years.  Its  terse  and  accu- 
rate statements  of  symptoms  and  signs  of  these  dis- 
eases and  the  careful  and  complete  directions  for 
treatment  make  it  a helpful  handbook  for  the  busy 
practitioner.  It  is  a good  book  to  have  in  the  li- 
brary of  a hospital  staff’s  quarters. 

Sturdivant  Read 

Physiology  of  Shock.  By  Carl  J.  Wiggers,  M.D. 
Octavo  of  459  pages,  illustrated.  New  York,  Com- 
monwealth Fund,  1950.  Cloth,  $5.00. 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HALCYON  KEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occu  pational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1869 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  1 1 7 


Ethical — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D  .,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


HOLBROOK  MANOR  NSNEG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS  In  th*  Placeman!  of 


Compefant  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave..  N.  Y.  16,  N.  Y.  al  40th  St.  Mu  5-8935 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  HITT 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BROWN’S  MU,,., Hill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-, n-Cbarg*. 
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This  well-written  monograph  is  a review  of  our 
present  knowledge  of  the  mechanism  of  the  develop- 
ment of  shock.  Dr.  Wiggers  evaluates  the  theories 
that  have  been  propounded  and  reviews  the  experi- 
mental and  clinical  data  that  have  been  accumu- 
lated. 

Since  most  of  the  data  on  adrenal  cortical  extracts 
that  are  presented  are  based  on  work  done  with  weak 
extracts  before  the  isolation  of  the  newer  powerful 
compounds,  the  adrenal  gland  is  not  considered  to 
be  as  important  as  some  of  the  more  recent  work 
seems  to  indicate.  However,  the  author  does  sug- 
gest that  further  work  must  be  done  in  this  field. 

To  all  who  are  interested  in  the  basic  problems  in 
medicine,  this  book  is  recommended  for  its  honest 
approach  to  our  present  knowledge  and  its  insists 
ence  on  backing  up  theories  with  adequate  experi- 
mental and  clinical  data.  Lawrence  Katz 

Elements  of  Psychoanalysis.  Edited  by  Hans 
Herma,  Ph.D.,  and  Gertrud  M.  Kurth,  Ph.D. 
Octavo  of  333  pages,  illustrated.  Cleveland  and 
New  York,  World  Publishing  Co.,  1950.  Cloth, 
$3.00. 

This  book  is  a collection  of  articles  covering  the 
theory  and  application  of  psychoanalysis  to  “per- 
sonal, family  and  social  problems.”  As  an  elemen- 
tary survey  for  the  layman  the  book  is  excellent. 
However,  it  must  be  stressed  that  the  authors  have 
presented  only  the  Freudian  point  of  view  and  that 
many  notable  contributions  to  the  clarification  of 
man’s  personal  and  interpersonal  behavior  have  been 
made  by  other  psychologic  schools.  Many  of  the 
answers  are  still  for  the  future  to  unfold. 

Arthur  J.  Lapovsky 

Twentieth  Century  Mental  Hygiene.  New  Di- 
rections in  Mental  Health.  By  Maurice  J.  Shore, 
Ph.D.,  et  al.  Octavo  of  444  pages,  illustrated. 
New  York,  Social  Sciences  Publishers,  1950.  Cloth, 
$6.00. 

This  book  of  twenty  chapters,  written  by  as  many 
authors,  is  truly  an  adventure  in  modern  mental 
hygiene  trends  and  practices.  It  covers  ably  and 
interestingly  all  aspects  of  the  subject.  The  con- 
tributors to  the  volume  are  outstanding  men  in  their 
particular  fields,  psychologists  and  psychiatrists  who 
are  among  the  acknowledged  leaders  in  their  pro- 
fessions. An  extensive  bibliography  at  the  end  of 
each  chapter  adds  to  the  value  of  the  book.  It  is  a 
good  book  that  will  appeal  to  many  people,  to  all 
who  are  interested  in  improving  mental  health. 
It  is  recommended  as  an  excellent  text  for  students  in 
mental  hygiene  courses.  Irving  J.  Sands 

How  to  Stop  Snoring.  By  David  Horwich,  B.Sc. 
Octavo  of  80  pages,  illustrated.  New  York,  Ex- 
position Press,  1950.  Cloth,  $2.00. 

The  author  believes  that  by  the  adoption  of  his 
technic  the  control  of  snoring  can  be  successfully 
accomplished.  He  describes  the  source,  nature,  and 
the  conditions  which  produce  snoring. 

The  author  also  believes  that  his  method  can  be 
applied  to  those  suffering  from  insomnia. 

Sydney  Shapin 

James  Lind.  Founder  of  Nautical  Medicine. 

By  Louis  H.  Roddis,  M.D.  Octavo  of  177  pages, 
illustrated.  New  York,  Henry  Schuman,  1950. 
Cloth,  $3.00. 

James  Lind,  who  was  born  in  Edinburgh,  Scot- 
land, in  1716  and  died  in  1794,  is  a doctor  who  has 


been  referred  to  as  the  “Hippocrates  of  Nautical 
Medicine.”  His  biographer  here  presents  him  as 
“The  greatest  name  in  naval  medicine  and  one  of  the 
greatest  in  the  whole  history  of  medicine.”  These 
statements  appear  somewhat  hyperbolic  to  this  re- 
viewer. Yet  the  history  of  medicine  is  guilty  of 
neglect.  It  fails  to  emphasize  sufficiently  Lind’s  im- 
portant and  epoch-making  contributions,  so  that  the 
profession  as  a whole  is  less  familiar  with  his  name 
than  with  those  of  many  who  are  less  deserving. 

It  is  common  knowledge,  nevertheless,  that  his 
discovery  of  the  cause  and  prevention  of  scurvy  was 
of  momentous  importance  and  eventually  eliminated 
the  disease  from  the  Royal  Navy.  And  it  is  claimed 
that  during  the  wars  of  the  French  Revolution  and 
the  Napoleonic  period  victory  or  defeat  for  England 
depended  upon  the  success  or  failure  of  naval  oper- 
ations. 

To  Dr.  Lind’s  achievements  may  be  added  the 
introduction  of  quarantine  periods  for  naval  recruits, 
the  demonstration  of  a practical  method  of  obtain- 
ing fresh  water  from  sea  water  by  simple  distillation, 
the  use  of  chinchona  as  a preventive  measure  against 
malaria,  and  many  other  noteworthy  suggestions, 
all  having  to  do  with  establishing  nautical  medicine 
on  a firm  scientific  and  practical  foundation. 

This  small  volume  contains  a generous  bibliog- 
raphy of  the  works  of  James  Lind  and  other  related 
information.  The  book  as  a whole  will  be  a reve- 
lation to  the  reader  and  will  supply  him  with  impor- 
tant facts  on  the  history  and  development  of  medi- 
cine. S.  R.  Blatteis 

The  Science  of  Health.  By  Florence  L.  Meredith, 
M.D.  Second  edition.  Octavo  of  452  pages,  illus- 
trated. Philadelphia,  Blakiston  Co.,  1951.  Cloth, 
$3.75. 

This  is  a potpourri,  embracing  many  subjects, 
e.g.,  appendicitis,  diabetes,  rheumatism,  mental  hy- 
giene, embryology,  and  many  others.  The  author 
aims  to  give  the  student  an  opportunity  to  acquire  a 
knowledge  of  many  of  these  complex  subjects  in  the 
shortest  possible  time.  The  result  is  that  no  one  of 
these  topics  can  be  studied  with  any  degree  of  suc- 
cess from  this  text.  Harry  Apfel 

A Text-Book  of  Venereal  Diseases.  By  R.  R. 
Willcox,  M.D.  Octavo  of  439  pages,  illustrated. 
New  York,  Grune  & Stratton,  1950.  Cloth,  $6.50. 

In  this  compact  and  easily  read  book  on  venereal 
diseases,  the  author  covers  the  subject  minutely. 
He  not  only  discusses  in  detail  the  classical  venereal 
diseases,  but  also  enlarges  on  the  subject  by  includ- 
ing other  diseases  that  may  be  contracted  venereally 
and  fall  into  the  care  of  the  dermatologist  and  the 
genitourinary  specialist.  The  differential  diagnosis 
is  taken  up  under  the  several  diseases  and  discussed 
exhaustively.  George  F.  Price 

A Primer  for  Diabetic  Patients.  An  Outline  of 
Treatment  for  Diabetes  with  Diet  and  Insulin  In- 
cluding Directions  and  Charts  for  the  Use  of  Phy- 
sicians in  Planning  Diet  Prescriptions.  By  Russell 
M.  Wilder,  M.D.  Ninth  edition.  Sextodecimo  of 
200  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1950.  Cloth,  $2.25. 

The  ninth  edition  of  Dr.  Wilder’s  excellent  hand- 
book for  the  diabetic  maintains  the  author’s  previous 
high  standard.  The  chapters  on  the  use  of  insulin 
have  been  rewritten.  This  primer  is  a valuable  aid 
in  the  management  of  the  intelligent  diabetic  pa- 
tient. Charles  M.  Plotz 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 


The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 


We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1 95  7 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( ) copies  of  the  1951  Medical  Direc- 

tory of  New  York  State.  Price  $10.00  per  volume  plus  3%  Sales 
Tax  in  New  York  City. 
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PROFESSIONAL  OFFICE  FOR  RENT 


Wonderful  opportunity  for  Dr.  6-rooin  apartment,  oppo- 
site 3000  family  coop,  development.  Located  Jackson 
Heights.  For  information  call  HAvermeyer  9-1488  PR  8-7056 


FOR  RENT 


Office,  well  equipped,  large  consultation  and  examining 
rooms,  facing  Central  Park,  East.  Mornings  or  afternoons 
Rates  reasonable,  Phone  BU  8-3378. 


FOR  SALE 


Licensed  REST  RESORT.  434  acre  Estate,  with  365  ft. 
walled  lake  frontage.  Located  in  town  near  Syracuse. 
Capacity  50  persons,  plus.  Lovely  home,  with  many  beau- 
tiful baths.  Oil  heat.  Landscaped  grounds.  Large  garages. 
Unusual  Opportunity.  Price  for  immediate  sale,  $110,000. 
Munger,  313  East  83rd  St.,  New  York  City. 


WANTED 


General  Practice  Assistant;  capable  doing  obstetrics;  even- 
tual partnership.  Salary  plus  bonus.  State  qualifications, 
experience,  age.  Box  512,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office,  Lia- 
l bility.  Fire,  Theft.  Floaters.  Life  Insurance-Annuities. 
| Write — Phone  Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17, 
I MUrray  Hill  2-1630. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N Y.C.  EN2-6845. 


LOOKING  FOR  A PUBLISHER?  Write  for  Free  Book- 
let MD  telling  how  we  can  publish  your  book.  All  subjecta 
considered.  New  authors  welcome.  Vantage  Press,  230 
W.  41,  New  York  18. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


WANTED 


A man  to  do  general  practice.  150  miles  from  New  York 
City.  Correspond  to  Box  510,  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


Specialist  wishes  to  share  office  with  another  specialist  at 
Medical  Building,  Rockville  Centre,  N.  Y.  Box  509,  N.  Y. 
St.  Jr.  Med. 


AUTHORS’  AIDES 


Articles  and  books  expertly  prepared  for  publication  by 
experienced  medical  editors.  All  editorial  services  included. 
Write,  Authors’  Aides,  237  W.  10th  Street,  NA  14. 


HELP  WANTED 


Physiotherapist  for  group  of  three,  with  private  office. 
City  of  forty-thousand,  in  New  York  State.  State  qual- 
ifications and  salary  desired  in  first  letter.  Box  507,  N.  Y. 
St.  Jr.  Med. 


Buy 


Savings  Bonds 


announcing 


A NEW  PUBLIC  RELATIONS  AID 


. • • to  boost  your  PR  rating 


I invite  you  to  discuss  frankly 
with  me  any  questions  regarding 
my  services  or  my  fees. 

The  best  medical  service  is  based 
on  a friendly  mutual  under- 
standing between  doctor  and  patient. 


ill  ■ 

As  you  know,  a physician’s  best  public  relations  is  car- 
ried on  right  in  his  own  office.  Here  the  physician  gets 
acquainted  with  his  patients  . . . gives  them  a chance 
to  talk  over  problems  . . . builds  a feeling  of  mutual 
understanding  between  patient  and  doctor. 

Your  American  Medical  Association  has  designed  an 
attractive  new  office  plaque  to  be  displayed  prominently 
on  an  office  desk  or  wall.  This  is  a graphic  invitation  to 
patients  to  talk  over  professional  services  and  fees.  Patients 
like  to  ask  questions,  but  often  are  hesitant  to  do  so.  This 
plaque  will  open  the  door  to  better  relations  with  your 
patients.  Order  one  today. 


PRICE 

$1 

POSTPAID 


Order  Department 

AMERICAN  MEDICAL  ASSOCIATION 
53S  North  Dearborn  Street 
Chicago  10,  Illinois 


NEW  OFFICE  PLAQUE 

y dark  brown  lettering  on  buff 
y harmonizes  with  any  office  decor 
y measures  ll'/2  by  7%  inches 
y for  desk  or  wall 
y laminated  plastic  finish 
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Ciba 

Presents 


A New  Advance 
in  Sulfonamide  Safety 


BRAND  OF  SULFADIMETINE 


Scored  0.5  Gm.  tablets. 
Bottles  of  100  and  1000. 


• Remarkably  low  incidence  of  side  effects— less  than  5% 

• Lowest  acetylation  yet  reported— less  than  10%  in  blood 

• New  improved  solubility 

• Renal  complications  rare— alkalis  not  needed 

• High,  sustained  blood  levels 


WIDE  ANTIBACTERIAL  SPECTRUM 


Ciba  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  N.  J. 


3-I8MM 


386 


non-narcotic  — in  place  of  codeine 
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“I  coughed  all  night” 

patient 


HOFFMANN-LA  ROCHE  INC. 

ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
Chemically,  SEDULON  is  3,3-diethyl-2,4-dioxopiperidine 
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to  ACTH 


and  CORTISONE 

In  clinical  practice  it  is  clearly  wise  to  test  the  urine  of  both 
diabetic  and  non-diabetic  patients  for  sugar  at  intervals 
during  administration  of  cortisone  or  ACTH  and  to  carry 
out  appropriate  investigations  and  treatment  if  glycosuria 
occurs.  Particular  caution  is  necessary  for  diabetic  patients,  tt 

Sprague.  R.G.:  Cortisone  and  ACTH.  Am.  J.  Med.  70:567,  1951. 

To  avoid  such  clinical  surprises  and  simplify  clinical  control, 
ACTH  and  cortisone  therapy  is  profitably  preceded,  accom- 
panied and  followed  by  routine  testing  for  urine-sugar. 
Clinitest  Reagent  Tablets  provide  a rapid,  reliable  and  con- 
venient method — easily  used  by  both  physician  and  patient. 


CLINITEST 

BRAND  • REG.  U.S.  PAT.  OFF. 


for  detection  of  urine-sugar 


REAGENT  TABLETS 


You  can  assure  regular,  reliable  urine-sugar  analyses 
by  prescribing  the  Universal  Model  Set  (No.  2155). 
Vvailable  at  all  pharmacies  at  $1.50, 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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Now  Open 

THE  MIAMI  HEART  INSTITUTE 

an  Inter-American  Heart  Hospital 
for  Patients  with  Cardio-Vascular  Diseases 

A non-profit  institution  staffed  by  125  physicians,  many  certified  by  American  Board  of  Internal  Medi- 
cine. Endorsed  by  the  Florida  and  Miami  Heart  Associations.  Special  Long-term  Rates  for  Ambulant 
Patients.  Recreational  Thearapy.  Dietary  Regimes.  Physiotherapy. 

R.  A.  Carvolth  Chas.  E.  Sorensen  Robert  J.  Boucek,  M.D. 

Administrator  President  of  the  Board  Director  of  Research 

4701  N.  Meridian  Avenue,  Miami  Beach  40,  Florida 
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Neo-Synephrine 

is ... . 

"relatively  nontoxic; 
applied  to  mucous  membranes, 
it  reduces  swelling  and 
congestion  by  contracting 
the  small  blood  vessels." 

Council  on  Pharmacy  <S  Chemistry: 
New  and  Nonolficial  Remedies. 

1950,  p.  218. 
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m m 
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-Epithelium 

-Goblet  cell 

-Basement 

membrane 

-Dilated 
blood  vessels 
and  glands 

•Edema 


In  acute  or  chronic  engorgement  of  the  nasal  mucosa,  Neo- 
Synephrine  gives  immediate  relief.1  It  is  effective  within  from' 
2 to  15  minutes  and  its  action  is  sustained  for  2 hours  or  more.2 

In  chronic  conditions,  Neo-Synephrine  may  be  used  once 
or  twice  daily  over  a period  of  weeks,  with  virtually  no 
tendency  to  develop  local  sensitivity.2 

The  fact  that  Neo-Synephrine  seldom  produces  central  dis- 
turbances,3 coupled  with  its  effect  in  promoting  aeration 
and  freer  breathing,  makes  it  a drug  of  choice  for  use  at 
bedtime. 


Neo  - Synephrine 


HYDROCHLORIDE 


Brand  of  Phenylephrine  Hydrochloride 


how  supplied 


Neo-Synephrine  HC1  Solution  0.25%  (plain  and  aromatic)  in  1 oz.,  4 oz.  and  16  oz. 
bottles. 

0.5%  in  1 oz.  bottles. 

1%  in  1 oz.,  4 oz.  and  16  oz.  bottles. 

0.125  (!/s)%  low  surface  tension,  aqueous  solution,  in  Yl  oz.  bottles.  Particularly  accept- 
able for  children. 

Water  soluble  jelly  0.5%  in  s/s  oz.  tubes. 


1.  Rehfuss,  M.  E.,  Albrecht,  F.  K.,  and  Price,  A.  H.:  A Course  in  Practical  Therapeutics. 
Baltimore,  Williams  & Wilkins  Co.,  1948,  p.  111. 

2.  Kelley,  S.  F.:  In  Cornell  Conferences  on  Therapy.  New  York,  Macmillan  Co., 

1947,  Vol.  2,  p.  156. 

3.  Gold,  H.:  In  Cornell  Conferenceson  Therapy.  New  York,  Macmillan  Co.,  1947, Vol.  2,  p.  151. 


Neo-Synephrine,  trademark  reg.  U.  S.  & Canada 


New  York  18,  N.  Y.  Windsor,  Ont. 
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. . . and  the  result  is  7 


PROMPT, 
COMPLETE 
COUGH  RELIEF 


Mercodol  with  Decapryn  provides: 


A selective  cough-controlling  narcotic1 
that  stops  wracking  cough  promptly,  but  does  not 
interfere  with  the  cough  reflex  your  patients  need 
to  keep  passages  clear. 


I 


. . . An  effective  bronchodilator2  to  relax  plugged  bronchioles. 


. . . An  expectorant3  to  liquefy  secretions. 


...  A long-lasting,  low-dosage  antihistamine4  for  the  cough 
with  a specific  allergic  basis. 

. . . And  the  result  is  prompt,  complete  cough  relief. 


MERi 


(an  exempt  narcotic) 


Merrell 


1828 


New  York  . CINCINNATI  • Toronto 


Each  30  cc.  contains — 

1.  Mercodinone  (§) 

2.  Nethamine® 

3.  Sodium  citrate 

4.  Decapryn  Succinate 


10.0  mg. 
0.1  Gm. 
1.2  Gm. 

36.0  mg. 


Trade-mark  "Decapryn” 
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Each  tablet  of  Biosulfa  delivers  an  anti- 
bacterial barrage,  annihilating  penicillin- 
and  sulfa-sensitive  organisms  by  the 
combined  effect  of  antibiotic  and  chemo- 


Upjohit 


r m 


therapeutic  fire-power. 

fflHHBp  * 

P tablets 

Available  in  bottles  of  50  and  500  tablets. 

Each  tablet  contains: 

Penicillin  G Potassium  Crystalline. ..  100,000  units 

Sulfadiazine 0.167  Gm. 

Sulfamerazine  0.167  Gm. 

Sulfamethazine 0.167  Gm. 

* Trademark,  Reg.  U.  S.  Pat.  Off. 

produced  with  care  . . . designed  for  health 
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Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Evert  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany  < 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 


Clayton  M.  Steward,  Vice-Chairman . Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca  / 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 


Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman ....  Homell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman New  York 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary Syracuse 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 
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For  insomnia...  co-ct^u 


K VER*'5'  M °’ 

'&&Z 
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non-barbiturate  hypnotic 
for  SAFE,  SOUND  SLEEP 


^ &b  L * 


without  drug  hangover 

The  extraordinarily  wide  margin 
of  safety  of  Dormison  permits 
patients  who  awaken  in  the  early 
morning  and  desire  more  sleep  to 
repeat  the  dose.  Dormison  is  rapidly 
metabolized  (one  to  two  hours) 
so  that  there  is  no  prolonged 
suppressive  action.  Patients^  awaken 
rested  and  refreshed  as  from 
normal  slumber.  Dormison  has  no 
ulative  effect,  no  toxic  effects  on 
prolonged  use.  There  is  no  evidence 
to  date  that  Dormison  has 
habit-forming  or  addiction  properties. 


DOSAGJE:  Two  250  mg.  capsules  are  recommended,  although  many  patients  respond  to  one. 


DORMISON*  (methylparafynol-Schering),  capsules  of  250  mg.,  bottles  of  100. 
• tf.M.  ' - ' ’ •'  ' 


CORPORATION,  bloomfield,  n.  j. 


DORMISON© 


OVwOXC*^  QiNiKVXXX 
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J^regnancu 
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Jactation 


PRECALCIN* 

CAPSULES 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 


AVAILABLE:  Bottles  of  100,  500,  and  1,000 
capsules. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 0.45  Gm. 

Bone  Phosphate* 0.1 5 Gm. 

Vitamin  A (Ester) 2,000  U.S.P.  Units 

Vitamin  D (Irradiated  Ergosterol) 400  U.S.P. 

Thiamine  Hydrochloride 3.00 

Riboflavin 2.00 

Niacinamide 1 0.00 

Ascorbic  Acid 

Ferrous  Gluconate 45.00 

*Fluorine  content 0.07  mg# 


LABORATORIES,  INC. 


Mount  Vernon,  N.  Y. 


Formerly  Walker  Vitamin  Products,  Inc. 
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CORN  STARCH  anil 
SODIUM  BICARBONATE 


MO  BORIC  AC/D / 


CHLOMDf 


(METHYL  8ENZETH0NIUM  CHLOIIDE) 

BACTERICIDAL  • WAT E R - M I S C I B L E • SAFE23 


cmoft/of 


BRAND 

“A" 


BRAND 

"B” 


CONTAINS 

BORIC 

ACID 


CONTAINS 


BORIC 


ACID 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 


powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.'S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  195T. 

Z Benson,  R.  A.,  et  af. : "The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Ped.  34.1-49,  Jan.,  1949. 

3.  Niedelmon,  M.  L.,  et  al.:  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37  5-762,  Nov.,  1950. 


ap 


PHARMACEUTICAL  DIVISION,  HOMEMAKERS'  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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plus  . . . iron  (ferrous  gluconate)  in  tonic 
quantities 

plus  ...  essential  B complex  vitamins  well 
in  excess  of  known  minimum  daily 
requirements 

plus  . . . pleasant  taste,  too 


IRON-B  COMPLEX  WITH  B,2  ACTIVITY 


Beta-Concemin 1 


Merrell 
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New  York  • CINCINNATI  • Toronto 


V.?.y  OF  THE 
0 Oil  E G 1 1 C i' ’ li Y S 1 C I AN ! 
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itive  patient  response 

to  this  blood-building, 
appetite-b  uilding 
iron  tonic 

with  B12  activity 


INCEMIN  FERRATED 


\ 


INDEX  TO  ADVERTISERS 


A 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

) 

Therapeutic  Formula  Vitamin  Capsules  Squibb 
Each  Capsule  contains: 

Vitamin  A (synthetic)  't  \ 25,000  U.S.  P.  units 
Vitamin  D \ 1,000  U.S.P.  units 

Thiamine  Mononitrate  10  mg. 

Riboflavin  | 5 mg. 

Niacinamide  I 150  mg. 

Ascorbic  Acid  l 150  mg. 

J 

Bottles  of  30.  100  and  1000. 


The  Alkalol  Co 503 

The  Armour  Laboratories 404-405 

Ames  Company,  Inc 389 

Astra  Pharmaceutical  Products,  Inc 507 

Ayerst,  McKenna  & Harrison 415,  423 

Dr.  Barnes  Sanitarium 509 

Barrows  Chemical  Co 491 

Baxter  Laboratories 429 

Beechnut  Packing  Co 495 

Borden  Company 420 

Brigham  Hall  Hospital 509 

Brewer  & Company 487 

Burroughs  Wellcome  & Co 421 

Canada  Dry  Ginger  Ale  Co 503 

Ceribelli  & Co 422 

Ciba  Pharmaceutical  Products,  Inc 385 

Crane  Discount  Co 503 

Desitin  Chemical  Co 512 

Drug  Publications,  Inc 499 

Falkirk  in  the  Ramapos 509 

Halcyon  Rest 509 

Hoffmann-La  Roche,  Inc 386-387 

Holbrook  Manor 509 

Homemakers’  Products  Corp 400 

Interpines 509 

Irwin,  Neisler  & Co 499,  503,  507 

Lakeside  Laboratories 430 

Eli  Lilly  & Company 426 

Louden-Knickerbocker  Hall 509 

Low  Sodium  Food  Laboratories 422 

Maltbie  Laboratories 416 

Mead  Johnson  & Company 4th  cover 

Merck  & Co .* 424 

Wm.  S.  Merrell  & Co 2nd  cover,  393,  401,  410-411 

Miami  Heart  Institute 390 

National  Drug  Company 417 

New  York  Medical  Exchange 511 

Num  Specialty  Co ' 507 

Chas.  Pfizer  & Co 425 

Pediforme  Shoe  Co 499 

Parke,  Davis  & Co 407 

Raymer  Pharmacal  Co 406,  501 

R.  J.  Reynolds  Tobacco  Co 398 

Riker  Laboratories  Inc 412—413 

A.  H.  Robins  Co.  Inc Between  400-401 

Sanborn  Company 422 

Saratoga  Springs  Authority 497 

Schering  Corporation 397 

Sharp  & Dohme 409 

Smith,  Kline  & French  Labs 414,  3rd  cover 

E.  R.  Squibb  & Sons 402-403 

The  Stuart  Company Between  416—417 

Travenol  Laboratories 429 

Twin  Elms 509 

U.  S.  Vitamin  Corp 493 

Upjohn  Company 395 

Varick  Pharmacal  Company 505 

Walker  Laboratories 390 

Warner-Hudnut  Inc 408 

West  Hill 509 

White  Laboratories 418—419 

Winkler  Shoes 394 

Winthrop-Stearns  Inc 391 

Wood  Schools 507 
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INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (The  Alkalol  Company) 503 

Ammivin  (The  National  Drug  Co.) 417 

Amvicel  (Stuart  Company) Between  416-417 

Antabuse  (Ayerst,  McKenna  & Harrison) 423 

Armatinic  (The  Armour  Laboratories) 404-405 

Beta-Concemin  (Wm.  S.  Merrell  Co.) 401 

Betazyme  (Barrows  Chemical  Co.) 491 

Biosulfa  (Upjohn  Company) 395 

Bremil  (Borden  Company) 420 

Briosehi  (Ceribelli  & Co.) 422 

Cartrids  (Eli  Lilly  & Company) 426 

Cholan  HMB  (Maltbie  Laboratories  Inc.) 416 

Clinitest  (Ames  Company  Inc.) 389 

Combex  Therapeutic  (Parke,  Davis  & Co.) 407 

Delkadon  (Sharp  & Dohme) 409 

Desitin  (Desitin  Chemical  Co.) 512 

Diaparene  (Homemakers’  Products  Inc.) 400 

Digitaline  Nativelle  (Varick  Pharmacal  Co.) 505 

Dihydrostreptomycin  (Chas.  Pfizer  & Co.) 425 

Dormison  (Schering  Corp.) 397 

Dramcillin  (White  Laboratories) 418-419 

Elkosin  (Ciba  Pharmaceutical  Products  Inc.) 385 

Enkide  (Brewer  & Co.) 487 

Eskacillin  250-100-50  (Smith,  Kline  & French  Labs.).  414 

Eskaphen  B (Smith,  Kline  & French  Labs.) 3rd  cover 

Gentarth  (Raymer  Pharmacal  Co.) 501 

Kolantyl  (Wm.  S.  Merrell  & Co.) 2nd  cover 

Lactum  (Mead  Johnson  & Co.) 4th  cover 

Lipozyme  (Barrows  Chemical  Co.) 491 

Mercodol  with  Decapryn  (Wm.  S.  Merrell  & Co.) 393 

Mercuhydrin  (Lakeside  Laboratories) 430 

Neo-Synephrine  Hydrochloride  (Winthrop-Stearns  Inc.)  391 

Nitranitol  (Wm.  S.  Merrell  & Co.) 410-411 

Obocell  (Irwin,  Neisler  & Co.) 499 

Omni-Vita  (Wm.  R.  Warner  & Co.) 408 

Pabalate  (A.  H.  Robins  Co.) Between  400-401 

Polysporin  (Burroughs  Wellcome  & Co.) 421 

Precalcin  (Walker  Laboratories) 399-401 

Premarin  (Ayerst,  McKenna  & Harrison) 415 

Pyromen  (Travenol  Laboratories,  Inc.) 429 

Ray-trote  (Raymer  Pharmacal  Co.) 406 

Sedulon  (Hoffmann-La  Roche  Inc.) 386-387 

Theragran  (E.  R.  Squibb  & Sons) 402-403 

Thum  (Num  Specialty  Co.) 507 

Veratrite  (Irwin.  Neisler  & Co.) 507 

Veriloid  (Riker  Laboratories) 412-413 

Vertavis-Phen  (Irwin,  Neisler  & Co.) 503 

Vi-Syneral  (U.  S.  Vitamin  Corp.) 493 

Vitamins  (Merck  & Co.) 424 

Xylocaine  (Astra  Pharmacal  Co.) 507 


Dietary  Foods 


Baby  Foods  (Beechnut  Packing  Co.) 495 

Medical  and  Surgical  Equipment 

Cardiette  (Sanborn  Company) 422 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 499 

Orthopedic  Shoes  (Winkler  Shoes) 394 

Whisky  (Canada  Dry  Ginger  Ale  Co.) 503 

Miscellaneous 

Camel  Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 398 

Drug  Encyclopedia  (Drug  Publications,  Inc.) 499 

Spring  Water  (Saratoga  Springs  Authority) 497 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D I 

Thiamine  Mononitrate  i 
Riboflavin 

Niacinamide  | 

Ascorbic  Acid 


25,000  U.S.P.. units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


I 


| 
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Each  ARMATINIC  ACTIVATED 
Copsulette  contains: 

Ferrous  Sulfate,  Exsiccated 200  mg. 

Folic  Acid I mg. 

Vitamin  Bi;  Crystalline 10  meg. 

v . Ascorbic  Acid  (Vitamin  C) 50  mg. 

T Insoluble  Liver  Fraction 

^ with  Duodenum* 350  mg. 

*The  liver  is  partially  digested  with 

an  equal  quantity  of  duodenum  dur- 

ing manufacture. 

> Supplied:  Bottles  of  100  and  lOOO  at 
prescription  pharmacies  everywhere. 

Now  Available  — palatable,  new 
ARMATINIC  LIQUID  featuring  crys- 
talline B 1 2 with  clarified  liver.  8 oz. 
and  16  oz.  bottles. 
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Comprehensive  antianemic  therapy  with  Armatinic 
Activated  Capsulettes  assures  a rapid  and  complete 
response  with  a minimum  of  therapeutic  failures. 
Effective  potencies  of  all  hemopoietic  factors  are  ob- 
tained. 

B12  Plus  Activator : Vitamin  B12  is  activated  to 
greater  efficacy  by  the  addition  of  desiccated  duo- 
denum, a fact  established  only  recently.  2>  3 Desic- 
cated duodenum  has  been  shown  to  supply  the 
intrinsic  factor  and  to  potentiate  the  effect  of  orally 
administered  vitamin  B12.  Desiccated  duodenum  also 
appears  to  exert  a greater  effect  than  extract  of  gastric 
mucosa.  Indicated  in  all  microcytic  anemias  and  the 
macrocytic  anemias  of  nutritional  origin.  Armatinic 
Activated  Capsulettes,  a new  product  of  The  Armour 
Laboratories,  are  economical.  Supplied  in  bottles  of 
100  and  1000  at  prescription  pharmacies  everywhere. 

(1)  Hall,  B.  E.:  Brit.  Med.  J.  2:  585-589,  1950;  (2)  Bethell,  F.  H.,  et. 
al.:  Ann.  Int.  Med.  35:  518-528,  1951;  (3)  Spies,  T.  D.:  J.A.M.A. 
145:  66-71.  1951. 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


406 


1.  IMMEDIATE 


2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin:  Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


/.  Sollman , T. : A Manual  of  Pharmacology , 
W . B.  Saunders  Co.>  1942. 


RAYMER 


3-stage  action 
to  control  hypertension 

^&afidu/ed 

RAYTROTE 

//in ft  tewed 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


Formula : Each  capsule  contains : 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg.  • 


RAYMER  PHARMACAL  COMPANY 


Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 


for 

Quicker 

recovery  m 


mbeHnerapeutic 


high  potency  vitamin  B-complex  factors  plus  vitamin  C 

When  nutritional  intake  is  impaired,  restoration  of  health  and  return  to  work  may 
be  retarded  for  months  unless  the  indispensable  water-soluble  vitamins  are  rapidly 
replaced.  Correction  by  diet  alone  is  “a  slow,  tedious  and  costly  process.”* 

For  helping  patients  get  well  as  quickly  as  possible,  COMBEX  THERAPEUTIC 
KAPSEALS  supply  high  doses  of  vitamin  B-complex  factors  plus  vitamin  C to 
produce  prompt  and  complete  saturation  of  depleted  tissues. 

COMBEX  THERAPEUTIC  KAPSEALS  provide  the  high  potency,  well-balanced 
combination  of  water-soluble  vitamins  required  to  overcome  the  severe  deficiencies 
that  may  occur  in  faulty  nutrition,  therapeutically  restricted  diets,  fevers,  prolonged 
or  chronic  illness,  and  gastrointestinal  disorders  which  impair  absorption  or  utiliza- 
tion of  dietary  factors.  They  are  ideally  suited  for  the  pre-  and  postoperative 
management  of  surgical  patients  and  for  individuals  convalescing  from  debilitat- 
ing diseases. 

Each  COMBEX  THERAPEUTIC  Vitamin  Bi 25  mg.  Vitamin  B<j 1 mg. 

KAPSEAL  provides:  Vitamin  B2 15  mg.  Pantothenic  Acid 

Nicotinamide 100  mg.  (as  sodium  salt)  . . 10  mg. 

Folic  Acid 2.5  mg.  Vitamin  C 150  mg. 

Dosage:  1 or  2 Kapseals  daily.  Packaging:  Bottles  of  100  and  1000. 

•Spies,  T.  D.:  Rehabilitation  Through  Better  Nutrition,  Philadelphia,  W.  B.  Saunders  Co.,  1947.  p.  62. 
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OMIVI -MT  V Spherettes 

A pleasant  tasting,  chewable  multivitamin  preparation 


Omni-Vita*  Spherettes  provide  all  the  essential  vitamins,  A,  D,  C,  Bi, 
B2,  Be,  B12,  and  Panthenol  in  small,  flavorful,  candy-like  Spherettes. 
Omni-Vita*  Spherettes  can  be  chewed  which  favors  more  prompt  and 
complete  absorption  of  their  vitamin  components.  Children,  especially, 
but  many  adults  as  well,  who  cannot  take  vitamins  in  oils,  drops,  fishy- 
tasting  liquids,  capsules  or  tablets  like  chewable,  good-tasting,  inexpen- 
sive Omni-Vita*  Spherettes. 


OMNI-VITA*  Spherettes 

“77ie  preferable  way  to  prescribe  vitamins ” 


WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Inc. 
New  York  • Los  Angeles  • St.  Louis 


•Trode  Mark 
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Centrally,  through  Delvinal®  vinbarbital  30  mg.,  and  locally,  through 
hyoscyamine  0.225  mg.,  atropine  0.019  mg.  and  scopolamine  0.006  mg., 
Delkadon®  Tablets  relieve  smooth  muscle  spasm  and  alleviate  anxiety 
and  tension  in  dysmenorrhea,  genito-urinary  spasticity,  air  or  sea  sickness. 
Bottles  of  100  and  1000.  Sharp  & Dohme,  Philadelphia  1,  Pennsylvania. 
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Isn’t  safe,  gradual,  prolonged 
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Nitranitol  provides  it  . . . 

permitting  hypertensives  to  resume  more  normal  lives 


What’s  more,  therapeutic  dosages  of  NITRANITOL  can  be 
maintained  over  long  periods  of  time  . . . without  frequent 
checkups  . . . without  worry  about  possible  toxic  effects. 


NITRANITOL  is  the  universally  prescribed  drug  in  the 
management  of  essential  hypertension. 


Merrell 
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vasodilation  what  you  want. . . 

for  your  hypertensive  patients? 


When  vasodilation  alone  is  indicated.  Nitranitol.  ('*  gr.  mannitol 
hexanitrate.) 

W hen  sedation  is  desired.  Nitranitol  with  Phcnobarbital.  .( Ji  gr.  pheno- 
barbital  combined  with  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of  capillary  fragility. 

Nitranitol  with  Phenobarbital  and  Rutin.  (Combines  20  mg.  rutin  with  above 
formula.) 

W hen  the  threat  of  cardiac  failure  exists.  Nitranitol  with  Phcno- 
barbital and  Theophylline.  ()£  gr.  mannitol  hexanitrate  combined  with  U gr.  pheno- 
barbital and  IJ2  grs.  theophylline.) 
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A potent  hypotensive  principle 
biologically  standardized  in  mammals' 

Veriloid  represents  the  sum  of  the  clinically  desirable,  purified  hypotensive 
ester  alkaloids  fractionated  from  Veratrum  viride  by  an  exclusive  Riker  process. 
Veriloid  provides  the  refined  active  principles  of  the  crude  drug,  and  on  a weight 
basis  represents  less  than  one  tenth  of  one  per  cent  of  the  whole  plant  from  which 
it  is  derived.  Veriloid  is  biologically  standardized  in  mammals,1  with  drop  in 
blood  pressure  as  the  end  point;  hence,  results  are  directly  transferable  to  man, 
with  complete  assurance  of  pharmacologic  uniformity.2’ 3 

The  purification  and  standardization  of  Veriloid  permit  its  administration  by 
weight  in  milligrams,  based  on  hypotensive  activity  in  mammalian  test  animals. 
This  exactitude  in  dosage  gives  Veriloid  therapy  a clinical  flexibility  that  makes 
possible  avoidance  of  adverse  reactions.  Through  elimination  of  the  natural 
variables  in  potency  of  the  whole  dried  plant  which  lead  to  side  actions,  Veriloid 
therapy  has  achieved  clinical  uniformity  with  striking  hypotensive  effects  in  all 
forms  of  blood  pressure  elevation.4’  5 

The  usual  daily  requirement  of  Veriloid  is  9 to  15  mg.,  given  in  divided  dosage 
three  times  daily,  every  6 to  8 hours,  the  first  dose  to  be  taken  after  breakfast. 
The  evening  dose  may  be  1 or  2 mg.  larger  than  the  other  two  doses  of  the  day. 
However,  requirements  for  Veriloid  vary  from  patient  to  patient,  and  careful 
dosage  determination  on  each  patient  is  essential  for  maximum  therapeutic 
effectiveness. 

Veriloid  is  supplied  in  1,  2 and  3 mg.  tablets,  in  bottles  of  100,  500  and  1,000. 

VERILOID-VPM 

Containing  Veriloid  (2  mg.),  phenobarbital  (15  mg.),  and  mannitol  hexanitrate  (10 
mg.),  Veriloid-VPM  provides  valuable  sedation  and  the  vasodilating  action  of  mannitol 
hexanitrate.  This  combination  usually  makes  possible  reduced  dosage  without  sacrifice 
of  therapeutic  efficacy.  Also,  phenobarbital  adds  the  advantage  of  increasing  the  spread 
between  effective  therapeutic  dosage  and  the  dosage  at  which  side  reactions  occur. 

VERILOID  WITH  PHENOBARBITAL 

Veriloid  With  Phenobarbital  (Veriloid,  2 mg.,  phenobarbital,  15  mg.)  provides  seda- 
tion without  the  action  of  mannitol  hexanitrate.  It  is  valuable  when  emotional  tension 
must  be  controlled. 

*Trade-Mark  of  Riker  Laboratories,  Inc. 

RIKER  LABORATORIES,  INC. 

8 4 8 0 BEVERLY  BLVD.  • LOS  ANGELES  48,  CALIFORNIA 
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t4  reasons  why  you 
should  prescribe 

I 


oral  penicillin 

r 


Just  as  effective  as 
penicillin  by  needle 

. . it  has  been  repeatedly 
demonstrated  that  the  oral 
route  is  as  effective  as  the 
parenteral  route  when  ade- 
quate doses  of  penicillin  are 
used.” 

Keefer,  Chester  S.:  Am.  J.  Med. 
7:216 


Less 


sensitization 


. . sensitization  is  least 
common  following  oral 
administration . ’ ’ 


Keefer,  Chester  S.:  Ann.  Int. 
Med.  33:582 


t 


Eas  ier  for  the  physician 

The  physician  is  spared  the 
time  and  trouble  of  return- 
ing repeatedly  to  administer 
injections. 


Easier  on  the  patient 


The  patient  is  spared  the 
upsetting  unpleasantness  of 
the  needle. 


Eskacillin  250 

250.000  units  of  penicillin  per  5 cc.  (1  teaspoonful) 

Eskacillin  100 

100.000  units  of  penicillin  per  5 cc.  (1  teaspoonful) 

Eskacillin  50 

50.000  units  of  penicillin  per  5 cc.  (1  teaspoonful) 


the  unusually  palatable  liquid  penicillins  for  oral  use 

Available  in  2 fl.  oz.  bottles  ‘Eskacillin’  T.M.  Reg.  U.  S.  Pat.  Off. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


in  hypogenitalism 
nd 

primary  amenorrhea 


..'Premarin'  given  in  a cyclic  fashion  for  several  months  may  bring  about 
striking  adolescent  changes..."*  in  the  sexually  undeveloped  girl. 


Estrogenic  Substances  (water-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 
Tablets  and  Liquid 


Highly  Effective  • Well  Tolerated  • Naturally  Occurring  • Orally  Active 


5103 


Ayerst,  McKenna.&  Harrison  Limited  • 22  East  40th  Street,  New  York  16,  N.  Y. 

*Hamblen,  E.  C.:  North  Carolina  M.  J.  7:533  (Oct.)  1946 
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l_-  hoi  on  nmtf' 


MALTBIE.  ..first 

to  develop  American  process 
for  converting  crude  viscous 
ox-bile  into  chemically  pure 
dehydrocholic  acid. 


Chart  shows  increase  in 
biliary  secretion  after 
injection  of  sodium  dehy- 
drocholate,  as  compared 
to  various  bile  salts. 


not  cholagome 

o o 

not  choleretic 


but  hydrocholeretic 


In  nonobstructive  biliary  disease, 
stimulation  of  a large  volume  of 
bile  with  a high  water  content 
icess  for  copious  flushing  of  the  biliary 

c0l<s  tract  is  essential.  To  complement  the 

hydrocholeresis,  biliary  duct  and 
sphincter  of  Oddi  relaxation  is  vital. 
Cholan-HMB  contains  dehydrocholic  acid 
( 250  mg.  or  33/4gr.  per  tablet ) — the  most  potent, 
least  toxic  hydrocholeretic  known.  It  also  contains 
the  safe,  selective  spasmolytic,  homatropine 
methylbromide  (2.5  mg.  or  Vi4  gr.  ) — 
with  phenobarbital  (8  mg.  or  >/s  gr. ). 

MALTBIE  LABORATORIES,  INC.,  NEWARK  l,  N.  J. 
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(pure  khellin) 


Ammivin  is  now  available  in 
injectable  form  for  intramuscular 
use  . . . 

Ammivin  is  pure  khellin,  the  new 
weapon  against  angina  pectoris 
and  coronary  insufficiency.  Cumu- 
lative effect  and  slow  excretion  of 
Ammivin  assure  optimal  tissue 
saturation  and  dependablethera- 
peutic  effect.  Rapid  saturation  is 
desirable  for  prompt  clinical 
results. 

Ammivin  permits  flexibility  of 
dosage  — injectable  or  oral  — 
which  can  be  adjusted  to  the  indi- 
vidual patient's  needs. 
Ammivin  is  selective.  Dilates 
coronary  arteries  without  appreci- 
able effect  on  peripheral  circula- 
tion. Does  not  alter  blood  pressure. 
Ammivin  is  several  times  as 
potent  a vasodilator  as  amino 
phyl  line. 


potent  coronary 
vasodilator 


How  Supplied: 

Ammivin  Injectable 

— 10  cc.,  multiple  dose  vials, 
50  mg.  of  pure  khellin  per  cc. 
Ammivin  enteric 
coated  Tablets 
— Two  dosage  forms — 10  mg. 
per  tablet  (Bottles  of  100), 

20  mg.  per  tablet  (Bottles  of 
40  and  100) 

Ammivin  brochure  on  request. 


The  National  Drug  Company 

Philadelphia  44,  Pa. 

More  than  Half  a Century 
of  Service  to  the  Medical  Profession 


another  first . . . 


Ammivin 


Includes  the  most  potent  and  economical  liquid  oral  penicillin 
product  available — plus 


* 


A complete  range  of  dosage  forms  and  potencies  to 
suit  your  varying  needs — 


* 

* 

* 


Identified  by  one  easily  remembered  name  — 
Dramcillin — 

Provides  buffered  penicillin  G potassium,  the  oral 
efficacy  of  which  is  long  established. 

Presents  Sulfacelimide  as  a component  of  all 
penicillin-triple  sulfonamide  combinations. 


New  DRAMCILLIN-  500  . . . 

(5 00,000  units  of  penicillin*  per  teaspoonful) 

Highest  potency  liquid  oral  penicillin  available  Most  economical  liquid  oral  penicillin  available 
Fully  effective  on  convenient  8 to  12  hour  dosage  schedule 

New  DRAMCILLIN-  250  . . .with  Triple  Sulfonamides  . . . and 
New  DRAMCILLIN-  250  TABLETS  . . .with  Triple  Sulfonamides 

( 250,000  units  of  penicillin * and  0.5  Gm.  mixed  sulfonamides f per  teaspoonful  or  tablet) 

Effective  two-fold  attack  against  wider  range  of  microorganisms 
Minimizes  possibility  of  development  of  drug-resistant  organisms 

DRAMCILLIN -250 — (250,000  units*  per  DRAMCILLIN  with  Triple  Sulfona- 
teaspoonful).  mides — (100,000  units  of  penicillin*  and  0.5 

DRAMCILLIN— (100,000  units*  per  tea-  Gm.  of  triple  sulfonamides!  per  teaspoonful), 
spoonful). 

Also:  DROPCILLIN — (50,000  units*  per  dropperful). 


^buffered  crystalline  penicillin  G potassium 

fO.167  Gm.  each  of  sulfadiazine,  sulfamerazine  and  sulfacetimide  (the  sulfa  of  choice  as  the  third  component) 

WHITE  LABORATORIES,  INC.,  KENILWORTH,  N.  J. 
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“ Conforming  to  the  pattern  of  human  milk” 

Bremil 


for  normal  infant  development 


flexible, 


Prescription  Products  Division 


Clinical  experience  with  thousands  of  infants 
demonstrates  impressively  the  valuable  role  of 
Bremil  in  infant  nutrition. 

Bremil  is  a completely  modified  milk  in  which 
nutritionally  essential  elements  of  cow's  milk 
have  been  adjusted  in  order  to  supply  the  nutritional 
requirements  of  infants  deprived  of  human  milk. 

It  can  be  used  with  confidence  either  as  part  or  all 
of  the  food  supplied  to  the  normal  healthy  infant. 

Bremil  conforms  to  the  fatty  acid  and  amino  acid 
patterns  of  human  milk.  Bremil  is  a completely 
modified  milk  in  which  the  calcium-phosphorus 
ratio  (guaranteed  minimum  \V2-.\)  is  adjusted 
to  the  pattern  of  human  milk,  thus  helping  to  prevent 
tetanic  symptoms  in  newborns.1,2 

Bremil  supplies  the  same  carbohydrate  as  breast 
milk,  lactose.3 

Bremil's  vitamin  adjustments  for  standards  of  infant 
nutrition,4  its  human-milk  size  particle  curd, 
miscibility  and  palatability  are  additional  reasons 
for  its  choice  in  infant  feeding.  Bremil  approximates 
the  nutritional  role  of  the  mother. 


palatable, 

easy 

to 

prepare 


The  Borden  Company 


350  Madison  Avenue,  New  York  17 


1 Gardner,  L.  I.,  Butler,  A.  M.,  et  al.: 
Pediatrics  5:223,  1950 

2 Nesbit,  H.  T.:  Texas  State  J.  M. 

38:551,  1943 

3 Bull.  National  Research  Council  No.  119 
Jan.  1950 

4 Recommended  Daily  Dietary  Allowances, 
Revised  1948,  Food  and  Nutrition  Board, 
National  Research  Council 


Complete  data  and  Bremil  samples  are  available  to  you. 
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Management  of 
pyogenic  skin 
disorders . . . 


tolysporin:: 


POLYMYXIN  B- BACITRACIN  OINTMENT 


bactericidal  to  BOTH 
gram  -positive  and  gram- 


Tubes  of 
15  Gm. 
(with 
blunt 
nozzle) 

% 02. 

(with 

ophthalmic 

nozzle) 


negative  organisms, 
no  local  tissue  damage , 
little  likelihood  of 
sensitization. 


For  eliminating  a very  wide  range 
of  local  infections. 

For  preventing  contamination  of 
burns,  wounds,  and  skin  grafts; 
such  protection  shortens  healing 
time  and  reduces  incidence  of  fever 
and  local  inflammation.1 

1.  Jackson,  P.  M.,  Lowhury , E.J.  L., 

and  Topley,  E.:  Lancet,  261 :187,  1951. 


Each  pram  of  ‘Poi.ysporix'  ointment  contains: 

‘Aerosporin’®  brand  Polymyxin  B 
(Sulfate)  10,000  Units 
(Equivalent  to  1 mg.  Polymyxin  Standard) 
Bacitracin  500  Units 


Complete  information  will  be  sent  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe  7,  N.  Y. 
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Complete  14  Day 

NEW  low  SODIUM  DIET 

provides: 

90  gm.  protein 

(4  times  that  of  rice  diet) 

50  gm.  fat 

300  gm.  carbohydrate 
2000  Calories 

(or  as  required) 

yet  contains 

less  than  100  mg.  sodium 

\ 

WE  SUPPLY  THE  ENTIRE  DIET 

Meat,  poultry,  vegetables,  etc.  all 
pre-cooked. — Condiments  as  well! 

— An  exclusive  process  for  remov- 
ing NATURAL  SODIUM  allows  the 
inclusion  of  liberal  amounts  of 
tasty  beef  and  chicken. 

Easy  to  follow  1 4 day  menu 
also  supplied.  All  foods  constantly  V 
analyzed  for  sodium  by  flame 
photometer.  Rigid  specifications 
are  met. 

NOW  . . . 

You  can  prescribe  with  certainty 
A VERY  LOW  SODIUM  DIET 
LESS  than  1 00  mg. /day  of  SODIUM 
SAFE  — CONVENIENT  — PALAT- 
ABLE— EFFORTLESS — just  by  writ- 
ing or  phoning 

LOW  SODIUM  FOOD  LABORATORIES 

157  East  95th  Street 
New  York  21,  N.  Y. 

Enright  9-8780 
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THE 


SANB0 


CARDIETTE 


DIRECT 

WRITER 


TODAY'S  FOREMOST 
ELECTROCARDIOGRAPH 


The  Viso-Cardiette  provides  standard  accurate 
records  in  true  rectangular  coordinates  of  all 
accepted  leads.  Records  are  permanent,  produced 
by  heated  stylus  on  plastic  coated  paper. 
Operation  is  simplified;  only  two  major  controls 
for  routine  work.  The  Viso  is  famous  for 
trouble-free  performance.  It  was  the  first  ecg 
accepted  by  the  A.  M.  A.  Council  on  Physical 
Medicine  and  Rehabilitation. 


SALES 

AND 

SERVICE 


) 


SANBORN  COMPANY  Branch  Office 
1860  Broadway,  New  York  23,  N.  Y. 
Phone  Circle  7-5794 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


Now  available 


• • • 


a “chemical  m fence”  for  the  alcoholic 


"ANTABUSE" 


* ‘Antabuse”— nearly  three  years  under  intensive 
clinical  investigation— is  now  available  for  the 
treatment  of  alcoholism.  By  setting  up  a sensitizing 
effect  to  ethyl  alcohol,  “ Antabuse'  ’ builds  a “ chemical 
fence ” around  the  alcoholic... helps  him  develop  a 
resistance  to  his  craving.  Its  high  degree  of  efficacy 
is  confirmed  by  extensive  clinical  evidence. 

“ Antabuse ” is  safe  therapy  when  properly 
administered.  However,  it  should  be  employed  only 
under  close  medical  supervision.  Complete  descriptive 
literature  is  available  and  will  be  gladly  furnished 
on  request. 

“ Antabuse ” is  identical  with  the  material  used 
by  the  original  Danish  investigators,  and  is  supplied 
under  license  from  Medicinalco,  Copenhagen , 
Denmark.  U.  S.  Pat.  No.  2,567,814. 


Supplied  in 
tablets  of  0.5  Gm., 
bottles  of  50 
and  1,000. 


£130 


Tested  in  more  than  100 
clinics... by  more  than  800  qualified  investigators 
...on  more  than  5,000  patients... and  covered  by 
more  than  200  laboratory  and  clinical  reports . 

'ANTABUSE'. 


. . brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide. 
AYERST,  McKENNA  & HARRISON  LIMITED 
New  York,  N.  Y.  Montreal,  Canada 
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. . and  don’t  forget  the  vitamins !” 


Infections  with  attendant  fever  and  anorexia 


increase  the  body’s  vitamin  requirements. 
A balanced  vitamin  preparation  is  a 
dependable  way  to  meet  this  need. 


MERCK  serves  the  Medical 
Profession  through  the  Pharma- 
ceutical Industry  as  a major 
manufacturer  of  Vitamins. 


MERCK  & CO.,  Inc. 

AIa,iiifacturing  Chemists 

RAHWAY,  NEW  JERSEY 


? 


j 


In  Canada:  MERCK  & CO.  Li  m 1 1 ed  - M o nt  real 
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V SULFATE 


SOLUTION 


ready'  for  use  . . . 

without  reconstitution 
without  refrigeration 


From  drain-clear,  silicone  coated  vials,  each  drop 
of  Crystalline  Dihydrostreptomycin  Sulfate  Solu- 
tion freely  flows  through  a 22-gauge  needle— at  a 
touch  of  your  finger  tips. 


wo  convenient  sizes: 


2 cc.  vials,  containing  1 
Gm.  dihydrostreptomycin 
in  solution. 

10  cc.  vials,  containing 
S Gm.  dihydrostreptomy- 
cin in  solution. 


also  available 

in  dry  form  for  prepara- 
tion of  aqueous  solutions 
for  parenteral  use: 

Dihydrostreptomycin  Sul- 
fate and  Streptomycin 
Sulfate:  in  bottles  of  1 
Gm.  and  5 Gm. 


This  new  preparation,  derived  from  pure  Crystal- 
line Dihydrostreptomycin  Sulfate,  presents  the 
ultimate  in  easy  “syringeability”:  it  is  immedi- 
ately ready  for  use— injection  procedure  is  rapid 
and  virtually  effortless. 

Each  2 cc.  provides  the  equivalent  of  1.0  Gm.  of 
pure  dihydrostreptomycin  base. 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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for  pipette  accuracy 
in  antibiotic  injections 


Premeasured  doses  for  a wide  range  of  antibiotic  therapy  are  now  avail- 
able as  Cartrids.  Complete  with  plunger  and  diaphragm,  a Cartrid  is  easily 
inserted  into  a permanent  metal-type  syringe,  ready  for  immediate  and 
economical  use.  Breakage  of  glass  syringes  is  eliminated;  the  preparation 
of  equipment,  minimized. 

Cartrids  are  supplied  as  follows: 

'Duracillin  A.S.’ 

(Procaine  Penicillin — G in 
Aqueous  Suspension,  Lilly), 

300.000  units  per  Cartrid 

'Duracillin  A.S.,’ 

600.000  units  per  Cartrid 

Dihydrostreptomycin 
Sulfate  Solution, 

0.5  Gm.  per  Cartrid 

'Duracillin  A.S.’  (300,000  units) 
in  Dihydrostreptomycin  Solution, 
containing  the  equivalent  of  0.3  Gm. 
dihydrostreptomycin  base 

Procaine  Penicillin — G,  in  Oil, 

300.000  units,  with  Aluminum 
Monostearate 

Detailed  information  and  literature  on  Car- 
trids are  personally  supplied  by  your  Lilly 
medical  service  representative  or  may  be 
obtained  by  writing  to 

ELI  LILLY  AND  COMPANY  • Indianapolis  6.  Indiana,  U.  S.  A. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1952  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D.,  Editor  Laurance  D.  Red  way,  M.D.,  Assistant  Editor 

Thomas  E.  Alexander,  Business  Manager  Alvina  Rich  Lewis,  Production  Editor 

Publication  Committee 
George  W.  Kosmak.  M.D..  Chairman 


Maurice  J.  Dattelbaum,  M.D. 
W.  P.  Anderton,  M.D. 

A.  H.  Aaron,  M.D. 

Louis  H.  Bauer,  M.D. 

William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Samuel  A.  Garlan,  M.D. 
Reginald  A.  Higgons,  M.D. 


James  M.  Kelly 
Joseph  A.  Mullaney 


Associate  Editorial  Board 


Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 


Laurance  D.  Redway,  M.D. 
Edward  T.  Wentworth,  M.D. 

Norman  S.  Moore,  M.D. 
Peter  M.  Murray,  M.D. 
George  H.  0’ Kane,  M.D. 
Howard  A.  Rusk,  M.D. 
Leo  F.  Simpson,  M.D. 
Armitage  Whitman,  M.D. 


John  A.  Bassett 
Pacific  Coast  Representative 


VOLUME  52 


FEBRUARY  15,  1952 


NUMBER  4 


Editorials 


The  District  Branches,  III 


The  historic  background  and  the  recent 
attendance  record  of  the  several  district 
branches  have  been  reviewed.1-4  While  the 
teaching  value  of  the  nine  yearly  meetings 
seems  to  be  declining  with  respect  to  the 
First,  Second,  Sixth,  Eighth,  and  Ninth 
District  Branches,  as  indicated  by  the  attend- 
ance record,  and  leaves  much  to  be  desired 
in  the  remainder,  it  is  still  more  significant 
that  of  the  total  membership  of  all  branches, 
22,818  physicians,  the  per  cent  of  the  total 
attending  in  1951  was  only  3.8. 

It  should  be  recalled  that  each  year  a 
significant  portion  of  the  time  of  the  Execu- 
tive Officer  and  of  the  numerous  physicians 
serving  on  the  executive  committees  of  the 
several  branches  is  involved,  together  with 
travel  expense,  in  the  mere  planning  of  the 
meetings.  Subsequently,  more  time,  cor- 
respondence, and  arrangements  are  necessary 


j^Editorml:  New  York  State  J.  Med.  48:  41  (Jan. 

* Ibid.  48: 153  (Jan.  15)  1948. 

1 Ibid.  52:169  (Jan  .15)  1952. 

4 Ibid . 52:289  (Feb.  1)  1952, 


in  putting  together  the  scientific  programs. 
And  finally  there  are  the  meetings  themselves 
to  which  the  branch  officers  and  many  of 
the  officers  of  the  State  Society  devote  num- 
erous days  of  the  fall  and  the  travel  time 
necessary  to  the  coverage  of  the  entire 
State,  to  say  nothing  of  the  preparation, 
travel  time,  honoraria,  and  effort  of  the 
several  speakers.  In  1951,  this  outpouring 
of  energy  attracted  872  members,  3.8  per 
cent  of  the  physicians  in  the  branch  areas. 
It  would  seem  that  serious  thought  should 
be  given  to  an  apparently  dwindling  teaching 
function  by  appropriate  agencies  of  the 
Society,  and  we  respectfully  call  the  atten- 
tion of  the  Council  to  the  apparent  necessity 
for  a study  of  the  facts. 

While  in  the  recent  past  the  officers  of  the 
district  branches  have  been  polled  as  to 
their  opinions  concerning  the  advisability 
of  continuing  the  branches  in  view  of  the 
relatively  poor  attendance  at  the  meetings, 
as  far  as  we  are  aware  the  membership  of  each 
branch  has  never  been  queried .*  1 In  view  of 
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rapidly  increasing  expenses  of  the  Society 
for  its  ordinary  operations,  might  it  now  be 
advisable  to  take  such  a poll? 

Four  things  might  be  asked,  as  follows: 

1.  Do  you  favor  continuing  the  district 
branch  meetings  as  now  conducted? 

2.  Would  you  favor  the  continuance  of 
the  scientific  sessions? 

3.  If  not,  would  you  favor  holding  the 
meetings,  but  purely  as  a social  function  for 
the  purpose  of  serving  as  a regional  confer- 


ence between  the  officers  of  the  Society,  the 
officers  of  the  branches,  and  the  membership 
of  the  component  county  societies? 

4.  Should  the  regional  conferences  be 
devoted  to  consideration  of  legislative  and 
economic  subjects  which  have  become  of  in- 
creasing significance  to  the  membership  of 
the  Society? 

The  results  of  such  a poll  of  the  membership 
of  the  branches  (22,818)  might  be  well  worth 
the  time  and  expense  of  the  undertaking. 


Current  Editorial  Comment 


Jingle  Bells.  We  reprint  herewith,  with 
due  acknowledgment  of  its  source,  the  valued 
New  England  Journal  of  Medicine , the  fol- 
lowing editorial,  with  which  we  heartily 
agree  and  which  we  commend  to  our  readers 
and  contributors:1 

It  has  been  an  old  custom  with  the  Journal  at 
this  season  to  prepare  and  release  some  sort  of 
editorial  statement  concerning  Christmas. 
This  has  usually  been  in  the  nature  of  a brief 
comment  on  the  advantages  of  good  will 
among  men  and  the  desirability  of  peace  on 
earth.  Depending  partly  on  the  world  condi- 
tions that  happened  to  prevail  at  the  moment 
and  partly  on  the  state  of  mind  of  the  particular 
editor  who  was  responsible  for  the  release,  the 
tone  of  the  editorial  has  been  (a)  hopeful  or 
(6)  unhopeful.  There  is  no  indication  that 
these  efforts,  regardless  of  their  literary  merit, 
have  as  yet  made  any  impression  on  the  global 
situation. 

This  year  the  editors  have  decided  to  with- 
hold their  annual  attempt  to  promote  the  good- 
will industry  and  to  give  a try,  instead,  to  the 
equally  prevalent  custom  of  presenting  their 
own  Christmas  list  and  to  see  what  comes  of  it. 

Here  is  what  the  editors  would  like  for  Christ- 
mas— and,  indeed,  for  the  whole  new  year. 

They  would  like  to  receive  a reasonable  num- 
ber of  topflight  new  manuscripts — perhaps 
250 — from  which  they  could  make  their  choice, 
containing  from  800  to  4,000  words  each, 
decently  typed  with  double  or  triple  spacing 
(including  the  case  reports,  footnotes  and 
references)  on  a typewriter  with  a fresh  ribbon. 
They  would  like  to  have  the  references  limited 


1 Editorial:  New  England  J.  Med.  245:  988  (Dec.  20) 

1951. 


to  those  of  real  significance,  following  accurately 
the  style  of  the  Cumulative  Quarterly  Index 
Medicus.  (The  only  impression  that  inflated 
“bibliographies”  make  is  a bad  one.) 

Needless  to  say,  perhaps,  any  paper  that  is 
fit  to  be  published  is  written  in  as  good  English 
as  the  author  can  muster  and  is  then  rewritten 
at  least  twice,  with  a number  of  words  dis- 
carded at  each  writing;  for  anything  that  is 
worth  saying  at  all  is  usually  said  twice  as  well 
in  half  the  number  of  words.  Its  tables  and 
charts  are  few  and  simple  and  properly  cap- 
tioned. In  its  final  state  it  is  crystal  clear  and 
informative  and  meets  some  need  other  than 
that  of  the  author  for  publicity. 

After  all,  the  only  really  valid  reason  for 
writing  a scientific  medical  article  is  to  present 
the  results  of  useful  investigation  or  seasoned 
experience,  thus  adding  to  the  sum  of  medical 
knowledge,  or  to  bring  together  and  correlate 
existing  knowledge  in  order  to  make  it  more 
easily  available.  Only  occasionally  is  a single 
case  worth  reporting,  to  remind  a journal’s 
readers  of  the  existence  of  some  condition  that 
may  cause  diagnostic  confusion  or  to  add  to  the 
knowledge  of  its  treatment;  it  should  be  re- 
ported with  the  utmost  brevity.  A case  report 
should  always  point  a moral,  whether  or  not  it 
may  adorn  a tale. 

The  editors  would  like  to  find  in  their  stock- 
ings the  promise  of  a series  of  inspired  and 
carefully  worded  editorials  on  a variety  of  per- 
tinent subjects  and  a salty  but  amiable  corre- 
spondence suitable  for  publication.  They  would 
be  pleased  with  a strict  observance  of  deadlines 
on  all  promised  material. 

Given  these  things,  a circulation  that  con- 
tinues to  expand,  and  a growing  list  of  con- 
tented advertisers,  they  will  believe  that  there 
really  is  a Santa  Claus! 
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“Reaser  and  Burch,  using  radioactive  isotopes,  have  confirmed 
earlier  evidence  that  mercurial  diuretics  greatly  increase  the 
urinary  loss  of  sodium.  The  sodium  diuresis  precedes  water  diuresis 
by  two  to  four  hours,  and  sodium  excretion  per  day  may  be  in- 
creased sevenfold  while  water  excretion  is  merely  doubled.” 

Editorial:  J.A.M.A.  135: 576, 

Nov.  1,  1947. 


. . The  concentration  of  sodium  in  the  urine  was  increased  nearly 
two  and  one-half  times  by  the  injection  of  the  mercurial  diuretic, 
while  the  average  total  excretion  of  sodium  in  24  hours  was  in- 
creased more  than  four  times  by  mercuhydrin  injections.” 

Griggs,  D.  E.,  and  Johns,  V J.: 
California  Med.  69:133,  Aug.  1948. 
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THE  THIOURACIL  DRUGS  IN  THE  TREATMENT  OF  CHRONIC 

ULCERATIVE  COLITIS 


Robert  A.  Herfort,  M.D.,  F.A.C.S.,  and  Herman  H.  Livingston,  M.D.,  F.A.C.S., 

New  York  City 


( From  the  Surgical  Division,  Montefiore  Hospital) 


THIOURACIL  and  its  derivatives  have  been 
generally  regarded  as  antithyroid  agents 
indicated  in  the  treatment  of  hyperthyroidism. 
These  drugs  have  also  been  employed  on  an 
empiric  basis  in  patients  with  chronic  ulcerative 
colitis.  Martin  has  reported  the  use  of  thiou- 
racil  in  three  patients  with  this  disease  and  of 
methylthiouracil  in  one  additional  case.1  He 
noted  the  marked  symptomatic  improvement  in 
all  four  instances  and  mentioned  the  chemical 
similarity  of  the  thiouracils  to  the  synthetic 
5-methyl  uracil  which  Spies  and  his  coworkers 
have  shown  to  be  effective  in  the  treatment 
of  the  diarrhea  and  anemia  of  tropical  sprue.2 

There  are  reported  in  the  present  communi- 
cation preliminary  observations  in  15  patients 
suffering  from  ulcerative  colitis,  treated  with 
thiouracil  and  propylthiouracil. 

Methods  of  Study 

The  patients  presented  herein  were  treated 
on  an  ambulatory  basis  in  the  period  from 
July,  1948,  to  the  present  time.  All  were  seen 
in  private  practice  presenting  the  symptomatic 
stigmata  of  active  chronic  ulcerative  colitis 
and  proctosigmoidoscopic  and/or  roentgenologic 
evidence  of  this  disease  entity.  Two  patients  in 
this  group  had  functioning  ileostomies  at  the 
time  treatment  with  the  drug  was  started. 

Preliminary  proctosigmoidoscopic  examina- 
tions, barium  enemas,  weight  studies,  white 
cell  counts,  and  hemoglobin  determinations 
were  obtained  in  all  cases.  All  were  weighed 
at  intervals  in  the  course  of  observation  and 
received  serial  white  cell  counts  and  hemo- 
globin determinations.  By  reason  of  the  treat- 
ment being  on  an  ambulatory  basis  in  all  in- 
stances, postdrug  x-ray  studies  and  proctoscopic 
examinations  could  be  secured  in  only  five  and 


11  patients,  respectively.  Preliminary  deter- 
minations of  the  basal  metabolic  rate  were  done 
in  the  first  ten  patients  seen;  postdrug  deter- 
minations of  the  basal  metabolic  rate  were 
done  in  but  seven  instances. 

The  diet  of  these  patients  was  not  regulated, 
each  ingesting  those  foodstuffs  he  or  she  could 
tolerate  from  past  experience. 

Thiouracil  was  used  in  the  treatment  of  the 
first  eight  patients  and  propylthiouracil  in  the 
remaining  seven.  Thiouracil  was  supplied  in 
the  form  of  100-mg.  compressed  tablets  and  was 
administered  orally  in  doses  of  200  mg.  three 
times  daily.  The  propylthiouracil  was  supplied 
in  the  form  of  50-mg.  compressed  tablets  and 
was  taken  in  doses  of  100  mg.  three  times  daily. 

The  duration  of  treatment  with  the  drug 
varied  with  each  patient,  the  thiouracil  or 
propylthiouracil  being  given  daily  in  all  cases 
for  a minimum  of  three  months  and  continued 
until  significant  improvement  was  noted  by 
both  patient  and  observer.  In  two  patients 
secondary  courses  of  the  drug  were  instituted 
after  recurrence  of  diarrhea  following  with- 
drawal of  the  drug. 

Case  Reports 

Case  1. — Y.  A.  was  a sixteen  and  one-half-year- 
old  girl  with  a one-year  history  of  continuous 
bloody  diarrhea  with  associated  periodic  fever  to 
103  F.,  amenorrhea  of  one  year  duration,  and  a 
weight  loss  of  25  pounds.  When  first  seen,  she 
weighed  81  pounds  and  appeared  much  younger 
than  her  stated  age.  Laboratory  findings  were 
as  follows:  hemoglobin  8 Gm.  per  cent,  white 
cell  count  8,200,  basal  metabolic  rate  plus  1 per  cent. 
Proctosigmoidoscopy  revealed  a grossly  normal 
mucosa  up  to  5 inches  from  the  anal  verge;  con- 
tinued introduction  of  the  instrument  could  not 
be  tolerated.  Barium  enema  revealed  loss  of 
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haustrations  and  narrowing  of  the  lumen  of  the 
right,  transverse,  and  descending  colons;  polypoid 
hyperplasia  was  noted  in  the  descending  and  sig- 
moid colons.  Thiouracil  was  instituted  in  doses 
of  200  mg.  three  times  a day.  Thirty-five  days 
after  the  first  administration  of  the  drug,  the  patient 
stated  she  was  having  two  semisolid  stools  daily. 
While  being  maintained  on  the  drug,  there  was 
a moderate  diffuse  enlargement  of  the  thyroid. 
Edema  of  the  legs  and  arthralgia  involving  knees, 
ankles,  and  elbows  were  also  noted.  These  com- 
plaints subsided  upon  withdrawal  of  the  thiouracil. 
Four  months  after  the  drug  was  instituted,  the 
menses  returned  and  have  continued  regularly 
to  the  present  time. 

After  six  months  on  the  drug,  the  patient  was 
having  one  formed  stool  a day  and  weighed  103 
pounds.  Laboratory  findings  at  this  time  were 
hemoglobin  13.5  Gm.  per  cent  and  white  cell  count 
8,000.  Barium  enema  revealed  no  remarkable 
change  in  the  colon.  The  thiouracil  was  dis- 
continued after  eight  months  and  was  reinstituted 
two  months  later  because  of  recurrence  of  the 
diarrhea.  This  responded  once  again  to  the  drug 
which  was  given  over  a three-month  period.  Fifteen 
months  after  the  end  of  the  second  course,  the 
patient  has  no  complaints  and  has  one  formed  stool 
daily. 

Case  2. — G.  A.  was  a twenty-six-year-old  male 
with  a six-year  history  of  bloody  diarrhea  and 
associated  weight  loss  of  60  pounds.  An  ileostomy 
of  the  loop  type  had  been  fashioned  elsewhere 
six  months  previously;  the  postoperative  course 
had  been  marked  by  an  ascending  ileitis  and 
stomal  cellulitis  with  semicomplete  obstruction 
of  the  exteriorized  bowel.  When  first  seen  by  the 
authors,  this  patient  weighed  128  pounds  and 
presented  a continuous  bloody  discharge  from  both 
the  partially  obstructed  ileostomy  stoma  and 
from  the  rectum.  An  anal  stricture  was  present  as 
was  a phagedenic  pyoderma  of  both  legs  and  feet. 
Laboratory  findings  revealed  hemoglobin  12  Gm. 
per  cent,  white  cell  count  8,400,  basal  metabolic 
rate  plus  8 per  cent.  X-ray  study  of  the  colon 
revealed  loss  of  haustrations,  shortening  and  narrow- 
ing of  the  transverse,  descending,  and  sigmoid 
colon;  polypoid  hyperplasia  was  noted  in  the 
descending  and  sigmoid  colons.  This  patient 
was  placed  on  a regimen  of  200  mg.  thiouracil 
three  times  a day;  after  fifteen  days  the  patient 
was  having  six  semisolid  stools  daily. 

After  four  months,  the  patient  weighed  168 
pounds  (gain  of  40  pounds),  and  the  skin  lesions 
were  healed.  There  were  five  solid  bowel  move- 
ments daily  by  ileostomy  and  no  discharge  from 
the  rectum.  Laboratory  findings  at  this  time  were 
hemoglobin  13.5  Gm.  per  cent,  white  cell  count 
10,200,  basal  metabolic  rate  plus  8 per  cent.  Barium 
enema  revealed  no  change  in  the  large  bowel. 
Proctoscopy  was  still  not  feasible  because  of  anal 
stricture.  Twenty-two  months  after  the  drug 
was  discontinued,  the  patient  continued  well, 
having  maintained  the  weight  gain  and  with  a 
well-functioning  ileostomy. 


Case  3. — P.  S.,  a twenty-four-year-old  male, 
had  a bloody  diarrhea  of  eight  months  duration; 
there  were  ten  to  1 2 bloody  liquid  movements  daily 
with  abdominal  cramps,  intermittent  fever  to 
103  F.,  and  weight  loss  of  30  pounds.  At  first 
examination  he  weighed  120  pounds  and  appeared 
acutely  and  chronically  ill.  Laboratory  findings 
were  hemoglobin  8 Gm.  per  cent,  white  cell  count 
6,800,  basal  metabolic  rate  minus  10  per  cent. 
Proctoscopy  revealed  a normal  mucosa  to  7 inches. 
On  barium  enema  loss  of  haustral  markings  and 
polypoid  change  in  the  descending  colon  and  sig- 
moid were  seen.  After  preparatory  whole  blood 
transfusions,  a loop  ileostomy  was  performed. 
Two  weeks  postoperatively  abdominal  cramps 
and  a low-grade  fever  persisted,  and  at  this  time 
thiouracil  was  instituted.  Two  weeks  later,  the 
patient  was  free  of  complaints  and  was  having 
eight  semiformed  stools  daily  from  the  ileostomy 
stoma. 

After  eight  months  on  the  drug,  it  was  discon- 
tinued. He  weighed  150  pounds  (gain  of  30  pounds) 
and  was  having  three  to  four  stools  daily  from  the 
ileostomy.  Laboratory  studies  revealed  hemo- 
globin 14.5  Gm.  per  cent,  white  cell  count  9,200, 
basal  metabolic  rate  minus  1 per  cent.  Six  weeks 
after  the  thiouracil  was  discontinued,  the  loop 
ileostomy  was  taken  down  and  an  ileosigmoid ostomy 
performed.  There  was  an  uneventful  postoper- 
ative course,  and  the  patient  offers  no  complaints 
fourteen  months  after  surgery  and  fifteen  months 
after  the  drug  was  stopped.  He  has  one  or  two 
formed  stools  daily  by  rectum,  and  his  weight 
remains  at  150  pounds. 


Case  4. — J.  M.,  a twenty-eight-year-old  male, 
presented  himself  with  a profuse  diarrhea,  30  liquid 
movements  daily,  of  six  months  duration.  There 
were  associated  episodes  of  fever  up  to  104  F. 
and  a weight  loss  of  40  pounds  in  the  six-month 
period.  When  first  seen,  he  weighed  105  pounds 
and  had  two  draining  fistulas-in-ano.  Laboratory 
findings  were  hemoglobin  14  Gm.  per  cent,  white 
cell  count  7,500,  basal  metabolic  rate  plus  1 per  cent. 
Proctosigmoidoscopy  revealed  an  ulcerated,  edema- 
tous mucosa.  Barium  enemata  displayed  absence 
of  haustrations  in  the  transverse,  descending, 
and  sigmoid  colons  with  polypoid  change  in  the 
descending  colon  and  sigmoid.  Thiouracil  was 
prescribed  in  doses  of  200  mg.  three  times  a day. 
Seven  days  after  the  institution  of  the  drug,  the 
patient  was  having  three  liquid  stools  daily . Mod- 
erate enlargement  of  the  thyroid  developed  while 
the  drug  was  taken  by  the  patient,  and  the  basal 
metabolism  fell  to  minus  20  per  cent. 

Six  months  after  institution  of  treatment,  all  medi- 
cation was  stopped.  At  this  time,  the  patient 
weighed  150  pounds  (gain  of  45  pounds)  and  was  hav- 
ing one  or  two  formed  stools  daily.  The  fistulas-in- 
ano  were  healing  and  no  longer  draining.  Procto- 
sigmoidoscopy showed  a pale  mucosa  with  polypoid 
changes  in  the  rectum  and  rectosigmoid.  Twelve 
months  after  cessation  of  thiouracil,  there  are 
no  complaints,  and  the  anal  fistulas  are  healed. 
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Case  5. — J.  D.,  an  eleven  and  one-half-year-old 
girl,  presented  a fifteen-month  history  of  bloody 
diarrhea  with  ten  liquid  stools  daily.  There  were 
associated  episodes  of  fever  ranging  up  to  103  F. 
A 41-pound  weight  loss  was  noted  in  the  fifteen- 
month  period.  When  first  seen,  she  weighed  54 
pounds.  Laboratory  findings  were  hemoglobin 
9 Gm.  per  cent,  white  cell  count  10,100,  basal 
metabolic  rate  plus  9 per  cent.  Proctosigmoidoscopy 
to  6 inches  revealed  a grossly  normal  mucosa. 
X-ray  studies  showed  a loss  of  haustrations  in  the 
transverse  and  descending  colons.  Propylthiouracil 
was  instituted  initially  in  a dosage  of  50  mg.  three 
times  daily  and  increased  within  a week  to  100  mg. 
three  times  daily.  Twenty-seven  days  after  the 
drug  was  first  given,  this  patient  was  having  two 
semiformed  stools  daily  free  of  gross  blood. 

After  fifteen  months  of  propylthiouracil  there 
had  been  a weight  gain  of  13  pounds.  At  this 
time  laboratory  findings  were  hemoglobin  12  Gm. 
per  cent,  and  white  cell  count  8,100.  One  month 
later,  the  patient  was  lost  to  our  observation  after 
a phone  call  from  her  parents  stating  that  she 
had  a recurrence  of  the  diarrhea  with  passage  of 
blood  while  continuing  to  take  the  propylthiouracil. 

Case  6. — P.  A.  was  a forty-six-year-old  woman 
with  a diarrhea  of  four  years  duration.  The 
diarrhea  was  grossly  free  of  blood  and  was  associ- 
ated with  the  passing  of  purulent  mucus.  When  seen 
for  the  first  time,  she  was  having  eight  to  12  move- 
ments daily  of  a liquid  consistency.  This  patient 
weighed  153  pounds  and  denied  any  significant 
weight  loss.  Laboratory  findings  were  hemoglobin 
9 Gm.  per  cent,  white  cell  count  8,400,  basal  meta- 
bolic rate  plus  2 per  cent.  Proctosigmoidoscopy 
to  10  inches  revealed  a red  granular  mucosa  in  the 
rectosigmoid  with  profuse,  mucopurulent  exudate 
and  extensive,  minute  mucosal  ulcerations.  Barium 
enema  studies  displayed  loss  of  haustral  markings 
in  the  descending  colon  and  sigmoid.  Propyl- 
thiouracil was  administered  in  doses  of  100  mg. 
three  times  a day.  Within  eleven  days  she  was 
having  one  formed  stool  daily. 

Three  months  later  proctosigmoidoscopy  re- 
vealed a pale,  intact,  glistening  mucosa  at  the  level 
of  the  rectosigmoid.  Laboratory  findings  at  this 
time  w'ere  hemoglobin  13.5  Gm.  per  cent,  white 
cell  count  8,000,  basal  metabolic  rate  plus  4 per  cent. 
The  patient  received  the  drug  for  four  months  and 
I continues  symptom-free  eleven  months  after  with- 
drawal of  medication.  She  has  one  or  two  formed 
movements  daily. 

Case  7. — G.  C.,  a twenty-year-old  girl,  com- 
plained of  bloody  diarrhea  of  three  years  duration 
with  five  or  six  stools  daily.  She  had  associated 
1 severe  abdominal  cramps  with  intermittent  fever 
up  to  103  F.  When  first  seen,  this  patient  had 
a massive  ischiorectal  abscess  which  was  incised 
j and  drained.  She  weighed  165  pounds.  Labora- 
i tory  findings  were  hemoglobin  12.5  Gm.  per  cent, 

I white  cell  count  8,100,  basal  metabolic  rate  plus 
1 25  per  cent.  Proctosigmoidoscopy  revealed  an 
ulcerated  edematous  granular  mucosa.  Barium 
Istudies  demonstrated  loss  of  haustrations  through- 


out the  large  bowel  with  marked  polypoid  hy- 
perplasia in  the  left  colon.  Propylthiouracil  was 
given  to  this  patient,  and  twenty-three  days 
later  she  was  having  one  formed  stool  daily.  After 
a six-month  course  on  the  drug  she  offered  no 
complaints.  She  weighed  170  pounds  (gain  of  5 
pounds),  was  having  one  stool  daily,  and  was  free 
of  cramps  and  fever.  At  the  site  of  the  incised 
ischiorectal  abscess  there  was  a small  fistulous 
tract  with  minimal  serous  drainage.  Laboratory 
findings  were  hemoglobin  14  Gm.  per  cent,  white 
cell  count  8,050,  basal  metabolic  rate  plus  24  per 
cent.  Proctosigmoidoscopy  revealed  a normal 
mucosa  up  to  10  inches  from  the  anus.  Eleven 
months  after  cessation  of  the  medication,  patient 
reported  that  she  had  no  complaint  and  the  fistula 
was  healed. 

Case  8. — S.  B.  was  a thirty-year-old  male  with  a 
bloody  diarrhea  of  two  years  duration.  He  had 
been  having  ten  liquid  stools  daily  with  the  passage 
of  blood,  mucous,  and  pus.  He  had  had  bouts 
of  fever  up  to  101  F.  At  first  examination,  he 
weighed  120  pounds.  Laboratory  findings  were 
hemoglobin  13  Gm.  per  cent,  white  cell  count  10,400, 
basal  metabolic  rate  minus  1 per  cent.  Procto- 
sigmoidoscopy revealed  an  ulcerated  hemorrhagic 
mucosa  with  mucopurulent  exudate.  Barium  en- 
ema study  revealed  loss  of  haustrations  and  luminal 
contraction  from  the  cecum  to  rectosigmoid. 
Thiouracil  in  a dosage  of  200  mg.  three  times  a 
day  was  prescribed,  and  within  eight  days  the 
diarrhea  had  lessened  to  four  stools  daity. 

After  nine  months  on  the  medication  the  patient 
had  three  semisolid  movements  daily  which  were 
free  of  blood  and  pus.  This  followed  an  episode 
of  profuse  bloody  diarrhea  wdiile  being  maintained 
on  the  drug  for  five  months  and  in  the  immediate 
wake  of  a severe  psychic  upset.  The  recurrent 
diarrhea  had  subsided  within  one  wreek  as  the 
drug  was  continued  so  that  nine  months  after  the 
inception  of  thiouracil  there  were  but  three  stools 
daily.  He  weighed  135  pounds  (gain  of  15  pounds) 
and  no  longer  had  any  cramps  or  fever.  Laboratory 
findings  were  hemoglobin  13  Gm.  per  cent,  white 
cell  count  6,800,  basal  metabolic  rate  plus  1 per 
cent.  Proctosigmoidoscopy  revealed  a hyperemic, 
intact  rectal  mucosa.  Four  months  after  the 
thiouracil  was  stopped  the  patient  offers  no  com- 
plaints; there  are  three  semisolid  stools  daily. 

Case  9. — B.  R.,  a forty-twro-y ear-old  woman, 
with  a fifteen-year  history  of  bloody  diarrhea 
was  having  five  bloody  liquid  stools  daily.  At 
first  examination,  she  weighed  119  pounds.  Labo- 
ratory findings  were  hemoglobin  10  Gm.  per  cent, 
wdiite  cell  count  9,100,  basal  metabolic  rate  minus 
10  per  cent.  Proctosigmoidoscopy  to  10  inches 
revealed  an  ulcerative  bleeding  mucosa  in  rectum 
and  rectosigmoid.  X-ray  studies  of  the  colon 
were  not  remarkable.  Fourteen  days  after  the 
institution  of  thiouracil,  the  patient  reported 
one  solid  stool  daily  with  some  bloody  streaking. 
After  four  months  the  medication  was  stopped, 
and  a return  of  profuse  bloody  diarrhea  ensued 
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within  one  week.  The  thiouracil  was  thereupon 
reinstituted,  and  the  diarrhea  subsided  in  four  days. 

After  a secondary  course  of  eleven  months  the 
drug  was  discontinued.  At  this  time  she  was 
having  one  formed  stool  daily  and  had  no  com- 
plaints. She  weighed  122  pounds  (gain  of  3 pounds). 
Laboratory  findings  were  hemoglobin  13  Gm. 
per  cent  and  white  cell  count  7,400.  Proctosigmoid- 
oscopy to  10  inches  revealed  a grossly  normal 
mucosa.  Ten  months  after  the  thiouracil  was 
last  discontinued,  the  patient  had  one  formed 
stool  daily  and  weighed  123  pounds. 

Case  10. — E.  S.  was  a twenty-two-year-old 
male  with  a five-year  history  of  bloody  diarrhea 
with  ten  to  12  bloody  stools  daily  and  febrile  epi- 
sodes (to  102  F.).  There  were  associated  ab- 
dominal cramps  and  a weight  loss  of  15  pounds 
in  the  five-year  period  despite  an  intensive  dietary 
regimen.  At  first  examination  he  weighed  115 
pounds.  There  was  stricture  of  the  rectum  3 
inches  from  the  anal  verge.  Laboratory  findings 
were  hemoglobin  14  Gm.  per  cent,  white  cell  count 
6,800,  basal  metabolic  rate  13  per  cent.  Barium 
enema  studies  revealed  loss  of  haustrations,  narrow- 
ing of  the  bowel  lumen,  and  axial  shortening  of 
the  colon  from  the  cecum  to  sigmoid.  One  month 
after  thiouracil  was  instituted,  he  stated  he  was 
having  six  or  seven  semiformed  stools  with  no 
blood,  cramps,  or  fever.  The  drug  was  discon- 
tinued after  ten  months,  at  which  time  the  patient 
offered  no  complaints  and  was  having  five  or  six 
stools  daily.  He  weighed  127  pounds  (12-pound 
gain).  Laboratory  findings  were  hemoglobin  15 
Gm.  per  cent,  and  white  cell  count  6,600.  Procto- 
sigmoidoscopy revealed  a normal  mucosa  up  to 
the  stricture  at  3 inches  from  the  anus.  Barium 
enema  examination  displayed  no  change  in  the 
configuration  of  the  colon.  Ten  months  after 
cessation  of  medication  the  patient  has  five  semi- 
formed stools;  he  has  maintained  the  weight 
gain  and  offers  no  complaints. 

Case  11. — J.  F.,  a thirty-one-year-old  male, 
presented'  a history  of  bloody  diarrhea  with  inter- 
mittent fever  and  a 25-pound  weight  loss  over 
the  previous  six  years.  Prior  to  coming  under 
observation  he  had  had  four  episodes  of  exsangui- 
nating rectal  bleeding.  At  first  examination  he 
weighed  120  pounds.  Laboratory  findings  were 
hemoglobin  10  Gm.  per  cent  and  white  cell  count 
8,050.  Proctosigmoidoscopy  to  8 inches  revealed 
an  ulcerated  bleeding  mucosa.  Barium  enema 
studies  showed  a loss  of  haustrations  and  polypoid 
hyperplasia  of  the  descending  and  sigmoid  colon. 
After  four  weeks  administration  of  propylthiouracil, 
he  reported  four  semiformed  stools  daily  with  no 
gross  blood.  After  four  months  the  drug  was 
discontinued.  At  this  time,  the  patient  weighed 
140  pounds  (20-pound  gain)  and  was  having  one 
or  two  formed  stools  daily.  He  still  complained 
of  recurrent  abdominal  cramps  lasting  two  days  and 
subsiding  spontaneously.  Laboratory  findings  at 
this  time  were  hemoglobin  12.5  Gm.  per  cent,  white 
cell  count  6,800.  Proctosigmoidoscopy  revealed 
a pale  intact  mucosa  with  no  exudate.  The  recto- 


sigmoid mucosa  was  the  site  of  polypoid  change. 
Five  months  after  the  drug  was  discontinued, 
this  patient  had  no  complaints.  He  has  main- 
tained his  weight  at  140  pounds  and  is  having  , 
one  or  two  formed  stools  each  day. 

Case  12. — H.  L.,  a thirty-three-year-old  woman, 
presented  a ten-year  history  of  diarrhea  with 
the  passage  of  six  or  seven  stools  daily;  no  gross  j 
blood  was  observed.  She  was  a known  rheumatic  ! 
cardiac  with  auricular  fibrillation.  At  first  exami-  1 
nation  she  weighed  128  pounds.  Laboratory  findings  < 
were  hemoglobin  11.5  Gm.  per  cent  and  white  cell 
count  6,000.  A hyperemic  granular  mucosa  was 
seen  on  proctosigmoidoscopy.  Barium  enema  stud- 
ies revealed  loss  of  haustral  markings  in  the  descend- 
ing colon.  After  seventeen  days  on  a propyl- 
thiouracil regimen,  the  patient  stated  she  had 
two  stools  daily.  The  drug  has  been  continued 
to  the  time  of  writing.  At  this  point,  six  months 
after  institution  of  the  drug,  she  has  one  formed 
stool  each  day  and  weighs  134  pounds  (gain  of 
6 pounds). 

Case  13. — R.  F.,  a forty-seven-year-old  woman, 
had  a ten-year  history  of  blood}-  diarrhea  with  up 
to  20  stools  daily  and  severe  tenesmus.  She  had 
an  intermittent  fever  up  to  103  F.  and  a marked 
but  undetermined  weight  loss.  There  had  been 
multiple  exsanguinating  hemorrhages  by  rectum 
requiring  hospitalization  and  whole  blood  trans-  | 
fusions  on  four  occasions.  At  first  examination 
she  weighed  128  pounds.  Laboratory  findings 
were  hemoglobin  10.5  Gm.  per  cent  and  white 
cell  count  8,600.  Proctosigmoidoscopy  showed  an 
ulcerated  bleeding  edematous  mucosa  in  the  recto-  j 
sigmoid.  Barium  enema  revealed  no  remarkable 
changes  in  the  colon.  Eight  days  after  thiouracil  i 
was  instituted,  all  rectal  bleeding  had  ceased,  and  she 
was  passing  ten  to  12  semisolid  stools  daily.  After 
four  months  of  the  medication  it  was  discontinued 
At  this  time,  she  weighed  150  pounds  (gain  of 
22  pounds)  and  was  having  one  formed  stool  each 
day.  Laboratory  findings  were  hemoglobin  13  Gm.  ! 
per  cent  and  white  cell  count  8,800.  Procto- 
sigmoidoscopy at  this  point  revealed  a grossly 
normal  mucosa  with  some  mucous  shreds  on  the 
surface.  Two  months  after  withdrawal  of  the  I 
thiouracil,  the  patient  offered  no  complaints,  i 
weighed  150  pounds  and  had  one  normai  stool  | 
daily.  Proctosigmoidoscopy  was  repeated  and  | 
revealed  a pale  intact  mucosa. 

Case  14- — F.  K.,  a twenty-eight-year-old  girl, 
gave  a ten-month  history  of  diarrhea  which  appeared 
for  the  first  time  in  the  third  month  of  a normal 
pregnancy.  There  were  ten  loose  stools  daily  , 
with  the  passage  of  mucus  and  pus.  Upon  exami-  I 
nation  she  weighed  1 10  pounds.  Laboratory  findings 
were  hemoglobin  11.5  Gm.  per  cent  and  white  cell 
count  8,000.  An  ulcerated  hemorrhagic  mucosa 
with  mucopurulent  exudate  was  observed  through  i 
the  proctosigmoidoscope.  . Barium  enema  revealed  I 
loss  of  haustrations  in  the  descending  and  , 
sigmoid  colon.  After  twenty-eight  days  of  propyl- 
thiouracil, she  was  passing  three  semiformed  stools 
daily.  After  seven  months  the  drug  was  dis- 
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continued.  The  patient  had  had  an  uneventful 
delivery  and  weighed  130  pounds  (gain  of  20 
pounds).  She  was  having  one  or  two  formed 
stools  and  offered  no  complaints.  Laboratory 
findings  were  hemoglobin  13  Gm.  per  cent  and 
white  cell  count  8,600.  Proctosigmoidoscopy  re- 
vealed a grossly  normal  mucosa  with  some  mucous 
shreds. 

Case  15. — J.  F.,  a fifty-two-year-old  male,  pre- 
sented a nineteen-month  history  of  bloody  diarrhea 
and  weight  loss  of  20  pounds.  He  passed  eight  to 
ten  liquid,  blood-stained  stools  daily.  At  first 
examination  he  weighed  149  pounds.  Laboratory 
findings  were  hemoglobin  12  Gm.  per  cent  and 
white  cell  count  6,400.  Proctosigmoidoscopy  re- 
vealed an  ulcerated  bleeding  edematous  mucosa. 
X-ray  examination  of  the  colon  was  negative. 
Eight  days  after  propylthiouracil  was  started, 
he  was  having  three  soft  stools  daily  free  of  gross 
blood  and  pus.  Two  months  after  institution  of 
the  drug,  there  is  one  formed  stool  daily,  and  he 
has  gained  2 pounds.  Laboratory  findings  at  this 
time  are  hemoglobin  13.5  Gm.  per  cent  and  white  cell 
count  6.300.  Repeated  proctosigmoidoscopy  re- 
veals an  intact  pale  mucosa.  At  the  present  writing, 
this  patient  is  being  maintained  on  propylthiouracil 
and  is  free  of  untoward  complaints. 

Results 

Sex  and  Age. — There  were  eight  female  and 
seven  male  patients.  They  ranged  from  eleven 
to  fifty- two  years  in  age;  the  onset  of  symptoms 
of  the  disease  occurred  before  the  age  of  forty 
in  13  patients.  These  sex  and  age  distributions 
closely  approximate  those  noted  by  Bargen 
and  his  group.3  The  duration  of  the  disease 
varied  from  fifteen  years  to  six  months  in  the 
group  being  reported.  The  response  to  the 
drug  evidently  was  not  a function  of  age,  sex, 
or  duration  of  symptoms,  all  patients  showing 
varying  degrees  of  improvement.  It  was  noted, 
however,  that  the  most  remarkable  gains  in 
weight  occurred  in  the  adolescent  and  young 
adult  patients;  this  was  attributed  to  the  physi- 
cal retardation  seen  in  patients  with  chronic 
ulcerative  colitis  in  these  age  groups. 

Duration  of  Treatment  Before  Manifest  Clinical 
Improvement. — From  one  to  four  weeks  mainte- 
nance on  the  drug  were  necessary  before  the 
advent  of  significant  signs  of  remission.  This 
was  evidenced  in  all  cases  by  a decrease  in  the 
frequency  of  bowel  movements;  concomitant 
with  this  was  the  abatement  of  abdominal 
cramps.  In  those  presenting  themselves  in- 
itially with  frank  blood  in  the  stool,  the  blood 
i within  this  latent  period  either  had  diminished 
I or  vanished  by  the  gross  observation  of  the 
I patient  concerned.  In  the  nine  patients  with 
1 fever  all  had  a complete  subsidence  of  the  fever 
j within  one  to  four  weeks  of  administration  of 
the  drug. 


Weight  Gain. — Fourteen  out  of  the  15  patients 
gained  weight  in  the  course  of  the  drug  admin- 
istration. Increases  up  to  43  per  cent  of  that 
noted  at  first  examination  were  observed  sub- 
sequent to  institution  of  treatment. 

Effects  on  Basal  Metabolic  Rate. — In  seven 
patients,  pre-  and  postdrug  determinations  of 
basal  metabolism  were  secured.  In  only  one 
was  there  a gross  decrease  in  the  basal  metabolic 
rate,  this  being  from  plus  1 to  minus  20  per  cent. 
The  same  patient  (Case  4)  developed  thyroid 
enlargement  while  receiving  thiouracil.  One 
additional  patient  (Case  1)  developed  diffuse 
thyroid  swelling  without,  however,  significant 
change  in  the  basal  metabolic  rate. 

Toxic  Effects. — The  only  manifestations  of 
drug  toxicity  noted  were  transient  arthralgia 
and  periarticular  swellings  in  Case  1.  All 
signs  subsided  on  withdrawal  of  the  drug. 

Effect  on  Hemoglobin  Levels. — Gains  in  hemo- 
globin levels  up  to  6.5  Gm.  per  cent  were  noted. 
Credence  probably  should  be  given  to  these 
increases  in  light  of  the  improvement  in  hy- 
dration of  these  patients  as  the  diarrhea  pro- 
gressively lessened.  In  the  absence  of  hemato- 
crit and  plasma  circulating  volume  determi- 
nations, the  hemoglobin  levels  had  to  suffice  as 
criteria  of  the  blood  picture.  It  is  felt  that 
the  increases  in  hemoglobin  levels  were  signifi- 
cant as  the  improved  hydration  would  minimize, 
if  not  completely  mask,  the  absolute  numerical 
increase  in  hemoglobin. 

Proctoscopic  Changes. — In  seven  patients  with 
proctosigmoidoscopic.  findings  characteristic  of 
active  ulcerative  colitis,  the  rectal  mucosa 
grossly  returned  to  normal  under  drug  admin- 
istration. In  two  additional  instances,  a residual 
polypoid  change  of  the  mucosa  was  noted  through 
the  endoscope  despite  the  disappearance  in 
both  of  active  inflammation.  In  the  two  pa- 
tients with  stricture,  the  instrument  still  could 
not  be  passed  after  treatment;  nevertheless, 
these  two  patients  showed  systemic  signs  of 
remission  of  the  colitis.  Anal  fistulas  in  two 
patients  healed  completely  in  one  patient 
and  partially  in  the  second. 

Roentgenologic  Effects. — Postdrug  x-ray  studies 
of  the  colon  were  obtained  in  five  patients  in 
this  series.  In  only  one  of  these  (Case  3)  were 
significant  changes  noted  after  institution  of 
the  drug.  These  changes  were  a return  of  the 
haustrations  in  the  descending  and  sigmoid 
colons.  This  was  the  patient  with  an  ileostomy 
who  had  an  ileosigmoidostomy  performed  after 
improvement  on  thiouracil.  He  has  continued 
asymptomatic  fourteen  months  after  restoration 
of  intestinal  continuity  and  fifteen  months  after 
the  drug  was  discontinued. 
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Relapses. — In  two  patients  (Cases  5 and  8) 
diarrhea  recurred  to  a significant  degree  in  the 
course  of  the  administration  of  the  drug  and 
after  an  initially  gratifying  response  to  it.  These 
escapes  from  the  effects  of  the  thiouracil  com- 
pounds occurred  after  five  and  sixteen  months 
maintenance  on  the  drugs.  In  both  cases  the 
recurrent  diarrhea  was  transient  and  was  not 
associated  with  any  other  evidence  of  disease 
activity.  In  one  patient  (Case  1)  the  diarrhea 
returned  two  months  after  thiouracil  had  been 
discontinued.  Reinstitution  of  thiouracil  for 
a three-month  period  produced  a return  of 
formed  stools,  and  this  situation  continues 
some  fifteen  months  after  the  second  course 
of  the  drug. 

Comment 

The  response  of  these  15  patients  suggests  that 
the  thiouracil  compounds  may  be  of  benefit  in  the 
treatment  of  chronic  ulcerative  colitis.  However, 
it  should  be  emphasized  that  any  therapeutic  mo- 
dality is  difficult  of  accurate  assay  in  this  disease 
as  patients  suffering  from  it  are  notoriously  sug- 
gestible. The  group  herein  reported  remains  under 
observation,  and  an  attempt  will  be  made  to  en- 
large the  series  so  as  to  enhance  the  statistical  sig- 
nificance of  what  conclusions  can  be  drawn. 

The  pharmacologic  mode  of  action  of  the 
thiouracils  in  ulcerative  colitis  remains  to  be 
elucidated.  This  difficulty  may  be  attributed 
to  the  lack  of  knowledge  of  the  metabolism  of 
these  drugs  in  the  animal  organism  as  well  as 
to  the  confusion  surrounding  the  etiology  of 
chronic  ulcerative  colitis.  A possible  mechanism 
for  the  action  of  thiouracil  in  this  disease  is 
offered  by  the  report  of  Ellis  and  Root  noting 
that  the  serum  and  homogenized  liver  of  rats  given 
thiouracil  possessed  cholinesterase  activities  twice 
those  of  the  control  animals.4  The  report  of 
Dennis,  detailing  the  ameliorative  effect  of 
supradiaphragmatic  vagotomy  in  chronic  ulcera- 
tive colitis,  proposes  excessive  parasympathetic 
stimulation  through  the  vagi  as  a factor  in  the 
etiology  of  the  disease.5  Thiouracil  by  increasing 
serum  cholinesterase  activity  would  serve  to 
antagonize  the  effect  of  acetylcholine  which 
is  regarded  as  the  chemical  mediator  of  the 
parasympathetic  nervous  system.  As  a con- 
sequence, thiouracil  would  depress  the  vagal 
activity  incriminated  as  a factor  in  chronic 
ulcerative  colitis.  The  parasympathetic  nerve 
supply  to  the  left  colon  through  the  sacral 
outflow  also  would  be  depressed  by  this  mecha- 
nism. Psychic  conflicts  have  been  stressed  by 
many  in  the  personality  makeup  of  patients 


with  ulcerative  colitis,  and  these  difficulties 
may  well  initiate  the  central  stimuli  for  the 
vagal  activity  manifested  in  these  people  by 
excessive  intestinal  secretions  and  motility. 
Emotional  problems  were  very  much  in  evidence 
•in  the  patients  herein  reported,  but  it  was  diffi- 
cult to  ascertain  whether  these  consistently 
antedated  the  onset  of  the  symptoms  or  were  the 
inevitable  concomitants  of  prolonged  disability 
and  invalidism. 

The  duration  of  thiouracil  administration  re- 
mains to  be  determined  as  well.  The  question  of 
achieving  optimal  results  with  the  drug  alone 
or  in  association  with  temporary  ileostomy  is  also 
posed.  The  use  of  both  early  in  the  disease 
may  obviate  the  necessity  for  subtotal  and 
complete  colectomy  frequently  resorted  to  and 
may  ultimately  allow  for  reconstitution  of  bowel 
continuity  without  the  omnipresent  threat 
of  recurrence.  It  is  not  unlikely,  however, 
that  once  the  irreversible  changes  of  submucosal 
fibrosis  and  polypoid  hyperplasia  supervene, 
the  drugs  alone  or  with  a diverting  ileostomy 
are  of  little  avail  in  restoring  normal  mucosal 
histology  much  less  preventing  the  late  compli- 
cations of  stricture,  polyposis,  and  carcinomatous 
change. 

Summary 

Report  is  made  of  15  patients  with  chronic 
ulcerative  colitis  treated  with  thiouracil  and 
propylthiouracil.  It  is  suggested  that  these 
drugs  had  a beneficial  effect  as  evidenced  by 
subsidence  of  diarrhea  with  consequent  weight 
gain,  improvement  of  the  secondary  anemia, 
and  manifestations  of  healing  of  the  mucosal 
lesions  as  observed  through  the  proctosigmoido- 
scope. 

A theoretic  consideration  of  the  effect  of 
thiouracil  compounds  on  the  parasympathetic 
innervation  of  the  large  bowel  has  been  presented 
and  suggested  as  a mechanism  by  which  the 
drugs  affect  the  course  of  chronic  ulcerative 
colitis. 
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SINCE  the  report  of  the  use  of  visammin 
(khellin)  in  angina  pectoris  in  1945,  a number 
of  publications  in  the  English  literature  have 
supported  the  view  that  this  agent  is  a powerful 
dilator  of  the  coronary  arteries.1  Anrep  and 
coworkers  observed  distinct  clinical  improvement 
in  more  than  half  of  250  patients  with  angina 
pectoris.2  In  the  studies  of  Rosenman  et  al.  in 
14  patients,  with  angina  pectoris  a good  clinical 
response  was  reported  in  ll.3  Similarly,  the 
observations  of  Armbrust  and  Levine,  in  which 
khellin  was  administered  to  53  patients  with 
angina  pectoris,  led  these  authors  to  conclude 
that  about  60  per  cent  of  the  cases  showed  im- 
provement under  this  therapy.4  In  the  latter 
two  reports  favorable  response  was  appraised 
from  purely  subjective  clinical  criteria.  Thus, 
the  use  of  fewer  nitroglycerine  tablets,  the  occur- 
rence of  fewer  and  milder  attacks  of  pain,  and 
the  ability  to  walk  greater  distances  during  the 
period  of  administration  of  this  drug  were  inter- 
preted as  evidence  of  improved  coronary  circula- 
tion. Directly  opposed  to  this  view  of  the  utility 
of  khellin  for  the  control  of  cardiac  pain  in  pa- 
tients with  angina  of  effort  is  the  report  of  Greiner 
and  associates.5  After  accumulating  data  based 
upon  a “daily  report  card”  system  in  which  the 
patient  kept  a record  of  his  anginal  problem, 
these  authors  concluded  that  in  39  patients 
khellin  had  no  greater  effect  than  lactose  in  the 
control  of  pain  of  angina  of  effort. 

Although  these  authors  state  that  the  dosage 
of  khellin  which  they  employed  was  essentially 
similar  to  that  given  by  others,  a review  of  the 
literature  clearly  indicates  that  this  was  not  the 
case.  Thus,  the  observations  of  Anrep  and  co- 
workers were  based  upon  the  daily  oral  adminis- 
tration of  khellin  in  the  dose  of  150  to  300  mg. 
Similarly,  Armbrust  and  Levine  used  an  average 
daily  oral  dosage  of.  150  mg.  Rosenman  et  al. 
utilized  an  oral  daily  dosage  varying  from  i50 
to  450  mg.3  Greiner  and  associates,  on  the  other, 
hand;  in  their  critical  evaluation  of  the  drug  by 
the  “daily  report  card”  system  have  stated  that 
the  dosage  in  their  study  “was  either  approxi- 
mately 50,  100,  or  150  mg.  daily.”5  Moreover, 
in  a number  of  their  patients  khellin  was  admin- 
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istered  only  twice  daily.  It  would  seem,  there- 
fore, that  the  conclusions  of  these  investigators 
cannot  be  accepted  without  reservation. 

It  should  be  further  emphasized  that  most 
reports  in  the  literature  concerning  the  action 
of  khellin  and  other  “coronary  vasodilators”  have 
been  based  upon  the  purely  subjective  criterion 
of  pain.  From  the  apparent  modification  of 
this  symptom  by  various  drugs,  many  investiga- 
tors have  concluded  by  inference  or  assertion 
that  a given  drug  is  or  is  not  an  effective  coronary 
vasodilating  agent.  Nevertheless,  it  has  been 
repeatedly  emphasized  that  a lack  of  correlation 
exists  between  the  subjective  sensation  of  pain 
and  the  degree  of  underlying  coronary  insuffi- 
ciency.6,7 Pain  may  be  minimized  or  abolished 
by  drugs  affecting  the  central  nervous  system 
through  a sedative  action,  by  diminishing  atten- 
tion to  pain,  increasing  pain  threshold,  or  pro- 
moting a sense  of  well-being.  Alcohol  (whiskey) 
has  been  shown  by  observations  in  our  laboratory 
to  prevent  the  onset  of  anginal  pain  in  patients 
undergoing  standard  exercise,  although  it  com- 
pletely failed  to  alter  the  characteristic  elec- 
trocardiographic pattern  of  myocardial  ischemia 
observed  in  repeated  control  records.7  Similarly, 
morphine  and  the  barbiturates  are  capable  of 
modifying  or  preventing  anginal  pain  without 
significantly  altering  the  electrocardiographic 
response  to  standard  exercise  in  patients  with 
coronary  disease.7  It  is  similarly  possible  that 
drugs  which  have  side-effects  and  create  a variety 
of  unpleasant  symptoms  may  be  associated  with 
no  alteration  in  the  frequency  or  severity  of 
angina  and,  nevertheless,  be  accompanied  by 
significant  improvement  in  coronary  circulation 
as  measured  electrocardiographically.  In  evalu- 
ating the  clinical  response  to  a “vasodilating 
agent,”  therefore,  an  effort  should  be  made  to 
determine  by  objective  means  whether  or  not 
the  myocardial  ischemia  underlying  the  angina 
is  also  significantly  modified.  Any  procedure 
which  employs  pain  as  an  end  point,  whether  or 
not  its  evaluation  is  by  means  of  the  diary  method 
or  the  “daily  report  card”  system,  leaves  much 
to  be  desired  in  assessing  the  potency  of  “coronary 
vasodilators.” 

In  the  present  state  of  knowledge,  electro- 
cardiography offers  the  most  objective  means  of 
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Fig.  1.  Case  1 — (A)  Control  standard  exercise  test  without  medication.  (B)  Electrocardiographic 
response  to  standard  exercise  one-half  hour  after  200  mg.  khellin  intramuscularly.  (C)  Response  to  stand- 
ard exercise  after  khellin  orally  (80  mg.  three  times  daily  for  two  days).  (D)  Response  to  exercise  one  day 
after  cessation  of  four-day  course  of  oral  khellin  therapy.  (E)  Response  to  exercise  five  minutes  after  Vioo 
grain  nitroglycerine  sublingually. 


studying  changes  in  coronary  circulation.  In  a 
recent  report  Dewar  and  Grimson  not  only  stud- 
ied the  modifying  effect  of  khellin  upon  anginal 
pain  but  also  recorded  the  influence  of  this  agent 
upon  the  electrocardiographic  response  to  stand- 
ard exercise.8  It  was  noted  by  these  authors 
that  an  oral  dosage  of  150  mg.  prevented  anginal 
pain  after  exercise  in  seven  of  12  patients  studied. 
The  modifying  effect  of  the  drug  upon  the  electro- 
cardiographic response  to  exercise,  however,  was 
in  sharp  contrast  to  its  apparent  influence  upon 
pain.  Thus,  the  positive  electrocardiographic 
changes  observed  after  exercise  seemed  to  be 
prevented  in  only  one  of  nine  patients  in  their 
series  and  somewhat  modified  in  three  additional 
instances.  These  authors  concluded  that  khellin 
is  less  potent  but  longer  acting  than  nitroglycer- 
ine. They  recognized,  however,  that  a more 
extended  series  with  longer  periods  of  observation 
and  adequate  control  with  inert  substances  will 
be  required.  The  results  recorded  by  Dewar 
and  Grimson  can  be  criticized  because  of  the 
manner  in  which  their  patients  were  selected. 
These  authors  have  stated  that  “the  12  patients 
finally  used  were  selected  for  the  constancy  with 
which  their  pain  occurred  under  standard  condi- 


tions of  exercise.”  Thus,  it  is  evident  that 
while  their  subjects  may  have  been  “controlled” 
with  respect  to  the  unreliable  end  point  of  pain, 
no  statement  is  made  regarding  the  constancy 
of  control  electrocardiographic  records  in  these 
same  patients.  In  previous  publications  we  have 
pointed  out  that  no  reliability  can  be  placed 
upon  studies  of  this  type  unless  repeated  observa- 
tions under  standard  conditions  demonstrate  an 
almost  identical  response  from  day  to  day  in  the 
individual  case.7,9 

In  a recent  report,  Best  and  Coe  attempted 
to  evaluate  the  effectiveness  of  khellin  in  nine 
patients  with  angina  pectoris  by  electrocardio- 
graphic studies  employing  exercise  tolerance, 
anoxemia,  and  ergonovine  tests.10  All  of  these 
patients  received  khellin,  50  mg.  orally  three 
times  daily,  for  a period  ranging  from  two  to 
four  weeks.  Their  observations  strongly  suggest 
that  khellin  favorably  altered  the  electrocardio- 
graphic response  to  exercise  and  anoxemia  in- 
several of  these  patients. 

In  view  of  the  divergent  opinions  concerning 
the  status  of  khellin  as  a coronary  vasodilator, 
the  present  study  was  undertaken  to  evaluate 
the  effect  of  the  drug  in  a small  group  of  carefully 
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selected  patients  in  whom  the  electrocardio- 
graphic response  to  standard  exercise  was  found 
to  remain  constant  from  day  to  day.  The  elec- 
trocardiographic changes  induced  by  the  Master 
two-step  test  in  each  of  these  patients  as  recorded 
intermittently  over  a period  of  several  weeks  to 
months  was  as  characteristic  for  the  individual 
patient  as  his  handwriting. 

Material 

The  five  patients  who  were  selected  for  study 
because  of  the  reliability  of  their  response  under 
carefully  standardized  conditions  were  each 
known  to  have  had  coronary  artery  disease  for 
more  than  one  year.  Two  of  the  patients  had 
sustained  previous  myocardial  infarctions.  Four 
of  the  five  patients  suffered  from  angina  of  effort. 
All  were  male  subjects  whose  ages  ranged  from 
forty-one  to  sixty-one  years.  Three  of  the 
patients  were  ambulatory  hospital  cases;  two 
were  outpatients. 

Method 

All  of  the  tests  were  performed  in  the  cardio- 
vascular research  laboratory  at  the  same  time  of 
the  day  for  each  patient  and  by  the  same  ob- 
servers. The  Master  two-step  test  was  employed 
in  each  instance  according  to  the  accepted  technic. 
When  adequate  control  records  had  been  ob- 
tained with  and  without  placebo  therapy,  the 
same  procedure  was  undertaken  thirty  minutes 
after  the  intramuscular  administration  of  200 
mg.  of  khellin  (Eskel).  The  total  dosage  of  4 cc. 
was  administered  by  injecting  one-half  the  dose 
in  each  buttock.  In  three  of  the  five  patients 
the  administration  of  khellin  was  continued  orally 
in  the  dosage  of  80  mg.  three  times  daily.  In 
the  latter  an  identical  exercise  electrocardio- 
graphic test  was  performed  each  day  until  the 
completion  of  the  study.  In  the  three  patients 
receiving  khellin  orally  unpleasant  symptoms 
required  discontinuance  of  medication  after 
three  to  five  days. 

Case  Reports 

Case  1. — A fifty-three-year-old  merchant  seaman 
with  a history  of  angina  of  effort  of  one  and  one-half 
years  duration  showed  a normal  resting  electro- 
cardiogram. Blood  pressure  was  in  the  range  of 
120/75.  There  was  no  previous  history  of  myo- 
cardial infarction  or  congestive  failure.  In  response 
to  the  Master  two-step  test  the  S-T  segment  in 
lead  CF4  showed  a depression  of  1 mm.  immediately 
after  exercise;  twro  minutes  after  exercise  the  T 
wave  was  inverted  in  this  lead;  at  four  minutes  the 
T wave  became  upright  again,  and  at  six  minutes 
it  was  of  similar  amplitude  to  that  found  in  the  rest- 
ing electrocardiogram  (Fig.  1A).  One-half  hour 
after  the  administration  of  200  mg.  (4  cc.)  of  khellin 
(Eskel)  on  the  following  day,  performance  of  the 


Fig.  2.  Case  2 — (A)  Control  standard  exercise 
test  without  medication.  (B)  Electrocardiographic 
response  to  exercise  thirty  minutes  after  200  mg. 
khellin  intramuscularly.  (C)  Response  to  exercise 
after  khellin  orally  (80  mg.  three  times  daily  for 
twenty-four  hours).  (D)  Response  to  exercise  after 
two  days  of  oral  khellin  therapy.  (E)  Response  to 
exercise  after  five  days  of  oral  khellin  therapy. 
(F)  Response  to  exercise  five  minutes  after  Vioo 
grain  nitroglycerine  sublingually. 


identical  test  was  followed  by  a depression  of  the  ST 
segment  amounting  to  1.5  mm.  immediately  after 
exercise  with  subsequent  inversion  of  the  T wave  at 
two  and  four  minutes  (Fig.  IB).  At  the  completion 
of  the  latter  test  khellin  was  administered  orally 
in  a dosage  of  80  mg.  three  times  daily.  After  two 
days  of  such  therapy  the  Master  two-step  test 
showed  electrocardiographic  changes  slightly  less 
positive  than  those  observed  in  the  control  study 
(Fig.  1C).  Khellin  was  stopped  on  the  fourth  day 
because  of  vomiting  and  otherunpleasantside-effects. 
The  Master  test  obtained  one  day  after  cessation 
of  khellin  orally  showed  electrocardiographic  findings 
similar  to  those  observed  in  the  control  study  (Fig. 
ID).  Performance  of  a similar  test  five  minutes 
after  the  administration  of  Vioo  grain  of  nitroglycer- 
ine sublingually  showed  a completely  negative  test 
(Fig.  IE). 

Case  2. — A fifty-eight-year-old  white  male  with  a 
history  of  angina  of  effort  of  two  years  duration 
showed  a normal  resting  electrocardiogram.  Blood 
pressure  was  in  the  range  of  145/85.  There  was 
no  history  of  previous  infarction  or  congestive 
failure.  In  response  to  the  standard  exercise  test 
(Fig.  2A)  there  was  an  immediate  depression  of 
the  ST  segment  in  lead  I amounting  to  1.25  mm. 
which  persisted  in  the  two-minute  tracing,  gradually 
returning  to  normal  in  the  tracings  taken  thereafter. 
With  the  performance  of  the  identical  test  thirty 
minutes  after  the  intramuscular  injection  of  200 
mg.  (4  cc.)  of  khellin,  the  electrocardiographic 
response  (Fig.  2B)  was  almost  indistinguishable 
from  the  control  tracing  except  for  a slightly  greater 
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Fig.  3.  Case  3 — (A)  Control  standard  exercise  test  without  medication.  (B)  Electrocardiographic 
response  to  exercise  thirty  minutes  after  200  mg.  khellin  intramuscularly.  (C)  Response  to  exercise  after 
two  days  of  oral  khellin  therapy.  (D)  Response  to  exercise  after  four  days  of  oral  khellin  therapy.  (E) 
Response  to  exercise  five  minutes  after  1 /joo  grain  nitroglycerine  sublingually. 


depression  of  the  ST  segment  in  the  record  obtained 
two  minutes  after  exercise.  Khellin  was  continued 
orally  in  the  dosage  of  80  mg.  three  times  daily 
following  completion  of  the  latter  test.  After 
twenty-four  hours  of  this  therapy  the  results  of  the 
Master  two-step  test  were  again  indistinguishable 
from  those  obtained  without  medication  (Fig.  2C). 
Similar  studies  performed  on  the  second  and  fifth 
day  while  under  oral  khellin  therapy  revealed  no 
noteworthy  change  (Figs.  2D  and  E).  As  in  the 
previous  case,  therapy  had  to  be  discontinued  be- 
cause of  nausea,  vomiting,  and  malaise.  In  con- 
trast to  these  observations,  the  administration  of 
Vioo  grain  of  nitroglycerine  sublingually  resulted 
in  a completely  negative  test  (Fig.  2F). 

Case  8. — A forty-one-year-old  seaman  with  a 
history  of  angina  of  effort  of  two  years  duration 
showed  a normal  resting  electrocardiogram.  The 
blood  pressure  was  normal.  There  was  no  history 
of  previous  myocardial  infarction.  Control  Master 
test  showed  decrease  in  the  voltage  of  the  T wave 
in  lead  CF4  immediately  after  exercise  with  slight 
inversion  in  the  two-minute  tracing.  There  was  a 
gradual  return  to  normal  in  the  subsequent  tracings 


taken  at  two-minute  intervals  (Fig.  3A).  Thirty 
minutes  after  the  intramuscular  injection  of  200  mg. 
of  khellin  the  serial  electrocardiograms  were  similar 
to  those  in  the  control  record  except  for  the  appear- 
ance of  an  inverted  T wave  immediately  after  exer- 
cise (Fig.  3B).  Khellin  was  continued  orally  in 
dosage  of  80  mg.  three  times  daily.  After  twenty- 
four  hours  of  such  therapy  the  exercise  electrocardio- 
graphic test  showed  no  significant  difference  when 
compared  with  the  control  tracing  (Fig.  3C).  Iden- 
tical results  were  also  observed  after  forty-eight 
hours  of  oral  therapy  (Fig.  3D).  As  in  the  previous 
cases,  discontinuance  of  the  drug  was  necessitated 
by  the  appearance  of  unpleasant  side-reactions. 
In  contrast  to  the  findings  obtained  with  khellin, 
the  administration  of  Vxoo  grain  nitroglycerine  sub- 
lingually resulted  in  a normal  response  to  the  exercise 
test  (Fig.  3E). 

Case  4- — A sixty-year-old  white  se'aman  sustained 
a posterior  myocardial  infarction  two  years  pre- 
viously. Thereafter  he  suffered  from  recurrent 
attacks  of  angina  of  effort.  His  blood  pressure  was 
within  normal  limits.  The  two-step  exercise  test 
showed  a flattening  of  the  T wave  in  lead  I immedi- 
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Fig.  4.  Case  4 — (A)  Control  standard  exercise  test  without  medication.  (B)  Electrocardiographic 
response  to  exercise  thirty  minutes  after  200  mg.  khellin  intramuscularly.  (C)  Response  to  exercise  five 
minutes  after  Vioo  grain  nitroglycerine  sublingually. 


ately  after  exercise  with  subsequent  inversion  of  T 
in  the  two-minute  tracing.  There  was  concomitant 
depression  of  the  S-T  segment  in  lead  V4  immediately 
after  exercise  with  flattening  of  the  T wave  in  this 
lead  in  the  two-minute  tracing  (Fig.  4A).  Thirty 
minutes  after  the  intramuscular  administration  of 
200  mg.  of  khellin,  the  electrocardiographic  response 
was  found  to  be  more  positive  than  that  of  the  con- 
trol; thus,  the  T wave  in  lead  I was  inverted  even 
in  the  tracing  taken  four  minutes  after  exercise  and 
inversion  of  the  T wave  occurred  in  lead  V4  two 
minutes  after  exercise  (Fig.  4B).  The  modifying 
effect  of  the  sublingual  administration  of  ‘/too  grain 
of  nitroglycerine  upon  the  exercise  test  is  shown  in 
Fig.  4C. 

Case  5. — A fifty-three-year-old  white  male  sus- 
tained an  acute  myocardial  infarction  three  years 
previously.  There  was  no  history  of  angina  of 
effort  subsequently;  blood  pressure  was  within 
i normal  limits.  The  standard  electrocardiographic 
exercise  test  showed  an  ST  segment  depression  of 
1.5  mm.  in  V4  immediately  after  completion  of  the 
i test  (Fig.  5A).  At  two  minutes  after  exercise  the 
ST  segment  depression  was  1 mm.  in  this  lead,  and 
I the  T wave  showed  lower  voltage.  The  subsequent 
tracings  at  two-minute  intervals  showed  a gradual 
return  to  normal.  With  performance  of  the  Master 
test  ninety  minutes  after  the  oral  administration  of 
200  mg.  of  powdered  khellin,  there  was  a similar  ST 
segment  depression  immediately  after  exercise,  but 
the  accompanying  T wave  was  of  lower  voltage 
(Fig.  5B).  Four  minutes  after  exercise  the  T wave 
became  isoelectric.  The  subsequent  records  show 
a gradual  return  to  normal.  The  administration  of 
V300  grain  of  nitroglycerine  sublingually  resulted 
in  a normal  response  to  the  exercise  test  (Fig.  5C). 

Comment 

It  is  apparent  that  the  evaluation  of  any.  drug 
in  the  treatment  of  clinical  disease  is  dependent 
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Fig.  5.  Case  5 — (A)  Control  standard  exercise 
test  without  medication.  (B)  Electrocardiographic 
response  to  exercise  ninety  minutes  after  200  mg. 
khellin  orally.  (C)  Response  to  exercise  five  minutes 
after  V300  grain  nitroglycerine  sublingually. 


upon  (1)  an  adequate  dosage  level  and  (2)  a 
comparison  of  therapeutic  results  with  those  in 
similar  untreated  control  cases.  Failure  to  em- 
ploy sufficient  dosage  has  in  the  past  resulted  in 
the  rejection  of  agents  which  have  proved  clini- 
cally useful  when  administered  in  larger  amounts. 
Papaverine,  for  example,  was  considered  thera- 
peutically inert  by  investigators  who  studied  its 
clinical  effect  in  man  employing  an  oral  dosage 
ranging  from  1/i  to  ll/2  grains  three  times  daily. 
On  the  other  hand,  studies  with  this  drug  in 
the  treatment  of  angina  pectoris,9  cerebral  an- 
giospasm (hypertensive  and  arteriosclerotic  en- 
cephalopathy),11 epilepsy,12  and  epileptiform 


442 


RUSSEK  ET  AL. 


[N.  Y.  State  J.  M. 


seizures  induced  by  insulin  shock  therapy13 
have  demonstrated  that  the  optimum  dosage  for 
clinical  effect  may  be  several  times  greater  (as 
high  as  18  grains  daily)  than  that  previously 
employed  by  other  investigators. 

Similarly,  no  dependence  can  be  placed  upon 
clinical  results  with  any  given  drug  unless  com- 
parison has  been  made  with  the  effects  of  inert 
placebo  medication  in  the  same  or  similar  control 
subjects.  The  effect  of  khellin  or  any  other  drug 
on  the  subjective  sensation  of  pain  as  estimated 
from  the  “daily  report  card  method”  employed 
by  others  is  an  unreliable  index  of  coronary  vaso- 
dilation. Moreover,  some  studies  which  have 
investigated  the  influence  of  khellin  on  the  elec- 
trocardiographic response  to  standard  exercise 
have  failed  to  employ  test  subjects  in  whom  re- 
peated control  studies  demonstrated  a constancy 
of  response  with  and  without  placebo  medication. 

Studies  evaluating  khellin  up  to  the  time  of 
this  writing  have  for  the  most  part  confirmed  its 
clinical  utility  in  the  treatment  of  angina  pectoris. 
The  one  report  which  has  found  it  to  be  of  no 
value  in  the  treatment  of  this  disease  is  that  of 
Greiner  et  al.b  As  we  have  pointed  out,  however, 
these  authors  employed  a dosage  level  consider- 
ably below  that  recommended  by  Anrep  et  al. 
and  subsequent  investigators.  In  our  studies  of 
five  patients  who  were  selected  because  of  the 
constancy  of  electrocardiographic  response  to 
standard  exercise,  with  and  without  premedica- 
tion with  placeboes,  no  significant  effect  could  be 
demonstrated  from  the  use  of  khellin  parenterally 
or  orally  in  relatively  large  therapeutic  amounts. 
Moreover,  even  if  satisfactory  electrocardio- 
graphic response  had  been  observed,  the  un- 
pleasant side-effects  from  the  use  of  this  drug 
would  have  necessitated  its  discontinuance. 

These  findings  are  all  the  more  significant  when 
it  is  realized  that  in  each  of  the  five  cases  studied 
the  induced  coronary  insufficiency  was  not  in- 
evitable despite  drug  therapy;  thus  the  adminis- 
tration of  Vioo  grain  nitroglycerine  sublingually 
either  prevented  or  greatly  modified  the  pattern 
of  myocardial  ischemia  observed  electrocardio- 
graphically  in  each  instance.  Our  findings 
suggest,  therefore,  that  khellin  in  relatively  large 
oral  and/or  intramuscular  dosage  has  no  im- 
mediate influence  on  the  electrocardiographic 
response  to  standard  exercise.  If  it  can  be 
shown  that  this  drug  does  have  significant 
effect  after  administration  for  periods  of  two  or 
more  weeks  as  in  the  cases  reported  by  Best 
and  Coe,  its  field  of  usefulness  would  be  confined 
to  the  treatment  of  chronic  states  of  coronary 
insufficiency.10 


However,  khellin  appears  to  be  without 
value  in  the  treatment  of  the  acute  episode  of 
angina  pectoris  or  myocardial  infarction. 


Summary  and  Conclusions 

The  therapeutic  effect  of  vasodilator  drugs 
upon  coronary  circulation  cannot  be  accurately 
appraised  from  their  influence  on  the  subjective 
sensation  of  pain  alone  in  angina  pectoris.  This 
symptom  may  be  increased  or  decreased  by 
various  drugs  which  are  without  effect  on  the 
coronary  circulation.  The  modifying  influence 
of  “vasodilators”  upon  the  electrocardiographic 
response  to  standard  exercise  offers  a valid, 
objective  method  of  assaying  the  potency  of 
these  agents.  For  reliability  of  results,  however, 
it  is  essential  that  all  test  subjects  demonstrate 
a constancy  of  response  from  day  to  day  during 
adequate  control  periods. 

The  influence  of  khellin  administered  in  large 
intramuscular  and/or  oral  dosage  wTas  determined 
in  five  carefully  selected  patients  with  coronary 
disease.  No  significant  effect  was. observed  from 
the  use  of  this  drug  as  measured  by  the  electro- 
cardiographic response  to  the  Master  two-step 
test.  Since  none  of  the  patients  was  able  to 
tolerate  the  drug  in  the  dosage  employed  for 
more  than  five  days,  it  is  unknown  whether  pro- 
longed administration  might  have  proved  effec- 
tive. Nevertheless,  the  lack  of  demonstrable 
effect  from  a single  large  intramuscular  or  oral 
dose  and  from  intermittent  oral  therapy  for 
several  days  wrould  seem  to  indicate  that  khellin 
is  without  value  in  the  treatment  of  the  acute 
episode  of  angina  pectoris  or  myocardial  in- 
farction. 


References 


1.  Kenawy,  M.  R.,  and  Barsoum,  G.  S.:  Gaz.  Fac. 

Med.  13:  39  (1945). 

2.  Anrep,  G.  V.,  Kenawy,  M.  R.,  and  Barsoum,  G.  S. : 
Am.  Heart  J.  37:  531  (1949). 

3.  Rosenman,  R.  H.,  Fishman,  A.  P.,  Kaplan,  S.  R., 

Levin,  H.  G.,  and  Katz,  L.  N. : J.A.M.A.  143:  160  (1950). 

4.  Armbrust,  C.  A.,  Jr.,  and  Levine,  S.  A.:  Am.  J.  M. 

Sc.  220:  127  (1950). 

5.  Greiner,  T.,  Gold,  H.,  Cattell,  M.,  Travell,  J.,  Bakst, 

H.,  Rinzler,  S.  H.,  Benjamin,  Z.  H.,  W7arshaw,  L.  J.,  Bobb, 
A.  L.,  Kwit,  N.  T.,  Modeli,  W.,  Rothendler,  H.  H.,  Messeloff, 
C.  R.,  and  Kramer,  M.  L.:  Am.  J.  hied.  9:  143  (1950). 

6.  Dock.W.:  M.  Clin.  North  America  33:  635  (1949). 

7.  Russek,  H.  I.,  Naegele,  C.  F.,  and  Regan,  F.  D.: 
J.A.M.A.  143:  355  (1950). 

8.  Dewar,  H.  A.,  and  Grimson,  T.  A.:  Brit.  Heart  J. 

12:  54  (1950). 

9.  Russek,  H.  I.,  Smith,  R.  H.,  Baum,  Wr.  S.,  Naegele, 

C.  F.,and  Regan,  F.  D. : Circulation  1:700  (1950). 

10.  Best,  M.  M.,  and  Coe,  W.  S. : ibid.  2:  344  (Sept.) 
1950. 

11.  Russek,  H.  I.,  and  Zohman,  B.  L.:  J.A.M.A.  136: 
930  (1948). 

12.  Idem:  New  York  State  J.  Mep.  49:  1315  (1949). 

13.  Russek,  H.  I.,  Zohman,  B.  L.,  and  Tamarin,  S.  L. : 
ibid.  50:  2299  (1950). 


ROENTGEN  DIAGNOSIS  OF  SPONTANEOUS  INTERNAL  BILIARY 
FISTULA 

Stanley  B.  Clark,  M.D.,  Dunkirk,  New  York 
( From  the  Department  of  Roentgenology,  Brooks  Memorial  Hospital) 


IT  IS  quite  apparent  in  our  experience  and  from 
a review  of  the  more  recent  literature  that  de- 
spite the  increased  interest  in  and  recognition  of 
spontaneous  internal  biliary  fistulas  by  the  roent- 
genologist, this  condition  occurs  more  commonly 
than  is  appreciated  clinically.  This  is  due  in  part 
to  the  absence  in  most  instances  of  any  par- 
ticular or  characteristic  set  of  symptoms  other 
than  those  usually  associated  with  nonfistulous 
biliary  tract  disease1,2  and  further  to  the  small 
number  of  such  patients  upon  whom  gastroin- 
testinal studies  are  carried  out.3  In  about  half 
the  cases,  there  are  no  symptoms  referable  to  the 
biliary  system.4 

The  roentgen  diagnosis  depends  upon  the  de- 
tection of  the  outline  of  the  gallbladder  or  parts 
of  the  biliary  tree,  either  by  air,  gas,  or  some 
opaque  medium  such  as  barium  sulfate.  In  a few 
instances  the  condition  can  be  inferred  from  the 
presence  of  opaque  biliary  calculi  in  the  small  or 
large  bowel.6  In  this  respect,  the  diagnosis  of 
acute  intestinal  obstruction  due  to  gallstones 
should  be  considered  in  any  patient  who  suddenly 
develops  signs  and  symptoms  of  intestinal  ob- 
struction after  a prolonged  period  of  biliary  tract 
disease.1  Also,  it  cannot  be  overemphasized  that 
the  possibility  of  internal  biliary  fistula  must  be 
thought  of  during  each  gastrointestinal  examina- 
tion and  a routine,  careful  search  made  for  ab- 
normal gas  shadows  in  the  right  upper  quadrant 
of  the  abdomen  on  the  plain  film. 

Duodenal  regurgitation  as  an  explanation  for 
the  presence  of  contrast  media  in  the  biliary  tree 
or  gallbladder  is  unlikely.3,6  The  sphincter  of 
Oddi,  while  serving  to  regulate  the  normal  flow  of 
bile  into  the  duodenum,  acts  as  a barrier  to  ret- 
rograde flow  in  the  common  duct.  Furthermore, 
the  oblique  course  of  the  common  duct  through 
the  musculature  of  the  duodenum  utilizes  the  ac- 
tion of  these  muscles  to  compress  the  duct  when 
tension  in  the  duodenum  is  increased  by  peri- 
staltic contraction.  Lastly,  valvelike  folds  lining 
the  ampulla  of  Vater  permit  bile  to  flow  out  but 
very  effectively  prevent  duodenal  regurgitation. 
In  reported  cases  of  duodenal  regurgitation,  the 
air  is  usually  seen  only  in  the  distal  portion  of  the 
common  duct  as  a result  of  incompetency  of  the 
sphincter  of  Oddi. 

The  following  cases  were  seen  during  an  inter- 
val of  six  months,  and  the  diagnosis  of  internal 
biliary  fistula  was  made  in  each  instance  from  the 
roentgen  examination. 


Fig.  1.  Prone  film  of  the  stomach  showing  a 
fistulous  communication  between  the  first  portion 
of  the  duodenum  and  gallbladder  with  barium  enter- 
ing the  gallbladder  and  extra-  and  intrahepatic  bile 
ducts  (Case  1). 


Case  Reports 

Case  1. — This  sixty-nine-year-old  white  female 
was  seen  in  February,  1948,  with  complaints  of 
epigastric  distress,  flatulence,  and  diarrhea  of  ap- 
proximately six  months  duration. 

Roentgen  examination  of  the  gallbladder  after 
oral  dye  showed  nonfunction  of  this  organ.  Gastro- 
intestinal examination  revealed  a communication  be- 
tween the  gallbladder  and  duodenum  with  a portion 
of  the  barium  entering  the  gallbladder,  the  common 
and  intrahepatic  biliary  ducts,  and  what  appeared  to 
be  the  cystic  duct  (Fig.  1 ).  There  was  also  consider- 
able distortion  and  fixation  of  the  first  and  second 
portions  of  the  duodenum,  apparently  secondary  to 
a pericholecystic  inflammatory  process.  No  in- 
trinsic gastrointestinal  pathology  was  seen. 

A diagnosis  of  internal  biliary  fistula,  most  prob- 
ably secondary  to  chronic  cholecystic  disease,  was 
made. 

Case  2. — The  patient,  a fifty-eight-year-old  white 
female,  was  referred  for  complete  gastrointestinal 
studies  in  July,  1948.  She  had  complained  of  ab- 
dominal pain  and  a feeling  of  fullness  and  disten- 
tion, particularly  following  meals,  for  several  years. 
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Fig.  2.  Case  2 — ( A ) Oblique  film  of  the  stomach  showing  the  barium  outlining  portions  of  the  biliary 
tract.  ( B ) Four-hour  film  again  showing  the  barium-outlined  biliary  tree.  On  the  plain  film  of  the  abdo- 
men faint  gas  shadows  could  be  seen  in  the  right  upper  quadrant  which  corresponded  to  a portion  of  the 
biliary  tract. 

Case  4 — (C)  Plain  film  of  the  abdomen  showing  a small  amount  of  gas  lying  outside  of  the  gastrointestinal 
tract  (arrows)  in  the  right  upper  quadrant.  This  was  interpreted  as  gas  within  the  gallbladder  and  a por- 
tion of  the  biliary  tree,  most  probably  the  common  duct.  ( D ) Oblique  film  of  the  stomach  showing  the  large 
ulcer  crater  replacing  practically  the  entire  first  portion  of  the  duodenum. 

Case  6 — ( E ) Prone  film  of  the  stomach  showing  a portion  of  the  barium  lying  in  fistulous  tracts  outside 
the  gastrointestinal  tract  superior  to  the  duodenal  cap.  Note  also  marked  deformity  of  the  cap.  ( F ) 
Four-hour  film  showing  a portion  of  the  biliary  tree  outlined  bv  gas  with  small  amounts  of  barium  remain- 


ing in  the  biliary  system. 


Her  immediate  complaints  were  fatty  food  intoler- 
ance and  constipation. 

A plain  film  of  the  abdomen  revealed  bizarre  gas 
shadows  in  the  right  upper  quadrant  which  re- 
sembled a portion  of  the  biliary  tree.  Gastroin- 
testinal examination  showed  a markedly  contracted 
duodenal  cap,  apparently  secondary  to  scarring.  A 
portion  of  the  barium  passed  outside  of  the  cap  into 
the  gallbladder  and  portions  of  the  cystic  and  com- 
mon ducts,  apparently  through  a fistulous  com- 
munication between  the  first  portion  of  the  duo- 
denum and  the  gallbladder  (Fig.  2A).  No  intrinsic 
gastric  or  duodenal  pathology  was  seen.  At  four 
hours,  barium  could  be  seen  outlining  portions  of  the 
extra-  and  intrahepatic  bile  ducts  (Fig.  2B).  Colon 
studies  were  essentially  negative. 

A diagnosis  was  made  of  internal  biliary  fistula 
most  probably  secondary  to  chronic  cholecystic 
disease. 

Case  3. — The  patient  was  an  eighty-year-old  white 
male  who  was  seen  in  May,  1948,  with  symptoms 
suggesting  acute  • coronary  occlusion.  Following 


this,  the  right  upper  quadrant  of  the  abdomen  be 
came  tender.  This  subsided,  after  several  days. 

Roentgen  examination  of  the  gastrointestinal  tract 
on  June  2 revealed  a small  fistulous  tract  extending 
from  the  left  lateral  wall  of  the  duodenal  cap  (Fig. 
3).  There  were  also  numerous,  small,  mottled  gas 
shadows  immediately  superior  to  the  cap,  appar- 
ently within  a portion  of  the  biliary  tree.  The  duo- 
denal cap  was  extremely  hyperactive,  and  consider- 
able tenderness  was  elicited  in  this  area. 

A diagnosis  of  internal  biliary  fistula  was  made. 
It  was  thought  at  the  time  that  the  etiology  of  the 
fistula  was  most  probably  chronic  cholecystic  disease 
with  malignant  neoplasm  of  the  gallbladder  to  be 
considered  in  the  differential  diagnosis.  At  the  time 
of  this  writing  (one  year  later)  the  patient  is  living 
and  well,  which  would  seem  to  rule  out  neoplasm  as  a 
possibility. 

Case  4- — This  forty-year-old  white  female  was 
first  seen  in  March,  1948,  complaining  of  weight  loss, 
vomiting,  and  diarrhea  of  three  weeks  duration. 

A plain  film  of  the  abdomen  showed  a small 
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Fig.  4.  Film  taken  four  and  one-half  hours  after 
a barium  meal  shows  practically  complete  retention 
of  the  barium  in  the  stomach.  Note  the  gas-out- 
lined  shadow  lying  between  the  duodenum  and  hep- 
atic flexure  which  conforms  to  the  size  and  shape 
of  the  gallbladder.  The  barium  in  the  colon  is 
from  previous  gastrointestinal  studies  (Case  5). 


gained  considerable  weight  since  the  time  of  sur- 
gery. 

Case  5. — This  twenty-seven-year-old  white  male 
was  first  seen  in  May,  1948,  complaining  of  marked 
intermittent  upper  abdominal  pain  of  short  duration 
accompanied  by  weight  loss,  weakness,  and  bouts  of 
vomiting.  The  past  history  revealed  that  he  had 
been  operated  elsewhere  in  1937  for  a perforated  duo- 
denal ulcer.  Soon  after  this  he  underwent  surgery 
for  a perforated  gallbladder;  however,  the  gallblad- 
der itself  was  left  in  situ.  He  was  again  operated  in 
1938  for  duodenal  ulcer  with  obstruction,  and  a gas- 
troenterostomy was  performed. 

Roentgen  examination  June  1,  1948,  revealed 
marked  dilatation  of  the  stomach  and  proximal  duo- 
denum with  considerable  fluid  and  solid  contents 
present  in  the  stomach.  There  was  a small  ulcer 
crater  on  the  anterior  wall  of  the  duodenal  cap  with 
considerable  associated  spasm  of  the  cap  and  indura- 
tion around  the  base  of  the  crater.  Four  and  one- 
half,  six,  and  twenty-four-hour  observations  showed 
the  bulk  of  the  meal  remaining  in  the  stomach,  only 
a very  small  amount  of  the  barium  having  passed  out 
of  the  stomach  by  way  of  the  gastroenterostomy 
stoma.  There  could  now  be  seen  an  accumulation  of 


Fig.  3.  Oblique  film  of  the  stomach  showing  the 
barium  entering  small  fistulous  tracts  extending 
superiorly  from  the  first  portion  of  the  duodenum. 
The  mottled  gas  shadows  noted  lying  above  the 
duodenal  cap  on  the  original  films  cannot  be  seen  in 
the  reproduction  (Case  3). 


amount  of  gas  lying  outside  of  the  gastrointestinal 
tract  in  the  right  upper  quadrant  which  conformed  in 
size  and  configuration  to  the  gallbladder  and  a por- 
tion of  the  biliary  tree,  most  probably  the  common 
duct  (Fig.  2C).  Examination  of  the  gastrointestinal 
tract  was  not  entirely  satisfactory  since  it  was  im- 
i possible  to  force  any  but  a small  amount  of  barium 
through  the  pylorus  into  the  proximal  duodenum. 
The  first  portion  of  the  duodenum  was  practically 
i completely  replaced  by  a large  area  of  ulceration 
measuring  4 by  2y2  cm.  in  diameter  (Fig.  2D). 
Forty-eight-hour  observation  again  showed  gas  out- 
lining portions  of  the  biliary  system. 

\ A diagnosis  of  internal  biliary  fistula  was  made, 
■most  probably  on  the  basis  of  a perforated  duodenal 
ulcer;  however,  malignant  neoplasm  of  the  pancreat- 
icobiliary  system  with  invasion  of  the  duodenum 
was  also  considered. 

The  patient  was  referred  to  surgery  shortly  there- 
after where  a hard  irregular  mass  was  found  at- 
tached firmly  to  the  first  and  second  portions  of  the 
duodenum,  gallbladder,  pancreatic  head,  and  liver. 
The  surgeon  felt  that  he  was  dealing  with  an  ad- 

i.vanced  carcinoma  of  the  pancreaticobiliary  system. 
A posterior  gastrojejunostomy  was  performed,  and 
i small  hard  node  which  was  removed  from  the 
transverse  mesocolon  was  reported  by  the  pathol- 
ogist as  showing  hyperplasia.  There  was  no  micro- 
I scopie  evidence  of  neoplasm. 

The  patient  is  living  and  well  to  date,  having 
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gas  in  the  right  upper  quadrant  having  the  size  and 
configuration  of  the  gallbladder  (Fig.  4). 

A diagnosis  of  internal  biliary  fistula  and  duo- 
denal ulcer  was  made. 

The  patient  refused  surgery  at  this  time.  He  im- 
proved both  subjectively  and  objectively  on  a rigid 
diet  and  was  discharged  June  13.  Improvement  was 
short-lived,  and  re-examination  of  the  upper  gastro- 
intestinal tract  on  July  14  again  showed  the  duodenal 
ulcer  with  obstruction  in  the  proximal  duodenum  and 
internal  biliary*  fistula  as  on  the  previous  examina- 
tion. The  patient  finally  consented  to  surgery  and 
was  readmitted  July  18. 

Exploration  revealed  a large  mass  of  tissue,  ap- 
parently inflammatory  in  origin,  about  a contracted 
gallbladder  and  pyloric  end  of  the  stomach  incor- 
porating the  gastrohepatic  omentum.  The  stomach 
was  enormously  dilated.  A second  gastrojejun- 
ostomy proximal  to  the  original  one  was  made.  Any 
radical  surgical  procedure  was  not  thought  advisable 
at  this  time  because  of  the  poor  risk  involved.  A 
biopsy  of  the  gallbladder  wall  revealed  chronic 
cholecystitis  and  considerable  scar  tissue. 

The  patient  developed  pleural  and  pulmonary 
complications  and  expired  on  the  tenth  postopera- 
tive day.  Permission  for  autopsy  was  not  obtained. 

Case  6. — The  patient,  a sixty-eight-year-old  white 
male,  was  seen  in  April,  1948,  complaining  of  jaun- 
dice of  two  weeks  duration,  also  loss  of  strength,  ap- 
petite, and  weight  over  a period  of  three  months. 

Roentgen  examination  of  the  gastrointestinal 
tract  revealed  fixation  of  the  first  portion  of  the  duo- 
denum. A portion  of  the  barium  was  seen  to  lie  out- 
side of  the  duodenum  superior  to  the  cap,  apparently 
in  a portion  of  the  biliary  system  (Fig.  2E).  At  four 
hours,  the  stomach  was  empty  with  a small  amount 
of  barium  remaining  in  the  biliary  tree  (Fig.  2F). 
The  remainder  of  the  gastrointestinal  examination 
was  essentially  negative. 

A diagnosis  of  internal  biliary  fistula  was  made. 
It  was  thought  that  we  were  dealing  with  a malig- 
nant neoplasm  primary  either  in  the  gallbladder  or 
biliary  tree  with  invasion  of  the  pancreas  and  first 
portion  of  the  duodenum. 

The  patient  refused  surgery  at  this  time.  Later, 
as  symptoms  progressed,  he  consented  to  surgical 
exploration.  Through  a high  right  rectus  incision 
the  liver  was  exposed  and  was  found  to  be  hyper- 
trophied and  nodular.  Below  the  liver  there  was  a 
large  hard  mass,  obviously  neoplastic,  containing  the 
gallbladder,  duodenum,  and  pyloric  end  of  the 
stomach.  Because  of  the  advanced  stage  of  the  proc- 
ess, no  definitive  surgical  procedure  was  carried  out. 
The  patient  expired  on  the  third  postoperative 
day. 

Etiology 

The  most  common  cause  of  spontaneous  in- 
ternal biliary  fistula  is  chronic  cholecystitis  in  one 
of  its  various  stages.  Approximately  90  per  cent 
of  fistulas  occurring  between  the  gallbladder  and 
duodenum  are  secondary  to  infection  and  stones 


in  the  gallbladder.1,2  Other  authors  report  some- 
what lower  percentages.4,6  The  remainder  are 
secondary  to  perforated  peptic  ulcer  and 
malignant  neoplasm  of  the  stomach  or  gallbladder 
in  that  order  of  frequency. 

In  the  majority  of  the  cases  here  presented,  the 
etiology  of  the  fistulous  communication  between 
the  biliary  and  gastrointestinal  tracts  could  be 
inferred  from  the  roentgen  studies  of  the  gastroin- 
testinal tract.  In  the  others,  correlation  of  the 
roentgen  and  clinical  findings  was  necessary. 
The  three  patients  that  came  to  surgery  showed 
either  large  inflammatory  or  neoplastic  masses 
occupying  the  pancreaticoduodenobiliary  region 
which  tended  to  mask  the  original  lesion.  In  two 
of  these,  biopsies  revealed  chronic  inflammatory 
tissue;  the  third  showed  a malignant  neoplasm, 
most  probably  primary  in  the  gallbladder. 

Anatomic  Types 

The  radiographic  diagnosis  of  the  exact  ana- 
tomic type  of  fistula  is  more  difficult  and  is  some- 
what aided  by  the  associated  findings.  The  pres- 
ence of  gallstones  or  reliable  history  of  their  pres- 
ence suggests  that  the  fistula  is  between  the  gall- 
bladder and  duodenum.  If  no  stone  is  present  but 
there  is  a definite  reliable  prior  diagnosis  of  duo- 
denal ulcer,  the  fistula  is  likely  to  be  between  the 
common  duct  and  duodenum.2,5  Gastric  ulcers, 
on  the  other  hand,  are  more  prone  to  perforate 
into  the  gallbladder.  Other  investigators  have 
found  that  ulcerations  of  the  posterior  wall  of  the 
duodenum  are  more  prone  to  perforate  into  the 
common  duct  than  ulcerations  of  the  lateral  wall 
which  tend  to  perforate  into  the  gallbladder. 

Cholecystocolic  fistulas  have  been  reported 
diagnosed  by  x-ray.5,7,8  However,  they  are  few 
in  number  compared  to  the  total  number  of  in- 
ternal biliary  fistulas  and  are  usually  secondary  tc 
gallstone  perforation. 

Summary 

Six  cases  of  spontaneous  internal  biliar}'  fistula.1 
are  presented  together  with  a discussion  of  th< 
roentgen  diagnosis,  etiology,  and  anatomic  types 
■ 10  West  Sixth  Stree’ 
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CURRENT  TRENDS  IN  THE  TREATMENT  OF  PULMONARY 
TUBERCULOSIS 

Edgar  Mayer,  M.D.,  New  York  City 


THE  main  factor  in  the  progress  of  the  tuber- 
culous process  in  the  lungs  is  the  necrotic 
or  caseous  lesion.  This  tends  to  liquefy  and 
discharge  its  bacilliferous  contents  into  the 
bronchial  tree,  leading  to  bronchogenic  dissemi- 
nation of  the  disease  and  to  a tissue  defect,  the 
cavity.  If  the  cavity  does  not  close  and  heal, 
it  will  remain  an  open  source  for  discharge  of 
bacilli,  leading  to  new  extensions  of  the  process. 
Necrotic  tuberculous  lesions  may  remain 
I stationary  for  long  periods  of  time  and  then 
proceed  to  slough  with  all  the  known  dangerous 
■ consequences.  These  sequelae  will  depend  upon 
the  quantity  of  material  discharged  and  its 
, bacillary  content. 

To  a large  extent,  tuberculous  lesions  usually 
i represent  the  inflammatory  reactions  to  the  dis- 
charged toxic  material  and  not  to  bacillary 
invasion.  These  lesions  may  resolve  as  readily 
and  completely  as  similar  lesions  of  other  in- 
fectious processes,  but  the  necrotic  residues 
persist.  Resolution  depends  greatly  on  the 
proportion  of  inflammatory  to  necrotic  areas. 
Necrotic  areas  beyond  minimal  size  rarely  heal. 

Neither  clinical  nor  x-ray  features  enable  us 
either  to  predict  the  proportion  of  inflammatory 
(resolvable)  to  necrotic  (irresolvable)  parts  in 
any  tuberculous  lesion  or  to  distinguish  one  from 
the  other.  Only  observation  of  response  to 
treatment  can  answer  these  questions  with 
certainty.  Neither  clinical  nor  x-ray  features 
nor  laboratory  tests  enable  us  to  evaluate 
; precisely  activity  or  potentialities  of  stationary 
lesions.  The  trend  of  changing  lesions  to  a large 
extent  can  be  determined  by  observation  of  the 
t extent  of  resolution,  of  sloughing,  of  fibrosis, 
or  of  their  combinations. 

Evaluation  of  the  individual  case  must  be 
based  on  clinical  experience  in  correlating  two 
groups  of  factors:  (1)  the  patient  factors  as 
related  to  race,  sex,  age,  and  physical  state  and 
1 (2)  the  disease  factors  as  related  to  (A)  character, 
(B)  extent  and  distribution,  (C)  duration  of 
1 lesions,  and  (D)  complications. 

The  character  of  the  lesions  as  recognized 
by  x-ray  include  (1)  infiltrations — soft,  patchy, 
with  or  without  cavitation;  (2)  nodular  lesions 
I with  or  without  evidence  of  fibrosis,  with  or 
i without  obvious  confluence;  (3)  mixtures  of 
jsoft  patchy  and  fibronodular  lesions  with  or 
without  obvious  cavitation. 

The  extent  and  distribution  of  x-ray  lesions 
I include  minimal  or  extensive  involvement  in 


one  lobe  and  in  one  lung  or  dissemination  in 
several  lobes  and  in  both  sides. 

The  duration  of  lesions  as  based  on  history 
and  x-ray  refers  to  (1)  recent — soft-appearing 
infiltrations;  (2)  older  with  evidence  of  “harden- 
ing” linear  or  nodular  fibrosis;  (3)  longstanding 
with  hard  fibrous  and  calcific  densities. 

Complications  refer  to  those  of  bronchi  and 
pleura. 

Therapeutic  aims  will  become  apparent  from  a 
correlated  evaluation.  Observation  will  indicate 
changes  in  phases  of  the  disease  and  in  the  thera- 
peutic goal  to  be  obtained.  The  changing 
goals  in  treatment  vary  according  to  the  course 
of  the  disease.  The  immediate  goal  is  to  stop 
extension  and  promote  resolution  of  lesions  by  bed 
rest  and  chemotherapy.  The  intermediate  goal 
is  to  promote  healing  of  persisting  lesions  and 
arrest  of  disease  by  closure  of  cavities  and  avenues 
of  spread.  The  available  means  are  through  col- 
lapse of  affected  lung  by  pneumothorax,  pneumo- 
peritoneum, phrenic  operation,  and  extrapleural 
collapse  measures.  The  ultimate  goal  is  to 
seal  permanently  or  eradicate  lesions  which 
persist  and  which  would  remain  potential  sources 
of  spread  by  future  flareup.  The  available 
means  here  are  through  thoracoplasty  and 
resection.  Pursuit  of  these  aims  must  be  based 
on  a proper  understanding  of  the  available 
methods  of  treatment  and  their  effects  upon  the 
lesions. 

Methods  of  Treatment 

Bed  rest  favors  resolution  of  inflammatory 
lesions  and  reduces  danger  and  extent  of  bron- 
chogenic spread. 

Chemotherapy . — Chemotherapy  through  the 
combined  use  of  streptomycin  and  para-amino- 
salicylic  acid  (PAS),  together  with  bed  rest,  is, 
when  indicated,  the  most  purposeful  procedure. 
Briefly  the  underlying  principles  are  as  follows: 

Streptomycin  has  been  shown  to  have  a power- 
ful bacteriostatic  effect  upon  the  tubercle 
bacillus.  By  suppressing  multiplication  of  bacilli 
in  the  body,  it  can  prevent  necrosis  in  tuber- 
culous infiltrations  and  thus  favor  prompt 
resolution.  It  relieves  toxemia  and  greatly 
reduces  the  dangers  of  spread.  It  has  two 
shortcomings:  (1)  It  has  little  effect  on  already 
necrotic  lesions.  (2)  Its  bacteriostatic  effect  is 
only  temporary.  Resistance  to  streptomycin 
is  acquired  by  the  bacillus  in  the  majority  of 
cases  if  the  drug  is  used  alone  in  dosage  of  1 Gm. 
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daily  for  more  than  sixty  days.  Resistant  strains 
may  occur  after  only  several  weeks  of  treatment. 

If  they  develop,  they  are  persistent. 

Para-amino-salicylic  acid  has  been  proved  to 
have  considerable  bacteriostatic  action  which 
can  accomplish  to  a lesser  degree  the  same  effects 
as  streptomycin.  PAS-resistant  strains  emerge 
only  after  a much  longer  period  of  time.  If 
administration  of  PAS  is  temporarily  discon- 
tinued, the  resistant  strain  is  frequently  replaced 
by  PAS-sensitive  bacilli  in  a few  weeks.  For 
these  reasons  PAS  can  be  used  almost  indefinitely. 

Used  in  combination  with  streptomycin, 
PAS  delays  or  prevents  emergence  of  resistance 
to  the  former.  In  a combination  of  the  two 
drugs  streptomycin  has  been  successfully  used 
in  dosage  of  1 Gm.  every  third  day.  Emergence 
of  resistance  can  thus  be  reduced  to  an  insignifi- 
cant incidence.  It  has  therefore  become  the 
principle  in  treatment  to  give  PAS  in  as  large 
doses  as  the  patient  can  tolerate,  combining  it 
with  a course  of  intermittent  administration  of 
1 Gm.  streptomycin,  estimated  as  likely  to  bring 
the  disease  under  control.* 

The  effectiveness  of  PAS  increases  with  its 
blood  level;  hence,  it  is  of  advantage  to  give 
the  highest  dose  desirable  for  the  individual 
in  proportion  to  body  weight.  A majority  of 
patients  will  tolerate  without  significant  gastro- 
intestinal irritation  as  much  as  12  to  20  Gm. 
daily  for  several  months,  and  even  for  one  to 
two  years.  Minimal  dosage  of  9 to  12  Gm. 
daily  for  long  periods  is  probably  required  to 
achieve  significant  therapeutic  effect  in  presence 
of  active  lesions. 

PAS  often  causes  gastric  upset  or  diarrhea. 
Its  sodium  salt  is  less  irritating.  If  irritation 
occurs  with  daily  administration,  it  may 
be  given  only  two  to  three  days  weekly.  How- 
ever, patients  may  often  be  persuaded  to  con-  * 
tinue  its  use  despite  abdominal  symptoms.  If  a 
large  dose  is  needed  or  if  it  cannot  be  taken  orally, 
then  it  may  be  given  subcutaneously  or  intra- 
venously (in  5 per  cent  glucose  solution  if  made  up 
in  a 1 per  cent  solution  for  hypodermocylysis  or 
3 per  cent  solution  for  intravenous  use). 

The  effects  of  chemotherapy  are  most  striking 
in  acute  febrile  pneumonic  tuberculosis.  Here 
prompt  subsidence  of  fever,  toxemia,  cough,  and 
expectoration  is  almost  the  rule.  When  laryngeal, 
bronchial,  or  intestinal  complications  are  present, 
the  relief  of  symptoms  is  so  prompt  as  to  appear 
almost  miraculous.  Resolution  of  x-ray  shadows 
may  be  observed  within  three  to  four  weeks, 
but  it  can  often  be  delayed  for  three  to  four 
months.  By  the  response  to  chemotherapy,  it  is 

* If  prolonged  use  of  both  drugs  for  a year  or  two  is  in- 
dicated, streptomycin  in  daily  1-Gm.  dosage  can  be  safely 
employed  with  PAS  (producing  only  occasional  auditory  or 
vestibular  disturbances). 


possible  to  distinguish  between  inflammatory 
and  necrotic  lesions.  X-ray  shadows  persisting 
in  spite  of  adequate  chemotherapy  may  be 
presumed  to  represent  necrotic  and/or  fibrotic 
lesions.  Presumably,  caseous  lesions  are  not 
penetrated  by  the  drugs.*  However,  these  can 
slough  during  administration  of  chemotherapy. 
Even  in  presence  of  cavities,  spread  to  formation 
of  new  lesions  is  generally  prevented  by  chemo- 
therapy, at  least  until  resistance  to  the  drugs 
emerges.  Persistent  chemotherapy  in  presence 
of  obviously  caseous  lesions  has  until  recently 
been  considered  futile.  Possible  exceptions  to 
this  are  indicated  by  the  recent  findings  of 
D’Esopo  and  Medlar  in  employing  chemotherapy 
without  interruption  for  over  one  year. 

Study  of  the  most  advantageous  uses  of  the 
antibiotic  drugs  is  still  under  way.  In  light  of 
the  most  recent  data  chemotherapy  is  used  in 
presence  of  new  and  active  lesions,  regardless 
of  whether  acute  or  chronic  disease  coexists. 
The  more  recent  and  extensive  these  lesions  are, 
the  more  clear  and  urgent  is  the  indication.  In 
recent  minimal  lesions,  the  indication  is  not 
urgent  and  less  clear,  but  when  there  is  doubt 
about  the  potentialities  of  a lesion,  there  is 
little  justification  for  withholding  the  drug 
in  proper  dosage  and  for  a proper  period  of  time. 

Combined  chemotherapy  is  indicated  for  long 
periods  in  chronic  advanced  disease,  including 
cases  in  which  bilateral  cavities  are  present, 
both  to  prevent  spread  and  to  shrink  and  in- 
spissate cavities  even  if  they  are  of  considerable 
size.  Many  such  cases  have  recovered  suffi- 
ciently to  make  collapse  measures  or  surgical 
resections  possible.  The  impression  has  been 
gained  that  under  these  circumstances  long  and 
continued  daily  administration  is  better  than 
intermittent  use. 

Surgical  Measures— -Experience  has  amply 
proved  that  the  reversible  forms  of  collapse 
therapy,  namely,  pneumothorax,  pneumo- 
peritoneum, and  phrenic  crush  lead  to  ultimate 
cure  of  advanced  disease  in  only  a minority  of 
cases,  even  when  they  are  definitely  indicated. 
The  relapse  rate  after  completion  of  treatment  is 
high  for  several  reasons:  (1)  Collapse  of  the 
affected  lung  often  does  not  produce  healing  of 
caseous  foci  by  fibrous  transformation,  and 
caseous  residues  persist  in  the  reinflated  lung 
even  after  long  periods  of  collapse.  (2)  Cavities 
apparently  closed  in  the  collapsed  lung  often  fail 
to  heal  and  reopen  upon  re-expansion  of  the 
lung,  even  after  years  of  collapse.  In  most  cases 
of  advanced  disease,  reversible  collapse  should  not 

* D’Esopo  and  Medlar  reported  that  in  caseous  segments 
resected  from  patients  treated  constantly  for  one  year  or 
more  with  daily  12  Gm.  PAS  and  1 Gm.  streptomycin, 
tubercle  bacilli  in  large  numbers  were  revealed  that  could 
neither  be  cultured  nor  infect  guinea  pigs. 
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be  expected  to  accomplish  ultimate  cure  but 
should  be  used  like  chemotherapy  and  bed  rest 
as  stopgap  measures  to  achieve  the  intermediate 
goal  of  closing  the  sources  of  spread  and  arresting 
the  disease,  at  least  until  such  time  as  surgical 
collapse  or  resection  of  persisting  lesions  can  be 
carried  out  under  optimal  circumstances. 

Pneumothorax,  when  used  with  proper  in- 
dications and  with  requisite  skill,  is  still  an  ex- 
cellent method  for  collapse  of  cavities.  With 
chemotherapy  now  available  for  use  in  exudative 
and  pneumonic  processes,  more  cases  which  have 
gone  on  to  cavity  formation  have  become  suit- 
able for  pneumothorax.  Recent  experience  in- 
dicates that  the  risk  of  complications  is  now 
negligible  if  effective  collapse  is  established 
before  the  organisms  have  become  resistant. 
Therefore,  pneumothorax  still  has  an  important 
place  in  the  treatment  of  chronic  pulmonary 
tuberculosis. 

Much  of  the  past  enthusiasm  for  pneumothorax 
now  seems  to  have  been  transferred  to  pneumo- 
peritoneum, a procedure  easy  to  administer, 
quite  free  of  complications,  applicable  to  exten- 
sive bilateral  disease,  and  more  truly  reversible 
than  pneumothorax.  However,  its  use  is  in- 
dicated in  a smaller  proportion  of  cases,  its 
effects  are  less  predictable,  and  the  collapse 
is  hardly  ever  as  selective.  Permanent  healing 
of  lesions  occurs  less  often  than  with  pneumo- 
thorax, even  when  combined  with  phrenic  crush. 

Trend  toward  surgery  in  treatment  is  now 
taking  place  which  is  almost  in  the  way  of 
making  pulmonary  tuberculosis  a surgical  dis- 
ease. This  has  been  brought  about  by  chemo- 
therapy which  has  brought  many  cases  within 
the  scope  of  surgery  that  never  reached  that 
point  before.  Surgical  procedures  have  become 
much  safer  when  performed  while  the  suppres- 
sive effect  of  the  antibiotics  prevails.  Further- 
more, thoracic  surgery  has  recently  made  enor- 
mous strides  with  improved  technic,  better 
anesthesias,  use  of  preoperative  functional 
respiratory  tests,  etc.  The  operative  risk  of 
thoracoplasty  has  been  reduced  to  a minimum. 
Pneumonectomy  and  lobectomy  procedures  have 
been  performed  with  minimal  reasonable  risk 
even  in  elderly  patients.  Segmental  resection  is 
comparatively  free  of  danger,  even  in  patients 
weakened  by  longstanding  chronic  illness. 

The  indications  for  these  surgical  procedures 
are  still  in  the  process  of  being  worked  out 
both  as  to  criteria  and  to  the  preferred  com- 
binations of  procedures.  Generally  speaking, 
the  guiding  principles  are  as  follows:  Surgery 
should  be  considered  when  continued  medical 
treatment  implies  risks  of  uncontrolled  disease 
greater  than  the  immediate  operative  risk,  when 
the  opposite  lung  is  free  of  active  disease  or 


there  is  little  risk  of  exacerbating  an  active 
contralateral  focus,  after  it  has  become  apparent 
that  the  patient  cannot  arrest  his  disease  with 
a thorough  trial  of  medical  and  reversible  collapse 
procedures,  and  when  it  is  apparent  that  lung 
function  is  adequate  and  will  not  be  adversely 
affected  by  the  operation.  In  certain  cases 
surgery  is  undertaken,  regardless  of  extent 
of  disease,  if  functional  studies  indicate  that 
lung  function  can  thereby  be  improved. 

In  general,  the  factors  determining  the  choice 
of  surgery  are  (1)  the  site  of  the  lesions,  especially 
the  cavity,  (2)  the  character  of  the  lesions, 

(3)  the  presence  of  bronchial  complications, 

(4)  the  best  means  of  conserving  lung  function, 
and  (5)  the  age  and  physical  status  of  the  patient : 

1.  Cavities  in  the  apex  are  best  collapsed  by 
thoracoplasty.  This  procedure  is  less  effective 
in  cavities  of  the  anterior  segment  of  the  upper 
lobe  and  those  near  the  hilum  and  in  the  basal 
areas.  In  all  of  these  instances  thoracoplasty 
would  also  involve  sacrificing  too  much  lung 
tissue.  In  treating  these,  the  method  of  choice 
is  resection. 

2.  Round  lesions  (tuberculomas  or  inspissated 
cavities)  anywhere  are  most  suitable  for  resection. 
Disseminated  upper  lobe  disease  is  best  treated 
by  thoracoplasty. 

3.  Bronchial  stenosis,  particularly  if  combined 
with  a tension  cavity  or  other  evidence  of  poor 
drainage,  is  an  indication  for  resection.  In 
milder  degrees  of  bronchial  stenosis,  thoraco- 
plasty may  be  quite  effective. 

4.  Secondary  to  healing  the  disease,  con- 
servation of  functioning  lung  tissue  should  re- 
ceive greatest  consideration  in  the  choice  of 
surgical  procedure.  Resection  is  often  pref- 
erable because  it  saves  functioning  lung  tissue. 
Thoracoplasty  is  at  times  indicated  for  functional 
reasons  in  order  to  prevent  overdistention  of 
the  good  side. 

5.  In  patients  of  practically  any  age  and  even 
in  those  enfeebled  by  longstanding  disease, 
thoracoplasty  may  be  undertaken  in  slow  stages 
and  under  local  anesthesia.  In  younger  people, 
especially  when  serious  or  persistent  disease 
justifies  operation,  resection  is  preferred.  The 
risks  of  resection  become  increasingly  great  with 
advanced  age. 

Thoracoplasty  is  still  the  surgical  procedure 
of  greatest  value  in  the  treatment  of  advanced 
pulmonary  tuberculosis.  It  results  in  permanent 
cure  and  rehabilitation  of  a greater  number  of 
cases  with  advanced  active  disease  than  most 
of  the  other  procedures.  The  fact  that  chronic 
pulmonary  tuberculosis  is  overwhelmingly  a 
disease  of  the  upper  lobes  and  that  large  rigid  cavi- 
ties rarely  heal  either  with  conservative  or  with 
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reversible  forms  of  collapse  therapy  makes 
thoracoplasty  the  ideal  method  of  treatment 
in  this  disease.  Among  its  advantages  are 
the  following:  Its  operative  risks  are  small. 
It  is  a feasible  operation,  even  in  poor  risk  patients. 
Its  relapse  rate  is  lower  than  most  of  the  other 
procedures.  It  can  satisfactorily  preserve  pulmo- 
nary function  if  used  under  proper  indications. 
It  does  not  preclude  resection  but  may  in  some 
instances  be  an  advisable  preliminary.  How- 
ever, it  fails  to  convert  the  sputum  in  about 
25  per  cent  of  cases;  it  leads  to  bronchiectatic 
residues  in  the  collapsed  lung  with  continued 
cough  and  expectoration  in  a considerable 
number  of  patients,  and  it  results  in  chest 
deformity  in  many  cases. 

Resection  of  lungs,  lobes,  and  segments  of 
lobes  for  the  treatment  of  tuberculous  disease 
has  proved  itself  a permanent  surgical  procedure. 
It  has  attained  a most  important  and  secure 
place  by  saving  many  lives  through  eradication 
of  lesions.  Its  indication  is  thoracoplasty  failure 
anticipated  or  already  proved  because  of  (1)  un- 
favorable location  of  lesions  (behind  heart,  above 
liver,  anterior  part  of  lungs);  (2)  bronchial 
complications  of  stenosis  in  small  bronchus 
(inspissated  cavity  or  tuberculoma),  of  medium 
bronchus  (tension  cavity  or  giant  cavity),  of 
large  bronchus  (suppurative  disease  in  lobe  or 
lung) ; (3)  pleural  complications  in  pneumothorax 
failures  with  inexpandable  lobes  or  lungs  (de- 
cortication with  resection)  or  in  empyema  with 
bronchopleural  fistula  (pleurectomy  combined 
with  pneumonectomy). 

With  unchanging  caseous  foci  of  small  size, 
the  question  of  performing  wedge  resections  is 
still  under  investigation. 

The  advantages  of  resection  are  its  immediate 
sputum  conversion  with  only  one  operation  and 
with  less  chest  deformity.  Its  disadvantage  is 
its  relatively  higher  operative  mortality.  Thora- 
coplasty and  resection  are  often  used  in  combi- 
nation. The  preferred  order  of  performance 
varies  with  the  circumstances  of  the  case. 
The  two  procedures  vie  with  one  another  in 
unilateral  critical  extensive  disease.  Even  with 
all  its  risks,  immediate  resection  is  justified 
here  when  it  is  the  patient’s  only  chance  of 
survival.  In  older  or  enfeebled  patients,  thora- 
coplasty in  slow  stages  first  may  be  advisable. 

Long-Range  Plan  of  Therapy 

In  the  majority  of  newly  discovered  cases 
today,  tuberculosis  is  already  in  the  advanced 
stage.  While  tuberculosis  mortality  decreased 
rapidly  and  significantly  in  recent  years,  there 
has  been  a significant  increase  of  ambulant 
chronic  pulmonary  tuberculosis  in  the  advanced 


stage.  Thus  the  new  case  most  often  appears 
as  an  advanced  and  complicated  process.  The 
therapeutic  problem  which  it  presents  is  also 
complicated  and  requires  several  methods  of 
treatment  to  achieve  best  results  in  pursuit  of  the 
immediate  as  well  as  ultimate  goals.  The  proper 
approach  to  such  a problem  is  to  work  out  in 
advance  a long-range  plan  of  treatment.  This 
should  be  based  on  an  evaluation  of  the  individual 
in  light  of  all  the  disease  factors  and  the  patient 
factors  as  mentioned  above.  The  plan  should 
be  flexible  and  subject  to  modification  in  light 
of  subsequent  course  of  events. 

Treatment  begins  with  pursuit  of  the  imme- 
diate goal.  This  seeks  to  bring  the  process  to 
its  reducible  minimum  as  promptly  as  possible 
by  resolution  of  all  lesions  that  will  respond. 

A period  of  bed  rest  combined  with  chemotherapy 
is  usually  the  treatment  of  choice  at  this  juncture.  I 
The  amount  of  bed  rest  and  antibiotics  must 
be  decided  strictly  individually  as  indicated  by  ; 
the  character  and  extent  of  involvement  and 
in  accordance  with  the  principles  underlying 
the  use  of  these  methods  as  previously  outlined. 
Studies  of  the  pathology  of  resected  lobes  have 
revealed  complete  disappearance  of  non-necrotic 
lesions  after  four  months  use  of  combined 
chemotherapy. 

Correct  evaluation  of  the  disease  should  enable 
us  to  estimate  how  much  of  the  immediate  goal 
can  be  achieved  by  bed  rest  and  chemotherapy 
and  to  plan  accordingly  for  the  next  step,  which 
aims  for  the  most  suitable  procedure  to  achieve 
the  intermediate  goal  of  closure  of  cavity  in 
order  to  eliminate  avenues  of  spread  through 
caseous  residues  likely  to  persist.  The  thera- 
peutic means  here  are  the  reversible  collapse 
measures  of  pneumothorax,  pneumoperitoneum, 
and  phrenic  crushing.  The  location  and  extent  i 
of  cavities  and  the  extent  and  distribution  of 
presumably  necrotic  lesions  should  determine 
the  choice  of  collapse  measure.  If  collapse 
is  indicated,  it  should  be  carried  out  while  anti- 
biotics and  bed  rest  maintain  their  suppressive 
effects. 

When  arrest  of  the  disease  is  achieved  by  j 
a reversible  form  of  collapse  therapy,  con- 
tinued close  observation  enables  us  to  determine  l 
how  much  of  the  ultimate  goal  of  a complete 
healing  is  taking  place.  Reversible  collapse 
should  never  by  choice  be  continued  longer 
than  three  years.  Lesions  which  have  not 
healed  by  then  are  not  likely  to  do  so  by  pro- 
longing the  same  therapy.  By  then  the  time 
has  arrived  for  attaining  the  ultimate  goal  by 
either  permanent  collapse  through  thoracoplasty 
or  by  eradication  of  persisting  caseous  foci  , 
through  pulmonary  resection. 

A complete  study  now  includes  not  only  serial  I 
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routine  x-rays,  but  also  a search  for  cavities  not 
visualized  in  routine  films  and  for  bacilli  cultured 
from  the  fasting  gastric  contents.  For  the  former 
we  employ  planigraphic  x-ray  studies  in  antero- 
posterior, lateral,  and  oblique  projections.  Dis- 
charge of  bacilli  in  the  sputum  is  regarded  as  a 
criterion  of  an  open  and  active  lesion.  Fre- 
quent discharge  of  bacilli  in  sputum  or  in  fasting 
gastric  contents  must  be  considered  evidence 
of  open  active  lesions.  Pathologic  evidence 
in  surgical  biopsies  indicates  thajt  even  negative 
sputum  cannot  always  be  considered  proof  of 
the  healing  of  lesions.  Histologically  the  lesions 
may  still  contain  large  numbers  of  bacilli.  In 
the  long  run,  it  is  chiefly  practical  experience 
that  teaches  us  how  to  interpret  the  laboratory 
and  x-ray  findings  in  light  of  the  entire  clinical 
picture. 


Conclusion 

Chronic  pulmonary  tuberculosis  when  dis- 
covered by  the  general  practitioner  is  usually 
an  already  advanced  and  complex  disease.  In 
such  advanced  forms  bed  rest,  chemotherapy, 
and  reversible  collapse  methods  as  employed 
up  to  now  have,  for  the  most  part,  proved  to 
be  measures  of  immediate  and  intermediate 
treatment.  Ultimate  cure  of  advanced  disease 
is  at  present  obtained  mostly  through  thora- 
coplasty and/or  resection.  The  trend  in  the 
treatment  of  necrotic  tuberculosis  is  now  in 
the  direction  of  surgery.  Whether  more  pro- 
longed and  uninterrupted  use  of  chemotherapy 
combined  with  rest  and  reversible  collapse 
therapy  will  eventually  render  necrotic  disease 
free  of  viable  bacilli  and  heal  advanced  tuber- 
culosis must  be  decided  by  future  experience. 


STUDIES  TO  DETERMINE  WHETHER  MONGOLIAN  IDIOTS  CAN  BE 
SUFFICIENTLY  TRAINED  TO  TAKE  PART  IN  SOCIETY 

Henry  Morelewicz,  M.D.,  John  Swierat,  M.D.,  and  John  Bembenista,  M.D., 

Buffalo,  New  York 

( From  the  St.  Rita’s  Home  for  Mentally  Defective  Children,  Getzville,  New  York) 


IN  1843  Mongolian  idiocy  was  described  as  a 
clinical  entity.  Since  1866  it  has  been  care- 
fully studied,  but  as  yet  many  questions  remain 
unanswered.  The  typical  physical  features  of 
Mongolian  idiots  vary  from  one  individual  to 
another.  The  I.Q.  of  these  children  is  between 
40  and  50,  and  their  manipulation  ability  is  much 
lower.1,2  As  a rule,  these  children  are  likable  and 
easy  to  handle  since  they  present  so  few  behavior 
problems. 

There  have  been  many  theories  proposed  as  to 
the  etiology  of  this  condition.3-5  Not  one  theory 
can  be  applied  to  all  the  cases,  however.  This  is 
not  surprising  since  postmortem  studies  show 
many  inconsistencies.  However,  the  observa- 
tions of  Benda  interested  us  to  the  extent  that  we 
thought  it  worth  while  to  investigate.6  He  found 
that  in  a number  of  Mongolian  idiots  their  thy- 
roids at  a specified  stage  of  development  did  not 
correspond  with  the  chronologic  age  of  the  child. 
We  decided  that  if  this  was  true,  we  should  get  a 
good  response  with  desiccated  thyroid  alone  or  in 
combination  with  a product  of  the  pituitary  gland. 
We  also  felt  that  this  alone  was  not  sufficient. 


We  decided  to  consider  these  children’s  emotional 
makeup,  their  aspirations,  their  abilities,  and 
limitations.  Thus  a program  consisting  of 
glandular  therapy,  teaching  of  activities  of  daily 
living,  and  coordinating  of  movements  was 
planned  and  instituted. 

Material 

When  we  began  our  studies  in  1942,  we  as- 
sumed that  all  our  Mongolian  idiots  had  glandular 
insufficiency  and  poor  cellular  protoplasm.  We 
theorized  that  in  order  to  get  the  best  results, 
glandular  therapy  should  be  instituted  early  so 
that  the  quality  of  protoplasm  could  be  changed 
while  the  child  was  undergoing  the  most  rapid 
development.  We  selected  the  youngest  children 
who  were  definitely  diagnosed  as  Mongolian 
idiots  on  admission  to  the  institution.  We  would 
have  preferred  treating  the  fetus  who  was  de- 
veloping into  a Mongolian  idiot,  but  unfor- 
tunately to  date  we  have  no  specific  test  to  deter- 
mine this  condition  in  utero. 

In  our  series  four  patients  received  no  glandular 
therapy,  three  received  desiccated  thyroid  only 
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and  seven  received  thyroid  and  Antuitrin  “S” 
(Table  I).  Thyroid  therapy  was  given  as  fol- 
lows: Vio  grain  or  more  of  desiccated  thyroid  one 
to  three  times  daily  for  ten  days  followed  by  a 
ten-day  rest  period.  This  alternating  routine 
was  followed  in  all  cases  that  received  glandular 
therapy.  The  dosage  was  so  regulated  that  the 
pulse  rate  did  not  go  over  100,  and  the  child 
actually  showed  signs  of  mild  irritability.  When 
Antuitrin  “S”  therapy  was  started,  an  unusual 
phenomenon  was  noted.  All  the  children  receiv- 
ing this  treatment  showed  an  increase  of  1 to  2 
inches  in  length,  every  eight  weeks,  until  they 
increased  their  original  height  by  4V2  inches. 
Thereafter  growth  continued  at  the  same  pace  as 
the  growth  in  the  control  group. 

The  results  obtained  in  this  series  of  studies 
were  not  startling,  but  several  interesting  things 
were  noted.  In  cases  treated  with  thyroid  alone 
or  in  combination  with  Antuitrin  “S,”  the  tex- 
ture of  the  skin  improved.  There  was  a diminu- 
tion of  the  false  edema  of  the  skin.  In  the  cases 
treated  with  desiccated  thyroid  the  indifferent 
placid  Mongolian  attitude  was  replaced  by  an 
irritability  and  boisterousness.  Children  under 
therapy  became  behavior  problems,  while  the 
control  group  showed  typical  indifference.  The 
Mongoloid  features  became  less  prominent  in  25 
per  cent  of  treated  cases. 

While  under  treatment  and  observation  each  of 
the  14  children  received  the  same  kind  of  per- 
sonal attention  in  the  activities  of  daily  living. 
Constant  encouragement  was  given  in  crawling, 
sitting,  standing,  walking,  and  proper  eating. 
Music  was  used  to  help  in  learning  coordination 
of  movements  and  balancing  of  the  body.  All 
the  children  received  intensive  training  in  bladder 
and  bowel  control.  The  personnel  of  the  institu- 
tion, starting  with  the  hospital  superintendent 
down  to  the  nurse’s  aides,  were  instructed  to  be 
good  substitute  parents.  In  this  way  each  child 
was  given  a great  deal  of  loving  and  cuddling. 
This  was  felt  to  be  very  significant  in  establishing 
a proper  rapport  with  the  child. 

The  purpose  of  these  studies  was  to  determine 
the  following:  (1)  whether  early  therapy  with 
glandular  products  can  be  of  value;  (2)  at  what 
age  to  start  therapy;  (3)  whether  intensive 
physiotherapeutic  measures,  as  well  as  training  of 
good  habits,  should  go  hand  in  hand  with  glandu- 
lar therapy;  (4)  whether  there  are  any  possibili- 
ties for  this  type  of  a child,  who  has  received 
treatment  and  properly  prescribed  training,  to 
participate  in  modern  society  rather  than  reside 
in  institutions.  On  the  basis  of  these  studies  we 
feel  that  the  combination  of  glandular  therapy 
and  proper  training  is  of  value,  especially  if 
started  early  in  life. 

In  this  series,  Cases  8,  9,  and  11  showed  the  best 
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results.  Of  course  there  is  always  the  possibility 
that  these  three  cases  would  be  better  than  the 
rest  we  observed  even  if  no  glandular  therapy  had 
been  used.  However,  in  order  to  arrive  at  a 
definite  conclusion,  a large  series  of  cases  should 
be  studied  in  various  parts  of  the  country  under  a 
coordinated  program  to  determine  whether  prop- 
erly selected  drugs  and  training  have  satisfac- 
tory effects  on  this  type  of  case. 

Case  8 showed  interest  in  its  body,  its  immedi- 
ate surroundings,  and  the  attendants.  The  child 
played  well  under  supervision  and  was  able  to 
carry  out  simple  commands  without  hesitation  or 
prompting.  Cases  9 and  11  showed  interest  in 
their  bodies,  surroundings,  attendants,  and  the 
children  with  whom  they  were  institutionalized. 
They  took  every  opportunity  to  attract  the 
attention  of  attendants,  nurses,  and  physicians 
with  whom  they  came  in  contact.  Their  vocabu- 
lary consisted  of  about  60  to  70  words.  These 
two  children  knew  all  of  the  attendants  and  visit- 
ing physicians  by  name,  recited  nursery  rhymes 
which  they  learned,  played  games  with  other 
children,  and  sang  individually  or  in  chorus. 
They  were  able  to  do  various  dance  steps  with 
good  timing  and  coordination.  They  carried  out 
either  simple  or  complex  commands.  It  was  felt 

I that  these  two  could  be  classified  as  feeble-minded 
rather  than  idiots. 

Why  should  we  be  so  concerned  about  these 
children?  (1)  It  would  be  a credit  to  the  medical 
profession  to  be  able  to  help  these  children  and 
their  unfortunate  parents.  (2)  The  community 
would  not  have  to  carry  the  economic  burden  of 

I supporting  these  children  for  the  span  of  their 
natural  life,  and  (3)  these  children  could  possibly 
be  taught  to  fit  into  our  complex  scheme  of  life 
and  become  productive,  thus  contributing  to  the 
economy  of  their  country.  When  they  reached 
working  age,  they  could  be  placed  on  assembly 
lines  or  be  fitted  into  homebound  and  protective 
workshop  programs. 

Today  we  must  evaluate  our  reserve  working 


manpower  carefully.  Already  we  are  exhausting 
our  productive  manpower  pool  of  physically  fit 
individuals  and  are  turning  to  the  employment  of 
either  more  women  or  the  physically  handi- 
capped. The  only  other  remaining  possibilities 
are  the  aged  and  the  high-grade  mental  defec- 
tives. Thus,  we  must  strive  to  help  the  Mon- 
golian idiot  to  qualify  mentally  and  physically 
for  the  last  mentioned  group,  especially. 

It  is  hoped  that  this  paper  will  act  as  a stimulus 
to  those  physicians  interested  in  the  mentally 
defective  group  and  its  problems  to  re-evaluate 
the  various  surgical,  medical,  physical,  and  psy- 
chologic tools  at  their  disposal.  It  is  possible  to 
help  the  Mongolian  idiot  attain  a more  rounded 
and  productive  life  by  using  these  medical  tools 
either  singly  or  in  various  proper  combinations. 
It  is  now  up  to  the  profession  to  work  out  the 
details. 

Conclusions 

1.  A study  of  14  Mongolian  idiocy  cases  from 
St.  Rita’s  Home  for  Mentally  Defective  Children 
is  presented. 

2.  A plea  is  made  to  evaluate,  over  a period  of 
years,  various  drugs  and  training  programs. 
This  is  to  be  done  in  various  mental  defective 
institutions  to  determine  whether  a treated  Mon- 
golian idiot  can  be  trained  to  be  productive  and 
able  to  compete  outside  an  institution. 

3.  A more  intensive  effort  should  be  made  in 
search  for  a reliable  test  or  set  of  tests  to  detect 
Mongolian  idiocy  in  utero. 
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CHRONIC  VITAMIN  A POISONING 
After  receiving  for  at  least  three  months  home- 
administered  percomorph  liver  oil  in  an  erroneous 
daily  dosage  amounting  to  an  excess  of  240,000  units 
of  vitamin  A,  typical  physical  and  osseous  signs 
appeared,  plus  an  unusual  cranial  bone  involve- 
iment.  The  author  believes  that  because  of  the 


dangers  of  overdosage,  vitamin  A should  be  ad- 
ministered with  caution  in  healthy  infants.  When 
hypervitaminosis  is  recognized  and  the  excess  intake 
stopped,  prognosis  is  good. — George  Blair,  M.D., 
Journal  of  the  American  Medical  Association,  August 
25,  1951 


TORSION  OF  OVARIAN  NEOPLASMS 


George  Schaefer,  M.D.,  Edward  C.  Veprovsky,  M.D.,  F.A.C.S.,  and 
Frederick  Carpenter,  M.D.,  F.A.C.S.,  Forest  Hills,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology , Queens  General  Hospital,  Jamaica) 


A REVIEW  of  all  the  ovarian  neoplasms 
operated  at  Queens  General  Hospital  in  the 
past  twelve  years  disclosed  a considerable  number 
of  cases  of  torsion  of  the  pedicle.  Ovarian  tumors 
usually  do  not  produce  symptoms  until  they  have 
attained  a large  size  or  until  some  complication 
occurs.  We  have  analyzed  our  cases  of  torsion 
with  a view  to  arriving  at  an  earlier,  more 
accurate  diagnosis  in  the  presence  of  this  com- 
plication. 

Material 

In  the  twelve-year  period  from  January,  1939, 
to  December,  1950,  there  were  238  patients  oper- 
ated for  ovarian  tumors  in  11,148  admissions  to 
the  Gynecologic  Service.  Ml  simple  ovarian 
cysts,  such  as  follicular  or  corpus  luteum  cysts, 
were  excluded  from  this  study.  Four  patients 
were  operated  on  the  Surgical  Service  because  of 
an  admission  diagnosis  of  acute  appendicitis.  In 
the  238  patients  in  whom  ovarian  neoplasms 
occurred,  33  or  14  per  cent  had  torsion  of  the 
pedicle. 

Incidence. — The  incidence  of  torsion  of  ovarian 
neoplasms  reported  in  the  literature  is  between  10 
and  20  per  cent.1-4  Our  incidence  at  Queens 
General  Hospital  is  14  per  cent.  The  age  inci- 
dence in  our  cases  is  shown  in  Table  I. 


TABLE  I. — Age  Incidence  of  Twisted  Ovarian- 
Neoplasms 


Age  in  Years 

Number 
of  Cases 

Per  Cent 

10  to  15 

2 

6 

16  to  20 

3 

9 

21  to  30 

6 

18 

31  to  40 

12 

36 

41  to  50 

5 

15 

51  to  60 

2 

6 

61  to  70 

1 

3 

71  to  80 

i 

3 

81  to  90 

i 

3 

About  55  per  cent  of  the  cases  occurred  be- 
tween the  ages  of  twenty-one  and  forty  years,  and 
70  per  cent  occurred  between  the  ages  of  twenty- 
one  and  fifty  years.  Two  of  our  cases  occurred 
before  the  age  of  fifteen  years,  and  six  occurred 
after  the  menopause.  Haines  and  Edgerly 
found  13  cases  in  girls  under  seven  years.1  The 
oldest  patient  in  our  series  was  eighty-seven 
years.  This  complication  should  be  considered 
both  before  puberty  and  after  the  menopause  in 
the  differential  diagnosis  of  lower  abdominal  pain. 


Color. — Of  our  33  patients,  27  were  white  and 
six  Negro,  a ratio  of  4.5  to  1.  The  ratio  of  white 
patients  to  Negro  patients  is  1.2  to  1 on  the 
Gynecologic  Service. 

Parity. — Although  67  per  cent  of  our  patients 
were  multigravidas,  18  per  cent  were  married  but 
had  never  been  pregnant,  and  15  per  cent  were 
single;  these  figures  are  not  too  far  removed  from 
the  percentages  for  these  groups  in  the  adult  fe- 
male population  which  Haines  and  Edgerly  give 
as  55  per  cent,  20  per  cent,  and  25  per  cent, 
respectively. 

Location. — In  54  per  cent  of  our  cases  torsion 
occurred  on  the  right  side  and  in  46  per  cent  on 
the  left  side.  A consensus  of  cases  reported  in 
the  literature  reveals  that  torsion  occurs  more 
frequently  on  the  right  side  than  on  the  left  in  the 
ratio  of  3 to  2. 11 3,5 

Etiology 

Torsion  of  the  pedicle  may  occur  suddenly,  but 
most  writers  state  that  the  actual  mechanism  of 
torsion  extends  over  a period  varying  from  weeks 
to  months.  Careful  questioning  will  frequently 
elicit  a history  of  previous  similar  but  milder 
attacks  than  the  acute  episode  that  brought  the 
patient  to  operation. 

Although  torsion  has  been  described  in  all  types 
of  tumors,  two  thirds  of  the  cases  in  our  series 
were  of  the  solid  variety.  In  order  for  torsion  to 
occur,  a freely  movable  tumor  must  be  present, 
and  there  must  be  a long  pedicle.  The  pedicle 
usually  is  made  up  of  the  tube,  the  upper  portion 
of  the  broad  ligament,  the  mesosalpinx,  and 
occasionally  the  round  ligament.  Torsion  re- 
sults in  occlusion  of  the  thinner  veins  of  the 
pedicle  before  the  more  resistant  arteries  are 
occluded,  permitting  blood  to  enter  the  tumor 
while  escape  is  impaired.  This  results  in 
hemorrhagic  infarction. 

Sudden  increase  in  intra-abdominal  pressure 
from  coughing,  sneezing,  lifting,  or  straining  may 
cause  torsion.  Some  have  attributed  torsion  to 
the  alternate  distention  and  evacuation  of  the 
bowels  and  bladder.  In  a previous  report  we  had 
noted  a tendency  to  torsion  in  children,  perhaps 
as  a result  of  their  greater  activity  and  of  the 
fact  that  the)r  are  more  likely  to  receive  trauma 
to  the  abdomen  or  to  lift  excessively  heavy 
weights.6  Intra-abdominal  increase  in  pressure  is 
more  likely  in  children  from  vomiting  and  strain- 
ing at  stool. 
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Symptoms 

The  symptoms  complained  of  and  their  order  of 
frequency  in  our  cases  are  shown  in  Table  II. 


TABLE  II. — Symptoms 


Symptom 

Number 
of  Cases 

Per  Cent 

Abdominal  pain 

33 

100 

Mass  felt 

21 

64 

Vomiting 

14 

42 

Irregular  bleeding 

8 

24 

Dysmenorrhea 

7 

21 

Constipation 

i 

3 

Duration  of  Symptoms. — Table  III  shows  the 
duration  of  the  acute  symptoms  in  our  cases 
which  led  to  hospitalization. 


TABLE  III. — Duration-  of  Symptoms 


Time 

Number 
of  Cases 

Per  Cent 

Under  1 day 

ii 

33 

1 to  7 days 

9 

27 

8 to  14  days 

7 

21 

15  to  30  days 

1 

3 

1 to  6 months 

1 

3 

Over  6 months 

4 

12 

Abdominal  pain  was  present  in  all  of  our 
patients.  Usually  it  was  described  as  sharp  and 
cramplike  and  located  in  the  lower  abdomen. 
The  degree  of  pain  is  apparently  dependent  on  the 
degree  of  interference  with  the  blood  supply,  al- 
though we  have  occasionally  seen  the  pain  sub- 
side for  several  hours  before  operation  and  yet 
found  the  pedicle  twisted  three  times  on  itself. 
At  times  the  pain  radiates  to  the  back  and  fre- 
quently is  described  as  a feeling  of  pressure  in  the 
pelvis.  Radiation  of  the  pain  down  the  thigh  has 
been  described  by  Koucky  as  of  diagnostic  value 
in  determining  the  side  of  the  neoplasm.7 

The  patients  complained  of  a mass  in  the  abdo- 
men in  21  cases  (64  per  cent).  Since  the  tumor 
was  over  11  cm.  in  23  cases,  it  is  likely  that  this 
was  an  accurate  finding  in  the  history. 

Vomiting  occurred  in  14  patients  (42  per  cent) 
and  was  probably  due  to  peritoneal  irritation. 
This  symptom  has  been  reported  more  fre- 
quently, 70  to  90  per  cent,  by  other  authors. 

Irregular  menstrual  bleeding,  either  menor- 
rhagia or  metrorrhagia,  occurred  in  eight  patients 
(24  per  cent) . This  symptom  has  not  occurred  as 
frequently  in  other  reports.  Since  fibromyomas 
of  the  uterus  were  present  in  only  one  patient  , the 
uterine  bleeding  was  probably  related  to  the 
ovarian  lesion.  In  six  of  the  eight  patients  the 
size  of  the  tumor  was  over  10  cm.  so  that  pressure 
on  the  uterus  may  have  been  responsible  for 
some  of  the  menstrual  irregularities.  However, 
no  characteristic  menstrual  disturbance  could  be 
related  to  the  torsion. 

Dysmenorrhea  was  present  in  seven  cases  (21 
per  cent),  five  of  which  were  patients  with  der- 
moids. Since  the  occurrence  of  dysmenorrhea 
in  the  adult  female  population  is  in  the  neighbor- 
hood of  20  per  cent,  this  symptom  is  probably  not 
significant  except  to  note  its  frequency  in  der- 
moids. Marshall  reported  dysmenorrhea  in  9 per 
cent  of  415  cases  of  dermoid  cyst  of  the  ovary.8 

Constipation  occurred  in  one  patient  with  a 
Krukenberg  tumor. 

Bladder  symptoms  were  not  complained  of  in 
our  cases,  and  others  have  reported  them  infre- 
quently. 


Eleven  patients  (33  per  cent)  stated  that  their 
symptoms  had  been  present  for  less  than  one  day 
However,  in  most  of  these  patients,  milder  symp- 
toms had  been  present  for  a longer  period. 
Twenty-seven  patients  (82  per  cent)  had  symp- 
toms for  less  than  two  weeks,  and  four  patients 
complained  of  symptoms  for  six  months  or  longer. 


Diagnosis 

Physical  Signs. — The  physical  signs  in  patients 
with  acute  torsion  of  the  pedicle  of  an  ovarian 
neoplasm  are  moderate  abdominal  distention 
due  to  secondary  intestinal  distention,  muscle 
rigidity  and  spasm  over  the  site  of  the  lesion,  pal- 
pation of  a mass  in  the  pelvis  or  abdomen,  and  at 
times  manifestations  of  shock.  These  findings 
are  consistent  with  those  of  an  acute  abdominal 
emergency  and  were  present  in  a large  percentage 
of  our  cases.  The  signs  in  chronic  cases  of  tor- 
sion may  consist  only  of  an  enlargement  of  the 
abdomen  and  the  palpation  of  a mass  on  bi- 
manual examination.  Tenderness  and  rigidity 
are  usually  absent. 

The  temperature  was  below  100  F.  in  22  cases 
and  about  100  F.  in  11  patients.  The  pulse  rate 
was  below  90  per  minute  in  19  cases  and  about  90 
per  minute  in  14  patients.  Thus  patients  with 
acute  torsion  may  have  a normal  temperature 
and  pulse  rate. 

Laboratory  Findings. — The  white  blood  count 
was  normal  in  17  patients  and  elevated  above 
10,000  cells  per  cu.  mm.  in  14  patients.  The 
polymorphonuclear  leukocytes  were  above  80  per 
cent  in  11  patients  and  normal  in  16  patients. 
Since  more  than  one  half  of  the  patients  had  a 
normal  white  blood  count  with  a normal  differen- 
tial, no  significance  could  be  attributed  to  the 
blood  count  as  a diagnostic  aid. 

Sedimentation  rates  were  performed  on  20  of 
the  33  patients.  In  15  (75  per  cent)  the  sedimen- 
tation rate  was  elevated  above  15  mm.  per  hour, 
whereas  in  five  (25  per  cent)  the  sedimentation 
rate  was  normal.  In  the  differential  diagnosis  of 
torsion  of  the  pedicle  from  acute  appendicitis,  this 
increase  in  sedimentation  rate  in  early  acute 
appendicitis  might  be  of  some  value. 
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Preoperative  Diagnosis. — Table  IV  shows  the 
preoperative  diagnoses  in  our  33  patients. 


TABLE  XV. — Preoperative  Diagnosis 


Diagnosis 

Number 
of  Cases 

Per  Cent 

Twisted  ovarian  cyst 

10 

30 

Ovarian  cyst 

9 

28 

Acute  appendicitis 

4 

12 

Fibromyomata  uteri 

4 

12 

Abdominal  tumor 

2 

6 

Intestinal  obstruction 

2 

6 

Ectopic  pregnancy 

1 

3 

Pelvic  inflammatory  disease 

1 

3 

The  correct  diagnosis  of  twisted  ovarian  cyst 
was  made  in  ten  patients  (30  per  cent).  In  an 
additional  nine  (28  per  cent)  a diagnosis  of 
ovarian  cyst  was  made.  Although  a tumor  mass 
was  palpable  in  almost  all  the  patients,  a correct 
diagnosis  of  ovarian  cyst  was  made  in  only  58  per 
cent  of  the  patients,  primarily,  we  believe,  because 
the  possibility  of  a twisted  ovarian  cyst  was  not 
considered.  Four  patients  (12  per  cent)  were 
operated  for  acute  appendicitis  and  four  patients 
for  fibromyomata  uteri.  An  abdominal  tumor 
was  diagnosed  in  two  patients  and  intestinal 
obstruction  in  two  patients.  Ectopic  pregnancy 
and  pelvic  inflammatory  disease  were  each  diag- 
nosed in  one  patient. 

Associated  Pathology. — Three  patients  in  our 
series  were  operated  for  ovarian  cyst  during 
pregnancy.  Two  were  in  their  second  trimester, 
and  one  was  operated  on  the  day  of  delivery.  In 
this  latter  patient,  a cyst  measuring  over  30  cm. 
and  containing  6 L.  of  fluid  was  removed.  One 
patient  had  a dermoid  cyst,  and  one  patient  had 
bilateral  papillary  serous  cystadenomata,  one 
side  of  which  had  twisted. 

In  the  patient  who  had  a Krukenberg  tumor,  a 
carcinoma  of  the  appendix  was  found  at  opera- 
tion. One  patient  had  fibromyomata  of  the 
uterus,  and  another  patient  had  pelvic  inflamma- 
tory disease. 

Differential  Diagnosis. — A correct  diagnosis  of 
torsion  of  the  pedicle  of  an  ovarian  cyst  will  be 
made  more  frequently  if  the  condition  is  con- 
sidered in  the  differential  diagnosis  of  lower 
abdominal  pain  in  women.  Although  all  the 
symptoms  and  signs  may  not  be  present  at 
one  time,  a careful  history,  even  in  patients 
who  present  signs  of  an  acute  abdominal 
emergency,  will  often  reveal  that  the  patient  has 
been  aware  of  a mass  in  her  abdomen  that  may 
have  increased  in  size  with  her  acute  symptoms. 
This  sudden  increase  in  the  size  of  the  mass  is 
usually  due  to  hemorrhage  into  the  cyst  following 
torsion.  Radiation  of  lower  abdominal  pain 
down  the  anterior  and  lateral  aspect  of  the  thigh 
is  highly  suggestive  of  torsion  of  an  ovarian  cyst. 
The  intermittent  nature  of  her  symptoms  and  the 
history  of  previous,  milder  attacks  is  also  helpful. 


A careful  pelvic  examination  in  adults  and  a 
rectoabdominal  examination  in  children  wall  re- 
veal the  presence  of  a mass  in  almost  all  patients. 
The  most  frequent  incorrect  diagnosis,  especially 
in  children,  is  acute  appendicitis.  The  finding  of 
an  elevated  sedimentation  rate  is  more  common 
in  twisted  ovarian  cyst  than  in  early  acute 
appendicitis.  Vomiting  is  more  common  in 
appendicitis  than  in  torsion  of  an  ovarian  cyst. 

Ectopic  pregnancy  may  be  differentiated  from 
torsion  of  an  ovarian  cyst  by  the  history  of  a 
period  of  amenorrhea  in  the  former.  Irregular 
bleeding,  however,  may  also  occur  with  torsion. 

Partial  intestinal  obstruction  may  occur  with  a 
large  twisted  cyst  due  to  pressure  and  adhesions. 

Such  other  conditions  as  pelvic  inflammatory 
disease,  urinary  tract  calculi  or  infection,  and 
tumor  of  the  uterus  have  all  been  incorrectly 
diagnosed  in  the  presence  of  torsion. 

Since  dermoids  comprised  more  than  one  third 
of  the  neoplasms  in  our  series  and  since  dermoids 
can  frequently  be  detected  by  x-ray  examination 
of  the  abdomen,  a flat  plate  of  the  abdomen  is 
often  of  help  in  the  differential  diagnosis  of 
ovarian  tumors.  Bone  and  calcareous  material 
have  been  described  on  x-ray  of  dermoid  cysts  in 
from  20  to  50  per  cent  of  the  cases.8,9  Robins 
and  White  have  described  an  increased  trans- 
lucency  instead  of  a density  which  occurs  in  der- 
moid cysts  and  is  due  to  the  sebaceous  material 
in  the  cyst.10 

Pathologic  Diagnosis. — Table  V shows  the 
pathologic  diagnosis  in  our  33  patients  with  tor- 
sion of  an  ovarian  cyst. 


TABLE  V.— Pathologic  Diagnosis 


Type  of  Tumor 

Number 
of  Cases 

Per  Cent 

Dermoid 

12 

36 

Fibroma 

4 

12 

Serous  cvstadenoma 

4 

12 

Cyst  with  hemorrhage 

4 

12 

Simple  epithelial  cyst 

3 

9 

Pseudomucinous  cystadenoma 

2 

6 

Serous  cystadenocarcinoma 

1 

3 

Pseudomucinous  cystadenocarcinoma 

1 • 

3 

Krukenberg  tumor 

1 

3 

Granulosa  cell  carcinoma 

1 

3 

It  is  interesting  to  note  that  36  per  cent  of  the 
tumors  undergoing  torsion  were  dermoids  and 
that  fibromas,  serous  cystadenomas,  and  cysts 
with  hemorrhage,  which  could  not  be  further 
differentiated,  each  comprised  12  per  cent  of  the 
total. 

Of  the  238  ovarian  neoplasms  in  which  our 
cases  of  torsion  occurred,  34  were  dermoids  of 
which  12  (35  per  cent)  underwent  torsion.  Piper 
describes  torsion  occurring  in  12  per  cent  of  der- 
moids.11 There  were  nine  fibromas  in  the  total 
number  of  tumors  operated,  of  which  four  under- 
went torsion.  Dockerty’s  statement  that  torsion 
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in  fibromas  rarely  occurs  until  the  tumor  out- 
grows the  confines  of  the  pelvis  appears  to  be 
borne  out  by  the  large  size  of  the  fibromas  in  our 
series,  namely,  20,  18,  15,  and  10  cm.12  Three  of 
the  four  patients  who  had  torsion  of  a fibroma 
were  past  the  menopause.  Torsion  in  the  other 
tumors  occurred  in  a smaller  percentage  than  in 
dermoids  and  fibromas. 

Table  VI  shows  the  size  of  the  tumors  in  our 
series. 


TABLE  VI. — Size  of  Tumors  Undergoing  Torsion 


Size  (Cm.) 

Number 

Per  Cent 

5 to  10 

10 

30 

11  to  20 

16 

48 

21  to  30 

6 

18 

Over  30 

1 

3 

Thirty  per  cent  of  the  tumors  were  10  cm.  or 
less  in  diameter,  48  per  cent  were  11  to  20  cm., 
and  18  per  cent  were  21  to  30  cm.  Two  thirds  of 
the  tumors  were  from  11  to  30  cm.  in  size,  indi- 
cating that  they  probably  had  been  present  for 
some  time  before  they  produced  symptoms. 

There  were  four  malignant  tumors  in  the  33 
patients  with  torsion.  The  symptoms  produced 
by  the  torsion  were  responsible  for  their  discovery. 
One  was  a granulosa  cell  carcinoma  in  a thirteen- 
year-old  girl,  and  one  was  a pseudomucinous 
cystadenocarcinoma  in  an  eighty-seven-year-old 
woman.  The  third  was  a Krukenberg  tumor 
which  had  metastasized  from  a carcinoma  of  the 
appendix.  The  fourth  was  a serous  cystadeno- 
carcinoma. 

Comment 

Ovarian  neoplasms  are  notoriously  silent. 
Usually  they  are  detected  only  after  they  become 
very  large  and  produce  signs  or  symptoms  that 
enable  an  earlier  diagnosis  of  an  ovarian  tumor 
than  would  ordinarily  occur.  Since  12  per  cent 
of  the  33  patients  had  malignancies,  which  would 
otherwise  have  gone  undiagnosed,  recognition  of 
the  complications  of  ovarian  neoplasm  is  impor- 
tant. 

Even  when  torsion  occurs,  however,  the  cor- 
rect diagnosis  is  frequently  missed,  not  because 
t is  a difficult  diagnosis  but  because  it  is  not  con- 
sidered in  the  differential  diagnosis  of  lower 
ibdominal  pain.  In  our  cases  five  of  the  patients 
vere  less  than  twenty  years  of  age,  and  six  were 
last  the  menopause.  These  11  patients,  or  one 
bird  of  all  the  cases  of  torsion,  were  in  age  groups 
vhere  ovarian  tumors  are  frequently  not  borne  in 
nind  as  a cause  of  symptoms.  In  spite  of  the 
act  that  a complication  such  as  torsion  occurred 
a our  cases,  a correct  diagnosis  of  torsion  was 
aade  in  only  30  per  cent  of  the  patients.  In  an 
dditional  28  per  cent,  a diagnosis  of  ovarian  cyst 


was  made.  Thus  a diagnosis  of  ovarian  neo- 
plasm was  made  in  only  slightly  more  than  half 
of  our  cases,  58  per  cent. 

Parity  appears  to  have  no  relation  to  the 
occurrence  of  torsion  of  an  ovarian  neoplasm  and 
occurs  with  the  same  frequency  in  multigravida, 
married  women  who  have  not  been  pregnant,  and 
single  women  as  their  distribution  in  the  female 
population.  In  our  cases,  torsion  also  occurred 
on  either  the  right  or  left  side  with  almost  the  same 
frequency.  The  presence  of  a freely  movable 
tumor  on  a long  pedicle  in  a patient  subjected  to  a 
sudden  increase  in  intra-abdominal  or  extra- 
abdominal pressure  will  frequently  result  in  tor- 
sion. The  pedicle  may  untwist  and  symptoms 
disappear  for  a period  to  recur  again  at  a later 
date. 

The  only  two  symptoms  that  occurred  with 
significant  frequency  in  torsion  were  abdominal 
pain  and  the  feeling  of  a mass  in  the  abdomen. 
One  third  of  the  patients  had  symptoms  for  less 
than  one  day,  and  81  per  cent  had  symptoms  for 
less  than  two  weeks.  Only  17  per  cent  of  the 
205  ovarian  neoplasms  we  reviewed  that  did  not 
undergo  torsion  had  symptoms  for  two  weeks  or 
less.  Pelvic  or  rectal  examination  revealed  the 
presence  of  a mass  in  practically  all  of  our  cases. 
When  an  examination  was  not  confirmatory  be- 
cause of  splinting  of  the  abdomen,  examination 
under  anesthesia  was  occasionally  necessary. 

Temperature,  pulse,  and  blood  count  examina- 
tion were  of  little  value  in  the  diagnosis  of  torsion. 
Of  some  significance,  perhaps,  was  the  finding  of 
an  elevated  sedimentation  rate  in  75  per  cent  of 
the  patients  on  whom  it  was  done.  X-ray 
examination  of  the  abdomen  in  doubtful  cases 
will  be  of  value  in  patients  who  have  dermoids, 
especially  if  the  increased  translucency  that  occurs 
in  dermoids  is  sought. 

The  treatment  for  torsion  of  an  ovarian  neo- 
plasm is  surgical  removal.  The  incision  should 
be  large  enough  so  that  the  tumor  can  be  removed 
intact  and  a careful  inspection  of  the  other  ovary 
can  be  made.  It  is  our  policy  not  to  untwist  the 
pedicle  before  removing  the  cyst  since  emboli 
have  been  reported  when  this  is  done. 

Summary  and  Conclusions 

1.  Torsion  of  ovarian  neoplasms  was  present 
in  14  per  cent  of  all  ovarian  tumors  operated  at 
Queens  General  Hospital. 

2.  The  occurrence  of  torsion  was  responsible 
for  a diagnosis  of  an  ovarian  neoplasm  that 
might  otherwise  have  been  undiscovered. 

3.  Although  torsion  occurs  most  frequently 
during  the  childbearing  period,  it  may  also  occur 
before  the  menarche  and  after  the  menopause. 

4.  The  most  common  symptoms  of  torsion 
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are  lower  abdominal  pain  and  the  feeling  of  a 
mass  in  the  abdomen. 

5.  Although  the  symptoms  of  torsion  may  be 
acute,  a careful  history  will  frequently  reveal  that 
milder  symptoms  were  present  for  a longer 
period. 

6.  The  only  significant  laboratory  finding  in 
torsion  was  the  presence  of  an  elevated  sedimen- 
tation rate  in  75  per  cent  of  the  patients  on  whom 
this  test  was  done. 

7.  The  diagnosis  of  torsion  is  frequently 
missed  because  it  is  not  considered  in  the  differen- 
tial diagnosis  of  lower  abdominal  pain. 

8.  Dermoid  cyst  was  the  most  common  tumor 
associated  with  torsion  in  our  cases.  Next  in 
frequency  were  fibroma,  serous  cystadenoma,  and 
undifferentiated  cysts  with  hemorrhage. 

9.  Twelve  per  cent  of  the  tumors  that  under- 
went torsion  were  malignant. 

10.  Careful  examination  of  the  opposite  ovary 
should  be  made  at  operation  for  any  ovarian  neo- 


plasms. The  incision  should  be  large  enough  to 
permit  adequate  visualization  of  the  entire  pelvis. 

98-11  Queens  Boulevard 
42-28  Union  Street 
42-12  104th  Street 
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POSSIBLE  RELATIONSHIP  OF  LIPIDS  IN  LIVER  AND 
BONE  MARROW 

Preliminary  Report 

Meyer  Texon,  M.D.,  and  Leonard  J.  Goldwater,  M.D.,  New  York  City 
( From  the  Division  of  Industrial  Hygiene,  Columbia  University,  School  of  Public  Health) 


THE  occurrence  of  disturbed  hemopoiesis  in 
association  with  cirrhosis  of  the  liver  has  been 
described  in  a number  of  reports  during  the  past 
twenty  years.  The  more  important  items  in  the 
literature  on  the  subject  are  mentioned  in  a recent 
article  by  Movitt  who  also  presents  data  on  several 
cases  of  his  own.1  Descriptions  of  bone  marrow 
changes  found  in  conjunction  with  liver  cirrhosis 
have  generally  been  concerned  with  morphologic 
abnormalities  of  the  cellular  elements,  with  little 
or  no  mention  of  the  presence  or  absence  of  fatty 
disturbances  in  the  marrow. 

In  recent  years  a voluminous  literature  has  ap- 
peared in  which  fatty  changes  in  the  liver  in  cases 
of  cirrhosis  have  been  described.2,3  Study  of  this 
subject  has  been  stimulated  by  the  observation 
that  lipotropic  agents,  particularly  choline, 
methionine,  and  inositol,  appear  to  be  of  value  in 
freeing  the  liver  of  abnormal  fat  deposits  and  in 
bringing  about  both  histologic  and  clinical 

This  study  was  supported  by  grants  from  the  U.S.  Vitamin 
Corporation  and  the  Lakeside  Laboratories,  Inc. 


improvement.  The  present  study  was  under- 
taken in  an  effort  to  determine  (1)  whether  or  not  ; 
there  was  any  demonstrable  association  between 
liver  fat  and  bone  marrow  fat  in  cases  of  cirrhosis  j 
of  the  liver  and  (2)  whether  or  not  lipotropic  | 
agents  might  have  any  effect  on  bone  marrow  fat.  1 

Case  Reports 

Case  1 ( First  Admission). — This  thirtv-seven- 
vear-old  female  was  admitted  on  January  19,  1950, 
complaining  of  increasing  jaundice,  weakness,  1 
dyspnea,  and  swelling  of  the  abdomen  and  legs  of  1 
one  month  duration.  The  past  history  revealed  pre-  i 
vious  treatment  at  two  other  hospitals  within  the  I 
past  two  years  for  similar  episodes  of  painless  I 
jaundice.  X-ray  was  claimed  to  reveal  no  gallstones. 
The  patient  admitted  excessive  liquor  intake  for 
three  years,  two  pints  of  wine  and  four  quarts  of  i 
beer  almost  daily.  For  the  previous  five  years  she 
drank  slightly  less.  She  denied  right  upper  quad- 
rant pain.  There  was  no  pruritus.  The  diet  was  | 
poor.  Hoarseness  had  begun  two  weeks  previously.  ■; 
Prior  to  admission  she  also  complained  of  aching  in 
the  precordial  area. 
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TABLE  I. — Laboratory  Data  in  Case  1 


Date 

Red  Blood  Cells 

Hemoglobii 

(Gm.) 

1 

White  Blood  Cells  Icteric  Index 

Serum  Bili- 
rubin (Mg.) 

Cephalin 

Flocculation 

First  Admission 

January  20 

2,500,000 

9.2 

13,200 

100 

1.6 

4 + 

Beginning  of 

Lipotropic  Therapy 

March  1 

2,860,000 

9.2 

6,800 

35 

4 + 

March  13 

3,340,000 

10.0 

11,300 

40 

3 + 

April  4 

3,450,000 

9.5 

6,600 

25 

1 + 

April  24 

3 , 240 , 000 

10.0 

6,400 

i .6 

3 + 

Second  Admission 

May  17 

1,820,000 

5.8 

14,800 

20 

1 . 1 

i + 

June  6 

2,560,000 

7.8 

6,600 

2 + 

June  26 

4,340,000 

8.5 

6,600 

15 

2 + 

Physical  examination  revealed  a deeply  jaundiced, 
dyspneic  female.  Numerous  spider  angiomata 
were  present  on  the  face,  neck,  chest,  and  arms. 
The  lungs  were  clear.  The  heart  revealed  an  apical 
gallop,  regular  rhythm,  110  per  minute.  Blood  pres- 
sure was  130/80.  A systolic  blowing  murmur  was 
found  at  the  apex  as  well  as  at  the  aortic  area. 
There  were  no  diastolic  murmurs.  The  abdomen 
was  distended  with  fluid.  The  abdominal  collateral 
circulation  was  notable.  The  liver  was  enlarged 
four  fingerbreadths  and  the  spleen  two  finger- 
breadths  below  the  right  and  left  costal  margins, 
respectively.  The  extremities  revealed  two  plus 
edema. 

The  patient  was  treated  with  a high-carbohydrate 
and  high-protein  diet,  plus  lipotropic  agents*  and 
ascorbic  acid.  She  gradually  gained  strength  and 
appetite.  The  jaundice  cleared  almost  completely. 
The  edema  subsided.  She  was  discharged  improved 
on  April  29,  1950. 

Second  Admission. — Patient  was  readmitted  one 
week  after  she  was  discharged.  She  stated  she  had 
been  drinking  two  quarts  of  beer  daily.  On  day  of 
admission  she  noted  melena  and  hematemesis. 
There  was  no  abdominal  pain. 

The  patient  was  icteric.  The  abdomen  was  soft. 
Blood  pressure  was  120/70,  pulse  132;  systolic 
apical  murmur  was  present. 

The  patient  received  transfusion  of  500  cc.  whole 
blood.  She  improved  gradually.  It  was  felt  that 
the  liver  had  decreased  in  size  clinically,  although  it 
was  still  palpable  two  fingerbreadths  below  the  costal 
border.  Diet  and  lipotropic  agents  were  given  as 
previously.  The  important  laboratory  findings  are 
given  in  Table  I.  Three  specimens  were  obtained 
by  liver  biopsies  as  follows: 

February  10,  1950 — “Cirrhosis,  fatty  change, 
bile  stasis.”  Cytoplasm  of  liver  cells  replaced  by 
fat. 

April  12,  1950 — “Cirrhosis  of  liver.”  Fat  no 
longer  present  in  liver  cells. 

June  17, 1950 — “Laennec’s  cirrhosis.”  Appear- 
ance similar  to  second  biopsy  specimen. 

Bone  marrow  biopsies  were  done  at  approximately 
the  same  time  as  the  liver  biopsies.  The  first  of 
these  revealed  a hypercellular  megaloblastic  marrow 
I containing  practically  no  fat.  The  second  specimen 

* Methischol,  a mixture  of  choline,  methionine,  inositol, 
i liver  concentrate,  and  vitamin  B12,  supplied  by  the  U.S.  Vita- 
] min  Corporation. 


showed  a normoblastic  structure  with  decreased 
cellularity  and  the  presence  of  fat.  The  third, 
following  massive  hemorrhage,  showed  a hyper- 
plastic, normoblastic  appearance.  Regression  of  the 
fatty  changes  in  the  liver  is  seen  when  the  second 
biopsy  specimen  is  compared  with  the  first. 

Case  2. — This  forty-six-year-old  female  entered 
the  hospital  on  March  26,  1950,  complaining  of  right 
upper  quadrant  pain,  lower  abdominal  ache,  nause- 
ous feeling,  anorexia,  swollen  ankles,  and  weakness 
for  the  past  four  days.  Jaundice  was  first  noted  by 
the  patient  five  days  prior  to  admission.  The  past 
history  revealed  that  the  patient  was  treated  pre- 
viously for  cirrhosis  of  liver  at  two  hospitals.  The 
patient  admitted  excessive  alcoholic  intake  for 
thirteen  years  with  steady  heavy  drinking  for  the 
past  three  years.  The  diet  was  consistently  poor. 
The  patient  was  previously  treated  for  abdominal 
ascites  by  repeated  paracenteses. 

Physical  examination  revealed  deep  jaundice  of 
the  skin  and  sclerae  and  numerous  spider  angiomata. 
The  liver  was  enlarged  five  fingerbreadths  below  the 
costal  border.  The  spleen  was  enlarged  one  finger- 
breadth  below  the  costal  border.  One  plus  ankle 
edema  was  present. 

The  patient  was  treated  with  high-protein  and 
high-carbohydrate  diet  with  added  lipotropic  agents.  * 
Mercuhydrin  was  used  to  help  reduce  edema.  The 
patient  gradually  but  steadily  improved  so  that  the 
abdomen  lost  its  fluid  and  no  external  edema  was 
apparent  upon  discharge.  The  jaundice  receded, 
and  the  appetite  improved.  The  patient  was  up 
and  about  the  ward  after  about  eight  weeks  of 
therapy.  The  more  important  laboratory  findings 
are  shown  in  Table  II. 

A bone  marrow  biopsy  at  the  time  of  admission 
showed  a hyperplastic  megaloblastic  composition 
containing  very  little  fat.  A liver  biopsy  at  the 
same  time  showed  marked  fatty  infiltration  with  the 
cytoplasm  of  the  liver  cells  replaced  by  fat.  Just 
before  discharge  a second  bone  marrow  biopsy  was 
done,  and  this  showed  a reversion  to  a normoblastic 
structure  with  fat  present.  A second  liver  biopsy 
could  not  be  obtained. 

Case  3. — This  forty-three-year-old  female  entered 
the  hospital  complaining  of  jaundice,  weakness, 

* Lipotropic  Capsules,  Lakeside,  containing  dl-methionine, 
inositol,  and  choline  dihydrogen  citrate,  supplied  by  Lake- 
side Laboratories. 
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TABLE  II. — Laboratory  Data  in  Case  2 


Date 

Red  Blood  Cells 

Hemoglobin 

(Gm.)  White  Blood  Cells  Icteric  Index 

Serum  Bili- 
rubin (Mg.) 

Cephalin 

Flocculation 

April  27 

2,450, 000 

8.5 

11,100 

75 

8.7 

1 + 

Beginning  of  Lipotropic  Therapy 

May  17 

2,780,000 

9.0 

10,600 

35 

5.4 

2 + 

June  6 

3,940,000 

11.2 

8,500 

20 

5.0 

3 + 

Date 


TABLE  III. — Laboratory  Data  in  Case  3 


Red  Blood  Cells 


Hemoglobin 

(Gm.)  White  Blood  Cells  Icteric  Index 


Serum  Bili- 
rubin (Mg.) 


Cephalin 

Flocculation 


May  8 

3,820,000 

11.0  3,300 

Beginning  of  Lipotropic  Therapy 

40 

3.9 

3 + 

May  17 

3,120,000 

9.7 

4,000 

30 

3.3 

2 + 

June  7 

3,560,000 

11.0 

7,100 

25 

2.5 

3 + 

June  26 

3,700,000 

11.0 

4,000 

21 

3 + 

weight  loss,  and  anorexia  for  two  weeks.  The 
patient  was  previously  treated  at  this  hospital  for 
“liver  disease  and  malnutrition”  three  years  ago. 
She  admitted  excessive  alcohol  intake  for  the  past 
seventeen  years  with  heavy  drinking  for  the  last  ten 
years.  The  diet  was  always  poor. 

Physical  examination  revealed  a thin,  jittery 
female  with  sclerae  and  skin  jaundiced.  Numerous 
spider  angiomata  were  present.  The  liver  was 
enlarged  six  fingerbreadths  below  the  costal  border. 
There  was  no  external  edema.  The  heart  was 
totally  irregular  on  admission  but  became  regular 
after  two  days.  Blood  pressure  was  1 10/70.  There 
were  no  cardiac  murmurs  or  enlargement. 

The  patient  was  treated  with  high-carbohydrate 
and  high-protein  diet  plus  lipotropic  agents.  With 
steady  improvement  in  her  clinical  state,  her  weight 
increased  from  124  to  133  pounds.  The  appetite  re- 
turned, jaundice  gradually  cleared,  she  felt  stronger 
and  was  up  and  about  most  of  the  time  during  her 
seven  weeks  hospitalization. 

Liver  biopsies  were  performed  on  two  occasions. 
The  first,  on  May  12,  1950,  revealed  “fatty  cirrho- 
sis” the  cellular  cytoplasm  being  replaced  by  fat  in 
most  of  the  liver  cells.  The  second,  on  June  24, 
1950,  revealed  “cirrhosis  of  the  fiver  with  unusual 
granuloma  formation.”  Fatty  infiltration  was  no 
longer  present.  The  more  important  findings  are 
summarized  in  Table  III. 

No  bone  marrow  biopsy  was  obtained  on  admis- 
sion, but  the  one  done  before  discharge  showed  a 
normoblastic  marrow  with  fat  present. 

Comment 

It  is  obvious  that  no  far-reaching  conclusions 
can  be  drawn  from  the  findings  in  the  cases  cited. 
On  the  other  hand,  the  data  are  highly  suggestive 
of  the  fact  that  there  is  a relationship  between 
fatty  changes  in  the  liver  and  in  the  bone  marrow 


in  cases  of  cirrhosis  of  the  liver  and  that  this 
relationship  is  of  an  inverse  nature.  It  would 
appear  that  excessive  fat  in  the  liver  is  accom- 
panied by  depletion  of  bone  marrow  fat  and  when 
fat  is  mobilized  and  removed  from  the  liver,  there 
is  a return  of  the  normal  bone  marrow  fat.  This 
does  not  imply  that  there  is  actually  an  inter- 
change of  fat  between  bone  marrow  and  liver,  al- 
though present  knowledge  does  not  exclude  this 
possibility.  Fractional  analysis  of  liver  and  bone 
marrow  lipoids  may  throw  further  light  on  this 
question.  The  relationship  of  altered  fat  content 
of  bone  marrow  to  hemopoiesis  is  another  feature 
which  requires  elucidation. 

The  role  of  lipotropic  agents  in  relation  to  the 
physiology  of  the  bone  marrow  demands  further 
investigation.  As  has  been  said,  cirrhosis  of  the 
liver  is  known  to  be  associated  with  disturbed 
bone  marrow  function.  This  disturbance  is 
manifested  by  a megaloblastic  marrow  and 
macrocytosis  in  the  peripheral  blood  and  is  usu- 
ally attributed  to  a deficiency  of  some  hemopoi- 
etic factor  originating  in  the  liver.  There  is  no  rea- 
son for  questioning  the  validity  of  this  hypothe- 
sis, but  up  to  the  present  time  the  possible  role  of 
lipoids  and  lipotropic  substances  has  not  received 
major  consideration.  The  findings  in  the  present 
study  suggest  the  desirability  of  further  study, 
both  clinical  and  experimental,  on  this  important 
subject. 
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A SPECIFIC  METHOD  OF  SPINAL  ANESTHESIA  FOR  CULDOSCOPIC 
EXAMINATION 

Barnett  A.  Greene,  M.D.,  and  A.  Biezunski,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Anesthesiology,  Unity  and  Brooklyn  Women’s  Hospitals) 


CULDOSCOPY  is  still  a relatively  new  and 
uncommon  procedure.  We  have  been  for- 
tunate, however,  to  have  had  the  opportunity 
of  testing  a variety  of  anesthetic  methods  and 
drugs  in  a series  of  75  culdoscopic  examinations. 
There  are  problems  peculiar  to  the  use  of  an 
endoscope  inserted  through  the  posterior  vaginal 
fornix  into  the  peritoneal  cavity  of  a patient  in 
the  knee-chest  position.  After  trying  local, 

! caudal,  and  lumbar  epidural  anesthesia  and  sev- 
■ eral  spinal  anesthetic  agents,  we  have  finally 
arrived  at  a spinal  technic  which  seems  best 
i adapted  to  the  special  requirements  of  the  patient 
and  the  gynecologist. 

Our  method  of  choice  is  spinal  analgesia  to  the 
ninth  thoracic  dermatome  produced  by  the  in- 
jection of  a hypobaric  solution  of  Lucaine  hy- 
drochloride crystals,  20  mg.,  dissolved  in  3 cc. 
of  distilled  water.* 

A prophylactic  vasopressor  drug,  ephedrine 
sulfate,  50  mg.,  or  neosynephrine  hydrochloride, 
5 mg.,  is  injected  subcutaneously  five  minutes 
before  the  lumbar  puncture.  Then  a 26-gauge 
spinal  needle  is  inserted  into  the  third  or  fourth 

I lumbar  interspace  of  the  patient  in  the  sitting 
position.  Immediately  after  the  anesthetic  solu- 
tion has  been  instilled  into  the  subarachnoid  space 
the  patient  is  asked  to  assume  the  knee-chest 
position.  By  the  time  the  patient  has  been 
positioned  and  the  thighs  fastened  to  the  verti- 
cal post  of  the  leg  holders,  analgesia  has  appeared, 
i The  patient  is  ordered  to  drink  10  glasses  of  fluid 
each  day  for  the  first  three  days  after  the  culdo- 
scopic examination. 

The  following  discussion  presents  the  rationale 
for  each  feature  of  the  described  technic. 

1.  Spinal  analgesia  is  the  simplest,  most  rapid, 
and  most  reliable  method  of  obtaining  adequate 
analgesia.  It  is  the  current  preference  of  Decker 
after  long  experience  with  local  anesthesia.1  Spi- 
nal anesthesia  is  also  the  choice  of  Shanaphy 
and  Ziemba  after  a brief  trial  of  caudal  analgesia.2 
Intravenous  Pentothal  sodium  has  been  occa- 
sionally employed  by  TeLinde  when  local  anes- 
thesia has  been  inadequate.3  The  obvious  major 
hazards  of  general  anesthesia  in  a patient  face 
down  in  a darkened  room  must  be  acceptable 
only  to  a gynecologist  who  is  dissatisfied  with 
local  anesthesia  and  to  whom  the  services  of  an 

* Lucaine  hydrochloride  was  supplied  by  the  Maltbie 
. Laboratories,  Newark,  New  Jersey. 


anesthesiologist  are  not  available.  Whenever 
the  latter  has  been  part  of  the  team,  spinal 
anesthesia  has  been  the  method  of  choice. 

The  dangers  of  spinal  anesthesia,  e.g.,  death 
or  neurologic  complications,  especially  for  a 
procedure  caudad  to  the  umbilicus  in  patients,- 
suitable  for  culdoscopic  examination,  are 
garded  as  preventable.  This  opinion  i^  based 
on  the  personal  experience  of  the  senior  author 
(B.A.G.)  with  50,000  spinal  anesthesias  in  private 
and  military  practice.  If  tire  possibility  of  a 
serious  hazard  complicating  our  technic  were  a 
real  threat,  we  could  not  and  would  not  continue 
our  liberal  use  of  spinal  analgesia  for  thousands 
of  rectal,  pilonidal,  vaginal,  and  obstetric 
operations. 

2.  A hypobaric  solution  of  the  anesthetic 
drug  is  selected  so  that  it  will  tend  to  float  dor- 
sally  and  caudally  while  the  patient  is  in  the 
knee-chest  position,  thus  predominantly  affect- 
ing the  posterior  roots  of  the  sacral,  lumbar, 
and  lower  thoracic  nerves.  The  retention  of 
voluntary  motor  power  enables  the  patient  to 
maintain  the  position  without  special  assistance 
or  apparatus.  With  a hypobaric  solution  the 
patient  may  and  should  immediately  get  into 
the  knee-chest  posture.  With  hyperbaric  solu- 
tions of  procaine  or  Metycaine  the  patient  must  be 
kept  on  her  back  or  sitting  for  several  minutes 
to  allow  fixation  in  the  posterior  or  caudal  zone 
of  the  spinal  canal  before  assuming  the  final 
position.1'2 

3.  Lucaine  hydrochloride  is  the  drug  of  choice 
because  only  20  mg.  of  the  crystals  suffice  for 
one  hour  of  analgesia,  and  the  small  weight  of 
the  drug  facilitates  the  preparation  of  a hypo- 
baric solution.  In  this  dosage,  even  in  isobaric 
or  hyperbaric  solution,  it  has  relatively  little 
effect  on  the  motor  roots.4  Milowsky  has  used 
only  25  to  50  mg.  of  procaine  hydrochloride  in  a 
2.5  per  cent  solution  to  obtain  a predominantly 
sensory  block,  but  the  analgesia  could  be  de- 
pended upon  for  only  twenty  minutes.1  Shan- 
aphy and  Ziemba,  employing  50  to  75  mg.  of 
Metycaine  hydrochloride  in  2 cc.  of  spinal 
fluid,  obtained  thirty  minutes  of  anesthesia 
but  encountered  sufficient  motor  paralysis  to 
require  special  equipment  for  the  support  of  the 
patient  and  enough  instances  of  high  spinal 
anesthesia  to  warrant  the  warning  to  watch 
for  an  unduly  high  level.2  With  Lucaine,  20 
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mg.  in  3 cc.  of  distilled  water,  the  tendon  re- 
flexes and  voluntary  motion  of  the  legs  are  re- 
tained, and  a level  of  analgesia  cephalad  to  the 
umbilicus  is  not  produced;  yet  the  abdominal 
wall  tone  is  relaxed  and  the  intestines  are  con- 
tracted to  facilitate  the  entrance  of  air  into  the 
peritoneal  cavity  and  afford  easy  and  nontrau- 
matic  visualization  of  the  pelvic  viscera. 

In  the  absence  of  Lucaine,  similar  results  may 
be  obtained,  although  not  so  reliably,  with  5 cc. 
of  0.1  per  cent  Pontocaine  hydrochloride  (0.5  cc. 
pontocaine  fluid  with  4.5  cc.  of  distilled  water).5 

4.  The  volume  of  the  solution  is  3 cc.  for  two 
reasons.  First,  when  20  mg.  of  Lucaine  hydro- 
chloride crystals  are  dissolved  in  3 cc.,  the  re- 
sulting dilution,  0.66  per  cent,  limits  the  drug 
to  a predominantly  sensory  effect.6  Second, 
the  volume  of  3 cc.  assures  a level  of  analgesia 
to  the  umbilicus,  the  level  necessary  to  block 
pain  produced  by  traction  or  manipulation  of 
pelvic  viscera,  especially  if  they  are  diseased. 
A “saddle  block”  confined  to  the  lumbosacral 
area,  such  as  is  obtained  with  50  mg.  of  procaine 
in  1 to  2 cc.  of  spinal  fluid,  has  often  failed 
to  provide  complete  analgesia.  Analgesia  to 
the  ninth  or  tenth  thoracic  level  has  enabled 
the  gynecologist  to  perform  a uterine  di- 
latation and  curettage  immediately  without 
additional  anesthesia  after  culdoscopic  examina- 
tion had  eliminated  the  possibility  of  an  ectopic 
pregnancy. 

5.  The  solvent  of  the  Lucaine  hydrochloride 
crystals  is  distilled  water  to  obtain  a hypobaric 
solution.  An  additional  advantage  in  not  using 
spinal  fluid  as  the  solvent  derives  from  the  fact 
that  3 cc.  of  spinal  fluid  would  be  difficult  to 
obtain  through  the  26-gauge  spinal  needle  em- 
ployed for  the  lumbar  puncture. 

6.  The  lumbar  puncture  is  performed  with  a 
26-gauge,  10-cm.  spinal  needle,  passed  into  the 
dura  through  a 21-gauge,  5-cm.  needle  inserted 
to  the  dura  or  ligamentum  flavum  as  an  intro- 
ducer. This  “double-needle”  technic  has  been 
described  in  detail  in  another  report.7  It  has  been 
in  regular  use  during  the  past  three  years  for  all 
of  our  early  ambulatory  patients.  The  minute 
opening  left  in  the  dura  by  a 26-gauge  needle  per- 
mits so  little  postpuncture  leakage  of  spinal 
fluid  that  a postpuncture  headache  is  quite  rare 
(0.5  per  cent). 

In  addition,  if  the  patient  is  ordered  to 
drink  10  glasses  of  ■ fluid  (2,500  cc.)  a day 
for  three  days,  a headache  is  encountered  even 
more  rarely  (0.3  per  cent).  Decker,  Decker, 
and  Milowsky  have  reported  one  severe  headache 
in  25  patients  punctured  with  a 20-gauge  needle.1 
Shanaphy  and  Ziemba  have  had  no  complication 
with  a 20-  or  22-gauge  needle  in  57  patients  at  a 
U.S.  Marine  Hospital.  \Ye  have  not  encountered 


even  a mild  headache  in  our  series  of  75  culdo- 
scopic examinations  performed  with  the  26-gauge 
needle.  These  three  groups  are  too  small, 
however,  to  be  of  statistical  significance  in  evalua- 
ting the  effect  of  any  single  factor  in  the  occur- 
rence of  a postspinal  headache.  In  support  of 
our  recommendation  of  the  26-gauge  needle  and 
hydration  we  cite  our  more  recent  experience  with 
them  in  500  hemorrhoidectomies  and  pilonidal 
sinus  excisions,  2,000  vaginal  deliveries,  and  200 
uterine  curettages  where  the  incidence  of  post- 
puncture headaches  has  been  0.3  per  cent.  All 
of  these  were  extremely  mild  and  were  detected 
because  of  our  special  interest  in  their  occurrence. 
Even  this  minute  incidence  might  have  been 
reduced  if  we  had  chosen  to  avoid  those  pre- 
disposed by  migraine  and  if  all  patients  had 
been  hydrated  well.  The  prophylaxis  of  post- 
puncture cranial  nerve  palsies  depends  on  the 
same  factors,  a minute  dural  puncture  and  hydra- 
tion, which  prevent  postpuncture  hypotension 
of  cerebrospinal  fluid  and  headache.8 

7.  The  patient  should  be  sitting  during  the 
lumbar  puncture  because  it  is  easier  to  use  the 
26-gauge  needle  in  this  position,  and  the  patient 
can  move  more  readily  into  the  knee-chest  pos- 
ture with  less  disturbance  to  the  desired  dis- 
tribution of  the  anesthetic  solution  in  the  sub- 
arachnoid space. 

8.  A prophylactic  vasopressor  drug  is  always 
desirable,  even  though  it  may  not  be  always 
necessary.  Although  the  head-down  aspect 
of  the  knee-chest  position  tends  to  maintain  the 
arterial  blood  presure,  it  frequently  falls  during 
or  immediately  after  the  culdoscopic  examination 
unless  a vasopressor  drug  is  used.  The  hypoten- 
sion is  caused  by  the  anesthetic  block  of  the  lum- 
bar and  lower  thoracic  sympathetic  fibers,  the 
decreased  venous  return  resulting  from  the  posi- 
tion of  the  lower  extremities  during  the  examina- 
tion, and  sometimes  by  a traction  reflex  from  a 
vigorously  pulled  cervix. 

Our  current  anesthetic  method  for  culdo- 
scopic examination  has  been  enthusiastically 
endorsed  by  our  gynecologists  because  its  specific 
suitability  to  their  needs  has  permitted  then- 
patients  to  leave  the  hospital  on  the  same  day 
if  desired;  it  has  enabled  them  to  assure  then- 
hypersensitive  or  emotionally  unstable  patients 
that  the  culdoscopic  examination  is  not  uncom- 
fortable and  is  not  followed  by  postanesthetic 
complications;  it  has  avoided  conditioning  culdo- 
scopic patients,  who  are  often  candidates  for 
subsequent  procedures,  against  anesthesia  or 
operation  in  the  near  future. 

Summary 

The  anesthesia  of  our  choice  for  culdoscopic 
examination  is  the  spinal  injection  of  20  mg.  of 
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Lucaine  hydrochloride  in  3 cc.  of  distilled  water 
using  a 26-gauge  spinal  needle.  It  is  specifically 
suitable  because  (1)  it  enables  the  patient  to 
retain  voluntary  motion  of  the  lower  extremities 
and  cooperate  in  maintaining  the  required  knee- 
chest  position,  (2)  it  provides  complete  analgesia 
to  the  ninth  or  tenth  thoracic  level,  and  (3) 
it  permits  the  patient  to  leave  the  hospital  on  the 
same  day,  if  indicated,  without  fear  of  a post- 
puncture complication  and  without  painful 
conditioning  to  further  anesthesia  and  surgery. 
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CANCER  DEATH  RATES,  TOPOGRAPHY,  AND  TERRESTRIAL 
RADIATION 

J.  Meyers,  M.D.,  and  V.  F.  Hess,  Ph.D.,  New  York  City 
( From  the  New  York  City  Department  of  Health  and  Fordham  University ) 


IN  A study  by  one  of  us  (J.M.)  published  in 
1928,  “Cancer  Death-Rates,  Smoke,  Topog- 
raphy and  Population,”  there  were  indications 
that  (1)  there  is  a marked  and  interesting  varia- 
tion in  cancer  death  rates  in  different  countries, 
within  countries  and  states,  and  probably  even  in 
different  sections  of  cities;  (2)  there  may  be  an 
etiologic  relation  between  the  incidence  of  cancer 
and  topography  as,  for  example,  open,  level  dis- 
tricts of  high  or  low  altitude  show  lower  cancer 
rates  than  land  in  hollows  or  depressions  or  inter- 
, sected  by  gullies,  valleys,  or  lying  against  adja- 
cent hills. 1 Albany  and  San  Francisco,  it  was  sug- 
gested, might  make  interesting  studies. 

The  study  was  made  on  Staten  Island,  the  Bor- 
, ough  of  Richmond  in  New  York  City.  It  was 
based  upon  investigations  by  Green  in  Scotland 
i and  England.2  One  of  his  conclusions  was  that 
, where  the  death  rate  is  low,  we  have  a low  or  high 
area,  comparatively  flat  or,  at  most,  with  low, 
swelling,  undulatory  hills  with  houses  built  on  the 
| sides,  whereas  those  sections  with  high  mortality 
rates  are  areas  intersected  by  gulleys  or  valleys 
with  houses  in  the  hollows  or  else  the  whole  sec- 
tion is  in  a hollow,  cup,  or  depression  surrounded 
by  higher  land.  He  also  concluded  that  combus- 
' tion  products,  particularly  the  sulfur  dioxide  con- 
Itent  of  smoke,  was  somewhat  responsible  for  high 
( cancer  death  rates  and  that  the  use  of  coal  with 
high  sulfur  content  leads  to  higher  cancer  death 


rates  than  the  use  of  peat,  which  contains  usually 
a small  percentage  of  sulfur. 

Staten  Island  is  an  irregular  triangle,  13V2  by 
73A  miles.  It  presents  a varied  topography. 
Much  of  the  north  shore  slopes  toward  the  water- 
front, Kill-Van-Kull,  from  a height  of  150  to  200 
feet.  The  central  part  of  the  island  is  high  and 
gently  rolling  or  level.  On  the  south  shore,  parts 
are  backed  by  the  high  land  of  the  central  por- 
tions. In  the  northwest  portions  there  are  level 
areas. 

The  island  was  divided  into  13  topographic  dis- 
tricts. The  deaths  from  malignancy  by  residence 
from  1914  to  1920,  inclusive,  were  utilized.  These 
years  were  chosen  because  they  were  largely  those 
of  World  War  I when  there  was  comparatively 
little  population  change.  Cases  of  malignancy 
were  studied  from  death  certificates.  Only  per- 
sons who  had  lived  more  than  three  years  on  the 
island  before  death  were  included.  Doubtful  and 
institutional  cases  were  excluded.  After  having 
obtained  the  population  of  each  district,  a cor- 
rected, weighted  1914-1920  average  annual  can- 
cer death  rate  per  100,000  was  calculated  for  each 
of  the  13  districts. 

The  cancer  death  rate  showed  a wide  variation, 
ranging  from  78.9  to  41.1.  Areas  on  the  north 
shore,  which  have  a sloping  topography,  had  the 
higher  rates,  the  central,  high,  level  territory  a 
rate  of  42.9,  almost  the  lowest  of  the  13  districts. 
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An  area  on  the  south  shore  that  was  in  a hollow  or 
depression  had  a comparatively  high  rate  of  69.6. 
Three  level  territories  had  rates  of  43.5,  42.1,  and 
48.7.  Another  large  level  area  with  some  hills 
at  its  back  had  a rate  of  76.3.  It  should  be  noted 
that  the  districts  on  the  north  shore  were  also 
exposed  to  much  smoke  and  fumes,  originating 
from  oil  refineries  across  the  Kill-Van-Kull  on 
the  New  Jersey  shore.  At  the  time  the  study  was 
made  it  was  concluded  that  the  factors  of  topog- 
raphy and  smoke  might  be  involved.  Almost  all 
the  low  cancer  death  rate  districts  were  not  di- 
rectly exposed  to  smoke  and  fumes. 

In  view  of  the  wide  variations  in  cancer  death 
rates  in  the  13  districts,  it  had  always  seemed  to 
one  of  the  authors  (J.M.)  that  some  influence  of 
the  composition  of  the  earth  at  a definite  location 
might  be  a factor  in  the  cancer  death  rate  of  that 
particular  locality.  It  was  with  this  in  mind  that 
late  in  1946  the  present  authors  decided  to  obtain 
terrestrial  radiation  readings  in  certain  selected 
spots  in  the  13  districts  to  determine  whether 
any  correlation  existed  between  the  variation  in 
cancer  death  rates  and  such  radiation  according 
to  different  types  of  topography  in  the  districts. 

Accordingly,  beginning  in  1946,  such  determi- 
nations of  terrestrial  radiations  were  begun  by  the 
authors,  using  the  Gish-Hess  ionization  meter.3 
In  all,  30  determinations  were  made  in  the  13  top- 
ographic districts,  the  definite  locations  being 
chosen  according  to  high  or  low  territory,  level 
contour,  depressions,  or  water  levels.  The  radia- 
tion readings  varied  between  a low  of  0.74  I (I  is 
the  rate  of  production  of  pairs  of  ions  per  cc.  of  air 
per  second)  and  a high  of  3.85 1. 

Apparently  there  is  no  correlation  between  the 
maximum  and  minimum  cancer  death  rates  found 
in  the  1928  Staten  Island  cancer  study  and  our 
present  maximum  or  minimum  ionization  find- 
ings. Such  correlation  should  have  shown  a low 
ionization  in  certain  of  the  districts  with  the  least 
cancer  mortality  according  to  topography  and  the 
highest  ionization  in  those  with  other  types  of 
topography.  The  terrestrial  radiation  readings 
did  not  support  such  assumptions.  For  instance, 
in  area  11  with  the  second  highest  cancer  death 
rate  of  76.3,  a reading  at  the  foot  of  Dongan  Hills 
was  2.16  I,  while  at  water  level  it  was  2.75.  In 
area  9,  rate  69.6,  lying  in  a basin  with  Grymes  Hill 
at  its  back,  a reading  taken  at  the  foot  of  the  hill 
was  1.47  I,  while  a reading  taken  at  the  water 
level  was  2.54 1,  and  a reading  in  area  8,  rate  42.9, 
on  top  of  the  hill,  was  1.93  I.  In  area  13,  with  a 
rate  of  48.7,  the  readings  were  2.42  and  3.02.  In 
area  1,  rate  47.2,  the  waterfront  reading  was  2.04, 
while  on  a hilly  part  sloping  100  to  75  feet  to  the 
water  front  the  reading  was  0.74.  In  area  7, 
rate  43.5,  and  more  or  less  level  territory,  the 
readings  were  2.98  and  3.23.  It  is  interesting  to 


TABLE  I. — Cancer  Death  Rates  of  Various  Age  Groups, 
United  States,  19474 


Age  Group 
(Years) 

Rate  per  100,000 

0to  4 

4.7 

5 to  9 

3.2 

10  to  14 

3.1 

15  to  19 

4.1 

20  to  24 

6.5 

25  to  29 

11.3 

30  to  34 

22.1 

35  to  39 

43.3 

40  to  44 

79.3 

45  to  49 

132.8 

50  to  54 

215.9 

55  to  59 

308.3 

60  to  64 

452.3 

65  to  69 

640.1 

70  to  74 

839.7 

Over  75 

1 ,249.4 

note  in  this  connection  that  in  this  area,  on  a cer- 
tain street,  a location  near  house  number  44  gave 
a reading  of  4.06,  while  that  near  house  number 
51,  diagonally  opposite,  gave  a reading  of  2.98. 
The  first  house  had  a half-slate  front  while  the 
second  house  was  of  wood.  In  area  8,  rate  42.9, 
high  undulating  territory  some  400  feet  high,  the 
reading  was  1.93.  In  area  6,  rate  61.7,  the  water 
level  reading  was  3.16,  while  somewhat  above 
water  level  the  reading  was  2.31. 

Thus,  there  seems  to  be  no  relationship  between 
terrestrial  radiation  and  the  high  and  low  cancer 
rates  found  in  the  1928  study.  Regardless  of 
these  findings,  however,  it  is  interesting  to  discuss 
further  the  relationship  between  cancer  and 
radiations. 

Every  human  being  is  exposed  almost  con- 
stantly during  his  fife  to  various  radiations.  This 
is  more  or  less  now  well  known  as  regards  our  con- 
stant bombardment  by  cosmic  rays.  What  is 
not  generally  recognized  is  that  we  are  constantly 
exposed  to  radiation  also  from  the  earth  and  from 
certain  building  materials  which  may  constitute 
part  of  the  dwellings  in  winch  we  live  or  work. 
To  discuss  this  question,  it  is  first  necessary  to 
consider  briefly  the  varying  cancer  death  rates  in 
different  age  groups  as  shown  in  Table  I. 

As  will  be  seen  from  the  above  table,  cancer  or 
sarcoma  occurs  with  comparative  frequency  in  the 
ages  zero  to  four.  There  then  occurs  a lapse  of 
twenty  years  until  we  reach  the  twenty  to  forty- 
year  age  group  during  which  malignant  growths 
are  comparatively  infrequent.  However,  be- 
tween the  age  group  zero  to  four  with  a rate  of  4.7 
and  the  age  group  twenty  to  twenty-four  with  a 
rate  of  6.5  there  is  an  increase  of  140  per  cent.  If 
we  compare  the  forty-five  to  forty-nine  age  group 
with  its  rate  of  132.0  with  the  zero  to  four  age 
group  there  is  an  increase  of  2,810  per  cent.  If 
we  could  answer  the  question  of  this  twenty-year 
and  the  forty-five-year  jump  in  rates,  a link  in  the 
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cancer  complex  might  be  loosened.  It  is  at  least 
evident  that  during  these  periods  the  human  body 
is  exposed  to  radiations.  In  view  of  the  known 
tolerance  to  radiations  several  questions  arise: 
To  how  much  cumulative  danger  is  the  body  ex- 
posed over  a period  of  twenty  or  forty-five 
years,  and  might  this  sum  of  exposure  be  a factor 
in  cell  stimulation?  What  are  the  limits  of  toler- 
ance? What  are  the  exposures  to  terrestrial, 
cosmic,  and  other  radiations  during  this  twenty  or 
forty-five  years? 

It  is  well  known  that  x-rays  and  gamma  rays 
from  radioactive  substances  produce  harmful  and 
even  lethal  effects  in  the  human  body.  The  lethal 
dose  is  not  well  known,  but  it  is  believed  that  a 
person  who  has  received  a dose  of  400  r has  little 
chance  of  surviving  more  than  two  weeks.  For 
regular  and  more  or  less  constant  exposure,  a dos- 
age of  0.1  r per  day  (or  about  1.2  r for  fourteen 
days)  is  considered  the  maximum  tolerance  dos- 
age. In  Canada,  the  tolerance  dose  is  set  at  0.05 
r per  day,  in  England  0.2  r per  day.  This  “ac- 
cepted” tolerance  limit  means  that  on  the  average 
a person  exposed  to  less  than  the  tolerance  limit 
does  not  show  any  ill  effects. 

We  know  very  little  about  subtle  after-effects 
and  about  cumulative  effects  of  prolonged  expos- 
ure to  relatively  weak  radiation  dosages.  The 
assumption  that,  for  instance,  a dose  of  0.1  r dis- 
tributed over  sixty  days  is  just  as  well  tolerated 
as  a dose  of  6 r for  only  one  tenth  of  a day  is  prob- 
ably quite  incorrect.  A flash  of  very  intense  ra- 
diation in  a short  time  may  produce  more  damage 
to  human  tissue  than  the  same  sum  of  radiation 
intensity  distributed  over  many  days  or  weeks. 
On  the  other  hand,  if  our  systems  are  constantly 
exposed  to  weak  irradiation,  it  is  not  impossible 
that  cells  may  be  influenced  in  a certain  respect 
without  showing  ill  effects  on  the  individual  for 
many  years. 

With  this  in  mind,  we  should  consider  quanti- 
tatively the  relative  intensity  of  terrestrial  and 
■ cosmic  radiations  to  which  every  human  being  is 
exposed  almost  constantly  during  his  life.  The 
relative  exposures,  as  judged  from  the  ionization 
produced,  can  be  expressed  in  roentgens  or  r- 
units.  According  to  definition,  1 r is  the  ioniza- 
tion current  of  1 electrostatic  unit  per  cc. 
produced  by  x-rays  or  gamma  rays  in  air  at  nor- 
mal pressure.  Thus,  the  human  being  is  exposed 
to  cosmic  rays  at  sea  level  to  the  cumulative  in- 
tensity of  0.0315  r per  year  or  0.63  r in  twenty 
years  and  1.42  r in  forty-five  years.  This  is  a 
constant  exposure  whether  the  human  being  is 
indoors  or  outdoors. 

We  are  also  constantly  exposed  to  gamma  rays 
from  the  ground  and  to  a lesser  extent  from  their 
decay  products  in  the  air  since  radioactive  sub- 
stances (uranium,  thorium,  and  potassium)  are 


TABLE  II. — -Estimated  Exposure  of  Human  Bodt 
to  Radiations 


Radiations 

20-Year 

Period 

Rate 

(Roentgens) 

45-Year 

Period 

Rate 

(Roentgens) 

Cosmic  rays 

0.63 

1.42 

Terrestrial  exposure 

1.26  = 0.63 
2 

2.84  = 1.42 
2 

House  exposure 

2.52  = 1.26 
2 

5.68  =2.84 
2 

Total  exposure 

2.52 

5.68 

present  in  all  rocks  and  other  soil  material  in 
minute  quantities.  Over  bare  granite,  the  in- 
tensity of  gamma  rays  is  at  least  6 I which  corre- 
sponds to  three  times  the  intensity  of  cosmic  radi- 
ation. Over  other  soil  materials  it  may  be  less, 
but  even  over  pure  quartz  sand  (on  a beach)  this 
terrestrial  radiation  is  still  about  0.5  I. 

It  has  been  estimated  that  the  outdoor  terres- 
trial radiation  varies  from  0.7  I to  4 I,  and  the 
cumulative  effect  for  twenty  years  can  thus  vary 
from  0.021  r to  1.26  r and  for  forty-five  years  from 
0.047  r to  2.84  r.  In  a house  of  stone  structure  the 
radiation  from  the  walls  can  be  estimated  at  2.52 
r in  twenty  years  and  5.6  r in  forty-five  years. 
These  are  comparatively  high  figures  compared 
with  the  terrestrial  or  cosmic  ray  totals  and  vary 
with  the  construction  of  the  walls  (bricks,  cement, 
stone) . In  a house  of  frame  construction  the  ra- 
diation from  the  walls  would  be  much  less.  Fur- 
thermore, in  twenty  years  it  is  estimated  that  the 
cumulative  cosmic  ray  exposure  would  be  0.63  r 
and  for  forty-five  years  1.42  r.  This  exposure,  as 
stated,  is  practically  constant  whether  the  human 
being  is  outdoors  or  indoors.  Therefore,  based 
on  twelve  hours  per  day  outdoors  and  twelve 
hours  per  day  indoors,  if  we  estimate  the  complete 
exposure  in  the  twenty-year  period  and  in  the 
forty-five-year  period  to  cosmic,  terrestrial,  and 
house  radiations,  the  factors  are  shown  in  Table 
II. 

It  has  already  been  stated  that  there  is  an  ac- 
cepted tolerance  in  the  human  body  of  0.1  r per 
day.  Over  a twenty-year  period  this  would  theo- 
retically equal  a tolerance  of  730  r and  for  a forty- 
five-year  period  a tolerance  of  1,643  r.  There- 
fore, the  small  figures  of  2.52  r or  5.6  r as  shown  in 
the  above  table  compared  with  the  estimated  tol- 
erances of  730  r or  1,643  r seem  almost  negligible. 
However,  from  a physiologic  standpoint,  it  might 
be  difficult  to  deny  the  possibility  of  some  cumu- 
lative carcinogenic  effect,  especially  from  cosmic 
radiations  with  their  shower  effects.5 

There  is  also,  at  least  theoretically,  the  possi- 
bility that  the  radon  content  of  the  air  inhaled  by 
inhabitants  at  any  place  adds  to  the  irradiation  of 
the  human  system  by  external  radiation.  Radon 
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is  a radioactive  gas,  produced  by  the  decay  of  ra- 
dium. It  is  found  to  be  present  everywhere  over 
land  in  amounts  which  may  differ  according  to 
the  condition  of  the  ground.  The  mean  radon 
content  of  the  atmosphere  at  ground  level,  how- 
ever, is  only  1/100  of  the  safe  tolerance  limit  of  the 
inhalation  of  radon,  according  to  the  regulations 
of  the  National  Bureau  of  Standards. 

Numerous  tests  made  by  one  of  us  (V.F.H.)  in 
the  New  York  area  (Bronx)  gave  an  average  of 
1.03  X 10-13  curies  of  radon  per  L.  of  air,  which  is 
a little  lower  than  the  average  of  all  the  measure- 
ments over  the  various  continents.  Indoors,  the 
radon  content  is  always  higher  than  outdoors. 
In  a room  closed  hermetically  for  more  than  a 
week  there  was  a radon  content  three  times  higher 
than  the  mean  content  outdoors.  In  summer 
with  windows  open,  the  radon  content  indoors  is 
only  slightly  higher  than  outdoors  because  of 
good  ventilation.  The  excess  radon  content  of 
the  air  indoors  is  due  to  the  exhalation  of  radon 
gas  from  the  walls  of  the  building.  This  may  vary 
considerably  according  to  the  radium  content  of 
the  building  materials  used  (bricks,  cement, 
stone).  Frame  houses  show  a very  low  radon 
content. 

Could  the  type  of  human  habitation,  stone  with 
the  greater  gamma  ray  and  radon  production  and 
wood  with  lesser  production,  bear  a relation  to 
cancer  prevalence?  Formerly,  in  the  literature 
“cancer  houses”  were  mentioned.  Could  the 
structure  of  houses  bear  any  relation  to  the 
greater  prevalence  of  cancer  in  temperate  zones 
than  in  the  tropics,  where  fewer  stone  houses  are 
constructed? 

We  must  also  recall  the  fact  that  in  the 
tropics  cosmic  rays  are  of  less  intensity  than 
in  the  temperate  zones  (latitude  effect).  Might 
the  structure  of  a building  with  gamma  ray 
and  radon  production  have  any  relation  to  the 
prevalence  of  cancer  of  the  lung?  Is  there  any 
relationship  between  greater  prevalence  of  cancer 
in  general  in  cities  than  in  rural  areas  and  the 
type  of  dwellings  and  other  buildings?  Compara- 
tively little  has  been  published  concerning  the 
possible  relationship  of  the  various  types  of  radi- 
ation to  which  the  human  being  is  exposed  and 
carcinogenesis,  and  particularly  little  concerning 
house  gamma  ray  and  radon  exposure.  The  can- 


cer problem  is  a glutinous  knot  of  many  skeins. 
The  one  of  radiation  merits  further  untangling. 

Summary  and  Conclusions 

1 . Our  quantitative  studies  of  spot  terrestrial 
radiation,  based  on  the  1928  Staten  Island  study 
of  cancer  death  rates  and  topography,  fail  to  show 
any  correlation  between  our  determinations  and 
the  death-rate  variations. 

2.  The  human  being  is  exposed  to  various  ra- 
diations, to  cosmic  rays  constantly,  whether  in- 
doors or  outdoors,  to  gamma  rays  in  varying  in- 
tensities from  the  earth,  to  radon  in  the  air,  out- 
doors and  indoors,  and  to  gamma  l ays  and  radon 
from  buildings. 

3.  Neoplasms  are  comparatively  frequent  in 
the  age  group  zero  to  four.  There  is  then  a com- 
parative hiatus  in  their  occurrence  until  the  age 
group  twenty  to  twenty-four,  and  a great  com- 
parative increase  at  forty-five  to  forty-nine. 
Might  these  various  radiations  be  a factor  in  cell 
stimulation  during  these  twenty  and  forty-five 
years? 

4.  It  is  estimated  that  in  twenty  years  the 
human  body  may  be  exposed  through  combined 
gamma  rays  from  the  earth  and  from  building 
materials  and  from  cosmic  rays  to  a total  of 
2.52  r and  in  forty-five  years  to  a total  of  5.68  r. 
In  each  case  the  exposure  is  only  a small  fraction 
of  what  is  estimated  as  the  tolerance  limit  to 
gamma  rays,  730  r for  twenty  years,  and  1,643  r 
for  forty-five  years.  Nevertheless,  our  actual 
knowledge  of  the  effects  of  small  continuous  ex- 
posures over  a longer  period  is  insufficient  to  pre- 
clude them  as  possible  factors  in  carcinogenesis. 
The  question  of  radiation  from  building  materi- 
als (bricks,  stone,  cement)  is  interesting  in  rela- 
tion to  the  greater  cancel-  prevalence  in  temperate 
zones  and  its  greater  prevalence  in  urban  areas 
than  in  rural  areas. 
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TUBERCULOSIS  MORTALITY 

According  to  the  statisticians  of  the  Metropolitan 
Life  Insurance  Company,  the  1951  death  rate  will 
be  less  than  half  of  the  1940  rate.  Since  191 1,  when 
tuberculosis  far  outranked  every  other  cause  of 
death  in  the  policyholders’  group,  the  rate  has 
dropped  from  242  per  100,000  to  18.8  in  1950.  This 


drop  is  attributed  to  the  success  of  the  antitubercu- 
losis  campaign,  making  it  possible  to  recognize  early 
symptoms.  However,  tuberculosis  took  23,000 
lives  in  1950,  and  more  than-  120,000  new  cases 
were  reported,  according  to  the  National  Tubercu- 
losis Association. 


Case  Reports 


MENINGITIS  AND  HEMIPLEGIA  MARKING  THE  ONSET  OF  SUBACUTE 

BACTERIAL  ENDOCARDITIS 

Arnold  Stanton,  M.D.,  Richmond  Hill,  New  York 


( From  the  Department  of  Medicine,  Queens  General  Hospital,  Jamaica) 


C^EREBRAL  complications  are  estimated  to  occur 
in  20  to  25  per  cent1  of  all  cases  of  subacute  bac- 
terial endocarditis,  although  some  series  of  cases 
show  involvement  as  high  as  50  per  cent.2  They 
may  take  the  form  of  cerebral,  subarachnoid,  or  in- 
traventricular hemorrhage,  embolic  softening,  men- 
ingitis, brain  abscess,  encephalitis,  or  mycotic  aneu- 
rysms and  may  cause  signs  and  symptoms  such  as 
headache,  vomiting,  dizziness,  drowsiness,  mental 
confusion,  convulsions,  hemiplegia,  cranial  nerve 
palsies,  and  meningitis. 

Common  are  small  hemorrhages  due  to  rupture  of 
mycotic  aneurysms  and  so-called  embolic  encepha- 
litis with  foci  of  polymorphonuclear  cells  collected 
in  small  masses  like  embolic  abscesses.  The  emboli 
from  the  heart  may  produce  occlusion  of  the  vessels 
in  any  region  of  the  brain  with  resulting  infarction. 
If  one  of  these  infarcted  areas  ruptures  into  the  sub- 
arachnoid space,  meningitis  may  occur,  and  organ- 
isms may  be  found  in  the  spinal  fluid. 

In  most  cases  the  central  nervous  system  compli- 
cations occur  during  the  course  of  the  disease.3 
Occasionally  such  a complication  may  be  the  first 
sign4  and  may  suggest  a primarily  neurologic  dis- 
order such  as  meningitis,  encephalitis,  poliomye- 
litis, brain  abscess,  hemorrhage,  or  tumor.  Such 
an  occurrence  may  be  especially  confusing  during 
the  summer  months  when  there  is  an  increased  inci- 
dence of  poliomyelitis.  Although  meningeal  symp- 
toms are  common  central  nervous  system  mani- 
festations and  hemiplegia  alone  is  not  unusual,  the 
simultaneous  occurrence  of  meningitis  and  hemi- 
plegia at  the  onset  of  subacute  bacterial  endocarditis 
is  a rare  event.  This  is  the  first  such  case  reported 
since  1941. 

Case  Report 

L.  F.,  a twenty-two-year-old  unmarried  female 
student,  was  admitted  to  the  contagious  pavilion  of 
Queens  General  Hospital  on  August  1,  1950,  for  sus- 
pected poliomyelitis  because  of  weakness  of  her  right 
arm  and  leg  of  several  hours  duration.  The  patient 
developed  an  upper  respiratory  infection  five  days 
prior  to  admission,  with  general  malaise,  headache, 
and  low-grade  fever.  She  remained  in  bed  and  re- 
ceived one  penicillin  injection  followed  by  oral  peni- 
cillin. She  was  hospitalized  when  her  temperature 
rose  to  103.4  F. ; she  became  confused  and  lethargic 


and  developed  weakness  of  her  right  arm  and  leg 
and  a numb  feeling  on  the  right  side  of  her  face. 

There  was  no  history  of  rheumatic  fever.  She  had 
had  pertussis  at  two  years  of  age,  mumps  at  three, 
measles  at  seven,  and  chickenpox  at  eight  years. 
She  had  had  an  appendectomy  several  years  pre- 
viously. 

Upon  admission  her  temperature  was  103  F., 
pulse  110,  respirations  12,  and  blood  pressure  120/70. 
The  patient  was  acutely  ill  and  so  lethargic  as  to  be 
unable  to  understand  or  respond  to  commands. 
There  was  slight  resistance  of  the  neck  to  flexion. 
The  right  ear  drum  showed  a catarrhal  inflammation. 
There  was  a soft  systolic  murmur  heard  at  the  apex 
with  a short  diastolic  murmur  over  the  fourth  left 
interspace.  There  was  a right  facial  paralysis  of  the 
central  type  and  a flaccid  paralysis  of  the  right  up- 
per and  lower  extremities  together  with  aphasia. 
There  were  positive  Babinski  and  Oppenheim  re- 
flexes on  the  right  and  positive  Kernig  and  Brud- 
zinski  signs.  The  neck  showed  slight  rigidity. 
The  Hoffman  was  negative.  There  was  no  spasm  of 
the  back  or  hamstring  muscles.  Spinal  tap  showed 
an  opalescent  fluid  with  1,600  cells  of  which  90  per 
cent  were  polymorphonuclears  and  10  per  cent  lym- 
phocytes. Smear  was  negative  with  normal  sugar 
and  protein  values.  Urinalysis  was  negative.  The 
blood  showed  11.5  Gm.  of  hemoglobin,  10,800  leuko- 
cytes with  82  per  cent  polymorphonuclears,  16  per 
cent  lymphocytes,  and  2 per  cent  mononuclears.  A 
blood  culture  was  taken. 

The  impression  wras  that  of  a purulent  meningitis 
with  right  hemiplegia  and  facial  paralysis.  Polio- 
myelitis, encephalitis,  and  brain  abscess  had  to  be 
ruled  out,  as  well  as  rheumatic  heart  disease  with 
superimposed  subacute  bacterial  endocarditis,  in 
view  of  the  systolic  and  diastolic  murmurs  found  on 
auscultation. 

Emergency  medical  consultation  agreed  with  the 
diagnosis  of  a purulent  meningitis  with  a possibility 
of  rheumatic  heart  disease  with  mitral  and  aortic  in- 
sufficiency, poliomyelitis  to  be  ruled  out.  She  was 
transferred  to  the  medical  ward  and  placed  on  sulfa- 
diazine, 2 Gm.  at  once  and  1 Gm.  every  four  hours, 
penicillin  500,000  units  every  twro  hours  (6,000,000 
units  daily),  and  aureomycin  500  mg.  every  six 
hours.  Later  streptomycin,  0.5  Gm.  every  six 
hours,  was  added  because  of  the  possibility  of  the 
meningitis  proving  to  be  tuberculous. 

The  next  day,  August  2,  the  temperature  was 
101  F.  She  was  acutely  ill,  incoherent,  and  lethargic, 
with  no  change  in  the  clinical  picture  of  purulent 
meningitis  and  right-sided  hemiplegia.  The  spinal 
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fluid  showed  3,500  cells,  predominantly  polymor- 
phonuclears  with  some  reported  to  contain  phago- 
cytosed  gram-negative  organisms.  Culture  was 
negative.  Otologic  examination  showed  slight  in- 
jection of  both  eardrums  with  normal  landmarks. 
The  consultant  did  not  believe  it  to  be  a case  of 
otitic  meningitis  but  advised  mastoid  and  sinus 
x-rays  which  were  found  negative.  The  chest  x-ray 
was  also  negative. 

On  August  3 her  condition  was  the  same,  except 
that  nuchal  rigidity  was  more  marked.  The  spinal 
fluid  was  opalescent  with  2,000  cells,  80  per  cent 
polymorphonuclears  and  20  per  cent  lymphocytes, 
and  pressure  of  150  mm.  water.  The  white  blood 
count  was  9,100  with  81  per  cent  polymorphonu- 
clears, 18  per  cent  lymphocytes,  and  1 per  cent 
eosinophils.  Because  of  the  borderline  picture  of  the 
cerebrospinal  fluid  and  the  inability  to  identify  a 
definite  organism,  neurosurgical  consultation  was 
obtained  to  rule  out  the  possibility  of  a brain  ab- 
scess. The  neurosurgeon  considered  ( 1 ) acute  puru- 
lent meningitis  with  localization  in  the  left  fronto- 
temporal area,  (2)  brain  abscess,  or  (3)  subdural  ab- 
scess and  favored  acute  purulent  meningitis  as  the 
diagnosis  and  advised  continuance  of  antibiotic 
therapy. 

On  August  4 she  seemed  slightly  more  alert  al- 
though the  aphasia  persisted.  The  temperature 
had  dropped  to  99.6  F.  Lumbar  puncture  showed 
clear  fluid  with  400  cells,  56  per  cent  polymorphonu- 
clears, and  44  per  cent  lymphocytes.  Gram-positive 
cocci  were  seen  in  the  smear  of  the  spinal  fluid. 

She  was  the  same  next  day,  but  on  August  6 her 
aphasia  began  to  clear,  and  she  began  to  talk  slowly 
but  coherently.  The  hemiplegia  and  facial  paralysis 
persisted  unchanged.  The  aphasia  continued  to  clear 
slowly  over  the  next  few  days  so  that  she  could  carry 
on  a conversation  haltingly.  The  neck  rigidity  di- 
minished somewhat,  and  the  abnormal  reflexes  be- 
came less  active. 

On  August  7 the  spinal  fluid  was  clear,  with  100 
cells,  90  per  cent  polymorphonuclears,  and  10  per 
cent  lymphocytes  under  50  mm.  pressure.  The  sul- 
fadiazine and  streptomycin  were  discontinued. 

On  August  8 her  temperature  was  normal.  After 
much  effort  she  could  move  her  right  leg  slightly. 
The  blood  culture  taken  on  admission  was  reported 
positive  for  Streptococcus  viridans. 

On  August  9 the  aortic  diastolic  murmur  was 
heard  loudly  over  the  second  right  intercostal  space 
and  along  the  left  border  of  the  sternum,  and  a 
slight  systolic  murmur  was  heard  at  the  apex.  The 
patient  was  now  alert  and  cooperative.  Speech  was 
normal  although  hesitant  at  times,  and  she  could 
raise  the  right  leg  sufficiently  to  clear  the  bed.  She 
revealed  that  she  had  been  told  of  the  existence  of  a 
heart  murmur  two  years  previously.  There  was  no 
history  of  rheumatic  fever,  and  a repeat  chest  x-ray 
showed  no  cardiac  enlargement.  A pistol-shot 
femoral  pulse  was  present.  There  were  no  petechiae 
or  clubbed  fingers  or  splenomegaly.  The  diagnosis 
was  now  definitely  rheumatic  heart  disease,  mitral 
and  aortic  insufficiency,  with  subacute  bacterial  en- 
docarditis and  septic  cerebral  emboli  causing  men- 
ingitis and  hemiplegia. 

From  this  time  on  there  was  steady  improvement 


in  the  patient’s  physical  and  mental  status.  The 
number  of  cells  in  the  spinal  fluid  dropped  almost  to 
normal  with  a preponderance  of  lymphocytes.  On 
August  15  the  blood  culture  taken  a week  before 
was  again  reported  positive  for  S.  viridans,  which 
was  found  sensitive  to  0.125  unit  of  penicillin  per 
cc.  On  August  16  she  could  flex  her  right  arm 
at  the  elbow  and  the  leg  at  the  hip  and  knee, 
although  she  could  not  move  her  fingers  or  toes. 
Physical  therapy  had  been  started,  and  there  was 
gradually  increasing  motion  of  the  right  arm  and 
leg.  On  August  21  the  spinal  fluid  was  clear, 
and  no  cells  were  seen.  The  aortic  diastolic  murmur 
had  changed  into  a high-pitched  “sea-gull”  type  of 
murmur.  By  August  26  there  was  further  improve- 
ment in  the  motion  of  the  right  arm  and  leg.  She 
was  now  able  to  flex  the  fingers  of  her  right  hand 
slightly  and  stand  by  the  side  of  the  bed.  Her  facial 
asymmetry  was  diminishing. 

On  September  9,  after  five  and  one-half  weeks  of 
6,000,000  units  daily,  the  penicillin  was  discontinued 
Her  temperature  had  been  below  100  F.  since  the 
fourth  day  of  therapy.  There  was  continued  im- 
provement in  the  function  of  her  right  arm  and  leg. 
A positive  Babinski  was  still  present  on  the  right, 
and  there  was  slight  atrophy  of  the  leg  muscles.  The 
right  side  of  the  face  was  now  considerably  improved 
with  only  residual  slight  weakness.  By  September 
16  she  was  able  to  walk  with  some  assistance.  Her 
spinal  fluid  remained  clear  with  no  cells  visible.  Re- 
peated blood  cultures  were  sterile.  On  September 
27  she  was  discharged,  and  arrangements  were  made 
to  continue  with  physical  therapy. 

Summary 

1.  A case  is  reported  of  subacute  bacterial  endo- 
carditis, presenting  symptoms  being  meningitis  to- 
gether with  a right-sided  hemiplegia  and  facial  paral- 
ysis and  aphasia.  The  patient  recovered  with  peni- 
cillin. 

Streptococcus  viridans  was  cultured  from  the 
blood  stream,  and  gram-positive  cocci  were  identi- 
fied in  the  spinal  fluid.  No  petechiae,  clubbed  fin- 
gers, or  enlarged  spleen  were  noted  at  any  time. 

2.  Bacterial  endocarditis  should  be  suspected  in 
any  neurologic  manifestation  in  a young  adult  and 
ruled  out  by  careful  examination  of  the  heart  and 
repeated  blood  cultures. 

3.  Whenever  a case  of  meningitis  is  atypical  or 
shows  no  organisms  in  the  spinal  fluid  (“sterile  men- 
ingitis”), subacute  bacterial  endocarditis  should  be 
thought  of  as  a possible  cause. 
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We  must  take  life  as  we  find  it  and  improve  it  as  we  can. — Lloyd  Garrison 


SYMPATHICOBLASTOMA  ASSOCIATED  WITH  JAUNDICE  IN  AN  ADULT 
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( From  the  Departments  of  Medicine  and  Surgery,  St.  Vincent’s  Hospital) 


npHE  occurrence  of  the  sympathicoblastoma,  a 
tumor  of  the  sympathetic  nervous  system,  in  an 
adult  is  extremely  rare.  In  1934,  40  such  tumors 
were  reviewed  by  Lewis  and  Geschickter.1  Of 
these,  only  six  occurred  in  adults,  none  of  whom  at- 
tained the  age  of  our  patient.  A review  of  the  lit- 
erature disclosed  only  one  other  case  of  sympathi- 
coblastoma in  which  there  was  an  associated  jaun- 
dice.1 

Because  of  these  unusual  findings  it  was  deemed 
worth  while  to  report  this  case. 

Case  Report 

This  seventy-year-old  male  was  admitted  with  a 
one-month  history  of  right  upper  quadrant  pain  and 
increasing  jaundice.  The  patient  was  traveling  to 
Europe  at  the  time  his  terminal  illness  started.  At 
this  time  he  complained  of  constipation  and  “swell- 
ing of  the  abdomen.”  The  ship’s  physician  dis- 
covered a markedly  enlarged  liver  and  advised  him 
to  return  to  America. 

The  patient  had  been  told  that  he  had  gallbladder 
disease  two  years  prior  to  his  present  illness.  At  the 
same  time,  he  was  found  to  have  angina  pectoris. 
Five  months  prior  to  admission  to  this  hospital  an 
active  duodenal  ulcer  was  revealed  in  a gastro- 
intestinal x-ray  series  performed  because  of  epi- 
gastric pain  relieved  by  milk  and  alkali. 

Physical  examination  revealed  a well-developed, 

! well-nourished  white  male  showing  evidence  of 
moderate  weight  loss  and  dehydration.  The  skin 
was  warm  and  icteric.  No  adenopathy  was  noted. 
The  heart  sounds  were  of  fair  quality;  the  rhythm 
j was  regular;  no  murmurs  were  heard,  and  the  blood 
pressure  was  140/90;  the  pulse  rate  was  75  per 
minute.  The  lungs  were  clear  to  percussion  and 
auscultation.  The  abdomen  was  enlarged,  chiefly 
on  the  right  side  where  a grapefruit-sized  mass, 
i seemingly  attached  to  an  enlarged  nodular  liver,  was 
palpable.  The  liver  extended  about  three  fingers 
below  the  right  costal  margin.  The  mass  was  lo- 
cated just  below  the  liver.  The  extremities  appeared 
normal. 

Laboratory  data  were  as  follows:  On  August  28, 
1950,  the  red  blood  count  was  4,410,000,  hemoglobin 
72  per  cent  (10.5  Gm.),  white  blood  count  9,400, 
lymphocytes  20,  and  monocytes  3.  Urine  analysis 
was  essentially  normal.  The  urine  urobilinogen  was 
positive  in  1:10  dilution,  negative  in  1:20.  The 
i serum  bilirubin  (August  29,  1950)  was  7.4,  the  alka- 
i line  phosphate  7.9  units.  On  the  same  date,  the 
cephalin  flocculation  test  was  plus-minus,  and  the 
serum  protein  was  8.0. 

On  August  23,  1950,  a scout  film  of  the  abdomen 
revealed  a large  oval  mass  beneath  the  liver  border 
and  overlying  the  crest  of  the  ilium.  The  mass 
measured  approximately  8 to  9 by  6 to  7 cm.  It 
was  felt  that  the  mass  represented  a very  large  di- 
lated gallbladder.  Marked  arthritis  of  the  lumbar 
spine  was  also  noted.  No  opaque  calculi  were  ob- 
served in  the  right  upper  quadrant. 

Roentgen  examination  of  the  colon  by  means  of 
barium  enema  revealed  several  small  diverticuli  in 
the  distal  descending  colon  and  sigmoid.  There  was 
no  evidence  of  intrinsic  neoplasm  of  the  bowel. 


Fig.  1 Gross  section  of  the  liver  reveals  many  met- 
astatic nodules. 


The  patient’s  course  was  highlighted  by  anorexia, 
vomiting,  deepening  jaundice,  and  low-grade  fever. 

It  was  our  clinical  impression  that  this  man  had 
an  obstructive  type  of  jaundice  probably  due  to  a 
carcinoma  of  the  gallbladder  with  metastases  to  the 
liver  or  a carcinoma  of  the  bile  duct  system.  The 
diagnosis  of  obstructive  jaundice  due  to  a stone  in 
the  common  bile  duct  was  also  considered. 

After  sufficient  parenteral  preparation  an  ex- 
ploratory laparotomy  was  performed.  Upon  open- 
ing the  peritoneal  cavity  an  enormously  enlarged 
liver  and  a tremendously  distended  gallbladder  were 
visualized.  The  gallbladder  was  one  of  the  largest 
the  operator  had  ever  seen.  The  liver  presented 
numerous  nodules,  most  of  which  were  taken  to  be 
local  dilatation  of  the  fine  bile  passages.  In  inacces- 
sible portions  of  the  liver,  small  tumor  masses  were 
felt,  typically  carcinoma.  One  of  these  on  the  an- 
terior surface  of  the  right  lobe  of  the  liver  was  biop- 
sied.  In  the  region  of  the  common  bile  duct  at  its 
lower  point  and  in  the  head  of  the  pancreas,  there 
was  very  marked,  firm  induration.  Also,  after  the 
gallbladder  had  been  emptied,  high  up  in  the  region 
of  the  cystic  and  common  duct  there  was  a similar, 
extremely  suspicious  area  of  rather  firm  to  hard 
tissue. 

The  gallbladder  contained  a very  large  calculus 
of  the  “staghorn”  variety,  which  was  roughly  3 
inches  long  and  several  inches  in  diameter.  The 
gallbladder  contained  a large  amount  of  white  bile 
under  pressure.  An  examination  of  the  abdomen  by 
palpation  was  negative. 

The  postoperative  diagnosis  was  carcinoma  of  the 
bile  passages  with  metastases  to  the  liver  and  ob- 
struction of  the  common  duct  and  cholelithiasis.  A 
cholecystogastrostomy,  cholecystotomy,  and  biopsy 
of  the  liver  were  performed. 

The  patient’s  recovery  from  surgery  was  satis- 
factory, but  icterus  deepened  and  inanition  increased 
steadily.  He  died  on  October  15,  1950  (the  fifty- 
first  hospital  day). 

Necropsy  was  performed  three  hours  postmortem. 
Upon  opening  the  body  a moderate  amount  of  nor- 
mal yellow  panniculus  was  observed.  The  perito- 
neal lining  was  smooth  and  shiny.  No  free  fluid  was 
present  in  the  peritoneal  cavity.  The  abdominal 
viscera  were  in  their  normal  positions  except  for  the 
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Fig.  2.  Photomicrograph  of  lymph  gland  demon- 
strating “rosette”  formation  of  tumor  cells. 


stomach  which  was  pulled  to  the  right  side  and 
affixed  posteriorly  to  a thick-walled,  dilated  gall- 
bladder which  extended  below  the  liver  margin. 

The  thoracic  structures  were  found  in  their  normal 
anatomic  relationship.  The  lungs  were  well-aerated 
and  filled  the  pleural  spaces.  The  heart  revealed 
mild  arteriosclerosis  of  the  coronary  arteries  but  no 
areas  of  thrombosis.  The  myocardium  of  both  ven- 
tricles was  free  of  hemorrhage  or  scarring.  The 
aorta  showed  a minimal  degree  of  arteriosclerosis  in 
the  descending  section  of  the  arch  and  in  the  ab- 
dominal portion. 

The  liver  weighed  2,800  Gm.  It  extended  7 to  8 
cm.  below  the  right  costal  margin.  Its  surface  was 
dark  red,  mottled  with  green  areas.  Many  white 
nodules  studded  the  surface  of  the  liver  (Fig.  1). 
Some  of  these  nodules  were  firm,  others  were  soft 
and  necrotic.  The  nodules  measured  from  1 to  5 
cm.  in  diameter.  Some  of  these  nodules  appeared 
umbilicated.  Densely  adherent  to  the  liver  was 
the  gallbladder  which  on  its  posterior  surface  was 
attached  to  the  anterior  surface  of  the  stomach. 
The  communicating  tract  was  patent.  The  wall  of 
the  gallbladder  was  firm  and  thick.  Several  small 
nodules  were  found  in  the  wall  of  the  gallbladder 
beneath  intact  mucosa.  The  cystic  duct  could  not 
be  traced  from  the  gallbladder  to  its  communication 
with  the  rest  of  the  biliary'-  system.  Starting  from 
the  ampulla  of  Vater,  the  common  bile  duct  was 
traced  for  a distance  of  10  cm.  where  it  ended.  In 
this  area  there  were  greatly  indurated  lymph  nodes. 
Neither  of  the  hepatic  ducts  was  found.  These 


polypoid  growths,  approximately  4 mm.  in  diameter, 
were  found  in  the  common  bile  duct. 

The  pancreas  was  intimately  involved  in  the  pan- 
creatic mass  involving  gallbladder,  stomach,  and 
liver.  Sections  of  pancreatic  tissue  appeared  normal. 

The  stomach  revealed  no  abnormality,  except  the 
previously  noted  communication  with  the  gall- 
bladder. Several  areas  of  mucosal  hemorrhage  were 
noted  in  the  small  intestine. 

The  spleen,  adrenal  glands,  and  kidneys  were  not 
remarkable. 

Microscopic  examination  of  the  tumor  tissue  ob- 
tained from  the  liver,  gallbladder,  and  abdominal 
lymph  nodes  revealed  cellular  growths  composed  of 
cells  resembling  lymphoid  tissue  (Fig.  2).  In  some 
areas  these  cells  had  a rosette  formation  identifying 
the  tumor  as  a sympathicoblastoma.  Tumor  cells 
were  also  observed  in  the  pleural  lymphatics. 

Comment 

Historically,  it  was  Virchow  who  in  1864  first 
recognized  the  tumors  of  the  adrenal  medulla  with 
liver  metastases  to  be  of  nervous  origin,  and  he 
classified  them  as  “gliomas.”  In  1905,  Kuster 
described  and  named  the  characteristic  alveolar 
structure  “rosettes.”  The  origin  and  proper  re- 
lationship of  the  neuroblastoma  greatly  debated 
in  the  following  few  years  until  1910  when  Wright 
demonstrated  conclusively  the  nervous  character 
of  the  tumor  elements.2 

In  1926,  Bailey  and  Cushing  further  clarified 
the  general  class  of  neuroblastoma  histologically.5 
The  more  undifferentiated  tumors,  composed  of 
small  round  cells  with  narrow  rims  of  cytoplasm 
similar  to  but  somewhat  older  than  the  cells  of  the 
primitive  sympathetic  nervous  system,  the  sym- 
pathogone,  they  called  “sympathicoblastoma.” 
These  usually  occur  in  children.  A second  type 
consisted  of  spindle  cells  or  early  nerve  or  unipolar 
cells  with  some  fibers.  Bailey  and  Cushing  desig- 
nated these  tumors  as  neuroblastoma,  usually 
occurring  in  adults. 

Our  case  histologically  fulfilled  the  criteria  for 
the  sympathicoblastoma.  The  site  of  origin  of 
the  tumor  of  our  report  was  undetermined.  Both 
adrenal  glands  did  not  contain  tumor  elements. 
It  is  not  unusual  for  this  phenomenon  to  occur  since 
the  origin  of  the  sympathicoblastoma  may  be  any- 
where in  the  sympathetic  nervous  system. 

Treatment  by  x-ray  and  radiotherapy'  has  been 
unsuccessful.  Surgery'  has  not  been  of  appreciable 
value  because  of  the  early  metastases  of  these 
tumors. 

Summary 

A case  of  sympathicoblastoma  with  jaundice 
occurring  in  a seventy-year-old  male  is  presented. 
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Lay  hold  of  today’s  task  and  you  will  not  depend  so  much  on  tomorrow. — Seneca 


EARLY  POSTPARTUM  EMBOLISM  WITH  A DISCUSSION  OF 
ETIOLOGIC  FACTORS 


Herman  J.  Dick,  M.D.,  Frank  J.  Leo,  M.D.,  and  William  G.  Fallon,  M.D., 
Syracuse,  New  York 

( From.  St.  Joseph’s  Hospital) 


"pMBOLISM  to  small  pulmonary  arteries  by  am- 
~L~/  niotic  fluid  and  its  contents  has  been  reported  with 
increasing  frequency  as  the  condition  has  been 
recognized  and  reviewed.1,2  The  usual  picture  seen 
is  one  of  shock  after  or  during  delivery,  rapidly 
leading  to  death.  Gross  postmortem  findings  are 
lacking,  and  the  explanation  of  death  has  been  found 
microsopically  in  the  presence  of  numerous  emboli  of 
amniotic  fluid  contents  in  the  small  vessels  of  the 
lung  and  in  the  brain  and  heart  muscle.  Although 
the  possibility  of  placental  fragments  reaching  the 
lung  is  frequently  mentioned  in  textbooks,  it  must 
be  regarded  with  some  scepticism  since  most  of  the 
work  in  this  connection  was  done  over  forty  years 
ago  and  the  original  evidence  is  not  entirely  con- 
vincing.3 In  our  experience  such  a finding  is  very 
uncommon.  No  cases  of  massive  embolism  of  large 
pieces  of  placenta,  decidua,  or  thrombus  including 
these  elements  have  been  reported.  It  is  our  purpose 
to  report  such  a case  and  discuss  the  possible  etio- 
logic  factors. 

Case  Report 

This  twenty-nine-year  old,  white  female,  gra- 
vida 1,  Para  0,  was  admitted  at  term  to  St.  Joseph’s 
Hospital  on  December  24,  1950,  at  8:00  a.m.  in  ac- 
tive labor.  Her  prenatal  course  had  been  uneven- 
ful. Physical  examination  revealed  uterine  preg- 
nancy, vertex  presenting,  right  occiput  posterior 
position,  engaged.  A low  forceps  delivery  of  a live,  fe- 
male infant,  right  occiput  anterior,  was  accomplished 
under  Delvinal  anesthesia  at  2:51  p.m.  Pituitrin 
was  given  intravenously  on  delivery  of  the  anterior 
shoulder  of  the  infant.  The  placenta  was  then  par- 
tially delivered  by  fundal  pressure.  The  patient  be- 
gan to  bleed  moderately.  The  cervix  was  found 
clamped  around  the  placenta.  Two  fingers  were  in- 
serted into  the  uterine  cavity,  and  the  placenta  was 
then  delivered  by  simple  rotation.  The  patient  was 
brought  back  to  her  room  about  4:00  p.m.  The 
blood  pressure  was  120/90,  uterus  firm,  and  very 
slight  amount  of  bright  red  bleeding.  The  patient’s 
blood  pressure  varied  between  120  to  130/80  to  90 
with  the  pulse  between  76  and  100  until  6:30  a.m. 
the  next  day  (December  25)  when  it  rose  to  150/ 
88.  There  appeared  to  be  a moderate  amount  of 
bleeding  from  the  vagina  and  mucous  drainage 
from  the  mouth.  At  7:20  a.m.,  the  patient  ap- 
peared very  poor  with  the  pulse  weak  and  thready. 
She  was  laryngoscoped,  oxygen  administration  was 
forced,  and  Coramine  intramuscularly  was  given,  all 
to  no  avail.  She  expired  at  7: 30  a.m. 

Pathologic  Findings. — At  autopsy,  performed 
three  hours  after  death,  the  pertinent  gross  finding 
was  the  presence  in  the  pulmonary  artery  of  a large 
amount  of  pinkish  gray  material  in  the  form  of  a 
membranous  structure.  This  measured  4 by  1.5 
cm.  and  had  a smooth  surface  and  a roughened, 
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Fig.  1.  Decidua.  (725  X) 


Fig.  2.  Squamae.  (725  X) 


papillary  surface.  Attached  to  this  was  a large 
amount  of  deep  red,  fresh  clot.  The  fundus  of  the 
uterus  was  just  above  the  symphysis  pubis,  and  the 
uterus  appeared  to  be  well  contracted,  the  myome- 
trium being  3 cm.  in  thickness.  On  opening  the 
uterus  the  endometrium  was  represented  by  the 
usual  shaggy  membrane.  Just  beneath  the  surface 
of  this  membrane,  at  the  junction  of  the  body  and 
cervix  on  the  right  side,  were  some  greatly  dilated 
blood  vessels,  containing  some  red  clot.  The  pelvic 
veins  and  right  ovarian  vein  were  greatly  dilated. 

Microscopically,  examination  of  the  embolus  re- 
moved from  the  main  pulmonary  artery  revealed 
fresh  white  and  red  (bland  and  propagated)  throm- 
bus, including  squamae  and  decidua  (Figs  1 to  3). 


471 


472 


DICK , LEO,  AND  FALLON 


[N.  Y.  State  J.  M. 


Fig.  3.  Amniotic  fluid  and  decidual  cells  intermixed 
in  “white”  thrombus.  (725  X) 


Comment 

The  presence  of  decidua  in  the  embolus  indicates 
invasion  or  rupture  of  a uterine  sinus,  and  the  pres- 
ence of  the  squamae  indicates  that  amniotic  fluid 
was  also  present.  It  has  been  shown  by  several  in- 
vestigators that  amniotic  fluid  and  placental  extract 
both  have  strong  thromboplastic  properties.* 1 2 3 4 5’6  The 
presence  of  amniotic  fluid,  therefore,  suggests  that 
the  coagulant  action  of  this  fluid  accelerated  the  for- 


mation of  the  thrombus.  This  single  thrombus  also 
indicates  that  only  a small  amount  of  amniotic  fluid 
leaked  into  a single  sinus.  This  is  unlike  most  re- 
ported cases  of  amniotic  fluid  embolism  in  which 
relatively  massive  quantities  of  fluid  get  into  the  cir- 
culation, as  shown  by  the  presence  of  amniotic  fluid 
contents  in  most  small  vessels  of  the  lung  or  even 
afibrinoginemia.2’6  Tearing  or  stripping  of  the 
membranes  or  partial  retention  or  premature  separa- 
tion of  the  placenta  may  injure  the  uterine  sinuses 
and  veins,  opening  a point  of  entry  for  amniotic 
fluid.1  In  this  case,  there  exists  the  possibility  that 
manual  removal  of  the  placenta  may  have  injured 
the  vessel  involved. 

Summary 

A case  of  early  fatal  pulmonary  embolism  is  re- 
ported in  which  there  was  histologic  evidence  of 
production  of  the  fatal  embolus  by  leakage  of  am- 
niotic fluid  into  a uterine  sinus.  This  case  is  re- 
ported because  it  was  the  result  of  leakage  of  a mini- 
mal amount  of  amniotic  fluid  into  a single  uterine 
vessel. 

We  wish  to  thank  Dr.  Joseph  Lukasewicz  for  permission 
to  report  this  case. 
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CAFERGOT  SUPPOSITORIES  IN  MIGRAINE 
The  high  rate  of  satisfactory  response  in  migraine 
headaches  to  rectal  suppositories  of  ergot  and 
caffeine  and  the  relatively  indifferent  response  in 
tension  headaches  makes  accurate  differentiation 
an  important  condition  of  therapy.  In  addition  to 
presenting  results  in  82  cases  of  headache  treated 
with  caf ergot  suppositories  (Sandoz),  the  authors 
discuss  the  characteristic  signs  of  migraine  and  those 
of  tension  headaches. 


Of  the  82  patients,  69  were  classified  as  migraine 
and  13  as  tension.  Of  the  cases,  results  were  con- 
sidered excellent  in  58,  good  in  eight,  and  poor  in 
three.  Of  the  tension  variety,  results  were  con- 
sidered excellent  in  only  two,  good  in  two,  and  poor 
in  nine.  In  the  large  majority  of  patients  the 
suppositories  can  be  self-administered. — Marvin 
Fuchs,  M.D.,  and  Lester  Blumenlhal,  M.D.,  Annals 
of  Allergy,  September-0  dober,  1951 


SUDDEN  DEATH  IN  YOUNG  SOLDIERS  DUE  TO  CORONARY  OCCLUSION 

William  F.  Enos,  Jr.,  Maj.  (MC),  USA,  and  James  L.  Hansen,  Lc.  Col.  (MC),  USA,  New 
York  City 

(From  the  First  Army  Medical  Laboratory ) 


CUDDEN  death  due  to  coronary  occlusion  is  no 
^ longer  considered  an  unusual  entity  of  the  third 
and  fourth  decades  of  life.  With  the  advent  of 
Selective  Service  and  the  induction  of  large  numbers 
of  young  males,  the  incidence  of  fatal  coronary  dis- 
ease in  young  soldiers  is  being  more  frequently  en- 
countered. During  World  War  II,  French  and  Dock 
reported  80  such  cases.1  The  purpose  of  this  paper 
is  to  present  three  cases  of  fatal  coronary  disease 
which  occurred  in  the  First  Army  Area  within  a 
period  of  one  month. 


Case  Reports 

Case  1. — A thirty-five-year-old,  moderately  obese, 
white  male  was  seen  at  the  medical  clinic,  one  day 
prior  to  his  death,  complaining  of  precordial  pain. 
X-rays  and  laboratory  procedures  were  performed 
but  were  not  contributory.  He  was  found  dead  in 
bed  the  following  morning.  At  autopsy,  the  heart 
was  found  to  be  enlarged,  weighing  530  Gm.  There 
was  luminal  narrowing  in  both  the  left  and  right 
coronary  vessels.  Sections  through  the  anterior  de- 
scending branch  of  the  left’  coronary  artery  showed 
intimal  thickening  and  luminal  narrowing  up  to  50 
per  cent.  Sections  through  the  right  coronary  artery 
revealed  a luminal  narrowing  up  to  95  per  cent. 
There  was  no  scarring  of  the  myocardium  on  gross 
examination.  Microscopic  examination  of  sections 
taken  through  the  anterior  wall  of  the  left  ventricle 
revealed  minute,  focal  areas  of  hemorrhage  but  no 
other  significant  pathology.  No  history  of  exertion 
was  recorded  in  this  case. 

Case  2.— -A  twenty-two-year-old  white  male  died 
in  the  shower  room  after  participating  in  a football 
game.  No  previous  history  of  substemal  pain  or 
other  symptomatology  suggestive  of  myocardial 
disease  was  recorded.  At  autopsy,  the  body  was  that 
of  a well-developed  white  male,  measuring  73  inches 
in  height  and  weighing  195  pounds.  The  heart 
weighed  420  Gm.  Within  the  anterior  wall  of  the 
left  ventricle,  a number  of  mottled,  gray-white  areas 
were  visible.  Multiple  sections  of  the  coronary  ves- 
sels revealed  grade  1 to  grade  4 arteriosclerotic  dep- 
ositions. At  the  bifurcation  of  the  left  coronary 
artery  excessive  atheromatous  deposition  had  re- 
sulted in  almost  complete  occlusion  of  the  anterior 
descending  branch  of  the  left  coronary  artery.  The 
lesion  extended  along  this  vessel  for  a distance  of  ap- 
proximately 2.5  cm.  External  compression  of  the 
vessels  resulted  in  expulsion  of  a small  amount  of  a 
dark  brown,  grumous  material  from  the  lumen. 

Microscopic  examination  of  sections  taken  through 
the  anterior  wall  of  the  left  ventricle  showed  an  area 
of  infarction  which  was  about  twenty-four  hours  old. 
Multiple  sections  of  the  anterior  descending  branch 
of  the  left  coronary  artery  taken  through  the  area  of 
occlusion  revealed  a markedly  thickened  intima 
which  presented  a glazed,  slightly  basophilic  appear- 
ance in  which  there  were  a number  of  acicular-like 
spaces  interpreted  as  cholesterol  deposits  of  calcium 
(Fig.  1).  The  cellular  elements  in  this  lesion  were 
composed  of  a few  fibroblasts  and  foamy  macro- 
phages. Complete  occlusion  resulted  from  thrombo- 


Fig  1.  Sections  of  the  anterior  descending  branch 
of  left  coronary  artery  (Case  2). 


Fig  2.  Sections  through  the  anterior  descending 
branch,  left  coronary  artery  (Case  3). 


sis  of  this  vessel.  The  media  of  the  artery  was 
atrophic. 

Case  3. — A twenty-nine-year-old  sergeant  was 
found  dead  in  his  bivouac  area.  Approximately  four 
hours  prior  to  his  death  he  had  indulged  in  two  fist 
fights  with  one  of  the  men  in  his  company.  At 
autopsy,  the  body  wras  that  of  a twenty-nine-year- 
old  male,  measuring  70  inches  in  length  and  weigh- 
ing approximately  235  pounds.  The  heart  weighed 
400  Gm.  Dissection  of  the  heart  revealed  the  fol- 
lowing significant  findings:  The  left  coronary  ostium 
was  widely  patent  and  not  distorted.  There  were 
two  right  coronary  ostia  present.  They  were  not 
distorted  and  were  widely  patent.  In  the  left  an- 
terior descending  coronary  artery,  beginning  at  a 
point  2.5  cm.  from  the  ostium  and  extending  for  a 
distance  of  2.4  cm.  distally,  there  was  an  atheromat- 
ous plaque  in  the  wall  of  the  artery,  resulting  in  al- 
most complete  obliteration  of  the  lumen.  There  was 
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no  evidence  of  myocardial  infarction  noted  on  gross 
examination.  Microscopic  examination  of  the  left 
anterior  descending  coronary  artery  at  numerous 
levels  revealed  a marked  eccentric  subintimal  de- 
position of  cholesterol  resulting  in  a 98  per  cent  oc- 
clusion of  the  lumen  of  the  vessel  (Fig.  2).  No 
thrombus  was  present.  The  myocardium  showed  no 
evidence  of  infarction. 

Comment 

The  fact  that  arteriosclerosis  of  the  coronary  ar- 
teries occurs  before  adolescence  and  in  young  adults 
has  been  emphasized  by  French  and  Dock.  The 
most  striking  predisposing  factor  of  coronary  artery 
arteriosclerosis  in  their  cases  was  overweight.  Two 
of  the  cases  in  this  small  series  were  obese,  while  the 
third  was  a well-developed,  athletic  individual.  In 
over  50  per  cent  of  the  cases  reported  by  French  and 
Dock,  vigorous  exercise  brought  on  these  fatal  at- 
tacks. In  our  cases  two  of  the  men  had  participated 
in  fairly  violent  physical  activity  immediately  prior 
to  their  death.  In  the  third  case,  death  occurred 
during  sleep.  It  is  to  be  noted  that  in  the  three 
cases  presented  here,  as  well  as  in  the  series  of  French 
and  Dock,  arteriosclerosis  was  the  basic  pathology. 


Associated  atheromatous  streaking  of  the  aorta, 
minimal  in  amount,  was  present  in  two  of  the  cases. 
Gross  and  microscopic  evidence  of  myocardial  in- 
farction was  present  in  one  case.  The  plasma 
eholesterols  studied  in  one  case  were  not  significant. 
History  of  personal  habits,  such  as  smoking  and 
alcoholic  indulgence,  was  not  obtained. 


Summary 

Three  recent  cases  of  fatal  coronary  arteriosclero- 
sis in  young  soldiers  are  presented.  Either  obesity, 
exertion,  or  a combination  of  both  appeared  to  play  a 
major  part  in  these  cases.  An  infarct  more  than 
twenty-four  hours  old  was  present  in  one  case.  The 
basic  pathology  for  all  three  cases  was  arteriosclero- 
sis, with  thrombosis  playing  a part  in  one  case. 
These  cases  re-emphasize  the  fact  that  coronary  j 
artery  disease  does  occur  in  the  young  male  and  may  j 
terminate  in  sudden  death  without  any  prodromata.  ] 
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ACTH  AND  MORPHINE  ADDICTION  IN  BRONCHIAL  ASTHMA 

Samuel  E.  Di  Figlia,  M.D.,  Corona,  New  York 


A CTH  was  used  in  a morphine  addict  suffering 
1 ^ from  an  attack  of  intractable  bronchial  asthma. 
During  ACTH  therapy  the  morphine  was  rapidly 
withdrawn  without  the  usual  withdrawal  symptoms. 
Nourishment  which  had  been  consistently  refused 
for  one  month  was  accepted  after  the  second  in- 
jection of  the  adrenocorticotropic  hormone. 

Case  Report 

A seventy-one-year-old  white  emaciated  male  in 
acute  respiratory  distress  from  severe  asthma  was 
seen  in  emergency'  consultation.  He  had  suffered 
bronchial  asthma  since  childhood.  Of  late,  the 
asthma  was  not  controlled  except  by  frequent  in- 
jections of  adrenaline  and  morphine.  The  patient 
had  acquired  the  morphine  habit  twelve  years  ago 
when  he  was  hospitalized  for  eight  months  for  a frac- 
ture of  the  leg.  The  morphine  had  been  used  to 
control  the  pain  and  asthma.  For  the  past  month 
Vo  grain  of  morphine  and  1 cc.  of  1 : 1,000  adrenaline 
every  four  hours  had  been  required.  He  refused  all 
food. 

There  was  no  diabetes  mellitus  or  hypertension. 
The  radial  arteries  were  moderately  sclerotic.  The 
patient  was  in  very  poor  physical  condition,  and  it 
was  feared  that  he  w'ould  not  survive  the  shock  of 
withdrawal  of  morphine.  While  awaiting  arrange- 
ments for  hospitalization,  10  mg.  of  ACTH  wrere 


cautiously  injected.  The  patient  visibly  brightened, 
and  a second  dose  wras  given  six  hours  later.  With 
his  second  dose  he  asked  for  nourishment.  The  im- 
provement in  his  general  condition  was  so  marked 
that  it  was  decided  to  continue  ACTH  at  home. 
He  was  up  and  about  and  free  of  asthma  on  the  sec- 
ond day  of  treatment. 

ACTH,  10  mg.  every  six  hours,  was  continued  for 
four  days.  During  this  period  he  received  only 
three  doses  of  morphine,  1/i  grain,  and  adrenaline,  1 
cc.,  1:1,000. 

By'  the  end  of  the  fourth  day  he  was  receiving  no 
more  morphine  and  adrenaline  and  was  maintained 
only'  on  the  ACTH.  The  interval  between  doses  wa* 
increased  to  eight  hours.  By  the  end  of  one  week 
the  patient  looked  normal  again,  no  longer  com- 
plained of  asthma,  and  only  asked  for  morphine  once 
In  the  ensuing  two  weeks  the  ACTH  was  gradually 
reduced  and  finally  stopped. 

Summary 

An  attack  of  severe  intractable  bronchial  asthma 
in  an  elderly,  arteriosclerotic  morphine  addict  wa- 
controlled  with  ACTH.  During  ACTH  therapy 
morphine  was  safely  and  rapidly  withdrawn  with 
out  the  usual  withdrawal  picture. 
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Special  Article 


PROBLEMS  OF  FETAL  AND  NEONATAL  MORTALITY 


The  following  abstracts  are  taken  from  papers  appearing  in  the  booklet,  Problems  of 
Fetal  and  Neonatal  Mortality,  which  is  being  distributed  to  physicians  in  New  York 
State  under  the  joint  sponsorship  of  the  Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  and  New  York  City  Departments  of  Health.  The  papers  were 
presented  originally  at  the  New  York  Academy  of  Medicine  under  the  auspices  of  the 
Special  Committee  on  Infant  Mortality  of  the  Medical  Society  of  the  Countv  of  New 
York. 


'THE  Special  Committee  on  Infant  Mortality  of  the  Medical  Society  of  the  County  of  New  York  was 
■*"  formed  about  thirteen  years  ago  in  an  attempt  to  lower  the  mortality  rate  of  infants  in  the  neonatal  period. 
After  lengthy  study  of  the  causes  of  stillbirth  and  neonatal  death  in  the  County  of  New  York  as  obtained 
from  photostats  of  death  certificates  and  answers  to  questionnaires,  it  was  decided  that  many  stillbirths 
and  neonatal  deaths  could  be  prevented.  The  three  commonest  causes  of  death,  which  agree  with  the 
findings  of  other  workers  in  the  field,  are  prematurity,  congenital  anomalies,  and  birth  injuries.  It  was  felt 
by  this  Committee  that  the  death  rate  could  be  lowered  effectively  by  means  of  an  extensive  educational 
program  of  lectures  for  all  doctors  whose  practices  embrace  obstetrics  and  pediatrics.  Such  a program 
has  been  conducted  for  the  past  two  years  in  New  York  County,  and  it  is  planned  to  continue  these  each 
year. 

Since  only  a relatively  small  proportion  of  the  medical  profession  was  reached  by  means  of  these  lec- 
tures, it  was  decided  to  have  the  proceedings  published  and  distributed  so  as  to  reach  a larger  audience. 
With  the  cooperation  of  the  New  York  State  Department  of  Health  and  the  Medical  Society  of  the  State  of 
New  York,  this  booklet  has  been  printed  and  is  being  distributed  to  further  the  aims  of  the  Special  Com- 
mittee on  Infant  Mortality  of  the  County  of  New  York. 

It  is  the  hope  of  this  Committee  that  this  brochure  of  the  proceedings  of  the  Special  Committee  on  In- 
fant Mortality  of  the  Medical  Society  of  the  County  of  New  York  will  be  published  annually.  Sugges- 
tions for  subsequent  publications  or  for  subjects  to  be  discussed  in  future  will  be  given  due  consideration  by 
the  Committee.  The  members  of  the  Special  Committee  on  Infant  Mortality  are  as  follows:  Dr.  Carl 
Goldmark,  Jr.,  chairman,  Dr.  Lawrence  B.  Slobody,  Dr.  Harold  Abramson,  Dr.  Alfred  J.  Vignec,  Dr. 
Emanuel  M.  Eainess,  Dr.  Helen  Wallace,  Dr.  Louis  E.  Weymuller,  Dr.  Edward  H.  Dennen,  Dr.  Edmund 
N.  Joyner,  Dr.  Walter  Levy,  Dr.  Barbara  Logan,  Dr.  Elise  S.  Renning,  and  Dr.  Angelo  M.  Sala.  Address 
all  communications  to  Special  Committee  on  Infant  Mortality,  Medical  Society  of  the  County  of  New 
York,  2 East  103rd  Street,  New  York  29. 


ABSTRACTS  OF  LECTURES 


STILLBIRTHS  AND  NEONATAL  DEATHS  AS  SEEN  BY  THE  MEDICAL  EXAMINER 

Jacob  Weene,  M.D.,  and  Irene  Garrow,  M.D.,  New  York  City 

( F rom  the  Office  of  the  Chief  Medical  Examiner  of  the  City  of  New  York  and  the  Departments  of  Pathology  of  St. 

John’s  Long  Island  City  and  Flushing  Hospitals) 


'"pHE  medical  examiner  is  no  less  interested  than 
X practicing  physicians  in  the  public  health  aspects 
of  the  problem  of  infant  mortality.  The  medical 
examiner  shares  with  other  pathologists  and  clini- 
cians alike  the  legal  and  scientific  obligation  to  deter- 
mine the  cause  of  death  with  all  the  accuracy  pos- 
sible in  our  present  state  of  knowledge.  He  is 


charged  by  law  with  the  investigation  of  deaths 
that  are  violent,  suspicious,  unexpected,  unattended, 
and  unexplained. 

About  1 per  cent  of  the  fetal  deaths  or  stillbirths 
are  investigated  by  the  medical  examiner’s  office. 
The  following  are  typical  of  the  kind  of  case  referred 
for  investigation:  A pregnant  woman  miscarried 
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four  days  after  she  had  been  kicked  in  the  abdomen; 
the  problem  here  was  whether  or  not  the  blow  was  a 
competent  producing  cause  of  the  fetal  death.  In 
another  case,  the  sudden  death  of  an  infant,  there 
was  cellulitis  of  the  umbilical  region.  Investigation 
of  the  nursery  in  which  this  infant  death  occurred 
revealed  the  presence  of  an  outbreak  of  omphalitis 
due  to  Staphylococcus  aureus.  In  no  other  group  of 
cases  is  the  proportion  of  negative  postmortem  find- 
ings as  high  as  among  fetal  deaths.  In  no  other 
group  of  cases  is  the  clinical  history  as  important  in 
arriving  at  an  opinion  as  to  the  probable  cause  of 
death. 

Many  problems  arise  in  the  routine  investigation 
of  violent  and  sudden  deaths  during  the  first  month 
of  life.  The  principles  and  technics  that  have 
been  found  helpful  in  their  elucidation  are  discussed. 
Pathologic  material  from  deaths  due  to  trauma, 
comprising  infanticides  and  accidental  deaths,  has 
been  found  helpful  in  that  histologic  study  of  this 
material  adds  to  our  understanding  of  the  normal. 
This  knowledge  is  basic  to  the  appreciation  of  the 
histologic  findings  that  have  been  demonstrated  as 
explaining  many  cases  of  sudden  death  in  which  the 
gross  autopsy  findings  are  inconclusive.  The  need 
is  emphasized  for  complete  autopsies  competently 
performed  followed  by  indicated  microscopic, 
bacteriologic,  serologic,  and  chemical  studies. 

Of  particular  interest  to  the  clinician  are  the  find- 
ings in  the  cases  of  infant  deaths  ascribed  to  acci- 


dental mechanical  suffocation.  Many  of  these  cases 
in  previous  years  were  certified  as  dying  of  status 
thymicolymphaticus.  The  authors  have  shown  that 
the  rise  and  frequency  with  which  accidental  mechan- 
ical suffocation  appears  in  the  mortality  tables  is 
directly  related  to  the  diminishing  incidence  of 
status  thymicolymphaticus  as  a stated  cause  of 
death.  Careful  microscopic  examination  in  many 
of  these  cases  shows  an  unsuspected  infection,  us- 
ually of  the  respiratory  tract,  bronchitis,  bronchioli- 
tis, interstitial  pneumonitis,  otitis  media,  and 
mastoiditis.  Occasionally,  meningitis,  unsuspected 
grossly,  is  found  microscopically.  Common  are 
primary  enteric  infections  and  sepsis  in  which  the 
etiologic  organism  has  entered  through  the  skin. 
While  these  cases  may  have  appeared  to  be  sudden 
unexpected  occurrences,  careful  investigation  often 
reveals  that  subjects  reported  dying  suddenly  ac- 
tually had  significant  premonitory  symptoms.  The 
diagnosis  of  aspiration  of  stomach  contents  as  a 
cause  of  death  is  also  often  open  to  question  since 
infants  may  regurgitate  and  aspirate  stomach  con- 
tents just  before  death.  On  the  other  hand,  as- 
piration of  amniotic  fluid  content  may  be  a much 
more  important  cause  of  death  among  newborn  in- 
fants than  is  generally  appreciated. 

In  conclusion,  the  authors  place  emphasis  upon 
the  application  of  a knowledge  of  the  basic  patho- 
logic findings  to  the  proper  direction  of  efforts  in 
any  program  designed  to  lower  infant  mortality. 


FEEDING  OF  THE  PREMATURELY  BORN  INFANT 

Samuel  Z.  Levine,  M.D.,  and  Margaret  Dann,  M.D.,  New  York  City 
{From  the  Departments  of  Pediatrics  of  the  New  York  Hospital  and  Cornell  University  Medical  College) 


A BOUT  five  out  of  every  hundred  live  babies 
1 born  are  prematures,  but  50  per  cent  of  all  neo- 
natal deaths  occur  in  this  group.  This  high  rate 
may  be  lowered  by  good  obstetrics,  skillful  nursing, 
avoidance  of  infections,  maintenance  of  body 
temperature,  preparedness  for  emergencies,  and 
proper  feeding. 

Appetite  and  behavior  are  not  suitable  gauges  of 
feeding  regimens  in  premature  infants;  a knowledge 
of  their  nutritional  needs  is  required  to  judge  the 
adequacy  of  feeding  schedules.  This  information  is 
obtained  from  metabolic  and  balance  studies. 

The  premature  infant  has  a lower  output  of  water 
vapor  from  skin  and  lungs,  but  he  puts  out  a more 
dilute  urine  because  of  immaturity  of  the  kidneys. 
A daily  intake  of  between  130  and  150  cc.  of  fluid 
per  Kg.  per  day  is  adequate  to  cover  the  prema- 
ture’s water  needs. 

The  caloric  needs  of  the  premature  of  seven  days 
of  age  or  more  are  usually  met  by  a daily  intake  of 
between  110  and  130  calories. 

Protein  requirements  are  high  because  of  the 
rapid  rate  of  growth,  and  protein  is  readily  digested 
and  utilized  by  premature  infants.  From  4 to  6 
Gm.  of  protein  per  Kg.  per  day  are  recommended. 


Many  prematures  absorb  fat  poorly  from  the  ali- 
mentary tract.  When  the  fat  content  of  the  formula 
is  reduced  to  2 Gm.  per  Kg.  per  day,  the  fecal  loss 
falls  to  less  than  10  calories  per  Kg.,  about  the 
amount  lost  by  the  average  full-term  infant  on  a 
higher  fat  intake. 

Prematures  utilize  carbohydrates  well  even  in  the 
first  weeks  of  life.  A daily  intake  of  15  to  20  Gm.  of 
total  carbohydrates  per  Kg.  is  provided. 

Calcium  and  phosphorus  are  absorbed  and 
utilized  well.  The  greater  needs  of  the  premature 
infant  are  met  by  the  higher  mineral  content  of  cow’s 
milk. 

The  longstanding  clinical  impression  that  human 
milk  is  the  food  of  choice  for  premature  infants  may 
not  be  valid  because  (1)  unmodified  human  milk  is  a 
relatively  dilute  feeding,  tending  to  cause  disten- 
tion, respiratory  distress,  or  increased  peristalsis 
and  diarrhea;  (2)  it  is  high  in  fat  which  is  tolerated 
poorly;  (3)  it  is  lower  in  calcium  and  phosphorus 
than  cow’s  milk  and  has  shown  to  be  too  low  for  ade- 
quate bone  growth  in  prematures,  and  (4)  it  is  low  in 
protein. 

The  theoretic  superiority  of  cow’s  milk  mixtures 
to  human  milk  has  been  tested  clinically.  Prema- 


February  15,  1952] 


ABSTRACTS  OF  LECTURES 


477 


tures  fed  on  a half-skimmed  cow’s  milk  mixture 
gained  weight  more  rapidly  than  those  on  an  evapo- 
rated milk  mixture,  and  still  more  rapidly  than  those 
on  human  milk.  The  differences  in  the  weight  gain 
in  smaller  infants  were  even  more  striking. 

In  the  controlled  conditions  of  hospital  practice, 
properly  modified  cow’s  milk  is  therefore  superior  to 
human  milk  in  promoting  weight  gains  in  prema- 
ture infants;  partially  skimmed  milk  formulas  are 
best  suited  for  smaller  infants.  For  large  pre- 
matures and  full-term  infants  who  can  take  the 
breast  directly,  breast  milk  remains  the  food  of 
choice.  It  should  be  remembered  that  human  milk 
when  processed  is  as  artificial  a feeding  as  cow’s 
milk  similarly  processed. 

In  hospital  practice,  for  smaller  babies  a low-fat, 
high-protein  cow’s  milk  mixture  is  preferred  contain- 
ing the  following  per  Kg.  of  body  weight: 


Half-skimmed  milk  powder 18  Gm. 

Carbohydrate 11  Gm. 

Water  'to  make 150  cc. 


This  level  of  feeding  should  be  reached  only  after 
seven  to  ten  days.  Nothing  is  given  by  mouth  dur- 
ing the  first  twelve  hours,  after  which  feedings  are 
started  very  cautiously  and  increased  gradually. 
The  following  schedule  is  generally  applicable: 

1.  Twelve  hours  after  birth  and  every  three 
hours  thereafter  for  four  feedings:  5 to  15  cc.  of  5 
per  cent  glucose. 

2.  Twenty-four  to  thirty-six  hours  after  birth, 


5 to  20  cc.  of  equal  parts  of  a milk  mixture  and  5 per 
cent  glucose. 

3.  Thereafter  8 to  30  cc.  of  a milk  mixture  with 
gradually  increasing  amounts  up  to  the  amount 
previously  recommended. 

For  prematures  weighing  1,750  Gm.  or  more,  and 
particularly  when  preparing  for  discharge,  an 
evaporated  milk  formula  such  as  the  following  may 
be  given  per  Kg.  of  body  weight: 


Evaporated  milk 70  cc. 

Added  carbohydrate 6 Gm. 

Water  to  make 150  cc. 


The  judgment  of  experienced  nurses  is  essential  in 
deciding  the  mode  of  feeding  of  prematures.  When 
skilled  nurses  are  available,  the  smallest  and 
weakest  babies  usually  do  best  when  fed  by  gavage 
at  three-hour  intervals.  Nipple  feedings  are  used 
when  the  infant  has  active  sucking  and  gag  reflexes 
and  is  sufficiently  vigorous. 

Vitamins  K,  A,  C,  D,  and  E are  given.  A sub- 
cutaneous injection  of  4 mg.  of  menadione  is  given 
on  admission  unless  this  has  already  been  done. 
Because  of  low  body  reserves  of  vitamin  A,  prophy- 
lactic doses  are  begun  at  seven  days  of  age  and  are 
given  in  amounts  of  15,000  international  units 
daily  in  an  oily  or  water-miscible  medium.  The 
practice  of  the  New  York  Hospital  is  to  give  3,000 
units  of  vitamin  D as  a concentrate  after  the  first 
week.  Smaller  dosages  of  both  these  vitamins  are 
probably  adequate.  Vitamin  C is  given  in  doses  of 
50  mg.  daily  starting  at  seven  days  of  age. 


ALTERED  PHYSIOLOGY  OF  THE  NEWBORN  CONTRIBUTING  TO  NEONATAL 

MORTALITY 

Clement  A.  Smith,  M.D.,  Boston,  Massachusetts 
( From  the  Boston  Lying-In  Hospital  and  the  Department  of  Pediatrics,  Harvard  Medical  School) 


'"AILABLE  studies  show  that  about  one  third 
of  “fetal  losses,”  or  combined  deaths  from 
stillbirth  and  neonatal  death,  may  be  set  aside  as 
macerated  fetuses,  malformations,  and  deaths  for 
unknown  reasons.  Among  the  remainder,  those 
conditions  we  may  hope  to  do  something  about, 
.anoxia  holds  first  place.  Fetal  loss  caused  by  pre- 
maturity occupies  the  next  place.  Only  then  does 
'trauma,  a nonphysiologic  item,  appear. 

With  reference  to  anoxia  the  important  questions 
are  as  follows:  Why  do  some  babies  not  breathe 
iwhen  they  are  born?  Why  do  some  breathe,  but  not 
'for  long  enough?  And,  finally,  what  can  we  do  to 
prevent  or  treat  the  circumstances  responsible  for 
labsence  or  ineffectiveness  of  breathing? 

If  the  newborn  baby  is  lively  and  unimpaired  by 
'anoxia,  anesthesia,  trauma,  or  other  cause,  he  will 
.usually  breathe  at  once,  presumably  as  a response  to 
sensory  stimuli  of  the  birth  process  and  of  the  new 
environment  in  which  he  finds  himself.  If  his  cen- 
tral nervous  system  is  impaired  for  any  of  these 
causes,  he  may  still  respond  inefficiently  and  after 
home  delay  by  gasps  brought  about  by  the  chemical 
stimuli  of  anoxia.  With  our  help  these  gasps  may 


bring  in  enough  oxygen  to  induce  gradually  more  ef- 
ficient respiration.  These,  roughly,  are  the  regular 
and  emergency  patterns  of  respiratory  onset. 

Some  infants  fail  to  make  any  attempt  to  breathe 
at  birth  because  their  respiratory  centers  are  im- 
paired beyond  the  point  at  which  even  the  gasp  re- 
sponse is  available  to  them.  The  common  causes  of 
this  impairment  are  severe  trauma,  avoidable  or 
unavoidable  disturbances  of  the  placenta  and  cord, 
gross  overuse  of  anesthesia,  and  the  intrauterine 
anoxia  resulting  from  postmaturity  and  placental 
senility.  These  are  all  central  phenomena. 

In  infants  who  breathe  but  fail  to  continue,  the 
question  of  efficiency  of  peripheral  mechanisms  is 
introduced.  We  must  therefore  consider,  in  addi- 
tion to  central  factors,  the  state  of  the  air  passages 
and  lungs.  Amniotic  fluid  may  be  drawn  into  the 
lungs  before  birth  by  respiratory  movements  in 
utero  caused  by  prenatal  anoxia  and  may  be  com- 
pressed there  by  early  extrauterine  breaths.  Deliv- 
ery by  cesarean  section  may,  by  unexplained  factors, 
cause  the  presence  of  an  increased  amount  of  fluid 
in  the  lungs.  The  ribs  and  muscles  of  the  small  pre- 
mature infant  may  lack  the  force  to  expand  the 
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lungs,  or  the  lungs  themselves  may  be  immature. 
Congenital  malformations  may  preclude  effective 
breathing.  Exudates,  hemorrhage,  or  even  aspi- 
rated milk  may  block  the  air  channels.  Anemia  may 
produce  an  anoxic  status.  Aniline  dyes  against  the 
skin  or  nitrates  in  the  food  may  result  in  conversion 
of  hemoglobin  to  methemoglobin.  The  centers  in 
the  brain  cannot  function  for  long  while  peripheral 
efficiency  is  failing;  as  the  centers  become  inefficient, 
the  stimulus  to  peripheral  action  is  again  reduced. 

What  can  be  done  in  the  way  of  prevention? 
Not  a single  one  of  these  causes  occurs  in  a normal 
vertex  delivery  of  a full-term  infant  without  con- 
genital anomalies  from  an  unanesthetized  or  lightly 
anesthetized  mother  after  a normal  pregnancy,  if, 
after  delivery,  the  infant  is  not  exposed  to  infection, 
to  aniline  dyes,  or  to  water-containing  nitrates. 
We  do  not  know  the  answer  to  the  problem  of  guar- 
anteeing a normal  pregnancy  and  a normal  vertex 
deliver}'  at  term,  but  the  factors  after  birth  are  pre- 
ventable. The  safety  of  analgesics  and  anesthetics 
lies  with  the  man  who  uses  them.  Postmaturity 
and  prematurity  may  in  the  future  be  at  least  par- 
tially prevented  by  hormonal  prophylaxis. 

Treatment  begins  with  diagnosis.  Anything  in- 
creasing ventilation  of  the  lungs  and  oxygen  tension 
of  the  alveolar  air  should  improve  the  oxygen  con- 
tent and  tension  of  the  blood  and  have  a salutary  ef- 


fect on  central  mechanisms  if  they  can  still  respond. 
Such  measures  include  increase  of  airway,  preferably 
by  simple  drainage,  and  assistance  of  air  flow  by 
means  of  positive  pressures  from  above  and  of  nega- 
tive pressures  from  below;  we  prefer  a simple 
modification  of  the  Krelselman  apparatus  giving  in- 
termittent positive  pressure  in  a small  mask  with  a 
blow-off  valve  allowing  pressure  to  rise  only  to  a 
regulated  height,  usually  20  to  25  cm.  of  water. 

Any  other  means  of  improving  central  functions 
should  make  for  more  effective  action  by  peripheral 
mechanisms  if  these  can  still  respond.  These  meas- 
ures include  the  removal  of  pressure  and  irritation 
from  hemorrhage  by  lumbar  and  subdural  punctures 
and  the  questionable  and  certainly  limited  effects  of 
“respiratory  stimulants.” 

In  discussing  physiology  as  altered  by  prematurity 
a few  guiding  principles  will  be  considered.  Prema- 
ture infants  able  to  survive  for  three  or  four  days 
ought  to  be  able  to  survive  thereafter  with  calm  and 
expert  nursing  care,  avoidance  of  infection,  and  the 
willingness  of  the  physician  to  let  well  enough  alone. 
If  during  the  first  two  postnatal  days  the  infant  is 
disturbed  as  little  as  possible,  leaving  him  in  a germ- 
free,  oxygenated  environment  of  steady  tempera- 
ture and  humidity,  with  the  help  of  nature  those  ad- 
justments of  physiology  in  which  we  are  not  yet  wise 
enough  to  assist  directly  may  be  made  by  the  infant. 


THE  IMPORTANCE  OF  RH  STUDIES  IN  MOTHER  AND  CHILD  IN  REDUCING 

INFANT  MORTALITY— PART  I 

Philip  Levine,  M.D.,  Raritan,  New  Jersey 

( From  the  Ortho  Research  F oundation) 


npHE  more  general  aspects  of  the  problem  of 
hemolytic  disease  of  the  fetus  and  newborn  will 
be  reviewed  in  this  part  with  special  reference  to 
public  health  and  preventive  measures  which  have 
considerably  reduced  the  incidence  of  the  condition. 
Hemolytic  disease  is  the  result  of  a specific  reaction 
of  maternal  antibodies  in  the  circulation  of  the  fetus 
or  newborn  infant  resulting  in  blood  destruction; 
this  follows  the  transplacental  transfer  of  fetal  red 
blood  cells  into  the  maternal  circulation  and  the 
antigenic  response  on  the  part  of  the  mother  with 
the  production  of  antibodies  specific  for  the  Rh  fac- 
tor. In  93  per  cent  of  the  cases  the  mother  is  Rh 
negative  and  the  father  and  affected  infant  Rh  posi- 
tive. 

Hemolytic  disease  is  not  a leading  cause  of  fetal 
or  neonatal  morbidity  or  mortality.  Its  incidence  is 
directly  proportional  to  the  frequency  of  Rh  nega- 
tive individuals  in  any  population;  in  a population 
with  15  per  cent  Rh  negative  individuals  it  will  occur 
about  once  in  150  to  200  full-term  pregnancies.  In 
the  13  per  cent  incompatible  matings  its  average  oc- 
currence is  once  in  every  20  to  26  full-term  pregnan- 
cies with  an  incidence  of  1:42  for  first  occurrence  in 
the  second  pregnancy  and  1:12  in  the  fifth  preg- 
nancy. About  one  fetal  or  neonatal  death  per  400 
deliveries  is  attributable  to  hemolytic  disease. 


There  is  no  known  method  for  preventing  anti- 
body production  on  the  part  of  the  mother.  Rou- 
tine Rh  testing  will  disclose  which  pregnant  women 
are  Rh  negative,  and  tests  for  the  presence  ol  anti-Rh 
and  other  antibodies  make  it  feasible  to  select  the 
comparatively  small  number  from  this  group  who 
will  or  who  already  have  delivered  affected  infants. 
Our  goal  should  be  the  prevention  of  hemolytic  dis- 
ease by  limiting  the  number  of  future  pregnancies 
in  the  carefully  selected  group  of  immunized 
mothers. 

Although  it  is  the  general  rule  now  that  all  Rh 
negative  individuals,  men  or  women,  must  receive 
Rh  negative  blood,  this  is  particularly  important  for 
girls  and  women  before  and  throughout  their  child- 
bearing period.  As  a rule,  there  are  sufficient  factors 
of  safety  so  that  almost  every  Rh  negative  mother 
can  have  two  or  more  Rh  positive,  normal  infants 
before  she  is  seriously  immunized.  These  factors  of 
safety  are  frequently  abolished  in  those  Rh  negative 
women  who  receive  Rh  positive  blood  by  transfusion 
or  intramuscular  injection  at  any  time  prior  to 
pregnancy. 

Hemolytic  disease  in  infants  of  mothers  who  re- 
ceived Rh  positive  blood  tend  to  be  severely  affected 
Antibodies  tend  to  disappear  more  slowly  from  the 
blood  of  Rh  negative  mothers  who  have  deliverec 
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infants  with  hemolytic  disease  in  the  group  who  re- 
ceived Rh  positive  blood.  Similarly,  subsequent 
pregnancies  in  the  group  who  received  Rh  positive 
blood  before  their  first  pregnancies  showed  an  un- 
usually high  incidence  of  fetal  or  neonatal  deaths. 
Rh  negative  women  who  may  require  transfusions 
for  postpartum  bleeding  or  bleeding  after  a mis- 
carriage should  of  course  receive  only  Rh  negative 
blood. 

Rh  studies  are  also  of  great  aid  in  excluding  hem- 
olytic disease  as  the  cause  of  fetal  or  neonatal  mor- 
tality. In  these  cases  the  mother’s  serum  should  be 
tested  with  her  husband’s  red  cells,  suspended  in 
bovine  albumin,  trypsinized,  and  with  the  aid  of  the 
Coomb’s  reagent. 

Many  unsolved  problems  still  remain  in  this  field, 
but  the  adoption  of  preventive  measures  should  re- 
sult in  marked  reduction  of  morbidity  and  mortality 


due  to  hemolytic  disease.  There  is  no  evidence  that 
any  true  hapten  has  been  isolated  from  human  Rh 
positive  blood,  nor  has  there  been  any  confirmation 
of  reports  on  the  value  of  a presumed  hapten  in  the 
prevention  of  hemolytic  disease. 

There  have  been  several  attempts  to  make  Rh 
tests,  prior  to  transfusion  and  for  all  pregnant 
women,  mandatory  by  law.  Such  legislation  may 
now  be  recommended,  providing  blood-grouping 
tests  also  are  included.  In  the  meantime,  all 
hospitals  should  be  urged  to  make  these  two  tests 
routinely.  Every  large  hospital  should  have  one  or 
more  of  its  workers  trained  in  all  aspects  of  this 
field,  while  smaller  hospitals  may  pool  their  inter- 
ests in  organizing  a properly  equipped  laboratory  to 
serve  the  interests  of  the  local  community.  Such  a 
program  can  conveniently  be  carried  out  in  conjunc- 
tion with  a central  blood  bank. 


THE  IMPORTANCE  OF  RH  STUDIES  IN  MOTHER  AND  CHILD  IN  REDUCING 

INFANT  MORTALITY— PART  II 

Peter  Vogel,  M.D.,  and  Richard  E.  Rosenfield,  M.D.,  New  York  City 

( From  the  Rh  Laboratory,  New  York  City  Department  of  Health ) 


TN  THIS  part,  routine  Rh  tests,  detection  of  anti- 

body  production,  and  recent  improvements  in  the 
management  and  therapy  of  the  infected  infant  will 
be  discussed. 

All  physicians  caring  for  pregnant  women  should 
have  blood-grouping  and  Rh  typing  tests  performed 
as  early  as  possible  in  the  antenatal  period.  This 
testing  prepares  for  sudden  need  for  blood  trans- 
fusions and  leads  to  the  early  detection  of  Rh  nega- 
tive expectant  mothers. 

All  pregnant  Rh  negative  women  should  be  re- 
checked bv  another  technic  to  make  certain  that 
they  are  truly  Rh  negative  since  some  may  belong  to 
an  intermediate  type  and  a small  number  previously 
thought  to  be  1th  negative  are  found  by  special 
technic  to  be  Rh  positive. 

Antibody  studies  should  be  performed  on  all  Rb 
negative  women  since  those  who  do  not  develop  anti- 
bodies  during  pregnancy  will  deliver  normal  infants. 

; This  should  be  done  even  during  the  first  pregnancyy 

Husbands  of  all  Rh  negative  women  should  have 
I blood  group  and  Rh  typing  performed.  If  such 
husbands  are  Rh  negative,  there  is  no  Rh  problem. 
Knowing  whether  the  husband  is  homozygous  or 
I heterozygous  for  the  Rh  factor  will  determine 
l whether  all  the  offspring  must  be  Rh  positive  or 
whether  only  50  per  cent  may  be  subject  to  hemo- 
I lytic  disease. 

W hen  it  is  known  that  sensitization  arose  during 
) the  current  pregnancy,  antibody  tests  should  be  per- 
formed three  times  during  pregnancy,  but  the  preg- 
nancy should  be  allowed  to  go  to  term  and  the  cord 
blood  examined  at  delivery.  In  women  previously 
sensitized,  antibody  tests  should  be  performed  at 
frequent  intervals  in  the  last  trimester.  Induction 
of  labor  by  conservative  measures  may  be  at- 


tempted between  the  thirty-seventh  and  thirty- 
eighth  week  of  gestation  if  there  is  a significant  in- 
crease in  titer  late  in  pregnancy  and  an  Rh  positive 
baby  is  expected. 

Diagnosis  of  hemolytic  disease  of  the  newborn 
due  to  Rh  incompatibility  may  be  established  by  a 
positive  antiglobulin  test  on  the  red  cells  of  the  in- 
fant and  excluded  by  a negative  test.  The  test 
takes  only  five  minutes.  For  evaluation  of  the 
severity  of  the  hemolytic  process  blood  should  be 
drawn  from  the  umbilical  vein  to  give  the  true  figure 
of  the  hemoglobin  and  red  cell  count  in  utero  and  to 
measure  the  level  of  bilirubin  and  antibodies  and  de- 
termine the  group  and  Rh  status  of  the  baby. 
Treatment  of  the  infant  depends  upon  available  local 
facilities.  Replacement  transfusion  is  the  proce- 
dure of  choice  when  the  newborn  is  obviously  se- 
verely affected.  Otherwise,  a period  of  twelve  to 
twenty-four  hours  observation  may  be  necessary. 
A replacement  transfusion  should  be  performed  in 
borderline  cases  when  proper  team  and  sufficient 
facilities  are  available,  but  in  untrained  hands  con- 
servative measures  with  simple  transfusion  using 
blood  with  most  of  the  plasma  removed  is  a safer 
procedure.  Maintenance  of  body  temperature  is 
very  important  in  these  sick  infants. 

A number  of  infants  having  anemia  and  jaundice 
do  not  fit  the  pattern  of  usual  Rh  incompatibility. 
All  necessary  tests  must  be  performed  quickly  to 
give  a diagnosis  which  may  rarely  be  due  to  other 
blood  differences  than  Rh  incompatibility. 

In  conclusion,  definite  rules  can  be  applied  to  the 
handling  of  Rh  negative  women  with  certain  limits, 
but  each  case  of  hemolytic  disease  of  the  newborn 
must  be  evaluated  individually  with  all  possible 
data. 


NECROLOGY 


Byron  D.  Bowen,  M.D.,  of  Buffalo,  died  on  Decem- 
ber 30,  1951,  at  the  Buffalo  General  Hospital  at  the 
age  of  sixty-two.  Dr.  Bowen  was  graduated  from  the 
1 diversity  of  Buffalo  School  of  Medicine  in  1914  and 
interned  at  the  Buffalo  General  Hospital.  He  had 
been  clinical  professor  of  medicine  at  the  University 
of  Buffalo  School  of  Medicine  and  attending  physi- 
cian at  the  Buffalo  General  Hospital  until  his  re- 
tirement in  1950  because  of  illness. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Bowen  was  a member  of  the 
American  Society  for  Clinical  Investigation,  the 
Buffalo  Academy  of  Medicine,  the  Association  for 
the  Study  of  Internal  Secretions,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Gerard  Hutchison  Cox,  M.D.,  of  Saranac  Lake, 
died  on  November  25,  1951,  at  the  age  of  seventy- 
four.  Dr.  Cox  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1903.  He  was  consulting  otolaryngologist  for  the 
Veterans  Administration  Hospital  at  Sunmount  and 
for  the  Mercy  General  Hospital  in  Tupper  Lake.  A 
Diplomate  of  the  American  Board  of  Otolaryngology, 
a Diplomate  of  the  American  Board  of  Plastic  Sur- 
gery, and  a Fellow  of  the  American  College  of  Sur- 
geons, Dr.  Cox  was  a member  of  the  American 
Otological  Society,  the  Franklin  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


John  Francis  Flynn,  M.D.,  formerly  of  Painted 
Post,  died  on  December  27  in  Erie,  Pennsylvania,  at 
the  age  of  thirty-three.  Dr.  Flynn  received  his 
medical  degree  from  the  Georgetown  Medical  School 
in  1943.  He  had  served  on  the  staff  of  the  Corning 
Hospital,  Corning,  and  had  been  a member  of  the 
Steuben  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Florence  Hulton  Frankel,  M.D.,  of  Nyack  and 
New  York  City,  died  on  December  21,  1951,  at  the 
age  of  sixty-six.  Dr.  Frankel  received  her  medical 
degree  from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1924  and  interned  at 
Montefiore  Hospital  in  New  York  City.  She  was  a 
retired  physician  of  the  Bureau  of  Women  in  Indus- 
try of  the  New  York  State  Department  of  Labor. 
Dr.  Frankel  was  a member  of  the  Rockland  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Foster  Kennedy,  M.D.,  of  New  York  City,  died 
on  January  7 at  Bellevue  Hospital  at  the  age  of 
sixty-seven.  A native  of  Ireland,  Dr.  Kennedy  re- 
ceived his  medical  degree  from  the  Royal  University 
of  Ireland  in  1906  and  served  as  resident  medical 
officer  at  the  National  Hospital  in  London  until 


1910,  when  he  became  chief  of  the  clinic  of  the  New 
York  Neurological  Institute.  During  World  War  I, 
Dr.  Kennedy  served  in  the  British  Army  Medical 
Corps.  He  was  a former  chairman  of  the  Commit- 
tee on  Neurology  of  the  National  Research  Council 
and  of  the  Federal  Medical  Commission  at  Ellis 
Island. 

Dr.  Kennedy  had  been  professor  of  neurology  at 
Cornell  University  Medical  College  and  was  consult- 
ing neurologist  at  New  York  Hospital,  Presbyterian 
Hospital,  Woman’s  Hospital,  Lenox  Hill  Hospital, 
New  York  Polyclinic  Hospital,  New  York  Infirmary, 
and  the  Hospital  for  Special  Surgery,  all  in  New 
York  City;  Monmouth  Memorial  Hospital,  Long 
Branch,  New  Jersey;  Nassau  Hospital,  Mineola; 
Vassar  Brothers  Hospital,  Poughkeepsie,  and  St. 
John’s  Riverside  Hospital,  Yonkers.  He  was  a 
member  of  the  American  Neurological  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
Neurological  Society,  the  American  Psychiatric 
Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Eugene  F.  McGillian,  M.D.,  of  Yonkers,  died  on 
January  10  at  his  home  at  the  age  of  sixty-six.  Dr. 
McGillian  was  graduated  from  the  Albany  Medical 
College  in  1909  and  interned  at  the  New  York  Post- 
Graduate  Hospital.  During  World  War  I he  served 
in  the  U.S.  Navy  Medical  Corps  and  during  World 
War  II  served  with  the  8th  Regiment,  New  York 
Guard.  Dr.  McGillian  was  health  commissioner  for 
the  City  of  Yonkers  from  1936  to  1946,  when  he  be- 
came admissions  director  for  the  Veterans  Adminis- 
tration office  in  New  York  City.  He  was  a member 
of  the  Yonkers  Academy  of  Medicine. 


Charles  Jay  Marshall,  M.D.,  of  Binghamton, 
died  on  December  15,  1951,  at  his  home  at  the  age 
of  fifty-one.  Dr.  Marshall  was  graduated  from  the  , 
Syracuse  University  College  of  Medicine  in  1924. 
He  was  attending  obstetrician  at  Our  Lady  of 
Lourdes  Memorial  Hospital,  Binghamton;  consult-  | 
ing  obstetrician  at  Ideal  Hospital,  Endicott,  and  | 
Wilson  Memorial  Hospital,  Johnson  City,  and  con-  < 
suiting  gynecologist  at  the  Broome  County  Tubercu- 
losis Hospital.  A Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  Dr.  Marshall  was  a 
member  of  the  Binghamton  Academy  of  Medicine, 
the  Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Salvatore  Vincent  Martino,  M.D.,  of  Auburn,  diet 
on  December  29,  1951,  at  the  age  of  sixty-seven  i 
Dr.  Martino,  a native  of  Italy,  received  his  medica  I 
degree  from  the  University  of  Naples  in  1915.  Dur  I 
ing  World  War  I he  served  wjth  the  Italian  Arm}  1 
Medical  Corps.  Dr.  Martino  had  practiced  ii  1 
Auburn  and  Syracuse  since  1924  and  had  been  ! «t 
[Continued  on  page  490] 

480 


MEDICAL  NEWS 


Refresher  Courses  in  Pediatrics  for  General  Practitioners 


INTENSIVE  refresher  courses  in  pediatrics  for 
general  practitioners  are  being  offered  at  the 
University  of  Buffalo  School  of  Medicine  under  the 
sponsorship  of  the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Department  of 
Health.  The  two  sessions,  each  lasting  two  weeks, 
will  be  held  on  the  following  dates: 

Session  I:  May  26  through  June  7,  1952 
■Session  II:  June  16  through  June  28,  1952 

The  refresher  courses  will  be  a review  of  principle 
and  recent  developments  in  the  diagnosis  and  treat- 
ment of  pediatric  disorders  and  in  the  care  of  the 
well  child.  Lectures,  informal  discussion,  and  ward 
rounds  are  held  daily.  The  physicians  attending 
participate  in  the  daily  admission  conferences  at 
which  all  children  admitted  to  the  Buffalo  Children’s 
Hospital  on  the  previous  day  are  discussed  in  some 
detail  before  laboratory  and  x-ray  studies  are  avail- 
able. 

Among  the  subjects  presented  in  the  lectures  and 
discussed  at  rounds  and  in  conferences  are  the  follow- 
ing: minor  dermatology,  recent  developments  in 


the  use  of  antibiotics,  diseases  of  the  newborn  and 
prematurity,  management  of  diarrhea  of  the  new- 
born and  diarrhea  occurring  in  the  older  infant,  prac- 
tical aspects  of  infant  and  child  feeding,  immuniza- 
tions, diagnosis  and  treatment  of  anemias  of  infancy 
and  childhood,  everyday  management  of  poor  pos- 
ture and  flat  feet,  diagnosis  and  treatment  of  upper 
respiratory  infections  and  laryngotracheobronchitis, 
common  diseases  of  the  eye,  pyelonephritis  and 
nephritis,  pediatric  neurology  and  mental  deficiency, 
management  of  epilepsy  with  emphasis  on  the  use  of 
the  newer  anticonvulsant  drugs,  allergic  diseases, 
diseases  of  the  heart,  deficiencies  in  hearing,  erythro- 
blastosis fetalis,  and  cerebral  palsy. 

Tuition  for  each  physician  enrolled  in  the  course 
is  paid  directly  to  the  University  of  Buffalo  School 
of  Medicine  by  the  State  Department  of  Health.  In 
addition,  a stipend  is  provided  to  physicians  ap- 
proved for  and  attending  the  courses. 

Interested  physicians  should  write  to  the  Bureau 
of  Maternal  and  Child  Health,  New  York  State  De- 
partment of  Health,  39  Columbia  Street,  Albany  7, 
New  York. 


New  York’s  Blue  Shield  and  Blue  Cross  To  Increase  Rates  May  1 


BECAUSE  of  higher  utilization,  United  Medical 
Service,  New  York’s  Blue  Shield  Plan,  will  in- 
crease group  subscription  rates  for  surgical  and 
surgical-medical  coverage  beginning  May  1,  it  has 
been  announced  by  Dr.  Charles  Gordon  Heyd, 
president. 

New  monthly  rates  for  surgical  coverage  are  68 
cents  for  an  individual,  11.60  for  a husband  and  wife, 
and  $2.88  for  a family,  as  compared  with  the  present 
rates  of  56  cents  for  an  individual,  $1.28  for  a hus- 
band and  wife,  and  $2.56  for  a family. 

New  monthly  rates  for  surgical-medical  coverage 
are  88  cents  for  an  individual,  $2.00  for  a husband 
and  wife,  and  $3.40  for  a family,  as  compared  with 
the  present  rates  of  72  cents  for  an  individual,  $1.64 
for  a husband  and  wife,  and  $2.96  for  a family. 

According  to  Dr.  Heyd,  utilization  of  UMS  serv- 
ices has  increased  15  per  cent  since  1949  and  is  ex- 
, pected  to  keep  on  rising  during  the  next  three  years. 
This  situation  is  intensified  as  waiting  periods  for 
maternity  and  pre-existing  conditions  expire,  and 
as  more  and  more  members  make  use  of  their  UMS 
coverage  because  they  need  no  longer  postpone  elec- 
tive surgery  for  financial  reasons. 

Dr.  Heyd  also  attributed  higher  utilization  to  an 
increase  in  the  number  of  persons  who  formerly  re- 
ceived free  medical  care  in  wards  and  who  now  re- 
,ceive  care  from  private  physicians  under  the  Blue 
Shield  Plan. 

Subscription  rates  for  members  enrolled  on  a non- 
group basis  will  not  be  increased,  Dr.  Heyd  de- 
clared. 

UMS  now  covers  more  than  2,500,000  persons  in 
the  Greater  New  York  area. 

Subscription  charges  for  Associated  Hospital 
Service,  New  York’s  Blue  Cross  Plan,  will  be 
i raised  to  meet  increased  hospital  costs,  Mr.  Louis  H. 
Pink,  chairman  of  the  board,  announced. 


The  new  monthly  rates  for  group  membership  are 
$1.60  for  an  individual  and  $4.36  for  a husband  and 
wife  or  a family,  as  compared  with  the  present  rates 
of  $1.24  for  an  individual,  $2.72  for  a husband  and 
wife,  and  $3.56  for  a family.  New  rates  for  non- 
group membership,  payable  on  a quarterly  basis,  are 
$6.00  for  an  individual  and  $15  for  a family,  as  com- 
pared with  present  rates  of  $4.50  for  an  individual, 
$9.45  for  a husband  and  wife,  and  $12.15  for  a family. 

In  announcing  the  new  rates  Mr.  Pink  attributed 
the  increase  to  inflation  and  the  necessity  of  meeting 
constantly  rising  hospital  costs.  He  explained  that 
in  1948  a formula  had  been  adopted  to  adjust  AHS 
payments  to  hospitals  on  a flexible  basis  depending 
on  labor  and  food  costs. 

“It  was  hoped  that  costs  would  decrease,  or  at 
least  level  off,  but  instead  they  continued  to  spiral,” 
he  said.  “In  accordance  with  our  formula  we  have 
kept  on  absorbing  higher  costs  by  paying  the  hospi- 
tals more.” 

Mr.  Pink  said  that  sound  reserves  have  made  it 
possible  for  Blue  Cross  to  continue  giving  members 
“service  benefits”  in  the  face  of  rising  costs.  Re- 
serves cannot,  however,  be  used  indefinitely  to  meet 
increasingly  higher  payments  to  hospitals  without 
raising  rates  or  reducing  the  “all-inclusive  coverage” 
which  is  the  most  valuable  feature  of  Blue  Cross. 

Mr.  Pink  pointed  out  that  there  will  be  no  change 
in  the  benefits  provided  Blue  Cross  members,  that 
enrollment  regulations  will  remain  the  same,  and 
that  members  can  still  retain  their  Blue  Cross  mem- 
bership after  reaching  the  age  of  sixty-five. 

The  new  rates  were  approved  by  the  New  York 
State  Insurance  Department  and  will  become  effec- 
tive May  1. 

Associated  Hospital  Service  now  serves  approxi- 
mately 4,900,000  persons  in  the  Greater  New  York 
area,  or  one  half  of  the  population. 
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Awards  Announced — Research  and  teaching  in- 
stitutions throughout  the  United  States  and  Canada 
have  been  awarded  over  one  and  three  quarter  mil- 
lion dollars  in  March  of  Dimes  funds  for  further 
polio  studies  and  professional  education,  it  was  an- 
nounced recently  by  the  National  Foundation  for 
Infantile  Paralysis. 

For  investigations  dealing  with  virus  research, 
grants  were  made  to  20  institutions,  including  $19,- 
570  to  New  York  University-Bellevue  Medical  Cen- 
ter, New  York  City,  under  the  direction  of  Dr.  Colin 
M.  MacLeod,  professor  of  microbiology. 

For  research  seeking  improved  methods  of  treat- 
ment, a grant  of  $19,850  was  approved  for  Colum- 
bia University,  New  York  City,  under  the  direction 
of  Dr.  Alvan  L.  Barach,  associate  professor  of  clinical 
medicine. 

To  increase  the  numbers  of  skilled  professional 
persons  required  in  carrying  on  research  and  in  pro- 
viding adequate  care  for  patients,  an  award  of  $21,- 
006  was  made  to  New  York  University  College  of 
Medicine,  New  York  City,  under  the  direction  of  Dr. 
Howard  A.  Rusk,  professor  and  chairman,  Depart- 
ment of  Physical  Medicine  and  Rehabilitation. 

Seek  Doctors  for  Scout  Camps— GreaterNew  York 
Councils  of  the  Bov  Scouts  of  America  need  licensed 
physicians  for  summer  camps  for  New  York  City 
scouts.  Physicians  not  available  for  the  full  season 
will  be  accepted  for  short  terms.  Salaries  for  these 
positions  range  about  $500  for  the  full  season  and 
proportionately  for  part.  The  camps  are  in  opera- 
tion from  June  27  to  September  3.  Further  in- 
formation may  be  obtained  from  Mr.  William  G. 
Keough,  assistant  director,  Greater  New  York  Coun- 
cils, Boy  Scouts  of  America,  120  West  42nd  Street, 
New  York  36,  New  York. 

Presbyterian  Hospital  Report — In  reporting  a 
deficit  of  $168,000  for  the  Presbyterian  Hospital  in 
the  City  of  New  York,  President  Charles  P.  Cooper 
pointed  to  the  vast  amount  of  free  care  given  needy 
patients.  This  deficit  would  have  been  far  greater 
were  it  not  for  the  generous  and  loyal  support  of 
many  friends,  income  from  endowment  funds,  and 
legacies,  it  was  explained.  In  1951  the  Hospital  was 
called  upon  to  provide  care  for  32,636  inpatients, 
many  of  whom  were  treated  without  charge  or  at 
charges  below  published  rates.  This  substantial 
patient  load  again  made  Presbyterian  Hospital,  with 
over  1,600  beds  and  bassinets,  the  largest  of  all  vol- 
untary hospitals  in  the  country. 

The  equivalent  of  71,417  days  of  care,  without 
any  pay  by  the  patient,  was  given  in  the  wards,  and 
102,519  visits,  without  pay  by  patients,  were  made 
to  the  clinics.  Each  day’s  bed  care  in  the  wards  cost 
the  Hospital  $9.62  more  than  the  average  patient 
was  able  to  pay.  In  the  Outpatient  Department 
each  of  the  380,445  visits  cost  the  Hospital  $1.96 
more  than  the  average  patient  was  asked  to  pay. 
The  average  bed  occupancy  of  the  Hospital  was  79 
per  cent  as  compared  with  82  per  cent  for  1950. 

To  treat  the  32,636  bed  patients,  each  of  whom 
averaged  12.9  days  in  the  Hospital,  and  to  take  care 
of  the  380,445  outpatient  visits,  the  Hospital  spent 
$13,549,000  or  $1,114,000  more  than  a year  ago. 
Income  from  patients  amounted  to  $8,838,000  or 
approximately  two  thirds  of  the  total  expense.  To 
provide  the  remaining  third  of  its  expenses,  the  Hos- 
pital used  $2,243,000  of  investment  income  from  its 
endowments,  $630,000  received  in  contributions  and 
gifts  from  its  friends  and  $1,670,000  from  other 


sources  including  special  funds  for  research.  Tin- 
deficit  of  $168,000  for  1951  was  met  by  free  funds 
accumulated  over  prior  years. 

Thirty-four  per  cent  of  the  patients  admitted  to 
the  Hospital  were  covered  by  Associated  Hospital 
Service  of  New  York  hospitalization  insurance, 
which  is  a new  high  and  represents  a 2 per  cent  in- 
crease over  1 950.  Blue  Cross  insurance  provides  one 
of  the  simplest  ways  for  American  people  to  obtain 
family  health  protection  on  a voluntary  pay-as-vou- 
go  basis. 

The  increase  in  reimbursements  from  the  City  of 
New  York  for  indigent  patients  qualified  for  City 
care  brought  the  Hospital  $125,000  more  income 
than  last  year.  The  total  loss  on  City  cases,  how- 
ever, amounted  to  $868,000,  pointing  up  the  neces- 
sity for  a more  realistic  reimbursement  policy  by  the 
City. 

Ward  Teaching  Program — City  Hospital,  Welfare 
Island,  New  York  City,  has  announced  a practical 
ward  teaching  program  under  the  direction  of  Dr. 
Carl  Reich,  visiting  physician,  First  Medicine.  The 
course  began  on  February  1 and  will  extend  to  May  1. 
It  is  free  to  members  of  the  medical  profession. 

Hospital  Announces  Affiliation — St.  Mary’s  Hos- 
pital, Rochester,  has  affiliated  with  Georgetown 
University  College  of  Medicine  to  augment  its  teach- 
ing facilities.  Full-time  men  from  Georgetown  will 
visit  St.  Mary’s  in  Rochester  monthly  for  periods  of 
four  or  five  days,  and  interns  and  residents  will  be 
rotated  for  brief  periods  through  the  Georgetown 
center.  The  plan  also  provides  for  visits  of  St. 
Mary’s  attending  staff  to  the  Georgetown  center  for 
short  periods  for  special  instruction  and  observation. 
This  is  a new  venture  in  the  field  of  postgraduate 
education  and  is  under  the  direction  of  Dr.  Harold 
Jeghers,  professor  of  medicine  at  Georgetown  Uni- 
versity. 

Memorial  Prize — It  Is  announced  by  the  New 
York  Academy  of  Medicine  that  a sum  of  $2,000  is 
available  in  1952  under  the  Edward  N.  Gibbs 
Memorial  Prize  for  original  research  in  diseases  of 
the  kidney.  This  is  a grant-in-aid  and  not  for  work 
already  done.  Candidates  must  be  physicians  who 
have  been  graduated  at  least  three  years  and  are 
residents  of  the  United  States.  They  shall  submit 
evidence  of  research  already  performed  and  protocols 
of  proposed  research  upon  the  physiology  of  kidney 
functions,  etiology,  pathology,  or  new  methods  of 
treatment  of  diseases  of  the  kidney. 

Applications  with  the  required  evidence  should  be 
mailed  prior  to  April  15,  1952,  and  addressed  to  Dr. 
Robert  F.  Loeb,  chairman,  Gibbs  Prize  Committee, 
Presbyterian  Hospital,  622  West  168th  Street,  New 
York  32,  New  York. 

Awards  To  Be  Made — The  National  Council  To 
Combat  Blindness,  in  accordance  with  its  program  of 
supporting  opththalmologie  research,  is  now  receiv- 
ing applications  for  its  third  annual  grant-in-aid 
awards,  to  be  made  in  June  of  1952.  Applications  to 
be  considered  for  this  group  of  awards  should  be  in 
the  office  of  the  Council  no  later  than  April  15,  1952. 
Application  forms  may  be  obtained  from  the  secre- 
tary, National  Council  To  Combat  Blindness,  1186 
Broadway,  New  York  1,  New  York. 

Salvation  Army  Appeal — Dr.  William  St.  Lawrence 
of  New  York  City  has  again  accepted  the  chairman- 
ship of  the  Doctors  Division  for  the  Salvation  Army’s 
1952  appeal. 
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Appealing  this  year  for  approximately  one  third  of 
its  annual  budget  from  the  general  public,  the  Salva- 
tion Army  is  asking  for  $1,250,000  with  which  to 
carry  on  its  welfare  program  in  60  institutions  and 
services  in  the  Greater  New  York  area.  The  drive 
was  launched  in  Manhattan  on  January  14. 


Organize  Mental  Health  Society — A widely  repre- 
sentative citizens  group  to  carry  out  a broad  seven- 


point  program  for  mental  health  throughout  the 
State  has  been  organized  as  the  New  York  State 
Society  for  Mental  Health.  Pending  election  of 
officers,  the  following  have  been  named:  Dr.  Nolan  D. 
C.  Lewis,  director,  New  York  State  Psychiatric  Insti- 
tute and  Hospital,  New  York  City,  president;  Mr. 
Stanley  P.  Davies,  general  director,  Community 
Service  Society  of  Newr  York  City,  and  Dr.  T.  Camp- 
bell Goodwin,  Mary  Imogene  Bassett  Hospital, 
Cooperstown,  vice-presidents. 


MEETINGS 


PAST 


Eastern  New  York  Eye,  Ear,  Nose  and 
Throat  Association 

Dr.  Peter  Weersma  spoke  on  “Treatment  of  Hear- 
ing Loss”  at  the  regular  meeting  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association  held 
January  3,  in  Schenectady.  A medical  film,  “Glau- 
coma,” was  also  shown. 

Jefferson  County  Medical  Society 

Dr.  Clyde  L.  Randall,  professor  of  gynecology, 
University  of  Buffalo  School  of  Medicine,  spoke  on 
“The  Office  Management  of  Female  Pelvic  Dis- 
orders” at  the  meeting  of  the  Jefferson  County 
Medical  Society  held  January  15  in  Watertown. 


Kings  County  Surgical  Society 

The  regular  meeting  of  the  Kings  County  Surgical 
Society  was  held  January  22  in  Brooklyn.  Guest 
speakers  were  Dr.  Clarence  Dennis,  professor  of  sur- 
gery, State  University  of  New  York  College  of  Medi- 
cine at  New  York,  and  Dr.  John  L.  Madden,  director 
of  surgery,  St.  Clare’s  Hospital. 

Albany  County  Medical  Society 

Dr.  Frank  G.  Sheddan,  Boston  Lying-In  Hospital 
land  Harvard  Medical  College,  spoke  on  “The  Uro- 
logic  Complications  of  Pregnancy”  at  the  meeting  of 
the  Albany  County  Medical  Society  held  January  23 
]at  the  Albany  College  of  Pharmacy. 

Saratoga  County  Medical  Society 

“Arteriosclerosis  in  the  Aging”  was  the  topic  of 
the  paper  presented  by  Dr.  J.  Murray  Steele,  pro- 
fessor of  medicine,  New  York  University  College 
>f  Medicine,  at  the  meeting  of  the  Saratoga  County 
Medical  Society  held  January  24  in  Saratoga  Springs. 
,The  lecture  was  postgraduate  instruction  arranged 
>y  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health. 


Dnondaga  County  Medical  Society 


Dr.  Fred  J.  Hodges,  professor  of  roentgenology, 
diversity  of  Michigan,  spoke  on  “Recent  Advances 


in  X-ray  Diagnosis”  at  a meeting  of  the  Onondaga 
County  Medical  Society  held  February  5 in  Syra- 
cuse. The  program  was  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation  with 
the  State  Department  of  Health. 

Ulster  County  Medical  Society 

Dr.  Charles  Dotter,  assistant  professor  of  radi- 
ology, Cornell  University  Medical  College,  spoke  on 
“Angiocardiography”  at  the  meeting  of  the  Ulster 
County  Medical  Society  held  February  5 in  Kings- 
ton. The  program  was  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation  with 
the  State  Department  of  Health. 

Unity  Hospital,  Brooklyn 

At  a meeting  of  the  staff  of  Unity  Hospital, 
Brooklyn,  held  February  7,  Dr.  George  P.  Heckel, 
assistant  professor  of  obstetrics  and  gynecology, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  spoke  on  “The  Practical  Application  of 
Endocrinology  in  Gynecology.”  The  program  was 
postgraduate  instruction  arranged  by  the  State  So- 
ciety’s Council  Committee  on  Public  Health  and 
Education  in  cooperation  with  the  State  Depart- 
ment of  Health. 

Montgomery  County  Medical  Society 

A dinner  meeting  of  the  Montgomery  County 
Medical  Society  was  held  February  12  in  Amster- 
dam. The  program,  which  was  postgraduate  in- 
struction arranged  by  the  State  Society’s  Council 
Committee  on  Public  Health  and  Education  in  co- 
operation with  the  State  Department  of  Health,  in- 
cluded the  following: 

“Diabetes  Mellitus;  Its  Modern  Interpretation 
and  Treatment,”  Dr.  George  E.  Anderson,  clinical 
professor  of  medicine,  State  University  of  New  York 
College  of  Medicine  at  New  York. 

“Practical  Application  of  Endocrinology  in  Gyne- 
cology,” Dr.  William  P.  Given,  instructor  in  ob- 
stetrics and  gynecology,  Cornell  University  Medical 
College. 


FUTURE 


American  College  of  Chest  Physicians,  New  York 
itate  Chapter 

The  twelfth  annual  meeting  of  the  New  York 
'fate  Chapter  of  the  American  College  of  Chest 
’hvsicians  will  be  held  Thursday,  February  21,  at 
he  Hotel  New  Yorker,  New  York  City.  A morning 
nd  afternoon  scientific  program  will  be  presented 
inder  the  supervision  of  the  committee  on  scientific 


program,  Dr.  Hyman  Alexander,  New  York  City, 
chairman.  At  the  luncheon,  Dr.  Francis  M.  Woods, 
assistant  professor  of  surgery,  Tufts  College  School 
of  Medicine,  Boston,  Massachusetts,  will  speak  on 
“Efficiency  and  Economy  in  Medicine — Applica- 
tions to  Tuberculosis  and  Cancer.” 
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American  College  of  Surgeons,  New  York  and 
Brooklyn  Committee  on  Trauma 

The  seventeenth  annual  Fracture  Day  sponsored 
by  the  New  York  and  Brooklyn  Committee  on 
Trauma  of  the  American  College  of  Surgeons  will  be 
held  Saturday,  February  23,  at  9:00  a.m.  at  the 
Lenox  Hill  Hospital,  New  York  City. 

New  York  Society  for  Circulatory  Diseases 

The  New  York  Society  for  Circulatory  Diseases, 
under  the  presidency  of  Dr.  Simon  Dack,  will  hold 
its  third  regular  meeting  at  8:30  p.m.  on  Tuesday, 
February  26,  in  room  440  of  the  New  York  Academy 
of  Medicine.  Guest  speakers  at  this  session  devoted 
to  a symposium  on  rheumatic  fever  will  include  Dr. 
Gene  H.  Stollerman,  director,  Irvington  House, 
“Clinical  Features  and  Prophylaxis  in  Children”; 
Dr.  Charles  K.  Friedberg,  associate  physician,  Mount 
Sinai  Hospital,  “Clinical  Features  and  Differential 
Diagnosis  in  the  Adult,”  and  Dr.  Joseph  J.  Bunim, 
associate  professor  of  medicine,  New  York  Univers- 
ity College  of  Medicine,  “Modem  Treatment.” 

The  meeting  is  open  to  all  members  of  the  medical 
profession. 

School  of  Medicine,  College  of  Medical  Evangelists 

The  postgraduate  assembly  and  convention,  spon- 
sored by  the  Alumni  Association  of  the  College  of 
Medical  Evangelists  School  of  Medicine,  will  be  held 
March  2 to  4 at  the  Biltmore  Hotel,  Los  Angeles. 
Dr.  Harold  G.  Wolff,  New  York  Hospital,  will  speak 
on  “Headache  Mechanisms.” 

National  Cancer  Conference 

The  second  National  Cancer  Conference,  spon- 
sored by  the  American  Cancer  Society,  the  National 
Cancer  Institute,  and  the  American  Association  for 
Cancer  Research,  will  be  held  at  the  Netherland 
Plaza  Hotel,  Cincinnati,  Ohio,  March  3 to  5. 

Participating  in  the  program  will  be  the  following 
New  York  physicians:  Drs.  Alfred  Gellhorn,  George 
W.  Papanicolaou,  George  T.  Pack,  Arthur  P.  Stout, 
Frank  Foote,  Jr.,  Frank  E.  Adair,  William  C.  White, 
Samuel  Graff,  E.  C.  Hammond,  Herbert  Brendler, 
V.  F.  Marshall,  Milton  Freedman,  Hayes  Martin, 
Charles  Harrold,  Maurice  Lenz,  Rulon  W.  Rawson, 
William  L.  Money,  Ludwig  Gross,  L.  F.  Craver, 
Maurice  Richter,  David  Karnofsky,  Edith  Quinby, 
G.  Fialla,  J.  F.  Saybolt,  Joseph  Scapier,  S.  B.  Gus- 
berg,  J.  J.  Nickson,  J.  L.  Pool,  Herbert  Maier,  F.  S. 
Philips,  C.  P.  Rhodes,  Stewart  Wolf,  W.  A.  Cooper, 
and  H.  D.  Harvey. 

The  extended  program  covers  all  phases  of  clinical 
cancer  and  cancer  research. 

Dutchess  County  Medical  Society 

Dr.  Paul  Reznikoff,  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  will  speak  on 


“The  Diagnosis  and  Treatment  of  Anemia”  at  a 
meeting  of  the  Dutchess  County  Medical  Society  to 
be  held  Wednesday,  March  12,  at  8:30  p.m.  at  the 
Hudson  River  State  Hospital,  Poughkeepsie.  The 
program  is  postgraduate  instruction  arranged  by  the 
State  Society’s  Council  Committee  on  Public  Health 
and  Education  in  cooperation  with  the  State  De- 
partment of  Health. 

Association  for  the  Advancementof  Psychoanalysis 

On  Wednesday,  March  19,  at  8:30  p.m.,  the 
auxiliary  council  of  the  Association  for  the  Advance- 
ment of  Psychoanalysis  will  sponsor  a symposium  at 
Town  Hall,  New  York  City,  entitled  “Human  Na- 
ture Can  Change.”  Speakers  will  include  Dr. 
Karen  Horney,  dean,  American  Institute  for  Psycho- 
analysis ; Dr.  Paul  Tillich,  Union  Theological 
Seminary,  and  Dr.  Frederick  A.  Weiss  and  Dr. 
Harold  Reiman,  American  Institute  for  Psycho- 
analysis. 

American  Academy  of  General  Practice 

The  1952  Scientific  Assembly  of  the  American 
Academy  of  General  Practice  will  be  held  March  24 
to  27  in  Atlantic  City,  New  Jersey'.  An  outstanding 
array  of  speakers  will  present  a varied  program  which 
will  be  of  interest  to  every  general  practitioner. 
Scientific  exhibits  keyed  to  each  lecture  subject  will 
be  an  innovation.  Many  of  the  179  firms  in  the 
technical  exhibit  will  also  relate  their  exhibits  to  the 
scientific  program.  Among  the  physicians  par- 
ticipating will  be  Dr.  Milton  G.  Potter,  Buffalo,  and 
Dr.  Harry  Gold,  New  York  City. 

New  York  Academy  of  Medicine,  Section  on 
Microbiology 

A symposium  on  “The  Effect  of  ACTH  and  Corti- 
sone upon  Infection  and  Resistance”  will  be  pre- 
sented at  a meeting  sponsored  by  the  Section  on 
Microbiology'  of  the  New  York  Academy'  of  Medi- 
cine on  March  27  and  28.  Dr.  Gregory  Shwartz- 
man,  chairman  of  the  section,  has  announced  that 
contributors  to  the  program  will  include  the  follow- 
ing: “Metabolism,”  Dr.  F.  L.  Engel;  “Enzymatic 
Reactions  in  Rat  Tissues,”  Dr.  W.  W.  Umbreit; 
“Lymphoid  Tissue,”  Dr.  W.  E.  Ehrich;  “Loose 
Connective  Tissue,”  Dr.  C.  A.  Ragan,  Jr.;  “Anti- 
gen-Antibody' Reactions,”  Dr.  E.  E.  Fischel; 
“Resistance  to  Infections  and  Tumor  Grafting,”  Dr. 
H.  C.  Stoerk;  “Bronchial  Asthma  and  Drug  Idio- 
syncrasy,” Dr.  A.  McGehee  Harvey;  “Toxins 
and  Experimental  Streptococcus  Hemolyticus,”  Dr. 
L.  Thomas;  “Spontaneous  Trypanosomiasis,”  Dr. 
A.  Wolf;  “Experimental  Poliomyelitis,”  Dr. 
Shwartzman;  “Bacterial  Infections  and  Malaria,” 
Dr.  M.  Finland;  “Tuberculosis,”  Dr.  M.  B.  Lurie; 
“Infections  of  the  Eyre,”  Dr.  A.  C.  Woods,  and  “Ex- 
perimental Syphilis,”  Dr.  T.  B.  Turner. 


PERSONALITIES 


Retired 

Dr.  William  P.  Hall,  Utica,  after  forty  years  of 
practice. 


Appointed 

Dr.  John  E.  Burke,  Schenectady,  as  chairman  of 
the  mental  health  committee  of  the  Related  Activi- 
ties Council . . . Dr.  Joseph  A.  Pessolano,  Albany,  as 
a member  of  the  Selective  Service  Appeal  Board  of 


the  Northern  New  York  Judicial  District  . . . Dr. 
Evan  W.  Thomas,  Bellevue  Hospital,  as  associate 
public  health  physician  in  venereal  disease  control 
for  the  State  Department  of  Health. 

Elected 

Dr.  Joseph  H.  Diamond,  Staten  Island,  as  presi- 
dent of  the  St.  Vincent’s  Hospital  medical  board  . . . 
Dr.  Arthur  Leistyna,  Ilion,  as  chief  of  staff  of  the 
[Continued  on  page  506] 


WOMAN’S  AUXILIARY 


I 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Committee  Announces  Plans  for  Annual  Convention 


T TNDER  the  chairmanship  of  Mrs.  Abraham 
Braunstein,  Long  Island  City,  plans  are  now 
being  formulated  for  the  annual  convention  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  to  be  held  May  12  to  16  at  the 
Hotel  Statler,  New  York  City,  in  conjunction  with 
the  146th  Annual  Meeting  of  the  Medical  Society. 

At  a planning  meeting  held  in  January,  Mrs. 
Braunstein  conferred  with  committee  chairmen  from 
the  First,  Second,  and  Ninth  Districts  of  the  State 
Auxiliary  to  work  out  the  program  for  the  four-day 
meeting.  The  agenda  will  consist  of  reports  of 
State  officers  and  chairmen  as  well  as  accounts  from 
the  presidents  of  county  auxiliaries.  Several  noted 
; speakers  will  address  the  sessions,  and  social  events 
will  be  interspersed  with  reports  and  workshops. 

Assisting  Mrs.  Braunstein  is  Mrs.  Adolph  H. 
Emerson,  Brooklyn,  as  cochairman.  Other  com- 


mittee heads  include:  arrangements  for  meeting 

rooms,  Mrs.  Michael  M.  Schultz,  Hollis;  flowers, 
Mrs.  William  Cashion,  Forest  Hills;  agenda  ap- 
pointments, Mrs.  William  J.  Lavelle,  Astoria; 
acknowledgments,  Mrs.  Harry  P.  Mencken,  Flush- 
ing; credentials  and  registration,  Mrs.  Leif  Jensen, 
Staten  Island;  finance,  Mrs.  John  Finnegan,  Flush- 
ing; reception,  Mrs.  Colgate  Phillips,  Bronxville; 
supplies,  Mrs.  Samuel  Klein,  Jackson  Heights; 
tickets,  Mrs.  Abraham  Sands,  Brooklyn;  tea,  Mrs. 
Thomas  M.  d’ Angelo,  Flushing;  president’s  gift, 
Mrs.  Arthur  L.  Bennett,  Buffalo;  headquarters, 
Mrs.  Joseph  D.  Hallinan,  Richmond  Hill;  hospi- 
tality, Mrs.  Harold  Draffen,  Kew  Gardens;  junior 
aides,  Mrs.  James  De  Rose,  Astoria;  luncheon,  Mrs. 
William  Godfrey,  Flushing;  music,  Mrs.  Michael 
Pollack,  Flushing;  printing,  Mrs.  Meyeron  Coe, 
Queens  Village,  and  publicity,  Mrs.  Albert  M.  Biglan, 
Central  Islip. 


COUNTY  NEWS 


Albany  County 

Recent  activities  of  the  Albany  County  Woman’s 
Auxiliary  have  included  the  annual  card  party  for 
the  benefit  of  the  nurses  scholarship  fund,  a mid- 
year luncheon  December  19  at  the  Wolferts  Roost 
Country  Club,  and  assisting  during  the  Christmas 
season  at  the  sale  of  the  Albany  Blind  Association 
and  at  the  Albany  Home  for  Incurables.  The 
January  meeting  was  held  at  the  Veterans  Adminis- 
tration Hospital  in  Albany  and  included  an  inspec- 
tion of  the  hospital. 

On  February  27,  at  the  Albany  Hospital  audi- 
torium, Dr.  Alan  Stockdale  will  be  guest  speaker  at 
the  regular  monthly  meeting.  Mrs.  John  F.  Mosher 
is  Auxiliary  president. 

Erie  County 

In  answer  to  a plea  from  civilian  defense  authori- 
i ties,  the  Erie  County  Woman’s  Auxiliary  has  been 
busy  recruiting  its  members  for  clerical  work,  nurs- 
ing, and  technicians.  On  December  18,  at  the  Hotel 
Statler,  Buffalo,  a Christmas  tea  was  held  to  wel- 
come new  and  prospective  members.  The  program 
for  January  included  a hobby  show  with  members 
participating. 

Plans  are  being  made  for  a rummage  sale,  to  be 
held  in  April,  the  proceeds  from  which  will  be  used 
I for  scholarship  loans  for  student  nurses,  financial  aid 
to  medical  schools,  and  other  benefits. 


Onondaga  County 

The  annual  Christmas  luncheon  of  the  Onondaga 
County  Woman’s  Auxiliary  was  held  December  5 in 
Syracuse,  with  officers  of  the  State  Auxiliary  as 
guests.  The  program  included  a panel  discussion  on 
“Public  Relations  and  Legislation”  with  Mrs. 
Bradford  F.  Golly,  Rome,  as  chairman. 

On  January  17,  at  the  Hotel  Syracuse,  the  annual 
Medical  Mardi-Gras  dinner  dance  was  held  as  the 
only  fund  raising  event  of  the  Auxiliary  during  the 
year.  Proceeds  will  be  used  for  camperships  for 
needy  children,  aid  to  the  Physicians’  Home,  and 
help  for  the  Medical  Education  Fund  and  for  the 
Student  Nurse  Assistance  Fund.  Cochairmen  of 
the  dance  were  Mrs.  Jerome  Flatow  and  Mrs.  Edgar 
Neptune. 

Schenectady  County 

Dr.  Herbert  Wright,  Jr.,  chairman  of  the  health 
division  of  the  Related  Activities  Council  of  Schenec- 
tady, spoke  on  “Community  Health  and  You”  at 
the  meeting  of  the  Schenectady  County  Woman's 
Auxiliary  held  January  22  at  the  Mohawk  Golf  Club. 
Mrs.  Ralph  Isabella  was  chairman  of  the  meeting. 

On  Saturday  night,  February  23,  at  the  Edison 
Club  in  Schenectady,  the  annual  dinner  dance  will  be 
held,  with  Mrs.  George  Zippin  as  chairman.  The 
annual  membership  tea  will  be  March  3 at  the  home 
of  Mrs.  Arthur  Snell,  Schenectady. 
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CORRESPONDENCE 


THE  CHIROPRACTIC  BILL 

( Editor’s  Note:  The  following  letter  has  been  sent  to  members  of  the  New  York  State 

Legislature. ) 


Dear  Sir: 

We  are  counting  on  your  support  to  keep  chiro- 
practors from  receiving  legal  approval  for  their  so- 
called  healing  art.  We  believe  you  would  not  want 
to  endanger  the  lives  of  our  people  by  subjecting 
them  to  such  advertising  as  the  following  actual 
example: 

“There  is  only  one  answer  to  ‘Polio’  and  your 
local  chiropractor  has  it. 

“At  the  first  sign  of  fever,  sore  neck  or  muscular 
tension — bring  your  child  to  a chiropractor!  If 
you  do,  you  can  be  sure  of  speedy  and  effective 
results.  There  will  be  no  paralysis,  no  braces, 
no  agonizing  memories.  If  you  don’t,  you  will 
be  responsible  for  the  inability  or  negligence  of 
others.” 

This  is  sheer  tommyrot — and  dangerous. 

We  hope  you  will  not  be  influenced  by  chiropractic 
lobbying  to  vote  to  give  them  legal  sanction  on  the 
basis  that  “they’re  here.  We  might  as  well  face 
facts  and  regulate  their  activity.” 


So  are  abortionists,  murderers,  counterfeiters, 
short  change  artists  here!  And  others  who  break 
the  law. . .just  as  chiropractors  are  breaking  the 
Medical  Practice  Act,  which  is  part  of  our  State  law. 

Investigation  has  shown  that  the  chiropractors 
have  failed  entirely  in  their  efforts  to  establish  that 
their  concepts  have  a scientific  basis.  Their  practice 
of  manipulations  on  the  vertebral  column  is  useless 
in  most  of  the  cases  and  dangerous  in  a large  number 
of  them. 

We  count  on  you  to  protect  our  people’s  health 
and  welfare  by  opposing  any  legislation  which  might 
legalize  the  practice  of  chiropractic. 

Sincerely  yours, 

Morris  Weixtrob,  M.D.,  Chairman 
Subcommittee  of  Cultists  of  the 
Legislative  Committee 
Medical  Society  of  the 
County  of  Kings 


REMISSION  IN  RHEUMATOID  ARTHRITIS 


To  the  Editor: 

Archer  suggests  in  his  paper,  “Remission  in 
Rheumatoid  Arthritis  Following  Fever  Therapy 
with  Liver  Damage”  [New'  York  State  J.  Med. 
51:  2657  (Nov.  15)  1951],  that  “short-lived  remis- 
sions of  rheumatoid  arthritis  in  patients  treated 
with  fever  therapy  may  be  due  to  transient  liver 
damage.”  Certainly  this  statement  is  carefully 
phrased,  yet  it  is  so  challenging  in  its  pathologic- 
physiologic  meaning  as  to  require  a thorough  study. 
It  remains  to  be  seen  whether  Archer’s  concept  is 
correct. 

1.  Archer  has  based  his  theory  on  the  function  of 
the  liver.  He  assumes  that  a patient  with  rheuma- 
toid arthritis  has  a normal  liver  function  if  “the  more 
sensitive  liver  function  tests  such  as  the  cephalin 
flocculation  and  the  thymol  turbidity  tests  are 
negative  in  patients  with  nonspecific  arthritis  prior 
to  therapy.  ...”  I do  not  share  this  opinion.  In 
the  blood  protein  test  [M.  Rec.  161:  571  (Dec.) 
1948),  I have  explained  that  not  one  of  the  liver 
function  tests  routinely  used  at  present  does  meas- 
ure liver  function.  All  these  tests  only  state  the 
condition  (!)  of  the  liver  at  the  time  of  the  with- 


drawal of  the  substance  needed  for  the  test.  True 
liver  function  can  only  be  measured  by  autofunc- 
tion of  the  liver.  The  blood  protein  test  uses  a 
rapid  shift  of  the  serum  globulin  and  the  albumin- 
globulin  ratio  for  this  purpose.  The  results  are  a 
normal  or  an  abnormal  liver  function,  and  accord- 
ing to  the  severity  of  the  liver  disease  there  are 
four  different  abnormal  degrees  possible.  The 
lower  the  albumin-globulin  ratio  and  the  higher  the 
serum  globulin  are,  the  more  impaired  is  the  liver 
function. 

2.  Since  Archer  has  used  “the  more  sensitive 
liver  function  tests”  which  were  negative  prior  to 
therapy  in  his  case,  the  question  arises  whether  he 
was  entitled  to  draw  the  conclusion  that  the  liver 
function  was  normal.  The  answer  must  be  in  the 
negative  because  “the  relativity  of  the  degree  of  dis- 
ease” [M.  Rec.  162:  16  (May)  1949]  must  be 

taken  into  consideration.  It  is  generally  assumed 
that  rheumatoid  arthritis  is  a systemic  disease  often 
caused  by  focal  infection.  As  long  as  the  liver  func- 
tion is  not  greatly  affected  by  it,  the  “more  sensitive 

[Continued  on  page  188] 


486 


487 


Useful  Cardiac  Drai 


© Thesodate  — Brewer  IN  ANGINA  PECTORIS 

(Theobromine  Sodium  Acetate  71/^  gr.  enteric  coated) 

Thesodate  has  been  proven  effective  in  increasing 
the  capacity  for  work  in  individuals  suffering  from  coronary 
artery  disease.  One  Thesodate  tablet  four  times  a day 
(after  meals  and  at  bedtime)  helps  to  maintain  improved 
heart  action  and  increased  coronary  artery  circulation. 


En  kide  — Brewer  IN  LUETIC  HEART  DISEASE 
(Potassium  Iodide  one  gram  or  half  gram  enteric  coated) 

Enkide  is  useful  as  an  adjuvant  in  tertiary  syphilis 
and  wherever  potassium  iodide  therapy  is  indicated.  Enkide 
insures  accuracy  of  dosage,  absence  of  gastric  irritation  and 
convenience  of  administration.  Patients  are  more  apt  to  fol- 
low prescription  directions  because  of  these  advantages. 


Amchlor 


— Brewer 


IN  CARDIAC  EDEMA 


(Ammonium  Chloride  one  gram  enteric  coated) 


Amchlor  cuts  in  half  the  number  of  tablets  each 
patient  takes  when  large  amounts  of  ammonium  chloride  are 
prescribed.  This  convenience  to  the  patient  helps  to  insure 
full  and  complete  use  of  the  entire  amount  prescribed. 
Amchlor  is  useful  in  cardiac  edema,  hypertension,  dysmen- 
orrhea, Meniere’s  Syndrome,  etc. 


For  samples — just  send  your  prescription  blank  marked  NYJM-252 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 


488 


CORRESPONDENCE 


[N.  Y.  State  J.  M. 


[Continued  from  page  486] 

tests”  will  be  negative.  But  when  the  lower  rela- 
tive degree  of  the  liver  disease  approaches  the  ab- 
solute degree,  these  tests  will  turn  positive.  Only 
the  albumin-globulin  ratio  and  the  serum  globulin 
will  state  whether  the  liver  function  is  abnormal  at 
all,  and  only  the  blood  protein  test  will  tell  how  far 
the  dysfunction  has  progressed. 

3.  The  discovery  of  cortisone  acetate  has  pro- 
vided a new  approach  to  the  problem  of  rheumatoid 
arthritis.  Without  a relative  or  absolute  deficiency 
of  this  potent  hormone  of  the  adrenal  cortex,  rheu- 
matoid arthritis  will  not  develop.  Why  Archer 
then  supposes  that  “the  potent  common  denomina- 
tor and  antirheumatic  factor  of  pregnancy  and 
jaundice  is  liver  damage  and/or  dysfunction”  is 
hard  to  understand.  It  is  well  known  that  during  a 
pregnancy  the  pituitary  gland  is  overactive,  thus 
elaborating  more  ACTH  which  in  turn  stimulates 
the  adrenal  cortex  to  produce  more  cortisone.  In 
case  of  jaundice,  the  blood  carries  a larger  amount 
of  bile  salts  supplying  extra  building  material  for 
more  cortisone.  This  hormone  and  not  liver  cell 
damage  improves  a patient  with  rheumatoid  arth- 
ritis during  a pregnancy  or  an  episode  of  jaundice. 

4.  The  case  reported  by  Archer  concerns  an 
adult  female  of  twenty-two  years  suffering  from 
multiple  joint  involvement  for  three  months. 
For  the  findings  of  the  examination,  the  reader  must 
be  referred  to  the  original  article.  In  connection 
with  this  study,  a few  points  are  of  importance. 
No  statement  is  made  about  the  teeth  of  the  patient. 
Therefore  it  is  not  known  whether  any  of  them 
showed  pyorrhea  or  granulomas.  The  cephalin 
flocculation  test  on  admission  was  negative,  the 
thymol  turbidity  was  2.5  units.  The  serum  pro- 
teins were  7.9  Gm.,  the  serum  albumin  amounting 
to  4.3  and  the  serum  globulin  to  3.6.  The  exact 
albumin-globulin  ratio  was  1.194.  The  clinical 
impression  was  rheumatoid  arthritis  with  incipient 
rheumatoid  spondylitis.  For  six  weeks,  this  pa- 
tient was  treated  with  salicylates  and  gold  salts 
without  avail.  Then,  six  intravenous  injections  of 
typhoid  vaccine  were  administered  in  order  to  pro- 
duce pyrexia.  Unfortunately,  no  blood  proteins 
were  done  after  two  hepatotoxic  agents — salicylates 
and  gold  salts — had  been  used  on  this  girl.  But 
while  she  received  the  typhoid  vaccine  every  other 
day,  the  cephalin  flocculation  test  became  positive 
with  3 plus.  After  the  last  injection  of  typhoid  vac- 
cine, the  patient  experienced  a complete  remission. 
Ten  days  later,  the  cephalin  flocculation  test  was 


negative.  Two  weeks  after  her  discharge  from  the 
hospital,  she  suffered  a relapse  and  finally  entered 
another  hospital.  There  the  blood  proteins  were 
7.0  Gm.,  the  serum  albumin  3.7  and  the  serum 
globulin  3.3  with  an  albumin-globulin  ratio  of  1.121. 

5.  Do  these  data  entitle  Archer  to  conclude  that 
“short-lived  remissions  of  rheumatoid  arthritis  in 
patients  treated  with  fever  therapy  may  be  due  to 
transient  liver  damage?”  I do  not  think  so.  His 
patient  certainly  had  an  abnormal  liver  function  on 
admission,  because  her  serum  globulin  was  a high 
3.6  Gm.  and  the  albumin-globulin  ratio  a low  1.194. 
It  is  now  well  known  that  the  blood  proteins  are 
elaborated  in  the  liver.  They  belong  to  the  more 
stable  substances  in  a “healthy”  human  being,  and  in 
such  a body  the  albumin-globulin  ratio  will  not  shift 
for  weeks.  But  let  this  person  fall  sick,  and  the  pic- 
ture will  change  at  once.  While  the  serum  globulin 
increases  faster,  the  serum  albumin  will  decrease 
more  slowly,  and  accordingly  the  albumin-globulin 
ratio  will  be  reduced.  It  is  the  liver  which  has  not 
only  to  perform  its  regular  functions  but  all  that  ex- 
tra work,  too.  Is  it  surprising  then  that  the  liver 
tissue  will  slowly  suffer  and  develop  cell  damage? 
But  as  long  as  this  liver  cell  damage  is  of  a low  rela- 
tive degree,  the  routine  liver  function  tests  will  be 
negative.  Only  the  serum  globulin  and  the  albu- 
min-globulin ratio  are  the  true  indicators  of  the  im- 
paired liver  function. 

6.  If  Archer’s  theory  does  not  explain  the  re- 
mission of  his  patient,  which  factor  did  bring  the 
improvement  about?  What  Archer  used  was  ty- 
phoid vaccine,  intravenously  injected.  This  treat- 
ment can  be  called  unspecific  protein  shock  therapy. 
His  patient  suffered  from  rheumatoid  arthritis,  i.e., 
from  a relative  deficiency  of  cortisone  acetate.  Her 
body  had  itself  adapted  to  the  chronic  stress  of  the 
disease  (see  Selye’s  theory).  Suddenly,  injections 
of  typhoid  vaccine  produced  a condition  of  acute 
shock,  causing  the  adrenal  cortex  to  release  an  in- 
creased amount  of  adrenaline  stimulating  the 
pituitary  gland  to  produce  more  ACTH.  This  hor- 
mone ordered  the  adrenal  cortex  to  elaborate  more 
cortisone  acetate  which  then  achieved  the  short- 
lived remission  in  the  patient  with  rheumatoid 
arthritis. 

Summarizing  this  study,  I feel  that  Archer  did  not 
present  sufficient  proof  for  his  concept.  Therefore, 
it  should  not  be  accepted  by  the  medical  profession. 

Joseph  H.  Isenstead,  M.D. 
Canajoharie,  New  York 
November  29,  1951 


Reply  by  Dr.  Archer 


To  the  Editor: 

I wish  to  thank  Dr.  Isenstead  for  his  interesting 
letter  and  his  detailed  analysis  of  my  case  report. 

It  would  appear  from  the  nature  of  his  comments 
that  he  is  not  acquainted  with  my  preceding  papers 
on  the  subject.  In  the  article  on  “Clinical  and 
Biochemical  Study  of  Remissions  in  Nonspecific 
Arthritis”  which  appeared  in  the  Archives  of  Inter- 
nal Medicine  [84:  361  (1949)]  and  in  the  paper  on 


“Liver  Function  Tests  in  Nonspecific  Arthritis  with 
Special  Reference  to  Hyperglobulinemia”  which  ap- 
peared in  the  Annals  of  Internal  Medicine  [34:  1173 
(1951)],  many  of  the  points  which  Dr.  Isenstead 
makes  have  already  been  considered  and  discussed. 

The  viewpoint  which  Dr.  Isenstead  brings  to  bear 
on  many  phases  of  rheumatology,  liver  disease,  and 
endocrinology  is  one  which  is  not  shared  by  au- 
[Continued  on  page  490] 
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thoritative  opinion  in  this  country.  For  example,  it 
is  the  present  consensus  of  most  students  of  the  sub- 
ject that  focal  infection  plays  no  specific  role  in  the 
etiology  of  rheumatoid  arthritis.  It  might  be  added 
that  the  era  of  dental  extraction,  tonsillectomy,  and 
sinus  drainage  to  cure  rheumatoid  arthritis  has 
passed.  Then  again,  most  authorities  do  not  con- 
sider the  serum  protein  an  index  of  liver  function  and 
do  not  regard  the  level  of  the  serum  protein  as  sig- 
nificant in  the  determination  of  liver  damage. 
Attention  is  directed  toward  the  albumin-globulin 
ratio  rather  than  to  the  total  amount  of  the  serum 
protein.  What  is  more,  hyperglobulinemia,  per  se, 
is  not  considered  an  indication  of  liver  damage,  inas- 
much as  this  biochemical  change  is  present  in  a num- 
ber of  conditions  in  which  there  may  be  no  hepatic 
disease.  Furthermore,  as  the  writer,  among  others, 
has  shown,  there  is  a tendency  in  patients  with 
rheumatoid  arthritis  to  have  an  elevation  of  the 
serum  globulin.  Because  of  this  elevated  globulin, 
there  is  also  a tendency  in  these  patients  to  show  a 
lowering  of  the  albumin-globulin  ratio.  However, 
because  the  total  serum  protein  and  the  serum  albu- 
min are  generally  within  normal  range,  the  conclu- 
sion has  been  reached  that  the  albumin-globulin 
pattern  which  is  usually  present  in  rheumatoid 
arthritis  is  not  that  associated  with  parenchymatous 
disease  of  the  liver.  It  is  because  of  these  considera- 
tions that  the  use  of  the  albumin-globulin  ratio  as  a 
test  of  liver  function  in  patients  with  rheumatoid 
arthritis  is  not  so  helpful  as  the  cephalin  flocculation 
or  the  thymol  turbidity  test.  In  fact,  it  is  apt  to  be 
confusing. 

It  seems  important  to  answer  the  question  raised 
in  Dr.  Isenstead’s  letter  regarding  adrenal  insuffi- 
ciency and  the  use  of  cortisone  in  rheumatoid  ar- 
thritis. The  present  consensus  of  expert  clinical  and 
experimental  opinion  seems  to  be  that  there  is  no 
evidence  of  any  adrenal  insufficiency  in  patients  with 
rheumatoid  arthritis.  It  is  also  generally  believed 
that  the  treatment  of  rheumatoid  arthritis  with  large 
doses  of  ACTH  and  cortisone  is  a nonspecific  meas- 
ure, not  replacement  therapy,  and  that  the  pallia- 
tive action  of  these  hormones  on  the  disease  is  not  a 


physiologic  but  a pharmacologic  effect  (Loeb,  Thorn, 
Sayers,  in  Ralli’s  Adrenal  Cortex  Conference,  New 
York,  Josiah  Macv,  Jr.  Foundation,  1950,  p.  89  to 
122). 

Dr.  Isenstead  seems  to  be  under  the  impression 
that  cortisone  is  the  potent  common  denominator 
and  antiarthritic  factor  of  pregnancy  and  hepatitis. 
While  it  is  true  that  in  pregnancy  there  is  present  an 
adrenal  hyperplasia,  and  according  to  some  in- 
vestigators (Dobriner,  Venning)  an  increase  in 
adrenal  steroid  excretion,  there  is  no  evidence  at 
hand  that  this  holds  true  for  hepatitis.  In  fact,  the 
opposite  appears  to  be  the  case.  It  seems  that  not 
only  the  ketosteroid  but  also  the  glucocorticoid  ex- 
cretion is  diminished  in  hepatitis.  Venning  and 
Biown  have  recent  ly  reported  that  in  many  patients 
with  liver  disease  there  is  a diminished  output  of 
both  the  ketosteroids  which  are  a measure  of  the  N 
hormones  and  the  glucocorticoids,  which  are  an  in- 
dex of  the  S hormones  (Soskin’s  Clinical  Endocrinol- 
ogy, New  York,  Grune  and  Stratton,  1950,  p.  203 1. 
At  the  present  time  there  is  no  available  proof  that 
cortisone  or  any  other  adrenal  steroid  is  the  potent 
common  denominator  of  pregnancy  and  hepatitis. 
In  making  his  unsupported  statement  regarding  a 
deficiency  of  cortisone  in  patients  with  rheumatoid 
arthritis  and  his  hypothetic  comment  regarding  an 
increase  of  cortisone  in  patients  with  jaundice,  I 
am  afraid  that  our  correspondent  is  being  specula- 
tive rather  than  factual. 

In  conclusion,  it  may  be  of  interest  to  point  out 
that  there  is  considerable  experimental  and  clinical 
evidence  that  hvperadrenalism,  whether  due  to  an 
excessive  amount  of  ACTH  or  of  cortisone,  may 
produce  fatty  infiltration  of  the  liver.  While  this  is 
of  undoubted  interest,  it  seems  premature  in  the 
present  state  of  our  knowledge  to  do  more  than  sug- 
gest the  possibility  that  the  antirheumatic  effect  of 
ACTH  and  cortisone  in  rheumatoid  arthritis  may 
be  due  to  liver  dysfunction. 

Benjamin  H.  Archer,  M.D. 

1994  Grand  Concourse 
New  York  City 
January  5,  1951 
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member  of  the  staff  of  the  Crouse-Irving  Hospital  in 
Syracuse. 

Edward  Emmet  Powers,  M.D.,  of  Rome,  died  on 
January  9 at  his  home  at  the  age  of  sixty-four.  Dr 
Powers  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1912.  He  was  attend- 
ing surgeon  at  the  Rome  and  Murphy  Memorial 
Hospitals  in  Rome  and  at  the  Rome  State  School. 
A Fellow  of  the  American  College  of  Surgeons,  Dr. 
Powers  was  a member  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Henry  M.  A.  Reilly,  M.D.,  of  the  Bronx,  died  on 
November  (i,  1951.  Dr.  Reilly  received  his  medical 
degree  from  the  Jefferson  Medical  College,  Phila- 
delphia, Pennsylvania,  in  1896. 

Patrick  Charles  Rizzo,  M.D.,  of  Mount  Vernon, 
died  on  January  15  at  his  office  at  the  age  of  forty- 
eight.  Dr.  Rizzo  received  his  medical  degree  from 
the  New  York  Homeopathic  Medical  College  in 
1930  and  interned  at  Mount  Vernon  Hospital.  He 
was  assistant  attending  physician  at  the  Mount 
Vernon  Hospital  and  a member  of  the  V estchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 
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SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  December  13,  1951,  from 
9:30  a.m.  to  2 p.m.  at  the  State  Society’s  offices. 


Secretary’s  Report 

Annual  dues  of  26  members  for  1951  and  of  two 
for  1950  were  rescinded  because  of  illness  and  of  four 
for  1951  because  of  military  service.  It  was  also 
voted  to  request  remission  of  American  Medical 
Association  dues  of  27  members  for  1951  and  12  for 
1950. 

The  Secretary  stated: 

“It  is  a pleasure  to  notify  you  that  Dr.  Dan 
Mellen,  chairman  of  the  Board  of  Trustees,  has 
signed  a lease  for  eight  years  for  the  19th  floor  of 
386  Fourth  Avenue,  New  York  City,  to  commence 
April  1,  1952,  or  as  near  thereafter  as  possible. 

“On  November  28  the  first  New  York  City  air  raid 
drill  was  held.  Your  office  staff  repaired  to  the 
mail  room  in  orderly  fashion. 

“Since  your  last  meeting,  I have  attended  the  fol- 
lowing: November  9 and  10,  meetings  on  civil  de- 
fense; November  12  and  13,  meetings  of  Editors 
and  Business  Managers  of  State  Journals,  both  in 
Chicago  under  the  auspices  of  the  American  Medical 
Association;  November  14,  First  District  Branch 
meeting  at  the  U.S.  Veterans  Administration  facility, 
Bronx. 

“November  15,  meeting  of  Public  Medical  Care 
Subcommittee  in  Albany  at  the  New  York  State 
Department  of  Social  Welfare;  November  16,  con- 
ference regarding  licensure  of  commercial  clinical 
laboratories  at  the  State  Health  Department’s 
New  York  City  office;  November  19,  Office  Ad- 
ministration and  Policies  Committee  and  Publication 
Committee  meetings.  The  following  day  I attended 
the  Legislation  Committee  meeting  at  the  State 
Society’s  offices.  On  November  27,  I represented 
Dr.  Kenney  and  the  Society  at  the  154th  annual 
meeting  of  the  Medical  Society  of  the  County  of 
Westchester.  On  November  29,  I attended  a meet- 
ing of  the  Committee  on  Problems  of  Alcoholism  and 
of  your  special  committee  to  see  Senator  George 
Metcalf,  both  in  Syracuse,  and  I called  upon  Dr. 
Harold  B.  Smith  in  regard  to  your  post  of  executive 
officer. 

“During  the  absence  of  your  A.M. A.  delegates 
from  this  State,  Dr.  Thomas  M.  d’ Angelo,  assistant 
treasurer,  kindly  was  responsible  for  the  head- 
quarters office.” 

Dr.  Anderton  presented  the  following  supplemen- 
tary report: 

“Your  secretary  was  absent  from  the  New  York 
office  from  November  29  to  December  10  on  account 
of  a trip  to  Los  Angeles  to  the  A.M.  A.  meeting  where 
he  attended  the  Public  Relations  Conference,  De- 
cember 2 and  3.  He  heard  a paper  very  ably  pre- 
sented by  Dr.  George  Schwartz,  of  your  Public  Rela- 
tions Committee,  regarding  public  relations  activi- 
ties at  the  county  level,  with  a graphic  account  of 
the  Bronx  County  Medical  Society’s  program  in  pub- 
lic relations  and  its  accomplishments. 

“The  House  ot  Delegates  was  attended  by  your 
secretary  December  4 and  6.  On  December  5 I went 
to  the  Scientific  Assembly  particularly  to  see  the 
television  broadcast  under  the  auspices  of  Smith, 
Kline,  and  French,  because  we  have  been  making 
arrangements  for  one  at  our  Annual  Meeting.  It 
was  very  well  presented  and  satisfactorily  arranged. 


There  were  12  screens  of  colored  television,  six  on 
each  side  of  a long  room,  and  in  front  of  each  tele- 
vision receiver  there  was  an  ample  bank  of  seats. 
The  room  was  filled.  Everybody  could  see  well. 
Dr.  Curphey,  who  is  thinking  of  having  television 
from  Bellevue  on  his  Teaching  Day,  can  rest  assured 
that  it  ought  to  be  a success. 

“Your  secretary  has  to  confess  that  he  has  failed 
to  carry  out  the  instructions  of  the  Council  to  write 
to  the  director  of  the  Group  Health  Plan.  At  the 
last  meeting  it  was  agreed  that  he  was  to  be  con- 
tacted to  meet  with  our  Medical  Expense  Insurance 
Subcommittee.  At  the  behest  of  Mr.  Farrell  and 
Dr.  Kenney  that  letter  was  postponed,  even  though 
you  had  instructed  me  to  send  it.” 

After  discussion,  it  was  voted  that  a conference  be 
held  with  Mr.  Harlow,  president  of  Group  Health 
Insurance,  Inc.,  and  that  the  meeting  be  arranged 
bv  the  Subcommittee  on  Medical  Expense  Insur- 
ance, Dr.  Wertz,  chairman. 

It  was  voted  that  the  Secretary’s  report  be  adopted. 
Communications. — 1.  Letter  dated  November  8, 
1951,  from  Dr.  Chas.  Gordon  Heyd,  president  of 
United  Medical  Service,  stated  that  owing  to  a con- 
flict of  ideas  it  was  found  impossible  to  hold  the  din- 
ner of  the  United  Medical  Service  scheduled  for 
December  13,  1951,  which  he  had  asked  this  Society 
to  sponsor. 

2.  Letter  dated  November  13,  1951,  from  Mrs. 
Arthur  Booth,  expressing  appreciation  for  the  sym- 
pathy and  flowers  sent  to  her  in  the  name  of  the 
Society. 

3.  Letter  dated  November  15,  1951,  from  Mrs. 
Edward  C.  Delafield,  member  of  the  Board  of  Man- 
agers of  Memorial  Center  for  Cancer  and  Allied 
Diseases  and  chairman  of  a committee  of  sponsors 
now  being  formed  to  support  the  efforts  of  the  New 
York  State  Society  for  Medical  Research  toward  ob- 
taining passage  of  a Medical  Research  Pound  Law. 
The  letter  extends  an  invitation  to  Dr.  Kenney  to 
join  the  sponsors’  committee. 

It  was  voted  that  the  Council  approve  Dr.  Kenney’s 
joining  this  committee  as  a sponsor. 

4.  Dr.  Jacob  L.  Lochner,  Jr.,  in  his  capacity  as 
secretary  to  the  Medical  Grievance  Committee  of 
the  New  York  State  Department  of  Education,  has 
drawn  the  attention  of  this  Society  to  the  fact  that 
there  will  be  two  vacancies  on  that  committee  at 
the  end  of  the  year,  for  which  the  Society  is  legally 
entitled  to  nominate  members.  The  term  of  Dr. 
Clarence  P.  Thomas  of  Rochester  expires  and  that  of 
Dr.  W.  Walter  Street  of  Syracuse  expires.  Dr. 
Street  is  willing  to  be  renominated,  but  Dr.  Thomas 
is  quite  adamant  at  refusing  to  continue  and  has  sug- 
gested Dr.  Charles  S.  Lakeman,  who  has  recently 
been  president  of  the  Medical  Society  of  the  County 
of  Monroe.  For  each  of  those  two  posts  three 
doctors  must  be  nominated. 

After  discussion,  it  was  voted  to  nominate  for  Dr. 
Thomas’  post,  Dr.  Lakeman,  Dr.  Thomas,  and 
Dr.  Winslow;  and  Dr.  Street  to  succeed  himself. 

It  was  voted  that  the  Secretary  find  two  additional 
doctors  who  may  also  be  nominated  for  the  latter 
post. 

5.  Dr.  Charles  A.  Prudhon,  secretary,  sent  the 
following  resolution  recently  passed  by  the  Jefferson 
County  Medical  Society. 
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“That  this  society  request  the  State  Society  to 
have  introduced  at  the  next  legislature  a proposal 
to  allow  physicians  to  use  a special  light  or  signal- 
ling device  on  their  cars  when  on  emergency  calls.” 
It  was  voted  that  this  be  referred  to  the  Committee 
on  Legislation. 

6.  Letter  under  date  of  November  19,  1951,  from 
Dr.  B.  J.  Dutto,  secretary  of  the  Medical  Society  of 
the  County  of  Ulster,  as  follows: 

“The  Comitia  Minora  of  the  Medical  Society  of 
the  County  of  Ulster  at  its  meeting  November  6, 
1951,  instructed  me  to  communicate  with  you  in 
the  following  manner: 

‘It  has  been  brought  to  the  attention  of  the 
Comitia  Minora  that  our  local  State  Senator 
and  majority  leader  of  the  State  Senate  feels 
that  he  is  being  inadequately  informed  by  the 
medical  profession  on  matters  pertaining  to 
medical  legislation,  and  it  is  our  feeling  that 
this  must  be  investigated  and  corrected  and  that 
this  condition  should  not  exist.’ 

“We  feel  that  this  condition,  as  we  heard  it,  is 
serious,  and  that  this  will  come  to  the  attention  of 
the  Council.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Legislation. 

7.  Letter  under  date  of  December  7,  1951,  from 
the  Secretary  of  the  American  Medical  Association, 
advocating  the  purchase  of  United  States  Defense 
Bonds  as  a means  of  curbing  inflation  and  of  meeting 
the  costs  of  the  defense  program.  The  letter  en- 
closed a list  of  State  Defense  Bond  Offices  and  be- 
spoke the  assistance  of  the  Society  for  the  State 
Defense  Bond  Committee.  Also  enclosed  was  the 
first  of  a series  of  three  letters  which  will  be  sent  to 
all  members  of  the  American  Medical  Association. 
These  letters  urge  participation  in  the  Bond-a- 
Month  plan. 

After  discussion,  it  was  voted  to  refer  this  corre- 
spondence to  the  Board  of  Trustees  for  their  infor- 
mation and  any  action  if  they  see  fit. 

The  Treasurer’s  report  ivas  accepted. 

Report  of  the  Executive  Officer 

Dr.  Robert  R.  Hannon  reported  that  the  meeting 
of  the  First  District  Branch  on  November  14  had 
completed  the  district  branch  meetings  for  the  year. 
He  stated  he  had  attended  a meeting  of  the  Com- 
mittee on  Legislation  on  November  20  and  had  also 
attended  a special  session  of  the  Legislature  on 
December  5. 

Reports  of  Committees 

Legislation. — Dr.  Joseph  A.  Geis,  chairman  of  the 
Legislation  Committee,  reported  as  chairman  of  a 
subcommittee  on  the  advisability  of  re-employing 
Mr.  Beasley  as  legal  advisor  to  the  Executive  Officer 
in  Albany.  He  stated  that  the  subcommittee  was 
unanimous  in  its  opinion  that  Mr.  Beasley  be  re- 
tained for  another  year. 

After  discussion,  it  was  voted  to  recommend  to  the 
Board  of  Trustees  that  Mr.  Beasley  be  re-employed 
for  the  year  1952. 

Dr.  Geis  continued  his  report  as  chairman  of  the 
Legislation  Committee.  The  committee  had  held 
a meeting  on  November  20  at  which  the  reports  of 
chairmen  of  subcommittees  were  considered. 

On  the  question  of  the  hospitals  hiring  physicians, 
in  other  words,  the  hospital  practice  of  medicine 
(the  Friedman  Bill),  the  committee  decided  that 


this  year  it  would  be  unwise  to  go  contrary  to  the 
action  of  the  Planning  Committee  for  Sledical  Poli- 
cies, who  also  have  this  question  under  consider- 
ation. 

At  this  point,  Dr.  Anderton  read  a letter  from 
Dr.  Abraham  D.  Segal,  secretary  of  the  Medical 
Society  of  the  County  of  Kings,  reporting  that  the 
Comitia  Minora  of  that  society  had  voted  dis- 
approval of  the  stand  taken  by  the  Council  with  re- 
gard to  the  Panken  Bill  and  the  Friedman  BUI  and 
had  advocated  reintroduction  and  support  of  these 
bills.  Dr.  Anderton  also  read  his  acknowledgment 
of  the  letter. 

After  discussion,  it  was  voted  to  defer  action  on  the 
Friedman  Bill  until  the  January  meeting  pending 
a presentation  by  Dr.  Hess  before  the  Kings 
County  Medical  Society. 

Dr.  Geis  stated  that,  although  all  of  the  members 
were  in  favor  of  the  Panken  Bill  in  principle,  the 
opinion  of  the  committee  “that  it  is  not  wise  to  intro- 
duce a Panken  Bill  or  a similar  bill  this  year”  had 
not  been  reversed. 

Dr.  Kenney  stated  that  he  had  a letter  from  the 
Coordinating  Council  of  the  five  county  medical 
societies  enclosing  copies  of  three  resolutions  urging 
strong  support  of  the  Panken  Bill.  He  also  read  to 
the  Council  the  action  taken  in  support  of  this  bill 
by  the  1951  House  of  Delegates.  (See  New  York 
State  Journal  of  Medicine,  September  1,  1951, 
Part  II,  page  82.) 

After  discussion,  the  CouncU  voted  to  register  its 
approval  of  a bill  containing  the  substance  of  the 
so-called  Panken  Bill,  to  be  introduced  in  the  next 
legislative  session,  and  to  rescind  its  action  of 
September  13  to  take  no  action  on  this  bill. 

Dr.  Geis  continued  his  report: 

“At  the  last  meeting  we  also  took  up  the  question 
of  the  practice  of  radiology  being  defined  as  the  prac- 
tice of  medicine  in  the  Medical  Practice  Act.  It  was 
voted,  after  considerable  discussion  due  to  the  fact 
that  the  x-ray  men  are  not  united  on  what  they  want, 
that  the  committee  would  not  back  any  bill  defining 
x-ray  as  the  practice  of  medicine.” 

The  Council  voted  approval. 

Dr.  Geis  then  spoke  of  the  psychiatry  bill  which 
amends  the  Medical  Practice  Act  by  including  psy- 
chiatry specifically  in  the  definition  of  the  practice 
of  medicine.  On  this  the  committee  had  taken  no 
action.  Regarding  a projected  bill  to  license  psy- 
chologists, it  was  voted  to  “postpone  action  until 
we  see  the  bill.” 

He  stated:  “Dr.  Ayers  as  chairman  of  a subcom- 
mittee made  a report,  and  Dr.  McGarvey  stated  that 
this  matter  was  discussed  in  his  report  some  years 
ago.  Yrour  Legislation  Committee  recommended 
that  we  support  the  mandate  of  the  House  about  the 
alcoholic  content  of  the  blood  and  the  blood  test  for 
drunken  driving.” 

The  Council  voted  to  support  a bill  on  thus  subject 
to  be  introduced  under  the  aegis  of  the  Coordinat- 
ing Committee  on  Alcoholism. 

Chairman  Geis  reported  that  the  committee  had 
discussed  the  nursing  shortage,  and  the  opinion  had 
been  expressed  that  the  high  degree  of  training  now 
required  was  producing  nurses  who  prefer  govern- 
ment service  or  private  practice  and  was  thus  result- 
ing in  a shortage  of  bedside  nurses  in  hospitals.  He 
stated  that  this  lack  was  felt  acutely  in  rural  areas 
and  probably  in  the  cities  as  well.  The  committee 
had  authorized  acceptance  of  a change  in  nursing 
education  providing  for  graduation  after  a two-year 
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course  with  the  possibility  of  graduate  work  for  those 
who  wished  to  prepare  for  public  health  or  super- 
visory positions.  He  moved  that  this  recommenda- 
tion be  referred  to  the  Committee  on  Nursing  Edu- 
cation. 

The  Council  voted  to  refer  the  part  of  the  Legis- 
lation Committee  report  dealing  with  nurse  edu- 
cation to  the  Committee  on  Nursing  Education. 
Dr.  Geis  stated  a subcommittee  consisting  of  Drs. 
Dickson,  Quick,  and  Rowe  had  been  appointed  to 
work  with  the  Committee  on  Nursing  Education. 

The  committee  decided  not  to  support  an  injunc- 
tion bill,  as  it  was  thought  we  already  have  in  the 
law  all  that  is  necessary  to  effect  the  purposes  of  an 
injunction  and  that  further  addition  of  another  bill 
would  only  raise  the  question  again  of  whether  the 
act  would  be  constitutional. 

The  Council  voted  to  accept  the  report  of  the  Legis- 
lation Committee  as  amended,  and  this  acceptance 
of  the  report  carried  with  it  disapproval  of  intro- 
ducing an  injunction  bill. 

After  discussion,  it  was  voted  that  Mr.  Martin  be 
authorized  to  consult  with  the  proper  people  re- 
garding an  advertisement  for  chiropractic  that 
came  from  Colorado. 

Economics. — Dr.  Carlton  E.  Wertz  stated:  “On 
page  22  of  the  minutes  of  our  last  meeting  an  action 
is  recorded  which  I would  like  to  have  rescinded.  It 
is  under  the  report  of  the  Subcommittee  on  Medical 
Expense  Insurance,  on  the  development  of  standards 
for  approval  by  the  Medical  Society  of  the  State  of 
New  York  of  New  York  State  medical  care  plans. 
As  it  was  passed,  it  means  that  at  least  five  of  the 
plans  will  be  disqualified  immediately  for  not  meet- 
ing the  qualifications  of  the  middle  paragraph  there 
on  page  22  of  the  minutes: 

‘A  majority  of  the  governing  body  shall  be  phy- 
sicians who  are  members  of  the  Medical  Society  of 
the  State  of  New  York  and  approved  by  the  Medi- 
cal Society  of  the  State  of  New  York.’ 

“The  only  plan  in  the  State  of  New  York  which 
has  its  doctors  approved  as  members  of  its  governing 
body  is  the  United  Medical  Service.  The  others  do 
not  have  the  State  Society  approve  their  Board  of 
Governors  or  Board  of  Directors,  and  I do  not  be- 
lieve that  this  State  Society  should  take  upon  itself 
the  approval  of  members  of  the  boards  of  directors  of 
plans  throughout  the  State.” 

After  discussion,  it  was  voted  to  rescind  the  action 
taken  at  the  last  Council  meeting,  as  described  on 
page  22  of  the  minutes  of  that  meeting,  and  to 
leave  the  rule  as  it  was  originally  in  the  report, 
that  a majority  of  the  governing  body  shall  be 
physicians  who  are  members  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

It  was  voted  that  this  whole  matter  be  re-referred  to 
the  Medical  Expense  Insurance  Committee  for 
adjudication,  after  consultation  with  the  intro- 
ducer of  the  motion,  Dr.  d’ Angelo,  and  legal  coun- 
sel, Mr.  Martin,  to  bring  in  a satisfactory  solution 
at  the  next  meeting. 

Dr.  Renato  J.  Azzari,  chairman,  submitted  the 
following  report  of  the  Bureau  of  Medical  Care 
Insurance,  Mr.  George  P.  Farrell,  director. 

“November  1,  1951 — Your  director  attended  the 
annual  meeting  of  county  medical  society  secretaries 
in  Albany. 

“November  7,  1951 — Mr.  Farrell  was  present  at 
the  Ninth  District  Branch  meeting  at  the  Sleepy 
Hollow  Country  Club,  Scarborough;  and  the  First 


District  Branch  meeting,  November  14,  at  the 
Kingsbridge  Veterans  Hospital,  New  York  City. 

“November  23, 1951 — Your  director  met  with  Mr. 
Dubar,  chief  actuary  of  the  State  of  New  York  In- 
surance Department,  and  representatives  of  the 
Medical  Service  Association  of  Pennsylvania  at 
Albany  to  discuss  rates  applicable  to  the  Bethlehem 
Steel  Corporation  employe’s  contract  for  hospital 
and  medical  coverage. 

“November  29,  1951 — A meeting  of  the  special 
committee  appointed  by  Dr.  Kenney  to  meet  Senator 
George  Metcalf  about  medical  care  insurance  mat- 
ters was  held  in  Syracuse.  Your  director,  a member 
of  the  committee,  was  present.  Discussion  was 
held  on  the  advisability  of  a survey  regarding  enroll- 
ment in  voluntary  hospital  and  medical  care  plans 
of  people  who  are  now  ineligible  under  Blue  Cross 
and  Blue  Shield  enrollment  regulations.” 

It  was  voted  to  approve  the  report  as  corrected. 

Emergency  Preparedness. — Dr.  John  J.  Master- 

son,  chairman,  reported: 

“At  the  National  Civil  Defense  Committee  meet- 
ing held  in  Chicago  on  November  9 and  10,  your 
Society  was  represented  by  Dr.  Kenney,  Dr.  Ander- 
ton,  and  myself.  This  conference  was  composed  of 
representatives  of  medical  societies,  representatives 
of  public  health  officers,  and  of  the  American  Medi- 
cal Association. 

“I  am  happy  to  say  that  Dr.  Sergeant,  chairman 
of  the  committee,  stated  that  the  medical  defense 
program  in  New  York  State  was  very  excellent. 

“Last  night  we  had  a meeting  of  the  Advisory 
Committee  with  Dr.  Hilleboe  and  some  of  his  staff. 
One  matter  considered  was  the  training  of  nurses  and 
lay  personnel  in  giving  parenteral  injections  and  in 
drawing  blood  in  case  of  an  emergency.  We  were 
informed  that  in  case  of  an  emergency  there  would 
be  needed  30,000  people  to  draw  blood  in  a hum- 
an d to  do  other  work.  The  matter  was  thoroughly 
discussed,  and  an  opinion  of  the  attorney  for  the 
State  Education  Department  was  read,  saying  that 
in  an  emergency  these  people  could  do  such  work 
under  the  supervision  of  a licensed  physician.  The 
committee  approved  of  the  training  of  these  people, 
but  to  function  only  in  an  emergency. 

“Another  matter  brought  before  us  was  the  part 
that  dentists,  veterinarians,  and  third  and  fourth 
year  medical  students  would  take  in  the  program. 

“Another  matter  brought  to  us  for  approval  was 
the  new  method  of  resuscitation,  devised  by  a 
Danish  physician,  which  has  been  approved  by  the 
Red  Cross  and  a dozen  other  organizations.” 

He  stated  that  the  dentists  “were  disturbed  at 
being  called  medical  assistants.  Therefore  it  was 
agreed  that  they  would  be  called  any  term  they 
should  designate.  Perhaps  they  would  be  called 
medical  associates.” 

The  meeting  lasted  until  10  o’clock.” 

Executive  Committee. — Dr.  W.  P.  Anderton 

reported: 

“The  Executive  Committee  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  met  in 
the  secretary’s  office,  Friday,  November  16,  1951. 

“Mr.  Martin  discussed  a certain  letter  from  Dr. 
Charles  H.  Loughran,  president  of  the  Medical  So- 
ciety of  the  County  of  Kings,  under  date  of  Novem- 
ber 12,  1951,  to  Dr.  W.  P.  Anderton,  secretary,  and 
a letter  of  November  9 to  President  Kennev  from 
seven  members  of  the  Medical  Society  of  the  County 
of  Kings.  Both  these  letters  related  to  the  ‘Wein- 
trob  resolution’  upon  which  a vote  was  to  be  taken 
[Continued  on  page  498] 
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by  the  Medical  Society  of  the  County  of  Kings  on 
November  20,  1951 . Air.  Martin  described  a recent 
meeting  in  his  office  at  which  were  present  Dr. 
Loughran,  Dr.  Weintrob,  Dr.  Baehr,  Mr.  Hyman, 
and  others. 

“After  discussion,  approval  was  voted  for  the  fol- 
lowing letter: 

November  16,  1951 

Medical  Society  of  the  County  of  Kings 
1313  Bedford  Avenue 
Brooklyn  16,  New  York 

Attention:  Dr.  Charles  H.  Loughran,  President 
Dear  Doctor  Loughran: 

The  Executive  Committee  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  met  at  nine  o’clock  this 
morning.  It  read  and  gave  thought  to  the  letter  addressed  to 
you  by  a number  of  Health  Insurance  Plan  of  Greater  New 
York  doctors,  who  are  all  members  of  the  Medical  Society  of 
the  County  of  Kings,  dated  November  9,  1951,  and  for- 
warded to  Dr.  W.  P.  Anderton,  Secretary,  on  the  date  of 
November  12,  1951;  a letter  dated  November  9,  1951,  signed 
by  seven  doctors  who  are  members  of  the  Health  Insurance 
Plan  of  Greater  New  York,  which  letter  was  addressed  to 
the  Medical  Society  of  the  State  of  New  York,  to  the  atten- 
tion of  Dr.  J.  Stanley  Kenney,  President,  which  letter  asked 
that  any  later  communications  be  addressed  to  Dr.  Robert 
E.  Rothenberg,  9 Lafayette  Avenue,  Brooklyn  17,  N.Y. ; 
the  constitution  and  bylaws  of  the  Medical  Society  of  the 
County  of  Kings,  more  particularly,  Article  7 of  the  bylaws 
headed  “Ethics  and  Discipline”  Sections  1 to  8;  and  a paper 
headed  “Official  Ballot”  which  gives  the  language  of  a reso- 
lution to  be  voted  on  by  members  in  good  standing  of  the 
Medical  Society  of  the  County  of  Kings  on  November  20, 
1951,  at  any  time  from  10  a.m.  to  10  p.m.;  also  a preamble  to 
that  resolution,  the  language  of  which  was  contained  in  the 
official  publication  of  the  Physicians  Guild  of  Kings  County, 
Volume  7,  Nos.  8 and  9. 

It  was  the  decision  of  the  Executive  Committee  of  the 
Council  that  the  resolution  to  be  voted  on  on  November  20, 
1951,  is  in  its  form  and  substance  in  clear  violation  of  the 
constitution  and  bylaws  of  the  Medical  Society  of  the  County 
of  Kings.  It  is,  therefore,  recommended  by  the  Executive 
Committee  of  the  Council  that  no  vote  be  allowed  to  take 
place  on  the  resolution  in  question. 

Yours  truly, 

J.  Stanley  Kenney,  President 

W.  P.  Anderton,  Secretary 

Finance  Committee. — Dr.  Maurice  J.  Dattel- 
baum,  chairman,  presented  the  budget  for  1952, 
copies  of  which  had  been  previously  distributed  to 
the  Council. 

After  a thorough  discussion  of  each  item,  it  was 
voted  that  the  budget,  with  amendments,  be  pre- 
sented to  the  Board  of  Trustees. 

Medical  Service  and  Medical  Licensure. — Dr. 

Leo  E.  Gibson,  chairman,  reported  that  the  com- 
mittee approved  the  recommendation  of  the  Coun- 
cil, referred  to  this  committee  at  the  last  meeting, 
that  “the  form  letter  customarily  sent  by  the  secre- 
tary of  the  State  Board  of  Medical  Examiners  to  new 
licensees  be  modified  to  include  an  extra  paragraph” 
as  specified,  and  that  the  Commissioner  of  Education 
be  informed  accordingly. 

Nursing  Education. — Dr.  Elton  It.  Dickson,  chair- 
man, presented  the  following  for  study  and  approval: 
“This  material  was  compiled  by  a committee  ap- 
pointed at  the  last  meeting  of  the  Coordinating 
Council  on  Nursing  Problems.  All  participating 
members  will  be  asked  to  approve. 

Objectives  of  Coordinating  Council  on 
Nursing  Problems 

‘The  objectives  of  the  Coordinating  Council  on 
Nursing  Problems  shall  be  to  consider  questions 
raised  by  any  of  the  sponsoring  associations  which 


may  need  interpretation,  assistance,  or  the  sup- 
port of  the  others.  It  shall  be  the  privilege  of  the 
chairman  to  invite  such  guests  as  may  be  helpful 
in  promoting  understanding  of  any  item  on  the 
agenda. 

‘ Membership . — The  Coordinating  Council  on 
Nursing  Problems  shall  consist  of  two  represen- 
tatives to  be  appointed  annually  in  December  by 
the  Medical  Society  of  the  State  of  New  York,  the 
New  York  State  Hospital  Association,  the  New 
York  State  League  of  Nursing  Education,  the  New 
York  State  Nurses  Association,  and  the  Practical 
Nurses  of  New  York,  Inc. 

‘Officers. — Officers  of  the  Council  shall  be:  a 
chairman  elected  for  a two-year  term  on  odd- 
numbered  years,  a vice-chairman  elected  for  a 
two-year  term  on  even-numbered  years,  a secre- 
tary elected  for  a two-year  term  on  odd-numbered 
years,  and  a treasurer  elected  for  a two-vear  term 
on  even-numbered  years. 

‘ Expenses . — Expenses  of  representatives  attend- 
ing meetings  shall  be  defrayed  by  the  sponsoring 
agencies  who  shall  contribute  $25  annually  in 
January  for  stationery,  postage,  and  stenographic 
assistance. 

‘Meetings. — An  annual  meeting  shall  be  held  in 
January  and  such  special  meetings  as  may  be 
determined  by  the  chairman.  The  secretary 
shall  send  to  each  representative  a notice  of  the 
meeting  and,  at  least  one  month  prior  to  the  meet- 
ing, shall  request  each  sponsoring  association  to 
submit  items  to  be  included  on  the  agenda.  Min- 
utes of  the  meetings  shall  be  distributed  to  the 
members  and  to  the  sponsoring  associations  who 
shall  indicate  their  approval  or  disapproval  of ' 
action  taken  by  reply  to  the  Chairman  of  the 
Council.’  ” 

Dr.  Dickson  stated:  “Printed  in  the  agenda  is  the 
report  of  the  Committee  on  Nursing  Education  and 
for  vour  approval  is  material  compiled  bv  a com- 
mittee of  this  Coordinating  Council  of  which  your 
Society  is  a cooperating  member,  stating  anew  the 
objectives  of  the  Coordinating  Council.  There  is 
nothing  controversial,  I believe,  in  this. 

“There  was  a question  on  tbe  rotation  of  chair- 
manship of  the  Coordinating  Council.  The  nursing 
group  felt  that  perhaps  the  Medical  Society  was  at- 
tempting to  dominate  and  keep  the  chairmanship 
within  the  Medical  Society’s  hands.  I clarified  that 
to  the  effect  that  such  was  not  the  thought  in  estab- 
lishing this  Coordinating  Council.  At  the  coming 
meeting  on  January  10  there  will  be  a new  chairman 
appointed  of  this  Coordinating  Council. 

“The  only  controversial  question  in  this  report  is 
that  expenses  of  representatives  attending  meetings 
shall  be  defrayed  by  the  sponsoring  agencies  who 
shall  contribute  $25  annually  in  January  for  station- 
ery, postage,  and  stenographic  assistance. 

“I  would  like  to  have  Council  approval  of  the 
recommendation  to  the  Board  of  Trustees  that  they 
make  provision  for  that  $25-a-year  allowance.” 

It  was  voted  to  recommend  to  the  Board  of  Trustees 
that  an  appropriation  of  $25  be  made. 

Dr.  Dickson  continued:  “With  your  indulgence 
I have  prepared  a brief  summary  of  a letter  to  Dr. 
Anderton  from  Miss  Katherine  Rehder,  executive 
secretary  of  the  New  York  State  Nurses  Association, 
about  a matter  of  nursing  policy  which  is  important, 
and  about  which  I feel  our  Society  must  take  positive 
action: 

‘Miss  Katherine  Rehder,  executive  secretary  of 
the  New  York  State  Nurses  Association,  writes  the 
Society  through  Dr.  Anderton  requesting  a re- 
[Continued  on  page  500] 
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examination  of  nursing  instruction  and  procedures 
in  view  of  a possible  emergency. 

‘Specifically  the  matter  receiving  the  most 
attention  is  the  role  to  be  played  by  the  profes- 
sional nurse  in  intravenous  therapy.  It  is  felt  in 
many  quarters  that  by  utilizing  properly  trained 
nurses  in  the  blood  procurement  program,  physi- 
cians may  be  released  for  more  critical  responsi- 
bilities.’ 

“The  Attorney  General  of  New  York  on  April  16 
1942,  in  an  informal  opinion  stated: 

‘I  am  informed  that  the  consensus  of  opinion  in 
the  medical  profession  does  not  favor  the  adminis- 
tration by  nurses  of  medication  by  the  intravenous 
route  because  of  the  inherent  dangers  to  patients 
involved.  Expediency  thus  dictates  that  for  the 
purposes  of  application  of  the  Education  Law  the 
practice  may  not  properly  be  delegated  to  nurses 
by  graduate  physicians. 

‘However,  it  may  be  that  specially  trained 
registered  nurses  might  properly  administer  intra- 
venous medication  under  supervision  and  order 
of  graduate  physicians  in  cases  of  extreme  emer- 
gency, but  not  where  complicating  factors  necessi- 
tate minor  operations  such  as  incision  to  reach  a 
vein.’ 

“On  June  19,  1951,  Milton  Alpert,  Esq.,  counsel 
to  the  New  York  State  Civil  Defense  Commission, 
prepared  a memorandum  directed  to  the  question 
‘whether  persons  other  than  physicians  may  be 
trained  now  to  make  parenteral  injections  under  the 
supervision  of  physicians  where  such  injections  are 
required  because  of  injuries  received  during  an 
“attack”  as  defined  under  Defense  Emergency  Act.’ 
In  part  his  opinion  states: 

‘In  view  of  these  facts  and  in  view  of  the  pro- 
visions of  the  Defense  Emergency  Act  heretofore 
referred  to,  it  is  submitted  that  the  Defense  Emer- 
gency Act  clearly  contemplates  that  persons 
other  than  physicians  may  be  trained  now  and  be- 
fore attack  to  perform  emergency  services  after 
an  attack  for  persons  who  were  injured  during  an 
attack. 

‘. . .It  appears  to  be  an  entirely  reasonable  mat- 
ter to  couple  the  blood  procurement  program  with 
the  training  of  persons  to  make  parenteral  injec- 
tions. 

'. . . Such  Act  clearly  contemplates  that  nurses 
and  auxiliary  medical  personnel  may  be  trained 
now  to  make  parenteral  injections  so  that  they 
may  perform  this  service  during  emergency  con- 
ditions after  an  attack,  at  the  direction  of  a physi- 
cian. It  is  also  submitted  that . . . training  for 
making  venipuncture  may  be  coupled  with  the 
blood  procurement  program.’ 

“On  August  13,  1951,  Mr.  Charles  A.  Brind,  Jr. 
counsel  to  the  New  York  State  Education  Depart- 
ment, prepared  an  opinion.  In  part,  Mr.  Brind 
says: 

‘In  view  of  the  fact  that  part  of  the  function  of 
nurses,  as  contained  in  Section  6901  (of  the  Edu- 
cation Law),  is  to  carry  out  treatments  and  medi- 
cations as  prescribed  by  a licensed  physician,  I 
would  be  of  the  opinion  that  a nurse  is  authorized 
to  perform  this  service  under  the  supervision  of  a 
physician  although,  of  course,  she  could  not  legally 
do  so  acting  independently.  In  view  of  the  fact 
that  she  may  be  expected  to  give  such  injections 
under  supervision,  however,  I would  think  that 
the  technic  of  giving  such  injections  might  very 
well  be  taught  in  the  nursing  schools.’ 

“Now  it  is  understood  that  the  State  Health 


Department,  through  its  Office  of  Medical  Defense, 
is  preparing  a ‘Training  Guide  for  Teaching  Nurses 
Y’enipuncture  and  Intravenous  Therapy.’ 

“The  Nursing  Association  is  requesting  the  oppor- 
tunity of  a meeting  with  our  Society  to  discuss  the 
problems  involved  with  a view  to  defining  policies 
for  guidance  of  all  persons  concerned  with  instruction 
and  administration  of  intravenous  therapy  pro- 
cedures. 

“May  I take  the  liberty  to  request  that  this  ques- 
tion be  discussed  in  the  agenda  of  the  coming  meet- 
ing of  the  Coordinating  Council  on  Nursing  Prob- 
lems to  be  held  here  at  the  State  Society’s  offices  on 
January  10.  I would  also  suggest  that  I be  privi-  I 
leged  to  invite  the  subcommittee  appointed  by  Dr. 
Geis  at  the  recent  meeting  of  the  Legislation  Com- 
mittee. This  committee,  consisting  of  Dr.  Kenneth 
T.  Rowe  of  Hornell,  Dr.  Douglas  Quick  of  New  I 
York  City,  and  myself,  was  appointed  to  discuss  the  j 
problem  of  nursing  shortages.  I believe  we  could  i 
kill  two  birds  with  one  stone  by  having  this  com- 
mittee come  to  our  January  10  meeting  and  discuss 
both  problems.  Officers  of  the  Society  wall  also  be  i 
present,  as  I shall  schedule  these  questions  at  the 
end  of  the  meeting.  From  this  meeting  we  may  be 
able  to  bring  some  specific  recommendation  to  the  I 
Council.” 

After  discussion,  the  Council  voted  to  approve  the 
above  recommendation  for  conference. 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  reported  that  there  had  been  a 
special  meeting  of  the  committee  on  November  9, 
1951,  at  which  the  apportioning  of  space  in  the  new 
office,  386  Fourth  Avenue,  was  thoroughly  discussed 
and  plans  laid,  which  were  finished  at  the  meeting 
held  December  12,  1951. 

Dr.  Beekman  presented  plans  which  Mr.  Alex- 
ander had  laid  out.  One  plan  was  prepared  using 
partitions  already  standing,  and  the  other  has  the 
partitions  torn  down  and  new  partitions  erected 
which  make  the  space  more  economical  and  give 
more  room  for  desks.  Dr.  Beekman  stated  that  Mr. 
Alexander  felt  we  should  have  some  professional 
help  and  recommended  that  the  Council  recommend 
to  the  Trustees  an  appropriation  of  $300  for  pro- 
fessional help  in  planning. 

It  was  voted  that  the  Council  recommend  to  the 
Trustees  a sum  not  to  exceed  $300  for  specialist’s 
consulting  advice  relative  to  the  planning  of  our 
new  quarters. 

It  was  voted  to  accept  that  portion  of  the  report 
pertaining  to  new  quarters  as  a progress  report. 

It  was  voted  that  $12,000  be  added  to  the  budget 
for  reconstruction  of  the  new  quarters,  the  item  to 
be  known  as  227-C. 

The  committee  approved  various  matters  con- 
cerning personnel.  The  committee  approved  clos- 
ing the  Society’s  offices  on  Monday,  December  24. 

The  committee  discussed  difficulties  encountered 
in  the  collection  of  the  American  Medical  Associa- 
tion dues.  It  was  voted  that  the  committee  ask  the 
Council  to  request  Dr.  Louis  J.  Bauer,  president- 
elect of  the  American  Medical  Association,  to  have  a 
conference  with  Dr.  Anderton  and  Mr.  Alexander  in 
this  connection. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  16  postgraduate 
lectures  or  teaching  days  had  been  arranged  in  11 
counties,  that  he  had  attended  meetings  on  medical 
film  review,  on  laboratory  practice  in  New  York 
State,  and  on  the  use  of  television  on  teaching  day. 

At  a meeting  on  November  13  of  the  Subcommittee 
[Continued  on  page  502] 
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on  Medical  Film  Review,  problems  encountered  by 
the  subcommittee  were  discussed,  and  it  was  pro- 
posed that  an  article  be  written  for  the  New  York 
State  Journal  of  Medicine  and  Health  News , 
citing  the  lack  of  good  material  and  the  need  for 
specially  trained  producers,  as  well  as  a knowledge 
of  what  the  doctor  wants  in  such  films.  It  was 
hoped  that  such  an  article  would  stimulate  the  pro- 
duction of  better  medical  films,  particularly  less  spe- 
cialized films,  more  adequate  communication  of  in- 
formation regarding  their  existence  or  contemplated 
production,  and  greater  publicity  for  films  already 
reviewed. 

The  joint  meeting  of  the  New  York  Association  of 
Clinical  Laboratories,  the  American  Association  of 
Clinical  Chemists,  the  New  York  State  Society  of 
Pathologists,  the  New  York  State  Department  of 
Health,  and  the  Medical  Society  of  the  State  of  New 
York  was  held  on  November  16.  It  was  called  at 
the  request  of  the  New  York  Association  of  Clinical 
Laboratories  for  the  purpose  of  obtaining  support 
for  a legislative  bill  aimed  at  licensing  laboratories 
in  New  York  State,  these  laboratories  to  be  oper- 
ated by  individuals  who  are  neither  physicians  nor 
pathologists. 

A meeting  with  Drs.  Butterworth  and  Pisani  on 
November  26  was  for  the  purpose  of  exploring  the 
possibility  of  utilizing  Dr.  Butterworth’s  teaching 
methods  on  heart  disease  in  a television  demonstra- 
tion on  the  Teaching  Day  at  the  Annual  Meeting. 
Mr.  Baldwin  is  to  arrange  a meeting  between  Dr. 
Butterworth  and  the  technical  representative  of  the 
television  department  of  Smith,  Kline  and  French, 
following  which  it  will  be  decided  how  much  of  the 
Teaching  Day  can  be  utilized  for  this  effort. 

From  November  6 to  8 Dr.  William  E.  Ay  ling, 
chairman  of  the  Subcommittee  on  School  Health,  at- 
tended the  Third  National  Conference  on  Physi- 
cians and  Schools  in  Chicago.  A summarized  report 
has  been  submitted  by  Dr.  Ayling,  who  plans  to 
hold  a meeting  of  his  committee  on  January  25  to 
discuss  the  findings  and  recommendations  of  the 
conference. 

Dr.  Curphey  supplemented  his  report  by  stating: 

“There  is  one  request  I should  like  to  make  on 
behalf  of  the  State  Health  Department,  and  that  is 
that  the  Medical  Society  endorse  the  publication  of 
a bulletin  which  will  be  gotten  up  by  the  American 
Heart  Association.  The  title  of  the  bulletin  is  The 
Heart  Bulletin.  It  is  to  be  sent  for  at  least  one  year 
to  the  general  practitioners  of  the  State. 

“I  move  the  Medical  Society  lend  its  endorsement 
to  this  bulletin.” 

He  added:  “As  a result  of  a conference  with  Dr. 
Winslow  we  have  been  able  through  his  good  graces 
to  obtain  temporarily  the  services  of  Mr.  Messinger, 
of  the  Public  Relations  Bureau,  to  canvass  the 
blood  banks  in  the  State  in  relation  to  the  formation 
of  a State  Association  of  Blood  Banks.  The  Com- 
mittee wants  to  thank  Dr.  Winslow  and  his  com- 
mittee.” 

The  Council  voted  to  adopt  the  report. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, reported  as  follows: 

With  the  holding  of  the  last  of  the  district  branch 
meetings,  the  Public  Relations  Bureau  completed 
lending  assistance  in  obtaining  publicity  for  them. 
The  director  and  field  men  attended  these  meetings 
to  make  certain  that  representatives  of  the  press  re- 
ceived proper  information  and  help.  Following  the 
procedure  used  in  connection  with  the  previous 
seven  district  branch  meetings,  the  Bureau  prepared 


newspaper  releases  in  advance  and  sent  them  to 
newspapers  in  various  parts  of  the  State. 

Some  7,589  copies  of  the  Public  Relations  Bureau’s 
four-page  pamphlet,  “Telephone  Cues  for  Medical 
Personnel"  were  sent  to  the  392  persons  who  had 
ordered  them. 

On  November  13,  Mr.  Miebach  and  Mr.  Tracey 
traveled  to  Trenton,  New  Jersey,  as  guests  at  a din- 
ner sponsored  by  the  Subcommittee  on  Public  Rela- 
tions, Medical  Society  of  New  Jersey,  at  t^e  Stacy 
Trent  Hotel. 

The  field  program  of  the  Public  Relations  Bureau 
was  continued  during  the  month  by  its  four  repre- 
sentatives, who  contacted  county  medical  societies 
in  their  assigned  territories.  In  addition  to  their 
usual  function  of  counselling  local  societies  on  public 
relations  matters,  the  field  men  performed  an  addi- 
tional service.  As  the  result  of  a consultation  be- 
tween Dr.  John  J.  Masterson,  chairman,  Council 
Committee  on  Emergency  Preparedness,  and  your 
chairman,  the  field  representatives  were  instructed  to 
cooperate  with  Dr.  Masterson 's  committee  in  en- 
couraging the  enrollment  of  physicians  in  their  local 
civil  defense  programs. 

The  attention  of  your  committee  has  been  called 
to  the  fact  that  the  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York  desires  to  spon- 
sor a health  poster  contest  among  children  of  school 
age.  Winners  would  be  awarded  prizes  totaling  be- 
tween $400  and  8500.  A similar  contest  has  been 
conducted  for  a number  of  years  in  Pennsylvania 
with  great  success.  Your  committee  feels  that  such 
a contest  would  be  a most  valuable  public  relations 
project  since  it  aims  to  awaken  interest  of  school 
children  in  health  projects. 

Your  committee,  therefore,  recommends  that  the 
Council  endorse  such  a health  poster  contest,  to  be 
conducted  by  the  Woman’s  Auxiliary  with  the  assist- 
ance of  the  Public  Relations  Bureau.  Your  com- 
mittee further  recommends  that  the  Finance  Com- 
mittee be  requested  to  appropriate  an  additional 
sum  of  $500,  for  the  purpose  of  awarding  prizes,  to 
the  amount  of  money  already  earmarked  for  the 
Woman’s  Auxiliary  in  the  Public  Relations  budget. 

It  was  voted  to  recommend  to  the  Board  of  Trustees 

that  $500  be  appropriated  for  this  purpose. 

Material  was  prepared  for  publication  in  the 
November  Distaff,  publication  of  the  Woman's 
Auxiliary.  Copies  were  mailed  by  the  Public  Rela- 
tions Bureau.  In  addition,  conferences  were  held 
with  various  Auxiliary  officials,  including  the  State 
president,  and  Mr.  Walsh  attended  the  Auxiliary 
meetings  in  conjunction  with  the  First  and  Ninth 
District  Branch  meetings. 

On  November  20,  the  director  of  the  Public  Rela- 
tions Bureau  attended  the  meeting  of  the  Council 
Committee  on  Legislation. 

Press  releases  were  distributed  for  the  purpose  of 
publicizing  postgraduate  lectures  in  the  following 
counties:  Cayuga,  Jefferson,  Kings,  Montgomery, 
Ontario,  Rensselaer,  Schoharie,  Steuben,  and  West- 
chester. 

At  the  request  of  Dr.  Theodore  J.  Curphey,  chair- 
man, Council  Committee  on  Public  Health  and  Edu- 
cation, Mr.  A.  Carl  Messinger  was  detailed  to  assist 
in  the  formation  of  a State  Association  of  Blood 
Banks. 

Your  chairman  attended  the  A.M.A.’s  Fourth 
Annual  Medical  Public  Relations  Conference,  De^ 
cember  2 and  3 in  Los  Angeles.  Another  member  of 
your  committee,  Dr.  George  Schwartz,  took  an  ac- 
tive part  in  the  conference  session  entitled,  “Where 
Do  We  Go  from  Here?”  During  this  session,  which 
[Continued  on  page  504] 
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took  up  the  1952  A.M.A.’s  public  relations  program, 
Dr.  Schwartz  outlined  what  county  societies  could 
do  to  improve  medical  public  relations.  Mr.  Mie- 
bach  also  attended  this  conference  as  a member  of 
the  Advisory  Committee  to  the  A.M.A.’s  Public 
Relations  Department. 

It  was  voted  to  adopt  the  report  as  a whole. 

Workmen’s  Compensation. — Dr.  John  J.  H. 
Keating,  chairman,  reported  as  follows: 

“At  my  request  Dr.  Kaliski  attended  a meeting  of 
the  Advisory  Committee  to  the  Workmen’s  Com- 
pensation Board  in  Albany  on  Tuesday,  November 
27,  1951.  The  meeting  was  devoted  largely  to  a 
discussion  of  carrier  performance  with  special  refer- 
ence to  payment  to  injured  workers  within  the  18- 
day  limit  prescribed  by  law.  It  transpired  that  the 
Workmen’s  Compensation  Board  will  not  introduce 
any  legislation  at  the  coming  session  of  special  inter- 
est to  the  medical  profession. 

“We  have  utilized  the  News  Letter  to  convey  impor- 
tant workmen’s  compensation  matters  to  the  medi- 
cal profession. 

“At  the  request  of  the  chairman,  your  director  at- 
tended the  meeting  of  the  Joint  Legislative  Com- 
mittee on  Industrial  and  Labor  Conditions  held  at 
the  Bar  Association,  November  13,  14,  15,  1951. 
No  legislation  of  interest  to  the  Society  or  the  medi- 
cal profession  came  up  for  consideration. 

“We  have  requested  the  New  York  City  Com- 
missioner of  Hospitals  to  send  us  a copy  of  an  agree- 
ment reached  after  the  Charter  of  the  City  of  New 
York  was  amended  to  permit  physicians  to  accept 
compensation  fees  in  municipal  hospitals,  which 
agreement  provided  for  a sharing  of  fees  by  mem- 
bers of  the  attending  staffs.  It  is  our  aim  to  deter- 
mine whether  these  fees  are  being  paid  in  accord- 
ance with  the  provisions  of  the  Workmen’s  Compen- 
sation Law. 

“The  committee  has  under  consideration  the  right 
of  a physician  under  the  provisions  of  the  Work- 
men’s Compensation  Law  to  charge  a fee  in  excess 
of  the  minimum  and  collect  such  fee  from  the  claim- 
ant, in  the  event  that  the  claimant  elects  to  sue  a 
third  party  and  obtains  a verdict  in  excess  of  the 
amount  to  which  he  would  be  entitled  if  he  took  his 
remedy  under  the  provisions  of  the  Workmen’s 
Compensation  Law. 

“Under  date  of  November  15,  1951,  I requested 
Miss  Donlon  to  place  upon  an  early  agenda  of  the 
Advisory  Committee  the  question  of  a conflict  be- 
tween the  Workmen’s  Compensation  Law  and  the 
Education  Law  with  reference  to  group  practice.” 

The  report  was  adopted. 

Special  Committee  To  Confer  with  Senator  George 
Metcalf. — Dr.  Carlton  E.  Wertz  reported  that  a 
meeting  of  the  special  committee  to  confer  with  Sena- 
tor George  Metcalf  in  regard  to  medical  care  insur- 
ance was  held  at  the  Hotel  Syracuse,  Syracuse, 
November  29,  1951.  Senator  Metcalf  expressed  his 
interest  in  the  economic  aspect  of  medicine  and 
spoke  in  opposition  toward  any  socialized  program. 

Senator  Metcalf  is  interested  in  making  available, 
particularly  to  small  groups  of  employes  (4  to  10), 
voluntary  medical  and  hospital  care  plans  through 
payroll  deduction. 

He  is  also  interested  in  a study  to  be  made  to 
determine:  (1)  the  number  of  people  covered  volun- 
tarily in  both  hospital  and  medical  plans;  (2)  num- 
ber of  people  not  eligible  for  coverage,  such  as  de- 
pendents upon  Federal,  State,  or  county  funds; 
(3)  cooperation  of  State  Medical  Society  and  other 
interested  groups  to  determine  if  survey  is  feasible 
and  warrants  appropriation  of  funds  by  the  Legisla- 


ture to  conduct  such  a survey;  (4)  if  such  survey 
should  reveal  a reasonable  percentage  of  people  who 
do  not  have  insurance  protection  for  these  contin- 
gencies, that  some  form  of  legislation  be  introduced 
making  it  possible  for  a person  employed  in  a small 
group  to  enroll  voluntarily  by  means  of  payroll  de- 
duction, and  (5)  survey  would  give  the  necessary 
information  to  combat  the  bills  introduced  annually 
for  compulsory  health  insurance. 

After  discussion,  it  was  voted  to  approve  in  prin- 
ciple the  proposed  survey  of  the  medical  care  plans 

by  the  Legislature. 

New  York  State  Delegates  to  the  American  Medi- 
cal Association. — Dr.  Floyd  S.  Winslow,  chairman, 
reported : 

“Our  Society  was  represented  at  the  meeting  of 
the  House  of  Delegates  of  the  American  Medical 
Association,  December  4 to  6,  1951,  by  Drs.  John  J. 
Masterson,  George  W.  Kosmak,  J.  Stanley  Kenney, 
Peter  J.  Di  Natale,  Andrew  A.  Eggston,  Joseph  P. 
Henry,  Maurice  J.  Dattelbaum,  Peter  M.  Murray, 
Samuel  B.  Burk,  Scott  Lord  Smith,  Denver  M. 
Vickers,  W.  P.  Anderton,  Albert  F.  R.  Andresen, 
Carlton  E.  Wertz,  Herbert  H.  Bauckus,  Leo  F. 
Schiff,  James  R.  Reuling,  Floyd  S.  Winslow,  Edward 
P.  Flood,  Norman  S.  Moore,  Harold  F.  R.  Brown, 
and  Joseph  A.  Geis. 

“Dr.  Renato  J.  Azzari  was  summoned  home  from 
Los  Angeles  and  could  not  attend  the  meeting. 

“The  following  were  members  of  reference  com- 
mittees: Dr.  Floyd  S.  Winslow,  Legislation  and 
Public  Relations;  Dr.  Joseph  P.  Henry,  Hygiene 
and  Public  Health;  Dr.  Leo  F.  Schiff,  chairman, 
Amendments  to  Constitution  and  Bylaws;  Dr. 
Carlton  E.  Wertz,  chairman,  Reports  of  Officers,  and 
Dr.  J.  Stanley  Kenney,  Miscellaneous  Business. 
Dr.  Edward  P.  Flood  was  a sergeant-at-arms. 

“The  breakfast  meeting  of  your  delegates  on 
December  4 was  also  attended  by  Dr.  Edward  R. 
Cunniffe,  chairman  of  the  Judicial  Council;  Dr. 
Louis  H.  Bauer,  president-elect  of  the  American 
Medical  Association,  and  Mr.  Frederick  W.  Mie- 
bach,  director  of  your  Bureau  of  Public  Relations. 
At  this  meeting  several  proposed  resolutions  were 
discussed. 

“Dr.  J.  Stanley  Kenney,  at  the  request  of  Dr. 
Palmer  Deering,  representing  the  U.S.  Public 
Health  Service,  introduced  a resolution  urging  that 
building  materials  for  hospitals  and  medical  col- 
leges be  given  Federal  priority  when  a need  is  dem- 
onstrated. This  resolution  was  passed. 

“Your  delegation  conscientiously  attended  ses- 
sions of  the  House  of  Delegates  and  efficiently  repre- 
sented the  Medical  Society  of  the  State  of  New 
York.” 

The  report  was  adopted. 

New  Business 

Appointments. — Dr.  Kenney  asked  approval  of 
his  selection  of  Dr.  John  C.  McClintock,  Albany,  as 
a member  of  the  Committee  on  Public  Relations  in 
place  of  Dr.  Joseph  L.  Kiley,  resigned. 

Approval  was  voted. 

He  stated  that  the  Society  was  required  to  name 
two  members  of  the  Coordinating  Council  on  Nurs- 
ing Problems  and  recommended  Dr.  Elton  R.  Dick- 
son and  Dr.  Norman  S.  Moore  to  serve  on  that 
council. 

It  was  so  voted. 

He  asked  authority  from  the  Council  to  appoint 
two  members  to  the  Committee  on  the  American 
[Continued  on  page  506) 
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Medical  Education  Foundation  in  place  of  the  two 
who  have  declined  to  serve. 

Authority  was  granted. 

He  also  asked  permission  to  appoint,  after  consul- 
tation with  Dr.  Curphey,  a member  to  represent 
this  Society  on  the  special  committee  which  will 
study  the  needs  of  general  practitioners  in  New  York 
State. 

Permission  was  granted. 

Resignation  of  Dr.  Hannon. — Dr.  Winslow  stated: 

“Mr.  President  and  members  of  the  Council,  be- 
fore another  meeting  of  this  Council  the  term  of 
office  of  our  Executive  Officer,  Dr.  Hannon,  will  have 
expired.  In  other  words,  this  is  the  last  Council 
meeting  at  which  he  will  be  our  Executive  Officer. 
Some  of  us  will  recall  that  at  the  time  he  took  office 
he  faced  many  difficulties  in  the  legislative  field,  not 
the  least  of  which  was  the  fact  that  he  succeeded  a 
very  distinguished  figure  in  the  field  of  medical  legis- 
lation, Dr.  Joseph  Lawrence. 

“Throughout  his  term  of  office  he  has  been  wise, 
prudent,  and  energetic,  and  every  member  of  the 
Medical  Society  of  the  State  of  New  York  owes  him 
a debt  for  the  work  he  has  done  in  advancing  the 
interests  of  the  Medical  Society  of  the  State  of  New 
York. 

“I,  therefore,  move  that  this  Council  go  on  record 
as  expressing  to  Dr.  Hannon  its  gratitude  for  the 
work  he  has  done  for  our  Society,  and  in  leaving  us 
we  wish  him  to  know  that  he  has  the  abiding  re- 
spect, gratitude,  and  confidence  of  every  member 
of  the  Medical  Society  of  the  State  of  New  York.” 

It  was  so  voted  by  the  members  standing  and 

applauding.” 

Dr.  Kenney  thanked  Dr.  Winslow  for  his  very  dig- 
nified and  beautiful  expression  of  the  Council’s  feel- 
ing and  requested  Dr.  Hannon  and  Dr.  Smith  to  be 
excused  for  a short  time. 

A discussion  ensued  regarding  a gift  for  Dr.  Han- 
non, after  which  it  was  agreed  that  a committee  eon- 


ERRATUM 

In  the  January  15,  1952,  issue  of  the  New  York 
State  Journal  of  Medicine,  the  title  of  the  article 
on  page  239  bv  Harry  Gordon,  M.D.,  F.A.C.S.,  and 
Paul  F.  Berlin,  M.D.,  is  incorrectly  listed.  The 


sisting  of  Dr.  Winslow  and  Dr.  Anderton  purchase 
an  appropriate  gift  and  advise  each  member  of  the 
Council  what  his  proportionate  assessment  would  be. 

Employment  of  Dr.  Harold  B.  Smith  as  Executive 
Officer. — Dr.  Anderton  stated: 

“Mr.  President,  the  Council  appointed  a com- j 
mittee  consisting  of  Dr.  Bauckus,  Dr.  Gamble,  and 
myself  to  select  a successor  to  Dr.  Hannon. 

“After  canvassing  the  field,  this  committee  recom- 
mends the  employment  of  Dr.  Harold  B.  Smith  of 
Syracuse. 

At  the  request  of  some  of  the  members  of  the 
Council,  Mr.  Martin  gave  the  following  resume  of , 
Dr.  Harold  B.  Smith’s  qualifications. 

“He  is  thirty-two  years  of  age,  a native  of  Syra- 
cuse, and  went  to  Syracuse  University  where  he  re- 
ceived his  Bachelor  of  Arts  degree.  He  was  on  the 
football  team,  had  very  fine  marks.  He  then  at- 
tended Syracuse  University  College  of  Medicine 
where  he  received  his  doctorate  in  medicine.  He 
served  a year’s  internship  at  Lincoln  Hospital  in 
New  York  City  and  was  awarded  a fellowship  in 
pathology  in  Strong  Memorial  Hospital,  Rochester, 
when  the  war  came  along.  He  then  put  four  and 
one-half  years  in  the  service.  He  was  a major.  He 
received  the  Silver  Star  with  two  clusters  and  the 
Purple  Heart.  Under  the  G.I.  Bill  he  went  to  Illi- 
nois University  School  of  Law,  and,  after  receiving 
his  law  degree,  he  was  sent  to  me  by  Dean  Weis- 
kotten  and  several  others  with  the  thought  he  would 
like  to  train  in  my  office.  After  several  years  he! 
wanted  to  go  back  home  to  Syracuse.  He  has 
started  a law  practice  there.  I was  the  one  that  * 
suggested  him  rather  than  precipitously  pick  any- 
body. I suggested  that  he  take  the  post  on  a tempo- 
rary basis,  and  if  by  chance  it  works,  you  might 
have  what  you  want.  Dr.  Harold  B.  Smith  under- 
stands it  to  be  for  the  present  a temporary'  thing.' 
The  Council  voted  to  recommend  to  the  Board  of 
Trustees  that  the  services  of  Dr.  Harold  B.  Smith 
be  engaged. 


correct  title  of  the  case  report  is  “Vaginal  Hysterot- 
omy for  Missed  Abortion.”  It  is  regretted  that 
this  typographic  error  was  not  corrected  before 
publication. 


MEDICAL  NEWS 


[Continued  from  page  484] 

Ilion  Hospital  . . . Dr.  Charles  W.  Mueller,  Brook- 
lyn, as  a governor  of  the  American  College  of  Sur- 
geons. 

Speakers 

Dr.  Gilbert  Dalldorf,  director  of  the  Division  of 
Laboratories  and  Research,  New  York  State  De- 
partment of  Health,  the  William  Henry  Welch  Lec- 
ture at  Mount  Sinai  Hospital  on  February  13,  on 
the  subject,  “From  Clostridium  Welchii  to  the  Cox- 
sacki  Viruses:  Changing  Microbiology”  . . . Dr. 
George  T.  Pack,  New  York  City,  on  “Recent  Ad- 
vances in  the  Treatment  of  Cancer”  at  a meeting  of 


the  Mecklenburg  County  unit  of  the  American  Can- 
cer Society,  January  8 in  Charlotte,  North  Caro- 
lina . . . Dr.  J.  Burns  Amberson,  Bellevue  Hospital. 
New  York  City,  on  “Treatment  and  Prognosis  in 
Minimal  Pulmonary  Tuberculosis”  at  the  twelfth 
conference  of  the  International  Union  Against  Tuber- 
culosis to  be  held  in  Rio  de  Janeiro,  Brazil,  August 
24  to  27. 

New  Offices 

Dr.  George  T.  Bartlett,  general  practice  in  Elmira 
. . . Dr.  Edward  S.  Holcomb,  practice  of  internal 
medicine  in  Gloversville.  . . . Dr.  Betty  L.  Yoelkei , | 
general  practice  in  Lake  Luzerne. 
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Aewm 


(Pronounced  Xi  lo*  coin) 


ASTKA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XYLOCAINE 
! -YDROCHtORIPf  v’ 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  - dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1 : 50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE  DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 

A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May- June)  1950. 

a\STIL1  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Potent  No.  2,441,498 


• Complete  Safety 

• For  Sustained  Treatment 


Veratrite  produces  a calm,  gradual  fall  in 
blood  pressure  in  mild  and  moderate  hyper- 
tension . . . without  disrupting  circulatory 
equilibrium.  Advantages  of  therapy  are 
economy,  simplified  dosage. 


Each  VERATRITE  tabule  contains: 

Veratrum  Viride* 3 Craw  Units 

Sodium  Nitrite 1 grain 

Phenobarbital Vi  grain 

. *Whole-powdered  veratrum  viride  Biologically 
Standardized. 

K \ Supplied:  Bottles  of  100,  500,  1000. 

CSX 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


THE  WOODS  SCHOOLS 

for  exceptional  children  . . . 
founded  in  1913 

Our  function  is  to  train  and  educate  the  ex- 
ceptional child  and  to  help  him  and  his  par- 
ents find  a reasonable  adjustment  in  accord- 
ance with  individual  capacities  and  needs. 
Special  treatment  prescribed  by  the  family 
physician,  pediatrician,  psychiatrist,  or  con- 
sultant faithfully  followed,  with  reports  sub- 
mitted regularly. 

Send  lor  literature  and  catalog. 

THE  WOODS  SCHOOLS 

Laxtghorne  11,  Pa.  Mollie  Woods  Hare,  founder 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  an  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


DR.  BARNES  SWITAHHM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  NURSING 


HOME 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologies  ^Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-m-Chary. 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 


1 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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9n  olNeedl. . . 


It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  /our  help.  Make  checks  pa/able  to 


PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 


GIVE  TO 
CONQUER 


BUY 

SAVINGS  BONDS 


CANCER 
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HELP  WANTED 


Physiotherapist  for  group  of  three,  with  private  office. 
City  of  forty-thousand,  in  New  York  State.  State  qual- 
ifications and  salary  desired  in  first  letter.  Box  607,  N.  Y. 
St.  Jr.  Med. 


WANTED 


Partner  for  general  practice  in  suburb_  of  New  York  City. 
Some  capital  required.  Box  518,  N.  Y.  St.  Jr. Med. 


AVAILABLE 


Radiologist,  35.  fully  certified  and  experienced.  Now  in 
large  hospital  Desires  location,  hospital  or  group  associa- 
tion in  upstate  community.  Box  515,  N.Y.  St.  Jr.  Med. 


CON  V A LESCENT—  NURSING  HOME 


Garrison.  N.  Y.  (50  miles  to  NYC).  20  acre  Estate,  21 
rooms,  newly  furnished.  Price  $85,000,  terms  Mr.  Morgan 
CUSHMAN  & WAKEFIELD,  INC.  281  Madison  Aye., 
\ Y.  C.  MU  6-4200 


FOR  SALE 


Good  rural  practice.  (Office  and  home  combined)  for  sale 
in  Western  New  York,  near  new  modern  hospital,  with 
open  staff.  Write  Box  134,  Genesee,  Pa. 


FOR  SALE 


Extensive  E.E.N.T.  practice  in  N.  Y.  C.,  40  years  established, 
middle  class  community,  for  sale  or  lease.  7 room  apart- 
l ment  if  desired.  Box  513,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Canandaigua,  N.  Y.,  Physician’s  desirable  Home-Office 
combination,  best  location.  Also  lake  shore  homes,  estates, 
motels,  farms,  sanitorium  sites.  John  T.  Nothnagle,  Inc., 
Broker.  Mildred  C.  Aldridge,  Canandaigua,  Mgr.,  Tel.  1198M. 


FOR  SALE 


Excellent  opportunity:  General  Practice  for  sale,  fully 
equipped,  Bronx,  living  apartment  available,  specializing. 
Box  520,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  SALE 
LEYTTTOWN,  N.  Y. 


7 rrae.,  immediate  occupancy,  pine  panelled  reception  & 
consultation  rms..  bath,  three  exam,  rooms,  garage,  corner 
l lot  near  business  centers.  Call  Garden  City  3-4222. 


FOR  SALE 


Equipped  office  and  charts  of  a well  known,  late  Ophthal- 
mologist in  Brooklyn.  Low  renting.  IN  2-8380 


COURSES 


-ourses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
ian-  ' Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N Y.C.  EN2-6845. 


SUPERIOR  PERSONNEL  Aiaiituti  and  execu- 
tives in  all  fields  of  medicine— yeung  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaevtketists, 
dietitians,  and  technicians 

PcU/ticia  — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE„  N.T.C.  (AGENCY)  MURRAY  HILL  2-G676 


FOR  RENT 


Professional  apartments,  suitable  for  doctors,  dentists, 
podiatrists,  etc.  3V2  rooms.  New  garden  apartment  de- 
velopment. 1 block  to  subway-busses,  Long  Island  Railroad 
station,  churches,  schools,  community  halls.  187-21  Baisley 
Blvd.,  St.  Albans,  Queens,  LAurelton  5-9842,  10  AM-5  PM. 


FOR  RENT 


Excellent  opportunity:  combined  office-home,  combination 

complete  equipment  XRay  BMR  ECG.town  2500  cover  5000 
near  hospital  in  Adirondacks  later  sell  if  satisfied.  Box  514, 
N.  Y . St.  Jr.  Med. 


OFFICES  FOR  RENT 


Passaic,  N.  J.  Half  first  floor  renovated  house.  Two  en- 
trances and  lavatory  Other  half  first  floor  occupied  by  es- 
tablished dentist.  Phone  PRescott  7-0039. 


OFFICE  FOR  SALE  OR  RENT 


Doctor’s  Mid-Manhattan  office  for  sale  or  rent  (West  71) 
Ideal  for  General  Practitioner  For  information  call  EN 
2-6029 


FOR  RENT 


MANHASSET  PROFESSIONAL  BUILDING  Room  8 X 
21  for  rent.  Share  reception  room.  M A 7-0331. 


FOR  RENT 


Office,  well  equipped,  large  consultation  and  examining 
rooms,  facing  Central  Park,  East.  Mornings  or  afternoons. 
Rates  reasonable.  Phone  BU  8-3378. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  tow-n  on  Long  Island.  Reasonable  rental.  Box 
511.  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


Beautiful  Long  Island,  modern,  fully  equipped  office,  to 
share.  Excellent  residential  corner.  Freeport,  9-1240. 
Dr.  Jos.  L.  Mangiardi. 
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when  other 
external  therapy 
seems  to  get 

nowhere... 


accelerate  healing  with 


Study1,  after  study2  after  study3 
corroborates  the  "notable”1  success  of 
Desitin  Ointment  in  easing  pain  and 
stimulating  smooth  tissue  repair  in  lacerated, 
denuded,  chafed,  irritated,  ulcerated 
tissues  — often  in  stubborn  conditions 
where  other  therapy  fails. 

Protective,  soothing,  healing, 
Desitin  Ointment  is  a non-irritating, 
blend  of  high  grade,  crude 
Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high 
potency  vitamins  A and  D in  proper 
ratio  for  maximum  efficacy),  zinc 
oxide,  talcum,  petrolatum,  and 
lanolin.  Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exudate,  urine 
or  excrements.  Dressings  easily  applied  and  painlessly 
removed.  Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  literature 

CHEMICAL  COMPANY 

70  Ship  Street,  Providence  2,  R.  I. 


DESITIN 


OINTMENT 

the  pioneer  external 
cod  liver  oil  therapy 


in  wounds 


(especially  slow  healing) 

burns 

ulcers 

(decubitus,  varicose,  diabetic) 


2.  Behrman,  H.  T.,  Combes.  F.  C.,  Bobroff.  A.. 
Leviticus.  R.-.  Ind.  Med.  & Surg.  18:512, 

1949. 

2.  Turell,  R.:  New  York  St.  J.M.  50:2282. 

1950. 

3.  Heimer,  C.  B„  Grayzel,  H.  G„  and  Kramer 
B.:  Archives  Pediat.  68:382,  1951. 
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IMPROVED 

SYMPTOMATIC  CONTROL 

AUMJUWZb 


NEO-SYNEPHRINE  THENFADIL 


NASAL  SOLUTION 

"MORE  DESIRABLE"  VASOCONSTRICTOR  "A  number  of  substitutes 
for  epinephrine  and  ephedrine  have  been  developed... a more  desirable 
preparation  of  this  type  has  been  perfected  in  Neo-Synephrine  hydro- 
chloride. It  may  be  used  for  local  application  in  the  nose  in  to  1 
per  cent  solution.”1 

HIGH  ANTIHISTAMINIC  POTENCY  Comparative  studies  of  Thenfadil 
hydrochloride,  tripelennamine  and  thenylpyramine  indicate  that  Then- 
fadil hydrochloride  has  the  highest  antihistaminic  potency.2-3 

POSITIVE,  PROLONGED  RELIEF  In  tests  conducted  by  otorhinolaryn- 
gologists  and  allergists  on  patients  with  common  colds,  sinusitis,  allergic 
rhinitis  including  hay  fever  and  vasomotor  rhinitis,  excellent  results  were 
achieved  in  nearly  all  cases.  There  was  prompt,  prolonged  decongestion 
without  compensatory  vasodilatation.  Repeated  doses  did  not  reduce  the 
consistent  effectiveness. 


SUPPLIED: 

Neo-Synephrine  Thenfadil 
Solution,  bottles  of  30  cc. 
(1  fl.  or.)  with  dropper. 

Neo-Synephrine  Thenfadil 
Jelly,  Vs  oz.  tubes 
with  nasal  tip. 


WELL  TOLERATED  - NO  DROWSINESS 

Dose:  2 or  3 drops  up  to  l/2  dropperful  three  or  four  times  daily. 
Neo-Synephrine  Thenfadil  solution  contains  0.25  per  cent  Neo- 
Synephrine  hydrochloride  and  0.1  per  cent  Thenfadil  [N,N-dimethyl- 
N'-(3-thenyl)-N'-(2-pyridyl)  ethylenediamine]  hydrochloride  in  an 
isotonic  buffered  aqueous  vehicle. 

Also  Jelly:  Neo-Synephrine  0.5  per  cent  and  Thenfadil  0.1  per  cent. 

■ 


1.  Hansel,  F.  K.:  Allergy  of  the  Nose  and  Paranasal  Sinuses.  St.  Louis,  C.  V.  Mosby  Co., 
1936.  p.  769. 

2.  Lands,  A.  M.,  Hoppe,  J.  O.,  Siegmund,  O.  H.,  and  Luduena,  F.  P.:  Jour.  Pharmacol.  & 
Exper.  Tberap.,  95:45.  Jan.,  1949. 

3.  Luduena,  F.  P.,  and  Ananenko.  E.:  Jour.  Allergy,  20:434*,  Nov.  1949. 


Neo-Synephrine  and  Thenfadil,  trademarks  reg.  U.S.  and  Canada. 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  foims  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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action  — Alukalin 
(kaolin  activated 
with  alumina  gel) 

Gastric  motor 
depressant  — 
homatropine 
methylbromide 


not  atropine- 

but  homatropine  methylbromide 
for  maximal  safety 


Lusyn  has  a particular 
affinity  for  the  relief  of 
such  conditions  as  cardiospasm, 
pylorospasm  and  spastic  colon 
because  of  the  selective 
spasmolytic  action  of  its 
homatropine  methylbromide  upon 
the  gastrointestinal  vagus. 

Far  safer  than  atropine— 
homatropine  methylbromide  is 
30  to  50  times  less  likely 
to  produce  side-effects.  The 
Alukalin  in  Lusyn  coats  the 

stomach  with  a fine  soothing 
adsorbent  film,  and  helps  to 
reduce  acidity  by  its  buffering 
action  — without  producing 
alkalosis  or  acid  rebound. 

The  phenobarbital  content  exerts 
a welcome  sedative  influence, 
and  reinforces  the 
antispasmodic  effect  of 
homatropine  methylbromide. 

MALTBIE  LABORATORIES,  INC. 

NEWARK  1,  N.  J. 


HOMATROPINE  METHYLBROMIDE\ 

2.5  mg.  (1/24  gr. ) 
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8 mg.  ( 1/8  gr.) 
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. . first  approach  . . . 
iron  deficiency  anemia 
in  infancy 

...prevention.”* 


For  Prevention  of  Iron  Deficiency 


mol-iron 


Mol-Iron  (molybdenized  ferrous  sulfate)  is  the  most 
effective  oral  form  of  iron  therapy  known.  Mol-iron 
Drops  provide  an  effective,  convenient  means  of  supplying 
prophylactic  amounts  of  iron  to  the  infant  and  child, 
obviating  the  need  for  reliance  on  variable  and  often 
inadequate  dietary  sources. 

For  the  infant  and  child  up  to  6 years  of  age,  full  M.D.R. 
of  iron  (7.5  mg.)  is  supplied  by  0.3  cc.  of  Mol-iron  Drops. 


For  Treatment  of  Iron  Deficiency 

mol-iron  Liquid/ 

...  an  effective,  convenient  means  of  administering  therapeutic  amounts 
of  iron  wherever  liquid  medication  is  indicated  or  preferred. 

Each  teaspoonful  contains  approximately  40  mg.  of  elemental  iron  in  a 
palatable  vehicle. 

Also  available:  Mol-iron  Tablets,  Mol-iron  with  Calcium  and  Vitamin  D, 
Mol-iron  with  Liver  and  Vitamins.  White  Laboratories,  Inc., 

Kenilworth,  New  Jersey. 


♦McLean,  E.  B.:  Ped.  7:136,  1951 
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SURGERY  and  ALLIED  SUBJECTS 


OBSTETRICS  and  GYNECOLOGY 


A combined  surgical  course  comprising  general  surgery, 
traumatic  surgery,  abdominal  surgery  gastroenterology, 
proctology,  gynecological  surgery,  urological  surgery.  At- 
tendance at  lectures,  witnessing  operations,  examination  of 
patients  pre-operatively  and  post-operatively  and  follow-up 
in  the  wards  post-operatively.  Pathology,  radiology,  physi- 
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witnessing  operations,*  examination  of  patients  pre-opera- 
tively, follow-up  in  wards  post-operatively.  Obstetrical  and 
gynecological  pathology,*  Anesthesia  (cadaver).  Atten- 
dance at  conferences  in  obstetrics  and  gynecology. 
Operative  gynecology  on  the  cadaver. 
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for  greater  carbohydrate  alimentation  . . .prescribe 


io%Jbavert. 

* ( INVERT  SUGAR) 
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SOLUTIONS 
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• for  twice  the  calories  of  5%  Dextrose 
• in  equal  infusion  time 
• with  no  increase  in  fluid  volume 


With  10%  Travert  solutions,  a patient’s 
carbohydrate  needs  can  be  more 
nearly  satisfied  within  a reasonable  time 
and  without  excessive  fluid  volume 
or  vein  damage.  • Travert  solutions  are 
sterile,  crystal-clear,  colorless, 
non-pyrogenic  and  non-antigenic. 
They  are  prepared  by  the  hydrolysis  of 
cane  sugar  and  are  composed  of 
equal  parts  of  n-glucose  (dextrose) 
and  n-fructose  (levulose). 
Travert  solutions  are  available 
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in  150  cc.,  500  cc.,  1000  cc.  sizes. 
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fl 


. , 
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NEW  THERAPEUTIC  PLAN 


AROUND  THE  CLOCK  PROTECTION 
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DAT 


Each  Dainite  Day  Tablet  contains: 
Sodium  Pentobarbital..  . . 14  gr. 

Aminophylline 3 gr. 

Ephedrine  HCI 14  gr. 

Benzocaine 14  gr. 

Aluminum  Hydroxide.  . . .214  gr. 


NITE 


Each  Dainite  Nite  Tablet 

contains: 

Phenobarbital 

. % 

gr. 

Sodium  Pentobarbital..  . 

. 1/2 

gr. 

Aminophylline 

. 4 

gr- 

Benzocaine 

. 14 

gr. 

Aluminum  Hydroxide  . . 

21/2 

gr. 

Dainite  Tablets  provide  day  and  night  protection  for  the  asthmatic 
patient,  with  almost  complete  absence  of  side-effects.1  In  a series 
of  100  patients  with  bronchial  asthma  and  pulmonary  emphysema 
receiving  Dainite  Tablets  on  arising  and  retiring,  only  2 patients 
noted  nausea1  despite  the  daily,  full  therapeutic  dose  of  amino- 
phylline. Marked  objective  improvement  of  respiratory  function, 
with  significant  relief  of  wheezing,  dyspnea  and  cough,  has  been 
observed.1 

DAINITE  (Irwin-Neisler)  provides  a night  and  day  difference  in 
treatment  that  meets  the  requirements  of  the  active  and  the  resting 
patient.  The  use  of  antinausea  factors  safely  permits  a more  effec- 
tive, prolonged  dosage  of  aminophylline  than  previously  available 
in  asthmatic  preparations. 

Supplied  as  the  DAINITE  UNIT  containing  48  Day  Tablets  and  18 
Nite  Tablets  in  a unique  dispensing  unit  ...  at  prescription  phar- 
macies everywhere.  Average  Dose:  One  Dainite  (Day)  Tablet  t.i.d. 
before  meals;  one  Dainite  (Nite)  Tablet  at  10  P.M. 

1.  J.A.M.A.  147:730-737  (Oct.  20)  1951.  Literature  and  detailed  dosage 
information  on  request. 


IRWIN,  NEISLER  & COMPANY  • decatur,  Illinois 

XeaeaacA  & Sewe  ‘fawi  /PuicZZce 
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Ephedrine  HC1  24  mg.,  Phenobarbital  24  mg.,  Phyllicin  120  mg.,  Potassium  Iodide  0.3  Gin. 

a prescription  of  carefully  selected  drugs,  each 
having  a particular  action  in  asthma  therapy. 


prescribe,  or  1 tablet  every  3 or  4 hours, 
not  more  than  three  tablets  per  day. 

Literature  and  trial  quantity  on  request. 


BILHUBER-KNOLL  CORP.  orange,  new  jersey 
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seriously  affect 
work  and  pleasure 
there  is 
pain  and  tiredness 
ALL  OVER 


IODEX  c Methyl  Sal  — with  massage 

stimulates  circulation,  relieves  pain  and  itching.  Soothes  tired 
feet  and  aids  in  restoring  overstrained  muscles. 

IODEX  c METHYL  SAL 

is  well  known  as  a logical  treatment  lor  Athlete's  Foot. 


Samples  cheerfully  sent  on  request. 


MENLEY  & JAMES,  LTD. 
70  West  40  St.,  New  York  18 
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Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman . Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman . . . . Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary '. Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 

HfSTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 


New  York 
. . Syracuse 
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Penalev®  Soluble  Tablets  of  crystalline  potassium  penicillin -G  are  free  from 
excipients  or  binders;  dissolve  promptly  in  liquids— particularly  useful  for 
administration  to  infants  during  regular  bottle  feedings.  Also  simplify  prep- 
aration of  solutions  for  aerosol  therapy.  50,000  units— vials  of  12,  boxes  of 
24  (in  foil  strips),  and  bottles  of  100.  100,000  units— vials  of  12  and  bottles 
of  100. 250,000  units— vialsof  12.  Sharp  & Dohme,  Philadelphia  1,  Pennsylvania. 


antibacterial  action  plus... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®— brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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M eat  and  its  Important  Contribution 
of  Essential  Minerals 

With  the  exception  of  calcium  and  iodine,1  meat,  as  customarily  consumed, 
makes  an  important  contribution  to  the  mineral  needs  of  the  American  people.  Its 
minerals  include  those  needed  in  substantial  amounts  as  well  as  those  needed  in 
trace  amounts  only. 

The  array  of  data  listed  below  gives  the  approximate  amounts  of  essential 
. minerals  provided  by  muscle  meat  when  seven  ounces  per  day  are  consumed.1 
The  minerals  include  those  now  known  to  be  essential  components  of  the  human 
organism — the  skeletal  framework  and  teeth,  soft  tissue  structures  including  blood, 
and  substances  concerned  in  regulatory  functions. 

APPROXIMATE  MINERAL  CONTENT  OF  MEATS 

200  Gm.  (approx.  7 oi.),'  Edible  Portion  (Uncooked) 


Minerals,  total2 

Beef  Round 
2.0  Gm. 

Lamb  Leg 
1.8  Gm. 

Pork  Loin  V’eal  Shoulder 

1 .8  Gm.  2.0  Gm. 

Calcium2 

22  mg. 

20  mg. 

20  mg. 

22  mg. 

Chlorine3 4 

147  mg. 

136  mg. 

125  mg. 

147  mg. 

Copper3 

* Iodine*  (Ohio  animals) 

0.2  mg. 

0.2  mg. 

0.2  mg. 

0.2  mg. 

0.02  mg. 

0.03  mg. 

Data  not  available 

0.01  mg. 

Iron2 

5.8  mg. 

5.4  mg. 

5.0  mg. 

5.8  mg. 

Magnesium3 

46  mg. 

42  mg. 

39  mg. 

46  mg. 

Phosphorus2 

360  mg. 

426  mg. 

372  mg. 

398  mg. 

Potassium3 

661  mg. 

610  mg. 

559  mg. 

661  mg. 

Sodium3 

164  mg. 

152  mg. 

139  mg. 

164  mg. 

fCobalt3 

0.0002  mg. 

— 

Data  not  yet  available 



tManganese3 

0.03  mg. 

0.03  mg. 

0.02  mg. 

0.03  mg. 

tZinc5 

9.4  mg. 

— — — 

Data  not  yet  available 

— 

*Iodine  content  of  meat  varies  with  the  iodine  content  of  feed  of  the  animals. 

■(■Needed  in  trace  amounts  only. 

The  average  values  for  iron,  phosphorus,  and  copper  of  the  four  kinds  of  meat 
shown  constitute  about  46,  25,  and  100  per  cent,  respectively,  of  the  National 
Research  Council’s  recommended  daily  allowances  for  adults,  and  the  average 
values  for  chlorine,  potassium,  and  sodium  constitute  about  14,  63,  and  16  per 
cent,  respectively,  of  the  estimated  daily  adult  needs,  as  based  on  mineral  balance 
studies.6  Although  no  specific  information  is  available  on  the  quantitative  needs 
for  cobalt,  magnesium,  manganese,  and  zinc,  nutrition  information  would  suggest 
that  the  amounts  reported  above  have  nutritional  importance  or  significance. 

In  addition  to  its  notable  content  of  essential  minerals,  meat  also  furnishes  large 
amounts  of  biologically  complete  protein  and  important  amounts  of  vitamin  B 
complex,  which  includes  biotin,  choline,  folic  acid,  inositol,  niacin,  pantothenic 
acid,  pyridoxine,  riboflavin,  thiamine,  and  vitamin  B12.  On  the  basis  of  its  rich 
contribution  of  nutritional  essentials,  meat  well  deserves  its  prominent  place  in 
the  daily  diet  of  the  American  people,  the  world’s  best-nourished  people. 


1.  Recent  estimates  of  the  U.  S.  Department  of  Agriculture 
indicate  that  the  per  capita  consumption  of  meat  in  the 
United  States  approaches  seven  ounces  per  day. 

2.  Watt,  B.  K.,  and  Merrill,  A.  L. : Composition  of  Foods 
— Raw,  Processed,  Prepared,  In  Agriculture  Handbook 
No.  8,  United  States  Department  of  Agriculture,  1950. 

3.  Estimated  on  basis  of  protein  content  of  meats.  Sher- 
man, H.  C.:  Food  Products,  ed.  4,  New  York,  The 
Macmillan  Company,  1948,  p.  155. 

4.  Ohio  animals;  varies  with  iodine  content  of  feed.  John- 


son, H.  J.:  Bridges’  Dietetics  for  the  Clinician,  ed.  5. 
Philadelphia,  Lea  & Febiger,  1949,  p.  800. 

5.  Mitteldorf,  A.  J.,  and  Landon,  D.  O.:  Analytical  Chem- 
istry; Spectrochemical  Analysis  of  Beef  for  Mineral- 
Element  Content,  Armour  Research  Foundation  of  Illi- 
nois Institute  of  Technology.  In  Press. 

6.  Dauphinee,  J.  A.:  Sodium,  Potassium,  and  Chloride 
Malnutrition,  Including  Water  Balance  and  Shock,  in 
Jolliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.:  Clinical 
Nutrition,  New  York,  Paul  B.  Hoeber,  Inc.,  1950,  p.  341 


The  Seal  of  Acceptance  denotes  that  the  nutritional  statements 
made  in  this  advertisement  are  acceptable  to  the  Council  on 
Foods  and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 


Main  Office,  Chicago... Members  Throughout  the  United  States 
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more 

than 

specific 

therapy... 

may  be  needed  to  accelerate  recovery 
in  the  common  anemias. 


In  treating  microcytic  hypochromic  anemia,  particularly  in  the  patient 
of  reproductive  age  or  when  blood  loss  of  any  type  is  a 
conditioning  factor,  you  will  want  to  prescribe  not  only  iron  but  also 
all  the  elements  known  to  be  essential  for  the  develop- 
ment and  maturation  of  red  blood  cells.  “Bemotinic” 
provides  all  these  factors. 

Each  capsule  contains : Ferrous  sulfate  exsic.  (3  gr.) 200.0  mg. 

Vitamin  Bi?  U.S.P.  (crystalline)  10.0  meg. 

Gastric  mucosa  (dried) 100.0  mg. 

Desiccated  liver  substance,  N.F 100.0  mg. 

Folic  acid 0.67  mg. 

Thiamine  HC1  (Bi) 10.0  mg. 

Vitamin  C (ascorbic  acid) 50.0  mg. 


In  macrocytic  hyperchromic  anemias,  the  elements  contained 
in  “Bemotinic”  will  provide  additional  support  to  specific  therapy, 
or  may  be  used  for  maintenance  once  remission  has  been 
achieved.  In  many  pernicious  anemia  patients  there  is  need 
for  iron  because  of  a co-existent  iron  deficiency. 


Suggested  Dosage : One  or  two  capsules  (preferably 
taken  after  meals)  three  times  daily,  or  as  indicated. 

No.  340  — Supplied  in  bottles  of  100  and  1,000 

"Bemotinic" 

CAPSULES 

for  just  the  right  shade  of  red 

Ay  erst,  McKenna  & Harrison  Limited 
New  York,  N.Y.  • Montreal,  Canada 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Chas.  Pfizer  & Co 

Picker  X-Ray  Corp. . . 
Pinehaven  Sanitarium 
Pine  wood  Sanitarium. 
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THE  RAG  R 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

25.000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 

Bottles  of  30,  100  and  1,000. 


Vitamin  A (synthetic) 
Vitamin  D# 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


AN 

I 


Raymer  Pharmacal  Co • 538 

Regan  Furniture  Co.. . . 534 

J.  B.  Roerig  & Co 532 


W.  B.  Saunders  Co ■ : • 636 

Schering  Corporation 540-541 

Schieffelin  <fc  Co 636 

G.  D.  Searle  & Co 549 

Sharp  <fe  Dohme.  ...  525 

Frances  Shortt  Med.  Agency 638 

Smith,  Kline  & French  Laboratories .544,619.640 

E.  R.  Squibb  & Sons .530-531 

Standard  Pharmaceutical  Co 636 


West  Hill 

Winthrop-Stearns  Inc... 

White  Laboratories 

Wyeth  Incorporated.  . . 


638 

513 

517 

627 
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Acthar*  Gel  (Armour  Laboratories) 536-537 

Alfabetamin  (George  A.  Breon  & Co.) ...  550 

Aminophyllin  ( H.  E.  Dubin  Laboratories) . . 534 

Amphedroxyn  Hydrochloride  (Eli  Lilly  & Co.) 

Between  544-545 

Aureomycin  (Lederle  Laboratories) 543 

Baxter  Solutions  (American  Hospital  Supply  Corp.)  . . 519 

Becomco  Elixir  (George  A.  Breon  & Co.) 550 

Bemotinic  (Ayerst,  McKenna  & Harrison) . . 529 

Benzedrex  Inhaler  (Smith,  Kline  & French  Labs.) . . 544 

Breonex-L  Soluble  (George  A.  Breon  <fc  Co.) 550 

Capsules  Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) . . 621 

Cortone  (Merck  & Co.) 623 

Dainite  (Irwin,  Neisler  & Co.) 521 

Diaparene  (Homemakers’  Products  Corp.) 533 

Dihydrostreptomycin  (Chas.  Pfizer  & Co.) 3rd  cover 

Dormison  (Schering  Corporation) 540-541 

Doxychol-K  (George  A.  Breon  & Co.) 550 

Eskel  (Smith,  Kline  & French  Labs.) 619 

Ferro-Arsen  (George  A.  Breon  & Co.) 550 

Floraquin  (G.  D.  Searle  & Co.) 549 

Gantrisin  (Hoffrnann-La  Roche  Inc.) 526-527 

Iodex  c Methylsal  (Menley  & James) 523 

Lusyn  (Maltbie  Laboratories,  Inc.) 515 

Mol-Iron  (White  Laboratories) 517 

Neo-Synephrine  Thenfadil  (Winthrop-Stearns  Inc.)  . . . 513 

Nucarpon  (Standard  Pharmaceuticals) 636 

Obocell  (Irwin,  Neisler  & Co.) 539 

Penalev  (Sharp  & Dohme) 525 

Presto-Boro  (Standard  Pharmaceuticals) 636 

Pyribenzamine  (Ciba  Pharmaceutical  Products). . .2nd  cover 

Quadrinal  Tablets  (Bilhuber-Knoll  Corp.) 522 

Quotane  (Smith,  Kline  & French) 640 

Ray-Formosil  (Raymer  Pharmacal  Co.) 538 


sick  people 


need  nutritional  support 


Sodium  Diet  (Low  Sodium  Food  Diet  Lab.) 629 

Theragran  (E.  R.  Squibb  & Sons) .530-531 

Travert  Solutions  (American  Hospital  Supply  Corp.) . . . 519 

Vi-Daylin  (Abbott  Laboratories) 631 

Vifort  (Endo  Products) . 635 

Vi  Sols  (Mead  Johnson  & Co.) 4th  cover 

Viterra  (J.  B.  Roerig  & Co.) 532 

Wychol  (Wyeth  Incorporated) 627 


Medical  and  Surgical  Equipment 


X-Ray  Apparatus  (Picker  X-Ray  Corp.) 
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Miscellaneous 


Cigarettes  (Philip  Morris  & Co.) 634 

Cognac  Brandy  (Schieffelin  & Co.) 636 

Frozen  Orange  Juice  (Minute  Maid  Corp.) 542 

Office  Furniture  (Regan  Furniture  Co.) ...  534 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

TH  ERAG  RAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.  S.  P.  units 
1,000  U.  S.  P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


Squibb 

'THERAGRAN*  IS  A TRADEMARK  OF  E.  R.  SQUIBB  A IONS. 
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one  man’s  meat 


^ ^Deficiency  diseases  tend  to  be  multiple  and  it  should  not  surprise 
you  that  people  eating  at  the  same  table  may  all  have  deficiency 
diseases;  the  surprising  thing  is  that  one  may  have  one  deficiency 
disease,  while  another  person  may  have  an  entirely  different  disease.  JJ1 

1.  Spies,  T.  D.:  Recent  Progress  in  Nutrition.  Postgrad.  Med.  6:97  (Aug.)  1949. 


VI  TERRA  assures  rapid  and 
efficient  correction  of  multiple 
nutritional  deficiencies  wher- 
ever diet  is  inadequate  or  im- 
properly utilized. 

10  VITAMINS  ■ II  MINERALS 

AND  TRACE  ELEMENTS 

ALL  IN  ONE  CAPSULE 


\ 


Vi  terra 


Each  Viterra  Capsule  Contains: 


Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  B12 

. 1 meg. 

Thiamine  Hydrochloride 

3 mg. 

Riboflavin 

3 mg. 

Pyridoxine  Hydrochloride 

0.5  mg. 

Niacinamide 

25  mg. 

Ascorbic  Acid 

50  mg. 

Calcium  Pantothenate 

5 mg. 

Mixed  Tocopherols  (Type  IV). 

5 mg. 

Calcium 

213  mg. 

Cobalt 

0.1  mg. 

Copper 

1 mg. 

Iodine 

0.15  mg. 

Iron 

10  mg. 

Manganese 

1 mg. 

Magnesium 

6 mg. 

Molybdenum 

0.2  mg. 

Phosphorus 

165  mg. 

Potassium 

5 mg. 

Zinc 

1.2  mg. 

Available  at  all  Pharmacies 


J.  B.  ROERIG  AND  COMPANY,  ill  uu  moil  Dim,  Chicago  m.  hi. 
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FATAL  BORIC  ACID  POISONING  OF  TWENTY-DAY-OLD  INFANT 


ANOTHER  REASON  FOR 


CHLOR/Df 


(METHYL  IENZCTHONIUM  CHLORIDE) 


BACTERICIDAL  • WAT  E R - M I S C I B L E • SAFE 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician's  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


DIAPARENE  CHLORIDE  AVAILABLE  AS  DUSTING  POWDER.  OINTMENT  AND  RINSE  TABLETS 


CD>  PHARMACEUTICAL  DIVISION,  HOMEMAKERS'  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 


Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office ...  whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  . N.Y.,  N.Y.  • OUR  ONLY  STORE 


BUY  SAVINGS  BONDS 


tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
amincphyllin 


Cheyne -Stokes  Respiration 


(theophylline-ethylenediamine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St.,  New  York  17,  N.Y. 


km 

fill 

mm 


m- ! 


v«l.  J., 


jlllt# 


n investment  in 


Picker  x-ray  apparatus  is  an 


investment  in  consistently 


high  performance  over  an 


exceptionally  long  life 


PICKER  X-RAY  CORP.,300  FOl'RTH  AYE.,  NEW  YORK  10, 
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TO  FACILITATE  HOME  AND  OFFICE  TREATMENT 


Specific  Indications:  DRUG  SENSITIVITY  REACTIONS 
lowing  the  administration  of  penicillin,  other  antibiotics, 
sulfonamides,  etc.,  are  a specific,  practical  indication  for 
the  use  of  ACTHAR  Gel  in  Disposable  Cartridge  Syringes. 
In  these  cases,  the  patient  demands  immediate  and  pro* 
longed  relief  from  the  intense  symptoms.  ACTHAR  Gel 
is  definitely  superior  to  conventional  methods  in  terms 
of  more  rapid  relief  over  greater  periods  of  time  with 
virtually  no  therapeutic  failures.  Low  total  dosage,  with 
few  injections,  is  required. 


IOW  IN  DISPOSABLE  CARTRIDGE  SYRINGE 


ACTHAR  Gel  in  a new  disposable  cartridge  syringe  pro- 
vides the  advantages  of  the  new  repository  ACTH  prep- 
aration with  the  well  known  features  of  the  B-D|  dis- 
posable syringe.  Convenience  and  simplicity  of  adminis- 
tration greatly  facilitate  home  and  office  treatment. 
The  markedly  prolonged  action  of  ACTHAR  Gel  con- 
siderably reduces  the  number  of  injections  required  for 
a therapeutic  response.  ACTHAR  Gel  is  intended  for 
intramuscular  administration  only. 

ACTHAR  Gel  is  supplied  in  a sterile  1 cc.  B-D  cartridge 
with  B-D  disposable  cartridge  syringe  in  potencies  of 
20  I.U.  per  cc.  and  40  I.U.  per  cc. 

|T.  M.  Reg.  Becton,  Dickinson  & Co. 

THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR 


LABORATORIES 

CHICAGO  11.  ILLINOIS 
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ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


IS 


(Jonsert/atit/e 


SAFE,  INEXPENSIVE 


Buffered  formic  acid  and 


colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swellingand  joint  inflammation  followingacourse 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36e  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  (S9.00), 
50(516.50),  and  100(530.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAY1UER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEulCAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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Obocell  greatly  simplifies  the  ordeal  of  a reducing  regimen  in  the  man- 
agement of  obesity.  The  unique  double  action  of  Obocell  (1)  suppresses 
bulk  or  hollow  hunger  and  (2)  curbs  the  appetite.  Obocell  also  produces 
a feeling  of  well-being,  thus  combating  fatigue  and  irritability  com- 
monly encountered  when  food  is  restricted.  Patients  on  Obocell  eat 
less,  do  not  violate  their  diet,  lose  weight  and  are  satisfied  and  happy. 


Each  Obocell  tablet  contains  Dextro-Amphetamine  Phosphate,  5 mg.;  Methyl- 
cellulose,  150  mg. 

Dose:  Three  to  six  tablets  daily,  usually  given  30  minutes  before  meals. 
Supplied:  Bottles  of  100,  500,  1000  at  prescription  pharmacies  everywhere. 
Professional  Literature  on  Request. 

I RWI  N,  N E I S LE  R & COMPANY  • D EC  ATU  R,  I LU  N O I S 

£>  c Sewe  ^zacZice 


non-barbiturate  hypnotic 


for  SAFE,  SOUND  SLEEP 


without  drug  hangover 


lORMISON 


The  extraordinarily  wide  margin  of  safety 
of  Dormison  permits  patients  who 
awaken  in  the  early  morning  and  desire 
more  sleep  to  repeat  the  dose.  Dormison  is 
rapidly  metabolized  (one  to  two  hours) 
so  that  there  is  no  prolonged  suppressive 
action.  Patients  awaken  rested  and 
refreshed  as  from  normal  slumber. 
Dormison  has  no  cumulative  effect,  no 
toxic  effects  on  prolonged  use.  There  is  no 


DOSAGE: 

Two  250  nig.  capsules  are 
recommended,  although 
many  patients  respond 
to  one. 


evidence  to  date  that  Dormison  has 
habit-forming  or  addiction  properties. 


DORMISON* 

(methylparafynol-Schering) 
capsules  of  250  mg., 

Pottles  of  100. 

» T.  M. 


CORPORATION,  Bloomfield,  n.  j. 
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THE  TRUTH  ABOUT 


FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-Frozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 

a.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

C.  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts: 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.2 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer.3 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples  — 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 
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because  . . . Aureomycin  may  be  given  by  the  oral,  or  in  an  emergency 
by  the  intravenous,  route.  Aureomycin  readily  and  rapidly 
diffuses  into  all  the  tissues  and  fluids  of  the  body. 

Aureomycin  in  divided  small  dosage  has  given  serum  levels 
comparable  with  those  following  one  large  dose. 

Aureomycin  is  clinically  effective  in  the  control  of  infec- 
tions of  bacterial,  rickettsial,  and  large  viral  origin. 

Aureomycin  has  been  reported  to  be  effective  against 
susceptible  organisms  in:  Bronchiolitis  • Bronchitis  • 
Colitis  • Epidemic  Diarrhea  • Childhood  Genitourinary 
Infections  • Laryngotracheobronchitis  • Secondary  Infec- 
tions following  Measles  • Mucoviscidosis  (pancreatic  fibro- 
sis) • Neonatal  Infection  • Otitis  Media  • Mastoiditis  • 
Pertussis  Pneumonia  • Scarlet  Fever  • Secondary  Invasion 
following  Varicella 

Throughout  the  world,  as  in  the  United  States,  aureo- 
mycin is  recognized  as  a broad  spectrum  antibiotic  of 
esta  b l ish  ed  e ffe  dice  ness. 

Capsules:  50  mg. — Bottles  of  25  and  100.  250  mg.— Bottles  of  16  and  100. 
OphthalmiciV  ials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

LEDERI.E  LABORATORIES  DIVISION  American  Cuamunid roupA.vr  30  Rockefeller  Plaza,  New  York  20,  NA 
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patients  like  this  inhaler 


When  you  recommend  Benzedrex  Inhaler  you  can  be  certain 
that  your  patients  will  be  grateful  _ . . and  will  give  you 
complete  cooperation  between  their  treatments  in  your  office. 
Here  are  reasons  why  patients  accept  Benzedrex  Inhaler 
therapy  so  readily: 

1.  Convenient:  Benzedrex  Inhaler  is  easy  to  carry  in  pocket 
or  hand-bag  and  simple  to  use — at  work  or  at  play, 

at  home  or  away. 

2.  Pleasant  to  use:  Benzedrex  Inhaler  has  a clean,  medicinal 
odor.  It  is  agreeable  to  even  the  most  sensitive  nostrils. 

3.  Effective:  Benzedrex  Inhaler  provides  the  prompt  and 
satisfying  relief  from  nasal  congestion  that  patients  expect 
from  a product  recommended  by  their  doctor. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

the  best  inhaler  ever  developed 
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Editorials 

The  President’s  Commission  on  the  Health  Needs  of  the  Nation 


The  Chief  Executive  of  the  nation  has  re- 
cently signed  an  order  providing  for  the 
formation  of  a new  commission  which,  in  his 
own  words,  has  one  major  objective:  “Dur- 
ing this  crucial  period  in  our  country’s  his- 
tory it  will  make  a critical  study  of  our  total 
health  requirements,  both  immediate  and 
long  term,  and  will  recommend  courses  of 
action  to  meet  these  needs.”  And  then  fol- 
lows a statement  of  the  progress  which  has 
already  been  made  in  our  attack  on  health 
problems,  together  with  the  admission  that 
Federal,  state,  and  local  agencies  as  well  as 
“our  civilian  health  professions  are  doing  a 
good  job.”  But,  he  adds,  “we  still  have  a 
long  way  to  go — many  vital  problems  re- 
main unanswered,  such  as  insuring  an  ade- 
quate supply  of  physicians,  dentists,  nurses, 
i and  allied  personnel,  developing  public 
health  units,  making  more  hospitals  and 
hospital  beds  available  where  needed;  step- 
ping up  the  tempo  of  fundamental  medical 
research;  meeting  the  needs  of  the  chroni- 
cally ill  and  aged,  and  providing  adequate 
diagnostic,  rehabilitative,  and  other  health 


services  to  all  income  groups.”  The  Presi- 
dent then  states  that  he  has  repeatedly 
endorsed  programs  to  solve  these  problems, 
but  these  have  met  with  bitter  opposition  in 
certain  quarters  and  no  satisfactory  counter 
proposals  have  been  forthcoming. 

After  several  “whereas’s”  there  follow 
some  specific  “orders”  on  what  the  Com- 
mission is  directed  to  accomplish  within  a 
year  and  on  the  reporting  of  its  results  both 
then  and  during  the  interim.  The  Com- 
mission is  to  consist  of  14  members  with  Dr. 
Paul  B.  Magnuson  as  chairman,  the  other 
members  representing  hospital  administra- 
tors, deans  of  medical  schools,  labor,  the 
press,  nurses,  two  practicing  physicians,  and 
a dentist.  One  of  these,  Dr.  Gundersen,  a 
trustee  of  the  American  Medical  Association, 
has  already  resigned  for  the  following  rea- 
sons, which  we  quote: 

At  the  time  I was  invited  to  serve ...  I felt  it 
most  important  to  see  the  President’s  statement 
of  objectives  before  my  name  was  announced 
as  a Commission  member. 

I have  not  yet  received  such  a directive,  but, 
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judging  from  statements  released. . .to  Wash- 
ington press  representatives  by  spokesmen  for 
the  President,  1 believe  I am  correct  in  assum- 
ing that  the  Commission  is  designed,  both  in  its 
majority  membership  and  in  its  objectives,  as 
an  instrument  of  practical  politics,  to  relieve 
President  Truman  from  an  embarrassing  posi- 
tion as  an  unsuccessful  advocate  of  Compulsory 
Health  Insurance. 

I certainly  cannot  subscribe  to  such  a mas- 
querade and  today  have  requested  that  my 
name  be  removed  from  consideration  as  a Com- 
mission member. 

To  the  foregoing  we  desire  to  add  the  state- 
ment of  Dr.  John  W.  Cline,  president  of  the 
American  Medical  Association,  which,  again, 
we  quote: 

President  Truman’s  action  in  creating  a new 
commission,  designated  as  “The  President’s 
Commission  on  the  Health  Needs  of  the 
Nation,”  to  be  financed  from  emergency  funds 
allocated  for  national  defense,  represents  an- 
other flagrant  proposal  to  play  politics  with  the 
medical  welfare  of  the  American  people. 

This  is  a shocking  attempt  to  give  White 
House  sanction  to  the  brazen  misuse  of  defense 
emergency  funds  for  a program  of  political 
propaganda,  designed  to  influence  legislation 
and  the  outcome  of  the  1952  election. 

There  is  no  health  emergency  in  this  country 
to  require  such  an  investigation  or  to  justify 
the  use  of  defense  emergency  funds  by  such  a 
commission.  The  health  of  the  American 
people  never  has  been  better,  as  all  competent 
authorities  know,  and  greater  progress  is  being 
made  in  providing  prepaid  medical  care  for  all 
who  need  or  desire  it  than  at  any  other  time  in 
the  nation’s  history.  In  face  of  such  circum- 


stances, any  attempt  to  whip  up  an  asserted 
health  emergency  as  an  excuse  to  create  an- 
other tax-supported  commission  is  an  out- 
rageous abuse  of  public  authority. 

It  is  clearly  apparent  from  President  Tin- 
man’s statement,  in  which  he  has  the  bad  grace 
to  insist  the  people  are  confused,  that  he  still 
refuses  to  accept  public  rejection  of  his  social- 
ized medicine  program  and  hopes  to  use  this 
new  commission  to  propagandize  for  it.  It  is 
the  President  who  is  confused,  not  the  people 
Congress,  when  it  reconvenes,  should  put  a 
quick  end  to  this  misuse  of  national  defense 
funds  for  a useless  commission  and  for  highly 
questionable  political  purposes. 

Whether  the  creation  of  this  Commission 
is  an  adroit  political  maneuver  and  the  inclu- 
sion in  it  of  one  of  the  trustees  of  the  Ameri- 
can Medical  Association  is  designed  to  make 
it  appear  that  the  American  Medical  Associa- 
tion acquiesced  in  its  purposes  is  a matter  on 
which  this  Journal  withholds  comment. 
We  cannot  but  express  concern,  however, 
relative  to  the  needlessness  of  the  procedure 
when  practically  all  of  the  desired  data  are 
already'  matters  of  record  from  numerous 
previously  conducted  studies.  And  why 
should  the  defense  emergency'  fund  be  sub- 
jected to  this  drain  upon  its  resources  when 
the  matter  to  be  investigated  is  far  from 
being  an  emergency? 

Every  physician  should  have  an  interest 
in  this  proposal,  its  cost,  and  its  question- 
able benefits  to  the  people  of  this  country. 
Is  this  merely'  political  maneuvering  b.v  the 
Administration?  Later  developments  may 
afford  a clue. 


Annual  Meeting  Reminder 


Once  again  our  pleasant  duty  is  to  remind 
the  membership  of  the  forthcoming  Annual 
Meeting  of  the  Medical  Society  of  the  State 
of  New  York,  at  t he  Hotel  Statler,  New  York 
City',  May  12  to  May  lb.  This  will  be  the 
one  hundred  forty-sixth  consecutive  meeting 
of  the  Society,  and  a record  attendance  is 
anticipated.  For  the  benefit  of  new  mem- 
bers who  plan  to  stay  in  the  city,  may'  we 
urge  that  you  obtain  hotel  reservations  as 
early  as  possible;  older  members  are  also 
reminded  of  the  necessity  to  act  quickly 
since  the  facilities  of  the  hotel,  while  ample, 
are  not  unlimited. 


As  in  previous  y'ears  the  April  1 issue  of 
the  Journal  will  be  the  Convention  number. 
In  it  will  be  found  as  many'  of  the  annual  re- 
ports as  can  be  prepared  bv  the  date  of 
publication,  also  the  listing  of  exhibitors, 
both  scientific  and  technical,  together  with 
the  program.  The  attention  of  all  members 
is  especially'  invited  to  this  Convention  issue 
not  only  for  their  own  information  concern- 
ing details  of  the  arrangements  but  also  as  a 
courtesy  to  our  technical  exhibitors  whose 
constant  and  increasing  support  materially 
assists  in  the  financing  of  the  meeting. 

Since  the  fall  of  1951  the  scientific  exhibi- 
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tors  and  the  various  committees  in  charge  of 
sessions  and  sections  have  been  working 
hard  to  develop  an  outstanding  program  of 
general  and  special  interest,  including  teach- 
ing days,  motion  pictures,  and  television. 
The  latest  developments  in  scientific  prog- 
ress and  in  technology  and  instrumentation 
will  be  seen  and  heard.  Make  your  reserva- 
tions now  if  you  have  not  already  done  so. 

The  meeting  of  the  House  of  Delegates  on 
the  first  days  should  be  of  more  than  usual 
interest.  In  these  turbulent  times  many 
questions  of  paramount  interest  to  the  medi- 


cal profession  of  the  State  of  New  York  are 
arising.  From  the  debates  in  the  House  of 
Delegates  will  emerge  the  status  of  the  pro- 
fession in  relation  to  the  social  and  economic 
growth  of  the  Empire  State.  It  is  highly 
important  that  all  should  note  the  views  of 
the  elected  delegates  from  every  county, 
from  whom  the  eventual  policy  of  the 
Society  emerges. 

Lend  your  support  to  this  important  an- 
nual activity  of  the  Society  which  repre- 
sents you  and  your  professional  interests  the 
whole  year  around. 


Current  Editorial  Comment 


Bill  for  Medical  Research  Endorsed.  A 

new  Metcalf -Hatch  “research-pound”  bill 
was  introduced  in  the  Assembly  on  January 
22  and  in  the  Senate  on  January  23.  The 
bill  is  sponsored  by  the  State  Society  for 
Medical  Research  and  has  the  support  of  all 
research  groups  and  of  organized  medicine 
in  the  State.  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  voted 
its  unqualified  support  to  the  bill. 

It  is  necessary  to  educate  the  public  as  to 
the  need  for  this  bill.  People  generally  do 
not  know  that  research  projects  are  delayed 
or  even  blocked  by  reason  of  a shortage  of 
dogs  and  cats,  that  charitable  contributions 
and  public  funds  are  being  drained  to  pur- 
chase dogs  and  cats  from  out  of  the  State 
while  such  animals  are  wantonly  destroyed 
within  this  State  and  lost  to  research,  and 
that  the  result  of  the  failure  to  pass  such 
legislation  is  measurable  in  human  lives. 
The  Metcalf-Hatch  bill  sets  up  adequate 
safeguards  to  satisfy  all  sensible  and  humane 
persons. 

Says  the  New  York  Times:1 

At  least  200,000,  perhaps  as  many  as  400,000, 
stray  animals  are  gassed  in  New  York  pounds 
alone  every  year.  Because  of  the  regulations 
dogs  and  cats  must  be  imported  by  medical 
experimenters  from  other  states  at  a cost  of, 
respectively,  $35  and  $3.50  each.  That  re- 
search is  hampered  there  can  be  no  doubt,  in 
view  of  the  evidence  submitted  by  those  who 
are  supporting  the  Metcalf-Hatch  bill,  which 
is  now  before  the  State  Legislature  and  which 
would  make  it  easier  to  obtain  the  dogs  and 
cats  that  are  needed.  The  bill  should  be  passed 


1 Jan.  28,  1952,  p.  12. 


if  human  lives  mean  more  than  the  lives  ol 
dogs  and  cats. 

The  New  York  Academy  of  Medicine  also 
has  asked  for  the  passage  of  a medical  re- 
search-pound law  stating  that  there  is 
‘urgent  need  for  the  allocation  to  scientific 
laboratories  of  a number  of  animals  from 
those  now  being  destroyed  in  the  pounds.” 
So  that  physicians  may  know  the  exact 
contents  of  the  1952  bill  in  order  to  discuss  it, 
we  append  the  text: 

“ Certain  scientific  tests,  experiments,  or 
investigations  on  animals  authorized  in  labo- 
ratories approved  by  the  State  commissioner. — 
The  State  commissioner  of  health  is  au- 
thorized to  designate  approved  laboratories 
or  institutions  wherein  properly  conduci 
scientific  tests,  experiments,  or  invest, 
tions,  involving  the  use  of  living  animals, 
may  be  performed  or  conducted.  The  State 
commissioner  of  health  shall  prescribe  the 
rules  under  which  such  approvals  shall  be 
granted  and  shall  cause  such  rules  to  be 
published,  and  copies  thereof  shall  be  con- 
spicuously posted  in  each  such  laboratory  or 
institution.  Such  rules  of  the  commissioner 
shall  include  requirements  that  all  animals 
shall  be  kindly  and  humanely  treated,  prop- 
erly fed,  and  suitably  housed,  and  that 
commensurate  with  experimental  needs  and 
with  the  physiologic  function  under  study 
all  tests,  experiments,  and  investigations  in- 
volving pain  shall  be  performed  under  ade- 
quate anesthesia.  The  State  commissioner 
of  health  or  his  duly  authorized  representa- 
tive shall  inspect  such  laboratories  or  insti- 
tutions to  insure  compliance  with  such  rules 
and  standards.  Each  such  approval  may 
be  revoked  at  any  time  for  failure  to  comply 
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with  such  rules  and  shall  be  limited  to  a 
period  not  exceeding  one  year  but  may  be 
renewed  from  year  to  year  upon  proper 
application  to  the  commissioner.  The  per- 
formance of  animal  experimentation  without 
approval  by  the  commissioner  as  herein  pro- 
vided shall  constitute  a misdemeanor. 

“Notwithstanding  the  provisions  of  any 
other  law,  the  commissioner  of  health  of  the 
State  of  New  York,  or  the  commissioner  of 
health  of  the  City  of  New  York,  if  in  New 
York  City,  may  requisition  in  lieu  of  de- 
struction, unlicensed,  unwanted,  or  un- 
claimed animals  which  may  be  seized  and 
impounded  pursuant  to  law  by  municipali- 
ties or  by  private  organizations  to  which 
public  authority  has  been  delegated  by  stat- 
ute or  contract.  Any  animal  so  requisi- 
tioned shall  be  retained  within  the  pound  for 
at  least  three  days  in  addition  to  the  period 
within  which  it  may  be  claimed  by  its  owner, 
and  if  still  unclaimed,  may  then  be  allocated 
by  the  commissioner  for  experimental  use  to 
institutions  and  laboratories  approved  under 
this  article  for  such  use.  Upon  delivery  of 
allocated  animals,  the  receiving  laboratory 
or  institution  shall  reimburse  the  pound  for 
maintenance  of  such  animals  in  a reasonable 
amount  to  be  determined  by  the  appropriate 
commissioner;  such  receiving  laboratory  or 
institution  shall  not  be  required  to  obtain 
or  renew  any  license  otherwise  required  for 
the  ownership  or  possession  of  such  animals. 
Cats  and  licensed  dogs  surrendered  to  pri- 
vate organizations  or  municipalities  shall 
not  be  requisitioned  without  the  written 
consent  of  the  owner  obtained  at  the  time  of 
surrender.”2 

Medical  research  should  be  made  easier 
and  not  harder  than  it  is,  and  it  is  made 
harder  in  this  State  for  sentimental  reasons 
that  do  more  credit  to  the  heart  than  to  the 
head.  Those  who  oppose  legislation  that 
will  make  it  unnecessary  to  resort  to  a black 
market  where  stray  animals  can  be  bought 
should  not  forget  that  only  a fraction  of  the 
animals  now  gassed  every  year  are  needed  for 
research.  Nor  should  they  forget  that  if 
there  is  any  way  of  advancing  the  cause  of 
medicine  without  resorting  to  what  is  un- 
happily called  “vivisection”  it  is  their  re- 
sponsibility to  suggest  some  other  mode  of 
procedure  which  will  be  equally  effective. 

The  absolute  need  for  continued  animal 
research  for  national  defense,  especially  in 
connection  with  the  effects  of  radiation  from 
atomic  warfare  and  infection  from  bacterio- 
logic  warfare,  recently  was  stressed  by 

2 Legislative  Bulletin,  Jan.  24,  1952,  p.  1. 


scientists  at  a special  press  conference.  Dr. 
C.  P.  Rhoads,  wartime  chief,  medical  di- 
vision, Chemical  Warfare  Service,  pointed 
out  that  human  beings  could  not  be  used  in 
such  research  and  that  experiments  were 
being  held  up,  postponed,  or  abandoned, 
because  of  the  shortage  of  animals. 

Dr.  Harry  Blair,  director,  Atomic  Energy 
Project,  Rochester,  stated  that  his  group 
obtained  dogs  at  .$35  a head  and  cats  at 
$3.50,  by  sending  “agents”  into  other  states, 
while  Dr.  Joseph  Howland,  director  of  the 
medical  division  at  Rochester,  declared  that 
experimentation  had  already  produced  a 40 
per  cent  recovery  rate  among  dogs  exposed 
to  radiation.3 

We  urge  the  passage  of  the  Metcalf-Hatch 
bill  at  this  session  of  the  Legislature  for  the 
humane  purposes  for  which  it  was  designed 
so  that  both  human  beings  and  the  animals 
themselves  may  profit  by  the  scientific 
knowledge  thus  obtained. 

3 News  Letter,  Medical  Society  of  the  State  of  New  York. 
February,  1952. 


Public  danger  creates  unanimity. 


Journal  of  the  Student  American  Medical 
Association.  We  hail  the  initial  issue  of  this 
publication,  representing  the  American  Med- 
ical Association’s  student  interest,  organized 
in  1950  and  composed  of  medical  students  in 
a majority  of  the  79  medical  schools  in  the 
United  States.  It  is  intended  to  provide  the 
oncoming  young  doctor  with  a broader  real- 
ization of  the  socioeconomic  aspects  of 
medicine  and,  it  is  hoped,  will  demonstrate 
to  him  his  duties  and  responsibilities  not  only 
as  a physician  but  as  a citizen  of  his  com- 
munity. We  of  the  New  York  State 
Journal  of  Medicine  extend  to  the  editor 
and  his  staff  our  hearty  good  wishes  for  a full 
realization  of  these  worthy  objectives. 


Keep  upon  good  terms  with  your  conscience. 


Special  Article.  We  desire  to  call  atten- 
tion to  the  special  article  in  this  issue  by  the 
vice-president  of  the  United  Medical  Serv- 
ice, in  which  the  necessity  of  proper  and 
adequate  cooperation  between  the  physician 
and  the  “Service”  is  emphasized. 
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Trichomonas  vaginalis.  One  out  of 
5 women  harbors  this  parasite.* 


Monilia  albicans. 


•i 


FLORAQUIN* 

Floraquin  reestablishes  normal  vaginal  flora,  replenishes  mucosal 
glycogen  and  restores  normal  vaginal  pH. 


It  is  recommended  in  trichomonal,  senile  and  monilial  vaginitis,  mixed 
vaginal  infections  and  vulval  and  vaginal  pruritus. 

FLORAQUIN  TABLETS-for  home  use 
FLORAQUIN  POWDER — for  office  insufflation 


* 


Kuder,  K.:  Vaginal  Infections,  J.  Am.  M.  Women’s  A.  5:173  (May)  1950. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


It's  just  around  the  corner,  doctor  . . . that  season 
when  hematinics,  tonics  and  vitamins  reach  a 
high  peak  of  employment  . . . when  emphasis  will  be 
placed  upon  corrective  therapy  to  counteract  the  affects 
of  the  many  winter  ills  to  which  man  is  subject.  The  fol- 
lowing Breon  products  are  of  particular  value  in  this 
broad  field  of  indications. 


BECOMCO  ELIXIR*  — A palatable  therapeutic  formula  of  the  B complex, 
plus  Bu,  Liver  and  Ferric  Ammonium  Citrate  . . . especially  indicated  where 
symptoms  of  lowered  vitality  are  both  multiple  and  obscure;  particularly 
in  children  with  "finicky"  appetites.  Available  in  bottles  containing  one 
pint,  and  in  gallons. 


BREOSEX-L  (Soluble)— A highly  concentrated,  desiccated  compound 
of  the  principal  factors  of  vitamin  B complex,  augmented  with  B,,.  for  intra- 
venous or  intramuscular  injection.  Indicated  where  rapid  delivery  and 
assured  absorption  are  required  . , . after  prolonged  fever  in  hyperthyroid- 
ism and  when  absorption  and  utilization  are  impaired  by  gastrointestinal 
dysfunction.  Available  with  Aqueous  Diluent,  10  cc.  Multidose  Vial  ...  or 
with  Sodium  Ascorbate  Diluent,  5 cc.  Single  Dose  Ampuls.  Single  combina- 
tion packages,  or  boxes  of  25  combinations. 

FERRO- ARSES — A useful  iron  and  arsenic  tonic  for  intravenous  injec- 
tion. Effective  in  iron  deficiency  anemias,  since  it  places  iron  directly  in  the 
blood  stream  for  quick  and  definite  absorption.  Efficient  adjunct  in  patients 
static  to  oral  iron  therapy.  Available  in  5 cc.  ampuls  and  10  cc.  ampuls, 
boxes  of  6 and  25. 


DOXYCHOL-K  and  AS*  (Tablets) — Doxychol-K  ...  extremely  pure  bile 
acid  combination  with  potent  hydrocholeretic  and  fat-emulsifying  action. 
Widely  used  in  the  management  of  biliary  dysfunction  without  choleli- 
thiasis, chronic  cholecystitis,  functional  hepatic  insufficiency  and  biliary 
stasis.  Where  effective  sedation  and  spasmolysis  are  desired,  in  addition 
to  hydrocholeresis,  specify  DOXYCHOL-AS.  Both  tablets  available  in  bot- 
tles of  100.  500  and  1000. 

ALF ABET  AMIS  Capsules  — A combination  of  fat-and-water-soluble 
vitamins  permitting  wide  flexibility  in  dosage.  Excellent  in  vitamin  defi- 
ciencies and  as  a dietary  supplement.  Available  in  bottles  containing 
100.  500  and  1000  capsules. 


‘Samples  available  to  physicians  on  request. 

Write  Dept.  21M  for  literature. 

GEORGE  A.  BREON  & CO. 

Manufacturing  Pharmaceutical  Chemists 

1450  BROADWAY  • NEW  YORK  18,  N.  Y. 


Scientific  Articles 


RADIOPHOSPHORUS  (P22)  IN  DIAGNOSIS  AND  TREATMENT 

B.  J.  Duffy,  Jr.,  M.D.,  andj.  W.  Howland,  M.D.,  Rochester,  New  York 

(From  the  Department  of  Radiation  Biology,  Atomic  Energy  Project,  University  of  Rochester  School  of  Medicine 

and  Dentistry) 


THIS  is  the  second  report  in  a series*  on  the 
application  of  isotopes  to  medical  diagnosis 
and  treatment.  Radiophosphorus  (P32)  was 
the  first  isotope  to  be  used  experimentally  (1935), 
and  it  has  been  applied  clinically  in  the  therapy 
of  blood  dyscrasias  since  1939.  The  earlier 
work  was  with  cyclotron-produced  radiophos- 
phorus. It  was  not  until  1946  when  the 
Oak  Ridge  nuclear  reactor  was  developed 
that  standardized  P32  became  widely  available. 
Clinical  experience  with  P32,  as  with  other  radio- 
isotopes, is  still  in  the  formative  stage,  and  the 
potential  utility  of  these  unique  agents  in  diag- 
nosis and  treatment  can  be  only  partially  as- 
sessed at  this  time.  This  report  attempts  to 
outline  practical,  safe  methods  of  treatment 
with  P32  and  to  indicate  the  trend  of  physiologic 
studies  and  diagnostic  procedures  which  are 
being  explored  with  this  agent. 

General  Properties 

Radiophosphorus  (P32)  has  a half-life  of  14.3 
i days  which  allows  for  shipment,  standardization, 
and  preparation  of  doses  without  prohibitive 
loss  of  material.  P32,  unlike  the  gamma- 
emitting  I131,  emits  only  beta  rays  which  have  a 
I very  short  range  in  tissue,  namely,  some  3 to  4 
mm.  P32,  which  is  prepared  by  a separation  proc- 
■ ess  from  the  fission  products  of  the  Oak  Ridge 
| reactor,  is  colorless,  odorless,  and  tasteless. 
It  is  received  as  a solution  of  disodium  hydrogen 
phosphate  or  phosphoric  acid  almost  completely 
carrier  free  and  with  a specific  activity  of  5 to  7 
millicuries  (me.)  per  cc. 

The  amount  of  radiation  from  1 me.  of  P32 
in  a 70-Kg.  adult  is  equivalent  to  0.6  r total 
| body  for  the  first  day  or  12  r during  the  complete 
decay  of  the  P32,  presuming  no  excretion  of  P32. 
This  amount  of  whole  body  radiation  is  propor- 
; tional  to  the  dosage  of  external  radiation  which  is 
i given  in  the  treatment  of  blood  diseases.  P32 

* See  “Radioiodine:  Principles  of  Diagnosis  and  Treat- 

I ment  of  Thyroid  Disease,”  New  York  State  Journal  of 
Medicine,  51:  1399,  1951,  for  isotope  terminology  and  dis- 
cussion of  radiation  physics. 


is  standardized  by  the  method  established  by  the 
Bureau  of  Standards. 

Absorption,  Excretion,  and  Distribution 

P32  is  rapidly  absorbed  from  the  gastrointes- 
tional  tract.  Approximately  20  to  40  per  cent 
of  an  orally  administered  dose  may  be  excreted 
in  the  stool  during  the  first  four  to  six  days. 
The  amount  of  unabsorbed  phosphorus  may  be 
kept  to  a minimum  by  the  oral  administration 
of  P32  in  the  fasting  state.  Approximately  5 to 
25  per  cent  of  an  intravenous  dose  is  excreted, 
mostly  in  the  urine.  After  the  first  week  the 
excretion  decreases  to  less  than  1 per  cent  of  the 
dose  per  day. 

There  is  some  discrepancy  in  the  P32  distri- 
bution data.  Lawrence  administered  P32  to 
both  normal  and  leukemic  mice.1  The  leukemic 
lymph  nodes  and  spleen  were  shown  to  concen- 
trate some  two  to  three  times  the  amount  taken 
up  by  the  organs  of  the  normal  mice.  The 
data  on  patients  reported  by  Reinhard  and 
Kenney  indicate  a wide  range  of  P32  concentra- 
tion depending  on  the  type  of  leukemic  process, 
the  degree  of  infiltration,  and  the  amount  of 
previous  treatment.2,3  In  general,  it  might  be 
said  that  the  studies  in  leukemic  patients  reveal 
decidedly  less  favorable  differential  uptake  of 
P32  in  the  liver,  spleen,  and  nodes  compared  to 
the  marrow  than  was  the  case  in  the  mouse  studies 
of  Lawrence. 

Following  either  oral  or  intravenous  adminis- 
tration, P32  initially  localizes  in  erythrocytes 
with  an  increasing  concentration  in  leukocytes 
after  forty-eight  hours.  This  is  most  marked 
in  leukemic  blood  with  concentration  of  P32 
in  leukocytes  four  to  five  times  the  amount  in 
erythrocytes  one  week  after  administration. 
Marshak  has  shown  that,  besides  the  higher  con- 
centration of  P32  in  leukemic  cells,  the  relative 
proportion  of  P32  in  the  nucleus  as  compared 
to  the  cytoplasm  was  much  greater  in  the  tumor 
than  in  the  normal  cell.4 

A variety  of  carcinomas  and  lymphomas  have 
been  studied  with  P32,  and  some  evidence  of 
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increased  uptake  of  P32  has  been  obtained  in  the 
more  rapidly  proliferating  tumors.  Since  the 
marrow  concentration  of  P32  is  practically  always 
above  any  tumor  concentration,  treatment  with 
P32  must  be  limited  to  the  blood  diseases.  It 
is  in  this  sense  that  pharmacologically  P32  must 
be  considered  a general  cell  poison.  This  is  in 
contrast  to  I131  which,  by  virtue  of  its  remarkably 
selective  uptake  by  the  thyroid  gland,  is  con- 
sidered an  agent  injurious  to  specific  cells.5 

There  are  scattered  reports,  usually  of  individ- 
ual cases,  of  patients  with  lymphosarcoma, 
multiple  myeloma,  occasional  carcinomas,  and 
even  rheumatoid  arthritis  benefited  by  P32 
treatment.  These  results  are  inconstant,  usu- 
ally evanescent,  and  duplicated  by  similar  re- 
ports with  other  chemotherapeutic  agents.  We 
will  discuss  only  polycythemia  vera  and  chronic 
leukemia,  since  they  are  the  two  conditions  in 
which  P32  treatment  may  be  definitely  indicated. 

Polycythemia 

Treatment. — The  use  of  oral  P32  has  been  shown 
to  be  a safe,  convenient,  and  practical  method 
of  therapy  for  polycythemia  vera.  A standard- 
ized treatment  schedule  for  the  oral  administra- 
tion of  P32  has  been  developed  by  Wiseman  et  al  :6 

1.  If  red  blood  cells  exceed  7,500,000,  then  vene- 
section of  1,000  per  forty-eight  hours  should  be  per- 
formed until  they  number  6,000,000. 

2.  Initial  oral  dose  of  P32  as  follows  (25  per  cent 
less  for  parenteral  administration): 

Initial  lied  Blood  Cells  Millicuries  P32 


Over  9,000,000 

4.5) 

U.S.  Bureau  of 

8,000,000  to  9,000,000 

4.0( 

Standards 

7,000,000  to  8,000,000 

3.5? 

Strength 

Under  7,000,000 

3.0,' 

Give  1 me.  less  than  this  schedule  if  platelet  level 
is  not  elevated. 

3.  For  oral  administration: 

Xo  food  for  six  hours  prior  to  P32  treatment. 

Xo  food  for  three  hours  after  P32  treatment. 
Encourage  water  ad  lib. 

Discontinue  iron  or  phosphate  medication 
twenty-four  hours  before  P32  treatment. 
Xo  soft  drinks. 

Xo  P32  given  orally  if  frequent  stools  are 
present. 

4.  Blood  checked  monthly  for  red  blood  cells, 
white  blood  cells,  and  platelets. 

5.  Additional  P32  not  given  at  intervals  of  less 
than  two  months. 

6.  Amount  and  frequency  of  retreatment  judged 
by  response  to  first  dose. 

7.  Xo  P32  given  if  blood  platelets  are  less  than 
150,000  (indirect  method),  reticulocytes  less  than 
0.2  per  cent,  and  white  blood  cells  less  than  3,000. 

8.  Adequate  protection  of  personnel  necessary. 

Point  5 of  this  treatment  schedule  might  be  em- 
phasized by  pointing  out  that  P32  does  not  de- 


stroy already  formed  erythrocytes  but  inhibits 
further  production  of  red  cells.  Since  the  life 
span  of  a red  cell  is  approximately  four  months, 
a significant  reduction  in  the  red  blood  count 
may  not  appear  for  two  months. 

Results. — Polycythemia  vera  is  a chronic 
blood  dyscrasia  which  has  been  controlled  in  the 
past  with  phlebotomy,  x-rays,  and  chemotherapy. 
Polycythemia  seldom  appears  before  the  age  of 
fifty,  and  these  agents  have  been  shown  to  be 
effective  in  the  production  of  repeated  and  pro- 
longed remissions.  The  natural  course  of  the 
disease  is  unknown.  Since  specific  prolongation 
of  life  with  P32  is  not  demonstrable,  secondary 
factors  such  as  patient  comfort,  cost,  and  ease  of 
administration  of  treatment  may  be  considered. 

It  has  been  stated  that  an  increased  incidence 
of  leukemia,  both  acute  and  chronic,  follows  the 
use  of  P32  in  the  treatment  of  polycythemia. 
Polycythemia  is  itself  a panmyelosis,  and  ap- 
proximately 20  per  cent  of  the  reported  poly- 
cythemics  eventually  developed  frank  leukemia. 
There  is  no  evidence  of  a real  increase  in  the  in- 
cidence of  leukemia  in  polycythemics  treated  with 
P32.  Wiseman  has  pointed  out  that  in  P32-treated 
polycythemics  the  deaths  from  acute  leukemia 
may  actually  be  cases  of  chronic  leukemia  which 
have  been  converted  into  an  acute  agonal  proc- 
ess.6 This  interpretation  is  in  keeping  with  the 
known  increased  incidence  of  acute  leukemia 
in  chronic  leukemia  treated  with  external  radia- 
tion. There  is  no  increase  in  the  incidence  of 
other  neoplastic  disease  in  the  polycythemics 
treated  with  P32. 

Chronic  Leukemia 

Treatment. — There  has  been  sufficient  experi- 
ence over  the  past  ten  years  in  the  treatment  of 
chronic  leukemia  with  P32  to  warrant  some  gen- 
eral conclusions  as  to  methods  and  results  of 
therapy.  Lawrence  and  Diamond  have  reported 
the  patients  treated  at  the  University  of  Cali- 
fornia (Berkeley)  and  Memorial  Hospital  over 
the  past  decade.7,8,5,9 

The  technic  of  treatment  of  chronic  leukemia 
with  P32  has  been  the  subject  of  considerable 
debate.  There  has  been  general  acceptance  of 
fractional  dosage  but  considerable  difference  of 
opinion  on  the  method  of  dose  division  and  par- 
ticularly the  acceptability  of  oral  administration. 
Low-Beer  states  that  the  more  general  use  of 
intravenous  P32  is  due  to  the  variable  absorption 
of  P32  following  oral  administration.10  Much 
of  this  difficulty  may  be  obviated  by  following  a 
prescribed  regime  for  administration  in  the  post- 
absorptive  state.  The  advantages  of  oral  ad- 
ministration in  the  facility  of  preparation,  ad- 
ministration, and  radiation  safety  factors  are 
obvious.  The  results  of  treatment  do  not  ap- 
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pear  significantly  different  with  the  use  of  either 
the  oral  or  intravenous  route. 

There  are  many  dosage  schedules,  but  in  the 
interest  of  simplicity  the  authors  have  chosen 
the  Memorial  Hospital  schedule  because  of  its 
proved  value  as  an  oral  method  of  treatment.5 
The  dose  of  P32  is  calibrated  at  approximately 

0.1  me.  per  Kg.  of  body  weight  and  the  total  di- 
vided into  daily  doses  of  about  1 .0  me.  P32.  Thus, 
a 70-Kg.  patient  would  receive  1.0  me.  daily 
for  seven  successive  days.  The  importance 
of  the  dose  administration  in  the  fasting  state 
is  emphasized  by  enclosing  typewritten  in- 
Istructions  to  the  patient  as  follows: 

1.  Set  alarm  for  4 a.m. 

2.  Drink  contents  of  one  bottle,  marked  for 
that  date. 

3.  Rinse  the  bottle  several  times  with  water  and 
drink  same. 

4.  Do  not  eat  for  four  hours. 

5.  Do  not  take  any  milk,  cheese,  iron,  or  bis- 
muth preparations  during  treatment. 

Patients  generally  do  not  find  this  method  of 
treatment  any  more  arduous  than  the  repeated 
Jclinic  visits  for  x-ray  therapy.  The  cost  saving 
to  hospital  personnel  is  obvious.  The  leukocyte 
(count  may  be  determined  during  the  course 
of  therapy,  but  the  response  of  the  white  count 
to  a given  amount  of  radiation  is  not  consistent, 
as  can  be  seen  from  the  chart  of  the  patients 
treated  with  intravenous  P32.  In  addition,  the 
jleukocyte  count  reflects  but  one  phase  of  leuke- 
mia, and  therapy  is  more  often  based  on  the  gen- 
eral condition  of  the  patient. 

The  incidence  of  aplastic  anemia  in  some  of  the 
earlier  series  might  have  been  due  to  a difference 
in  standardization  of  P32.  The  severe  hema- 
tologic depression  which  occurs  in  less  than  5 
per  cent  of  P32-treated  cases  may  be  the  result 
of  factors  other  than  the  cumulative  amount  of 
F32  and  resultant  blood  radiation. 

There  is  little  evidence  of  any  radiation  ill- 
ness following  P32.  A few  patients  complain 
(of  minor  gastrointestinal  disturbance,  but  this 
is  of  questionable  relationship  to  the  P32  adminis- 
tration. One  complication  which  occasionally 
appears  is  a hyperuricemia  with  renal  obstruc- 
tion due  to  the  rapid  destruction  of  the  leukemic 
cells.9  This  has  been  noted  with  external 
irradiation  and  other  chemotherapeutic  agents 
jin  the  treatment  of  leukemia,  particularly  of  the 
myeloid  variety. 

Results. — Lawrence  and  associates  have 

shown  a definite  prolongation  of  life  of  P32-treated 
myeloid  leukemics  over  those  treated  with  x- 
rays  alone.7  It  is  difficult  to  interpret  some  of 
these  data  since  the  survival  times  are  based 
on  the  beginning  of  symptoms,  admittedly  an 

rbitrary  date. 


Diamond  reviewed  various  reports  of  the  dura- 
tion of  life  in  chronic  lymphatic  leukemia  and 
concluded,  with  Lawrence,  that  there  had  been 
significant  prolongation  of  comfortable  and  use- 
ful life  following  treatment  with  P32.6  The 
average  duration  of  life  since  the  onset  of  symp- 
toms was  4.5  years  in  Lawrence’s  group  and  4.2 
years  in  the  patients  reported  by  Diamond. 
This  is  a significant  increase  in  longevity  when 
compared  to  the  cases  treated  with  x-ray  alone.5 

We  conclude  this  brief  discussion  on  the  use 
of  oral  P32  in  leukemia  with  some  therapeutic 
aphorisms. 

1.  P32  has  been  of  no  benefit  in  the  treatment 
of  acute  leukemia. 

2.  P32  supplements  but  does  not  replace  ex- 
ternal irradiation  in  the  treatment  for  chronic 
leukemia. 

3.  Cases  which  are  x-ray  insensitive  may  re- 
spond to  P32  and  vice  versa. 

4.  The  patient  with  aleukemic  leukemia  should 
be  treated  cautiously. 

5.  It  is  unnecessary  and  dangerous  to  attempt 
to  depress  a leukemic  count  to  normal  limits 
with  P32. 

6.  Bulky  disease  (nodes,  spleen)  should  be 
treated  with  small  doses  of  x-ray. 

Diagnosis 

Cancer. — A number  of  investigations  have 
utilized  the  uptake  of  P32  by  neoplastic  tissue 
in  cancer  diagnostic  studies.  Low-Beer  has 
experimented  with  a surface-counting  technic 
in  the  diagnosis  of  breast  lesions.10  Roswitt  has 
studied  testicular  tumors  in  a similar  manner.11 
Sturgis  has  recently  demonstrated  a significant 
increase  in  the  phosphorus  uptake  in  carcinoma 
of  the  cervix.12  Further  analyses  revealed  an 
increased  total  phosphorus  concentration  in  the 
cervix  showing  neoplastic  change.  This  is  in 
contrast  to  the  work  of  Schulman  who  demon- 
strated an  increased  turnover  in  malignant  com- 
pared to  normal  gastric  mucosa  without,  how- 
ever, any  measurable  alteration  in  the  amount 
of  phosphorus  present  in  either  tissue.13  This 
increased  metabolism  of  cancer  tissue  is  pre- 
sumably the  mechanism  by  which  brain  tumors 
localize  P32  as  shown  by  Selverstone.14  The 
latter  work  also  indicates  one  limitation  of  P32 
in  the  diagnosis  of  any  but  superficial  lesions 
since  the  short  beta  range  of  the  P32  rays  makes  it 
necessary  to  insert  the  probe  directly  into  the 
brain  tumor.  These  investigations  of  cancer 
localization  are  very  interesting  but  have  limited 
clinical  application  at  this  time. 

Blood  Volume. — P32-labeled  red  cells  may  be 
used  in  the  measurement  of  the  total  blood  volume. 
By  incubating  blood  drawn  from  the  patient 
with  isotonic  sodium  phosphate,  over  40  per 
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cent  of  the  labeled  phosphate  will  enter  and  labe 
the  red  blood  cells.  This  activated  blood  is 
then  reinjected  into  the  patient  and  the  blood 
volume  determined  by  the  dilution  technic. 
This  method  has  been  shown  to  be  the  most 
accurate,  relatively  simple  method  of  blood 
volume  determination  available.15 

From  the  determination  of  the  blood  volume 
it  is  possible  to  obtain  the  total  red  cell  mass 
and  total  plasma  and  blood  volumes.  The  im- 
portance of  accurate  blood  volume  studies  in 
the  management  of  the  chronically  ill  surgical 
and  medical  patient  has  been  emphasized  by  the 
work  of  Lyons.16 

Lawrence  has  commented  on  the  variability 
in  hematocrit  and  total  red  cell  mass  in  the  man- 
agement of  leukemic  and  polycythemic  patients.17 
Such  patients  may  have  a red  cell  mass  varying 
from  25  cc.  per  Kg.  up  to  45  cc.  per  Kg.  with 
normal  hematocrit  readings.  In  the  presence 
of  an  expanded  plasma  volume  a polycythemic 
may  have  a very  large  red  cell  mass.  In  chronic 
leukemia  a large  number  of  patients  with  low 
red  cell  counts  have  a normal  red  cell  mass  when 
corrected  for  the  increased  plasma  volume, 
often  but  not  invariably  found  in  this  disease. 
Lawrence  states  that  “in  those  patients  who  have 
a high  plasma  volume  an  enlarged  spleen  is  al- 
ways found  associated.”  The  dissociation  be- 
tween red  count  and  total  red  cell  mass  may  ac- 
count for  the  known  clinical  fact  that  leukemic 
patients  with  a red  count  of  3.000,000  frequently 
have  no  symptoms  of  anemia. 

Measurement  of  blood  volume  with  P32  has 
been  used  generally  as  a check  on  the  accuracy 
of  the  more  routine  methods,  particularly  Evans 
blue  (T-1824).  If  the  necessary  apparatus  is 
available,  the  method  is  no  more  time  consuming 
and  is  certain  of  more  accurate  results  in  both 
clinical  and  research  work. 

Circulation  Time. — Friedell  et  al.  have  used 
P32  to  measure  circulation  time.18  A Geiger 
tube  is  placed  in  contact  with  the  sole  of  the  foot 
with  the  patient  in  a recumbent  position.  A 
preliminary  counting  period  having  determined 
the  background,  10  cc.  of  isotonic  saline  contain- 
ing 200  microcuries  of  P32  are  injected  rapidly  into 
a cubital  vein.  Counts  are  recorded  every  five 
seconds  for  the  first  minute  and  every  minute 
for  the  next  thirty  minutes.  The  effects  of 
various  vasodilating  drugs,  lumbar  sympathetic 
block,  and  lumbar  sympathectomy  on  the  periph- 
eral circulation  have  been  studied  in  both 
diabetic  and  arteriosclerotic  patients.  The  cor- 
relation of  clinical  response  with  alteration  in 
circulation  index  demonstrates  the  utility  of 
P32  in  studies  of  therapy  in  occlusive  vascular 
disease. 


Experimental  Studies 

The  majority  of  the  work  with  P32  has  been  in 
the  field  of  basic  scientific  investigation.  Some 
of  these  observations  may  well  be  developed 
into  practical  clinical  procedures,  but  it  seems 
most  likely  that  P32  will  continue  primarily  as 
a research  tool.  P32  has  recently  been  used  to 
explore  such  varied  problems  as  the  conversion 
of  prothrombin  to  thrombin,  distribution  of 
tobacco  mosaic  virus,  mechanism  of  bone  cal- 
cification, effect  of  insulin  on  muscle  phosphorus, 
measurement  of  adrenal  function,  permeability 
of  membranes,  and  etiology  of  arterioscelerosis. 
The  universal  distribution  of  phosphorus  in  cell 
nucleoprotein  allows  for  this  wide  spectrum  of 
metabolic  investigation.  It  is,  as  previously 
noted,  a limitation  to  specific  therapy.  The 
technic  of  P32  application  to  research  problems 
is  described  by  Kamen  in  his  comprehensive 
survey  of  tracer  methodology.19 


Summary 

Radiophosphorus  (P32)  is  effective  by  oral 
administration  in  the  palliative  treatment  of 
polycythemia  and  chronic  leukemia.  It  is  the 
method  of  choice  in  the  treatment  of  polycy- 
themia, whereas  it  is  of  value  adjunctively  in 
the  control  of  chronic  leukemia. 

P32  blood  volume,  circulation,  and  tumor 
localization  studies  have  been  noted,  and  a lift- 
ing of  some  recent  investigative  studies  indicates 
the  wide  range  of  usefulness  of  radiophosphorus 
in  the  study  of  disease. 
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MAINTENANCE  MERCUHYDRIN  THERAPY  IN  THE  PREVENTION  Ol 
PULMONARY  EDEMA  ASSOCIATED  WITH  HYPERTENSIVE  AND 
ARTERIOSCLEROTIC  HEART  DISEASE 

Maxwell  L.  Gelfand,  M.D.,  F.A.C.P.,  New  York  City 


ACUTE  pulmonary  edema  is  frequently 
encountered  in  hypertensive  and  arterio- 
sclerotic heart  disease.  In  such  cases  it  is  a 
manifestation  of  left  ventricular  failure  and  is 
often  associated  with  marked  cardiac  enlarge- 
ment. It  may  come  on  suddenly  without  any 
evidence  of  engorgement  of  the  lesser  circulation 
prior  to  the  onset  of  the  attack  and  at  times 
may  even  be  the  first  symptom  pointing  to  car- 
diac disease  in  patients  who  had  not  considered 
themselves  sick.1  Undue  physical  exertion, 
intercurrent  infection,  pregnancy,  excitement, 
overeating,  and  failure  to  observe  a strict  car- 
diac regimen  are  frequent  precipitating  causes 
of  this  dramatic  event,  but  occasionally  there 
may  be  no  apparent  reason.  Patients  who  sur- 
vive the  initial  episode  are  likely  to  develop 
further  attacks  which  ultimately  prove  fatal. 
The  prognosis  is  inversely  proportional  to  the 
number  of  such  occurrences;  hence,  maximum 
therapeutic  benefit  can  be  achieved  only  when 
efforts  are  directed  toward  the  prevention  of 
these  incidents. 

Five  cases  of  longstanding  hypertensive  and 
arteriosclerotic  heart  disease  are  herewith  pre- 
sented (Table  I).  Frequent  episodes  of  paroxys- 
mal pulmonary  edema  had  occurred  in  these 
patients  while  on  a schedule  consisting  of  digi- 
talis, salt-free  diet,  restricted  activity,  and  oc- 
casional injections  of  Mercuhydrin.  With  a 
change  to  a system  in  which  Mercuhydrin  was 
employed  regularly  on  a maintenance  basis, 


however,  such  attacks  have  been  obviated  for 
periods  of  from  one  to  four  years  (Table  II). 

The  patients  in  this  series  included  three  fe- 
males and  two  males  whose  ages  ranged  from 
sixty  to  eighty-one.  The  duration  of  the  hyper- 
tensive and  arteriosclerotic  heart  disease  was 
from  four  to  twenty  years.  Regular  sinus  rhythm 
prevailed  in  the  entire  group.  In  three,  there 
were  no  signs  of  left  ventricular  failure  prior 
to  the  onset  of  the  first  attack  of  pulmonary 
edema,  whereas  in  the  other  two  there  was  angina 
and  occasional  dyspnea  on  exertion.  During 
the  acute  seizure  and  following  recovery  from 
the  initial  episode  of  pulmonary  edema  all  the 
patients  were  treated  with  digitalis  and  a salt- 
free  diet,  and,  in  addition,  their  activity  was 
restricted.  Mercuhydrin  was  administered  for 
the  acute  paroxysm  and  for  several  days  there- 
after until  all  pulmonary  signs  had  cleared. 
Subsequently  this  diuretic  was  given  only  sporadi- 
cally whenever  obvious  signs  of  failure  reappeared, 
i.e.,  nocturnal  cough,  increased  dyspnea,  and 
slight  peripheral  edema.  Despite  this  form  of 
treatment,  with  its  main  emphasis  on  digitalis, 
salt  restriction  with  adequate  fluid  intake,  and  the 
intermittent  use  of  diuretics,  paroxysmal  acute 
pulmonary  edema  with  all  its  alarm  recurred 
many  times.  However,  after  the  adoption  of  a 
schedule  in  which  Mercuhydrin  was  employed 
regularly  and  consistently  on  a maintenance 
basis,  the  above-mentioned  patients  have  been 
free  from  attacks  for  periods  of  from  one  to  four 


TABLE  I. — Status  of  5 Patients  with  Hypertensive  and  Arteriosclerotic  Heart  Disease  Prior  to  Maintenance 

Mercuhydrin  Therapy 


Case 

Age 

Sex 

Cardiac  Diagnosis 

Duration 
of  Cardiac 
Disease 
(Years) 

Blood 

Pressure 

Cardiac 

Enlargement 

Prior  Therapy 

L.  M. 

81 

F 

Hypertensive  and  arterioscler- 
otic heart  disease;  regular 
sinus  rhythm 

20 

220/110 

Yes 

Digitoxin,  0.1  mg.  daily;  salt- 
free  diet;  adequate  fluids; 
occasional  injection  Mercu- 
hydrin for  evident  edema 

S.  0. 

65 

M 

Hypertensive  and  arterioscler- 
otic heart  disease;  old  myo- 
cardial infarct;  regular 

sinus  rhythm 

8 

180/110 

Yes 

Digitoxin,  0.1  mg.  daily;  salt- 
free  diet;  adequate  fluids; 
occasional  injection  Mercu- 
hydrin 

S.  W. 

62 

M 

Hypertensive  and  arterioscler- 
otic heart  disease;  old  myo- 
cardial infarct;  regular 

sinus  rhythm 

5 

170/120 

Yes 

Digitoxin,  0.2  mg.  daily;  salt- 
free  diet;  adequate  fluids; 
occasional  injection  Mercu- 
hydrin 

B.  S. 

63 

F 

Hypertensive  and  arterioscler- 
otic heart  disease;  left  bun- 
dle branch  block;  regular 
sinus  rhythm 

6 

100/110 

Yes 

Digitoxin,  0.1  mg.  daily;  salt- 
free  diet;  adequate  fluids; 
occasional  injection  Mercu- 
hydrin 

B.  L. 

60 

i 

Hypertensive  and  arterioscler- 
otic heart  disease;  left  bun- 
dle branch  block;  regular 
sinus  rhythm 

4 

180/120 

Yes 

Digitoxin,  0.1  mg.  daily;  salt- 
free  diet;  adequate  fluids; 
occasional  injection  Mercu- 
hydrin 
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TABLE  II. — Results  in  5 Patients  on  Maintenance  Mkrcuhydrin  Therapy 


Case 

Number  of  Attacks  of 
Pulmonary  Edema  Before* 

Maintenance 

Mercuhydrin 

Therapy 

Begun 

Dosage  of  Mercuhydrin 
and  Interval 

Number  of  Attacks  ef 
Pulmonary  Edema  After* 

L.  M. 

4 to  5 per  year  (1944-1946) 

1946  (4  years) 

2 cc.t  twice  weekly  for  6 months; 
then  2 cc.  weekly  to  present 

None 

S.  O. 

8 per  year  (1946-1947) 

1947  (3  years) 

2 cc.t  twice  weekly  for  18 
months;  then  2 cc.  weekly  to 
present 

1 attack  associated  with  episode 
of  bronchopneumonia 

S.  W. 

3 to  4 per  year  (1948-1949) 

1949  (2  years) 

2 cc.t  twice  weekly  for  8 months; 
then  2 cc.  weekly  to  present 

None 

B.  S. 

4 attacks  from  November,  1949, 
to  June,  1950 

1950  (1  year) 

2 cc.t  weekly  to  present 

None 

B.  L. 

3 attacks  from  October,  1949,  to 
May,  1950 

1950  (1  year) 

2 cc.t  twice  weekly  for  4 months; 
then  2 cc.  weekly  to  present 

None 

* Maintenance  Mercuhydrin  therapy, 
t Administered  subcutaneously. 


years.  The  method  employed  was  that  sug- 
gested by  Gold  and  his  associates  wherein  the 
goal  is  the  dry  weight  which,  when  once  reached, 
is  maintained  by  the  requisite  dose  continued 
indefinitely.2  At  times  it  was  found  necessary 
to  give  2 cc.  twice  weekly,  while  in  some  instances 
a similar  amount  was  administered  only  once 
a week.  The  Mercuhydrin  was  injected  sub- 
cutaneously with  a 26-gauge  needle  without  any 
pain  or  discomfort  to  the  patients.  There  were 
no  untoward  reactions  noted  in  the  many  hun- 
dreds of  injections  given,  nor  were  there  any 
clinical  evidences  of  sodium  depletion. 

An  attack  of  acute  pulmonary  edema  is  a 
horrifying  experience  to  the  patient  since  its 
onset  is  sudden  and  explosive,  occurring  most 
often  at  night.  It  is  characterized  by  a sense 
of  suffocation  and  sternal  oppression,  cough, 
pink  frothy  sputum,  cyanosis,  gasping,  and  the 
presence  throughout  the  chest  of  many  moist, 
bubbling,  subcrepitant,  and  crackling  rales  often 
audible  without  the  aid  of  a stethoscope.  This 
syndrome  is  considered  indicative  of  left  ventric- 
ular failure.  In  hypertensive  and  arterio- 
sclerotic heart  disease  the  left  ventricle  is  sub- 
jected to  greater  strain  than  the  right;  hence, 
it  usually  fails  first,  causing  the  engorgement  of 
the  pulmonary  circuit. 

The  mechanism  of  congestive  heart  failure  is 
by  no  means  a settled  question.  Two  fundamen- 
tal theories  have  been  proposed  to  explain  the 
physiologic  alterations  observed  in  cardiac 
decompensation,  namely,  forward  failure  and 
backward  failure.  The  forward  failure  theory 
is  based  on  the  fact  that  there  is  an  inadequate 
output  of  blood  by  the  heart  with  a consequent 
tissue  anoxia,  which  in  turn  causes  an  increase 
in  capillary  permeability,  leading  ultimately 
to  edema.  The  proponents  of  the  backward 
failure  theory  claim  that  there  is  a rise  in  venous 
pressure  before  the  onset  of  congestive  heart 
failure.  They  believe  that  the  diseased  heart 
is  inefficient  and  fails  to  pump  the  blood  which 


reaches  it,  so  that  there  ensues  an  accumulation 
of  blood  in  the  ventricles  with  subsequent 
damming  back  into  the  auricles  immediately 
behind  and  into  the  veins  which  empty  into  the 
auricles.  The  succeeding  chain  of  events  in- 
cludes a rise  in  hydrostatic  pressure  within  the 
capillaries,  circulatory  stasis,  capillary  anoxia, 
increased  capillary  permeability,  and  edema. 

Each  of  these  hypotheses  has  its  supporters, 
and  there  are  some  who  believe  that  both  theo- 
ries are  necessary  to  explain  the  signs  and  sjunp- 
toms  of  cardiac  decompensation.  Furthermore, 
in  recent  years  a considerable  number  of  clinical 
and  experimental  observations  have  accumu- 
lated which  appear  to  be  inconsistent  with  either 
of  these  schools  of  thought.  Nevertheless, 
whatever  the  genesis,  all  are  agreed  that  in 
every  instance  of  congestive  heart  failure  there 
is  salt  and  water  retention.  Moreover,  it  has 
been  shown  by  many  investigators  that  the  pri- 
mary difficulty  is  with  salt  and  not  with  water. 3-6 
The  sodium  ion  and  not  the  chloride  ion 
is  responsible  for  the  condition  since  sodium 
bicarbonate  is  known  to  produce  edema,  whereas 
ammonium  chloride  causes  diuresis.7 

The  accepted  treatment  of  acute  congestive 
heart  failure  consists  of  bed  rest,  the  adminis- 
tration of  morphine,  oxygen,  and  digitalis,  salt 
restriction  with  adequate  fluid  intake,  and  the 
giving  of  mercurial  diuretics.  Once  compen- 
sation has  been  restored,  many  physicians  con- 
tinue the  maintenance  dose  of  digitalis  and  salt 
restriction  but  reserve  mercurial  diuretics  for 
episodes  of  frank  edema.  Reliance  upon  such  a 
method,  with  special  stress  on  digitalis,  is  often 
ineffective  in  preventing  repeated  bouts  of  failure. 
Gold  and  his  coworkers  have  clearly  demonstrated 
that  when  salt  restriction  and  a mercurial  diuretic 
were  the  main  agents  in  the  treatment  of  a fail- 
ing heart,  the  recovery  rate  was  higher  and  the 
recurrence  rate  lower  than  with  a system  based 
predominantly  on  digitalis.2  It  is  well  known 
that  there  are  a significant  number  of  hyperten- 
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sive  and  arteriosclerotic  cardiacs  with  normal 
sinus  rhythm  who  do  not  respond  well  to  digitalis 
when  congestive  heart  failure  sets  in.  There  is 
also  sufficient  evidence  to  indicate  that  episodes 
of  acute  left  ventricular  failure  with  pulmonary 
congestion  cannot  be  prevented  in  hypertensive 
heart  disease  by  maintenance  doses  of  digitalis 
alone.  The  patients  described  above  may  well 
illustrate  this  point  since,  despite  regular  ade- 
quate digitalis  intake  even  up  to  the  point  of 
intoxication  in  some,  frequent  bouts  of  acute 
paroxysmal  edema  recurred  in  all  instances. 

Undue  physical  exertion  or  carelessness  in  the 
observance  of  a strictly  salt-free  diet  are  factors 
that  may  perhaps  have  been  responsible  for  the 
precipitation  of  the  repeated  episodes  of  left 
ventricular  failure  in  the  above  cases.  The  former 
i possibility  may  easily  be  ruled  out  by  the  fact 
: that  the  entire  group  cooperated  with  very  little 
resistance  in  limiting  physical  activity  after  the 
, first  bout  of  pulmonary  edema.  The  latter, 

: however,  cannot  be  dismissed  so  readily.  It  is 
well  known  that  a diet  permitting  the  absorption 
of  1 to  1.5  Gm.  of  sodium  per  day — the  amount 
required  to  keep  ambulatory  cardiac  patients 
l from  acquiring  edema — is  extremely  unpalat- 
able and  difficult  to  follow.  Repeated  Mer- 
cuhydrin  injections  will  ease  this  severe  dietary 
. restriction  and  prevent  the  excess  sodium  derived 
from  the  ingested  food  from  accumulating  in  the 
body. 

Mercuhydrin  has  long  since  proved  to  be  an 
extremely  useful  agent  in  the  treatment  not  only 
, of  frank  congestive  heart  failure  but  also  of  many 
, ambulant  cardiac  patients  with  shortness  of 
| breath  merely  on  exertion,  orthopnea,  attacks  of 
i so-called  cardiac  asthma,  or  of  pulmonary  edema.8 
The  drug  owes  its  beneficial  therapeutic  effect 
to  its  ability  to  increase  the  urinary  excretion 
of  sodium  and  water  by  diminishing  tubular 
reabsorption.  Griggs  and  Varner  have  demon- 
• strated  that  the  total  sodium  loss  by  the  body 
, in  twenty-four  hours  was  augmented  more  than 
; four  times  by  the  injection  of  Mercuhydrin.9 
Reaser  and  Burch,  employing  a radioactive 
tracer  sodium,  found  a marked  increase  both  in 
the  total  and  in  the  percentage  sodium  excre- 
ition  after  the  injection  of  Mercuhydrin  in  a 
I patient  with  congestive  heart  failure.10 

The  above  series  of  cases  is  too  small  to  permit 
I of  any  statistical  analysis.  However,  the  favor- 
able therapeutic  response  to  maintenance  Mer- 
cuhydrin therapy  noted  in  these  patients  dem- 
onstrates two  valuable  points.  First,  it  stres- 
ses the  importance  of  continued  injections  of 
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Mercuhydrin  in  preventing  recurrent  episodes 
of  pulmonary  edema  in  patients  with  hyperten- 
sive and  arteriosclerotic  heart  disease,  thus  pro- 
longing their  life.  Second,  it  offers  additional 
clinical  support,  in  an  indirect  manner,  to  the 
concept  that  sodium  retention  is  a vital  factor 
in  congestive  heart  failure.  It  may  be  that  once 
evidence  of  cardiac  decompensation  has  appeared, 
faulty^excretion  of  sodium  will  persist  even  after 
compensation  has  been  restored,  requiring  con- 
tinued Mercuhydrin  to  prevent  its  accumulation. 
Whether  this  inability  to  excrete  sodium  rests 
with  the  kidney  itself11,12  or  whether  the  diffi- 
culty lies  in  the  endocrine  glands13,14  is  still  a 
matter  of  controversy. 


Summary 

1.  Five  cases  of  longstanding  hypertensive 
and  arteriosclerotic  heart  disease  are  herewith 
presented  which  despite  a regimen  consisting  of 
digitalis,  salt  restriction  with  adequate  fluid  in- 
take, restricted  activity,  and  occasional  injec- 
tions of  Mercuhydrin  developed  frequent  bouts 
of  acute  pulmonary  edema. 

2.  With  a change  to  a system  in  which  Mer- 
cuhydrin injections  were  employed  regularly 
on  a maintenance  basis,  recurrent  attacks  of 
pulmonary  edema  were  obviated  for  a period  of 
from  one  to  four  years. 

3.  The  favorable  response  to  maintenance 
Mercuhydrin  therapy  is  offered  as  indirect  evi- 
dence supporting  the  fact  that  sodium  retention 
plays  a prominent  role  in  congestive  heart  failure. 

60  Gramercy  Park 
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It  is  the  greatest  of  all  mistakes  to  do  nothing  because  you  can  only  do  little. — Sydney  Smith 


FATAL  GASTROINTESTINAL  HEMORRHAGE:  ANALYSIS  OF 

44  CASES 

John  P.  West,  M.D.,  and  Carl  S.  Oakman,  M.D.,  New  York  City 

( From  the  Surgical  Service  of  St  L uke’s  Hospital ) 


THE  mortality  from  gastrointestinal  hem- 
orrhage has  been  materially  reduced  since  the 
establishment  of  blood  banks  has  made  it  practi- 
cable to  replace  blood  rapidly  and  in  the  large 
amounts  often  needed.  Costello  has  reported  a 
reduction  in  mortality  from  25  per  cent  in  300 
cases,  in  which  blood  replacement  was  inade- 
quate, to  4 per  cent  in  73  similar  cases  where  the 
major  difference  in  treatment  consisted  of  ade- 
quate blood  replacement.1  Loe  in  a review  of  94 
cases  of  massive  gastrointestinal  hemorrhage, 
treated  over  a period  when  blood  replacement 
therapy  was  easily  available,  found  the  over-all 
mortality  to  be  9.5  per  cent;  for  the  group  with 
peptic  ulcer  it  was  1.4  per  cent,  and  for  the  group 
with  bleeding  from  other  causes  28  per  cent.2 

Mortality  figures,  however,  are  difficult  to 
evaluate,  for  few  authors  report  on  strictly  com- 
parable cases.  For  example,  the  term  “massive 
hemorrhage”  is  often  used  loosely,  and  the  in- 
clusion of  a number  of  cases  of  hemorrhage  of 
moderate  or  mild  degree  causes  a corresponding 
improvement  in  mortality  rates  regardless  of  the 
treatment.  The  age  of  the  patient,  the  cause 
of  the  hemorrhage,  and  associated  diseases  are 
also  important  and  variable  factors  which  in- 
fluence the  mortality  in  any  group  of  cases. 

This  report  is  based  on  an  analysis  of  all  deaths 
caused  by  hemorrhage  from  the  gastrointestinal 
tract  during  a six-year  period,  1945  to  1950, 
inclusive.  The  causes  of  the  fatal  hemorrhages 
are  given  in  Table  I. 

Esophageal  Varices 

A diagnosis  of  bleeding  esophageal  varices 
is  not  always  easy  to  establish,  and  it  is  probable 
that  a number  of  cases  where  bleeding  was  not 
severe  and  the  varices  small  are  not  included 
in  this  review.  There  were,  however,  34  pa- 
tients with  massive  hemorrhage  in  whom  the 
diagnosis  was  established  beyond  a reasonable 
doubt.  Twenty  of  these  patients  died,  a mortal- 
ity of  58  per  cent  (Table  II).  Twelve  of  the 
patients  were  male  and  eight  female.  The  ages 
of  the  patients  varied  from  thirty  to  eighty 
years.  In  three  patients  postmortem  exam- 
ination revealed  a primary  carcinoma  of  the  liver 
in  addition  to  portal  cirrhosis.  The  serious 
nature  of  esophageal  bleeding  is  further  empha- 
sized by  the  fact  that  12  of  the  20  patients  died 
with  the  first  major  bleeding  episode,  six  died 
within  one  year  of  the  first  hemorrhage,  and 


TABLE  I. — Fatal  Gastrointestinal  Hemorrhage, 
1945-1950 


Esophageal  varices 

20 

Peptic  ulcer 

1C 

Duodenal 

11 

Gastric 

4 

Marginal 

1 

Anticoagulant  therapy 

3 

Rupture  aortic  aneurysm  into  duodenum 

1 

Atrophic  gastritis 

1 

Multiple  ulcers  of  large  and  small  bowel 

1 

Adenomata  of  stomach 

1 

Cause  undetermined  (autopsy) 

1 

Total 

44 

TABLE  II. — Fatal  Hemorrhage  from  Esophageal 
Varices  (20  Cases) 

Number 

Sex 

Female 

8 

Male 

12 

Age 

30  to  40  years 

2 

40  to  50  years 

2 

50  to  60  years 

8 

00  to  70  years 

5 

70  to  80  years 

3 

Death  with  first  major  hemorrhage 

12 

Survival  less  than 

one  year  after  first  major 

hemorrhage 

6 

Survival  less  than 

two  years  after  first  major 

hemorrhage 

2 

only  two  lived  for  more  than  one  year  after 
the  first  severe  hemorrhage. 

The  chief  method  of  therapy  in  managing  these 
cases  was  by  transfusion,  and  our  records  in- 
dicate that,  as  a rule,  the  quantity  of  blood 
given  was  not  enough  to  replace  that  lost  by 
hemorrhage.  Fourteen  patients  received  not. 
more  than  1,500  cc.  of  blood  each,  and  only 
six  received  more  than  2,000  cc.  each. 

The  results  suggest  that  more  aggressive 
measures  were  needed  in  treating  these  patients. 
Blood  should  have  been  replaced  as  lost,  and 
efforts  to  control  the  bleeding  site  by  esophageal 
tamponage  as  recommended  by  Sengstaken, 
Patton,  and  others  might  have  been  of  value.3,4 

Although  in  some  instances  splenectomy 
has  been  efficacious  in  preventing  recurrent 
hemorrhages,  presumably  by  a reduction  in  the 
blood  flow  through  the  portal  system,  most 
patients  have  shown  little  permanent  benefit.5,6 
Operations,  such  as  the  creation  of  an  Eck 
fistula,  which  establish  a shunt  between  the 
portal  and  systemic  venous  systems  are  often 
effective  in  markedly  lowering  "hypertension.7  3 
Operations  of  this  kind  can  be  done  with  a reason- 
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TABLE  III. — Fatai,  Hemorrhage  from  Peptic  U'.cer 
(1G  Cases' 


Number 
of  Cases 

Transfusions 

Sex 

Male 

13 

Female 

3 

Location  of  ulcer 

Duodenum 

11 

Stomach 

4 

Marginal 

1 

Age 

Under  50  years 

0 

50  to  60  years 

2 

60  to  70  years 

3 

70  to  80  years 

6 

80  to  90  years 

5 

Previous  bleeding 

None 

8 

Once 

5 

Twice  or  more 

3 

Duration  of  hemorrhage 

Less  than  24  hours 

3 

I ^ess  than  48  hours 

3 

More  than  48  hours 

10 

Blood  transfusions 

1,500  cc.  or  less 

8 

2,000  cc.  or  more 

8 

Deaths  while  actively  bleeding 

11 

Deaths  after  control  of  bleeding 

5 

Causes 

Coronary  thrombosis 

2 

3,500  cc.;  2,000  cc. 

Cerebral  thrombosis 

1 

3,500  cc. 

Cerebral  anoxia 

1* 

4,000  cc. 

U remia 

It 

5,500  cc. 

* Four  days  after  gastric  resection,  operation  on  seventh 
day  of  bleeding. 

t Six  days  after  gastric  resection,  operation  on  third  day  of 
bleeding. 


i able  mortality,  and  reports  suggest  that  the 
operation  offers  considerable  protection  against 
recurrent  hemorrhage.10-12 

Peptic  Ulcer 

There  were  16  deaths  caused  by  bleeding 
front  a peptic  ulcer  (Table  III).  Thirteen 

patients  were  male  and  three  female.  In  11 

cases  the  ulcer  was  located  in  the  duodenum; 
in  four  the  stomach  was  involved,  and  in  one 
case  the  ulcer  developed  at  the  site  of  anasto- 
mosis between  jejunum  and  stomach.  No 

deaths  occurred  in  patients  under  fifty  years 

of  age,  and  11  of  the  16  deaths  were  in  patients 

over  seventy  years  of  age.  Eight  patients  gave 

no  history  of  previous  bleeding;  five  had  bled 

once,  and  only  three  had  had  two  or  more  hem- 
orrhages. The  rapidity  of  the  fatal  hemorrhage 

' is  indicated  by  the  fact  that  three  patients  died 
within  twenty-four  hours,  three  died  within 
forty-eight  hours,  and  ten  bled  for  more  than 

i forty-eight  hours. 

Eleven  patients  died  while  actively  bleeding. 
Since  only  two  had  received  as  much  as  2,000  cc. 
of  blood  at  the  time  of  death,  it  appears  probable 
that  adequate  blood  replacement  would  have 
prevented  some  or  even  most  of  these  fatalities. 

The  five  patients  who  died  after  bleeding  had 
been  controlled  are  of  particular  interest  and 
are  reported  in  some  detail. 


Case  1.  A fift.y-fivo-vcar-old  man  had  bled  for 
seven  days  and  was  semicomatose  when  subjected  to 
gastric  resection.  He  died  four  days  later  without 
ever  fully  regaining  consciousness.  It  was  felt  that 
death  was  due  to  cerebral  damage  caused  by  anemia 
and  anoxia. 

Case  2. — A sixty-nine-year-old  man  had  bled  for 
three  days  following  a gastroenterostomy  done  for 
pyloric  obstruction.  A gastric  resection  was  then 
undertaken  in  an  effort  to  control  the  bleeding  which 
was  thought  to  be  from  the  original  ulcer.  The 
patient  died  six  days  after  resection.  Death  ap- 
peared to  be  due  to  a failure  of  renal  function.  An 
autopsy  could  not  be  obtained. 

Case  3. — A seventy-six-year-old  man  who  had 
bled  severely  stopped  bleeding  after  receiving  2,000 
cc.  of  blood.  He  died  six  days  later  of  coronary 
thrombosis.  This  diagnosis  was  confirmed  by 
autopsy. 

Case  4 ■ — A fifty-year-old  woman  who  was  known 
to  have  hypertension  stopped  bleeding  after  receiv- 
ing 3,500  cc.  of  blood  but  died  eight  days  later. 
Death  was  thought  to  be  caused  by  cerebral  throm- 
bosis. A postmortem  examination  was  not  done. 

Case  5. — A seventy-five-year-old  man  stopped 
bleeding  after  receiving  3,500  cc.  of  blood.  Death, 
twenty-five  days  later,  was  caused  by  a coronary 
thrombosis,  which  was  confirmed  by  autopsy. 

The  literature  on  the  treatment  of  bleeding 
peptic  ulcers  indicates  that  although  most 
patients  will  stop  bleeding  with  nonoperative 
treatment  which  includes  adequate  blood 
replacement,  some  patients,  particularly  those 
over  fifty  years  of  age,  will  continue  to  bleed 
unless  the  hemorrhage  is  controlled  by  operation. 
The  chief  problem  in  deciding  on  operative  or 
nonoperative  therapy,  therefore,  is  concerned 
with  a method  of  determining  which  patients 
will  recover  without  operation  and  which  are 
likely  to  die  if  operation  is  withheld  or  unduly 
postponed. 

Amendola  believes  that  patients  over  fifty 
years  of  age  who  continue  to  show  a rapid  pulse, 
drop  in  blood  pressure,  slight  air  hunger,  and 
other  signs  of  continued  bleeding  despite  re- 
peated transfusions  over  a period  of  twenty-four 
hours  require  surgical  intervention.i * * * * * * * * * * *  13  He  believes 
that  younger  patients  may  be  observed  for  forty- 
eight  hours  before  a decision  is  made.  He  advises 
against  operation  in  patients  who  are  first  seen 
after  many  days  of  severe,  continuous,  or  repeated 
hemorrhages. 

Heuer  has  stressed  the  danger  of  fatal  hem- 
orrhage in  the  patient  who  starts  to  bleed  while 
in  the  hospital  and  receiving  good  medical 
treatment.14 

Dunphy  and  Hoerr  state  that  the  principal 
indication  for  emergency  operation  is  not  the 
amount  but  the  rate  of  bleeding  as  evidenced  by 
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recurrent  syncope  or  shock  after  the  circulation 
has  once  been  stabilized  by  transfusion  and  de- 
spite continuous  transfusion  at  an  average  rate 
of  not  more  than  500  cc.  every  eight  hours.15 

The  fatal  cases  here  reported  emphasize 
the  fact  stressed  by  Allen  and  others  that  age 
and  arteriosclerosis  materially  increase  the 
possibility  of  a fatal  outcome  in  the  patient  with 
a bleeding  peptic  ulcer.16,17  The  following  con- 
clusions regarding  treatment  are,  we  believe, 
justified: 

1.  Prompt  and  adequate  blood  replacement  is 
the  primary  consideration. 

2.  When  such  therapy  fails  early  surgical  inter- 
vention is  indicated. 

3.  Operations  are  usually  futile  after  patients 
have  suffered  cerebral  or  other  irreversible 
damage. 

4.  The  incidence  of  vascular  accidents,  such 
as  thrombosis,  is  probably  increased  by  hem- 
orrhage and  blood  replacement. 

Anticoagulant  Therapy 

Three  patients  died  from  gastrointestinal 
hemorrhage  while  receiving  anticoagulant  ther- 
apy. Two  of  these  patients  were  eighty  years 
of  age  and  were  receiving  anticoagulants  for 
arteriosclerotic  gangrene.  The  third  patient, 
a man  of  sixty  years  of  age,  with  arteriosclerotic 
heart  disease  and  auricular  fibrillation  was  given 
anticoagulants  after  a femoral  embolectomy. 
He  died  by  rapid  hemorrhage  from  a chronic 
duodenal  ulcer. 

Miscellaneous  Causes 

The  five  remaining  deaths  were  caused  by 
bleeding  from  such  diverse  lesions  as  the  rupture 
of  an  aortic  aneurysm  into  the  duodenum, 
atrophic  gastritis,  adenomata  of  the  stomach, 
multiple  nonspecific  ulcers  of  large  and  small 
bowel,  and  finally  one  case  in  which  no  cause 
for  the  bleeding  could  be  determined  at  autopsy. 


In  retrospect,  it  appears  unlikely  that  any  of 
these  patients  would  have  benefited  by  operation. 

Summary  and  Conclusions 

1.  In  a series  of  44  cases  of  fatal  gastrointestinal 
hemorrhage,  20  deaths  were  caused  by  bleeding 
from  esophageal  varices,  and  10  deaths  were 
due  to  bleeding  peptic  ulcers.  Bleeding  in  the 
remaining  eight  deaths  was  from  a variety  of 
causes. 

2.  Age  and  its  accompanying  vascular  changes 
materially  increase  the  probability  of  a fatal 
outcome  in  patients  with  gastrointestinal  bleed- 
ing. 

3.  Prompt  and  adequate  blood  replacement  is 
essential  in  combating  hemorrhage. 

4.  Patients  with  bleeding  peptic  ulcers,  who 
cannot  be  controlled  by  transfusion,  should 
be  subjected  to  emergency  gastrectomy  before 
there  is  irreversible  damage  to  the  brain  and 
other  organs. 

5.  It  is  unlikely  that  any  of  the  fatal  cases 
here  recorded,  except  those  with  bleeding 
ulcers,  would  have  benefited  from  an  emer- 
gency operation. 
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HOME  CARE  BY  HOSPITALS 

In  a voluminous  report  from  the  Commissioner  of 
Hospitals  of  New  York  City,  for  1951,  interest 
attaches  to  the  largest  number  of  patients  cared  for 
in  the  history  of  the  Department,  a total  of  279,093 
inpatients  and  2,167,300  visits  by  outpatients. 
This  was  done  in  the  face  of  great  and  deplorable 
shortages  of  nurses,  interns,  and  other  workers. 
Ward  congestion  was  avoided  in  great  degree  by 
“home  care,”  introduced  three  years  ago,  which  has 


become  the  equivalent  of  a 2,150-bed  hospital 
operating  at  the  normal  bed-occupancy  rate  of  85 
per  cent.  Without  “home  care,”  the  Commissioner 
estimated  that  the  wards  of  the  general  municipal 
hospitals  would  be  operating  at  an  occupancy  rate  of 
113  per  cent. 

Two  new  institutions  could  be  operated  only  par- 
tially because  of  the  shortage  of  nursing  and  other 
personnel. 


PROLAPSE  OF  THE  GASTRIC  MUCOSA:  A CLINICAL  AND 
RADIOLOGIC  ENTITY 

Frederick  Elias,  M.D.,  and  Stanley  A.  Kornblum,  M.D.,  Monticello,  New  York 
( From  the  Monticello  Hospital) 


11  IS  our  purpose  m tms  article  to  stress  me  im- 
portance of  recognizing  and  evaluating  prolapse 
of  the  gastric  mucosa  into  the  duodenal  bulb  as  a 
definite  clinical  and  radiologic  entity.  This 
concept  is  still  challenged  by  many  competent 
gastroenterologists  who,  for  many  years,  have 
either  failed  to  note  or  indeed  disregarded  the 
clinical  and  radiologic  findings  in  this  condition. 
So  eminent  an  authority  as  Bockus  states  that 
“prolapse  of  the  gastric  mucosa  through  the  py- 
lorus is  a rare  cause  of  gastric  symptoms.”1  This 
attitude  may  be  explained  by  the  fact  that  the 
clinical  symptomatology  either  closely  resembles 

ithat  of  peptic  ulceration  or  is  so  atypical  that  in 
either  case  roentgen  examination  is  often  omitted. 
In  addition,  the  roentgen  demonstration  is 
variable,  depending  upon  whether  the  gastric 
mucosa  is  prolapsed  at  the  time  of  examination  or 
has  temporarily  reduced  itself. 

All  theories  of  the  etiology  appear  to  agree  that 

1 prolapse  probably  occurs  as  a result  of  an  ana- 
tomic defect  of  the  gastric  wall  in  the  prepyloric 
region  in  combination  with  hypertrophied  rugal 
folds  such  as  occur  with  gastritis. 

Case  Reports 

Case  1. — L.  S.,  a thirty-five-year-old  white  male, 
was  first  seen  on  September  27,  1949.  At  this  time 
he  complained  of  indigestion,  heartburn,  nausea, 
and  epigastric  tenderness  after  meals,  all  for  about 
the  past  two  and  one-half  weeks.  There  was  no 
history  of  night  pain,  melena,  tarry  stools,  or  food 
; relief.  Patient  felt  better  before  eating.  Physical 
examination  was  essentially  negative.  He  was 
placed  on  a bland  diet  as  well  as  antispasmodics 
with  mild  sedation.  He  responded  well  to  this  con- 
servative therapy.  No  roentgen  examination  of  the 
gastrointestinal  tract  was  done  at  this  time. 

Patient  was  seen  again  on  December  20,  1950,  at 
which  time  he  was  complaining  of  epigastric  dis- 
tress, a sense  of  epigastric  fullness  after  meals,  and 
nocturnal  pain.  These  symptoms  had  persisted  for 
the  past  five  weeks  and  were  temporarily  relieved 
by  food  and  antacids.  He  had  a definite  history  of 
tarry  stools  for  three  days  about  two  weeks  prior  to 
this  visit.  There  was  no  weight  loss.  Physical 
examination  was  essentially  negative  except  for 
slight  tenderness  in  the  epigastrium.  Urine  and 
complete  blood  count  were  essentially  normal. 
Stools  were  guaiac  positive.  A clinical  diagnosis  of 
peptic  ulcer  was  made.  X-ray  examination  was  done 
and  revealed  a filling  defect  in  the  base  of  the  duo- 
denal cap,  characteristic  of  prolapse  of  the  gastric 
mucosa  (Figs.  1 and  2). 


Fig.  1.  Case  1 — Polygram  showing  constancy  of 
the  filling  defect  of  the  duodenal  cap. 


The  patient  was  placed  on  a conservative  ulcer 
regime  of  diet,  antacids,  and  antispasmodics. 
Within  a week  he  was  markedly  improved,  and  his 
stools  became  guaiac  negative.  He  has  remained 
asymptomatic  to  date. 

Case  2* — -Mrs.  Von  I.,  a seventy-two-year-old 
female,  had  a history  of  mild  diabetes  and  an  unex- 
plained anemia  for  three  years.  The  patient  had 
no  symptoms  referable  to  the  gastrointestinal  tract. 
The  anemia  fluctuated  from  a hemoglobin  of  58 
per  cent  and  3,500,000  red  blood  cells  to  90  per  cent 
hemoglobin  and  4,480,000  red  blood  cells.  In  No- 
vember, 1950,  the  hemoglobin  suddenly  dropped  to 
58  per  cent,  and  the  patient  was  transfused.  Be- 
cause of  the  sudden  drop  in  her  hemoglobin,  investi- 
gation of  the  gastrointestinal  tract  was  undertaken 
in  order  to  rule  out  a possible  source  of  blood  loss. 

♦Courtesy  of  Dr.  J.  Schwarz,  Monticello,  New  York. 
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Fig.  2.  Case  1 — An  oval,  sharply  demarcated  fil- 
ling defect  of  the  base  of  the  duodenal  cap. 


Roentgen  studies  of  the  upper  and  lower  gastro- 
intestinal tract  were  done  on  December  13,  1950. 
The  only  positive  finding  was  prolapse  of  the  gas- 
tric mucosa  (Fig.  3).  The  patient  was  transferred 
to  an  institution  in  New  York  City  on  December  17, 
1950.  Repeated  roentgen  studies  on  December  18, 
20,  and  30,  1950,  showed  antral  gastritis  as  well  as 
prolapse  of  the  gastric  mucosa.  Despite  the  fact 
that  the  patient’s  stools  were  consistently  guaiac 
positive  and  no  other  source  of  bleeding  could  be 
demonstrated,  it  was  felt  at  this  institution  that  the 
prolapse  was  not  significant.  The  patient  was  dis- 
charged on  January  5,  1951. 

Because  of  the  conflicting  opinions,  the  patient 
refuses  surgical  intervention.  As  of  this  date,  her 
stools  are  still  guaiac  positive,  and  her  hemoglobin 
continues  to  fluctuate. 

Diagnosis 

The  fallacy  of  making  a clinical  diagnosis  of 
gastrointestinal  pathology  without  confirmatory 
roentgen  evidence  has  been  reported  previously 
by  one  of  us  (S.K.).2  The  clinical  symptoma- 
tology of  prolapsed  gastric  mucosa  may  very 
closely  simulate  that  of  peptic  ulcer  ‘(Case  1),  or 
there  may  be  no  symptoms  except  for  silent 
bleeding  (Case  2).  It  frequently  will  respond  to 
conservative  ulcer  therapy  as  did  Case  1. 

The  only  exact  method  of  demonstrating  the 
prolapsed  gastric  mucosa  is  roentgenologic  exam- 
ination of  the  stomach  and  duodenum.  Multi- 
ple films  of  the  duodenal  cap  in  upright  and  prone 
position  are  required.  The  pathognomonic  pic- 
ture is  that  of  a sharply  defined,  oval  filling  defect 


Fig.  3.  Case  2 — Central  filling  defect  of  the  duo- 
denal cap  at  its  base  with  prolapsing  folds  of  a gas- 
tric mucosa. 


in  the  base  of  the  duodenal  cap.  This  may  be 
associated  with  antral  gastritis  and  thickened 
mucosal  folds. 

Summary 

1.  Two  cases  of  prolapsed  gastric  mucosa 
associated  with  gross  hemorrhage  are  presented. 

2.  No  ulceration  of  either  stomach  or  duo- 
denum was  present. 

3.  In  mild  cases  medical  management  should 
be  attempted  before  surgery.  Recurrent  gross 
hemorrhage  should  be  an  indication  for  surgical 
intervention. 

4.  All  cases  of  unexplained  melena  should 
have  repeated  studies  to  rule  out  prolapse  of  the 
gastric  mucosa. 

5.  All  clinical  diagnoses  of  gastrointestinal 
pathology  should  be  confirmed  by  roentgen 
studies. 

6.  It  is  hoped  that  an  awareness  of  this  con- 
dition will  make  it  more  often  diagnosed  in  the 
future  since  it  is  undoubtedly  much  more  prev- 
alent than  reports  would  indicate. 
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IMPORTANCE  OF  ADEQUATE  EXCISION  OF  ALL  INCOMPETENT 
PERFORATOR  VESSELS  IN  THE  SURGICAL  TREATMENT  OF 
VARICOSE  VEINS 

Use  of  a New  Marking  Ink  to  Delineate  Varices 


Robert  A.  Nabatoff,  M.D.,  New  York  City 

THE  literature  is  replete  with  suggestions 
for  the  treatment  of  varicose  veins.  This 
report  describes  a surgical  technic,  performed 
under  local  anesthesia,  which  has  proved  emi- 
nently satisfactory  in  the  treatment  of  varicose 
veins.  The  entire  procedure  is  carried  out  on  an 
ambulatory  basis.  The  utilization  of  a new 
marking  ink  is  described. 

During  the  past  few  years  every  report  per- 
taining to  the  surgery  of  varicose  veins  has 
emphasized  the  importance  of  an  adequate  high 
ligation  of  the  great  saphenous  vein.  This  im- 
plies that  all  of  the  branches  in  the  uppermost 
thigh  region  are  ligated,  together  with  ligation 
of  the  saphenous  vein  flush  with  the  femoral. 
If  a procedure  of  this  type  is  not  carried  out,  the 
varices  will  probably  recur.  As  to  the  next 
operative  step  to  be  taken,  however,  there  is  a 
great  difference  of  opinion.  Any  one  of  the 
following  four  types  of  procedure  may  be  per- 
formed: (1)  obliteration  of  the  residual  varices 
by  repeated  postoperative  injections  of  a scleros- 
ing solution,  (2)  mass  retrograde  injection  of  the 
distal  saphenous  vein,  (3)  a stripping  procedure, 
or  (4)  multiple  ligations  of  the  saphenqus  and 
perforator  veins. 

In  former  years  it  was  frequent  practice  to 
treat  varicose  veins  by  the  injection  method 
alone.  It  is  now  known  that  this  mode  of 
treatment  is  unsatisfactory,  except  for  the 
“spider”  type  of  varix.  If  a high  saphenous 
vein  ligation  is  performed  and  the  residual  varices 
are  injected  postoperatively,  numerous  injections 
are  frequently  necessary.  The  occasional  oc- 
currence of  allergic  manifestations,  skin  sloughs, 
and  deep  phlebitis  as  a result  of  the  injections 
add  somewhat  to  the  hazards  of  treatment. 
It  is  doubtful  whether  the  injection  method  is 
ideal  for  large  “blowouts”  below  the  sapheno- 
femoral  junction.  Since  it  is  difficult  to  localize 
the  effects  of  the  sclerosing  solution  accurately, 
deleterious  effects  may  be  produced  within  the 
deep  venous  system. 

If  the  mass  retrograde  injection  of  a sclerosing 
agent  is  carried  out  immediately  following  a 
high  ligation,  there  is  a relatively  high  incidence 
of  untoward  postoperative  reactions. 1(  2 Further- 
more, experimental  studies  have  revealed  that 
the  irritant  may  cause  adverse  effects  in  the  deep 
veins.3 


The  stripping  procedure  for  varicose  veins 
is  widely  used,  but  there  are  several  inherent 
difficulties.  The  patient  is  usually  anesthetized, 
which  adds  to  the  operative  risk  and  necessitates 
at  least  several  hours  of  bed  rest  postoperatively. 
This  immobilization  and  the  surgical  manipula- 
tion performed  adjacent  to  the  deep  veins  are 
conducive  to  the  development  of  thromboembolic 
phenomena.  In  addition,  even  if  the  main 
saphenous  vein  is  stripped,  aberrant  saphenous 
trunks  and  the  stumps  of  incompetent  perforator 
vessels  may  persist  and  cause  the  recurrence  of 
varices  (Fig.  1A). 

Another  method  of  treatment  is  the  multiple 
ligation  technic.  A high  ligation  of  the  saphe- 
nous vein  is  performed,  together  with  multiple 
ligations  of  perforator  vessels.  One  advantage 
is  that  this  can  be  performed  under  local  anes- 
thesia. This  allows  for  immediate  postoperative 
mobilization  and  therefore  decreases  the  tendency 
toward  thrombus  formation  in  the  deep  veins. 
The  disadvantage  of  this  operation  is  that  even 
if  incompetent  perforator  vessels  are  accurately 
localized  preoperatively,  they  are  usually  ligated 
at  their  junction  with  the  saphenous  vein  and 
not  flush  with  the  deep  system.  As  can  be  seen 
in  Fig.  1,  the  “blowout”  persists,  and  this  re- 
gurgitation may  cause  dilatation  of  adjacent 
veins  and  the  reformation  of  varices.  Further- 
more, the  varicose  vein  segments  between  the 
ligation  sites  often  require  repeated  postoperative 
injections. 

It  is  undoubtedly  true  that  satisfactory  results 
can  be  achieved  in  many  patients  with  varicose 
veins  with  any  of  the  above  methods  of  treatment 
because  the  predominant  incompetency  is  fre- 
quently at  the  saphenofemoral  junction  and  a 
high  ligation  is  included  in  all  of  these  technics. 
However,  in  those  individuals  with  multiple  in- 
competent perforators  the  results  reported  have 
not  been  entirely  satisfactory.  The  exact 
etiology  of  varicose  veins  is  not  known,  and  in 
spite  of  an  apparently  adequate  operation,  the 
disease  tends  to  be  progressive  in  some  individ- 
uals. Perhaps  a more  radical  procedure  should 
be  performed  initially  in  order  to  minimize  the 
recurrence  of  varicosities. 

Technic 

The  procedure  outlined  in  this  report  is  really 
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a combination  of  several  technics,  and  many  of 
its  features  are  based  upon  the  anatomic  studies 
carried  out  by  Sherman.4  It  consists  essentially 
of  dissecting  all  incompetent  perforators  down 
to  the  deep  veins  so  that  the  “blowouts”  are  li- 
gated deep  to  the  fascia  (Fig.  IB).  In  order  to 
decrease  the  required  number  of  postoperative 
injections,  the  segment  of  saphenous  vein  be- 
tween two  incompetent  perforator  vessels  is  ex- 
cised in  toto  with  the  aid  of  an  extraluminal  strip- 
per. In  effect,  all  “blowouts”  are  cutoff  at  their 
source,  and  a major  portion  of  the  saphenous 
system  is  extirpated.  When  indicated,  a similar 
procedure  is  carried  out  along  the  short  saphenous 
vein. 

Several  hours  prior  to  operation,  the  varices 
are  completely  marked  out  with  Cado 
skin  marking  ink.61*  This  is  performed  after 
the  patient  has  been  standing  for  about  fif- 
teen minutes  so  that  the  varices  assume  the 
greatest  possible  prominence.  The  ink  washes 
off  easily  with  ether  or  benzene  but  is  not  soluble 
in  alcohol,  soap,  or  tincture  solutions.  If  the 
skin  preparation  is  carried  out  with  pHisoderm 
or  other  appropriate  agents,  the  marking  re- 
mains undisturbed.  The  operation  is  greatly 
facilitated  since  the  location  and  course  of  each 
varix  are  clearly  delineated.  Very  small  in- 
cisions can  therefore  be  made.  The  skin  marking 
also  aids  considerably  in  guiding  the  injection  of 
a local  anesthetic  agent  along  the  course  of  the 
saphenous  vein  just  prior  to  the  stripping  pro- 
cedure. 

The  first  operative  step  is  a high  ligation  of  the 
saphenous  vein.  The  ligature  is  placed  flush 
with  the  femoral  vein,  and  all  adjacent  branches 
are  divided.  It  is  assumed  that  the  sites  of  all 
incompetent  perforator  vessels  have  been  ac- 
curately localized  preoperatively.  The  usual 
sites  for  perforators  are  known,  and  the  pattern 
formed  by  incompetent  vessels  is  fairly  constant. 
“Blowouts”  are  common  along  the  course  of 
the  great  saphenous  vein  in  the  midthigh  just 
above  and  below  the  knee  and  in  the  upper  and 
middle  leg  regions.  If  every  incompetent  per- 
forator is  extirpated,  a good  result  can  be  antici- 
pated. It  is  obviously  impracticable  to  dissect 
out  every  communication  between  the  deep  and 
superficial  veins,  but  in  the  vast  majority  of 
cases  only  a few  of  these  vessels  become  incom- 
petent. If  even  one  incompetent  vein  persists, 
the  stage  is  set  for  the  recurrence  of  varicosities. 
As  stressed  by  Sherman,  the  success  of  the  opera- 
tion varies  in  direct  proportion  to  the  ability  of 
the  surgeon  to  eradicate  all  incompetent  per- 
forator vessels.4 


* Produced  by  the  Cushman  and  Denison  Mfg.  Co., 
New  York  City. 


Fig.  1.  (A)  Schematic  illustration  of  the  im- 

proper ligation  sites  for  incompetent  perforator 
veins.  The  abnormal  reflux  of  blood  from  the  deep 
to  the  superficial  veins  still  occurs  via  veins  A 
and  B,  and  this  is  likely  to  cause  the  recurrence 
of  varices.  This  diagram  demonstrates  why  the 
usual  stripping  procedure  is  not  always  effective. 
(1)  Common  femoral  vein,  (2)  great  saphenous 
vein,  (3)  popliteal  vein,  (4)  short  saphenous  vein. 

(B)  Schematic  illustration  of  the  proper  ligation 
sites  for  incompetent  perforator  veins.  Each 
“blow-out”  is  cut  off  at  its  source,  and  this  effec- 
tively eliminates  abnormal  reflux  from  the  deep 
to  the  superficial  veins.  (1)  Common  femoral 
vein,  (2)  great  saphenous  vein,  (3)  popliteal  vein, 
(4)  short  saphenous  vein,  (5)  incompetent  per- 
forator vein. 


In  a patient  with  saphenofemoral  incompetency 
and  several  incompetent  perforators  in  the  thigh 
and  leg,  the  great  saphenous  vein  is  completely 
stripped  out  from  the  groin  to  a point  below  the 
lowest  incompetent  vessel,  and  each  perforator 
vein  is  completely  dissected  out  and  ligated  deep 
to  the  fascia.  The  number  of  incisions  varies 
with  the  number  of  incompetent  perforators.  The 
incisions  made  to  expose  the  perforator  veins 
are  transverse  and  very  short,  leaving  a prac- 
tically invisible  scar. 

In  some  individuals  the  presence  of  diseased 
skin  or  of  extremely  tortuous  veins  may  make 
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stripping  impossible.  In  an  occasional  patient, 
stripping  may  be  difficult  under  local  anesthesia. 
The  all-important  step,  however,  is  the  elimina- 
tion of  all  “blowouts”  and  not  the  excision  of 
long  vein  segments.  The  varices  are  merely 
secondary  to  the  “blowouts.”  The  stripping 
procedure  which  is  performed  does,  however, 
eliminate  large  segments  of  varices  and  thus 
eliminates  the  necessity  for  numerous  postopera- 
tive injections.  If  incompetency  develops  in 
other  perforators  at  a future  time,  local  injections 
or  complete  excision  under  local  anesthesia  can 
be  performed  as  an  office  procedure. 

It  has  been  estimated  that  the  short  saphenous 
system  is  diseased  in  approximately  5 to  15  per 
cent  of  the  patients  with  varicose  veins.  If 
incompetent  perforators  exist  along  the  course  of 
this  vessel,  they  should  be  treated  in  the  same 
manner  as  those  along  the  great  saphenous  vein. 
If  there  is  any  doubt  as  to  the  competency  of 
the  lesser  system,  it  is  preferable  to  expose  the 
short  saphenous  vein  in  the  popliteal  space  by 
means  of  a short  transverse  incision.  It  should 
be  ligated  flush  with  the  popliteal  vein  (Fig.  IB). 
If  this  is  not  done,  the  “blowout”  site  persists, 
and  varices  will  recur,  circumventing  the  ligation 
site  (Fig.  1A). 

The  operation  is  always  performed  in  the 
hospital,  but  on  an  ambulatory  basis.  The 
patient  is  discharged,  wearing  ace  bandages 
from  the  toes  to  the  groin,  and  he  is  instructed 
to  walk  immediately  following  completion  of  the 
operation.  This  decreases  the  tendency  toward 
thromboembolic  phenomena  and  other  post- 
operative complications.  Most  of  the  patients 
return  to  their  usual  occupations  within  a few 
days.  The  postoperative  treatments  are  decreased 
to  a minimum  because  very  few,  if  any,  injections 
of  sclerosing  solution  are  necessary.  This  opera- 
tive procedure  has  been  performed  upon  63 
patients  during  the  past  two  years.  Although 
the  results  have  been  excellent  thus  far,  this 


presentation  must  be  considered  a preliminary 
report  since  it  is  difficult  to  evaluate  postopera- 
tive results  properly  until  after  at  least  four  or 
five  years  have  elapsed. 

The  problems  posed  by  any  patient  must  be 
individualized  since  the  pattern  of  varicosities 
varies  so  markedly.  In  one  patient  it  may  be 
sufficient  to  perform  merely  a high  ligation.  In 
another  the  great  saphenous  vein  may  not  be 
involved  at  all,  the  varices  being  due  to  incompe- 
tent perforators  in  the  calf.  The  important 
feature  is  to  mark  out  every  incompetent  vein 
accurately  and  then  to  ligate  each  one  as  close 
as  possible  to  the  deep  venous  system.  Since 
other  “blowouts”  may  appear  in  the  future,  the 
patient  should  be  informed  of  this  fact  and  return 
for  an  evaluation  at  regular  intervals.  In  this 
way,  all  budding  varices  can  be  obliterated,  and 
the  complications  secondary  to  varicose  veins 
will  be  prevented. 

Conclusions 

1.  In  the  treatment  of  varicose  veins  the  usual 
stripping  and  multiple  ligation  technics  have  not 
proved  completely  satisfactory. 

2.  A procedure  which  is  a combination  of 
several  methods  is  described.  It  is  performed 
under  local  anesthesia  on  an  ambulatory  basis. 
The  “blowout”  sites  are  effectively  eliminated, 
and  the  required  number  of  postoperative  treat- 
ments is  decreased  to  a minimum. 

3.  A new  marking  ink  which  is  used  to  delineate 
the  varices  is  described. 
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ACCIDENT  FATALITIES  INCREASE 
Accident  fatalities  in  the  United  States  increased 
markedly  in  1951,  reversing  the  downward  trend  of 
the  preceding  three  years,  Metropolitan  Life  Insur- 
ance Company  statisticians  report.  It  is  estimated 
that  approximately  95,000  lives  were  lost  in  acci- 
dents during  1951,  about  5,000  more  than  in  1950. 

Each  of  the  main  classes  of  mishaps,  except  home 
accidents,  accounted  for  more  deaths  in  1951  than  in 
the  year  before.  Motor  vehicle  fatalities  increased 
by  approximately  2,500,  reaching  a total  of  37,500, 
the  highest  annual  toll  in  a decade. 

Mishaps  in  the  course  of  and  arising  out  of 


employment  were  responsible  for  an  estimated 
16,500  deaths,  a substantial  rise  from  the  year  be- 
fore, reflecting  the  increase  in  industrial  activity. 
Fatalities  in  public  accidents,  other  than  motor 
vehicle,  rose  to  about  16,000  in  1951.  On  the  other 
hand,  fatal  injuries  in  and  about  the  home  showed 
little  change  from  the  toll  of  27,500  in  1950. 

A rise  in  the  already  large  number  of  lives  sacri- 
ficed to  accidents  each  year  would  be  disconcerting 
at  any  time,  but  it  is  particularly  so  at  this  critical 
period  when  manpower  is  urgently  needed  for  our 
armed  forces  and  our  national  production. 


PHYSIOLOGIC  PRINCIPLES  IN  THE  SURGICAL  MANAGEMENT  OF 
PEPTIC  ULCER 

Cyril  J.  Jones,  M.D.,  Brooklyn,  New  York 

{From,  the  Department  of  Surgery,  Maimonides  Hospital  of  Brooklyn) 


THE  majority  of  the  many  different  opera- 
tions prescribed  for  nonstenosing  peptic 
ulcer  have  as  their  primary  purpose  the  reduction 
of  the  acidity  of  the  gastric  secretions.  The 
source  of  the  gastric  secretions  is  the  gastric 
glands  which  are  made  up  of  four  types  of  cells: 
the  chief  cells,  believed  to  secrete  the  enzyme 
pepsin,  the  mucus  cells  which  secrete  mucus, 
the  argentoffine  cells  whose  exact  function  is 
unknown,  and  the  parietal  cells  which  secrete 
hydrochloric  acid.  In  the  human  stomach 
the  parietal  or  acid-secreting  cells  occur  in  moder- 
ate numbers  in  the  fundus,  in  veiy  great  number 
through  the  body,  and  are  absent  or  nearly  so 
in  the  pyloric  end.1  The  secretion  of  the  gastric 
juices  and  hydrochloric  acid  is  controlled  at  three 
levels  in  the  body.  They  are  commonly  referred 
to  as  (1)  the  psychic  phase,  (2)  the  gastric  phase, 
and  (3)  the  intestinal  phase.2 

Psychic  Phase. — The  flow  of  juice  that  occurs 
as  a result  of  a nervous  reflex  or  when  the  vagus 
nerve  is  directly  stimulated  is  termed  the  psychic 
or  cephalic  phase  of  gastric  secretion.  It  was 
originally  demonstrated  by  Pavlov  in  dogs, 
and  his  experiments  were  extended  to  humans 
by  others. 3~6  The  pathways  for  these  nervous 
impulses  to  the  stomach  are  the  left  and  right 
vagus  nerves.  As  the  left  vagus  emerges  through 
the  esophageal  hiatus  into  the  abdominal  cavity, 
it  sends  several  diverging  branches  to  the  anterior 
wall  of  the  stomach,  to  the  lesser  curvature,  and 
to  the  liver.  These  branches  anastomose  freely 
with  one  another  and  with  the  sympathetic 
nerves  also  supplying  the  stomach.  The  right 
vagus  nerve  in  a similar  way  gives  branches  to 
the  posterior  wall  of  the  stomach.  The  majority 
of  its  fibers,  however,  pass  near  the  left  gastric 
artery  to  the  celiac  ganglion,  then  to  the  superior 
mesenteric  artery  with  which  it  sends  branches 
to  the  entire  small  intestine.  The  right  vagus 
nerve  also  sends  small  branches  to  the  spleen, 
pancreas,  kidney,  and  suprarenals.6 

When  the  vagi  are  severed  at  or  above  the 
level  of  the  esophagogastric  junction,  the  respon- 
siveness of  the  parietal  cells  to  all  direct  stimuli 
(such  as  histamine)*  is  reduced.  The  flow  of 
impulses  from  the  higher  centers  of  the  brain 
to  the  stomach  is  stopped.  This  was  conclusively 
shown  by  Pavlov  in  his  classic  sham-feeding 
experiments  on  dogs. 

Presented  at  the  monthly  meeting  of  the  Provident  Clinical 
Society,  Brooklyn,  New  York,  February  27,  1951. 


The  cephalic  phase  of  gastric  secretion  is  of 
particular  importance  in  those  nervous  high 
strung  ulcer  patients  whose  fasting  gastric  acidity 
is  exceptionally  high,  so  high  in  fact  that  subtotal 
gastrectomy  alone  is  insufficient  to  effect  an  ade- 
quate acid  reduction.  Klein  in  1929  was  the 
first  to  advocate  vagotomy  in  addition  to  sub- 
total resection  in  order  to  insure  adequate  re- 
duction of  acid  in  this  type  of  patient.7  He 
felt  that  division  of  the  vagi  and  elimination  of 
the  psychic  phase,  coupled  with  the  elimination 
of  the  gastric  phase  by  gastrectomy,  would  re- 
duce acid  secretion  to  the  desired  level.  Berg 
and  Winkelstein  presented  the  initial  report  on 
this  combined  procedure  in  1936,  and  since  then 
a host  of  papers  by  various  authors  has  appeared 
reciting  the  clinical  findings  in  patients  in  whom 
vagotomy  with  or  without  some  type  of  gastric 
resection  has  been  performed.8  Vagotomy  and 
subtotal  gastrectomy,  vagotomy  and  gastro- 
enterostomy, and  vagotomy  alone  have  been 
attempted  on  a sufficient  number  of  patients, 
and  sufficient  time  has  elapsed  to  permit  us  to 
begin  to  draw  some  conclusions  regarding  the 
efficiency  of  the  procedure  of  vagotomy. 

One  of  the  more  recent  communications  on 
peptic  ulcer  has  been  by  Colp,  who  has  performed 
bilateral  infradiaphragmatic  vagotomy  combined 
with  subtotal  gastrectomy  in  an  effort  to  diminish 
the  incidence  of  gastrojejunal  ulceration  following 
simple  gastrectomy.9  He  believes  that  this  double 
procedure  is  indicated  in  those  patients  in  whom 
the  preoperative  fasting  acidity  is  excessively  high 
and  in  whom  the  presenting  symptom  is  hemor- 
rhage without  pain,  two  categories  of  cases  in 
which  subsequent  jejunal  erosion  and  ulcers  often 
occur. 

Follow-up  results  (two  to  forty-two  months) 
showed  that  of  102  cases  of  duodenal  ulcer  treated 
by  subtotal  gastrectomy  without  vagotomy  there 
were  three  jejunal  ulcers.  In  88  cases  operated 
upon  during  the  same  period  and  in  which  vagot- 
omy was  combined  with  subtotal  gastrectomy 
there  were  no  jejunal  ulcerations.  While  the 
addition  of  infradiaphragmatic  vagotomy  did 
not  add  to  the  mortality,  it  did  add  to  the  im- 
mediate postoperative  morbidity,  a more  severe 
reaction  to  the  operation,  and  the  more  frequent 
occurrence  of  pulmonary  complications. 

Following  the  lead  of  Dragstedt  and  Owens, 
Colp  also  performed  vagotomy  alone  in  a limited 
number  of  patients  suffering  from  duodenal 
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ulcer.10  The  latter’s  results  were  found  to  be 
no  different  from  those  of  other  workers  at- 
tempting the  same  form  of  treatment.  There 
was  immediate  relief  of  pain  with  healing  of  the 
ulcer,  but  the  incidence  of  gastric  atony,  foul 
belching,  vomiting,  and  recurrence  of  the  ulcer 
was  prohibitively  high.  Half  of  Colp’s  patients 
suffered  from  one  or  more  of  these  complications. 
Hence,  severance  of  the  vagus  nerves  as  a sole 
procedure  is  not  considered  a reliable  therapeutic 
measure  for  peptic  ulcer,  and  it  has  now  fallen 
into  disrepute. 

Gastric  Phase. — The  secretion  of  gastric  juice 
which  results  from  influences  arising  within  the 
stomach  itself  is  referred  to  as  the  gastric  phase. 
When  food  enters  the  stomach,  the  glands  are 
stimulated  to  increase  the  secretion  of  juice. 
This  increase  in  flow  occurs  after  all  nerves  con- 
necting the  organ  with  the  central  nervous  sys- 
tem have  been  severed. 

This  phenomenon  of  gastric  activity  has  been 
known  for  a long  time.  In  1902  Bayliss  and  Star- 
ling discovered  a hormone,  secretin,  in  the  upper 
part  of  the  small  intestine  which  had  a very 
powerful  effect  upon  the  secretion  of  pancreatic 
juice.11  The  discovery  of  this  substance  led  Ed- 
kins  a few  years  later  to  search  for  one  of  a simi- 
lar nature  which  might  be  concerned  in  the  con- 
trol of  gastric  secretion.12-14  He  succeeded  in 
extracting  a substance  from  the  pyloric  mucosa 
which,  when  injected  intravenously,  had  a power- 
ful secretory  effect.  Edkins  gave  the  name 
gastrin  to  the  undetermined  principle  in  the 
active  extracts.  The  results  of  Edkins’  study 
coupled  with  further  observations  on  experi- 
mental animals  led  him  to  arrive  at  the  con- 
clusion that  gastrin,  formed  during  normal  di- 
gestion through  the  action  upon  the  pyloric 
mucosa  of  substances  derived  from  the  food, 
is  absorbed  into  the  blood  stream  and  upon  reach- 
ing the  parietal  cells  excites  them  to  activity. 

Later,  however,  the  results  of  work  by  others 
seemed  to  indicate  that  pyloric  extracts  were 
not  specific  but  that  other  tissue  extracts  also 
contained  a secretagogue  principle.15-17  It  was 
also  demonstrated  that  histamine  was  a power- 
ful stimulant  to  gastric  secretion,  and  it  was 
suggested  that  the  active  principle  in  Edkins’ 
extract  was  really  histamine. 

These  conflicting  findings  served  as  an  impetus 
to  a large  number  of  investigations.  The  ques- 
tion has  not  yet  been  answered,  but  the  current 
concept  is  that  the  hormone  gastrin  does  exist 
and  that  it  is  released  by  the  mucosa  of  the  antrum 
of  the  stomach  but  not  by  the  mucosa  of  fundus. 
When  certain  substances  which  are  present  in 
food  come  into  contact  with  the  antral  mucosa, 
gastrin  is  produced  or  liberated  into  the  blood 
stream.  If  the  antral  part  of  the  stomach  is 


partially  resected  and  isolated  from  the  flow  of 
food  from  esophagus  to  small  intestine,  the  acid- 
ity of  the  gastric  juice  of  the  remaining  portion 
of  the  stomach  decreases  markedly.  But  if 
food  is  placed  in  the  isolated  antral  pouch  of  the 
stomach,  the  acidity  of  the  juices  in  the  remnant 
stomach  in  the  gastrointestinal  circuit  suddenly 
increases.18-22 

The  stomach  operations  known  as  Billroth 
I,  Billroth  II,  Polya,  Hofmeister,  etc.,  are 
really  extensions  of  these  experiments  to  man 
whereby  the  antral  mucosa  of  the  stomach  is 
permanently  removed  from  the  gastrointestinal 
tract.  With  this  elimination  of  the  gastric  or 
hormonal  phase  of  acid  secretion  there  is  a drop 
in  free  hydrochloric  acid  up  to  70  to  80  per  cent 
of  preoperative  levels.  This  resection  of  the 
antrum  must  be  complete  for,  if  only  a small 
remnant  of  antrum  is  left  behind  to  come  into 
contact  with  food,  sufficient  gastrin  is  produced 
by  the  stump  to  obtain  full  effect  on  the  parietal 
cells  of  the  fundus  with  resulting  high  acid. 

Intestinal  Phase. — Increased  secretion  of  gas- 
tric juice  also  results  from  influences  arising 
from  the  intestine  after  the  food  has  passed 
through  the  pylorus.  This  is  termed  the  intestinal 
phase  of  gastric  secretion.  The  effect  of 
the  intestinal  phase  on  the  gastric  acid  se- 
cretion, while  a definite  one,  is  of  relatively 
minor  importance  in  comparison  to  the  effect 
of  the  other  two  phases.  This  last  level  of  control 
(intestinal)  is  four  times  less  important  than 
the  nervous  phase  and  six  times  less  important 
than  the  gastric  phase.23-25  It  is  not  considered 
to  be  of  any  importance  in  the  surgical  manage- 
ment of  duodenal  ulcer. 

Comment 

I*  WTien  one  studies  the  reports  of  clinics  from 
all  over  the  country,  one  obtains  the  impression 
that  the  best  results  in  the  operative  manage- 
ment of  peptic  ulcer  have  followed  the  procedure 
of  subtotal  gastrectomy  (removing  approxi- 
mately four-fifths  of  the  stomach)  and  gastroen- 
terostomy. The  recent  addition  of  the  procedure 
of  vagotomy  has  enabled  the  physician  to  narrow 
further  that  margin  of  patients  who  in  the 
past  have  responded  poorly  to  surgery. 
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FURACIN  SOLUBLE  DRESSING  IN  THE  TREATMENT  OF  INGROWN 
TOENAILS 

Lothar  Wirth,  M.D.,  Rensselaer,  New  York 


CONSERVATIVE  measures  in  the  treatment 
of  ingrown  toenail  usually  fail  to  bring  about 
a cure.1  A number  of  surgical  procedures 
have  brought  an  improvement  in  this  situation, 
but  their  effects  and  results  are  often  far  from 
satisfactory.  Keyes  reviews  the  different  ap- 
proaches and  evaluates  them  statistically.2 
In  his  series  a lasting  cure  was  obtained  only 
when  the  entire  nail  was  permanently  removed. 
It  is  self-evident  that  this  is  a rather  drastic 
step,  with  prolonged  invalidism,  particularly 
when  one  considers  the  trivial  conditions  for 
which  it  is  being  done. 

Two  thoughts  exist  as  far  as  the  etiology  of 
ingrown  toenail  is  concerned.  The  first  one 
explains  this  ailment  on  the  basis  of  intrinsic 
factors  solely,  namely,  exaggerated  curvature 
or  width  of  the  nail  or  hypertrophy  of  the  nail 
wall.  The  second  one  blames  an  accident  to 
the  falx  for  the  trouble.  In  this  consideration  an 
ulcer  results,  and  subsequent  infection  causes 
soft  tissue  to  grow  upon  the  nail,  creating  the 
impression  of  an  “ingrowing  nail.” 

Be  that  as  it  may,  to  change  the  shape  of  the 
nail  appeared  unnecessary  since  cure  could  be 
brought  about  by  treating  infection  and  heaped 
up  granulation  tissue  only.  For  this  purpose, 
Furacin  Soluble  Dressing  appeared  to  be  the 
ideal  agent.*  It  is  an  excellent  antibacterial 
drug  and  also  reduces  abnormal  tissue  growth.3- 4 
I have  therefore  used  Furacin  in  12  cases  of 
ingrown  toenail  that  have  come  under  my  care 
during  the  last  three  years.  In  order  to  apply 
it  to  every  part  of  the  diseased  area,  it  is  neces- 

*  Manufactured  by  Eaton  Laboratories,  Inc.,  Norwich, 
New  York. 


sary  to  remove  some  portions  of  the  nailplate. 
The  granuloma  frequently  involves  not  only 
the  falx  but  portions  of  the  nailbed  also.  In 
such  cases  suppuration  usually  produces  partial 
separation  of  the  nailplate;  complete  exposure 
of  the  diseased  area  then  is  not  difficult  and  only 
seldom  requires  the  use  of  an  anesthetic.  Once 
the  exposure  of  the  diseased  field  is  complete, 
the  whole  treatment  consists  in  application  of 
Furacin  on  a first-aid  band  which  the  patient 
changes  daily.  Repeated  trimmings  of  the  nail- 
plate should  be  carried  out,  of  course,  where  its 
regrowth  reaches  the  diseased  area  before  cure  is 
obtained. 

With  this  simple  procedure,  while  the  patients 
continued  at  their  various  occupations,  in- 
fection and  granulation  tissue  disappeared  in  all 
12  cases  within  one  to  two  months,  depending  on 
the  extent  and  severity  of  the  original  lesion. 

There  was  no  untoward  reaction  to  Furacin 
in  any  of  the  cases.  Without  hospitalization, 
without  discomfort,  without  loss  of  time  from 
work,  and  without  deformity  of  toe  or  nail, 
there  was  an  uneventful  recovery  in  all  12  cases. 

In  order  to  prevent  recurrence,  it  is  wise  to 
instruct  patients  to  cut  nails  straight  across 
and  not  down  toward  the  nail  wall.  It  is  equally 
important  to  have  stockings  and  shoes  amply 
wride. 
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SOME  BIOLOGIC  CONSIDERATIONS  IN  THE  TREATMENT  OF 
BREAST  CARCINOMA 

Maurice  M.  Black,  M.D.,  and  Francis  D.  Speer,  M.D.,  New  York  City 
{From  the  Department  of  Pathology,  New  York  Medical  College) 


AS  EARLY  as  fifty  years  ago  it  was  observed 
that  oophorectomy  or  destruction  of  the 
ovaries  by  metastatic  involvement  might  be 
followed  by  improvement  in  the  status  of  pre- 
menopausal patients  with  breast  carcinoma. 
Current  medical  practice  is  in  agreement  that 
antiestrogenic  measures  in  the  form  of  androgens 
and/or  sterilization  of  the  premenopausal  female 
with  disseminated  breast  carcinoma  may  be 
associated  with  dramatic  arrest  or  regression 
of  the  tumor  for  varying  periods  of  time.1-4 
These  observations,  coupled  with  the  demon- 
stration that  mammary  cancer  could  be  induced 
in  mice  by  the  injection  of  estrogens,  provided 
the  basis  for  the  now  familiar  attempts  to  control 
inoperable  breast  cancer  by  antiestrogenic  pro- 
cedures. Unfortunately,  the  benefit  of  such 
therapy  is  usually  short  lived,  and  no  significant 
prolongation  in  survival  times  has  been  claimed 
as  the  result  of  the  symptomatic  use  of  anti- 
estrogenic therapy  in  cases  already  showing 
disseminated  carcinomatosis. 

Although  the  use  of  androgens  and  castration 
for  the  symptomatic  treatment  of  metastatic 
breast  carcinoma  has  become  routine,  there 
has  been  a decided  hesitancy  to  employ  these 
procedures  as  a part  of  the  primary  treatment, 
namely,  at  the  time  of  or  shortly  after  the 
definitive  surgery  without  waiting  for  clinical 
evidence  of  distant  metastases  to  develop. 

In  view  of  the  discrepancy  between  the  wide 
symptomatic  use  of  these  procedures  and  their 
limited  primary  or  prophylactic  employment, 
it  appeared  worth  while  to  examine  the  available 
experimental  and  clinical  data  to  evaluate  more 
properly  the  possible  merits  of  antiestrogenic 
therapy  as  a part  of  the  primary  treatment  of 
carcinoma  of  the  female  breast. 

Experimental  Data 

Of  particular  significance  to  the  subject  under 
consideration  is  an  evaluation  of  the  biologic 
features  of  malignancy  with  reference  to  the 
development  of  autonomy  of  malignant  tumors. 
Greene  has  utilized  transplantation  of  tumors 
to  the  anterior  chamber  of  the  eye  of  a heter- 
ologous species  to  assess  such  properties  of  auton- 
omy. Employing  this  procedure,  he  studies 
the  evolution  of  uterine  cancer  in  the  rabbit.5 
It  would  appear  from  these  studies  that  the 
original  focus  of  neoplastic  growth  undergoes  a 


gradual  and  progressive  development  in  its  malig- 
nant potentialities.  Thus,  the  initial  growth 
shows  a high  degree  of  dependence  on  the  trophic 
influences  of  the  host.  With  the  passage  of  time, 
however,  there  is  a continued  acquisition  of  malig- 
nant potentialities  wherein  full  biologic  autonomy 
supervenes. 

Employing  transplants  of  spontaneous  mouse 
carcinoma,  Browning  also  found  evidence  of  a 
gradual  evolution  of  tumor  autonomy.6  It  would 
appear  that,  at  least  in  its  initial  stages,  malignant 
neoplasia  represents  a delicate  balance  between 
the  local  growth  and  the  milieu  of  the  host.  This 
is  also  confirmed  by  the  investigations  of  Tannen- 
baum  on  the  effects  of  caloric  restriction  on  the 
growth  of  a wide  variety  of  tumors.7  Here  too, 
the  tumors  showed  the  least  “autonomy”  and 
maximal  inhibition  at  the  time  of  the  original 
appearance  of  the  growth.  Additional  evidence 
of  systemic  influences  on  tumor  growth  were 
reviewed  by  us  in  a recent  paper  on  morphology 
and  metabolism  in  cancer.8 

Of  particular  interest  at  this  time  are  the 
studies  of  Deming  and  Hovenanian.9  These  in- 
vestigators, studying  the  hormonal  factors  in 
heterologous  growths  of  human  prostatic  cancer, 
found  that  initial  transplants  took  in  43.6  per 
cent  of  94  males  and  11.3  per  cent  of  28  females; 
growth  occurred  in  75  per  cent  of  the  males  but 
not  in  the  females,  even  after  five  generations. 
However,  by  the  eighth  generation  50  per  cent  of 
the  males  and  females  grew  tumors.  This  would 
indicate  that  in  its  early  stages,  the  growth,  al- 
though malignant,  exhibited  androgen  depend- 
ence, which  was  generally  lost  as  greater  auton- 
omy was  attained.  By  itself  this  observation 
would  indicate  that  the  optimal  time  to  employ 
antiandrogenic  therapy  in  the  treatment  of  pros- 
tatic carcinoma  would  be  as  soon  as  the  diagnosis 
was  made. 

It  should  also  be  noted  that  we  have  observed 
variations  in  the  nuclear  structure  in  human  breast 
carcinoma  cells  in  response  to  the  endocrine  status 
of  the  patient.10  These  varied  observations  serve 
to  emphasize  that  the  prognosis  and  course  of  a 
malignant  growth  represents  an  expression  of  a 
tumor-host  relationship.  In  short,  the  develop- 
ment of  tumor  autonomy  or  biologic  anaplasia  is 
a gradual  process.  It  is  just  this  process  of 
transition  which  histologic  grading  methods  have 
attempted  to  assess.  Of  utmost  significance  is 
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the  realization  that  malignant  tumors  are  most 
dependent  upon  the  milieu  of  the  host  at  the  time 
of  origin  and  most  sensitive  to  changes  therein  in 
their  early  developmental  stages.  With  the 
passage  of  time,  specific  chemical  and  functional 
activities,  remnants  of  the  tissue  of  origin,  are 
lost  and  a greater  degree  of  autonomy  attained. 
In  terms  of  mammary  and  prostatic  tumors  this 
implies  that  the  estrogen  and  androgen  depend- 
ence, respectively,  which  are  specialized  properties 
of  the  tissues  of  origin  will  undergo  gradual  dimi- 
nution with  time.  It  follows  that  optimal  thera- 
peutic benefit  would  be  expected  by  the  elimina- 
tion of  such  trophic  influences  at  the  time  they 
are  maximally  required,  i.e.,  as  soon  as  possible 
after  the  origin  of  the  tumor.  If  these  assump- 
tions are  correct,  the  “prophylactic”  use  of  hor- 
mone imbalance  therapy  in  mammary  and  pros- 
tatic carcinoma  should  yield  maximal  therapeutic 
results.  It  is  interesting  to  note  that  Lowen- 
haupt  and  Steinbach  have  reported  that  the  re- 
sponse of  remote  metastases  of  carcinoma  of  the 
female  breast  to  hormonal  therapy  is  correlated 
with  the  histologic  grade  of  malignancy,  tumors 
of  low  grade  responding  most  favorably.11 
Within  the  limits  of  the  ability  of  histologic  grad- 
ing to  reflect  biologic  anaplasis  these  findings 
would  be  in  line  with  our  above  conclusions. 

Clinical  Studies 

In  order  to  evaluate  the  practical  significance 
of  antiestrogenic  therapy  as  a primary  modality 
of  therapy  in  conjunction  with  radical  mastectomy 
we  have  compared  the  data  presented  by  Pru- 
dente12 and  Horsley,13  with  those  of  three  other 
representative  series  wherein  surgery  with  and 
without  postoperative  radiation  was  employed,14 
as  well  as  the  survivals  for  untreated  breast 
carcinoma.15-18  Prudente  has  employed  testos- 
terone propionate,  while  Horsley  has  used  sur- 
gical castration  in  conjunction  with  the  primary 
breast  resection.  Unfortunately,  we  know  of  no 
extensive  studies  where  both  modalities  of  anti- 
estrogenic therapy  were  employed  in  this  manner. 

In  Table  I we  have  listed  the  data  derived  from 
the  indicated  sources.  It  should  be  mentioned 
that  in  the  percentage  survivals  listed  for  Pru- 
dente and  Horsley  we  have  considered  all  cases 
lost  to  follow-up  or  dead  from  all  causes  as 
deaths  due  to  carcinoma.  It  should  also  be 
noted  that  Horsley  has  specifically  limited  his 
cases  to  pre-  or  just  postmenopausal  women. 

Examination  of  the  tabulated  data  reveals  that 
the  five-year  survival  is  15  to  25  per  cent  better 
when  antiestrogenic  measures  are  employed  as 
part  of  the  primary  treatment  as  compared  with 
the  three  independent  series  in  which  radical 
mastectomy  was  used  alone.  It  should  be 
emphasized  that  these  differences  in  survivals  are 


TABLE  I. — Survival  in  Consecutive  Series  of  Operable 
Breast  Carcinoma 


Series 

. — Per  Cent  Survival 
3-Year  5-Year 

t — ■ Treatment 

Horsley1* 

77 

75 

Radical  mastectomy  plus 

Prudente12 

67 

65 

surgical  castration 
Radical  mastectomy  plus 

Finney  et  al.1 

? 77 

49 

testosterone 
Radical  mastectomy 

Haagensen16 

65 

50 

Radical  mastectomy 

Stone  and 

61 

49 

Radical  mastectomy  plus 

Vermundls 

Shimkin18 

40 

20 

regional  x-ray  therapy 
Untreated 

TABLE  II. — Survival  in 

Relation 

to  Clinical  Stages 

Series 

Number 

of 

Cases 

Per  Cent 
5-Year 
Survival 

Number 

of 

Cases 

Per  Cent 
5-Year 
Survival 

Horsley13 

17 

94 

20 

63 

Prudente12 

21 

91 

58 

45 

Haagensen16 
Stone  and  Ver- 

185 

74 

381 

38 

mund15 

50 

70 

130 

42 

not  apparent  at  the  end  of  three  years.  However, 
the  survival  of  the  untreated  cases  and  those  sub- 
jected to  mastectomy  shows  a decided  fall  from  the 
three  to  the  five-year  period.  In  contrast,  a 
plateau  in  survival  during  the  three  to  five-year  in- 
terval is  found  in  the  castration  and  testosterone 
series.  So  decided  a change  in  the  slope  of  the  sur- 
vival curve  following  antiestrogenic  therapy  could 
hardly  be  coincidental.  This  is  highly  suggestive 
of  a real  deterrent  action  on  the  tumor  and  sub- 
stantiates the  additive  value  of  the  antiestrogenic 
measures. 

In  Table  II  we  have  indicated  more  detailed 
data  of  survival  in  relation  to  the  extension  of  the 
neoplasm  at  the  time  of  therapy.  The  pertinent 
findings  are  as  follows:  (1)  In  these  cases  where 

the  lesion  was  apparently  limited  to  the  breast  at 
the  time  of  operation,  the  survival  is  better  when 
antiestrogenic  therapy  was  used  in  addition  to 
radical  mastectomy.  No  appreciable  difference 
is  evident  whether  castration  or  testosterone  was 
employed.  (2)  In  those  operable  cases  with  ex- 
tension beyond  the  breast  at  the  time  of  surgery 
the  use  of  testosterone  does  not  appear  to  increase 
the  five-year  survival.  However,  there  does 
appear  to  be  an  increased  survival  in  those  cases 
subjected  to  castration  in  conjunction  with  the 
radical  mastectomy. 

Comment 

The  various  theoretic  considerations  cited  sup- 
port the  concept  that  minimal  autonomy  and 
maximal  trophic  dependence  of  cancer  cells  exist 
at  the  time  of  origin  of  the  neoplasm.  It  would 
follow  that  breast  carcinoma  arising  in  an  estro- 
genic milieu  would  be  most  adversely  affected  by 
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TABLE  III. — Survival  in  Prostatic  Carcinoma* 


Therapy 

. — No  Metastases — . 
Number  Per  Cent 
of  5-Year 

Cases  Survival 

✓ Metastases * 

Number  Per  Cent 
of  5-Year 

Cases  Survival 

Stilbestrol 

63 

29 

52 

10 

Orchiectomy 
Stilbestrol  and 

183 

31 

176 

22 

orchiectomy 

78 

44 

35 

20 

Control 

273 

10 

231 

6 

* Data  of  Nesbit  and  Baum.19 


antiestrogenic  therapy  during  the  earlier  phases 
of  its  development.  The  data  presented  in  Table 
II  appear  to  be  a clinical  demonstration  of  the 
validity  of  this  concept. 

In  view  of  the  biologic  similarity  of  the  factors 
involved  it  is  pertinent  to  compare  these  data 
with  those  obtained  by  Nesbit  and  Baum  on  the 
endocrine  control  of  prostatic  carcinoma. 19  They 
studied  the  effects  of  estrogens,  castration,  and 
combined  castration  and  estrogen  therapy  on  the 
survival  of  patients  having  prostatic  carcinoma, 
with  and  without  metastases  at  the  start  of 
therapy.  As  seen  in  Table  III  there  are  several 
points  of  similarity  between  these  data  and  those 
in  Table  II:  (1)  The  response  to  hormone  im- 

balance therapy  is  best  when  instituted  earlier  in 
the  life  cycle  of  the  tumor.  (2)  In  the  cases  with- 
out apparent  metastases  at  the  time  of  therapy 
either  castration  or  the  antagonistic  hormone 
yields  the  same  benefit.  (3)  With  continued 
progression  of  the  tumor,  as  evidenced  by 
metastases,  the  beneficial  effects  of  antagonistic 
hormone  therapy  are  lost,  although  some  benefit 
is  still  obtained  by  castration.  This  similarity  in 
effects  in  breast  and  prostatic  carcinoma 
strengthens  the  validity  of  the  data  in  each  study. 

Finally,  it  should  be  noted  that  combined  cas- 
tration and  antagonistic  hormone  therapy  re- 
sulted in  a decidedly  better  survival  in  non- 
disseminated  prostatic  carcinoma  than  was 
obtained  by  either  regime  alone.  It  might  be 
expected  that  similar  results  would  be  obtained 
in  breast  carcinoma. 

The  various  direct  and  indirect  data  presented 
warrant  the  consideration  of  castration  and 


androgen  therapy  as  a part  of  the  primary  treat- 
ment of  breast  carcinoma.  It  is  our  impression 
that  the  masculinizing  tendencies  of  testosterone 
have  been  the  greatest  deterrent  to  its  more  gen- 
eral, primary  usage.  However,  this  objection  is 
greatly  minimized  by  the  recent  introduction  of 
the  nonvirilizing  androgen,  methyl  androstene- 
diol.20  Furthermore,  the  menopausal  sympto- 
matology associated  with  castration  is  well  con- 
trolled by  the  concomitant  administration  of 
androgens.  Aside  from  the  rare  instance  of  a 
hypercalcemic  syndrome  due  to  testosterone 
therapy,  we  know  of  no  significant  deterrent  to 
the  use  of  combined  castration  and  androgen 
therapy  in  the  primary  treatment  of  breast 
carcinoma. 

Despite  these  data,  such  practice  is  followed  by 
only  a minority  of  physicians  engaged  in  the 
treatment  of  carcinoma  of  the  breast.  We  should 
like  to  make  a plea  for  more  extensive  evaluation 
of  these  highly  suggestive  data.  In  addition  to 
possible  clinical  benefit,  valuable  information 
about  the  biology  of  breast  carcinoma  would  be 
thus  obtained. 
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BIRTH  REGISTRATION  AT  A HIGH  LEVEL 
During  1950,  according  to  the  State  Department 
of  Health,  birth  registration  of  the  entire  State  in- 
cluded 99.5  per  cent  as  compared  with  97.8  per  cent 
for  the  nation.  The  necessity  of  such  registration  is 
stressed  by  Dr.  William  A.  Brumfield,  acting 
State  Commissioner  of  Health,  who  calls  attention 


to  the  fact  that  a “birth  certificate  is  actually  a pass- 
port to  citizenship;  it  is  needed  to  enter  school, 
inherit  property,  travel  outside  the  United  States, 
obtain  work  in  defense  plants,  and  other  purposes.” 
It  is  the  obligation  of  every  parent  to  make  certain 
that  such  certificates  are  promptly  filed. 


A CLINICAL  EVALUATION  OF  METHYLPARAFYNOL  AS  A 
SOPORIFIC  AGENT 


J.  Chevalley,  M.D.,  N.  Heminway,  M.D.,  G.  Meyer,  R.  Frankhauser,  M.D.,  and 
T.  H.  McGavack,  M.D.,  New  York  City 

(From  the  New  York  Medical  College,  Metropolitan  Research  Unit ) 


SOME  months  ago  our  interest  was  attracted 
to  the  first  of  a new  class  of  sedative-hypnot- 
ics which  has  been  developed  and  shown  to  have 
important  and  interesting  pharmacologic  prop- 
erties by  the  Research  Laboratories  of  Schering 
Corporation.1,2  This  report  covers  the  initial 
clinical  work  done  on  a member  of  this 
class,  3-methyl-pentyne-ol-3  (Dormison,  brand  of 
methylparafynol),  which  has  the  following  struc- 
tural formula: 


C— H 

III 

C 

I 

CH3— C— ON 

I 

ch2 

I 

CtL 


This  compound,*  consisting  only  of  carbon, 
hydrogen,  and  oxygen,  contains  no  nitrogen, 
urea  residues,  sulfone  groups,  or  bromine  atoms 
which  are  essential  structural  parts  of  most 
known  sedative-hypnotics.  Laboratory  work 
in  several  species  has  shown  that  methylparafynol 
has  a greater  margin  of  safety  than  the  barbi- 
turates, produces  no  respiratory  depression,  and 
does  not  affect  cardiac  rate  and  blood  pressure, 
even  in  large  overdoses.  As  it  is  rapidly  changed 
or  metabolized  in  the  body,  it  was  predicted 
that  the  compound  would  be  of  short  action  and 
without  hangover.  Enzyme  studies  have  shown 
methylparafynol  to  interfere  with  certain  systems 
that  are  found  to  be  sensitive  to  other  active 
hypnotics,  and  it  is  presumably  through  such 
a mechanism  that  this  compound  acts.3 


Procedure 

One  hundred  thirty-four  patients  in  three 
hospitals  (New  York  Medical  College  Research 
Unit,  Metropolitan,  and  Flower  and  Fifth 
Avenue)  were  administered  methylparafynol 
in  daily  doses  ranging  from  100  to  400  mg.  for 
from  two  to  one  hundred  twenty  days.  Urinaly- 
ses, blood  counts,  blood  chemistries,  and  liver 
function  tests  were  recorded  when  performed 
before,  during,  and  after  the  individual  period 
of  study. 

The  drug  was  available  in  100-mg.  capsules 


* Supplied  through  the  courtesy  of  Schering  Corporation, 
Bloomfield,  New  Jersey. 


TABLE  I. — Time  Between  Administration  of 
Methylparafynol  and  Appearance  of  Soporific  Effect 


Time  (Minutes) 

Number  of  Patients 

1 to  30 

67 

30  to  60 

47 

60  to  120 

2 

Over  120 

1 

No  response 

7 

Not  mentioned 

10 

and  as  an  elixir  containing  100  mg.  per  4 cc. 
and  known  only  under  the  coded  designation 
“Sch  1383.”  Observations  by  the  resident  phy- 
sicians cooperating  in  this  study  included  re- 
cordings of  the  estimated  time  of  onset  of  sleep 
following  the  drug,  duration  of  sleep,  patient 
comments  concerning  the  adequacy  or  “rest- 
fulness” of  the  sleep  obtained,  the  presence  or 
absence  of  any  “hangover,”  and  complete  de- 
scription of  any  side-actions. 

For  the  most  part,  chronic  patients  were  se- 
lected in  order  to  observe  any  possible  cumulative 
effect  of  the  drug.  The  patients  were,  for  the 
most  part,  in  older  age  groups.  The  series 
covered  a wide  range  of  clinical  entities,  including 
cases  with  diabetes  and  hepatic,  renal,  and  cardiac 
diseases.  The  majority  of  patients  had  previ- 
ously been  given  barbiturates  during  their  hospi- 
talization. 


Clinical  Observations 

The  following  data  are  based  upon  clinical 
observations  on  134  patients  to  whom  methyl- 
parafynol had  been  administered  in  daily  oral 
doses  of  100  to  400  mg.  Nine  patients  received 
the  drug  daily  for  periods  ranging  from  ninety 
to  one  hundred  days ; three  patients  from  sixty 
to  ninety  days;  22  patients  from  thirty  to  sixty 
days;  11  patients  from  fourteen  to  thirty 
days;  28  patients  from  seven  to  fourteen  days; 
and  48  patients  from  one  to  seven  days. 
The  total  duration  of  the  study  was  not  recorded 
in  13  cases. 

Average  Time  Elapsing  Between  Administration 
of  Drug  and  Appearance  of  Soporific  Effect. — 
From  Table  I it  will  be  noted  that  114  of  124 
patients  (91.9  per  cent)  fell  asleep  within  the 
first  hour  after  receiving  a dose  of  methylparafy- 
nol. Of  the  seven  patients  who  did  not  respond, 
it  was  noted  that  one  was  uncooperative,  three 
had  severe  pain,  and  one  received  only  100  mg. 
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TABLE  II. — Summary  of  Laboratory  Data  Obtained  from  Patients  Receiving  Dormison 


Number  . Results  in  Relation  to  Therapy 

of  . Before — - — — — • During , . After  

Determination  Subjects  Range  Average  Range  Average  Range  Average 


Hemoglobin  (Gm.  per  100  cc.) 

37 

8.0  to 

15.5 

13.9 

9.5  to 

15.5 

14.1 

10.5  to  15.5 

14.3 

Red  blood  cells  (millions  per  cu.  mm.) 
White  blood  cells  (thousands  per 

37 

2. 1 to 

5. 1 

3.8 

2.  5 to 

5.3 

4.0 

3.2  to  5.0 

4.3 

cu.  mm.) 

37 

4.  8 to 

10.6 

7.9 

3.  8 to 

12.5 

8.3 

6.8  to  8.7 

7.7 

Differential  (per  cent) 

37 

Polymorphonuclears 

28  to 

84 

62.0 

43  to 

85 

61.2 

50  to  73 

64.1 

Lymphocytes 

13  to 

70 

33.  1 

15  to 

51 

30.8 

25  to  47 

31.3 

Eosinophils 

0 to 

5 

1.8 

0 to 

5 

1.7 

0 to  3 

1.4 

Basophils 

0 to 

9 

4.4 

0 to 

15 

4.2 

0 to  4 

3.8 

Icteric  index 

35 

1 . 5 to 

8.9 

5.8 

4.5  to 

6.0 

4.8 

4. 4 to  6.0 

4.7 

Van  den  Bergh 

35 

Negative  to 

Negative 

Negative 

delayed 

Thymol  turbidity 

29 

2.8  to 

14.8 

6.6 

2.  9 to 

10.6 

6.  5 

Cephalin  flocculation 

6 

Negative  to  4 4- 

Negative  to  4 + 

Glucose  (mg.  per  100  cc.) 

24 

86  • to 

28.8 

98.9 

90  to  260 

96,4 

88  to  24.0 

94.4 

Urea  nitrogen  (mg.  per  100  cc.) 

24 

7 to 

23 

14.8 

8.5  to 

20 

15.4 

8.5  to  21 

14.9 

Creatinine  (mg.  per  100  cc.) 

7 

1.0  to 

3.9 

1 . 5 

1.0  to 

4.6 

1.6 

Total  serum  protein  (Gm.  per  cent) 

33 

5.  4 to 

8.0 

6.9 

5 .8  to 

8.1 

7.2 

Albumin 

1.8  to 

5.2 

4 8 

2.0  to 

5.1 

4.9 

Globulin 

1 . 5 to 

4.0 

2.  1 

1. 1 to 

3.2 

2.3 

Inorganic  phosphatase  (mg.  per  100 
cc.) 

Alkaline  phosphatase  (Bodansky 

32 

2.0  to 

4.5 

3.9 

3. 4 to 

4.8 

4.0 

units) 

31 

1.3  to 

21.8 

3.5 

2.7  to 

6.3 

3.8 

Cholesterol  total  (mg.  per  100  cc.) 

35 

140  to  400 

194 

131  to  394 

204 

Esters 

95  to  290 

142 

92  to  314 

147 

of  drug.  In  eight  instances,  it  was  noted  that 
the  drug  acted  in  from  two  to  ten  minutes. 

Duration  of  Sleep. — Seventy-four  patients 
stated  that  their  sleep  following  the  drug  was 
sufficient  and  restful;  41  who  received  Dormison 
in  lieu  of  the  barbiturate  they  had  previously 
used  for  considerable  periods  of  time  thought 
that  their  sleep  was  not  entirely  satisfactory. 
In  19,  the  duration  of  sleep  was  not  observed. 
It  was  the  common  observation  with  this  last 
mentioned  group  that  the  majority  slept  for  about 
two  hours  and  then  awakened.  This  was  the  case 
particularly  where  the  patients  had  pain  or  were 
mentally  agitated.  In  those  whose  period  of  sleep 
was  short  following  Dormison,  sleep  was  again 
readily  induced  by  repetition  of  the  dose.  So 
far  there  has  been  no  contradiction  to  the  repeti- 
tion at  two-hour  intervals  for  as  many  as  three 
doses  of  300  mg.  each,  should  that  be  necessary. 
Usually,  however,  an  initial  dose  of  200  mg. 
induced  sleep,  and  a single  repetition  commonly 
ensured  sleep  for  the  remainder  of  the  night. 

Barbiturate-like  Hangover. — One  hundred  seven 
patients  stated  that  the  drug  left  them  with  no 
headache,  “sluggishness,”  or  other  “hangover” 
symptoms.  Of  the  two  patients  reporting  “hang- 
over,” one  was  a drug  addict  with  withdrawal 
symptoms.  It  is  interesting  to  note  that  although 
this  patient  obtained  some  hypnotic  effect  from 
the  methylparafynol  preparation,  it  did  not 
satisfy  his  drug  craving.  The  other  patient 
stated  that  she  found  herself  dizzy  and  slightly 
drowsy  for  the  first  half  hour  after  awakening. 
Since  this  had  been  noted  on  previous  occasions 
with  or  without  sedative  medication,  it  was  not 


believed  to  be  a direct  effect  of  Dormison. 
The  25  remaining  subjects  apparently  had  no 
hangover  since  they  volunteered  neither  comment 
nor  comparison  with  other  sedatives. 

Side-actions. — No  side-actions  were  directly 
observed,  nor  were  any  reported  by  the  patients 
upon  questioning.  In  three  instances  vomiting 
followed  the  administration  of  the  drug,  but  analy- 
sis of  all  factors  concerned  led  to  the  conclusion 
that  the  emesis  was  incidental  to  the  condition 
of  the  patients  rather  than  to  an  emetic  property 
of  the  drug. 

Dosage. — In  most  instances  100  mg.  was  in- 
sufficient to  produce  sleep.  Two  hundred  to 
300  mg.  appeared  to  be  the  average  effective 
dose,  although  in  some  patients  larger  doses  were 
required.  The  presence  of  pain  or  mental  agita- 
tion always  necessitated  larger  doses. 

Laboratory  Findings 

Urinalyses. — Urinalyses  taken  during  and  after 
the  daily  administration  of  methylparafynol 
for  periods  of  from  one  to  four  weeks  failed  to 
indicate  any  adverse  or  nonphysiologic  activity 
of  the  drug  upon  the  kidney  or  urinary  tract. 

Blood  Counts. — Complete  blood  counts  were 
done  before,  during,  and  after  the  study  in  37 
patients  without  uncovering  any  variations 
which  could  be  attributed  to  the  activity  of  the 
drug  (Table  II). 

Blood  Chemistry. — In  38  patients  the  following 
blood  chemical  determinations  were  carried  out 
before,  during,  and  after  the  administration  of 
Dormison  for  periods  of  time  varying  from  one  to 
fifteen  weeks  in  daily  doses  ranging  from  100  to 
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300  mg. : icteric  index,  van  den  Bergh  reaction, 
thymol  turbidity,  cephalin  flocculation,  albumin, 
globulin,  inorganic  phosphorus,  alkaline  phos- 
phatase, total  cholesterol,  cholesterol  esters, 
glucose,  urea  nitrogen,  and  creatinine.  The  re- 
sults, summarized  in  Table  II,  failed  to  show  any 
alteration  due  to  the  action  of  the  drug. 

Comment 

Methyl parafynol,  an  entirely  new  hypnotic 
drug  containing  only  carbon,  hydrogen,  and  oxy- 
gen, was  evaluated  clinically  for  its  hypnotic 
activity.  It  was  found  to  be  quite  safe  and 
entirely  lacking  in  undesirable  side-effects. 
The  action  of  the  drug  is  quickly  established  but 
of  short  duration,  apparently  because  of  its 
rapid  metabolic  disintegration.  We  believe  that 
this  feature  is  desirable  since  patients  who  re- 
ceive the  drug  at  bedtime  do  not  complain  of 
“hangover”  the  following  morning,  a situation 
frequently  encountered  in  the  usage  of  barbi- 
turates. 

Methylparafynol,  or  Dormison,  the  trade  name 
under  wrhich  it  will  be  marketed,  is  of  greatest 
value  in  patients  with  simple  insomnia.  It  is  of 
particular  value  where  no  respiratory  depression 
or  alteration  of  blood  pressure  and  pulse  rate  is 
desired. 

In  situations  w'here  moderate  or  severe  pain  or 
severe  mental  agitation  is  present,  doses  larger 
than  the  200  to  300-mg.  recommended  dose  must 
be  employed.  This  may  be  done  with  relative 
safety.  However,  although  sleep  may  be  in- 


duced in  patients  with  pain  by  employing  larger 
doses,  sleep  will  probably  be  of  only  one  or  two 
hours  duration  due  to  the  rapid  destruction  of 
the  drug.  Clinically,  one  gets  the  impression 
that  the  drug  acts  by  stimulating  the  normal 
sleep  process  which,  once  initiated,  proceeds 
normally  without  further  drug  influence.  The 
sleep  process  after  the  metabolism  of  the  drug 
in  the  first  hour  or  so  will  respond  in  a normal 
manner  to  disturbing  influences  such  as  pain  and 
noise. 

Conclusions 

1.  Methylparafynol  (Dormison),  representing 
a new  class  of  drugs,  possesses  hypnotic  activity 
of  rapid  onset  and  short  duration  when  doses 
of  200  to  300  mg.  are  administered  orally. 

2.  The  drug  may  be  employed  with  complete 
clinical  safety,  even  in  large  overdoses. 

3.  This  drug  is  quickly  metabolized  to  simple 
end  products  and  is  thus  free  from  “hangover” 
symptoms.  However,  due  to  its  rapid  break- 
down, it  is  most  effective  in  those  patients  who 
are  free  from  severe  pain  and  marked  mental 
agitation. 
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NEW  METHOD  OF  BLOOD  TRANSFUSION  DESCRIBED 


A new  and  safer  method  of  giving  blood  trans- 
fusions to  elderly  patients  and  to  other  persons  with 
heart  diseases  and  associated  disorders  was  described 
in  the  December  22  Journal  of  the  American  Medical 
Association. 

The  procedure  consists  of  giving  sedimented  red 
blood  cells  with  the  patient  in  a sitting  position, 
instead  of  whole  blood  with  the  patient  in  a horizon- 
tal position.  In  situations  requiring  transfusion  of 
large  amounts  of  blood,  a practical  difficulty  is  fre- 
quently imposed  by  associated  disorders  which  re- 
strict the  ability  of  the  heart  to  accommodate  an 
increased  blood  volume.  Under  the  new  procedure, 
red  blood  cells  are  allowed  to  settle  in  bottles  in  a 
refrigerator  for  approximately  forty-eight  hours. 
The  plasma  is  then  siphoned  off  with  the  aid  of  an 
empty  vacuum  bottle,  leaving  only  the  necessary 


red  blood  cells  which  are  used  in  the  transfusion. 
The  sedimented  blood  is  administered  with  the  use 
of  gravity  at  an  elevation  of  four  feet  by  means  of  an 
18-  or  17-gauge  needle. 

The  important  advantages  of  this  method  include 
the  reduction  of  the  volume  of  fluid  administered  by 
practically  one  half,  the  elimination  of  three  quarters 
of  the  sodium  content  of  the  blood,  and  the  averting 
of  the  air  vesicles  and  tissues  of  the  lung  becoming 
filled  with  serous  fluid.  In  certain  circumstances 
where  transfusion  of  a large  amount  of  red  blood 
cells  is  necessary,  a partial  exchange  transfusion  may 
be  performed.  This  is  accomplished  by  removal  of 
the  patient’s  whole  blood  and  the  replenishing  of  it 
by  sedimented  red  cells.  Subsequently,  the  pa- 
tient’s own  red  blood  cells  are  returned  after  sedimen- 
tation has  occurred  and  the  plasma  removed. 


TETRAETHYLAMMONIUM  CHLORIDE  IN  THE  TREATMENT  OF 
CORONARY  ARTERY  DISEASE 

Irving  Hirshleifer,  M.D.,  George  Schwartz,  M.D.,  Howard  J.  Fuerst,  M.D.,  and 
Arthur  Fankhauser,  M.D.,  Brooklyn,  New  York 

!;  ( From,  the  Medical  Service,  Kings  County  Division,  Kings  County  Hospital) 


SINCE  Acheson  and  Moe  investigated  the  auto- 
nomic action  of  tetraethylammonium  chloride 
(TEAC)  in  1945,  many  investigators  have  been 
attracted  by  the  possibilities  of  using  this  drug 
in  the  treatment  of  the  vasospastic  diseases.1 
In  1947  Lyons  et  al.  recorded  two  cases  in  which 
intravenous  administration  of  TEAC  afforded 
dramatic  relief  of  pain  of  acute  myocardial 
infarction.2  Christy  in  1948  reported  ten  cases 
with  the  classic  symptoms  of  chronic  coronary 
,,  insufficiency  treated  with  intramuscular  injec- 
tions of  tetraethylammonium  chloride  resulting 
in  marked  improvement.3  In  1950,  Atkinson 
reported  28  cases  of  angina  pectoris  treated  with 
intravenous  injections  of  TEAC  with  excellent 
results.4  Stimulated  by  Atkinson’s  work,  we 
began  to  use  TEAC  on  23  severe  cases  of  coro- 
nary insufficiency  with  and  without  myocardial 
infarction  and  in  a few  cases  of  intractable 
pain  of  acute  myocardial  infarction.* 

Dosage  and  Method  of  Administration 

The  intramuscular  route  was  thought  to  be 
preferable  because  of  several  factors : 

1.  The  duration  of  the  effect  of  intramuscular 
TEAC  is  approximately  eight  times  that  of 
intravenous  TEAC.  With  intravenous  admin- 
istration 68  per  cent  of  the  drug  is  excreted  in 
one  hour,  whereas  with  intramuscular  TEAC 
64  per  cent  is  excreted  in  eight  hours. 

2.  The  untoward  side-effects  of  intravenous 
administration  are,  for  the  most  part,  not  seen 
with  intramuscluar  administration.  This  is 
probably  due  to  the  fact  that  the  drug  is  slowly 
absorbed  and  the  action  is  extended  over  a 
longer  period. 

3.  It  was  felt  that  in  the  case  of  an  untoward 
reaction,  such  as  a precipitous  fall  in  blood 
pressure,  there  would  be  more  time  to  use  the 
antagonist  (Neostigmine)  to  prevent  irreversible 
shock,  as  had  been  reported  by  Lasser  et  al. 
and  Lyons  et  al A2 

The  initial  dosage  (300  to  500  mg.)  was  given 
daily  for  a period  of  three  days.  At  this  point 
i the  dosage  was  individualized,  depending  upon 
' several  factors  observed  during  this  three-day 
initial  period.  The  factors  considered  were 

* Tetraethylammonium  chloride  (Etamon)  used  for  this 
study  was  supplied  through  the  courtesy  of  Dr.  R.  J.  Buck- 
man,  director  of  Therapeutic  Development  of  the  Parke-Davis 
Co.,  Detroit,  Michigan. 


(1)  relief  of  symptoms,  (2)  amount  of  blood 
pressure  fall,  and  (3)  untoward  side-effects. 
The  dosages  were  then  increased  and  the 
intervals  lengthened  until  the  patients  were 
stabilized  on  a dosage  that  would  afford  the 
greatest  relief  at  the  longest  interval  with  the 
least  side-effects.  It  should  be  noted  that 
in  all  cases  the  tolerance  to  the  drug  with  refer- 
ence to  blood  pressure  fall  steadily  increased 
so  that  eventually  the  desired  clinical  effect  was 
obtained  with  a minimal  blood  pressure  change. 
We  then  attempted  to  establish  a maintenance 
dose  on  a weekly  or  biweekly  basis.  In  most 
cases  this  wras  accomplished  with  the  dosage 
ranging  between  200  and  900  mg.  per  wTeek. 
A few  cases  had  to  be  maintained  on  semiweekly 
injections.  Our  normo tensive  patients  varied 
in  response  from  a slight  hypotensive  to  a mini- 
mal pressor  effect  after  administration  of  the 
drug,  although  the  clinical  results  were  the  same. 
Between  five  and  fifteen  minutes  after  injection, 
the  maximal  blood  pressure  drop  was  seen. 
Postural  hypotension  w7as  seen  in  several  cases 
wTho  stood  up  too  soon  after  receiving  the  drug. 
However,  by  the  time  thirty  minutes  had  elapsed, 
all  patients  were  able  to  stand  up  and  resume 
previous  activities.  On  this  basis  all  patients 
were  kept  in  a recumbent  or  sitting  position  for 
thirty  minutes  after  injection. 

Method  of  Evaluation  and  Results 

Since  the  patients  were  all  chosen  on  the  basis 
of  precordial  pain  in  the  presence  of  proved 
heart  disease,  the  method  of  evaluation  was 
therefore  based  on  relief  of  chest  pain,  decreased 
dependence  on  nitroglycerine,  and  increased 
work  capacity.  We  also  attempted  to  correlate 
our  results  with  electrocardiographic  changes. 
Results  were  classified  in  four  groups  ranging 
from  no  improvement  to  marked  improvement. 
All  of  our  patients  exhibited  a lessening  depend- 
ence on  nitroglycerine.  All  demonstrated  an 
increase  in  work  capacity.  For  example,  J.  A , 
previously  unable  to  walk  one  flight  of  stairs 
without  chest  pain,  was  able,  after  four  weeks 
of  treatment,  to  do  her  own  shopping  and  climb 
three  flights  of  stairs,  without  experiencing  any 
pain.  M.  K.  was  able  to  return  to  work  after 
being  incapacitated  for  six  months  by  angina 
pectoris.  A.  M.,  previously  incapacitated  by 
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severe  angina  at  rest  and  taking  eight  to  12 
nitroglycerine  tablets  daily,  now  performs  moder- 
ate household  duties  while  being  maintained  on 
500  mg.  of  TEAC  semiweekly.  She  has  reduced 
her  nitroglycerine  intake  to  two  tablets  weekly. 
H.  N.,  who  previously  experienced  anginal  pain 
after  walking  one  block,  is  now  able  to  walk 
six  blocks  without  pain.  All  of  these  patients 
either  have  markedly  reduced  the  number  of 
nitroglycerine  tablets  used  or  have  stopped  using 
them  entirely. 

Five  of  our  patients  showed  electrocardio- 
graphic improvement  demonstrated  by  RST 
segment  changes,  as  illustrated  in  Cases  1 and  2. 
Two  of  these  patients,  who  were  originally  able 
to  perform  the  Master  two-step  test,  demon- 
strated increased  tolerance  to  this  test  after 
treatment,  as  illustrated  in  Case  3.  The  re- 
mainder of  our  patients,  while  experiencing 
marked  relief  of  pain  and  a clinical  increase 
in  work  capacity,  failed  to  show  electrocardio- 
graphic improvement. 

TEAC  was  given  to  five  patients  for  the  pain 
associated  with  acute  myocardial  infarction. 
All  five  cases  experienced  marked  relief  of  pain 
without  further  use  of  any  narcotics  (see  Case  4). 
One  case,  patient  L.  R.  (Case  1),  experienced 
marked  relief  of  the  pain  in  one  paralyzed  upper 
extremity  besides  alleviation  of  his  anginal  pain. 

Improvement  has  been  maintained  in  nine 
patients  on  whom  the  drug  has  been  discon- 
tinued for  periods  from  two  to  six  months  with 
no  return  of  symptoms.  The  other  14  patients 
still  require  the  drug  to  remain  pain  free.  These 
patients  are  maintained  on  semiweekly,  weekly, 
or  biweekly  injections  ranging  from  300  to  1,000 
mg. 

The  more  severe  side-effects  reported  by  other 
investigators  using  intravenous  administration 
were  not  seen  in  our  patients.6  The  effects 
noted  began  to  appear  within  five  minutes  after 
injection  and  reached  their  maximum  within 
fifteen  minutes.  The  first  effect  most  of  our 
patients  noted  was  a fibrillary  action  in  the 
muscle  at  the  site  of  injection.  Ninety  per  cent 
of  the  patients  noted  a slight  blurring  of  vision 
within  five  to  ten  minutes  after  injection.  This 
cleared  within  thirty  or  forty  minutes.  A 
metallic  taste  was  noted,  together  with  a warming 
of  the  extremities,  in  90  per  cent  of  the  patients. 
Such  effects  as  respiratory  difficulty,  symptoms 
due  to  abnormal  sphincter  function,  shock, 
nausea,  vomiting,  diarrhea,  or  ptosis  of  the  lids 
were  not  seen  in  any  of  our  cases. 

Case  Reports 

Case  1. — L.  R.,  a sixty-eight-year-old  white  male 
known  diabetic  with  hypertensive  heart  disease, 
gave  a history  of  a cerebrovascular  accident  in 


March,  1950.  There  was  a residual  weakness  and 
pain  and  swelling  of  the  left  upper  extremity.  In 
addition,  the  patient  complained  of  anginal  pain 
necessitating  an  average  of  six  nitroglycerine  tablets 
daily.  The  patient  was  treated  with  various 
regimes  for  eight  months  with  little  result.  In 
May,  1950,  the  patient  was  started  on  300  mg.  of 
TEAC  weekly  with  complete  relief  of  anginal  pain 
within  four  treatments.  The  pain  in  the  left  shoul- 
der and  arm  also  disappeared,  and  much  of  the 
swelling  was  alleviated.  He  has  been  maintained 
pain  free  on  300  mg.  of  TEAC  every  two  weeks  for 
thirteen  months. 

Case  2. — C.  R.,  a sixty-year-old  white  female,  was 
admitted  to  Kings  County  Hospital  for  the  first  time 
on  September  10,  1950.  On  admission  her  chief 
complaints  were  severe,  pressing  pain  in  the  left 
chest  radiating  down  the  left  arm  to  the  left  hand. 
She  gave  a history  of  hypertension  for  ten  years  and 
increasing  frequency  of  chest  pain  necessitating 
nitroglycerine.  She  was  observed  from  September 
10,  1950,  to  September  22,  1950,  and  it  was  noted 
that  she  had  pain  at  rest  relieved  for  short  periods 
by  morphine  and  nitroglycerine.  Her  blood  pres- 
sure ranged  from  240/110  to  210/100,  and  her  elec- 
trocardiogram revealed  RST  segment  depressions. 
On  September  22,  1950,  the  patient  was  started  on 
300  mg.  of  TEAC.  After  the  sixth  dose  of  TEAC, 
by  September  30,  1950,  the  patient  had  no  more 
pain.  She  has  continued  to  receive  TEAC  and  at 
the  present  time  is  maintained  pain  free  on  400  mg. 
weekly.  She  is  now  back  on  normal  household 
activity  and  is  contemplating  resuming  her  work  as  a 
seamstress.  Her  electrocardiogram  has  shown 
improvement  (Fig.  1). 

Case  3. — N.  C.,  a fifty-four-year-old  white  male, 
had  been  suffering  from  precordial  pain  on  slight 
exertion  since  1943,  necessitating  eight  to  12  nitro- 
glycerine tablets  daily.  He  complained  of  one  severe 
episode  in  1949.  Since  that  time  he  had  had  noc- 
turnal angina.  He  also  noted  postprandial  pain. 
He  had  been  unable  to  work  since  1938  because  of 
severe  intermittent  claudication.  Electrocardio- 
gram at  rest  was  normal.  On  exercise,  the  electro- 
cardiogram showed  marked  RST  depression  after 
nine  steps.  He  was  started  on  300  mg.  of  TEAC 
and  gradually  was  built  up  to  650  mg.  weekly  by 
October  12,  1950.  By  October  17,  1950,  his  noc- 
turnal angina  disappeared;  by  November  17,  1950, 
he  required  no  more  nitroglycerine.  His  exercise 
tolerance  increased  markedly  as  seen  by  electro- 
cardiogram (Fig.  2). 

Case  4 • — S.  M.,  a seventy-two-year-old  house 
painter,  was  admitted  to  Kings  County  Hospital  at 
11 : 00  p.m.  on  January  26,  1951,  with  severe  anterior 
chest  pain  and  shock.  Electrocardiogram  revealed 
an  acute  posterior  wall  myocardial  infarction  with 
complete  heart  block  and  a ventricular  rate  of  30 
per  minute.  When  the  patient  regained  conscious- 
ness, he  complained  of  severe  precordial  pain  and 
was  given  heavy  sedation  and  morphine  sulfate, 
y4  grain  every  three  to  four  hours  for  three  days. 
Whenever  he  awakened,  the  patient  complained  of 
severe  chest  pain.  On  February  1 the  patient  was 
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Fig.  1.  Case  2 — (A)  Admission  electrocardiogram  on  September  11,  1950,  taken  during  attack.  (B) 
September  22,  1950,  before  treatment.  (C)  September  22,  1950,  fifteen  minutes  after  TEAC  administration. 
(D)  October  18,  1950.  (E)  November  14,  1950. 


given  300  mg.  of  TEAC  intramuscularly.  Blood 
pressure  prior  to  injection  was  115/70;  fifteen  min- 
utes later  his  blood  pressure  had  fallen  to  100/60, 
and  he  was  free  of  pain  throughout  the  day.  The 
next  morning  he  again  complained  of  chest  pain,  and 
his  blood  pressure  was  120/80.  He  was  given  300 
mg.  of  TEAC  intramuscularly.  Within  fifteen 
minutes  he  was  pain  free,  and  his  blood  pressure  fell 
to  115/70.  He  remained  pain  free  and  was  con- 
tinued on  daily  injections  of  300  mg.  of  TEAC  for 
two  weeks.  Following  this  he  made  an  excellent 
recovery. 

Comment 

It  has  been  shown  by  Page  et  al.  and  Luco 
and  Marconi  that  the  actions  of  TEAC  are 
based  on  a complete  autonomic  ganglion  blockade 
effect.7,8  It  is  our  opinion  that  the  effects  of 
TEAC  in  coronary  artery  disease  can  be  ex- 
plained in  four  ways : 

1.  TEAC  acts  by  relieving  the  spastic  ele- 
ment in  the  coronary  circulation  of  patients 
with  coronary  insufficiency.  This  probably 
occurs  when  a reflex  arc  is  broken  at  the  auto- 
nomic ganglion,  similar  to  the  reflex  arc  that 
Ochsner  and  De  Bakey  have  shown  to  be  broken 


when  paravertebral  block  is  done  in  patients 
who  have  severe  pain  of  thrombophlebitis  due 
mainly  to  arteriospasm.9  It  is  our  feeling  that  this 
holds  true  in  coronary  insufficiency.  It  follows, 
then,  that  breaking  the  reflex  arc  at  the  auto- 
nomic ganglia  releases  the  spasm  in  the  coronary 
vesssels,  thereby  increasing  the  blood  flow  to 
the  myocardium. 

2.  Selye  states  that  destruction  of  the  sympa- 
thetic nerves  or  the  preparation  of  an  animal 
with  TEAC  causes  a sensitization  of  sympathetic 
innervated  structures  to  minimal  doses  of  adren- 
aline.10 This  results  in  a blood  pressure  drop 
and  coronary  dilatation.  Therefore,  TEAC 
probably  sensitizes  the  coronary  arteries  of 
patients  with  angina  pectoris  to  their  own  cir- 
culating adrenaline  to  give  this  desired  effect. 

3.  TEAC  also  acts  by  blocking  pain  impulses 
transmitted  through  sensory  fibers,  as  demon- 
strated in  Case  1 in  which  the  pain  of  the  shoulder- 
arm  syndrome  following  a cerebrovascular 
accident  was  alleviated.  This  was  demonstrated 
by  Acheson  and  Pereira.11,12  Eckenhoff  and 
Comroe  offer  the  hypotheses  that  specialized 
pain  receptors  exist  in  the  visceral  or  parietal 
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Fig.  2.  Case  3 — Electrocardiogram  taken  on  October  2,  1950:  (A)  at  rest,  before  treatment,  (B)  after 
exercise,  nine  steps,  (C)  eight  minutes  after  4 cc.  of  TEAC  intramuscularly. 
Electrocardiogram  on  November  14,  1950,  after  14  doses  of  TEAC:  (D)  at  rest  and  (E)  after  exercise, 
nine  steps,  no  TEAC.  (Retouched  photograph;  small  dots  represent  R of  the  QRS  complex) 


pleurae  and  that  TEAC  relieved  certain  types 
of  thoracic  pain  by  blocking  these  receptors.13 
This  was  demonstrated  by  preventing  the  sub- 
sternal  burning  and  coughing  induced  by  in- 
travenous Lobeline  by  the  prior  injection  of 
TEAC. 

From  the  above  one  can  see  that  the  action 
of  TEAC  would  establish  a cycle  that  should 
relieve  pain,  decrease  peripheral  resistance, 
augment  coronary  blood  flow,  relieve  myocardial 
ischemia,  and  increase  cardiac  output.  All  of 
this  should  cause  a perpetuation  of  the  thera- 
peutic effect  of  TEAC  in  patients  with  coronary 
insufficiency. 

The  possibility  of  acute  myocardial  ischemia 
with  angina  or  infarction  due  to  a sudden  fall  in 
blood  pressure  is  a fear  that  has  prevented  wider 
acceptance  of  TEAC  as  a potent  drug  in  the 
treatment  of  the  pain  of  coronary  artery  disease. 
In  our  experience  we  have  seen  no  such  effect. 
Our  normotensive  patients  with  or  without 
myocardial  infarction  have  shown  little  if  any 
blood  pressure  change  following  TEAC.  In 
the  case  of  hypertensive  patients,  although 
blood  pressure  drops  of  75  to  100  mm.  of  Hg 
were  encountered,  none  had  any  pain  or  suffered 
any  untoward  effects.  We  believe  that  the 
two  deaths  reported  in  England  were  coincidental, 


and  the  death  reported  by  Lasser  et  al.  might 
have  been  avoided  had  the  counteracting  drug  I 
Neostigmine  been  used.14  In  our  series  we 
have  had  no  occasion  to  counteract  the  effects 
of  TEAC. 

Summary  and  Conclusions 

1.  Twenty-three  patients  treated  with  TEAC 
for  coronary  artery  disease  with  pain  are  reported. 

All  of  these  have  shown  marked  relief  of  pain 

as  judged  by  a definite  decrease  in  the  number  . 
and  severity  of  attacks  and  also  by  an  increase 
in  work  capacity. 

2.  The  intramuscular  route  of  administra- 
tion is  stressed  as  the  method  of  choice,  and  a 
suggested  dosage  schedule  is  outlined.  No 
severe  untoward  reactions  were  experienced. 

3.  TEAC  is  suggested  for  the  relief  of 
severe  pain  of  acute  myocardial  infarction. 

4.  Four  cases  are  presented  with  electro- 
cardiograms representing  the  various  types 
of  cases. 

5.  A method  of  action,  based  on  the  breaking 
of  a reflex  arc  at  the  autonomic  ganglia,  and 
the  response  of  sj’mpathetically  denervated 
structures  to  small  doses  of  circulating  adren- 
aline are  presented. 

6.  Since  this  series  parallels  the  work  of 
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Atkinson  and  since  we  can  corroborate  his 
results,  we  feel  that  TEAC  has  a definite  place 
in  the  treatment  of  the  pain  of  coronary  artery 
disease,  especially  in  those  recalcitrant  cases 
which  have  failed  to  respond  to  the  usual  thera- 
peutic measures. 

175  Eastern  Parkway 
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PYRIBENZAMINE  IN  THE  TREATMENT  OF  NONSPECIFIC  UPPER 
RESPIRATORY  INFECTIONS 

G.  Arnold  Cronk,  M.D.,  and  F.  N.  Marty,  M.D.,  Syracuse,  New  York 
( From  the  Syracuse  University  Student  Health  Service ) 


NUMEROUS  research  projects  using  anti- 
histamines in  the  treatment  and  prophy- 
laxis of  nonspecific  upper  respiratory  infections 
have  been  published  since  1947.  Several  initial 
studies  reported  unusually  satisfactory  results 
when  various  antihistamines  were  applied  thera- 
peutically to  common  colds.1-4  These  initial  re- 
ports were  followed,  unfortunately,  by  over- 
whelming commercial  promotion  of  various  anti- 
histamine drugs. 

Beyond  question  the  common  cold  is  extremely 
difficult  if  not  impossible  to  evaluate.  The 
quantitative  and  qualitative  variations  in  infec- 
tions and  in  its  course,  the  lack  of  uniformity, 
and  its  seeming  improvement  with  nonspecific 
therapeutic  agents  indicate  but  a few  aspects 
of  the  problem.  The  probability  that  several 
different  basic  conditions  may  be  included  under 
the  omnibus  heading,  “common  cold,”  invites 
research  that  may  clarify  some  of  the  issues. 
Some  well-controlled  studies  concerned  with  these 
variables  tend  to  minimize  the  efficacy  of  anti- 
histaminic  drugs  in  prevention  or  treatment  of 
nonspecific  respiratory  infections.6,6 

Procedures  and  Materials 

The  subjects  of  the  study  were  healthy  young 
adults  with  acute  upper  respiratory  infections 


which,  as  far  as  could  be  elicited  from  the  patients 
were  not  over  forty-eight  hours  old.  All  patients 
were  seen  by  staff  physicians.  Cases  were  in- 
cluded in  the  study  only  if  objective  evidence 
of  infection  was  observed. 

The  tablets  (Pyribenzamine  Hydrochloride, 
50  mg.,  and  Pyribenzamine  placebo)  were  pack- 
aged in  plain  envelopes  labeled  only  with  the 
letter  AandB.*  The  true  contents  of  the  packages 
were  unknown  to  the  staff  physicians  as  well  as 
to  the  patients.  As  an  added  precaution,  the 
letters  A and  B were  interchanged  periodically. 

Pyribenzamine  and  Pyribenzamine  placebo 
were  administered  on  an  alternating  basis  with 
instructions  to  take  one  tablet  after  each  meal 
and  at  bedtime  for  a total  of  200  mg.  of  Pyribenz- 
amine (or  placebo)  per  twenty-four  hours. 
All  cases  were  observed  daily;  subjective  and 
objective  phases  of  the  respiratory  infections 
were  recorded.  Cases  insufficiently  observed, 
those  who  stopped  medication,  or  those  who  took 
additional  medication  were  excluded  from  the 
study. 

Symptomatic  improvement,  objective  improve- 
ment, or  both  in  upper  respiratory  tract  infec- 

* Pyribenzamine  and  Pyribenzamine  placebo  were  kindly 
supplied  by  Ciba  Pharmaceutical  Products,  Inc.,  of  Summit, 
New  Jersey. 
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tions  were  recorded.  The  results  appear  in 
Tables  I and  II. 

TABLE  I. — Improvement  and  Nonimphovement  in  Non- 
specific  Upper  Respiratory  Infections  Treated  with 
Pyribenzamine  or  Pyribenzamine  Placebo  (48-Hour 
Symptomatic  Response) 


Total 

Un- 

Per  Cent 

Medication  Cases 

Improved 

improved 

Improved 

Pvribenzamine  245 

162 

83 

66.12 

Placebo  218 

88 

130 

40.36 

Xs  = 30.804  > 10.827.  (X2  of  10.827  indicates  that  the 

differences  observed  would  occur  accidentally  not  more  than 
once  in  1,000  times.  Higher  values  of  X2  indicate  still 
greater  reliability.)  Mathematically,  the  differences  are 
significant. 

Summary  and  Conclusions 

Two  hundred  forty-five  cases  of  nonspecific 
upper  respiratory  tract  infections  were  treated 
with  Pyribenzamine  Hydrochloride,  200  mg. 
daily  in  divided  doses.  Two  hundred  eighteen 
similar  cases  used  as  controls  received  placebo. 

More  of  the  patients  treated  with  Pyribenz- 
amine Hydrochloride  manifested  subjective  im- 
provement than  did  the  controls  who  received 
placebo.  The  differences  are  reliable  statistically. 

When  cases  are  classified  according  to  onset  or 
primary  location  of  infection,  statistically  reli- 
able differences  between  the  groups  treated  with 
Pyribenzamine  Hydrochloride  and  with  placebo 
appear  both  in  the  rhinitis  and  in  the  pharyngitis 
classes.  Too  small  for  statistical  reliability,  the 
bronchitis  class  shows  a similar  trend. 


The  data  suggested  that  a significant  propor- 
tion of  “colds”  involve  allergies  that  respond 
favorably  to  administration  of  an  antihistaminic 
drug.  The  proportion  of  cases  that  respond  favor- 
ably appears  to  be  approximately  the  same, 
whether  the  onset  or  primary  location  of  infection 
is  classed  as  rhinitis,  bronchitis,  or  pharyngitis. 
Would  research  be  indicated  on  the  basis  of  dif- 
ferentiating patients  who  respond  favorably  to 
antihistamine  from  those  who  do  not?  Could 
antihistaminic  drugs  be  an  instrument  for  dis- 
tinguishing between  the  two  general  classes  of 
disorder  thus  far  lumped  together  under  the 
category  “common  cold”? 

In  no  instance  is  it  asserted  that  the  Pyri- 
benzamine definitely  cured  an  upper  respiratory 
infection. 

Further  investigation  with  Pyribenzamine  in 
relation  to  symptomatic  improvement  in  upper 
respiratory  infections  is  indicated. 

Ill  Waverley  Avenue 


References 

1.  Brewster,  J.  M.:  U.S.  Nav.  M.  Bull.  47:  810  (1947). 

2.  Gordon,  J.  S.:  Laryngoscope  58:  1265  (1948). 

3.  Murray,  H.  G.:  Indust.  Med.  18:  215  (1949). 

4.  Arminio,  J.  J.,  and  Sweet,  C.  C.:  ibid.  18:  509  (1949). 

5.  Feller,  A.  D.,  Badger,  G.  F.,  Hodges,  R.  G.,  Jordan, 

W.  S.,  Jr.,  Raminelkamp,  C.  H.,  Jr.,  and  Wingle,  J.  H.:  New 

England  J.  Med.  242:  737  (1950). 

6.  U.S.  Naval  Medical  Research  Unit  4:  J.  Lab.  & Clin. 

Med.  36:  555,  570,  576,  584  (Oct.)  1950. 


TABLE  II. — Symptomatic  Response  Accordino  to  Onset  or  Primary  Location  of  Infection,  24  Hours  After  Treat- 
ment with  Pyribenzamine  or  Pyribenzamine  Placebo 


— — Rhinitis . . Pharyngitis — j — . — Bronchitis  — 

Pyribenzamine  Placebo  Pyribenzamine  Placebo  Pyribenzamine  Placebo 

Per  Per  Per  Per  Per  Per 


Response 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Improved 

90 

70.8 

58 

47.1 

58 

61.0 

25 

35.7 

9 

69 

3 

30 

Not  improved 

37 

29.2 

65 

52.9 

37 

39.0 

45 

64.3 

4 

31 

7 

70 

Totals 

127 

123 

95 

70 

13 

10 

A'2  = H.BiS  A'2  = 10  Sol  Significance  doubtful; 

Significant*  Significant*  too  few  cates 


* Statistically,  the  data  for  Rhinitis  and  Pharyngitis  reveal  differences  that  would  be  expected  to  occur  by  chance  less  than 
once  in  1,000  samples. 


POPULATION  INCREASES 

The  natural  increase  in  population — excess  of 
births  over  deaths — in  the  United  States  last  year 
was  more  than  2,400,000,  Metropolitan  Life  Insur- 
ance Company  statisticians  estimate.  This  is  close 
to  the  all-time  record  high  of  2,481,000  in  1947. 

With  a moderate  gain  through  immigration,  the 
total  increase  in  population  for  the  year  is  estimated 
to  exceed  2,650,000. 

Since  the  end  of  World  War  II,  this  country  has 


added  about  15,800,000  to  its  population,  which  the 
statisticians  point  out  is  about  equivalent  to  the 
present  population  of  the  three  Pacific  Coast  states, 
or  to  that  of  New  York  State,  or  to  the  combined 
population  of  the  three  Scandinavian  countries  of 
Sweden,  Norway,  and  Denmark. 

The  rapid  increase  in  our  population  during  recent 
years  bears  w itness  to  the  great  vitality  of  our  nation, 
t he  report  concludes. 


SOME  CLINICAL  ASPECTS  OF  DIGITALIS  INTOXICATION 

Lawrence  J.  Giuffra,  M.D.,  and  Hsiang  Len  Tseng,  M.D.,  Brooklyn,  New  York 
( From  the  Medical  Service  of  St.  Catherine's  Hospital) 


THE  frequent  occurrence  and  difficulty  of 
diagnosis  in  digitalis  intoxication  prompts 
the  present  discussion. 

There  have  been  numerous  problems  in  trying 
to  establish  a statistical  analysis,  some  of  which 
have  arisen  because: 

1.  The  diagnosis  usually  did  not  appear  on 
charts. 

2.  Digitalis  is  so  frequently  prescribed  that 
it  was  practically  impossible  to  review  the  case 
histories  of  all  people  who  had  received  the  drug, 
e.g.,  in  December,  1949,  there  were  126  admis- 
sions to  this  hospital,  54  of  whom  were  receiving 
digitalis. 

3.  The  lack  of  recorded  observations  and 
electrocardiographic  studies  in  some  cases  pre- 
vented authentic  conclusions. 

The  following  method  was  utilized.  All 
electrocardiograms  taken  during  1949  were  re- 
viewed. The  clinical  records  of  patients  who 
had  unequivocal  evidence  of  digitalis  intoxication 
were  abstracted.  This  approach  led  to  a series 
in  which  the  incidence  of  cardiac  arrhythmias 
is  predominant,  which  is  not  disappointing. 

Although  gastrointestinal  and  visual  disturb- 
ances may  be  more  annoying  to  patients,  the 
efficacy  of  careful  cardiac  auscultation  should 
be  stressed.  In  An  Account  of  the  Foxglove, 
published  in  1785,  William  Withering  clearly 
stated  that  during  the  use  of  digitalis,  “cases 
occurred  in  which  the  pulse  would  be  retarded  to 
an  alarming  degree  without  any  other  preceding 
effect.” 

During  1949,  there  were  984  patients  in  this 
hospital  who  had  electrocardiograms.  Of  these, 
157  were  receiving  digitalis,  and  24  of  them  were 
cases  of  digitalis  intoxication,  an  incidence  of 
15  per  cent. 

In  reviewing  these  cases,  there  are  several 
points  which  seem  to  be  worthy  of  emphasis. 
Table  I indicates  the  presence  or  absence  of 
nausea,  vomiting,  visual  disturbance  (yellow 
vision),  arrhythmia  with  nausea  or  vomiting, 
and  arrhythmia  without  nausea  or  vomiting 
in  each  case  of  intoxication.  It  seems  quite 
significant  that  there  were  12  cases  of  arrhythmia 
without  nausea  or  vomiting  (50  per  cent). 

Undoubtedly,  symptoms  such  as  nausea  and 
vomiting  may  not  be  mentioned  on  a clinical 
record.  However,  each  of  these  24  cases  was 
seen  by  one  or  the  other  author.  During  the 
past  year  we  have  been  impressed  with  the  fre- 
quent absence  of  these  symptoms  in  this  group 
of  patients. 


TABLE  I. — Presence  op  Symptoms  in  Each  Case  op 
Intoxication* 


Cases 

Nausea 

Visual  Arrhythmia 

Disturb-  with 

ance  Nausea 

Vomit-  (Yellow  or 

ing  Vision)  Vomiting 

Arrhythmia 

Without 

Nausea 

or 

Vomiting 

i 

+ 

+ 

+ 

2 

+ 

+ 

+ 

3 

+ 

4 

+ 

+ 

+ 

5 

+ 

+ 

+ 

6 

+ 

4- 

+ 

7 

+ 

+ 

4- 

8 

+ 

+ 

+ 

9 

+ 

10 

+ 

11 

+ 

12 

+ 

13 

+ 

+ 

14 

+ 

15 

+ 

+ 

+ 

16 

+ 

17 

+ 

+ 

+ 

18 

+ 

+ 

+ 

19 

+ 

20 

4- 

21 

4- 

22 

4- 

23 

4- 

24 

4- 

+ + 4- 

Total 

12 

11 

12 

12 

* Plus  sign  indicates  presence  of  symptom. 


The  recognition  of  these  arrhythmias,  or  at 
least  the  suspicion  of  their  presence,  will  often 
result  from  careful  auscultation  of  the  heart. 

In  Table  II  we  have  listed  the  various  types 
and  incidence  of  each  arrhythmia.  In  each 
case  they  were  absent  before  the  use  of  digitalis 
and  disappeared  when  the  drug  was  discontinued. 
An  important  point  is  that  electrocardiograms 
were  frequently  taken  because  the  physician 
who  examined  the  patient  before  administering 
the  next  dose  of  digitalis  suspected  an  arrhythmia. 
Therefore,  one  need  not  feel  that  routine  electro- 
cardiograms are  commonly  needed  to  discover 
abnormal  mechanism  that  cannot  be  heard. 

Some  physicians  have  inquired  about  the  signi- 
ficance of  digitalis  effect,  e.g.,  “Can  the  patient 
who  has  premature  beats  of  the  ventricle  be  a 
case  of  digitalis  intoxication  when  digitalis 

TABLE  II.— Types  and  Incidence  of  Arrhythmia 


Type  of  Arrhythmia  Number 


Bigeminy  caused  by 

Premature  beats  of  ventricle  9 

Premature  beats  of  auricle  or  node  2 

Multiple  premature  beats  of  ventricle  arising 

from  different  foci  5 

Premature  beats  of  ventricle  2 

Auricular  fibrillation  1 

Bradycardia  1 

Complete  auriculoventricular  dissociation  1 

Supraventricular  tachycardia  1 

Premature  auricular  beats  2 


581 


582 
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TABLE  III. — Incidence  of  Arrhythmia  and  Gastroin- 
testinal Symptoms  with  Different  Types  of  Digitalis 
Used 


Type  of  Digitalis 

Total 

Cases 

Arrhythmia  with 
Nausea  or  Vomiting 

Cedilanid 

5 

2 

Digitalis  leaf 

8 

8 

Digitaline  Nativelle 

G 

5 

Digit  ox  in 

1 

0 

Purodigin 

1 

1 

Digifoline 

1 

1 

effect  is  not  reported  on  the  electrocardiogram?” 
The  answer  is  yes.  The  diagnosis  of  digitalis 
intoxication  (arrhythmic  type)  does  not  depend 
solely  upon  the  electrocardiographer  who  at 
times  can  merely  state  that  an  arrhythmia  is 
present.  The  presence  of  toxicity  should,  and 
sometimes  must,  be  determined  by  the  physician 
who  is  caring  for  the  patient.  Meticulous  ob- 
servation of  cardiac  rates  and  rhythms  is  the 
responsibility  of  the  “family  doctor.” 

Although  the  incidence  of  arrhythmia  with 
nausea  or  vomiting  may  vary  with  the  type  of 
digitalis  used,  as  Table  III  seems  to  indicate, 
the  evidence  is  not  sufficient  to  rely  on  this  in- 
ference. 

The  different  types  of  digitalis  are  sometimes 
referred  to  as  short  and  long-acting  drugs. 
Reference  is  then  made  to  this  classification 
with  an  attempt  to  predict  the  duration  of  toxic- 
ity. The  average  duration  of  toxic  symptoms 
and  signs  with  various  preparations  has  been 
outlined  in  Table  IV.  In  summary,  toxicity 
probably  depends  on  many  factors,  i.e.,  individual 
sensitivity,  myocardial  status,  superimposed 
infection,  etc.  Any  prediction  of  its  duration 
is  of  little  practical  significance.  In  certain 
cases  Cedilanid,  digitalis  leaf,  and  Digitaline 
Xativelle  have  all  led  to  prolonged  arrhythmias, 
eleven,  twelve,  and  thirteen  days,  respectively. 
Five  of  these  cases  will  be  presented  in  detail 
because  of  individual  significance. 

Case  Reports 

Case  1. — A man,  aged  seventy- two,  was  admitted 
on  September  19,  1949.  Postoperatively  he  de- 
veloped abdominal  distention,  fever,  and  basal  rales. 
His  cardiac  history  had  been  negative.  Fifteen  days 
after  operation  there  was  a verbal  order  for  “Cedi- 
lanid 4 cc.  stat.,  and  then  2 cc.  intravenous  every 
four  hours,  if  the  apical  rate  is  over  100.”  An  elec- 
trocardiogram taken  the  morning  before  digitalis 
was  started  revealed  left  axis  deviation,  myocardial 
damage,  multiple  premature  beats  of  auricle  and 
ventricle  arising  in  different  foci  with  a ventricular 
rale  of  88.  During  the  next  twenty-four  hours  the 
patient  received  16  cc.  of  Cedilanid  which  was  ap- 
parently given  because  the  nurse’s  chart  revealed  a 
pulse  rate  between  110  and  120.  The  patient  died 
suddenly  twenty-seven  hours  after  the  onset  of 
digitalis  therapy.  An  autopsy  was  performed,  at 
which  time  the  pathologist,  not  knowing  of  themedi- 


TABLE  IV. — Average  Duration  of  Symptoms  After 
Digitalis  Discontinued  with  Various  Preparations 


Type  of  Digitalis 
Used  at  Time  of 
Intoxication 

Total 

Cases 

Average  Duration 
of  Symptoms  After 
Digitalis  Stopped 
(Days) 

Arrhythmia  Other 

Cedilanid  (intravenous) 

5 

»>  4 5 

I >igitalis  leaf 

8 

<>  3 

Digitaline  Nativelle 

G 

7.8  2.7 

cation,  remarked  about  the  paucity  of  findings  to  ex- 
plain such  a sudden  death. 

This  case,  the  only  probable  death  from  digi- 
talis in  the  series,  is  illustrative  of  several  points. 
The  indications  for  the  use  of  digitalis  are  not 
clear.  Furthermore,  the  aggressive  manner  in 
which  digitalization  was  attempted  in  an  ob- 
viously irritable  myocardium  cannot  be  condoned. 

Digitalis  may  have  caused  an  increase  in 
pulse  or  cardiac  rate  due  to  more  frequent  ex- 
trasystoles so  that  a mere  record  of  the  rate  is 
not  sufficient.  As  a rule,  bradycardia  is  immedi- 
ately recognized  as  a sign  of  toxicity,  but  an 
increase  in  rate  may  be  of  equal  significance. 

Case  2. — A woman,  aged  fifty,  was  admitted  on 
November  10,  1949,  with  a history  of  myocardial 
infarction  in  1946.  She  had  repeated  bouts  of  car- 
diac decompensation  and  frequent  episodes  of  digi- 
talis intoxication  whenever  an  attempt  was  made  to 
maintain  her  on  l1/*  grains  of  digitalis  leaf  each  day. 
Examination  revealed  blood  pressure  of  146/110, 
heart  failure,  enlarged  heart,  gallop  rhythm, 
ventricular  rate  of  88,  and  apical  and  parasternal 
systolic  murmurs.  She  was  treated  with  bed  rest, 
oxygen,  sedation,  salt-poor  diet,  mercurials,  and 
digitalis  leaf,  1 V2  grains  each  day.  This  patient  had 
not  taken  any  digitalis  for  about  three  weeks  before 
admission.  An  electrocardiogram  taken  on  Novem- 
ber 10  revealed  right  axis  deviation,  right  heart 
strain,  and  myocardial  damage  with  a regular  ven- 
tricular rate  of  90.  On  December  2,  twenty-three 
days  after  admission,  digitalis  was  discontinued  be- 
cause of  nausea,  vomiting,  and  the  presence  of  pre- 
mature beats.  An  electrocardiogram  taken  Decem- 
ber 5 revealed  bigeminy  due  to  premature  ventric- 
ular beats.  Several  months  later  this  patient  was 
found  to  be  sensitive  to  V2  grain  of  digitalis  leaf  each 
day  at  which  time  her  general  condition  was  getting 
progressively  worse. 

This  case  illustrates  the  importance  of  individ- 
ual susceptibilities  to  digitalis.  Careful  advice 
as  to  limited  activity,  intermittent  periods  of 
prolonged  bed  rest,  diminished  salt  intake,  and 
mercurial  diuretics  will  greatly  benefit  a cardiac 
patient.  Observations  by  the  practitioner  may 
lead  him  to  conclude  that  his  patient  can  only 
tolerate  digitalis  every  other  day  or  else  every 
day  except  Saturday  and  Sunday. 

Case  3. — A woman,  aged  seventy,  was  admitted  on 
February  25,  1949,  because  of  dyspnea  for  which  her 


March  1,  1 0.r»2  ] 


DIGIT  A US  INTOXICATION 


583 


physician  had  prescribed  digitoxin,  0.2  mg.  each  day, 
about  three  weeks  before  admission.  Examination 
revealed  heart  failure  with  an  irregular  ventricular 
rate  of  140.  On  admission  the  patient  was  given 
supportive  therapy.  An  electrocardiogram  taken 
on  February  26  revealed  left  ventricular  hyper- 
trophy, left  axis  deviation,  auricular  fibrillation  with 
a ventricular  rate  of  160,  and  digitalis  effect.  .She 
was  then  started  on  Cedilanid,  2 cc.  intravenously 
every  four  hours.  Her  cardiac  rate  was  carefully 

I checked  before  each  dose.  The  patient  started  to 
have  progressive  nausea  and  vomiting,  and  after 
she  had  received  10  cc.  of  Cedilanid,  there  had  been 
no  change  in  cardiac  rate.  At  this  point  her  family 
physician  was  contacted,  and  he  stated  that  when 
the  patient  was  started  on  digitalis  three  weeks 
before  admission,  her  cardiac  rate  was  110  and  regu- 
lar. It  was  now  assumed  that  the  auricular  fibrilla- 
tion was  a manifestation  of  digitalis  intoxication. 
Digitalis  was  discontinued.  By  March  3,  her  condi- 
tion had  improved,  and  an  electrocardiogram  re- 
vealed a regular  ventricular  rate  of  105.  Both 
nausea  and  vomiting  had  subsided.  Her  lungs  were 
clear,  and  there  was  no  orthopnea. 

A detailed  knowledge  of  the  patient’s  condi- 
tion before  the  institution  of  digitalis  therapy 
was  of  paramount  importance  in  establishing  a 
diagnosis.  This  is  one  instance  where  the  elec- 
trocardiogram was  of  little  assistance.  At 
times  it  is  very  difficult  to  differentiate  between 
nausea  and  vomiting  resulting  from  heart 
failure  and  that  due  to  digitalis. 

Case  4. — A woman,  aged  thirty-three,  was  ad- 
mitted on  October  22,  1949,  because  of  dyspnea. 
She  had  known  rheumatic  heart  disease  for  eleven 
years  and  had  been  maintained  on  digitalis  for  two 
years  because  of  dyspnea.  However,  digitalis  had 
been  omitted  for  three  weeks  before  admission. 
On  the  morning  of  October  22,  she  consulted  her 
family  physician  because  of  a sudden  onset  of 
respiratory  distress.  He  gave  her  0.4  mg.  of  Digita- 
lino  Nativelle  and  advised  hospital  care.  Examina- 
tion revealed  heart  failure  and  mitral  stenosis  with 
an  irregular  ventricular  rate  of  128.  On  the  evening 
of  admission  she  was  given  0.2  mg.  of  Digitaline 
Nativelle,  and  the  drug  was  then  ordered  as  0.2 
! mg.  three  times  a day.  The  next  morning  during  a 
routine  check  by  the  house  physician  it  was  noticed 
that  her  cardiac  rate  was  47.  The  drug  was  dis- 
continued. An  electrocardiogram  taken  October  25 
revealed  right  heart  strain  and  auricular  fibrillation 
- with  a ventricular  rate  of  44.  After  four  days  her 
ventricular  rate  was  76. 

The  inadequacy  and  dangers  of  a preconceived 
digitalis  plan  should  be  obvious.  This  patient 
could  not  have  been  properly  treated  without 
careful  cardiac  auscultation  the  morning  after 
admission  at  which  time  she  had  only  received 

0.6  mg.  of  Digitaline  Nativelle. 

Case  5. — A woman,  aged  twenty-one,  was  ad- 
mitted on  April  26,  1949.  She  had  many  previous 
admissions  for  rheumatic  heart  disease  with  cardiac 


decompensation  and  digitalis  intoxication.  About 
two  months  before  this  admission  she  had  been  ad- 
vised to  take  Digitaline  Nativelle,  0.2  mg.  each  day. 
Anorexia,  nausea,  and  vomiting  were  present  three 
days  before  admission.  Examination  revealed  heart 
failure,  mitral  stenosis,  auricular  fibrillation  with  a 
rate  of  72,  and  runs  of  bigeminy.  She  was  treated 
with  bed  rest,  oxygen,  limited  salt  and  fluid  intake, 
sedation,  and  Mercuhydrin,  1 cc.  intramuscularly 
each  day.  An  electrocardiogram  taken  April  27 
revealed  right  axis  deviation,  right  heart  strain, 
auricular  fibrillation  with  a ventricular  rate  of  70, 
and  bigeminal  rhythm  due  to  premature  ventricular 
beats.  On  April  27  nausea  and  vomiting  had  sub- 
sided, but  her  ventricular  rate  was  40  and  bigeminy 
was  still  present. 

This  case  is  presented  to  re-emphasize  the  fact 
that  digitalis  may  be  mobilized  from  edema 
fluid.1  When  this  patient  was  admitted,  she 
had  cardiac  decompensation  and  digitalis  in- 
toxication. Digitalis  was  omitted  from  the 
therapy,  but  aggravation  of  its  toxicity  as  evi- 
denced by  the  drop  in  ventricular  rate  followed 
mercurial  injections. 

Comment 

We  have  not  attempted  to  review  the  entire 
subject  of  digitalis  intoxication.  Numerous 
excellent  references  to  this  problem  can  easily 
be  found.  Our  prime  purpose  has  been  to  re- 
view some  cases  seen  in  this  hospital.  In  so 
doing,  we  have  been  impressed  with  the  fre- 
quency of  digitalis  intoxication  and  have  at- 
tempted to  emphasize  aspects  which  may  aid 
the  practitioner.  We  feel  that  an  attempt  to 
order  a routine  plan  for  digitalization  is  danger- 
ous. Obviously,  the  art  and  patience  necessary 
for  careful  cardiac  auscultation  must  be  acquired. 
Most  of  the  cardiac  abnormalities  resulting  from 
toxicity  can  be  heard  so  that  if  all  we  have  ac- 
complished is  impressing  the  practitioner  with 
the  importance  of  individualization,  patient 
auscultation,  and  keen  observation,  this  review 
is  considered  worth  while. 

Summary 

1.  Twenty-four  cases  of  digitalis  intoxication 
have  been  reviewed. 

2.  The  importance  of  individual  susceptibil- 
ity to  digitalis,  depending  upon  myocardial 
status,  superimposed  infection,  etc.,  has  been 
stressed. 

3.  Keen  clinical  observation  and  careful 
auscultation  of  the  heart  are  the  best  ways  to 
regulate  the  individual  digitalizing  dose  and  will 
often  give  the  earliest  clue  of  digitalis  intoxication 
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PHLEGMASIA  CERULEA  DOLENS  AND  GANGRENE 


Roald  N.  Grant,  M.D.,  and  Michael  R.  Deddish,  M.D.,  New  York  City 


( From  the  Memorial  Center  for  Cancer  and  Allied  Diseases) 


TSCHEMIA  to  the  point  of  gangrene,  resulting 
"L  from  venous  stasis  as  a consequence  of  massive 
thrombophlebitis  involving  extremities,  has  been 
reported  in  30  cases.  Haimovici  collected  and  ana- 
lyzed in  detail  28  cases,  and  an  additional  two  cases 
were  reported  by  Veal.1,2  Twelve  of  the  30  cases 
terminated  fatally.  Manifestations  of  an  impover- 
ished arterial  supply  short  of  gangrene  associated 
with  thrombophlebitis  in  an  extremity  is  somewhat 
more  common  and  has  been  variously  designated  as 
phlegmasia  cerulea  dolens,  blue  phlebitis,  or  pseudo- 
embolic  phlebitis. 

These  cases  characteristically  present  the  sudden 
onset  of  severe  pain,  extensive  edema,  blue  discolor- 
ation, and  coldness  in  an  extremity  already  involved 
in  a thrombophlebitic  process  but  without  organic 
arterial  obstruction.  The  loss  of  blood  from  the 
general  circulation  by  entrapment  in  the  extremity  is 
often  so  large  as  to  result  in  profound  shock  leading 
to  death  in  some  cases. 

This  phenomenon,  whether  or  not  associated  with 
gangrene,  is  accompanied  by  a patent  arterial 
system  to  the  extremity.  The  characteristic  failure 
of  response  to  vasodilator  drugs,  administered  locally 
or  systematically,  or  autonomic  nerve  block  indi- 
cates the  insignificant  role  of  vasospasm  as  an  etio- 
logic  factor. 

The  extent  of  the  venous  obstruction  by  thrombo- 
phlebitic involvement  of  the  main  venous  channels 
and  collateral  routes  of  return  seems  to  determine 
the  degree  of  arterial  insufficiency  and  the  likelihood 
of  gangrene.  The  rich  collateral  venous  network 
of  extremities  accounts  for  the  infrequency  of  the 
condition,  despite  the  frequent  occurrence  of  throm- 
bophlebitis. This  is  in  contrast  to  the  frequent  oc- 
currence of  gangrene  of  intestine  when  venous  ob- 
struction occurs  in  a large  mesenteric  vein. 

Case  Report 

H.  D.,  a forty-seven-year-old  Caucasian  house- 
wife, was  admitted  to  the  hospital  on  February  18, 
1951,  with  a history  of  nausea  of  three  months  dura- 
tion and  occasional  fresh  blood  in  the  stool  of  two 
months  duration.  Seven  days  prior  to  admission, 
proctoscopic  examination  revealed  a lesion  of  the 
rectum  which  on  biopsy  proved  to  be  adenocarcin- 
oma for  which  she  was  to  be  admitted  for  surgical  ex- 
tirpation. However,  on  the  day  prior  to  admission 
she  developed  marked  swelling,  redness,  heat,  and 


tenderness  of  the  entire  right  calf  associated  with  a 
positive  Homans’  sign. 

Treatment  consisted  of  bed  rest,  heparin,  and  Di- 
cumarol,  continued  for  ten  days.  However,  on  the 
eleventh  day,  after  only  50  mg.  of  Dicumarol,  given 
the  previous  day,  the  prothrombin  time  was  in- 
creased from  thirty-four  seconds  to  eighty-two  sec- 
onds. Because  of  fear  of  bleeding  from  a caudal  an- 
esthesia which  was  to  be  introduced  intermittently 
via  an  inlying  plastic  catheter  for  signs  of  severe  ar- 
terial obstruction  in  both  legs,  500  mg.  of  vitamin  K 
oxide  were  given  intravenously,  and  within  three 
hours  the  prothrombin  content  of  the  blood  was  re- 
ported as  100  percent. 

On  the  sixth  hospital  day  she  had  developed  an 
area  of  purple  discoloration  on  the  dorsum  of  the 
right  leg,  coolness  was  noted  in  the  right  toes,  and 
slight  swelling  and  pain  with  tenderness  in  the  left 
foot  and  calf. 

Severe  pain  and  a marked  increase  in  swelling  of 
both  legs  occurred  suddenly  on  the  eleventh  day. 
The  toes  of  both  feet  became  cold  and  cyanotic. 
Dorsalis  pedis  pulsations  were  easily  palpated  bilat- 
erally at  this  time.  The  pain  became  excruciating, 
the  legs  continued  to  swell  rapidly,  and  about  six 
hours  later  she  went  into  profound  shock.  The 
blood  pressure  was  unobtainable  until  1,000  cc.  of 
blood  were  given  under  pressure  within  a period  of 
forty-five  minutes.  Thereafter  the  swelling  of  the 
lower  extremities  gradually  increased,  and  severe 
pain  persisted.  Relief  of  pain  was  obtained  only  by 
intermittent  injection  every  four  to  eight  hours  of 
100  to  150  mg.  of  1 per  cent  procaine  given  via  a 
plastic  catheter  in  the  caudal  canal.  At  no  time  was 
there  any  improvement  in  the  color  or  warmth  of 
the  extremities  resulting  from  the  caudal  anesthesia. 
Progressive  bluish-black  discoloration  of  the  toes, 
feet,  and  lower  legs  occurred,  associated  with  per- 
sistent coldness.  Large  bleb  formations  covered  the 
involved  areas. 

By  the  fifth  day  after  signs  of  arterial  insufficiency 
had  developed,  she  had  been  shown  to  receive  no  bene- 
ficial effect  from  either  papaverine  or  Priscoline. 
On  the  seventh  day  following  symptoms  of  arterial 
insufficiency,  200  mg.  of  acetylcholine  were  given  in- 
tra-arterially into  the  left  femoral  artery  with  in- 
creased warmth  of  the  limb  to  the  midcalf  for  about 
fifteen  minutes  but  no  reaction  in  the  foot  or  ankle. 
Dorsalis  pedis  pulsations  at  this  time  were  obscured 
by  marked  edema  bilaterally. 

She  was  now  having  persistent  periods  of  hypo- 
tension which  responded  to  plasma  on  some  occa- 
sions. She  was  given  a total  of  4,800  cc.  of  plasma 
and  2,500  cc.  of  blood  in  a nine-day  period.  Daily 
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Fig.  1.  Gangrene  of  feet  and  right  leg  on  twentieth 
day  after  onset  of  thrombophlebitis. 


urinary  output  ranged  between  20  and  1,150  cc.  per 
day,  mostly  between  200  and  900  cc.  per  day  de- 
spite an  average  intake  of  3,000  cc. 

Progressive  massive  edema  of  the  legs,  thighs,  ab- 
domen, and  back  occurred,  and  on  the  day  of  her 
demise  extended  up  to  the  breast.  Edema  fluid  con- 
tinuously leaked  from  the  grossly  intact  skin  of  the 
thighs. 

On  the  eighth  day  after  arterial  insufficiency 
symptoms  developed,  the  systolic  blood  pressure 
remained  persistently  in  the  region  of  70  mm.  of 
mercury  despite  plasma  infusions.  The  tempera- 
ture gradually  rose  to  105  F.,  and  she  became  coma- 
tose and  expired  on  the  ninth  day  following  the  on- 
set of  arterial  insufficiency  symptoms  and  twenty 
days  following  the  onset  of  the  thrombophlebitis 
(Fig.  1). 

Autopsy  revealed  a carcinoma  of  the  rectum  about 
6 cm.  from  the  anal  margin.  There  were  multiple 
metastatic  nodules  in  the  liver.  One  of  these  en- 
croached upon  the  lumen  of  the  vena  cava  causing 
constriction  of  about  one  quarter  of  its  circumference 
but  not  involving  the  intima.  There  was  wide- 
spread occlusive  thrombophlebitis  involving  the 
femoral,  external  and  internal  iliac  veins  and  all 
branches,  and  the  vena  cava  up  to  the  level  of  the 
renal  veins  but  not  obstructing  the  latter  (Fig.  2.) 
The  aorta  and  iliac,  femoral,  and  popliteal  arteries 
were  patent  and  contained  no  emboli  or  thrombi. 
Gangrene  of  the  toes  of  both  feet  and  the  right  leg 
was  present. 

Summary  and  Conclusions 

1.  The  case  history  of  a patient  who  developed 
phlegmasia  cerulea  dolens  and  gangrene  of  the  lower 
extremities  as  a result  of  a massive  venous  occlusion 
from  thrombophlebitis,  as  proved  by  autopsy,  is 
added  to  the  30  cases  in  the  literature. 

2.  The  high  mortality  of  this  condition  (13  of  31 
cases)  is  an  indication  of  the  failure  of  usual  treat- 
ment methods  which  consist  mainly  of  vasodilatory 
drugs  and  nerve  block. 

3.  Since  the  extent  of  obstruction  of  the  veins 
and  collaterals  seems  to  determine  the  amount  of 


Fig.  2.  Autopsy  specimen  showing  thrombus  ob- 
structing the  vena  cava,  common,  external  and  in- 
ternal iliac,  and  femoral  veins. 


arterial  insufficiency,  measures  to  prevent  further 
venous  obstruction,  such  as  anticoagulant  therapy, 
are  indicated.  Antivasospastic  measures  may  also  be 
employed.  Surgical  evacuation  of  clots  from  the 
vena  cava  and  iliac  veins  in  conjunction  with  anti- 
coagulants should  be  considered  as  a method  of  open- 
ing possible  routes  of  collateral  venous  return  in 
these  desperate  situations. 

4.  The  unusual  sensitivity  of  this  patient  to  Di- 
cumarol  may  possibly  be  explained  on  the  basis  of 
massive  liver  involvement  by  metastatic  cancer. 
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The  past  always  looks  better  than  it  was.  It’s  only  pleasant  because  it  isn’t  here.— Finley 
Peter  Dunne 


PURPURA  DUE  TO  QUINIDINE 

Lester  Lipson,  M.D.,  Monticello,  New  York 
( From  the  Monticello  Hospital ) 


'PURPURA,  as  a consequence  of  quinidine  therapy, 

is  rare.  When  Nudelman,  Leff,  and  Howe  re- 
ported a case  of  thrombocytopenic  purpura  follow- 
ing quinidine  in  1948,  it  was  apparently  the  first 
such  report  in  the  American  literature.1  Since  then, 
a few  other  clinicians  have  published  similar  obser- 
vations. Siegel  and  Horn  observed  thrombocyto- 
penic purpura  and  fever  as  a manifestation  of  quini- 
dine allergy.2  Hirsch  and  Dameshek  report  one  case 
and  discuss  their  concept  of  the  mechanism  of  the 
thrombocytopenia.3  Collins  has  observed  a similar 
case.4 

All  of  these  reports  are  recent,  and  it  seems  worth 
while  to  record  the  following  case,  if  only  to  increase 
our  awareness  of  this  complication  as  a possible 
consequence  of  quinidine  therapy. 

Case  Report 

A seventy-five-year-old,  white  woman  was  first  seen 
on  July  20,  1950.  She  complained  of  sudden  onset 
of  severe  palpitation.  A few  years  before,  she  had 
had  a similar  episode  which  was  successfully  treated 
with  quinidine.  There  had  been  no  untoward  reac- 
tions to  this  treatment,  and  she  had  felt  reasonably 
well  up  to  the  onset  of  the  present  illness. 

On  examination,  she  was  obviously  in  a state  of 
auricular  fibrillation.  There  was  no  evidence  of  con- 
gestive failure.  The  heart  was  not  enlarged,  and  the 
blood  pressure  was  150/80.  She  was  put  on  3-grain 
doses  of  quinidine  sulfate.  After  taking  only  9 
grains,  her  heart  reverted  to  sinus  rhythm.  After 
five  doses  (15  grains)  epistaxis  was  noted.  Medi- 
cation was  not  withdrawn  until  a total  of  1 1 tablets 
(33  grains)  had  been  taken  during  a period  of  three 
days.  By  this  time,  a diffuse  purpuric  eruption  ap- 
peared on  the  skin;  a large  subconjunctival  hemor- 
rhage developed  in  the  left  eye,  and  bleeding  from 
the  mouth  became  distressing.  Within  twelve  hours 
after  withdrawal  of  the  drug,  epistaxis  ceased. 


Fig.  1.  Ecchymotic  areas  on  tongue  and  mucous 
membrane  of  mouth, 


On  July  24,  the  bleeding  time  was  over  fifteen  min- 
utes; clotting  time  six  and  one-half  minutes;  hemo- 
globin 60  per  cent;  red  blood  cells  3,510,000;  white 
blood  cells  3,950  with  a normal  differential.  On  the 


Fig.  2.  Subconjunctival  hemorrhage  and  petechia 
on  face. 


Fig.  3.  Ecchymosis  on  dorsum  of  right  hand  and 
petechia  of  lower  extremities. 
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blood  smear,  no  platelets  could  be  seen.  The  stool 
revealed  a 3 plus  reaction  for  occult  blood,  and  the 
urine  contained  numerous  red  blood  cells  and  a 1 
plus  reaction  for  albumin.  By  this  time,  bleeding 
from  the  nose  had  ceased,  but  the  photographs  show 
clearly  the  mucous  membrane  lesions  in  the  mouth, 
the  hemorrhage  in  the  eye,  and  the  petechia  of  the 
skin  (Figs.  1 to  3).  The  electrocardiogram  was  nor- 
mal, and  the  rhythm  was  sinus.  On  July  27,  the 
skin  had  shown  little  change;  the  mouth  lesions 
were  dry  and  no  longer  actively  bleeding.  Bleeding 
I time  had  dropped  to  two  minutes,  and  clotting  time 
remained  at  six  and  one-half  minutes.  Platelets 
were  now  seen  on  the  blood  smear.  The  patient  was 
feeling  well. 


Summary 

A case  of  thrombocytopenic  purpura  following 
quinidine  therapy  is  described.  This  patient  had 
previously  taken  quinidine  without  ill  effects.  The 
purpuric  manifestations  began  after  15  grains  of 
quinidine  had  been  administered.  They  began  to 
subside  twelve  hours  after  withdrawal  of  the  drug. 
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USE  OF  INTRAVENOUS  QUINIDINE  DURING  ANESTHESIA 

J.  Gerard  Converse,  M.D.,  Adrian  A.  Ehler,  M.D.,*  Allan  Stranahan,  M.D.,  and 
Charles  M.  Landmesser,  M.D.,  Albany,  New  York 


' (From  the  Albany  Hospital ) 

Hr  HE  following  case  is  reported  to  illustrate  the 
dramatic  response  of  a patient  to  intravenous 
quinidine  given  to  control  a severe  tachycardia  dur- 
ing surgery  under  general  anesthesia.  It  also  de- 
picts one  of  the  least  mentioned  side-effects  of  quini- 
dine given  by  the  intravenous  route,  namely,  that  of 
pronounced  hypotension. 

Case  Report 

The  patient,  a ten-year-old  girl  weighing  57 
pounds,  was  admitted  to  the  hospital  for  evaluation 
of  a cardiac  murmur  and  thrill  found  on  routine 
physical  examination.  She  was  asymptomatic 
except  for  being  aware  of  more  shortness  of  breath 
and  a greater  tendency  to  perspire  than  her  play- 
mates. Physical  examination  was  essentially  nega- 
i tive  except  for  a machinery  murmur  and  thrill  in  the 
pulmonic  area.  There  was  slight  cardiac  enlarge- 
ment by  x-ray.  Electrocardiogram  showed  a sinus 
tachycardia  of  118  and  probable  left  ventricular 
hypertrophy. 

Scheduled  for  ligation  of  a patent  ductus  arteriosus 
at  8:00  a.m.,  she  was  premedicated  with  Nembutal, 
1 grain,  at  6 : 00  a.m.  and  morphine  sulfate,  ‘/is  grain, 
and  scopolamine,  V2oo  grain,  at  7:00  a.m.  Pre- 
operatively  her  blood  pressure  was  90/50,  pulse  86, 
respirations  26.  Orotracheal  intubation  was  easily 
done  about  eight  minutes  after  the  induction  of 
anesthesia  with  cyclopropane  and  ether.  The 
patient  was  placed  in  the  left  lateral  position,  and 
surgery  was  begun  thirty-five  minutes  later.  Anes- 
thesia was  maintained  with  intermittent  cyclopro- 
pane and  small  amounts  of  ether  in  a closed  to-and- 
fro  system.  The  canister  was  changed  every  thirty 
minutes.  Controlled  respiration  was  employed 
throughout  the  operation.  Morphine  sulfate,  Vis 


grain,  was  given  intravenously  about  fifteen  minutes 
after  the  operation  started  to  aid  in  controlling  res- 
piration. Intravenous  infusion  of  0.1  per  cent  pro- 
caine was  administered  by  continuous  drip  during 
the  procedure.  Suction  of  the  tracheobronchial  tree 
was  performed  prior  to  opening  the  pleura,  and  suc- 
tion followed  by  re-expansion  of  the  lung  was  carried 
out  every  fifteen  minutes  thereafter. 

After  induction  of  anesthesia  and  before  surgery 
commenced,  the  blood  pressure  slowly  rose  from  the 
preoperative  level  of  90/50  to  140/80,  and  the  pulse 
rate  increased  from  86  to  120.  Blood  pressure  and 
pulse  rate  then  remained  stable  during  the  first  hour 
of  surgery.  While  the  surgeon  was  isolating  the 
ductus,  the  pulse  suddenly  became  grossly  irregular, 
and  the  blood  pressure  rose  to  160/80.  The  infusion 
of  0.1  per  cent  procaine  was  speeded  up,  but  the 
arrhythmia  which  could  not  be  identified  clinically 
persisted  intermittently  and  appeared  to  be  associ- 
ated somewhat  with  the  surgical  manipulations. 
About  two  hours  after  the  start  of  the  operation  the 
pulse  rate  rose  to  over  200  per  minute  and  could  not 
be  counted  accurately.  The  surgeon  ceased  operat- 
ing and  bathed  the  pericardium  with  1 per  cent  pro- 
caine, while  100  mg.  of  1 per  cent  procaine  were  given 
intravenously.  After  further  delay  and  another 
intravenous  injection  of  100  mg.  of  1 per  cent  pro- 
caine, the  cardiac  status  improved,  and  surgery  was 
resumed. 

When  a tape  was  placed  around  the  ductus  prior 
to  ligation,  the  pulse  rate  again  became  rapid,  and 
two  injections  of  1 per  cent  procaine  again  failed  to 
revert  the  rate  to  a more  physiologic  level.  The 
blood  pressure  at  this  time  was  100/50.  When  this 
therapy  failed  to  terminate  the  tachycardia,  quini- 
dine lactate,  0.1  Gm.  diluted  to  10  cc.  with  saline, 
was  given  intravenously  over  a five-minute  period 
and  repeated  in  the  same  dosage  five  minutes  later. 
Within  two  minutes  of  the  second  administration  of 
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quinidine,  the  pulse  dropped  to  70  per  minute.  The 
rhythm  became  regular  and  remained  so  for  the 
duration  of  the  procedure,  although  the  rate  in- 
creased over  a period  of  fifteen  minutes  to  120,  at 
which  level  it  remained  stable.  Following  the  sec- 
ond dose  of  quinidine  the  blood  pressure  immediately 
fell  precipitously  from  100/50  to  50/30  for  a period 
of  five  minutes,  then  rose  to  100/00,  and  remained 
relatively  constant  between  100  to  110  systolic  and 
60  to  70  diastolic. 

At  about  the  time  of  administration  of  the  second 
dose  of  quinidine,  the  ductus  was  ligated,  and 
shortly  thereafter  closure  of  the  chest  was  started. 
The  case  was  terminated  five  hours  after  the  start  of 
anesthesia. 

Electrocardiograms  taken  immediately  after  opera- 
tion showed  a sinus  tachycardia  of  122.  T wave 
inversion  and  ST  depression  were  noted.  On 
auscultation  following  operation  the  murmur  and 
thrill  were  no  longer  present.  The  child  had  hoarse- 
ness for  two  days  and  nausea  and  vomiting  for 
thirty-six  hours  but  otherwise  had  an  uneventful 
convalescence. 

Comment 

The  marked  decrease  in  pulse  rate  and  hypoten- 
sion following  ligation  of  the  patent  ductus  arteriosus 
must  be  attributed  to  the  effects  of  intravenous 
quinidine.  Previous  experiences  of  Harmel  and 
Lamont  in  the  early  days  of  ductus  surgery,  and 
recently  those  of  Taylor  et  al.  of  the  Mayo  Clinic, 
have  not  demonstrated  the  bradycardic  response 
after  ligation  of  a patent  ductus  arteriosus 
usually  seen  after  closure  of  peripheral  arteriovenous 
fistula. 1,2  The  blood  pressure  response  to  ligation  has 
constantly  manifested  itself  by  either  a narrowing  of 
the  pulse  pressure,  as  a function  of  diastolic  increase 
alone  with  relatively  little  change  in  the  systolic 
reading  (Harmel),  or  a simultaneous  increase  in  both 
systolic  and  diastolic  readings  (Taylor). 

Contrary  to  these  findings,  following  ligation  of 
the  ductus  in  the  case  reported  above  there  was  a 
profound  drop  in  both  systolic  and  diastolic  pres- 
sures and  a slowing  of  the  pulse  rate  from  200  plus 
per  minute  to  70  per  minute.  It  would  appear, 
therefore,  that  intravenous  quinidine,  although 
effective  in  controlling  tachycardia  when  adminis- 
tered to  patients  under  anesthesia,  is  not  unattended 


LEAP  YEAR  MYTH  EXPLODED 

The  common  belief  that  marriages  increase  in  leap 
year — of  which  1952,  of  course,  is  one — has  been 
exploded  as  a myth,  according  to  a recent  statistical 
report. 

Since  the  Civil  War  period  only  twice,  in  1896  and 
in  1920,  has  the  marriage  rate  in  a leap  year  been 
higher  than  in  the  year  immediately  preceding  and 
in  the  year  following,  reports  Dr.  Louis  I.  Dublin, 


by  untoward  blood  pressure  responses.  This  is  con- 
trary to  the  conclusions  of  Collins  who,  in  his  first 
reported  series  of  25  cases,  stated  that  there  are  no 
untoward  side-reactions.3  Our  experiences  with 
intravenous  quinidine  in  the  operating  room  have 
been  few,  but  we  have  been  impressed  by  the  pro- 
found drop  in  blood  pressure  following  its  adminis- 
tration despite  cautious  use  in  highly  diluted  form 
and  with  slow  injection.  In  its  favor,  it  should  be 
said  that  in  about  two  thirds  of  the  cases  in  which  it 
has  been  used  for  controlling  pulse  irregularities  the 
arrhythmias  have  been  abolished.  Its  use  has  been 
limited  to  those  cases  in  which  intravenous  procaine 
has  been  unsuccessful  in  altering  an  arrhythmia. 
Unfortunately,  only  one  case  in  which  intravenous 
quinidine  was  used  was  followed  electrocardio- 
graphically  during  its  administration.  This  par- 
ticular patient  had  a longstanding  auricular  fibrilla- 
tion which  had  not  responded  to  any  previous 
medication  and  did  not  respond  to  quinidine.  This, 
incidentally,  was  the  only  patient  in  which  a pro- 
nounced fall  in  blood  pressure  did  not  occur  coinci- 
dent with  the  use  of  intravenous  quinidine. 

Ambrust  and  Levine  have  recently  stated  in  a 
discussion  of  paroxysmal  ventricular  tachycardia 
that  the  use  of  intravenous  quinidine  seems  to  be 
limited  to  the  patient  whose  condition  is  critical, 
i.e.,  the  patient  in  whom  shock  is  present  or  who  is 
not  expected  to  survive  for  more  than  two  or  three 
hours.4  In  view  of  our  experience  with  intravenous 
quinidine  in  the  operating  room,  it  would  seem  that 
its  use  in  patients  who  are  either  in  the  shock  state  or 
approaching  the  shock  state  is  contraindicated. 
We  feel  that  intravenous  quindine  definitely  has  a 
place  in  the  operating  room  in  the  control  of  ar- 
rhythmias which  do  not  respond  to  the  use  of  intra- 
venous procaine  or  Pronestyl.  Its  use,  however, 
should  be  attended  with  a great  deal  of  caution. 
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chief  of  statisticians  of  the  Metropolitan  Life  Insur- 
ance Company. 

Despite  woman’s  traditional  privilege  to  propose, 
prospects  of  an  increase  in  marriage  frequency  this 
year  are  unfavorable,  Dr.  Dublin  continues,  because 
the  supply  of  available  unmarried  persons  has  been 
depleted  by  the  spurt  in  marriages  following  the 
close  of  World  War  II. 


INTRADUCTAL  CARCINOMA  OF  THE 
BY  THE  CYTOLOGIC  TECHNIC 

George  H.  Romberg,  M.D.,  F.A.C.S.,  White 

( From  the  White  Plains  Hospital) 

'THE  value  of  the  exfoliative  cytologic  technic 
in  the  diagnosis  of  malignancy  has  been  well 
proved  and  established  by  innumerable  reports  in 
the  medical  literature  since  Papanicolaou’s  original 
publication  on  the  diagnosis  of  uterine  carcinoma.1-5 
The  experience  with  this  technic  in  the  diagnosis  of 
malignancy  in  the  respiratory,  urinary,  and  gastro- 
intestinal tracts  is  growing  constantly,  and  there  is 
progressively  more  interest  focused  on  very  early 
noninvasive  carcinoma. 

Because  of  the  increased  application  of  this  cyto- 
logic method  in  recent  years,  there  have  been  many 
more  cases  of  carcinoma  in  situ  reported,  chiefly 
from  the  cervix  uteri,  but  including  a few  cases  from 
other  organs  such  as  the  kidney  and  lung.6-10  The 
case  reported  below  is  one  of  proved  intraductal  carci- 
noma of  the  mammary  gland  in  a female.  The  initial 
diagnosis  of  malignancy  was  made  by  the  author 
when  the  patient’s  physician  referred  the  cytologic 
smears  to  the  author’s  office  laboratory  for  staining 
and  interpretation.  On  the  basis  of  the  positive  re- 
port given,  arrangements  were  made  for  surgical  ex- 
ploration and  biopsy.  The  diagnosis  of  intraductal 
carcinoma  was  proved  by  the  histopathologic  serial 
sections  of  the  operative  specimen.  The  tumor  was 
described  as  fundamentally  a carcinoma  in  situ. 

Case  Report 

The  patient  was  a fifty-year-old  white  married 
female  who  presented  herself  complaining  of  some 
swelling  and  soreness  in  the  left  breast.  Two 
months  previously  she  had  had  a similar  episode  in 
the  same  breast  which  had  been  treated  by  another 
physician  with  penicillin  therapy  with  apparently 
good  results.  On  careful  palpation,  no  definite  mass 
could  be  outlined.  The  skin  was  completely  nor- 
mal, and  there  was  no  inversion  of  the  nipple.  How- 
ever, on  manipulation  of  the  breast,  a very  small 
drop  of  clear  secretion  was  apparent  on  the  nipple. 
This  was  smeared  on  a glass  slide  and  fixed  in  a solu- 
tion of  95  per  cent  alcohol  and  ether  and  sent  to  me 
for  cytologic  diagnosis. 

The  smears,  stained  by  the  Papanicolaou  technic, 
showed  extensive  exfoliation  of  neoplastic  cells  and 
presented  cytologic  features  which  closely  resembled 
those  found  in  the  early  stages  of  carcinoma  of  the 
cervix,  particularly  of  the  intraepithelial  type  (Figs. 

1 and  2).  Some  of  the  cells  showed  marked  en- 
largement and  pronounced  vacuolization.  Other 
cells  showed  only  slight  abnormalities  of  size  and 
shape.  Occasionally  one  could  see  multinucleated 
malignant  cells.  The  malignant  cells  occurred 
singly  and  in  clusters  and  showed  some  variability  in 
nuclear-cytoplasmic  ratio.  The  cell  outlines  were 
regular,  and  the  cytoplasm  took  the  basophilic  stain 
almost  exclusively.  The  nuclei  showed  aberrations 
in  size,  and  in  areas  of  degeneration  one  could  find 
marked  anisonucleosis.  The  nuclear  outlines  were 
well  defined  and  the  nuclear  chromatin  showed  in- 
creased coarse  irregularity  which  one  would  expect 
to  see  in  malignancy. 


MAMMARY  GLAND:  DETECTION 

Plains,  New  York 


Fig.  1.  Cytologic  breast  smear.  Malignant 
cluster  of  cells  showing  nuclear  aberrations  including 
anisonucleosis,  hyperchromasia,  prominent  nuclei, 
and  phagocytosis.  (600  X) 


Fig.  2.  Cytologic  breast  smear.  Multinucleated 
malignant  cell  with  marked  vacuolization  of  the 
cytoplasm.  (600  X) 
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Fig.  3.  Histologic  section  of  breast.  Ducts  and 
acini  filled  with  neoplastic  tissue.  Basement  mem- 
brane intact.  (50  X) 


Because  of  the  positive  cytologic  findings  (class 
V),  the  patient  was  admitted  to  the  White  Plains 
Hospital  on  January  15,  1950,  for  an  exploratory 
operation  and  biopsy  of  her  left  breast  which  were 
performed  by  Dr.  K.  K.  Nygaard.  A semicircular 
incision  was  made  about  4 cm.  above  the  nipple, 
across  the  axis  of  the  main  duct,  and  a wedge-shaped 
specimen  was  removed  for  frozen  section.  Grossly, 
this  appeared  normal.  Microscopically,  there  was 
definite  evidence  of  carcinoma  resembling  the 
comedo  type. 

A radical  left  mastectomy  and  left  axillary  lymph- 
adenectomy  were  done.  There  was  no  gross  evi- 
dence of  metastases  in  the  axillary  lymph  nodes. 
Follow-up  shows  that  the  patient  has  been  well  ever 
since  the  operation. 

Histopathologic  Examination  (Dr.  Homer 
Kesten). — The  histopathologic  report  showed  similar 
findings  in  the  two  isolated  nodules  found  in  the  left 
breast  which  were  located  in  the  region  of  the  biopsy. 
The  ducts  and  gland  spaces  were  filled  with  neo- 
plastic tissue  (Fig.  3).  This  was  made  up  of  ovoid 
or  polygonal  cells  of  moderate  size,  having  a rela- 
tively large,  coarsely  granular  or  vesicular,  hyper- 
chromatic  nucleus  that  included  a coarse  nucleolus 
in  most  instances  (Fig.  4).  The  cells  had  a moder- 
ate amount  of  pale  staining,  somewhat  granular 
cytoplasm.  Occasional  cells  contained  more  than 
one  nucleolus.  There  was  a reasonable  degree  of 
variation  in  size  of  both  cells  and  nuclei,  and  some- 
times a cell  contained  a large,  indented,  distorted 
nucleus.  Phagocytosis  of  one  tumor  cell  by 
another  was  occasionally  seen,  especially  in  the 
central  portion  of  some  of  the  larger  masses  where 
degeneration  had  begun.  Mitosis  averaged  one  per 
high  power  field. 


Fig.  4.  High  power  of  same  histologic  section 
of  breast  as  shown  in  Fig.  3.  Ovoid  cells  with  large 
nuclei  and  prominent  nucleoli.  Intact  basement 
membrane.  (600  X) 


In  all  areas,  the  tumor  cells  were  limited  externally 
by  a basement  membrane  representing  the  original 
basement  membrane  of  the  duct  or  acinus.  These 
were  stretched  and  thinned  out,  but  essentially  in- 
tact. Accordingly,  the  tumor  was  fundamentally  a 
carcinoma  in  situ  that  had  not  yet  invaded  the 
parenchyma.  The  tumor  was  extended  up  into  the 
large  ducts  immediately  beneath  the  nipple,  but 
there  was  no  involvement  of  the  surface  epithelium. 
A moderate  degree  of  stroma  reaction  was  encoun- 
tered with  the  formation  of  a loose  delicate  connec- 
tive tissue  about  some  of  the  involved  ducts  in 
which  lymphocytes  were  moderately  abundant. 
There  was  no  involvement  of  the  lymphatic  vessels 
nor  of  the  axillary  lymph  nodes.  Pathologic  diag- 
nosis was  differentiated  carcinoma  of  breast  (intra- 
ductal comedone  type). 

Summary 

A case  of  intraductal  carcinoma  of  the  female  mam- 
mary gland  is  described.  Its  detection  was  first  made 
possible  by  the  use  of  the  cytologic  examination  of 
breast  secretion  in  the  office  laboratory.  On  physi- 
cal examination  there  were  no  palpable  masses  in  the 
breast  or  axilla.  The  patient’s  only  complaints 
were  swelling  and  pain  in  the  breast  which  symptoms 
had  previously  responded  to  antibiotic  therapy.  On 
the  basis  of  the  positive  cytologic  smear  report,  the 
patient  was  referred  for  surgery.  A radical  mastec- 
tomy was  performed  after  the  initial  problem  had 
been  hurdled  as  to  where  the  preliminary  frozen  sec- 
tion, which  proved  to  be  positive,  should  be  taken. 

The  histopathologic  examination  proved  the  diag- 
nosis of  intraductal  carcinoma.  The  cytologic  find- 
ings closely  resembled  the  histologic  findings  and 
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also  those  from  cytologic  smears  in  cases  of  carci- 
noma in  situ  of  the  uterine  cervix. 

145  Maple  Avenue 
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CIRRHOSIS  OF  THE  LIVER  COMPLICATED  BY  MILIARY  TUBERCULOSIS 

Milton  Plotz,  M.D.,  F.A.C.P.,  and  Paul  L.  Weil,  M.D.,  Brooklyn,  New  York 
( From  the  Medical  Service  of  Bushwick  Hospital) 


'T'HE  incidence  of  active  tuberculosis  in  the  course 
^ of  Laennec’s  cirrhosis  is  still  controversial.  Dur- 
ing the  nineteenth  century  the  concurrence  of  the 
two  diseases  was  considered  to  be  common;  the  ex- 
perienced clinician  searched  assiduously  for  tubercu- 
losis in  his  patients  with  portal  cirrhosis. 

More  recently,  especially  in  twentieth-century 
America,  this  association  has  been  noted  less  and 
less  frequently.  In  the  thoroughly  studied  series  of 
Ratnoff  and  Patek  386  cases  of  cirrhosis  were  listed.1 
Four  of  these  gave  a history  of  tuberculosis;  only 
four  more  developed  active  tuberculosis  during  the 
course  of  their  hepatic  disease.  Other  recent  statis- 
tics confirm  the  rarity  of  this  combination.  Evans 
and  Gray  observed  it  in  six  of  217  cases  studied  by 
postmortem  examination.2  McCartney  found  three 
in  156  cases  similarly  studied.3 

When  tuberculosis  was  more  prevalent  than  it  is 
today,  it  was  seen  more  often  in  cirrhosis,  and  nu- 
merous papers,  the  best  being  that  of  Rabl,  pointed 
out  the  frequency  with  which  the  two  illnesses  were 
seen  together.4  It  now  seems  that  there  is  no  spe- 
cial predilection  of  one  of  these  diseases  for  the  other 
and  that  the  correlation  is  no  more  than  can  be  ex- 
plained by  the  incidence  of  tuberculosis  in  the  general 
community. 

On  the  other  hand,  hepatic  carcinoma  occurring 
during  the  course  of  cirrhosis  is  receiving  more  and 
more  attention.  When  extrahepatic  metastases  oc- 
cur in  malignant  hepatoma,  about  half  are  seen  in 
the  lungs.5’6  In  some  cases  the  spread  may  be  of  a 
miliary  character,  closely  resembling  miliary  tuber- 
culosis. 

The  case  presented  here  shows  some  of  the  diffi- 
culties in  differential  diagnosis.  The  patient  had 
Laennec’s  cirrhosis  and  developed  lesions  closely  re- 
sembling the  miliary  spread  of  hepatoma.  This 


was  the  diagnosis  considered  most  likely  during  life; 
postmortem  examination  revealed  miliary  tubercu- 
losis superimposed  on  the  liver  ailment. 

Case  Report 

The  patient  was  a white  woman  of  forty-three, 
who  was  admitted  to  the  Bushwick  Hospital  in  No- 
vember, 1950,  complaining  of  general  malaise,  nausea  , 
and  progressive  weakness.  Five  months  before,  she 
had  been  at  the  Queens  General  Hospital  where  the 
diagnosis  of  portal  cirrhosis  was  made,  confirmed  by 
liver  biopsy.  She  admitted  that  she  had  been  a 
drinker  of  hard  liquor  for  a long  time. 

The  patient  was  a poorly  nourished  woman,  look- 
ing chronically  ill  and  much  older  than  her  given  age. 
There  was  moderate  jaundice.  Spider  nevi  were 
present  on  the  face  and  neck.  Temperature  was 
101.8  F.,  pulse  110,  and  blood  pressure  120/52.  The 
liver  was  enlarged  so  that  its  nodular  edge  could  be 
felt  5 cm.  below  the  costal  margin.  Considerable 
ascites  and  a collateral  venous  circulation  were  evi- 
dent. Right  pleural  effusion  was  found. 

Laboratory  data  were  as  follows:  Urine,  negative. 
Hemoglobin,  38  per  cent,  red  cells  2,100,000:  white 
cells,  9,300  with  83  polymorphonuclear  cells,  12  lym- 
phocytes, 3 monocytes,  and  2 band  cells.  Blood  non- 
protein nitrogen  22.5;  bilirubin  5.6;  van  den  Bergh 
(direct)  immediate;  icterus  index  20;  total  protein 
6.6;  albumin  3;  globulin  3.6;  alkaline  phosphatase 
1 .0  unit.  Bromsulfalein  17  per  cent  at  five  minutes; 
10  per  cent  at  thirty  minutes.  Cephalin  floccula- 
tion, always  4 plus;  prothrombin  time  prolonged; 
sedimentation  rate  26  to  57  mm.  in  one  hour. 

The  patient  remained  alive  for  more  than  two 
months,  during  which  time  she  was  constantly  fe- 
brile. Several  thoracenteses  were  done,  recovering 
amounts  of  fluid  varying  from  a few  to  over  1,000  cc. 
of  fluid.  This  was  yellow  and  clear  at  first,  later  be- 
coming dark  amber.  The  specific  gravity  ranged 
from  1.015  to  1.018  and  the  protein  content  from  3.8 
to  5.5  per  cent.  White  and  red  cells  were  seen,  never 
in  large  amounts.  Neoplastic  cells  were  searched 
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for  and  never  found.  There  was  never  spontaneous 
coagulation.  The  fluid  reaccumulated  rapidly  after 
each  chest  tap. 

The  ascitic  fluid  was  always  clear  and  light  amber 
in  color.  It  contained  1.2  to  1.3  per  cent  protein. 

Several  chest  x-rays  showed  pleural  effusion  con- 
stantly on  the  right.  The  lungs  showed  no  intrinsic 
lesions  at  first.  Later,  on  a film  taken  two  weeks  an- 
temortem, there  was  “perilobular  modulation,  ar- 
ranged in  a reticular  manner  throughout  both  lungs. 
The  reticulation  is  of  the  type  encountered  fre- 
quently in  submiliary  or  chronic  miliary  lesions. 
Some  of  these  nodules  reach  the  size  encountered  in 
miliary  carcinoma,  a diagnosis  which  must  be  con- 
sidered in  view  of  the  absence  of  lung  lesions  in  pre- 
vious films.” 

During  the  rapid,  downhill  course  the  liver  was 
larger,  harder,  and  more  nodular.  In  view  of  all  the 
findings,  the  diagnosis  of  cirrhosis  of  the  liver  with 
hepatoma  and  metastases  to  the  lung  was  made. 
Disseminated  tuberculosis  was  thought  to  be  a much 
more  remote  possibility. 

Postmortem  examination  revealed  typical  Laen- 
nec’s  cirrhosis  with  esophageal  varices.  The  liver 
weighed  3,000  Gm.,  the  spleen  500  Gm.  There  was 
extensive  miliary  tuberculosis  throughout  the  lungs, 
spleen,  liver,  uterus,  suprarenal  glands,  and  pelvic 
peritoneum.  No  evidence  of  a primary  focus  of  tu- 
berculosis was  discovered  in  the  lungs  or  elsewhere. 
There  was  tuberculous  pleuritis  on  the  right. 

Comment 

Pleural  effusion  occurs  in  a fairly  high  percentage 
of  cases  of  liver  cirrhosis,  6.5  per  cent  of  386  pa- 
tients. 1 The  presence  of  fluid  should,  however,  sug- 
gest the  possibility  of  a complication,  such  as  infec- 
tion or  neoplasm. 


We  should  not  have  been  misled  by  the  absence  of 
evident  pulmonary  tuberculosis.  We  frequently  see 
the  disseminated  form  of  the  disease  as  an  accidental 
autopsy  finding  in  persons  dying  of  chronic  disease. 
Huebschmann  has  pointed  out  the  possible  influence 
of  nonspecific  elements  like  poor  general  health,  alco- 
holism, and  chronic  diseases  on  the  development  of 
such  dissemination.7  A primary  focus,  usually  pul- 
monary, is  commonly  found  at  postmortem  examina- 
tion ; this  was  not  true  in  our  case. 


Summary 

A case  of  portal  cirrhosis  in  a white  woman  of 
forty-three  is  presented.  It  was  complicated  by 
terminal  miliary  tuberculosis  resembling  dissemi- 
nated carcinoma. 

Tuberculosis  seems  to  be  no  more  common  among 
patients  with  portal  cirrhosis  than  among  the  gen- 
eral population,  but  it  is  not  rare  and  should  be  con- 
sidered in  the  differential  diagnosis. 
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SYSTEMIC  SENSITIVITY  TO  VARIOUS  MERCURIAL  DIURETICS 
Milton  H.  Robbins,  M.D.,  New  York  City 


TN  RECENT  years  mercurial  diuretics  have  been 
used  intensively  for  the  treatment  of  heart  failure. 
Although  patients  are  usually  able  to  tolerate  the 
drugs  without  any  evidence  of  sensitivity,  some 
patients  show  such  signs.  In  some  cases  patients 
may  show  sensitivity  to  one  type  of  mercurial  but 
not  to  another  so  that  transfer  to  another  type  does 
not  interfere  with  the  continuance  of  this  form  of 
therapy. 1 Occasionally  a patient  may  show  sensitiv- 
ity to  all  of  the  mercurials  that  are  on  the  market 
at  the  present  time.  This  case  is  being  presented  as 
an  example  of  the  latter  type  of  sensitivity  and  an 
illustration  of  the  difficulties  encountered. 

Case  Report 

F.  T.,  a fifty-seven-year-old  widow,  had  rheumatic 
fever  in  1925  at  the  age  of  thirty-two  and  was  in- 
I capacitated  for  one  year.  She  had  a hysterectomy 
in  1930  and  a subtotal  thyroidectomy  in  1935.  In 
1946  she  had  an  attack  of  cough  and  fever  of  three 
months  duration  for  which  she  was  hospitalized. 
The  nature  of  this  illness  was  never  ascertained. 
In  September,  1949,  she  developed  cough  and 
! dyspnea.  Her  physician  gave  her  an  injection  for 
pulmonary  congestion,  the  nature  of  which  is  un- 
certain, but  it  was  assumed  to  be  a mercurial  diu- 
retic. 

Three  weeks  later,  October  10,  1949,  I saw  her 
for  the  first  time.  There  was  a moderate  degree  of 
left-sided  heart  failure.  She  was  coughing  fre- 
quently and  was  markedly  dyspneic  and  orthopneic. 
The  heart  was  enlarged  to  the  left.  A systolic  thrill 
was  felt  over  the  aortic  area.  Rhythm  was  regular, 
rate  1 10  per  minute.  Systolic  and  diastolic  murmurs 

iwere  heard  over  both  the  aortic  and  mitral  areas. 
There  were  fine  moist  rales  in  both  bases  of  the  lungs. 
Her  liver  was  enlarged  two  fingers  below  the  costal 
margin.  The  spleen  was  not  palpable.  Her  ex- 
tremities showed  no  evidence  of  edema. 

She  was  placed  on  a regimen  consisting  of  bed  rest, 
fluids  freely,  salt-free  diet,  digitoxin  1.2  mg.  and  0.2 
mg.  daily,  and  2 cc.  of  Mercuprocyl  given  intra- 
muscularly daily.  There  was  an  excellent  response, 
and  after  six  daily  injections  of  Mercuprocyl  her 

1 lungs  cleared,  and  she  was  allowed  out  of  bed.  The 
mercurial  was  omitted  on  the  seventh  day,  but  on 
I the  eighth  day  she  received  another  injection  of  2 
cc . of  the  drug.  About  four  hours  later  she  developed 
a chill,  and  her  temperature  rose  to  102  F.  Examina- 
tion at  that  time  did  not  reveal  a cause  for  the  fever; 
300,000  units  of  penicillin  were  given  as  a prophylac- 
j1  tic  measure.  The  temperature  returned  to  normal 
the  next  day.  After  three  days  of  normal  tempera- 
ture the  patient  was  given  2 cc.  of  Mercuprocyl. 
Within  one  hour  she  developed  severe  pains  and 
aches  over  both  renal  areas,  radiating  up  and  down 
the  back  and  associated  with  chilly  sensations. 
The  temperature  rose  to  102  F.  When  seen  one 
half  hour  later,  the  patient  was  in  shock.  There 
was  a cold  clammy  sweat  over  the  body,  and  pulse 
was  not  palpable. 

Morphine  (15  mg.)  and  atropine  (0.4  mg.)  were 
administered.  In  about  fifteen  minutes  her  pulse 
was  full  and  bounding,  and  the  rate  was  100  per 
minute.  Because  of  this  experience  it  was  felt  that 
further  attempt  at  therapy  with  mercurial  diuretic 


could  not  be  carried  out  with  safety  in  the  home, 
and  accordingly  she  was  admitted  to  the  hospital 
the  next  day  on  October  21,  1949. 

On  x-ray  of  chest  the  heart  was  found  to  be  en- 
larged to  the  left,  and  the  lung  fields  were  clear. 
The  electrocardiogram  showed  depression  of  ST-1 
and  2,  elevation  of  ST-3,  inverted  T-3,  and  left  axis 
deviation.  PR  interval  was  0.2  second,  QRS  0.08 
second,  rate  90,  and  normal  sinus  rhythm.  Blood 
sugar  was  72  mg.  per  100  cc.,  blood  urea  nitrogen  13 
mg.  per  100  cc.  Urinalysis  showed  a specific  gravity 
of  1.021,  a trace  of  albumin,  four  epithelial  cells, 
and  five  white  blood  cells  per  high  power  field. 
Urine  culture  was  sterile;  blood  culture  was  nega- 
tive. 

Twenty-four  hours  after  admission  her  tempera- 
ture returned  to  normal  and  remained  normal  for 
the  next  three  days.  She  was  now  tested  with 
another  mercurial  diuretic,  Mercuhydrin.  The  first 
dose  was  with  0.05  cc.  of  Mercuhydrin.  Two  hours 
after  the  injection  her  temperature  rose  to  100  F. 
and  seven  hours  later  to  100.8  F. ; the  next  morning 
it  was  99.8  F.  Her  temperature  remained  normal  for 
three  more  days.  She  was  again  given  0.05  cc.  of 
Mercuhydrin.  In  two  and  a half  hours  the  tem- 
perature was  100.2  F.,  in  four  hours  100.4  F.,  and  in 
eight  hours  100.8  F.  The  following  morning  it  was 
99.4  F.  She  was  given  0.1  cc.  of  Mercuhydrin. 
Within  six  hours  the  temperature  was  100.6  F. 
The  temperature  fell  to  about  100  F.  and  remained 
at  that  level  for  the  next  six  days. 

These  small  doses  of  Mercuhydrin  produced  no 
diuresis,  and  signs  of  congestive  failure,  such  as 
dyspnea,  became  more  marked.  She  was  given  a 
dose  of  0.1  cc.  of  Thiomerin.  On  successive  days, 
doses  of  0.2,  0.4.  0.6,  0.8,  1.0,  and  1.2  cc.  of  Thio- 
merin were  injected.  The  temperature  fluctuated 
around  100  F.  during  all  this  period.  Because  of 
the  urgent  need  to  treat  the  failure,  the  drug  was 
continued.  Following  this  last  dose  of  Thiomerin 
the  patient  became  nauseated,  had  generalized  body 
pains,  and  weakness  and  dizziness;  it  was  thought 
safest  to  discontinue  the  Thiomerin.  Penicillin 
injections  were  without  influence  on  the  tempera- 
ture. Two  more  blood  cultures  were  negative.  An 
electrocardiogram  on  November  12,  1949,  differed 
from  that  on  admission  only  in  that  the  PR  interval 
was  increased  to  0.27  second. 

In  order  to  achieve  diuresis,  effervescent  urea  was 
tried.  The  patient  became  so  nauseated  on  the 
first  dose  that  she  refused  further  urea  medication. 
Her  pulmonary  congestion  persisted,  more  on  the 
right  than  on  the  left.  The  temperature  had  been 
below  100  F.  for  eight  days.  Mercuhydrin  was  tried 
again.  A dose  of  0.05  cc.  of  Mercuhydrin  produced 
an  elevation  of  temperature  from  98.8  F.  to  101.4  F. 
in  eight  hours.  The  following  day  0.1  cc.  was  given, 
producing  an  elevation  of  temperature  to  100.8  F. 
This  was  followed  by  acute  respiratory  distress, 
rapid  pulse,  and  shock. 

No  further  diuretics  were  administered.  Her 
condition  deteriorated;  the  fluid  in  her  chest  in- 
creased, and  950  cc.  of  straw-colored  fluid  were  re- 
moved from  her  right  chest  by  paracentesis.  The 
patient  died  on  the  fifty-first  day  of  hospitalization. 

Postmortem  examination  confirmed  the  cardiac 
diagnosis.  Of  special  interest  were  the  kidney  find- 
ings: “The  capsules  strip  easily.  Both  kidneys 
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show  fetal  lobulation  of  their  surfaces,  and  they  are 
slightly  granular  and  very  pale.  There  is  evidence 
of  mild  nephrosclerosis.  There  are  few  petechial 
hemorrhages.  On  section  the  demarcation  between 
the  cortex  and  medulla  in  both  kidneys  is  preserved. 
The  pelvis  and  ureters  show  no  significant  change. 
On  microscopic  section  there  does  not  appear  to  be 
any  significant  atrophy  or  focal  scarring.  The 
glomeruli  are  elsewhere  well-preserved  with  a normal 
degree  of  cellularity  and  without  significant  change 
in  the  Bowman  spaces  and  membranes.  The  con- 
volutional tubular  system  is  relatively  intact  and 
the  proximal  loops  show  a rather  striking  vaeuola- 
tion  of  the  cytoplasm.  This  is  evidently  hydropic 
in  nature  inasmuch  as  stains  for  fat  and  glycogen 
are  negative.  The  distal  portions  of  the  nephron 
are  without  significant  alteration.  A few  concre- 
tions of  calcium  and  occasional  birefringent  cry- 
stals, presumably  of  some  sulfa  compound,  are  pres- 
ent. In  the  pyramids  the  collecting  tubules  appear 
intact.  The  intertubular  stroma  is  congested  and 
in  areas  edematous.  Blood  vessels  show  mild  de- 
grees of  arteriorsclerosis.” 

Comment 

Several  types  of  mercurial  diuretics  have 
been  described.  Sudden  death  after  intravenous 
injection  is  encountered  much  less  frequently  than 
in  the  past  because  that  route  of  administration 
has  fallen  into  disfavor.  On  the  other  hand,  because 
of  the  increased  use  of  these  drugs,  the  less  serious 
reactions  are  frequently  encountered.  As  pre- 
viously noted,  some  patients  have  a specific  sensi- 
tivity to  only  one  of  the  mercurial  diuretics  1 which 
enables  one  to  continue  therapy  by  shifting  to 
another  preparation,  while  there  are  some  patients 
in  whom  the  sensitivity  seems  to  apply  to  the  entire 
group,  in  which  case  further  use  of  the  mercurial 
diuretic  is  no  longer  safe.  The  present  case  is  an 
instance  of  the  latter  type.  Chills  and  fever  were 
the  prominent  symptoms.  The  first  series  of 
reactions  occurred  after  the  use  of  Mercuprocvl 
(a  mixture  of  Mersalyl,  Theophylline,  and  procaine 
borate).  The  second  material  was  Mercuhvdrin 
(meralluride).  The  patient  was  treated  with  a 


minute  dose  (0.05  cc.) ; nevertheless,  there  was  an 
immediate  sensitivity  reaction  which  was  manifested 
by  a rise  in  temperature.  The  third  diuretic, 
Thiomerin  (mercurin  with  a monothiol),  was  next 
tried.  In  a few  days  sensitivity  here  was  also 
apparent.  The  influence  of  the  mercaptide  in 
delaying  the  appearance  of  the  sensitivity  to  the 
organic  mercurial  in  the  Thiomerin  is  not  clear,  but 
the  evidence  seemed  incontrovert  ible  that  the  patient 
had  a broad  sensitivity  to  mercurial  diuretics  and 
that  it  would  be  hazardous  to  continue  any  therapy 
with  these  drugs.  In  this  connection  it  was  assumed 
that  since  Thiomerin  had  mercurin  as  one  of  its  con- 
stituents, it  would  not  be  wise  to  test  Mercuzanthin, 
which  is  a mixture  of  mercurin  and  theophylline. 
Nothing  in  the  history  of  this  patient  gives  any  clue 
to  the  mechanism  of  the  development  of  this  sensi- 
tivity, nor  is  there  any  information  as  to  whether 
this  sensitivity  applies  to  inorganic  mercurials,  to 
all  organic  mercurials,  or  only  to  the  group  of  mer- 
curial diuretics.  It  is  clear  that  there  is  no  sensi- 
tivity to  the  theophylline  in  this  case,  for  there  is  no 
theophylline  in  Thiomerin. 

Summary 

A case  of  congested  heart  failure  is  presented  with 
hypersensitivity  to  the  mercurial  diuretics  evidenced 
by  the  development  of  chills  and  fever.  IVhen  the 
hypersensitivity  was  fully  developed,  the  severe 
symptoms  were  produced  by  minute  doses.  The 
hypersensitivity  applied  to  all  the  available  organic 
mercurial  diuretics  so  that  their  use  in  this  case  was 
precluded.  On  post  mortem  examination  the  kidneys 
were  essentially  normal.  The  danger  of  mistaking 
a reaction  to  mercurial  diuretics  for  an  intercurrent 
infection  is  also  indicated. 

1160  Evergreen  Avenue 
Reference 

1.  Fox,  T.  T.,  Gold,  H.,  and  Leon,  J.:  J. A. M. A.  119:  1497 
(1942). 


PLEASE  NOTE  ON  YOUR  1952  CALENDAR  THE  DATES  FOR 
THE  146TH  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK,  MAY  12  TO  16,  IN  NEW 

YORK  CITY. 


THE  PHANTOM  CALCULUS 

Samuel  Malisoff,  M.D.,  and  J.  Zausner,  M.D.,  New  York  City 
(From  the  Departments  of  Urology,  and  Roentgenology,  Beth  David  Hospital) 


TRINARY  tract  calculi  vary  greatly  in  their  chem- 
^ ical  and  physical  composition.  Most  of  these 
stones  consist  of  solidly  organized  masses  of  urinary 
sediment.  Soft,  friable  calculi  are  much  less  com- 
monly found.  The  purpose  of  this  paper  is  to  de- 
scribe a form  of  urolithiasis  producing  all  of  the 
usual  signs  and  symptoms  but  in  which  the  offending 
stone  is  so  friable  that  it  literally  disintegrates  upon 
manipulation.  A search  of  the  available  literature 
reveals  no  mention  of  such  “phantom  calculi.”1-5 

Case  Reports 

Case  1. — A thirty-three-year-old  white  woman 
was  referred  because  of  severe  pain  in  the  right 
Hank.  Two  weeks  previously  she  had  been  de- 
livered of  a normal  infant  by  cesarean  section. 
Intravenous  pyelogram  revealed  a left  hydroneph- 
rosis and  hydroureter  and  a nonfunctioning 
right  kidney.  An  oval,  radiopaque  shadow  was 
noted  in  a portion  corresponding  to  the  middle 
third  of  the  right  ureter  (Fig.  1).  Right  retrograde 
urography  also  demonstrated  an  oval,  laminated 
density,  3.0  by  2.0  cm.,  in  the  middle  third  of  the 
right  ureter  beyond  which  neither  the  ureteral 
catheter  nor  the  contrast  material  could  pass. 
At  operation  the  right  ureter  presented  a local 
dilatation,  approximately  3.0  by  2.0  cm.,  corre- 
sponding to  the  level  of  the  obstruction  noted 
radiographically.  Despite  gentle  manipulation,  the 
calculus  was  accidentally  crushed  in  attempting 
to  free  the  ureter  from  the  surrounding  structures. 
Instead  of  delivering  a large  stone  as  anticipated, 
the  surgeon  (S.M.)  was  able  to  collect  with  diffi- 
culty only  a few  small  whitish  remnants  of  the 
calculus  visualized  on  the  x-ray  films.  The  portion 
of  thickened  ureter  submitted  for  pathologic 
examination  showed  “vascular  granulation  tissue.” 
An  intravenous  pyelogram  obtained  three  weeks 
postoperatively  revealed  no  evidence  of  abnormal 
shadows  in  the  urinary  tract. 

Case  2. — A forty-three-year-old  white  woman 
presented  a history  of  right  loin  pain  radiating 
to  the  thigh.  This  complaint  was  of  three  months 
duration.  Intravenous  urography  revealed  a nor- 
mal left  urogram,  a right  ureteral  calculus,  right 
hydroureter,  and  right  hydronephrosis  with  a 
large  laminated  calculus  in  the  renal  pelvis  and 
a small  stone  in  the  lower  calyx  (Fig.  2).  Be- 
cause of  the  similarity  in  the  radiographic  findings, 
it  was  felt  that  the  calculus  in  the  renal  pelvis 
noted  in  this  case  might  well  be  identical  to  the 
ureteral  calculus  described  in  Case  1.  At  operation 
a pyonephrotic  right  kidney  accompanied  by 
a marked  perinephritic  reaction  was  found.  The 
calculus  in  the  lower  third  of  the  right  ureter  was 
manipulated  upwards  and  was  delivered  at  the 
middle  third.  A nephrectomy  was  then  performed. 
W hen  the  kidney  was  opened  after  removal,  two 
small  calculi  were  found  in  the  lower  calyx,  but 
no  stone  could  be  found  in  the  renal  pelvis.  At 
a subsequent  examination  of  the  kidney  and 
excised  ureter  by  the  pathologist  there  was  in- 
sufficient material  for  study  of  the  chemical  com- 
position of  the  “phantom  calculus.”  The  kidney 
itself  presented  an  uneven  surface  with  large 


Fig.  1.  Oval,  radiopaque  shadow  in  middle  third 
of  right  ureter  (Case  1). 


Fig.  2.  Right  hydronephrosis  with  a large  lam- 
inated calculus  in  renal  pelvis  and  a small  stone  in 
the  lower  calyx  (Case  2). 
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irregular  scars.  The  medulla  was  extensively 
shelled  out,  leaving  cavities  with  small  yellowish 
concretions.  The  renal  pelvis  was  markedly 
dilated  and  was  lined  by  thickened  granular  mucosa. 

Comment 

The  usual  soft  calculi  consist  primarily  of  fibrin, 
albumin,  or  bacteria.  Others,  consisting  of  epithelial 
cells  or  blood  elements  in  a network  of  albumin  or 
fibrin,  have  been  classified  as  blood  calculi  or  colloid 
stones.  Braasch  described  three  types  of  semical- 
careous  bodies:  putty-like  formations,  masses  of 
sandy  material,  and  semiorganized  blood  clots  with 
calcareous  deposits.6 

In  all  instances,  of  course,  these  descriptions  refer 
to  masses  capable  of  being  assayed.  The  ureteral 
stone  referred  to  in  Case  1 literally  turned  into  dust 
during  its  delivery  so  that  there  remained  for  labora- 
tory study  only  a few  specks  of  calcareous  ma- 
terial. It  must  be  emphasized  that  this  stone  had 
sufficient  “mass”  to  produce  obstruction,  but  after 
gentle  manipulation  at  the  time  of  surgery  the 
“mass”  vanished.  Since  the  roentgenograms  had 
led  us  to  expect  a large  ureteral  calculus,  this  trans- 
formation into  dust  inspired  the  name,  “phantom 
calculus.”  In  Case  2 there  was  sufficient  resem- 
blance radiographically  to  enable  us  to  predict  the 
type  of  stone  that  would  be  found  at  operation. 
The  calculus  in  the  renal  pelvis,  except  for  location, 
was  identical  to  the  ureteral  calculus  described  in 
Case  1.  Both  were  characterized  radiographically  as 
laminated  opacities  of  slightly  increased  density  and 
at  operation  were  found  to  have  a texture  finer  than 
eggshell. 


We  do  not  profess  to  understand  the  exact  etiology 
or  composition  of  these  stones,  but  we  believe  that  in 
their  formation  bacteria  are  deposited  around  a pro- 
tein nidus  (fibrin  or  albumin).  The  mass  then  en- 
larges, not  by  concentric  apposition  of  other  ma- 
terials but  by  the  formation  of  gas  confined  within 
an  extremely  thin  calcareous  shell.  This  shell  has 
enough  elasticity  in  vivo  to  allow  expansion,  but  its 
texture  is  so  fine  that  it  crumbles  on  even  the  most 
gentle  handling.  Such  a mechanism  may  explain  the 
transformation  from  the  substance  indicated  on 
x-rays  to  the  shadow  found  at  operation.  Whereas 
other  soft  calculi,  although  easily  crushed  between 
the  fingers,  usually  present  sufficient  material  for 
pathologic  assay,  our  experience  indicates  that  the 
“phantom  calculus”  is  as  difficult  to  analyze  as  its 
name  implies. 

Summary 

1.  A curious  form  of  urinary  tract  lithiasis,  de- 
scribed as  the  “phantom  calculus,”  is  discussed. 

2.  Two  cases  exhibiting  such  a “phantom”  are 
presented. 

3.  A tentative  explanation  for  the  formation  of 
these  stones  is  advanced. 
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RELAPSING  FEBRILE  NODULAR  PANNICULITIS  WITH  VISCERAL  BLEEDING 

Solomon  Slepian,  M.D.,  and  Walter  R.  Slade,  Jr.,  M.D.,  Brooklyn,  New  \ork 
{From  the  Medical  Service  of  the  Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases ) 


TT7"EBER-CHRTSTIANdiseasehas  been  described 
’ ’ frequently  with  a total  of  54  cases  reported.1 
The  most  comprehensive  review  of  the  literature  on 
this  condition  was  presented  by  Bendel  who  tabu- 
lated the  clinical  and  laboratory  data  of  44  cases 
taken  from  the  literature  beginning  with  the  first 
clinical  description  by  Pfeiffer  in  1892. 2 

When  a patient  is  observed  with  painful,  tender 
subcutaneous  erythematous  nodules,  distributed 
over  the  arms  and  thighs,  combined  with  elevation 
of  temperature,  one  would  certainly  consider  Weber- 
Christian  disease  as  a possible  diagnosis,  and  when 
these  findings  are  further  combined  with  a previous 
history  of  similar  attacks  leaving  a residue  of  de- 
pressions at  the  site  of  these  former  nodules,  one  can 
be  reasonably  sure  of  the  diagnosis  of  relapsing 
febrile  nodular  panniculitis,  the  etiology  of  which  is 
unknown.  The  pathologic  picture  is  characterized 
by  necrosis  of  the  subcutaneous  fat  followed  by 
fibrosis,  resulting  in  a circumscribed  area  of  de- 
pressed skin.  The  diagnostic  histologic  features  are 
lipophagic  macrophages  or  histocytes  surrounding 
the  large  fat  globules  of  normal  fat  cells  in  the  af- 
fected subcutaneous  tissue. 

To  date  only  adipose  tissue  has  been  reported  to 
be  involved  in  this  pathologic  picture.  However, 
not  only  subcutaneous  fat  tissue  but  the  fat  of  the 
abdomen  and  thorax  may  be  involved.  Cummins 
and  Lever  reported  two  cases  revealing  striking 
changes  in  the  walls  of  the  blood  vessels  of  the  le- 
sions biopsied.3 

The  condition  seems  to  be  more  common  in  fe- 
males, a ratio  of  3:1.  Although  the  majority  of 
cases  reported  occur  between  the  ages  of  twenty 
and  fifty,  this  condition  may  occur  in  both  infancy 
and  in  later  life.  Fatalities  caused  by  this  disease 
per  se  have  been  reported.4 

Our  case  displayed  the  characteristic  clinical  pic- 
ture and  typical  histopathology  of  the  Weber- 
Christian  syndrome  together  with  hitherto  addi- 
tional unreported  clinical  features  which  were  also 
present. 


Case  Report 

This  patient  was  a twenty-five-year-old  single  fe- 
male wrho  presented  the  following  complaints: 
severe  headache,  inability  to  walk  or  use  her  right 
arm,  photophobia,  diplopia,  and  urinary  inconti- 
nence. 

Previous  history  revealed  pneumonia  at  the  age  of 
six  months  and  appendicitis  for  which  appendec- 
tomy was  performed  in  1942.  She  was  allergic  to 
the  sulfonamides,  codeine,  aspirin,  phenacetin,  and 
morphine  sulfate.  Her  mother  and  father  were  living 
and  well.  Both  her  brother  and  sister  had  hay  fever. 

Onset  of  present  illness  occurred  in  1946  with 
chills,  fever,  muscle  pains,  and  malaise.  These 
were  fairly  constant  with  an  increased  severity  to- 
ward evening  at  which  time  the  temperature  would 
become  elevated  to  103  or  104  F.  After  a month, 
during  which  these  symptoms  persisted  without  any 


improvement,  the  patient  was  hospitalized.  At 
that  time  the  metacarpal  joints  of  the  fifth  and 
third  fingers  of  the  right  hand  were  swollen,  and 
there  was  cervical  lymphadenopathy.  Penicillin 
therapy  was  instituted  without  any  relief.  How- 
ever, this  episode  subsided  eight  weeks  later,  and 
she  was  discharged  from  the  hospital.  Amenorrhea 
was  noted  during  this  hospitalization. 

Subsequently,  the  patient  was  fairly  well,  although 
dull  muscle  cramps  in  her  extremities  and  a slight 
elevation  of  temperature  to  100  F.  persisted.  Three 
months  later  she  returned  to  the  hospital  because  of 
hematuria  complicated  by  chills,  fever,  malaise,  and 
muscle  cramps.  A diagnosis  of  brucellosis  was  made 
on  the  basis  of  a positive  Brucella  agglutination 
test.  Spontaneous  clearance  of  this  condition 
ensued,  and  patient  was  discharged  from  the  hos- 
pital in  four  weeks. 

After  a brief  period  of  remission  the  subacute 
phase  of  her  condition,  including  fever  and  dull 
muscle  pains,  recurred  and  continued  until  Febru- 
ary of  1947,  at  which  time  she  had  an  episode  of 
hematemesis,  melena,  and  abdominal  pain.  She 
was  readmitted  to  the  hospital,  and  a laparotomy 
was  performed.  Blood  was  found  in  the  ileum, 
although  no  bleeding  point  could  be  visualized.  A 
pyloric  obstruction  was  present,  and  a pyloroplasty 
was  performed.  Three  transfusions  were  required 
during  the  hospitalization  period  following  opera- 
tion which  was  further  complicated  by  phlebitis. 
She  was  discharged  from  the  hospital  at  the  end  of 
three  weeks  with  no  definite  diagnosis. 

In  the  spring  of  1947  there  was  another  hos- 
pitalization for  a period  of  six  weeks  at  which 
time  she  had  a widespread  purpuric  manifestation 
accompanied  by  many  nodules  with  a definite 
course  and  progression  starting  as  tender  areas 
which  would  later  become  red,  then  ecchymotic,  and 
finally  a tender  nodule.  These  appeared  mostly  on 
the  arms,  legs,  and  back  with  no  particularly  selec- 
tive localizing  areas.  This  picture  was  further 
complicated  by  chills  and  fever,  hemoptysis,  epi- 
staxis,  hematuria,  and  marked  weakness.  Oxygen 
tent  therapy  was  administered  for  her  dyspnea  which 
was  also  complicating  the  picture.  Foreign  protein 
therapy  consisting  of  typhoid  vaccine  injections, 
large  doses  of  vitamin  C,  and  anticapillary  fragility 
preparation  were  also  given.  This  course  of  therapy 
seemed  to  be  moderately  effective,  and  after  a six- 
week  period  of  treatment  the  patient  was  dis- 
charged. A diagnosis  of  lupus  erythematosus  was 
made,  the  condition  being  associated  with  a butter- 
fly rash  on  her  face. 

Following  discharge  from  this  period  of  hospi- 
talization, she  regained  her  strength,  her  hemo- 
globin which  had  become  depleted  returned  to  nor- 
mal, and  she  gained  some  weight,  having  lost  ap- 
proximately 25  pounds  from  the  time  of  the  onset  of 
her  illness. 

During  the  summer  of  1947  she  worked  at  a sum- 
mer camp  and  felt  fairly  well  until  she  exposed  her- 
self to  the  sun,  contrary  to  previous  instructions. 
This  exposure  was  followed  in  a few  hours  by  an 
elevation  of  temperature  to  104  F.,  nausea,  and  the 
appearance  of  strawberry-pink  butterfly  rash  on  her 
face.  The  following  day  she  was  admitted  to  the 
hospital.  Nodules  appeared  following  admission 
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Fig.  1.  Subcutaneous  nodule.  Infiltration  of  the 
fat  tissue  with  lymphocytes  and  occasional  polymor- 
phonuclear leukocytes.  A thickened  septum  shows 
several  foci  of  fibrinoid  degeneration.  (Hematoxy- 
lin and  eosin,  190  X) 


together  with  chills,  fever,  nausea,  and  general 
malaise.  Biopsy  of  nodules  was  performed,  and  a 
diagnosis  of  Weber-Christian  syndrome  was  made 
(Figs.  1 and  2).  She  then  received  supportive 
therapy  for  a period  of  six  weeks  at  the  end  of  which 
time  she  was  discharged  from  the  hospital,  although 
her  nodules  were  still  present. 

For  the  following  year  the  patient  was  not  hos- 
pitalized, although  there  were  always  at  least  four  or 
five  nodules  present  which  were  deep  and  about  the 
size  of  a prune  but  not  discolored.  During  this  time 
she  gamed  in  weight. 

In  September  of  1948,  following  a week  of  purpura 
accompanied  by  hematuria,  the  patient  was  again 
admitted  to  the  hospital.  This  proved  to  be  her 
most  serious  recurrence  of  nodular  outbreak,  a few 
of  the  nodules  finally  suppurating.  She  had  two  to 
three  outbreaks  of  nodulation  per  day  preceded  by 
chills  and  spiking  temperature.  This  picture  was 
even  further  complicated  by  epistaxis,  melena,  and 
hematemesis  together  with  thrombophlebitis  of  the 
lower  extremities  and  pulmonary  embolus.  Aureo- 
mycin  therapy  was  instituted  with  little  success. 
However,  after  about  eight  months  of  symptomatic 
treatment,  the  condition  abated,  and  the  patient 
was  discharged,  anemic,  fatigued,  and  underweight. 
A diagnosis  of  periarteritis  nodosum  was  then  made 
despite  the  fact  that  no  biopsy  was  performed. 

In  June,  1949,  another  episode  of  chills,  fever, 
and  nodules  occurred,  complicated  by  pleurisy  and 
heart  murmurs  and  made  further  complex  by  the 
suppuration  of  the  nodules.  Pregnant  blood  ther- 
apy was  instituted,  the  patient  being  given  250-cc. 
transfusions.  This  therapy  was  used  in  lieu  of 
ACTII  which  was  not  available  at  that  time. 
After  11  such  transfusions  the  patient’s  symptoms 
of  chills  and  nodules  improved,  and  the  period  of 
amenorrhea  which  had  been  present  since  the  orig- 
inal onset  of  her  illness  was  broken  by  the  appear- 
ance of  catamenia.  During  October,  1949,  six  more 
transfusions  of  pregnant  blood  were  administered. 
ACTH  then  became  available  and  was  administered, 
beginning  5 Gm.  every  day  for  21  doses  followed  by  5 
Gm.  every  other  day.  Under  this  therapy  the 
nodules  and  suppuration  cleared  up  completely. 


Fig.  2.  Subcutaneous  nodule.  The  septa  of  the 
fat  tissue  are  infiltrated  by  large  macrophages,  sev- 
eral of  which  have  a foamy  cytoplasm.  (Hematoxy- 
lin and  eosin,  850  X) 


She  was  discharged  from  the  hospital  in  December, 
1949,  apparently  completely  recovered. 

She  continued  to  feel  well  and  was  symptom-free 
until  September  22,  1950,  at  which  time  there  was 
onset  of  nausea,  vomiting,  and  right  upper  quadrant 
pain  lasting  for  sixteen  hours.  Examination  at  that 
time  revealed  right  upper  quadrant  tenderness  and 
one  small  nodule.  A diagnosis  of  acute  cholecysti- 
tis was  made,  and  patient  was  admitted  to  the  hospi- 
tal for  a cholecystectomy  which  was  performed. 
For  the  first  five  postoperative  days  the  course  was 
uneventful.  However,  on  her  sixth  postoperative 
day  she  developed  a headache  followed  two  days 
later  by  chills  and  notation  of  minute  areas  of 
cutaneous  tenderness.  Her  headache  was  confined 
to  the  occipital  region  and  persisted.  These  symp- 
toms were  followed  by  eye  pain  and  definite  left  oc- 
cipital headache  together  with  marked  nausea  and 
two  spikings  of  temperature  to  100  and  101  F.  On 
October  11,  1950,  she  complained  of  a “stiff  neck,” 
and  on  examination  nuchal  rigidity  was  present. 
An  associated  complaint  was  diplopia.  A spinal  tap 
was  performed  on  October  12,  1950,  which  showed  no 
abnormality  of  the  fluid.  Patient  subsequently  de- 
veloped a right  hemiplegia,  hemianopsia,  and  a right 
hemisensory  defect  which  later  progressed  to  involve 
the  left  lower  extremity. 

The  patient  was  placed  on  ACTH  and  then  corti- 
sone with  no  response  to  either  drug.  The  neu- 
rologic signs  persisted  and  progressed  to  almost  com- 
plete anesthesia  of  the  right  side  of  her  body.  The 
neurologic  service  felt  that  there  was  a disseminated 
encephalitis  secondary  to  proliferative  inflammatory 
small  vessel  lesions  such  as  associated  with  collagen 
disease.  Other  findings  during  the  admission  were 
vaginal  bleeding  on  one  occasion  and  incontinence. 
An  abscess  in  the  left  inguinal  region  which  was  the 
site  of  one  of  the  nodules  was  incised  and  drained. 
Because  of  the  recurrent  nature  and  possible  chronie- 
ity  of  her  condition  she  was  transferred  from  an- 
other hospital  to  the  Jewish  Sanitarium  and  Hospi- 
tal for  Chronic  Diseases. 

On  admission  examination  revealed  a twenty-five- 
year-old,  moderately  obese  female  mentally  clear, 
lying  in  bed  wearing  dark  glasses.  The  skull  and 
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scalp  were  essentially  negative.  The  face  was 
symmetric  in  outline.  There  was  marked  photo- 
phobia. The  pupils  were  equal,  regular,  and  dilated. 
They  reacted  to  light  and  sluggishly  to  accommoda- 
tion. A right  homonymous  hemianopsia  was  pres- 
ent. The  ears  were  normal  with  greater  air  conduc- 
tion than  bone  conduction.  The  tongue  protruded 
in  midline.  The  throat  was  not  congested.  There 
was  no  cervical  adenopathy,  and  the  thyroid  was  not 
palpably  enlarged.  The  lungs  were  clear  to  aus- 
cultation and  percussion.  There  were  diminished 
breath  sounds  in  the  right  base.  The  heart  showed 
no  enlargement  to  percussion.  No  murmurs  were 
noted,  and  the  rhythm  was  regular.  Blood  pres- 
sure was  130/70.  Well-healed  abdominal  right 
paramedian  and  McBurney  scars  were  noted.  Liver 
and  spleen  were  not  palpable.  There  were  multiple 
healed  scars  over  both  flanks  and  thighs  as  well  as 
many  depressed  areas.  The  muscle  power  was 
markedly  diminished  in  the  right  upper  and  com- 
pletely absent  in  both  lower  extremities.  No 
muscular  atrophy  was  noted.  One  noted,  however, 
an  increase  in  the  adipose  tissue  of  the  thighs  and 
arms,  most  marked  in  the  arms. 

Positive  findings  on  neurologic  examination  were 
as  follows:  The  fundi  were  normal.  There  was 

■ weakness  of  both  lateral  recti.  An  internal  strabis- 
mus was  present  on  the  right.  A paralysis  of  the 
right  trapezius  was  noted,  but  the  sternomastoids 
were  well  innervated.  Hypotonia  was  exhibited  in 
both  upper  extremities  while  tone  was  normal  in  the 
lower  extremities.  Patient  was  able  to  elevate  the 
right  hand  and  forearm  only  l* 1/*  inches  from  the 
bed  when  in  a reclining  position.  She  abducted  her 
arm  only  4 inches  and  adducted  it  minimally. 
There  was  complete  paralysis  of  both  lower  ex- 
tremities. Reflexes  were  hyperactive  in  the  right 
upper  and  in  both  lower  extremities,  although  they 
were  normal  in  the  left  upper.  In  the  left  lowers 
there  was  ankle  clonus  and  Babinski;  these  were  not 
elicited  on  the  right.  Abdominal  reflexes  were  not 
obtainable.  Position  sense  was  lost  in  the  right  big 
toe  but  present  in  the  left  big  toe.  Sensation  to 
pain  and  touch  was  lost  in  the  right  side  of  the  body 
and  was  diminished  on  the  left  from  the  knee  down. 
Topognosis  was  disturbed  in  the  left  hand  where 
dysmetria  and  adiadokocinesis  were  also  present. 
Incontinence  of  urine  was  present.  Many  sub- 
cutaneous nodules  were  noted  over  the  body,  mainly 
on  the  thighs  and  arms. 

The  course  in  our  hospital  was  marked  by  almost 
constant  headache  and  photophobia,  although  the 
photophobia  decreased  in  intensity.  There  were 
> bouts  of  hematuria,  hemoptysis,  epistaxis,  and  chest 
pain  localized  in  the  left  mid  zone  region  accompa- 
nied by  increase  in  temperature.  Dyspnea  ac- 
companied this  syndrome.  Electrocardiographic 
tracing  was  normal.  She  also  had  outbursts  of 
nodulation,  but  none  went  on  to  suppuration.  The 
motor  power  improved  so  that  the  patient  had  full 
range  of  motion  in  the  right  upper  extremity  and  was 
able  to  walk  around  her  bed  by  holding  on  to  the 
bed.  Hematuria  and  epistaxis  accompanied  by 
chest  pain,  rise  in  temperature,  and  appearance  of 
new  nodules  were  noted  to  occur  sporadically.  Ex- 
tensive laboratory  investigations  were  made.  A 
| complete  hematologic  survey  including  bone  marrow 
studies  revealed  nothing  abnormal  to  account  for  the 
bleeding. 

She  remained  in  the  hospital  almost  two  months, 
during  the  last  three  weeks  of  which  she  improved 
sufficiently  to  leave  and  continue  her  convalescence 
at  home.  There  was  one  episode  of  bleeding  and 
nodulation  reported  to  us  since  she  left  the  hospital. 


This,  however,  did  not  seriously  incapacitate  her, 
and  at  the  present  time  she  has  returned  to  her  work 
which  requires  moderate  activity. 

Comment 

The  etiology  of  this  condit  ion  is  still  undetermined. 
Focal  infection  in  teeth  and  tonsils  were  observed  in 
a number  of  cases.  An  untoward  reaction  to  the 
halogens,  especially  bromides  and  iodides,  is  a pos- 
sible etiologic  factor  in  some  cases.  However, 
Weber  believed  the  disease  to  be  a form  of  connec- 
tive tissue  inflammation  in  the  category  of  fibrositis 
or  fibromyositis.  Some  clinicians  who  discussed  our 
case  felt  that  this  syndrome  belonged  to  the  general 
group  of  conditions  known  as  the  collagen  diseases. 

Bendel  seems  to  favor  an  allergic  reaction  pro- 
ducing a metamorphosis  in  the  fat  with  a consequent 
foreign  body  inflammatory  reaction  as  a likely  etiol- 
ogy.2 3 4 5 

In  the  title  of  our  report  we  do  not  include  the 
term  “nonsuppurative”  which  is  included  in  most 
of  the  articles  published  for  -we  feel  that  “nonsup- 
puration of  the  nodules”  is  not  necessarily  a con- 
stant feature  of  this  syndrome.  Several  of  the 
cases  reported  in  the  literature  had  lesions  which 
suppurated.  Some  of  the  lesions  in  our  patient 
suppurated,  although  cultures  from  the  lesions  were 
sterile. 

Repeated  episodes  of  bleeding  from  the  respira- 
tor y,  gastrointestinal,  and  genitourinary  tracts 
which  our  patient  presented  seemed  to  be  so  in- 
timately associated  with  the  recurrences  of  the 
panniculitis  that  we  feel  reluctant  to  evoke  a separ- 
ate entity  for  the  bleeding,  particularly  in  view'  of  the 
normal  hematologic  laboratory  reports.  In  none 
of  the  cases  reported  to  date,  however,  is  bleeding 
mentioned  as  a feature  of  this  disease.  Spain  and 
Toby  report  a case  with  melena  and  epistaxis  dur- 
ing the  course  of  the  disease,  but  this  patient  died 
shortly  thereafter  in  uremic  coma.6  Necropsy 
showed  a chronic  glomerulonephritis.  The  bleeding 
in  this  case  was  quite  likely  due  to  uremia. 

The  neurologic  findings  in  our  patient  were  par- 
tially explained  on  the  basis  of  a vascular  insult, 
either  hemorrhage  or  thromboses,  to  the  branches 
of  the  anterior  cerebral  artery  supplying  the  left 
paracentral  lobule. 

Summary 

A case  of  Weber-Christian  syndrome  is  reported 
in  which  the  unusual  feature  of  a bleeding  tendency 
is  present.  There  was  bleeding  from  the  pulmo- 
nary', intestinal,  and  genitourinary  tracts  associated 
with  the  attacks  of  panniculitis. 

The  authors  wish  to  acknowledge  the  technical  assistance 
of  Verna  Emery,  M.R.L.,  Medical  Librarian,  Jewish  Sani- 
tarium and  Hospital  for  Chronic  Diseases. 
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NEED  FOR  CAUTION  IN  OVARIAN  CONSERVATION 

Samuel  S.  Rosenfeld,  M.D.,  F.A.C.S.,  New  York  City 
{From  the  Department  of  Obstetrics  and  Gynecology,  Lebanon  Hospital) 


'"PHE  case  to  be  reported  illustrates  the  value  of 
having  pathologic  specimens  opened  and  exam- 
ined by  the  pathologist  while  the  patient  is  still  in 
the  operating  room.  In  this  case  both  ovarian  cysts 
appeared  to  be  perfectly  benign,  but  any  attempt  at 
conservation  of  ovarian  tissue  on  either  side  would, 
of  necessity,  have  resulted  in  spill  with  all  its  poten- 
tialities for  implantation,  spread,  and  metastases. 

Case  Report 

Mrs.  L.  M.,  age  thirty-five,  was  seen  on  March  19, 
1949,  having  been  referred  to  me  because  of  the  pres- 
ence of  a large  cystic  mass  in  the  pelvis. 

The  patient  appeared  to  be  well  developed  and 
nourished.  Examination  of  the  abdomen  elicited 
tenderness  and  the  presence  of  a palpable  mass  in 
the  left  lower  quadrant. 

Vaginal  examination  revealed  the  presence  of  a 
parous  introitus  and  a large,  moderately  tender  cys- 
tic mass  occupying  the  left  and  the  posterior  fornix. 
The  uterus  could  be  felt  separate  from  this  mass. 
It  was  slightly  enlarged  and  rather  hard  with  a small 
fibroid  palpable  in  the  right  cornu. 

There  were  no  signs  and  symptoms  commonly  as- 
sociated with  pregnancy.  Her  history  disclosed  that 
she  was  a gravida  7,  Para  2.  There  was  one  spon- 
taneous and  four  induced  abortions.  A Friedman 
modification  of  the  Aschheim-Zondek  test,  taken  a 
day  after  examination,  was  reported  as  negative. 

The  impression  was  that  the  patient  was  suffering 
from  a large  ovarian  cyst  on  the  left  side  and  fibroids 
of  the  uterus.  She  was  admitted  to  Lebanon  Hospi- 
tal, and  at  laparotomy  on  March  26,  1949,  bilateral 
ovarian  cysts  were  found.  The  uterus  was  thick- 
ened and  contained  some  small  subperitoneal  fibroids. 
After  the  gross  pathology  was  noted,  the  intent  was 
to  resect  one  ovary,  perform  the  necessary  myomec- 
tomies, and  then  to  attempt  to  preserve  some  ova- 
rian tissue  on  the  right  side. 

Both  cysts  appeared  perfectly  benign,  and  no  im- 
plants were  to  be  seen  either  on  the  peritoneum,  in- 
testines, or  anywhere  else  in  the  abdominal  cavity. 
The  left  cyst  was  readily  removed  without  spilling. 
The  pathologist  was  asked  to  come  to  the  operating 
room  to  open  and  examine  the  resected  cyst  before 
an  attempt  was  made  to  conserve  the  opposite 
ovary  or  any  part  of  it.  Much  to  everybody’s  sur- 
prise, the  opened  specimen  showed  the  interior  of  the 
cyst  to  be  filled  with  papillary  excrescences.  There 
was  now  no  thought  of  conserving  the  other  ovary, 
and  it,  too,  was  resected  without  spill.  This  resec- 
tion was  followed  by  a total  hysterectomy.  The 
pathologist  reported  the  presence  of  an  intraepider- 
mal  squamous  cell  carcinoma  of  the  cervix. 

At  the  present  time,  more  than  two  years  after 
operation,  the  patient  is  well  and  without  com- 


plaints, and  there  is  no  evidence  of  either  recurrence 
or  metastases. 

Pathology  Report  {Dr.  Joseph  C.  Ehrlich). — 
Complete  pathology  report  was  as  follows: 

Gross  Examination:  Specimen  consists  of  a totally 
extirpated  uterus  with  cervix.  The  uterus  measures 
9 by  6 by  4 cm.  At  the  external  os,  on  the  posterior 
lip,  there  is  a circumscribed,  slightly  elevated  patch. 
It  has  a dry,  granular,  grayish-white  appearance. 
The  body  of  the  cervix  beneath  this  area  contains  a 
Nabothian  cyst,  1 cm.  in  diameter.  The  endome- 
trial cavity  contains  an  early  pregnancy.  The  fe- 
tus is  not  found,  but  there  is  a young  placenta  pres- 
ent. Received  separately  are  two  cystic  ovaries, 
each  about  the  size  of  a large  orange.  One  of  these 
contains  several  cysts,  the  largest  of  which  is  lined  by 
soft,  friable  papillary  tumor  tissue.  The  surface  of 
this  ovary  does  not  show  any  gross  invasion  or  im- 
plants. Several  other  cysts  are  filled  with  gelati- 
nous fluid.  The  opposite  ovary  contains  a corpus  lu- 
teum  of  pregnancy  about  the  size  of  a walnut,  and, 
in  addition,  several  cysts  filled  with  gelatinous  fluid 
and  papillary  ingrowths.  Representative  sections 
taken  for  histologic  examination. 

Microscopic  Examination:  Sections  from  various 
portions  of  the  papillary  cystic  areas  of  the  ovaries 
reveal  neoplasm  composed  of  innumerable  tiny  pap- 
illary structures  covered  by  atypical  epithelial  cells 
in  which  mitotic  figures  and  nuclear  irregularities  are 
fairly  frequent.  The  histologic  pattern  conforms  to 
that  of  papillary  cyst  adenocarcinoma.  Section  of 
the  endometrium  reveals  the  typical  changes  associ- 
ated with  early  pregnancy.  Numerous  chorionic 
villi  are  seen  but  no  fetal  parts.  Section  of  the  cervix 
disclosed  hyperplasia  of  the  glands  of  the  endocervi- 
cal  mucosa.  In  the  mucosa  of  the  portio  just  be- 
yond the  external  os  the  epithelium  shows  marked 
atypical  features,  changes  in  polarity  of  cells,  and 
numerous  mitotic  figures.  The  histologic  pattern 
here  is  consistent  with  the  diagnosis  of  intraepider- 
mal  squamous  cell  carcinoma  of  the  cervix. 

Diagnosis:  Papillary  cystadenocarcinoma  of  ova- 
ries, bilateral  uterus  with  products  of  conception, 
corpus  luteum  of  pregnancy,  and  intraepidermal 
squamous  cell  carcinoma  of  cervix. 

Comment 

The  false  Friedman  test  was  rather  fortunate  in 
this  case  for  it  had  been  decided  that  in  the  event  of 
a positive  Friedman  test  the  operation  would  be  post- 
poned in  the  interest  of  the  fetus  until  after  the 
fourth  month  of  gestation.  This  delay  might  have 
been  costly,  for  it  would  have  added  the  possibilities 
of  rapid  tumor  growth,  cyst  rupture,  implantation, 
etc. 

1882  Grand  Concourse 


The  most  valuable  result  of  all  education  is  the  ability  to  make  yourself  do  the  thing  you  have 
to  do,  when  it  ought  to  be  done,  whether  you  like  it  or  not. — Huxley 
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GOLD  SALT  THERAPY,  MINIMAL  LIVER  DAMAGE,  AND  REMISSION  OF 
RHEUMATOID  ARTHRITIS 

Benjamin  H.  Archer,  M.D.,  New  York  City 

{From  the  Medical  Service  and  Pathologic  Laboratories  of  Bronx  Hospital ) 


TN  PREVIOUS  reports  it  was  noted  that  both  the 

icteric  and  anicteric  forms  of  hepatitis  may  re- 
sult from  chrysotherapy.1  It  was  pointed  out  that 
while  toxic  hepatitis  following  gold  salt  therapy  may 
be  rare,  gold  is  a hepatotoxic  drug.2  It  was  in- 
dicated that  the  liver  damage  produced  by  gold 
salts  may  be  minimal  and  may  be  overlooked  if  serial 
liver  function  tests  are  not  done  in  these  cases.2’3 
It  was  suggested  that  remission  of  rheumatoid 
arthritis  following  chrysotherapy  may  be  due  to 
liver  damage  and/or  dysfunction.1'4 

The  following  case  is  being  reported  because  it 
shows  that  there  may  be  a causal  relationship  be- 
tween gold  salt  therapy,  minimal  liver  damage,  and 
remission  of  rheumatoid  arthritis. 

Case  Report 

First  Phase. — A twenty-six-year-old  white  female, 
M.  K.,  was  admitted  to  the  Bronx  Hospital  on  May 
4,  1948,  because  of  polyarthritis.  At  the  age  of 
twelve  she  had  had  chorea  and  since  then  was  known 
to  have  had  a cardiac  murmur.  There  had  been  no 
further  episodes  of  rheumatic  fever,  nor  had  she  de- 
veloped any  symptoms  of  cardiac  decompensation. 

Eight  weeks  prior  to  admission  she  had  had  a 
normal  delivery  at  the  hospital  followed  by  a tran- 
sient phlebitis  of  the  left  leg  with  mild  symptoms 
lasting  for  two  to  three  days.  This  was  followed  a 
few  days  later  by  pain  in  the  left  shoulder,  the  knees, 
the  elbows,  and  the  hands.  After  leaving  the  hos- 
pital the  pain  and  swelling  of  the  joints  continued, 
unrelieved  by  rest,  large  doses  of  salicylates,  and  a 
series  of  bismuth  injections.  She  was  thereupon  re- 
ferred back  to  the  hospital  for  further  study. 

Physical  examination  revealed  a young,  pale, 
adult  female,  obviously  in  pain.  The  throat  was 
negative;  the  thyroid  was  not  enlarged;  the  lungs 
were  clear;  there  was  no  adenopathy.  The  heart 
rate  was  82,  blood  pressure  120/70.  A presystolic 
and  a systolic  murmur  were  heard  near  the  apex; 
the  second  pulmonic  sound  was  greater  than  the 
second  aortic.  There  was  no  apparent  cardiac  en- 
largement. The  liver  and  spleen  were  not  pal- 
pable. There  were  no  edema,  no  clubbing  of  the 
fingers,  and  no  petechiae.  Examination  of  the 
joints  showed  fusiform  swelling  of  the  proximal 
phalangeal  joints  of  both  hands  with  considerable 
pain  on  motion  and  marked  tenderness  over  the  left 
elbow  and  left  shoulder. 

Laboratory  data  were  as  follows:  The  urine  was 
negative.  The  blood  count  showed  a hemoglobin 
of  68  per  cent  (Sahli)  with  3,800,000  red  blood  cells. 
The  total  leukocyte  count  was  9,800  with  74  per 
cent  polymorphonuclears  and  26  per  cent  lympho- 
cytes. The  sedimentation  rate  was  40  mm.  in  one 
hour  (Wintrobe).  The  Wassermann  and  Kahn  re- 
actions were  negative.  The  blood  glucose  was  68 
mg.,  and  the  nonprotein  nitrogen  was  29  mg.  The 
cephalin  flocculation  test  on  admission  was  1 plus  in 
forty-eight  hours.  The  thymol  turbidity  test  was 
2.2  units,  and  the  urobilinogen  in  the  urine  was  nega- 
tive in  a 1:10  dilution.  The  total  serum  protein 
was  7.6  Gm.  with  a serum  albumin  of  4.2  Gm.  and  a 
globulin  of  3.4  Gm.,  an  albumin-globulin  ratio  of  1.2. 


X-rays  of  the  hands  and  knees  were  negative.  An 
x-ray  of  the  chest  revealed  some  miliary  infiltration 
of  the  lungs,  especially  in  the  upper  lobes.  A re- 
peat film  in  two  weeks  showed  no  appreciable  change. 

Serial  electrocardiograms  showed  a PR  interval 
ranging  from  0.2  to  0.28.  She  was  given  an  atropine 
test  with  l/30  grain  of  atropine  injected  subcutane- 
ously. The  pulse  rate  rose  from  100  to  120,  and  the 
PR  interval  dropped  from  0.23  to  0.2  after  fifteen 
minutes.  After  one-half  hour  the  pulse  rate  was 
110,  and  the  PR  interval  was  0.2.  After  one  hour 
the  pulse  rate  was  105,  and  the  PR  interval  was 
0.22. 

The  patient  was  given  a short  course  of  chryso- 
therapy, and  gold  sodium  thiosulfate  was  adminis- 
tered intramuscularly  once  a week  for  a total  dos- 
age of  155  mg. 

While  she  was  receiving  the  gold  salt,  serial  liver 
function  tests  were  carried  out  with  the  cephalin- 
cholesterol  flocculation  test,  the  thymol  turbidity 
test,  and  examinations  of  the  urine  for  urobilinogen. 
Determinations  of  the  serum  protein  and  albumin- 
globulin  ratio  were  also  done  on  several  occasions 
(Table  I).* 

The  patient  was  also  given  90  grains  of  aspirin 
daily  for  one  month,  from  May  6,  to  June  7,  1948. 
The  drug  was  then  discontinued  for  a day  and  was 
administered  in  the  same  dosage  until  June  20. 
Then  60  grains  daily  were  given  until  July  8.  The 
prothrombin  time  and  salicylate  levels  during  this 
period  are  shown  in  Table  II. 

During  her  stay  at  the  hospital  there  was  some 
amelioration  of  her  arthritis.  Likewise,  her  fever, 
which  ran  from  99  to  101  F.  for  the  first  six  weeks, 
finally  returned  to  normal,  and  she  was  afebrile 
during  the  following  month.  However,  her  sedi- 
mentation rate  remained  elevated,  and  soon  after 
returning  home,  she  had  a full-blown  recurrence  of 
her  arthritis. 

Second  Phase. — M.  K.  was  not  seen  from  the  time 
she  left  the  hospital  on  July  10,  1948,  until  she  was 
referred  to  the  office  by  her  physician  for  further 
treatment  on  March  25,  1949.  She  stated  that 
following  her  discharge  from  the  hospital,  she  had 
had  less  pain  and  swelling  of  the  joints  for  a time 
and  had  obtained  considerable  relief  from  the  use  of 
20  to  30  grains  of  aspirin  daily.  However,  she  had 
never  been  free  of  pain  and  at  times  had  had  swell- 
ing of  the  finger  joints,  wrists,  and  right  knee. 
There  had  been  no  fever.  During  the  past  month 
her  arthritis  had  been  getting  gradually  worse,  and 
her  fingers  were  becoming  quite  stiff,  especially  in 
the  morning.  Both  wrists  were  swollen,  and  the 
right  elbow  was  quite  painful.  The  knees  were 
also  stiff  and  painful,  especially  before  changes  in  the 
weather. 


* As  reported  by  Kibrick  and  Clements  of  our  pathologic 
laboratories,  we  do  not  regard  a cephalin-cholesterol  floccula- 
tion test  as  positive  unless  it  is  3 or  4 plus  in  forty-eight 
hours.6  We  agree  with  Neefe  et  al.  that  a 2 plus  cephalin- 
cholesterol  flocculation  test  in  forty-eight  hours  is  equivocal.6 
Our' upper  limit  of  normal  for  the  thymol  turbidity  test  is  4 
to  5 units.  The  normal  range  of  the  serum  protein  by  chemi- 
cal fractionation  we  find  to  be  6 to  8 Gm.  per  cent.  A uro- 
bilinogen in  the  urine  greater  than  1:20  is  considered  posi- 
tive. 
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Table  I. — Serial  Liver  Function  Tests* 


Cephalin 
Flocculation 
(48  hours) 

Thymol 
Turbidity 
' Units) 

Total 

Protein 

(Gm.) 

Serum 

Albumin 

(Gm.) 

Serum 

Globulin 

(Gm.) 

Albumin- 

Globulin 

Ratio 

Urobilinogen 
in  Urine 

Sedimentation 

Rate 

(Wintrobe) 

May  6 

i + 

2.2 

40  mm.  in  1 hour 

20 

Negative 

2.4 

June  2 

1 + 

7.6 

4.2 

3 4 

i 2 

Negative 

7 

2 + 

Negative 

1 1 

1 4- 

7.3 

4.2 

3 . i 

1 .3 

21 

2 + 

Negative 

28 

1 + 

2.8 

8.2 

4 . 0 

3.6 

1.3 

Negative 

48  mm.  in  1 hour 

J uly  6 

1 + 

Negative 

* Bromosulfalein  test  showed  5 per  cent  retention  of  the  dye  at  t lie  end  of  one-ualf  hour  and  2 per  cent  at  the  end  of  one 
hour. 


TABLE  II. — Prothrombin  Time  and  Salicylate  Levels 


Prothrombin  Time 
(Per  Cent  of  Normal) 

Blood  Salicylate 
Level 
(Mg.) 

May  12 

45 

17.9 

17 

60 

1G . 5 

23 

42 

36.4 

June  7 

60 

30.2 

28 

50 

July  2 

60 

Physical  examination  revealed  fusiform  swelling 
of  all  the  finger  joints.  There  was  some  periarticu- 
lar swelling  of  the  right  wrist  which  was  tender, 
moderate  tenderness  but  no  swelling  of  the  right 
elbow,  and  some  tenderness  and  loss  of  mobility  of 
both  knee  joints.  The  heart  revealed  the  presence 
of  the  systolic  and  presystolic  murmurs  previously 
noted.  The  blood  pressure  was  100/60.  There 
was  no  enlargement  of  the  liver  or  spleen.  There 
was  no  edema. 

Laboratory  data  were  as  follows:  The  urine  ex- 
amination was  essentially  negative.  The  hemoglo- 
bin was  72  per  cent  (Sahli),  and  the  red  blood  cells 
were  3,800,000.  The  white  blood  cells  were  0,200 
with  65  per  cent  polymorphonuclears  and  35  per 
cent  lymphocytes.  The  sedimentation  rate  was 
35  mm.  in  one  hour  (Cutler).  The  cephalin  floccu- 
lation test  was  negative,  and  the  thymol  turbidity 
test  was  1.8  units. 

It  was  decided  to  give  this  patient  a full  course  of 
chrysotherapy,  and  on  March  30,  1040,  she  was 
given  an  initial  intramuscular  injection  of  5 mg.  of 
gold  sodium  thiosulfate.  This  was  followed  by 
weekly  administration  of  increased  amounts  of  the 
gold  salt  until  a maximum  dose  of  50  mg.  was 
reached.  A cephalin  flocculation  test  and  a sedi- 
mentation rate  were  done  at  each  visit. 

The  results  of  the  cephalin  flocculation  tests  were 
all  negative  until  the  patient  had  received  a total 
dose  of  500  mg.  of  gold  sodium  thiosulfate.  At  this 
time,  June  11,  1949,  the  cephalin  flocculation  test 
became  positive  (3  plus  in  forty-eight  hours).  A 
repeat  test  done  a week  later  was  equivocal  (2  plus 
in  forty-eight  hours),  but  a test  done  the  following 
week  on  June  24  was  again  positive  (3  plus  in  forty- 
eight  hours).  By  this  time  the  patient  had  received 
a total  amount  of  600  mg.  of  the  gold  salt. 

The  sedimentation  rate,  also  done  serially,  was 
elevated  initially  but  returned  gradually  to  normal 
as  the  cephalin  flocculation  test  became  positive. 
The  sedimentation  rate  (Cutler)  was  35  mm.  in  one 
hour  on  March  25,  before  treatment  was  started. 
It  was  22  mm.  on  June  11  after  500  mg.  of  the  gold 
sodium  thiosulfate  had  been  given,  and  it  was  15 
mm.  on  June  24  after  the  patient  had  received  600 
mg.  of  the  gold  salt. 


In  view  of  the  fact  that  she  had  already  received 
600  mg.  of  gold  salts  and  that  her  cephalin  floccula- 
tion test  was  positive  (3  plus  in  forty-eight  hours) 
on  two  examinations,  it  was  decided  to  discontinue 
the  gold  therapy  at  this  point.  As  her  sedimentation 
rate  was  now  approximately  within  normal  limits, 
it  appeared  that  the  patient  might  be  going  into  a 
remission.  The  following  week  she  complained  of 
mild  pain  in  her  right  shoulder,  but  after  this  she  did 
have  a complete  remission  of  her  arthritis.  She 
left  the  city  for  the  summer  and  was  completely  well 
while  away.  She  returned  to  the  office  at  my  re- 
quest on  October  8,  1949,  for  a follow-up  examina- 
tion. 

On  this  day  the  physical  examination  revealed  no 
objective  evidence  of  her  arthritis  except  for  some 
residual  thickening  of  her  proximal  phalangeal 
joints  which  were  neither  tender  nor  painful  on  mo- 
tion. Examination  of  the  heart  revealed  the  pres- 
ence of  the  same  murmurs  as  described  above. 
There  was  no  icterus.  The  liver  was  not  enlarged, 
and  the  spleen  was  not  palpable.  There  was  no 
edema. 

The  hemoglobin  was  78  per  cent  (Sahli),  red  blood 
cells  4,000,000,  white  blood  cells  8,400  with  62  per 
cent  polymorphonuclears  and  38  per  cent  lympho- 
cytes. The  sedimentation  rate  was  12  mm.  in  one 
hour  (Cutler).  The  urine  was  negative.  The 
cephalin  flocculation  test  was  1 plus  in  forty-eight 
hours. 

She  was  placed  on  maintenance  therapy  and  was 
given  50  mg.  of  gold  sodium  thiosulfate  intramuscu- 
larly at  this  visit  and  at  each  subsequent  visit.  A 
sedimentation  rate  (Cutler)  and  a cephalin  floccula- 
tion test  (forty-eight  hours)  were  done  after  each 
injection. 

On  November  5, 1949,  there  were  no  symptoms  ref- 
erable to  the  joints,  the  sedimentation  rate  was 
normal,  and  the  cephalin  flocculation  test  was  nega- 
tive. On  December  3,  1949,  the  patient  stated 
that  she  had  had  severe  pain  in  the  left  shoulder  and 
in  both  feet  for  one  week.  While  there  was  no  ob- 
jective evidence  of  arthritis,  the  sedimentation  rate 
was  slightly  elevated  (18  mm.  in  one  hour).  The 
cephalin  flocculation  test  was  negative.  Two  weeks' 
later,  she  had  no  pain  referable  to  the  joints;  the 
sedimentation  rate  was  15  mm.  in  one  hour,  and  the 
cephalin  flocculation  test  was  2 plus.  An  x-ray  of 
the  chest  taken  on  this  day  revealed  mitralization  of 
the  heart.  There  was  slight  mottling  of  both  lung 
fields  but  no  evidence  of  infiltration.  An  electro- 
cardiogram revealed  a right  axis  deviation  and  a PR 
interval  of  0.16.  On  December  31  the  patient  com- 
plained of  some  twinges  in  her  shoulder  but  other- 
wise was  asymptomatic.  The  sedimentation  rate 
was  12  mm.  in  one  hour,  and  the  cephalin  floccula- 
tion test  was  2 plus.  On  January  21,  1950,  she 
complained  of  some  twinges  in  the  right  thumb 
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but  was  otherwise  free  of  arthritis.  The  sedimenta- 
tion rate  was  unchanged,  but  the  cephalin  floccula- 
tion test  was  3 plus. 

From  this  point  on,  she  received  intramuscular 
injections  of  50  mg.  of  gold  sodium  thiosulfate  every 
three  to  four  weeks  for  one  year  and  maintained  her 
remission.  During  this  time  the  sedimentation  rates 
were  all  normal,  and  the  results  of  15  serial  cephalin 
flocculation  tests  taken  approximately  a month  apart 
were  all  negative  except  on  one  occasion. 

Comment 

In  the  first  phase  of  this  patient’s  illness,  some  of 
the  clinical  and  electrocardiographic  features  of  the 
case  favored  the  diagnosis  of  rheumatic  fever  rather 
than  rheumatoid  arthritis.  However,  the  lack  of 
I any  specific  response  of  the  inflamed  joints  to  ade- 
quate doses  of  salicylate  militated  against  this  diag- 
nosis. What  is  more,  the  subsequent  chronicity  of 
the  arthritis  and  its  apparent  arrest  following  chrys- 
otherapy  gave  additional  support  to  the  diagnosis 
of  rheumatoid  arthritis.  The  increased  PR  inter- 
val was  interpreted  as  consistent  with  the  view  that 
rheumatoid  arthritis  may  involve  the  heart.7’8 

During  the  first  phase  of  her  treatment  this  pa- 
tient received  only  155  mg.  of  gold  salt.  It  is  quite 
obvious  that  this  small  amount  of  gold  failed  to 
produce  a remission.  While  there  was  some  im- 
provement in  the  arthritis,  there  was  no  change  in 
the  sedimentation  rate.  It  is  noteworthy  that  the 
cephalin  flocculation  test  was  not  affected  by  the 
gold  salt  given  at  this  time. 

In  contrast,  it  is  of  interest  to  note  that  the  ad- 
ministration of  600  mg.  of  gold  salt  during  the 
second  phase  of  the  treatment  resulted  in  a com- 
plete remission  of  the  arthritis.  The  symptoms 
abated,  and  the  sedimentation  rate  fell  to  normal. 
It  is  also  worthy  of  note  that  this  remission  occurred 
at  the  time  that  the  cephalin  flocculation  test  be- 
came positive,  suggesting  a possible  relationship 
between  gold  salt  therapy,  minimal  liver  damage, 
and  remission  of  rheumatoid  arthritis.  It  is  of 
furthe’r  interest  that  subsequent  to  the  interruption 
of  the  gold  salt  therapy,  there  was  a mild  relapse  of 
the  arthritis  which  was  accompanied  by  a negative 
cephalin  flocculation  test  and  an  elevated  sedi- 
mentation rate.  It  is  also  of  interest  that  with  the 
resumption  of  gold  salt  administration  the  cephalin 
flocculation  test  again  became  positive,  the  sedi- 
1 mentation  rate  returned  to  normal,  and  another  re- 
mission followed. 

An  observation  in  this  study  which  seems  to  call 
for  special  comment  is  the  fact  that,  after  the  second 
i remission  had  been  obtained,  it  was  maintained  for 
one  year  with  small  amounts  of  gold  salt  given  once 
a month.  It  is  of  interest  that  during  this  phase  of 
maintenance  therapy  the  cephalin  flocculation  tests 
were  repeatedly  negative  except  on  one  occasion, 

' and  the  sedimentation  rates  were  consistently  nor- 
mal. 

The  findings  in  this  case  and  in  others  similarly 
studied  take  on  additional  significance  when  cor- 
related with  the  experimental  and  clinical  work  of 
previous  investigators.  In  animal  experiments 
Sabin  found  that  those  gold  salts  which  were  effec- 
tive in  preventing  or  curing  arthritis  caused  by 


pleuropneumonia-like  organisms  in  mice  did  not  in- 
hibit the  growth  of  these  microbes  in  vitro.9  He 
concluded  that  the  action  of  the  gold  salts  must  be 
exercised  on  the  cells  of  the  host.  Block,  Geib,  and 
Robinson  found  that  some  of  the  gold  salts  inhibit 
oxygen  uptake  by  liver  and  kidney  cells.10  Block, 
Buchanan,  and  Freyberg,  as  well  as  Bertrad,  Waine, 
and  Tobias,  have  shown  that  the  liver  is  one  of  tin’ 
principal  organs  in  the  body  for  the  deposition  of 
gold  ions  after  the  intramuscular  injection  of  gold 
salts.11-13  Block  and  his  associates  have  also  dem- 
onstrated that  the  severity  of  the  histologic 
changes  in  the  organs  of  gold-treated  animals  is 
proportional  to  the  quantity  of  gold  laid  down  in  the 
tissues.11’12  In  support  of  these  experimental  ob- 
servations it  has  been  amply  demonstrated  clini- 
cally that  gold  is  hepatotoxic  in  man.3 

The  correlation  of  these  experimental  and  clinical 
observations  with  the  findings  in  this  case  and  in 
others  similarly  studied  suggests  the  possibility 
that  the  beneficial  results  obtained  with  gold  salt 
therapy  in  rheumatoid  arthritis  may  be  due  to  the 
hepatotoxic  effect  of  gold.  This  concept  is  based  on 
two  accepted  clinical  observations:  (1)  All  forms 

of  hepatitis  may  produce  remissions  in  rheumatoid 
arthritis.1,14-16  (2)  Involvement  of  the  liver  paren- 
chyma, even  though  mild  and  with  or  without 
jaundice,  may  be  beneficial  in  this  disease.1-4’17-19 

Summary  and  Conclusions 

1.  The  finding  of  positive  cephalin  flocculation 
tests  in  patients  with  rheumatoid  arthritis  after  the 
administration  of  gold  salts  would  seem  to  indicate 
that  mild  hepatic  damage  of  the  anicteric  type  may 
follow  chrysot  herapy. 

2.  The  simultaneous  occurrence  of  these  posi- 
tive liver  function  tests  with  clinical  remission  of  the 
disease  would  tend  to  suggest  that  there  may  be  a 
causal  relationship  between  the  hepatotoxic  effect  of 
gold  salt  therapy  and  remission  of  rheumatoid 
arthritis. 

1964  Grand  Concourse 
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BANTHINE  THERAPY  OF  TRIGEMINAL  NEURALGIA 

Melvin  H.  Stich,  M.D.,  Brooklyn,  New  York 

( From  the  Jewish  Hospital) 


TAR  AM  ATI  C,  rapid,  and  complete  disappearance 
of  the  agonizing  pains  of  trigeminal  neuralgia 
seems  worthy  of  immediate  report.  The  excruciat- 
ing symptomatology  of  this  intractable  condition  is 
among  the  most  severe  and  disabling,  and  its  relief 
by  a simple,  nontoxic,  and  nonhabit-forming  oral 
medication  would  be  a boon.  It  is  hoped  that  the 
experience  in  the  case  being  reported  will  lead  others 
to  evaluate  this  therapy  in  large  series  of  cases  of 
trigeminal  and  related  neuralgias. 

Case  Report 

N.  B.,  a seventy-year-old  white  male,  appeared  in 
my  office  on  May  3,  1951,  for  a general  checkup  be- 
fore undergoing  surgery  for  an  intractable  trigeminal 
neuralgia  of  three  years  duration.  At  the  onset  the 
neuralgic  pain  had  been  restricted  to  the  right  in- 
fraorbital region  but  had  gradually  spread  until  the 
entire  sensory  area  of  innervation  of  the  ophthalmic 
and  maxillary  branches  of  the  right  trigeminal  nerve 
were  involved.  The  pain,  which  had  had  free  in- 
tervals of  days  to  weeks  between  attacks  at  first, 
had  become  so  frequently  recurrent  during  the  past 
year  as  to  be  almost  continuous  at  times.  The  trig- 
ger mechanisms  were  winking,  wide  opening  of  the 
mouth,  chewing,  swallowing,  or  touching  the  right 
side  of  the  face,  any  of  which  were  capable  of  bring- 
ing on  a characteristic  episode  of  pain.  He  stated 
that  for  the  three-week  period  prior  to  his  visit  his 
symptoms  were  the  most  severe  he  had  yet  expe- 
rienced. 

During  the  three-year  period  he  had  been  seen  by 
many  of  the  leading  neurologists  in  this  area  and  had 
been  hospitalized  twice  for  thorough  workups. 
There  had  been  unanimous  agreement  on  the 
diagnosis  of  trigeminal  neuralgia.  He  had  had  all 
the  usual  types  of  medical  therapy,  including  the 
various  analgesics,  sedatives,  trichloroethylene, 
vitamins,  and  antibiotics,  with  negligible  relief. 
He  had  been  advised  a number  of  times  to  resort  to 
surgery  and  during  the  last  few  weeks  of  torture 
had  finally  resigned  himself  to  surgical  intervention. 

He  denied  any  previous  illnesses,  stating  that  he 
had  never  been  s'ck  before  in  his  life.  The  family 
history  was  irrelevant. 

Examination  revealed  a well-developed,  fairly 
well-nourished,  white  male  who  appeared  chroni- 
cally ill.  He  spoke  softly  and  restricted  the  move- 
ments of  his  lips  because  attacks  were  occasionally 
precipitated  by  wide  opening  of  the  mouth.  The 
examination,  aside  from  mild  bilateral  lower  leg 
varicosities  anti  minimal  prostatic  hypertrophy,  was 
completely  within  normal  limits  throughout.  Com- 
plete neurologic  examination  was  physiologic,  with 
all  reflexes  and  nerve  tracts  normal  and  no  evidence 
of  trigeminal  or  other  cranial  nerve  involvement. 

Banthine  (ethyl  dimethyl  beta- [9-xanthene  car- 
boxylate]  ethylammonium  chloride)  was  prescribed 
in  100-mg.  doses  every  six  hours  and  all  other  medi- 


cation discontinued.  The  next  day  the  patient  tele- 
phoned to  offer  his  profuse  thanks  for  the  miracu- 
lous therapy  he  had  been  given.  He  stated  that  in 
approximately  forty  minutes  after  taking  his  first 
dose  of  medication,  all  pain  suddenly  disappeared. 
He  was  able  to  perform  any  of  the  usual  trigger 
movements  without  producing  an  attack. 

The  patient  has  now  been  on  Banthine  therapy 
ten  months.  It  has  been  found  that  a 100-mg.  dose 
gives  complete  relief  for  six  to  seven  hours  following 
which,  if  the  next  dose  is  delayed  or  omitted, 
mild  neuralgic  attacks  can  be  brought  about  by  the 
trigger  movements.  This  has  been  repeatedly  dem- 
onstrated, both  on  my  instructions  and  by  the  pa- 
tient’s own  experimentation.  He  has  been  loath  to 
discontinue  the  medication  for  even  one  day  because 
of  a mortal  fear  of  reverting  to  his  previous  state. 

Comment 

Banthine  is  a true  anticholinergic  agent  which  ac- 
complishes its  action  by  an  inhibitory  effect  on  the 
action  of  acetylcholine  in  the  ganglia  of  the  autonomic 
system,  both  sympathetic  and  parasympathetic, 
and  at  the  postganglionic  nerve  endings  of  the  para- 
sympathetic system.  It  has  been  used  therapeuti- 
cally primarily  in  conditions  of  parasvmpathicotonia 
or  vagotonia,  as  in  peptic  ulcer  or  the  spastic 
colon.1-4  It  has  also  been  suggested  for  use  in 
hyperhidrosis,  the  physiologic  mechanism  being  in- 
hibition of  acetylcholine  at  the  nerve  endings  in  the 
sweat  glands.4  I can  find  no  previous  mention  in 
the  literature  of  its  trial  in  the  therapy  of  neuralgia. 

Trigeminal  neuralgia  is  a disease  of  the  Gasserian 
ganglion.  The  rationale  which  prompted  the  trial 
of  Banthine  in  the  therapy  of  this  condition  was  the 
thought  that  possibly  the  drug  would  have  an  in- 
hibitory action  in  this  ganglion  similar  to  its  effect  in 
the  various  autonomic  ganglia.  Apparently,  from 
the  results  obtained,  this  inhibition  does  take  place. 

Summary 

1 . Dramatic,  complete  relief  of  pain  occurred  in  a 
severe  case  of  trigeminal  neuralgia  following  the  in- 
stitution of  Banthine  therapy. 

2.  The  excellent  results  obtained  warrant  trial 
of  this  medication  in  other  cases  of  trigeminal  or  re- 
lated neuralgias. 

2809  Avenue  L 
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TUBERCULOUS  MENINGITIS  TREATED  WITH  STREPTOMYCIN 

Belle  E.  Jacobson,  M.D.,  New  Rochelle,  New  York,  and  Leon  Hellman,  M.D.,  New  York 
City 

(From  the  Montefiore  Hospital ) 


'“PHIS  case  is  being  presented  because  of  two  note- 
worthy  features:  (1)  The  patient  is  well  and  active 
at  present,  forty-nine  months  after  treatment  with  a 
total  of  287.79  Gm.  of  streptomycin  was  stopped. 
(2)  The  patient  was  markedly  sensitive  to  the  drug, 
exhibiting  many  severe  and  bizarre  reactions,  none 
of  which  left  permanent  sequellae. 

Case  Report 

On  May  21,  1947,  a forty-six-year-old  woman  was 
admitted  to  Montefiore  Hospital  with  complaints  of 
chills,  headache,  stiff  neck,  and  vomiting  of  two  days 
duration.  Her  temperature  during  the  two  days 
was  103  F.  The  diagnosis,  based  on  her  past  his- 
tory and  immediate  findings,  was  pulmonary  tuber- 
culosis, tuberculous  meningitis,  and  tuberculous  en- 
teritis. 

Following  an  attack  of  pertussis,  a persistent, 
productive  cough  had  developed  twenty-five  years 
previously;  the  sputum  was  reportedly  negative 
for  acid-fast  organisms  at  that  time.  The  following 
year  she  nursed  her  husband  who  had  become  ill 
with  active  pulmonary  tuberculosis.  Some  time 
later,  she  was  told  by  a physician  that  she  had  inac- 
tive apical  tuberculosis.  In  the  course  of  the  next 
ten  years,  repeated  sputum  examinations  gave  nega- 
tive results,  and  roentgenograms  revealed  no  pro- 
gression of  lesions.  However,  during  this  period 
there  were  frequent  episodes  of  diarrhea,  charac- 
terized by  five  to  ten  watery  stools  per  day.  In 
1935  the  patient  had  a “nervous  breakdown”  with 
depression,  crying  spells,  asthenia,  and  persistent 
diarrhea.  From  that  time  on,  she  was  subject  to 
occasional  headaches,  vertigo,  asthenia,  poor  mem- 
ory, and  almost  constant  abdominal  cramps  and 
diarrhea. 

The  results  of  an  examination  in  1940  at  a consul- 
tation service  of  a New  York  hospital  were  reported 
as  follows:  Sputum  positive  for  tuberculosis,  no 

abnormalities  revealed  by  a barium  enema  despite 
repeated  appearance  of  occult  blood  in  the  stools, 
and  rapid  sedimentation  rate.  Neurologic  examina- 
tion disclosed  bilateral  hearing  defects  of  conduction 
type,  a generalized  hyperreflexia,  a positive  Hoff- 
mann sign,  and  a transient  ankle  clonus.  The 
diagnosis  of  the  consultation  service  was  active 
pulmonary  tuberculosis  and,  very  probably,  tuber- 
culous enteritis. 

She  entered  a nursing  home,  and  three  months 
later  her  sputum  was  negative  for  acid-fast  bacilli. 
From  1940  to  1944,  she  remained  at  bed  rest  after 
which  she  resumed  an  active  life. 

Except  for  an  occasional  bout  of  diarrhea,  she  re- 
mained well  for  the  next  two  years.  At  the  end  of 
1946,  she  began  to  complain  of  fatigue,  night  sweats, 
anorexia,  and  increased  diarrhea;  there  was  also  a 
10-pound  loss  of  weight.  Repeated  gastric  aspira- 
tions revealed  no  acid-fast  organisms.  Roentgeno- 
grams of  the  chest  disclosed  “inactive  bilateral  tuber- 
culosis” with  no  apparent  change  from  the  status 
shown  by  previous  roentgenograms.  Occult  blood 
was  present  in  the  stools  on  several  occasions,  but 
there  were  no  ova  or  parasites;  stool  culture  for  the 
tubercle  bacillus  was  negative.  The  results  of  a 


proctoscopic  examination  were  negative.  A barium 
enema  revealed  granulomatous  masses  in  the  ileocecal 
region,  transverse  colon,  and  splenic  flexure.  A 
course  of  emetine  and  carbasone  therapy  caused  no 
improvement,  and  the  patient  continued  to  have  five 
to  12  liquid  stools  a day. 

In  May,  1947,  because  the  diarrhea  persisted  and 
because  roentgenograms  revealed  marked  narrowing 
of  the  lumen  of  the  colon  wdth  danger  of  obstruction, 
the  patient  was  hospitalized  for  removal  of  the  ileo- 
cecal mass,  but  when  preoperative  roentgenograms 
of  the  chest  revealed  apparent  evidence  of  active 
tuberculosis,  the  operation  was  not  performed,  and 
the  patient  returned  home. 

She  became  ill  on  May  19  and  was  admitted  to 
Montefiore  Hospital  two  days  later,  as  stated  at  the 
beginning  of  this  case  report. 

On  admission,  the  patient  was  confused,  dis- 
oriented, drowsy,  irritable,  and  complained  of  severe 
headache.  The  neurologic  examination  disclosed  a 
bilateral  ankle  clonus,  a stiff  neck  with  negative 
Kernig’s  and  Brudzinski’s  signs,  and  positive  Hoff- 
mann’s sign  on  the  right.  The  cerebrospinal  fluid 
was  clear,  its  pressure  normal,  no  cells  wrere  present, 
the  protein  content  was  increased  (73  mg.  per  100 
cc.),  the  glucose  decreased  (36  mg.  per  100  cc.),  and 
the  chlorides  slightly  diminished  (422  mg.  per  100 
cc.).  The  gum  mastic  test  revealed  a meningitic 
curve.  Inoculation  of  two  guinea  pigs  wdth  this 
fluid  resulted  in  their  death  from  tuberculosis. 

Streptomycin  therapy  was  begun  on  May  23; 
she  was  given  1 Gm.  daily  intramuscularly.  Con- 
siderable improvement  in  the  sensorium  was  noted 
five  days  after  the  start  of  therapy.  The  abnormal 
neurologic  findings  disappeared.  The  diarrhea  be- 
gan to  subside;  subsequently  the  diarrhea  stopped, 
and  the  stools  became  normal. 

Ten  days  after  therapy  was  begun,  a generalized 
pruritus  developed,  followed  by  a generalized  ery- 
thematous maculopapular  eruption  wdthin  four 
days.  The  papules  rapidly  turned  into  bullae  and 
then  ulcerated.  On  the  advice  of  a dermatologist, 
who  diagnosed  the  condition  as  a “typical  pemphi- 
goid drug  reaction,”  the  streptomycin  was  dis- 
continued. 

During  the  following  week,  headache,  vomiting, 
disorientation,  and  fever  recurred.  On  one  occa- 
sion there  wras  a short  convulsion  followed  by  a left 
hemiparesis  which  lasted  twenty-four  hours.  The 
eruption  gradually  subsided,  and  at  the  end  of 
two  weeks  only  some  pigmented  spots  remained. 

A test  dose  of  0.06  Gm.  of  calcium  chloride  strep- 
tomycin was  then  administered,  together  with  Pv- 
ribenzamine.  Pruritus  and  wheals  appeared  within 
a few  hours  and  persisted  for  the  next  twrenty-four 
hours. 

The  gravity  of  the  patient’s  condition  and  the  im- 
provement following  the  first  course  of  streptomycin 
therapy  led  to  a decision  to  attempt  streptomycin 
“desensitization.”  The  patient  reacted  to  the  first 
dose  of  0.03  Gm.  with  wheals,  but  with  continuing 
treatment  she  was  finally  able  to  tolerate  a dose  of  2 
Gm.  of  calcium  chloride  streptomycin  without  the 
appearance  of  an  eruption.  Clinical  improvement 
rapidly  followed  the  resumption  of  streptomycin 
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therapy,  at  first  in  2-Gm.  and  later  in  3-Gm.  daily 
doses. 

Because  of  the  experience  of  others  treating 
tuberculous  meningitis,  intraspinal  administration 
of  streptomycin  was  begun  two  months  after  the 
start  of  therapy,  and  the  patient  received  eight  in- 
jections of  100  mg.  each,  administered  every  other 
day.  This  was  discontinued  when  the  patient  be- 
gan to  exhibit  psychotic  reactions,  consisting  of 
auditory  and  visual  hallucinations  and  paranoid  il- 
lusions. However,  these  reactions  may  not  have 
been  due  solely  to  the  intrathecal  administration  of 
the  drug,  since  somewhat  similar  behavior  had  pre- 
viously been  observed. 

When  the  patient  was  transferred  to  New  ltochelle 
Hospital  on  October  8,  1947,  there  were  present  an 
inconstant  ankle  clonus,  diminution  in  hearing,  and 
vertigo.  The  patient  was  unable  to  sit  upright  in 
bed  and  ran  a low-grade  fever.  Intramuscular 
streptomycin  therapy  was  continued  and  intra- 
spinal streptomycin  therapy  resumed  in  100-mg. 
doses  under  intravenous  Sodium  Pentothal  anesthe- 
sia. 

Intraspinal  streptomycin  invariably  produced 
severe  pain  over  the  sacrum  and  posterior  aspect  of 
the  thighs.  On  several  occasions  intraspinal  in- 
jections were  followed  by  psychotic  episodes.  After 
one  injection,  the  patient  became  semistuporous  and 
developed  a paralysis  of  the  lower  extremities  and 
incontinence  of  urine  and  stools  that  lasted  forty- 
eight  hours.  After  she  had  recovered  full  conscious- 
ness, it  was  noted  that  she  was  deaf,  that  the  deep 
and  superficial  reflexes  in  the  lower  extremities  were 
absent,  and  that  there  was  diminished  sensation  in 
the  legs.  All  these  signs,  including  the  deafness, 
disappeared  within  forty-eight  hours. 

When  the  dose  of  streptomycin  was  reduced  to  50 
mg.,  no  untoward  symptoms  appeared,  and  this 
route  of  administration  was  continued  along  with  the 
intramuscular  route  until  all  therapy  was  termi- 
nated. 

The  patient  was  finally  discharged  from  the  hospi- 
tal seven  months  after  she  had  been  admitted,  hav- 
ing received  a total  of  287.79  Gm.  of  streptomycin, 
285.5  Gm.  intramuscularly,  2.74  Gm.  intrathecally. 
She  had  gained  22  pounds  in  weight  and  was  asymp- 
tomatic ; a slight  vertigo  and  a staggering  gait  were 
the  only  residuals  of  the  streptomycin  therapy. 
Examination  of  the  cerebrospinal  fluid  some  days 
before  her  discharge  had  shown  the  fluid  to  be  clear 
with  25  cells  (monocytes)  per  cu.  mm.,  an  elevated 
protein  level  (86  mg.  per  100  cc.),  and  a normal  glu- 
cose content.  Subsequent  spinal  taps  showed  a 
progressive  decrease  in  protein  content.  Examina- 
tion on  October  12,  1949,  showed  a protein  content 
of  15  mg.  per  100  cc.,  a glucose  content  of  59  mg.,  an 
absence  of  cells,  and  no  increase  in  globulin;  the  re- 
sults of  spinal  fluid  culture  and  guinea-pig  inocula- 
tion were  negative  for  tuberculosis.  In  May, 
1950,  spinal  fluid  protein  was  30  mg.  per  100  cc., 


sugar  60  mg.  per  100  cc.,  no  cells,  and  culture  and 
guinea-pig  inoculation  negative. 

To  date,  the  patient  has  remained  normally  ac- 
tive, working,  driving  a car,  traveling  extensively. 
There  are  apparently  no  residuals,  either  of  the  dis- 
ease or  of  the  toxic  manifestations  of  the  strepto- 
mycin therapy.  There  is  some  decrease  in  hearing 
which  had  been  present  for  many  years  prior  to  the 
present  illness  and  a feeling  of  unsteadiness  when 
walking  in  the  dark. 

Comment 

Of  particular  interest  in  this  case  was  the  effect  of 
streptomycin  on  the  diarrhea  which  had  been  present 
almost  continually  for  the  previous  twelve  years  and 
which  has  not  recurred  since  the  start  of  the  strepto- 
mycin therapy.  Although  there  were  multiple 
filling  defects  in  the  colon  which  wrere  consistent 
with  the  roentgenographic  appearance  of  tubercu- 
lous granulomatous  lesions,  no  bacteriologic  proof  of 
tuberculous  enteritis  was  ever  obtained.  Neverthe- 
less, the  presence  of  a chronic  pulmonary  tuberculo- 
sis, the  roentgenographic  features,  and  the  clinical 
course  make  this  diagnosis  highly  probable.  Re- 
ports of  the  excellent  results  following  streptomycin 
therapy  in  cases  of  tuberculous  enteritis  lend  further 
support  to  the  assumption  that  this  patient’s  lesions 
of  the  colon  wTere  tuberculous  and  that  their  activity 
was  arrested  by  the  streptomycin. 

Whether  the  “desensitization”  by  injections  of 
small  doses  of  streptomycin  was  a true  desensitiza- 
tion process  is  not  a question  that  can  be  answered 
with  certainty.  It  is  now  evident  that  many  pa- 
tients are  eventually  able  to  tolerate  the  drug, 
provided  sufficient  time  is  allowed  to  elapse  before 
resuming  treatment  after  a toxic  reaction. 

The  appearance  of  cells  in  the  spinal  fluid,  the  in- 
crease in  protein,  the  paraplegia,  and  the  other  reac- 
tions following  the  intrathecal  administration  of  the 
streptomycin  may  have  been  due  to  a superimposed 
chemical  meningitis.  Four  such  cases  had  been  re- 
ported in  the  literature.1 

It  is  now  fully  established  that  streptomycin  pro- 
longs life  in  patients  with  tuberculous  meningitis. 
Cases  have  been  reported  in  which  the  disease  proc- 
ess has  been  arrested  for  periods  of  time  up  to 
thirty-three  and  one-half  months.1  The  case  here 
reported,  however,  seems  to  be  the  longest  on  rec- 
ord of  recovery  without  residuals. 
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The  human  individual  lives  usually  far  within  his  limits;  he  possesses  powers  of  various  sorts 
which  he  habitually  fails  to  use. — William  James 


TREATMENT  OF  RECURRENT  SUBACUTE  BACTERIAL  ENDOCARDITIS  BY 
DENTAL  EXTRACTION 

Henry  J.  Brock,  M.D.,  Buffalo,  New  York 

{From  the  Department  of  Medicine,  Buffalo  General  Hospital,  and  the  University  of  Buffalo  Medical  School ) 


nr  HE  importance  of  dental  extraction  as  the  pre- 
"*■  cipitating  cause  of  subacute  bacterial  endocardi- 
tis has  been  repeatedly  emphasized.1’2  Hunter 
stated  that  in  the  treatment  of  subacute  bacterial 
endocarditis,  abscessed  teeth  should  be  removed.2 
The  extraction  of  abscessed  and  suspicious  teeth 
has  been  advised  by  Levine.1  The  latter  stated  that 
in  about  20  per  cent  of  cases  subacute  bacterial  en- 
docarditis followed  a dental  extraction  and  that  in  a 
considerable  number  of  normal  individuals  the  ex- 
traction of  a tooth  is  immediately  followed  by  bac- 
teremia, generally  due  to  alpha  nonhemolytic 
streptococcus.  Schaaf  pointed  out  in  his  review 
of  the  literature  that  occasionally  surgical  interven- 
tion might  succeed  when  antibiotic  therapy  had 
failed.3  Nobody  has  advocated  the  extraction  of 
all  teeth  as  a prophylactic  measure.  We  feel  that  in 
certain  cases,  particularly  recurrent  subacute  bac- 
terial endocarditis  due  to  Streptococcus  viridans,  it 
is  advisable  to  remove  all  the  teeth  as  a prophylac- 
tic measure  against  future  attacks.  It  is  as  an 
example  of  this  situation  that  this  case  is  being  re- 
ported. 

Case  Report 

W.  R.  A.,  a fifty-five-year-old  white  male,  was 
first  seen  at  the  Buffalo  General  Hospital  on  June  1, 
1947.  At  that  time  he  gave  a history  (corroborated 
by  his  physician)  of  hospitalization  for  fever,  loud 
systolic  murmur  in  the  precordial  region,  petechiae, 
enlarged  spleen,  and  microscopic  blood  in  the  urine 
in  November,  1946.  Blood  culture  was  positive  for 
S.  hemolyticus,  and  he  was  treated  with  1,000,000 
units  of  penicillin  daily  for  two  weeks.  He  remained 
well  until  six  weeks  before  admission  to  this  hospital 
when  he  again  developed  fever  for  which  he  was  sent 
to  another  hospital.  A negative  blood  culture  was 
obtained,  400,000  units  of  penicillin  were  adminis- 
tered daily  for  ten  days,  three  teeth  were  extracted, 
and  the  patient  was  discharged  from  the  hospital. 
A week  after  the  dental  extraction  and  two  weeks 
before  admission  to  this  hospital,  the  fever  recurred, 
rising  as  high  as  103  F.  For  the  past  five  years  he 
had  had  dyspnea  and  slight  productive  cough.  He 
had  first  been  told  he  had  a “murmur”  in  1938. 
There  was  no  history  of  tonsillitis,  rheumatic  fever, 
chorea,  or  scarlet  fever.  Physical  examination  re- 
1 vealed  a thin,  undernourished  male  appearing  chron- 
i icallyill.  Pulse  was  96,  temperature  99.8  F.,  respira- 
1 tions  20,  and  blood  pressure  114/70.  The  tonsils 
were  present  but  very  small.  There  was  no  en- 
i largement  of  the  cervical  lymph  nodes.  Examina- 
tion of  the  chest  revealed  increased  anteroposterior 
I diameter,  fixation  of  the  thoracic  cage,  and  hyper- 
resonance throughout;  a few  rhonchi  were  heard  at 
both  apices  anteriorly  and  posteriorly.  Examina- 
tion of  the  heart  revealed  no  enlargement.  The 
sounds  were  rapid,  regular,  distant,  and  muffled. 

1 At  the  apex  of  the  heart  a loud,  rough,  grade  3 
systolic  murmur  transmitted  to  the  axilla  and  to  the 
fifth  interspace  next  to  the  sternum  was  heard. 
The  abdomen  was  soft  with  no  tenderness.  The 


liver  and  spleen  were  not  enlarged  by  percussion  or 
palpation.  There  was  slight  clubbing  of  the  fingers. 
There  were  no  petechiae  of  the  skin  or  mucous  mem- 
branes. Four  blood  cultures  were  strongly  positive 
for  S.  viridans  (over  500  colonies  per  plate).  Urine 
on  June  2 showed  specific  gravity  1.007,  albumin 
and  glucose  negative,  sediment  negative  for  cells 
and  casts.  Blood  on  June  2 showed  red  cells  4,000,- 
000,  hemoglobin  11.2  Gm.,  white  cells  14,000,  bands 
40  per  cent,  filaments  36  per  cent,  lymphocytes  15 
per  cent,  monocytes  9 per  cent.  On  June  3 sedi- 
mentation rate  was  45  mm.  and,  on  June  7,  38  mm. 
Electrocardiogram  revealed  sinus  rhythm,  PR  inter- 
val 0.16  second,  low  voltage  in  all  conventional 
leads.  X-ray  film  of  the  chest  revealed  the  heart 
to  be  normal  in  size  and  contour.  There  was  an  in- 
crease in  the  size  of  the  lungs,  flattening  of  the  dia- 
phragm on  both  sides,  and  diminution  of  the  mark- 
ings throughout  but  particularly  in  the  upper  third 
bilaterally.  The  lung  findings  were  those  of  hyper- 
trophic pulmonary  emphysema  (Fig.  1).  A diagno- 
sis of  subacute  bacterial  endocarditis  due  to  S. 
viridans,  rheumatic  heart  disease,  mitral  insuf- 
ficiency, and  hypertrophic  pulmonary  emphysema 
was  made.  The  patient  was  given  a total  of  95,- 
675,000  units  of  penicillin,  intravenously  and  in- 
tramuscularly, continuously  for  six  weeks.  Four- 
teen blood  cultures  were  negative  from  June  6,  1947, 
to  August  1,  1947.  The  patient  ran  a fever  for  four 
days  following  admission,  but  two  days  after  peni- 
cillin therapy  was  instituted  his  temperature  be- 
came normal  and  remained  normal.  His  convales- 
cence was  otherwise  uneventful. 

The  patient  was  readmitted  to  the  hospital  on 
January  25,  1950,  because  of  fever  and  “exhaustion” 
of  five  days  duration.  Two  blood  cultures  taken 
before  admission  were  positive,  each  containing  a 
few  colonies  of  S.  viridans.  Physical  examination  at 
this  time  still  revealed  a fairly  well-developed,  poorly 
nourished  male  who  appeared  acutely  ill.  On  aus- 
cultation of  the  chest  no  rales  were  heard.  The  rest 
of  the  examination  including  the  heart  showed  no 
essential  change  from  the  previous  examination. 
Urine  on  February  27,  1950,  showed  .specific  gravity 
1.013,  albumin  trace,  glucose  negative,  sediment 
rare  red  blood  cell  and  white  blood  cell.  On  Jan- 
uary 26  red  blood  cells  were  4,700,000,  hemoglobin 
13.2  Gm.,  white  blood  cells  8,700,  bands  8 per  cent, 
filaments  66  per  cent,  eosinophils  2 per  cent,  lym- 
phocytes 23  per  cent,  monocytes  1 per  cent.  On 
January  26  sedimentation  rate  was  37  mm.,  and  on 
February  3 it  was  20  mm.  On  this  admission  a 
total  of  100,000,000  units  of  penicillin  was  given  in- 
tramuscularly every  two  hours  for  six  weeks  com- 
mencing the  first  day.  The  patient  had  a fever 
for  the  first  twenty-four  hours  of  his  hospitalization 
following  which  he  remained  afebrile.  Nine  blood 
cultures  during  his  stay  were  negative.  Five  days 
after  admission  all  the  teeth  were  x-rayed  and  were 
reported  negative  for  infection  around  the  roots. 
A dental  consultant  found  a large  filling  of  the  lower 
left  second  molar,  a deep  filling  of  the  upper  right 
second  molar,  and  a deep  cavity  of  the  lower  right 
lateral  incisor.  It  was  finally  decided  to  fill  the 
cavity  and  not  extract  any  teeth. 
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Fig.  1.  Comparison  of  the  x-ray  film  of  the  chest  taken  on  July  18,  1947  (left)  with  that  taken  on 
April  5,  1951  (right).  Note  that  there  is  no  change  in  the  size  or  contour  of  the  heart.  The  emphysema- 
tous changes  are  more  marked  in  the  upper  lung  fields  in  the  later  film. 


The  patient  was  readmitted  on  December  23, 
1950,  complaining  of  chills  and  fever  of  five  days 
duration  and  intermittent  pain  in  the  lower  right 
lateral  incisor  since  his  previous  hospitalization. 
Physical  examination  revealed  a fairly  well-de- 
veloped, poorly  nourished  male,  alert,  cooperative, 
of  good  color,  and  in  no  distress.  The  heart,  chest, 
abdomen,  extremities,  and  skin  showed  no  change 
from  the  previous  examination.  On  December  26, 
1950,  urine  was  negative,  red  blood  cells  4,400,000, 
hemoglobin  12.8  Gm.,  white  blood  cells  7,000,  bands 
6 per  cent,  filaments  67  per  cent,  eosinophil  1 per 
cent,  lymphocytes  25  per  cent,  monocyte  1 per  cent, 
and  sedimentation  rate  8 mm.  Four  blood  cultures 
taken  on  December  23  and  24  revealed  colonies  of  S. 
viridans.  Sensitivity  tests  demonstrated  that  this 
strain  was  susceptible  to  penicillin  but  twice  as  re- 
sistant as  the  control.  The  patient  was  treated  with 
200,000  units  of  penicillin  every  two  hours  for  the 
first  thirty  days  and  200,000  units  every  four  hours 
for  the  remaining  eleven  days.  Blood  cultures  on 
December  29,  December  30,  January  12,  and  Jan- 
uary 23  were  negative.  The  dental  consultant  sug- 
gested that  the  lower  left  molar,  the  right  lateral 
incisor,  and  the  upper  right  first  bicuspid  were  ab- 
scessed. It  was  felt  advisable  to  extract  all  the 
teeth  because,  although  only  three  were  apparently 
infected  at  this  time,  others  would  subsequently  be- 
come infected  and  again  affect  the  mitral  valve. 
All  teeth  were  extracted  under  local  block  anesthesia 
on  December  30,  1950,  and  January  4,  1951.  The 
three  teeth  mentioned  above  proved  to  have  large 
root  abscesses.  Bacterial  examination  of  the  lower 
left,  second  molar  root  revealed  no  organisms  on 
direct  smear  and  enterococci  on  culture.  Convales- 


cence was  uneventful.  An  electrocardiogram  in- 
cluding aV  and  V leads  showed  low  voltage  in  all 
leads,  slight  left  axis  deviation,  auricular  rate  86, 
occasional  extraventricular  systole,  and  a PR 
interval  of  0.14.  Vital  capacity  was  1,800  cc.  or  50 
per  cent  normal  compared  to  2,814  cc.  or  78  per  cent 
normal  in  August,  1947.  On  July  1,  1951,  6ix 
months  after  the  onset  of  the  last  attack,  the  patient 
remains  well  and  has  been  working  daily.  He  has, 
however,  severe  disability  due  to  hypertrophic  pul- 
monary emphysema. 

Addendum:  Up  to  the  present  time  (February  7,  1952) 
this  patient  has  had  no  recurrence  of  infection. 

Comment 

This  patient  has  had  four  attacks  of  subacute 
bacterial  endocarditis  and  one  relapse  due  to  S. 
viridans.  There  is  good  evidence  that  the  teeth 
were  responsible  for  these  repeated  attacks:  The 

second  attack  was  accentuated  by  a dental  extrac- 
tion; during  the  third  attack  the  teeth  were  con- 
sidered suspicious;  during  the  fourth  and  final  at- 
tack all  the  teeth  were  extracted,  and  three  had  defi- 
nite abscesses  of  the  roots.  Although  smear  was 
negative  and  culture  of  the  teeth  revealed  entero- 
coccus, this  was  to  be  expected  inasmuch  as  the 
patient  had  been  receiving  2,400,000  units  of  penicil- 
lin a day  before  the  teeth  were  removed.  More- 
over, before  the  fourth  attack  the  patient  had  had 
periodic  pain  in  the  abscessed  teeth.  It  is  felt  that 
if  all  teeth  had  been  extracted  at  the  time  of  the 
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first  attack,  subsequent  attacks  probably  could  have 
been  avoided.  It  is  therefore  advocated  that  in  any 
case  of  subacute  bacterial  endocarditis  due  to  S. 
viridans  in  which  the  teeth  are  at  all  suspicious, 
extraction  of  all  the  teeth  should  be  seriously  con- 
sidered. Moreover,  this  decision  should  be  made 
the  first  week  of  therapy  so  that  the  teeth  may  be 
removed  when  the  patient  has  adequate  penicillin 
coverage. 

Summary 

A case  of  subacute  bacterial  endocarditis  due  to  S- 
viridans  superimposed  on  rheumatic  heart  disease 
with  mitral  insufficiency  has  been  reported.  After 


four  attacks  and  one  relapse  all  the  patient’s  teeth 
were  extracted.  In  any  case  of  this  type  extraction 
of  all  the  teeth  should  be  considered  at  the  time  of 
the  first  attack.  After  four  attacks  and  one  relapse 
there  was  neither  cardiac  enlargement  nor  de- 
compensation. 49i  Delaware  Avenue 
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( From  the  Department  of  Obstetrics  of  Mary  Immaculate  Hospital,  Queens ) 


CNF  THE  many  soft  tissue  masses  causing  dystocia, 
one  of  the  rarest  is  the  congenital  ectopic  kid- 
ney located  in  the  true  pelvis.  From  1828  to  1948 
only  112  cases  were  reported  in  the  world  literature. 
Anderson,  Rice,  and  Harris  analyzed  91  of  the  above 
cases  in  which  accurate  histories  were  presented.1 
They  revealed  that  31  were  diagnosed  before  and 
during  pregnancy,  17  were  diagnosed  during  labor, 
and  the  remainder  were  diagnosed  either  in  the 
puerperium,  in  subsequent  pregnancies,  or  years  later 
at  autopsy.  Of  the  17  cases  diagnosed  during  labor 
14  had  painful  and/or  protracted  labors,  and  three 
had  failure  of  the  head  to  engage. 

Case  Report 

Mrs.  J.  L.,  a nineteen-year-old  primigravida,  was 
admitted  to  Mary  Immaculate  Hospital  at  6:05 
p.m.  on  March  9,  1951.  The  antepartum  course  had 
been  uncomplicated.  A gynecoid  pelvis  without  any 
abnormalities  had  been  recorded  on  the  first  clinic 
visit  on  October  17,  1950.  Except  for  an  ap- 
pendectomy at  ten  years  of  age,  the  general  history 
and  the  physical  examination  were  essentially  nega- 
tive. Her  menstrual  history  (menarche  at  twelve 
years,  interval  of  twenty-eight  days,  and  duration  of 
four  days  with  mild  cramps  the  first  day)  was  non- 
contributory. 

On  admission  pains  lasting  thirty  seconds  were 
occurring  every  five  minutes.  The  fetal  heart 
sounds  were  good  with  a rate  of  132  per  minute  in 
the  left  lower  quadrant  of  the  abdomen.  Rectal 
examination  revealed  the  cervix  to  be  thick  and  2 
cm.  dilated,  membranes  intact,  the  head  unengaged, 
and  an  unidentified  mass  in  the  posterior  fornix. 
Following  the  spontaneous  rupture  of  membranes 
at  7:30  p.m.,  pains  became  stronger.  Fetal  and 


maternal  condition  were  charted  as  good.  At 
11:30  p.m.  pains  were  every  two  to  three  minutes. 
A rectal  examination,  followed  by  a confirmatory 
vaginal  examination,  revealed  a cervical  dilatation 
of  6 cm.  with  the  presenting  part  still  unengaged. 
A fixed,  doughy,  not  clearly  defined  mass  was  felt 
in  the  concavity  of  the  sacrum  to  the  right  of  the 
promontory.  A flat  plate  of  the  pelvis  was  ordered 
to  visualize  the  obstructing  mass  since  clinically  the 
pelvis  was  adequate,  and  there  was  no  evidence  of 
cephalopelvic  disproportion.  X-rays  revealed  an 
unengaged  vertex  in  the  left  occiput  transverse  with 
displacement  of  the  presenting  part  toward  the  left 
side  of  the  pelvis.  Later,  upon  reviewing  the  film 
the  faint  outline  of  the  kidney  could  be  distinguished. 

In  view  of  these  findings  a preoperative  diagnosis 
of  dystocia  due  to  retroperitoneal  tumor  or  enlarged 
prolapsed  ovary  wras  made.  At  2:55  a.m.  on  March 
12,  1951,  after  sixteen  hours  of  labor,  a living  male 
infant  weighing  7V2  pounds  was  delivered  by 
transperitoneal,  low  cervical  flap  cesarean  section. 

Following  the  delivery,  the  uterus  was  exterior- 
ized in  order  to  expose  the  cul-de-sac  of  Douglas. 
A longitudinal  incision  was  made  in  the  posterior 
parietal  peritoneum  to  reveal  a small  kidney-shaped 
organ  lacking  a fatty  capsule.  Palpation  of  the 
upper  right  abdomen  failed  to  reveal  a kidney,  but 
one  could  be  felt  in  the  renal  fossa  on  the  left  side. 
A slight  amount  of  venous  oozing  was  encountered 
at  the  lateral  side  of  the  pelvic  kidney  which  was 
controlled  by  a small  oxycel  pack  before  closing  the 
wrounds. 

The  postoperative  course  was  satisfactory.  There 
was  no  morbidity,  and  except  for  a “spinal  head- 
ache” which  was  alleviated  by  upper  abdominal 
pressure  binders  there  were  no  complications. 
On  the  fifth  postoperative  day  skin  clips  were  re- 
moved, and  the  patient  was  ambulatory.  Two  days 
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later,  intravenous  pyelography  revealed  a normally 
situated  left  kidney  and  a smaller  kidney  at  the 
right  pelvic  brim  (Fig.  1).  On  the  eleventh  post- 
operative day  cystoscopy  with  retrograde  pyelog- 
raphy revealed  the  following  findings:  The  right 
ureter  measured  12  cm.  and  was  slightly  narrowed 
producing  minimal  obstruction;  the  kidney  had 
good  function  and  showed  no  evidence  of  dilatation 
(Fig.  2).  Although  some  albuminuria  was  present 


during  the  first  days  after  operation,  the  urinary 
findings  were  negative  thereafter. 

Patient  was  discharged  on  March  24,  1951,  in 
good  condition  and  referred  to  the  postpartum  and 
urologic  clinics  for  further  observation  as  needed. 

Reference 

1.  Anderson,  G.  W.,  Rice,  G.,  and  Harris,  B.:  Obst.  & 
Gynec.  Surv.  4:  737  (1949). 


RADIATION  PROTECTION  GIVEN  BY  NEW  LEAD  GLASS  FABRIC 


A gown  of  lead  glass  fabric,  designed  for  protec- 
tion against  x-ray  radiation  and  beta  radiation  of 
atomic  fission  products,  has  been  proved  successful, 
according  to  an  article  in  the  January  12  issue  of  the 
.Journal  of  the  American  Medical  Association. 

The  advantages  of  the  gown  over  existing  protec- 
tive devices,  the  report  stated,  include  its  complete 


protection  of  all  exposed  parts  of  the  body,  flexibility, 
durability,  a weight  of  only  IOV2  pounds  evenly 
distributed  over  the  body,  and  cleanability,  since 
the  garment  may  be  washed  with  soap  and  water. 

In  addition,  lead  glass  material  may  be  used  as  a 
curtain  to  block  off  radiation  in  a room  where  super- 
ficial therapy  is  given  or  in  a radiographic  room. 


Special  Articles 

BLUE  SHIELD,  BLUE  CROSS,  AND  THE  MEDICAL  PROFESSION 

John  F.  McCormack,  New  York  City 
( Vice-President , United  Medical  Service,  Inc.) 


'THE  care  of  sick  people  is  at  once  the  responsi- 
bility  and  the  duty  of  doctors.  It  cannot  be 
usurped  by  governments  or  corporations  without 
violating  the  law'  and  ultimately  lowering  the  quality 
l of  medical  care.  For  these  reasons  and  because  phy- 
] sicians  know  best  how  to  maintain  health,  it  is  logical 
for  the  public  to  turn  to  the  medical  profession  for  re- 
lief when  stricken  by  injury  or  disease.  The  frailties 
I of  humanity  make  deterioration  of  health  inevitable, 
which,  in  turn,  often  poses  serious  financial  problems 
for  the  afflicted.  The  enrollment  of  millions  of 
people  in  various  kinds  of  insurance  plans  indicates 
the  belief  of  the  public  that  this  is  the  best  way  to 

Iget  protection  against  the  vicissitudes  of  illness.  But 
the  public  should  clearly  understand  that  insurance 
of  itself  cannot  restore  health,  that  it  is  simply  a 
means  to  accomplish  an  end.  Furthermore,  the  use 
of  insurance  to  pay  medical  and  hospital  bills  must 
not  be  allowed  to  obscure  or  change  the  personal  and 
: professional  relationships  that  have  existed  between 
patients  and  physicians  since  the  beginning  of  time. 

Insurance  coverage  creates  a situation  whereby 
millions  of  potential  patients  become  eligible  to  ob- 
tain the  professional  services  of  thousands  of  doc- 
tors.  Under  such  conditions  it  is  necessary  to  set  up 
ij  organizations  to  handle  a multitude  of  complicated 
i nonmedical  details.  However,  let  it  be  emphasized 
that  the  creation  of  these  organizations  is  not  to  be 
I seized  upon  as  providing  valid  reasons  to  change 
professional  relations  between  patients  and  doctors. 
This  is  Blue  Shield  philosophy.  It  is  essential  to 
comprehensive  health  coverage  that  Blue  Cross 
philosophy  be  similar. 

Blue  Shield  is  the  name  given  to  voluntary  non- 
profit prepayment  medical  care  plans  sponsored  or 
approved  by  state  or  county  medical  societies, 
j Similar  plans  organized  to  provide  hospital  service, 
when  endorsed  by  the  American  Hospital  Associa- 
tion, are  known  as  Blue  Cross  Plans.  Blue  Shield 
I and  Blue  Cross  Plans  are  unique  by  reason  of  being 
able  to  provide  “service”  benefits  for  subscribers. 
Bv  “service”  is  meant  that  under  conditions  speci- 
fied in  their  respective  contracts,  Blue  Shield  and 
Blue  Cross  Plans  discharge  in  full  the  financial  ob- 
ligations of  eligible  subscribers  to  doctors  and 
, hospitals.  Accordingly,  Blue  Shield  and  Blue  Cross 
Plans  may  be  termed  economic  instruments  to 
facilitate  maintenance  of  health:  Blue  Shield  by 
compensating  doctors  for  medical  care  rendered  to 
subscribers,  Blue  Cross  by  paying  for  hospital  serv- 
i ices  given  to  enrollees  in  the  Plans. 

Neither  Blue  Shield  nor  Blue  Cross  can  engage  in 
the  practice  of  medicine,  a function  solely  exercised 
j by  the  medical  profession.  However,  the  practice 


of  medicine  determines  not  only  life  or  death  for 
patients,  it  also  influences  medical  and  hospital  costs. 
Therefore,  the  financial  fate  of  Blue  Shield  and  Blue 
Cross  rests  with  the  medical  profession,  a proposition 
that  easily  can  be  demonstrated  as  sound. 

John  Smith  is  enrolled  in  Blue  Shield  and  Blue 
Cross.  Smith  becomes  ill.  He  exercises  his  right  of 
free  choice  and  calls  on  a physician  for  advice.  The 
doctor  examines  Smith,  diagnoses  his  ailment,  pre- 
scribes treatment,  decides  whether  it  can  be  given 
best  in  the  doctor’s  office  or  the  patient’s  home,  or 
whether  it  is  necessary  for  Smith  to  enter  a hospital. 
Up  to  this  point  the  services  rendered  to  John  Smith 
are  undeniably  the  practice  of  medicine.  Only  Blue 
Shield  is  concerned,  and  it  must  be  able  to  compen- 
sate the  doctor  adequately  for  professional  services 
to  Smith.  Under  these  conditions  it  is  obvious  that 
Blue  Shield  subscription  rates  depend  on  the  pay- 
ments made  to  the  doctors. 

Now  suppose  the  doctor  decides  Smith  should 
enter  a hospital.  The  doctor  immediately  becomes  a 
weighty  factor  in  the  determination  of  Blue  Cross 
subscription  rates.  Note  carefully  that  Smith  goes 
into  the  hospital  only  because  his  doctor  advised  him 
to  do  so,  that  admission  to  the  hospital  does  not 
change  the  professional  relations  between  Smith  and 
his  doctor,  and  that  the  essential  service  to  Smith 
remains  medical  in  nature  despite  his  presence  in  the 
hospital.  Were  this  not  true,  Smith  would  have  no 
business  being  in  the  institution.  During  Smith’s 
stay  in  the  hospital  his  care  and  treatment  are  com- 
pletely the  responsibility  of  the  doctor  who,  exercis- 
ing medical  judgment,  orders  laboratory  tests,  x-ray 
examinations  and  treatments,  operations,  anesthet- 
ics, special  diets,  special  nursing,  special  medicines, 
transfusions,  physical  therapy,  and  all  other  meas- 
ures needed  to  restore  Smith  to  health,  including 
electrocardiograph  and  metabolism  tests.  There- 
fore, hospital  operating  costs  begin  when  the  doctor 
admits  Smith  to  a hospital  and  do  not  end  until  the 
doctor  decides  it  is  safe  for  Smith  to  leave  the  insti- 
tution. It  is  evident,  then,  that  the  doctor  exercises 
a decisive  influence  on  Blue  Cross  subscription  rates 
since  these  rates  are  based  on  the  cost  of  the  care 
given  the  subscriber.  Unquestionably,  the  doctor  is 
an  arbiter  of  both  medical  costs  and  hospital  costs. 

More  than  twenty  years  ago  these  truths  w’ere 
recognized  when  the  Columbia-Presbyterian  Medical 
Center,  N ew  York,  was  opened  to  the  public,  and 
hospital  deficits  rose  to  unprecedented  heights. 
The  hospital  administration  was  on  the  horns  of  a 
dilemma:  (1)  to  maintain  excellent  medical  care  and 
(2)  to  reduce  operating  costs.  Since  the  problem  re- 
volved around  the  care  of  sick  people  and  since 
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direct  responsibility  for  the  care  of  the  sick  rested  on 
the  professional  staff  of  the  hospital,  it  was  logical 
for  the  administration  to  seek  assistance  from  the 
doctors.  This  was  done.  A series  of  so-called 
“budget  luncheons”  was  held  monthly,  one  for  each 
clinical  service.  Present  with  the  principal  officers  of 
administration  were  the  director  of  the  service, 
members  of  the  attending  staff,  members  of  the 
house  staff,  the  pathologist,  radiologist,  and  anes- 
thesiologist, head  nurses,  and  other  senior  person- 
nel. 

Here  was  the  correct  approach  to  the  problem: 
first,  proper  medical  care  for  the  sick,  and,  second, 
medical  and  hospital  economics,  both  elements  rep- 
resented and  working  together. 

An  entente  cordiale  grew  up  between  the  adminis- 
tration and  the  doctors;  one  group  became  familiar 
with  the  objectives  of  the  other,  effective  cooperation 
developed,  and  financial  equilibrium  was  restored. 
A similar  rapprochement  between  Blue  Shield  and 
Blue  Cross,  leading  to  official  endorsement  of  Blue 
Cross  by  medical  societies,  would  be  a definite  step 
to  comprehensive  coverage  for  subscribers  and 
stabilization  of  Blue  Cross  and  Blue  Shield  sub- 
scription rates. 

The  existence  of  Blue  Shield  and  Blue  Cross  can- 
not change  the  accepted  personal  relation  between 
patient  and  doctor.  The  patient  needs  medical 
care;  the  doctor  provides  medical  care.  A personal 
service  is  rendered  by  one  human  being  to  another. 
This  relationship  cannot  be  changed  because  the  pa- 
tient is  covered  by  some  kind  of  insurance.  One  has 
yet  to  see  a diagnosis  made  or  an  operation  per- 
formed by  a government  bureau,  or  by  a corporation 
labeled  medical  plan,  hospital  plan,  insurance  com- 
pany, labor  union,  or  farm  cooperative.  These 
agencies  can  be  helpful  only  in  so  far  as  they  make  it 
possible  for  the  public  to  obtain  the  services  of  doc- 
tors. They  can  do  nothing  of  themselves  to  alleviate 
ill  health.  They  are  merely  instruments  to  facilitate 
economic  relations  between  the  principals — the  pa- 
tient who  needs  medical  care  and  the  doctor  who 
provides  medical  care. 

Functionally,  Blue  Shield  is  akin  to  an  insurance 
company,  but  philosophically,  no.  Blue  Shield  was 
organized  for  “service,”  not  for  profit.  But  only  the 
medical  profession  can  make  “service”  benefits 
available  to  the  public,  Blue  Shield  being  used  as  a 
medium  for  this  purpose.  Blue  Shield  does  not  at- 
tempt to  dictate  the  practice  of  medicine.  Nor 
should  it  or  any  other  agency  outside  the  medical 
profession  be  allowed  to  exercise  such  powers.  Blue 
Shield  is  “The  Doctors’  Plan.”  It  is  approved  by  the 
medical  profession,  and  its  policies  are  fixed  by 
doctors.  The  subscriber  has  free  choice  of  doctor, 
but  the  doctor  has  the  right  to  acquiesce  in  such 
selection.  Blue  Shield  does  much  to  ease  the  para- 
lyzing effects  of  large  medical  bills  through  the  “serv- 
ice” clause  of  the  Blue  Shield  contract  whereby  no 
additional  payment  beyond  subscription  charges  is 
required  from  eligible  subscribers  when  they  are 
treated  by  participating  physicians.  While  Blue 
Cross  covers  hospital  care,  it  has  no  control  over 
medical  costs.  However,  it  has  been  demonstrated 
that  medical  costs  are  the  basis  for  hospital  costs, 


that  medical  costs  originate  with  the  medical  pro- 
fession, and  that  control  of  medical  costs  rests  with 
the  medical  profession. 

Medical  care  is  the  essential  thing,  not  the  place 
where  it  is  given.  The  practice  of  medicine  is  an 
end  in  itself;  the  hospital  is  a means  to  the  end. 
Hospital  facilities  contribute  much  to  the  mainte- 
nance of  health,  but  the  results  to  the  patient  depend 
on  the  knowledge,  skill,  and  experience  of  the  phy- 
sician. The  personal  efforts  of  the  doctor,  not  the 
availability  of  the  hospital,  are  the  decisive  factor 
when  life  and  death  are  at  stake.  There  were  no 
hospitals  on  the  battlefields,  on  the  beaches,  or  in 
the  jungles  during  the  war,  but  doctors  were  present 
and  thousands  of  lives  saved.  The  same  thing  is 
true  when  disaster  comes  in  times  of  peace.  When 
people  are  stricken  by  epidemics  or  by  earthquake, 
fire,  flood,  or  wreck,  the  universal  cry  is  “Get  the 
doctor!”  When  the  doctor  arrives  (unaccompanied 
by  the  hospital),  he  immediately  takes  charge  of  the 
situation.  No  one  challenges  his  right  to  do  so. 
When  worried  parents  hurry  into  a hospital  with  an 
ailing  child,  they  don’t  ask  for  the  president  of  the 
institution  or  the  administrator — they  want  a 
doctor.  And  should  the  treatment  accorded  hospital 
patients  be  deemed  detrimental  to  health,  legal  re- 
sponsibility is  placed  on  the  doctor,  not  the  hospi- 
tal. 

The  ability  of  doctors  to  direct  large  business 
enterprises  has  been  questioned.  Doubts  on  this 
score  are  not  substantiated  by  facts.  Doctors  are 
university  graduates  with  more  formal  education 
than  that  required  of  members  of  the  other  profes- 
sions. Results  prove  that  the  superior  intelligence 
which  has  prolonged  life  and  defeated  disease  can 
successfully  manage  multimillion  dollar  enterprises 
such  as  Blue  Shield  and  Blue  Cross. 

The  majority  of  the  chairmen  of  the  boards  or 
presidents  of  79  Blue  Shield  Plans  are  doctors  of 
medicine.  The  medical  profession  can  well  be  proud 
of  the  inspiring  accomplishments  of  those  members 
in  Blue  Shield  who  pioneered  in  a field  avoided  by 
insurance  carriers  until  recent  years.  Blue  Shield 
was  established  as  a national  movement  in  1946, 
only  five  short  years  ago.  As  of  December  31,  1946, 
there  were  18  Blue  Shield  Plans  belonging  to  the  na- 
tional organization,  total  participants  numbered 
1,826,719  ,and  payments  to  doctors  amounted  to  ap- 
proximately $10,000,000  for  the  year  1946.  As  of 
December  31,  1950,  there  were  72  Blue  Shield  Plans, 
with  16,629,596  participants,  and  payments  to  doc- 
tors totaled  approximately  $116,000,000.  The  es- 
timated figures  for  December  31, 1951,  were  79  Blue 
Shield  Plans,  with  an  estimated  22,000,000  par- 
ticipants, and  estimated  total  payments  to  doctors  in 
excess  of  $175,000,000. 

All  statistical  studies  demonstrate  the  success  of 
Blue  Shield  but  fall  far  short  of  that  to  be  obtained  if 
Blue  Shield  is  to  realize  maximum  potentialities. 
The  goal  to  be  sought  is  comprehensive  medical  care 
for  all  persons  and  on  a “service”  basis  when  such 
consideration  by  the  doctor  is  warranted  by  the 
facts.  Only  Blue  Shield  could  attempt  such  a pro- 
gram because  Blue  Shield  is  “The  Doctors’  Plan,” 
and  only  doctors  have  the  right  to  name  the  condi- 


JOINING  FORCES  WITH  OTHER  GROUPS 


613 


March  1,  1952] 

tions  under  which  their  professional  services  shall  be 
made  available  to  patients. 

To  survive  as  a potent  instrument  of  public  serv- 
ice the  medical  profession  must  not  be  dependent 
for  existence  upon  the  tolerance  or  favor  of  any  other 
group,  either  in  or  out  of  government.  Billions  of 
dollars  are  paid  annually  to  doctors  for  professional 
services  rendered  to  sick  people.  Quoting  govern- 
ment sources,  Frank  Dickinson  of  the  American 
Medical  Association  places  the  figure  at  $2,376,000,- 
000  for  the  year  1950.  Within  the  foreseeable  future 
most  of  the  doctors’  income  for  professional  services 
will  come  from  some  kind  of  insurance.  Those  who 
pay  it  will  wield  a decisive  influence  on  the  practice 
of  medicine.  Should  this  be  unfriendly,  it  may  be- 
come coercive  and  threaten  the  independence  of  the 
medical  profession.  Active  and  concentrated  sup- 
port of  Blue  Shield,  “The  Doctors’  Plan,”  is  a sure 
way  to  prevent  such  a deplorable  occurrence. 

The  Blue  Shield  Plans  have  the  backing  of  state 
and  county  medical  societies  from  the  Atlantic  to  the 
Pacific,  from  the  Gulf  of  Mexico  to  the  Canadian 
border,  and  in  Canada,  too.  The  professional  and 


fiscal  policies  of  the  Blue  Shield  Plans  are  laid  down 
by  doctors,  the  Plans  are  governed  by  doctors,  and 
their  activities  are  inextricably  bound  up  with  doc- 
tors in  the  minds  of  the  public. 

Therefore,  the  public  will  pass  judgment  on  doc- 
tors collectively  by  its  experience  with  Blue  Shield, 
the  instrument  of  the  medical  profession,  but  this  is 
a test  doctors  should  welcome  with  confidence. 
There  can  be  no  doubt  that  the  men  and  women  of 
the  medical  profession  have  the  moral  and  mental  at- 
tributes to  solve  problems  of  medical  economics  with 
the  same  brilliant  success  that  marked  epochal 
achievements  in  clinical  medicine. 

The  foregoing  facts  irrefutably  support  the  con- 
tention that  the  medical  profession  is  the  only  dur- 
able foundation  upon  which  to  build  plans  to  safe- 
guard the  health  of  the  public.  Doctor  government 
of  Blue  Shield,  Blue  Cross,  and  related  activities 
would  be  a “seven  league”  step  toward  the  goal  of 
placing  within  reach  of  all  citizens  the  same  high 
quality  of  medical  care  provided  by  the  individual 
American  doctor  for  the  individual  American  pa- 
tient. And  this  is  the  best  in  the  world. 


JOINING  FORCES  WITH  OTHER  GROUPS 

The  Doctor  in  Community  Affairs 

George  Schwartz,  M.D.,  New  York  City 

( Chairman , Public  Relations  Committee,  Bronx  County  Medical  Society) 


'OU’ITH  due  deference  to  the  author  and  assuming 
’ poetic  license,  I quote: 

Abou  Ben  Adhem  (May  his  tribe  increase!) 
Awoke  one  night  from  a deep  dream  of  peace, 

And  saw  within  the  moonlight  of  his  room, 

An  Angel  writing  in  a book  of  gold: 

“What  writest  thou?”  “The  names  of  those  who 
serve  the  Lord.” 

“And  is  mine  one?”  “Nay,  not  so!” 

Abou  spoke  again,  “I  pray  thee  then, 

Write  me  as  one  who  serves  his  fellow  men.” 

The  Angel  wrote,  and  vanished.  The  next  night 
It  came  again,  with  a great  wakening  light, 

And  showed  the  names  whom  love  of  God  had 
blessed, 

And  Lo!  Ben  Adhem’s  name  led  all  the  rest! 

Physicians  in  the  past  have  denied  themselves 
the  privileges  and  opportunities  for  civic  service 
that  have  been  rendered  by  other  men  and  women 
within  a community.  Ever-increasing  and  con- 
tinued all-inclusive  service  to  a people  of  a specific 
community  will  gradually  but  inevitably  convince 
a thinking  populace  that  the  physician  is  one  vitally 
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concerned  with  the  public  good,  and  as  a conse- 
quence his  thoughts  on  controversial  subjects 
will  prove  of  distinctive  import  to  all.  No  longer 
then  would  the  presence  of  a physician  be  synony- 
mous with  medical  catastrophe,  but  his  presence 
would  signify  enhanced  and  improved  physical  and 
mental  attributes  of  life  as  lived  in  a specific  com- 
munity. The  physician,  then,  in  accepting  his 
added  responsibility  in  the  daily  problems  of  his 
fellow  citizens  would  aid  in  the  clarification  of 
misconceptions  and  would  gradually  but  inevitably 
introduce  a new  era  in  attitudes  between  the  vast 
public  and  our  concept  of  the  art  of  medicine. 
Gradually  but  inevitably  the  thinking  American 
would  view  our  concept  of  the  art  of  medicine  as 
the  one  most  beneficial  for  himself,  for  his  family, 
for  his  doctor,  and  for  his  country.  It  is  my  sin- 
cere belief  that  ours  is  the  destiny  to  lead  in  the 
elimination  of  the  “isms”  which  are  gnawing  at  the 
vital  organs  of  the  most  resplendent  country  on  the 
face  of  the  earth. 

What  are  the  direct  and  indirect  methods  in 
attaining  a better  degree  of  medical  public  relations? 
“Seek  and  ye  shall  find”  is  a proverb  factually  a 
truism.  “Success  begets  success”  is  another.  One 
successfully  accomplished  deed  in  a community  in 
and  of  itself  will  spontaneously  disseminate  itself 
through  the  press,  through  the  radio,  and  by  word 
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of  mouth,  and  the  county  medical  society  will  be 
established  as  an  organ  effective  in  the  public  good. 
Thereafter,  by  the  very  nature  of  things,  other 
problems  of  human  relationships  will  be  presented, 
and  these  may  readily  be  solved  regardless  of  the 
singular  nature  of  the  human  element  involved. 

There  must  be  a Pugsley  Creek  in  other  counties 
of  our  48  states.  In  Bronx  County  Pugsley  Creek, 
situated  in  the  far  eastern  and  somewhat  neglected 
portion  of  the  county,  had  its  culvert  obstructed 
by  waste  building  materials  and  by  dumping  of 
garbage  and  refuse.  As  these  materials  accumu- 
lated, obnoxious  odors  and  rodents  of  all  descript  ions 
created  a dilemma  for  and  became  the  unwelcome 
house  guests  of  the  inhabitants  of  this  area.  Letters 
to  the  city  fathers  and  the  Board  of  Health  proved 
of  no  avail.  In  fact,  one  inspector  exclaimed  that 
the  conditions  were  not  too  bad  and  that  they  were 
worse  elsewhere.  A committee  of  citizens  sought 
our  aid,  and,  together  with  the  Bronx  Chamber  of 
Commerce,  we  conducted  an  extensive  survey. 
While  attempting  to  seize  a rat  for  prima  facie 
evidence,  one  of  us  fell  into  all  the  muck  of  the  creek 
and  presented  a really  laughable  spectacle.  This 
incident  prompted  us  to  transmit  scathing  letters 
to  all  concerned,  and  a three-cornered  controversy 
was  precipitated  between  the  city,  the  State,  and 
the  War  Department  as  to  who  was  responsible 
for  the  correction  of  this  nuisance,  because  Pugsley 
Creek  was  considered  a navigable  stream  despite 
its  obstructed  culvert.  Suffice  it  to  say,  the  impact 
of  the  news  item  as  portrayed  in  the  local  press 
both  in  words  and  in  pictures  was  so  great  that 
shortly  thereafter  the  citizens  living  around  the 
creek  were  entirely  relieved  of  the  nuisance.  Today 
a host  of  people;,  the  press,  and  the  city  fathers 
appreciate  all  the  more  the  concern  of  the  Bronx 
County  physicans  in  their  quest  for  the  greater 
comfort,  health,  and  tranquillity  of  the  community. 
Such  medical  public  relations  are  potent  and  preg- 
nant with  possibilities. 

There  must  be  a City  Island  elsewhere  in  our 
many  counties  throughout  the  country.  City 
Island  in  the  Bronx  possesses  a year-round  popula- 
tion of  .3,000  which  increases  to  15,000  during  the 
summer  months.  Two  years  or  so  ago  during  a 
terrific  squall,  many  people  were  injured  and  some 
drowned.  Inadequate  public  protection  had  pre- 
viously been  noted.  An  aroused  local  civic  group 
in  City  Island  petitioned  the  Bronx  Chamber  of 
Commerce  for  aid.  The  chamber  summoned  the 
local  civic  group  and  the  police  department  and 
requested  the  Bronx  County  Medical  Society  to 
act  as  an  impartial  chairman  in  the  three-cornered 
discussion.  The  excellent  achievements  gained  for 
our  society  a greater  degree  of  influence  and  dependa- 
bility than  ever  before  attained. 

Summer  vacations  are  ever  the  concern  of  parents 
everywhere.  All  communities,  large  and  small 
alike,  possess  the  old  swimming  holes,  pools,  beaches, 
and  areas  for  hiking  and  picnics.  Continuous 
education  in  summer  safety  will  minimize  the  loss 
of  life  and  limb.  The  cooperative  effort  of  the  medi- 
cal society,  the  Department  of  Parks,  the  Chamber 
of  Commerce,  and  the  Life  Saving  Service  resulted 


in  thirteen  weeks  of  an  intensive  summer  safety 
campaign  which  included  weekly  broadcasts, 
frequent  news  articles,  demonstrations,  and  lec- 
tures. The  campaign  was  climaxed  by  the  presenta- 
tion of  certificates  by  the  Bronx  Chamber  of  Com- 
merce at  a public  gathering  for  authenticated  cases 
of  lifesaving.  The  indigent  youngster  and  the 
aged  are  always  with  us.  Hundreds  of  youngsters 
pent  to  charitable  camps  require  adequate  but  free 
physical  examinations.  We  have  adopted  the 
Police  Athletic  League  in  its  entire  medical  pro- 
gram and  service  their  athletes  and  their  juvenile 
delinquents.  At  each  event  it  is  announced  that 
the  physician  in  charge,  Dr.  John  Jones,  is  serving 
gratuitously  and  is  representing  the  Bronx  Count.' y 
Medical  Society.  Thus  throughout  the  year  hun- 
dreds of  families  learn  of  the  physicians’  contribu- 
tion to  the  welfare  of  their  children. 

The  Hodson  Center,  a department  of  welfare  and 
a civic  project,  concerns  itself  with  occupational 
and  recreational  activities  of  those  whose  physical 
years  number  sixty  to  ninety;  this  is  an  entire 
day’s  activity  program.  Physical  examinations  of 
these  aged  citizens  are  required  prior  to  sending 
them  to  the  country  for  a few  weeks  yearly.  Since 
more  than  half  are  welfare  clients,  the  examinations 
of  these  were  conducted  by  the  Welfare  Department. 
For  the  others,  few  though  they  were,  the  Wel- 
fare Department  would  do  nothing.  The  county 
medical  society  aided  these  few  indigent  aged  and 
conducted  the  examinations. 

Parent-Teachers  Associations  serve  as  an  excellent 
media  for  physician  activities  since  here  better 
medical  public  relations  can  be  engendered  simul- 
taneously with  three  distinctive  groups.  In  one 
instance,  parents  and  teachers  alike  complained 
of  inadequate  and  atrocious  toilet  facilities  to  no 
avail.  An  appeal  was  presented  to  our  “Community 
Clinic,”  and  an  investigation  with  the  consent  of 
the  school  principal  was  conducted  by  the  medical 
and  lay  representatives  of  the  clinic.  A report  which 
pulled  no  punches  was  submitted  to  the  authorities, 
and  within  forty-eight  hours  remedial  measures 
were  forthcoming.  Other  matters  referable  to 
school  hygiene,  playgrounds,  care  centers,  and  school 
crossings  were  presented  to  the  “Community  Clinic” 
for  study.  Our  recommendations  were  properly 
publicized  and  succeeded  in  precipitating  into  action 
the  city  fathers  who  are  loath  to  function  rapidly 
in  most  situations. 

The  “Community  Clinic”  mentioned  above 
was  designed  and  organized  for  the  purpose  of  hear- 
ing the  legitimate  complaints  of  the  average  citizen, 
evaluating  these  complaints,  and  then  attempting 
to  effectuate  improvements  in  community  life. 
The  clinic  was  cosponsored  by  the  leading  profes- 
sional and  business  organizations  of  our  community, 
the  Bronx  County  Medical  Society,  and  the  Bronx 
Chamber  of  Commerce,  and  the  prestige  of  these 
two  organizations  attracted  the  active  participation 
of  44  county- wide  organizations.  The  “Community 
Clinic,”  then,  through  its  varied  clinics  or  com- 
mittees patterned  after  an  outpatient  department 
of  a general  hospital  studies  the  symptoms,  diag- 
noses, and  prescribes  the  remedial  measures. 
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And  indeed  it  has  been  effective  for  the  public 
good.  Notice  the  tremendous  publicity  not  only 
in  the  local  press  but  in  the  press  of  neighboring 
counties;  notice  the  reception  of  even  the  initial 
phases  of  our  activities  towards  positive  medical 
public  relations.  A weekly  general  clinic  is  held 
at  which  various  problems  of  the  rank  and  file 
citizen  are  presented.  The  chief  of  clinic,  other- 
wise known  as  the  Chairman  of  the  Community 
Clinic,  refers  the  case  to  the  appropriate  specialty 
clinic  or  committee.  At  first  glance  our  clinics 
may  appear  somewhat  unrelated  to  medical  public 
relations,  but  considered  as  a public  service  in  which 
physicians  of  a community  can  advantageously 
serve,  the  physician  can  exert  powerful  influences 
which  will  duly  impress  a thinking  public.  Our 
Community  Clinic  at  the  moment  comprises  seven 
specialty  clinics:  Sanitation,  Traffic,  Accident 

Prevention,  Good  Citizenship,  Parks  and  Their 
Lighting,  Fair  Trade,  and  School  Crossings. 

A national  endeavor,  Drew  Pearson’s  Friendship 
Train,  which  electrified  all  America,  was  brought 
to  a county  level.  Our  medical  society  invited 
the  aid  of  the  Boy  Scouts,  the  Girl  Scouts,  the  Naval 
Cadets,  the  local  drug  concerns,  the  press,  and  the 
radio;  each  and  every  doctor  and  pharmacist  was 
contacted  through  the  pharmaceutical  association. 
Finally,  more  than  4,000,000  vitamin  capsules 
and  tablets  were  accumulated  as  well  as  other 
ch  ugs  and  goods,  and  they  were  transported  to  the 
train  by  means  of  an  open  wagon  drawn  by  a slow 
walking  horse.  The  publicity  was  excellent,  and 
we  even  received  a letter  of  congratulation  from  our 
parent  body,  the  American  Medical  Association. 
At  all  civic  gatherings  the  vitamin  campaign  of  the 
county  medical  society  was  the  subject  of  praise. 

Strikes  of  one  character  or  another  continually 
inconvenience  the  public,  and  we  have  accepted  the 
inconvenience  as  a more  or  less  necessary  evil. 
Recently  an  elevator  strike  was  called.  On  the 
morning  the  strike  was  called  the  public  relations 
representative  of  the  union  admitted  he  forgot  to 
consider  the  service  to  the  aged,  the  sick  and  infirm, 
and  the  physician.  Following  a mere  telephone 
conversation  with  him,  he  directed  the  strikers  that 
anyone  appearing  ill  or  aged,  anyone  desiring  to 
visit  a physician  professionally,  or  a physician  him- 
self would  be  courteously  carried  in  the  elevators. 


This  singular  public  endeavor  resulted  in  an  extraor- 
dinarily favorable  public  reaction  to  the  medical 
society  since  throughout  the  duration  of  the  strike 
not  one  single  complaint  was  registered  with  the 
county  society  or  with  the  union.  Three  telephone 
numbers  were  placed  at  the  disposal  of  the  public 
through  the  local  newspapers  for  day  or  night 
usage  in  case  of  any  questionable  injustice,  and  a 
few  of  us  were  alerted  to  conduct  immediate  in- 
vestigations. 

Further,  briefly,  the  county  medical  society  spear- 
headed a cooperative  movement  of  county-wide 
organizations  and  for  many  a year  pilgrimaged  to 
the  State  capital,  pleading  for  and  finally  succeed- 
ing in  obtaining  the  passage  of  laws  regulating  the 
indiscriminate  anil  dangerous  shooting  of  fireworks, 
especially  on  the  Fourth  of  July. 

Only  passing  reference  can  be  made  to  our  Media- 
tion Committee,  our  Emergency  Care  Plan,  our 
Diabetic  Drive,  our  joint  activities  with  the  Tuber- 
culosis and  Health  Committee,  the  Health  Council, 
the  advantages  of  utilizing  the  local  press  and  radio 
for  talks  on  the  dissemination  of  public  health 
knowledge,  and  our  county  society  reference  file 
for  general  practitioners  and  specialists.  These 
and  other  measures  aid  extensively  in  the  better 
appreciation  of  the  physician  by  the  public  in  his 
role  as  an  integral  member  of  his  community  and  as 
one  who  is  vitally  concerned  with  the  health  and 
welfare  of  his  fellow  men. 

Physicians  should  assume  leadership  in  such  serv- 
ice organizations  as  the  Lions,  Rotary,  Kiwanis, 
and  Siroptomists  as  well  as  all  veterans  organizations, 
since  their  major  activities  involve  the  underprivi- 
leged, the  blind,  and  the  cancerous.  I especially 
emphasize  their  activities  affecting  the  boy  and  girl 
of  today  who  become  the  man  and  woman  of  to- 
morrow. Continued  and  ever-increasing  partici- 
pation in  all  phases  of  community  life,  the  assump- 
tion of  leadership  as  a natural  consequence  of  the 
inherent  intellectual  capacity  of  the  physician, 
the  dignity  and  prestige  associated  with  and  usually 
accorded  the  public  spirited  physican — these 
gradually  but  inevitably  will  forcefully  and  dramati- 
cally cause  a thinking  public  to  appreciate  and  in 
large  measure  accept  the  view  of  physicians,  espe- 
cially when  the  public  good  is  involved.  Service  to 
our  fellow  men  is  synonymous  with  love  of  God. 


1952  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
MAY  12  TO  16,  1952 
HOTEL  STATLER,  NEW  YORK  CITY 


POSTGRADUATE  EDUCATION  IN  NASSAU  COUNTY,  195  2 

Harvey  L.  Myers,  M.D.,  F.A.C.P.,  Cedarhurst,  New  York 
( Chairman , Postgraduate  Education  Committee,  Nassau  County  Medical  Society) 


CINCE  medicine  is  constantly  changing,  it  is 
necessary  for  physicians  to  revise,  extend,  and 
supplement  their  knowledge  and  skills  throughout 
their  years  of  active  practice. 

The  time  spent  in  medical  college  and  internship 
provides  only  superficial  understanding  of  medicine. 
This  understanding  may  grow  and  expand  or  de- 
cline and  fade  during  the  years  of  practice  which 
follow.  Our  medical  concepts  must  reflect  depth 
and  understanding  of  basic  science  and  solid  princi- 
ple. Acquired  ignorance  of  good  sound  medicine  is 
fostered  by  neglect  of  adequate  and  continuous 
study.  Postgraduate  medical  education  can  not 
only  maintain  the  practicing  physician  at  his  greatest 
efficiency,  but  can  also  prevent  him  from  seeking 
some  baser  substitute  for  good  medical  care  on  the 
spurious  grounds  of  practical  necessity. 

The  extent  of  a program  of  this  kind  will  be  de- 
termined largely  by  two  factors.  The  main  one  is 
the  eagerness  of  the  membership  to  be  taught  and, 
secondarily,  the  teaching  facilities  at  hand. 

How  eager  the  physicians  of  Nassau  County  are 
for  postgraduate  training  was  demonstrated  last 
spring  by  the  enthusiastic  attendance  at  the  lecture 
series  given  at  Nassau  Hospital  Auditorium. 
Many  of  our  members  felt  that  more  detailed  teach- 
ing, including  case  presentations  and  demonstra- 
tions of  specific  diagnostic  and  therapeutic  proce- 
dures, would  enhance  the  program. 

Having  undertaken  detailed  teaching,  we  had  to 
depart  from  the  serial  lectures  technic  and  sub- 
divide the  program  into  specific  courses.  In  this 
way  initiative  was  provided  the  student  to  select 
and  pursue  those  courses  of  particular  interest  to 
him.  The  large,  unwieldy  audience  attending  a 
lecture  program  can  be  subdivided  into  smaller 
groups  composed  of  students  specifically  interested 
in  the  material  presented. 


The  1952  program  was  started  February  5.  The 
following  fields  are  being  covered:  allergy  (12 

lectures),  dermatology  (eight  lectures),  internal 
medicine  (13  lectures),  neuropsychiatry  (12  lec- 
tures), obstetrics  (six  lectures),  pediatrics  (nine 
lectures),  ophthalmology  (six  lectures),  x-ray  (nine 
lectures),  and  industrial  medicine  (four  lectures). 
Each  lecture  lasts  approximately  one  hour.  In 
most  cases  the  individual  lecturer  speaks  for  only 
one  hour  during  the  course  on  a subject  of  partic- 
ular interest  to  him.  In  this  way  we  may  antici- 
pate a carefully  prepared  presentation. 

Part  of  a physician’s  education  consists  of  orienta- 
tion with  his  fellow  practitioners  and  the  various 
hospitals  of  the  county.  The  entire  teaching  faculty 
is  drawn  from  physicians  who  reside  in  Nassau 
County  and  who  conduct  all  or  a large  part  of 
their  practices  here.  The  four  hospitals  selected 
for  the  various  courses,  Manhasset  Medical  Center 
and  Meadowbrook,  Mercy,  and  Nassau  Hospitals, 
were  chosen  because  of  their  central  locations. 
They  each  provide  a suitable  auditorium  which  is 
available  throughout  the  series.  Clinical  material 
required  for  teaching  purposes  can  be  drawn  from 
the  wards.  Every  hospital  in  the  County  was  most 
cooperative  in  its  willingness  to  provide  facilities. 

No  educational  program  in  medicine  could  ever 
be  entirely  adequate.  We  do  not  presume  to  have 
taken  over  the  functions  of  a medical  college  in 
this  County.  W e are  seeking  to  provide  educational 
material  to  the  local  physicians  so  that  they  may 
become  and  remain  sound,  well-informed  modern 
practitioners.  We  wish  to  acquaint  them  with  the 
specialized  personnel  and  hospital  facilities  avail- 
able in  Nassau  so  that  they  may  best  serve  their 
patients.  These  things  must  be  accomplished  with 
a minimum  interruption  of  their  regular  duties  in 
the  practice  of  medicine. 


BLINDNESS  PREVENTION  LAW  CHANGE  CALLED  PREMATURE 


No  radical  changes  in  existing  laws  or  regulations 
requiring  the  use  of  silver  nitrate  prophylaxis  in  the 
eyes  of  the  newborn  should  be  made  at  this  time,  it 
was  stated  in  an  editorial  in  the  January  12  issue  of 
the  Journal  of  the  American  Medical  Association. 

Recently  there  have  been  articles  in  various  pub- 
lications criticizing  silver  nitrate  as  a prophylaxis 
and  urging  the  use  of  some  form  of  antibiotic,  usually 
penicillin. 

“While  there  can  be  no  possible  objection  to  the 
use  of  penicillin  prophylaxis  in  hospital  clinics  where 
its  use  is  well  controlled,  it  would  appear  that  any 
specific  recommendations  for  changes  in  the  state 
laws  or  regulations  would  at  this  time  be  premature. 
It  is,  however,  quite  possible  that  further  investiga- 
tions will  permit  firm  recommendations  for  a pro- 


phylaxis with  an  antibiotic  with  a wider  spectrum 
than  is  possessed  by  penicillin  and  without  the  objec- 
tions that  can  now  be  made  against  the  penicillin 
procedure.” 

The  objections  to  the  use  of  penicillin  include  the 
fact  that  the  drug  may  deteriorate  in  time  even  if 
refrigerated.  Unless  it  is  properly  preserved  and 
renewed,  the  penicillin  may  become  inactive.  Ob- 
jections to  silver  nitrate  are  that  it  causes  a slight 
inflammation  of  the  eyes  in  many  cases. 

At  the  present  time,  some  form  of  prophylaxis 
against  blindness  in  the  newborn  is  required  by  either 
law  or  regulation  in  all  48  states  and  the  District  of 
Columbia.  Thirty-two  of  the  states  specify  the 
silver  nitrate  method,  while  only  one  gives  penicillin 
as  an  alternate  procedure. 
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CORRESPONDENCE 


DENTAL  CARIES 


To  the  Editor: 

With  reference  to  “dental  caries”  in  the  Novem- 
ber 15,  1951,  issue,  there  seems  to  be  some  confusion 
as  one  reads  the  letters  of  Drs.  Ast  and  Neumann  on 
pages  2678  and  2682  on  the  proper  use  of  fluorine  of 
the  halogen  group. 

Chlorination  has  been  accepted  as  a suitable  de- 
rivative of  chlorine,  but  it  seems  that  a higher 
authority  has  to  decide  whether  this  preventive 


measure  for  dental  caries  should  be  called  fluorina- 
tion  or  fluoridation. 

Every  effort  should  be  made  to  delete  such  con- 
fusions from  medical  literature. 

A.  G.  Augustine,  M.D. 

Napanoch,  New  York 
November  28,  1951 


Comment  by  Dr.  Ast 


To  the  Editor: 

As  Dr.  Augustine  indicates,  there  has  been  some 
confusion  created  in  the  literature  in  describing  the 
process  of  maintaining  the  optimum  concentration 
of  fluorine  in  the  water.  Unlike  its  sister  halogen 
chlorine,  fluorine  cannot  for  practical  reasons  be 
used  in  its  gaseous  form.  The  latter  is  extremely 
active,  and  it  would  not  be  feasible  to  produce  it 
and  tank  it  commercially.  Chlorine,  on  the  other 
hand,  is  used  in  its  gaseous  form  for  sanitary  pur- 
poses, and  hence  the  process  of  purifying  potable 
water  with  chlorine  is  called  chlorination. 


To  make  the  fluoride  ion  available,  the  fluorine 
must  be  combined  with  something  else  to  give  us  a 
relatively  stable  compound.  Thus  we  use  a fluor- 
ide compound  in  the  water  treatment  process  and 
the  term  fluoridation  has  been  generally  accepted  as 
the  correct  term. 

David  B.  Ast,  D.D.S. 

Albany,  New  York 
January  4,  1952 


RELIEF  OF  PAIN  IN  TERMINAL  CANCER 


To  the  Editor: 

When  a definite  diagnosis  of  inoperable  or  fatal 
cancer  for  which  no  further  therapy  or  measures 
directed  toward  a possible  cure  can  be  established, 
the  only  problem  confronting  the  attending  physi- 
cian is  that  of  relief  of  pain,  and  this  problem  is  very 
great  and  oftentimes  very  perplexing. 

The  physican  or  surgeon  whose  association  with 
the  doomed  cancer  patient  is  limited  to  an  occasional 
professional  call  in  the  hospital  or  at  the  home  has 
little  concept  of  the  terrible  ordeal,  mental  and 
physical,  through  which  his  patient  is  passing; 
unfortunately,  he  has  no  way  by  which  he  can  meas- 
ure the  amount  of  suffering  endured  or  to  be  en- 
dured by  the  patient  until  death — the  only  real 
relief — ends  the  patient’s  misery.  Oddly,  many,  in 
fact  most,  cancer  patients  develop  an  optimism 
throughout  the  course  of  the  disease  until  the  ter- 
minal stage,  when  their  agony  is  so  great  that  both 
infidel  and  believer  in  God  and  a future  life  pray 
with  a fervor  beyond  description  for  death’s  arrival. 

My  observations  of  terminal  cancer  are  based  on 
intimate  association,  i.e.,  the  actual  living  with 


hundreds  of  victims  of  this  dread  malady  in  the 
atmosphere  of  a private  hospital,  where  most  of  the 
patients  are  persons  with  whom  I have  had  years 
of  acquaintance  and  where  each  patient  is  seen 
many  times  daily.  The  most  painful  types  of  ter- 
minal cancer — and  they  are  all  terrifying,  although 
exceptionally  one  meets  with  a terminal  case  which 
is  practically  pain-free — are  terminal  cases  of  re- 
current or  metastatic  cancer,  particularly  those 
cases  which  have  undergone  extensive  surgery 
and/or  prolonged  x-ray  or  other  therapy.  The 
suffering  incident  to  cancer  of  the  lung,  prostate, 
gastrointestinal  region,  rectum,  metastatic  from 
breast,  metastatic  of  liver,  and  especially  metastatic 
or  primary  of  the  spine  is  terrible  to  contemplate. 
The  care  and  treatment  of  these  patients  must  be 
carefully  charted,  with  the  same  care  a navigator 
would  exercise  in  starting  a long  voyage  into  an 
unknown  sea,  in  order  to  prepare  a future  treatment 
to  render  the  greatest  amount  of  relief  with  the 
smallest  amount  of  medication  required  for  the 
individual  case.  Once  the  diagnosis — hopeless — 
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is  established,  the  physician  should  cast  aside  all 
thoughts  as  to  drug  addiction,  the  patient’s  comfort 
being  his  only  thought. 

During  the  past  few  years  many  drugs,  vitamin 
products,  and  synthetic  compounds  of  a non-nar- 
cotic type  have  been  recommended  to  alleviate  pain 
in  terminal  cancer.  In  my  experience  with  hun- 
dreds of  cases  of  terminal  cancer  not  one  of  these 
products,  aside  from  the  psychologic  angle,  has 
proved  to  be  of  much  value.  It  is  my  regular 
procedure  to  prescribe  the  milder  narcotic  or  nar- 
cotic-like drugs  at  first,  to  be  taken  orally — codeine 
phosphate  or  sulfate  being  the  one  most  frequently 
used — beginning  with  small  doses  of  y4  or  y2 
grain  tablets  of  hypodermic  type  to  be  dissolved 
under  the  tongue.  This  form  of  use  appears  to 
enhance  the  action  of  the  drug  by  quicker  absorption 
and  more  positive  action.  Codeine  is  usually  well 
tolerated,  with  no  unpleasant  after-effects  such  as 
nausea  or  vomiting.  Constipation  may  occur,  but 
that  is  easily  remedied.  As  the  palliative  property 
of  codeine  reaches  its  limits,  i.e.,  when  relief  from 
pain  requires  larger  and  larger  doses,  demerol  is 
given  in  tablet  form  and  in  many  cases  is  of  great 
value.  However,  it  occasionally  produces  a marked 
mental  depressive  effect,  and  the  patient  oftentimes 
complains  of  a “hangover”  effect  which  is  more 
marked  when  the  drug  is  taken  orally  than  when 
taken  by  hypodermic. 

As  the  misery  and  pain  increase  with  the  progress 
of  the  disease,  the  oral  administration  of  sedative 
medication  begins  to  lessen  in  efficiency.  When  it 
becomes  apparent  that  the  pain  is  not  controlled  by 
oral  means,  then  the  patient  or  his  family,  if  he  is 
financially  unable  to  employ  trained  assistants, 
should  be  instructed  in  the  use  of  hypodermic  medi- 
cation; codeine  and  demerol,  when  ineffectual  by 
oral  administration,  increase  their  value  when 
hypodermically  administered.  When  the  efficiency 
of  these  remedies  begins  to  wane  and  their  dosage 
has  to  be  greatly  increased,  the  medication  is 
changed  to  one  of  the  stronger  narcotics,  morphine, 
Dilaudid,  or  Pantapon  being  substituted  at  first  in 
minimum  dosages  which,  as  tolerated,  must  be  in- 


creased. Alternating  these  remedies  makes  con- 
siderable difference  in  their  efficiency.  Over  a long 
period  of  time  I have  found  Pantapon  to  be  the 
most  useful  and  best  tolerated,  for,  while  Pantapon 
in  y3-grain  doses  represents  only  % grain  morphine 
and  5 per  cent  codeine,  the  other  products  of  opium 
in  the  drug  appear  to  increase  its  value  (there  is  no 
heroin  in  Pantapon).  As  the  disease  and  its  attend- 
ing pain  progress,  combinations  of  these  drugs  are 
effectual,  particularly  combinations  of  codeine. 

Morphine  occasionally  causes  nausea  and  vomit- 
ing. Dilaudid  largely  eliminates  this  symptom. 
Pantapon  is  usually  well  tolerated  and  has  an  especi- 
ally soothing  effect  upon  the  nervous  system. 

In  the  final  phase  of  cancer,  where  the  agonies  of 
the  disease  are  practically  beyond  control,  recourse 
can  be  made  to  the  use  of  HMC,  a combination  of 
hyoscine  and  morphine.  Due  to  its  hyoscine 
content,  it  produces  relief  which  is  accepted  with  a 
gratitude  by  the  patient,  which  will  long  remain  in 
the  physician’s  mind  as  he  reviews  in  his  memory 
the  last  hours  of  many  of  his  cherished  friends  and 
patients  who  have  looked  to  him  and  his  skill  as  they 
have  looked  to  God  for  relief  and  an  end  to  their 
torture. 

Only  those  who  have  actually  lived  with  terminal 
cancer  cases  can  really  evaluate  the  amount  of  pain 
which  must  be  endured.  Too  often,  family  and 
physician  refrain  from  giving  an  optimum  of  relief 
with  the  silly  excuse  that  the  use  of  opiates  causes 
addiction.  In  those  unfortunates  doomed  to  a few 
months  of  misery,  addiction  would  only  be  coin- 
cident with  death,  and  a dead  man  cannot  be  an 
addict.  Until  new  drugs  and  more  and  better 
knowledge  of  cancer  come  into  being,  the  problem 
of  pain  relief  remains  as  old  as  the  problem  of  cancer 
itself.  Where  medical  and  surgical  skill  have  per- 
formed their  utmost,  it  then  becomes  the  physician’s 
duty  to  give  and  give  generously  to  the  sufferer 
traveling  his  last  mile  of  torture  all  the  relief  that 
lies  within  his  knowiedge  and  powrer. 

George  S.  King,  M.D. 

Bay  Shore,  New  York 
January  2,  1952 


DIAGNOSIS  OF  DEATH 


To  the  Editor: 

Every  now  and  then  we  hear  or  read  about  a 
patient  pronounced  dead  who,  a short  time  later,  is 
found  to  be  alive. 

Unquestionably,  the  examining  physician  found 
that  the  pulse  w'as  not  perceptible  and  the  heart 
sounds  and  respiratory  movements  were  absent. 
These  findings  alone  do  not  w'arrant  the  diagnosis  of 
death.  A more  definite  and  certain  sign  is  necessary. 

Eundoscopic  examination,  even  within  a few 
minutes  after  death,  will  show  that  the  blood  has 
clotted  in  the  retinal  arteries  and  veins.  This  can 
easily  be  seen  and  is  visible  as  small  islands  of  clotted 


blood  elements  flowing  slowly  along  within  the 
arterial  and  venous  lumina.  It  may  not  be  possible 
to  carry  out  this  examination  in  the  small  percentage 
of  cases  in  which  the  pupils  are  miotic  or  in  which 
there  are  marked  lenticular  opacities. 

It  is  suggested  that  before  a patient  is  definitely 
pronounced  dead  a routine  examination  of  the  fundi 
be  made. 

I.  S.  Friedman,  M.D. 

143  Buckingham  Road 
Brooklyn,  New*  York 
December  22,  1951 
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“Time  and  attention,”  wrote  William  Heberden  in  1768  of  the 
syndrome  he  had  named  angina  pectoris,  “will  undoubtedly  discover 
more  helps  against  this  teizing  and  dangerous  ailiment.”1 

Today,  a variety  of  “helps”  are  used  in  the  treatment  of  this 
“teizing  and  dangerous  ailiment.”  One  of  the  more  effective: 

‘Eskel’,  reported  by  Osher  and  Katz  to  be  beneficial  in  80%  of  cases.2 

in  angina  pectoris  'Eskef 

the  longest-acting  coronary  vasodilator 


1.  Read  at  the  Royal  College  of  Physicians,  July  21,  1768. 

2.  New  England  J.  Med.  244: 315  (March  1)  1951. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


‘Eskel’  is  a mixture  (96%  pure  crystalline  khellin,  4%  other  active  principles) 
extracted  from  Ammi  visnaga.  ‘Eskel’  T.M.  Reg.  u.S.  Pat.  Off. 
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MILITARY  REQUIREMENT  GOAL  OF  THE  NATIONAL  BLOOD 

DONOR  PROGRAM 


To  the  Editor: 

“Needless  Blood  Transfusion  Decried  as  Blood 
Drain”  is  the  caption  under  which  the  November  8, 
1951,  New  York  Times  reported  a medical  journal 
editorial  of  the  same  date.1 2  In  its  paraphrasing  of 
the  latter,  the  Times  seems  to  me  to  have  inserted 
an  inference  that  transfusion  would  be  less  likely 
abused  if  more  blood  were  deflected  from  civilian 
to  military  installations. 

This  inference  may  be  unsound.  The  American 
Red  Cross  broadcast  announcement  of  300,000 
blood  donations  per  month  as  a “military  require- 
ment goal”  fortifies  my  previous  conviction  that 
transfusion  practices  by  the  military  are  still  wan- 
tonly indiscriminate.  That  they  are  so  now  comes 
from  calculations  around  this  “military  requirement 
goal”;  that  they  have  been  so  in  the  past  is  a matter 
of  my  own  experience  which  I will  cite. 

From  the  date  of  its  founding  as  the  first  in  this 
country,  I was  technical  supervisor  of  the  Cook 
County  Hospital  Blood  Bank.  During  four  years 
there  we  determined  that  transfusion  was  not  an  in- 
nocuous procedure,  that  normal  whole  blood  or 
plasma  contained  a mucoprotein  “blocking  anti- 
body,” that  ordinary  cross-matching  would  not  de- 
tect potential  incompatibility,  that  better  blood 
availability  was  leading  to  transfusion  abuse,  and 
that  the  true,  irreducible,  over-all  transfusion  reac- 
tion rate  stands  at  about  3 per  cent.8  These  facts 
formed  the  basis  of  a series  of  research  projects  while 
I was  in  the  Army,  assigned  to  the  supervision  of  Dr. 
Charles  A.  Doan  of  Ohio  State  University,  whose 
good  offices  facilitated  my  informal  involvement  in 
every  phase  of  the  wartime  blood  program  of  ( 1 ) pro- 
cural,  (2)  processing,  and  (3)  utilization.  What  I 
have  to  say  about  the  impropriety  of  the  announced 
American  Red  Cross  “military  requirement  goal”  is 
most  conveniently  divided  into  these  headings,  under 
which  are  conveyed  reasons  for  serious  concern. 

1.  Blood  procurement  involves  blood  donation, 
which  is  not  without  hazard.  Death  directly  attrib- 
utable to  blood  donation  occurred  as  did  some  dis- 
semination of  hepatitis.  The  mass  donor  program 
during  the  last  war  inadvertently  became  a mass 
presumptive  serologic  survey  of  “syphilis  testing” 
with  inordinate  harm  to  many  innocent,  healthy 
individuals.3  Physicians,  nurses,  technicians,  and 
facilities  otherwise  utilizable  were  tied  up  in  a 
program  that  ultimately  showed  less  than  10  per 
cent  efficiency  (about  1 million  units  used  out  of  13 
million  collected),  and  even  when  authorities  wanted 
to  decelerate  the  program  because  there  was  nothing 
to  do  with  collected  blood,  they  could  not  do  so, 
from  a “public  relations”  standpoint,  because  hostili- 
ties were  continuing. 

2.  Processing,  for  the  most  part  during  the  war- 

time program,  consisted  in  stockpiling  pooled,  defi- 

nitely hepatotoxic  plasma,  far  in  excess  of  calculable 

need,  some  of  which  has  been  subsequently  “worked- 

over”  but  the  bulk  of  which  has  disappeared.  Some 


portion  wras  diverted  to  research  but  solely  at  the 
discretion  of  an  academic  subcontractor  for  the 
National  Research  Council,  which  seemed  to  rely 
on  purely  chemical  consultations  and  studiously  to 
ignore  advice  of  clinicians.  This  made  possible  an 
abortive  Navy  program  in  which  plasma  albumin 
was  salvaged  w'hile  the  definitely  analeptic  fraction, 
the  plasma  cholinesterase,  was  thrown  away.  So, 
likewise,  were  1,000  tons  of  human  erythrocytes 
after  it  had  been  determined  that  they  made  poor 
fertilizer  and  in  spite  of  the  fact  that  a promising 
scheme  for  their  preservation  and  pharmaceutic 
utilization  had  already  been  evolved.4 * 

3.  Utilization  of  collected  blood  should  determine 
how  much  to  collect.  British  experience  at  El 
Alamein  showed  a need  of  2 units  per  three  casu- 
alties. Allowing  for  austerity,  anything  above  1 
unit  per  casualty  would  indicate  to  me  that  trans- 
fusion is  being  indiscriminately  applied.  I will 
cite  other  reasons  for  believing  this  to  be  the  case, 
but  the  present  specification  as  a “military”  goal 
alone  of  3,600,000  units  per  year,  exactly  the  same 
number  as  our  contemplated  armed  forces  census, 
should  be  ominous.  Add  that  to  the  facts  that  the 
military  still  relies  on  ordinary  “cross-matching” 
without  “blocking  antibody”  tests  for  compatibility 
determination,  that  medical  department  military 
personnel  are  still  indoctrinated  with  the  necessity 
of  immediately  infusing  plasma  into  anyone  found 
prone,  that  such  a procedure  will  indubitably  kill 
some  who  would  otherwise  recover,  that  transfusion 
death  is  an  inevitable  concomitant  of  indiscrimina- 
tion, and  that  the  announced  “military  requirement 
goal”  places  the  burden  of  proof  on  the  military  that 
their  transfusion  practices  are  not,  indeed,  indiscrim- 
inate. 

All  of  the  foregoing  are  not  abrogated  by  press 
handouts  from  the  military  services,  purporting  to 
establish  the  excellent  death-among-wounded  rec- 
ords, because  wre  saw  similar  handouts  during  the 
past  war,  and  “excellent”  remains  a comparative 
term,  based  on  opinion,  and  of  the  latter,  I still 
retain  my  own.  So  do  many  other  disinterested 
observers,  including  enemy  medical  officers  to  whom 
I have  talked,  who  disdained  to  use  plasma  captured 
from  our  side  and  insisted,  nevertheless,  that  their 
own  death-among-wounded  rate  was  not  too  far 
inferior. 

Without  desire  to  obstruct  any  program  or  to 
undermine  defense  morale,  I still  insist  that  past 
errors  in  blood  collection,  processing,  and  utilization 
are  being  presently  repeated.  The  first  could  be 
efficiently  curtailed  if  the  latter  two  were  brought  up 
to  date.  I agree  wholeheartedly  with  Janeway  that 
sensible  processing  would  stretch  the  application  of 
a single  blood  donation  to  the  medical  requirements 
of  20  potential  recipients.6  Whole  blood  or  whole 
plasma  transfusion,  in  most  instances,  now  con- 
stitutes a deplorable  type  of  polytherapy.  While 
[Continued  on  page  622] 
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AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

boltles  of  24's 
100's 

7V. z gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3%  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 
DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3"* 

Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
2P  Christopher  St.,  New  York  14,  N.  Y. 


1.  Hyman.  H T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss,  M.  R.  et  al.  A Course  in  Practical  Therapeutics  (1948) 

3.  Goodman,  l.,  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics  (1941),  22nd  printing.  1951. 

4.  Sollman,  T ; A Manual  of  Pharmacology,  7th  ed.  (1948),, 
and  Useful  Drugs,  14th  ed.  (1947) 


T/i  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


DOSAGE:  One  to  two  7%  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.2'3"* 
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this  is  duly  appreciated  by  “official”  agencies, 
clinically  available  formed-element  and  chemical 
fractions  from  blood  have  not  materialized  from  their 
well-financed  and  publicized  fractionation  programs. 

It  may  be  instructive  to  note  that  the  two  major 
recent  advances  in  blood  derivative  application  seem 
to  have  been  made  by  “unofficial”  investigators 
from  their  own  resources  (although  with  the  very 
definite  cooperation  of  the  American  Red  Cross). 
To  my  certain  knowledge,  the  first  successful  human 
platelet  transfusions  were  carried  out  by  Drs.  Allen 
II.  Minor  and  Lee  Burnett  of  the  Laboratory  of 
Experimental  Cytology,  Lenox  Hill  Hospital,  last 
year,  and  human  plasma  cholinesterase  became 
available  for  clinical  demonstration  of  its  analeptic 
utility  through  the  unselfish,  untiring,  and  unsup- 
ported efforts  of  Drs.  Fred  F.  Johnson  and  Walter 
Ward  and  the  members  of  their  staff  at  the  Cutter 


Laboratories  in  Berkeley,  California.6  These  ad- 
vances portend  what  is  accomplishable  if  the  entire- 
blood  program  is  soundly  based.  Needless  blood 
transfusion  is  indeed  a drain,  not  only  in  the  sense- 
conveyed  by  the  Times  news  item  but  of  a larger 
phase  of  human  life,  resources,  and  biologic  ma- 
terial. 

Robert  D.  Barnard,  M.D. 

138-48  231st  Street 
Laurelton,  Long  Island 


1 Editorial:  New  England  J.  Med.  245:  745  (1951). 

2 Barnard,  R.  D.:  Sigma  Xi  Lecture,  St.  Louis  University 
Medical  School,  1937. 

’Barnard,  R.  D.,  Rein,  C.  R.,  and  Doan,  C.  A.:  Am.  J. 
Syph.,  Gonor.  & Ven.  Dis.,  30:  255  (1946). 

* Barnard,  R.  D.:  J.  Am.  Pharm.  A.  34:  775  (1945). 

6 Janeway,  C.  D.:  J.A.M.A.  138:  575  (1948). 

• Minor,  A.  H.,  and  Burnett,  L.:  Federation  Proc.  (Mar.) 
1952.  In  press. 


PRACTICE  OF  PSYCHIATRISTS 


To  the  Editor: 

It  is  probable  that  many  physicians  are  not 
aware  of  the  development  of  attitudes  in  medical 
thinking  with  regard  to  the  practice  of  psychologists. 
Both  the  American  Medical  Association  and  the 
American  Psychiatric  Association  have  concluded 
that  certification  rather  than  licensure  of  psycholo- 
gists should  be  recommended  at  present.  It  is  not 
felt  that  there  is  sufficient  clarification  of  the  role 
of  psychologists  with  regard  to  the  patient,  the 
psychiatrist,  the  general  medical  profession,  and 
with  other  professionals  to  define  sufficiently  their 
function  as  required  by  a licensing  bill. 

Both  the  A.M.A.  and  the  A.P.A.  have  expressed 
their  concern  about  the  poor  coverage  of  psycho- 


therapy in  the  various  state  medical  practice  acts. 
Considerations  are  going  forward  at  present  in  the 
Medical  Society  of  the  State  of  New  York  to  weigh 
whether  or  not  the  psychiatric  patient  is  at  present 
adequately  protected  in  these  matters  by  New  York 
law.  It  is  the  opinion  of  many  New  York  psychia- 
trists that  such  protection  is  not  afforded  the  patient. 

It  is  felt  that  the  psychologist  can  and  should  be  a 
useful  member  of  the  therapeutic  team.  It  is  not 
felt,  however,  that  he  can  operate  independently  in 
the  therapeutic  field. 

Joseph  D.  Sullivan,  M.D. 

530  East  20th  Street 
New  York  City 
January  7,  1952 


PURCHASE  OF  DEFENSE  BONDS 


To  the  Editor: 

The  American  Medical  Association  was  one  of 
the  nine  major  professional  associations  which 
met  recently  in  Washington  to  form  an  Advisory 
Committee  to  the  Treasury  Department.  At  that 
time  the  costs  of  our  greatly  stepped-up  defense 
program  and  the  necessity  of  these  costs  were  dra- 
matically brought  home  to  us. 

1'he  existing  threats  to  our  American  way  of  life 
must  be  met.  Inflation  is  a danger  very  close  to  us, 
and  one  way  we  can  help  to  curb  this  threat  to  our 
nation  is  to  do  all  in  our  power  to  increase  the  sale 
of  Defense  Bonds  among  our  members — particularly 
by  spreading  the  Bond-a-Month  habit  of  regular 
saving. 

In  the  interests  of  this  important  defense  effort, 
all  members  of  the  American  Medical  Association 


will  receive  a series  of  three  letters  urging  partic- 
ipation in  the  Bond-a-Month  plan.  For  your  in- 
formation, 1 am  attaching  a copy  of  the  first  letter 
which  will  be  sent  to  our  membership  in  December. 
There  will  be  similar  letters  mailed  oul  in  January 
and  February. 

We  sincerely  hope  that  you  will  lend  whatever 
assistance  you  can  to  the  Defense  Bond  Committee  in 
your  state.  Attached  is  a list  of  State  Defense  Bond 
Offices,  and  1 hope  you  will  indicate  to  the  Director 
in  your  state  your  willingness  to  assist  in  this  all- 
important  project. 

George  F.  Lull 
American  Medical  Association 

Chicago,  Illinois 


December  7,  1951 
[Continued  on  page  624  ] 
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Rehabilitation  Achieved  Through  Conservative  Dosage 


Management  in  Everyday  Practice 

The  use  of  simple  laboratory  tests  (sedi- 
mentation rates,  urinalyses,  blood  counts, 
blood  pressure,  and  frequent  weight  re- 
cordings), individualized  adjustment  of 
dosage,  and  careful  clinical  observation 
will  permit  most  patients  to  benefit  mate- 
rially . . . without  fear  of  undesired  effects. 


Effective  Antirheumatic  Response 

Effective  antirheumatic  response  was 
achieved  in  all  100  patients  in  a long-term 
study  at  the  Mayo  Clinic.  More  than  50  of 
these  arthritics  were  maintained  on  50  mg. 
or  less  daily.  In  no  case  was  it  necessary  to 
withdraw  the  hormone. 

Ward,  L.  E.,  Slocumb,  C.  H.,  Polley,  H.  F.,  Lowman, 
E.  W..  and  Hench,  P.  S.:  Proc.  Staff  Mtgs Mayo 
Clinic  26:  361,  September  26,  1951. 


Cortom 

ACETATE 

(CORTISONE  Acetate  Merck) 


Literature  on  Request 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 
In  Canada:  MERCK  & CO.  L i m i t e d — M o n t r e a I 


BEFORE  TREATMENT: 

Periarticular  swelling  and  hydrarthrosis 
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CORRESPONDENCE 


[N.  Y.  State  J.  M. 


[Continued  from  page  622] 

PROPER  USAGE  OF  TROPHIC  AND  TROPIC 


To  the  Editor: 

In  a recent  issue  of  the  Journal,  I read  with 
mixed  pleasure  an  article  in  which  the  author  re- 
peatedly used  the  word  adrenocorticotrophic, 
ascribing  to  the  component  “trophic”  the  connota- 
tion stimulation  or  additive  activity. 

I recall  with  no  inconsiderable  measure  of  nos- 
talgia my  college  days  when  it  was  required  of  the 
student  that  he  be  proficient,  to  a variable  degree, 
in  the  cultured  language  of  ancient  Greece. 

The  word  “trophic”  is  derived  from  the  Greek 
and  is  the  attributive  referring  to  nourishment, 
food,  e.g.,  trophic  nerves,  a term  applied  to  nerves 
that  allegedly  govern  the  nutritional  status  of  the 
areas  where  these  nerves  are  distributed.  On  the 
other  hand,  “tropic,”  also  of  Greek  origin,  relates 
to  turning,  directing,  affecting  in  the  sense  of  enhanc- 
ing or  adding  to  the  activity'  that  already  obtains. 

The  pituitary  hormone  (indicated  by  the  initial 
H in  ACTH)  does  not  supply  directly  or  otherwise 
any  pabulum  to  the  adrenal  cortex;  its  sole  purpose 
is  to  stimulate  the  secreting  cells.  We  are  con- 
cerned here  with  a force  or  act  and  not  with  materiel. 
Hence,  the  correct  word  is  “tropic”  and  not  “trophic.” 

It  is  true  that  the  study  of  language  reveals  that 
the  letters  t and  p (or  the  phonetic  equivalent  ph) 
are  interchangeable;  as  for  instance,  the  p in  the 


Latin  pater  and  the  f in  the  English  father,  and  the 
f in  the  Italian  oftalmologia  instead  of  the  ph  in  the 
English  ophthalmology';  these  letters  are  substi- 
tuted for  each  other,  but  the  connotation  of  the 
respective  words  remains  unchanged. 

To  the  purist  (philologically  speaking)  “trophic” 
in  place  of  “tropic”  is  anathema,  a linguistic  abom- 
ination. 

I am  fully  aware  that  staid  and  meticulous  medical 
authors  in  perfidious  Albion  very'  commonly  employ' 
“trophic”  when  the  context  calls  for  “tropic.”  j 
I presume  if  the  right  people  use  the  wrong  word 
often  enough,  eventually  there  issues  a pronounce- 
ment ex  cathedra  conferring  respectability  upon  the 
dubious  offspring,  and  “the  thing”  is  stamped 
kosher. 

I trust  that  this  communication  will  be  accepted 
in  the  spirit  and  on  the  level  in  which  it  was  con- 
ceived and  that  the  reply  will  be  sympathetic 
rather  than  explanatory. 

John  H.  Bailey,  M.D. 

855  St.  Marks  Avenue 
Brooklyn,  New  York 
December  17,  1951 


INCREASE  IN  SUBSCRIPTION  RATES  FOR  UNITED  MEDICAL 

SERVICE 


To  the  Editor: 

Please  consider  this  communication  advance 
notice  of  an  impending  United  Medical  Service 
(and  Associated  Hospital  Service)  increase  in 
subscription  rates,  soon  to  be  announced  to  the 
public.  For  UMS,  an  increase  was  deemed  wise 
when  tentative  results  for  1951  indicated  the  cur- 
rent subscription  rates  would  just  about  carry  the 
underwriting  business  for  this  y'ear.  Since  AHS 
had  already'  decided  upon  a rate  increase  effective 
May  1,  1952,  it  became  necessary'  for  UMS  to  take 
immediate  action  or  hold  off  for  a y'ear. 

Accordingly,  to  prevent  impairment  of  the  cur- 
rently strong  UMS  financial  condition,  an  average 
15  per  cent  over-all  increase  in  surgical  and  surgical- 
medical  rates  was  recommended  by'  our  actuaries, 
endorsed  by  our  Underwriting  Committee  of  in- 
surance experts,  approved  by  the  Board  of  Direc- 
tors, and  authorized  by  the  State  Insurance  Depart- 
ment. These  rates  will  be  put  into  effect  May  1, 
1952. 

Please  note  these  rate  increases  are  intended  to 


maintain  the  status  quo.  They'  will  not  finance 
liberalization  of  subscriber  benefits  or  allowances 
to  physicians.  Therefore,  do  not  confuse  them  with 
rate  changes  that  may'  originate  from  subscriber 
contract  revisions  being  presently'  submitted  to 
UMS  by  the  several  component  medical  societies. 
These  revisions  are  being  studied  by'  the  executive 
staff.  When  evaluated,  co-ordinated,  and  priced, 
the  results  will  be  reported  to  the  Medical  Society’s 
reference  committee  for  consideration  and  such 
recommendations  as  that  body  may'  wish  to  make 
to  the  UMS  Board  of  Directors. 

Full  details  of  the  UMS  rate  increase  will  be  sent 
to  all  physicians  through  the  UMS  “Bulletin.” 
It  would  be  very  helpful  if  y'ou  make  the  contents 
of  this  letter  known  to  the  members  of  y'our  Society'. 

John  F.  McCormack 
Vice-President  and  Secretary' 
United  Medical  Service 

New  York  City 
January  16, 1952 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1 95 1 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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Announcement  of  Regular  Corps  Examination  for  Medical  Officers 


A COMPETITIVE  examination  for  the  appoint- 
-Ci-  ment  of  medical  officers  to  the  Regular  Corps 
of  the  United  States  Public  Health  Service  will  be 
held  on  June  3,  4,  and  5,  1952.  Examinations  will 
be  held  at  a number  of  points  throughout  the 
United  States,  located  as  centrally  as  possible  in 
relation  to  the  homes  of  candidates.  Applications 
must  be  received  no  later  than  April  30,  1952. 

Appointments  will  be  made  in  the  grades  of 
assistant  surgeon  [equivalent  to  Navy  rank  of 
Lieutenant  (j.g.)  and  senior  assistant  surgeon 
(equivalent  to  Lieutenant)] . Requirements  for 
both  grades  include  United  States  citizenship,  over 
twenty-one  years  of  age,  and  graduation  from  a 


recognized  school  of  medicine.  For  assistant  sur- 
geon, the  candidate  must  have  at  least  seven  years 
of  educational  training  and  professional  experience 
subsequent  to  high  school  and  for  senior  assistant 
surgeon,  at  least  ten  years.  The  examination  will 
include  an  oral  interview,  physical  examination,  and 
written  objective  tests  covering  the  professional 
field. 

Application  forms  and  additional  information 
may  be  obtained  by  writing  to  the  Surgeon  General, 
United  States  Public  Health  Service,  Federal 
Security  Agency,  Washington  25,  D.C.  Attention: 
Division  of  Commissioned  Officers.  Applications 
received  after  April  30,  1952,  cannot  be  accepted. 


MEDICALLY  SPEAKING— 


Roswell  Park  Memorial  Medal  Awarded — On 

February  14,  the  Buffalo  Surgical  Society  presented 
the  Roswell  Park  Memorial  Medal  for  “outstanding 
surgical  achievement”  to  Dr.  Edward  D.  Churchill 
of  Boston,  Massachusetts,  who  was  the  fifth  recipient 
of  this  award.  Previous  recipients  have  been  Dr. 
Allen  O.  Whipple  (1948),  Dr.  Evarts  A.  Graham 
(1949),  Dr.  Dallas  B.  Phemister  (1950),  and  Dr. 
Frederick  A.  Coller  (1951). 

At  the  presentation  ceremonies,  Dr.  Churchill 
delivered  the  annual  Roswell  Park  Lecture,  entitled 
“The  Architectural  Basis  of  Pulmonary  Ventila- 
tion.” 

Cleveland  Clinic  Announces  Course — On  April 
3,  4,  and  5,  1952,  the  Frank  E.  Bunts  Institute  and 
the  Cleveland  Clinic  Foundation  will  present  a 
continuation  course  for  physicians  on  “The  Diag- 
nosis and  Treatment  of  Malignant  Disease.”  Dr. 
Freddy  Homburger,  research  professor  of  medicine, 
Tufts  College  Medical  School,  Boston,  will  give  the 
evening  lecture  on  April  4.  The  other  guest 
speakers  will  be  Dr.  Allan  C.  Barnes,  professor  of 
obstetrics  and  gynecology  and  chairman  of  the  de- 
partment, Ohio  State  University,  College  of  Medi- 
cine; Dr.  Brown  M.  Dobyns,  associate  professor  of 
surgery,  Western  Reserve  University  School  of 
Medicine,  Cleveland,  and  Dr.  Thomas  D.  Kinney, 
director  of  laboratories,  Cleveland  City  Hospital, 
and  professor  of  pathology,  Western  Reserve 
University  School  of  Medicine,  Cleveland. 

Inquiries  regarding  the  complete  program  and 
registration  may  be  addressed  to  the  Frank  E. 


Bunts  Educational  Institute,  2020  East  Ninety- 
third  Street,  Cleveland  6,  Ohio. 

Medical  Post  Filled — Dr.  Stiles  D.  Ezell,  Middle- 
town,  a graduate  of  Jefferson  Medical  College  in 
1932  and  a member  of  the  Medical  Society  of  the 
State  of  New  York,  has  been  appointed  by  the 
State  Board  of  Regents  as  secretary  of  the  State 
Board  of  Medical  Examiners.  Dr.  Ezell  succeeds 
Dr.  Jacob  L.  Lochner,  Albany,  who  resigned  to  be- 
come assistant  medical  director  of  the  State  Work- 
men’s Compensation  Board. 

Industrial  Health  Congress — Cooperation  in  a 
solution  of  the  industrial  health  problems  of  the 
nation  was  assured  at  the  twelfth  annual  Congress 
on  Industrial  Health,  held  in  Pittsburgh,  Pennsyl- 
vania, January  18  and  19,  sponsored  by  the  Council 
on  Industrial  Health  of  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of 
Pennsylvania,  and  the  Allegheny  County  Medical 
Society.  Dr.  Howard  A.  Rusk,  New  "York  City, 
in  an  address  stated  that  industry  is  being  con- 
ditioned for  a greater  influx  of  the  marginal  worker, 
the  more  severely  handicapped,  the  older  worker, 
and  women.  Dr.  Rusk  is  chairman  of  the  Health 
Resources  Advisory  Committee,  Office  of  Defense 
Mobilization,  and  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  New  York  University- 
Bellevue  Medical  Center. 

Dr.  Anthony  J.  Lanza,  New  York  City,  chairman 
of  the  Institute  of  Industrial  Medicine,  New  York 
Universitv-Bellevue  Medical  Center,  is  chairman 
of  the  A.M.A.’s  Council  on  Industrial  Health. 


MEETINGS 

PAST 


Saratoga  County  Medical  Society 

Three  programs  of  postgraduate  instruction, 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation 
with  the  State  Department  of  Health,  were  pre- 


sented recently  at  meetings  of  the  Saratoga  County 
Medical  Society. 

On  January  31,  Dr.  L.  Maxwell  Lockie,  professor 
of  therapeutics  at  the  University  of  Buffalo  School 
[Continued  on  page  028] 
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• The  Problem 

It  has  long  been  recognized  that  many 
diabetics  have  a defective  mechanism  for 
metabolizing  fats,  especially  if  they  are 
overweight  and  middle  aged.1 

• Two-Sided  Etiologic  Picture 

Liver  disease  is  generally  secondary  to 
diabetes  . . . but  sometimes  liver  dys- 
function may  aggravate  the  diabetic 
syndrome.1 

With  Syrup  WYCHOL  It  Is  Eosy 


• To  give  enough — because  Wychol  is  potent.  One  tablespoonful  supplies  3 Gm.  choline 
base  plus  0.45  Gm.  inositol. 

• To  maintain  therapy — because  Wychol  has  an  appealing  fruit-like  flavor. 

(It  should  be  noted  that  each  tablespoonful  Syrup  Wychol  supplies  6.75  Gm.  sucrose) 

1 . Leevy,  C.M.,  Ryan,  C.M.,  and  Fineberg,  J.C. : Am.  J.  Med.  8 :290,  1950. 

2.  Pomeranze,  J.,  and  Levine,  V. : Rev.  Gastroenterol.  76:771 , 1949. 

3.  Felch,  W.C.,  and  Dotti,  L.B.:  Proc.  Soc.  Exper.  Biol.  & Med.  72:376,  1949. 

4.  Dietrich,  H.W.:  South.  M.  J.  43: 743,  1950. 

SUPPLIED:  Syrup  Wychol,  bottles  of  1 pint  • Capsules  Wychol,  bottles  of  100  and  1000 — convenient 
for  maintaining  therapy  away  from  home. 


• Value  of  Lipotropic  Therapy 

In  the  former  case,  lipotropic  factors 
such  as  choline2  and  inositol3  have  been 
observed  to  reduce  excessive  blood  chol- 
esterol levels. 

In  the  latter  case,  the  patient’s  response 
to  lipotropic  therapy  may  so  favorably 
influence  the  syndrome  that  insulin  re- 
quirements are  sharply  reduced.14 

® In  Every  Case  — 

The  cardinal  rule  of  lipotropic  therapy  is 
to  give  enough,  long  enough. 


WYCHOL* 

Choline  and  Inositol  Wyeth 


V/lYPf/f  Incorporated  • Philadelphia  2,  Pa. 
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of  Medicine,  spoke  on  “Present-day  Treatment  of 
Arthritis,  Including  ACTII  and  Cortisone.” 

On  February  7,  Dr.  J.  Scott  Butterworth,  assistant 
professor  of  medicine,  New  York  University  Post- 
Graduate  Medical  School,  spoke  on  “The  Place  of 
the  Electrocardiogram  in  the  Diagnosis  of  Heart 
Disease.” 

On  February  14,  Dr.  Gilbert  M.  Beck,  professor 
of  psychiatry,  University  of  Buffalo  School  of  Medi- 
cine, spoke  on  “Psychiatric  Problems  in  General 
Practice.” 

New  York  University  Post-Graduate  Medical 
School 

Dr.  Jerome  W.  Conn,  professor  of  internal  medi- 
cine, University  of  Michigan  Medical  School,  gave 
the  annual  Sigmund  Pollitzer  Lecture  on  February  1 
at  the  New  York  University-Bellevue  Medical 
Center,  under  the  sponsorship  of  New  York  Uni- 
versity Post-Graduate  Medical  School.  His  topic 
was  “The  Influence  of  Adrenal  Cortical  Activity 
Upon  the  Electrolyte  Composition  of  Thermal 
Sweat.” 

American  Medical  Association,  Council  on  Medi- 
cal Education  and  Hospitals 

Dr.  H.  G.  Weiskotten,  Syracuse,  chairman  of  the 
American  Medical  Association  Council  on  Medical 
Education  and  Hospitals,  presided  at  a meeting  of 
this  group  held  in  Chicago,  Illinois,  on  February  11. 
Dr.  Weiskotten  gave  the  chairman’s  address  on 
“A  Study  of  Factors  Relating  to  the  Distribution  of 
Physicians.”  At  the  same  meeting  Dr.  Louis  H. 
Bauer,  Hempstead,  secretary  general  of  the  World 


Medical  Association,  spoke  on  “Medical  Education 
and  the  World  Medical  Association.” 

Ontario  County  Medical  Society 

“The  Practical  Application  of  Endocrinology  in 
Gynecology”  was  the  topic  of  a paper  presented  by 
Dr.  Charles  W.  Lloyd,  assistant  professor  of  medi- 
cine, State  University  of  New  York  College  of 
Medicine  at  Syracuse,  at  a meeting  of  the  Ontario 
County  Medical  Society  February  12  in  Geneva. 
The  program  was  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  in  cooperation  with 
the  State  Department  of  Health. 

Geneva  Academy  of  Medicine 

Dr.  William  Thomas  Foley,  assistant  professor  of 
medicine,  Cornell  University  Medical  College,  spoke 
on  “Recent  Advances  in  the  Treatment  of  Periph- 
eral Vascular  Disease”  at  a meeting  of  the  Geneva 
Academy  of  Medicine  held  February  18  in  Geneva. 
The  program  was  postgraduate  instruction  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health. 

Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 

The  annual  Dr.  Henry  Joachim  Lecture  on  the 
application  of  fundamental  sciences  in  medicine 
was  given  on  February  26  under  the  sponsorship 
of  the  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases.  The  lecture  was  delivered  by  Dr.  Kurt 
G.  Stern,  adjunct  professor  of  biochemistry,  Poly- 
clinic Institute  of  Brooklyn,  on  “Biophysical 
Methods  in  Medical  Research.” 


FUTURE 


National  Health  Council 

The  thirty-second  annual  meeting  of  the  National 
Health  Council  will  be  held  Thursday  and  Friday, 
March  13  and  14,  at  the  Hotel  Roosevelt,  New 
York  City.  Dr.  Thomas  D.  Dublin,  National 
Health  Council  executive  director,  will  report  on 
the  findings  of  the  Council’s  two-year  survey  of  the 
more  than  1,200  state  and  local  health  planning 
bodies  in  operation  throughout  the  country.  The 
interrelation  of  national  and  international  health 
programs  will  be  outlined  by  the  Honorable  Willard 
L.  Thorp,  assistant  secretary  of  state  for  economic 
affairs,  U.S.  State  Department,  in  a luncheon  ad- 
dress on  “Health  and  Geography.” 

New  York  Society  of  Neurosurgery 

Dr.  Gilbert  Horrax,  from  the  Lahey  Clinic,  the 
New  England  Deaconess  Hospital,  and  the  New 
England  Baptist  Hospital,  Boston,  Massachusetts, 
will  deliver  the  annual  Charles  A.  Elsberg  Lecture 
at  a meeting  of  the  New  York  Society  of  Neuro- 
surgery to  be  held  Tuesday,  March  18,  at  the  New 
York  Academy  of  Medicine  at  8:30  p.m.  His 
subject  will  be  “The  Development  of  Brain  Tumor 
Surgery.” 

American  Congress  on  Obstetrics  and  Gynecology 

The  fifth  American  Congress  on  Obstetrics  and 
Gynecology  will  be  held  in  Cincinnati,  Ohio,  March 
31  to  April  4,  at  the  Netherland  Plaza  Hotel.  An 
outstanding  program  will  be  presented  including  all 
phases  of  this  branch  of  medicine.  For  further  in- 
formation address  Dr.  J.  Edward  Hall,  429  Clinton 
Avenue,  Brooklyn  5,  New  York. 


Rensselaer  County  Medical  Society 

Programs  of  postgraduate  instruction  have  been 
arranged  for  the  Rensselaer  County  Medical  Society 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health.  On  March  11,  in  Troy, 
Dr.  Leon  G.  Berman,  clinical  associate  professor  of 
surgery,  State  University  of  New  York  College  of 
Medicine  at  Syracuse,  spoke  on  “Diagnosis  and 
Treatment  of  the  Acute  Surgical  Abdomen.” 

On  April  8,  at  8:30  p.m.,  at  the  Leonard  Hospital, 
Troy,  Dr.  Marvin  Stern,  assistant  professor  of 
psychiatry,  New  York  University  College  of  Medi- 
cine, will  speak  on  “Recognition  and  Management  of 
Psychiatric  Problems  in  General  Practice.” 

On  May  6,  at  8:30  p.m.,  at  St.  Mary’s  Hospital, 
Troy,  Dr.  Emil  Granet,  lecturer  in  graduate  medi- 
cine, Columbia  University  College  of  Physicians 
and  Surgeons,  will  speak  on  “Recent  Progress  in 
the  Management  of  Common  Anorectal  Lesions.” 

Academy  of  General  Practice,  Elmira  Chapter 
Dr.  Paul  H.  Garvey,  associate  professor  of  medi- 
cine, University  of  Rochester  School  of  Medicine 
and  Dentistry,  will  speak  on  “Diagnosis  and  Treat- 
ment of  Common  Neurologic  Disorders”  at  a meet- 
ing of  the  Elmira  Chapter  of  the  Academy  of  Gen- 
eral Practice  to  be  held  Wednesday  night,  April  9, 
at  6:30  p.m.  at  the  Mark  Twain  Hotel,  Elmira. 
The  program  is  postgraduate  instruction  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health. 

[Continued  on  page  632] 
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this 
sword 
means 

Cancer 
SERVICE 

Six  hundred  thousand  pa* 
tients  are  under  treatment 
for  cancer  today. 

For  many  of  them  the  Amer- 
ican Cancer  Society  helps  pro- 
vide medical  services,  dress- 
ings, transportation,  articles  of 
comfort  and  necessity,  relief 
from  pain. 

The  volunteers  who  work 
under  the  sign  of  the  cancer 
sword  need  your  support.  Can- 
cer Strikes  One  in  Five.  Your 
Dollars  Strike  Back. 

Mail  Your  Gift  to  “Cancer” 
Care  of  Your  Local  Postoffice 

AMERICAN 
CANCER  SOCIETY 


V 

Complete  14  Day 

NEW  wh  SODIUM  DIET 

provides: 

90  gm.  protein 

(4  times  that  of  rice  diet) 

50  gm.  fat 

300  gm.  carbohydrate 
2000  Calories 

(or  as  required) 

yet  contains 

less  than  100  mg.  sodium 

\ 

WE  SUPPLY  THE  ENTIRE  DIET 

Meat,  poultry,  vegetables,  etc.  all 
pre-cooked. — Condiments  as  well! 

— An  exclusive  process  for  remov- 
ing NATURAL  SODIUM  allows  the 
inclusion  of  liberal  amounts  of 
tasty  beef  and  chicken. 

Easy  to  follow  14  day  menu 
also  supplied.  All  foods  constantly  \ 
analyzed  for  sodium  by  flame 
photometer.  Rigid  specifications 
are  met. 

NOW  . . . 

You  can  prescribe  with  certainty 
A VERY  LOW  SODIUM  DIET 
LESS  than  1 00  mg./day  of  SODIUM 
SAFE  — CONVENIENT  — PALAT- 
ABLE— EFFORTLESS — just  by  writ- 
ing or  phoning 

LOW  SODIUM  FOOD  LABORATORIES 

157  East  95th  Street 
New  York  21,  N.  Y. 

Enright  9-8780 
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Howard  Francis  Beakey,  M.D.,  of  Brooklyn, 
died  on  November  14,  1951,  at  the  age  of  fifty-five. 
Dr.  Beakey  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1923.  He  was  attending  physician  at  St.  Mary’s 
Hospital  and  associate  attending  physician  at  the 
Holy  Family  Hospital,  both  in  Brooklyn.  A Diplo- 
mate  of  the  American  Board  of  Internal  Medicine, 
Dr.  Beakey  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Joseph  Bernstein,  M.D.,  of  New  York  City,  died 
on  October  16,  1951,  at  the  age  of  forty-two.  Dr. 
Bernstein  received  his  medical  degree  from  Indiana 
University  in  1937.  He  was  clinical  assistant  at- 
tending physician  at  the  Mount  Sinai  Hospital  Out- 
patient Department.  Dr.  Bernstein  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Chester  Richard  Brown,  M.D.,  of  the  Bronx, 
died  on  January  20  at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Brown  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1920.  He  was  attending  pathologist  at  the  Lin- 
coln and  St.  Francis  Hospitals.  Dr.  Brown  was  a 
member  of  the  American  Association  of  Pathologists 
and  Bacteriologists,  the  New  York  Pathological 
Society,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Gerald  Thompson  Church,  M.D.,  of  Syracuse, 
died  on  January  10  at  his  home  at  the  age  of  forty- 
nine.  Dr.  Church  received  his  medical  degree  from 
the  Syracuse  University  College  of  Medicine  in  1927 
and  interned  at  the  Rhode  Island  General  Hospital, 
Providence,  Rhode  Island.  During  World  War  II 
he  served  as  a lieutenant  colonel  in  the  U.S.  Army 
Medical  Corps.  Dr.  Church  was  attending  surgeon 
at  the  University  Hospital.  A Fellow  of  the 
American  College  of  Surgeons,  he  was  a member  of 
the  Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Samuel  Lee  Gifford,  M.D.,  of  Rome,  died  on 
January  8 at  the  age  of  eighty-two.  Dr.  Gifford 
received  his  medical  degree  from  the  New  York 
University  Medical  School  in  1893  and  had  prac- 
ticed for  fifty-three  years  in  Whitesboro,  before  his 
retirement  in  1948.  For  many  years  he  was  health 
officer  for  the  Village  of  Whitesboro  and  for  the 
Town  of  Whitestown.  Dr.  Gifford  was  a member  of 
the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Henry  Harris  Haft,  M.D.,  of  Syracuse,  died  on 
January  23  at  his  home  at  the  age  of  sixty.  Dr 
Haft  was  graduated  from  the  Syracuse  University 
College  of  Medicine  in  1917  and  during  World  War 
I served  as  chief  of  medical  service  at  the  Army 
hospital  at  Winchester,  England.  During  World 
War  II  he  served  with  the  U.S.  Army  Medical  Corps 
as  assistant  chief  of  medical  services  of  the  Fifty- 
second  General  Hospital  at  Kidderminster,  England. 
Dr.  Haft  was  clinical  professor  of  medicine  at  the 
Syracuse  University  College  of  Medicine  and  at- 
tending physician  at  the  University  Hospital  and 
at  the  Syracuse  Dispensary.  A Fellow  of  the 
American  College  of  Physicians  and  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  Dr. 
Haft  was  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Julia  Singer  Haller,  M.D.,  of  New  York  City, 
died  in  September,  1951,  at  the  age  of  thirty-nine. 
Dr.  Haller  received  her  medical  degree  from  the 
University  of  Vienna  in  1937. 


Brooks  Walton  McCuen,  M.D.,  of  Syracuse,  died 
on  December  20,  1951,  at  the  age  of  sixty-four.  Dr. 
McCuen  was  graduated  from  the  Syracuse  Univer- 
sity College  of  Medicine  in  1911  and  interned  at  St. 
Joseph’s  Hospital  in  Syracuse.  Dr.  McCuen  was 
associate  professor  of  surgery  at  the  Syracuse  Uni- 
versity College  of  Medicine  and  was  senior  attending 
surgeon  at  St.  Joseph’s  Hospital.  A Diplomate  of 
the  American  Board  of  Surgery,  he  was  a member  of 
the  Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Salvatore  Ciro  Pecoraro,  M.D.,  of  Brooklyn, 
died  on  December  7,  1951,  at  the  age  of  fifty-two. 
Dr.  Pecoraro  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1923. 


Jules  Redish,  M.D.,  of  Lynbrook,  Long  Island, 
died  on  January  18  at  his  home  at  the  age  of  forty- 
one.  Dr.  Redish  received  his  medical  degree  from 
the  New  York  University  and  Bellevue  Hospital 
Medical  School  in  1934  and  interned  at  Bellevue 
Hospital.  He  was  assistant  professor  of  medicine 
at  the  New  York  University  College  of  Medicine. 
Dr.  Redish  was  assistant  attending  physician  at  the 
University  Hospital,  associate  physician  at  Bellevue 
Hospital,  senior  assistant  attending  physician  at  the 
Bellevue  Hospital  cardiac  clinic,  attending  cardiol- 
ogist at  the  Meadowbrook  Hospital  in  Hempstead, 
and  on  the  staff  of  the  South  Nassau  Communities 
Hospital  in  Rockville  Centre.  A Fellow  of  the 
American  College  of  Physicians  and  a Diplomate  of 
[Continued  on  page  632] 
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Each  5-cc. 
teaspoonful 
of  Vi-Daylin 
contains: 


Vitamin  A.  3000  U.S.P.  units 
Vitamin  D.  800  U.S.P.  units 
Thiamine 

Hydrochloride. 1.5  mg. 

Riboflavin 1.2  mg. 

Ascorbic  Acid 40  mg. 

^Vitamin  B12 3 mcg.^ 

Nicotinamide 10  mg. 


Children  like  its  lemon-candy  flavor,  eagerly 
accept  Vi-Daylin  right  from  the  spoon.  Yet,  compare 
its  potent  formula  with  other,  less  appealing  products. 
Note  that  Vi-Daylin  now  supplies  seven  important 
vitamins,  including  3 meg.  of  vitamin  Bi2.  And 
Vi-Daylin  presents  no  storage  problem,  can  be  kept 
for  two  years  without  refrigeration.  Has  no  fishy  taste 
or  odor.  Will  not  curdle  milk.  Why  not  prescribe 
Vi-Daylin  for  your  young  patients?  At  pharma- 
cies in  90-cc.,  8-fluidounce  and  1-pint  bottles.  CLMrott 
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the  American  Board  of  Internal  Medicine,  Dr. 
Redish  was  a member  of  the  New  York  Academy  of 
Medicine,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Otto  V.  M.  Schmidt,  M.D.,  of  New  York  City, 
died  on  January  15  at  the  age  of  fifty-four.  Dr. 
Schmidt  received  his  medical  degree  from  McGill 
University  Medical  School,  Montreal,  Canada,  in 
1922.  He  was  assistant  attending  surgeon  at  the 
Manhattan  Eye,  Ear  and  Throat  Hospital.  A 
Fellow  of  the  American  College  of  Surgeons  and  a 
Diplomate  of  the  American  Board  of  Otolaryngology, 
Dr.  Schmidt  was  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  the 
New  York  Academy  of  Medicine,  the  New  York 
Otolaryngological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alfred  A.  Schwartz,  M.D.,  of  New  York  City,  died 
on  January  13  at  his  home  at  the  age  of  sixty.  Dr. 
Schwartz  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1912 
and  interned  at  Beth  Israel  Hospital.  During  World 
War  I he  served  overseas  with  the  U.S.  Army  Medi- 
cal Corps.  Dr.  Schwartz  was  attending  otolaryn- 
gologist at  Montefiore  Hospital  and  director  of 
otorhinolaryngology  at  Sydenham  Hospital.  A 
Diplomate  of  the  American  Board  of  Otolaryngol- 
ogy, he  was  a member  of  the  American  Academy  of 


Ophthalmology  and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  J.  White,  M.D.,  of  Troy,  died  on  December 
11,  1951,  at  the  Albany  Hospital  at  the  age  of 
seventy-three.  Dr.  White  was  graduated  from  the 
Albany  Medical  College  in  1899  and  interned  at  the 
Albany  Hospital.  In  1949  he  was  honored  upon  the 
completion  of  fifty  years’  practice.  Dr.  White  was 
a member  of  the  Rensselaer  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  I.  Singer,  M.D.,  of  New  York  City,  died 
on  January  22  in  Palm  Beach,  Florida,  as  the  result 
of  an  automobile  accident,  at  the  age  of  sixty-nine. 
Dr.  Singer  received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1908.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

George  Calvin  Tallerday,  Jr.,  M.D.,  of  New  York 
City  and  the  Bronx,  died  on  January  20  in  the  Hark- 
ness  Pavilion  of  the  Columbia-Presbyterian  Medical 
Center  at  the  age  of  sixty-eight.  Dr.  Tallerday  re- 
ceived his  medical  degree  from  the  University  of 
Chicago  School  of  Medicine  and  Surgery  in  1906. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps. 
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New  York  Heart  Association 

The  annual  meeting  of  the  New  York  Heart  Asso- 
ciation will  be  held  April  22  at  8:30  p.m.  at  the  New 
York  Academy  of  Medicine. 


State  Health  Conference 

Dr.  William  A.  Brumfield,  Jr.,  acting  State  Health 
Commissioner,  has  announced  that  the  forty-eighth 
annual  health  conference  will  be  held  June  3 to  6 
at  Lake  Placid. 


PERSONALITIES 


Honored 

On  his  ninety-fifth  birthday,  by  friends  and 
former  patients,  Dr.  Lewis  FitzSimmons  of  Pulteney. 


Appointed 

Dr.  Louis  L.  Amato,  Eastchester,  as  medical 
director  of  the  Francis  Schervier  Hospital,  River- 
dale.  . . Dr.  Thomas  L.  Piazza,  Glenmont,  as  chief 
of  anesthesiology  at  the  Albany  Veterans  Hospital. 


Elected 

Dr.  Hyman  Sneierson,  Binghamton,  as  president 
of  the  medical  staff  of  the  Binghamton  City  Hos- 
pital . . . Dr.  Carl  0.  Vrooman,  Mount  Vernon,  as 
president  of  the  medical  board  of  the  Mount  Vernon 
Hospital  . . . Dr.  Meyer  Zodikoff,  Newburgh,  as 
president  of  the  Outpatient  Department  of  St. 
Luke’s  Hospital,  Newburgh. 

New  Office 

Dr.  Robert  B.  Pender,  Army  veteran,  practice 
of  general  surgery  in  Utica. 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1952 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman's  Auxiliary 

MAY  12  to  16,  1952 

HOTEL  STATLER,  NEW  YORK  CITY 
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Doctor, 
be  your  own 


Take  a PHILIP  MORRIS  and  any  other  cigarette 

1.  Light  up  either  one  first.  Take  a puflf  — get  a good  mouthful 
of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come  directly  through 
your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

Notice  that  PHILIP  MORRIS  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


judge... 
try  this 
simple  test 


With  so  many  claims 
made  in  cigarette  ad- 
vertising, you,  Doc- 
tor, no  doubt  prefer 
to  judge  for  yourself. 
So  won’t  you  make 
this  simple  test? 


X.K< 
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For  supplementation  of  essential  vitamins, 

insure  maximum  absorption  and  utilization  with 
Vifort...a  completely  water-soluble  polyvitamin 
solution  containing  synthetic  vitamins  A and  D 

in  small  particle  size;  Hyflavin®  (Endo’s  unusually 
soluble  riboflavin ) and  four  other  B vitamins; 
vitamin  C;  and  vitamin  E.  Entirely  free  from 
fishy  taste  or  odor. 

Available  as  Vifort  soft-gelatin  capsules, 
in  bottles  of  30, 100  and  250;  also 

Vifort  Drops,  ideal  for  infants  and  children, 
™ in  15  and  30  cc.  dropper  bottles. 


Samples  on  request 

Endo  Products  Inc.,  Richmo7id  Hill  18,  N.  Y. 
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In  very  special  cases 

A very  superior  Brandy 


THE  WORLDS  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co.,  New  York.  N.Y. 


busy  man  . . . 

I can’t  afford  to  waste  my  own  time — 
you  can  be  sure 
I won’t  waste  yours. 

DIXON  DeVORE 

YOUR  Saunders  REPRESENTATIVE 

lor  New  York  Stale  except  Greater  Manhattan 


PHONE:  TE  8-5888 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Lkenied 
Day  A Eve  Couraei 
Co-ed.  (Founded  1936) 
Get  Iree  Catalog  69 
667  Madlion  Avenue 
New  York  21,  N.  Y, 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  1 8,  N.  Y. 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NUCARPON' 

Each  tablet  contains-.  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  */*  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
1123  BROADWAY,  NEW  YORK 


FOR 

BUSINESS  OPPORTUNITIES 
WATCH  THE 
CLASSIFIED  COLUMN 
PAGE  639 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


637 


Now  Open 

THE  MIAMI  HEART  INSTITUTE 

an  Inter-American  Heart  Hospital 
for  Patients  with  Cardio-Vascular  Diseases 

A non-profit  institution  staffed  by  125  physicians,  many  certified  by  American  Board  of  Internal  Medi- 
cine. Endorsed  by  the  Florida  and  Miami  Heart  Associations.  Special  Long-term  Rates  for  Ambulant 
Patients.  Recreational  Therapy.  Dietary  Regimes.  Physiotherapy. 

R.  A.  Carvolth  Chas.  E.  Sorensen  Robt.  J.  Boucek,  M.D. 

Administrator  President  of  the  Board  Director  of  Research 


4701  N.  Meridian  Avenue,  Miami  Beach  40,  Florida 


FOR  REHABILITATION  AND  PHYSICAL  RESTORATION 

* * * THE  PINEHAVEN  SANITARIUM  * * * 

225  BEDS  *****  FOR  ALL  STAGES  OF  CHRONIC  AND  TERMINAL  ILLNESS 


RESIDENT  PHYSICIANS  * * * * 
PINEWALD,  NEW  JERSEY 
NEAR  LAKEWOOD 
PHONES:  TOMS  RIVER  8-2050-1-2 


* REGISTERED  PHYSICAL  THERAPISTS 

LIC.  BY  N.  J.  DEPT.  OF  INSTITUTIONS  & AGENCIES 
MEMBER  OF  N.  J.  HOSPITAL  ASSOCIATION 
MEMBER  OF  A.  M.  HOSPITAL  ASSOCIATION 
REGISTERED  WITH  A.  M.  A. 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


• • 


It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 


PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander — 59  E.  79th  St. — Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HALCYON  KEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


MANOR  NURS,NG 


HOLBROOK  iiinn  v ii  HOME 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


FRANOES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS  In  the  Placement  of 


Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave..  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  HELM. 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BROWN’S  MUrrayHill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance.  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y..  N.  T.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbj„aw,-Ck*,i'. 
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MODERN  PROFESSIONAL  BUILDING 


AVAILABLE 
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Just  completed,  modern  suburban,  professional  building. 
Hub  of  capital  district,  Schenectady,  Albany  and  Troy. 
Dentist  and  Optometrist  practicing  now — two  more  suites 
of  offices  available — wonderful  location  and  opportunity. 
Contact  Robert  F.  Rudisill,  DDS,  Latham,  N.  Y.  ARsenal 
3-5469. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Professional  apartments,  suitable  for  doctors,  dentists, 
podiatrists,  etc.  3l/2  rooms.  New  garden  apartment  de- 
velopment. 1 block  to  subway-busses,  Long  Island  Railroad 
station,  churches,  schools,  community  halls.  187-21  Baisley 
Blvd.,  St.  Albans,  Queens,  LAurelton  5-9842,  10  AM-5  PM. 


Radiologist,  35,  fully  certified  and  experienced.  Now  in 
large  hospital.  Desires  location,  hospital  or  group  associa- 
tion in  upstate  community.  Box  515,  N.Y.  St.  Jr.  Med. 


DESIRES  POSITION 


Experienced  physician,  New  York  license,  desires  position 
as  locum  tenens,  association  with  General  Practitioner  or 
Surgeon;  or  industrial  work,  Syracuse,  Rochester,  Utica  and 
vicinity  preferred.  Box  517,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Physician,  middle  aged.  A diplomate  in  diagnostic  roent- 
genology, seeks  part  or  full  time  position  as  assistant  in 
private  practice,  or  in  hospital  within  Cosmopolitan  area. 
Box  516,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Prospect  Park  Section.  Center  of  Brooklyn.  Wanted — 
specialist  to  share  office,  in  house  to  be  completed  and  fur- 
nished by  May  1,  1952.  On  exclusive  street  with  excel- 
lent transportation  facilities.  All  furnishings  new.  Call 
evenings  only.  IN  2-3287. 


FOR  RENT 


Office  space  with  Internist,  Hempstead  or  Franklin  Square, 
Long  Island.  Share  furnished  waiting  room.  Reasonable. 
Hempstead  7-5414. 


FOR  SALE 


Canandaigua,  N.  Y.,  Physician’s  desirable  Home-Office 
combination,  best  location.  Also  lake  shore  homes,  estates, 
motels,  farms,  sanitorium  sites.  John  T.  Nothnagle,  Inc., 
Broker,  Mildred  C.  Aldridge,  Canandaigua,  Mgr.,  Tel.  1198M. 


FOR  SALE 


Physician’s  4-room  suite.  8-room  house  combination,  2-car 
garage  Recently  deceased.  Equipment.  Excellent  location. 
Rapidly  growing  community.  Terms.  Box  355,  Linden- 
hurst, L.  I. 


FOR  SALE 


Suburban  practice,  large  home,  modern  offices  and  equip- 
ment. Two  hospitals  in  immediate  vicinity.  To  settle 
estate  of  recently  deceased  Doctor.  Ready  made  practice 
in  area  that  has  great  need  of  a physician.  824,000. 
Robert  H.  Burton,  Executor.  Box  18,  Mecklenburg,  N.  Y. 


FOR  SALE 


Prosperous  rural  practice,  unopposed.  Home  office  com- 
bination. W7ell  equipped;  X-ray.  Beautiful  Central  New 
York.  Hospital  nearby.  $15,000  - $7,000  cash.  Will 
introduce.  Box  521,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Extensive  E.E.N.T.  practice  in  N.  Y.  C.,  40  years  established, 
middle  class  community,  for  sale  or  lease.  7 room  apart- 
ment if  desired.  Box  513,  N.  Y.  St.  Jr.  Med. 


WANTED 


Ophthalmologist,  diplomate.  Capable  and  fully  qualified, 
desires  part-time  association  with  ophthalmologist  or  group. 
Westchester,  Nassau  or  Bergen  counties.  Box  519,  N.  Y. 
St.  Jr.  Med. 


WANTED 


General  Practice  Assistant;  capable  doing  obstetrics;  even- 
tual partnership.  Salary  plus  bonus.  State  qualifications, 
experience,  age.  Box  512,  N.  Y.  St.  Jr.  Med. 




FOR  SALE 


Excellent  opportunity:  General  Practice  for  sale,  fully 

equipped,  Bronx,  living  apartment  available,  specializing. 
Box  520,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Leather  sofas,  chairs  at  factory  prices.  Leather  furniture 
repairs  our  specialty.  Murray  Hill  Upholsterers,  862  Sixth 
Ave.,  N.Y.  C.  LExington  2-4030. 


FOR  SALE 


Good  rural  practice.  (Office  and  home  combined)  for  sale 
in  Western  New  York,  near  new  modern  hospital,  with 
open  staff.  Write  Box  134,  Genesee,  Pa. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N Y.C.  EN2-6845. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office,  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance-Annuities. 
Write — Phone  Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17, 
MUrray  Hill  2-1630. 


gWUit&l  . 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  NY-3-52 

THE  ZEMMER  CO.,  Pittsburgh  13,  Po. 


wherever  there’s  itching  or  burning 


& 

QUOTANE 

the  nearest  approach  yet  to  the  ideal 

topical  anesthetic 

$ 

only  two  cases  of  sensitization  in 

3,000  clinical  trials. 

10  times  as  active  as  the  most  potent 
" -caine  type”  anesthetic  in  the  standard 
(rabbit  cornea)  test. 


QUOTANE  OINTMENT 

for  dry,  fissured  lesions 

QUOTANE  LOTION 

for  moist,  oozing  lesions 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Both  ‘Quotane’  Ointment  and  ‘Quotane’  Lotion  provide 
a 0.5%  concentration  of  1-  (d-dimethylaminoethoxy  )-3-n- 
butylisoquinoline  hydrochloride,  S.K.F.  'Quotane'  Trademark 
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Your  patients  will  appreciate 
a multivitamin  preparation 

that  is  pleasant-tasting  and 

will  not  produce  a fishy 
after-taste  or  a fishy  BURP! 


CONCIVITE  is  a fish-free  multivitamin  drop.  It  contains  8 impor- 
tant vitamins  and  offers  8 distinct  advantages: 


No  fishy  odor  or  taste 
More  efficient  absorption  and 
utilization  of  vitamins  A and  D 
Aqueous  base 

Contains  liberal  amounts  of 
essential  vitamins 


Economical  (actual  vitamin 
content  20%  higher  than  label 
statement  to  insure  against 
loss  of  potency) 

Complete  miscibility  with  a great 
variety  of  foods 


Well  tolerated  by  patients  of 
all  ages 


Delicately  flavored  for  maximum 
palatability 


FORMULA:  Each  0.6  cc.  contains: 

Vitamin  A Palmitale  Vitamin  B2  0.4  mg. 

(synthetic)  5.000  U.S.P.  units  Niacinamide  5 mg. 

Vitamin  Da 1*200  U.S.P.  units  Vitamin  Be 0.3  mg. 

Vitamin  C 60  mg.  Pantothenic  Acid 

Vitamin  B|  — 2 mg.  (as  Pantbenol)  2 mg. 


Actual  vitamin  content  20%  higher  than  label  to  insure  against  loss  of  potency. 


Supplied  in  15  cc.  and  30  cc.  bottles,  with  calibrated  dropper 
PROFESSIONAL  SAMPLES  SENT  ON  REQUEST. 


CQUK  PHARMACAL  CO,,  Inc.  * 36-31  33rd  Street,  L I.  C.  6,  N,  Y. 
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toACTH 

and  CORTISONE 


**  In  clinical  practice  it  is  clearly  wise  to  test  the  urine  of  both 
diabetic  and  non-diabetic  patients  for  sugar  at  intervals 
during  administration  of  cortisone  or  ACTH  and  to  carry 
out  appropriate  investigations  and  treatment  if  glycosuria 
occurs.  Particular  caution  is  necessary  for  diabetic  patients,  ff 

Sprague.  R.G.:  Cortisone  and  ACTH.  Am.  J Med.  10:567,  1951. 

To  avoid  such  clinical  surprises  and  simplify  clinical  control, 
ACTH  and  cortisone  therapy  is  profitably  preceded,  accom- 
panied and  followed  by  routine  testing  for  urine-sugar. 
Clinitest  Reagent  Tablets  provide  a rapid,  reliable  and  con- 
venient method — easily  used  by  both  physician  and  patient. 


CLINITEST 

BRAND  • REG.  U.  S.  PAT.  OFF. 


for  detection  of  urine-sugar 


REAGENT  TABLETS 


You  can  assure  regular,  reliable  urine-sugar  analyses 
by  prescribing  the  Universal  Model  Set  (No.  2155). 
Wailable  at  all  pharmacies  at  $1.50. 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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HOW  SUPPLIED  ... 

MUCILOSE  COMPOUND  TABLETS 

, bottles  of  100  and  1000. 

Q&&' 

MUCILOSE  FLAKES  CONCENTRATED 
tins  of  4 oz.  and  1 lb. 

MUCILOSE  FLAKES  SPECIAL  FORMULA 
(with  dextrose),  tins  of  4 oz.  and  1 lb. 

MUCILOSE  GRANULES  SPECIAL  FORMULA 
(with  dextrose),  tins  of  4 oz.  and  1 lb. 

MUCILOSE  WITH  CASCARA  GRANULES 
(1  grain  per  heaping  teaspoonful), 
tins  of  4 oz. 


CONSTIPATION 

MANAGEMENT 


With  Mucilose  Compound  Tablets  the  initial  dose 
required  is  only  2 tablets  after  each  meal  always 
taken  with  2 glassfuls  of  water.  This  may  usually  be  reduced 
after  three  or  four  days.  Mucilose  Compound  Tablets 
are  convenient  to  carry  and  easy  to  swallow. 

For  greater  effectiveness  Mucilose  Compound  Tablets 
combine  tried  and  proved  Mucilose  (purified  hemicellulose 
from  psyllium  seed)  with  the  widely  accepted  synthetic  colloid, 
methylcellulose  (75  per  cent).  This  combination  assures 
a maximum  amount  of  bulk  ...  the  formation 
of  a smooth,  lubricating,  water-retaining  mass  to  induce 
normal  peristalsis  and  elimination  of  soft,  demulcent  stools. 


New  York  18,  N.  Y.  Windsor,  Ont 


Mucilose 

COMPOUND  TABLETS 

for  AmAiati&vJ' 


Mucilose,  trademark  reg.  U.  S.  & Canada 
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Edward  R.  Cunniffe,  M.D.  . . . Bronx 


(See  pages  650  and  652  for  additional  Society  Officers) 
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even  the  hardiest  skin... 


155  East  44th  Street,  New  York  17,  N.Y. 


1.  Underwood  & Gaul:  J.A.M.A.,  130:249,  1946. 

2.  Goodman,  Herman:  J.A.M.A.,  129:707,  1945. 


is  not  immune  to  pruritus,  nor  immune  to 
the  irritating  action  of  such  antipruritic 
agents  as  phenol  (in  calamine  c phenol),1 
and  not  immune  to  the  sensitization  reported 
following  antihistaminies.  Calmitol  Oint- 
ment controls  pruritus— promptly  and  last- 
ingly and  is  safe  for  the  tenderest  of  skins, 
for  mucous  membranes  and  even  excoriated 
lesions. 

In  contradistinction  to  calamine,2  Calmitol 
offers  active  antipruritic  ingredients  — cam- 
phorated chloral,  hyoscyamine  oleate  and 
menthol  (Jadassohn’s  Formula)— which  raise 
the  impulse  threshold  of  skin  receptor 
organs  and  sensory  nerve  endings,  thus  in- 
hibiting pruritic  sensations  at  their  point  of 
origin. 


the  bland  antipruritic 
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MERCODOL’s  distinctive  antitussive  brings 

MORE  COMPLETE  RELIEF 
FOR  YOUR 

COUGHING  PATIENTS 


Mercodol’s  selective  cough-controlling  nar- 
cotic1 stops  the  wracking  cough  . . . but  does 
not  interfere  with  the  cough  reflex  your 
patients  need  to  keep  passages  clear.  In  addi- 
tion, Mercodol  provides  an  effective  broncho- 
dilator2  to  relax  plugged  bronchioles,  and  an 
expectorant3  to  liquefy  secretions.  The  result  is 
more  complete  cough  relief  . . . remarkably  free 
from  nausea,  constipation,  and  cardiovascular  or 
nervous  stimulation. 


MERCODOL® 

An  exempt  narcotic  \ 

THE  ANTITUSSIVE  SYRUP  THAT  CONTROLS  COUGH— KEEPS  THE  COUGH  REFL^t  . C.V'' 

MERCODOL  with  DECAPRYN 

For  the  cough  with  a specific  allergic  basis 


Merrell 


cOvc£ 


1828 


New  \ ork  • CINCINNATI  • Toronto 


Each  30  cc.  contains: 

1.  Mercodinone®  _ 10.0  mg. 

2.  Nethamine®  Hydrochloride  0.1  Gm. 

3.  Sodium  Citrate  1.2  Gm. 

Trade-mark  "Decapryn” 
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For  insomnia...  w<kc eon, u>tt!L 
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RMISON 


barbiturate  hypnotic 


SAFE,  SOUND  SLEEP 
ut  drug  hangover 


The  extraordinarily  wide  margin 
of  safety  of  Dormison  permits 
patients  who  awaken  in  the  early 
morning  and  desire  more  sleep  to 
Vrepeat  the  dose.  Dormison  is  rapidly 
metabolized  (one  to  two  hours) 
so  that  there  is  no  prolonged 
>ressive  action.  Patients  awaken 
rested  and  refreshed  as  from 
normal  slumber.  Dormison  has  no 
cumulative  effect,  no  toxic  effects  on 
prolonged  use.  There  is  no  evidence 
to  date  that  Dormison  has 
habit-forming  or  addiction  properties. 


DOSA1GE!  Two  250  mg.  capsules  are  recommended,  although  many  patients  respond  to  one. 
DORMISON*  (methylparafynol-Sehering) , capsules  of  250  mg.,  bottles  of  100. 


CORPORATION,  Bloomfield,  n.  j. 


this  preparation  is  indicated  in: 


Pneumonia 
Purulent  rhinitis 
Nasal  pharyngitis 
Streptococcal  sore  throat 
Bacillary  dysentery 


Acute  sinusitis 

Bronchitis 

Tonsillitis 

Otitis  media 

Urinary  tract  infections 


ESKACILLIN  100-SULFAS’ 

( formerly  ' Eskacillin-Sul fas') 

the  original  and  outstanding  FLUID 
penicillin-sulfonamide  combination 


% mice 
surviving 


this  preparation  has  important  advantages: 

1.  Increased  antibacterial  spectrum. 

2.  Potentiation  of  antibacterial  intensity 
in  certain  infections  (see  graphs). 

3.  High  maintenance  of  penicillin  blood  concentrations. 

4.  Greatly  increased  safety  of  triple  sulfonamide  therapy. 

5.  Lessened  chance  of  resistant  strains. 


'Eskacillin  100-Sulfas’  is  so  pleasant-tasting  that  children  enjoy 
taking  whatever  amount  you  prescribe.  You  will  find  this  fluid 
penicillin-sulfonamide  combination  a logical  preparation  to  use  in 
treating  many  of  the  common  bacterial  infections  of  childhood. 
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Dosage  I 


Formula:  Each  teaspoonful  (5  cc.)  supplies:  crystalline  potassium  penicillin  G, 

100,000  Units;  sulfadiazine,  0.167  Gm.;  sulfamerazine,  0.167  Gm.; 
sulfamethazine,  0.167  Gm. 

Available:  On  prescription  only,  in  2 fl.  oz.  bottles. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

I Eskacillin’  T.M.  Reg.  U.S.  Pat.  Off. 


Made  from  specially  processed  carob  flour,  Arobon  pre- 
sents a high  natural  content  of  pectin,  lignin,  and  hemicel- 
lulose  (22  per  cent),  substances  of  great  powers  to 
adsorb,  detoxify  and  buffer.  In  anti-diarrheal  therapy, 
Arobon  swells  to  a bland,  smooth,  bulky  mass  in  the 
intestine,  which  eliminates  offending  bacteria  and  toxins 
with  the  stools,  thus  causing  the  diarrhea  to  subside 
quickly.  Formed  stools  frequently  result  in  12  to  15  hours. 

When  prepared  for  use  by  simply  mixing  with  milk, 
Arobon  is  a palatable  drink,  chocolate-like  in  flavor, 
readily  accepted  even  in  the  presence  of  the  anorexia  so 
frequently  associated  with  diarrhea. 

Arobon  is  indicated  in  all  types  of  diarrheas,  in  every 
age  group — adults,  children,  infants.  In  simple  diarrheas, 
it  proves  promptly  effective  as  the  sole  medication;  in 
specific  dysenteries  it  is  a valuable  adjuvant  to  chemo- 
therapeutic and  antibiotic  agents.  Available  in  five-ounce 
bottles  through  all  pharmacies. 

THE  NESTLE  COMPANY,  INC. 

COLORADO  SPRINGS,  COLORADO 


A DECADE  OF  WIDE 


CLINICAL  USE  HAS  PROVED 
THE  EFFICACY  OF 


TARBONIS 


® 


In 


• ECZEMA 

chronic,  varicose,  vesicular, 
nummular,  palmar,  infantile, 
intertrigo 

DERMATITIS 

herpetiformis,  mycotic, 
lichenified,  seborrheic 

PRURITUS 

ani,  vulvae,  senilis 


In  psoriasis  and  indolent  ulcers 
Tarbonis  is  a valuable  aid 

In  many  occupational  skin 
affections,  again  so  frequently 
seen,  it  has  shown  highly  grati- 
fying results. 


Tarbonis  presents  a specially 
processed  liquor  carbonis  de- 
tergens  (5  per  cent),  together 
with  lanolin  and  menthol,  in  a 
vanishing- type  cream  base, 
leaves  virtually  no  trace  on 
proper  application,  requires  no 
removal  before  re -application. 
The  original  “cosmetic”  tar 
ointment. 


A unique  tar  extract — devel- 
oped by  a process  distinctly  its  own  . . . 

All  the  therapeutic  properties  of  tar, 
free  from  its  undesirable  features  . . . 

Greaseless,  non-staining,  non-soiling, 
non-irritant,  pleasantly  scented  . . . 

In  a vanishing -type  cream  which 
leaves  no  trace  on  application  . . . 

Acceptable  to  the  most  fastidious 
patient. 

Available  in  2!4  oz.,  8 oz.,  1 lb.,  and 
6 lb.  jars. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue 
Cleveland  3,  Ohio 


THE  TARBONIS  CO.,  Dept.  NYS  JM 
4300  Euclid  Ave.,  Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 


_M.D. 


Address- 
City 


-Zone State. 


1 


tioS 


When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Spa  Therapy 


Move  you  a patient  who  net 

ihhawatioms 


The  results  ob'“j"-^a'’ion  at  the  H?" 

Saratoga  Spa  show  »• 
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n you  recommend  " a change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 

ta • . mi  o . o irr  o C : M V 


Listed  by  the  Committee  on  American  Health  Resorts 
y of  the  Council  on  Physical  Medicine  and  RehabiU 
It  italion  of  the  American  Medical  Association 


7k  Saratoga  Sipa 


-is. 


The  Empire  State’s  Contribution  to  the  Medical  Profession 
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Jactation 


PRECALCIN' 

CAPSULES 


PATIENT- ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 

AVAILABLE:  Bottles  of  100,  500,  and  1,000 
capsules. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 

Bone  Phosphate* 

Vitamin  A (Ester) 

Vitamin  D (Irradiated  Ergosterol) 

Thiamine  Hydrochloride 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Ferrous  Gluconate 

*F!uorine  content 


45.00 
0.07  mg. 


0.45  Gm. 

0.1 5 Gm. 

2,000  U.S.P.  Units 
400  U.S.P. 

3.00 

2.00 

1 0.00 


LABORATORIES,  INC. 


Mount  Vernon,  N.  Y. 


Formerly  Walker  Vitamin  Products,  Inc. 


INDEX  TO  ADVERTISERS 


need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


. • ' • ' ' 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid  l 


Bottles  of  30,  100  and  1000. 
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Chloresium  (Rystan  Company,  Inc.) 663 

Chloromycetin  (Parke,  Davis  Company) 693 

Clinitest  (The  Ames  Company) 645 

Concivite  (Colin  Pharmacal  Co.,  Inc.) 643 

Desitin  (Desitin  Chemical  Company) 688 

Dextri-Maltose  (Mead,  Johnson  & Co.) 4th  Cover 

Donnatal  (A.  H.  Robins  & Co.) Between  672-673 

Dormison  (Schering  Corporation) 653 

Dramcillin  (White  Laboratories) 686-687 

Duolvite  (Ives-Cameron  Co.,  Inc.) 671 

Duracillin  F.  A.  (Eli  Lilly  & Company) 694 

Empirin  Compound  (Burroughs  Wellcome  Co.) 691 

Eskacillin  (Smith,  Kline  & French  Laboratories).  . .654-655 

Gentarth  (Raymer  Pharmacal  Co.) 673 

Hydergine  (Sandoz  Pharmaceutical  Co.) 777 

Kolantyl  (Wm.  S.  Merrell  Company) 2nd  Cover 

Lipomul-Oral  (Upjohn  Company) 682-683 

Lipozyme  Betazyme  (Barrows  Chemical  Co.) 690 

Luasmin  (Brewer  & Company) 773 

Mercodol  (Wm.  S.  Merrell  Company) 651 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) 700 

Mucilose  (Winthrop-Stearns,  Inc.) 647 

Mul-Soy  (Borden  Company) 674 

Obocell  (Irwin,  Neisler  & Co.) 779 

Ovaltine  (The  Wander  Company) 692 

Paradrine  Sulfathiazole  Suspension  (Smith,  Kline  <fc 

French) 3rd  Cover 

Pentriamide  (Sharp  & Dohme) Between  656-657 

Pen-Strep  (Merck  & Company) 678 

Phenaphen  with  Codeine  (A.  H.  Robins  Co.,  Inc.):.  . . 

Between  672-673 

Prantal  (Schering  Corporation) 679 

Precalcin  (Walker  Laboratories) 659 

Privine  (Ciba  Pharmaceutical  Products) 641 

Pyromen  (Baxter  Laboratories) 699 

Ray-Formosil  (Raymer  Pharmacal  Co.) 662 

Redisol  (Sharp  & Dohme) Between  656-657 

Resinat  H.M.B.  (National  Drug  Company) 664-665 

Sedulon  (Hoffmann-La  Roche,  Inc.) 684-685 

Tarbonis  (Tarbonis  Company) 657 

Terramycin  (Chas.  Pfizer  & Co.) 666-667 

Theragran  (E.  R.  Squibb  & Sons) •.  .660-661 

Thum  (Num  Specialty  Co.) 781 

Veratrite  (Irwin,  Neisler  & Co.) 781 

Veriloid  (Riker  Laboratories,  Inc.) 676-677 

Yertavis-Phen  (Irwin,  Neisler  & Co.) 777 

Vi-Syneral  (U.  S.  Vitamin  Corp.) 779 

Xylocaine  Hydrochloride  (Astra  Pharmaceutical  Prod- 
ucts, Inc.) 775 

Medical  and  Surgical  Equipment 

Maxicon  X-Ray  (General  Electric  Co.) 672 

Orthopedic  Shoes  (Pediforrae  Shoe  Co.) 778 

Orthopedic  Shoes  (Winkler  Shoes) 646 

Supports  (S.  H.  Camp  & Company) 782 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 642 

Coca  Cola  (Coca  Cola  Company) 784 

Cosmetics  (Ar-Ex  Cosmetics,  Inc.) 781 

Drug  Encyclopedia  (Drug  Publications,  Inc.) 779 

Spring  Water  (Saratoga  Springs  Authority) 658 


in  the  clinic  0 „ 

sick  people 


need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains : 

Vitamin=A  (synthetic)  25,000  U.  S.  P.  unit! 

Vitamin  D 1 1,000  U.S.  P.  unit! 

Thiamine  Mononitrate  j 10  mg 

Riboflavin  j 5 mg 

Niacinamide  I 150  mg 

Ascorbic  Acid  l 150  ma 


Bottles  of  30,  100  and  1000. 
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ST  CHOICE  IN 

RHEUMATOID  ARTHRITIS 


SAFE,  INEXPENSIVE 


^Ra\i -Formosil 

Buffered  formic  acid  and 


Buffered  formic  acid  and 
colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swellingand  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36<?  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals  i 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  (S9.00),  j 
50  ($16.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 


Odd 


Conducive  to  normal  repair 


Chloresium 


Ointment 
and  ; 

Solution  (Plain) 


‘"Without  reservation  it  may  be  stated  that  Chloresium  . . . was 
soothing , non-toxic,  and  an  active  agent  in  restoring  affected  tissues 
to  a state  conducive  to  normal  repair. . . .”J 


A growing  volume  of  published  reports  confirms  the  efficacy  of 
Chloresium  Ointment  and  Solution  (Plain)  in  the  topical  therapy 
of  resistant  lesions.  Here  are  a few  comments  from  recent  investigations: 


an  extensive  crush  injury  of  the  hand  provides  . . an 
instance  of  effective  healing  under  Chloresium  therapy,  follow- 
ing an  apparent  failure  to  respond  to  skin  grafting.”1 


a pilonidal  cyst  wound  — unhealed  four  months  after  excision 
of  the  cyst  with  exteriorization  — showed  “complete  healing  ...  after 
use  of  the  chlorophyll  [Chloresium]  ointment  for  twelve  days.”2 


compound , comminuted  fracture  of  the  femur 
was  prepared  for  skin  grafting  with  Chloresium  Ointment. 
Results  obtained  were  “excellent.”3 

CHLORESIUM  OINTMENT._i.ounce  and  4-„unce  tubes 
CHLORESIUM  SOLUTION  (Plain) -2.„u„ce  and  8-ounce  bottles 


Chloresium  Ointment  and  Solution  (Plain) 
contain  tvater-soluble  derivatives  of  chlorophyll 
“a  ”as  standardized  in  N.N.R. These  derivatives, con- 
centrated and  highly  purified,  provide  the  optimum 
therapeutic  benefits  obtainable  from  chlorophyll. 


1.  Lowry,  K.  F. : The  Management  of  Resistant,  Non-Healing 
Skin  Lesions:  A Report  of  Three  Cases,  Postgrad.  Med., 
to  be  published. 

2.  Niemiro,  B.  J.:  Delayed  Healing  in  Pilonidal  Cyst  Wounds, 
Journal  Lancet,  71:3 64,  1951. 

3.  Combes,  F.C.,  Zuckerman,  R.,  and  Kern,  A.B. : Chloro- 
phyll—Its  Use  in  Topical  Therapy,  New  York  State  J. 
Med.,  to  be  published. 


RYSTAN  COMPANY,  INC  • Mount  Vernon,  N.  Y. 
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ever  swallow  a magnet? 


RESINAT 


pioneer  resin  therapy 


X 

y 


NATRINIL  — the  CATION-exchange  resin.  For  sodium  withdrawal.  Indicated  in 
CONGESTIVE  HEART  FAILURE,  EDEMATOUS  STATES,  HYPERTENSION. 


RESION  - is  an  extremely  palatable  suspension  of  special  insoluble  adsorbent 
ingredients  and  is  specifically  designed  to  take  up  and  remove  from  the  intestinal  tract 
certain  toxic  compounds.  Indicated  in  DIARRHEA',  GASTROINTESTINAL  TOXICITY, 
FOOD  POISONING,  NAUSEA  AND  VOMITING  OF  PREGNANCY. 


In  peptic  ulcer  . . . 

RESINAT  "brings  quick  relief  of  ulcer  pain  and  speeds  the  healing"  1 ...  without 
gastrointestinal  side  effects.2 

How? 

RESINAT  is  an  anion-exchange  resin  and  its  molecules  act  much  like  magnets  in  the 
body.  The  action  is  this  ...  in  the  stomach  the  resin  molecule  binds  and  withdraws  the 
hydrochloric  acid  and  pepsin.3  These  substances,  bound  to  the  resin,  are  carried  into 
the  small  intestine  where  they  are  dropped  off.  The  acid  is  promptly  neutralized  by 
intestinal  alkalinity  and  pepsin  is  inactive.4 

RESINAT 

( polyamine-methylene  resin) 

The  Original  Medical  Application  of  Anion-Exchange  Resins 

does  does  not 

relieve  pain  quickly  remove  chlorides,  phosphates 

normalize  excess  acidity  minerals  or  vitamins 

inactivate  pepsin  alkalinize  the  system 

promote  rapid  healing  cause  constipation  or  diarrhea 

and  is  non-toxic 

RESINAT  is  indicated  in  the  treatment  of  peptic  ulcer,  and  for  the  relief  of  hyperacidity, 
gastritis,  heartburn,  and  certain  forms  of  colitis. 

Available:  Tablets,  0.5  gram,  bottles  of  36,  100  and  1000. 

Capsules,  0.25  gram,  bottles  of  50,  100,  500  and  1000. 

Powder  in  one  gram  individual  packets,  boxes  of  50  and  100  packets. 

Dosage  and  administration:  In  acute  and  chronic  ulcer,  one-half  gram  (1  tablet  or  2 
capsules)  every  two  hours  while  awake.  Much  larger  initial  doses  may  be 
necessary  to  obtain  relief. 

1 Spears,  M.  M.,  and  Pfeiffer,  M.  C.  J.:  Gastroenterology  8:191  (Feb.)  1947. 

2 Marks,  J.:  Review  of  Gastroenterology  7 6:82  (Jan.)  1949. 

3 Weiss,  J.:  Review  of  Gastroenterology  J 5:826  (Nov.)  1948. 

4 Wilkinson,  J.,  and  Martin,  J : Physical-Chemical  Aspects  of  the  Action  of  Anion  Exchange  Resins  in  Biochemical 
System.  Arch.  Biochem.  7 0:205,  1946. 

a companion  product  . . . 

RESINAT  H-M-B 

(Resinat  with  Homatropine  Methylhromide ) 

The  anion-exchange  resin  with  antispasmodic  action 

RESINAT  H-M-B  is  also  for  the  treatment  of  peptic  ulcer.  Resinat  H-M-B  includes  an 
effective  antispasmodic  to  decrease  hypertonicity,  hyperperistalsis  or  spasm.  It  provides 
the  proven  advantages  of  resin  therapy  and  also  relaxes  the  gastrointestinal  tract. 
Formula:  Resinat,  0.5  gram  and  Homatropine,  1 mg. 

Average  adult  dose:  1 tablet  every  two  hours  while  awake. 

Available:  Bottles  of  36  and  100  tablets. 

safe  . . . dependable  . . . effective 

THE  NATIONAL  DRUG  COMPANY  . Philadelphia  44,  Pa. 


GGG 


it  tastes 


so 


ANTIBIOTIC  DIVISION.  CHAS.  PFIZER  & CO..  INC. 

Brooklyn  6,  A.  }’. 
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CRYSTALLINE 


Terra  myci  n 

oral  suspension 

(FLAVORED) 


the  better-tolerated  broad-spectrum  antibiotic  in  the  best  of  taste  . . . 


The  unique  physical  properties  of  Terramycin  permit 
its  incorporation  in  a delicious  non-alcoholic 
raspberry  flavored  diluent  for  unmatched  palatal *ility 
in  broad-spectrum  therapy.  High  potency — 250 
mg.  per  teaspoonful  (5  cc.).  Permits  new  ease, 
convenience  and  flexibility  in  the  therapy  of  a 
wide  range  of  infectious  disease. 


world's  largest  producer  of  antibiotics 


TERRAMYCIN 

PENICILLIN 

STREPTOMYCIN 

DIHYDROSTREPTOMYCIN 

COM  BIOTIC 

POLYMYXIN 


BACITRACIN 


Each  fluid  ounce  of  ARMATINIC 

LIQUID  contains: 

Liver  Fraction  1 (Clarified) 

1.25  Gm. 

Ferric  Ammonium  Citrate  U.S.P. . . 

1.30  Gm. 

Folic  Acid 

2.0  mg. 

*Crystamin 

20.0  meg. 

Alcohol 

12.0% 

*The  Armour  Laboratories  Brand 

of 

Crystalline  Bi 2- 

Supplied  in  8 oz.  and  1 6 oz.  bottles 

at  prescription  pharmacies  every- 

where. 

Armatinic  Activated  Capsulettes 

also  available  in  bottles 

of  100 

and  1000. 

ADMINISTRATION 

ADULTS: 

1 tablespoonful  twice  daily. 

CHILDREN: 

1 teaspoonful  daily. 

INFANTS: 

10  to  20  drops  daily. 


armatinic 


7^  /tmr 


ygmaTmce 


WITH  CRYSTALLINE  B.,  AND  CLARIFIED  LIVER 


IN  ANEMIA  . . . FROM  PEDIATRICS 
TO  GERIATRICS . . . Armatinic  Liquid 
provides  a fresh,  vigorous  hemo- 
poietic response  . . . particularly  in 
those  cases  completely  refractory 
to  iron,  liver  or  B12  alone.  Clarified 
Liver,  a development  of  Armour 
research,  is  an  improved,  pleasant- 
tasting,  more  stable  liver  from  which 
unwanted  fats  have  been  removed. 


Armatinic  Liquid  produces  gratifying  and  prompt 
response  in  all  hypochromic  anemias,  macrocytic 
anemias  of  nutritional  origin,  pregnancy  and  sprue. 


A: 


THE  ARMOUR  LAR ORATORIES 

CHICAGO  II.  ILLINOIS 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIO  RE  SEARCH 
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SEPTION AL  PATIENT-APPEAL 

ALZINOX  offers  swift  relief  of  pain  in 
hyperacidity  and  uncomplicated 
cases  of  peptic  ulcers. 

ALZINOX  Tablets  and  ALZINOX  Magma 
are  both  highly  acceptable  to  pa- 
tients. The  tablets  are  small  enough, 
and  disintegrate  rapidly  enough  in 
the  stomach,  to  be  swallowed  with- 
out chewing. 


TH  E 

E.  L.  PATCH  COMPANY 

STONEHAM  • MASSACHUSETTS 


ALZINOX  Tablets- -0.5  Gm.  (71/2  gr.);  bottles 
of  100  and  500 

ALZINOX  Magma- -0.5  Gm.  (7'/2  gr.)  per 
5 cc.;  bottles  of  8 fl.oz. 

For  extra  sedation  and  spasmolysis: 
Tablets  ALZINOX  with  Phenobarbital 
( Za  gr.)  and  Homatropine  Methyl  Bromide 
(7 ioo  gr.),  bottles  of  100  and  500 
Magma  ALZINOX  with  Phenobarbital  (Vs  gr. 
per  5 cc.)  and  Homatropine  Methyl  Bro- 
mide C/ioo  gr.  per  5 cc.);  bottles  of  8 fl.oz. 


MEET 


the  dizygotic  vitamin  twins 


• they  solve  the  incompatability  of  vitamins  B12 
and  C in  a liquid. 

• they  promote  growth,  appetite  and  well  being. 
These  twins  are  the  symbol  of  Ives-Cameron’s 
achievement  in  incorporating— for  the  first  time 
—all  the  benefits  of  the  essential  vitamins  in  the 
child’s  diet  with  Duolvite*  Drops.  This  devel- 
opment permits  the  inclusion  of  both  Vitamin 
B12  and  Vitamin  C in  a single,  comprehensive 
multi-vitamin  formula.  The  incompatability  of 
Vitamin  Bi2  and  Vitamin  C in  a liquid  no  longer 
necessitates  the  writing  of  two  prescriptions... 


easier  for  you,  easier  for  your  patient. 
Accumulating  clinical  evidence  seems  to  show 
that  Vitamin  B12  may  be  an  important  human 
growth  factor.1,2  Indeed,  recent  work2  seems  to 
indicate  that  the  weight  gain  over  a 3 months’ 
period  of  both  clinically  healthy  and  chroni- 
cally ill  children  may  be  expected  to  be  almost 
twice  that  of  controls  without  B12  supplementa- 
tion of  the  diet.  Increased  physical  vigor  . . . 
alertness  . . . and  a definite  increase  in  appetite 
are  reported  by  Wetzel.1  in  his  work  with  school 
children  showing  growth  failure. 


•Trademark 


SU66ESTED  DAILY  DOSAGE:  As  a vitamin  supplement- 
infants  and  children  under  \2-'A  to  % cc.  from  each  bottle. 
Children  over  12  and  adults— As  directed  by  the  physician. 
Premature  infants— under  the  supervision  of  a physician. 

1.  Wetzel.  N.  C..  et  al.:  Science  110:651  (Dec.  26)  1949. 

2.  Chow,  B.  F.:  J.  Nutrition  43:323  (Feb.)  1951. 


Each  cc.  contains: 

Vitamin  A (Synthetic)  10,000  USP  Units 

Vitamin  D 2,000  USP  Units 

Vitamin  C 125  mg. 

Mixed  Tocopherols 3 mg. 

(Equivalent  by  biological  assay  to  1.5  mg. 
d,  Alpha  Tocopherol) 

*§c 


INTERNATIONAL  VITAMIN  DIVISION 

22  East  40th  Street  • New  York  16,  N.Y. 


DUOLVITE  DROPS  come  in  a single,  conveni- 
ent packagecontainingtwo  bottlesIDUOLVITE 
DROPS'A',  blue  label, and  DUOLVITE  DROPS 
'B’.grey  label)  each  containing  part  of  the 
complete  Duolvite  formula. 


Each  cc.  DUO  LVITE  *B’  contains: 

Vitamin  Biz  USP  10  meg. 


Vitamin  Bi 3 mg. 

Vitamin  B2 I mg. 

Vitamin  Be  ....  1.6  mg. 

Panthenol 3 mg. 

Niacinamide. ...  20  mg. 


ONE  TUBE  DOES  DOUBLE  DUTY 
IN  THIS  MAXICON 


Versatile  is  the  word  for  this  Maxicon.  Capable  of  a wide 
range  of  diagnostic  service,  it  has  ample  facilities  for  both 
radiography  and  fluoroscopy,  horizontally  and  vertically. 

Hand-tilt  or  motor-driven,  the  single-tube  radiographic 
and  fluoroscopic  table  is  designed  for  operation  with  100 
or  200  ma  generators.  Its  table-mounted  tube  stand  makes 
it  compact  — ideal  for  small  room. 

See  your  x-ray  representative  or  write  X-Ray  Depart- 
ment, General  Electric  Company. 


GENERAL 


ELECTRI 


Direct  Factory  Branches 


ALBANY  — 8 Elk  St. 
BUFFALO  —27  Barker  St. 
ELMIRA  — 100  Woodlawn  Ave. 


NEW  YORK  CITY  — 205  E.  12nd  St. 
ROCHESTER  — 66  Scio  St. 
SYRACUSE  — 1020  Genesee  St. 


The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
, synovial  cavities.3  4 Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

D 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Raysal 

325  mg. 

(representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination) 

Succinic  Acid 

130  mg. 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J.,  Lombardi , A. A.,  and  Svigals,  C.:  New  York  Med. 
College  Bull.,  13:91,  1950. 

2.  Meyer,  K.  and  Ragan,  C.:  Mod.  Concepts  of  Card.  Disp.,  17:2,  1948. 

3.  Quick,  A.J.:  J.  Biol.  Chem.,  101:475,  1933. 

4.  Guerra,  J.:  J.  Pharm.  Exper.  Ther .,  87:1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


ttr 


pain-free  activity 


" The  best  results  ivere  obtained  in  patien  ts  , 
treated  with  sodium  gentisate  and  salicylate ’n 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 


in  140  cases,  the  symptoms 
indicated  an  allergy  to  cow’s  milk... 


relieved  almost  immediately  by  switching  to 

Mull-Soy*  Milk  is  often  a common  factor  in  producing  symptoms  of  allergy  in 
infants  and  children.  In  a clinical  study  of  140  infants  showing  an  allergy  to  cow’s  milk, 

Clein  brought  about  almost  immediate  relief  by  eliminating  milk  and  changing  to  Mull-Soy* 
In  addition  to  the  most  frequent  symptoms  of  eczema,  vomiting,  colic  and  diarrhea, 

Clein  listed  no  less  than  nine  other  symptoms,  including  "nose  cold",  asthma,  choking  and 
toxemia  which  were  relieved  by  switching  to  Mull-Soy  from  the  milk  formula  previously  used. 


Mull-Soy  is  high  in  unsaturated  fatty  acids  and  supplies  essential  nutritional  requirements 
of  protein,  fat,  carbohydrates,  and  minerals... contains  no  animal  protein... 
is  low  in  cost,  easy  to  prepare.  Available  in  drugstores  in  15  V2  fl.  oz.  tins. 


*Clein,  Norman  W.:  Cow's  Milk  Allergy  in  Infants,  Ann.  Allergy  9:195  (March-April)  1951. 


MULLtSOY 


a liquid,  homogenized,  vacuum-packed  food 

easy  to  prescribe... easy  to  take... easy  to  digest 

"first  in  hypoallergenic  diets  for  infants,  children,  adults” 


The  Borden  Company,  Prescription  Products  Division,  350  Madison  Avenue,  N.  Y.  17 
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G75 


itive  patient  response 

to  this  blood-building, 
appetite-building 
iron  tonic 

with  Duactivity 


plus  . . . iron  (ferrous  gluconate)  in  tonic 
quantities 

plus  . . . essential  B complex  vitamins  well 
in  excess  of  known  minimum  daily 
requirements 

plus  . . . pleasant  taste,  too 


IRON-B  COMPLEX  WITH  B,2  ACTIVITY 


Beta-Concerning 


Merrell 


1828 


New  York  • CINCINNATI  • Toronto 


HSCEMIN  FERRATED 


uniform 
in  action 


LOID 


A potent  hypotensive  principle 
biologically  standardized  in  mammals' 

Veriloid  represents  the  sum  of  the  clinically  desirable,  purified  hypotensive 
ester  alkaloids  fractionated  from  Veratrum  viride  by  an  exclusive  Riker  process. 
Veriloid  provides  the  refined  active  principles  of  the  crude  drug,  and  on  a weight 
basis  represents  less  than  one  tenth  of  one  per  cent  of  the  whole  plant  from  which 
it  is  derived.  Veriloid  is  biologically  standardized  in  mammals,1  with  drop  in 
blood  pressure  as  the  end  point;  hence,  results  are  directly  transferable  to  man, 
with  complete  assurance  of  pharmacologic  uniformity.2-3 

The  purification  and  standardization  of  Veriloid  permit  its  administration  by 
weight  in  milligrams,  based  on  hypotensive  activity  in  mammalian  test  animals. 
This  exactitude  in  dosage  gives  Veriloid  therapy  a clinical  flexibility  that  makes 
possible  avoidance  of  adverse  reactions.  Through  elimination  of  the  natural 
variables  in  potency  of  the  whole  dried  plant  which  lead  to  side  actions,  Veriloid 
therapy  has  achieved  clinical  uniformity  with  striking  hypotensive  effects  in  all 
forms  of  blood  pressure  elevation.4-5 

(The  usual  daily  requirement  for  Veriloid  is  9 to  15  mg.,  given  in  divided  dosage 
three  times  daily,  every  6 to  8 hours,  the  first  dose  to  be  taken  after  breakfast. 
The  evening  dose  may  be  1 or  2 mg.  larger  than  the  other  two  doses  of  the  day. 
However,  requirements  for  Veriloid  vary  from  patient  to  patient,  and  careful  dosage 
determination  on  each  patient  is  essential  for  maximum  therapeutic  effectiveness. 

Veriloid  is  supplied  in  1,  2 and  3 mg.  tablets.,  in  bottles  of  100,  500  and  1,000. 

VERILOID-VPM 

Containing  Veriloid  (2  mg.),  phenobarbital  (15  mg.),  and  mannitol  hexanitrate  (10 
mg.),  Veriloid-VPM  provides  valuable  sedation  and  the  vasodilating  action  of  mannitol 
hexanitrate.  This  combination  usually  makes  possible  reduced  dosage  without  sacrifice 
of  therapeutic  efficacy.  Also,  phenobarbital  adds  the  advantage  of  increasing  the  spread 
between  effective  therapeutic  dosage  and  the  dosage  at  which  side  reactions  occur. 

VERILOID  WITH  PHENOBARBITAL 

Veriloid  With  Phenobarbital  (Veriloid,  2 mg.,  phenobarbital,  15  mg.)  provides  seda- 
tion without  the  action  of  mannitol  hexanitrate.  It  is  valuable  when  emotional  tension 
must  be  controlled. 


RIKER  LABORATORIES,  INC. 

8480  BEVERLY  BLVD.  • LOS  ANGELES  48,  CALIFORNIA 


More  POWERFUL 
Bactericidal  Action 


Over  a BROADER  Spectrum 


enStrep 

“4:1”  JL 


(Penicillin  and  Dihydrostreptomycin  Merck) 
FOR  AQUEOUS  INJECTION 


PenStrep*  contains  both  rapid-  and  prolonged-action  penicillins,  together  with 
Crystalline  Dihydrostreptomycin  Sulfate — the  purest  form  of  dihydrostrepto- 
mycin available. 

ADVANTAGES:  1.  powerful  bactericidal  action  through  the  mutual  synergism  of  these 

two  drugs 

2.  a wide  range  of  application  since  the  bacterial  spectra  of  the  two 
drugs  supplement  each  other 

3.  a remarkably  high  degree  of  safety 

PenStrep  is  especially  useful  in  treating  mixed  infections  of  susceptible  gram- 
positive and  gram-negative  organisms  and  may  be  of  value  in  conditions  of 
unknown  etiology  pending  bacterial  identification. 

supplied:  in  one-dose  and  five-dose  vials. 


MERCK  & CO.,  Inc. 


Manufacturing  Chemists 


RAHWAY,  NEW  JERSEY 


In  Canada:  MERCK  A CO.  L i m i t e d — M o n t r • a I 


* PenStrep  is  a trade-mark  of  Merck  & Co.,  Inc . 


to 


selective 

anticholinergic  gives 
unparalleled  freedom  from  side  effects ^ 

Eft  ANTAL 


Methylsulfate 


for  peptic  ulcer 


greater  specificity 
hitherto  unobtainable  freedom  from  side  effects 


wider  flexibility  of  dosage 

reduces  gastric  motility  and  secretion 
relieves  pain 

Prantal*  Methylsulfate  is  a member  of  an  entirely  new  class  of  synthetic 
anticholinergic  compounds.  It  curbs  excessive  vagal  stimuli  to  the  stomach 
by  inhibiting  synaptic  transmission  across  parasympathetic  ganglia. 

Prantal  Methylsulfate  is  unique  among  anticholinergic  compounds.  Be- 
cause of  its  selective  action,  doses  which  reduce  gastric  motility  and 
secretion  rarely  cause  dilatation  of  the  pupils,  dryness  of  the  mouth, 
urinary  retention,  or  constipation. 

The  pharmacodynamics  of  Prantal  Methylsulfate  have  been  the  subject  of 
extensive  laboratory  investigations  in  which  the  classical  procedures  were 
used.  Studies  by  leading  clinical  investigators  have  confirmed  the  value 
of  its  unusual  properties  in  treatment  of  the  peptic  ulcer  syndrome. 

A Clinical  Research  Division  monograph  is  now  in  press  and  will  be  sent 
to  you  promptly  on  request. 

A clinical  supply  of  Prantal  Methylsulfate  will  be  sent  to  you  on  request. 
Average  Dosage:  One  tablet  (100  mg.)  four  times  daily 

Packaging:  Prantal  Methylsulfate  (brand  of  diphenmethanil  methylsulfate),  100  mg. 
scored  tablets,  bottles  of  100. 


»T.M. 


mu/u 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


PRANTAL 


worry 


emotional  disturbances 


pressure 


diet 


work 


pressure*  diet,  work,  worry, 
emotional  disturbances . visceroneurosis 


cause  Nervous  Indigestion  . . . 


offers  effective,  comfort- 
able, sustained  relief  from  pain,  cramps,  general  discomfort  due  to 
functional  gastrointestinal  spasm.  In  clinical  studiesb2,3  BENTYL  gave 
gratifying  to  complete  relief  in  308  of  338  cases,  yet  was  . . virtually 
free  from  undesirable  side  effects.”3 


EACH  CAPSULE  OR  TEASPOONFUL  SYRUP  CONTAINS: 
BENTYL 10  mg. 


For  safe,  double-spasmolysis 

BENTYL 10  mg. 

with  PHENOBARBITAL 15  mg. 


When  synergistic  sedation  is  desired 


DOSAGE — ADULTS:  2 capsules  or  2 tea- 
spoonfuls syrup  3 times  daily,  before  or  after 
meals.  If  necessary,  repeat  dose  at  bedtime. 

IN  INFANT  COLIC:  H to  1 teaspoonful 
syrup  3 times  daily  before  feeding.4 


Merrell 


1828 


New  York  •CINCINNATI  . Toronto 


I.  Hock,  C.  W.:  J.  Med.  Assn.  Ga.  40:22,  1951  • 2.  Hufford,  A.  R.: 

J.  Mich.  St.  Med.  Soc.  49:1308,  1950  . 3.  Chamberlin,  D.  T.:  Castro, 
enterology  17:224,  1951  • 4.  Pakula,  S.  F.:  To  be  published  • 

Trade-mark  " Bentyl ” Hydrochloride 
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Highly  emulsified 

(dispersed  fat  globules  1 micron  in  diameter) 

and  highly  condensed 
(approximately  120  calories  per  ounce), 

Lipomul-Oral  is  a palatable  agent  for 
caloric  supplementation. 

For  a well-tolerated,  well-absorbed 
source  of  concentrated  calories  . . . 


Lipomul-Oral  contains: 

Vegetable  Oil 40%  w/v 

Dextrose,  Anhydrous 10%  w/v 

Preserved  with  Sodium  Benzoate.  . 0.1% 

Lipomul-Oral  provides  4 calories  per  cc., 
or  approximately  120  calories  per  ounce. 
Supplied  in  pint  bottles. 

* Trademark,  Reg.  U.  S.  Pat.  Off. 


non-narcotic  — in  place  of  codeine 


“I  coughed  all  night” 

patient 


HOFFMANN. LA  ROCHE  INC. 

ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
Chemically,  SEDULON  is  3,3-diethyl-2,4-dio>opiperidme 


Includes  the  most  potent  and  economical  liquid  oral  penicillin 
product  available — plus 


* 


A complete  range  of  dosage  forms  and  potencies  to 
suit  your  varying  needs — 


* 

% 

* 


Identified  by  one  easily  remembered  name  — 
Dramcillin — 

Provides  buffered  penicillin  G potassium , the  oral 
efficacy  of  which  is  long  established. 

Presents  Sulfacetimide  as  a component  of  all 
penicillin-triple  sulfonamide  combinations. 


New  DRAMCILLIN- 500  . . . 

{500,000  units  of  penicillin * per  teaspoonful ) 

Highest  potency  liquid  oral  penicillin  available  Most  economical  liquid  oral  penicillin  available 
Fully  effective  on  convenient  8 to  12  hour  dosage  schedule 


New  DRAMCILLIN -250  . . . with  Triple  Sulfonamides  . . . (lJlci 
New  DRAMCILLIN-250  TABLETS  . . . with  Triple  Sulfonamides 

(250,000  units  of  penicillin * and  0.5  Gm.  mixed  sulfonamidesf  per  teaspoonful  or  tablet ) 

Effective  two-fold  attack  against  wider  range  of  microorganisms 
Minimizes  possibility  of  development  of  drug-resistant  organisms 


DRAMCILLIN-250  — (250,000  units*  per  DRAMCILLIN  with  Triple  Sulfona- 
teaspoonful).  mides — (100,000  units  of  penicillin*  and  0.5 

D RAM C I LLIN— (100,000  units*  per  tea-  Gm-  of  triPle  sulfonamidesf  per  teaspoonful), 
spoonful). 

Also:  DROPCILLIN — (50,000  units*  per  dropperful). 


^buffered  crystalline  penicillin  G potassium 

t0.167  Gm.  each  of  sulfadiazine,  sulfamerazine  and  sulfacetimide  (the  sulfa  of  choice  as  the  third  component) 

WHITE  LABORATORIES,  INC.,  KENILWORTH,  N.  J. 


influence 


t cod  liver  oil 


that  makes  the  great  difference  in 

DESITIN 

hemorrhoidal 


the  hemorrhoidal 
patient  may  sit,  move 
and  walk  in  greater  comfort 
as  Desitin  Hemorrhoidal  Suppositories  with 
Cod  Liver  Oil  act  promptly  to . . . 

• relieve  pain  and  itching 

• minimize  bleeding 

• reduce  congestion 

• guard  against  trauma 

• promote  healing  by  virtue  of  their  con- 


Prescribe  Desitin  Hemorrhoidal  Sup- 
positories in  hemorrhoids  (non-surgical), 
pruritus  ani,  uncomplicated  cryptitis,  papil- 
litis, and  proctitis. 


Composition:  crude 
Norwegian  cod  liver  oil, 
lanolin,  zinc  oxide,  bis- 
muth subgallate,  balsam 
peru,  cocoa  butter  base. 
No  narcotic  or  anes- 
thetic drugs  to  mask 
rectal  disease.  Boxes  of 
12  foil-wrapped  sup- 
positories. 


tents  of  high  grade  crude  Norwegian  cod  liver  oil,  rich 
in  vitamins  A and  D and  unsaturated  fatty  acids  (in 
proper  ratio  for  maximum  efficacy). 


M.jOl  samples 


DESITIN 


CHEMICAL  COMPANY  • 


70  Ship  Street  • Providence  2.  R.  I. 


No.  1 of  a series 


In  the  treatment  of  alcoholism  with  "Antabuse".. 


Q.  What  is  the  dosage  schedule 
for  the  initial  phase  of 
treatment  and  for  maintenance? 


A A.  Briefly,  one  "Antabuse" 

tablet  daily  for  two  or  three 
weeks  is  recommended,  at  which 
time  an  alcohol  trial  may  be 
given.  The  great  majority  of 
patients  may  then  be  main- 
tained with  one-half  tablet 

The  above  is  typical  of  the  countless  questions 
received  from  the  medical  profession.  Should  you 
require  further  information  regarding  this  or  any 
other  aspect  of  "Antabuse"  therapy,  please  feel  free 
to  call  on  us.  Descriptive  literature  is  available 
on  request. 


Brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide 


...a  "chemical  fence"  for  the  alcoholic 


Supplied  in  tablets  of  0.5  Gm.  , bottles  of  50  and  1,000 


5204 


Ayerst,  McKenna  & Harrison  Limited 
New  York,  N.Y.  • Montreal,  Canada 


090 


Conclusive  Evidence* 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 

AND 


Cholesterol  and  Phospholipids  in  balance 


Lipozyme  Tablets 

TO 

Reduce 

Cholesterol 

Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


Cholesterol  Imbalance  Pathological  condition 


LIPOZYME 

Approximately  1 GM  per 
tablet  in  correct  balance 
of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  6c  Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 

“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E.:  J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 

Available  at  all  Pharmacies  in  bottles  of  100  each. 

BARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 


‘Tabloid’ 


with  Codeine  Phosphate  #| 
9r-  i 


with  Codeine  Phosphate  # ( 

i 


with  Codeine  Phosphate ’ 


with  Codeine  Phosphate  # 


with  Codeine  Phosphate  & 
I 


Gradations  of  Inalgesia 

a series  with  a reputation  for  reliability 


*/2  times  more  soluble  than  sulfate 

m ittimus  WELLCOME  & CO.  Mil  HOC. 

Tickahoe  7.  V V. 
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When,  functional!  ^etoutgemeitb 


In  the  interest  of  maintaining  good 
nutrition  in  the  patient,  many  functional 
derangements  of  the  gastrointestinal  tract 
make  the  use  of  a well  rounded  dietary  sup- 
plement, such  as  Ovaltine  in  milk,  highly 
advantageous.  Among  such  functional  de- 
rangements more  commonly  encountered 
are  nausea,  anorexia,  gastritis,  diarrhea, 
dysentery,  enteritis,  and  colitis. 

In  these  conditions,  Ovaltine  in  milk  is 
particularly  useful,  not  only  because  of  its 


easy  digestibility  but  also  because  of  its 
blandness  and  its  high  nutrient  content.  It 
offers  the  opportunity  of  providing  a bal- 
anced fare  of  essential  nutrients  without 
mechanical  irritation  or  excessive  digestive 
demands.  Hence  it  qualifies  especially  when 
customarily  eaten  foods  are  contraindicated 
and  a nutritious  bland  diet  is  required. 

The  wealth  of  nutrients  supplied  by  three 
glassfuls  of  Ovaltine  in  milk  is  outlined  in 
the  table  below. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of  Zi  oz. 
of  Ovaltine  and  8 fl.  oz.  of  whole  milk,  provide: 


PROTEIN  . . . 
CARBOHYDRATE 
FAT  . . 
CALCIUM 
COPPER 
IODINE 
IRON  . 
PHOSPHORUS 


32  Gm. 

VITAMIN  A 

.3200  I.U. 

65  Gm. 

VITAMIN  D 

. 420  I.U- 

30  Gm. 

ASCORBIC  ACID  . . . 

30  mg- 

1.12  Gm. 

NIACIN 

. 6.7  mg. 

0.7  mg. 

PANTOTHENIC  ACID 

. 3.1  mg. 

0.7  mg. 

PYRIDOXINE 

. 0.6  mg. 

12  mg. 

RIBOFLAVIN  .... 

. 2.0  mg. 

940  mg. 

THIAMINE 

. 1.2  mg. 

ORIES  . . 

658 

Two  kinds,  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 


Chloromycetin 


The  Parke-Davis  label,  known  and  relied 
on  the  world  over,  is  a respected  symbol 
in  research,  in  clinical  investigation,,  and 
in  quality  production. 
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Remove  risk  of  undertreafment.  Use  free-flowing,  long-lasting  injections  of 


DURACILLIN  F.fl. 

(PROCAINE  PENICILLIN  AND  BUFFERED  CRYSTALLINE 
PENICILLIN.  LILLY) 


Every  drop — right  down  to  the  last  potent, 
vital  minim  — flows  smoothly  into  your  syr- 
inge. This  is  because  ' Du racillin  F.A.'  One 
Million  is  in  a new  type  of  ampoule  whose 
interior  surface  is  treated  to  resist  any 
clinging,  any  waste.*  Available  now  in 
either  convenient  individual-dose  or  eco- 
nomical ten-dose  sizes.  Simply  add  0.7  cc. 
of  diluent  for  each  injection  to  provide: 


ONE  MILLION 

FOR  AQUEOUS  INJECTION 

in  waste-free  ampoules 


Crystalline  Procaine  Penicillin — G 
Buffered  Penicillin  — G,  Crystalline-Sodium 


750.000  UNITS 

250.000  UNITS 


To  fa  I 


1,000,000  UNITS 


*A  pharmacologically  inert 
silicone-compound  coating  on 
glass  which  reduces  adher- 
ence of  fluids  to  a minimum. 


ELI  LILLY  AND  COMPANY  - INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 

Dwindling  Resources 


In  the  swift  development  of  current  world 
events  the  citizen-taxpayer  is  aware  of  vague 
menaces  in  the  future  amid  the  more  active 
assaults  upon  his  present  way  of  life.  Per- 
haps professional  men  and  women  feel  this 
uneasiness  to  a greater  extent  than  others, 
and  more  particularly  doctors  of  medicine, 
since  many  of  these  events  of  the  last  fifty 
years  have  now  begun  to  affect  their  profes- 
sional associations,  their  practices,  and  their 
status  in  the  community.  The  realization 
is  growing  apace  that  the  concept  of  the 
“American  way  of  life”  is  undergoing  change. 

Beneath  all  its  specific,  detailed  components 
is  the  single  comprehensive  idea  of  personal 
liberty,  of  individual  opportunity,  of  room  for 
the  expansion  of  each  person’s  activities  and 
thoughts  and  the  winning  of  his  rewards  to  the 
limit  of  his  capacity.  Included  also  by  many 
persons  who  envisage  this  American  way  of 
life  are  the  ideas  of  decency,  of  friendliness,  of 
neighborliness,  and  even  of  certain  spiritual 
qualities  flourishing  in  a land  of  economic 
abundance  as  well  as  of  scenic  acceptability.1 

1 Editorial:  New  England  J.  Med.  246:  96  (Jan.  17)  1952. 


The  student  of  history  is  aware  of  the 
extraordinary  growth  of  European  popula- 
tions from  1800  to  1914  and  of  the  more 
recent  expansion  of  the  Asiatic  peoples. 
Mere  population  pressure  has  engendered 
severe  economic  and  political  problems 
affecting  the  manner  and  standards  of 
living  of  many  millions  of  persons.  Such 
rapid  increase  in  populations  has  meant 
that  “heap  after  heap  of  human  beings  have 
been  dumped  on  the  historic  scene  at  such 
an  accelerated  rate  that  it  has  been  difficult 
to  saturate  them  with  traditional  culture .... 
In  the  schools ....  it  has  been  impossible 
to  do  more  than  instruct  the  masses  in  the 
technic  of  modern  life;  it  has  been  found' 

impossible  to  educate  them ”2 

But  an  impartial  observer  cannot  fail 
to  have  noted  a growing  resurgence  of 
nationalism  that  has  risen  before,  during, 
and  since  the  close  of  World  War  II  and 
which  cannot  fail  to  have  world-wide  signifi- 
cance. Events  in  Europe  and  Asia,  in  the 

2 Revolt  of  the  Masses,  New  York  City,  W.  W.  Norton 
Co.,  1932. 
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middle  East,  and  elsewhere  are  exerting 
influences  upon  our  national  economy  and 
our  way  of  life  that  already  have  committed 
our  resources  and  productive  capacity  to  a 
heavy  strain  and  our  citizen-taxpayers  to 
previously  unheard  of  “peacetime”  taxation. 
The  rise  of  socialism  in  many  parts  of  the 
world  seems  to  be  the  fumbling  attempt  of 
peoples  to  adjust  their  economies  to  dwin- 
dling resources,  both  material  and  political. 

No  doctor  can  view  the  current  national 
budget  calling  for  expenditures  of  85  billions, 
of  which  some  90  per  cent  goes  for  war, 
past,  present,  and  future,  without  reflecting 
upon  the  fact  that  this  expenditure,  besides 
creating  inflation,  will  make  Government 
the  biggest  employer  in  the  nation.  There 
are  now  2,500,000  government  employes, 
and  a year  from  now  this  total  is  expected 
to  rise  to  nearly  2,650,000.  Ordinary 
government  expenditures  will  take  10  cents 
of  every  tax  dollar,  and  of  that  dollar  3 
cents  goes  for  social  welfare  projects. 
Veterans  medical  care,  pensions,  and  educa- 
tion will  take  about  5 cents. 

In  the  forseeable  future  there  does  not 
seem  to  be  much  hope  of  lightening  this 
burden.  Inescapably  this  nation  is  commit- 
ted to  a participation  in  world  affairs  that 
will  increase  rather  than  diminish  and  will 
require  more  and  more  taxes.  Expansion 


of  the  Veterans  Administration  and  of 
social  security  coverage  will  put  govern- 
mental influence  more  and  more  into  the 
conduct  of  private  enterprise.  Resources 
and  resourcefulness  have  created  a great 
nation  under  a “Constitution  designed 
originally  to  protect  the  citizen  from  his 
government — for  it  is  in  the  very  nature  of 
government  that  it  must  seek  to  increase 
its  own  employment.”1 

We  have  seen  the  waning  of  Western 
Europe,  the  enchainment  of  the  medical 
profession  in  England  and  Germany  to  the 
chariot  of  socialistic  government,  with  loss 
of  cherished  liberties.  Will  population  pres- 
sure here,  together  with  increasing  tax 
burdens  and  participation  in  world  affairs, 
deplete  us  to  the  point  of  no  return?  If 
private  enterprise  has  been  wasteful,  among 
its  other  faults  of  selfish  acquisitiveness  and 
some  corruption,  can  it  be  said,  on  the  other 
hand,  that  governmental  operations  have 
been  conservative? 

Perhaps  the  best  answer  is  contained  in  the 
Hoover  recommendations  for  reorganization 
of  governmental  departments  for  greater 
operating  efficiency,  only  a few  of  which 
have  so  far  been  adopted.  If  government 
is  to  extend  its  control  more  and  more 
over  the  lives  of  the  people,  let  it  at  least 
be  efficient  government. 


Counter  Sale  of  Reading  Spectacles 


There  is  now  before  the  Legislature  an 
act  to  amend  the  Education  Law  in  relation 
to  the  sale  of  eyeglasses.  The  proposal 
would  permit  “the  sale  of  any  ready-made 
reading  spectacles  or  reading  glasses 
equipped  with  spherical  convex  lenses,  as 
merchandise,  in  any  store  or  established  place 
of  business  in  the  State  by  persons,  firms,  or 
corporations,  who  do  not  assume  directly  or 
indirectly  to  adapt  them  to  the  eye,  and 
when  the  selection  of  such  spectacles  or 
glasses  is  at  the  discretion  of  the  purchaser 
and  is  treated  in  a manner  similar  to  the 
sale  of  any  other  magnifying  glass.” 

The  bill  would  appear  to  have  been 
framed  by  someone  with  nostalgia  for  the 
days  of  old,  the  era  of  the  medicine  show  and 
the  itinerant  peddler  of  specifics  and  eye- 
glasses. Not  that  these  ready-made  spec- 


tacles or  reading  glasses  would  be  sold  from 
a peddler’s  cart  in  these  days  of  mass  pro- 
duction, jet  planes,  and  other  manifestations 
of  an  advanced  civilization;  they  would  be 
selected  at  the  “discretion  of  the  pur- 
chaser,” as  merchandise,  in  any  store  or 
established  place  of  business.  Caveat  emp- 
tor.  Peddling  has  been  specifically  ruled 
out  by  Section  7109  of  the  Education  Law 
for  many  years. 

The  proposed  amendment  to  the  law  as 
quoted  above  is  bad.  It  would  permit  any- 
one to  purchase  these  ready-made  reading 
spectacles  as  merchandise  with  no  proper 
guarantee  to  the  purchaser  of  the  quality 
of  either  frames  or  spectacle  lenses  and  upon 
the  sole  responsibility  of  the  purchaser  who 
undertakes  to  judge  whether  he  needs  such 
merchandise  and  of  what  degree  of  spherical 
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convexity.  While  this  is  bad  enough,  there 
are  graver  aspects  of  such  proposed  mer- 
chandising. For  physiologic  reasons,  people 
over  forty  years  of  age  are  those  who  would 
avail  themselves  of  such  ready-made  spec- 
tacles or  reading  glasses,  although  others 
might  do  so.  In  any  event,  such  a pur- 
chaser would  probably  not  have  consulted 
an  eye  physician  or  an  optometrist. 

It  is  to  avoid  such  consultation  that  many 
aging  persons  would  make  such  direct  pur- 
chases. Yet  aging  persons  are  the  very  ones 
in  whom  many  eye  diseases,  some  of  them 
asymptomatic,  and  numerous  general  ail- 
ments such  as  diabetes,  arteriosclerosis,  and 
the  like,  to  name  but  a few,  may  be  in  the 


incipient  stages.  Glaucoma  simplex  and 
some  tumors  of  the  choroid,  retina,  or  the 
nervous  system  may  be  present.  Examina- 
tions of  the  eyes  by  competent  eye  physi- 
cians or  optometrists  frequently  detect 
these  conditions  of  which  the  patient  is  un- 
aware. Early  diagnosis  and  treatment  has 
saved  many  eyes  and  many  lives. 

A channel  such  as  would  be  provided  by 
the  proposed  amendment  to  the  law  to  by- 
pass a proper  eye  examination  and  a com- 
petent determination  of  the  degree  and  kind 
of  refractive  error  present  would  be  a public 
disservice  of  a particularly  cruel  sort.  It  is 
to  be  hoped  that  the  Legislature  will  see  fit 
to  let  such  a bill  expire  in  committee. 


Another  Handout  to  the  Aged 


Oscar  R.  Ewing,  Federal  Security  Admin- 
istrator, is  preparing  for  action  by  Congress  a 
plan  for  free  hospitalization  of  7,000,000  per- 
sons who  are  participants  in  social  security 
and  who  are  sixty-five  years  of  age  or  over, 
their  widows  or  widowers,  and  dependents  of 
deceased  participants.  He  estimates  that 
this  program  would  cost  $230,000,000  an- 
nually. Hospital  care  in  semiprivate  ac- 
commodations for  sixty  days  every  year 
would  become  available  to  those  eligible,  but 
persons  with  chronic  afflictions,  mental  dis- 
orders, and  tuberculosis  would  be  excluded. 
Administration  through  nonprofit  voluntary 
health  insurance  programs  such  as  the  Blue 
Cross  would  be  provided.  According  to  the 
New  York  Times  (January  20,  1952)  Mr. 
Ewing  stated,  “I  can’t  help  believing  that 
this  is  a plan  which  will  be  accepted  by 
everyone  when  they  understand  it.  Actu- 
ally the  money  is  there  and  it  gives  hospital- 
ization insurance  to  a group  of  our  society 
which  has  less  money  to  pay  for  it  than  any 
other  group.” 


The  plan  would  be  administered  according 
to  the  following  scheme:  by  the  states 

through  their  health  departments  or  through 
voluntary  insurance  groups;  by  the  Federal 
Security  Agency  through  the  voluntary 
groups;  or,  all- other  methods  being  unavail- 
able, by  the  Agency  itself  dealing  directly 
with  the  hospitals.  Physicians  would  de- 
cide who  should  be  hospitalized,  would  make 
the  necessary  arrangements,  and  the  govern- 
ment would  pay  the  bill. 

Evidently  there  is  a lot  of  money  in  the 
Social  Security  fund,  and  this  is  one  way  to 
distribute  it,  but  how  about  all  those  who  are 
not  participants  and  who  may  be  in  need? 
They  will  still  be  a problem  for  the  com- 
munity, apparently.  The  “Great  Giver”  in 
Washington  remains  on  the  job.  There  is 
more  money  available  from  Social  Security 
collections  than  he  knows  what  to  do  with. 
The  thought  that  the  rates  might  be  reduced 
if  this  is  the  case  evidently  does  not  enter 
into  his  thinking.  Let  us  hope  that  Con- 
gress will  resolve  otherwise. 


Current  Editorial  Comment 


Health  and  Hygiene  Study.  A bill  is  now 
before  the  Legislature  of  the  State  of  New 
York  which  would  repeal  subdivision  five  of 
'Section  3204  of  the  education  law,  relating  to 
the  “excuse  of  pupils  from  the  study  of  health 
and  hygiene  where  such  study  conflicts  with 
the  religion  of  their  parents  or  guardians.” 


In  1950  the  Legislature  changed  the  edu- 
cation law,  reportedly  urged  by  certain  re- 
ligious groups  opposed  to  the  modern  teach- 
ing of  health  and  hygiene  where  this  con- 
flicted with  sectarian  beliefs  of  parents  or 
guardians.  Now,  excuse  of  such  pupils  from 
the  study  of  health  and  hygiene  would  be  re- 
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scinded  by  this  bill,  and  all  pupils  would  re- 
ceive the  same  scholastic  benefit. 

This  repealer  seems  to  be  entirely  in  the 
public  interest  as  well  as  that  of  the  indi- 
vidual. Modern  principles  governing  health 
and  hygiene  are  firmly  established  on  scien- 
tific grounds,  and  successful  modern  medical 
and  public  health  practices  in  great  part  de- 
pend upon  the  acceptance  of  procedures  in 
these  categories  based  on  the  assumption  of 
common  knowledge  of  their  validity.  That 
common  knowledge  is  acquired  in  the  public 
and  private  school  systems  of  the  nation.  It 
is  both  historical  and  factual  and  to  a great 
degree  is  responsible  for  the  high  level  of 
health  and  hygiene,  public  and  private, 
here  and  elsewhere. 

The  public  good  seems  to  us  to  be  para- 
mount. Disease  and  death  are  no  respecters 
of  persons,  and  sound  scientific  principles  of 
health  and  hygiene  are  the  means  of  com- 
bating them.  We  expend  much  effort  and 
treasure  as  presumably  enlightened  people 
to  carry  those  principles  and  instruction  in 
them  to  the  far  peoples  of  the  earth.  Such 
things  cannot  be  imposed,  they  must  be 
painstakingly  taught  until  final  acceptance 
makes  possible  the  opportunity  for  a fuller 
and  more  anxiety-free  existence  for  all. 


The  Chronic  Alcoholic.  There  can  be  no 
question  of  the  social  and  economic  waste 
associated  with  alcoholism,  which  has  come 
to  be  regarded  quite  widely  as  a disease 
rather  than  an  acquired  habit  which  has 
gone  beyond  the  bounds  of  personal  control. 
It  is  claimed  that  New  York  State  is  far 
behind  in  its  recognition  of  the  problem  and 
the  means  for  coping  with  it,  according  to  a 
pronouncement  by  the  Coordinating  Com- 
mittee on  Alcoholism,  which  has  recently 
announced  the  completion  of  its  membership, 
among  whom  are  the  following  New  York 
State  physicians:  Drs.  W.  P.  Anderton, 

H.  E.  Ayers,  M.  A.  Block,  Joseph  Hirsh, 
H.  W.  Lovell,  H.  S.  Mustard,  J.  L.  Norris, 
and  M.  G.  Potter.  There  are  likewise 
representatives  from  the  law,  labor,  and 
welfare  agencies,  totaling  23  members. 

The  committee  was  organized  to  promote 
a unity  of  policy  and  action  in  securing 
effective-  State  measures  that  will  provide 
facilities  for  reclaimable  alcoholics,  a study 
of  the  problem  of  the  intractable  alcoholics, 
and  a revision  of  existing  statutes  to  make  a 
practical  approach  to  chronic  alcoholism 
possible. 


Colonel  Harold  Riegelman,  the  chairman, 
states  that  “both  political  parties  pledged 
themselves  to  meet  the  challenge  in  their 
platforms  and  that  many  private  organiza- 
tions, including  Alcoholics  Anonymous,  have 
done  much  within  separate  committees,  but 
the  basic  problem  affects  every  taxpayer  of 
the  State  and  every  citizen  who  has  a social 
conscience.” 

These  are  brave  words  and  truly  spoken, 
but  it  seems  essential  that  we  go  beyond 
this.  Drinking  alcoholic  beverages  is  an 
age-old  custom;  we  accept  it  as  a social 
custom,  prevalent  over  the  world  except  in 
the  Mohammedan  countries.  Since  it  is  so 
well  engrafted  upon  our  mores,  can  we  over- 
come overindulgence  by  law  or  edict?  Are 
we  drawing  an  adequate  distinction  between 
the  moderate  user  of  alcohol  and  he  (or  she) 
who  uses  it  to  excess?  In  order  to  achieve 
success,  will  it  not  be  essential  to  begin  at 
the  beginning,  to  reduce  the  consumption  of 
alcohol  as  an  occasional  beverage,  to  do 
away  with  more  than  one  cocktail  at  a func- 
tion, and  to  limit  the  imbibing  especially  of 
the  stronger  liquors?  We  would  venture  to 
claim  that  few  chronic  alcoholics  developed 
their  misfortune  from  light  wines  and  beer. 

It  has  become  the  fashion  to  label  alco- 
holism, together  with  drug  addiction,  as  a 
disease  and  to  avoid  the  jail  in  its  treatment, 
this  procedure  being  regarded  as  more 
• economical.  However,  all  of  this  fails  to 
include  an  elimination  of  the  causal  factor; 
namely,  the  readily  procurable  alcoholic 
beverage.  And  can  this  be  eliminated? 
The  probable  answer  must  be  no.  But  the 
thinking  apparatus  of  man  can  perhaps  be 
trained  to  recognize  the  evils  of  overindul- 
gence; yet,  as  far  as  we  know,  little  has  been 
accomplished  in  this  direction.  It  is  to  be 
hoped  that  the  Committee  will  direct  its 
attention  to  this  aspect  of  the  problem. 


“The  Gift  of  Life.”  Under  the  above 
provocative  title,  the  State  Department  of 
Health  has  issued  an  attractive  booklet  de- 
signed to  help  parents  instruct  their  children 
in  the  physical  aspects  of  birth  and  human 
growth,  in  the  belief  that  the  home  is  the 
proper  place  for  children  to  learn  the  biologic 
facts  of  life  and  acquire  healthy  attitudes 
towards  sexual  matters.  It  was  prepared  on 
the  suggestion  of  a Religious  Advisory  Com- 
mittee and  should  be  of  interest  to  physi- 
cians. Copies  may  be  obtained  from  the 
office  of  Public  Health  Education,  18  Dove 
Street,  Albany,  New  York. 
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Pyromen  initiates  responses  in  the 
circulating  leucocytes,  in  the  reticulo-endothelial 
and  the  endocrine  systems. 

Pyromen  is  proving  to  be  increasingly  useful 
in  the  treatment  of  many  allergies  and  dermatoses, 
as  well  as  certain  ophthalmic  disorders. 

Pyromen  is  supplied  in  10  cc.  vials 
containing  4 gamma  (micrograms)  per  cc.  and 
in  10  cc.  vials  containing  10  gamma  per  cc. 

" Pyromen ” on  your  Rx  will  bring  you 
our  new  booklet  detailing  the  use 
of  this  new  therapeutic  agent. 
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THE  INCIDENCE  OF  BENIGN  AND  MALIGNANT  DISEASE 
OF  THE  FEMALE  PELVIC  ORGANS 

Carl  T.  Javert,  M.D.,  Elmer  E.  Kramer,  M.D.,  and  Frances  A.  Macdonald,  A.B., 

New  York  City 

(From  the  Department  of  Obstetrics  and  Gynecology,  Cornell  University  Medical  College  and  the  Woman’s 

Clinic  of  the  New  York  Hospital ) 


DISEASE  frequencies  are  of  interest  to  both 
physician  and  patient.  Incidences  are 
higher  in  hospital  patients  than  in  the  random 
population  because  of  selection.  For  example, 
the  incidence  of  carcinoma  of  the  pelvic  organs 
is  6.5  per  cent  in  our  gynecologic  patients  (ex- 
cluding readmissions),  as  compared  with  0.059 
per  cent  of  the  living  female  inhabitants  of  all 
ages  in  the  state  of  Connecticut,  a ratio  of  110  to 
l.1 

Selection  is  made  by  the  physician  in  his 
office  when  he  recommends  hospitalization  of 
the  patient  for  treatment  of  the  gynecologic 
;(  symptoms.  At  this  time,  she  invariably  asks, 

II  “What  are  the  chances  of  this  being  malignant?” 
Naturally,  the  incidence  varies  with  age,  race, 
organ,  etc.  However,  it  seemed  important 
to  ascertain  the  patient  incidence  and  the  lesion 
incidence  of  both  benign  and  malignant  diseases 
of  the  various  pelvic  organs,  particularly  as  they 
concern  a cancer  detection  program. 

Every  doctor’s  office  should  be  a cancer  de- 
tection center,  at  least  for  accessible  organs, 
and  in  the  female,  the  breast,  vulva,  vagina, 
cervix,  and  uterus  are  accessible  to  inspection 
and  biopsy.  These  organs  have  about  50  per 
cent  of  the  cancers  in  the  female.1  Not  in- 
frequently, one  sees  a patient  who  has  gone 
regularly  to  her  physician  over  a period  of  years 
for  a medical  or  surgical  ailment,  only  to  develop 
an  inoperable  pelvic  malignancy  while  under 
his  observation.  It  behooves  the  physician 
to  make  adequate  pelvic  examinations  in  these 
patients  at  least  once  or  twice  a year  and  in  all 
■ other  patients  coming  to  his  notice.  Vaginal,  cer- 
vical, endocervical,  and  endometrial  smears  are 
important  diagnostic  aids. 

Presented  at  the  Southwest  Regional  Cancer  Conference, 
Fort  Worth,  Texas,  on  September  13,  1951. 


Materials  and  Method 

Statistical  data  of  7,694  consecutive  gyneco- 
logic patients  discharged  from  the  Woman’s 
Clinic  of  the  New  York  Hospital  from  January 
1,  1947,  to  December  31,  1950,  form  the  basis 
of  this  study.2  This  number  includes  readmis- 
sions. The  total  number  promptly  resolves 
itself  into  two  main  groups:  Group  I with  be- 
nign disease,  comprising  7,018  patients  or  91.2 
per  cent,  and  Group  II  with  pelvic  carcinoma, 
numbering  676  patients  or  8.8  per  cent.  The 
benign  group  was  ten  times  larger.  Further- 
more, a new  patient  to  the  physician  may  be 
one  with  a previous  hospital  admission  so  that 
to  go  over  every  record  from  the  standpoint 
of  a primary  admission  would  serve  little  practi- 
cal purpose. 

The  bulk  of  the  data  is  confined  to  about  a 
dozen  tables,  and  much  of  it  will  not  be  com- 
mented upon  in  the  text.  The  various  incidences 
for  benign  and  malignant  diseases  are  given 
for  each  pelvic  organ.  The  gravity  of  the  cancer 
problem  is  illustrated  further  by  the  large  number 
of  deaths  occurring  in  the  gynecologic  service 
from  this  disease  (Table  I).  During  the  period 
of  the  study,  there  were  49  deaths,  43  of  which 
were  due  to  pelvic  cancer,  or  88  per  cent. 
This  is  approximately  ten  times  the  clinic  cancer 
incidence.  This  number  does  not  include  over 


TABLE  I. — Gynecologic  Mortality  Rate  at  Woman’s 
Clinic,  New  York  Hospital,  1947  to  1950  Inclusive 


Cause  of  Death 

Number 

of 

Cases 

Per  Cent 

Pelvic  cancer 

43 

88 

Cancer,  other  sites 

3 

6 

Cardiac  failure  and  embolus 

3 

6 

Total  deaths 

49 

0,63* 

* Mortality  rate  of  7,694  patients. 
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Fig  1.  Comparison  of  the  total  number  of  dis- 
charged patients  with  the  total  number  of  lesions 
according  to  pelvic  organ. 


Fig.  2.  Comparison  of  the  patient  and  lesion  inci- 
dence of  cancer  according  to  pelvic  organ. 


a dozen  more  who  either  died  at  home  or  in 
an  institution  providing  terminal  care. 

Total  Lesion  Incidence 

The  incidence  of  benign  and  malignant  con- 
ditions affecting  the  various  pelvic  organs  is 
shown  in  Table  II  and  graphically  in  Fig.  1. 
Diseases  of  the  vagina  and  perineum  head  the 
list,  and  they  comprise  cystocele,  rectocele, 
and  perineal  relaxations  (detailed  in  Table  XI). 
The  uterus,  cervix,  ovary,  tube,  vulva,  and  other 
gynecologic  conditions  follow  in  that  order. 
The  last  named  group  includes  the  venereal 
diseases,  pelvic  peritonitis,  and  abcess.  It 
is  appropriate  to  state  at  the  outset  that  many 
of  these  diseases  were  recognized  and  diagnosed 
by  the  referring  physician.  The  exceptions 
wrere  mainly  in  the  cancer  patients,  and  to  de- 
tect these  the  doctor  depends  on  the  facilities 
in  the  hospital. 

Total  Cancer  Incidence 

Table  Illgives  the  cancer  incidence  according  to 
each  pelvic  organ  in  the  7,694  discharged  patients. 
There  were  676  patients  with  cancer,  giving  a 
gross  incidence  of  8.78  per  cent,  or  one  in  11 
patients  admitted  with  gynecologic  symptoms. 
The  incidence  of  cervical  cancer  was  4.96  per  cent. 
The  next  most  frequent  sites  were  in  the  uterus 
and  ovary.  Comparison  of  Figs.  1 and  2 shows 
that  the  vagina  (excluding  relaxations),  vulva, 
and  tube  have  the  lowest  number  of  benign 
lesions  and  also  the  lowest  incidence  of  cancer. 

About  one  fourth  of  the  cancers  in  the  female 
are  found  in  the  breasts  and  another  fourth 
in  the  genital  organs.1  As  stated  above,  these 
organs  are  clinically  accessible  to  inspection, 
palpation,  or  both.  Special  apparatus  is  not 
required  for  a sensible  examination.  Biopsy 
is  a simple  procedure,  and  the  endometrial 


TABLE  II. — Lesion  Incidence  in  7,694  Discharged 
Patients  According  to  Pelvic  Organs 


Pelvic  Organ 

Number 

of 

Lesions 

Per  Cent 

Vagina  and  perineum 

7,442 

96.72 

Uterus 

6,817 

88  60 

Cervix 

6,608 

85.88 

Ovary 

2,165 

28.15 

Tube 

1,253 

16.29 

Vulva 

499 

6,48 

Other  gynecologic  lesions 

398 

5.17 

Total 

25,182* 

* 3.27  lesions  per  patient. 


TABLE  III. — Patient  Incidence  of  Carcinoma  Accord- 
ing to  Pelvic  Organ  in  7,694  Patients 


Pelvic  Organ 

Number  of 
Carcinomas 

Per  Cent 

Cervix 

382 

4.96 

Uterus 

163 

2.12 

Ovary 

113 

1.46 

Vulva 

9 

0.12 

Tube 

5 

0 06 

Vagina  and  perineum 

4 

0.05 

Total 

676 

8.78 

biopsy  can  be  easily  learned.  More  mistakes 
are  made  by  not  looking  than  by  not  knowing. 

Cervical  biopsy  could  have  detected  382 
cancers  or  56  per  cent  of  the  total,  and  by 
including  the  uterus,  which  can  be  sounded, 
probed  and  biopsied,  and  aspirated  for  cytologic 
smear,  an  additional  163  cases  could  have  been 
detected,  which  together  with  the  few  in  the 
vagina  and  vulva  would  raise  the  total  per- 
centage to  82  per  cent  that  are  detectable  in  the 
physician’s  office.  Only  21  unexpected  cancers 
have  turned  up  on  routine  histologic  exami- 
nation of  excised  cervices  during  the  period  of 
this  study. 

When  the  cancer  incidence  is  considered 
according  to  the  number  of  lesions  per  organ, 
as  in  Table  IV,  the  cervix  is  still  first  with  an 
incidence  of  5.78  per  cent,  the  ovary  is  next, 
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TABLE  IV. — Lesion  Incidence  of  Carcinoma  According 
to  Pelvic  Organ 


Pelvic  Organ 

Number  of 
Lesions 

Number  of 
Carcinomas 

Per  Cent 

6,608 

382 

5.78 

Ovary 

2,165 

113 

5.21 

Uterus 

6,817 

163 

2.39 

Vulva 

499 

9 

1.80 

Tube 

1,253 

5 

0.39 

Vagina  and  perineum 

7,442 

4 

0.053 

Other 

398 

0 

0.0 

Total 

25,182 

676 

2.68 

* Including  36  cases  with  intraepithelial  and  in  situ  lesions. 


TABLE  V. — Per  Cent  of  Primary  Discharges  of 
Patients  with  Diagnosis  of  Cancer  According  to 
Pelvic  Organ,  1947  to  1950 


Patients  Discharged 
with  First  Diagnosis 
of  Cancer 

Per  Cent  6,186 
Patients  Discharged 
for  First  Time 

Cervix 

185 

3.0 

Uterus 

138 

2.2 

Ovary 

68 

1.1 

Vulva 

7 

0.1 

Tube 

1 

0.02 

Vagina 

2 

0.03 

Total 

401 

6.45 

TABLE  VI. 

— Lesion  Incidence  of  Benign  and  Malignant 
Diseases  of  Cervix 

Number  of 

Disease  Cases  Per  Cent 


Cervicitis  and  erosion 

2,671 

40.4 

Descensus,  hypertrophy,  laceration 

2,343 

35.4 

Polyp 

445 

6.7 

Squamous  metaplasia 

232 

3.5 

Stenosis 

154 

2.3 

Myoma  and  other  benign  tumors 

77 

1.1 

Hyperkeratosis 

72 

1.0 

Basilar  hyperactivity 

44 

0.7 

Congenital  abnormality 

31 

0.5 

Leukoplakia 

13 

0.2 

Endometriosis 

6 

0.1 

Sarcoma 

4 

0.06 

Other 

134 

2.0 

Carcinoma  (squamous,  371,* 
adenocarcinoma,  11) 

382 

5.7 

Total 

6,608 

100.0 

* Including  36  intraepithelial  or  in  situ  lesions. 


and  the  uterus  is  in  third  place,  as  in  Fig.  2. 
The  change  in  position  of  the  ovary,  when  con- 
sidered from  the  point  of  view  of  the  patient 
and  organ  lesion,  is  due  in  part  to  the  fact  that 
there  are  two  ovaries  and,  therefore,  twice  the 
possibility  of  having  malignancy.  In  addition, 
patients  with  ovarian  cancer  were  admitted 
more  than  the  average  number  of  times  for 
paracenteses,  etc.,  and  a large  percentage  of 
these  patients  died  in  the  hospital. 

Lesion  Incidence  According  to 
Genital  Organ 

The  following  data  concern  discharged  patients. 
However,  it  seemed  also  pertinent  to  determine 
the  percentage  of  primary  cancer  diagnosed 
during  the  period  of  study,  1947  to  1950.  This 
information  is  given  in  Table  V and  shows  the 
total  number  of  patients  with  a primary  diagnosis 
of  cancer  (excluding  readmissions)  was  401  or 


Fig.  3.  The  Cameron  Cauterodyne  in  use  for  treat- 
ment of  cervical  erosion. 


6.5  per  cent.  This  a little  less  than  the  8.78 
per  cent  mentioned  in  Table  III. 

Tables  VI  to  XI  give  the  various  benign  and 
malignant  diseases  affecting  the  pelvic  organs 
with  percentages  for  each  one.  As  indicated  in 
Table  II,  there  were  3.27  lesions  per  patient. 

Cervix. — Cervicitis  and  erosion  account  for  40 
per  cent  of  the  benign  lesions  (Table  VI).  These 
conditions  are  amenable  to  office  treatment, 
and  it  is  probable  that  coagulation  of  the  cervix, 
using  the  Cameron  cauterodyne,  shown  in  Fig.  3, 
destroyed  many  unsuspected  incipient  cancers 
in  the  intraepithelial  and  in  situ  stages.  There- 
fore, coagulation  serves  a double  purpose:  It 
gets  rid  of  the  erosion  and  may  be  a prophylaxis 
against  cervical  cancer. 

The  patient  incidence  of  cervical  cancer  of 
4.96  per  cent  and  the  lesion  incidence  of  5.7 
per  cent  shown  in  Tables  III  and  IV  are  in  close 
agreement.  This  is  shown  graphically  in  Fig.  2. 

Ovary. — There  are,  of  course,  two  of  these 
organs,  with  over  50  benign  and  malignant 
conditions.  Occasionally,  one  sees  a cystoma 
or  tumor  that  is  usually  benign  develop  a cancer. 
Examples  are  the  dermoid  cyst  and  the  endo- 
metrial cyst.  Follicle  cysts  are  the  most  common 
condition  with  an  incidence  of  14.2  per  cent 
(Table  VII).  The  patient  and  lesion  cancer  in- 
cidences are  1.5  and  5.2  per  cent,  respectively, 
and  the  discrepancy  is  due  in  part  to  the  fact 
that  there  are  two  ovaries. 

The  ovary  and  tube  are  not  accessible  to 
visual  examination  in  the  office,  yet  they  can 
be  palpated,  except  in  the  very  obese  patient. 
The  technic  of  culdoscopy  may  be  warranted 
in  the  occasional  patient;  a laparotomy  is  pref- 
erable when  cancer  is  suspected. 

Uterus. — Diseases  of  the  corpus  uteri,  in- 
cluding the  endometrium,  are  listed  in  Table  VIII. 
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TABLE  VII. — Lesion  Incidence  of  Benign  and 
Malignant  Diseases  of  Ovary 


Number  of 

Disease 

Cases 

Per  Cent 

Follicle  cysts 

308 

14.2 

Oophoritis 

234 

10.8 

Endometriosis  and  endometrial  cysts 

219 

10.1 

Corpus  luteum  cysts  and  hematoma 

157 

7.2 

Dermoid  cyst 

86 

4.0 

Inclusion  cyst 

76 

3.5 

Serous  cysts 

33 

1.5 

Pseudomucinous 

32 

1.5 

Fibroma,  fibroadenoma,  Brenner 

30 

1.4 

Corpus  albicans  cyst 

25 

1.2 

Parovarian  cyst 

17 

0.8 

Congenital  abnormality 

13 

0.6 

Abscess 

11 

0.5 

Teratoma 

4 

0.2 

Ovarian  pregnancy 

1 

0.05 

Other 

806 

37.2 

Carcinoma 

113 

5.2 

Total 

2,165 

100.0 

TABLE  VIII. — Lesion  Incidence  of  Benign  and 
Malignant  Diseases  of  Uterus 


Disease 

Number  of 
Cases 

Per  Cent 

Myoma,  adenomyoma 

2,290 

33 

.6 

Retroversion 

957 

14. 

.0 

Polyp  (endometrial) 

936 

13 

.7 

Procidentia,  malposition 

694 

10 

.1 

Atrophic  endometrium 

491 

7. 

.2 

Adenomyosis 

268 

3 

.9 

Hyperplasia 

211 

3 

.1 

Endometritis 

116 

1 

.7 

Endometriosis 

' 48 

0 

.7 

Congenital  abnormality 

43 

0 

6 

Sarcoma 

20 

0 

3 

Squamous  metaplasia 

6 

0 

.1 

Other 

574 

8. 

.4 

Carcinoma 

163 

2. 

.39 

Total 

6,817 

100 

0 

Myoma  and  adenomyoma  account  for  33  per 
cent  of  the  lesions.  The  cancer  incidence  is 
2.12  and  2.39,  respectively,  according  to  patient 
and  lesion,  a close  agreement. 

This  organ  should  be  investigated  with  a 
sound,  which  is  important  since  a cervical 
stenosis,  observed  in  2.3  per  cent,  may  not 
permit  discharge  of  blood  or  malignant  cells 
so  that  under  such  circumstances  a vaginal 
smear  is  worthless.  Recently,  several  un- 
expected carcinomas  have  been  diagnosed  in 
this  manner. 

Endometrial  biopsy  is  also  an  office  procedure 
as  is  the  taking  of  cytologic  smears.  Finally, 
in  suspected  patients,  hospital  admission  for 
a diagnostic  curettage  is  indicated  for  menstrual 
irregularity.  Abnormal  vaginal  bleeding  was 
a common  complaint  in  a large  number  of  the 
patients,  and  of  these  at  least  8 per  cent  had 
cancer,  showing  the  great  clinical  significance 
of  such  bleeding.  This  is  two  times  the  in- 
cidence recorded  in  a study  of  abnormal  vaginal 
bleeding  in  an  earlier  period  (1932  to  1940). 3 
Many  physicians  disregard  this  symptom,  espe- 
cially at  the  menopause,  prescribing  hormone 
therapy  without  a pelvic  examination. 


TABLE  IX. — Lesion  Incidence  of  Benign  and  Malignant 
Diseases  of  Vulva 


Disease 

Number  of 
Cases 

Per  Cent 

Bartholin  duct  cyst  or  abscess 

168 

33.6 

Fibroma,  condyloma,  polyp,  etc. 

66 

13.2 

Lesions  of  labia,  hymen,  clitoris 
Acute  and  chronic  vulvitis  and 

66 

13.2 

pruritis 

62 

12.4 

Atrophic  and  hypertrophic  vulvitis 
Lymphogranuloma  and  granuloma 

38 

7.6 

inguinale 

12 

2.4 

Congenital  abnormality 

12 

2.4 

Other  benign  lesions 

66 

13.2 

Carcinoma 

9 

1.8 

Total 

499 

100.0 

TABLE  X. — Lesion  Incidence  of  Benign  and 
Diseases  of  Tube 

Malignant 

Disease 

Number  of 
Cases 

Per  Cent 

Salpingitis 

601 

47.9 

Hydrosalpinx 

100 

7.9 

Tubal  pregnancy 

60 

4.7 

Endometriosis 

28 

2.2 

Benign  tumors 

27 

2.2 

Tubo-ovarian  abscess 

24 

1.9 

Pyosalpinx 

20 

1.6 

Congenital  abnormality 

12 

0.9 

Hematosalpinx 

9 

0.7 

Tuberculosis 

5 

0.7 

Other 

362 

28.8 

Carcinoma 

5 

0.4 

Total 

1,253 

100.0 

TABLE  XI. — Lesion  Incidence  of  Benign  and  Malignant 
Diseases  of  Vagina  and  Perineum 

Disease 

Number  of 
Cases 

Per  Cent 

Relaxed  vaginal  outlet,  etc. 

6,729 

90.4 

Vaginitis 

125 

1.7 

Stricture 

97 

1.3 

Benign  tumors  and  cysts 

93 

12 

Fistulas  (recto,  vesical,  ureteral) 

34 

0.5 

Congenital  abnormality 

31 

0.4 

Endometriosis 

3 

0.04 

Other 

326 

4.4 

Carcinoma 

4 

0.05 

Total 

7,442 

100.0 

Vulva. — -The  lesion  incidence  for  this  organ 
is  listed  in  Table  IX  and  will  not  be  repeated 
here.  Cancer  of  the  vulva  is  rare.  Not  in- 
frequently, a vulvar  cancer  is  treated  for  months 
with  ichthyol  when  it  should  have  been  biopsied, 
and  much  valuable  time  is  lost. 

Tube. — The  tube,  like  the  ovary,  is  accessible 
to  palpation.  Cancer  is  rare.  However,  several 
cases  have  been  reported  in  the  literature, 
including  one  of  our  own,  diagnosed  by  the 
vaginal  smear.4  Disease  incidences  are  given 
in  Table  X. 

Vagina  and  Perineum. — Table  XI  lists  the 
vaginal  conditions,  and  relaxations  lead  the 
list.  These  may  not  confuse  the  physician 
in  terms  of  cancer,  but  any  bulge  makes  the 
patient  cancer  conscious  so  they  were  included. 
Again,  cancer  of  the  vagina  is  rarely  encountered. 
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Conclusions 

1.  The  cancer  incidence  per  patient  and 
per  lesion  has  been  determined  in  a total  of 
7,694  patients  discharged  from  the  gynecologic 
service  of  the  Woman’s  Clinic  over  a four-year 
period.  The  patient  incidence,  including  re- 
admissions, was  8.78  and  the  lesion  incidence 
was  2.68  per  cent.  Each  gynecologic  patient 
had  an  average  of  3.27  lesions. 

2.  The  cancer  incidence  was  highest  in  the 
cervix.  A summary  of  the  patient  and  lesion 
incidences  according  to  pelvic  organ  are  as 
follows: 

Incidence . 


Organ 

Per  100 
Patients 

Per  100 
Lesions 

Cervix 

4.96 

5.78 

Uterus 

2.12 

2.39 

Ovary 

1.46 

5.21 

Vulva 

0.12 

1.80 

Tube 

0.06 

0.39 

Vagina 

0.05 

0.05 

3.  While  the  incidence  of  cancer  is  8.78 
per  cent  in  discharged  patients,  it  accounted 


for  84  per  cent  of  the  deaths  on  the  gynecologic 
service  during  the  period  under  investigation. 

4.  The  incidences  of  benign  and  malignant 
diseases  of  the  various  pelvic  organs  are  pre- 
sented in  tables. 

5.  The  incidence  of  pelvic  carcinoma  in  pri- 
mary admissions  (excluding  readmissions)  was 
6.5  per  cent.  This  is  110  times  the  rate  for 
female  inhabitants  in  the  state  of  Connecticut. 
In  other  words,  110  pelvic  examinations  are 
necessary  to  detect  one  case  of  pelvic  carcinoma. 

6.  Every  doctor’s  office  is  a center  for  detec- 
tion of  benign  and  malignant  disease  of  the  female 
genital  organs.  Fifty  per  cent  of  the  cancers 
occur  in  the  breast,  uterus,  cervix,  vagina,  and 
vulva  and  often  can  be  diagnosed  in  the  office. 
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There  are  three  diseases  designated  as 
“herpes”  which  are  genetically  related  but 
individually  distinguished  by  certain  clinical  and 
immunologic  features.  They  are  herpes  sim- 
plex, herpes  genitalis,  and  herpes  zoster.  No 
general  agreement  exists  regarding  their  exact 
relationship,  but  etiologically  all  are  due  to 
viruses. 

It  is  probable  that  a single  virus  is  responsible 
for  herpes  simplex  and  genitalis,  although  some 
investigators  think  there  is  some  difference  in 
pathogenicity.  Goodpasture  states  that  bi- 
ologists in  general  feel  that  there  is  no  significant 
difference  between  the  strains  of  herpes  simplex.1 
Herpes  zoster  is  a disease  of  the  nervous  system 
in  which  the  pathogen  selects  the  posterior  root 
ganglia.  In  many  of  its  histopathologic  features 
it  resembles  acute  anterior  poliomyelitis  and  may 
be  interpreted  as  the  sensory  analog  of  this  dis- 
ease. Immunologically  it  is  related  to  varicella. 

One  distinguishing  feature  between  herpes 
simplex,  genitalis,  and  zoster  is  that  the  former 
two  are  recurrent;  the  latter  seldom  recurs  and 
in  many  respects  seems  self-immunizing.  Never- 
theless, it  is  the  most  disabling  of  the  three  and 
occasionally  responsible,  either  directly  or  in- 
directly, for  death  of  the  patient. 

While  herpes  simplex  and  genitalis  are  indi- 
vidual “nuisances,”  zoster  is  a serious  medical 
disease  and  control  of  the  subjective  symptoms 
a problem.  The  clinical  features  vary  consider- 
ably in  duration  and  intensity;  the  cutaneous 
lesions  may  be  of  short  duration  but  often  persist 
for  many  weeks.  Likewise,  the  pain,  which  is  a 
problem  in  over  70  per  cent  of  patients,  although 
usually  present  only  a few  days,  not  uncommonly 
lasts  for  months  or  years  causing  serious  physical 
and  mental  debilitation  in  many  victims. 

The  pathogenesis  of  herpes  zoster  is  more  or 
less  shrouded  in  mystery.  While  there  is  good 
evidence  to  suspect  that  the  virus  of  herpes  sim- 
plex is  transmitted  from  individual  to  individual, 
traveling  from  the  periphery  to  the  central  ner- 
vous system,  it  is  impossible  to  say  just  how  the 
virus  of  herpes  zoster  reaches  the  posterior  spinal 
root  ganglia.  Goodpasture  has  shown  that  the 
essential  pathologic  changes  are  confined  to  the 
ganglia  of  the  posterior  sensory  nerve  roots  and 
are  hemorrhagic.1  The  incitant,  however,  does 
not  remain  confined  to  the  cutaneous  eruption  or 

* Protamide,  registered  trademark,  Sherman  Laboratories, 
Detroit,  Michigan. 


involved  spinal  nerves  but  has  been  demonstrated 
in  the  blood  and  spinal  fluid.  Generalized  vari- 
celliform  eruptions  are  not  infrequent  during  the 
course  of  an  acute  attack. 

Everyone  is  acquainted  with  the  many  reme- 
dies recommended  for  curtailing  the  course  of 
zoster  and  relief  of  pain.  The  latest  which  have 
proved  disappointing  are  the  antibiotics,  espe- 
cially aureomycin  and  terramycin,  which  are  so 
useful  in  other  virus  infections. 

Almost  two  years  ago,  because  of  favorable  ex- 
periences in  relief  of  lightning  pains  in  tabes  dor- 
salis following  administration  of  Protamide,  it 
was  decided  to  give  it  to  patients  in  the  active 
phase  of  herpes  zoster  and  in  postherpetic  neu- 
ralgia. This  is  a report  on  its  use  in  the  active  or 
acute  phase. 

Pharmacology 

Protamide  is  a denatured  proteolytic  enzyme 
obtained  from  the  mucosal  layer  of  hog  stomach. 
It  is  prepared  as  a sterile,  colloidal,  clear  to  dark 
straw-colored  solution  with  a pH  adjusted  to  6.5. 
It  is  relatively  nontoxic ; intravenous  infusions  in 
rats,  when  slowly  administered,  proved  safe  in 
doses  of  50  cc.  per  Kg.2  In  vitro  tests  show  it  to 
have  no  hemolytic  action  on  erythrocytes  or 
other  hemic  elements.  Its  administration  to 
white  rats  and  rabbits  over  long  periods  evinced 
no  evidence  of  chronic  toxicity  and  negligible 
effects  on  general  health  and  growth  curves. 

Material 

Fifty  patients  with  active  herpes  zoster  with 
lesions  of  varied  distribution  and  degree  of  se- 
verity were  treated  with  Protamide  intramuscu- 
larly (Table  I).  Of  these,  30  were  men  and  20 
women;  their  ages  ranged  from  twenty-two  to 
seventy-nine  years,  with  an  average  of  fifty-two. 
The  intervals  between  injections  varied  from 
every  six  hours  to  every  second  or  third  day. 
This  routine  was  determined  largely  by  degree  of 
clinical  response  and  relief  of  pain. 

Six  “control”  patients  were  given  physiologic 
saline  injections  without  any  benefit.  Several  of 
the  patients  with  zoster  who  experienced  prompt 
response  to  Protamide  with  relief  from  pain  for 
six  to  eight  hours  failed  to  respond  to  saline 
placebos.  The  patients  studied  discontinued  all 
medication  before  administration  of  Protamide 
was  begun  and  received  no  systemic  medication 
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TABLE  I. — Summary  op  50  Cases  op  Herpes  Treated  with  Protamide 


Case 

Initials 

Age 

Sex 

Location 

Duration 

(Days) 

Number 

of 

Injections 

Interval 

(Hours) 

Total 

Dose 

(Cc.) 

Result 

1 

H.  T. 

38 

M 

Z.  thoracalis 

5 

3 

48 

3.9 

Excellent 

2 

M.  H. 

36 

M 

Z.  genitalis 

3 

2 

38 

2.6 

Excellent 

3 

N.  Y. 

46 

M 

Z.  frontalis 

8 

8 

12  to  24 

10.4 

Unsatisfactory 

4 

B.  F. 

22 

M 

Z.  thoracalis 

4 

3 

48 

3.9 

Excellent 

5 

S.  B. 

62 

M 

Z.  cruralis 

4 

4 

48 

5.2 

Excellent 

6 

F.  C. 

50 

M 

Z.  cruralis 

2 

2 

24 

2.6 

Excellent 

7 

R.  W. 

36 

M 

Z.  brachialis 

14 

3 

48 

3.9 

Excellent 

8 

S.  W. 

29 

M 

Z.  thoracalis 

4 

3 

24 

3.9 

Excellent 

9 

S.  P. 

62 

M 

Z.  cruralis 

20 

5 

24  to  48 

6 . 5 

Satisfactory 

10 

M.  H. 

62 

M 

Z.  thoracalis 

8 

10 

12 

13.0 

Unsatisfactory 

11 

M.  P. 

52 

M 

Z.  brachialis 

14 

3 

24 

3.9 

Excellent 

12 

R.  R. 

26 

M 

Z.  frontalis 

4 

4 

24 

5.2 

Unsatisfactory 

13 

B.  O. 

46 

M 

Z.  lumbalis  et 

3 

4 

24 

5.2 

Excellent 

cruralis 

14 

V.  H. 

38 

M 

Z.  thoracalis 

10 

9 

12  to  24 

11.7 

Unsatisfactory 

15 

J.  McC. 

54 

M 

Z.  thoracalis 

5 

3 

24 

3.9 

Unsatisfactory 

16 

J.  K. 

69 

M 

Z.  sacralis 

14 

8 

24  to  48 

24.0 

Unsatisfactory 

17 

D.  S. 

42 

M 

Z.  thoracalis 

3 

12 

6 

15.6 

Unsatisfactory 

18 

D.  C. 

78 

M 

Z.  thoracalis 

12 

6 

12 

7.8 

Unsatisfactory 

19 

F.  E. 

61 

M 

Z.  frontalis 

21 

4 

24 

5.2 

Satisfactory 

20 

W.  B. 

55 

M 

Z.  frontalis 

20 

5 

24 

6.5 

Satisfactory 

21 

P.  A. 

38 

M 

Z.  lumbalis 

? 

3 

24 

3.9 

Excellent 

22 

A.  H. 

78 

M 

Z.  thoracalis 

2i 

1 

1.3 

Satisfactory 

23 

F.  L. 

62 

M 

Z.  frontalis 

10 

16 

12  to  72 

20.8 

Satisfactory 

24 

M.  H. 

56 

M 

Z.  frontalis 

14 

5 

24 

6.5 

Excellent 

25 

S.  C. 

42 

M 

Z.  cervicalis 

5 

4 

24 

5.2 

Excellent 

26 

L.  M. 

78 

M 

Z.  thoracalis 

5 

3 

24 

3.9 

Excellent 

27 

G.  R. 

78 

M 

Z.  maxillaris 

? 

5 

24 

6.5 

Excellent 

28 

E.  C. 

62 

M 

Z.  thoracalis 

14 

5 

24 

6.5 

Excellent 

29 

R.  F. 

62 

M 

Z.  thoracalis 

14 

3 

24 

3.9 

Excellent 

30 

G.  G. 

79 

M 

Z.  frontalis 

27 

5 

24 

6,5 

Unsatisfactory 

31 

M.  B. 

32 

F 

Z.  cruralis 

14 

4 

24 

5.2 

Excellent 

32 

W.  P. 

56 

F 

Z.  cruralis 

6 

3 

48 

3.9 

Excellent 

33 

B.  A. 

32 

F 

Z.  brachialis 

8 

9 

12 

11.7 

Unsatisfactory 

34 

E.  M. 

50 

F 

Z.  thoracalis 

20 

4 

12 

5.2 

Satisfactory 

35 

O.  K. 

47 

F 

Z.  brachialis  et 

thoracalis 

28 

3 

24 

3.9 

Excellent 

36 

P.  T. 

69 

F 

Z.  brachialis 

3 

3 

48 

3.9 

Excellent 

37 

A.  L. 

59 

F 

Z.  abdominalis 

2 

3 

24 

3.9 

Excellent 

38 

H.  L. 

48 

F 

Z.  frontalis 

21 

3 

12 

3.9 

Unsatisfactory 

39 

P.  A. 

58 

F 

Z.  brachialis 

5 

3 

24  to  48 

3.9 

Satisfactory 

40 

w.  S. 

48 

F 

Z.  brachialis 

14 

3 

24 

3.9 

Excellent 

41 

B.  R. 

72 

F 

Z.  frontalis 

28 

8 

12  to  24 

10.4 

Satisfactory 

42 

M.  C. 

57 

F 

Z.  lumbalis 

7 

3 

24  to  48 

3.9 

Excellent 

43 

O.  K. 

35 

F 

Z.  lumbalis 

3 

3 

24 

3.9 

Excellent 

44 

E.  M. 

36 

F 

Z.  thoracalis 

21 

4 

12  to  48 

5.2 

Excellent 

45 

E.  R. 

74 

F 

Z.  frontalis 

? 

8 

12  to  24 

10.4 

Satisfactory 

46 

M.  S. 

78 

F 

Z.  thoracalis 

7 

6 

6 to  24 

7.8 

Excellent 

47 

L.  C. 

29 

F 

Z.  abdominalis 

1 

4 

24 

5.2 

Excellent 

48 

A.  K. 

70 

F 

Z.  abdominalis 

3 

5 

12 

6.5 

Satisfactory 

49 

O.  K. 

47 

F 

Z.  thoracalis  et 

brachialis 

28 

3 

24 

3.9 

Excellent 

50 

F.  P. 

48 

F 

Z.  thoracalis 

3 

3 

24 

3.9 

Excellent 

other  than  laxatives.  Topical  remedies  consisted 
of  bland  wet  compresses  or  zinc  oxide  paste. 

Comment 

Results  were  classified  in  three  categories: 
! excellent,  satisfactory,  and  unsatisfactory.  On  a 
percentage  basis  results  were  as  follows:  excellent 
58  per  cent,  satisfactory  20  per  cent,  and  unsatis- 
factory 22  per  cent. 

Excellent  Results. — Those  cases  in  which  results 
were  designated  “excellent”  numbered  29.  The 
criteria  for  inclusion  in  this  group  were  of  neces- 
, sity  elastic.  All  patients  responding  with  com- 
plete relief  from  pain  and  involution  of  the  erup- 
tion after  less  than  four  injections  were  included. 
Some  exceptionally  severe  cases  which  failed 
completely  to  respond  to  any  other  medication, 
and  to  whom  each  injection  brought  complete 
relief  from  pain  for  several  hours  with  permanent 
relief  after  five  or  six  injections  were  also  included. 


For  example,  patient  24  (M.  H.)  suffered  from 
zoster  frontalis  on  the  left  side  with  severe  peri- 
orbital edema  and  lesions  of  the  cornea.  The 
disease  was  of  two  weeks  duration.  In  ten  days 
the  patient  had  received  2 Gm.  of  aureomycin 
daily  without  benefit.  About  the  fourth  day  of 
the  disease  he  developed  herpes  generalisatus. 
Aureomycin  was  finally  discontinued  and  1.3  cc. 
of  Protamide  given  parenterally,  daily  for  five 
days.  Pain  subsided  promptly  and  at  the  ter- 
mination of  therapy  had  completely  disappeared. 
On  discharge  the  involved  area  was  healing 
rapidly. 

Patient  31  (M.  B.),  a woman  with  extensive  le- 
sions on  the  right  buttock  and  leg  for  two  weeks, 
had  failed  to  respond  to  chloramphenicol,  and 
the  nocturnal  pain  required  narcotics.  After  the 
second  daily  injection  of  1.3  cc.  of  Protamide, 
there  was  considerable  relief;  the  pain  dis- 
appeared completely  after  the  fourth  daily  in- 
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jection,  and  the  lesions  dried  and  healed  rapidly. 

Patient  32  (W.  P.),  a woman  aged  fifty-six,  had 
lesions  of  six  days  duration  on  her  left  buttock  and 
back  of  the  left  thigh.  She  had  received  chloram- 
phenicol for  three  days  without  improvement. 
Pain  was  severe.  The  first  injection  of  Prota- 
mide  was  followed  by  considerable  relief.  The 
second  injection  two  days  later  effected  complete 
relief.  It  was  impossible  to  say  whether  im- 
provement of  the  eruption  was  a direct  result 
of  the  Protamide. 

The  average  number  of  injections  required  in 
these  cases  was  3.4. 

Satisfactory  Results. — Those  results  classified  as 
“satisfactory”  were  good  but  not  quite  so  dra- 
matic or  spectacular  as  those  classed  as  “excel- 
lent.” The  patients  required  a larger  number  of 
injections,  or  although  they  made  complete  re- 
coveries, it  was  thought  that  this  was  coincidental 
and  possibly  should  not  be  credited  entirely  to 
the  Protamide. 

Patient  41  (B.  R.),  a woman  aged  seventy-two, 
had  a severe,  gangrenous  zoster  frontalis,  extend- 
ing far  onto  her  scalp.  There  were  also  lesions 
of  the  right  eyeball.  The  disease  was  of  four 
weeks  duration  and  was  preceded  and  accom- 
panied by  almost  unbearable  pain.  Aureomycin 
and  terramycin  had  met  with  no  success.  Four 
daily  injections  of  Protamide  were  followed  by 
some  subjective  and  objective  improvement,  but 
the  pain  recurred.  Two  injections  daily  were 
more  effective,  the  pain  disappearing ; the  cutane- 
ous and  ocular  lesions  also  showed  rapid  improve- 
ment. Eighteen  days  after  the  first  Protamide 
injection  the  patient  was  discharged. 

The  average  number  of  injections  given  these 
patients  was  5.9. 

Unsatisfactory  Results. — The  “unsatisfactory” 
cases  were  almost  invariably  of  exceptional  se- 
verity and  had  failed  to  respond  favorably  to  any 
other  therapy.  It  is  possible  that  if  larger  doses 


of  Protamide  had  been  given  to  some  or  if  the 
treatment  had  been  continued  over  longer  peri- 
ods, results  would  have  been  better.  It  would, 
however,  have  been  increasingly  difficult,  if  not 
impossible,  in  this  event  to  distinguish  between 
actual  effects  of  Protamide  and  coincidence. 
In  some  of  these  “unsatisfactory”  cases  brief 
periods  of  relief  from  pain  followed  each  injection 
of  Protamide.  The  average  number  of  injections 
was  7.3. 

Side-effects. — There  were  no  complications, 
untoward  reactions,  sensitizations,  or  evidence 
of  acute  or  chronic  toxicity. 

It  is  significant  that  no  patient  who  made  an 
excellent  or  satisfactory  recover}'  after  Protamide 
suffered  from  postherpetic  neuralgia. 

Summary  and  Conclusions 

Fifty  patients  with  herpes  zoster,  all  having 
pain,  were  treated  by  means  of  intramuscular  in- 
jections of  Protamide,  a denatured,  proteolytic 
enzyme. 

Results  were  excellent  or  satisfactory  in  78  per 
cent;  22  per  cent  were  classed  as  unsatisfactory. 

Improvement  in  those  patients  showing  favor- 
able response  was  almost  immediate.  In  some 
of  those  cases  classified  as  unsatisfactory,  tempo- 
rary amelioration  of  pain  followed  each  injection, 
occasionally  persisting  for  several  hours. 

There  were  no  untoward  reactions  or  evidence 
of  toxicity. 

Protamide  is  a valuable  remedy  in  the  treat- 
ment of  herpes  zoster.  It  is  helpful  in  relief  of 
pain  and  apparently  aids  in  involution  of  the 
cutaneous  lesions. 

104  East  40th  Street 
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SELYE  in  describing  his  concept  of  the  general 
adaptation  syndrome  states  that  stress 
causes  an  increased  production  of  the  glucocorti- 
coids by  the  adrenal  cortex.1  These  substances 
stimulate  gluconeogenesis  and  produce  involution 
of  the  thymus  and  lymph  nodes;  in  addition, 
they  cause  neutrophilia,  lymphopenia,  and  eosino- 
penia.  It  was  observed  that  in  the  presence  of 
severe  stress,  such  as  injury,  operation,  or  infec- 
tion, the  circulating  eosinophils  were  consistently 
found  to  be  below  the  lower  limit  of  normal  (100 
per  cu.  mm.)  in  patients  with  intact  adrenals.2 
It  was  then  found  that  in  individuals  with  normal 
adrenal  cortical  function,  after  the  injection  of 
pituitary  adrenocorticotropic  hormone,  similar 
changes  occurred  in  the  levels  of  circulating 
leukocytes.3  The  most  definite  response  was  re- 
flected by  the  eosinophils,  the  value  of  which 
diminished  on  the  average  of  73  per  cent  from  the 
initial  level.3  This  effect  was  considered  to  re- 
sult from  the  release  of  corticoadrenal  hormones 
with  an  oxygen  atom  at  position  C-ll.  The 
phenomenon  was  elaborated  into  a test  for  adrenal 
cortical  function.2-4  Subsequently,  studies  on 
rats5-6  and  man  7 showed  that  epinephrine  was 
capable  of  stimulating  the  liberation  of  ACTH 
by  the  anterior  pituitary  gland  resulting  in  eo- 
sinopenia  in  the  presence  of  a normal  adrenal 
cortex.8  Thus,  an  eosinopenia  following  the  ad- 
ministration of  epinephrine  indicated  a normal 
pituitary-adrenal  relationship.9  A test  was 
standardized  for  the  purpose  of  demonstrating 
such  anterior  pituitary-adrenal  cortical  com- 
petency. 

The  present  study  is  concerned  with  observa- 
tions of  the  following: 

1.  The  fasting  total  circulating  eosinophil 
count  in  a heterogeneous  group  of  medical  condi- 
tions. 

2.  The  effect  on  the  level  of  circulating  eo- 
sinophils in  the  same  heterogeneous  group  of 
medical  conditions  after  the  administration  of 
epinephrine. 

3.  The  correlation  of  the  fasting  total  circulat- 
ing eosinophil  count  and  its  response  to  epineph- 
rine with  the  clinical  condition  of  the  patient. 

Method  of  Study 

A total  circulating  eosinophil  count  was  done 
in  a group  of  67  patients  either  on  admission  to 
the  hospital  or  shortly  thereafter.  It  was  not 
done  on  patients  in  whom  it  was  felt  that  the 
epinephrine  might  have  a deleterious  effect  or 


who  had  initial  counts  of  zero.  All  counts  were 
done  with  the  patient  in  a fasting  state.  The 
epinephrine  test  was  done  on  55  patients.  The 
eosinophils  were  stained  by  a modification  of 
Randolph’s  stain.  A total  of  5 cc.  of  blood  was 
withdrawn  from  the  antecubital  vein  at  8:00 
a.m.  and  placed  in  a test  tube  containing  dry 
oxalate  and  shaken  to  prevent  coagulation.  It 
was  then  drawn  into  an  ordinary  white  cell  pipet 
to  the  0.5  mark.  A diluting  fluid3  made  up  of 
Phloxine  0.05  Gm.,  propylene  glycol  50  cc.,  and 
distilled  water  50  cc.  was  then  drawn  up  to  the  1 1 
mark,  shaken  for  at  least  two  minutes,  and  al- 
lowed to  stay  for  fifteen  minutes  in  order  to  get 
proper  staining.  Plating  was  then  made  on  a 
Fuchs-Rosenthal  hemacytometer  (depth  0.2 
mm.).  Four  chambers  of  16  sq.  mm.  were 
counted.  The  average  of  the  four  chamber  counts 
was  multiplied  by  100  and  divided  by  16  to 
yield  the  number  of  eosinophils  per  cu.  mm. 

The  epinephrine  test  was  performed  as  follows: 

1 . An  initial  twelve-hour  fasting  total  cir- 
culating eosinophil  count  was  performed. 
The  standard  of  normal  for  fasting  total  cir- 
culating eosinophil  counts  was  set  from  100 
to  300  cells  per  cu.  mm.8 

2.  Epinephrine  hydrochloride  1:1,000, 

0.3  mg.,  was  injected  subcutaneously.  Four 
hours  later  the  total  circulating  eosinophil 
count  was  repeated.  A fall  of  50  per  cent  or 
more  from  the  initial  level  of  the  eosinophil 
count2  was  taken  to  indicate  a normal  anter- 
ior pituitary  adrenocortical  system  integrity. 

In  order  to  correlate  the  fasting  total  circulat- 
ing eosinophil  count  and  the  results  of  the  epi- 
nephrine test  with  the  degree  of  illness,  we  arbi- 
trarily graded  the  patient’s  degree  of  illness  upon 
admission  to  the  hospital  as  follows: 

1.  Mildly  ill  {Table  1 ):  This  group  included 
those  who,  although  hospitalized,  were  ambulant. 
They  were  either  afebrile  or  only  mildly  afebrile 
(under  100  F.),  were  not  in  acute  pain,  and  clini- 
cally appeared  comfortable. 

2.  Moderately  ill  {Table  II):  These  patients 
who  were  nonambulant  and  febrile  (over  101  F.) 
were  either  subacutely  or  chronically  ill.  They 
had  apparent  and  significant  illness  but  were  not 
in  marked  distress. 

3.  Severely  ill  {Table  111):  These  patients 

were  acutely  ill  and  in  marked  distress.  This 
group  also  included  those  who  had  an  acute 
exacerbation  of  a longstanding  and  debilitating 
illness. 


709 


710 


ROBBINS,  KLEIN,  AND  GELLER 


[N.  Y.  State  J.  M. 


TABLE  I. — Mild  Cases 


Case 

Number 

Diagnosis 

Total  Circulating 

. Eosinophil  Count . 

After 

Fasting  Epinephrine* 

Per  Cent 
Deviation 

Condition 

on 

Discharge 

1 

Neurocirculatory  asthenia 

38 

4 

-89 

Improved 

. 2 

Neurocirculatory  asthenia 

244 

100 

-59 

Improved 

3 

Rheumatoid  spondylitis 

144 

44 

-69 

Improved 

4 

Rheumatic  heart  disease 

(inactive) 

100 

40 

-60 

Improved 

5 

Infectious  mononucleosis 

100 

52 

-48 

Cured 

6 

Secondary  anemia  (dietary) 

200 

60 

-70 

Cured 

7 

Hypothyroidism 

206 

99 

-52 

Cured 

8 

Polyneuritis 

218 

111 

-51 

Cured 

9 

Papilloma  of  breast 

94 

44 

-53 

Cured 

10 

Secondary  anemia  (fibroids) 

187 

19 

-90 

Cured 

11 

Werner’s  syndrome 

105 

38 

-64 

Unimproved 

12 

Menopause 

20 

0 

-100 

Improved 

13 

Trophic  leg  ulcer 

300 

93 

-69 

Cured 

* Eosinophil  count  taken  four  hours  after  administration  of  epinephrine. 

TABLE  II. — Moderate  Cases 

Total  Circulating 

* Eosinophil  Count * 

Condition 

Case 

After 

Per  Cent 

on 

Number 

Diagnosis 

Fasting 

Epinephrine* 

Deviation 

Discharge 

14 

Rheumatoid  arthritis 

37 

0 

-100 

Improved 

15 

Rheumatoid  arthritis 

50 

25 

-50 

Improved 

16 

Rheumatoid  arthritis 

81 

0 

-100 

Improved 

17 

Rheumatoid  arthritis 

100 

51 

-49 

Improved 

18 

Rheumatoid  arthritis 

126 

58 

-54 

Improved 

19 

Rheumatoid  arthritis 

225 

90 

-60 

Improved 

20 

Laennec’s  cirrhosis 

81 

25 

-69 

Improved 

21 

Laennec’s  cirrhosis,  diabetes 

100 

39 

-61 

Improved 

22 

Diabetes  mellitus 

98 

21 

-71 

Improved 

23 

Hypertensive  cardiovascular 

disease 

150 

74 

-51 

Improved 

24 

Gout 

113 

40 

-64 

Improved 

25 

Thyroiditis 

81 

40 

-49 

Improved 

26 

Pernicious  anemia 

37 

12 

-83 

Cured 

27 

Pyelonephritis,  subacute 

213 

92 

-57 

Improved 

28 

Pyelonephritis 

69 

27 

-61 

Cured 

29 

Rheumatic  heart  disease 

(active) 

69 

12 

-83 

Cured 

30 

Functional  bowel  disorder 

275 

0 

-100 

Improved 

* Eosinophil  count  taken  four  hours  after  administration  of  epinephrine. 


Observations  on  the  Fasting  Total  Circu- 
lating Eosinophil  Count 

It  will  be  noted  that  the  fasting  circulating  eo- 
sinophil counts  varied  widely  within  each  group 
of  patients.  In  the  mildly  ill  group  the  range  was 
from  20  to  300;  in  the  moderately  ill  group  the 
range  was  from  37  to  275,  while  in  the  severely 
ill  group  it  ranged  from  0 to  606.  The  counts 
likewise  varied  widely  in  patients  with  similar 
diagnoses  who  were  in  the  same  clinical  grouping 
of  cases.  For  example,  in  the  mildly  ill  group, 
patients  1 and  2,  both  neurocirculatory  asthenics, 
had  counts  of  38  and  244,  respectively.  Both 
patients  had  been  admitted  for  diagnostic  workup 
and  after  thorough  examination  had  been  found 
to  have  no  demonstrable  organic  pathology.  In 
the  moderately  ill  group  there  were  six  rheuma- 
toids  who  had  counts  ranging  from  37  to  225, 
while  of  the  six  rheumatoids  classified  as  severely 
ill  the  counts  ranged  from  12  to  606.  A single 
fasting  total  circulating  eosinophil  count  would 
therefore  appear  to  bear  no  relation  to  the  degree 
of  illness  of  the  patient. 

It  will  also  be  noted  that  in  the  severely  ill 
group,  patients  38,  39,  and  40  with  acute  conges- 
tive heart  failure  and  patients  64  and  65  with 


lobar  pneumonia  had  counts  within  stress  levels 
or  eosinophil  counts  under  100  per  cu.  mm. 
These  patients  responded  well  to  appropriate 
therapy.  While  such  low  counts  could  be  in- 
terpreted as  evidence  of  good  adrenocortical  re- 
sponse to  the  illness,  there  were,  nevertheless, 
some  patients  in  the  severely  ill  group  who  also 
had  low  counts  but  did  not  do  well  clinically. 
Exclusive  of  the  patients  with  malignant  disease, 
these  were  patients  41,  43,  45,  and  46.  Further- 
more, there  were  six  severely  ill  patients  who  did 
not  have  low  eosinophil  counts  and  who  subse- 
quently did  well  clinically.  These  were  patients 
42,  44,  48,  50,  and  59  who  improved  with  the  usual 
forms  of  therapy  for  their  respective  illnesses. 
Patients  receiving  hormonal  therapy  are  not  in- 
cluded as  examples.  This  same  lack  of  correla- 
tion between  fasting  count  and  subsequent  clini- 
cal course  is  further  borne  out  by  the  fact  that 
four  cases  in  the  mildly  ill  group,  1,  6,  9,  and  12, 
also  had  stress  level  counts. 

Thus,  the  fasting  count  bears  little  relation  to 
the  degree  of  illness  of  the  patient  and  similarly 
bears  little  relation  to  the  manner  in  which  he  is 
reacting  or  may  react  to  such  illness.  However, 
when  daily  counts  were  done  in  severely  ill  pa- 
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TABLE  III. — Severe  Cases 


Case 

Number 

Diagnosis 

Total  Circulating 

Eosinophil  Count . 

After 

Fasting  Epinephrine* 

Per  Cent 
Deviation 

Condition 

on 

Discharge 

31 

Rheumatoid  arthritis 

12 

6 

-50 

Improved 

32 

Rheumatoid  arthritis 

69 

31 

-53 

Improved 

33 

Rheumatoid  arthritis 

79 

30 

-61 

Improved 

34 

Rheumatoid  arthritis 

12 

6 

-50 

Improved 

35 

Rheumatoid  arthritis 

331 

68 

-81 

Improved 

36 

Rheumatoid  arthritis 

606 

80 

-87 

Improved 

37 

Gout 

312 

84 

-73 

Improved 

38 

Congestive  heart  failure, 
arteriosclerotic  heart  dis- 
ease 

0 

Improved 

39 

Congestive  heart  failure, 
arteriosclerotic  heart  dis- 
ease 

0 

Improved 

40 

Congestive  heart  failure,  ar- 
teriosclerotic heart  disease 

29 

0 

-100 

Improved 

41 

Arteriosclerotic  cardiovascular 
disease 

25 

0 

-100 

Unimproved 

42 

Hypertensive  crisis 

142 

Improved 

43 

Pericarditis  (constrictive) 

0 

Unimproved 

44 

Acute  exacerbation  rheumatic 
heart  disease 

331 

349 

+ 6 

Improved 

45 

Acute  myocardial  infarction 

0 

Died 

46 

Acute  myocardial  infarction 

0 

Improved 

47 

Coronary  insufficiency 

150 

80 

-47 

Died 

48 

Peripheral  arteriosclerosis 
Buerger’s  disease  with  gan- 
grene of  toes 

Buerger’s  disease  with  gan- 
grene of  toes 

137 

66 

-52 

Improved 

49 

387 

287 

-25 

Improved 

50 

156 

53 

-66 

Improved 

51 

Bronchiogenic  carcinoma 

38 

12 

-68 

Died 

52 

Metastatic  carcinoma,  pri- 
mary site  unknown 

16 

10 

-38 

Died 

53 

Carcinoma  of  uterus  (metas- 
tases) 

125 

87 

-30 

Died 

54 

Carcinoma  of  colon  (obstruc- 
tion) 

31 

0 

-100 

Died 

55 

Myelogenous  leukemia,  acute 
exacerbation 

399 

381 

-4 

Died 

56 

Lymphatic  leukemia 

19 

19 

0 

Died 

57 

Diabetes  mellitus,  hyperten- 
sion 

0 

Improved 

58 

Diabetic  acidosis 

106 

i 87 

+ 76 

Improved 

59 

Pulmonary  tuberculosis 

381 

381 

-26 

Improved 

60 

Acute  pharyngitis,  arthralgia, 
erythema  nodosa 

0 

Cured 

61 

Uremia  (acute  exacerbation 
chronic  nephritis) 

537 

Died 

62 

Hyperthroidism 

44 

i2 

-73 

Improved 

63 

Carcinoma  common  bile  duct 

110 

37 

-67 

Died 

64 

Lobar  pneumonia 

0 

Cured 

65 

Lobar  pneumonia 

0 

Cured 

66 

Uremia  (nephrosclerosis) 

218 

Died 

67 

Lobar  pneumonia 

481 

2i9 

-54 

Cured 

* Eosinophil  count  taken  four  hours  after  administration  of  epinephrine. 


tients  with  initial  stress  levels,  it  was  found  that 
the  counts  rose  as  the  patient  recovered  from  the 
illness.  Patient  60  in  the  severely  ill  group  was  a 
twenty-four-year-old  female  admitted  on  May  22 
with  severe  joint  pains,  sore  throat,  and  erythema 
nodosa.  Her  initial  count  was  0 and  on  daily 
determinations  remained  0 until  May  25.  On 
May  26  her  count  rose  to  43  and  on  May  27  to 
124.  Her  clinical  signs  of  improvement  began 
' on  May  25  and  continued  thereafter.  Patient 
40  had  an  initial  count  of  29  which  rose  to  206 
over  a period  of  two  weeks  as  specific  cardiac 
therapy  cleared  his  congestion.  Patients  64 
and  65  had  lobar  pneumonia  treated  with  anti- 
biotics and  showed  rapid  rises  from  initial  levels 
of  0 to  levels  of  200  and  187,  respectively.  Simi- 
larly, patients  39  and  57  showed  rises  as  they 
improved  with  specific  therapy  for  their  illness. 
Conversely,  as  the  clinical  condition  deteriorated 
in  patients  47,  61,  and  66,  the  counts  fell  from 


their  initial  levels  to  low  levels.  Patient  47, 
coronary  insufficiency,  fell  from  150  to  0 when  he 
developed  status  anginosus.  Patient  61,  uremia 
in  a child,  had  a count  which  fell  from  537  to  329 
in  a period  of  two  weeks,  while  number  66  fell 
from  218  to  55.  Thus,  while  a single  fasting  eo- 
sinophil count  proved  of  little  significance,  re- 
peated counts  did  parallel  the  clinical  course  of 
the  patient. 

Thorn  has  stated  that  the  finding  of  a fasting 
eosinopenia  (less  than  100  per  cu.  mm.)  is  an 
indication  of  greatly  increased  adrenal  hormonal 
function.4  We  feel  that  such  increased  hormonal 
function  may  not  be  clinically  manifest  and  the 
finding  of  a fasting  eosinophilia  (allergic  eosino- 
philia  must  be  considered  and  ruled  out)  is  not 
necessarily  an  indication  of  decreased  hormonal 
function,  .or  at  least  of  clinically  manifest  de- 
creased function.  We  observed  that  a fasting 
eosinopenia  or  eosinophilia  could  occur  in  pa- 
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tients,  some  of  whom  with  either  finding  did  well 
clinically  and  some  of  whom  with  either  finding 
did  poorly  clinically. 

Observations  on  the  Epinephrine  Test 

The  epinephrine  test  was  performed  on  55  pa- 
tients. Practically  all  patients  in  the  mild  and 
moderately  ill  group  came  within  the  normal 
range  of  a fall  of  minus  50  per  cent  or  more  in  the 
eosinophil  counts.  Three  patients,  5,  17,  and  25, 
had  counts  less  than  a minus  50  per  cent,  but  all 
fell  so  near  to  that  figure  that  we  considered 
their  response  normal.  All  patients  in  these  two 
groups  except  one  with  Werner’s  syndrome  (pa- 
tient 11)  did  well  clinically.  In  the  severely  ill 
group  a number  of  observations  were  made: 

1.  Four  patients,  35,  36,  37,  and  67,  had  initial 
counts  over  300  and  responded  normally  to  epi- 
nephrine, again  showing  that  a fasting  eosinophilia 
cannot  be  considered  evidence  of  poor  adreno- 
cortical function. 

2.  There  were  three  patients,  51,  54,  and  63, 
who  responded  well  to  the  epinephrine  test  but 
did  badly  clinically.  However,  these  patients 
had  malignancies. 

3.  There  were  nine  patients  who  had  abnormal 
eosinophil  responses  to  epinephrine.  These  were 
patients  44,  47,  49,  52,  53,  55,  58,  and  59.  The 
one  factor  common  to  all  of  these  patients  was  the 
protracted  nature  of  their  illness.  Besides  their 
acute  present  illness,  all  had  a long  history  of  de- 
bilitating disease.  The  illness  of  all  except  pa- 
tients 44,  49,  58,  and  59  terminated  fatally. 
However,  patients  37,  50,  51,  54,  and  63  also  had 
long  histories  of  debilitating  illness,  and  yet  their 
eosinophil  counts  responded  normally  to  epi- 
nephrine. It  should,  therefore,  not  be  assumed 
that  because  a patient  is  exposed  to  a long  illness 
his  adrenocortical  function  as  tested  by  the 
eosinophil  response  to  epinephrine  will  necessarily 
be  impaired. 

4.  A high  level  of  fasting  eosinophils  and  an 
abnormal  response  of  these  cells  to  epinephrine 
can  be  found  in  patients  with  acute  and  chronic 
stress  who  subsequently  do  well.  Cases  44,  49, 
58,  and  59  are  examples  of  this.  Inasmuch  as 
this  combination  would  seem  to  indicate  excep- 
tionally poor  hormonal  function  and  yet  be  as- 
sociated with  clinical  recovery  or  improvement  of 
the  patient,  it  suggests  that  such  abnormal  re- 
sponses must  be  cautiously  evaluated.  A low 
eosinophil  count  in  the  face  of  clinical  stress  and  a 
sharp  and  deep  drop  of  the  eosinophils  after  the 
injection  of  epinephrine  indicates  good  adrenal  re- 
serve, implying  that  the  patient  is  reacting  to  his 
clinical  stress  in  an  endocrinologically  efficient 
manner  with  a good  prognosis.  A high  level  of 
fasting  cells  and  a poor  response  to  epinephrine 
does  not  necessarily  carry  a poor  prognosis. 
However,  the  latter  combination  warrants  re- 


peated observation,  and  substitution  therapy 
should  be  considered  if  the  clinical  condition  con- 
tinues badly  or  if  stress-producing  procedures 
must  be  done.  This  is  particularly  so  if  the  eo- 
sinophil count  continues  high  or  consistently  does 
not  react  normally  to  epinephrine. 

Summary 

1.  Sixty-seven  patients  with  varied  medical 
disorders  had  fasting  total  circulating  eosinophil 
count  tests  done.  It  was  found  that  their  counts 
varied  widely  and  without  correlation  with  the 
clinical  condition  of  the  patient. 

2.  Daily  fasting  total  eosinophil  counts  were 
done,  and  it  was  observed  that  as  clinical  stress 
was  increased,  the  counts  fell,  while  if  clinical 
stress  were  removed,  the  counts  rose. 

3.  Fifty-five  patients  had  an  epinephrine  test. 
All  patients  who  were  mildly  or  moderately  ill 
showed  a normal  response,  and  all  did  well 
clinically. 

4.  Abnormal  responses  to  epinephrine  were 
found  in  some  but  not  all  patients  who  had  a com- 
bination of  acute  and  chronic  debilitating  disease. 

5.  The  majority  of  those  whose  eosinophils 
responded  normally  to  the  epinephrine  improved 
or  were  cured,  the  exception  being  only  those  with 
malignant  disease.  Abnormal  eosinophilic  re- 
sponse to  epinephrine,  however,  did  not  correlate 
as  well  with  the  clinical  outcome  in  the  patient. 

Conclusions 

1.  A single  fasting  total  circulating  eosinophil 
count  is  of  no  clinical  value  in  determining  the 
clinical  condition  of  the  patient  at  the  time  the 
count  is  done. 

2.  Daily  fasting  total  circulating  eosinophil 
counts  parallel  the  clinical  status  of  the  patient. 

3.  Normal  epinephrine  tests  are  usually 
found  in  patients  where  good  clinical  results  will 
be  obtained. 

4.  AVhile  it  would  appear  that  normal  epi- 
nephrine tests  were  usuallyfound  with  good  clinical 
results,  it  does  not  follow  that  poor  epinephrine 
tests  are  usually  found  where  the  clinical  results 
were  not  satisfactory. 
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MASSIVE  HEMORRHAGE  FROM  PEPTIC  ULCER 


Homer  L.  Skinner,  M.D.,  F.A.C.S.,  and  Lloyd  S.  Rolufs,  M.D.,  F.A.C.S., 
Staten  Island,  New  York 


( From  the  U.S.  Marine  Hospital,  Staten  Island) 

THE  existing  controversial  status  of  the  treat- 
ment of  severe  hemorrhage  from  peptic  ulcer 
prompted  this  review  of  the  results  obtained  in 
the  treatment  of  such  cases  at  the  U.S.  Marine 
Hospital,  Staten  Island.  Hemorrhage  which  was 
judged  to  have  threatened  the  patient’s  life  was 
the  criterion  for  the  selection  of  cases.  The  red 
blood  count  was  below  3,500,000  per  mm.  and 
the  hemoglobin  below  8.0  Gm.  per  100  cc.  of 
blood  in  all  instances.1  The  period  of  the  study 
extended  from  January  1,  1946,  until  December 
31,  1949.  An  appraisal  of  the  results  obtained 
and  recommendations  for  the  future  manage- 
ment of  these  patients  are  made. 

Material 

Table  I reveals  that  in  the  four-year  period 
there  were  1,079  patients  admitted  with  peptic 
ulcer  of  either  the  stomach,  duodenum,  or  gastro- 
jejunostomy stoma.  Among  these  there  were  54 
whose  primary  reason  for  hospitalization  was  a 
massive  hemorrhage.  Thus  the  incidence  of  ma- 
jor bleeding  among  our  peptic  ulcer  patients 
seeking  hospital  care  was  5 per  cent.  This  is 
somewhat  lower  than  has  been  the  experience  of 
other  authors.  Lewison  in  a recent  review  on 
the  subject  quotes  figures  on  the  incidence  of 
hemorrhage  among  hospital  admissions  for  pep- 
tic ulcer  ranging  from  9 per  cent  at  the  Johns  Hop- 
kins Hospital  to  as  high  as  38  per  cent  at  some 
other  institutions.2  This  discrepancy  between  our 
figures  and  those  of  others  may  be  due  in  part  to 
the  fact  that  more  of  our  patients,  the  majority 
of  whom  are  merchant  seamen,  are  hospitalized 
for  the  treatment  of  peptic  ulcer  rather  than  being 
managed  on  an  outpatient  status. 

Among  the  54  ulcer  patients  with  severe  hemor- 
rhage 25  were  subjected  to  operation  either  early 
or  late.  Three  patients  died  following  operation, 
and  four  died  without  having  undergone  surgery. 
There  were  then  seven  deaths  from  hemorrhage 
among  the  1,079  admissions  or  an  over-all  mor- 
tality rate  of  0.65  per  cent.  However,  among  the 
54  patients  with  major  hemorrhage  the  mortality 
rate  was  13  per  cent.  This  figure  compares  fa- 
vorably with  those  quoted  by  Lewison  and  others 
but  is  too  high  in  our  opinion. 

A breakdown  of  the  statistics  according  to  the 
anatomic  location  of  the  ulcer  was  done,  and 
Table  II  depicts  the  experience  with  duodenal 
ulcer.  As  is  at  once  apparent,  this  includes  the 


TABLE  I. — Peptic  Ulcer  Admissions 


Year 

Admis- 

sions 

for 

Peptic 

Ulcer 

Admitted 
Because  of 
Massive 
Hemorrhage 
from 
Peptic 
Ulcer 

Operated 

Because 

of 

Bleeding 

Ulcer 

Died 

After 

Operation 

Died 

Without 

Operation 

1946 

312 

20 

5 

0 

2 

1947 

279 

6 

4 

1 

0 

1948 

249 

9 

6 

1 

2 

1949 

239 

19 

10 

1 

0 

Total 

1,079 

54  (5.0%)* 

25t 

3 

4 

* Mortality  rate  from  hemorrhage,  0.65  per  cent, 
t Mortality  rate  among  bleeding  ulcers,  13  per  cent. 


TABLE  II. — Duodenal  Ulcer  Admissions 


Admis- 

Admitted 

Operated 

sions 

Because  of 

Because 

for 

Hemorrhage 

of 

Duo- 

from 

Bleeding 

Died 

Died 

denal 

Duodenal 

Duodenal 

After 

Without 

Ulcer 

Ulcer 

Ulcer 

Operation  Operation 

1946 

253 

17 

3 

0 

2 

1947 

232 

4 

3 

1 

0 

1948 

178 

9 

6 

1 

2 

1949 

204 

15 

8 

0 

0 

Total 

867 

45  (5.3%)* 

20f 

2 

4 

* Mortality  rate  from  hemorrhage,  0.69  per  cent, 
t Mortality  rate  among  bleeding  duodenal  ulcers,  13.3  per 
cent. 


TABLE  III. — Gastric  Ulcer  Admissions 


Year 

Admis- 

sions 

for 

Gastric 

Ulcer 

Admitted 
Because  of 
Hemorrhage 
from 
Gastric 
Ulcer 

Operated 

Because 

of 

Bleeding  Died 

Gastric  After 

Ulcer  Operation 

Died 

Without 

Operation 

1946 

57 

2 

2 

0 

0 

1947 

39 

1 

1 

0 

0 

1948 

44 

0 

0 

0 

0 

1949 

30 

3 

3 

1 

0 

Total 

170 

6 (3.47%)* 

6t 

1 

0 

* Mortality  rate  from  hemorrhage,  0.58  per  cent, 
t Mortality  rate  among  bleeding  gastric  ulcers,  16.6  per 
cent. 


great  bulk  of  the  hospital  admissions  for  peptic 
ulcer,  as  well  as  the  majority  of  cases  of  massive 
hemorrhage.  The  incidence  of  severe  bleeding 
among  the  duodenal  ulcer  patients  was  5.3  per 
cent;  the  over-all  mortality  rate  was  0.69  per 
cent,  and  the  mortality  rate  of  the  bleeding  duo- 
denal ulcers  was  13.3  per  cent.  These  figures 
do  not  differ  significantly  from  those  for  the  en- 
tire group. 

Table  III  illustrates  the  results  with  the  much 
smaller  group  of  benign  gastric  ulcer  patients. 
It  is  interesting  that  all  six  patients  with  massive 
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TABLE  IV. — Marginal  Ulcers 


Year 

Admis- 

sions 

for 

Marginal 

Ulcers 

Admitted 

Because 

of 

Hemorrhage 

from 

Marginal 

Ulcer 

Operated 

Because 

of 

Bleeding 

Marginal 

Ulcer 

Died  Died 

After  Without 
Operation  Operation 

1946 

6 

1 

0 

0 

0 

1947 

8 

1 

0 

0 

0 

1948 

8 

0 

0 

0 

0 

1949 

6 

1 

1 

0 

0 

Total 

28 

3 

1 

0 

0 

hemorrhage  were  subjected  to  operation.  The 
groups  are  somewhat  small  for  statistical  signifi- 
cance, but  in  our  series  the  incidence  of  severe 
hemorrhage  was  lower  among  patients  with  gas- 
tric ulcer  than  among  those  with  duodenal  ulcer. 

The  patients  with  marginal  ulcers  are  sum- 
marized in  Table  IV.  This  group  is  certainly  too 
small  for  statistical  study,  but  hemorrhage  from 
stoma  ulcers  has  not  been  a great  problem  in  our 
experience. 

When  the  deaths  are  individually  considered 
in  Table  V,  it  is  apparent  that  all  of  those  dying 


from  bleeding  peptic  ulcer  were  over  forty  years 
of  age,  and  each  had  a chronic  peptic  ulcer. 
Two  patients  were  semicomatose  on  arrival  at  the 
hospital  and  never  responded  to  therapy  despite 
large  transfusions.  Another  went  into  shock  six 
hours  after  admission  and  died  within  thirty-four 
hours.  Conceivably  this  patient  could  have  been 
saved  by  early  energetic  transfusion  and  opera- 
tion. Two  other  patients,  Cases  3 and  4,  illus- 
trate the  tragedy  of  conservatism  and  delay. 
One  was  treated  for  three  weeks  before  being 
transferred  to  surgery  for  a “last  ditch”  opera- 
tion. The  other  had  a sudden  massive  and  fatal 
hematemesis  on  the  third  day  after  admission 
while  being  prepared  for  a so-called  delayed 
operation.  A somewhat  similar  patient  is  that  of 
Case  6,  who  had  a recurrent  hemorrhage  while 
in  the  hospital  and  who  was  subjected  to  an 
emergency  operation.  Shock  developed  during 
the  operation  and  persisted  following  it.  A fatal 
urinary  suppression  ensued.  Probably  this  would 
not  have  occurred  if  the  operation  had  been  per- 
formed before  the  recurrent  hemorrhage. 

The  last  fatality  is  illustrative  of  the  difficulties 


TABLE  V. — Fatal  Cases 


Case 

Number 

Age 

Ulcer 

History 

Duration  of 
Hemorrhage 
Before 
Admission 

Red 

Blood 

Cells 

Hemo- 

globin 

(Gm.) 

Course 

1 

48 

Known  ulcer  for 
1 year.  No 

previous  hem- 
orrhage. 

4 days 

1,200,000 

4.5 

Admitted  to  another  hospital  day  after  onset. 
Given  1,500  cc.  blood.  Transferred  to 
Marine  Hospital.  Condition  fairly  good  on 
arrival.  B.  P.  120/70,  pulse  108.  Fainted 
6 hours  later,  and  B.  P.  dropped  to  50/35. 
Rallied  to  previous  levels  and  then  went 
into  shock,  dying  34  hours  after  admission. 
Given  1,500  cc.  plasma  after  admission  to 
Marine  Hospital. 

2 

57 

Peptic  ulcer  four 
years,  previ- 
ous hemor- 

rhage. 

2 weeks 

1,190,000 

3.5 

Semistuporous  on  arrival  after  transfer  from 
ship’s  sick  bay.  B.  P.  and  pulse  not  ob- 
tainable. Died  24  hours  after  admission 
despite  2,500  cc.  blood  transfusions. 

3 

43 

Perforated  ulcer 
9 months  pre- 
vious. No 

Day  of 
admission 

3,400,000 

12.0 

Condition  good  on  admission.  Had  vomited 
2 quarts  of  blood.  Treated  conservatively. 
Given  4 pints  of  blood  in  2 weeks.  Red 

51 


69 


54 


51 


hemorrhage 

before. 


Known  ulcer  4 
years  when 
perforated. 

No  previous 
hemorrhage. 

Ulcer  symptoms 
13  years. 
Hemorrhage 
1 year  ago. 

Ulcer  symptoms 
6 months.  No 
previous  hem- 
orrhage. 


Ulcer  symptoms 
1 year.  No 
previous  hem- 
orrhage. 


3 days  1,700,000  6.0 


5 days  1,200,000  4.0 


3 days  1,800,000  5.5 


3 days  2,100,000  5.5 


blood  count  then  2,700,000.  21  days  after 
admission  went  into  shock  (red  blood  count 
fell  to  1,800,000,  and  hemoglobin  4 Gm.). 
Transferred  to  surgery.  Given  2,000  cc. 
blood  and  B.  P.  rose  to  94/50.  Operated 
and  duodenal  ulcer  resected.  Died  1 hour 
postoperative. 

Condition  good  on  arrival.  B.  P.  100/50, 
pulse  80.  Given  1,500  cc.  blood.  Improved. 
Being  prepared  for  surgery.  3 days  after 
admission  suddenly  had  a very  massive 
hematemesis,  went  into  shock,  and  died. 

Condition  poor  on  arrival.  Semistuporous, 
very  feeble  despite  B.  P.  122/70  and  pulse 
100.  Given  2,500  cc.  blood,  but  coma  be- 
came progressively  deeper  and  died  3 days 
after  admission. 

Condition  fair  on  arrival.  B.  P.  90/50. 
Given  1,500  cc.  blood  and  improved. 
Emergency  barium  meal  showed  duodenal 
ulcer.  Bleeding  recurred  2 days  later. 
Operated  after  transfusion.  Had  prolonged 
shock.  Anuria  followed.  Died  in  uremia  8 
days  postoperatively. 

Condition  good  on  arrival.  B.  P.  120/74  and 
pulse  99.  Given  1,500  cc.  blood  and  oper- 
ated 4 days  after  admission.  No  ulcer 
found  even  on  gastrotomy.  Febrile  course 
and  continued  bleeding.  Died  26  days 
postoperative.  Autopsy  showed  (1)  chronic 
gastric  ulcer,  (2)  myelogenous  leukemia,  and 
(3)  empyema  of  gallbladder. 
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that  the  surgeon  may  encounter.  A chronic 
ulcer  high  on  the  posterior  wall  near  the  lesser 
curvature  was  missed  at  laparotomy,  even  though 
a gastrotomy  was  performed.  This  patient  con- 
tinued to  bleed  postoperatively,  and  the  recur- 
rent hemorrhage  seems  to  have  contributed 
in  large  part  to  his  eventual  death,  although 
the  autopsy  disclosed  two  other  significant  find- 
ings, namely,  myelogenous  leukemia  and  em- 
pyema of  the  gallbladder. 

Comment 

Consideration  of  the  above  facts  leads  us  to 
support  the  advocates  of  operation  in  cases  of 
massive  hemorrhage  from  chronic  peptic  ulcer 
when  seen  early.  We  feel  that  the  error  in  four 
of  our  fatalities  was  that  operation  was  not  per- 
formed soon  enough  and  that  in  a fifth  case  the 
ulcer  was  missed  at  operation. 

It  is  our  opinion  that  a patient  with  a chronic 
peptic  ulcer  who  has  a hemorrhage  large  enough 
to  threaten  his  life  should  have  a gastric  resection 
which  includes  removal  of  the  ulcer  bed.  Such  a 
patient  runs  at  least  a 10  per  cent  chance  of  dying 
during  the  acute  episode  of  bleeding  and,  should 
he  survive,  is  constantly  in  danger  of  recurrent 
hemorrhage  because  the  massive  bleeding  means 
that  his  ulcer  is  located  in  close  proximity  to  a 
major  vessel.  We  recommend,  therefore,  that 
every  case  of  chronic  peptic  ulcer,  as  determined 
from  the  history  or  by  a previous  gastrointestinal 
x-ray  study,  who  has  a massive  hemorrhage 
should  be  transfused  and  prepared  for  operation 
as  early  as  possible. 

In  support  of  this  premise  we  submit  our  ex- 
perience with  nine  patients  treated  by  operation 
within  forty-eight  hours  after  admission  and 
within  seventy- two  hours  of  the  onset  of  the 
hemorrhage.  All  of  these  patients  recovered. 
Gastric  resection  including  the  removal  of  the 
ulcer  was  the  operation  in  all  instances  except 
one  in  which  an  active  ulcer  in  the  duodenal 
stump,  excluded  at  a previous  gastric  resection, 
i was  the  site  of  hemorrhage.  This  ulcer  was 
; successfully  resected.  We  consider  gastric  re- 
section to  be  the  procedure  of  choice  in  all  bleed- 
ing ulcers  subjected  to  surgery.  We  have  had 
no  experience  with  vagotomy  in  the  treatment  of 
massive  ulcer  hemorrhage.  Gastrotomy  or 
duodenotomy  with  suture  ligation  of  the  bleeding 
vessel  was  not  done  but  might  be  indicated  in  a 
desperate  case. 

The  surgeon  who  operates  for  a massive  hemor- 
rhage from  peptic  ulcer  should  be  cognizant  of 
i the  fact  that  he  will  find  the  ulcer  at  the  height 
of  its  activity  with  much  edema  and  hyperemia 
| of  the  tissues  surrounding  it.  Several  of  the  ul- 
1 cers  subjected  to  early  resection  for  hemorrhage 
were  difficult  to  remove,  particularly  those  of  the 


duodenum.  Nevertheless,  with  adequate  blood 
for  replacement  and  with  good  anesthesia,  a 
surgeon  experienced  in  gastric  surgery  can  op- 
erate successfully  upon  these  patients  with  a low 
mortality  rate. 

Those  chronic  peptic  ulcer  patients  who  pre- 
sent themselves  more  than  seventy-two  hours 
after  a massive  hemorrhage  with  low  red  blood 
cell  counts  and  hemoglobin  levels  and  who  may 
have  sustained  visceral  damage  are  more  difficult 
to  manage.  It  is  hard  to  generalize  in  the  treat- 
ment of  this  group.  As  a rule,  these  patients 
should  be  transfused  vigorously  and  operated 
upon  at  an  early  date  because  the  danger  of  a 
lethal  recurrent  hemorrhage  is  a real  one,  as  is 
demonstrated  by  several  of  our  fatalities. 

All  of  the  deaths  were  in  patients  beyond  the 
age  of  forty  years.  This  is  in  general  agreement 
with  the  experience  of  others.  Reference  is  made 
to  Lewison’s  recent  article  for  comprehensive 
statistics  on  the  influence  of  the  age  factor.2 
This  author  points  out  that  the  statement  of 
Metheny  and  Green  that  in  young  people  bleeding 
ulcer  is  a self-limited  and  nonfatal  disease  is 
somewhat  overoptimistic.3  We  feel  that  even  a 
young  person  with  a known  chronic  peptic  ulcer 
who  has  a really  severe  hemorrhage  should  have 
an  operation.  In  our  series  there  were  three 
such  patients  of  twenty-eight,  thirty-two,  and 
thirty-three  years,  respectively.  Each  patient 
had  a chronic  ulcer  which  was  resected,  and  all 
three  did  well  after  operation. 

In  that  group  of  patients  with  upper  gastro- 
intestinal hemorrhage  who  have  neither  an  ulcer 
history  nor  x-ray  evidence  of  ulcer,  the  problem 
is  one  of  establishing  the  diagnosis  of  the  source 
of  the  bleeding  as  soon  as  possible.  It  has  been 
our  practice  to  restore  circulation  balance  by 
transfusion  and  to  get  an  emergency  gastroin- 
testinal x-ray  study.  A good  roentgenologist 
can  furnish  invaluable  information  as  to  the 
presence  or  absence  of  esophageal  varices,  peptic 
ulcer,  malignancy,  or  other  lesions.  We  have 
not  seen  hemorrhage  recur  during  or  immediately 
following  a barium  meal  with  fluoroscopy  and 
x-rays.  The  dangers  of  this  procedure  are  more 
apparent  than  real  in  the  hands  of  a gentle 
roentgenologist. 

To  illustrate  the  value  of  an  emergency  gastro- 
intestinal series  the  following  recent  case  is  pre- 
sented. 

Case  1. — The  patient,  a forty-nine-year-old  sea- 
man, was  admitted  to  the  medical  service  on  January 
28,  1950,  with  a one-week  history  of  severe  midepi- 
gastric  pain  occurring  twenty  minutes  after  eating. 
The  pain  lasted  three  to  four  hours  each  time  and 
was  not  relieved  by  food  or  alkali.  Forty-eight  hours 
before  admission  the  patient  started  vomiting  coffee 
ground  material,  had  tarry  stools,  and  noted  weak- 
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ness  and  vertigo.  The  admission  red  blood  count 
was  5,100,000  with  14.5  Gm.  hemoglobin.  On  the 
evening  of  February  6,  1950,  after  having  been  on  a 
strict  medical  regimen  for  eight  days  he  had  a mas- 
sive hematemesis  with  a drop  in  the  red  count  to 
3,500,000  and  the  hemoglobin  to  12.0  Gm.  An 
emergency  gastrointestinal  series  done  February  7, 
1950,  showed  a very  large  gastric  ulcer.  Operation 
was  performed  that  same  date,  and  the  distal  three 
fourths  of  the  stomach  including  the  ulcer  was  re- 
moved. The  ulcer  measured  4.5  by  2.0  cm.  and  was 
7 mm.  deep.  The  pathology  report  was  chronic 
gastric  ulcer.  The  patient’s  convalescence  was  un- 
eventful. 

When  such  definite  evidence  of  ulcer  is  dem- 
onstrated in  the  stomach  or  duodenum  in  a pa- 
tient with  severe  bleeding,  he  should  be  prepared 
for  operation  and  treated  in  the  same  manner  as 
the  patient  known  to  have  a chronic  ulcer  prior 
to  the  onset  of  a massive  hemorrhage. 

The  remaining  group  with  both  a negative  his- 
tory and  negative  x-rays  are  problem  cases. 
Ulcer  cannot  be  excluded  as  a source  of  the  hemor- 
rhage, for  the  patient  may  be  bleeding  from  either 
a silent  chronic  ulcer  not  demonstrable  by  x-ray 
or  from  a shallow  acute  ulcer.  Howrever,  it  is 
good  practice  to  avoid  emergency  operation  in 
these  cases  whenever  possible.  The  suggestion 
of  Hoerr,  Dunphy,  and  Gray  of  using  the  success 
or  failure  of  stabilization  of  the  circulatory  bal- 
ance by  transfusions  of  500  cc.  of  blood  every 
eight  hours  as  a criterion  to  abstain  from  or  to 
perform  the  operation  has  proved  helpful.  When 
forced  to  operate  in  these  cases,  we  have  been 
disappointed  many  times  by  not  finding  a lesion 
amenable  to  surgical  attack.  In  other  instances 
we  have  been  gratified  to  find  such  a lesion,  usu- 
ally a gastric  ulcer. 

Recently  in  addition  to  the  above  we  have 
been  using  a three  lumen  tube  with  a large  balloon 
for  esophageal  tamponade,  as  described  by  Blake- 
more,  both  as  a therapeutic  and  diagnostic  meas- 
ure. Presumably,  if  the  balloon  controls  the 
bleeding,  the  source  is  the  esophagus.  If  blood 
continues  to  be  aspirated  from  the  gastric  lumen, 
the  site  of  hemorrhage  is  in  the  stomach  or  duo- 
denum. Our  experience  with  this  tube  has  been 
limited,  but  the  method  appears  to  possess  merit. 

In  general,  conservatism  should  be  practiced 
in  that  group  of  gastrointestinal  hemorrhage 
patients  in  whom  a peptic  ulcer  cannot  be  dem- 


onstrated by  history  or  x-ray.  Every  effort 
must  be  made  to  diagnose  the  causative  lesion 
which  may  or  may  not  prove  to  be  one  amenable 
to  removal.  We  do  not  mean  to  imply  that  every 
peptic  ulcer  that  bleeds  should  be  cause  for  op- 
eration, but  we  do  believe  that  every  patient 
who  has  a chronic  peptic  ulcer  which  has  bled  or 
is  bleeding  so  severely  as  to  threaten  his  life 
should  have  his  ulcer  removed.  This  is  true  be- 
cause the  mortality  risk  from  the  severely  bleed- 
ing ulcer  is  much  greater  than  that  from  the  cura- 
tive operation. 

Conclusions 

1.  Patients  with  known  chronic  peptic  ulcer 
who  are  seen  soon  after  a massive  hemorrhage 
should  be  operated  upon  and  a gastric  resection 
performed  whenever  possible  because  (1)  the 
risk  of  death  from  the  acute  hemorrhage  is  at 
least  10  per  cent,  (2)  there  is  a distinct  hazard  of 
recurrent  hemorrhage,  and  (3)  the  operation  can 
be  performed  with  minimum  risk. 

2.  Those  patients  with  chronic  peptic  ulcer 
who  present  themselves  more  than  seventy-two 
hours  after  a massive  hemorrhage  and  with  de- 
pletion of  their  vital  reserves  should  be  trans- 
fused vigorously  and  operated  upon  as  soon  as  it 
is  reasonably  safe  because  of  the  danger  of  re- 
current hemorrhage. 

3.  A patient  having  a massive  gastrointes- 
tinal hemorrhage  without  antecedent  evidence  of 
a chronic  peptic  ulcer  should  have  the  benefit  of 
an  emergency  gastrointestinal  x-ray  study  as 
soon  as  the  severe  bleeding  is  stopped  and  he  is 
not  in  shock.  If  a definite  ulcer  is  shown,  he 
should  be  treated  as  above. 

4.  Operation  should  be  avoided  in  those 
cases  of  severe  gastrointestinal  hemorrhage  in 
which  a chronic  peptic  ulcer  cannot  be  demon- 
strated by  histoiy  or  x-ray.  Every  effort  must 
be  made  to  establish  the  diagnosis.  Occasionally 
one  will  have  to  operate  upon  such  patients  with- 
out the  benefit  of  a diagnosis  because  of  con- 
tinued or  recurrent  bleeding  not  responding  to 
conservative  measures. 
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SOME  PROBLEMS  OF  TRAUMATIC  CAUSAL  RELATIONSHIP 
IN  THE  DEVELOPMENT  OF  LUMBAR  DISK  HERNIA 

Joseph  H.  Siris,  M.D.,  Flushing,  New  York 
( From  the  Department  of  Neurosurgery,  Queens  General  Hospital) 


IT  HAS  been  noted,  not  infrequently,  that  the 
results  of  surgery  for  lumbar  disk  hernia  are 
not  always  as  favorable  in  the  industrial  accident 
group  as  among  those  patients  in  whom  com- 
pensability is  not  a complicating  problem.  At 
times  postoperative  psychotherapeutic  encour- 
agement seems  particularly  necessary  for  those 
whose  lesions  resulted  from  industrial  accidents. 
Frequently  such  patients  have  longstanding 
controverted  claims  pending,  generally  based  on 
w misunderstanding  over  the  relationship  of  a given 
traumatic  episode,  or  episodes,  to  the  develop- 
ment of  the  disk  lesion. 

Experience  suggests  that  the  anxiety  associated 
with  such  matters  may  serve  to  intensify  any 
residual  symptoms.  Thus,  it  would  seem  that  an 
awareness  of  the  development  of  lumbar  disk 
hernia  in  relation  to  the  causative  and  exacerbat- 
ing roles  of  trauma  would  be  particularly  desir- 
able in  that  it  might  facilitate  the  earlier  settle- 
ment of  such  claims. 

Development  of  Lumbar  Disk  Hernia 

In  the  typical  case  of  sciatica  resulting  from 
lumbar  disk  hernia  there  is  usually  a history  of 
initial  trauma  to  the  back.  This  may  be  so 
trivial  as  to  go  unnoticed  or  may  be  severe 
enough  to  cause  prompt  and  lasting  incapacity. 
In  either  case  there  is  a resultant  defect  or  tear  of 
lesser  or  greater  degree  in  the  protective  annulus 
fibrosus  bordering  the  intervertebral  disk.  As  a 
result  the  fibrous  ring  becomes  a point  of  weak- 
ness where  part  of  the  disk  may  herniate  out  of 
its  normal  position.  Generally,  the  initial  disa- 
bility is  short,  but  as  a result  either  of  secondary 
strain  or  continued  pressure  of  the  disk  against 
the  weakened  portion  of  the  annulus  fibrosus,  the 
herniation  increases,  thereby  compressing  the 
local  spinal  nerve.  The  pain,  which  originally 
was  confined  to  the  back,  spreads  to  involve  the 
i lower  limb  as  far  as  the  toes.  Consequently  a 
history  of  pain  or  numbness  in  any  particular  toe 
is  of  some  value  in  helping  to  localize  the  level  of 
the  patient’s  lesion. 

This  is  the  usual  course  of  events.  In  rare 
cases  the  disturbance  may  be  extreme  with  com- 
plete paralysis  and  sensory  loss  of  bladder,  bowel, 
and  lower  extremities.  Fortunately,  such  a 
: catastrophe  occurs  in  less  than  2 per  cent  of  cases. 

One  could  make  a tentative  diagnosis  of  disk 
hernia  on  the  basis  of  a typical  history  alone,  but 


experience  shows  that  other  conditions,  such  as 
tumor  of  the  spinal  cord,  can  closely  simulate  the 
disk  syndrome.  The  supplementary  physical, 
neurologic,  and  x-ray  examinations  help  to  dif- 
ferentiate the  various  types  of  sciatic  and,  par- 
ticularly in  the  case  of  the  neurologic  examina- 
tion, to  localize  the  level  of  the  lesion. 

Among  the  specific  points  customarily  raised 
in  connection  with  the  development  of  lumbar 
disk  hernia  are  the  following: 

1.  Question  of  the  permanency  of  the  disk 
lesion. 

2.  Causative  and  exacerbating  roles  of  trauma. 

3.  Relative  significance  of  primary  and  second- 
ary trauma. 

4.  Question  of  occupational  predisposition. 

5.  Question  of  pre-existing  low  back  disease 
suggested  by  x-ray  changes. 

6.  Cord  tumors  simulating  disk  hernia. 

7.  Relationship  of  surgical  treatment  to 
problems  of  causal  relationship. 

8.  Recurrent  disk  hernia. 

Question  of  Permanency  of  the  Lumbar 
Disk  Lesion 

A point  frequently  raised  in  connection  with 
the  development  of  lumbar  disk  hernia  is  the 
question  of  whether  a particular  lesion  is  per- 
manent. The  defect  or  tear  in  the  annulus 
fibrosus  may  be  assumed  to  be  since  it  is  unlikely 
that  this  structure  will  recover  its  former  firm 
anatomic  continuity  although  healing  may  take 
place.  However,  a subsequent  hernia  of  the 
disk  at  the  site  of  defect  need  not  necessarily  be 
permanent  if  removed.  If  unremoved,  it  may 
be  regarded  as  permanent  since  despite  remissions 
which  can  take  place,  exacerbations  due  either  to 
repeated  trauma  or  the  continued  pressure  of  disk 
substance  at  the  point  of  weakness  in  the  annulus 
fibrosus,  may  be  expected  to  occur. 

Causative  and  Exacerbating  Roles  of 
Trauma  in  Lumbar  Disk  Hernia 

As  has  been  noted,  a typical  case  may  present 
an  initial  trauma  not  followed  immediately  by 
significant  disability,  a subsequent  latent  inter- 
val, and  then  more  prolonged  disability  resulting 
from  a secondary  strain  or  from  continued  pres- 
sure of  the  disk  at  its  point  of  weakness  in  the 
annulus  fibrosus.  In  such  instances,  despite  a 
latent  interval  of  freedom  from  disability,  the 
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original  traumatic  episode  may  reasonably  be 
assigned  a causative  role,  and  the  subsequent 
strain  or  continued  pressure  on  the  point  of  weak- 
ness may  be  looked  upon  as  exacerbating. 

If  the  initial  trauma  is  so  mild  as  to  go  un- 
noticed and  a long  latent  interval  elapses  prior 
to  the  development  of  disabling  pain,  the  com- 
petent producing  cause  of  the  lesion  may  be  over- 
looked. Consequently,  a bona  fide  initial  trauma 
to  the  back,  revealed  in  a carefully  taken  medical 
history,  would  have  to  be  regarded  as  capable  of 
playing  a causative  role  despite  a latent  interval 
of  freedom  from  disability.  Subsequent  develop- 
ment or  intensification  of  disability  or  alteration 
of  its  nature,  e.g.,  alternating  scoliosis  and 
sciatica,  may  or  may  not  be  evoked  by  a succeed- 
ing traumatic  episode.  If  it  is,  the  subsequent 
episode  should  be  regarded  not  as  causative  but 
as  accelerating  or  exacerbating.  Similarly,  if  it 
is  evident  from  the  history  that  the  patient  was 
subject  to  sciatica  prior  to  the  development  of 
disabling  pain  from  an  injury  while  at  work,  such 
trauma  should  be  looked  upon  as  of  exacerbating 
rather  than  causative  nature. 

Relative  Significance  of  Primary  and 
Secondary  Traumas 

Where  more  than  one  accident  has  taken  place, 
i.e.,  an  original  causative  trauma  and  a subse- 
quent exacerbating  episode,  the  question  fre- 
quently arises  as  to  whether  the  secondary  injury 
of  itself  could  have  caused  permanent  disability, 
also  whether  disability  resulting  from  both 
injuries  is  substantially  greater  than  that  due  to 
one  of  the  accidents  alone. 

One  cannot  be  certain  whether  each  injury  of 
itself  might  have  caused  permanent  pathology, 
since  there  is  really  no  way  of  being  sure  that  a 
secondary  strain,  sufficient  to  effect  or  increase  a 
herniation  through  a previously  created  defect  in 
the  annulus  fibrosus,  could  of  itself  have  served  to 
bring  about  a tear  in  that  structure. 

One  would  expect  that,  temporarily  at  least, 
the  disability  would  be  greater  following  an 
exacerbating  trauma.  On  a long-term  basis, 
however,  this  might  not  necessarily  be  so,  since 
exacerbations  and  remissions  due  to  an  unre- 
moved disk  herniation  may  be  expected  in  the 
natural  course  of  events,  with  or  without  the 
supervention  of  secondary  trauma. 

Question  of  Occupational  Predisposition 

If  the  patient’s  occupation  is  one  involving 
hard  labor,  it  might  be  concluded  that  the  de- 
velopment of  sciatica  without  a specific  trauma 
while  at  work  resulted  from  continued  strain  to 
the  back.  On  the  other  hand,  if  a long  antecedent 
but  forgotten  severe  or  mild  back  trauma  had 


taken  place,  a resulting  pre-existent  defect  in  the 
annulus  fibrosus  could  have  served  as  the  anlage 
for  subsequent  disk  herniation.  In  such  a case 
the  role  of  arduous  occupation  may  be  conceived 
of  as  facilitating  a herniation  of  the  disk  out  of 
its  normal  position  by  helping  to  maintain  con- 
tinued pressure  of  the  disk  against  the  weakened 
annulus  fibrosus.  Thus,  under  these  particular 
circumstances  the  patient’s  occupation  could  be 
looked  upon  as  helping  to  precipitate  symptoms 
in  a previously  weakened  back. 

Question  of  Pre-existing  Low  Back  Disease 
as  Suggested  by  X-ray  Changes 

Not  infrequently  the  question  arises  as  to 
whether  pre-existing  weakness  or  structural  de- 
formity of  the  lower  back,  suggested  by  x-ray 
changes,  may  predispose  to  the  development  of 
lumbar  disk  hernia.  Occasionally  x-ray  evidence 
of  arthritis,  wedging  of  a vertebral  body,  narrow- 
ing of  an  intervertebral  space,  spondylolisthesis, 
or  developmental  defects  in  the  articular  facets, 
pedicles,  vertebral  bodies,  and  transverse  proc- 
esses may  be  demonstrable.  In  general,  it  is 
hard  to  establish  whether  individuals  in  this 
group  have  a predisposition  since  in  many  pa- 
tients with  lumbar  disk  hernia  such  findings  are 
not  present.  Also,  this  condition  seems  more  prev- 
alent in  the  active  age  group  and  in  those  whose 
backs  are  exposed  to  strain. 

It  might  be  inferred  that  since  a patient  de- 
veloped disability  following  a trivial  strain  such 
as  bending  over  to  tie  his  shoe  lace,  pre-existing 
disease  was  present,  particularly  if  x-ray  studies 
revealed  changes  such  as  those  mentioned. 
However,  it  might  also  be  possible  that  in  the 
background  there  was  a prior  back  injury,  severe 
or  mild,  responsible  for  an  antecedent  weakness 
in  the  annulus  fibrosus.  In  that  case  such  x-ray 
findings  could  be  coincidental. 

Similarly,  disability  may  arise  spontaneously 
as  the  result  of  long-continued  pressure  of  the  disk 
against  the  point  of  weakness  in  the  annulus 
fibrosus . after  a short  or  long  latent  interval 
following  the  original  trauma.  If  such  trauma 
was  so  trivial  as  to  have  gone  unnoticed,  it  might 
be  concluded  erroneously  that  the  patient  had  a 
congenitally  weak  back. 

When  such  radiographic  changes  indicating  a 
lesion  existing  prior  to  a recent  traumatic  episode 
are  present,  certain  questions  should  be  answered 
in  attempting  to  evaluate  the  causal  relationship 
of  such  an  incident: 

1.  Are  arthritic  changes,  if  present,  diffusely 
located  or  confined  essentially  to  the  level  of  disk 
rupture?  Localized  arthritic  changes  often  occur 
at  the  site  of  a herniation,  but  diffuse  arthritis  of 
the  spine,  while  not  having  an  established  etiology, 
is  generally  assumed  not  to  be  due  to  trauma. 
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2.  If  such  changes  are  confined  to  the  level  of 
disk  rupture,  is  the  time  interval  sufficient  for 
the  development  of  all  such  changes  subsequent 
to  the  time  of  initial  trauma?  If  incontrovert- 
ible evidence  of  localized  arthritis  secondary  to 
disk  rupture  is  present,  a traumatic  episode  prob- 
ably would  have  had  to  take  place  more  than  a 
few  months  prior  to  the  appearance  of  such 
changes  in  order  to  be  regarded  as  causally  re- 
lated. A more  recent  trauma  could  play  an 
exacerbating  role. 

Tumors  of  the  Spinal  Cord  Simulating  Disk 
Hernia 

Not  particularly  pertinent  but  related  to  this 
problem  is  the  patient  who  develops  a fairly 
typical  picture  of  lumbar  disk  hernia  following 
ii  back  trauma  yet  in  whom  a spinal  cord  tumor  is 
found  at  operation.  It  has  been  observed 
clinically  that  trauma  may  initiate  the  symp- 
ii,  toms  of  an  intraspinal  tumor  and,  therefore,  may 
be  assigned  a precipitant  role  in  the  formerly 
asymptomatic  patient.  As  regards  the  question 
of  whether  an  intraspinal  tumor  itself  may  be 
caused  by  trauma,  there  appears  to  be  no  un- 
equivocal pathologic  opinion. 

In  any  particular  case  of  intraspinal  tumor 
under  observation  the  development  of  a persist- 
ent sciatic  syndrome  promptly  following  trauma 
might  be  regarded  as  indicating  that  such  injury 
played  a precipitating  rather  than  causative  role. 

Relation  of  Surgical  Treatment  to  Problems 
of  Causal  Relationship 

As  a result  of  unawareness  of  the  possible 
causal  nature  of  an  antecedent  slight  injury,  a 
patient  may  come  to  surgery  with  the  matter  of 
compensability  unsettled.  In  such  a case  the 
result  of  operation  as  regards  ability  to  resume 
work  may  be  impaired  by  the  patient’s  anxiety 
associated  with  a delay  in  settlement.  A sur- 
geon might  be  reluctant  to  operate  under  such 
circumstances,  knowing  that  the  result  is  likely 
to  leave  something  to  be  desired. 

At  times  it  is  found  that  sciatica  developing 
after  back  trauma  is  probably  not  due  to  disk 
hernia  or  other  surgical  lesion.  Yet,  in  rare 
instances,  generally  because  of  prolonged  absence 
1 from  work  and  failure  to  respond  to  therapy, 
exploration  is  undertaken  on  the  outside  chance 
that  the  clinical  impression  is  incorrect  and  a 
i surgical  lesion  is  present.  Occasionally,  in  such 
' cases  a surprising  amount  of  improvement  fol- 
lows, despite  the  fact  that  the  disk  is  found  to  be 
essentially  normal,  and  nothing  more  is  done  than 
unroofing  the  local  spinal  nerve.  When  no 
abnormality  is  found  at  operation,  it  is  obviously 
difficult,  if  not  impossible,  to  determine  causal 
relationship  on  the  basis  of  surgical  findings 


alone.  However,  in  our  present  state  of  igno- 
rance of  the  nature  of  some  forms  of  sciatica  it 
may  be  reasonable  to  attribute  such  a syndrome 
to  a bona  fide  back  trauma  which  it  may  have 
followed,  also  to  ascribe  exacerbation  to  any 
subsequent  back  injury  which  may  have  pro- 
voked recurrence  or  intensification  of  the  clinical 
picture. 

These  particular  difficulties  suggest  that  it  may 
be  desirable  in  all  cases  to  assess  the  question  of 
causal  relationship  preoperatively  on  the  basis  of 
clinical  criteria  rather  than  to  await  the  findings 
at  operation. 

This  would  offer  a twofold  advantage:  (1)  It 
would  not  discourage  operation  for  those  patients 
who  are  unlikely  to  have  a frankly  extruded  disk, 
yet  who  might  possibly  benefit  by  nerve  decom- 
pression. 

(2)  It  may  eliminate  the  frequent  prolonged 
period  of  postoperative  controversy  in  border- 
line cases,  the  attendant  anxiety  of  which  might 
serve  to  retard  the  patient’s  convalescence. 

Recurrent  Disk  Hernia  Following  Surgery 

In  approximately  5 per  cent  of  cases  recur- 
rence of  hernia  may  take  place  at  the  same  site 
where  a herniated  fragment  of  disk  substance  had 
formerly  been  removed.  This  may  come  about 
as  a result  of  sequestration  of  a retained  loose 
fragment  or  possibly  through  further  fragmenta- 
tion of  the  disk.  In  either  case  there  may  have 
been  a secondary  strain  serving  in  an  exacerbat- 
ing role,  but  in  any  event  the  original  injury 
would  still  have  to  be  looked  upon  as  causative. 

"Recurrent”  Hernia  at  Another  Level 

A difficult  problem  in  the  assignment  of  causal 
relationship  is  the  relatively  rare  later  develop- 
ment of  disk  hernia  at  another  level  subsequent  to 
the  time  surgical  relief  was  originally  obtained. 
If  symptoms  abated  fully  following  surgery  and  a 
hernia  developed  at  another  level  at  a later  date, 
there  might  be  reasonable  doubt  that  the  original 
trauma  could  be  looked  upon  as  causative. 
However,  if  it  is  recognized  that  an  original 
causally  related  injury  might  be  minimal,  it  is 
conceivable  that  although  the  supporting  struc- 
ture (annulus  fibrosus)  of  more  than  one  disk  was 
weakened  at  that  time,  the  degree  of  original 
damage  at  each  site  differed  sufficiently  so  that 
the  latent  intervals  elapsing  in  the  development 
of  each  disabling  sciatica  differed  correspond- 
ingly. If  a competent  traumatic  episode  inter- 
vened between  the  removal  of  the  original  disk 
hernia  and  the  development  of  symptoms  refer- 
able to  the  subsequent  lesion  at  another  level,  it 
would  have  to  be  looked  upon  as  playing  at  least 
an  exacerbating  role  in  the  development  of  the 
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later  herniation.  Since  one  could  not  establish 
with  certainty  that  the  damage  to  the  annulus 
fibrosus  involved  in  the  subsequent  lesion  came 
about  at  the  time  of  the  original  injury,  one  could 
not  say  with  assurance  that  the  secondary  trauma 
was  not  causative. 

Summary 

The  results  of  surgery  for  lumbar  disk  hernia  in 
cases  following  industrial  accidents  are  generally 
regarded  as  not  as  good  as  those  in  the  nonindus- 
trial group.  This  may  be  due  in  part  to  the 
anxiety  associated  with  longstanding  contro- 


verted claims,  which  may  possibly  have  the 
effect  of  intensifying  any  residual  symptoms. 

Consideration  has  been  given  to  the  varied 
problems  involved  in  cases  of  lumbar  disk  hernia 
following  industrial  accidents,  particularly  those 
having  to  do  with  questions  of  traumatic  causal 
relationship. 

It  is  felt  that  appreciation  of  the  nature  of  the 
development  of  lumbar  disk  hernia  may  facili- 
tate the  earlier  settlement  of  controverted  claims 
and  contribute,  in  part,  to  improving  the  results 
of  surgery  in  this  group  of  patients. 
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THE  PREVENTION  OF  MISCARRIAGE 

Charles  H.  Birnberg,  M.D.,  Daniel  A.  Sherber,  M.D.,  and  Seymour  H.  Livingston, 
M.D.,  Brooklyn,  New  York 

{From  the  Department  of  Female  Sex  Endocrinology  of  the  Jewish  Hospital ) 


THE  prevention  of  repeated  miscarriages  and 
the  successful  completion  of  pregnancy  in 
patients  with  longstanding  sterility  are  problems 
of  paramount  importance  to  the  obstetrician. 
A review  of  the  literature  shows  considerable 
variation  in  the  estimates  of  investigators  as  to 
the  number  of  pregnancies  which  fail  to  be  main- 
tained to  term.  These  estimates  range  from  5 
to  20  per  cent.1-3  Eastman  reported  the  inci- 
dence of  spontaneous  abortion  as  10  per  cent  of 
all  pregnancies.4  Malpas  places  the  incidence 
of  spontaneous  abortions  as  high  as  18  per  cent 
of  all  pregnancies.5  Eastman  in  his  analysis  of 
repeated  miscarriages  presented  the  following 
statistics:  Of  the  patients  with  a history  of  one 
previous  miscarriage  13.2  per  cent  will  abort; 
36.9  per  cent  of  patients  with  a history  of  two 
previous  miscarriages  will  fail  to  carry  to  term, 
and  where  there  is  a history  of  three  previous 
miscarriages,  83.6  per  cent  will  end  in  failure. 
In  spite  of  the  variation,  there  is,  however,  unanim- 
ity of  opinion  that  miscarriage,  and  especially 
repeated  miscarriage,  is  a major  obstetric  problem, 
and  the  extensive  literature  on  its  prevention  is 
evidence  of  the  thought  and  effort  it  provokes. 

Miscarriage  has  been  attributed  to  a number  of 
causes.  The  authors  support  the  theory  of  Mall 
that  most  miscarriages  are  due  to  faulty  implanta- 
tion.6 Mall  contended  that  pathologic  embryos 
were  the  result  of  environmental  factors  which 
interfered  with  the  nutrition  of  the  fetus.  We 


consider  faulty  implantation  to  be  the  result  of 
inadequate  hormonal  stimulation  often  associa- 
ted with  inadequate  uterine  growth.  Proper 
implantation  of  the  fetus  as  well  as  adequate 
uterine  growth  are  dependent  in  early  pregnancy 
on  the  proper  functioning  of  the  anterior  pituitary 
gland  and  the  ovary.  With  the  full  development 
of  the  hormonal  functions  of  the  placenta,  the 
influence  of  the  anterior  pituitary  and  the  ovary 
on  the  maintenance  of  pregnancy  diminishes. 
The  development  of  the  placental  hormones 
sometimes  lags  behind  the  waning  titers  of  the 
mother.  This  results  in  the  so-called  “danger 
period”  at  three  and  a half  months  of  pregnancy 
during  which  a large  percentage  of  miscarriages 
occur.7  Inadequate  placental  implantation 
would  result  in  insufficient  hormone  production 
necessary  for  the  preservation  of  the  pregnane}'. 

Any  therapy  directed  at  the  prevention  of  mis- 
carriage must  be  concerned  with  the  maintenance 
of  normal  hormonal  relationships.  Brown  and 
Venning  divide  pregnancy  into  ovarian  and 
chorioplacental  phases.8  During  the  ovarian 
phase  the  urinary  excretion  of  estrogen  and  pro- 
gesterone are  low  and  the  gonadotropins  high. 
In  the  chorioplacental  phase  there  is  a progressive 
increase  in  the  excretion  of  estrogen  and  proges- 
terone and  a fall  in  the  output  of  gonadotropins. 
This  transfer  of  function  from  the  ovarian  to  the 
chorioplacental  system  is  indicated  by  a peak  in 
the  urinary  excretion  of  gonadotropins,  occurring 
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usually  between  the  fiftieth  and  sixtieth  day  of 
gestation,  followed  by  a rapid  fall  between  the 
; sixtieth  and  eighty-fifth  day. 

The  program  as  outlined  below  is  planned  to 
maintain  the  sequence  of  normal  events  described 
above.  The  choice  of  prolactin  as  the  gonaclo- 
; tropic  hormone  used  in  this  study  is  based  on 
animal  experiments  still  in  progress.*  The  use 
of  prolactin  results  in  the  development  of  a large 
corpus  luteum  and  is  indirectly  and  possibly 
directly  responsible  for  nidatory  changes  in  the 
uterus,  more  marked  than  is  evident  with  the 
usual  dose  of  chorionic  gonadotropins  in  these 
animals. 

In  addition  to  the  marked  gonadotropic  effect 
produced  in  the  reproductive  organs  of  the 
mother,  the  authors  feel  that  prolactin  has  con- 
siderable effect  on  the  growth  and  development  of 
the  fetus.  The  physiologic  characteristics  of 
prolactin  have  not  as  yet  been  fully  clarified. 
It  is  the  authors’  impression  that  prolactin  is 
more  than  a gonadotropic  hormone.  It  is  rather 
a highly  purified  form  of  anterior  pituitary 
hormone  and,  as  such,  influences  the  hormonal 
development  of  the  fetus  and  its  specific  glands 
of  internal  secretion.  This  is  at  present  under 
laboratory  investigation. 

Material  and  Results 

Patients  treated  on  this  principle  were  divided 
into  two  groups  as  regards  method  of  therapy. 
Patients  treated  in  the  first  group  received,  in 
addition  to  prolactin,  those  hormones  whose  use 
has  been  more  or  less  traditional  in  our  depart- 
ment. 

The  schedule  for  treatment  in  the  first  group 
was  as  follows: 

1.  Prolactin,  100  units  twice  weekly  intra- 
muscularly, for  the  first  five  months  of  pregnancy. 

2.  Progesterone,  1 mg.  twice  weekly  intra- 
muscularly, for  the  first  five  months  of  pregnancy. 

3.  Alpha  estradiol,  0.5  mg.  orally  daily. 

4.  Estradiol  benzoate,  2000  rat  units  intra- 
i muscularly  twice  weekly,  beginning  with  the 

fifth  month  of  pregnancy  and  continuing  to  the 
seventh  month. 

5.  Estradiol  benzoate,  10,000  rat  units  twice 
weekly,  from  the  beginning  of  the  seventh  month 
until  the  first  week  in  the  ninth  month. 

One  hundred  patients  were  treated  in  this 
manner.  Sixty-four  of  these  were  patients  with 
a history  of  one  or  more  miscarriages.  Included 
in  this  study  were  36  patients  with  a history  of 
sterility  of  two  or  more  years  duration.  It  has 
been  the  authors’  experience  that  the  greatest 

* We  are  indebted  to  Dr.  E.  Henderson  of  Sehering  Corp. 
for  a generous  supply  of  prolactin  and  ethinyl  and  to  E.  R. 
Squibb  & Sons  for  the  generous  supply  of  Luteotrophin 
brand  of  prolactin. 


number  of  miscarriages  occur  in  this  group  and  are 
invariably  associated  with  hormonal  imbalance 
and  genital  hypoplasia.  Even  with  the  treat- 
ment as  outlined,  the  highest  number  of  failures 
were  encountered  in  the  sterility  patients. 

A total  of  29  patients  with  a history  of  one  pre- 
vious miscarriage  were  treated  in  this  series. 
There  were  two  failures  in  the  group,  resulting  in 
93.1  per  cent  successful  pregnancies.  Although 
the  number  in  each  group  is  not  adequate  for 
accurate  statistical  evaluation,  the  percentages 
do  provide  some  basis  for  appraisal. 

Twenty-nine  patients  with  a history  of  two 
previous  miscarriages  were  treated  with  this 
regime.  There  was  one  failure  in  this  group, 
resulting  in  the  successful  completion  of  preg- 
nancy in  96.5  per  cent  of  these  patients. 

There  were  six  patients  with  a history  of  three 
previous  miscarriages  treated  by  the  method 
described.  There  was  one  failure  in  this  group, 
84  per  cent  of  these  patients  being  successfully 
carried  to  term. 

Thirty-six  patients  with  a history  of  sterility 
of  two  or  more  years  duration  were  treated  for 
the  reasons  already  mentioned.  There  were  five 
failures  in  the  group,  and  84.4  per  cent  of  these 
patients  were  delivered  of  normal  children  at 
term. 

In  treating  the  second  group  of  patients  therapy 
was  limited  to  two  hormones,  namely,  prolactin 
and  ethinyl  estradiol.  These  hormones,  in  the 
opinion  of  the  authors,  were  primarily  concerned 
with  the  maintenence  of  pregnancy  from  a thera- 
peutic viewpoint. 

The  schedule  for  treatment  in  this  group  was 
as  follows: 

1.  Prolactin,  100  units  twice  weekly,  until 
the  patient  completes  the  first  week  in  the 
seventh  month. 

2.  Ethinyl  estradiol,  0.5  mg.  orally  three 
times  a day,  for  the  first  three  months  of  preg- 
nancy. Beginning  with  the  fourth  month  of 
pregnancy,  the  dose  was  increased  by  one  0.5- 
mg.  tablet  of  ethinyl  estradiol  daily  each 
month  up  to  the  ninth  month  of  gestation. 
Eighty-three  patients  were  treated  in  this 

manner;  48  were  patients  with  a history  of  one 
or  more  miscarriages.  Thirty-four  patients  in 
this  group  gave  a history  of  sterility  of  two  or 
more  years  duration. 

Seven  patients  in  this  series  had  a history  of 
one  previous  miscarriage.  There  was  one  failure 
in  this  group,  resulting  in  85.3  per  cent  successful 
pregnancies. 

There  were  20  patients  with  a history  of  two 
previous  miscarriages.  All  of  the  patients  in 
this  group  carried  to  term  and  had  a successful 
termination  to  their  pregnancies. 

Eighteen  patients  treated  with  this  method 


722 


BIRNBERG,  SHERBER,  AND  LIVINGSTON 


[N.  Y.  State  J.  M. 


had  a history  of  three  previous  miscarriages. 
There  were  two  failures  in  this  group,  83.4  per- 
cent of  these  patients  being  successfully  carried 
to  term. 

Three  of  the  patients  with  a history  of  four 
miscarriages  were  treated  with  the  method  de- 
scribed above.  There  wras  one  failure  in  this 
group;  66.6  per  cent  of  these  patients  went  to 
term  successfully. 

Thirty-five  patients  having  a history  of  sterility 
for  tw'o  or  more  years  were  treated  by  the  modi- 
fied method  described.  Five  of  the  patients  failed 
to  complete  their  pregnancies,  and  85.4  per  cent 
of  these  patients  were  delivered  at  term  of 
normal  children. 

There  was  a total  of  183  patients  treated  in  the 
series  with  18  miscarriages  or  a failure  rate  of  10 
per  cent.  This  rate  is  comparable  with  the  lowest 
rate  of  miscarriages  reported  in  all  pregnancies. 
Simplification  of  therapy  made  no  apparent 
statistical  difference  in  salvage  rate.  Since  the 
group  studies  included  only  patients  with  a his- 
tory of  one  or  more  miscarriages  or  patients  with 
a history  of  sterility  of  more  than  two  years,  we 
feel  that  the  failure  rate  of  10  per  cent  represents 
a considerable  salvage  beyond  that  which  one 
w-ould  statistically  expect.  The  inclusion  of  71 
patients  with  sterility  in  this  study  resulted  in  an 
increase  in  our  failures.  The  authors  feel  that  it 
is  in  this  group  that  the  highest  percentage  of 
miscarriages  are  encountered.  If  this  group  is 
excluded,  the  failure  rate  in  112  patients  with  a 
history  of  one  or  more  miscarriages  wras  7.1  per 
cent.  Normal  pregnancies  were  achieved  in  this 
latter  group  by  92.9  per  cent  of  the  patients. 

The  incidence  of  toxemia  of  pregnancy  in  the 
patients  treated  in  this  manner  was  extremely  low. 
Only  one  patient  demonstrated  hypertension, 
160/90,  and  a 2 plus  albuminuria,  which  sub- 
sided almost  immediately  after  delivery. 

It  was  also  noted  that,  in  general,  the  patients 
in  this  group  had  rapid  and  satisfactory  labor. 
No  incidences  of  cervical  dystocia  or  uterine 
inertia  were  encountered. 

Three  of  the  patients  in  this  series  had  missed 


abortions  which  in  part  may  have  been  due  to 
continued  medication.  It  is  felt  that  while 
patients  are  under  treatment  with  the  regime 
outlined,  monthly  checks  to  determine  uterine 
growth  and  fetal  development  are  essential  in 
order  to  avoid  continued  therapy  when  fetal 
death  has  occurred. 

Summary 

1.  Miscarriage  is  usually  the  result  of  endo- 
crine dysfunction  resulting  from  improper  im- 
plantation of  the  ovum. 

2.  The  use  of  prolactin  as  a gonadotropic 
factor  and  its  role  as  a general  tropic  hormone  on 
the  endocrine  system  of  the  fetus  is  mentioned. 
Corpus  luteum  hormone  was  used  in  the  first 
group  only  in  deference  to  tradition.  Omitting 
it  from  the  treatment  schedule  in  the  second 
group  did  not  alter  the  statistical  result. 

3.  An  outline  of  therapy  for  the  prevention  of 
miscarriage  is  described,  based  on  animal  experi- 
ments designed  to  maintain  normal  hormone 
levels. 

4.  A total  of  183  patients,  including  112  with 
a history  of  one  or  more  miscarriages  and  71 
with  a history  of  sterility  of  two  or  more  years 
duration,  were  treated  as  outlined,  with  a failure 
rate  of  10  per  cent. 

5.  The  incidence  of  miscarriage  in  patients 
with  longstanding  sterility  is  probably  higher 
than  in  any  single  group,  and  it  is  felt  that  these 
patients  once  pregnant  should  receive  therapy 
for  the  prevention  of  miscarriage. 
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PAROXYSMAL  AURICULAR  TACHYCARDIA 

Milton  H.  Morris,  M.D.,  F.A.C.P.,  Far  Rockaway,  New  York 
( From  the  Department  of  Medicine,  St.  Joseph  Hospital) 


ONE  of  the  more  common  disorders  of  cardiac 
rhythm  is  paroxysmal  auricular  tachy- 
cardia. Clinical  recognition  presents  no  diffi- 
culties, and  the  electrocardiographic  pattern  is 
diagnostic.  The  relatively  benign  nature  of 
this  disturbance  has  resulted  in  indifference  in 
the  treatment  of  this  most  often  functional 
arrhythmia. 

In  most  cases  the  individual  is  aware  only  of 
the  rapid  heart  rate.  When  the  rate  is  rapid 
| and  the  attack  prolonged,  sweating,  substernal 
pain,  and  syncope  may  develop  in  an  individual 
who  has  no  evidence  of  cardiac  disease.  In  the 
heart  that  is  altered  as  a result  of  valvular  or 
! coronary  artery  disease,  alarming  symptoms  may 
develop  rapidly;  the  tachycardia  per  se,  being  the 
trigger  mechanism,  so  disturbs  cardiac  physi- 
ology and  blood  flow  that  acute  congestive  fail- 
ure or  even  acute  myocardial  infarction  may 
develop. 

The  treatment  of  paroxysmal  auricular  tachy- 
cardia is  varied.  The  use  of  physical  maneuvers 
involving  reflex  vagal  inhibition  by  way  of  the 
carotid  sinus  is  well  known.  This  procedure  has 
been  successful  in  only  a small  percentage  of 
cases  and  is  not  without  danger.  Meredith  and 
Beckwith  report  two  cases  of  supraventricular 
tachycardia  that  responded  in  an  unusual  man- 
ner to  carotid  sinus  pressure.1  Instead  of  sinus 
rhythm  a ventricular  tachycardia  developed 
which  was  later  replaced  by  sinus  rhythm. 
Neither  patient  showed  any  other  evidence  of 
heart  disease. 

Many  drugs  are  suggested  in  standard  books 
on  cardiology  for  the  treatment  of  this  distur- 
bance: morphine,  mecholyl  chloride,  prostig- 
mine,  and  quinidine  sulfate.  Each  of  these  drugs 
has  some  associated  pharmacologic  action  un- 
related to  the  effect  on  the  tachycardia,  which 
may  make  its  use  dangerous. 

Quinidine  sulfate  is  the  most  valuable  and  most 
effective.  Quinidine  also  presents  problems  in 
dosage  and  administration.  The  intravenous 
administration  of  quinidine  is  attended  with 
danger.  Acierno  and  Gubner  have  reported 
sudden  death  with  the  intravenous  adminis- 
i tration  of  the  drug.2  The  oral  administration 
requires  the  continuous  use  of  the  drug  over  a 
period  of  hours  with  increase  of  the  dose.  De- 
spite its  being  the  drug  of  choice,  there  have  been 
many  failures  in  its  use  in  the  control  of  paroxys- 
mal auricular  tachycardia. 

Pharmacology  of  Digitalis 

There  are  several  views  in  regard  to  digitalis 


action  on  the  heart  and  circulation.  These 
may  be  summarized  as  follows: 

1.  Reduction  in  the  amount  of  work  done  by 
the  heart  (Stewart  and  Cohn).3 

2.  The  effect  on  the  conducting  mechanism, 
auriculoventricular  block  (Cushny).4 

3.  The  increase  in  the  efficiency  of  systolic 
contraction  (Gold  and  Cattell).5 

The  above  actions  of  digitalis  represent  the 
therapeusis  of  the  drug  in  the  treatment  of  con- 
gestive failure  where  its  efficiency  is  beyond  ques- 
tion and  in  which  field  the  proper  use  of  the  drug 
will  produce  a desired  clinical  response.  The 
increase  of  systolic  contraction  and  the  effect 
on  the  auriculoventricular  node  result  in  a slowing 
of  the  ventricular  rate  and  a decrease  in  diastolic 
volume. 

Several  investigators  have  demonstrated  ven- 
tricular slowing  of  the  heart  in  patients  with 
normal  sinus  rhythm.  Eichna,  Taube,  and  De 
Graff  interpreted  their  findings  to  prove  that  the 
slowing  of  the  rate  was  initiated  by  the  vagus 
on  the  auricular  pacemaker.6  Hubbard  re- 
viewed 19  cases  of  paroxysmal  tachycardia  in 
infants  under  one  year  of  age,  15  of  whom  wrere 
treated  with  digitalis.7  All  recovered  except 
one  who  died  as  a result  of  a proved  sarcoma  of 
the  conductive  system. 

Werner,  Caplan,  and  Morris  report  a case  of 
supraventricular  tachycardia.8  In  the  newborn 
treated  wdth  digitalis,  a rapid  recovery  from  the 
tachycardia  resulted. 

It  can  be  demonstrated  that  vagal  stimulation 
slows  the  heart,  and  vagal  inhibition  causes 
acceleration.  In  animals  it  has  been  conclusively 
proved  that  digitalis  decreases  the  cardiac  rate. 
That  the  action  is  mediated  to  a large  extent 
through  the  vagus  is  demonstrated  by  the  fact 
that  this  effect  can  be  abolished  by  atropiniza- 
tion  or  vagotomy.  This  observation  finds  some 
support  in  individuals  with  hyperactive  carotid 
sinus  reflexes;  digitalis  may  increase  the  excitabil- 
ity of  the  carotid  sinus  and  enhance  the  tendency 
to  arrhythmias  and  cardiac  arrest. 

Case  Reports 

Below  are  the  pertinent  findings  in  four  cases 
of  a series  of  ten  that  were  treated  with  Lanato- 
side  C. 

Case  1. — A sixty-two-year-old  female  has  had  re- 
peated attacks  of  paroxysmal  tachycardia.  She 
also  has  had  a mild  angina  pectoris.  Her  electro- 
cardiograms show  isoelectric  T waves  in  leads  facing 
the  left  ventricle.  She  has  a positive  2-step  Master 
test.  Her  blood  pressure  is  140/100.  On  several 
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occasions  her  tachycardia  has  responded  to  oral 
quinidine.  She  had  two  attacks  which  did  not 
respond  to  quinidine  over  a forty-eight-hour  period. 
She  developed  congestive  heart  failure,  was  hospital- 
ized, and  given  digitalis  and  quinidine.  She  sub- 
sequently made  an  uneventful  recovery.  The  last 
two  attacks  were  treated  with  intravenous  Lana- 
toside  C.  She  was  given  0.8  mg.  as  the  initial 
dose.  One  hour  later  she  was  given  another  0.8  mg. 
During  the  course  of  the  injection  the  tachycardia 
ceased.  She  had  another  attack  of  tachycardia, 
and  the  same  therapy  was  followed.  The  same 
result  was  obtained  except  that  the  tachycardia 
stopped  one  hour  after  the  second  injection.  She 
showed  no  toxic  effects  of  the  drug. 

Case  2. — A sixty-five-year-old  physician  has  had 
repeated  attacks  of  paroxysmal  auricular  tachy- 
cardia. The  attacks  often  follow  a period  of  exces- 
sive eating.  His  family  physician  was  able  to  con- 
trol the  attacks  with  sufficient  morphine  to  produce 
narcosis.  Despite  the  unsual  routine  the  last  attack 
persisted.  He  felt  weak,  perspired  excessively, 
and  complained  of  precordial  pain.  He  was  given 
0.8  mg.  Lanatoside  C.  This  dosage  was  repeated  in 
one  hour.  Immediately  after  the  second  injection, 
the  attack  subsided  abruptly.  He  had  no  toxic 
effects  from  the  drug. 

Case  3. — A forty-five-year-old  man  has  had  re- 
peated attacks  of  paroxysmal  auricular  tachycardia. 
He  was  a very  apprehensive  individual  who  had  been 
under  the  care  of  a psychiatrist  for  his  emotional 
instability.  Under  this  therapy,  he  was  free  of  at- 
tacks for  one  year.  A subsequent  attack  developed, 
and  he  was  treated  by  his  family  physician  with 
increasing  doses  of  the  oral  quinidine.  There  was 
no  response  to  the  treatment.  Because  of  his  high 
degree  of  emotional  instability  and  fear  of  death, 
his  physician  became  alarmed  when  the  attack 
lasted  beyond  forty-eight  hours.  He  was  given 
intravenous  Lanatoside  C,  0.8  mg.  This  dose  was 
repeated  in  one  hour.  Shortly  after  the  adminis- 
tration of  the  last  dose  the  tachycardia  disappeared. 
There  was  no  toxic  manifestation  from  the  drug. 

Case  4- — An  eight-month-old  baby  was  being 
treated  by  a pediatrician  for  a gastrointestinal  dis- 
turbance. On  his  visit  the  day  after  the  onset  of 
the  disturbance,  the  doctor  noticed  that  the  baby 
was  irritable  and  restless;  examination  revealed 
that  the  heart  rate  had  increased  greatly.  The 
doctor  advised  that  the  child  be  sent  to  St.  Joseph 
Hospital,  Far  Rockaway.  The  only  finding  refer- 
able to  the  cardiovascuar  system  was  the  excessive 
heart  rate.  A heart  plate  was  normal.  The  baby 
was  given  0.08  mg.  of  Lanatoside  C intramuscu- 
larly. One  hour  later  the  rate  returned  to  normal, 
and  the  rhythm  was  of  sinus  origin. 

Comment 

The  universal  employment  of  digitalis  in  the 


treatment  of  congestive  heart  failure  is  an  accepted 
and  attested  method  of  therapy.  Additional 
drugs  may  be  necessary,  but  the  correction  of  the 
altered  pathologic  physiology  requires  the  use 
of  digitalis.  The  use  of  digitalis  in  disturbances 
of  supraventricular  tachycardia  in  adults  and 
children  has  received  little  attention.  Weis- 
berger  and  Feil  report  13  cases  of  paroxysmal 
tachycardia  treated  with  Lanatoside  C in  which 
the  tachycardia  ceased  in  forty  minutes.9  Barrow 
treated  26  patients  with  paroxysmal  supraven- 
tricular tachycardia,  and  the  arrhythmia  stopped 
in  all  cases  within  one  and  a half  hours.10  There 
were  no  toxic  or  unpleasant  side-effects. 

The  mechanism  of  the  action  of  Lanatoside  C 
in  the  treatment  of  paroxysmal  tachycardia  is  not 
clearly  understood.  The  rapid  action  and  the 
abrupt  clinical  response  are  suggestive  of  reflex 
action.  There  is  some  evidence  to  substantiate 
this  view'  by  animal  experimentation  and  in  the 
human  by  the  early  effect  on  the  sinoauricular 
node.  Whether  the  latter  is  initiated  by  the 
carotid  sinus  by  means  of  the  vagus  or  whether  it 
represents  an  effect  on  the  vagal  center  in  the 
medulla  is  not  known. 

Summary 

1.  Ten  cases  of  paroxysmal  auricular  tachy- 
cardia are  reported,  nine  in  adults  and  one  in 
a baby  eight  months  old. 

2.  Each  case  wTas  treated  with  Lanatoside  C; 
in  the  adults  the  drug  was  administered  intrave- 
nously and  in  the  child  intramuscularly. 

3.  The  result  in  each  case  wTas  a cessation  of 
the  tachycardia  and  an  abrupt,  sudden  return 
to  normal  sinus  rhythm.  No  toxic  effects  were 
observed. 

4.  A review  of  the  literature  is  offered  and  a 
possible  explanation  for  the  desired  therapeutic 
response  of  Lanatoside  C in  the  treatment  of 
paroxysmal  auricular  tachycardia. 
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TOXIC  RESULTS  OF  ANTICOAGULANT  THERAPY 

Harry  Berman,  M.D.,  and  Frank  S.  Mainella,  M.D.,  Brooklyn,  New  York 
{From,  the  Surgical  Service  of  the  Unity  Hospital  and  Adelphi  Hospital ) 


THE  initial  enthusiasm  which  greeted  the  in- 
troduction of  the  anticoagulant  drugs  has 
been  markedly  dissipated  by  increasing  reports  of 
toxic  manifestations.  In  addition  to  the  inher- 
ent dangers  of  the  anticoagulants  themselves, 
the  difficulties  of  administration  are  several  and 
varied.  There  is  a considerable  degree  of  varia- 
tion in  the  tolerance  and  reaction  of  different  in- 
dividuals. Toxic  manifestations  have  been  ob- 
served as  soon  as  one  day  and  as  late  as  nine 
months  after  treatment  with  Dicumarol,  and  de- 
layed reactions  have  been  noted  up  to  three  and  a 
half  months  following  cessation  of  Dicumarol 
therapy.  The  prothrombin  test  used  in  con- 
junction with  anticoagulant  treatment  cannot  be 
relied  upon  to  warn  against  impending  hemor- 
rhagic manifestations.  The  standards  and  re- 
sults of  the  test  vary  from  laboratory  to  labora- 
tory and  even  from  day  to  day. 

We  present  here  five  cases  of  Dicumarol  pois- 
oning which  we  have  observed  during  the  past 
two  years.  Two  of  the  cases  were  postoperative 
gastrectomies  for  peptic  ulcer,  two  were  under 
medical  treatment  with  Dicumarol  for  coronary 
artery  disease,  and  one  had  a diverticulectomy. 

Case  Reports 

Case  1. — H.  W.,  white,  male,  age  fifty-five,  was 
admitted  on  August  8,  1950.  The  patient  had  had 
a myocardial  infarction  on  June  14,  1950,  while  on 
vacation.  Dicumarol  was  administered  during  the 
four  weeks  that  he  was  treated  in  the  hospital  and 
was  discontinued  when  he  was  discharged  in  good 
condition.  Two  weeks  after  his  return  home  he 
developed  the  present  abdominal  symptoms. 

He  was  suffering  from  abdominal  cramps,  inter- 
mittent in  character,  and  rectal  bleeding,  for  which 
he  had  already  been  seen  by  two  physicians,  both  of 
whom  had  advised  rectal  tubes  and  sedatives  with- 
out result.  His  temperature  was  101  to  102  F.,  and 
there  was  vomiting,  distention,  and  nausea.  The 
patient  had  not  moved  his  bowels  for  four  days. 

On  admission  the  patient  was  in  shock.  The  ab- 
domen was  distended  and  extremely  tender  in  the 
left  lower  quadrant.  Rectal  examination  revealed 
no  masses,  but  bright  red  blood  could  be  seen  coming 
down  the  rectum.  Preoperative  impression  was  (1) 
mesenteric  thrombosis  or  (2)  Dicumarol  poisoning 
with  hemorrhage  into  the  bowel. 

At  operation  free  blood,  clotted  and  bright  red, 
was  found  in  the  peritoneal  cavity  with  the  retroperi- 
toneal space  filled  with  blood.  The  cecum  was  ec- 
chymotic,  and  there  was  hemorrhage  of  the  serosa  all 
over  the  large  and  small  bowel.  Active  bleeding 
from  the  left  colic  artery  was  noted  as  well  as  gan- 
grene of  the  descending  colon  and  splenic  flexure  ex- 


tending down  to  the  sigmoid.  There  was  a rent  in 
the  left  leaf  of  the  mesentery  of  the  descending  colon. 

The  bowel  was  mobilized,  the  gangrenous  portion 
excised,  and  a double-barrel  colostomy  was  made  be- 
cause of  the  poor  condition  of  the  patient.  He  was 
given  2,500  cc.  of  fresh  whole  blood  and,  in  addition, 
vitamin  K,  60  mg.  three  times  daily. 

Postoperatively  the  temperature  subsided  gradu- 
ally until  it  became  normal  on  the  fifth  day.  The 
colostomy  drained,  and  the  patient  seemed  im- 
proved. Likewise  on  August  15  his  condition 
seemed  further  improved,  and  he  was  without  com- 
plaints. At  6: 00  p.m.  on  August  15  the  patient  sud- 
denly went  into  shock  from  what  appeared  to  be  an- 
other intra-abdominal  hemorrhagic  episode.  He 
died  two  hours  later,  and  permission  for  autopsy 
could  not  be  obtained. 

This  is  a case  of  delayed  toxic  reaction  to  Dicuma- 
rol with  abdominal  manifestations. 

Case  2. — N.  C.,  white,  male,  thirty-nine  years  of 
age,  was  admitted  on  May  8,  1950,  with  a diagnosis 
of  penetrating  duodenal  ulcer.  The  patient  had  had 
several  bouts  of  bleeding  prior  to  admission.  Hemo- 
globin at  this  time  was  9 Gm.  (57  per  cent)  and  red 
blood  cells  2,900,000. 

On  May  12,  after  bleeding  was  controlled,  a sub- 
total gastrectomy  and  anterior  gastrojejunostomy 
were  performed  under  spinal  anesthesia.  A total  of 
1,000  cc.  of  blood  was  given  during  the  operation. 

The  patient  was  making  a good  recovery  until 
May  18  when  he  complained  of  pain  in  the  left  leg. 
Examination  revealed  thrombophlebitis  of  the  leg 
veins.  Warm  saline  compresses  were  applied  and 
the  leg  elevated.  The  patient  was  put  on  complete 
bed  rest.  His  condition  had  improved  sufficiently 
by  May  21  to  discontinue  the  treatment  for  leg  pain. 
He  was  allowed  out  of  bed  on  May  24,  and  at  this 
time  his  condition  was  satisfactory. 

On  May  25  he  complained  of  pain  in  the  left  lower 
quadrant  extending  around  to  the  back.  This  was 
interpreted  as  an  extension  of  the  thrombophlebitis 
to  the  iliac  veins.  Strict  bed  rest  was  ordered,  and 
300  mg.  of  Dicumarol  were  given.  On  the  following 
day  the  prothrombin  time  was  25  seconds  (control 
18);  200  mg.  of  Dicumarol  and  5 cc.  of  heparin  were 
administered.  The  patient  still  complained  of  se- 
vere pain  in  the  left  side,  and  his  condition  seemed 
poor.  Chest  x-ray  and  electrocardiogram  per- 
formed at  this  time  were  negative. 

At  3: 00  a.m.  on  May  27  the  patient  vomited  copi- 
ous amounts  of  blood  with  clots.  He  was  extremely 
pale,  and  pulse  was  120  and  thready.  Prothrombin 
time  was  44  seconds  (control  15).  Vitamin  K (50 
mg.)  and  a 500  cc.  transfusion  of  whole  blood  were 
given.  Another  500  cc.  of  blood  and  50  mg.  of  vita- 
min K were  given  later  in  the  day  with  some  im- 
provement. 

On  the  following  day  another  500  cc.  of  whole 
blood  and  20  mg.  of  vitamin  K were  administered. 
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The  patient’s  condition  remained  poor  with  expecto- 
ration of  dark,  bloody  sputum,  passage  of  blood 
through  the  rectal  tube,  and  complaints  of  pain  in 
the  left  side. 

Although  Dicumarol  was  stopped  on  May  27,  the 
prothrombin  time  did  not  reach  its  peak  of  49  sec- 
onds until  May  31  and  then  gradually  decreased 
until  by  June  5 it  had  dropped  to  25  seconds. 

With  vitamin  K and  repeated  transfusions  the  pa- 
tient had  improved  considerably  by  May  30  and 
was  allowed  out  of  bed  two  days  later.  Convales- 
cence continued  uneventful,  and  he  was  discharged 
in  good  condition  on  June  11. 

CaseS. — A.  R.,  a sixty-nine-year-old  white  female, 
was  admitted  on  November  17,  1950,  with  a history 
of  shortness  of  breath  and  precordial  distress.  Diag- 
nosis at  this  time,  made  by  electrocardiogram,  was 
posterior  wall  infarction.  Prothrombin  time  on  the 
day  of  admission  was  20  seconds;  100  mg.  of  Dicuma- 
rol daily  was  prescribed. 

The  patient’s  condition  seemed  sufficiently  under 
control  so  that  on  December  19  she  was  permitted 
out  of  bed.  At  this  time  the  prothrombin  time  was 
20  seconds,  and  the  patient  had  been  complaining  of 
some  abdominal  cramps  for  the  past  few  days.  On 
December  20  the  pain  became  generalized  over  the 
entire  abdomen  and  was  cramplike  in  character. 
Temperature  was  normal  and  urine  negative. 

On  December  21  the  temperature  rose  to  101  F., 
and  the  pain  was  aggravated,  with  severe  persistent 
vomiting  of  greenish  fluid.  The  abdomen  was  dis- 
tended and  extremely  tender,  pulse  was  rapid,  and 
some  cyanosis  was  present.  Flat  plate  revealed 
marked  distention  of  the  proximal  loops  of  the  small 
bowel.  Prothrombin  time  was  30  seconds  at  this 
time,  and  Dicumarol  was  stopped. 

The  patient  was  prepared  for  operation  with  trans- 
fusion of  fresh  whole  blood  and  vitamin  K (50  mg.) 
three  times  a day,  and  laparotomy  was  performed. 
At  operation  the  abdomen  was  found  to  be  filled 
with  bright  red  blood,  and  a sausage-shaped  mass  10 
inches  long  was  seen  in  the  lower  end  of  the  jejunum. 
The  mass  was  hemorrhagic  and  black  in  color.  The 
mesentery  appeared  normal  until  it  was  palpated, 
at  which  time  hemorrhagic  areas  appeared  at  what- 
ever point  pressure  was  applied  with  the  fingers. 
The  proximal  bowel  was  markedly  distended,  and 
many  hemorrhagic  areas  were  visible  in  the  serosa 
for  some  distance  both  proximal  and  distal  to  the 
affected  area.  The  mass  was  resected  and  a side-to- 
side  anastomosis  performed. 

Pathology  report  was  as  follows: 

Gross:  Hemorrhage  and  necrosis  of  the  mass 
were  visible  with  edema  of  the  mucosa  producing 
complete  obliteration  of  the  lumen. 

Microscopic:  Microscopic  examination  through 
the  intestinal  wall  revealed  a normal  mucosa  as 
well  as  muscularis.  However,  there  was  very  ex- 
tensive hemorrhage  in  the  submucosal  connective 
tissue  as  well  as  in  the  supporting  stroma  of  the 
muscle.  There  was  little  inflammatory  reaction. 

Diagnosis:  Hemorrhagic  infarction  of  the  small 
intestines. 

Convalescence  was  stormy  with  pulmonary  edema 


and  bloody  sputum  occurring  in  the  evening  of  the 
day  of  operation.  On  December  22,  the  first  post- 
operative day,  there  was  frank  blood  in  the  urine. 
However,  on  December  23  prothrombin  time  was 
down  to  25  seconds,  and  by  December  30  the  patient 
was  discharged  in  good  condition.  It  might  be  inter- 
esting to  note  here  that  the  prothrombin  time  was 
higher  for  the  first  few  days  postoperatively  than  it 
had  been  when  the  patient  was  receiving  Dicumarol. 

This  is  a case  of  Dicumarol  poisoning  with  abdom- 
inal symptoms  simulating  mesenteric  thrombosis. 

Case  4 ■ — H.  S.,  a white  male,  aged  fifty-five,  was 
admitted  on  April  11,  1949,  with  a diagnosis  of  pene- 
trating duodenal  ulcer.  Operation  was  performed 
on  April  14,  at  which  time  a subtotal  gastrectomy 
was  done.  Following  operation  the  patient  com- 
plained of  pain  in  the  right  chest  and  was  coughing. 
Temperature  ranged  from  99  to  102  F.  X-ray  on 
April  19  revealed  patchy  areas  of  bronchopneumonia 
in  both  lower  lobes. 

On  April  21,  seven  days  after  operation,  Dicuma- 
rol was  given:  100  mg.  at  12  noon  and  another  100 
mg.  at  8:00  p.m.,  eight  hours  later.  Heparin,  5 cc., 
was  also  given  at  12  noon,  4 p.m.,  8 p.m.,  and  8 a.m. 
on  the  following  day.  The  prothrombin  time  on 
April  21,  the  first  day  of  anticoagulant  administra- 
tion, was  20  seconds. 

On  April  22  the  patient  coughed  up  thick  bloody 
sputum.  Prothrombin  time  on  this  day  was  38 
seconds.  On  April  23,  when  the  dressing  was 
changed,  petechiae  were  noted  on  the  skin  beneath 
the  adhesive  tape;  there  was  dark  brown  drainage 
from  the  Levine  tube,  the  patient  coughed  up  blood, 
and  prothrombin  time  was  59  seconds.  Dicumarol 
was  stopped,  and  a transfusion  of  500  cc.  of  blood 
and  100  mg.  of  vitamin  K were  given.  On  April  24 
there  was  a large  amount  of  gross  blood  draining 
from  the  Levine  tube  along  with  cyanosis  and  twitch- 
ing of  the  extremities.  Temperature  at  this  time 
was  106  F.,  pulse  150,  respirations  42,  and  blood 
pressure  90/60. 

He  continued  to  run  a septic  temperature,  and  it 
was  necessary  to  keep  him  in  an  oxygen  tent  almost 
continuously,  in  spite  of  which  he  had  increasing 
dyspnea  and  persistent  cyanosis.  However,  by 
April  28  prothrombin  time  had  dropped  to  15  sec- 
onds. 

X-ray  on  April  29  showed  left  pleural  effusion  for 
which  thoracotomy  was  done  on  May  1 . At  opera- 
tion patient  was  found  to  have  a left  subdiaphrag- 
matic  abscess  in  addition  to  the  empyema  of  the  left 
chest. 

The  patient  ran  an  extremely  stormy  course  but 
eventually  recovered  sufficiently  to  be  discharged  on 
May  18. 

Case  5. — C.  G.,  white  male  forty-seven  years  of 
age,  was  admitted  to  the  hospital  September  30, 
1949,  for  acute  appendicitis.  He  was  operated  the 
same  day.  The  appendix  was  normal,  but  there  was 
a gangrenous  diverticulum  D/2  inches  in  length  on 
the  cecum.  Appendectomy  and  diverticulectomv 
were  done.  On  the  sixth  postoperative  day  there 
was  fecal  discharge  through  the  wound.  On  the 
seventh  day  the  patient  complained  of  severe  pain  in 
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the  left  chest  and  dyspnea.  Homan’s  sign  was 
absent.  On  the  following  day  he  brought  up  bloody 
sputum.  Medical  consultation  was  requested,  and 
anticoagulant  therapy  with  Dicumarol  100  mg.  and 
heparin  200  mg.  was  instituted. 

On  the  next  day,  before  the  first  prothrombin 
time  determination  was  reported  by  the  laboratory, 
the  patient  began  to  bleed  through  the  fecal  fistula. 
Later  that  day,  the  prothrombin  time  was  reported 
as  20  seconds,  (control  14).  Dicumarol  and  heparin 
were  immediately  discontinued  and  vitamin  Iv  ther- 
apy instituted.  The  bleeding  subsided  readily  and 
stopped  within  three  days.  During  the  next  five 
days  there  was  an  extension  of  the  patient’s  chest 
condition.  It  was  felt  that  the  first  episode  of  bleed- 
ing was  due  to  a too  great  heparin  effect,  and  so  it 
was  deemed  advisable  to  try  anticoagulants  again. 
He  was  kept  on  50  mg.  of  Dicumarol  daily.  The 
prothrombin  time  was  measured  daily  and  fluctu- 
ated between  28  and  36  seconds  for  the  next  twenty- 
three  days.  Then  the  patient  began  to  have  tarry 
stools  and  bloody  discharge  through  the  fecal  fistula. 
The  prothrombin  time  was  never  reported  as  more 
than  36  seconds.  Dicumarol  was  discontinued,  and 
whole  blood  and  vitamin  K were  given.  At  this 
time  the  mucosa  of  the  cecum  could  be  seen  pouting 
through  the  wound.  It  was  edematous,  intensely 
congested,  and  hemorrhagic.  Bleeding  subsided 


readily  and  on  November  17,  forty-eight  days  after 
the  first  operation,  the  fecal  fistula  was  closed  under 
general  anesthesia.  The  postoperative  course  this 
time  was  uneventful,  and  the  patient  was  discharged 
six  days  later. 


During  the  two-year  period  in  which  these 
cases  were  observed  we  have  had  no  postopera- 
tive fatalities  from  thrombophlebitis,  phlebo- 
thrombosis,  or  any  other  condition  in  which  the 
use  of  anticoagulants  might  have  been  indicated. 
Two  of  the  cases  in  which  Dicumarol  was  given 
for  thrombophlebitis  we  now  feel  would  have  had 
a much  less  stormy  course  without  anticoagulant 
therapy. 

In  view  of  the  uncertainties  of  treatment  of 
postoperative  cases  with  Dicumarol  and  heparin, 
that  is,  inaccuracy  of  laboratory  reports,  delayed 
reactions,  difficulty  of  early  recognition,  and  inad- 
equacy of  treatment  once  the  chain  of  events  has 
been  set  in  motion,  we  would  advise  proximal 
vein  ligation  as  the  treatment  of  choice,  rather 
than  the  more  hazardous  anticoagulant  therapy. 
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DRAMAMINE  PREANESTHETIC  MEDICATION 

B.  W.  Zoffer,  M.D.,  and  P.  H.  Sechzer,  M.D.,  New  York  City 
( From  the  Department  of  Anesthesiology,  Fordham  Hospital) 


THE  purpose  of  this  study  is  to  determine  the 
effectiveness  of  dimenhydrinate  (Dramamine) 
against  the  nausea,  retching,  and  vomiting  asso- 
ciated with  clinical  anesthesia.  The  drug’s 
efficacy  in  motion  sickness  has  been  demon- 
strated by  Gay  and  Carliner  (seasickness)  and  by 
Strickland  and  Hahn  (airsickness).1’2  Dimen- 
hydrinate has  had  clinical  trial  in  many  other 
conditions  including  nausea  of  pregnancy,  Men- 
iere’s syndrome,  miscellaneous  vertigo,  radiation 
sickness,  migraine,  aureomycin  nausea,  cataract 
extraction  nausea,  fenestration  nausea,  and 
nausea  of  electroshock  therapy.3 

Material 

One  hundred  fifty  consecutive  adult  patients 
coming  to  surgery  were  placed  in  the  following 
sequence  according  to  the  operative  schedule: 
Group  I patients — 100  mg.  Dramamine  orally 
at  least  one  hour  before  operation. 

Group  II  patients — 100  mg.  Dramamine  orally 
at  least  one  hour  before  operation  and  25 
mg.  intramuscularly  four  hours  after  opera- 
tion. 

Group  III  patients — no  Dramamine  at  any 
time. 

The  resultant  groups  were  reasonably  similar 
as  to  site  of  surgery  and  anesthesia  technic. 
Meticulous  note  was  made  of  the  occurrence  of 
the  following:  nausea,  retching,  vomiting,  dizzi- 
ness, and  general  malaise. 

Table  I lists  the  incidence  of  the  various  types 
of  reaction  for  each  of  the  groups  studied:  12  per 
cent  (six  out  of  50)  for  the  control  group  III, 
14  per  cent  (seven  out  of  50)  for  the  oral  Dram- 
amine group  I,  and  18  per  cent  (nine  out  of  50) 
for  the  combined  oral  and  parenteral  group  II. 

Table  II  correlates  the  incidence  of  reactions 
against  the  method  of  anesthesia  for  each  of  the 


TABLE  I.— Incidence  of  Various  Types  of  Reactions 


Type  of  Reaction 

Group  I* 

Group  Ilf  Group  III** 

Emesis,  retching,  nausea 

0 

0 

1 

Emesis,  malaise,  nausea 

0 

1 

0 

Emesis,  nausea 

1 

3 

2 

Dizziness 

0 

1 

0 

Emesis 

3 

2 

2 

Retching 

1 

2 

0 

Nausea 

2 

0 

1 

7 

9 

6 

(14%  of  50)  (18%  of  50) 

(12%  of  50) 

* Oral  Dramamine. 

t Oral  and  intramuscular  Dramamine. 
**  Control  group,  no  Dramamine. 


groups  studied.  Although  the  categories  are 
very  small,  it  is  interesting  to  note  that  for  spinal 
anesthesia,  the  Dramamine  groups  (I  and  II) 
had  no  reactions,  but  the  control  group  (III)  had 
two  reactions  out  of  ten  cases.  On  the  other 
hand,  for  inhalation  anesthesia  control  group 
(III)  showed  no  reactions,  while  group  I gave  two 
reactions  out  of  12  cases  and  group  II  gave  three 
reactions  out  of  13  cases.  For  combined  anes- 
thesia, group  I had  24  per  cent  (five  out  of  21), 
group  II  had  23  per  cent  (five  out  of  22),  and 
control  group  III  had  16  per  cent  (four  out  of  25). 

For  such  small  categories  the  differences  are 
not  statistically  significant.  Studies  are  continu- 
ing to  collect  larger  groups,  various  dosage  sched- 
ules, and  routes  of  administration. 

Conclusion 

Dramamine  administration  made  no  significant 
difference  in  the  incidence  of  nausea,  retching, 
and  vomiting  associated  with  clinical  anesthesia. 
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TABLE  II.—  Incidence  of  Reactions  Against  Method  of  Anesthesia 


Method  of 
Anesthesia 

Number  of 
Reactions 

Total 

Cases 

Number  of 
Reactions 

Total 

Cases 

Number  of 
Reactions 

Total 

Cases 

Spinal 

0 

9 

0 

6 

2 

10 

Inhalation 

2 

12 

3 

13 

0 

11 

Intravenous 

0 

7 

1 

7 

0 

2 

Regional  and  local 

0 

1 

0 

2 

0 

2 

Combinations 

5 

21 

5 

22 

4 

25 

Total 

7 

50 

9 

50 

6 

50 

* Oral  Dramamine. 
t Oral  and  intramuscular  Dramamine. 
**Oontrol  group,  no  Dramamine. 
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THE  MANAGEMENT  OF  VARICOSE  VEINS  AND  THEIR  RELATED 
PROBLEMS  DURING  PREGNANCY 

Leonard  K.  Stalker,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Surgery , Highland  Hospital ) 


THE  treatment  of  varicose  veins  and  their 
related  problems  during  pregnancy  fre- 
quently confronts  the  obstetrician.  If  one 
adopts  the  policy  that  it  is  better  to  use  only 
conservative  measures,  when  faced  with  preg- 
nancy complicated  by  severe  varices,  and  that 
' rest  and  adequate  supportive  measures,  followed 
by  early  movement  after  parturition,  are  all 
that  is  required,  a great  amount  of  unnecessary 
discomfort  will  be  suffered  by  the  patient. 

In  the  past,  it  has  been  more  or  less  dogmati- 
cally said  that  varicose  veins  are  one  of  the  direct 
results  of  pregnancy.  Actually,  the  develop- 
ment of  varicose  veins  is  the  result  of  an  inherited 
tendency,  and  the  pregnancy  itself  is  only  a 
single  aggravating  factor.  It  should  be  under- 
stood that  varices  develop  only  in  the  individual 
who  has  an  incompetency  of  the  superficial 
venous  system.  This  is  aggravated  by  the  in- 
creased intra-abdominal  pressure  produced  by 
pregnancy.  When  the  incompetency  of  the 
superficial  system  is  minimal,  the  varices  may 
visibly  subside  following  the  termination  of 
pregnancy,  and  it  is  in  this  group  of  patients 
that  it  is  necessary  to  recommend  only  conserva- 
tive treatment  during  the  pregnancy. 

These  patients  can  be  recognized  by  the  paucity 
of  symptoms  and  the  inconspicuous  nature  of 
the  varices.  They  should  be  advised  about 
their  tendency  to  develop  varices  and  should 
be  cautioned  against  an  excessive  weight  gain. 
They  should  take  regular  periods  off  their  feet 
for  at  least  a minimum  period  of  thirty  minutes 
twice  daily.  It  must  be  remembered  that  the 
legs  are  in  a dependent  position  when  one  is 
sitting,  and  it  is  important  to  elevate  the  feet 
to  a level  slightly  higher  than  the  head.  These 
patients,  especially  during  their  working  hours, 
should  all  use  elastic  bandages,  tightly  applied  to 
the  lower  extremities  from  the  instep  to  the  knee. 
If  these  few  conservative  measures  are  followed, 
most  patients  will  not  develop  varicose  veins 
which  are  sufficiently  advanced  to  require  specific 
treatment  following  the  pregnancy. 

When  the  varicose  state  develops  beyond 
this  point,  the  varicose  veins,  in  my  opinion, 
should  be  treated  as  though  the  pregnancy  were 
not  present.  At  the  same  time  there  are  other 
i additional  factors,  such  as  an  acute  phlebitis, 
stasis  dermatitis,  indurated  cellulitis,  edema 
with  incapacitating  varices,  or  the  history  of 


phlebitis  during  a previous  pregnancy,  which 
will  influence  one  in  carrying  out  definitive 
treatment.  This  treatment  is  surgical  in  nature 
and  as  a rule  should  consist  of  a combined  division 
and  ligation  of  both  the  great  and  lesser  saphen- 
ous veins,  together  with  a stripping  of  the  entire 
great  and  lesser  saphenous  systems.  It  is  pref- 
erable to  do  this  surgery  during  the  early 
phases  of  pregnancy  and  to  follow  it  with  sclerosis 
of  any  remaining  patent  varicose  veins.  The 
sclerosing  therapy  can  be  continued  to  approxi- 
mately the  eighth  month  of  pregnancy.  The 
elective  surgery  is  carried  out  up  to  the  seventh 
month  of  pregnancy,  but  it  can  be  safely  carried 
out  even  later  in  the  pregnancy  if  it  becomes 
necessary.  One  will  find  that  most  individuals 
will  develop  their  advanced  varicose  vein  con- 
dition long  before  the  seventh  month  has  been 
reached,  and  it  will  rarely  be  necessary  to  con- 
sider surgery  after  this  time. 

The  primary  object  of  the  surgical  attack 
on  varicose  veins  and  their  related  problems 
during  pregnancy  should  not  be  one  of  a cosmetic 
nature,  because  it  is  recognized  that  the  immedi- 
ate cosmetic  results  are  not  so  good  in  a pregnant 
woman  as  in  the  nonpregnant.  On  the  other 
hand,  when  surgery  is  done  as  I have  outlined, 
the  cosmetic  results  can  be  obtained  immediately 
following  the  pregnancy  by  carrying  out  additional 
sclerosis  of  any  of  the  remaining  superficial 
tributaries  present.  The  result  obtained  by 
this  treatment  will  be  much  better  than  if  the 
patient  had  been  allowed  to  wait  through  her 
pregnancy,  thus  allowing  the  development  of 
more  and  more  extensive  varicosities. 

The  above-mentioned  treatment  is  also  applied 
to  the  extremity  with  superficial  thrombo- 
phlebitis, indurated  cellulitis,  or  even  a stasis 
ulcer,  but  I think  that  a certain  few  individual 
factors  should  be  discussed  about  these  particular 
problems.  Primarily  these  complications  of 
varicose  veins  will  be  prevented  if  an  adequate 
program  of  treatment  is  instituted  early.  When 
a superficial  thrombophlebitis  develops,  regardless 
of  the  state  of  the  pregnancy,  the  thrombosed 
vein  should  be  isolated  by  carrying  out  at  least 
a ligation  of  the  great  and  lesser  saphenous 
systems.  In  some  instances,  where  the  throm- 
bosis is  confined  to  a relatively  small  segment  of 
vein,  I think  that  an  excision  of  this  segment 
of  vein  should  be  done  at  the  time  of  ligation. 
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For  the  most  part  these  procedures  can  be  done 
under  local  anesthesia,  and  the  patient  im- 
mediately ambulated  and  not  confined  to  the 
hospital  or  bed  because  of  the  phlebitis.  When 
attention  is  paid  to  the  incompetent  superficial 
venous  system,  a deep  phlebitis  rarely  develops, 
but  if  such  a condition  does  develop,  one  must 
use  all  of  the  available  measures  of  treatment. 
There  are  some  who  state  that  anticoagulation 
therapy  is  contraindicated  in  a pregnant  patient, 
but  I have  routinely  used  very  carefully  con- 
trolled anticoagulation  in  all  of  my  patients  with 
phlebitis  during  all  phases  of  the  pre-  and 
postpartum  period.  Up  to  the  present  time 
I have  had  no  untoward  results  and  have  found 
it  a most  satisfactory  method  of  therapy.  At 
the  same  time  I believe  that  a paravertebral 
block  will  be  of  assistance  in  controlling  the 
edema  and  pain  in  these  individuals.  The 
majority  of  the  patients  should  be  ambulated 
and  the  edema  in  the  leg  controlled  with  com- 
pression bandages. 

It  is  not  uncommon  for  a patient  to  develop 
a hard,  tender,  reddened  area,  usually  at  the 
inner  aspect  of  the  lower  third  of  the  leg.  This 
condition,  of  course,  is  an  indurated  cellulitis, 
which  is  a precursor  in  many  instances  of  stasis 
ulceration.  If  this  condition  is  recognized  early 
and  the  area  of  indurated  cellulitis  is  not  too 
large,  the  best  results  can  be  accomplished  by 
carrying  out  the  proposed  stripping  operation 
together  with  a complete  excision  of  the  area 
of  induration.  When  the  area  of  induration 
has  advanced  beyond  a diameter  of  10  to  12  cm., 
it  is  probably  unwise  to  excise  the  area  at  this 
time,  but  a stripping  operation  should  be  done 
and  the  leg  maintained  in  compression  bandages 
throughout  the  pregnancy.  Following  the  preg- 
nancy additional  surgery  may  be  necessary 
in  some  of  these  cases.  When  ulceration  has 
developed,  this  condition  should  be  treated 
exactly  as  an  ulceration  in  a nonpregnant 
individual.  It  is  my  feeling  that  primarily  the 
treatment  of  this  condition  is  directed  at  im- 
proving the  venous  return  in  the  extremity. 
This,  of  course,  is  associated  with  eliminating 
the  infectious  process  in  the  ulcer,  but  one  should 
not  wait  to  carry  out  venous  surgery  until 
the  infectious  process  of  the  ulcer  is  completely 
subsided. 

The  postoperative  care,  both  the  immediate 
and  late,  is  almost  as  important  as  the  actual 
surgical  treatment.  This  should  include  the 
same  conservative  program  of  therapy  that  we 
have  outlined  for  the  minimal  varicose  vein 
condition,  that  is,  a program  of  elevation,  the 
use  of  elastic  bandage  supports  throughout  the 
pregnancy,  and  in  addition  the  necessity  of 
returning  for  subsequent  occlusion  of  all  remain- 


ing patent  varicosities  by  sclerosis  following 
the  termination  of  pregnancy. 

This  subject  should  not  be  left  without  some 
discussion  of  the  immediate  postpartum  prob- 
lems. It  is  my  feeling  that  postpartum  phlebitis 
rarely,  if  ever,  develops  in  an  individual  who  has  a 
normal  venous  system,  and  it  probably  will  not 
develop  in  those  individuals  who  have  had 
the  defects  in  their  venous  system  corrected 
prior  to  surgery.  Certainly  fewer  of  the  ad- 
vanced phlebitic  problems  are  being  seen  today 
than  were  seen  several  years  ago,  and  this  prob- 
ably is  due  to  several  factors:  (1)  Greater 
attention  is  paid  to  the  venous  problems  in  the 
pregnant  patient,  (2)  weight  gain  is  more  care- 
fully watched  during  the  pregnancy,  (3)  general 
supportive  treatment  is  given  and  the  patient 
comes  to  delivery  in  a better  physical  condition 
than  before,  (4)  the  patient  is  ambulated  early, 
and  (5)  the  phlebitic  problems  are  recognized 
earlier  and  treated  earlier. 

When,  however,  a patient  does  develop  a 
superficial  thrombophlebitis  following  delivery, 
immediate  vein  ligation  should  be  carried  out. 
In  some  instances  it  will  now  be  possible  to  carry 
out  a stripping  operation  with  this  ligation,  and 
in  other  instances,  depending  largely  on  the 
extent  of  the  phlebitic  process,  it  will  be  wise 
to  carry  out  only  a simple  ligation.  When  a 
deep  thrombophlebitis  develops,  I personally 
prefer  conservatism  in  combination  with  anti- 
coagulation therapy  rather  than  an  immediate 
deep  vein  ligation.  In  some  few  selected 
cases,  however,  deep  vein  ligation  will  be 
necessary.  Patients  who  have  had  a thrombo- 
phlebitis during  their  pre-  or  postpartum  period 
require  very  meticulous  supervision  for  a long 
period  of  time  so  that  the  so-called  complications 
of  the  postphlebitic  leg  can  be  eliminated.  It 
is  essential  that  the  edema  in  the  leg  be  controlled 
at  all  times  and  that  this  control  be  maintained 
indefinitely.  Usually,  however,  the  venous  cir- 
culation will  readjust  itself  within  six  to  twelve 
months  time. 

The  majority  of  individuals  who  have  had 
only  a simple  ligation  for  a condition  such  as  a 
superficial  thrombophlebitis  during  their  preg- 
nancy should  now  be  advised  to  have  a retro- 
grade stripping  operation  completed  so  that  the 
entire  varicose  vein  picture  can  be  better  elimin- 
ated and  an  improved  cosmetic  result  obtained. 
If  a stripping  operation  has  been  completed, 
any  small  patent  varices  that  are  present  should 
now  be  treated  by  additional  sclerosing  therapy. 
If  during  the  first  postpartum  check-up  the 
patient  is  seen  with  varicosities,  she  should  be 
told  that  it  will  be  advisable  for  her  to  get 
this  condition  corrected  before  additional  preg- 
nancies occur.  Only  by  following  out  these 
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simple  suggestions  can  many  of  the  symptoms 
and  complications  which  develop  as  the  result 
of  varicose  veins  and  their  related  problems 
subsequently  be  completely  eliminated . 

Summary 

The  treatment  of  varicose  veins  and  their 


related  problems  during  and  following  preg- 
nancy has  been  discussed.  For  the  most  part, 
these  conditions  should  be  treated  as  though 
the  pregnancy  were  not  present.  Certain  in- 
dividual factors  which  apply  primarily  to  the 
pregnant  patient  have  been  mentioned. 

Medical  Arts  Building 


THE  PREVENTION  AND  MANAGEMENT  OF  CONGENITAL  SYPHILIS 
IN  NEW  YORK  CITY 

Helen  M.  Wallace,  M.D.,  Adolph  Jacoby,  M.D.,  and  Edwin  M.  Gold,  M.D., 

New  York  City 


{From  the  New  York  City  Department  of  Health ) 

'""THE  problem  of  syphilis  in  the  general  adult 
-L  population  is  showing  signs  of  yielding  to  the 
vigorous  efforts  aimed  at  it  in  the  past  ten  years. 
The  increasing  use  of  penicillin  as  a therapeutic 
agent,  the  intensified  epidemiologic  activities, 
and  the  educational  programs  of  State  and 
local  health  departments  have  resulted  in  a 
decrease  in  reported-  cases  of  infectious  (pri- 
mary or  secondary  and  early  latent)  syphilis 
(Table  I).  For  example,  in  New  York  City 
the  decline  from  1946  to  1950  was  59.8  per  cent. 

With  this  decline  in  syphilis  in  the  general 
population,  it  might  be  expected  that  there  would 
be  the  same  degree  of  reduction  in  reported  cases 
of  congenital  syphilis.  Such  is  not  the  case. 
While  there  has  been  a decline  of  59.8  per  cent 
in  the  number  of  reported  cases  of  infectious 
syphilis  in  the  general  population  in  New  York 
: City  from  1946  to  1950,  there  has  only  been  a 
decrease  of  13.3  per  cent  in  the  number  of  re- 
ported cases  of  congenital  syphilis  during  this 
i same  period  of  time  (Table  II). 

Equally  important  as  the  number  of  reported 
cases  of  congenital  syphilis  is  the  age  of  the  child 
at  which  the  condition  is  reported.  From  Table 
II  it  is  seen  that  only  approximately  20  per  cent 
of  the  cases  of  congenital  syphilis  are  reported 
in  the  child’s  first  year  of  life. 

The  problem  may  further  be  illustrated  by 
the  fact  that  in  New  York  City  some  15  per 
j cent  of  pregnant  women  (16,500  out  of  158,000 
live  births)  each  year  do  not  have  a serologic 
test  for  syphilis  recorded  on  the  birth  certificate 
during  their  pregnancy. 


TABLE  1. — Number  of  Cases  of  Infectious  (Primary 
or  Secondary  and  Early-  Latent)  Syphilis  Reported  to 
the  New  York  City  Department  of  Health,  1940-1950 


Year 

Number  of  Cases 

Year  to  Year 
Per  Cent  of  Change 

1940 

6,905 

1941 

7,677 

+ 11.2 

1942 

8,688 

+ 13.2 

1943 

9 , 803 

+ 11.3 

1944 

10,463 

+ 6.7 

1945 

11,326 

+ 8 2 

1946 

13,401 

+ 18  3 

1947 

11,619 

-13.3 

1948 

9,891 

-14.9 

1949 

6,697 

-32.3 

1950 

5,385 

-19.6 

TABLE  II  — 

-Reporting  of  Congenital  Syphilis  in  New 
York  City 

Year 

All 

Ages 

Under 

One 

Year 

Per  Cent 
Reported 
Under  One 
Year 

One  to 
Fourteen 
Years 

Per  Cent 
Reported 
One  to 
Fourteen 
Years 

1941 

966 

125 

13 

239 

25 

1942 

944 

144 

15 

217 

23 

1943 

651 

120 

18 

147 

23 

1944 

572 

116 

20 

137 

24 

1945 

583 

139 

24 

137 

23 

1946 

558 

123 

22 

114 

20 

1947 

566 

116 

20 

1 14 

20 

1948 

645 

115 

18 

119 

18 

1949 

533 

72 

14 

110 

21 

1950 

434 

85 

18 

106 

22 

These  facts  may  be  summarized  as  follows: 

(1)  Not  all  known  steps  are  being  taken  to 
prevent  the  occurrence  of  congenital  syphilis; 

(2)  not  all  known  steps  are  being  taken  for  early 
case-finding  and  hence  early  treatment  of  con- 
genital syphilis.  Certain  procedures,  it  is  be- 
lieved, would  assist  in  reaching  these  goals: 
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1.  The  seeking  and  provision  of  good  ante- 
partum care  for  all  pregnant  women,  begun 
early  in  pregnancy  and  continued  throughout 
pregnancy. 

2.  At  least  two  blood  tests  for  syphilis  made 
as  a routine  part  of  every  woman’s  antepartum 
care — one  early  in  pregancy,  the  other  late  in 
the  third  trimester  or  at  the  time  of  delivery. 
One  blood  test  during  pregnane}1-  has  been  re- 
quired by  State  law  in  New  York  since  1938. 
Hey  man  and  McCain  recently  reported  that 
about  one  fourth  of  the  77  women  who  delivered 
syphilitic  infants  in  their  series  had  positive 
serologic  tests  by  the  time  of  delivery  or  one 
to  two  weeks  postpartum,  although  the  tests 
had  been  negative  earlier.1  Adequate  treatment 
of  the  syphilitic  pregnant  woman  will  insure 
a healthy  nonsyphilitic  baby  in  about  97  per- 
cent of  the  cases. 

3.  If  the  pregnant  woman  has  had  no  ante- 
partum care  and  has  not  been  tested  before,  she 
should  be  tested  immediately  on  admission  to  the 
hospital  for  labor  and  delivery  and  be  treated 
immediately  if  positive. 

4.  The  pregnant  woman  with  untreated  syphilis 
should  be  considered  a medical  emergency  and 
immediate  treatment  be  instituted. 

5.  All  babies  born  of  untreated  or  inade- 
quately treated  syphilitic  mothers  should  have  a 
serologic  test  for  syphilis  immediately  after 
birth.  A positive  test  of  the  infant’s  blood 
at  this  time  may  not  indicate  the  presence  of 


syphilis,  and  a negative  test  may  not  indicate 
the  absence  of  syphilis.  The  child  should  be 
examined  and  serologic  tests  for  syphilis  taken 
at  monthly  intervals  for  four  months.  If  signs 
of  syphilis  do  not  appear  within  the  first  four 
months  and  if  the  serologic  test  is  negative 
at  that  time,  it  is  extremely  unlikely  that  evi- 
dence of  congenital  syphilis  will  appear  later. 

Treatment 

For  those  children  under  two  years  of  age 
in  whom  treatment  of  syphilis  is  indicated,  the 
recommended  treatment  schedules  are  a total 
of  300,000  units  of  penicillin  G per  Kg.  of  body  j 
weight  given  in  divided  doses  daily  or  every 
other  day.  For  older  children,  the  treatment  I 
schedule  is  the  same  as  for  adults. 

Conclusion 

With  improvement  in  general  antepartum 
care  it  should  be  possible  to  eradicate  congenital 
syphilis.  The  fact  that  over  99  per  cent  of 
all  babies  in  New  York  City  are  delivered  in  ! 
hospitals  should  make  it  easy  for  physicians 
and  hospitals  to  do  early  case-finding  of  congenital 
syphilis.  Appropriate  therapy  should  be  given 
as  soon  as  the  case  is  found. 
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BRITISH  MEDICAL  PLAN  SLIDING  DOWN-HILL 


The  once-famous  and  highly  tooted  British  health 
plan  is  running  into  more  trouble.  Newspapers  re- 
ported recently  that  Churchill’s  government  has  in- 
troduced legislation  to  cut  the  cost  of  Britain’s 
socialized  medicine  scheme  by  21  million  pounds  or 
$58,800,000  a year.  The  cut  is  being  accomplished 
by  sharply  modifying  the  “free”  provisions  of  the 
service.  Under  new  provisions  patients  will  have 
to  pay. 

The  bill  seeks  to  impose  a charge  of  one  pound 
($2.80)  for  a course  of  dental  treatment.  A shilling 
(14  cents)  charge  will  be  imposed  for  drugs  supplied 


through  hospital  outpatient  departments.  Before 
going  out  of  office  last  fall,  the  Labor  part}', 
which  gave  birth  to  the  socialized  medicine  scheme, 
made  the  first  big  modification  in  the  plan.  The 
Laborites  required  patients  to  assume  half  the  cost 
of  false  teeth  and  spectacles.  Now  patients  also 
will  have  to  pay  half  the  cost  of  such  items  as  wigs, 
hearing  aids,  surgical  boots,  and  elastic  stockings  if 
the  bill  goes  through.  And  the  Conservatives,  with 
a majority  of  14,  are  expected  to  push  it  through. — 
Secretary’s  Letter,  American  Medical  Association, 
February  18,  1952 


CORNELL  CONFERENCES  ON  THERAPY 


Departments  of  Pharmacology  and  Medicine,  Cornell  University 
Medical  College  and  New  York  Hospital 

i 

These  are  the  stenographic  reports,  which  have  been  edited,  of  conferences  by  the 
members  of  the  Department  of  Pharmacology  and  Medicine  of  Cornell  University 
Medical  College  and  New  York  Hospital,  with  collaboration  of  other  departments  and 
institutions.  The  questions  and  discussion  involve  participation  by  members  of  the 
staff  of  the  college  and  hospital,  students,  and  visitors.  A selected  group  of  these  con- 
ferences is  published  in  an  annual  volume,  Cornell  Conferences  on  Therapy,  by  the 
Macmillan  Company. 


Addiction  as  a Complication  of  the  Therapeutic  Use  of  Drugs 


Dr.  McKeen  Cattell:  The  therapeutic  use 
of  almost  every  drug  is  complicated  by  a certain 
incidence  of  side-reactions.  In  the  case  of  the 
analgesics  the  problem  of  addiction  is  perhaps  the 
most  important  one.  This  has  been  generally 
recognized  in  the  use  of  morphine  but  may  not  be 
so  well  known  in  relation  to  some  of  the  newer 
analgesics  such  as  methadon  and  meperidine. 
Furthermore,  the  problem  in  relation  to  the  bar- 
biturates has  become  of  increasing  importance. 

During  this  conference  the  subject  will  be  dis- 
cussed under  the  general  heading  of  “Addiction  as 
a Complication  of  the  Therapeutic  Use  of  Drugs,” 
with  Dr.  Modell  opening  the  discussion. 

Dr.  Walter  Modell:  The  classical  and  so- 
called  pharmacologic  definition  of  addiction  has 
three  facets — tolerance,  physical  dependence,  and 
psychologic  dependence  or  habituation.  Accord- 
ing to  this  fairly  rigid  definition,  all  three  must 
be  present  to  constitute  addiction.  There  has 
been  an  attempt  to  liberalize  the  concept  of  addic- 
tion and  to  study  the  problem  from  a broader 
point  of  view.  The  Drug  Addiction  Committee 
of  the  National  Research  Council  has  come  to 
this  formulation:  “Addiction  is  a state  of  periodic 
or  chronic  intoxication,  detrimental  to  the  individ- 
ual and  to  society,  produced  by  repeated  admin- 
istration of  a drug.  Its  characteristics  are  a 
compulsion  to  continue  taking  the  drug  and  to  in- 
crease the  dose  with  the  development  of  psychic 
and  sometimes  physical  dependence  on  the  drug’s 
effects.  Finally,  the  development  of  means  to 
continue  the  administration  of  the  drug  becomes 
an  important  motive  in  the  addict’s  existence.” 
You  will  note  that  while  psychologic  dependence 
is  required,  physical  dependence  is  not. 

I believe  there  is  adequate  reason  for  stressing 
the  matter  of  psychic  dependence  on  a drug  as  the 


central  and  most  important  problem  in  addiction. 
By  that  I don’t  mean  to  say  that  physical  depend- 
ence and  tolerance  are  not  also  usually  present, 
but  these  are  not  nearly  so  important  as  psychic 
dependence  in  leading  to  and  in  maintaining 
addiction,  and  in  making  the  cure  of  addiction  so 
difficult.  It  is,  for  example,  a fact  that  the  mor- 
phinist may  take  as  much  as  ten  times  as  much 
morphine  as  is  necessary  for  the  prevention  of 
withdrawal  symptoms.  That  is  to  say,  the  dose 
of  morphine  he  chooses  to  take  is  far  in  excess  of 
his  physical  needs.  He  takes  his  large  dose  be- 
cause of  his  psychic  dependence,  to  produce  the 
psychologic  effects  of  the  drug  rather  than  merely 
to  satisfy  physical  dependence  and  to  prevent 
withdrawal  symptoms.  It  is  also  a fact  that 
although  it  is  a fairly  tiresome  process,  it  is  not 
very  difficult  to  cure  physical  dependence.  But 
it  is  an  outstanding  fact  as  well  that  many  have 
been  cured  of  physical  dependence  a dozen  or  so 
times  but  always  return  to  using  drugs.  Treat- 
ment fails  because  it  is  directed  against  physical 
dependence,  whereas  it  is  the  psychologic  depend- 
ence that  also  needs  treatment  and  is  so  difficult 
to  alleviate.  From  the  point  of  view  of  curing 
addiction,  the  real  social  problem  lies  in  the 
psychic  and  not  in  the  physical  dependence. 

What  leads  to  addiction?  It  has  been  stated 
that  two  things  are  necessary.  The  first  is  re- 
peated and  prolonged  contact  with  an  addicting 
drug  and  the  other  is  a personality  defect.  Now 
surely  this  is  a fairly  common  combination  these 
days,  the  personality  defect  and  the  addictive 
drug.  Yet  the  incidence  of  accidental  addiction 
by  the  therapeutic  use  of  narcotics  is  relatively 
rare.  Wickler  has  stated  categorically  that  he 
has  never  seen  a case  of  accidental  addiction  pro- 
duced by  the  therapeutic  use  of  narcotics  in  nor- 
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mal  individuals.  This  does  not  include  cases  in 
which  narcotics  are  given  for  prolonged  periods, 
as  in  incurable  carcinoma  with  intractable  pain. 
Others  have  reported  that  from  2 to  5 per  cent  of 
addictions  are  the  results  of  therapeutic  accidents. 
In  any  event,  it  is  quite  clear  that  most  cases  of 
narcotic  addiction  do  not  come  from  the  thera- 
peutic use  of  drugs.  There  are  relatively  little  data 
on  barbiturates,  chloral  hydrate,  and  paralde- 
hyde, which  most  physicians  do  not  use  with  the 
same  care  as  morphine,  codeine,  and  related 
drugs.  Addiction  to  the  barbiturates  may  in- 
deed turn  out  to  be  a much  more  serious  problem 
than  we  suspect. 

My  own  explanation  for  the  relative  infre- 
quency of  accidental  therapeutic  addiction  is  that 
the  unstable  personality  who  is  likely  to  take 
to  drugs  for  purposes  of  escape,  has,  to  a large  ex- 
tent, joined  the  ranks  of  the  alcoholics  or  the  drug 
addicts  before  his  doctor  can  lead  him  to  it.  In 
addition,  the  doctor  has  two  automatic  safe- 
guards. One  is  that  addiction  requires  repeated 
administration  for  a prolonged  period  of  time. 
In  painful  experiences  such  as  coronary  throm- 
bosis, postoperative  pains,  renal  colic,  in  all  of 
which  morphine  is  used  rather  freely,  the  pain  is 
relatively  short-lived,  and  the  morphine  is  used 
only  for  a short  period  of  time.  In  a normal  per- 
son who  has  not  been  previously  addicted  it  us- 
ually takes  about  three  weeks  to  produce  signs  of 
psychologic  addiction.  Therefore,  the  short 
duration  of  pain  is,  in  most  instances,  one  of 
the  automatic  safeguards  which  prevents  addic- 
tion from  the  therapeutic  use  of  drugs.  The 
other  safeguard  is  the  size  of  the  dose.  Most 
addicts,  when  left  to  their  own  devices,  quickly 
raise  the  dose  to  get  beyond  their  developed  tol- 
erance, in  order  always  to  achieve  pleasurable  re- 
sults. The  physician  does  not  raise  the  dose  in 
such  progression,  and  so  his  use  of  drugs  does  not 
always  induce  euphoria.  I think  it  is  because  of 
this,  too,  that  serious  addiction  does  not  com- 
monly result.  Even  the  physician  who  is  rather 
slow  to  react  is  likely  to  sense  that  something  is 
wrong  when  his  patient  demands  two,  or  three,  or 
five  times  the  original  dose  of  a drug. 

What  makes  a drug  addicting?  There  is  a 
statement  by  Kolb  that  “in  a broad  sense,  any 
drug  which  is  regularly  taken  to  produce  unusual 
mental  reactions  rather  than  for  a specific  medi- 
cal need  is  an  addicting  drug.”  The  unusual 
reactions  sought  from  these  drugs  are  in  the  main 
pleasurable,  although  in  some  cases  depression  of 
perception  and  of  the  acuity  of  mental  processes 
is  sought.  Such  depression  enables  the  addict  to 
escape  from  his  innate  difficulties  and  the  dis- 
agreeable features  of  the  environment. 

Why  are  the  drugs  which  produce  analgesia 
also  the  ones  which  so  frequently  induce  addic- 


tion? The  answer  to  that,  I think,  comes  if  we 
probe  into  the  mechanism  of  the  relief  of  pain. 
I think  it  fair  to  say  that,  in  a great  many  in- 
stances, some,  if  not  the  greater  part,  of  the  effect 
of  analgesic  drugs  comes  from  their  action  on 
mood  and  on  the  reaction  of  the  patient  to  pain, 
rather  than  entirely  from  a simple  and  direct 
action  on  the  threshold  of  sensory  appreciation. 
Consider  the  effect  of  morphine  in  the  treatment 
of  the  pain  of  acute  coronary  thrombosis.  It  is 
exceedingly  difficult  to  obliterate  this  pain  com- 
pletely with  morphine.  Nevertheless,  a 15-mg. 
dose  of  morphine  given  to  a patient  with  an  acute 
coronary  infarct  may  change  his  attitude  toward 
the  pain  and  may  relieve  his  anxiety  to  such  a de- 
gree that  he  no  longer  minds  the  pain  even 
though  he  knows  it  is  still  present.  As  a mat- 
ter of  fact,  some  of  the  difficulties  we  encounter  in 
attempts  to  relieve  such  pain  arise  because  the 
physician  tries  to  erase  the  pain  completely,  in- 
stead of  being  satisfied  with  a patient  who  is  wil- 
ling to  tolerate  the  pain.  The  fact  is  that  mor- 
phine is  uniquely  useful  in  the  treatment  of  coro- 
nary thrombosis,  not  because  it  relieves  the  pain 
entirely  but  because  it  makes  the  patient  more 
willing  to  accept  his  pain.  I think  it  is  because  of 
this  that  morphine  is  still  an  irreplaceable  drug. 

We  have  been  offered  over  the  years  a long 
series  of  drugs  supposed  to  be  morphine  substi- 
tutes. They  were  reputed  to  have  an  action  on 
pain  that  was  comparable  to  that  of  morphine 
but  yet  were  nonaddictive.  None  has  displaced 
morphine.  Either  they  have  not  relieved  pain,  or 
they  have  proved  to  be  as  addicting  as  morphine 
itself.  I believe  it  is  safe  to  predict  that  any  drug 
which  replaces  morphine  will  probably  be  just  as 
dangerous  an  addicting  drug  as  morphine.  It  is 
not  possible  to  deprive  morphine  of  its  euphoria 
and  still  have  a drug  that  is  as  valuable  for  the 
treatment  of  severe  pain.  I emphasize  the  point 
that  the  ability  to  induce  euphoria,  which  is 
closely  bound  to  its  addictive  potential,  is  an  out- 
standing therapeutic  virtue  of  morphine. 

What  can  be  done  to  prevent  addiction  from 
the  therapeutic  use  of  drugs?  The  recognition  of 
the  personality  type  which  is  susceptible  to  addic- 
tion is,  obviously,  very  important.  It  is  also 
very  hard  to  do,  but  if  the  history  indicates  alco- 
holism or  previous  addiction  to  a drug,  it  should 
alert  the  doctor  to  the  danger  of  addiction  to  all 
analgesic  drugs.  The  physician  must  be  quick  to 
recognize  the  development  of  tolerance  to  drugs 
he  prescribes.  As  soon  as  the  dose  of  an  anal- 
gesic drug  has  to  be  increased,  one  should  suspect 
that  tolerance  is  developing,  and  possibly  physi- 
cal and  psychologic  dependence  as  well.  One 
should  be  especially  careful  in  the  treatment  of 
diseases  that  are  going  to  require  drugs  over  a 
long  period  of  time.  I am  thinking  especially  of 
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the  use  of  morphine  or  morphine  derivatives  in 
the  treatment  of  chronic  cough  or  diarrhea  or  for 
the  pain  of  rheumatism,  arthritis,  or  other  chronic 
conditions.  Barbiturates  are  sometimes  used 
regularly  over  long  periods  of  time  in  the  treat- 
ment of  hypertension  and  insomnia,  and  here 
too,  the  danger  of  addiction  is  real. 

I should  like  to  consider  briefly  some  individual 
drugs  and  their  likelihood  of  producing  addic- 
tion by  therapeutic  usage.  Certainly,  there  are 
many  compounds  which  cannot  be  involved  in 
this  connection.  Heroin  is  no  longer  available 
■ legally  and  can  have  no  therapeutic  usage. 

! Cannabis,  or  marihuana,  has  no  place  in  medical 
practice  either.  Cocaine  is  used  but  little  and 
then  only  as  a local  anesthetic,  so  that  it  cannot 
lead  to  therapeutic  addiction.  Papaverine,  al- 
though of  course  an  opium  derivative,  is  quite 
j different  from  morphine  and  is  nonadclictive. 
Finally,  in  the  case  of  alcohol,  I think  that  most 
people  have  had  experience  with  this  drug  before 
any  doctor  prescribes  it,  so  that  the  physician  is 
not  likely  to  be  the  cause  of  alcohol  addiction. 

Now  for  the  morphine  series.  Dilaudid  and 
Dionin  are  chemical  derivatives  of  morphine,  and 
I don’t  think  they  differ  greatly  from  morphine  in 
addictive  potential.  Pantopon  derives  almost  all 
its  action  from  its  morphine  content  and,  to  all  in- 
tents, is  the  same  as  morphine.  There  are  a num- 
ber of  instances  of  primary  addiction  to  codeine, 
but  it  must  also  be  remembered  that  patients  who 
become  addicted  to  codeine  often  turn  to  mor- 
. phine  after  they  have  exhausted  the  possibilities 
of  the  first  drug.  The  data  available  list  many  of 
these  patients  not  as  codeine  addicts  but  as  mor- 
phine addicts,  since  that  is  their  condition  when 
admitted  for  treatment.  There  are  no  good  fig- 
ures of  primary  codeine  addiction. 

Demerol  or  meperidine  was  introduced  not  so 
long  ago  as  a morphine  substitute,  supposedly 
t without  addictive  potential.  The  fact  is  that 
!>  there  are  now  a considerable  number  of  demerol 
addicts  and  that  demerol  has  all  the  addictive 
I properties  that  make  it  a serious  social  and  medi- 
i cal  problem.  There  is  also  the  fact  that  demerol 
appears  to  have  deleterious  effects  on  the  central 
nervous  system,  something  not  outstanding  in  the 
I case  of  morphine.  Toxic  psychoses,  convul- 
sions, and  tremors  have  been  reported  from  the 
use  of  demerol,  and  there  is  the  possibility  that 
| as  an  addicting  agent  it  is  physically  more  dan- 
gerous than  morphine. 

Methadon  and  others  of  that  series  of  synthetic 
j drugs  were  also  introduced  as  drugs  less  likely  to 
1 addict  than  morphine.  Methadon  produces  a 
high  degree  of  euphoria,  but  withdrawal  symp- 
toms seem  to  be  less  severe  than  those  of  mor- 
phine. That,  of  course,  bears  no  relationship  to 
psychic  dependence,  which  is  the  chief  problem  in 


addiction.  Methadon  addiction  does  occur, 
and  while  its  position  of  importance  as  an  addict- 
ing drug  is  not  yet  known,  it  is  clear  that  methadon 
addiction  is  increasing.  I would  like  to  repeat  that, 
in  my  opinion,  the  development  of  an  adequate 
nonaddicting  substitute  for  morphine  is  unlikely, 
that  any  drug  with  equal  analgesic  properties  will 
undoubtedly  be  just  as  addictive. 

It  is  not  generally  appreciated  that  the  seda- 
tive and  hypnotic  drugs  also  represent  addiction 
problems.  There  are  reports  of  addiction  to 
chloral  hydrate,  paraldehyde,  and  almost  all 
other  such  agents.  The  chief  problem,  however, 
is  concerned  with  barbiturates,  if  only  because 
they  are  used  so  freely. 

The  administration  of  barbiturates  for  long 
periods  of  time  is  a widespread  medical  practice, 
and  undoubtedly  addiction  may  follow.  We  are 
only  beginning  to  appreciate  the  scope  of  the  prob- 
lem, and  there  is  no  precise  information  avail- 
able. Some  studies  indicate  there  are  more  ad- 
dicts to  barbiturates  than  to  morphine,  and  it  is 
evident  that  barbiturate  addiction  is  increasing 
every  year. 

In  the  past,  it  was  considered  that  sedative 
drugs  did  not  produce  true  addiction.  There  is 
enough  information  now  available  to  show  this 
hypothesis  to  be  untrue.  By  any  definition,  the 
barbiturates  are  addicting,  with  psychic  phenom- 
ena, tolerance,  deterioration  of  the  addict,  and 
withdrawal  symptoms.  The  latter  may  be  of 
many  forms.  Convulsions  are  outstanding,  but 
often  the  picture  closely  resembles  delirium  tre- 
mens. In  other  cases,  withdrawal  of  the  drug 
leads  to  yawning,  nausea,  restlessness,  irrita- 
bility, and  so  on,  just  as  does  withdrawal  of  mor- 
phine from  a narcotic  addict. 

Many  physicians,  aware  only  of  the  sedative 
actions  of  barbiturates,  cannot  appreciate  that 
the  drugs  also  may  produce  a marked  stimulation 
much  desired  by  the  addict.  In  many  ways  bar- 
biturates act  like  alcohol.  In  fact,  these  two 
drugs  may  have  synergistic  effects.  Many  indi- 
viduals develop  a “talking  jag”  or  other  evidence 
of  escape  from  inhibitions,  particularly  after  tak- 
ing one  of  the  short-acting  barbiturates.  In  still 
other  cases  the  barbiturates  may  produce  violent 
excitement,  mania,  or  delirium.  Naturally,  most 
people  don’t  manifest  these  reactions,  but  then 
most  people  don’t  become  addicts.  Then  too, 
the  response  to  barbiturates,  again  like  alcohol,  is 
in  part  dependent  upon  circumstances.  A sense 
of  relaxation  and  release  from  tension  which 
might  lead  to  sleep  might  also,  under  different 
conditions,  lead  to  a debauch. 

The  salicylates  are  the  only  group  of  analgesics 
for  which  I have  not  been  able  to  find  reports  of 
addiction,  but  I should  be  very  much  surprised 
if  there  were  not  such  addictions.  On  the  other 
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hand,  I doubt  whether  aspirin  addiction  can  be  a 
serious  problem. 

Dk.  Cattell  : Mention  has  been  made  of  a per- 
sonality defect  in  drug  addicts.  Could  we  hear 
from  a member  of  the  department  of  psychiatry? 

Dr.  Mary  J.  Sherfey:  I must  admit  at  once 
that  psychiatry’s  knowledge  of,  and  experience 
with,  the  addiction  problem  is  meager.  Even 
today  the  problem  is  largely  in  the  hands  of  the 
legal  profession.  Modern  psychiatric  studies  are 
all  too  few,  and  many  pertinent  questions  cannot 
be  answered. 

We  have  been  interested  in  the  personality 
structure  of  addicts,  and  this  problem  has  led  us 
into  the  realm  of  speculation,  not  of  established 
fact.  With  the  exception  of  cases  with  intrac- 
table pain,  we  have  never  seen  a therapeutic 
addict  who  had  a previously  normal  personality 
structure.  But  the  nature  of  the  abnormality 
varies  in  each  case.  If  the  many  reports  of  legal 
and  lay  writers  are  correct,  there  are  common  per- 
sonality traits  in  criminal  drug  addicts.  But  if 
irresponsibility,  inadequacy,  rebellion  against 
authority,  and  gross  immaturity  are  common 
findings  in  criminal  addicts,  the}'  are  not  usually 
found  in  therapeutic  addicts.  As  yet  we  have 
delineated  no  common  features  in  cases  of 
therapeutic  addiction  except  the  universal  in- 
ability to  tolerate  physical  or  psychic  pain. 
Neither  have  we  found  any  specific  features  of  the 
various  addictive  drugs;  the  similarities  of  all 
forms  of  drug  addictions  show  them  to  be  only 
ramifications  of  the  same  problem.  Obviously 
this  is  no  answer  to  the  question.  I cannot  tell 
you  any  characteristic  of  patients  which  would 
portend  possible  development  of  addiction  except 
a history  of  previous  drug  dependency.  With 
each  patient  one  must  consider  two  questions: 
What  unpleasant  physical  or  psychologic  prob- 
lems does  the  patient  experience  which  may  be 
relieved  by  drugs?  Are  there  any  personality 
handicaps  present  which  make  the  patient  unable 
to  cope  with  these  situations  without  the  use  of 
drugs? 

I would  like  also  to  mention  some  facts  of 
history  pertinent  to  the  development  of  addicts 
by  the  medical  profession.  The  story  of  the 
addiction  problem  writes  a sorry  chapter  in  the 
history  of  our  profession.  If  there  are  few  thera- 
peutic narcotic  addicts  today,  it  is  certainly  not 
attributable  to  physicians. 

Prior  to  the  nineteenth  century,  opium  com- 
pounds had  been  used  medicinally  for  practically 
every  human  disorder.  Although  there  are  few 
references  to  habit  formation  in  the  early  litera- 
ture, development  and  recognition  of  addiction 
were  alike  hindered  by  the  use  of  crude  extracts 
of  opium  by  oral  administration  only,  the  custom 
of  dissolving  morphine  in  alcohol  so  that  mixed 


addictions  were  the  rule,  and  the  inability  to  dis- 
tinguish between  symptoms  of  the  disease  and  of 
the  addiction.  All  this  suddenly  changed  with 
the  isolation  of  morphine  and  the  invention  of  the 
hypodermic  syringe.  By  1850,  morphine  addic- 
tion was  widespread  in  Europe.  With  our  Civil 
War,  when  morphine  injections  were  first  used 
on  a wide  scale  to  relieve  pain,  morphinism  soon 
was  rampant  in  the  United  States.  Addiction 
was  almost  entirely  induced  by  physicians,  who 
considered  morphine  the  “wonder  drug”  of  the  day 
and  who  commonly  left  syringe  and  drug  with  the 
patient,  or  by  the  druggists  and  patent  medicine 
concerns,  who  included  opium  derivatives  in  thou- 
sands of  panaceas.  Apropos  of  the  recent  claims 
that  demerol  is  a nonhabit-forming  substitute  for 
morphine,  it  is  interesting  that  in  1898  heroin  was 
widely  heralded  and  used  by  the  medical  profes- 
sion as  a nonaddictive  morphine  substitute! 

By  1914,  there  was  an  estimated  one  or  two 
million  therapeutic,  not  criminal,  addicts  in  this 
country.  It  was  only  when  legal  measures  were 
brought  into  play,  when  the  Harrison  Act  was 
passed,  that  addiction  began  to  diminish.  The 
incidence  of  addiction  has  paralleled  the  avail- 
ability of  drugs.  With  enactment  of  the  narcotic 
laws,  addicts  turned  to  alcohol  and  later  barbi- 
turates. We  have  few  therapeutic  narcotic 
addicts  today  simply  because  people  who  first 
experience  morphine  at  our  hands  cannot  leave 
the  sick  bed  and  purchase  more  at  a drugstore. 
The  strict  enforcement  of  the  narcotic  laws  is  a 
potent  deterrent  to  physician  and  patient  alike. 
The  increasing  menace  of  the  barbiturates  re- 
flects the  easy  availability  of  these  substances  from 
doctors. 

Dr.  Cattell  : Is  there  anyone  here  prepared  to 
say  something  about  practical  experiences  in  the 
use  of  drugs  in  relation  to  the  problem  of  addiction? 
I think  we  would  all  like  to  know  how  important 
the  problem  is  from  a practical  standpoint. 

Dr.  George  G.  Reader:  The  problem  of  addic- 
tion is  prominent  in  an  outpatient  department 
and  in  office  practice.  In  an  inpatient  service, 
arrangements  are  usually  made  for  withdrawal 
of  a frequently  given  analgesic  before  the  patient 
is  discharged.  Long  continuance  of  possibly 
habit-forming  drugs  may  be  more  frequent  in  a 
practice  among  the  ambulant  sick. 

There  are  certain  general  precautions  that 
should  be  taken  in  this  regard.  As  Dr.  Modell 
mentioned,  even  occasional  use  of  addictive  drugs 
such  as  morphine  may  represent  a danger  in  some 
conditions.  An  example  would  be  the  lightning 
pain  of  tabes  dorsalis.  It  would  almost  consti- 
tute malpractice  to  give  such  a patient  morphine, 
because  his  relief  would  be  such  that  he  would  seek 
morphine  with  each  return  of  pain  and  could 
easily  become  addicted.  Probably  many  addicts 
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have  also  resulted  from  the  use  of  codeine  for 
these  pains. 

Another  precaution  relates  to  the  number  of 
capsules  or  pills  of  an  analgesic  agent  which  are 
prescribed  at  one  time.  Of  course  it  is  important 
not  to  prescribe  an  amount  sufficient  to  cause 
death  if  taken  at  one  time.  In  the  case  of 
sodium  pentobarbital,  prescribed  in  a 0.1-Gm. 
capsules,  not  more  than  ten  capsules  should  be 
given  the  patient  to  take  home.  If  a patient 
requires,  morphine  for  pain  and  he  is  taking  it  at 
home,  the  prescription  should  be  written  for  not 
more  than  two  or  three  tablets,  so  that  if  the 
pain  continues,  there  will  be  no  risk  of  taking  mor- 
phine to  the  point  of  addiction.  Exceptions  may 
be  cited  as  in  the  epileptic  patient  who  requires 
phenobarbital.  It  is  reasonable  that  he  should 
be  given  enough  to  last  a month  to  avoid  the 
necessity  of  returning  every  week  or  so. 

Incidentally,  alcohol  deserves  consideration  as 
an  analgesic.  We  have  used  it  on  occasion  with 
good  control  of  pain. 

Dr.  Modell:  Is  alcohol  preferable  to  mor- 
phine? 

Dr.  Reader:  It  seems  to  be  more  successful 
than  morphine  for  milder  types  of  pain.  At  least 
it  is  so  reported  by  those  who  have  used  both. 
Morphine  is  likely  to  result  in  the  patient  going 
deeper  and  deeper  into  unconsciousness. 

Student:  At  the  Memorial  Hospital  they  have 
given  intravenous  infusions  of  alcohol  not  only  for 
analgesic  effects  but  also  for  the  caloric  content. 

Dr.  Modell:  Dr.  Reader,  you  said  that  you 
find  addiction  is  a problem  in  the  outpatient 
department.  Have  there  been  actual  cases? 

Dr.  Reader:  Most  of  the  cases  I have  seen 
were  patients  with  tabes  dorsalis  and  lightning 
pains.  They  have  perhaps  more  reason  to  become 
addicted  than  any  other  group.  They  may  be 
less  emotionally  stable  and  in  addition  have  fre- 
quently recurrent,  extremely  severe  pain  which 
is  difficult  to  control  by  any  measures. 

Dr.  Modell:  Have  you  seen  addiction  to  the 
barbiturates? 

Dr.  Reader  : I have  seen  one  or  two  barbiturate 
addicts  in  the  outpatient  department.  As  always 
they  were  highly  unstable  people.  It  is  a question 
whether  the  physician  was  in  error  in  giving- 
barbiturates  in  the  first  place,  or  whether  it  was 
the  result  of  the  patient  being  seen  by  too  many 
physicians,  each  of  whom  would  give  them  a 
refill  because  it  was  the  easiest  thing  to  do. 

Mr.  Norman  N.  Baker:  I would  like  to 
stress  Dr.  Reader’s  caution  about  the  numbers  of 
doses  to  be  prescribed  at  one  time.  There  have 
been  occasions  when  as  many  as  600  VVgrain 
phenobarbital  tablets  or  100  1 Wgrain  pento- 
barbital capsules  have  been  ordered  on  one  pre- 
scription. Such  orders  are  a cause  for  concern. 


Dr.  Cattell:  Is  that  not  illegal  under  the 
present  city  regulations? 

Mr.  Baker  : I don’t  believe  there  is  any  regula- 
tion that  covers  the  exact  quantity. 

Dr.  Sherfey:  I must  agree  that  we  are  not 
faultless  in  our  use  of  barbiturates  here.  Hardly 
a week  goes  by  but  one  or  more  clinic  patients 
are  referred  to  psychiatry  with  a marked  depend- 
ence on  sedatives.  In  most  cases  development  of 
the  dependence  was  at  least  fostered  by  the 
liberal  use  of  the  drug  in  this  hospital.  Many 
patients  obtained  supplies  elsewhere,  in  addition 
to  what  they  were  given  here. 

Dr.  Janet  Travell:  Dr.  Modell,  in  defining 
addiction,  said  he  would  put  psychic  dependence 
as  the  main  factor.  I would  like  to  ask  him 
whether  psychic  dependence  without  physical 
dependence  constitutes  addiction?  For  instance, 
I had  a patient  recently  with  a longstanding  pain 
problem  due  to  nonunion  of  a fracture.  He  devel- 
oped complete  psychologic  dependence  on  a 
sterile  hypo.  In  the  beginning  he  was  getting  it 
three  to  four  times  in  twenty-four  hours,  but  he 
eventually  wanted  it  every  hour.  In  a sense, 
he  became  addicted  to  a saline  injection,  and  we 
had  considerable  difficulty  in  weaning  him  from 
it.  Now  is  that  addiction? 

Dr.  Modell:  There  have  been  cases  of  so- 
called  “addiction”  to  placebos  and  to  vitamins 
and  to  all  sorts  of  things  which  have  become  a 
motive  in  the  patient’s  life.  But  the  definition 
of  addiction  by  the  National  Research  Council 
includes  chronic  intoxication  and  that  excludes 
the  placebos. 

Dr.  Travell:  Does  production  of  chronic" 
intoxication  also  imply  physical  withdrawal 
symptoms  when  the  drug  is  discontinued? 

Dr.  Modell:  It  is  not  necessary,  according  to 
the  definition,  that  there  be  physical  withdrawal 
symptoms,  but  in  most  instances  they  are  present. 
For  example,  methadon,  in  which  the  physical 
withdrawal  symptoms  are  rather  mild  as  compared 
with  those  of  morphine,  is  still  as  liable  to  cause 
addiction  as  morphine.  The  addictive  potential 
parallels  the  ability  to  produce  pleasurable  mental 
reactions,  euphoria,  rather  than  the  tendency  to 
physical  dependence.  In  attempting  to  evaluate 
the  addictive  potential  of  drugs,  usually  animal 
experiments  are  performed  in  which  drugs  are 
compared  in  terms  of  their  effect  in  producing 
physical  dependence.  That  is  why  there  have 
been  so  many  errors  in  supposing  that  new  drugs 
were  not  addictive.  To  determine  the  addictive 
potential  of  a drug,  it  is  necessary  to  use  the 
human  subject  as  the  experimental  animal. 

Dr.  Travell:  You  cannot  measure  euphoria 
in  animals? 

Dr.  Modell:  No.  The  best  subject  to  test 
addictive  potential  is  the  former  addict. 
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Dr.  Cattell:  While  the  matter  of  definition 
may  not  be  too  important,  it  is  desirable  that  we 
speak  from  common  ground.  You  laid  a great 
deal  of  emphasis  on  so-called  psychic  dependence, 
which  seems  to  me  an  unsatisfactory  definition 
because  this  occurs  under  so  many  circumstances. 

I question  whether  any  drug  which  does  not  give 
withdrawal  symptoms  should  be  classified  as 
addictive.  I have  in  mind  certain  drugs,  and  one 
of  them  is  marihuana.  I think  it  results  in 
psychologic  dependence  but  does  not  produce 
withdrawal  symptoms.  To  my  mind,  that  is  not 
an  addicting  drug. 

Dr.  Modell:  In  reviewing  these  drugs,  I have 
not  been  able  to  think  of  one  which  has  an  impor- 
tant addiction  property  which  does  not  also  pro- 
duce a certain  degree  of  physical  dependence. 
But  the  reason  I laid  stress  on  the  psychologic 
features  was  that  it  seemed  to  me  the  core  of  the 
problem  lay  in  the  psychologic  factors  and  also 
that  the  more  dangerous  drugs  were  those  that 
produced  the  highest  degree  of  euphoria  and 
psychologic  dependence,  not  necessarily  the 
greatest  degree  of  physical  dependence.  The 
example  I gave  of  methadon  and  morphine  is  an 
instance. 

Dr.  Cattell:  I think  the  definition  is  a matter 
of  difficulty  and  does  not  have  a great  deal  of 
meaning  because  you  can  think  of  other  drugs 
which  produce  withdrawal  symptoms,  which  per- 
haps would  not  be  classified  as  addicting  drugs. 
I am  thinking  of  caffeine  as  an  example.  Cer- 
tainly, many  people  take  caffeine-containing 
drinks  regularly  to  obtain  stimulation  and  may 
become  habituated.  Withdrawal  of  caffeine  in 
these  individuals  has  been  shown  to  lead  to  head- 
ache and  other  symptoms.  I think  these  were 
true  withdrawal  effects.  Yet  no  one  considers 
caffeine  as  an  addicting  drug. 

Dr.  Modell:  By  the  definition  I presented, 
caffeine  would  not  be  an  addicting  drug. 

Dr.  Cattell:  That  is  an  admission  that  as 
pharmacologists  we  should  not  try  to  define 
addiction  in  scientific  terms.  It  is  a term  which 
has  meaning  only  for  the  narcotic  enforcement 
agencies.  The  degree  of  harm  to  the  addict  or 
its  effect  on  his  status  in  society  seem  to  be  the 
important  factors  in  the  legal  definition  of  addic- 
tion. 

Dr.  Modell:  How  would  you  define  it? 

Dr.  Cattell:  I would  rather  describe  the 
effects  of  the  various  drugs.  If  we  must  have  a 
pigeon  hole  for  addicting  drugs,  the  determining 
property  might  be  its  harmfulness  to  the  individ- 
ual or  society,  but  that  is  not  useful  from  a 
scientific  or  medical  standpoint. 

Dr.  Sherfey:  The  definition  of  addiction  by 
the  National  Research  Council  leaves  contro- 
versial points  unsettled.  The  key  points  are  the 


nature  of  tolerance  and  the  nature  of  withdrawal 
phenomena.  Withdrawal  phenomena  are  not 
synonymous  with  physical  dependence.  Recently 
we  realized  that  a very  large  component  of  the 
withdrawal  syndrome  is  psychogenic.  At  the 
Payne- Whitney  Clinic  we  first  obtain  an  adequate 
knowledge  of  the  individual  case  and  plan  a thor- 
ough psychiatric  program  of  therapy.  Then  we 
abruptly  withdraw  all  addicts,  except  those  depend- 
ent on  barbiturates,  with  consistent  success. 
The  most  severe  addicts  are  completely  withdrawn 
in  three  to  eight  days.  We  simply  do  not  see  the 
violent  and  excruciatingly  painful  symptoms  so 
prevalent  where  gradual  methods  are  used. 

Today  many  authorities  insist  on  a narrow  defi- 
nition of  the  term  addiction,  reserving  it  for  those 
drugs  which  primarily  affect  the  central  nervous 
system  and  which  consistently  produce  true 
tolerance,  dependence,  and  the  withdrawal 
syndrome.  This  excludes  alcohol  as  an  addictive 
drug  as  well  as  barbiturates,  bromides,  caffeine, 
laxatives,  sterile  “hypos,”  and  the  many  other 
substances  upon  which  people  can  become  de- 
pendent, but  other  authorities  consider  addiction 
to  mean  any  abnormal  psychologic  dependence  on 
any  drug.  I think  these  confusions  in  definition 
well  illustrate  our  ignorance.  We  quibble  about 
definitions  only  when  we  do  not  understand  a sub- 
ject well. 

Dr.  Modell:  But  to  be  addicting,  a drug  must 
produce  a pleasurable  effect,  either  immediately 
or  after  the  patient  learns  to  recognize  it.  Indi- 
viduals who  vomit  or  have  other  unsatisfactory 
experiences  after  morphine,  for  example,  are 
unlikely  to  become  addicted. 

Dr.  Cattell:  That  might  be  true  of  individ- 
uals who  do  not  need  morphine  to  alleviate  pain. 
Long-continued  administration  of  morphine 
results  in  addiction  regardless  of  whether  or  not 
it  is  accompanied  by  an  euphoric  state. 

Dr.  Modell:  No  drug  would  be  long  contin- 
ued unless  it  provided  some  kind  of  satisfactory 
experience.  That  might  be  only  the  relief  of 
pain.  When  addiction  is  produced  in  animals 
by  its  long-continued  use,  we  have  only  evidence 
of  physical  but  not  of  psychologic  dependence. 
Also  it  is  probably  true,  in  cases  in  which  the 
mental  reaction  produced  by  a drug  is  not  satis- 
fying to  the  patient,  that  the  cure  of  addiction  is 
far  simpler  than  it  is  in  those  cases  for  which  the 
drug  provided  a pleasurable  experience  or  an 
escape  from  reality. 

Dr.  Reader:  What  is  the  danger  of  addiction 
from  codeine? 

Dr.  Modell:  It  is  relatively  small.  The 
codeine  addicts  in  a narcotic  hospital  must  be 
somewhere  around  1 per  cent  of  the  total  number. 
But  as  I stated,  the  statistics  on  codeine  addiction 
are  unreliable. 
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Dr.  Reader:  Will  morphine  addicts  substi- 
tute codeine  if  they  cannot  get  morphine? 

Dr.  Modell:  Codeine  gives  them  some  effect. 
Substitution  in  the  reverse  order,  as  I said  before, 
occurs  often.  That  is,  the  codeine  addict  becomes 
a morphinist.  However,  not  having  morphine, 
the  morphine  addict  will  turn  to  whatever  he  can 
get,  including  codeine,  alcohol,  barbiturate,  etc. 

Dr.  Cattell  : I doubt  if  it  has  been  proved  that 
codeine  is  much  less  addicting  than  morphine. 
You  cannot  tell  from  the  statistics.  Codeine  is 
relatively  expensive  and  hard  to  get,  so  that  sooner 
or  later  morphine  is  likely  to  be  taken  in  its 
place. 

Dr.  Travell:  I have  not  been  at  all  impressed 
with  the  addiction  properties  of  codeine.  I see  a 
great  many  people  with  chronic  pain  and  use 
codeine  rather  freely.  Many  of  them  have  taken 
codeine  for  long  periods,  yet  it  can  be  discontin- 
ued without  any  disagreeable  effects  if  the  pain  is 
relieved  otherwise.  I have  yet  to  see  my  first 
codeine  addict. 

Dr.  Modell:  Addiction  to  morphine  and 
codeine  are  fairly  uncommon  in  actual  practice. 
I think  that  barbiturate  addiction  is  far  more 
important  than  is  addiction  to  either  of  these. 

Dr.  Cattell:  There  is  a very  good  review  of 
the  problem  of  addiction  in  the  August,  1950, 
issue  of  Pharmacologic  Reviews  by  Isbell  and  Fraser 
of  the  Narcotic  Laboratory  at  Lexington,  Ken- 
tucky. It  is  a good  source  of  information  at  the 
moment.  Mention  is  made  of  the  fact  that  300 
tons  of  barbiturates  are  manufactured  yearly  in 
the  United  States.  I have  made  a quick  calcula- 
tion. That  would  be  something  like  2 Gm.  per 
individual.  That  would  not,  perhaps,  seem  too 
much,  but  I don’t  know  how  it  is  distributed  in 
the  population. 

Dr.  Modell:  I think  there  are  several  million 
doses  of  barbiturates  dispensed  by  this  hospital 
every  year.  It  seems  that  physicians  fear  codeine 
and  morphine,  often  needlessly  denying  them  to  a 
patient,  while  the  barbiturates  are  taken  much 
too  lightly. 

Dr.  Cattell:  Is  there  evidence  of  the  develop- 
ment of  tolerance  to  barbiturates? 

Dr.  Modell:  Some  controversy  exists  about 
that  point.  However,  I think  the  facts  clearly 
indicate  that  at  least  some  persons  do  develop 
true  tolerance.  Some  addicts  can  take  a gram  or 
two  of  barbiturates  a day  without  undue  effects. 

Dr.  Travell:  What  type  of  barbiturate  was 
that? 

Dr.  Modell:  Both  pentobarbital  and  pheno- 
barbital.  It  might  be  mentioned  that  such  doses 
could  be  fatal  for  patients  who  have  no  tolerance. 

Dr.  Reader:  I think  another  point  that  might 
be  made  about  hypnotics  is  that  it  is  dangerous  to 
write  an  order,  whether  to  a patient  or  as  direc- 


tions to  the  nurse,  without  limiting  the  time.  It 
is  not  impossible  to  find  in  a hospital  that  a 
patient  had  an  order  written  on  admission  for 
phenobarbital,  say  half  a grain  every  four  hours, 
that  he  has  become  progressively  sleepier,  until 
a few  weeks  later,  he  has  begun  to  sleep  all  day  as 
well  as  all  night. 

Dr.  Cattell:  I wonder  what  happens  to  the 
epileptic  patients  who  take  a fairly  large  dose  of 
phenobarbital  over  a period  of  many  years.  Are 
they  affected  in  any  way?  Do  they  become 
addicts? 

Dr.  Modell:  In  the  sense  that  they  show 
serious  withdrawal  symptoms  they  certainly  are 
addicts. 

Dr.  Marion  C.  Loiseux:  That  is  an  interest- 
ing point.  At  the  Montrose  Hospital  for  mental 
and  epileptic  patients,  I have  been  astounded  at 
the  amount  of  phenobarbital  that  can  be  taken 
along  with  Dilantin.  The  patients  don’t  get 
symptoms  of  an  overdose  of  the  drug  and  don’t 
appear  to  become  addicted. 

Dr.  Cattell:  Do  most  of  these  patients  take 
barbiturates  continuously,  or  has  there  been 
opportunity  to  observe  how  they  get  on  without 
them? 

Dr.  Loiseux:  In  the  Montrose  Hospital, 
when  epileptic  patients  are  referred  to  another 
service  because  of  pneumonia  or  other  illness, 
barbiturate  medication  is  likely  to  be  largely 
withdrawn.  Several  weeks  may  pass  before  a 
patient  who  has  had  no  Dilantin  or  phenobar- 
bital, except  to  promote  sleep  at  night,  will  begin 
to  have  convulsions.  My  impression  is  that  it 
has  been  an  epileptic  attack  and  not  a symptom 
of  withdrawal. 

Dr.  Cattell:  Will  you  comment,  Dr.  Dunning? 

Dr.  Henry  S.  Dunning:  In  my  thirteen 
years  experience  as  a clinical  neurologist,  I have 
treated  many  epileptic  patients  with  phenobar- 
bital. Yet  I have  never  once  encountered 
therapeutic  addiction,  as  defined  by  Dr.  Modell. 

Furthermore,  in  connection  with  the  remarks 
made  earlier  that  epileptics  should  be  given 
enough  phenobarbital  at  one  time  to  last  a month, 
I would  go  even  further  and  advise  that  such 
patients  always  be  allowed  a three  months’ 
supply.  If  they  are  given  too  little,  they  may  let 
it  run  out  because  of  the  inconvenience  of  fre- 
quent visits  over  many  years  of  treatment.  The 
risk  of  status  epilepticus  and  death  after  discon- 
tinuance of  this  medication  in  an  epileptic  is  too 
great  to  worry  about  addiction. 

Dr.  Cattell:  You  have  never  seen  addiction 
in  an  epileptic?  That  certainly  is  odd.  Do  you 
have  any  explanation  for  this? 

Dr.  Dunning:  There  may  be  many  factors 
involved.  Possibly  the  personality  associated 
with  epilepsy  is  not  conducive  to  development  of 
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addiction.  Then,  too,  the  dosage  is  usually 
closely  regulated  by  the  physician.  I doubt  also 
that  phenobarbital  finds  much  favor  with  addicts. 
Usually  they  prefer  the  more  potent  and  more 
rapidly  acting  barbiturates. 

Dr.  Modell:  In  the  barbiturate  addicts 

studied  by  Isbell  and  coworkers,  convulsions 
appeared  one  to  five  days  after  abrupt  with- 
drawal of  the  drugs.  Have  you  observed  this? 

Dr.  Dunning:  Perhaps  I can  summarize  the 
subject  of  convulsions  following  abrupt  withdrawal 
of  drugs  after  excessive  use.  In  1940  I reported 
the  occurrence  of  convulsions  in  six  adult  psy- 
chotic patients  in  the  New  York  Hospital,  West- 
chester Division,  attributed  to  the  withdrawal  of 
barbiturates  [ International  Clinics  3 : 255  (1940)  ]. 
There  was  no  history  of  previous  epileptic  mani- 
festations in  any.  All  were  typical  major  epilepti- 
form seizures  and  took  place  within  seven  days 
after  the  last  dose.  Study  of  the  literature  re- 
vealed that  convulsions  may  also  occur  following 
abrupt  withdrawal  of  paraldehyde,  alcohol,  and 
morphine  after  excessive  use.  I was  unable  to 
find  a single  instance  of  convulsions  following 
abrupt  withdrawal  of  bromide,  which,  I con- 
cluded, was  due  to  its  relatively  slow  excretion. 
Convulsions  following  withdrawal  of  barbiturates 
have  been  found  to  occur  in  animals  also. 

The  probable  physiologic  setting  for  such  con- 
vulsions is  illustrated  in  the  experiments  of 
Wolff  and  Gantt  [Archives  of  Neurology  and 
Psychiatry  33:  1030  (1935)]  on  the  effects  of 
various  drugs  on  conditioned  reflexes  in  dogs. 
They  observed  that  recovery  from  narcosis  in- 
duced by  a large  dose  of  Sodium  Amytal  was 
followed  by  an  overactive  state  during  which  the 
conditioned  responses  were  greater  than  during 
control  periods,  thus  indicating  that  a lowered 
threshold  to  stimulation  is  an  after-effect  of 
neural  depression.  In  connection  with  this 
demonstration,  it  was  noted  that  in  the  six  pa- 
tients I reported,  the  majority  of  the  convulsive 
seizures  took  place  in  a situation  of  stimulation 
by  physical  agents,  such  as  a wet  pack  or  an 
enema.  Therefore,  it  seems  reasonable  to  state 
that  man  and  animals  are  susceptible  to  convul- 
sions when  heightened  stimulation  and  lowered 
threshold  of  reactivity  coincide. 

These  clinical  and  experimental  observations 
are  of  great  importance  in  the  treatment  of  addic- 
tion. In  depriving  patients  of  barbiturates,  par- 
aldehyde, alcohol,  or  morphine  after  excessive  use, 
the  danger  of  inducing  convulsions  by  sudden 
withdrawal  should  be  avoided.  The  appearance 
of  this  symptom  indicates  that  a state  of  pro- 
found neural  dysfunction  has  been  allowed  to 
develop  by  the  sudden  removal  of  an  agent  to 
which  the  organism  has  become  accustomed. 
Apart  from  serious  injury  which  is  apt  to  be  sus- 


tained in  falling  during  a seizure,  there  is  the 
•possibility  of  status  epilepticus.  In  one  of  my 
reported  cases  there  were  five  fits  within  four  days, 
and  I have  found  in  the  literature  two  cases  of 
status  epilepticus,  in  one  instance  leading  to 
death,  following  abrupt  withdrawal  of  barbitu- 
rates. When  withdrawing  barbiturates  from  an 
addict,  the  process  should  be  extended  over  two 
or  three  weeks. 

Summary 

Dr.  Cattell:  This  conference  has  emphasized 
the  difficulties  attendant  upon  any  discussion  of 
drug  addiction.  We  have  been  unable  even  to 
agree  on  a completely  satisfactory  characteriza- 
tion of  addiction.  Recent  definitions  are  based 
on  legal  or  sociologic  premises;  to  define  it  in 
purely  medical  terms  is  difficult.  Many  aspects 
of  addiction  must  be  considered.  A drug  may  pro- 
duce intoxication  or  other  psychic  changes,  physi- 
cal and  psychologic  dependence,  increasing 
tolerance,  withdrawal  phenomena,  and  deterio- 
ration of  the  addict.  Controversy  has  developed 
about  the  significance  of  almost  all  these  points. 
For  example,  many  are  of  the  opinion  that  no 
drug  can  be  considered  addictive  unless  its  use 
leads  to  physical  dependence  and  withdrawal 
symptoms.  Yet  other  speakers  have  variously 
stated  that  development  of  such  dependence  does 
not  necessarily  indicate  addiction,  that  addiction 
may  be  present  without  physical  dependence, 
that  some  addicting  drugs  have  little  withdrawal 
effects  while  some  drugs  never  considered  addic- 
tive may  have  definite  withdrawal  symptoms, 
and  finally  that  withdrawal  changes  are  not  re- 
lated to  physical  dependence  but  are  psychogenic. 
Similarly,  increasing  tolerance  may  be  absent  in 
addiction.  We  have  emphasized  psychic  de- 
pendence on  drugs,  yet  we  have  also  agreed  that 
this  may  occur  even  without  use  of  drugs.  It 
must  be  concluded  that  we  cannot  precisely  define 
addiction  nor  state  exactly  what  drugs  are  addic- 
tive. 

Many  medicinal  agents  can  produce  addiction, 
however  the  word  is  defined.  The  list  includes,  of 
course,  the  narcotics,  but  also  alcohol,  chloral 
hydrate,  barbiturates,  etc.,  although  again  we 
have  disagreed  on  the  dangers  of  individual  drugs. 
It  is  apparent  that  the  search  for  a nonaddicting 
substitute  for  morphine  is  likely  to  be  doomed  to 
failure.  The  most  significant  therapeutic  action 
of  morphine  is  its  production  of  mental  or  emo- 
tional changes  on  which  both  the  relief  of  pain 
and  its  addictive  liabilities  depend.  Heroin, 
demerol,  methadon,  etc.,  originally  introduced  as 
substitutes  for  morphine,  have  all  been  shown  to 
lead  to  addiction. 

A requirement  for  the  occurrence  of  therapeutic 
addiction  is  some  sort  of  personality  defect  in  the 
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patients.  It  is  the  supplying  of  an  addictive  drug 
by  a physician  to  an  unstable  personality  that 
leads  to  therapeutic  addiction.  However,  we 
have  been  unable  to  characterize  the  type  of 
personality  defect  other  than  to  state  that  such 
patients  have  an  inability  to  withstand  pain. 
This  is  in  contrast  to  the  findings  reported  in 
criminal  drug  addicts,  who  usually  fall  into  cer- 
tain patterns.  Any  patient  who  is  under  stress 
and  whose  individual  defects  make  him  unable  to 
solve  his  difficulties  may  develop  into  a thera- 
peutic addict. 

Despite  the  obvious  facts  that  physicians  use 
many  drugs  too  freely  and  that  personality  dis- 
orders are  all  too  common,  it  seems  that  only  a 
small  percentage  of  narcotic  addicts  may  be  con- 
sidered the  result  of  therapeutic  accidents.  This 
may  be  attributed  to  the  short  duration  of  most 
painful  conditions  for  which  analgesics  are  pre- 
scribed, the  awareness  of  physicians  of  the  prob- 
lem in  the  case  of  narcotics,  and  the  legal  controls 
over  narcotic  drugs.  Unfortunately,  these  safe- 
guards do  not  apply  in  the  case  of  barbiturate 
derivatives.  Physicians  are  probably  most  to 
blame  for  the  development  of  barbiturate  addicts, 


and  this  problem  has  occupied  much  of  our  time 
today.  This  class  of  agent  can  produce  psychic 
effects  ranging  from  loss  of  inhibitions  to  wild 
excitement,  withdrawal  symptoms  which  often 
take  the  form  of  convulsions,  and  all  the  other 
aspects  of  addiction,  by  any  definition  of  the  word. 
With  the  widespread  use  of  barbiturates,  often 
in  the  very  patients  with  personality  defects, 
addiction  to  these  drugs  has  become  a serious 
and  increasing  problem. 

Prevention  of  accidental  addiction  from  thera- 
peutic usage  of  drugs  is  a difficult  matter.  Ob- 
viously restricted  use  of  addicting  drugs  in  those 
individuals  likely  to  become  addicts  would  be  an 
important  precaution.  This  is  admittedly  no 
solution  however,  since  there  is  no  definite  per- 
sonality defect  to  be  recognized  and  it  is  often 
the  psychic  factors  which  require  treatment. 
However,  the  physician  should  at  least  be  aware 
of  the  importance  of  the  personality  of  the  pa- 
tient and  should  limit  his  use  of  drugs  in  condi- 
tions not  likely  to  be  of  short  duration,  watch  for 
signs  of  developing  addiction  such  as  increasing 
tolerance,  and  restrict  the  amount  of  a potentially 
addicting  drug  in  the  patient’s  hands. 


NUTRITION  AND  LIFE 

In  a lecture  to  the  laity  delivered  recently  by  Dr. 
Russell  M.  Wilder  at  the  New  York  Academy  of 
Medicine,  Dr.  Wilder  spoke  on  the  nutritional 
quality  of  foods.  He  argued  that  the  conviction 
that  wholesome  foods  of  proper  variety  and  in  cor- 
rect amounts  are  required  for  good  health  long  has 
been  maintained  by  experts  in  nutrition.  The  foods 
in  such  a diet  must  not  only  be  sanitary,  in  the  sense 
that  they  are  free  from  filth  and  noxious  contami- 
nants, but  also  must  provide  the  right  number  of 
calories  and  a minimum  requirement  of  some  30  dif- 
ferent nutrients,  including  not  less  than  eight  indis- 
pensable amino  acids,  10  or  more  vitamins,  a number 
of  different  mineral  salts,  and  other  essentials. 

To  a greater  or  lesser  extent,  depending  on  proce- 
dure, the  processing  to  which  most  foods  are  sub- 
jected affects  unfavorably  several  of  their  nutrients. 
In  part,  this  processing  is  done  in  the  home,  where 
I many  foods  are  degraded  by  improper  preparation. 
To  an  increasing  extent  it  is  done  in  food  factories, 


by  the  miller  of  flour,  the  baker  of  bread  and  pastries, 
by  the  processor  of  meats,  and  the  canner  of  fruits 
and  vegetables.  Furthermore,  the  nutrients  of  the 
diet  as  a whole  are  diluted  by  the  current  massive 
use  of  sugar.  White  sugar  carries  calories,  but  no 
vitamins  or  minerals. 

The  nutritional  environment,  created  on  the  one 
hand  by  an  overuse  of  sugar  and  on  the  other  by  in- 
jurious methods  of  processing  many  foods,  can  be  as 
unhealthy  an  environment  as  one  in  which  foods  are 
unsanitary.  The  law  provided  protection  against 
the  unsatisfactory  food  sanitation  of  the  time  of  the 
Spanish  War  and  before  but  is  not  abreast  of  current 
knowledge  of  nutrition.  It  says  that  food  shall  not  be 
poisonous  or  filthy  but  does  not  say  that  it  shall  be 
nutritious.  Some  progress  has  been  made,  but 
much  more  can  be  done  to  create  a nutritional  en- 
vironment in  which  it  would  be  difficult  to  go  wrong, 
instead  of,  as  at  present,  requiring  education  and  a 
fat  purse  to  go  right. 


Case  Reports 


MYOCARDIAL  CONTUSION  IN  TRAUMA  TO  THE  ANTERIOR  CHEST 


Stephen  J.  Berte,  Maj.  (MC),  USA,  Brooklyn,  New  York 


( From  the  Totten  General  Hospital,  Fort  Totten,  New  York) 


'"THE  following  report  is  presented  to  draw  atten- 
tion  to  the  possibility  of  injury  to  the  heart  with  the 
potentially  hazardous  sequelae  that  can  result  from 
traumatic  injuries  to  the  chest  wall.  Fracturing  of 
the  ribs  occurred  in  this  case.  However,  when  the 
external  blow  to  the  chest  is  of  any  appreciable  mag- 
nitude, one  should  be  on  guard  for  nonpenetrating 
wounds  of  the  heart  , such  as  ventricular  contusion  in 
the  absence  of  injury  to  the  bony  thorax. 

Case  Report 

On  May  24,  1948,  a fifty-four-year-old  white  male 
was  admitted  to  this  hospital  as  a transfer  patient 
from  another  installation.  He  had  been  in  an 
automobile  accident  on  May  15,  at  which  time  his 
chest  was  forcefully  pressed  against  the  steering 
wheel.  There  was  no  unconsciousness.  He  was 
taken  to  a local  hospital  where  x-rays  revealed  frac- 
tures of  the  second  through  seventh  anterior  ribs  on 
the  right  and  the  second  through  sixth  anterior 
ribs  on  the  left.  Heart  and  lung  shadows  were  re- 
ported to  be  within  normal  limits  except  for  mini- 
mal congestive  changes  at  both  bases.  While  in  the 
hospital,  the  patient  could  not  sleep  in  the  dorsal 
decubitus  position  because  of  a constricting  type  of 
anterior  chest  pain  associated  with  dyspnea. 
Optimum  position  for  comfort  during  the  day  was 
found  when  sitting  upright.  Difficulty  was  expe- 
rienced even  when  lowered  to  a 135-degree  angle. 
At  night  the  patient  slept  sitting  on  the  edge  of  the 
bed  with  feet  on  a chair  and  with  his  chest  and  arms 
leaning  over  a high  bedside  table.  Edema  of  the 
legs  and  feet  of  a pitting  nature  developed  three 
days  after  the  accident,  and  for  the  first  week  in- 
creased dyspnea  could  be  produced  by  the  exertion 
of  movement  in  bed.  No  hemoptysis  was  reported. 

Past  history  revealed  that  the  patient  had  pneu- 
monia in  1944  and  in  February,  1948,  with  unevent- 
ful recovery.  For  two  years  prior  to  this  admission, 
a mild  cough  existed  which  was  of  a recurrent  na- 
ture. The  patient  remarked  that  he  did  not  cough 
when  residing  in  areas  of  dry  climate.  A mild  in- 
termittent arthralgia  was  noted  since  age  fifty-two 
which  was  relieved  by  local  heat.  No  specific  his- 
tory of  rheumatic  fever  was  obtained.  History  of 
ankle  edema,  precordial  pain,  dyspnea,  high  blood 
pressure,  heart  trouble,  or  any  other  significant 
cardiovascular  or  respiratory  symptoms  prior  to  the 
present  accident  was  denied.  Remaining  history 
was  insignificant,  and  the  patient  stated  that  he  had 
felt  quite  healthy  most  of  his  life. 


Fig.  1.  Electrocardiograms  taken  nineteen  days 
(left)  and  seventy-four  days  (right)  after  injury. 


Nine  days  after  the  accident,  when  the  patient 
was  transferred  to  this  hospital,  the  foregoing  symp- 
toms were  much  lessened.  He  could  not  lie  hori- 
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zontally  without  developing  substernal  pain  and 
found  greatest  comfort  at  night  on  his  right  or  left 
side  with  the  dependent  arm  extended  on  a pillow 
and  the  head  resting  on  the  arm.  Physical  examina- 
tion at  this  time  revealed  a well-developed,  middle- 
aged  man,  mildly  obese  and  in  no  apparent  distress. 
The  head  and  neck  revealed  negative  findings. 
There  were  old  abrasions  over  the  anterior  chest  on 
the  right  and  left  sides.  There  was  moderate  pain 
on  pressure  over  the  sternum.  At  both  bases  of  the 
lungs  and  predominantly  on  the  left  side,  there  were 
moderately  coarse  to  coarse  inspiratory  moist  rales. 
There  was  no  dullness  or  other  significant  signs. 
One  observer  reported  a transient  pleural  friction 
rub  heard  low  in  the  left  axilla.  The  latter  was  not 
confirmed  after  the  first  day.  The  bases  of  both 
lungs  moved  freely.  The  heart  did  not  appear  en- 
larged; the  rhythm  was  regular  and  the  rate  86. 
No  pericardial  friction  rub  was  heard,  and  the 
heart  sounds  were  of  moderate  strength.  The 
aortic  second  sound  was  greater  than  the  pulmonic 
second  sound.  A soft,  short,  blowing  systolic  mur- 
mur was  heard  at  the  base  of  the  heart.  Blood 
pressure  was  130/80.  The  abdomen  appeared  full 
and  rounded.  Although  the  liver  edge  could  not  be 
palpated  definitely,  the  area  of  liver  dullness  ap- 
peared to  be  about  6 cm.  below  the  right  costal  mar- 
gin. There  was  slight  tenderness  associated  with 
attempts  at  palpating  the  liver.  There  was  no  evi- 
dence of  free  fluid  in  the  abdomen.  No  varicose 
veins  were  noted  in  the  legs.  The  peripheral  pulses 
in  all  extremities  were  present,  equal,  and  of  good 
strength.  A trace  of  edema  present  in  the  legs  dis- 
appeared on  bed  rest  within  the  first  day  after  trans- 
fer and  did  not  recur. 

Laboratory  data  revealed  the  following:  Blood 
count  revealed  4,150,000  red  blood  cells,  14  Gm.  of 
hemoglobin,  13,250  white  blood  cells  with  64  per 
cent  neutrophils.  Sedimentation  rate,  urine  analy- 
sis, and  blood  Kahn  were  negative.  X-ray  examina- 
tion of  the  chest  revealed  the  fractures  of  the  ribs 
previously  noted  in  good  position,  a normal  heart 
shadow,  and  congestive  changes  at  both  bases  of 
the  lungs.  In  the  central  portion  of  the  left  lower 
lung  field,  there  was  a slightly  increased  density 
which  the  roentgenologist  ascribed  to  interlobar 
fluid.  .Mi  electrocardiogram  showed  abnormal 
R-ST  changes  that  could  be  interpreted  to  indicate 
myocardial  damage  or  a left  ventricular  strain  pat- 
tern. Ti  was  of  low  amplitude.  ST2  was  depressed 
with  a diphasic  T2.  The  unipolar  left  leg  lead  re- 
vealed an  inverted  T with  depressed  ST  segment. 
Unipolar  precordial  leads  revealed  diphasic  T waves 


in  V4,  V6,  and  V6  with  depression  of  the  ST  segments 
in  V6  and  V6. 

During  hospitalization  the  patient  showed  con- 
tinued subjective  improvement.  The  tempera- 
ture never  rose  above  normal.  Four  weeks  after 
the  automobile  accident  the  moist  rales  at  the  lung 
bases  disappeared,  and  examination  of  the  lungs 
became  negative.  By  this  same  time  the  patient 
was  able  to  sleep  at  night  flat  on  his  back  with  one 
pillow  without  any  discomfort.  There  was  no 
clinical  or  x-ray  evidence  suggesting  a hemopericar- 
dium.  The  blood  pressure  remained  within  normal 
limits,  and  the  heart  rate  continued  to  be  slow  and 
regular.  In  view  of  the  fact  that  the  only  persistent 
signs  suggesting  decompensation  after  being  trans- 
ferred to  our  hospital  were  the  presence  of  moist  rales 
at  the  bases  of  the  lungs,  and  since  the  latter  showed 
continued  improvement,  the  patient  was  not  digital- 
ized. No  digitalis  had  been  given  before  admission. 
After  four  weeks  of  bed  rest  ambulation  was  grad- 
ually started.  Serial  electrocardiograms  showed 
improvement  of  the  abnormal  T wTave  and  ST  seg- 
ment changes.  Twenty-eight  days  after  the  in- 
jury, x-ray  of  the  heart  and  lungs  was  reported  as 
normal.  Six  weeks  after  injury,  the  patient  was 
given  a month’s  convalescent  leave.  Upon  return 
from  leave  he  was  completely  asymptomatic  except 
for  a minimal  constricting  feeling  in  the  anterior 
part  of  the  chest  occurring  only  upon  deep  inspira- 
tion. Physical  examination  revealed  no  significant 
findings.  Complete  blood  count,  sedimentation 
rate,  and  x-ray  of  the  heart  and  lungs  were  normal. 
All  the  fractured  ribs  showed  healing  with  good 
callus  formation  and  good  position.  The  T 
wave  and  ST  segment  changes  on  the  electrocardio- 
gram had  returned  to  normal  limits.  Two  electro- 
cardiograms, nineteen  days  and  seventy-four  days 
after  injury,  are  shown  in  Fig.  1. 

In  summary,  this  patient  gave  no  history  of  heart 
disease  and  had  no  symptoms  of  cardiac  decompen- 
sation in  the  past.  Within  one  week  after  a crush- 
ing anterior  chest  injury,  the  patient  demon- 
strated signs  of  heart  failure.  An  elevated  white 
blood  cell  count  was  obtained  with  an  electrocardio- 
gram w'hich  showed  evidence  of  myocardial  involve- 
ment. Approximately  two  months  after  injury, 
all  signs  and  symptoms  of  decompensation  had  dis- 
appeared, laboratory  tests  were  normal,  and  the 
electrocardiographic  changes  had  all  reverted  to 
normal.  On  this  basis  a diagnosis  of  contusion  of 
the  ventricle  with  acute  congestive  heart  failure  was 
entertained. 
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USE  OF  INTRA-ARTERIAL  AMINOPHYLLINE  FOR  PERIPHERAL  ARTERIOSCLEROSIS 


The  author  reports  results  of  over  300  intra-ar- 
terial injections  of  aminophylline  which  he  made  in 
cases  that  had  not  responded  to  simple  means  of 
treatment.  There  have  been  no  mishaps,  he  writes; 
no  thrombosis  has  followed  the  procedure,  and  no  in- 
fection has  occurred.  In  his  experience,  this  tech- 
nic will  relieve  claudication  that  sympathetic 
blocks  or  sympathectomy  have  not  relieved  at  all. 
He  concludes  that  the  use  of  intra-arterial  amino- 
phylline will  give  active  vasodilation  and  increase 
the  peripheral  circulation  safely  but  should  not  be 


regarded  as  an  isolated  method  of  treatment.  The 
procedure  should  be  used  with  other  necessary  meas- 
ures. Patients  subjected  to  sympathectomies  or 
blocks  respond  better  to  intra-arterial  aminophyl- 
line. Sympathectomy,  he  believes,  is  the  superior 
means  of  treatment  in  vasospastic  patients.  Where 
the  risk  is  good,  he  recommends  that  sympathectomy 
be  performed  first,  followed  by  the  aminophylline 
therapy  technic  which  he  describes. — Julian  A. 
Rickies,  M.D. , Journal  of  the  Florida  Medical  As- 
sociation, October,  1951 


ACUTE  TRAUMATIC  PANCREATITIS  COMPLICATING  MULTIPLE  FRACTURES 

Irving  Innerfield,  M.D.,  and  Frank  E.  Ciancimino,  M.D.,  Nyack,  New  York 

( From  the  Department  of  Medicine,  New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  and  the  Surgical  Service  of  the  Nyack  Hospital) 


npHE  postoperative  appearance  of  an  acute  ab- 
dominal  episode  often  challenges  diagnostic  acu- 
men. Since  proper  management  depends  upon 
the  earliest  possible  delineation  of  basic  disorders, 
rapidly  performed,  reliable  laboratory  tests  are  de- 
sirable. In  the  case  to  be  presented  an  eleva- 
tion in  plasma  antithrombin  titer  occurred  several 
hours  prior  to  increases  in  serum  amylase  values 
and  thereby  facilitated  the  diagnosis  of  acute  pan- 
creatitis. 

Case  Report 

F.  H.,  a seventy-one-year-old  white  man,  fell  to 
the  street  from  the  first  floor  of  his  home.  Examina- 
tion revealed  multiple  contusions  and  abrasions  and 
obvious  fractures  of  both  elbows.  The  abdomen 
was  moderately  distended,  but  no  point  tenderness 
or  rigidity  was  observed. 

Following  hospitalization  a mild  shocklike  state 
developed.  X-rays  revealed  bilateral  fractures  of 
the  olecranon  processes  of  both  ulnas,  a posterior 
dislocation  of  the  right  (carpal)  semilunar,  and  a 
fracture  of  the  right  radius.  Physical  examination 
of  the  abdomen  was  negative  except  for  marked  dis- 
tention. The  chief  abdominal  complaint  was  ten- 
derness in  the  midepigastrium.  He  was  given  250 
cc.  of  plasma,  mild  sedation,  and  his  condition  the 
next  morning  was  sufficiently  improved  to  permit 
reduction  of  the  fractures  and  carpal  dislocation 
under  general  anesthesia.  Immediately  following 
operation  more  marked  abdominal  distention  ap- 
peared. A few  hours  later  the  pulse  became  rapid 
and  thready,  the  blood  pressure  fell  to  80/70,  and 
the  patient  appeared  cyanotic  and  anxious.  Sup- 
portive measures  were  again  instituted,  including 
transfusions  of  blood  and  plasma.  His  response 
was  good,  but  there  was  persistent  hematemesis 
for  several  hours.  One  tarry  stool  was  noted. 

A scout  film  of  the  abdomen  revealed  an  isolated, 
distended  loop  of  small  intestine.  This  finding  was 
recently  reported  to  be  present  in  the  early  stages 
of  acute  pancreatitis.1  Examination  of  the  abdo- 
men at  this  time  disclosed  marked  distention,  moder- 
ate spasticity,  and  rebound  tenderness  of  the  upper 
abdomen.  The  liver  edge,  palpated  at  the  costal 
margin,  was  not  tender.  The  spleen  was  not  pal- 
pable. The  patient  complained  of  continuous  knife- 
like  epigastric  pain  which  radiated  dorsal  ly. 

Laboratory  data  were  as  follows:  red  blood  cells 
3,450,000;  hemoglobin  54  per  cent;  hematocrit  39; 
white  blood  cells  14,720,  polymorphonuclears  84 
per  cent,  lymphocytes  16  per  cent.  Urinalysis  was 
negative;  non  protein  nitrogen  46  mg.  per  cent; 
carbon  dioxide  combining  power  61  volumes  per 
cent;  blood  cholesterol  285  mg. ; cephalin  floccula- 
tion, 1 plus;  thymol  turbidity  negative;  blood 
sugar  114  mg.  per  cent;  Wassermann  negative; 
prothrombin  time  78  per  cent  of  normal;  blood 
platelets  350,000;  bleeding  time  three  minutes; 
coagulation  time  six  minutes. 

In  view  of  the  x-ray  findings,  the  localization  of 
pain  to  the  upper  abdomen  with  posterior  radia- 
tion, the  presence  of  shock,  and  the  appearance  of 
bloody  vomitus,  a diagnosis  of  pancreatitis  was  sug- 
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gested.  Serum  amylase  tests  performed  two  hours 
postoperatively  were  normal.  Plasma  antithrombin 
titers,  also  performed  two  hours  postoperatively, 
showed  marked  elevation  (Table  I).  Four  repeat 
plasma  antithrombin  determinations  were  similarly 
high.  Serial  serum  amylase  studies  became  ele- 
vated ten  hours  postoperatively  and  varied  from  35 
to  380  units  (upper  limit  of  normal  for  method  em- 
ployed is  50  units).  The  diagnosis  of  acute  pan- 
creatitis was  thus  confirmed,  and  the  patient  was 
placed  on  conservative  medical  management,  con- 
sisting of  bed  rest,  antibiotics,  demerol,  and  anti- 
spasmodics.  An  uneventful  recovery  ensued. 

Comment 

The  pancreatic  involvement  in  this  case  illustrates 
the  advisability  of  considering  pancreatitis  in  the 
differential  diagnosis  of  certain  traumatic  abdominal 
conditions. 

Pancreatitis  is  suggested  in  instances  of  “the  acute 
abdomen”  characterized  by  more  or  less  continuous 
upper  abdominal  pain,  often  with  radiation  toward 
the  left  and  to  the  back.  The  development  of  a 
shocklike  picture  and  bleeding  manifestations  makes 
it  mandatory  to  rule  out  pancreatitis.  In  previous 
communications  one  of  us  (I. I.)  has  stressed  the 
significance  of  alterations  in  the  blood  coagulation 
mechanism  in  the  pathogenesis  and  pathologic 
physiology  of  pancreatic  disturbances.2 

The  appearance  of  hematemesis  was  difficult  to 
evaluate.  We  were  confronted  with  the  problem  of 
differentiating  such  conditions  as  ruptured  eso- 
phageal varix,  bleeding  peptic  ulcer,  simple  gastric 
erosion,  or  an  intrinsic  disturbance  of  the  blood 
coagulation  mechanism  associated  with  pancreati- 
tis, producing  a bleeding  tendency.  In  this  patient 
an  alteration  in  the  blood  coagulation  mechanism 
was  evident  in  the  markedly  elevated  plasma  anti- 
thrombin  titer  consistently  observed.3  There  have 
been  reports  of  massive  gastrointestinal  hemorrhages 
accompanying  acute  pancreatitis.4  Two  classic 
signs  in  physical  diagnosis,  the  Gray-Turner  and 
Cullen’s  signs,  are  hemorrhagic  cutaneous  manifes- 
tations of  acute  pancreatitis.6’6  The  bleeding  mani- 
festation superimposed  upon  signs  of  an  acute  ab- 
dominal episode  warranted  consideration  of  acute 
pancreatitis  in  this  patient. 

Since  conservative  medical  management  of  un- 
complicated acute  interstitial  pancreatitis  is  the 
procedure  of  choice,  it  is  of  the  utmost  importance  to 
establish  this  diagnosis  at  the  earliest  possible  mo- 
ment. It  is  of  particular  interest  that  in  the  case 
presented  the  first  serum  amylase  studies  were  nor- 
mal, but  plasma  antithrombin  titers  simultaneously 
performed  were  already  of  diagnostic  range.  Care- 
fully controlled  studies  now  in  progress  should  as- 
certain whether  plasma  antithrombin  titer  consist- 
ently show  selevation  earlier  than  amylase  titers  in 
acute  pancreatitis. 
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TABLE  I. — Plasma  Antithrombin  and  Sebdm  Amylase  Levels  During  the  Course  of  Traumatic  Pancreatitis 


Date 

Shock 

Abdominal 

Distention 

Abdominal 

Rigidity 

Plasma 

Antithrombin 

Serum  Amylase 
(Somogyi  Units) 

May  7 

2 hours  post- 

operative 

+ + + + 

++++ 

+ + + 

+ + + + 

35 

5 hours  post- 

operative 

+ + + + 

++++ 

+ + + + 

+ + + + 

40 

10  hours  post- 

operative 

+ + + + 

++++ 

+ + + + 

+ + + + 

380 

May  8 

+ + 

+++  + 

+ + 

+ + + + 

116 

May  10 

0 

++++ 

+ + 

+ + + + 

35 

May  12 

0 

+ 

+ + 

-}■  4-  + 

16 

May  15 

0 

0 

0 

Negative 

20 

A noteworthy  advantage  of  plasma  antithrombin 
titer  determinations  is  their  value  in  estimating 
prognosis.  It  has  been  shown  that  the  plasma  anti- 
thrombin titer  parallels  the  actual  course  of  acute 
pancreatitis.2  It  appears,  however,  that  during  the 
early  stages  of  pancreatitis  the  plasma  antithrombin 
and  serum  amylase  titers  are  mutually  confirmatory, 
and,  therefore,  it  may  be  wise  to  perform  both  tests 
simultaneously. 

Summary 

A case  of  bilateral  fractures  of  the  olecranon  proc- 
esses, posterior  dislocation  of  the  carpal  semilunar, 
and  acute  pancreatitis  is  presented. 

The  diagnosis  of  acute  pancreatitis  was  confirmed 


by  elevations  in  both  plasma  antithrombin  and 
serum  amylase  levels. 

In  this  case  the  plasma  antithrombin  titer  was 
high  prior  to  serum  amylase  elevation  and  remained 
elevated  for  several  days  after  the  serum  amylase 
had  returned  to  normal. 
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ACTH  MAY  AID  IN  EARLY  DETECTION  OF 

How  ACTH  may  aid  in  the  early  detection  of  po- 
; tential  diabetics  not  discoverable  by  other  means 
i was  described  in  the  February  2 issue  of  the  Journal 
of  the  American  Medical  Association. 

This  new  method  of  diabetic  detection  consists  of 
two  tests — the  first  being  the  usual  glucose  tolerance 
test,  in  which  an  oral  dose  of  100  Gm.  of  glucose  is 
given  a suspected  diabetic  patient.  Blood  sugar 
determination  tests  are  then  made  at  thirty-minute 
intervals  for  three  hours.  This  is  followed  by 
a second  test,  in  which  100  mg.  of  ACTH  are  injected 
into  the  patient  one  hour  before  oral  administration 
of  100  Gm.  of  glucose.  Blood  sugar  determination 
tests  are  again  repeated. 

In  the  new  test,  in  potential  diabetes  the  blood 
sugar  level  will  rise  and  fail  to  return  to  normal 
within  the  three  hours,  and/or  an  increase  in  the  in- 
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termediate  blood  sugar  determinations  over  those  of 
the  first  test  will  be  noted,  according  to  Dr.  Herbert 
Berger,  Richmond  Memorial  Hospital,  and  the  U.S. 
Public  Health  Hospital,  Staten  Island,  New  York. 
The  use  of  cortisone  or  ACTH  has  been  found  to 
aggravate  enormously  the  diabetic  state. 

Dr.  Berger  performed  such  tests  on  50  persons — 12 
known  diabetics  over  the  age  of  fifty  years,  14  broth- 
ers or  sisters  over  the  age  of  fifty  of  known  diabetics, 
18  patients  over  the  age  of  fifty  without  diabetes  or  a 
diabetic  family  history,  and  6 patients  under  thirty 
years  of  age  without  diabetes  or  a diabetic  family 
history. 

Positive  diabetic  reactions  were  seen  in  all  of  the 
12  known  diabetics  and  the  14  brothers  or  sisters 
In  each  group  without  diabetes  or  a diabetic  family 
history,  one  positive  reaction  was  discovered. 


BILE  PERITONITIS  FOLLOWING  LIVER  BIOPSY  WITH  RECOVERY 

Hsiang  Len  Tseng,  M.D.,  New  York  City 
( From  the  Department  of  Medicine , St.  Catherine’s  Hospital ) 


T IVER  needle  biopsy  has  been  gradually  accepted 
and  used  as  an  important  adjunct  method  for 
the  diagnosis  of  liver  diseases  when  the  usual  meth- 
ods including  history,  physical  findings,  and  labora- 
tory tests,  including  liver  function  tests,  and  others 
failed  to  reach  the  diagnosis.  Its  value  in  clinical 
medicine  is  beyond  any  doubt.  However,  not- 
withstanding necessary  precautions,  including 
screening  from  possible  blood  dyscrasias,  prolonged 
prothrombin  time,  prophylactic  administration  of 
vitamin  K,  and  selection  of  route  of  needle  puncture, 
transthoracic  or  abdominal  depending  on  different 
cases,  untoward  reactions  have  been  encountered. 

Gallison  and  Skinner  in  their  report  of  one  case  of 
bile  peritonitis  following  liver  biopsy  have  reviewed 
this  subject  thoroughly,  recording  17  deaths  among 
1,734  biopsies  and  another  3,177  cases  without 
mortality  making  a total  of  4,911  cases.1  The  over- 
all mortality  is  about  0.35  per  cent.  In  16  of  these 
17  cases,  the  primary  cause  of  death  was  uncontrol- 
lable hemorrhage,  and  only  one,  reported  by  Baron, 
resulted  from  peritonitis  secondary  to  intestinal  per- 
foration.2 

In  Gallison  and  Skinner’s  case  bile  peritonitis 
following  liver  biopsy  resulted  in  death,  and  a 
fistula  following  the  needle  burrow  extending  from 
the  subserous  bile  duct  to  the  surface  was  found  at 
autopsy.  Hoffman  and  Rosenthal  recently  re- 
ported another  death  due  to  bile  peritonitis  three 
days  after  liver  biopsy  among  75  cases.3 

Liver  biopsy  has  been  practiced  in  this  hospital 
for  a year  and  half  among  selected  cases.  The  only 
complication  we  encountered  among  36  biopsies 
was  a case  of  bile  peritonitis,  and  the  patient  re- 
covered after  prompt  recognition  and  surgical 
treatment. 

Case  Report 

S.  T.,  a forty-four-year-old  white  male,  was  ad- 
mitted to  St.  Catherine’s  Hospital  on  May  15, 
1950,  with  malaise  and  weakness  for  a week  before 
admission.  On  the  third  day  of  the  disease,  while 
he  was  driving  a truck,  he  vomited  his  lunch,  and 
the  attending  doctor  told  him  that  he  had  jaundice. 
Dark  urine,  enlarged  liver,  and  a fever  of  100  F. 
were  also  found.  On  the  same  day  there  was  mild 
pain  in  the  right  upper  quadrant,  radiating  along 
the  right  costal  margin,  which  persisted  the  next 
four  days.  The  temperature  rose  to  102  to  103  F. 
two  days  before  admission,  and  on  the  evening 
prior  to  admission  he  had  a chill  lasting  for  about 
fifteen  minutes  followed  by  profuse  sweating  for  a 
few  hours.  The  stool  had  been  light  “gray”  and 
urine  dark  in  color  since  the  onset  of  the  present  ill- 
ness. Jaundice  had  been  deeper  day  after  day. 
Appetite  was  poor  with  occasional  vomiting. 

Past  history  revealed  that  the  patient  had  jaun- 
dice when  he  was  seventeen  years  old  which  lasted 
for  several  weeks.  There  was  no  history  of  paren- 
teral medication,  and  the  last  blood  donation  was  six 
years  ago. 

Examination  revealed  a well-nourished,  well-de- 


veloped, and  acutely  ill  white  male  of  stated  age. 
Temperature  was  106  F.  on  admission.  Heme- 
component  was  good.  Both  skin  and  sclerae  showed 
deep  jaundice.  Lungs  and  heart  were  normal. 
Pulse  rate  was  102  per  minute,  regular  sinus 
rhythm  with  good  quality  and  no  dicrotic  character. 
Blood  pressure  was  140/76  mm.  Hg.  Liver  was  two 
fingers  below  right  costal  margin,  sqft  and  nontender. 
There  was  no  mass  or  tenderness  on  abdominal  ex- 
amination. No  spider  hemangioma  or  palmar  ery- 
thema was  seen.  X-ray  of  chest  was  negative. 

Laboratory  findings,  on  admission,  showed  red 
blood  cells  4,600,000  per  cu.  mm.;  hemoglobin  91.7 
per  cent;  white  blood  cells  6,100  per  cu.  mm.  with 
the  following  differential:  stabs  7,  segmented  68, 
lymphocytes  23,  and  monocytes  2 per  cent.  Urine 
examination  showed  2 plus  proteinuria  with  3 to  4 
white  blood  cells,  occasional  red  blood  cells  per  high 
power  field,  and  4 plus  bile  but  no  urobilinogen. 
Stool  was  negative  for  urobilin  but  contained  a 
trace  of  occult  blood.  Sedimentation  rate  was  30 
mm.  at  half-hour  and  45  mm.  at  one-hour  intervals. 

Blood  chemistry  showed  sugar  120,  nonprotein 
nitrogen  34.5,  chloride  600,  cholesterol  180,  and 
cholesterol  ester  40  mg.  per  cent.  Albumin-globu- 
lin ratio  was  2.88:3.02  Gm.  per  cent,  direct  serum 
bilirubin  was  10.2,  and  total  13.8  mg.  per  cent. 
Liver  function  test  showed  thymol  turbidity  7 units, 
alkaline  phosphatase  19.2  King-Armstrong  units, 
cephalin  flocculation  3 plus,  and  prothrombin  time 
80  per  cent  of  normal.  Both  urine  diastase  and 
serum  amylase  were  normal.  Blood  culture  done 
right  after  admission  revealed  pure  culture  of 
Escherichia  coli  which  was  sensitive  to  50  micro- 
grams of  streptomycin  per  cc.  Blood  agglutination 
and  urine  examination  for  leptospirochetes  were 
negative.  He  was  treated  with  forced  fluids,  vi- 
tamins, including  vitamin  K,  penicillin,  and  strepto- 
mycin, 0.5  Gm.  every  six  hours. 

It  was  believed  that  the  patient  was  suffering  from 
ascending  biliary  infection,  i.e.,  obstructive  cholangi- 
tis with  E.  coli  septicemia.  The  temperature  came 
down  to  normal  on  the  sixth  day.  Blood  chemistry 
done  six  days  later  showed  increase  of  both  total 
bilirubin  and  alkaline  phosphatase,  18.6  mg.  per 
cent  and  43  King-Armstrong  units,  respectively. 
Before  the  above  chemistry  report  came  back,  in- 
fectious hepatitis  was  considered  to  be  a possibility 
in  the  differential  diagnosis,  and  liver  biopsy  was 
done  on  May  22,  1950,  by  transthoracic  route  after 
normal  prothrombin,  bleeding,  and  clotting  times 
were  obtained. 

Biopsy  specimen  showed  that  the  liver  was  made 
up  in  most  part  of  dilated  bile  ducts  surrounded  by 
marked  fibrosis  and  mononuclear  leukocytic  in- 
filtration, and  the  few  liver  cells  seen  showed  marked 
biliary  retention  (Fig.  1). 

About  twenty-four  hours  after  the  liver  biopsy, 
the  patient  began  to  have  nausea,  vomiting,  and 
right  upper  quadrant  pain  radiating  to  right  lower 
axilla  which  was  fairly  constant  and  severe.  In  the 
meantime  temperature  began  to  rise,  and  respiratory 
and  pulse  rate  became  more  rapid.  Examination 
revealed  that  the  right  hemidiaphragm  was  ele- 
vated with  liver  dullness  up  to  fourth  rib  at  right 
midclavicular  line  and  the  abdomen  was  distended, 
tympanitic,  and  tender  over  the  right  upper  quad- 
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Fig.  1.  Low  power  to  show  markedly  dilated 
biliary  capillaries,  pericholangitis,  and  few  remain- 
ing liver  cells. 

rant.  Peristalsis  was  absent.  A diagnosis  of  bile 
peritonitis  was  made,  and  patient  was  immediately 
treated  with  Wangensteen  suction,  nothing  by 
mouth,  intravenous  fluid,  and  antibiotics.  The 
fluid  from  Wangensteen  suction  was  negative  for 
both  bile  and  urobilinogen.  The  distention  and 
tympany  became  more  marked,  and  the  patient  ap- 
peared very  toxic  in  the  next  two  days.  Seventy- 
two  hours  after  the  liver  biopsy,  an  exploratory 
laparotomy  was  performed,  and  generalized  bile 
peritonitis  with  paralytic  ileus  and  pockets  of 
purulent  bile  in  the  infrahepatic,  infraphrenic,  para- 
colic, and  pelvic  recesses  was  found.  Liver  was  en- 
larged and  greenish-brown  in  color,  and  the  entire 
extrahepatic  biliary  tree  and  part  of  the  duodenum 
were  involved  in  dense,  subacute,  and  plastic  exu- 
dative adhesions.  The  gallbladder  was  contracted 
with  a thickened  and  indurated  wall.  Two  grape- 
sized stones  were  removed  from  the  gallbladder.  A 
thick-walled  rubber  tube  was  inserted  for  drainage. 

The  patient  ran  a stormy  course  for  the  following 
three  to  four  days  and  then  gradually  recovered  and 
was  discharged  on  June  24,  1950.  The  cholangio- 
gram  done  on  June  13,  1950,  showed  no  obstruc- 
tion, and  the  tube  was  clamped  off  on  June  22, 
1950.  Blood  chemistry  done  shortly  before  dis- 
charge showed  cephalin  flocculation  1 plus,  thymol 
turbidity  1.9  units,  color  index  25.9  units,  and  alka- 
line phosphatase  23.8  King-Armstrong  units.  The 
urobilin  in  stool  was  positive  at  one  time  and  absent 
at  another  time  during  the  whole  hospitalization. 

After  discharge,  the  jaundice  and  elevated  alkaline 
phosphatase  persisted,  and  on  August  10,  1950,  he 
was  readmitted.  The  blood  chemistry  showed  al- 
bumin 2.95  Gm.  and  globulin  3.15  Gm.  per  cent, 
total  cholesterol  313  and  its  ester  178  mg.  per  cent, 
color  index  70  units,  alkaline  phosphatase  15.3 
King-Armstrong  units,  thymol  turbidity  12.8  units, 
and  cephalin  flocculation  3 plus.  Stool  was  nega- 
tive for  urobilin  repeatedly.  He  was  operated  the 
second  time,  and  a common  bile  duct  stone  was  re- 
moved which  explained  the  persistent  jaundice  and 
abnormal  liver  function  tests  after  the  first  opera- 
tion. Patient  made  an  uneventful  recovery  this 
time,  and  three  months  later  jaundice  had  subsided 
entirely  with  liver  function  tests  returned  to  normal. 

Comment 

It  is  evident  from  the  accompanying  photomicro- 
graph that  the  needle  had  entered  one  of  the  greatly 
dilated  biliary  capillaries  resulting  in  continuous 


leakage  of  bile  and  bile  peritonitis  (Fig.  1).  Liver 
biopsy  had  been  practiced  in  the  presence  of  obstruc- 
tive jaundice  as  reported  by  Volwiler  and  Jones, 
Sanes  et  al.,  and  Cogswell  et  al.*~ 6 Recently  Schiff 
claimed  that  in  the  differentiation  of  medical  and 
surgical  jaundice,  liver  biopsies  are  of  much  greater 
value  than  a group  of  commonly  employed  liver 
function  tests  used  individually  or  in  combination.7 
Although  the  low  pressure  of  biliary  secretion,  its 
intermittency,  and  the  natural  tendency  of  closure 
of  any  abnormal  opening  in  the  muscular  body  tube, 
as  suggested  by  Cope,8  would  prevent  any  extravasa- 
tion of  bile  through  a perforation,  it  is  still  possible 
that  the  complete  obstruction  has  raised  the  intra- 
biliary  pressure  to  more  than  300  mm.  of  water, 
causing  dilatation  and  rupture  of  the  intralobular 
and  perilobular  bile  channels,  as  mentioned  by 
Hanger.9  Thus  a continuous  leakage  of  bile  would 
result  when  such  a dilated  and  ruptured  biliary 
channel  has  been  punctured.  This  would  probably 
happen  more  readily  when  an  actual  column,  al- 
though small,  of  liver  is  removed  through  the  punc- 
ture biopsy  needle  (Vim-Silverman),  and  especially 
if  the  tissue  removed  lies  close  to  the  surface. 

When  a case  presents  clear-cut  pictures  of  obstruc- 
tive jaundice  such  as  continuous  rising  of  serum 
bilirubin  and  alkaline  phosphatase  but  otherwise 
normal  liver  function  tests,  including  thymol  tur- 
bidity, cephalin  flocculation,  prothrombin  time, 
albumin-globulin  ratio,  gelatose  test,  and  hippuric 
acid  test,  it  is  very  doubtful  whether  the  liver  biopsy 
would  be  of  much  help  since  it  will  show  greatly  dis- 
tended biliary  capillaries  and  bile  stasis  of  ap- 
parently normal  liver  cells,  no  matter  what  the  cause 
of  the  obstruction  is.  Under  such  circumstances 
x-ray  study,  the  clinical  course,  follow-up  laboratory 
findings,  and,  finally,  exploratory  laparotomy 
would  give  more  accurate  answers  as  to  the  cause  of 
obstruction  in  view  of  the  unavoidable  but  serious 
complication  of  bile  peritonitis.  However,  when 
the  usual  methods,  including  liver  function  tests 
singly  or  as  a group,  fail  to  reach  a diagnosis  be- 
tween obstructive  or  parenchymal  jaundice,  liver 
biopsy  is  definitely  indicated. 

Summary 

1.  A case  of  bile  peritonitis  with  recovery  follow- 
ing liver  biopsy  is  reported. 

2.  Although  liver  biopsy  has  been  practiced 
among  cases  with  obstructive  jaundice,  it  is  felt 
that  whenever  obstruction  is  fairly  certain,  liver 
biopsy  will  not  reveal  the  cause  of  obstruction,  and 
the  danger  of  bile  peritonitis  would  outweigh  its 
value. 
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LOCALIZED  PRETIBIAL  MYXEDEMA 

Isidore  Stein,  M.D.,  and  Philip  R.  Casesa,  M.D.,  Brooklyn,  New  York 

(From  the  Veterans  Administration,  Medical  Department,  Brooklyn  Regional  Office) 


' I '"HE  syndrome  of  the  hyperthyroid  state  as- 
-*■  sociated  with  localized  bilateral  pretibial  myx- 
edema has  been  recognized  as  a clinical  entity  only 
of  late.1,2  The  skin  lesions  appear  in  individuals 
having  past  or  present  hyperthyroidism  and  are  of 
characteristic  appearance.  They  consist  of  ele- 
vated areas  of  thickened  indurated  skin,  well  de- 
marcated from  the  surrounding  normal  skin,  which 
do  not  pit  on  pressure,  are  not  tender,  and  resemble 
the  peel  of  an  orange.  On  section  a white  mucinous 
fluid  exudes.  Extensive  reviews  of  the  subject  have 
been  written  by  Trotter  and  Eden  and  by  Pills- 
bury.3’4  Locally,  an  abnormally  high  concentra- 
tion of  hyaluronic  acid  has  been  found.6  Upon  this 
fact  is  based  the  treatment  with  the  enzyme  hyalu- 
ronidase,  which  is  only  transiently  helpful. 

Desiccated  thyroid  does  not  produce  an  observable 
effect  on  these  lesions.  They  may  undergo  spon- 
taneous regression  after  a few  months  or  years.3’4'6'7 

It  is  postulated  that  the  localized  myxedema,  as 
well  as  the  progressive  exophthalmos,  are  manifes- 
tations of  the  same  underlying  disorder  and  are 
probably  due  to  an  excess  of  thyroid-stimulating 
hormones.8 

Case  Reports 

Case  1. — J.  J.  H.,  a twenty-eight-year-old  male, 
noted  the  onset  of  his  illness  in  1945  with  weakness, 
weight  loss,  protruding  eyes,  swelling  of  the  neck, 
and  rapid  heart  beat.  Following  a thyroidectomy, 
he  felt  better,  regained  his  weight,  and  noted  some 
recession  of  his  exophthalmos.  A year  later  his 
symptoms  recurred,  and  further  thyroid  surgery 
was  performed  in  1947.  Two  years  later,  he  began 
to  notice  localized  swelling  of  his  legs.  Otherwise, 
he  had  been  comparatively  comfortable. 

On  examination,  the  essential  findings  were  as 
follows:  blood  pressure  120/88  mm.  Hg;  pulse  88 
per  minute;  bilateral  exophthalmos  was  evident 
with  positive  Mobius  and  Dalrymple  signs;  no 
tremors  were  manifest;  on  the  anterior  surface  of 
both  legs  were  large  plaques  of  puckered  and  thick- 
ened skin,  well  demarcated  from  the  surrounding 
skin  (Fig.  1). 

The  basal  metabolic  rate  was  minus  24,  and  blood 
cholesterol  447.4  mg.  The  blood  calcium  was  10.95 
mg.  and  phosphorus  3.4  mg.  The  urinalysis  and 
blood  count  were  normal.  The  electrocardiogram 
revealed  low  to  flat  T waves  in  the  standard  and 
unipolar  limb  leads  and  V6.  This  was  interpreted 
as  being  consistent  with  the  diagnosis  of  hypo- 
thyroidism. 

He  was  given  a course  of  hyaluronidase  injections 
(1  to  5 cc.)  into  the  lesions  at  weekly  intervals. 
The  early  response  was  a diminution  in  size  of  the 
lesions,  but  later  there  was  no  appreciable  effect. 
The  treatment  also  had  to  be  discontinued  because 
of  the  pain  with  the  later  injections. 


Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  authors  are  a result 
of  their  own  study  and  do  not  necessarily  reflect  the  opinion 
or  policy  of  the  Veterans  Administration. 


Fig.  1.  Large  plaques  of  puckered,  thickened  skin, 
well  demarcated,  on  the  anterior  surface  of  both  legs. 


Fig.  2.  Large,  nodular,  doughy  purplish  masses  on 
the  anterior  surfaces  of  both  leg. 


Case  2. — J.  B.  D.,  a forty-year-old  white  male, 
complained  of  easy  fatigue,  palpitations,  loss  of 
weight,  and  protruding  eyeballs.  A diagnosis  of 
hyperthyroidism  was  made  and  a thyroidectomy 
performed  in  1944.  Thereafter,  he  gained  weight, 
but  increasing  exophthalmos  was  noted,  as  well  as 
large  lumpy  swellings  on  the  anterior  surface  of  both 
legs. 

On  examination  the  following  were  the  essential 
findings:  The  palms  were  moist  and  warm;  fine 
tremors  of  the  fingers  were  present.  There  was 
marked  exophthalmos  with  positive  Dalrymple  and 
Von  Graefe  signs.  Large,  nodular,  doughy,  purplish 
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, masses,  nontender,  were  observed  on  the  anterior 
surfaces  of  both  legs  (Fig.  2).  The  scar  of  a pre- 
vious thyroidectomy  was  present.  The  heart  rate 
was  74  per  minute. 

Laboratory  studies  included  the  following:  basal 
metabolic  rate  plus  6,  urinalysis  normal.  Hemo- 
globin 18.0  Gm.,  red  blood  cells  5,320,000,  white 
blood  cells  6,000,  with  a differential  consisting  of 
polymorphonuclears  55,  lymphocytes  38,  mono- 
cytes 5,  and  eosinophils  3.  The  erythrocyte  sedi- 
mentation rate  was  20  mm.  per  hour;  the  electro- 
cardiogram was  interpreted  as  being  within  normal 
limits.  The  following  blood  studies  were  performed : 
calcium  11.9,  phosphorus  2.9,  cholesterol  240  mg. 
Liver  function  tests  were  all  normal. 

After  the  first  few  injections  of  hyaluronidase 
locally,  he  failed  to  respond  by  any  decrease  in  the 
size  of  the  lesions,  and  the  treatment  was  abandoned. 

Summary  and  Conclusions 

Two  typical  cases  of  localized  myxedema  and 
exophthalmos  appearing  in  the  post-thyroidectomy 
state  are  reported.  One  patient  was  euthyroid,  and 


the  other  presented  typical  findings  of  hypothyroid- 
ism. The  use  of  hyaluronidase  was  only  temporarily 
beneficial.  The  underlying  etiology  is  apparently 
an  excess  secretion  of  thyroid-stimulating  hormone 
by  the  pituitary  gland. 

35  Ryerson  Street 


We  are  indebted  to  Dr.  Camillo  Locasto,  dermatologist, 
for  his  help  in  the  treatment  of  these  cases,  and  to  Mr.  Sidney 
Shapiro,  Bronx,  Veterans  Administration  Hospital,  for  the 
pictorial  illustrations  used  in  the  preparation  of  this  paper. 
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HUMAN  PINWORM  INFESTATION  SUCCESSFULLY  TREATED  WITH 
TERRAMYCIN  HYDROCHLORIDE 

Harry  J.  Greene,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 

( From  the  Kings  County  Hospital) 


TTERRAMYCIN  hydrochloride  was  instituted  in 

the  following  case  since  it  has  been  shown  by 
Hobby  et  al.  that  the  use  of  terramycin  hydrochloride 
changes  the  intestinal  flora  and  that  this  might  have 
an  effect  on  intestinal  parasites.1  Wells  et  al., 
working  with  mouse  pinworms,  believe  that 
terramycin  stunts  the  growth  of  the  pinworms.2 

Case  Report 

Mrs.  A.  S.,  a forty-one-year-old  multigravida,  was 
seen  on  August  5,  1950,  complaining  of  vulval  and 
anal  pruritis  of  several  weeks  duration.  Examina- 
tion of  the  local  area  revealed  excoriation  and 
weeping  skin.  In  the  folds  of  the  anal  skin  living 
pinworms  were  seen.  The  local  area  was  painted 
with  1 per  cent  gentian  violet,  and  2-grain  tablets  of 
gentian  violet  were  prescribed  orally  three  times  a 
day  for  one  week. 

The  patient  returned  to  her  summer  home,  and 
the  next  time  she  was  seen  was  on  November  15, 
1950.  She  stated  that  she  had  relief  for  several 
weeks  but  soon  noticed  a recurrence  of  her  original 
complaint.  Her  local  doctor  repeated  the  gentian 
violet  therapy  and  again  she  received  only  temporary 


relief.  Laboratory  tests  showed  the  presence  of  ova 
in  her  stools,  and  on  local  examination  living  pin- 
worms were  seen. 

At  this  time  a therapeutic  trial  of  terramycin  was 
offered  to  the  patient.  The  dose  recommended  was 
the  one  in  use  for  other  infections.  Five  hundred 
milligrams  were  given  immediately  and  250  mg. 
every  six  hours  for  five  days.  She  reported  that  she 
was  free  of  her  complaint  at  the  end  of  her  therapy. 
Laboratory  tests  were  negative  for  ova  and  pin- 
worms. There  was  no  reaction  to  this  dose  except 
for  a mild  diarrhea.  Further  tests  on  December  18, 
1950,  and  March  3 and  June  18,  1951,  have  been 
negative  for  ova  and  pinworms. 

The  patient  has  been  well  since  the  terramycin 
hydrochloride  was  administered. 

855  Ocean  Avenue 
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ELECTROSHOCK  IN  HYPERTENSIVE  CARDIOVASCULAR  DISEASE 

Jerome  H.  Schwartz,  M.D.,  and  Albert  H.  Douglas,  M.D.,  F. A. C.P.,  Jamaica,  New  York 

( From  the  Queens  General  Hospital  and  Jamaica  and  Hillside  Hospitals) 


A/fUCII  is  written  concerning  contraindications  to 
electroshock  therapy.  It  has  become  more 
and  more  apparent  that  physical  contraindications 
are  to  be  considered  only  as  a relative  factor  in  the 
final  decision  as  to  the  advisability  of  shock  therapy. 
Where  physical  obstacles  are  present,  the  value  of 
the  electroshock  therapy  must  be  weighed  against 
the  dangers  of  not  giving  it. 

The  following  case  report  is  an  illustration.  Here 
there  are  present  so-called  “contraindications.” 
Yet,  it  was  the  studied  opinion  of  both  writers  that 
notwithstanding  the  risk  involved,  the  successful 
application  of  electroshock  therapy  would  be  a life- 
saving procedure.  And  so  it  proved. 

Case  Report 

M.  I.  T.,  a fifty-six-year-old  white  female,  first 
came  under  the  observation  of  one  of  us  (A.H.D.) 
on  September  17,  1948.  She  had  developed  weak- 
ness of  the  left  side  of  the  face  and  the  left  upper  ex- 
tremity about  an  hour  prior  to  examination.  There 
was  a left  hemiparesis,  a blood  pressure  of  230/160, 
retinal  arteriosclerosis,  and  soft  systolic  blowing 
murmurs  over  the  aortic  area  and  apex.  The  past 
history  included  hypertension  for  at  least  a decade, 
a “stroke”  in  January,  1947,  which  involved  the 
left  side  of  the  body  with  complete  recovery  after 
four  weeks,  a cholecystectomy,  and  radium  for  vag- 
inal bleeding  ten  years  ago. 

The  left  hemiparesis  was  associated  with  a tem- 
perature to  101.2  F.,  and  a diagnosis  of  cerebral 
artery  thrombosis  seemed  probable.  Within  three 
weeks  the  patient  had  recovered  full  use  of  her  lower 
extremity,  but  some  weakness  of  the  left  hand  per- 
sisted and  the  left  Babinski  and  Hoffman  signs  were 
positive.  The  blood  pressure  averaged  200/120, 
although  it  fell  to  a minimum  of  150/100  on  October 
4,  1948.  Complete  laboratory  investigation  during 
November,  1948,  revealed  the  following:  Hemo- 

globin 13.4  Gm.,  red  blood  cells  4,350,000;  white 
blood  cells  6,800,  neutrophils  62  per  cent,  lympho- 
cytes 36  per  cent,  eosinophils  2 per  cent;  Wassermann 
negative;  sedimentation  rate  24  mm.  per  hour; 
blood  sugar  126,  urea  nitrogen  13.5,  cholesterol  228. 
The  urine  showed  a specific  gravity  range  from  1.011 
to  1.015  with  a reversal  of  the  day  and  night  ratio. 
No  sugar,  albumin,  casts,  or  erythrocytes  were  noted. 
The  two-hour  phenolsulfonphthalein  excretion  was 
49.6  per  cent  in  a volume  of  420  cc.  urine.  Basal 
metabolic  rate  was  plus  8 per  cent.  Electrocardio- 
gram on  October  19,  1948,  showed  severe  left  ven- 
tricular strain.  X-ray  of  the  chest  showed  the 
heart  to  be  transverse  in  position  with  a thick  left 
ventricle.  The  aorta  showed  slight  diffuse  widening 
and  increased  density  and  tortuosity.  The  lung 
markings  appeared  normal.  Pelvic  examination 
was  negative  except  for  a small  fibroid  uterus. 

The  patient’s  condition  remained  stationary  until 
December,  1948,  when  she  became  overtalkative, 
irritable,  given  to  crying,  and  developed  delusions  of 
a religious  nature. 

On  January  3,  1949,  she  was  referred  to  one  of  us 
(J.H.S.)  for  psychiatric  consultation  and  treatment. 
At  that  time  she  was  euphoric,  overtalkative,  ex- 
cited, and  grandiose.  At  times  her  euphoria  would 


disappear,  and  she  would  scream  in  pain,  expressing 
delusional  ideas  of  a religious  nature.  Frequently 
her  delusional  ideas  were  grandiose,  and  she  would 
insist  that  she  was  a great  doctor  and  had  great 
knowledge. 

The  patient  was  disoriented  in  all  spheres  and 
showed  defects  in  both  remote  and  recent  memory, 
most  marked  in  the  recent  field.  She  showed 
marked  defects  in  concept  formation. 

Neurologic  examination  revealed  the  following 
positive  findings:  A left  hemiparesis  was  present. 
There  was  marked  retinal  arteriosclerosis.  Tendon 
reflexes  were  bilaterally  increased,  more  marked  on 
the  left.  A left  Hoffman  and  a left  Babinski  sign 
were  present. 

We  decided  to  give  electroshock  therapy  notwith- 
standing her  physical  condition. 

We  planned  to  give  her  her  first  treatment  on 
January  3, 1949,  in  her  home  since  it  was  felt  that  she 
could  be  handled  there  most  easily  if  adequate  nurs- 
ing care  was  obtained.  However,  on  January  3, 
1949,  the  day  planned  for  her  first  shock  treat- 
ment, she  developed  a severe  headache  which  was 
followed  by  vomiting,  stupor,  and  recurrent  left 
hemiplegia.  The  blood  pressure  at  this  time  was 
250/126.  By  January  17,  two  weeks  following  the 
cerebral  incident,  motor  function  had  returned  ex- 
cept for  residual  weakness  of  the  left  hand  which 
was  more  marked  than  previously.  The  delusions 
continued,  and  because  the  excitability  of  the  pa- 
tient seemed  to  be  a serious  threat  to  her  life, 
shock  therapy  was  considered  advisable  despite  the 
serious  organic  disease  present.  The  first  shock 
treatment  was  given  January  17.  Between  Jan- 
uary 17  and  January  24,  the  patient  received  four 
shock  treatments.  Following  her  second  treat- 
ment, she  was  much  quieter,  and  her  pulse 
pressure  had  lessened.  She  was  quite  rational, 
denied  all  trends,  and  had  amnesia  for  her  previously 
expressed  delusional  ideas. 

Shock  therapy  was  interrupted  because  of  a gas- 
trointestinal hemorrhage  with  tarry  stools  on 
January  25.  The  bleeding  became  severe,  and  the 
patient  was  hospitalized  in  shock  on  January  27. 
She  was  given  2,000  cc.  of  blood  by  transfusion. 
Her  blood  pressure  rose  from  imperceptible  levels  to 
110/70,  and  she  was  discharged  on  February  15 
with  a blood  pressure  of  170/110.  At  this  time  she 
was  well  oriented,  emotionally  stable,  and  free  of 
the  delusions  that  had  previously  been  present. 
There  has  been  no  recurrence  of  these  symptoms 
since  electroshock  therapy.  Gastrointestinal  x-rays 
were  negative,  and  the  exact  cause  of  the  bleeding 
could  not  be  accurately  determined,  but  vague 
epigastric  distress  and  tenderness  made  a diagnosis 
of  bleeding  peptic  ulcer  likely.  Electrocardiographic 
tracing  of  January  26,  1949,  taken  after  termination 
of  shock  therapy  showed  marked  improvement  over 
the  former  tracings. 

Since  February,  1949,  the  patient’s  condition  has 
remained  stationary.  Her  blood  pressure  has 
ranged  between  150/96  and  180/120.  Some  weak- 
ness of  the  left  upper  extremity  persists.  However, 
she  has  been  ambulatory,  is  well  adjusted  to  her 
environment,  and  is  entirely  free  of  overt  mental 
symptoms. 

85-26  168th  Street 


750 


FEBRILE  REACTION  TO  INTRAMUSCULAR  MERCUHYDRIN 

Joseph  S.  Feibush,  M.D.,  A.  Lubart,  M.D.,  and  E.  J.  Murphy,  M.D.,  Bronx,  New  York 
( From  the  Second  Medical  Division,  Morrisania  City  Hospital) 


'T’HERE  is  appearing  in  the  medical  literature  an 
"*■  increasing  awareness  of  hypersensitivity  reac- 
tions to  the  widely  used  and  deservedly  popular 
mercurial  diuretics.  The  following  case  of  febrile 
reaction  to  intramuscular  Mercuhydrin  is  reported 
along  with  scratch  tests  and  studies  of  other  mer- 
curials in  the  same  patient.  The  importance  of 
this  type  of  reaction  lies  in  the  fact  that  it  may 
present  a problem  in  differential  diagnosis  as  to  the 
cause  of  the  fever.  Moreover,  it  is  of  the  utmost 
importance  for  the  physician  to  recognize  the  pos- 
sibility of  such  a reaction  since  failure  to  do  so  may 
result  in  harm  to  the  patient. 

Case  Report 

S.  S.,  a sixty-five-year-old  white  woman,  was  ad- 
mitted to  Morrisania  City  Hospital  on  April  30, 
1951,  complaining  of  dyspnea,  orthopnea,  and 
ankle  edema  of  several  months  duration.  She 
denied  ever  having  had  heart  disease  or  hyperten- 
sion and  gave  no  history  of  previous  treatment. 

Physical  examination  revealed  a mildly  dyspneic 
adult,  white  female,  lying  propped  up  in  bed,  well- 
nourished,  with  slightly  cyanotic  lips.  Neck  veins 
were  distended  and  filled  from  below.  Bibasal 
moist  rales  were  present  along  with  decreased 
breath  sounds  at  the  right  base.  The  ventricular 
rate  was  80  per  minute  with  occasional  ventricular 
premature  beats.  A loud  systolic  murmur  was 
audible  over  the  entire  precordium.  The  point  of 
maximal  impulse  was  in  the  sixth  intercostal  space 
at  the  anterior  axillary  line.  The  liver  edge  was 
tender  and  easily  felt  two  fingers  below  the  right 
costal  margin.  Pitting  edema  (2  plus)  extended  up 
both  lower  extremities  to  the  knees.  The  blood 
pressure  was  140/70,  and  her  temperature  was  uor- 
mal.  X-ray  of  the  chest  showed  an  enlarged  heart 
and  obliteration  of  both  costophrenic  sinuses. 
Urinalysis,  blood  Wassermann,  and  blood  urea  nitro- 
gen were  normal. 

With  a diagnosis  of  heart  failure  secondary  to 
arteriosclerotic  heart  disease,  she  received  2 cc.  of 
Mercuhydrin  intramuscularly  daily  for  the  first  five 
days  along  with  bed  rest,  sedation,  and  low  sodium 
diet.  Digitalis  was  added  on  May  4.  The  patient 
improved  rapidly,  and  the  signs  of  heart  failure  be- 
came minimal.  She  was  afebrile  the  first  week. 

On  May  7,  several  hours  after  a 2-cc.  intramuscu- 
lar dose  of  Mercuhydrin,  her  temperature  sud- 
denly spiked  to  103  F.  and  dropped  to  normal  by  the 
next  day.  Physical  examination  and  urinalysis  did 
not  reveal  any  cause  for  the  sudden  febrile  disturb- 
ance. Two  days  later  a similar  rise  in  temperature 
to  102.4  F.,  accompanied  by  a fine  maculopapular 
rash  over  the  trunk  and  extremities,  occurred  under 
identical  circumstances.  A diagnosis  of  febrile  re- 
action to  Mercuhydrin  was  then  suggested  by  one  of 
us  (J.S.F.).  At  this  time  she  was  receiving  no  other 
medication  except  digitalis. 

Accordingly,  a test  dose  of  0.4  cc.  of  intramuscular 
Mercuhydrin  was  given  on  May  11,  and  this  re- 
sulted in  a temperature  response  of  100.4  F.  No 
further  rashes  were  observed,  and  the  patient  tem- 
porarily felt  feverish  only  during  the  febrile  reac- 
tion. When  0.4  cc.  of  Mercuhydrin  was  adminis- 


tered intramuscularly  on  May  14,  the  temperature 
rose  to  100.6  F.  In  between  these  test  doses  of 
mercurials  her  temperature  remained  level. 

No  mercurial  injections  were  given  for  the  suc- 
ceeding week.  Her  temperature  curve  remained 
normal.  On  May  22,  0.4  cc.  of  Salvrgan  was  given 
intramuscularly  without  any  febrile  response.  With 
similar  dose  of  Salyrgan  on  May  24,  again  no  rise 
in  temperature  occurred.  Two  days  later  a sharp 
rise  to  101.2  F.  followed  the  intramuscular  injec- 
tion of  0.5  cc.  of  Mercuhydrin.  A subcutaneous 
test  dose  of  0.4  cc.  of  Thiomerin  on  May  28  resulted 
in  no  febrile  reaction. 

Scratch  tests  with  each  of  the  mercurials  done 
on  June  1 were  negative. 

Comment 

The  case  cited  above  illustrates  the  hyper- 
sensitivity reaction  to  drugs.  After  she  had  been 
able  to  tolerate  five  daily  intramuscular  doses  of 
Mercuhydrin,  the  sixth  injection  resulted  in  a sharp 
febrile  response  and  a fine  maculopapular  rash. 
These  reactions  were  transitory  and  were  not  ac- 
companied by  chills  or  subjective  distress.  It  is  of 
interest  to  note  that  in  between  the  injections  her 
course  was  afebrile.  A test  dose  of  0.4  cc.  resulted 
in  a very  much  diminished  but  definite  febrile  re- 
sponse and  proved  that  the  Mercuhydrin  was  the 
cause  of  the  fever.  While  a similar  response  was  ob- 
tained from  the  use  of  a test  dose  of  Mercuzanthin, 
no  such  reactions  were  observed  when  Salyrgan  or 
Thiomerin  were  injected.  DeGraff  and  Nadler 
pointed  out  that  if  chills  and  fever  resulted  from  a 
mercurial,  a change  in  the  type  of  diuretic  used 
would  eliminate  this  difficulty.1  Meneely  reported 
a case  of  chills  and  fever  resulting  from  intramuscu- 
lar injection  of  0.5  cc.  of  Salyrgan.2  Kline  and 
Seymour  observed  two  patients  in  whom  intrave- 
nous Mercuzanthin  resulted  in  chills  and  fever.3 
In  their  cases,  as  in  ours,  two  to  five  injections  had 
been  administered  previously  without  reaction. 
Higgins  recorded  a case  in  which  1 cc.  of  intra- 
muscular Mercuzanthin  caused  chills,  fever,  dysp- 
nea, and  collapse,  followed  by  recovery.4 

While  the  scratch  tests  of  all  four  mercurials 
tested  were  negative  in  our  case,  Gottlieb  strongly 
recommended  their  use  as  being  of  considerable 
value.5  Careful  clinical  study  of  each  patient  and 
awareness  of  the  physician  that  hypersensitive  re- 
actions to  these  drugs  may  not  be  too  uncommon 
are,  we  feel,  of  greater  importance. 

Summary 

A case  of  febrile  reaction  from  intramuscular 
Mercuhydrin  and  Mercuzanthin  is  reported  in 
which  no  reactions  were  observed  following  the  use 
of  Salyrgan  and  Thiomerin.  Scratch  tests  of  these 
four  mercurial  diuretics  were  negative.  With  the 
administration  of  these  agents  physicians  should  be 
increasingly  aware  of  unusual  reactions  from  their 
intramuscular  as  well  as  intravenous  use. 
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ANGINA  DECUBITUS  WITH  ELECTROCARDIOGRAPHIC  CHANGES  IN 
FRIEDREICH’S  ATAXIA 

Herman  Steinberg,  M.D.,  Jamaica,  New  York 

( From  the  Department  of  Medicine,  Queens  General  Hospital ) 


nr  HE  cardiac  manifestations  of  Friedreich’s 
■*"  ataxia,  although  occasionally  referred  to  in  the 
literature  since  1887,  are  little  known  concomitants 
of  a predominantly  neurologic  disease.1  Both 
congestive  heart  failure  and  angina  pectoris  have 
been  reported.2'3  The  electrocardiographic  ab- 
normalities include  QRS,  ST,  and  T wave 
changes.2,4'5  The  most  common  abnormality  found 
by  Evans  and  Wright  in  their  study  of  38  patients 
with  Friedreich’s  ataxia,  12  of  whom  had  abnormal 
electrocardiograms,  was  T wave  inversion.4  Elec- 
trocardiographic changes  in  Friedreich’s  ataxia  have 
also  been  described  in  the  absence  of  cardiac  symp- 
toms.2'5 

Recently  we  were  able  to  study  a case  of  Fried- 
reich’s ataxia  in  which  the  chief  cardiac  symptom 
was  severe,  intractable  angina  decubitus  associated 
with  marked  T wave  changes  in  all  leads  except 
Vi  and  aVR. 

Case  Report 

C.  M.,  a fifty-year-old  white  widow,  was  admitted 
to  the  Queens  General  Hospital  because  her  family 
could  no  longer  give  her  the  nursing  care  that  she 
had  required  for  twenty-seven  years  of  continuous 
confinement  to  bed.  At  the  age  of  twenty-three, 
following  the  birth  of  her  only  child,  the  patient  sud- 
denly developed  marked  bilateral  lower  extremity 
weakness  and  could  not  walk.  She  had  been  con- 
fined to  bed  ever  since.  Her  neurologic  status  re- 
mained stationary  until  ten  years  ago  when  she  be- 
came partially  deaf.  Seven  years  prior  to  admis- 
sion she  developed  bilateral  upper  extremity  paresis 
associated  with  a marked  intention  tremor.  Two 
years  prior  to  admission  she  developed  a “thick 
tongue”  and  since  then  has  had  difficulty  in  talking. 
One  year  prior  to  admission  she  noticed  an  inability 
to  “keep  my  eyes  still.”  At  about  the  same  time 
she  developed  intermittent  episodes  of  severe  sub- 
sternal  pain  occasionally  associated  with  shortness 
of  breath.  These  episodes  occurred  both  during  the 
day  and  night  as  she  lay  in  bed  and  did  not  seem  to 
be  associated  with  the  exertional  activities  of  a bed- 
ridden patient,  such  as  eating  (she  had  to  be  fed) 
and  the  use  of  the  bed  pan.  As  far  as  could  be  de- 
termined, her  course  over  a period  of  twenty-seven 
years  had  been  a slowly  progressive  one  and  not 
marked  by  exacerbations  and  remissions.  There 
was  no  history  of  neurologic  disease  in  her  family. 

Physical  examination  revealed  a well-developed, 
well-nourished  female,  hung  comfortably  flat  in  bed, 
who  spoke  with  an  intermittently  explosive  speech. 
Blood  pressure  was  154/88,  pulse  100  and  regular, 
and  respirations  18.  Temperature  was  98.6  F. 


Color  was  good.  No  neck  vein  distention  was  evi- 
dent. The  lungs  were  clear.  The  heart  seemed 
slightly  enlarged  to  the  left  on  percussion.  Heart 
tones  were  good.  No  murmurs  were  heard.  Moder- 
ate dorsal  kyphoscoliosis  was  present.  Liver  was 
not  palpable,  and  no  dependent  edema  was  present. 
The  neurologic  findings  included  marked  intention 
tremor,  scanning  speech,  partial  deafness,  absence 
of  nystagmus,  absent  deep  tendon  reflexes  in  the 
lower  extremities  and  diminished  ones  in  the  arms, 
absent  abdominal  reflexes  in  all  four  quadrants, 
positive  Babinski  reflexes  bilaterally,  intact  pain 
sensibility,  absent  vibratory  sense  in  both  lower 
extremities,  bilateral  pes  cavus  deformity,  and 
normal  fundi. 

Laboratory  data  were  as  follows:  Urine  examina- 
tion and  blood  count  were  normal;  Mazzini  nega- 
tive; fasting  blood  sugar  110  mg.  per  cent;  blood 
urea  nitrogen  14  mg.  per  cent.  Spinal  tap  revealed 
normal  dynamics,  no  cells,  and  normal  chemistries. 
Chest  roentgenogram  confirmed  the  presence  of 
kyphoscoliosis  and  revealed  a slightly  enlarged  heart 
in  the  region  of  the  left  ventricle. 

The  patient  was  observed  in  the  hospital  for  a 
period  of  six  months,  during  which  time  she  was  con- 
fined to  bed  continuously.  Her  neurologic  status 
remained  stationary.  Her  main  complaint  was  ref- 
erable to  frequent  attacks  of  substernal  pain  oc- 
casionally followed  by  dyspnea.  These  episodes 
occurred  mostly  during  the  night  and  were  seemingly 
unrelated  to  such  activities  as  use  of  the  bed  pan, 
eating,  and  changing  of  the  bed  linen.  The  episodes 
of  angina  were  remittent,  the  periods  of  remis- 
sion lasting  at  most  only  a few  days.  The  anginal 
episodes  were  occasionally  alleviated  somewhat  by 
sublingual  nitroglycerine,  but  on  occasion  the  at- 
tacks would  last  for  two  to  three  hours  and  require 
demerol.  During  such  periods  she  was  carefully 
observed  for  evidence  of  myocardial  infarction. 
However,  at  no  time  did  she  run  a fever  (except  un- 
related to  attacks  of  substernal  pain  during  an  upper 
respiratory  infection),  have  a leukocytosis,  or  show 
serial  electrocardiographic  changes. 

During  her  hospital  stay  eight  multiple-lead  elec- 
trocardiograms were  recorded.  Three  of  these  are 
reproduced  in  Fig.  1 . The  admission  tracing  showed 
T wave  inversion  in  all  leads  except  leads  III  and 
V2,  in  which  the  T wave  was  biphasic,  and  lead  aVR . 
in  which  the  T waves  were  upright  (Fig.  1A). 
Questionably  significant  Q waves  were  present  in 
leads  1 and  aVL,  conceivably  indicative  of  an  old 
anterolateral  wall  infarction.  No  ST  changes  were 
present.  The  interpretation  was  that  of  severe 
myocardial  ischemia,  such  as  is  seen  in  coronary 
artery  disease;  an  old  anterolateral  infarction  could 
not  be  ruled  out.  All  seven  subsequent  electro- 
cardiograms showed  only  minor  QRS  and  T wave 
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1 changes  in  the  chest  leads  that  can  be  explained  by 
slight  variations  in  placement  of  the  exploring  elec- 
trode (Fig.  IB  and  1C).  There  was  no  electrocar- 
diographic evidence  of  recent  myocardial  infarction. 

At  no  time  did  the  patient  show  evidence  of  con- 
gestive heart  failure.  Dyspnea,  when  it  occurred, 
always  followed  chest  pain,  and  at  such  times  the 
lung  bases  were  always  free  of  rales.  The  patient 
never  developed  dependent  edema  or  venous  disten- 
tion. Digitalization,  low-salt  diet,  and  the  adminis- 
tration of  semiweekly  mercurials  failed  to  prevent 
the  anginal  episodes.  After  six  months  of  hospital- 
ization in  the  Queens  General  Hospital,  she  was 
transferred  to  the  neurologic  service  at  the  Goldwater 
Memorial  Hospital  where  the  diagnosis  of  Fried- 
reich’s ataxia  was  concurred  in  by  Dr.  B.  Dattner. 

I 

Comment 

The  occurrence  of  severe  angina  decubitus 
in  a fifty-year-old  woman  with  no  history  of 
hypertension  or  diabetes  and  no  evidence  of  con- 
gestive heart  failure  is  unusual.  In  the  presence  of 
Friedreich’s  ataxia  and  in  the  light  of  the  known 
cardiac  manifestations  of  Friedreich’s  ataxia,  it  is 
reasonable  to  conclude  that  the  angina  is  related 
to  the  neurologic  disease.  Although  angina  pec- 
toris has  been  reported  previously  as  occurring  in 
Friedreich’s  ataxia,  the  presence  of  severe  angina 
decubitus  renders  this  case  notable. 

The  presence  of  possibly  significant  Qi  and  QaVL 
waves  in  all  eight  tracings  over  a seven-month 
period  raises  the  question  of  old  anterolateral  in- 
farction. In  this  regard  the  comment  of  Flipse 
et  at.  is  pertinent:  “Great  emphasis  has  been  placed 
on  the  occasional  finding  of  a Q1T1  or  Q3T3  pattern 
simulating  that  found  with  anterior  and  posterior 
myocardial  infarction,  respectively ... . However, 
when  studies  with  multiple  precordial  leads  were 
made,  evidence  of  a local  myocardial  lesion  was 
always  lacking.”5  It  is  significant  that  in  our  case 
lead  V5  shows  the  absence  of  a significant  Q wave. 
Furthermore,  it  would  seem  that  if  our  patient  had 
suffered  from  an  old  anterolateral  wall  infarction 
and  her  subsequent  anginal  attacks  were  on  the 
basis  of  coronary  atherosclerosis,  the  great  frequency 
and  severity  of  her  angina  over  a six-month  period 
would  have  induced  some  degree  of  change  in  the 
ventricular  complex  during  the  time  covered  by  the 
electrocardiographic  study.  An  examination  of  all 
eight  electrocardiograms  taken  during  the  patient’s 
hospital  stay  reveals  that  no  such  change  took  place; 
representative  tracings  are  reproduced  in  Fig.  1. 

Although  the  pathologic  material  is  meager,  the 
1 cardiac  lesion  in  Friedreich’s  ataxia  is  described  as  a 
! chronic  interstitial  myocarditis  and  interstitial 
fibrosis  with  hypertrophy  of  remaining  muscle 
fibers.2’6  Of  five  autopsied  cases  in  which  the 
reports  were  available,  four  (three  of  Russel’s  and 
one  of  Manning’s)  showed  both  interstitial  myo- 
carditis and  marked  cardiac  hypertrophy;  and  one 

' (Russel)  showed  merely  interstitial  myocarditis.6,2 
In  none  of  these  cases  were  the  coronary  arteries 
abnormal.  Lautry  and  de  Balsac  confirmed  the 
absence  of  coronary  artery  disease  in  a case  of 
Friedreich’s  ataxia  with  cardiac  manifestations  by 
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Fig.  1.  (A)  Admission  electrocardiogram  taken 

October  5,  1950.  Note  T wave  inversion  in  leads 
I,  II,  aVL,  aVF,  Vs,  and  V4;  biphasic  T waves  in 
leads  III  and  V2;  upright  T wave  in  aVR.  Border- 
line Q waves  are  seen  in  leads  I and  aVL. 

(B)  Electrocardiogram  taken  November  27,  1950. 
No  change  from  previous  tracing. 

(C)  Electrocardiogram  taken  February  19,  1951. 
No  change  from  previous  tracings. 

(Note:  This  is  a retouched  photograph;  small 
white  dots  mark  the  Q,  R,  and/or  S of  the  QRS 
complex. ) 


the  injection  of  radiopaque  material.7  The  absence 
of  coronary  disease  in  the  presence  of  angina  raises 
some  very  pertinent  questions  concerning  the 
mechanism  of  cardiac  pain.  It  is  interesting  that 
our  patient  occasionally  obtained  partial  relief  with 
nitroglycerine,  a coronary  artery  dilator. 

Summary 

An  unusual  case  of  Friedreich’s  ataxia  with  cardiac 
manifestations  (intractable  angina  decubitus  and 
cardiac  hypertrophy)  is  reported. 
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DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to  May 
16,  1952,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 

ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  30 


146th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
May  12  to  May  16,  1952 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  (>/)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Itoom  and  Bath  for  one — per  day 

$ 5.00D 
6.500 
8.00Q 

$ 5.500 
7.00Q 
8.50Q 

$ 6.00Q 
7.50Q 
9.000 

Double-Bed  Room  with  Bath  for  two — 
per  day 

O 00 

o o 
o o 

□□ 

8.500 

10.500 

9.000 

ii.ooq 

9.50Q 

11.500 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

9.000 

noon 

9.500 

11.500 

□ □ 

o o 
o o 

O <M 

10.500 

13.000 

Suite — Living  Room,  Bed  Room,  and  Bath 

20.000 

22.00Q 

25.000 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.50  per  day. 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 

754 


MEDICAL  NEWS 


Progress  of  Hospital  Construction  in  New  York  State 


THE  Division  of  Hospital  Facilities  of  the  Federal 
Security  Administration  has  reported  that, 
as  of  January  31,  1952,  one  new  project  has  been 
approved  for  construction  in  New  York  State  under 
the  Hill-Burton  grants  for  hospitals.  This  is  the 
addition  of  250  beds  to  the  Rochester  General  Hos- 
pital, Rochester,  at  a total  cost  of  $4,000,000,  of 
which  the  Federal  share,  under  the  Hill-Burton  Act, 
will  be  $1,306,666. 

Status  of  all  Hill-Burton  hospital  construction  in 
New  York  State,  including  the  above,  is  as  follows: 
Completed  and  in  Operation. — Thirty-seven  proj- 
ects at  a total  cost  of  $27,443,323  are  now  com- 

MEDICALLY 

U.S.  Air  Force  Offers  Commissions — The  United 
States  Air  Force  has  announced  a program  whereby 
commissions  will  be  offered  to  young  men  and  wo- 
men practicing  in  all  fields  of  medicine  and  in  all 
allied  specialized  vocations.  The  list  of  vocations 
includes  doctors  of  preventive  medicine,  gastro- 
enterologists, obstetricians,  gynecologists,  allergists, 
anesthesiologists,  ophthalmologists,  otorhinolaryn- 
gologists,  neurologists,  internists,  general  and  ortho- 
pedic surgeons,  radiologists,  oral  surgeons,  periodon- 
tists, prosthodontists,  medical  supply  and  medical 
equipment  maintenance  specialists,  sanitary  engi- 
neers, clinical  laboratory  technicians,  general  duty 
and  anesthetist  nurses,  dietitians,  and  physical 
therapists. 

Each  classification  has  a different  set  of  require- 
ments for  each  grade  from  second  lieutenant  through 
the  higher  grades.  The  First  Air  Force  has  set  up 
| clerical  facilities  for  answering  promptly  all  queries 
concerning  these  commissions.  Inquiries  should  be 
directed  to  the  Air  Surgeon,  Headquarters,  First 
Air  Force,  Mitchel  Air  Force  Base,  New  York. 

State  Education  Department  Openings — The 

I State  Education  Department  has  announced  two 
openings  in  Albany  at  a starting  salary  of  $6,449  for 
j doctors  with  experience  as  school  physicians  and 
knowledge  of  school  health  service  programs.  The 
positions,  for  senior  supervisors  of  school  medical 
! service,  pay  salaries  up  to  $7,804  after  five  years  of 
' service.  The  State  Civil  Service  Department  is  now 
accepting  applications  from  any  qualified  citizen 
1 of  the  United  States.  Applicants  must  have  or  be 
' eligible  for  a New  York  State  license  to  practice 
medicine  and  also  need  two  years  of  experience  in  the 
| practice  of  medicine,  including  service  as  a school 
physician. 


pleted  and  in  operation  in  the  State.  These  are 
supplying  1,674  additional  beds.  The  Federal  con- 
tributions for  these  projects  was  $8,690,569. 

Under  Construction. — Twenty-three  projects,  de- 
signed to  supply  1,491  additional  hospital  beds,  are 
now  under  construction  in  the  State.  Total  cost  of 
these  projects  will  be  $24,188,513,  of  which  the 
Federal  contribution  will  be  $7,359,106. 

Approved,  But  Not  Yet  Under  Construction. — Nine 
projects,  designed  to  supply  610  additional  hospital 
beds,  have  been  approved  but  are  not  yet  under 
construction.  These  will  cost  $14,906,700,  including 
a Federal  contribution  of  $4,104,861. 

SPEAKING— 

Further  information  may  be  secured  from  the 
State  Department  of  Civil  Service,  State  Office 
Building,  Albany.  Applications  will  be  accepted 
for  an  indefinite  period. 

Dr.  Wallace  in  New  Post — Dr.  Helen  M.  Wallace, 

New  York  City,  has  been  named  director  of  the 
City  Department  of  Health’s  newly  organized 
Bureau  for  Handicapped  Children,  Dr.  John  F. 
Mahoney,  commissioner  of  health,  announced  re- 
cently. Dr.  Wallace,  who  joined  the  Health  Depart- 
ment in  1943,  has  served  as  health  officer,  director 
of  the  Emergency  Maternity  and  Infant  Care  Pro- 
gram, and  most  recently  as  chief  of  the  Maternity 
and  Newborn  Division. 

On  Lecture  Tour  in  Israel — Dr.  Henry  C.  Falk, 
director  of  gynecology  and  obstetrics,  Beth  Israel 
Hospital,  and  clinical  professor  of  gynecology,  New 
York  University  Post-Graduate  School  of  Medicine, 
New  York  City,  left  on  February  15  for  a six-weeks 
tour  of  the  network  of  hospitals  in  Israel  run  by 
Hadassah,  the  Women’s  Zionist  Organization  of 
America.  Dr.  Falk  will  lecture  to  the  Jerusalem 
Medical  Society  and  will  perform  operations  at  the 
Hebrew  University-Hadassah  Medical  School  and 
other  hospitals  in  Israel. 

To  Give  Memorial  Lecture — Dr.  Sidney  Farber> 
professor  of  pathology,  Harvard  Medical  School, 
and  scientific  director,  Children’s  Cancer  Research 
Foundation,  will  give  the  Edward  Gamaliel  Jane- 
way Lecture  on  Monday,  March  31,  at  8:30  p.m. 
in  the  Blumenthal  Auditorium,  Mount  Sinai  Hos- 
pital. The  subject  of  the  memorial  lecture,  which 
is  sponsored  by  the  board  of  trustees  and  the  medical 
staff  of  Mount  Sinai  Hospital,  will  be  “Current  Re- 
search in  the  Chemotherapy  of  Cancer.” 


MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

At  the  regular  meeting  of  the  Eastern  New  York 
Eye,  Ear,  Nose  and  Throat  Association,  held  Febru- 


ary 7 in  Troy,  Dr.  E.  Martin  Freund,  Albany, 
spoke  on  “Sinusitis  in  Children  and  Infants,”  and 
Dr.  Hugh  G.  Anderson,  Troy,  spoke  on  “The  Com- 
parative Methods  and  Analysis  of  Results  of  Cata- 
ract Extractions.” 
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Broome  County  Medical  Society 

A clinical  teaching  day,  sponsored  by  the  Broome 
County  Medical  Society  and  the  Broome  County 
Academy  of  General  Practice,  was  held  February  27 
at  the  Wilson  Memorial  Hospital,  Johnson  City. 

At  the  afternoon  session,  with  Dr.  B.  L.  Mat- 
thews, president  of  the  Broome  County  Medical 
Society,  presiding,  three  papers  were  presented. 
These  included:  “Practical  Applications  of  Endo- 
crinology in  Gynecology,”  Dr.  George  P.  Heckel, 
assistant  professor  of  obstetrics  and  gynecology, 
University'  of  Rochester  School  of  Medicine  and 


Dentistry;  “Coronary  Disease  and  Angina  Pec- 
toris,” Dr.  Milton  Plotz,  associate  professor  of  clini- 
cal medicine,  State  University'  of  New  York  College 
of  Medicine  at  New  York,  and  “Present-day  Treat- 
ment of  Arthritis,  Including  ACTH  and  Cortisone,” 
Dr.  L.  Maxwell  Lockie,  professor  of  therapeutics, 
University  of  Buffalo  School  of  Medicine. 

At  the  evening  session,  with  Dr.  L.  J.  Danish, 
president  of  the  Broome  County'  Academy  of  Gen- 
eral Practice,  presiding,  Dr.  Edward  Tolstoi,  as- 
sociate professor  of  medicine,  Cornell  University- 
Medical  College,  spoke  on  ’’Diabetes.” 


FUTURE 


Pediatric  Section,  Kings  County  Medical  Society 

A meeting  of  the  Pediatric  Section  of  the  Kings 
County  Medical  Society  will  be  held  Monday-  night, 
March  24,  at  8:30  p.m.  at  the  Medical  Society  Build- 
ing, Brooklyn.  Dr.  Ernest  E.  Arnheim  will  speak  on 
“Emergencies  in  Infancy  and  Childhood.”  Dr. 
Irwin  Siris  and  Dr.  Charles  D.  Ripstein  will  be  the 
discussants. 

Kings  County  Radiological  Society 

At  the  next  meeting  of  the  Kings  County  Radio- 
logical Society,  to  be  held  Thursday,  March  27,  Dr. 
Jacob  Buckstein  will  speak  on  “Tumors  of  the 
Duodenum,  Jejunum,  and  Ileum.” 

Empire  Association  of  Medical  Technologists 

The  Empire  Association  of  Medical  Technologists 
will  hold  its  annual  convention  on  March  27,  28, 
and  29  at  the  Hotel  Syracuse,  Syracuse.  Leading 
men  in  various  branches  of  medicine  have  been 
invited  to  attend.  There  will  be  a round  table  dis- 
cussion with  Dr.  Herman  J.  Dick,  St.  Joseph’s  Hos- 
pital, Syracuse,  as  moderator.  The  topic  will  be 
“The  Place  of  the  Medical  Technologist  in  the  Hos- 
pital Team.” 

Pan-American  Medical  Association 

At  a meeting  of  the  Pan-American  Medical  As- 
sociation, to  be  held  Monday,  March  31,  at  8:45 
p.m.,  at  the  Kings  County  Medical  Society  build- 
ing, Brooklyn,  Dr.  John  J.  Levbarg,  New  York  City, 
will  speak  on  “How  To  Relax  with  Hypnotism.” 

American  College  of  Allergists 

The  annual  meeting  of  the  American  College  of 
Allergists  will  be  held  April  7,  8,  and  9 at  the  William 


Penn  Hotel,  Pittsburgh,  Pennsy-lvania.  In  addition 
to  addresses  on  general  topics  and  special  scientific- 
investigations,  there  will  be  round  tables  at  lunch- 
eons and  sectional  meetings  devoted  exclusively  to 
the  psy-chosomatic  aspects  of  the  allergic  patient, 
allergy  in  infants  and  children,  and  allergic  mani- 
festations in  the  skin.  An  innovation  for  meetings 
of  allergists  will  be  a session  devoted  to  the  problems 
of  the  allergic  patient  as  met  in  modern  industrial 
medicine. 

Alumni  Association,  Long  Island  College  of 
Medicine 

The  annual  Alumni  Day  of  the  Long  Island  Col- 
lege of  Medicine  and  the  State  University  of  New 
York  College  of  Medicine  at  New  York  will  be  held 
on  Saturday,  April  26.  There  will  be  a scientific 
session  at  Polhemus  Clinical  Hall  followed  by  the 
annual  business  meeting.  The  annual  dinner  will 
be  held  at  7:00  p.m.  at  the  Columbus  Club,  Brook- 
lyn. 

American  College  of  Chest  Physicians 

The  eighteenth  annual  meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Congress  Hotel,  Chicago,  Illinois,  June  5 through 
June  8.  A scientific  program  covering  all  recent  de- 
velopments in  the  treatment  of  heart  and  lung  dis- 
ease is  being  arranged. 

The  Board  of  Examiners  of  the  American  College 
of  Chest  Phy-sicians  announces  that  the  next  oral 
and  written  examinations  for  fellowship  will  be 
held  in  Chicago  on  June  5,  1952.  Candidates  for 
fellowship  in  the  College  who  wish  to  take  the  ex- 
aminations should  contact  the  executive  secretary-, 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 


PERSONALITIES 


Awarded 

Dr.  Melvin  Jahss,  Hospital  for  Joint  Diseases, 
New  York  City,  the  gold  medal  award  of  the  Ameri- 
can Academy  of  Orthopedic  Surgeons  for  an  exhibit 
on  treatment  of  “Epiphyseolysis”  . . . Dr. 

Frederick  Lee  Liebolt,  associate  professor  of  clinical 
surgery  (orthopedics),  New  York  Hospital-Cornel] 
Medical  Center,  the  gold  medal  of  the  American 
Academy  of  Orthopedic  Surgeons  for  an  exhibit 
entitled  “Injuries  to  the  Menisci  of  the  Knee  Joint.” 

Elected 

Dr.  Harold  L.  Gokey,  Alexandria  Bay,  as  presi- 
dent of  the  medical  staff  of  the  North  Country 
Hospitals. 


Speakers 

Dr.  Jan  Ehrenwald,  Kings  County-  Hospital, 
Brookly-n,  on  “The  Psychodynamics  of  Telepathy 
and  Related  Phenomena”  at  a meeting  of  the  staff 
of  the  Veterans  Administration  Hospital,  Northport, 
Long  Island,  February  12  . . . Dr.  G.  Gomori,  profes- 
sor of  medicine,  University  of  Chicago,  on  “Histo- 
chemistry- of  Enzy-mes”  as  the  annual  Isidore  Fries- 
ner  Lecture  at  the  Mount  Sinai  Hospital,  New  York 
City,  on  March  7 . . . Dr.  R.  Levine,  Department  of 
Physiology-,  University  of  Chicago,  on  “Recent 
Experiences  in  the  Use  of  Cortisone  and  ACTH” 
at  a meeting  of  the  Post-Graduate  Alumni  Allergy- 
Society  of  the  New  York  Post-Graduate  Medical 
School  on  February-  17, 
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Spencer  Burnham  Caldwell,  M.D.,  of  Baldwin, 
Long  Island,  died  on  February  9 at  his  home  at  the 
age  of  fifty-four.  Dr.  Caldwell  received  his  medical 
degree  from  the  University  of  Vermont  in  1921  and 
was  on  the  staff  of  the  South  Nassau  Communities 
Hospital  at  Rockville  Centre.  He  was  a member  of 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francis  Dana  Coman,  M.D.,  of  New  York  City, 
died  on  January  28  at  Fort  Churchill  in  Manitoba 
Province,  Canada,  while  on  a mission  at  the  Canad- 
ian-United States  test  and  development  station. 
He  was  fifty-six.  Dr.  Coman  received  his  medical 
degree  from  Johns  Hopkins  University  in  1924  and 
served  as  a member  of  the  faculty  there  until  1939. 
An  authority  on  Arctic  physiology,  Dr.  Coman  was 
assistant  surgeon  with  Sir  Wilfred  Grenfell  in  Labra- 
dor in  1922-1923,  medical  director  of  the  expedition 
to  the  Antarctic  in  1928-1930  led  by  Rear  Admiral 
Richard  E.  Byrd,  and  also  accompanied  the  Ells- 
worth Trans-Arctic  Expedition  in  1934-1935.  Dur- 
ing World  War  I,  Dr.  Coman  served  with  the  French 
Infantry  and  received  the  Croix  de  Guerre,  and 
during  World  War  II  he  was  consultant  to  the  War 
Production  Board  and  to  the  office  of  the  Quarter- 
master General. 

A president  of  the  American  Polar  Society,  Dr. 
Coman  was  a member  of  the  American  Public 
Health  Association  and  the  American  Association  of 
Anatomists. 

Joseph  Girsdansky,  M.D.,  of  New  York  City, 
died  on  February  14  while  vacationing  at  Boothbay 
Harbor,  Maine,  at  the  age  of  sixty-two.  Dr.  Girs- 
dansky received  his  medical  degree  from  the  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1911.  During  World  War  I he  served  as  a 
major  in  the  U.S.  Army  Medical  Corps.  He  was 
consulting  surgeon  at  Gouverneur  Hospital.  A Fel- 
low of  the  American  College  of  Surgeons,  Dr. 
Girsdansky  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Bernard  Norman  Gottlieb,  M.D.,  of  Brooklyn, 
died  on  January  30  at  Mount  Sinai  Hospital,  New 
York  City,  at  the  age  of  fifty-two.  Dr.  Gottlieb 
received  his  medical  degree  from  the  Medical  Col- 
lege of  Virginia  in  1925.  He  was  director  of  ear, 
nose,  and  throat  service  at  Cumberland  Hospital, 
chief  otolaryngologist  at  Ocean  Hill  Memorial 
Hospital,  and  associate  attending  otolaryngologist  at 
Prospect  Heights  Hospital.  A Diplomate  of  the 
American  Board  of  Otolaryngology  and  a Diplomate 
of  the  International  Board  of  Surgery,  Dr.  Gottlieb 
was  a Fellow  of  the  International  College  of  Sur- 
geons and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York 
Rhino-Otolaryngological  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Robert  K.  Grove,  M.D.,  of  Buffalo,  died  on  Octo- 
ber 30,  1951,  at  the  age  of  seventy-six.  Dr.  Grove 
was  graduated  from  the  Cornell  University  Medical 
College  in  1899. 

Norman  L.  Hawkins,  M.D.,  of  Watertown,  died 
on  January  31  at  the  House  of  the  Good  Samaritan 
at  the  age  of  seventy.  Dr.  Hawkins  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1902  and  practiced  in  Watertown 
for  forty-five  years  until  his  retirement  in  1950. 
During  World  War  I he  served  with  the  U.S.  Army 
Medical  Corps  at  Fort  Oglethorpe,  Georgia,  and 
Camp  Upton,  Long  Island.  Dr.  Hawkins  had  been 
chief  of  pediatrics  at  the  House  of  the  Good  Samari- 
tan and  the  Mercy  Hospital,  both  in  Watertown, 
and  had  served  as  chairman  of  the  Section  on  Pedi- 
atrics of  the  Medical  Society  of  the  State  of  New 
York. 

A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Hawkins  was  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Stuart  Dodge  Jessup,  M.D.,  of  New  A'ork 
City,  died  on  February  2 in  Detroit,  Michigan,  at 
the  age  of  eighty-two.  Dr.  Jessup  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1894  and  interned  at  St.  Luke’s 
Hospital,  New  York  City.  He  was  appointed  as- 
sistant professor  of  clinical  pathology  at  Columbia 
in  1929.  Dr.  Jessup  was  attending  pathologist  at 
the  New  York  Eye  and  Ear  Infirmary  and  consulting 
pathologist  at  St.  Luke’s  Hospital.  A Diplomate 
of  the  American  Board  of  Pathology,  Dr.  Jessup  was 
a member  of  the  American  College  of  Pathologists, 
the  New  York  Pathological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

David  Frederick  Kelly,  M.D.,  of  Tarrytown,  died 
on  February  16  in  the  Tarrytown  Hospital  at  the 
age  of  eighty-six.  Dr.  Kelly  received  his  medical 
degree  from  the  New  York  University  Medical 
School  in  1892  and  retired  from  medical  practice 
in  1906  to  become  a mathematics  teacher  in  the 
New  York  City  schools. 

Henry  Harrison  Lewis,  M.D.,  of  Buffalo,  died  on 
January  15  in  the  Deaconess  Hospital  at  the  age  of 
fifty-seven.  Dr.  Lewis  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1918 
and  interned  at  the  General  Hospital  in  Kansas  City, 
Missouri. 

John  Wellington  Mambert,  M.D.,  of  Hudson, 
died  on  January  24  at  the  Columbia  Memorial 
Hospital  at  the  age  of  sixty-eight.  Dr.  Mambert 
was  graduated  from  the  Albany  Medical  College  in 
1913  and  served  during  World  War  I as  a lieutenant 
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in  the  U.S.  Army  Medical  Corps.  Dr.  Mambert  was 
senior  attending  obstetrician  at  the  City  Hospital, 
Hudson,  and  consulting  obstetrician  at  the  Memor- 
ial Hospital,  Catskill.  He  was  a member  of  the 
Columbia  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  L.  Mangano,  M.D.,  of  Rochester,  died  on 
February  2 in  Strong  Memorial  Hospital  at  the 
age  of  sixty-four.  Dr.  Mangano  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1914  and  served  during  World  War  I with  the 
U.S.  Army  Medical  Corps.  For  several  years  he 
was  instructor  at  the  Yale  University  School  of 
Medicine  and  did  research  in  sun  therapy  for  tuber- 
culosis at  Perrysburg  Sanitarium.  Since  1938  he  had 
been  physician  at  the  Monroe  County  Penitentiary. 
Dr.  Mangano  was  also  associate  attending  physician 
at  the  Monroe  County  Infirmary.  A Fellow  of  the 
American  College  of  Chest  Physicians,  Dr.  Mangano 
was  a member  of  the  Rochester  Academy  of  Medi- 
cine, the  Rochester  Pathological  Society,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sidney  Sommers,  M.D.,  of  the  Bronx,  died  on 
January  31  at  the  age  of  forty.  Dr.  Sommers  re- 
ceived his  medical  degree  from  the  Royal  College  of 
Physicians  and  Surgeons  in  Edinburgh,  Scotland,  in 
1938  and  interned  at  Beth  David  Hospital,  New 
York  City.  He  was  adjunct  attending  gynecologist 
and  obstetrician  at  the  Beth  David  Hospital  and 
the  Beth  David  Hospital  Outpatient  Department, 
associate  attending  gynecologist  at  Beth  Abraham 


Hospital,  assistant  attending  gynecologist  and  ob- 
stetrician at  the  Fordham  Hospital  and  the  Ford- 
ham  Hospital  Outpatient  Department,  and  adjunct 
attending  gynecologist  and  obstetrician  at  the 
Jewish  Memorial  Hospital  and  the  Jewish  Memorial 
Hospital  Outpatient  Department. 

A Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  Dr.  Sommers  was  a member  of  the 
American  Public  Health  Association,  the  Associa- 
tion of  Military  Surgeons  of  the  United  States,  the 
New  York  Academy  of  Medicine,  the  Bronx  Gyneco- 
logical and  Obstetrical  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ivins  Snow  Tanner,  M.D.,  of  West  Brighton, 
Staten  Island,  died  on  February  4 in  Staten  Island 
Hospital  at  the  age  of  fifty-one.  Dr.  Tanner  re- 
ceived his  medical  degree  from  George  Washington 
University  in  1932  and  interned  at  the  Staten  Island 
Hospital.  During  World  War  II  he  served  with  the 
U.S.  Army  Medical  Corps  in  the  European  Theatre 
of  Operations.  Dr.  Tanner  was  associate  attending 
physician  at  the  Staten  Island  Hospital.  He  was  a 
member  of  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sara  J.  Williams-Vanderbeek  Ware,  M.D.,  of 

New  Rochelle,  died  on  February  10  at  the  New 
Rochelle  Hospital  at  the  age  of  ninety-one.  Dr. 
Ware  received  her  medical  degree  from  the  Wo- 
men’s Medical  College  in  Philadelphia,  Pennsyl- 
vania, in  1890.  For  twenty  years  she  was  a physi- 
cian with  the  New  York  City  Board  of  Health. 


SELF-INSPECTION  MAY  AID  IN  EARLY  DETECTION  OF  CANCER 


Self-inspection  by  the  individual  may  result  in 
the  saving  of  his  own  life,  according  to  Dr.  Robert  D. 
Johnson,  of  Ann  Arbor,  Michigan,  as  noted  in  the 
January  issue  of  Today’s  Health. 

“A  person,  even  better  than  a physician,  can  look 
for  certain  cardinal  signs  and  symptoms  commonly 
seen  early  in  cancer  and  be  in  a position  to  see  them 
every  day  and  at  their  very  first  appearance.” 

Dr.  Johnson  stressed,  however,  that  such  signs  are 
not  in  any  sense  absolute — that  they  can  occur  in 
many  other  conditions.  Their  presence  only  means 
that  competent  medical  evaluation  should  be  sought, 
as  the  major  factor  in  curing  a cancer  is  catching  it  in 
time. 

Some  signs  of  cancer  of  which  the  individual 
should  be  aware  are: 


1.  Lesions  of  the  skin  which  do  not  heal  and 
moles  which  are  frequently  irritated. 

2.  A sensation  that  food  sticks  on  the  way  down, 
fullness  after  eating  a not  too  large  meal,  discomfort 
in  the  stomach  or  indigestion  soon  after  eating,  or 
occasional  black  bowel  movements. 

3.  Persistent  hoarseness  or  coughing. 

4.  Lumps  in  the  breasts  of  women. 

5.  Unexplained  persistent  fever,  weight  loss,  and 
any  bone  pain  that  could  be  described  as  “boring.” 

Dr.  Johnson  also  pointed  out  that  all  women  over 
twenty-five  years  of  age  should  have  yearly  pelvic 
examinations,  and  men  over  thirty-five  years  a 
yearly  rectal  examination  as  preventive  measures 
against  cancer. 
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POLIOMYELITIS  IN  OLDER  PEOPLE 


To  the  Editor: 

In  the  November  15,  1951,  issue  of  the  New  York 
State  Journal  of  Medicine  there  is  an  article 
on  “Poliomyelitis  in  the  Older  Age  Groups”  by 
Dr.  Norman  P.  Hill.  There  is  a statement  made 
that  the  changing  age  distribution  of  reported 
poliomyelitis  is  merely  a reflection  of  the  aging 
population.  This  is  contrary  to  present  epidemio- 
logic knowledge,  and  I hope  that  Dr.  Hill  will 
correct  this  error  in  a subsequent  issue  of  the 
Journal. 

A recent  report  from  Massachusetts  disagrees 
strongly  with  this  stand,  and,  furthermore,  the 
analysis  of  our  own  data  here  in  New  York  State 
refutes  his  statement.  When  one  studies  the  age 
specific  death  rates  from  poliomyelitis  over  the  last 
three  decades,  there  has  been  a decided  shift  to  the 
older  age  group  of  those  suffering  from  the  disease. 
By  making  age  specific  death  rate  studies,  the  shift 
in  the  age  of  the  population  is  corrected.  Fur- 


thermore, it  eliminates  the  factor  of  better  report- 
ing of  nonparalytic  poliomyelitis  that  has  been  sug- 
gested as  another  reason  for  the  shift  to  the  older 
age  group.  In  other  words,  it  is  obvious  from  an 
epidemiologic  viewpoint  that  there  has  been  a 
real  shift  in  the  age  distribution  of  poliomyelitis 
for  which  we  have  no  completely  adequate  explana- 
tion. Someone  could  make  a great  contribution 
to  our  knowledge  of  poliomyelitis  if  he  would  study 
the  progressive  improvement  in  our  sanitary  en- 
vironment and  see  whether  or  not  this  has  had 
anything  to  do  with  postponing  infection  with 
poliomyelitis  to  progressively  later  perods  in  life. 

Herman  E.  Hilleboe,  M.D. 

Commissioner  of  Health 

State  of  New  York 
Department  of  Health 
Albany,  New  York 
December  4,  1952 


Reply  by  Dr.  Hill 


To  the  Editor: 

Dr.  Hilleboe  accurately  points  out  that  there  has 
been  a rise  in  the  average  age  of  patients  with  polio- 
myelitis in  the  last  forty  years,  the  greatest  change 
occurring  in  the  decade  1920  to  1930.  The  per- 
centage of  cases  in  the  age  group  zero  to  four  has 
fallen,  with  a consequent  rise  in  frequency  in  all 
other  age  groups;  this  rise  was  most  marked  in  the  age 
groups  five  to  nine  and  ten  to  fourteen.  No  com- 
pletely adequate  explanation  of  this  has  been  for- 
mulated. Various  authors  have  suggested  (1) 
changing  age  distribution  of  the  population,  (2) 
change  in  urban  versus  rural  location,  (3)  improve- 
ment in  sanitary  environment,  (4)  change  in  relia- 
bility of  reporting,  etc. 


Although  there  has  been  an  increase  in  the  fre- 
quency of  poliomyelitis  in  adults,  the  point  I wished 
to  bring  out  in  “Poliomyelitis  in  the  Older  Age 
Groups”  is  that,  as  reported,  this  increase  has  been 
largely  confined  to  younger  adults.  I have  been 
unable  to  find  evidence  that  there  has  been  a com- 
parable increase  in  persons  over  forty-five  years  of 
age.  The  purpose  of  my  report  was  to  remind 
physicians  that  poliomyelitis  occurs  over  forty-five 
years  of  age  and  that  its  seemingly  low  incidence  in 
this  age  group  may  be  due  to  inadequate  diagnosis. 

Norman  P.  Hill,  M.D. 

Cooperstown,  New  York 
January  24,  1952 


REGARDING  THE  DANGERS  FROM  THE  ADMINISTRATION  OF 

ANTABUSE 


To  the  Editor: 

Antabuse  (tetraethylthiuram  disulfide)  is  a potent 
new  drug  released  October  15,  1951,  for  general 
prescription  use  in  the  treatment  of  alcoholism. 
As  with  most  new  drugs,  both  pros  and  cons  regard- 
ing its  merits  and  dangers  are  likely  to  be  exagger- 
ated. Neither  the  claim  that  the  drug  “of  itself  is 


perfectly  harmless”  nor  the  rumors  of  frequent 
tragic  reactions  from  its  use  can  be  substantiated. 
With  the  dosage  schedule  recommended  by  the 
distributors  at  the  time  the  drug  was  released, 
toxic  effects  from  the  drug  alone,  precipitating  even 
psychotic  episodes,  were  not  infrequent.  The 
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recommended  dosage  schedule  has  been  reduced 
subsequently  from  4 tablets  the  first  day,  3 the 
second,  2 the  fourth,  and  1 for  the  next  five  days, 
to  but  1 tablet  daily  for  two  weeks  and  thereafter 
one-half  tablet  daily  for  one  year  or  longer.  With 
this  reduced  dosage  level,  the  effectiveness  of  the 
drug  is  preserved  and  the  toxic  effects  reduced  to  a 
minimum. 

Antabuse  should  never  be  administered  to  a pa- 
tient when  he  is  in  a state  of  alcohol  intoxication  or 
without  his  full  knowledge.  Neither  should  it  be 
regarded  as  the  total  treatment.  Attention  to 
both  psychologic  and  physiologic  deviations  is 
mandatory.  Relatives  of  the  patient  should  be 
instructed  to  this  effect. 

It  is  unnecessary  to  give  every  Antabuse-treated 
patient  a test  dose  of  whiskey.  He  should  be  ap- 
prised carefully  and  in  detail  of  the  remarkable 
and  serious,  possibly  fatal,  reactions  to  drinking  any 
alcoholic  beverage  while  taking  the  drug.  If 
considered  desirable  to  test  the  patient,  use  but 
one-half  ounce  of  100-proof  whiskey;  repeat  if  neces- 
sary in  fifteen  minutes  to  obtain  a reaction,  but 
do  not  give  over  one  ounce.  The  test  should  be 
performed  only  under  controlled  conditions,  pref- 
erably in  a hospital. 

Every  physician  should  acquaint  himself  with  the 
signs  and  symptoms  of  an  alcohol  reaction  to  Anta- 
buse. These  consist  of  marked  flushing  of  the  face 
and  upper  trunk,  palpitation,  a sensation  of  con- 


striction in  the  chest  associated  with  air  hunger, 
injection  of  the  sclerae,  excessive  perspiration, 
paresthesias,  malaise,  nausea  and/or  vomiting,  an 
initial  elevation  in  blood  pressure  followed  by  hy- 
potension, and  sometimes  shock. 

Treatment  consists  of  shock  position,  intravenous 
injection  of  1 Gm.  of  ascorbic  acid  or  10  cc.  of 
adrenal  cortex  extract,  oxygen  inhalation,  coramine, 
and,  if  necessary,  whole  blood  or  plasma  or  5 per 
cent  glucose  in  saline  intravenously.  It  is  recom- 
mended that  every  hospital  emergency  room  have 
the  treatment  procedure  conspicuously  displayed 
for  emergency  reference. 

Extreme  caution  must  be  exercised  with  every 
patient  treated  but  particularly  so  where  coexisting 
disease  is  present — as  with  heart,  liver,  or  kidney 
disease.  Serious  organic  disease  and  psychotic  or 
borderline  mental  diseases  are  contraindications  to 
the  use  of  Antabuse. 

The  Committee  on  Alcoholism  of  the  Medical 
Society  of  the  State  of  New  York  is  extremely 
eager  to  separate  facts  from  fiction  regarding  Anta- 
buse-treated alcoholic  patients.  Your  coopera- 
tion in  debunking  rumors  and  reporting  to  the 
committee  chairman,  Dr.  John  L.  Norris,  126 
Edgemere  Drive,  Rochester,  New  York,  any  un- 
toward reaction  to  Antabuse  is  respectfully  solicited. 

John  L.  Norris,  M.D. 

Rochester,  New  York 
January  25,  1952 


COMPARATIVE  MEDICAL  CARE  FACILITIES 
The  Statistical  Year  Book,  recently  issued  by  the 
United  Nations,  presents  among  other  useful  in- 
formation the  following  statistics  relative  to  the 
number  of  physicians  per  number  of  inhabitants  in 
various  selected  countries. 

In  the  United  States  in  1939  there  was  one  doctor 
to  800  inhabitants  and,  in  1949,  1:750,  as  compared 


with  1:1,000  in  1940  and  1:900  in  1950  in  Canada; 
1:1,500  (1937)  and  1:1,300  (1948)  in  France; 
1:2,300  (1937)  and  1:1,600  (1947)  in  Sweden; 
1:1,300  (1939)  and  1:1,060  (1950)  in  Belgium; 
1:1,750  (1949)  in  Chile;  1:3,350  (1948)  in  Colom- 
bia, and  1:1,700  (1939)  and  1:1,140  (1948)  in 
Australia. 


A NEW  INTRAVENOUS  BARBITURATE  IN  OBSTETRICS 


In  obstetrics  the  search  for  an  anesthetic  agent 
which  would  combine  the  qualities  of  simplicity,  re- 
lief of  fear  and  pain,  and  safety  for  both  mother  and 
child  still  continues.  In  the  meantime,  these  au- 
thors report  on  the  use  in  400  cases  of  intravenous 
pentobarbital  sodium  (Nembutal),  which  they  con- 
clude offers  a rapid  form  of  anesthesia  with  a rela- 


tively good  margin  of  safety.  Maternal  blood  loss 
and  infant  welfare  are  apparently  not  affected. 
Although  it  is  not  the  ideal  agent,  pentobarbital, 
they  believe,  is  a useful  addition  to  the  list  of  agents 
upon  which  the  obstetrician  may  draw. — M.  H. 
Bertling,  M.D.,  and'J.  C.  Burwell,  Jr.,  M.D.,  North 
Carolina  Medical  Journal,  September,  1951 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  January  10,  1952,  from  9:15 
to  11 : 50  a.m.  at  the  State  Society’s  offices. 

Secretary’s  Report 

Remission  of  1951  annual  dues  was  voted  for  five 
members  because  of  illness,  for  two  members  be- 
cause of  service  in  the  armed  forces,  and  for  one 
member  because  of  financial  hardship.  Remission 
of  1952  annual  dues  was  voted  for  four  members 
because  of  illness.  It  was  also  voted  to  request  the 
American  Medical  Association  to  remit  the  dues  of 
one  member  for  1950,  of  five  for  1951,  and  of  four  for 
1952. 

Your  secretary  notes  that  the  secretary  and  gen- 
eral manager  of  the  American  Medical  Association 
recently  stated  that  New  York  City  will  be  cele- 
brating its  tercentenary  when  the  A.M. A.  meets 
here  in  1953.  He  suggested  that  an  historical  pres- 
entation, by  exhibit  and  lectures,  of  three  hundred 
years  of  New  York  medicine  might  be  made  a fea- 
ture of  the  meeting.  This  is  being  drawn  to  the  at- 
tention of  the  Coordinating  Council  of  the  five  me- 
tropolitan county  medical  societies. 

Also,  the  House  of  Delegates  of  the  American 
Medical  Association  at  Los  Angeles,  California,  in 
December,  1951,  adopted  a resolution  “that  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation endorse  the  principle  of  fluoridation  of  com- 
munity water  supplies.” 

Since  our  last  meeting  your  secretary  has  at- 
tended two  meetings  of  the  Nominating  Committee. 
On  December  18  he  attended  the  annual  meeting  of 
the  Medical  Society  of  the  County  of  Monroe  and  of 
its  public  health  committee.  On  December  21  our 
Society  held  its  annual  Christmas  party  for  the  of- 
fice staff  at  the  Hotel  Statler,  New  York  City,  which 
was  a very  enjoyable  occasion.  December  27  your 
secretary  was  present  at  an  audience  which  the  Co- 
ordinating Committee  on  Alcoholism  arranged  with 
Governor  Dewey  in  Albany. 

Word  has  been  received  from  the  American  Medi- 
cal Association  that  our  Society  will  be  entitled  to  20 
members  of  its  House  of  Delegates  in  1952,  instead 
of  23  as  in  1951.  This  is  because  we  had  19,973 
members  of  the  A.M. A.  on  December  1, 1951. 

Your  secretary  feels  it  important  to  notify  you 
that  appearances  point  toward  a strong  effort  by  the 
chiropractors  to  have  a licensing  bill  enacted  this 
year.  It  is  recommended  that  immediate  steps  be 
taken  to  thwart  this  threat. 

On  January  3 Mr.  Thomas  E.  Alexander,  account- 
ant, and  myself  conferred  with  Dr.  Louis  H.  Bauer, 
president-elect  of  the  American  Medical  Association, 
as  directed  by  you.  We  are  hopeful  that  some  of 
the  difficulties  regarding  A.M. A.  membership  dues 
will  be  dispelled  or  alleviated,  thanks  to  Dr.  Bauer’s 
tact  and  judgment. 

At  the  suggestion  of  Mr.  Staudacher,  executive 
secretary  of  the  Student  American  Medical  Associa- 
tion, the  Board  of  Trustees  by  telephone  vote  last 
month  allocated  funds  to  defray  expenses  of  one  del- 
egate each  from  New  York  University  and  Univer- 
sity of  Buffalo  Medical  Colleges  to  the  S.A.M.A. 
meeting  in  Chicago.  We  have  also  helped  the  Syra- 
cuse chapter  to  select  a speaker  for  its  next  meeting. 

Annual  reports  of  committees  are  due  in  the  secre- 
tary's  office  by  February  1 in  order  to  be  published 
in  the  April  1 New  York  State  Journal  of  Medi- 
cine. It  is  wistfully  urged  that  this  deadline  be  met. 


Communications. — 1.  Letter  dated  December  12, 
1951,  from  Commissioner  Robert  T Lansdale  of  the 
Department  cf  Social  Welfare  to  Dr.  J.  Stanley 
Kenney  expressed  appreciation  of  Dr.  Kenney’s  ar- 
ticle on  the  Hill-Burton  hospital  program  in  the  De- 
cember 1 New  York  State  Journal  of  Medicine. 

2.  Letter  from  Dr.  Morris  A.  Jacobs,  deputy  di- 
rector, Medical  Emergency  Division  of  the  City  of 
New  York  Department  of  Hospitals,  commended 
“the  very  excellent  and  interesting  meeting”  of  civil 
defense  chairmen  on  November  1,  in  Albany. 

3.  In  the  secretary’s  report  there  is  mention  of 
Student  A.M. A.  delegates  going  to  their  annual 
House  of  Delegates  in  Chicago.  Mr.  Anthony 
Shaw,  of  New  York  University  College  of  Medicine, 
wrote  on  January  6,  1952,  a courteous  letter  of  ap- 
preciation. 

The  Council  voted  to  recommend  to  the  Board  of 
Trustees  defraying  the  expenses  of  Mr.  Anthony 
Shaw  from  New  York  to  Chicago  for  the  Student 
A.M. A.  convention  in  an  amount  not  to  exceed 
$150,  and  that  there  also  be  an  appropriation  al- 
lowed to  Mr.  Lawrence  Janus  of  Buffalo  for  a simi- 
lar trip  to  Chicago  for  the  University  of  Buffalo 
S.A.M.A. 

The  Treasurer' s report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Harold  B.  Smith  reported  several  conferences 
with  Dr.  Hannon  during  the  last  tt\o  weeks  of  De- 
cember. He  assumed  his  duties  on  January  2.  He 
stated  he  had  employed  Mrs.  Florence  Heindrenger 
to  assist  Miss  Briggs  in  the  Albany  office  during  the 
legislative  session.  He  reported:  “Yesterday  I at- 
tended the  opening  of  the  Legislature,  and  it  might 
be  of  interest  to  the  Council  to  know  that  the  Gover- 
nor recommended  an  appropriation  of  $100,000  for 
clinical  care  of  alcoholics  and  $40,000  for  research  on 
alcoholism,  a matter  in  which  this  Society  is  inter- 
ested.” 

Reports  of  Committees 

Legislation. — Dr.  Joseph  A.  Geis,  chairman,  re- 
ported : 

“During  the  past  month  your  chairman  had  a 
meeting  with  representatives  of  the  State  Health 
Department  and  also  one  with  representatives  of  the 
State  Education  Department. 

“The  main  points  of  discussion  at  these  meetings 
were  the  chiropractic  bill  and  that  Christian 
Science  bill.  The  Board  of  Regents  has  recom- 
mended to  the  New  York  State  Coordinating 
Council  that  it  take  steps  toward  repealing  the  law 
that  was  passed  last  year  exempting  children  of 
Christian  Scientists  from  health  instruction  in 
public  schools,  and  your  chairman  has  assured  them 
that  the  Medical  Society  is  also  anxious  to  have  that 
part  of  the  law  repealed. 

“There  is  to  be  a meeting  of  some  members  of  the 
Health  Department,  some  members  of  the  Educa- 
tion Department,  representatives  of  your  Legisla- 
tion Committee,  and  probably  somebody  from  the 
Executive  Committee  to  discuss  action  on  the  chiro- 
practic bill. 

“Also,  I received  an  invitation  from  the  Bar  Associ- 
ation to  a luncheon  tomorrow  to  discuss  the  Federal 
pension  bill  for  doctors  and  others.  Dr.  Harold  B. 
Smith,  Dr.  Anderton,  Mr.  Martin,  and  myself  will 
attend.” 
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Dr.  William  A.  Brumfield,  Jr.,  of  the  Department 
of  Health,  spoke  to  the  Council  on  the  proposal  to 
license  chiropractors,  stating  in  part  he  hoped  the 
State  Society  would  advise  the  Health  Department 
to  help  prevent  licensing  not  only  this  group  but 
others  such  as  naturopaths,  clinical  psychologists, 
and  other  cults. 

Dr.  Peter  J.  Di  Natale,  chairman  of  the  Planning 
Committee  for  Medical  Policies,  then  reported 
conclusions  of  his  committee  on  the  subject  of  cults: 

“The  Planning  Committee  studied  the  report  of 
the  Subcommittee  on  Cults.  These  points  were 
brought  out  by  our  Planning  Committee: 

“1.  The  medical  profession  of  the  State  of 
New  York  is  anxious  to  maintain  high  educational 
standards  for  the  practice  of  medicine. 

“2.  No  action  should  be  taken  which  could 
Dossibly  lower  these  high  standards;  on  the  con- 
trary, we  believe  we  should  foster  any  and  all 
efforts  to  raise  the  existing  high  standards  for  the 
practice  of  medicine. 

“3.  We  believe  that  the  best  interests  of  our 
State  and  that  the  health  and  welfare  of  its  citizens 
demand  that  we  remain  unswerving  in  our  attitude 
ever  to  maintain,  yes,  to  raise  these  high  standards. 

“4.  The  medical  profession  cannot  and  must 
not  compromise  on  the  matter  of  cults.  We  take 
our  stand  because  we  feel  that  we  must  always  be 
on  the  alert  to  safeguard  the  health  and  welfare 
of  the  people  of  our  State. 

“5.  To  compromise,  recognize,  and  legalize 
cultists  would  elevate  them  from  a position  of 
quackery  to  a position  of  professionalism. 

“6.  If  the  Legislature  wishes  to  recognize 
and  legalize  any  cult  it  is  then  their  responsibility 
for  lowering  our  present  high  standards  for  medical 
care. 

“7.  We  believe  that  a more  determined  effort 
should  be  made  to  educate  members  of  our  own 
profession,  the  public,  the  judiciary,  and  the  Legis- 
lature about  the  cultist  situation. 

“8.  It  was  pointed  out  that  cultists  of  some 
form  or  other  have  been  with  us  for  a long  time  and 
probably  will  be  with  us  for  a long  time  to  come. 
As  long  as  the  general  public  is  willing  to  gamble 
with  its  health  in  patronizing  cultists,  they  will 
exist.  It  is  hoped  that  perhaps  with  intensive 
educational  and  public  relations  programs  we 
could  depend  on  the  common  sense  of  the  American 
people  not  to  patronize  them. 

“9.  It  was  believed  that  through  better  and 
improved  education  and  public  relations  programs 
and  with  cooperation  from  our  Committee  on 
Public  Health  and  Education  we  could  do  more 
in  protecting  the  health  of  the  people  than  could 
possibly  be  accomplished  by  legislative  action. 

“10.  It  was  stated  that  while  a good  number  of 
states  having  a basic  science  law  say  that  the  law 
has  reduced  and  controlled  the  number  of  illegal 
practitioners,  some  also  stated  that  the  law  has  not 
so  helped. 

“11.  It  was  believed  that  the  Department  of 
Health  and  the  Department  of  Education  have 
some  responsibility  in  providing  proper  health 
standards  and  supervision  and  that  if  any  legislative 
action  was  deemed  necessary  those  Departments 
should  sponsor  it. 

“12.  It  was  also  believed  that  perhaps  we  could 
interest  the  State  Bar  Association  and  the  Society 
of  Medical  Jurisprudence  in  this  situation. 

“13.  It  was  further  felt  that  we  explore  and 
study  this  matter  further  with  other  interested 
organizations. 

“Following  full  discussion  it  was  the  unanimous 
opinion  of  the  committee  that  we  disapprove  the 


recommendations  of  the  Subcommittee  on  Cults  in 
favoring  a basic  science  law,  which  has  been  the 
action  taken  by  our  House  of  Delegates  for  year 
upon  year.  However,  we  approved  the  principle  of 
an  injunction  law  to  fortify  the  Medical  Practice  Act. 

“In  order  that  as  many  State  officials  as  possible 
be  informed  as  to  the  stand  of  the  Medical  Society 
of  the  State  of  New  York  with  reference  to  cults, 
I move  you  that  that  portion  of  the  Planning  Com- 
mittee’s report  dealing  with  cults  be  transmitted  to 
the  Commissioner  of  Education,  Dr.  Wilson,  in 
order  to  strengthen  his  hand  when  he  gives  his  report 
to  the  Board  of  Regents,  and  that  it  also  be  sent 
to  the  Commissioner  of  Health. 

“It  was  so  voted.” 

The  Council  voted  to  support  previous  action  of 
the  House  of  Delegates  and  that  no  other  action 
be  taken  at  this  time. 

The  report  of  the  Legislation  Committee  wat 
accepted. 

Hatch-Metcalf  Bill. — Dr.  Kenney  introduced 
Dr.  Frederick  S.  Philips,  president  of  the  New  York 
State  Society  for  Medical  Research,  Inc.,  who  wished 
to  enlist  the  support  of  the  State  Society  in  the  fight 
for  the  pound  bill. 

Dr.  Philips  described  the  Hatch-Metcalf  Bill  of 
last  year  as  providing  that  the  State  Commissioner 
of  Health  and  the  New  York  City  Commissioner  of 
Health  may  requisition  unwanted  dogs  and  cats  from 
the  pounds  of  the  State  for  use  in  medical  research 
institutions.  Those  institutions  will  have  had  prior 
approval  of  both  the  State  and  city  commissioners 
before  such  business  can  proceed.  There  are  a 
number  of  features  in  the  bill  that  protect  pet 
owners.  He  thanked  the  Council  for  assistance 
given  by  Mr.  James  Beasley. 

The  National  Society  for  Medical  Research  is 
holding  a conference  in  New  York  City  on  January 
16  to  consider  the  activities  of  a new  society  known 
as  the  Animal  Welfare  Institute.  Dr.  Philips  re- 
ported on  the  literature  of  this  society,  which  is 
sent  to  professional  people  in  medical  research  in- 
stitutions, medical  schools,  and  some  laboratories. 
It  conveys  the  impression  that  the  Institute  is 
opposed  to  antivivisection  and  that  they  want  to 
work  with  medical  investigators,  but  actually  they 
intend  to  oppose  the  legislation  of  the  Society  for 
Medical  Research  and  base  their  opposition  on  an 
erroneous  statement  that  such  legislation  will  affect 
the  trusts  and  income  of  humane  societies. 

Dr.  Philips  requested  a strong  resolution  from  this 
Society  in  support  of  the  proposed  legislation  of  the 
Society  for  Medical  Research  and  expressed  hope 
that  such  a resolution  would  appear  in  the  news- 
papers at  the  proper  time. 

He  concluded  by  reporting  that  “Dr.  Robbins’ 
group”  from  the  faculty  of  the  University  of  Ro- 
chester had  met  ten  members  of  the  Legislature. 
Comments  on  the  meeting  suggested  that,  through 
the  State  Medical  Society,  local  doctors  in  many 
small  communities  should  be  reached.  These  local 
doctors  or  health  officers  should  put  a small  article 
concerning  the  problem  into  the  local  newspaper. 

After  Dr.  Philips  had  left,  it  was  voted  that 
in  the  interests  of  the  public  and  for  the  purpose 
of  maintaining  the  high  standards  of  medical 
research  and  medical  care  in  this  country,  the 
Medical  Society  of  the  State  of  New  York  lend 
its  unqualified  support  to  this  bill,  and  that  such 
a motion  be  appropriately  released  to  the  press 
with  suitable  additions  from  the  Public  Relations 
Committee. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
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Williams,  chairman,  reported  that  the  committee 
met  on  January  4 and  has  under  consideration  the 
amendments  for  the  Constitution  and  Bylaws  of  the 
State  Medical  Society  which  were  introduced  at  the 
last  House  of  Delegates.  He  stated: 

“We  have  not  finished  our  deliberations  on  all  of 
these,  so  I will  have  the  final  report  of  the  com- 
mittee sent  to  you.  However,  there  are  other 
amendments  to  which  we  now  ask  your  approval. 

“The  committee  first  recommends  to  the  Council 
that  you  approve  an  amendment  to  the  bylaws  of 
the  Medical  Society  of  the  County  of  Cortland, 
an  increase  of  dues.” 

Approval  was  voted. 

“The  committee  voted  also  to  recommend  to  the 
Council  approval  of  amendments  to  the  constitution 
of  the  Bronx  County  Medical  Society  which  elimi- 
nate nonresident  membership.  No  other  county 
society  in  the  State  has  that.” 

Approval  was  voted. 

“There  is  still  another  amendment  to  the  Bronx 
County  constitution  so  that  its  past  president 
becomes  a member  of  its  comitia  minora,  and  then 
upon  termination  of  his  office  he  becomes  a member 
of  the  board  of  censors.  Bronx  County  is  trying  to 
have  half  of  its  board  of  censors  ex-presidents.” 

Approval  was  voted. 

“The  committee  also  recommends  to  the  Council 
approval  of  the  proposed  amendment  to  the  bylaws 
of  the  Eighth  District  Branch,  with  a slight  change 
in  phraseology.  They  have  presented  a whole 
new  constitution  and  bylaws,  and  the  change  we 
suggest  was  merely  to  replace  the  words  ‘material 
interests  of  the  profession’  with  ‘to  safeguard  the 
professional  and  economic  integrity  of  the  members.’ 
“I  move  the  approval  of  the  Eighth  District 
Branch’s  new  constitution  and  bylaws,  as  rephrased 
by  the  committee.” 

Approval  was  voted. 

The  committee  recommended  approval  of  the 
new  constitution  and  bylaws  for  the  Medical 
Society  of  the  County  of  Erie. 

The  Council  so  voted,  and  the  report  was  accepted 
as  a whole. 

Economics. — Dr.  Renato  J.  Azzari,  chairman, 
stated  that  the  committee  had  no  report  but  that 
Dr.  Carlton  E.  Wertz  would  present  a report  of  the 
Subcommittee  on  Medical  Expense  Insurance. 

Dr.  Wertz  stated: 

“We  had  two  items  for  our  meeting  yesterday. 
One  was  an  interview  with  Mr.  Harlow,  director  of 
l the  Group  Health  Insurance,  Inc. 

“As  you  known,  Group  Health  applied  for  ap- 
proval by  the  State  Society  a few  months  ago. 
This  was  considered  at  a meeting  of  our  committee 
and  reported  at  the  last  meeting  of  the  Council. 
Our  committee  could  not  recommend  approval  of 
■ Group  Health  at  present  because  it  did  not 
meet  the  standards  established  by  our  House  of 
Delegates,  principally  in  that  the  majority  of  its 
board  of  directors  are  not  physicians.  At  present, 

I believe,  they  have  12  physicians  and  12  other 
people  on  their  board  of  directors. 

“Mr.  Harlow  in  our  interview  at  no  time  expressed 
any  willingness  to  change  that  situation  but  felt 
that  the  State  Society  should  change  its  attitude  and 
in  some  way  or  other  give  approval. 

“The  committee  feels  that  it  should  adhere  to  its 
provisional  declaration  and  that  Group  Health  not 
be  given  approval.” 

The  Council  voted  not  to  approve  Group  Health 
Insurance,  Inc. 


Dr.  Wertz  reported  further  that  the  subcommittee, 
after  consultation  with  Dr.  d’Angelo  and  Mr.  Martin 
as  directed  at  the  December  meeting,  felt  that 
paragraph  one  under  “Professional  Control,” 
in  the  proposed  Standards  for  Approval  of  New 
York  State  Medical  Care  Plans,  should  remain  as 
originally  presented  and  as  approved  by  the  Council 
in  December.  That  is: 

“Professional  Control. — A majority  of  the  govern- 
ing body  shall  be  physicians  who  are  members  of  the 
Medical  Society  of  the  State  of  New  York.” 

An  amendment  adopted  in  November  and  re- 
scinded in  December  would  have  added  a provision 
that  the  physician  members  of  the  governing  bodies 
of  plans  be  approved  by  the  Medical  Society  of  the 
State  of  New  York  and  appointed  by  a county 
medical  society.  The  subcommittee  based  its 
objection  to  this  amendment  on  the  opinion  that  it 
involved  too  much  control  of  the  plans  by  the 
medical  societies  and  on  the  fact  that  only  one  of  the 
approved  plans  has  such  a provision  in  its  bylaws  at 
present. 

The  subcommittee  also  felt  that  the  amendment 
adopted  in  November  to  the  revised  paragraph  two 
under  “Local  Approval”  should  stand.  The  sub- 
committee therefore  recommended,  and  Dr.  Wertz 
moved,  that  the  standards  as  originally  proposed 
and  as  passed,  with  this  one  amendment  by  the 
Council,  be  approved. 

After  discussion,  the  motion  was  carried,  Dr. 

d’Angelo  voting  in  the  negative. 

The  report  of  the  Economics  Committee  was 

approved  as  a whole. 

Subcommittee  on  Public  Medical  Care. — Dr.  Denver 
M.  Vickers,  chairman,  stated: 

“Dr.  Anderton  and  I represented  the  State  Society 
at  a meeting  on  November  15  at  the  office  of  the 
State  Department  of  Social  Welfare. 

“Commissioner  Lansdale  brought  up  one  point 
from  a resume  of  31  public  welfare  districts.  The 
average  cost  of  medical  care  compared  to  the  total 
grants  in  OAA  (Old  Age  Assistance)  was  $55  a 
month — the  total  was  $55  a month  and  medical 
care  was  $8.15  or  14  per  cent.  The  ADC  (Aid  to 
Disabled  Children)  was  9 per  cent;  the  AB  (Aid  to 
the  Blind)  was  1 1 per  cent,  and  the  ADT  (Aged  and 
Disabled)  was  18  per  cent. 

“Commissioner  Lansdale  asked  that  we  pass  this 
information  to  our  Legislation  Committee,  when  the 
matter  of  funds  comes  up  for  the  Welfare  Depart- 
ment, that  from  9 to  14  per  cent  goes  to  doctors  and 
hospitals. 

“Dr.  Anderton  asked  if  they  could  segregate 
those  figures  still  more  and  see  how  much  went  to  the 
hospital  and  how  much  went  to  the  doctor.  He  said 
it  was  the  doctor  who  is  blamed  for  the  whole 
amount. 

“The  remainder  of  the  meeting  dealt  largely  with 
problems  connected  with  the  new  AD  program  (Aid 
to  the  Disabled).  They  are  having  a struggle  in 
the  Department  of  Welfare  in  getting  authorization 
in  the  proper  form.  Cases  have  to  be  passed  by  a 
review  board  of  a doctor  and  a social  worker. 
However,  apparently  the  program  is  functioning, 
and  reimbursement  is  coming  from  Washington, 
which  as  taxpayers  of  the  State  of  New  York  we  are 
all  grateful  for. 

“It  is  important  to  realize  the  consideration  that 
the  doctors  get  in  the  Department  of  Social  Welfare. 

I think  it  speaks  well  for  the  feeling  that  has  been 
built  up  over  a period  of  years  that  the  Department 
of  Social  Welfare  asks  the  opinion  of  the  doctors  and 
respects  it.  This  is  a very  worthwhile  contact  of 
the  medical  profession  and  is  working  smoothly.” 
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Ethics. — Dr.  Thomas  M.  d’Angelo,  chairman, 
stated : 

“One  matter  was  referred  to  the  Committee  on 
Ethics.  The  chairman  did  not  call  a committee 
meeting  because  the  question  is  largely  a legal  one, 
and  I have  the  opinion  of  our  legal  counsel. 

“I  shall  read  a letter  from  the  Medical  Society  of 
Jefferson  County,  C.  A.  Prudhon,  secretary,  under 
date  of  November  12,  1951: 

‘Will  you  please  turn  over  to  the  regular  Council 
this  question  that  has  been  asked  me  by  several 
different  men.  Young  married  couples  with  at 
least  several  children  desire  to  control  their  off- 
springs by  vasectomy. 

‘Would  you  give  us  the  ethical,  legal,  and  moral 
aspects  of  this  operation  under  these  conditions, 
and  what  precautions  and  safeguards  does  the 
doctor  need  to  take.’ 

“On  advice  of  counsel,  such  operations  are  illegal. 
I move  that  Dr.  Prudhon  be  so  informed.” 

It  was  so  voted. 

History  of  the  Medical  Society  of  the  State  of 
New  York. — Dr.  Dattelbaum  read  a letter  from 
Dr.  Frederic  D.  Zeman,  chairman  of  the  Committee 
on  the  History  of  the  Medical  Society  of  the  State 
of  New  York,  requesting  an  appropriation  for  re- 
search in  preparing  an  adequate  history  for  1956. 
After  discussion,  it  was  voted  that  the  secretary 
confer  with  Dr.  Zeman  and  bring  to  the  Council 
more  detailed  information. 

Hospital  and  Professional  Relations. — Dr.  Harold 
F.  Brown,  chairman,  reported: 

“We  have  been  waiting  for  a definition  of  A.M.A. 
policy.  There  will  be  a meeting  this  afternoon.” 
Medical  Licensure  and  Medical  Service  (Student 
A.M.A.). — As  Dr.  Leo  E.  Gibson,  chairman,  was 
absent,  Dr.  Kenney  stated: 

“The  chair  would  like  to  state  that  matters  rela- 
tive to  the  Student  A.M.A.  were  allocated  to  the 
Committee  on  Medical  Licensure  and  Medical 
Service.  I received  through  the  mail  a brochure 
entitled  ‘Benefits  and  Objectives  of  the  Student 
A.M.A.’  In  our  efforts  to  establish  chapters  in  the 
medical  schools  of  the  State  that  do  not  have  one 
now,  you  heard  the  rather  encouraging  report 
this  morning  from  the  delegate  from  New  York  Uni- 
versity who  attended  the  national  convention  of  this 
group.  The  chair  would  like  the  approval  of  the 
Council  to  write  the  A.M.A.  asking  them  to  mail  this 
circular  at  their  expense  to  the  deans,  the  advisory 
council  members,  and  the  student  officers  of  the 
schools  in  an  effort  to  organize  and  expand  this 
activity.  May  I have  such  approval?” 

Approval  was  voted. 

Nominating  Committee. — Dr.  Anderton  stated: 
“Dr.  John  J.  Masterson,  chairman,  is  unable  to 
be  here.  The  Nominating  Committee  held  its 
second  meeting  last  evening.  All  members  were 
present.  The  following  nominations  will  be  made 
in  the  annual  report  of  the  Nominating  Committee: 

Dr.  Andrew  A.  Eggston,  president-elect 

Dr.  John  Edwards,  vice-president 

Dr.  W.  P.  Anderton,  secretary 

Dr.  Alfred  P.  Ingegno,  assistant  secretary 

Dr.  Maurice  J.  Dattelbaum,  treasurer 

Dr.  Thomas  M.  d’Angelo,  assistant  treasurer 

Dr.  Frederic  W.  Holcomb,  speaker 

Dr.  Frederick  W.  Williams,  vice-speaker 

Dr.  John  J.  Masterson,  trustee 

Dr.  James  Greenough,  councillor 

Dr.  Denver  M.  Vickers,  councillor 

Dr.  Theodore  J.  Curphey,  councillor 

Dr.  Harold  F.  Brown,  councillor 


“For  delegates  to  the  American  Medical  Associa- 
tion— nine  will  be  elected  and  the  next  nine  will  be 
alternates: 

Dr.  James  It.  Reuling,  Dr.  W.  P.  Anderton, 
Dr.  Herbert  H.  Bauckus,  Dr.  Leo  F.  Schiff,  Dr. 
Floyd  S.  Winslow,  Dr.  Elton  R.  Dickson,  Dr.  John 
J.  H.  Keating,  Dr.  Clarence  J.  Bandler,  Dr.  Frederic 
W.  Holcomb,  Dr.  Harold  F.  Brown,  Dr.  Carlton  E. 
Wertz,  Dr.  Edward  P.  Flood,  Dr.  J.  G.  Fred  Hiss, 
Dr.  John  Edwards,  Dr.  Ezra  Wolff,  Dr.  Moses 
Krakow,  Dr.  Henry  E.  McGarvey,  Dr.  Herman  E. 
Ililleboe,  Dr.  T.  B.  Givan,  Dr.  Denver  M.  Vickers.” 

Nursing  Education. — Dr.  Elton  R.  Dickson, 
chairman,  gave  an  explanation  of  his  request  that 
$25  be  appropriated  toward  the  Coordinating  Council 
on  Nursing  Problems  to  cover  the  cost  of  stationery, 
postage,  and  stenographic  assistance.  He  stated 
that  since  the  formation  of  that  Council  in  1947 
the  chairman  had  been  a member  of  the  State 
Medical  Society  and  that  these  expenses  had  been 
borne  entirely  by  this  Society.  The  next  chairman 
of  the  Council,  however,  is  expected  to  be  elected 
from  one  of  the  other  constituent  groups.  Con- 
sequently, it  will  be  necessary  for  the  constituent 
groups  to  contribute  regularly  to  the  operating  ex- 
penses of  the  Coordinating  Council.  Dr.  Dickson 
renewed  his  request  that  $25  be  appropriated  by  the 
Board  of  Trustees  to  the  Coordinating  Council. 

The  Council  voted  to  reaffirm  its  request  of  the 

previous  meeting. 

Dr.  Dickson  continued: 

“We  are  having  a meeting  of  our  Coordinating 
Council  on  Nursing  Problems  this  afternoon,  and 
the  president,  secretary,  counsel,  and  legislation 
chairman  have  been  invited.  We  are  bringing 
down  one  of  the  subcommittees  of  the  Committee 
on  Legislation  to  discuss  the  nursing  shortage,  and 

I hope  we  are  going  to  have  a successful  meeting.” 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  reported  a meeting  on  January 
9,  1952,  when  routine  business  was  transacted. 
He  stated  that  Mr.  Kendall  Jones  had  been  employed 
to  help  in  drawing  up  the  floor  plan  for  the  new 
headquarters  offices. 

Planning  Committee  for  Medical  Policies.— 

Dr.  Peter  J.  Di  Natale,  chairman,  presented  the 
annual  report  for  the  Planning  Committee,  which 
the  Council  approved.  This  report  will  appear  in 
the  April  1,  1952,  issue  of  the  Journal. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  arranged 

II  postgraduate  lectures  in  nine  counties  and  had 
attended  the  following  meetings: 

December  7 — Meeting  with  representatives  of  the 
medical  schools  of  New'  York  State,  of  the  New 
York  State  Chapter  of  the  Academy  of  General 
Practice,  and  of  the  State  Health  Department. 

December  12 — Monthly  joint  meeting  of  the 
Council  Committee  with  the  State  Health  Depart- 
ment. 

December  19 — Meeting  with  Dr.  J.  Scott  Butter- 
worth  and  Dr.  B.  J.  Pisani  regarding  Teaching  Day 
program  at  Annual  Meeting. 

He  stated: 

1.  Present  at  the  meeting  on  December  7 were: 
Dr.  James  A.  Campbell,  Albany  Medical  College; 
Dr.  J.  K.  Meneely,  Jr.,  Albany  Medical  College; 
Dr.  James  McCormack,  Columbia  University 
College  of  Physicians  and  Surgeons;  Dr.  Joseph  C. 
Hinsey,  Cornell  University  Medical  College;  Dr. 
Ralph  E.  Snyder,  New  York  Medical  College; 
Dr.  Frode  Jensen,  New  York  University  Post- 
Graduate  Medical  School;  Dr.  Walter  S.  Wiggins, 
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State  University  of  New  York  College  of  Medicine 
at  Syracuse;  Dr.  Jean  A.  Curran,  State  University 
of  New  York  College  of  Medicine  at  New  York; 
Miss  Fannie  R.  Hamburg,  Joint  Committee  on 
Postgraduate  Education  of  Kings  County;  Dr. 
Franklin  B.  Amos,  New  York  State  Department  of 
Health;  Dr.  Samuel  A.  Garlan,  New  York  State 
Chapter  of  Academy  of  General  Practice,  and 
Dr.  Curphey. 

This  gathering  was  the  outcome  of  a meeting  of 
the  Subcommittee  on  General  Practice  in  October, 
1951,  when  it  was  decided  to  study  the  role  of  the 
medical  school  in  providing  postgraduate  medical 
education  for  the  general  practitioner. 

From  the  discussion  it  was  evident  that  the  medi- 
cal schools  of  the  State  are  cognizant  of  the  need  for 
postgraduate  education  of  the  physician,  whether 
specialist  or  general  practitioner,  and  in  most  in- 
stances have  set  up  provisions  for  such.  In  the  main 
the  present  educational  facilities  in  the  form  of 
available  courses  are  not  being  sufficiently  utilized 
by  the  general  practitioners  or  specialists. 

From  these  facts  it  would  therefore  appear  un- 
necessary for  the  Council  Committee  on  Public 
Health  and  Education  to  explore  any  other  means  of 
developing  postgraduate  instruction  until  greater 
utilization  of  these  facilities  on  the  part  of  the 
general  practitioners  warrants  the  need  for  explora- 
tion and  possible  expansion. 

2.  At  the  joint  meeting  with  the  State  Health 
Department  on  December  12  it  was  suggested 
that  the  Special  Committee  on  Alcoholism  be  en- 
larged to  include  the  problem  of  narcotics.  We 
are  soliciting  the  opinions  of  Dr.  John  L.  Norris, 
chairman  of  that  committee,  and  Dr.  Bernard 
Wortis.  Dr.  Wortis  wrote  me  a letter  pointing  out 
that,  in  view  of  the  fact  that  the  two  problems  were 
so  divergent  and  especially  because  the  narcotic 
problem  seems  to  center  much  in  its  relationship  to 
the  adolescent,  it  was  his  recommendation  the  Com- 
mittee on  Alcoholism  be  not  enlarged  to  include  the 
problem  of  narcotics. 

3.  On  December  19  your  chairman  met  with  Drs. 
J.  Scott  Butterworth  and  B.  J.  Pisani  relative  to 
the  program  for  the  Teaching  Day.  There  are  still 
technical  matters  to  be  ironed  out,  but  there  seemed 
to  be  general  agreement  that  the  Teaching  Day  be 
given  over  to  a session  on  the  fundamentals  of  heart 
disease  by  Dr.  Butterworth  (New  York  University 
Post-Graduate  Medical  School)  who  has  been  using 
a mechanical  gadget  for  demonstrating  electro- 
cardiographic and  other  changes  in  heart  disease. 

It  was  thought  that  the  other  part  of  the  Teaching 
Day  might  be  devoted  to  a clinicopathologic  con- 
ference, with  Dr.  Von  Glahn,  professor  of  pathology 
at  New  York  University-Bellevue  College  of  Medi- 
cine, as  moderator.  It  was  also  proposed  to  use 
the  other  part  of  the  session  for  a clinic  in  the 
demonstration  of  the  use  of  simple  instruments  such 
as  the  bronchoscope,  proctoscope,  gastroscope,  and 
ophthalmoscope.  The  technic  of  the  biopsy  of  soft 
tissue  and  bone  marrow  was  also  considered. 

4.  Preparatory  to  the  considered  establishing  of  a 
State  Association  of  Blood  Banks,  Mr.  Carl  Mess- 
inger,  of  the  Public  Relations  Bureau,  has  been 
active  in  canvassing  various  doctors  through  the 
State  who  are  either  interested  in  or  operating  blood 
banks  in  hospitals,  and  for  the  Red  Cross.  A 
final  report  of  this  survey  will  be  submitted  later. 

5.  A joint  letter,  signed  by  Dr.  John  L.  Norris 
and  Dr.  David  S.  Ruhe,  as  members  of  the  Sub- 
committee on  Medical  Film  Review,  and  by  your 
chairman,  null  be  circulated  to  hospitals  and  medical 
schools  to  acquaint  them  with  the  existence  of  the 
library  of  medical  teaching  films  maintained  by  the 


State  Health  Department.  With  each  letter  will 
be  mailed  copies  of  the  catalog  listing  the  films  which 
have  been  reviewed  and  approved  by  the  film  review 
boards  of  the  subcommittee. 

6.  The  Subcommittee  on  Geriatrics  received  a 

resolution  from  the  House  of  Delegates  reading  as 
follows:  “We  hereby  resolve  that  the  Medical 

Society  of  the  State  of  New  York  devise  means  by 
which  the  Society  may  cooperate  in  the  work  of  the 
Governor’s  Commission  on  Chronic  Illness.” 

We  have  investigated  and  find  that  there  is  no 
Governor’s  Commission  on  Chronic  Illness  in  New 
York  State.  However,  there  is  a National  Com- 
mittee on  Chronic  Illness,  at  which  at  its  last 
meeting  Dr.  Scott  Lord  Smith  represented  the  State 
Medical  Society.  I state  this  for  the  record  so  as 
to  clarify  our  duty  in  respect  to  this  resolution. 

7.  “I  have  a letter  here  from  Dr.  Norris  of 
Rochester,  who  is  chairman  of  the  Committee  on 
Problems  of  Alcoholism,  and  with  it  a one-page 
report,  prepared  by  Drs.  Lovell  and  Fox,  concerning 
the  use  of  Antabuse  in  the  treatment  of  alcoholism. 
This  drug  has  been  released  within  the  last  two 
months  for  general  prescription  use,  and  there  are 
apparently  dangers  concerning  its  use.  I would 
like  to  quote  one  sentence  from  Dr.  Norris’  letter: 
‘We  feel  it  is  extremely  important  that  every 
possible  means  of  education  be  utilized  by  the 
Society  to  inform  Society  members  concerning 
Antabuse,  if  we  are  to  avoid  serious  complications 
and  possible  death  due  to  its  use.’  He  suggests 
that  this  communication  from  Drs.  Harold  W. 
Lovell  and  Ruth  Fox  be  circularized  to  every  mem- 
ber of  the  Society  either  through  the  News  Letter  or 
through  the  bulletin  of  the  State  Health  Depart- 
ment. I move  that  the  communication  of  Drs. 
Lovell  and  Fox  be  published  in  the  New  Yoke 
State  Journal  of  Medicine,  and  that  Dr.  Ivosmak 
be  requested  to  write  a short  editorial  calling  atten- 
tion to  the  dangers  of  the  use  of  this  new  drug.” 

The  motion  was  unanimously  carried. 

The  one-page  report  is  as  follows: 

“Antabuse  (tetraethylthiuram  disulfide)  is  a 
potent  new  drug  released  October  15,  1951,  for 
general  prescription  use  in  the  treatment  of  al- 
coholism. As  with  most  new  drugs,  both  pros  and 
cons  regarding  its  merits  and  dangers  are  likely 
to  be  exaggerated.  Neither  the  claim  that  the 
drug  ‘of  itself  is  perfectly  harmless’  nor  the  rumors 
of  frequent  tragic  reactions  from  its  use  can  be  sub- 
stantiated. With  the  dosage  schedule  recommended 
by  Ayerst,  McKenna  and  Harrison,  the  producers 
of  Antabuse  in  the  country,  at  the  time  the  drug 
was  released,  toxic  effects  from  the  drug  alone, 
precipitating  even  psychotic  episodes,  were  not  in- 
frequent. The  recommended  dosage  schedule  has 
been  reduced  subsequently  from  four  tablets  the 
first  day,  three  the  second,  two  the  fourth  and  one  for 
the  next  five  days,  to  but  one  tablet  daily  for  two 
weeks  and  thereafter  one-half  tablet  daily  for  one 
year  or  longer.  With  this  reduced  dosage  level,  the 
effectiveness  of  the  drug  is  preserved  and  the  toxic 
effects  reduced  to  a minimum. 

“Antabuse  should  never  be  administered  to  a 
patient  when  he  is  in  a state  of  alcohol  intoxication 
nor  without  his  full  knowledge.  Neither  should  it 
be  regarded  as  the  total  treatment.  Attention  to 
both  psychologic  and  physiologic  deviations  is  man- 
datory. Relatives  of  the  patient  should  be  in- 
structed to  this  effect. 

“It  is  unnecessary  to  give  every  Antabuse-treated 
patient  a test  dose  of  whiskey.  He  should  be  ap- 
prized carefully  and  in  detail  of  the  remarkable  and 
serious,  possibly  fatal,  reactions  to  drinking  any 
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alcoholic  beverage  while  taking  the  drug.  If 
considered  desirable  to  test  the  patient,  use  but  one- 
half  ounce  of  100-proof  whiskey;  repeat  if  neces- 
sary in  fifteen  minutes  to  obtain  a reaction,  but  do 
not  give  over  one  ounce.  The  test  should  be  per- 
formed only  under  controlled  conditions,  preferably 
in  a hospital. 

“Every  physician  should  acquaint  himself  with  the 
signs  and  symptoms  of  an  alcohol  reaction  to  Anta- 
buse. These  consist  of  marked  flushing  of  the  face 
and  upper  trunk,  palpitation,  a sensation  of  con- 
striction in  the  chest  associated  with  air  hunger, 
injection  of  the  sclerae,  excessive  perspiration, 
parasthesias,  malaise,  nausea  and/or  vomiting, 
and  an  initial  elevation  in  blood  pressure  followed 
by  hypotension  and  sometimes  shock. 

“Treatment  consists  of  shock  position,  intra- 
venous injection  of  1 Gm.  of  ascorbic  acid  or  10  cc. 
of  aqueous  adrenal  cortex  extract,  oxygen  inhala- 
tion, coramine,  and,  if  necessary,  whole  blood  or 
plasma,  or  5 per  cent  glucose  in  saline  intrave- 
nously. It  is  recommended  that  every  hospital 
emergency  room  have  the  treatment  procedure  con- 
spicuously displayed  for  emergency  reference. 

“Extreme  caution  must  be  exercised  with  every 
patient  treated,  but  particularly  so  where  coexisting 
disease  is  present — as  with  heart,  liver,  or  kidney 
disease.  Serious  organ  disease  and  psychotic  or 
borderline  mental  diseases  are  contraindications  to 
the  use  of  Antabuse. 

“The  Committee  on  Alcoholism  of  the  Medical 
Society  of  the  State  of  New  York  is  extremely  eager 
to  separate  facts  from  fiction  regarding  Antabuse- 
treated  alcoholic  patients.  Your  cooperation  in 
debunking  rumors  and  reporting  to  the  chairman, 
Dr.  John  L.  Norris,  126  Edgemere  Drive,  Rochester, 
any  untoward  reaction  to  Antabuse  is  solicited.” 

Dr.  Kenney  recalled  a suggestion  in  the  December 
report  of  the  Public  Health  and  Education  Com- 
mittee that  an  article  be  prepared  for  the  New 
York  State  Journal  of  Medicine  and  Health 
News  to  bring  before  the  profession  the  need  for 
stimulating  an  interest  in  producing  better  medical 
films,  citing  the  lack  of  good  material  and  the  need 
for  specially  trained  producers,  as  well  as  what  the 
doctor  wants  in  such  films. 

Dr.  Curphey  stated  it  was  the  feeling  at  the  last 
meeting  of  the  Medical  Film  Review  Subcommittee 
that  such  action  should  be  taken.  He  moved  that 
an  article  be  prepared  jointly  by  Dr.  John  L.  Norris 
and/or  Dr.  Granville  W.  Larrimore. 

It  was  so  voted. 

The  report  as  a whole  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

“During  the  last  month  of  1951,  the  field  repre- 
sentatives of  the  Public  Relations  Bureau  continued 
to  assist  county  medical  societies  in  carrying  on  con- 
structive public  relations  programs.  Two  of  them 
were  instrumental  in  helping  six  county  medical 
societies  with  the  formation  of  mediation  com- 
mittees. Mr.  Brown  assisted  Oswego,  Otsego, 
St.  Lawrence,  and  Tioga  county  medical  societies, 
while  Mr.  Messinger  aided  Genesee  and  Wyoming 
county  societies.  The  latter  also  worked  with  the 
Genesee  County  Society  in  regard  to  the  formation 
of  an  emergency  medical  service  and  attended  the 
Eighth  District  Advisory  Council  meeting  in  Buffalo. 
Mr.  Brown  worked  with  Dr.  Louis  Jones,  director 
of  the  New  York  State  Historical  Association,  in 
publicizing  the  need  for  equipment  to  furnish 
the  1840  Doctor’s  Office  at  Farmers’  Museum, 
Cooperstown,  New  York.  He  also  assisted  in 
publicizing  the  emergency  service  in  Otsego  County. 


“Mr.  Walsh  visited  seven  county  societies  in  the 
second  and  ninth  districts,  where  one  society  voted 
to  list  its  telephone  number  in  the  local  directory 
and  another  to  publish  its  own  county  society  bulle- 
tin. Mr.  Tracey  assisted  the  societies  in  the 
second  district  and  worked  on  the  News  Letter. 

“Your  committee  continued  to  carry  on  the  work 
of  cooperating  with  two  other  Council  committees. 
All  the  field  representatives  worked  with  Dr.  John 
J.  Masterson  and  the  Committee  on  Emergency 
Preparedness  to  promote  participation  by  physi- 
cians in  civil  defense.  During  visits  to  various 
county  medical  societies,  they  brought  home  to 
doctors  Dr.  Masterson’s  urgent  request  that  every 
member  enroll  in  the  State  Civil  Defense  Program. 
The  second  activity  was  carried  on  by  Mr.  Messinger. 
He  interviewed  physicians  in  five  upstate  cities  in 
regard  to  the  contemplated  organization  of  a State 
blood  bank  association,  now  being  investigated  by 
the  Committee  on  Public  Health  and  Education. 

“Through  the  courtesy  of  the  California  Medical 
Association,  the  Public  Relations  Bureau  obtained 
copies  of  the  recently  published  psychologic  study  of 
doctor-patient  relationship  by  Ernest  Dichter, 
Ph.D.  This  significant  report  was  mailed  to 
county  medical  society  public  relations  chairmen  as 
well  as  to  members  of  your  committee  and  its  sub- 
committee. 

“ ‘Telephone  Cues  for  Medical  Personnel,’  the 
four-page  pamphlet  announced  in  the  November 
issue  of  News  Letter,  continued  its  popularity  during 
December.  Letters  were  received  from  such  far 
distances  as  the  Arkansas  State  Medical  Society  and 
the  Clark  County  Medical  Society  of  the  State  of 
Washington,  either  asking  for  quantities  of  the 
pamphlet,  which  were  supplied  at  cost,  or  requesting 
permission  to  reproduce. 

“Conferences  were  held  with  the  chairman  of 
several  committees  of  the  Woman’s  Auxiliary. 
A questionnaire  on  nursing  scholarships  and  a copy 
of  the  convention  issue  of  the  Distaff  was  sent  to 
every  Auxiliary  member. 

“The  Speakers  Service  received  several  requests 
for  physicians  to  talk  on  compulsory  health  in- 
surance and  medical  public  relations.  Two  of 
these  requests  were  accepted  by  members  of  your 
committee.  Dr.  John  McClintock,  Albany,  agreed 
to  talk  on  public  relations  before  the  Greene  County 
Medical  Society.  Dr.  George  Schwartz,  another 
member  of  your  committee,  will  address  the  Sullivan 
County  Medical  Society  on  the  same  subject. 

“Because  of  public  interest  in  the  teen-age  nar- 
cotic problem,  the  Public  Relations  Bureau  dis- 
tributed a special  release  to  New  York  City  news- 
papers and  the  wire  services  on  ‘Adolescent  Drug 
Addiction,’  from  the  January  1 New  York  State 
Journal  of  Medicine.  Releases  on  postgraduate 
lectures  were  mailed  to  papers  in  Dutchess,  Jefferson, 
Kings,  and  Ontario  counties. 

“As  a representative  of  the  Public  Relations 
Bureau,  Mr.  Walsh  attended  a press  conference 
conducted  by  the  New  York  State  Society  for 
Medical  Research  which  stressed  the  critical  short- 
age of  animals  for  atomic  research  and  the  need  for 
legislation  to  permit  use  of  stray  cats  and  dogs  in 
such  work.  Mr.  Tracey  acted  in  the  same  capacity 
.at  the  meeting  of  the  subcommittee  on  television  of 
the  State  Medical  Society’s  Scientific  Exhibit  Com- 
mittee, which  discussed  plans  for  color  telecasting 
at  our  annual  meeting  next  May. 

The  report  was  adopted. 

Publication. — Dr.  George  W.  Kosmak,  chairman, 
reported : 

“The  Publication  Committee  yesterday  afternoon 
considered  a number  of  routine  matters. 
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“As  far  as  the  paper  situation  is  concerned,  we 
are  now  in  a very  favorable  position.  We  are 
assured  of  sufficient  paper  for  the  coming  year. 

“A  letter  came  from  Dr.  Samuel  Garlan,  of  the 
New  York  Academy  of  General  Practice,  in  which 
the  request  was  made  that  a member  of  that  organ- 
ization be  included  on  the  advisory  editorial  staff 
of  the  Journal.  The  chairman  was  directed  to  ask 
4 Dr.  Garlan  to  suggest  three  names  from  which 
we  could  pick  out  one. 

“A  considerable  time  was  given  to  discussion  of 
i the  publicity  which  had  resulted  from  publication 
in  the  lay  press  of  the  President’s  Committee  to 
Survey  the  Health  Needs  of  the  Nation,  and  whether 
the  Journal  should  editorialize  this  matter.  It 
was  decided  to  submit  this  question  to  a group 
consisting  of  our  Editorial  Board,  our  Public 
, Relations  Committee,  and  our  legal  counsel.  We 
hope  they  will  seek  advice  from  Drs.  Louis  H. 
Bauer,  James  R.  Reuling,  and  Edward  R.  Cunniffe. 

“We  felt  we  should  not  take  any  public  stand  until 
i we  saw  what  the  editorial  policy  of  the  Journal  of 
the  American  Medical  Association  was  going  to  be. 

“I  put  that  to  you  for  approval  or  disapproval.” 

Approval  was  voted. 

The  report  as  a whole  was  adopted. 

Veterans  Administration,  Liason  with. — Dr.  Her- 
bert H.  Bauckus,  chairman,  stated  that  new  forms 
had  been  received  for  use  in  the  present  authoriza- 
tion plan,  which  were  quite  good  and  would  shorten 
the  procedure.  He  read  the  last  paragraph  of  the 
forms,  “Service  can  only  be  approved  for  the 
present  established  eligible  disabilities  as  listed  in 

4 each  authorization,”  emphasizing  the  fact  that  it  is 
not  possible  under  an  authorization  to  treat  other 

i conditions  encountered  while  rendering  the  service 

5 for  which  authorization  has  been  granted. 

He  reported  that  the  amount  of  authorized  work 
had  not  declined  much  in  the  last  year,  3,240 
authorizations  having  been  issued  between  October 
1 and  December  31,  1952.  In  that  period  fees  paid 
to  physicians  had  amounted  to  $37,018.  In  a con- 
siderable number  of  cases  lower  fees  were  asked  by 
the  physicians  than  those  that  could  otherwise  have 
been  authorized.  Dr.  Bauckus  felt  that  good  work 
had  been  done  by  the  physicians,  that  the  plan  is 
working  satisfactorily,  and  that  no  great  public 
criticism  in  New  York  and  in  other  states  had  been 
expressed  for  some  years. 

He  stated  that  in  a number  of  cases  prescriptions 
had  been  issued  by  a physician  after  his  authoriza- 
tion for  treatment  of  a veteran  had  terminated. 
This  had  been  done  by  mistake,  but  in  several  in- 
stances the  Veterans  Administration  had  refused 
to  pay  for  the  drugs  and  had  insisted  that  the 
physicians  do  so.  The  Veterans  Medical  Service 
Plan  had  objected  and  had  asked  the  physicians  not 
to  pay.  It  had  been  the  usual  practice  for  the 
coordinator  to  write  to  the  physician  involved, 
asking  him  not  to  issue  any  more  prescriptions  after 
the  termination  of  his  authorization,  and  as  a rule 
he  had  stopped.  They  felt  that  this  practice  should 
continue  and  that  physicians  should  not  pay  for 
prescriptions  written  erroneously  but  in  good  faith. 
Dr.  Bauckus  expected  to  meet  Dr.  George  O’ Kane 
on  January  1 1 to  discuss  the  problem. 

He  felt  that  at  the  conference  to  be  held  with 
Admiral  Boone,  regarding  renewal  of  the  contract 
with  the  Veterans  Administration,  we  should  con- 
tinue to  ask  for  free  choice  by  the  veteran  of  phys- 
ician and  hospital  for  the  treatment  of  service- 
connected  disabilities. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott, 
chairman,  presented  the  following  report: 


“During  the  past  month  the  Auxiliary  was  ex- 
tremely busy.  The  president,  Mrs.  Harold  Johnson, 
not  only  sent  you  and  me  and  every  member  of  the 
Auxiliary  greetings  of  the  season,  but  also  a special 
letter  urging  each  county  president  to  stress  the 
following  objectives:  the  American  Medical  Educa- 
tion Foundation,  hospitality  toward  wives  of 
medical  students,  nurse  recruitment,  and  Todar/s 
Health. 

“The  public  relations  chairman  urged  each 
county  chairman  to  intensify  her  efforts  toward  the 
distribution  of  the  labor  pamphlets  and  the  promo- 
tion of  local  radio  programs.  After  securing  special 
guidance,  this  chairman  also  arranged  an  interview 
with  the  secretary  of  the  Central  Trades  and  Labor 
Council  of  the  AFL,  one  of  the  largest  labor  organiza- 
tions in  the  metropolitan  area,  and  discussed  the 
possibility  of  having  a copy  of  Mr.  Hutcheson’s 
pamphlet  made  available  to  members  of  that 
council.  The  secretary  has  promised  to  place  the 
matter  before  the  full  council  at  its  next  meeting. 

“The  legislation  chairman  has  urged  every  Auxili- 
ary member  to  prepare  for  the  coming  legislative 
session.  The  civil  defense  chairman  has  reviewed 
the  advisability  of  the  Auxiliary  taking  leadership 
in  promoting  public  interest  in  the  need  for  emer- 
gency kits  for  the  home,  in  the  event  of  an  atomic 
incident.  The  editor  completed  work  on  the  con- 
ference issue  of  the  Distaff , and  more  than  4,000 
copies  were  distributed. 

“A  questionnaire  on  nursing  scholarships  was  also 
sent  to  each  county  so  that  the  State  Auxiliary  will 
have  up-to-date  information  on  activities  in  this 
important  field.  Today's  Health  chairman  took 
advantage  of  the  spirit  of  the  season  to  urge  each 
member  to  purchase  at  least  one  gift  subscription. 
Preliminary  conferences  have  been  conducted  re- 
garding the  proposed  poster  contest  and  organiza- 
tion of  auxiliaries  in  both  the  rural  and  urban  areas. 

“Interesting  reports  have  been  received  about  a 
play  entitled  ‘In  the  Good  Old  Days,’  produced  by 
the  Schenectady  County  Auxiliary.  It  is  a very 
humorous  but  thought-provoking  take-off  on  what 
may  be  expected  should  the  United  States  adopt  a 
health  scheme  similar  to  the  one  now  in  force  in 
England.” 

Workmen’s  Compensation. — Dr.  John  J.  H. 

Keating,  chairman,  submitted  the  following  report: 

On  December  24,  1951,  a conference  was  held  with 
Dr.  Marcus  D.  Kogel,  Commissioner  of  Hospitals, 
City  of  New  York,  concerning  arrangements  in 
municipal  hospitals  for  payment  of  doctors  for 
treatment  of  compensation  cases.  Other  questions 
were  discussed,  such  as  the  retaining  of  compensa- 
tion cases  in  municipal  hospitals  beyond  the  emer- 
gency period  and  the  treatment  of  ambulatory 
compensation  cases  in  municipal  dispensaries. 

It  is  the  expressed  desire  pf  the  Commissioner  to 
cooperate  fully  with  the  Workmen’s  Compensation 
Board  and  the  State  Medical  Society  in  carrying  out 
not  only  the  letter  but  the  spirit  of  the  Workmen’s 
Compensation  Law.  Each  municipal  hospital  has 
autonomy  with  respect  to  the  distribution  of  funds 
collected,  and  also  in  the  method  of  carrying  out, 
reporting,  and  billing  to  insurance  carriers  and 
employers  for  medical  care.  The  Commissioner 
will  in  the  near  future  send  us  a covering  letter 
giving  his  views  on  each  point  and  expressing  his 
desire  to  cooperate  fully  in  carrying  out  the  letter 
and  the  spirit  of  the  Workmen’s  Compensation  Law. 

An  opinion  was  rendered  by  the  secretary  of  the 
Workmen’s  Compensation  Board,  Mr.  George  T. 
Clark,  that  the  8 per  cent  increase  effective  May  1, 
1951,  should  apply  to  all  cases  injured  before  that 
time  but  not  treated  until  May  1 or  afterwards. 
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A further  conference  was  held  with  the  secretary 
of  the  Workmen’s  Compensation  Board  concerning 
the  failure  of  the  corporation  counsel  in  the  City  of 
Rochester  to  comply  with  the  provisions  of  Section 
13-g  of  the  Workmen’s  Compensation  Law  referring 
to  the  arbitration  of  disputed  medical  bills.  At  his 
request,  your  director  submitted  to  the  secretary  a 
copy  of  an  opinion  by  Attorney  General  John  J. 
Bennett,  Jr.,  on  March  10,  1938,  concerning  the 
necessity  for  the  City  of  New  York  to  comply  with 
the  provisions  of  Section  13-g  at  the  time  when  the 
City  of  New  York  refused  to  arbitrate  disputed 
medical  bills. 

Under  date  of  November  19,  1951,  Dr.  Henry  D. 
Fearon,  vice-chairman  of  the  Kings  County  Medical 
Society  workmen’s  compensation  committee,  ad- 
dressed a letter  to  Miss  Alary  Donlon  to  the  effect 
that  the  society  had  been  receiving  complaints  from 
doctors  concerning  the  “so-called  arbitration  of 
medical  bills.”  It  was  the  belief  of  the  committee 
that  doctors  were  threatened  with  arbitration  if 
they  did  not  reduce  their  fees  and  made  settlements 
for  less  than  the  value  of  the  services  rendered  in 
order  to  avoid  the  time  spent  in  appearing  before 
the  Medical  Practice  Committee.  It  was  also  their 
feeling  that  the  “arbitrators  were  very  arbitrary” 
and  did  not  give  full  consideration  to  physicians’ 
claims.  There  was  often  a long  period  of  delay 
after  the  hearing  before  a decision  was  reached.  A 
list  of  physicians  who  have  made  complaints  against 
the  present  system  of  arbitration  was  attached. 

On  December  13,  1951,  Miss  Donlon  replied  to 
Dr.  Fearon  that  she  was  calling  for  a review  of  the 
cases  submitted  by  his  committee.  She  asked  for  the 
names  of  the  insurance  carriers  who  brought  pres- 
sure on  doctors.  She  promised  to  make  an  investi- 
gation and  to  take  steps  to  correct  whatever  improper 
conduct  there  may  be  on  the  part  of  the  carriers. 

On  December  12,  your  director  conferred  with  Dr. 
Willis  M.  Weeden,  medical  director  of  the  Work- 
men’s Compensation  Board,  with  respect  to  the 
pilot  study  in  rehabilitation  being  made  by  the 
Workmen’s  Compensation  Board.  A statement 
by  Dr.  Weeden  shows  his  cooperation  with  the  medi- 
cal profession  in  carrying  out  this  study. 

It  has  come  to  our  attention  that  during  the 
coming  session  of  the  Legislature  it  is  planned  to 
introduce  legislation  to  remove  the  Medical  Appeals 
Unit  from  the  Industrial  Council  and  place  it  under 
the  jurisdiction  of  the  Workmen’s  Compensation 
Board.  The  Industrial  Commissioner  has  agreed 
to  this  change  on  the  basis  of  the  relatively  small 
number  of  appeals  taken  from  the  decisions  of  the 
Compensation  Committee  and  of  the  Medical 
Practice  Committee.  We  would  like  to  point  out 
that,  previous  to  1944,  medical  appeals  were  con- 
sidered by  a subcommittee  of  the  Industrial  Council. 
The  decision  of  this  committee  on  the  appeal  was 
final  and  binding  on  the  Industrial  Commissioner. 
When  the  law  was  amended  in  1944,  three  physicians 
were  appointed  by  the  Governor  to  the  Industrial 
Council  and  were  known  as  the  Medical  Appeals 
Unit.  They  had  jurisdiction  in  all  appeals  from 
actions  taken  by  the  Workmen’s  Compensation 
Board,  medical  societies,  or  the  Medical  Practice 
Committee  with  reference  to  physicians  ratings, 
disciplinary  actions  by  any  of  these  bodies.  How- 
ever, instead  of  being  final  and  binding  upon  the 
chairman  of  the  Workmen’s  Compensation  Board 
as  heretofore,  the  decision  or  findings  of  the  Medical 
Appeals  Unit  was  only  advisory,  and  on  a number  of 
occasions  it  has  been  pointed  out  by  us  that  this 
nullifies  the  effectiveness  of  the  Medical  Appeals 
Unit.  Actually  there  was  no  effective  appeal  under 
the  circumstances,  since  the  chairman  of  the  Work- 


men's Compensation  Board  would  or  could  ignore 
the  findings  of  Medical  Appeals  Unit.  If  now  the 
Medical  Appeals  Unit  is  placed  directly  under  the 
jurisdiction  of  the  chairman  of  the  Workmen’s 
Compensation  Board,  no  effective  appeal  would  be 
vouchsafed  a physician.  Whether  this  is  con- 
stitutional is  certainly  a moot  point.  Further 
consideration  should  be  given  to  this  matter  if  and 
when  a bill  is  drawn  up.  Furthermore,  it  would 
seem  that  this  is  a proper  subject  for  discussion  by 
the  advisory  committee  to  the  Workmen’s  Compen- 
sation Board  in  advance  of  the  proposed  legislation, 
your  chairman  being  a member  of  said  committee. 

Your  director  appeared  on  December  27  before 
the  Medical  Appeals  Unit  to  represent  the  Delaware 
County  Medical  Society  in  an  appeal  taken  by  a 
physician  who  was  denied  a change  of  rating  from 
XA  to  SA. 

It  was  voted  to  adopt  the  report. 

New  Business 

Appointments. — Committee  on  American  Medical 
Education  Foundation. — Dr.  Kenney  asked  approval 
of  the  appointment  of  Dr.  William  C.  Rausch  of 
Albany  and  Dr.  William  J.  Orr  of  Buffalo  in  place 
of  Dr.  James  W.  Bucci  and  Dr.  Elmer  T.  McGroder 
who  declined. 

Approval  was  voted. 

Special  Committee  To  Study  the  Needs  of  General 
Practitioners  in  New  York  State. — Dr.  Kenney  asked 
approval  for  the  appointment  of  Dr.  Luther  B. 
MacKenzie  of  New  York  City  as  representative  of 
the  State  Medical  Society  on  this  committee.  He 
also  asked  permission,  if  Dr.  MacKenzie  is  unable 
to  accept,  to  appoint  Dr.  John  H.  Stauffer  of  Canton. 

It  was  so  voted. 

Nominating  Committee. — He  stated  that  at  the 
last  meeting  of  the  Nominating  Committee  he  had 
appointed  Dr.  Edward  K.  Horton  of  Rockville 
Centre  to  represent  the  Second  District  because 
Dr.  Eugene  H.  Coon  was  unable  to  be  present. 

Dr.  Horton’s  appointment  was  approved. 

Joint  Meeting  To  Discuss  Possible  Changes  in 
the  Education  Law. — Dr.  Kenney  stated  further: 

“We  were  asked  by  the  Greater  New  York  Hos- 
pital Association  and  the  Hospital  .Association  of 
New  York  State  less  than  a week  ago  to  confer  with 
their  representatives  regarding  changes  in  the 
Education  Law  which  would  have  to  do  with 
the  intern  situation  in  the  hospital.  That  com- 
mittee held  a meeting  yesterday,  with  three  repre- 
sentatives I appointed,  and  they  are  holding  another 
meeting  with  the  Education  Department  next  Fri- 
day. Dr.  Horace  Ayers,  Dr.  Charles  Gordon  Heyd, 
and  Dr.  Gerald  Dorman  represented  this  Society. 

I would  like  approval  of  those  three  gentlemen.” 

Approval  was  voted. 

National  Conference  on  Industrial  Medicine. — 
Dr.  Kenney  expressed  the  opinion  that  this  Society 
should  be  represented  at  the  annual  meeting  of  the 
National  Conference  on  Industrial  Medicine  in 
Pittsburgh,  January  18  And  19,  under  the  auspices 
of  the  American  Medical  Association.  He  suggested 
that  Dr.  Kaliski  be  sent  and  that  the  expense  be 
charged  to  the  Workmen’s  Compensation  budget. 

This  was  voted. 

Deaths. — The  secretary  regretfully  announced 
the  death  of  an  ex-president,  Dr.  Harry  R.  Trick 
of  Buffalo,  on  December  19,  1951,  at  the  age  of 
seventy-seven  years,  and  requested  the  Council  to 
direct  him  to  write  a letter  of  sympathy  to  the 
proper  person. 

This  was  voted  unanimously. 
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The  Closed  Treatment  of  Common  Fractures. 
By  John  Charnley,  M.D.  (Eng.).  Octavo  of  190 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $7.00. 

In  his  preface,  the  author  writes  as  follows: 
“Another  motive  for  writing  this  book  arose  out  of 
a recent  visit  to  the  United  States  of  America.  It 
became  apparent  to  an  English  visitor  that  interest 
in  the  operative  treatment  of  fractures  was  there, 
tending  to  supersede  interest  in  nonoperative  treat- 
ment, except  of  course  where  open  methods  were 
manifestly  impossible.” 

Whatever  his  reasons,  the  author  has  written  a 
most  interesting  and  instructive  monograph.  The 
first  few  chapters,  dealing  with  the  mechanics  of 
conservative  treatment,  joint  movement  in  conserv- 
ative therapy,  and  plaster  technic,  lay  the  foun- 
dation for  the  remainder  of  the  book  which  sets  forth 
in  minute  detail  the  manipulative  reduction  of  vari- 
ous common  fractures. 

This  work  will  make  a stimulating  addition  to  the 
library  of  any  one  interested  in  the  treatment  of 
fractures.  Mayer  E.  Ross 

Bases  of  Human  Behavior.  A Biologic  Approach 
to  Psychiatry.  By  Leon  J.  Saul,  M.D.  Octavo  of 
150  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1951.  Cloth,  $4.00. 

There  has  long  been  a need  for  a book  which  would 
correlate  and  integrate  the  basic  sciences  and  the 
emotional  responses  of  the  individual.  This  book 
admirably  fills  that  need.  It  will  serve  as  an  intro- 
duction for  all  who  seek  information  on  the  funda- 
mental knowledge  upon  which  modern  dynamic  psy- 
chiatry rests.  An  attempt  has  been  made  here  to 
approach  psychiatry  from  the  biologic  viewpoint. 

The  book  reads  easily  and  is  never  dull . Although 
there  is  a tendency  to  be  flowery  at  times,  the  philo- 
sophic interjections  enhance  its  flavor. 

Joseph  L.  Abramson 

Plasma  Clot  Suture  of  Peripheral  Nerves  and 
Nerve  Roots.  Rationale  and  Technique.  By  I.  M. 
Tarlov,  M.D.  Octavo  of  116  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1950.  Cloth, 
$5.50. 

This  monograph  reviews  the  methods  of  thread 
suture  that  have  been  used  for  the  repair  of  peri- 
pheral nerves,  pointing  out  that  damage  to  the  nerve 
fibers  and  introduction  of  scar  tissue  between  the 
ends  of  the  nerves  frequently  impair  nerve  regener- 
ation. By  the  method  of  plasma  clot  suture,  the 
author  has  achieved  a procedure  which  seems  to 
overcome  these  difficulties.  The  technic  is  de- 
scribed in  detail  and  each  step  illustrated  clearly,  as 
are  the  few  items  of  special  equipment  necessary  for 
the  performance.  The  description  of  the  care 
, which  should  be  taken  in  handling  the  cut  ends  of 
the  nerves  incident  to  their  suture  by  any  method 
should  be  read  by  everyone  dealing  with  nerve  re- 
pair. Of  special  interest  is  the  section  describing 
the  renewal  of  continuity  of  nerve  roots  by  means  of 
the  plasma  clot  technic,  an  accomplishment  not  pre- 
' viously  obtained  by  other  methods  of  nerve  suture. 

Howard  Freedman 


The  1950  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery.  (November,  1949  October,  1950). 

Neurology,  edited  by  Roland  P.  Mackay,  M.D.; 
Psychiatry,  edited  by  Nolan  D.  C.  Lewis,  M.D.; 
Neurosurgery,  edited  by  Percival  Bailey,  M.D. 
Duodecimo  of  627  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1951.  Cloth,  $5.00. 

This  year’s  book  features  a resume  of  the  progress 
in  the  past  decade  in  neurology,  psychiatry,  and 
neurosurgery.  It  is  adequately  handled  by  Drs. 
Mackay,  Lewis,  and  Bailey. 

More  and  more  this  book  is  becoming  a “must” 
for  the  neuropsychiatrist  and  for  those  who  desire  to 
keep  abreast  of  the  progress  in  this  field. 

Joseph  L.  Abramson 

Diabetes  Guide  Book  for  the  Physician.  Sexto- 
decimo of  79  pages.  New  York,  American  Diabetes 
Association,  1950. 

This  book  tells  the  practitioner  how  the  majority 
of  specialists  treat  their  diabetic  patients. 

It  lists  a routine  for  general  care  as  well  as  for 
coma,  acidosis,  pre-  and  postoperative  surgical  care. 
The  pattern  is  similar  to  a routine  posted  on  a hos- 
pital bulletin  board  for  guidance  of  its  resident  staff. 

Such  guide  routines,  however,  should  be  changed 
as  frequently  as  new  methods  come  into  vogue: 
otherwise  it  is  best  to  follow  any  one  of  the  many 
good  textbooks  on  diabetes  that  are  presently  avail- 
able. Morris  Ant 

Physiology  of  the  Eye.  Clinical  Application.  By 

Francis  Heed  Adler,  M.D.  Quarto  of  709  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1950. 
Cloth,  $12. 

In  1933  Adler  first  wrote  a textbook  on  Clinical 
Physiology  of  the  Eye  in  which  he  reviewed  what  was 
then  the  newer  research  on  ocular  physiology,  to  be 
found  only  in  isolated  reports  not  readily  available. 
The  book  was  not  intended  to  be  complete,  but  it 
did  serve  to  awaken  the  reader  to  the  vast  role 
which  physiology  could  play  in  clinical  management. 

This  new  and  enlarged  book  has  an  improved  for- 
mat and  a new  title  but  does  not  deviate  from  the 
original  text  in  the  subjects  discussed,  which  include 
color  vision,  dark  adaptation,  visual  acuity,  ocular 
motility,  retinal  metabolism,  etc.  Its  newness  be- 
comes apparent  when  one  peruses  the  extensive 
bibliography  of  material  published  since  1933  which 
Adler  has  assimilated  and  organized  for  textbook 
requirements  with  especial  emphasis  on  possible 
clinical  applications.  This  book  should  prove  a 
stimulating  classic  for  serious  students  of  ophthal- 
mology. Emanuel  Krimsky 

Savill’s  System  of  Clinical  Medicine.  Dealing 
with  the  Diagnosis,  Prognosis,  and  Treatment  of 
Disease  for  Students  and  Practitioners.  Edited  by 
E.  C.  Warner,  M.D.  Thirteenth  edition.  Octavo 
of  1,198  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $7.00. 

The  modified  thirteenth  edition  of  this  encyclo- 
pedic volume  bespeaks  a popularity  which  still  lives , 
after  forty  years  of  its  existence.  The  work  is  based 
on  a philosophy  of  diagnosis  which  is  actually  em- 
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ploy od  by  all  physician*  in  practice,  namely  the 
building  of  a diagnosis  by  integration  of  the  cardinal 
symptoms  presented  by  the  patient  with  other  clini- 
cal features. 

The  volume  will  be  found  to  be  an  excellent  quick 
reference  work  for  the  practitioner.  It  is  particu- 
larly well  indexed  and  cross  indexed. 

George  E.  Anderson 

Principles  of  General  Psychopathology.  An 
Interpretation  of  the  Theoretical  Foundations  of 
Psychopathological  Concepts.  By  Siegfried  Fischer, 
M.D.  Octavo  of  327  pages,  illustrated.  New 
York,  Philosophical  Library,  1950.  Cloth,  $4.75. 

The  author  was  formerly  professor  of  psychiatry 
and  neurologjf  at  the  University  of  Breslau.  At 
present  he  is  clinical  instructor  of  psychiatry  at  the 
University  of  California. 

The  book  is  an  attempt  to  survey  the  most  impor- 
tant psychopathologic  phenomena  and  to  describe" 
their  theoretical  bases.  The  book  in  itself  is  an  out- 
line of  many  theories,  old  and  new,  regarding  the 
different  phases  of  psychopathology.  In  reading  the 
book,  one  gains  the  impression  that  it  is  an  outline 
of  a series  of  lectures  given  to  medical  students. 

The  book  contains  a good  deal  of  material,  but  it 
is  written  in  a style  that  is  very  difficult  to  compre- 
hend. It  would  be  well  if  the  author  collaborated 
with  an  American  psychiatrist;  the  result  would  be  a 
great  improvement  upon  the  present  volume. 

Irving  J.  Sands 

The  Pharmacopeia  of  the  United  States  of  Amer- 
ica (The  United  States  Pharmacopeia).  Fourteenth 
Revision  (U.S.P.  XIV)  and  the  First  U.S.P.  XIV 
Supplement.  By  Authority  of  the  United  States 
Pharmacopeial  Convention,  Inc.,  meeting  at 
Washington,  D.C.,  May  14  and  15,  1940.  Prepared 
by  the  Committee  on  Revision  and  Published  by  the 
Board  of  Trustees.  Octavo  of  1,067  pages,  illus- 
trated. Easton,  Pa.,  Mack  Printing  Co.,  1950. 
Cloth,  $9.00. 

This  is  the  fourteenth  revision  of  the  United  States 
Pharmacopeia  that  had  its  first  publication  in  1820. 
In  these  days  when  proprietary  drugs  are  largely  in 
vogue,  it  is  encouraging  to  find  a standard  work  on 
drugs  in  common  use  in  everyday  practice. 

The  Board  of  Trustees  and  the  Committee  on 
Revision  deserve  our  support  for  the  continuation  of 
their  useful  work.  Harry  Apfel 

Multiple  Sclerosis  and  the  Demyelinating  Dis- 
eases. Ass.  Res.  Nerv.  Ment.  Dis.  Volume  28. 
Proceedings  of  the  Association,  December  10  and  11, 
1948,  New  York.  Ed.  Bd.,  Henry  W.  Wolfman, 
M.D.,  H.  Houston  Merritt,  M.D.,  S.  Bernard 
Wortis,  M.D.,  and  Clarence  C.  Hare,  M.D.  Octavo 
of  675  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $12. 

The  twenty-eighth  volume  of  the  “Research  Pub- 
lications” treats  a subject  previously  considered  by 
the  Association  over  twenty-five  years  ago.  There 
are  forty  chapters  dealing  with  all  phases  of  this  de- 
myelinating disorder.  To  quote  from  the  Foreword: 
"The  wealth  of  clinical  and  pathologic  material  that 
has  been  accumulated  over  the  years  and  is  pre- 
sented in  brief  in  this  book  will  provide  an  enlighten- 
ing panorama  even  for  the  well  informed  whose 
knowledge  is  based  on  the  study  of  isolated  cases.” 
New  examples  of  clinical  progress  are  fractional  esti- 
mation of  globulin  in  the  cerebrospinal  fluid,  sheath- 
ing of  the  retinal  vein,  monocular  nystagmus. 

This  volume  is  well  recommended  and  should 


be  on  the  library  shelves  of  all  who  are  interested  in 
diseases  of  the  central  nervous  system. 

H.  R.  Merwarth 

Clinical  Nutrition.  Edited  by  Norman  Jolliffe, 
M.D.,  F.  F.  Tisdall,  M.D.,  and  Paul  R.  Cannon, 
M.D.  For  the  Food  and  Nutrition  Board  of  the 
National  Research  Council.  Octavo  of  925  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1950. 
Cloth,  $12. 

This  excellent  symposium  by  a group  of  experts  on 
nutrition  is  encyclopedic  in  its  comprehension,  yet 
a handbook  in  practicality.  It  is  truly  “clinical”  in 
its  scope,  meeting  every  possible  need  of  the  clini- 
cian in  helping  him  to  diagnose  as  well  as  treat  the 
problems  in  nutrition.  The  colored  illustrations  as 
well  as  the  black  and  white  ones  are  excellent.  The 
material  is  well  documented  by  liberal  references. 
The  reviewer  considers  this  to  be  the  most  service- 
able book  on  the  broad  subject  of  clinical  nutrition 
which  has  to  date  appeared  in  print. 

George  E.  Anderson 

Color  Atlas  of  Pathology.  Hematopoietic  Sys- 
tem, Reticulo-Endothelial  System,  Respiratory 
Tract,  Cardiovascular  System,  Liver,  Alimentary 
Tract,  Kidney  and  Urinary  Tract,  Musculoskeletal 
System.  Prepared  under  the  auspices  of  the  U.S. 
Naval  Medical  School  of  the  National  Naval  Medical 
Center,  Bethesda,  Md.  Octavo  of  546  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1950. 
Cloth,  $20. 

This  is  a work  which  is  a “must”  for  every  student 
of  medicine.  It  is  not  merely  an  atlas;  it  is  actually 
a compendium  of  information. 

What  is  unique  in  this  masterpiece  is  the  profuse- 
ness of  the  illustrations  for  each  disease,  presented 
with  pathologic  slides,  x-ray  films,  and  colored  photo- 
graphs. It  is  a veritable  mine  of  information. 

This  work  was  prepared  under  the  auspices  of  the 
U.S.  Naval  Medical  School  of  the  National  Naval 
Medical  Center  at  Bethesda.  The  Navy  may  well 
be  proud  of  such  an  accomplishment. 

Maurice  Morrison 

Medical  Jurisprudence  and  Toxicology.  By 
John  Glaister,  M.D.  Ninth  edition.  Octavo  of  755 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $7.00. 

This  ninth  fully  revised  monograph  lives  up  to  its 
predecessors  and  includes  the  latest  advances  in 
medico-legal  knowledge,  illustrating  the  responsi- 
bilities of  law  to  medicine  and  vice  versa.  The 
greatest  virtue  of  this  book  is  that  it  presents  much 
valuable  information  in  a brief  and  concise  fashion, 
and  yet  it  is  all-inclusive. 

This  new  edition  should  be  welcomed  by  the  gen- 
eral practitioner,  particularly  by  those  interested  in 
legal  medicine.  S.  Ingram  Htrkxn 

Toxaemias  of  Pregnancy.  Human  and  Veter- 
inary. A Ciba  Foundation  Symposium.  Octavo  of 
280  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $4.50. 

This  volume  contains  all  the  papers  and  discus- 
sions of  a symposium  on  the  “toxemias  of  preg- 
nancy,” sponsored  by  the  Ciba  Foundation  and  held 
in  London  last  year.  Both  human  and  veterinary 
aspects  of  the  malady  were  discussed  by  authorities 
from  all  over  the  world.  This  meeting  was  unique 
for  this  reason:  The  sponsors  believed,  and  rightly 
so,  that  in  order  to  obtain  some  etiologic  facts  animal 
experimentation,  which  may  give  a clue  to  the  basic 
causes  of  the  toxemias  of  pregnancy,  is  necessary. 
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The  symposium  brought  together  a number  of 
outstanding  workers  in  the  fields  of  physiology,  bi- 
ology, endocrinology,  and  biochemistry  and  a num- 
ber of  clinical  obstetricians  whose  purpose  was  to  re- 
veal the  most  recent  facts  on  the  basic  scientific 
etiology  of  the  toxemias  of  pregnancy.  The  data 
revealed  nothing  startlingly  new,  notwithstanding 
much  difficult  and  laborious  research.  This  problem 
is  far  too  complicated  for  the  clinician  to  cope  with 
alone,  and  teamwork  between  the  researcher  and  the 
clinical  obstetrician  must  be  the  order  of  the  day. 

The  Ciba  Foundation  is  to  be  congratulated  for 
having  made  it  possible  for  such  a group  to  get 
together.  Harvey  B.  Matthews 

Lectures  on  Medicine  to  Nurses.  By  A.  E. 
Clark-Kennedy,  M.D.  Octavo  of  288  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1950. 
Cloth,  $3.50. 

This  is  a refreshing  presentation  of  a course  in 
medicine  for  nurses.  The  language  is  simple  and 
direct.  The  use  of  a medical  family  that  develops 
various  diseases  is  novel  and  entertaining.  The  au- 
thor writes  in  such  a personal  manner  that  the  reader 
feels  that  the  author  is  sitting  next  to  him.  The 
style  is  reminiscent  of  Dr.  S.  Levine’s  excellent 
Clinical  Heart  Disease. 

Here  is  a text  that  teaches  the  student  nurse  prin- 
ciples of  medicine  which  she  can  understand,  rather 
than  facts  she  must  memorize  and  will  soon  forget. 

Felix  Taubman 

Fundamentals  of  Clinical  Fluoroscopy.  With 
Essentials  of  Roentgen  Interpretation.  By  Charles 
B.  Storch,  M.D.  Quarto  of  196  pages,  illustrated. 
New  York,  Grune  & Stratton,  1951.  Cloth,  $6.75. 

Dr.  Storch’s  monograph  will  be  welcomed  by  the 
general  practitioner  who  owns  a fluoroscope  but  has 
not  taken  postgraduate  courses  in  radiology.  Such  a 
reader  will  not  be  confused  by  a mass  of  detail  or 
technical  information.  He  will,  however,  find  com- 
mon sense,  good  illustrations,  and  most  of  the  data 
he  will  need  for  routine  examination.  It  is  prob- 
ably safe  to  say  that  if  the  physician  cannot  make  a 
diagnosis  with  the  help  given  him  here,  he  needs  the 
help  of  a specialist. 

Dr.  Storch’s  book  can  be  recommended  with  en- 
thusiasm. Milton  Plotz 

Diabetes  Mellitus.  Principles  and  Treatment. 

By  Garfield  G.  Duncan,  M.D.  With  the  collabora- 
tion of  Ferdinand  Fetter,  M.D.,  Perry  S.  MacNeal, 
M.D.,  Barkley  Beidleman,  M.D.,  and  Martha  A. 
Hunscher,  B.S.  Octavo  of  289  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Cloth, 
$5.75. 

Dr.  Duncan  has  rendered  a signal  service  to 
the  medical  profession  of  this  country  in  producing 
at  this  time  a succinct  textbook  on  the  subject  of 
diabetes.  He  has  the  rare  ability  of  an  author,  of 
picking  the  wheat  from  the  chaff  and  leaving  in  the 
reader’s  mind  the  conclusion  that  there  is  only  one 
really  right  way  to  treat  this  disease. 

The  newer  approach  to  dietary  prescription  pro- 
pounded by  the  Committee  on  Education  of  the 
American  Diabetes  Association  is  well  presented. 
The  entire  field  of  treatment  is  well  covered. 

Here  is  a book  which  in  its  practicality  will  be 
appreciated  by  every  student  of  medicine  whether 
he  is  an  undergraduate  or  an  old-timer  in  the  field. 

George  E.  Anderson 

Textbook  of  Physiology  and  Biochemistry.  By 
George  H.  Bell,  M.D.,  J.  Norman  Davidson,  M.D., 


and  Harold  Scarborough,  M.D.  Octavo  of  918 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $9.00. 

This  textbook  combines  physiology  and  biochem- 
istry as  a unit  of  study.  It  includes  all  the  recent 
advances  in  biochemistry  as  related  to  every  organ 
system  in  the  human  body,  and  as  correlated  with  its 
physiology. 

The  description  of  the  special  senses  and  the  nerv- 
ous system  includes  a few  drawings  and  plates  that 
add  emphasis  to  the  subject.  The  description  of 
the  endocrine  system  includes  the  physiology  of  the 
menstrual  cycle  and  of  reproduction. 

The  book  is  well  written  and  well  arranged.  The 
reviewer  recommends  it.  Morris  Ant 

Saw-Ge-Mah  (Medicine  Man).  By  Louis  J. 
Gariepy,  M.D.  Octavo  of  326  pages.  St.  Paul, 
Minnesota,  Northland  Pr.,  1950.  Cloth,  $3.00. 

Saw-Ge-Mah,  which  in  the  Ottawa  tongue  means 
“Medicine  Man,”  is  the  story  of  a young  man  in  a 
town  in  the  lumber  section  of  upper  Michigan,  who 
fulfills  his  ambition  to  leave  the  life  of  a mill  hand 
and  study  medicine.  He  gets  the  title  of  Saw- 
Ge-Mah  by  success  in  caring  for  the  native  Indians 
Later  he  finds  himself  established  as  a general  sur- 
geon in  Detroit.  Here  a busy  and  successful  prac- 
tice with  outside  interests  and  activities  leaves  him 
exhausted  and  a victim  of  a cardiac  seizure.  With  a 
sensible  and  intelligent  interpretation  of  the  situa- 
tion, too  infrequently  seen  among  medical  men,  he 
gives  up  his  work  in  Detroit  and  goes  back  to  his 
home  town  and  general  practice.  And  thus  we 
leave  him. 

The  life  of  the  author  is  said  to  have  paralleled  the 
experience  of  the  hero  of  the  book;  he  is,  therefore, 
well  qualified  to  discuss  lumber  town  happenings  and 
the  many  problems  of  the  practice  of  medicine  and 
surgery,  including  so-called  group  practice. 

Joseph  Raphael 

Vocational  Rehabilitation  of  Psychiatric  Patients. 
By  Thomas  A.  C.  Rennie,  M.D.,  Temple  Burling, 
M.D.,  and  Luther  E.  Woodward,  Ph.D.  Octavo  of 
133  pages.  New  York,  Commonwealth  Fund,  1950. 
Paper,  75  fh 

This  book  deals  with  numerous  practical  problems 
encountered  in  the  rehabilitation  of  the  discharged 
patient.  It  points  out  clearly  the  need  for  voca- 
tional rehabilitation  services,  analyzes  existing  re- 
habilitation services  and  their  results,  discusses  case- 
finding and  referral  procedures,  and  treats  of  such 
subjects  as  helping  patients  to  prepare  for  jobs,  job- 
finding and  placement,  and  rehabilitation  staff  re- 
quirements. It  is  highly  recommended  for  all  who 
are  interested  in  returning  the  psychiatric  patients  to 
their  proper  places  in  society.  Irving  J.  Sands 

Paracelsus,  Magic  into  Science.  By  Henry  M. 
Pachter.  Octavo  of  360  pages,  illustrated.  New 
York,  Plenry  Schuman,  1951.  Cloth,  $4.00. 

One  of  the  most  fascinating  and  contradictory  fig- 
ures of  the  medical  Renaissance  is  that  of  Theo- 
phrastus von  Hohenheim,  called  “Paracelsus.”  He 
has  claimed  the  attention  of  dramatists,  novelists, 
poets,  historians,  and  psychiatrists.  Nonetheless, 
until  now  he  has  not  had  a satisfactory  English 
biographer.  This  lack  has  now  been  remedied. 
Dr.  Pachter  has  done  justice  to  his  fascinating  sub- 
ject, indicating  the  significance  of  Paracelsus  not 
only  in  medical  history  but  equally  in  the  general 
history  of  his  time.  This  book  is  heartily  recom- 
mended. George  Rosen 
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The  Cytology  and  Life-History  of  Bacteria.  By 

K.  A.  Bisset,  Ph.D.  Octavo  of  136  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1950. 
Cloth,  $3.50. 

This  volume  is  filled  with  pertinent  information, 
diagrams,  and  photomicrographs.  Although  space 
is  devoted  to  such  structures  as  bacterial  cell  wall, 
spores,  and  flagella,  consideration  is  given  chiefly  to 
the  bacterial  nucleus,  chromosomes,  and  their  role 
in  reproduction.  One  of  the  author’s  conclusions  is 
that  nuclear  fusion  (either  autogamous  or  sexual) 
occurs  in  all  groups  of  bacteria;  the  significance  of 
this  fact  in  bacterial  genetics  is  unquestionable. 

The  whole  is  very  informative  and  intensely  inter- 
esting. Arnold  H.  Eggerth 

Practical  Haematology.  By  J.  V.  Dacie,  M.B. 
(Eng.).  Octavo  of  172  pages,  illustrated.  Brook- 
lyn, Chemical  Publishing  Co.,  1951.  Cloth,  $4.50 

This  is  a compilation  of  the  author’s  methods  in 
hematologic  technics.  As  with  all  textbooks,  time 
has  made  this  one  almost  obsolete,  witness  the  lack 
of  information  in  the  bleeding  tendencies,  prothrom- 
bin consumption  test  for  hemophilia,  etc. 

One  must  say,  however,  that  whatever  material  is 
treated  is  quite  authoritative. 

Maurice  Morrison 

Neurotic  Counterfeit-Sex.  Impotence,  Frigidity, 
“Mechanical”  and  Pseudosexuality,  Homosexual- 
ity. By  Edmund  Bergler,  M.D.  Octavo  of  360 
pages.  New  York,  Grune  & Stratton,  1951.  Cloth, 
$5.50. 

Despite  its  unfortunate  title,  this  book  is  really  a 
rather  well  organized  and  well  written  discussion  of 
the  aberrations  introduced  into  the  pattern  of  sexual 
behavior  by  neurosis. 

As  with  other  books  of  Dr.  Bergler,  one  wonders 
to  what  audience  they  are  addressed.  Dr.  Bergler 
refers  in  the  text  to  the  fact  that  some  prospective 
patients  have  read  them.  It  is  hard  to  see  what  real 
positive  value  any  reader  without  a good  psycho- 
analytic orientation  can  obtain  from  such  subtle  de- 
scription and  theorizing.  For  psychoanalysts  and 
psychiatrists  in  general,  the  book  is  somewhat  too 
popularly  written. 

This  book  is  nevertheless  an  important  contribu- 
tion to  psychoanalytic  description  and  will  be  of 
interest  to  psychoanalysts  and  many  psychiatrists. 

Mortimer  Ostow 

Somatic  and  Psychiatric  Treatment  of  Asthma. 

Edited  by  Harold  A.  Abramson,  M.D.  Octavo  of 
751  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1951.  Cloth,  $11. 

The  purpose  of  this  volume  is  to  coordinate  pres- 
ent knowledge  of  the  allergic  nat  ure  of  asthma  with 
methods  of  therapy  connected  with  psychogenic  as- 
pects of  asthma.  The  book  is  divided  into  six 
parts  covering  principally  the  physiologic  bases  of 
the  asthmatic  syndrome,  the  mechanism  of  asthma, 
an  evaluation  of  immunotherapy  in  asthma,  test- 
ing, diagnostic  methods,  the  nature  of  inhalant  aller- 
gens, somatic  and  psychotherapy  of  asthma. 

The  views  presented  are  interesting.  This  book 
should  be  read  by  all  allergists  and  those  interested 
in  allergy.  Max  Harten 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1951.  Octavo.  Illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1951.  Published  bimonthly  (six  numbers  a year). 
Cloth,  $18  net;  paper,  $15  net. 


This  issue  contains  two  excellent  symposia.  The 
first,  on  diseases  of  the  skin,  is  highlighted  by  an 
article  by  Beerman  on  lipid  diseases,  of  interest  to 
both  internist  and  dermatologist.  The  second  is  a 
miscellaneous  symposium  in  honor  of  Dr.  William  S. 
McCann.  Milton  Plotz 

The  Physiology  and  Pathology  of  Hemostasis. 

By  Armand  J.  Quick,  M.D.  Octavo  of  188  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1951. 
Cloth,  $4.00. 

In  the  first  part  of  this  book,  the  author  reviews 
the  development  of  theories  of  hemostasis  and  ad- 
vances a new  concept  which,  he  believes,  “is  more  in 
accord  with  the  known  physiological  principles  than 
are  the  views  that  have  dominated  thinking  since 
1731.  . . .”  The  new  hypothesis,  advanced  as  a 
“working  blueprint”  rather  than  as  a final  solution 
of  the  problems  involved,  is  employed  as  the  basis 
for  a “logical  classification  of  the  hemorrhagic  dis- 
eases and  in  placing  therapy  on  a rational  basis.” 
The  new  theory  also  is  shown  to  permit  a rational 
explanation  of  the  propagation  of  thrombi  in  phle- 
bothrombosis  and  a logical  basis  for  prophylaxis  in 
that  condition. 

In  the  second  half  of  the  volume,  twenty-one  labo- 
ratory tests,  considered  by  Quick  to  be  essential  for 
the  study  of  hemorrhagic  diseases,  are  described  in 
detail  and  critically  discussed.  In  view  of  the  au- 
thoritative source  of  this  little  volume,  it  will  be 
welcomed  by  all  who  are  in  any  way  concerned  with 
the  important  subject  of  hemostasis. 

J.  Arnold  DeVeer 

Textbook  of  Abnormal  Psychology.  By  Roy  M. 
Dorcus,  Ph.D.,  and  G.  Wilson  Shaffer,  Ph.D. 
Fourth  edition.  Octavo  of  717  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth, 
$5.00. 

This  is  the  fourth  edition  of  a book  that  has  been 
written  by  two  outstanding  psychologists.  It  covers 
the  accepted  current  view  of  basic  psychologic  as 
well  as  psychiatric  theories,  and  deals  with  almost 
every  known  psychiatric  disorder  including  those  re- 
sulting from  brain  damage  and  from  other  organic 
brain  diseases.  It  is  highly  recommended  to  psy- 
chiatrists as  a ready  reference  to  many  subjects  that 
may  hold  their  immediate  interest.  All  who  are 
interested  in  human  behavior  and  its  numerous  de- 
viations will  find  the  book  most  illuminating. 

Irving  J.  Sands 

English-German  Medical  Dictionary.  Compiled 
by  F.  S.  Schoenewald,  M.D.  Octavo  of  242  pages. 
Philadelphia,  Blakiston  Co.,  1951.  Cloth,  $6.00. 

This  book  is  the  complement  of  the  Gerrnan- 
English  Medical  Dictionary  recently  published.  To 
be  more  easily  understood,  some  of  the  idiomatic  sen- 
tences or  parts  of  sentences  should  be  presented  in 
both  languages.  Only  occasionally  a misspelling 
occurs,  as  in  the  translation  of  “impenetrable”  which 
is  not  “undurchdrinfclich,”  but  correctly  “undurch- 
dringrlich.”  These  shortcomings  could  be  easily 
eliminated  in  the  next  edition.  There  is  no  doubt 
about  the  positive  value  of  the  dictionary  as  a help 
for  translations,  and  for  this  purpose  the  book  can  be 
highly  recommended.  Max  G.  Berliner 

The  Eye  Manifestations  of  Internal  Diseases 
(Medical  Ophthalmology).  By  I.  S.  Tassman, 
M.D.  Third  edition.  Octavo  of  672  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1951.  Cloth, 
$2.00. 
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FOR  YOUR  PATIENT 

with  Bronchial  Asthma , Hay  Fever,  Urticaria 

^ LUASMIN  ^ 

CAPSULES  TABLETS 

PLAIN  ENTERIC-COATED 

(for  prompt  action)  (for  delayed  action ) 

One  capsule  and  one  tablet,  taken  at  bedtime  will  provide 
almost  all  patients  with  eight  hours  relief  and  sleep.  The 
relief  can  be  sustained  by  using  the  capsules  during  the  day 
at  4 hour  intervals  as  required. 


Each  capsule  and  enteric-coated  tablet  contains: 

Theophylline  Sodium  Acetate  (3  gr.)  0.2  Gms. 

Ephedrine  Sulfate  (Y2  gr.)  30  Mg. 

Phenobarbital  Sodium  (’/2  gr.)  30  Mg. 


Capsules  and  tablets  in  half  the  above  potency 
available  for  children  and  mild  cases  in  adults. 


For  samples  — just  send  your  Rx  blank  marked  NYJM-3  52 


BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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[Continued  from  page  772] 

The  third  edition  of  this  fine  work  lives  up  to  the 
predictions  of  the  preceding  editions.  Various  sec- 
tions have  been  elaborated  and  improved.  Par- 
ticularly interesting  are  the  descriptions  of  the  optic 
nerve  and  retinal  diseases.  Beginning  on  page  240,  a 
fine  section  has  been  devoted  to  retrolental  fibro- 
plasia, the  colored  illustrations  for  which  are  very 
instructive.  Illustrations  for  this  work  are  taken, 
in  many  instances,  from  other  works,  but  original 
figures  are  also  included.  The  book  is  decidedly 
worth  while  for  quick  reference  and  for  detailed 
study.  John  N.  Evans 

The  Microkaryocytes,  the  Fourth  Corpuscles  and 
Their  Functions.  By  K.  G.  Khorozian,  M.D. 
Octavo  of  969  pages,  illustrated.  Boston,  Meador 
Pub.  Co.,  1951.  Cloth,  $12. 

According  to  the  author,  “microkaryocytes  are 
hitherto  unknown  corpuscular  elements  from  ^rhich 
the  entire  structural  make-up  of  all  living  organisms, 
both  animal  and  plant,  is  formed.”  Their  nuclei 
are  described  as  the  smallest  known  to  biology. 
They  control  metabolism  of  tissues  and  cells.  There 
is  an  array  of  physical,  chemical,  and  biologic  evi- 
dence in  these  1,000  pages  which  is  offered  as  proof 
of  his  thesis. 

The  book  is  full  of  inaccuracies  and  redundancies, 
and  with  a personal  photograph  and  newspaper  clip- 
pings, it  is  reminiscent  of  the  old  style  ballyhoo. 
This  reviewer  has  made  a valient  effort  to  visualize 
the  microkaryocyte  but  without  success.  The  state- 
ments in  the  book  must  be  reviewed  by  a full  com- 
mittee of  biologists,  physicists,  chemists,  pathol- 
ogists, and  hematologists,  before  a fair  appraisal  of 
the  author’s  thesis  is  possible.  Editors,  according  to 
the  author,  should  have  no  place  on  such  a com- 
mittee. Maurice  Morrison 

Nasal  Sinuses.  An  Anatomic  and  Clinical  Con- 
sideration. By  O.  E.  Van  Alyea,  M.D.  Second 
edition.  Octavo  of  327  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1951.  Cloth,  $9.00. 

In  this  revision  of  his  original  work  which  was  pub- 
lished in  1942,  Dr.  Van  Alyea  stresses  the  con- 
servative management  of  sinus  disease.  He  feels 
that  radical  removal  of  the  sinus  mucosa  is  seldom 
indicated  and  that  it  offers  no  assurance  of  com- 
plete and  permanent  termination  of  the  disease.  It 
is  his  belief  that  the  simpler  methods  help  many  pa- 
tients attain  permanent  relief  and  make  all  patients 
more  comfortable.  No  practicing  rhinologist  would 
challenge  his  thesis. 

The  color  plates  of  histopathologic  material  are 
excellent.  Several  of  the  plates  have  the  magni- 
fication noted;  all  of  them  should.  The  larger  of 
the  reproductions  of  roentgenograms  are  clear  and 
illustrative;  the  smaller  ones  are  blurred  and  con- 
fusing. The  line  drawings  are  uniformly  good. 
The  photographs  of  anatomic  specimens  are  remark- 
ably clear.  Max  Rosen 

Psychotherapy.  By  Paul  Schilder,  M.D.  Re- 
vised edition  arranged  by  Lauretta  Bender,  M.D. 
Octavo  of  396  pages.  New  York,  W.  W.  Norton  & 
Co.,  1951.  Cloth,  $5.00. 

Paul  Schilder’s  writings  have  all  been  thought- 
provoking,  original,  and  novel.  This  volume  on  psy- 
chotherapy cleverly  discusses  all  of  the  various  psy- 
choanalytic and  psychotherapeutic  methods  and 
theories  in  the  light  of  Schilder’s  own  approach  to 
them.  Nevertheless,  while  this  work  does  not  pre- 
sume to  be  a textbook  of  any  one  system  of  psycho- 


therapy, it  is  perhaps  the  most  valuable  coverage 
of  psychotherapeutic  technics  and  their  scientific- 
foundations  that  we  have.  Sam  Parker 

Parasitic  Infections  in  Man.  Edited  by  Harrv 
Most,  M.D.  Symposium  held  at  the  New  York 
Academy  of  Medicine,  March  15  and  16,  1949. 
Octavo  of  229  pages,  illustrated.  New  York,  Co- 
lumbia University  Press,  1951.  Cloth,  $4.50. 

This  book  is  Symposium  Number  Four  of  the 
Section  on  Microbiology  of  the  New  York  Academv 
of  Medicine,  held  March  15  and  16,  1949.  It  con- 
sists of  fourteen  well  edited  papers  read  at  that  time. 
These  deal  especially  with  advances  in  our  knowl- 
edge of  parasitic  cycles  such  as  malaria,  and  with 
metabolism.  The  sections  on  malaria  are  perhaps 
the  best,  those  on  immunologic  diagnosis  the  least 
helpful.  The  introduction  points  out  how  wide  a 
gap  exists  between  our  present  knowledge  and  the 
actual  use  of  this  knowledge  in  controlling  parasitic 
diseases.  P.  F.  Greene 

Malignant  Disease  of  the  Female  Genital  Tract. 

By  Stanley  Way,  M.R.C.O.G.  Octavo  of  267 
pages,  illustrated.  Philadelphia,  Blakiston  Co 
1951.  Cloth,  $5.00. 

This  excellent  little  book  will  be  appreciated  by 
every  gynecologist.  Written  by  one  of  our  British 
friends  who  is  an  acknowledged'  expert  in  this  field, 
it  is  concise  and  authoritative.  It  contains  what  is 
easily  the  best  account  this  reviewer  has  ever  seen  of 
carcinoma  of  the  vulva.  Nowhere  else  will  those 
interested  in  block  dissection  find  as  good  a descrip- 
tion of  the  lymphatic  spread. 

Charles  A.  Gordon 

Atlas  of  Histologic  Diagnosis  in  Surgical  Pa- 
thology. By  Karl  T.  Neubuerger,  M.D.  With  a 
Section  on  Exfoliative  Cytology  by  Walter  T.  Wikle, 
M.D.  Photography  by  Glenn  E.  Mills,  M.A. 
Quarto  of  460  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins,  1951.  Cloth,  $11. 

This  book  is  made  up  entirely  of  photographs  and 
has  captions  of  histologic  diagrams  in  surgical  pa- 
thology. The  authors  should  be  commended  for 
their  masterful  presentation. 

Nathan  Re ib stein 

An  Introduction  to  Universal  Serologic  Reaction  in 
Health  and  Disease.  By  Reuben  L.  Kahn,  D.Sc. 
Long  octavo  of  155  pages,  illustrated.  New  York, 
Commonwealth  Fund,  1951.  Cloth,  $3.50. 

As  pointed  out  by  the  author  in  his  previous  book, 
Serology  with  Lipid,  Antigens,  of  which  the  present 
volume  seems  merely  to  be  an  elaboration,  the  serum 
of  all  human  beings  and  other  mammals  has  the 
ability  to  flocculate  lipid  antigens  at  low  tempera- 
ture. In  occasional  normal  individuals  this  capacity 
is  exaggerated,  resulting  in  immediate  positive  floc- 
culation reactions  under  conditions  considered  diag- 
nostic for  syphilis.  This  observation  is  offered  by 
the  author  as  an  explanation  for  the  so-called  false 
positive  tests  for  syphilis.  In  the  present  study  the 
author  has  applied  his  elaborate  test  to  a series  of 
normal  individuals,  and  to  individuals  with  a va- 
riety of  diseases  including  syphilis,  tuberculosis,  ma- 
laria, and  leprosy,  and  the  findings  are  plotted  on 
graphs.  Among  the  wide  variety  of  patterns  ob- 
served, the  author  attempts  to  discover  some  regu- 
larities from  which  diagnostic  or  prognostic  conclu- 
sions may  be  drawn.  In  this  he  fails,  but  he  hopes 
that  from  further  application  of  his  so-called  univer- 
sal technic  something  of  value  may  eventually  re- 
[Continued  on  page  776] 
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a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


(1)  Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 
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suit.  Considering  the  small  return  that  this  test 
yields  after  an  expenditure  of  a considerable  amount 
of  effort,  it  is  doubtful  that  it  will  ever  find  clinical 
application.  A.  S.  Wiener 

Pediatric  Allergy.  By  Robert  Chobot,  M.D. 
Octavo  of  284  pages.  New  York,  McGraw-Hill 
Book  Co.,  1951.  Cloth,  $4.50. 

There  has  long  been  a need  for  a book  on  pediatric 
allergy  not  directed  to  the  allergist  alone.  Dr. 
Chobot,  a practicing  pediatric  allergist  who  is  well 
known  in  this  field,  has  written  a clear  and  concise 
reference  book  which  will  make  a valuable  addition 
to  any  medical  bookshelf. 

The  information  given,  although  more  simply  pre- 
sented than  in  the  larger  tomes  on  allergy,  is  authori- 
tative and  up  to  the  minute.  A comprehensive 
bibliography  is  included.  Joseph  IJ.  Fries 

Cornell  Conferences  on  Therapy.  Vol.  4.  Edited 
by  Harry  Gold,  M.D.,  Managing  Editor,  David  P. 
Barr,  M.D.,  McKeen  Cattell,  M.D.,  Frank  Glenn, 
M.D.,  et  al.  Octavo  of  340  pages.  New  York, 
Macmillan  Co.,  1951.  Cloth,  $3.50. 

Volume  Four  of  this  highly  worth-while  series 
contains  fifteen  conferences  on  a variety  of  con- 
ditions. Many  of  the  sections,  such  as  the  one  on 
“Household  Poisonings,”  contain  material  not  read- 
ily available  elsewhere.  This  modestly  priced  vol- 
ume is  a desirable  addition  to  any  medical  library. 

Milton  Plotz 

Medical  Treatment  in  Obstetrics  & Gynecology. 
By  C.  Frederic  Fluhmann,  M.D.  Octavo  of  157 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $3.00. 

This  practical  manual  is  limited  to  the  nonsurgi- 
cal  treatment  of  the  everyday  problems  in  obstetrics 
and  gynecology.  As  such,  it  offers  in  concise,  alpha- 
betically arranged  form,  the  accepted  drugs,  diets, 
and  medical  procedures  currently  used  in  hospital 
and  office  management  of  the  obstetric  and  gyne- 
cologic patient. 

While  strictly  of  the  digest  type  of  textbook,  this 
book  is  surprisingly  complete  in  the  presentation  of 
discussion  and  choice  of  procedures,  so  as  to  enable 
the  reader  to  select  a regimen  suitable  to  an  indi- 
vidual problem.  The  detailed  drug  list,  dosage  and 
conversion  tables,  along  with  specific  instructions 
for  the  patient,  are  valuable  time-saving  features  of 
this  manual. 

There  should  be  no  hesitancy  in  acclaiming  Dr. 
Fluhmann’s  offering  as  a most  useful  and  timely 
contribution  to  the  specialty  of  obstetrics  and  gyne- 
cology. Alfred  A.  Schenone 

Paul  Ehrlich.  By  Martha  Marquardt.  Octavo 
of  255  pages,  illustrated.  New  York,  Henry  Schu- 
raan,  1951.  Cloth,  $3.50. 

The  life  of  every  man  whose  achievements  have 
made  him  famous  has  many  interesting  features  to 


present.  It  is  especially  so  in  the  case  of  Paul 
Ehrlich.  He  has  been  in  the  public  eye  so  frequently 
in  previous  biographies,  on  the  screen,  and  as  the 
hero  in  many  popular  anecdotes  and  stories,  that  the 
narrative  of  his  life  as  described  in  this  book  presents 
many  incidents  more  or  less  familiar  to  the  medical 
profession. 

It  is  readily  understandable  that  the  author,  who 
was  Ehrlich’s  secretary  for  thirteen  years,  should  be 
able  to  present  many  phases  of  his  character  and 
habits  unfamiliar  to  other  biographers.  Fame  and 
genius  are  provocative  of  idiosyncrasies.  Ehrlich 
was  no  exception.  His  characteristic  peculiarities 
are  fully  described  in  an  interesting  manner  in  this 
volume. 

Ehrlich  may  be  called  the  father  of  chemotherapy. 
His  deep  interest  in  this  line  of  therapy  finally  re- 
sulted in  the  discovery  of  the  “magic  bullet.”  His 
studies  in  immunity  stimulated  others,  among  them 
Emil  von  Behring,  who  discovered  diphtheria  anti- 
toxin. What  student  in  the  early  years  of  this  cen- 
tury can  forget  the  difficulty  experienced  with  the 
intricacies  of  the  side-chain  theory  as  then  presented. 

What  is  not  known  generally,  is  the  slander  and 
libel  to  which  Ehrlich  was  subjected  during  the  very 
last  years  of  his  life.  His  “606”  came  under  very 
severe  criticism  not  only  by  naturopaths  and  others 
of  that  ilk,  but  also  by  some  members  of  the  pro- 
fession who  saw  their  source  of  revenue  disappearing. 
All  of  this  greatly  affected  his  health  and  hastened  his 
death  in  1915.  His  tomb  is  in  the  Jewish  cemetery 
in  Frankfort  on  Main. 

The  doctor  interested  in  the  history  of  medicine 
will  find  this  volume  a valuable  and  interesting 
addition.  S.  R.  Blatteis 

Trephine  Technique  of  Bone  Marrow  Infusions 
and  Tissue  Biopsies.  By  Henry  Turkel,  M.D. 
Fourth  edition.  Octavo  of  60  pages,  illustrated. 
Detroit,  The  Author,  1951.  Paper,  $1.00. 

This  is  the  fourth  edition  of  a worth-while  outline 
of  the  various  methods  concerned  in  the  study  of 
tissue  biopsies  and  bone  marrow  infusions.  It 
should  be  of  interest  to  workers  in  the  field. 

Maurice  Morrison 

Heart  Disease.  Its  Diagnosis  and  Treatment. 

By  Emanuel  Goldberger,  M.D.  Octavo  of  651 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1951.  Cloth,  $10. 

Dr.  Goldberger’s  new  cardiology  is  a first-rate 
work  which  should  achieve  quick  popularity.  The 
arrangement  of  the  contents,  so  often  a defect  in 
similar  books,  is  generally  excellent,  although  one 
might  question  the  wide  separation  of  the  chapters 
on  angina  pectoris  and  coronary  disease.  The  ad- 
vice given  is  characterized  by  common  sense,  and 
the  illustrations  are  superb  and  to  the  point.  The 
section  on  congenital  heart  disease  is  particularly 
good.  In  short,  this  is  a concise,  well  written  book 
on  heart  disease  which  will  be  useful  to  any  general 
practitioner.  Milton  Plotz 


RULING  OF  THE  INTERNAL  REVENUE  DEPARTMENT 


The  Internal  Revenue  Department  has  ruled: 
Since  secret  fee  splitting  and  rebating  are  unethical, 
as  well  as  illegal  in  some  states  (Ohio  for  instance), 
amounts  so  paid  cannot  be  deducted  as  business  ex- 


pense by  physicians  making  such  payments  and 
must  be  reported  as  income  by  the  recipient. 

This  ruling  has  already  been  upheld  by  two  United 
States  courts. 
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i MRS.  HILDE  W.  GERST  of  TRANSMA- 
RINE TOURS  offers  her  experienced  serv- 
ices to  members  of  the  Medical  Profession 
and  their  families  anticipating  travel  to  the 
1952  International  Congresses. 

Int'l  ColL  of  Surgeons,  Madrid,  May  20-24. 
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July  7-12. 

International  Medicine,  London, Sept.  15-18. 
W or  Id  Medical  Association,  Athens, Greece, 
Oct.  12-16 

Inter-Amer.  Cong,  of  Radiology,  Mexico 
City,  Nov.  2-6. 
and  others. 

i You  may  have  a personalized  routing  or 
join  a congenial  group.  Today  carefree 
travel  means  skillful  planning,  arrange- 
ments made  in  advance, 
i Let  us  place  our  organization  here  and 
abroad  at  your  disposal.  You  will  enjoy  the 
friendly,  sincere  service  that  has  earned 
for  us  a special  recognition  among  many 
prominent  physicians. 

Plan  Now!  Write,  phone  or  call  for  details. 

Mrs.  Hilde  W.  Gerst 
TRANSMARINE  TOURS,  INC. 
500  Fifth  Avenue,  at  42nd  Street, 
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Hydergine  — A New  Product 
and  New  Approach  To 
Peripheral  Vascular  Diseases 

, Investigation  of  a new  approach  to  the 
treatment  of  peripheral  vascular  diseases  and 
hypertension  has  established  the  practical 
value  of  hydrogenated  ergot  alkaloids. 

Development  of  these  alkaloids  in  the 
Sandoz  Laboratories,  study  of  their  proper- 
ties and  evaluation  of  their  usefulness 
by  clinicians  are  the  groundwork  for  the 
therapeutic  application  of  Hydergine  ampuls.. 
Hydergine  consists  of  hydrogenated  deriva- 
tives of  the  three  alkaloids  in  the  "ergotoxine 
group”:  dihydroergocornine,  dihydroergocris- 
tine  and  dihydroergokryptine.  (1  mg.  each). 
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The  above  graph  illustrates  the  results  obtained  in  a typical 
case  from  research  files.  Replacement  of  Hydergine  by  ad- 
ministration of  placebos  caused  immediate  rise  in  blood 
pressure ; resumption  of  Hydergine  therapy  again  produced 
a fall  in  blood  pressure. 


Hydergine  produces  vasodilation,  lower- 
ing blood  pressure  and  improving  circulation, 
by  an  interplay  of  several  actions.  These  ac- 
tions are:  centrally,  dampening  of  vasomotor 
impulses  and  sedative  effect ; vagal  action  pro- 
ducing bradycardia;  peripherally,  adrenergic 
blockade. 
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68  CHARLTON  STREET,  NEW  YORK  14.  NEW  YORK 


778 


For  youngsters,  ready  to  take  their 
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Obocell  suppresses  bulk  hunger  and 
creates  a sense  of  fullness  and 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


Hit.  BARNES  SAMTAKIOI 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
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beautiful  hill  country.  Separate  buildings 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  S-1621 


WEST  HMEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  < private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbtidge  9-8440 


HOLBROOK  MANOR  NURSING 


HOME 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  I, ^CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurological  disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  P AT  I ENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y . N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  PiyrK,.»-..-Ci^g«, 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  1 1 7 


Ethical — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


1 


• Complete  Safety 

• For  Sustained  Treatment 

Veratrite  produces  a calm,  gradual  fall  in 
blood  pressure  in  mild  and  moderate  hyper- 
tension . . . without  disrupting  circulatory 
equilibrium.  Advantages  of  therapy  are 
economy,  simplified  dosage. 

Each  VERATRITE  tabule  contains: 

Veratrum  Viride* 3 Craw  Units 

Sodium  Nitrite 1 grain 

Phenobarbital Va  grain 

*Whole-powdered  veratrum  viride  Biologically 
Standardized. 

Supplied:  Bottles  of  100,  500,  1000. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL 


DOCTOR.... 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children’s  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...recommend...! 


HUM 


X.sno. 
■CA'KXU I 


TOAD!  MAQ«  ^ 

Order  from  your  supply  house  or  pharmacist 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists. 


dietitians,  and  technicians 


Pai/Ucla  — 

NEW  YORK  MEDICAL  EXCHANCE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


EARN 

MORE 

ON  YOUR  MONEY 


m 


Insured  up  to 
$10,000 
Legal  for 
Trust  Funds 
No  charge  for 
my  services, 

• Est.  1940 


ERNST  I.  CflHN  25  6 


In  Shedith  tom  LIPSTICK  ■ 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 

often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON-  VT/I  AR-EX 

PERMANENT  LIPSTICK  — so  cosmetically  desirable,  yet  free  from  all  NON-PERMANENT 

known  irritants.  Send  for  Free  Formulary.  LIPSTICK 


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st.  Chicago  7,  ill. 
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PNEUMOPERITONEUM  TREATMENT 


€^\ PULMONARY  TUBERCULOSIS 


“. . . A specially  designed  belt  or  corset  has  been  utilized  in  all  patients  with  any  laxity  of 

the  abdominal  wall.  Marked  distention  of  the  abdominal  wall  increases  the  patient’s 
discomfort  and  makes  necessary  the  use  of  larger  and  more  frequent  refills  because  so  much 
air  is  wasted  in  a larger  space.  Proper  support  will  often  decrease  the  amount  of  air  necessary 
to  effect  an  adequate  rise  of  the  diaphragms.  In  female  patients,  especially,  proper  support  will 
dispose  of  a psychologic  hazard  and  will  help  to  overcome  objections  to  the  procedure  . . .” 

Edlin,  James  S.,  M.D.  and  Bassin,  Sydney,  M.D.,  “Pneumoperitoneum  versus 
Pneumothorax ” New  York  State  Journal  of  Medicine.  50:1947  ( August)  1950 


THIS  CAMP  ABDOMINAL  SUPPORT,  espe- 
cially designed  after  research  and  consultation 
with  eminent  authorities  in  the  Pneumoperito- 
neum treatment  of  Pulmonary  Tuberculosis,  is 
widely  prescribed.  The  upper  contour  follows 
the  lines  of  the  rib  cage,  giving  firm  support  to 
the  abdominal  muscles  without  retarding  breath- 
ing. Two  encircling  straps  are  used  with  the 


double  back  adjustments.  The  adjustment 
around  the  lower  part  of  the  abdomen  gives  firm 
uplift  while  the  upper  adjustment  holds  the  sup- 
port close  to  the  body,  preventing  distention  of 
the  upper  abdomen.  Injection  of  air  can  easily 
be  made  without  removing  the  support.  The 
Camp  adjustment  is  ideal  for  tightening  the  sup- 
port as  required  by  gradual  absorption  of  air. 


Write  for  literature. 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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FOR  SALE 


Canandaigua,  N.  Y.,  Physician’s  desirable  Home-Office 
combination,  best  location.  Also  lake  shore  homes,  estates, 
motels,  farms,  sanitorium  sites.  John  T.  Nothnagle,  Inc., 
Broker,  Mildred  C.  Aldridge,  Canandaigua,  Mgr.,  Tel.  1 198M. 


FOR  SALE 


1 Good  rural  practice  (Office  and  home  combined)  for  sale 
i in  Western  New  York,  near  new  modern  hospital,  with 
open  staff.  Write  Box  134,  Genesee,  Pa 


FOR  SALE 


Extensive  E.E.N.T.  practice  in  N.  Y.  C.,  40  years  established, 
middle  class  community,  for  sale  or  lease.  7 room  apart- 
ment if  desired.  Box  513,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

Leather  sofas,  chairs  at  factory  prices.  Leather  furniture 
repairs  our  specialty.  Murray  Hill  Upholsterers,  862  Sixth 
Ave.,  N.  Y.  C.  LExington  2-4030. 


FOR  SALE 

Excellent  opportunity:  General  Practice  for  sale,  fully 

equipped,  Bronx,  living  apartment  available,  specializing. 
Box  520,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

Physician’s  4-roora  suite.  8-room  house  combination,  2-car 
garage  Reoently  deceased  Equipment.  Excellent  location. 
Rapidly  growing  community.  Terms.  Box  355,  Linden- 
hurst, L.  I 


FOR  RENT 

Prospect  Park  Section.  Center  of  Brooklyn.  Wanted — 
specialist  to  share  office,  in  house  to  be  completed  and  fur- 
nished by  May  1,  1952.  On  exclusive  street  with  excel- 
lent transportation  facilities.  All  furnishings  new.  Call 
evenings  only.  IN  2-3287. 


FOR  RENT 

RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 

Office  space  with  Internist,  Hempstead  or  Franklin  Square, 
Long  Island.  Share  furnished  waiting  room.  Reasonable. 
Hempstead  7-5414. 


FOR  RENT 

Professional  apartments,  suitable  for  doctors,  dentists, 
podiatrists,  etc.  3l/j  rooms.  New  garden  apartment  de- 
velopment. 1 block  to  subway-busses.  Long  Island  Railroad 
station,  churches,  schools,  community  halls.  187-21  Baisley 
Blvd.,  St.  Albans,  Queens,  LAurelton  5-9842,  10  AM-5  PM. 


AVAILABLE 

Professional  Office,  4 rooms,  850  sq.  ft.  for  General  Prac- 
titioner or  Specialist.  Main  corner  in  Bellmore,  L I. 
with  opportunity  to  help  busy  G.  P.  Call  Freeport  8-0467 
between  2-3  weekdays. 


THE  WOODS  SCHOOLS 

for  exceptional  children  . . . 
founded  in  1913 

Our  function  is  to  train  and  educate  the  ex- 
ceptional child  and  to  help  him  and  his  par- 
ents find  a reasonable  adjustment  in  accord- 
ance with  individual  capacities  and  needs. 
Special  treatment  prescribed  by  the  family 
physician,  pediatrician,  psychiatrist,  or  con- 
sultant faithfully  followed,  with  reports  sub- 
mitted regularly. 

Send  for  literature  and  catalog. 

THE  WOODS  SCHOOLS 

Langhorne  11,  Pa.  Mollie  Woods  Hare,  founder 


MODERN  PROFESSIONAL  BUILDING 

Just  completed,  modern  suburban,  professional  building. 
Hub  of  capital  district,  Schenectady,  Albany  and  Troy. 
Dentist  and  Optometrist  practicing  now — two  more  suites 
of  offices  available — wonderful  location  and  opportunity. 
Contact  Robert  F.  Rudisill,  DDS.  Latham,  N Y ARsenal 
3-5469. 


COURSES 

Courses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St..  N Y.C.  EN2-6845. 


AVAILABLE 

Radiologist,  35,  fully  certified  and  experienced.  Now  in 
large  hospital.  Desires  location,  hospital  or  group  associa- 
tion in  upstate  community.  Box  5l5,  N Y.  St.  Jr.  Med. 


PROFESSIONAL  OFFICE  FOR  RENT 

Wonderful  opportunity  for  Dr.  6-room  apartment,  opposite 
3000  family  coop,  development.  Located  Jackson  Heights. 
For  information  call  HAvermeyer  9-1488  PR  8-7056. 


WANTED 

General  Practice  Assistant:  capable  doing  obstetrics;  even- 
tual partnership.  Salary  plus  bonus.  State  qualifications, 
experience,  age.  Box  512,  N.  Y.  St.  Jr.  Med. 


LONG  ISLAND  SUBURB 

Active  general  practice,  established  28  years.  Centrally 
located  modern  office  and  home.  Hospital  affiliations. 
Fast  growing  community.  Physician  deceased,  suddenly 
February  9.  150  Merrick  Road,  Baldwin,  Long  Island. 


FOR  SALE 

Combined  home  and  office,  furnished  and  equipped,  on 
doctor’s  row,  near  hospital  in  mid-state  small  city.  Box 
523,  N.  Y.  St.  Jr.  Med. 
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Thirst,  too, 


4t6fl'f0<L 


Infants  on  Hidex  formula  are  off  to 
a good  start  because  this  high  dextrin 
mixed  carbohydrate  milk  modifier  prevents 
excessive  fermentation,  gas  formation 
and  diarrhea.  If  digestive  disturbances 
(colic,  diarrhea)  have  developed  with  other 
fermentable  carbohydrates,  a return 
to  normal  can  be  achieved  quickly 
by  substituting  Hidex. 

A small  amount  of  iron  in  Hidex 
(5  mg.  per  oz.)  in  the  form  of  Fergon®— 
excellently  tolerated,  absorbed  and  utilized 
form  of  iron  — prevents  negative  iron  balance 
and  development  of  hypochromic  anemia. 


High  Dextrin  (83%) 

Mixed  Carbohydrate  Milk  Modifier 


Supplied  in  tins  of  1 lb. 


83%  dextrin,  7.5%  dextrose, 
7.5%  maltose  and  5 mg.  (per 
ounce)  of  iron,  as  Fergon.®  One 
level  tablespoonful  equals  28 
calories  and  1 oz.  (4  level 
tablespoonfuls  equals  112 
calories. 


Hidex,  trademark  reg.  U.  S.  & Canada 

Fergon,  trademark  reg.  U.  S.  & Canada,  brand  of  ferrous  gluconate 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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for  Dramatic  Response. 


0S1M 


(:110s 
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INTRAVENOUS 


powder  per  cc.,  is  sup- 
plied in  5 cc.  and  20  cc. 
ampules. 


A powerful  hypotensive  agent,  Solution  Intravenous 
Veriloid,  on  slow  infusion  by  vein,  is  capable  of  drop- 
ping the  blood  pressure  in  a matter  of  minutes  in  the 
majority  of  patients. 

Thus  it  presents  a lifesaving  emergency  measure  in  the 
conditions  in  which  a continuing  state  of  extreme  hyper- 
tension might  lead  to  serious  complications.  Hence  it  has 
rightly  been  termed  "A  Must  in  Every  Emergency  Bag.” 

In  hypertensive  states  accompanying  cerebral  vas- 
cular disease,  in  malignant  hypertension,  and  in  hyper- 
tensive crisis  (encephalopathy)  arterial  tension  can  be 
reduced — under  full  control  of  the  physician — to  a point 
compatible  with  the  patient’s  condition.  The  only  con- 
traindications are  pheochromocytoma  and  coarctation 
of  the  aorta;  in  patients  receiving  quinidine  therapy  the 
drug  should  be  given  with  caution. 

Solution  Intravenous  Veriloid  makes  available  for  the 
first  time  a purified  fraction  of  Veratrum  viride,  a prod- 
uct of  Riker  Laboratories  research,  generically  desig- 
nated alkavervir,  which  can  be  administered  by  vein. 
Complete  instructions  for  its  use  accompany  each  am- 
pule. Physicians  are  invited  to  send  for  detailed  lit- 
erature. 


RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  Los  Angeles  48,  California 
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CAMBRIDGE  ELECTROCARDIOGRAPHS 


AT  THE  146th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Hotel  Statler,  New  York,  N.  Y.,  May  12  to  16 


Doctor,  you  are  cordially  invited  to  visit  the  Cambridge  Booths,  Nos.  123  and  124,  to  see  our  complete  line  of 
Cardiac  Diagnostic  Instruments.  The  exhibit  will  include  the  well  known  Cambridge  "Simpli-Scribe"  direct- 
writing  portable  Electrocardiograph,  the  Cambridge  Standard  String  Galvanometer  Electrocardiograph,  both 
in  the  Simpli-Trol  Portable  and  the  Mobile  Model  Electrocardiograph-Stethograph  with  Pulse  Recorder. 

Also  exhibited  will  be  several  other  important  Cambridge  instruments,including — Operating  Room  Cardioscope,  Ed- 
ucational Cardioscope,  Multi-Channel  Direct-Writing  Recorder,  Electrokymograph,  Plethysmograph  and  pH  Meter. 

CAMBRIDGE  INSTRUMENT  COMPANY,  INC. 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 

Grand  Central  Terminal  New  York  17,  New  York 
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Whether  you'refurnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  . N.Y.,  N.Y.  . OUR  ONLY  STORE 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  MURRAY  HILL  3-0701 
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INCREASED  CARBOHYDRATE  ALIMENTATION 


10  Travert 

(INVERT  SUGAR) 


® SOLUTIONS 


• for  twice  the  calories  of  5%  dextrose 
• in  equal  infusion  time 
• with  no  increase  in  fluid  volume 

With  10%  Travert  solutions,  a patient’s  carbohydrate  needs  can  be 
more  nearly  satisfied  within  a reasonable  time 

with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal  clear,  colorless,  non-pyrogenic  and  non-antigenic. 
They  are  prepared  by  the  hydrolysis  of  cane  sugar  and  are  composed  of 
equal  parts  of  D-glucose  (dextrose)  and  D-fructose  (levulose). 

Travert  solutions  are  available  in  water  or  saline  in  150  cc.,  500  cc.,  1000  cc.  sizes. 

For  the  treatment  of  potassium  deficiency,  10%  Travert  solutions 
with  0.3%  potassium  chloride  are  also  available  in  1000  cc.  containers. 

Travert  is  a trademark  of  Baxter  laboratories,  inc. 

products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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NEW  THE  NAPE UTIC  PLAN 


AROUND  THE  CLOCK  PROTECTION 
IN  BRONCHIAL  ASTHMA 


■HH nmMHm 


DAY 

Each  Dainite  Day  Tablet  contains: 


Sodium  Pentobarbital..  . . Va  gr. 

AminophylUne 3 gr. 

Ephedrine  HCI Va  gr. 

Benzocaine Va  gr. 

Aluminum  Hydroxide.  . . . 2'/2  gr. 


Each  Dainite  Nite  Tablet  contains 


Phenobarbital % gr 

Sodium  Pentobarbital.  . . V2  gr 

Aminophylline 4 gr 

Benzocaine Va  gr 

Aluminum  Hydroxide  . 2'/2  gr 


Dainite  Tablets  provide  day  and  night  protection  for  the  asthmatic 
patient,  with  almost  complete  absence  of  side-effects.1  In  a series 
of  100  patients  with  bronchial  asthma  and  pulmonary  emphysema 
receiving  Dainite  Tablets  on  arising  and  retiring,  only  2 patients 
noted  nausea1  despite  the  daily,  full  therapeutic  dose  of  amino- 
phylline. Marked  objective  improvement  of  respiratory  function, 
with  significant  relief  of  wheezing,  dyspnea  and  cough,  has  been 
observed.1 

DAINITE  (Irwin-Neisler)  provides  a night  and  day  difference  in 
treatment  that  meets  the  requirements  of  the  active  and  the  resting 
patient.  The  use  of  antinausea  factors  safely  permits  a more  effec- 
tive, prolonged  dosage  of  aminophylline  than  previously  available 
in  asthmatic  preparations. 

Supplied  as  the  DAINITE  UNIT  containing  48  Day  Tablets  and  18 
Nite  Tablets  in  a unique  dispensing  unit  ...  at  prescription  phar- 
macies everywhere.  Average  Dose:  One  Dainite  (Day)  Tablet  t.i.d. 
before  meals;  one  Dainite  (Nite)  Tablet  at  10  P.M. 

1.  J.A.M.A.  147:730-737  (Oct.  20)  1951.  literature  and  detailed  dosage 
information  on  request. 


IRWIN,  NEISLER  & COMPANY  * DECATUR,  ILLINOIS 

& Sewe  Thactfee 
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Quadrinal  tablets 


Ephedrine  HC1  24  mg.,  Phenobarbital  24  mg.,  Phyllicin  120  mg.,  Potassium  Iodide  0.3  Gm.  • 

a prescription  of  carefully  selected  drugs,  each 
having  a particular  action  in  asthma  therapy. 


prescribe-,  l/,  or  1 tablet  every  3 or  4 hours, 
not  more  than  three  tablets  per  day. 

Literature  and  trial  quantity  on  request. 


BILHUBER-KNOLL  CORP.  ‘"'orange,  new  JERSEY 
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these  photographs  show 
a most  effective  way  to  treat 

sore  throat 

Instilled  intranasally,  Paredrine-Sulfathi- 
azole  Suspension  drifts  down  over  the 
nasopharynx  and  pharynx;  coats  infected 
areas  with  a soothing,  bacteriostatic  frost- 
ing. It  is  not  quickly  washed  away,  but 
clings  to  the  throat  for  hours — assuring 
prolonged  bacteriostasis.  The  Suspension 
is  particularly  effective  in  sore  throat 
when  instilled  on  retiring.  Frequently,  it 
produces  bacteriostasis  (and  analgesia) 
all  night  long. 

Smith,  Kline  & French  Laboratories, 
Philadelphia 

Paredrine- 

Sulfathiazole 

Suspension 

Vasoconstriction  in  minutes.. 
Bacteriostasis  for  hours 


Pharynx  before  administration  of 
Paredrine-Sulfathiazole  Suspension 


After  the  intranasal  instillation  of 
Paredrine-Sulfathiazole  Suspension 


A suspension  of  ‘Micraform’  sulfathiazole,  5%,  in  an  isotonic  aqueous  medium  with  ‘Paredrine’ 
Hydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  preserved  with  ortho- 
hy droxy pheny lmercuric  chloride,  1:20,000.  ‘Paredrine’  and  ‘Micraform’  T.M.  Reg.  U.S.  Pat.  Off. 
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Well  tolerated  by  the  vaginal 
mucosa,  self-spreading  Terramycin 
Vaginal  Suppositories  provide 
effective  local  antimicrobial 
action  against  a broad-spectrum 
of  infecting  organisms. 

Terramycin  Vaginal  Suppositories 
are  useful  in  the  treatment  of 
non-gonococcal  vaginitis,  acute 
and  chronic  cervicitis,  and 
trichomoniasis,  and  they  may  also 
exert  a valuable  local  bacteriostatic 
effect  when  employed  before  or  after 
instrumentation  or  surgery. 

supplied : 

Cellophane-sealed  packages  of  10 
suppositories,  individually  wrapped  in 
aluminum  foil . . . 100  mg.  Terramycin 
as  the  Crystalline  Hydrochloride  per 
suppository  in  water  soluble  base. 


xzer)  World's  Largest  Producer  of  Antibiotics 


Cremosuxidine®  is  a smooth,  delicious,  chocolate-mint  flavored  suspension  of  Sulfasuxidine® — the 
virtually  nontoxic  intestinal  bacteriostat — with  detoxicant  kaolin  and  pectin  for  control  of  infectious  and 
non-specific  diarrheas.  Since  Sulfasuxidine  remains  in  high  concentration  in  the  intestines  and  is  only 
sparingly  absorbed,  Cremosuxidine  is  sound,  effective  therapy  for  diarrhea,  even  in  infants  and  children. 
Supplied  in  Spasaver®  bottles  of  16  fluidounces.  Sharp  & Dohme,  Philadelphia  1,  Pennsylvania 
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PENICILLIN 


Oral  Tablets 


Greater  effectiveness  by 


the  ORAL  ROUTE 


Oral  therapy  with  Aluminum  Penicillin 
has  proved  to  be  highly  effective  in  a variety 
of  penicillin-susceptible  infections. 


Aluminum  Penicillin  rarely  causes  gastro- 
intestinal disturbance  or  allergic  reactions. 

Unique  advantages  are  that  Aluminum 
Penicillin  is  not  soluble  in  solutions  of  the 
acidity  of  gastric  secretion  but  is  readily 
absorbed  from  the  intestinal  tract.  Sodium 
benzoate  is  added  because  it  inhibits  the  de- 
structive action  of  penicillinase. 


These  factors  provide  for  maximum  utili- 
zation of  tne  drug,  higher  and  more  pro- 
longed blood  levels. 


Supplied  in  vials  of  12  tablets  each  con- 
taining Aluminum  Penicillin  50,000  units, 
Sodium  Benzoate  0.3  gram. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore  1,  Maryland 


, , , tAccf  c&tf  anty  *2Q£  TfC 

IN  LOTS  OF  5M 

Now  ...  at  reasonable  cost  . . . you  can  have 
“custom-printed”  prescription  blanks.  Recog- 
nized as  “printers  to  the  physician”  for  30  years, 
our  work  is  uncompromising  because  it  must  re- 
flect and  preserve  the  dignity  of  your  profession. 
Prescription  blanks  are  printed  on  impressive- 
looking  fine  linen  finish  stock  from  new,  clean, 
sharp  type  — neatly  padded,  100  to  a pad.  And 
prompt  delivery  is  our  motto.  Order  5M  pre- 
scription blanks  today  . . . @ $2.00  per  M.  All 
shipments  mailed  prepaid.  Send  your  sample  and 
check  together  with  order  coupon,  or  write  for 
actual  samples  of  our  full  line.  , 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

Other  "custom-printed”  forms  for  physicians  include: 
Noteheads,  Billheads,  Envelopes,  Drug  Envelopes. 
Business  Cards,  Announcements,  etc.  Special  forms 
can  be  printed  to  individual  specifications. 


Philadelphia  S3,  Pa. 

Enclosed  it  my  check  for: 

□ 5M  Prescription  Blanks  @ $2  per  M □ 1 M Prescription  Blanks  @ S3.S0 1 

□ 3M  Prescription  Blanks  @ 52.75  per  M □ Please  send  samples  ol  actual  torus 
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. . . the  makers  of 


To  Promote  the 
Patient’s  Comfort 


and  SAVE  YOUR  TIME 


The  hospital  lotion 
with  ANTISEPTIC  VALUE 


OFFER  THIS  CONCISE 
"REFRESHER  COURSE” 


/ 


H6WHST  THE 
WEAR  WO 


/our  Imormt 
without  chorge 


FOR  NURSES  ASSISTING  YOU  — 

IN  THE  HOME  OR  IN  THE  HOSPITAL 


“ON  GUARD” — a brief , explicit  text  on 
CA  RE  OF  THE  BED  PA  T1  ENT'S  SKIN 
and  PREVENTION  OF  BED  SORES. 
Prepared  by  the  Educational  Director  and 
a Nursing  Arts  Instructor  in  a university  - 
affiliated  school  of  nursing.  Designed  to 


IUBRICATES  with 
lanolin  and  olive  oil 

COOLS  with  natural 
menthol,  without 
resort  to  rapid 
evaporation 

REDUCES  BACTERIA 
on  skin  surfaces 


relieve  the  physician  of  the  task  of  giving 
instructions  for  maintaining  healthy  skin 


ond  DEODORIZES 
with  hexachlorophene. 


condition  and  preventing  decubitus  ulcers 
and  sheet  burns 


YOUR  REQUEST  for  the  desired  number  of  copies  of 
"ON  GUARD"  will  be  filled  promptly  If  you  need 
50  copies  or  more,  we  will  be  glad  to  imprint  your 
name,  address  and  office  hours  on  each  booklet  — 
without  charge 


Distributed  by  the  EDISON  CHEMICAL  COMPANY 
makers  of 

aermassaqe 


Samples  of  Dermassage  available  on  re- 
quest Just  indicate  on  your  prescription 
blank!  If  you  also  wish  to  try  out  Edisonite 
Surgical  Cleanser  for  stripping  stains  from 
surgical  instruments,  include  this  with 
your  request. 


EDISON  CHEMICAL  COMPANY 

30  West  Washington  Street  • Chicago  2 


US 


r 0' 
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in  the  office  . . . 
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sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  tor 
truly  therapeutic  dosages  specify 
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Louden- Knickerbocker  Hall 958 


Mead  Johnson  & Company 4th  cover 

Menley  & James. 953 

Merck  & Company.  . 816 


National  Discount  & Audit  Co. 


957 
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Chas.  Pfizer  <fc  Co.  Inc.. . . 

Physicians  Press 

Pinehaven  Nursing  Home 
Pinewood 


3rd  cover.  797 

800 

957 

958 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Raymer  Pharmacal  Co 812 

Regan  Furniture  Co 789 

Riker  Laboratories,  Inc. 787 

J.  B.  Roerig  & Company 808 


Each  Capsule  contains : 

Vitamin  A (synthetic) 

Vitamin  D# 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1,000. 

Squibb 

15  A TRADEMARK  Of  E.  R.  SQUIBB  & SONS. 


W.  B.  Saunders  Co.  Inc 

Sobering  Corporation 

G.  D.  Searle  & Co 

Shari)  & Dohme.  

Frances  Shortt  Medical  Agency.. 

Smith,  Kline  & French  Labs 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co.  Inc. 


957 

813 

821 

.798-799 


795,  945.  960 
802-803 
955 


West  Hill 

Whittier  Laboratories 
Winthrop-St earns  Inc. 
Wyeth  Incorporated 


958 

814 

785 

951 


803 


INDEX  TO  ADVERTISED  PRODUCTS 


Acetone  Test  (Denver  Chemical  Mfg.  Co.) 949 

Actbiar  Gel  (Armour  Laboratories) 811 

Alfabetarnin  (George  A.  Breon  & Co.) 822 

Aluminum  Penicillin  (Hynson.  Westcott  & Dunning).  800 

Aminophyllin  (H.  E.  Dubin  Laboratories) 957 

Am  Plus  (J.  B.  Roerig  & Co.) 808 

Aureomycin  (Lederle  Laboratories,  Inc.) 815 

Aveeno  (E.  Fougera  & Co.,  Inc.) 957 

Baxter  Solutions  (American  Hospital  Supply  Corp.) . . . 791 

Becomco  Elixir  (George  A.  Breon  & Co.) 822 

Beminal  with  Vitamins  (Ayerst,  McKenna  & Harrison) 

Between  800  -801 

Breonex-L  (Soluble)  (George  A.  Breon  & Co.) 822 

Buro-Sol  (Doak  Co.,  Inc.) 814 

Chloral  Hydrate  Capsules  (Fellows  Medical  Mfg.  Co.)  807 

Cremo  Suxidine  (Sharp  & Dohme) 798-799 

Dainite  (Irwin,  Neisler  & Co.) 793 

Dermassage  (Edison  Chemical  Co.) 801 

Diaparene  (Homemakers’  Products  Corp.) 810 

Dormison  (Schering  Corporation) 813 

Doxychol-K  and  AS*  Tablets  (George  A.  Breon  & Co.)  822 

I Edrisal  (Smith,  Kline  & French  Labs.) 945 

Eskacillin  250  (Smith,  Kline  & French  Labs.) 960 

Ferro-Arsen  (George  A.  Breon  & Co.) 822 

Galatest  (Denver  Chemical  Mfg.  Co.) 949 

Hidex  (Winthrop-Stearns,  Inc.) 785 

Hydryllin  Compound  (G.  D.  Searle  & Co.) 821 

Iberol  (Abbott  Laboratories) 806 

Iodex  C Methyl  Sal  (Menley  & James) 953 

Metandren  Linguets  (Ciba  Pharmaceutical  Products). 

2nd  Cover 

Nucarpon  (Standard  Pharmaceutical  Co.) 955 

Nutri-Bee  (American  Pharmaceutical  Co.) 955 

(<  Paredrine  Sulfathiazole  Suspension  (Smith,  Kline  & 

French) 795 

Premarin  (Ayerst,  McKenna  & Harrison) ..  Between  800- 801 

Presto-Boro  (Standard  Pharmaceutical  Co.) 955 

Pyridiuin  (Merck  & Co.) 816 

Quadrinal  (Bilhuber-Knoll  Corp.) 794 

Quinidine  (Brewer  & Co.) 947 

Ray-Trote  (Raymer  Pharmacal  Co.) 812 

Rimifon  (Hoffmann-La  Roche) 805 

; Streptomycin  (Eli  Lilly  & Company) Between  816-817 

Terramycin  Nasal  (Chas.  Pfizer  & Co.) 3rd  Cover 

Terramycin  Vaginal  Suppositories  (Chas.  Pfizer  & Co.)  797 

Theragran  (E.  R.  Squibb  & Sons) 802-803 

Travert  (American  Hospital  Supply  Corp.) 791 

Turicum  (Whittier  Laboratories) 814 

| Veratrite  (Irwin,  Neisler  & Co.) 809 

Veriloid  (Riker  Laboratories) 787 

Vi-Penta  Drops  (Hoffmann-La  Roche) 804 

Vi-Sols  (Mead  Johnson  & Company) 4th  Cover 

Wychol  (Wyeth  Incorporated) 951 


Medical  and  Surgical  Equipment 

Electrocardiograph  (Cambridge  Instrument  Co.) 789 


Miscellaneous 

Book  Publishers  (W.  B.  Saunders  Co..  Inc.) 957 

Office  Furniture  (Regan  Furniture  Co.) 789 

Physicians’  Prescription  Blanks  (Physicians'  Press).  . . 800 


sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

IB  Vitamin  A (synthetic)  25,000  U.S.  P.  units 
kHJ  Vitamin  D 1,000  U.S.  P.  units 

Thiamine  Mononitrate  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000. 

Squibb 


TRADEMARK  OF  E.  R.  SQUll 


SOI 


Easy-to-take . . . 
synthetic  vitamin  A 


Synthetic  vitamin  A,  in  readily  absorbable  form,  j 

has  now  been  added  to  the  formula  of  Vi-Penta  Drops.  I 

With  synthetic  vitamin  A — an  achievement  of  the 
Roche  Research  Laboratories — there  is  no  chance  of  j 

unpleasant  fishy  taste  or  odor.  Vi-Penta  Drops  also  j 

provide  generous  amounts  of  vitamin  D,  plus  vitamin  C / 

and  B-complex  factors,  to  protect  infants  and  children  j 

from  rickets  and  other  deficiency  diseases.  Vi-Penta  Drops  i 

are  an  aqueous  solution,  freely  miscible  with  milk,  J 

infant  formula  and  fruit  juice.  They  are  easy  to  give,  j 

easy  to  take  and  well  tolerated.  The  potency  of  l 
Vi-Penta  Drops  is  protected  by  dating  each  package.  j 

Available  in  vials  of  15,  30  and  60  cc.  j 

I 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J.  J 
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Vi-Penta®  Drops 
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a statement  on 


RIMIFON 

the  new  Roche  antituberculous  drug 

The  studies  published  in  the  current  issues  of 
the  American  Review  of  Tuberculosis,  Diseases  of 
the  Chest  and  the  Sea  View  Bulletin  indicate  that 
Rimifon*  (isonicotinic  acid  hydrazide)  is  a potent 
antituberculous  agent. 

Numerous  additional  investigations  are  now 
under  way  to  obtain  further  information  as  to  op- 
timal dosage,  duration  of  treatment  and  incidence 
and  significance  of  side  reactions.  The  medical  pro- 
fession will  be  kept  informed  by  means  of  letters  and 
announcements  in  medical  journals. 

At  present,  Rimifon  is  available  for  clinical 
investigation  only  but  supplies  for  prescription  and 
hospital  use  will  be  available  in  the  near  future. 


*Trade  Mark 


HOFFMANN-LA  ROCHE  INC. 
Roche  Park  • Nut  ley  10  • New  Jersey 


800 


When  the 


problem  is 


more  than 


spring-fern 


. . . effective  control  of  iron  deficiency  anemia  is 
possible  with  just  3 Iberol  tablets  a day.  Here’s  why: 

. . . Iberol  therapy  takes  into  consideration  the  concept 
that  satisfactory  hemoglobin  formation  may  involve  more  than 
iron  alone — that  where  iron  deficiency  is  established  other 
deficiences  may  coexist. 

...  in  just  3 tablets  a day — one  after  each  meal — Iberol  provides 
a therapeutic  dose  of  sufficient  iron  (210  mgs.  elemental  iron) 
plus  generous  amounts  of  vitamin  Bi2,  folic  acid  and 
other  B complex  vitamins  as  well  as  standardized  stomach- 
liver  digest  and  ascorbic  acid. 

. . . the  secret  of  Iberol  potency  and  compactness  is  in  the 
ingenious  pharmaceutical  technique  of  using  the  iron 
content  itself  as  one  of  three  coatings  to  protect  the  vitamins. 

An  outer  sugar-coating  gives  the  easy-to-swallow  tablet  a 
pleasant  odor  and  taste. 

For  prophylaxis  in  old  age,  convalescence  or  pregnancy, 
one  or  two  tablets  daily  are  usually  enough.  In  pernicious 
anemia,  Iberol  may  be  used  as  a supplemental 
hematinic.  Iberol  tablets  are  avail-  p p ,, 
able  in  bottles  of  100,  500  and  1000.  UJjUT)iL 


PRESCRIBE 


Iberol 


THREE  IBEROL  TABLETS:  the  average 
daily  therapeutic  dose  for  adults,  supply: 

Ferrous  Sulfate  1.05  Gm. 

(representing  210  mg.  elemental  iron,  the  active  ingredient 
for  the  increase  of  hemoglobin  in  the  treatment  of  iron- 
deficiency  anemia) 

Plus  these  nutritional  constituents: 

•Vitamin  Bu 30  meg. 

' Folic  Acid 3.6  mg. 

Stomach  Liver  Digest  1.5  Gm. 

Thiamine  Mononitrate  (6  times  MDR*  i 6 mg. 

Riboflavin  i3  times  MDR"  » 6 mg 

Nicotinamide  (2  times  RDAf). . 30  mg. 

Pyridoxine  Hydrochloride 3 mg. 

Pantothenic  Acid 6 mg. 

Ascorbic  Acid  (5  times  MDR*)  150  mg. 

*MDR— Minimum  Daily  Requirement 
fRDA— Recommended  Daily  Dietary  Allowance 


'IKON,  Ki2,  FOLIC  ACID,  STOMACH-LIVER  DIGEST,  WITH  OTHER  VITAMINS,  ABBOTT 
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CAPSULES  CHLORAL  HYDRATE  - M/^ 

ODORLESS  • NON-BARBiTURATE  • TASTELESS 


V 


p 

- 


- 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE- Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
in  CAPSULES 

bottles  of  24's 
100's 

Th  gr.  (0.5  Gm.) 
BLUE  CAPSULES 
bottles  of  50's 


33/4  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 
DOSAGE:  One  3 % gr.  capsule  three 
times  a day  after  meals. 


7V2  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman,  H.  T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss,  M R.  et  al:  A Course  in  Practical  Therapeutics  (1948) 

3.  Goodman,  t.,  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics  (1941),  22nd  printing.  1951. 

4 Sollman,  T.;  A Manual  of  Pharmacology,  7th  ed.  (1948),) 
and  Useful  Drugs.  14th  ed.  (1947)  J 


DOSAGE:  One  to  two  7V2  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.2'3* 
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Obese  patients  often  become  dissatisfied  and  cross  under 
the  prescribed  low  calorie  diet . . . their  will  powers  sag, 
their  appetites  gain  the  upper  hand.  Sound  obesity  manage- 
ment gives  sagging  will  power  the  prop  it  needs  . . . and 
guards  against  nutritional  imbalance. 


AM  PLUS  , containing  dextro-amphetamine  sulfate,  the  most 
effective  anoretic  drug  ...  and  8 vitamins  and  11  minerals 
and  trace  elements  . . . curtails  appetite  and  rapidly  corrects 
the  harassing  symptoms  of  vitamin  and  mineral  deficiencies. 


ALL  IN  ONE  CAPSULE 

DEXTRO  AMPHETAMINE  SULFATE  . 5 mg. 


CALCIUM  .; 242  mg. 

COBALT 0.1  mg. 

COPPER... 1 mg. 

IODINE  0.15  mg 

IRON 3.33  mg. 

MANGANESE 0.33  mg. 

MOLYBDENUM 0.2  mg. 

MAGNESIUM 2 mg. 

PHOSPHORUS... 187  mg. 

POTASSIUM 1.7  mg. 

ZINC 0.4  mg. 

VITAMIN  A.  . .. 5000  U.S.P.  Units 

VITAMIN  D 400  U.S.P.  Units 

THIAMINE  HYDROCHLORIDE. 2 mg. 

RIBOFLAVIN 2 mg. 

PYRIDOXINE  HYDROCHLORIDE  ...  0.5  mg. 

NIACINAMIDE 20  mg. 

ASCORBIC  ACID 37.5  mg. 

CALCIUM  PANTOTHENATE 3 mg. 


OBESITY 

Management 

Available  at  all  Prescription  Pharmacies 


I.B.  ROERIG  AND  COMPANY 

536  N.  Lake  Shore  Drive  • Chicago  1 1,  III. 
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No  other  hypotensive  product  combines  such  high  efficacy 
with  so  much  safety  as  Veratrite  in  the  treatment 
of  mild  or  moderate  hypertension. 

The  fall  in  blood  pressure 
is  gradual  and 
prolonged.  Subjectively, 
the  patient's  well-being 
is  restored  by  relieving 
headache,  dizziness 
and  easy  fatigue. 


Benign  £s  36 
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IN  MILD  AND 

MODERATE  HYPERTENSION 


Each  tabule  contains: 
Whole-powdered  Veratrum 

Viride 40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital Va  grain 

*lrwin-Neisler  whole-powdered  Veratrum 
viride  specialties  are  now  assayed  by 
the  Carotid  Sinus  Reflex  method  (40  C.S.R. 
Units  approximately  equivalent  to  3 
Craw  Units). 


Whole-powdered  Veratrum  viride  (Irwin-Neisler)  supplies  all  of 
the  alkaloids  and  glycosides  of  the  drug  to  produce  a longer 
duration  of  action  within  a wide  margin  of  therapeutic  safety. 

IRWIN,  NEISLER  & COMPANY  . DECATUR,  ILLINOIS 

tecvicA  & Sewe  tynot  i^hacZlce 
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.ii'.more  m , _ -diaper  . .L.  dermatitis  Y 


BRAND 

“A” 


BRAND 

"A” 


CONTAINS 

BORIC 

ACID 


CONTAINS 

BORIC 

ACID 


NO  BOR/C  AC/ O' 


BACTERICIDAL  . WAT  E R - M I S C I B L E • SAFE2-3 

The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting, 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  195?. 

2.  Benson,  R.  A.,  et  a!.:  "The  Treatment  of  Ammonia  Dermatitis  with  Diaporene,"  J.  Fed.  34.-1-49,  Jan.,  1949. 

3.  Niedelman,  M.  L,  et  ol.:  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37  5-762,  Nov.,  1950. 
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PHARMACEUTICAL  DIVISION,  HOMEMAKERS’  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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Specific  Indications:  DRUG  SENSITIVITY  REACTIONS  fol- 
lowing the  administration  of  penicillin,  other  antibiotics, 
sulfonamides,  etc.,  are  specific,  practical  indications  for  the 
use  of  Long-Acting  ACTHAR  Gel  in  Disposable  Cartridge 
Syringes.  In  these  cases,  the  patient  demands  immediate 
and  prolonged  relief  from  the  intense  symptoms.  ACTHAR 
Gel  Long-Acting  is  definitely  superior  to  conventional  meth- 
ods in  terms  of  more  rapid  relief  over  greater  periods  of 
time  with  virtually  no  therapeutic  failures.  Low  total  dos- 
age, with  few  injections,  is  required. 

Supplied  in  a sterile  1 cc.  B-D  cartridge  with  B-D  dis- 
posable cartridge  syringe!  in  potencies  of  20  I.U.  per  cc. 
and  40  I.U.  per  cc. 

fT.  M.  Reg.  Becton,  Dickinson  & Co. 

*THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC 


TliLP.  APEUTICS  THROUGH  BIORESEARCH 
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1.  IMMEDIATE 


2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin : Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrile:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to.  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


I . Soli  man,  T. : A Manual  of  Pharmacology , 
W.  B.  Saunders  Co.,  1942. 


RAYMER 


3-stage  action 
to  control  hypertension 

'joa/idtit/eb 

RAYTROre 

//mftMiver/ 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg. 


RAYMER  PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 


For  insomnia...  cun, J 

DORMISON 


vtR«15-  M l’- 


' L \et,  1©*® 


non-barbiturate  hypnotic 

for  SAFE,  SOUND  SLEEP 

without  drug  hangover 


The  extraordinarily  wide  margin 
of  safety  of  Dormison  permits 
patients  who  awaken  in  the  early 
morning  and  desire  more  sleep  to 
repeat  the  dose.  Dormison  is  rapidly 
metabolized  (one  to  two  hours) 
so  that  there  is  no  prolonged 
suppressive  action.  Patients  awaken 
rested  and  refreshed  as  from 
normal  slumber.  Dormison  has  no 
cumulative  effect,  no  toxic  effects  on 
prolonged  use.  There  is  no  evidence 
to  date  that  Dormison  has 
habit-forming  or  addiction  properties. 


DOSAGE:  Two  250  mg.  capsules  are  recommended,  although  many  patients  respond  to  one. 

DORMISON*  (methylparafynoI-Schering) , capsules  of  250  mg.,  bottles  of  100. 

*T.M.  Allen,  A.  W.,  and  Krongold,  D.  D.:  Quart.  Bull.  Sea  View 

Hosp.,  April,  19.51,  p.  61. 

Hirsh,  H.  L.,  and  Orsinger,  W.  H.:  Am.  Pract.,  3:23,  1952. 


-/let// 


iHC ( // ( (/  CORPORATION,  Bloomfield,  n.  j. 
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purging  parent... 


She  boasts  of  keeping  the  poor 
child’s  bowels  "wide  open.” 

Instead  of  keeping  the  youngster  healthy,  she 
is  establishing  a laxative  limp  in  the  digestive 
tract. 

Turicum,  giving  lubricoid  action  without 
oil,  affords  sane  therapy  without  irritating 
the  bowel. 

Turicum  is  not  a one-dose  cathartic.  It  is  a 
treatment  which,  taken  over  a period,  helps 
restore  a gentle,  symptomless,  normal  bowel 
function. 

TURICUM 

Each  tablespoonful  contains  methylcellulose  0.3  Gm., 
magnesium  hydroxide  0.6  Gm. 

HYDROPHILIC  LUBRICOID 

WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 

A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


Crippled  Children 
need  YOUR  help 


Crippled  children  want  to  walk,  talk 
and  play  like  other  children.  They  can 
if  you  help  by  giving  to  Easter  Seals. 
Give  generously — your  dollars  mean 
new  lives  for  America's  crippled 
children. 

19th  ANNUAL 
EASTER  SEAL  APPEAL 
March  13  to  April  13 
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AUREOMYC 


Hydrochloride  Crystalline 


because 


IN 


Aureomycin  exhibits  little  tendency  to 
favor  the  development  of  resistant 
strains  of  bacteria. 

Aureomycin  rapidly  penetrates  all  tissues 
of  the  body,  particularly  those  of  the 
gastrointestinal  tract,  and  it  has  been 
found  useful  prophylactically  in  surgery 
of  the  tract. 

Aureomycin  has  been  reported  to  be  ef- 
fective against  susceptible  organisms  in — 


Abscess 
Actinomycosis 
Carbuncles 
Cellulitis 
Empyema 
Furunculosis 
Gallbladder 
Infection 
Human  Bites 


Infected  Burns 
Intestinal 
Perforation 
Peritonitis 
Soft  Tissue 
Infection 
Ulcerative  Colitis 
Vascular  Infection 
Wound  Infection 


Throughout  the  world,  as  in  the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100.  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  amm/cav Cmumud coMPAur  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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a matter  of  minutes  . . . 


GRATIFYING  RELIEF 


In  Urogenital  Distress 


Pyridium  quickly  and  safely  affords  relief  from  the 
distressing  symptoms  of  urogenital  disorders,  such 
as  cystitis,  prostatitis,  urethritis,  and  pyelonephritis. 
Pyridium  has  been  found  a dependable  aid  also  in  the 
management  of  nonoperative  or  chronic  prostatitis. 
Pyridium  may  be  used  concomitantly  with  anti- 
biotic, or  other,  specific  therapy  to  provide  the 
twofold  therapeutic  approach  of  symptomatic  relief 
and  corrective  action. 


SUPPLY: 

FOR  ORAL  USE — Bottles  containing  50,  and 
tubes  containing  12 — 0.1  Gm.  (1  Vi  grains) 
tablets. 

FOR  LOCAL  USE — Bottles  containing  100  cc. 
of  a 1 % Solution  ( may  be  diluted,  if  necessary). 
Solution  also  may  be  used  to  prepare  suitable 
dilutions  for  infants  and  young  children,  for 
oral  use. 


PYRIDIUM 

(Brand  ot  Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  registered 
trade-mark  of  Nepera  Chem- 
ical Co.,  Inc.  for  its  brand  of 
phenylazo-diamino-pyridine 
HC1.  Merck  & Co.,  Inc.  sole 
distributor  in  the  United 
States. 


MERCK  <fc  CO.,  Inc. 

Alanufacturing  Chemists 

RAHWAY,  NEW  JERSEY 
In  Canada:  MERCK  4 CO.  L i m 1 1 ed  — M o n t rea  I 
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Editorials 

The  Annual  Meeting,  1952 


On  May  12,  1952,  the  one  hundred  forty- 
sixth  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  will  con- 
vene at  the  Hotel  Statler,  New  York  City. 
It  is  hoped  that  registration  will  exceed  that 
of  previous  years,  in  view  of  the  trend  since 
1946,  when  younger  members  of  the  profes- 
sion began  to  attend  in  greater  numbers. 

In  this  convention  issue  of  the  Journal 
will  be  found  as  many  of  the  annual  reports 
of  the  officers  and  committees  of  the  Society 
as  could  be  prepared  by  the  time  of  going  to 
press;  others  may  follow  in  the  April  15  issue. 
Since  these  reports  concern  the  activities  of 
the  Society  during  the  past  year,  it  is  hoped 
that  they  will  be  carefully  studied  by  the 
membership  as  they  appear.  There  is  no 
other  way  by  which  the  members  can  learn 
of  the  vast  subject  matter  covered  by  the 
work  of  the  committeemen  and  officers  and 
what  was  done  for  the  advancement  of  sci- 
entific medicine,  medical  education,  and 
medical  practice  in  the  State. 

Our  good  friends,  the  technical  exhibitors, 
whose  generous  cooperation  assists  in  making 


possible  the  display  of  the  most  recent  sci- 
entific apparatus,  books,  pharmaceuticals, 
and  biologicals,  will  be  present  in  the  greatest 
numbers  since  the  close  of  the  war.  You  will 
find  their  exhibits  listed  in  this  issue  for  your 
information. 

While  we  are  not  now  able  to  announce  the 
principal  speaker  at  the  banquet,  we  do  urge 
you  to  attend. 

This  year  there  will  be  a television  pro- 
gram both  on  the  Teaching  Day  of  the  Coun- 
cil Committee  on  Public  Health  and  Educa- 
tion, May  13,  and  on  other  days  as  well, 
when  surgical  procedures  and  a variety  of 
clinical  subjects  will  be  televised;  also  tech- 
nics of  diagnostic  and  therapeutic  procedures 
are  to  be  demonstrated.  This  year  marks  an 
important  extension  of  the  Society’s  utiliza- 
tion of  the  teaching  possibilities  made  avail- 
able through  closed  circuit  television.  For 
three  consecutive  days  this  medium  will  be 
utilized  for  periods  of  twenty  minutes  each, 
from  9 a.m.  until  late  afternoon,  and  will 
cover  such  procedures  as  biopsy  of  the  liver, 
lumbar  sympathetic  block,  a clinicopatho- 
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logic  conference,  plastic  surgery  for  the  re- 
habilitation of  the  facially  disfigured,  rela- 
tionship of  the  patient  to  the  psychiatrist, 
and  a clinic  on  congenital  heart  disease. 

Scientific  exhibits  will  be  found  this  year 
on  the  ballroom  floor  and  ballroom  balcony 
of  the  Hotel  Statler  and  will  include,  among 
many  interesting  presentations,  unusual  ef- 
fects of  cortisone  during  treatment  of  acute 
rheumatic  fever,  experimental  cardiovascular 
surgery  in  Kodachrome  transparencies,  some 
forensic  aspects  of  neoplastic  diseases,  and  the 
antituberculosis  activity  of  two  hydrazines  of 
nicotinic  acid.  These  exhibits  number  about 
75  and  represent  a vast  amount  of  scientific 
work  and  ingenuity.  Their  placement  this 
year  on  the  ballroom  floor  will  make  them 
more  readily  accessible  to  visitors. 

The  general  sessions  will  include  a sym- 
posium of  great  interest  on  neonatal  mor- 
tality and  will  be  presented  jointly  by  the 
Sections  on  Pathology  and  Clinical  Pathology, 
Pediatrics,  Preventive  Medicine  and  Public 
Health,  and  Obstetrics  and  Gynecology  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  Special  Committee  on  Infant  Mortal- 
ity of  the  Medical  Society  of  the  County  of 
New  York.  This  is  the  first  time  such  a 
symposium  has  been  held  in  general  sessions. 


Among  the  most  stimulating  of  the  section 
meetings  will  be  that  of  the  Section  on 
Ophthalmology  and  Otolaryngology  which 
will  meet  jointly  with  the  Section  on  Pedi- 
atrics in  a discussion  of  retrolental  fibro- 
plasia. The  Section  on  Surgery  will  also 
have  a joint  meeting  with  the  Section  on 
Medicine,  presenting  a panel  discussion  on 
diseases  of  the  thyroid  gland. 

The  newly  formed  Blood  Banks  Associa- 
tion of  New  York  State  is  represented  by  a 
scientific  meeting  and  exhibit.  The  program 
will  be  presented  Monday  afternoon  in  the 
Keystone  Room. 

All  members  are  urged  to  study  carefully 
the  annual  reports  in  this  issue.  They  re- 
cord  the  activity  of  your  committees  since 
the  last  Annual  Meeting  and  represent  the 
progress  of  the  Society  in  all  of  its  depart- 
ments. It  is  an  opportunity  for  all  to  ac- 
quaint themselves  with  the  steadily  growing 
functions  and  the  expanding  fields  of  activity 
of  the  second  largest  medical  society  in  the 
nation. 

It  is  to  be  hoped  that  attendance  this  year 
will  break  all  previous  records.  Again  may 
we  remind  you  to  secure  your  room  reserva- 
tions? Hotel  space  is  at  a premium.  Come 
and  enjoy  New  York  City  in  springtime. 


Battle  Versus  Road  Slaughter 


As  of  September  4,  1951,  there  was  re- 
corded the  millionth  death,  in  Korea,  from 
war  causes  among  our  military  forces  “since 
the  first  Minute  Man  fell  in  the  Battle  of 
Lexington  on  April  19,  1775.  Between  the 
dates  of  these  two  battle  deaths  there  has 
elapsed  a period  of  one  hundred  seventy-six 
years  and  nineteen  weeks.  During  that 
time  a state  of  war  existed  for  about  thirty 
years.”1  One  is  tempted  to  speculate, 
while  on  this  grisly  subject,  concerning  the 
relative  inefficiency  of  military  mayhem 
when  contrasted  with  the  motor  vehicle  as  a 
weapon  of  destruction. 

Less  than  fifty-two  years  ago,  says  the 
Military  Surgeon,  a New  York  man  stepped 
off  a street  car  into  the  path  of  an  automobile 
and  became  the  first  fatality  from  such  a 
cause.  The  millionth  traffic  death  occurred 
on  December  22,  1951,  less  than  four 

i Mil.  Surgeon  11:  135  (Feb.)  1952. 


months  after  the  historic  military  fatality  in 
Korea.  For  several  recent  years  a round 
number  of  100  deaths  a day  has  been  main- 
tained, approximately  35,000  a year.  In  the 
period  January  to  November,  1951,  the  rate 
per  100,000  from  enemy  action  was  6.3,  from 
motor  vehicles  15. 4. 2 

It  is  little  consolation  to  note  that  since 
the  end  of  World  War  II  our  population  has 
increased  by  about  15,800,000  to  a total  of 
155,800,000  at  the  end  of  1951.  If  nothing 
effective  is  done  to  reduce  the  highway  holo- 
caust, the  above  increase  simply  indicates 
more  potential  victims  and  more  senseless 
waste  of  human  resources. 

We  are  made  aware  by  the  National  Safety 
Council  through  its  surveys  that  the  princi- 
pal causes  of  traffic  accidents  are  speeding, 
drinking  and  driving,  driving  on  the  wrong 

2 Statist.  Bull.  Metrop.  Life  Insur  Co.,  December.  1951. 
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We  in  the  Medical  Society  for  a number  of  years  have  been 
supporting  the  subject  of  community  health  councils.  Our 
Public  Health  and  Education  Committee,  our  Public  Rela- 
tions Committee,  the  Council,  and  other  agencies  of  the  Soci- 
ety have  given  the  matter  a great  deal  of  thought  and  study. 
Within  the  past  year,  more  specifically  during  Dr.  Wertz’s 
administration,  our  thinking  became  more  crystallized,  and 
we  thought  we  were  ready  to  draw  on  this  experience  and  use 
our  influence  to  promote  the  establishment  of  a State-wide 
community  health  council.  The  opportunity  was  afforded 
when  we  participated  in  the  meeting  of  the  New  York  State 
Citizens’  Council  at  Sharon  Springs  last  June. 

In  the  brief  time  since  then  the  work  has  progressed  until 
now  we  are  ready  to  give  birth  to  this  lusty  infant  and  start 
him  on  his  way. 

There  has  not  been  a single  address  of  mine  or  paper  before 
medical  groups  in  which  I have  not  urged  our  member  physi- 
cians to  particpate  in  community  affairs,  particularly  those 
involving  problems  of  health.  Many  of  our  members  do,  in 
fact,  take  a leading  part  in  health  activities  in  local  com- 
munities all  over  the  State,  and  they  devote  a great  deal  of 
their  time  and  professional  ability  to  civic  betterment.  I 
envisage  this  kind  of  activity  by  the  doctors,  through  the  medium  of  the  New  York  State 
Health  Council,  as  being  productive  of  the  delivery  of  better  medical  care  and  making  the 
public  more  and  more  aware  of  the  willingness  of  the  medical  profession  to  work  for  the  solu- 
tion of  common  problems — specifically,  that  the  doctor  is  a good  citizen. 

Just  as  doctors  individually  participate  in  these  activities,  especially  at  the  local  level, 
so  can  county  medical  societies  lend  their  weight  and  their  authority  to  many  worth-while 
public  endeavors.  That  is  why  I think  it  would  be  most  desirable  if  public  health  officers 
and  community  leaders,  whenever  they  have  a health  problem  requiring  a community 
approach,  would  consult  with  the  local  county  medical  society.  A free  and  frank  discussion 
of  the  elements  involved  should,  in  most  instances,  insure  the  success  of  the  selected  project 
because  of  common  agreement  among  all  those  importantly  concerned. 

The  participation  of  the  physician  in  local  community  problems  has  its  counterpart  in 
the  participation  of  the  citizen  in  matters  of  health.  Joint  action  by  lay  and  professional 
people  is  the  keystone  of  the  effort  to  improve  and  expand  community  health  facilities. 
Today  there  are  about  1,200  local  health  councils  or  health  committees  in  operation  across 
the  country.  There  are  about  30  state-wide  health  councils.  Most  of  these  have  de- 
veloped since  1945,  with  the  physicians  of  the  community  playing  a leading  role  in  their 
operation  and  expansion.  The  American  Medical  Association  has  long  believed  that  the 
existence  of  effective  and  properly  operated  local  public  health  units  is  fundamental  to  the 
maintenance  and  improvement  of  the  health  of  the  people.  In  1942,  its  House  of  Delegates 
adopted  a resolution  strongly  supporting  this  policy,  and  it  is  one  of  the  planks  in  the  12- 
point  health  platform  of  the  American  Medical  Association  for  the  advancement  of  medicine 
in  public  health. 

Another  indication  of  the  growing  tendency  of  the  medical  profession  to  regard  health 
as  a matter  for  the  full  participation  of  all  members  of  the  community  is  the  fact  that  in  a 
number  of  state  medical  societies,  selected  laymen  serve  on  the  public  health  committees. 
We  are  adopting  this  principle  selectively  in  our  own  State  Medical  Society.  The  Board  of 
Trustees  of  the  A.M.A.  is  conducting  top  level  conferences  with  representatives  of  industry, 
labor,  and  other  nonmedical  groups.  This  type  of  joint  effort  insures  support  to  the  doctors 
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and  interest  in  matters  of  health  on  the  part  of  the  public,  rather  than  hostility  and  indif- 
ference, while  at  the  same  time  retaining  the  constructive  leadership  of  trained  physicians 
in  those  special  fields  where  such  experience  is  required.  We  in  the  State  Medical  Society 
are  most  anxious  to  develop  the  greatest  sense  of  awareness  that  we  desire  to  achieve  an 
active  partnership  with  the  public  and  a greater  realization  that  we  are  vitally  interested  in 
the  health  of  all  the  citizens  in  the  State. 

The  State  Health  Council  which  we  have  just  established  is  a milestone  in  the  progress 
toward  better  health  in  our  State,  which  is  already  envied  by  our  sister  states.  It  will  be  a 
common  meeting  ground  for  the  study  and  resolution  of  the  many-sided  problems  in  the 
over-all  health  field.  Such  cooperation  can  result  only  in  good.  It  will  be  instrumental 
in  setting  up  and  advancing  modern  technics  for  health  services.  It  will  provide  the  means 
for  more  effective  accomplishment  in  community  health  work.  I believe  that  the  partici- 
pation of  all  doctors  in  these  endeavors  is  a professional  responsibility  of  all  doctors,  as  these 
intimately  affect  our  daily  lives  and  those  of  our  patients  and  neighbors.  The  State  Health 
Council  will  furnish  a facility  for  the  continued  development  and  usefulness  of  our  civil 
defense  programs.  It  can  also  act  as  a local  forum  in  which  to  develop  a favorable  public 
atmosphere  on  important  questions  which  might  come  before  our  legislative  bodies.  The 
advice  which  local  legislators  could  be  given  as  a result  of  combined  thinking  on  important 
measures  should  be  of  inestimable  value. 

This  is  just  a brief  look  toward  the  future  possibilities  for  improvement  of  the  public 
health  as  the  private  practitioner  sees  it.  We  need  the  help  of  the  citizenry  of  the  State  as 
much  as  they  need  the  professional  advice  of  their  doctors.  A case  in  point  is  the  continued 
expansion  and  development  of  our  Blue  Cross  and  Blue  Shield  insurance  plans,  which  will 
receive  great  encouragement  by  such  joint  action  as  we  are  taking.  The  developing  pro- 
grams for  rehabilitation  of  the  physically  handicapped  and  for  the  wider  improvement  of 
the  “third  phase  of  medicine,”  as  Dr.  Howard  A.  Rusk  puts  it,  will  be  enhanced. 

This  community  health  activity  should  be  instrumental  in  making  doctors  more  civic 
minded  and  broadening  their  interests  in  their  own  communities.  The  success  of  the  medi- 
cal profession  in  maintaining  its  independence  from  political  control  is  to  be  v’on  by  team- 
work at  the  local  level.  To  keep  medicine  free  we  must  extend  this  type  of  teamwork  to 
every  community,  and  I urge  doctors  to  make  themselves  important  cogs  in  their  local 
civilian  and  health  activities. 

In  closing,  let  me  quote  from  a recent  address  of  Dr.  Ray  B.  Allen,  then  president  of  the 
University  of  Washington,  who  said,  “Medicine  and  medical  science  have  more  of  a job  to 
do  in  this  time  of  crisis  than  merely  healing  patients.”  These  are  words  we  might  well 
ponder.  They  serve  to  strengthen  the  conviction  I long  have  held  that  strict  and  rigid 
adherence  to  professional  relationships  with  the  public  to  the  exclusion  of  what  might 
broadly  be  called  “human  relationships”  is  wrong.  To  the  patient  looking  for  sympathy 
and  understanding,  there  is  cold  comfort  in  science  alone.  /)  n 
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side  of  the  road,  and  failure  to  respect  the 
right  of  way.  Publication  of  the  causes  does 
little  to  reduce  the  occurrences.  Highway 
bloodshed  takes  place  as  scattered  incidents 
and  does  not  arouse  public  indignation. 

Education  for  safe  driving  may  be  of  some 
use,  but  so  far  comparatively  little  has  been 
done.  The  Military  Surgeon  proposes  chang- 


ing the  mechanism  of  all  our  motor  vehicles 
so  that  no  greater  speed  than  fifty  miles  an 
hour  can  be  made.  It  is  a suggestion  with 
which  we  can  agree,  adding  a further  plea 
for  moderation  in  the  use  of  alcohol.  Per- 
haps eventually  we  can  reduce  our  highway 
fatalities  at  least  to  the  level  of  our  battle- 
field casualties. 
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Bronchial  Relaxant . . . 
Antiallergic  . . . 
Expectorant . . . 


Combined  in  a New  Con  pound  for  Cough  Control 

Hydryllin* 

COMPOUND 

incorporates  these  important  components  for  the  treatment  of  cough: 

AMINOPHYLLIN  (SEARLE) . . .for  bronchial  relaxation; 

DIPHENHYDRAMINE  (SEARLE) . . .for  antiallergic  efficacy; 

POTASSIUM  IODIDE  . . .for  expectorant  action — in  a pleasant-tasting  syrup  base. 

SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


It's  just  around  the  corner,  doctor  ■ . . that  season 
when  hematinics,  tonics  and  vitamins  reach  a 
high  peak  of  employment  . . . when  emphasis  will  be 
placed  upon  corrective  therapy  to  counteract  the  affects 
of  the  many  winter  ills  to  which  man  is  subject.  The  fol- 
lowing Breon  products  are  of  particular  value  in  this 
broad  field  of  indications. 


BECOMCO  ELIXIR*  — A palatable  therapeutic  iormula  of  the  B complex, 
plus  Bn,  Liver  and  Ferric  Ammonium  Citrate  . . . especially  indicated  where 
symptoms  of  lowered  vitality  are  both  multiple  and  obscure;  particularly 
in  children  with  "finicky"  appetites.  Available  in  bottles  containing  one 
pint,  and  in  gallons. 


BREON  EX- L (Soluble)—  A highly  concentrated,  desiccated  compound 
of  the  principal  factors  of  vitamin  B complex,  augmented  with  B,,,  for  intra- 
venous or  intramuscular  injection.  Indicated  where  rapid  delivery  and 
assured  absorption  are  required  . . . after  prolonged  fever  in  hyperthyroid- 
ism and  when  absorption  and  utilization  are  impaired  by  gastrointestinal 
dysfunction.  Available  with  Aqueous  Diluent,  10  cc.  Multidose  Vial  ...  or 
with  Sodium  Ascorbate  Diluent.  5 cc.  Single  Dose  Ampuls.  Single  combina- 
tion packages,  or  boxes  of  25  combinations. 

FERRO- ARSEN— A useful  iron  and  arsenic  tonic  for  intravenous  injec- 
tion. Effective  in  iron  deficiency  anemias,  since  it  places  iron  directly  in  the 
blood  stream  for  quick  and  definite  absorption.  Efficient  adjunct  in  patients 
static  to  oral  iron  therapy.  Available  in  5 cc.  ampuls  and  10  cc.  ampuls, 
boxes  of  6 and  25. 


DOXYCHOL-K  and  AS*  (Tablets) — Doxychol-K  . . . extremely  pure  bile 
acid  combination  with  potent  hydrocholeretic  and  fat-emulsifying  action. 
Widely  used  in  the  management  of  bilrary  dysfunction  without  choleli- 
thiasis. chronic  cholecystitis,  functional  hepatic  insufficiency  and  biliary 
stasis.  Where  effective  sedation  and  spasmolysis  are  desired,  in  addition 
to  hydrocholeresis,  specify  DOXYCHOL-AS.  Both  tablets  available  in  bot- 
tles of  100,  500  and  1000. 

ALF ABET  AMIN  Capsules  — A combination  of  fat-and-water-soluble 
vitamins  permitting  wide  flexibility  in  dosage.  Excellent  in  vitamin  defi- 
ciencies and  as  a dietary  supplement.  Available  in  bottles  containing 
100.  500  and  1000  capsules. 


‘Samples  available  to  physicians  on  request. 


Write  Dept.  21M  for  literature. 

GEORGE  A.  BREON  & CO. 

Manufacturing  Pharmaceutical  Chemists 

1450  BROADWAY  • NEW  YORK  18,  N.  Y. 


1952  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 

May  12  to  16 — Hotel  Statler,  New  York  City 


House  of  Delegates 

The  regular  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
10  a.m.  on  Monday,  May  12,  1952,  in  the 
Penn  Top,  18th  floor  of  the  Hotel  Statler, 
New  York  City. 

In  accordance  with  Chapter  II,  Section  3 
of  the  Bylaws,  the  House  will  assemble  ac- 
cording to  the  following  schedule: 

Monday,  May  12,  1952,  10  a.m. 

Tuesday,  May  13,  1952,  9 a.m.  and  2 p.m. 
Wednesday,  May  14,  1952,  9 a.m. 

At  the  last  adjourned  session  (9  a.m.,  Wed- 
nesday, May  12)  the  election  of  officers, 
councillors,  trustees,  and  delegates  to  the 
American  Medical  Association  will  occur  in 
accordance  with  Chapter  III,  Section  1 of  the 
Bylaws. 

Frederic  W.  Holcomb,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 

Annual  Meeting 

The  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York  will  be  held 
on  Wednesday,  May  14,  at  7 p.m.  in  the 
Penn  Top,  18th  floor,  Hotel  Statler,  New 
York  City. 

J.  Stanley  Kenney,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Penn  Top,  18th  floor  of  the 
Hotel  Statler,  on  Monday,  May  12,  after  9 
a.m.;  for  members  and  guests  on  the  mez- 
zanine, on  Tuesday,  Wednesday,  and  Thurs- 
day, May  13,  14,  and  15,  from  9 a.m.  to  6 
p.m.,  and  on  Friday,  May  16,  from  9 a.m. 
to  4 P.M. 

Exhibits 

Scientific  Exhibits  will  be  located  on  the 
ballroom  floor,  the  ballroom  balcony,  and 
the  mezzanine. 


Technical  Exhibits  will  be  located  on  the 
ballroom  floor  and  the  mezzanine. 

Scientific  Motion  Pictures  will  be  shown 
in  Conference  Room  3,  mezzanine. 

Television  program  (in  color)  will  be 
shown  in  the  Georgian  Room,  ballroom  floor. 

Teaching  Day  (Television  Program) 

A series  of  telecasts  in  color  from  Bellevue 
Hospital,  presented  by  the  Medical  Society 
of  the  State  of  New  York  with  the  coopera- 
tion of  New  York  University  College  of 
Medicine,  New  York  University  Post-Grad- 
uate Medical  School,  and  Bellevue  Hospital, 
will  be  shown  in  the  Georgian  Room,  ball- 
room floor,  Tuesday,  May  13,  starting  at  9 
a.m.  See  program  on  page  824. 

Scientific  Sessions 

General  Sessions  will  be  held  on  Wednes- 
day and  Friday  afternoons,  May  14  and  16. 
Section  and  Session  Meetings  will  be  held  on 
Wednesday  morning,  Thursday  morning, 
afternoon,  and  evening,  and  Friday  morning, 
May  14,  15,  and  16. 

146th  Annual  Meeting 

The  Penn  Top,  Wednesday,  May  14,  7 

P.M. 

Calling  the  Society  to  order  by  the  Presi- 
dent, J.  Stanley  Kenney,  M.D. 

Reading  of  the  Minutes  of  the  145th  An- 
nual Meeting  by  the  Secretary,  W.  P.  Ander- 
ton, M.D. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in  the 
Penn  Top,  Wednesday,  May  14  at  7 p.m., 
guest  speakers  to  be  announced. 

Tickets  will  be  available  at  the  registra- 
tion desk,  mezzanine  floor. 

The  Woman’s  Auxiliary 

See  page  861  for  program. 
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TEACHING  DAY 

TELEVISION  PROGRAM  IN  COLOR* 

Tuesday,  May  13 — Georgian  Room,  Ballroom  Floor 


Arranged  by  Council  Committee  on  Public  Health  and  Education  of  tin* 
Medical  Society  of  the  State  of  New  York 

Theodore  J.  Curphey,  M.D.,  Chairman,  Garden  City 
A.  H.  Aaron,  M.D.,  Buffalo 
Charles  D.  Post,  M.D.,  Syracuse 

in  cooperation  with 

New  York  University  College  of  Medicine 
New  York  University  Post-Graduate  Medical  School 
Bellevue  Hospital 


Television  Committee  of  the  New  York 
University-Bellevue  Medical  Center 
Charles  E.  Kossman,  M.D.,  New  York 
City 

W.  Ross  McCarty,  M.D  , New  York  City 


Television  Subcommittee  of  the  Conven- 
tion Committee  of  the  Medical  Society 
of  the  State  of  New  York 
Bernard  J.  Pisani,  M.D.,  Chairman,  New 
York  City 

Lester  L.  Coleman,  M.D.,  New  York  City 
Philip  D.  Allen,  M.D.,  New  York  City 


DIRECTED  AND  SPONSORED  AS  A SERVICE  TO  MEDICAL  EDUCATION 
SMITH,  KLINE  & FRENCH  LABORATORIES 


TECHNICS  OF  DIAGNOSTIC  AND  THERAPEUTIC  PROCEDURES 


Morning 

9 : 00 — Introduction 

9:05  Theodore  J.  Curphey,  M.D.,  Chairman, 
Committee  on  Public  Health  and  Edu- 
cation, Medical  Society  of  the  State  of 
New  York 

9:05 — Biopsy  of  Sternal  Bone  Marrow 
9:25  William  N.  Hubbard,  Jr.,  M.D.,  In- 
structor in  Medicine;  Assistant  Dean, 
New  York  University  College  of  Medi- 
cine 

9:30 — Biopsy  of  Liver 

9:50  William  M.  Davis,  M.D.,  Assistant  in 
Medicine,  New  York  University  Col- 
lege of  Medicine 


10:45 — Maximum  Breathing  Capacity,  Divi- 
11:05  sions  of  Lung  Mr,  and  Other  Tests  of 
Respiratory  Function 

Morton  Galdston,  M.D.,  Assistant  Pro- 
fessor of  Clinical  Medicine,  New  York 
University  College  of  Medicine 
1 1 : 10 — Lumbar  Sympathetic  Block 

11:30  Emery  A.  Rovenstine,  M.D.,  Professor 
of  Anesthesiology,  New  York  Univer- 
sity Post-Graduate  Medical  School 
1 1 : 35 — Technics  of  Administering  F luids  and 
11:55  Blood  to  Infants 

Cha.rles  G.  Neumann,  M.D.,  Assistant 
Professor  of  Clinical  Surgery,  New 
York  L'niversitv  Post-Graduate  Medi- 
cal School 


9:55 — Gastroscopy 

10:15  Hirsch  R.  Liebowitz,  M.D.,  Assistant 
Professor  of  Clinical  Medicine,  New 
York  University  College  of  Medicine 

10:20 — Yenous  Pressure  and  Circulation 
10:40  Times 

Warren  Smith,  M.D.,  Fellow  in  Medi- 
cine, New  York  University  College  of 
Medicine 


* For  additional  TV  programs  see  page  830. 


Afternoon 

2:00 — Auscultation  of  the  Heart;  Teach- 
3:55  ing  of  Practical  and  Theoretic  As- 
pects by  Means  of  Audiovisual  Aids 
J.  Scott  Butterworth,  M.D.,  Associate 
Professor  of  Medicine,  New  York  Uni- 
versity Post-Graduate  Medical  School, 
and  .Associates 

4 : 00 — Clinicopathologic  Conference 

4:45  William  C.  Von  Glahn,  M.D.,  Professor 
of  Pathology,  New  York  University 
College  of  Medicine,  and  Staff 
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SCIENTIFIC  PROGRAM 


Alfred  P.  Ingegno,  M.D.,  Chairman,  Brooklyn 
and 

Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 

Dr.  Alfred  P.  Ingegno,  Presiding 

npHE  presentations  at  these  Sessions  will  consist  of  half-hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour 
specified.  Members  and  guests  are  requested  to  be  in  their  seats  at  least 
five  minutes  in  advance  of  the  meeting  time. 


Wednesday,  May  14 — 2:30  P.  M. 

Keystone  Room,  Ballroom  Balcony 

Symposium 

NEONATAL  MORTALITY 

Carl  Goldmark,  Jr.,  M.D.,  Chairman,  Special 
Committee  on  Infant  Mortality  of  the  Medical 
Society  of  the  County  of  New  York 

Arranged  by  chairmen  of  Sections  on  Obstetrics  and 
Gynecology,  Pathology  and  Clinical  Pathology, 
Pediatrics,  and  Preventive  Medicine  and  Public 
Health  of  the  Medical  Society  of  the  State  of  New 
York,  and  the  Special  Committee  on  Infant  Mor- 
tality of  the  Medical  Society  of  the  County  of  New 
York. 


1.  Fetal  and  Neonatal  Mortality:  A Public 
Health  Problem 

Edward  R.  Schlesinger,  M.D.,  Albany,  Direc- 
tor, Bureau  of  Maternal  and  Child  Health, 
Health  Department  of  the  State  of  New  York 


2.  Recent  Trends  in  Premature  Care 

Alfred  J.  Vignec,  M.D.,  New  York  City, 
Director,  Pediatric  Division,  St.  Vincent’s 
Hospital 


3.  Some  Aspects  of  Neonatal  Pathology 

Sidney  Farber,  M.D.,  Boston,  Massachusetts, 
Professor  of  Pathology,  Harvard  Medical 
School  at  Children’s  Hospital — By  invitation 


4.  Newer  Concepts  in  the  Use  of  Analgesics 
and  Anesthetics  for  Labor  and  Delivery 
Louis  M.  Heilman,  M.D.,  Brooklyn,  Professor 
of  Obstetrics  and  Gynecology,  State  Univer- 
sity of  New  York  at  New  York  City  College 
of  Medicine 


Friday,  May  16 — 2:00  P.M. 

Sky  top,  18th  Floor 

1.  Cancer:  Fundamental  Concepts  Leading 

to  Pathogenesis  of  Cancer 

Cornelius  P.  Rhoads,  M.D.,  New  York  City, 
Director,  Memorial  Center  for  Cancer  and 
Allied  Diseases;  Professor  of  Pathology, 
Cornell  University  Medical  College 

2.  Mode  of  Action  of  Antibiotics* 

Perrin  Long,  M.D.,  Brooklyn,  Executive  Offi- 
cer and  Professor  of  Medicine,  State  Univer- 
sity of  New  York  at  New  York  City  College  of 
Medicine;  Director  of  Medical  Service,  Uni- 
versity Division,  Kings  County  Hospital 

3.  Pathogenesis  of  Anemia  as  a Basis  for 
Rational  Treatment 

Edward  H.  Reisner,  Jr.,  M.D.,  New  York 
City,  Assistant  Clinical  Professor  of  Medicine, 
New  York  University  Post-Graduate  Medical 
School 


* The  A.  Walter  Suiter  Lecture.  . This  will  be  the 
thirteenth  lecture  to  be  delivered  under  this  fund. 
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SECTIONS 

All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secretary 
of  the  Section. 

Discussants  should  have  their  remarks  typed  and  should  hand  them  to 
the  Secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  meetings  shall  begin  promptly  at  the  hour  specified.  The  first 
order  of  business  of  the  first  session  of  the  second  day  of  Section  meetings 
shall  be  the  election  of  officers.  “To  participate  in  the  election  of  any  Section, 
a member  must  be  registered  with  such  Section  and  must  have  recorded  his 
name  and  address  in  the  Section  registry — Bylaws,  Chapter  XII,  Section  3. 


Section  on 

ANESTHESIOLOGY 

Chairman Richard  N.  Terry,  M.D.,  Buffalo 

Vice-Chairman 

. .Frances  A.  Harmatuk,  M.D.,  New  York  City 

Secretary Irving  M.  Pallin,  M.D.,  Brooklyn 

Wednesday,  May  14 — 10:00  A.M. 

Headquarters  Room,  18th  Floor 

1.  The  Anesthesiologist’s  Program  for  the 
Prevention  of  Postoperative  Pulmonary 
Complications 

Barnett  A.  Greene,  M.D.,  Brooklyn,  Attending 
Anesthesiologist,  Kings  County,  Unity,  and 
Adelphi  Hospitals 
Samuel  Berkowitz,  M.D.,  Brooklyn 
Discussion:  Thomas  F.  McDermott,  M.D., 

New  York  City 

2.  Anesthetic  Management  in  Cardiac  Cathe- 
terization AND  CaRDIOANGIOGRAPIIY 

Milton  H.  Adelman,  M.D.,  New  York  City, 
Attending  Anesthesiologist,  Mt.  Sinai  Hos- 
pital 

Arthur  I.  Rosenthal,  M.D.,  Laurelton 
Discussion:  Leo  Ilolzmann,  M.D.,  Brooklyn 

3.  Epidural  Anesthesia  for  Cesarean  Section 

F.  Paul  Ansbro,  M.D.,  Brooklyn,  Attending 
Anesthesiologist,  St.  Catherine’s  Hospital 
Charles  A.  Gordon,  M.D.,  Brooklyn 
Benson  Bodell,  M.D.,  Brooklyn 
F.  S.  Latteri,  M.D.,  Brooklyn 
Discussion:  Bernard  E.  Cappe,  M.D.,  Jamaica 

4.  Changes  in  Skin  and  Rectal  Temperatures 
During  Surgical  Anesthesia 

Paul  W.  Searles,  M.D.,  Buffalo,  Professor  of 

Anesthesia,  University  of  Buffalo  School  of 

Medicine;  Chairman,  Research  Institute  of 

Millard  Fillmore  Hospital 

Rose  M.  Lenahan,  M.D.,  Buffalo,  Instructor 

in  Anesthesia,  University  of  Buffalo  School  of 

Medicine 

Discussion:  William  K.  Nowill,  M.D.,  Kenmore 

5.  Influence  of  Prophylactic  Therapy  on 
Spinal  Headache  in  Obstetric  Patients 

Gertie  F.  Marx,  M.D.,  New  York  City,  As- 
sociate Anesthesiologist,  Beth  Israel  Hospital; 
Visiting  Anesthetist,  Willard  Parker  Hospital 
S.  G.  Hershey,  M.D.,  New  York  City 
Discussion:  Donald  Brace,  M.D.,  New  York 
City 


6.  The  Use  of  Naphthoic  Acid  Ester  (Beno- 
caine-G  Bitartrate)  as  a Local  Anesthetic: 
A Preliminary  Report 

David  J.  Graubard,  M.D.,  New  York  City, 
Adjunct  Visiting  Surgeon,  Beth  David  Hos- 
pital 

Lester  Breidenbach,  M.D.,  New  York  City, 
Director  of  Surgery,  Beth  David  Hospital 
Abraham  Alpin,  M.D.,  Bronx,  Attending 
Anesthesiologist,  Beth  David  Hospital 
Harry  Soroff,  M.D.,  New  York  City,  Resident 
in  Surgery,  Beth  David  Hospital — By  invita- 
tion 

Discussion:  Solis  Resnick,  M.  D.,  Manhasset 

Thursday,  May  15 — 2:00  P.M. 

Headquarters  Room,  18th  Floor 

1.  Clinical  Experience  in  Anesthesiology  for 
Surgery  on  the  Heart  and  Great  Vessels 

Philip  A.  Lief,  M.D.,  Bronx,  Director  of  Anes- 
thesia, Montefiore  Hospital 
Discussion:  Louis  Orkin,  M.D.,  New  York  City 

2.  Pulmonary  Function  as  Related  to  Prob- 
lems in  Inhalation  Anesthesia 

Ralph  Friedlander,  M.D.,  New  York  City, 
Chief,  Thoracic  Surgery,  Veterans  Adminis- 
tration Hospital,  Brooklyn 
Discussion:  Merel  II.  Harmel,  M.D.,  Albany 

3.  Peridural  Anesthesia  for  Thoracic  Surgery 

Oral  B.  Crawford,  M.D.,  Springfield,  Mis- 
souri— By  invitation 

Discussion:  Jack  Milowsky,  M.D.,  Bronx 

4.  Contributions  of  Anesthesiology  to  the 
Management  of  Patients  with  Asthma 

Daniel  Tausig,  M.D.,  New  York  City,  Assist- 
ant Attending  Anesthetist,  Presbyterian  Hos- 
pital 

Alvan  L.  Barach,  M.D.,  New  York  City 
E.  M.  Papper,  M.D.,  New  York  City 
Discussion:  Albert  M.  Betcher,  M.D.,  New 
York  City 

5.  Reduction  of  Immediate  Postpartum  Vomit- 
ing 

Bernard  E.  Cappe,  M.D.,  Jamaica,  Adjunct 
Anesthesiologist,  Jewish  Hospital  of  Brooklyn ; 
Associate  Attending  Anesthesiologist,  Kings 
County  Hospital 

Irving  M.  Pallin,  M.D.,  Brooklyn 
Discussion:  Abraham  C.  Goldfeder,  M.D., 

Queens  Village 


April  1,  1952  J 
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Section  on 
CHEST  DISEASES 

Chairman...  .David  Ulmar,  M.D.,  New  York  City 

Secretary. . . .Arthur  Q.  Penta,  M.D.,  Schenectady 

Thursday,  May  15 — 2:00  P.M. 

Penn  Top  North,  18th  Floor 

Symposium 

PULMONARY  PROBLEMS  IN  THE  OLDER 
AGE  GROUP 

1.  The  Failing  Lung 

William  S.  McCann,  M.D.,  Rochester,  Dewey 
Professor  of  Medicine,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 
Discussion:  John  McClement,  M.D.,  New  York 
City,  Associate  in  Medicine,  College  of  Physi- 
cians and  Surgeons  of  Columbia  University 

2.  The  Undetected  Seedbed  in  Tuberculosis 

E.  M.  Medlar,  M.D.,  Ithaca — By  invitation 
Discussion:  Foster  Murray,  M.D.,  Brooklyn, 
Consultant  in  Tuberculosis,  Kingston  Avenue 
Hospital 

3.  Thoracic  Surgery  After  the  Age  of  Fifty 

W.  Warriner  Woodruff,  M.D.,  Saranac  Lake, 
Area  Consultant  in  Thoracic  Surgery,  Veterans 
Administration 

Discussion:  Louis  II.  Davidson,  M.D.,  New 
York  City,  Associate  Clinical  Professor  of  Sur- 
gery, New  York  Medical  College 

4.  Pulmonary  Embolism:  Dlvgnosis  and  Treat- 
ment 

Irving  S.  Wright,  M.D.,  New  York  City, 
Professor  of  Clinical  Medicine,  Cornell  Uni- 
versity Medical  College 
William  T.  Foley,  M.D.,  New  York  City, 
Assistant  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College 
Discussion:  Reuben  J.  Erickson,  M.D.,  Albany, 
Associate  Professor  of  Medicine,  Albany'  Medi- 
cal College 

Friday,  May  16 — 10:00  A.M. 

Penn  Top  North,  18th  Floor 

1.  Use  of  Streptokinase-Streptodornase 
(Varidase)  in  the  Treatment  of  Thoracic 
Empyema 

James  J.  Finnerty,  M.D.,  New  York  City, 
Instructor  in  Surgery,  New  York  University 
College  of  Medicine 

William  S.  Tillet,  M.D.,  New  York  City, 
Professor  of  Medicine,  New  York  University' 
College  of  Medicine 

Discussion:  Laurence  Miscall,  M.D.,  New  York 
City,  Director  of  Surgery,  Triboro  Hospital 

2 The  Treatment  of  Active  Tuberculosis  at 
Home 

Louis  Schneider,  M.D.,  Bronx,  Lecturer  in 
Epidemiology,  College  of  Physicians  and  Sur- 
geons of  Columbia  University 
Discussion:  Donald  IL  McKay,  M.D.,  Buffalo, 
Associate  Professor  of  Clinical  Medicine,  LTni- 
versity  of  Buffalo  School  of  Medicine 

3.  Alveolar  Cell  Cancer  of  the  Lung 

William  L.  Watson,  M.D.,  New  York  City, 
Associate  Professor  of  Surgery,  New  York 
University  College  of  Medicine;  Attending 
Surgeon,  Memorial  Hospital 
Discussion:  Mark  H.  Williams,  M.D.,  Bingham- 
ton, Associate  in  Surgery,  Binghamton  City 
Hospital 


4.  Present  Trends  in  Treatment  of  Pneu- 
monias 

Paul  A.  Bunn,  M.D.,  Syracuse,  Associate  Pro- 
fessor of  Medicine,  State  University'  of  New 
York  at  Syracuse,  College  of  Medicine 
Discussion:  J.  Vernon  Knight,  M.D.,  New  A’ork 
City,  Instructor  in  Medicine,  Cornell  L’niver- 
sity  Medical  College 

Section  on 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman 

George  M.  Lewis,  M.D.,  New  York  City' 

Secretary Frank  A.  Dolce,  M.D.,  Buffalo 

Thursday,  May  15 — 10:00  A.M. 

Penn  Top  South,  18th  Floor 

1.  Leprosy  in  New  York  State 

Orlando  Canizares,  M.D.,  New  York  City, 
Associate  Clinical  Professor  of  Dermatology 
and  Syphilology,  New  York  University  Col- 
lege of  Medicine 

Frank  C.  Combes,  M.D.,  New  York  City, 
Professor  of  Dermatology'  and  Syphilology, 
New  A’ork  University  College  of  Medicine 
Discussion:  Eugene  F.  Traub,  M.D.,  New  York 
City',  Professor  of  Dermatology,  New  York 
Medical  College 

2.  The  Physiologic  Approach  to  Skin  Dis- 
orders 

Walter  C.  Lobitz,  Jr.,  M.D.,  Hanover,  New 
Hampshire,  Assistant  Professor  of  Derma- 
tology and  Syphilology,  Dartmouth  Medical 
School;  Chief  Dermatologist,  Hitchcock 
Clinic — By  invitation 

Discussion:  Carl  T.  Nelson,  M.D.,  New  A’ork 
City,  Professor  of  Dermatology,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity' 

3.  Sporotrichosis 

Joseph  I.  Singer,  M.D.,  Bay  Shore,  Assistant 
Dermatologist,  New  A’ork  Polyclinic  Medical 
School  and  Hospital 

James  E.  Muncie,  M.D.,  Bay  Shore,  Associate 
Physician,  Long  Island  College  Hospital 
Discussion:  Herbert  H.  Bauckus,  AI.D.,  Buffalo, 
Assistant  Professor  of  Dermatology'  and  Syphil- 
ology', LTniversity  of  Buffalo  School  of  Medicine 

4.  Assoclxted  Skin  and  Eye  Manifestations  of 
Systemic  Disease 

Isadore  Givner,  M.D.,  New  A’ork  City,  As- 
sociate Clinical  Professor  of  Ophthalmology, 
New  A’ork  University  College  of  Medicine 
Discussion:  John  AI.  McLean,  M.D.,  New  York 
City,  Professor  of  Surgery  (Ophthalmology), 
Cornell  University  Medical  College 

Friday,  May  16 — 10:00  A.M. 

Penn  Top  South,  18th  Floor 

Symposium 

TREATMENT  OF  SKIN  DISEASES 

1.  Tinea  Capitis:  Has  There  Been  Recent 

Significant  Progress  in  Therapy? 

George  M.  Lewis,  M.D.,  New  A’ork  City', 
Professor  of  Clinical  Medicine  (Dermatology), 
Cornell  University  Medical  College 
Kathleen  Cawthon,  M.D.,  New  York  City — 
By  invitation 

Discussion:  Marvin  N.  Winer,  M.D.,  Buffalo, 
Assistant  Physician,  Meyer  Memorial  Hospital 
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2.  Cancer  of  the  Skin  and  Its  Treatment  by 
the  Dermatologist 

Earl  D.  Osborne,  M.D.,  Buffalo,  Professor  of 
Dermatology  and  Syphilology,  University  of 
Buffalo  School  of  Medicine 
Discussion:  Anthony  C.  Cipollaro,  M.D.,  New 
York  City,  Professor  of  Dermatology,  New  York 
Polyclinic  Medical  School  and  Hospital 

3.  Treatment  of  Seborrheic  Dermatitis 

Joseph  L.  Cirincione,  M.D.,  Schenectady, 
Senior  Attending  Dermatologist,  Ellis  and 
St.  Clare’s  Hospitals 

Discussion:  George  C.  Andrews,  M.D.,  New 
York  City,  Professor  of  Dermatology  and 
Syphilology,  College  of  Physicians  and  Surgeons 
of  Columbia  University 

4.  The  Modern  Treatment  of  Pyogenic  Infec- 
tions of  the  Skin 

James  W.  Jordon,  M.D.,  Buffalo,  Associate 
Professor  of  Dermatology  and  Syphilology, 
University  of  Buffalo  School  of  Medicine 
Discussion:  J.  Lowry  Miller,  M.D.,  New  York 
City,  Associate  Clinical  Professor  of  Derma- 
tology, College  of  Physicians  and  Surgeons  of 
Columbia  University 

5.  Use  and  Limitations  of  Adrenocortical 
Hormones  in  Dermatology' 

Joseph  J.  Russo,  M.D.,  Albany,  Attending 
Dermatologist,  St.  Peter’s  and  Memorial 
Hospitals 

Discussion:  Maurice  J.  Costello,  M.D.,  New 
York  City,  Associate  Clinical  Professor  of 
Dermatology  and  Syphilology,  New  York  Uni- 
versity College  of  Medicine 


Section  on 

GASTROENTEROLOGY  AND 
PROCTOLOGY 


Chairman Harry  L.  Segal,  M.D.,  Rochester 

Vice-Chairman 

Alfred  P.  Ingegno,  M.D.,  Brooklyn 

Secretary Lester  S.  Knapp,  M.D.,  Buffalo 


Wednesday,  May  14  10:00  A.M. 

Skytop,  18th  Floor 

1.  Acute  Pancreatitis:  The  Antithrombin 

Test  as  an  Aid  in  Diagnosis 

Irving  Innerfield,  M.D.,  New  York  City,  As- 
sistant in  Gastroenterology,  Flower  and  Fifth 
Avenue,  Metropolitan,  and  Jewish  Memorial 
Hospitals;  Lecturer  and  Research  Associate, 
Department  of  Physiology  and  Pharmacology, 
New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 

Discussion:  Robert  Gregg,  M.D.,  Syracuse; 

Niels  C.  Klendshoj,  M.D.,  Buffalo 

2.  Anemia  Associated  with  Gastrointestinal 
Pathology 

Edwin  W.  Edwards,  M.D.,  Rochester,  Fellow 
in  Medicine,  University  of  Rochester,  School 
of  Medicine  and  Dentistry — By  invitation 
Discussion:  Paul  Reznikoff,  M.D.,  New  Y'ork 
City;  Marvin  L.  Bloom,  M.D.,  Buffalo 

3.  Tumors  of  the  Small  Bowel 

Walter  A.  Gunkler,  M.D.,  Jamestown,  Staff, 
Jamestown  General  and  Woman’s  Christian 
Association  Hospitals 

Discussion:  W.  J.  Merle  Scott,  M.D.,  Rochester; 
W.  S.  Wiggins,  M.D.,  Syracuse 


Thursday,  May  15 — 2:00  P.M. 

Skytop,  18th  Floor 

Joint  Meeting  with  the  Section  on  General  Practice 

1.  Management  of  Massive  Hemorrhage  from 
G A STROD UODENAL  UlCERA TIO N 

William  F.  Lipp,  M.D.,  Buffalo,  Assistant 
Physician,  Buffalo  General  Hospital;  Associ- 
ate in  Medicine,  University  of  Buffalo  School 
of  Medicine 

Discussion:  John  II.  Garlock,  M.D.,  New  York 
City 

2.  Psychosomatic  Investigation  and  Manage- 
ment of  Gastrointestinal  Disorders 

George  C.  Ham,  M.D.,  Chapel  Hill,  North 
Carolina,  Psychiatrist-in-Chief,  University 
Hospital;  Professor  and  Chairman,  Depart- 
ment of  Psychiatry,  University  of  North 
Carolina,  School  of  Medicine — By  invitation 

3.  Medical  Management  of  Ulcerative  Colitis 

Charles  A.  Flood,  M.D.,  New  York  City,  As- 
sistant Clinical  Professor  of  Medicine,  College 
of  Physicians  and  Surgeons  of  Columbia 
University 

Michael  J.  Lepore,  M.D.,  New  York  City, 
Instructor  in  Medicine,  College  of  Physicians 
and  Surgeons  of  Columbia  University 

4.  Psychologic  Management  of  Ulcerative 
Colitis 

George  L.  Engel,  M.D.,  Rochester,  Associate 
Professor  of  Psychiatry  and  Medicine,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

Discussion:  Walter  A.  Stewart,  M.D.,  New 

York  City;  S.  Mouchly  Small,  M.D.,  Buffalo; 
Charles  V.  Demong,  M.D.,  Syracuse 

Section  on 

GENERAL  PRACTICE 

Chairman . William  A.  Buecheler,  M.D.,  Syracuse 

Vice-Chairman 

Garra  L.  Lester,  M.D.,  Chautauqua 

Secretary Floy'd  C.  Bratt,  M.D.,  Rochester 

Wednesday,  May  14 — 10:00  A.M. 

Keystone  Foyer,  Ballroom  Balcony 

1.  Medical  Management  of  Thyroid  Disorders 

Marshall  Clinton,  M.D.,  Buffalo,  Assistant 
Professor  of  Pharmacology;  Instructor  in 
Medicine,  University  of  Buffalo  School  of 
Medicine 
Question  Period 

2.  Present-Day  Advances  in  Therapy 

I.  Snapper,  M.D.,  New  York  City,  Attending 
Physician  and  Director  of  Medical  Education, 
Mt.  Sinai  Hospital:  Clinical  Professor  of 

Medicine,  College  of  Physicians  and  Surgeons 
of  Columbia  University 
Question  Period 

3.  Circulatory  Disturbances  of  the  Extremi- 
ties 

A.  Wilbur  Duryee,  M.D.,  New  York  City. 
Professor  of  Clinical  Medicine,  New  York 
University  Post-Graduate  Medical  School: 
Attending  Physician  and  Chief,  Peripheral 
Vascular  Clinic,  University  Hospital 
Question  Period 

4.  Cardiac  Emergencies 

Clarence  E.  de  la  Chapelle,  M.D.,  New  York 
City',  Medical  Director,  Lenox  Hill  Hospital; 
Professor  of  Clinical  Medicine  and  Associat 
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Dean,  New  York  University  College  of  Medi- 
cine 

Question  Period 

Thursday,  May  15 — 2:00  P.M. 

Skytop,  18th  Floor 

Joint  Meeting  with  Section  on  Gastroenterology 
and  Proctology 

(See  Section  on  Gastroenterology  and  Proctology  for 
Program ) 

Section  on 

INDUSTRIAL  MEDICINE  AND 
SURGERY 

Chairman 

S.  Charles  Franco,  M.D.,  New  York  City 

Vice-Chairman 

Donald  B.  Sanford,  M.D.,  Syracuse 

Secretary. ..  .C.  Douglas  Sawyer,  M.D.,  Brooklyn 

Wednesday,  May  14  -10:00  A.M. 

Conference  Room  2,  Mezzanine 
Joint  Meeting  with  Section  on 
Preventive  Medicine  and  Public  Health 

1 . The  Place  of  Multiphasic  Screening  in  the 
Chronic  Disease  Program 

I.  Jay  Brightman,  M.D.,  Albany,  Associate 
Director,  Division  of  Medical  Services, 
Department  of  Health,  State  of  New  York; 
Instructor  in  Preventive  Medicine,  Albany 
Medical  College 

Morton  L.  Levin,  M.D.,  Albany,  Assistant 
Commissioner  for  Medical  Services,  Depart- 
ment of  Health,  State  of  New  York;  Associate 
Professor,  Preventive  Medicine,  Albany  Medi- 
cal College 

2.  The  Cost  and  Evaluation  of  Multiple 
Screening  Procedures 

Vlado  A.  Getting,  M.D.,  Boston,  Massa- 
chusetts, Commissioner  of  Public  Health, 
Commonwealth  of  Massachusetts;  Clinical 
Professor,  Public  Health  Practice,  Harvard 
School  of  Public  Health — By  invitation 

3.  Inherent  Inadequacies  of  Multiphasic 
Screening 

Wilson  G.  Smillie,  M.D.,  New  York  City, 
Professor  of  Public  Health  and  Preventive 
Medicine,  Cornell  University  Medical  Col- 
lege— By  invitation 

Discussion:  George  Rosen,  M.D.,  New  York 
City 

4.  The  Value  and  Limitations  of  Screening 
Technics  in  Industrial  Hygiene 

David  W.  Fassett,  M.D.,  Rochester,  Director, 
Laboratory  of  Industrial  Hygiene,  Eastman 
Kodak  Company;  Associate  in  Medicine, 
University  of  Rochester  School  of  Medicine 
and  Dentistry 

James  H.  Sterner,  M.D.,  Rochester,  Medical 
Director,  Eastman  Kodak  Company;  As- 
sociate Professor  of  Medicine,  University  of 
Rochester  School  of  Medicine  and  Dentistry 
Discussion:  Anthony  J.  Lanza,  M.D.,  New  York 
City,  Director,  Institute  of  Industrial  Medicine, 
New  York  University-Bellevue  Medical  Center 

Thursday,  May  15 — 2:00  P.M. 

Conference  Room  2,  Mezzanine 

1.  Industrial  Accident  and  Occupational  Dis- 
ease Prevention 

Niel  E.  Eckelberry,  M.D.,  New  York  City, 


Medical  Director,  Consolidated  Edison  Com- 
pany; Associate  in  Industrial  Medicine,  New 
York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 

Discussion:  Raymond  J.  Murray,  M.D.,  Great 
Neck,  Medical  Director,  Sperry  Gyroscope 
Company 

2.  Emotional  Factors  in  Safety  Education 

Irving  R.  Tabershaw,  M.D.,  New  York  City, 
Associate  Professor  of  Industrial  Hygiene, 
School  of  Public  Health  of  Columbia  Univer- 
sity 

Discussion:  Harry  E.  Tebrock,  M.D.,  New 

York  City,  Medical  Director,  Sylvania  Electrical 
Products,  Inc. 

3.  Occupational  Disease  Diagnosis 

May  R.  Mayers,  M.D.,  New  York  City,  Chief, 
Medical  Unit,  Division  of  Industrial  Hygiene 
and  Safety  Standards,  Department  of  Labor, 
State  of  New  York 

Discussion:  Leonard  Greenburg,  M.D.,  New 
York  City,  Director,  Division  of  Industrial 
Hygiene,  Department  of  Labor,  State  of  New 
Y ork 


Section  on 
MEDICINE 

Chairman 

Charles  G.  Williamson,  M.D.,  Brooklyn 

Vice-Chairman..  .George  F.  Koepf,  M.D.,  Buffalo 
Secretary Arthur  E.  Lamb,  M.D.,  Brooklyn 

Thursday,  May  15 — 10:00  A.M. 

Skytop,  18th  Floor 

Joint  Meeting  with  the  Section  on  Surgery 
(See  Section  on  Surgery  for  Program) 

Friday,  May  16 — 10:00  A.M. 

Skytop,  18th  Floor 

1.  Nonatheromatous  Lesions  of  the  Coronary 
Ostia 

Nathaniel  E.  Reich,  M.D.,  Brooklyn,  Associ- 
ate in  Medicine,  State  University  of  New  York 
at  New  York  City,  College  of  Medicine; 
Associate  Attending,  Kings  County  Hospital 
Discussion:  Walter  T.  Zimdahl,  M.D.,  Buffalo; 
John  Prior,  M.D.,  Syracuse 

2.  The  Problem  of  Recurring  Headache 

George  A.  Wolf,  Jr.,  M.D.,  N ew  York  City, 
Assistant  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College;  Assist- 
ant Attending,  New  York  Hospital 
Discussion:  Irving  Hyman,  M.D.,  Buffalo; 

Frederick  Hesser,  M.D.,  Albany 

3.  Surgery  of  Mitral  Stenosis 

Robert  H.  Wylie,  M.D.,  New  ATork  City, 
Assistant  Clinical  Professor  of  Surgery,  Col- 
lege of  Physicians  and  Surgeons  of  Columbia 
University;  Visiting  Surgeon,  Bellevue  Hos- 
pital 

Discussion:  Joseph  E.  Macmanus,  M.D., 

Buffalo;  Earl  Mahoney,  M.D.,  Rochester 

4.  Newer  Graphic  Methods  in  the  Diagnosis 
of  Heart  Disease 

Simon  Dack,  M.D.,  New  York  City,  Chief, 
Cardiac  Clinic;  Adjunct  Physician  for  Cardi- 
ology, Mt.  Sinai  Hospital 
Discussion:  Herbert  Brown,  M.D.,  Rochester 
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Section  on 

NEUROLOGY  AND  PSYCHIATRY 

Chairman 

William  P.  Van  Wagenen,  M.D.,  Rochester 
Secretary.  .Harold  P.  Merwarth,  M.D.,  Brooklyn 

Thursday,  May  15 — 10:00  A.M. 

Parlor  2,  Ballroom  Floor 

1.  The  Historical  Development  of  the  Treat- 
ment of  Pituitary  Tumors 

Leo  M.  Davidoff,  M.D.,  New  York  City 

2.  The  Place  of  Neurosurgery  in  the  Program 
of  a Department  of  Mental  Hygiene 

Henry  Brill,  M.D.,  Sonyea 

3.  Prognosis  Following  Psychosurgery 

Fred  A.  Mettler,  M.D.,  New  York  City,  Pro- 
fessor of  Anatomy,  College  of  Physicians  and 
Surgeons  of  Columbia  University — By  invita- 
tion 

4.  Notes  on  a Series  of  Brain  Tumors 

Francis  C.  Grant,  M.D.,  Philadelphia,  Penn- 
sylvania— By  invitation 

Friday,  May  16—10:00  A.M. 

Keystone  Foyer,  Ballroom  Balcony 

1.  A Review  of  the  Medical  and  Sltrgical 
Treatment  Dyskinesias 

E.  Jefferson  Browder,  M.D.,  Brooklyn 

2.  The  Modern  Treatment  of  Intracranial 
Aneurysms 

Wallace  Hamby,  M.D.,  Buffalo 

3.  The  International  Status  of  Neurology 

H.  Houston  Merritt,  M.D.,  New  York  City 
Lothar  B.  Kalinowsky,  M.D.,  New  York  City 


Section  on 

OBSTETRICS  AND  GYNECOLOGY 

Chairman Raymond  J.  Pieri,  M.D.,  Syracuse 

Secretary Henry  S.  Acken,  Jr.,  M.D.,  Brooklyn 

Wednesday,  May  14 — 9:30  A.M. 

Keystone  Room,  Ballroom  Balcony 

1.  Removable  Foam  Rubber  Forceps  Mittens 

Emanuel  M.  Greenberg,  M.D.,  New  York 
City 

2.  The  Endometrial  Smear  in  Cancer  Detec- 
tion 

E.  Lawrence  Hecht,  M.D.,  New  York  City, 
Director,  Gynecology-Cytology  Laboratory, 
New  York  University-Bellevue  Medical  Cen- 
ter 

Discussion:  Leon  Motyloff,  M.D.,  New  York 
City;  Milton  Carvalho,  M.D.,  Binghamton 

3.  Chorioepithelioma:  An  Analysis  of  8 Cases 
Observed  During  the  Past  Fifteen  Years 

James  H.  Flynn,  M.D.,  Albany,  Gynecologist, 
Albany  and  St.  Peter’s  Hospitals 
Discussion:  Albert  W.  Holman,  Portland, 

Oregon — By  invitation;  Victor  A.  Bacile,  M.D., 
Poughkeepsie 

4.  Technics  and  Indications  for  Anesthesia  in 
Cesarean  Section 

Charles  E.  Flowers,  Jr.,  M.D.,  Brooklyn, 
Assistant  Professor  of  Obstetrics  and  Gyne- 
cology, State  University  of  New  York  at  New 
York  City,  College  of  Medicine 
Discussion:  John  B.  Dalton,  M.D.,  Rochester; 
E.  Dean  Babbage,  M.D.,  Buffalo 


5.  The  Management  of  Procidentia:  A Simple 
Operation  for  Its  Surgical  Treatment 
James  V.  Ricci,  M.D.,  New  York  City,  Attend- 
ing Gynecologist,  City  Hospital;  Consultant, 
Obstetrics  and  Gynecology,  Downtown  Hos- 
pital 

Charles  Henry  Thom,  M.D.,  New  York  City, 
Assistant,  Obstetrics  and  Gynecology,  City 
and  St.  Vincent’s  Hospitals 
Discussion:  Clyde  L.  Randall,  M.D.,  Buffalo; 
Goode  R.  Cheatham,  M.D.,  Endicott 

Thursday,  May  15 — 1:30  P.M. 

Keystone  Room,  Ballroom  Balcony 

1.  Some  Practical  Considerations  for  the 
General  Practitioner  in  His  Role  as 
Gynecologist 

Louis  G.  Fournier,  M.D.,  Syracuse,  Attending 
Obstetrician  and  Gynecologist,  St.  JosephV 
Hospital;  Associate  Gynecologist,  University 
Hospital 

Discussion:  Hiram  P.  Salter,  M.D.,  Bronxville 

2.  Adenomyosis:  Its  Conservative  Surgical 

Treatment  (Hysteroplasty)  in  Young 
Women 

Leonard  I eroy  Hyams,  M.D.,  New  York  City, 
Assistant  Surgeon,  Woman’s  Hospital;  As- 
sistant Gynecologist,  City  Hospital 
Discussion:  Joe  V.  Meigs,  M.D.,  Boston. 

Massachusetts — By  invitation;  Samuel  L.  Sieg- 
ler,  M.D.,  Brooklyn 

3.  Address — Psychosomatic  Influences  in  Ob- 
stetrics and  Gynecology 

Allen  T.  Stewart,  M.D.,  Lubbock,  Texas. 
President,  State  Medical  Association  of 
Texas — By  invitation 

4.  Twenty-Five-Year  History  of  Cesarean 
Sections  in  a Teaching  Hospital 

W.  T.  Pommerenke,  M.D.,  Rochester,  As- 
sociate Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Rochester  School  of 
Medicine  and  Dentistry 

Discussion:  Edward  C.  Hughes,  M.D.,  Syra- 
cuse; Oscar  II.  Bloom,  M.D.,  Brooklyn 

5.  Pregnancy  Complicated  by  Diabetes 

William  P.  Given,  M.D.,  New  York  City, 
Obstetrician,  Lying-In  Hospital 
Discussion:  Alvin  J.  B.  Tillman,  M.D.,  New 
York  City;  Ward  Ekas,  M.D.,  Rochester 


Section  on 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

Chairman Everet  II.  Wood,  M.D.,  Auburn 

Secretary Martin  L.  Gerstner,  M.D.,  Buffalo 

Thursday,  May  15 — 10:00  A.M. 

Keystone  Room,  Ballroom  Balcony 

OPHTHALMOLOGIC  PROGRAM 
Joint  Meeting  with  Section  on  Pediatrics 
Symposium 

RETROLENTAL  FIBROPLASIA 

1.  Historical  Background,  Theories  as  to 
Etiology,  Assessment  of  Treatment 

Algernon  B.  Reese,  M.D.,  New  York  City, 
Attending  Surgeon  and  Pathologist,  Institute 
of  Ophthalmology,  Presbyterian  Hospital; 
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Clinical  Professor  of  Ophthalmology,  College 
of  Physicians  and  Surgeons  of  Columbia  Uni- 
versity 

Discussion:  Meyer  Riwchun,  M.D.,  Buffalo, 

Assistant  Professor  of  Ophthalmology,  Univer- 
sity of  Buffalo  School  of  Medicine;  Edward 
R.  Schlesinger,  M.D.,  Albany,  Director  of 
Bureau  of  Maternal  and  Child  Health,  New 
York  State  Department  of  Health,  and  As- 
sociate, Department  of  Pediatrics,  Albany 
Medical  College 

2.  Pathology 

Parker  Heath,  M.D.,  Boston,  Massachusetts, 
Professor  of  Clinical  Ophthalmology,  Har- 
vard Medical  School — By  invitation 
Discussion:  Alfred  Golden,  M.D.,  Buffalo,  Con- 
sultant Pathologist,  Buffalo  Eye  Bank  and  Re- 
search Society — By  invitation 

3.  Pediatric  Aspects 

William  A.  Silverman,  M.D.,  New  York  City, 
Attending  Pediatrician,  Booth  Memorial 
Hospital;  Instructor  of  Pediatrics,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity 

Discussion:  Edward  H.  Townsend,  Jr.,  M.D., 
Rochester,  Instructor,  University  of  Rochester 
School  of  Medicine  and  Dentistry 


Friday,  May  16 — 10:00  A.M. 

Parlor  2,  Ballroom  Floor 

OTOLARYNGOLOGIC  PROGRAM 

1 . Newer  Concepts  of  Allergy  in  Ear,  Nose, 
and  Throat 

Michael  H.  Barone,  M.D.,  Buffalo,  Chief, 
Otorhinolaryngology,  Buffalo  Columbus  Hos- 
pital; Attending,  Deaconess  and  Lafayette 
General  Hospitals;  Buffalo  Eye  and  Ear 
Infirmary 

Discussion:  R.  Clark  Grove,  M.D.,  New  York 
City;  Lee  R.  Stoner,  M.D.,  Syracuse 

2.  Ear,  Nose,  and  Throat  Pathology  in  Rela- 
tion to  Eye  Disease 

Darrell  G.  Voorhees,  M.D.,  New  York  City 
Discussion:  William  Reiner-Deutsch,  M.D., 

New  York  City — By  invitation;  Louis  Girard, 
M.D.,  New  York  City,  Assistant  Attending 
Ophthalmologist,  St.  Clare's  Hospital — By 
invitation, 

3.  Treatment  of  Carcinoma  of  the  Extrinsic 
Larynx  and  Laryngopharynx 

John  F.  Daly,  M.D.,  New  York  City,  Profes- 
sor of  Otorhinolaryngology",  New  York  Univer- 
sity Post-Graduate  Medical  School,  New  York 
University-Bellevue  Medical  Center 
Discussion:  W.  Franklin  Keim,  M.D.,  Newark, 
New  Jersey,  Assistant  Professor  of  Otolaryn- 
gology, College  of  Physicians  and  Surgeons  of 
Columbia  University — By  invitation;  Charles 
C.  Harrold,  M.D.,  New  York  City 

4.  General  Practice,  Industrial,  Military, 
and  School  Audiometry 

Edmund  P.  Fowler,  Jr.,  M.D.,  New  A'ork  City, 
Professor  of  Otolaryngology,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity 

Paul  Lindenberg,  M.D.,  New  York  City 
Discussion:  John  R.  Myers,  M.D.,  Syracuse, 
Clinic  Otolaryngologist,  State  University  of  New 
York  at  Syracuse,  College  of  Medicine 


Section  on 

ORTHOPEDIC  SURGERY 

Chairman 

Robert  K.  Lippmann,  M.D.,  New  York  City 
Secretary John  W.  Ghormley,  M.D.,  Albany 

Thursday,  May  15 — 10:00  A.M. 

Headquarters  Room,  18th  Floor 

1.  A Release  Operation  for  Problem  Feet 

John  C.  McCauley,  Jr.,  M.D.,  New  York  City, 
Associate  Professor  of  Orthopedic  Surgery, 
New  York  University  College  of  Medicine; 
Surgeon-in-Chief,  New  York  State  Rehabili 
tation  Hospital 

2.  The  Treatment  of  Intractable  Hip  Lesions 

by  Nylon  Prosthesis 

W.  Russell  MacAusland,  M.D.,  Boston, 
Massachusetts,  Surgeon-in-Chief,  Orthopedic 
Service,  Carney  Hospital — By  invitation 

3.  Fusion  Versus  Interspace  Excision  Alone  in 
Lumbar  Disk  Lesions 

Halford  Hallock,  M.D.,  New  York  City, 
Attending  Surgeon,  New  York  Orthopedic 
Hospital;  Professor  of  Clinical  Orthopedic 
Surgery,  College  of  Physicians  and  Surgeons 
of  Columbia  University 

4.  Lumbosacral  Fusion  with  Metallic  Plate 
Fixation 

Philip  D.  Wilson,  M.D.,  New  Yrork  City, 
Surgeon-in-Chief,  Hospital  for  Special  Sur- 
gery; Clinical  Professor  of  Orthopedic  Sur- 
gery, Cornell  University  Medical  College 
Lee  Ramsey  Straub,  M.D.,  New  York  City, 
Associate  Attending  Orthopedic  Surgeon, 
Hospital  for  Special  Surgery 
General  Discussion  from  the  Floor 

Friday,  May  16 — 10:00  A.M. 

Headquarters  Room,  18th  Floor 

Joint  Meeting 

with  the  Section  on  Orthopedic  Surgery 
of  the  New  York  Academy  of  Medicine 

Chairman 

Frank  E.  Stinchfield,  M.D.,  New  York  City 
Secretary Emanuel  B.  Kaplan,  M.D.,  Bronx 

1.  Resection  Angulation:  Operation  for 

Osteoarthritis  of  the  Hip 

Henry  Milch,  M.D.,  New  York  City,  Attend- 
ing Orthopedic  Surgeon,  Hospital  for  Joint 
Diseases 

Discussion:  Robert  F.  Warren,  M.D..  Brooklyn, 
Chief  Attending  Orthopedic  Surgeon,  Brooklyn 
and  St.  John’s  Episcopal  Hospitals;  Frederick 
Lee  Liebolt,  M.D.,  New  Yrork  City,  Attending 
Surgeon  in  Charge  of  Orthopedics,  New  York 
Hospital-Cornell  Medical  Center 

2.  The  Importance  of  Stretching  in  the  Treat- 
ment of  Acute  and  Convalescent  Polio- 
myelitis 

Victor  Raisman,  M.D.,  Richmond  Hill,  Visit- 
ing Orthopedic  Surgeon,  Queens  General  Hos- 
pital; Assistant  Clinical  Professor  of  Ortho- 
pedic Surgery,  New  Yrork  Medical  College. 
Frederick  C.  Courten,  M.D.,  Richmond  Hill, 
Director  of  Orthopedic  Surgery,  Queens 
General  Hospital 

Discussion:  Herbert  C.  Fett,  M.D.,  Brooklyn, 
Clinical  Professor  of  Orthopedic  Surgery,  State 
LTniversity  of  New  York  at  New  York  City, 
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College  of  Medicine,  and  Director  of  Ortho- 
pedics, Long  Island  College  Hospital;  Robert 
L.  Patterson,  Jr.,  M.D.,  New  York  City,  At- 
tending Orthopedic  Surgeon,  Hospital  for 
Special  Surgery,  and  Assistant  Professor  of 
Clinical  Surgery,  Cornell  University  Medical 
College 

3.  Vitallium  Hir  Prosthesis 

Frederick  R.  Thompson,  M.D.,  New  York 
City,  Assistant  Attending  Orthopedic  Sur- 
geon, St.  Luke’s  Hospital 
Discussion:  M.  Beckett  Howorth,  M.D.,  New 
York  City,  Visiting  Consultant  in  Orthopedic 
Surgery,  and  Chief  of  Outpatient  Department, 
Roosevelt  Hospital — By  invitation;  Philip  D. 
Wilson,  Jr.,  M.D.,  New  York  City,  Orthopedic 
Surgeon,  Outpatient  Department,  Hospital  for 
Special  Surgery 

4.  Experimental  Bone  Transplants 

Robert  S.  Siffert,  M.D.,  New  York  City, 
Adjunct  Orthopedic  Surgeon,  Mt.  Sinai  Hos- 
pital 

Discussion:  James  Blunt,  M.D.,  New  York 
City,  Resident  in  Surgery,  Presbyterian  Hos- 
pital— By  invitation;  Mather  Cleveland,  M.D., 
New  York  City,  Consulting  Orthopedic  Sur- 
geon, St.  Luke’s  Hospital 


Section  on 

PATHOLOGY  AND  CLINICAL 
PATHOLOGY 


Chairman John  J.  Clemmer,  M.D.,  Albany 

Vice-Chairman 

. . . Maurice  N.  Richter,  M.D.,  New  York  City 
Secretary M.  J.  Fein,  M.D.,  New  York  City 


Wednesday,  May  14 — 10:00  A.M. 

Parlor  1,  Ballroom  Floor 

1.  Oral  Tumors 

Charles  G.  Darlington,  M.D.,  Plainfield,  New 
Jersey,  Professor  of  Pathology,  New  York 
University,  College  of  Dentistry;  Attending 
Pathologist,  Muhlenberg  Hospital,  Plain- 
field — By  invitation 

2.  Intramucosal  Carcinoma  of  the  Larynx 

Arthur  Purdy  Stout,  M.D.,  New  York  City, 
Director  of  Pathologic  Laboratory,  Francis 
Delafield  Hospital;  Professor  of  Pathology, 
College  of  Physicians  and  Surgeons  of  Colum- 
bia University 

3.  Malignant  Tumors  of  the  Nose  and  Nasal 
Sinuses 

Andrew  A.  Eggston,  M.D.,  New  York  City, 
Clinical  Professor  of  Pathology,  New  York 
University  College  of  Medicine;  Director  of 
Laboratories,  Manhattan  Eye,  Ear  and  Throat 
Hospital 

Bernard  Kalfayan,  M.D.,  New  York  City, 
Assistant  Professor  of  Pathology,  Cornell 
University  Medical  College;  Associate  At- 
tending Pathologist,  New  York  Hospital — 
By  invitation 

Discussion  of  papers:  JohnMunn  Hanford,  M.D., 
New  York  City;  Franz  Altmann,  M.D.,  New 
York  City;  Maurice  Lenz,  M.D.,  New  York 
City 

Thursday,  May  15 — 2:00  P.M. 

Parlor  1,  Ballroom  Floor 


1.  Evaluation  of  Technics  for  the  Diagnosis 
of  Parasitism 

Harry  Most,  M.D.,  New  York  City,  Professor 
of  Preventive  Medicine  (Tropical),  New  York 
University  College  of  Medicine 
Discussion:  Henry  E.  Meleney,  M.D.,  New 
York  City 

2.  Electrolytes  in  Renal  Insufficiency 

F.  William  Sunderman,  M.D.,  Philadelphia, 
Pennsylvania,  Associate  Professor  of  Medi- 
cine and  Director,  Division  of  Metabolic  Re- 
search, Jefferson  Medical  College — By  invita- 
tion 

Discussion:  Gilbert  Mudge,  M.D.,  New  York 
City — By  invitation 

3.  Present  Status  of  Protein-Bound  Iodine 
Studies  in  Plasma 

Maurice  Bruger,  M.D.,  New  York  City,  As- 
sociate Professor  of  Medicine,  New  York 
University  Post-Graduate  Medical  School, 
New  York  University-Bellevue  Medical  Cen- 
ter 

Discussion:  Solomon  Silver,  M.D.,  New  York 
City 

Section  on 
PEDIATRICS 

Chairman 

. . . Frederick  H.  Wilke,  M.D.,  New  York  City 

Vice-Chairman 

Russell  B.  Scobie,  M.D.,  Newburgh 

Secretary 

. . Harold  W.  Dargeon,  M.D.,  New  York  City 

Thursday,  May  15 — 10:00  A.M. 

Keystone  Room,  Ballroom  Balcony 

Joint  Meeting  with  the  Section  on  Ophthalmology 
and  Otolaryngology 

(See  Section  on  Ophthalmology  and  Otolaryngology 
for  Program) 

Friday,  May  16 — 10:00  A.M. 

Parlor  2,  Ballroom  Floor 

1.  Chronic  Headache  in  Children 

George  R.  Krupp,  M.D.,  Long  Beach 
Arnold  P.  Friedman,  M.D.,  New  York  City 
Discussion:  Florence  Stein,  M.D.,  Brooklyn, 
Bureau  of  Child  Guidance — By  invitation 

2.  The  Treatment  of  Hydrocephalus  in  Child- 
hood 

Donald  D.  Matson,  M.D.,  Boston,  Massa- 
chusetts— By  invitation 

3.  Health  Services  to  School  Children 

Robert  W.  Culbert,  M.D.,  New  York  City, 
Director,  Bureau  of  School  Health,  New  York 
City  Department  of  Health — By  invitation 

4.  Role  and  Function  of  the  Private  Physi- 
cian in  the  School  Health  Service  Program 

Harold  D.  Jacobziner,  M.D.,  New  York  City, 
Director,  Bureau  of  Child  Health,  New  York 
City  Department  of  Health 
Discussion  of  papers:  Harry  Bakwin,  M.D., 
New  York  City 

Section  on 

PREVENTIVE  MEDICINE  AND  PUBLIC 
HEALTH 

Chairman • 

Arthur  B.  Robins,  M.D.,  New  York  City 
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Vice-Chairman 

Clayton  M.  Steward,  M.D.,  Saranac  Lake 

Secretary William  C.  Spring,  Jr.,  M.D.,  Ithaca 

Wednesday,  May  14 — 10:00  A.M. 

Conference  Room  2,  Mezzanine 

Joint  Meeting  with 

Section  on  Industrial  Medicine  and  Surgery 
(See  Section  on  Industrial  Medicine  for  Program) 

Thursday,  May  15 — 2:00  P.M. 

Penn  Top  South,  18th  Floor 

1.  Tularemia  Transmitted  by  Muskrats 

Walter  C.  Levy,  M.D.,  Syracuse,  District 
State  Health  Officer,  Department  of  Health, 
State  of  New  York 

Discussion:  I.  J.  Tartakow,  M.D.,  Hempstead, 
Epidemiologist,  Nassau  County  Department 
of  Health 

2.  The  Influence  of  Prior  Injections  of 
Immunizing  Agents  and  of  Penicillin  on  the 
Occurrence  and  Severity  of  Poliomyelitis 

Morris  Greenberg,  M.D.,  New  York  City, 
Director,  Bureau  of  Preventable  Diseases, 
New  York  City  Department  of  Health;  Lec- 
turer in  Epidemiology,  Columbia  University, 
Harold  Abramson,  M.D.,  New  York  City, 
Epidemiologist,  Bureau  of  Preventable  Dis- 
eases, New  York  City  Department  of  Health; 
Associate  Clinical  Professor  of  Pediatrics, 
New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 

Discussion:  Robert  F.  Korns,  M.D.,  Albany, 
Director,  Bureau  of  Epidemiology  and  Com- 
municable Diseases,  Department  of  Health, 
State  of  New  York 

3.  A Study  of  the  Department  of  Health  of 
New  York  City 

Roscoe  P.  Kandle,  M.D.,  New  York  City, 
Field  Director,  American  Public  Health 
Association — By  invitation 
Discussion:  Henry  E.  Meleney,  M.D.,  New 
York  City,  Professor  of  Preventive  Medicine, 
New  York  University  College  of  Medicine 

Section  on 

RADIOLOGY 

Chairman 

Frank  J.  Borrelli,  M.D.,  New  York  City 

V ice-Chairman 

William  J.  MacFarland,  M.D.,  Hornell 

Secretary 

. . .Ernest  H.  Wood,  Jr.,  M.D.,  New  York  City 

Thursday,  May  15 — 10:00  A.M. 

Penn  Top  North,  18th  Floor 

1.  Isolated  Mediastinal  Densities 

David  E.  Ehrlich,  M.D.,  Brooklyn,  Chief 
Radiologist,  Veterans  Administration,  Brook- 
lyn Regional  Office;  Consulting  Radiologist, 
Kingston  Avenue  Hospital;  New  York  City 
Cancer  Institute 

Morris  Witten,  M.D.,  Brooklyn,  Assistant 
Chief  Radiologist,  Veterans  Administration, 
Brooklyn  Regional  Office 
Hans  Abeles,  M.D.,  New  York  City,  Assist- 
ant Director,  Bureau  of  Tuberculosis,  City  of 
New  York,  Department  of  Health 
Discussion:  I.  D.  Bobrowitz,  M.D.,  Otisville, 
Associate  Clinical  Professor  of  Medicine,  New 


York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals;  Sol  Fineman,  M.D.,  New  York  City, 
Associate  Clinical  Professor  of  Radiology,  Col- 
lege of  Physicians  and  Surgeons  of  Columbia 
University 

2.  Primary  Dysgenesis  of  the  Upper  Ureter 

Harold  G.  Jacobson,  M.D.,  Bronx,  Assistant 
Clinical  Professor  of  Radiology,  New  York 
University  Post-Graduate  Medical  School; 
Chief  Radiologist,  Veterans  Administration 
Hospital 

Lewis  R.  Lawrence,  M.D.,  Brooklyn,  As- 
sociate Radiologist,  Veterans  Administration 
Hospital,  Bronx 

Maxwell  H.  Poppel,  M.D.,  New  York  City, 
Associate  Professor  of  Clinical  Radiology, 
New  York  University  Post-Graduate  Medical 
School;  Attending  Consultant  in  Radiology, 
Veterans  Administration  Hospital,  Bronx 
Discussion:  Thomas  J.  Kirwin,  M.D.,  New 
York  City,  Director  of  Urology,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals; George  A.  Fiedler,  M.D.,  New  York 
City,  Attending  Urologist,  City  Hospital 

3.  Recent  Advances  in  Radiation  Therapy 
with  2,000,000-Volt  X-rays 

Milton  Friedman,  M.D.,  New  York  City, 
Associate  Attending  Radiologist,  University 
Hospital;  Radiation  Therapist  and  Super- 
voltage Director,  Hospital  for  Joint  Diseases 
Discussion:  Harold  W.  Jacox,  M.D.,  New  York 
City,  Chief  Radiotherapist,  Presbyterian  Hos- 
pital; Carl  B.  Braestrup,  B.S.E.E.,  New  York 
City,  Consulting  Radiologist  to  Department  of 
Hospitals  of  the  City  of  New  York — By  invitation 

4.  Coarction  of  Aorta:  Roentgen  Aspects 

Charles  T.  Dotter,  M.D.,  New  York  City, 
Assistant  Professor  of  Radiology,  Cornell 
University  Medical  College;  Assistant  At- 
tending Radiologist,  New  York  Hospital 
Israel  Steinberg,  M.D.,  New  York  City,  As- 
sistant Clinical  Professor  of  Radiology,  Cor- 
nell University  Medical  College;  Assistant 
Attending  Radiologist,  New  York  Hospital 
Discussion:  Edward  Keefer,  M.D.,  New  York 
City,  Assistant  Attending  Surgeon,  New  York 
Hospital;  R.  V.  Grieco,  M.D.,  New  York  City, 
Associate  Radiologist,  Flower  and  Fifth  Avenue 
Hospitals 

5.  Unusual  Experiences  in  Chest  Roent- 
genography 

Eugene  P.  Pendergrass,  M.D.,  Philadelphia, 
Pennsylvania,  Professor  of  Radiology,  Uni- 
versity of  Pennsylvania,  School  of  Medicine; 
Director  of  Radiology,  Hospital  of  the  Uni- 
versity of  Pennsylvania — By  invitation 

Friday,  May  16 — 10:00  A.M. 

Conference  Room  2,  Mezzanine 

Round  Table  Discussion 

FILM  READING  SESSION 

Interesting  proved  cases  will  be  presented  for 
discussion. 

Discussion  leaders: 

Frank  J.  Borrelli,  M.D.,  New  York  City, 
Moderator , Professor  of  Radiology,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals; Director  of  Radiology,  Flower  and 
Fifth  Avenue  Hospitals  and  Affiliated  Hospitals 
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A.  L.  Loomis  Bell,  M.D.,  New  York  City,  Pro- 
fessor of  Radiology,  State  University  of  New 
York  at  New  York  City,  College  of  Medicine; 
Director  of  Radiology,  Long  Island  College 
Hospital 

John  A.  Evans,  M.D.,  New  York  City'',  Assistant 
Professor  of  Radiology,  Cornell  University 
Medical  College;  Acting  Director  of  Radiology, 
New  York  Hospital 

Ross  Golden,  M.D.,  New  York  City,  Professor  of 
Radiology,  College  of  Physicians  and  Surgeons 
of  Columbia  University;  Director  of  Radiology, 
Presbyterian  Hospital 

Charles  Gottlieb,  M.D.,  New  York  City,  Professor 
of  Radiology,  New  York  University  Post- 
Graduate  Medical  School;  Director  of  Radi- 
ology, University  Hospital 
Clayton  H.  Hale,  M.D.,  Syracuse,  Professor  of 
Radiology,  State  University  of  New  York  at 
Syracuse,  College  of  Medicine;  Director  of 
Radiology,  Hospital  of  the  Good  Shepherd 
E.  Forrest  Merrill,  M.D.,  Rochester,  Associate 
Professor  of  Radiology,  University  of  Rochester 
School  of  Medicine  and  Dentistry;  Director  of 
Radiology,  Rochester  General  Hospital 
John  F.  Roach,  M.D.,  Albany,  Professor  of 
Radiology,  Albany  Medical  College;  Director 
of  Radiology,  Albany  Hospital 
G.  Newton  Scatchard,  M.D.,  Buffalo,  Professor  of 
Radiology,  University  of  Buffalo  School  of 
Medicine;  Attending  Radiologist,  Children’s 
Hospital 

Section  on 
SURGERY 

Chairman 

....  William  F.  MacFee,  M.D.,  New  York  City 
Secretary Walter  S.  Walls,  M.D.,  Buffalo 

Thursday,  May  15 — 10:00  A.M. 

Skytop,  18th  Floor 

Joint  Meeting  with  Section  on  Medicine 

Panel  Discussion 

DISEASES  OF  THE  THYROID  GLAND 

Thomas  H.  McGavack,  M.D.,  New  York  City, 
Moderator,  Professor  of  Clinical  Medicine,  New 
York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals 

Emil  Goetsch,  M.D.,  Brooklyn,  Professor  of  Sur- 
gery, Emeritus,  State  University  of  New  York 
at  New  York  City,  College  of  Medicine;  Senior 
Attending  Surgeon,  Long  Island  College  Hos- 
pital 

Frank  H.  Lahey,  M.D.,  Boston,  Massachusetts, 
Surgeon-in-Chief,  New  England  Baptist  Hos- 
pital; Director,  Lahey  Clinic — By  invitation 
E.  Perry  McCullagh,  M.D.,  Cleveland,  Ohio,  Head 
of  Department  of  Endocrinology  and  Metab- 
olism, Cleveland  Clinic — By  invitation 
Rulon  W.  Rawson,  M.D.,  New  York  City,  Profes- 
sor of  Medicine,  Sloan-Kettering  Division  of 
Cornell  University  Medical  College — By  invita- 
tion 

Friday,  May  16 — 10:00  A.M. 

Keystone  Room,  Ballroom  Balcony 
1.  Chairman's  Address— The  Surgical  Treat- 
ment of  Cancer  of  the  Tongue 

William  F.  MacFee,  M.D.,  New  York  City, 
Clinical  Professor  of  Surgery,  College  of 


Physicians  and  Surgeons  of  Columbia  Univer-  j 
sity;  Director  of  Surgery  and  Attending  Sur-  * 
geon,  St.  Luke’s  Hospital 

2.  The  Management  of  Carcinoma  of  the 
Esophagus 

J.  Maxwell  Chamberlain,  M.D.,  New  York 

City,  Associate  Visiting  Surgeon,  Bellevue 
Hospital  ; Visiting  Surgeon,  Triboro  Hospital 
Charles  F.  Daniels,  M.D.,  New  York  City, 
Assistant  Visiting  Surgeon,  Bellevue  Hospital; 
Assistant  Visiting  Surgeon,  Triboro  Hospital 
Discussion:  Victor  H.  Ivaunitz,  M.D.,  Buffalo 

3.  The  Influence  of  Modern  Antibiotics  on 
Abdominal  Surgery 

Roswell  K.  Brown,  M.D.,  Buffalo,  Assistant 
Professor  of  Surgery,  University  of  Buffalo 
School  of  Medicine;  Attending  Surgeon, 
Meyer  Memorial  Hospital 
Discussion:  R.  Sterling  Mueller,  M.D.,  New 
York  City,  Associate  Surgeon,  Roosevelt  Hos- 
pital 

4.  The  Influence  of  Antibiotics  in  the  Treat- 
ment of  Injuries  and  Infections  of  the 
Extremities 

Russel  H.  Patterson,  M.D.,  New  York  City, 
Associate  Professor  of  Clinical  Surgery,  Cor- 
nell University  Medical  College;  Director  of 
Surgery,  Knickerbocker  Hospital 
Bertram  Bromberg,  M.D.,  New  York  City 
Discussion:  Robert  H.  Kennedy,  M.D.,  New 
York  City,  Professor  of  Clinical  Surgery,  New 
York  University  College  of  Medicine;  Attending 
Surgeon,  University  Hospital 


Section  on 
UROLOGY 

Chairman. Walter  G.  Hayward,  M.D.,  Jamestown 
Vice-Chairman..  .Frank  C.  Hamm,  M.D.,  Brooklyn 
Secretary John  S.  Fitzgerald,  M.D.,  Utica 

Wednesday,  May  14 — 10:00  A.M. 

Parlor  2,  Ballroom  Floor 

1.  The  Successful  Treatment  of  Uremia  in 
Blockage  of  a Solitary  Kidney 

Kenneth  T.  Rowe,  M.D.,  Homell,  Consulting 
Urologist,  Dansville  Memorial  Hospital; 
Jones  Memorial  Hospital 

2.  Dry  Clinic — Treatment  of  Uremia 

Thomas  J.  Kirwin,  M.D.,  New  York  City, 
Director  of  Urology,  Flower  and  Fifth  Avenue 
and  Metropolitan  Hospitals,  and  Associates 

3.  Dry  Clinic — Treatment  of  Diseases  and 
Anomalies  of  the  External  Genitalia  of 
the  Male 

(A)  Hypospadias 

(B)  Exstrophy  of  the  Bladder 

(C)  Undescended  Testicle 

Frank  C.  Hamm,  M.D.,  Brooklyn,  thief  of 
Urology,  Brooklyn  Hospital;  Consulting,  St. 
Mary’s  and  Bushwick  Hospitals,  and  Associ- 
ates 

Thursday,  May  15 — 2:00  P.M. 

Parlor  2,  Ballroom  Floor 

1.  Symposium — Adrenal  Gland  in  Relation  to 
1 'rology 

Thomas  F.  Frawley,  M.D.,  Albany,  Director, 
Division  of  Endocrinology  and  Metabolism, 
Albany  Medical  College 
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George  F.  Cahill,  M.D.,  New  York  City,  Pro- 
fessor of  Urology,  College  of  Physicians  and 
Surgeons  of  Columbia  University;  Director, 
Squier  Urological  Clinic 
Discussion  of  Symposium:  Paul  W.  Aschner, 
M.D.,  Brooklyn 


Injuries  of  the  Bladder 

George  C.  Prather,  M.D.,  Boston,  Massa- 
chusetts, Professor  of  Urology,  Boston  Univer- 
sity School  of  Medicine — By  invitation 
Discussion:  John  A.  Taylor,  M.D.,  Bronxville, 
Director  of  Urology,  Lawrence  Hospital 


SESSIONS 


Session  on 

HISTORY  OF  MEDICINE 

Chairman 

Cushman  D.  Haagensen,  M.D.,  New  York  City 

Secretary 

Eldridge  H.  Campbell,  Jr.,  M.D.,  Albany 

Thursday,  May  15 — 8:00  P.M. 

Conference  Room  2,  Mezzanine 

Halsted  Centenary  Program 

1 . Introduction 

C.  D.  Haagensen,  M.D.,  New  York  City, 
Associate  Professor  of  Clinical  Surgery,  Col- 
lege of  Physicians  and  Surgeons  of  Columbia 
University 

2.  Halsted’s  Transition  from  New  York  to 
Baltimore 

Allen  O.  Whipple,  M.D.,  New  York  City, 
Emeritus  Professor  of  Surgery,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity 

3.  A Year  with  the  “Professor” — 1893  to  1894 

George  Blumer,  M.D.,  San  Marino,  California, 
Emeritus  Professor  of  Medicine,  Yale  Univer- 
sity, School  of  Medicine,  New  Haven,  Con- 
necticut— By  invitation 

3.  Recollections  of  Halsted  and  IIis  Influ- 
ence on  Surgery 

Jerome  P.  Webster,  M.D.,  New  York  City, 
Professor  of  Clinical  Surgery,  College  of 
Physicians  and  Surgeons  of  Columbia  Univer- 
sity 

Session  on 

PHYSICAL  MEDICINE 

Chairman 

William  Bierman,  M.D.,  New  York  City 

Secretary George  M.  Raus,  M.D.,  Syracuse 

Thursday,  May  15 — 10:00  A.M. 

Parlor  1,  Ballroom  Floor 

1.  The  Therapeutics  of  Ultrasound 

Fritz  Friedland,  M.D.,  Framingham,  Massa- 
chusetts, Chief,  Physical  Medicine  and  Re- 
habilitation, Cushing  Veterans  Administra- 


tion Hospital;  Associate  Professor  of  Physical 
Medicine,  Boston  University,  Sargent  College 
— By  invitation 

Discussion:  Hans  Behrend,  M.D.,  New  York 
City,  Associate  in  Physical  Medicine,  Hospital 
for  Joint  Diseases 

2.  Spa  Therapy  for  Patients  with  Chronic 
Disease 

Walter  S.  McClellan,  M.D.,  Saratoga  Springs, 
Medical  Director,  Saratoga  Springs  Com- 
mission 

3.  Minimal  Diathermy 

Jerome  Weiss,  M.D.,  Brooklyn,  Attending  in 
Physical  Medicine,  Hospital  for  Joint  Dis- 
eases 

Discussion:  Melvin  C.  Goldberg,  M.D.,  Brook- 
lyn, Chief,  Outpatient  Department,  Rehabilita- 
tion, Kings  County  Hospital 


Session  on 

PUBLIC  RELATIONS 


Chairman David  Fertig,  M.D.,  Scarsdale 

Secretary Cornelius  Ryan,  M.D.,  Oneonta 


Thursday,  May  15 — 10:00  A.M. 

Conference  Room  2,  Mezzanine 

1.  Your  Public  Relations  Is  Showing 

Leo  E.  Brown,  Chicago,  Illinois,  Director, 
Department  of  Public  Relations,  American 
Medical  Association — By  invitation 
Discussion:  John  C.  McClintock,  M.D.,  Albany 

2.  The  Role  of  the  Physician  in  the  Com- 
munity 

John  F.  Conlin,  M.D.,  Boston,  Massachusetts, 
Director  of  Medical  information  and  Educa- 
tion, Massachusetts  Medical  Society — By 
invitation 

Discussion:  David  H.  MacFarland,  M.D.,  Utica 

3.  The  Place  and  Function  of  a Collection 
Service  in  a Medical  Society  Program 

Boyden  Roseberry,  White  Plains,  Executive 
Secretary,  Medical  Society  of  the  County  of 
Westchester — By  invitation 

4.  Patient  Relations — Scientific  or  Intuitive? 

William  Alan  Richardson,  East  Rutherford, 
New  Jersey,  Editor,  Medical  Economics — By 
invitation 

Discussion:  C.  Stewart  Wallace,  M.D.,  Ithaca 


TELEVISION  PROGRAM 
IN  COLOR 


Georgian  Room,  Ballroom  Floor 

Presented  by 

The  Medical  Society  of  the  State  of  New  York 
in  cooperation  with 

New  York  University  College  of  Medicine 
New  York  University  Post-Graduate  Medical  School 
Bellevue  Hospital 

Arranged  by  Television  Committee  of  the  New  York  University-Bellevue 

Medical  Center 

Charles  E.  Kossman,  M.D.,  New  York  City 
W.  Ross  McCarty,  M.D.,  New  York  City 

and 

Television  Subcommittee  of  the  Convention  Committee  of  the  Medical 
Society  of  the  State  of  New  York 

Bernard  J.  Pisani,  M.D.,  Chairman,  New  York  City 
Lester  Coleman,  M.D.,  New  York  City 
Philip  D.  Allen,  M.D.,  New  York  City 

DIRECTED  AND  SPONSORED  AS  A SERVICE  TO  MEDICAL  EDUCATION 
BY  SMITH,  KLINE  & FRENCH  LABORATORIES 


Tuesday,  May  13 


TECHNICS  OF  DIAGNOSTIC  AND  THERAPEUTIC  PROCEDURES 


Morning 

9 : 00 — Introduction 

9:05  Theodore  J.  Curphey,  M.D.,  Chairman, 
Committee  on  Public  Health  and  Edu- 
cation, Medical  Society  of  the  State  of 
New  York 

9 : 05 — Biopsy  of  Sternal  Bone  Marrow 
9:25  William  N.  Hubbard,  Jr.,  M.D.,  In- 
structor in  Medicine;  Assistant  Dean, 
New  York  University  College  of  Medi- 
cine 

9 : 30 — Biopsy  of  Liver 

9:50  William  M.  Davis,  M.D.,  Assistant  in 
Medicine,  New  York  University  Col- 
lege of  Medicine 

9:55 — Gastroscopy 

10:15  Hirsch  R.  Liebowitz,  M.D.,  Assistant 


Professor  of  Clinical  Medicine,  New 
York  University  College  of  Medicine 

10:20 — Venous  Pressure  and  Circulation 
10:40  Times 

Warren  Smith,  M.D.,  Fellow  in  Medi- 
cine, New  York  University  College  of 
Medicine 

10:45 — Maximum  Breathing  Capacity,  Divi- 
11:05  sions  of  Lung  Air,  and  Other  Tests  of 
Respiratory  Function 

Morton  Galdston,  M.D.,  Assistant  Pro- 
fessor of  Clinical  Medicine,  New  York 
University  College  of  Medicine 

11 : 10 — Lumbar  Sympathetic  Block 

11:30  Emery  A.  Rovenstine,  M.D.,  Professor 
of  Anesthesiology,  New  York  Univer- 
sity Post-Graduate  Medical  School 
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1 1 : 35 — 
11:55 


2:00— 

3:55 


10:00— 

10:55 


11:00— 

12:00 


2:00— 

2:20 


10:00— 

10:55 


11:00— 

12:00 


2:00— 

2:20 


10:00— 

10:55 


Technics  of  Administering  Fluids  and 
Blood  to  Infants 

Charles  G.  Neumann,  M.D.,  Assistant 
Professor  of  Clinical  Surgery,  New  York 
University  Post-Graduate  Medical 
School 

Afternoon 

Auscultation  of  the  Heart;  Teaching 
of  Practical  and  Theoretic  Aspects 
bt  Means  of  Audiovisual  Aids 


J.  Scott  Butterworth,  M.D.,  Associate 
Professor  of  Medicine,  New  York  Uni- 
versity Post-Graduate  Medical  School, 
and  Associates 

4:00 — Clinicopatho  logic  Conference  (See 
4:45  April  15  issue  of  Journal  for  data  on 
case  to  be  discussed ) 

William  C.  Von  Glahn,  M.D.,  Professor 
of  Pathology,  New  York  University 
College  of  Medicine,  and  Staff 


Wednesday,  May  14 


Morning 

Subtotal  Gastrectomy 

John  H.  Mulholland,  M.D.,  George 
David  Stewart  Professor  of  Surgery, 
New  York  University  College  of  Medi- 
cine 

Hysterectomy 

William  E.  Studdiford,  Jr.,  M.D.,  Pro- 
fessor of  Obstetrics  and  Gynecologv, 
New  York  University  College  of  Medi- 
cine 

Afternoon 

Examination  of  the  Patient  with 
Circulatory  Diseases  of  the  Ex- 
tremities 

O.  Alan  Rose,  M.D.,  Assistant  Professor 
of  Clinical  Medicine,  New  York  Uni- 
versity College  of  Medicine 


2:25 — Use  of  Radioisotopes  in  Clinical 
2 : 45  Medicine 

Robert  Soberman,  M.D.,  Assistant  in 
Medicine,  New  York  University  Col- 
lege of  Medicine 
2:50 — Syphilis  Clinic 

3:10  Evan  Thomas,  M.D.,  Professor  of  Clin- 
ical Medicine,  New  York  University 
College  of  Medicine 

3:15 — Use  of  Streptokinase  and  Strepto- 
3:35  DORNASE  IN  THE  TREATMENT  OF  CHRONIC 
Infections  in  the  Feet  of  Diabetic 
and  Arteriosclerotic  Patients 

W.  Ross  McCarty,  M.D.,  Associate 
Professor  of  Surgery,  New  York  Uni- 
versity College  of  Medicine 
3:40 — Plastic  Surgery  for  the  Rehabilita- 
4 : 00  tion  of  the  Facially  Disfigured 

John  M.  Converse,  M.D.,  Assistant 
Professor  of  Clinical  Surgery  (Plastic 
Surgery),  New  York  University  College 
of  Medicine 


Thursday,  May  15 


Morning 

Cholecystectomy,  Cholangiogram, 
and  Sphincterotomy 

Henry  Doubilet,  M.D.,  Associate  Pro- 
fessor of  Surgery,  New  York  University 
College  of  Medicine 
Abdominoperineal  Resection 

Samuel  Standard,  M.D.,  Associate  Pro- 
fessor of  Clinical  Surgery,  New  York 
University  College  of  Medicine 

Afternoon 

Clinic  on  Cancer  of  the  Head  and 
Neck 

William  L.  Watson,  M.D.,  Associate 
Professor  of  Surgery,  New  York  Uni- 
versity College  of  Medicine 
Harold  H.  Sage,  M.D.,  Instructor  in 
Surgery,  New  York  University  College 
of  Medicine 


2:25 — Relationship  of  the  Patient  to  the 
2 : 45  Psychiatrist 

S.  Bernard  Wortis,  M.D.,  Lucius  N. 
Littauer  Professor  of  Psychiatry,  New 
York  University  College  of  Medicine 
Morris  Herman,  M.D.,  Menas  S.  Greg- 
ory Professor  of  Clinical  Psychiatry, 
New  York  University  College  of  Medi- 
cine 

2:50 — Clinic  on  Congenital  Heart  Disease 
3:10  Janet  S.  Baldwin,  M.D.,  Associate 
Professor  of  Pediatrics,  New  York 
University  College  of  Medicine 


3:15 — Technics  of  Teaching  Ambulation  to 
3:35  Children  with  Cerebral  Palsy 

George  G.  Deaver,  M.D.,  Professor  of 
Clinical  Rehabilitation  and  Physical 
Medicine,  New  York  University  Col- 
lege of  Medicine 


Friday,  May  16 


Nephrectomy 

Robert  S.  Hotchkiss,  M.D.,  Professor  of 
Urology,  New  York  University  Post- 
Graduate  Medical  School 


1 1 : 00 — Open  Reduction  of  Fractured  Hip 
12:00  Jesse  W.  Mahoney,  M.D.,  Assistant 
Professor  of  Clinical  Surgery,  New  York 
University  College  of  Medicine 


BLOOD  BANKS  ASSOCIATION  OF 
NEW  YORK  STATE 


SCIENTIFIC  SESSION 

Monday  Afternoon,  May  12,  1952 

Keystone  Room,  Ballroom  Balcony 

John  Scudder,  M.D.,  Chairman 
Education  and  Scientific  Standards  Committee 

PROGRAM 


1 p.m.- — Plasma  Fractionation  and  Demon- 

stration of  Fractionation  Machine 

E.  J.  Cohn,  M.D.,  and  James  L. 
Tullis,  M.D.,  Bussey  Institute, 
Boston,  Massachusetts 

2 p.m.— Blood  Grouping  and  Rh  Typing  in 

an  Emergency 

Ernest  Witebsky,  M.D.,  Buffalo 
General  Hospital,  Buffalo 
Practical  Aspects  of  Cross-Match- 
ing in  an  Emergency 

Elvin  A.  Kabat,  M.D.,  Neurological 
Institute,  New  York  City 
Recommendations  Regarding  Stor- 
age and  Use  of  Typing  and  Rh  Sera 
for  an  Emergency 

Alexander  S.  Wiener,  M.D.,  Jewish 
Hospital,  Brooklyn 

3 p.m.' — Panel  Discussion: 

Transfusion  Reactions 
Significance  of  Rare  Blood  Group 
Systems  in  Blood  Transfusions 
Fred  Allen,  M.D.,  Children’s  Hos- 
pital, Boston,  Massachusetts 
R.  E.  Rosenfield,  M.D.,  and  P. 
Vogel,  M.D.,  Mount  Sinai  Hospital, 
New  York  City 

Isoimmunization  to  the  Rare  Blood 
Factors 

Philip  Levine,  M.D.,  Ortho  Re- 
search Foundation,  Raritan,  New 
Jersey 

Twelve-Year  Experience  at  Pres- 
byterian Hospital 
John  Scudder,  M.D.,  Columbia- 
Presbyterian  Medical  Center,  New 
York  City 

4 p.m. — Panel  Discussion:  Blood  Platelets 

Armand  J.  Quick,  M.D.,  Marquette 


University  School  of  Medicine,  Mil- 
waukee, Wisconsin,  Moderator 
George  Brecher,  M.D.,  Naval  Medi- 
cal Research  Institute,  Bethesda, 
Maryland, 

Professor  Bernadino  Rovatti,  Milan, 
Italy 

James  Tullis,  M.  D.,  Bussey  Insti- 
tute, Boston,  Massachusetts 
William  Damashek,  M.D.,  Tufts 
College  Medical  School,  Boston, 
Massachusetts 

Erwin  Hirsch,  M.D.,  Peter  Bent 
Brigham  Hospital,  Boston,  Massa- 
chusetts 

Sylvan  E.  Moolten,  M.D.,  Director 
of  Laboratories,  St.  Peter’s  and 
Middlesex  Hospitals,  New  Bruns- 
wick, New  Jersey 

Allen  H.  Minor,  M.D.,  Lenox  Hill 
Hospital,  New  York  City 
Lee  Burnett,  M.D.,  Lenox  Hill  Hos- 
pital, New  York  City 
Training  of  Teams  for  Blood 
Grouping  and  Rh  Typing  ( with  ex- 
hibit) 

John  K.  Miller,  M.D.,  Division  of 
Laboratories  and  Research,  New  York 
State  Department  of  Health,  Albany 
Motion  Pictures 

Intra-arterial  Transfusion  Pump 
John  Scudder,  M.D.,  Columbia- 
Presbyterian  Medical  Center,  New 
York  City 

Platelets 

Professor  A.  Roskam,  University  of 
Lieges,  Belgium 

Exhibits 
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Hotel  Statler,  New  York  City,  May  13  to  16,  1952 


Beverly  C.  Smith,  M.D.,  Chairman,  New  York  City 
Arthur  Purdy  Stout,  M.D.,  Vice-Chairman,  New  York  City 
J.  G.  Fred  Hiss,  M.D.,  Syracuse 
W.  Warriner  Woodruff,  M.D.,  Saranac  Lake 


BALLROOM  FLOOR 
Booths  201  Through  236 


Modern  Definitive  Treatment  of  Heart 
Diseases 

Nathaniel  E.  Reich,  M.D. 

State  University  of  New  York  at  New  York  City, 
College  of  Medicine 
Brooklyn 

This  comprehensive  exhibit  demonstrates  the 
latest  medical  and  surgical  advances  in  the  treat- 
ment of  heart  diseases.  Included  are  experimental 
and  new  operative  treatments  of  valvular  and  many 
other  lesions.  A series  of  58  wash  drawings  simply 
and  clearly  illustrate  these  advances.  ( Booth  201) 

Unusual  Effects  of  Cortisone  During  the 
Treatment  of  Acute  Rheumatic  Fever 

Irving  G.  Kroop,  M.D. 

Ernest  T.  Heffer,  M.D. 

Richard  D.  Turin,  M.D. 

Solomon  R.  Slater,  M.D. 

Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
Brooklyn 

Difficult  problems  in  differential  diagnosis  will  be 
presented.  The  variable  effects  of  cortisone  on  the 
heart  size  will  be  demonstrated  by  serial  x-rays.  A 
cortisone-induced,  endogenous  water  and  electrolyte 
shift  producing  an  unusual  type  of  congestive  failure 
will  be  described.  The  failure  of  cortisone  to  sup- 
press the  inflammatory  lesions  of  papular  erythema 
and  erythema  marginatum  will  be  shown.  ( Booth 
202) 

The  Ergonovine  Test  for  Coronary  Insuf- 
ficiency: A Comparison  with  Exercise  and 

Anoxemia  Tests 

Isidore  Stein,  M.D. 

Joseph  Weinstein,  M.D. 

Jacob  J.  Weiss,  M.D. 

Solomon  R.  Slater,  M.D. 

Jewish  Hospital  of  Brooklyn 
Veterans  Administration,  Regional  Office 
Brooklyn 

This  exhibit  presents  electrocardiographic  altera- 
tions produced  by  the  intravenous  injection  of  ergon- 
ovine maleate  in  individuals  with  coronary  in- 
sufficiency. The  method  is  described , and  the  criteria 
for  a positive  test  are  listed.  In  over  200  tests  per- 
formed, the  ergonovine  test  has  been  demonstrated 
as  a reliable  index  for  coronary  insufficiency.  The 
toxic  and  side-effects  are  negligible.  Included  in  the 


exhibit  is  a comparative  study  of  the  exercise, 
anoxemia,  and  ergonovine  tests.  Our  results  indi- 
cate that  the  exercise  and  ergonovine  tests  are  of 
equal  sensitivity  and  give  more  positive  results  in  a 
greater  number  of  clinical  cases  of  coronary  in- 
sufficiency than  the  anoxemia  test  gives.  ( Booth 
203) 

Experimental  Cardiovascular  Surgery 

Elliott  S.  Hurwitt,  M.D. 

Felix  Adrian  Kantrowitz,  M.D. 

Montefiore  Hospital 
New  York  City 

Kodachrome  transparencies  demonstrate  the 
technic  of  construction  of  fresh  autogenous  arterial 
grafts.  Survival  studies  indicate  good  functional 
and  histologic  results  following  replacement  of  a 
segment  of  aorta.  Diagrams  and  transparencies 
illustrate  the  surgical  exposure  of  the  mitral  valve  in 
a bloodless  field  provided  by  an  artificial  left  heart, 
with  slow-motion  cinematographic  analysis  of  valve 
function  in  the  living  animal.  ( Booth  204) 

A New  Approach  to  the  Heart  in  Cardiac 
Arrest 

David  J.  Wexler,  M.D. 

Fred  Bromberg,  M.D. 

Anthony  Kohn,  M.D. 

Southside  Hospital 
Bay  Shore 

A new  and  rapid  approach  to  the  heart  in  cardiac 
arrest,  through  the  abdominal  wall,  is  illustrated  by 
means  of  colored  drawings  made  from  cadaver  dis- 
sections. Familiarity  with  this  method  should 
eliminate  procrastination  on  the  part  of  the  average 
surgeon.  The  method  is  simple  and  speedy  and 
allows  full  hand  massage  of  the  heart.  Access  to  the 
heart  is  gained  through  a natural  anatomic  place  of 
cleavage,  which  eliminates  the  need  to  incise  the 
diaphragm  or  the  chest  wall.  Closure  of  the  chest  is 
accomplished  automatically  when  suturing  the  ab- 
dominal wall.  ( Booth  205) 

Displacements  of  the  Barium-Filled  Esophagus 
by  Cardiovascular  Lesions 

David  E.  Ehrlich,  M.D. 

Nathaniel  E.  Reich,  M.D. 

Veterans  Administration,  Regional  Office 
Brooklyn 
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Deviations  of  the  normal  esophagus  are  pre- 
sented on  transparencies  and  include  all  esophageal 
compressions  from  the  aberrant  right  subclavian 
artery  at  the  upper  end  to  chamber  enlargements 
and  aortic  aneurvsms  at  the  lower  end.  ( Booth 
206) 

Acute  Myocardial  Infarction 

Henry  I.  Russek,  M.D. 

Burton  L.  Zohman,  M.D. 

Allen  S.  Russek,  M.D. 

Alexander  A.  Doemer,  M.D. 

LaVere  G.  White,  M.D. 

United  States  Public  Health  Service  Hospital 
Staten  Island 

Mounted  charts  present  (1)  indications  for 
Dicumarol  in  acute  infarction,  based  on  an  analysis 
of  1,047  cases;  (2)  age  and  survival  in  acute  infarc- 
tion showing  that  the  clinical  picture  and  not  age 
determines  prognosis.  ( Booth  207) 

Cardiac  Pain  and  Simulated  Cardiac  Pain 

Seymour  H.  Rinzler,  M.D. 

Janet  Travell,  M.D. 

Hyman  Bakst,  M.D. 

Zachary  H.  Benjamin,  M.D. 

The  Cardiovascular  Research  Unit 
Beth  Israel  Hospital 
Cornell  University  Medical  College 
New  York  City 

Eight  charts  deal  with  the  differential  diagnosis 
of  cardiac  pain  and  simulated  cardiac  pain  in  the 
patient  with  a normal  resting  electrocardiogram. 
Diagnostic  tests  employed  include  the  electrocardio- 
gram after  exercise,  the  ballistocardiogram,  measure- 
ment of  the  serum  lipoprotein  by  the  Gofman  tech- 
nic, the  phospholipid  total  cholesterol  ratio,  and 
mapping  of  myofascial  trigger  area  in  the  chest 
muscles.  ( Booth  208) 

Some  Forensic  Aspects  of  Neoplastic  Diseases 

Alfred  L.  Shapiro,  M.D. 

Office  of  the  Medical  Examiner 
(Thomas  A.  Gonzales,  M.D.,  Chief) 
Brooklyn 

An  analysis  of  225  consecutive  medicolegal  tumor 
necropsies  is  presented  in  charts  and  tables.  It 
shows  (1)  the  variational  incidence  of  these  neo- 
plasms as  contrasted  with  the  usual  tumors  in 
general  hospital  experience,  (2)  the  relationship  of 
unsuspected  tumors  to  sudden  death,  and  (3)  the 
problem  of  trauma  as  cause  or  effect  of  tumor.  ( Booth 
209) 

Control  of  Chest  Pain 

Elgie  K.  Johnson,  M.D. 

Joseph  L.  Mangiardi,  M.D. 

St.  John’s  Episcopal  Hospital 
Brooklyn 

A series  of  illuminated,  enlarged  transparencies 
shows  the  numerous  causes  of  chest  pain  following 
thoracic  operations.  Such  factors  as  fractured  ribs, 
lacerated  soft  tissues,  and  impingement  upon  the 
intercostal  nerves  are  illustrated.  The  prevention, 
the  correction,  and  the  control  are  also  illustrated. 

( Booth  210) 

Segmental  Localization  of  Pulmonary  Disease 
on  Routine  Chest  X-ray 

Irving  J.  Kane,  M.D. 

Lincoln  Hospital 
New  York  City 


Diagrammatic  outlines  of  the  “bronchopulmonary 
segments”  as  seen  on  the  conventional  postero- 
anterior  chest  x-ray  furnish  a schematic  guide  to 
localization  of  pulmonary  lesions  having  a segmental 
distribution.  These  outlines  are  based  not  on  the 
surface  anatomy  but  on  the  volumetric  or  radio- 
graphic  density  distribution  of  these  segments 
when  involved  by  disease.  ( Booth  211) 

Rehabilitation  of  the  Tuberculous:  Light 

Mechanics  Activity  Treatment 
Manual  Arts  Therapy  Unit,  Physical  Medicine  Re- 
habilitation Service 
(Jacob  Goldberg,  M.D.,  Chief) 

Veterans  Administration  Hospital 
Castle  Point 

The  exhibit  will  consist  of  a portable  light  me- 
chanics bench  cart  and  photographs  pertinent  to  the 
light  mechanics  activity  as  administered  by  the 
Manual  Arts  Therapy  Unit  of  the  Physical  Medi- 
cine Rehabilitation  Service  at  this  tuberculosis  hos- 
pital. As  an  ancillary  therapeutic  medium,  light 
mechanics  pursues  the  following  objectives:  (1)  to 
provide  graduated  and  controlled  activity  for  de- 
velopment of  work  capacity,  (2)  to  measure  physical 
capacity  for  work,  (3)  to  develop  basic  skills  common 
to  the  job  family,  and  (4)  to  test  and  prove  aptitudes 
and  interests.  It  is  important  to  note  that  the  ward 
physician  can  now  utilize  the  results  of  this  course 
to  provide  a prognosis  and/or  prescription  for  work 
for  the  patient  at  the  time  of  discharge  from  the  hos- 
pital. ( Booth  212) 

Radical  Pneumonectomy 

William  G.  Cahan,  M.D. 

Memorial  Hospital 
New  York  City 

Line  drawings  and  charts  will  show  (1)  the  ana- 
tomic, physiologic,  and  pathologic  basis  for  the 
operative  procedure,  radical  pneumonectomy;  (2) 
the  operative  steps  in  performing  the  procedure, 
which  is  the  en  bloc  excision  of  the  lung  containing 
cancer  and  the  regional  hilar  and  mediastinal  lymph 
nodes;  (3)  results  of  the  operation  by  indicating  the 
lymph  nodes  found  to  contain  metastases  beyond 
the  limits  of  a simple  pneumonectomy,  and  (4) 
morbidity  and  mortality  data.  ( Booth  218) 

Electronmicroscopic  Studies  of  Human  Sperma- 
tozoa 

Meyer  D.  Schnall,  M.D. 

Mount  Sinai  Hospital 
New  York  City 

The  electronmicroscope  is  an  instrument  which 
employs  electrons  in  place  of  the  light  beams  used  in 
the  ordinary  light  microscope  for  magnification. 
The  wave  length  of  the  electron  being  Vioo.ooo  that 
of  visible  fight,  an  unprecedented  degree  of  magnifi- 
cation is  possible.  Permanent  records  of  fine  details 
thus  observed  are  afforded  by  a built-in  photographic 
apparatus.  The  exhibit  describes  the  technic  of 
electronmicroscopy,  and  photographs  illustrate  the 
structure  of  the  “normal”  hutnan  spermatozoon  by 
detailed  views  of  the  head,  neck,  body,  tail,  and  end- 
piece;  three-dimensional  views  are  shown  utilizing 
gold-shadow  casting  technic.  Photographs  show 
magnifications  up  to  50,000  diameters.  ( Booth  214) 

Megacolon  and  Dilatation  of  the  Small  Bowel 
in  Parkinsonism 

Alexander  Lewitan,  M.D. 

• Louis  Nathanson,  M.D. 

Walter  R.  Slade,  Jr.,  M.D. 
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Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
Brooklyn 

Wall  charts  provide  a generalized  discussion  of  the 
problem.  This  is  amplified  by  x-ray  transparencies 
together  with  case  histories  and  discussion  of  in- 
dividual cases.  ( Booth  215 ) 

The  Dynamics  in  Pleubal  Effusions 

Julius  Kaimitz,  M.D. 

Beth  David  Hospital 
New  York  City 

Sea  View  Hospital 
Staten  Island 

About  25  x-ray  transparencies  show  varieties  of 
effusions  in  the  pleura.  Some  are  plain,  others  com- 
plicated by  pneumothorax,  adhesions,  pneumonia, 
etc.  Explanations  for  the  different  curves  and  lines 
based  on  the  intrapulmonarv  and  intrapleural 
pressures,  etc.,  appear  alongside  the  transparencies. 
( Booth  216 ) 

The  Superior  Vena  Cava  Compression  Syn- 
drome : Pathologic  Physiology  and  Therapeutic 
Management 

Bernard  Roswit,  M.D. 

Gustave  Kaplan,  M.D. 

Harold  G.  Jacobson,  M.D. 

Joseph  Gennis,  M.D. 

Veterans  Administration  Hospital 
Bronx 

In  this  exhibit  will  be  presented  our  experience  of 
the  past  fifteen  years  with  a relatively  large  series  of 
patients  with  the  superior  vena  cava  compression 
syndrome,  dealing  principally  with  the  problems  of 
etiology,  radiographic  diagnosis  and  localization, 
dynamic  changes  in  pathologic  physiology,  and  the 
therapeutic  management  of  those  patients  with 
neoplastic  etiology.  Of  particular  interest  is  our  ex- 
perience with  a series  of  critically  ill  patients  with 
neoplastic  disease  in  whom  a gratifying  palliative 
response  was  achieved  with  a combination  of  roent- 
gen therapy  and  nitrogen  mustard.  ( Booth  217) 

An  Anorectoplasty  for  Complicated  and  Ex- 
tensive Hemorrhoids 

Emil  Granet,  M.D. 

French  Hospital 
New  York  City 

Commonly  one  finds  extensive  hemorrhoids  com- 
plicated by  mucosal  prolapse,  cryptitis,  papillitis, 
anal  stenosis  (pectenosis),  and  perhaps  an  anal  ulcer 
triad.  In  such  cases  no  single  operation  can  remove 
completely  all  lesions  and  yet  avoid  late  complica- 
tions such  as  anal  contracture,  fissure,  and  recurrent 
hemorrhoids. 

An  operation  which  combines  the  best  features  of 
the  operations  of  Whitehead,  Gabriel,  Milligan,  and 
perhaps  others  is  described  and  the  technic  illus- 
trated. This  anorectoplasty  completely  removes  all 
diseased  tissue  and  uniformly  results  in  a normally 
functioning  and  dilatable  anoreetum.  Charts, 
original  drawings,  and  colored  transparencies  are 
utilized.  ( Booth  218) 

Isolated  Mediastinal  Densities 

David  E.  Ehrlich,  M.D. 

Morris  Witten,  M.D. 

Veterans  Administration,  Regional  Office 
Brooklyn 

Hans  Abeles,  M.D. 

New  York  City  Health  Department 
New  York  City 


A small  series  of  surgically  proved,  isolated  medi- 
astinal densities  is  shown  to  emphasize  the  difficul- 
ties of  differential  diagnosis.  Final  diagnosis  is  im- 
possible without  surgical  excision  and  pathologic 
study.  ( Booth  219) 

The  Antituberculosis  Activity  of  Two  Hy- 
drazines of  Nicotinic  Acid 

Gordon  M.  Meade,  M.D. 

William  Steenken,  Jr. 

Trudeau  Sanitorium 

Trudeau  Foundation 
Trudeau 

Results  of  study  of  antituberculosis  activity  of  two 
hydrazines  ot  nicotinic  acid  in  experimental  animals 
and  humans  will  be  demonstrated  by  means  of  x- 
rays  and  charts.  ( Booth  220) 

A New  Blood  Supply  for  Ischemic  Hearts  and 
Lungs  and  Other  Studies  on  Small  Blood 
Vessels  of  Hearts  and  Nerves 

Joseph  T.  Roberts,  M.D. 

University  of  Buffalo  School  of  Medicine 
Veterans  Administration  Hospital 
Buffalo 

This  exhibit  presents  original  experimental  studies 
on  several  phases  of  coronary  blood  supply.  The 
basic  experiment  for  revascularizing  ischemic 
hearts  by  connecting  coronary  sinus  (veins)  and 
aortic  branches  was  reported  by  J.  T.  Roberts  in 
1943  and  1945;  this  has  been  confirmed  since  by 
C.  S.  Beck  (1948  and  1951).  Extension  of  this 
attempt  at  revascularizing  hearts  by  union  of  inter- 
nal mammary  artery  to  coronary  artery  or  vein  in 
animals  is  reported. 

An  original  concept  of  revascularizing  ischemic 
lungs  by  union  of  pulmonary  or  systemic  arteries 
with  secondary  pulmonary  veins  is  described.  Pre- 
liminary results  on  animals  are  given. 

Other  experiments  illustrate  the  role  and  direction 
of  flow  in  the  Thebesian  and  other  accessory  coron- 
ary vessels.  The  important  role  of  vasa  nervorum 
in  the  function  of  nerves  is  demonstrated.  These 
vessels  have  been  observed  hi  living  nerves  of  animals 
with  quartz  rod  visualization  and  are  capable  of 
construction  and  dilatation  in  response  to  stimula- 
tion with  drugs  This  supports  the  concept  of  the 
author  (1948)  for  explaining  cardiac  or  referred  pain 
as  due  to  vasospastic  neuropathy  in  somatic  nerves 
and  explains  the  mechanisms  of  relief  of  cardiac  pain 
by  local  anesthesia  in  some  cases.  ( Booth  221) 

Polyvinyl  Pyrrolidone  in  Shock 

John  Scudder,  M.D. 

Frederick  Hehre,  M.D. 

Columbia-Presbyterian  Medical  Center 

Josephine  Suess,  M.D. 

Alfred  Rosi,  M.D. 

Francis  Delafield  Hospital 

John  W.  V.  Cordice,  M.D. 

Harlem  Hospital 
New  York  City 

Polyvinyl  pyrrolidone  (PVP-Macrose),  discovered 
and  used  extensively  in  Germany  during  World  War 
II  in  the  treatment  of  shock  for  both  civilian  and 
battle  casualties,  has  been  undergoing  reinvestiga- 
tion  in  several  laboratories  during  the  past  year. 
Blood  volume  studies  show  that  it  is  an  effective 
plasma  volume  extender  during  the  first  twenty-four 
hours.  No  antigenic  or  anaphylactoid  reactions 
have  been  encountered.  PVP  has  been  used  at  the 
Harlem  Hospital  emergency  ward  in  cases  of  shock 
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due  to  trauma,  hemorrhage,  and  burns  with  good 
success  and  at  the  Francis  Delafield  Hospital  and 
the  Presbyterian  Hospital  both  at  operation  and 
post  operatively  with  equal  success.  The  growing 
fear  of  homologous  serum  jaundice  which  occurs 
with  other  therapeutic  measures  (blood  transfusion 
and  plasma  administration)  is  obviated  with  PVP 
since  this  is  a synthetic  product  and  is  sterilized  by 
heat.  ( Booth  221  A) 

New  Limits  of  Normal  Blood  Pressure:  Clini- 
cal Application 

Arthur  M.  Master,  M.D. 

Isaac  Goldstein,  M.D. 

Max  B.  Walters,  M.D. 

Mount  Sinai  Hospital 
New  York  City 

The  literature  and  clinical  experience  have  re- 
vealed the  necessity  for  an  upward  revision  of  the 
commonly  accepted  limits  of  normal  blood  pressure. 
Blood  pressure  readings  were  obtained  on  74,000  un- 
selected working  men  and  women;  these  data  were 
subjected  to  statistical  analysis  (Master,  Dublin, 
and  Marks),  and  new  limits  related  to  age  and  sex 
were  proposed.  They  are  definitely  higher  than 
those  commonly  accepted.  This  is  of  clinical  and 
practical  importance  in  general  practice  and  in  scien- 
tific research.  Clinical  applications  will  be  illus- 
trated. ( Booth  222) 

A Roentgenographic  Evaluation  of  the  Com- 
mon Measures  Employed  in  the  Treatment  of 
Colonic  Stasis 

Harry  Barowsky,  M.D. 

New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 
New  York  City 

A more  rational  approach  to  the  problem  of  con- 
stipation, based  primarily  on  the  altered  propulsive 
mechanism  of  the  colon,  is  presented  by  means  of 
graphs  and  explanatory  notes.  Fifty  patients  com- 
plaining of  “constipation”  were  given  barium  orally 
and  studied  by  daily  fluoroscopic  observations. 
Three  basic  patterns  of  abnormal  colonic  retention 
were  observed.  In  order  to  ascertain  the  most  effec- 
tive treatment  for  each  type  of  stasis,  the  measures 
commonly  employed  to  induce  bowel  evacuation 
were  investigated  by  the  roentgenographic  method. 
The  procedures  evaluated  were  a hydrophilic  mucil- 
loid,  enemas,  mineral  oil,  antispasmodics  and  seda- 
tives, and  finally'  cathartics.  ( Booth  223) 

Venography  of  the  Upper  Extremities,  Neck, 
and  Chest  During  the  Valsalva  Experiment 

Samuel  Candel,  M.D. 

David  E.  Ehrlich,  M.D. 

Veterans  Administration,  Regional  Office 
Brooklyn 

In  each  of  52  young  adult  males  with  normal  car- 
diovascular systems  two  independent  venograms 
were  obtained  by  x-ray  after  injections  of  a radio- 
paque solution  into  the  same  vein  in  the  antecubital 
fossa.  The  first  or  control  venogram  was  obtained 
at  the  end  of  quiet  inspiration.  The  second  or  ex- 
perimental venogram  was  obtained  while  the 
patient  was  performing  a Valsalva  experiment. 

The  exhibit  demonstrates  each  of  the  following 
observations  with  its  clinical  significance:  (1)  re- 
versal of  blood  flow  around  the  shoulder  joint,  (2) 
reversal  of  blood  flow  into  the  veins  of  the  neck 
(jugular  veins,  thvroid  veins,  vertebral  veins,  etc.), 


and  (3)  arrest  of  venous  flow  through  the  axillary' 
vein  at  the  level  of  the  first  rib.  ( Booth  224) 

Diarrheal  Diseases  in  Gastroenterology: 

A New  Approach 

William  Z.  Fradkin,  M.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

The  importance  of  the  study'  of  diarrheal  diseases 
must  be  emphasized  repeatedly'  to  the  gastroenter- 
ologist and  the  general  practitioner.  Too  often 
these  conditions  are  neglected  because  of  false 
modesty'  on  the  part  of  the  patient  and  because  of 
the  unpleasantness  for  the  phy'sician. 

A new  approach  to  the  understanding  of  this 
rapidly'  growing  field  of  gastroenterology  is  demon- 
strated by  means  of  charts,  models,  and  instru- 
ments. ( Booth  225) 

Clinical  Evaluation  of  the  Ballistocardiogram 

Kenneth  E.  Chesky,  M.D. 

Leon  Pordy,  M.D. 

Arthur  M.  Master,  M.D. 

Robert  C.  Taymor,  M.D. 

Marvin  Moser,  M.D. 

Sidney  Storch,  M.D. 

Mount  Sinai  Hospital 
New  York  City 

The  exhibit  is  concerned  with  clinical  evaluation  of 
the  ballistocardiogram  as  recorded  by  the  modified 
Dock  direct  body  type  apparatus  in  over  500  pa- 
tients. The  findings  in  normal  controls,  hyperten- 
sives, cases  with  angina  pectoris  and  also  pre- 
vious myocardial  infarction  are  tabulated  and  illus- 
trated. Electrocardiographic  studies  are  included 
for  clinical  correlation.  The  exhibit  presents  a sum- 
mary of  the  value  of  this  new  simple  device  in  rou- 
tine cardiac  diagnosis  in  clinical  practice.  ( Booth 
226) 

Therapy  of  Heart  Failure 

George  F.  Schmitt,  M.D. 

Miami,  Florida 

The  exhibit  shows  the  drugs  used  in  the  treatment 
of  the  failing  heart,  illustrates  the  methods  of  ad- 
ministering oxygen,  and  depicts  the  low-sodium 
diet.  ( Booth  227) 

Acute  Pericarditis  in  Adults  of  Middle  Age: 
Contrast  to  Acute  Coronary  Occlusion 

William  Hall  Lewis,  Jr.,  M.D. 

Thomas  Petro,  M.D. 

Memorial  Hospital 
New  York  City 

Elwyn  Evans,  M.D. 

Orlando,  Florida 

A greater  incidence  and  recognition  of  acute 
pericarditis  in  adults  of  middle  age  have  occurred  in 
recent  years.  The  pericarditis  is  usually  of  viral 
and  nonspecific  origin.  It  has  aspects  similar  to 
and  often  confused  with  acute  coronary'  occlusion 
and  requires  very'  careful  differential  diagnosis  and 
distinction,  especially  in  regard  to  the  danger  of 
anticoagulant  therapy'.  Electrocardiography  alone 
may  decide  the  diagnosis.  The  recovered  case  may 
have  persistent  electrocardiographic  changes,  which 
may  be  mislabeled  as  healed  myocardial  infarction. 

The  features  of  this  disease  selected  from  a series  of 
30  to  35  patients,  the  clinical  and  x-ray  data,  and 
serial  electrocardiograms  in  the  acute,  subsiding, 
and  recovery'  periods  are  shown  for  contrast  with  the 
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clinical  data  and  electrocardiograms  of  acute  and 
healed  myocardial  infarction,  acute  pulmonary  em- 
bolism, epidemic  pleurodynia,  acute  pneumonia, 
constrictive  pericarditis,  and  pericardial  effusion. 

Emphasis  by  the  illustrations  is  given  to  special 
points  in  differential  diagnosis  and  contrasting 
course.  ( Booth  228 ) 

The  Use  of  Methylparafynol  (Dormison)  as  a 
Soporific 

Thomas  H.  McGavack,  M.D. 

Normal  Heminway,  M.D. 

Jacqueline  Chevalley,  M.D. 

New  York  Medical  College 
Metropolitan  Hospital  Research  Unit 

New  York  City 

{Booth  229 ) 

Public  Relations  Bureau 

Medical  Society  of  the  State  of  New  York 

New  York  City 

Illustrations  and  other  visual  aids  will  demon- 
strate the  activities  of  the  Bureau  which  are  being 
carried  on  to  stimulate  and  assist  county  medical 
societies  in  developing  constructive  public  services 
as  part  of  a positive  State-wide  medical  public  rela- 
tions program.  ( Booth  230 ) 

Bureau  of  Medical  Care  Insurance 

Medical  Society  of  the  State  of  New  York 

New  York  City 

Graphs  will  illustrate  growth  in  membership, 
benefits  paid  to  members,  and  progress  chart  for 
period  1941  to  1951  on  New  York  State  Blue  Shield 
medical  care  insurance  plans.  Pamphlets  will  de- 
scribe benefits  offered.  Sixth  Annual  Progress  Re- 
port will  be  available.  {Booth  231) 

New  Y'ork  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New  York 

New  York  City 

Official  publication  of  the  Medical  Society  of  the 
State  of  New  York,  the  Journal  is  designed  to  bring 
the  latest  advances  in  medical  knowledge  to  the 
attention  of  the  physicians  of  the  State.  In  24 
issues  during  the  year,  the  Journal  presents  scien- 
tific articles  and  case  reports,  editorials,  medical 
news,  book  reviews,  special  departments,  corre- 


spondence, necrology,  advertisements,  and  special 
features  of  general  interest. 

The  complete  minutes  of  the  annual  meeting  of 
the  State  Society’s  House  of  Delegates  are  published 
in  Part  II  of  the  issue  of  September  1. 

Now  in  its  second  half-century  of  publication,  the 
Journal  will  continue  to  serve  the  interests  of  the 
profession  in  New  Y'ork  State.  {Booth  232) 

The  Directory 

Medical  Society  of  the  State  of  New  York 

New  York  City 

Here  is  an  opportunity  for  you  to  see  just  exactly 
what  the  Directory  “Blue  Book’’  contains.  The 
current  edition  is  the  most  thoroughly  indexed 
Directory  ever  published  by  the  Society.  {Booth 
233) 

United  Medical  Service,  Inc. 

New  York  City 

The  United  Medical  Service  exhibit  will  consist  of 
posters,  charts,  and  literature  designed  to  inform  the 
medical  profession  of  the  latest  trends  and  develop- 
ments of  their  “Doctors’  Plan,”  the  nonprofit, 
voluntary  Blue  Shield  Plan  in  the  New  York  City 
area.  A convention  notebook  for  physicians  will  be 
available.  {Booth  234). 

New  Y'ork  State  Academy  of  General  Practice 
New  Y'ork  City 

A display  depicting  the  gain  and  phenomena] 
growth  of  the  American  Academy  of  General  Prac- 
tice will  be  presented.  Literature  on  all  phases  of 
the  organization  will  be  available,  and  official  repre- 
sentatives from  the  New  York  State  Academy  of 
General  Practice  will  be  present  to  discuss  and  give 
out  information  regarding  the  general  physician’s 
problems.  {Booth  235) 

Vascular  Diseases 

William  T.  Foley,  M.D. 

Irving  S.  Wright,  M.D. 

New  Y'ork  Hospital 
Cornell  University  Medical  College 
New  Y'ork  City 

An  automatic  projector  will  show  colored  photo- 
graphs of  vascular  diseases  with  written  descrip- 
tions. {Booth  236) 


BALLROOM  BALCONY 
Booths  301  Through  345 


Injuries  to  the  Menisci  of  the  Knee  Joint 

Frederick  Lee  Liebolt,  M.D. 

Louise  Beury  Flynn 

New  Y'ork  Hospital-Cornell  Medical  Center 
New  Y'ork  City 

The  exhibit  demonstrates  431  injuries  to  the 
menisci  of  the  knee  joint  in  1,470  consecutive  opera- 
tions, indicating  that  the  usual  textbook  description 
of  “bucket  handle”  tear  is  more  uncommon  than 
common  and  demonstrating  further  that  the  in- 
juries are  not  necessarily  the  result  of  rotation  forces 
as  commonly  taught.  Each  different  injury  has  been 
painted  in  color,  and  the  paintings  have  been  grouped 
according  to  type  of  injury.  {Booth  301) 

The  Management  of  Hemophilic  Arthritis 
Henry  H.  Jordan,  M.D. 

Francis  B.  Roth,  M.D. 

The  Hemophilia  Foundation,  Inc. 

New  Y'ork  City 

A large  series  of  x-rays  of  hemophilic  arthritis  of 


patients  two  to  forty-five  years  of  age  will  be  pre- 
sented, and  further  clarification  of  the  diagnostic 
characteristics  of  this  condition  will  be  made. 
Roentgenology  will  be  correlated  with  prognosis. 
Treatment  of  this  group  of  cases  yielded  far  better 
results  than  originally  anticipated. 

Almost  every  hemophiliac  who  survives  infancy 
has  joint  involvement,  complicated  in  most  cases  bv 
severe  flexion  contractures,  particularly  in  the  lower 
extremities.  As  a result  of  these  contractures,  most 
of  the  patients  have  a history  of  an  inability  to  stand 
or  walk  for  many  years.  The  first  objective  of  treat- 
ment is,  therefore,  correction  and  stabilization  of  the 
lower  extremities.  Three  features  of  hemophilic 
arthritis  require  special  attention:  hemorrhage  from 
treatment,  spontaneous  or  cyclic  hemorrhage  which 
may  even  force  abandonment  of  treatment,  and, 
most  important,  the  marked  vulnerability  of  the 
cystic  juxta-articular  bone. 

These  requirements  have  been  met  by  strict  ad- 
herence to  the  principle  of  “subliminal  forces” 
(Momsen)  for  the  correction  of  deformities  and  by 


844 


SCIENTIFIC  EXHIBITS 


[X.  Y.  State  J.  M. 


the  development  of  apparatus  to  maintain  correction 
and  to  permit  ambulation.  With  increasing  ex- 
perience treatment  has  to  an  extent  been  stand- 
ardized. The  exhibit  will  include  pictorial  case  his- 
tories and  will  demonstrate  special  orthopedic  ap- 
paratus. Special  requirements  for  preoperative 
preparation  and  for  anesthesia  will  be  illustrated. 
Postoperative  and  home  care  will  also  be  discussed. 
(Booth  302) 

Reconstructive  Surgery  in  Injury  and  De- 
formity 

Jacques  W.  Maliniac,  M.D. 

New  York  Polyclinic  Medical  School  and  Hospital 
New  York  City 

Drawings  and  photographs  illustrate  surgical  re- 
pair of  maxillofacial  deformities  resulting  from  in- 
juries such  as  gunshot  wounds,  fractures,  and  those 
incurred  in  traffic  accidents.  Radiation  burns  of 
benign  and  malignant  lesions  of  the  face  and  the 
advantages  of  wide  excision  over  radiation  are  dem- 
onstrated. Stress  is  placed  on  the  prevention  and 
early  repair  of  childhood  deformities.  ( Booth  303) 

Fractures  of  the  Hip  and  Femur 

Alfred  L.  Shapiro,  M.D. 

Leo  Faske,  M.D. 

Cumberland  Hospital 
Brooklyn 

X-rays,  charts,  and  photographs  present  clinical 
experiences  with  hip  and  femur  fractures  in  a munici- 
pal hospital,  with  particular  reference  to  their 
geriatric  aspects.  The  indications  and  contraindica- 
tions for  operative  treatment  , the  problem  of  fixation 
in  comminuted  and  unstable  fractures,  the  risk  of 
thromboembolism  and  other  complications,  and  the 
role  of  osteotomy  are  included  in  the  presentation. 
( Booth  304) 

Conservative  Amputations  for  Gangrene  due 
to  Arteriosclerosis  and  Diabetes 

Samuel  Silbert,  M.D. 

Henry  Haimovici,  M.D. 

Montefiore  Hospital 
New  York  City 

Charts  and  photographs  describe  the  technic  and 
results  of  midleg  and  transmetatarsal  amputations. 
(Booth  305) 

Tumors  of  the  Hands  and  Feet 

Robert  J.  Booher,  M.D. 

George  T.  Pack,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

This  photographic  review,  in  black  and  white  and 
in  color,  of  the  benign  and  malignant  tumors  of  the 
hands  and  feet  presents  typical  case  histories  of  the 
common  tumors  as  well  as  unusual  benign  and  malig- 
nant tumors,  with  full  treatment  of  histologic  detail 
by  photomicrographs.  It  is  accompanied  by  an 
analysis  of  the  experience  of  the  Mixed  Tumor 
Service  at  Memorial  Cancer  Center  over  a thirteen- 
year  period  (1935  to  1947,  inclusive)  to  compare 
with  the  preceding  twenty-year  period.  For  most 
cases  three  and  five-year  follow-up  statistics  are  in- 
cluded. (Booth  306 ) 

Foot  Muscle  Tester  and  Exerciser 

William  Bierman,  M.D. 

Mount  Sinai  Hospital 
New  York  City 


A device  will  be  shown  for  the  measurement  of 
motion  at  the  ankle  and  for  the  determination  of  the 
strength  of  the  muscles  moving  the  ankle.  It  also 
permits  of  the  administration  of  all  varieties  of 
exercise  (passive,  free,  assistive,  resistive)  to  the 
muscles  producing  ankle  motion.  (Booth  307) 

Preconceptional  Clinic  Exhibit 

Edward  C.  Hughes,  M.D. 

Ferdinand  Shoeneck,  M.D. 

State  University  of  New  York  at  Syracuse,  College 
of  Medicine 
Syracuse 

The  exhibit  consists  of  photomicrographs,  color 
charts,  and  an  outline  of  the  preconceptional  clinic 
program.  (Booth  308) 

Visual  Education  as  Used  in  Teaching 
Obstetrics 

Edward  C.  Hughes,  M.D. 

Raymond  J.  Pieri,  M.D. 

State  University  of  New  York  at  Syracuse,  College 
of  Medicine 
Syracuse 

The  use  of  various  teaching  methods  is  shown  by 
photomicrographs  and  charts.  (Booth  309) 

Hematosonography:  A New  Modality  for  the 
Differentiation  of  Blood  of  Psychotics  from 
Nonpsychotics 

Raymond  R.  Sackler,  M.D. 

Arthur  M.  Sackler,  M.D. 

Frank  W.  CoTui,  M.D. 

Mortimer  D.  Sackler,  M.D. 

Harry  A.  La  Burt,  M.D. 

Creedmoor  Institute  for  Psychobiologic  Studies 

Creedmoor  State  Hospital 
Queens  Village 

The  instrumentation  of  ultrasound  for  quantita- 
tion of  physical  changes  (viscosity)  of  blood  while 
clotting  is  to  be  displayed.  This  will  include  the 
LUtraviscoson,  the  Brown  Electronik  Potentiometer, 
and  the  required  constant  temperature  water  bath. 
Principles  underlying  the  use  of  ultrasound  as  a 
means  of  physiologic  investigation  are  briefly  de- 
scribed. The  exhibit  will  present  hematosono- 
graphs,  autographicallv  recorded  graphs  of  physical 
changes  in  blood  as  it  clots.  The  hematosonograph 
curves  are  a record  of  the  absorption  of  ultrasonic 
energy  in  the  blood  as  it  clots,  the  changes  being  in- 
stantaneously computed  as  the  signals  are  analyzed 
by  the  Ultraviscoson.  The  applicability  of  this  in- 
strumentation for  the  study  of  blood  clotting  phe- 
nomena is  demonstrated  with  the  use  of  blood 
samples.  Typical  illustrations  of  its  value  will  be 
presented,  such  as  (1)  differentiation  of  blood  of 
psychotic  from  nonpsychotic  subjects,  (2)  as  a pos- 
sible therapeutic  guide  in  the  demonstration  of  the 
effects  of  various  hormones  and  substances  on  blood 
clotting  phenomena,  and  (3)  as  a new  modality  in 
the  investigation  of  the  phvsiologv  of  clotting. 
(Booth  310) 

Physical  Medicine  and  Rehabilitation 

Samuel  G.  Feuer,  M.D. 

Benjamin  Koven,  M.D. 

Sigmund  Forster,  M.D. 

Max  V.  Weinstein,  M.D. 

Israel  Muss,  M.D. 

Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
Brooklyn 
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Charts  and  photographs  provide  and  illustrate 
outlines  of  treatment  for  amputees  and  hemi- 
plegics.  ( Booth  311) 

Medical  Procedure  in  Workmen’s  Compensa- 
tion 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York  City 

Documents  used  in  preparhig  a case  in  compensa- 
tion; the  relationship  of  the  physician  to  the  case; 
the  various  steps  followed,  illustrating  the  im- 
portance and  urgency  of  the  medical  reports;  the 
interrelationship  of  (1)  the  attending  physician,  (2) 
the  carrier’s  physician,  (3)  the  State  examiner,  and 
(4)  possible  consultants.  A special  exhibit  relating 
to  the  Disability  Law  will  also  be  shown.  ( Booth 
312 ) 

Toe-Out  and  the  Prevention  of  the  Weak  foot 

Louis  Starr,  M.D. 

State  University  of  New  York  at  New  York  City, 
College  of  Medicine 
Brooklyn 

Weight  bearing  in  the  toe-out  position  is  the  com- 
monest cause  of  the  weak  foot.  Toe-out  must  be 
prevented  before  the  infant  learns  to  stand  and  walk. 
Elimination  of  toe-out  is  the  best  means  of  prevent- 
ing the  development  of  the  weak  foot.  ( Booth  313 ) 

Radiographic  and  Anatomic  Studies  of  the 
Small  Joints  of  the  Vertebral  Column 
Charles  J.  Sutro,  M.D. 

Hospital  for  Joint  Diseases 
New  York  City 

A study  was  made  of  the  articular  processes  (facets) 
and  of  the  costovertebral  articulations  of  100  post- 
mortem specimens  by  comparative  radiographic  and 
anatomic  preparations.  It  was  found  that  these 
joints  may  be  the  seat  of  rheumatoid  arthritis,  osteo- 
arthritis, metastatic  tumors,  or  metabolic  diseases. 
Osteophytes  about  the  articular  facets  may  encroach 
upon  the  intervertebral  foramen  and  the  nerve  roots. 
These  changes  may  be  found  by  careful  radiographic 
examination  of  the  facets.  The  study  also  revealed 
that  the  intervertebral  fibrocartilages  of  the  dorsal 
vertebrae  may  impinge  or  cause  pressure  upon  the 
contiguous  costovertebral  articulations.  From  a 
clinical  standpoint,  study  of  these  small  joints  is  as 
important  as  that  of  the  intervertebral  fibrocartilage 
and  the  nucleus  pulposis  in  “back  disorders.” 
( Booth  31 4) 

Site  of  Action  of  Drugs  Used  as  Vasodilators 
in  Peripheral  Vascular  Diseases 
Marcus  A.  Feinstein,  M.D. 

Beth  Israel  Hospital 
New  York  City 

A colored  drawing  showing  the  anatomic  sites  of 
action  of  various  svmpathicolytic  drugs  constitutes 
one  half  of  the  exhibit,  while  the  other  half  enumer- 
ates various  vasodilating  drugs  with  a short  state- 
ment on  the  mode  of  action  of  each  such  drug. 
( Booth  315) 

Granulomatous  Jejunitis  and  Ileojejunitis: 
Roentgen  Aspects 

Richard  H.  Marshak,  M.D. 

Bernard  S.  Wolf,  M.D. 

Burrill  B.  Crohn,  M.D. 

Mount  Sinai  Hospital 
New  York  City 


Seventy-eight  cases  of  ulcerative  ileojejunitis  and 
jejunitis  will  be  presented  with  pertinent  clinical  and 
pathologic  data,  and  detailed  roentgen  descriptions. 
Six  cases  in  this  series  had  massive  and  three  more 
had  limited  local  resections  of  the  small  bowel. 
Our  cases  have  been  classified  into  nonstenotic  and 
stenotic  forms  to  facilitate  roentgen  study.  In  the 
nonstenotic  stage  the  early  findings  consist  of  irregu- 
larity of  the  folds  and  contour  and  thickening  and 
blunting  of  the  folds.  Later  cobblestoning  and 
ulcerations  of  varying  degree  and  rigidity  and  separa- 
tion of  loops  of  bowel  are  noted.  The  stenotic  stage 
shows  many  of  the  roentgen  features  seen  in  terminal 
ileitis.  These  include  the  string  sign,  skip  areas  of 
dilated  bowel,  and  rigidity  and  separation  of  loops  of 
small  intestine.  However,  fistula  formation  is  seen 
on  occasion.  Pathologic  correlation  with  the  roent- 
gen findings  will  be  emphasized.  ( Booth  316) 

Self-Heading  Screw  for  Bone  Plating 

George  S.  King,  M.D. 

Bay  Shore 

A series  of  plated  bones  repaired  with  self-heading 
screw;  screws  and  tools  to  place  same.  ( Booth  317) 

Effect  of  Experimental  Cold  Injury  on  Local 
and  Systemic  Circulation 

Benjamin  Jablons,  M.D. 

Aaron  H.  Wolf  son 

Goldwater  Memorial  Hospital 
New  York  City 

Lethal  and  nonlethal  cold  injury  was  determined, 
with  the  varying  early  and  late  effects  of  such  ex- 
perimental injury  on  the  locally  exposed  area  and  on 
the  systemic  circulation.  These  were  studied  in 
biopsy  sections  during  life  and  in  tissues  from  differ- 
ent organs  after  death.  The  permeability  to  various 
dyes,  injected  intravenously,  of  the  blood  vessels  in 
the  area  exposed  to  local  cold  injury  and  in  the  ves- 
sels of  the  exteriorized  kidneys  was  studied,  as  well 
as  the  effect  of  the  cold  injury  on  blood  flow.  The 
response  in  these  areas  to  various  sympathicolytic 
agents,  Tubulin,  Benodaine,  hydrergine,  etc.,  and 
to  various  vasodilator  preparations,  histamine, 
acetylcholine,  etc.,  and  their  effect  on  the  course  of 
the  frostbite  will  be  demonstrated.  ( Booth  318) 

A Technic  for  the  Dry  Preservation  of 
Anatomic  and  Pathologic  Material 

Bernard  Sills,  M.D. 

New  York  City 

Mounted  specimens  of  human  and  animal  organs 
will  be  shown.  They  are  prepared  by  an  original 
technic  and  are  conserved  without  the  need  of  fluid 
or  being  encased  in  plastic  blocks.  ( Booth  319) 

Orofacial  Fistulas  of  Dental  Origin 

Stanley  J.  Behrman,  D.D.S. 

New  York  Hospital-Cornell  Medical  Center 
New  York  City 

Orofacial  fistulas  of  dental  origin  usually  are  first 
seen  by  physicians.  Treatment  is  commonly  for 
some  other  entity,  and  a study  of  25  cases  indicates 
an  average  treatment  time  of  nineteen  months  be- 
fore dental  consultation  is  sought.  This  exhibit, 
consisting  of  photographs,  roentgenogram  prints, 
full-color  drawings,  and  latex  models  of  a face,  (1) 
lists  and  illustrates  the  most  frequent  confused 
diagnoses,  (2)  lists  and  illustrates  the  true  dental 
causes,  (3)  illustrates  a case  that  was  treated  for 
tuberculosis,  (4)  illustrates  types  of  diagnostic 
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roentgenograms  and  other  methods  of  diagnosis  and 
treatment.  ( Booth  320) 

Past  Gains  and  Present  Problems  in 
Prevention  of  Blindness 

Franklin  M.  Foote,  M.D. 

National  Society  for  the  Prevention  of  Blindness, 
Inc. 

New  York  City 

Progress  has  been  made  in  preventing  blindness 
among  children  due  to  ophthalmia  neonatorum, 
venereal  disease,  and  accidental  injury.  Many  tech- 
nics in  eye  surgery  have  been  perfected;  for  ex- 
ample, cataract  operations  are  90  to  95  per  cent 
successful.  Counterbalancing  these  gains  are  new 
threats  to  vision.  Twenty  years  have  been  added 
to  the  average  life  span  since  1900.  Thus  more 
people  develop  glaucoma  and  other  blinding  dis- 
eases that  are  more  prevalent  in  later  years.  Recent 
increases  in  blindness  from  hereditary  and  congeni- 
tal causes  are  due  partly  to  the  fact  that  more  pre- 
mature babies,  whose  eyes  are  imperfectly  devel- 
oped, are  being  saved.  The  National  Society  is 
working  for  the  widest  and  most  effective  use  of  the 
sight-saving  knowledge  we  now  have.  At  the 
same  time  it  is  promoting  further  research  into  the 
causes  of  blindness  and  studies  on  better  methods  of 
diagnosis  and  treatment  of  eye  diseases.  ( Booth 
321) 

Improvement  and  Cure  of  Chorioretinitis 

Arthur  Alexander  Knapp,  M.D. 

New  York  City 

Kodachrome  photographs  of  human  fundi  oculi 
will  be  shown  before  and  after  treatment.  The 
first  photographs  will  show  active  chorioretinitis 
with  some  loss  of  vision.  In  the  succeeding  pictures 
one  can  readily  observe  the  improvement  by  the 
retinal  and  choroidal  regeneration,  thus  bringing  out 
the  fact  that  regeneration  of  these  layers  actually  can 
take  place.  ( Booth  322) 

New  York  Diabetes  Association 

New  York  City 

Illustrating  the  various  activities  of  the  New  York 
Diabetes  Association  and  its  affiliated  organizations 
in  the  fields  of  research,  teaching,  therapy,  and 
social  welfare.  ( Booth  323) 

Studies  on  the  Pathogenesis  of  Diabetes 
Mellitus 

Sydney  S.  Lazarus,  M.D. 

Bruno  W.  Volk,  M.D. 

Mendel  Jacobi,  M.D. 

Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
Brooklyn 

Three  primary  mechanisms  are  postulated  for  the 
derangement  of  carbohydrate  metabolism  observed 
in  patients  with  diabetes  mellitus:  (1)  primary  pan- 
creatic islet  insufficiency,  (2)  relative  insulin  defi- 
ciency due  to  overactivity  of  the  insulin  antagonists 
of  the  anterior  lobe  of  the  pituitary  gland  and  of  the 
adrenal  cortex,  and  (3)  primary  liver  disturbance  of 
the  blood  sugar  regulating  function.  An  attempt 
has  been  made  to  utilize  the  response  of  the  absolute 
lymphocyte  count  and  the  serum  inorganic  phos- 
phorus to  glucose  administration  in  the  clinical  dif- 
ferentiation of  these  mechanisms.  The  results  thus 
obtained  are  supported  by  the  findings  as  to  insulin 
sensitivity  secured  by  utilizing  the  modified  glucose 
insulin  tolerance  test.  ( Booth  324) 


Visual  Aid  in  Teaching  Radiation  Therapy 

Rieva  Rosh,  M.D. 

Bellevue  Hospital 
New  York  City 

Oscar  H.  Cohen,  M.D. 

All  Souls  Hospital 

Morristown,  New  Jersey 

In  a translucent  anatomic  model  of  the  head  and 
neck,  with  anatomy  outlined  in  the  central  plane, 
small  electric  lights  are  placed  at  areas  commonly 
treated:  pituitary,  posterior  nasopharynx,  lateral 
aspect  of  the  tongue,  base  of  the  tongue,  and  vocal 
cords.  A beam  of  light  simulating  the  x-ray  therapy 
beam  can  be  projected  to  these  areas.  Accompany- 
ing charts  show  average  measurements,  depth  doses, 
and  treatment  fields.  ( Booth  325) 

Irradiation  of  Advanced  Cancer  Through  a 
Grid 

Hirsch  Marks,  M.D. 

Welfare  Island  Dispensary 
New  York  City 

The  use  of  a lead-rubber  grid,  4 to  8 mm.  in  thick- 
ness, which  allows  up  to  40  per  cent  transmission  of 
the  air  dose  enabled  the  author  to  administer  very 
high  doses  of  the  order  of  magnitude  of  20,000  to 
40,000  r by  fractionated  therapy.  The  grid  is 
placed  over  the  area  to  be  irradiated  in  a chessboard 
or  sieve  pattern,  using  a nonalternating  grid  method, 
and  by  these  means  healing  and  resolution  have  been 
obtained  in  such  difficult  sites  as  the  vulva  and  the 
bladder.  ( Booth  326) 

Migraine 

Arnold  P.  Friedman,  M.D. 

Irwin  G.  Karron,  M.D. 

Naomi  de  Sola  Pool,  M.D. 

Montefiore  Hospital 
New  York  City 

The  various  factors  involved  in  the  pathogenesis  of 
the  migraine  attack  are  demonstrated.  Illustrations 
of  the  physiologic  mechanism  occurring  in  the  pre- 
headache (vasoconstrictor)  and  headache  (vasodila- 
tor) stage  are  presented.  Criteria  for  the  diagnosis 
of  migraine  and  differential  diagnosis  are  indicated, 
and  emphasis  is  placed  on  experience  with  the  use  of 
various  methods  of  therapy  in  the  prophylaxis  and 
symptomatic  treatment  of  migraine.  ( Booth  327) 

Fetal  Intrauterine  Life:  A Fifteen-Year 

Radiologic  Study 

Abner  1.  Weisman,  M.D. 

Jewish  Memorial  Hospital 
New  York  City 

Eight  hundred  primiparous  women  were  studied 
throughout  their  antepartum  course.  Fetal  activity 
and  movements  were  followed  clinically  and  roent- 
genographically  at  definite  intervals  of  fetal  age. 
Observations  were  carefully  made  of  fetal  position, 
attitude,  and  polarity.  Fetal  movements  are  ac- 
curately described  in  a basic  report  not  as  yet  found 
in  the  scientific  literature.  Fetal  activity  is  classi- 
fied and  correlated  with  clinical  usefulness.  ( Booth 
328) 

Prevention  of  Blindness  Service,  Commission 
for  the  Blind 

New  York  State  Department  of  Social  Welfare 

New  York  City 

Posters  and  mimeographed  articles  related  to  the 
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principles  of  heredity  as  they  affect  prevention  of 
blindness  will  be  shown.  These  refer  to  hereditary 
factors  in  general,  instructions  on  how  to  obtain  pedi- 
grees, and  compilations  on  glaucoma  as  found  in 
various  members  of  families.  ( Booth  329) 

2, 000, 000- Volt  X-eats  in  the  Treatment  of 
Cancer 

Milton  Friedman,  M.D. 

Hospital  for  Joint  Diseases 
New  York  City 

Charts,  photographs,  and  photomicrographs  will 
illustrate  supervoltage  x-ray  machines,  betatrons, 
and  sunchrocyclotrons  with  special  attention  to  the 
2,000,000-volt  resonating  transformer  apparatus. 
In  addition,  rotating  platforms,  devices  for  precision 
aiming  of  the  beam,  photographic  films  demonstrat- 
ing the  distribution  of  radiation  in  tissue,  and  a 
photoelectric  densitometer  will  be  illustrated.  The 
specific  indications  and  accomplishments  of  super- 
voltage radiation,  based  on  seven  years  experience  at 
Walter  Reed  Army  Hospital  and  two  at  the  Hospital 
for  Joint  Diseases,  will  be  presented.  ( Booth  330) 

Retroperitoneal  Teratoid  Tumors  in  Infancy 
and  Childhood 

Ernest  E.  Arnheim,  M.D. 

Mount  Sinai  Hospital 
New  York  City 
Beth-El  Hospital 
Brooklyn 

The  histogenesis,  pathologic  and  clinical  features, 
and  the  treatment  of  retroperitoneal  teratoid  tumors 
in  infancy  and  childhood  are  reviewed.  This  study 
is  based  on  a review  of  35  cases,  established  by  the 
pathologic  examination  of  surgical  or  autopsy  speci- 
mens, recorded  in  the  literature;  four  cases  from  the 
laboratories  of  the  Children’s  Hospital,  Boston; 
four  cases  treated  by  the  author — a total  of  43  cases. 
Photographs  of  patients  and  surgical  specimens, 
photomicrographs,  and  roentgenograms  are  ex- 
hibited. {Booth  331) 

Prolonged  Relief  of  Episiotomy  Pain 

Bernard  E.  Cappe,  M.D. 

Irving  M.  Pallin,  M.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

Episiotomy  is  the  most  frequently  performed 
obstetric  surgical  procedure.  It  is  also  one  of  the 
most  common  causes  of  local  postpartum  postopera- 
tive distress.  A new  type  of  local  anesthesia  has 
been  developed  which  has  been  found  clinically  to 
produce  a high  degree  of  pain  control.  This  type  of 
anesthesia  has  been  applied  to  local  infiltration  of 
the  site  of  the  episiotomy  and  has  produced  pro- 
longed relief  of  pain. 

The  exhibit,  using  charts,  photographs,  micro- 
photographs, and  drawings,  describes  the  method  of 
infiltration,  as  well  as  the  results  obtained  with  a 
large  series  of  cases.  The  clinical  experiences  ob- 
tained in  this  manner  are  presented.  {Booth  332) 

Pseudoacanthosis  Nigricans 

Helen  O.  Curth,  M.D. 

William  Curth,  M.D. 

College  of  Physicians  and  Surgeons  of  Columbia 
Universitv 
New  York  City 

Acanthosis  nigricans  is  a benign  dermatosis  which 
is  in  50  per  cent  of  cases  associated  with  internal 


adenocarcinoma.  Studies  on  the  dermatosis  have 
led  to  the  recognition  of  pseudoacanthosis  nigricans, 
a dermatosis  simulating  acanthosis  nigricans. 
Pseudoacanthosis  nigricans,  however,  is  dependent 
on  obesity  and  the  mechanical  factors  accompanying 
obesity  and  therefore  follows  a course  different  from 
that  of  true  acanthosis  nigricans.  Pseudoacantho- 
sis nigricans  is  not  associated  with  an  internal 
adenocarcinoma.  The  exhibit  will  illustrate  the 
similarities  and  differences  between  true  and  pseudo- 
acanthosis nigricans  and  will  give  the  theoretic  and 
practical  reasons  for  considering  pseudoacanthosis 
nigricans  an  entity.  {Booth  333) 

Radical  Mastectomy  with  In-Continuity,  En 
Bloc  Resection  of  the  Internal  Mammary 
Lymph  Node  Chain 
Jerome  A.  Urban,  M.D. 

Memorial  Hospital 
Cornell  University  Medical  College 

New  York  City 

A new  operative  procedure,  combining  radical 
mastectomy  with  en  bloc  dissection  in  continuity  of 
the  internal  mammary  lymph  node  chain,  is  demon- 
strated by  a series  of  lantern  slides  containing  photo- 
graphs, diagrams,  and  tables.  Of  25  cases  done  in 
1951,  15  showed  metastases  in  the  internal  mam- 
mary lymph  node  chain,  only  14  in  the  axillary 
lymph  nodes.  There  was  no  mortality  and  no  in- 
creased disability  postoperatively.  This  procedure 
is  particularly  indicated  for  primary  operable  breast 
cancers  located  in  the  medial  half  of  the  breast  as 
well  as  those  lying  beneath  the  nipple.  {Booth  334) 

Cyclic  Estrogenic  Hormone  Therapy'  of  Acne 
Vulgaris 

Douglas  Torre,  M.D. 

Margaret  M.  Klumpp,  M.D. 

Ephraim  Shorr,  M.D. 

New  York  Hospital 
Cornell  University  Medical  College 

New  York  City 

Charts,  drawing,  and  text  show  the  relationship  of 
the  steroid  sex  hormones  to  acne  vulgaris  and  the 
rationale  of  cyclic  estrogenic  hormone  therapy  in 
acne  vulgaris. 

Drawings,  photographs,  Kodachrome  transparen- 
cies, and  text  explain  the  rationale  and  practical 
application  of  the  vaginal  smear  technic. 

Data  are  presented  of  a ten-year  study  conducted 
in  the  Endocrine  and  Dermatology  Clinics  of  the 
New  York  Hospital  in  which  estrogenic  hormone  was 
administered  cyclically  to  female  patients  with  acne 
vulgaris  and  the  vaginal  smear  was  used  in  evalua- 
tion. {Booth  335) 

Medical  Facts 

Herman  E.  Hilleboe,  M.D. 

Granville  W.  Larimore,  M.D. 

New  York  State  Department  of  Health 
Albany 

An  exhibit  of  the  audience  participation  type,  de- 
signed to  bring  to  the  attention  of  the  practitioner  a 
number  of  medical  facts  which  have  public  health 
significance.  {Booth  336) 

Removable  Foam  Rubber  Obstetric  Forceps 
Mittens 

A Plan  for  an  Artificial  Uterus 

Emanuel  M.  Greenberg,  M.D. 

New  York  City 

Improved  removable  foam  rubber  obstetric  for- 

library  of  the 
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ceps  mittens  will  be  demonstrated.  These  mittens 
help  eliminate  surface  injury  to  the  newborn’s  head. 

Further  work  on  the  artificial  uterus  together  with 
some  experimental  evidence  will  be  presented. 
(Booth  S37) 

The  Low-Salt  Syndrome:  A Simple  Method  for 
Its  Recognition  and  Prevention 

Jacob  J.  Silverman,  M.D. 

Harold  B.  Trachtenberg,  M.D. 

Staten  Island  Hospital 
Staten  Island 

The  low-salt  syndrome  occurring  in  patients  on  a 
regimen  of  restricted  salt  and  diuretics  is  a dangerous 
complication  and  is  frequently  misdiagnosed.  To 
detect  this  syndrome  we  have  employed  a simple, 
practical  procedure  without  recourse  to  complicated 
laboratory  apparatus.  The  method  simply  de- 
pends upon  observing  the  response  of  urinary  chlo- 
rides. A small  convenient  kit  containing  a test 
tube,  two  reagents,  and  instructions  has  been  con- 
structed and  will  be  displayed.  The  test  can  be  per- 
formed quickly  and  easily  by  patient  or  physician. 
In  managing  heart  failure,  this  type  of  testing  should 
be  as  important  and  as  widespread  as  testing  for 
sugar  in  diabetics.  (Booth  338) 

A New  Technic  for  the  Prophylaxis  and 
Management  of  the  Decubital  Ulcers 

Eugene  Raicus,  M.D. 

Cumberland  Hospital 
Brooklyn 

Decubital  ulcers  are  commonly  encountered  with 
all  patients  confined  to  bed  for  an  extended  period  of 
time.  While  they  themselves  are  not  serious,  their 
sequelae  are.  A technic  is  presented  to  promote 
better  hygiene  of  the  compressed  area  which  has  re- 
sulted in  a high  degree  of  prophylaxis  of  these  insidi- 
ous ulcers.  The  exhibit  discusses  the  etiology, 
clinical  manifestations,  and  therapeusis  of  this 
pathologic  condition  by  means  of  charts,  drawings, 
tables,  photographs,  microphotographs,  and  tissue 
sections.  The  clinical  experience  with  a wide  num- 
ber of  cases  is  presented.  (Booth  339) 

The  Management  of  Postoperative  Pain  in 
Major  Surgery 

Alfred  H.  Iason,  M.D. 

Brooklyn 

This  exhibit  discusses  the  causes  and  sequelae  of 
postoperative  pain.  Methods  and  technics  are  de- 
scribed which  are  designed  to  limit  pain  at  the  surgi- 
cal site.  These  procedures  are  applicable  for  routine 
use  following  major  surgery.  The  results  of  these 
technics  as  they  have  been  carried  out  in  500  pa- 
tients are  discussed,  and  the  indications,  cautions, 
and  limitations  are  presented.  Special  emphasis  is 
placed  on  a stepwise  presentation  of  the  procedures 
through  the  use  of  photographs,  charts,  and  drawings 
to  acquaint  the  general  practitioner  with  these  rou- 
tines. (Booth  340) 

Clinical  Studies  on  Clot  Density 

Samuel  Losner,  M.D. 

Bruno  W.  Volk,  M.D. 

Mendel  Jacobi,  M.D. 

Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
Brooklyn 

A photoelectric  prothrombin  determination  fol- 
lowing the  one-stage  Quick  method  was  elaborated. 


based  upon  the  sharply  increasing  optical  density  of 
plasma  at  the  instant  of  clotting.  The  difference  of 
the  optical  densities  before  and  after  clotting,  as 
read  from  the  (upper)  optical  density  scale  of  the 
Coleman  Spectrophotometer,  termed  “clot  density,” 
served  to  calculate  the  fibrinogen  concentration  of 
plasma.  Normal  values  of  the  clot  density  vary 
from  five  to  fifteen.  It  is  greatly  increased  in  acute 
inflammatory  conditions  and  reflects  the  clinical 
status  of  the  patient  in  many  instances  better  than 
the  corrected  sedimentation  rate.  (Booth  341) 


Blood  Lipid  Studies  in  Cardiovascular  Diseases 

A.  Allen  Goldbloom,  M.D. 

Julius  Pomeranze,  M.D. 

Beth  Israel  Hospital 
New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 
New  York  City 

Blood  lipid  fractions,  such  as  phospholipids,  total 
cholesterol,  cholesterol  ester,  and  neutral  fats,  and 
total  lipids  have  been  determined  in  normal  states 
and  in  various  diseases.  There  is  a marked  varia- 
tion of  the  normal  blood  lipid  partitions.  Chemical 
determinations  of  serum  lipids  and  their  relationship 
have  not  proved  a satisfactory  guide  for  the  evalua- 
tion of  atherosclerosis  or  its  therapy.  Except  in  the 
cases  of  acute  coronary  occlusion  within  the  first 
week  none  of  the  entities  shows  marked  abnormali- 
ties of  serum  lipids.  Abnormalities  of  lipid  metab- 
olism are  associated  with  atherosclerosis  as  cause  or 
effect  or  as  concomitant  findings  and  may  be  due  to 
various  causes.  Clinical  evaluation  retains  its 
importance.  (Booth  31$) 


Continuous  Epidural  Anesthesia  for  Cesarean 
Section 

F.  Paul  Ansbro,  M.D. 

Benson  Bodell,  M.D. 

Charles  A.  Gordon,  M.D. 

Francis  S.  Latteri,  M.D. 

Saint  Catherine’s  Hospital 
Brooklyn 

A full-sized  sagittal  section  moulage  with  a real 
spinal  column  inserted  and  illuminated  by  electric 
light  will  be  displayed.  The  ligaments  of  the  spine 
are  clearly  depicted,  and  the  technic  of  passing  the 
Tuohy  catheter  to  the  epidural  space  is  demon- 
strated on  the  model.  Charts  and  drawings  de- 
scribe results  and  further  depict  the  anatomy. 
(Booth  343 ) 


Disposable  Unit  for  Fractional  Spinal 
Anesthesia 

Herman  Taller,  M.D. 

Abraham  C.  Goldfeder,  M.D. 

• Beth-El  Hospital 
Brooklyn 

Disposable  plastic  polyvinyl  catheter  for  use  in 
fractional  spinal  anesthesia  with  special  adapters. 
This  plastic  tubing  can  be  autoclaved.  It  dispenses 
with  the  use  of  the  old-fashioned  rubber  tubing 
which  was  not  transparent  and  which  was  difficult 
to  clean,  and  hence  could  be  a source  of  contamina- 
tion. These  two  special  adapters  are  also  con- 
structed to  fit  different  caliber  tubing  without  leak- 
age. This  method  employs  a minimal  amount  of 
equipment.  (Booth  344) 
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Proctologic  Disorders  of  the  Newborn,  Infant, 
and  Child 

Saul  Schapiro,  M.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

The  proctologic  anatomy,  methods  of  diagnosis, 
and  disorders  of  the  newborn,  infant,  and  child  are 


demonstrated  by  photographs,  drawings,  charts,  and 
roentgenograms.  A pediatric  proctologic  examining 
table,  anoscopes,  and  proctoscopes  are  shown.  A 
total  of  2,700  pediatric  proctologic  cases  are  listed 
and  classified.  A statistical  survey  of  the  congenital 
anomalies  of  the  anoreetum  is  presented.  A new 
regional  classification  of  such  anomalies  is  offered 
and  illustrated  by  detailed  anatomic  drawings  and 
clinical  photographs.  ( Booth  345) 


SCIENTIFIC  MOTION  PICTURES 


Tuesday,  May  13  through  Friday,  May  16 

Conference  Room  3,  Mezzanine 


Morning 

9:00  Medical  Film  Guild  Newsreel 

9 : 15  Skin  Grafting  of  Extensive  Burns 

University  of  Kansas  Medical  Center, 

Kansas  City,  Kansas 

9:40  Allergy:  Immunology  and  Treatment 
University  of  Pittsburgh,  Pittsburgh, 
Pennsylvania 

10:31  Steindler  Tendon  Transplantation 
Leo  Mayer,  M.D.,  New  York  City 

11:04  Urinary  Infections:  Bacteriology, 

Pathology,  Treatment 

St.  Louis  University,  School  of  Medicine, 

St.  Louis,  Missouri 

11:49  Hypertensive  Crisis 

Boston  University,  School  of  Medicine, 
Boston,  Massachusetts 
Harvard  Medical  School,  Boston,  Massa- 
chusetts 

Afternoon 

12:22  Modified  Guillotine  Amputation  of  Leg 
for  Arteriosclerotic  and  Diabetic 
Gangrene 

Beverly  C.  Smith,  M.D.,  New  York  City 


The  films  are  shown  through  the  courtesy  of  Mr. 
Joseph  P.  Hackel,  Medical  Film  Guild,  Ltd.  New 
York  City,  in  cooperation  with  the  Medical  Society 
of  the  State  of  New  York. 


Intermission 

2:00  Hypertensive  Crisis 

Boston  University,  School  of  Medicine, 

Boston,  Massachusetts 

Harvard  Medical  School,  Boston,  Massa- 
chusetts 

2 : 33  Surgical  Treatment  of  Obstinate  Pruri- 
tus Ani 

Saul  Shapiro,  M.D.,  Brooklyn 

2 : 45  Skin  Grafting  of  Extensive  Burns 

University  of  Kansas  Medical  Center, 

Kansas  City,  Kansas 

3:10  Multiple  Personality 

Columbia  University,  New  York  City 

3:33  A Clinic  on  Deafness 

New  York  Polyclinic  Medical  School  and 
Hospital,  New  York  City 

4:06  Urinary  Infections:  Bacteriology, 

Pathology,  Treatment 

St.  Louis  University,  School  of  Medicine, 

St.  Louis,  Missouri 

4:51  Requests 


Motion  Picture  Exhibit  will  close  at  2 p.m.  on  Friday 
May  16. 


YOUR  Society  has  again  arranged  to  bring  you  an  outstanding  group  of  technical  ex- 
hibits from  pharmaceutical  laboratories,  surgical  houses,  medical  publishers,  and  others 
closely  associated  with  the  profession  in  its  work.  Each  booth  will  be  staffed  by  experts, 
ready  to  serve  you  by  demonstration,  glad  to  answer  your  questions  concerning  the  latest 
developments  in  their  fields.  Here  you  may  keep  abreast  of  what  is  being  done  now  through- 
out the  country  and  what  is  planned  for  the  future  to  aid  you  in  the  practice  of  medicine. 

Read  over  the  list  that  follows  for  advance  information  on  the  exhibitors.  From  May  13 
to  16  visit  them  and  give  them  your  support.  They  are  making  a large  contribution 
toward  paying  the  expenses  of  this  second  ranking  medical  meeting  in  the  country,  your 
own  annual  meeting. 


Abbott  Laboratories,  North  Chicago,  Illinois  (Booths 
45  and  46),  will  present  animated  exhibits  on  Day- 
alets  (Abbott’s  Multiple  Vitamins)  and  Desoxyn 
Hydrochloride,  a cerebral  stimulant.  In  the  former, 
Mr.  Fishy  Taste  is  shown  waving  goodbye,  to  illus- 
trate the  absence  of  fish  oil  reactions  in  Dayalets. 
In  the  latter,  a green  snake,  Temptation,  points  up 
the  need  of  providing  food  resistance  to  a wavering 
dieter  by  means  of  Desoxyn. 

The  Alkalol  Company,  Taunton,  Massachusetts 
(Booth  E),  will  feature  Alkalol,  the  balanced,  alka- 
line, saline  solution  for  the  treatment  of  mucous 
membranes  and  irritated  tissues.  We  are  also  show- 
ing Irrigol,  a powder  which  in  solution  makes  an 
aseptic,  slightly  astringent  vaginal  douche.  It  is 
used  also  for  colonic  irrigations  and  as  a rectal  enema. 

Americana  Corporation,  Chicago,  Illinois  (Booth 
28K).  All  members  and  guests  attending  the  146th 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York  are  cordially  invited  to  visit  our  booth. 
We  will  have  on  display  the  Mid-Century  printing 
of  the  Encyclopedia  Americana,  the  supreme  au- 
thority for  generations,  and  also  the  Fortieth  An- 
niversary Edition  of  the  Book  of  Knowledge,  the 
finest  reference  work  for  children — an  American 
tradition. 

The  American  Journal  of  Medicine,  New  \ork 
City  (Booth  125),  often  referred  to  as  the  “Green 
Journal,”  invites  you  to  inspect  the  current  issues. 
Included  in  its  editorial  contents  are  20  hospital 
staff  conferences  and  the  papers  of  3 clinical  research 
societies.  The  May  issue  will  present  a symposium 
on  multiple  sclerosis  and  demyelinating  diseases. 
Seminars  on  congenital  heart  disease  will  appear 
January  through  June. 


hospital  floor  use,  etc.  The  Ames  representatives 
will  be  demonstrating  these  tests. 


Doris  Appel  Medical 
Sculptures,  Lynn, 
Massachusetts  (Booth 
B).  Medical  history 
portrait  plaques  of  Im- 
hotep, Hippocrates, 
Galen,  Maimonides, 
Yesalius,  Pare,  Har- 
vey, Pasteur,  Lister, 
and  Roentgen  are 
available  exclusively 
for  the  medical  pro- 
fession, 11  by  13 
inches.  Medical  his- 
tory bookends  of  Imhotep,  Hippocrates,  Maimon- 
ides, and  Roentgen — height  10  inches;  sturdy,  func- 
tional, distinctive,  in  green  bronze  finish. 


The  Armour  Laboratories,  Chicago,  Illinois  (Booth 
96).  You  are  cordially  invited  to  visit  the  Armour 
Laboratories  exhibit  where  our  representatives  will 
be  pleased  to  discuss  with  you  Acthar  Gel,  the  Ar- 
mour Laboratories  brand  of  adrenocorticotropic 
hormone;  Tryptar;  the  Armatinic  products;  the 
Crystamin  products  and  Thyroid. 

Association  of  American  University  Presses,  New 
York  City  (Booth  24).  Distinguished  for  authorita- 
tive content  and  excellence  of  editorial  work,  the 
books  of  university  presses  claim  enviable  rank 
among  nonfiction  and  technical  publications.  The 
Association  of  American  University  Presses  has 
arranged  a cooperative  exhibit  for  your  enjoyment 
at  this  meeting  and  to  give  you  an  opportunity  to 
purchase  some  of  the  important  titles  for  your 
library. 


Ames  Company,  Inc.,  Elkhart,  Indiana  (Booth  91). 
The  Ames  Diagnostic  Kit  will  be  featured.  This 
small  kit,  measuring  3 by  9 inches,  contains  Clini- 
test,  a test  for  urine  sugar;  Bumintest,  a test  for 
albumin;  Acetest,  a test  for  acetone;  and  Hema- 
test,  a test  for  occult  blood.  No  extra^  reagents, 
equipment,  or  accessories  are  needed.  This  kit  is 
designed  for  the  physician’s  office,  small  laboratory, 


Astra  Pharmaceutical  Products  Inc.,  Worcester, 
Massachusetts  (Booth  G).  Our  exhibit  wall  fea- 
ture Xylocaine,  the  new,  potent,  short-acting  local 
anesthetic,  producing  on  injection  a more  prompt, 
intense,  and  extensive  anesthesia  than  equal  con- 
centrations of  procaine  hydrochloride.  Useful  or 
effective  with  or  without  epinephrine,  it  has  been 
described  as  the  most  promising  of  the  new  local  an- 
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esthetics,  approaching  in  efficiency  the  nerve-block- 
ing properties  of  piperocaine  and  in  toxicity  the  ad- 
vantages of  safety  offered  by  procaine. 

Ayerst,  McKenna  & Harrison,  Limited,  New  York 
City  (Booth  101).  Physicians  attending  the  Medi- 
cal Society  of  the  State  of  New  York  meeting  are 
cordially  invited  to  visit  the  Ayerst  booth.  Our 
representatives  will  be  happy  to  answer  your  in- 
quiries relative  to  Premarin,  Antabuse,  or  other 
Ayerst  specialties. 

W.  A.  Baum  Company,  Inc.,  New  York  City  (Booth 
37).  The  newest  developments  in  blood  pressure 
equipment  will  be  displayed  and  demonstrated  at 
this  booth.  Lifetime  Baumanometers  for  every 
need  will  be  shown,  also  the  Phlebaumanometer  for 
measuring  venous  blood  pressure  and  the  latest  in 
blood  pressure  accessories.  Representatives  will  be 
on  hand  to  discuss  your  special  problems  and  re- 
quirements. 

J.  Beeber  Company,  Inc.,  New  York  City  (Booths 
28,  28G,  and  28H),  is  pleased  to  present  the  newest 
diagnostic  equipment,  as  well  as  that  for  treatment 
of  diseases;  the  Raytheon  Micro-wave  Diathermy, 
which  is  considered  one  of  the  foremost  advances  in 

(physical  medicine;  the  Brociner-Mass  Clinical  An- 
alyzer, photoelectric  colorimeter;  the  Beck  Lee  di- 
rect-writing electrocardiograph;  the  Mattern  latest 
x-ray  units,  and  Beekon  Whirlpool  Baths. 

Beech-Nut  Packing  Com- 
pany, Inc.,  New  York  City 
(Booth  103).  Beech-Nut 
Strained  Bananas  will  be 
featured  at  this  booth  along 
with  the  complete  line  of 
Strained  and  Junior  Foods 
including  the  three  cereals. 
Nutritionists  will  be  in  attendance  to  answer  any 
questions  regarding  the  nutritive  value  of  these 
foods. 

Bilhuber-Knoll  Corporation,  Orange,  New  Jersey 
(Booth  82),  cordially  invite  you  to  visit  their  ex- 
hibit for  the  latest  information  on  Octin  in  mi- 
graine; Valoctin  in  dysmenorrhea;  Quadrinal  in 
chronic  asthma;  Metrazol,  intravenously  in  alcohol 
and  barbiturate  poisoning  and  orally  to  combat 
mental  and  physical  retrogression  in  the  aged  pa- 
tient. Your  discussion  on  these  and  their  other 
prescription  chemicals,  Bromural,  Dilaudid,  Theo- 
calcin,  etc.,  will  be  welcomed. 

The  Borden  Company,  New  York  City  (Booth  109). 
Borden  representatives  will  be  more  than  pleased  to 
discuss  a new  powdered  infant  food  with  you.  Bre- 
mil  is  a completely  modified  milk  in  which  nutrition- 
ally essential  elements  of  cow’s  milk  have  been  ad- 
justed in  order  to  supply  the  nutritional  require- 
ments of  infants  deprived  of  human  milk.  Also  ex- 
hibited will  be  Mull-Soy,  Dryco,  Biolac,  and  other 
prescription  products. 

Brewer  & Company,  Worcester,  Massachusetts 
(Booth  22).  This  exhibit  consists  of  specialties  cen- 
tering around  Thesodate,  the  original  enteric-coated 
tablet  of  theobromine  sodium  acetate,  and  Luas- 
min,  a combination  of  theophylline  sodium  ace- 
tate, phenobarbital,  and  ephedrine  for  the  treatment 
of  asthma.  Also,  Brewer  Capsules  and  ampules, 
other  specialties  including  Soduxin  (Sodium  Suc- 
cinate— Brewer)  and  standard  pharmaceuticals 
manufactured  by  Brewer  & Company,  Inc.,  includ- 


ing a complete  line  of  vitamin  preparations  for  in- 
ternal use  and  injection.  Gel-ets,  the  newest  mode 
in  oral  vitamin  therapy,  and  Amchlor,  enteric- 
coated  1-Gm.  tablets  of  ammonium  chloride,  are 
also  featured.  In  addition,  the  company’s  represent- 
atives will  feature  Asteric,  a special  enteric-coated 
aspirin  for  massive  dosages,  and  the  two  newest  Gel- 
ets,  PHOB  (phenobarbital)  and  Diethylstilbestrol, 
in  various  strengths.  Literature  will  be  available 
on  the  new  Brewer  specialties,  Injectable  Quinidine 
Hydrochloride  and  Sus-phrine,  aqueous  suspension 
of  epinephrine  1 : 200  for  subcutaneous  injection  in 
the  treatment  of  asthma. 

Bristol  Laboratories,  Inc.,  New  York  City  (Booth 
121)  cordially  invite  you  to  visit  their  exhibit.  The 
booth  will  be  devoted  to  many  developments  in  the 
antibiotic  field.  Qualified  representatives  will  be 
on  hand  to  welcome  you  and  to  furnish  any  infor- 
mation you  require. 

Brown  & Williamson  Tobacco  Corporation,  Louis- 
ville, Kentucky  (Booth  1),  cordially  invite  doctors 
to  visit  their  booth  where  they  will  exhibit  Kool 
(mildly  mentholated)  cigarettes,  America’s  most  re- 
freshing smoke,  a brand  of  particular  interest  to  the 
medical  profession.  Gifts  will  be  presented  to  all  doc- 
tors who  register  at  the  Kool  booth. 

Burdick  Equipment  Company,  Inc.,  New  York  City 
(Booth  19),  will  display  their  line  of  physical  medi- 
cine equipment.  Features  of  special  interest  will 
be  the  Burdick  EK-2  Direct-Recording  Electro- 
cardiograph and  approved  diathermy  equipment. 

Burroughs  Wellcome  & Co.  (U.S.A.) 
Inc.,  Tuckahoe,  New  York  (Booth  49). 
A unique  antibiotic,  Aerosporin  brand 
Polymyxin  B Sulfate,  will  be  featured. 
Aerosporin  is  available  in  topical,  par- 
enteral, and  oral  preparations  and 
destroys  Pseudomonas  aeruginosa  (Bacillus  pyo- 
cyaneus)  and  most  other  gram-negative  bacilli. 
Polysporin  brand  Polymyxin  B,  Bacitracin  Oint- 
ment will  also  be  displayed.  Polysporin  contains 
10,000  units  of  Aerosporin  (equivalent  to  1 mg.  of 
Polymyxin  Standard)  and  500  units  of  Bacitracin 
per  gram.  It  eliminates  both  gram-negative  and 
gram-positive  organisms.  Polysporin  is  especially 
effective  against  pyogenic  skin  infections;  it  rarely 
sensitizes,  and  resistance  rarely  develops. 

Cambridge  Instrument  Company,  Inc.,  New  York 
City  (Booths  123  and  124).  The  well-known  Cam- 
bridge Simpli-Scribe  Model  Direct- Writing  Portable 
Electrocardiograph  and  the  Cambridge  Standard 
String  Galvanometer  Electrocardiograph,  both  in  the 
Simpli-Trol  Portable  and  the  Mobile  Model  Electro- 
cardiograph-Stethograph  with  Pulse  Recorder,  will 
be  displayed  at  this  booth.  Also  exhibited  will  be 
several  other  important  Cambridge  instruments  in- 
cluding Operating  Room  Cardioscope,  Educational 
Cardioscope,  Multi-Channel  Direct- Writing  Re- 
corder, Electrokymograph,  Plethysmograph,  and 
pH  Meter.  The  Cambridge  engineers  in  attendance 
will  be  glad  to  discuss  your  problems  and  make 
recommendations  accordingly. 

Camel  Cigarettes,  New  York  City  (Booths  114  and 
115),  will  feature  color  slides  of  background  data 
from  their  newest  research.  After  weekly  examina- 
tions of  the  throats  of  hundreds  of  men  and  women 
smoking  Camel  cigarettes  exclusively  for  thirty 
days,  throat  specialists  reported,  “Not  one  single 
case  of  throat  irritation  due  to  smoking  Camels.” 
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Cameron  Heartometer  Company,  Chicago  and  New 
York  City  (Booth  29).  The  improved  Heartometer 
is  a scientific  precision  instrument  for  accurately 
measuring  and  recording  systolic  and  diastolic  blood 
pressures  without  the  use  of  a stethoscope,  also 
furnishing  a permanent  graphic  record  of  pulse  rate, 
disturbances  of  rhythm,  myocardial  response,  valvu- 
lar function,  and  peripheral  vascular  circulation. 
The  Heartometer  clearly  reveals  heart  disturbances 
in  both  early  and  advanced  stages  and  is  of  great 
value  in  checking  progress  of  treatments. 

Cameron  Surgical  Specialty  Company,  Chicago, 
Illinois  (Booth  113).  See  the  Cameron  units  and 
accessories  for  all  phases  of  electrosurgery,  electro- 
cauterization,  electrocoagulation,  desiccation,  ful- 
guration,  and  orificial  ultraviolet  treatment;  elec- 
trodiagnostic lamp  and  instrument  outfits;  the 
Boros  Flexible  Esophagoscope  and  other  peroral 
endoscopic  equipment;  Coagulair  and  Dualite 
Sigmoidoscopes;  Tele-Vaginalite  and  Radiolucent 
Uterine  Cannula;  Mirrolite  and  other  Headlites; 
Binocular  Loupes;  illuminated  specula,  endoscopes, 
and  retractors,  and  other  instruments  for  general 
and  special  diagnosis,  treatment,  and  surgery. 

S.H.  Camp  and  Company,  Jackson,  Michigan 
(Booth  99),  will  feature  the  new  Clamp  Varco  Pelvic 
Traction  belt  in  addition  to  displaying  a complete 
line  of  Camp  anatomic  supports  for  prenatal,  post- 
natal, visceroptosis,  sacroiliac,  hernia,  and  other 
specific  conditions.  Experts  from  the  Camp  staff 
will  be  in  attendance  to  answer  questions  pertaining 
to  the  scientific  application  of  these  supports  and  to 
advise  regarding  the  availability  of  them  in  author- 
ized service  departments  of  stores  throughout  the 
country. 

Carnation  Company,  Los  Angeles,  California  (Booth 
116),  cordially  invite  you  to  visit  our  booth  where 
you  will  see  a series  of  translites  on  our  canning  and 
sterilization  process.  Carnation  medical  special- 
ists will  explain  our  sole  processing  and  give  you  rea- 
sons why  Carnation  Milk  deserves  consideration  as 
your  first  choice  in  infant  feeding  formulas. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit, 
New  Jersey  (Booth  53),  invites  you  to  visit  its  ex- 
hibit which  will  feature  Pyribenzamine  in  the  treat- 
ment of  drug  dermatoses,  showing  the  action  of  this 
effective  antihistaminic  when  absorbed  through 
damaged  skin  and  by  oral  administration.  Repre- 
sentatives in  attendance  will  be  glad  to  answer 
questions  about  Pyribenzamine  and  other  Ciba 
products  used  in  dermatology. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
133).  Ice-cold  Coca-Cola  served  through  the 
courtesy  and  cooperation  of  The  Coca-Cola  Bottling 
Company  of  New  York,  Inc.,  and  The  Coca-Cola 
Company. 

Commercial  Solvents  Corporation,  New  York  City 
(Booth  89).  CSC  Pharmaceuticals,  a division  of 
Commercial  Solvents  Corporation,  will  feature  its 
new  product  Compenamine,  the  new  hypoallergenic 
form  of  penicillin.  Available  to  date  in  five  dosage 
forms:  Aqueous  Suspension  in  10  dose,  1 dose,  and 
the  Disposable  Syringe;  Compenamine  in  Oil  in 
10  dose  and  the  Disposable  Syringe.  Other  dosage 
forms  to  be  added  presently. 

Coreco  Research  Corp.,  New  York  City  (Booth  31). 
The  “Coreco”  camera  is  designed  to  photograph  all 
surface  areas  of  the  body,  from  1 to  1 close-up  pic- 


tures to  half-body  size,  and  all  cavities  of  the  human 
body,  such  as  mouth,  throat,  ear,  nose,  vagina,  and 
rectum.  The  camera  carries  its  own  specially  de- 
veloped, fully  color-corrected  bulb  and  a mechanism 
for  complete  control  of  its  color  temperature  and  ex- 
posure within  the  camera  itself.  There  is  an  auto- 
matic camera  mechanism  to  permit  viewing  until  a 
fraction  of  a second  before  'exposure.  The  camera 
provides  for  automatic  focusing. 

Dannon  Milk  Products,  Inc.,  Long  Island  City, 
New  York,  (Booth  17),  cordially  invites  you  to  an 
exhibit  of  Dannon  Real  Yogurt  (cultured  milk  food). 
Informative  literature  on  the  story  behind  this 
healthful  product  together  with  typical  recipes  indi- 
cating the  wide  variety  of  usage  in  your  patient’s 
regimen. 

Davies,  Rose  & Company,  Limited,  Boston,  Massa- 
chusetts (Booth  128).  Among  this  firm’s  labora- 
tory productions,  Pil.  Digitalis  and  Tablets  Quin- 
idine  Sulfate  (Natural),  dependable  cardiac  ther- 
apies, will  be  exhibited  and  introduced.  Its  repre- 
sentatives, Messrs.  W.  B.  Poole  and  W.  E.  Merkel, 
will  be  in  attendance  to  extend  a cordial  welcome  to 
members  of  the  Medical  Society  of  the  State  of  New 
York  and  their  friends. 

The  Denver  Chemical  Manufacturing  Company, 
Inc.,  New  York  City  (Booth  15).  Galatest  powder 
for  the  instantaneous  determination  of  urine  sugar 
and  Acetone  Test  (Denco)  for  the  detection  of  ace- 
tone in  urine  will  be  exhibited.  You  are  cordially 
invited  to  visit  our  booth  for  demonstration  of  these 
“spot  tests”  for  sugar  and  acetone.  Galatest  pow- 
der and  Acetone  Test  (Denco)  offer  advantages  of 
accuracy,  simplicity,  and  economy  in  routine  urin- 
alysis. 

Desitin  Chemical  Company,  Providence,  Rhode 
Island  (Booth  83).  Desitin  Ointment  is  the  pioneer 
in  external  cod  liver  oil  therapy.  It  combines  crude 
high  potency  Norwegian  cod  liver  oil,  zinc  oxide, 
and  talcum  in  a modified  lanolin  petrolatum  base. 
Owing  to  its  high  content  of  natural  vitamin  A and 
D concentration  and  unsaturated  fatty  acids,  Desi- 
tin Ointment  alleviates  pain  and  relieves  itching 
promptly.  It  promotes  granulation  and  epitheliza- 
tion.  Desitin  Ointment  is  not  liquefied  at  body  tem- 
perature nor  decomposed  by  secretions.  Desitin 
Ointment  forms  a perfect  protection  for  the  skin. 
Indications:  postoperative  dressings,  slow  healing 

wounds,  indolent  chronic  varicose  ulcers,  burns  of 
all  degrees,  lacerations,  bed  sores,  hemorrhoids,  and 
fissures.  Desitin  Powder  is  a unique,  dainty  medic- 
inal toilet  powder  containing  crude  cod  liver  oil, 
zinc  oxide,  magnesium  oxide,  and  talcum. 

The  Dietene  Company, 

Minneapolis,  Minnesota 
(Booth  14).  Visit  our 
exhibit  and  examine  the 
Free  Diet  Service  for 
physicians.  The  diets  are 
nutritionally  well-bal- 
anced, easy  to  follow,  and 
made  to  appear  as  if  they 
were  typed  in  your  office. 
Meritene,  the  economical 
and  palatable  whole  pro- 
tein supplement,  and  Dietene,  the  Council-accepted 
reducing  supplement,  will  be  on  display. 

Doak  Company,  Inc.,  Cleveland,  Ohio  (Booth  88), 
specializing  in  dermatologic  preparations  for  over 
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thirty  years,  present  the  following  preparations: 
Buro  Sol  Powder,  Buro  Sol  Cream,  Spersol,  Solar 
Cream,  Normaderm,  Tarpaste,  and  the  new  product, 
Dalibour  Powder. 

Doho  Chemical  Corporation,  New  York  City  (Booths 
104  and  105),  is  pleased  to  exhibit  Auralgan,  the  ear 
medication  for  the  relief  of  pain  in  otitis  media  and 
removal  of  cerumen;  Rhinalgan,  the  nasal  decon- 
gestant which  is  free  from  systemic  or  circulatory 
effect  and  equally  safe  to  use  on  infants  as  well 
as  the  aged;  and  the  new  Otosmosan,  the  effective, 
nontoxic  ear  medication  which  is  fungicidal  and 
bactericidal  (gram-negative,  gram-positive)  in  the 
suppurative  and  aural  dermatomycotic  ears.  Mai  Ion 
Chemical  Corporation,  subsidiary  of  the  Doho 
Chemical  Corporation,  is  also  featuring  Rectalgan, 
the  liquid  topical  anesthesia  for  relief  of  pain  and  dis- 
comfort in  hemorrhoids,  pruritus,  and  perineal  sutur- 
ing. 

Dome  Chemicals  Inc.,  New  York  City  (Booth  81). 
Originators  of  Domeboro  (aluminum  acetate)  ther- 
apy. Makes  a soothing,  stable,  lead-free,  buffered 
(pH  approximately  4.2)  aluminum  acetate  solution 
that  is  definitely  the  first  approach  in  all  cases  of 
acute  cutaneous  inflammation,  regardless  of  cause. 
Featuring  Vi-Dom-A  Pillettes,  small  pills  containing 
50,000  U.S.P.  units  of  synthetic  Vitamin  A each, 
with  absolutely  no  fishy  taste  or  odor  and  causing  no 
gastric  upsets.  Also  Kolpix  “A”  and  Kolpix  “D,” 
two  whole  crude  coal  tar  creams,  color  disguised  and 
water-washable,  for  wet  or  dry  eruptions,  respec- 
tively. In  charge  of  exhibit,  I.  B.  Wershaw. 

Durex  Products,  Inc.,  New  York  City  (Booth  120). 
The  most  extensive  line  of  contraceptive  devices 
and  preparations  will  be  displayed  for  your  ex- 
amination and  approval.  Here  you  will  be  able  to 
inspect  Bow-Bend,  Dumas,  Duraflex  (Matrisalus 
type),  Mensinga  (flat  spring),  and  Durex  Coil  Spring 
Diaphragms,  four  types  of  diaphragm  inserters, 
and,  of  course,  Lactikol  Jelly  and  Lactikol  Creme. 
Unique  combination  sets  for  convenient  dispensing 
will  be  demonstrated.  Sets  1 and  2 are  hand- 
somely packaged  in  our  patented  plastic  set  box. 

Eaton  Laboratories,  Inc.,  Norwich,  New  York 
(Booth  62).  For  more  efficient  prevention  or  treat- 
ment of  surface  infections,  various  dosage  forms  of 
the  topical  antibacterial  agent  Furacin  will  be  ex- 
hibited. These  are  designed  for  wounds,  burns, 
pyodermas,  cutaneous  ulcers,  skin  grafts;  otitis; 
conjunctivitis;  cervicitis  and  vaginitis.  Espe- 
cially for  burns,  Furacin-impregnated  gauze  and 
spray  will  be  demonstrated. 

Electro-Physical  Laboratories,  Inc.,  Stamford,  Con- 
necticut (Booth  58),  pioneer  of  direct  writing  elec- 
trocardiography, will  display  the  latest  model 
Cardiotron,  featuring  the  exclusive  Auto-Presto- 
matic  selector  switch  and  truly  permanent  electro- 
cardiographic records  on  solvent  and  abrasion  re- 
sistant Permograph  paper.  Also,  the  Metabasal 
Portable,  BMR,  EPL's  latest  development  featuring 
portability,  simplicity,  and  ease  of  operation  by  the 
use  of  Oxycaps  and  Thermoscribe,  “dry  ink’’  record- 
ing. 

Falk  Surgical  Corporation,  New  York  City  (Booth 
40),  will  display  in  their  booth  Profex  x-ray  ap- 
paratus, Birtcher  medical  diathermy,  Burdick  elec- 
trocardiograph, Glo-Bar  infrared  lamp.  The  com- 
pany will  be  in  a position  to  answer  any  inquiries  on 
all  other  medical  equipment. 


Fellows  Medical  Mfg.  Co.,  Inc.,  New  York  City 
(Booth  129).  Capsules  Chloral  Hydrate  Fellows,  a 
nonbarbiturate,  odorless,  tasteless  capsule,  are  being 
featured  by  Fellows.  Introduced  in  33/4-grain  blue 
and  white  capsules,  they  are  now  available  in  double 
strength  7 Vagram  all  blue  capsules.  Fellows  has 
successfully  encapsulated  chloral  hydrate,  permit- 
ting the  effective  use  of  this  important  drug  for  day- 
time sedation  and  hypnosis.  Fello-Sed,  a chloral 
hydrate-calcium  bromide  elixir,  will  also  be  shown. 
Fello-Sed  is  presented  in  an  aromatic  sugar-free 
vehicle,  which  successfully  masks  the  odor  and  taste 
of  chloral  hydrate.  Representatives  at  the  booth 
will  be  pleased  to  discuss  these  important  additions 
to  the  field  of  sedative  and  hypnotic  therapy. 

H.  G.  Fischer  & Company,  Franklin  Park,  Illinois 
(Booth  69).  You  are  invited  to  inspect  Fischer’s 
modern,  efficient,  low  priced  x-ray  and  physical 
therapy  equipment.  Let  their  representatives  point 
out  many  features  of  advantage  in  these  units  and 
other  models  not  on  display.  Your  visit  welcome — 
no  obligation. 

C.  B.  Fleet  Company,  Inc.,  Lynchburg,  Virginia 
(Booth  42),  cordially  invite  you  to  visit  their  booth. 
Increasingly,  during  the  past  fifty  years,  to  the  medi- 
cal profession  sodium  phosphate  has  come  to  mean 
Phospho-Soda  (Fleet),  the  pure,  stable,  aqueous 
solution  of  the  two  U.S.P.  sodium  phosphates. 

Geigy  Pharmaceuticals,  Division  of  Geigy  Com- 
pany, Inc.,  New  York  City  (Booth  111),  will  feature 
Tromexan,  the  new,  widely  acclaimed,  Council- 
accepted,  oral  anticoagulant  that  provides  more 
rapid  action,  shorter  effect,  and  a greater  margin 
of  safety  than  other  oral  anticoagulants.  Also  on 
display  will  be  Eurax  Cream,  a new  long-acting,  non- 
sensitizing antipruritic  and  scabicide;  and  Panpar- 
nit  indicated  for  symptomatic  relief  of  Parkinson’s 
disease. 

General  Electric  Company,  X-Ray  Department, 

Milwaukee,  Wisconsin  (Booth  27).  Our  display 
will  consist  of  the  General  Electric  Cardioscribe, 
the  General  Electric  Model  “E”  Inductotherm, 
and  x-ray  accessories. 

Gerber  Products  Company,  Fre- 
mont, Michigan  (Booth  41). 
The  Gerber  Baby  greets  physi- 
cians and  their  guests  at  the 
annual  meeting  of  the  Medical 
Society  of  the  State  of  New 
York.  Symbolizing  the  best  in 
baby  foods,  he  will  continue 
pioneering  research  in  the  field 
of  applied  infant  nutrition.  His  picture  on  “Start- 
ing” cereals,  Strained  and  Junior  foods,  and  Gerber- 
Armour  meats  for  babies  is  your  assurance  of  uni- 
form high  quality. 

Otis  E.  Glidden  & Company,  Inc.,  Waukesha,  Wis- 
consin (Booth  281).  Tasty  granules,  handy  tablets, 
or  a stable  emulsion,  your  choice  of  therapy  in 
securing  effective  bowel  management  for  your  pa- 
tients, from  pediatrics  to  geriatrics,  Zymelose  (tab- 
lets and  granules)  and  Zymenol  (emulsion)  samples, 
trade  packages,  and  information  are  available  to 
you  for  your  patients’  or  your  family’s  use. 

Hanovia  Chemical  & Mfg.  Company,  Newark,  New 
Jersey  (Booth  79).  See  Hanovia’s  new  short-wave 
diathermy,  possessed  of  unusual  features;  the  new 
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self-lighting  ultraviolet  lamps  for  orificial  and  gen- 
eral body  irradiation,  infrared  lamps,  black  light  for 
diagnostic  purposes,  and  germicidal  lamps  foi  the 
destruction  of  airborne  bacteria.  Competent  repre- 
sentatives attending  will  welcome  your  visit  to  our 
display. 

The  Harrower  Laboratory,  Inc.,  Jersey  City,  New 
Jersey  (Booth  6).  The  Harrower  technical  exhibit 
will  present  Prulose  Complex  Liquid,  a new  dosage 
form  of  activated  moist  bulk.  The  exhibit  features 
the  comparative  pharmacology  of  a new  laxative, 
diacetylhydroxyphenylisatin,  the  recently  isolated 
active  principle  of  California  prunes.  Reprints, 
samples,  and  literature  will  be  available  at  the  ex- 
hibit. 

H.  J.  Heinz  Company,  Pittsburgh,  Pennsylvania 

(Booth  131).  Stop  at  the  Heinz  exhibit  for  these: 
Nutritional  Data  and  Nutritional  Observatory. 
Do  you  need  Baby  Gift  Folders  for  distribution 
among  your  patients?  Have  you  seen  the  addi- 
tions to  Heinz  Baby  Food  line — Pre-Cooked  Barley 
Cereal?  New  Junior  foods  are  Sweet  Potatoes, 
Chocolate  Pudding,  Butterscotch  Pudding,  and 
Macaroni-Tomato-Beef  and  Bacon. 

Paul  B.  Hoeber,  Inc.,  Medical  Book  Department  of 
Harper  & Brothers,  New  York  City  (Booth  2). 
The  entire  list  of  Hoeber-Harper  books  will  be  on 
display  at  this  booth.  Among  the  many  helpful 
volumes  you  will  want  to  inspect  are  Taub’s  Clinical 
Allergy  (new  2nd  edition);  Mazer  and  Israel’s 
Menstrual  Disorders  and  Sterility  (new  3rd  edition); 
Jolliffe,  Tisdall,  and  Cannon’s  Clinical  Nutrition; 
Stewart’s  Cardiac  Therapy;  Bierman  and  Licht’s 
Physical  Medicine  in  General  Practice  (new  3rd 
edition),  and  many  others.  There  will  also  be 
proofs  of  important  forthcoming  titles.  Don’t  over- 
look this  opportunity  to  learn  about  the  many  new 
Hoeber  books  now  available  and  on  the  way. 

Hoffmann-LaRoche,  Inc.,  Nutley,  New  Jersey 
(Booth  51).  Two  exceptionally  interesting  products 
will  be  featured  at  the  Roche  display:  Asterol,  a 
potent  antifungal  agent  for  ringworm  of  the  skin, 
hair,  and  nails;  and  Gantrisin,  a more  soluble, 
single  sulfonamide  for  systemic  and  urinary  tract 
infections.  Representatives  at  the  booth  will 
gladly  discuss  these  and  other  Roche  products  with 
you. 

Holland-Rantos  Company,  Inc.  New  York  City 
(Booth  60),  cordially  invite  you  to  inspect  their  dis- 
play features:  Time-tested  Koromex  Diaphragms, 
Jelly,  etc.,  for  dependable  conception  control;  Nyl- 
merate  Jelly  and  adjuvant  Nylmerate  Solution  for 
effective  low-cost  treatment  of  vaginal  trichomoni- 
asis, moniliasis,  leukorrhea.  Representatives  will 
welcome  the  opportunity  to  talk  with  you  about  H-R 
products  of  special  interest  to  you. 

Homemakers’  Products  Corporation,  New  York 
City  (Booth  100).  Submitted  as  a safe  and  more 
effective  therapy  in  the  care  of  urinary  excoriations 
in  infants  and  adults  are  Diaparene  Chloride  Dusting 
Powder,  Ointment,  and  Council-accepted  Diaparene 
Chloride  rinse  tablets.  These  products  are  preferred 
to  borated  talcs,  ointments,  and  wet  dressings. 
Samples  freely  distributed. 

Irwin,  Neisler  & Company,  Decatur,  Illinois  (Booth 
66),  is  pleased  to  exhibit  at  your  convention  for  the 
first  time  and  hopes  that  it  may  be  the  beginning 
of  a long  and  pleasant  association.  We  will  be 


calling  your  attention  to  Dainite  and  Verenteral,  two 
new  products  of  research  to  serve  your  practice. 

Ives-Cameron  Company,  Inc.,  New  York  City 
(Booth  90),  cordially  invite  you  to  stop  at  their  booth 
to  obtain  information  on  the  use  of  surface-active 
agents  in  medicine.  Trained  representatives  will 
also  gladly  discuss  modern  vitamin  and  antiarthritic 
therapy  with  you. 

Kelley-Koett  Manufacturing  Company,  Covington, 

Kentucky  (Booth  48).  Keleket,  the  oldest  name  in 
x-ray,  extends  a most  cordial  invitation  to  all  mem- 
bers of  the  Society  to  visit  its  booth.  On  display 
for  your  inspection  will  be  several  units  of  quality 
x-ray  apparatus  along  with  a complete  line  of  medi- 
cal x-ray  accessories  and  supplies. 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wis- 
consin (Booth  64),  will  display  some  of  the  conclu- 
sions of  a six-year  study  of  new  diuretic  agents. 
The  chemistry,  pharmacology,  and  clinical  trial  of 
these  agents  will  be  displayed.  Members  of  Lake- 
side Laboratories’  Scientific  Department  will  be 
on  hand  to  discuss  these  projects. 

Lanteen  Medical  Laboratories,  Inc.,  Evanston,  Illi- 
nois (Booth  130),  extend  a cordial  invitation  to  visit 
our  exhibit.  Our  representatives  will  be  happy  to 
discuss  an  improved  method  of  contraception  in- 
volving the  Flat  Spring  Diaphragm,  as  well  as  all 
other  well-known  Lanteen  products. 

Lea  & Febiger,  Philadelphia,  Pennsylvania  (Booth 
61),  invite  you  to  visit  their  booth  and  to  examine 
these  new  books  and  new  editions:  Musser-Wohl, 
Internal  Medicine;  Goldberger,  Heart  Disease; 
Herbut,  Urological  Pathology;  Master,  Moser,  and 
Jaffe,  Cardiac  Emergencies  and  Heart  Failure; 
Collins,  Fundamentals  of  Anesthesiology;  Warren 
and  LeCompte,  Pathology  of  Diabetes  Mellitus; 
Wintrobe,  Clinical  Hematology;  Levinson  and  Mac- 
Fate,  Clinical  Laboratory  Diagnosis;  and  many  other 
books  of  interest  to  physicians. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  New  York  City  (Booth  65).  You  are 
cordially  invited  to  visit  our  exhibit  where  you  will 
find  representatives  who  are  prepared  to  give  you 
the  latest  information  on  Lederle  products. 

The  Liebel-Flarsheim  Company,  Cincinnati,  Ohio 
(Booth  119),  cordially  invites  you  to  visit  its  booth 
in  which  its  latest  diathermy  and  Bovie  electrosurgi- 
cal  apparatus  will  be  available  for  examination  and 
demonstration.  Capable  representatives  will  be 
on  hand  at  all  times,  and  we  hope  you  will  stop  by 
so  that  we  may  become  acquainted. 

Eli  Lilly  & Company,  Indianapolis,  Indiana  (Booth 
54).  Your  Lilly  medical  service  representatives 
cordially  invite  you  to  visit  their  exhibit.  Featured 
will  be  a demonstration  of  functional  packaging  as 
an  aid  to  medical  practice.  Modern  manufacturing 
departments  will  be  illustrated.  Literature  on  new 
therapeutic  developments  will  be  available. 

J.  B.  Lippincott  Company,  Philadelphia,  Pennsyl- 
vania (Booth  4),  presents  for  your  approval  a dis- 
play of  professional  books  and  journals  geared  to  the 
latest  and  most  important  trends  in  current  medicine 
and  surgery.  These  publications,  written  and  edited 
by  men  active  in  clinical  fields  and  teaching,  are  a 
continuation  of  more  than  one  hundred  years  of 
traditionally  significant  publishing. 
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Maico  Hearing  Instruments  Co.,  Inc.,  New  York 
City  (Booth  26),  will  feature  E2  Advanced  Audiom- 
eter, virtually  every  known  test  on  this  versatile  in- 
strument; HI,  Basic  Audiometer,  refinements  on 
advanced  instruments  expanding  potentialities  of 
office  audiometry;  FI,  DeLuxe  and  Standard  Audi- 
ometer, portable  instruments  capable  of  every  basic 
test;  Train-Ear,  hearing  plus  understanding  for  the 
handicapped  child;  Stethetron,  for  earlier  diagnosis 
and  help  to  the  handicapped  physician;  Maico  Top 
Secret  Hearing  Aids,  the  answer  to  all  hearing  aid 
refinements. 

Maltex  Company,  Burlington,  Vermont  (Booth  72). 
We  invite  you  to  stop  at  our  booth  for  delicious 
homemade  cookies  and  date  bread.  Maltex  Cereal 
and  Maypl  Oats  are  on  display,  and  we  have  some 
literature  that  will  interest  you.  It  includes  a 
height-weight  chart,  daily  diet  record,  and  a sensible 
easy-to-follow  reducing  diet. 

The  S.  E.  Massengill  Company,  Bristol,  Tennessee 
(Booth  97).  This  exhibit  will  feature  Obedrin  tab- 
lets and  the  60-10-70  diet,  the  combination  that 
provides  a practicable  means  of  obesity  control. 
Pads  of  diet  lists  for  patient  distribution  will  be 
available  to  physicians  visiting  the  booth.  The 
Massengill  hematinic,  Livitamin,  and  several  other 
specialties  including  Semhyten  (capsules),  Paoguan 
(suspension),  Hisdrin  (tablets),  and  Sempylex 
(syrup)  will  also  be  displayed. 

Materna-Line,  Inc.,  New  York  City  (Booth  3),  will 
exhibit  a complete  line  of  maternity  girdles  and  bras 
ideal  for  prenatal  and  postnatal  wear.  Designed  es- 
pecially for  the  youthful  mother-to-be  is  a new  type 
of  girdle  incorporating  many  features  to  insure 
maximum  comfort  and  complete  coverage  during  the 
full  period.  See  it  on  display. 

Maternity  Counselling  Service,  Division  of  Baby 
Development  Clinic,  Chicago,  Illinois  (Booth  32). 
Baby  Development  Clinic  presents  psychologic  and 
emotional  aspects  of  early  feeding  in  visual  as  well 
as  printed  form.  Ideal  for  use  of  doctors,  nurses, 
teachers  and  others  who  are  in  contact  with  expect- 
ant parents,  medical  students,  or  nurses  in  training. 
Maternity  Counselling  Service,  a courtesy  service 
available  to  doctors  for  their  maternity  patients, 
relieves  doctors  of  discussing  layette  needs  and  other 
preparations  for  home  and  baby.  No  charge  or 
obligation  to  doctor  or  patients.  Supported  by 
firms  included  in  exhibit. 

Mayflower  Surgical  Supply  Company,  Brooklyn, 
New  York  (Booth  39).  Distributors  of  x-ray, 
electrocardiographic,  basal,  physiotherapy  equip- 
ment. Medical  furniture,  instruments,  drugs,  bio- 
logicals.  “Serving  the  medical  profession  through- 
out the  world.” 

McNeil  Laboratories,  Inc.,  Philadelphia,  Pennsyl- 
vania (Booth  11).  Members  of  the  Medical  Society 
of  the  State  of  New  York  are  cordially  invited  to 
visit  our  booth.  Mr.  Charles  Newton  in  charge. 
The  products  on  exhibit  will  be  Butisol  Sodium, 
Cinbisal,  Syndrox  Hydrochloride,  Hepatinic,  Syntil, 
and  Butisol-Belladonna. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  50),  will  feature  Lactum  and  Dalactum,  con- 
venient formulas  of  evaporated  milk  containing 
Dextri-Maltose;  three  water-soluble  vitamin  prepa- 
rations, Poly-Vi-Sol,  Tri-Vi-Sol,  and  Ce-Vi-Sol; 


Fer-In-Sol,  a palatable,  highly  concentrated  solu- 
tion of  ferrous  sulfate.  Also  Mulcin,  a pleasingly 
flavored  vitamin  emulsion,  for  teaspoonful  dosage, 
as  well  as  four  Pablum  Cereals.  Representatives  in 
attendance  will  be  glad  to  furnish  information  re- 
garding the  above  products. 

Medical  Business  Bureau,  New  York  City  (Booth 
59).  George  W.  Condit,  William  F.  Lang.  Medi- 
cal management  is  an  up-and-coming  service  avail- 
able to  doctors.  Accounting,  collections,  precollec- 
tions, taxes,  practice  expansion,  “life-planning,” 
billing  and  posting,  estate  planning,  and  arranging 
partnerships  are  some  of  the  activities  in  which  we 
are  engaged.  Also,  Mr.  Condit  is  being  utilized  as 
Group  Practice  Consultant  all  over  the  country. 

Medical  Film  Guild,  New  York  City  (Conference 
Room  3).  “Medical  Films  That  Teach”  presents  a 
refresher  course  in  fundamental  medical  problems. 
Each  film  subject  is  produced  in  the  manner  of  a 
textbook,  profusely  illustrated,  offering  information 
comparable  to  that  found  in  postgraduate  courses 
as  presented  at  our  leading  medical  schools.  These 
films  are  available  at  no  charge  to  intern  groups, 
hospital  staff  conferences,  limited  nurses’  groups, 
and  to  general  medical  meetings.  This  includes 
projection  service  at  no  charge  and  is  arranged 
through  grants  for  postgraduate  instruction.  These 
films  review  such  subjects  as:  Hypertensive  Crisis; 
Urinary  Infections — Bacteriology -Pathology  and 
Treatment;  Allergy — Immunology  and  Treatment; 
Hypothyroidism — Etiology-Diagnosis  and  Treat- 

ment; Management  of  the  Failing  Heart;  Clinic 
on  Deafness;  Otitis  Media  in  Pediatrics;  and  many 
others. 

Merck  & Company,  Rahway,  New  Jersey  (Booth 
84),  is  featuring  Cortone  (Cortisone,  Merck). 
Among  the  conditions  in  which  Cortone  has  pro- 
duced a striking  clinical  improvement  are  rheuma- 
toid arthritis  and  related  rheumatic  diseases;  bron- 
chial asthma;  eye  diseases  including  nonspecific 
iritis,  iridocyclitis,  and  uveitis;  skin  diseases  includ- 
ing cases  secondary  to  drug  reactions.  Cortone  is 
supplied  in  a saline  suspension  for  parenteral  use, 
in  tablets  for  oral  use,  and  in  an  ophthalmic  suspen- 
sion and  ophthalmic  ointment.  Representatives  at 
the  Merck  booth  will  be  glad  to  provide  information 
on  Cortone  as  well  as  other  Merck  medicinal  prep- 
arations such  as  antibiotics,  Cobione  (crystalline 
vitamin  B12),  Neo-Antergan,  Urecholine  Chloride, 
and  Vinethene. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 
(Booth  55).  For  prompt,  effective,  and  comfortable 
relaxation  of  gastrointestinal  smooth  muscle  spasm 
Merrell  presents  Bentyl  Hydrochloride.  Bentyl  is 
a high  milligram  potency  non-narcotic  antispas- 
modic  with  twofold  musculotropic  and  neurotropic 
action.  Effective  therapeutically  without  atropine- 
like side-actions  in  functional  gastrointestinal  dis- 
orders, Bentyl  is  particularly  suited  for  prolonged 
administration  without  habituation  or  increased  tol- 
erance. 

Philip  Morris  and  Company,  New  York  City  (Booth 
77),  will  show  the  results  of  research  on  the  irritant 
effects  of  cigarette  smoke.  These  results  show  con- 
clusively that  Philip  Morris  are  less  irritating  than 
other  cigarettes.  An  interesting  demonstration 
will  be  made  on  smokers  at  the  exhibit  which  will 
show  the  difference  in  cigarettes. 


85G 


TECHNICAL  EXHIBITS 


[N.  Y.  State  J.  M. 


The  C.  V.  Mosby  Company,  St.  Louis,  Missouri 
(Booth  118).  Many  new  and  interesting  titles  will 
be  found  at  this  booth  where  you  are  invited  to  come 
and  browse  at  your  leisure.  Among  some  of  the 
more  recent  titles  are  Friedman,  Modern  Headache 
Therapy;  DeSanctis-Yarga,  Handbook  of  Pediatric 
Medical  Emergencies;  Brown-McDowell,  Plastic 
Surgery  of  the  Nose;  Key-Conwell,  Fractures,  Dis- 
locations and  Sprains;  Herrmann,  Methods  in 
Medicine;  McGavack,  The  Thyroid,  and  many 
others. 

National  Dairy  Council,  New  York  City  (Booth  10). 
“Ice  Cream  Is  a Nutritious  Food"  is  the  theme  of 
this  display.  A full-color  photograph  of  ice  cream  is 
accompanied  by  graphic  presentation  of  facts  show- 
ing the  food  value  of  ice  cream.  Printed  materials 
are  on  display  and  will  be  furnished  to  persons  re- 
questing them. 

The  National  Drug  Company,  Philadelphia,  Penn- 
sylvania (Booths  34  and  35),  pioneer  in  the  clinical 
application  of  resin  therapy,  will  feature  Resion, 
an  intestinal  adsorbent;  Resinat,  a poly  amine  ex- 
change resin  for  the  treatment  of  peptic  ulcer;  and 
Natrinil,  a cation  exchange  resin  for  the  control  of 
edema.  Trained  representatives  will  be  in  attend- 
ance to  discuss  our  resin  preparations  and  other 
specialties:  ACTH,  Ammivin,  AVC  Improved, 

Benat,  DTP  Vaccine,  Natolone,  as  well  as  any  of 
National’s  vast  array  of  pharmaceutical  and  biologic 
products. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  67),  cordially  invite  you  to  visit  their 
booth.  The  Ortho  exhibit  will  feature  Preceptin 
Vaginal  Gel,  the  new,  simple  method  of  conception 
control.  Preceptin  Vaginal  Gel  is  designed  ex- 
pressly' for  use  without  a vaginal  diaphragm.  Ortho 
representatives  will  gladly  discuss  this  product  with 
you. 

Nepera  Chemical  Company,  Inc.,  Yonkers,  New 
York  (Booth  71).  This  exhibit  is  devoted  to  two 
Council-accepted  prescription  products.  Neohetra- 
mine  is  an  antihistaminic  agent  which  authorities 
declare  to  be  notably'  free  from  adverse  side-effects 
and  therefore  well  suited  for  daytime  antihistaminic 
therapy.  Mandelamine  is  a urinary'  antiseptic 
which  effectively'  combats  invading  organisms  in 
such  indications  as  cy'stitis,  py'elitis,  urethritis,  and 
prostatitis. 

The  Nestle  Company,  Inc.,  Colorado  Springs,  Colo- 
rado (Booth  80),  cordially  invite  you  to  visit  their 
booth  for  information  on  Arobon,  a new  clinically’ 
tested,  proved  product,  prepared  from  specially 
processed  Carob  flour  and  designed  for  the  treat- 
ment of  nonspecific  diarrhea.  Literature  and  in- 
formation on  Nestle’s  Milk  products  will  also  be 
available. 

Parke,  Davis  and  Company,  Detroit,  Michigan 
(Booth  52).  Members  of  our  medical  service  staff 
will  be  in  daily  attendance  at  our  commercial  ex- 
hibit for  consultation  and  discussion  of  the  various 
products  listed  in  our  pharmaceutical,  antibiotic, 
and  biologic  catalog.  Important  specialties,  such 
as  Chloromycetin,  penicillin  S-R,  Benadryl,  vita- 
mins, Oxycel,  thrombin  topical,  influenza  virus  vac- 
cine, and  others  will  be  featured.  You  are  most 
cordially  invited  to  visit  our  exhibit  with  the  assur- 
ance that  your  personal  interest  will  indeed  be  very' 
much  appreciated. 


E.  L.  Patch  Company,  Stoneham,  Massachusetts 
(Booth  87).  Our  representatives  will  greet  you 
and  tell  yrou  about  Patch  products.  There  will  be 
a revealing  demonstration  showing  the  rapid  buf- 
fering action  of  Alzinox,  Patch  brand  of  Dihydroxy 
Aluminum  Aminoacetate.  Turased,  the  safe  thio- 
cy'anate  product,  will  interest  yrou.  Also,  Glytheo- 
nate,  Slowten,  and  Bluban  will  be  featured. 

Pet  Milk  Company,  St.  Louis,  Missouri  (Booths  20 
and  21).  A miniature  working  model  of  an  evapo- 
rated milk  plant  will  be  exhibited  by  Pet  Milk  Com- 
pany. This  exhibit  offers  an  excellent  opportunity’ 
to  obtain  information  about  the  production  of 
Pet  Milk,  its  use  in  infant  feeding,  and  the  time- 
saving Pet  Milk  services  available  to  physicians. 
Miniature  Pet  Milk  cans  will  be  given  to  the  physi- 
cians who  visit  the  Pet  Milk  booth. 

Chas.  Pfizer  & Company,  Inc.,  Brookh'n,  New  York 
(Booth  86).  Terramycin,  newest  of  the  broad- 
spectrum  antibiotics,  forms  a dramatic  central  fea- 
ture of  this  display.  The  newest  dosage  forms  of 
Terramycin  are  exhibited,  and  indications  for  use 
are  described. 

Philosophical  Library,  New  York  City  (Booth  F), 
will  feature  recent  publications  by'  Albert  Einstein, 
Out  of  My  Later  Years;  P.  \Y.  Bridgman,  Reflec- 
tions of  a Physicist;  Bertrand  Russell,  Dictionary  of 
Mind,  Matter  and  Morals;  Francois  Muriac,  The 
Stumbling  Block;  Dagobert  D.  Runes,  Spinoza 
Dictionary;  Jacques  Maritain,  Philosophy  of  Nature; 
Dr.  James  Clark  Moloney,  The  Battle  for  Mental 
Health. 

Picker  X-Ray  Corporation,  White  Plains,  New  York 
(Booths  126  and  127),  invite  you  to  visit  our  exhibit 
where  the  latest  accessories  and  equipment  avail- 
able for  x-ray  work  are  on  display.  A staff  of  tech- 
nical specialists  will  be  pleased  to  assist  you  with  any' 
x-ray'  planning  or  technical  problem. 

Pitman-Moore  Company,  Indianapolis,  Indiana 
(Booth  18),  will  feature  an  exhibit  of  recent  additions 
to  their  line  of  quality  pharmaceutical  and  biologic 
products.  Mr.  D.  F.  Bledsoe,  eastern  regional 
manager,  will  be  in  charge  of  the  exhibit  and  extends 
an  invitation  to  all  members  of  the  Medical  Society 
of  the  State  of  New  York  to  visit  this  attractive  dis- 
play. 

The  Procter  & Gamble  Company,  Cincinnati,  Ohio 
(Booth  33),  offers  a series  of  time-saving  leaflet  pads 
for  doctors:  “Instructions — Routine  Care  of 

Acne,”  “Instructions — Bathing  a Patient  in  Bed,” 
“Instructions — Bathing  y'our  Baby',”  “Hygiene  of 
Pregnancy’,”  “Home  Care  of  Bedfast  Patient,”  and 
“Sickroom  Precautions.”  There  will  also  be  sam- 
ples of  other  material  prepared  for  physicians.  Mrs. 
Christy’ne  Schwab  in  charge. 

The  Radium  Emanation  Corporation,  New  York 
City’  (Booth  122),  will  display  and  explain  leak- 
proof  radon  seeds  (permanent  or  removable  types), 
loading-slot  implanters,  Ametal  Rubber  gynecologic 
applicators,  and  several  new  applicators  and  im- 
provements in  cancer  therapy’  technic. 

Rand  Pharmaceutical  Company,  Inc.,  Albany,  New 
York  (Booth  132),  will  feature  Verutal  tablets  and 
Nabocal  tablets.  Verutal  has  been  established  as 
the  “product  of  choice”  in  the  treatment  of  hyper- 
tension. Nabocal,  “a  most  significant  advance- 
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ment”  in  prenatal  care,  combines  natural  bone  cal- 
cium, colloidal  iron,  and  fluorine  with  all  the  essen- 
tial vitamins  and  minerals  for  a complete  supple- 
ment in  pregnancy  and  lactation. 

L & B Reiner,  Inc.,  New  York  City  (Booth  68). 
The  Jones  Super  Multi-Basal,  a revolutionary  ad- 
vance in  metabolism  testing  equipment,  is  on  dis- 
play. This  machine  actually  incorporates  seven 
units  in  one  so  that  the  resultant  graph  on  any  type 
patient  will  be  of  proper  length  and  slant  to  enable 
accurate  measurement  of  the  basal  metabolic  rate. 
Also  the  G.  G.  Fischer  SpaceSaver  X-Ray  apparatus 
and  short-wave  diathermy  equipment  are  on  dis- 
play. 

Ritter  Company,  Inc.,  Rochester,  New  York 
(Booths  12  and  13).  Displaying  two  newly  de- 
signed motor-elevated  tables  that  provide  unusually 
low  and  high  positions.  A multipurpose  exami- 
nation and  treatment  table  for  both  the  general  prac- 
titioner and  specialist  to  position  the  patient  quickly, 
easily,  and  safely  for  any  phase  of  practice;  also 
a unique  table  specifically  for  the  proctologist. 

A.  H.  Robins  Company,  Inc., 

Richmond,  Virginia  (Booth  47), 
is  featuring  Donnatal,  sedative- 
antispasmodic ; and  Allbee  with 
C,  capsules  supplying  “saturation 
dosage”  of  the  water-soluble  vita- 
mins. Robins  medical  service 
representatives  welcome  the  privi- 
lege of  discussing  with  physicians  attending  the 
convention  these  and  other  products  in  the  com- 
pany’s line  of  prescription  specialties. 

J.  B.  Roerig  & Company,  Chicago,  Illinois  (Booth 
73).  Members  of  the  Medical  Society  of  the  State 
of  New  York  are  cordially  invited  to  visit  their  ex- 
hibit. Members  of  the  Professional  Service  Depart- 
ment will  be  on  hand  to  welcome  all  interested  mem- 
bers. 

Rystan  Company,  Inc.,  Mount  Vernon,  New  York 
(Booth  117),  will  exhibit  Council-accepted  Chlore- 
sium  Ointment  and  Chloresium  Solution  (plain), 
water-soluble  chlorophyll  preparations  for  tissue 
repair,  control  of  secondary  infection,  and  deodor- 
ization  in  the  treatment  of  acute  and  chronic  wounds, 
burns,  ulcerations,  and  dermatoses.  Among  the 
other  water-soluble  chlorophyll  preparations  ex- 
hibited will  be  new  Chloresium  Tablets  for  oral  and 
systemic  deodorization. 

Sanborn  Company,  Cambridge,  Massachusetts 
(Booth  5).  Sanborn  instruments  to  be  shown  will 
include  the  direct-writing  Viso-Cardiette ; the 
Metabulator,  latest  model  metabolism  tester;  the 
Ballistocardiograph;  and  the  Electrophrenic  Res- 
pirator. Full  data  will  also  be  available  concern- 
ing the  Sanborn  Poly-Viso  and  Twin  Viso  (multi- 
channel biophysical  research  recorders),  the  Elec- 
tromanometer (for  pressure  recordings),  and  other 
new  Sanborn  instruments  for  cardiac  and  other  re- 
search, teaching,  and  diagnosis. 

Sandoz  Pharmaceuticals,  Division  of  Sandoz  Chemi- 
cal Works,  Inc.,  New  York  City  (Booth  76).  It  is 
with  a great  deal  of  pleasure  and  pride  that  we  in- 
vite you  to  visit  our  scientific  exhibit  at  the  forth- 
coming meeting.  Our  representatives,  Mr.  S.  S. 
Allar  and  Mr.  Nicholas  Pappas,  will  gladly  welcome 
you. 


Saratoga  Springs  Authority,  Saratoga  Springs,  New 
York  (Booth  108).  The  New  York  State  owned 
Saratoga  Spa  presents  a new  exhibit  to  emphasize 
naturally  carbonated  mineral  water  treatments. 
State  colors  of  blue  and  gold  predominate.  Ex- 
hibit panels  include  color  transparencies  showing 
bath  houses  and  recreational  features.  Two  panels 
describe  facilities  for  rehabilitation  and  recreation. 
Naturally  carbonated  geyser  water  will  be  served. 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania (Booth  D).  We  invite  all  doctors  attending 
the  meeting  of  the  Medical  Society  of  the  State  of 
New  York  to  visit  our  exhibit  where  we  will  display 
a complete  line  of  our  books  including  Hy- 
man’s Integrated  Practice  of  Medicine;  Hyman’s 
Progress  Volume;  Conn’s  1952  Current  Therapy; 
Cecil’s  Specialties  in  General  Practice;  Surgical 
Practice  of  the  Lahey  Clinic;  The  American  Illustrated 
Medical  Dictionary ; Salter’s  Textbook  of  Pharma- 
cology; Meschan’s  Atlas  of  Normal  Radiographic 
Anatomy;  Howarth’s  Textbook  of  Orthopedics,  and 
many  other  new  books  and  new  editions. 

Schering  Corporation,  Bloomfield,  New  Jersey 
(Booth  8).  Members  of  the  Medical  Society  of 
the  State  of  New  York  and  their  guests  are  cordially 
invited  to  visit  the  Schering  exhibit  where  new 
therapeutic  developments  will  be  featured.  Scher- 
ing representatives  will  be  present  to  discuss  with  you 
these  products  as  well  as  other  products  of  our  manu- 
facture. 

Schieffelin  & Company, 

New  York  City  (Booth 
107)  presents  favorites  such 
as  Benzestrol,  Estivin, 
Neuronidia,  and  inside 
previews  on  new  research 
advances.  Of  particular 
interest  is  the  new  Estivin 
“one-drop”  dispenser.  The  Almay  division  will 
present  its  wide  range  of  dermatologic  therapeutics 
as  well  as  its  fine  hypoallergenic  preparations.  Be 
sure  to  ask  for  Almay’s  complete  file  folder. 

Julius  Schmid,  Inc.,  New  York  City  (Booth  106). 
Ramses  gynecologic  products.  Fully  A.M.A.  Coun- 
cil-accepted, these  products  are  promoted  to  phy- 
sicians exclusively.  First  and  foremost  of  all- 
chemical contraceptives  to  contain  carboxymethyl- 
cellulose,  Ramses  Vaginal  Jelly  not  only  has  the  fast- 
est spermicidal  time  recognized  by  the  A.M.A.  but 
occludes  the  cervix  for  as  long  as  ten  hours. 

G.  D.  Searle  & Company,  Chicago,  Illinois  (Booth 
102),  cordially  invite  you  to  visit  their  booth  where 
their  representatives  will  be  happy  to  answer  any 
questions  regarding  Searle  products  of  research. 
Featured  will  be  Ban  thine,  the  true  anticholinergic 
drug  for  the  treatment  of  peptic  ulcers;  Dramamine, 
for  the  prevention  and  active  treatment  of  motion 
sickness;  and  Alidase,  Searle  brand  of  hyaluronidase 
which  permits  subcutaneous  feedings  at  intravenous 
speed.  Other  time-proved  products  of  Searle  re- 
search on  which  information  may  be  obtained  are 
Searle  Aminophvllin  in  all  dosage  forms,  Metamu- 
cil,  Ketochol,  Floraquin,  Kiophyllin,  Diodoquin, 
Pavatrine,  and  Pavatrine  with  Phenobarbital. 

Seydel  Chemical  Company,  Jersey  City,  New  Jersey 
(Booth  36),  presents  an  interesting  analysis  of  the 
death  toll  from  chronic  and  infectious  diseases.  Its 
leading  specialties,  Subenon  (antirheumatic),  Para- 
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mon  (analgesic  and  soporific),  Benatone  (Paha  and 
the  micronutrients),  and  Benacol  (antipruritic)  are 
featured.  Get  your  copy  of  Health  & Science. 

Sharpe  & Dohme,  Inc.,  Philadelphia,  Pennsylvania 
(Booth  85).  Research  data  relative  to  the  poten- 
tiating effect  of  the  antibiotics,  bacitracin  and 
tyrothricin,  are  featured  in  the  Sharp  & Dohme 
booth.  The  synergistic  effect  of  penicillin  in  con- 
junction with  the  sulfonamides  and  clinical  data  on 
the  use  of  vitamin  Bi*  are  also  of  major  interest. 
Our  representatives  will  welcome  your  visit. 

Similac  Division,  M & R Laboratories,  Columbus, 
Ohio  (Booth  110).  Our  representatives  for  Similac 
and  Cerevim  will  be  most  happy  to  discuss  with  you 
the  merits  and  use  of  our  products  in  the  field  of  in- 
fant and  child  nutrition. 

Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booth  56).  Pen-Eff,  a new  form 
of  oral  penicillin,  will  be  a feature  of  this  booth. 
Pen-Eff  is  an  effervescent  penicillin  tablet  contain- 
ing 250,000  units  of  crystalline  potassium  penicillin 
G.  The  tablet  is  dissolved  in  water  and  taken 
orally  as  a sparkling,  pleasant-tasting  liquid.  Pen- 
Eff  contains  300  per  cent  more  buffering  alkali  than 
any  other  penicillin  tablet,  and  it  is  equally  effective 
on  a fasting  or  nonfasting  stomach.  Pen-Eff  is 
effective  with  only  three  doses  daily. 

Spencer,  Incorporated,  New  Haven,  Connecticut 
(Booth  23).  On  display  will  be  Spencer  Supports, 
designed  for  each  individual  patient  to  improve  body 
mechanics  and  thus  aid  treatment.  Your  special 
attention  is  invited  to  Spencer  designs  of  proved 
clinical  effectiveness  in  treatment  of  chronic  ar- 
thritis, chronic  poliomyelitis,  postural  hypotension, 
and  breast  conditions  including  mastectomy.  Also 
on  display  will  be  Spencer’s  popular  time-saving 
Blood  Pressure  Sleeve  and  Simulated  Vertebrae 
.Model. 

E.  R.  Squibb  & Sons,  New  York  City  (Booths  94 
and  95),  look  forward  to  seeing  you  at  the  Medical 
Society  of  the  State  of  New  York  meeting.  In  sup- 
port of  the  active  scientific  program  planned  for  you, 
the  Squibb  representative  will  present  information 
on  related  products.  Service  leaflets  will  be  avail- 
able for  you  to  take  or  to  be  sent  to  your  home  upon 
request. 

Standard  Pharmaceutical  Company,  Inc.,  New 

York  City  (Booth  112),  cordially  invite  you  to  visit 
their  exhibit  of  Nucarpon  (compound  charcoal  tab- 
lets, mild  laxative,  and  purifier)  and  Presto-Boro 
tablets  and  powder  (for  preparing  Burow’s  Solution, 
U.S.P.).  Our  representative  will  be  there  to  greet 
you  and  to  give  information  on  our  products.  Liter- 
ature and  samples  available. 

The  Stuart  Company,  Chicago,  Illinois  (Booth  70). 
Your  local  Stuart  representative  issues  a cordial 
invitation  to  stop  by  the  Stuart  booth  and  see  the 
complete  line  of  outstanding  nutritional  specialties 
on  display. 

Swift  & Company,  Chicago,  Illinois  (Booth  44). 
Liver  & Bacon,  a new  addition  to  the  original  line  of 
all-meat  baby  foods,  Swift’s  Meats  for  Babies  and 
Juniors,  is  featured  at  the  Swift  exhibit.  This 
brings  the  varieties  of  Strained  and  Chopped  Meats 
offered  in  the  Swift  line  to  seven.  You  are  cor- 
dially invited  to  discuss  the  use  of  these  high-protein, 
body-building  foods  in  the  infant  diet  with  the 


Swift  representatives,  also  their  rapidly  growing 
use  in  adult  special  diets.  Literature  and  informa- 
tion on  clinical  research  available. 

Tampax  Incorporated,  New  York  City  (Booth  30), 
undoubtedly  brings  to  mind  questions  on  internal 
menstrual  protection  to  discuss  with  our  educational 
consultants.  Correct  use  of  the  three  absorbencies, 
Junior,  Regular,  and  Super  Tampax,  is  explained 
in  literature  for  physicians.  Colored  anatomic 
charts  and  booklets  on  menstrual  health,  adoles- 
cence, and  menopause  are  also  displayed  at  the 
Tampax  booth. 

Teca  Corporation,  New  York  City  (Booth  58),  is 
showing  a complete  line  of  low-volt  generators  in- 
cluding its  variable  frequency  units,  which  are  used 
in  leading  hospitals  throughout  the  country.  Also 
shown  is  the  Teca  Chronaxie  Meter  and  other  spe- 
cialties for  physical  medicine.  Please  ask  for  a 
demonstration  of  any  unit  exhibited. 

Marvin  R.  Thompson,  Inc.,  Stamford,  Connecticut 
(Booth  38),  will  exhibit  Elixir  Marplex-MRT  for 
B complex  therapy  in  cardiac  and  liver  dysfunctions. 
Elixir  Marplex-MRT  is  the  only  preparation  avail- 
able to  the  medical  profession  that  is  made  from  the 
five  richest  natural  sources  of  B complex.  Sulfa- 
diazine with  Sodium  Lactate-MRT  and  Sulfa-tri- 
Azine  with  Sodium  Lactate-MRT  will  also  be  ex- 
hibited. 

Travenol  Laboratories,  Inc.  (Subsidiary  of  Baxter 
Laboratories,  Inc.),  Morton  Grove,  Illinois  (Booth 
9),  will  exhibit  the  new  drug,  Pyromen,  a sterile, 
nonprotein,  nonantigenic  bacterial  component  in  a 
colloidal  dispersion  for  parenteral  use.  Pyromen  is 
a stimulant  for  the  endocrine  and  reticuloendothe- 
lial systems,  proved  of  value  in  the  treatment  of  cer- 
tain skin  disorders,  eye  disorders,  and  allergies. 

Universal  Products 
Corporation,  Norris- 
town, Pennsylvania 
(Booth  A).  Of  special 
interest  is  the  new  “Sur- 
geon’s Fingalite.”  You 
have  often  wished  to  have  a light  at  the  end  of  your 
fingertip.  ‘'Fingalite”  is  just  that,  penetrates  and 
throws  the  light  on  and  into  all  tissues  or  crevices. 
It  is  low  wattage,  cool  for  transillumination,  and  will 
save  time  for  many  surgeons  and  general  prac- 
titioners. Another  feature  is  the  headlight  that 
weighs  only  two  ounces,  all  contained  in  a small 
case,  in  a constant  vapor  sterilizer  bath.  The  Sur- 
geon’s “X-L-Lyte”  is  illustrated  and  will  also  be 
demonstrated.  This  instrument  is  not  new  but 
has  been  in  service  for  fifteen  years  and  over  75,000 
in  use.  If  you  do  not  have  one,  see  it. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
(Booth  43).  It  is  the  sincere  desire  of  the  Upjohn 
Company  to  make  some  definite  contribution  to  the 
success  of  the  1952  meeting.  Stop  by  our  booth 
to  relax  and  discuss  topics  of  mutual  interest. 

U.  S.  Vitamin  Corporation,  New  York  City  (Booth 
63).  See  the  “oil-in-water”  demonstration  of 
liposoluble  vitamins  A and  D made  completely 
water  soluble,  a vitamin  technical  achievement  orig- 
inated and  developed  by  the  U.  S.  Vitamin  Cor- 
poration research  laboratories.  Three  pharmaceu- 
tical firsts,  Yi-Syneral  Vitamin  Drops,  multivitamins 
in  drop  solution;  Yi-Syneral  Injectable,  multivita- 
min parenteral  solution,  and  now  Yu-Aqua  Thera- 


April  1,  1952] 


TECHNICAL  EXHIBITS 


859 


peutic,  aqueous  multivitamins  in  capsules,  for  more 
rapid  absorption,  greater  therapeutic  activity, 
shorter  treatment  time.  We  cordially  invite  you  to 
our  booth  for  detailed  literature  and  professional 
samples. 

Vaisey-Bristol  Shoe  Company,  Inc.,  Rochester, 
New  York  (Booth  25).  Representatives  will  ex- 
plain the  diagnostic  value  of  Jumping  Jack  shoes 
and  the  criteria  for  determining  whether  the  early 
walking  child  is  strengthening  his  foot  by  proper 
foot  function  or  is  possibly  damaging  it  by  walking 
poorly.  Jumping  Jack  shoes  are  not  corrective 
shoes,  but  representatives  are  equipped  to  discuss 
therapeutic  wedging  which  may  be  installed  in  the 
shoes  by  prescription.  Of  especial  interest  is  the 
Sincock  system  of  determining  the  precise  amount 
of  correction  needed  to  rectify  a faulty  gait.  Many 
doctors  have  lauded  Dr.  Sincock’s  empiric  method 
as  genius. 

Varick  Pharmacal  Company,  Inc.,  E.  Fougera  & 
Company,  Inc.,  New  York  City  (Booths  74  and  75), 
cordially  invite  physicians  to  discuss  with  profes- 
sional representatives  new  preparations  of  import- 
ance to  their  everyday  practice.  Descriptive  liter- 
ature and  samples  of  all  products  will  be  available. 

Walden  Industries,  Inc.,  New  York  City  (Booth 
28J),  are  showing  “Quick-Clix”  Clinical  Photo- 
graphic Outfits  which  will  interest  doctors  and 
surgeons.  Quick-Clix  is  a compact,  lightweight  as- 
sembly combining  camera  mount,  high  intensity 
dual  illumination  source,  remote  control  aperture, 
and  shutter  operating  mechanism,  synchronized  to 
facilitate  the  taking  of  finer  color  photographs  with 
unprecedented  accuracy,  simplicity,  and  speed. 
There  are  “Quick-Clix”  units  available  with  either 
incandescent  lighting  or  with  a dual  stroboscopic 
electronic  flash. 

Walker  Laboratories  Inc.,  Mount  Vernon,  New 
York  (Booth  78).  Precalcin,  the  complete  prenatal 
product  supplying  all  essential  vitamins  and  minerals, 
will  be  exhibited.  Precalcin  is  unique  in  that  the 
capsules  contain  a dry  powder  fill  with  no  fish  liver 
oils,  thereby  providing  excellent  tolerance  and  pa- 
tient appeal.  Other  outstanding  preparations  will 
also  be  featured,  and  our  representatives  will  be 
glad  to  discuss  all  aspects  of  current  therapy  in  their 
particular  fields. 

Wallace  & Tiernan  Products,  Inc.,  Belleville,  New 
Jersey  (Booth  7),  cordially  invites  you  to  visit  its 
exhibit  of  pharmaceutical  specialties.  Featured 
items  will  be  Desenex  and  Salundek,  the  well-known 
fungicides;  Sotradecol,  the  safe  effective  sclerosing 
solution  for  varicose  veins  and  hemorrhoids;  Azo- 


chloramid,  the  time-tested  topical  antiseptic;  and 
Lorzinex,  the  new  vaginal  douche  preparation. 

William  R.  Warner,  Division  of  Wamer-Hudnut, 
Inc.,  New  York  City  (Booth  57).  This  year’s  ex- 
hibit has  been  designed  for  the  inquiring  physician. 
A full  complement  of  the  company’s  representatives 
will  be  present  to  answer  all  queries  on  Warner’s 
many  ethical  pharmaceutical  specialties.  The  most 
recent  additions  to  the  Warner  list  of  products  will 
be  particularly  emphasized. 

Westwood  Pharmaceuticals,  Division  of  Foster- 
Milburn  Company,  Buffalo,  New  York  (Booth  16), 
features  its  new,  greatly  improved  Lowila  Cake. 
It  is  smooth,  slippery,  gives  oceans  of  suds,  and  com- 
pares with  soap  in  stability.  We  will  give  physicians 
a cake  for  personal  use  at  the  hotel  to  prove  that  it 
gives  the  use-satisfaction  of  soap  but  is  kind  to  sensi- 
tive skin. 

White  Laboratories,  Inc.,  Kenilworth,  New  Jersey 
(Booth  93).  Dienestrol,  the  potent,  orally  effective 
synthetic  estrogen,  will  be  on  display.  Dienestrol 
differs  chemically  from  a stilbestrol  and  other  syn- 
thetic estrogens.  It  is  unique  in  its  action  and  is  one 
of  the  best  tolerated  of  all  orally  effective  synthetic 
estrogens. 

Whittier  Laboratories,  Chicago,  Illinois  (Booth  92), 
cordially  invites  you  to  visit  its  booth  where  repre- 
sentatives will  be  pleased  to  discuss  Whittier’s 
products  with  you.  Featured  will  be  Arthralgen, 
arthralgesic  unguent  for  joint  and  muscle  pain; 
Turicum,  hydrophilic  lubricoid  for  the  treatment  of 
constipation;  and  M-Minus  4,  indicated  in  pre- 
menstrual tension. 

Winthrop-Stearns,  Inc.,  New  York  City  (Booth  98), 
invite  you  to  visit  their  booth  where  the  following 
products  will  be  featured:  Mucilose  Compound 

Tablets,  the  new  physiologic  bulk  laxative;  Levo- 
phed,  the  true  vasoconstrictor  hormone  of  the  ad- 
renal medulla,  for  the  maintenance  of  blood  pressure 
in  shock  and  other  acute  hypotensive  states;  Myto- 
lon,  new  synthetic  skeletal  muscle  relaxant  for  use 
as  adjunct  to  surgical  anesthesia;  and  Thenfadil,  a 
new  and  better  antihistaminic  which  is  exceptionally 
effective  in  bronchial  asthma  (82  per  cent)  as  well  as 
other  common  allergic  disorders. 

Wyeth  Incorporated,  Philadelphia,  Pennsylvania 
(Booth  C),  will  feature  Wydase,  a highly  purified 
hyaluronidase,  and  Adjudets,  a pleasant-to-take 
troche  form  of  dextroamphetamine  phosphate  and 
essential  vitamins  which  curb  the  appetite  and  main- 
tain good  health  in  the  obese  patient.  Trained  rep- 
resentatives will  be  on  hand  to  supply  literature  and 
samples  of  many  other  widely  prescribed  Wyeth 
ethical  specialties. 


WOMEN  S MEDICAL  SOCIETY  OF 
NEW  YORK  STATE 


THE  forty-fifth  annual  meeting  of  the  Women’s  Medical  Society  of  New  York  State  will  be 
held  at  the  Hotel  Statler,  New  York  City,  on  May  12,  1952. 

An  informal  tea  will  be  given  by  the  Women’s  Medical  Association  of  New  York  City  on 
Sunday,  May  11,  between  3 and  5 p.m.,  at  the  Beekman  Tower  Hotel,  49th  Street  and  First 
Avenue. 


Monday,  May  12 — Hotel  Statler 


Business  Meeting 
Scientific  Program 
Dinner 


1 p.m.  Conference  Room  2,  Mezzanine 

2 p.m.  Conference  Room  2,  Mezzanine 

6:30  p.m  Parlor  2,  Ballroom  Floor 


PROGRAM  FOR  SCIENTIFIC  MEETING 


1.  The  Diagnosis  and  Treatment  of 
Occlusive  Vascular  Diseases  of  the 
Lower  Extremities 

Teresa  McGovern,  M.D.,  New  York 
City,  Instructor  in  Medicine,  New  York 
University  Post-Graduate  Medical 
School;  Assistant  Visiting  Physician  in 
Medicine,  Bellevue  Hospital 

2.  The  Present  Status  of  Newer  Anti- 
microbial Agents 


Gladys  Hobby,  Ph.D.,  New  York  City, 
Department  of  Bacteriology,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 

3.  Trends  in  Therapy  of  Lymphomas  and 
Leukemias 

Marguerite  P.  Sykes,  M.D.,  New  York 
City,  Chemotherapy  Department,  Me- 
morial Center  for  Cancer  and  Allied 
Diseases 
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Helene  J.  C.  Kuhlmann,  M.D. 

Emily  Dunning  Barringer,  M.D. 

Lois  L.  Gannett,  M.D? 

Esther  Parker,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  S.  Morse,  M.D. 

Mary  J.  Kazmierczak,  M.D. 

Clara  H.  Pierce,  M.D. 

Elise  S.  L’Esperance,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 
Marguerite  P.  McCarthy,  M.D. 
Theresa  Scanlan,  M.D. 

Helen  G.  Walker,  M.D. 

Adelaide  Romaine,  M.D. 
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Judge  Dorothy  Kenyon 
Catherine  Macfarlane,  M.D. 


CHAIRMEN  OF  COMMITTEES 
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Isabel  M.  Scharnagel,  M.D. 
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Medical  Education 
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Public  Health 
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Resolutions 
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Medical  Economics 

Helen  Toskov,  M.D. 
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Publicity 
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568  Lafayette  Ave.,  Buffalo 
Adelaide  Romaine,  M.D. 
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THE  WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


ANNUAL  CONVENTION 

Hotel  Statler,  New  York  City,  May  11  to  15,  1952 


THE  Annual  Convention  of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  will  be  held  May  11  to  15,  1952,  at  the  Hotel 
Statler. 


All  doctors’  wives,  whether  or  not  they  are  members  of  a woman’s  auxiliary 
to  a county  medical  society,  are  urged  to  register  at  the  Registration  Desk, 
Foyer  of  the  Skytop,  18th  Floor.  They  are  cordially  invited  to  participate  in 
all  parts  of  the  program. 


PROGRAM 


Sunday,  May  11  1 p.m.-2:30  p.m. 

3 p.m. -10  p.m.  Registration  of  Delegates, 

Alternates,  Guests 
Registration  for  Tea  and 

Luncheon  3:30  p.m.-6  p.m. 

Foyer  of  Conference 
Room  2,  Mezzanine 

8 p.m. -10  p.m.  Reception  for  all  out-of- 

town  members 

Conference  Room  2, 

Mezzanine 


Preconvention  Meeting  of 
the  1951  and  1952 
Executive  Board 

Skytop,  18th  Floor 

Tea — Honoring  Past  Presi- 
dents of  the  Woman’s 
Auxiliary  to  the  Medi- 
cal Society  of  the  State 
of  New  York 
Skytop,  18th  Floor 


Monday,  May  12 

9 a.m.— 5 p.m.  Registration  of  Delegates, 

Alternates,  Guests 
Registration  for  Tea,  Lun- 
cheon, Banquet 

Skytop  Foyer,  18th  Floor 
Registration  for  Tea  closes 
at  2:30  P.M. 

9 a.m. -11  a.m.  Board  of  Directors  Meet- 

ing 

Conference  Room  2, 
Mezzanine 

Round  Table  Discussions 

Skytop,  18th  Floor 

9 a.m.-9:45  a.m.  Today's  Health 

9:45  a.m.-10:30  a.m.  Legislation 

10:30  a.m.-I  1 : 15  a.m.  Program 

11:15  a.m. -12  noon  Public  Relations 

Committee  Meetings 

11  a.m. -12  noon  Finance,  Nominating, 

Resolutions,  Recom- 
mendations, etc. 

Conference  Room  2, 
Mezzanine 


Tuesday,  May  13 


9 a.m. —5  p.m. 


9 a.m.-11:30  a.m. 


Registration  of  Delegates, 
Alternates,  Guests 

Registration  for  Luncheon 
and  Banquet 

Skytop  Foyer,  18th  Floor 


9 a.m. —12  noon  House  of  Delegates  Meet- 

ing 

Skytop,  18th  Floor 

Annual  Luncheon — in 

Honor  of  Mrs.  Harold 
B.  Johnson,  President, 
Woman’s  Auxiliary  to 
the  Medical  Society  of 
the  State  of  New  York. 
Speaker:  Mrs.  Harold 
Wahlquist,  President, 
Woman’s  Auxiliary  to 
the  American  Medical 
Association 

Keystone  Room,  Ball- 
room Balcony 

3:30  p.m.-5  p.m.  House  of  Delegates  Re- 

convenes 

Skytop,  18th  Floor 
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Wednesday,  May  14 


t r.M. 


9 a.m.-5  r.M. 


1:30  r.M.-5  p.m. 


Registration  of  Delegates, 
Alternates,  Guests 
Registration  for  Banquet 

Skytop  Foyer,  18th  Floor  ^ AM- 

House  of  Delegates  Re- 
convenes 

Skytop,  18th  Floor 


Banquet 

Penn  Top,  18th  Floor 


Thursday,  May  15 

Postconvention  Meeting  of 
1952  and  1953  Execu- 
tive Board 

Keystone  Foyer,  Ball- 
room Balcony 


OFFICERS 

President,  Mrs.  Harold  B.  Johnson,  Buffalo 
President-Elect,  Mrs.  Harry  I.  Norton,  Rochester 
First  Vice-President,  Mrs.  Clifton  L.  Dance,  Brooklyn 
Second  Vice-President,  Mrs.  Michael  M.  Schultze,  Hollis 
Corresponding  Secretary,  Mrs.  Allen  E.  Richter,  Buffalo 
Recording  Secretary,  Mrs.  Albert  Vander  Veer  II,  Albany 
Treasurer,  Mrs.  Arthur  F.  Holding,  Albany 


Convention  Committee 

Chairman,  Mrs.  Abraham  Braunstein,  Long  Island  City 
Cochairman,  Mrs.  Adolph  H.  Emerson,  Brooklyn 


ANNUAL  REPORTS 


of  the 

Officers,  Council,  Trustees,  and  Committees 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


HOUSE 

to  the 

OF  DELEGATES 

146th  Annual  Meeting 

May  12  to  May  16,  1952 

Hotel  Statler,  New  York  City 


195  2 HOUSE  OF  DELEGATES— REFERENCE  COMMITTEES 


Credentials 

Charles  F.  McCarty,  Chairman,  Kings 
Archibald  K.  Benedict,  Chenango 
Frank  A.  Gagan,  Dutchess 
Ferdinand  H.  Herrman,  Queens 
William  G.  Roberts,  Yates 

Treasurer,  Trustees,  and  Finance 

Henry  E.  McGarvey,  Chairman,  Westchester 
Thomas  F.  McCarthy,  Bronx 
R.  E.  Del  bridge,  Monroe 
Thomas  M.  Watkins,  St.  Lawrence 
Frank  J.  Cerniglia,  Queens 

President 

Joseph  Cornell,  Chairman,  Schenectady 

S.  C.  Clemans,  Fulton 

Joseph  C.  O’Gorman,  Erie 

Irving  J.  Sands,  Kings 

J.  Lewis  Amster,  Bronx 

Planning  Committee  for  Medical  Policies 
R.  S.  Howland,  Chairman,  Chemung 
John  F.  Kelley,  Oneida 
Peter  M.  Murray,  New  York 
William  C.  Rausch,  Third  District  Branch, 
Albany 

George  E.  Anderson,  Kings 

Secretary,  Censors,  and  District  Branches 
Donald  R.  McKay,  Chairman,  Erie 
Reginald  A.  Higgons,  Westchester 
William  E.  Pelow,  Onondaga 
Theodore  R.  Proper,  Orange 
Stanley  B.  Folts,  Seneca 

Malpractice  Insurance  and  Defense  Board 
Report  of  the  Legal  Counsel 

Norman  S.  Moore,  Chairman,  Tompkins 
Moses  H.  Krakow,  Bronx 
Walter  S.  Bennett,  Washington 
Eugene  H.  Coon,  Nassau 
Solomon  Schussheim,  Kings 
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Constitution  and  Bylaws 
T.  O.  Gamble,  Chairman,  Albany 
Orin  Q.  Flint,  Delaware 
A.  H.  Aaron,  Erie 
Abraham  Koplowitz,  Kings 
Christopher  Wood,  Westchester 

Council — Part  I 

POSTGRADUATE  EDUCATION 
EMERGENCY  PREPAREDNESS 

George  A.  Burgin,  Chairman,  Herkimer 
Charles  Sandler,  Bronx 
Edwin  A.  Griffin,  Kings 
Charles  S.  Lakeman,  Monroe 
Richard  P.  Doody,  Rensselaer 

Council — Part  II 

MATERNAL  AND  CHILD  WELFARE 

Frederick  A.  Wurzbach,  Jr.,  Chairman,  Bronx 

Harold  B.  Davidson,  New  York 

David  Beard,  Schoharie 

Arthur  F.  Gaffney,  Oneida 

Waring  Willis,  Westchester 

Council — Part  III 

PUBLIC  HEALTH  ACTIVITIES  A — INDUSTRIAL  HEALTH, 
RURAL  MEDICAL  SERVICE,  GENERAL  PRACTICE,  PROB- 
LEMS OF  ALCOHOLISM 

Vincent  Fischer,  Chairman,  Section  Delegate, 
Monroe 

Abraham  M.  Rabiner,  Kings 
Harry  Golembe,  Sullivan 

William  E.  Gazeley,  Fourth  District  Branch, 
Schenectady 
Meyeron  Coe,  Queens 

Council — Part  IV 

PUBLIC  HEALTH  ACTIVITIES  B — CANCER,  HEART  DIS- 
EASE, BLOOD  BANKS,  FILM  REVIEW 

Edward  Shea,  Chairman,  Ulster 

James  Greenough,  Otsego 

W.  Laurence  Whittemore,  New  York 

Goodlatte  B.  Gilmore,  Bronx 

Orman  C.  Perkins,  Section  Delegate,  Kings 

Council — Part  V 

PUBLIC  HEALTH  ACTIVITIES  C — PHYSICAL  MEDICINE 
AND  REHABILITATION,  DENTAL  HEALTH,  GERIATRICS, 
DIABETES,  CEREBRAL  PALSY,  SCHOOL  HEALTH 

E.  Gordon  MacKenzie,  Chairman,  Dutchess 
Madge  C.  L.  McGuinness,  New  York 
D.  V.  Needham,  Onondaga 
Gerald  Manley,  Livingston 
Stanley  Pettit,  Richmond 

Council — Part  VI 

ECONOMICS,  PUBLIC  MEDICAL  CARE,  MEDICAL  LICEN- 
SURE AND  MEDICAL  SERVICE,  HOSPITAL  AND  PROFES- 
SIONAL RELATIONS 

Gerald  I).  Dorman,  Chairman,  New  York 
Kenneth  F.  Bott,  Greene 
James  M.  Blake,  Schenectady 
George  C.  Knight,  Rockland 
Norman  C.  Lyster,  Sixth  District  Branch,  Che- 
nango 


Council — Part  VII 

MEDICAL  CARE  INSURANCE 

William  B.  Rawls,  Chairman,  New  York 

John  M.  Galbraith,  Nassau 

Herbert  E.  Wells,  Erie 

George  F.  Nevin,  Cortland 

Ellis  B.  Soble,  Monroe 

Council — Part  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION,  WAR 
MEMORIAL,  AMERICAN  MEDICAL  EDUCATION  FOUNDA- 
TION 

Benjamin  M.  Bernstein,  Chairman,  Kings 
Morris  Maslon,  Warren 
Edgar  O.  Boggs,  Lewis 
Samuel  Schneierson,  Bronx 
A.  G.  Sullivan,  Albany 

Council — Part  IX 

LEGISLATION 

Ezra  A.  Wolff,  Chairnmn,  Queens 
Samuel  Z.  Freedman,  New  York 
C.  H.  Berlinghof,  Broome 
H.  L.  Nelms,  Albany 
John  L.  Sengstack,  Suffolk 

Council — Part  X 
workmen’s  COMPENSATION 

John  H.  Garlock,  Chairman,  New  York 
John  L.  Edwards,  Columbia 
Frank  LaGattuta,  Bronx 
Elmer  T.  McGroder,  Erie 
Morris  IVeintrob,  Kings 

Council — Part  XI 
PUBLICATION,  PUBLIC  RELATIONS 
E.  Dean  Babbage,  Chairman,  Erie 
Edgar  Bieber,  Chautauqua 
William  H.  Lewis,  Jr.,  New  York 
Arthur  E.  Corwith,  Suffolk 
Scott  Lord  Smith,  Dutchess 

Council — Part  XII 

CONVENTION,  NURSING  EDUCATION,  WOMAN’S 
AUXILIARY,  OFFICE  ADMINISTRATION  AND  POLICIES, 
ETHICS,  HISTORY,  BELATED  BILLS 

Edward  P.  Flood,  Chairman,  Bronx 
Clarence  G.  Bandler,  New  York 
William  J.  Tracy,  Steuben 
Anthony  A.  Mira,  Queens 
James  H.  Arseneau,  Wayne 

Miscellaneous  Business  A 

George  J.  Lawrence,  Chairman,  Queens 
Samuel  B.  Burk,  New  York 
Reid  R.  Heffner,  Westchester 
Homer  J.  Knickerbocker,  Ontario 
Olin  J.  Mowry,  Oswego 

Miscellaneous  Business  B 

Guy  S.  Philbrick,  Chairman,  Niagara 
Charles  H.  Loughran,  Kings 
William  Benenson,  Queens 
' William  Barlow,  Richmond 
A.  K.  Bates,  Cayuga 


RESUME  OF  INSTRUCTIONS  OF  THE  1951  HOUSE  OF  DELEGATES 
AND  ACTIONS  THEREON  BY  THE  COUNCIL,  BOARD  OF 
TRUSTEES,  AND  OFFICERS 


Emergency  Medical  Preparedness  Committee 
(Section  158). — The  House  recommended  a con- 
tinuation of  the  Emergency  Medical  Preparedness 
Committee  “under  its  present  extremely  competent 
j chairman.”  The  Council  approved  the  reappoint- 
1 ment  of  Dr.  John  J.  Masterson  as  chairman  of  this 
committee,  as  recommended  by  President  Kenney. 

State  Advisory  Committee  to  the  New  York  State 
Selective  Service  System  (Section  159). — The  refer- 
ence committee  recommended  that  the  House  advise 
the  Council  that  it  recommend  through  the  State 
Advisory  Committee  to  the  New  York  State  Selec- 
tive Service  System  consideration  of  the  revision  of 
. the  medical  supervisory  committee  set-up,  especially 
! in  large  congested  areas;  that  in  such  areas  super- 
I visory  committees  be  appointed  on  a county  or 
other  basis,  and  that  any  area  which  is  too  large  or 
too  crowded  should  appeal  to  the  State  Advisory 
J Committee  for  establishment  of  a local  subcommit- 
tee. 

The  Council  voted  to  refer  this  to  the  State  Advi- 
sory Committee  to  the  New  York  State  Selective 
Service  System.  Dr.  A.  H.  Aaron,  chairman  of  that 
committee,  reported  in  a letter  dated  July  9,  1951, 

! that  county  medical  societies  generally  had  accepted 
the  present  system  of  district  committees,  advised 
when  necessary  by  county  committees.  For  that 
reason  and  also  because  its  work  includes  the  fields 
of  dentistry  and  veterinary  medicine  as  well  as 
medicine,  the  State  Advisory  Committee  did  not 
consider  it  wise  to  change  the  plan.  This  conclusion 
was  reached  after  consultation  with  Dr.  Herman 
Hilleboe,  representing  public  health,  Dr.  Albert 
Brown,  representing  veterinary  medicine,  and  Dr. 
W.  Ray  Montgomery,  representing  dentistry.  The 
Council  approved  sending  Dr.  Aaron’s  letter  to  the 
proponent  of  the  resolution,  Dr.  Morley  T.  Smith  of 
Westchester  County. 

Postgraduate  Medical  Education  (Section  160). — 

The  reference  committee  made  the  following  sugges- 
tions for  the  Committee  on  Public  Health  and 
Education : 

1.  That  competent,  experienced  general  practi- 
tioners be  included  in  the  list  of  speakers  in  the 
Course  Outline  Book. 

2.  That  the  committee  consider  the  establish- 
ment of  “continuation  courses”  for  general  practi- 
tioners. 

3.  That  the  Committee  explore  the  possibilities 
of  the  establishment  of  a center  for  the  holding  of 
continuation  courses  for  the  general  practitioner. 

4.  That  continued  efforts  be  made  to  publicize 
the  services  available  through  the  committee, 
especially  its  Speakers’  Bureau. 

5.  That  the  Course  Outline  Book  be  revised 
annually  and  that  series  “packages”  of  lectures  be 
made  available  to  the  county  societies.  The  Council 
voted  that  this  be  referred  to  the  Committee  on 
Public  Health  and  Education.  (See  Annual  Re- 
ports in  this  issue,  Council — Part  I) 


Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1951  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  September  1, 
1951,  Part  II. 


New  York  State  Vehicle  and  Traffic  Law  (Section 
150). — The  House  of  Delegates  resolved  “that  the 
Medical  Society  of  the  State  of  New  York  foster 
legislation  to  amend  Subdivision  5 of  Section  70  of 
Article  5 of  the  New  York  State  Vehicle  and  Traffic 
Law  to  provide  that  a blood  test  for  alcohol  content 
be  mandatory  in  cases  where  drunken  driving  is  sus- 
pected, and  that  it  be  obligatory  for  the  court  to 
interpret  the  findings  when  the  analysis  has  been 
done  by  a recognized  laboratory  as  conclusive  evi- 
dence, and  that  the  following  three  zones  of  alcohol 
concentration  be  legally  recognized  and  accepted: 
“1.  evidence  that  there  was,  at  the  time,  five 
hundredths  of  one  per  cent  or  less  by  weight  of  alco- 
hol in'  the  blood  is  prima  facie  evidence  that  the 
defendant  was  not  in  an  intoxicated  condition; 

“2.  evidence  that  there  was,  at  the  time,  more 
than  five  hundredths  of  one  per  cent  and  less  than 
fifteen  hundredths  of  one  per  cent  by  weight  of 
alcohol  in  the  blood  shall  be  relevant  evidence,  but 
is  not  to  be  given  prima  facie  effect  in  indicating 
whether  or  not  the  defendant  was  in  an  intoxicated 
condition,  unless  supported  by  other  corroborative 
evidence; 

“3.  evidence  that  there  was,  at  the  time,  fifteen 
hundredths  of  one  per  cent,  or  more,  by  weight  of 
alcohol  in  the  blood  must  be  admitted  as  conclusive 
evidence  that  the  defendant  was  in  an  intoxicated 
condition.” 

In  accordance  with  these  instructions  the  secre- 
tary sent  a copy  of  the  resolution  to  the  Governor 
and  copies  to  the  State  officials  interested  in  improv- 
ing the  safety  of  our  highways  and  responsible  for  the 
administration  and  enforcement  of  laws  controlling 
traffic. 

The  Council  voted  that  the  resolution  be  referred 
to  the  Committee  on  Legislation,  and  later  it  voted 
to  support  a bill  introduced  by  the  Coordinating 
Committee  on  Alcoholism. 

Contribution  to  American  Medical  Education 
Foundation  (Section  176). — The  reference  committee 
report  on  Report  of  Council,  Part  VI,  led  to  the 
approval  of  a resolution  which  pledged  our  Society 
“to  exert  every  possible  effort  to  raise  $250,000  as  its 
1951  contribution  to  the  American  Medical  Educa- 
tion Foundation,”  and  it  recommended  that  “this 
should  be  implemented  by  appointment  of  commit- 
tees, and  the  individual  county  medical  societies 
should  plan  their  own  method  of  collection.” 

A letter  was  sent  to  each  component  county 
society  by  the  President;  Mr.  Russell  F.  Staudacher, 
executive  secretary  of  the  American  Medical  Educa- 
tion Foundation,  appeared  before  the  Council  at  the 
September  meeting.  Dr.  Kenney  appointed  the 
following  State  Society  committee:  Dr.  Arthur 

M.  Master,  New  York  City;  Dr.  William  C.  Rausch, 
Albany;  Dr.  William  E.  Pelow,  Syracuse;  Dr. 
Edwin  P.  Russell,  Rome;  Dr.  Joseph  A.  Lane, 
Rochester,  and  Dr.  William  J.  Orr,  Buffalo. 

Inclusion  of  Postgraduate  Education  Expense  as 
Income  Tax  Deduction  (Section  178-B). — The  refer- 
ence committee  report  on  Report  of  Council,  Part 
VI,  led  to  the  adoption  of  a resolution  “that  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  request  the  Bureau  of  Internal 
Revenue  to  include  these  expenses  [graduate  re- 
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fresher  courses]  as  an  allowable  deduction  in  the 
Federal  income  tax  form  for  the  year  1951.”  The 
Council  voted  to  ask  Mr.  William  Martin,  counsel, 
to  make  this  request  of  the  U.S.  Bureau  of  Internal 
Revenue. 

Addition  to  Curricula  of  Medical  Schools  (Section 
179). — The  House  of  Delegates  resolved  that  our 
Society  contact  the  deans  of  medical  schools  and 
other  educators  to  discuss  the  possibility  of  including 
lectures  about  social  and  financial  factors  involved 
in  the  practice  of  medicine  and  the  relationship  of 
the  physician  to  his  community  in  the  curricula  of 
the  medical  schools  in  New  York  State.  The 
Council  voted  to  refer  this  to  the  Committee  on 
Public  Health  and  Education.  (See  Annual  Re- 
ports in  this  issue,  Part  XI.  See  also  page  868, 
Section  123.) 

Oath  of  Allegiance  (Section  127). — The  reference 
committee  approved  in  principle  and  referred  to  the 
Council  a resolution  “that  the  Medical  Society  of 
the  State  of  New  York  require  as  a condition  for 
membership  in  the  Society  and  in  its  component 
county  societies  the  signing  and  filing  of  an  Oath  of 
Allegiance  to  the  government  of  the  United  States 
(a  loyalty  oath).”  The  House  of  Delegates  ap- 
proved this  recommendation.  The  Council  referred 
it  to  the  Committee -on  Constitution  and  Bylaws 
and  the  legal  counsel.  (See  Annual  Reports  in 
this  issue,  Committee  on  Constitution  and  Bylaws. ) 

Emergency  Expenditures  (Section  117). — The 

House  of  Delegates  approved  the  recommendation 
resolving  that  the  resolution  adopted  in  1950  estab- 
lishing a strict  “pay-as-you-go”  fiscal  policy  be 
altered  to  read  that  “The  Medical  Society  of  the 
State  of  New  York  shall  carry  on  a ‘pay-as-you-go’ 
fiscal  policy,  but  this  does  not  restrict  the  use  of 
treasury  reserves  in  an  emergency  for  unexpected 
expenses,  subject  to  the  approval  of  the  Council  and 
the  Board  of  Trustees.”  The  Council  transmitted 
this  information  to  the  Board  of  Trustees. 

Directory  (Section  116). — The  reference  commit- 
tee on  Report  of  the  Finance  Committee  advocated 
and  the  House  of  Delegates  concurred  that  the 
Medical  Directory  of  New  York  State  be  published 
every  two  years  and  that  the  Publication  Committee 
be  urged  to  cut  the  cost  of  publication  to  the  mini- 
mum by  deletion  of  such  nonessentials  as  street 
directories,  scientific  information,  and  by  using  a 
paper  instead  of  hard  bound  cover. 

The  Council  referred  these  instructions  to  the 
Publication  Committee.  (See  Annual  Reports  in 
this  issue,  Part  XI.) 

Nonessential  Information  in  Insurance  Forms 
(Section  187). — The  House  of  Delegates  adopted  a 
resolution  to  the  effect  that  the  Medical  Society  of 
the  State  of  New  York  take  steps  to  bring  about 
alteration  of  certain  insurance  forms  by  exclusion 
from  them  of  the  requirement  that  a physician’s 
medical  school  and  year  of  graduation  be  supplied 
and  that  such  forms  require  “only  a request  for 
State  License  Number  and/or  other  identification 
numbers.” 

The  Council  voted  to  refer  this  to  the  Committee 
on  Economics  with  the  request  that  members  of  the 
Workmen’s  Compensation  Committee  be  consulted. 
(See  Annual  Reports  in  this  issue,  Parts  VI  and  X.) 

Confidential  Information  Concerning  Fees  in 
Insurance  Forms  (Section  188). — The  House  of 
Delegates  approved  in  principle  and  referred  to  the 
Council  as  a result  of  the  report  of  the  reference  com- 


mittee on  Report  of  the  Council,  Part  VII,  the  fol- 
lowing resolution: 

“Whereas,  certain  insurance  companies  refuse 
to  pay  surgical  and  obstetric  fees  to  policy-holders 
unless  the  surgeon  or  obstetrician  states  his  total 
fee,  regardless  of  the  fact  that  the  benefit  paid  is  a 
fixed  amount  and  not  dependent  on  the  fee,  there- 
fore be  it 

“Resolved,  that  this  Society  take  appropriate 
steps  to  deny  insurance  companies  any  privileged 
information  other  than  certification  that  the  serv- 
ice was  performed  and  that  the  fee  was  equiva- 
lent to,  or  in  excess  of,  the  benefits.” 

The  Council  voted  to  refer  this  to  the  Subcom- 
mittee on  Medical  Expense  Insurance  of  the  Econom- 
ics Committee.  (See  Annual  Reports  in  this 
issue,  Part  VII.) 

Confidential  Information  in  Insurance  Forms 
(Section  189).- — The  House  of  Delegates  approved 
in  principle  and  referred  to  the  Council  the  following 
resolution : 

“Whereas,  many  firms  and  labor  unions  which 
arrange  hospitalization  and  medical  expense  insur- 
ance coverage  for  employes  and  their  families  re- 
quire that  the  claim  forms  be  submitted  through 
them  and  since  these  forms  reveal  specific  diag- 
noses of  illness  and  disease,  the  nature  of  which 
may  be  personal  and  a matter  of  embarrassment 
if  revealed  to  known  persons  and  fellow-workers, 
therefore  be  it 

“Resolved,  that  this  Society  initiate  steps  to 
require  insurance  claim  forms  to  conform  to  the 
statute  relating  to  privileged  information.” 

The  Council  voted  to  refer  this  to  the  Medical 
Expense  Insurance  Subcommittee  of  the  Committee 
on  Economics.  (See  Annual  Reports  in  this  issue, 
Part  VII.) 

Confidential  Information  in  Medical  Reports 
(Section  190). — The  House  approved  in  principle 
and  referred  to  the  Council  the  following  resolution: 

“Whereas,  many  employers  require  from 
employes  returning  to  work  after  illness  or  injury  a 
statement  from  their  physician  stating  the  exact 
diagnosis,  the  nature  of  which  may  be  personal 
and  embarrassing  to  the  patient  if  revealed  to 
fellow-workers  and  other  known  persons,  therefore 
be  it 

“Resolved,  that  this  Society  recommend  appro- 
priate action,  including  initiation  of  legislation  if 
required,  to  limit  the  request  for  information  to  a 
certification  of  bona  fide  illness  and  a statement  as 
to  the  length  of  the  disability.” 

It  was  voted  by  the  Council  to  refer  this  to  the 
Medical  Expense  Insurance  Subcommittee  of  the 
Committee  on  Economics,  in  consultation  with  legal 
counsel.  The  committee  later  recommended  to  the 
Council  that  the  physician’s  present  code  of  ethics 
in  relation  to  privileged  information  should  be 
adhered  to,  unless  release  is  obtained  from  the 
patient. 

The  reference  committee  on  Report  of  the  Coun- 
cil, Part  IX,  advocated  referring  to  the  Council 
several  resolutions;  the  following  were  referred  by 
the  House  of  Delegates: 

Free  Choice  of  Plan  (Section  173). — That  the 
Society  further  introduction  at  the  1952  New  York 
State  Legislature  of  a bill  similar  to  the  1951  Senate 
Introductory  2321  (Hughes)  in  relation  to  voluntary 
prepaid  health  insurance  and  allowing  workers  free 
choice  of  plan.  It  was  voted  to  refer  this  to  the 
Committee  on  Legislation. 
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The  Committee  on  Legislation  voted  to  support  a 
bill  giving  freedom  of  choice  in  selection  of  insurance 
plans.  The  Council  approved. 

Practice  of  Psychiatry  (Section  171). — That  the 
Society  instigate  introduction  into  the  1952  Legisla- 
ture of  a bill  similar  to  Senate  Introductory  1836  of 
the  1949  Legislature  relating  to  the  practice  of 
medicine  and  that  the  Society  work  actively  for  its 
passage.  The  reference  committee  also  reported 
“proper  enforcement  of  the  Medical  Practice  Act 
would  make  this  proposal  unnecessary-.”  The 
Council  voted  to  refer  this  to  the  Committee  on 
Legislation.  The  Legislation  Committee  took  no 
action.  (See  Annual  Reports  in  this  issue,  Part  IX.) 

X-ray  Bill  (Section  170). — That  a bill  be  intro- 
duced in  the  next  session  of  the  New  York  State 
Legislature  to  amend  the  Medical  Practice  Act  so 
that  it  defines  roentgenology  as  the  practice  of  medi- 
cine similar  to  a definition  in  a bill  which  was  de- 
feated several  years  previously-  in  the  Legislature. 

The  Council  voted  to  refer  this  to  both  the  Legis- 
lation and  the  Workmen’s  Compensation  Com- 
mittees. 

The  Legislation  Committee  voted,  after  consider- 
able discussion,  that,  being  aware  of  the  fact  that 
x-ray  physicians  are  not  united  regarding  such 
legislation,  the  committee  should  not  back  a bill 
defining  x-ray  as  the  practice  of  medicine.  The 
Council  approved. 

Injunction  Bill  (Section  167). — That  the  Medical 
Society-  of  the  State  of  New  York  cause  reintroduc- 
tion in  the  1952  Legislature  of  a bill  similar  to 
Senate  Introductory  94  of  the  1949  session  and  work 
actively-  for  its  passage.  This  bill  sought  to  amend 
Section  6513  of  the  Education  Law  in  relation  to 
authorizing  the  Attorney  General  to  apply  for  an 
injunction  to  restrain  acts  which  are  illegal  under 
Article  131  of  the  Medical  Practice  Act. 

The  Council  voted  to  refer  this  to  the  Legislation 
Committee  in  conference  with  Mr.  Joseph  J. 
Guariglia,  counsel  of  the  Medical  Society-  of  the 
County  of  Erie. 

The  committee  decided  not  to  support  an  injunc- 
tion bill,  as  it  was  thought  we  already  have  in  the 
law  all  that  is  necessary  to  effect  the  purposes  of  an 
injunction  and  that  further  addition  of  another  bill 
would  only  raise  the  question  again  of  whether  the 
act  would  be  constitutional. 

The  Council  voted  to  accept  the  report  of  the 
Legislation  Committee  as  amended,  and  this  ac- 
ceptance of  the  report  carried  with  it  disapproval  of 
introducing  an  injunction  bill. 

Free  Choice  of  Physician  (Section  166). — That 
the  Society  again  sponsor  a legislation  attempt  to 
have  a law  passed  in  Albany  which  would  amend  the 
insurance  law  in  relation  to  nonprofit  medical  indem- 
nity on  hospital  service  and  in  relation  to  free  choice 
of  physician  in  prepaid  voluntary  health  insurance 
plans,  similar  to  the  1951  Senate  Introductory  2116. 
It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

The  Council  voted  on  December  13,  1951,  to 
register  its  approval  of  a bill  containing  the  sub- 
stance of  the  so-called  Panken  Bill  (1951  Legisla- 
ture) to  be  introduced  in  the  next  legislative  session. 

Control  of  Narcotic  Problem  (Section  165). — The 

House  of  Delegates  recommended  to  the  Council 
that  steps  be  taken  to  have  reintroduction  of  a bill 
similar  to  the  1951  Assembly  Introductory  2718 
which  advocated  punishment  for  vendors  of  narcot- 
ics. 

Dr.  Robert  R.  Hannon,  Executive  Officer,  stated 


that  this  bill  had  been  passed  and  signed  by  the 
Governor.  It  is  Chapter  530  of  the  Laws  of  1951. 

Hospital  Practice  of  Medicine  (Section  168). — 
That  the  State  Society  advocate  reintroduction  of 
the  Friedman  Bill  (1949  Senate  Introductory-  2402) 
which  was  designed  legally-  to  prohibit  any  hospital 
from  practicing  medicine  even  through  the  hiring  of 
physicians  in  anesthesiology-,  pathology-,  roent- 
genology-, and  physiotherapy. 

The  Council  voted  to  refer  this  to  the  Legislation 
Committee.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

Protection  of  Interns  and  Residents  Against  Mal- 
practice Suits  (Section  118). — That  our  Society  sup- 
port the  reintroduction  and  passage  in  the  1952 
Legislature  of  bills  similar  to  the  1951  Senate  1108, 
Assembly  Introductory  1477,  which  sought  to  pro- 
tect from  malpractice  liability,  interns  and  residents 
and  other  physicians  rendering  care  in  public  insti- 
tutions, without  compensation  from  the  patient. 
This  was  also  referred  by  the  Council  to  the  Commit- 
tee on  Legislation.  Later  it  was  decided  that  the 
Society  would  support  a reintroduction  of  Senate 
Introductory  1108  (McCaffrey)  if  again  introduced 
by  the  municipal  hospitals  of  the  State.  It  also  was 
decided  to  notify  the  municipal  hospitals  of  our  sup- 
port. 

Workmen’s  Compensation  Committee  Sugges- 
tions (Section  133). — In  dealing  with  the  sugges- 
tions of  the  Workmen’s  Compensation  Committee, 
the  House  of  Delegates  approved  the  recommenda- 
tion “that  the  Society-  shall  continue  its  efforts  to 
secure  fair  and  equitable  adjustments  especially-  as 
they  affect  the  general  practitioner”  relating  to  the 
fee  schedule.  It  also  approved  the  employment  of 
an  actuarial  consultant  for  our  Workmen’s  Com- 
pensation Bureau,  at  an  estimated  cost  not  to  exceed 
$1,500  to  $2,000  annually-.  The  House  further 
deprecated  the  scarcity  of  Workmen’s  Compensa- 
tion reporting  forms  and  urged  the  symbol  M-17  to 
denote  qualification  for  thoracic  surgery. 

It  was  voted  to  refer  this  to  the  Workmen’s 
Compensation  Committee.  (See  Annual  Reports 
in  this  issue,  Part  X.) 

Early  American  Doctor’s  Office  at  Farmers’ 
Museum,  Cooperstown  (Section  87). — The  House  of 
Delegates  authorized  the  President  of  the  Society  to 
appoint  a committee  to  collaborate  with  the  officials 
of  the  Farmers’  Museum  ha  establishing  an  early 
American  doctor’s  office  in  Cooperstown.  The 
Council  referred  this  to  the  Committee  on  the  His- 
tory of  the  Medical  Society  of  the  State  of  New 
York. 

The  following  is  a list  of  materials  needed  to  refur- 
nish the  office  in  its  original  state:  desk  and  chair — 
pieces  which  were  used  by  a doctor  in  this  State  be- 
fore 1840,  an  examining  couch  of  the  same  period,  a 
skull,  a bust  of  Hippocx-ates,  anatomic  and  skeletal 
charts  for  the  walls,  unusual  early  medical  instru- 
ments, early-  crutches  or  other  devices,  doctor’s 
account  books,  old  medical  books,  a doctor’s  bag, 
and  any-  other  materials  that  would  properly  furnish 
and  recreate  a ty-pical  doctor’s  office  of  1840  or  any 
time  before  that  year. 

Doctors  who  wish  to  contribute  any  of  the  above 
materials,  or  who  know  where  such  may  be  obtained 
may  contact  Dr.  Frederic  D.  Zernan,  ill  East  88th 
Street,  New  York  City.  (See  Annual  Reports  in 
this  issue,  Part  XII.) 

Cooperation  with  Governor’s  Commission  on 
Chronic  Illness  (Section  110). — The  House  of  Dele- 
gates recommended  that  the  Subcommittee  on 
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Geriatrics  be  assigned  the  function  of  devising  means 
by  which  the  Society  may  cooperate  in  the  work  of 
Governor  Dewey’s  Commission  on  Chronic  Illness. 
It  was  voted  to  refer  this  to  the  Subcommittee  on 
Geriatrics  of  the  Public  Health  and  Education  Com- 
mittee. 

After  investigation,  Dr.  Theodore  J.  Curphey, 
chairman  of  the  Public  Health  and  Education  Com- 
mittee, found  that  there  is  no  Governor’s  Commis- 
sion on  Chronic  Illness  in  New  York  State.  How- 
ever, there  is  a National  Committee  on  Chronic 
Illness.  At  the  last  meeting  of  this  national  com- 
mittee, Dr.  Scott  Lord  Smith  represented  the  Medi- 
cal Society  of  the  State  of  New  York.  Activation  of 
this  recommendation  of  the  House  of  Delegates  was 
not  possible. 

Public  Relations  Lectures  in  Medical  Schools 
(Section  123). — It  was  resolved  “that  the  Medical 
Society  of  the  State  of  New  York,  through  its  Public 
Relations  Bureau,  make  an  attempt  to  place  a 
speaker  in  each  of  the  medical  schools  in  this  State 
for  a lecture  (or  lectures)  on  State  and  county  medi- 
cal society  organization  and  current  medical  eco- 
nomic and  public  relations  concepts.” 

The  Council  referred  this  jointly  to  the  Com- 
mittee on  Public  Relations  and  the  Committee  on 
Public  Health  and  Education.  Carrying  out  this 
mandate  of  the  House  of  Delegates  and  the  Council, 
Dr.  Floyd  S.  Winslow,  chairman  of  the  Public  Rela- 
tions Committee,  and  Dr.  Theodore  J.  Curphey, 
chairman  of  the  Committee  on  Public  Health  and 
Education,  jointly  sent  a letter  to  the  members  of 
the  existing  advisory  committees  to  the  Student 
A.M.A.  chapters  and  asked  for  the  advice  and  help 
of  these  representatives  in  carrying  out  the  wishes 
of  the  State  Society.  (See  Annual  Reports  in  this 
issue,  Part  XI.  See  also  page  866,  Section  179.) 

Future  Reports  of  the  Public  Relations  Bureau 
(Section  138). — The  House  of  Delegates  voted  “that 
the  Public  Relations  Bureau  shall  be  required  to  sub- 
mit jointly  with  the  Public  Relations  Committee 
each  year  to  the  House  of  Delegates  an  outline  of  its 
proposals,  to  be  included  in  the  annual  report,  with 
due  regard  for  the  need  of  flexibility  in  the  develop- 
ment of  public  relations  activities.” 

The  chairman  of  the  Public  Relations  Committee 
was  so  informed. 

Blood  for  Korea  Day  (Section  103). — In  accord- 
ance with  the  instructions  of  the  House  of  Delegates, 
the  secretary  of  the  Medical  Society  of  the  State  of 
New  York  sent  to  the  secretaries  of  component 
county  medical  societies  and  secretaries  of  state  and 
territorial  medical  societies  of  the  U.S.A.  a copy  of 
the  resolution  regarding  “Blood  for  Korea.” 

Report  of  Executive  Session  (Section  185). — As  a 
result  of  Dr.  Frederic  W.  Holcomb’s  report  to  the 
House  of  Delegates  on  its  action  as  a Committee  of 
the  Whole,  the  House  referred  to  the  Council  the 
report  of  the  Subcommittee  on  Cults  of  the  Legisla- 
tion Committee,  the  report  of  the  Subcommittee  on 
Public  Relations  of  the  Public  Relations  Committee, 
and  the  report  of  the  Committee  on  Hospital  and 
Professional  Relations. 

The  Council  voted  to  refer  the  report  of  the  Sub- 
committee on  Cults  of  the  Legislation  Committee 
and  the  report  of  the  Subcommittee  on  Public  Rela- 
tions to  the  Planning  Committee  for  Medical 


Policies.  The  report  of  the  Committee  on  Hospital 
and  Professional  Relations  was  referred  back  to  that 
committee.  (See  Annual  Reports  in  this  issue,  Part 
VI  and  Planning  Committee  for  Medical  Policies.) 

Laymen  on  County  Society  Committees  (Section 
184). — The  House“heartily’'approved  proposed  addi- 
tion of  selected  laymen  to  county  society  commit- 
tees having  to  do  with  the  health  of  the  public. 
Each  county  society  secretary  was  so  notified  by 
Dr.  W.  P.  Anderton,  secretary. 

Surrender  of  Medical  Fees  to  Hospitals  (Section 
83  and  183).— Dr.  W.  P.  Anderton,  secretary,  also 
distributed  to  each  county  medical  society  and  each 
known  hospital  in  New  York  State  copies  of  a reso- 
lution whicn  stated  that  it  is  unethical  for  physicians 
to  surrender  to  hospitals  fees  for  professional  serv- 
ices. 

A.M.A.  Resolutions. — Seven  resolutions  were  in- 
troduced as  instructed  by  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York. 

The  resolution  introduced  by  Dr.  Andrew  A 
Eggston,  calling  upon  the  American  Medical  As- 
sociation to  make  available  to  state  and  county 
societies  “all  pertinent  information  and  experiences 
bearing  on  possible  restrictions  to  membership  based 
on  race  or  religion”  was  not  passed,  upon  recom- 
mendation of  the  reference  committee,  which  stated 
such  matters  were  the  business  of  individual  county 
societies. 

The  resolution  introduced  by  Dr.  Leo  F.  Schiff, 
calling  for  allocation  of  contributions  through  the 
American  Medical  Education  Foundation  Fund  to  a 
particular  medical  school,  if  designated  by  a donor, 
was  approved  by  the  reference  committee  on  medical 
education  and  hospitals,  which  stated  this  had 
already  been  arranged. 

Our  resolution,  introduced  by  Dr.  Floyd  S.  Wins- 
low, that  the  American  Medical  Association  establish 
a section  on  public  relations  in  its  scientific  assembly, 
after  consideration  by  the  American  Medical  As- 
sociation Council  of  Scientific  Assembly  and  the 
reference  committee  on  section  and  sessions  work, 
was  defeated  on  recommendation  of  the  reference 
committee. 

A resolution  regarding  retirement  benefits  for  pro- 
fessional persons,  introduced  by  Dr.  W.  P.  Anderton, 
was  considered  by  the  reference  committee  on 
legislation  and  public  relations.  Like  two  other 
similar  resolutions,  it  was  adopted  in  principle. 

A resolution  from  our  House  of  Delegates  recom- 
mending that  national  specialty  boards  be  requested 
to  assure  their  diplomates  that  participation  in 
emergency  medical  call  service  would  not  jeopardize 
specialty  ratings,  introduced  by  Dr.  Harold  F. 
Brown,  was  adopted. 

Also,  a resolution  introduced  by  Dr.  Edward 
P.  Flood,  advocating  the  use  of  advertising  space  in 
programs,  journals,  and  small  annual  publications 
for  slogans  favorable  to  established  medical  prac- 
tice, was  recommended  by  the  reference  committee 
on  legislation  and  public  relations  and  adopted. 

Dr.  Renato  J.  Azzari  introduced  our  resolution 
which  .deplored  a certain  type  of  obstetrics  and 
pediatrics  advertising.  It  was  referred  to  the  refer- 
ence committee  on  miscellaneous  business.  This 
committee  recommended  a broader  substitute  resolu- 
tion which  was  adopted. 
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REPORT  OF  THE  PRESIDENT 


To  the  House  of  Delegates,  Gentlemen: 


At  the  An- 
nual Meeting  of 
the  House  of 
Delegates  as- 
sembled in  Buf- 
falo on  April  30, 
1951,  in  the 
course  of  my  in- 
augural address 
I outlined  in 
some  detail 
what  I con- 
sidered the  more 
pressing  of  the 
numerous  prob- 
lems we  of  this 
great  Medical 
Society  are 
called  upon  to 
try  to  resolve. 
Subsequently, 
at  various  times 
throughout  this 
medical  year  I 
have  discussed  certain  other  activities  through  the 
medium  of  the  President’s  Page  and  special  articles 
in  the  Journal. 

As  this  is  written  (February  22,  1952)  I shall  make 
comments  on  the  progress  we  are  making  toward  the 
accomplishment  of  these  objectives. 

At  regular  intervals  in  the  Journal,  the  carefully 
detailed  and  edited  minutes  of  the  Council  meetings 
are  printed.  Your  Council  is  the  interim  governing 
body  of  the  Society,  and  every  effort  is  made  by  your 
representatives  in  this  body  to  carry  out  conscien- 
tiously the  instructions  and  mandates  of  the  House  of 
Delegates.  The  regular  reading  and  study  of  the 
minutes  will  keep  the  membership  informed  and  ad- 
vised of  what  is  going  on,  the  conditions  existing  at 
the  time  of  action  which  necessarily  may  require 
some  significant  changes  in  implementation,  and  all 
in  all  will  afford  a closer  and  more  intelligent  under- 
standing of  the  obstacles  and  difficulties  surrounding 
certain  of  our  decisions  which  must  be  considered 
and  dealt  with.  I urge  every  member  of  our  Society  to 
follow  these  monthly  reports  carefully  and  with 
open  minds,  so  that  the  work  of  the  House  of  Dele- 
gates may  be  facilitated  and  the  controversial  and 
duplicated  resolutions  which  turn  up  from  year  to 
year  may  be  reduced  to  a reasonable  minimum 


One  of  my  first  official  acts,  and  a most  pleasurable 
one,  was  to  sign  the  scroll  of  office  which  was  pre- 
sented to  each  of  the  living  past  presidents,  some  17 
altogether.  This  was  authorized  at  the  May,  1951, 
meeting  of  the  Council,  and  it  will  now  be  our  policy 
in  the  future  to  present  such  a scroll  to  each  retiring 
president. 

Following  a visit  by  your  president  to  Coopers- 
town  and  Oneonta  in  July,  1951,  to  investigate  the 
proposal  that  the  Society  endorse  the  inclusion  of  an 
“Early  American  Doctor’s  Office”  as  part  of  the 
Farmers’  Museum  at  Cooperstown,  the  Council  ap- 
proved such  endorsement,  and  efforts  are  now  being 
made  by  our  members  to  aid  in  furnishing  and 
equipping  this  project. 

Your  president  has  made  every  effort  possible  to 
make  contact  with  the  rank  and  file  members  of  our 
great  Society.  Believing  that  interchange  of  views 
on  a man-to-man  basis  is  productive  of  better  ad- 
ministration, I have  visited  the  “grass  roots”  level 
whenever  opportunity  offered.  It  has  been  my 
privilege  during  this  year  of  my  presidency  to  attend 
meetings  and  to  address  the  county  societies  of  New 
York,  Kings,  Queens,  and  the  Bronx  in  the  metro- 
politan area;  also  Westchester,  Dutchess,  and 
Orange  Counties  along  the  Hudson  Valley.  Oneida, 
Herkimer  and  Madison  were  visited  in  Central  New 
York,  Monroe  and  Erie  in  the  western  part  of  our 
great  State. 

In  August,  1951,  your  president,  together  with  Dr. 
W.  P.  Anderton  and  Dr.  J.  J.  Bourke,  executive 
director  of  the  New  York  State  Joint  Hospital  Sur- 
vey and  Planning  Commission,  conferred  with 
officers,  trustees,  and  other  representatives  of  the 
county  medical  societies  of  Oswego,  Jefferson,  St. 
Lawrence,  Oneida,  Hamilton,  and  Chenango.  These 
visits  were  essentially  to  inspect  the  hospital  con- 
struction going  on  or  completed  under  the  provisions 
of  the  Hill-Burton  Act.  We  visited,  in  all,  11  of 
these  projects.  This  was  a memorable  and  revealing 
experience,  and  it  has  been  recorded  in  a special 
article  in  the  December  1 issue  of  our  State  Journal. 
We  received  special  recognition  for  this  work  by 
having  our  report  made  part  of  the  agenda  and 
minutes  of  the  Survey  and  Planning  Commission  at 
its  December  meeting. 

My  impressions  and  conclusions  relative  to  the 
ultimate  success  of  this  program  are  clearly  stated  in 
the  special  article  referred  to  above.  Only  through 
intelligent  understanding  of  all  facets  of  the  program 
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can  the  support  of  the  medical  profession  be  fully  en- 
listed. The  response  of  the  doctors  with  whom  we 
conferred  was  gratifying.  I trust  I may  be  pardoned 
for  calling  attention  to  this  work,  but  I hold  it  to  be 
of  great  significance,  and  I entreat  your  considera- 
tion of  the  report. 

Six  of  the  nine  district  branch  meetings  of  1951 
were  attended;  official  visits  to  annual  meetings  of 
Connecticut,  New  Jersey,  and  Pennyslvania  State 
Medical  Societies  were  made;  the  American  Medical 
Association  meetings — as  a delegate,  and  numerous 
meetings  of  its  councils  and  special  committees, 
notably  civil  defense  and  the  American  Education 
Foundation,  were  also  accomplished.  While  this 
entailed  great  sacrifice  of  time  and  energy,  I feel  it 
has  been  a broadening  experience  and  of  inestimable 
assistance  to  me  in  coping  with  the  many  problems 
of  our  own  Society.  Not  the  least  satisfying  of  these 
experiences  has  been  the  personal  touch  with  so 
many  doctors  practicing  in  these  scattered  areas, 
getting  their  “feel”  of  things,  and  making  new  friend- 
ships and  renewing  and  cementing  old  ones.  I am 
happy  to  have  had  this  privilege  to  serve. 

The  dues  situation  with  respect  to  the  American 
Medical  Association  is  still  disturbing  and  confusing. 
Nevertheless,  great  progress  has  been  made  toward 
a better  understanding  of  the  need  for  these  dues  and 
of  the  mechanisms  of  collection.  We  have  some 
19,973  paid  members  of  the  American  Medical  Asso- 
ciation for  1951  at  this  writing,  a showing  far  in  ex- 
cess of  what  seemed  possible  only  a few  months  ago. 
As  a result  we  have  lost  only  three  delegates,  and  as 
I view  the  future  I am  reasonably  certain  we  will  be 
better  than  90  per  cent  paid  in  1952  and  should  re- 
gain our  full  quota  of  delegates.  This  we  must  do  if 
our  prestige  and  influence  in  our  national  association 
is  to  be  maintained. 

The  president  of  the  American  Medical  Associa- 
tion after  next  June  will  be  our  own  Dr.  Louis  H. 
Bauer,  and  he  must  have  the  full  and  undivided  sup- 
port of  every  doctor  in  our  State  if  his  efforts  to  lead 
us  down  the  road  of  a free  medical  profession  and 
away  from  the  creeping  socialism  of  our  times  are  to 
be  successful. 

Certain  proposed  changes  in  the  conduct  of  our 
annual  convention  I hope  will  be  effected  by  con- 
vention time.  These  will  be  reported  by  the  Com- 
mittee on  Convention.  They  aim  chiefly  to  improve 
attendance,  to  give  better  allocation  to  general  and 
teaching  day  programs,  and  to  expand  interest  in 
the  Annual  Meeting  itself,  which  is  held  on  the 
Wednesday  evening  of  convention  week.  An  in- 
teresting program  is  being  prepared  for  this  occasion. 
An  outstanding  feature  of  the  convention  will  be 
the  synchronized  television  presentations  direct 
from  Bellevue  Hospital  under  the  direction  of  its 
staff  and  the  faculty  of  New  York  University  College 
of  Medicine  and  Post-Graduate  Medical  School.  We 
look  forward  this  year  to  an  outstanding  scientific 
meeting  here  in  New  York. 

The  American  Medical  Education  Foundation  has 
been  a major  interest  of  this  administration.  Prog- 
ress has  been  slow  and  disappointing  to  your  presi- 
dent, yet  I believe  the  groundwork  has  been  laid  for 
an  amazing  improvement  in  1952.  Our  sights  are 
set  high,  and  our  goal  on  the  national  level  for  this 
year  is  to  raise  $2,000,000,  of  which,  it  is  my  hope, 
New  York  State  will  contribute  at  least  $200,000. 
Space  precludes  a detailed  outline  of  the  background 
and  development  of  this  most  important  activity. 
It  has  been  described  in  a President’s  Page  article  in 
July,  1951,  and  a State-wide  committee  has  been 
appointed  to  activate  and  coordinate  the  county 
society  efforts,  where  the  real  work  must  be  done. 


The  approach  to  the  1952  drive  is  to  be  a con- 
centrated one,  and  an  all-out  fund  raising  campaign 
among  the  doctors  is  to  be  conducted  during  the 
months  of  April,  May,  and  June.  As  this  report  is 
circulated,  the  campaign  will  be  under  way. 

A special  article  is  now  being  prepared  which  will 
inform  our  membership  of  all  details;  it  will  appear 
on  the  President’s  Page,  and  the  Journal  will 
carry  a leading  article  by  Dr.  H.  G.  Weiskotten  in 
addition.  This  program  will  be  editorialized  and  ad- 
vertised. Undertake  this  important  duty  which  we 
must  all  assume;  familiarize  jrourselves  with  the 
Foundation’s  plan  and  scope — how  it  is  integrated 
with  all  existing  contributions  to  our  schools  and  its 
close  liaison  with  all  the  groups  which  are  working 
toward  the  common  objectives  of  the  National  Edu- 
cation Foundation.  I urge  the  fullest  cooperation  in 
this  great  effort.  It  must  succeed  if  medical  educa- 
tion is  to  remain  free  and  unfettered  and  not 
dominated  or  controlled  by  yet  another  Federal 
bureaucracy. 

Civil  defense  continues  to  be  an  essential  responsi- 
bility of  the  Society.  Never  before  in  our  history,  in 
so-called  peace  times,  have  we  had  to  think  and  plan 
and  live  with  the  dire  threats  to  our  national  security 
which  are  everywhere  evident  today.  Your  atten- 
tion is  directed  to  the  detailed  outline  of  our  efforts 
and  accomplishments  in  this  field  which  was  pre- 
pared for  the  President’s  Page  in  the  January  15, 
1952,  issue  of  the  Journal,  also  to  the  month-to- 
month  reports  of  Dr.  Masterson’s  Emergency  Pre- 
paredness Committee  abstracted  in  the  minutes  of 
Council  meetings. 

Primarily,  our  objective  continues  to  be  to  bring 
our  State  Medical  Society  and  our  chief  medical  civil 
defense  officers  into  close  liaison.  We  seek  to  find 
the  means  by  which  all  physicians  would  meet  the 
demands  of  a national  emergency  should  it  ever 
arise.  We  have  an  impressive  plan  at  the  top  level 
in  the  development  of  which  your  State  Society  has 
played  a constructive  role. 

Through  our  Emergency  Medical  Preparedness 
Committee  and  our  Medical  Advisory  Council  to 
Civil  Defense,  we  have  assisted  in  the  preparation  of 
the  “Guides  for  Self-Help  and  Neighbor  Help,’’ 
training  manuals,  “Technics  for  Uniform  Treatment 
of  Crushing  Injuries,  Burns,  Fractures,  Shock  and 
Narcosis,  and  Radiation  Sickness,”  and  other  basic 
needs  upon  which  the  whole  program  is  planned. 
Purchasing  of  supplies,  stockpiling,  blood  procure- 
ment— all  are  being  accomplished. 

Our  enrollment  record  at  the  county  level  has  been 
greatly  increased  since  the  joint  meeting  in  Albanv 
of  county  society  civil  defense  chairmen  with 
General  Heubner  and  Dr.  Hilleboe’s  State  committee 
on  November  1.  Local  cooperation  with  the  central 
committee  has  been  enhanced,  yet  there  remains 
much  to  be  done.  The  completion  of  our  recruit- 
ment program  is  top  priority  for  all  of  us.  I urge 
again  the  utmost  cooperation  of  every  doctor  in  the 
State. 

Blood  Banks. — As  this  report  is  being  written,  we 
are  on  the  threshold  of  what  may  well  be  the  most 
important  committee  meeting  of  this  administration. 
On  March  1 and  2,  a State-wide  group  carefully 
selected  by  your  president  in  collaboration  with  Dr. 
Theodore  J.  Curphey  and  Dr.  Lester  Unger  will 
convene  in  Albany  to  establish  a State  Association  of 
Blood  Banks  sponsored  by  the  Medical  Society  and 
advocated  by  the  State  Department  of  Health.  It 
will  be  given  proper  legal  structure  and  a constitu- 
tion and  bylaws  so  that  we  may  proceed  with  com- 
plete organization.  We  are  drawing  heavily  on  the 
experience  of  California  and  Florida  where  such 
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organizations  function  effectively.  This  should  be  a 
signal  achievement,  and  one  which  is  sorely  needed  if 
we  are  to  do  our  full  duty  in  the  public  interest  dur- 
ing these  uncertain  times.  I look  forward  with 
pride  and  hope  to  the  successful  culmination  of  this 
endeavor. 

Community  Health  Councils. — We  are  under- 
taking this  year  the  promotion  of  health  work  in 
New  York  State  through  the  medium  of  local  citizen 
health  councils  and  the  formation  of  a State-wide 
council  to  stimulate  such  work.  This  activity  was 
given  due  emphasis  in  my  inaugural  address  as  a de- 
sired objective.  Many  states,  notably  Pennsyl- 
vania, Michigan,  Virginia,  and  Massachusetts,  al- 
ready have  state  health  councils  which  are  doing 
much  to  improve  community  health.  The  Council 
on  October  11,  1951,  voted  that  the  State  Society 
agree  to  collaborate  with  the  New  York  State 
Citizens’  Council,  Inc.,  in  initiating  such  a health 
council,  and  Dr.  Carlton  E.  Wertz  was  designated 
to  be  our  representative  on  the  organizational  com- 
mittee. They  have  adopted  the  slogan,  “In  the 
effort  to  improve  the  health  of  our  citizens,  the 
fundamental  need  is  to  get  people  to  recognize 
health  as  an  essential  need  of  total  community  life.” 

A number  of  preliminary  conferences  have  been 
held,  and  on  February  29  and  March  1 in  Albany  an 
organizational  meeting  of  all  interested  groups  will 
take  place.  Great  credit  must  be  given  Dr.  Wertz 
for  the  part  he  has  played  in  bringing  this  project  up 
to  the  final  stage.  As  physicians  and  citizens,  we 
must  play  a leading  role  in  the  operation  and  direc- 
tion of  these  urgent  community  needs. 

Our  Committee  on  Public  Health  and  Education 
represents  one  of  the  most  satisfying  endeavors  of 
our  Medical  Society.  The  scope  of  its  program 
broadens  continually,  and  a careful  perusal  of  its 
detailed  annual  report  is  urged  upon  you  all. 

The  work  of  the  Subcommittee  on  Blood  Banks  has 
been  given  special  emphasis  in  this  report.  Another 
major  activity  is  the  expanding  field  of  interest  of 
the  new  Subcommittee  on  General  Practice.  A 
broad  program  on  postgraduate  education  of  the 
general  practitioner  is  being  developed.  Of  even 
greater  import  is  the  new  State-wide  committee, 
representative  of  the  State  Medical  Society,  the 
New  York  State  Academy  of  General  Practice,  and 
the  State  Health  Department,  designated  to  study 
the  present  status  and  future  role  of  the  general 
physician  in  medical  practice  in  this  State.  Special 
emphasis  will  be  placed  on  the  integration  of  the 
general  practitioner  into  our  hospital  staff  structure. 
It  will  be  a long-range  study,  and  adequate  funds 
will  be  sought  to  support  this  significant  project. 

Arrangements  have  been  completed  for  publica- 
tion in  our  State  Journal  of  a special  series  of 
articles  on  cancer  detection,  with  appropriate  illus- 
trations and  drawings. 

These  represent  only  a few  of  the  activities  de- 
tailed in  the  annual  report. 

I desire  to  compliment  this  committee  on  its  fruit- 
ful and  effective  liaison  with  the  various  divisions  of 
the  New  York  State  Health  Department  and  to 
thank  Commissioner  Hilleboe  and  his  staff  for  their 
willing  cooperation. 

Legislation. — To  report  at  this  time  (February 
22)  on  this  subject  would  be  premature.  Appro- 
priate comment  on  the  results  of  our  work  in  this 
important  field  will  be  made  in  my  supplementary 
report.  I do,  however,  take  this  occasion  to  point 
out  the  painstaking  work  that  the  Council  committee 
is  doing,  the  concerted  effort  of  the  coordinating 
council  of  the  five  metropolitan  county  medical 


societies,  and  the  individual  efforts,  especially  down- 
state  where  I have  first-hand  knowledge,  of  many 
public-spirited  individual  physicians  to  secure  favor- 
able action  on  legislation  in  which  we  are  all  con- 
cerned and  which  is  of  great  importance  to  the 
public  welfare.  Proposed  measures  we  are  taking  a 
special  interest  in  are  the  Metcalf-Hatch  bill  author- 
izing the  employment  of  stray  animals  for  humanely 
conducted  experimentation  in  scientific  research 
(this  bill  has  passed  the  Assembly  at  the  time  of  this 
writing);  Hughes-Condon  bills  and  the  Panken  bill 
which  are  aimed  at  establishing  the  principles  of  free 
choice  of  physician  in  and  free  choice  of  medical  care 
plans;  our  specially  sponsored  bills  in  the  work- 
men’s compensation  field;  the  various  alcohol  and 
narcotic  control  bills,  and  the  perennial  chiropractic 
licensure  bill. 

The  State  Society  has  taken  a strong  position  on 
all  of  these  measures  and  your  Council,  through  its 
executive  committee,  has  just  released  a considered 
statement  on  the  fraudulent  theory  of  chiropractic 
and  our  steadfast  stand  against  any  compromise  of 
principle.  We  are  strongly  supported  in  this  posi- 
tion by  our  State  Department  of  Health  and  have 
reason  to  believe  that  the  State  Education  Depart- 
ment may  also  be  on  our  side.  This  statement  has 
been  widely  circulated  to  important  persons  in  the 
State  administration  and  to  the  legislators,  and  al- 
ready encouraging  replies  are  being  received.  I 
anticipate  in  the  light  of  available  information  that 
our  legislation  program  this  year  should  meet  with  a 
considerable  degree  of  success. 

Public  Relations. — The  expanding  activities  of 
our  Public  Relations  Bureau  must  be  evident  to  all 
of  you.  This  is  one  of  our  truly  difficult  tasks  largely 
because  the  Public  Relations  Committee  is  beset 
with  so  many  conflicting  opinions  and  methods  of 
approach  to  sound  and  effective  public  relations. 
Both  the  Council  committee  and  the  advisory  sub- 
committee have  tried  earnestly  to  promote  a con- 
structive and  positive  program. 

The  improved  format  of  our  News  Letter  and  the 
wider  circulation  that  has  been  given  to  it  deserve 
special  mention.  Important  press  releases  have  been 
accurately  and  promptly  accomplished.  The  work 
of  the  field  staff  is  bearing  fruit.  And  particularly  I 
proffer  my  thanks  to  the  willing  and  effective  co- 
operation that  has  been  accorded  me  by  both  the 
chairman  of  the  Council  committee  and  the  director 
of  the  Bureau  in  fulfilling  many  of  my  public  obliga- 
tions. Ways  and  means  to  improve  and  supplement 
our  public  relations  activities  are  constantly  being 
sought.  I shall  have  further  comment  on  these  mat- 
ters when  I present  my  supplementary  report  to  the 
House. 

Because  of  presently  active  studies  now  in  process 
by  the  Hospital  and  Professional  Relations  Com- 
mittee and  the  Workmen’s  Compensation  Com- 
mittee, it  is  my  j udgment  to  make  appropriate  com- 
ments later  in  my  supplementary  report.  The 
status  of  our  voluntary  medical  care  plans  will  also 
be  taken  up  at  that  time.  The  annual  reports  of 
these  various  activities  as  published  should  be  read 
by  all  of  you. 

Woman’s  Auxiliary. — The  work  of  our  Woman’s 
Auxiliary  proceeds  efficiently  and  without  fanfare. 
I wonder  how  many  of  you  really  recognize  what 
these  ladies  accomplish  for  us.  Sometimes  I feel 
that  their  work  is  not  sufficiently  evaluated.  As  I 
consider  then-  tasks  and  over-all  activities  I am 
amazed.  They  are  most  nearly  our  “indispensable” 
asset  and  should  receive  our  unqualified  and  en- 
thusiastic support. 
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It  has  been  my  privilege  to  have  had  close  contact 
with  their  planning,  and  I desire  to  express  my  sin- 
cere appreciation  of  the  unselfish  endeavors  of  these 
good  women.  To  Mrs.  Harold  B.  Johnson,  Mrs. 
Harry  I.  Norton,  and  to  all  committee  chairmen 
and  members  go  my  heartiest  good  wishes  and 
thanks. 

Executive  Committee. — I will  take  this  occa- 
sion to  point  out  the  wisdom  of  those  who  framed 
our  present  Constitution  and  Bylaws.  These  have 
done  much  to  simplify  and  coordinate  the  work  of 
our  numerous  committees.  Of  special  significance 
is  the  creation  of  the  executive  committee  of  the 
Council  to  act  with  power  as  an  interim  body 
between  Council  meetings  when  really  urgent  matters 
arise  which  require  immediate  attention.  This 
committee  has  been  called  upon  to  function  three 
times  during  the  current  year  and  has  not  only  met 
the  issues  squarely  but  has  saved  the  State  Medical 
Society  possible  embarrassment  as  well  as  expedit- 
ing our  work. 

Executive  Officer. — As  is  known  to  most  of  you 
Dr.  Robert  R.  Hannon  severed  his  connection  with 
our  State  Society  on  January  1,  and  his  leaving 
was  a matter  of  great  personal  regret  to  all  of  us 
who  knew  him  and  have  recognized  the  character 
of  the  man  and  the  quality  of  his  work.  The  Coun- 
cil paid  suitable  tribute  to  Dr.  Hannon  in  the  form 
of  a permanent  memorial. 

To  find  a successor  was  not  an  easy  task.  A special 
committee  with  your  president  worked  for  several 
months  in  search  of  the  right  man.  We  finally 
after  consultation  with  our  chief  counsel  decided  on 
Dr.  Harold  B.  Smith  of  Syracuse.  Dr.  Smith  is  both 
a physician  and  a lawyer.  He  is  young  and  energetic 
and,  fortunately,  because  of  his  prior  connections 
with  our  legal  department,  has  had  some  experience 
with  the  work  he  has  been  selected  to  do.  He  ac- 
cepted this  position  only  as  recently  as  December  15 
last,  and  in  the  brief  space  of  the  two  months  he  has 
been  with  us  his  wrork  has  been  stimulating  and  en- 
couraging. He  seemingly  has  made  a good  impres- 
sion already  on  official  Albany,  and  he  cooperates 
well  with  Mr.  Beasley,  our  legislation  adviser.  We 
are  indeed  fortunate  to  secure  a man  of  his  caliber, 
and  I am  sure  as  the  membership  knows  him  better  it 
will  realize  his  worth  and  will  feel  that  we  have  made 
a wise  choice.  I wish  him  well  and  assure  him  of  the 
complete  cooperation  of  the  officers  and  Council  of 
this  Society. 

New  Office. — -When  this  Society  convenes  at  its 
annual  meeting  in  May  of  this  year,  your  central 
office  will  have  moved  to  its  new  location.  Because 
of  the  expiration  of  our  lease  at  our  present  address, 
292  Madison  Avenue,  and  other  considerations,  it 


became  necessary  to  seek  new  quarters.  This  again 
was  a trying  task  and  one  that  required  both  experi- 
ence and  judgment.  A special  committee  represent- 
ing the  Council  and  the  Trustees  finally  selected  the 
19th  floor  at  386  Fourth  Avenue,  where  it  is  hoped  we 
will  have  the  added  space  required  and  more  suitable 
and  comfortable  surroundings  for  our  office  staff. 

Comment — There  are  many  other  matters  I 
should  like  to  discourse  on,  but  it  is  impractical  to 
cover  the  whole  gamut  of  our  work.  It  has  been 
a gratifying  experience  to  serve  this  Society  as  your 
president  during  this  year,  and  I am  deeply  grateful 
for  the  privilege  I have  had  and  the  honor  you  have 
conferred  upon  me.  I have  earnestly  endeavored  to 
keep  constantly  in  touch  with  all  the  activities  of  this 
great  Society,  and  I view  the  results  we  are  achieving 
with  qualified  satisfaction.  One  in  my  position 
naturally  has  the  opportunity  to  observe  and  formu- 
late some  opinions  on  how  we  perhaps  can  make  our 
work  more  effective  and  conduct  it  more  simply  and 
economically.  I shall  present  these  thoughts  as  an 
essential  part  of  my  supplementary  report. 

In  closing,  I would  be  remiss  if  I did  not  express 
my  deep  appreciation  and  profound  gratitude  for 
the  effective  cooperation  and  help  I have  received  at 
all  times  from  Dr.  W.  P.  Anderton,  our  secretary  and 
general  manager.  To  those  uninitiated  in  the  broad 
scope  and  plan  of  our  Medical  Society  the  im- 
portance of  his  work  is  not  generally  recognized. 
His  conscientious  attention  to  all  details,  his  willing- 
ness to  cooperate,  and  the  wise  counsel  which  he  60 
often  can  provide  have  been  of  inestimable  value  to 
me. 

To  my  fellow  members  of  the  Council  and  of  the 
Board  of  Trustees  I extend  my  sincere  thanks  for 
their  tolerance  and  patience  and  for  their  wise 
counsel  to  me  which  has  made  my  task  much 
simpler.  To  Miss  Doris  K.  Dougherty  and  to  all  the 
gracious  ladies  who  make  up  our  large  office  staff  I 
want  to  proffer  particular  thanks.  Their  kindness 
and  cooperation  will  always  be  remembered  as  one 
of  the  more  pleasant  recollections  of  this  happy 
year. 

I trust  I am  leaving  to  Dr.  Wentworth,  my  suc- 
cessor, a well-knit  and  well-coordinated  organization 
and  offer  him  my  continued  services  in  any  capacity 
he  may  see  fit  to  use  them. 

It  is  a rare  and  unique  privilege  to  serve  such  a 
fine  body  of  men  who  make  up  the  membership  of 
this,  the  largest  state  medical  society  in  the  country. 
For  this  privilege  I again  extend  my  heartfelt 
thanks. 

Respectfully  submitted, 

J.  Stanley  Kenney,  M.D.,  President 


SECRETARY’S  REPORT 


To  the  House  of  Delegates,  Gentlemen: 

It  gives  your  secretary  pleasure  to  report  that  the 
Medical  Society  of  the  State  of  New  York  has  had  a 
healthy,  successful  year  since  your  last  meeting. 

Membership. — Membership  records  show  the  fol- 
lowing: 

: MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 


YORK 

1950 —  Membership 21,861 

1951 —  Members  reinstated.  . . . 983 

1951 — New  members 796 


Rockland 

1 

1 

St.  Lawrence 

1 

2 

3 

Schenectady 

3 

3 

Schuyler 

1 

1 

Steuben 

1 

1 

Ulster 

1 

1 

Washington 

1 

1 

Wayne 

1 

1 

Westchester 

7 

6 

13 

— 

— 

— 

Total 

132 

171 

303 

Rescinded  1 

1951 — Deaths 

1951 — Resignations 

1951 — Licence  revocations 

1951 — License  suspended 

1951 — Suspended  from  mem- 
bership   

1951 — Expelled  from  member- 
ship   


23,640 

276 

274 

3 

1 

1 

1 


302 

During  1951,  the  Council  voted  remission  of  War 
Memorial  assessments  for  five  members  as  follows: 

County  Number 

Monroe  4 

Nassau  1 


556 


23,084 

1951 — Delinquent  members.  . . 960 


1951 — Total  membership 22,124 

Honor  counties  (all  of  whose  members  paid  their 
dues  in  1951)  include  Cayuga,  Greene,  Lewis, 
Livingston,  Orleans,  Schoharie,  Schuyler,  and  Yates. 


Comparative  totals  of  membership  since  1940 
follow: 


1940.  . . 

. 17,409 

1946.  .. 

20,524 

1941.  .. 

. 17,781 

1947.  . . 

21,303 

1942.  . . 

.18,313 

1948.  . . 

21,171 

1943.  . . 

. 18,652 

1949.  . . 

21,489 

1944. . . 

. 18,941 

1950.  . . 

21,861 

1945.  . . 

. 19,234 

1951.  .. 

22,124 

During  1951,  remissions 

of  dues  were  voted  for 

illness  or  service  in  the  armed  forces  as  follows : 

County 

Illness 

Service 

Total 

Albany 

1 

1 

Bronx 

8 

15 

23 

Broome 

2 

2 

4 

Cayuga 

1 

1 

Chemung 

3 

3 

Chenango 

1 

2 

3 

Dutchess 

1 

1 

Erie 

3 

10 

13 

Genesee 

1 

1 

Jefferson 

1 

1 

Kings 

31 

36 

67 

Madison 

1 

1 

2 

Monroe 

13 

5 

18 

Nassau 

6 

6 

12 

New  York 

29 

33  (1  re-  62 

scinded) 

Niagara 

1 

1 

Oneida 

4 

4 

Onondaga 

11 

4 

15 

Ontario 

1 

1 

Otsego 

1 

1 

Queens 

10 

31 

41 

Richmond 

1 

2 

3 

5 

Last  year  you  elected  Dr.  Kathleen  Buck  to  re- 
tired membership  without  knowing  that  she  had 
died  a few  days  previously.  At  the  request  of  the 
Medical  Society  of  the  County  of  Monroe  you  are 
petitioned  to  reaffirm  this  posthumous  election. 

Annual  Meeting. — Last  May  in  Buffalo  the  regis- 
tration was  as  follows: 

Physicians  1 ,425 

Guests  637 

Exhibitors  308 


Total  2,370 

The  previous  year  in  New  York  City  the  registra- 
tion was: 

Physicians  4,407 

Guests  1,191 

Exhibitors  1,387 


Total  6,985 

As  Syracuse  has  sufficient  space  to  house  our 
meetings,  it  has  been  proposed  to  hold  the  1954  con- 
vention in  that  city  which  is  the  most  centrally 
located  city  in  our  State.  On  the  other  hand,  some 
members  advocate  holding  all  annual  meetings  in 
New  York  City  in  view  of  the  large  attendance. 
Your  Convention  Committee  has  these  matters 
under  consideration. 

On  June  1 to  5,  1953,  the  American  Medical 
Association,  under  the  presidency  of  Dr.  Louis  H. 
Bauer  of  Hempstead,  will  meet  in  New  York  City. 
This  will  occur  during  the  tercentenary  celebration 
of  the  city. 

District  Branches. — Last  fall  your  nine  district 
branches  all  held  successful  meetings.  However, 
the  attendance  at  some  was  poor.  All  the  scientific 
programs  were  of  high  order,  and  the  addresses  by 
President  J.  Stanley  Kenney  and  President-Elect 
Edward  T.  Wentworth  were  important,  timely,  and 
well  received.  During  1952  it  is  planned  to  have 
the  New  York  City  office,  instead  of  Albany,  assist 
in  arranging  these  meetings. 

County  Societies. — During  the  past  year  the  61 
component  county  medical  societies  have  cooperated 
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diligently  and  courteously  with  your  State  Society. 
Collection  of  American  Medical  Association  member- 
ship dues  has  posed  several  and  varied  problems,  due 
to  such  causes  as  changes  of  addresses,  entry  into  the 
armed  forces,  and  insufficient  information  regarding 
the  individual  benefits  of  A.M.A.  membership. 
These  are  being  resolved  through  the  patience  and 
good  will  of  the  secretaries  and  treasurers  and  the 
help  of  the  officials  in  the  Chicago  office. 

It  is  hoped  that  the  study  of  attendance  at  meet- 
ings, undertaken  by  your  Public  Relations  Bureau, 
will  produce  suggestions  that  can  increase  the  inter- 
est of  all  the  individual  members  of  our  society. 

Grievance  Committees. — The  Board  of  Regents 
of  the  New'  York  State  Department  of  Education 
has  reappointed  Dr.  Walter  W.  Street  of  Syracuse  to 
succeed  himself  and  has  appointed  Dr.  Charles 
S.  Lakeman  of  Rochester  to  succeed  Dr.  Clarence 
P.  Thomas,  each  for  a term  of  five  years.  This 
committee,  as  an  arm  of  the  government,  deserves 
your  commendation  for  its  help  in  maintaining  high 
legal  and  ethical  standards  in  our  profession. 

Several  new'  “mediation”  or  “grievance”  commit- 
tees are  functioning  W'ell  in  a number  of  counties. 

Emergency  Calls. — Most  county  societies  have 
established  a central  telephone  location  for  emer- 
gencies. This  has  met  with  approbation.  It  shows 
that  the  members  of  our  profession  are  aware  of  their 
moral  responsibilities  to  be  personally  available  or 
have  an  available  substitute  at  all  hours  and  on  all 
days. 

Council. — As  evidenced  by  other  annual  reports, 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  has  labored  long  and  successfully.  It 
has  met  monthly,  except  in  July  and  August.  Its 
committees  and  subcommittees  have  reported  regu- 
larly and  have  accomplished  much  under  the  tireless 
and  tactful  guidance  of  President  J.  Stanley  Kenney. 
Its  Executive  Committee  met  June  20,  August  1,  and 
November  16,  1951,  ably  demonstrating  the  impor- 
tance of  its  existence. 

Comments. — To  you  is  sorrowfully  reported  the 
death  of  twro  former  presidents;  Dr.  Arthur  W. 
Booth  of  Elmira  died  October  22,  1951,  and  Dr. 
Harry  R.  Trick  of  Buffalo  died  December  19,  1951. 
Fitting  expressions  of  condolence  were  sent  to  their 
families  by  direction  of  the  Council. 

Your  secretary  again  expresses  his  appreciation  of 
the  high  honor  you  have  bestowed  upon  him  by 
allowing  him  to  hold  office.  He  has  attended  meet- 
ings of  this  House,  several  of  its  Reference  Com- 
mittees, all  meetings  of  the  Council  and  Board  of 
Trustees,  and  most  committee  meetings  during  the 
past  year.  He  also  helped  represent  you  as  one  of 


your  delegates  to  the  American  Medical  Association. 
With  President  Kenney  he  attended  the  annual 
meeting  of  the  Medical  Society  of  the  State  of 
Pennsylvania  in  Pittsburgh  last  fall  and  inspected 
new  hospital  facilities  in  our  own  State  last  August. 
He  has  also  been  present  at  meetings  of  the  Coor- 
dinating Council  on  Alcoholism,  the  New  York  State 
Society  for  Medical  Research,  Inc.,  the  annual 
meeting  of  the  New’  York  State  Welfare  Commission, 
and  other  meetings  and  conferences.  Also  last 
August  your  secretary  spent  a profitable  day  at  the 
Harrisburg  home  of  the  Pennsylvania  Society  and 
visited  several  localities  which  wanted  a general 
practitioner. 

After  seven  years  of  conscientious  and  construc- 
tive work  as  executive  officer,  Dr.  Robert  R.  Hannon 
resigned  as  of  December  31,  1951.  His  post  has 
been  filled  by  Dr.  Harold  B.  Smith  of  Syracuse.  Dr. 
Smith  is  a graduate  of  law  and  medicine  and  trained 
for  several  years  in  the  office  of  your  counsel,  Mr. 
William  F.  Martin. 

It  is  also  regretfully  recorded  that  Dr.  Jacob 
L.  Lochner,  wrho  has  been  so  helpful  to  this  office  in 
his  capacity  as  secretary  of  the  New  York  State 
Board  of  Medical  Examiners,  has  left  the  State 
Education  Department  to  become  Assistant  Com- 
pensation Medical  Director  of  the  Workmen’s 
Compensation  Board  in  the  Labor  Department. 
Dr.  Stiles  D.  Ezell  of  Middletown  has  been  ap- 
pointed his  successor. 

Mr.  Carl  T.  Weber,  executive  secretary  of  the 
Medical  Society  of  the  County  of  Monroe,  has  sug- 
gested advisability  of  issuing  a membership  card 
every  year  to  each  retired  member.  It  is  respect- 
fully suggested  that  this  House  memorialize  the 
component  county  medical  societies  to  do  so. 

.On  November  1,  1951,  the  annual  meeting  of  the 
county  society  secretaries  was  held  at  the  Hotel  Ten 
Eyck  in  Albany.  I believe  the  exchange  of  ideas  at 
this  meeting  was  of  indirect  benefit  to  all  the  mem- 
bers of  our  Society. 

The  enjoyment  of  working  as  your  secretary  dur- 
ing the  past  year  has  been  much  enhanced  by  the 
guidance,  cooperation,  and  kindly  consideration 
which  he  has  received  from  all  directions.  Presi- 
dent Kenney,  members  of  the  Board  of  Trustees,  of 
the  Council,  and  committees  have  been  most  gener- 
ous in  their  attitudes.  And  it  is  impossible  ade- 
quately to  express  appreciation  for  the  work  of  Miss 
Doris  K.  Dougherty,  executive  assistant  to  the 
secretary,  and  to  the  members  of  your  staff.  To 
many  people  your  secretary  owes  deep  thanks  for  a 
happy  year. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 


REPORT  OF  THE  TREASURER 


To  the  House  of  Delegates,  Gentlemen: 

Appended  is  the  condensed  report  of  the  annual 
audit  done  by  the  firm  of  Patterson  and  ltidgway, 
Certified  Public  Accountants. 

During  the  year,  the  Society’s  activities  were 
operated  within  its  income.  Surplus  arising  from 
1951  operations,  excluding  investment  income, 
amounted  to  $46,375.08. 

Last  year,  in  the  report  of  the  treasurer,  a tabula- 
tion showing  net  income  for  the  five  immediate  prior 
years  was  presented.  During  that  five-year  period 
we  spent  $110,000  more  than  we  received  (excluding 
investments).  While  the  deficit  over  the  immediate 
six  past  years  has  decreased  materially,  we  still 
operated  at  a deficit  over  this  period,  as  exhibited 
by  the  following: 


1946  $ 6,553.26* 

1947  96,180.67* 

1948  59, 595. 98 f 

1949  26,242.87* 

1950  40,697.83* 

1951  46,375.08 


$ 63,703.57 * 


* Italics  denote  figures  in  red  (deficit), 
t In  1948,  the  surplus  of  $59,595.98  was  caused  primarily 
by  an  increase  of  $5.00  in  dues  per  member,  as  well  as  an  in- 
crease in  the  number  of  members. 

During  the  same  six-year  period,  investment  in- 
come amounted  to  $131,305.85  net.  We  are  fortu- 
nate indeed  in  having  our  investments  produce  this 
surplus.  Without  it,  our  financial  position  would 
have  been  none  too  good. 


In  Table  I,  there  is  submitted  a comparative 
schedule  of  income  and  expenditures  for  the  previous 
five  years.  In  order  to  exhibit  these  figures  in  com- 
parative form,  it  has  been  necessary  to  rearrange 
slightly  the  figures  as  shown  in  our  Statement  of 
Operating  Income  and  Expenses. 

Table  I contains  many  figures.  Study  of  these 
will  yield  more  information  than  detailed  comment. 
It  is  interesting  to  note,  however,  that  with  an  in- 
crease of  more  than  $100,000  in  dues  income  (due 
primarily  to  the  increase  which  became  effective  this 
past  year),  our  net  income  was  only  slightly  more 
than  $46,000.  It  is  also  interesting  to  note  that  for 
the  first  time  since  1948  the  Journal  more  than  paid 
its  own  way.  While  practically  all  of  our  activities 
increased  their  expenditures,  it  is  well  worth  noting 
that  the  Public  Relations  Bureau  spent  a lesser 
amount  in  1951  than  in  1950 — $3,284  less. 

Your  treasurer  cannot  help  repeating  the  warning 
in  his  report  of  last  year  that  continued  operations 
at  a deficit  can  only  mean  insolvency.  The  fact 
that  a surplus  resulted  in  1951  does  not  mean  that 
vigilance  in  our  financial  affairs  can  be  relaxed.  We 
must  exercise  extreme  care  in  these  matters. 

The  treasurer  wishes  to  thank  those  who  have 
helped  him  during  the  past  year.  Dr.  Thomas  M. 
d’Angelo,  assistant  treasurer,  has  aided  on  many 
occasions. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 


Auditor’s  Certificate 


To  the  Board  of  Trustees,  Medical  Society  of  the  State 
of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1951,  and  the  related  statements  of 
operating  income  and  general  and  other  funds  for 
the  year  then  ended.  Our  examination  was  made  in 
accordance  with  generally  accepted  auditing  stand- 
ards, and  accordingly  included  such  tests  of  the 
accounting  records  and  such  other  auditing  proce- 
dures as  we  considered  necessary  in  the  circumstances. 

We  did  not  confirm  the  unpaid  members’  dues  by 
correspondence  with  the  members. 


In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  operating  income  and  general  and 
other  funds  present  fairly  the  financial  position  of 
the  Medical  Society  of  the  State  of  New  York  at 
December  31,  1951,  and  the  results  of  its  operations 
for  the  year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  applied  on  a basis 
consistent  with  that  of  the  preceding  year. 

Patterson  and  Ridgway 
Certified  Public  Accountants 

February  25,  1952 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

STATEMENT  OF  OPERATING  INCOME  AND  EXPENSES 
For  the  Year  Ended  December  31,  1931 


OPERATING  INCOME 


Members’  Dues  for  the  Current  Year — After  Reserve .1430,295.00 

Less:  Allocation  to  Journal  Circulation  Income,  as  Authorized  by 
the  Board  of  Trustees ...  57,220.00 


Arrears  (Dues) 

Service  Fees  on  A.M.A.  Collections 

Annual  Meeting  (Net  Loss) 

Interest  on  Savings  Accounts 

Operating  Income  from  the  Journal 2 , 532 . 16 

Plus:  Allocation  of  Dues 57,220.00 


Sales  of  1949  Directory  (Net) 
Sundry 


OPERATING  EXPENSES 


Administrative 99 , 944 . 36 

Public  Relations  Bureau 65,531.85 

Legislative  Bureau — Albany  Office 31 , 289 . 96 

Workmen’s  Compensation  Bureau 21,329.33 

Bureau  of  Medical  Care  Insurance 17, 482 . 44 

Scientific  Activities 20 , 622 . 05 

District  Branches 3,648.71 

Planning  Committee  for  Medical  Policies 426.67 

Woman’s  Auxiliary 2,210.16 

Malpractice  Insurance  and  Defense  Board 910.22 

Malpractice  Audit 800.75 

Counsel— Retainer  and  Expenses 27 , 000 . 00 

Traveling  Expenses 28 , 385 . 69 

World  Medical  Association. ...  1,000.00 

Committee  on  Alcoholism 783 . 57 

A.M.A.  Convention — Students..  216.43 

A.M.A.  Conference  Room  Expense 164.50 

Friends  of  Medical  Research 500 . 00 

Conference  of  Presidents 50.00 

Middle  Atlantic  States  Conference 25.09 

Special  Legal  Services 7,087.03 

Pensions 5,000.00 

Veterans  Medical  Service  Plan  of  New  York 26.78 

M edical  Directory 48 , 969 . 82 


$373,075.00 
2,715.00 
2,177.55 
8,637.60* 
672 . 90 


59,752.16 

9.20 

16.28 


429,780.49 


TOTAL 


383,405.41 


EXCESS  OF  INCOME  OVER  OPERATING  EXPENSES 


$ 46,375.08 


Italics  denote  figures  in  red. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

BALANCE  SHEET 
December  31,  1951 


ASSETS 


GENERAL  FUND 


Current  Assets 


Cash  in  Banks  and  on  Hand $50,509.16 

Less:  Due  American  Medical  Association 8,725.50  $ 41,783.66 


Accounts  and  N otes  Receivable 11, 903 . 25 

Less:  Reserve  for  Doubtful  Accounts  and  for  Agency 
Commissions 1,979.07  9,924.18 


Due  from  War  Memorial  Fund — per  contra 5 , 232 . 00 

Dues  Receivable — net,  estimated 12,200.00 

Due  from  Endowment  Fund— per  contra 100.00 

Inventor  of  Paper  Stock 9 , 955 . 58 


Total  Current  Assets 
Prepaid  Expenses 


Advance  Costs,  Medical  Directory  1953  24,654.90 

Sundries 8,051.39 


Total  Prepaid  Expenses 

Furniture  and  Fixtures — At  Nominal  Value 


Advances  to  Veterans  Medical  Service  Plan  of  New  York 16,972.53 

Less:  Reserve 1,212.00 


$ 79,195.42 


32,706.29 

2.00 

15,760.53 


Total  General  Fund 127 , 664 . 24 

INVESTMENT  FUND 

Cash  inBanks 2,180.39 

Investments  at  Cost  (Market  or  Redemption  Value  $615,666.99) 519,882.74 

Accrued  Interest  Receivable 7 , 936 . 56 

Loans  Receivable  from  General  Fund— per  contra 42,000.00 


Total  Investment  Fund 571 , 999 . 69 

ENDOWMENT  FUNDS 

Cash  in  Bank 13,112.50 

Less:  Due  General  Fund — per  contra 100.00 


Total  Endowment  Funds 13,012.50 

WAR  MEMORIAL  FUND 

Cash  in  Bank 24,315.58 

Investments — U.S.  Treasury  Bonds  (Market  Value  $208,314. 13) 215,939.04 

Accounts  Receivable 1 , 306 . 25 

Accrued  Interest  Receivable 1 , 347 . 42 


242,908.29 

Less:  Due  General  Fund — per  contra 5,232.00 


Total  War  Memorial  Fund 237,676.29 


$950,352.72 


TOTAL  ASSETS 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

BALANCE  SHEET 
December  31,  1951 

LIABILITIES  AND  CAPITAL 


GENERAL  FUND 


Current  Liabilities 


Loan  Payable  to  Investment  Fund — per  contra $42,000.00 

Accounts  Payable  4 , 048 . 68 

Commissions  Payable — Journal  and  Directory  Advertising  Sales 72.54 

Taxes  Payable  (Including  Withholdings) 6,651.66 


Total  Current  Liabilities 


Deferred  Credits 


Journal  Advertising  and  Circulation 1 , 052 . 49 

Annual  Meeting,  1952 21,233.50 

Reprints  Paid  in  Advance  742.90 

Membership  Dues,  1952 6,230.00 


Total  Deferred  Credits 


General  Fund 
Total 


INVESTMENT  FUND 


ENDOWMENT  FUNDS 


Lucien  Howe  Prize  Fund 5,300.37 

Merritt  H.  Cash  Prize  Fund 2,110.13 

A.  Walter  Suiter  Lectureship  Fund 5,602.00 


Total 


WAR  MEMORIAL  FUND 


$ 52,772.88 

29,258.89 

45,632.47 

127,664.24 

571,999.69 

13,012.50 

237,676.29 

$950,352.72 


TOTAL  LIABILITIES  AND  CAPITAL 
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STATEMENT  OF  GENERAL  AND  OTHER  FUNDS 
For  the  Year  Ended  December  31,  1951 


War 

Merritt  H. 

A.  W.  SOITER 

General 

Investment 

Memorial 

Locien  Howe 

Cash  Prize 

Lectoreship 

Fund 

Fond 

Fond 

Prize  Fond 

Fond 

Fond 

BALANCE  AT  JANUARY  1, 

1951 

ADDITIONS 

$ 742.61* 

$541,300.10 

$237,876.69 

So , 195. 95 

$2,068.56 

$5,539.66 

Excess  of  Operating  Income 

over  Expenses  Not  In- 
cluding Income  from  Se- 

curities 

Assessments  Collected 

Interest  on  Bank  Balances. . 
Income  from  Securities.  . . . 
Profit  or  Loss  (Net)  from 

46,375.08 

1.06 

25,060.51 

1,380.00 

104.42 

41.57 

112.34 

5,231.41 

Sale  of  Securities 

7,520.46 

911.81* 

45,632.47 

573,882. 13 

243,576.29 

5,300.37 

2,110.13 

5,652.00 

DEDUCTIONS 

Custodian  and  Investment 

Fees 

Prize 

Benefits  Disbursed 

1,882. 44 

5,900.00 

50.00 

BALANCE  AT 

DECEMBER  31,  1951 

$45,632.47 

$571,999.69 

$237,676.29 

$5,300.37 

$2,110. 13 

$5,602.00 

* Italics  denote  figures  in  red. 


CASH  IN  BANKS  AND  ON  HAND— December  31,  1951 


GENERAL  FUND $50,509.16 

INVESTMENT  FUND 2,180.39 

TOTAL $52,689.55 


Includes  $8,725.50  due  American  Medical  Association. 


Union  Dime 

ENDOWMENT  FUNDS  Savings  Bank 

Lucien  Howe  Prize  Fund $ 5,300.37 

Merritt  H.  Cash  Prize  Fund 2,110.13 

A.  Walter  Suiter  Lectureship  Fund 5,702.00 


TOTAL $13,112.50 


WAR  MEMORIAL  FUND 

Bayside  National  Bank $24,315.58 


INVESTMENTS— December  31,  1951 


The  investments  of  the  Society  (Investment  Fund)  are  summarized  as  follows: 

Cost 


Mabket 


U.S.  Government  Bonds 

Railroad  Bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 


$297,137.07 

5,551.25 

4,524.71 

19,929.65 

192,740.06 


$294,606.49 

6,045.00 

4,524.71 

19,281.25 

291,209.54 


Total 


$519,882.74  $615,666.99 


The  investments  of  the  Society  (War  Memorial  Fund)  are  summarized  as  follows: 

Cost  Mabket 


U.S.  Government  Bonds $215,939.04  $208,314.13 

These  securities  (except  the  mortgage,  which  is  held  by  the  Society  in  the  Office)  are  in  the  possession  of  the 
Chase  National  Bank  as  Custodian  for  the  Trustees  of  the  Medical  Society  of  the  State  of  New  York. 


REPORT  OF  THE  BOARD  OF  TRUSTEES 


To  the  House  of  Delegates,  Gentlemen: 

This  report  covers  the  period  from  May  2,  1951, 
to  February  14,  1952.  A supplementary  report  cov- 
ering the  period  from  February  to  May,  1952,  will 
' be  presented  to  the  House  of  Delegates. 

Your  Board  held  ten  meetings  during  the  year 
1951.  It  is  indeed  gratifying  to  peruse  the  attend- 
ance at  these  meetings.  Absences  were  few  and 
far  between.  Not  only  Trustees  attended;  your 
president,  president-elect,  secretary,  treasurer,  as- 
sistant treasurer,  and  legal  counsel  have  been  pres- 
ent regularly. 

Among  other  duties,  under  the  Bylaws,  the  Board 
is  charged  with  the  responsibility  of  “all  property 
including  trust  funds  and  shall  supervise  the  finan- 
cial affairs  of  the  Society  and  shall  invest  the  sur- 
plus from  time  to  time.  The  budget  prepared  by 
i the  Council  shall  be  submitted  to  the  Board  for  its 
! approval,  and  all  resolutions  or  recommendations 
of  the  House  of  Delegates  or  Council  pertaining  to 
expenditures  of  money  must  be  approved  by  the 
Board  of  Trustees  before  the  same  shall  become  ef- 
fective.” (Bylaws,  Chapter  V,  Section  2). 

At  first  reading  this  might  not  appear  to  be  a great 
responsibility.  The  trend  of  the  times  relative  to 
increases  in  costs  has  made  the  Board  more  wratchful 
than  ever  in  its  effort  to  hold  our  expenditures  at  a 
reasonable  figure  and  at  the  same  time  to  try  to  bet- 
ter the  value  of  our  Society  to  the  members.  Having 
in  mind  the  large  deficits  incurred  in  recent  years, 
the  Board  has  operated  with  the  militant  hope  that 
future  deficits  might  be  avoided  or  at  least  mate- 
rially reduced.  We  would  like  to  take  this  oppor- 
tunity to  thank  the  personnel  who  have  so  faithfully 
aided  us  in  this  effort. 

The  Treasurer’s  report  will  contain  the  details  of 
the  finances  of  the  Society.  You  are  respectfully 
urged  to  read  his  report.  We  ended  the  past  year 
with  a surplus  from  both  general  operations  and  in- 
vestments. This  is  a hopeful  sign!  It  should  be 
noted,  however,  that  there  are  two  factors  which  in 
part  have  caused  this  increase:  an  unexpected  sur- 
plus arising  from  the  Journal  and  the  increase  in 
dues  which  began  January  1, 1951. 

In  reviewing  our  expenses  as  compared  with  the 
budget,  many  interesting  facts  become  evident. 
The  most  important  thing  is  that  many  of  our  de- 
partments and  committees  did  not  use  the  full 
amount  requested  by  them  and  appropriated  for 
them  by  the  Council  and  Board  of  Trustees.  Dur- 
ing the  year  we  received  $14,540  more  in  dues  than 
was  expected.  The  Journal  expected  a net  income 
of  $35,056  whereas  the  net  increase  from  this  source 
(after  the  allocation  of  dues)  was  $24,696  more  than 
expected.  Our  administration  department  saved 
$11,514  on  their  budget.  The  Public  Relations 
Bureau  had  an  unexpended  balance  of  $32,175.  All 
of  the  other  departments  had  savings  ranging  from 
$55  to  almost  $1,000.  We  had  a saving  of  $5,262 
on  the  budget  for  our  1951  Annual  Meeting.  It  is 
urged  that  future  budget  committees  be  realistic. 

The  Investment  Committee  has  given  much  time 
and  study  to  our  investments  and  securities.  They 
are  constantly  in  close  communication  with  such 
banking  concerns  as  the  Chase  National  Bank. 
Our  position  is  good.  During  the  month  of  October, 
the  Investment  Committee  met  with  some  of  the 
executives  of  the  Chase  National  Bank  and  at  this 
time  invited  other  members  of  the  Board  to  be  pres- 
ent. This  is  mentioned  as  evidence  of  their  great 


care  in  protecting  and  improving  our  securities.  We 
believe  our  Investment  Committee  is  keeping  us  in 
a sound  financial  position.  The  Board  has  received 
much  able  and  valuable  assistance  from  its  Invest- 
ment Committee,  Drs.  Ross,  Reuling,  and  Cunniffe. 

In  Table  I there  is  submitted  a schedule  showing 
by  years  a summary  of  the  Society’s  surplus  and  the 
balance  of  investments. 


TABLE  I. — Financial  Statistics 


Year  Ending 
December  31 

Surplus 

(General  Fund) 

Balance  of 
Investments  at 
End  of  Year1 

1944 

8520,637 

8337,248 

1945 

538,399 

446,696 

1946 

544 , 800 

444,223 

1947 

477,777 

481,943 

1948 

556,184 

490,900 

1949 

550,299 

512,164 

1950 

540,557 

534,932 

1951 

617.6322 

564, 063 3 

1 Includes  investment  cash  account  and  loan  repayable 
from  General  Fund.  Investments  at  cost.  Excludes  War 
Memorial  Fund. 

2 As  of  January  1,  1950,  the  Board  of  Trustees  decided  to 
segregate  our  investment  funds  from  our  general  funds. 
This  figure  has  been  adjusted  in  order  to  conform  with  the 
figures  submitted  for  prior  years. 

3 Market  value  of  investments  and  cash  in  investment  ac- 
count, including  loan  repayable  from  General  Fund,  on  Dec- 
ember 31,  1951,  was  8659,  847. 

Table  II  shows  the  details  of  our  portfolio  at 
December  31,  1951,  with  transactions  relating  there- 
to. Table  III  shows  the  War  Memorial  Fund 
portfolio. 

During  1951,  the  Board  leased  new  quarters  at 
386  Fourth  Avenue,  New  York  City,  for  the  So- 
ciety’s offices.  Our  lease  at  292  Madison  Avenue 
expires  April  30,  1952.  The  need  for  additional 
space  has  been  evident  for  some  time.  It  is  hoped 
that  the  need  will  now  be  satisfied.  We  are  paying 
$25,000  per  year  for  an  eight-year  lease.  Our 
present  quarters  cost  us  $18,275  per  year. 

Two  legal  actions  against  us  were  settled  this  year. 
In  this  connection  we  had  the  able  assistance  of  our 
counsel,  Mr.  William  F.  Martin. 

We  continued  the  agreement  with  Mr.  James  J. 
Beasley  for  another  year  at  the  same  annual  rate  of 
$10,000. 

The  retainer  paid  to  our  counsel,  Mr.  William  F. 
Martin,  was  increased  from  $21,000  to  $22,000  per 
year. 

Upon  the  resignation  of  Dr.  Hannon,  the  Board 
approved  the  agreement  to  Day  Dr.  Harold  B.  Smith, 
our  new  executive  officer,  $5,000  for  the  first  six 
months  of  1952.  If  he  remains  with  the  Society 
after  the  middle  of  June,  a new  arrangement  will 
be  negotiated . 

Near  the  end  of  1951,  our  treasurer,  Dr.  Maurice 
J.  Dattelbaum,  reported  the  possible  need  for  the 
borrowing  of  cash  to  tide  us  over  for  some  three  or 
four  months.  Fortunately  we  were  not  required  to 
borrow  from  outside  sources.  By  using  available 
cash  in  the  Investment  account  plus  a large  dues 
payment  received  from  one  of  our  larger  counties, 
temporary  needs  were  fulfilled. 

This  matter  of  a need  for  cash  near  the  end  of 
each  year  has  now  become  a perennial  problem. 
Substantial  deficits  in  four  of  the  six  immediate 
past  years  have  been  the  cause.  It  becomes  in- 
creasingly evident  that  wise  administration  and  con- 
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TABLE  II. — Investments  (December  31,  1951) 


Interest 

Market  or 

Income 

Rate 

Par  or 

Redemption 

During 

(Per  Cent)  Maturity 

Shares 

Cost 

Value 

1951 

U.S.  Government  Bonds 

U.S.  Savings  Bonds  Series  “F" 

U.S.  Savings  Bonds  Series  "G” 

U.S.  Savings  Bonds  Series  “G” 

U.S.  Savings  Bonds  Series  "G” 

U.S.  Savings  Bonds  Series  “G” 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Bonds 

U.S.  Treasury  Note 

U.S.  Certificates  of  Indebtedness 

Total  U.S.  Government  Bonds 

Railroad  Bonds 

New  Orleans.  Texas  & Mexico — 1st 

Mortgage  B 

New  Orleans,  Texas  & Mexico — 1st 
Mortgage  (Certificate  of  Deposit) 


1953 

$30,000.00 

$ 22,200.00 

$ 28,350.00 

$930.00 

2 ‘A 

1954 

10,000.00 

10,000.00 

9,760.00 

250.00 

2*  A 

1954 

10,000.00 

10,000  00 

9,730.00 

250.00 

2»A 

1955 

4,000.00 

4,000.00 

3,880.00 

100  00 

2‘A 

1959 

51 ,300  00 

51 ,300.00 

48,581.10 

1,282. 50 

2>A 

1954-1952 

5,000.00 

5,000.00 

5,006.25 

125.00 

2 

1953-1951 

1,500.00 

1 ,476. 19 

1,498.13 

30  00 

2>A 

1968-1963 

9,000.00 

9,000.00 

8,752.50 

225.00 

2>A 

1969-1964 

9,000.00 

9,000.00 

8,711.66 

225.00 

2‘A 

1969-1964 

5,000.00 

5,000.00 

4,821.88 

125.00 

2‘A 

1970-1965 

31,000.00 

31,000.00 

29,892.91 

775.00 

2>A 

1971-1966 

5,000.00 

5,000.00 

4,837. 50 

125.00 

2‘A 

1972-1967 

182.91 

2‘A 

1972-1967 

126  14 

2‘A 

1962-1959 

15,000.00 

15,160.88 

14,501.06 

317.29 

2‘A 

1972-1967 

157.08 

2‘A 

1972-1967 

157.68 

2 Vi 

1980 

99,000.00 

99,000.00 

96,277.50 

2,041.87 

i‘A 

1951 

146  23 

IV* 

1952 

20,000.00 

20,000.00 

20,006.00 

156.25 

$297,137.07 

8294.606.49 

$ 

7,728.55 

5 

1954 

1,000.00) 

c 

$ 5,551.25 

$ 6,045.00 

S 

300.00 

5 

1954 

5,000.00) 

Public  Utility  Bonds 

American  Telephone  & Telegraph — 

Convertible  Debentures 3'/*  1959 


$ 14.93 


Mortgage 

T.  R.  Marrone — Brooklyn  property 


Preferred  Stocks 

Rochester  Gas  & Electric 

Cumulative  Preferred 

Rockland  Light  & Power 

Cumulative  Preferred 

Pure  Oil 

Convertible  Cumulative  Preferred 

Total  Preferred  Stocks 


Common  Stocks 

Consolidated  Natural  Gas. . 

Union  Pacific 

Allied  Chemical  & Dye . . 
American  Tobacco  “B”. 

Continental  Can 

Dow  Chemical 

General  Electric 

General  Motors 

Hercules  Powder 

International  Nickel 

Johns-Manville 

Kennecott  Copper 

Melville  Shoe 

Montgomery  Ward 

Mueller  Brass 

New  Jersey  Zinc 

Paramount  Pictures. 

United  Paramount  Theatres 
Standard  Oil  of  New  Jersey  . 

Texas  Company 

Union  Carbide  & Carbon. 

United  Shoe  Machinery 

Westinghouse  Electric . 
American  Gas  & Electric 

Consumers  Power 

Illinois  Power 

Ohio  Edison 

Peoples  Gas,  Light  & Coke. 

Total  Common  Stocks 


4 

4.65 

5 


233.21 

$ 

4,524.71 

s 

4,524.714 

$ 

269 . 83 

50 

$ 

5,211.81 

$ 

4,400.00 

$ 

200.00 

100 

10,020.59 

9,500.00 

465.00 

50 

4,697.25 

5,381 . 25 

250.00 

S 

19,929.65 

$ 

19,281.25 

$ 

915.00 

102 

$ 4,564.51 

$ 5,916.00 

S 

255.00 

100 

6,464.40 

10,000.00 

960.00 

240 

10,412.10 

18,120.00 

720.00 

175.00 

300 

10,954.91 

13,200.00 

600.00 

J 121  5,511.93 

(121  rights  27.50 

14,036.00 

81.30 

288.00 

270.00 

200 

5,318.00 

10,400.00 

800.00 

135 

6,026.65 

9,382.50 

405.00 

100 

4,565.00 

4,225.00 

260.00 

145 

7,962.34 

9,860.00 

616.25 

100 

3,815.00 

8,575.00 

600.00 

90.00 

200 

9,018.24 

13,500.00 

800.00 

200 

3,721.75 

3,750.00 

300.00 

150 

9,053.78 

12,037.50 

450.00 

75.00 

50 

1,578.92 

987.50 

100.00 

638 

24,240.34 

48,328.50 

2 

.306.75 

614 

14,995.37 

34,460.75 

1,872.70 

150 

3,818.12 

9,543.75 

375.00 

150 

9,943.50 

6,243.75 

375.00 

300 

11,750.82 

11,962.50 

450.00 

123.90 

4,869.48 

7,449.49 

352.50 

400 

11,879.70 

13,800.00 

800.00 

165 

4,987.35 

6,146.25 

363.00 

330  , 

9,708  79 

11,013.75 

795.00 

63 

7,551.56 

8,190.00 

378.00 

$192,740.06 

$291,209.54 

$15 

,832.20 
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Market  or  Income 

Redemption  During 

Cost  Value  1951 


SUMMARY  OF  INVESTMENTS 


U.S.  Government  Bonds $297,137.07  $294,606.49  $ 7,728.55 

Railroad  Bonds.  ...  . . ..  . 5,551.25  6,045.00  300.00 

Public  Utility  Bonds 14.93 

Mortgage 4,524.71  4,524.71  269.83 

Preferred  Stocks 19,929.65  19,281.25  915.00 

Common  Stocks 192,740.06  291,209.54  15,832.20 


TOTAL  INVESTMENTS 


$519,882.74  $615,666.99  $25,060.51 


TABLE  III. — Investments — War  Memorial  Fund  (December  31,  1951) 


Interest 

Income 

Rate 

Market 

During 

Bonds 

(Per  Cent) 

Maturity 

Par 

Cost 

Value 

1951 

U.S.  Government  Bonds 
U.S.  Savings  Series  “G”  . . 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 


2 1/2 

1961 

$75,000.00 

$ 75,000.00 

$ 71,700.00 

$1,875.00 

2 

1953-1951 

15,000  00 

15,000.00 

14,981.25 

239.59 

21/4 

1962-1959 

15,000.00 

15,086.98 

14,519.44 

325.84 

21/2 

1967-1962 

25,000.00 

25,524.94 

24,656.25 

574.81 

21/2 

1970-1965 

25,000  00 

25,327.12 

24,107.19 

600.23 

2'A 

1972-1967 

94.61 

21/2 

1972-1967 

126. 14 

21/2 

1972-1967 

157.69 

23/4 

1980 

60,000  00 

60,000.00 

58,350.00 

1,237.50 

$215,939.04 

$208,314. 13 

$5,231.41 

TABLE  IV. — Security  Transactions  (January  1,  1951,  to  December  31,  1951) 


Price 


INVESTMENT  FUND 
Acquisitions 

$99,000  U.S.  Treasury  Bonds  23/4S  due  4/1/80 

$20,000  U.S.  Certificates  of  Indebtedness  l7/es 

302  shares  Continental  Can 

145  shares  Johns-Manville 

100  shares  Standard  Oil  of  New  Jersey 

300  shares  Westinghouse  Electric 

7 shares  American  Gas  & Electric 

30  shares  Ohio  Edison 


100 
100 
36.79 
54.91 
116.38 
39.17 
52  Vi 
292  Vs 


Shares  Received  as  a Result  of  Stock  Dividends  and  Split-ups 


2 . 93  shares 
121  rights 
319  shares 
307  shares 
5.9  shares 


Dow  Chemical 
Dow  Chemical 
Standard  Oil  of  New  Jersey 
Texas  Company 
American  Gas  & Electric 


Sales 

$29,000  U.S.  Treasury  Bonds  21/is  6/15/72/67 100 

$20,000  U.S.  Treasury  Bonds  2l/ts  12/15/72/67 100 

$25,000  U.S.  Treasury  Bonds  2lAs  6/15/72/67 100 

$25,000  U.S.  Treasury  Bonds  2V2S  12/15/72/67 100 

$20,000  U.S.  Treasury  Bonds  I1/4S  8/1/51 100 

$18,800  American  Telephone  & Telegraph  Convertible  Debentures 120.45 

60  shares  Union  Pacific 104.19 

100  shares  American  Tobacco  “B” 65.74 

300  rights  Continental  Can.  0.15 

17  rights  Dow  Chemical 0.53 

1.8  shares  Dow  Chemical. 105.62 

200  shares  General  Electric 53.71 

100  shares  Melville  Shoe 22.62 

50  shares  Paramount  Pictures  29.15 

6 rights  Westinghouse  Electric 0.03 

400  rights  Consumers  Power 0.05 


WAR  MEMORIAL  FUND 
Acquisitions 


$60,000  U.S.  Treasury  Bonds  23/4S  4/1/80 100 

Sales 

$15,000  U.S.  Treasury  Bonds  2V2S  6/15/72/67 100 

$20,000  U.S.  Treasury  Bonds  2Vis  12/15/72/67 100 

$25,000  U.S.  Treasury  Bonds  2'/2S  12/15/72/67 100 
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servation  of  funds  accomplished  by  the  Trustees  of 
ten,  fifteen,  and  more  years  ago  is  now  providing 
for  the  present  “rainy  days.” 

The  War  Memorial  Committee  is  functioning  in 
a very  efficient  manner,  and  we  feel  proud  that  the 
memory  of  our  medical  men  who  made  the  supreme 
sacrifice  is  so  well  evidenced  in  the  manner  of  assist- 
ance to  their  children.  This  type  of  memorial  is 
difficult  to  evaluate.  Its  true  worth  is  almost 
beyond  words,  and  we  are  sure  it  will  live  forever  in 
the  heart  of  our  Medical  Society. 

The  members  of  the  Council  presented  Dr.  Robert 
Hannon  with  a very  fine  gold  watch  in  appreciation 
of  his  splendid  work  for  the  Society.  This  gift  was 
made  possible  by  individual  contributions.  We 
extend  to  Dr.  Hannon  our  very  best  wishes. 


The  Committee  on  Office  Administration  and  Poli- 
cies has  a Trustee  as  one  of  its  members.  Another 
Trustee  is  a member  of  the  Publication  Committee. 
In  this  way  the  Board  is  able  to  keep  in  close  touch 
with  affairs  of  the  office  and  publication  activities. 
We  believe  this  to  be  an  excellent  organizational 
procedure.  The  results  are  most  efficient. 

Respectfully  submitted, 

Dan  Mellen,  M.D.,  Chairman 
John  J.  Masterson,  M.D. 
William  H.  Ross,  M.D. 
Herbert  H.  Bauckus,  M.D. 
James  R.  Reuling,  M.D. 
Fenwick  Beekman,  M.D. 
Edward  R.  Cunniffe,  M.D. 


REPORT  OF  THE  FINANCE  COMMITTEE 


To  the  House  of  Delegates , Gentlemen: 

Following  the  procedure  set  up  a few  years  ago, 
your  committee  began  late  last  summer  to  prepare 
the  budget  for  1952.  Schedules  showing  1950  ex- 
penditures and  the  1951  budget  were  submitted  to 
the  various  departments  and  committees  with  the 
request  for  the  necessary  figures  for  1952. 

In  some  instances,  answers  were  very  prompt. 
In  others,  budgets  were  never  received.  In  those 
cases,  the  committee  was  required  to  prepare  its  own 
estimate  for  the  Council. 

To  complete  a budget  properly,  sufficient  detail 
and  supporting  information  must  be  supplied.  Your 
committee  each  year  asks  for  these  details.  Oc- 
casionally, it  is  found  that  a budgetary  request  can- 
not be  approved  until  such  details  have  been  sub- 
mitted. 

Your  committee  held  numerous  informal  meetings. 
Some  of  the  preliminary  work  was  conducted  by 
mail.  When  the  budget  was  completed,  one  meeting 
was  held,  at  which  time  the  committee  spent  the 
better  part  of  a day  discussing  the  various  items. 

On  September  13,  1951,  the  budget  was  presented 
to  the  Council.  Copies  were  mailed  to  Council 
members  in  advance  of  the  meeting. 

Following  this  report  is  a comparison  of  operations 
for  1951  with  the  budget  for  1952  as  it  was  on  Feb- 
ruary 1,  1952. 

Almost  without  exception,  the  new  budget  fore- 
casts an  increase  in  expenditures  over  and  above 
1951.  We  are  looking  forward  to  increases  in  the 
cost  of  everything  we  purchase.  Whichever  way 
we  turn,  we  find  higher  prices.  Salaries,  as  well,  will 
increase.  The  cost  of  paper  and  printing  has  in- 
creased. In  addition,  we  must  provide  for  three  new 
items  this  year:  additional  rent,  moving  expense, 

and  alterations  to  our  new  offices.  These  items  alone 
amount  to  almost  $21,000. 

The  committee  wishes  to  thank  all  members  and 
employes  of  the  Society  for  their  complete  coopera- 
tion in  the  formulation  of  the  budget  for  1952. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 
Frederic  W.  Holcomb,  M.D. 

Thomas  M.  d’Angelo,  M.D. 


COMPARISON  OF  1951  OPERATIONS  WITH  1952 
BUDGET 


1951 

Income 

and 

Expendi- 

tures 

1952 

Budget 

Income: 
Dues  (net) 

$375,790 

$364,900 

Interest 

673 

725 

Journal 

59,752 

38,141 

Medical  Directory,  1949 

9 

436,224 

403,766 

Expenditures: 

Administrative 

97,766 

107,878 

Public  Relations 

65 , 532 

112,447 

Legislation 

31,287 

30,520 

Workmen’s  Compensation 

21,316 

23,307 

Medical  Care 

17,482 

18,828 

Scientific  Activities 

20,622 

20,774 

Travel 

28,386 

33,550 

Annual  Meeting 

8,638 

1,830* 

Medical  Directory 

48,969 

46 , 838 

District  Branches 

3,649 

5,300 

Planning  Committee 
Woman’s  Auxiliary 

427 

700 

2,210 

2,500 

Malpractice  Insurance  Board 

910 

1,000 

Malpractice  Audit 

801 

800 

Legal 

34,087 

27,000 

Middle  Atlantic  States  Confer- 
ence 

25 

75 

Committee  on  Problems  of  Alco- 
holism 

784 

800 

A.M.A.  Conference  Room 

165 

500 

Conference  of  Presidents 

50 

50 

Veterans  Medical  Service  Plan  of 
New  York,  Inc. 

27 

500 

Societies  for  medical  research 

500 

500 

World  Medical  Association 

1,000 

1,000 

Pension 

5,000 

5,000 

A.M.A.  Students  Conference 

216 

Additional  rent 

6,725 

Moving  expense 

2,050 

Alterations  to«new  offices 

12,000 

Total 

$389,849 

$458,812 

Net  Income 

$46,375 

$ 56,046 * 

* Italics  denote  figures  in  red  (deficit) 


REPORT  OF  THE  COUNSEL 


To  the  House  of  Delegates,  Gentlemen: 

This  is  the  ninth  annual  report  of  your  present 

I counsel  and  the  activities  of  the  Legal  Department 
of  the  Medical  Society  of  the  State  of  New  York, 
for  the  period  of  February  1,  1951,  to  and  including 
January  31,  1952. 

First  I must  mention  with  pride  that  Mr.  Robert  J. 
Bell  has  become  a member  of  our  firm,  and  we  will 
continue  the  practice  of  law  under  the  name  of 
Martin,  Clearwater  & Bell.  Ever  since  he  came  to 
this  office  in  1931,  Mr.  Bell  has  been  a tower  of 
strength.  He  has  particularly  concentrated  on  our 
trial  work,  and  I have  received  commendations 
from  judges,  lawyers,  and  doctors  all  over  the  State 
of  New  York,  praising  the  fair  and  skillful  way  in 
which  he  conducts  himself.  He  has  also  been  an 
active  participant  in  the  work  of  the  Malpractice 
Insurance  and  Defense  Board. 

Mr.  John  J.  DeLuca,  Mr.  Robert  W.  Prier,  and 
Mr.  William  C.  Richardson  are  the  other  members  of 
our  legal  staff.  Mr.  DeLuca,  who  has  been  with  us 
for  seven  years,  has  done  a great  deal  of  efficient 
work  in  court,  more  particularly  in  our  Appellate 
Division  work,  and  has  taken  care  of  a great  number 
of  inquiries  from  the  State  and  county  medical 
societies,  as  well  as  those  sent  in  by  individual  doc- 
tors. Mr.  Prier  is  the  managing  attorney  in  the 
office  and  has  skillfully  plotted  the  day-to-day  ap- 
pearances called  for  by  the  hundreds  of  litigated 
matters  now  in  process.  Mr.  Richardson  manages 
the  investigation  and  correspondence  attendant  upon 
the  preparation  of  our  litigation.  During  the  year, 
Mr.  Harold  B.  Smith  resigned  from  our  staff  to  en- 
ter the  practice  of  law  in  his  native  city  of  Syracuse. 
The  State  Society  has  engaged  him  as  Executive 
Officer  in  Albany. 

The  past  year  has  been  a most  eventful  one  both 
in  the  volume  of  malpractice  litigation  and  in  the 
handling  of  the  substantial  consultation  work  at- 
tendant upon  the  increased  problems  and  activities 
of  the  State  Society.  I said  in  my  report  last  year 
that  “we  had  the  busiest  year  in  our  history.” 
This  year  was  much  more  arduous  than  last. 

The  activities  of  the  office,  are,  for  the  purpose  of 
this  report,  divided  into  three  categories:  (a)  The 
actual  handling  of  malpractice  actions  and  claims; 
(6)  counsel  work,  and  (c)  legislative  matters. 

Litigation. — There  is  attached  to  this  report  a 
tabulation  of  new  cases  and  of  those  disposed  of  dur- 
ing the  year  (Table  I).  There  were  241  actions 
brought  against  physicians  in  the  courts  of  this 
State,  which  we  were  called  upon  to  defend  last  year. 
While  we  wrere  defending  a substantial  number  of  all 
such  cases  brought  against  physicians,  we  do  not  de- 
fend them  all,  so  that  there  is  a considerable  number 
in  addition  to  the  ones  that  we  know  of.  This 
should  forcibly  call  to  the  attention  of  any  doctor 
the  need  for  an  adequate  policy  of  malpractice  in- 
surance. 

Doctors  frequently  ask  me  how  much  malprac- 
tice insurance  they  should  carry.  Three  factors 
are  to  be  considered  in  answering  such  a question. 
These  are  the  nature  of  the  doctor’s  work,  the 
amount  of  it,  and  his  own  financial  worth.  To  il- 
lustrate, a young  doctor  who  has  just  started  in 
practice  and  who  has  a small  policy  of  insurance 
could  probably  dispose  of  a potential  risk  much 
easier  than  a well-established  doctor  of  easily  ascer- 
tained financial  worth. 


TABLE  1. — Number  of  Suits  Instituted  and  Dispobed  of 
in  1951-1952 


Instituted 

Disposed  of 

1951-1952 

1951-1952 

(12  Months) 

(12  Months) 

1.  Fractures 

26 

18 

2.  Obstetrics 

19 

19 

3.  Amputations 

4 

8 

4.  Burns — x-ray,  etc. 

23 

22 

5.  Operations 

72 

71 

6.  Needles  breaking 

7 

7 

7.  Infections 

15 

20 

8.  Eye  infections 

7 

3 

9.  Diagnosis 

25 

7 

10.  Lunacy  commit- 

ments 

0 

1 

11.  Unclassified  medical 

43 

30 

■ - — 



Total 

241 

206 

Actions  for  death 

23 

24 

Infants  actions 

24 

22 

Total 

47 

46 

How  Disposed  of 

Settled 

166 

Terminated  in  favor  of 

defendant  physician 

40 

Judgment  for  plaintiff 

0 

Total 

206 

I wish  to  stress  that  no  type  of  practice  seems  to 
be  immune  from  the  perils  of  a malpractice  suit. 
Mr.  Bell  of  this  office  has  just  finished  trying  an 
eight-day  jury  case  where  one  of  the  charges  was 
that  certain  contraindications  existed  to  the  surgery 
which  was  done.  There  were  four  defendants.  We 
represented  an  uninsured  general  practitioner,  who 
had  referred  the  patient  for  surgery  and  who  at- 
tended the  surgery  participating  to  a very  minor  de- 
gree. The  end  result  of  the  surgery  was  a complete 
disability  of  a young,  married  man.  Also  involved 
in  the  case  was  an  uninsured  anesthetist. 

In  another  case  that  we  have  in  the  office,  the  de- 
fendant, an  anesthetist,  claims  to  have  had  some  as- 
surance from  one  of  the  hospital  authorities  that  if 
anything  happened  he  would  be  taken  care  of. 
When  he  was  sued,  after  talking  to  the  hospital 
authorities  he  found  himself  in  the  position  of  having 
to  take  care  of  the  whole  matter  himself.  Many 
doctors  who  work  full  time  at  hospitals  seem  to  feel 
that  they  do  not  need  insurance  and  that  the  hospi- 
tal will  take  care  of  them.  Unless  they  have  such 
an  understanding  in  writing,  they  should  most  cer- 
tainly carry  their  own  insurance. 

I pointed  out  in  my  report  last  year  that  pedia- 
tricians as  a class  do  not  seem  to  feel  that  they 
need  malpractice  insurance.  Our  experience  is 
otherwise.  I am  amazed  again  and  again  to  find 
doctors  doing  a considerable  amount  of  major  sur- 
gery who  do  not  carry  substantial  limits.  We  have 
had  several  cases  recently  of  doctors  who  either  gave 
up  their  insurance  or  drastically  reduced  it  because 
they  were  gradually  approaching  retirement  and 
were  curtailing  their  activities,  only  to  find  out 
that  for  the  first  time  in  their  life  they  were  served 
in  a malpractice  action  of  some  consequence. 
Time  does  not  admit  of  what  could  be  a treatise  on 
this  subject. 
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Attention  should  be  called  to  the  increased  liberal- 
ity of  pretrial  examination  procedures  which  result 
in  broad  disclosure  of  the  facts  of  a case  and  which 
procedures  are  particularly  valuable  to  plaintiffs’ 
attorneys  in  malpractice  cases.  We,  of  course,  bene- 
fit by  these  procedures  to  an  extent  in  that  we  can 
learn  what  there  is  to  know  about  the  plaintiff’s 
history  after  leaving  the  care  of  one  of  our  defend- 
ants. 

To  point  up  the  value  of  malpractice  insurance,  I 
call  attention  to  the  fact  that  malpractice  verdicts 
in  the  eastern  states  have  run  as  high  as  $150,000  in 
the  last  year.  A rural  jury  in  a neighboring  state 
rendered  a verdict  of  $75,000  in  an  x-ray  burn  case. 
A United  States  District  Court  Judge,  acting  with- 
out a jury,  gave  the  $150,000  verdict  in  Boston.  It 
was  against  the  Federal  government  for  the  negli- 
gence of  a doctor  in  an  Army  hospital. 

This  year  has  emphasized  the  great  protection 
afforded  by  the  Group  Plan  of  malpractice  insurance 
to  its  members.  We  have  attended  every  meeting 
of  the  Malpractice  Insurance  and  Defense  Board 
and  are  thoroughly  familiar  with  its  activities. 
The  members  who  come  from  all  over  the  State  of 
New  York  have  devoted  a great  amount  of  their 
time  to  aid  in  solving  our  problems.  There  was  a 
large  group  of  doctors  in  New  York  City  who 
argued  that  they  could  get  their  insurance  from 
another  company  for  a few  dollars  less  and  hence 
were  not  interested  in  the  Group  Plan.  The  brokers 
who  wrote  the  insurance  for  them  were  recently  in- 
formed that  the  other  company  intended  to  write  no 
more  malpractice  insurance.  It  was  not  uncommon 
for  that  company,  as  well  as  other  companies  who 
write  individual  policies,  to  cancel  a doctor’s  in- 
surance if  he  had  a loss  by  way  of  verdict  or  settle- 
ment or  if  they  had  any  other  type  of  unpleasant 
experience  with  him.  They,  of  course,  were  within 
their  rights  in  so  doing,  but  the  Group  Plan  does  not 
permit  such  cancellation  until  a review  of  the 
doctor’s  status  by  the  Malpractice  Insurance  and 
Defense  Board.  The  vote  of  that  Board  deter- 
mines the  question.  Before  the  vote  is  taken,  the 
doctor  is  afforded  a hearing  by  a subcommittee  usu- 
ally consisting  of  three  members.  I have  attended 
practically  all  of  these  hearings.  Each  hearing 
takes  anywhere  from  one-half  hour  to  an  hour  and  a 
half.  This  is  just  one  feature  of  the  work  of  the 
Malpractice  Insurance  and  Defense  Board.  They 
have  a separate  report  of  their  own  which  shows  the 
vast  scope  of  the  work  they  do. 

Another  problem  of  the  Malpractice  Insurance  and 
Defense  Board  in  relation  to  which  this  office  renders 
substantial  help  is  the  work  of  its  various  subcom- 
mittees who  seek  to  set  up  standards  in  relation  to 
such  special  fields  as  plastic  surgery,  x-ray,  and  shock 
therapy. 

Your  counsel  has  participated  in  the  excellent 
work  of  the  Group  Plan  since  1928.  Working  for 
Mr.  Lloyd  Paul  Stryker  and  Mr.  Lorenz  J.  Brosnan, 
my  predecessors,  I have  seen  it  operate  under  the 
Aetna  Gasualty  & Surety  Company  and  its  successor 
carrier,  the  Yorkshire  Indemnity  Company.  Dur- 
ing my  own  term  of  office  the  last-named  company 
carried  on  until  June  of  1949,  when  the  role  of  carrier 
was  taken  over  by  the  Employers  Mutual  Liability 
Insurance  Company  of  Wisconsin.  All  three  com- 
panies mentioned  have  rendered  eminently  satis- 
factory service  to  the  doctors  of  the  State.  I can- 
not praise  too  highly  their  efficiency  and  loyalty.  A 
succession  of  splendid  men  in  these  organizations 
have  cooperated  with  us  over  the  years.  We  still 
have  a number  of  matters  for  the  Aetna,  and  Mr. 


Lee  J.  Ingraham,  the  manager  of  their  claim  depart- 
ment in  New  York  City,  has  helped  us  a great  deal. 
We  have  a large  volume  of  litigation  for  the  York- 
shire Indemnity  Company,  and  cases  written  under 
their  policies  are  still  coming  into  the  office.  Mr. 
Alan  O.  Robinson,  the  president;  Mr.  Horace 
Crowell,  vice-president  in  charge  of  the  claim  depart- 
ment; Air.  Thomas  J.  Finnegan,  the  general  coun- 
sel, and  Mr.  Anthony  J.  Falke,  of  the  claim  depart- 
ment, have  all  been  a tower  of  strength  to  us. 

The  present  carrier,  the  Employers  Mutual  Lia- 
bility Insurance  Company  of  Wisconsin,  has  as  its 
eastern  representative,  Mr.  William  L.  Daily.  He 
and  Mr.  Frank  W.  Appleton  of  the  New  York  City 
office  are  constantly  rendering  to  us  efficient  coopera- 
tion. Of  course,  as  they  acquire  a larger  volume  of 
cases,  the  work  of  the  Employers  is  ever  on  the  in- 
crease. After  we  are  notified  of  a new  claim  or 
case,  we  are  able  to  have  a claim  representative  of 
the  company  at  the  doctor’s  service  almost  instantly 
if  necessary  and  that  anywhere  in  the  State  of  New 
York.  We  ask  all  doctors  to  extend  sympathetic 
and  helpful  assistance  to  the  representatives  of  the 
Group  Carrier  who  call  upon  them.  Unselfish  aid 
rendered  to  another  doctor  even  though  he  be  a 
stranger  is  the  whole  keynote  of  assistance  in  the 
Plan.  These  representatives  seek  from  you  merely 
a candid  factual  statement  of  what  you  know  about 
any  given  matter.  They  all  carry  with  them  cre- 
dentials signed  by  this  office. 

In  relation  to  not  only  the  activities  of  the  Mal- 
practice Insurance  and  Defense  Board  but  also  the 
day-by-day  correspondence  with  doctors  all  over 
the  State  relative  to  their  problems,  I cannot  praise 
too  highly'  the  efficient  work  of  the  Indemnity  Rep- 
resentative, Mr.  H.  F.  Wanvig,  and  Mr.  Gordon  P. 
Casper,  Miss  Mary  Flood,  and  the  rest  of  Mr. 
Wanvig’s  staff. 

So  much  has  been  said  about  malpractice  insur- 
ance and  the  need  for  it  that  attention  should 
again  be  called  to  the  fact  that  the  Medical  Society 
of  the  State  of  New  York  affords  to  its  members  free 
representation  if  a claim  or  suit  is  brought  against 
them  for  malpractice.  The  defense  of  uninsured 
members  takes  up  a very  considerable  amount  of 
time.  I have  in  mind  recommending  to  the  Mal- 
practice Insurance  and  Defense  Board,  and  I men- 
tion it  here  for  the  first  time,  that  some  limitation 
upon  this  right  should  be  imposed.  I would  sug- 
gest for  the  purpose  of  discussion  the  following: 

1.  If  a physician  sues  for  a bill  for  services  ren- 
dered within  two  years  after  the  completion  of  those 
services  and  a counterclaim  for  malpractice  is  in- 
terposed, he  should  not  be  entitled  to  representa- 
tion. If  he  waits  for  more  than  two  years,  no  judg- 
ment for  pain  and  suffering  attendant  upon  any 
claimed  malpractice  can  be  rendered.  This  would 
have  a tendency  to  discourage  undue  haste  in  such 
suits  for  services.  The  advice  to  wait  two  years 
might  also  be  taken  to  heart  by  our  insured  mem- 
bers. 

2.  Defense  might  be  denied  to  an  uninsured  doc- 
tor who  has  more  than  one  lawsuit  brought  against 
him.  Certainly  after  his  first  suit,  it  is  quite  reck- 
less of  him  to  go  on  practicing  without  a policy. 

3.  Defence  might  be  denied  to  a member  whose 
insurance  under  the  Group  Plan  has  previously  been 
canceled. 

4.  Defense  should  be  denied  to  doctors  who  do 
not  promptly  notify  us  of  their  troubles.  Some 
doctors  let  their  personal  lawyers  handle  the  matter 
right  up  to  the  time  of  trial  and  then  call  us  in  at 
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the  last  moment.  I think  we  have  been  overindul- 
gent  with  such  matters. 

One  final  note  of  caution  to  all  members  of  the 
State  Society — the  problem  of  prompt  notice  of  a 
malpractice  claim  is  becoming  vitally  important  . If 
you  receive  notice  from  a patient,  relative,  or  lawyer 
that  litigation  is  contemplated,  you  must  promptly 
(and  promptly  means  right  away)  notify  the  Wanvig 
office.  We  have  had  a number  of  recent  cases  of 
thoughtless  conduct  in  this  regard.  I must  particu- 
larly warn  against  self-negotiation  in  a possible  mal- 
practice claim.  Do  not  try  to  handle  the  patients 
who  are  seeking  money  yourself.  Everything  you 
say  can  be  quoted  against  you.  Furthermore,  if, 
in  your  attempts  to  collect  a bill,  the  patients  or 
their  relatives  warn  you  that  a malpractice  suit  will 
follow  if  you  sue,  do  not  feel  that  you  can  sue  with 
impunity  before  consulting  a representative  of  the 
State  Plan. 

In  the  present  reporting  period,  this  office  has 
undertaken  the  defense  of  241  new  actions.  This 
is  an  increase  of  36  over  the  last  reporting  period  of 
one  year.  It  is  fairly  consistent  with  general  exper- 
ience in  all  fields  of  litigation  that  not  only  is  litiga- 
tion increasing  but  it  is  becoming  more  expensive. 
I again  call  attention  to  the  fact  that  there  is  a lag 
between  the  statistics  of  cases  disposed  of  as  con- 
trasted to  cases  commenced.  We  do  not  mark  any 
case  disposed  of  until  it  is  finally  nailed  down  by 
court  disposit  ion  or  stipulat  ion . There  are  a number 
of  cases  that  a considered  guess  would  indicate  are 
dormant,  but  we  must  carry  these  as  undisposed 
cases. 

In  addition  to  the  tabulation  of  new  matters  set 
forth  in  Table  I,  a large  number  of  potential  claims 
were  disposed  of  in  this  office  without  the  need  of  ever 
setting  up  any  official  claim  status.  Many  doctors 
call  us  in  the  course  of  their  treatment  of  a patient, 
and,  as  a result  of  the  advice  which  we  give,  trouble 
is  avoided.  We  have  many  conversations  with 
lawyers  who  are  considering  malpractice  claims, 
some  of  which,  after  our  talks,  they  advise  their 
clients  to  drop  entirely. 

A further  growth  of  grievance  conunittees  and 
malpractice  committees  has  been  noted  throughout 
the  State.  We  have  attended  meetings  of  such 
committees  and  have  aided  them  in  the  various 
phases  of  their  work.  Some  of  these  groups  have 
communicated  with  us  about  matters  before  them, 
and  both  by  telephone  and  by  attendance  at  their 
meetings  much  has  been  accomplished.  These 
committees  have  also  been  helpful  in  giving  us 
prompt  notice  of  potential  trouble  that  they  see. 
They  have  also  assisted  us  in  the  handling  of  claims 
and  cases.  Mr.  Harold  Howell,  the  executive  officer 
of  the  tricounty  group  with  headquarters  at  Utica; 
Mr.  Boyden  Roseberry,  of  the  Westchester  County 
Society,  and  Mr.  Stephen  Leech,  of  the  Onondaga 
County  Society,  have  been  most  helpful. 

Counsel  Work. — During  the  period  of  this  report, 
your  counsel  and  Mr.  Bell  attended  the  Annual 
Meeting  of  the  Society,  and  your  counsel  attended 
the  regular  meetings  of  the  Council  and  Board  of 
Trustees.  In  addition,  numerous  meetings  of  the 
ever-increasing  subcommittees  of  the  Society  were 
attended  in  connection  with  their  legal  problems 
that  have  arisen.  At  the  request  of  the  officers  of 
the  Society,  a number  of  conferences  were  had  with 
officials  of  various  county  societies  relative  to  their 
legal  problems.  Since  there  is  now  hardly  a week 
that  goes  by  that  does  not  call  for  two  or  more 
evenings  of  deliberation,  I am  constantly  reminded 
of  the  unselfish  devotion  of  the  officers  of  the  Society 


and  the  members  of  its  various  committees  in  the 
amount  of  spare  time  that  they  allot  from  their 
practices  to  the  State  Society’s  work.  Whenever 
and  wherever  they  need  our  help,  we  make  every 
effort  to  be  present. 

Your  counsel  sat  in  on  contract  negotiations  be- 
tween the  Society  and  various  employes  during  the 
course  of  the  last  year.  Your  counsel,  working  in 
conjunction  with  the  chairman  of  the  Committee  on 
Constitution  and  Bylaws,  reviewed  and  made  sug- 
gestions in  relation  to  a large  number  of  proposed 
amendments  not  only  to  the  Constitution  and  By- 
laws of  the  State  Society  but  to  those  of  county 
societies. 

I wish  particularly  to  acknowledge  the  deep  debt 
of  gratitude  I feel  to  Dr.  Walter  P.  Anderton,  the 
secretary  of  the  Medical  Society.  He  has  been  of 
great  help  to  me  in  our  mutual  attempts  to  solve 
and  answer  a number  of  the  problems  which  come  be- 
fore the  State  Society.  A few  of  the  numerous 
matters  upon  which  advice  has  been  given  during 
the  past  year  are  the  following: 

The  legality  of  registered  nurses  giving  intraven- 
ous injections  and  medications,  the  legality  of  steril- 
ization operations,  the  legal  aspects  of  therapeutic 
abortions,  questions  involving  permissible  scope  of 
the  activities  of  osteopaths  and  podiatrists,  the  right 
of  an  osteopath  to  write  prescriptions  for  barbitur- 
ates and  narcotics,  the  legal  problems  involved  in 
partnership  practice,  the  legal  aspects  of  post- 
mortem examinations,  questions  relating  to  the  ob- 
taining of  consents  to  operations  and  the  form  of  such 
consents,  questions  relating  to  disclosures  by  physi- 
cians in  court  or  to  public  authorities,  the  liability*  of 
referring  physicians,  the  advisability  of  having  an 
unlicensed  alien  physician  as  an  office  assistant,  the 
right  of  an  unlicensed  alien  physician  to  practice 
medicine  pending  receipt  of  his  Declaration  of  In- 
tention of  Citizenship,  making  hospital  records 
available  to  persons  other  than  the  patient,  avoiding 
disclosure  of  identities  in  reports  or  discussions  of 
ease  histories,  the  incorporation  of  clinics  and  dis- 
pensaries, the  preservation  of  records  by  hospitals, 
clinics,  and  physicians,  limitation  of  actions  against 
physicians,  the  liability  of  the  physician  for  acts  of 
assistants  and  subordinates,  advice  to  component 
medical  societies  in  the  conduct  of  their  affairs,  and 
the  expense  of  graduate  refresher  courses  as  an  allow- 
able deduction  on  physicians’  income  tax  reports. 
We  perhaps  should  consider  some  further  restriction 
on  just  what  Dr.  Anderton  and.  this  office  are  called 
upon  to  answer.  It  has  become  quite  common  for 
some  county  societies  and  some  individuals  to  sub- 
mit to  us  for  answer  practically  every  problem, 
whether  extraordinary  or  routine,  with  which  they 
are  faced.  Some  of  the  necessary  amount  of  re- 
search attendant  upon  these  opinions  is  time-con- 
suming. 

Again  we  should  mention  that  the  counsel’s  of- 
fice is  at  the  service  of  all  members  of  the  Society, 
and  you  may  feel  free  to  consult  us  on  any  problem 
relating  particularly  to  the  treatment  of  your  pa- 
tients. A word  of  caution — if  you  are  an  officer  or 
official  of  a society  which  has  some  connection,  real 
or  tenuous,  with  the  practice  of  medicine,  you  may 
not  expect  the  State  Society  or  its  counsel  to  solve 
all  your  legal  difficulties  unless  you  request  and  re- 
ceive permission  from  the  governing  board  of  the 
State  Society. 

During  the  year,  your  counsel  has  appeared  be- 
fore a number  of  medical  societies  and  other  groups 
of  doctors  to  address  them  concerning  medicolegal 
problems.  These  have  included  talks  before  county 
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and  other  local  medical  societies.  We  have  ad- 
dressed groups  at  Mount  Vernon,  Troy,  Pomona, 
Rochester,  Utica,  and  of  course  various  groups 
throughout  the  various  counties  of  New  York  City. 

Legislative  Advice  and  Activities. — During  the 
reporting  period,  your  counsel  and  his  staff  have 
conferred  with  a considerable  variety  of  representa- 
tives of  different  groups  in  connection  with  proposed 
amendments  to  the  laws  affecting  the  practice  of 
medicine  and  the  medical  profession.  We  have  con- 
ferred with  Dr.  Robert  Hannon,  who  resigned  at 
the  turn  of  the  year  as  executive  officer,  and  with  his 
successor,  Dr.  Harold  B.  Smith.  In  addition  to  his 
legislative  work,  Dr.  Hannon  was  a great  help  to  us 
with  many  of  our  problems.  I wish  Dr.  Harold  B. 
Smith,  who  was  associated  with  this  office,  all 
success  with  his  efforts.  I also  appreciate  the  kind- 
ness of  Dr.  Joseph  A.  Geis,  chairman  of  the  Legis- 
lation Committee,  with  whom  we  have  been  in  con- 
ference on  several  occasions.  We  have  attended  a 
number  of  meetings  of  bar  associations  and  of  joint 


committees  of  bar  associations  and  medical  societies, 
seeking  tax  relief  for  self-employed  members  of  the 
professions,  and  some  considerable  progress  has 
been  effected.  On  a number  of  occasions,  we  also 
conferred  with  representatives  of  the  hospitals  and 
of  various  medical  specialties  concerning  proposed 
legislation. 

Conclusion. — Your  counsel  wishes  to  express 
his  deep  appreciation  of  the  work  of  his  own  staff 
and  for  the  cooperation,  aid,  and  advice  of  many 
members  of  the  Society  throughout  the  State,  who 
have  helped  us  both  in  and  out  of  court  in  the 
handling  of  our  malpractice  problems.  It  is  a source 
of  great  comfort  to  know  that  anywhere  we  go  in  the 
State  of  New  York  we  have  loyal  friends.  I should 
mention  that,  of  course,  in  every  part  of  the  State 
we  have  associate  counsel  who  cooperate  with  us  and 
with  whom  we  have  maintained  continuous  liaison. 

Respectfully  submitted, 

William  F.  Martin,  Counsel 
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REPORT  OF  THE  COUNCIL 


To  the  House  of  Delegates,  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the 
executive  and  administrative  affairs  of  the  Society  in 
the  period  following  your  last  meeting,  April  30  to 
May  2,  1951.  The  various  matters  that  came  be- 
fore it,  actions  thereon,  and  recommendations  are 
here  presented. 

Committee  on  Constitution  and  Bylaws 

The  Council  Committee  on  Constitution  and  By- 
laws has  the  following  membership: 

Frederick  W.  Williams,  M.D.,  Chairman.  . .Bronx 


Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 

James  R.  Reuling,  M.D.,  Adviser Queens 


Your  committee,  in  its  deliberations,  was  well 
aware  that  in  all  democratic  organizations  there  are 
always  functioning  the  dynamic  forces  which  operate 
sometimes  in  sympathy,  sometimes  in  opposition, 
but  always  for  change  and  often  for  progress.  This 
principle  is  reflected  in  the  proposed  amendments 
to  our  Constitution  and  Bylaws.  Your  committee 
wishes  to  point  out  one  error  which  seems  prevalent 
in  these  days.  “Change”  is  not  necessarily  progress. 
Many  of  the  fundamental  goals  set  forth  in  some  of 
the  amendments  offered  can  be  obtained  under  the 
Constitution  as  it  now  stands.  With  this  concept 
fixed  in  your  minds,  let  us  consider  the  amendments 
proposed  at  our  last  session  of  the  House  of  Dele- 
gates, each  individually. 

Resolution  ( Revised ) 1951  House  of  Delegates 
(Section  43) — Original  introduced  by  Dr.  David 
MacFarland,  Oneida  County. 

Subject:  Election  of  Nominating  Committee 
Resolved,  that  Chapter  XI,  Section  4,  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  amended  so  that  the  first  sentence  shall 
read,  “The  Nominating  Committee  shall  consist 
of  nine  members,  each  elected  annually  by  a dis- 
trict branch.”  The  amended  Chapter  XI,  Sec- 
tion 4,  of  the  Bylaws  will  then  read : 

“The  Nominating  Committee  shall  consist  of 
nine  members,  each  elected  annually  by  a district 
branch.  It  will  be  the  duty  of  this  committee  to 
propose  and  nominate  members  of  the  Society  for 
all  vacancies  to  be  filled  at  the  annual  meeting  of 
the  House  of  Delegates  succeeding  their  appoint- 
ment. These  recommendations  shall  be  made  to 
the  House  of  Delegates  in  the  same  manner  as 
prescribed  in  Chapter  X,  Section  2,  of  the  By- 
laws.” 

The  goal  at  which  this  resolution  is  aimed,  in  the 
opinion  of  your  committee,  is  to  have  a Nominating 
Committee  not  appointed  by  the  president  but 
rather  elected  by  the  membership  on  a geographic 
distribution  basis.  Theoretically  this  would  appear 
to  be  a very  sound  method.  From  a practical  point 
of  view,  however,  the  members  of  the  Nominating 
Committee  must  be  thoroughly  acquainted  with  the 
men  active  in  the  State  Medical  Society  affairs  who 
have  the  interest,  time,  and  talents  for  the  offices  for 
which  they  may  be  nominated.  Such  men,  your 
committee  feels,  could  not  be  best  selected  by  direct 


Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1951  Annual  Meeting,  New  York  State 
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election  from  the  membership  on  a geographic  dis- 
tribution basis.  Furthermore,  your  committee  feels 
that  not  all  of  the  district  branches  throughout  the 
State  are  sufficiently  well  organized  and  supported 
to  be  assigned  this  important  function.  In  addition, 
our  Society  has  had  an  official  Nominating  Com- 
mittee for  but  two  years,  and  your  committee  feels 
that  a further  trial  of  the  present  method  should  be 
given  before  still  other  changes  are  made. 

Your  committee  recommends,  therefore,  the  dis- 
approval of  the  adoption  of  this  amendment. 

Resolution  ( Revised ) 1951  House  of  Delegates 
(Section  78) — Original  introduced  by  Dr.  Joseph  C. 
O’Gorman,  Erie  County. 

Subject:  Authority  of  Council 

A.  Resolved,  that  the  sentence  in  Section  1 (a) 

of  Chapter  IV  of  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  now  reading  as  follows: 
“Its  resolutions  and  actions  shall  be  decisive  and 
final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review,  reconsideration,  and 
action  by  the  House  of  Delegates,”  be  changed  to 
read  “Its  resolutions  and  actions  shall  at  all  times 
be  subject  to  the  approval  of  the  House  of  Dele- 
gates;” and  be  it  further  . 

B.  Resolved,  that  Chapter  IV,  Section  5,  of 
the  Bylaws  be  amended  by  deletion  of  the  sen- 
tence, “It  shall  also  have  the  power  to  legislate  as 
a House  of  Delegates,  when  the  latter  is  not  in 
session,  on  all  matters  consistent  with  the  Consti- 
tution and  Bylaws.” 

This  amendment  consists  of  two  parts.  We  shall 
consider  each  of  them  individually. 

A.  Your  committee  feels  that  this  resolution,  if 
adopted,  would  make  it  mandatory  for  every  resolu- 
tion of  the  Council  to  be  approved  by  the  House. 
As  the  Constitution  and  Bylaws  now  stand,  “all 
resolutions  and  actions  of  the  Council  are  subject  to 
review,  reconsideration,  and  action  by  the  House  of 
Delegates.” 

Your  committee  recommends  the  disapproval  of 
the  adoption  of  this  amendment. 

B.  The  adoption  of  this  resolution,  your  com- 
mittee feels,  would  give  the  Council  no  power  to  act 
for  the  Society  in  the  interim  between  the  sessions  of 
the  House  of  Delegates.  This  would  make  the 
workings  of  the  Society  impossible. 

Your  committee  recommends  the  disapproval  of 
the  adoption  of  this  amendment. 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  163) — Original  introduced  by  Dr.  Leo  Lar- 
kin, Tompkins  County. 

Subject:  Public  Relations  Committee  of  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York 

A.  Resolved,  that  Chapter  IV,  Section  9,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  so  that,  following  the  letter 
“1,”  the  words  “Public  Relations”  shall  replace 
the  words  “Medical  Publicity,”  and  be  it  further 

B.  Resolved,  that  Chapter  IV,  Section  10,  of 
the  Bylaws  be  amended  so  that  in  its  last  sentence 
the  letter  “k”  shall  directly  precede  the  word 
“and”  and  so  that  the  letter  “1”  shall  be  inserted 
immediately  following  the  word  “and”;  also  by 
adding,  following  the  last  sentence  of  this  Section 
10  of  Chapter  IV  of  the  Bylaws,  the  following, 
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“The  Public  Relations  Committee  shall  consist  of 
a chairman  and  nine  other  members  and  shall  be 
representative  of  the  State  as  a whole.” 

Resolution  ( Revised ) 1951  House  of  Delegates 
( Section  65) — Original  introduced  by  Dr.  George  A. 
Burgin,  Herkimer  County. 

Subject : Increase  in  Membership  of  the  Public 
Relations  Committee 

Resolved,  that  Chapter  IV,  Section  10,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  the  addition  of  “1”  to  the  list 
in  the  last  sentence  of  the  section.  This  sentence 
would  then  read,  “The  membership  of  committees 
shall  not  exceed  three,  including  the  chairman, 
except  the  committee  or  committees  in  charge  of 
activities  (a),  (b),  (d),  (f),  (i),  (k),  and  (1),”  and 
Section  10  would  read, 

“Committees  of  the  Council  may  include  other 
members  of  the  Society  and  shall  be  appointed  by 
the  president  subject  to  the  approval  of  the  Coun- 
cil. Each  committee  shall  include  at  least  one 
member  of  the  Council  who  shall  be  chairman, 
except  that  he  need  not  be  chairman  for  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
(b),  and  (f),  Chapter  IV,  Section  9,  of  the  Bylaws. 
The  membership  of  committees  shall  not  exceed 
three,  including  the  chairman,  except  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
(b),  (d),  (f),  (i),  (k),  and  (1),  Chapter  IV,  Section 
9,  of  thcr  Bylaws.” 

These  two  amendments  both  deal  with  the  Public 
Relations  Committee,  and  we  shall  consider  them  in 
two  parts. 

1.  Part  A of  Resolution  ( Section  163) — This  por- 
tion changes  only  the  name  of  the  Medical  Publicity 
Committee  to  Public  Relations. 

Your  committee  recommends  the  approval  of  the 
adoption  of  this  amendment. 

2.  Part  B of  Resolution  (Section  1 63)  and  Resolution 
( Section  65) — In  view  of  the  importance  of  the  work 
of  the  Public  Relations  Committee,  and  in  the  light  of 
the  sizeof  its  budget  in  proportion  to  theover-all  bud- 
get of  the  Society,  and  furthermore  to  assure  that  the 
committee’s  deliberations  and  conclusions  reflect  the 
opinions  of  the  membership  in  as  broad  as  possible  a 
fashion,  your  committee  is  in  favor  of  enlarging  the 
Public  Relations  Committee  to  a chairman  and  nine 
members.  Your  committee  feels  that  the  last  clause, 
“and  shall  be  representative  of  the  State  as  a whole,” 
is  unnecessary.  The  amendment  so  amended  would 
read:  “The  Public  Relations  Committee  shall  consist 
of  a chairman  and  nine  other  members.” 

Your  committee  recommends  the  adoption  of  this 
amendment  as  amended. 

Resolution,  1951  House  of  Delegates  ( Section  82) — 
Introduced  by  Dr.  Joseph  C.  O’Gorman,  Erie 
County. 

Subject:  Council  Membership 

Resolved,  that  Chapter  III,  Section  2,  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  the  addition  of  the  following- 
sentence:  “Six  of  these  12  members  elected  by  the 
House  of  Delegates  shall  be  physicians  engaged  in 
the  general  practice  of  medicine,  two  to  be  elected 
annually.” 

In  the  consideration  of  this  amendment,  your  com- 
mittee became  ensnared  in  the  definition  of  general 
practice,  and  review  of  the  roster  of  the  present 
councillors  and  their  types  of  practice,  to  the  best  of 
the  knowledge  of  the  committee,  showed  a fair  dis- 
tribution between  general  practitioners  and  special- 


ists. Further  discussion  produced  the  fact  that  ex- 
perience has  shown  that  men  with  limited  practices 
have  more  time  to  devote  to  the  work  of  the  Society. 
Your  committee  concluded  that  the  background  of 
the  councillors  cannot  be  a constitutional  edict. 

Your  committee,  therefore,  recommends  the  dis- 
approval of  the  adoption  of  this  amendment. 

Resolution,  1951  House  of  Delegates  ( Section  199) 

— The  1951  Reference  Committee  on  Constitution 
and  Bydaws  recommended  that  the  word  “Vice- 
Chairman”  be  inserted  after  the  word  “Chairman” 
in  Chapter  12,  Section  1 of  the  Bydaws. 

This  amendment  would  allow  all  scientific  sessions  I 
to  have  a vice-chairman. 

Your  committee  recommends  the  adoption  of  this  I 
amendment  to  the  Bydaws. 

Resolution  ( Revised ) 1951  House  of  Delegates  j 
( Section  94) — Original  introduced  by  Dr.  Thomas  F.  I 
McCarthy',  Bronx  County'. 

Subject:  Change  in  the  Order  of  Business  at 
Sessions  of  the  House  of  Delegates 

Resolved,  that  Chapter  II,  Section  8,  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  amended  so  that,  following  the  figure 
“2,”  the  word  “Invocation”  shall  replace  the  I 
words  “Report  of  Reference  Committee  on  Cre-  , 
dentials;”  and  so  that  following  the  figure  “3”  the 
words  “National  anthem”  shall  replace  the 
words  “Report  by'  the  secretary'  as  to  the  presence  ] 
or  absence  of  quorum;  ” by  having  the  figure  “4”  I 
followed  by  the  words  “Report  of  Reference  Com- 
mittee on  Credentials;”  and  by  replacing  the  se- 
quence of  figures  “3”  through  “18”  by  the  figures 
“5 ’’through  “20.” 

The  Section  will  then  read: 

“The  following  shall  be  the  order  of  business  at 
the  sessions  of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  anthem. 

4.  Report  of  Reference  Committee  on  Cre- 
dentials. 

5.  Report  by  the  secretary  as  to  the  presence 
or  absence  of  quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meet- 
ing by  title. 

8.  Report  of  the  president. 

9.  Address  by  the  president-elect. 

10.  Report  of  the  Board  of  Censors. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 

Your  committee  feels  that  comment  on  this 
amendment  is  hardly'  necessary'  and  heartily'  ap- 
proves of  the  adoption  of  this  amendment. 

Resolution  ( Revised ) 1951  House  of  Delegates 
( Section  34) — Original  introduced  by'  Dr.  William 
B.  Rawls,  New  York  County'. 

Subject:  Creation  of  Junior  Membership 

Resolved,  that  the  Constitution  and  By-laws  of 
the  Medical  Society'  of  the  State  of  New  York  be 
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amended  to  create  the  classification  of  junior 
membership;  and  be  it  further 

Resolved,  that  the  following  amendments  shall 
be  enacted  to  effect  this  change: 

Constitution:  Article  II,  “Membership,” 

shall  be  amended  to  read,  “The  membership  in 
this  Society  shall  be  divided  into  four  classes:  (a) 
junior,  (b)  active,  (c)  retired,  (d)  honorary.” 
Article  IX,  “Funds,”  shall  be  amended  by  add- 
ing, at  the  end  of  its  first  sentence, the  following, 
“but  the  dues  or  assessment  of  each  junior  mem- 
ber shall  be  one-half  the  amount  levied  on  each 
active  member,”  so  that  this  Article  IX  shall  then 
read:  “Funds  shall  be  raised  by  annual  per 

capita  dues  or  assessment  on  each  component 
county  society  at  a uniform  per  capita  rate 
throughout  the  State,  but  the  dues  or  assessment 
of  each  junior  member  shall  be  one-half  the 
amount  levied  on  each  active  member.  Funds 
may  also  be  raised  in  any  other  manner  approved 
by  the  House  of  Delegates  or  by  the  Council  when 
the  said  House  of  Delegates  shall  not  be  in  ses- 
sion. 

“The  approval  of  the  Council  and  of  the  Board 
of  Trustees  shall  be  necessary  for  the  expenditure 
of  any  funds  of  the  Society.” 

Bylaws:  Chapter  I,  “Membership,”  Section 
1,  the  first  sentence,  shall  be  amended  to  read, 
“The  junior  and  active  members  shall  be  all  the 
junior  and  active  members  in  good  standing  of  the 
component  county  medical  societies,”  the  re- 
mainder of  Section  1 to  remain  the  same. 

Chapter  I shall  be  further  amended  so  that 
Section  7 shall  read,  “Junior  members  shall  be 
those  members  who  have  been  graduated  from 
medical  college  not  more  than  five  calendar  years. 
Junior  members  shall  not  be  entitled  to  receive 
any  of  the  official  publications  of  the  Society.  They 
shall  automatically  become  active  members  five 
years  after  graduation  from  medical  college,”  and 
by  changing  the  heading  of  the  present  Section  7 
to  read  “Section  8,”  and  be  it  further 

Resolved,  that,  through  provisions  in  the  regula- 
tions of  the  Malpractice  Insurance  and  Defense 
Board,  junior  members  shall  have  the  privilege  of 
applying  for  malpractice  group  insurance. 

Your  committee  is  aware  of  the  importance  of  en- 
couraging the  young  men  in  the  profession  to 
affiliate  with  our  Society.  Some  component  county 
societies  already  have  some  such  types  of  member- 
ship. Your  committee  feels  that  this  should  be  ex- 
tended further  at  the  county  level.  To  set  up  a 
scaling  of  dues  and  to  extend  malpractice  and  defense 
benefits  to  these  men  at  these  rates,  your  committee 
does  not  deem  feasible. 

Therefore,  your  committee  recommends  the  dis- 
approval of  the  adoption  of  this  amendment. 

Resolution  ( Revised ) 1951  House  of  Delegates 
( Section  44) — Original  introduced  by  Dr.  David 
MacFarland,  Oneida  County. 

Subject:  Election  of  Councillors 

Resolved,  that  Chapter  III,  Section  2,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  adding  to  its  second  para- 
graph, after  the  first  sentence,  the  following, 
"The  tenure  of  office  for  councillors  shall  be 
limited  to  two  consecutive  terms.  However,  a 
councillor  who  has  served  more  than  one  term 
shall  be  eligible  for  re-election  following  a lapse  of 
three  years  or  more  after  the  end  of  his  terms  as 
councillor.”  The  amended  bylaw,  Chapter  III, 
Section  2,  will  then  read: 


“The  president,  the  president-elect,  the  vice- 
president,  the  secretary,  the  assistant  secretary,  the 
treasurer,  the  assistant  treasurer,  the  speaker,  and 
the  vice-speaker  of  the  House  of  Delegates  shall  be 
elected  for  one  year  or  until  their  successors  have 
been  duly  chosen. 

“Four  members  of  the  Council  shall  be  elected 
annually  for  a term  of  three  years.  The  tenure  of 
office  for  councillors  shall  be  limited  to  two  con- 
secutive terms.  However,  a councillor  who  has 
served  more  than  one  term  shall  be  eligible  for  re- 
election  following  a lapse  of  three  years  or  more 
after  the  end  of  his  terms  as  councillor.  In  the 
event  of  a vacancy  a councillor  shall  be  elected  for 
the  unexpired  term.” 

Your  committee  feels  that  this  amendment  would 
operate  for  a mandatory  "turnover”  of  councillors  at 
the  sacrifice  of  talent.  The  optimum  of  balance  be- 
tween new  blood  obtained  and  talent  retained  can 
best  be  obtained  by  the  present  method  with  the 
encouragement  of  free  nominations  from  the  floor 
and  contacting  the  nominating  committee  under  our 
present  method  of  proceedings. 

Therefore,  your  committee  recommends  the  dis- 
approval of  the  adoption  of  this  amendment. 

Resolution,  1951  House  of  Delegates  ( Section 
127) — Introduced  by  Dr.  Edwin  L.  Harmon,  West- 
chester County. 

At  the  1951  meeting  of  the  House  of  Delegates,  it 
was  voted  to  refer  to  the  Council  for  study,  con- 
sideration and  action  the  resolution: 

“That  the  Medical  Society  of  the  State  of  New 
York  require  as  a condition  for  membership  in  the 
Society  and  in  its  component  county  societies  the 
signing  and  filing  of  an  oath  of  allegiance  to  the 
government  of  the  United  States  (a  loyalty  oath).” 

The  Council  referred  it  to  this  committee  and  the 
legal  counsel. 

Your  committee  is  of  the  opinion  that  the  loyalty 
of  the  men  in  the  Society  and  in  the  practice  of  the 
profession  in  this  State  can  well  be  taken  for  granted. 
Our  Society  is  not  established  to  police  the  loyalty  of 
its  members.  As  our  legal  counsel  has  advised  us 
against  including  any  such  loyalty  oath  in  our  Con- 
stitution, your  committee,  therefore,  does  not 
recommend  the  introduction  of  such  an  amendment 
at  this  time. 

Resolution  ( Revised ) 1951  House  of  Delegates 
( Section  66) — Original  introduced  by  Dr.  John 
C.  Kinzly,  Niagara  County. 

Subject:  Increase  in  the  Personnel  of  the  Mal- 
practice Insurance  and  Defense  Board 

Whereas,  Chapter  XI,  Section  2,  of  the  Bylaws 
reads,  “A  special  committee,  to  be  known  as  the 
Malpractice  Insurance  and  Defense  Board,  con- 
sisting of  five  members,  including  a chairman, 
shall  be  appointed  by  the  president  with  the 
approval  of  the  Council.  Five  members  of  the 
committee  shall  be  appointed  in  1946  for  one,  two, 
three,  four,  and  five  years,  respectively,  and 
thereafter  one  new  member  shall  be  appointed 
each  year  to  serve  five  years.  Vacancies  for  any 
cause  shall  be  filled  for  the  unexpired  term  by 
appointment  by  the  president  with  the  approval 
of  the  Council.  The  secretary,  treasurer,  legal 
counsel,  and  indemnity  representative  shall  be  ex 
officio  members  of  the  committee  with  voice  but 
without  vote.  It  shall  be  the  duty  of  the  commit- 
tee to  study  and  supervise,  on  behalf  of  the  Society, 
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all  matters  having  to  do  with  malpractice  insur- 
ance and  defense”;  now  therefore,  be  it 

Resolved,  that  the  word  “five”  in  the  first  sen- 
tence be  changed  to  the  word  “seven,”  that  the 
second  sentence  be  replaced  by  “seven  members 
shall  be  appointed  in  1952  for  one,  two,  three,  four, 
five,  six,  and  seven  years,  respectively,  and  there- 
after one  new  member  shall  be  appointed  each 
year  to  serve  seven  years,”  and  be  it  further 
Resolved,  that  the  amended  Section  2 of  Chapter 
XI  of  the  Bylaws  will  then  read  as  follows:  “A 
special  committee  to  be  known  as  the  Malpractice 
Insurance  and  Defense  Board,  consisting  of  seven 
members,  including  a chairman,  shall  be  ap- 
pointed by  the  president,  with  the  approval  of  the 
Council.  Seven  members  shall  be  appointed  in 
1952  for  one,  two,  three,  four,  five,  six,  and  seven 
years,  respectively,  and  thereafter  one  new  mem- 
ber shall  be  appointed  each  year  to  serve  seven 
years.  Vacancies  for  any  cause  shall  be  filled  for 
the  unexpired  term  by  appointment  by  the  presi- 
dent with  the  approval  of  the  Council.  The 
secretary,  treasurer,  legal  counsel,  and  indemnity 
representative  shall  be  ex  officio  members  of  the 
committee  with  voice  but  without  vote.  It  shall 
be  the  duty  of  the  committee  to  study  and  super- 
vise, on  behalf  of  the  Society,  all  matters  having 
to  do  with  malpractice  insurance  and  defense.” 
Your  committee  would  like  to  recommend  that 
the  Malpractice  Insurance  and  Defense  Board  be 
enlarged  from  five  to  seven  members. 

Resolution  ( Revised ) 1951  House  of  Delegates 
{Section  52) — Original  introduced  by  Dr.  James 
R.  Reuling,  Queens  County. 

Subject:  Proposed  Amendment  to  Bylaws  Con- 
cerning House  of  Delegates 

Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  elects  dele- 
gates to  the  American  Medical  Association;  and 
Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  adopts 
memorials  and  resolutions  which  are  introduced 
into  the  House  of  Delegates  of  the  American 
Medical  Association;  and 

Whereas,  these  memorials  and  resolutions  are 
intended  to  influence  the  policies  of  the  American 
Medical  Association;  and 

Whereas,  it  would  be  an  impossible  situation  if 
delegates  were  elected  to  the  American  Medical 
Association  and  memorials  and  resolutions  at- 
tempting to  influence  the  policies  of  the  American 
Medical  Association  were  adopted  by  individuals 
who  are  not  even  members  of  the  American  Medi- 
cal Association;  therefore,  be  it 

Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  that 
its  Constitution  and  Bylaws  be  amended  to  pro- 
vide that  no  one  shall  be  eligible  for  membership 
in  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  unless,  in  addition  to  the 
present  requirements,  he  is  a member  in  good 
standing  of  the  American  Medical  Association; 
and  be  it  further 

Resolved,  that  the  amendments  necessary  to 
carry  out  this  resolution  be  as  follows: 

Bylaws,  Chapter  II,  “House  of  Delegates,"  Sec- 
tion 2. — At  the  end  of  the  first  sentence,  change 
the  period  to  a comma  and  add,  “or  in  the 
American  Medical  Association.”  so  that  the 
amended  Bylaws,  Chapter  II,  Section  2,  shall 
read,  “A  delegate  to  this  society  shall  not  be 


considered  in  good  standing  or  entitled  to  vote 
in  the  House  of  Delegates  if  the  component 
county  medical  society  by  which  he  was  elected 
is  in  default  of  the  payment  of  any  dues  or  assess- 
ments imposed  by  the  House  of  Delegates,  and 
said  county  society  has  been  duly  notified  of  such 
default,  or  if  such  component  county  medical 
society  shall  at  the  time  be  under  sentence  of 
suspension  imposed  by  the  House  of  Delegates, 
or  if  such  delegate  is  not  in  good  standing  in  this 
Society,  or  in  the  component  county  medical 
society  to  which  he  belongs,  or  in  the  American 
Medical  Association.  The  term  of  a delegate 
elected  by  a county  medical  society  shall  begin 
at  the  first  annual  meeting  of  the  House  of  Dele- 
gates subsequent  to  his  election.” 

Y our  committee  has  not  approved  of  recommend- 
ing this  as  a future  amendment  to  the  Bylaws.  Dis- 
approval is  concurred  in  by  the  Counsel. 


PART  I 

Postgraduate  Medical  Education 

The  Council  Committee  on  Public  Health  and 
Education  wishes  to  express  its  appreciation  to  the 
Medical  Society  of  the  County  of  Queens  for  the 
facilities  and  the  cooperation  it  has  received  from 
the  officers  and  staff  of  that  Society.  The  commit- 
tee is  also  grateful  for  the  always  willing  assistance 
rendered  by  Dr.  Walter  P.  Anderton,  secretary  of 
the  State  Society,  Miss  Doris  K.  Dougherty,  execu- 
tive assistant,  and  the  many  members  of  the  office 
staff  upon  whom  we  have  had  occasion  to  call  dur- 
ing the  past  year. 

The  membership  of  the  Council  Committee  on 
Public  Health  and  Education  is  as  follows: 

Theodore  J.  Curphey,  M.D.,  Chair- 


man   Garden  City 

A.  H.  Aaron,  M.D Buffalo 

Charles  D.  Post,  M.D Syracuse 


Advisers 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Albany 

John  F.  Mahoney,  M.D.,  Commissioner  of 
Health,  City  of  New  York 

The  Council  Committee  on  Public  Health  and 
Education  arranges  for  postgraduate  instruction  in  a 
wide  variety  of  subjects.  Speakers  are  provided  by 
the  committee  for  meetings  of  county  medical  socie- 
ties, hospital  staffs,  and  other  medical  groups.  This 
program  is  made  available  through  the  combined 
efforts  of  the  faculties  of  the  medical  schools  and  re- 
search institutions  in  New  York  State,  the  New 
York  State  Department  of  Health,  the  Dental 
Society  of  the  State  of  New  York,  the  Division  of 
Industrial  Hygiene  and  Safety  Standards  of  the 
New^  York  State  Department  of  Labor,  the  Medical 
Society  of  the  State  of  New  York,  and  several  other 
organizations  and  associations. 

For  programs  arranged  by  the  committee,  the 
Medical  Society  of  the  State  of  New  York  pays  the 
traveling  expenses  of  the  speakers  from  inside  the 
State,  and  honoraria  for  all  speakers  are  provided 
by  the  State  Department  of  Health. 

Instruction  may  be  arranged  as  single  lectures, 
series  of  lectures,  symposiums,  or  teaching  days. 
A teaching  day  is  a combination  of  clinics,  demon- 
strations, and  lectures  for  a morning  and  afternoon 
or  an  afternoon  and  evening. 
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The  committee  again  is  in  the  process  of  revising 
the  Course  Outline  Book,  which  lists  the  subjects 

I and  available  speakers.  In  keeping  with  the  sug- 
gestion approved  by  the  House  of  Delegates  in  May, 
1951,  and  referred  to  this  Council  Committee  “that 
the  Course  Outline  Book  be  revised  annually  and 
that  series  ‘packages’  of  lectures  be  made  available 
to  the  county  societies,”  attempts  have  been  made 
to  interest  the  county  groups  in  the  “package”  type 
of  lectures  which  have  been  available  in  the  course 
book  for  some  time.  Examples  of  this  are  the  sec- 
tions headed  “Heart  Disease  No.  1,”  “Heart  Disease 
No.  2,”  “Obstetrics  No.  1,”  certain  of  the  “General 
Medicine”  sections,  etc.  In  addition,  we  have  or- 
ganized during  the  past  year  a symposium  on  pe- 
ripheral vascular  diseases  and  one  on  peptic  ulcer 
which  have  been  popular.  In  the  revision  of  the 
Course  Outline  Book  currently  under  way,  further 
attempts  will  be  made  to  increase  the  number  of 
lecture  series  in  “package”  form.  It  must  be  em- 
phasized, however,  that  the  value  of  these  “pack- 
ages” will  depend  on  the  demand  for  them  from  the 
county  society  groups. 

Since  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  in  May,  1951, 
the  committee  has  arranged,  as  of  February,  1952, 
postgraduate  instruction,  presented  as  lecture  series, 
symposiums,  or  single  lectures,  for  38  groups: 


Ontario 

(Pulmonary  Diseases  and  Injuries 
(Endocrinology  in  Gynecology 
[Bone  Tumors 

Ontario 

General  Medicine  (Geneva  Acad- 
emy of  Medicine) 

Orange 

General  Medicine 

Oswego 

(Gynecology  in  General  Practice 
(Angina  Pectoris 

Otsego 

/Gynecology 

(Suspicious  and  Violent  Death 

Queens 

(Wounds  and  Infections  of  the  Hand 
j Harmless  and  Dangerous  Types  of 
1 Extrasystoles 

Rensselaer 

General  Medicine 

Richmond 

Peptic  Ulcer  (Symposium) 

St.  Lawrence 

(Gynecology 

( Psychiatric  Problems  in  General 
| Practice 

Saratoga  General  Medicine 


1 

1 

1 


8 

7 

1 

1 

1 

1 

1 

1 

6 

3 

1 

1 

4 


NUMBER 
OF 


Schenectady  Collateral  Circulation  of  Lung 


COUNTY 

INSTRUCTION  LECTURES 

(General  Medicine 

Schoharie 

5 

Allegany 

Radioactive  Substances 

1 

(Fluorine  and  Dental  Caries 

1 

Broome 

Peripheral  Vascular  Disease  (Bing- 

(Peripheral Vascular  Disease 

1 

hamton  Academy  of  Medicine) 

1 

Steuben 

(Psychiatric  Problems  in  General 

[ Practice 

1 

Cayuga 

General  Medicine 

4 

Suffolk 

Diabetes  (Symposium) 

3 

(Elmira  Acad- 

Chemung 

f Office  Gynecology  lemy  of  Gen- 

1 

Sullivan 

Heart  Disease 

6 

( Neurologic  Disorders  feral  Practice) 

1 

Tioga 

Gastroenterology 

4 

Chenango 

General  Medicine 

3 

Tompkins 

(Medical  Aspects  of  Cinefluorography 

1 

Cortland 

(Antimicrobial  Agents 

1 

(Physical  Medicine 

1 

(Endocrinology  in  Gynecology 

1 

Ulster 

1 

Angiocardiography 

Dutchess 

(Sudden  Death 
(Anemia 

1 

1 

[Urology 

1 

Angina 

Warren 

1 Gastroenterology 

1 

Greene 

1 

j Cancer  1 (Glens  Falls  Acad- 

1 

] Heart  Disease  J emy  of  Medicine) 

1 

Herkimer 

Hypertension 

1 

Wayne 

General  Medicine  (Barber  Hospital 

Staff) 

8 

Jefferson 

(Proctology 
(Diseases  of  Mouth 

1 

1 

Westchester 


General  Medicine  (St.  Joseph’s  Hos- 
pital) 


Kings  Obstetrics  and  Gynecology  (Unity 

Hospital)  6 

Monroe  Disorders  of  Coordination  (Genera) 

Practice  Departments  of  3 Roches- 
ter Hospitals)  1 

Montgomery  General  Medicine  4 

Nassau  Peptic  Ulcer  (Symposium)  3 

Oneida  General  Medicine  (Utica  Academy 

of  Medicine)  6 

Onondaga  General  Medicine  5 


Regional  Meetings  and  Teaching  Days. — For 

regional  meetings  (consisting  of  only  one  session  of 
postgraduate  instruction)  and  for  regional  teaching 
days,  invitations  are  sent  to  the  members  of  the 
medical  societies  in  counties  adjacent  to  that  in 
which  the  instruction  is  given.  The  committee  will 
arrange  for  the  speakers  and  for  printing  and  dis- 
tribution of  programs  to  county  medical  societies, 
medical  schools,  hospitals,  the  New  York  State 
Journal  of  Medicine,  the  Journal  of  the  American 
Medical  Association,  and  the  Bureau  of  Public 
Relations  of  the  Medical  Society  of  the  State  of  New 
York  for  publication  in  local  newspapers. 
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The  following  is  a list  of  counties  where  Regional 
Meetings  or  Teaching  Days  have  been  held  this  year: 

NUMBER 


1NSTRUC-  OF  EEC- 

COUNTY 

REGION 

TION 

TITRES 

Albany* 

Columbia 

Fulton 

Greene 

Montgomery 

Rensselaer 

Saratoga 

Schenectady 

Schoharie 

Warren 

Washington 

Cancer 

1 1 

Broome* 

Chemung 

Chenango 

Cortland 

Delaware 

Otsego 

Schuyler 

Tioga 

Tompkins 

Cancer 

5 

Broome  (Academy 
of  General  Prac- 

tice) 

(Not 

regional) 

General 

Medicine 

4 

Genesee 

Livingston 

Orleans 

General 

Medicine 

3 

Jefferson 

Lewis 
Onondaga 
Oswego 
St.  Lawrence 

Peripheral  Vas- 
cular Disease 

4 

Oneida  (Academy 
of  General  Prac- 

tice) 

Oneida 

Herkimer 

Madison 

Peripheral  Vas- 
cular Disease 

4 

Onondaga 

(Not  regional)  Trauma 

3 

Queens 

Kings 

Nassau 

Suffolk 

Hypertension 
and  Nephri- 
tis 

4 

* Traveling  expenses,  honoraria  of  speakers,  and  printing 
of  programs  provided  by  the  New  York  State  Department  of 
Health. 


Teaching  Day  at  Annual  Meeting,  1951. — The 
committee  reports  with  regret  the  lack  of  apparent 
interest  on  the  part  of  the  members  of  the  Society  in 
the  activities  of  last  year’s  Teaching  Day  at  the 
Annual  Meeting  in  Buffalo.  The  attendance  at  the 
morning  and  afternoon  sessions  was  disappointing 
in  view  of  the  timeliness  of  the  subjects  and  the  out- 
standing qualifications  of  the  speakers.  It  can  be 
attributed  in  part  to  the  basically  smaller  attend- 
ance at  annual  meetings  held  outside  of  New  York 
City  and  the  fact  that  many  of  the  men  who  attend 
the  meetings  find  it  impracticable  to  be  present  on 
the  first  day  of  the  sessions,  which  is  the  time  as- 
signed to  the  Teaching  Day. 

Teaching  Day,  1952. — This  year  the  committee  is 
exploring  the  field  of  television  as  it  applies  to  medi- 
cal teaching.  With  the  interests  of  the  general  prac- 
titioner in  mind  as  a result  of  various  conferences 
with  the  Subcommittee  on  General  Practice,  it  was 
felt  that  a program  designed  to  demonstrate  certain 
methods  involving  diagnosis  and  treatment  might 
be  of  greater  interest  and  thus  might  attract  a larger 
attendance.  Towards  this  end  there  has  been  pre- 
pared a series  of  short  telecasts  through  the  day  il- 
lustrating clinical  procedures  such  as  bone  marrow 
biopsies,  gastroscopy,  lumbar  sympathetic  nerve 
block,  as  well  as  audiovisual  methods  in  use  in  the 
teaching  of  heart  disease.  In  addition,  a clinical 
pathologic  conference  will  be  held. 


[N.  Y.  State  J.  M. 


Joint  Meetings  with  State  Department  of  Health. 

—During  the  past  year  the  monthly  meetings  of  the  I 
Council  Committee  with  Commissioner  Hilleboe  and 
members  of  his  staff  have  dealt  with  the  following 
subjects  among  others:  State  Health  Council:  j 

“Specialist.  Roster”;  relationship  with  osteopaths; 
legislation  relative  to  county  health  departments; 
laboratory  practice  bv  nonmedical  men;  narcotic 
addiction  and  control;  periodic  health  examina-  1 
tions;  Rehabilitation  Fee  Schedule. 

State  Health  Council. — As  a result  of  one  of  these  1 I 
meetings  it  was  recommended  to  the  Council  that 
the  State  Medical  Society  agree  to  work  with  the  , 
New  York  State  Citizens’  Council,  Inc.,  in  initiating 
a State  Health  Council  and  that  Dr.  Carlton  Wertz  I 
be  empowered  to  represent  the  Medical  Society  in  ’ 
this  effort.  The  Council  approved.  Exploratory  1 
meetings  to  determine  procedure  and  the  auspices  j 
under  which  such  a Health  Council  would  be  formed 
were  held  during  the  fall,  with  the  result  that  under 
the  aegis  of  the  Citizens’  Council  an  organizational 
meeting  will  be  held  in  Albany  on  February  29  and 
March  1,  1952. 

The  proposed  State  Health  Council  will  include  or- 
ganizations and  individual  members  on  an  equal 
basis.  This  approach,  which  aims  at  a joint  ac- 
tivity by  the  profession  and  the  public,  is  felt  to 
provide  an  excellent  basis  for  mutual  understanding 
of  problems  of  health,  which  should  do  much  in  an 
educational  way  to  inform  the  public  of  the  contri-  j 
bution  that  the  medical  profession  is  making  to  the  ' 
community. 

Clinical  Consultants  List. — As  the  result  of  several 
meetings  of  the  Council  Committee  and  the  State 
Health  Department  with  representatives  of  the  Erie 
County  Medical  Society  the  much-debated  problem 
of  the  so-called  “Specialist  Roster”  has  been  re- 
solved, and  the  revised  method  of  procedure  on  ap- 
plications for  inclusion  on  this  newly  designated 
Clinical  Consultants  list  has  been  approved  by  the 
Council  with  the  provision  that  it  be  given  a year’s 
trial  before  final  endorsement  by  the  State  Medical 
Society.  It  has  been  agreed  that  applications  be 
submitted  through  the  county  medical  societies, 
with  their  recommendations  to  be  forwarded  directly 
to  the  State  Department  of  Health.  The  county 
medical  society  may  accept  detailed  data  on  pre- 
viously submitted  Workmen’s  Compensation  appli- 
cations as  the  basis  for  its  recommendations.  In 
any  doubtful  cases  the  State  Health  Department 
shall  consult  with  the  county  society’s  special  com- 
mittee on  qualifications,  and  if  agreement  still  is 
not  reached,  consultation  shall  be  arranged  with  the 
Special  Committee  on  Clinical  Consultants  of  the 
Medical  Society  of  the  State  of  New  York. 

The  above  efforts  illustrate  the  value  of  close  co- 
operation between  the  Medical  Society  and  the 
Health  Department  in  approaching  and  attempting 
to  solve  problems  of  joint  interest  and  concern. 

Cortisone. — In  March,  1951,  the  Council  charged 
your  chairman  with  the  problem  of  studying  the 
shortage  of  cortisone.  The  manufacturers,  Merck 
and  Company,  had  already  instituted  an  investiga- 
tion requesting  evidence  of  excessive  charges  for  the 
drug  or  of  diversion  of  the  product  from  the  normal 
channels.  It  offered  its  full  cooperation  in  the  con- 
i duct  of  any  official  investigation. 

It  must  be  noted  that  under  the  antitrust  laws  the 
company  has  no  power  to  control  prices  or  specify 
distribution  practices  after  it  has  sold  the  product  to 
its  consumers.  The  company  announced  further 
reductions  in  the  price  of  the  drug.  They  empha- 
sized that  the  present  demand  far  exceeded  produc- 
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\ tion  and  had  taxed  their  manufacturing  facilities  to 
capacity.  Additional  facilities  were  under  construc- 
tion, and  production  was  to  be  increased  in  a matter 
of  several  months  when  these  were  completed. 

Resolutions  from  House  of  Delegates. — Four 
actions  taken  by  the  House  of  Delegates  in  May, 
1951,  were  referred  to  the  Council  Committee  on 
Public  Health  and  Education: 

1.  That  the  Course  Outline  Book  be  revised  an- 
nually and  that  series  “packages”  of  lectures  be 
made  available  to  the  county  societies. 

2.  That  our  Society  contact  the  deans  of  medical 
schools  and  other  educators  to  discuss  the  possibility 
of  including  lectures  about  social  and  financial  fac- 
tors involved  in  the  practice  of  medicine  and  the 
relationship  of  the  physician  to  his  community  in  the 
curricula  of  the  medical  schools  in  New  York  State. 

3.  That  the  Medical  Society  of  the  State  of  New 
York,  through  its  Public  Relations  Bureau,  make  an 
attempt  to  place  a speaker  in  each  of  the  medical 
schools  in  this  State  for  a lecture  (or  lectures)  on 
State  and  county  medical  society  organization  and 
current  medical  economic  and  public  relations  con- 
cepts. 

4.  That  the  Subcommittee  on  Geriatrics  be  as- 
signed the  function  of  devising  means  by  which  the 
Society  may  cooperate  in  the  work  of  Governor 
Dewey’s  Commission  on  Chronic  Illness. 

The  first  of  these  recommendations  is  discussed  in 
the  section  of  this  report  covering  the  Course  Out- 
line Book ; the  second  and  third  are  dealt  with  by 
the  report  of  the  Council  Committee  on  Public  Rela- 
tions; the  fourth  is  covered  in  the  section  of  our 
report  on  the  Subcommittee  on  Geriatrics. 

PART  II 

Maternal  and  Child  Welfare 

During  the  past  year  the  former  Subcommittees 
on  Child  Welfare  and  Maternal  Welfare  have  been 
combined  under  one  chairman.  The  Subcommittee 
on  Maternal  and  Child  Welfare  has  the  following 
membership: 

Charles  A.  Gordon,  M.D.,  Chairman.  . . Brooklyn 


Ralph  L.  Barrett,  M.D New  York  City 

Thurman  B.  Givan,  M.D Brooklyn 

Edward  C.  Hughes,  M.D Syracuse 

William  J.  Orr,  M.D Buffalo 

James  Quigley,  M.D Rochester 

Frederick  H.  Wilke,  M.D New  York  Cit3r 

Albert  D.  Kaiser,  M.D Rochester 


On  April  20,  1951,  a meeting  was  held  to  consider 
a revision  of  the  Maternal  Health  Program  of  the 
State  Department  of  Health  which  Dr.  Edward  R. 
Schlesinger,  director  of  the  Division  of  Maternal 
and  Child  Health,  had  prepared  in  accordance  with 
recommendations  from  a previous  joint  meeting  of 
the  Subcommittees  on  Child  Welfare  and  Maternal 
Welfare.  The  plan  originally  had  been  intended 
solely  for  the  use  of  the  Health  Department,  but  it 
had  gradually  taken  on  a wider  value  for  training 
purposes  of  new  personnel.  Dr.  Schlesinger  has 
recently  reported  that  the  program  plan  will  be 
printed  as  soon  as  certain  up-to-date  statistics  are 
incorporated. 

The  committee  continues  to  seek  to  bring  about 
maternal  and  infant  mortality  rate  consciousness 
throughout  the  State.  It  plans  to  procure  pertinent 
statistics  from  the  State  Health  Department  each 
year,  transmitting  to  each  county  medical  society 
chairman  his  local  figures.  An  editorial  is  to  be  pre- 
pared for  the  New  York  State  Journal  of  Medi- 


cine to  emphasize  the  need  for  individual  counties 
to  engage  in  these  problems.  The  fetal  mortality 
rate  in  St.  Lawrence  County  is  causing  concern  to 
the  county  society,  and  Dr.  Vinicor,  president,  has 
initiated  an  intensive  investigation  of  the  situation, 
with  the  collaboration  of  Dr.  Schlesinger. 

Prior  to  the  April  meeting,  Dr.  Wheatley  had  sub- 
mitted to  the  then  Subcommittee  on  Child  Welfare 
the  draft  of  a booklet,  with  illustrations,  prepared  as 
a report  of  the  results  of  a survey  of  child  health 
services  in  New  York  State  conducted  by  the  Ameri- 
can Academy  of  Pediatrics.  It  was  hoped,  Dr. 
Givan  explained  at  the  meeting,  that  if  the  facts 
were  publicized,  aid  might  be  enlisted  through  proper 
channels  for  remedying  the  unsatisfactory  conditions 
in  this  State.  Upon  recommendation  from  this 
meeting  the  Council  voted  at  its  May,  1951,  meeting 
to  endorse  the  brochure.  Dr.  Wheatley  was  asked 
to  prepare  a report  on  this  matter  to  appear  in  the 
New  York  State  Journal  of  Medicine. 

It  was  also  recommended  at  this  meeting  and  ap- 
proved by  the  Council  in  May,  1951,  that  a Sub- 
committee on  School  Health  be  established  (see 
Report  of  Council,  Part  V). 

PART  III 

Public  Health  Activities  A 
Industrial  Health. — The  Subcommittee  on  Indus- 
trial Health  and  Accident  Prevention  has  the  fol- 
lowing membership: 

Leonard  Greenburg,  M.D.,  Chairman 

New  York  City 


Kenneth  C.  Peacock,  M.D New  York  City 

William  E.  Gazeley,  M.D Schenectady 

Ezra  A.  Wolff,  M.D Forest  Hills 

David  J.  Kaliski,  M.D New  York  City 


The  subcommittee  has  made  progress  in  the  de- 
velopment of  its  plan  of  action  in  the  field  of  indus- 
trial health  services. 

Its  thinking  has  been  greatly  aided  by  Dr.  J.  F. 
McCahan,  assistant  secretary  of  the  Council  on  In- 
dustrial Health  of  the  American  Medical  Associa- 
tion, who  met  with  the  committee  on  May  25,  1951. 
After  an  extended  discussion  of  the  subject  of  indus- 
trial medicine,  with  particular  reference  to  small 
plant  medical  services,  the  views  of  the  committee 
were  clarified  and  the  approach  to  the  problem 
elucidated. 

One  result  was  that  the  New  York  State  Depart- 
ment of  Labor  engaged  in  a comprehensive  study  of 
plant  medical  services  in  the  State  of  New  York. 
This  project  was  conducted  jointly  by  the  Division 
of  Industrial  Hygiene  and  Safety  Standards  and  the 
Division  of  Research  and  Statistics  of  the  Depart- 
ment. In  all,  questionnaires  covering  medical, 
nursing,  and  feeding  services  were  sent  to  6,200  es- 
tablishments in  the  State.  The  response  to  the 
questionnaires  was  about  98  per  cent  in  New  York 
City  and  95  per  cent  in  the  State  as  a whole.  The 
resulting  information  will  provide  us  with  the  first 
complete,  State-wide  picture  of  medical,  nursing, 
restaurant,  and  cafeteria  services  in  those  industries 
employing  more  than  100  persons. 

The  results  of  this  investigation  were  punched  on 
IBM  cards  and  have  already  been  tabulated.  The 
final  draft  of  the  report  is  now  being  prepared,  and 
the  copy  will  be  available  in  the  relatively  near  fu- 
ture. 

This  study,  along  with  the  fruitful  discussion 
which  was  held  at  our  last  committee  meeting  with 
Dr.  McCahan,  will  serve  as  an  excellent  start  for 
the  next  steps  in  our  program. 


896 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


The  Twelfth  Annual  Congress  on  Industrial 
Health  was  held  in  the  William  Penn  Hotel  in  Pitts- 
burgh, Pennsylvania,  on  January  18  and  19,  1952, 
and  on  January  17  a conference  of  the  Council  on 
Industrial  Health  and  the  chairmen  of  the  State 
committees  on  industrial  health  took  place. 

The  joint  conference  was  inspiring.  Dr.  Charles 
Francis  Long  of  Philadelphia  described  the  steps 
taken  in  that  city  and  the  pattern  developed  there, 
along  with  the  Williamsport  experience  as  described 
by  Mr.  Charles  E.  Noyes  of  Williamsport.  These 
talks  and  Dr.  Glenn  S.  Everts’  description  of  the 
development  of  his  individual  industrial  medical 
practice  in  Philadelphia  were  the  highlights  of  the 
joint  meeting. 

The  Friday  morning  meeting  was  devoted  to  in- 
dustrial health,  and,  as  usual,  an  outstanding  con- 
tribution was  made  by  Dr.  Howard  Rusk,  who 
clearly  demonstrated  the  importance  of  industrial 
health  and  its  contribution  to  the  industrial  strength 
of  the  United  States. 

The  address  on  “Evaluating  the  Effect  of  Indus- 
trial Noise  on  Man”  by  Dr.  Horace  O.  Parrack  of 
the  II. S.  Air  Force  and  a similar  contribution  by  Dr. 
Schowalter  of  the  Western  Electric  Company,  along 
with  the  “Progress  Report  on  Revision  of  Prevailing 
Standard  Procedure  for  Evaluating  Percentage  Loss 
of  Hearing  in  Medico-Legal  Cases”  by  Dr.  Howard 
A.  Carter  are  fundamental  reference  material  about 
the  effects  of  noise  on  hearing,  concerning  which 
subject  much  will  be  heard  in  the  future,  particu- 
larly in  compensation  cases  for  loss  of  hearing. 
These  papers  should  be  studied  by  every  compensa- 
tion referee  and  be  completely  understood  by  all 
those  engaged  in  industrial  medical  practice. 

It  is  planned  to  hold  a meeting  of  the  subcommit- 
tee during  the  first  week  of  March  in  order  to  sub- 
ject our  present  plans  to  a critical  discussion. 

General  Practice. — The  Subcommittee  on  Gen- 
eral Practice  has  the  following  membership: 

Floyd  C.  Bratt,  M.D.,  Chairman Rochester 

Louis  Bush,  M.D Baldwin 

Samuel  A.  Garlan,  M.D New  York  City 

Vito  S.  Lee,  M.D Utica 

GarraL.  Lester,  M.D.  Chautauqua 

Jacob  A.  Mishkin,  M.D Watertown 

Three  meetings  have  been  held  by  this  committee 
since  the  last  annual  report  was  rendered:  May  3 
and  October  28,  1951,  and  January  23,  1952.  These 

meetings  have  been  most  successful  because  of  the 
valuable  advice  and  assistance  of  the  officers  of  the 
Medical  Society  of  the  State  of  New  York  and  of  the 
members  of  the  Council  Committee  on  Public 
Health  and  Education,  the  valuable  contributions 
and  suggestions  of  Commissioner  Herman  E.  Hille- 
boe  and  his  associates  in  the  New  York  State  De- 
partment of  Health,  the  earnest  enthusiasm  of  com- 
mittee members  and  officers  of  the  New  York  State 
Academy  of  General  Practice,  important  informa- 
tion and  opinions  of  the  deans  of  the  medical  schools 
of  the  State,  and  many  others. 

The  subcommittee  plans  to  act  as  a steering  com- 
mittee for  subdivisions  of  responsible  groups  study- 
ing various  aspects  of  the  general  physician’s  prob- 
lems. Study  groups  already  have  been  formed  to 
consider  (1)  postgraduate  education  in  rural  and 
urban  areas,  (2)  the  role  of  medical  schools  in  post- 
graduate education,  and  (3)  hospital  and  profes- 
sional relations. 

It  is  anticipated  that  other  groups  may  study  (1) 
rural  health  problems,  (2)  cancer  control,  (3)  indus- 
trial hygiene,  (4)  health  education,  and  (5)  mental 
hygiene. 


The  importance  to  the  general  physician  of  utiliz- 
ing existing  facilities  for  postgraduate  education 
has  been  repeatedly  emphasized.  These  include 
( 1 ) material  listed  in  the  Course  Outline  Book  of  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Medical  Society,  (2)  speakers  sponsored 
by  the  New  York  State  Health  Department,  (3) 
formal  postgraduate  courses  offered  by  various  medi- 
cal schools  in  New  York  State,  (4)  local  and  regional 
educational  programs  such  as  those  offered  by  the 
Rochester  Regional  Hospital  Council,  and  (5)  at- 
tendance at  hospital  staff  meetings,  county  medical 
society  programs,  district  branch  meetings,  meetings 
of  the  State  Medical  Society  and  the  American  Medi- 
cal Association,  assemblies  of  the  New  York  State 
Academy  of  General  Practice,  etc. 

At  the  suggestion  of  the  State  Health  Commis- 
sioner, Dr.  Herman  E.  Hilleboe,  a commission  is 
being  appointed  to  study  and  document  the  problems 
of  the  present  and  future  status  of  the  general  prac- 
titioner. A second  committee  will  devote  its  entire 
attention  to  postgraduate  medical  education  in  New 
York  State.  Each  group  will  have  one  representa- 
tive from  the  Medical  Society  of  the  State  of  New 
York,  the  New  York  State  Department  of  Health, 
and  the  New  York  State  Academy  of  General  Prac- 
tice. 

Considerable  progress  is  being  made  in  elevating 
the  quality  of  medical  practice  available  to  the  citi- 
zens of  New  York  State  by  the  furtherance  of  the  ob- 
jectives of  this  subcommittee. 

PART  IV 

Public  Health  Activities  B 

Cancer. — The  Subcommittee  on  Cancer  has  the 
following  membership: 

George  C.  Adie,  M.D.,  Chairman. . .New  Rochelle 

Charles  S.  Cameron,  M.D.  (.American  Cancer 


Society) New  York  City 

Paul  R.  Gerhardt,  M.D.  (New  York  State  De- 
partment of  Health) Albany 

Harry  Golembe,  M.D Libert}7 

Victor  C.  Jacobsen,  M.D Troy 

Louis  C.  Kress,  M.D Buffalo 

E.  Forrest  Merrill,  M.D Rochester 

Timothy  J.  Riordan,  M.D New  York  City 

Irwin  Siris,  M.D New  York  City 


Two  meetings  have  been  held  during  the  past  year 
on  October  30,  1951,  and  January  23,  1952.  The 
committee  has  continued  its  efforts  to  disseminate 
information  relative  to  cancer  and  to  foster  examina- 
tion of  patients  for  cancer  in  the  doctor’s  office.  The 
January  meeting  was  called  primarily  to  discuss  with 
representatives  of  the  New  York  State  Chapter  of 
the  American  Academy  of  General  Practice  the 
possibility  of  making  this  latter  objective  one  of  the 
projects  for  its  membership.  Dr.  Bratt,  chairman 
of  the  Subcommittee  on  General  Practice,  believed 
it  might  be  developed  gradually  through  the  efforts 
of  the  Academy’s  Public  Health  Committee  and 
Education  Committee.  It  was  brought  out  that  two 
major  problems  are  the  lack  of  time  on  the  part  of 
the  individual  doctor  and  the  expense  to  the  patient. 
Cancer  detection  examinations  can  be  carried  out 
more  quickly  and  cheaply  in  the  detection  center, 
but  there  is  a growing  trend  away  from  the  organi- 
zation of  these  centers. 

Suggestions  for  possible  ways  to  increase  the  de- 
tection rate  included  (1)  requesting  hospitals  to 
undertake  the  examination,  in  clinic  patients,  of  one 
site  during  a specific  week,  continuing  the  program 
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week  by  week  for  each  site  in  turn;  (2)  approaching 
the  American  Cancer  Society  to  appeal  to  the  roent- 
genologists to  give  every  patient,  on  a given  day  per 
week,  an  examination  for  a certain  type  of  cancer, 
no  matter  what  prompted  the  patient’s  visit;  (3) 
utilizing  local  cancer  committees  to  a great  degree; 
and  (4)  publishing  articles  in  GP,  the  publication 
of  the  Academy  of  General  Practice,  and  also  in 
county  medical  society  bulletins. 

Arrangements  have  finally  been  made  for  pub- 
lishing in  the  New  York  State  Journal  of  Medi- 
cine 14  monthly  articles  on  detection  of  various 
types  of  cancer,  illustrated  with  drawings  demon- 
strating the  method  of  detecting  cancer  in  the  par- 
i ticular  site  under  discussion.  The  art  work  is  being 
provided  by  the  American  Cancer  Society.  The  ar- 
i tides  will  be  printed  in  such  a manner  that  they  may 
be  torn  out  of  the  Journal  and  filed  for  ready  refer- 
ence. It  is  hoped  that  next  year  another  group  of 
authors  will  write  on  the  treatment  of  these  same 
diseases. 

Again  the  matter  of  laxity  in  holding  monthly  con- 
ferences at  tumor  clinics  was  discussed.  It  was 
agreed  that  Dr.  Adie  and  Dr.  Gerhardt  would  draw 
up  a letter  on  the  subject  to  be  sent  to  the  chiefs  of 
all  tumor  clinics  in  the  State. 

The  committee  is  unanimously  agreed  that  there  is 
need  for  more  cancer  refresher  courses  similar  to  the 
three-day  course  scheduled  each  fall  by  the  Univers- 
ity of  Buffalo.  An  attempt  will  be  made  to  interest 
hospitals  in  New  York  City,  Albany,  and  Syracuse 
in  planning  this  type  of  postgraduate  education  for 
the  general  practitioner,  in  cooperation  with  the 
local  medical  schools.  The  Cancer  Society  will  lend 
its  assistance  in  setting  up  such  a trial  course,  as 
will  the  State  Health  Department. 

The  committee  wishes  to  acknowledge  the  invalu- 
able cooperation  of  these  two  organizations  in  at- 
tempting to  combat  this  major  health  problem. 

Heart  Disease. — The  Subcommittee  on  Heart 
Disease  (formerly  Subcommittee  on  Rheumatic 
Fever)  has  the  following  membership: 

Arthur  M.  Master,  M.D.,  Chairman 


New  York  City 

George  M.  Wheatley,  M.D New  York  City 

J.  G.  Fred  Hiss,  M.D Syracuse 

James  W.  Quinlan,  M.D Rochester 


A request  was  received  from  the  American  Heart 
Association  for  our  opinion  of  a new  monthly  publi- 
cation, Heart  Bulletin,  designed  to  keep  the  physicians 
of  the  nation  up  to  date  on  developments  in  diag- 
nosis and  treatment  of  cardiac  ailments.  The  sub- 
committee was  consulted  by  mail  and  agreed  with  the 
State  Department  of  Health  that  the  bulletin  should 
be  publicized  by  free  distribution  for  ayear  or  so  to  all 
physicians  in  the  State,  made  possible  by  partial 
subsidy  from  the  State  Health  Department  of  Fed- 
eral funds,  supplemented  by  contributions  from 
voluntary  organizations  such  as  local  heart  associa- 
tions and  county  medical  societies.  The  Council 
approved  this  recommendation. 

Dr.  Hiss  attended  a meeting  in  Albany  on  Janu- 
ary 29,  1952,  of  the  Planning  Committee  for  the 
first  New  York  State  Heart  Assembly.  The  meet- 
ing was  called  by  the  State  Charities  Aid  Associa- 
tion, which  represents  about  two  thirds  of  the 
State  in  connection  with  activities  of  the  American 
Heart  Association.  (The  rest  of  the  State  is  directly 
affiliated  with  the  American  Heart  Association.) 
It  is  felt  that  because  of  the  magnitude  of  the  cardio- 
vascular disease  problem,  a strong  American  Heart 
Association  is  highly  desirable  and  the  Medical 


Society  of  the  State  of  New  York  should  help  them 
in  any  way  possible.  A representative  will  attend 
the  Heart  Assembly  in  Albany  on  March  14  and  15. 

At  its  February  14,  1952,  meeting  the  Council 
approved  a recommendation  that  county  medical 
societies  appoint  their  own  heart  committees.  To 
this  end  President  J.  Stanley  Kenney  was  requested 
to  write  a letter  to  each  county  society. 

Blood  Banks. — The  Subcommittee  on  Blood 
Banks  has  the  following  membership: 

Lester  J.  Unger,  M.D.,  Chairman  New  York  City 


Morris  Maslon,  M.D Glens  Falls 

Ernest  Witebsky,  M.D Buffalo 

Quentin  M.  Jones,  M.D Utica 

John  Scudder,  M.D New  York  City 


A meeting  was  held  February  28,  1951  (after  com- 
pletion of  our  annual  report)  to  explore  the  feasibil- 
ity of  establishing  a State  association  of  blood 
banks.  Those  present  were  unanimously  in  favor 
of  any  step  which  would  be  helpful  in  assuring  an 
adequate  supply  of  blood  for  the  civil  defense  pro- 
gram as  well  as  for  peacetime  use. 

A special  meeting  was  called  on  April  30,  1951,  in 
Buffalo  during  the  annual  meeting,  and  the  following 
resolutions  were  adopted: 

“In  the  interest  of  civil  defense  it  is  obvious  that 

1.  (a)  Existing  blood  banks  should  be  maintained 
and  strengthened  and  expanded; 

(5)  Defunct  blood  banks  should  be  reopened 
at  the  earliest  possible  moment; 

(c)  Wherever  possible,  new  hospital  blood 
banks  should  be  established; 

2.  A program  for  blood  bank  training  for  physi- 
cians, nurses,  and  technicians  should  be  set  up; 

3.  A meeting  should  be  arranged  between  the 
American  Red  Cross  and  other  agencies  in- 
volved in  blood  bank  services  to  formulate  an 
effective  future  policy; 

4.  The  organization  of  a New  York  State  Asso- 
ciation of  Blood  Banks  is  a necessity  at  this 
time.” 

The  House  of  Delegates  approved  the  committee’s 
recommendation  that  a State  association  of  blood 
banks  be  formed.  With  the  assistance  of  the  Public 
Relations  Department  of  the  Medical  Society  an 
informal  survey  was  made  of  medical  opinion 
throughout  the  State  which  was  of  such  an  encourag- 
ing nature  that  on  March  1 and  2, 1952,  an  organiza- 
tion committee  met  in  Albany  to  draw  up  bylaws, 
to  formulate  the  purposes  and  functions  of  the  as- 
sociation, and  to  elect  temporary  officers.  In  addi- 
tion to  the  subcommittee  members  and  officers  of 
the  Medical  Society,  two  representatives  from  each 
of  the  nine  district  branches  have  been  invited  to 
participate. 

Medical  Film  Review. — The  Subcommittee  on 
Medical  Film  Review  has  the  following  member- 
ship: 

John  L.  Norris,  M.D.,  Chairman Rochester 

Edward  C.  Hughes,  M.D Syracuse 

Louis  J.  Girard,  M.D New  York  City 

Granville  W.  Larimore,  M.D.. . .New  York  State 

Department  of  Health  (Adviser) Albany 

A meeting  was  held  November  13,  1951,  at  which 
Dr.  Norris  reported  several  problems  encountered 
since  the  review  of  films  purchased  by  the  State 
Health  Department  was  commenced  in  1950, 
namely,  (1)  poor  quality  of  films,  (2)  lack  of  adequate 
information  as  to  existence  of  or  contemplated  pro- 
duction of  medical  films,  (3)  difficulty  of  communica- 
tion among  committee  and  film  review  regional 
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board  members  scattered  throughout  the  State,  and 
(4)  lack  of  adequate  publicity  of  films  already  re- 
viewed. 

The  outstanding  need  appears  to  be  for  more 
skillfully  conceived  and  produced  pictures.  It  was 
proposed  that  an  article  be  written  for  the  New 
York  State  Journal  of  Medicine  and  Health 
News,  citing  the  lack  of  good  material  and  the  need 
for  specially  trained  producers,  as  well  as  a knowl- 
edge of  what  the  doctor  wants  in  such  films.  At  this 
writing  Dr.  Norris  is  preparing  the  article.  Dr. 
Curphey  and  Dr.  Larimore  were  commissioned  to 
circulate  a joint  letter  to  hospitals  and  medical 
schools,  enclosing  copies  of  the  film  catalog  printed 
by  the  State  Health  Department  which  lists  the  pic- 
tures reviewed  and  approved  by  the  committee. 

Since  the  meeting  several  films  have  been  exam- 
ined, most  of  them  in  cooperation  with  the  Audio- 
Visual  Institute  of  the  Association  of  American 
Medical  Colleges.  Nine  of  them  have  been  recom- 
mended for  purchase  to  add  to  the  film  library  and 
will  be  included  in  the  film  catalog. 

A working  relationship  has  been  established  with 
the  members  of  the  staff  of  the  Department  of  Psy- 
chology of  the  University  of  Rochester  School  of 
Medicine  for  noting  the  response  of  the  audience  to 
films  in  the  field  of  psychiatry. 

The  film  “Cheers  for  Chubby”  (or  “Losing  to 
Win”),  prepared  by  the  Metropolitan  Life  Insurance 
Company  for  distribution  in  public  theaters  in  the 
State,  was  reviewed  by  members  of  this  committee 
and  recommended  to  the  Council  for  approval. 
Dr.  J.  Stanley  Kenney,  as  president  of  the  State 
Medical  Society,  personally  reviewed  the  film  and 
approved  its  official  endorsement  by  the  Society. 

PART  V 

Public  Health  Activities  C 

Physical  Medicine  and  Rehabilitation. — The 

Subcommittee  on  Physical  Medicine  and  Rehabili- 
tation has  the  following  membership: 

Walter  S.  McClellan,  M.D.,  Chairman 

Saratoga  Springs 


Arthur  S.  Abramson,  M.D Bronx 

Gustave  Aufricht,  M.D New  York  City 

Donald  A.  Covalt,  M.D New  York  City 

Norman  Egel,  M.D Rochester 

Alfred  L.  Lane,  M.D Rochester 

George  M.  Raus,  M.D Syracuse 

Willis  M.  Weeden,  M.D New  York  City 


A special  subcommittee  was  named  to  review  the 
Fee  Schedule  for  the  Medical  Rehabilitation  Pro- 
gram of  the  New  York  State  Department  of  Health. 
The  principal  difficulty  to  be  resolved  was  not  the 
level  of  the  fee  schedule  in  any  one  division,  but  an 
apparent  difference  in  fees  allowed  in  the  various 
specialties.  A meeting  was  held  in  Albany  with 
Dr.  I.  Jay  Brightman  of  the  Health  Department  in 
July,  1951.  Agreement  was  reached  on  all  special- 
ties except  plastic  surgery,  and  the  schedule  has 
been  printed.  The  plastic  surgery  items  will  be 
added.  It  is  to  be  pointed  out  that  the  schedule 
represents  the  level  of  reimbursement  to  the  physi- 
cian on  which  the  Health  Department  will  pay  50 
per  cent.  The  doctor  is  not  bound  to  these  fees  in 
his  charge  to  the  patient;  however,  his  maximum 
reimbursement  is  limited  by  the  fee  schedule. 

Geriatrics. — The  Subcommittee  on  Geriatrics  has 
the  following  membership: 


Frederick  D.  Zeman,  M.D.,  Chairman 


New  York  City 

C.  Ward  Crampton,  M.D New  York  City 

Irving  L.  Ershler,  M.D Syracuse 

Robert  C.  Peale,  M.D Olean 

Scott  Lord  Smith,  M.D Poughkeepsie 

Earl  C.  Waterbury,  M.D Newburgh 


Dr.  Scott  Lord  Smith  attended  the  first  Confer- 
ence on  Chronic  Disease:  Preventive  Aspects,  held 
in  Chicago,  March  12  to  14,  1951.  Four  organiza- 
tions, the  American  Hospital  Association,  the  Ameri- 
can Medical  Association,  the  American  Public 
Health  Association,  and  the  American  Public  Wel- 
fare Association,  collaborated  to  establish  the  Com- 
mission on  Chronic  Illness  a few  years  ago.  The 
conference  is  an  activity  of  the  Commission. 

Dr.  Smith  served  on  the  working  committee  on 
The  Practice  of  Medicine:  Early  Detection  and 

Screening.  One  of  the  conclusions  reached  was  that 
periodic  physical  and  laboratory  examinations  in 
doctors’  offices,  clinics,  or  hospitals  furnish  the  best 
approach  to  early  detection  and  diagnosis.  It  was 
emphasized  that  a screening  test  is  not  intended  to 
be  diagnostic.  Persons  with  positive  or  suspicious 
findings  should  be  referred  to  their  physicians  for 
diagnosis  and  necessary  treatment. 

No  meetings  of  the  subcommittee  have  been  held 
this  year. 

At  the  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  April  30, 
1951,  a resolution  was  passed,  and  later  referred  to 
this  subcommittee,  that  “the  Medical  Society  of 
the  State  of  New  York  devise  means  by  which  the 
Society  may  cooperate  in  the  work  of  the  Gover- 
nor’s Commission  on  Chronic  Illness.”  At  the 
January  10,  1952,  meeting  of  the  Council  it  was  re- 
ported that  an  investigation  showed  there  is  no 
Governor’s  Commission  on  Chronic  Illness  in  New 
York  State,  that  there  is  a National  Commission  on 
Chronic  Illness.  Cooperation  with  this  body  has 
been  effected  through  attendance  at  its  National 
Conference  in  Chicago,  as  described  elsewhere  in  the 
subcommittee’s  report. 

Diabetes. — The  Subcommittee  on  Diabetes  has 
the  following  membership: 

George  E.  Anderson,  M.D.,  Chairman. . .Brooklyn 


Frederick  W.  Williams,  M.D Bronx 

Charles  B.  F.  Gibbs,  M.D Rochester 


There  have  been  no  meetings  of  this  committee 
this  year. 

Cerebral  Palsy. — The  membership  of  the  Sub- 
committee on  Cerebral  Palsy  is  as  follows: 

George  C.  Deaver,  M.D.,  Chairman . New  York  City 

Austin  J.  Canning,  M.D West  Haverstraw 

Alfred  L.  Lane,  M.D Rochester 

This  committee  has  not  met  during  the  past  year. 
School  Health. — A Subcommittee  on  School 
Health  was  appointed  and  ratified  by  the  Council 
on  September  13,  1951.  It  has  the  following  mem- 


bership: 

William  E.  Ayling,  M.D.,  Chairman Syracuse 

Edgar  Bieber,  M.D Dunkirk 

Edwin  G.  MacKenzie,  M.D Millbrook 

Mary  Steichen,  M.D .'.  .Great Neck 


Dr.  Ayling’s  first  official  duty  as  chairman  of  the 
new  committee  was  his  attendance  at  the  Third 
National  Conference  on  Physicians  and  Schools  at 
Highland  Park,  Illinois,  on  November  6 to  8,  1951. 
From  that  convention  he  brought  back  several  mat- 
ters which  prompted  the  convening  of  the  first  meet- 
ing of  the  subcommittee  on  January  24,  1952,  in 
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Syracuse.  Dr.  Ayling  called  for  a statement  of  the 
functions  and  objectives  of  the  committee,  drawing 
attention  to  some  of  the  best  available  literature  on 
school  health  and  offering  as  one  aim  of  the  com- 
mittee the  activation  of  knowledge  and  interest  in 
school  health  by  private  physicians  and  local  medi- 
cal societies.  Problems  to  be  brought  out  are  (1) 
scarcity  of  good  school  physicians,  full  or  part- 
time,  (2)  lack  of  status  of  the  job  of  school  physi- 
cians, (3)  low  rate  of  pay  and  lack  of  knowledge  by 
local  school  boards  of  good  school  health  procedures 
and  standards.  The  following  points  of  agreement 
were  reached  at  the  meeting:  (1)  that  county  medi- 
cal societies  be  urged  to  form  school  health  com- 
mittees; (2)  that  pending  legislation  related  to 
school  health  should  be  considered  within  the  bounds 
of  interest  of  the  committee;  (3)  that  local  school 
boards  should  be  approached  on  a state  level  through 
their  state  association  to  offer  the  services  of  the 
committee  on  a consultant  basis,  with  the  possibil- 
ity of  presenting  a short  program  on  school  health 
at  their  next  annual  meeting. 

On  February  14,  1952,  the  Council  approved  the 
recommendation  that  county  medical  societies  be 
urged  to  create  their  own  committees  on  school 
health,  and  President  J.  Stanley  Kenney  was  re- 
quested to  write  to  each  county  medical  society  to 
this  effect. 

4-H  Clubs. — Although  there  was  no  official  desig- 
nation of  a specific  committee  on  4-H  clubs  by  the 
State  Medical  Society  for  the  year  1951-1952,  Dr. 
J.  G.  Fred  Hiss,  upon  Dr.  Curphey’s  request,  at- 
tended a meeting  of  the  New  York  State  4-H  Health 
Committee  in  Syracuse  on  January  15,  1952.  He 
reported  that  as  a result  of  the  acquisition  of  a 
“health  specialist,”  Miss  Blanche  Armstrong,  they 
are  in  a position  to  pursue  a more  active  health  pro- 
gram and  are  looking  for  advice.  Dr.  Hiss  suggested 
to  them  that  they  form  an  advisory  committee  to 
discuss  all  matters  of  basic  policy  and  basic  planning, 
to  consist  of  a representative  of  the  State  Medical 
Society,  the  State  Dental  Society,  the  State  Educa- 
tion Department,  and  the  School  Health  Division. 
It  is  understood  that  the  Medical  Society  will  re- 
ceive shortly  a written  request  for  a nomination  to 
this  advisory  committee. 

PART  VI 

Economics 

The  Council  Committee  on  Economics  has  the  fol- 
lowing membership: 

Renato  J.  Azzari,  M.D.,  Chairman 

New  York  City 


Morris  Weintrob,  M.D Brooklyn 

Robert  H.  Kerr,  M.D Cortland 


During  the  1951-1952  meetings  of  the  Council, 
your  committee  was  instructed  to  study  matters 
referred  to  it  and  submits  this  report  of  its  activities. 

In  the  summer  a letter  from  the  Medical  and 
Chirurgical  Faculty  of  the  State  of  Maryland  was 
referred  to  your  committee  by  the  Council.  The 
letter  had  to  do  with  the  income  tax  deduction  of 
moneys  which  doctors  put  aside  for  retirement  pur- 
poses, and  enclosed  was  a questionnaire  with  a re- 
quest that  it  be  answered  before  July  20.  Your 
chairman  filled  out  the  questionnaire  and  mailed  it 
in  accordance  with  the  action  that  was  taken  by  the 
House  of  Delegates  at  its  last  meeting  in  Buffalo. 
The  Council  approved. 

Your  chairman  reports  on  a resolution  sent  to 
President  J.  Stanley  Kenney  by  Dr.  Homer  J. 


Knickerbocker  from  the  Medical  Society  of  the 
County  of  Ontario,  which  concerned  chiropractic. 
The  report  follows: 

“If  the  legislators  pass  a bill  approving  the 
practice  of  chiropractic  when  our  Society,  the 
Health  Department,  and  other  reputable  bodies 
of  medical  men  object  strenuously,  the  onus  will 
be  on  their  heads.  Education  of  the  public  is 
undoubtedly  costly  and  a difficult  task,  but  your 
committee  feels  that  it  is  important  and  essential. 

“If  there  is  any  change  in  the  law  it  should  be 
further  strengthened,  not  weakened  by  any  com- 
promise with  cultists.  Furthermore,  pages  8 and 
9 of  the  A.M.A.  “Principles  of  Medical  Ethics” 
(Report  of  the  House  of  Delegates,  June,  1951) 
makes  it  impossible  for  us  to  come  to  terms  with 
cultists.” 

The  Council  approved  this  report. 

Your  chairman  considered  a letter  from  the 
Oregon  State  Medical  Society  to  Mr.  Farrell,  direc- 
tor of  the  Bureau  of  Medical  Care  Insurance,  re- 
questing the  services  of  Mr.  Farrell,  if  possible,  to 
carry  on  a survey  which  was  very  considerable  and 
involved  a great  volume  of  work  over  a period  of  two 
months.  Your  chairman  hesitated  to  make  any 
recommendation  in  this  matter  but  expressed  the 
feeling  that  to  release  Mr.  Farrell  from  his  duties  for 
a two-month  period  in  Oregon  would  not  be  feasible. 
The  Council  voted  that  a letter  be  written  to  the 
Oregon  State  Medical  Society  stating  that  Mr. 
Farrell’s  services  were  indispensable  to  our  own 
State  Society  and  that  he  could  not  be  spared  for 
this  assignment. 

Your  committee  feels  at  this  time  it  might  be 
well  to  report  on  the  expenditure  for  medical  care 
as  compared  to  the  increase  in  costs  for  other  con- 
sumer expenditures. 

According  to  Department  of  Commerce  estimates, 
Americans  spent  8.5  billion  dollars  on  medical  care 
in  1950.  At  the  same  time  the  expenditures  for  all 
goods  and  services  were  193.6  billion  dollars.  These 
expenditures  for  medical  care  in  1950  constituted 
4.4  per  cent  of  the  total  amount  spent  on  all  goods 
and  services  in  the  consumer’s  budget. 

As  compared  to  1930,  expenditures  for  medical 
care  were  2.9  billion  dollars,  while  total  consumer 
expenditures  were  70.8  billion  dollars.  Again  the 
per  cent  of  expenditures  was  approximately  the 
same,  or  4.1  per  cent  of  total  consumer’s  expendi- 
tures in  1930,  as  compared  to  4.4  per  cent  in  1950. 

Of  the  8.5  billion  spent  by  consumers  on  medical 
care  in  1950,  2.4  billion  were  spent  for  physicians’ 
services,  2 billion  for  hospitals,  1.4  billion  for  drugs 
and  sundries,  1.0  billion  for  dentists’  services,  and 
1.7  billion  for  “all  other  medical  care.”  From  “the 
medical  care  dollar”  28.1  cents  were  spent  for  phy- 
sicians’ services,  23.1  cents  for  hospitals,  17.2  cents 
for  drugs  and  sundries,  11.7  cents  for  dentists’ 
services,  and  19.9  cents  for  “all  other  medical  care.” 
This  compares  with  31.8  cents  spent  for  physicians’ 
services  in  1930,  13.9  cents  for  hospitals,  19.5  cents 
for  drugs  and  sundries,  15.9  cents  for  dentists’ 
services,  and  18.9  cents  for  “all  other  medical  care.” 
During  the  period  from  1930  to  1950,  the  phy- 
sician’s average  share  of  the  medical  care  dollar  fell 
12  per  cent,  the  hospital  share  rose  66  per  cent,  the 
dentist’s  share  fell  26  per  cent,  and  the  portion  spent 
on  drugs  and  sundries  dropped  12  per  cent.  The 
portion  on  “all  other  medical  care”  rose  5 per  cent. 
It  is  interesting  to  note  that  8.1  billion  dollars,  or 
4.2  per  cent  of  the  total  expenditures,  were  for  alco- 
holic beverages,  which  is  approximately  the  amount 
spent  for  medical  care,  and  that  for  tobacco,  per- 
sonal care,  and  jewelry,  expenditures  amounted  to 
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8.2  billion  or  4.3  per  cent  of  the  total  consumer’s 
expenditures. 

The  average  weekly  earnings  of  production  work- 
ers in  manufacturing  industries  have  risen  165  per 
cent  in  1950,  as  compared  to  the  average  earned 
during  1935-1939.  Doctors’  fees  on  an  average 
increased  only  41  per  cent  for  a like  period. 

Due  to  the  advent  of  the  new  wonder  drugs  and 
the  perfection  of  amazingly  effective  surgical  and 
therapeutic  technics  since  1939,  the  amount  of 
physician’s  care  has  lessened  and  the  hospital  stay 
shortened  in  order  to  cure  the  same  type  of  illness, 
which  means  that  the  patient  today  gets  far  more 
for  his  money  than  he  did  in  the  1935-1939  period. 
The  American  people  are  not  alone  receiving  medical 
care  at  a lower  cost  but  of  a far  higher  quality. 
This  is  proved  by  the  records  which  show  that  ma- 
ternal deaths  per  1,000  live  births  have  fallen  from 
five  in  1935-1939  to  less  than  one  in  1950.  Life 
expectancy  at  birth  has  increased  in  this  period  from 
59.5  years  to  68.6  years. 

It  is  reasonable  to  assume  that  with  the  opportuni- 
ties afforded  the  American  people  to  budget  for 
hospital  and  medical  care  costs  in  advance  through 
the  medium  of  Blue  Cross  and  Blue  Shield  insurance 
plans  and  other  types  of  insurance,  an  even  more 
favorable  record  will  be  made  in  decreasing  maternal 
deaths  and  increasing  life  expectancy  because  the 
economic  factor  is  removed,  thus  enabling  patients 
to  seek  hospital  and  medical  care  in  the  early  stages 
of  illness. 

Your  committee  wishes  to  draw  attention  to  how 
important  insurance  plans  have  become  in  the  eco- 
nomic life  of  the  patient  and  the  doctor. 

In  New  York  State  during  1951,  approximately 
30  million  dollars  were  paid  to  doctors  for  services 
rendered  to  injured  workmen  covered  by  Workmen’s 
Compensation  and  5 million  by  the  Department  of 
Social  Welfare  for  the  care  of  the  indigent.  We 
believe  it  is  conservative  to  estimate  that  an  addi- 
tional 10  million  dollars  were  paid  for  medical  care 
for  patients  insured  by  commercial  companies. 

Payments  to  doctors  by  Blue  Shield  plans  ex- 
ceeded 20  million  dollars,  making  a total  of  65 
million  dollars  from  the  above  sources. 

It  is  particularly  interesting  to  note  that  pay- 
ments to  the  doctors  by  Blue  Shield  plans  increased 
during  1951  by  $6,770,000,  as  compared  to  $3,922,- 
000  the  previous  year.  At  this  present  rate  of  in- 
crease, it  is  reasonable  to  expect  Blue  Shield  plans 
within  the  next  year  to  be  paying  to  doctors  35  per 
cent  of  the  total  received  from  the  above  sources  for 
services  rendered.  This  places  a serious  responsi- 
bility upon  the  medical  profession  for  the  success  of 
the  Blue  Shield  plan  in  local  areas. 

Public  Medical  Care. — The  Subcommittee  on 
Public  Medical  Care  of  the  Council  Committee  on 
Economics  is  composed  of  the  following: 

Denver  M.  Vickers,  M.D.,  Chairman.  .Cambridge 

Charles  F.  Rourke,  M.D Schenectady 

Christopher  Wood,  M.D White  Plains 

Samuel  Z.  Freedman,  M.D New  York  City 

John  C.  Kinzly,  M.D North  Tonawanda 

The  function  of  this  committee  is  to  consider  those 
problems  of  public  medical  care,  centering  primarily 
around  the  Department  of  Social  Welfare,  that  come 
to  the  attention  of  the  profession  throughout  the 
State. 

In  the  past,  the  cooperation  between  the  De- 
partment of  Welfare  and  the  medical  profession  has 
not  always  been  complete,  and  many  disagreements 
and  misunderstandings  on  both  sides  made  life 


difficult  and  welfare  practice  unsatisfactory  for 
many  physicians  in  ordinary  practice. 

Since  the  formation  of  this  committee  several 
years  ago,  the  two  groups,  the  profession  and  the 
Department,  have  worked  much  more  closely  to- 
gether and  have  a common  meeting  ground  for  the 
harmonious  discussion  and  solution  of  such  prob- 
lems as  arise. 

Public  medical  care  in  New  York  State  is  big 
business.  Total  expenditures  for  relief  run  into 
millions.  Figures  recently  released  by  Commis- 
sioner Robert  A.  Lansdale,  of  the  State  Department 
of  Social  Welfare,  show  that  from  9 to  18  per  cent  of 
the  total  cost  of  relief  in  the  several  categories  is 
allotted  to  medical  and  hospital  care,  the  larger 
percentage  being  in  the  new  Aid  to  Disabled  pro- 
gram and  the  smaller  in  the  ADC  or  Aid  to  De- 

§endent  Children.  The  total  costs  are  high,  but  the 
tate  is  reimbursed  in  part  by  the  Federal  govern- 
ment, which  fact  is  of  direct  interest  to  the  physician 
as  a citizen  and  taxpayer.  It  is  important  to  follow 
the  technicalities  so  that  the  local  welfare  district 
can  be  partially  reimbursed  by  the  State  and  the 
State  by  the  Federal  treasury. 

Your  committee  has  met  at  intervals  with  the 
Medical  and  Hospital  Care  Committee  of  the  New 
York  Public  Welfare  Association,  including  com- 
missioners from  many  of  the  66  local  welfare  dis- 
tricts in  the  State,  with  representatives  of  local 
medical  welfare  consultants  from  those  welfare 
districts  which  have  such  an  officer,  and  with  repre- 
sentatives of  the  State  Department  of  Social  Welfare. 

The  distinguished  Commissioner  of  the  Depart- 
ment, Mr.  Robert  T.  Lansdale,  has  usually  opened 
the  meetings  assisted  by  his  genial  deputy,  Mr. 
Harry  Page.  Dr.  Anthony  A.  Mira  has  represented 
the  Welfare  Department  of  the  City  of  New  York 
with  its  large  and  varied  case  load.  Dr.  Joseph  H. 
Naumoff  of  Schenectady,  Dr.  William  Hammond, 
Dr.  Earl  C.  Waterbury,  and  Dr.  Gerald  Manley, 
consultants  to  their  various  local  welfare  districts, 
have  often  been  present.  Mr.  Leon  Abbott,  com- 
missioner of  his  local  welfare  district,  has  been 
chairman  of  the  group,  and  many  other  local  wel- 
fare commissioners  have  been  present  to  discuss 
problems  of  finance  or  administration  and  to  give 
the  varied  points  of  view  from  the  various  parts  of 
the  State. 

The  State  Department  has  been  represented  by 
Dr.  Peter  F.  Birkel,  Miss  Marion  Rickert,  Miss  Iris 
Westbury,  and  others,  who  explain  the  working  of  the 
State  office  and  their  interrelationship  with  the 
Federal  social  security  department. 

One  of  the  items  that  has  bothered  practicing 
physicians  for  years  has  been  the  practice  of  the 
welfare  departments  of  paying  medical  fees  to  the 
patient  and  requiring  the  doctor  to  collect  from  him. 
Many  times  that  has  meant  an  extra  call  to  collect, 
or  possibly  the  money  intended  for  the  doctor  was 
spent  before  it  was  collected.  So,  during  the  last 
year,  with  the  assistance  of  your  committee,  a rul- 
ing was  promulgated  through  the  State  department 
that  the  local  welfare  districts  may  pay  the  doctors 
directly  (indirect  payment,  in  the  terminology  of  the 
department)  so  the  doctors  can  get  one  check 
directly  from  the  local  welfare  department  and  not 
have  to  collect  a multitude  of  small  items  from  the 
patients.  This  one  maneuver,  which  seems  simple, 
took  rather  elaborate  bookkeeping  and  consultation 
with  the  Department  of  Audit  and  Control  to  satisfy 
the  Federal  departments.  This  direct  payment,  from 
all  comments  received,  has  been  appreciated  by  the 
rank  and  file  of  the  profession. 
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Another  matter  that  has  occupied  considerable 
time  on  the  agenda  of  these  meetings  has  been  the 
setting  up  of  the  new  category  of  welfare  relief,  the 
Aid  to  the  Disabled,  or  the  AD  program.  Funds  for 
this  are  available  from  the  Federal  government, 
and  it  is  in  the  interest  of  the  people  of  the  State  of 
New  York  to  use  as  much  of  these  funds  as  possible, 
in  lieu  of  State  taxes.  Already,  more  than  25,000 
needy  disabled  men  and  women  between  twenty- 
five  and  sixty-five  are  receiving  financial  assistance 
and  medical  care  under  this  program. 

The  Aid  to  the  Disabled  depends  on  an  examina- 
tion by  the  physician  and  a social  worker,  working 
as  a team.  The  disability  may  be  on  varied  grounds, 
but  the  individual  must  be  unable  to  work.  The 
program  hopes  to  rehabilitate  a certain  percentage 
of  these  cases,  instead  of  carrying  them  indefinitely 
on  relief  rolls.  They  must  be  re-examined  at  inter- 
vals and  re-evaluated. 

The  Department  of  Social  Welfare  in  this  field  is 
working  with  the  Department  of  Education  which 
has  made  available  a wide  range  of  vocational  re- 
habilitation services  including  many  medical  and 
surgical  factors. 

The  doctor  and  the  social  worker  fill  out  the  forms 
AD-1  and  AD-2  and  send  them  to  the  local  welfare 
department.  There  the  forms  are  reviewed  by  a re- 
view team,  consisting  of  another  physician  and 
another  social  worker,  to  sort  out  the  cases  definitely 
belonging  in  this  category. 

One  of  the  early  difficulties  was  to  get  the  forms 
filled  out  properly,  even  though  at  conferences  the 
forms  had  been  drawn  up  so  that  they  were  as  simple 
and  short  as  possible.  Another  difficulty  has  been 
the  shortage  of  social  workers  who  can  satisfy  the 
requirements  of  the  Federal  definition. 

The  shortage  of  physicians  and  social  workers  has 
been  again  noted  on  the  review  teams,  making  it 
necessary  for  some  of  the  smaller  upstate  welfare 
districts  to  be  covered  by  a traveling  social  worker 
from  the  Albany  office  and  using  some  of  the  district 
State  health  officers.  The  Health  Department  ob- 
jects to  the  use  of  these  men  by  the  Welfare  De- 
partment, and  as  the  job  may  vary  from  a very 
large  one  in  the  larger  districts  to  a very  insignifi- 
cant one  in  the  smaller  districts,  it  has  been  difficult 
to  set  up  a definite  pattern.  This  problem  is  in  the 
process  of  being  solved  and  probably  will  have 
different  solutions  in  different  localities. 

Another  matter  that  has  received  due  attention 
during  the  year  is  the  classification  of  nursing  homes. 
These  are  valuable  institutions,  growing  up  grad- 
ually and  rather  spontaneously,  rendering  a definite 
service  to  the  communities,  and  taking  much  of  the 
acute  pressure  off  the  hospitals  during  the  crowded 
conditions  of  the  past  few  years. 

They  have,  however,  varied  greatly  in  physical 
condition,  the  amount  and  kind  of  care  offered,  and 
were  under  no  regulation  except  for  that  of  the  local 
welfare  districts  who  chose  to  use  them  for  their 
clients. 

Here,  definitely  in  the  public  interest,  the  De- 
partment of  Welfare  stepped  in,  studied  these  homes 
rather  carefully  and,  with  the  assistance  of  your 
committee,  classified  them  into  four  main  cate- 
gories with  varying  degrees  of  care  offered  and  vary- 
ing responsibilities. 

“Nursing  homes”  must  have  a registered  or  a 
practical  nurse  at  the  head  of  the  nursing  service 
and  offer  convalescent  or  terminal  care  to  the  pa- 
tient. “Convalescent  homes”  are  not  required  to 
have  a nurse  at  the  head  and  often  are  administered 
by  some  kindly  person  who  cares  for  homeless  in- 
dividuals. “Private  homes  for  adults”  provide  some 


personal  care  on  a scale  somewhat  above  that  of  a 
boarding  house  but  do  not  really  provide  nursing 
care.  This  classification  will  be  a help  to  the  public 
as  well  as  the  profession  in  selecting  an  institution 
for  acute  or  chronic  care.  Obviously  “convalescent 
home”  is  an  unsatisfactory  term,  for  many  of  the 
cases  using  such  a place  require  terminal  care. 
However,  there  seemed  to  be  no  good  substitute, 
and  the  term  is  already  in  wide  use. 

Fire  laws  were  put  into  effect.  There  must  be  an 
automatic  fire  door  between  stories;  there  must  be 
alternate  exits,  and  if  the  building  is  over  two 
stories,  there  must  be  fire  escapes,  etc.  Many  of 
these  institutions  have  developed  in  the  larger  old 
type  residences  and  one  bad  fire,  which  might  catch 
a number  of  these  helpless  individuals,  would  cer- 
tainly arouse  public  opinion  and  give  these  worth- 
while institutions  bad  publicity. 

The  fourth  classification  applies  to  “public  homes 
and  infirmaries.”  These  are  wards  attached  to  the 
county  farms  or  homes.  Under  these  regulations 
expenses  can  be  reimbursed  by  the  State,  in  part,  if 
certain  qualifications  are  fulfilled. 

The  Committee  on  Public  Medical  Care  has  there- 
fore functioned  as  a listening  post  for  the  profession 
in  the  Department  of  Welfare  and  has  served  also  to 
bring  to  the  attention  of  the  profession  some  of  the 
problems  which  have  prevented  the  smooth  func- 
tioning of  the  welfare  officials.  On  the  other  hand, 
it  has  been  a satisfactory  means  of  bringing  medical 
problems  on  a State  level  to  the  attention  of  the 
Department  of  Social  Welfare. 

It  is  a tribute  to  the  former  members  of  this  com- 
mittee that  the  liaison  between  the  profession  and 
the  Department  of  Welfare  is  satisfactory  and  that 
the  comments  and  suggestions  of  the  profession  are 
well  received  and  accepted.  The  duty  of  your  sub- 
committee is  to  see  that  this  spirit  of  harmony  be- 
tween the  two  groups  is  continued  so  that  the  stand- 
ard of  medical  care  to  recipients  of  relief  in  New 
York  State  can  be  held  at  a satisfying  high  level. 

Medical  Licensure  and  Medical  Service. — The 

Council  Committee  on  Medical  Licensure  and  Medi- 
cal Service  consists  of  the  following  members: 


Leo  E.  Gibson,  M.D.,  Chairman Syracuse 

Ivan  N.  Peterson,  M.D Owego 

William  M.  Rapp,  M.D Catskill 

Jacob  L.  Lochner,  M.D,  Jr.,  Adviser Albany 

In  March,  1951,  a letter  was  received  from  Mr. 


Walter  V.  Bouquet  concerning  the  admission  to 
licensure  by  foreign  medical  graduates  without 
examination. 

The  committee  decided  that  it  would  be  no  pro- 
tection to  the  public  to  license  men  without  examina- 
tion who  have  medical  education  about  which  we 
have  scant  knowledge.  This  report  was  recom- 
mended to  the  Council. 

The  committee  was  given  the  privilege  of  review- 
ing the  data  submitted  by  the  county  societies  for 
the  annual  General  Practitioner’s  Award  of  the 
American  Medical  Association. 

Data  were  submitted  in  favor  of  nine  membres  of 
the  Medical  Society  of  the  State  of  New  York. 
This  is  an  increase  of  100  per  cent  over  last  year. 
These  data  were  thoroughly  studied,  and  Dr.  Percy 
G.  Waller  of  New  Baltimore,  Greene  County,  was 
proposed  as  the  candidate  from  New  York  State. 

Recently  because  two  members  of  the  resident 
staff  of  the  New  York  Hospital  who  had  failed  to 
register  their  licenses  to  practice  medicine  were 
threatened  with  fines.  Dr.  Arthur  H.  Groeschel, 
assistant  director  of  New  York  Hospital,  has  sug- 
gested to  Mr.  Robert  C.  Killough,  Jr.,  Assistant 
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Commissioner  for  Professional  Education,  of  the 
New  York  State  Education  Department,  that  para- 
graph 3 of  a form  letter  customarily  sent  by  the 
secretary  of  the  State  Board  of  Medical  Examiners 
to  new  licensees  be  modified  so  that  it  would  read 
somewhat  as  follows: 

“An  application  for  biennial  registration  with 
this  Department  is  being  sent  to  you  so  that  you 
may  register  as  required  by  section  6510  of  the 
Education  Law.  Please  execute  the  registration 
application  and  return  it,  together  with  a check 
or  money  order  for  $4.00  payable  to  the  State 
Education  Department,  at  Albany.  Failure  to 
register  your  license  prior  to  your  entrance  upon  the 
practice  of  medicine  in  the  State  of  New  York  in 
any  capacity,  including  that  of  intern,  resident  or 
fellow  in  a hospital,  will  make  you  liable  to  pay  for 
registration  in  addition  to  the  fee  of  Four  Dollars, 
a further  fee  of  One  Dollar  for  each  thirty  days  or 
part  thereto  that  you  are  in  default.” 

The  above  material  was  studied  by  the  committee, 
and  a recommendation  made  to  the  Council  that  it 
approve  such  modification. 

A letter  was  received  from  the  New  York  State 
Department  of  Social  Welfare  containing  the  follow- 
ing paragraph  and  asking  if  the  regulation  could  be 
safely  modified: 

In  formulating  rules  and  regulations  for  public 
home  infirmaries  and  for  nursing  homes,  this  De- 
partment adopted  a regulation  which  states:  “A 
physician  shall  be  called  when  residents  are  in 
extremis  and  shall  pronounce  death.”  Our  field 
staff  concerned  with  the  visitation  and  inspection 
program  report  that  this  practice  is  not  always 
followed  in  rural  areas.  Those  in  charge  of  public 
home  infirmaries  and  nursing  homes  report  that 
physicians  are  unwilling  to  visit  for  the  purpose 
of  pronouncing  death  unless  the  death  is  acci- 
dental or  unexpected.  A physician  who  has  at- 
tended a patient  in  moribund  condition  inquires 
concerning  the  time  death  occurred  and  fills  in 
the  death  certificate  accordingly. 

The  committee  considered  the  regulation  and 
recommended  to  the  Council  that  the  regulation  was 
a reasonable  one  and  that  it  be  continued. 

The  State  Department  of  Education  proposes  to 
change  the  method  of  publication  of  the  professional 
roster  of  registered  physicians  in  New  York  State. 
This  change  consists  of  a decrease  in  the  number  of 
publications,  which  change  is  associated  with  all  the 
publications  of  the  State  Department  of  Education. 
The  State  Department  asks  approval  of  this  change 
by  the  Medical  Society  of  the  State  of  New  York. 

Your  committee  felt  that  this  was  a reasonable 
request  and  recommended  to  the  Council  that  it  be 
approved. 

PART  VII 

Medical  Care  Insurance 

The  Subcommittee  on  Medical  Expense  Insurance 
is  composed  of  the  following  members: 

Carlton  E.  Wertz,  M.D.,  Chairman Buffalo 

Charles  S.  Lakeman,  M.D Rochester 

Leo  E.  Gibson,  M.D Syracuse 

Fred  M.  Miller,  Jr.,  M.D Utica 

Stephen  H.  Curtis,  M.D Troy 

Chas.  Gordon  Heyd,  M.D New  York  City 

C.  Otto  Lindbeck,  M.D Jamestown 

Henry  E.  McGarvey,  M.D Bronxville 

Mrs.  Harry  T.  Pohlmann,  Liaison  with  Woman’s 
Auxiliary Middletown 


The  subcommittee  has  held  two  meetings — 
October  10,  1951,  and  January  9,  1952. 

At  the  October  10  meeting,  the  subcommittee  re- 
viewed the  action  taken  by  component  county 
medical  societies  on  the  State-wide  contract,  schedule 
of  allowances,  medical  indemnity  rider  covering 
radiology,  pathology,  anesthesiology,  and  physio- 
therapy, and  fee  schedule  for  these  services,  as  pro- 
posed by  the  subcommittee  and  adopted  by  the  1949 
House  of  Delegates.  Sixteen  county  medical  so- 
cieties reported  that  consideration  had  been  given 
to  the  uniform  State-wide  contract  ; 15  approved  in 
principle  the  plan  as  presented,  and  one  county 
wished  to  give  it  further  study.  A resolution  was 
received  from  the  Medical  Society  of  the  County  of 
Erie  opposing  the  service  feature  in  any  medical  care 
insurance  plan.  Therefore,  the  completion  of  a 
State-wide  contract  cannot  be  fulfilled  until  all 
county  medical  societies  agree  on  the  type  of  coverage 
approved  by  the  House  of  Delegates. 

It  was  the  opinion  of  the  subcommittee  that  more 
progress  would  be  made  in  this  program  if  activated 
through  local  plans,  and  the  subcommittee  recom- 
mended that  the  Bureau  of  Medical  Care  Insurance 
approach  the  plans  and  ask  their  cooperation  in 
working  with  the  county  medical  societies  toward 
the  satisfactory  acceptance  of  the  contract  and  that 
the  Bureau  lend  every  assistance. 

Your  subcommittee  decided  to  defer  action  on  the 
inclusion  of  assistant’s  fee  in  surgical  cases  and  con- 
sultation fee  for  internists  in  the  State-wide  con- 
tract, until  material  for  the  State-wide  plan  is  con- 
solidated. 

Action  on  the  inclusion  of  catastrophic  coverage, 
by  rider,  in  the  State-wide  plan  was  again  deferred 
pending  a report  on  the  experience  of  this  type  of 
coverage  in  commercial  and  Blue  Shield  plans. 

The  subcommittee,  after  review  and  due  consider- 
ation of  the  present  “Standards  for  Approval  by  the 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Insurance  Plans,”  adopted 
by  the  House  of  Delegates,  deemed  it  advisable  to  re- 
vise the  following  provisions,  and  it  was  voted  to 
recommend  these  changes  to  the  Council  for  ap- 
proval. 

Local  Approval 

(Present)  1.  Approval  of  the  county  medical 
society  in  whose  area  a plan  operates. 

2.  In  the  event  a county  society  does  not  ap- 
prove a plan,  a special  committee  of  three  mem- 
bers be  appointed,  one  by  the  plan,  one  by  the 
county  medical  society,  and  one  by  the  Medical 
Society  of  the  State  of  New  York,  to  investigate 
and  study  the  reasons  for  withholding  approval. 

3.  If,  in  the  opinion  of  a majority  of  the  com- 
mittee, after  consideration,  approval  will  be 
granted  to  the  plan. 

(Revised)  Substitute  for  present  items  2 and  3. 

2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  committee  of 
three  shall  be  appointed,  one  by  the  plan,  one  by 
the  county  medical  society,  and  one  by  the  Medi- 
cal Society  of  the  State  of  New  York,  to  consider 
the  reasons  for  not  granting  local  approval. 
After  consideration  of  the  reasons,  a majority 
vote  of  the  special  committee  shall  determine  if 
approval  will  be  granted  by  the  Medical  Society 
of  the  State  of  New  York. 

Professional  Control 

(Present)  1.  The  governing  body  must  contain 
a majority  of  physicians. 

2.  These  representatives  shall  be  members  of 
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and  recommended  by  the  Medical  Society  of  the 
State  of  New  York. 

3.  The  medical  profession  is  to  assume  respon- 
sibility for  the  medical  services  included  in  the 
benefits. 

( Revised ) Substitute  for  present  items  1,  2,  and  3. 

1.  A majority  of  the  governing  board  shall  be 
physicians  who  are  members  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

2.  The  medical  profession  shall  be  responsible 
for  rendering  medical  services  included  in  the  sub- 
scriber’s contract. 

Free  Choice  of  Physician 

{Present)  1.  There  shall  be  no  regulation  which 
restricts  the  choice  of  a qualified  doctor  of  medi- 
cine in  the  locality  covered  by  the  plan,  who  is 
willing  to  participate  and  render  service  under  the 
conditions  established. 

2.  The  method  of  rendering  services  must  retain 
the  personal,  confidential  relationship  between 
the  patient  and  physician. 

( Revised ) Item  1 revised  (item  2 remains  the 
same) 

1.  There  shall  be  no  regulation  which  restricts 
the  free  choice  of  a legally  licensed  practitioner  of 
medicine,  who  renders  services  under  the  terms  of 
the  subscriber’s  contract. 

Duration  of  Approval 

( Present ) Approval  by  Medical  Society  of  the 
State  of  New  York  shall  be  for  a period  of  one 
year,  at  the  end  of  which  review  of  all  plans  will  be 
made  by  an  appropriate  committee  of  the  Medical 
Society  of  the  State  of  New  York,  to  determine 
eligibility  for  renewal. 

( Revised ) Duration  of  approval  shall  be  for  a 
period  of  one  year,  at  which  time  a review  of  all 
plans  shall  be  made  by  the  Medical  Society  of  the 
State  of  New  York,  to  determine  eligibility  for  re- 
newal. 

The  Council  voted  to  change  the  wording  of  para- 
graph 2,  of  the  revised  section  on  “Local  Approval,” 
as  follows  (new  matter  in  italics): 

2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  committee  of 
three  shall  be  appointed;  one  by  the  plan,  one  by 
the  county  medical  society,  and  one  by  the 
Medical  Society  of  the  State  of  New  York,  to 
consider  the  reasons  for  not  granting  local  ap- 
proval. After  consideration  of  the  reasons,  a 
majority  vote  of  the  special  committee  shall  deter- 
mine, subject  to  confirmation  by  the  Council,  if 
approval  will  be  granted  by  the  Medical  Society 
of  the  State  of  New  York. 

This  change  was  ratified  by  the  subcommittee  at 
its  meeting  on  January  9,  1952. 

The  standards  as  revised  were  approved  by  the 
Council  January  10,  1952.  “Standards  for  Ap- 
proval” follow  (revisions  in  italics): 

STANDARDS  FOR  APPROVAL  BY 
MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 

OF 

NEW  YORK  STATE  MEDICAL  CARE  PLANS 
Local  Approval 

1.  Approval  of  the  county  medical  society  in 
whose  area  a plan  operates. 

2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  committee  of 
three  shall  be  appointed;  one  by  the  plan,  one  by 
the  county  medical  society,  and  one  by  the  Medi- 
cal Society  of  the  State  of  New  York,  to  consider 


the  reasons  for  not  granting  local  approval.  After 
consideration  of  the  reasons,  a majority  vole  of  the 
special  committee  shall  determine,  subject  to  confirma- 
tion by  the  Council,  if  approval  will  be  granted  by 
the  Medical  Society  of  the  State  of  New  York. 

Professional  Control 

1.  A majority  of  the  governing  body  shall  be 
physicians  who  are  members  of  the  Medical  Society 
of  the  State  of  New  York. 

2.  The  medical  profession  shall  be  responsible 
for  rendering  medical  services  included  in  the  sub- 
scriber’s contract. 

Free  Choice  Physician 

1.  There  shall  be  no  regulation  which  restricts 
the  free  choice  of  a legally  licensed  practitioner  of 
medicine  who  renders  services  under  the  terms  of 
the  subscriber’s  contract. 

2.  The  method  of  rendering  service  must  retain 
the  personal,  confidential  relationship  between 
the  patient  and  physician. 

Subscriber  Benefits 

Subscriber  benefits  shall  be  in  terms  of  cash  in- 
demnity and/or  service. 

Claim  Payments 

1.  When  care  has  been  rendered  by  a partici- 
pating physician  and  claim  filed  for  such  care, 
payment  shall  be  made  direct  to  the  participating 
physician.  When  subscriber  has  paid  the  physi- 
cian, then  payment  shall  be  made  to  subscriber 
upon  presentation  of  a receipted  bill. 

2.  When  care  has  been  rendered  by  a non- 
participating physician  and  claim  filed  for  such 
care,  payment  shall  be  made  direct  to  the  nonpar- 
ticipating physician  or  to  the  subscriber  upon  pres- 
entation of  receipted  bill. 

Underwriting 

1 . Subscriber  premium  rates  shall  be  adequate 
to  provide  for  the  benefits  offered  and  the  risks 
involved  in  the  contract. 

2.  Plans  shall  be  organized  and  operated  to 
provide  the  greatest  possible  benefits  in  medical 
care  to  the  subscriber. 

3.  Plans  shall  conform  with  State  statutes  as 
set  up  under  the  New  York  State  Insurance  De- 
partment with  due  consideration  for  earned  pre- 
miums, administrative  costs,  and  reserves  for  con- 
tingencies. 

Enrollment 

Enrollment  procedures  shall  be  on  a sound  basis 
so  as  not  to  expose  the  plan  to  adverse  selection. 

(It  is  recommended  that  enrollment  shall  be 
offered  to  individuals  at  the  earliest  possible  date 
that  experience  of  the  plan  warrants. ) 

Promotion 

Descriptive  folders  and  all  promotional  material 
shall  state  clearly  and  accurately  the  benefits 
offered  by  a plan  and,  also  in  the  same  manner, 
exclusions  in  the  contract. 

Reports 

Plans  which  have  received  approval  of  the 
Medical  Society  of  the  State  of  New  York  shall 
submit  financial  statements  and  quarterly  reports 
on  forms  provided  for  that  purpose  to  the  Bureau 
of  Medical  Care  Insurance  of  the  Medical  Society 
of  the  State  of  New  York. 

Duration  of  Approval 

Duration  of  approval  shall  be  for  a period  of  one 
year,  at  which  time  a review  of  all  plans  shall  be 
made  by  the  Medical  Society  of  the  State  of  New 
York,  to  determine  eligibility  for  renewal. 
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The  Council  referred  to  the  subcommittee  a letter 
from  Mr.  Arthur  H.  Harlow,  Jr.,  president  of  Group 
Health  Insurance,  Inc.,  requesting  a meeting  with  an 
appropriate  committee  to  discuss  the  approval  of 
Group  Health  Insurance,  Inc.  by  the  Medical  So- 
ciety of  the  State  of  New  York. 

After  a full  discussion  with  Mr.  Harlow,  your  sub- 
committee voted  to  recommend  to  the  Council,  and 
the  Council  approved,  that  approval  could  not  be 
granted  to  Group  Health  Insurance,  Inc.,  because  it 
failed  to  have  a majority  of  physicians  on  its  govern- 
ing board,  and  that  a letter  be  sent  to  Mr.  Harlow  to 
that  effect. 

In  response  to  inquiries  to  county  medical  societies 
in  whose  areas  Group  Health  Insurance,  Inc. 
operates,  some  county  societies  had  given  approval. 
It  was  recommended  to  the  Council,  and  the  Council 
approved,  that  a communication  be  sent  to  those 
county  medical  societies  which  had  granted  ap- 
proval that  they  had  approved  a plan  which  does 
not  meet  the  requirements  of  the  State  Society 
“Standards  for  Approval.”  It  was  also  recom- 
mended to  the  Council  that  a copy  of  the  letter  to 
Mr.  Harlow  be  sent  to  each  county  medical  society 
which  has  granted  approval  to  Group  Health  In- 
surance, Inc. 

The  following  resolutions  of  the  1951  House  of 
Delegates  referred  to  the  subcommittee  were  con- 
sidered and  acted  upon: 

Section  188  concerned  the  refusal  of  certain  in- 
surance companies  to  pay  surgical  and  obstetric  fees 
to  policyholders  unless  the  surgeon  or  obstetrician 
stated  his  total  fee,  regardless  of  the  fact  that  the 
benefit  paid  was  a fixed  amount  and  not  dependent 
upon  the  fee.  The  resolution  stated  that  “the  State 
Society  take  appropriate  steps  to  limit  such  re- 
quired information  to  certification  of  the  per- 
formance of  services  and  that  the  fee  charged  was 
equal  to,  or  greater  than,  the  benefit  provided.”  Mr. 
Farrell  was  directed  to  make  inquiry  of  commercial 
companies  as  to  their  practices  in  this  matter  and  to 
obtain  legal  opinion. 

Commercial  companies  advised  that  it  was  the 
general  custom  to  have  fees  stated,  regardless  of  the 
fact  that  the  benefit  paid  is  a fixed  amount,  because 
often  a policyholder  does  not  know  what  the  allow- 
ance of  indemnity  is,  and  without  the  stated  fee, 
sound  actuarial  computation  of  premiums  which 
would  provide  for  the  schedule  of  allowances  com- 
mensurate with  the  usual  charges  for  specific  services 
was  practically  impossible.  It  was  the  opinion  of 
legal  counsel  that  no  breach  of  law  was  involved  in 
asking  for  this  information. 

Section  189  dealt  with  firms  and  labor  unions 
which  arrange  hospitalization  and  medical  expense 
insurance  for  employes  and  their  families  and  which 
require  that  claim  forms  be  submitted  through  them, 
thus  revealing  specific  diagnoses,  the  nature  of  which 
may  be  personal  and  a matter  of  embarrassment  if 
revealed  to  known  persons  and  fellow  workers.  The 
resolution  stated  that  “the  Society  initiate  steps  to 
require  insurance  claim  forms  to  conform  to  the 
statute  relating  to  privileged  information.” 

Counsel  was  consulted,  and  it  was  his  opinion  that 
this  privileged  information  revealing  specific  diag- 
nosis should  not  be  given  to  a firm  or  labor  union  un- 
less written  approval  is  given  by  the  patient. 

Section  190  concerned  a requirement  by  the  em- 
ployer that  employes  returning  to  work  after  illness 
or  injury  have  a statement  from  their  physician 
giving  the  exact  diagnosis,  the  nature  of  which  may 
be  personal  and  embarrassing  to  the  worker  if  re- 
vealed to  other  known  persons.  The  resolution 


stated  that  “the  Society  recommend  appropriate 
action,  including  initiation  of  legislation  if  required, 
to  limit  the  request  for  information  to  a certification 
of  bona  fide  illness  and  the  length  of  disability.” 

The  subcommittee  recommended  to  the  Council, 
and  the  Council  approved,  that  the  doctor’s  present 
code  of  ethics  in  relation  to  privileged  information 
should  in  his  good  judgment  be  adhered  to,  unless 
release  is  obtained  from  the  patient. 

The  subcommittee  recommends  that  the  advice 
of  counsel  be  followed  in  relation  to  Sections  188  and 
189,  as  outlined  herein. 

The  subcommittee  recommends,  through  its 
Council  Committee  on  Economics,  that  the  Medical 
Society  of  the  State  of  New  York  extend  its  approval 
for  another  year  to  the  following  Blue  Shield  Plans: 
United  Medical  Service,  Inc.,  New  York  City;  Gene- 
see Valley  Medical  Care,  Inc.,  Rochester;  Central 
New  York  Medical  Plan,  Inc.,  Syracuse;  Medical 
and  Surgical  Care,  Inc.,  Utica;  Western  New  York 
Medical  Plan,  Inc.,  Buffalo,  and  Northeastern  New 
York  Medical  Service,  Inc.,  Albany.  Also  that  ap- 
proval be  extended  to  Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown,  for  one  year.  This  last 
plan  was  incorporated  on  November  29,  1950,  and  is 
now  in  full  operation.  This  recommendation  is  made 
in  accordance  with  the  provision  in  the  “Standards 
for  Approval  of  Medical  Care  Insurance  Plans.” 

Your  subcommittee  is  pleased  to  report  that  the 
State  of  New  York  Insurance  Department  has  co- 
operated at  all  times  by  sending  a representative  to 
its  meetings  and  wishes  to  go  on  record  as  most 
appreciative  of  the  Department’s  interest  and 
guidance. 

Your  subcommittee  wishes  to  express  its  thanks  to 
the  officers  of  the  State  Society,  and  to  Dr.  Renato  J. 
Azzari,  chairman  of  the  Council  Committee  on 
Economics,  for  their  interest  and  attendance  at  meet- 
ings. 

Bureau  of  Medical  Care  Insurance. — The  Bureau 
of  Medical  Care  Insurance,  George  P.  Farrell, 
director,  reports  as  follows: 

The  activities  of  the  Bureau  are  under  the  direction 
of  the  Council  Committee  on  Economics  and  its 
Subcommittee  on  Medical  Expense  Insurance. 

Your  director  reports  that  he  has  carried  out  the 
recommendations  of  the  subcommittee  in  the 
matter  of  the  State-wide  contract.  As  previously 
reported,  a State-wide  plan  has  been  drafted,  ap- 
proved by  the  subcommittee,  and  presented  to 
component  county  medical  societies  for  considera- 
tion (see  report  of  the  Subcommittee  on  Medical 
Expense  Insurance).  Reaction  to  the  State-wide 
plan  from  the  county  level  has  been,  for  the  most 
part,  acceptance  in  principle.  Your  Bureau  has 
received  many  constructive  comments  and  sugges- 
tions and  believes  that  careful  analysis  of  this  ma- 
terial will  be  helpful  in  arriving  at  a State-wide  plan 
acceptable  to  all  parties  concerned.  As  pointed  out 
a State-wide  plan  is  not  intended  to  supersede  local 
plan  contracts  but  rather  to  provide  a means 
whereby  large  industrial  companies  operating 
throughout  the  State  may  enroll  their  employe 
groups.  Your  director  is  in  favor  of  an  educational 
program  to  bring  before  the  doctors  and  industry 
the  advantages  of  such  a plan. 

On  May  22,  1951,  your  director  was  invited  to 
speak  at  a meeting  of  the  Medical  Society  of  the 
County  of  Chemung,  at  Elmira,  in  regard  to  the 
proposed  uniform  State-wide  contract,  and  on 
October  8,  1951,  at  the  annual  meeting  of  the 
Medical  Society  of  the  County  of  Washington,  Hud- 
son Falls. 
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The  House  of  Delegates  approved  inclusion  of  a 
feature  in  the  State-wide  plan  which  would  provide 
payment  of  benefits  in  full,  according  to  a schedule 
of  allowances,  to  subscribers  in  low-income  groups. 
Agreement  has  not  been  reached  on  the  acceptance 
of  this  feature  by  all  county  areas  in  the  State. 

Your  director  reports  that  during  1951  two  plans 
made  changes  in  their  contract  benefits:  Central 
New  York  Medical  Plan,  Syracuse,  is  now  offering 
surgical  and  surgical,  in-hospital  medical  coverage  on 
a service  basis  for  subscribers  whose  annual  incomes 
are  within  $4,000,  and  an  indemnity  allowance  to 
those  members  whose  incomes  exceed  the  limitation. 
As  of  February  1,  1952,  Northeastern  New  York 
Medical  Service,  Albany,  increased  its  income  ceil- 
ings under  the  service  feature  from  $2,000  to  $3,500 
annually  for  an  individual,  $2,500  to  $4,000  for 
husband  and  wife,  and  $3,500  to  $4,500  for  a family 
group,  and  an  indemnity  allowance  to  those  mem- 
bers whose  incomes  exceed  the  limitations.  These 
plans  have  also  increased  the  schedule  of  allow- 
ances to  doctors  and  premium  rates  commensu- 
rate with  the  increased  benefits.  It  is  to  be  noted 
that  the  new  Syracuse  contract  embraces  many  of 
the  basic  provisions  recommended  by  the  sub- 
committee for  inclusion  in  the  State-wide  plan. 

Chautauqua  Region  Medical  Service,  Inc.,  James- 
town, offered  its  first  contracts  to  the  public  on 
December  15,  1951.  Your  director  wishes  every 
success  to  this  new  plan. 

The  annual  Blue  Cross-Blue  Shield  conference, 
which  your  director  attended,  was  held  in  Biloxi, 
Mississippi,  April  14  to  19,  1951. 

The  Blue  Shield  Commission  met  April  14  and  15. 
Discussion  was  devoted  to  the  formation  of  the  new 
National  Blue  Shield  Health  Plan,  Inc.,  an  organiza- 
tion whose  purpose  will  be  to  write  national  ac- 
counts. It  was  recommended  that  it  be  licensed  in 
as  many  states  as  possible  to  take  care  of  this  type 
of  business.  Your  director  wishes  to  state  that 
according  to  an  omnibus  bill  passed  by  Congress  in 
1948,  which  prohibited  among  other  things  the  use 
of  the  word  “national”  in  the  corporate  name  of  an 
insurance  company,  a special  meeting  of  the  share- 
holders of  N.B.S.S.,  Inc.  was  held  in  Los  Angeles  on 
December  3,  1951,  to  authorize  a change  in  the 
corporate  name.  The  certificate  of  amendment  has 
been  filed  with  the  secretary  of  state  and  the  super- 
intendent of  insurance  in  Ohio  and  has  been  ap- 
proved. The  new  name  is  “Medical  Indemnity  of 
America,  Inc.”  Frank  Smith,  director  of  Blue  Shield 
Medical  Care  Plans,  in  his  communication  on  this 
change,  states  that  “the  selection  of  the  new  name 
was  subject  to  many  limitations,  imposed  primarily 

by  the  insurance  department  in  Ohio In  all 

probability  the  corporation  and  its  offerings  to  the 
public  will  be  known  as  Blue  Shield  for  the  most  part, 
so  that  the  corporate  name  will  never  be  widely 
known  or  used.  All  references  to  the  national  in- 
surance company  will  be  made  under  the  new  name, 
“Medical  Indemnity  of  America,  Inc.” 

At  a discussion  meeting  on  the  composition  of 
Blue  Shield  governing  boards  April  16,  Dr.  Chas. 
Gordon  Heyd  presiding,  many  points  of  view  were 
expressed.  However,  it  is  your  director’s  opinion 
that  a board  should  consist  of  a majority  of  medical 
doctors,  because  it  is  the  board  which  establishes 
policies. 

Dr.  Robert  L.  Novy,  president  of  Michigan  Medi- 
cal Service,  presided  at  a conference  on  April  17. 
An  exceptionally  fine  paper  was  presented  by  Mr. 
Robert  A.  Crichton,  insurance  commissioner  of  the 
State  of  West  Virginia,  on  “Relations  Between  Blue 


Shield  Plans  and  State  Insurance  Departments.” 
Mr.  Crichton  felt  there  should  be  in  Blue  Shield 
plans  a reasonable  type  of  service  contract  for  low 
income  groups,  that  plans  should  expand  to  enroll 
direct  payment  subscribers  at  a slightly  increased 
premium  rate,  that  Blue  Shield  plans  must  be  pre- 
pared to  write  industry-wide  contracts  throughout 
the  nation,  and  that  individual  plans  and  their 
directors  must  have  a desire  to  accomplish  this  pur- 
pose. He  believed  strongly  that  Blue  Shield  plans, 
both  on  a local  and  national  level,  must  respect  the 
insurance  commissioner’s  supervision,  because  it  is 
their  duty  to  serve  the  public  and  not  any  particular 
group  of  people  at  the  cost  of  others.  Mr.  Crichton 
was  in  favor  of  liaison  committees  between  Blue 
Shield  and  the  National  Association  of  Insurance 
Commissioners  and  that  a close  relationship  must 
exist  between  medical  care  plans  and  local  insurance 
commissioners  for  the  better  understanding  of 
problems.  Your  director  stated  that  in  New  York 
State  the  Blue  Shield  plans  have  established  this 
close  relationship  through  the  Subcommittee  on 
Medical  Expense  Insurance. 

It  was  reported  at  the  conference  by  Frank  E. 
Smith,  director  of  Blue  Shield  Medical  Care  Plans, 
that  as  of  September  30,  1950,  there  were  72  member 
plans  of  which  nine  plans  provided,  without  ad- 
ditional cost  to  its  members,  full  benefits  regardless 
of  income.  Forty  plans  provided  to  its  members 
whose  incomes  were  within  certain  limitations,  with- 
out additional  cost,  the  benefits  provided  in  its  con- 
tracts and  an  indemnity  allowance  to  those  members 
whose  incomes  exceeded  the  limitation.  Twenty- 
three  plans  provided  an  indemnity  allowance  to  its 
members,  which  represented  28  per  cent  of  total 
enrollment  in  all  member  plans. 

On  April  18,  Dr.  O.  B.  Owens,  president  of  Louisi- 
ana Physicians  Service,  presided  over  a discussion 
program  on  special  medical  problems  as  they  affect 
Blue  Shield  plans — specifically,  radiation  therapy, 
anesthesiology,  fee  splitting,  services  of  the  general 
practitioner,  and  the  importance  of  clinical  path- 
ology. Dr.  Warren  W.  Furey,  a member  of  the 
liaison  committee  of  the  American  College  of 
Radiology,  was  of  the  opinion  that  radiation  therapy 
provided  through  a Blue  Shield  plan  should  not  be 
limited  to  specialists  alone  and  that  diagnostic 
radiology  should  be  limited  as  to  the  amount  offered 
in  the  contract,  because  it  could  become  very  ex- 
pensive. 

Dr.  Roland  J.  Whitacre,  chairman  of  the  liaison 
committee  of  the  American  Society  of  Anesthesiolo- 
gists, stated  they  had  not  adopted  any  standard  fee 
schedule  for  Blue  Shield  plans  on  a national  basis 
because  of  unsettled  intramural  problems. 

Dr.  Paul  R.  Hawley,  director  of  the  American 
College  of  Surgeons,  spoke  on  the  subject  of  fee 
splitting  from  the  surgeon’s  viewpoint  as  applied  to 
Blue  Shield  patients.  It  was  the  doctor’s  opinion 
that  some  formula  would  have  to  be  worked  out, 
which  would  be  satisfactory  to  both  the  surgeon  and 
referring  physician,  whereby  a surgeon  can  divide 
his  fee  ethically  with  an  assistant. 

Three  commissioners  at  large  were  elected:  Mr. 
Jay  C.  Ketchum,  Dr.  Chas.  Gordon  Heyd,  and  Dr. 
Paul  R.  Hawley. 

Your  director  attended  the  House  of  Delegates 
meeting  of  the  State  Society  in  Buffalo,  April  28 
through  May  3,  1951.  The  Bureau  had  an  exhibit 
showing  geographic  location  of  Blue  Shield  plans 
throughout  the  State,  graphs  on  membership,  and 
benefits  paid.  Informative  material  on  the  plans 
was  distributed. 
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On  the  invitation  of  Dr.  Robert  R.  Hannon,  your 
director  conferred  with  Senator  George  R.  Metcalf 
and  Dr.  Hannon  on  the  possibility  of  offering  the 
benefits  of  medical  care  insurance  to  more  people  in 
New  York  State.  On  May  9,  Dr.  Hilleboe  met  with 
the  same  group  in  Albany  to  discuss  the  possibility  of 
a study  being  made  at  the  State  level  to  determine 
the  number  of  people  not  afforded  the  benefits  of 
medical  care  insurance  protection.  As  a result  of 
these  conferences,  your  president,  Dr.  J.  Stanley 
Kenney,  appointed  a special  committee  to  meet  with 
Senator  Metcalf  on  these  problems.  Your  director 
was  appointed  a member  of  this  special  committee 
and  met  with  the  group  on  November  29,  1951,  and 
January  31,  1952,  to  discuss  the  advisability  of  a 
survey  of  the  enrollment  in  voluntary  hospital  and 
medical  care  plans  of  people  who  are  ineligible  under 
the  Blue  Cross  and  Blue  Shield  enrollment  regula- 
tions. 

Your  director  has  attended  several  meetings  of  a 
special  committee  appointed  by  Dr.  Carlton  E. 
Wertz,  president  of  Western  New  York  Medical 
Plan,  to  discuss  revisions  in  the  contracts  of  the 
Western  New  York  Medical  Plan,  Buffalo. 

On  August  8,  1951,  at  the  request  of  Dr.  Wertz, 
your  director  was  present  at  a meeting  in  Phila- 
delphia, Pennsylvania,  called  by  Mr.  E.  A.  van 
Steenwyk,  executive  director  of  Associated  Hospital 
Service  of  Philadelphia,  in  regard  to  the  agreement 
entered  into  by  the  Medical  Service  Association  of 
Pennsylvania  and  the  insurance  board  of  a social  in- 
surance plan  of  Bethlehem  Steel  Corporation  and  its 
subsidiary  companies.  Representatives  were  pres- 
ent from  the  various  areas  in  the  United  States 
where  Bethlehem  Steel  has  employes. 

The  Medical  Service  Association  of  Pennsylvania 
had  entered  into  an  agreement  with  the  insurance 
board  of  a social  insurance  plan  of  the  Bethlehem 
Steel  Corporation  to  provide  benefits  to  employes  of 
the  Bethlehem  Steel  Corporation  throughout  its 
operating  area.  A brochure  was  presented  outlin- 
ing the  agreement,  rates,  and  benefits. 

In  New  York  State  there  are  approximately  50,000 
Bethlehem  Steel  members  to  be  covered  under  this 
agreement.  The  premiums  are  to  be  billed  by  the 
Lehigh  Valley  Blue  Cross  Plan.  A composite  rate 
was  submitted  for  this  coverage  in  the  Buffalo  area 
of  $1,495  per  month,  and  in  the  New  York  City  area 
of  $1,493  per  month.  The  employes  of  Bethlehem 
Steel  residing  in  the  State  of  Pennsylvania  would  re- 
ceive, without  additional  cost,  the  benefits  provided 
in  the  contract  of  the  Medical  Service  Association  of 
Pennsylvania,  whose  incomes  were  within  certain 
limitations,  and  an  indemnity  allowance  to  those 
members  whose  incomes  exceeded  the  limitation. 
Indemnity  benefits  were  to  apply  to  members  re- 
siding outside  of  the  State  of  Pennsylvania  and  the 
contract  was  to  become  effective  as  of  September  1, 
1951. 

It  was  the  feeling  of  your  director  that  the  com- 
posite rate  established  by  the  Medical  Service  Asso- 
ciation of  Pennsylvania  was  not  sufficient  to  provide 
for  the  indemnities  outlined  in  its  schedule.  It  was 
pointed  out  to  Mr.  van  Steenwyk  that  no  Blue 
Shield  plan  in  New  York  State  could  enter  into  a 
contract  to  provide  these  benefits  until  the  entire 
program  was  submitted  to  the  State  of  New  York 
Insurance  Department.  There  are  provisions  re- 
quired under  the  statute  in  New  York  State  which 
did  not  appear  to  have  been  taken  into  calculation 
in  the  composite  rate  set  up  by  the  Medical  Service 
Association  of  Pennsylvania,  namely,  statutory  re- 
serve (4  per  cent  of  earned  premium  income)  and 
reserves  for  deferred  maternity  benefits. 


Your  director  understands  that  in  the  event  local 
Blue  Shield  plans  have  not  agreed  to  enter  into  this 
contract  to  provide  benefits  as  proposed  by  the 
Medical  Service  Association  of  Pennsylvania  that 
the  Medical  Service  Association  of  Pennsylvania 
will  have  to  provide  this  coverage  until  such  time  as 
the  local  Blue  Shield  plans  agree  to  enter  into  the 
contract.  Under  this  agreement  benefits  would  be 
extended  to  approximately  200,000  members  na- 
tionally, involving  a premium  income  of  $2,300,000 
annually. 

On  authorization  of  the  Subcommittee  on  Medical 
Expense  Insurance,  your  director  attended  a special 
meeting  of  Blue  Shield  Medical  Care  Plans  in  Chi- 
cago on  October  28,  1951.  The  meeting  was  called 
by  the  president  of  Blue  Shield  Medical  Care  Plans 
for  the  purpose  of  discussing  the  recent  action  taken 
by  the  Pittsburgh  and  Philadelphia  Blue  Cross 
Plans  in  negotiating  a syndicate  arrangement  with 
Bethlehem  and  U.S.  Steel  groups  to  provide  medical 
care  insurance  protection  for  their  employes  through- 
out the  country.  After  considerable  discussion  by 
the  Plan  representatives  present,  it  became  quite 
apparent  to  your  director  that  there  was  not  a com- 
plete understanding  between  Blue  Shield  and  the 
originators  of  the  syndicate  program. 

Discussion  at  length  was  given  to  the  reasons  why 
the  national  insurance  company  organized  by  Blue 
Shield  member  plans  could  not  have  written  the 
benefits  requested  by  the  U.S.  and  Bethlehem  Steel 
employes,  which  were  in  excess  of  those  offered  by 
local  plans  in  some  areas  where  either  or  both 
Bethlehem  and  U.S.  Steel  employes  resided.  It 
was  pointed  out  that  the  national  insurance  com- 
pany, at  the  time  this  coverage  went  into  effect 
(August  1 and  September  1,  1951),  was  not  licensed 
in  all  the  states  where  U.S.  and  Bethlehem  Steel 
employes  resided.  It  was  also  brought  out  that  in 
the  states  of  New  Jersey  and  Massachusetts,  their 
respective  plans  offered  to  the  steel  groups  their 
established  contracts,  the  benefits  of  which  exceeded 
the  benefits  requested  by  U.S.  and  Bethlehem  Steel 
employes. 

It  was  pointed  out  that  local  plans  should  cover 
the  employes  of  U.S.  and  Bethlehem  Steel  within 
their  own  areas.  However,  in  New  York  State,  if 
plans  are  requested  to  offer  benefits  in  excess  of  local 
coverage,  the  State  of  New  York  Insurance  Depart- 
ment must  approve  the  rates  and  coverage.  It  was 
the  consensus  of  opinion  that  when  syndicates  are 
contemplated,  local  Blue  Shield  Plans  should  be  con- 
sulted. 

It  was  also  pointed  out  that  on  large  national  ac- 
counts, particularly  where  union  welfare  funds  are 
used  to  pay  for  these  benefits,  it  becomes  necessary 
to  negotiate  at  the  top  level  where  the  executive 
officers  of  both  the  union  and  the  company  are 
located.  However,  this  does  not  preclude  a sub- 
sidiary corporation  or  union  from  negotiating  for 
additional  benefits  with  the  local  plan.  In  that  event 
it  would  be  necessary  for  the  local  subsidiary  to 
make  payroll  deductions  for  the  amount  in  excess  of 
a composite  rate  arrived  at  for  each  employe. 

The  following  representatives  of  member  Blue 
Shield  Plans  in  New  York  State  were  present:  Dr. 
Carlton  E.  Wertz,  president,  Western  New  York 
Medical  Plan,  Buffalo;  Dr.  Ellis  B.  Sobel,  president, 
Genesee  Valley  Medical  Care,  Inc.,  Rochester,  and 
Dr.  Frederic  E.  Elliott  and  Mr.  John  F.  McCormack 
of  United  Medical  Service,  New  York  City. 

On  November  23,  1951,  your  director  met  with 
Mr.  Charles  C.  Dubar,  chief  actuary  of  the  State  of 
New  York  Insurance  Department,  and  representa- 
tives of  the  Medical  Service  Association  of  Pennsyl- 
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vania  at  Albany  to  discuss  rates  applicable  to  the 
Bethlehem  Steel  Corporation  employes’  contract  for 
medical  coverage. 

Your  director  attended  the  American  Medical 
Association  convention  in  Atlantic  City,  June  10  to 
16,  and  was  present  at  the  House  of  Delegates  meet- 
ing and  the  meeting  of  the  Blue  Shield  Commission 
and  appeared  before  reference  committees  dealing 
with  medical  care  insurance. 

Your  director  was  present  at  the  nine  district 
branch  meetings  of  the  Medical  Society  of  the  State 
of  New  York  and  at  most  of  these  meetings  dis- 
played material  on  the  progress  of  New  York  State 
Blue  Shield  plans.  Through  the  courtesy  of  the 
branch  presidents,  your  director  was  granted  time  on 
the  programs  to  give  a brief  outline  of  the  material 
on  display  and  to  present  an  up-to-date  progress  re- 
port, as  well  as  to  acquaint  those  present  with  the 
functions  of  the  Subcommittee  on  Medical  Expense 
Insurance. 

Your  director  has  participated  in  meetings  of  the 
Subcommittee  on  Medical  Expense  Insurance  and 
on  invitation  of  the  president  of  Genesee  Valley 
Medical  Care  Plan,  Rochester,  attended  a meeting 
of  its  board  of  directors.  Also,  on  invitation,  he  at- 
tended a legislation  meeting,  a meeting  of  the  voting 
members  of  United  Medical  Service.  Dr.  Walter 
Cane,  chairman  of  the  medical  economics  committee 
of  the  Nassau  County  Medical  Society,  invited  your 
director  to  confer  with  a group  of  employes  of  the 
Sperry  Gyroscope  Company  in  Mineola  on  the  merits 
of  coverage  offered  by  United  Medical  Service. 
Your  director  attended  the  annual  meeting  of  the 
secretaries  of  the  component  county  medical  socie- 
ties of  the  Medical  Society  of  the  State  of  New  York 
in  Albany. 

Your  director  again  addressed  the  senior  medical 
students  of  the  Syracuse  University  College  of  Medi- 
cine on  “The  Economics  of  Medicine.” 

On  October  15,  1951,  your  director  spoke  at  the 
fifth  annual  conference  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York,  held 
at  the  Hotel  Thayer,  West  Point.  He  emphasized 
the  value  of  the  cooperative  effort  which  has  been 
given  by  the  Woman’s  Auxiliary  in  promoting  volun- 
tary medical  care  plans  within  the  State.  It  was 
brought  out  in  the  discussion  following  that  through 
their  liaison  member  of  the  Subcommittee  on  Medi- 
cal Expense  Insurance,  Mrs.  Harry  F.  Pohlmann, 
there  was  much  to  be  done  in  the  continued  promo- 
tion of  Blue  Shield  plans,  in  view  of  the  changes 
which  have  occurred  in  local  plan  coverage  during 
the  past  year.  Some  plans  have  changed  from  an 
indemnity  to  a service  type  contract  and  others  have 
increased  income  ceilings,  thereby  covering  more 
people  in  the  lower  income  levels  eligible  for  service 
benefits. 

Progress  of  the  Blue  Shield  plans  in  New  York 
State  showed  that  at  December  31,  1951,  total  mem- 
bership (subscribers  and  dependents)  was  3,381,781, 
an  increase  of  685,917,  or  25.44  per  cent  over  the 
previous  year. 

The  following  is  a statement  of  membership  in 
Blue  Shield  medical  care  plans  and  Blue  Cross  hos- 
pital plans,  showing  comparative  increases  for  1951: 


/ Memt 

>ership v 

' Incr 

ease * 

Location 

Medical 

Hospital 

Medical 

Hospital 

New  York 

2,469,063 

4,923,453 

520,148 

440,842 

Buffalo 

353,115 

615,077 

16,132 

16,270 

Rochester 

225,059 

402,354 

95 , 544 

14,644 

Utica 

153,183 

184,230 

14,811 

8,805 

Albany 

131,853 

293,092 

30,657 

8,900 

Syracuse 

49,508 

348,352 

8,625 

20,184 

Total 

3,381,781 

6,766,558 

685,917 

509,645 

The  Blue  Shield  medical  care  plans  had  an  earned 
premium  income  during  1951  of  $27,370,775,  as 
compared  to  $18,587,080  in  1950,  an  increase  of 
$8,783,695. 

Incurred  claims  during  1951  amounted  to  $20,- 
664,268,  as  compared  to  $13,886,830  during  1950,  an 
increase  of  $6,777,438. 

The  Bureau  has  prepared  quarterly  progress  re- 
ports on  the  New  York  State  Blue  Shield  plans, 
covering  membership,  earned  premium  income,  in- 
curred claim  and  administrative  expenses,  reserves 
and  surplus,  for  distribution  to  county  medical 
societies,  plan  directors  and  presidents,  the  Council, 
National  Blue  Shield  office  in  Chicago,  State  of  New 
York  Insurance  Department,  and  others  who  are 
interested  in  these  statistics.  Pertinent  information 
from  these  reports  was  published  in  the  New  York 
State  Journal  of  Medicine.  During  1952  the 
progress  of  Chautauqua  Region  Medical  Service 
will  be  included  in  these  reports. 

The  Bureau  also  compiled  the  Fifth  Annual  Prog- 
gress  Report  for  1950,  giving  a detailed  analysis  of 
each  plan  in  regard  to  membership,  incurred  claims, 
claim  incidence,  operating  expenses,  premium  rates, 
reserves,  cancellation  studies,  distribution  of  earned 
premium  income,  etc.,  for  the  information  of  the 
House  of  Delegates  and  members  of  the  Medical 
Society  of  the  State  of  New  York.  The  Sixth  An- 
nual Progress  Report  for  1951  will  be  available  for 
the  House  and  members  of  the  Society  at  the  An- 
nual Meeting. 

These  quarterly  and  annual  progress  reports  are  of 
great  value,  because  they  indicate  the  experience  of 
each  plan,  and  it  is  recommended  that  they  be  re- 
viewed carefully  by  the  secretary  of  each  county 
medical  society  for  the  information  of  members. 
The  Bureau  would  welcome  any  requests  for  more 
detailed  information  which  in  many  instances  may 
not  be  practical  to  include  in  the  annual  progress  re- 
port. 

Your  director  wishes  to  thank  Dr.  Renato  J. 
Azzari,  chairman  of  the  Council  Committee  on 
Economics,  Dr.  Wertz,  chairman,  and  members  of 
the  Subcommittee  on  Medical  Expense  Insurance  for 
their  continued  cooperation  and  support. 

Special  Committee  to  Confer  with  Senator  George 
R.  Metcalf. — The  Special  Committee  to  Confer 
with  Senator  George  R.  Metcalf  is  composed  of  the 
following  members: 

Carlton  E.  Wertz,  M.D.,  Chairman Buffalo 


Charles  S.  Lakeman,  M.D Rochester 

Fred  M.  Miller,  Jr.,  M.D Utica 

George  P.  Farrell,  Adviser New  York  City 


The  special  committee  has  held  two  meetings, 
November  29,  1951,  and  January  31,  1952,  in  Syra- 
cuse and  Rochester,  respectively. 

At  the  November  29  meeting,  Dr.  Carlton  E. 
Wertz  presided.  Drs.  Charles  S.  Lakeman,  Fred 
M.  Miller,  Jr.,  and  W.  P.  Anderton,  ex-officio,  and 
Mr.  George  P.  Farrell  were  present. 

Senator  Metcalf  expressed  his  interest  in  the  eco- 
nomic aspect  of  medicine  and  spoke  in  opposition  to 
any  socialized  program.  The  Senator  expressed  his 
interest  in  making  available  to  small  groups  of 
employes,  through  payroll  deduction,  voluntary 
hospital  and  medical  care  coverage.  He  is  also 
interested  in  a study  to  be  made  to  determine  the 
number  of  people  covered  in  the  voluntary  insurance 
plans  and  the  number  who  are  not  eligible  for  cover- 
age, such  as  those  who  are  dependent  upon  the 
Federal,  State,  or  county  governments.  Through 
the  cooperation  of  the  State  Medical  Society  and 


908 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


other  interested  groups,  he  felt  it  could  be  deter- 
mined if  a survey  would  be  feasible  and  warrant 
appropriation  of  funds  by  the  Legislature  to  con- 
duct such  a survey. 

At  the  January  31,  1952,  meeting,  Dr.  Carlton 
E.  Wertz  presided,  and  the  full  committee  was 
present  with  Dr.  W.  P.  Anderton,  ex-officio. 

Information  was  presented  by  the  committee  in 
regard  to  the  number  of  people  now  covered  by 
voluntary  hospital  and  medical  care  insurance. 

It  was  agreed  that  a resolution  be  prepared  for 
presentation  to  the  Council  at  its  February  14,  1952, 
meeting. 

On  February  5,  Dr.  Harold  Smith,  executive 
officer  of  the  Medical  Society  of  the  State  of  New 
York,  and  Mr.  George  P.  Farrell,  at  the  direction  of 
the  committee,  met  with  Senator  Metcalf  to  assist  in 
drafting  a proposed  resolution  whereby  a commission 
would  be  appointed  by  the  Assembly  to  make  a 
comprehensive  study  of  the  number  of  people  not 
covered  by  any  voluntary  plan  of  insurance.  - 

Dr.  Carlton  E.  Wertz  presented  the  resolution  to 
the  Council,  and  it  was  referred  to  the  Committee  on 
Economics  for  further  study. 

PART  VIII 

War  Memorial 

The  War  Memorial  Committee  of  the  Council  and 
Board  of  Trustees  consists  of  the  following  mem- 
bers: 

Fenwick  Beekman,  M.D.,  Chairman 

New  York  City 


Edward  R.  Cunniffe,  M.D Bronx 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

Edward  T.  Wentworth,  M.D Rochester 


With  this  report,  the  War  Memorial  Committee  is 
ending  the  fourth  year  of  administration  of  one  of  the 
very  important  charges  of  the  House  of  Delegates — 
the  War  Memorial  Fund — established  by  the  1948 
House  of  Delegates  as  a memorial  to  the  members  of 
the  Society  who  were  killed  or  who  died  as  a result  of 
wounds  or  sickness  contracted  in  the  line  of  duty  dur- 
ing World  War  II. 

The  total  amount  of  assessments  received  through 
December  31,  1951,  was  $242,980.  The  total  pay- 
ments to  beneficiaries  to  date  amounts  to  $17,700, 
$5,900  of  which  was  disbursed  in  1951. 

The  major  portion  of  the  surplus  of  the  War  Me- 
morial Fund  is  in  government  bonds.  As  of  the 
close  of  the  fiscal  year,  these  investments  amounted 
to  $215,939  and  produced  an  income  of  $5,231. 
As  a result  of  our  1951  transactions,  the  surplus  of 
the  fund  decreased  $201,  from  $237,877  to  $237,676. 
Our  income  from  investments  is  almost  equal  to  the 
disbursements  to  beneficiaries,  being  $669  less  than 
the  amount  paid  out  for  this  item. 

During  the  1950-1951  academic  year,  ten  stu- 
dents received  benefits  from  the  fund.  In  August, 
1951,  the  War  Memorial  Committee,  after  a careful 
study  of  data,  ruled  that  Franklin  D.  R.  Wald,  son 
of  the  late  Dr.  Oscar  Wald,  U.S.  Navy,  is  entitled 
to  benefits.  He  is  a second-year  student  at  Columbia 
University,  taking  a premedical  course.  Edith 
Evelyn  Lyons,  sister  of  one  of  our  current  beneficiar- 
ies, entered  Cornell  University,  College  of  Architec- 
ture, in  September,  1951.  Judith  Silberstein, 
daughter  of  the  late  Dr.  Henry  A.  Silberstein,  U.S. 
Army,  entered  Syracuse  University  in  September, 
1951.  Payments  have  been  initiated  for  these  three 
new  beneficiaries. 


One  of  last  year’s  students,  Fay  M.  Stevens,  has 
not  returned  to  college  for  the  1951-1952  year.  She 
had  received  benefits  for  the  two  previous  years. 

There  are  12  students  currently  receiving  educa- 
tional benefits.  It  is  estimated  that  two  children 
may  become  eligible  for  benefits  in  the  fall  of  1952. 

Certificates  of  eligibility  for  benefits,  under  the 
terms  of  the  War  Memorial  Fund,  have  been  sent  to 
all  present  and  potential  beneficiaries.  In  the  future, 
as  students  become  eligible  to  receive  benefits  from 
the  fund,  it  is  proposed  that  these  certificates  will  be 
presented  at  the  office  of  the  State  Society  to  estab- 
lish the  identity  of  the  recipient. 

There  is  in  process  a survey  to  prove  the  adequacy 
of  capital  to  meet  the  expected  future  demands.  If 
this  is  completed  prior  to  the  meeting  of  the  House  of 
Delegates,  it  will  be  presented  as  a supplementary 
report.  An  itemized  report  of  the  financial  status  of 
the  War  Memorial  Fund  is  included  in  the  report  of 
the  treasurer. 

The  following  statistical  information  is  of  inter- 
est: 


Number  of  Families  on  Record  35 

Number  of  Children  on  Record  65 

Range  of  Children  in  One  Family  1 to  5 

Number  of  Children 

in  Family  Number  of  Families 

1 15 

2 13 

3 5 

4 1 

5 1 

Number  of 

Type  of  Courses  Students 

Medical  college  3 

Premedical  2 

Liberal  arts  3 

Architecture  1 

Advertising  1 

Military  school  1 

Preparatory  (secondary)  1 

The  letters  of  appreciation  that  come  from  the 


mothers  of  the  beneficiaries  are  a real  indication  of 
the  inestimable  value  of  this  living  memorial  to  our 
departed  members. 

Your  committee  feels  that  the  work  of  the  War 
Memorial  Fund  is  being  carried  out  very  satisfac- 
torily, from  both  the  scholastic  and  financial  view- 
points. 

PART  IX 

Legislation 

The  Council  Committee  on  Legislation  consists  of 


the  following: 

Joseph  A.  Geis,  M.D.,  Chairman Albany 

Elton  R.  Dickson,  M.D Binghamton 

Kenneth  T.  Rowe,  M.D Homed 

Aaron  Kottler,  M.D Brooklyn 

James  A.  Lynch,  M.D Bronx' 

George  J.  Lawrence,  M.D Flushing 

Douglas  Quick,  M.D New  York  City 

Maxwell  Gosse,  M.D Poughkeepsie 

John  L.  Edwards,  M.D Hudson 

Thomas  O.  Gamble,  M.D Albany 

Horace  Ayers,  M.D New  York  City 

John  M.  Galbraith,  M.D Glen  Cove 

Paul  Clark,  M.D Syracuse 

John  C.  Brady,  M.D Buffalo 


Harold  B.  Smith,  M.D.,  Executive  Officer.  .Albany 
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The  Subcommittee  on  Cults  consists  of  the  follow- 
ing: 

John  R.  Williams,  Jr.,  M.D.,  Chairman . Rochester 


Gilbert  M.  Palen,  M.D Margaretville 

Morris  Weintrob,  M.D . .Brooklyn 


Only  a preliminary  report  can  be  submitted  at 
this  time  during  the  fourth  week  of  the  legislative 
session.  A supplementary  report  will  be  presented 
after  the  adjournment  of  the  Legislature  and  after 
the  thirty-day  period. 

There  have  been  numerous  contacts  by  your 
chairman  and  other  members  of  the  committee  with 
other  organizations  on  matters  pertaining  to  legis- 
lation. Among  these  were  the  Bar  Association,  De- 
partment of  Health,  and  Department  of  Education 
of  New  York  City, the  New  York  State  Association 
of  School  Physicians,  the  New  York  Nurses  Asso- 
ciation, the  New  York  State  Dental  Society,  and 
the  Committee  on  Problems  of  Alcoholism. 

Although  there  have  been  a large  number  of  bills 
introduced  so  far  this  session,  there  has  been  little 
action  on  bills  in  which  we  are  interested. 

We  will  carry  out  the  mandate  of  the  House  by 
introducing  a bill  similar  to  the  1951  Senate  In- 
troductory 2321  (Hughes)  permitting  free  choice  of 
plan  in  prepaid  medical  insurance  plans,  where 
employer  pays  part  of  cost. 

We  also  have  decided  to  sponsor  a bill  similar  to 
the  Pankin  Bill  of  1951,  Senate  Introductory  2116, 
giving  free  choice  of  physician  to  municipal  and 
other  employes  insured  under  nonprofit  medical  care 
insurance. 

On  recommendation  of  this  committee,  the  Coun- 
cil voted  to  take  no  action  on  the  Friedman  Bill, 
1949  Senate  Introductory  2402,  until  after  the 
printed  reports  of  the  American  Medical  Associa- 
tion’s Hess  Committee  and  also  the  report  of  our 
Committee  on  Hospital  and  Professional  Relations 
have  been  studied. 

The  committee  is  backing  a bill  similar  to  Senate 
Introductory  1108,  Assembly  Introductory  1477 
(McCaffery)  regarding  malpractice  liability  of  in- 
terns and  residents.  After  considerable  study  and 
discussion,  we  decided  not  to  sponsor  introduction 
of  the  bill  but  to  back  it  when  introduced  by  the 
Hospital  Association. 

After  considerable  discussion  it  was  decided  that 
it  would  be  very  unwise  to  introduce  an  injunction 
bill  this  year. 

At  the  present  time  this  committee  has  taken  no 
action  on  any  bill  relating  to  the  practice  of  psychia- 
try. After  considerable  discussion,  it  was  decided 
to  take  no  action  until  the  bill  is  introduced  and 
studied. 

After  prolonged  discussion,  it  was  decided  to  take 
no  action  on  a bill  defining  roentgenology  as  practice 
of  medicine.  Your  committee  has  every  reason  to 
believe  that  this  cannot  be  passed  without  a “grand- 
father clause,”  which  roentgenologists  oppose.  This 
bill  could  have  been  passed  ten  years  ago  with  such 
a clause,  and  like  the  results  of  the  dental  bill  of 
years  ago,  the  commercial  laboratories  would  gradu- 
ally go  out  of  business. 

Your  committee  is  supporting  a bill  to  be  intro- 
duced by  Westchester  police  regarding  the  percent- 
age of  alcohol  in  blood  as  a legal  definition  of  drunk- 
enness. 

We  cannot  end  a report  of  this  year  without  ex- 
pressing our  deep  regret  at  the  loss  of  Dr.  Robert 
R.  Hannon,  who  has  been  our  executive  officer  for 
the  past  seven  years.  The  work  this  year  has  been 
especially  arduous  with  a new,  untried,  but  willing 
executive  officer  and  also  a new  committee  chairman. 


It  is  with  a feeling  of  intense  gratitude  to  the  mem- 
bers of  the  committee,  to  Dr.  Robert  R.  Hannon, 
and  Dr.  Harold  B.  Smith  that  this  report  is  sub- 
mitted. 


PART  X 

Workmen’s  Compensation 

Following  is  the  annual  report  of  the  Council  Com- 
mittee on  Workmen’s  Compensation  for  the  past 
year.  The  committee  consists  of  the  following 
members : 

John  J.  H.  Keating,  M.D.,  Chairman 


New  York  City 

Joseph  P.  Henry,  M.D Rochester 

James  Greenough,  M.D Oneonta 

John  H.  Garlock,  M.D New  York  City 

Joseph  A.  Manzella,  M.D Brooklyn 

Walter  S.  Bennett,  M.D Granville 

Dwight  V.  Needham,  M.D Syracuse 

Charles  D.  Squires,  M.D Binghamton 

Theodore  R.  Proper,  M.D Newburgh 

Guy  S.  Philbrick,  M.D Niagara  Falls 

Stanley  E.  Alderson,  M.D Albany 

Arthur  E.  Corwith,  M.D Bridgehampton 


David  J.  Kaliski,  M.D.,  Director . New  York  City 
The  committee  has  had  no  formal  meetings  during 
the  year,  but  we  have  been  in  close  touch  by  tele- 
phone and  by  mail.  A formal  meeting  is  being 
arranged  in  advance  of  the  meeting  of  the  House  of 
Delegates.  The  committee  members  have  been  in 
touch  with  local  compensation  committee  chairmen 
in  their  districts  and  have  reported  to  the  Bureau 
the  matters  with  which  they  are  concerned.  These 
relate  to  the  adequacy  and  comprehensiveness  of  the 
fee  schedule  (the  Bureau  has  prepared  a chronologic 
list  of  official  actions  since  1941  re  the  fee  schedule), 
hearings  before  referees,  delay  on  the  part  of  cer- 
tain insurance  carriers  in  authorizing  special  medical 
procedures  resulting  in  prolongation  of  disability, 
failure  of  certain  insurance  carriers  promptly  to 
inform  treating  physicians  of  a controversy  over 
accident,  notice,  or  causal  relationship,  complaints 
against  the  Medical  Practice  Committee,  difficulty 
in  obtaining  C-104,  C-4,  and  C-14  report  forms,  free 
choice  of  physician  in  Federal  workmen’s  compensa- 
tion cases,  methods  of  determining  by  the  treating 
physician  of  the  degree  or  percentage  of  disability, 
and  the  simplification  of  report  forms — all  these  indi- 
cate the  diversity  of  interest  and  scope  of  our  work. 
Many  of  the  above  items  are  discussed  at  greater 
length  in  the  body  of  the  report.  Others  will  be 
referred  to  the  reference  committee  on  this  report. 

A meeting  of  the  joint  council  of  the  Medical 
Society,  insurance  carriers,  and  self-insurers  will  be 
held  shortly  to  consider  all  the  above  matters  involv- 
ing our  relationship  with  employers  and  insurance 
carriers.  Incidentally,  to  indicate  our  cordial  rela- 
tionship with  the  insurance  carriers  we  quote  from  a 
letter  from  Mr.  Henry  Sayer,  manager  of  the  Com- 
pensation Insurance  Rating  Board. 

I want  to  express  to  you  my  appreciation  of  the  effort 
and  the  work  accomplished  by  you  and  your  committee  in 
cooperating  with  all  parties  concerned  in  the  administra- 
tion of  the  Workmen’s  Compensation  Law.  My  knowledge 
of  your  efforts,  of  course,  is  chiefly  concerned  with  your 
contacts  with  the  insurance  industry. 

I can  go  back,  in  my  own  recollections,  to  the  time  when 
cooperation  on  anything  like  an  organized  scale  between 
the  medical  profession  and  the  insurance  carriers  was 
virtually  nonexistent,  and,  because  of  that  lack  of  close 
contact,  there  was  misunderstanding  in  many  cases  and 
not  much  recognition  by  either  of  the  rights  and  objectives 
of  the  other.  Such  lack  of  understanding  is  bound  to  dis- 
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appear  when,  through  meetings,  discussions,  and  clearing 
of  disputes  in  individual  cases,  allowing  of  the  establish- 
ment of  standards  and  accepted  criteria  we  come  to  know 
each  other  better  and  to  recognize  what  we  all  must  do  to 
make  this  great  humanitarian  law  operate  in  the  public 
interest. 

There  will  always  be  disputed  cases,  I suppose,  but  the 
ground  for  such  disputes  is  always  being  greatly  narrowed. 
Much  has  been  done  in  the  matter  of  improving  prompt- 
ness and  completeness  of  reporting,  but  continuing  effort 
in  this  field  is  desirable.  Much  remains  to  be  accomplished 
in  the  highly  important  field  of  rehabilitation.  The  State 
Society  is  to  be  commended  for  its  forward  outlook  in  this 
field.  I am  confident  that  the  mutual  discussions  between 
our  groups  and  the  efforts  which  we  are  both  making  in 
this  respect  will  be  productive  of  very  beneficial  results. 

I congratulate  you,  your  committee,  and  the  officers  of 
the  Society  upon  your  accomplishments. 

Sincerely  yours, 
Henry  D.  Sayer 

The  routine  activities  of  the  Bureau  have  con- 
tinued apace  during  the  year  despite  the  serious 
illness  of  the  director  during  the  early  part  of  the 
year.  The  Bureau  has  been  of  assistance  to  physi- 
cians in  many  phases  of  their  workmen’s  compensa- 
tion activities.  We  have  been  in  constant  touch 
with  the  chairmen  of  workmen’s  compensation  com- 
mittees throughout  the  State  on  numerous  occasions 
and  have  answered  many  questions  and  resolved 
problems  relating  to  workmen’s  compensation. 

Our  Bureau  receives  formal  objections  to  medical 
bills  from  insurance  carriers  and  assists  in  the  settle- 
ment of  many  such  bills  annually,  we  hope  to  the 
satisfaction  of  all  parties  concerned.  With  the 
work  carried  out  bv  the  large  county  medical 
societies  who  have  employed  secretarial  help,  we 
have  reduced  to  a minimum  the  number  of  dis- 
puted medical  bills  requiring  formal  arbitration  out- 
side the  area  covered  by  the  medical  practice  com- 
mittee in  the  four  New  York  counties.  We  shall 
take  up  with  the  insurance  carriers  organization  the 
practice  of  a certain  few  insurance  companies  who 
object  almost  routinely  to  medical  bills,  especially 
in  the  New  York  area,  with  the  hope  of  having  the 
doctors  reduce  their  bills. 

During  the  year  only  58  medical  bills  were  arbi- 
trated in  conjunction  with  the  Compensation  Insur- 
ance Rating  Board  in  various  parts  of  the  State. 
The  amount  in  dispute  totalled  $12,574.75,  of  which 
$6,193.45  or  49.3  per  cent  was  awarded.  In  32 
cases  awards  were  rendered  for  reduced  amounts,  in 
16  no  additional  awards  were  made,  and  in  10  the  full 
amount  asked  for  was  awarded.  A similar  number 
of  bills  filed  for  arbitration  were  withdrawn  because 
of  settlement  either  before  or  at  the  time  of  arbitra- 
tion. 

Since  1937  we  have  arbitrated  5,963  bills  involving 
disputed  amounts  totaling  $611,169.21.  Total 
awards  of  56.2  per  cent  were  made.  When  one 
considers  that  about  thirty  million  dollars  a year  are 
paid  to  physicians  and  more  than  800,000  new  cases 
arise  annually,  the  number  of  disputed  bills  is  really 
small.  We  wish  to  acknowledge  the  wholehearted 
cooperation  of  Mr.  Irving  Sofferman,  assistant  man- 
ager of  the  Compensation  Insurance  Rating  Board, 
who  has  had  charge  of  arbitration  since  1937  for  the 
Rating  Board.  Mr.  Sofferman  has  manifested  a 
spirit  of  fairness  and  objectivity  throughout.  He 
has  been  a real  friend  to  the  medical  profession  while 
at  the  same  time  loyal  to  the  interests  he  represents. 
We  cannot  too  highly  commend  him  for  his  many 
years  of  good  will  in  this  field  and  his  cooperation 
with  our  Bureau  on  numerous  occasions.  We  must 
also  record  our  appreciation  of  the  cooperation  of 
Mr.  Henry  Sayer,  manager  of  the  Compensation 
Insurance  Rating  Board,  whose  encyclopedic  knowl- 
edge of  all  phases  of  workmen’s  compensation  and 
administration  has  always  been  at  our  command. 


We  are  pleased  to  acknowledge  the  cooperation  of 
officials  of  the  Workmen’s  Compensation  Board  both 
in  New  York  City  and  throughout  the  State. 

The  Bureau  has  cooperated  with  the  Committee 
on  Hospital  and  Professional  Relations  (Dr.  Harold 
F.  Brown,  chairman)  on  numerous  occasions  during 
the  year  and  with  other  Council  committees. 
Numerous  conferences  with  physicians,  insurance 
carriers,  the  manager  of  the  Compensation  In- 
surance Rating  Board  and  with  officials  of  the  Work- 
men’s Compensation  Board  and  other  government 
agencies  were  held  by  the  director  or  myself. 

The  Council  Committee  on  W’orkmen’s  Compensa- 
tion was  enlarged  a few  years  ago  to  include  a 
representative  from  each  of  the  districts  of  the 
State,  the  chairman  being  a member  of  the  Council 
of  the  State  Medical  Society.  The  director  of  the 
Workmen’s  Compensation  Bureau  has  been  actively 
concerned  with  the  activities  of  the  committee  over 
a period  of  nearly  seventeen  years.  The  annual  re- 
ports to  the  House  of  Delegates  have  in  the  past 
covered  all  phases  of  workmen’s  compensation  con- 
cerning the  medical  profession  and  the  State  and 
county  medical  societies.  From  time  to  time  recom- 
mendations have  been  made  for  changes  in  and  ad- 
ditions to  the  law,  for  revision  of  the  medical  fee 
schedule,  and  in  matters  affecting  our  relations  with 
insurance  carriers,  employers,  the  Industrial  Com- 
missioner, the  chairman  of  the  Workmen’s  Compen- 
sation Board,  and  other  parties  involved  in  the  ad- 
ministration of  the  Workmen’s  Compensation  Law. 

Recently  the  Disability  Benefits  Law  has  been  in- 
cluded as  Article  9 of  the  Workmen’s  Compensation 
Law,  and  its  administration  by  the  chairman  of  the 
Workmen’s  Compensation  Board  has  now  come 
within  the  purview  of  organized  medicine.  So  far  we 
have  had  no  experience  with  the  medical  aspects  of 
this  law  and  no  complaints  from  physicians. 

The  enlargement  of  the  Workmen’s  Compensation 
Committee  was  the  result  of  a desire  on  the  part  of 
the  local  county  medical  societies  and  the  member- 
ship to  be  in  closer  touch  with  our  Bureau  and  vice 
versa.  It  was  hoped  that  each  district  would 
eventually  combine  its  forces  and  resources  and  set 
up  an  administrative  or  secretarial  force  to  improve 
public  relations  and  further  legislation  as  well  as  to 
help  in  workmen’s  compensation  matters  at  the 
local  level. 

A number  of  county  medical  societies  have  al- 
ready combined  to  employ  part-time  or  full-time 
executive  secretaries  to  represent  the  county  medical 
societies  in  all  matters  of  local  interest  with  special 
reference  to  public  relations  and  legislation.  These 
have  proved  their  worth.  They  have  been  in  con- 
stant touch  with  our  Bureau.  It  is  recommended 
that  this  plan  be  adopted  in  other  areas  and  include 
in  its  scope  consideration  of  workmen’s  compensa- 
tion problems  of  the  physician  and  his  relationship 
with  employes  and  insurance  carriers  on  a local 
level. 

Rehabilitation. — The  time  has  come  to  integrate 
into  the  scheme  of  medical  care  the  rehabilitation  of 
injured  workers.  To  accomplish  this  the  prompt  and 
full  cooperation  of  every  physician  treating  injured 
workers  is  essential.  For  over  a decade  the  Medical 
Society  through  our  Bureau  of  Workmen’s  Com- 
pensation has  been  drawing  attention  to  this  impor- 
tant phase  of  medical  care  under  the  Workmen's 
Compensation  Law.  No  one  questions  the  impor- 
tance and  value  of  rehabilitation  in  the  severely  in- 
jured cases  with  great  loss  of  function.  How  to 
apply  the  technics  of  total  rehabilitation  in  less 
severely  injured  cases  which  make  up  the  bulk  of 
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compensation  injuries  is  a problem  before  us  now  for 
solution.  Aside  from  the  human  elements  involved 
in  the  restoration  to  full  working  capacity  is  the 
great  cost  involved  in  payments  over  long  periods  of 
time  for  loss  of  function  and  of  working  capacity, 
most  of  which  can  be  avoided  or  lessened  by  prompt 
rehabilitative  measures. 

We  quote  from  Dr.  Howard  A.  Rusk,  a leader  in 
the  field  of  rehabilitation: 

Rehabilitation  for  the  severely  disabled  has  become 
generally  accepted  by  the  medical  profession,  industry, 
labor,  and  the  public.  One  of  the  important  principles  in 
rehabilitation  is  that  it  should  be  started  early  and  should 
be  a continuous  process  designed  to  meet  the  total  needs 
of  the  individual — physical,  emotional,  and  vocational. 

As  in  all  medical  programs,  the  physician  is  the  first  line 
of  defense  in  rehabilitation.  Many  of  the  simpler  tech- 
nics can  be  done  efficiently  and  adequately  in  the  physi- 
cian’s own  office.  However,  as  in  other  branches  of  medi- 
cine, if  consultative  services  are  used  early  and  wisely, 
many  injuries  or  disabilities  can  be  minimized,  so  that 
long-term  and  often  permanent  disability  is  avoided.  This 
applies  especially  to  back  injuries,  injuries  of  the  hand,  and 
fractures  requiring  long  mobilization.  It  is  important  that 
these  patients  be  referred  in  a program  that  stresses  return 
of  function  at  the  earliest  possible  time,  general  condition- 
ing, and  an  emphasis  on  a return  to  the  job  as  soon  as 
possible. 

A rehabilitation  program  is  a service  program  to  the 
physician.  He  does  not  and  should  not  lose  control  of  his 
patient  but  continues  to  be  responsible  for  the  patient’s 
definitive  care  and  well-being  while  rehabilitation,  treat- 
ment, and  training  are  being  effected.  It  is  only  by  such  a 
teamwork  approach  that  the  goals  of  rehabilitation  may  be 
effected. 

The  physician  should  bear  in  mind  that  he  is  an 
important  link  in  the  assembly  line  beginning  with 
the  first  report  of  an  accident  and  ending  in  the  final 
adjudication  and  closing  of  the  compensation  claim. 
Above  all  prompt  reporting  is  essential.  The  fuller 
and  more  accurate  the  initial  reports,  the  less  the 
chance  of  delay  in  payments  of  compensation  and  the 
beginning  of  a chain  of  objections  and  controversies 
over  the  questions  of  accident  notice — causal  rela- 
tionship and  compensability  of  claims  and  the  bill 
for  medical  services  rendered.  Physicians  have  a 
most  important  part  in  many  items  leading  to  the 
cost  of  compensation  administration  other  than  the 
cost  of  medical  care.  By  awareness  of  this  and  by 
close  cooperation  with  all  the  interested  parties 
they  can  greatly  facilitate  the  prompt  determination 
of  compensability  and  lessen  the  costs  of  administra- 
tion. 

That  a program  of  rehabilitation  is  possible  of 
accomplishment  with  the  full  cooperation  of  the 
attending  physician  is  indicated  by  the  statement  of 
Dr.  Willis  M.  Weeden,  medical  director  of  the 
Workmen’s  Compensation  Board,  issued  recently. 

You  have  asked  me  to  give  you  a short  written  statement 
regarding  our  pilot  study  in  rehabilitation.  This  study  was 
first  started  approximately  one  year  ago  although,  due  to 
personnel  difficulties,  it  has  only  been  working  well  since  the 
end  of  August. 

Our  purpose  is  (1)  to  promote  better  treatment  of  com- 
pensation claimants  by  the  application  of  modern  re- 
habilitation methods  and  (2)  to  evaluate  the  effectiveness  of 
these  methods  as  shown  by  reduction  of  the  duration  of 
disability,  reduction  of  schedule  loss,  and  reduction  of  per 
cent  of  disability,  and,  in  cases  of  total  disability,  reduction 
of  the  disability  sufficiently  to  enable  the  claimant  to  be- 
come employable. 

The  cases  for  this  study  are  selected  by  various  methods. 
The  calendar  department  selects  groups  of  cases  indicated 
as  perhaps  suitable  and  sends  their  folders  to  the  rehabilita- 
tion department.  Here  they  are  reviewed,  and  if  thought 
suitable,  a letter  is  sent  to  the  claimants  asking  them  to 
appear  for  examination. 

The  Board  physicians  are  on  the  alert  for  suitable  cases 
and  when  such  are  found  refer  them  to  the  rehabilitation 
department. 

Insurance  carriers  are  more  and  more  calling  our  atten- 
tion to  suitable  cases,  and,  lastly,  as  knowledge  of  this 
study  becomes  more  widespread  among  the  medical  pro- 
fession, physicians  themselves  are  referring  cases. 


Cases  referred  are  examined  by  rehabilitation  specialists 
who  are  present  in  the  department  four  afternoons  a week. 
If  thought  suitable  for  study,  we  have  set  up  a very  careful 
procedure  which  is  closely  adhered  to,  the  object  of  which 
is  to  retain  and  protect  the  system  of  free  choice  of  the 
physicians  by  compensation  claimants. 

The  first  step  is  to  talk  to  the  claimant’s  physician,  ex- 
plain to  him  what  we  desire  to  do,  and  obtain  his  permission 
for  rehabilitation  evaluation  and  treatment  where  thought 
proper.  The  second  step  is  to  obtain  permission  from  the 
insurance  carrier  for  study  of  this  claimant  and  for  pay- 
ment of  necessary  expenses. 

After  these  two  steps  have  been  satisfactorily  ac- 
complished, and  not  until  then,  the  claimant  himself  is  told 
what  we  desire  to  do,  and  his  cooperation  is  obtained.  The 
claimant  is  then  referred  to  some  suitable  place  for  re- 
habilitation evaluation.  Inasmuch  as  this  is  a pilot  study 
we  have  as  yet  made  no  effort  to  use  more  than  a few  such 
facilities.  If  treatment  is  thought  advisable,  such  treat- 
ment is  then  administered  by  the  rehabilitation  center. 

The  claimant  is  instructed  to  visit  his  private  physician 
about  once  a week  so  that  he  may  observe  the  effects  of 
such  treatment.  This  serves  to  keep  the  physician  in  close 
contact  with  his  patient  and  also  helps  to  educate  the 
medical  profession  as  a whole  in  the  possibilities  and  value 
of  modern  rehabilitation. 

When  physical  rehabilitation  is  completed,  the  claimant, 
if  necessary,  is  referred  to  the  vocational  rehabilitation  de- 
partment of  the  State  Education  Department  for  job 
placement. 

At  the  present  time  we  are  receiving  wholehearted  co- 
operation almost  without  exception  from  insurance  carriers 
and  from  physicians  and  only  slightly  less  from  the  claim- 
ants themselves. 

While  as  yet  we  have  not  sufficient  figures  to  show  the 
effect  of  this  study,  I feel  very  certain  that  when  such 
figures  have  been  collected,  they  will  prove  the  value  of 
modern  rehabilitation,  as  applied  to  compensation  claim- 
ants. 

I trust  that  the  above  brief  explanation  is  the  information 
which  you  desire. 

It  is  not  too  much  to  expect  the  full  cooperation 
of  the  medical  profession  in  the  future,  to  the  end 
that  patients  will  be  referred  promptly  to  properly 
qualified  physicians  for  carrying  out  necessary  pro- 
cedures. Most  doctors  have  come  to  realize  that  in 
addition  to  medical  or  surgical  care  the  doctor  must 
at  the  proper  time,  and  not  too  late,  call  to  his  as- 
sistance the  special  technics  of  rehabilitation.  Often 
this  is  a team  proposition,  especially  in  estimating 
the  total  needs  of  the  disabled  worker.  In  the  simple 
cases,  the  expert  in  physical  medicine  alone  may  out- 
line the  treatment  needed  and  refer  back  the  patient 
for  such  treatment  as  the  attending  physician  is 
competent  and  equipped  to  give.  In  others,  the 
attending  physician  will  refer  the  patient  to  a 
specialist  or  to  a group  or  institution  at  the  proper 
time  and  retain  his  interest  in  and  control  of  the 
patient,  if  he  so  desires.  It  is  agreed  that  he  will  be 
paid  for  his  services  during  this  period  and  until  the 
case  is  completed.  In  many  cases  vocational  re- 
habilitation will  be  carried  out  at  the  same  time  or  as 
soon  as  the  medical  aspects  of  the  case  permit.  We 
recommend  a continued  educational  program  to 
acquaint  physicians,  employers,  insurance  carriers, 
and  employes  with  the  technics  and  value  of  early 
rehabilitation  and  complete  cooperation  along  these 
lines. 

Industrial  Health. — In  certain  states  the  subject 
of  industrial  health  and  medicine  has  received  a 
great  deal  more  attention  than  in  this  State.  The 
medical  profession  should  have  a special  interest  in 
this  matter.  Relatively  few  physicians  have  become 
specialists  in  this  field,  so  that  general  practitioners 
and  private  specialists  will  have  to  be  employed 
part  time  to  carry  out  new  programs  being  evolved 
to  assure  good  health  for  the  worker,  to  bring  about 
a reduction  in  absenteeism,  and  to  improve  the  rate 
of  production.  At  my  request  our  director  attended 
the  annual  meeting  of  the  Congress  on  Industrial 
Health  held  in  Pittsburgh,  January  18  and  19,  1952. 
There  is  a question  whether  greater  interest  could 
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be  aroused  on  the  part  of  the  State  and  county 
medical  societies  if  we  included  industrial  medicine 
together  with  rehabilitation  and  workmen’s  com- 
pensation in  a unified  program  in  one  bureau. 

Fee  Schedule. — At  the  present  time,  we  have  a 
number  of  pressing  problems,  especially  those  that 
relate  to  the  fee  schedule.  The  feeling  prevails 
throughout  the  State  and  is  confirmed  by  reports 
from  local  county  medical  societies,  through  our 
committee,  that  general  practitioners  are  not  ade- 
quately compensated  under  the  Workmen’s  Com- 
pensation Law.  There  is  an  insistent  demand  for  a 
revision  of  the  fee  schedule  upwards,  especially  for 
home,  office,  and  hospital  visits  by  general  prac- 
titioners and  the  fees  for  subsequent  office  and  hos- 
pital visits  by  specialists. 

It  should  be  pointed  out  here  that  the  May  1, 
1949,  revision  of  the  fee  schedule  reducing  specialist 
after-care  visits  from  $5.00  to  $3.00  was  effected 
without  a representative  of  the  Medical  Society 
participating  in  the  discussions  leading  to  this  re- 
duction. Numerous  questions  which  had  been 
raised  by  changes  in  the  fee  schedule  in  1947,  1948, 
and  1949  have  not  been  adequately  considered  or 
answered,  resulting  in  frequent  disputes  over  medical 
bills.  All  this  adds  to  the  cost  of  workmen’s  com- 
pensation administration.  We  again  urge  the  chair- 
man of  the  Workmen’s  Compensation  Board  to  give 
prompt  consideration  to  the  establishment  of  ade- 
quate fees  for  medical  service. 

The  fees  for  various  operative  procedures  in  the 
surgical  specialties  are,  on  the  whole,  considered 
adequate  with  the  addition  of  8 per  cent  allowed  on 
May  1, 1951.  Where  fees  are  considered  inadequate 
(and  there  are  certain  special  fees  that  are  too  low), 
it  was  expected  that  local  members  of  our  committee 
would  submit  from  time  to  time  recommendations 
for  changes  in  such  fees.  Few  specific  suggestions 
about  these  fees  have  been  received  from  the  com- 
mittees, with  the  exceptions  noted  above.  The 
fees  for  specialists  in  physical  therapy  are  considered 
inadequate,  and  recommendations  have  recently 
been  made  by  a special  group,  not  only  for  a change 
in  first  and  subsequent  office  fees  but  for  special 
procedures  carried  out  under  the  new  rehabilitation 
program.  Fees  for  assistance  in  prolonged  operations 
are  inadequate.  These  and  other  matters  concern- 
ing workmen’s  compensation  administration  will  be 
considered  at  a meeting  of  our  committee  to  be  held 
before  the  meeting  of  the  House  of  Delegates.  Any 
further  recommendations  will  be  submitted  in  a 
supplementary  report  to  the  House. 

All  the  medical  profession  asks  for  is  such  an  in- 
crease as  would  come  within  the  provisions  of  the 
law  permitting  physicians  to  charge  such  fees  for 
compensation  patients  as  they  now  charge  their 
private  patients  of  a like  standard  of  living.  It 
should  be  borne  in  mind  that  the  president  of  the 
Medical  Society  has  indicated  to  the  chairman  of  the 
Workmen’s  Compensation  Board  that  no  general  re- 
vision of  the  medical  fee  schedule  was  asked  for  at 
the  time.  We  were  asking  for  an  increase  in  the 
first  nine  items  of  the  fee  schedule  covering  general 
practice  fees  and  the  restoration  of  the  $5.00  fee 
allowed  to  specialists  in  the  September  1,  1948,  fee 
schedule  and  changed  to  $3.00  in  the  May  1,  1949, 
revision  of  the  schedule.  This  would  permit  a fee  of 
$5.00  for  all  subsequent  office  and  hospital  visits  by 
specialists  instead  of  the  $3.00  fee  now  allowed.  It 
is  important  to  bear  in  mind  that  despite  the  in- 
crease allowed  in  the  fee  schedule  of  1947,  the  figures 
of  1948  made  available  by  the  insurance  carriers 
show  that  the  loss  ratio  is  not  increased.  This  may 


be  attributed  to  the  improvements  in  medical  prac- 
tice with  special  reference  to  the  antibiotics,  which 
cut  down  the  number  of  infections  and  greatly  re- 
duce the  number  of  days  of  disability  in  acute  infec- 
tion in  addition  to  the  other  improvements  in 
medical  practice. 

A large  upstate  city,  a self-insurer,  refuses  to 
comply  with  the  provisions  of  the  Workmen’s  Com- 
pensation Law,  Section  13-g,  and  no  relief  has  been 
afforded  the  physicians  of  that  city  despite  appeals 
to  the  chairman  of  the  Workmen’s  Compensation 
Board.  A similar  situation  in  New  York  City  in  the 
past  was  satisfactorily  resolved  by  the  then  Indus- 
trial Commissioner  after  an  opinion  was  handed 
down  by  the  Attorney  General  defining  the  obliga- 
tion of  the  City,  a self-insurer,  to  comply  with  the 
provisions  of  Section  13-g  concerning  payment  of 
bills  and  the  arbitration  of  disputed  bills. 

At  this  writing  the  secretary  of  the  Workmen’s 
Compensation  Board  has  succeeded  in  arranging  a 
conference  in  Rochester  with  the  officials  of  the  city 
and  representatives  of  the  workmen’s  compensation 
committee  of  the  Monroe  County  Medical  Society 
and  the  Workmen’s  Compensation  Board  and  your 
director,  in  an  effort  to  iron  out  the  difficulty. 
Should  this  prove  unsuccessful,  the  chairman  of  the 
Workmen’s  Compensation  Board  will  be  requested 
to  take  action  to  enforce  the  law.  Unless  the  chair- 
man of  the  Workmen’s  Compensation  Board  has 
power  to  enforce  Section  13-g,  an  amendment  pro- 
posed by  us  in  1944  to  give  the  Workmen’s  Compen- 
sation Board  power  to  enforce  this  section  should  be 
reintroduced. 

Legislation. — The  situation  with  respect  to  the 
medical  practice  committee  in  New  York  City  is  de- 
teriorating rapidly.  The  counties  of  Queens  and 
Bronx  have  expressed  their  views  and  for  good 
reasons  no  longer  are  eager  to  cooperate,  especially 
in  qualifying  physicians;  lungs  County  has  re- 
cently raised  questions  as  to  the  functioning  of  the 
medical  practice  committee  with  respect  to  the  settle- 
ment of  medical  bills.  Almost  daily,  protests  are  re- 
ceived about  the  method  of  settlement  of  medical 
bills  and  the  results  of  such  settlements  from 
numerous  physicians.  Physicians  are  loath  to  appear 
before  the  medical  practice  committee,  feeling  that 
their  bills  will  be  reduced  without  adequate  con- 
sideration oi  their  cases.  The  method  of  handling 
disputes  and  the  time  consumed  in  hearing  the  dis- 
putes and  handing  down  decisions  are  wholly  unsatis- 
factory. The  procedure  employed  by  the  medical 
practice  committee  in  handling  disputed  medical 
bills  is  not  really  arbitration  as  practiced  elsewhere. 
Busy  physicians  must  often  wait  for  hours  before 
being  called  in  to  defend  their  charges,  and  thus  they 
are  inclined  thenceforth  to  accept  settlements  from 
insurance  carriers  below  the  value  of  their  services 
rather  than  appear.  Certain  carriers  take  advantage 
of  this  fact  and  object  almost  constantly  to  what 
physicians  consider  proper  bills,  with  the  expectation 
of  settlement  by  the  doctor  who  either  will  not  spare 
the  time  to  appear  before  the  medical  practice  com- 
mittee or,  having  had  other  bills  drastically  reduced, 
takes  what  the  carrier  offers.  County  medical  socie- 
ties complain  about  the  failure  of  the  medical  prac- 
tice committee  to  cooperate  with  them  even  though 
the  medical  practice  committee  has  asked  for  their 
cooperation  in  the  qualifying  of  specialists  and  gen- 
eral practitioners. 

For  a number  of  years  the  House  of  Delegates  has 
passed  resolutions  calling  for  the  restoration  to  the 
county  medical  societies  of  functions  now  carried  out 
by  the  medical  practice  committee  in  the  four  New 
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York  counties,  as  in  the  rest  of  the  State.  We  again 
recommend  legislative  action  to  restore  those  func- 
tions to  the  four  county  medical  societies.  This 
legislation  has,  of  course,  not  had  the  support  of  the 
chairman  of  the  Workmen’s  Compensation  Board. 

The  bill  introduced  by  the  Medical  Society  to 
change  the  place  of  arbitration  of  medical  bills  to  the 
county  in  which  the  medical  service  was  rendered 
rather  than  in  the  county  in  which  the  claimant 
resides  has  not  had  the  support  of  the  chairman  of 
the  Workmen’s  Compensation  Board;  it  passed 
both  houses  last  year  and  was  vetoed  by  the  Gover- 
nor. 

A bill  to  permit  podiatrists  to  practice  independ- 
ently under  the  Workmen’s  Compensation  Law 
passed  and  was  vetoed  by  the  Governor. 

Our  Gommittee  on  Legislation  should  vigorously 
promote  legislation  recommended  and  necessary  for 
proper  administration  of  the  Workmen’s  Compensa- 
tion Law  regardless  of  our  inability  to  secure  the 
support  of  the  chairman  of  the  Workmen’s  Com- 
pensation Board.  Legislation  should  be  supported 
vigorously  even  though  it  may  be  the  opinion  of  the 
Committee  on  Legislation  that  such  legislation  will 
meet  with  opposition  in  the  current  session  of  the 
Legislature.  It  is  the  opinion  of  those  familiar  with 
workmen’s  compensation  legislation  over  the  years 
that  vigorous  support  of  needed  legislation  by  all  the 
county  societies  and  the  medical  profession  (from 
the  grass  roots)  will  overcome  this  inertia  and  result 
in  more  favorable  action  in  Albany.  We  shall  pre- 
sent in  a supplementary  report  the  result  of  the 
workmen’s  compensation  legislation  introduced  on 
the  recommendation  of  the  House  of  Delegates  and 
with  the  approval  of  the  Council  this  year. 

Fees  for  Testimony. — “ Rule  18 — A physician  who 
testifies  at  hearings  or  examines  claimants  or  par- 
ticipates in  examinations  for  evidential  material  for 
compensation  cases  hearing  purposes  only  may 
accept  fees  for  such  services  from  claimants,  em- 
ployers, or  carriers.” 

A physician  who  has  treated  a compensation 
claimant  is  entitled  to  a fixed  fee  (plus  mileage)  in 
addition  to  a subpoena  fee  (Section  120)  for  re- 
quired testimony  before  a referee  on  the  Workmen’s 
Compensation  Board  under  the  provisions  of  Sec- 
tion 13-f,  2 of  the  Workmen’s  Compensation  Law. 
The  question  has  arisen  whether  a physician  is  en- 
titled to  a fee  when  he  testifies  before  the  special 
fund  for  reopened  cases,  Section  25-a.  As  a usual 
practice  the  fund  is  not  properly  chargeable  with  such 
fees  where  the  physician  appears  for  a claimant  who 
is  desirous  of  reopening  a closed  case.  The  Board 
has  ruled  that  since  the  burden  of  showing  a change 
in  condition  or  that  the  claim  was  not  properly  ad- 
judicated in  the  first  instance  rests  upon  the  claim- 
ant, the  fee  of  the  physician  under  these  circum- 
stances is  chargeable  to  the  claimant.  The  special 
fund  does  make  payments  to  an  attending  physician 
under  certain  circumstances  where  it  has  authorized 
treatment  and  the  physician’s  testimony  is  required. 
In  open  cases  the  referee  or  the  Workmen’s  Com- 
pensation Board  makes  an  award  if  the  treating  or 
examining  physician’s  testimony  is  deemed  essen- 
tial to  the  adjudication  of  a claim  regardless  of  who 
subpoenas  the  doctor.  Under  the  rules  of  the 
Workmen’s  Compensation  Board  (Section  13-f,  2), 
if  the  claimant  subpoenas  a doctor  who  has  ex- 
amined a claimant  for  evidentiary  purposes  only, 
the  physician,  not  having  treated  the  patient,  may 
charge  the  claimant  or  his  attorney  (if  the  latter  re- 
tains him)  his  usual  fee  for  the  appearance  and  testi- 
mony. Where  a physician  is  retained  under  these 


circumstances  by  an  employer  or  insurance  carrier 
and  testifies  for  evidentiary  purposes,  he  is  entitled 
to  charge  a fee  and  is  not  bound  by  the  fixed  fee 
rules  prevailing  where  he  has  treated  the  case  and 
is  then  subpoenaed  to  testify  (Rule  18,  effective 
January  2,  1947). 

In  view  of  the  time  consumed  in  appearing  and 
testifying  (and  with  due  regard  to  the  physician’s 
obligations  to  society  in  the  premises),  we  think 
consideration  should  be  given  to  the  adequacy  of 
present  fees  for  testimony  under  the  provisions  of 
Section  13-f  of  the  Workmen’s  Compensation  Law. 

Miscellaneous. — Group  Practice — In  our  report  of 
last  year  we  alluded  to  the  discrepancy  between  the 
Workmen’s  Compensation  Law  and  the  Education 
Law  with  respect  to  group  practice.  The  Education 
Law  was  amended  a few  years  ago  to  permit  the 
establishment  of  groups  under  a fictitious  name  to 
share  in  the  income  received  from  patients  treated 
by  more  than  one  practitioner.  This  enabled  the 
groups  to  avoid  the  penalty  for  rebating,  dividing,  or 
splitting  fees.  However,  workmen’s  compensation 
cases  treated  in  groups  were  specifically  excluded, 
and  no  monies  received  for  such  treatment  may  be 
divided.  There  is  actually  little  or  no  difference  in 
the  medical  care  of  compensation  claimants  and 
private  patients,  and  what  applies  to  one  group  should 
apply  to  the  other  group.  If  group  practice  is  legal 
and  dividing  of  fees  by  group  members  ethical,  it  is 
felt  consideration  should  be  given  to  a uniform  law 
governing  all  types  of  practice. 

Thoracic  Surgery — Despite  numerous  requests  by 
the  State  Society  for  the  establishment  of  a sub- 
specialty rating  (M-17)  for  thoracic  surgery,  the 
chairman  of  the  Workmen’s  Compensation  Board 
has  thus  far  failed  to  take  any  action  leading  to  the 
recognition  of  this  specialty.  It  is  our  opinion  that 
such  a specialty  group  should  be  recognized  and 
established  under  the  Workmen’s  Compensation 
Law. 

Practice  of  Medicine  by  Hospitals— It  was  felt 
that  the  setting  up  of  our  enlarged  workmen’s  com- 
pensation committee  would  enable  us  to  deal  more 
effectively  with  alleged  violations  of  the  Workmen’s 
Compensation  Law  by  hospitals  with  respect  to  the 
specialties  of  anesthesia,  radiology,  pathology,  and 
physical  therapy.  Under  the  provisions  of  the 
Workmen’s  Compensation  Law,  only  fees  for  services 
rendered  by  a roentgenologist  in  a voluntary  hos- 
pital which  has  obtained  a license  to  conduct  an  x- 
ray  laboratory  may  be  collected  by  the  hospital.  In 
such  instances,  the  roentgenologist  is  employed  by 
the  hospital  usually  on  a contractual  basis.  Certain 
rules  (Rule  19)  have  been  promulgated  in  the  past  by 
the  Industrial  Commissioner  and  more  recently  by 
the  Workmen’s  Compensation  Board,  permitting 
hospitals  to  collect  for  other  medical  services  such 
as  physical  therapy,  anesthesia,  and  pathology  when 
rendered  by  or  under  the  supervision  of  salaried 
physicians  on  the  hospital  staff.  We  have  pointed 
out  to  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  on  a number  of  occasions  that  there  is 
nothing  in  the  law  to  permit  such  services  to  be 
rendered  by  and  paid  to  the  hospital. 

Note:  Under  the  chapter  of  “Rules  and  Procedure  Relative 
to  Medical  and  Surgical  Care  and  Treatment  under  Sections  12 
to  13-j  of  the  Workmen’s  Compensation  Law  effective  Jan- 
uary 2,  1947,  promulgated  by  the  chairman  of  the  Work- 
man’s Compensation  Board,  pursuant  to  the  provisions  of 
Section  117  and  141  of  the  Workmen’s  Compensation  Law" 
on  page  212  of  the  appendix  to  the  New  York  State  Work- 
men’s Compensation  Law  and  Rules  promulgated  under 
July,  1947,  Rule  19  reads  as  follows: 
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“Hospitals  may  render  bills  for  board  and  room  accommo- 
dations, medical  and  surgical  supplies,  and  nursing  facili- 
ties. Voluntary  hospitals  may  bill  for  x-ray  services  when 
rendered  by  an  x-ray  laboratory  or  bureau  of  such  hospital 
duly  licensed  by  the  chairman.  Hospitals  may  bill  for 
physiotherapeutic , anesthetic , and  pathologic  services  when 
rendered  by  or  under  the  supervision  of  salaried  physicians  on 
the  staff.  The  names  of  and  qualifications  of  all  physicians 
and  persons  rendering  services  for  which  charges  are  made 
by  hospitals  must  be  included  in  all  bills,  and  all  medical 
and  x-ray  reports  shall  be  promptly  filed  with  the  Work- 
men’s Compensation  Board  and  with  the  employer  or  its 
insurance  carrier  (as  amended  May  29,  1947). 

I wish  to  draw  attention  to  the  statement  italicized  in  the 
above  that  hospitals  may  bill  for  physiotherapeutic,  anes- 
thetic, and  pathologic  services  when  rendered  by  or  under  the 
supervision  of  salaried  physicians  on  the  staff.  There  is  no 
such  provision  in  the  law  as  amended  on  May  29,  1947,  that 
I can  ascertain. 

The  law  was  amended  on  May  29,  1947,  by  an  addition  to 
subdivision  2 of  Section  13-c,  whereby  this  subdivision  2 was 
added  by  chapter  459  of  the  Laws  of  1944.  The  amendment 
referred  to  was  added  by  Chapter  766  of  the  Laws  of  1947  and 
added  the  following  sentence  to  subdivision  2 of  Section  13-c, 
“except  by  a laboratory  or  bureau  of  a voluntary  hospital 
authorized  and  licensed  under  subdivision  one  of  this  section, 
or,”  so  that  the  entire  section  now  reads: 

“iVo  claim  for  services  in  connection  with  x-ray  examina- 
tion, diagnosis,  or  treatment  of  any  claimant  shall  be  valid  or 
enforceable  except  by  a laboratory  or  bureau  of  a voluntary 
hospital  authorized  and  licensed  under  subdivision  one  of 
this  section,  or  except  by  a physician  duly  authorized  as  a 
roentgenologist  by  the  chairman  for  services  performed  by 
such  physician  or  under  his  immediate  supervision.” 

It  should  be  apparent  that  this  entire  subdivision  has 
reference  only  to  x-ray  examinations  and  does  not  include  any 
other  form  of  medical  treatment.  To  include  any  other  form 
of  medical  treatment  would  permit  the  hospital  to  practice 
medicine  by  rendering  physiotherapeutic,  anesthetic,  and 
pathologic  services  and  charging  therefor.  This  would  be 
in  violation  of  Section  13-f  of  the  Workmen’s  Compensation 
Law  which  states  that  “fees  for  medical  services  shall  be 
payable  only  to  physicians  or  other  lawfully  qualified  persons 
permitted  by  Section  13-b  of  this  chapter  to  render  medical 
care  under  this  chapter Hospitals  shall  not  be  en- 

titled to  receive  the  remuneration  paid  to  physicians  on  their 
staff  for  medical  and  surgical  services.”  With  the  exception 
of  the  roentgenologist  paid  a salary  by  the  hospital,  the  hos- 
pital may  not  render  bills  for  medical  services  and  collect  and 
retain  same.  The  1947  amendment  referred  to  entitles  the 
hospital  to  apply  for  a medical  bureau  license  to  conduct  a 
medical  bureau  for  x-ray  examination,  diagnosis,  and  treat- 
ment only  and  not  to  maintain  a medical  bureau  for  the 
provision  of  other  medical  services  which  although  rendered 
in  the  hospital  by  physicians  are  medical  services  for  which 
only  physicians  may  bill  or  be  paid.  Therefore,  I feel  that 
Rule  19  is  incorrect  and  should  be  amended  to  exclude  all 
except  that  sentence  permitting  hospitals  to  bill  for  x-ray 
services  in  accordance  with  Section  13-c  (2). 

The  amended  law  of  1947  which  is  mentioned  in 
connect  ion  with  the  above  rule  refers  only  to  licensed 
x-ray  laboratories  in  voluntary  hospitals.  Thus  far 
we  have  been  unable  to  get  adequate  consideration  of 
this  matter  by  the  Workmen’s  Compensation  Board. 
Some  of  the  local  county  medical  societies,  when  we 
asked  for  their  help  in  determining  whether  certain 
hospitals  were  collecting  such  fees  (bulletin  issued 
December  26,  1950),  have  not  been  fully  cooperative, 
and  the  practice  continues  in  many  hospitals.  This 
subject  should  continue  to  receive  and  will  receive 
further  consideration. 

Because  of  lack  of  space  we  are  unable  to  print 
the  numerous  communications  and  briefs  which  have 
been  submitted  with  respect  to  the  practice  of 
medicine  by  hospitals  in  compensation  cases.  We 
refer  specifically  to  a decision  in  the  case  of  Daly’s 
Astoria  Sanatorium,  Inc.,  Plaintiff,  v.  McNeil  Blair, 
Defendant,  tried  in  Municipal  Court,  Bureau  of 
Queens,  First  District,  December  18,  1936,  which,  so 


far  as  we  know,  has  never  been  appealed.  The  de-  « 
cision  said  in  part,  “Although  a hospital  has  been  1 
said  to  practice  medicine  through  the  agency  of 
physicians  and  surgeons,  a comprehensive  survey  of  j 
the  relationship  existing  between  hospital,  physician, 
and  patient  compels  me  to  adopt  the  view  that  a 
hospital,  rather  than  practicing  medicine  per  se,  is  a 

place  where  medicine  is  practiced  by  physicians 1 

Such  a hospital  undertakes  not  to  heal  or  attempt  to  ; 
heal  through  the  agency  of  others  but  merely  to  I 
supply  others  who  will  heal  or  attempt  to  heal  on 

their  own  responsibility The  cases,  therefore, 

relegate  " hospital  to  the  role  of  a specialized  hotel  1 
where  the  sick  or  infirm  in  body  or  mind  may  be  I 
treated  by  physicians  expressly  or  impliedly  em- 
ployed by  them.” 

In  other  words  the  court  pointed  out  that  the  I 
physicians  were  “the  ones  who  conferred  the  benefit  ' 
and  that-  they,  therefore,  and  not  the  hospital,  had 
the  better  right  to  reimbursement.” 

Before  the  Charter  of  the  City  of  New  York  was 
changed  to  permit  physicians  to  collect  fees  for  the  < 
treatment  of  compensation  claimants,  the  court 
ruled  “Only  the  express  provisions,  therefore,  of  the 
Greater  New  York  Charter,  not  applicable  here, 
permit  a New  York  City  hospital  to  recover  for 
medical  as  well  as  for  hospital  services  rendered.”  I 
(Miscellaneous  Reports,  New  York,  161,  Griffin  39,  J 
October,  1936,  to  February,  1937.) 

Qualification  of  Physicians — County  medical  so- 
cieties’ compensation  committees,  we  repeat,  should 
determine  the  qualifications  of  physician  applicants 
on  the  basis  of  their  education,  training,  and  ex- 
perience in  practice  rather  than  the  possession  of  a 
diploma  from  one  or  another  of  the  national  specialty 
boards.  While  the  latter  may  be  accepted  as  one 
evidence  of  qualification,  board  certification  should 
not  be  the  sole  criterion  of  specialty  qualifications  in 
the  face  of  adequate  proof  of  qualification,  by  reason 
of  training  and  experience  and  hospital  association. 
The  standards  set  by  the  county  medical  societies 
are  such  as  to  guarantee  that  any  physicians  fulfilling 
them  are  properly  qualified  in  their  specialties.  These 
standards  are  available  to  the  compensation  com- 
mittee, and  the  aid  of  the  Bureau  is  always  to  be  had 
on  request  in  the  interpretation  of  the  standards. 
Suggestions  for  improvement  in  the  standards  will 
be  welcomed. 

Federal  Legislation — The  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  went 
on  record  as  advising  the  introduction  in  Congress  of 
legislation  to  permit  free  choice  of  physician  by  em- 
ployes covered  under  Federal  workmen’s  compensa- 
tion acts.  Such  legislation  was  proposed  by  Presi- 
dent J.  Stanley  Kenney  at  the  last  meeting  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation, and  as  a result,  representatives  of  the 
American  Medical  Association  Committee  on  Com- 
pensation and  Industrial  Health  and  the  scientific 
director  of  the  Council  on  Industrial  Health  of  the 
American  Medical  Association  met  with  representa- 
tives of  the  State  Medical  Society  to  discuss  this 
question.  The  sense  of  the  meeting  was  that  in 
view  of  the  fact  that  very  few  state  laws  afforded 
free  choice  of  physician  to  employes  it  would  be  ad- 
ministratively impossible  to  effect  a change  in 
Federal  legislation  since  the  mechanism  for  medical 
control  was  nonexistent  except  in  New  York  State. 

We  have  made  a special  study  of  Federal  work- 
men’s compensation  legislation.  The  Federal  Em- 
ployees Compensation  Act  provides  compensation 
for  disability  and  death  and  full  medical  care  for 
civilian  officers  of  the  United  States  government 
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who  suffer  injuries  in  the  performance  of  their  duties. 
Practically  all  other  government  employes,  with  the 
exception  of  members  of  the  Army,  Navy,  and  Air 
Force  and  railroad  employes,  are  covered  under  the 
act.  There  are  special  acts  covering  railroad  em- 
ployes, longshoremen,  harbor  workers,  and  mariners. 
This  is  a vast  field  in  which  the  employe  usually  has 
no  choice  of  physician,  medical  care  being  furnished 
by  the  government  or  a responsible  representative  of 
same.  Private  physicians  from  a panel  may  be 
designated  by  the  government  on  recommendation 
of  interested  parties  only  when  public  facilities  such 
as  hospital  and  clinics  are  not  available.  It  has 
occurred  to  us  that  under  certain  conditions  the 
Federal  courts  are  governed  in  their  decisions  in 
accordance  with  state  laws.  Is  it  not  possible  to 
amend  the  Federal  compensation  laws  to  permit 
free  choice  to  employes  in  such  states  where  free 
choice  is  allowed  under  state  law?  In  other  words, 
legislation  could  be  so  worded  as  to  permit  an  em- 
ploye injured  in  the  State  of  New  York  but  covered 
by  Federal  law  to  select  his  physician  as  under  the 
provisions  of  the  New  York  State  Workmen’s  Com- 
pensation Law.  Adequate  safeguards  can  be  set  up 
to  control  the  administration  of  the  Federal  act  as  in 
the  State  law.  We  recommend  that  our  delegates 
to  the  American  Medical  Association  pursue  the 
matter  of  free  choice  for  Federal  employes  with  this 
in  mind. 

Cost  of  Workmen’s  Compensation. — The  cost  of 
workmen’s  compensation  in  this  State  is  of  concern 
to  the  medical  profession.  About  30  million  dollars 
a year  are  paid  to  physicians.  The  cost  of  hospital- 
ization, surgical  apparatus,  and  appliances  is  prob- 
ably not  included  in  this  item.  According  to  the 
last  report  of  the  Compensation  Insurance  Rating 
Board  for  1951,  the  insurance  carriers  alone  paid  out 
nearly  80  million  dollars  in  indemnity,  of  which 
nearly  30  million  dollars  were  paid  for  medical  care  to 
the  claimants  covered  by  insurance  carriers.  In- 
demnity represented  39.4  per  cent  in  the  loss  ratio 
and  medical  14.8  per  cent,  for  a total  of  54.2  per 
cent.  It  must  be  realized  that  while  complete  and 
unlimited  medical  care  adds  up  to  a considerable 
sum,  it  is  not  the  controlling  factor  in  the  total  cost 
of  workmen’s  compensation  in  this  State. 

Business  and  industry  are  beginning  to  protest  the 
high  cost  of  workmen’s  compensation  in  New  York 
State,  as  compared  with  other  states,  but  there  has 
been  no  undue  criticism  of  proper  medical  costs. 
The  medical  profession  believes  that  it  is  not  on  the 
whole  adequately  compensated  for  services  rendered 
and  that  some  fees  are  not  the  equal  of  those  paid  in 
private  practice  to  persons  of  a like  standard  of  living 
as  those  treated  under  workmen’s  compensation. 
This  is  especially  true  so  as  far  as  fees  for  general 
practitioners  are  concerned. 

Physicians  are  not  responsible  for  the  liberality  of 
the  provisions  of  the  law  as  to  unlimited  medical 
care  and  compensation  for  time  lost  and  disability 
incurred  by  workers.  Increased  medical  fees  would 
increase  costs,  but  these  costs  are  legitimate  ones. 
In  general  we  are  in  sympathy  with  the  beneficent 
and  humanitarian  provisions  of  this  legislation  and 
the  principles  underlying  the  law  placing  the  costs  on 
industry  as  a whole,  as  a social  risk,  a proper  liability 
of  industry  in  the  first  place.  The  Workmen's 
Compensation  Law,  it  is  agreed,  must  be  liberally 
interpreted  for  the  benefit  of  the  injured  workmen. 
The  costs  are  eventually  borne  by  the  people  as  they 
are  added  to  the  cost  of  production.  Since  we  believe 
the  medical  costs  are  legitimate  charges  against  the 
economy  of  the  State,  our  concern  over  the  allegedly 


high  costs  would  be  based  on  factors  related  to  the 
carrying  out  of  other  phases  of  the  Workmen’s  Com- 
pensation Law.  What  are  these? 

First,  there  is  the  amount  of  compensation 
awarded  for  time  lost  by  injured  workers  and  re- 
muneration for  partial  or  total  temporary  or  per- 
manent disabilities,  deaths,  and  other  items  related 
to  the  payment  for  decreased  earning  power,  etc. 
The  Compensation  Insurance  Rating  Board  reports 
for  the  last  year  on  which  full  figures  are  available 
(1948)  that  insurance  carriers  alone  paid  out  more 
than  $73,500,000  covering  more  than  492,000  claims. 
Medical  payments  (by  insurance  carriers)  totaled 
$27,337,237.  During  the  past  year  more  than  861,- 
500  accidents  were  reported,  an  increase  of  75,000 
over  1950.  Of  these  202,637  were  indexed  for  hear- 
ings, etc.  Over  524,000  hearings  were  held  in  1951. 
We  have  not  yet  received  the  1951  report  of  the 
chairman  of  the  Workmen’s  Compensation  Board. 
With  an  increase  in  accidents  reported,  costs  are 
bound  to  rise  for  medical  care  regardless  of  any  in- 
crease in  fees.  In  May,  1951,  an  over-all  increase  of 
8 per  cent  was  allowed  on  ah  medical  bills  incurred 
on  new  cases.  Medicine  could  only  be  criticized  if  it 
were  not  fulfilling  its  obligations  to  provide  such  a 
quality  of  medical  care  as  to  return  the  worker  to 
his  job,  or  to  some  other  job  he  can  carry  out,  as  soon 
as  medically  possible,  and  with  due  regard  to  the 
ethics  of  the  profession  in  the  providing  of  medical 
care  and  in  billing  for  same.  The  law  provides  that 
medical  fees  should  be  in  accordance  with  prevailing 
fees  throughout  the  State. 

There  can  be  no  doubt  that  the  newer  antibiotics 
have  reduced  infections  and  thus  have  influenced 
favorably  the  duration  and  degree  of  disability. 
This  more  than  counterbalances  the  cost  of  the  anti- 
biotics and  should  have  a favorable  impact  on  the 
cost  of  medical  care.  If  the  newer  technics  of  re- 
habilitation could  be  applied  earlier  to  certain  types 
of  industrial  injuries,  even  of  a minor  nature,  the 
cost  of  medical  care  could  be  further  reduced ; but  of 
more  importance  is  the  duration  of  disability,  and  its 
degree  could  be  appreciably  reduced  and  with  it 
great  savings  in  indemnity  payments  to  claimants. 

If  by  better  cooperation  with  the  administering 
authorities  we  can  hasten  the  determination  of  com- 
pensability by  the  referees,  we  can  lessen  the  cost  of 
administration  all  around.  The  prolongation  of 
hearings  on  questions  relating  to  causal  relationship, 
degree  of  disability,  etc.,  add  to  the  cost  of  medical 
care,  since  most  of  these  claimants  are  returned  or  go 
to  their  physicians  for  further  medical  care  or  for  ob- 
servation, over  more  or  less  long  periods.  The 
physician  has  little  direct  control  over  this  phase  of 
administration.  Fewer  hearings  and  earlier  and 
more  direct  payments,  promptly,  would  greatly  de- 
crease costs.  The  greater  the  administrative  red 
tape,  often  necessitated  by  the  very  nature  of  the 
law  itself  and  the  method  of  adjudication  of  claims, 
the  greater  the  costs,  especially  to  the  carriers  and 
self-insurers,  who  not  only  are  charged  with  the  costs 
of  administration  of  the  Workmen’s  Compensation 
Board  but  also  must  maintain  adequate  staffs  in  their 
own  organizations.  Due  credit  should  be  given  the 
Workmen’s  Compensation  Board  for  its  expertness 
in  workmen’s  compensation  matters  and  for  its 
ability  in  carrying  out  the  provisions  of  the  law 
under  the  difficulties  imposed  by  the  hearing  of  all 
claims.  The  manual  rates  of  New  York  State  are 
greatly  affected  by  the  above  and  by  the  variety  of 
other  factors.  Whether  these  rates  and  the  resultant 
costs  to  employers  are  greater,  as  alleged,  than  in 
other  industrial  states  is  not  for  us  to  determine,  but 
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they  are  an  important  item  of  expense  which  the 
people  must  eventually  pay. 

It  is  generally  conceded,  even  by  those  who  pro- 
test the  costs,  that  the  New  York  State  Workmen’s 
Compensation  Law  is  a great  humanitarian  and 
social  advance.  The  right  of  recovery  by  a worker 
for  industrial  injuries  or  occupational  diseases,  re- 
gardless of  fault  or  negligence,  was  a tremendous 
step  forward  in  the  history  of  human  civilization. 

In  its  application  the  law  should  not  be  “hampered 
or  crippled  by  continued  application  of  definitions, 
concepts  and  rules  of  liability  which  indubitably 
produced  in  large  part  the  very  conditions  of  hard- 
ship for  which  the  present  statute  was  designed  as 
comprehensive  relief.”*  Decisions  in  controverted 
cases,  either  by  the  Workmen’s  Compensation  Board 
or  the  courts,  have  always  properly  favored  the 
claimant  where  there  was  a reasonable  question  of 
doubt.  But  where  there  is  ample  evidence,  es- 
pecially of  a medical  nature,  should  not  the  doubt  be 
resolved  here  by  the  weight  of  probative  evidence 
rather  than  the  disregard  of  same  to  favor  the 
claimant,  because  of  the  presumption  that  all  ques- 
tions of  fact  should  be  resolved  in  favor  of  the  worker- 
claimant?  We  had  hoped  that  our  recommendations 
for  the  setting  up  of  impartial  expert  panels  could 
greatly  facilitate  the  prompt  and  equitable  ad- 
judication of  claims  and  assist  the  nonprofessional 
referees  in  the  evaluation  of  impartial  medical  evi- 
dence and  testimony.  (The  panels  were  never  set 
up  by  the  Workmen’s  Compensation  Board  on  the 
ground  that  they  were  too  expensive. ) 

The  attitude  of  the  administration  and  of  the 
courts  in  this  respect  may  be  an  important  factor  in 
the  costs  of  workmen’s  compensation.  Perhaps 
we  and  others  can  suggest  other  means  to  simplify 
the  hearing  procedures,  increase  prompt  and  direct 
payments  of  compensation,  shorten  the  period  of 
litigation,  and  reduce  the  costs  of  administration. 
A joint  survey  along  these  lines  to  be  financed  by 
those  who  pay  the  bills  might  be  productive  of 
improvements.  In  any  event,  physicians  should  be 
mindful  of  the  economic  and  administrative  factors 
alluded  to  in  their  approach  to  the  management  of 
compensation  claimants. 

We  have  made  an  analysis  of  the  1951  and  1952 
reports  of  the  Compensation  Insurance  Rating 
Board.  This  is  too  lengthy  to  include  in  the  annual 
report,  but  an  analysis  will  be  submitted  to  the 
reference  committee  for  its  consideration. 

At  the  last  meeting  of  the  House  of  Delegates  it 
was  voted  to  approve  the  appointment  of  an  actuarial 
expert  to  assist  in  a determination  of  the  impact  on 
an  increase  in  compensation  fees  on  the  cost  of 
workmen’s  compensation.  We  feel  that  since  the 
data  upon  which  actuarial  studies  would  have  to  be 
made  are  only  in  the  possession  of  insurance  carriers 
and  the  Workmen’s  Compensation  Board,  it  would  be 
a lengthy  and  arduous  task  to  begin  such  a study  at 
this  time.  We  shall  of  course  recommend  the  ap- 
pointment of  such  an  actuarial  assistant  at  such  a 
time  as  it  is  deemed  advisable  and  practicable. 

Appreciation. — In  making  this  report  which  covers 
only  the  more  important  phases  of  the  activities  of 
our  Bureau  of  Workmen’s  Compensation,  I wish  to 
express  to  the  director  of  the  Bureau,  Dr.  David  J. 
Kaliski,  my  sincere  thanks  for  his  whole-hearted 
assistance  and  cooperation  during  the  past  year. 
His  many  years  of  experience  in  this  field  are  a great 
advantage  to  the  Society  and  the  profession.  We 
are  fortunate  in  having  the  services  of  a physician  so 

* Stone,  S.  J.:  Associated  Industries  of  New  York  State 
Inc.,  Bulletin  27,  JJ.,  July  20,  1951. 


fully  prepared  by  ability  and  temperament  for  the 
tasks  before  him. 

Your  director  reports  that  the  work  of  the  Bureau 
could  not  have  been  accomplished  without  the 
efficient  and  loyal  support  of  our  secretarial  staff. 
Both  Miss  Elizabeth  Wheeler  and  Miss  Alice 
Wheeler  have  been  uninterruptedly  with  us  since  the 
committee  was  established  in  1935.  They  have  be- 
come an  integral  part  of  our  organization,  and  with- 
out their  knowledge  and  experience  of  workmen’s 
compensation  matters  and  faithful  assistance  to  our 
director  during  his  period  of  illness  this  past  year,  we 
could  not  have  carried  on  as  efficiently  as  we  did. 
This  type  of  efficient  and  loyal  service  deserves  the 
recognition  of  the  Society. 


PART  XI 

Publication 

The  Publication  Committee  for  the  current  year 
was  made  up  as  follows: 

George  W.  Kosmak,  M.D.,  Chairman 


New  York  City 

Walter  P.  Anderton,  M.D New  York  City 

Laurance  D.  Redway,  M.D Ossining 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

John  J.  Masterson,  M.D Brooklyn 


The  composition  of  the  committee  is  in  accord- 
ance with  a resolution  of  the  House  of  Delegates  and 
includes  the  editor  and  assistant  editor,  the  secre- 
tary, the  treasurer,  and  a member  of  the  Board  of 
Trustees.  Meetings  have  been  held  monthly 
throughout  the  year  except  June,  July,  and  August, 
and,  in  addition,  almost  weekly  conferences  have 
been  held  by  the  editorial  group,  including  Mr. 
Thomas  E.  Alexander,  business  manager,  for  action 
on  matters  demanding  more  immediate  attention. 
At  the  regular  monthly  meetings  we  have  been 
favored  on  many  occasions  by  the  attendance  of  the 
president  and  the  president-elect.  Questions  affect- 
ing the  publication  and  contents  of  the  Journal 
and  the  Directory  have  been  discussed  and  reports 
made  at  the  monthly  meetings  of  the  Council. 

Journal. — This  has  appeared  regularly  in  24  issues 
throughout  the  year,  including  a special  anniversary 
number  commemorating  fifty  years  of  continuous 
publication,  in  which  there  was  featured  a history 
of  the  Journal  during  its  first  half  century,  together 
with  articles  on  the  progress  of  the  various  branches 
of  medicine  in  this  period  with  particular  reference 
to  participation  by  New  York  State  practitioners. 
The  issue  was  well  received  and  commented  upon. 

We  believe  that  the  editorial  and  literary  con- 
tents have  been  of  a high  order,  and  many  articles 
have  been  abstracted  in  various  publications.  We 
have  endeavored  to  live  within  our  budgetary  allow- 
ances and  have  succeeded  in  doing  so,  notwithstand- 
ing increased  production  costs  in  paper  and  printing. 
Favorable  contracts  have  been  made  for  an  adequate 
supply  of  paper,  and  no  further  governmental  re- 
strictions are  contemplated.  However,  we  have  no 
control  either  over  this  matter  or  over  wage  increases 
in  the  printing  industry. 

A brief  review  of  the  financial  status  is  as  follows : 


Income 

Advertising  (1951) §215,945 

Cash  subscriptions 2,940 

Other  sources 2,201 


April  1,  1952] 
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Expenditures 

Printing,  paper,  and  postage $115,935 

Advertising  expenses,  commissions, 

etc 61,623 

Editorial  expenses,  salaries,  etc 26,753 

Sundry  expenditures,  supplies 14,243 


The  resulting  surplus  of  $2,532  is  increased  by  the 
allocation  of  dues  amounting  to  $57,220,  for  a total 
income  of  $59,752  for  the  current  year. 

The  value  of  the  Journal  as  an  advertising 
medium  is  evident  from  the  sustained  demand  for 
space  in  its  pages  by  an  increasing  list  of  applicants. 
The  circulation  of  the  Journal  during  1951  averaged 
as  follows: 

23 , 125  copies  to  members 
424  copies  to  advertisers 
25  copies  for  exchanges 
31  complimentary  copies  to  organizations, 
libraries,  etc. 

612  paid  subscriptions 

Considerable  saving  in  the  print  order  has  resulted 
from  careful  scanning  of  our  complimentary  and  ex- 
change lists. 

The  details  of  the  contents  of  the  Journal  are 
summarized  herewith. 

In  1951,  there  were  24  issues  and  1 supplement 
published,  totaling  3,052  pages.  The  issues  were 
divided  as  follows: 


1 issue  of  168  pages  (January  1 anniversary) 

1 issue  of  160  pages  (April  1 convention) 

3 issues  of  144  pages 
1 issue  of  136  pages 
8 issues  of  128  pages 

4 issues  of  112  pages 
1 issue  of  104  pages 

5 issues  of  96  pages 

During  1951,  a total  of  420  articles  were  sub- 
mitted, of  which  82  or  19.5  per  cent  were  rejected. 
This  compares  with  the  two  previous  years  as  fol- 
lows: 


Number  of  articles 
submitted 
Number  rejected 
Per  cent  rejected 


1949 

1950 

1951 

503 

521 

420 

97 

93 

82 

19 

18 

19.5 

Attention  is  called  to  the  fact  that  the  Annual 
Meeting  papers  were  published  completely  by  the 
issue  of  February  1,  1952,  the  earliest  that  this  has 
been  accomplished  in  the  recent  history  of  the 
Journal.  There  were  650  authors  represented  in 
the  354  articles  published  during  1951.  During  the 
year  one  symposium  and  three  panel  discussions 
were  published,  plus  two  Conferences  on  Therapy. 
There  were  372  reprint  orders  handled  during  the 
year. 

Statistical  summaries  for  the  Journal  for  1949, 
1950,  and  1951  follow. 


An  analysis  of  the  text  pages  for  1951  follows: 


Scientific  Articles  1,219 

252  articles 
92  case  reports 
10  special  articles 

Editorials  61 

President’s  Page  10 

Facts  About  Nutrition  7 

Developments  in  Public  Health  5 

Medical  News  50 

Necrology  (for  314  doctors)  38 

Books  30 

Woman’s  Auxiliary  News  3 

Annual  Reports  and  Annual  Meeting  96 

Council  Minutes  70 

Indexes  24 

Miscellaneous  48 

Table  of  Contents,  etc.  119 


In  addition  to  performing  the  work  of  the  edi- 
torial office  in  as  efficient  a manner  as  possible,  the 
staff  has  cooperated  with  other  departments  in 
answering  inquiries  for  information.  During  the 
Annual  Meeting,  Miss  Lewis  worked  with  the  House 
of  Delegates  editing  resolutions  and  reports  of  refer- 
ence committees,  with  special  attention  to  resolu- 
tions for  the  annual  convention  of  the  A.M.A. 

Directory. — The  1951  issue  of  the  Directory  ap- 
peared last  April.  In  accordance  with  a directive 
proposed  at  the  1951  meeting  of  the  House  of  Dele- 
gates, the  next  volume  is  to  be  published  in  1953, 
and  work  on  its  compilation  is  now  under  way. 
Certain  general  information  contained  in  the  pre- 
vious issue  will  be  omitted  in  accordance  with  the 
House  of  Delegates  resolution  to  accomplish  a reduc- 
tion in  costs,  which  will  be  offset  to  some  extent, 
however,  by  the  increased  outlays  necessary  for 
paper  and  printing.  Through  December  31,  1951, 
1,426  copies  had  been  sold,  which  is  below  expecta- 
tions, but  we  hope  to  dispose  of  an  additional  num- 
ber by  a proposed  reduction  in  price.  A total  of 
22,794  copies  were  distributed  to  members,  and  a 
certain  number  are  held  in  reserve  for  new  members. 
Advertising  income  is  an  uncertain  factor  in  Direc- 
tory finances  and  cannot  be  depended  upon. 

A brief  review  of  the  financial  status  is  as  follows : 


Income 

Advertising  $ 22 , 039 

Subscriptions  20,796 


Total  $ 42 , 835 

Expenses 

Printing  and  distribution  $ 58 , 648 

Advertising  10,325 

Editorial  64 , 549 

Sundries  10,092 


Total  $143,614 


1949 


1950 


1951 


Number  of  issues  24  24  24 


Total  number  of  pages 

1 supplement 

1 supplement 

1 supplement 

3,120 

3,124 

3,052 

Text  pages 

1,930 

1,936 

1,880 

Advertising  pages 

1,190 

1,188 

1,168 

Number  articles  submitted 

503 

521 

420 

Number  articles  published 

354 

399 

354 

Number  authors 

527 

641 

650 

Pages  scientific  text 

1,141 

1,238 

1,219 

Pages  features 

420 

390 

382 

Pages  editorials 

140 

124 

83 

Pages  annual  reports,  etc. 

92 

115 

96 

House  of  Delegates  Minutes 

128 

116 

100 
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Comment. — The  committee  is  appreciative  of  the 
devoted  and  faithful  services  of  Mr.  Thomas 
E.  Alexander  as  business  manager  of  its  publications 
and  acting  secretary  at  its  meetings.  He  is  also  in 
general  charge  of  the  advertising  department,  to  the 
representatives  of  which,  Messrs.  Baldwin,  Mullaney, 
Kelly,  and  Bassett,  we  extend  likewise  our  apprecia- 
tion of  their  work  in  solicitation,  and  quite  naturally 
to  the  advertisers  themselves  for  their  support.  To 
Miss  Grace  I.  West,  for  her  careful  supervision  and 
makeup  of  advertising  copy,  a debt  of  gratitude  is 
due  for  her  many  years  of  faithful  performance  of  an 
onerous  job. 

Miss  Alvina  Rich  Lewis  has  completed  four  years 
of  most  satisfactory  labor  as  production  editor. 
She  has  carried  out  the  many  details  of  the  makeup 
of  the  Journal  in  a highly  efficient  manner,  and 
great  credit  is  due  her  for  an  unfailing  attention  to 
these  multifarious  duties  and  to  the  guiding  of  her 
efficient  associates,  Mrs.  Anne  G.  Colahan  and  Miss 
Evelyn  Kossoff. 

We  desire  to  thank  Miss  Doris  K.  Dougherty  for 
helpful  assistance  and  likewise  Miss  Janet  Loy  and 
Miss  Eileen  Carmody  of  the  Directory  department. 

In  conclusion,  we  desire  to  recommend  to  the 
House  of  Delegates  the  continuation  of  the  Publica- 
tion Committee  as  constituted  under  its  original 
resolution  of  1941. 


Public  Relations 


The  Council  Committee  on  Public  Relations  con- 
sists of  the  following: 

Floyd  S.  Winslow,  M.D.,  Chairman. . . .Rochester 

John  C.  McClintock,  M.D Albany 

George  Schwartz,  M.D New  York  City 

Committee  Membership — Due  to  ill  health,  Dr. 
Joseph  L.  Kiley  late  in  1951  submitted  his  resigna- 
tion as  a member  of  the  Public  Relations  Committee. 
Although  he  had  been  a member  of  the  committee  for 
only  a short  time,  Dr.  Kiley  gave  competent  serv- 
ice. It  was,  therefore,  with  great  regret  that  his 
resignation  was  accepted.  Dr.  J.  Stanley  Kenney, 
with  the  approval  of  the  Council,  appointed  Dr. 
John  C.  McClintock  of  Albany  to  fill  the  vacancy. 
At  the  time  of  his  appointment,  Dr.  McClintock 
was  a member  of  the  Advisory  Subcommittee  to  the 
Public  Relations  Committee. 


Public  Relations  Bureau. — Two  new  field  repre- 
sentatives joined  the  staff  of  the  Public  Relations 
Bureau  in  1951.  In  order  to  utilize  fully  the  serv- 
ices of  all  members  of  the  Bureau,  Mr.  Frederick 
W.  Miebach,  director,  reorganized  the  assignment  of 
field  territories  according  to  the  district  branch  divi- 
sions of  the  Medical  Society  of  the  State  of  New 
York.  Mr.  A.  Carl  Messinger  and  Mr.  Townsend 
Brown,  the  new  men,  were  assigned  to  Western  and 
Central  New  Y’ork  respectively.  Mr.  Messinger 
worked  with  county  medical  societies  in  the  Seventh 
and  Eighth  District  Branches,  while  Mr.  Brown  as- 
sisted societies  in  the  Fifth  and  Sixth  District 
Branches.  Mr.  Martin  J.  Tracey  helped  the  county 
medical  societies  in  the  Second  and  Fourth  District 
Branches,  while  Mr.  Thomas  E.  Walsh,  director  of 
Speakers  Service  and  liaison  officer  for  the  Woman’s 
Auxiliary,  aided  the  county  medical  groups  in  the 
Third  and  Ninth  Districts.  First  District  Branch 
societies  were  assisted  through  special  assignments. 

National  Education  Campaign. — Although  the 
national  education  campaign  was  carried  on  as 
vigorously  in  1951  as  in  the  previous  years,  emphasis 
on  the  methods  for  defeating  compulsory  health 
insurance  was  placed  more  on  constructive,  positive 


programs  rather  than  on  mere  opposition  to  legisla- 
tion. From  the  very  beginning  of  the  campaign  in 
1949,  the  national  educational  campaign  directors 
and  the  public  relations  committee  had  advocated 
the  establishment  of  emergency  medical  call  serv- 
ices and  mediation  committees,  while  primarily 
engaged  in  preventing  the  enactment  of  the  Wagner- 
Murray-Dingell  Bill.  In  1951,  however,  the 
planned  strategy  of  the  A.M.A.  and  the  public  rela- 
tions committee  was  to  promote  constructive  activi- 
ties by  county  medical  societies  in  order  to  remove 
the  real  basic  causes  of  complaint  against  the  medical 
profession  and  thereby  build  permanent  good  will  and 
sound  opposition  towards  any  governmental  health 
insurance  plan. 

To  achieve  these  objectives,  the  Public  Relations 
Bureau,  through  its  staff  of  four  field  representatives 
suggested  a program  of  basic  public  service  activities 
for  county  medical  societies  and  assisted  them  in 
launching  these  projects.  These  activities  were 
proposed  as  a “rule  of  thumb”  by  which  the  Public 
Relations  Bureau  might  evaluate  the  effectiveness 
of  any  particular  county  medical  society.  In  addi- 
tion to  the  appointment  of  a public  relations  com- 
mittee, creation  of  a speakers  bureau,  establishment 
of  a mediation  committee,  and  formation  of  an 
emergency  medical  call  service,  the  suggested  basic 
projects  included  the  setting  up  of  a press  informa- 
tion service,  promotion  of  voluntary  health  insur- 
ance, liaison  with  the  Woman’s  Auxiliary,  and 
organization  of  a civil  defense  committee.  Supple- 
mental public  service  activities  were  also  proposed 
from  time  to  time.  These  included  participation  in 
community  affairs,  leadership  in  health  councils, 
solicitation  of  contributions  to  the  American  Medical 
Education  Foundation,  promotion  of  the  use  of 
slogans,  assistance  in  health  drives,  and  establish- 
ment of  medical  economics  bureaus.  The  formation 
of  such  bureaus  was  endorsed  in  principle  by  the 
Council  at  the  request  of  the  public  relations  com- 
mittee. 

The  latest  statistics  on  mediation  committees  and 
emergency  medical  call  services,  compiled  from  re- 
ports of  the  Public  Relations  Bureau’s  field  repre- 
sentatives, present  a bright  picture  of  the  present 
and  an  encouraging  outlook  for  the  future.  In 
order  to  give  a complete  and  accurate  presentation 
of  present  conditions,  the  emergency  medical  call 
service  systems  have  been  divided  into  three  cate- 
gories: service  on  a county-wide  basis,  service  in 
certain  areas  only,  and  service  in  the  planning  stage. 
In  the  first  category,  service  on  a county-wide  basis, 
the  reports  show  that  there  are  now  22  functioning. 
In  the  second  group,  service  in  certain  areas  only,  22 
systems  are  now  in  existence,  and  in  the  third 
classification,  service  in  the  planning  stage,  the  num- 
ber is  three.  The  over-all  total  indicates  that  there 
are  47  emergency  medical  call  systems  actually  in 
operation  or  scheduled  for  operation  in  the  near 
future. 

The  reports  about  mediation  committees  are 
equally  encouraging.  For  practical  purposes,  as  in 
the  breakdown  of  emergency  services,  the  commit- 
tees fall  into  four  groups.  The  number  of  county 
medical  societies  that  have  set  up  formal  mediation 
or  grievance  committees  now  has  reached  42.  Be- 
sides these  formal  groups,  there  are  three  societies  in 
which  the  board  of  censors  functions  as  such  a com- 
mittee and  two  societies  in  which  the  comitia  minora 
assumes  such  a role.  Two  societies  are  planning 
mediation  committees.  Summarizing  the  present 
status  of  mediation  committees,  therefore,  the  re- 
ports show  that  47  county  medical  societies  actually 
have  machinery  for  listening  to  complaints  of  the 
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public  and  two  more  are  in  the  process  of  establish- 
ing similar  groups. 

The  growth  of  medical  economics  bureaus  con- 
trolled by  county  medical  societies,  while  not  so 
extensive  as  those  of  mediation  committees  and 
emergency  services,  is  nevertheless  impressive. 
Such  bureaus  are  now  being  operated  in  four  coun- 
i ties,  three  of  them  directly  operated  by  the  county 
medical  societies,  one  for  the  tricounty  group  of 
Oneida,  Madison  and  Herkimer,  and  one  each  in 
Westchester,  Chemung,  and  Onondaga  Counties. 

The  county  medical  societies  were  aided  in  these 
and  other  activities  not  only  by  the  field  representa- 
tives of  the  Public  Relations  Bureau,  who  visited 
various  county  medical  societies  several  times  in  the 
course  of  the  year,  but  also  by  material  specially 
prepared  by  the  Public  Relations  Bureau.  Among 
these  was  “The  Formation  of  Mediation  Commit- 
tees at  the  County  Level,”  which  was  approved  by 
the  Council  before  distribution  to  the  presidents, 
secretaries,  and  public  relations  chairmen  of  each 
county  medical  society.  In  one  instance,  the  Public 
Relations  Bureau  was  requested  to  supply  more  than 
100  copies  of  this  brochure  to  be  given  to  each  mem- 
ber of  a county  medical  society.  The  purpose  was 
to  allow  the  members  to  study  for  themselves  the 
real  function  of  such  committees  with  the  hope  that 
they  would  be  stimulated  to  form  a mediation  group. 
To  assist  physicians  in  their  dealings  with  news- 
papermen, Mr.  A.  Carl  Messinger  was  designated  to 
prepare  a brochure  on  “How  to  Write  and  Place  a 
News  Release.”  In  cooperation  with  the  New  York 
Telephone  Company,  Mr.  Tracey  wrote  the  four- 
page  leaflet,  “Telephone  Cues  for  Medical  Person- 
nel,” designed  to  help  medical  personnel  meet  the 
problems  they  may  encounter  in  handling  the  tele- 
phone in  a doctor’s  office.  The  Public  Relations 
Bureau  distributed  10,254  copies  of  this  leaflet  and 
received  favorable  comments  on  its  public  relations 
value  fron?  many  parts  of  the  country. 

These  latter  two  publications  were  part  of  a 
specially  prepared  “Public  Relations  Kit  for  County 
Medical  Societies”  distributed  at  the  second  confer- 
ence of  county  medical  society  public  relations  chair- 
men. The  public  relations  department  of  the 
A.M.A.  paid  the  Public  Relations  Bureau  a compli- 
ment when  it  requested  150  copies  of  the  two  book- 
lets as  well  as  the  colored  jacket  and  “What  This  Kit 
Contains.”  The  purpose  of  this  request  was  to 
insert  the  kits  in  the  “PR  Doctor,”  a compilation  of 
outstanding  public  relations  projects  mailed  by  the 
A.M.A.  to  medical  societies  throughout  the  country. 

Conferences  of  Public  Relations  Chairmen. — A 

step  of  great  importance  in  bringing  about  a wider 
appreciation  of  public  relations  objectives  was  taken 
on  February  15,  1951,  when  representatives  from  23 
county  societies  attended  a conference  for  county 
society  public  relations  chairmen.  This  confer- 
ence, the  first  of  its  type  ever  held  by  the  State 
Society,  was  highly  successful  in  achieving  its  pur- 
pose, which  was  mainly  to  permit  a full  and  free  dis- 
cussion of  the  many  current  public  relations  prob- 
lems with  which  various  county  medical  societies  are 
faced.  The  program  consisted  of  discussions  of  the 
public  relations  value  of  emergency  medical  services, 
mediation  committees,  physician  participation  in 
community  activities,  and  medical  economics 
bureaus. 

On  September  13,  1951,  a second  successful  con- 
ference was  held  and  attracted  an  attendance  of 
approximately  30  physicians.  A kit  entitled  “Public 
Relations  Kit  for  County  Medical  Societies”  was 
distributed  to  those  present.  The  kit  contained  a 


collection  of  successful  public  relations  projects  and 
specially  prepared  brochures  compiled  by  the  Public 
Relations  Bureau  as  an  inspiration  and  guide  for  the 
creation  of  new  worth-while  public  relations  activi- 
ties throughout  New  York  State.  One  of  the  many 
important  results  of  this  meeting  was  a plan,  sub- 
sequently approved  by  the  Council,  to  obtain  a list 
of  approximately  5 per  cent  of  each  county  medical 
society’s  members  who  would  be  willing  to  act 
quickly  in  contacting  legislators  and  other  groups 
whenever  the  necessity  arises.  The  Public  Rela- 
tions Committee  carried  out  this  suggestion  by  con- 
tacting county  medical  society  presidents  and  has 
already  received  such  lists  from  more  than  30 
county  medical  societies.  The  available  lists  were 
used  in  alerting  physicians  during  the  legislative 
season. 

Cooperation  with  Executive  Officer. — During  the 
past  year,  the  Public  Relations  Bureau  has  actively 
cooperated  with  the  Executive  Officer  and  the 
Legislation  Committee  in  regard  to  pending  legisla- 
tion. Although  the  policy  of  the  Public  Relations 
Committee  continued  to  be  one  of  refraining  from 
taking  any  action  on  legislative  matters  unless 
called  upon  to  do  so  by  the  Legislation  Committee, 
several  occasions  arose  for  which  the  Public  Relations 
Bureau  was  requested  to  lend  assistance. 

One  of  the  outstanding  examples  of  the  assistance 
lent  in  regard  to  proposed  new  laws  was  the  poll  of 
the  attitude  of  legislators  regarding  the  licensure  of 
chiropractors.  The  field  representatives,  after  con- 
ference with  the  Executive  Officer  and  his  counsel, 
visited  the  counties  in  their  areas  for  the  purpose 
of  contacting  the  county  society  legislation  chairmen. 
These  chairmen  were  personally  asked  by  the  field 
men  to  get  in  touch  with  their  assemblymen  and 
State  senators  to  find  out  how  they  stood  on  chiro- 
practic and  to  report  the  result  of  their  conferences 
to  the  Public  Relations  Bureau.  In  all,  responses 
were  received  from  51  county  medical  societies,  and 
this  information  was  turned  over  to  the  Executive 
Officer  and  his  counsel. 

The  Public  Relations  Bureau,  acting  on  the  re- 
quest of  the  Society’s  Executive  Officer,  also  took 
steps  to  arouse  opposition  to  the  enactment  of  a bill 
that  would  amend  the  Workmen’s  Compensation 
Law  in  relation  to  the  care  of  injured  employes  by 
podiatrists.  The  Public  Relations  Bureau  com- 
municated with  the  presidents,  secretaries,  legisla- 
tion chairmen,  and  public  relations  chairmen  of  the 
component  county  medical  societies  throughout  the 
State,  suggesting  that  they  register  their  opposition 
to  this  proposed  new  law.  The  field  staff  was  in- 
structed to  carry  on  the  campaign  against  the 
podiatrist  bill  by  encouraging  further  communica- 
tions in  their  visits  to  the  various  county  societies. 

Following  the  instruction  of  the  Council  that  the 
Public  Relations  Bureau  publicize  the  Council’s 
endorsement  of  a medical  research-pound  bill  that 
would  permit  the  use  of  unwanted  stray  animals  for 
scientific  experimentation,  the  Bureau  took  several 
steps  to  encourage  passage  of  such  a law.  In  addi- 
tion to  preparing  and  distributing  a special  press  re- 
lease stating  the  Society’s  endorsement,  the  Bureau 
alerted  its  field  men  to  enlist  support  for  the  Metcalf- 
Hatch  Bill  not  only  from  county  medical  societies 
but  especially  from  individual  laymen  and  groups 
outside  the  medical  profession.  In  connection  with 
this  activity,  the  Bureau  worked  closely  with  the 
New  York  State  Society  for  Medical  Research,  spon- 
sors of  the  Metcalf-Hatch  Bill.  The  Bureau,  upon 
request  and  after  consultation  with  the  Executive 
Officer,  supplied  the  State  research  group  with  quan- 
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tities  of  copies  of  the  press  release  concerning  the 
State  Medical  Society’s  endorsement  of  a medical 
research-pound  bill  for  distribution  to  the  State 
legislators.  The  Public  Relations  Committee  gave 
further  support  to  the  Metcalf-Hatch  Bill  through  a 
letter  addressed  to  certain  men  in  the  various  county 
medical  societies. 

The  Bureau  also  implemented  its  activities  carried 
on  in  cooperation  with  the  Executive  Officer  by  pub- 
lishing stories  pertaining  to  the  various  proposed 
laws  in  the  A Tews  Letter  which  called  the  attention  of 
the  more  than  23,000  State  Medical  Society  mem- 
bers to  these  vital  bills. 

Advisory  Committee  to  A.M.A. — In  May,  Mr. 
Frederick  W.  Miebach,  director  of  the  Public  Rela- 
tions Bureau,  was  notified  by  Dr.  George  F.  Lull, 
secretary  and  general  manager  of  the  A.M.A. , that 
he  had  been  selected  to  serve  on  a special  advisory 
committee  to  the  department  of  public  relations  of 
the  A.M.A.  The  committee  is  made  up  of  seven 
men  who  serve  either  as  state  medical  society  execu- 
tive secretaries  or  public  relations  directors  of  medi- 
cal societies  throughout  the  country.  In  his  capac- 
ity as  a committee  member,  Mr.  Miebach  was 
called  to  Chicago  on  five  different  occasions  to  aid 
the  A.M.A. ’s  public  relations  department  in  develop- 
ing its  expanded  program. 

Annual  Meeting. — The  amount  of  publicity  given 
by  the  press  and  radio  to  the  145th  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York 
held  in  Buffalo  April  30  to  May  4,  1951,  indicated 
that  it  was  one  of  the  best  publicized  meetings  ever 
held  by  the  Society.  Several  weeks  in  advance  of 
the  meeting,  the  Public  Relations  Bureau  began  its 
publicity  campaign,  which  included  a special  effort  to 
provide  abstracts  of  the  leading  scientific  papers  in 
news  release  form.  Approximately  two  dozen 
papers  were  digested  and  made  available  to  the 
press,  largely  through  the  efforts  of  field  representa- 
tives specially  assigned  to  this  work.  This  effort 
proved  very  worth  while  as  the  press  made  good  use 
of  these  abstracts,  and  the  net  result  was  wider 
publicity  for  the  scientific  sessions.  Dr.  W.  P. 
Anderton  cooperated  with  the  Public  Relations 
Bureau  by  checking  the  abstracts  to  catch  possible 
errors. 

A number  of  preliminary  releases  as  well  as  several 
special  ones,  such  as  one  devoted  to  the  Session  on 
the  History  of  Medicine,  were  prepared  and  dis- 
tributed prior  to  the  meeting.  There  were  also  two 
sets  of  releases,  one  based  upon  the  doctors  taking 
part  in  the  scientific  programs,  and  the  other  based 
upon  the  physicians  representing  their  county  socie- 
ties in  the  House  of  Delegates,  which  were  sent  to 
newspapers  in  the  counties  in  which  the  participating 
physicians  resided. 

During  the  course  of  the  meeting,  a press  room  was 
operated  for  the  representatives  of  the  Buffalo 
papers  and  the  wire  services.  Special  releases  were 
issued  on  the  election  of  officers  of  both  the  State 
Medical  Society  and  the  Woman’s  Auxiliary,  and 
arrangements  were  made  for  a number  of  pictures, 
including  those  of  the  outgoing  and  incoming  officers. 
Arrangements  also  were  made  for  a radio  appear- 
ance of  President  J.  Stanley  Kenney  on  Station 
WBEN. 

Exhibits. — An  innovation  in  the  Public  Relations 
Bureau’s  exhibit  program  was  the  displaying  at  dis- 
trict branch  meetings  of  an  exhibit  featuring  major 
public  relations  activities  of  the  State  Medical 
Society.  Prepared  by  the  Public  Relations  Bureau, 
the  portable  exhibit,  which  folded  into  a package  of 
suitcase  size,  featured  a large  colored  map  of  the 


State  on  which  were  shown  the  emergency  call  serv- 
ices and  mediation  committees  functioning  at  that 
time.  Bearing  the  title  “Public  Relations  in  Ac- 
tion,” the  display  pointed  out  that  the  Medical 
Society  of  the  State  of  New  York,  through  the  Pub- 
lic Relations  Bureau,  has  stimulated  and  encouraged 
county  medical  societies  to  create  such  activities. 

Following  the  practice  of  the  preceding  year,  the 
Public  Relations  Bureau  designed  and  displayed  an 
exhibit  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  at  Buffalo,  entitled 
“Helping  County  Medical  Societies  Build  Better 
Public  Relations.”  In  addition  to  stressing  the 
value  and  number  of  mediation  committees  and 
emergency  services,  the  display  called  attention  to 
brochures  prepared  by  the  Public  Relations  Bureau 
on  these  subjects  and  showed  samples  of  various 
types  of  printed  literature  offered  by  the  Bureau  to 
the  public. 

Reports  from  officials  at  the  Saratoga  Spa,  where 
the  State  Medical  Society’s  exhibit  entitled  “Serving 
Your  Doctor  To  Better  Serve  You,”  had  been  dis- 
played for  the  second  year,  showed  that  a record- 
breaking  86,174  persons  visited  the  Hall  of  Springs 
during  the  summer.  The  reports  also  indicated  that 
the  exhibit,  prepared  and  erected  by  the  Public 
Relations  Bureau,  was  very  favorably  received  by 
the  public. 

News  Letter. — The  News  Letter  underwent  radical 
changes  as  to  format,  circulation,  and  number  of 
issues  in  1951. 

Beginning  in  March,  the  News  Letter  made  its  bow 
in  a new  format  and  simultaneously  extended  its 
circulation  to  include  every  member  of  the  Medical 
Society  of  the  State  of  New  York.  Including  issues 
prior  to  March  in  the  old  format,  a total  of  ten 
issues  were  mailed  to  the  more  than  23,000  State 
Society  members  and  selected  publications  during 
1951.  This  was  due  to  the  new  policy  of  publishing 
the  News  Letter  once  a month  except  during  the 
summer. 

Under  the  direct  supervision  of  Mr.  Miebach,  the 
editor,  copy  for  the  News  Letter  was  written  by  Mr. 
Tracey.  Members  of  the  field  staff  aided  Mr. 
Tracey  by  submitting  articles  on  county  medical 
society  activities  and  other  items  of  interest  to  the 
medical  profession.  Dr.  George  Schwartz,  a mem- 
ber of  the  Public  Relations  Committee,  reviewed  the 
copy  for  each  issue  before  publication. 

The  purpose  of  the  new  News  Letter  is  to  continue 
to  bring  timely,  concise,  and  accurate  information  to 
the  medical  profession  on  many  matters  of  interest. 
During  1951  it  carried  articles  on  the  issue  of  com- 
pulsory health  insurance,  workmen’s  compensation, 
the  annual  meeting,  actions  of  the  Council,  and 
many  other  important  matters.  It  was  used  also  to 
urge  members  to  implement  the  action  of  the  Coun- 
cil when  that  body  endorsed  certain  proposed  laws, 
such  as  the  medical  research-pound  bill.  A new  fea- 
ture was  the  publication  of  articles  prepared  by  the 
directors  of  various  bureaus  of  the  Medical  Society 
of  the  State  of  New  York,  such  as  workmen’s  com- 
pensation and  medical  care  insurance. 

Liaison  with  Professional  and  Business  Organiza- 
tions.— The  work  begun  in  1950  of  cooperating  with 
business  and  professional  organizations  continued 
during  1951.  The  Public  Relations  Bureau  worked 
with  the  New  York  State  Society  for  Medical  Re- 
search, sponsors  of  the  Metcalf-Hatch  Bill,  providing 
for  experimentation  on  stray  animals,  in  getting  out 
publicity  and  in  marshalling  support  for  the  pro- 
posed law.  The  Bureau  also  cooperated  with  the 
New  York  State  Citizen’s  Council  in  regard  to  the 
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proposed  formation  of  a New  York  State  Citizens 
Health  Council,  one  of  the  purposes  of  which  will  be 
to  stimulate  the  creation  of  health  councils  in  local 
communities  throughout  the  State.  At  the  sugges- 
tion of  Dr.  Carlton  E.  Wertz,  the  Medical  Society  of 
the  State  of  New  York’s  official  representative  to  the 
proposed  State  Health  Council,  the  Public  Relations 
Bureau  worked  with  the  Citizens  Council  in  arrang- 
ing publicity  for  the  preliminary  meeting  to  form 
such  a State-wide  group.  The  Bureau  also  cooper- 
ated with  the  Metropolitan  Life  Insurance  Company 
in  the  promotion  of  “Cheers  for  Chubby,”  a colored, 
animated  film  advocating  weight  reduction.  A 
letter  for  Dr.  J.  Stanley  Kenney’s  signature  was  pre- 
pared recommending  that  motion  picture  theatre 
operators  in  New  York  State  show  the  film.  Also 
prepared  was  a release  stating  that  the  Medical 
Society  of  the  State  of  New  York  had  endorsed  the 
film  and  quoting  Dr.  Kenney  as  its  representative. 
Members  of  the  Bureau  also  attended  a conference 
with  the  executive  director  of  the  Empire  State 
Chamber  of  Commerce  at  the  Cornell  Club. 

Television. — An  active  interest  in  the  future  pos- 
sibility of  television  as  a public  relations  medium  was 
taken  by  the  Public  Relations  Bureau  during  the 
year.  Mr.  Miebach  and  Mr.  Tracey  attended  a 
television  clinic  on  health  education  sponsored  by 
the  A.M.A.  in  New  York  City,  believed  to  be  the 
first  clinic  of  its  kind  ever  held.  The  all-day  meet- 
ing included  discussions  by  high-ranking  representa- 
tives of  television  chains,  government  agencies,  and 
the  medical  and  allied  professions,  as  well  as  the 
showing  of  several  kinescopes  of  actual  television 
programs.  Although  no  final  conclusions  were 
drawn  by  this  pioneering  group,  sufficient  evidence 
was  presented  to  indicate  that  state  and  county 
medical  societies  can  produce  acceptable  live  tele- 
vision programs  on  public  service  time  at 
little  or  no  cost. 

Mr.  Walsh  and  Mr.  Tracey  started  an  investiga- 
tion into  the  possibility  of  the  State  Medical  Society 
putting  on  television  programs  over  New  York  City 
stations.  They  contacted  such  stations  as  WPIX 
(Channel  13)  and  WABD  (Channel  5).  Indications 
were  that  free  time  might  be  obtained  on  a public 
service  basis,  provided  suitable  programs  were 
offered  by  the  State  Medical  Society.  Discussions 
were  also  held  with  the  television  director  of  the  New 
York  City  Safety  Council,  which  has  been  very 
successful  in  presenting  a great  number  of  programs 
on  public  service  time. 

Through  arrangement  made  by  the  Public  Rela- 
tions Bureau,  Dr.  Morris  Weintrob,  a member  of  the 
Subcommittee  on  Cults  of  the  State  Medical  So- 
ciety’s Legislation  Committee,  appeared  on  “Be- 
tween the  Lines,”  a television  program  on  WPIX, 
New  York  City,  on  August  22.  The  telecast  con- 
sisted of  an  informal  discussion  of  chiropractic. 
Attention  is  called  to  the  fact  that  the  Medical 
Society  of  the  County  of  New  York  commenced  a 
television  series  in  February  over  WNBT  entitled 
“Here’s  to  Your  Health.” 

Lectures  in  Medical  Schools. — At  the  last  An- 
nual Meeting  in  Buffalo,  the  House  of  Delegates 
adopted  two  resolutions  pertaining  to  lectures  in 
medical  schools.  One  of  these  directed  that  the 
Public  Relations  Bureau  “make  an  attempt  to 
place  a speaker  in  each  of  the  medical  schools  in  the 
State  for  a lecture  (or  lectures)  on  State  and  county 
medical  society  organization  and  current  medical 
economic  and  public  relations  concepts.”  Both 
resolutions  were  referred  to  the  Council  which  in 
turn  directed  the  Public  Relations  Committee  and 


the  Committee  on  Public  Health  and  Education  to 
carry  out  the  intent  of  these  resolutions. 

The  chairmen  of  both  committees  have  taken 
several  steps  to  effect  the  intent  of  the  resolutions. 
After  giving  the  matter  much  study  because  of  the 
precarious  nature  of  the  problem  involved,  both 
chairmen  decided  that  the  best  preliminary  ap- 
proach was  through  the  doctors  appointed  by  Dr. 
Kenney  as  advisers  to  the  Student  A.M.A.  A 
letter,  therefore,  was  sent  to  the  members  of  the 
advisory  committees  to  the  Student  A.M.A.  units 
at  the  various  medical  schools  throughout  the  State 
explaining  the  action  of  the  House  of  Delegates. 
The  letter  also  asked  for  the  benefit  of  the  student 
adviser’s  opinion  “as  to  what  type  of  speaker” 
should  be  made  available  to  the  local  college  and  for 
his  “recommendations  for  individuals  in  the  local 
area  involved  who  would  be  capable  of  delivering 
such  lectures.” 

With  the  advice  and  consent  of  Dr.  Theodore 
J.  Curphey,  chairman,  Committee  on  Public  Health 
and  Education,  Mr.  Tracey  was  assigned  to  follow  up 
this  letter.  Mr.  Tracey’s  preliminary  investiga- 
tions, including  trips  to  Syracuse  and  Buffalo,  re- 
vealed that  at  least  one  of  the  nine  medical  schools  in 
the  State  conducts  a twelve-hour  course  which  ap- 
pears to  be  in  conformity  with  the  House  of  Dele- 
gates’ mandate.  Another  college  is  reported  to 
give  a series  of  talks  on  medical  economic  matters. 
A third  school  is  receptive  to  such  lectures  to  be  pre- 
pared and  given  by  a representative  of  the  local 
county  medical  society. 

Slow  but  sure  progress  has  been  made  in  carrying 
out  the  mandate  of  the  House  of  Delegates  in  re- 
gard to  lectures  in  medical  schools.  It  is  hoped  that 
by  continuing  along  the  lines  already  established 
more  medical  schools  will  become  receptive  to  the 
inclusion  of  such  lectures  either  in  the  curriculum  or 
as  part  of  the  Student  A.M.A.  activities,  commenc- 
ing with  the  new  school  year  in  September. 

Slogans. — Another  resolution  adopted  by  the 
House  of  Delegates  was  one  in  regard  to  the  pub- 
licizing of  American  medicine  through  the  medium 
of  appropriate  slogans.  The  resolution  stated  that 
such  slogans  “be  publicized  in  detail  through  the 
State  Society’s  News  Letter.” 

In  compliance  with  this  mandate,  the  Public 
Relations  Bureau  drafted  and  published  appropriate 
slogans  in  three  different  issues  of  the  News  Letter, 
spanning  the  period  from  June  to  February.  More 
than  half  a page  was  devoted  to  the  announcement 
of  the  slogan  campaign  and  the  publication  of  the 
first  series  of  suggestions.  In  each  of  the  two  sub- 
sequent issues,  approximately  a quarter  of  a page 
was  given  to  these  slogans. 

Compliments  on  the  plan  to  publicize  American 
medicine  through  the  use  of  slogans  came  from  two 
sources.  Whitaker  and  Baxter,  directors  of  the 
A.M.A.’s  National  Education  Campaign,  expressed 
their  interest  in  the  novel  plan  in  a letter  to  the 
Public  Relations  Bureau.  The  September  issue  of 
Medical  Economics  contained  an  article  entitled, 
“Slogans  Offer  M.D.’s  Ethical  Publicity,”  which 
referred  to  the  fact  that  if  a doctor  did  not  want  to 
compose  slogans,  the  “New  York  State  Medical 
Society  gladly  supplies  a few”  in  the  June  issue  of 
the  News  Letter. 

Liaison  with  Society  Committees. — More  than 
ever  before  the  Public  Relations  Committee, 
through  its  Public  Relations  Bureau,  worked  closely 
with  other  committees  of  the  State  Medical  Society. 
In  addition  to  the  aforementioned  activities  in  co- 
operation with  the  Executive  Officer,  the  Legisla- 
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tion  Committee,  and  the  Committee  on  Public 
Health  and  Education,  the  Public  Relations  Bureau 
cooperated  with  other  groups,  notably  the  Subcom- 
mittee on  Blood  Banks  and  the  Committee  on 
Emergency  Preparedness.  This  was  done  only  upon 
request  and  after  consultation  with  the  proper  per- 
sons. 

After  consultation  with  Dr.  John  J.  Masterson, 
chairman  of  the  Committee  on  Emergency  Pre- 
paredness, the  field  representatives  were  instructed 
to  cooperate  with  Dr.  Masterson ’s  committee  in 
encouraging  the  enrollment  of  physicians  through- 
out the  State  in  their  local  civil  defense  programs. 

At  the  request  of  Dr.  Theodore  J.  Curphey,  chair- 
man, Committee  on  Public  Health  and  Education, 
Mr.  Messinger  was  detailed  to  assist  Dr.  Curphey’s 
committee  in  the  formation  of  a State  association  of 
blood  banks.  Working  closely  with  Dr.  Curphey 
and  Dr.  Lester  J.  Unger,  chairman  of  the  Subcom- 
mittee on  Blood  Banks,  Mr.  Messinger  visited 
representatives  of  blood  banks  in  various  parts  of 
the  State.  As  a result  of  Mr.  Messinger’s  activi- 
ties, plans  were  made  to  hold  a special  meeting  of 
blood  bank  representatives  to  discuss  the  possible 
formation  of  a State-wide  blood  bank  association. 

Mr.  Miebach  attended  a meeting  of  the  chairmen 
on  sections  and  sessions  to  be  held  at  the  1952  An- 
nual Meeting  to  urge  that  all  scientific  papers  be  sub- 
mitted as  early  as  possible  in  order  that  the  Public 
Relations  Bureau  could  properly  digest  them  and 
thereby  be  in  a position  to  give  the  program  the 
best  possible  publicity. 

For  the  purpose  of  gathering  sufficient  information 
to  allow  the  Public  Relations  Bureau  to  publicize 
properly  the  color  telecasting  of  surgical  operations 
at  the  1952  Annual  Meeting,  Mr.  Tracey  sat  in  on  a 
meeting  of  the  Subcommittee  on  Television  of  the 
State  Medical  Society’s  Scientific  Program  Com- 
mittee. 

Los  Angeles  PR  Conference. — Dr.  George 

Schwartz  represented  the  Medical  Society  of  the 
State  of  New  York  at  the  fourth  annual  medical 
public  relations  conference  in  Los  Angeles,  on 
December  2 and  3.  He  took  part  in  a panel  discus- 
sion on  “Joining  Forces  with  Other  Groups.”  Dr. 
Schwartz’s  paper,  “The  Doctor  and  Community 
Affairs,”  was  very  well  received. 

Public  Relations  Session. — The  Public  Relations 
Bureau  worked  closely  with  Dr.  David  Fertig,  chair- 
man of  the  Session  on  Public  Relations,  authorized 
by  the  House  of  Delegates  at  its  1951  Buffalo  meet- 
ing, in  making  preparations  for  presenting  a well- 
rounded,  worth-while  program  at  the  1952  Annual 
Meeting  in  New  York.  Publicity  was  also  given  to 
the  session,  first  of  its  kind  in  the  history  of  the 
Medical  Society  of  the  State  of  New  York,  in  an 
effort  to  induce  as  many  physicians  as  possible  to 
attend. 

Early  American  Doctor’s  Office. — Recognizing 
the  value  of  recreating  the  early  American  doctor’s 
office  at  the  Farmers’  Museum,  Cooperstown,  New 
York,  approved  by  the  1951  House  of  Delegates,  the 
Public  Relations  Bureau  instructed  the  field  staff  to 
cooperate  with  Dr.  Louis  C.  Jones,  director,  New 
York  State  Historical  Society,  in  securing  needed 
equipment.  Particularly  active  and  successful  in 
gathering  materials  was  Mr.  Brown,  field  representa- 
tive for  the  area  in  which  the  doctor’s  office  will  be 
located.  The  Bureau  also  publish  d a story  in  the 
News  Letter  in  which  an  appeal  was  made  for  contri- 
butions of  materials  needed  to  restore  the  office  as 
nearly  as  possible  to  its  1840  condition. 


Survey  on  Meeting  Attendance. — In  an  effort  to 
assist  component  county  medical  societies  in  improv- 
ing attendance  at  their  meetings,  the  Public  Rela- 
tions Committee  requested  the  public  relations 
chairmen  of  each  county  society  to  make  a survey  of 
members  to  determine  the  reasons  for  nonattend- 
ance. To  facilitate  these  surveys,  the  Public  Rela- 
tions Bureau  composed  and  made  available,  free  of 
charge,  to  the  societies  a mimeographed  question- 
naire. More  than  5,000  copies  of  the  questionnaire 
were  sent  upon  request  to  35  county  medical  socie- 
ties. 

The  response  to  this  request  was  excellent  and 
allowed  the  Public  Relations  Committee  to  make  a 
preliminary  analysis,  which  aroused  considerable 
interest  when  presented  at  the  second  conference  of 
county  medical  society  public  relations  chairmen  last 
September.  Some  societies,  in  fact,  already  have 
taken  steps  to  make  their  meetings  conform  to  the 
wishes  of  the  members  expressed  in  the  question- 
naire. 

Since  the  Public  Relations  Committee  felt  that 
the  State-wide  results  of  this  questionnaire  could  be 
of  great  help  to  county  medical  societies,  it  made  a 
second  request  that  the  results  of  the  survey  be  for- 
warded to  the  Public  Relations  Bureau  in  order 
that  a final  report  could  be  made. 

News  Releases. — More  than  250  news  releases 
were  prepared  and  distributed  by  the  Public  Rela- 
tions Bureau  during  the  year.  These  releases 
covered  a wide  and  varied  group  of  subjects,  includ- 
ing the  Woman’s  Auxiliary  nursing  scholarship,  the 
Golden  Anniversary  of  the  Journal,  the  medical 
research-pound  bill,  the  Annual  Meeting,  teen-age 
narcotics  users,  and  the  outstanding  general  practi- 
tioner for  the  year.  The  reaction  of  the  press  to 
these  releases  was  favorable,  particularly  in  Buffalo 
at  the  Annual  Meeting  where  the  specially  excerpted 
scientific  paper  releases  were  very  much  appreciated. 

Publications  and  Printed  Matter. — As  was  to  be 

expected  because  of  the  change  in  plans  of  the 
National  Education  Campaign  to  stress  positive,  con- 
structive activities  rather  than  only  opposition  to 
socialized  medicine,  there  was  a considerable  falling 
off  in  the  number  of  compulsory  health  insurance 
pamphlets  distributed.  Nevertheless,  the  Public 
Relations  Bureau  distributed  26,756  copies  of  “What 
About  the  Doctor  Shortage?,”  a Reader’s  Digest 
reprint;  20,265  copies  of  “Socialized  Medicine  is  No 
Bargain,”  18,905  copies  of  “Government  Medicine — 
Danger  Ahead,”  and  6,000  copies  of  other  pamphlets 
pertaining  to  health  insurance. 

On  the  other  hand,  there  was  considerable  demand 
for  publications  pertaining  to  constructive  public 
relations  projects.  In  addition  to  the  wide  dis- 
tribution of  “Telephone  Cues  For  Medical  Person- 
nel,’’already  mentioned,  theBureau  distributed  7,325 
copies  of  “Doctors  Clean  House,”  a reprint  from  an 
article  in  American  Magazine,  pertaining  to  media- 
tion committees;  6,000  copies  of  “A  Doctor  for 
You,”  A.M.A.  publication,  and  400  copies  of  “I’m  a 
Doctor  and  I’m  Human,”  a Saturday  Evening  Post 
reprint,  presenting  the  physician’s  side  to  many 
controversial  matters  in  a humane  and  entertaining 
manner.  The  sum  total  of  all  literature  distributed 
for  the  public  amounted  to  almost  87,000  pieces. 

There  was  also  a wide  distribution  of  publications 
of  interest  to  a limited  group  of  doctors,  such  as 
county  society  presidents  and  committee  chairmen 
These  included  the  “PR  Kit  for  County  Society 
Chairmen,”  which  contained  “How  to  Write  and 
Place  a News  Release”  as  well  as  the  manual  on 
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“The  Formation  of  Mediation  Committees  on  the 
Local  Level.’’ 

The  Public  Relations  Bureau  is  preparing  other 
brochures  which  it  hopes  to  release  soon.  These  in- 
| elude  one  on  the  services  of  the  State  Society  to  its 
members  which  Mr.  Messinger  is  writing  and  a 
public  relations  blueprint  for  county  medical  socie- 
ties which  Mr.  Tracey  has  worked  on. 

Resolutions. — In  spite  of  the  fact  that  the  inten- 
sive campaign  to  obtain  resolutions  from  various 
types  of  organizations  in  1950  had  almost  exhausted 
any  opportunities  for  further  endorsements  of  medi- 
cine’s opposition  to  compulsory  health  insurance,  the 
Public  Relations  Bureau  continued  its  program, 
under  Mr.  Tracey’s  direction,  to  obtain  such  resolu- 
tions. The  plan  of  action  for  1951  was  of  necessity 
restricted  to  mailing  letters  to  organizations  holding 
conventions  in  New  York  State.  Only  selected 
groups  were  approached  through  this  direct  mail 
campaign.  The  result  was  that  155  letters  were 
addressed  to  key  groups  meeting  in  the  Empire 
State.  Many  letters  were  received  in  response  to 
this  request  although  all  did  not  contain  endorse- 
ments. 

Resolutions,  however,  were  received  from  the 
following: 

New  York  State  Fuel  Merchants  Association, 
Inc.;  Woman’s  Christian  Temperance  Union  of  the 
State  of  New  York;  New  York  State  Sheet  Metal, 
Roofing  and  Air  Conditioning  Contractor’s  Ass’n., 
Inc.;  Joint  Meeting  of  the  Buffalo  Accident  and 
Health  Association,  Inc.,  the  Buffalo  Life  Under- 
writers, Inc.,  Eighth  District  Branch  of  the  New 
York  State  Medical  Society,  and  the  Eighth  District 
Dental  Society;  Queens  County  Bar  Association; 
New  York  State  Society  Daughters  of  the  Union, 
1861-65;  Long  Island  Association  (formerly  Long 
Island  Chamber  of  Commerce);  Dental  Hygienists 
Association  of  the  State  of  New  York,  and  the  Self- 
Insurers  Association. 

This  last  group,  which  lists  on  its  board  of  man- 
agers representatives  from  15  of  America’s  largest 
companies,  forwarded  a certified  copy  of  its  action  to 
each  of  the  New  York  Senators  and  each  of  the  45 
congressmen  of  New  York  State. 

The  Speakers  Service. — The  speakers  service  con- 
tinued to  encourage  the  county  societies  to  form 
active  speakers  bureaus.  Several  letters  were  pre- 
pared directing  the  attention  of  the  members  of  the 
county  society  speakers  bureaus  to  the  necessity  for 
them  to  continue  their  interest  in  the  administra- 
tion’s compulsory  health  insurance  proposals  and 
suggesting  that  they  be  on  the  alert  to  recognize 
activities  of  the  Social  Security  Administration  in 
their  communities. 

Source  material,  including  speeches  and  lists  of 
current  articles,  also  was  made  available.  The 
value  of  the  place  of  radio  and  television  programs  in 
the  promotion  of  speakers  bureaus  likewise  was 
stressed. 

A letter  alerting  county  societies  to  the  need  for 
studying  the  Social  Security  Administration’s 
scheme  for  providing  “free  hospitalization  for  all  per- 
sons over  sixty-five  years  of  age”  also  was  distrib- 
uted. Material  on  this  matter  also  was  gathered, 
but  its  distribution  is  being  postponed  until  the 
administration’s  bill  on  it  is  introduced  into  Con- 
gress. 

A draft  of  a brochure  listing  radio  and  television 
and  films  that  can  be  used  to  supplement  talks  by 
members  of  the  speakers  bureaus  is  in  the  process  of 
preparation. 


Innumerable  requests  for  the  names  of  doctors 
willing  to  speak  to  smaller  groups  on  health  subjects 
have  been  received,  and  material  that  doctors  who 
have  accepted  these  requests  can  employ  in  these 
talks  has  been  made  available  to  them. 

Surveys  indicate  that  requests  from  larger  organi- 
zations for  speakers  on  the  subject  of  socialized 
medicine  are  not  so  frequent  as  in  the  past,  but  re- 
quests for  doctors  to  speak  on  psychiatry  and  psy- 
chology increase  monthly.  However,  requests  by 
smaller  organizations  for  doctors  to  speak  on  the 
social  and  economic  aspects  of  medical  practice  have 
shown  no  decline. 

Innumerable  talks  by  State  and  county  society 
officers,  lay  executives  of  county  societies,  and 
representatives  of  the  State’s  seven  voluntary  medi- 
cal care  plans  have  contributed  tremendously  to  the 
result  of  county  speakers  bureaus. 

On  motion  of  Dr.  George  Schwartz,  a member  of 
the  Public  Relations  Committee,  a letter  was  sent  to 
all  doctors  who  were  known  as  active  public  speakers, 
inviting  them  to  serve  on  a State  speakers  panel. 
There  are  approximately  100  individuals  now  listed 
as  willing  to  speak  to  groups  of  State-wide  and  inter- 
county  memberships.  The  field  representatives  of 
the  Public  Relations  Bureau  also  have  stressed  the 
public  relations  value  of  local  press  reports  on  county 
speakers  bureaus  activities.  A preliminary  survey 
also  was  made  to  determine  what  the  speakers  serv- 
ice could  contribute  to  the  production  of  any  tele- 
vision programs  that  might  be  sponsored  by  the 
State  Society. 

The  speakers  service  continued  to  supply  counsel 
and  materials  to  students  planning  to  debate  the 
subject  of  compulsory  health  insurance. 

The  Woman’s  Auxiliary. — The  Public  Relations 
Bureau  continued  to  assist  the  Woman’s  Auxiliary 
as  requested.  The  major  part  of  this  assistance  was 
provided  during  conferences  between  the  Auxiliary 
president,  other  State  officers  and  State  chairmen, 
and  members  of  the  Public  Relations  Bureau  staff. 
The  subjects  discussed  included  proposed  Auxiliary 
programs  and  the  preparation  of  letters  from  State 
officers  and  State  chairmen  to  corresponding  county 
officers  and  county  chairmen.  Some  of  the  letters 
contained  suggestions  for  the  implementation,  on  a 
county  level,  of  projects  suggested  by  the  State 
Auxiliary.  Others  contained  suggestions  by  which 
county  auxiliaries  might  assist  in  the  execution  of 
county  society  programs  that  were  instituted  as  a 
result  of  the  State  Society’s  recommendation. 

Some  major  activities  in  which  the  Public  Rela- 
tions Bureau  cooperated  with  the  Auxiliary  included 
the  planning  and  preparation  of  material  for  the 
following:  (1)  annual  meeting;  (2)  fall  conference 
of  presidents  and  presidents-elect,  which  featured 
panel  discussions  on  public  relations,  legislation, 
Today’s  Health,  and  program.  During  the  panel 
discussion  on  public  relations,  Dr.  George  Schwartz, 
a member  of  the  State  Society’s  Public  Relations 
Committee,  spoke  on  the  State-wide  public  relations 
program;  Mr.  Miebach  spoke  on  the  activities  of 
the  Public  Relations  Bureau,  and  Mr.  Walsh  on 
public  relations  materials  available  to  county 
auxiliaries;  (3)  publication  of  The  Distaff;  (4)  prep- 
aration of  the  “Ladder  to  Auxiliary  Success,”  and 
(5)  preparation  of  talks  and  material  to  be  used  at 
the  Auxiliary’s  district  meetings. 

Some  of  the  special  projects  which  the  Public 
Relations  Bureau  assisted  the  Auxiliary  with  in- 
clude: (1)  nursing  scholarship  and  recruitment  pro- 
gram; (2)  assembling  material  for  distribution  at 
the  booth  which  the  Auxiliary  conducted  at  the 
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New  York  State  Fair  at  Syracuse;  (3)  Auxiliary 
participation  in  civil  defense,  with  emphasis  on 
enrollment  of  individual  Auxiliary  members  for 
specific  defense  assignments  and  the  preparation  of 
circulars  and  displays  directing  the  public’s  attention 
to  the  need  for  and  contents  of  emergency  kits  for 
home  use;  (4)  Auxiliary  promotion  of  radio  pro- 
grams employing  the  electric  transcriptions  pre- 
pared by  the  American  Medical  Association’s 
Bureau  of  Health  Education,  and  (5)  the  distribu- 
tion of  labor  pamphlets  to  employes  of  industrial 
plants. 

Two  conferences  were  arranged  between  the 
president  of  the  Auxiliary,  the  chairmen  of  the 
Auxiliary’s  public  relations  and  civil  defense  com- 
mittees, Dr.  George  Schwartz,  a member  of  the 
State  Society’s  Public  Relations  Committee,  Mr. 
Miebach,  director  of  the  Public  Relations  Bureau, 
and  Mr.  Walsh,  the  liaison  officer. 

During  these  conferences  preliminary  plans  for  a 
State-wide  health  poster  contest,  to  be  sponsored  by 
the  State  Society,  and  methods  by  which  the 
Auxiliary  could  promote  public  interest  in  defense 
preparations  were  discussed. 

The  Public  Relations  Bureau  is  particularly 
appreciative  of  the  cooperation  received  from  the 
Auxiliary,  on  a county  basis,  in  the  promotion  of 
radio  and  speakers  programs,  the  distribution  of 
the  A.M.A.’s  labor  pamphlets,  and  the  promotion  of 
interest  in  the  Physicians’  Home  and  medical  care 
plans.  The  Public  Relations  Bureau  also  discussed 
the  activities  of  the  special  committees  with  their 
chairmen  and  acted  as  a liaison  between  the  State 
and  metropolitan  defense  authorities  when  the 
Auxiliary  planned  its  defense  activities,  both  as  an 
organization  and  as  individuals. 

The  past  year  has  witnessed  the  growth  of  The 
Distaff,  and,  due  to  the  ingenuity  and  industry  of 
the  editor,  assistance  required  of  the  Public  Rela- 
tions Bureau,  except  in  reviewing  the  contents  for 
policy,  has  been  materially  reduced.  Mailing  of  the 
publication  has  been  handled  through  the  Public 
Relations  Bureau. 

In  cooperation  with  the  chairman  of  the  press  and 
publicity  committee  of  the  Woman’s  Auxiliary,  the 
Bureau  has  endeavored  to  keep  the  Auxiliary  officers 
and  chairmen  informed  of  any  changes  in  the  State 
Society’s  policies  and  of  all  newly  adopted  policies. 

At  the  request  of  State  and  county  officers,  the 
staff  of  the  Public  Relations  Bureau,  Mr.  Miebach, 
Mr.  Walsh,  Mr.  Tracey,  Mr.  Messinger  and  Mr. 
Brown,  attended  Auxiliary  functions  and  discussed 
rograms  of  mutual  interest  to  the  Auxiliary  and  the 
tate  Medical  Society. 

The  Public  Relations  Bureau  appreciates  the 
opportunities  presented  to  it  to  assist  the  Auxiliary 
in  the  attainment  of  its  theme,  adopted  by  the  State 
president,  Mrs.  Harold  B.  Johnson,  “Public  Service 
Through  Health  Education.” 

Public  Relations  Program  for  1952. — Pursuant 
to  a resolution  adopted  by  the  House  of  Delegates 
at  the  1951  Annual  Meeting  that  the  Public  Rela- 
tions Bureau  shall  be  required  to  submit  jointly  with 
the  Public  Relations  Committee  an  outline  of  its  pro- 
posals for  the  ensuing  year  in  its  annual  report,  the 
following  is  submitted: 

PUBLIC  RELATIONS  PROGRAM,  1952 

Introduction. — The  fundamental  objective  of  the 
public  relations  program  of  the  Medical  Society  of 
the  State  of  New  York  is  to  win  the  good  will  of  the 
people  of  the  State  for  the  medical  profession  and  to 
enhance  the  esteem  in  which  physicians  are  held. 


Such  a program  also  seeks  to  extend  medical  knowl- 
edge, to  promote  the  betterment  of  public  health, 
and  to  direct  public  opinion  into  those  channels  most 
productive  of  better  medical  care  for  the  public. 
While  this  program  includes  continued  active  opposi- 
tion to  compulsory  health  insurance,  emphasis  is 
placed  upon  a positive  approach  for  creating  good 
will  through  constructive  activities. 

Objectives. — (1)  To  gain  the  support  of  the  pub- 
lic and  to  cultivate  a favorable  attitude  toward  the 
individual  doctor  and  his  State  and  county  medical 
society;  (2)  to  resist  a drift  toward  socialism,  such  as 
proposals  to  adopt  a system  of  national  health  insur- 
ance, and  to  promote  instead  sound  voluntary  pre- 
payment health  insurance;  (3)  to  develop  con- 
stantly improving  relationships  between  the  physi- 
cian and  the  patient,  and  (4)  to  stimulate  and 
encourage  county  medical  societies  to  work  closely 
with  the  State  Society  in  the  development  of  effec- 
tive public  relations  programs. 

The  Program  in  Operation 

I.  Maintenance  of  Information  and  Publicity 
Service 

A.  For  the  public 

1.  Press — news  releases,  photos,  in- 
terviews, special  articles 

2.  Radio — “live”  programs,  platters 

3.  Television — place  physicians  on 
established  programs 

4.  Magazines — work  with  science 
writers 

5.  Other  media — house  organs,  films, 
displays,  exhibits,  direct  mail,  bul- 
letins, pamphlets 

B.  For  the  profession 

1.  Monthly  News  Letter 

2.  Special  mailings — ideas  and  sug- 
gestions 

3.  Kits  for  county  public  relations 
chairmen 

4.  Publicity  service  to  committees 
and  bureaus 

II.  Public  Service  Projects 

A.  Continued  efforts  to  promote  establish- 
ment throughout  the  State  of: 

1.  Emergency  medical  call  systems 

2.  Mediation  committees 

3.  Medical  economics  bureaus 

B.  Development  of  additional  projects, 
such  as: 

1.  Health  councils 

2.  Community  clinics 

3.  Cooperation  with  civil  defense 

4.  Special  projects  of  a local  charac- 
ter 

III.  Promotion  of  Voluntary  Health  Insurance 
Plans 

A.  Continuous  campaign  to  win  the  in- 
creasing support  of: 

1.  The  public 

2.  The  medical  profession 

B.  Continuous  resistance  to  national  health 
insurance. 

IV.  Speakers  Service 

A.  Provide  speech  materials  and  aides 

B.  Serve  as  clearing  house  for  ideas 

C.  Arrange  for  interchange  of  speakers 
among  counties 

V.  Liaison  with  Other  Committees  and  Bureaus 

A.  Legislation  Committee — cooperation, 
when  requested,  on  important  legisla- 
tion matters. 

B.  Public  Health  and  Education  Commit- 
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tee — publicity  for  postgraduate  educa- 
tion program  and  other  activities;  as- 
sistance in  blood  bank  program  and  in 
the  education  of  medical  students  in 
medical  economics  and  public  relations 
concepts 

C.  Other  committees 

D.  Bureau  of  Workmen’s  Compensation 

E.  Bureau  of  Medical  Care  Insurance 

VI.  Liaison  with  State  Organizations 

A.  Health  and  welfare  agencies 

B.  Professional  and  business  associations 

VII.  Health  Education 

A.  Weekly  health  column 

B.  Radio 

VIII.  Public  Relations  and  Individual  Physician 
Members 

A.  Promote  the  discussion  of  fees  with 
patients,  itemizing  of  bills,  explanation 
of  specialist’s  services,  and  other  public 
relations  phases  of  medical  economics 

B.  Inform  members  of  basic  public  rela- 
tions concepts  to  improve  doctor-pa- 
tient relationships 

C.  Publish  new  brochure  for  members, 
“You  and  Your  State  Medical  Society.” 

D.  Encourage  participation  by  physicians 
in  community  affairs 

E.  Stimulate  members  to  take  part  in 
medical  society  activities 

IX.  Woman’s  Auxiliary 

A.  Continue  close  cooperation  with  Auxili- 
ary 

B.  Assist  with  new  projects: 

1.  School  poster  contest 

2.  Cooperation  with  civil  defense 

X.  Field  Representatives 

A.  Implement  State  public  relations  pro- 
gram on  county  level 

B.  Integrate  State  and  county  society 
public  relations  activities 

C.  Give  counsel  to  county  societies  in  de- 
veloping public  relations  programs 

D.  Perform  special  services  for  county 
societies,  e.g.,  news  releases 


PART  XII 
MISCELLANEOUS 

Nursing  Education 

The  Committee  on  Nursing  Education  during  the 
past  year  consisted  of : 

Elton  R.  Dickson,  M.D.,  Chairman.  .Binghamton 

John  M.  Hanford,  M.D New  York  City 

Norman  S.  Moore,  M.D Ithaca 

Your  Committee  on  Nursing  Education  has 
continued  to  function  since  the  last  meeting  of  the 
House  of  Delegates  in  Buffalo  and  has  attempted  to 
represent  your  Society  at  every  possible  opportunity 
to  promote  liaison  between  the  nursing,  medical, 
and  hospital  associations. 

In  furtherance  of  this  objective  your  committee 
met  on  January  10,  1952,  with  the  other  agencies 
represented  on  the  Coordinating  Council  of  Nursing 
Problems.  We  are  happy  to  report  that  all  members 
of  the  Council  were  ably  represented,  and  it  was 
the  consensus  of  opinion  of  those  present  that  such 
meetings  offer  an  excellent  forum  for  discussion  and 
interchange  of  information  regarding  mutually 
perplexing  problems. 

The  nurse  shortage  is  a matter  which  besets 


hospitals,  doctors,  and  nurses  alike.  Many  nurses 
complain  that  they  are  overworked,  the  Federal 
hospitals  are  draining  away  an  increasing  number 
of  general  nurses,  and  there  is  lack  of  proper  teacher 
personnel.  Job  satisfaction,  rather  than  a purely 
monetary  solution,  is  given  top  priority  in  dis- 
cussions directed  toward  solving  this  important 
subject.  The  nurse  associations  have  established 
free  counselling  services  for  their  members  to  guaran- 
tee a better  distribution  of  nurses,  by  having  a 
district  national  organization.  From  its  inception 
in  New  York  State  in  1946,  this  free  personnel 
service  has  spread  to  30  states  with  national  offices 
in  Chicago,  where  a master  file  has  been  established. 
In  addition,  administrators  are  of  the  opinion  that 
nurses  should  be  granted  a greater  voice  in  their 
working  conditions. 

To  augment  the  number  of  nurse  graduates,  the 
two-year  basic  plan  is  still  being  suggested  with 
provision  for  further  educational  requirements  for 
those  planning  to  engage  in  supervising,  executive, 
or  teaching  fields.  Advisory  committees  are  pres- 
ently considering  this  problem,  but  progress  will 
necessarily  be  slow,  as  large  numbers  of  individuals 
are  involved  and  there  is  no  desire  to  upset  suddenly 
the  entire  nursing  program. 

The  Women’s  Auxiliary  has  been  cited  for  its 
efforts  in  assisting  in  the  recruitment  of  candidates 
for  the  nursing  profession.  Practical  nurses  are 
urging  that  they  be  allowed  to  play  a larger  role  in 
hospital  practice,  citing  efforts  by  their  officers  to 
secure  licensure  which  guarantees  that  these  in- 
dividuals are  capable  of  assuming  responsibilities 
previously  denied  them.  In  the  team  concept  of 
nursing,  the  two  divisions  of  nurses  can  find  means 
through  mutual  respect  to  assist  each  other.  There 
is  definitely  a trend  toward  utilization  of  the  practi- 
cal nurse  in  hospital  procedures,  one  administrator 
stating  that  40  per  cent  of  his  nurses  are  practicing 
with  this  designation. 

Through  the  medium  of  this  Coordinating  Coun- 
cil meeting,  agreement  was  met  for  liaison  between 
all  agencies  in  their  legislation  efforts.  This  is  an 
important  development  of  these  conferences,  and 
it  promises  a closer  understanding  in  the  future. 
Each  participating  agency  will  welcome  information 
regarding  legislation  which  affects  other  agencies 
or  the  public  welfare.  It  is  hoped  that  this  will 
prove  helpful  and  strengthen  the  efforts  of  our 
executive  officer  and  his  associates  in  their  contacts 
with  the  legislature.  Association  of  this  type 
enables  us  to  present  a united  front  and  give  the 
public  a clear  picture  of  our  objectives. 

The  attention  of  your  committee  has  been  directed 
towards  a re-evaluation  of  the  role  to  be  played  by 
the  professional  nurse  in  intravenous  therapy. 
This  question  has  assumed  considerable  importance 
because  of  a possible  emergency  and  the  feeling 
that  present  defense  personnel  would  be  sadly 
lacking  in  mass  disaster.  There  exists  the  legal 
opinion  of  the  Attorney  General  of  April  16,  1942, 
which  states,  “For  purposes  of  application  of  the 
Education  Law,  the  practice  of  the  administration 
of  intravenous  medication  may  not  be  delegated  to 
nurses  by  graduate  physicians.”  He  did,  however, 
admit  the  possibility  of  specially  trained  registered 
nurses  administering  intravenous  medication  under 
supervision  and  order  of  graduate  physicians  in 
cases  of  extreme  emergency,  but  in  no  instances 
should  minor  operations  such  as  incision  to  reach 
a vein  be  allowed. 

Mr.  Milton  Alpert,  counsel  to  the  New  York 
State  Civil  Defense  Commission,  prepared  a memo- 
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randum  on  June  19,  1951,  regarding  the  administra- 
tion of  parenteral  injections  by  persons  other  than 
physicians,  where  such  injections  are  required  be- 
cause of  injuries  received  during  an  “attack.”  He 
feels  that  the  Civil  Defense  Act  contemplates  that 
nurses  and  other  auxiliary  medical  personnel  be 
trained  to  perform  this  service  under  a physician’s 
direction.  He  also  suggests  that  this  training  be 
coupled  with  the  blood  procurement  program.  On 
August  13,  1951,  Mr.  Charles  A.  Brind,  Jr.,  counsel 
to  the  New  York  State  Education  Department, 
suggested  that  since  part  of  the  function  of  nurses 
is  to  carry  out  treatments  and  medication  as  pre- 
scribed by  a licensed  physician,  and  under  his  super- 
vision, the  technic  of  giving  such  injections  might 
well  be  taught  in  the  nursing  schools.  Furthermore, 
the  State  Health  Department  through  its  office  of 
medical  defense  is  preparing  a “Training  Guide  for 
Teaching  Nurses  Venipuncture  and  Intravenous 
Therapy.” 

This  matter  was  thoroughly  considered  by  this 
Coordinating  Council,  and  it  was  agreed  to  recom- 
mend that  the  Attorney  General  reconsider  his 
1942  opinion.  The  registered  nursing  association 
and  the  State  Health  Department  will  undoubtedly 
join  this  movement. 

Your  Committee  on  Nursing  Education  has 
attempted  through  its  activities  to  present  medi- 
cine’s cause  in  a favorable  light  to  our  allied  pro- 
fessional groups  and  to  gain  a more  complete  under- 
standing of  our  common  problems.  This  year  all 
members  of  the  Coordinating  Council  on  Nursing 
Problems  found  a closer  agreement  than  ever  before 
on  how  to  work  together.  The  closing  note  was 
one  of  mutual  respect  and  anticipation  of  closer 
liaison  in  the  future. 

Woman’s  Auxiliary 

The  Council  Advisory  Committee  on  Woman’s 
Auxiliary  consists  of  the  following: 

Walter  W.  Mott,  M.D.,  Chairman. . White  Plains 


Carlton  E.  Wertz,  M.D Buffalo 

Charles  D.  Post,  M.D Syracuse 


The  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  began  its  year  bv  publish- 
ing all  suggested  programs  of  the  State  officers  and 
chairmen  in  the  1951-1952  “Ladder  to  Auxiliary 
Success.”  This  48-page  booklet  was  distributed 
at  the  annual  fall  conference  of  county  presidents 
and  presidents-elect,  held  at  West  Point,  in  October, 
1951.  At  this  conference,  more  than  120  State 
and  county  officers  and  chairmen  reviewed  the 
suggested  programs  and  discussed  means  of  imple- 
menting them  in  the  different  counties. 

Some  insight  into  the  wide  range  of  projects  our 
Auxiliary  undertakes  will  be  gained  from  a review 
of  the  subjects  discussed  at  the  conference. 

During  a panel  on  public  relations,  papers  were 
presented  on  voluntary  medical  care  plans,  speakers 
bureaus,  diabetic  clinics,  State  and  county  fair 
exhibits,  radio  programs,  nurse  scholarships  and 
nurse  recruitment,  and  civil  defense. 

Under  the  general  subject  of  legislation,  bills 
affecting  medical  education,  free  choice  of  physician, 
compulsory  health  insurance,  animal  research,  and 
chiropractic  were  discussed.  A separate  group  also 
studied  methods  of  presenting  round  table  dis- 
cussions on  these  subjects  in  local  communities. 
This  is  part  of  the  Auxiliary’s  plan  to  create  public 
interest  in  and  support  for  the  medical  profession’s 
position  on  important  legislative  bills. 

The  president,  Mrs.  Harold  B.  Johnson,  of 
Buffalo,  has  travelled  extensively  throughout  the 


country  and  the  State.  Mrs.  Johnson  attended 
eight  district  branch  meetings  and  at  the  ninth  was 
represented  by  Mrs.  Thomas  M.  d’Angelo,  first 
district  councillor.  During  her  talks  at  these  meet- 
ings, the  president  demonstrated  the  Auxiliary’s 
intrinsic  value  to  the  medical  profession  and  illus- 
trated some  of  the  advantages  Auxiliary  member- 
ship bestows  both  on  the  physician  and  his  wife. 

During  the  past  year,  the  Auxiliary  has  organized 
one  new  county,  has  begun  negotiations  for  three 
more,  and  looks  forward  to  bringing  two  disbanded 
county  auxiliaries  back  into  the  active  fold. 

All  county  auxiliaries  are  participating  in  civil 
defense.  As  organizations,  some  have  accepted 
specific  assignments  from  the  local  defense  author- 
ities, including  the  formation  and  staffing  of  the 
information  and  registration  sections  of  the  county 
medical  defense  units.  Others  have  begun  prelimi- 
nary surveys  in  preparation  for  assisting  and  re- 
cruiting young  people  for  training  in  various  blood 
services.  The  Auxiliary  also  plans  to  assist  in 
publicizing  by  circulars  and  displays  the  contents 
of  suggested  emergency  kits  for  home  use.  Some 
county  auxiliaries  are  also  assisting  county  chairmen 
in  enrolling  doctors  in  civil  defense  units.  To  do 
this,  the  ladies  have  undertaken  to  be  deputy  com- 
missioners of  deeds. 

Other  Auxiliary  activities  include  the  promotion 
of  voluntary  medical  care  insurance,  obtaining 
subscriptions  to  Today’s  Health,  raising  contribu- 
tions for  the  American  Medical  Education  Founda- 
tion, and  training  doctors’  wives  to  be  prepared  to 
discuss  the  compulsory  health  insurance  issue. 
Almost  every  county  auxiliary  and  every  member 
contributes  to  the  Physicians’  Home.  It  is  also  to 
be  noted  that  our  Auxiliary  was  the  first  to  become  a 
member  of  the  World  Medical  Association. 

Three  special  Auxiliary  projects  undertaken  this 
year  include  the  erection  and  staffing  of  an  exhibit 
booth  at  the  New  York  State  Fair,  held  at  Syracuse 
in  September,  1951.  The  exhibits  at  this  booth 
stressed  available  medical  care  insurance  and  the 
nation’s  need  tor  nurses.  The  Auxiliary  has  never 
relaxed  its  efforts  to  help  recruit  young  women  to 
study  nursing.  During  the  past  five  years,  it 
has  raised  some  -140,000  and  financially  assisted 
more  than  109  young  women  to  attend  nursing 
schools. 

The  Auxiliary’s  newest  project  is  a health  poster 
contest,  which  will  be  open  to  all  students  of  primary 
and  secondary  schools  in  New  York  State.  The 
final  award  in  this  contest  will  be  made  at  the 
1953  Annual  Meeting.  This  project  is  to  be  carried 
out  in  close  cooperation  with  the  Public  Relations 
Bureau. 

The  Auxiliary’s  publication,  The  Distaff,  has 
continued  to  grow  both  in  size  and  influence.  Each 
page  of  The  Distaff  promotes  inspiration  and  en- 
thusiasm in  Auxiliary  work.  Some  of  the  articles 
have  been  of  such  caliber  that  they  have  been  re- 
printed in  the  county  society  bulletins.  Much  of 
the  credit  for  The  Distaff’s  growth  must  be  given  to 
Mrs.  Adolph  H.  Emerson,  the  editor.  A little, 
however,  must  be  given  to  the  State  Society  for  its 
financial  support.  Your  committee  believes  that 
every  doctor  should  make  certain  that  his  wife  has 
access  to  The  Distaff. 

The  Auxiliary  also  has  offered  to  assist  the  count}1' 
medical  societies  in  placing  the  electric  transcrip- 
tions prepared  by  the  American  Medical  Associa- 
tion’s Bureau  of  Health  Education  on  local  radio 
stations.  It  volunteered  to  distribute  copies  of  the 
American  Medical  Association’s  labor  pamphlets 
to  every  industrial  establishment  in  the  State. 
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The  legislation  committee  has  also  provided  each 
Auxiliary  member  with  a card  containing  the  name 
and  address  of  each  of  the  local,  Federal,  and  State 
legislators  and  has  devised  a special  telephone 
system  for  making  contact  with  county  auxiliary 
chairmen  whenever  the  State  committee  on  legisla- 
tion seeks  its  cooperation  in  having  letters  written 
to  any  branch  of  the  legislature. 

Due  to  the  great  increase  in  the  number  of  married 
medical  students,  auxiliaries  in  counties  in  which 
there  are  medical  schools  are  offering  programs  of 
special  interest  to  the  wives  of  medical  students. 

Individual  county  auxiliaries  have  also  accom- 
plished great  work  in  supplementing  the  public 
relations  programs  and  objectives  of  the  county 
societies.  All  are  eager  to  do  so  if  they  are  but 
asked. 

The  Auxiliary  is  indebted  to  the  Council  and  the 
House  of  Delegates,  and  through  them  to  each 
member  of  the  State  Society,  for  the  support  given 
to  its  programs,  especially  in  repeating  a State 
Fair  exhibit  and  in  sponsoring  the  poster  contest. 
It  is  also  appreciative  of  the  cooperation  received 
from  the  legislation  and  public  relations  committees 
for  the  valuable  guidance  they  have  provided.  It 
is  also  indebted  to  the  Public  Relations  Bureau  and 
its  staff,  particularly  Mr.  Frederick  Miebach,  the 
director,  and  Mr.  Thomas  E.  Walsh,  for  both  the 
tangible  and  intangible  assistance  received. 

Your  committee  believes  that  the  Auxiliary 
should  be  encouraged  to  broaden  the  scope  of  its 
activities  and  recommends  that  the  county  auxili- 
aries’ efforts  to  supplement  the  work  of  the  county 
societies  be  acknowledged  more  frequently.  Your 
committee  also  recommends  the  county  societies 
make  greater  use  of  the  latent  value  of  Auxiliary 
programs.  We  are  all  conscious  of  the  urgent 
need  for  employing  every  facility  available  to  in- 
form the  public  of  the  reasons  why  medicine  takes 
the  position  it  does  on  certain  public  issues,  and 
your  committee  can  think  of  no  facility  better 
equipped  to  help  us  in  this  work  than  our  Auxiliary. 

Finally,  your  committee  wishes  to  thank  Mrs. 
Harold  B.  Johnson,  State  president,  and  through 
her  each  of  her  officers  and  committee  chairmen 
and  Auxiliary  members,  for  the  time  and  energy, 
often  at  great  sacrifice,  they  employed  to  promote  a 
better  understanding  of  medicine.  Your  committee 
also  believes  that  they  deserve  much  credit  for 
the  good  will  their  activities  have  earned  for  the 
medical  profession  throughout  New  York  State. 

Office  Administration  and  Policies 

The  Committee  on  Office  Administration  and 
Policies  consists  of  the  following : 

Fenwick  Beekman,  M.D.  Chairman 


New  York  City 

W.  P.  Anderton,  M.D New  York  City 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

George  W.  Kosmak,  M.D New  York  City 

Laurance  D.  Redway,  M.D Ossining 


Your  committee  has  met  regularly  each  month 
during  the  past  year,  with  the  exception  of  July  and 
August.  As  reported  last  year,  because  the  person- 
nel of  the  Publication  Committee  is  almost  identical 
with  that  of  the  Committee  on  Office  Administration 
and  Policies,  it  has  been  found  practical  to  hold  these 
meetings  on  the  same  day  each  month.  During 
1951,  regular  meetings  were  held  each  month  except 
July  and  August.  It  was  necessary  to  hold  one 
special  meeting  during  the  year. 

Your  committee  is  responsible  for  the  clerical 
staff  as  well  as  the  usual  and  general  operation  of  the 


clerical  work  met  with  in  an  organization  such  as 
ours.  At  first  glance,  the  work  of  the  committee  may 
appear  not  to  be  too  important.  It  is  concerned  with 
employments,  promotions,  and  separations  as  per- 
taining to  the  clerical  staff,  as  well  as  salaries  re- 
lated thereto.  It  is  concerned  with  the  needs  of  the 
office  whether  it  be  the  study  of  a particular  pro- 
cedure or  the  purchase  of  an  expensive  item  of 
equipment.  In  order  to  be  informed  and  kept 
abreast  of  current  situations  and  problems,  your 
chairman  has  found  it  necessary  to  have  informal 
meetings  on  the  average  of  once  a week  with  the 
secretary  and  the  office  manager. 

Because  of  the  prompt  action  which  the  commit- 
tee has  taken  on  problems  as  they  arose,  the  work  of 
the  clerical  staff  has  been  simplified  during  the  past 
year. 

The  Society  employs  some  50  clerical  employes, 
most  of  whom  are  responsible  to  the  committee 
through  the  secretary  and  office  manager.  The 
problems  are  many  and  varied.  The  committee 
passed  on  all  salary  increases  for  these  employes.  It 
sets  up  various  procedures  in  connection  with  per- 
sonnel administration.  It  approves  the  employment 
of  all  clerical  help. 

Office  Space. — Because  the  offices  of  the  Society 
are  to  move  this  spring,  the  committee  has  the  re- 
sponsibility of  setting  up  a floor  plan  for  Council  ap- 
proval. At  present,  this  work  is  in  process.  In  con- 
nection with  this  particular  job  will  be  that  of  the 
actual  moving.  It  is  our  hope  and  intention  that  all 
of  this  will  be  accomplished  with  the  least  incon- 
venience to  everybody  concerned. 

Miscellaneous. — Because  of  additional  work 
taken  on  by  our  mailroom,  it  was  found  necessary  to 
purchase  a bundle  tying  machine.  This  has  facili- 
tated the  job  of  large  mailings  to  the  membership. 

The  committee  during  the  year  has  given  due  at- 
tention to  the  problem  of  lateness  and  absenteeism 
on  the  part  of  the  staff. 

A study  was  made  to  determine  whether  our  pres- 
ent \ acation  policy  should  be  changed. 

The  usual  employes’  Christmas. party  was  held  on 
December  21  at  the  Hotel  Statler,  New  York  City. 

The  office  manager  was  appointed  to  be  secretary 
to  the  committee. 

This  report  would  not  be  complete  without  a word 
of  commendation  and  recognition  of  our  staff.  With- 
out a doubt,  an  excellent  spirit  prevails.  The  com- 
mittee expresses  its  appreciation  to  Mr.  William 
Bonzer,  head  of  our  mailroom,  to  Mrs.  Anna  Iloetger 
head  of  the  membership  department,  and  to  the 
various  members  of  these  departments  as  well  as  to 
the  staff  of  the  general  office  and  the  accounting  de- 
partment. 

This  committee  is  composed  of  representatives 
from  the  Board  of  Trustees  and  the  Publication 
Committee  and  the  secretary  and  treasurer  of  the 
Society.  It  is  recommended  that  the  committee  in 
the  future  be  composed  of  one  trustee,  the  treasurer, 
the  secretary,  and  two  councillors. 

History  of  the  Medical  Society  of  the  State 
of  New  York 

The  Special  Committee  on  History  of  the  Medical 
Society  of  the  State  of  New  York  consists  of: 

Frederic  D.  Zeman,  M.D.,  Chairman 


New  York  City 

Nathan  B.  Van  Etten,  M.D Bronx 

W.  P.  Anderton,  M.D New  York  City 

Laurance  D.  Redway,  M.D. Ossining 

Claude  E.  Heatqn^M.'D New  York  City 
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ANNUAL  REPORTS 


(N.  Y.  State  J.  M. 


We  have  the  honor  to  submit  herewith  the  an- 
nual report  of  the  Special  Committee  on  History  of 
the  Medical  Society  of  the  State  of  New  York,  cover- 
ing the  period  from  July  1,  1951,  to  February  1, 
1952.  The  activities  may  be  divided  into  two  large 
areas:  (1)  planning  for  the  preparation  of  a history 
of  the  Society’s  first  one  hundred  fifty  years,  the 
anniversary  year  being  1956,  and  (2)  cooperation 
with  Dr.  Louis  C.  Jones,  director  of  the  Farmers’ 
Museum,  Cooperstown,  in  the  securing  of  materials 
to  furnish  the  country  doctor’s  office  in  the  Farmers’ 
Museum. 

As  regards  the  preparation  of  the  history  of  the 
Society’s  first  one  hundred  fifty  years,  the  com- 
mittee believes  this  to  be  a serious  undertaking 
which  should  be  carried  out  with  full  realization  of 
all  its  implications.  The  work  should  be  done  by  a 
competent,  professional  historian,  or  failing  this,  a 
physician  with  experience  in  the  field  of  history,  and 
should  be  conceived  as  being  a history  of  the  Society 
in  relation  to  the  growth  and  development  of  the 
Society  as  a whole  rather  than  simply  a chronicle  of 
periodic  meetings,  scientific  programs,  and  election 
of  new  officers.  The  committee  has,  however,  sub- 
mitted a tentative  budget  for  the  year  1952  of 
$3,600  to  cover  the  expenses  of  a preliminary  survey 
of  the  field  by  a competent  historian  working  part- 
time  at  about  $250  a month,  the  remainder  of  the 
money  to  be  expended  for  secretarial  and  other  serv- 
ices. The  committee  wishes  to  remind  the  Council 
that  there  will  be  additional  budgetary  outlays 
necessary  for  1953,  1954,  and  1955,  probably  exceed- 
ing each  year  the  amount  specified  for  1952.  There 
will,  of  course,  also  be  the  cost  of  printing  and  bind- 
ing when  the  manuscript  is  prepared,  presumably  in 
plenty  of  time  before  the  anniversary  meeting.  It 
will,  of  course,  be  for  the  Council  to  decide  whether 
the  volume  is  to  be  distributed  without  charge  to 
members  or  is  to  be  charged  at  cost  or  at  a nominal 
profit.  The  committee  trusts  that  it  will  be  able  to 
start  its  preliminary  survey  as  soon  as  possible. 

The  Farmers’  Museum  at  Cooperstown  is  attempt- 
ing to  reproduce  the  life  of  central  New  York  before 
1840  and  has  already  installed  many  such  exhibits, 
notable  among  which  is  the  country  lawyer’s  office, 
generously  sponsored  by  the  Bar  Association  of  the 
State.  The  appeal  of  Dr.  Louis  C.  Jones,  director  of 
the  Farmers’  Museum,  for  the  cooperation  of  the 
Medical  Society  of  the  State  of  New  York  was  re- 
ferred to  this  committee.  Through  the  courtesy  of 
Dr.  Laurance  D.  Redway,  a member  of  the  com- 
mittee, Dr.  Jones’  letter  to  the  chairman  was  pub- 
lished in  full  in  a September  issue  of  the  New  York 
State  Journal  of  Medicine.  In  addition,  the 
chairman  approached  the  librarian  and  the  library 
committee  of  the  New  York  Academy  of  Medicine 
for  such  duplicate  books  as  the  library  might  have 
which  would  fit  into  the  country  doctor’s  office. 
Miss  Janet  Doe,  the  librarian,  and  members  of  the 
library  committee  were  cooperative  in  this  matter, 
and  a number  of  fine  old  books  in  good  condition 
were  sent  to  Dr.  Jones.  More  recently,  Mr.  Town- 
send Brown,  public  relations  field  representative  of 
the  State  Society,  has  become  interested  in  this  mat- 
ter and  had  an  appeal  for  furniture  and  equipment 
for  the  country  doctor’s  office  inserted  in  the  News 
Letter.  This  has  been  more  productive  than  any 
other  effort  to  date,  and  books  and  other  material 
have  been  offered  to  the  chairman  who  is  in  com- 
munication with  Dr.  Jones  about  their  desirability. 
The  committee  intends  to  take  an  active  interest  in 
this  matter  and  will  keep  the  Council  informed  of  its 
activities. 


Convention 

The  Council  Committee  on  Convention  consists 
of  the  following  members: 

Thurman  B.  Givan,  M.D.,  Chairman..  .Brooklyn 

Harold  B.  Davidson,  M.D New  York  City 

Henry  I.  Fineberg,  M.D Jamaica 

W.  P.  Anderton,  M.D.,  ex  officio.  .New  York  City 
The  145th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Hotel  Statler,  Buffalo,  from  April  30  through  May  4, 

Registration. — Almost  2,500  registrations  were 
recorded.  The  statistics  were  as  follows: 


Physicians ......  1 , 609 

Guests  (medical  students, 

interns,  nurses,  others) 538 

Exhibitors  (technical) 335 


Total  2,482 


House  of  Delegates. — The  House  of  Delegates 
met  in  the  ballroom,  which  is  large  enough  to  provide 
adequate,  comfortable  facilities.  They  voted  to 
change  the  Session  on  General  Practice  to  a Section 
and  also  to  establish  a new  Session  on  Public  Rela- 
tions. 

Scientific  Program. — The  scientific  program  was 
planned  by  Dr.  Alfred  P.  Ingegno,  chairman  of  the 
Subcommittee  on  Scientific  Program,  and  the  chair- 
men of  the  sections  and  sessions.  Dr.  Ingegno  was 
also  responsible  for  and  presided  at  the  two  general 
sessions.  Several  of  the  sections  combined  for  meet- 
ings— medicine  with  surgery,  industrial  medicine 
and  surgery  with  neurology  and  psychiatry.  These 
were  well  attended.  Approximately  120  papers  were 
read,  and  there  were  several  symposia,  panel  discus- 
sions, a fracture  conference,  and  an  x-ray  film  read- 
ing session. 

Teaching  Day. — The  program  for  Teaching  Day 
was  arranged  under  the  direction  of  Dr.  Theodore  J. 
Curphey,  chairman  of  the  Committee  on  Public 
Health  and  Education.  There  were  two  panel  dis- 
cussions, one  on  “The  Doctor,  the  Hospital,  and  the 
Community”  and  the  other  on  “Civil  Defense.” 
The  latter  was  arranged  with  the  cooperation  of  the 
New  York  State  Department  of  Health. 

Scientific  Exhibits. — Over  30  scientific  exhibits 
were  accepted  by  Dr.  Alfred  H.  Noehren,  chairman 
of  the  Subcommittee  on  Scientific  Exhibits.  These 
were  well  attended. 

The  Scientific  Awards  Committee  selected  the 
following  exhibits  for  distinction,  and  the  House  of 
Delegates  voted  awards. 

Clinical  Research 

First  Award:  “The  Effect  of  Hormonal  Imbalance 
on  Osseous  Metastases  of  Mammary  Carcinoma,” 
Julian  B.  Herrmann,  M.D.,  Montefiore  Hospital, 
New  York  City. 

Second  Award:  “Skin  Manifestations  of  Acute 
Infectious  Diseases,”  Maurice  J.  Costello,  M.D., 
Lewis  Koplik,  M.D.  (deceased),  Vera  B.  Dolgopol. 
M.D.,  and  Raymond  A.  Havrilla,  M.D.,  Willard 
Parker  Hospital,  New  York  City. 

Honorable  Mention:  “Poliomyelitis:  A Technic 
for  the  Rapid  Restoration  of  Muscle  Function,”  A. 
W.  Schenker,  M.D.,  Veterans  Administration  Hospi- 
tal, Staten  Island. 

Scientific  Research 

First  Award:  “Experimental  Coronary  Occlu- 

sion,” Elmer  Milch,  M.D.,  Walter  Zimdahl,  M.D., 
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Richard  W.  Egan,  M.D.,  and  Ting  Wei  Hsia,  M.D., 
Buffalo  General  Hospital,  Buffalo. 

Second  Award:  “Observations  on  the  Recognition 
of  Recurrent  Nerve  Injury  During  Thyroidectomy,” 
John  Ambrusko,  M.D.,  Carl  B.  Mischka,  M.D.,  and 
Richard  W.  Egan,  M.D.,  Buffalo  General  Hospital, 
Buffalo. 

Award  plaques  were  placed  on  the  selected  ex- 
hibits and  certificates  sent  to  the  exhibitors. 

Scientific  Motion  Pictures. — The  motion  picture 
exhibit,  under  the  supervision  of  Dr.  Beverly  Chew 
Smith,  was  handled  by  the  Medical  Film  Guild. 

Technical  Exhibits. — There  were  79  technical  ex- 
hibits. These  were  well  attended. 

Banquet. — The  Banquet  and  Annual  Meeting, 
held  on  Wednesday  evening  in  the  ballroom,  was  at- 
tended by  266  guests.  Dr.  Carlton  E.  Wertz,  re- 
tiring president,  opened  the  meeting.  Upon  a mo- 
tion by  Dr.  W.  P.  Anderton,  secretary,  the  minutes 
were  dispensed  with.  The  meeting  was  turned  over 
to  Dr.  Harvey  P.  Hoffman,  toastmaster.  After  an 
excellent  dinner,  the  guests  enjoyed  speeches  by  the 
outgoing  and  incoming  presidents  of  the  State  So- 
ciety and  by  Dr.  Alfred  0.  Persons,  designated  the 
outstanding  general  practitioner  of  New  York  State 
by  the  Council.  Dr.  Rose  M.  Lenahan,  president  of 
the  Women’s  Medical  Society  of  New  York  State, 
and  Mrs.  Hugh  G.  Henry,  president  of  the  Woman’s 
Auxiliary,  made  short  and  effective  addresses.  Dr. 
Chas.  Gordon  Heyd  was  awarded  a citation  for  con- 
spicuous work  as  president  of  United  Medical  Serv- 
ice. The  guest  speaker  was  State  Senator  Earl  W. 
Brydges  of  Niagara  Falls,  who  delivered  an  eloquent 
and  inspiring  talk. 

Woman’s  Auxiliary. — The  fourteenth  annual  con- 
vention of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  was  held  concur- 
rently with  ours.  The  ladies  expressed  their  thanks 
for  the  facilities  and  aid  given  them. 

Miscellaneous. — A card  of  thanks  was  sent  to 
each  participant  in  the  scientific  program.  The 
chairmen  and  members  of  the  sections  and  sessions 
and  committees  expressed  their  thanks  to  the  So- 
ciety personnel  who  worked  with  them  in  the  1951 
Annual  Convention. 

1952  Convention. — The  1952  Annual  Convention 
will  be  held  at  the  Hotel  Statler  in  New  York  City, 
May  12  to  16,  1952.  The  Convention  Committee, 
including  the  scientific  subcommittees,  met  at  the 
Hotel  Statler  in  New  York  City,  on  Saturday, 
October  20,  1951,  to  discuss  and  plan  for  the  meet- 
ing. 

The  section  and  session  chairmen  presented  pro- 
grams for  scientific  meetings  and  made  suggestions 
for  changing  the  type  of  program  for  future  conven- 
tions. 


The  television  subcommittee  has  planned  a pro- 
gram of  colored  television  broadcasts  on  technics  of 
diagnostic  and  therapeutic  procedures,  emanating 
from  Bellevue  Hospital  and  New  York  University 
College  of  Medicine.  This  is  being  sponsored  by 
Smith,  Kline  and  French. 

The  feeling  is  that  a fine  scientific  program  is  in 
the  making  for  the  1952  convention. 

Belated  Bills 

In  accordance  with  the  Bylaws,  Chapter  IX,  Sec- 
tion 1,  belated  bills  from  three  persons  must  be  sub- 
mitted to  the  House  of  Delegates  before  they  can  be 
paid.  Expense  accounts  are  required  to  be  sub- 
mitted within  thirty  days  after  the  expenses  are  in- 
curred. “This  time  may  be  extended  for  any  cause 
by  the  Board  of  Trustees  and  such  extension  shall 
not  exceed  ninety  days.”  As  these  items  were  re- 
ceived more  than  ninety  days  late,  they  are  respect- 
fully submitted  to  the  House  of  Delegates  with  the 
recommendation  that  they  be  approved. 

1.  On  January  24,  1952,  a voucher  was  received 
from  Dr.  Leonard  J.  Flanagan,  member  of  the  Sub- 
committee on  Public  Relations,  covering  expenses  of 
traveling  from  Binghamton  to  Utica  and  return  on 
July  28,  1950,  $13.25. 

2.  On  May  10,  1951,  a voucher  was  received  from 
Dr.  Irwin  E.  Siris,  at  that  time  a member  of  the 
Council  and  chairman  of  the  Committee  on  Legisla- 
tion. One  item  on  the  voucher  covered  the  expense 
of  a trip  to  Philadelphia  in  October,  1950,  $7.04. 

3.  On  August  6,  1951,  a voucher  was  received 
from  Alice  M.  Ray  of  Syracuse  covering  secretarial 
services  rendered  to  Dr.  Gordon  M.  Hoople,  chair- 
man of  the  Subcommittee  on  Hard  of  Hearing  and 
the  Deaf  of  the  Public  Health  and  Education  Com- 
mittee, from  June  22,  1950,  to  February  3,  1951. 
The  voucher  totaled  $26.85.  It  has  been  approved 
by  Dr.  Hoople  and  also  by  Dr.  Theodore  Curphey, 
chairman  of  the  Public  Health  and  Education  Com- 
mittee. 

Questions  on  Ethics 

The  Council  Committee  on  Questions  on  Ethics 
consists  of  the  following  members; 

Thomas  M.  d’ Angelo,  M.D.,  Chairman 

Jackson  Heights 


Frank  A.  Gagan,  M.D Poughkeepsie 

Sidney  McLouth,  M.t) Corfu 


Very  few  matters  were  brought  before  the  commit- 
tee during  the  past  year.  Only  one  question  was  of 
major  importance.  This  involved  birth  control  by 
sterilizing  the  husband  by  vasectomy  and  with  the 
consent  of  the  wife.  There  was  no  question  of  any 
disease  or  prevention  of  disease.  It  was  to  be  done 
solely  for  the  purpose  of  not  having  children.  The 
counsel  of  the  Medical  Society  decided  that  such  a 
procedure  is  illegal. 


REPORTS  OF  SPECIAL  COMMITTEES 


REPORT  OF  THE  PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 


To  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Planning  Com- 
mittee for  Medical  Policies: 

Peter  J.  Di  Natale,  M.D.,  Chairman. . . .Batavia 

J.  Stanley  Kenney,  M.D.,  President 

New  York  City 

Edward  T.  Wentworth,  M.D.,  President-Elect.  . 

Rochester 

Walter  P.  Anderton,  M.D.,  Secretary 

New  York  City 

Dan  Mellen,  M.D.,  Trustee Rome 

Frederic  W.  Holcomb,  M.D.,  Speaker.  .Kingston 

District  Branch  Representatives 

George  Schwartz,  M.D.,  First. . . .New  York  City 

Theodore  J.  Curphey,  M.D.,  Second 

Garden  City 

Edward  F.  Shea,  M.D.,  Third Kingston 

Leonard  J.  Schiff,  M.D.,  Fourth Plattsburg 

Charles  A.  Prudhon,  M.D.,  Fifth Watertown 

Norman  S.  Moore,  M.D.,  Sixth Ithaca 

Joseph  A.  Lane,  M.D.,  Seventh Rochester 

A.  H.  Aaron,  M.D.,  Eighth Buffalo 

Robert  L.  Yeager,  M.D.,  Ninth Pomona 

John  J.  Bourke,  M.D.,  Consultant Albany 

The  above  district  branch  members  were  ap- 
pointed by  President  J.  Stanley  Kenney  with  the 
approval  of  the  Council. 

It  is  to  be  noted  that  Dr.  Kenney  in  appointing 
this  pro  tern  Planning  Committee  had  under  ad- 
visement the  resolution,  as  passed  at  the  last  meet- 
ing of  the  House  of  Delegates,  whereby  each  district 
branch  was  to  appoint  a representative  to  the  State 
Society  Planning  Committee.  Dr.  Kenney  ap- 

pointed this  pro  tern  Planning  Committee  because 
the  new  Planning  Committee  as  set  up  by  the  House 
of  Delegates  could  not  possibly  be  organized  on  ac- 
count of  district  branch  designations  until  about 
December  1,  1951.  We  first  met  October  12,  1951. 

The  Planning  Committee  had  received  several 
items  for  study,  prior  to  October  12,  1951.  These 
included : ( 1 ) Report  of  the  Subcommittee  on  Cults 
of  the  Legislation  Committee;  (2)letter  from  Dr.  Wil- 
liam G.  Taylor,  Buffalo,  in  regard  to  M.D.  license 
plates;  and  (3)  report  and  recommendations  of  the 
Subcommittee  on  Public  Relations  of  the  Medical 
Society  of  the  State  of  New  York. 

Each  member  of  the  Planning  Committee  and  also 
each  district  branch  president  had  received  copies  of 
the  subcommittee  reports. 

The  Planning  Committee  first  discussed  the  Re- 
port of  the  Subcommittee  on  Cults.  On  page  three 
of  the  report,  the  subcommittee  “recommends  that 
a series  of  laws  be  drawn  up;  that  these  consist, 
first,  of  a basic  science  law  probably  utilizing  our 
present  examining  system  and  having  in  it  provisions 
for  reciprocity  so  that  physicians  from  states  not 


now  having  basic  science  laws  can  secure  reciprocity 
with  New  York  State;  second,  an  injunction  law 
that  will  make  it  possible  to  enforce  adequately  the 
above;  third,  a law  to  license  physicians  to  practice 
medicine  who  wish  to  secure  a license  after  the  pass- 
age of  the  basic  science  law.” 

The  report  was  fully  and  freely  discussed.  Many 
questions  were  asked,  and  the  following  points  were 
forcibly  brought  out: 

1.  The  medical  profession  of  the  State  of  New 
York  is  anxious  to  maintain  high  educational  stand- 
ards for  the  practice  of  medicine. 

2.  No  action  should  be  taken  which  could  pos- 
sibly lower  these  high  standards.  On  the  contrary, 
we  believe  that  we  should  foster  any  and  all  efforts 
to  raise  the  existing  high  standards  for  the  practice 
of  medicine. 

3.  We  believe  that  the  best  interests  of  our  State 
and  that  the  health  and  welfare  of  its  citizens  de- 
mand that  we  remain  unswerving  in  our  attitude 
ever  to  maintain,  yes,  and  to  raise  these  high 
standards. 

4.  The  medical  profession  cannot  and  must  not 
compromise  on  this  matter  of  the  cults.  We  take 
the  stand  we  do  because  we  feel  that  we  must  al- 
ways be  on  the  alert  to  safeguard  the  health  and 
welfare  of  the  people  of  our  State. 

5.  To  compromise,  recognize,  and  legalize  these 
cultists  would  elevate  them  from  a position  of 
quackery  to  a position  of  professionalism. 

6.  If  the  Legislature  wishes  to  recognize  and 
legalize  any  cult,  it  is  then  their  responsibility  for 
lowering  our  present  high  standards  for  medical 
care. 

7.  We  believe  that  a more  determined  effort 
should  be  made  to  educate  members  of  our  own  pro- 
fession, the  public,  the  judiciary,  and  the  Legisla- 
ture about  the  cultist  situation. 

8.  It  was  pointed  out  that  cultists  of  some  form 
or  other  have  been  with  us  for  a long  time  and  prob- 
ably will  be  with  us  for  a long  time  to  come.  As  long 
as  the  general  public  is  willing  to  gamble  with  its 
health  in  patronizing  these  cultists,  the}'  will  exist. 
It  is  hoped  that  perhaps  with  intensive  educational 
and  public  relations  programs  we  could  depend  on 
the  common  sense  of  the  American  people  not  to 
patronize  the  cults. 

9.  It  was  believed  that  through  the  approach  of 
better  and  improved  educational  and  public  relations 
programs  and  through  cooperation  with  our  Com- 
mittee on  Public  Health  and  Education,  we  could  do 
more  in  protecting  the  health  of  the  people  than 
could  possibly  be  accomplished  by  legislative  action. 

10.  It  was  stated  that  while  a good  number  of 
those  states  having  a basic  science  law  say  that  the 
law  has  reduced  and  controlled  the  number  of  illegal 
practitioners,  some  also  stated  that  the  law  had  not 
helped  in  this  regard. 
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11.  It  was  believed  that  the  State  Departments 
of  Health  and  of  Education  have  some  responsibility 
in  providing  proper  health  standards  and  super- 
vision and  that  if  any  legislative  action  was  deemed 
necessary  those  departments  should  sponsor  same. 

12.  It  was  also  believed  that  perhaps  we  could 
interest  the  State  Bar  Association  and  the  Society  of 
Medical  Jurisprudence  in  this  situation. 

13.  It  was  further  felt  that  we  should  explore 
and  study  this  matter  further  with  other  interested 
organizations. 

Following  full  discussion  it  was  voted  to  dis- 
approve of  the  recommendations  of  the  subcom- 
mittee in  regard  to  the  basic  science  law. 

It  was  voted,  however,  to  approve  in  principle  the 
support  of  an  injunction  law  which  would  fortify  the 
existing  medical  practice  act. 

Both  of  these  motions  were  passed  unanimously. 

Next,  the  committee  discussed  a letter  from  a 
member  of  our  Society  regarding  M.D.  license  plates 
on  automobiles.  The  letter  inquired  about  the  ori- 
gin of  the  M.D.  license  plates  and  the  possibility  of 
eliminating  them. 

Full  discussion  elucidated  the  fact  that  the  M.D. 
on  license  plates  was  allowed  at  the  request  of  prac- 
ticing physicians,  especially  on  account  of  emergen- 
cies. It  was  also  stated  that  the  use  of  these  special 
plates  was  not  compulsory  and  that  no  physician 
need  use  them  unless  he  so  desires.  The  committee 
approves  the  voluntary  use  of  M.D.  license  plates  on 
automobiles  and  voted  so  to  notify  the  physician. 

The  report  of  the  Subcommittee  on  Public  Rela- 
tions was  next  discussed,  following  full  discussion  by 
all  present  who  cared  to  participate.  The  following 
points  were  made : 

1.  A great  many  recommendations  of  the  sub- 
committee have  been  carried  out  or  are  in  the  proc- 
ess of  being  carried  out. 

2.  The  Public  Relations  Committee  will  take 
cognizance  of  these  recommendations  and  will  im- 
prove and  supplement  its  program  as  need  be,  ac- 
cording to  recommendations  of  the  subcommittee. 

3.  There  should  be  a session  on  public  relations 
at  each  annual  meeting  of  the  House  of  Delegates 
where  members  may  have  an  opportunity  to  present 
their  views  on  public  relations  problems. 

4.  The  Public  Relations  Committee  has  done  a 
good  job  and  is  always  open  to  suggestions  as  to  how 
it  can  do  a better  job. 

5.  The  Subcommittee  on  Public  Relations  has 
done  a splendid  job  in  presenting  its  report.  The 
members  have  spent  much  time  on  their  delibera- 


tions, and  your  Planning  Committee  wishes  to  com- 
mend them  highly  for  the  work  they  have  done  for 
the  betterment  of  our  public  relations. 

6.  The  Planning  Committee  wishes  to  emphasize 
that  we  earnestly  believe  that  we  should  proceed 
surely,  slowly,  progressively  in  our  public  relations 
expansion  program  by  a process  of  evolution  rather 
than  by  a sudden  change  of  a program  that  has  been 
functioning  well.  We  believe,  too,  in  sudden,  quick, 
forceful  action  when  it  is  necessary. 

Finally,  your  Planning  Committee  wishes  to  pay 
the  sincerest  kind  of  appreciation  to  the  Subcom- 
mittee on  Public  Relations,  under  the  capable  leader- 
ship of  Dr.  Wallace,  for  a job  well  done. 

It  was  moved  and  seconded  and  passed  that  the 
Planning  Committee  approve  in  principle  the  recom- 
mendations of  the  Subcommittee  on  Public  Rela- 
tions, with  the  financial  arrangements  to  be  left  to 
the  Council  and  the  Board  of  Trustees. 

The  Planning  Committee  had  referred  to  it  for 
study  a resolution  from  the  Council,  “Shall  the 
Medical  Society  of  the  State  of  New  York  join  the 
State  Chamber  of  Commerce?”  The  members  of 
the  Planning  Committee  were  polled  in  regard  to 
this  matter,  and  following  receipt  of  the  answers,  it 
was  found  that:  (1)  those  favoring  joining  the 

Chamber  felt  that  it  would  be  a good  opportunity  to 
propagate  our  ideas  among  business  individuals  and 
firms,  and  joining  would  be  good  public  relations; 
(2)  those  that  did  not  favor  joining  believed  that: 
(a)  such  action  (that  is,  joining)might  jeopardize  our 
income  tax  free  status;  ( b ) in  the  list  of  members, 
there  were  no  charitable,  religious,  or  educational  or- 
ganizations; (c)  joining  could  lead  to  other  groups 
asking  us  to  join,  and  to  the  list  there  might  be  no 
end;  (d)  it  is  to  be  noted  in  the  application  for  mem- 
bership that  “Applicants  must  be  merchants  or 
others  engaged  in  trade  or  commerce  or  in  pursuits 
directly  connected  therewith.  Lawyers,  architects, 
and  engineers  are  considered  to  be  eligible  under  this 
ruling;”  (e)  it  was  advised  that  good  public  relations 
can  be  fostered  by  asking  individual  physicians  to 
belong  to  local  chambers  or  commerce,  and  (/)  New 
York  Chamber  of  Commerce  membership  is  limited 
to  Greater  New  York. 

It  was  the  opinion  of  your  chairman,  from  reports 
received,  that  the  majority  of  members  did  not 
favor  joining  the  New  York  State  Chamber  of 
Commerce. 

Respectfully  submitted, 

Peter  J.  Di  Natale,  M.D.,  Chairman 


REPORT  OF  THE  EMERGENCY  MEDICAL  PREPAREDNESS  COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Emergency  Medical 
Preparedness  Committee  are  as  follows: 

John  J.  Masterson,  M.D.,  Chairman.  . Brooklyn 


Floyd  S.  Winslow,  M.D Rochester 

Abraham  M.  Rabiner,  M.D Brooklyn 

J.  W.  Howland,  M.D Rochester 

Kenneth  M.  Lewis,  M.D New  York 

Theodore  J.  Curphey,  M.D Garden  City 

Herman  E.  Hilleboe,  M.D Albany 

Edward  T.  Wentworth,  M.D Rochester 


The  members  of  our  committee  have  met  monthly 
with  Commissioner  Hilleboe  and  his  Medical  Ad- 


visory Committee,  except  during  July,  August,  and 
December.  Your  chairman  proposed  at  our  October 
meeting  that  the  chairmen  of  all  the  county  civil 
defense  committees  be  called  to  a meeting  at  Albany 
on  November  1 to  discuss  our  program  and  iron  out 
many  problems  confusing  some  of  the  local  com- 
mittees. The  Council  approved  of  this  meeting.  It 
was  very  well  attended.  The  annual  county  secre- 
taries meeting  was  held  in  Albany  the  afternoon  of 
the  same  day,  and  many  of  the  secretaries  attended 
the  morning  meeting  of  our  committee. 

Your  chairman  also  attended  the  American  Medi- 
cal Association  meeting  on  Civil  Defense  in  Chicago 
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on  November  9 and  10.  A joint  paper  by  Commis- 
sioner Hilleboe  and  your  chairman  on  our  civil  de- 
fense program  in  New  York  State  was  presented  at 
the  meeting.  Representatives  from  various  state 
medical  societies,  the  American  Hospital  Associa- 
tion, and  public  health  officers  were  present  at  this 
meeting. 

Guide  for  Self-Help  and  Neighbor  Help  for  In- 
jured.— Our  committee  was  again  called  upon  to  give 
suggestions  for  increasing  the  effectiveness  of  the 
“Guide  for  Self-Help  and  Neighbor  Help  for  the  In- 
jured,” a booklet  which  is  a short  course  in  first  aid 
and  was  prepared  by  Dr.  Hilleboe’s  department  for 
the  State  Civil  Defense  Commission.  This  course 
was  formally  released  to  the  State  civil  defense  juris- 
dictions in  March,  1951.  It  was  developed  to  permit 
the  average  citizen  to  learn  the  basic  facts  and  skills 
he  needs  to  help  himself,  his  family,  and  his  neigh- 
bor until  professional  medical  attention  can  be  ob- 
tained. It  is  intended  for  everyone  of  high-school 
age  and  above.  The  guide  is  a well-written,  48-page 
illustrated  booklet  published  by  the  State  Depart- 
ment of  Health. 

Medical  Supplies  and  Equipment. — In  July  plans 
were  presented  by  Dr.  Hilleboe’s  Office  of  Medical  De- 
fense to  provide  for  purchasing  medical  supplies  and 
equipment  for  local  training.  At  the  same  time,  the 
Federal  Civil  Defense  Administration  had  released 
to  the  states  their  plans  for  participation  in  the  pur- 
chase, on  a matching  fund  basis,  of  essential  medical 
supplies  and  equipment  to  be  distributed  and  stock- 
piled by  the  states  for  use  at  the  time  of  an  emer- 
gency. Our  committee  approved  Dr.  Hilleboe’s  list 
of  supplies  and  equipment  under  both  programs  and 
recommended  that  they  be  obtained  without  delay. 
It  was  recognized  that  it  was  urgent  to  get  into  the 
hands  of  the  local  chief  medical  officers  the  necessary 
training  kits  containing  first  aid  station  equipment 
and  supplies  so  as  to  permit  training  of  medical 
service  volunteers  in  the  various  tasks  of  medical 
civil  defense. 

Mobile  Emergency  Hospital. — At  the  September, 
1951,  meeting,  Dr.  Hilleboe  described  in  detail  the 
use  of  the  mobile  emergency  hospital  unit  and  its  im- 
portance to  civil  defense.  Dr.  Hilleboe’s  comments 
were  based  on  his  observations  in  Korea.  The  com- 
mittee was  asked  to  consider  the  matter  of  supplies 
and  equipment  for  mobile  emergency  hospitals.  In 
order  to  be  able  to  estimate  the  amount  of  supplies 
and  equipment  to  be  ordered  it  was  decided  to  have 
the  chairmen  of  the  medical  panels  who  were  con- 
cerned during  1950-1951  with  the  report  on  treat- 
ment of  the  injured  review  the  listings  of  supplies 
and  equipment  and  make  their  recommendations. 
These  panels  met  in  New  York  City  on  October  25, 
1951.  It  was  agreed  that  the  Medical  Advisory  Com- 
mittee would  accept  the  recommendations  of  the 
panels  which  would  then  permit  the  Office  of 
Medical  Defense  to  make  arrangements  to  budget 
the  funds  necessary  to  acquire  these  materials. 

Parenteral  Injections  by  Nonmedical  Personnel. — 
Our  committee  and  the  Medical  Advisory  Committee 
also  gave  its  approval  to  a recommendation  of  the 
Office  of  Medical  Defense  in  approving  the  training 
of  nursing  and  auxiliary  medical  personnel  in 
parenteral  injection  technic  so  that  they  may  per- 
form this  service,  but  only  during  emergency  condi- 
tions after  attack  and  at  the  direction  of  a physician. 

Training  of  Professional  Personnel. — State  and 
local  medical  societies  have  been  particularly  active 
in  the  training  of  physicians  and  nurses  in  the  medi- 
cal emergency  aspects  of  civil  defense.  Out  of  a total 


of  9,800  physicians  in  upstate  New  York,  6,200,  or 
roughly  2 out  of  3,  have  participated  in  an  orienta- 
tion course,  consisting  of  two  sessions  of  three  hours 
each.  Twenty-six  thousand  nurses  and  5,000  student 
nurses,  nurses  aides,  and  others  have  received  similar 
training.  In  New  York  City,  out  of  a total  of  17,000 
physicians,  10,155  have  been  trained.  Six  thousand 
nurses  in  the' city  out  of  30,000  have  thus  far  at- 
tended training  courses.  In  a relatively  short  time 
almost  all  of  them  will  be  reached. 

This  activity  was  begun  in  June,  1950,  through  the 
cooperative  efforts  of  the  State  Department  of 
Health,  the  Medical  Society,  and  the  nine  medical 
schools  in  the  State.  A curriculum  committee  was 
appointed,  and  a list  of  subjects  to  be  taught  was 
agreed  upon.  These  subjects  have  been  presented 
in  all  subsequent  courses.  They  include  the  role  of 
the  physician  in  medical  preparedness  against  atomic 
disaster,  a discussion  of  the  problems  encountered 
at  the  time  of  explosion,  a discussion  of  radiation 
syndrome  in  man,  a presentation  of  elementary  nu- 
clear and  radiation  physics,  the  biologic  and  genetic 
effects  of  radiation,  the  care  and  treatment  of  vic- 
tims of  an  atomic  explosion,  and  a discussion  of  radia- 
tion detection  instruments. 

Enrollment  and  Assignment  of  Physicians. — On 
November  1,  1951,  the  chairmen  of  the  civil  defense 
committees  of  the  county  medical  societies  met  in 
Albany  to  work  out  local  plans  for  enrollment  and 
assignment  of  physicians.  These  key  people  were 
given  an  outline  of  action  to  follow  in  the  recruit- 
ment of  every  able-bodied  physician  for  civil  de- 
fense. They  were  asked  to  proceed  through  the 
following  steps:  (1)  Become  familiar  with  the  gen- 
eral plans  for  emergency  medical  services;  (2)  con- 
fer with  local  chief  medical  officer  to  formulate  a 
local  plan  for  physician  enrollment;  (3)  inaugurate  an 
information  program  to  make  physicians  aware  of 
medical  needs  of  civil  defense;  (4)  discuss  enroll- 
ment plan  with  key  physicians  in  the  county;  (5) 
organize  and  instruct  recruitment  committee  of 
physicians;  (6)  have  members  of  recruitment  com- 
mittee contact  physicians  and  obtain  enrollees;  (7) 
arrange  for  formal  enrollment,  including  notarized 
loyalty  oath,  and  (8)  follow  up  on  physicians  who  did 
not  enroll  and  find  out  why. 

At  this  meeting  it  was  made  clear  that  physicians 
must  be  prepared  not  only  to  treat  patients  but  also 
to  assume  a leading  role  in  controlling  medical  and 
hospital  supplies,  communications,  direction  of  the 
work  of  the  lay  medical  personnel,  coordination  of 
the  flow  of  the  injured  to  rear  medical  stations,  and 
collecting  and  collating  intelligence  about  situations 
in  the  actual  disaster  area. 

General  Huebner,  director  of  civil  defense  for  New 
York  State,  Dr.  Hilleboe  and  your  chairman  ad- 
dressed the  meeting.  As  a result  of  the  meeting,  a 
noticeable  increase  in  the  number  of  physicians  en- 
rolling for  civil  defense  has  taken  place. 

Blood  Collection. — Careful  consideration  has  been 
given  to  the  administrative,  medical,  and  fiscal  as- 
pects of  a State-wide  mass  blood  typing  program  for 
the  general  population.  Because  of  the  time  and 
effort  necessary  to  carry  on  such  a program  and  be- 
cause of  the  enormous  expense  and  the  need  for  train- 
ing technics,  it  would  appear  to  be  more  realistic  to 
expand  the  140  existing  upstate  centers  where  typing 
can  be  done,  to  establish  new  ones  in  hospitals  and 
laboratories,  and  to  attempt  to  speed  up  the  local 
program  of  typing  in  order  to  get  a list  of  “0”  donors 
and  try  to  procure  blood  so  that  plasma  stocks  may 
be  increased.  Moreover,  local  communities  which 
are  prepared  to  do  so  are  urged  to  carry  out  such 
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mass  blood  typing  program  on  a local  scale,  provid- 
ing it  does  not  interfere  with  other  medical  activities 
of  civil  defense. 

A survey  of  the  facilities  in  upstate  New  York  for 
emergency  blood  collection  and  processing  as  of 
November  7,  1951,  shows  that  1,000  technicians 
have  been  trained  in  blood  grouping,  cross  matching, 
and  Rh  typing.  There  are  available  approximately 
625  clerical  aides  to  assist  in  the  administrative  as- 
pects of  the  emergency  blood  collection  program. 
There  are  physical  facilities  to  bleed  approximately 
875  persons  simultaneously.  A concise  estimate  of 
the  total  number  of  known  grouped  and  typed  donors 
is  not  available,  but  the  survey  indicates  that  there 
are  at  least  350,000  to  400,000  individuals  in  upstate 
New  York  whose  blood  group  is  known  and  on  file. 

In  New  York  City  there  are  approximately  35 
operating  blood  banks  with  which  are  associated  at 
least  235  phlebotomists  and  an  equal  number  of 
hematologic  technicians.  A most  excellent  67-page 
booklet  entitled  “Technical  Manual  for  Emergency 
Blood  Services”  has  been  prepared  by  the  State  De- 
partment of  Health. 

Immunization. — The  problem  of  tetanus  im- 
munization for  civil  defense  has  received,  in  New 
York  State,  considerable  discussion  and  considera- 
tion. It  is  expected  that  there  will  be  a rise  in 
tetanus  incidence  after  atomic  bombing  raids. 
Therefore,  it  is  sound  public  health  practice  to  pre- 
pare in  advance  for  such  an  eventuality.  Two  gen- 
eral approaches  to  the  solution  of  this  problem  could 
be  taken:  (1)  mass  State-wide  immunization  of  the 


total  population  and  (2)  accelerating  and  expanding 
community-wide  programs  through  regular  channels. 

The  second  approach  has  been  adopted  in  the 
State  of  New  York  and  every  effort  is  being  made  to 
promote  immunization  against  tetanus,  especially 
among  children,  for  both  peace-  and  war-time  pur- 
poses. Any  health  department  which  is  able  to 
promote  community-wide  programs  without  de- 
tracting from  higher  priority  activities  is  encouraged 
to  do  so.  It  is  believed  that  the  future  of  such  pro- 
grams in  New  York  State  depends  largely  upon  their 
active  promotion  in  certain  progressive  municipali- 
ties which  thus  will  provide  incentive  for  similar 
action  in  the  rest  of  the  State.  To  encourage  this 
program,  2,000,000  units  of  tetanus  toxoid  in  excess 
of  the  usual  supply  are  being  prepared,  and  straight 
diphtheria  toxoid  has  been  discontinued. 

There  has  been  at  all  times  splendid  cooperation 
and  good  will  between  the  State  Society  and  the 
State  Department  of  Health.  Dr.  Herman  E.  Hille- 
boe,  commissioner  of  health,  Dr.  James  H.  Lade, 
officer  in  charge  of  civil  defense,  and  their  staff  de- 
serve the  thanks  of  our  citizens  for  their  excellent 
medical  and  health  programs  for  civil  defense.  Our 
Society  had  neither  the  means  nor  the  personnel  to 
do  the  work  alone. 

I wish  to  thank  the  members  of  our  committee  and 
the  members  of  the  Medical  Advisory  Committee  for 
their  attendance  at  our  meetings  and  their  whole- 
hearted cooperation. 

Respectfully  submitted, 

John  J.  Masterson,  M.D.,  Chairman 


REPORT  OF  THE  SPECIAL  COMMITTEE  ON  PROBLEMS  OF 

ALCOHOLISM 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Problems  of  Alcohol- 
ism has  the  following  membership: 

John  L.  Norris,  M.D.,  Chairman Rochester 

Milton  G.  Potter,  M.D Buffalo 

Marvin  A.  Block,  M.D Buffalo 

Daniel  F.  Luby,  M.D Syracuse 

John  D.  Thomson,  M.D Syracuse 

Harold  W.  Lovell,  M.D New  York  City 

Ruth  Fox,  M.D New  York  City 

Every  member  of  this  committee  has  been  en- 
thusiastically cooperative  in  promoting  constructive 
action  in  this  complex  and  important  field  in  the 
areas  of  education,  legislation,  and  rehabilitation. 

Education. — In  addition  to  talks  in  the  general 
field  of  alcoholism  given  at  district  branch  meetings, 
hospital  staff  meetings,  etc.,  this  committee  prepared 
a statement  for  distribution  to  every  member  of  the 
Medical  Society  of  the  State  of  New  York  regarding 
Antabuse.  It  was  felt  that  this  wras  essential  in 
view  of  the  known  dangers  from  the  use  of  the  drug. 
It  is  hoped  that  this  statement  will  be  noticed  by 
every  practicing  physician  in  this  State. 

Because  Antabuse  is  a useful  drug  and  should  not 
fall  into  disrepute  through  ignorance  of  its  dangers, 


it  was  recommended  that  a demonstration  of  the 
Antabuse-alcohol  reaction  be  televised  at  the  an- 
nual meeting. 

Legislation. — Several  meetings  were  held  with 
representatives  of  the  numerous  organizations  in  the 
State  which  have  demonstrated  an  interest  in  legisla- 
tion regarding  the  problems  of  alcoholism.  A co- 
ordinating committee  was  formed  under  the  able 
leadership  of  Mr.  Harold  Riegelman  for  the  purpose 
of  promoting  effective  legislation.  Your  committee 
took  an  active  part  in  the  deliberations  of  this 
coordinating  committee. 

A definite  proposal  was  prepared  and  presented 
to  Governor  Dewey  at  a meeting  called  on  Decem- 
ber 27,  1951.  Recommendations  urging  State 
action  were  included  in  his  message  to  the  Legisla- 
ture, and  specific  legislation  has  been  introduced 
embodying  many  of  the  proposals  of  the  com- 
mittee. 

Support  of  existing  clinical  facilities  is  proposed, 
together  with  a commission  to  study  more  effective 
means  for  care  of  those  who  require  long-term  insti- 
tutional care.  It  is  felt  that  although  the  financial 
support  recommended  in  the  bill  is  modest,  it  is  a 
step  in  the  right  direction  and  will  aid  in  the  training 
of  physicians  so  that  the  medical  profession  may  as- 
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sume  its  rightful  place  in  the  treatment  and  preven- 
tion of  this  condition. 

The  committee  recomends  that  medical  school 
administrations  give  adequate  consideration  to  this 
important  problem  in  the  curricula. 

Rehabilitation. — The  committee  urges  the  con- 
tinuation of  the  activity  of  the  hospital-clinic 
demonstration  in  Buffalo;  the  support  and  expan- 
sion of  the  facilities  in  Rochester,  Syrause,  and 


Binghamton,  and  the  extension  of  facilities  to  areas 
where  they  are  lacking. 

It  is  felt  that  this  committee  has  made  a significant 
contribution  to  the  profession  in  the  State.  We  feel 
that,  there  is  still  much  to  be  done.  It  is  recom- 
mended that  the  Special  Committee  on  Problems  of 
Alcoholism  be  continued. 

Respectfully  submitted, 

John  L.  Norris,  M.D.,  Chairman 


REPORT  OF  THE  NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  XI,  Sec- 
tion 4,  the  following  members  of  the  Nominating 
Committee  were  appointed  by  Dr.  J.  Stanley  Ken- 
ney, president,  and  approved  by  the  Council: 


First  District 
Second  District 
Third  District 
Fourth  District 
Fifth  District 
Sixth  District 
Seventh  District 


John  J.  Masterson,  M.D. 

Brooklyn 

Eugene  H.  Coon,  M.D.* 

Hempstead 

John  L.  Edwards,  M.D. 

Hudson 

James  M.  Blake,  M.D. 

Schenectady 

J.  G.  Fred  Hiss,  M.D. 

Syracuse 

Elton  R.  Dickson,  M.D. 

Binghamton 

Leo  F.  Simpson.  M.D. 

Rochester 


Eight  District 
Ninth  District 
Member-at-Large 
Member-at-Large 


Joseph  C.  O’Gorman,  M.D. 

Buffalo 

Henry  E.  McGarvey,  M.D. 

Bronxville 

Harold  B.  Davidson,  M.D. 

New  York  City 

Henry  I.  Fineberg,  M.D. 
Jamaica 


The  committee  met  at  the  Harvard  Club,  27 
West  44th  Street,  New  York  City,  on  December  13, 
1951,  and  January  9,  1952.  The  entire  committee 
attended  both  meetings,  as  did  Dr.  J.  Stanley  Ken- 
ney, president  ex-officio,  and  Dr.  W.  P.  Anderton, 
secretary  ex-officio.  At  the  first  meeting  candidates 
for  officers,  trustee,  and  councillors  were  carefully 
discussed.  At  the  second  meeting,  the  following 
nominations  were  voted  to  be  submitted  to  the 
House  of  Delegates  at  the  Annual  Meeting  in  May, 
1952: 


President-Elect 

Vice-President 

Secretary 

Assistant  Secretary  

Treasurer 

Assistant  Treasurer  

Speaker 

Vice-Speaker 

Councillors  ( three  years ) 

James  Greenough,  M.D.,  Otsego 
Denver  M.  Vickers,  M.D.,  Washington 

Trustee  ( five  years) 

Delegates  ( two  years ) 

AV.  P.  Anderton,  M.D.,  New  York 
Clarence  Bandler,  M.D.,  New  York 
Herbert  H.  Bauckus,  M.D.,  Erie 
Harold  F.  R.  Brown,  M.D.,  Erie 
Elton  R.  Dickson,  M.D.,  Broome 
John  L.  Edwards,  M.D.,  Columbia 
Edward  P.  Flood,  M.D.,  Bronx 
Thurman  B.  Givan,  M.D.,  Kings 
Herman  E.  Hilleboe,  M.D.,  Albany 
J.  G.  Fred  Hiss,  M.D.,  Onondaga 


. Andrew  A.  Eggston,  M.D.,  AArestchester 

John  L.  Edwards,  M.D.,  Columbia 

W.  P.  Anderton,  M.D.,  New  York 

Alfred  P.  Ingegno,  M.D.,  Kings 

. . .Maurice  J.  Dattelbaum,  M.D.,  Kings 

Thomas  M.  d’Angelo,  M.D.,  Queens 

Frederic  AV.  Holcomb,  M.D.,  Ulster 

. .Frederick  W.  AAtilliams,  M.D.,  Bronx 

Theodore  J.  Curphey,  M.D.,  Nassau 

Harold  F.  R.  Brown,  M.D.,  Erie 
John  J.  Masterson,  M.D.,  Kings 

Frederic  AAr.  Holcomb,  M.D.,  Ulster 
John  J.  H.  Keating,  M.D.,  New  York 
Moses  H.  Krakow,  M.D.,  Bronx 
Henry  E.  McGarvey,  M.D.,  Westchester 
James  R.  Reuling,  M.D.,  Queens 
Leo  F.  Schiff,  M.D.,  Clinton 
Denver  M.  Vickers,  M.D.,  AA-ashington 
Carlton  E.  Wertz,  M.D.,  Erie 
Floyd  S.  AVinslow,  M.D.,  Monroe 
Ezra  AAtolff,  M.D.,  Queens 


Your  committee  has  nominated  one  candidate 
for  each  office,  for  the  vacancy  on  the  Board  of 
Trustees,  and  for  the  four  vacancies  in  your  Council. 

* Resigned,  succeeded  by  Edward  K Horton,  M-D., 
Rockville  Centre, 


Twenty  nominations  are  being  made  for  the  selec- 
tion of  nine  delegates  and  nine  alternates  to  the  Amer- 
ican Medical  Association. 

Respectfully  submitted, 

John  J.  Masterson,  M.D.,  Chairman 


April  1,  1952] 


REPORTS  OF  SPECIAL  COMMITTEES 


935 


REPORT  OF  THE  MALPRACTICE  INSURANCE  AND  DEFENSE  BOARD 


To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Christopher  Wood,  M.D.,  Chairman 


White  Plains 

Thomas  M.  d’ Angelo,  M.D Jackson  Heights 

Leo  F.  Schiff,  M.D Plattsburg 

Charles  Gordon  Heyd,  M.D.,  Vice-Chairman.  ..  . 

New  York  City 

John  F.  Kelley,  M.D Utica 


Walter  P.  Anderton,  M.D.,  ex-officio 

New  York  City 

Maurice  J.  Dattelbaum,  M.D.,  ex-officio  Brooklyn 

William  F.  Martin,  Counsel,  ex-officio 

New  York  City 

Harry  F.  Wanvig,  Secretary,  ex-officio 

New  York  City 

During  the  past  year  the  Board  held  five  regular 
meetings,  in  addition  to  many  meetings  of  subcom- 
mittees with  individual  members  and  with  advisory 
committees  on  matters  pertaining  to  the  insurance 
problems  of  various  specialties. 

Its  time  and  efforts  were  devoted  largely  to  the 
following: 

New  and  Closed  Cases. — The  Board  examined  the 
new  suits  and  claims  filed  against  insured  members 
and  reviewed  with  the  legal  counsel  the  actions  closed 
and  disposed  of  during  the  year.  Regardless  of  the 
policy  years  involved,  the  following  is  a comparative 
statement  of  new  suits  and  claims  instituted  and  old 
ones  closed  during  1950  and  1951 : 


1951 

1950 

Suits  and  claims  filed 

449 

364 

Suits  and  claims  closed 

232 

373 

It  is  important  to  report  that  of  the  new  cases 
filed  in  1951,  13  were  for  acts  committed  prior  to 
1947,  three  being  for  acts  committed  in  1941. 

Review  of  Individual  Cases. — A total  of  37  cases 
were  reviewed  in  detail  with  individual  members  to 
determine  if  any  changes  should  be  made  in  their 
insurance  in  the  Group  Plan,  with  the  following 
results : 


Decision  pending 11 

No  changes  ordered 7 

Insurance  discontinued  at  expiration 6 

Special  protection  discontinued  or  denied 9 

Appeals  reviewed 4 

Total  37 


These  examinations  were  made  pursuant  to  the 
directive  of  the  House  of  Delegates  to  determine 
which  members,  if  any,  constituted  “a  burden  to  the 
Society’s  Group  Insurance  Plan,  more  hazardous 
than  that  contemplated  in  what  is  generally  accepted 
as  the  competent  practice  of  medicine.”  This  has 
become  an  increasingly  important  part  of  the  re- 
sponsibility of  the  Board,  and  it  will  grow  in  volume 
and  importance  as  the  number  of  losses  increases 
and  the  Board  establishes  more  clearly  the  criteria 
by  which  it  is  able  to  form  conclusions  as  to  whether 
the  “medical  procedure,  conduct,  or  attitude  of  the 
member  involved  was  such  that  it  could  not  have  the 
approval  of  competent  medical  opinion  generally.” 

In  each  case  reviewed,  a subcommittee  of  the 
Board  met  with  the  member  concerned  and  dis- 
cussed his  cases  fully  with  him.  Final  action  was 


not  taken  until  the  subcommittee’s  recommenda- 
tions were  considered  by  the  Board  as  a whole.  A 
special  application  setting  forth  the  doctor’s  training 
and  qualifications  was  obtained  in  each  case  involv- 
ing extension  of  the  insurance  to  cover  excluded 
specialties.  These  were  reviewed  and  evaluated  by 
the  appropriate  advisory  committee,  and  the  Board’s 
final  action  took  into  consideration  the  recommenda- 
tions of  the  committee. 

This  screening-out  process  was  clearly  intended 
by  the  House  of  Delegates  in  1933  when  its  “Regula- 
tions Governing  Malpractice  Defense  and  Group 
Insurance”  were  originally  adopted,  but  it  was  not 
until  authority  was  vested  in  the  Board  that  it  be- 
came possible  to  establish  the  machinery  and  proce- 
dures necessary  to  carry  it  out. 

Although  the  number  of  cases  reviewed  during  the 
past  year  was  the  largest  ever  undertaken,  this  num- 
ber should  be  considered  as  a minimum  to  be  ex- 
amined each  year.  It  is  not  likely  that  the  actions 
taken  in  these  cases  will  have  any  appreciable  effect 
upon  the  quality  of  medicine  practiced  in  this  State. 
On  the  other  hand,  there  is  a rapidly  growing  aware- 
ness among  the  members  that  times  are  changing 
and  that  they  cannot  continue  to  rely  upon  their 
malpractice  insurance  to  shield  them  from  the 
consequences  of  inexcusable  acts. 

This  has  proved  to  be  an  arduous  task  even  with 
the  splendid  help  of  the  advisory  committees  ap- 
pointed by  the  Society  to  assist  the  Board,  but  its 
importance  cannot  be  overestimated. 

Classification  of  Members  for  Insurance. — The 

new  classification  of  members  for  the  purpose  of 
rating,  as  approved  by  the  House  of  Delegates  in 
1951,  was  begun  last  September  and  is  progressing 
slowly  and  carefully  to  ensure,  as  far  as  possible, 
that  each  member  is  classified  correctly.  This 
work  will  not  be  completed  until  sometime  in  August 
of  this  year. 

This  new  approach  to  the  problem  of  distributing 
the  cost  of  insurance  to  the  various  classes  or  special- 
ties in  proportion  to  their  respective  loss  costs  is 
being  well  received  by  all  thoughtful  members. 
Some  doubt  has  been  expressed  as  to  the  correctness 
of  the  line  used  for  dividing  the  surgical  from  the 
nonsurgical  groups,  but  experience  alone  can  demon- 
strate whether  or  not  it  has  been  established  at  the 
right  level.  This  will  be  watched,  and  the  Board 
will  recommend  any  adjustments  which  the  loss 
experience  warrants. 

Claim  Prevention  Plan  in  Westchester  County. — 

It  will  be  remembered  that  the  public  relations  and 
claim  prevention  plan  in  Westchester  County  was 
authorized  and  undertaken  as  a pilot  experiment  for 
the  benefit  of  the  other  county  societies  in  the  State. 
Its  organization  was  completed  over  a year  ago,  and 
each  of  its  services  has  been  refined  by  more  than  a 
year’s  operation.  The  further  development  of  this 
splendid  effort  will  continue,  but  the  answers  to 
most  of  the  doubts  and  questions  involved  have 
been  worked  out  so  that  Westchester  County  is  now 
ready  to  advise  and  assist  other  county  societies 
which  are  interested  in  establishing  similar  services. 

The  services  established  in  Westchester  County 
at  considerable  expense  to  the  members  consist  of 
the  following: 

1.  Twenty-four-hour  telephone  and  emergency 
medical  service  in  all  parts  of  the  county. 
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2.  Bureau  of  Medical  Economics  assisted  by  a 
full-time  social  welfare  worker. 

3.  Grievance  committee. 

4.  Malpractice  committee. 

It  is  difficult  to  assess  the  claim  prevention  value 
of  these  services  in  maintaining  good  public  relations 
and  the  good  will  of  individual  patients  toward  their 
doctors,  but  only  a cursory  glance  at  some  of  the 
statistics  is  needed  to  indicate  the  worth  of  the  under- 
taking. 

No  information  is  at  hand  to  indicate  the  number 
of  emergency  medical  calls  that  have  been  answered, 
but  it  is  no  longer  possible  for  anyone  in  Westchester 
County  to  complain  that  he  cannot  get  medical  help 
when  he  needs  it. 

The  Grievance  Committee  had  a total  of  12  cases 
referred  to  it,  nine  of  which  were  settled  to  the 
satisfaction  of  the  doctors  and  the  patients  con- 
cerned, and  three  were  passed  on  to  the  Malpractice 
Committee.  Out  of  these  12  cases  only  two  finally 
resulted  in  malpractice  actions  against  the  doctors. 

The  Bureau  of  Medical  Economics  has  contacted 
over  8,000  delinquent  accounts  during  the  year  and 
found  that  most  of  them  had  some  grievance  against 
their  doctors.  Of  these,  5,500  had  their  complaints 
satisfactorily  answered  and  have  paid  their  bills  in 
full  or  are  now  paying  them  on  an  acceptable  budget 
plan.  The  remaining  2,500  are  still  in  process  of 
adjudication  or  have  been  written  off  as  uncollectable. 
How  many  of  these  cases  would  have  ended  in  mal- 
practice actions  if  allowed  to  drift  without  expert 
attention  or  how  many  had  been  subjected  to  the 
usual  legal  collection  efforts  cannot  be  estimated. 
No  one  can  doubt,  however,  the  very  great  value  to 
any  medical  community  of  having  5,500  dissatisfied 
patients — each  one  representing  a break  in  good 
public  relations — converted  into  satisfied  friends  of 
the  profession  and  of  their  own  doctors.  It  is  hoped 
that  this  achievement  will  be  an  inspiration  to  every 
county  medical  society  in  the  State. 

A similar  program  has  been  undertaken  at  Utica. 
This  is  of  special  interest  because  it  has  joined  the 
counties  of  Oneida,  Herkimer,  and  Madison  under 
one  operating  supervisor,  with  separate  services  in 
each  county.  It  is  expected  that  the  lessons  learned 
in  this  experiment  will  be  of  great  assistance  to  other 
counties  having  comparatively  small  memberships 
that  are  interested  in  forming  groups  to  work  out 
similar  projects. 

Ten  county  societies  have  sent  representatives  to 
study  the  Westchester  County  plan,  and  several 
others  have  investigated  the  three-county  under- 
taking at  Utica.  Both  of  these  organizations  will 
welcome  representatives  from  any  counties  in  the 
State  interested  in  establishing  such  plans. 

In  this  connection  the  Board  wishes  to  quote  the 
following  two  paragraphs  from  its  report  of  last 
year: 

The  success  of  such  projects  will  depend,  of  course,  upon 
the  quality  and  vision  of  the  leadership  in  the  component 
groups  and  upon  the  cooperation  given  them  by  the  mem- 
bers. Of  equal  importance  is  the  effectiveness  of  manage- 
ment by  the  lay  secretaries  who,  of  necessity,  must  carry 
the  day-to-day  burden  of  operations.  In  Westchester 
County  and  at  Utica,  the  county  organizations  are  fortu- 
nate in  having  in  Mr.  Boyden  Hoseberry  and  Mr.  Harold 
Howell  energetic  men  of  intelligence  and  ability  with  a 
clear  understanding  of  the  nature  of  the  problems  involved 
and  how  the  solution  of  them  fits  into  those  of  the  State 
as  a whole. 

Good  publio  relations  and  effective  malpractioe  claim 
prevention  go  hand  in  hand;  in  fact,  they  are  inseparable, 
and  the  need  for  both  is  greater  today  than  ever  before. 
All  successful  experiments  indicate  that  the  most  favorable 


results  can  be  obtained  at  the  county  level  where  an  ac- 
curate knowledge  of  local  conditions  can  be  applied  to 
individual  cases.  It  has  been  said  before  but  it  is  worth 
repeating,  that  no  better  way  has  yet  been  discovered  to 
establish  good  public  relations  and  to  prevent  malpractice 
claims  than  by  satisfactorily  adjusting  differences  between 
each  doctor  and  his  individual  patients.  For  this  reason 
the  Board  urges  all  county  societies  to  establish,  without 
delay,  mediation  committees  and  through  wide  publicity 
to  invite  the  public  to  make  use  of  them.  The  Board  will 
be  glad  to  render  whatever  advice  and  assistance  it  can  to 
further  such  projects. 

Contraction  of  Insurance  Market. — A further 
contraction  in  the  malpractice  insurance  market 
occurred  during  the  year.  The  American  Policy- 
holders Insurance  Company  of  Boston,  which,  it 
will  be  remembered,  insistently  demanded  recogni- 
tion by  the  Society  in  1944,  discontinued  writing 
medical  malpractice  insurance  last  October.  For 
more  than  twenty  years  this  has  been  the  history  of 
every  company  that  has  disregarded  all  recorded 
experience  in  this  State  and  entered  the  field  at 
ruinously  low  premium  rates.  The  outcome  of  this 
venture  was  foreseen  and  indicated  by  the  Board  in 
its  annual  report  for  1945.  This  fact  is  reported 
with  no  idea  of  reflecting  credit  upon  the  prescience 
of  the  Board  but  rather  to  emphasize  to  the  mem- 
bers the  folly  of  allowing  themselves  to  be  enticed 
away  from  their  own  Group  Plan  by  the  claims  of 
inexperienced  companies  that  they  can  supply  the 
same  protection  for  much  less  money. 

Although  the  American  Policyholders  did  not 
always  conduct  their  business  with  members  of  the 
Society  in  a manner  which  the  Board  could  approve, 
their  withdrawal  from  the  business  is  a decided  loss 
to  the  doctors  of  this  State,  particularly  to  those  who 
are  not  members  of  the  Society.  There  is  need  for 
an  independent  malpractice  insurance  market,  and 
the  Board  hopes  there  will  always  be  one  or  more 
companies  ready  to  supply  such  protection  under 
realistic  policy  forms  and  rates. 

Jurisdiction  by  Casualty  Rating  Bureaus. — For 

the  past  two  years  the  national  and  mutual  casualty 
rating  bureaus  have  been  studying  the  feasibility  of 
assuming  jurisdiction  over  malpractice  insurance 
forms  and  rates.  The  purpose  of  the  proposal  is  to 
prescribe  uniform  forms  for  use  throughout  the 
country  so  that  the  loss  experience  of  all  companies 
can  be  accumulated  under  similar  forms  of  coverage. 
This  in  turn  would  permit  the  bureaus  to  compute 
uniform  rates  for  each  state. 

Progress  has  been  slow  because  two  conflicting 
points  of  view  have  been  encountered.  The  mutual 
companies  generally  favor  a limited  form  of  policy 
such  as  the  Medical  Society  has  always  had  through 
its  Group  Plan.  Opposed  to  this,  the  stock  com- 
panies favor  a broad  policy  form  which  would  grant 
protection  on  account  of  all  specialties  and  branches 
of  medicine  to  every  doctor  licensed  to  practice  by 
his  state,  although  some  attempt  would  be  made  to 
classify  them  for  rates. 

In  the  opinion  of  the  Board  the  latter  course  would 
open  the  door  to  a flood  of  suits  and  claims  caused  by 
doctors  who,  because  they  had  insurance  to  protect 
them,  would  be  encouraged  to  undertake  all  sorts  of 
procedures,  regardless  of  their  lack  of  competence  to 
carry  them  out;  such  insurance  would,  in  fact,  be  an 
invitation  to  do  so.  Any  step  in  this  direction  would 
tend  to  nullify  the  claim  prevention  program  which 
the  Society  is  endeavoring  to  establish,  and  cer- 
tainly it  would  be  contrary  to  the  best  interests  of 
the  public  and  the  medical  profession. 
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This  situation  is  being  reported  here  because  if 

I either  of  the  bureaus  decides  to  file  such  a broad 
form  of  insurance  for  use  in  this  State,  the  Board 
proposes  to  request  permission  of  the  Superintendent 
of  Insurance  to  file  with  him,  on  behalf  of  the 
Society,  a brief  opposing  it. 

Supplementary  Report. — The  Board  regrets  its 
inability  to  include  in  this  report  the  usual  statistics 
as  to  the  number  of  members  insured  during  the 
past  year  and  the  Cost  of  losses  during  the  past  five 
expired  policy  years. 

To  ensure  the  processing  of  this  report  for  pub- 
lication in  time  for  the  annual  meeting  in  May,  it  is 
necessary  that  it  be  prepared  early  in  February. 


The  statistical  records  for  the  year,  however,  cannot 
be  completed  and  made  ready  for  audit  by  the 
actuaries  before  the  first  of  February.  About  a 
month  must  be  allowed  for  completion  of  the  audit, 
and  it  must  then  be  analyzed  by  the  Board  and 
checked  with  the  records  of  the  Employers  Mutual 
Liability  Insurance  Company  in  Wisconsin.  Thus 
the  final  statistical  report  cannot  be  presented  by 
the  Board  until  late  in  March  at  the  earliest,  and  it 
must  therefore  be  dealt  with  in  a supplementary  re- 
port, which  will  be  submitted  to  the  House  of  Dele- 
gates. 

Respectfully  submitted, 

Christopher  Wood,  M.D.,  Chairman 
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SECOND  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Second  District  Branch 
was  held  October  24, 1951,  at  the  Garden  City  Hotel, 
Garden  City.  The  speakers  were  Dr.  Ferdinand 
F.  McAllister,  associate  professor  of  surgery, 
Columbia  University  College  of  Physicians  and 
Surgeons,  on  “New  Advances  in  Cardiac  Surgery,” 
and  Dr.  Joseph  J.  Bunim,  associate  professor  of 
medicine,  New  York  University  College  of  Medicine, 
on  “Use  of  Cortisone,  ACTH,  and  Other  Steroids 
in  Rheumatic  Disease.”  Their  topics  were  very 
timely  and  very  well  received.  There  were  many 
questions  from  the  floor  and  general  discussion. 
Fifty-seven  doctors  attended  these  lectures. 

At  the  dinner  meeting  at  night,  the  officers  of  the 
State  Society  were  introduced,  and  Dr.  J.  Stanley 
Kenney,  president  of  the  State  Society,  made  a short 
address.  Mrs.  Harold  B.  Johnson,  president  of 
the  State  Woman’s  Auxiliary,  also  addressed  the 
meeting.  The  attendance  was  very  poor,  and,  as  a 
matter  of  fact,  there  was  no  one  present  who  was 
not  an  officer  in  the  State  or  county  medical  societies, 
or  the  woman’s  auxiliary  to  the  State  and  county 
medical  societies. 

There  were  two  reasons  for  the  poor  attendance 
at  this  meeting:  first,  the  meeting  of  the  Long 
Island  Branch  of  the  American  Academy  of  General 
Practice  one  week  after  this  meeting,  and 
second,  the  fact  that  the  Nassau  County  Medical 
Society  held  a dinner  dance  the  same  week. 

I hope  to  correct  this  difficulty  next  fall. 

Respectfully  submitted, 

Austin  B.  Johnson,  M.D.,  President 

THIRD  DISTRICT  BRANCH 

T o the  House  of  Delegates,  Gentlemen: 

The  executive  committee  of  the  Third  District 
Branch  had  a dinner  meeting  at  the  Hotel  Governor 
Clinton,  Kingston,  on  Wednesday,  May  16,  1951. 


The  president  opened  the  meeting  with  a short  dis- 
cussion on  the  desirability  of  additional  executive 
meetings  so  that  the  county  secretaries  and  delegates 
could  join  to  coordinate  thought  and  activity  of  the 
component  county  societies,  especially  those  on 
civil  defense  and  grievance.  At  this  meeting  it  was 
decided  to  have  the  scientific  Third  District  Branch 
meeting  in  Troy,  New  York,  on  Thursday,  October 
18,  1951.  Dr.  Ranald  E.  Mussey,  second  vice- 
president,  was  appointed  as  chairman  with  Dr. 
Harry  Golembe  to  arrange  w'ith  the  speakers  agreed 
upon.  All  of  the  component  county  societies  were 
represented  at  this  meeting. 

The  forty-fifth  annual  meeting  of  the  Third 
District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  was  held  at  the  Hendrick  Hudson 
Hotel,  Troy,  on  Thursday,  October  18,  1951. 
The  attendance  was  very  good,  and  included  Drs. 
J.  Stanley  Kenney,  W.  P.  Anderton,  Laurance  D. 
Redway,  and  Leo  F.  Schiff.  The  Woman’s  Auxili- 
ary was  represented  by  Mesdames  Harold  B.  John- 
son, John  J.  Noonan,  and  Fred  Cavanaugh. 

In  the  forenoon,  Dr.  Henry  C.  Engster,  Troy, 
reported  two  cases  of  urachal  cysts;  Dr.  William 
B.  D.  Van  Auken,  Troy,  reported  on  100  consecutive 
labor  training  patients;  and  Drs.  Clement  J.  Han- 
dron  and  Henry  O.  Paquin,  Jr.,  demonstrated  the 
pathogenesis  of  coronary  occlusion. 

After  a delightful  repast  and  numerous  intro- 
ductions, we  were  privileged  to  hear  our  State 
Society  President,  Dr.  Kenney.  In  his  inimitable 
sincerity  he  admonished  us  to  keep  medicine  free 
from  political  control  by  making  ourselves  important 
cogs  in  our  communities,  not  only  in  local  activities 
which  deal  with  medical  problems  but  also  in  those 
of  sound  government,  education,  and  all  those  things 
which  would  help  make  our  communities  a better 
place  in  which  to  live.  Mrs.  Harold  B.  Johnson, 
Buffalo,  gave  an  inspiring  rdsumd  of  the  activities  of 
the  Woman’s  Auxiliary.  They  have  done  and  are 
doing  a great  job. 

The  first  of  the  afternoon  papers  was  given  by 
Dr.  Kurt  Lange,  assistant  clinical  professor  of 
medicine,  New  York  Medical  College,  Flower  and 
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Fifth  Avenue  Hospitals,  who  gave  us  many  new 
thoughts  on  glomerulonephritis;  the  discussion  was 
opened  by  Dr.  John  E.  Kiley  of  Albany.  The 
second  address,  “Mitral  Valve  and  Coronary 
Artery  Surgery,”  by  Dr.  Charles  P.  Bailey,  pro- 
fessor of  thoracic  surgery,  Hahnemann  Medical 
College,  Philadelphia,  a true  teacher,  in  his  easy 
and  smooth  way  made  us  believe  that  heart  surgery 
was  simple.  The  third  portion  of  the  session  was 
given  by  Dr.  James  J.  Smith,  instructor  in  medicine, 
New  York  University  College  of  Medicine,  whose 
interesting  paper  on  alcoholism  as  a metabolic  and 
endocrine  disease  gave  us  a new  aspect  on  this  social 
problem.  The  discussion  was  opened  by  Dr.  Claude 
C.  Nuckols,  assistant  professor  of  medicine,  Albany 
Medical  College,  and  was  continued  for  forty-five 
minutes. 

The  meeting  was  adjourned  at  6 :13  p.m. 
Respectfully  submitted, 

William  C.  Rausch,  M.D.,  President 

FOURTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Fourth  District  Branch 
was  held  in  Schenectaday  on  September  13,  1951. 
A meeting  of  the  delegates  was  called  to  order  at 
11:20  a.m.  It  was  attended  by  representatives  of 
nearly  all  the  component  societies.  In  addition, 
President-Elect  Wentworth,  Dr.  Curphey,  chairman 
of  the  Council  Committee  on  Public  Health  and 
Education,  and  Dr.  Geis,  former  president,  attended. 

A report  of  the  Subcommittee  on  the  Practice  of 
Cults  was  read.  After  presentation  of  this  material 
and  discussion  which  called  for  the  Legislation 
Committee  to  sponsor  a package  of  five  bills  in  the 
legislature,  a motion  was  made  and  passed  that  we 
do  not  approve  the  recommendations  as  presented 
in  the  memorandum. 

Dr.  Leonard  J.  Schiff,  of  Plattsburg,  was  elected 
as  a member  of  the  State  Society’s  Planning  Com- 
mittee for  Medical  Policies  from  the  Fourth  District 
Branch. 

A communication  describing  the  recommended 
expansion  of  the  Public  Relations  Committee  was 
presented  to  the  meeting.  Inasmuch  as  no  one  was 
in  a position  to  discuss  this  matter,  Mr.  Frederick 
Miebach  was  asked  to  give  us  his  impression  of  the 
report.  It  was  moved,  seconded,  and  passed  that 
since  we  have  only  incomplete  information,  to  state 
that  we  are  pleased  with  the  progress  made  and 
recommend  that  the  expansion  continue  at  a rate 
which  is  consistent  with  the  needs  and  financial 
facilities  for  maintenance. 

Dr.  Curphey,  chairman  of  the  State  Council 
Committee,  presented  some  discussion  on  the  advis- 
ability of  having  a committee  on  public  health  and 
education  in  the  district  branch.  It  was  felt  that 
it  would  offer  a point  of  contact  for  the  State  Com- 
mittee in  different  areas  which  would  be  helpful  in 
expanding  their  work,  particularly  from  the  stand- 
point of  (1)  the  development  of  a greater  call  for 
the  programs  of  postgraduate  education  and  (2) 
providing  the  Council  Committee  with  information 
regarding  public  health  problems  throughout  the 
State  which  would  be  of  value  in  their  contact  with 
the  State  Department  of  Health. 

A motion  was  made  and  passed  to  form  a district 
committee  on  public  health  and  education,  and  Dr. 
Frank  C.  Furlong  of  Schenectady  was  designated  as 
chairman  with  power  to  expand  the  committee  as 
found  practical. 


A new  organization  was  also  founded  during  the 
morning  session,  this  to  be  known  as  the  North- 
eastern New  York  Diabetes  Association,  and  all 
members  of  the  Fourth  District  Branch  were  urged 
to  join.  It  met  with  a very  favorable  response. 

We  were  fortunate  in  the  evening  meeting  not 
only  to  have  President-Elect  Wentworth  but 
President  Kenney  also  present.  The  attendance 
at  the  meeting  was  the  largest  ever  to  register. 

Respectfully  submitted, 

William  E.  Gazeley,  M.D.,  President 


SIXTH  DISTRICT  BRANCH 

T o the  House  of  Delegates,  Gentlemen: 

The  Sixth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  has  completed  another 
year.  At  the  1950  meeting  a plan  for  an  active 
district  organization  with  a full-time  executive 
secretary  was  approved.  This  plan  was  then  sub- 
mitted to  the  component  county  medical  societies, 
and  all  approved,  in  principle,  the  formation  of  such 
an  organization.  As  a result  of  this  each  county 
society  appointed  representatives  to  work  out  fur- 
ther details,  including  a budget.  This  was  done, 
and  the  details  were  presented  to  each  component 
county  society  for  acceptance  or  rejection. 

Proposed  Organization. — A district  organization 
has  been  proposed.  It  was  approved  by  the  mem- 
bership at  our  annual  meeting  in  October,  1950. 
It  was  outlined  and  presented  to  the  individual 
county  societies.  Eight  of  the  nine  county  societies 
approved  such  an  organization  in  principle.  The 
ninth  county  society  tabled  any  action  on  this 
proposal  as  they  had  a very  efficient  organization 
functioning  and  doing  many  of  the  things  this 
proposed  organization  will  do. 

Your  officers  and  the  committee  that  have  studied 
the  problem  now  present  for  your  approval  the 
following: 

The  Sixth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  unites  to  form  an  active 
organization  whose  purpose  shall  be  to  promote 
better  relations  between  the  public  and  the  medical 
profession.  This  will  be  accomplished  by  the 
following: 

1.  A study  of  the  local  problems  and  suggestions 
for  their  improvement. 

2.  Formation  of  local  (county)  mediation  com- 
mittees and  a district  mediation  committee. 

3.  Organization  of  local  emergency  medical 
services. 

4.  Coordination  of  welfare  services. 

5.  Development  of  any  additional  activities 
that  would  be  of  advantage  to  the  public  and  the 
medical  profession. 

This  organization  will  be  governed  by  a board  of 
directors,  which  will  be  composed  of  the  president, 
secretary,  and  treasurer  of  the  district  branch  and 
members  elected  from  each  component  county 
society  in  the  ratio  of  one  member  for  each  delegate 
to  the  State  Society. 

It  is  suggested  that  half  the  members  be  elected 
each  year  so  that  some  continuity  can  exist  in  the 
board. 

The  board,  when  elected,  will  organize  itself,  and 
its  first  duty  shall  be  to  employ  a full-time  execu- 
tive secretary,  whose  duties  shall  be  to  carry  out  the 
purposes  of  this  organization  under  the  direction 
of  the  board. 
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For  this  purpose  a central  office  with  necessary 
secretarial  help  and  equipment  must  be  established. 

The  first  step  toward  the  fulfillment  of  this  plan 
must  be  the  approval  of  the  component  county 
societies  and  the  raising  of  the  necessary  funds,  then 
the  election  of  a board  of  directors. 

The  board  of  directors  first  duty  shall  be  to  hire 
an  executive  secretary.  We  suggest  that  this 
person  be  a young,  strong  man,  with  a knowledge  of 
the  problems  of  the  medical  profession.  He  should 
be  a good  mixer,  a good  personnel  man,  and  willing 
to  work  hard.  He  should  have  a car  in  which  to 
get  around  the  district.  (A  mileage  fee  would  be 
paid.)  He  would  work  directly  under  the  board  of 
directors.  He  would  not  initiate  action  or  deter- 
mine policy  on  his  own. 

The  next  step  would  be  the  establishment  of  an 
office.  We  suggest  Binghamton  as  the  site,  it  being 
the  most  accessible  to  the  largest  number  of  both 
public  and  physicians. 

A competent  secretary  should  be  hired.  Again 
your  committee  recommends  the  type  of  individual 
—intelligent,  able  to  answer  the  phone  well,  able  to 
manage  the  office  in  the  absence  of  the  executive 
secretary,  and  willing  to  work  hard. 

Once  this  was  done  the  executive  secretary  would 
begin  his  study  of  the  district.  He  would  endeavor 
to  meet  all  the  doctors  and  learn  their  problems. 
A solution  would  be  sought  from  the  board  of 
directors.  He  would  then  be  in  a position  to  assist 
local  men  in  the  resolving  of  these  problems.  He 
could  be  of  assistance  in  setting  up  local  emergency 
medical  services. 

In  all  committee  discussions,  when  mediation 
committees  have  been  discussed,  it  has  been  the 
consensus  of  opinion  that  a district  mediation  com- 
mittee with  respresentatives  from  each  county  would 
be  desirable.  This  committee  would  handle  only 
those  cases  referred  to  it  by  local  county  com- 
mittees. 

When  we  speak  of  coordinating  welfare  services 
we  are  thinking  of  two  problems — the  medically 
indigent  patient  and  the  physician.  Each  county 
operates  under  the  same  State  law.  The  inter- 
pretation is  local.  In  some  counties  a patient  must 
give  up  his  insurance  and  other  equities  in  order  to 
qualify  for  assistance;  in  others  this  is  not  required. 
Some  counties  pay  as  high  as  $100  for  major  surgery, 
others  pay  half  this,  and  still  others  nothing.  We 
feel  that  a district  organization  could  help  a great 
deal  in  correcting  these  inequalities. 

This  service  ties  in  with  the  next  item  proposed, 
namely,  the  establishment  of  an  economics  bureau. 
During  the  first  year  of  operation  the  board  of 
directors  and  the  executive  secretary  would  plan 
and  establish  such  a bureau.  Branch  offices  would 
be  established  to  cover  the  entire  district.  Pri- 
marily this  would  act  as  a collection  agency  for 
delinquent  accounts,  but  as  it  prospered,  other 
services  such  as  bookkeeping  and  billing,  income 
tax,  estate  liquidating,  etc.,  would  be  added.  This 
service  would  be  for  physicians  only  in  the  beginning 
but  might  later  include  dentists,  hospitals,  and 
nurses.  From  these  services  would  come  the  funds 
to  keep  the  organization  functioning. 

It  has  been  the  experience  where  such  a bureau 
functions  well  that  the  percentage  of  collections 
goes  well  up  in  the  90’s  and  collection  fee  is  from  20 
to  25  per  cent  for  deliquent  accounts. 

The  economics  bureau  functions  differently  from 
the  usual  collection  agency  in  that  an  attempt  is 
made  to  determine  the  cause  of  the  delinquency,  and, 
if  it  is  found  the  patient  is  unable  to  pay,  such  facts 


are  reported,  and  usually  some  revision  of  the  bill  is 
made.  With  experience  a ready  credit  reference 
would  be  available,  and  steps  could  be  taken  to 
protect  the  medically  indigent. 

The  committee  feels  that  if  such  a plan  is  approved 
by  the  component  county  societies,  funds  necessary 
to  operate  it  for  eighteen  months  must  be  assessed. 
At  the  end  of  that  time  the  economics  bureau  should 
carry  the  load,  and  no  further  assessments  would  be 
necessary. 

Our  tentative  budget  on  a yearly  basis  is  as  follows: 


Executive  Secretary 

Rent 

Secretary 

Telephone 

Travel  allowances  and  expenses 
Printing  and  stationery 
Insurance 
Office  equipment 


$8,000  + $1,000 

1.200  + 300 

3.200  + 300 

600 

5.000 
750 
250 

1.000 


Total 


$20,000  + $1,600 


On  the  basis  of  our  present  membership  we  pro- 
pose that  all  active  private  practitioners  be  assessed 
one  share  or  $60,  and  full-time  hospital  employes  or 
corporation  doctors  be  assessed  one-half  share  or 
$30  for  the  eighteen-month  period.  This  would 
be  slightly  in  excess  of  $30,000. 

This  assessment  is  a deductible  expense.  In 
eighteen  months  the  organization  should  be  self- 
sustaining,  and  it  should  have  proved  unsatisfactory 
for  the  district  or  proved  its  worth  to  the  extent 
that  all  county  societies  would  be  willing  to  make  a 
further  assessment  to  tide  it  over.  We  recommend 
that  no  further  assessment  be  made  without  the 
approval  of  all  county  societies. 

Experience  has  shown  that  where  such  an  organiza- 
tion has  been  set  up,  it  has  met  with  the  approval  of 
the  vast  majority  of  the  profession  and  has  been 
successful.  It  can  only  be  set  up  with  your  ap- 
proval. It  can  only  succeed  with  your  support. 

The  individual  county  societies  must  approve  it 
and  make  the  assessment.  Your  committee  realizes 
that  if  set  up,  it  will  be  the  first  time  such  an  organiza- 
tion has  been  set  up  on  a district  basis  anywhere  in 
the  country.  It  is  a pioneer  endeavor.  It  should 
succeed.  It  will  succeed  if  it  has  your  active 
support.  It  will  fail  only  if  the  individual  doctor 
renders  lip  service  and  not  active  support. 

Four  county  societies  approved  the  organization 
including  the  levying  of  the  necessary  assessment. 
One  county  rejected  the  proposal,  and  the  other 
four  have  not  taken  action.  Further  work  will  have 
to  be  done,  and  the  proposed  plan  may  have  to  be 
revised. 

As  a result  of  the  action  taken  by  the  last  House 
of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York,  the  district  planning  committee  on 
medical  policies  held  one  meeting  on  September  13, 
1951.  At  this  meeting,  Dr.  Norman  Moore  of 
Ithaca  was  elected  Sixth  District  representative 
to  the  State  Planning  Committee  on  Medical 
Policies. 

Annual  Meetings. — On  September  19,  1951,  the 
forty-fifth  annual  meeting  of  the  Sixth  District 
Branch  was  held  at  Kass  Inn,  Margaretville.  This 
meeting  consisted  of  a morning  and  afternoon  session 
with  a luncheon. 

The  meeting  started  at  10:00  a.m.  with  the  show- 
ing of  a motion  picture  in  color  and  sound  entitled 
“Breast  Cancer,  The  Problem  of  Early  Diagnosis.” 
At  10:30  a.m.,  Dr.  Frank  Conole,  attending  surgeon 
at  Binghamton  City  Hospital,  gave  a very  instruc- 
tive talk  on  “Modern  Trends  in  Colon  Surgery.” 
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At  11:00  a.m.,  Dr.  Herman  E.  Hilleboe,  Com- 
missioner of  Health  of  the  State  of  New  York,  re- 
ported on  “Medical  and  Surgical  Services  in  Korea.” 
Dr.  Hilleboe  emphasized  the  value  of  early  surgery 
in  mobile  surgical  hospitals  and  how  the  helicopter 
made  this  possible.  He  also  talked  on  “The  Open 
Treatment  of  Burns.” 

At  12:00  noon  a business  meeting  was  held,  and 
the  following  officers  were  elected:  Dr.  Elton  R. 
Dickson,  Binghamton,  president;  Dr.  Gilbert  M. 
Palen,  Margaretville,  first  vice-president;  Dr. 
James  Greenough,  Oneonta,  second  vice-president; 
Dr.  James  L.  Palmer,  Binghamton,  secretary,  and 
Dr.  C.  Stewart  Wallace,  Ithaca,  treasurer. 

Mr.  George  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance  of  the  Medical  Society  of  the 
State  of  New  York,  spoke  briefly  on  the  progress 
of  voluntary  medical  care  insurance  in  the  State. 
The  meeting  then  recessed  for  lunch. 

A very  excellent  lunch  was  served,  and  the  officers 
of  the  State  Society  present  were  introduced. 
President-Elect  Edward  T.  Wentworth  gave  a brief 
address,  as  did  Mrs.  Harold  Johnson,  president  of 
the  Woman’s  Auxiliary  to  the  Medical  Society  of 
State  of  New  York. 

The  afternoon  session  reconvened  at  2:30  p.m. 
at  which  time  Dr.  Samuel  F.  Haines,  of  the  Mayo 
Clinic,  Rochester,  Minnesota,  talked  on  “The  Diag- 
nosis and  Treatment  of  Exophthalmic  Goiter.” 

At  3:30  p.m.,  Dr.  W.  Tilden  Boland,  attending 
ophthalmologist  at  Arnot-Ogden  Memorial  Hospital 
and  St.  Joseph’s  Hospital,  Elmira,  gave  a very 
interesting  paper  entitled  “The  General  Practi- 
tioner’s Role  in  Ophthalmology.” 

At  4: 00  p.m.,  Dr.  Mark  H.  Williams,  Binghamton, 
gave  a paper  on  “The  Surgical  Treatment  of  Idio- 
pathic Pneumothorax.” 

The  meeting  adjourned  at  4:30  p.m. 

Respectfully  submitted, 

Norman  C.  Lyster,  M.D.,  President 

SEVENTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

During  the  fiscal  year  there  were  three  meetings 
of  the  advisory  council  of  the  Seventh  District 
Branch  and  the  annual  meeting  of  the  district. 

The  highlight  of  the  year  was  the  forty-fifth 
annual  meeting  of  the  Seventh  District  Branch 
at  Corning  on  September  27,  1951.  This  meeting 
had  unusual  aspects  from  the  point  of  view  that  for 
the  first  time  in  the  history  of  district  branch  meet- 
ings the  cooperation  of  industry  was  sought  and  ob- 
tained to  enhance  the  value  of  both  the  social  and 
scientific  parts  of  the  meeting.  In  addition,  the 
annual  meeting  was  favored  with  the  attendance  of 
rominent  officers  of  the  Medical  Society  of  the 
tate  of  New  York  and  was  especially  honored  to 
have  the  president-elect  of  the  Medical  Society  of 
the  State  of  New  York,  Dr.  Edward  T.  Wentworth, 
and  the  president-elect  of  the  Woman’s  Auxiliary  of 
the  Medical  Society  of  the  State  of  New  York,  Mrs. 
Harry  I.  Norton. 

Officials  of  the  Corning  Glass  Works  are  to  be 
highly  complimented  on  their  efforts  in  making  the 
meeting  a social  success.  A tour  of  the  glass  center 
was  arranged  so  that  the  doctors,  their  wives,  and 
friends  could  visit  that  unusual  and  informative 
display  during  the  course  of  the  day’s  meeting.  In 
a small  way  the  Seventh  District  repaid  the  kindly 
gesture  of  the  Corning  Glass  people  by  publicizing 


in  every  way  the  fact  that  this  was  the  first  such 
cooperative  movement  on  the  part  of  industry  and 
medicine.  Also,  The  Bulletin,  published  by  the 
Monroe  County  Medical  Society  and  the  Rochester 
Academy  of  Medicine,  which  is  distributed  to  the 
doctors  of  the  Seventh  District  on  a subscription 
basis,  carried  advance  information  and  a recapitula- 
tion of  the  meeting.  In  this  way  wide  knowledge 
of  the  project  was  circulated  to  other  county, 
branch,  and  State  medical  societies. 

The  scientific  program  consisted  of  four  papers  by 
authorities  in  the  Seventh  District  and  doctors 
from  other  parts  of  the  country.  Dr.  Richard  B. 
Cattell  of  the  Lahey  Clinic  in  Boston,  Massachusetts, 
discussed  “Management  of  Intestinal  Polyps  and 
Their  Relation  to  Malignancy.”  “Alcoholism” 
was  the  subject  of  Dr.  John  L.  Norris,  past-president 
of  the  Medical  Society  of  the  County  of  Monroe. 
Dr.  Richard  H.  Lyons,  professor  of  medicine  at 
Syracuse  University,  discussed  “Treatment  of 
Edema.”  The  scientific  session  was  closed  with  a 
discussion  by  Dr.  Jacob  D.  Goldstein,  assistant 
professor  of  medicine  and  bacteriology  at  the  Uni- 
versity of  Rochester,  on  “Practical  Use  of  Cortisone 
and  ACTH.” 

At  the  business  session  of  the  Seventh  District 
Branch  the  treasurer  indicated  the  financial  status 
of  the  organization.  Mr.  George  P.  Farrell,  director 
of  the  Bureau  of  Medical  Care  Insurance  of  the 
Medical  Society  of  the  State  of  New  York,  as  a 
special  guest  read  a progress  report  of  the  Blue 
Shield  Plan  in  New  York  State. 

Dr.  Luther  C.  Sampson  of  Rochester  and  Dr. 
August  B.  Chidesterof  Auburn,  made  and  seconded, 
respectively,  the  following  resolution  which  was 
passed  unanimously  “that  the  Seventh  District 
Branch  endorses  the  principle  of  using  living  dogs 
and  cats  and  other  animals  for  research  purposes 
by  responsible  investigators  in  approved  labora- 
tories and  strongly  urges  the  enactment  of  such 
other  laws  as  may  be  deemed  necessary  to  make 
available  for  this  purpose  any  impounded  and 
unclaimed  dogs  and  cats  that  would  otherwise  be 
uselessly  destroyed.” 

Election  of  officers  for  the  two  years  beginning 
with  the  adjournment  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  on  May 
15,  1952,  and  for  a period  of  two  years  thereafter 
took  place.  The  new  officers  are  as  follows:  Dr. 
Samuel  A.  Mumford,  Clifton  Springs,  president; 
Dr.  Glen  C.  Hatch,  Penn  Yan,  first  vice-president; 
Dr.  Everet  H.  Wood,  Auburn,  second  vice-president; 
Dr.  Eldred  J.  Stevens,  Hammondsport,  secretary; 
and  Dr.  Joseph  A.  Lane,  Rochester,  treasurer. 

Late  in  January  of  1951  the  Advisory  Council  of 
the  Seventh  District  Branch,  composed  of  the 
presidents  and  secretaries  of  the  component  county 
societies,  met  in  Canandaigua  to  discuss  methods 
of  better  liaison  among  the  counties  so  that  the  work 
of  the  district  could  be  more  helpful  in  formulating 
policy  for  the  Medical  Society  of  the  State  of  New 
York.  One  of  the  methods  agreed  upon  was  for  the 
respective  secretaries  to  keep  The  Bulletin  of  the 
Monroe  County  Medical  Society  better  informed  as 
to  the  activities  of  their  respective  groups.  In  this 
way  more  timely  and  accurate  reporting  of  the  affairs 
of  the  component  societies  could  be  attained. 

At  this  meeting  it  was  further  agreed  that  a district 
grievance  committee  be  established  to  enhance  the 
public  relations  of  medicine  throughout  the  area. 
The  president  of  the  Seventh  District  was  to  appoint 
three  members  of  the  Advisory  Council  on  an 
anonymous  basis.  The  scope  of  this  committee 
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was  to  act  only  in  an  advisory  capacity  to  or  be- 
tween component  societies  when  called  upon  to  do 
so  by  any  one  or  more  of  the  component  societies. 

With  regard  to  civil  defense  it  was  thought  that 
the  Seventh  District  as  such  would  not  enter  into 
civil  defense  officially  since  the  State  planning  and 
individual  county  application  of  civil  defense  meth- 
ods was  regarded  as  adequate  to  meet  the  needs  of 
civil  defense  in  its  present  formative  stages. 

Late  in  May  another  meeting  of  the  Advisory 
Council  was  called  by  the  then  executive  officer  of 
the  Medical  Society  of  the  State  of  New  York,  Dr. 
Robert  R.  Hannon.  The  primary  purpose  of  this 
meeting  was  to  crystallize  plans  for  the  annual 
meeting  of  the  district  which  was  to  be  held  on  Sep- 
tember 27  at  a place,  not  then  designated,  within  the 
geographic  limits  of  Steuben  County. 

It  was  brought  out  at  that  meeting  that  the 
Seventh  District  representatives  to  the  voluntary 
New  York  State  Advisory  Committee  to  the  Selec- 
tive Service  System  had  been  quietly  but  efficiently 
and  humanely  operating  throughout  the  year. 

On  September  21,  just  prior  to  the  annual  meeting, 
it  was  necessary  to  call  a special  committee  of  the 
Advisory  Council  to  discuss  several  important 
matters  which  arose  as  a result  of  the  turn  of  events 
in  House  of  Delegates  at  the  last  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York 
in  Buffalo  in  the  spring  of  1951.  Information  from 
the  secretary  of  the  State  Society  revealed  that  Dr. 
Peter  Di  Natale  of  Batavia  had  been  selected  as 
chairman  of  a newly  formed  Planning  Committee 
for  Medical  Policies  for  the  State  Society  and  that  in 
order  for  him  to  function  properly  he  was,  within  a 
very  limited  space  of  time,  to  call  a meeting  of  the 
selected  representatives  of  the  various  branches 
throughout  New  York  State  to  study  the  following 
problems:  (1)  the  report  of  the  Subcommittee  on 
Cults  which  had  been  read  before  the  House  of 
Delegates  at  the  annual  meeting  and  (2)  the  report 
of  the  Subcommittee  on  Public  Relations  which  also 
had  been  discussed  at  that  time. 

With  regard  to  the  report  of  the  Subcommittee  on 
Cults,  the  Seventh  District  Branch  went  on  record 
to  indicate  that  the  Planning  Committee  should 
consider  the  rewording  of  or  adding  to  the  Medical 
Practice  Act  by  the  Department  of  Education  and 
the  Department  of  Health  only;  further,  that  these 
two  departments  within  the  State  government 
bring  this  revised  bill  before  the  Legislature  to 
oppose  unequivocally  any  legislation  to  license 
cults.  Also,  the  Department  of  Health  and  the 
Department  of  Education  should  determine  the  true 
import  of  what  is  known  as  the  “healing  arts”  and 
ascertain  whether  or  not  the  Medical  Practice  Act  as 
now  constituted  protects  the  health  and  welfare  of  the 
public  of  New  York  State. 

With  regard  to  the  Subcommittee  on  Public  Rela- 
tions, it  was  the  opinion  of  the  Seventh  District 
Branch  that  it  would  endorse  the  present  public 
relations  program  of  the  Medical  Society  of  the 
State  of  New  York. 

At  that  same  meeting  Dr.  Theodore  Steinhausen 
of  Rochester  was  elected  to  represent  the  Seventh 
District  on  the  Planning  Committee  for  Medical 
Policies  of  the  Medical  Society  of  the  State  of  New 
York.  However,  because  all  of  the  branches  had 
not  been  able  to  meet  and  sanction  their  individual 
representatives,  the  president  of  the  Medical  Society 
of  the  State  of  New  York  filled  these  positions  with 
interim  appointments  for  each  of  the  branches. 
In  the  case  of  the  Seventh  District,  Dr.  Joseph  A. 
Lane  of  Rochester  was  named  to  this  committee, 
his  tenure  of  service  being  limited  to  the  final 


clearance  and  approval  of  all  district  branch  repre- 
sentatives to  the  Planning  Committee. 

Respectfully  submitted, 

George  H.  Gage,  M.D.,  President 

EIGHTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

Another  year  for  the  Eighth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  has 
run  its  course.  It  was  a year  marked  by  growth  of 
the  branch  in  numerical  size,  in  strength,  and  in  use- 
fulness. It  was  a year  marked  by  the  inauguration 
of  projects  and  programs  designed  to  promote  the 
public  health  and  welfare  and  to  advance  the  prestige 
and  economic  security  of  members  of  the  medical 
profession.  But,  most  gratifying  of  all,  the  year 
1951  was  one  that  came  to  a close  with  our  member- 
ship working  together  with  a mutual  confidence, 
warmth  of  professional  relations,  and  over-all  unity 
unequalled  in  the  annals  of  the  branch. 

The  Eighth  District  Branch  rang  up  the  curtain 
on  the  year  1951  at  the  annual  midwinter  dinner 
meeting  of-  its  advisory  council  of  presidents  and 
secretaries  and  the  central  conference  committee 
on  workmen’s  compensation  problems  at  the 
Hotel  Statler,  Buffalo,  on  the  evening  of  February 
8.  To  this  joint  meeting  were  invited  the  legislation 
committee  chairmen  for  all  component  counties  and 
representatives  of  consultants  committees  to  selec- 
tive service  for  the  eight  county  medical  societies. 
The  turnout  of  25  Western  New  York  county  medi- 
cal society  leaders  was  truly  astounding  since  many 
attending  doctors  had  to  fight  their  way  through 
blizzards  over  icy  highways  to  make  the  session. 

Before  tackling  the  eight-item  agenda,  President 
John  C.  Kinzly,  of  North  Tonawanda,  who  also  is 
chairman  of  the  Advisory  Council,  announced  his 
appointment  of  a special  committee  of  three  to 
embark  immediately  upon  development  of  the 
clinical  and  social  program  for  the  1951  annual 
meeting  in  the  fall.  As  chairman  of  this  program 
committee  he  appointed  Dr.  Paul  A.  Burgeson  of 
Warsaw,  with  Drs.  John  L.  Lincoln  of  Jamestown 
and  John  Ambrusko  of  North  Tonawanda  as  co- 
members. 

Highlights  of  the  evening’s  meeting  were  con- 
sideration of  upwards  of  a score  of  bills  and  resolu- 
tions of  interest  to  medicine  pending  in  the  1951 
session  of  the  State  Legislature  and  taking  of  action 
on  each  measure;  discussion  of  “Problems  of  the 
Doctor  Draft” — procedures,  policies,  directives,  etc., 
led  by  President  Kinzly,  chairman  of  the  New  York 
State  Advisory  Subcommittee  for  the  Eighth  Dis- 
trict to  Selective  Service,  and  Dr.  A.  H.  Aaron,  act- 
ing chairman  of  the  upstate  advisory  committee  to 
selective  service,  and  Dr.  Matthew  J.  Callanan, 
chairman  of  the  military  affairs  committee  of  the 
Erie  County  Medical  Society;  illuminating  ad- 
dresses by  Dr.  Harold  F.  Brown,  chairman  of  the 
Special  Committee  on  Hospital  and  Professional 
Relations  of  the  State  Medical  Society,  and  Dr. 
Herbert  H.  Bauckus,  chairman  of  the  committee 
on  qualifications  of  specialists  of  the  Erie  County 
Medical  Society,  and  reports  on  the  operation  of  the 
newly-adopted  financial  plan  of  the  branch. 

Thirty  medical  leaders  and  associates  from  the 
Eighth  District  Branch  saluted  the  145th  Annual 
Meeting  of  the  State  Medical  Society  at  a luncheon 
meeting  held  in  Hotel  Statler,  Buffalo,  on  April  30, 
opening  day  of  the  State- wide  conclave  in  Buffalo. 
This  assemblage  comprised  Eighth  District  delegates 
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in  the  1951  House  of  Delegates,  members  of  the 
Advisory  Council,  and  certain  invited  guests.  Dr 
Carlton  E.  Wertz,  retiring  president  of  the  State 
Medical  Society,  explained  the  machinery  of  the 
House  of  Delegates.  There  followed  a discussion 
of  resolutions  already  presented  by  Eighth  District 
delegates  at  the  opening  session  of  the  House  and  a 
discussion  of  resolutions  yet  to  be  offered.  Presi- 
dent Kinzly  appointed  a steering  committee  to  serve 
as  a liaison  group  between  the  actions  of  the  House 
and  Eighth  District  elements.  The  steering  com- 
mittee reported  to  a meeting  of  the  luncheon  group 
the  same  evening. 

On  the  evening  of  May  24,  at  the  Hotel  Statler, 
Buffalo,  there  was  held  a dinner  meeting  of  the 
executive  committee  of  the  Eighth  District  Branch, 
at  which  Dr.  Robert  R.  Hannon,  then  Executive 
Officer  of  the  State  Society,  was  host.  President 
Kinzly  presided,  with  about  a dozen  committee 
members  and  guests  present.  The  meeting  was  the 
customary  annual  Spring  get-together  convened  to 
agree  on  the  place  and  date  of  the  annual  branch 
meeting  and  to  chart  the  program.  The  session 
selected  the  Bartlett  Country  Club  at  Olean  as  the 
place  and  October  4 as  the  date  of  the  1951  annual 
meeting.  The  invitation  to  meet  in  Olean  came 
from  Dr.  William  C.  Goodlett,  then  president  of 
the  Cattaraugus  County  Medical  Society.  Dr. 
Paul  A.  Burgeson,  program  committee  chairman, 
reported  on  progress  made  by  his  planning  group. 
President  Kinzly  named  a nominating  committee  of 
five  headed  by  Dr.  Goodlett  to  bring  in  a ticket 
of  recommended  candidates  at  the  annual  meeting. 

The  forty-sixth  annual  meeting  of  the  branch  at 
Olean  was  held  against  a golden  autumnal  back- 
ground. The  program  was  divided  into  four  parts, 
as  follows:  a noon-time  luncheon  meeting  of  the 
advisory  council  of  presidents  and  secretaries  and 
members  of  the  newly-established  branch  planning 
committee  on  medical  policies,  an  afternoon  scientific 
session  which  opened  at  2 p.m.  and  gave  ear  to  the 
presentation  of  four  excellent  papers  by  as  many 
physicians,  the  annual  business  meeting  of  the 
branch  which  followed  directly,  and  an  evening 
dinner  meeting  attended  by  1 20  physicians  and 
members  of  the  woman’s  auxiliary. 

These  new  branch  officers  wTere  elected  at  the 
business  meeting:  Dr.  Henry  S.  Martin,  Warsaw, 
president;  Dr.  Sydney  L.  McLouth,  Corfu,  first 
vice-president;  Dr.  Elmer  T.  McGroder,  Buffalo, 
second  vice-president;  Dr.  Clyde  L.  Wilson,  James- 
town, secretary;  and  Dr.  Wilfrid  M.  Anna,  Lock- 
port,  treasurer.  The  business  meeting,  among  other 
matters,  adopted  a new  set  of  bylaws  for  the  branch 
and  approved  a resolution  initiating  a study  to 
determine  whether  low-cost  group  life  insurance 
may  be  obtained  for  branch  members. 

Speakers  at  the  dinner  meeting  were  Dr.  Edward 
T.  Wentworth  of  Rochester,  president-elect  of  the 
State  Medical  Society,  and  Representative  Harold 
C.  Ostertag  of  Attica.  The  scientific  session  con- 
sisted of  this  program:  “The  Management  of 

Edema,”  Dr.  George  E.  Miller;  “The  Clinical 
Significance  of  Certain  Respiratory  Symptoms,” 
Dr.  Louis  H.  Clerf;  “The  Signs,  Symptoms,  and 
Treatment  of  Portal  Hypertension,”  Dr.  C'.  Stuart 
Welch,  and  “The  Treatment  of  Common  Skin  In- 
fections in  General  Practice,”  Dr.  Earl  D.  Osborne. 

The  year  1951,  for  the  branch,  swung  to  its  con- 
clusion at  the  annual  winter  dinner  meeting  of  the 
Advisory  Council  at  the  Hotel  Statler,  Buffalo, 
the  evening  of  December  6.  Present  by  invitation 


were  members  of  the  new  planning  committee  of  the 
branch.  The  attendance  of  23  was  representative 
of  every  county  in  the  judicial  district.  Highlights 
of  the  meeting  were  as  follows:  (1)  presentation  by 
Dr.  Elmer  T.  McGroder,  new  second  vice-president 
of  the  branch,  of  a paper  on  the  New  York  State 
program  for  the  medical  rehabilitation  of  handi- 
capped persons;  (2)  presentation  by  President 
Kinzly  of  a report  from  the  branch  planning  com- 
mittee on  the  progress  of  the  inquiry  into  the  ques- 
tion of  procuring  group  life  insurance  for  branch 
members;  (3)  appointment  by  President  Kinzly 
of  a standing  program  committee  of  the  branch  with 
Dr.  Burgeson  as  chairman  and  Drs.  Victor  L.  Pelli- 
cano  of  Niagara  Falls  and  John  L.  Lincoln  of  James- 
town as  members;  (4)  presentation  of  a report  from 
Dr.  Peter  J.  Di  Natale  of  Batavia,  Eighth  District 
Branch  representative  on  the  State  Society’s  Plan- 
ning Committee;  (5)  an  address  by  Mr.  Joseph 
M.  Kerrigan,  executive  director  of  the  Western 
New  York  Medical  Plan,  and,  perhaps  most  im- 
portant of  all,  (6)  launching  of  steps  to  achieve  im- 
provement of  medical  and  sanitary  conditions  in 
rural  labor  camps  populated  by  migrant  workers, 
as  called  to  the  attention  of  the  branch  by  Dr.  John 
G.  Ellis,  then  president  of  Orleans  County  Medical 
Society. 

The  president  of  the  branch  has  attended  meetings 
and  outings  of  several  component  county  societies 
and  was  one  of  the  speakers  at  the  January  25, 
1951,  dinner  rally  of  representatives  of  medicine, 
dentistry,  and  the  insurance  industry,  designed  to 
promote  three-point  united  opposition  to  socialized 
medicine. 

It  shall  be  our  aim  to  build  and  improve  the 
Eighth  District  Branch  as  an  instrument  for  public 
service  and  professional  advancement. 

Respectfully  submitted, 

John  C.  Kinzly,  M.D.,  President 


NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  executive  committee  of  the 
Ninth  District  Branch  was  held  on  May  31,  1951, 
at  White  Plains.  At  this  time,  the  affairs  of  the 
district  branch  were  discussed,  and  plans  for  the 
annual  meeting  of  the  district  were  made. 

This  meeting  was  held  at  the  Sleepy  Hollow  Coun- 
try Club,  Scarborough-on-Hudson,  on  November  7, 
1951.  The  scientific  program  was  held  in  the  after- 
noon followed  by  the  dinner  meeting,  at  which 
time  the  society  was  joined  by  the  Woman’s  Auxili- 
ary to  the  Ninth  District  Branch.  Dr.  J.  Stanley 
Kenney,  president  of  the  State  Society,  addressed 
the  members  after  the  dinner.  Dr.  John  S.  Rogers, 
of  Poughkeepsie,  was  elected  to  serve  as  a member 
from  this  district  on  the  State  Planning  Committee. 
At  this  annual  meeting  there  was  an  attendance  of 
43  members,  although  there  are  over  1,800  members 
in  the  Ninth  District. 

It  seems  to  me,  in  considering  the  time  and  effort 
spent  to  organize  these  meetings  and  the  expense 
to  the  State  Society,  with  such  a small  attendance, 
the  House  of  Delegates  should  seriously  consider  the 
advisability  of  continuing  these  district  branches,  in 
view  of  the  little  interest  shown  in  the  meetings. 

Respectfully  submitted, 

Morley  T.  Smith,  M.D.,  President 
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Stuart  Banyar  Blakely,  M.D.,  of  Binghamton, 
died  on  February  27  at  the  age  of  seventy-two.  Dr. 
Blakely  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  190S  and 
interned  at  Roosevelt  Hospital  and  Sloane  Hospital 
in  New  York  City.  He  was  consulting  obstetrician 
at  the  Tioga  County  General  Hospital  in  Waverly 
and  at  the  Ideal,  City,  and  Our  Lady  of  Lourdes 
Memorial  Hospitals  in  Binghamton.  Dr.  Blakely 
was  a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American 
Association  of  Obstetricians,  Gynecologists  and 
Abdominal  Surgeons,  the  Binghamton  Academy  of 
Medicine,  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  S.  Dixon,  M.D.,  of  Brooklyn,  died  on 
February  17  at  the  age  of  eighty-six.  Dr.  Dixon 
was  graduated  from  the  Columbia  University  College 
of  Physicians  and  Surgeons  in  1892. 

J.  Cameron  Gain,  M.D.,  of  Jeffersonville,  died  on 
February  18  at  his  home  at  the  age  of  seventy-five. 
Dr.  Gain  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1904 
and  had  practiced  in  Jeffersonville  since  1910.  For 
thirty-four  years  he  was  coroner  of  Sullivan  County 
and  for  twenty-two  years,  health  officer  for  Calli- 
coon.  He  was  associate  attending  physician  at 
Maimonides  Hospital  in  Liberty.  Dr.  Gain  was  a 
member  of  the  Sullivan  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rudolph  Ronald  Garson,  M.D.,  of  Brooklyn,  died 
on  February  4 at  his  home  at  the  age  of  fifty-five. 
Dr.  Garson,  a native  of  Austria,  received  his  medical 
degree  from  the  University  of  Vienna  in  1924.  He 
was  clinical  assistant  attending  dermatologist  at  the 
Maimonides  Hospital  in  Brooklyn.  Dr.  Garson 
was  a member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Theodore  Goldenberg,  M.D.,  of  Buffalo,  died  on 
February  16  at  the  age  of  seventy-one.  A native  of 
Germany,  Dr.  Goldenberg  received  his  medical  de- 
gree from  the  University  of  Giessen,  Germany,  in 
1903.  He  had  been  director  of  urology  and  surgery 
at  the  St.  Theresa  Hospital  in  Nuernburg,  Germany, 
before  coming  to  the  United  States  in  1934.  He  had 
served  on  the  staff  of  the  Lafayette  General  Hospital 
in  Buffalo.  Dr.  Goldenberg  was  a member  of  the 
Northeast  Section  of  the  American  Urological  Asso- 
ciation, the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gem  William  Jaeger,  M.D.,  of  Niagara  Falls,  died 
on  February  19  at  the  Niagara  Falls  Memorial  Hos- 


pital at  the  age  of  forty-two.  Dr.  Jaeger  was  gradu- 
ated from  the  University  of  Buffalo  School  of  Medi- 
cine in  1937  and  interned  at  the  Meyer  Memorial 
Hospital  in  Buffalo.  During  World  War  II,  he 
served  with  the  U.S.  Navy  Medical  Corps  as  a lieu- 
tenant commander.  Dr.  Jaeger  was  attending  ob- 
stetrician and  gynecologist  at  the  Niagara  Falls 
Memorial  Hospital  and  Mount  St.  Mary’s  Hospital. 
He  was  a member  of  the  Niagara  Falls  Academy  of 
Medicine,  the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Lawrence  Kiley,  M.D.,  of  Saratoga 
Springs,  died  on  February  24  at  his  home  at  the  age 
of  forty-nine.  Dr.  Kiley  was  graduated  from  the 
Albany  Medical  College  in  1931  and  interned  at  St. 
Peter’s  and  Brady  Memorial  Hospitals  in  Albany. 
During  World  War  II  he  served  with  the  U.S.  Army 
Medical  Corps.  He  was  senior  attending  obstetri- 
cian and  associate  attending  surgeon  at  the  Saratoga 
Hospital.  Dr.  Kiley  was  a member  of  the  American 
Academy  of  General  Practice,  the  Saratoga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association 

Joseph  Levy,  M.D.,  of  New  Rochelle,  died  on 
February  29  in  San  Jose,  Costa  Rica,  after  having 
attended  the  fourth  convention  of  the  Latin  Ameri- 
can Congress  of  Physical  Medicine  in  Panama.  He 
was  fifty-one.  Dr.  Levy  received  his  medical  degree 
from  Johns  Hopkins  University  Medical  School  in 
1927.  He  was  attending  physician  at  the  New 
Rochelle  Hospital  and  adjunct  attending  physician 
at  the  Montefiore  Hospital  Country  Sanatorium  in 
Bedford  Hills.  A Fellow  of  the  American  College 
of  Physicians  and  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  Dr.  Levy  was  a member 
of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Theodore  Lint,  M.D.,  of  Rockaway  Beach,  died 
on  February  28  at  his  home  at  the  age  of  fifty-four. 
Dr.  Lint  received  his  medical  degree  from  the  Yale 
University  Medical  School  in  1923.  He  was  asso- 
ciate attending  surgeon  at  the  Rockaway  Beach 
Hospital.  Dr.  Lint  was  a member  of  the  Association 
for  the  Advancement  of  Psychotherapy,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Melchiore  Lombardo,  M.D.,  of  Brooklyn,  died  on 
February  10  at  the  Long  Island  College  Hospital  at 
the  age  of  seventy-six.  A native  of  Trapani,  Italy, 
Dr.  Lombardo  received  his  medical  degree  from  the 
Royal  University  of  Naples  in  1900.  He  was  on 
the  staff  of  the  Italian  Hospital  in  Tunis,  North 
Africa,  before  coming  to  the  United  States  in  1905. 
Dr.  Lombardo  had  been  lecturer  in  ophthalmology 
at  the  New  York  Polyclinic  Medical  School.  He 
was  consulting  ophthalmologist  at  the  Wyckoff 
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Heights  Hospital  and  attending  ophthalmologist  at 
the  Brooklyn  Eye  and  Ear  Hospital. 

Dr.  Lombardo  was  the  author  of  many  medical 
articles  and  received  a gold  key  from  the  Amertcan 
Journal  of  Ophthalmology  for  his  services.  A 
Diplomate  of  the  American  Board  of  Ophthalmology 
and  a Fellow  of  the  American  College  of  Surgeons, 
he  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Saul  Allan  Mensch,  M.D.,  of  New  Hyde  Park, 
died  on  February  6 at  the  age  of  forty-three.  Dr. 
Mensch  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1935.  He  was  assistant  attend- 
ing physician  at  the  Triboro  Hospital  in  Queens. 
Dr.  Mensch  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Peter  Thomas  Panaro,  M.D.,  of  the  Bronx,  died 
on  February  7 at  the  age  of  fifty-two.  Dr.  Panaro 
received  his  medical  degree  from  the  University  of 
Arkansas  in  1928  and  interned  at  the  Metropolitan 
Hospital  in  New  York  City.  He  was  clinical  assist- 
ant attending  pediatrician  at  the  Lincoln  Hospital 
Outpatient  Department.  Dr.  Panaro  was  a member 
of  the  Bronx  Pediatric  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Douglas  Campbell  Paterson,  M.D.,  of  Bronxville, 
died  on  February  26  at  Lawrence  Hospital  at  the 
age  of  seventy.  Dr.  Paterson  was  graduated  from 
the  Columbia  University  College  of  Physicians  and 
Surgeons  in  1903  and  interned  at  St.  John’s  River- 
side Hospital,  Yonkers.  During  World  War  I he 
served  as  a captain  in  the  U.S.  Army  Medical  Corps. 
Dr.  Paterson  was  surgeon  emeritus  at  St.  John’s 
Riverside  Hospital.  He  was  a member  of  the 


Yonkers  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Alfred  Petersen,  M.D.,  of  Brooklyn,  died  on 
January  1 at  the  age  of  fifty-eight.  Dr.  Petersen 
received  his  medical  degree  from  the  University  of 
Hamburg  in  1920.  He  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Ballantyne  Reitz,  M.D.,  of  Brooklyn,  died 
on  February  23  at  his  home  at  the  age  of  sixty-one. 
Dr.  Reitz  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1913  and 
during  World  War  I served  with  the  U.S.  Army 
Medical  Corps.  He  was  attending  surgeon  at  St. 
John’s  Episcopal  Hospital  in  Brooklyn.  A Fellow  of 
the  American  College  of  Surgeons,  Dr.  Reitz  was  a 
member  of  the  Brooklyn  Surgical  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Kurt  Ludwig  Shell,  M.D.,  of  Pavilion,  died  on 
February  17  when  his  automobile  skidded  and  over- 
turned near  Wyoming,  where  he  was  going  to  see  a 
patient.  He  was  forty-one.  Dr.  Shell,  a native  of 
Nordenburg,  Germany,  received  his  medical  degree 
from  the  University  of  Koenigsberg  in  1935.  He 
was  attending  physician  at  St.  Jerome  Hospital  and 
Genesee  Memorial  Hospital  in  Batavia.  Dr.  Shell 
was  a member  of  the  Genesee  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Herman  Spears,  M.D.,  of  Brooklyn, 
died  on  November  21,  1951,  at  the  age  of  sixty,  far. 
Spears  was  graduated  from  the  Albany  Medical 
College  in  1915.  He  was  associate  attending 
surgeon  at  the  Adelphi  Hospital  in  Brooklyn.  Dr. 
Spears  was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


CLARIFY  POINT  ON  MEMBERSHIP  DUES 

In  answer  to  several  queries,  the  membership  de- 
partment of  the  American  Medical  Association  has 
clarified  a point  in  connection  with  the  payment  of 
dues  by  a member  who  is  reinstated. 

A member,  dropped  for  nonpayment  of  member- 
ship dues  and  who  wishes  to  have  his  membership 
reinstated,  would  owe  membership  dues  for  the  year 
in  which  he  became  delinquent  and  the  year  in  which 
his  membership  was  reinstated,  but  he  does  not  have 
to  pay  membership  dues  for  the  intervening  years. 

Here  is  an  example:  Dr.  Blank  was  dropped  in 
1951  for  nonpayment  of  1950  membership  dues. 
He  applies  for  reinstatement  of  his  A.M.A.  member- 
ship in  1952.  To  bring  about  his  reinstatement,  he 
would  be  required  to  pay  his  1950  membership  dues 
and  membership  dues  for  1952.  Membership  dues 
for  1951  would  not  be  required. 


DOES  THIS  APPLY  TO  YOU? 

There  are  men  and  classes  of  men  that  stand  above 
the  common  herd;  the  soldier,  the  sailor,  and  the 
shepherd  not  infrequently;  the  artist  rarely;  rare- 
lier  still,  the  clergyman;  the  physician  almost  as  a 
rule.  He  is  the  flower  (such  as  it  is)  of  our  civiliza- 
tion; and  when  that  stage  of  man  is  done  with,  and 
only  to  be  marvelled  at  in  history,  he  will  be  thought 
to  have  shared  as  little  as  any  in  the  defects  of  the 
period,  and  most  notably  exhibited  the  virtues  of 
the  race.  Generosity  he  has,  such  as  is  possible  to 
those  who  practice  an  art,  never  to  those  who  drive 
a trade;  discretion,  tested  by  a hundred  secrets; 
tact,  tried  in  a thousand  embarrassments;  and  what 
are  more  important,  Herculean  cheerfulness  and 
courage.  So  that  he  brings  air  and  cheer  into  the 
sick  room,  and  often  enough,  though  not  so  often  as 
he  wishes,  brings  healing. — Robert  Louis  Stevenson 
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Edrisal 


“an  entirely  adequate 


substitute  for  ordinary  doses  of  codeine...” 

(Am.  J.  Obst.  & Gynec.  61: 1366,  1951) 


but  Edrisal  contains  no  narcotics! 

Each  ‘Edrisal’  dose  (2  tablets)  contains: 

‘Benzedrine’  Sulfate 

(racemic  amphetamine  sulfate,  S.K.F.) 

Acetylsalicylic  acid  

Phenacetin 


5 mg. 

5 gr. 

5 gr. 


|ea$e  uQ^g*  The  color  of  the  ‘Edrisal’  tablet  is 
H “ being  changed  from  white  to  blue-green. 


Edrisal  relieves  pain  and  the  depression 
that  magnifies  pain 


Smith,  Kline  & French  Laboratories 

‘Edrisal’  & ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 


Philadelphia 


MEDICAL  NEWS 


State  Blood  Bank  Association  Organized 


A GROUP  of  New  York  State  physicians  met  in 
Albany  March  1 and  2 to  organize  the  Blood 
Bank  Association  of  New  York  State,  an  agency 
that  will  seek  to  coordinate  the  blood  collection  and 
distribution  efforts  of  hospitals  and  nonprofit  private 
blood  banks  in  the  State. 

Temporary  officers  were  elected  to  serve  until 
permanent  officers  are  elected  at  the  next  meeting 
in  New  York  City  on  May  12.  These  are  as  follows: 
Dr.  John  J.  Clemmer,  Albany,  director,  Bender 


Laboratory,  president;  Dr.  Morris  Maslon,  Glens 
Falls,  director,  Warren  County  Bacteriological 
Laboratory,  vice-president;  Dr.  Walter  P.  Anderton, 
New  York  City,  secretary,  Medical  Society  of  the 
State  of  New  York,  secretary,  and  Dr.  James  R. 
Reuling,  Bayside,  Blood  Bank  Committee  of  the 
American  Medical  Association,  treasurer. 

The  constitution  and  bylaws  were  adopted  for  the 
Blood  Bank  Association  at  the  Albany  meeting, 
which  was  attended  by  forty  physicians. 


Fellowships  Open  for  Course  in  Cancer  Diagnosis  and  Treatment 


UNDER  the  fellowship  program  of  the  New  York 
State  Department  of  Health,  the  New  York 
City  Department  of  Health,  and  the  Medical  So- 
ciety of  the  State  of  New  A'ork,  a course  in  “Cancer 
Diagnosis  and  Treatment’’  will  be  presented  from 
April  28  to  May  10  in  cooperation  with  the  Columbia 
University  Faculty  of  Medicine. 

This  is  a full-time  two-week  course,  the  aim  of 
which  is  to  familiarize  the  student  with  contem- 
porary theory  and  practice  in  cancer  diagnosis  and 
therapy.  Didactic  as  well  as  practical  demonstra- 
tion will  be  given  by  the  staff  of  the  Francis  Dela- 
field  Hospital  which  is  the  unit  for  neoplastic  disease 
in  the  Columbia-Presbyterian  Medical  Center. 
The  course  will  be  held  Monday  through  Friday 
from  9 a.m.  to  12  noon  and  from  1 to  5 p.m.  and  on 
Saturday  morning  from  9 a.m.  to  12  noon.  Maxi- 
mum number  to  be  accepted  is  12.  Applicants 
should  indicate  on  the  back  of  the  application  blanks 
their  present  hospital  appointments. 

This  course  is  part  of  the  regular  postgraduate 


educational  program  of  the  Columbia  University 
Faculty  of  Medicine.  The  New  York  State  De- 
partment of  Health  will  provide  fellowships  for 
physicians  licensed  by  and  living  in  the  State  of 
New  York,  according  to  the  following  schedule: 
total  fee  for  course,  $100;  registration  fee  to  be 
paid  by  student,  $10;  fee  to  be  paid  under  fellow- 
ship provided  by  the  New  A’ork  State  Department  of 
Health,  $90.  No  living  expense  stipends  are  pro- 
vided by  the  State  Department  of  Health,  but 
arrangements  can  be  made  through  the  Medical 
School  for  students  to  reside  at  the  school  dormitory, 
Bard  Hall,  during  the  two-week  period. 

Application  blanks  for  the  course  may  be  ob- 
tained from  the  University  or  from  the  Bureau  of 
Cancer  Control,  New  York  State  Department  of 
Health,  39  Columbia  Street,  Albany.  The  Columbia 
University  Faculty  of  Medicine  is  located  at  630 
West  168th  Street,  New  A’ork  32,  New  A’ork. 
Applications  will  be  acted  upon  in  the  order  of  re- 
ceipt. 


MEDICALLY  SPEAKING— 


Essay  Contest  Open — The  1952  essay  contest 
sponsored  by  the  Foundation  of  the  American 
Society  of  Plastic  and  Reconstructive  Surgery  has 
been  announced  with  awards  offered  for  original 
contributions  in  this  field.  In  the  junior  classifica- 
tion, two  six-month  scholarships  in  leading  plastic 
surgery  services  in  the  United  States,  England,  and 
Italy  will  be  awarded.  This  is  open  to  plastic  sur- 
geons in  the  specialty  not  more  than  five  years. 
In  the  senior  classification,  the  annual  prize,  a silver 
plaque,  will  be  awarded  for  the  best  essay  presented 
at  the  annual  meeting  of  the  Society. 

All  entries  must  be  received  by  the  committee  not 
later  than  September  1,  1952.  For  further  in- 
formation, address  Dr.  Jacques  W.  Maliniac,  11 
East  68th  Street,  New  York  21,  New  A'ork. 

Motion  Picture  Booklet  Available — The  Com- 
mittee on  Medical  Motion  Pictures  of  the  American 
Medical  Association  has  completed  the  1951  supple- 
ment to  the  second  revised  edition  of  the  booklet 


entitled  “Reviews  of  Medical  Motion  Pictures.” 
This  supplement  contains  90  reviews  of  medical  and 
health  films  reviewed  in  the  Journal  of  the  American 
Medical  Association  from  January  i through  De- 
cember 31,  1951.  Each  film  has  been  indexed  ac- 
cording to  subject  matter.  The  purpose  of  these 
reviews  is  to  provide  a brief  description  and  an 
evaluation  of  motion  pictures  which  are  available 
to  the  medical  profession. 

Exhibit  of  Recent  French  Medical  Books — 

What’s  new  in  French  medicine?  And  what  fresh 
editions  have  been  issued  of  those  precis  and  traites 
on  which  so  many  alert  readers  have  come  to  rely? 
The  recent  output  of  French  medical  works  seems 
to  be  more  than  compensating  for  the  literary  hiatus 
of  the  war  years.  To  demonstrate  this,  the  Cultural 
Services  of  the  French  Embassy,  New  A’ork  City, 
are  collaborating  with  the  library  of  the  New  A'ork 
[Continued  on  page  948) 
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INJECTABLE 


n>'NID 

a HYDROCHLORIDE  ^ 


FIRST  INJECTABLE  QUINIDINE  COMMERCIALLY 
AVAILABLE  IN  AMERICA 
TRIED  - TESTED  - DEPENDABLE  - STABLE 


For  those  cases  of  auricular  fibrillation  and  paroxysmal 
tachycardia  where  QUINIDINE  is  indicated  and  cannot  be 
given,  or  is  not  effective,  orally  — ■ 

AcIlnustiAfrurf&ost:  INTRAMUSCULARLY  or  if  necessary  INTRAVENOUSLY 


Au&ilcJUe:  Quinidine  Hydrochloride  Injectable  (0.6  Gm.)  in  5 cc.  ampul 

Quinidine  Hydrochloride  Injectable  (0.18  Gm.)  in  \%  cc.  ampul 


REFERENCES: 

1.  Sturnick,  M.  I.;  Riseman,  J.  E.  F. ; and  Sagall,  E.  I.:  Studies  on  the 
Action  of  Quinidine  in  Man:  J.  A.  M.  A.  121  ; 917  (March  20)  1943 

2.  Sagall,  E.  1.;  Horn,  C.  D.;  and  Riseman,  J.  E.  F.:  Studies  on  the 
Action  of  Quinidine  in  Man:  Arch.  Int.  Med.  71;  460  (April)  1943 

3.  Armbrust,  Chas.  A.  Jr.  and  Levine,  Samuel  A.:  Paroxysmal  Ventricular 
Tachycardia:  A Study  of  107  Cases:  Circulation,  _1_;  28-39  (Jan.)  1950 

4.  Bell,  G.  O. ; Bradley,  R.  B.;  and  Hurxthal,  L.  M.:  Paroxysmal  Tachy- 
cardia, Experiences  with  Massive  Doses  of  Quinidine  Intravenously  in  a 
Refractory  Case:  Circulation,  J_:  939  (April  Part  II)  1950 

For  additional  information  — just  send  your  blank  marked 

(—  Aha  Available 

FOR  ORAL  ADMINISTRATION 

Quinidine  Sulfate  Tablets  and  Capsules 
(3  gr.)  in  bottles  of  100,  500  £r  1000. 


BREWER  &-  COMPANY,  INC. 

67  UNION  STREET  WORCESTER  8,  MASS. 

o ' 


AT  THE  CONVENTION-BOOTH  No.  22 
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Academy  of  Medicine  in  a display  of  the  noteworthy 
publications  in  medicine  issued  in  France  since  1945. 
The  specialties,  as  well  as  general  medicine,  will  be 
represented,  and  most  of  the  volumes  will  be  on 
open  shelves  for  easy  examination  and  browsing. 
They  will  be  on  exhibit  in  the  Academy  Library 
throughout  April  and  May.  The  library  is  open  to 
everyone  Monday  through  Saturday  (except  holi- 
days) from  9 a.m.  to  5 p.m.,  at  2 East  103rd  Street, 
New  York  City. 

Bureau  for  Handicapped  Children — Dr.  John  F. 


Mahoney,  New  York  City  commissioner  of  health, 
has  announced  the  creation  of  a new  division,  the 
Bureau  for  Handicapped  Children,  with  Dr.  Helen 
M.  Wallace  as  director.  The  objective  of  the  new 
bureau  will  be  the  development  of  more  adequate 
case-finding  procedures,  stimulation  of  research  to 
prevent  crippling  conditions,  and  providing  in- 
formation for  families  to  contact  interested  agencies 
to  care  for  crippled  children.  The  City  Department 
of  Health  administers  the  State  aid  program  for  the 
care  of  handicapped  individuals  at  a cost  of  SI, 000,- 
000  annually,  handling  about  1,400  cases  in  various 
institutions. 


MEETINGS 

PAST 


Schenectady  County  Medical  Society 

Dr.  Howard  F.  Root,  physician-in-chief,  New 
England  Deaconess  Hospital,  Boston,  Massachusetts 
spoke  on  “The  Surgical  Complications  of  Diabetes” 
at  the  meeting  of  the  Schenectady  County  Medical 
Society  held  March  4 at  the  Sunnyview  Hospital, 
Schenectady. 


Section  on  Allergy,  Kings  County  Medical  Society 

At  the  meeting  of  the  Section  on  Allergy  of  the 
Kings  County  Medical  Society  held  March  11  in 
Brooklyn,  Dr.  William  B.  Sherman,  New  York 
City,  editor  of  the  Journal  of  Allergy,  spoke  on 


“Clinical  Aspects  and  Management  of  Drug  Al- 
lergy.” 

Allegany  County  Medical  Society 

Dr.  Joe  W.  Howland,  chief  of  the  medical  division 
of  the  Atomic  Energy  Project,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry',  Rochester, 
spoke  on  “The  Practical  Diagnosis  and  Treatment 
in  Your  Practice  with  Radioactive  Drugs”  at  a 
meeting  of  the  Allegany  County'  Medical  Society 
held  March  13  at  Friendship.  The  program  was 
nostgraduate  instruction  arranged  by'  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education  in  cooperation  with  the  State  Department 
of  Health. 


FUTURE 


Suffolk  County  Medical  Society 

A program  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health,  will  be  presented  at  the 
meeting  of  the  Suffolk  County'  Medical  Society'  to  be 
held  Wednesday,  April  2,  at  10  a.m.  at  the  Central 
Islip  State  Hospital,  Central  Islip,  Long  Island. 

Dr.  John  Currence,  associate  clinical  professor, 
Department  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  College  of  Medicine, 
will  speak  on  “The  Use  of  Physical  Agents  in  Bursi- 
tis, Neuritis,  and  Low  Back  Conditions,”  and  Dr. 
Karl  Harpuder,  assistant  clinical  professor  of  medi- 
cine, Columbia  University  College  of  Physicians 
and  Surgeons,  will  speak  on  “The  Diagnosis  and 
Treatment  of  Peripherovascular  Disease.” 

New  York  Academy  of  Medicine 

The  Hermann  M.  Biggs  Memorial  Lecture,  held 
annually  at  the  New  York  Academy  of  Medicine 
under  the  auspices  of  its  Committee  on  Public 
Health  Relations,  will  be  delivered  this  year  on 
Thursday,  April  3,  at  8.30  p.m.  Dr.  Erich  Linde- 
mann,  associate  professor  of  mental  health,  Harvard 
Medical  School,  will  speak  on  “Mental  Health  in  a 
Community  Health  Program.” 


State  Charities  Aid  Association 
The  annual  conferences  of  committees  of  the  State 
Charities  Aid  Association  will  be  held  April  21,  22, 
and  23  at  the  Hotel  Statler,  New  York  City. 

American  College  of  Physicians 
The  thirty-third  annual  meeting  of  the  American 
College  of  Physicians  will  be  held  April  21  through 
25  in  Cleveland,  Ohio,  with  headquarters  at  the 
Cleveland  Public  Auditorium. 

Bellevue  Hospital  Radiation  Therapy  Alumni 
Association 

The  annual  meeting  of  the  Bellevue  Hospital 
Radiation  Therapy  Alumni  Association  will  be  held 
Thursday,  May  1,  at  1 p.m.  at  the  administration 
building  of  Bellevue  Hospital.  The  program  will 
feature  the  annual  Ira  I.  Kaplan  Lecture.  Guest 
speaker  will  be  Dr.  James  A.  Corscaden,  who  will 
present  a paper  on  “The  Treatment  of  Carcinoma  of 
the  Uterus.” 

American  Academy  of  Dental  Medicine 
The  sixth  annual  meeting  of  the  American 
Academy  of  Dental  Medicine  null  be  held  at  the 
Mount  Royal  Hotel,  Montreal,  Canada,  May'  29, 
30,  and  31,  it  has  been  announced  by  Dr.  William 
M.  Greenhut,  New  York  City,  national  secretary. 


PERSONALITIES 


Honored 

Dr.  Leopold  Stieglitz,  New  York  City  practitioner 
for  more  than  half  a century',  as  guest  of  honor  at  the 
annual  lecture  named  in  his  honor  at  the  New  York 


University  College  of  Medicine,  on  February'  26. 
Lecture  was  given  by  Dr.  Benjmin  P.  Watson, 
professor  emeritus  of  Columbia  University  College 

[Continued  on  page  950] 
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Glycosuria  and 
Ketonuria 

in  Patients  Receiving 
ACTH  or  CORTISONE* 


All  patients  should  have  a complete  urinalysis  before 
receiving  corticotropin  (ACTH  or  Cortisone).  Par- 
ticular attention  should  be  paid  to  the  presence  of 
glucose  or  acetone  in  the  urine. 

Frequent  testing  of  the  urine  for  sugar  and  acetone 
is  recommended  during  the  administration  of  ACTH 
or  Cortisone. 

The  proper  examination  of  the  urine  for  sugar  during 
treatment  with  ACTH  or  Cortisone  may  reveal  a 
number  of  prediabetics. 

Increase  in  insulin  dosage  is  often  required  in  the 
diabetic  patient  receiving  ACTH  or  Cortisone. 


GALATEST 

(SUGAR-TEST  DENCO) 

The  simplest,  fastest  urine  sugar  test  known. 

ACETONE  TEST 

(DENCO) 

For  the  rapid  detection  of  acetone  in  urine . 


Same  Technique 
for  Both  Tests 

A little 
urine- 
A little 
powder 

Color  Reaction 
Immediately 


Combination  Kit 


For  Office  — Medical  Bag  — 
Testing  by  patients  at  home. 

Contains  a vial  of  Galatest  and 
Acetone  Test  (Denco),  a dropper 
and  color  chart.  Price  $2.25 


Galatest  and  Acetone  Test  (Denco)  require 
no  special  laboratory  equipment,  test  tubes, 
liquid  reagents,  or  external  sources  of  heat. 

One  or  two  drops  of  the  specimen  to  be  tested 
are  dropped  upon  a little  of  the  powder  and 
a color  reaction  occurs  immediately  if  acetone 
or  reducing  sugar  is  present. 

Patients  are  easily  taught  to  use  Galatest  and 
Acetone  Test  (Denco). 

Write  tor  descriptive  literature. 

THE  DENVER  CHEMICAL  MANUFACTURING  CO.,  Inc. 

Dept.  163  Varick  Street,  New  York  13,  N.  Y 
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“ Cortisone  and  ACTH— A Review  of 
Certain  Physiologic  Effects  and  Their 
Clinical  Implications ” — Randall  G. 
Sprague,  M .D.— American  Journal  of 
Medicine,  May,  1951. 
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of  Physicians  and  Surgeons,  on  “Preparation  for  the 
Practice  of  Medicine”  . . . the  late  Dr.  Adrian  Ehler, 
Albany,  by  friends  and  patients  who  have  established 
a memorial  fund  in  his  honor. 

Appointed 

Dr.  James  A.  Brussel,  Lieutenant  Colonel  (MC) 
now  on  duty  at  the  William  Beaumont  Army  Hos- 
pital, as  adviser  on  the  organization  of  the  new  Gil- 
bert Psychiatric  Unit  at  the  General  Hospital,  El 
Paso,  Texas.  Dr.  Brussel  was  assistant  director  of 
the  State  Hospital  at  Willard,  New  York.  . . Dr. 
Samuel  J.  Gelman,  deputy  medical  superintendent 
of  Morrisania  City  Hospital,  as  assistant  adminis- 
trator of  the  Hospital  for  Joint  Diseases,  New  York 
City.  . . Dr.  Morris  Glass,  Brooklyn,  as  director  of 
the  department  of  obstetrics  and  gynecology  at 
Long  Island  College  Hospital.  . . Dr.  Julia  M. 
Jones  and  Dr.  William  M.  Stearns,  New  York  City, 
to  the  medical  board  of  the  Stony  Wold  Sanatorium, 
New  York  City. 

Dr.  G.  Burroughs  Mider,  Rochester,  professor  of 
cancer  research  and  coordinator  of  cancer  teaching 
at  the  LTniversity  of  Rochester  School  of  Medicine 


and  Dentistry,  as  scientific  director  at  the  National 
Cancer  Institute  of  the  National  Institutes  of  Health, 
Bethesda,  Maryland.  . . Dr.  Nathaniel  E.  Reich, 
Brooklyn,  as  co-chairman  for  the  cardiology  section 
of  the  annual  convention  of  the  American  College 
of  Chest  Physicians  in  Chicago  June  5 to  8.  . . 
Dr.  Anthony  J.  J.  Rourke,  San  Francisco,  super- 
intendent of  the  Stanford  University  Hospitals,  as 
executive  director  of  the  Hospital  Council  of  Greater 
New  York.  . . Dr.  Carl  G.  Whitbeck,  Hudson,  as  a 
member  of  the  Columbia  County  Board  of  Health. 


New  Offices 

Dr.  James  J.  Doyle,  practice  of  ophthalmology  in 
Ogdensburg  . . . Dr.  Willard  N.  Failing,  New  York 
City,  practice  of  ophthalmology  in  Utica.  . .Dr.  David 
S.  Hayes,  Hastings,  practice  of  neurology  and 
psychiatry  in  Tarry  town  . . . Dr.  George  A.  Hays, 
general  practice  and  practice  of  pediatrics  in  Sala- 
manca . . . Dr.  Frederick  M.  Havens,  Lockport,  prac- 
tice of  anesthesia  in  Niagara  Falls  . . . Dr.  Frederick 
D.  Regan,  Hugenot  Park,  general  practice  in  New 
Dorp,  Staten  Island. 


PROCAINE  HYDROCHLORIDE  BLOOD  MIX- 
TURE FOR  TREATMENT  OF  HEMORRHAGE 
DURING  SURGICAL  ANESTHESIA 

When  replacement  therapy  is  indicated  in  hemor- 
rhage during  surgical  anesthesia,  a procaine  hydro- 
chloride blood  mixture,  properly  administered,  is  an 
improvement  over  blood  alone.  Among  the  ad- 
vantages listed  are:  (1)  The  rate  of  administration 

may  be  considerably  increased  because  of  reduction 
or  elimination  of  venous  spasm;  (2)  procaine  raises 
the  threshold  of  the  heart  to  extrasystoles  and  fibril- 
lation; (3)  procaine  is  of  value  in  the  active  treat- 
ment of  thrombophlebitis,  helping  to  overcome 
stasis;  (4)  procaine  depresses  the  cough  reflex,  re- 
duces water  loss  through  perspiration,  and  depresses 
salivary  secretion,  and  (5)  intravenous  procaine  may 
furnish  postoperative  analgesia  lasting  from  twenty 
minutes  to  several  hours. — Frederick  G.  Jensen , 
M.D.,  Annals  of  Western  Medicine  and  Surgery , 
September,  1951 


ATABRINE  USED  TO  TREAT  TAPEWORM 

Quinacrine  hydrochloride  (Atabrine),  used  during 
World  War  II  as  an  antimalarial  agent,  has  proved 
of  value  in  the  treatment  of  tapeworm,  according  to 
an  article  in  the  January  26  issue  of  the  Journal  of 
the  American  Medical  Association. 

Eleven  persons  suffering  from  tapeworm  were 
given  the  drug,  reported  Drs.  William  A.  Sodeman 
and  Rodney  C.  Jung,  of  the  School  of  Medicine, 
Tulane  University,  New  Orleans.  It  was  effective 
in  10  of  the  cases  on  the  initial  trial  and  in  the  elev- 
enth when  treatment  was  repeated. 

The  patients  were  given  doses  ranging  from  0.6 
to  1.2  Gm.  at  the  rate  of  two  0.1-Gm.  tablets  every 
five  minutes  with  a little  water  until  the  entire 
amount  was  taken.  If  the  patient  reacted  to  the 
drug  by  vomiting  and  nausea,  sodium  bicarbonate 
was  added  to  the  water  when  the  medication  was  re- 
peated. 

In  the  treatment  of  tapeworm,  the  prompt  action 
of  quinacrine  and  the  benign  character  of  the  toxic  re- 
action have  established  it  as  the  drug  of  choice. 


YOUR  DIABETIC  PATIENT 
and 

FAULTY  LIPID  METABOLISM 

• The  Problem 

It  has  long  been  recognized  that  many 
diabetics  have  a defective  mechanism  for 
metabolizing  fats,  especially  if  they  are 
overweight  and  middle  aged.1 

• Two-Sided  Etiologic  Picture 

Liver  disease  is  generally  secondary  to 
diabetes  . . . but  sometimes  liver  dys- 
function may  aggravate  the  diabetic 
syndrome.1 

With  Syrup  WYCHOL  It  Is  Easy 


• Value  of  Lipotropic  Therapy 

In  the  former  case,  lipotropic  factors 
such  as  choline2  and  inositol3  have  been 
observed  to  reduce  excessive  blood  chol- 
esterol levels. 

In  the  latter  case,  the  patient’s  response 
to  lipotropic  therapy  may  so  favorably 
influence  the  syndrome  that  insulin  re- 
quirements are  sharply  reduced.1 4 

• In  Every  Case  . . . 

The  cardinal  rule  of  lipotropic  therapy  is 
to  give  enough,  long  enough. 


• To  give  enough — because  Wychol  is  potent.  One  tablespoonful  supplies  3 Gm.  choline 
base  plus  0.45  Gm.  inositol. 

• To  maintain  therapy — because  Wychol  has  an  appealing  fruit-like  flavor. 

(It  should  be  noted  that  each  tablespoonful  Syrup  Wychol  supplies  6.75  Gm.  sucrose) 

1 . Leevy,  C.M.,  Ryan,  C.M.,  and  Fineberg,  J.C. : Am.  J.  Med.  8 :290,  1950. 

2.  Pomeranze,  J.,  and  Levine,  V. : Rev.  Gastroenterol.  76:771,  1949. 

3.  Fetch,  W.C.,  and  Dotti,  L.B. : Proc.  Soc.  Exper.  Biol.  & Med.  72:376,  1949. 

4.  Dietrich,  H.W.:  South.  M.  J.  43: 743,  1950. 

SUPPLIED:  Syrup  Wychol,  bottles  of  1 pint  • Capsules  Wychol,  bottles  of  100  and  1000 — convenient 
for  maintaining  therapy  away  from  home. 


WYCHOL 

Choline  and  Inositol  Wyeth 


Incorporated  • Philadelphia  2,  Pa. 
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DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to  May 
16,  1952,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  30 


146th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
May  12  to  May  16,  1952 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  (\/)  below: 

Name 

Address 

City State : 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — per  day 

$ 5.00Q 
6.50Q 
8.00Q 

$ 5.50D 
7.00D 
8.50D 

$ 6.00Q 
7.50D 

9.00a 

Double-Bed  Room  with  Bath  for  two — 
per  day 

O 00 

o o 
o o 

□□ 

8.50Q 

10.50D 

9.00Q 

11.00D 

□□ 
o o 

iO  iO 
05  H 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

g.oon 

li.oon 

9.50D 

11.50D 

10.00Q 

12.00D 

10.50D 

13.00D 

Suite — Living  Room,  Bed  Room,  and  Bath 

20.00D 

22.00D 

25.00D 

More  Than  Two  Persons  in  One  Room:  For  each  additional 
Twin-Bed  Room,  the  extra  charge  is  $2.50  per  day. 

person  in  Double-  or 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 
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FOR  SPORTS 


MINOR  INJURIES 


SPRAINS  - STRAINS  - BRUISES  MUSCLE  SORENESS 


IODEX  C Methyl  Sal 


provides  the  stimulating  and  metabolic  effects 
of  the  combined  Iodine*  and  the  analgesic 
action  of  Methyl  Salicylate. 

Iodex  c Methyl  Sal  is  also  an  adjuvant  in  the 
treatment  of  rheumatic  and  arthritic  pains. 


*The  Iodine  in 


Iodex  C Methyl  Sal  is  slowly  split  off  through  percutaneous  absorption. 


MENLEY  & JAMES,  LTD.  70  West  40th  Street , New  York  18,  N.  Y. 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 


1952 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

MAY  12  to  16,  1952 


HOTEL  STATLER,  NEW  YORK  CITY 
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nourish 


depleted  tissues  and 
blood  with  this 
unusually 

rich  source 
of  B-complex 
vitamins 


plus  potent  hematopoi- 
etic factors  from 

liver  fraction 
and  stomach 


concentrate 


NUTRI-BEE 


capsules 

Now  contains  vitamin  B|2 


A PC 


• Note  the  therapeutic,  comprehensive 
formula  of  NUTRI-BEE.  Each  capsule 
contains: 


Thiamine  Hydrochloride  (Bj)  ....  10  mg. 

Riboflavin  (Bo)  10  mg. 

Pyridoxine  Hydrochloride  (B6)  . . 5 mg. 

Folic  Acid 2 mg. 

Niacinamide 50  mg. 

Calcium  Pantothenate  (Be) 2 5 mg. 

Liver  Fraction  2 200  mg. 

Stomach  Concentrate 200  mg. 

Vitamin  Bi? 1 meg. 


NUTRI-BEE  CAPSULES....for  the  prevention  and  treat- 
ment o{  vitamin  B deficiency  and  certain  anemias 
during  pregnancy  and  lactation,  convalescence, 
before  and  after  surgery. 

WRITE  FOR  LITERATURE 

AMERICAN  PHARMACEUTICAL  COMPANY 

Manufacturing  Chemists  New  York  54,  N.  Y. 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


NDCARPON’ 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  >/2  hour  after  meals. 

Bottles  of  100 


"FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING’’ 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
1123  BROADWAY,  NEW  YORK 


GIVE  TO 


CONQUER 


CANCER 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


(theophylline -ethylenediamine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St.,  New  York  17,  N.Y. 


I want . . . 

. . . only  the  time  it  takes 

to  show  you  the  books 
you  want  to  see. 

PHILIP  PECKERMAN 

YOUR  Saunders  REPRESENTATIVE 

for  Queens,  and  Nassau  and  Suffolk  Counties 
CLoverdale  6-8064 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  y. 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 


N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
8 5 Fifth  Avenue 
New  York  3,  N.  Y. 


FOR  REHABILITATION  AND  PHYSICAL  RESTORATION 

* * * THE  PINEHAVEN  SANITARIUM  * * * 

225  BEDS  *****  FOR  ALL  STAGES  OF  CHRONIC  AND  TERMINAL  ILLNESS 

RESIDENT  PHYSICIANS  *****  REGISTERED  PHYSICAL  THERAPISTS 
P INF. WALD  NFW  TFRSFY  LIC.  BY  N.  J.  DEPT.  OF  INSTITUTIONS  & AGENCIES 

^hTta^FWoV™  MEMBER  OF  N.  I.  HOSPITAL  ASSOCIATION 

NEAR  LAKEWOOD  MEMBER  OF  A.  M.  HOSPITAL  ASSOCIATION 

PHONES:  TOMS  RIVER  8-2050-1-2  REGISTERED  WITH  A.  M.  A. 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


AVOID  "OVERTREATMENT  DERMATITIS" 

“Overtreatment  dermatitis  is  todoy  a prevalent  and  often  disabling  cutoneous  disturbance."* 

*tone.  C.  G..  Theropeulic  Dermohlis,  New  Eng.  J Med..  246-77-81.  1952 

AVEENO  . . . the  mild,  soothing  concentrate  from  oatmeal  provides  colloidal  pro- 
tection  and  emollient  relief  for  irritated  and  itching  skin  areas  ...  in  colloid  baths 
and  in  local  applications. 


E.  FOUGERA  & CO.,  INC. 

75  VARICK  ST.,  NEW  YORK  13,  N.  Y. 

Please  send  professional  samples  of  AVEENO®. 


-M.D. 


STATE 


COLLEGE  - ' 'ftj-rUA 

_ ^ TVU1  t 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander — 59  E.  79th  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


FOR 

BUSINESS  OPPORTUNITIES 
WATCH  THE 
CLASSIFIED  COLUMN 
PAGE  959 


MANOR  NURSING 


HOLBROOK  ifimi  v ■%  HOME 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Noii-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  Placement  ol 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

*80  Madison  Ave.,  N.  V.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


Dlt.  BAIINES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HALCYON  ItEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


WEST  MM1LM . 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


<8£2M2S'  BROWN’S  MlWHill 
MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship 
ping  and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjuctan-m-Chjrp. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in -Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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FOR  SALE 


Cazenovia,  New  York 

Doctor  leaving  town  for  surgery,  and  offering  fine  residence, 
with  offices  and  two  car  garage.  Possession  July  1,  1952. 
Excellent  opportunity,  to  obtain  choice  location,  for  general 
practice.  Income  if  desired,  as  part  of  home  is  adapted  to 
apartments  which  carry  overhead.  Doctor  will  introduce 
purchaser.  822,000.  Several  large  estates,  business  and 
suburban,  also. 

W.  D.  Collins,  Realtor 
51  Albany  Street 
Cazenovia,  N.  Y. 

Phone  300 


FOR  SALE 


Leather  sofas,  chairs  at  factory  prices.  Leather  furniture 
repairs  our  specialty.  Murray  Hill  Upholsterers,  862  Sixth 
Ave.,  N.Y.C.  LExington  2-4030. 


FOR  SALE 


Physician’s  4-room  suite.  8-room  house  combination,  2-car 
garage  Recently  deceased.  Equipment.  Excellent  location. 
Rapidly  growing  community.  Terms.  Box  355,  Linden- 
hurst, L.  I. 


FOR  SALE 


Good  rural  practice.  (Office  and  home  combined)  for  sale 
in  Western  New  York,  near  new  modern  hospital,  with 
open  staff.  Write  Box  134,  Genesee,  Pa. 


FOR  SALE 


Unopposed,  lucrative,  rural  practice,  26  miles  from  New 
York  for  sale.  10-room,  home-office  combination.  Equip- 
ment, X-ray,  BMR,  ECG.  etc.  Price  reasonable.  Box  524 
N.  Y.  St.  Jr.  Med. 


LONG  ISLAND  SUBURB 


Active  general  practice,  established  28  years.  Centrally 
located  modern  office  and  home.  Hospital  affiliations. 
Fast  growing  community.  Physician  deceased,  suddenly 
February  9.  150  Merrick  Road,  Baldwin,  Long  Island. 


FOR  RENT  OR  SALE 


Doctor's  fully  equipped,  5-room,  office  and  4-room  Apt. 
upstairs.  Busy  Brooklyn  Ocean  Avenue  Corner.  Excellent 
location.  Principals  only.  Call  LYnbrook  3-8654  for  ap- 
pointment. 


MODERN  PROFESSIONAL  BUILDING 


Just  completed,  modern  suburban,  professional  building 
Hub  of  capital  district,  Schenectady,  Albany  and  Troy. 
Dentist  and  Optometrist  practicing  now — two  more  suites 
of  offices  available — wonderful  location  and  opportunity. 
Contact  Robert  F.  Rudisill.  DDS,  Latham,  N.  Y.  ARsenal 
3-5469. 


FOR  RENT 


Office  space  with  Internist,  Hempstead  or  Franklin  Square, 
Long  Island.  Share  furnished  waiting  room.  Reasonable. 
Hempstead  7-5414. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice.  Automobile,  Office,  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance-Annuities. 
Write — Phone  Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17, 
MUrray  Hill  2-1630. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


POSITION  WANTED 


Librarian,  professional  exp.  medical,  man,  31,  B.A.,  B.L.S., 
M.A.  candidate.  Ex-navy  hospital  corps.  Excellent  back- 
ground. Box  522,  N.  Y.  St.  Jr.  Med. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentist  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
319  West  86th  St.,  N.Y.C.  EN2-6845. 


FOR  RENT 


Doctor’s  suite  remodeled  to  suit.  Village  1 2,000  Western 
New  York  State.  Hospital  facilities.  Excellent  oppor- 
tunity, 2 cooperating  G.P.’s  in  same  building.  Box  525, 
N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


Ridgewood,  modern  office.  X-ray  etc.,  available.  Box 
526,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Nr.  Parkchester  Sta.  Doctor’s  office,  cor.  White  Plains 
Rd.,  Bronx.  3 rm.  private  entrance.  Formerly  occupied 
M.D.,  10  yrs.  Reas.  rent. 

HENRY  MICHEL 

1878  E.  177th  St.,  Bronx.  TA  8-2120 


FOR  SALE 


Prosperous  rural  practice,  unopposed.  Home  office  com- 
bination. Well  equipped;  X-ray.  Beautiful  Central  New 
York.  Hospital  nearby.  815,000  - $7,000  cash.  Will 
introduce.  Box  521,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Fully  equipped  (X-Ray)  General  Practice,  in  Syracuse, 
N.  Y.  Price  equipment,  plus  partnership,  first  year.  Spe- 
cializing, July.  Box  528,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Historic,  colonial  completely  restored  house.  12  rooms, 
4 baths.  Barns,  outbuildings,  20  to  105  acres.  Owner 
P.  Mellonino,  Bridgewater,  Conn. 


FOR  SALE 


General  practice  in  New  York  City's  lower  east  side., 
Box  527,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Doctor’s  office  for  rent,  in  a busy,  high  class  Summer  re- 
sort. Write  for  information  to  H.  Mushkat,  Swan  Lake, 
N.  Y. 


For  Effective  Blood  Levels 
with  just  3 Doses  a Day  (q8h) 


Eskacillin 


(250,000  units  of  procaine  penicillin  G 
per  teaspoonful) 


Large  doses  of  oral  penicillin  permit 
long  dosage  intervals.  Mealtimes  do  not 
interfere  with  dosage  schedules. 

Your  patients  sleep  through  the  night. 


Palatable,  liquid  Eskacillin  is  available 
in  two  other  strengths: 

Eskacillin  100—100,000  emits  of 
crystalline  potassium  penicillin  G 
per  teaspoonful 

Eskacillin  50 — 50,000  units  of 
crystalline  potassium  penicillin  G 
per  teaspoonful 

Smith,  Kline  & French 
Laboratories,  Philadelphia 


‘Eskacillin’  T.M.  Reg.  U.S.  Pat.  Off. 


as  an  antihistaminic  agent 


Pyribenzamine  is 


unsurpassed 


>> 


in  allergic  rhinitis 
in  urticaria 
in  serum  sickness 
in  angioneurotic  edema 
in  hay  fever 

maximum  relief 


with 


minimal  side  effects 


Pyribenzamine  (brand  of  tripelennamine)  hydrochloride 


Summit,  N.  J. 


2/1725M 
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To  Minimize  Emotional  Trauma . . . 

A Rapid  and  Bland  Induction 


Vinethene®,  administered  by  the  simple  and  convenient  open-drop 
technic,  induces  anesthesia  swiftly  and  not  unpleasantly.  Recovery  is 
rapid  and  the  after-effects  are  minimal. 

Vinethene  is  a particularly  suitable  anesthetic: 

for  inducing  anesthesia  prior  to  use  of  ethyl  ether  for  maintenance  . . . 
for  short  operative  procedures  . . . 

for  complementing  agents  such  as  nitrous  oxide  and  ethylene. 


Literature  on  request. 


VINETHENE 

(Vinyl  Ether  for  Anesthesia  U.  S.  P.  Merck) 


COUNCIL 


ACCEPTED 


Vinethene  is  a registered  trade-mark 
of  Merck  & Co.,  Inc. 


ANESTHETIC  FOR 

SHORT  OPERATIVE  PROCEDURES 

MERCK  CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 

In  Canada:  MERCK  & CO.  L i m i t e d - M 0 n t rea  1 

-leads  all  other 
brands  by  billions! 
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ntrol  companion 


to  ACTH 


and  CORTISONE 


**  In  clinical  practice  it  is  clearly  wise  to  test  the  urine  of  both 
diabetic  and  non-diabetic  patients  for  sugar  at  intervals 
during  administration  of  cortisone  or  ACTH  and  to  carry 
out  appropriate  investigations  and  treatment  if  glycosuria 
occurs.  Particular  caution  is  necessary  for  diabetic  patients. 

Sprague.  R.G.:  Cortisone  and  ACTH.  Am.  J.  Med.  10: 567.  1951. 

To  avoid  such  clinical  surprises  and  simplify  clinical  control, 
ACTH  and  cortisone  therapy  is  profitably  preceded,  accom- 
panied and  followed  by  routine  testing  for  urine-sugar. 
Clinitest  Reagent  Tablets  provide  a rapid,  reliable  and  con- 
venient method — easily  used  by  both  physician  and  patient. 


CLINITEST 

BRAND  • REG.  U.S.  PAT.  OFF. 


for  detection  of  urine-sugar 


REAGENT  TABLETS 


You  can  assure  regular,  reliable  urine-sugar  analyses 
by  prescribing  the  Universal  Model  Set  (No.  2155). 
Available  at  all  pharmacies  at  $1.50. 


AMES  COMPANY,  INC. 

ELKHART.  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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AN  EXCELLENT  ADJUNCT 

* In  your  treatment  of  patients  with  large,  wide  problem  feet. 

* Corrective  footwear  for  men,  women  and  children. 

* Shoe  therapy  to  your  instructions. 

7»  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  ORemercy  7-5504 
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The  thought  of  meals  without  salt  is  unappealing 
to  most  patients  who  are  placed  on  a salt-restricted  diet. 

The  prescription  of  Neocurtasal  can  prove 
to  be  a most  encouraging  measure. 

Neocurtasal  is  a “trustworthy,  nonsodium-containing  salt 
substitute”2  designed  to  make  the  low  sodium  diet  palatable. 

For  all  salt  (sodium) -free  diets  — Neocurtasal  may  be  used 
wherever  sodium  restriction  is  indicated:  congestive  heart  failure, 
hypertension,  arteriosclerosis,  pregnancy  (to  forestall 
tendency  to  fluid  retention).  It  contains  potassium  chloride, 
ammonium  chloride,  potassium  formate,  calcium  formate, 
magnesium  citrate  and  starch.  Potassium  content  36% ; 
chloride  39.3%;  calcium  0.3%;  magnesium  0.2%. 


Neocurtasal 


SALT  WITHOUT  SODIUM 


Available  in  2 oz.  shakers  and  8 oz.  bottles. 


1.  From  Burton  Stevenson’s  "Home  Book  of  Proverbs, 
Maxims  and  Familiar  Phrases:” 

Macmillan  Co.,  194®,  p.  2028. 

2.  Heller,  E.  M. 


. - The  Treatment  of  Essential 

Hypertension.  Canad.  Med.  Assn.  Jour.. 
61:293-299,  Sept.,  1949. 


Neocurtasal,  trademark  reg.  U.  S.  & Canada 
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DIASAL  is  an  outstanding  salt  substitute. 

In  addition  to  its  fine  salt  taste,  it  contains  glutamic 
acid  to  bring  out  the  natural  flavor  of  each  food 
— and  it  can  be  used  in  cooking.  At  the  same 
time  its  high  potassium  content  protects 
your  patient  against  potassium  depletion, 
a hazard  of  low-sodium  diets.1 


DIASAL  LOOKS  LIKE  SALT 
DIASAL  TASTES  LIKE  SALT 
DIASAL  POURS  LIKE  SALT 


"Of  all  the  products  [salt  substitutes]  studied, 
DIASAL  most  closely  approximates 
sodium  chloride  in . . . pour-quality, 
appearance  and  stability."2 


DIASAL  IS  SAFE 


Contains  No  Lithium  • No  Sodium  • No  Ammonium 

Constituents:  potassium  chloride,  glutamic  acid  and  inert  excipients. 


DIASAL  may  be  freely  prescribed  in  congestive  heart  failure, 
hypertension,  arteriosclerosis  and  toxemias  of  pregnancy. 

It  is  contraindicated  only  in  severe  renal  disorders  and  oliguria. 

DIASAL  — in  2-oz.  shakers  and  8-oz.  bottles  at  all  pharmacies. 

Samples,  literature  and  pads  of  low-sodium  diets  available  on  request. 

1.  Fremont,  R.  E.;  Rimmerman,  A.  B.,  and  Shaftel,  H.  E.:  Postgrad.  Med.  10: 216,  1951. 

2.  Rimmerman,  A.  B.,  et  al:  Am.  Pract.  & Digest  Treat.  2:168,  1951, 


E.  FOUGERA  & COMPANY,  INC. 

75  Varick  Street,  New  York  13,  New  York 
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Delkadon®  is  a useful  adjuvant  to  dietary  and  antacid  management 
of  peptic  ulcer;  also  effective  in  treatment  of  spastic  constipation  and 
to  relieve  pain  and  reduce  abnormal  frequency  of  bowel  evacuations. 
Bottles  of  100  and  1,000  tablets.  Sharp  & Dohme,  Philadelphia  l,?a. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1951-1952 


ANESTHESIOLOGY 


Richard  N.  Terry,  Chairman Buffalo 

Frances  A.  Harmatuk,  Vice-Chairman. . .New  York 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

David  Ulmar,  Chairman New  York 

Arthur  Q.  Penta,  Secretary Schenectady 

Foster  Murray,  Delegate Brooklyn 

DERMATOLOGY  AND  SYPHILOLOGY 

George  M.  Lewis,  Chairman New  York 

Frank  A.  Dolce,  Secretary Buffalo 

Maurice  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman Syracuse 

Garra  L.  Lester,  Vice-Chairman Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Evert  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman . Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman.  . . .Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman New  York 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary Syracuse 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 


972 


97:? 


Your  patients  will  appreciate 
a multivitamin  preparation 

that  is  pleasant-tasting  and 

will  not  produce  a fishy 
after-taste  or  a fishy  BURP! 


CONCIVITE  is  a fish-free  multivitamin  drop.  It  contains  8 impor- 
tant vitamins  and  offers  8 distinct  advantages: 


No  fishy  odor  or  taste 
More  efficient  absorption  and 
utilization  of  vitamins  A and  D 
Aqueous  base 

Contains  liberal  amounts  of 
essential  vitamins 
Well  tolerated  by  patients  of 
all  ages 


Economical  (actual  vitamin 
content  20%  higher  than  label 
statement  to  insure  against 
loss  of  potency) 

Complete  miscibility  with  a great 
variety  of  foods 

Delicately  flavored  for  maximum 
palatability 


CONCIVITE  fuh 


-free  aqueous 


FORMULA:  Each  0.6  ee.  contains: 

Vitamin  A Palmitate  Vitamin  B2 0.4  mg. 

(synthetic) 5,000  U.S.P.  units  Niacinamide  5 mg. 

Vitamin  D2 1,200  U.S.P.  units  Vitamin  Be 0.3  mg. 

Vitamin  C 60  mg.  Pantothenic  Acid 

Vitamin  Bi .1  2 mg.  (as  Panthenol) 2 mg. 


Actual  vitamin  content  20%  higher  than  label  to  insure  against  loss  of  potency. 


Supplied  in  15  cc.  and  30  cc.  bottles,  with  calibrated  dropper 
PROFESSIONAL  SAMPLES  SENT  ON  REQUEST. 


8-vitamin  drop 


1 


if 


COLIN  PHARMACAL  CO.,  Inc.  • 36-31  33rd  Street,  L.  I.  C.  6,  N.  Y. 
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Hydergine  — A New  Product 
and  New  Approach  To 
Peripheral  Vascular  Diseases 

Investigation  of  a new  approach  to  the 
treatment  of  peripheral  vascular  diseases  and 
hypertension  has  established  the  practical 
value  of  hydrogenated  ergot  alkaloids. 

Development  of  these  alkaloids  in  the 
Sandoz  Laboratories,  study  of  their  proper- 
ties and  evaluation  of  their  usefulness 
by  clinicians  are  the  groundwork  for  the 
therapeutic  application  of  Hydergine  ampuls. 
Hydergine  consists  of  hydrogenated  deriva- 
tives of  the  three  alkaloids  in  the  "ergotoxine 
group”:  dihydroergocornine,  dihydroergocris- 
tine  and  dihydroergokryptine.  (1  mg.  each). 

Days  0 20  40  60  80  100  120  140  160  180 
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The  above  graph  illustrates  the  results  obtained  in  a typical 
case  from  research  files.  Replacement  of  Hydergine  by  ad- 
ministration of  placebos  caused  immediate  rise  in  blood 
pressure ; resumption  of  Hydergine  therapy  again  produced 
a fall  in  blood  pressure. 


WHEN 

YOUR 

PATIENTS 

NEED 


AN  EFFECTIVE 
H EMATI  N 1C 


Laurium 

— combines  iron  in  the  form  of 
readily  absorbed,  well  utilized, 
non-irritating  ferrous  gluconate 
plus  folic  acid,  liver,  and  the  vita- 
mins B and  C to  aid  iron  absorp- 
tion and  help  overcome  associated 


Hydergine  produces  vasodilation,  lower- 
ing blood  pressure  and  improving  circulation, 
by  an  interplay  of  several  actions.  These  ac- 
tions are:  centrally,  dampening  of  vasomotor 
impulses  and  sedative  effect;  vagal  action  pro- 
ducing bradycardia;  peripherally,  adrenergic 
blockade. 

Freis,  E.  et.  al .:  Am.  J.  M.  Sc.  216:  163,  1948 
Bluntschli,  H.,  and  Goetz,  R.:  Am.  Heart  J.  35:  873,  1948. 


Average  Starting  Dose:  1 to  2 cc.  every 
other  day.  Optimal  dosage  for  hypertensives 
may  be  either  higher  or  lower,  depending 
upon  response  noted  in  a Preliminary  injec- 
tion test.  For  full  data  request  Hydergine 
booklet ; contact: 


Sandoz  - ^Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 


nutritional  deficiencies. 

Each  Capsule  Contains:  Ferrous  Gluconate,  300  mg.; 
Liver  Concentrate,  200  mg.;  Folic  Acid,  1 mg.;  Thia- 
mine Hydrochloride,  2 mg.;  Riboflavin,  1 mg.;  Nia- 
cinamide, 10  mg.;  Ascorbic  Acid,  15  mg. 


COMPLETE 
POTENT  | 
WELL  TOLERATED 


u jfiMvi, 

V LABORATORIES 
Chicago  1 1,  Illinois 

A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 
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digitaline  nativelle* 


chief  active  principle  of  digitalis  purpurea  for  positive,  controlled  maintenance 


Initial  compensation  of  the  failing  heart  may  now  be  accomplished  in  hours 
rather  than  days  — but  maintenance  of  the  compensated  state  is 
often  a regimen  of  years.  Continuous  adjustment  of  the  daily  cardiotonic  dose, 
which  may  contribute  to  patient  morbidity,  is  often  obviated  when 
a preparation  of  reliable,  constant  and  unvarying  potency  is  employed. 

DIGITALINE  NATIVELLE,  the  pioneer  digitoxin,  is  such  a preparation. 

It  provides  a uniform  dissipation  rate  with  full  digitalis  effect  between  doses. 
Switch  your  "difficult"  patients  to  DIGITALINE  NATIVELLE  for  smoother 
maintenance.  Prescribe  it  for  initial  digitalization.  You  will  be  impressed 
with  its  rapidity  of  action  and  virtual  freedom  from  local  side  effects. 

DIGITALINE  NATIVELLE  is  available,  at  all  druggists,  in  three  strengths 
lor  precise  dosage  — 0.1  mg.  (Pink),  0.1S  mg.  (Blue).  0.2  mg.  (White). 

Because  of  the  high  order  of  purity,  most  patients  are  adequately 
maintained  on  0.1  mg.  daily.  The  average  dose  for  digitalization 
is  1.2  mg.  in  three  equal  doses  at  4-hour  intervals. 

Send  for  brochure:  "Modern  Digitalis  Therapy."  Clinical  sample  available  on  request. 


VARICK 


PHARMACAL  COMPANY.  INC.  (DIVISION  OF  E.  FOUGERA  4 CO.,  INC.)  NEW  YORK  13,  N.  Y. 


two  sides  to  this  story 


stimulation 


relaxation 


When  spasm  of  the  sphincter  of  Oddi 
(left)  is  relaxed  (right),  bile  pours 
into  the  duodenum. 

In  many  biliary  conditions, 
combined  hydrocholeretic  and 
antispasmodic  therapy  is  indicated 
for  best  results  to  flush  the  bile 
ducts  with  a greater  volume  of 
bile  and  to  relax  spasm  in  the 
sphincter  of  Oddi. 


Dehydrocholic  acid,  the  most 
potent  hydrocholeretic  known, 
stimulates  copious  secretion  of 
thin,  free-flowing  bile... increases 
volume  output  by  as  much  as 
190% ...  is  the  least  toxic  of  any 
bile  salt,  bile  acid,  or  their 
derivatives. 

Homat ropine  methylbromide 
and  phenobarbital,  by  their 
synergistic  spasmolytic-sedative 
actions,  relax  spasm  of  the 
sphincter  of  Oddi— and  neutralize 
hypertonic  dysfunction  of  the 
biliary  tract. 

Cholan-HMB  contains,  in 
addition  to  dehydrocholic  acid- 
Maltbie,  250  mg,  (3 3A  gr.)  per 
tablet,  the  spasmolytic  homa- 
tropine  methylbromide  2,5  mg. 

( 1/24  gr.),  and  phenobarbital 
8 mg.  ( Vs  gr. ) . 


of  spasm  in  sphincter  of  Odd 


MALTBIE  LABORATORIES,  INC,  Newark  l,  N.  J 

MALTBIE  . . . first  to  develop  American  process  for 
converting  crude  viscous  ox-bile  into  chemically  pure 
dehydrocholic  acid.  ■ m ,l  . i 


Chloromycetin* 

“It  has  been  demonstrated,  in  pregnant  women  at 
term,  that  chloramphenicol  passes  from  the 
maternal  to  the  fetal  blood  stream  in  one  hour 
following  its  ingestion,  that  it  there  attains  a 
concentration  equal  to  three-fourths  of  that  in  the 
maternal  stream,  and  that  the  blood  concentrations 
of  mother  and  fetus  are  relatively  the  same 
after  two  and  one-half  hours.”1 


Therapeutic  concentrations  of  well  tolerated  CHLOROMYCETIN  ( chloram- 
phenicol, Parke-Davis)  in  the  fetal  blood  stream  are  easily  obtainable 
“by  the  simple  oral  administration  of  the  drug  to  the  mother.”2  Investi- 
gators have  suggested,  therefore,  the  empiric  use  of  CHLOROMYCETIN 
in  such  virus  infections  as  atypical  pneumonia,  in  an  attempt  to  avoid 
fetal  damage.3  Results  with  CHLOROMYCETIN  in  two  patients  with  typhoid 
fever  during  pregnancy  were  reported  recently  as  “quite  satisfactory.”1 

Bibliography:  (1)  Stevenson,  C.  S.;  Glazko,  A.  J.;  Gillespie,  E.  C.,  and  Maunder,  J.  B.: 
J.A.M.A.  146:1190  (July  28)  1951.  (2)  Scott,  W.  C„  and  Warner,  R.  F.:  J.A.M.A.  142:1331  (April 
29)  1950.  (3)  Ross,  S.,  and  others:  J.A.M.A.  142:1361  (April  29)  1950. 

CHLOROMYCETIN  is  supplied  in  the  following  forms: 

CHLOROMYCETIN  Kapseals,®  250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  Capsules,  100  mg.,  bottles  of  25  and  100. 

CHLOROMYCETIN  Capsules,  50  mg.,  bottles  of  25  and  100. 

CHLOROMYCETIN  Ophthalmic  Ointment,  1%,  ^-ounce  collapsible  tubes. 

CHLOROMYCETIN  Ophthalmic,  25  mg.  dry  powder  fbr  solution,  individual  vials  with  droppers. 
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need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

X H E R 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

1 25,000  U.S.P.  units 

Vitamin  D 

| 1 1,000  U.  S.  P.  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

V^y  150  mg. 

Bottles  of  30,  100  and  1000. 
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Ayerst,  McKenna  & Harrison 995 
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R.  J.  Reynolds  Tobacco  Co 963 


Sanborn  Company 982 

Sandoz  Pharmaceuticals 974 
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Alkalol  (Alkalol  Co.) 982 

Amvicil  (The  Stuart  Co.) Between  976-977 

Antabuse  (Ayerst,  McKenna  & Harrison) 995 

Armatinic  (Armour  Co.) 997 
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Mi-Cebrin  (Eli  Lilly  & Company) 1002 
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Neocurtasal  (Winthrop-Stearns) 967 

Neomycin  (Upjohn  Company) 993 

Nitranitol  (Wm.  S.  Merrell  Co.) 990-991 

Obocell  (Irwin,  Neisler  & Co.) 1081 

Omni-Vitg  (Warner-Hudnut) 996 

Pabasyl  (Ives-Cameron  & Co.) 989 

Pablum  (Mead  Johnson  & Co.) 4th  cover 
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Pyribenzamine  (Ciba  Pharmaceutical  Products) 961 
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Terramycin  (Chas.  Pfizer  & Co.) 985 
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Thesodate  (Brewer  & Co.) 999 
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Vertavis-Phen  (Irwin,  Neisler  & Co.) 984 

Vi-Litron  Therapeutic  (U.  S.  Vitamin  Company)  ....  992 

Vinethene  (Merck  & Co.) 962 
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Products) 1081 


Medical  and  Surgical  Equipment 

Bovie  Electrosurgical  Unit  (The  Liebel-Flarsheim  Co.) 

Between  992-993 


Cardiette  (Sanborn  Company) 982 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 984 

Orthopedic  Shoes  (Winkler  Shoes) 966 


Miscellaneous 


Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 963 

Mineral  Water  (Saratoga  Springs  Authority) 982 


in  the  clinic 

sick  people 
need  nutritional 


i HEUAGI 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic)  #A  25,000  U.S.  P.  units 
Vitamin  D \ 1,000  U.S.  P.  units 

Thiamine  Mononitrate  i 10  mg. 

Riboflavin  | 5 mg. 

Niacinamide  I 150  mg. 

Ascorbic  Acid  V 150  mg. 


Bottles  of  30.  100  and  1000. 


Gantrisin 

'Roche’ 


antibacterial  action  plus... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 

■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN -Lit  ROCHE  INC. 


Roche  Park  • Nutley  10 


New  Jersey 
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We  Share  with  You 
the  Care  of  Your  Patient 

Here  at  the  Spa,  the  care  of  your  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

With  the  modern  facilities  at  The  Saratoga  Spa, 
your  patient  with  a coronary  condition,  digestive 
disorder,  arthritis  and  allied  ailments,  or  hyper- 
tension, receives  benefit  from  the  treatment  with 
naturally  carbonated  mineral  waters. 

A list  of  capable  physicians  who  are  available  in 
Saratoga  Springs  for  consultation  with  your 
patient  on  the  details  of  the  program,  is  available 
on  request. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
scope  to  the  therapeutic  influences  of  the  Spa’s 
famed  waters. 

“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH” 

Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized— ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and 
physician’s  sample  carton 
of  bottled  waters,  with 
their  analyses,  write  W.  S. 
McClellan,  M.D.,  Medi- 
cal Director,  Saratoga 
Spa,  155  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


The  Empire  State’s  Contribution  to  the  Medical  Profession 


These  Sanborn  Instruments 
make  an  outstanding  diagnostic  team  . . . 
combining  beauty  of  appearance  and  simplicity 
of  operation  with  the  reliability  and  accuracy 
that  modern  diagnosis  demands.  Both  are  backed 
by  34  years  of  precision  instrument  design  and 
manufacture,  and  both  are  Accepted  by  the 
A.  M.  A.  Council  on  Physical  Medicine 
and  Rehabilitation. 


CARDIETTE 

DIRECT  WRITER 


the  SA1VBORN 

MODERN  METABOLISM  TESTER 


SALES 

AND 

SERVICE 


SANBORN  COMPANY  Branch  Office 
1860  Broadway,  New  York  23,  N.  Y. 
Phone  Circle  7-5794 


Mild  mucus  solvent 

for  nose  and  throat 


-f 

OLKOLOL 


The  Alkalol  Company,  Taunton  30,  Mass. 
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O^regnancu 
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Jactation 


PRECALCIN 


CAPSULES 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 


available:  Bottles  of  TOO,  500,  and  1,000 
capsules. 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 

Bone  Phosphate* 

Vitamin  A (Ester) 

Vitamin  D (Irradiated  Ergosterol) 

Thiamine  Hydrochloride 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Ferrous  Gluconate 

’Fluorine  content 


45.00 
0.07  mg. 


0.45  Gm. 

0.1 5 Gm. 

2,000  U.S.P.  Units 
400  U.S.P. 

3.00 

2.00 

1 


LABORATORIES,  INC. 

Mount  Vernon,  N.  Y. 

Formerly  Walker  Vitamin  Products,  Inc. 
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he 

didn’t  realize 


caused  muscle  pain 


Arthralgeif 

Methacholine  chloride  0.25%,  thymol  1%, 
menthol  10%,  and  methyl  salicylate  15%. 


will  give  relief  from 
joint  and 
muscle  pain 


WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 

A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


SVw 


IN  SENEtt 


• For  a consistent  and  prolonged 
in  blood  pressure  within  a wide  margin 
of  therapeutic  safety  . . . the  advantages 
of  whole-powdered  veratrum  viride. 


Each  VERTAVIS-PHEN  tablet  contains: 

Veratrum  Viride* 10  Craw  Units 

Phenobarbital % grain 

*Whole-powdered  veratrum  viride  Biologi- 
cally Standardized. 

Supplied:  Bottles  of  100,  500,  1000. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


o, 


For  youngsters,  ready  to  take  their 
first  steps,  expertly  fitted  Pedi- 
formes  provide  a broad,  supple 
sole,  a proper  fitting  heel  and 
ample  toe-room.  When  corrective 
alterations  are  indicated,  your  pre- 
scription receives  the  careful  atten- 
tion of  our  experienced  personnel. 


Pedilorme 

REG.  U.  S.  PAT.  OFF. 

MANHATTAN  34  WEST  36th  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 

HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 
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directed  dosage . . . 

when  indicated  in  the  treatment 
of  acute  and  chronic  infections 
of  the  respiratory  tract 


Broad-spectrum  therapy  in  a new 
and  convenient  form  for  direct 
therapeutic  concentration  at  the  site 
of  infection.  Supplied  in  10  cc. 
bottles  containing  0.5  Gm.  Crystalline 
Terramycin  Hydrochloride  in  75% 
propylene  glycol  solution.  Each  1 cc. 
dose  contains  50  mg.  Terramycin  for 
aerosol  therapy  in  office  or  home. 
Simply  administered  with  DeVilbiss 
No.  40  Nebulizer  or  similar  device. 


I n ti  bin  tic  Division 

CII  AS.  PFIZER  & CO.,  INC., 

Brooklyn  6,  N.Y. 


world's  largest  producer  of  antibiotics  dihydrostreptomycin 


BACITRACI  N 
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Unusually  Precise  Evaluation  of 


Recent  Report  Shows  Value  of 
New  Biochemical  Determinations 


“Six  weeks  of  oral  iron 
(Mol-lron)  therapy  will  in 
the  anemic  mother  produce 
the  equivalent  of  4 
transfusions  at  a fraction 
(V40)  of  the  cost”* 


In  an  unusually  thorough  clinical 
study  recently  reported,  Lund* 
was  able  to  diagnose  the  presence 
of  true  iron  deficiency  anemia  of 
pregnancy  and  to  evaluate  with  a 
high  degree  of  accuracy  its  response 
to  therapy. 

NEW  DETERMINATIONS  SHOW 
TRUE  BLOOD  PICTURE 

Accuracy  in  diagnosis  and  evalu- 
ation of  response  to  treatment  was 
made  possible  by  combining  new 
biochemical  diagnostic  determina- 
tions— blood  volume,  erythrocytepro- 
toporphyrin,  total  hemoglobin  mass 
— with  hematologic  studies  rou- 
tinely used  in  clinical  practice. 
These  newer  techniques  permit  a 
more  accurate  appraisal  of  the  ane- 


mic state  and  its  response  to  ther- 
apy since  they  take  into  account 
the  definite  but  widely  varied  in- 
creases in  plasma  volume  that  occur 
during  pregnancy.  Such  increases 
in  blood  volume,  of  course,  con- 
siderably limit  the  usefulness  of 
routine  blood  counts  during  preg- 
nancy. 

THERAPEUTIC  RESPONSE  TO 
MOL-IRON 

tf.  . . the  oral  administration  of  a 
molybdenum  ferrous  sulfate  com- 
pound (Mol-lron)  effectively 
treated  95  per  cent  of  a group  of 
. . . patients  with  iron  deficiency 
anemia  of  pregnancy.” 

Six  weeks’  treatment  with  Mol- 
lron — providing  240  mg.  elemen- 
tal iron  daily — produced  increases 
in  total  hemoglobin  mass  of  80  to  87 
per  cent. 

rtIn  the  severely  anemic  patient 
molybdenized  ferrous  sulfate  (Mol- 
lron)  will  assist  in  the  regenera- 
tion of  45  Gm.  of  hemoglobin  per 
week  or  the  equivalent  of  a 350  cc. 
blood  transfusion .” 

The  author  observed  an  average 

*Lund,  C.  J.:  Studies  on  the  Iron  Deficiency 
Anemia  of  Pregnancy,  Am.  J.  Obstet.  lie  Gynec. 
62:947  (Nov.)  1951. 

(Reprint  available  upon  request) 
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Iron-Deficiency  Pregnancy  Anemia 


hemoglobin  gain  of  2.9  Gm.  per 
cent  in  4 weeks  of  Mol-Iron  ther- 
apy during  late  pregnancy;  this  is 
almost  identical  with  the  frequently 
reported  figure  of  2.8  Gm.  per  cent 


in  3.7  weeks  following  intravenous 
iron. 

WELL  TOLERATED 

Of  a total  of  75  patients  receiving 
Mol-Iron  therapy,  Lund  observed 
only  one  (1.3  per  cent)  who  was 
unable  to  continue  the  medication 
because  of  gastrointestinal  disturb- 
ances. 

SUGGESTED  THERAPEUTIC  PLANS 

”The  results  of  this  study  suggest 
the  following  therapeutic  plans.  If 
the  anemia  is  discovered  during 
the  first  or  second  trimester,  active 
treatment  with  iron  will  not  only 
restore  the  normal  amount  of  hemo- 
globin, but  will  also  reproduce  the 

1.  Dieckmann,  W.  J.,  and  Priddle,  H.  D.:  Am. 
J.  Obstet.  Sc  Gynec.  57:541,  1949. 

2.  Dieckmann,  W.  J.,  and  Associates:  Am.  J. 
Obstet.  8c  Gynec.  59:442,  1950. 

3.  Forman,  J.  B. : Conn.  State  M.  J.  14 :930, 1950. 

4.  Talso,  P.  J. : J.  Insurance  Med.  4:31,  1948-49. 


normal  increase  in  total  hemoglo- 
bin. Treatment  may  be  stopped  at 
delivery.  If  the  anemia  is  discov- 
ered during  the  last  trimester,  full 
normal  response  is  not  usually  ob- 


tained before  delivery;  in  such 
cases  the  treatment  should  con- 
tinue for  6 or  8 weeks  postpartum.” 

COMMENT 

Utilizing  newer  biochemical  deter- 
minations, this  study*  indicates 
that  Mol-Iron  is  ail  exceptionally 
effective  iron  preparation.  Thus  it 
gives  strong  emphasis  to  the  al- 
ready extensive  evidence  that  has 
accumulated  demonstrating  the 
definite  therapeutic  superiority  of 
Mol-Iron.18 

Mol-Iron  supplied  as:  Mol-Iron  Tablets, 
Mol-Iron  Liquid,  Mol-Iron  Drops,  Mol- 
Iron  with  Calcium  and  Vitamin  D (cap- 
sules) , Mol-Iron  with  Liver  and  Vita- 
mins (capsules)  . White  Laboratories, 
Inc.,  Kenilworth,  N.  J. 

5.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull.  Mar- 
garet Hague  Mat.  Hosp.  1: 68,  1948. 

6.  Healy,  J.  C. : J.  Lancet  56:218,  1946. 

7.  Neary,  E.  R.:  Am.  J.  Med.  Sc.  212: 76,  1946. 

8.  Kelly,  H.T. : Pennsylvania  M.  J.  51 :999, 1948. 


RESPONSE  TO  MOL-IRON  THERAPY 


BEFORE 

WEEKS  OF  TREATMENT 

TREATMENT 

2 

4 

« 

TIME 

MEAN 

MEAN 

% 

INCREASE 

M E AN 

% 

INCREASE 

MEAN 

% 

INCREASE 

Hbg.  Gm.  % 

Early* 

7.4 

8.9 

13 

9.6 

26 

9.7 

28 

Latef 

7.1 

9.0 

4 20 

10.0 

36 

10.6 

47 

Total  hbg.  Gm. 

Early 

327 

416 

27 

512 

56 

612 

87 

Late 

335 

407 

20 

507 

54 

595 

80 

treatment  initiated  during  the  period  of  rising  plasma  volume  (before  32  to  34  weeks  gestation). 
(Treatment  initiated  thereafter. 
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ediatri 


studies 


01 NTM  ENT 

the  pioneer  externaJ 
cod  liver  oil  therapy 


“soothing,  drying 
and  healing”' ' in 

infant  dermatoses 


Desitin  Ointment  is  a non  irritant  blend  of 
high  grade,  crude  Norwegian  cod  liver  oil  (with  its  un- 
saturated fatty  acids  and  high  potency  vitamins  A and 
D in  proper  ratio  for  maximum  efficacy),  zinc  oxide,  tal- 
cum, petrolatum,  and  lanolin.  Does  not  liquefy  at  body 
temperature  and  is  not  decomposed  or  washed  away 
by  secretions,  exudate,  urine  or  excrements.  Dressings 
easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  reprints 


therapeutic— Desitin  Ointment 
"was  used  successfully”  in  the 
treatment  of  both  non-infect- 
ious  dermatoses  and  various 
infections  of  the  skin  in  the 
newborn  infant. 


in  diaper  rash 
• exanthema 
• non-specific  dermatoses 
• intertrigo  • chafing 
• irritation 

(due  to  urine,  excrement, 
chemicals  or  friction) 


protective— Desitin  Ointment 
"showed  definite  prophylactic 
properties”  with  the  incidence 
of  nonsuppurative  dermatoses 
about  one-third  that  of  control 
group. 


DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  • Providence  2,  R.  I. 


1.  Heimer,  C.  B.r  Grayzel,  H.  G.,  and  Kramer.  B.;  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T.,  Combes.  F.  C.,  Bobroff.  A.  and  Leviticus.  R.: 
Ind.  Med.  & Surg.  18:512.  1949. 


yet  safe 


When  using  SALICYLATES  in  the  treatment  of  RHEUMATIC 
DISEASES  it  is  imperative  to  obtain  and  maintain  high 
salicylate  blood  levels  of  between  30  and  40  mg  per  100  cc 
in  order  to  control  symptoms. 

HIGH  YET  SAFE  therapeutic  salicylate  levels  without 
danger  of  salicylism  can  now  be  obtained  with  low  salicy- 
late dosage  (0.3  to  0.6  gm  every  4 hours)  by  the  adminis- 
tration of  PABASYL*  Tablets. 

PABASYL  Tablets  are  a synergistic2  combination  of 
Para-aminobenzoic  Acid  (as  the  sodium  salt)  and  Sodium 
Salicylate  with  added  Vitamin  C to  compensate  for  the 
increased  needs  for  this  vitamin  during  active  disease  and 
salicylate  therapy.3 

Each  enteric-coated  PABASYL  Tablet  contains: 

Sodium  Salicylate 0.3  gm  (5  grains) 

Para-aminobenzoic  acid 

(as  the  sodium  salt) 0.3  gm  (5  grains) 

Ascorbic  Acid 0.0  1 gm  (10  mg) 

Supplied:  In  bottles  of  100  tablets. 

Dosage:  2 tablets  3 or  more  times  daily  or  as  needed. 

Ref.  1)  Editorial:  JAMA  138:  367-8  (Oct.  2)  1948 

2)  Smith,  R.  T.:  Journal-Lancet  70:  192,  1950 

3)  Spitzer,  J.  M.  and  Shapiro,  S.:  Am.  J.  Dig.  Dis.  14:80,  1948 
’Trade  Mark 

for  high  yet  safe  salicylate  levels 


PABASYL 


s * <■  o -t.  r. 


IVES-C AMERON  COMPANY,  INC.,  22  EAST  40th  ST.,  NEW  YORK  16,  N.Y. 


V-t: 


: 


I 
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sir  t this  the  picture 


NitranitoV s safe,  gradual,  prolonged  vasodilation  permits 
hypertensives  to  resume  more  normal  lives 

What’s  more,  therapeutic  dosages  of  NITRANITOL  can  be 
maintained  over  long  periods  of  time  . . . without  frequent 
checkups  . . . without  worry  about  possible  toxic  effects. 


Is  it  any  wonder  that  NITRANITOL  is  the  universally  pre- 
scribed drug  in  the  management  of  essential  hypertension? 


you  want  to  prescribe... 

for  your  hypertensive  patients? 


When  vasodilation  alone  is  indicated.  Nitranitol.  ('A  gr.  mannitol 
hexanitrate.) 

When  sedation  is  desired.  Nitranitol  with  Phenobarbital.  (Kgr.  pheno- 
barbital  combined  with  'A  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of  capillary  fragility. 

Nitranitol  with  Phenobarbital  and  Rutin.  (Combines  20  mg.  rutin  with  above 
formula.) 

When  the  threat  of  cardiac  failure  exists.  Nitranitol  with  Pheno- 
barbital and  Theophylline . ('A  gr.  mannitol  hexanitrate  combined  with  % gr.  pheno- 
barbital and  1/2  grs.  theophylline.) 

NEW  . . . For  refractory  cases  of  hypertension.  Nitranitol  P.V.  {'A  gr. 
mannitol  hexanitrate  combined  with  )*  gr.  phenobarbital  and  1 mg.  Veratrum  viride 
alkaloidal  fraction  — biologically  standardized  for  hypotensive  activity. ) 


NITRANITOL' 


FOR  SAFE,  GRADUAL,  PROLONGED  VASODILATION 
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checkmating  ANEMIAS... 


Mutually  potentiating  hemopoietic  vitamin 
Bl2  and  folic  acid  . . . hemoglobin-stimulating 
liver  concentrate  and  iron  . . . plus  other 
nutrients  essential  to  erythrocyte  matura- 
tion and  multiplication  . . . these  make  new 
Vi-Litron  Therapeutic  specific  for  more  rapid 
and  lasting  improvement  in  macrocytic, 
mixed  and  nutritional  anemias. 


VI-LITRON  THERAPEUTIC 


Samples 

to 

requesting 

physicians. 


EACH  VI-LITRON  THERAPEUTIC  CAPSULE  PROVIDES: 


Vitamin  B]2 

10  meg. 

Folic  Acid 

1 mg. 

Liver  Concentrate 

300  mg. 

Ferrous  Sulphate 

195  mg. 

Ascorbic  Acid  (C) 

50  mg. 

Thiamine  HCI  ( B 1 ) 

2 mg. 

Riboflavin  (B2) 

2 mg. 

Pyridoxine  HCI  (B6) 

0.5  mg. 

Niacinamide 

10  mg. 

d-Calcium  Pantothenate 

1 mg. 

U.S. VITAMIN  CORPORATION 

Casimir  Funk  Laboratories,  Inc.  (affiliate) 

250  E.  43rd  Street,  New  York  17,  N.  Y. 


in  topical 


therapy 


Neomycin 


For  therapy  of  specific  or  mixed  cutaneous 
infections  — 


Myciguent • Ointment  — ,5  mg.  per  Cim.,  in 
l 02.  tubes;  and  4 oz.  jars. 


For  rapid  control  of  eye  infections  — 
Myciguent • Ophthalmic  Ointment  — 5 mg. 
per  Gm.,  in  1 drachm  tubes. 

For  preparation  of  solutions  for  topical  use 
only  — 

Neomycin  Sulfate.  Sterile  Powder  — Vials 
containing  0 .5  Gm. 

* Trademark 


for  medicine . . . produced  with  care . . . designed  for  health 


i 


Tnc  upjohm  cOupimj  UJ.1MUCO  Michigan* 


Neomycin  is  a new  wide-range  antibiotic  for 
external  use  against  skin  infections. 

1.  Neomycin  is  highly  effective  against  both 
gram-negative  and  gram-positive  organisms. 

2.  The  incidence  of  sensitization  (allergic) 
reactions  to  neomycin  is  extremely  low. 

3.  Absorption  of  neomycin  is  negligible,  so 
systemic  toxic  side  effects  are  substantially 
eliminated. 

4.  Neomycin  retains  antibacterial  potency 
in  the  presence  of  exudates  and  products 
of  bacterial  growth. 
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for 

the 

maturing 
of  the 
premature 


DRYCO 


A dehydrated  milk-food 
LOW  in  fat  and  carbohydrates 
HIGH  in  protein  and  minerals 

Confirmation  of  the  need  of  prematures  for  the  easily- 
digested  Dryco  formula  is  found  in  the  study  by  Gordon.*  For  more 
than  three  decades,  this  low-fat,  high-protein  milk  food  has  meant 
minimum  digestive  derangement  from  fat . . . plus  the  valuable 
tissue-building  benefits  of  protein.  For  the  premature,  these  are  important 
food  considerations.  Dryco’s  easy  digestibility,  due  to  its  soft 

flocculent  curd  of  small  particle  size,  further  enhances  its  choice  for 
premature  feeding.  Dryco  is  a spray-dried  half  whole,  half  skim-milk  mixture, 
vitamin  fortified  with  vitamins  A and  D.  Only  supplementary  vitamin  C need 
be  added.  Dryco  is  readily  reconstituted  in  cold  or  warm  water  and 

permits  a wide  range  of  formula  flexibility  to  meet  the  varying 
nutritional  requirements  of  the  premature. 

Additional  data  and  samples  will  be  mailed  on  request. 

‘Gordon,  Harry  H.:  Feeding  of  Premature  Infants,  American  Journal  of 
Diseases  of  Children  73  :713  ( June ) 1947. 


DRYCO 


Each  tablespconful  supplies  31\A  calories. 
Frequently  used  for  supplemental  feedings. 
Available  at  pharmacies  in  l and  2x/i  lb.  cans 


Prescription  Products  Division 

The  BORDEN  Company  • 350  Madison  Avenue  • New  York  17,  N.Y. 


No.  2 of  a series 


In  the  treatment  of  alcoholism  with  "Antabuse"... 


Q.  If  the  patient  fails  to  develop 
a satisfactory  reaction  to  the 
drinking  trial,  should  dosage  be 
increased? 


A.  No.  The  initial  dosage  should 
be  continued  for  one  or  two  more 
weeks,  at  which  time  a drinking 
trial  is  likely  to  produce  the 
desired  reaction. 


The  above  is  typical  of  the  countless  questions  received  from  the 
medical  profession.  Should  you  require  further  information  regard- 
ing this  or  any  other  aspect  of  "Antabuse"  therapy,  please  feel  free 
to  call  on  us.  Descriptive  literature  is  available  on  request. 

"ANTABUSE* 


Brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide 

...  a "chemical  fence"  for  the  alcoholic 

Supplied  in  tablets  of  0.5  Gm.,  bottles  of  50  and  1,000 

Ayerst,  McKenna  & Harrison  Limited 
New  York,  N.Y.  • Montreal,  Canada 


st«y 


000 


A pleasant  tasting,  chewable  multivitamin  preparation 

Omni-Vita*  Spherettes  provide  all  the  essential  vitamins,  A,  D,  C,  Bi, 
Bo,  B6,  B12,  and  Panthenol  in  small,  flavorful,  candy-like  Spherettes. 
Omni-Vita*  Spherettes  can  be  chewed  which  favors  more  prompt  and 
complete  absorption  of  their  vitamin  components.  Children,  especially, 
but  many  adults  as  well,  who  cannot  take  vitamins  in  oils,  drops,  fishy* 
tasting  liquids,  capsules  or  tablets  like  chewable,  good-tasting,  inexpen- 
sive Omni-Vita*  Spherettes. 


OMNI-VITA*  Spherettes 

“ The  preferable  way  to  prescribe  vitamins ” 

WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Inc. 

New  York  • Los  Angeles  • St.  Louis 


•Trode  Mork 


007 


Each  ARMATINIC  ACTIVATED 
Capsulette  contains: 

Ferrous  Sulfate,  Exsiccated . . 

Folic  Acid 

*Crystamin 

Ascorbic  Acid  (Vitamin  C). , . . 

**liver  Fraction  II  N.F.  with 
Desiccated  Duodenum ..... 

*The  Armour  Laboratories  Brand  of 
Crystalline  B12. 

**The  liver  is  partially  digested 
with  an  equal  quantity  of  duode- 
num during  manufacture. 

Supplied:  Bottles  of  100  and  1000 
at  prescription  pharmacies  every- 
where. 


.200  mg. 
...1  mg. 
..10  meg. 
..50  mg. 

, 350  mg. 


Armatinic  Activated  Capsulettes  assure  effec- 
tive potencies  of  all  hemopoietic  factors  in 
treatment  of  microcytic  anemias  and  nutri- 
tional macrocytic  anemias. 

B12  PLUS  Activator:  Activation  of  vitamin  B12 
in  this  new  product  is  an  important  develop- 
ment in  comprehensive  oral  antianemia  ther- 
apy. Desiccated  duodenum  supplies  the  in- 
trinsic factor  to  potentiate  the  effect  of  orally 
administered  vitamin  B12.123 

ARMATINIC  LIQUID  ...  the  NEW  hematinic 
with  Crystalline  B12  and  Clarified  Liver  . . . 
is  also  available  in  8 oz.  and  16  oz.  bottles. 

(1)  Hall,  B.  E.:  Brit.  Med.  J.  2:  585-589,  1950;  (2)  Bethell, 
F.  H.,  et  al.:  Ann.  Int.  Med.  35:  518-528,  1951;  (3)  Spies, 
T.  D.:  J.A.M.A.  145:  66-71,  1951. 


THE  ARMOUR  LARORATORIES 

CHICAGO  11.  ILLINOIS 

—Isv-o~'l£c£.  - ias-c. c£e- 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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Keeping  it  simple 


for  the  diabetic 


Measuring  the  dose  is  uncomplicated  . . . Because  it  is  a clear  solution,  accurate 

measurement  of  Globin  Insulin  depends  only  upon 
understanding  the  markings  on  the  syringe. 

The  solution  is  ready  to  use  at  any  moment ; 
its  homogeneity  does  not  depend  upon  the 
patient’s  skill  or  judgment. 


Sleep  is  not  likely  to  be  disturbed  . . . When  a single  daily  dose  of  Globin  Insulin  is 

given  first  thing  in  the  morning  its  maximum  action 
occurs  in  the  afternoon  and  evening  when  it  is 
most  needed ; any  tendency  to  hypoglycemia  at  this 
time  is  readily  recognized  and  offset.  The  action 
wanes  during  the  night,  therefore  nocturnal 
hypoglycemic  reactions  are  unlikely  to  occur. 


Globin  Insulin ‘B.W.& Co 


UO  and  80 
units  per  cc. 
vials  of  10  cc. 


Burroughs  Wellcome  & Co.  (U.S.A.)  Inc. 

Tuckahoe  7,  N.  Y. 


t 
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IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  value  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 

RECOMMENDED  DOSAGE  grains  q.i.d.  before  meals  and  be- 

fore retiring.  A capsule  upon  arising  if  necessary. 

SUPPLIED  In  bottles  of  — 100  — 500  — 1000 

i\  . A _ ~ • 

TABLETS  THES0DATE 

*(71/2  gr.)  0.5  Gm *(3 % gr.)  0-25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7l/2  gr.)  0.5  Gm.  with  ( 1/2  gr.)  30  mg. 

(71/2  gr.)  0.5  Gm.  with  ( l/4  gr.)  15  mg. 

*(3%  gr.)  0.25  Gm.  with  ( \/4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  (14  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25  — 100. 


For  sample — just  send  your  Rx  blank  marked  NYJM-452 


BREWER  6-  COMPANY,  INC. 


WORCESTER,  MASSACHUSETTS  U.  S.  A. 


1000 


• Complete  Safety 

• For  Sustained  Treatment 


Veratrite  produces  a calm,  gradual  fall  in 
blood  pressure  in  mild  and  moderate  hyper- 
tension . . . without  disrupting  circulatory 
equilibrium.  Advantages  of  therapy  are 
economy,  simplified  dosage. 


Each  VERATRITE  tabule  contains: 

Veratrum  Viride* 3 Craw  Units 

Sodium  Nitrite 1 grain 

Phenobarbital Vi  grain 

*Whole-po wdered  veratrum  viride  Biologically 
\ Standardized. 

Supplied:  Bottles  of  100,  500,  1000. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


BRIOSCHI 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


Crippled  Children 
need  YOUR  help 


Crippled  children  want  to  walk,  talk 
and  play  like  other  children.  They  can 
if  you  help  by  giving  to  Easter  Seals. 
Give  generously — your  dollars  mean 
new  lives  for  America's  crippled 
children. 

19th  ANNUAL 
EASTER  SEAL  APPEAL 
March  13  to  April  13 
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for  day-in  and  day-out  use 

Whenever  a repository  type  of  penicillin  is  indicated,  Compenamine  merits 
routine  use.  Clinically,  it  proves  as  effective  as  procaine  penicillin,  producing 
essentially  the  same  plasma  penicillin  levels,  but  these  levels  appear  to  be  more 
prolonged.  In  addition,  Compenamine  shows  a notably  low  rate  of  reactions. 
In  clinical  investigations  to  date  it  has  been  shown  to  lead  to  reactions  in  a 
negligible  percentage  of  all  patients  treated.1 

for  fewer  reactions 

In  a special  study  comprising  only  patients  who  had  shown  undesirable  reactions 
to  other  forms  of  penicillin,  the  majority  of  patients  tolerated  Compenamine 
well,  without  such  side  reactions.  In  the  remainder  of  these  penicillin-sensitive 
patients  in  whom  reactions  to  Compenamine  did  occur,  these  reactions  were 
comparatively  mild  and  of  relatively  short  duration.2 

Compenamine  is  available  in  three  dosage  forms:  Compenamine  (dry  powder 
for  aqueous  suspension),  Compenamine  Aqueous  (ready  for  injection),  and 
Compenamine  in  Oil,  the  latter  two  in  vial  and  cartridge  forms. 


1.  Longacre,  A.  B.:  P-92  Penicillin;  Report  of  a Very  Low  Reaction  Rate  in  Therapy  with  a New  Penicillin 
Salt,  Antibiotics  & Chemotherapy  i:223  (July)  1951. 

2.  Kadison,  E.  R ; Ishihara,  S.  J.,  and  Waters.  T.:  A New  Form  of  Penicillin  with  Anti-Allergic  Properties, 
Am.  Pract.  & Digest  Treat.  2:411  (May)  1951. 
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MI-CEBRIN 

(VITAMIN-MINERAL  SUPPLEMENTS.  LILLY) 


provides  all  essential  vitamins 


and  those  trace  elements 
believed  to  be 
indispensable  — 
for  normal,  healthy  existence, 
continued  vigor, 

efficiency. 


Your  prescription  for  one  tablet  'Mi-Cebrin’ 

1 daily 

assures  the  following  intake: 

Thiamine  Mononitrate 

10 

mg. 

Riboflavin 

5 

mg. 

Pyridoxine  Hydrochloride 

2 

mg. 

Pantothenic  Acid  (as  Calcium 

Pantothenate) 

10 

mg. 

Nicotinamide 

30 

mg. 

Vitamin  Bi2  (Activity  Equivalent) 

3 i 

meg. 

Folic  Acid 

0.1 

mg. 

Ascorbic  Acid  (as  Sodium 

Ascorbate) 

100 

mg. 

Alphatocopherols 

5 

mg. 

Vitamin  A 10.000  U.S.P.  or  International  units 

Vitamin  D 1,000  U.S.P.  or  International  units 

and  also  furnishes  (approximate  amounts) 

Iron  (as  Ferrous  Sulfate) 

15 

mg. 

Copper  (as  the  Sulfate) 

1 

mg. 

Iodine  (as  Potassium  Iodide) 

0.15 

mg. 

Cobalt  (as  the  Sulfate) 

0.1 

mg. 

Boron  (as  Boric  Acid) 

0.1 

mg. 

Manganese  (as  the 

Glycerophosphate) 

1 

mg. 

Magnesium  (as  the  Oxide) 

5 

mg. 

Molybdenum  (as  Ammonium 

Molybdate) 

0.2 

mg. 

Potassium  (as  the  Chloride) 

5 

mg. 

Zinc  (as  the  Chloride) 

1.5 

mg. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 

The  Durham-Humphrey  Bill 


Physicians  of  the  Empire  State  are 
urged  to  acquaint  themselves  with  the  first 
regulations  proposed  by  the  Food  and  Drug 
Administration  of  the  Federal  Security 
Agency,  under  the  new  Durham-Humphrey 
Act,  effective  April  26,  1952. 

Refilling  of  prescriptions  for  “Rx  Legend” 
drugs  without  specific  authorization  of  the 
prescribing  physician  is  a violation  of  the 
Federal  Food,  Drug,  and  Cosmetic  Act  as 
! amended  by  Public  Law  215,  82nd  Congress, 
If  which  the  President  approved  October  26, 
1951. 

At  the  same  time,  the  new  law  makes  it 
legally  permissible  for  druggists  to  refill  any 
prescription  for  a simple  home  remedy  with- 
out securing  the  doctor’s  approval.  Last 
year  more  than  389,000,000  prescriptions  of 
all  kinds  were  filled  by  U.S.  retail  druggists. 
The  new  law  also  legalizes  telephoned  pre- 
scriptions for  all  drugs.  Oral  prescriptions 
for  restricted  drugs,  however,  must  be  re- 
duced promptly  to  writing  and  filed  by  the 
pharmacist. 


Public  Law  215  has  the  primary  objective 
of  protecting  public  health  by  making  clear 
which  drugs  can  safely  be  sold  direct  to  the 
public  and  which  can  be  dispensed  only  upon 
prescription.  It  sets  up  a definition  of 
dangerous  drugs  which  must  be  restricted  to 
prescription  sale.  Six  months  after  enact- 
ment, drug  manufacturers  will  be  required  to 
label  all  such  products  with  the  legend: 
“ Caution : Federal  law  prohibits  dispensing 
without  prescription.” 

The  intent  of  the  bill  is  to  eliminate  con- 
fusion in  the  labeling  of  drugs  so  that  retail 
pharmacists  will  be  able  to  tell  immediately 
from  the  package  whether  or  not  a drug  is 
one  which  requires  a prescription.  The  new 
law  restricts  to  prescription  sale  any  drug 
which  “because  of  its  toxicity  or  other  poten- 
tiality for  harmful  effect,  or  the  method  of 
its  use,  or  the  collateral  measures  necessary 
to  its  use,  is  not  safe  for  use  except  under 
the  supervision  of  a practitioner  licensed  by 
law  to  administer  such  drug.” 

This  definition  is  interpreted  by  the  Food 
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and  Drug  Administration  to  include,  as 
unsafe,  drugs  for  serious  diseases  which  can- 
not be  treated  effectively  by  the  layman. 
An  example  of  such  a drug  would  be  peni- 
cillin, which  is  nontoxic  but  which  requires 
expert  medical  knowledge  for  effective  use  in 
treating  such  diseases  as  pneumonia. 

In  testifying  before  the  House  Committee 
on  Interstate  and  Foreign  Commerce  and 
the  Health  Subcommittee  of  the  Senate 
Committee  on  Labor  and  Public  Welfare, 
officials  of  the  Food  and  Drug  Administra- 
tion cited  tragic;  cases  of  drug  addiction, 
injury,  and  death  resulting  from  loose  prac- 
tices in  the  sale  and  unsupervised  use  of 
dangerous  drugs. 

Refilling  of  prescriptions  for  the  restricted 
drugs  without  the  doctor’s  knowledge  and 
consent  is  specifically  prohibited  by  the  new 
law.  But  the  pharmacist  is  relieved  of  re- 
sponsibility for  checking  with  the  doctor  when 
selling  a drug  that  is  not  required  to  bear  the 
“ caution ” notice.  Such  drugs,  which  do  not 
require  a prescription  for  the  first  sale,  may 
be  sold  across  the  counter  in  the  original 
package  or  as  a refill  of  a prescription,  with- 
out further  authorization  by  the  doctor. 


Under  the  old  law  these  “home  remedies” 
must  bear  adequate  directions  for  safe  and 
effective  use  in  self-medication.  The  new 
law  will  make  it  illegal  for  a manufacturer 
to  put  the  Rx  legend  on  such  items. 

Pharmacists  have  been  taking  prescrip- 
tions over  the  telephone  for  years  and  have 
customarily  refilled  most  prescriptions  for 
drugs  not  bearing  the  Rx  legend.  In  re- 
gard to  these  matters,  the  law  merely 
legalizes  established  practices. 

No  change  has  been  made  in  the  handling 
of  narcotic  prescriptions  covered  by  the 
Harrison  Act.  These  prescriptions  are  still 
subject  to  all  of  the  requirements  of  the 
regulations  promulgated  by  the  Bureau  of 
Narcotics.  Telephone  prescriptions  for  nar- 
cotics and  refilling  of  narcotic  prescriptions 
are  not  permitted. 

In  effect,  the  new  law  shifts  the  burden  of 
responsibility  to  the  prescribing  doctor, 
which  seems  in  the  premises  to  be  a fair  and 
equitable  procedure,  although  it  will  entail 
more  care  on  the  part  of  the  physician.  The 
change  is  in  the  public  interest  and  will  have 
the  cheerful  and  immediate  support  of  the 
physicians  of  the  Empire  State. 


Dangers  of  Static  Electricity 


Hospital  operating  rooms  as  well  as  other 
anesthetizing  areas  should  be  made  as  safe 
for  patients  and  personnel  as  modern  science 
and  technology  can  make  them.  This 
would  seem  to  be  so  obvious  as  to  need  lit- 
tle comment.  Yet  occasional  news  reports 
of  disastrous  explosions  of  gases  used  in  anes- 
thesia continue  to  appear. 

The  U.S.  Bureau  of  Mines,  reporting  on  a 
two  and  one-half  year  study  of  static  elec- 
tricity in  hospital  operating  suites,  says  that 
in  order  to  reduce  the  hazard  of  anesthetic 
explosion  to  the  minimum,  “major  changes 
are  needed  in  most  hospitals.”1  Conduct- 
ing the  study  for  the  Bureau  of  Mines  were 
an  electrical  engineer,  a physical  chemist, 
and  a physical  science  aide,  who  made 
numerous  tests  in  78  operating  rooms,  22 
delivery  rooms,  and  16  hospital  corridors  of 
14  hospitals.  In  their  report  it  is  stated: 

1 Oupitol  Clinic  3:  4 (Feh.  12)  1952. 


There  is  probably  no  combination  of  equip- 
ment and  personnel  activity  anywhere  more 
liable  to  produce  casual,  dangerous  charges  of 
static  electricity  than  that  found  at  present  in 
the  anesthetizing  areas  of  most  hospitals. 

For  twenty  years  or  more  experts  of  the 
Bureau  of  Mines  have  been  studying  the 
dangers  of  static  electricity  in  an  effort  to 
promote  safety  in  mines,  so  that  such  a state- 
ment as  the  above  warrants  serious  and  im- 
mediate attention.  Over  the  years  reme- 
dies have  been  suggested,  and  the  report 
cites  the  Journal  of  the  American  Medical 
Association  as  early  as  May  17,  1924,  but 
says  that  “it  appears,  however,  that  very 
few  hospitals  have  made  a studied  and  con- 
tinued effort  to  apply  the  remedies  ef- 
fectively.” 

It  is  suggested  that  while  waiting  for  major 
changes  to  be  effected  and  the  appearance  of 
proper  material  and  equipment,  hospitals 
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could  initiate  a number  of  effective  and 
simple  improvements.  Among  these  are: 

Conductive  rubber  mattresses;  conductive 
pads  and  pillows  should  be  substituted  for  the 
ordinary  variety  as  soon  as  they  are  available. 
(Conductive  substances  pass  on  the  electricity 
before  a dangerous  charge  can  be  built  up.) 
Conductive  shoes  should  be  worn  by  all  per- 
sonnel. Suitable  conductive  breathing  tubes, 
masks,  and  bags  should  be  installed  on  anes- 
thesia machines.  Stools  with  smooth,  rounded 
feet  and  bare,  metal  tops  are  the  most  satis- 
factory. Outer  garments  of  wool,  silk,  or  syn- 
thetics such  as  nylon,  rayon,  or  orlon  should  be 
prohibited  in  anesthetizing  locations.  A suit- 
able measuring  instrument  should  be  installed 
in  a convenient  and  safe  place  for  testing  con- 


ductivity of  shoes  of  all  personnel  entering 
anesthetizing  area. 

All  medical  staffs  should  inquire  into  con- 
ditions existing  in  their  hospitals,  in  the  in- 
terest of  increased  safety.  The  64- page  re- 
port of  the  Bureau  of  Mines  can  be  obtained 
by  writing  to  4800  Forbes  Street,  Pittsburgh 
13.  Pennsylvania.  At  least  some  of  the 
above  improvements  might  be  made  when 
proper  conductive  materials  are  available; 
certainly  wearing  of  dangerous  outer  gar- 
ments of  the  above  cited  materials  could  be 
prohibited  by  operating  floor  regulations,  if 
such  do  not  now  exist.  Recognition  of  the 
hazard  is  of  the  greatest  importance  as  a 
point  of  departure. 


Current  Editorial  Comment 


Arteriosclerosis.  Geriatrics,  official  jour- 
nal of  the  American  Geriatrics  Society,  has 
some  common-sense  observations  on  the 
implications  for  the  aged  of  a diagnosis  of 
arteriosclerosis.1 

Hardening  of  the  arteries  is  a tough  assign- 
ment for  an  elderly  person  to  face.  The  doc- 
tor who  gives  it  might  as  well  knock  him  over 
the  head  with  a crowbar.  The  seventy-five- 
year-old  man  goes  away  from  a physician’s 
office  with  the  diagnosis  of  a “little  arterio- 
sclerosis” and  a bottle  of  phenobarbital  tablets 
— a diagnosis  and  a prescription  which  consti- 
tute the  geriatric  knowledge  of  some  physicians 
with  little  or  no  interest  in  the  aged  person. 

Thereupon  the  old  man  broods  over  the  fact 
that  he  is  deteriorating.  Subconsciously  he 
has  been  aware  of  a breaking  down  process 
since  he  was  sixty.  But  he  wonders  how  he 
had  done  so  well  for  fifteen  years — worked  at 
his  office  every  day  and  contributed  to  the 
education  of  his  two  grandsons — and  accom- 
plished this  in  spite  of  the  fact  that  his  wife 
had  had  cerebral  thrombosis.  But  now  he 
has  a chance  to  think  things  over;  he  has  the 
envelope  of  tablets  and  “arteriosclerosis ” 

He  realizes  suddenly  that  he  has  not  been 
checked  thoroughly.  But  the  fact  that  he  is 
alive  at  seventy-five  and  working  every  day 
is  good  evidence  that  he  is  not  suffering  from 
any  serious  disease.  Where  can  he  go  to  be 
checked?  That  is  a question  aged  people 
everywhere  are  asking. 

There  is  great  need  for  such  geriatric  ex- 
aminations. They  must  be  done  by  the 

1 Geriatrics,  6:  56  (Jan. -Feb.)  1951. 


physician  individually  and  not  by  government 
clinics.  Health  protection  is  not  socialized 
medicine  but  is  a problem  shared  by  the  family 
doctor  and  his  patient.  In  other  words,  the 
family  physician  should  take  a genuine  interest 
in  geriatrics  and  not  function  merely  as  a “pill 
pusher”  who  dubs  every  old  person  arterio- 
sclerotic just  because  he  is  sometimes  dizzy 
or  falls  asleep  in  a stuffy  room 

Alany  people  with  extensive  mental 
changes  show  no  demonstrable  evidence  of 
arteriosclerosis,  the  editorial  says;  also, 
many  persons  with  severe  cerebral  arterio- 
sclerosis may  have  no  mental  changes. 
Further  practical  wisdom  should  guide  the 
physician  vis-a-vis  his  elderly  patient: 

Ordinarily  a diagnosis  of  cerebral  arterio- 
sclerosis should  not  be  made.  Rather,  one 
should  search  for  other  causes  of  illness  in  the 
aged  and  stop  using  the  term  arteriosclerosis 
for  every  headache,  attack  of  dizziness,  forget- 
fulness, irritability,  insomnia,  or  anxiety. 
After  all,  the  old  man  may  be  in  an  anxious 
state  worrying  about  his  grandsons  going  to 
war.  Or  he  may  be  afraid  that  he  will  be 
kicked  out  of  a job  because  he  is  old.  Or  he 
may  be  lacking  in  vitamin  B,  calcium,  or 
ascorbic  acid.  Or  he  may  be  taking  barbi- 
turates or  bromides  for  insomnia  to  make  him 
sleep  eight  hours  instead  of  the  five  or  six 
hours  which  is  normal  for  his  age.  Or  perhaps 
he  has  mild  diabetes,  uremia,  or  hyperthyroid- 
ism which  no  one  has  ever  taken  the  trouble  to 
look  for.  Or  perhaps  he  falls  asleep  because 
he  is  bored  when  he  listens  to  the  same  old 
theme  songs  every  day. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 

From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


LEPTOSPIROSIS 


Leptospirosis  incited  by  Leptospira  ictero- 
haemorrhagiae  has  been  occasionally  re- 
ported in  New  York  State  since  1922,  when 
the  first  recognized  American  case  occurred 
as  the  result  of  laboratory  infection  in  Al- 
bany. Other  species  of  the  micro-organism 
have  not  been  reported  to  produce  human 
disease  in  New  York  until  1951,  when  three 
cases  of  human  infection  with  Lept.  canicola 
were  found  in  the  widely  separated  counties 
of  Nassau,  Rockland,  and  Monroe.  Al- 
though Leptospira  were  not  demonstrated 
in  specimens  from  the  patients,  a rise  in  the 
agglutination  titer  with  Lept.  canicola  in 
successive  blood  specimens  confirmed  the 
diagnoses.  Agglutination  with  this  species 
in  significant  dilutions  of  sera  from  dogs  with 
which  two  of  the  patients  had  had  contact 
left  little  doubt  as  to  the  source  of  their 
infection.  The  third  had  contact  with  a rat. 

It  is  extremely  unlikely  that  human  in- 
fection with  Lept.  canicola  is  new  in  this 
State,  since  infection  of  dogs  has  long  been 
recognized  by  veterinarians.  Awareness  of 
the  disease  may  be  expected  to  lead  to  the 
recognition  of  further  cases.  It  has  become 
clear  in  recent  years  that  the  clinical  picture 
of  jaundice  is  seen  only  in  the  more  severe 
cases.  Of  more  frequent  occurrence  is  a 
grippelike  syndrome  often  with  conjunc- 
tivitis or  iridocyclitis.  A relatively  common 
syndrome  is  aseptic  meningitis  simulating 
poliomyelitis  at  times,  which  may  be  sug- 
gested by  headache,  dizziness,  and  muscular 
pain  often  localizing  in  the  calves.  Leu- 
kocytosis is  often  seen  with  left  shift  of  the 
hemogram,  a finding  that  may  serve  to 
direct  attention  away  from  influenza,  in- 
fectious hepatitis,  or  virus  encephalitides. 
Albuminuria  is  generally  present,  but  a 
“pure”  leptospiral  nephrosis  is  one  of  the 
less  common  clinical  syndromes.  A valu- 
able part  of  the  history  is  contact  with  a dog, 
especially  a sick  one,  but  it  is  important  to 
realize  that  symptomless  canine  urinary 
carriers  of  Lept.  canicola  occur.  Rat  con- 
tact, which  is  found  with  Lept.  icterohaem- 
orrhagiae,  may  also  be  important  for 


Lept.  canicola  infections;  in  this  connection, 
the  occupations  centering  about  fish  mar- 
kets, food,  and  dock  trades  are  suspect. 

The  principal  factor  in  diagnosis  of 
leptospirosis  is  awareness  of  the  disease  and 
its  setting  as  a zoonosis,  endemic  in  wild 
and  domestic  animals,  overflowing  from 
this  reservoir  to  man  at  the  appropriate 
point  of  contact.  Diagnostic  aids  are  avail- 
able which  are  useful  according  to  the  stage 
of  the  disease.  Examinations  of  blood  by 
darkfield,  blood  culture,  and  inoculation  of 
young  hamsters  or  guinea  pigs  are  procedures 
of  value  in  the  first  eight  or  ten  days.  Cere- 
brospinal fluid  may  show  pleocytosis  with 
elevated  total  protein,  and  although  the 
micro-organisms  have  been  found  in  this 
material,  it  is  not  so  suitable  a specimen  for 
culture  as  blood.  From  the  eighth  day 
onward  darkfield  examination,  culture, 
and  animal  inoculation  of  urine  are  appro- 
priate; earlier  examination  of  urine  is  prac- 
tically useless.  Tests  of  urine  require 
strictly  fresh  specimens,  for  Leptospira  do 
not  long  survive  and  are  promptly  destroyed 
in  acid  urine. 

The  demonstration  of  Leptospira  not 
only  in  urine  but  in  blood  as  well  depends 
on  close  cooperation  of  the  clinician  and  the 
laboratory  to  ensure  fresh  specimens.  Agglu- 
tination tests,  preferably  with  living  cul- 
tures of  the  various  species,  show  defini- 
tive and  rising  titer  only  after  the  tenth 
to  fourteenth  day.  Once  formed,  the  ag- 
glutinative properties  persist  for  many 
years,  and  while  retrospective  diagnosis  can 
thus  be  made,  control  of  treatment  cannot 
be  assisted  by  the  serologic  titers. 

Successful  treatment  of  leptospirosis  with 
aureomycin  and  penicillin  or  with  terramycin 
has  been  reported,  although  failure  with 
these  agents  is  also  recorded.  If  the  pat- 
tern in  New  York  State  follows  that  seen 
elsewhere,  local  strains  or  species  may  be 
expected  to  occur  in  addition  to  the  classic 
micro-organisms.  Discovery  of  the  disease 
rests  with  the  alert  clinician. 

Yictor  Tompkins,  M.D. 
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a successful  HI  ew  product 

in  the  treatment  of  3 1 1 6F§i6S  and  d6nT10tOS6S 


Pyromen  initiates  responses  in  the 
circulating  leucocytes,  in  the  reticulo-eudothelial 
and  the  endocrine  systems. 

Pyromen  is  proving  to  be  increasingly  useful 
in  the  treatment  of  many  allergies  and  dermatoses, 
as  well  as  certain  ophthalmic  disorders. 

Pyromen  is  supplied  in  10  cc.  vials 
containing  4 gamma  (micrograms)  per  cc.  and 
in  10  cc.  vials  containing  10  gamma  per  cc. 

’ Pyromen ” on  your  Rx  will  bring  you 
our  new  booklet  detailing  the  use 
of  this  new  therapeutic  agent. 
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Simplicity 

Itself 

TO  KEEP  CARDIACS 

EDEMA-FREE 


Effective  and  well  tolerated,  Tablets  mercuhydrin 
with  Ascorbic  Acid  bring  a new  simplicity  to  the 
management  of  cardiac  patients. 

Just  one  or  two  tablets  daily  — plus  an  occasional 
injection  — keep  the  average  cardiac  patient  at  basal 
weight.  Some  patients  — freed  of  accumulated  fluid 
with  parenteral  mercuhydrin  — may  be  maintained 
edema-free  on  tablets  alone. 

TABLETS 

MERCUHYDRIN 

with  ASCORBIC  ACID 

the  simplest  method  of  outpatient  maintenance 


To  secure  the  greatest  efficacy  and  all  the  advantages  of 
Tablets  mercuhydrin  with  Ascorbic  Acid,  a three-week  initial 
supply  should  be  prescribed ...  25  to  50  tablets. 

Dosage:  One  or  two  tablets  daily  — morning  or  evening  — pref- 
erably after  meals. 


Available:  Bottles  of  100  tablets.  Each  tablet  contains  meral- 
luride  60  mg.  and  ascorbic  acid  100  mg. 
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Scientific  Articles 


PROCTOLOGY  AND  THE  GENERAL  PRACTITIONER 

Robert  Turell,  M.D.,  New  York  City 


THE  general  or  family  physician  whom  the  pa- 
tient usually  consults  first  and  upon  whom 
the  patient  relies  for  advice  concerning  health 
matters  is  the  important  intermediary  between  the 
patient  and  the  specialist.  Not  only  does  the 
general  physician  participate  in  the  diagnosis 
and  management  of  common  proctologic  dis- 
orders, but  he  is  frequently  called  upon  by  the 
patient  to  pass  judgment  on  the  therapy  recom- 
mended by  the  specialist.  To  help  the  general 
practitioner  in  this  task  some  of  the  pertinent 
although  sometimes  somewhat  controversial  pres- 
ent-day problems  in  the  field  of  proctology  will 
be  discussed. 

Proctoscopic  Survey 

A carefully  taken  history  is  of  considerable 
value  although  it  may  not  indicate  the  correct 
diagnosis.  A definite  diagnosis  can  be  made 
only  on  inspection,  palpation,  and  instrumental 
endoscopic  examination.  Additional  diagnostic 
procedures,  such  as  (1)  the  chemical  examination 
of  the  feces  for  occult  blood,  (2)  the  microscopic 
examination  of  the  excreta  for  parasites  and  cysts, 
(3)  roentgenography  with  a double  contrast  air 
and  barium  enema,  and  (4)  biopsy,  are  frequently 
also  necessary.  Sizable  and  representative  frag- 
ments of  the  lesion  are  essential  for  histopatho- 
logic studies;  it  is  too  risky  to  establish  a micro- 
scopic diagnosis  on  the  study  of  minute  portions 
of  a growth.  Endoscopy  and  the  chemical  exam- 
ination of  the  stool  for  blood  may  be  performed 
by  all  clinicians,  while  the  remaining  diagnostic 
procedures  should  be  performed  by  those  speci- 
ally trained. 

Endoscopy  may  be  easily  mastered  by  practice 
and  should  be  made  a part  of  a comprehensive 
general  physical  examination.  It  is  imperative 
to  advance  the  scope  gently  under  visual  guid- 
ance only  and  to  discontinue  this  examination 
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whenever  the  bowel  opening  ahead  of  the  scope 
is  obscured  by  stool  or  an  impassable  lesion  or  if 
the  patient  is  unduly  uncooperative. 

The  value  of  routine  sigmoidoscopy  is  illus- 
trated by  a personal  study  in  which  2 per  cent  of 
1,005  asymptomatic  persons  under  forty-five 
years  of  age  were  found  to  have  adenomas  ex- 
cluding mucosal  excrescences1-2;  the  inclusion 
of  excrescences  would  raise  the  incidence  to  over 
4 per  cent.  Steele  and  Brown  found  five  can- 
cers and  79  adenomas  in  1,500  consecutive  “rou- 
tine” sigmoidoscopies.3  About  90  per  cent  of 
adenomas  of  the  colon  and  75  to  80  per  cent  of  all 
carcinomas  of  the  terminal  portion  of  the  large 
intestine  may  be  detected  by  sigmoidoscopy  alone. 

Lesions 

Some  proctologic  disorders  require  only  med- 
ical or  conservative  management,  others  demand 
only  surgical  treatment,  while  still  others  may 
need  a conservative  approach  during  the  early 
course  of  the  disease  and  a surgical  attack  when 
the  lesions  are  relatively  advanced.  It  is  some- 
times difficult  to  choose  the  proper  treatment  of 
the  borderline  cases.  With  few  exceptions  les- 
ions located  at  or  caudad  to  the  mucocutaneous 
(pectinate)  line,  e.g.,  hemorrhoids,  fissures,  etc., 
produce  local  effects  and  are  easily  amenable  to 
simple  treatment,  while  those  located  above  or 
cephalad  to  the  anorectal  line,  e.g.,  malignancies, 
colitis,  diverticulitis,  etc.,  may  produce  systemic 
effects  that  are  usually  serious  in  nature;4  most 
of  the  latter  require  major  surgical  therapy. 

Hemorrhoids 

In  spite  of  a voluminous  literature  the  merits 
and  demerits  of  injectional  sclerosing  and  surgical 
therapies  are  still  poorly  understood  by  most  of 
the  profession.  This  is  largely  the  result  of  over- 
emphasis on  injectional  therapy  by  those  incap- 
able of  performing  surgical  procedures  and  over- 
emphasis on  the  operative  approach  by  surgeons 
who  are  unacquainted  with  the  conservative  meth- 
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ods  of  treatment.  In  recent  years,  however,  it 
has  become  apparent  that  anyone  treating 
hemorrhoids  should  be  capable  of  performing 
both  forms  of  therapy.5 

In  my  own  experience  over  20  per  cent  of 
patients  with  anatomic  hemorrhoids  discovered 
either  by  the  patient  or  by  the  physician  in  the 
course  of  a routine  physical  examination  are 
either  asymptomatic  or  so  mildly  symptomatic 
that  no  therapy  is  indicated.  Another  30  per 
cent  of  the  patients  are  suitable  for  injectional 
sclerosing  therapy.  They  have  small  to  medium- 
sized internal,  usually  bleeding,  prolapsing,  but 
spontaneously  reducible  piles.6  Still  another 
40  per  cent  of  patients  who  have  either  large  in- 
ternal or  internoexternal  (mixed)  hemorrhoids 
with  or  without  bleeding,  pain,  or  protrusion 
require  surgery.  The  remaining  10  per  cent  of 
patients  constitute  the  borderline  cases  or  those 
with  concomitant  systemic  disease  in  whom  a 
trial  of  conservative  therapy  is  justified.  How- 
ever, a study  of  41  such  patients  with  systemic 
disease  on  whom  I eventually  have  performed 
hemorrhoidectomies  following  injectional  scleros- 
ing therapy  has  convinced  me  (as  well  as  the 
patients)  of  the  superiority  of  surgery  in  the  pres- 
ence of  clear-cut  local  indications.  This  con- 
clusion was  also  reached  after  treating  by  injec- 
tion a still  larger  number  of  intelligent  patients 
with  mixed  piles  who,  for  business  reasons,  were 
unable  to  undergo  hemorrhoidectomies  at  the  time 
of  their  initial  consultation.  However,  follow- 
ing  hemorrhoidectomy  performed  six  to  twrelve 
months  later,  all  patients  expressed  their  pref- 
erence for  the  operation. 

Open  Versus  Closed  Hemorrhoidectomies. — I 
have  compared  and  contrasted  the  results  of 
some  100  cases  of  the  open  technic  of  hemor- 
rhoidectomy with  a similar  number  of  alternating 
cases  of  the  semiclosed  and  closed  types  of 
hemorrhoidectomy.  The  semiclosed  technic  of 
hemorrhoidectomy  was  essentially  the  same  as 
the  open  type  except  that  the  subcutaneous 
structures  of  the  hemorrhoidal  bed  were  closed 
approximating  the  skin  without  suturing.  In 
the  closed  type  of  hemorrhoidectomy  all  struc- 
tures of  the  wounds,  including  the  skin,  were 
closed  following  the  removal  of  the  hemorrhoidal 
mass.5 

Early  in  this  clinical  experiment  it  became 
apparent  that  with  the  open  operation  even  large 
hemorrhoids  could  be  removed  completely  and 
that  the  postoperative  course  was  smooth  and 
uneventful.  Seldom  did  a patient  require  more 
than  two  doses  of  morphine  postopera tively; 
about  20  per  cent  of  the  patients  required  no  mor- 
phine at  all.  However,  following  this  open  oper- 
ation the  wounds  were  seldom  healed  completely 
in  less  than  three  weeks. 


With  the  semiclosed  type  of  hemorrhoidectomy 
considerably  more  morphine  was  required  for 
postoperative  sedation.  Furthermore,  the  post- 
operative course  in  about  20  per  cent  of  the  cases 
was  complicated  by  the  onset  of  varying  degrees 
of  induration  and  tenderness  in  the  wounds,  which 
in  many  instances,  however,  disappeared  spon- 
taneously. Sulfonamide  and/or  antibiotic  drugs, 
administered  preoperatively  and  postoperatively, 
had  little  effect  on  the  incidence  of  this  complica- 
tion. However,  in  the  uncomplicated  cases  there 
was  discernible  a faster  rate  of  healing  of  the 
wounds  than  in  the  open  technic;  the  wounds 
healed  effectively  in  about  two  weeks. 

Following  the  closed  type  of  hemorrhoidec- 
tomy, the  postoperative  course  was  quite  stormy 
in  some  patients.  About  four  times  more  mor- 
phine was  required  for  the  control  of  postopera- 
tive pain  than  after  the  open  operation.  Over 
50  per  cent  of  the  patients  developed  induration 
with  considerable  tenderness  which  in  a few  in- 
stances eventuated  in  localized  suppuration 
requiring  drainage.  Also,  a number  of  patients 
following  the  closed  type  of  hemorrhoidectomy 
developed  relative  anal  stenosis.  The  definite 
advantage  of  the  uncomplicated  closed  type  of 
operation  was  the  saving  of  time,  as  the  wounds  in 
many  patients  were  completely  healed  in  about 
ten  days. 

In  summary,  the  open  type  of  operation  was 
singularly  free  from  complications  such  as  in- 
duration or  localized  cellulitis  or  infection  of  the 
wounds  and  did  not  produce  undue  postoperative 
pain  or  discomfort.  However,  the  wounds  were 
seldom  healed  completely  in  less  than  three  weeks. 

In  the  semiclosed  method,  on  the  other  hand, 
the  wounds  were  completely  healed  in  about 
two  weeks.  The  incidence  of  induration  with 
tenderness  in  the  wounds  was  relatively  low  and 
resolved  spontaneously  or  with  the  aid  of  sul- 
fonamide and/or  antibiotic  drugs.  In  spite  of 
these  disadvantages  I favor  this  type  of  hemor- 
rhoidectomy whenever  the  saving  of  time  is  of 
paramount  importance. 

The  closed  type  of  hemorrhoidectomy  is  appar- 
ently not  a procedure  to  be  recommended  since 
its  timesaving  feature  is  offset  by  the  high  in- 
cidence of  complications,  such  as  induration, 
occasional  suppuration  of  the  wounds,  and  the 
infrequent  occurrence  of  relative  anal  stenosis. 

Pruritus 

Pruritus  has  remained  an  enigmatic  problem. 
It  is  considered  a symptom  complex  of  a poly- 
valent nature  or  of  multiple  factors.  In  some  in- 
stances treatment  of  anal  pruritus  is  relatively 
easy  while  in  other  cases  it  may  be  most  difficult. 

The  topical  application  of  once  commonly  em- 
ployed cocaine  or  its  derivatives,  menthol,  phenol. 
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or  resorcinol,  is  being  discontinued  or  used  only 
in  very  weak  concentrations  because  these  anti- 
pruritic drugs  are  potential  allergens. 

The  topical  application  of  the  antihistaminic 
drugs  and,  to  a lesser  degree,  of  the  derivatives 
of  the  newer  nontoxic  fatty  acids  exerts  a bene- 
ficial effect  in  a number  of  otherwise  intractable 
cases.7 

The  subcutaneous  injection  of  the  once  her- 
alded long-lasting,  aqueous  or  oily,  anesthetic 
solutions  is  undesirable  and  frequently  harm- 
ful.8 Parenthetically,  these  anesthetic  agents 
have  a very  restricted  usefulness  in  the  field  of 
proctology.5 

One  course  of  superficial  roentgen  therapy 
usually  administered  in  four  fractional  doses  of 
75  r each  is  useful  in  certain  refractory  cases.  In 
exceptional  instances  additional  irradiation  may 
be  necessary  although  it  is  recommended  that 
no  more  than  eight  doses  of  75  r (total  of  600  r) 
be  given.  It  should  be  remembered  that  re- 
peated irradiation  is  less  effective  with  each  sub- 
sequent administration,  and  it  may  render  the 
perianus  resistant  to  other  modes  of  therapy  and 
exert  other  harmful  effects,  such  as  radioder- 
matitis with  its  sequelae. 

For  the  control  of  advanced  intractable  pruritus 
the  subcutaneous  injection  of  ethyl  alcohol9  or 
tattooing  with  mercury  sulfide  of  the  anoperianal 
skin5  continues  to  be  useful.  Following  a favor- 
able experience  with  well  over  200  tattooings  I 
prefer  this  form  of  therapy  for  patients  with  in- 
tractable pruritus  that  is  associated  with  char- 
acteristic cutaneous  changes  in  the  absence  of 
disease  in  the  anorectocolonic  tube. 

Inflammation  and  Infection 

Pedinosis. — Pectinosis  is  an  ill-defined  and 
controversial  problem.  Its  proponents  have 
apparently  confused  it  with  contracture  of  the 
anal  canal  caused  by  inflammation  of  the  anal 
structures  or  with  the  frequently  overlooked 
submucosal  muscle  known  as  muscularis  sub- 
mucosae ani.10  The  role  of  this  muscle  is  not 
that  of  a fibrous  band  but  rather  of  a muscle 
bundle  exerting  its  effects  through  either  spas- 
modic contraction  produced  by  local  irritation 
or  hypertrophy  resulting  from  chronic  spasm 
which  in  turn  leads  to  stenosis.  Nonsurgical 
therapy,  namely,  digital  or  instrumental  dilata- 
tion, is  of  questionable  value;  operation,  in- 
cluding sphincterotomy  by  the  procedure  des- 
cribed for  the  treatment  of  chronic  fissure,  is 
curative.11 

Cellulitis. — The  early  administration  of  anti- 
biotic drugs,  namely,  penicillin  and/or  terramy- 
cin,  to  persons  with  spreading  cellulitis  of  the 
pilonidal  or  perianorectal  structures  caused  by 
susceptible  microbial  organisms  will  prevent 


suppurations  in  a number  of  patients  and  is  worth 
a trial  in  the  questionable  case.  Failures  appear 
to  be  due  to  the  presence  of  thromboses  of  the 
vessels  in  or  about  the  lesion,  which  prevent  the 
antibiotic  agents  from  reaching  the  lesion,  and/or 
to  the  presence  of  a latent  or  a clinically  detect- 
able deep  abscess.  In  the  favorable  cases,  the 
response  is  prompt,  usually  within  twenty- 
four  hours  after  the  institution  of  chemotherapy, 
and  permanent. 

Abscess.- — The  prevailing  tendency  to  treat 
suppuration  in  the  pilonidal  and  perianorectal 
areas  solely  with  the  aid  of  antibiotic  agents  is  to 
be  deprecated  because  of  the  therapeutic  futility 
and  the  dangerous  masking  of  the  clinical  picture 
for  some  time  that  may  occur  in  some  cases.12 
Recent  personal  experience  with  21  cases  treated 
thus  revealed  that  ultimately  20  patients  re- 
quired operation  consisting  of  incision  and  wide 
unroofing  of  the  abscess  cavity;  one  patient 
could  not  be  followed.  Persistence  in  this  form 
of  chemotherapy  for  localized  frank  suppurations 
is  therefore  unwise  and  may  be  dangerous.  This 
also  applies  to  localized  indurations  that  do  not 
respond  well  within  twenty-four  hours  after  the 
institution  of  antibiotic  therapy.  Terramycin 
is,  however,  a useful  adjunctive  agent  in  the  post- 
operative management  of  localized  suppurations. 

Fistula 

Pyogenic. — Anal  fistula  is  a chronic  abscess  or 
the  final  product  of  progression  of  an  acute  ab- 
scess. Although  less  than  10  per  cent  of  anal 
fistulas  are  the  result  of  a tuberculous  infection, 
the  presence  of  this  lesion  should  nevertheless 
arouse  a suspicion  of  the  existence  of  tuberculosis 
elsewhere  in  the  body.  Fistulectomy  in  con- 
trast to  fistulotomy  is  the  more  effective  opera- 
tion since  it  eliminates  the  entire  fistulous  tract 
with  the  adjacent  infected  granulation  tissue  as 
well  as  the  possibility  of  the  rare  development 
of  a malignancy  in  the  tract.13  The  sporadically 
advocated  primary  closure  technics,  although 
technically  feasible,  carry  a prohibitive  incidence 
of  wound  complications. 

Tuberculous. — The  treatment  of  the  tubercu- 
lous fistula-in-ano  is  the  same  as  that  of  the 
pyogenic  variety.  Healing  of  the  wound  is 
complete  following  fistulectomy  which,  however, 
should  be  augmented  by  the  administration  of 
streptomycin  or  its  derivatives  and  other  meas- 
ures that  tend  to  improve  the  general  health  of 
the  patient.  The  coexistence  of  open  tuber- 
culous lesions  in  the  lungs  does  not  contrain- 
dicate operation.  Anorectal  wounds  in  patients 
with  positive  sputum  heal  as  rapidly  and  well  as 
those  in  patients  with  negative  sputum,  the  opin- 
ions of  some  authors  to  the  contrary  notwith- 
standing. 
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Stricture 

It  is  not  usually  realized  that  digital  or  in- 
strumental dilatation  of  inflammatory  strictures 
of  the  rectum  (usually  caused  by  venereal  lympho- 
granuloma) affords  only  temporary  relief  and 
may  be  hazardous.  On  the  other  hand,  when- 
ever technically  feasible,  resection  of  the  stricture- 
bearing segment  of  the  bowel  with  primary  anasto- 
mosis is  safe  and  curative.14’15  Recently,  I have 
been  experimenting  with  the  resection  of  these 
strictures  by  means  of  a high-frequency  double- 
loop resector.16  The  early  or  short-term  results 
have  thus  far  been  satisfactory  and  have  made  pos- 
sible the  closure  of  sigmoid  colostomies  in  two  pa- 
tients in  whom  the  artificial  anus  had  been  per- 
formed because  of  acute  intestinal  obstructions 
caused  by  the  complete  closure  of  the  stricture  of 
the  rectum.  In  another  case  an  unsuspected  epi- 
dermoid carcinoma  was  detected  in  the  routine 
histologic  examination  of  the  excised  specimens, 
and  this  finding  led  to  definitive  therapy.  Con- 
genital and  postoperative  (following  resection  and 
primary  anastomosis  of  the  rectum  for  malignant 
lesions)  strictures  have  also  been  experimentally 
treated  by  this  method. 

Adenomas 

There  is  considerable  agreement  concerning  the 
most  important  aspects  of  adenomas.  However, 
in  spite  of  the  overwhelming  evidence  that  ade- 
nomas have  the  propensity  to  undergo  malignant 
transformation,  17-19  some  authors  nevertheless 
believe  that  adenomas  are  either  malignant 
initially  or  tend  to  become  malignant  very  early 
and  that  they  do  not  become  malignant  with  the 
passage  of  time.20  Unfortunately,  this  belief  is 
more  widespread  than  the  literature  would  in- 
dicate. 

A still  more  treacherous  lesion  is  the  villous 
(papillary)  adenoma  with  an  undeniable  ability 
to  undergo  malignant  degeneration.21 

Since  the  pathologic  nature  of  an  adenoma 
can  only  be  established  on  microscopy  and  the 
time  required  for  the  transition  from  benignancy 
to  malignancy  is  unknown,  every  polyp  should  be 
considered  potentially  malignant  and  should 
be  removed  at  or  with  the  mucosal  base  in  toto 
either  in  one  or  in  several  large  pieces.  The 
extirpation  may  be  effected  by  surgery  or  surgical 
diathermy;  treatment  should  be  accorded  to 
patients  of  all  ages,  young  and  old. 

The  pedunculated  adenoma  situated  within 
the  reach  of  the  sigmoidoscope  may  be  removed 
at  or  with  its  base  by  means  of  a high-frequency 
snare.6  Those  adenomas  that  contain  localized 
epithelial  noninvasive  carcinomatous  foci  (car- 
cinoma in  situ)  in  the  body  of  the  polyp  may  be 
treated  in  the  same  manner.  However,  the 
pedicle  of  such  adenomas  should  be  examined  in 


serial  sections  for  evidence  of  invasion;  if  inva- 
sion is  discernible,  radical  excision  is  mandatory.22 

Small  or  medium-sized  sessile  adenomas  located 
within  the  reach  of  sigmoidoscope  may  also  be 
removed  by  means  of  the  electric  snare,  but  the 
larger  ones  are  best  treated  surgically.  However, 

I have  successfully  treated  32  such  large  sessile  : 
adenomas,  some  of  which  were  located  in  in- 
accessible  areas  such  as  the  upper  surface  of  a 
rectal  valve,  by  means  of  the  double-loop  high- 
frequency  resector.6  Although  most  of  these 
patients  have  been  followed  for  over  two  years 
without  encountering  subsequent  malignancies, 

I am  still  nevertheless  considering  this  mode  of 
disposition  of  large  sessile  polyps  experimental 
in  nature.2-6 

Invasive  adenomas  should  be  regarded  and 
labeled  as  frank  carcinomas  and  consequently 
should  be  accorded  the  radical  forms  of  surgical 
therapy  consistent  with  established  cancer  treat- 
ment; the  term,  “invasive  adenoma,”  should  be 
abandoned  and  superseded  by  the  term  carci- 
noma in  order  to  avoid  the  misleading  benign 
connotation.23 

Considerable  disagreement  concerns  the  ad- 
visability and  manner  of  disposition  of  mucosal 
excrescences  or  elevations.  Since  many  authors 
regard  these  excrescences  as  tiny  adenomas, 
these  lesions  should  be  extirpated.  Some  proc- 
tologists, relying  on  the  gross  appearance,  -destroy 
the  excrescences  in  situ  by  means  of  a ball-tipped 
electrode.  Believing  that  microscopy,  not  the 
gross  appearance,  makes  a definite  diagnosis 
possible,  I prefer  to  remove  these  small  lesions 
in  toto  with  the  aid  of  a cold  biopsy  forceps  and 
to  desiccate  the  raw  base.  In  the  course  of  a 
decade  two  adenocarcinomas  have  been  detected 
in  innocent  appearing  mucosal  excrescences  about 
3 mm.  in  diameter.2 

Single  pedunculated  adenomas  in  adults  that 
are  situated  above  the  reach  of  the  sigmoidoscope, 
in  the  absence  of  mesenteric  lymph  nodes,  are 
extirpated  at  or  with  the  mucosal  base  through  a 
transabdominal  colotomy;  the  presence  of  nodes 
or  induration  within  the  polyp  makes  segmental  re- 
section of  the  polyp-bearing  segment  of  the  colon 
mandatory.  The  sessile  adenoma  should  be 
treated  by  segmental  colonic  resection  and  primary 
open  anastomosis  so  as  not  to  overlook  small  malig- 
nant foci  within  the  depth  of  the  polypoid  mass. 

It  should  be  mentioned  that,  recently,  seg- 
mented resection  of  the  colon  had  been  advocated 
for  the  extirpation  of  single  pedunculated  ade- 
nomas because  of  the  occasional  finding  of  a ma- 
lignant process  in  the  polyp  or  in  the  mesenteric 
lymph  nodes. 

Re-examinations  at  various  intervals  of  time 
are  mandatory  following  extirpation  of  adenomas 
because  of  the  notorious  tendency  for  recurrent 


April  15,  1952] 


PROCTOLOGY  AND  THE  GENERAL  PRACTITIONER 


1013 


and  new  polyps  to  develop  on  tumor-bearing 
colonic  soil. 

Cancer 

Delay  in  the  making  of  an  early  diagnosis  of 
cancer  of  the  rectum  must  be  reduced  because 
only  early  diagnosis  and  resultant  early  treatment 
will  in  turn  reduce  the  morbidity  and  mortality 
from  this  disease.  Hemorrhoidectomies  and  other  . 
anorectal  operations  performed  for  benign  camou- 
flaging lesions  coexisting  with  undetected  cancer 
(some  of  which  can  be  palpated  by  digital  exam- 
ination) are  still  being  performed  in  large  num- 
bers. The  individual  general  practitioner  can 
play  a decisive  role  in  the  elimination  of  these 
factors  by  following  the  diagnostic  suggestions 
described  elsewhere  in  this  paper. 

Colonic. — At  the  present  time  the  pendulum 
has  swung  in  favor  of  the  one-stage  resection  and 
open  anastomosis  with  or  without  the  construc- 
tion of  a complimentary  proximal  vent  for  non- 
obstructive lesions  of  the  transverse  and  left 
colon.24  Staged  operations  are  performed  only 
under  special  circumstances.25 

Rectal—  A great  controversy  is  now  raging  con- 
cerning the  merits  and  demerits  of  the  sphincter- 
saving operations  for  cancer  of  the  rectum.  All 
proctologists  and  general  surgeons  who  are  in- 
terested in  diseases  of  the  colon  agree  that  the 
abdominoperineal  resection  of  the  rectum  is  the 
more  radical  procedure  because  it  affords  an 
opportunity  to  excise  radically  the  proximal 
lymphatics,  the  sacral  lymph  nodes,  the  peri- 
rectal fat,  the  levator  ani  muscles,  and  the  lateral 
ligaments.  Even  this  radical  operation  is  fol- 
lowed by  an  incidence  of  some  20  per  cent  of  re- 
currence of  cancer  within  the  pelvic  cage  but 
without  distant  metastasis  or  intestinal  obstruc- 
tion. 

The  desire  to  preserve  the  anal  sphincter  func- 
tion had  influenced  opinions  on  the  advisability 
of  performing  the  so-called  “anterior  resection” 
which  implies  the  division  and  ligation  of  the 
superior  hemorrhoidal  vessels,  the  mobilization 
of  the  rectum,  and  primary  open  anastomosis  of 
peritoneum-covered  sigmoid  to  the  nonperitone- 
alized  rectum.  Many  proctologic  surgeons  of 
wide  experience,  however,  believe  unequivocally 
that  for  the  patient  with  a reasonable  expectancy 
of  life  and  without  metastases,  the  anterior  re- 
section being  a less  radical  operation  than  the 
abdominoperineal  procedure  should  not  be  per- 
formed for  cancer  of  the  rectum  proper.  Local 
conditions  permitting,  anterior  resection  may  be 
utilized  for  cancer  of  the  rectosigmoid  which  is 
stated  to  be  about  15  cm.  (6  inches)  from  the  anal 
verge26  and  can  be  determined  quite  accurately 
at  sigmoidoscopy  with  the  patient  in  the  knee- 
chest  position.  The  final  decision  is  made  at 


laparotomy.  This  sphincter-saving  operation 
should  offer  the  patient  the  same  chance  for  cure 
as  does  the  Miles  procedure,  or  it  should  not  be 
utilized. 

Extreme  old  age,  failing  vision,  and  hepatic 
metastases  justify  the  employment  of  any 
sphincter-saving  operation  since  colostomy  is  an 
extreme  burden  for  this  group  of  patients. 

Anal. — Recent  opinion  tends  to  the  belief 
that  epidermoid  anal  cancers  can  be  cured  more 
effectively  by  radical  surgery  than  irradiation27; 
this  is  disputed  by  radiation  therapists. 

Colostomy 

There  is  some  disagreement  as  to  the  site  of 
construction  for  a colostomy  stoma.  Most 
experienced  surgeons  prefer  the  abdominal  arti- 
ficial anus  to  the  perineal  colostomy  because  the 
former  can  be  controlled  and  cared  for  infinitely 
better  and  easier  than  the  perineal  colostomy.28 
Colostomy  following  the  extirpation  of  the  neo- 
plasm causes  the  average  patient  only  the  incon-  • 
venience  of  the  irrigation  of  the  colon  every  two 
or  three  days  that  consumes  about  forty-five 
minutes.  A constipating  diet  taken  at  regular 
hours  and  the  avoidance  of  food  between  meals 
are  desirable.  Bags  are  usually  unnecessary. 
Offending  flatus  often  can  be  eliminated  with  the 
aid  of  chlorophyll.29 

Pilonidal  (Sacrococcygeal)  Disease 

Notwithstanding  numerous  studies  there  is 
still  no  unanimity  of  opinion  as  to  the  essential 
aspects  of  this  lesion.  The  tendency  to  recur- 
rence characterizes  this  lesion  regardless  of  the 
form  of  therapy  utilized. 

Antibiotic  chemotherapeutic  agents  such  as 
terramycin  may  be  given  a trial  for  about 
twenty-four  hours  for  cellulitis  of  the  sacrococ- 
cygeal area.  As  already  stated,  spreading  in- 
fections that  are  caused  by  susceptible  organism, 
which  in  the  past  frequently  terminated  in  local- 
ized suppuration,  will  respond  quite  promptly 
to  these  drugs. 

Abscesses  should  be  evacuated  promptly  and 
effectively  by  means  of  a crucial  incision  and 
wide  unroofing  of  the  cavity.  No  recurrences 
have  been  observed  in  over  80  thus  treated 
personal  cases. 

Cysts  and  sinuses  are  best  eliminated  by  rad- 
ical excision;  injectional  sclerosing  therapy  has 
not  produced  clear-cut  results  in  most  cases. 
The  open  operation  of  excision  en  bloc  is  the 
safest  procedure  and  offers  good  results  most 
consistently,  but  it  entails  a prolonged  period  of 
healing.  On  the  other  hand,  the  well-conceived 
musculofascial  primary  closure  technic  (Holman) 
has  the  advantage  of  a short  period  of  healing.30 
My  own  experience  with  musculofascial  primary 
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closure  technic,  particularly  with  a slight  mod- 
ification of  the  Holman  procedure,  in  over  50 
patients  had  led  me  to  employ  this  technic  in 
civilian  practice  for  the  treatment  of  large,  non- 
infected  or  recurrent  cysts.31 

Office  Operative  Treatment 

Simple  proctologic  lesions,  such  as  perianal 
hematomas,  verrucae,  short  sinus  tracts,  etc.,  are 
treated  ambulatorily  either  in  the  office  or  in  the 
operating  room  without  hospitalization  by  many 
proctologists  and  general  surgeons.  However, 
lesions  such  as  suppurations  or  externointernal 
hemorrhoids,  etc.,  are  treated  in  a hospital.  The 
hospitalized  patients  are  usually  ambulated  with- 
in eight  to  twenty-four  hours  after  operation  and 
are  discharged  after  the  first  act  of  defecation 
which  usually  occurs  in  thirty-six  to  seventy-two 
hours. 

The  so-called  “ambulant”  proctologist,  often 
not  having  access  to  the  reputable  hospitals  of 
his  community,  equips  and  converts  his  office 
into  a pseudohospital  and  is  said  to  perform 
anorectal  surgery  of  any  scope  (excised  tissue  is 
not  submitted  routinely  for  histopathologic 
examination). 

The  patients  are  sent  home  within  a few  hours 
after  operations  performed  under  infiltration  or 
caudal  anesthesia,  but  no  mention  is  made  that 
some  of  these  patients  remain  bedridden  at  home 
for  some  time. 

My  observations  of  some  150  patients  who 
had  been  treated  in  the  office  by  various  “am- 
bulant” operators  have  convinced  me  that  most 
of  these  operations  were  incomplete  in  scope  and 
only  palliative  in  character.  Importantly, 
all  of  these  patients  had  emphatically  stated  that 
they  would  not  again  submit  themselves  or 


members  of  their  families  to  anorectal  operations 
without  hospitalization. 

25  East  83rd  Street 
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CARDIAC  RESUSCITATION 
Since  cardiac  arrest  is  a catastrophe  that  may 
occur  occasionally  in  any  active  surgical  service, 
every  surgeon  and  anesthetist  should  be  familiar 
with  the  technic  of  cardiac  resuscitation  and  be 
able  to  act  at  once  when  this  emergency  presents 
itself.  Restoration  of  the  flow  of  oxygenated  blood 
to  the  brain  within  three  to  four  minutes  is  the 
essence  of  the  problem;  everything  else  is  secondary. 
In  presenting  clinical  experience  involving  20  cases, 
the  authors  discuss  the  etiology,  diagnosis,  and  treat- 
ment of  cardiac  arrest  in  the  operating  room.  Un- 


less the  patient  happens  to  have  an  electrocardio- 
graph attached  at  the  time,  the  only  fast  and  re- 
liable way  to  diagnose  cardiac  arrest  is  to  see  or 
feel  a large  artery.  If  the  operative  site  does  not 
afford  this  opportunity,  the  authors  feel  that  im- 
mediate opening  of  the  chest  to  feel  the  heart  is 
a diagnostic  procedure,  eliminating  possibly  fatal 
delay  of  other  procedures  which  may  not  be  reli- 
able.— Julian  Johnson,  M.D.,  and  Charles  K.  Kirby, 
M.D.,  Journal  of  the  Mount  Sinai  Hospital  ( New 
York  City),  September-October,  1951 


A CLINICAL  AND  PATHOLOGIC  STUDY  OF  MALIGNANT 
MELANOMA 

Robert  J.  Gilston,  M.D.,  Albany,  New  York* 

{From  the  Albany  Hospital,  with  the  assistance  of  the  Departments  of  Medicine  and  Oncology,  Albany 
Medical  College) 


MALIGNANT  melanoma  is  a particularly 
serious  type  of  neoplasm.  With  or  with- 
out treatment  the  prognosis  is  usually  poor. 
Projecting  the  principle  of  excision  and  dis- 
section in  continuity,  a growing  number  of  sur- 
geons argue  convincingly  that  the  only  hope  for 
survival  of  these  patients  lies  in  the  most  radical 
surgery,  such  as  disarticulation  of  the  extremities 
when  the  primary  lesion  involves  the  limbs. 
In  the  upper  extremity  the  shoulder  girdle  is 
sacrificed.  In  the  past,  such  measures  as  these 
have  frequently  been  unacceptable  to  the  patient 
and  not  always  advocated  by  the  surgeon. 

The  present  study,  based  on  a small  series 
of  cases,  is  an  attempt  to  re-evaluate  the  factors 
which  affect  prognosis  in  patients  with  malignant 
melanoma. 

While  it  is  not  intended  to  be  complete,  the 
accompanying  bibliography  refers  to  some  of  the 
more  pertinent  literature  on  both  malignant 
melanoma  and  benign  nevi.1-13 

Material 

The  pathologic  reports  on  surgical  and  autopsy 
specimens  from  the  Pathology  Department 
of  the  Albany  Hospital  and  Albany  Medical 
College  for  the  years  1936  to  1948  were  reviewed. 
During  this  period  malignant  melanoma  was 
diagnosed  in  44  patients.  There  was  one  addi- 
tional case  in  which  the  diagnosis  of  malignancy 
was  equivocal. 

Method 

The  hospital  records  of  42  of  the  patients 
diagnosed  as  having  melanoma  were  examined; 
the  records  of  the  remaining  three  were  incom- 
plete and  the  patients  lost  to  follow-up.  Physi- 
cians and  surgeons  concerned  with  the  cases 
were  consulted,  and  in  some  instances  contact 
was  established  directly  with  the  patients  or 
their  families.  Autopsy  protocols  and  death 
certificates  were  also  examined.  In  each  case 
microscopic  preparations  were  re-examined. 

Results 

Reliable  follow-up  was  possible  in  42  of  the 
45  cases.  As  of  April,  1951,  29  were  dead  and 
13  living. 


* Present  address:  Georgetown  University  Hospital, 
Washington  7,  D.  C. 


TABLE  I. — Results  Before  and  After  Histologic 
Re-evaluation 


Before  After 

Re-evaluation  Re-evaluation 

Number  Per  Cent  Number  Per  Cent 


Dead 

29 

64.4 

29 

74.3 

Living 

13 

28.9 

9 

23  0 

Lost 

3 

6.7 

1 

2.5 

Total 

45 

39 

Microscopic  re-examination  of  the  original 
45  lesions  reduced  the  number  considered  to  be 
malignant  melanoma  to  39.  This  re-evaluation 
eliminated  from  the  study  the  one  case  with 
equivocal  diagnosis  and  two  of  the  three  lost  to 
follow-up. 

The  results  before  and  after  re-evaluation 
are  summarized  in  Table  I. 

All  of  the  39  patients  were  white.  Eighteen 
were  male,  and  21  were  female.  The  youngest 
at  the  onset  of  the  disease  was  a girl  of  sixteen, 
the  oldest  a male  of  eighty-two  years.  There 
were  no  prepubertal  or  castrate  patients  in  the 
series. 

Table  II  indicates  survival  after  onset  of 
symptoms  or  signs,  sex,  age,  and  the  results 
in  38  patients  on  whom  follow-up  was  possible. 
A total  of  38.8  per  cent  of  the  patients  who  were 
followed  survived  five  or  more  years  after  onset. 

Table  III  represents  a five-year  follow-up 
on  the  basis  of  sex  and  age  (by  decade)  at  onset. 
There  is  the  suggestion  of  a poorer  prognosis 
at  the  extremes  of  age,  but  the  series  is  too  small 
to  be  conclusive.  The  totals  represent  a normal 
distribution  curve  with  the  peak  incidence  in  the 
sixth  decade. 

Table  IV  is  a summary  of  the  relation  of  the 
site  of  the  primary  lesion  to  sex  and  survival 
after  onset.  The  lower  extremities  of  women 
were  the  site  of  the  greatest  number  of  primary 
lesions,  and  this  group  had  the  longest  average 
survival.  It  is  not  unusual  to  find  this  fre- 
quency of  occurrence  in  the  lower  extremities  of 
women,  but  these  lesions  rapidly  metastasize  and 
have  a poor  prognosis.  The  three  males  with  pri- 
mary lesions  of  the  face  had  the  shortest  average 
survival. 

The  average  age  at  onset  for  females  was 
fifty-four  years,  for  males  fifty-two.  Of  those 
who  are  dead,  the  males  survived  an  average 
of  four  years  after  onset  and  females  five  years. 
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TABLE  II. — Survival  According  to  Onset  of  Symptoms.  Age,  and  Sex 


Died  5 or 
More  Years 
After  Onset 

Alive  5 or 
More  Years 
After  Onset 

Died  Less 
Than  5 Years 
After  Onset 

Alive  Less 
Than  5 Years 
After  Onset 

Total 

Males 

4 

3 

10 

i 

18 

Females 

3 

4 

12 

i 

20 

Total 

7 

7 

22 

2 

38 

Youngest  at  onset 

42  years 

26  years 

1 6 years 

Oldest  at  onset 

72  years 

76  years 

82  years 

Longest  survival 

11  years 

19  years 

4 years 

4 years 

Shortest  survival 

5 years 

7 years 

Less  than  1 month 

(2  patients) 

Average  survival 

7 years 

1 2 years 

1 . 8 years 

Thirty-two  per  cent  of  cases  had  a history 
of  pre-existing  nevi  with  the  following  distri- 
bution: foot  three  (two  of  which  were  on  the 
sole),  calf  three,  hip  two,  head  two  (both  post- 
auricular),  neck  one,  face  one,  and  trunk  two. 
In  the  remaining  68  per  cent  the  existence  of 
nevi  was  neither  established  nor  eliminated. 
The  gross  appearance  of  the  nevi  was  not  obtained 
in  a sufficient  number  of  cases  to  be  significant. 
The  occurrence  of  amelanotic  primary  or  second- 
ary lesions  was  not  uncommon,  and  in  this 
series  no  relation  to  prognosis  could  be  demon- 
strated. In  one  patient  the  primary  lesion 
contained  elements  described  as  compatible 
with  the  diagnosis  of  Jadassohn-Tieche  nevus. 

Thirty-four  per  cent  of  all  patients  gave  a 
history  of  trauma  or  longstanding  irritation. 
This  included  all  patients  with  a history  of 
pre-existing  nevus. 

The  history  of  signs  and  symptoms  at  onset 
as  obtained  in  this  series  is  as  follows:  In  those 
who  had  pre-existing  nevi,  the  malignant  lesion 
appeared  suddenly  in  one  case,  bleeding  and 
increase  in  size  in  seven,  increase  in  size  without 
bleeding  in  three,  increase  in  size  with  increase 
in  pigmentation  in  one  case.  In  those  without 
a history  of  nevus,  the  first  signs  and  symptoms 
were  referable  to  widespread  metastasis  in  six, 
the  lesion  appeared  suddenly  in  one,  and  there 
was  a persistent  ulcer  in  six.  In  the  ocular 
lesions  there  was  a decrease  in  vision  in  four, 
loss  of  vision  (sudden)  in  two,  and  decrease  in 
vision  with  ocular  swelling  in  one.  In  seven 
patients  the  history  of  onset  was  not  obtained 
in  sufficient  detail  to  evaluate. 

In  Table  V the  primary  sites  in  our  series  of 
39  cases  are  compared  to  the  349  cases  collected 
by  MacDonald.13  Comparison  with  this  large 
unselected  series  suggests  that  the  present 
series  represents  a random  sample. 

In  considering  treatment  the  presence  or 
absence  of  spread  beyond  the  primary  lesion 
was  taken  into  account.  Fifteen  patients  had 
no  evidence  of  spread  at  the  time  of  definitive 
treatment.  Two  of  these  who  are  alive  less 
than  five  years  after  treatment  are  not  included 
in  evaluating  therapy.  There  was  evidence 
of  spread  in  23  patients.  This  was  so  extensive 
in  eight  that  only  diagnostic  biopsy  was  done. 


These  eight  whose  average  survival  was  3.8  months 
are  excluded  from  consideration  in  evaluating 
therapy. 

Table  VI  summarizes  the  relation  of  five-year 
survival  to  treatment  in  patients  both  with  and 
without  evidence  of  spread  wrhen  first  seen. 

The  average  interval  between  onset  of  symp- 
toms or  signs  and  treatment  for  the  seven  with- 
out evidence  of  spread  who  survived  five  years 
was  fourteen  months;  for  the  six  who  survived  less 
than  five  years,  sixteen  months.  In  three  patients 
the  first  treatment  received  consisted  of  local 
measures  including  incomplete  excision,  caustics, 
and  removal  of  the  toenail.  The  average  sur- 
vival in  these  three  was  ninety  months. 

The  four  patients  with  evidence  of  spread  who 
survived  five  years  averaged  twenty-five  months 
between  the  onset  of  symptoms  and  signs  and 
definitive  treatment;  the  11  who  failed  to  sur- 
vive five  years  averaged  four  months  between 
onset  and  definitive  treatment.  The  first  treat- 
ment for  five  patients  consisted  of  local  meas- 
ures which  were  less  complete  than  excision. 
Their  average  survival  was  twenty-two  months. 

The  following  are  brief  case  histories  of  the 
four  patients  who  survived  five  years  or  longer. 

Case  1. — D.  W.  was  a thirty-eight-year-old  white 
female,  with  a three-year  history  of  a mole  on  the 
left  calf,  which  had  increased  in  size  and  pigmenta- 
tion. A biopsy  proved  the  mole  to  be  a malignant 
melanoma.  Four  days  later  the  lesion  was  excised 
down  to  the  fascia  with  a 3-inch  margin  of  skin. 
A pea-sized  left  inguinal  gland  was  felt.  Three  years 
later  an  inguinal  gland  dissection  was  done  at  another 
hospital  and  interpreted  as  “amelanotic  melano- 
blastoma.”  This  patient  is  living  without  evidence 
of  recurrence  twelve  years  after  her  initial  treatment. 

Case  2. — J.  R.,  a thirty-four-year-old  white  male, 
gave  a history  of  the  removal  from  his  neck  eight 
years  before  admission  of  a “black  lump”  which  had 
“grown  larger.”  At  admission,  and  again  two  years 
later,  the  ipsolateral  cervical  and  submandibular 
glands  were  removed  and  found  to  contain  malignant 
melanoma.  At  the  last  admission,  ten  years  after 
onset,  radical  right  antrum  resection  was  done. 
This  patient  is  working  at  his  trade  (painter)  nine- 
teen years  after  initial  treatment. 

Case  3.—  T.  R..  a forty-five-year-old  white  male, 
was  first  seen  with  a two-year  history  of  swelling  of 
the  right  side  of  the  neck.  A mass  of  lymphatic 
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tissue  containing  malignant  melanoma  was  dissected 
from  the  neck.  About  three  weeks  later  a discrete 
visceral  malignant  melanoma  was  found  and  re- 
moved. The  patient  is  living  and  well  ten  years 
after  treatment.  (This  case  will  be  reported  in  de- 
tail at  a later  date.) 

Case  4- — -V.  0.,  a fifty-four-year-old  white  female 
with  a two-month  history  of  pain  and  increase  in 
size  of  a “corn”  on  the  left  sole,  was  treated  by 
“wide  excision  of  the  sole  with  the  heads  of  the 
fourth  and  fifth  metatarsals,  lymph  node  dissection, 
and  lymph  tract  ligation.”  The  pathologic  report 
was  malignant  melanoma  with  metastases  to  a lymph 
node.  The  site  from  which  the  node  was  taken  is 
obscure.  This  patient  is  alive  and  working  seven 
years  after  treatment. 

Comment 

If  not  proved  otherwise,  clinically  detectable 
regional  adenopathy,  the  presence  of  satellite 
lesions,  and  clinical  evidence  of  involvement 
of  distant  organs  have  been  considered  as  evi- 
dence of  spread.  In  our  autopsy  material 
metastatic  foci  were  found  in  almost  every  organ 
including  heart  and  pericardium.  Metastatic 
spread  followed  no  particular  pattern  except 
in  the  case  of  the  eye  where  the  metastatic 
predilection  was  for  the  liver  in  six  of  the  nine 
primary  ocular  lesions. 

In  two  instances  pregnancy  was  a complicating 
factor.  One  patient  survived  delivery  by  three 
months  and  diagnosis  by  six.  It  was  reported 
that  the  placenta  of  this  patient  contained  mela- 
noma on  the  maternal  side  only.  The  second 
patient  has  survived  diagnosis  by  four  years 
and  is  living  seven  months  after  delivery.  The 
child  of  the  first  patient  is  now  thirteen  years 
old.  Both  children  are  living  and  well. 

Of  the  29  dead,  the  cause  of  death  in  24 
is  given  as  metastatic  melanoma,  with  eight 
autopsies  in  this  group;  the  cause  of  death  in 
four  is  given  as  myocardial  infarction,  and  in 
one,  cerebral  vascular  accident.  There  were  no 
autopsies  in  the  latter  group. 

Conclusions 

In  a series  of  39  patients  seen  at  the  Albany 
Hospital  in  the  years  1936  to  1948  with  a diag- 
nosis of  melanoma,  it  was  not  possible  to  demon- 
strate a significant  relationship  between  sex 
and  prognosis.  The  disease  was  not  seen  before 
puberty,  but  beyond  puberty  the  age  at  onset 
was  not  shown  to  affect  the  course  of  the  disease. 
The  onset  was  most  frequent  in  the  sixth  decade. 
Enlargement  of  a nevus,  increase  in  pigmentation, 
bleeding,  ulceration,  or  the  appearance  of  satel- 
lite lesions  maybe  the  first  evidence  of  malignancy 
In  eight  patients  the  first  symptoms  were  due  to 
extensive  metastases.  A history  of  nevus  is 
not  always  obtained.  Lesions  of  the  lower 
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TABLE  IV. — Survival  After  Onset  Based  on  Sex  and  Site  of  Primary  Lesion 


Site 

Survival  Less 
than  5 Years 
Male  Female 

Survival  5 or 
More  Years 
Male  Female 

Living  4 Years 
After  Onset 
Male  Female 

Male 

Total 

Female 

Average  Survival 
Both  Sexes 
(Years) 

Head  and  neck 

i 

1 

2 

0 

0 

0 

3 

1 

7 

Face 

3 

0 

0 

0 

0 

0 

3 

0 

1.3 

Eye 

2 

2 

3 

2 

0 

0 

5 

4 

5.5 

Trunk 

Upper 

0 

1 

0 

2 

1 

0 

1 

3 

5.5 

extremity 

Lower 

1 

1 

0 

0 

0 

0 

1 

1 

1.6 

extremity 

0 

5 

1 

3 

0 

1 

1 

9 

5.9 

Unknown 

3 

2 

1 

0 

0 

0 

4 

2 

2.8 

TABLE  V. — Comparison  of  Present  Series  with  Cases 
Collected  by  State  of  Connecticut  Department  of 
Health 


Site 

Albany  Series 
(Per  Cent) 

Connecticut  Series 
(Per  Cent) 

Head,  neck,  and  face 

18.3 

18.6 

Eye 

23.6 

18.6 

Trunk 

10.5 

18.6 

Upper  extremity 

5.2 

118 

Lower  extremity 

26.3 

21.2 

Unknown 

15.7 

7.7 

Anus  and  multiple  skin 

3.4 

extremity  were  more  common  in  women  and 
those  of  the  face,  head,  and  neck  most  common 
in  men.  Melanoma  of  the  face  (shaving  area) 
was  seen  only  in  males,  and  this  group  had  the 
shortest  average  survival  in  the  series.  More 
study  is  necessary  to  evaluate  the  effect  of 
prophylactic  excision  of  nevi  in  the  shaving  area 
on  the  incidence  of  melanoma. 

If  the  primary  site  is  not  located  and  there 
is  evidence  of  metastases  to  the  liver,  the  eyes 
should  be  carefully  examined. 

The  experience  at  Albany  indicates  fairly 
good  results  with  wide  excision  of  the  primary 
lesion  and  complete  dissection  of  histopathologi- 
cally  proved  metastatic  foci,  even  in  patients 
who  had  evidence  of  spread  when  first  seen. 
This  has  led  to  the  belief  that  only  the  most 
far-advanced  case  is  inoperable.  Such  proce- 
dures as  disarticulation  were  not  used  in  this 
series. 

No  relation  between  prognosis  and  the  interval 
between  onset  and  treatment  was  demonstrated. 
Irritant  types  of  initial  treatment  could  not 
be  shown  to  affect  prognosis  adversely. 


In  four  patients  the  cause  of  death  was  given 
as  myocardial  infarction  (not  established  by 
necropsy).  Since  melanoma  metastasizes  to 
the  myocardium  and  pericardium,  it  is  to  be 
considered  in  the  differential  diagnosis  of  myo- 
cardial infarct. 

It  is  realized  that  in  a small  series,  when  one 
is  dealing  with  averages,  extremes  in  a few  pa- 
tients can  effectively  distort  results.  This  paper 
is  not  offered  in  defense  of  temporizing  or  irri- 
tating initial  therapy,  procedures  understandably 
condemned,  nor  as  an  argument  against  early 
diagnosis  and  radical  surgical  treatment;  it 
does,  however,  emphasize  the  fact  that  melanoma 
is  a highly  unpredictable  tumor. 


The  author  is  particularly  indebted  to  Kenneth  B.  Olson, 
M.D.,  of  the  Oncology  Department,  Arthur  Stein,  M.D.,  of 
the  Pathology  Department,  and  Mrs.  Ruth  Koster,  Record 
Librarian,  for  assistance  and  advice  in  the  completion  of  this 
study. 
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TABLE  VI. — Relation  of  Five-Year  Survival  to  Treatment  in  Patients  With  and  Without  Evidence  of 

Metastatic  Spread 


Average  Survival 

Patient  Survived 

Patients  Failed 

Total  Number 

✓ After  Treatment * 

, 5 

Years * 

. — to  Survive 

5 Years — . 

, of 

Patients 

(Months) 

With- 

With- 

With- 

With 

out 

With 

out 

With 

out 

Method  of 

With 

Without 

Metas- 

Metas- 

Metas- 

Metas- 

Metas- 

Metas- 

Treatment 

Metastases 

Metastases 

tases 

tases 

tases 

tases 

tases 

tases 

Enucleation 

24 

45 

3 

i 

4 

1 

7 

Amputation  (toe)* 

84 

51 

i 

1 

1 

1 

2 

Excision* 

47 

85 

3 

3 

id 

1 

13 

4 

Total 

51  (average) 

60  (average) 

4t 

7** 

li 

6 

15 

13 

* And  dissection, 
t Four  living  patients. 

**  Includes  3 living  patients. 


ELUSIVE  MENTAL  CASES 

Neurosis,  Hysteria,  Neurasthenia 
B.  Liber,  M.D.,  F.A.P.A.,  New  York  City 

( From  the  Mental  Hygiene  Clinic,  New  York  Polyclinic  Hospital ) 


FROM  the  point  of  view  of  frequency,  we  may 
mention  first  the  neuroses,  which  are  usually 
chronic.  These  are  the  conditions  which  many 
psychiatrists  disown  or  ignore,  failing  to  call 
them  psychoses,  although  they  are  the  cases 
which  fill  their  offices  more  than  any  other  form 
of  mental  disturbance.  The  analysts,  however, 
have  taken  them  to  their  bosoms,  as  the  only, 
or  almost  the  only,  forms  of  disturbances  with 
which  they  wish  to  deal. 

A neurosis  may  be  light,  may  interfere  but 
little  with  ordinary  life,  and  may  not  cause  un- 
happiness. Or  it  may  be  so  bad  as  to  bring  great 
misery  and  to  incapacitate  the  patient  from  all 
work.  A neurosis  is  a disorder  which  unduly 
attracts  the  patient’s  attention  to  himself,  distorts 
his  image  of  himself,  and  deforms  his  outlook  of 
the  world  and  his  relationship  with  his  fellow  men. 
Some  mental  specialists  call  “neurosis”  any  slight 
neurotic  symptom,  which  is  often  an  exaggera- 
tion. 

Ideas  may  be  warped,  like  a visage  seen  in  a 
concave  or  convex  mirror  or  in  a mirror  having 
facets  of  all  shapes,  sizes,  and  angles.  When  we 
look  at  our  reflection  in  such  a glass,  we  find 
ourselves  so  ludicrous  that  we  cannot  endure 
it  for  any  length  of  time.  In  the  very  light  cases 
we  can  still  disregard  the  grotesque  ideas,  an 
action  which  corresponds  to  dismissing  or  not 
heeding  the  falsifying  mirrors.  But  if  the  con- 
dition worsens,  we  are  either  fascinated  or  ob- 
sessed and  horrified  and  at  the  same  time  en- 
slaved by  our  false  thoughts.  This  may  also 
happen  in  other  forms  of  mental  disease,  whether 
neurotic  or  psychotic. 

Similar  to  patients  suffering  from  other  mental 
troubles,  neurotics  may  stand  in  their  own  way 
like  the  clowns  who  press  one  foot  against  the 
other  and  make  believe  that  they  cannot  walk. 
A neurotic  either  exaggerates  his  symptoms  by 
actually  being  more  affected  than  normal  people 
under  the  same  circumstances  or  he  describes 
his  condition  in  an  unconvincing  manner  Nor 
can  he  say  “it  hurts”  plainly  without  drama- 
tization or  without  making  a greatly  amplified 
grimace  not  fitting  to  the  trouble.  Each  neurotic 
in  our  cosmopolitan  and  multilingual  cities  has 
his  own  way  of  magnifying  his  complaint.  It 
would  be  amusing,  were  it  not  so  sad.  One  person 
tried  to  convey  her  pain  by  translating  from  her 
own  language:  “When  I get  an  ache,  it  is  heaven 


open  thyself!”  At  the  same  time  the  objective 
findings  did  not  correspond  in  the  least  to  such  an 
extreme  affliction. 

Case  1. — A woman  was  disappointed  because  she 
had  had  great  aspirations,  which  ended  abruptly 
when  a man  seduced  her  and  she  married  him.  They 
had  a baby,  and  at  first  she  dreamed  about  it  as 
lying  near  the  big  kitchen  knife.  Later,  she  could 
not  refrain  from  glancing  at  the  knife  on  the  kitchen 
table  simultaneously  with  seeing  both  the  child  and 
her  sleeping  husband.  This  situation,  however, 
never  expanded  to  unpleasant  proportions.  She 
took  care  of  her  husband  and  child  magnificently 
and  continued  her  college  course  as  soon  as  the 
youngster  reached  the  age  of  three.  And  this  solved 
her  problem  and  dissipated  her  anxiety. 

But,  in  contrast  to  this  case,  a man  who  also 
felt  his  life  to  be  ruined,  this  time  by  his  own 
father,  was  engulfed  in  deep,  lifelong  suffering 
with  no  hope  of  a cure. 

Case  2. — The  father  of  this  man  had  been  a phys- 
ics teacher.  After  inheriting  a fortune,  he  retired 
and  chose  as  a mission  the  spreading  of  religion. 
He  became  a lay  preacher  and  also  printed  and  sent 
out  thousands  of  leaflets  to  a long  list  of  addresses, 
calling  on  the  sinners  to  return  to  God.  Feeling 
self-righteous,  he  was  a tyrant  with  his  children  as 
well  as  with  his  wife.  They  trembled  in  his  presence 
and  at  his  words.  Curiously  enough,  while  he  wras 
sending  everyone  to  church,  his  own  family  was  not 
allowed  to  attend  because  it  was  not  good  enough 
for  them,  and  they  had  to  receive  both  God’s  teach- 
ing and  blessing  directly'  through  him.  Also,  he  did 
not  care  to  compete  with  the  Creator,  to  whom 
theyr  might  submit  more  than  to  him.  One  son 
managed,  with  great  terror,  to  leave  Vermont  be- 
hind and  to  come  to  New'  York.  But  that  did  not 
free  him.  He  was  haunted  by  the  fear — nay,  by'  the 
certainty — that  Hitler  was  alive,  that  he  was  in  this 
country  and  roamed  the  states.  “Why'  doesn’t  the 
Government  or  the  police  do  something  about  it?” 
he  asked. 

Case  3. — A bright,  serious,  and  pleasant-looking 
girl  of  twenty  was  sent  to  my  clinic  byr  the  psychia- 
trist of  the  college  where  she  studied  history'.  She 
had  come  to  him  with  some  complaints,  but  he  was 
not  sure  that  she  was  abnormal.  In  his  introductory 
letter,  he  thought  there  was  nothing  the  matter  with 
her.  I also  learned  that  she  was  economically'  inde- 
pendent. She  had  a part-time  job  which  more  than 
covered  her  expenses.  She  was  restless,  felt  useless, 
worthless,  and  dissatisfied  with  herself.  Her  mental 
state  could  be  unraveled  only  if  wre  dug  into  her 
childhood,  about  w'hich  she  was  at  first  reluctant  to 
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speak.  As  in  the  previous  case  her  father  was  also 
the  dominating  person  in  her  family.  She  could 
think  of  him  only  as  a long  shadow  from  which 
emerged  a huge  and  heavy  hand  to  crush  the  whole 
household.  Indeed,  “even  the  house,  even  the  roof 
were  prostrated  by  his  presence,”  she  said.  Her 
mother  wept  a great  deal  without  saying  a word. 
The  older  sister  disappeared  and  was  never  seen 
again.  Now,  our  patient,  away  from  her  middle- 
western  provincial  town,  continued  to  be  afraid  of 
the  black  spectre  and  did  not  dare  to  do  what  she 
would  have  desired  to  assert  herself.  Each  time  she 
was  offered  something  worth  while,  either  an  oppor- 
tunity to  advance  in  her  studies  in  accordance  with 
her  talents  or  a more  remunerative  position,  she 
rejected  it  and  chose  what  was  inferior. 

This  was  the  pattern  of  thinking  into  which  she 
was  forced  and  to  which  she  felt  she  must  adhere 
because  of  her  powerful  and  destructive  father. 
After  much  coaxing,  we  also  discovered  that  within 
the  last  three  years,  she  had  been  in  love  three  times, 
but  never  with  a boy  of  her  own  age.  She  was  at- 
tracted to  older  men,  to  men  of  fifty  years  or  older, 
her  father’s  age,  either  because  she  subconsciously 
must  accept  the  less  valuable  object  or  proposition 
or  husband,  as  she  considered  herself  unworthy  of 
the  best,  or  because  she  was  in  need  of  a sort  of 
father,  and  her  lover  must  take  his  place.  In  her 
case,  several  conversations,  which  cleared  up  the 
situation,  solved  the  problem,  and  she  regained  an 
acceptable,  if  not  perfect,  balance. 

To  quote  some  instances  from  the  tremendous 
number  of  these  ubiquitous  cases  and  to  mention 
but  a few  forms  of  neurotic  conditions  may  be 
misleading,  but  all  examples  may  be  representa- 
tive of  this  illness  and  all  are  instructive. 

To  the  class  of  neuroses,  we  may  also  add  the 
cases  of  hysteria,  a name  that  was  widely  in 
use  until  a generation  ago.  Hysterics  are  even 
more  concerned  with  themselves.  They  relish 
self-pity  and  the  feeling  of  inadequacy.  They 
are  less  afraid  of  possible  sicknesses  but  prouder 
of  their  real  or  alleged  corporal  or  organic 
troubles.  As  a whole,  they  are  less  specific  and 
more  vague  in  their  complaints.  They  have  a 
strong  tendency  to  imitate  other  patients,  to 
acquire  their  symptoms,  and  to  do  all  they  can  to 
intensify  the  latter.  Not  being  distinguished  by 
anything  else,  they  try  to  gain  attention  by  out- 
stripping anyone  in  their  circle  in  regard  to  illness. 
All  this  is,  of  course,  done  involuntarily  or,  to  be 
more  precise,  only  partially  voluntarily.  How- 
ever, being  amenable  to  suggestion,  they  can  be 
cured  more  easily  than  those  whom  we  call 
neurotics,  especially  if  the  circumstances  re- 
sponsible for  their  condition  are  removed  from 
their  lives. 

The  trancelike  spells  of  semiconsciousness 
which  used  to  be  so  frequent  and  which  were 
regarded  as  symptomatic  for  hysteria  are  no 
longer  its  characteristic  sign  since  they  are  now 


a comparatively  rare  occurrence.  Since  these 
dramatic  attacks  were  wisely  ignored  by  our 
profession  and  therefore  were  less  emphasized 
in  the  general  public,  they  lost  their  sensational- 
ism, were  more  rarely  seen  in  the  present  century, 
and  are  gradually  being  forgotten  by  the  patients 
of  today’s  generation.  Charcot’s  demonstra- 
tions of  these  cases  in  Paris  in  the  last  century 
attracted  medical  students  from  far  distances, 
including  Freud.  A form  of  neurosis  in  which 
the  patient  is  unwilling  or  unable  to  admit  to 
himself  the  existence  of  a mental  problem  and 
in  which  he  believes  or  pretends  to  believe  that 
he  is  suffering  from  some  organic  disorder  instead 
has  been  designated  by  the  words  “conversion 
hysteria.”  This  self-delusion  may  also  occur 
in  many  other  types  of  mental  disease. 

One  of  the  symptoms  for  many  years  regarded 
as  characteristic  for  hysteria,  the  aura,  is  really 
almost  universal  since  it  occurs  in  many  cases  of 
neurosis  and  sometimes  in  depression  as  well.  It 
is  not  only  a sensation  preceding  the  hysterical 
(and  epileptic)  spell,  but  it  accompanies  most 
feelings  of  anxiety,  whatever  their  sources  may 
be.  It  is  variously  described  by  the  patients, 
but  the  most  frequent  term  used  by  them  is  “a 
lump  in  the  throat.”  Its  most  probable  explana- 
tion is  the  fear  of  death  as  with  the  possible  clos- 
ing up  of  the  throat,  the  only  life-giving  passage 
to  the  rest  of  the  body.  A vague  and  unexpressed 
idea  that  the  shutting  off  of  the  air,  water,  or 
food  channels  means  the  end  hovers  naturally 
and  subconsciously  in  most  minds. 

I knew  a few  people  who  were  not  ill  in  any 
way  but  were  afraid  of  sleeping  with  the  edge 
of  their  blanket  up  to  the  neck,  because  it  made 
them  dream  that  they  were  being  choked  by 
somebody.  When  they  tried  to  avoid  it  by  pull- 
ing the  cover  further  up,  they  felt  it  might  reach 
their  mouths  and  noses  and  they  would  die 
asphyxiated  in  their  sleep.  There  were  reasons 
for  such  silly  fears,  but  the  individuals  cured 
themselves,  both  by  learning  to  fit  the  edge  of 
the  blanket  to  a place  between  the  chin  and  the 
lower  lip  and  by  not  minding  their  anxieties. 

Not  only  the  above  cases,  but  almost  all  those 
similar  to  them,  are  dumped  by  most  authors  in  a 
general  way  in  the  large  heap  of  neuroses,  no 
matter  what  their  salient  characteristics,  no 
matter  what  the  differences  among  them. 
Manias,  melancholias,  depressions,  and  schizo- 
phrenias are  all  interpreted  by  many  psychia- 
trists as  neuroses  if  they  are  not  advanced  and 
therefore  are  also  viewed  in  this  way  by  the 
majority  of  doctors  and  by  all  laymen.  The 
word  “neurosis”  has  had  immense  and  undeserved 
luck,  but  it  conceals  many  errors  in  diagnosis 
and  encourages  loose  and  lazy  thinking  in 
psychiatry. 
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Neurasthenia,  another  casualty  in  the  change 
of  nomenclature  within  the  last  forty  or  fifty 
years,  means  very  little  now  but  signified  an  undue 
mental  fatigability  in  the  absence  of  deeper 
symptoms  at  the  time  when  many  intellectuals 
boasted  of  this  condition  and  when  our  profession 
conveniently  awarded  this  diagnosis  right  and 
left.  However,  in  spite  of  its  vagueness  this 
form  of  illness  has  not  disappeared  entirely,  even 
if  it  is  now  mostly  classed  with  neurosis.  We 
cannot  allow  ourselves  at  present  to  regard  it  as 
of  some  mysterious  nature.  Today’s  more 
scientifically  minded  doctor,  when  trying  to 
connect  effects  to  causes,  will  usually  discover 
the  reason  for,  let  us  say,  an  irrational  morning 
tiredness  after  a long  night’s  sleep. 

A man  constantly  afraid  that  “something 
frightful  is  going  to  happen’’  says,  “I  have  a feeling 
of  doom.  I am  psychic.  When  I do  any- 
thing, I know  ahead  of  time  I’m  going  to  do  it, 
and  this  scares  me.”  He  argues  much  with  his 
family.  He  works  with  them  in  their  shop  where 
garters  and  other  similar  objects  are  made.  He 
“fears  insanity,”  not  realizing  that  he  is  not 
entirely  sane  now,  but  otherwise  he  behaves 
normally. 

Another  patient  is  afraid  of  the  ticking  of  the 
watch  because  it  indicates  time,  and  time  is 
running  out  and  he’ll  die.  Save  that,  he  is  all 
right,  has  a job,  and  is  all  around  useful. 

Case  4. — A man,  now  thirty,  was  injured  at  nine- 
teen in  a football  game:  “A  fellow  jumped  on  my 
head.  I was  unconscious  for  a while;  they  called 
my  case  concussion.”  He  was  ill  two  days,  and 
nothing  else  happened  to  him.  But  he  still  cannot 
believe  he  is  well.  He  “sees  things”  and  expects  to 
commit  suicide  or  to  “become  crazy.”  He  cannot 
ride  in  the  subway  and  is  “afraid  he  will  jump  from 
the  train.”  This  case  was  seen  in  the  Clinic  in  1942 
and  forgotten  until  1949  when  the  man  came  to  tell 
us  that  he  had  been  well  all  those  years  and  that  he 
broke  down  again  lately  after  his  mother  died.  Now 
his  obsession  returned.  This  means  that  he  had  not 
been  cured,  but  if  the  treatment  had  kept  his  symp- 
toms in  abeyance  for  such  a long  time,  it  was  worth 
while. 

These  cases  are  usually  called  neuroses,  more 
exactly  anxiety  neuroses.  But  sometimes  they 
border  on  the  psychoses,  or,  through  one  more 
push,  through  some  accumulation  of  difficulties, 
they  become  real  psychoses.  As  long  as  their 
symptoms  last,  the  patients  are  tense,  a tenseness 
that  may  be  compared  to  a cramp — a sort  of 
mental  cramp. 

Case  5. — A woman  who  has  never  given  birth  to 
a child,  who  has  been  divorced  for  twenty-two  years, 
is  the  secretary  of  her  uncle,  also  separated  from  his 
wife.  They  have  intercourse  together,  but  this  is 
unknown  in  their  circle.  They  quarrel  terribly. 


Even  in  the  doctor’s  presence  you  hear  one  say: 
“Why  do  you  smirk?,”  to  which  the  other  replies, 
“You  stink  on  ice.” 

She  is  the  patient,  sent  by  the  dermatologic  clinic 
for  an  extreme  itch  at  the  tip  of  her  fingers,  with 
which  she  is  forever  preoccupied.  She  does  not 
bite  her  nails,  but  she  cuts  them  too  short  and 
scrapes  them  under  the  cuticles.  One  is  tempted  to 
say  “No  wonder  there  is  an  itch,”  but  perhaps  the 
itch  was  first.  Following  her  story,  our  interpreta- 
tion is  that  this  so-called  “care”  of  the  fingers  was  a 
remainder  of  an  all-around  excessive  concern  with 
her  entire  appearance.  She  evidently  wanted  badly 
to  please  her  husband  long  ago  and  now  her  uncle, 
but  no  matter  what  she  did  she  never  succeeded. 
Now  she  is  unhappy — unhappy  and  disagreeable. 

She  is  one  of  those  neurotics  with  whom  it  is 
difficult  to  sympathize  and  with  whom  one  must 
have  endless  patience. 

A patient  was  affected  by  the  death  of  his 
brother  who  at  the  age  of  ten  fell  from  a roof 
while  playing  with  pigeons.  Since  that  time  our 
patient  has  been  afraid  of  dying.  Lately  he 
dropped  into  the  water  while  fishing,  and  this 
made  his  anxiety  worse.  The  cardiac  clinic 
referred  him  with  a note:  “Idiopathic  hyperten- 
sion 220  over  110.  No  organic  basis  in  heart, 
blood  vessels,  kidneys.  Extremely  nervous.” 

A young  woman  claimed  to  have  applied  to 
enter  a Catholic  order  of  nuns  and  was  sent  by 
that  institution  to  our  hospital  to  be  examined 
physically  and  mentally.  She  was  found  organi- 
cally normal  except  for  a not  too  grave  form  of 
anemia,  for  which  she  was  under  treatment  at 
the  proper  department.  She  brought  a piece 
of  paper  cut  out  from  a dictionary.  Anemia  is 
defined  there  and  also  “pernicious  anemia.” 
She  wishes  to  receive  liver  extract,  as  one  of  her 
friends  did.  The  difference  between  those  two 
conditions  is  explained  to  her.  However,  there 
are  other  obsessions.  She  follows  an  unnecessary 
and  extreme  diet  prescribed  by  herself  and  from 
which  starchy  and  sugary  foods  are  excluded. 
She  takes  three  baths  daily,  which  seems  to  give 
her  a sexual  satisfaction — of  course,  unknown 
or  unavowed  to  herself.  She  calls  this  behavior 
“hygiene,”  and  she  is  haunted  by  ideas  of  health 
and  cleanliness.  Indeed,  her  desire  to  become  a 
“sister”  is  also  connected  with  those  thoughts. 
Meanwhile,  she  works  in  a factory  and  supports 
her  old  mother  and  is  on  good  terms  with  every- 
one concerned. 

Neurotics  are  usually  selfish,  although  they 
may  be  exceedingly  selfless,  which  happens  rarely 
indeed.  One  woman  was  afraid  that  “every- 
thing will  fall  off  the  earth”  or  “the  building  I am 
in  will  tumble  down.”  Often  in  the  morning  she 
is  relieved  to  find  the  world  still  here  and  especially 
that  she  is.  She  is  not  interested  in  what  will 
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happen  to  other  people.  Full  of  self-pity,  she 
is  always  disturbed  over  her  own  fate.  This 
did  not  interfere  with  doing  her  duties  both  at 
home  and  in  her  shop  faithfully. 

As  the  reader  can  see,  the  above  cases,  almost 
all  nearly  normal,  are  in  contrast  to  the  two  or 
three  more  advanced  examples  given  for  the  sake 
of  comparison. 

One  day,  I was  astonished  to  see  a patient  who 
was  sure  she  was  going  to  die  because  she  swal- 
lowed a kernel,  since  that  fear  had  been  long  out 
of  style.  Indeed,  it  had  been  in  vogue  toward 
the  end  of  the  last  century  when  the  appendix 
of  Edward  VII  of  England  was  removed,  and  the 
newspapers,  following  the  doctors’  theories  of 
those  days,  explained  that  appendicitis  was  due 


to  swallowing  cherry  pits,  pieces  from  enamel 
pots,  broken  glass,  or  tiny  pebbles.  That  was 
the  time  when  appendectomy  became  fashionable, 
and  the  surgeons  began  to  be  busy  doing  it. 
Their  most  popular  patients  were  the  neurotics. 

Some  authors,  probably  in  order  to  comfort 
the  neurotics — surely  without  success — have 
called  them  “the  salt  of  the  earth”;  others  have 
advised  them  to  “thank  God  they  are  neurot- 
ics.” The  truth  is,  while  there  are  some  wonder- 
ful, lovely  individuals,  some  original  and  talented 
persons  among  them,  as  a whole  they  are  nuis- 
ances both  to  their  fellow  men  and  to  themselves. 
When  they  are  worth  while,  it  is  not  because 
of  their  neuroticism  but  in  spite  of  it. 

65  West  95th  Street 


REPORTS  DANGER  IN  THERAPY  BY  HIGH- 

A warning  that  treatment  by  high-frequency 
sound  waves  may  be  dangerous  was  issued  by  the 
Council  on  Physical  Medicine  and  Rehabilitation 
of  the  American  Medical  Association  and  published 
in  the  February  23  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association.  Although  many  hundreds 
of  patients  have  been  treated  with  ultrasound, 
particularly  in  Europe,  apparently  without  harmful 
effects,  it  is  believed  that  physicians  should  await 
further  cautious  study  of  ultrasonic  therapy  before 
using  it  indiscriminately  in  clinical  practice. 

Eltrasonic  treatment  consists  of  the  use  of  sound 
waves  of  approximately  800,000  cycles  per  second, 
which  is  far  beyond  the  15,000  frequency  limit  of 
the  human  ear.  Certain  crystals,  such  as  quartz, 
will  vibrate  when  charges  are  placed  on  opposite 
surfaces.  These  electric  oscillations  are  converted 
into  mechanical  vibrations,  which,  in  turn,  produce 
high-frequency  sound  waves.  These  ultrasonic 
waves  are  transmitted  to  the  surface  of  the  part  of 
the  body  to  be  treated.  In  Europe,  according  to 
the  report,  devices  for  ultrasonic  therapy  have  been 
exploited.  Exaggerated  claims  have  been  made  that 
ultrasonic  energy  has  been  of  value  in  the  treat- 
ment of  such  afflictions  as  shingles,  sciatica,  lum- 


FREQUENCY  SOUND  WAVES 
bago,  multiple  sclerosis,  and  neuralgias.  If  ultra- 
sonic energy  is  employed  properly  by  skilled 
physicians  and  not  used  indiscriminately  as  a 
“cure-all,”  it  offers  promise  of  becoming  a valuable 
new'  therapeutic  and  diagnostic  agent.  Therefore, 
it  is  important  for  American  physicians  to  familiar- 
ize themselves  with  these  ultrasonic  machines, 
to  examine  critically  the  evidence  concerning  their 
possible  diagnostic  or  therapeutic  usefulness  and  to 
determine  promptly  the  limitations  and  dangers  of 
ultrasonic  therapy,  it  is  emphasized. 

Animal  experiments  have  shown  that  ultrasonic 
radiation  can  produce  sharply  localized  heating  of 
living  tissues,  and  cause  selective  heating  of  the 
outside  shell  of  the  bone  and  bone  marrow  as  does 
no  other  source  of  energy  used  thus  far  for  medical 
diathermy.  However,  the  experiments  also  showed 
it  caused  paralysis  following  treatment  over  the 
spinal  cord,  was  destructive  to  nerve  tissue,  growing 
bones,  and  hair  follicles,  and  w'hen  used  to  treat 
tumorous  growths  not  only  destroyed  some  of  the 
growth  but  also  some  normal  tissues. 

It  is  certain  that  ultrasonic  energy  is  a potent 
destructive  agent  which  may  be  extremely  danger- 
ous if  employed  indiscriminately  by  unskilled  persons. 


A SIMPLE  ECONOMICAL  APPARATUS  FOR  OFFICE 
BALLISTOCARDIOGRAPHY 


George  Schwartz,  M.D.,  Stanley  Fishman,  M.D.,  Irving  Hirshleifer,  M.D.,  and 
Arthur  Fankhauser,  M.D.,  Brooklyn,  New  York 


(From  the  Medical  Service,  Kings  County  Division, 

THE  value  of  ballistocardiography  has  become 
increasingly  apparent.1  Since  the  advent 
of  Starr’s  correlation  of  data  obtained  from  his 
ballistocardiographic  apparatus,  several  new 
methods  for  obtaining  the  same  tracings  have 
been  advanced.2  Dock  and  Taubman  in  1949 
designed  an  instrument  for  making  ballistocardiog- 
raphy a much  less  expensive  and  portable  pro- 
cedure.3 They  devised  an  apparatus  based  on 
motion  through  an  electromagnetic  field.  This 
apparatus  can  be  built  economically,  but  a two- 
channel  recording  apparatus  was  necessary  for 
the  timing  of  the  ballistocardiogram  with  a pulse- 
wave  tracing  or  an  electrocardiogram.  Gubner 
further  decreased  the  cost  of  producing  ballisto- 
cardiograms by  employing  a potentiometer  in 
series  with  the  electrocardiographic  leads.  He 
wTas  thereby  able  to  produce  a ballistocardiogram 
with  a superimposed  timing  marker,  the  QRS 
notch  of  the  electrocardiogram,  on  a single- 
channel electrocardiograph.4  We  found  the 
potentiometer  not  too  satisfactory  at  times 
for  hospital  usage  because  of  electrical  inter- 
ference from  other  electrical  appliances.  His 
modification  also  necessitated  an  additional 


Fig.  1.  Schematic  diagram  of  apparatus:  ( 1 ) 

wooden  bar,  15  inches  long;  (2)  pickup  arm,  approxi- 
mately 3 inches  long  (straightened  paper  clip  or 
radio  dial  pointer);  (3)  American  phonograph 
cartridge,  CR  1A;  (4)  2 resistors  in  series,  22  and 
8.2  megohms;  (5)  condenser,  0.1  MFD-600  volt; 
(6)  3 resistors,  22,  12,  and  12  megohms;  (7)  wire  to 
left  arm  electrode;  (8)  connecting  clip;  (9)  left  arm 
cable  from  electrocardiogram.  (Note:  All  resis- 
tors are  1/2  watt.) 


County  Hospital ) 


Fig.  2.  Photograph  of  apparatus. 


piece  of  apparatus.  Two  other  methods  have 
been  devised  to  produce  ballistocardiograms; 
one  by  means  of  photoelectric  cells  and  the  other 
by  means  of  a piezo-electric  apparatus.  These 
are  both  relatively  expensive  pieces  of  equipment 
costing  well  over  one  hundred  dollars. 

In  search  of  an  inexpensive  method  for  record- 
ing ballistocardiograms  on  a single-channel  ma- 
chine under  adverse  electrical  conditions,  the 
following  apparatus  utilizing  the  piezo-electric 
principle  was  devised : 

An  ordinary  phonograph  cartridge,  with  a long 
arm  substituted  for  the  needle,  is  used  to  pick  up 
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Fig.  3.  Apparatus  connected  to  patient. 


body  motion  when  the  arm  is  in  contact  with  a 
bar  (wood  or  metal)  resting  across  the  patient’s 
tibias  (Figs.  1,  2,  and  3).  Due  to  the  high  sensi- 
tivity of  all  phonograph  cartridges,  it  is  necessary 
to  place  a suitable  resistance  (30  megohms)  in 
series  with  one  of  the  poles  of  the  phonograph 
cartridge.  This  pole  is  then  connected  with  the 
left  arm  electrocardiographic  lead.  The  other 
pole  of  the  cartridge  is  connected  by  a wire  to  the 
electrode  on  the  left  arm.  A condenser  (0.1 
MFD-600  volt),  parallel  with  a resistance  (46 
megohms),  is  connected  across  the  poles  of  the 
phonograph  cartridge.  The  right  arm  electro- 
cardiographic lead  is  connected  as  for  the  ordinary 
electrocardiogram.  The  resultant  record  is  a bal- 
listocardiogram with  a small  timing  notch  repre- 
senting the  peak  of  the  QRS  complex  as  seen  in 
lead  1 (Fig.  4).  This  timing  notch  is  superimposed 
upon  the  ballistocardiogram  just  prior  to  the 
beginning  of  the  H wave. 

The  entire  apparatus  is  contained  in  a small 
plastic  box,  e.g.,  we  used  a plastic  soap  dish  which 
was  clamped  to  a ring  stand  for  maneuverability. 
The  entire  cost  of  the  apparatus,  not  including 
the  ring  stand,  is  approximately  two  dollars. 

The  advantages  of  this  apparatus  are  as 
follows: 

1.  Compactness  and  ruggedness:  the  instru- 
ment has  been  subjected  to  very  rigorous  mechan- 


Fig. 4.  Left:  Normal  ballistocardiogram  ob- 
tained with  described  apparatus.  Right:  Ballisto- 
cardiogram from  patient  with  arteriosclerotic  heart 
disease  obtained  with  described  apparatus. 

ical  punishment  (jarred,  dropped,  kicked)  and 
to  thermal  variations.  It  has  been  used  for  the 
equivalent  of  several  years  of  normal  operation 
with  no  indication  of  the  slightest  deterioration. 

2.  Economy  of  construction. 

3.  Ease  of  construction,  since  all  parts  are 
available,  ready-made,  and  simply  need  be 
connected  in  the  manner  described. 

4.  Tracings  are-  free  from  electrical  inter- 
ference. 

5.  No  adjustments  or  additional  channels  are 
necessary  to  obtain  the  timing  marker  for  proper 
interpretation  of  the  ballistocardiogram. 

Summary 

A simple,  economical  apparatus  for  office 
ballistocardiography  that  can  be  built  in  one- 
half  hour  at  a cost  of  two  dollars  is  described, 
together  with  a photograph  and  diagram  and 
examples  of  the  tracings  obtained.  This  ap- 
paratus can  be  utilized  by  any  practitioner 
having  a single-channel  electrocardiograph. 
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CHLOROPHYLL  IN  TOPICAL  THERAPY 
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THE  quest  for  an  agent  capable  of  both 
stimulating  tissue  repair  and  combating 
infection  has  long  been  in  progress.  Primitive 
man,  lacking  the  finer  technics  of  the  modern 
age,  turned  to  what  was  readily  available  about 
him  and  used  the  green  leaves  of  plants  for  this 
purpose.1  Their  favorable  effect  was  probably 
due  to  chlorophyll. 

In  searching  for  the  original  application  of 
chlorophyll  itself  for  medical  purposes,  one 
must  have  recourse  to  the  observations  of  Sir 
Joseph  Priestley,  the  discoverer  of  oxygen.2 
In  1772  he  announced  the  ability  of  plants  to 
absorb  carbon  dioxide  and  replace  it  by  oxygen. 
He  showed  that  this  property  was  dependent 
upon  “the  green  matter.”  In  1817  the  French 
chemists,  Pelletier  and  Caventous,  gave  the  name 
“chlorophyll”  to  this  green  coloring  matter  of 
plants.3 

The  name  is  derived  from  the  Greek  ( chloros , 
green,  plus  phyllon,  leaf).  Chlorophyll  exists 
in  two  forms  known,  respectively,  as  chlorophyll 
A [Mg  N4C32H3oO(COOCH3)(COOC2oHJ9)]  and 
chlorophyll  B [Mg  N4C3*H«Oa  (COOCH3) 
(COOC20H39)]. 

In  plants  chlorophyll  is  located  in  the  leaf 
cytoplasm  in  bodies  called  “chloroplasts.”  Com- 
mercially pure  chlorophyll  for  certain  purposes 
must  be  separated  from  those  chloroplasts  which 
also  contain  other  pigments,  including  carotene, 
carotenoids  (xanthophylls),  flavones,  anthocyans, 
and  phycobilins.  Besides  these  pigment  frac- 
tions, which  are  lipid  in  nature,  there  are  several 
water-soluble  fractions.  It  is  these  latter  frac- 
tions of  the  chloroplasts  which  are  used  topically 
in  medicine,  and  Chloresium  ointment  and  solu- 
tion* which  were  used  in  this  study  contain 
those  purified,  water-soluble  derivatives. 

The  virtues  of  chlorophyll  which  lend  them- 
selves to  its  use  in  topical  therapy  are  as  follows: 
(1)  stimulant  to  granulation  tissue  and  epithe- 
lization,  (2)  bacteriostatic  agent  to  combat 
infection,  and  (3)  deodorizing  properties. 

Procedure 

Water-soluble  derivatives  of  chlorophyll  in 


* Chloresium  ointment,  containing  water-soluble  deriva- 
tives of  chlorophyll  “A”  (CssHyzOsNsMg)  in  a specially  pre- 
pared hydrophilic  base,  and  Chloresium  solution,  containing 
water-soluble  derivatives  of  chlorophyll  “A”  in  an  isotonic 
saline  solution,  were  used.  These  were  generously  provided 
by  the  Rystan  Company,  Inc.,  Mount  Vernon,  New  York. 


ointment  and  solution  wrere  used  in  the  treat- 
ment of  103  patients  with  various  dermatoses 
and  cutaneous  wounds.  To  test  the  bacterio- 
static efficacy,  subjects  with  pyoderma,  ecthyma, 
and  secondarily  infected  dermatoses  were  chosen. 
Patients  with  ulcerations,  traumatic  wounds  of 
varied  types,  and  compound  fractures  were 
also  included  in  order  to  evaluate  the  wound 
healing  properties  of  the  medications.  A third 
group,  including  atopic  dermatitis,  dermatitis 
venenata,  dermatitis  herpetiformis,  erythema 
multiforme,  pemphigus,  and  hypostatic  dermati- 
tis, was  studied  to  determine  whether  any  anti- 
pruritic and/or  soothing  effects  would  be  pro- 
duced and  to  see  whether  the  topical  application 
of  chlorophyll  hastened  epithelization  and  heal- 
ing in  these  dermatoses  as  had  been  frequently 
demonstrated  in  ulcers.  Many  patients  included 
in  the  study  had  received  prior  therapy  with 
unsatisfactory  results. 

The  undiluted  Chloresium  solution  was  used 
as  a wet  dressing  or  soak  for  a half  hour  at  least 
four  or  five  times  a day.  The  ointment  was 
applied  daily,  or  every  second  day  in  those  cases 
where  it  was  thought  advisable  to  disturb  the 
dressings  as  little  as  possible.  Eighty-four 
patients  were  treated  with  the  ointment  alone, 
eight  with  the  solution  alone,  and  the  balance 
with  both  preparations.  In  the  last  group 
therapy  was  initiated  with  wet  compresses  or 
soaks,  the  ointment  being  substituted  when  the 
lesions  became  dry,  less  inflammatory,  and  free 
of  pus. 

All  other  medications  and  supportive  measures 
were  discontinued  during  the  period  of  evalua- 
tion. 

Results 

Results  are  recorded  in  Table  I.  In  addition, 
Chloresium  ointment  was  used  therapeutically  in 
five  patients  with  traumatic  wounds,  some  as- 
sociated with  compound,  comminuted  fractures 
and  infection,  and  prophylactically  in  prepara- 
tion of  the  patient  for  skin  grafting  (Table  II). 

Not  included  in  the  tables  given  was  a sub- 
stantial group  of  patients  with  bullous  lesions 
of  the  mouth  due  predominantly  to  pemphigus. 
All  used  Chloresium  solutions  diluted  with  3 to  6 
parts  of  water  as  a mouth  wash.  Besides  its 
bacteriostatic  action  it  seemed  to  relieve  much 
of  the  discomfort  and  pain  and  keep  the  oral 
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TABLE  I. — Results  of  Chloresium  Therapy  in  Various  Conditions 


Number  Diagnosis 

Cured 

Improved  No  Change 

Worse 

24 

Dermatitis  venenata 

11 

6 

4 

3 

10 

Ecthyma 

6 

4 

1 

Infectious  eczematoid  dermatitis  1 

2 

Pemphigus  vegetans 

2 

3 

Pyoderma 

2 

i 

24 

Ulcus  hypostaticus 

10 

6 

4 

4 

3 

Ulcus  traumaticus 

1 

2 

1 

Ulcus  arterioscleroticus 

1 

4 

Atopic  dermatitis 

2 

2 

4 

Dermatitis  herpetiformis 

2 

2 

10 

Dermatitis  hypostatica 

5 

4 

1 

2 

Erythema  multiforme 

1 

i 

6 

Pemphigus  foliaceus 

4 

2 

3 

Pemphigus  vulgaris 

3 

1 

Senile  pruritus 

1 

TABLE  II. — Chloresium  Ointment  in  5 Patients 

with  Traumatic  Wounds 

Name 

Diagnosis 

Treatment 

Discharge 

Result 

G.  T. 

Compound,  comminuted  fracture, 
osteomyelitis  of  tibia 

Chloresium  ointment  and 
sequestrectomy 

Graft  after  2 months 

Excellent 

J.  H. 

Traumatic  amputation  of  two  toes 

Chloresium  ointment  and 
sutures 

Healed  without  in- 
fection in  1 week 

Excellent 

J.  P. 

Compound,  comminuted  fracture  tibia. 
Infection  with  A.  aerogenes  and  non- 
hemolytic streptococcus 

Chloresium  ointment,  de- 
bridement, and  seques- 
trectomy 

Graft  after  1 month 

Infection  cleared  rapidly. 
Excellent  result 

D.  F. 

Compound,  comminuted  fracture  of 
femur 

Chloresium  ointment 

used  to  prepare  skin  for 
grafting 

Grafting  after  2 
months 

Excellent 

R.  V. 

Avulsion  wound  of  right  thigh  15  by  8 
inches 

Chloresium  ointment  in 
preparation  for  second- 
ary closure  and  split 
thickness  graft  and 
after  graft 

Graft  in  1 month 

Excellent 

cavity  fairly  clean.  One  outstanding  benefit 
was  its  deodorizing  effect. 

Comment 

Our  results  confirmed  those  of  previous  in- 
vestigators. It  was  observed  that  in  wet, 
infected  eruptions  the  Chloresium  solutions  were 
more  beneficial  than  the  ointment.  The  pref- 
erable routine  appeared  to  be  the  initial  use  of 
solutions,  followed  by  the  ointment  after  the 
lesions  became  dry  and  clean. 

Although  in  six  patients  itching  and  burning 
were  increased  by  the  ointment,  in  most  of  the 
others  an  antipruritic  effect  was  noted.  Morgan 
states,  “One  of  the  most  gratifying  results  of 
chlorophyll  therapy  in  these  patients  was  the 
symptomatic  relief  they  experienced.  Itching 
and  burning  was  eliminated  almost  immediately 
upon  application  of  the  ointment.”4 

Another  significant  action  observed  most 
strikingly  in  the  patients  with  pemphigus  was 
its  ability  to  deodorize  foul-smelling  lesions 
secondarily  infected  by  anaerobic,  proteolytic 
bacteria. 

Two  of  the  subjects  developed  a contact- 
type  of  dermatitis  while  using  the  ointment  for 
stasis  ulcers.  Patch  tests  with  the  solution 
were  negative  in  both  patients,  while  a patch 
test  with  the  ointment  was  positive  in  one. 
The  latter  patient  also  reacted  to  petrolatum 
and  aquaphor. 


Most  of  the  other  results  classed  as  “worse” 
were  so  designated  because  of  subjective  com- 
plaints such  as  increased  burning  or  itching, 
although  in  two  instances  a definite  flare-up  of 
the  pre-existing  lesion  occurred. 

Conclusion 

1.  On  clinical  trial  Chloresium  solution  and 
ointment  appear  to  be  effective  agents  in  facilita- 
ting growth  of  granulation  tissue  and  epitheliza- 
tion. 

2.  Both  appear  to  be  effective  bacteriostatic 
agents  as  judged  by  the  clinical  reduction  of 
suppuration  in  secondarily  infected  ulcers,  con- 
tact dermatitis,  pemphigus,  etc. 

3.  They  had  a moderate  to  marked  soothing 
and  antipruritic  effect. 

4.  They  were  useful  prophylactically  in  skin 
grafting. 

5.  Under  the  conditions  of  these  clinical 
trials,  both  were  nontoxic  and  could  be  classified 
as  having  a relatively  low  tendency  to  irritate. 
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INCREASED  PROTHROMBIN  SYNTHESIS  DURING  AUREOMYCIN 
THERAPY  ILLUSTRATING  ANTIBIOTIC-ANTICOAGULANT 
ANTAGONISM 

Robert  D.  Barnard,  M.D.,  Laurelton,  New  York,  and  Max  Schwartz,  M.D., 
Rosedale,  New  York 


WIDESPREAD  use  of  antibiotics  has  un- 
covered many  side-effects  of  their  adminis- 
tration, a result  to  have  been  anticipated  for 
they  are  not  devoid  of  pharmacologic  activity. 
Some  dangers  of  indiscriminate  antibiotic  therapy 
have  recently  been  stressed,  but,  interestingly 
enough,  there  has  been  no  general  agreement  on 
the  nature  of  these  dangers.  Problematic  effects 
of  antibiotic  administration  on  the  blood  coagula- 
tion mechanism  is  a case  in  point;  controversy 
has  been  raging  since  immediately  after  the  intro- 
duction of  penicillin  as  to  whether  it  produced  a 
hyper-  or  hypocoagulability  state.1  Perhaps 
some  of  the  difficulty  might  be  resolved  if  these 
terms  were  defined  and  if  it  were  to  be  admitted 
that  the  two  conditions  could  coexist.  We  know 
that  a patient  may  bleed  from  one  site  while 
forming  a thrombus  at  another  site  and  that  the 
clotting  mechanism  is  sufficiently  complex  to 
permit  paradoxic  expression. 

But  even  when  a restricted  phase  of  blood 
coagulation — that  having  to  do  with  prothrombin 
formation — is  considered,  the  effects  of  anti- 
biotic administration  are  still  reported  as  var- 
iously as  ever.  Andina  and  Alleman  observed 
lengthened  clotting  time  so  regularly  that  they 
considered  aureomycin  or  terramycin  to  be 
therapeutically  equal  to  the  regularly  employed 
prothrombinopenic  agents  for  the  prevention  of 
thrombosis.2  Rivera  and  Sborov,  however,  could 
demonstrate  no  “remarkable”  changes  in  the 
prothombin  concentration  after  giving  high  oral 
doses  of  terramycin,3  while  some  of  our  patients 
who  have  been  ingesting  terramycin,  Chloro- 
mycetin, aureomycin,  or  streptomycin  for  over  a 
year  do  not  exhibit  prothrombinopenia.  In 
fact,  in  a dicumarolized  subject  there  was  sug- 
gestion of  augmented  prothrombin  synthesis 
during  antibiotic  ingestion.4 

If  the  last  effect  is  factual,  it  poses  a serious 
clinical  question  of  anticoagulant  therapy  control 
during  antibiotic  administration  begun  after  the 
stabilization  of  the  patient  on  Dicumarol  or 
Tromexin  therapy.  For  there  is  now  an  in- 
creasing tendency  (and  a perfectly  justifiable 
one)  to  forego  the  onerous  daily  prothrombin 
determination  during  long-term  prothrombino- 
penic therapy,  once  the  dosage  schedule  of  anti- 
coagulant, maintaining  a therapeutic  level,  has 
been  determined.  There  is  also  a growing  ten- 
dency to  imbricate  antibiotic  on  other  therapies 


either  for  definite  indication  or  just  “prophy tac- 
tically.” The  case  presented  suggests  that  this 
imbrication  may  have  a similar  result  on  the 
altered  clotting  equilibrium  that  either  digitalis  or 
the  xanthines  have,  a reversion  to  the  original 
status  that  permitted  the  thrombus  to  form. 

Case  Report 

J.  E.,  a forty-three-year-old  female  cosmetician, 
developed  pain  and  swelling  of  the  left  arm  and  up- 
per chest  wall  which  came  on  rather  suddenly  al- 
though no  exact  time  of  its  initiation  could  be  fixed. 
On  examination  on  July  27,  1951,  there  was  marked 
engorgement  of  the  superficial  veins  of  the  arm, 
brawny  edema  of  the  skin  extending  over  the  left 
pectoral  girdle,  and  a doughiness  and  tenderness  of 
the  biceps  belly.  She  was  seen  in  consultation  by 
Dr.  Samuel  Feldman  who  concurred  in  the  diagnosis 
of  “effort  thrombosis”  of  the  axillary  vein  and  ad- 
vised prothrombinopenic  therapy.  This  was  ac- 
cordingly started  on  July  28,  the  prothrombin  con- 
centrations of  the  blood  being  followed  not  only  by 
the  standard  Quick  procedure  but  also  by  an  ex- 
perimental micromodification,  employing  blood 
from  a finger  tip  puncture,  of  the  whole-blood  powd- 
ered thromboplastin  technic  previously  described 
and  in  which  the  time  of  clotting  is  a direct  recipro- 
cal of  the  prothrombin  concentration.6,6’  * 

Clinical  response  was  evident  on  establishment  of 
the  “therapeutic”  prothrombin  level  by  the  fourth 
day  and  maintainance  of  this  level  with  continuing 
resolution  of  the  process,  on  50  mg.  of  Dicumarol 
daily,  which  proved  to  be  adequate  dosage  by  both 
prothrombin  determination  technics,  held  to  the 
eighth  day.  At  this  time  the  patient  complained  of 
an  annoying  cough;  she  said  that  it  was  a “cigaret 
cough”  which  she  always  had  but  that  it  had  be- 
come worse.  We,  in  turn,  having  just  perused  a 
report  of  pulmonary  embolization  in  a similar  case, 
were  more  concerned.7  X-rays  of  the  chest  were, 
however,  negative.  Sputum  examination  done  at 
this  time  showed  the  usual  saprophytic  bacteria  as 
well  as  some  fusospirillary  forms.  Because  of  the 
latter,  100  mg.  of  aureomycin  wras  started  daily  on 
the  eighth  day  of  Dicumarol,!  established  50-mg. 

* The  blood  is  collected  by  capillary  immediately  upon 
puncture  into  a 2-mm.  glass  tube  which  has  a silicone  coating 
in  which  dry  noninactivated  horse  brain  thromboplastin  is 
embedded.  The  tube  is  repeatedly  inverted  until  the  column 
of  blood  no  longer  “runs”;  this  time  is  taken  as  the  end-point. 
We  are  indebted  to  Dr.  Nathan  Wiener  of  the  Endo  Products 
Corporation,  Richmond  Hill,  Long  Island,  for  the  prepara- 
tion of  these  tubes. 

t We  are  presently  employing  much  smaller  doses  of  the 
streptomyces-derived  antibiotics  than  are  customary  in  the 
treatment  of  infection  and  already  have  the  impression  that 
5 to  10  mg.  per  Kg.  will  be  as  efficacious  as  ten  times  this 
dose. 
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Fig.  1. 


dose  of  the  latter  being  continued  as  before.  On  the 
eleventh  day  of  dicumarolization,  it  was  evident 
that  there  had  been  a complete  relapse,  and  the  pro- 
thrombin concentration  check  showed  why  this  had 
taken  place;  the  upper  therapeutic  range  margin 
had  been  exceeded,  and  it  was  necessary  to  double 
the  Dicumarol  dose  during  the  remaining  period  of 
aureomycin  administration.  On  discontinuance  of 
the  latter,  50  mg.  of  Dicumarol  again  became  suf- 
ficient to  maintain  the  prothrombin  percentage 
within  therapeutic  limits  (Fig.  1).  All  active  evid- 
ence of  thrombosis,  except  for  residual  phlebectasia 
of  the  upper  arm,  having  subsided  by  the  twenty- 
fourth  day,  the  Dicumarol  was  omitted  on  alternate 
days  before  complete  elimination  on  the  thirtieth 
day,  a routine  practice  with  all  anticoagulant  ther- 
apy which  prevents  “rebound”  clotting  acceleration. 

The  possible  etiologic  factors  in  the  incite- 
ment of  axillary  thrombosis  appeared  in  a recent 
review.7  It  might  be  remarked  here  that  we 
have  seen  several  cases  of  phlebothrombosis  of 
the  lower  extremity  in  which  the  incitant  ap- 
peared to  be  an  allergen.  Whether  the  last 
factor  might  have  been  operative  in  the  present 
case  is  speculative,  although  a chance  eosinophil 
count  made  on  the  day  of  aureomycin  therapy 
initiation  was  high.  Of  additional  interest  is  the 
drop  in  circulating  eosinophils  produced  by 
aureomycin  administration.  This  has  been  a 
common  experience  with  all  of  the  orally  admin- 
istered, streptomyces-derived  antibiotics  and 
constitutes  one  of  the  adrenocorticomimetic 
effects  of  the  latter.8’9 

Apparent  acceleration  of  prothrombin  syn- 
thesis through  aureomycin  administration  has 
been  reported  by  Menghini  and  by  Waisbren  and 
Glick. 10,11  All  of  the  streptomyces-derived  anti- 
biotics have  antiheparinic  effects,  but  we  are  now 
certain  on  the  basis  of  independent  evidence 
that  the  augmented  blood  coagulability  seen  in 
some  subjects  is  rather  comparable  to  that  seen 
following  ACTH  or  cortisone  administration; 
it  is,  in  fact,  another  of  the  adrenocorticomimetic 
effects  of  these  antibiotics.  Whether  this  aug- 


mented coagulability,  which  seems  to  be  condi- 
tioned by  an  alteration  of  hemopoietic  marrow 
function  with  increased  thromboplastin  elabora- 
tion, can  actually  instigate  thrombosis  remains 
to  be  determined  on  the  basis  of  careful  clinical 
observation.  The  sound  organism  possesses 
mechanisms  whereby  a disproportion  of  the 
various  clotting  factors  is  compensated  for  and  a 
eucoagulability  state  maintained,  so  that  hyper- 
coagulability in  any  of  its  phases  does  not  neces- 
sarily mean  that  thrombosis  will  occur.  But 
whether  these  compensatory  mechanisms  will  be 
operative  in  the  surgical  patient  receiving  anti- 
biotics or  where,  for  other  reasons,  such  a me- 
chanical predisposing  factor  as  venous  stagnation 
or  inflammation  is  already  extant  constitutes  a 
timely  problem. 

Summary 

The  course  of  a dicumarolized  patient  with 
axillary  thrombosis,  during  coincident  aureo- 
mycin therapy  when  there  appeared  to  be  antago- 
nism to  the  action  of  the  anticoagulant,  is  des- 
cribed, and  the  possibility  of  induction  of  throm- 
bosis by  antibiotic  therapy  is  briefly  discussed. 

Addendum. — Since  submittal  of  this  report  our 
attention  has  been  directed  to  a confirmatory  one 
by  Brehant  and  Finas.12  A similar  warning  may 
be  implied  in  our  own  report,  although  we  would 
distinguish  between  indicated,  protracted  usage 
of  antibiotics  and  their  “excessive”  or  indis- 
criminate use. 

We  believe  this  warning  to  be  as  fully  justified 
as  were  the  cautionings  about  thrombogenic 
effects  of  ACTH  and  cortisone.  We  are  con- 
vinced of  the  verity  of  thrombogenic  effects  of  the 
streptomyces-derived  antibiotics,  because  over  a 
three-year  period  of  close  observation  of  them 
we  have  uncovered  no  known  effect,  therapeutic 
or  otherwise,  attributed  to  the  definitive  adreno- 
corticotherapeutic  agents  which  may  not  be 
duplicated  by  the  “mycins.”  We  believe  the 
similarity  of  effects,  including  the  thrombogenic 
effect,  of  the  adrenocorticoids  and  the  “mycins” 
to  be  more  than  coincidental. 
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A SURFACE- ACTIVE  VAGINAL  CREAM  IN  TREATMENT  OF  MIXED 
INFECTIONS  IN  THE  VAGINA 

Marie  Pichel  Warner,  M.D.,  New  York  City 


MIXED  infections  in  the  vagina  produce  a 
purulent,  profuse  discharge  which  initiates 
intense  irritation  with  itching  and  burning.  Ex- 
cessive vaginal  discharge  is  indicative  of  the 
presence  of  vaginal,  cervical,  or  uterine  pathology, 
most  commonly  cervicitis  or  endocervicitis, 
erosions,  eversions,  lacerations,  cervical  polyps, 
or  more  serious  tumors  and  malignancies,  accom- 
panying bacterial,  mycotic,  or  venereal  infections. 

A careful  diagnosis  should  be  made  before 
starting  treatment  for  local  condition.  Diabetes 
and/or  blood  dyscrasias  need  to  be  ruled  out. 
Cultures,  smears,  biopsies,  pH  determination  of 
the  vaginal  discharge,  hanging  drop,  and  other 
laboratory  studies  should  be  done  as  indicated. 
A careful  medical  history  and  thorough  pelvic 
examinations  should  precede  the  laboratory  tests. 

The  discharge  of  mixed  infections  most  often 
contains  streptococci,  staphylococci,  and  fre- 
quently colon  bacilli.1  Piper  reported  that  “the 
streptococci  are  said  frequently  to  be  of  an  arthro- 
tropic  type,  the  various  bacteria  of  the  associated 
vaginitis  are  cocci  rather  than  bacilli  which 
normally  are  found  in  the  vagina.”2  In  cases 
reported  by  Hibbert  and  Falls  streptococci  were 
found  in  large  numbers  along  with  staphylococci, 
gram-positive  rods,  gram-negative  bacilli,  pus, 
and  debris.3 

Trauma  and  infection  of  the  cervix  are  the 
most  frequent  causes  of  nonspecific  endocervi- 
citis, e.g.,  postpartum  lacerations,  chronic  tri- 
chomoniasis, etc.  According  to  the  Horoschaks, 
this  “permits  the  introduction  of  the  mixed  bac- 
terial flora  made  up  of  anaerobic  streptococci, 
diplococci,  and  colon  bacilli  into  the  racemose 
glands,  thus  occluding  them.  The  glands  are 
thus  converted  into  retention  cysts  or  Nabothian 
follicles.  The  endocervix  appears  dark  red 
presenting  a granular  appearance  and  small 
cysts.  Exuding  from  the  cervix  is  a yellow  or 
greenish  yellow  muco-purulent  discharge.”4 
It  is  the  opinion  of  Kleegman5  that  the  cervix 
is  not  invaded  by  Trichomonas;  however,  accord- 
ing to  Sauderlin,6  “recent  research  has  definitely 
proved  that  Trichomonas  vaginalis  is  present  in 
the  mucosa  of  the  entire  vaginal  tract  and  that 
cures  are  dependent  upon  the  institution  and 
maintenance  of  complete  vaginal  antisepsis.” 
Mycotic  infections,  which  are  frequently  associ- 
ated with  pregnancy  and  after  menopause,  are 
frequently  encouraged  by  the  presence  of  mixed 
infections  which  intensify  the  inflammatory 
processes.  Any  condition  sufficiently  altering 


the  pH  of  the  normal  vaginal  flora  encourages 
pathogenic  bacteria  to  propagate  with  subsequent 
irritation  of  the  vagina. 

Successful  therapy  depends  on  the  eradication 
of  bacterial  pathogens  and  the  restoration  of  the 
vagina,  cervix,  and  endocervix  to  their  normal 
histologic  status.  The  physician  must  select 
such  therapy  as  will  be  satisfactory  to  the  patient 
clinically  and  economically.  It  appeared  rational 
to  seek  a preparation  with  high  bactericidal 
capacity,  nonirritating  to  the  mucous  mem- 
branes, and  acid  in  reaction  for  the  treatment 
of  a majority  of  the  cases  with  mixed  infections. 

A vaginal  cream  containing  9-aminoacridine 
hydrochloride,  0.2  per  cent,  N (acylcolaminofor- 
mylmethyl)  pyridinium  chloride,  0.2  per  cent,  and 
lactose  buffered  to  an  acid  pH  with  lactic  acid* 
was  said  to  possess  the  desired  qualities,  and  a 
study  was  instituted. 

Whitehall  found  “cation  substances  to  make 
the  best  active  ingredients  for  antiseptics.”7 
N(acylcolaminoformylmethyl)  pyridinium  chlo- 
ride (a  cationic  detergent)  was  found  by  Baker 
et  al.  to  exhibit  marked  bactericidal  effect  on 
gram-positive  organisms  and  somewhat  less 
pronounced  effect  on  gram-negative  organisms.8 

The  compound  9-aminoacridine  is  also  a cati- 
onic antiseptic  with  marked  bactericidal  effects. 
Rubbo,  Albert,  and  Maxwell  found  that  this 
compound  possessed  the  desirable  features  of 
being  nonstaining  and  nonirritating.9  As  to 
the  bactericidal  effectiveness  of  9-aminoacridine, 
Ungar  and  Robinson  found  it  to  be  active  against 
gram-positive  cocci  and  spore-bearing  anaerobes, 
as  well  as  against  gram-positive  and  gram-nega- 
tive bacilli.10  It  was  reported  by  Goetchius  and 
Lawrence  that  9-aminoacridine  exhibited  bacteri- 
cidal effects  in  high  dilutions,  particularly  against 
anaerobic  organisms.11  Nemir  et  al.  compared 
the  in  vitro  effectiveness  of  9-aminoacridine  with 
streptomycin,  penicillin,  sulfadiazine,  and  various 
combinations  of  these  drugs  and  found  the  former 
compound  to  be  just  as  effective  or  more  so, 
and  its  effectiveness  appeared  to  be  more  con- 
sistent.12 

Clinical  Material  and  Procedure 

A series  of  44  married  and  single  patients  with 
vaginal  discharges  characteristic  of  mixed  in- 
fection were  studied  and  treated  with  9-amino- 
acridine, N(acylcolaminoformylmethyl)  pyri- 

* Supplied  by  Medical  Research  Department,  National 
Drug  Co.,  Philadelphia,  Pennsylvania. 
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diniura  chloride  lactose  cream  adjusted  to  an  acid 

pH. 

After  a detailed  history  survey,  a thorough  ex- 
amination of  the  breasts,  abdomen,  vagina,  and 
cervix  was  made  in  each  patient.  Serologic 
tests,  gram  stain  smears,  arid  hanging  drop 
studies  were  done  routinely. 

The  ages  of  the  patients  ranged  from  twenty  to 
fifty  years  with  an  average  of  24.07  years.  Ex- 
aminations revealed  that  vaginitis,  cervicitis, 
and  endocervicitis  were  present  in  all  of  these 
cases.  Of  the  44  patients,  15  had  erosion  of  the 
cervix,  six  were  complicated  by  T.  vaginalis 
vaginitis,  and  3 had  Monilia  infection.  None  of 
the  cases  showed  gram-negative  intracellular 
diplococci. 

Following  the  examination  the  condition  was 
discussed  with  the  patient  and  the  therapeutic 
procedure  outlined.  The  patient  was  impressed 
with  the  necessity  of  her  fullest  cooperation  so 
that  improvement  and  cure  might  be  realized. 

The  vagina,  cervix,  and  external  genitalia 
were  thoroughly  exposed  and  cleansed  with  soft 
dry  cotton  pledgets.  One  applicator  of  the 
vaginal  cream  was  inserted  into  the  vagina, 
demonstrating  to  the  patient  the  procedure  she 
was  to  follow  at  home.  The  cream  was  pre- 
scribed to  be  used  twice  daily,  morning  and 
night,  using  either  a tampon  or  a perineal  pad 
after  application.  Examinations  of  the  patient 
were  made  at  two  to  three  day  intervals  until 
improvement  was  noted,  then  at  less  frequent 
intervals  depending  on  the  progress.  A patient 
was  considered  cured  if  she  was  symptomatically 
and  bacteriologically  negative  through  three 
successive  menstrual  periods. 

Results 

It  was  possible  to  follow  up  34  of  44  patients 
started  on  the  surface-active  vaginal  cream. 

Of  these  34  patients,  13  patients  had  erosion 
of  the  cervix.  After  several  weeks  of  treatment 
it  was  found  necessary  to  use  cauterization  in 
eight  of  these  patients. 

The  five  patients  with  cervical  erosions  not 
requiring  cauterization  were  clinically  cured  in  an 
average  of  4.4  weeks.  One  patient  was  cured  in 
two  weeks,  and  the  longest  interval  was  seven 
weeks. 

Of  the  eight  patients  requiring  cauterization, 
four  patients  were  clinically  cured  in  an  average 
of  4.25  weeks,  the  shortest  time  of  treatment 
being  two  weeks  and  the  longest  six  weeks. 
Slight  to  marked  improvement  occurred  in  four 
patients  in  an  average  of  3.75  weeks,  one  patient 
having  been  treated  for  one  week  and  one  for 
eight  weeks. 

In  the  six  patients  in  whom  T.  vaginalis  vaginitis 
was  a complication,  symptomatic  and  bacteri- 


ologic  cures  were  obtained  in  four  patients  in  an 
average  of  2.6  weeks;  however,  the  infection 
recurred  in  two  of  these  patients  one  month 
following  final  examination. 

Improvement  was  noted  in  two  of  the  T. 
vaginalis  cases  within  three  weeks  in  each  case. 
In  one  the  surface-active  vaginal  cream  alone  was 
not  sufficient  to  prevent  recurrences. 

The  three  patients  whose  endocervicitis  was 
complicated  by  Monilia  infection  responded  in 
varying  degrees.  One  patient  was  apparently 
cured  in  four  weeks;  the  second  patient  showed 
no  improvement  after  one  week,  and  the  third 
patient  was  much  improved  after  three  weeks, 
although  other  therapy  was  employed  to  eradicate 
the  moniliasis. 

An  analysis  of  the  over-all  clinical  results  in 
this  series  of  34  cases  shows  that  21  patients  or 
61.7  per  cent  were  clinically  cured;  ten  patients 
or  29.4  per  cent  were  improved,  and  three  pa- 
tients or  8.8  per  cent  were  listed  as  failures. 

In  only  one  of  the  patients  (of  the  three  fail- 
ures), the  use  of  the  surface-active  vaginal  cream 
had  to  be  discontinued  because  of  severe  dis- 
comfort resulting  from  its  use. 

Comment 

The  surface-active  vaginal  cream  containing 
9-aminoacridine  0.2  per  cent,  N(acylcolamino- 
formylmethyl)  pyridinium  chloride  0.2  per  cent, 
and  lactose  buffered  to  an  acid  pH  with  lactic 
acid  was  easy  to  apply  and  generated  patient 
acceptance  in  a large  majority  of  the  cases. 
Taking  cognizance  of  the  types  of  cases  in  which 
the  preparation  was  used,  we  believe  it  has  high 
therapeutic  potentials  in  the  treatment  of  leu- 
korrheas  of  nonspecific  or  so-called  mixed  in- 
fections of  the  vaginal  and  cervical  tracts.  It 
shortened  the  healing  time  in  postcauterization 
cases  and  in  cases  with  vaginal  pruritus  and 
irritating  discharges. 

20  West  86th  Street 
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TERRAMYCIN  IN  THE  TREATMENT  OF  SKIN  DISEASES 

Frederick  Reiss,  M.D.,  New  York  City 


THE  broad  spectrum  antibiotics  are  not  only 
effective  against  gram-positive  bacteria  but 
also  are  quite  active  against  gram-negative  bac- 
teria, rickettsiae,  certain  viruses,  amebas,  and 
spirochetes.  Terramycin,  the  newest  broad 
spectrum  antibiotic,  has  very  low  toxicity  and  is 
very  effective  against  the  above-mentioned 
micro-organisms,  as  well  as  against  Enterobius 
vermicularis.  It  has  been  very  effectively 
used  in  controlling  or  preventing  surgical  and 
gynecologic  infections. 

In  dermatology,  penicillin,  streptomycin,  Chlo- 
romycetin, aureomycin,  bacitracin,  and  tyro- 
thricin  have  been  widely  used  topically.  Tyro- 
thricin  cannot  be  used  or  applied  on  eroded  or 
raw  surface  because  of  its  nephrotoxic  properties. 
In  other  cases  therapy  is  discontinued  because 
of  sensitization.  Penicillin  is  the  most  active 
sensitizer,  but  streptomycin,  tyrothricin,  aureo- 
mycin, Chloromycetin,  and  bacitracin  induce 
sensitization  in  a decreasing  grade  in  the  order 
listed. 

In  view  of  the  in  vitro  and  vivo  activity  of 
terramycin  and  the  induction  of  sensitization  by 
even  the  local  application  of  the  antibiotics,  it 
was  deemed  useful  to  evaluate  the  effectiveness 
of  topical  and  oral  therapy  with  terramycin 
in  (1)  skin  diseases  of  known  bacterial  etiology, 
(2)  skin  diseases  of  unknown  etiology,  and  (3) 
skin  diseases  which  are  complicated  by  secondary 
pyogenic  organisms.  In  these  clinical  studies 
the  patients  manifested  characteristic  lesions  and 
other  clinical  features,  so  that  biopsy  was  con- 
sidered unnecessary.  The  result  of  the  therapy 
was  based  on  the  evolution  of  the  lesions,  dis- 
appearance of  suppuration,  diminution  or  relief 
of  pain  in  furunculosis,  and  relief  of  pruritus 
in  atopic  dermatitis,  nummular  eczema,  impetig- 
inous eczema,  and  eczema  of  the  auditory  canal. 

Material 

Sixty-eight  patients  were  investigated,  55  of 
whom  were  treated  topically  and  13  orally.* 
Topically,  terramycin  ointment,  containing 
30  mg.  of  terramycin  hydrochloride  in  1 Gm.  of 
water-miscible  base,  was  applied  quite  liberally 
two  to  three  times  daily. 

Terramycin  was  used  orally  as  follows:  2 to 
3 Gm.  the  first  day,  1 to  2 Gm.  the  second  day, 
and  1 Gm.  the  third  day  and  thereafter. 

* The  patients  investigated  were  selected  from  the  author’s 
private  practice,  the  Skin  Service  of  Montefiore  Hospital, 
and  the  Skin  Clinic  of  Manhattan  Eye,  Ear  and  Throat 
Hospital. 


Topical  Therapy 

Impetigo  Vulgaris  of  the  Face  and  Neck. — Six 
patients  (ages  eight  to  twelve)  were  treated  with 
paired  comparison,  according  to  Sulzberger 
et  all  In  three  patients  the  left  side  of  the  face 
and  neck  were  treated  with  a 3 per  cent  Vioform 
ointment,  and  in  the  other  three  patients  a 
5 per  cent  ammoniated  mercury  ointment  was 
used  on  the  left  side.  The  right  side  of  all  the 
patients  was  treated  with  terramycin  ointment. 
While  the  right  side  cleared  completely  within 
five  to  seven  days,  at  times  the  response  on  the 
left  side  was  delayed  as  much  as  twenty  days. 

Eczema  Impetiginosum. — Three  patients  were 
treated,  and  in  all  instances  an  improvement 
was  noticed  in  two  days,  leading  to  a complete 
clearing  of  the  impetiginization  in  six  days. 

Sycosis  Barbae  Staphylogenes. — Six  patients 
(ages  twenty-four  to  fifty-one)  with  extensive 
involvement  of  the  bearded  region  were  treated. 
In  two  patients  paired  comparisons  were  done 
with  a 3 per  cent  Vioform  ointment.  In  both 
patients  the  Vioform-treated  area  responded 
only  after  ten  and  fifteen  days  of  treatment, 
respectively,  whereas  the  response  to  the  ter- 
ramycin therapy  was  obvious  after  four  to  five 
days  with  complete  recovery  in  ten  days.  The 
results  were  similar  in  the  other  four  patients, 
in  two  of  whom  a complete  recovery  was  observed 
in  one  week. 

Erythema  Streptogenes. — Five  children  (ages 
five  to  eleven)  affected  with  large  furfuraceous 
patches  of  the  face,  showed  a remarkable  response 
varying  between  three  and  six  days. 

Eczema  Varicosum. — One  patient  (age  fifty- 
one)  responded  in  one  week  with  an  almost  com- 
plete clearing  of  the  lesions. 

Dermatitis  Venenata  with  Secondary  Impetig- 
inization.— Four  patients  (ages  fifteen  to  thirty) 
are  included  in  this  group.  In  two  patients  the 
response  was  exceedingly  favorable;  in  four  days 
the  major  part  of  the  affected  areas  showed 
almost  complete  clearance,  whereas  in  the  other 
two  patients  one  week  was  necessary  for  a simi- 
lar result. 

Otitis  Externa  ( Eczema  of  the  Auditory  Canal). — 
Ten  patients  (ages  twenty-eight  to  sixty)  suffer- 
ing of  the  subacute  and  chronic  stage  were  con- 
sidered. In  all  the  patients  an  impressive  re- 
sponse was  noted  in  the  first  twenty-four  to  forty- 
eight  hours,  particularly  in  the  subsidence  of 
itching.  In  four  patients  a complete  cure  was 
achieved  in  twenty  to  twenty-five  days,  but  the 
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TABLE  I. — Results  of  Topical  Therapy  with  Terramycin  Ointment 


Number 

Number  of 

Number  of 

of 

Unim- 

Days  Required 

Days  Required 

Disease 

Patients 

Cured 

Improved  proved 

for  Cure* 

for  Improvement* 

Impetigo  vulgaris 

6 

6 

5 to  7 

Eczema  impetiginosum 

3 

3 

2 to  6 

Sycosis  barbae 

6 

6 

2 to  6 

Erythema  streptogenes 

5 

5 

3 to  6 

Eczema  varicosum 

1 

i 

7 

Dermatitis  venenata  (impetiginized) 

4 

4 

4 to  7 

Otitis  externa  (eczema  of  the  ear  canal) 

10 

4 

6 

20  to  25 

2 to  21 

Nummular  eczema 

8 

1 

6 

i 

14 

21  to  70 

Atopic  dermatitis  (impetiginized) 

5 

5 

7 

Dermatitis  herpetiformis 

2 

2 

6 to  8 

Neurodermatitis  circumscriptum 

3 

3 

Psoriasis  vulgaris 

2 

2 

20  to  28 

Total 

55 

29 

17 

4 

* Minimum  and  maximum  number  of  days  necessary. 

TABLE  II 

—Results  of  Oral  Therapy 

with  Terramycin 

Number 

Number  of 

Number  of 

of 

Unim- 

Days  Required 

Days  Required 

Disease  Patients 

Cured 

Improved 

proved 

for  Cure 

for  Improvement 

Cystic  and  pustular  acne  10 

9 

1 

8 to  10 

Furunculosis  2 

2 

2 to  5 

Acute  eczema  of  ear  canal  1 

i 

2 

Total  13 

11 

1 

1 

other  six  patients  were  refractory  to  this  therapy, 
although  an  appreciable  improvement  could 
be  seen  after  three  weeks  treatment. 

Nummular  Eczema. — Eight  patients  (ages 
eighteen  to  forty)  were  treated  for  a period  rang- 
ing from  three  to  ten  weeks.  In  six  patients  an 
appreciable  improvement  was  noticed  in  one 
week;  further  progress  was  slow  after  another 
week  of  treatment.  In  one  patient  three  plaques 
cleared  up  entirely  after  two  weeks  of  treatment . 
In  one  patient  no  response  was  noticed. 

Atopic  Dermatitis  ( Generalized)  with  Secondary 
Infection. — Five  patients  (ages  fifteen  to  thirty) 
are  included  in  this  series.  In  all  patients  an 
unequivocal  improvement  was  reported  in  the 
first  forty-eight  hours,  leading  to  a disappearance 
of  the  secondary  infection  (pustules,  crusting) 
in  one  week. 

Dermatitis  Herpetiformis. — Two  patients  (ages 
twenty-five  and  forty)  responded  favorably  to 
the  topical  application  in  six  to  eight  days. 

Neurodermatitis  Circumscripta. — Three  patients 
(ages  thirty  to  forty-five)  treated  with  the  oint- 
ment showed  no  response  whatsover. 

Psoriasis  Vulgaris. — Two  patients  (ages  twenty 
five  and  forty-one)  were  treated  for  three  to  four 
weeks.  In  both  patients  an  obvious  improve- 
ment was  noted  in  one  week,  and  after  three 
to  four  weeks  most  of  the  lesions  involuted. 

Oral  Therapy 

Cystic  and  Pustular  Acne. — Ten  patients  (ages 
sixteen  to  thirty-five)  were  treated  by  the  oral 
route.  In  90  per  cent  of  this  group  improvement 
was  seen  in  twenty-four  hours.  A gradual 
disappearance  of  the  suppurative  lesions  was 


achieved  in  nine  patients  within  ten  days.  The 
therapy  was  of  little  avail  in  only  one  patient. 

Furunculosis. — Two  patients  (ages  forty-eight 
and  fifty-nine)  showed  a remarkable  response  with- 
in twenty-four  hours.  One  of  the  patients  with 
a severe  lymphangitis  and  lymphadenitis  of  the 
cervical  region  recovered  in  three  days.  The 
other  patient  with  a widespread  furunculosis 
of  the  lower  extremities  and  buttocks  required 
five  days  for  full  recovery. 

Acute  Eczema  of  the  Ear  Canal. — Subsidence 
of  edema  and  oozing  and  relief  from  itching 
occurred  after  twenty-four  hours ; further  improve- 
ment was  noticed  after  forty-eight  hours.  Con- 
tinuation of  the  oral  therapy  did  not  lead  to  full 
recovery. 

Summary  and  Conclusion 

The  present  study  deals  mainly  with  a variety 
of  dermatoses  caused  or  complicated  by  staphy- 
lococci and/or  streptococci,  which  generally  re- 
spond favorably  to  a large  number  of  well-known 
bactericidal  drugs.  In  many  instances  cures 
were  achieved  with  various  routine  medications. 
In  the  experience  of  most  dermatologists,  how- 
ever, response  to  that  form  of  therapy  was  often 
delayed,  and  frequent  sensitizations  are  addi- 
tional hazards.  Therefore,  there  is  ample  justi- 
fication for  the  search  for  newer  methods  or 
procedures  which  eliminate  or  at  least  reduce 
both  factors.  In  the  writer’s  opinion  this  de- 
sideratum has  been  admirably  fulfilled  with  the 
introduction  of  terramycin  ointment.  This  re- 
port deals  with  the  topical  terramycin  therapy 
of  53  patients  and  with  the  oral  treatment  of  15 
patients. 
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Tables  I and  II  show  in  a summary  form  prompt 
and  impressive  response  in  all  pyogenic  skin 
diseases.  These  favorable  results  are  due  to  the 
antibiotic  properties  of  terramycin  and  the  opti- 
mal concentration  of  terramycin  in  the  oint- 
ment. The  superiority  of  terramycin,  as  com- 
pared with  other  bactericidal  topical  remedies, 
was  convincingly  demonstrated  in  patients  treated 
with  paired  comparisons.  In  the  55  patients 
treated  topically,  not  a single  sensitization  was 
observed,  which  increases  the  usefulness  of  the 
drug.  The  results  with  the  oral  therapy  cor- 


respond with  those  observed  by  Andrews  in  the 
treatment  of  cystic  acne.2  Terramycin  is  of 
great  help  in  acne  and  in  furunculosis.  The 
effectiveness  in  acute  eczema  of  the  outer  ear 
canal  holds  greater  promise  and  warrants  fur- 
ther therapeutic  exploration. 

870  Fifth  Avenue 


References 

1.  Sulzberger,  M.  B.,  Baer,  R.  L.,  Kanoff,  B.,  and  Lo- 
wenberg,  C.J.:  Invest.  Dermat.  7:  227  (Oct.)  1946. 

2.  Andrews,  G.  C.,  Domonkos,  A.  N.,  and  Post,  C.  F.: 
J.A.M.A.  146:  1107  (1961). 


THE  IMPORTANCE  OF  EXAMINING  THE  LOWER  URINARY  TRACT 
IN  SO-CALLED  PYELITIS  OF  CHILDREN 

Charles  Ney,  M.D.,  and  MarkJ.  Markham,  M.D.,  New  York  City 


IN  RECENT  years  both  urologists  and  pedia- 
tricians have  emphasized  the  importance  of 
urologic  examination  in  children  with  repeated 
attacks  of  fever,  chills,  and  pus  cells  in  the  urine. 

Usually  the  emphasis  is  placed  on  the  kidney, 
and  the  child  is  followed  as  a case  of  pyelitis  or 
pyelonephritis.  This  focusing  of  attention  on 
the  kidney  may  mislead  not  only  the  pedia- 
trician but  also  the  urologist.  In  some  instances 
an  intravenous  pyelogram  is  read  as  normal  and 
no  further  study  performed.  In  other  cases, 
even  though  a cystoscopy  is  performed,  the 
urologist  may  pass  the  scope  into  the  bladder, 
examine  this  viscus,  and  then  catheterize  the 
ureters,  thus  overlooking  the  urethra  and  bladder 
neck. 

Recently,  two  children  with  repeated  attacks 
of  fever  and  pus  cells  in  the  urine  were  examined. 
In  both  cases  cystoscopic  examinations  had  been 
performed  previously,  and  upper  tract  pathology 
was  diagnosed.  The  attacks  continued,  however. 
In  both  instances  an  abnormality  of  the  vesical 
neck  and  proximal  part  of  the  urethra  was  found, 
and  appropriate  treatment  has  apparently  pre- 
vented any  further  attack. 

Case  Reports 

Case  1. — M.  N.,  a seven-year-old  female  child,  was 
seen  by  one  of  us  (C.N.)  on  November  16,  1949, 
with  a history  of  low-grade  fever,  up  to  100  F.  at 
night,  for  two  months.  Her  present  illness  began  at 
two  months  of  age  (1944)  when  she  had  high  fever 


and  chills.  Pus  was  found  in  her  urine.  The  case 
was  diagnosed  as  pyelitis  and  treated  with  one  of  the 
sulfonamides.  Her  urine  remained  clear  until  July, 
1946  (two  years  later)  when  she  had  a similar  attack 
which  cleared  in  one  week  with  a sulfonamide. 
Two  months  later  (September,  1946)  another  attack 
occurred.  She  was  given  sulfa  for  twenty  days  and 
penicillin  intramuscularly  for  twenty-five  days. 
She  developed  a rash,  and  the  drugs  were  discon- 
tinued although  the  urine  had  not  cleared.  She  had 
pus  in  her  urine  at  frequent  intervals  following  this 
episode.  In  November,  1946,  an  intravenous  pyelo- 
gram performed  in  the  hospital  revealed  no  positive 
findings.  During  the  year  1946,  the  child  com- 
plained of  abdominal  pain  intermittently.  Cystos- 
copy was  done  in  August,  1947.  X-rays  revealed 
normal  kidneys,  and  cultures  of  urine  were  reported 
negative.  Phenolsulfonphthalein  concentration  on 
the  right  was  8 per  cent  in  1 cc.  of  urine;  on  the  left, 
3 per  cent  in  1 cc.  of  urine.  Discharge  diagnosis  was 
intermittent  pyelitis,  cause  undetermined.  Her 
urine  was  fairly  clear  until  March,  1949,  when  a high 
pus  count  again  was  found.  She  was  placed  on 
penicillin  and  streptomycin  by  intramuscular  injec- 
tion for  one  week.  This  seemed  to  help  her. 

She  was  well  until  October,  1949,  when  she  again 
had  pus  in  her  urine  and  fever.  There  was  some 
improvement  with  oral  penicillin  and  aureomycin, 
but  the  child  had  never  really  been  entirely  free  of 
some  sign  or  symptom  of  genitourinary  infection, 
even  between  attacks,  since  1946. 

The  mother’s  father  died  of  tuberculosis,  and  the 
brother-in-law  of  mother  has  tuberculosis. 

Past  history  was  not  otherwise  contributory  to 
present  complaints. 
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Fig.  1.  Case  1 — Normal  retrograde  pyelogram. 


Physical  examination  was  generally  negative,  as 
were  laboratory  tests. 

The  patient  was  admitted  to  Flower-Fifth  Avenue 
Hospital  on  November  28,  1949,  and  cystoscopy  was 
performed  the  following  day.  A number  14  Mc- 
Carthy baby  cystoscope  was  passed  with  ease  under 
general  anesthesia.  Bladder  was  mildly  inflamed 
and  apparently  somewhat  large  in  size.  Ureteral 
orifices  were  normal.  Slight  trabeculations  were 
present,  but  no  diverticula,  calculi,  or  tumors  were 
seen.  The  bladder  neck  was  raised  and  thickened, 
and  there  was  loss  of  smooth  outline  with  many 
folds.  Just  distal  to  the  bladder  neck  there  were 
several  longitudinal  folds  along  the  urethra.  A 
number  17  Brown-Buerger  scope  was  passed  but  was 
quite  snug.  Both  ureters  catheterized  to  20  cm. 
with  number  4 catheters  without  obstruction.  Un- 
fortunately no  specimen  could  be  obtained  from 
either  kidney,  and  indigo  carmine  did  not  appear  in 
fifteen  minutes  from  either  side.  Bladder  specimen 
was  sent  to  laboratory  for  routine  culture  and  acid- 
fast  smear  and  culture.  Escherichia  coli  were  cul- 
tured from  the  urine,  but  no  acid-fast  bacilli  were 
present. 

Retrograde  pyelograms  were  taken  using  20  per 
cent  Skiodan  as  the  contrast  medium.  X-rays  re- 
vealed normal  upper  tracts  (Fig.  1).  She  was  dis- 
charged home  after  five  days.  She  was  seen  in  the 
office  on  several  occasions  after  leaving  the  hospital, 
and  the  urethra  was  dilated  gradually  up  to  number 
21  French  with  sounds.  Since  January  4,  1950,  she 
has  been  followed  in  her  local  community  by  a urolo- 
gist who  has  kept  the  urethra  dilated  at  intervals.  He 


has  reported  that  she  has  had  no  temperature  at  any 
time  in  the  past  year  and  a half.  In  fact,  she  has 
had  no  symptoms  of  any  sort.  On  one  occasion  in 
September,  1950,  a microscopic  urine  examination 
showed  approximately  10  pus  cells  per  high  power 
field.  This  followed  an  acute  upper  respiratory 
infection.  She  was  given  two  doses  of  penicillin,  and 
her  urine  reverted  back  to  3 to  4 pus  cells  per  high 
power  field.  She  has  gained  in  health  and  well- 
being and  at  the  present  time  is  asymptomatic. 

Case  2. — E.  S.,  an  eight-year-old  female  child,  was 
referred  by  her  physician  with  the  complaint  of  fre- 
quency of  urination  and  pus  in  her  urine.  The 
mother  gave  the  following  history: 

The  child  developed  normally  and  gained  urinary 
control  at  seventeen  months  of  age.  At  that  time 
she  had  a tonsillectomy,  following  which  she  lost 
urinary  control.  She  had  gained  control  again  by 
twenty-four  months  of  age.  At  two  and  one-half 
years  of  age  she  complained  of  pain  on  urination  and 
developed  a fever,  and  pus  cells  were  found  in  her 
urine.  Since  the  onset  she  has  had  repeated  attacks 
of  fever,  urgency,  frequency  even'  fifteen  minutes, 
and  bed-wetting.  On  occasions  she  had  a vague 
abdominal  pain  but  no  back  pain. 

Between  attacks  her  urine  always  contained  pus, 
and  she  had  some  frequency  of  urination  but  not  as 
severe  as  during  attacks.  She  occasionally  wet  the 
bed  at  night  and  often  wet  her  pants,  even  between 
attacks.  Within  the  last  few  years  she  has  risen 
about  once  a night  to  void.  The  attacks  recently 
have  changed  somewhat  in  character.  The  abdomi- 
nal pain  has  disappeared,  and  the  mother  believes  a 
sore  throat  with  fever  precipitates  the  attacks. 

The  patient  was  cystoscoped  at  two  and  one-half 
years  and  four  and  one-half  years  of  age.  One  ure- 
ter was  described  as  kinked.  Her  physician  found 
pus  cells  in  her  urine  on  all  occasions.  Between  the 
ages  of  three  and  seven  this  child  was  treated  with 
various  sulfonamides  intermittently.  Between  the 
ages  of  seven  and  eight  she  received  at  various  times 
Gantrisin,  Chloromycetin,  and  aureomycin.  Each 
course  of  treatment  cleared  the  urine  of  pus  cells. 
Cessation  of  treatment  was  invariably  followed  by 
reappearance  of  pus  cells. 

Physical  examination  showed  no  significant 
abnormalities  apart  from  local  findings.  Cathe- 
terized urine  specimen  revealed  the  following:  pH 
6.0,  albumin  trace,  sugar  negative;  microscopic 
examination  showed  that  specimen  was  loaded  with 
pus  (35  to  40  white  blood  cells  per  high  power  field), 
no  red  blood  cells,  no  casts,  residual  urine  35  cc. 
methylene  blue  smear,  rod-shaped  bacilli. 

The  patient  was  admitted  to  Montefiore  Hospital 
on  February  6,  1950.  She  was  cystoscoped  under 
general  anesthesia  on  February  9,  1950.  A number 
14  McCarthy  baby  cystoscope  was  passed  into  the 
bladder  with  ease.  There  were  a few  cysts  of 
the  bladder  neck.  The  bladder  opening  was  ir- 
regular because  of  redundant  folds  which  extended 
for  a short  distance  into  the  urethra.  The 
vesical  neck  edge  seemed  thickened  and  hyper- 
trophied. A number  16  Brown-Buerger  cystoscope 
was  passed  with  ease.  The  bladder  was  moderately 
inflamed;  no  diverticula,  tumors,  or  calculi  were 
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Fig.  2.  Case  2 — Normal  retrograde  pyelogram. 

seen.  Both  ureters  catheterized  to  17  cm.  with 
number  5 catheters  without  obstruction.  There 
was  a cloudy  drip  bilaterally.  Indigo  carmine  ap- 
peared in  five  minutes  on  both  sides  in  good  concen- 
tration. 

Specimens  from  the  kidneys  were  as  follows: 
right — few  white  blood  cells,  epithelial  cells,  culture 
sterile;  left — 25  to  30  fresh  blood  cells,  few  epithelial 
cells,  culture  sterile,  and  smear  and  culture  for 
tubercle  bacillus  negative.  Bladder  culture  showed 
Aerobacter  aerogenes  bilaterally;  no  acid-fast  organ- 
isms were  found  on  smear  or  culture. 

Blood  examinations  revealed  the  following:  red 
blood  cells  4,350,000,  hemoglobin  13  Gm.,  white 
blood  cells  3,350  with  polymorphonuclears  70,  stabs 
1,  lymphocytes  25,  monocytes  3,  basophils  1;  slight 
anisocytosis  and  polychromatophilia;  few  reticu- 
locytes; blood  sugar  84  mg.  per  cent;  urea  nitrogen 
12.3  mg.  per  cent;  Mazzini  negative.  Motion 
blurred  the  details  of  the  x-rays  of  the  chest, but  there 
were  no  lesions  evident  in  either  lung  field.  The 
heart,  mediastinum,  and  bony  thorax  were  unre- 
markable. 

Retrograde  pyelogram  showed  the  kidneys  to  be 
normal  in  size,  shape,  and  position;  the  pelves, 
calyces,  and  ureters  were  normal  (Fig.  2).  Spina 
bifida  occulta  of  the  first  sacral  segment  was  seen. 


The  patient  was  discharged  home  on  February  10, 
1950.  She  was  treated  with  sounds  up  to  number 
20  French  by  her  family  physician  and  has  greatly 
improved.  On  one  occasion  in  the  past  year  and  a 
half  bacteria  were  found  in  the  urine,  and  shortly 
after  she  developed  pain  and  low-grade  fever.  She 
responded  to  antibiotics.  Her  urine  has  been  free 
of  pus  cells  without  the  help  of  antibiotics  for  the 
past  twelve  months,  whereas  previously  pus  cells 
were  constantly  present.  She  is  now  clear  of  all 
signs  of  infection  and  has  had  no  more  attacks. 

Comment 

We  have  presented  two  cases  of  female  children 
with  fever,  pus  cells  in  the  urine,  and  abdominal 
pain.  Both  were  previously  considered  and 
treated  as  cases  of  pyelonephritis  or  “pyelitis,” 
even  after  cystoscopy  with  retrograde  pyelog- 
raphy. Neither  reacted  entirely  satisfactorily 
to  various  combinations  of  chemotherapeutic 
agents  and  newer  antibiotics.  Case  1 received 
sulfonamides,  penicillin,  aureomycin,  and  strepto- 
mycin. Case  2 received  sulfonamides  (including 
Gantrisin),  Chloromycetin,  and  aureomycin. 
On  our  examination  an  abnormality  of  the  blad- 
der neck  and  proximal  urethra  was  disclosed  in 
both  children.  The  patients  responded  excell- 
ently to  dilatations  with  sounds. 

These  cases  are  similar  to  those  previously 
described  by  Folsom  and  Spence  who  believed 
that  infection  of  the  glands  at  the  posterior  part 
of  the  female  urethra  was  the  sole  cause  of  the 
symptom  complex  in  many  instances. 1 ~5  F olsom 
emphasized  the  importance  of  dilating  the  urethra 
in  such  patients. 

It  is  not  the  intention  of  the  authors  to  convey 
the  impression  that  all  cases  of  “pyelitis”  would 
respond  to  this  therapy.  Obviously,  there  are 
many  causes  of  this  disease,  and  treatment  should 
be  individualized.  We  merely  want  to  stress 
the  importance  of  examining  the  bladder  neck 
and  urethra  in  cases  of  so-called  “pyelitis”  and 
treating  them  correctly  if  an  abnormality  is 
present.  This  is  especially  true  if  retrograde 
pyelography  reveals  a normal  upper  tract. 

745  Fifth  Avenue 
3235  Rochambeau  Avenue 


References 

1.  Folsom,  A.  I.:  J.A.M.A.  97:  1345  (Nov.  7)  1931. 

2.  Idem.:  South.  M.  J.  25:  859  (Aug.)  1932. 

3.  Idem.:  Tr.  Southeastern  Branch  Am.  Urol.  A.,  Nash- 
ville, Tennessee,  December  6 and  7,  1935,  p.  61. 

4.  Spence,  H.  M.,  and  Moore,  H.:  Texas  State  J.  Med. 
35:  234  (July)  1939. 

5.  Spence,  H.  M.:  J.  Urol.  43:  199  (Jan.)  1940. 


The  only  way  to  get  the  best  of  an  argument  is  to  avoid  it. — Dale  Carnegie 


INTOLERANCE  OF  ATHLETES  TO  INFECTION 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery,  St.  Peter's  Hospital ) 


CURRENTLY  interest  has  centered  about 
fatal  injuries  sustained  in  competitive  sports. 
This  interest  is  reflected  in  a recent  excellent  article 
on  this  subject  which  appeared  in  the  Journal 
of  the  American  Medical  Association.  A com- 
ment of  extreme  importance  is  quoted  from  this 
article:  “An  acute,  subacute  or  chronic  focal 
infection  followed  by  some  form  of  generalized 
sepsis  was  a frequent  cause  of  death  in  football 
injuries.”1 

It  has  been  my  sad  personal  experience  that 
athletes  tolerate  infections  very  poorly.  This 
is  true  even  with  the  availability  of  antibiotic 
therapy.  The  following  two  case  reports  exem- 
plify the  point  in  question. 

Case  Reports 

Case  1 ( Acute  Appendicitis). — J.  C.,  a nineteen- 
year-old,  6-foot,  2-inch  quarterback  on  a prep  school 
football  team,  was  ill  for  twenty-four  hours,  but  he 
continued  with  his  daily  routine.  At  11  a.m.  he  had 
severe  pain  in  the  right  lower  quadrant  of  the  abdo- 
men followed  by  an  episode  of  vomiting.  He  was 
excused  from  classes  and  sent  to  the  medical  direc- 
tor. He  was  examined  at  1 1 : 30  a.m.  and  sent  to  the 
hospital  with  the  diagnosis  of  acute  appendicitis. 
After  the  usual  preoperative  regimen,  which  in- 
cluded penicillin,  he  was  operated  upon  at  12:30  p.m. 
An  acute  gangrenous  appendicitis  with  localized 
peritonitis  was  found.  The  appendix  was  removed 
and  a drain  placed  in  the  operative  site.  He  was 
given  intravenous  fluids,  blood,  penicillin,  sulfa- 
diazine, Chloromycetin,  and  at  one  time  aureomy- 
cin.  (Terramycin  was  not  available  at  that  time. ) 

The  patient  died  on  the  third  postoperative  day. 
An  autopsy  revealed  diffuse  peritonitis  with  evi- 
dence of  septicemia.  The  organs  showed  evidence  of 
severe  infection.  The  thymus  gland  was  visibly 
enlarged  but  did  not  reveal  any  unusual  findings 
microscopically. 

Case  2 ( Ischiorectal  Abscess). — A 6-foot,  4-inch 
college  basketball  player,  age  twenty-five,  developed 
an  ischiorectal  abscess.  He  was  admitted  to  the 
hospital  where  incision  and  drainage  of  the  abscess 
were  performed.  A drain  was  left  in  situ.  He  was 
given  massive  doses  of  antibiotic  drugs  in  addition 
to  chemotherapy.  His  temperature  remained  ele- 
vated in  spite  of  treatment  which  included  intrave- 
nous fluids  and  blood.  He  died  four  days  after  his 
hospital  admission.  Autopsy  revealed  evidence  of  a 
generalized  septicemia  plus  an  enlarged  thymus 
gland. 

Comment 

It  is  strange  to  relate  that  in  this  era  of  surgical 


advancement,  wherein  we  have  seen  the  diminu- 
tion of  mortality  resulting  from  infections,  that 
apparently  young  men  in  visible  excellent  health 
succumb  to  infections.  The  diminished  resist- 
ance to  infection  on  the  part  of  athletes  is  not 
an  unknown  fact.  An  outstanding  past  example 
of  this  was  the  death  of  Calvin  Coolidge,  Jr., 
who  died  of  a septicemia  following  a foot  infection 
incurred  while  playing  tennis.  This  occurred 
years  before  the  advent  of  the  antibiotics.  When 
death  continues  to  follow  the  path  of  athletes 
today,  in  spite  of  adequate  antibiotic  therapy, 
the  cause  for  failure  must  be  sought  in  the  patient 
himself. 

This  intrinsic  failure  may  be  due  to  any  one 
or  to  a combination  of  three  factors : 

1.  The  constant  state  of  elevated  basal 
metabolism  due  to  excessive  physical  activity. 

2.  The  absence  of  a general  reserve  capacity 
to  combat  infection.  Apparently  the  normal 
reserve  capacity  is  consumed  by  the  athlete 
during  the  constant  period  of  training. 

3.  The  presence  of  an  enlarged  thymus  gland 
which  results  in  a pathologic  state  similar  to 
status  thymus  lymphaticus. 

Young  men  actively  engaged  in  strenuous  com- 
petitive sports  must  prepare  themselves  for  these 
activities  over  a long  period  of  training.  This 
constant  state  of  physical  activity  “bums  up” 
the  body  to  such  a degree  that  it  is  always  in  a 
hypermetabolic  state.  Thus,  the  normal  meta- 
bolic state  of  an  athlete  in  comparison  to  a simi- 
lar nonathlete  is  in  reality  hypermetabolic. 

This  continuous  hypermetabolism  consumes 
any  reserve  capacity  which  is  part  of  the  normal 
physiology  of  the  average  individual.  Thus, 
when  the  athlete  becomes  the  victim  of  an  in- 
fection, he  has  no  reserve  with  which  to  combat 
the  infection.  Although  the  antibiotics  have 
been  a great  aid  in  the  fight  against  infection, 
nevertheless,  the  patient’s  bodily  response  is  an 
important  adjuvant  in  the  battle  against  infec- 
tion. If  the  immunologic  response  to  infection 
is  absent,  the  antibiotics  alone  are  ineffectual 
against  infection. 

In  both  the  patients  mentioned  in  this  report 
the  thymus  gland  was  much  larger  than  that 
encountered  in  routine  adult  autopsies.  The 
physiology  of  the  thymus  gland  in  this  regard 
I do  not  know.  It  seems  to  be  confusing  since 
thymectomy  found  many  advocates  in  the  treat- 
ment of  myasthenia  gravis.  Perhaps  the  future 
will  unfold  the  answer  to  this  relationship. 
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Summary  and  Conclusion 

1.  Attention  is  called  to  the  relative  lack  of 
resistance  to  infection  on  the  part  of  athletes. 

2.  This  knowledge  is  based  upon  personal 
experience  and  the  experience  of  others. 

3.  Three  possible  causes  for  this  intolerance 
to  infection  are  offered. 


4.  In  spite  of  chemotherapy  and  antibiotics 
both  patients  reported  here  died  from  an  over- 
whelming infection. 

567  First  Street 
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THE  RECENT  OCCURRENCE  OF  HEPATITIS  AMONG 
DRUG  ADDICTS  OF  NEW  YORK  CITY 

Phillippe  V.  Cardon,  M.D.,  and  Edith  M.  Beck,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  New  York  University  College  of  Medicine,  and  the  Third  Medical 
Division  of  Bellevue  Hospital) 


The  recent  increase  in  the  incidence  of  nar- 
cotic addiction,  particularly  among  adoles- 
cents, has  become  common  knowledge  to  the 
medical  profession  as  well  as  to  the  laity.1  The 
increased  number  of  persons  using  narcotics  intra- 
venously without  aseptic  technic  has  resulted  in 
an  increase  in  the  number  of  patients  hospital- 
ized for  a diversity  of  reasons.  It  is  the  pur- 
pose of  this  report  to  demonstrate  the  increase 
in  the  number  of  patients  with  viral  hepatitis 
admitted  in  recent  months  to  the  wards  of 
the  Third  Medical  Division  of  Bellevue  Hos- 
pital and  to  determine  the  incidence  of  intra- 
venous drug  addiction  among  these  patients. 

Material 

This  study  includes  all  the  patients  admitted 
to  the  general  medical  and  the  psychiatric- 
medical  wards  of  the  Third  Medical  Division 
between  January  1,  1948,  and  January  1,  1952, 
whose  final  diagnoses  were  either  acute  infectious 
hepatitis  or  homologous  serum  icterus.  Only 
patients  whose  history,  physical  examination, 
clinical  course,  and  laboratory  data  substantiated 
these  diagnoses  were  included.  Careful  and 
complete  histories  were  obtained.  Those  cases 
in  which  exposure  to  hepatoxic  agents  or  a pro- 
longed alcoholic  history  were  noted  were  dis- 
carded. Other  causes  of  icterus,  such  as  hemo- 
lytic jaundice  of  any  etiology  or  obstructive 
lesions  of  the  biliary  tree,  were  ruled  out  by 
appropriate  laboratory  examinations  in  all  cases. 
Histories  of  recent  parenteral  injections  and  the 
use  of  narcotics  of  any  nature  were  obtained  in 


TABLE  I.— Incidence  of  Vibal  Hepatitis  in  Patients 
With  and  Without  Intravenous  Drug  Addiction 
(January  1,  1948,  to  January  1,  1952) 


Date 

Addicts 

Nonaddicts 

Total 

Cases 

1948 

0 

16 

16 

1949 

0 

9 

9 

1950 

3 

18 

21 

1951 

29 

29 

58 

Total 

32 

72 

104 

all  instances.  Every  patient  had  blood  drawn 
for  icteric  indices,  albumin-globulin  ratios, 
cephalin  flocculation  tests,  and  alkaline  phos- 
phatase determinations,  as  well  as  routine 
Wassermann  tests. 

The  results  of  the  study  are  presented  in  Table 
I.  A total  of  104  patients  was  acceptable  for 
this  report  as  evidenced  by  the  above  criteria. 
Of  these  104  cases  32  patients  revealed  evidence 
of  and  admitted  to  the  habitual  use  of  intravenous 
narcotics.  It  is  of  importance  to  note  that  no 
addicts  were  seen  during  the  first  two  and  a 
half  years  of  study.  The  first  narcotic  addict 
was  not  admitted  to  the  medical  wards  until 
July,  1950.  All  of  the  drug  addicts,  with  the 
exception  of  one  man,  admitted  sharing  needles 
or  eyedroppers  with  other  persons.  None  of 
them  observed  sterile  precautions  in  the  use 
of  the  needles  or  in  the  care  of  the  apparatus. 

Twenty-eight  of  the  32  habitual  users  of  drugs 
intravenously  were  under  the  age  of  thirty. 
The  exceptions  were  one  Puerto  Rican  and  two 
Negro  patients,  thirty-two,  thirty-one,  and  thirty- 
three  years  old,  respectively,  and  a Chinese  man, 
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TABLE  II. — Age  Differences  in  104  Patients  with 
Viral  Hepatitis  With  and  Without  Intravenous  Drug 
Addiction,  January  1,  1948,  to  January  1,  1952 


72  Patients  32  Patients 

. — Without  Addiction — . — -With  Addiction . 


Under 

Thirty 

Years 

Over 
Thirty 
Y ears 

Under 

Thirty 

Years 

Over 

Thirty 

Years 

1948 

4 

12 

0 

0 

1949 

2 

7 

0 

0 

1950 

6 

12 

2 

1 

1951 

15 

14 

26 

3 

Total 

27  (37.5%) 

45  (62.5%) 

28  (87.5%) 

4 (12.5%) 

fifty-two  years  old,  the  same  patient  who  also 
denied  sharing  his  needle  with  other  people. 
This  man  had  been  addicted  to  heroin  for  over 
twenty  years.  The  average  age  of  those  patients 
with  addiction  was  22.3  years.  The  age  inci- 
dence of  the  patients  is  presented  in  Table  II. 

Of  the  72  hepatitis  patients  who  revealed  no 
evidence  of  using  narcotics,  62.5  per  cent  were 
over  thirty  years  old;  among  the  addicts  with 
hepatitis,  87.5  per  cent  were  under  thirty  years 
of  age. 

The  racial  incidence  among  viral  hepatitis 
patients  without  narcotic  addiction  resembled 
that  of  the  general  hospital  population;  how- 
ever, the  racial  incidence  among  patients  with 


narcotic  addiction  was  as  follows : 

Cases  Per  Cent 

Negro  or  Puerto  Rican  29  90.6 

Caucasian  2 6.3 

Oriental  1 3.1 


In  every  instance  except  five  the  patients  with 
addiction  lived  in  the  Harlem  area  of  Manhattan. 
One  patient  lived  in  New  Jersey,  but  his  friends, 
whom  he  frequently  visited,  lived  in  Harlem,  and 
the  patient  spent  most  of  his  time  there.  One  pa- 
tient lived  on  Long  Island,  one  in  the  Bronx,  and 
still  another  in  the  lower  east  side  of  Manhattan. 
The  remaining  patient  was  Oriental  and  lived 
in  Manhattan’s  “Chinatown.”  Only  21.4  per 
cent  of  the  patients  who  were  not  addicts  lived 
in  the  Harlem  area. 

The  32  patients  with  addiction  admitted  to 
injections  of  narcotic  within  the  three  months 
prior  to  the  onset  of  their  icterus  in  all  instances 
except  three.  These  patients  were  admitted  in  an 
acute  psychotic  state  and  rapidly  became  coma- 
tose and  expired.  The  patients’  families,  how- 
ever, noted  that  the  patients  had  been  “doping” 
for  the  past  few  months;  necropsy  was  performed 
in  these  cases,  and  in  one  patient  examination 
revealed  small  amounts  of  alkaloid  in  the  brain. 
No  narcotic  was  administered  during  the  hos- 
pitalization. All  other  addicts,  w7ith  the  excep- 


tion of  the  Chinese  patient,  stated  they  had  been 
using  drugs  intravenously  at  regular  intervals 
for  two  months  to  two  years.  The  average  dura- 
tion of  intravenous  administration  of  narcotics 
was  eight  months. 

Of  the  104  patients  with  viral  hepatitis,  seven 
expired.  Four  patients,  or  12.5  per  cent  of  the 
addicts,  died.  Three  patients,  or  4.2  per  cent  of 
those  without  addiction,  died.  One  of  the  latter 
cases,  however,  also  had  miliary  tuberculosis. 
The  clinical  impression  was  that  this  patient  did 
not  die  of  his  superimposed  hepatitis.  If  we 
delete  this  patient’s  death  from  the  mortality 
series,  the  incidence  of  death  in  the  patients 
without  addiction  decreases  to  2.8  per  cent.  All 
other  deaths  could  be  attributed  to  hepatic 
damage. 

There  is  little  doubt  that  the  incidence  of  viral 
hepatitis  has  increased  markedly  in  recent  months. 
This  has  been  concomitant  with  the  increase  in 
the  intravenous  use  of  narcotics  among  the  pop- 
ulation at  large.  It  appears  that  the  rising  inci- 
dence of  viral  hepatitis  is  linked  closely  with 
heroin  addiction  among  young  age  groups.  Al- 
though the  present  series  of  cases  is  not  large,  it 
is  important  to  note  the  relatively  high  mortality 
rate  among  narcotic  addicts  from  this  single  com- 
plication of  intravenous  administration.  Most 
has  previously  pointed  out  that  falciparum  mala- 
ria was  transmitted  among  drug  addicts  by  simi- 
lar methods  as  homologous  serum  icterus,  and 
the  mortality  rate  among  the  addicts  in  his  series 
was  13.8  per  cent.2 

Summary 

A review  of  all  cases  admitted  to  the  Third 
Medical  Division  of  Bellevue  Hospital  with  the 
diagnosis  of  viral  hepatitis  between  January  1, 
1948,  and  January  1,  1952,  reveals  a significant 
rise  in  the  incidence  of  this  disease  in  recent 
months,  which  proved  to  be  directly  referable  to  a 
marked  increase  in  the  incidence  of  intravenous 
narcotic  administration  in  addicts. 

A review  of  the  age  distribution,  the  racial  inci- 
dence, and  the  home  locale  of  these  patients  has 
been  made  which  correlates  with  the  age,  race,  and 
local  environment  of  New  York  City’s  addict 
population. 

The  mortality  rate  among  the  patients  with 
drug  addiction  is  higher  than  in  the  patients 
wdthout  drug  addiction. 
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THE  TREATMENT  OF  GALLSTONES 

John  H.  Bogle,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Surgery,  Brooklyn  Hospital ) 


THE  author  recently  operated  upon  a woman 
for  jaundice.  When  the  abdomen  was 
opened,  the  gallbladder  was  found  to  be  the  site 
of  primary  carcinoma  with  widespread  metasta- 
ses — a hopeless  situation.  The  gallbladder  also 
contained  numerous  stones.  The  history  showed 
that  the  patient  had  been  treated  for  gallstones 
by  diet  for  seven  or  eight  years  and  that  surgery 
had  never  been  advised.  It  is  obvious  that  had 
the  patient  had  her  gallbladder  removed  for  stones 
seven  years  ago,  she  would  at  least  not  now  be 
dying  of  cancer  of  the  gallbladder. 

The  opinion  is  general  among  surgeons  that  all 
patients  with  gallstones  that  cause  symptoms 
should  be  operated  upon,  and  many  of  them  are 
coming  to  feel  that  all  patients  with  gallstones 
should  undergo  surgery,  whether  or  not  symptoms 
are  present.  This  includes  the  gallstone  that  is 
discovered  as  an  incidental  finding.  This  view 
is  not  shared  by  internists  and  general  practition- 
ers, by  and  large,  who  see  the  patients  first  as  a 
rule  and  are  responsible  for  advising  them  primar- 

iiy. 

What  is  the  reason  for  this  difference  of  opin- 
ion? It  is  probably  that  the  surgeon,  more  often 
than  the  internist,  sees  and  has  to  deal  with  the 
complications  of  longstanding  biliary  tract  dis- 
ease, such  as  liver  damage,  stones  in  the  hepatic 
and  common  bile  ducts,  jaundice,  infarction  of  the 
gallbladder,  and  perforation  of  the  gallbladder. 
Frequently,  operation  has  to  be  carried  out  as  a 
lifesaving  measure  upon  patients  who  are  in  poor 
condition  and  are  bad  operative  risks.  The  mor- 
bidity and  mortality  attendant  upon  such  cases 
would  be  largely  eliminated  if  they  were  operated 
upon  when  they  were  younger  and  in  better  phys- 
ical condition. 

Cholecystectomy  performed  by  competent 
surgeons  in  good  hospitals  is  a relatively  safe  pro- 
cedure today:  “The  mortality  following  opera- 
tions for  uncomplicated  cholelithiasis  is  less  than 
1 per  cent.”1  Sainburg  and  Garlock  report  a 
mortality  of  0.6  per  cent  for  cholecystectomies  on 
patients  with  all  the  various  complications  of 
stones.2  Walters  et  al.  reported  a mortality  rate 
of  1.6  per  cent  after  cholecystectomy  for  all  pa- 
tients, including  those  with  jaundice,  at  the  Mayo 
Clinic.3 

Carcinoma  of  the  gallbladder  at  the  present 
time  is  virtually  incurable,  except  in  rare  early 
cases  that  are  discovered  upon  pathologic  ex- 
amination. Sainburg  and  Garlock  report  an  over- 
all postoperative  survival  period  of  4.4  months  in 


65  cases  of  carcinoma  of  the  gallbladder  operated 
upon:  “Although  the  exact  etiology  of  cancer  of 
the  gallbladder  is  as  yet  unknown,  evidence  that 
cholelithiasis  is  the  most  important  predisposing 
factor  is  too  strong  to  ignore.”2 

In  most  reports  the  incidence  of  the  association 
of  gallstones  with  cancer  of  the  gallbladder  is 
given  as  from  65  to  95  per  cent.1  All  figures  re- 
ported are  many  times  the  incidence  of  gallstones 
reported  in  various  necropsy  statistics  on  patients 
dying  from  all  other  causes.  Graham  states  that 
cancer  of  the  gallbladder  constitutes  8 to  10  per 
cent  of  all  carcinomas.4  In  8.5  per  cent  of  all 
cases  of  cholelithiasis  discovered  at  autopsy, 
cancer  of  the  gallbladder  was  also  present. 

Gallstones  are  not  the  result  of  cancer  of  the 
gallbladder.  In  a series  of  cases  of  metastatic 
carcinoma  of  the  gallbladder,  the  incidence  of 
stones  was  8 per  cent,  well  within  the  range  of 
gallstone  incidence  in  all  patients. 

Petrov  and  Krotkina  state  that  five  cases  of 
carcinoma  of  the  gallbladder  resulted  from  the  in- 
troduction of  foreign  bodies  into  the  gallbladders 
of  51  animals.5  It  took  a period  of  one  to  two 
years  to  effect  these  changes,  even  in  these  short- 
lived animals. 

The  incidence  of  carcinoma  in  the  calculous 
gallbladder  is  variously  reported  as  being  from  3 
to  14  per  cent.  The  mortality  from  cholecystec- 
tomy for  cholelithiasis  as  reported  from  various 
institutions  is  far  more  favorable.  “Cholecystec- 
tomy is  indicated  for  the  calculous  gallbladder  on 
the  grounds  that  the  operative  mortality  is  less 
than  the  mortality  due  to  malignant  transforma- 
tion.”2 

The  following  few  cases  are  briefly  described  to 
illustrate  some  of  the  points  discussed  above. 
Many  more  cases  could  be  presented,  but  this 
would  merely  prolong  without  adding  to  the 
value  of  the  discussion. 

Case  Reports 

Case  1. — M.  J.,  a fifty-five-year-old  female, 
operated  upon  July  24,  1941,  died  four  months  later. 
The  patient  had  a history  of  biliary  colic  for  five 
months  when  a cholecystogram  showed  gallstones. 
She  was  treated  by  a low-fat  diet  and  medication 
for  one  year  after  this,  before  surgery  was  advised. 
This  was  almost  a year  and  a half  after  the  onset  of 
symptoms.  At  operation,  carcinoma  of  the  fundus 
of  the  gallbladder  was  found  with  metastases  to  the 
liver  and  lymph  glands  along  the  common  duct. 
The  gallbladder  was  filled  with  many  faceted 
cholesterol  stones. 
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Case  2. — M.  G.,  a sixty-five-year-old  female,  was 
operated  upon  December  4,  1944,  and  died  eleven 
days  later.  The  patient  was  admitted  with  jaundice 
and  pruritus  of  one  week  duration.  The  diagnosis 
of  cholelithiasis  had  been  made  many  years  before. 
Cholecystogram  was  positive  for  stones  one  year 
before  admission.  She  had  an  attack  of  painful 
jaundice  twenty-five  years  before,  an  attack  of 
severe  upper  right  quadrant  pain  with  jaundice  five 
years  before,  and  was  treated  with  a low-fat  diet. 
Operation  revealed  primary  carcinoma  of  the  gall- 
bladder with  direct  extension  into  the  liver.  The 
gallbladder  contained  six  to  eight  large  and  small 
stones. 

Case  3. — E.  McC.,  a sixty-nine-year-old  female, 
was  admitted  November  13,  1947,  and  died  suddenly 
the  next  day  of  pulmonary  embolism  without 
operation.  She  had  a history  of  gallbladder  disease 
for  thirty  years  with  indigestion  and  intolerance  for 
fatty  foods.  Autopsy  revealed  a gallbladder  with  a 
hard  white  wall  1.5  cm.  in  thickness,  the  site  of 
primary  carcinoma,  with  direct  and  metastatic 
extension  into  the  liver.  The  lumen  contained  no 
bile,  but  about  a dozen  cholesterol  faceted  stones, 
one  of  which  was  impacted  in  the  ampulla,  were 
present. 

Case  4- — M.  H.,  a female,  seventy-three  years  of 
age,  was  admitted  April  24,  1942.  This  patient  had 
been  having  recurrent  attacks  of  gallbladder  colic 
with  intermittent  jaundice  for  seven  years.  She 
had  always  been  treated  with  diet  and  hypodermic 
injection.  For  one  week  before  admission,  she  had 
been  suffering  from  right  upper  quadrant  pain  and 
jaundice.  She  was  admitted  to  the  hospital  in  very 
poor  condition.  Four  days  later  she  was  operated 
upon  under  local  anesthesia.  A greatly  dilated  and 
inflamed  gallbladder  was  found,  containing  many 
stones  and  purulent  bile.  Cholecystectomy  was 
done.  The  patient  died  three  weeks  after  operation 
with  terminal  pneumonia  and  marked  hepatic 
damage. 

Case  5. — A.  C.,  a female,  aged  fifty-two,  was 
admitted  August  1,  1945.  She  had  suffered  attacks 
of  gallbladder  colic  for  many  years.  At  the  age  of 
twenty-seven,  she  had  a cholecystostomy  which  was 
followed  by  intermittent  drainage  of  bile  for  three 
years  before  drainage  ceased.  Six  years  prior  to 
admission,  the  patient  developed  diabetes  and  re- 
quired 30  units  of  insulin  daily.  Two  days  before 
admission,  she  developed  sudden  severe  right  upper 
quadrant  pain,  radiating  to  the  epigastrium,  the 
back,  and  the  right  shoulder  with  frequent  vomiting. 
On  the  second  day  in  the  hospital  chills  and  fever 
occurred,  and  she  became  jaundiced.  The  patient’s 
condition  deteriorated,  the  jaundice  deepened,  and 
she  died  four  days  after  admission.  No  autopsy 
was  obtained.  The  course  in  the  hospital,  however, 
is  very  suggestive  of  rupture  of  the  gallbladder  with 


bile  peritonitis,  which  could  have  been  obviated 
by  early  operation.  If  cholecystectomy  had  been 
done  twenty-five  years  earlier,  the  whole  terminal 
chain  of  events  would  probably  have  been  avoided. 

Case  6. — F.  G.,  a fifty-one-year-old  female,  was 
admitted  September  5,  1946.  For  the  previous 
two  weeks  the  patient  had  been  suffering  from  mild 
upper  abdominal  pain,  bloating,  nausea,  vomiting, 
and  jaundice.  The  temperature  was  102.8  F.  on 
admission.  She  was  treated  with  penicillin,  and 
the  fever  gradually  subsided.  Eighteen  days  after 
admission,  operation  was  performed.  The  findings 
were  a fibrotic  gallbladder  with  markedly  dilated 
cystic  and  common  ducts,  all  containing  many 
stones.  Cholecystectomy  with  common  duct 
exploration  and  drainage  were  done.  Subsequent 
cholangiogram  revealed  stones  remaining  in  the 
common  duct.  On  the  thirtieth  postoperative  day 
sudden  convulsions  with  exitus  occurred,  thought 
to  be  due  to  pulmonary  embolism. 

For  twenty-five  years  this  patient  had  suffered 
frequent  attacks  of  epigastric  distress  and  pain. 
She  saw  physicians  frequently.  She  had  been  in  a 
hospital  once  many  years  before  for  a “gallbladder 
attack,”  but  in  all  this  time  surgery  had  not  been 
done. 

Comment 

In  advising  patients  as  to  treatment,  it  is  the 
physician’s  duty  to  use  his  best  judgment.  This 
must  be  based  on  a familiarity  with  modern 
authoritative  opinion,  as  well  as  the  physician’s 
own  experience.  In  the  past  the  patient’s  natural 
fear  of  surgery  was  supplemented  by  the  reluc- 
tance of  the  physician  to  advise  surgery  except  in 
dire  emergencies  because  of  its  dangers.  As  has 
been  stated  previously,  surgery  of  the  biliary 
tract  by  good  surgeons  in  good  hospitals  at  the 
present  time  is  relatively  safe.  For  this  reason 
it  is  the  belief  of  the  author  that  cholecystectomy 
is  indicated  in  all  cases  of  gallstones,  whether 
symptomatic  or  not,  in  order  to  prevent  com- 
plications of  biliary  tract  calculous  disease  and  as 
a prophylaxis  against  malignant  transformation 
in  the  gallbladder. 
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It  is  always  the  adventurer  who  accomplishes  great  things. — Montesquieu 


CHEMOTHERAPY  OF  GENITOURINARY  TUBERCULOSIS  WITH 
ISONICOTINIC  ACID  HYDRAZIDE 

Preliminary  Observations 

M.  E.  Greenberger,  M.D.,  A.  J.  Greenberger,  M.D.,  M.  Klein,  M.D.,  and 

M.  Turell,  M.D.,  New  York  City 

(From  the  Sea  View  Hospital,  New  Brighton,  Staten  Island ) 


TN  CONJUNCTION  with  the  studies  of  the 
-L  hydrazine  derivatives  of  isonicotinic  acid  at 
Sea  View  Hospital  on  all  forms  of  tuberculosis, 
seven  patients  with  genitourinary  tuberculosis 
were  selected  for  treatment  with  Rimifon*  (iso- 
nicotinic acid  hydrazide)  at  a dosage  level  of  8 
mg.  per  Kg.f  per  day  in  three  divided  oral  doses. 

Preliminary  animal  experimentation  on  mice 
and  on  a Macacus  rhesus  monkey  had  revealed 
that  Rimifon  and  Marsilid,  its  isopropyl  deriva- 
tive, protected  these  animals  effectively  from 
Mycobacterium  tuberculosis  infection,  so  that  in 
proper  dosage  no  viable  organisms  could  be  cul- 
tured in  the  mice  and  the  disease  was  arrested  in 
the  usually  very  susceptible  monkey.1,2 

Animal  and  human  toxicity  studies  indicated 
that  renal  damage  was  not  in  evidence,  after  care- 
ful evaluation  of  urine  specimens,  the  accepted 
renal  function  studies,  and  animal  postmortem 
organs.3 

As  with  the  pulmonary  and  orthopedic  cases 
chosen  for  treatment,  the  patients  with  genito- 
urinary tuberculosis  selected  were  those  to  whom 
all  forms  of  therapy,  both  surgical  and  chemo- 
therapeutic, had  already  been  offered  with  a 
steady  decline  in  the  patient’s  condition.  The 
following  cases  reported  were  observed  to  the 
date  of  February  29,  1952. 

Case  Reports 

Case  1. — L.  W.,  a forty-year-old  white  male, 
was  showing  progressive  destruction  of  a solitary 
left  kidney  infected  with  tuberculosis  (right  neph- 
rectomy for  tuberculosis  in  1926).  Patient  had 
evidence  of  an  active  tuberculous  prostatovesiculitis 
(left  epididymectomy  in  1935).  From  1949  fre- 
quency and  dysuria  were  experienced  with  inter- 
mittent hematuria.  Three  courses  of  streptomycin 
were  offered  this  patient  with  transient  improvement 
in  symptoms.  At  the  time  of  instituting  therapy 
with  Rimifon  on  January  30,  1952,  this  patient  had 
a diurnal  frequency  of  ten  to  twelve  times  and  a 
nocturia  of  three  to  four  times  with  dysuria.  His 
twenty-four-hour  urine  was  positive  for  tuberculosis. 
Routine  urine  showed  numerous  pus  cells,  and  his 
nonprotein  nitrogen  was  17  mg.  per  cent.  He  was 
afebrile.  Pyelograms  showed  progressive  destruc- 
tion of  the  left  kidney.  By  February  26,  1952, 


* The  material  for  this  study  was  kindly  supplied  by  the 
Ho£fmann-La  Roche  Co.,  Nutley,  New  Jersey. 

t Dosage  established  by  the  Medical  Service,  Sea  View 
Hospital. 


the  patient  had  a diurnal  frequency  of  two  to  three 
times,  no  nocturia,  and  no  dysuria.  His  weight 
rose  from  187  to  196  pounds.  The  urine  was  grossly 
clearer.  The  only  toxic  symptoms  noted  were 
transient  mild  dizziness  the  first  week  of  treatment 
and  some  constipation  which  disappeared  after 
the  second  week  of  therapy. 

Case  3. — M.  R.,  a twenty-eight-year-old  white 
male,  developed  bilateral  pulmonary  tuberculosis  in 
1941;  tuberculous  involvement  of  the  right  hip 
was  diagnosed  in  1944.  Bilateral  renal  tuberculosis 
has  been  known  to  exist  since  1943.  His  urinary 
symptoms  progressed  despite  two  courses  of  strepto- 
mycin, so  that  at  the  start  of  Rimifon  therapy  the 
patient  was  voiding  once  every  one  and  one-half 
to  two  hours  day  and  night  with  moderate  dysuria. 
Rimifon  therapy  was  started  on  January  31,  1952. 

The  only  symptomatic  changes  were  slight  dim- 
inution of  dysuria  and  a gross  clearing  of  urine. 
There  has  been  no  change  in  frequency  of  urination 
and  no  appreciable  weight  gain.  Toxic  symptoms 
consisted  of  slight  increase  in  hesitancy  of  urination 
and  transient  dizziness  the  second  week  of  therapy. 

Case  3. — F.  P.,  a sixty-one-year-old  white  male 
with  progressive  bilateral  renal  tuberculosis,  has 
bilateral  pulmonary  tuberculosis  and  tuberculous 
spondylitis,  treated  by  a fusion  from  sixth  dorsal 
to  first  lumbar  vertebrae.  The  sputum  has  been 
negative,  and  there  has  been  no  evidence  of  activity 
in  the  spine.  Rimifon  was  started  on  January  25, 
1952.  Frequency  of  urination  improved  from  once 
every  one  to  one  and  one-half  hours  to  once  every 
two  hours  day  and  night.  Patient  had  no  dysuria 
prior  to  therapy.  There  has  been  a gain  of  4 
pounds.  Toxic  symptoms  consisted  of  constipation 
and  vertigo  in  the  middle  of  the  night  on  a few 
occasions. 

Case  J+. — J.  C.,  a thirty-three-year-old  Chinese 
male,  has  the  most  advanced  pan-genitourinary 
tuberculosis  in  the  series  of  cases  selected.  In 
1923  he  developed  tuberculous  spondylitis.  Urinary 
symptoms  of  frequency  and  dysuria  began  in  1941 
with  occasional  episodes  of  hematuria.  Bilateral 
fibrous  tuberculosis  by  x-ray  with  little  pulmonary 
symptomatology  and  a negative  sputum  are  existent. 
Repeated  examinations  over  the  years  have  demon- 
strated progressive  renal  destruction  bilaterally 
with  no  apparent  function  in  the  right  kidney,  a 
markedly  contracted  bladder,  and  a 3-plus  enlarged 
tuberculous  prostatovesiculitis.  There  has  been 
continuous  dribbling  of  urine  since  April,  1950. 
Before  that  time  urinary  frequency  every  one  and 
one-half  hours  day  and  night  existed  with  frequent 
gross  hematuria,  lasting  two  to  three  days  at  a 
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time.  This  patient  developed  a vesicorectal  fistula 
one  year  ago  which  closed  spontaneously  after 
three  weeks.  Four  courses  of  streptomycin  were 
given  this  patient  during  the  last  three  years,  the 
last  one  six  months  ago.  Rimifon  was  started  on 
January  26,  1952,  with  improvement  of  appetite 
and  an  improved  feeling  of  general  well-being. 
There  has  been  no  gain  in  weight.  The  only  change 
in  his  urinary  symptoms  and  signs  have  been  a gross 
clearing  of  urine  and  a decrease  in  the  frequency, 
severity,  and  duration  of  the  episodes  of  hematuria. 
There  have  been  no  toxic  symptoms  noted. 

Case  5. — F.  M.,  a fifty-year-old  white  male,  had 
a radical  retropubic  prostatovesiculectomy  (April, 
1951)  for  tuberculous  prostatovesiculitis  associated 
with  the  symptoms  of  marked  perineal  and  rectal 
pain,  frequency,  nocturia,  and  dysuria.  Following 
the  surgery  frequency  diminished,  and  dysuria 
ceased.  Perineal  and  rectal  pain  persisted,  and  an 
indurated  tender  mass  could  be  felt  corresponding 
to  the  tips  of  the  seminal  vesicles,  which  could  not 
be  completely  removed  at  the  time  of  surgery. 
Following  the  operation,  the  urine  has  been  per- 
sistently negative  for  tuberculosis.  Rimifon  was 
started  on  January  25,  1952.  The  patient  indicated 
that  after  starting  the  drug,  he  could  not  seem  to 
satiate  his  appetite.  It  was  difficult  to  evaluate  the 
patient  since  it  became  evident  that  he  was  addicted 
to  opiates  and  was  unreliable.  Rimifon  was  dis- 
continued on  February  9,  1952. 

Case  6. — 0.  N.,  a forty-eight-year-old  white  male 
with  bilateral  far-advanced  pulmonary  tuberculosis, 
tuberculosis  of  a left  remaining  kidney,  and  post- 
operative from  a radical  prostatovesiculectomy, 
done  July,  1950,  for  caseous  tuberculosis  of  the 
prostate,  was  started  on  Rimifon  on  January  26, 
1952.  The  drug  was  discontinued  after  two  weeks 
at  the  request  of  the  patient  because  of  the 
toxic  symptoms  of  vertigo,  palpitations,  hyper- 
reflexia,  numbness,  and  tingling  and  twitching  of 
the  lower  extremities.  There  was  an  improvement 
in  appetite  but  no  noticeable  change  in  the  marked 
frequency  of  urination. 

Case  7. — P.  F.,  a fifty-one-year-old  white  male 
with  bilateral  pulmonary  tuberculosis,  a positive 
sputum,  and  a gradual  continuing  weight  loss, 


has  only  been  treated  for  three  weeks.  He  has  a 
congenital  solitary  right  kidney  in  which  a cyst 
has  been  diagnosed  from  repeat  pyelograms.  The 
kidney  urine  has  been  persistently  negative  for  acid- 
fast  organisms.  A right  epididymo-orchidectomy 
was  done  on  August  15,  1951,  for  tuberculosis.  The 
prostate  was  enlarged,  nodular,  and  indurated  with 
marked  induration  at  the  base  of  each  seminal 
vesicle.  There  was  no  dysuria.  The  patient 
voided  five  to  six  times  a day  and  once  a night. 
This  patient  was  selected  in  an  attempt  to  observe 
the  effects  of  Rimifon  on  tuberculous  prostatitis. 
Rimifon  was  started  February  4,  1952.  To  date  no 
changes  have  been  noted  in  the  genitourinary 
symptoms  or  on  rectal  examination  of  the  prostate. 
The  general  feeling  of  well-being  is  improved. 
Weight  loss  has  not  been  halted.  The  only  toxic 
symptom  has  been  slight  constipation. 

Comment 

Toxic  symptoms  were  negligible  in  all  but  Case 
6;  the  general  condition  improved  in  all  but  one 
patient;  symptomatic  improvement  was  excel- 
lent in  one  case,  noted  in  four  cases,  and  absent 
in  two  cases,  and  x-ray  and  bacteriologic  improve- 
ment cannot  be  evaluated  at  this  early  period. 

At  the  present  writing  the  role  of  this  drug  in 
the  treatment  of  genitourinary  tuberculosis  is  not 
predictable.  The  lengthy  period  of  observation 
of  the  patients  with  follow-up  pyelograms,  repeat 
guinea  pig  inoculations,  and  cultures  will  neces- 
sitate a delay  in  arriving  at  definite  conclusions. 
Reduction  in  general  toxicity  and  degrees  of 
symptomatic  improvement  in  these  otherwise 
hopeless  cases  is  evident.  To  stimulate  further 
investigation  of  the  hydrazine  derivatives  of 
isonicotinic  acid  in  the  field  of  urologic  tubercu- 
losis, these  early  observations  are  being  presented. 

40  East  61st  Street 
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AMINOPHYLLINE  AS  A SUPPLEMENT  TO  MERCURIAL  DIURETICS  IN  INTRACTABLE 
CONGESTIVE  HEART  FAILURE 


The  authors  redirect  attention  to  what  they 
believe  to  be  valuable  in  the  use  of  aminophylline 
for  the  persistently  edematous  patient  in  advanced 
stages  of  congestive  heart  failure.  They  present 
six  cases  exemplifying  the  successful  use  of  a regi- 
men consisting  of  intermittent  mercurial  injections 
along  with  daily  multiple  injections  (intravenous 
or  intramuscular).  The  purpose  of  the  amino- 
phylline is  to  potentiate  and  maintain  the  diuresis 
initiated  by  the  mercurial.  The  authors  describe 
the  technic  and  discuss  the  rationale  of  the  procedure, 


pointing  out  that  aminophylline  seems  to  have  lost 
its  popularity  as  a diuretic  because  of  certain  side- 
effects  which,  they  believe,  can  be  greatly  amelio- 
rated or  eliminated  by  proper  administration.  For 
example,  pain  at  the  intramuscular  injection  site 
can  be  offset  to  a certain  extent  by  adding  procaine. 
Reactions  to  intravenous  injections  occur,  they 
believe,  largely  because  of  too-rapid  administration. 
— Alfred  Vogl,  M.D.  atvd  Paul  Esserman,  M.D., 
Journal  of  the  American  Medical  Association, 
October  IS,  1951 


CARCINOMA  OF  THE  ENDOMETRIUM 
A Pathologic  Study  of  31  Cases 
Sherwin  A.  Kaufman,  M.D.,  New  York  City 
( From  the  Department  of  Gynecology,  Beth  Israel  Hospital) 


THERE  is  no  universally  accepted  system  of 
histologic  grading  of  endometrial  carcinoma, 
and  most  pathologists  use  modifications  of  plans 
suggested  by  Mahle,  Ewing,  or  Healy  and 
Cutler.1-3  Moreover,  there  is  confusion  in  that 
separate  classifications  are  offered  for  clinical 
aspects,  gross  pathologic  findings,  and  micro- 
scopic picture. 

Recently,  Finn  has  reviewed  the  subject  of 
classifications  of  endometrial  carcinoma.4  He 
points  out  that  a clinical  classification  based  only 
on  physical  examination  is  unreliable  and  suggests 
a simple  division  into  “operable”  and  “inoper- 
able” cases.  Gross  pathologic  classifications, 
as  a rule,  tended  to  emphasize  too  much  the  exact 
size  of  the  uterus,  which  does  not  always  parallel 
the  extent  of  carcinoma  present.  Finn  suggests 
a workable  classification  into  five  stages:  (1) 
carcinoma  confined  to  the  endometrium,  (2) 
involving  the  superficial  myometrium,  (3)  in- 
volving the  deeper  layers  of  the  myometrium, 
(4)  involving  other  pelvic  organs  or  nodes,  and 
(5)  spread  to  extrapelvic  regions.  At  the  same 
time,  he  suggests  a simplification  of  histologic 
grading  into  three  grades,  as  advocated  by 
Scheffey:  (A)  well  differentiated,  (B)  intermedi- 
ate, and  (C)  poorly  differentiated.5  Finally, 
a combined  clinicopathologic  classification  is 
proposed. 

Material 

We  have  been  particularly  interested  in  the 
relationship  between  the  clinical  course  and  the 
degree  of  pathologic  involvement  in  cases  of 
carcinoma  of  the  endometrium.  All  cases  of 
endometrial  carcinoma  which  had  had  hysterec- 
tomy performed  at  the  Beth  Israel  Hospital 
with  a follow-up  of  at  least  three  years  were 
studied.  The  group  comprises,  31  cases,  from 
1939  to  1947. 

In  each  case  the  gross  and  microscopic  pathol- 
ogy was  carefully  reviewed.  Pathologically, 
it  was  decided  to  group  the  cases  into  one  of 
five  “stages”: 

Stage  0 — Carcinoma  found  at  curettage  but 
not  at  subsequent  operation. 

Stage  1 — Carcinoma  completely  confined  to 
the  endometrial  layer. 

Stage  2 — Carcinoma  with  variable  degree  of 
penetration  of  the  myometrium  up 
to,  but  not  including,  the  serosa. 


Stage  3 — Carcinoma  with  spread  to  adjacent 
pelvic  organs  (tube,  ovary). 

Stage  4 — Carcinoma  with  extrapelvic  metas- 
tases  (omentum,  glands). 

Stage  0 is  an  interesting  addition  to  the  usual 
classifications  and  is  found  not  infrequently. 
It  most  often  occurs  following  radium  insertion 
where  all  the  existing  carcinoma  is  apparently 
destroyed;  occasionally  it  may  be  found  after 
simple  diagnostic  curettage,  as  in  one  patient 
in  our  series.  This  type  of  case,  however,  is 
no  less  a cancer  than  a much  more  extensive  one. 

The  stage  1 cases  are  easily  discernible  and 
may  show  various  grades  of  histologic  malig- 
nancy. We  agree  with  Finn  that  the  term 
“adenoma  malignum”  should  be  abandoned  and 
the  term  adenocarcinoma  of  low-grade  malignancy 
substituted. 

The  stage  2 cases  in  our  series  were  at  first 
subdivided  into  “slight,”  “moderate,”  and  “com- 
plete” penetration  of  the  myometrium.  How- 
ever, after  careful  review  it  was  decided  to  group 
them  under  a single  heading  for  the  following 
reasons:  The  exact  “degree”  of  penetration  is  a 
highly  individual  observation,  which  may  vary 
considerably  with  different  observers.  Also, 
since  all  myometria  vary  in  thickness,  the  same 
“degree”  of  malignant  penetration  in  any  given 
specimen  may  represent  very  dissimilar  bulk 
of  actual  carcinoma  present.  Finally,  unless 
serial  sections  of  each  case  are  made,  there  is 
always  the  possibility  of  inadequate  sampling, 
and  what  was  thought  to  be  “slight”  penetration 
might  prove  to  be  “moderate”  or  “complete” 
on  further  sectioning. 

Stages  3 and  4 are  readily  recognized,  being 
based  on  both  gross  and  microscopic  findings 
of  metastatic  spread. 

In  regard  to  histologic  grading,  we  have  adopted 
the  plan  advocated  by  Scheffey,  placing  all  cases 
into  three  grades.  Grade  A signifies  well- 
differentiated  carcinoma,  including  adenoma 
malignum.  Grade  C is  poorly  differentiated 
(anaplastic)  carcinoma  with  a high  degree  of 
mitotic  activity.  Grade  B forms  the  intermedi- 
ate group  between  the  others. 

The  present  study  comprises  31  clinically 
operable  cases  of  carcinoma  of  the  endometrium 
treated  by  hysterectomy  with  an  available  follow- 
up of  at  least  three  years.  Eight  of  the  cases 
had  radium  insertion  prior  to  the  hysterectomy. 
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TABLE  I. — Classification  of  31  Cases 


Classification 

Number  of  Cases 

Pathologic 

Stage  0 

3 

Stage  1 

0 

Stage  2 

24 

Stage  3 

2 

Stage  4 

2 

Total 

31 

Histologic 

Grade  A 

9 

Grade  B 

17 

Grade  C 

5 

Total 

31 

Tubes  and  ovaries  were  removed  in  all  but  five 
cases;  in  these  five  cases  a vaginal  hysterectomy 
had  been  performed,  malignancy  being  unsus- 
pected. The  remainder  were  treated  by  total 
abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy,  with  the  exception  of  four  cases 
which  had  subtotal  hysterectomy  and  bilateral 
salpingo-oophorectomy  because  of  some  medical 
necessity  to  terminate  the  operation  as  soon  as 
possible.  The  purpose  of  the  study  was  to  cor- 
relate the  clinical  course  and  cure  rate  with  the 
specific  pathology  and  histology  present  in  each 
case.  Each  case  was  placed  into  one  of  the  patho- 
logic “stages”  and  histologic  “grades,”  as  dis- 
cussed above. 

Results 

The  pathologic  extent  and  histologic  grading 
of  the  lesions  in  the  31  cases  are  shown  in  Table  I. 
There  was  no  direct  correlation  between  stage 
and  grade,  other  than  that  all  the  highly  dif- 
ferentiated (grade  A)  cases  were  found  in  either 
stage  0 or  stage  2,  to  the  exclusion  of  the  other 
stages. 

Of  the  31  cases  where  there  was  a follow-up 
of  at  least  three  years,  29  “survived.”  Of  the 
29  survivals,  two  were  known  to  have  a local 
recurrence  three  years  postoperatively  with 
further  follow-up  unavailable.  There  were  two 
deaths.  One  case  (stage  4,  grade  C)  died  one 
year  after  panhysterectomy  of  generalized  metas- 
tases.  The  other  died  of  a pulmonary  embolus 
shortly  after  operation. 

If  we  consider  only  jive-year  survivals  (free 
of  disease)  as  the  “cure  rate,”  there  was  a total 
of  18  cases  with  five-year  follow-ups  which  fall 
into  this  group.  The  relationship  between  the 
pathologic  type  and  the  cure  rate  for  these  patients 
is  shown  in  Table  II. 

In  short,  of  the  18  cases  in  which  five-year 
follow-ups  are  available  (and  including  the  two 
deaths  mentioned),  16  cases,  or  80  per  cent,  fall 
into  stages  0 to  2.  There  was  only  one  stage  3 
and  one  stage  4 among  these. 

We  have  additional  data  showing  a relationship 
between  clinical  recurrence  of  the  disease,  in 


TABLE  II. — Five-Year  Survivals  (18  Cases) 


Stage 

Number  of  Cases 

Grade 

0 

2 

A (1) 

B (1) 

2 

14 

A (4) 

B (7) 

C (3) 

3 

1 

C 

4 

1 

B 

TABLE  III.- 

—Correlation  Between  Clinical 

Recurrence  and  Pathologic  Type 

Number 

Stage  of  Cases 

Grade 

Recurrence 

2 

1 

B 

Local,  in  4 years 

3 

5 

C 

6 months 

B 

1 year 

B 

2 years 

C 

2 years 

B 

3 years 

4 

4 

B 

6 months 

C 

Local,  in  1 year 

C 

Died  in  1 year  of 

generalized  metastases 

A 

Local,  in  2 years 

the  form  of  pelvic  masses,  and  the  pathologic 
type.  Unfortunately,  inadequate  follow-up  on 
these  cases  constitutes  a major  difficulty  in  further 
evaluation.  The  data  are  shown  in  Table  III. 

There  were  no  “recurrences”  in  stage  0 or 
stage  1 cases.  Note  also  that  four  of  the  above 
ten  cases,  or  40  per  cent,  fall  into  the  most  malig- 
nant group  (grade  C),  while  only  one  is  in  grade  A. 

Comment 

Definite  conclusions  cannot  be  drawn  from  the 
small  group  presented  in  this  study.  However, 
the  data  do  show  a trend  to  the  effect  that: 
(1)  five-year  survivals  are  more  apt  to  occur  with 
lesser  degrees  of  invasiveness,  and  (2)  recurrences 
occur  more  often  with  greater  degrees  of  invasive- 
ness as  well  as  with  higher  grades  of  malignancy. 
Similar  conclusions  were  reached  by  other 
investigators.6-8 

As  stressed  by  Finn,  there  is  a definite  need 
for  a universal  system  of  classification  for  endo- 
metrial carcinoma,  such  as  exists  for  cervical 
cancer.4  His  suggestion  to  classify  according 
to  anatomic  stage  and  histologic  grade  appears 
to  be  sound. 

Summary  and  Conclusions 

This  study  comprises  31  cases  of  endometrial 
carcinoma  in  which  hysterectomy  was  per- 
formed, with  a follow-up  of  at  least  three  years. 
Detailed  gross  and  microscopic  study  was  made 
of  each  case,  and  an  attempt  was  made  to  cor- 
relate the  specific  pathology  present  with  the 
clinical  course  and  survival  rate.  Anatomically 
each  case  was  placed  into  one  of  five  stages  and 
histologically  into  one  of  three  grades. 
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Although  the  series  is  too  small  to  permit  defi- 
nite conclusions,  the  survival  rate  (five-year 
cures)  in  those  cases  where  sufficient  follow-up 
was  available  was  higher  in  those  cases  where 
there  was  a lesser  anatomic  invasiveness.  Clini- 
cal recurrence  occurred  more  frequently  with 
higher  degrees  of  invasiveness  and  with  higher 
grades  of  malignancy. 

A uniform,  universal  classification  for  endo- 
metrial carcinoma,  based  on  anatomic  stage 
and  histologic  grade,  would  greatly  facilitate 
research  in  this  field. 

59  East  54th  Street 


I am  indebted  to  Dr.  Henry  C.  Falk,  director  of  the  Gyne- 
cological and  Obstetrical  Service  of  Beth  Israel  Hospital,  for 
his  many  valuable  suggestions  in  the  preparation  of  this  study. 
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PRIMARY  CLOSURE  IN  CHRONIC  (NONTUBERCULOUS) 
OSTEOMYELITIS 

Edward  B.  Leahey,  M.D.,  South  Nyack,  New  York 
( From  the  Orthopedic  Section  of  the  Veterans  Administration  Hospital,  Bronx) 


THE  first  report  on  primary  closure  combined 
with  antibiotic  therapy  in  chronic  osteomye- 
litis appeared  in  1941.1  Sulfathiazol  was  given 
by  mouth  and  placed  in  the  wound  after  a de- 
bridement and  saucerization.  Healing  was  re- 
ported in  14  out  of  18  cases  in  the  period  between 
August  1,  1940,  and  publication  in  July,  1941. 
Later  an  enlarged  follow-up  report  including  the 
original  cases  was  published  in  January,  1951. 2 
In  100  saucerizations  with  primary  closure  and 
using  antibiotics,  healing  by  primary  or  delayed 
primary  intention  was  obtained  in  78  cases. 

In  December,  1947,  41  cases  of  chronic  osteo- 
myelitis treated  by  primary  closure  during  1944, 
1945,  and  early  1946  were  reported  from  the 
Mayo  Clinic.3,4  Penicillin,  140,000  units  per 
day  for  fourteen  days,  was  used.  Eighty-eight 
per  cent  of  these  cases  including  sequestrectomies 
and  packings  with  bone  chips  healed  primarily. 

Saucerization  and  primary  closure  were  suc- 
cessful when  combined  with  antibiotic  therapy  in 
82  per  cent  of  49  cases,  reported  by  Carrell  and 
Woodward  in  1950.5 

Material 

This  paper  presents  the  immediate  results  and 
immediate  complications  of  64  operations  for 


Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The 
statements  and  conclusions  published  by  the  author  are  the 
results  of  his  own  study  and  do  not  necessarily  reflect  the 
opinion  or  policy  of  the  Veterans  Administration. 


chronic  osteomyelitis  in  which  primary  closure 
was  done.  In  addition,  41  of  these  operations 
were  followed  more  than  a year.  An  early  suc- 
cessful result  is  one  in  which  the  wound  healed 
per  primam;  a late  successful  result  is  one  in 
which  the  wound  after  healing  was  trouble-free, 
usually  from  eighteen  to  thirty  months  but  in 
every  case  more  than  a year.  A variety  of 
surgeons  performed  the  operations  of  which  some 
were  reviewed  from  Army  or  Navy  records  in  the 
claims  folders. 

Our  standards  for  inclusion  in  this  series  were 
strict.  A diagnosis  of  chronic  osteomyelitis  had 
been  made  either  clinically,  by  x-ray,  by  culture, 
by  the  findings  at  surgery,  or  by  pathologic  re- 
port. Usually  most  conditions  were  fulfilled. 
We  excluded  elective  amputations  at  a nonin- 
fected  site  done  for  osteomyelitis,  cases  of  Bro- 
die’s  abscess,  and  delayed  primary  closures. 
No  drains  were  used  at  closure. 

The  surgery  is  classified  into  four  types:  29 
sequestrectomies,  9 saucerizations,  8 excisions  of 
diseased  bone  (such  as  the  upper  half  of  the 
fibula),  and  finally  18  miscellaneous  operations 
such  as  removal  of  sinuses  or  plates  and  screws  or 
biopsies. 

The  patients  were  veterans  averaging  twenty- 
six  years  of  age.  The  youngest  was  nineteen  and 
the  oldest  was  fifty-six,  the  majority  being  be- 
tween twenty  and  thirty.  The  longest  duration 
of  the  disease  was  twenty  years  and  the  shortest 
was  four  months. 
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TABLE  I. — Organisms  in  Relation  to  Procedures 


Organism 

Number  of 
Procedures 

Staphylococcus 

22 

Proteus 

4 

Streptococcus 

3 

Pyocvaneus 

2 

Pseudomonas 

1 

Coli 

2 

Aerobacter 

1 

No  growth 

6 

Mixed  organisms 

8 

Not  done 

15 

Total 

64 

TABLE  II. — Year  Primary 

Closure  First  Attempted 

Number  of 

Date 

Patients 

1945 

2 

1946 

3 

1947 

12 

1948 

18 

1949 

9 

1950 

11 

Total 

55 

The  bacteriologic  studies  are  given  in  Table  I. 
These  cultures  were  obtained  at  the  time  of 
surgery  or  in  the  month  prior  to  or  following 
surgery.  The  organisms  other  than  staphylo- 
coccus were  found  just  as  frequently  prior  to 
surgery  as  afterwards.  Table  II  indicates  that 
most  of  the  primary  closures  were  performed  in 
1947  or  thereafter.  Table  III,  the  number  of 
prior  operations,  shows  the  deep-seated  nature  of 
the  osteomyelitis.  Table  IV  lists  the  bones,  the 
tibia  and  femur  being  most  frequently  involved. 

The  etiology  was  as  follows:  There  were  nine 
cases  of  chronic  hematogenous  osteomyelitis,  while 
the  remainder  were  secondary  to  local  injury. 
Twelve  cases  were  secondary  to  some  orthopedic 
work  such  as  an  open  reduction  of  a simple  frac- 
ture or  insertion  of  a Steinman  pin.  Nine  patients 
had  primary  closure  more  than  once  for  the  same 
lesion. 

Penicillin  was  used  in  all  but  one  case.  In  two 
cases  the  exact  dosage  is  unknown.  Once  the 
penicillin  was  discontinued  seven  days  pre- 
operatively.  One  patient  was  sensitive  to  pen- 
icillin, and  other  drugs  were  used.  In  12  cases 
other  antibiotics  were  used  with  penicillin,  either 
sulfa,  streptomycin,  or  aureomycin.  The  aver- 
age dose  of  penicillin  per  operation  was  between 
8 and  10  million  units.  The  early  dosage  was 
50,000  units  every  three  hours  intramuscularly; 
the  later  dosage  was  300,000  units  twice  a day. 

Results 

Our  results  are  divided  into  three  categories: 
(1)  immediate  successful  result,  (2)  immediate 
unsuccessful  result,  and  (3)  follow-up  study. 

The  immediate  results  and  complications  are 


TABLE  III. — Number  of  Procedures  Prior  to  Attempt 
at  Primary  Closure 


Number  of 
Procedures 

Number  of 
Patients 

None 

7 

1 

21 

2 

9 

3 or  more 

18 

Total 

55 

TABLE  IV. — 'Sites  of  Primary 

Closure  Procedures 

Site 

Number  of 
Primary 
Closures 

Femur 

20 

Tibia 

17 

Fibula 

4 

Patella 

1 

Foot 

7 

Spinous  process 

1 

Humerus 

7 

Radius 

5 

Ulna 

2 

Total 

64 

TABLE  V. — Relation  of  Time  of  Administration  of 
Antibiotic  Therapy  to  Type  of  Healing 


Time  of  Antibiotic 
Administration 


Type  of  Healing 

Preoperative 

Day  of 
Surgery  or 
Thereafter 

Primary 

21 

13 

Secondary 

11 

16 

poorer  than  previously  reported.  Thirty-five 
out  of  64  wounds  healed  in  about  two  weeks  with 
no  drainage  or  spot  drainage.  In  two  cases  spot 
drainage  lasted  thirty  days.  Thus  immediate 
successful  results  were  55  per  cent. 

Twenty-nine  operations  gave  immediate  un- 
successful results  as  follows:  15  drained  for  an 

average  of  three  months  before  healing,  three  suf- 
fered intermittent  drainage  while  still  hospital- 
ized, four  had  wound  sloughs  (two  requiring  full- 
thickness  and  two  split-thickness  grafts),  five 
needed  further  bone  work,  one  had  a flare-up 
within  a year,  and  one  had  continuous  drainage. 

Follow-up  study  of  41  procedures  on  38  patients 
followed  over  a year  after  discharge  from  the 
hospital  revealed  26  trouble  free,  a percentage  of 
63.  The  breakdown  is  as  follows:  When  the 
result  was  initially  successful,  there  were  16 
trouble-free  results;  four  had  episodes  of  inflam- 
mation or  drainage,  and  four  required  further 
surgery.  When  the  wound  healed  after  drainage, 
ten  cases  were  trouble-free  in  follow-up;  three  had 
further  surgery,  and  five  had  episodes  of  inflamma- 
tion or  drainage. 

Conclusions 

Immediate  successful  results,  that  is,  primary 
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TABLE  VI. — Types  of  Operations  with  Immediate  and  Follow-up  Results 


Type  of  Operation 

Number 

Primary  Healing 

Secondary  Healing 

Saucerization 

9 

3 well  year  or  more 
2 inadequate  follow-up 

2 well  year  or  more 
1 healed  but  less  than  year  follow-up 
1 minor  skin  slough 

Excision  and  removal  of  bone 

8 

2 w'ell  year  or  more 
2 inadequate  follow-up 

2 well  year  or  more 
1 healed  but  less  than  year  follow-up 
1 minor  skin  slough 

Sequestrectomy 

29 

7 well  year  or  more 
3 flare-up 
2 further  surgery 
5 inadequate  follow-up 

4 healed  longer  than  one  year 
2 intermittent  drainage 
2 further  surgery 

2 draining,  less  than  year  follow-up 
2 major  skin  sloughs 

Miscellaneous 

18 

4 well  year  or  more 
2 flare-up 
2 further  surgery 
1 inadequate  follow-up 

2 healed  longer  than  one  year 

3 healed  but  less  than  year  follow-up 
1 flare-up  within  one  year 

3 further  surgery 

Totals 

64 

35 

29 

healing,  happened  more  frequently  when  peni- 
cillin was  given  preoperatively.  An  immediate 
unsuccessful  result,  that  is,  secondary  healing  or 
prolonged  drainage,  occurred  more  frequently 
when  penicillin  was  started  on  the  day  of  surgery 
or  thereafter  (Table  Y). 

Bolder  and  more  adequate  surgery  in  the  form 
of  wide  saucerization  or  excision  and  removal  of 
bone  gave  the  most  successful  result  to  the  pa- 
tient because  the  diseased  area  was  removed. 
There  were  17  saucerizations  or  excisions.  All 
the  wounds  eventually  healed.  The  two  com- 
plications were  minor  skin  sloughs,  one  of  which 
healed  within  thirty  days  and  the  other  after  a 
postage  stamp  split-thickness  skin  graft.  No 
further  surgery  was  needed  in  this  group,  and  nine 
cases  followed  a year  or  more  have  been  trouble 
free.  On  the  other  hand,  the  serious  complica- 
tions occurred  in  the  larger  group  in  which 
sequestrectomies  or  miscellaneous  procedures  had 
been  done.  The  further  surgery,  the  flare-ups, 
and  the  episodes  of  drainage  are  found  in  these 
groups  (Table  VI). 

As  the  study  progressed,  the  value  of  sensitiv- 
ity studies  became  apparent.  One  case  had 
drained  for  a year  after  primary  closure.  Sen- 
sitivity studies  were  done  on  the  organism; 
on  the  basis  of  the  study  streptomycin  was  started, 


and  the  wound  healed  within  a week.  It  has  re- 
mained so  during  a fourteen-month  follow-up. 

More  careful  selection  of  the  type  of  case  for 
primary  closure  could  probably  have  prevented  the 
two  serious  wound  sloughs. 

Summary 

1.  Sixty-four  procedures  in  which  primary 
closure  was  performed  and  in  which  an  anti- 
biotic, usually  penicillin,  was  used  are  reviewed. 

2.  Fifty-five  per  cent  of  these  closures  were 
immediately  successful. 

3.  The  complications  which  prevented  or  de- 
layed healing  are  reviewed. 

4.  Forty-one  procedures  were  followed  a year 
or  more.  The  success  rate  in  this  group  is  63  per 
cent. 

5.  Factors  which  lower  the  success  rate  in 
this  report  and  several  conclusions  based  on  it 
are  discussed. 
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Case  Reports 


HEPATITIS  WITH  CONCOMITANT  ESOPHAGEAL  VARICES  FOLLOWING 
EXPOSURE  TO  MOTH  BALL  VAPORS 


John  Sumers,  M.D.,  Murray  Fuhrman,  M.D.,  and  Aaron  Kelman,  M.D.,  Kcw  Gardens, 

New  York 

( From  the  Kew  Gardens  General  Hospital ) 


nPHE  toxic  manifestations  of  naphthalene  are  well 
known.  Those  of  a related  compound,  para- 
dichlorobenzene,  which  has  replaced  the  former  as  a 
moth  deterrent  and  insecticide,  are  less  widely  ap- 
preciated. The  literature  has  mentioned  cataract 
formation,  anemia,  and  occasionally  a concomitant 
jaundice.  This  is  believed  to  be  the  first  report  of 
exposure  to  paradichlorobenzene  resulting  in  a 
severe  toxic  hepatitis  with  extensive  esophageal 
varices. 

Paradichlorobenzene  is  a commonly  employed 
constituent  of  moth  balls  and  insecticides.  Its 
physical  properties  resemble  naphthalene.  It  va- 
porizes readily  and  is  slightly  soluble  in  water. 

Berliner  reported  two  cases  of  lens  opacification 
in  young  women  following  exposure  to  paradichloro- 
benzene vapor.1  The  histories  of  both  suggested  a 
concomitant  toxic  hepatitis.  His  experimental 
work  with  guinea  pigs  revealed  the  most  marked 
pathologic  changes  to  occur  in  the  liver.  Vacuoliza- 
tion, chiefly  of  the  midzone,  and  pyknosis  were  the 
significant  microscopic  findings.  Abelson  and  Hen- 
derson reported  a case  of  hemoglobinuria  and 
hemolytic  anemia  with  concomitant  jaundice  in  a 
child  under  three  years,  the  result  of  naphthalene 
poisoning.2  Cameron  and  Thomas  produced  necro- 
sis of  the  liver  of  mice  experimentally  by  exposure  to 
orthodichlorobenzene.3  Zuelzer  and  Apt  in  report- 
ing four  cases  of  fulminating  hemolytic  anemia  in 
young  children  following-  the  ingestion  of  naph- 
thalene noted  one  with  jaundice.4 

Case  Report 

The  patient  was  a thirty-year-old  white  female 
admitted  in  April,  1951,  with  the  chief  complaint  of 
marked  weakness  and  nausea  approximately  one 
year  in  duration.  The  past  medical  history  was 
noncontributory.  The  occupational  history  was 
most  significant.  For  two  years  previously,  the 
patient  had  been  employed  selling  moth  balls  and 
other  insecticides  whose  chief  component  is  para- 
dichlorobenzene. Physical  examination  revealed  a 
splenomegaly  but  no  hepatomegaly.  Laboratory 
workup  was  as  follows:  hemoglobin  10  Gm.;  red 
blood  cells  3,600,000;  platelet  count  40,000;  reticu- 
locyte count  1.9  per  cent;  total  protein  6.6  Gm.; 
albumin  2.9  Gm.;  globulin  3.7  Gm.;  bromsulfalein 


Fig.  1.  Spot  film  of  thoracic  esophagus  showing 
extensive  varicose  formation. 


— 55  per  cent  retention  in  five  minutes,  17  per  cent 
retention  in  thirty  minutes;  cephalin  flocculation  4 
plus;  serum  bilirubin  0.5. 

These  studies,  corroborated  by  re-examination  a 
short  time  afterwards,  were  indicative  of  liver  dam- 
age. The  patient  was  treated  with  a high  protein 
diet,  choline,  and  B complex. 

Further  laboratory  findings  six  months  later  were 
as  follows:  hemoglobin  68  per  cent;  red  blood  cells 
3,600,000;  cephalin  flocculation  4 plus;  blood 
cholesterol  113;  esters  86;  total  protein  5.7  Gm.; 
albumin  2.4  Gm.;  globulin  3.6  Gm.;  serum  biliru- 
bin 0.1;  bromsulfalein — 90  per  cent  retention  in 
five  minutes,  60  per  cent  retention  in  thirty  minutes; 
blood  sugar  81. 

A gastrointestinal  x-ray  series  at  this  time  re- 
vealed dilatation  of  the  esophagus  with  scalloping 
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of  its  margins  and  marked  distortion  of  the  mucosal 
pattern.  Multiple  polypoid  defects  with  giant  ser- 
pentine deformities  indicative  of  varices  were  demon- 
strated (Fig.  1).  Gastric  varicosities  could  not  be 
demonstrated.  Esophagoscopy  confirmed  these 
findings. 

The  patient  was  again  hospitalized  on  October  10, 
1951,  with  a complaint  of  persistent  nausea  in  spite 
of  therapy  with  liver  extract,  choline,  and  vitamin  B 
complex.  Physical  examination  at  this  time 
showed  the  edge  of  the  spleen  to  be  two  fingers  be- 
low the  costal  margin  and  essentially  unchanged  in 
size  since  previous  examination  in  April,  1951.  The 
liver  was  not  palpable.  There  were  no  other  per- 
tinent physical  findings.  Re-examination  of  the 
gastrointestinal  tract  showed  the  esophageal  varices 
to  be  unchanged  in  size  or  number.  Laboratory 
workup  was  as  follows:  cephalin  flocculation  1 plus; 
cholesterol  esters  114  mg.;  cholesterol  150  mg.; 
bromsulfalein — 13  per  cent  retained  in  the  blood 
twenty  minutes  after  injection;  total  protein  6.24 
per  cent;  albumin  3.16  per  cent;  globulin  3.08  per 


cent;  serum  bilirubin  0.6  mg.;  hemoglobin  10  Gm.; 
red  blood  cells  3,360,000. 

Comment 

The  laboratory  and  radiographic  findings  are  in- 
dicative of  severe  hepatocellular  derangement  and 
ensuing  portal  hypertension  with  esophageal  vari- 
cose formation.  It  is  interesting  to  note  that  al- 
though the  chemical  findings  improved  considerably 
following  medical  therapy,  the  subjective  complaint 
of  nausea  and  the  radiographic  findings  remained 
unchanged. 

119-61  Eightieth  Road 
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ANNOUNCEMENT 

• Something  new  has  been  added— to  the  1952  Annual  Meeting  of  the 
Medical  Society  of  the. State  of  New  York! 

• A DINNER  DANCE! 

• Wednesday  night,  May  14,  1952. 

• Penn  Top,  Hotel  Statler,  New  York  City.  Reserve  the  date.  Plan 
to  attend  for  an  enjoyable  evening. 

• Further  details  to  be  announced. 


FOREIGN  BODY  SIMULATING  CHRONIC  OSTEOMYELITIS 

F.  N.  Potts,  M.D.,  and  WilliamJ.  Rogers,  M.D.,*  Buffalo,  New  York 

( From  the  Department  of  Orthopedic  Surgery,  Children's  Hospital  and  the  University  of  Buffalo  School  of 
Medicine ) 


'THE  prognosis  in  chronic  osteomyelitis  with  a 
"*■  draining  sinus  differs  greatly  from  that  of  re- 
tained foreign  body  with  persistent  drainage,  and 
diagnostic  differentiation  is  of  greatest  importance. 
Any  diagnostic  aids  should  be  employed  with  that 
in  mind  in  order  that  adequate,  yet  conservative 
therapy  can  be  instituted.  The  recent  literature 
contains  no  mention  of  foreign  body  simulating 
osteomyelitis,  and  it  is  for  this  reason  that  this 
brief  case  report  is  presented. 

The  current  trend  of  rather  radical  excision  of  the 
bone  lesions  in  chronic  osteomyelitis  in  order  to  ex- 
tirpate all  the  possible  sites  of  infected  bone  and 
soft  tissue  need  not  be  resorted  to  in  the  case  of  re- 
tained foreign  body.  The  permanent  relief  from 
draining  sinuses  by  the  removal  of  plates  and  screws 
is  well  known  and  is  quite  typical  of  all  retained 
foreign  bodies. 

The  following  case  illustrates  the  valuable  diag- 
nostic aid  that  injection  of  a sinus  tract  with  radio- 
paque material  can  give  in  differentiating  these  two 
entities. 

Case  Report 

A ten-year-old  male  was  admitted  to  Children’s 
Hospital  in  January,  1951.  In  December,  1949, 
he  fell,  running  a splinter  into  the  anterior  aspect, 
midportion  of  his  right  leg.  The  following  day  he 
was  hospitalized.  The  splinter  was  removed  and 
parenteral  penicillin  given.  About  five  weeks 
later,  he  began  having  pain  over  the  lateral  aspect 
of  the  distal  third  of  the  right  leg  with  clinical 
evidence  of  infection  and  probable  abscess  forma- 
tion. He  was  again  hospitalized  and  the  abscess 
drained  in  the  region  of  the  distal  third  of  the 
fibula.  The  site  of  this  surgical  drainage  persisted 
as  a chronic  draining  sinus  tract  with  intermittent 
acute  exacerbations.  In  August,  1950,  the  sinus 
tract  was  excised  and  the  fibula  saucerized.  Gross 
pus  was  encountered  as  were  the  other  findings 
consistent  with  a chronic  osteomyelitis  of  the  fibula. 
After  surgery  the  drainage  persisted,  and  in  January, 
1951,  the  patient  was  admitted  to  Children’s 
Hospital  for  radical  definitive  surgery  of  the  fibular 
osteomyelitis.  Staphylococcus  aureus  was  deter- 
mined as  the' infecting  organism.  X-rays  over  the 
course  of  six  months  revealed  a progressive  perio- 
stitis of  the  fibula,  interpreted  as  chronic  osteo- 
myelitis. Prior  to  surgery  the  sinus  tract  was 
injected  with  Lipiodol  and  x-rays  taken  (Fig.  1). 

At  surgery  a portion  of  the  fibula  was  excised, 
and  a 5Vrcm.  wooden  splinter,  found  lying  posterior 

* Present  address:  45  Syracuse  Street,  Tonawanda,  New 
York. 


Fig.  1.  Lateral  and  anteroposterior  x-rays  of 
the  sinus  tract  injected  with  Lipiodol.  Note  in  both 
views  the  marked  linearity  of  the  radiopaque  ma- 
terial outlining  the  sinus.  Note  also  the  periosteal 
reaction  and  medullary  sclerosis  of  the  fibula. 


to  the  tibia  and  interosseous  membrane,  was  re- 
moved. All  granulation  tissue  was  excised,  and  the 
wound  closed  per  primam.  It  has  remained  healed 
with  no  further  drainage  to  the  present,  a six 
months  period. 

Comment 

The  diagnostic  aid  in  this  case  is  in  the  inter- 
pretation of  the  x-rays  showing  the  sinus  tract  in- 
jected with  Lipiodol.  The  finding  that  the  tract  of 
Lipiodol,  as  it  extends  distally  behind  the  tibia, 
forms  an  almost  straight  line  as  seen  in  both  the 
anteroposterior  and  lateral  views,  without  saccular 
dilatation  along  its  course  or  at  its  dependent  pole, 
should  arouse  suspicion  that  it  is  not  the  ordinary 
sinus  found  in  association  with  draining  osteomyeli- 
tis. It  is  felt  that  such  an  x-ray  picture  is  presump- 
tive evidence  of  a retained  linear  foreign  body. 
Careful  inquiry  into  the  past  history  may  further 
substantiate  this  presumptive  diagnosis.  The  pro- 
posed plan  of  surgical  attack  can  then  be  directed 
along  the  more  conservative  lines  of  removal  of  the 
retained  foreign  material. 


PHYSICIAN  SURVEY 

Senator  Murray’s  survey  of  state  governors, 
started  last  summer  to  determine  the  supply  and 
distribution  of  physicians,  probably  will  be  dropped. 


According  to  a spokesman  for  the  Labor  and 
Public  Welfare  Committee,  “answers  were  not  such 
as  to  lead  to  anything.” 
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"MEMBRANOUS”  DYSMENORRHEA  IN  A DIABETIC  SIMULATING  AN 
ACUTELY  INFLAMED  ABDOMEN 

H.  Thomas  Treiber,  M.D.,  and  Harry  I.  Norton,  M.D.,  Rochester,  New  York 
{From  St.  Mary’s  Hospital ) 


A/TEMBRANOUS  dysmenorrhea  is  a little  used 
term.  Graves  describes  the  condition  in  his 
textbook  published  in  1924. 1 However,  since  the 
case  to  be  reported  fulfills  the  criteria  for  dysmenor- 
rhea of  this  type,  this  term  will  be  used  in  present- 
ing the  case,  mainly  for  want  of  a better  descriptive 
term.  It  might  be  added  that  this  condition  has  also 
been  called  exfoliative  endometritis,  and  the  older 
texts  state  that  differential  diagnosis  should  be  made 
between  ectopic  pregnancy  and  abortion  and  that  it 
occurs  more  often  in  virgins  and  nulliparous  women. 

The  literature  mentions  18  cases  under  the  term 
membranous  dysmenorrhea.  Only  one  case  was 
found  which  was  described  as  membranous  dys- 
menorrhea in  a diabetic.2  Our  case  deals  with  a 
diabetic  who  presented  signs  and  symptoms  simu- 
lating an  acute  abdomen. 


Case  Report 

Mrs.  H.  G.  D.,  a white  woman,  forty-six  years 
old,  was  admitted  to  the  emergency  room  at  11:15 
p.m.,  December  18,  1950,  with  a chief  complaint  of 
lower  abdominal  pain. 

Onset  of  present  illness  was  as  follows:  The  patient 
awoke  on  the  morning  of  December  18  with  pain  in 
both  lower  quadrants,  crampy  in  nature  and  asso- 
ciated with  vomiting.  The  vomiting  continued  all 
day,  and  the  pain  occurred  on  and  off. 

The  family  physician  stated  that  the  patient  was 
a known  diabetic,  and  he  had  seen  her  earlier  in  the 
day  because  she  had  not  eaten.  When  he  had 
checked  her  earlier,  her  urine  was  negative  for 
sugar  but  positive  for  acetone. 

After  admission  to  the  emergency  room,  the 
patient  passed  a few  pieces  of  tissue  vaginally. 
Consultation  was  immediately  called  because  of  the 
decidua-like  appearance  of  the  tissue  passed  plus 
the  apparently  acute  abdomen. 

On  first  seeing  this  patient,  we  agreed  that  the 
tissue  did  look  like  decidua  and  noticed  a suggestion 
of  acetone  on  her  breath.  We  found  that  this  was 
the  second  day  of  her  period  and  that  she  had  a past 
history  of  severe  dysmenorrhea.  General  physical 
examination  was  negative  except  for  a tachycardia 
and  pulse  of  134.  The  blood  pressure  was  132/70. 
Her  temperature  was  normal.  The  patient  appeared 
to  be  in  severe  pain;  abdominal  examination  re- 
vealed no  kidney  or  bladder  tenderness,  but  there 
was  marked  rigidity  with  some  rebound  tenderness, 
more  so  in  the  left  lower  quadrant.  No  abdominal 
masses  were  palpated. 

Pelvic  examination  was  done  with  difficulty.  The 
glands  were  free,  anterior  and  posterior  walls  well 
supported,  the  cervix  clean,  os  patent,  and  some 
more  decidua-like  tissue  was  observed  at  the  os. 
The  uterus  was  in  normal  position,  movable  without 
discomfort,  enlarged,  firm,  and  globular  in  shape. 
No  masses  were  palpated  in  either  adnexa. 

Laboratory  reports  were  as  follows:  Hemoglobin 
8.3  Gm.,  red  blood  cells  3,510,000,  white  blood  cells 
26,400  with  segmenteds  92,  rods  3,  lymphocytes  4, 
and  monocytes  1.  Blood  was  type  O,  Rh  positive. 


Fig.  1.  Line  of  demarcation  between  normal  and 
necrotic  endometrium. 


Fig.  2.  More  marked  separation  of  normal  and 
necrotic  endometrium  with  hemorrhage. 
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Blood  sugar  was  320  mg.  per  cent  on  admission. 
Urine  showed  3 plus  albumin,  2 plus  sugar,  and  2 plus 
acetone. 

In  view  of  the  laboratory  reports,  the  family 
physician  was  advised  to  treat  the  diabetes  since  it 
was  felt  that  the  acute  abdomen  was  at  least  parti- 
ally contributory  to  the  diabetes.  This  was  done  and 
tiie  patient  rechecked  in  the  morning.  The  rigidity, 
rebound  tenderness,  and  pain  had  subsided.  Pelvic 
examination  was  essentially  the  same,  and  the 
pathologic  report  on  the  tissue  read : “Fragments  of 
endometrial  tissue  with  marked  decidual  reaction.” 

In  view  of  the  patient’s  age,  the  enlarged  uterus, 
and  the  past  history  of  prolonged  dysmenorrhea,  a 
hysterectomy  was  advised  after  the  patient  was  in 
good  condition. 

The  patient  was  operated  on  December  26,  1950. 
A complete  hysterectomy  and  appendectomy  were 
done,  and  the  postoperative  course  was  completely 
uneventful. 

Pathologic  Report. — The  uterus  measured  9 cm. 
in  length,  6 cm.  at  its  widest  portion,  and  3l/2  cm. 
at  its  anterior-posterior  dimension.  The  external 
surface  was  pinkish  white  in  color,  slightly  irregular, 
and  glistening.  The  uterine  cavity  was  filled  with 
tissue  coming  from  the  endometrium  which  was  red- 
dish in  color  and  soft  in  consistency.  Tlie  wall  of  the 
uterus  was  2.8  cm.  thick.  Serial  sections  revealed  that 
the  endometrium  which  was  very  much  hypertro- 
phied contained  no  tumor.  Cut  section  of  endo- 
metrium showed  that  it  was  white  in  color  and  irreg- 
ular. Severe  necrotizing  endometritis  was  present 


In  view  of  the  interesting  pathologic  report,  slides 
were  examined  by  various  pathologists,  and  the 
general  conclusion  was  that  no  one  could  be  sure  of 
the  exact  mechanisms  involved.  Because  en  masse 
discharge  of  the  endometrium  occurs  in  normal 
women,  the  diabetes  would  not  seem  to  play  the 
causative  role.  Figures  1 and  2 show  a marked 
chronic  inflammation  and  a remarkable  line  of  de- 
marcation between  normal  endometrium  and  ne- 
crotic endometrium  about  to  cast  off.  The  necrotic 
portion  appears  like  decidua  and  has  apparently 
been  caught  just  before  a membranous  cast  was 
thrown  off. 

Comment 

This  case  is  interesting  for  three  reasons: 

1.  It  raises  the  questions  of  membranous  dys- 
menorrhea as  an  entity  in  itself.  This  type  of  de- 
cidua-like reaction  is  well  demonstrated  by  the  cut 
sections  of  the  uterus. 

2.  The  acute  abdomen  might  have  been  due  to 
the  impending  diabetic  coma  alone. 

3.  This  severe  type  of  dysmenorrhea  must  be 
considered  in  a differential  diagnosis  of  an  acute 
abdomen. 

123  Bareington  Street 
References 

1.  Graves,  W.  P : Gynecology,  Philadelphia,  W.  B. 
Saunders  Co.,  1924,  p.  555. 

2.  Spencer.  R.  S.:  J A M.A.  83:  1428  (1924). 


A NEW  CATION  EXCHANGE  RESIN  IN  THE  THERAPY  OF  EDEMATOUS  STATES 


Mindful  of  the  disadvantages  of  low  sodium  diets, 
the  authors’  participation  in  a search  for  means  of 
overcoming  them  has  resulted  in  a new  application  of 
the  principle  of  ion  exchange  resins.  This  paper  pre- 
sents laboratory  findings  and  clinical  results  on  the 
use  of  a carboxylic  acid  resin  (Carbo-Resin,  Lilly) 
in  a total  of  32  patients.  The  authors  present 
tables  showing  the  number  of  days  of  therapy  and 
the  corresponding  loss  of  body  weight;  also,  calen- 
dars of  progress  on  two  typical  cases  are  presented. 
The  body  weight  of  one  of  the  latter  dropped  from 
147  pounds  the  day  after  resins  were  started  to  124 
pounds  on  the  tenth  day;  the  other  lost  about  7 
pounds  in  two  weeks. 

The  patients  were  divided  into  two  groups,  12  in 
one  and  20  in  the  other.  This  was  for  the  purpose 
of  comparing  results  of  different  combinations  and 
dosage.  The  authors  conclude  that  use  of  this 
cation  exchange  resin  has  a definite  place  in  the 
management  of  edematous  stages,  but  caution  (1) 
it  must  be  understood  that  there  is  no  selective 
affinity  for  the  sodium  ion,  and  long-term  administra- 


tion may  therefore  result  in  demineralization  of  the 
bone.  Also,  the  resin  should  not  be  suspended  in 
milk  prior  to  ingestion.  (2)  Cation  exchangers 
produce  acidosis  when  administered,  and  therapy 
should  be  discontinued  at  once  if  signs  of  uncompen- 
sated acidosis  appear.  The  authors  did  not  select 
any  patient  who  had  marked  impairment  of  renal 
function. 

The  authors  suggest  that  this  resin  mixture  will 
find  its  chief  use  in  retaining  dietary  sodium  with 
the  lumen  of  the  bowel  to  be  excreted  in  the  stool, 
allowing  more  liberal  dietary  management  of  pa- 
tients in  whom  sodium  restriction  is  indicated. 
While  such  resins  are  not  a replacement  for  mer- 
curials or  digitalis,  mercurial  requirements  may  be 
considerably  reduced  during  resin  therapy.  Ex- 
cessive potassium  loss  is  avoided  by  use  of  a potas- 
sium resin.  Also,  likelihood  of  acidosis  is  reduced 
by  addition  of  a small  amount  of  anion  exchange.— 
Don  IF.  Chapman,  M.D.,  F.  C.  Pannill,  Jr.,  M.D., 
and\R.  H.  Skaggs,  M.D.,  American  Practitioner  and 
Digest  of  Treatment,  November,  1951 


MESODERMAL  MIXED  TUMORS  OF  THE  UTERUS 

Vladimir  Altmann,  M.D.,*  and  Julius  Rosenthal,  M.D.,  New  York  City 
( From,  the  Department  of  Pathology  and  Second  Surgical  Division  of  Goldwater  Memorial  Hospital) 


''USTELL-DOCUMENTED  cases  of  mesodermal 
' ’ mixed  tumors  of  the  uterus  are  rare;  only  ap- 
proximately one  hundred  such  cases  have  been  re- 
ported. It  appears  therefore  of  interest  to  register 
an  additional  case. 


Case  Report 

The  patient  was  a seventy-seven-year-old  woman 
admitted  to  the  Goldwater  Memorial  Hospital  on 
October  10,  1947.  Her  illness  began  several  weeks 
before  admission  with  difficulty  in  urination, 
urinary  retention,  feeling  of  heaviness  in  the  pelvis, 
and  “bearing  down  pains.”  Emptying  of  the 
bladder  was  followed  by  complete  relief. 

Cholecystectomy  had  been  performed  five  years 
before  admission  without  recurrence  of  symptoms. 
Menopause  occurred  at  the  age  of  forty-five.  The 
patient  had  one  full-term  delivery  and  three  sub- 
sequent miscarriages. 

Physical  examination  revealed  a moderately  un- 
dernourished, elderly  woman.  The  heart  and  lungs 
were  negative.  The  blood  pressure  was  178/106. 
The  liver,  spleen,  and  kidneys  were  not  palpable. 
A vertical  scar,  the  result  of  a previous  cholecystec- 
tomy, was  present  in  the  right  abdominal  wall.  The 
bladder  was  distended.  Catheterization  yielded  500 
cc.  of  cloudy  urine.  Pelvic  examination  revealed  a 
prolapsed  uterus  with  a long  cervix  presenting  at 
the  vulva.  On  palpation  the  cul-de-sac  gave  the 
impression  of  fullness.  A poorly  defined  mass,  about 
5 cm.  in  diameter,  was  palpated  in  the  right  lower 
quadrant.  The  uterus  was  fixed.  By  rectal  examina- 
tion a very  hard  knob  was  felt  on  the  uterus 
posteriorly. 

The  urine  contained  numerous  white  blood  cells, 
occasional  casts,  and  red  blood  cells.  The  periph- 
eral blood  showed  3,600,000  red  blood  cells  and 
17,200  white  blood  cells  per  cu.  mm.  with  11  Gm. 
of  hemoglobin  per  100  cc.  of  blood.  The 
Wassermann  and  Kahn  tests  were  negative. 

“Calcification  within  the  pelvis  consistent  with 
a diagnosis  of  calcification  in  a fibroid”  was  reported 
on  roentgenogram. 

On  the  fourteenth  day  after  admission,  the  patient 
suddenly  began  to  show  uterine  bleeding  and  lost 
approximately  150  cc.  of  blood.  The  next  day  a 
supracervical  hysterectomy  was  performed.  The 
uterus  was  found  to  be  enlarged,  nodular,  and 
twisted.  There  was  no  evidence  of  parametrial 
infiltration  or  of  enlarged  lymph  nodes.  The 
ovaries  were  atrophic.  The  operative  diagnosis 
was  uterine  fibromyoma  with  degeneration  of 
fibroid.  A small  amount  of  blood  and  some  tissue 
leaked  into  the  peritoneal  cavity  from  the  uterus 
during  the  operation. 

The  operation  was  followed  by  an  uneventful 
immediate  recovery.  Two  months  after  the  opera- 
tion, however,  there  were  complaints  of  pain  in  the 
left  hip,  and  x-ray  examination  revealed  a destruc- 
tive lesion  at  the  posterior  aspect  of  the  greater 
trochanter.  Constipation  and  abdominal  distention 
developed.  Pelvic  and  abdominal  masses  became 
palpable.  Terminally,  cardiac  failure  supervened, 
and  the  patient  died  about  seven  months  after  the 

♦Present  address:  Staten  Island  Hospital,  Staten  Island, 
New  York. 


hysterectomy  and  approximately  eight  months 
after  the  onset  of  first  symptoms. 

Pathologic  Examination. — The  specimen  was 
a globular  uterus  measuring  8 by  9.5  by  7.5  cm.  It 
appeared  tense  and  cystic  to  palpation.  The  ex- 
ternal surface  showed  a few  small  hemorrhagic 
areas  and  was  moderately  irregular  due  to  the 
presence  of  five  small  nodules  within  the  uterine 
wall.  These  were  discrete,  varying  in  diameter 
from  1.2  to  4 cm.  They  protruded  into  the  uterine 
cavity  as  well  as  on  the  external  surface  of  the 
uterine  wall  and  were  covered  on  their  internal 
aspect  by  thin  endometrium.  On  cut  section  they 
appeared  to  be  ossified  fibromyomatous  nodules. 
The  uterine  wall  varied  from  0.6  cm.  to  ap- 
proximately 1 cm.  in  thickness.  On  section,  it 
was  found  to  be  gray  and  fibrous.  The  uterine 
cavity  measured  approximately  7 to  8 cm.  in 
diameter,  was  completely  filled  with  a mass  which 
was  partly  hemorrhagic,  and  was  easily  shelled  out 
from  the  uterine  cavity.  No  definite  area  of 
attachment  to  the  wall  could  be  made  out.  The 
remaining  internal  surface  of  the  uterus  showed 
hemorrhagic  areas  which  extended  into  the  wall 
proper.  The  mass  itself  had  a hemorrhagic  periph- 
ery and  a central,  more  grayish  core,  from  which 
irregular  strands  radiated  through  the  hemorrhagic 
portions.  Irregularly  scattered  through  the  entire 
mass  were  small  foci  of  bluish-gray,  glistening  ma- 
terial, which  appeared  firmer  than  the  surrounding 
tissue. 

Microscopic  Description. — The  specimen  consisted 
of  uterine  tissue.  In  some  sections  the  uterine 
wall  was  seen  to  retain  its  original  structure  but  to 
show  fibrosis  and  an  increased  number  of  blood 
vessels.  In  some  of  the  sections  the  endometrial 
surface  presented  a markedly  hyperplastic  tissue, 
arranged  in  glandlike  formation,  showing  marked 
atypism.  A considerable  portion  of  the  tumor 
consisted  of  masses  of  fairly  well  formed  hyaline 
cartilage  (Figs.  1 and  2).  These  were  found  embed- 
ded in  a stroma  of  predominantly  small  cells  having 
scant  cytoplasm.  The  nuclei  of  the  latter  varied  in 
size  and  shape,  being  round,  polygonal,  rectangular, 
or  elongated;  most  were  vesicular,  some  were  pyk- 
notic.  The  stroma  was,  on  the  whole,  very  cellular. 
In  many  areas  it  was  myxomatous  in  appearance. 
There  were  scattered  in  the  stroma  numerous  multi- 
nucleated  giant  cells  and  large  cells  with  irregular, 
bizarre,  or  hyperchromatic  nuclei.  In  a few  small 
areas  closely  packed  stromal  cells  and  their  nuclei 
showed  a tendency  to  assume  fusiform  outlines. 
This  stroma,  in  general,  presented  an  embryonal 
myxomatous  and  at  the  same  time  sarcomatous 
appearance.  There  was  one  area  also  in  the  myo- 
metrium showing  the  same  myxosarcomatous 
stromal  tissue  as  found  in  the  large  tumor  mass. 
The  masses  of  cartilage  in  some  regions  of  the 
tumor  appeared  to  arise  in  the  stromal  tissue  and  to 
merge  with  it.  Numerous  glandlike  structures  of 
varied  outlines  were  found.  These  were  composed 
of  columnar  or  cuboidal  cells,  usually  multilayered 
and  frequently  showing  invasion  of  the  surrounding 
tissue.  The  glands  and  their  epithelium  were 
atypical.  In  numerous  microscopic  fields  glandular 
structures  were  contiguous  with  islands  of  cartilage 
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Fig.^1.  Low-power  photomicrograph  showing  is- 
lands of  well-formed  cartilage  mingling  with  glandu- 
lar structures.  ( 100  X ) 


or  gradually  merged  with  the  surrounding  stroma. 
A considerable  amount  of  hemorrhage  was  found 
locally  distributed  over  various  regions.  In  some 
sections  the  free  surface  of  the  tumor  was  covered 
by  an  epithelial  layer  similar  to  the  one  covering 
the  endometrial  surface  of  the  uterine  cavity. 

Autopsy  Findings. — The  body  was  that  of  a 
small,  emaciated  woman.  Pitting  edema  of  the 
lower  extremities  was  present.  The  abdomen  was 
protuberant,  and  by  external  palpation  masses 
were  felt  in  its  lower  portion  and  in  the  pelvis. 
When  the  peritoneal  cavity  was  opened,  approxi- 
mately 500  cc.  of  brown  fluid  were  found  free  in  the 
abdomen.  There  were  numerous  small  and  large, 
soft,  frequently  hemorrhagic,  gray-white  tumor 
masses  scattered  over  the  entire  peritoneal  surface. 
The  greater  omentum  was  studded  with  such 
nodules  and  similarly  the  mesentery.  The  pelvis 
was  completely  filled  with  a whitish,  soft,  vascular 
tumor  mass,  in  which  the  ovaries  and  tubes  were 
completely  lost  and  could  not  be  dissected.  Por- 
tions of  the  remaining  uterine  cervix  and  the  liver 
showed  serosal  implants.  The  cut  section  of  the 
liver  was  congested  but  free  of  metastatic  nodules. 
The  lungs  showed  congestion  and  edema  but  no 
evidence  of  metastasis.  The  kidneys  were  free  of 
metastases.  The  heart  was  hypertrophied,  the 
myocardium  fibrosed,  and  the  posterior  descending 
branch  of  the  right  coronary  artery  was  occluded  by 
an  atheromatous  plaque. 

Microscopic  examination  revealed  the  peritoneal 
implants  to  be  sarcomatous  in  character.  Most  of 
the  growth  appeared  to  be  anaplastic.  Some 
areas  were  somewhat  more  differentiated  towards 
spindle-shaped,  closely  packed  cells;  still  other 
areas  resembled  the  embryonal  stroma  of  the  pri- 
mary tumor.  There  were  no  glandular  structures, 
nor  was  there  cartilage  in  the  secondary  deposits. 
Section  of  a lumbar  vertebra  showed  anaplastic 


Fig.  2.  High-power  photomicrograph  of  an  area 
of  tumor  tissue  showing  cartilage  and  some  contigu- 
ous glandular  epithelium.  The  chondrocytes  and 
lacunes  of  the  cartilaginous  tissue  are  well  discer- 
nible. (430  X) 


metastatic  growth.  The  other  microscopic  findings 
essentially  confirmed  the  gross  diagnoses. 

Comment 

The  uterus,  including  its  glands,  is  entirely  of 
mesodermal  origin.  Its  anlage  is  formed  by  cell 
masses  of  the  urogenital  ridge.  This  is  a mesen- 
chymal structure  contiguous  with  other  mesenchy- 
mal tissues  from  which  muscle,  cartilage,  and  bone 
develop.  It  appears  to  be  plausible  to  consider  the 
possibility,  at  least  in  some  cases,  of  inclusion  of 
“foreign,”  adjacent  elements  in  the  uterine  anlage. 
The  cartilage  in  the  presently  reported  tumor  is 
probably  of  such  origin.  This  interpretation  of 
heterotopic  elements  in  the  uterus  is  in  accordance 
with  the  views  of  Wilms  concerning  the  mixed  tu- 
mors of  the  kidneys.1 

Other  students  of  this  subject  are  inclined  to  con- 
sider the  mixed  tumors  of  the  uterus  to  be  a result  of 
metaplasia.  Willis  and  others  belong  to  this 
group.5 

In  our  experience,  however,  metaplastic  chondroid 
tissue  does  not  have  the  well-developed  structure  of 
cartilage  seen  in  the  tumor  reported  in  this  paper. 

Summary 

1.  A case  of  mesodermal  mixed  tumor  of  the 
uterus  is  reported. 

2.  It  is  believed  that  this  tumor  is  of  dysembrv- 
onic  origin. 
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BACTEREMIA  DUE  TO  SALMONELLA  CHOLERAESUIS,  VARIETY 
KUNZENDORF  (PARATYPHOID  C),  COMPLICATED  BY  RUPTURED  AORTIC 
ANEURYSM 

Charles  Weller,  M.D.,  Larchmont,  New  York 
( From  the  New  Rochelle  Hospital,  New  Rochelle ) 


TJARATYPHOID  C infections  are  becoming  more 

frequently  recognized  and  reported  in  the  litera- 
ture. It  is  interesting  to  note  that  Salmonella  C 
bacteremia  has  been  found  concurrently  with  other 
diseases,  such  as  streptococcal  sore  throat,1  menin- 
gococcal meningitis,2  pneumonia,  osteomyelitis, 
pyarthrosis,  endocarditis,  severe  infection  of  the 
urinary  tract,  or  following  surgery.3  Most  cases  of 
bacteremia  due  to  S.  choleraesuis  have  been  in 
| children,  but  some  have  been  reported  in  adults.4-6 
The  clinical  picture  in  children  and  adults  varies 
considerably.3  In  children  the  incidence  is  greater, 
the  course  is  milder,  and  manifestations  of  joint 
symptoms  are  more  frequent.  In  the  adult,  how- 
ever, there  is  usually  some  important  disease  found 
in  association  with  the  Salmonella  C infection  with 
amazing  regularity.  Frequently  the  organism  can- 
not be  obtained  from  the  urine  and  feces  but  only 
from  the  blood.3  Chemotherapy  has  been  tried 
with  varying  degrees  of  success.7 

It  seems  to  be  of  interest  to  report  the  following 
case  of  bacteremia  due  to  S.  choleraesuis  variety 
Kunzendorf,  treated  with  Chloromycetin  and  com- 
plicated by  rupture  of  an  abdominal  aortic  aneurysm. 

Case  Report 

W.  G.,  white  male,  age  fifty,  was  first  admitted  to 
the  New  Rochelle  Hospital  on  February  4,  1950, 
with  the  chief  complaint  of  pain  in  the  right  flank 
of  two  weeks  duration.  The  pain  occasionally  radi- 
ated around  the  anterior  abdomen  to  the  groin. 
Physical  examination  revealed  fine  moist  rales  at 
both  bases  of  the  lungs  and  tenderness  in  the  right 
lower  quadrant  of  the  abdomen.  The  tempera- 
ture was  100  F.,  pulse  96,  and  respiration  20.  Blood 
count  showed  hemoglobin  12.9  Gm.,  red  blood  cells 
4,100,000,  white  blood  cells  9,400,  neutrophils  70 
per  cent  (nonsegmented  8 per  cent),  lymphocytes 
30  per  cent.  Urinalysis  was  negative.  X-ray  of 
the  chest  revealed  a large  area  of  bullous  emphysema 
in  the  right  upper  lung  field  with  smaller  areas  in 
other  parts  of  both  lungs  and  evidence  of  pneumoni- 
tis at  both  bases.  An  intravenous  pyelogram  was 
normal.  Barium  enema  revealed  multiple  small 
diverticula  in  the  sigmoid.  He  was  treated  with 
penicillin,  and  his  temperature  returned  promptly  to 
normal.  The  patient  was  discharged  from  the  hos- 
pital five  days  after  admission  as  improved. 

One  week  after  discharge  from  the  hospital  he 
complained  of  episodes  of  chills  and  fever  on  three 
occasions  and  was  readmitted  on  February  20,  1950. 
It  was  felt  at  this  time  that  because  of  the  chills  and 
fever  he  had  a blood  stream  infection,  and  blood 
cultures  revealed  the  presence  of  S.  choleraesuis, 
variety  Kunzendorf.  The  organism  was  found  to  be 
very  sensitive  to  Chloromycetin  and  aureomycin, 
moderately  sensitive  to  streptomycin,  and  resistant 
to  penicillin.  Blood  counts  revealed  hemoglobin 
12.6  Gm.,  white  blood  cells  10,800  with  neutrophils 
73  per  cent,  segmented  65  per  cent  (nonsegmented 


8 per  cent),  lymphocytes  25  per  cent,  myelocytes  5 
per  cent.  Examination  of  the  urine  was  negative. 
Stool  and  urine  cultures  were  negative  for  Sal- 
monella organisms.  The  patient  was  placed  on 
Chloromycetin,  500  mg.  every  four  hours.  His 
temperature  on  admission  was  102  F.,  but  after  four 
days  of  Chloromycetin  therapy  it  returned  to  nor- 
mal. However,  on  the  tenth  day  he  had  a chill, 
followed  by  fever  up  to  104  F.  Chloromycetin  was 
discontinuedj  and  he  was  placed  on  aureomycin, 
500  mg.  every  four  hours  for  two  days,  with  no  ap- 
parent change  in  temperature.  He  was  then  given 
a loading  dose  of  5 Gm.  of  Chloromycetin  followed 
by  750  mg.  every  four  hours  for  eighteen  days. 
After  four  days  his  temperature  became  normal  and 
remained  so  except  for  a spike  to  103.2  F.  on  one 
occasion.  The  patient  was  given  several  whole 
blood  transfusions.  He  was  discharged  from  the 
hospital  on  the  thirty-fifth  day,  following  two  nega- 
tive blood  cultures. 

Upon  return  from  a two  weeks  vacation  in  Flor- 
ida, during  which  time  the  patient  felt  well,  he  com- 
plained of  sudden  onset  of  abdominal  pain  at  2:30 
a.m.  on  April  11,  1950,  and  was  readmitted  to  the 
hospital.  The  physical  examination  revealed  an 
acutely  ill  individual  with  marked  tenderness  over 
the  right  costovertebral  angle  and  to  a lesser  extent 
in  the  right  lower  quadrant;  no  masses  could  be 
felt.  The  temperature  was  102  F.,  pulse  100, 
respiration  30,  and  blood  pressure  108/70.  The 
sedimentation  rate  was  74  mm.  per  hour.  Hemo- 
globin was  9.8  Gm.,  red  blood  cells  3,000,000,  white 
blood  cells  10,400,  neutrophils  91  per  cent  (non- 
segmented 31  per  cent),  lymphocytes  5 per  cent, 
monocytes  4 per  cent.  Urinalysis  showed  albumin 
2 plus  with  numerous  granular  casts  and  no  red  or 
white  blood  cells.  A blood  culture  was  positive  for 
Salmonella  C.  X-ray  of  the  abdomen  revealed  a 
“ground  glass”  appearance  of  the  entire  right  ab- 
domen. Because  of  these  findings  it  was  felt  that  he 
probably  had  a perinephritic  abscess,  secondary  to 
the  blood  stream  infection.  Accordingly,  surgical 
consultation  was  obtained,  and  he  was  taken  to  the 
operating  room  where  an  incision  was  made  in  the 
right  flank  over  the  kidney  area.  Upon  entering  the 
retroperitoneal  space,  numerous  large  blood  clots 
were  encountered.  The  patient  rapidly  went  into 
shock  and  expired  on  the  operating  table. 

At  autopsy  it  was  found  that  he  had  a ruptured 
aneurysm,  5 cm.  in  diameter,  located  just  above  the 
iliac  bifurcation  of  the  aorta.  The  aneurysm  was 
located  on  the  right  lateral  surface  of  the  aorta,  and  a 
large  point  of  rupture  extended  into  the  retroperi- 
toneal tissues.  The  abdominal  aorta  showed 
marked  atherosclerosis  with  formation  of  cholesterol 
plaques  and  some  ulcerations.  Serial  microscopic 
sections  of  the  area  of  rupture  failed  to  show  any 
evidence  of  mycotic  aneurysm.  The  thoracic  aorta 
showed  only  mild  atherosclerosis.  Large  emphy- 
sematous blebs  were  scattered  throughout  both 
upper  lobes  of  the  lungs.  The  liver  was  slightly  en- 
larged, but  no  other  abnormalities  were  found. 
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The  gallbladder  and  extrahepatic  biliary  ducts  were 
normal,  although  culture  from  the  gallbladder  re- 
vealed Salmonella  C,  the  same  type  organism  iso- 
lated from  the  antemortem  blood. 

Comment 

A case  of  bacteremia  due  to  S.  choleraesuis,  variety 
Kunzendorf,  complicated  by  fatal  rupture  of  an 
arteriosclerotic  aneurysm,  has  been  reported. 
Mycotic  aneurysm  was  excluded  on  postmortem 
examination. 

Although  the  initial  symptom  was  pain  in  the 
right  flank,  due  no  doubt  to  the  abdominal  aneu- 
rysm, the  chief  manifestations  of  the  septicemia 
were  chills  and  fever. 

The  mode  of  entrance  of  the  organism  into  the 
body  is  unknown,  but  it  seems  reasonable  to  assume 
that  the  portal  of  entry  was  through  the  digestive 
tract.  At  autopsy  a pure  culture  of  S.  choleraesuis, 


variety  Kunzendorf,  was  found  in  the  gallbladder, 
and  it  is  probable  that  the  focus  was  in  this  organ. 

In  spite  of  apparently  adequate  doses  of  Chloro- 
mycetin and  the  demonstration  in  the  laboratory  of  a 
relatively  high  sensitivity  of  this  organism  to  Chloro- 
mycetin, the  antibiotic  failed  to  sterilize  the  blood 
stream. 

17  North  Chatsworth  Avenue 
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THE  USE  OF  ANTITHYROID  DRUGS  DURING  PREGNANCY 


In  a study  of  hyperthyroidism  associated  with 
pregnancy,  19  patients  were  treated  with  antithy- 
roid drugs  during  or  shortly  before  pregnancy. 
The  author  concludes  that  such  therapy  can  be 
continued  safely  through  pregnancy  without  harm 
to  either  mother  or  child.  The  22  completed 
pregnancies  showed  no  evidence  of  thyroid  disturb- 
ance or  goiter.  Three  deliveries  were  premature. 
Of  the  19,  only  three  mothers  required  further  treat- 
ment, the  rest  remaining  well  after  antithyroid 
therapy  was  stopped.  Other  indications  emerging 
from  the  study  were  that  in  hyperthyroidism  there 


is  increased  incidence  of  menstrual  irregularity, 
diminished  fertility,  and  higher  than  normal 
rate  of  fetal  loss  through  miscarriage  and  stillbirth. 
However,  the  older  view  that  pregnancy  may  be  a 
grave  complication  of  hyperthyroidism  was  not 
supported  by  any  evidence  revealed  in  this  study; 
on  the  contrary,  the  author’s  observations  suggest 
that  pregnancy  exerts  a beneficial  effect  on  hyperthy- 
roidism and  that  antithyroid  therapy  alone  is  an 
effective  form  of  treatment. — E.  B.  Eastwood, 
M.D.,  The  Journal  of  Clinical  Endocrinology, 
October,  1951 


NUMBER  OF  CHILDREN  IN  COUNTRY  INCREASES 


Children  in  the  United  States  increased  in  number 
by  8,000,000  during  the  1940’s,  which  was  the  larg- 
est gain  in  a single  decade  in  the  country’s  history, 
Metropolitan  Life  Insurance  Company  statisticians 
report.  By  the  time  of  the  1950  census  the  popula- 
tion under  age  fifteen  stood  at  41,000,000,  an  all- 
time  high. 

During  the  ten-year  period  the  number  of  children 
increased  at  a substantially  higher  rate  than  the 
population  as  a whole,  the  rate  of  growth  being 
24.1  per  cent  for  the  children  as  compared  with  14.5 
per  cent  for  the  entire  population. 


By  contrast,  in  the  1930’s  the  child  population 
declined,  despite  an  increase  in  the  population  as  a 
whole.  The  decline  in  the  child  population  during 
that  decade  was  so  rapid  that  the  number  of  Ameri- 
can youngsters  by  1940  was  actually  smaller  than 
in  1920,  and  those  under  age  five  were  fewer  than  in 
1910. 

The  decline  of  the  ’30’s  in  child  population  was 
reversed  by  the  upsurge  of  births  during  World 
War  II  and  the  postwar  period  and  by  the  savings 
of  millions  of  juvenile  lives  through  lower  mortality 
rates  resulting  from  improved  health  conditions. 


HETEROTOPIC  PANCREATIC  TISSUE  IN  THE  DUODENUM 

Melvin  H.  Stich,  M.D.,  Brooklyn,  New  York 


( From  the  Jewish  Hospital ) 

'"PHE  purpose  of  this  report  is  to  add  to  the  litera- 
ture  a case  of  heterotopic  pancreatic  tissue  in  the 
first  part  of  the  duodenum  which  presented  clinically 
a peptic  ulcer-like  picture  and  roentgenologically 
appeared  as  a polypoid  lesion. 

Case  Report 

G.  G.,  a fifty-three-year-old  white  male,  was  first 
seen  on  October  18,  1950,  complaining  of  intermit- 
tent epigastric  pains  of  approximately  fifteen  years 
duration.  The  symptomatology  had  always  been 
relatively  mild,  and  he  had  never  before  requested 
medical  attention  for  it.  However,  during  the  pre- 
vious few  months  the  distress  had  become  pro- 
gressively more  severe.  The  pains  were  relieved  for 
a few  hours  by  eating,  especially  by  drinking  milk, 
and  then  returned  as  he  became  hungry.  There 
was  a great  deal  of  associated  belching  but  no  nausea, 
vomiting,  diarrhea,  constipation,  or  melena. 

System  review  revealed  mild  dyspnea  on  exertion, 
slight  ankle  edema  at  night,  and  bilateral  leg  varicos- 
ities, all  of  many  years  duration. 

His  past  history  consisted  of  arsenical  therapy  for 
lues  in  1918,  hemorrhoidectomy  in  1920,  appendec- 
tomy in  1927,  right  inguinal  hernioplasty  in  1945. 

Physical  examination  revealed  a well-developed, 
well-nourished,  white  male  in  no  distress.  Positive 
findings  were  limited  to  the  cardiovascular  system. 
The  blood  pressure  was  178/80.  There  was  a short, 
slightly  rough,  systolic  murmur  localized  to  the 
aortic  area.  The  left  ventricle  showed  minimal  en- 
largement. There  were  marked  bilateral  leg  vari- 
cosities and  minimal  edema  of  the  lower  legs.  The 
abdomen  was  soft  throughout,  and  there  was  no 
tenderness,  muscle  spasm,  rigidity,  or  palpable 
masses  or  viscera. 

Laboratory  workup  revealed  the  following:  hemo- 
globin 12.8  Gm.,  red  blood  cells  4,300,000,  white 
blood  cells  7,050  with  a normal  differential,  urine 
normal,  free  acid  on  gastric  analysis,  stools  negative 
for  blood  but  containing  many  ova  of  Ascaris,  and 
mild  left  axis  shift  on  electrocardiogram. 

Roentgenologic  examinations  revealed  a normal 
barium  enema.  On  gastrointestinal  series  there  was 
a constant,  circular,  translucent  area  in  the  first  part 
of  the  duodenum  (Fig.  1). 

Ascaris  disappeared  from  the  stool  after  two 
courses  of  hexylresorcinol.  However,  the  ab- 
dominal symptoms  remained  unchanged.  On  Febru- 
ary 8,  1951,  a subtotal  gastrectomy  and  gastro- 
jejunostomy was  performed.  A solitary,  small, 
tumor-like  mass  was  found  in  the  first  part  of  the 
duodenum,  involving  both  the  submucosal  and 
muscularis  layers  of  the  wall.  Pathologic  report 
revealed  heterotopic  pancreatic  tissue.  The  patient 
made  an  uneventful  recovery  and  has  been  free  of 
abdominal  symptoms  for  five  and  a half  months. 

Comment 

To  date  approximately  500  cases  of  heterotopic 
pancreatic  tissue  have  been  reported  in  the  litera- 
ture. The  great  majority  of  these,  howrever,  were 
found  incidentally  at  routine  necropsy  and  never 
produced  any  clinical  symptomatology.  Poppi  in  a 
complete  review  in  1935  found  300  cases,  and  Bar- 


Fig.  1.  Circular,  translucent  area  in  the  first  part 
of  the  duodenum. 


bosa  in  the  most  recent  thorough  review  in  1946 
found  approximately  430  cases  to  which  he  added 
41. 1,2  Scattered  reports  have  since  appeared.  The 
incidence  at  the  autopsy  table  has  been  reported  as 
anywhere  from  0.6  to  5.6  per  cent,  or  1.7  per  cent  of 
the  total  number  of  cases  in  all  reports. 

The  location  of  the  tissue  is  in  the  upper  gastro- 
intestinal tract  in  70  to  80  per  cent  of  cases.  In 
Poppi’s  cases  the  stomach  was  the  site  in  31.46  per 
cent,  the  duodenum  in  31.83  per  cent,  and  the 
jejunum  in  21.7  per  cent.  However,  the  pancreatic 
nodule  has  been  found  in  almost  every  possible  intra- 
abdominal location. 

The  tissue  may  involve  any  or  all  of  the  layers  of 
the  gastrointestinal  wall.  Delhougne  found  the 
pancreatic  nodule  in  the  submucosa  in  45.5  per  cent 
of  cases,  intramuscular  in  25.1  per  cent,  and  sub- 
serosal  in  15.1  per  cent,  while  in  4.2  per  cent  all 
three  layers  were  involved.3 

Symptoms  related  to  the  heterotopic  tumor  are 
present  in  only  a very  small  number  of  cases.  The 
commonest  complaint  is  vague,  indefinite  gastroin- 
testinal distress.  Gastric  or  duodenal  ulcer-like 
pictures  may  appear  as  in  the  case  reported.  Chole- 
cystitis-like  episodes  may  develop  as  well  as  an 
acute  appendicitis  syndrome.  Lower  gastrointest- 
inal tract  intussusception  has  developed. 

The  chief  differential  diagnosis  in  the  majority 
of  symptomatic  cases,  especially  with  positive  x-ray 
findings,  is  from  malignancy  or  peptic  ulcer. 
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TEACHING  DAY 


CLINICOPATHOLOGIC  CONFERENCE 

The  following  clinical  history  will  be  used  for  the  Clinicopathologic  Conference 
to  be  presented  at  the  Teaching  Day,  annual  convention  of  the  Medical  Society  of 
the  State  of  New  York,  Hotel  Statler,  New  York  City,  May  13,  4 p.m. 

William  C.  Von  Glahn,  M.D.,  professor  of  pathology,  New  York  University  Col- 
lege of  Medicine,  will  conduct  the  conference. 


J.  E.,  a Negro  Male,  age  fifty-three,  was  admitted 
on  November  26,  1951,  with  the  following  chief  com- 
plaints, all  of  about  two  weeks  duration:  (1)  edema  of 
hands  and  ankles,  (2)  nocturnal  dyspnea,  (3)  dyspnea 
at  rest,  (4)  orthopnea,  and  (5)  cough.  There  was 
also  marked  weakness  and  some  weight  loss  of 
several  months  duration. 

Past  History 

The  patient  stated  that  he  had  pneumonia  in 
1928;  onset  of  “seizures”  in  the  1930’s  while  work- 
ing for  the  Wl’A,  at  which  time  he  was  also  told  of 
hypertension;  and  surgery  for  duodenal  ulcer  in 
1941.  A penile  chancre  in  1938  was  not  treated, 
but  patient  stated  that  several  subsequent  blood 
tests  in  the  1940’s  were  negative.  The  patient 
knew  of  no  previous  cardiac  or  renal  disease. 

Previous  Admissions 

March  11  to  March  16,  1950. — The  patient  was 
admitted  with  cough,  fever,  malaise,  chills,  right 
Hank  pain,  rhinitis,  and  blood-streaked  sputum,  all 
of  approximately  one  week  duration.  At  this  time 
laboratory  and  physical  examinations  revealed  a 
moderate  pyrexia,  blood  pressure  100/70  mm.  Hg, 
cardiac  findings  within  normal  limits,  and  pul- 
monary findings  consistent  with  a diffuse  broncho- 
pneumonia. There  was  no  edema  or  abnormality 
of  the  extremities.  Blood  count  revealed  moderate 
leukocytosis  with  a relative  and  absolute  granulo- 
cytosis, hemoglobin  10.5  Gm.  per  cent,  and  red 
blood  cells  4,470,000.  Urinalysis  was  as  follows: 
specific  gravity  1.015,  1 plus  acetone,  2 plus  albumin, 
no  sugar  (no  microscopic  examination  reported). 
Nonprotein  nitrogen  was  56  mg.  per  cent.  On 
aureomycin  therapy  the  patient  improved  rapidly 
and  was  discharged  on  the  fifth  hospital  day. 

June  7 to  August  6,  1951. — The  patient  was  ad- 
mitted for  epileptiform  seizures  occurring  twice  on 
day  of  admission.  He  stated  that  such  seizures 
had  occurred  on  an  average  of  one  or  two  times  a 
month  since  World  War  I.  He  gave  a rather  con- 
fused past  history,  even  denying  the  admission  in 
1950  and  claiming  another  admission  in  1949. 

Physical  examination  revealed  blood  pressure 
162/110;  lungs  normal;  heart,  point  of  maximal 


impulse  in  fifth  intercostal  space  slightly  outside  the 
midclavicular  line;  normal  sinus  rhythm;  aortic 
second  sound  greater  than  the  pulmonic  second 
sound;  blowing  systolic  apical  murmur;  soft, 
blowing,  high-pitched  aortic  diastolic  murmur; 
no  thrill,  friction  rub,  or  gallop.  The  liver  was  en- 
larged, and  there  were  bilateral  indirect  inguinal 
hernias.  The  extremities  and  neurologic,  fundo- 
scopic,  and  other  parts  of  the  physical  examination 
were  negative. 

Laboratory  findings  were  as  follows:  Urine — 
specific  gravity  1.017,  no  acetone  or  sugar,  3 plus 
albumin,  30  red  blood  cells  and  5 white  blood  cells 
per  high  power  field.  Blood — hemoglobin  11  Gm. 
per  cent,  red  blood  cells  3,700,000,  white  blood  cells 
8,300  with  normal  differential;  Wassermann  and 
Mazzini  tests  4 plus,  VDRL  test  1 to  2;  nonprotein 
nitrogen  30  mg.  per  cent;  fasting  blood  sugar  77  mg. 
per  cent;  albumin-globulin  ratio  4. 1 : 2. 1 ; chlo- 
rides 89.2  mEq.  per  L. ; normal  cerebrospinal  fluid 
with  negative  serologic  tests.  Since  the  patient’s 
hypertension  was  of  a somewhat  paroxysmal  type, 
a benzodioxane  test  was  performed  and  was  re- 
ported as  negative.  Later  the  blood  pressure  fell 
and  remained  at  normal  levels.  X-ray  of  the  chest 
revealed  transverse  enlargement  of  the  heart. 
Electrocardiogram  showed  normal  sinus  rhythm 
and  left  deviation  electrical  axis.  Stethogram  con- 
firmed the  diastolic  aortic  murmur  with  radiation 
over  the  entire  precordium.  After  observation  and 
investigation  for  possible  luetic  heart  disease,  the 
patient  was  transferred  to  surgery  where  he  under- 
went bilateral  inguinal  herniorrhaphy  with  good 
results.  There  were  no  complications,  and  he  was 
discharged. 

Present  Admission 

The  patient  w as  admitted  on  November  26,  1951. 
The  details  of  the  history  are  grossly  unreliable  and 
include  merely  a repetition  of  the  chief  complaints. 

Review  of  Systems. — The  patient  stated  he  had 
poor  vision  for  one  year.  There  had  been  no 
gastrointestinal  symptoms  since  1941  except  for 
occasional  nausea  and  vomiting  for  the  past  two 
weeks.  For  the  past  few  years  occasional  bouts  of 
palpitation  on  exertion  had  occurred,  but  there  was 
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TABLE  I. — Urinalysis 


Date 

Character 

Specific 

Gravity 

pH 

Albumin 

Sugar 

Acetone 

Red 

Blood 

Cells 

White 

Blood 

Cells 

Casts 

November  26 

Smoky  amber 

1.012 

4.5 

3 

0 

0 

Loaded 

Many 

Rare  granular 

29 

Brown 

1.013 

4.5 

3 

0 

0 

Many 

Many 

0 

30 

"Dirty” 

1.012 

4.5 

3 

0 

0 

Many 

Many 

Many  (red  blood  cell) 

December  1 

Smoky 

1.011 

4.5 

3 

0 

0 

Many 

Many 

Many  (red  blood  cell) 

3 

Brown 

1.015 

4.5 

3 

0 

0 

Many 

Many 

Many  (red  blood  cell) 

TABLE  II.- 

— Blood  Chemistry 

Date 

Nonprotein 

Nitrogen 

Potassium 

Sodium 

Chloride 

Carbon 

Dioxide 

pH 

November  26 

90 

6.5 

134 

28 

7.4 

130 

29 

120 

30 

95 

6.3 

126 

24 

7.34 

December  1 

26 

7.31 

3 

iso 

iis 

34 

no  substernal  or  precordial  pain.  There  was  a 
twenty-five-year  history  of  nocturia  four  or  five 
times  and  polydypsia.  He  reported  several  recent 
episodes  of  severe,  sharp,  nonradiating  pain  in  the 
right  costovertebral  angle. 

Physical  Examination. — The  patient  was  a mildly 
tachypneic,  thin,  well-developed,  middle-aged  Negro 
male,  not  orthopneic  or  dyspneic  at  present.  Tem- 
perature was  99.4  F.,  pulse  84,  respirations  24,  and 
blood  pressure  154/110  mm.  Hg.  Fundoscopic 
examination  revealed  early  arteriovenous  nicking. 
Neck  veins  were  somewhat  distended  and  filled 
slowly  from  below.  The  lungs  had  coarse  rhonchi 
throughout  with  medium  moist  rales  at  both  bases 
posteriorly.  Examination  of  the  heart  was  as 
follows:  point  of  maximal  impulse  not  felt  but 

heart  definitely  enlarged  to  the  left;  gallop  rhythm 
heard  at  apex  as  well  as  a transient  rub  in  the  same 
area;  systolic  murmur  at  apex.  The  liver  was 
somewhat  tender  and  enlarged  four  fingerbreadths 
below  the  costal  margin.  There  was  2 plus  sacral 
edema  and  4 plus  bilateral  pretibial  edema. 

Renal  function  studies  on  November  28  showed 
filtration  rate  of  18  cc.  per  minute,  renal  plasma 
flow  175  cc.  per  minute,  filtration  fraction  9.8  per 
cent,  antecubital  venous  pressure  50  mm.  saline. 
The  patient  was  started  on  digitalis  leaf  with  a rapid 
program  of  digitalization. 


Because  of  the  oliguria  a cystoscopic  examination 
and  retrograde  pyelogram  were  done  on  November 
30  and  revealed  no  obstruction  of  the  genitourinary 
tract,  but  changes  compatible  with  chronic  in- 
flammatory disease  of  the  kidneys  were  present. 

Laboratory  Data.— Results  of  urinalyses  and 
blood  chemistries  are  shown  in  Tables  I and  II. 
Blood  count  on  November  26  showed  hemoglobin 
12.5  Gm.  per  cent,  red  blood  cells  3,700,000,  and 
white  blood  cells  5,900  with  normal  differential. 
Phenolsulfonphthalein  test  gave  the  following  re- 
sults: 3 per  cent  excretion  in  fifteen  minutes,  5 per 
cent  excretion  in  thirty  minutes,  7 per  cent  excre- 
tion in  one  hour,  and  5 per  cent  in  two  hours,  giving 
a total  excretion  of  20  per  cent.  Electrocardio- 
grams revealed  the  following:  November  27 — sinus 
tachycardia,  left  deviation  electrical  axis;  November 
30 — normal  sinus  rhythm,  left  deviation  electrical 
axis. 

Course. — Despite  vigorous  digitalization,  oxygen 
inhalation,  sodium  carbonate,  glucose  (concen- 
trated), insulin  infusions,  and  antibiotics  (peni- 
cillin, aureomycin,  and  Chloromycetin),  the  patient’s 
condition  deteriorated  rapidly.  He  became  anuric 
and  had  numerous  episodes  of  respiratory  distress. 
He  expired  quietly  on  December  3,  1951,  the  seventh 
hospital  day. 


CHEST  X-RAYS  OF  MEN  OVER  FORTY  URGED  FOR  CANCER  DETECTION 


To  aid  in  the  detection  of  cancer  of  the  lung,  chest 
x-rays  every  six  to  twelve  months  in  men  over  forty 
years  of  age,  especially  heavy  smokers,  were  urged 
in  an  article  in  the  March  1 issue  of  the  Journal  of 
the  American  Medical  Association.  The  incidence 
of  lung  cancer  is  increasing  more  rapidly  than  any 
other  type  of  cancer,  it  was  pointed  out  by  Drs. 
Alton  Ochsner,  Paul  T.  DeCamp,  M.  E.  DeBakey, 
and  C.  J.  Ray. 

In  the  ten  years  from  1938  to  1948  the  number  of 


fatalities  from  lung  cancer  in  the  United  States 
increased  144  per  cent — from  6,732  in  1938  to  16,450 
in  1948.  In  the  same  period,  the  deaths  from  all 
types  of  cancers  increased  only  31  per  cent — from 
149,214  in  1938  to  195,594  in  1948.  It  is  claimed 
that  there  is  a causal  relationship  between  the  in- 
creased incidence  of  lung  cancer  and  the  increased 
use  of  cigarets  and  a distinct  parallelism  between 
the  sale  of  cigarets  and  the  incidence  of  lung 
carcinoma. 


DEPARTMENT  OF 
WORKMEN’S  COMPENSATION 

Conducted  by  David  J.  Kaliski,  M.D.,  Director 


Physician-Employers  Coverage  Under  Section  3 of  the  Workmen’s  Compensa- 
tion Law 


TT  HAS  come  to  our  attention  that  under  certain 
conditions  physicians  may  be  required  to  obtain 
workmen’s  compensation  coverage  for  their  em- 
ployes. Under  the  provisions  of  Section  3 of  the 
Workmen’s  Compensation  Law,  if  the  employment 
is  considered  hazardous,  coverage  must  be  obtained 
for  even  one  employe. 

On  January  21,  1952,  we  submitted  a memoran- 
dum to  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  as  to  the  particular  circumstances  under 
which  a practicing  physician  would  be  required  to 
cover  his  employes,  such  as  nurses,  technicians, 
maids,  etc.  In  some  offices  a technician  or  nurse  only 
develops  x-ray  films.  In  others  the  nurse  operates  or 
assists  in  the  operation  of  apparatus  and  develops 
films.  Technicians  or  nurses  may  operate  or  assist 
in  the  operation  of  therapeutic  x-ray  apparatus. 
Diathermy,  ultraviolet,  faradic,  and  galvanic  ap- 
paratus may  be  applied  or  operated  by  nurse  or 
technician.  The  physician’s  office  may  be  equipped 
to  do  simple  laboratory  tests  such  as  urines,  blood 
counts,  or  for  complete  chemical  analysis,  a nurse  or 
technician  performing  the  tests  or  assisting  at 
same. 

There  seems  to  be  little  doubt  that  the  handling  of 
x-ray  apparatus  and  the  development  of  x-ray  films 
subject  the  physician  to  the  requirements  of  Section 
3.  It  is  a question  whether  merely  assisting  a physi- 
cian in  the  handling  of  therapeutic  drugs  or  chem- 
icals used  for  office  procedures  would  place  the 
physician  in  the  category  of  group  14  of  Section  3 
requiring  coverage  for  work  in  laboratories. 

We  print  herewith  in  full  the  reply  of  Mr.  George 
T.  Clark,  secretary  to  the  Workmen’s  Compensation 
Board,  under  date  of  February  25,  1952. 

Dear  Doctor  Kaliski: 

Relative  to  your  request  for  an  opinion  as  to 
the  necessity  of  physicians  carrying  workmen’s 
compensation  insurance,  please  be  advised  that 
it  is  our  administrative  opinion  that  the  Work- 
men’s Compensation  Law  covers  the  employment 
of  nurses  and  technicians  without  regard  to  the 
number  employed  by  a single  employer. 


Section  3,  subdivision  1,  group  7 of  the  Work- 
men’s Compensation  Law  mandates  workmen’s 
compensation  coverage  for  any  employes  engaged 
in  the  operation  of  electric  appliances;  group  11  of 
this  section  requires  coverage  for  employes  who 
handle  chemicals,  and  group  14  covers  work  in 
laboratories.  Activities  of  employes  engaged  in 
the  instances  presented  by  you  would  seem  to  fall 
into  one  or  more  of  these  groups. 

While  Section  3 does  not  specifically  define 
x-ray  developing  as  a hazardous  occupation,  such 
operation  entails  the  handling  of  chemicals  and 
is  therefore  considered  a hazardous  occupation 
under  the  law.  You  may  wish  to  refer  to  the 
opinion  of  the  Attorney-General,  dated  May  7, 
1934,  re  definition  of  laboratory. 

In  addition  to  the  requirement  of  coverage  of 
employes  working  as  nurses  and  technicians, 
group  12  requires  coverage  for  employes  working 
as  janitors.  Under  this  provision  a physician 
employing  a janitor  to  clean  his  office  or  labor- 
atory should  cover  such  janitorial  services. 

From  the  above,  it  is  clear  that  in  most  cases 
the  operation  of  a modern  medical  office  under  the 
circumstances  outlined  by  you  would  entail  the 
performance  of  one  or  more  hazardous  operations 
by  employes,  thereby  requiring  the  physician  to 
carry  workmen’s  compensation  insurance. 

Very  truly  yours, 

George  T.  Clark,  Secretary 

The  Attorney-General’s  informal  opinion  cited 
above  is  to  the  effect  that  the  processing  of  photo- 
graphic films  by  employes  of  a photographic  school 
constitutes  a hazardous  employment. 

Physicians  should  realize  the  importance  of  deter- 
mining for  themselves  whether  under  the  conditions 
existing  in  their  offices  in  line  with  the  above  opinion 
they  require  compensation  coverage.  Failure  to  be 
covered  where  the  employment  is  considered  hazard- 
ous would  render  the  physician  liable  not  only  to  a 
penalty  but  would  also  put  him  to  a great  disad- 
vantage should  an  employe  begin  a civil  suit  for  an 
injury  or  occupational  disease  incident  to  employ- 
ment. 


True  wisdom  consists  not  in  seeing  what  is  immediately  before  our  eyes,  but  in  foreseeing  what 
is  to  come. — Terence 
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Isaac  Apperman,  M.D.,  of  Brooklyn,  died  on 
March  16  at  Mount  Sinai  Hospital,  New  York  City, 
at  the  age  of  fifty-five.  Dr.  Apperman  received  his 
medical  degree  from  the  New  York  University  and 
Bellevue  Hospital  Medical  School  in  1920  and  in- 
terned at  Bellevue  Hospital.  He  was  a physician  in 
the  Division  of  Social  Hygiene  of  the  New  York  City 
Department  of  Health.  A Diplomate  of  the 
American  Board  of  Internal  Medicine,  Dr.  Apperman 
was  a member  of  the  Association  for  the  Study  of 
Internal  Secretions. 

James  Lewis  Armstrong,  M.D.,  of  Brooklyn,  died 
on  March  15  at  the  Kings  County  Hospital  at  the 
age  of  eighty-nine.  Dr.  Armstrong  received  his 
medical  degree  from  the  New  York  University 
College  of  Medicine  in  1897.  He  had  practiced  in 
Brooklyn  for  more  than  fifty  years  and  was  attend- 
ing physician  for  Clan  Macdonald,  Order  of  Scottish 
Clans. 

William  Arthur  Bing,  M.D.,  of  Albany,  died  on 
March  11  in  Albany  Hospital  at  the  age  of  seventy- 
two.  Dr.  Bing  was  graduated  from  Albany  Medical 
College  in  1909  and  served  during  World  War  I as  a 
captain  in  the  U.S.  Army  Medical  Corps.  He  was 
associated  with  the  New  York  State  Department  of 
Health  for  more  than  thirty-five  years,  twenty-one  of 
which  were  spent  as  superintendent  of  Montgomery 
Sanitarium  in  Amsterdam.  Dr.  Bing  retired  in  1942. 

Samuel  A.  Brown  M D.,  of  New  York  City,  died 
on  March  16  whiie  on  vacation  at  Hobe  Sound, 
Florida,  at  the  age  of  seventy-eight.  Dr.  Brown  was 
graduated  from  the  New  York  University  College  of 
Medicine  in  1894  and  interned  at  Bellevue  Hospital. 
In  1897  he  was  appointed  to  the  college  faculty  as 
instructor  in  physical  diagnosis,  and  from  1916  to 
1932  he  served  as  dean  of  the  New  York  University 
College  of  Medicine.  He  received  the  Alumni 
Meritorious  Service  Award  in  1932,  and  his  service 
was  also  commemorated  by  the  establishment  of  the 
Samuel  A.  Brown  chair  of  therapeutics. 

Dr.  Brown  was  consulting  physician  for  the  Belle- 
vue, Harlem,  Willard  Parker,  Polyclinic,  and  French 
Hospitals,  all  in  New  York  City,  Nyack  Hospital, 
Weehawken  and  Hackensack  Hospitals,  and  the 
Monmouth  Memorial  Hospital  in  Long  Branch, 
New  Jersey.  Dr.  Brown  was  a member  of  the 
council  of  New  York  University  and  was  vice-chair- 
man of  the  New  York  University-Bellevue  Medical 
Center.  He  was  also  a past  president  of  the  New 
York  Academy  of  Medicine. 

A Fellow  of  the  American  College  of  Physicians 
and  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Brown  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  L.  Corbett,  M.D.,  of  the  Bronx,  died  on 
March  17  at  his  home  at  the  age  of  seventy-four. 


Dr.  Corbett  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal School  in  1904  and  served  during  World  War  I as 
a major  in  the  U.S.  Army  Medical  Corps.  Dr. 
Corbett  also  received  a law  degree  and  had  prac- 
ticed both  professions  simultaneously  for  many  years. 

Konrad  Dobriner,  M.D.,  of  New  York  City,  died 
on  March  10  at  the  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  at  the  age  of  fifty.  Dr. 
Dobriner  received  his  medical  degree  from  the  Uni- 
versity of  Munich  in  1927  and  came  to  the  United 
States  in  1933.  He  was  professor  of  biochemistry  at 
the  Cornell  University  Medical  College  and  a mem- 
ber of  the  Sloan-Kettering  Institute  for  Cancer  Re- 
search. The  author  of  many  scientific  papers,  Dr. 
Dobriner  reported  in  1950  a technic  for  measuring 
accurately  the  quantity  and  type  of  hormones 
secreted  by  the  adrenal  glands. 

James  Edgar  Gage,  M.D.,  of  Utica,  died  on  March 
1 at  his  home  at  the  age  of  seventy-nine.  Dr.  Gage 
received  his  medical  degree  from  the  Queens  Univer- 
sity Medical  School,  Ontario,  Canada,  in  1898  and 
interned  at  the  Manhattan  Eye,  Ear  and  Throat 
Hospital.  He  was  consultant  in  eye,  ear,  and 
throat  at  the  Marcy  State  Hospital,  Marcy,  and  at 
the  Faxton  Hospital  in  Utica.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Gage  was  a 
member  of  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Alex  Maxwell  Gluckstein,  M.D.,  of  New  York 
City,  died  on  March  14  at  the  Lutheran  Hospital  at 
the  age  of  sixty-one.  Dr.  Gluckstein  received  his 
medical  degree  from  the  New  York  Homeopathic 
Medical  School  in  1914  and  had  practiced  in  the 
Washington  Heights  section  of  New  York  City  until 
his  retirement  eight  years  ago.  Dr.  Gluckstein  was 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Herbert  Emil  Hollander,  M.D.,  of  New  York  City 
died  on  March  5 in  Miami  Beach,  Florida,  at  the 
age  of  fifty-four.  Dr.  Hollander  received  his  medi- 
cal degree  from  the  New  York  Homeopathic  Medical 
School  in  1928.  He  was  adjunct  attending  surgeon 
at  Beth  Israel  Hospital  and  associate  attending  sur- 
geon at  City  Hospital.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Hollander  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Louis  Conrad  Kress,  M.D.,  of  Buffalo,  died  on 
March  13  in  Rochester  at  the  age  of  fifty-six.  Dr. 
Kress  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1918  and  interned  at  Buffalo 
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General  Hospital.  He  was  director  of  the  Roswell 
Park  Memorial  Institute,  consulting  surgeon  at  the 
Sisters  of  Charity  Hospital,  Buffalo;  Gowanda 
State  Homeopathic  Hospital,  Helmuth,  and  Mercy 
Hospital,  Buffalo;  consulting  oncologist  at  the 
Meyer  Memorial  Hospital,  Buffalo,  and  attending 
physician  in  malignant  diseases  at  the  Deaconess 
Hospital,  Buffalo. 

A Fellow  of  the  American  College  of  Surgeons,  Dr. 
Kress  was  a member  of  the  American  Association  for 
Cancer  Research,  the  American  Public  Health 
Association,  the  Radiological  Society  of  North 
America,  the  American  Radium  Society,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association.  He 
had  recently  received  the  first  annual  merit  award  of 
the  New  York  State  division  of  the  American  Cancer 
Society. 

Chalmer  Joseph  Longstreet,  M.D.,  of  Bingham- 
ton, died  on  March  16  at  the  Binghamton  City 
Hospital  at  the  age  of  seventy-seven.  Dr.  Long- 
street  received  his  medical  degree  from  the  Univer- 
sity of  Pennsylvania  in  1901.  During  World  War  I 
he  served  as  acting  assistant  surgeon  general  in  the 
United  States  Public  Health  Service.  For  twenty- 
nine  years  Dr.  Longstreet  was  city  health  officer  in 
Binghamton.  He  was  consultant  in  contagious  dis- 
eases at  the  Binghamton  City  Hospital.  Dr.  Long- 
street was  a member  of  the  Binghamton  Academy  of 
Medicine,  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  Munger  Miller,  M.D.,  of  Utica,  died  on 
March  11  at  the  age  of  eighty-three.  Dr.  Miller 
received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1891.  Retired 
from  active  practice,  he  was  honorary  chief  surgeon 


at  the  St.  Elizabeth’s  Hospital  in  Utica.  A Fellow 
of  the  American  College  of  Surgeons,  Dr.  Miller  was 
a member  of  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  A.  Pritchard,  M.D.,  of  Ogdensburg,  died  on 
March  9 at  the  St.  Lawrence  State  Hospital  at  the 
age  of  seventy-two.  Dr.  Pritchard  received  his 
medical  degree  from  the  Queens  University  Medical 
School,  Ontario,  Canada,  in  1903.  He  had  served 
on  the  staffs  of  the  Long  Island,  Willard,  and  Buffalo 
State  Hospitals  and  in  1939  became  superintendent 
of  the  St.  Lawrence  State  Hospital.  He  retired  in 
1949.  Dr.  Pritchard  was  a member  of  the  American 
Psychiatric  Association,  the  St.  Lawrence  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Roemmert,  M.D.,  of  the  Bronx,  died  on 
March  12  at  the  Columbia-Presbyterian  Medical 
Center  at  the  age  of  fifty-nine.  Dr.  Roemmert  re- 
ceived his  medical  degree  from  the  University  of 
Munich  in  1921  and  came  to  the  United  States  in 
1930.  He  was  the  inventor  of  the  microvivarium, 
an  instrument  to  project  images  of  organisms  from  a 
microscopic  slide  to  a screen.  Dr.  Roemmert  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Henry  Williams,  M.D.,  of  Brooklyn,  died 
on  March  9 at  his  home  at  the  age  of  forty-five.  Dr. 
Williams  received  his  medical  degree  from  the 
Meharry  Medical  School,  Nashville,  Tennessee,  in 
1934.  He  was  a member  of  the  staff  of  the  Unity 
Hospital  in  Brooklyn.  Dr.  Williams  was  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


OBSTETRIC  HEMORRHAGE 

Hemorrhage  now  takes  precedence  over  toxemia 
and  sepsis  as  a cause  of  maternal  death.  Causes 
of  bleeding  vary  with  the  period  of  gestation,  so 
for  purposes  of  discussing  diagnosis  and  treatment 
the  author  considers  each  trimester  separately. 
The  predominant  cause  of  bleeding  during  the  first 
trimester  is  threatened  or  inevitable  abortion. 
Ectopic  pregnancy  is  the  second  most  frequent 
cause,  and  much  rarer  are  hydatidiform  mole, 
menstruation  from  one  horn  of  a double  uterus, 
uterine  polyp,  cervical  erosion,  and  carcinoma. 


In  the  second  trimester,  abortions  are  also  the  lead- 
ing cause,  with  placenta  previa  a close  second,  the 
latter  occurring  toward  the  end  of  the  second 
period.  In  the  last  trimester,  abruptio  placentae 
is  one  of  the  chief  causes  of  uterine  bleeding.  This 
may  be  due  to  injury  but  more  often  is  caused  by 
toxemia  of  some  form  of  placental  degeneration. 
The  author  says  that  symptoms  of  ruptured  uterus 
are  evident  and  demand  prompt  surgical  relief, 
usually  by  hysterectomy. — Edward  A.  Schumann, 
M.D.,  J.A.M.A.  October  27,  1951 
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Research  and  Medical  School  Grants  Announced 


John  and  Mary  R.  Markle  Foundation — Twenty- 
one  young  scientists,  all  medical  school  faculty  mem- 
bers, have  been  announced  as  the  fifth  group  of 
scholars  in  medical  science  by  the  John  and  Mary 
R.  Markle  Foundation.  Purpose  of  the  program  is 
to  help  relieve  the  shortage  of  medical  school 
teachers  and  investigators  by  providing  academic 
security  and  financial  assistance  for  young  faculty 
members  early  in  their  careers.  All  grants  are  made 
direct  to  the  medical  school  at  the  rate  of  $6,000 
annually  for  five  years  and  are  earmarked  for  the 
support  of  a specific  scholar  and  his  research. 

Scholars  named  from  New  York  State  include: 
Dr.  Gordon  W.  Douglas,  resident  in  obstetrics  and 
gynecology,  Bellevue  Hospital,  and  assistant  in 
obstetrics  and  gynecology,  New  York  University 
College  of  Medicine;  Dr.  Ralph  L.  Engle,  Jr., 
assistant  professor  of  medicine,  Cornell  University 
Medical  College,  and  Dr.  Calderon  Howe,  research 
fellow  in  bacteriology,  Columbia  University  College 
of  Physicians  and  Surgeons. 

Life  Insurance  Medical  Research  Fund — The  life 
insurance  companies  of  the  United  States  and 
Canada  have  announced  grants  of  more  than  8780,- 
000  for  research  in  heart  disease.  Included  are  50 
grants-in-aid  being  given  to  medical  schools  and 
research  centers  for  the  support  of  heart  disease  re- 

MEDICALLY 

Camp  for  Diabetic  Children — Applications  for 
summer  vacation  for  diabetic  children  at  Camp 
Nyda,  Burlingham,  New  York,  will  be  sent  upon 
request  of  private  physicians.  The  camp  is  free  to 
those  who  cannot  pay,  and  the  charge  is  commen- 
surate with  the  income  of  others.  This  is  the  only 
camp  for  diabetics  in  New  York  State.  Doctors 
who  are  anxious  to  avail  their  patients  of  this  oppor- 
tunity please  communicate  with  the  office  of  the 
New  York  Diabetes  Association,  2 East  103rd 
Street,  New  York  29,  New  York,  attention  of 
Thomas  H.  McGavack,  M.D.,  chairman  of  the  camp 
committee. 

New  Journal  Announced — The  forthcoming  pub- 
lication of  a new  international  bimonthly  is  an- 
nounced by  the  Nutritional  Press  of  Emmaus, 
Pennsylvania.  Called  the  Journal  of  Clinical 
Nutrition , it  will  be  devoted  to  “the  practical  ap- 
plication of  the  newer  knowledge  of  nutrition”  and 
will  feature  original  papers,  review  articles,  and  an 
integrated  abstract  section.  Dr.  S.  O.  Waife  of 
Philadelphia,  Pennsylvania,  is  editor-in-chief. 

Induction  of  Priority  I Doctors  Delayed — The 

Department  of  Defense  has  requested  the  Selective 
Service  System  to  postpone  further  until  May,  1952, 
the  induction  of  485  priority  I physicians  originally 
scheduled  for  August  and  September,  1951.  The 
Department  of  Defense  emphasized  that  this  delay 
is  possible  because  at  the  present  time  there  are 
sufficient  numbers  of  priority  I type  reserve  officers 
to  meet  military  requirements  for  individual  calls  to 


search  and  37  fellowships  to  young  doctors  to  enable 
them  to  obtain  training  and  experience  in  research. 

New  York  State  recipients  include  the  following: 

Columbia  University  College  of  Physicians  and 
Surgeons — for  research  by  Dr.  Zacharias  Dische  on 
metabolism  and  energy  transfer  in  the  heart  muscle, 
$10,800;  for  research  by  Dr.  Dickinson  W.  Richards, 
Jr.,  on  the  dynamics  of  the  circulation  at  rest  and 
under  stress,  $20,520;  for  research  by  Dr.  Beatrice 
Carrier  Seegal  on  the  effects  of  high-fat  diets  on  the 
blood  vessels  in  kidney  disease,  $14,040. 

Cornell  University  Medical  College — for  research 
by  Dr.  Robert  F.  Pitts  on  respiratory  and  kidney 
relations  in  the  regulation  of  the  acid-base  balance  of 
the  blood,  $12,960. 

Hoagland  Laboratory,  Brooklyn — for  research  by 
Dr.  Jean  Oliver  on  the  structural  and  functional 
aspects  of  kidney  activity,  $7,560. 

New  York  University — for  research  by  Dr. 
Marjorie  B.  Zucker  on  the  mechanism  of  blood 
platelet  agglutination  and  lysis,  $4,320. 

State  University  of  New  York,  Medical  Center  at 
Syracuse — for  research  by  Dr.  J.  M.  McKibbin  on 
the  effects  of  lipotropic  substances  on  the  distribu- 
tion of  fats  in  tissues,  $8,210;  for  research  by  Dr. 
G.  K.  Moe  on  cardiovascular  responses  to  epi- 
nephrine, $7,020. 

SPEAKING— 

active  service.  Priority  I registrants  are  those  who 
participated  as  students  in  the  Army  Specialized 
Training  Program  or  similar  programs  administered 
by  the  Navy,  and  those  persons  who  were  deferred 
from  service  during  World  War  II  to  attend  medical 
school  and  who  have  served  less  than  ninety  days  in 
the  Armed  Forces,  the  Coast  Guard,  or  the  United 
States  Public  Health  Service  subsequent  to  the 
completion  of  or  release  from  the  programs  or 
courses  of  instruction. 

Board  of  Missions  Doctor  Needed — The  Board  of 
National  Missions  of  the  Presbyterian  Church  in  the 
United  States  announces  an  opening  for  a doctor  at 
the  Sage  Memorial  Hospital,  Ganado  Missions, 
Ganado,  Arizona.  Sage  Memorial  is  a grade  A, 
75-bed  hospital  for  Navaho  Indians.  For  further 
information  contact  the  Department  of  Missionary 
Personnel,  Presbyterian  Board  of  National  Missions, 
156  Fifth  Avenue,  New  York  10,  New  York. 

On  Israeli  Lecture  Tour — At  the  invitation  of  the 
Israeli  government,  Dr.  John  II.  Garlock,  chief  of 
the  surgical  service  at  Mount  Sinai  Hospital  and 
clinical  professor  of  surgery  at  Columbia  University, 
New  York  City,  left  on  March  19  for  a six-week  visit 
to  the  major  hospitals  of  Israel.  Dr.  Garlock  will 
conduct  teaching  operative  clinics  and  give  lectures 
of  practical  significance  in  each  institution.  He  will 
be  accompanied  by  his  anesthetist,  Dr.  Sidney 
Lyons,  who  will  give  courses  in  modern  anesthetic 
methods.  Dr.  Garlock  and  his  group  will  return  to 
New  York  City  on  May  4. 
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MEETINGS 

PAST 


Jefferson  County  Medical  Society 

Dr.  Walter  F.  Rogers,  Jr.,  assistant  professor  of 
medicine,  Syracuse  University,  spoke  on  “Diagnosis 
and  Treatment  of  Thyrotoxicosis’’  at  the  meeting  of 
the  Jefferson  County  Medical  Society  held  March  18 
in  Watertown. 


Tuberculosis  Sanatorium  Conference  of  Metro- 
politan New  York 

A clinical  session  on  chronic  pulmonary  diseases 


was  held  by  the  Tuberculosis  Sanatorium  Confer- 
ence of  Metropolitan  New  York  on  April  9 at  the 
Cornell  University  Medical  College.  Dr.  David 
Ulmar,  associate  visiting  physician,  University 
Hospital,  was  chairman,  and  case  presentations  were 
given  by  Dr.  Edwin  H.  Kaufman,  Willard  Parker 
Hospital;  Dr.  Joseph  P.  Shea,  Veterans  Administra- 
tion Hospital,  Castle  Point;  Dr.  Edwin  Englert,  Jr., 
Bellevue  Hospital,  and  Dr.  William  Cawthon,  New 
York  Hospital. 


FUTURE 


E.  J.  Barber  and  Newark  Hospitals 

A series  of  postgraduate  education  programs,  ar- 
ranged by  the  State  Society’s  Council  Committee  on 
Public  Health  and  Education  in  cooperation  with  the 
New  York  State  Department  of  Health,  is  being 
held  for  the  staffs  of  the  E.  J.  Barber  Hospital, 
Lyons,  and  the  Newark  Hospital,  at  the  Hotel 
Wayne  in  Lyons.  Programs  already  completed 
include:  March  21 — “Evaluation  of  the  Common 
Drugs  in  General  Practice,”  Dr.  A.  H.  Aaron,  clinical 
professor  of  medicine,  University  of  Buffalo  School 
of  Medicine;  March  28 — “Endocrinology  in  General 
Practice,”  Dr.  Charles  W.  Lloyd,  assistant  professor 
of  obstetrics,  State  University  of  New  York  at  Syra- 
cuse, College  of  Medicine;  April  4 — “Common  Dis- 
eases of  the  Skin,”  Dr.  Leon  H.  Griggs,  clinical  pro- 
fessor of  medicine,  State  University  of  New  Y ork  at 
Syracuse,  College  of  Medicine:  April  11 — “Diagno- 
sis and  Management  of  the  Irritable  Bowel,”  Dr. 
H.  J.  Bruns,  clinical  instructor  in  medicine,  State 
University  of  New  York  at  Syracuse,  College  of 
Medicine. 

Remaining  lectures  to  be  presented  in  the  series 
include: 

April  18 — “Diagnosis  and  Treatment  of  Common 
Neurologic  Disorders,”  Dr.  Paul  H.  Garvey,  as- 
sociate professor  of  medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

April  25— “Preventive  Orthopedics:  Common 

Defects  with  Good  Prognosis  under  Medical  Care,” 
Dr.  R.  Plato  Schwartz,  associate  professor  of  ortho- 
pedic surgery,  University  of  Rochester  School  of 
Medicine  and  Dentistry. 


Sullivan  County  Medical  Society 

A course  of  lectures  on  heart  disease,  arranged  as 
postgraduate  instruction  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Education 
in  cooperation  with  the  State  Department  of  Health 
and  the  New  York  Heart  Association,  is  being  pre- 
sented for  the  Sullivan  County  Medical  Society  at 
Liberty  and  Monticello.  On  March  26,  Dr.  Theo- 
dore Greiner,  instructor  in  pharmacology,  Cornell 
University  Medical  College,  spoke  on  “The  Manage- 
ment of  Congestive  Failure”;  on  April  2,  Dr. 
William  T.  Foley,  assistant  professor  of  medicine, 
Cornell  University  Medical  College,  spoke  on  “The 
Use  of  Anticoagulants  in  Cardiovascular  Disease,” 


and  on  April  8,  Dr.  H.  E.  Ungerleider,  medical 
director  of  the  Equitable  Life  Assurance  Society  of 
the  United  States,  spoke  on  “Cardiovascular  Dis- 
eases from  the  Insurance  Viewpoint.” 

Remaining  programs  in  the  series  include  the 
following: 

April  23 — “The  Management  of  Cardiovascular 
Emergencies,”  Dr.  Louis  Faugeres  Bishop,  assistant 
professor  of  clinical  medicine,  New  York  University 
College  of  Medicine. 

April  30 — “The  Management  of  Rheumatic 
Fever,”  Dr.  Alexander  T.  Martin,  Roosevelt  Hos- 
pital, New  York  City. 

May  7 — “The  Management  of  Peripheral  Vascu- 
lar Diseases,”  Dr.  A.  Wilbur  Duryee,  professor  of 
clinical  medicine,  New  York  University  Post- 
Graduate  Medical  School. 

Kings  County  Medical  Society,  Pediatric  Section 
A meeting  of  the  Pediatric  Section  of  the  Kings 
County  Medical  Society  will  be  held  Monday  night, 
April  28,  at  8:30  p.m.  at  the  Kings  County  Medical 
Society  building.  Brooklyn.  Dr.  Leo  M.  Taran 
will  speak  on  “The  Management  of  Acute  Rheu- 
matic Fever  in  the  Light  of  Recent  Developments.” 

Jewish  Hospital  of  Brooklyn,  Alumni  Association 
The  annual  alumni  day  program  of  the  Alumni 
Association  of  the  Jewish  Hospital  of  Brooklyn  will 
be  held  Sunday,  May  4.  At  the  scientific  session, 
which  will  begin  at  3 p.m.,  the  followung  will  partici- 
pate: Dr.  Richard  Paul  Lasser,  demonstration,  “A 
New  Method  for  Determining  Early  Cardiac  En- 
largement”; Dr.  Morris  Steiner  and  Dr.  William 
Pomerance,  “Studies  on  Prematurity” ; Dr.  Matthew 
Walzer,  “Histamine  in  Allergy”;  Dr.  Robert 
Mandelbaum,  “Clinical  Applications  of  the  Ballisto- 
cardiograph,”  and  Dr.  Charles  Fox,  “Practical 
Considerations  in  Electrolyte  Therapy  for  the  Sur- 
gical Patient.”  Dr.  Abram  Kanof  is  chairman  of  the 
program. 

American  Neurological  Association 

The  seventy-seventh  annual  meeting  of  the 
American  Neurological  Association  will  be  held  at 
the  Hotel  Claridge,  Atlantic  City,  New  Jersey, 
from  May  8 to  10. 
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Appointed 

Dr.  Ellsworth  Deuel,  as  health  officer  for  the  town 
of  Penfield. . .Dr.  Martin  J.  Healy,  Jr.,  Bronxville, 
as  director  of  surgery  at  St.  Joseph’s  Hospital, 
Yonkers.  . .Dr.  Alfred  Gellhorn,  associate  professor 
of  medicine,  Columbia  University  College  of  Physi- 
cians and  Surgeons,  as  director  of  the  Institute  of 
Cancer  Research,  succeeding  Dr.  Cushman  D. 
Haagensen,  who  has  resigned  in  order  to  conduct 
research  and  write  a book  on  tumors  of  the  breast. 


New  Offices 

Dr.  David  K.  Mulliken,  Cooperstown,  as  a mem- 
ber of  the  staff  of  the  Rip  Van  Winkle  Clinic,  Hud- 
son... Dr.  Bartholomew  Piccione,  Brooklyn,  prac- 
tice of  pediatrics  in  Kingston . . . Dr.  Orin  L.  Rogers, 
New  Hartford,  general  practice  in  Alexandria 
Bay. . .Dr.  John  T.  St.  Mary,  veteran  of  the  Korean 
war,  general  practice  in  Malone . . . Dr.  Hans  A. 
Zutrauen,  formerly  of  West  Leyden,  general  practice 
in  Rome. 


ANNOUNCEMENT 

Now  is  the  time  to  make  final  preparations  to  attend  the  146th  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York. 

When?  May  11  to  16,  1952 

Where?  Hotel  Statler,  New  York  City 

What  to  do?  Send  in  your  hotel  reservation — see  blank  on 
page  1066. 

Read  the  program  and  reports  in  the  April  1 
issue  of  the  Journal. 

Plan  to  attend  the  dinner  dance — see  announce- 
ment on  page  1049. 


DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to  May 
16,  1952,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  30 


146th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
May  12  to  May  16,  1952 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  ( v/)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  9 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — per  day 

$ 5.00Q 
6.50Q 
8.00G 

$ 5.50D 
7.00D 
8.50D 

$ 6.00D 
7.50D 
9.00D 

Double-Bed  Room  with  Bath  for  two — 
per  day 

<§* 
O 00 

o o 
o o 

□□ 

8.50D 

10.50Q 

9.00D 

n.oon 

9.50D 

11.50D 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

9.00D 

11.00Q 

9.50D 
ii  .son 

□□ 
O O 
O O 

O (N 

10.50D 

13.00D 

Suite — Living  Room,  Bed  Room,  and  Bath 

20.00D 

22.00D 

25.00D 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.50  per  day. 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


THE  Council  met  on  February  14,  1952,  from 
9:20  a.m.  to  12:45  p.m.  at  the  State  Society’s 
offices. 

Secretary’s  Report 

Remission  of  1951  annual  dues  was  voted  for 
seven  members  because  of  illness  and  for  two  mem- 
bers because  of  service  in  the  armed  forces.  Remis- 
sion of  1952  annual  dues  was  voted  for  21  members 
because  of  illness  and  for  37  members  because  of  serv- 
ice in  the  armed  forces.  It  was  also  voted  to  rec- 
ommend to  the  American  Medical  Association  that 
the  dues  of  11  members  be  remitted  for  1951  and  of 
44  for  1952. 

“Work  in  your  central  office  is  reaching  the  yearly 
peak  with  preparations  for  the  Annual  Meeting  and 
matters  connected  with  the  State  Legislature  topping 
the  usual  Directory,  membership,  insurance,  Journal, 
and  other  activities. 

“Mr.  Robert  C.  Killough,  Jr.,  assistant  commis- 
sioner for  professional  education  of  the  New  York 
State  Department  of  Education,  has  kindly  in- 
formed me  that  Dr.  Stiles  D.  Ezell  of  Middletown, 
president  of  the  Medical  Society  of  the  County  of 
Orange,  has  been  appointed  secretary  of  the  New 
York  State  Board  of  Medical  Examiners  and  execu- 
tive secretary  of  the  Medical  Grievance  Committee 
of  the  Department.  He  succeeds  Dr.  Jacob  L. 
Lochner,  Jr. 

“The  day  following  your  last  meeting,  your  secre- 
tary attended  a meeting  at  the  Association  of  the 
Bar  of  the  City  of  New  York  with  Dr.  Joseph  A. 
Geis,  Dr.  Harold  B.  Smith,  and  Mr.  William  F. 
Martin,  counsel,  regarding  the  Federal  bills  on  pen- 
sions for  professional  workers. 

“On  January  17  your  secretary  enjoyed  a delicious 
dinner  at  the  Celtic  Medical  Society  when  three  of 
our  past  presidents,  Drs.  Edward  R.  Cunniffe,  John 
J.  Masterson,  Leo  F.  Simpson,  and  President  Ken- 
ney, being  of  Celtic  ancestry,  received  a scroll  recog- 
nizing their  unselfish  accomplishments  for  our  pro- 
fession. That  afternoon,  with  Dr.  Kenney,  I at- 
tended an  informal  meeting  regarding  legislation, 
also  at  the  New  York  Athletic  Club. 

“On  January  18  there  was  a meeting  at  the  New 
York  City  office  of  the  State  Education  Depart- 
ment, attended  by  Mr.  Charles  Brind,  counsel; 
Assistant  Commissioner  for  Professional  Education 
Robert  C.  Killough,  Jr.;  representatives  of  the 
Hospital  Association  of  New  York  State,  the  Greater 
New  York  Hospital  Association,  and  the  Medical 
Society  of  the  State  of  New  York.  It  was  advocated 
to  postpone  until  July  1,  1953,  legislation  which  re- 
quires interns  to  have  graduated  from  medical  col- 
leges on  the  “approved  list”  of  the  State  Education 
Department.  On  Januaiy  23,  your  secretary  at- 
tended the  General  Practice  Subcommittee  meeting 
and  the  Cancer  Subcommittee  meeting  of  the  Public 
Health  and  Education  Committee.  On  January  31, 
I attended  the  Medical  Care  Insurance  Subcom- 
mittee of  the  Economics  Committee  at  which 
Senator  George  Metcalf  was  present,  at  Hotel 
Seneca,  Rochester.  The  Blood  Banks  Subcommittee 
of  the  Public  Health  and  Education  Committee  was 
attended  February  5.  The  following  day  I attended 
the  American  Social  Hygiene  Association  at  Hotel 
Statler.  On  February  12  I hope  to  attend  the 
Liaison  Committee  with  U.S.  Veterans  Administra- 
tion, and  on  February  13  the  [Medical  Licensure  and 


Medical  Service  Committee,  Office  Administration 
and  Policies  Committee,  Publication  Committee, 
Civil  Defense  Advisory  Committee  to  the  New  York 
State  Department  of  Health,  and  the  Malpractice 
Insurance  and  Defense  Board. 

“It  has  been  drawn  to  my  attention  that  an  ef- 
fort is  being  made  by  the  New  York  City  govern- 
ment to  obtain  permission  from  the  New  York  State 
government  to  increase  the  tax  on  hotel  rooms  from 
five  to  ten  per  cent.  On  account  of  our  committee, 
board,  and  council  meetings,  our  annual  meetings, 
and  the  American  Medical  Association  1953  meeting 
in  this  city,  your  secretary  would  welcome  the  op- 
portunity to  advocate  the  abolition  of  this  tax 
rather  than  the  increase,  should  you  so  direct.” 

After  discussion,  it  was  voted  that  the  Council 
approve  the  abolition  of  the  hotel  tax  and  that  the 
secretary  be  instructed  to  write  to  the  Governor 
and  the  Mayor  to  that  effect. 

Dr.  Anderton  stated:  “May  I call  the  Council’s 
attention  to  a conference  which  the  President  and  I 
had  with  Dr.  James  R.  Reuling,  assistant  speaker  of 
the  House  of  Delegates  of  the  American  Medical 
Association.  As  you  remember,  on  account  of  the 
failure  of  certain  members  of  our  Society  to  pay 
A.M. A.  membership  dues,  our  delegation  has  been 
reduced  from  23  to  20  members  of  the  House  of 
Delegates  of  the  American  Medical  Association. 
That  means  we  will  need,  according  to  the  regula- 
tions, 10  delegates  from  each  of  the  two  years  in 
which  they  are  elected,  which  would  mean  that  from 
the  class  of  the  1951-1952  delegates  who  were 
elected  May  10,  1950,  Dr.  Denver  M.  Vickers  and 
Dr.  Thomas  M.  Brennan,  the  two  gentlemen  who 
received  the  lowest  number  of  votes  of  the  dele- 
gates, would  be  moved  to  become  the  first  two  al- 
ternates. The  delegates  would  then  be  Dr.  Anderton 
Dr.  Andresen,  Dr.  Wertz,  Dr.  Bauckus,  Dr.  Schiff, 
Dr.  Reuling,  Dr.  Winslow,  Dr.  Flood,  Dr.  Moore, 
and  Dr.  Harold  F.  Brown. 

“In  the  other  class  which  was  elected  May  2, 
1951,  for  the  years  1952  and  1953,  Dr.  Peter  J. 
Di  Natale  would  similarly  be  moved  from  delegate  to 
first  alternate,  leaving  as  delegates  Dr.  Kenney,  Dr. 
Masterson,  Dr.  Dattelbaum,  Dr.  Murray,  Dr. 
Ivosmak,  Dr.  Aaron,  Dr.  Azzari,  Dr.  Wentworth,  Dr. 
d’Angelo,  and  Dr.  McGoldrick.” 

After  discussion,  approval  was  voted. 
Communications. — 1.  Correspondence  with  Dr. 

Bartholomew  J.  Dutto,  secretary  of  the  Medical 
Society  of  the  County  of  Ulster,  regarding  excusing 
payment  of  .American  Medical  Association  dues  of 
Dr.  David  Wainapel. 

2.  Letter  of  January  31,  1952,  from  Dr.  Herbert 
S.  Ogden,  secretary  of  the  Medical  Society  of  the 
County  of  New  York: 

“At  the  stated  meeting  of  the  Medical  Society 
of  the  County  of  New  York  held  January  28, 
1952,  the  following  recommendation  was  ap- 
proved : 

‘The  Committee  on  Medical  Economics  recom- 
mends to  the  Comitia  Minora  that  a memoran- 
dum be  sent  to  the  Board  of  Health  stressing  the 
fact  that  blood  groupings  and  Rh  typings 
should  be  performed  by  hospitals  and  private 
laboratories  in  cases  where  the  patient  is  able 
to  pay.  It  is  further  recommended  that  this 
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Society  introduce  a resolution  to  the  Medical 
Society  of  the  State  of  New  York  emphasizing 
this  stand.’  ” 

3.  Letter  from  Mrs.  A.  F.  R.  Andresen,  treasurer 
of  Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Kings,  enclosing  check  for  $25  for  the 
American  Medical  Education  Foundation,  and  Dr. 
Anderton’s  acknowledgment. 

4.  Letter  from  Mr.  John  F.  McCormack,  vice- 
president  and  secretary  of  United  Medical  Service. 

“Dr.  John  J.  Masterson,  chairman  of  the  United 
Medical  Service  nominating  committee,  has  re- 
quested me  to  present  to  you,  for  consideration  by 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York,  the  names  of  the  following  proposed 
physician  candidates  for  membership  on  the 
United  Medical  Service  Board  of  Directors: 

John  B.  D’Albora,  M.D.,  27  Eighth  Avenue, 
Brooklyn 

Chester  0.  Davison,  M.D.,  Vassar  Brothers 
Hospital,  Poughkeepsie 

John  J.  H.  Keating,  M.D.,  103  East  75th  Street, 
New  York  City 

Milton  S.  Lloyd,  M.D.,  667  Madison  Avenue, 
New  York  City 

“At  your  convenience,  please  advise  me  of  the  ac- 
tion taken  by  the  Council.” 

The  Council  voted  approval  of  the  names  sub- 
mitted. 

5.  Letter  from  Dr.  Albert  F.  R.  Andresen,  former 
speaker  of  the  House  of  Delegates,  asking  that  the 
Society  offer  a gold  medal  for  one  person  selected 
from  each  graduating  class  of  the  course  in  executive 
assistant  (medical)  which  is  given  by  the  Institute  of 
Applied  Arts  and  Sciences  of  the  State  University  of 
New  York.  He  stated  that  the  bar  and  dental  as- 
sociations had  recently  contributed  medals  for 
similar  courses  in  their  fields  and  that  he  had  re- 
ceived an  estimate  that  such  a medal  would  cost 
$5.00. 

After  discussion,  it  was  voted  that  the  matter  be 
referred  to  the  Committee  on  Scientific  Awards. 

6.  Letter  dated  January  18,  1952,  from  Oregon 
State  Medical  Society,  stating  that  the  society  “is 
protesting  to  Oregon’s  Congressional  delegation  the 
announced  policy  of  the  Department  of  Defense  to 
fill  the  commissioned  medical  needs  of  the  Armed 
Forces  from  those  who  have  ‘volunteered’  through 
the  acceptance  of  reserve  commissions.”  They  re- 
gard this  as  “a  misapplication  of  the  Universal 
Military  Training  and  Service  Act,  as  amended 
June  19, 1951.” 

They  state  that,  under  the  act,  the  group  of  men 
who  were  deferred  during  World  War  II  or  who  were 
participants  in  a specialized  training  program  and 
consequently  served  for  ninety  days  or  less  on  active 
duty,  are  subject  to  first  call  in  order  to  their  age, 
beginning  with  the  youngest.  Acceptance  of  re- 
serve commissions  has  occurred  among  the  older  men 
of  this  group  as  well  as  among  the  younger.  Ap- 
plication of  the  department  ruling  would  therefore 
change  the  order  for  calling  men  in  the  group. 

The  Oregon  State  Medical  Society  urges  that  we 
ask  for  intervention  by  representatives  and  senators 
from  this  State  to  change  the  ruling. 

It  was  voted  to  refer  the  matter  to  the  Advisory 
Committee  to  Selective  Service,  Dr.  A.  H.  Aaron, 
chairman. 

7.  Letter  from  Mr.  George  Roberts,  of  the 
Committee  for  Retirement  Benefits,  requesting  that 
our  Society  nominate  a representative  for  the  in- 


formal coordinating  committee  which  is  to  steer  the 
work  of  this  committee.  Dr.  Harold  B.  Smith  has 
been  nominated  for  this  position  by  the  president  as 
he  attended  the  organization  meeting  of  the  Com- 
mittee for  Retirement  Benefits. 

The  Council  approved. 

8.  Letter  from  Dr.  Creighton  Barker,  secretary 
of  the  Connecticut  State  Medical  Society,  inviting 
the  Medical  Society  of  the  State  of  New  York  to 
send  one  or  two  representatives  to  the  annual  meet- 
ing of  that  society,  April  29  to  May  1,  1952. 

The  president  was  empowered  to  select  these 

representatives. 

Dr.  Anderton  stated  he  had  written  to  the  medical 
societies  of  Vermont,  New  Jersey,  Pennsylvania,  and 
Connecticut  notifying  them  of  our  Annual  Meeting 
and  inviting  them  to  send  delegates  to  it,  in  ac- 
cordance with  custom. 

9.  Letter  from  Dr.  Harold  Jacobziner,  director 
of  the  Bureau  of  Child  Health,  Department  of 
Health  of  the  City  of  New  York,  to  Dr.  Kenney, 
February  1,  1952: 

“We  are  planning  a study  on  the  incidence  of 
retrolental  fibroplasia  in  the  near  future.  This 
study  will  confine  itself  to  the  years  1948  and 
1949,  the  same  years  covered  by  Dr.  Schlesinger 
in  his  study  on  upstate  New  York. 

“Prior  to  Dr.  Schlesinger’s  study,  an  editorial 
was  published  in  the  New  York  State  Journal 
of  Medicine,  April,  1950,  relating  to  this  study. 
Should  this  editorial  be  reprinted?  And  may  we 
state  in  our  questionnaire  to  physicians  that  our 
study  is  being  conducted  in  cooperation  with  the 
Medical  Society  of  the  State  of  New  York?” 

This  was  referred  to  Dr.  Curphey,  who  replied  on 
February  7,  1952,  that  Dr.  Schlesinger,  director  of 
the  Maternal  and  Child  Health  Bureau  of  the  New 
York  State  Department  of  Health,  had  furnished 
Dr.  Jacobziner  with  samples  of  the  letters  and  ques- 
tionnaires used  in  the  upstate  study.  Dr.  Schlesinger 
had  informed  Dr.  Curphey  that  he  favors  such  a 
study  and  sees  no  reason  why  the  Medical  Society 
of  the  State  of  New  York  should  not  support  it.  Dr. 
Curphey  stated  he  would  furnish  the  Journal  with 
figures  which  could  be  used  should  it  be  decided  to 
publish  an  editorial  on  this  subject. 

The  Council  voted  to  approve  this  research  being 
conducted  by  the  New  York  City  Health  Depart- 
ment and  to  publish  an  editorial  on  the  subject 
in  the  New  York  State  Journal  of  Medicine. 

10.  Letter  from  Dr.  Frank  C.  Meyer,  secretary, 
medical  staff  of  the  Albert  Lindley  Lee  Memorial 
Hospital,  Fulton,  New  York,  February  11,  1952: 

“The  medical  staff  of  the  A.  L.  Lee  Memorial 
Hospital,  in  consultation  with  the  health  officer 
of  the  City  of  Fulton,  has  under  consideration  the 
fluoridation  of  the  local  water  supply. 

“Many  members  of  the  staff  feel  that  the  pos- 
sible dangers  of  prolonged  ingestion  of  fluorides 
have  not  been  definitely  established.  We  would 
appreciate  the  opinion  of  the  Society  as  to  the 
advisability  of  undertaking  a program  of  fluorida- 
tion at  this  time.” 

After  discussion,  it  was  voted  that  the  Medical 
Society  of  the  State  of  New  York  go  on  record  as 
supporting  and  favoring  the  fluoridation  of  water 
in  the  State  for  the  purpose  of  the  prevention  of 
dental  caries. 

It  was  voted  that  the  secretary  be  instructed  to 
inform  Dr.  Meyer. 
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11.  Letter  from  Martin  & Clearwater,  February 
8,  1952,  regarding  income  tax  deductions  for  re- 
fresher courses  was  discussed  and  tabled. 

The  Treasurer’ s report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  Joseph  A.  Geis,  chairman,  re- 
ported as  follows: 

“We  have  attempted  to  carry  out  the  requests  of 
the  Council  on  the  introduction  of  bills.  However, 
there  are  a few  of  them  that  we  have  not  yet  had  a 
chance  to  have  introduced.  The  Panken  Bill,  in 
which  Kings  County  is  very  much  interested,  was 
introduced  by  Senator  Panken.  We  are  backing 
it. 

“This  morning  in  Albany  there  is  a hearing  on  the 
Metcalf-Hatch  Bill,  on  research  animals.  Due  to  the 
fact  that  both  Dr.  Smith  and  I had  to  be  here,  we 
have  requested  the  chairman  of  the  Albany  County 
Medical  Society  legislation  committee  to  represent 
the  State  Society.  We  have  a reasonable  hope  for 
that  bill  to  go  through. 

“Arrangements  have  been  made  for  our  meeting 
of  the  county  society  chairmen  of  legislation  com- 
mittees to  be  held  in  Albany  at  ten  o’clock  next 
Thursday  morning.  At  that  time  all  bills  that  are  on 
the  agenda  will  be  discussed.  Dr.  Smith  has  been 
sending  out  reports  of  bills  that  are  introduced.  At 
present  our  main  concern  is  watchful  waiting  until 
any  of  these  bills  come  up  before  committees.  Dr. 
Smith  agrees  with  me  thoroughly  that  it  is  not  the 
responsibility  of  either  your  Executive  Officer  or 
your  chairman  of  the  State  Society  legislation  com- 
mittee to  contact  directly  any  of  the  senators  or  as- 
semblymen in  Albany.  We  feel  that  should  be  done 
by  the  chairmen  of  the  different  county  society  com- 
mittees because  legislators  are  more  apt  to  pay  at- 
tention to  doctors  in  their  own  district,  the  men 
whose  votes  elect  them,  rather  than  us  working  at 
the  center. 

“There  is  a resolution  in  the  agenda  of  this  meet- 
ing. I move  its  adoption.  It  reads  as  follows: 

“Whereas,  alcoholism  contributes  to  mental 
and  physical  disease,  danger  on  the  roads  and  in 
the  factories,  family  discord,  and  violations  of  the 
law,  economic  loss,  and  impairment  of  the  na- 
tional defense;  and 

“Whereas,  alcoholism,  in  reality,  is  a disease 
which  in  many  instances  can  be  treated  success- 
fully to  the  extent  that  the  alcoholic  can  be  re- 
habilitated to  a helpful,  useful,  and  harmonious 
way  of  life;  and 

“Whereas,  there  is  a need  for  the  continuation, 
development,  and  extension  of  the  present  re- 
search and  clinical  programs  with  respect  to  re- 
habilitation of  alcoholics  now  being  conducted  in 
the  State  of  New  York;  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  favors  action  by  the  State 
government  to  make  available  to  reclaimable 
chronic  alcoholics  in  the  several  areas  of  the 
State,  including  the  metropolitan  area,  effective 
information  and  rehabilitation  centers,  preferably 
connected  with  university  hospital  medical 
schools;  and  favors  study  and  recommendations 
by  a qualified  government  agency,  aided  by  legal 
and  medical  advisers,  of  the  facilities  and  statutory 
revisions  necessary  to  the  proper  custody  and 
treatment  of  intractable  alcoholics;  and  urges 
adequate  appropriations  to  effectuate  the  fore- 
going purposes;  and  be  it  further 

“Resolved,  that  the  Mitchell-TenEyck  bill 


(Senate  and  Assembly  Introductory  and  Print 
Number  3),  being  consistent  with  the  foregoing 
program  and  intended  to  give  it  effect,  is  ap- 
proved, and  its  enactment  is  urged ; and  be  it  fur- 
ther 

“ Resolved , that  copies  of  this  resolution  be 
sent  to  the  Governor  and  members  of  the  State 
Legislature.” 

It  was  voted  to  approve  the  resolution. 

Dr.  Geis  continued:  “The  chiropractic  bill  was  in- 
troduced last  week  in  both  houses.  It  is  a little  dif- 
ferent from  other  years.” 

At  this  point  Dr.  Kenney  stated  he  had  invited 
Dr.  Aaron  Kottler  of  Kings  County,  member  of  our 
legislation  committee  and  chairman  of  the  legislation 
committee  of  the  five  county  medical  societies  Co- 
ordinating Council,  to  address  the  Council.  Dr. 
Kottler  spoke  on  the  Metcalf-Hatch  bill,  the  Panken 
bill,  and  the  chiropractic  bill. 

There  was  discussion  by  Dr.  Kenney,  Dr.  Givan, 
Dr.  Winslow,  and  Dr.  Geis.  All  agreed  everything 
possible  should  be  done  to  combat  the  chiropractic 
bill  and  support  the  Panken  and  Metcalf-Hatch 
bills. 

Executive  Officer. — Dr.  Harold  B.  Smith  stated 
that  we  can  take  effective  measures  in  respect  to 
only  a few,  possibly  three  or  four,  bills  in  one  legisla- 
tive session.  When  the  Albany  office  advocate^ 
pushing  or  not  pushing  a bill,  this  is  done  not  in  dis- 
regard of  the  will  of  the  Council  or  of  the  House  of 
Delegates  but  to  effectuate  the  major  aims  of  those 
bodies. 

He  expressed  the  opinion  that  sending  a large  del- 
egation to  Albany  in  support  of  the  Panken  bill,  as 
suggested,  or  any  other  bill,  would  not  have  a great 
effect  on  the  legislature.  He  preferred  the  Hughes 
bill  over  the  Panken  bill  because  it  is  moderate,  is  a 
stepping  stone  in  the  right  direction,  and  has  the 
greater  chance  of  being  passed.  He  stated,  however, 
“If  the  Council  desires  that  the  Panken  bill  take 
precedence  over  the  Hughes  bill  in  our  efforts  to 
gain  enactment,  I wish  they  would  give  me  a clear 
directive  about  it.” 

He  stated  that  the  chiropractic  bill  has  reached  a 
point  where  we  must  take  definite  action  and  that 
Mr.  Beasley,  counsel,  recommends  passage  by  the 
Council  of  a resolution  opposing  the  chiropractic  bill, 
setting  forth  the  objections  to  any  chiropractic 
bill,  showing  the  fallacy  of  the  statement  that  this 
bill  is  one  to  eliminate  the  introduction  of  “incom- 
petent chiropractors”  in  this  State,  and  pointing 
out  that  control  of  the  illegal  practice  of  medicine 
would  be  best  effected  by  passage  of  an  injunction 
bill.  He  asked  permission  to  call  out  the  names 
and  addresses  of  the  Regents  and  suggested  that 
Council  members,  located  in  their  areas,  ask  their 
county  legislation  committee  chairmen  to  make 
early  contact  with  these  Regents  with  respect  to  the 
chiropractic  bill. 

He  reported  that  the  chairman  of  the  joint  com- 
mittee on  motor  vehicle  problems  had  no  sympathy 
with  the  bill  relating  to  blood  alcohol  tests  primarily 
because  it  is  unconstitutional.  Dr.  Smith  is  at- 
tempting to  persuade  that  committee  to  submit  a 
bill  on  the  subject. 

He  asked  what  action  the  Council  wished  to  take 
with  respect  to  the  bill  reintroduced  this  year  by 
Senator  Friedman. 

He  stated  that  he  and  Mr.  Beasley  contact  the 
legislators  in  Albany,  that  Mr.  Beasley  “is  very  ef- 
fective on  matters  such  as  getting  bills  out  of  com- 
mittee and  the  general  tactical  situation  in  the 
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capital,”  but  that  it  is  even  more  important  to  con- 
tact legislators  at  the  local  level. 

He  again  asked  for  a resolution  opposing  the 
chiropractic  bill  and  for  consideration  of  the  problem 
“of  immediately  contacting  the  Regents  to  oppose 
the  chiropractic  bill.” 

Dr.  Geis  presented  the  following  resolution: 
Whereas,  chiropractic  has  been  proved  unscien- 
tific in  its  theories;  and 

Whereas,  the  present  bill  licensing  chiropractors 
is  a definite  lowering  of  the  standards  of  medical  care 
education;  therefore,  be  it 

Resolved,  that  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  reaffirm  its  stand  in  the 
protection  of  public  health  and  in  favor  of  good 
medical  care;  and  be  it  further 

Resolved,  that  with  these  views  in  mind  we  are 
definitely  opposed  to  the  present  bill  Assembly  In- 
troductory [Number  1731  (Milmoe),  Senate  Introduc- 
tory Number  1477  (Seelye). 

The  Council  voted  to  approve  this  resolution. 

It  was  voted  that  the  President  be  designated  to 
select  a special  committee  of  high  ranking  men  of 
the  State  Society  to  confer  with  the  public  educa- 
tion committee  of  the  Legislature  on  the  chiro- 
practic bill. 

It  was  voted  that  the  report  of  the  legislation  com- 
mittee as  amended  be  adopted. 

• Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  reported  that  the  committee 
had  under  consideration  the  new  constitutions  and 
bylaws  of  the  First  District  Branch,  Greene  County, 
Ontario  County,  and  Chenango  County.  He  also 
stated  that  the  committee’s  recommendations  re- 
garding all  of  the  proposed  amendments  to  the  Con- 
stitution and  Bylaws  of  this  Society  were  included  in 
its  report  to  the  House  of  Delegates. 

It  was  voted  that  the  proposed  amendments  to  the 
Constitution  and  Bylaws,  together  with  the  rec- 
ommendations of  the  committee,  be  circulated  in 
the  agenda  of  the  March  meeting. 

Convention. — Dr.  Thurman  B.  Givan,  chairman, 
stated  that  Dr.  Beverly  Chew  Smith,  chairman  of  the 
Scientific  Exhibits  Subcommittee,  reported  that 
more  exhibits  have  come  in  this  year  than  ever  be- 
fore and  that  the  program  was  coming  along  very 
satisfactorily. 

Economics. — Dr.  Renato  J.  Azzari,  chairman, 
stated : 

“The  report  of  the  Economics  Committee,  includ- 
ing the  Bureau  of  Medical  Care  Insurance,  is  as  fol- 
lows, and  it  details  the  activities  of  the  director,  Mr. 
Farrell.  No  report  having  been  presented  at  the 
January  Council  meeting,  your  director  reports  on 
his  activities  since  December  6,  1951. 

“On  that  date  he  spoke  before  the  senior  medical 
students  of  Syracuse  University  College  of  Medicine 
on  ‘Economics  in  Medicine,’  for  the  sLxth  consecu- 
tive year. 

“On  January  8,  1952,  Mr.  Farrell  met  Dr. 
d’Angelo  and  Mr.  William  Martin,  counsel,  in  the 
Society  office  to  discuss  recommended  changes  by 
the  Subcommittee  on  Medical  Expense  Insurance 
in  the  ‘Standards  for  Approval.’  The  following 
day  your  director  spoke  before  the  Medical  Society 
of  the  County  of  Rensselaer  and  outlined  to  what 
extent  doctors’  incomes  are  affected  by  different 
types  of  insured  patients  through  voluntary  and 
commercial  insurance  plans. 

“On  January  31,  1952,  as  a member  of  the  special 
committee  appointed  by  Dr.  Kenney  to  meet  Sena- 
tor Metcalf,  Mr.  Farrell  attended  a meeting  at  the 


Seneca  Hotel,  Rochester.  It  was  agreed  that  Mr. 
Farrell  meet  Senator  Metcalf  on  February  5,  1952, 
to  assist  in  drafting  a resolution  which  Senator  Met- 
calf was  desirous  of  having  presented  to  the  Council 
at  its  February  14,  1952,  meeting.  At  the  meeting 
on  February  5,  held  in  Albany,  Mr.  Farrell,  Dr. 
Harold  Smith,  executive  officer,  and  Senator  Met- 
calf drafted  the  following  proposed  resolution: 

“Whereas,  in  the  State  of  New  York,  there  are 
presently  an  estimated  10,000,000  men,  women, 
and  children  covered  by  voluntary  hospitalization 
plans  and  7,500,000  by  voluntary  surgical  and 
medical  plans;  and 

“Whereas,  in  the  State  of  New  York,  there  are 
approximately  15,000,000  men,  women,  and 
children  according  to  the  1950  census;  and 

“Whereas,  in  the  State  of  New  York,  there  are 
approximately  5,000,000  men,  women,  and 
children  not  covered  by  any  voluntary  plan  of 
insurance  whose  status  in  relation  to  health  in- 
surance coverage  is  undetermined;  now  there- 
fore be  it 

“ Resolved  (if  the  Assembly  concur),  that  a com- 
mission to  be  known  as  the  Commission  to  Study 
Health  Insurance  Coverage  in  New  York  State, 
be  and  it  hereby  is  created,  to  make  a thorough 
and  comprehensive  study  with  respect  to  the 
number  of  people  not  covered,  by  occupational 
group,  age  group,  with  regards  to  territory  and 
those  ineligible  due  to  receiving  assistance  in 
State  institutions  or  where  hospital  and/or  medi- 
cal-surgical care  is  provided  under  State  or  Fed- 
eral law,  and  the  possibility  with  legislative  recom- 
mendations of  extending  said  coverage;  and  be  it 
further 

“Resolved  (if  the  Assembly  concur),  that  such 
commission  shall  consist  of  three  members  of  the 
Senate  to  be  appointed  by  the  temporary  president 
thereof,  and  three  members  of  the  Assembly  to  be 
appointed  by  the  speaker  thereof ; and  two  rep- 
resentatives from  the  medical  profession,  two 
hospital  administrators,  two  from  health  insur- 
ance companies,  two  industrialists,  two  from 
organized  labor,  two  from  agriculture,  and  two 
representing  the  consumer,  all  to  be  appointed 
by  the  Governor  with  the  consent  of  the  Senate; 
and  be  it  further 

“Resolved  (if  the  Assembly  concur),  that  such 
commission  shall  organize  by  the  selection  from  its 
number  of  a chairman,  a vice-chairman,  and  a 
secretary,  and  shall  employ  and  may  remove  at 
pleasure  counsel  and  other  employes  and  assist- 
ants as  may  be  necessary  and  fix  their  compensa- 
tion within  the  amounts  made  available  therefor 
herein.  Any  vacancy  in  the  membership  of  the 
commission  shall  be  filled  by  the  officer  authorized 
to  make  the  original  appointment.  The  members 
of  the  commission  shall  serve  without  compensa- 
tion for  their  services  but  shall  be  entitled  to  their 
actual  expenses  incurred  in  the  performance  of 
their  duties.  Such  commission  may  sit  at  any 
place  within  the  State,  and  in  such  place  or  places 
without  the  State  as  it  may  determine  to  conduct 
its  labors,  and  it  may  hold  either  private  or  pub- 
lic hearings.  Such  commission  shall  have  power 
to  subpoena  witnesses,  take  testimony  and  com- 
pel the  production  of  books,  papers,  documents, 
and  other  evidence,  and  it  shall  have  generally 
all  the  powers  of  a legislative  committee  as  pro- 
vided by  the  Legislative  Law.  Such  commission 
shall  request  and  shall  receive  from  all  public  of- 
ficers, departments,  and  agencies  of  the  State 
and  its  political  subdivisions  such  assistance  and 
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data  as  will  enable  it  properly  to  consummate  its 
investigation;  and  be  it  further 

“Resolved  (if  the  Assembly  concur),  that  the 
commission  shall  report  to  the  Legislature  on  or 
before  February  15,  1953,  the  results  of  its  study 
and  investigation  and  shall  submit  with  its  report 
such  legislative  proposals  as  it  deems  necessary  to 
make  its  recommendations  effective;  and  be  it 
further 

“Resolved  (if  the  Assembly  concur),  that  the 
sum  of  twenty-five  thousand  dollars  ($25,000),  or 
so  much  thereof  as  may  be  necessary,  is  hereby 
appropriated  from  the  Legislative  Contingent 
Fund  and  made  immediately  available  to  meet  the 
expenses  of  such  commission,  payable  after 
audit  and  upon  the  warrant  of  the  Comptroller  on 
vouchers  certified  or  approved  by  the  chairman  of 
the  commission  in  the  manner  provided  by  law.” 

After  a thorough  discussion,  the  Council  voted  to 
refer  it  to  the  Economics  Committee  for  further 
study,  and  Dr.  Wertz  was  instructed  to  contact 
Senator  Metcalf  and  tell  him  of  this  action  and 
inform  him  of  the  availability  of  the  facts  he  is 
seeking. 

Dr.  Azzari  described  a pamphlet,  “More  Power 
from  Niagara,”  published  by  the  electric  powrer 
companies  of  this  State,  which  deals  with  the  pos- 
sibilities of  private  development  of  additional  elec- 
tric power  from  the  Niagara  River.  He  transmit- 
ted a recommendation  of  the  committee  that  an 
editorial  on  the  subject  be  published  in  the  New 
York  State  Journal  of  Medicine.  Such  an 
editorial  had  been  written  by  Dr.  John  F.  Kelley 
and  had  already  appeared  in  the  Bulletin  of  the 
Utica  Academy  of  Medicine  and  the  Medical 
Societies  of  the  Counties  of  Oneida,  Herkimer,  and 
Madison.  He  stated  that,  in  Mr.  Martin’s  opinion, 
there  are  no  legal  difficulties  that  would  result  from 
the  publication  of  such  an  article.  Dr.  Azzari  read 
the  editorial  at  the  request  of  the  president. 

After  discussion,  the  Council  voted  not  to  publish 
the  editorial. 

Public  Medical  Care. — Dr.  Denver  M.  Vickers, 
chairman,  reported:  “We  have  had  correspondence 
with  Fulton  County,  who  are  asking  about  the  pay- 
ments of  doctors  for  hospital  care  of  welfare  patients. 
I have  brought  the  facts  to  their  attention,  and  it 
requires  no  action.” 

Emergency  Preparedness. — Dr.  John  J.  Master- 
son,  chairman,  reported: 

“Our  committee  met  members  of  the  Medical 
Advisory  Committee  and  representatives  of  the 
State  Health  Department  yesterday.  Four  mat- 
ters were  taken  up: 

“1.  Report  on  the  development  of  medical  con- 
trol center  procedures.  Several  exercises  were  held 
throughout  the  State  which  from  the  viewpoint  of 
the  State  Health  Department  and  the  Civil  De- 
fense Organization  were  unsatisfactory,  and  they 
are  going  to  have  an  exercise  in  Syracuse  on  March 
5,  which  we  will  report  later. 

“2.  The  next  matter  considered  was  develop- 
ments in  physician  recruitment  since  the  meeting  of 
the  county  medical  society  representatives  on 
November  1.  I am  very  happy  to  say  there  has 
been  a considerable  improvement  in  the  number  of 
physicians  enrolling  throughout  the  State,  but  in 
some  parts  of  the  State  the  recruitment  is  not  good, 
so  Dr.  Winslow  very  graciously  said  he  would  in- 
struct the  field  representatives  to  contact  the  var- 
ious counties  where  the  enrollment  is  below  par. 


“3.  There  was  also  a very  important  report  on 
the  blood  services  training  program.  We  feel  that 
after  they  have  had  various  exercises,  we  w'ill  be  in  a 
good  position  in  the  event  of  a disaster  to  secure 
blood  promptly. 

“4.  Finally,  Dr.  Ingraham,  who  is  taking  the 
place  of  Commissioner  Hilleboe,  told  us  about  the 
supplies  being  purchased  and  where  they  vrill  be 
stored. 

“Another  matter  was  about  supplying  physicians 
with  civil  defense  literature  to  be  placed  in  their 
waiting  rooms.  That  matter  will  be  considered  at 
the  next  meeting  of  our  committee.” 

Finance. — Dr.  Maurice  J.  Dattelbaum,  chairman, 
submitted  revised  budgets  for  Public  Relations, 
Woman’s  Auxiliary,  and  the  History  Committee. 

It  was  voted  to  recommend  approval  by  the  Board 
of  Trustees  of  the  resubmitted  budget  covering 
Woman’s  Auxiliary  expenses,  which  contained 
certain  sums  transferred  from  the  Public  Relations 
budget. 

It  was  voted  that  the  budget  submitted  by  Dr. 
Frederic  D.  Zeman,  chairman  of  the  Committee 
on  the  History  of  the  Medical  Society  of  the  State 
of  New  York,  be  referred  back  to  the  committee 
for  further  clarification. 

Hospital  and  Professional  Relations. — Dr.  Harold 
F.  Brown,  chairman,  reported: 

“I  want  to  report  on  a survey  among  county 
societies.  A majority  of  counties  have  not  yet  re- 
ported. The  survey  is  an  attempt  to  find  out  what 
they  have  done  in  response  to  a letter  from  our 
secretary  about  a year  ago  as  to  whether  the  county 
societies  have  formed  a committee  on  hospital  and 
professional  relations  and,  if  not,  whether  they  ex- 
pect to  do  so  and  what  they  have  accomplished,  also 
what  difficulties  they  are  meeting.  Seventy  per 
cent  of  the  counties  have  not  created  such  a com- 
mittee. 

“I  want  to  report  to  you  that  we  have  an  addi- 
tional unofficial  member  of  our  committee.  At  the 
suggestion  of  the  President  we  have  invited  Dr. 
Garlan,  head  of  the  general  practice  group,  to  attend 
our  meetings. 

“Several  things  came  before  our  committee  in  an 
informal  way  dealing  with  abuses  that  exist  in  some 
hospitals,  and  especially  a certain  hospital  in 
greater  New  York.  We  will  not  consider  problems 
unless  they  come  to  us  through  authoritative  sources 
such  as  a county  society. 

“I  also  would  like  to  mention  that  our  report 
which  was  submitted  to  the  House  of  Delegates  last 
year  has  been  tailored  to  fit  modifications  made  by 
the  American  Medical  Association  at  their  Los 
Angeles  convention.  If  there  is  no  objection,  we 
will  resubmit  it  to  the  House  of  Delegates  at  the 
1952  meeting.” 

It  was  voted  to  adopt  the  report. 

Medical  Licensure  and  Medical  Service. — Dr. 

Leo  E.  Gibson,  chairman,  reported  that  the  Hospital 
Association  of  New  York  State,  the  Greater  New 
York  Hospital  Association,  and  the  New  York  State 
Department  of  Education  wished  the  backing  of  the 
Medical  Society  of  the  State  of  New  York  in  re- 
questing the  legislature  to  postpone  until  July  1, 
1953,  the  enforcement  of  a portion  of  paragraph 
1(b)  of  Section  6512  of  the  Education  Law.  This 
passage  provides  that  interns  and  residents  must  be 
graduates  of  medical  colleges  approved  by  the 
Education  Department.  This  provision  was  to 
have  become  effective  July  1,  1949,  but  its  enforce- 
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ment  was  postponed  from  year  to  year  because  of  a 
shortage  of  interns.  The  committee  recommended 
approval  of  such  postponement  and  of  the  appoint- 
ment of  a committee  to  study  “the  application  of 
this  law  and  to  suggest  qualifications  which  will  in- 
sure proper  supply  of  interns  without  diminishing 
our  high  standards  of  education.”  This  committee 
would  consist  of  representatives  of  the  Hospital 
Association  of  New  York  State,  the  Greater  New 
York  Hospital  Association,  the  Medical  Society  of 
the  State  of  New  York,  and  the  New  York  State 
Department  of  Education. 

The  Council  voted  approval  of  this  portion  of  the 
report  and  instructed  the  secretary  to  send  a 
telegram  to  Dr.  Charles  A.  Brind,  counsel  to  the 
New  York  State  Department  of  Education,  urg- 
ing suspension  until  July  1,  1953,  of  the  portion  of 
the  Education  Law  referred  to  above. 

Dr.  Gibson  described  the  case  of  a resident  phy- 
sician who  protested  the  payment  of  registration 
fees  for  two  years  with  penalties  for  delayed  regis- 
tration incurred  because  he  did  not  know  such  a fee 
was  obligatory  while  he  was  a house  officer.  He 
cited  Section  6510  of  the  Education  Law  requiring 
registration  of  interns  and  residents  as  well  as 
other  physicians.  Dr.  Anderton  had  written,  ex- 
plaining how  he  might  obtain  cancellation  and  re- 
fund of  the  fine  under  the  provisions  of  Section  6510, 
paragraph  7 of  the  law.  The  letter  suggested: 

“His  plea  might  be  based  upon  the  fact  that  dur- 
ing the  registration  period,  1949,  1950,  and  1951,  he 
was  not  in  the  private  practice  of  medicine  and  his 
earnings  consisted  in  board  and  lodging  and  such 
salaries  as  he  received,  if  such  is  the  case.  He 
might  enumerate  any  dependents  which  he  had  and 
should  also  state  that  he  had  no  other  source  of  in- 
come, if  such  is  true.  He  could  also  send  a copy  of 
his  petition  to  his  State  senator  and  assemblyman 
with  a request  that  they  actively  interest  them- 
selves in  his  case.” 

Dr.  Gibson  moved  that  this  letter  be  accepted  as  a 
disposition  of  the  matter. 

The  Council  voted  approval. 

Dr.  Gibson  then  stated  that  the  New  York  State 
Department  of  Education  had  requested  the  opinion 
of  the  Medical  Society  of  the  State  of  New  York  as 
to  the  advisability  of  publishing  its  professional  ros- 
ters less  frequently.  He  reported  the  opinion  of  the 
committee  that  the  roster  of  physicians  contains  no 
information  not  available  in  the  Medical  Directory 
and  that  there  is  no  objection  to  less  frequent  pub- 
lication. The  committee  recommended  that  the 
secretary  so  write  the  Education  Department. 

This  was  so  voted. 

Dr.  Gibson  reported  poor  attendance  at  the 
A.M.A.  Conference  on  Medical  Service  in  Chicago, 
February  10,  1952,  and  stated: 

“The  morning  session  was  devoted  to  a discus- 
sion of  the  care  of  the  chronically  ill  and  rehabilita- 
tion. The  essayists,  Miss  Marie  Anderson,  of  the 
Social  Service  of  the  City  of  Chicago,  and  Miss 
Mary  Saar,  director  of  Social  Service  in  the  City  of 
Chicago,  stressed  the  statement  that  it  was  im- 
possible for  a welfare  organization  or  any  organiza- 
tions established  by  lay  individuals  to  be  successful 
in  respect  to  the  care  of  the  chronically  ill  without 
excellent  cooperation  with  the  medical  profession. 
They  stated  that  voluntary  organizations  were  bet- 
ter equipped  and  did  better  work  than  the  organiza- 
tions instituted  with  the  aid  and  direction  of  Federal 
agents. 


“The  main  speaker  at  the  luncheon  was  United 
States  Senator  Dirksen  from  Illinois,  a very  excel- 
lent speaker.  His  entire  oration  was  directed  to- 
ward castigation  of  Oscar  Ewing  and  his  associates 
who  are  interested  in  socialized  medicine. 

“The  afternoon  session  was  devoted  to  the  rela- 
tionship of  the  Veterans  Bureau  and  the  care  of  the 
veteran  by  the  medical  profession.  Mr.  Harlan 
Craig,  formerly  commander  of  the  American  Le- 
gion, equally  as  good  a speaker  as  Senator  Dirksen, 
treated  this  topic.” 

It  was  voted  to  adopt  the  report  as  a whole. 

Nursing  Education. — Dr.  Elton  R.  Dickson, 
chairman,  submitted  the  following  report: 

“The  Committee  on  Nursing  Education  played 
host  to  the  Coordinating  Council  on  Nursing  Prob- 
lems at  the  Society’s  offices  on  January  10,  1952. 
There  were  discussions  in  many  mutual  fields  in- 
volving the  medical,  nursing,  and  hospital  associa- 
tions. We  discussed  some  of  the  proposed  legisla- 
tive measures  which  will  be  considered  by  the  State 
legislature  and  the  Federal  government.  It  was 
agreed  that  any  measures  concerning  any  agency  of 
the  council  would  receive  sympathetic  consideration 
if  presented  to  the  legislation  committees  of  other 
participants. 

“It  was  pointed  out  that  the  registered  and  practi- 
cal nurses  are  working  to  solve  their  differences. 

“The  final  matter  considered  was  the  role  to  be 
played  by  the  registered  nurse  in  intravenous  ther- 
apy. Counsel  for  the  nursing  association  stated 
that,  in  his  opinion,  physicians  are  now  protected. 
It  was  suggested  that  in  view  of  new  developments 
and  varying  opinions,  it  is  possible  that  the  Attorney 
General  may  reconsider  his  1941  opinion.  The 
State  Health  Department  may  assist  in  asking  him 
to  reconsider. 

“There  are  no  specific  recommendations  from 
your  committee.” 

It  was  voted  to  approve  the  report. 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  reported  that  the  committee 
met  on  February  13,  1952,  and  that  various  person- 
nel matters  had  been  approved.  He  stated  Dr. 
Anderton  had  reported  that  he  had  made  a survey 
of  the  neighborhood  in  which  the  new  office  is  lo- 
cated. This  survey  included  banks,  restaurants 
hotels,  and  transportation. 

“It  was  moved,  seconded,  and  passed  that  the 
Council  be  requested  to  recommend  to  the  Board  of 
Trustees  that  an  account  be  opened  in  the  Manu- 
facturer’s Trust  Company  because  this  bank  is 
located  at  386  Fourth  Avenue.  The  idea  would  be 
that  it  would  serve  as  a revolving  fund  for  the  pay- 
roll, as  Mr.  Alexander  wishes;  that  is.  if  you  have  an 
account  of  15,000  and  82,000  is  taken  out  some  weeks 
for  payroll  purposes,  it  will  immediately  be  brought 
up  again  to  the  85,000  level.” 

The  Council  voted  to  approve  this  recommenda- 
tion. 

Dr.  Beekman  reported  further: 

“The  request  for  an  age  breakdown  of  New  York 
State  doctors  was  denied  because  we  do  not  have  the 
facilities  for  preparing  such  a tabulation.  A secre- 
tary of  a county  medical  society  wrote  Dr.  Anderton 
asking  for  an  age  breakdown  of  all  of  the  members  of 
the  Medical  Society  of  the  State  of  New  York.  It 
would  have  been  too  difficult  and  costly  to  do. 

“The  committee  approved  the  floor  plan  of  the 
the  new  offices  as  presented  by  the  office  manager. 

“It  was  moved,  seconded,  and  passed  that  the 
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committee  request  the  Council  to  issue  a directive 
to  the  various  departments  to  review  old  records, 
correspondence,  and  papers  now  being  stored,  to  dis- 
card obsolete  material.” 

The  Council  voted  to  request  chairmen  of  the 
various  Council  committees  to  look  into  the  store- 
room situation  and  have  discarded  and  thrown  out 
things  that  are  not  necessary. 

“It  was  voted  by  the  committee  that  all  stationery 
and  envelopes  be  overprinted  with  the  new  address 
rather  than  destroyed.” 

The  report  was  accepted. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  stated  that  he  had  attended  four 
subcommittee  and  committee  meetings  and  had 
arranged  18  postgraduate  lectures  in  nine  counties. 

At  the  January  23  meeting  of  the  Subcommittee  on 
General  Practice  reports  were  given  by  the  chairmen 
of  the  four  study  groups  set  up  at  the  October  28, 
1951  meeting:  (a)  postgraduate  needs  of  the  prac- 
titioner in  urban  areas,  (6)  in  the  rural  areas,  (c) 
role  of  the  medical  school  in  postgraduate  educa- 
tion, and  ( d ) hospital  and  professional  relations  of 
the  general  practitioner. 

The  danger  of  exhausting  patients  by  repeated 
examinations  and  clinical  procedures  in  teaching 
programs  was  discussed.  Dr.  Aaron  suggested  hav- 
ing the  University  of  Buffalo  embark  on  a pilot 
course  of  preceptorships  for  general  practitioners  in 
the  offices  of  part-time  faculty  members. 

In  accordance  with  Dr.  Hilleboe’s  suggestions  at 
the  October  28  meeting  it  was  finally  agreed  that 
there  should  be  two  separate  studies  made:  (1) 

the  future  role  of  the  general  practitioner  in  New 
York  State  and  (2)  postgraduate  education  for  the 
general  practitioner.  Each  study  committee  will 
be  composed  of  representatives  from  the  Medical 
Society  of  the  State  of  New  York,  the  New  York 
State  Academy  of  General  Practice,  and  the  State 
Department  of  Health. 

The  principal  purpose  of  the  meeting  on  January 
23  of  the  Subcommittee  on  Cancer  was  to  discuss  with 
Drs.  Bratt  and  Garland  ways  and  means  of  fostering 
examination  of  patients  for  cancer  in  the  doctor’s 
office,  as  had  been  urged  at  the  October  30  meeting. 

Dr.  Adie  reported  that  he  had  procured  14  ac- 
ceptances to  write  the  articles  on  detection  of  various 
types  of  cancer  for  the  New  York  State  Journal 
of  Medicine.  Dr.  Cameron  has  assigned  an  artist 
to  interview  the  authors.  The  articles  will  be 
printed  so  that  they  may  be  torn  out  of  the  Journal 
for  ready  reference.  It  is  hoped  that  the  following 
year  a different  group  of  authors  will  write  on  the 
treatment  of  these  same  diseases. 

The  meeting  concluded  with  a prolonged  discus- 
sion of  detection  of  cancer  through  mass  examina- 
tions. 

The  principal  recommendation  of  the  Subcom- 
mittee on  School  Health,  developed  in  the  course  of 
its  meeting  on  January  24  in  Syracuse,  was  that  each 
county  medical  society  form  a committee  on  school 
health  and  that  cooperation  be  developed  between 
the  School  Health  Committee,  the  school  adminis- 
trators, and  the  dental  health  group. 

It  was  voted  that  President  Kenney  be  requested 
to  write  to  the  presidents  of  the  county  medical 
societies  to  suggest  the  formation  of  such  commit- 
tees. 

Dr.  Curphey  reported  that  on  March  1 and  2 
officers  of  this  society,  members  of  the  Subcommittee 
on  Blood  Banks,  and  representatives  of  the  district 
branches  would  hold  the  organizational  meeting  for 


a state  association  of  blood  banks.  At  the  meeting 
it  is  proposed  to  establish  a steering  committee  to 
develop  a carefully  planned  agenda,  for  the  prepara- 
tion of  the  constitution  and  bylaws,  and  for  the 
formation  of  subcommittees. 

Dr.  Curphey  stated,  “It  will  entail  the  attendance 
of  about  30  men.  We  estimate  it  will  cost  ap- 
proximately $30  per  man.  For  that  reason,  Mr. 
President,  I recommend  that  the  Council  request 
the  Board  of  Trustees  that  our  committee  be  given  a 
sum  of  $1,000  for  expenses  for  this  organizational 
meeting.  I so  move.” 

The  motion  was  carried. 

Dr.  Curphey  also  reported  as  follows: 

1.  Plans  of  the  New  York  State  4-H  Committee 
to  form  an  advisory  committee  consisting  of  repre- 
sentatives of  the  Medical  Society  of  the  State  of 
New  York,  the  Dental  Society  of  the  State  of  New 
York,  the  New  York  State  Education  Department, 
the  Division  of  School  Health  of  the  New  York  State 
Department  of  Health,  and  other  groups.  The  State 
Society  will  shortly  receive  a written  request  for  a 
nomination  to  this  committee. 

2.  Collaboration  between  the  county  medical 
society  and  the  Bureau  of  Maternal  and  Child 
Health  of  the  State  Health  Department  in  the  in- 
vestigation of  a problem  in  fetal  mortality  in  St. 
Lawrence  County. 

3.  Attendance  of  Dr.  Leonard  Greenburg,  chair- 
man of  the  Subcommittee  on  Industrial  Health,  at 
the  National  Conference  on  Industrial  Health  in 
Pittsburgh,  Pennsylvania,  January  18  and  19. 

Upon  recommendation  of  Dr.  Hiss,  who  attended 
a meeting  of  the  planning  committee  for  the  first 
New  York  State  Heart  Assembly,  Dr.  Curphey  asked 
and  the  Council  voted  that  the  President  be  au- 
thorized to  appoint  a representative  to  the  assembly 
in  Albany,  March  14  and  15,  and  also  that  the 
President  urge  the  president  of  each  county  medi- 
cal society  to  arrange  for  the  establishment  in  his 
society  of  a committee  on  heart  disease  to  work  with 
or  in  any  group  in  the  county,  to  deal  with  cardiac 
problems. 

Reporting  on  a meeting  with  the  State  Health  De- 
partment, held  February  13,  Dr.  Curphey  stated 
that  the  rehabilitation  fee  schedule  as  published  rep- 
resents the  level  of  reimbursement  on  which  the 
State  Health  Department  would  pay  50  per  cent; 
that  is,  it  does  not  in  itself  limit  the  amount  of  fees 
that  the  practitioner  might  charge,  but  it  does  rep- 
resent the  total  on  which  the  State  Health  Depart- 
ment would  pay  50  per  cent.  Fees  for  plastic  sur- 
gery are  not  included  in  the  schedule  but  are  com- 
pleted and  are  awaiting  approval  of  the  Health  De- 
partment. 

A report  on  the  question  of  periodic  health  ex- 
aminations will  be  made'in  two  or  three  months  by  a 
subcommittee. 

It  was  agreed  to  recommend  to  the  Council  first 
considering  as  to  whether  there  was  need  for  de- 
velopment of  a Subcommittee  on  Narcotic  Addic- 
tion; and,  secondly,  if  the  Council  thinks  well  of  it, 
to  recommend  the  appointment  of  such  as  a sub- 
committee to  the  Committee  on  Problems  of 
Alcoholism.  Decision  on  this  was  postponed  until 
it  could  be  fully  discussed. 

Dr.  Curphey  stated  he  had  received  the  assurance 
of  the  State  Health  Department  that  they  would 
consult  this  Society  with  regard  to  legislation  or 
other  action  proposed  on  the  subject  of  laboratory 
licensure. 

The  report  was  adopted  as  a whole. 
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Public  Relations. — Dr.  Floyd  S.  Winslow, 
chairman,  presented  the  following  report: 

Following  instructions  issued  by  the  Council  at 
its  January  meeting,  the  Public  Relations  Bureau 
publicized  the  Council’s  endorsement  of  the  medical 
research-pound  bill.  In  addition  to  releases,  the 
Bureau  published  a front  page  story  in  News  Letter 
urging  support  of  the  bill.  The  Bureau  also  sup- 
plied the  New  York  State  Society  for  Medical  Re- 
search with  copies  of  the  press  release  to  be  placed  in 
the  hands  of  each  member  of  the  Legislature. 

To  support  further  the  Metcalf-IIatch  Bill,  your 
chairman  wrote  to  key  men  throughout  the  State 
asking  them  to  write  to  their  assemblymen  and 
State  senators  urging  passage  of  the  bill. 

Two  projects  begun  previously  were  followed  up. 
One  was  the  request  of  last  July  that  county 
medical  societies  survey  the  reasons  for  nonattend- 
ance at  meetings.  This  requested  societies  that 
had  made  such  surveys  to  report  to  the  Public  Rela- 
tions Bureau  before  March  1,  in  order  that  a State- 
wide report  might  be  drawn  up.  The  second  con- 
cerned the  Council’s  endorsement  of  a plan  to  obtain 
a list  of  approximately  five  per  cent  of  each  county 
medical  society’s  members  who  would  be  willing  to 
act  quickly  in  contacting  legislators  and  other 
groups  whenever  the  necessity  arises. 

In  his  capacity  as  a member  of  the  Advisory 
Committee  to  the  Director  of  the  A.M.A.  Depart- 
ment of  Public  Relations,  Mr.  Miebach  traveled  to 
Chicago  January  21  and  22. 

As  part  of  the  program  of  field  activities,  Mr.  A. 
Carl  Messinger,  field  representative,  attended 
county  medical  society  meetings  in  Allegany, 
Orleans,  Seneca,  and  Yates  Counties.  He  was  also 
instrumental  in  the  setting  up  of  a mediation  com- 
mittee by  the  Seneca  County  Medical  Society. 
Mr.  Townsend  Brown  worked  with  county  medical 
societies  in  the  Fifth  and  Sixth  District  Branches, 
where  he  promoted  contributions  to  the  American 
Medical  Education  Foundation.  He  attended  the 
annual  dinner  of  doctors,  dentists,  and  attorneys  in 
Broome  County.  He  also  continued  his  efforts  to 
secure  articles  to  furnish  the  early  American  doc- 
tor’s office  at  Farmers’  Museum,  Cooperstown. 
Mr.  Thomas  E.  Walsh  visited  eight  county  medical 
societies  in  his  area.  One  of  these  has  agreed  to  fist 
in  the  local  telephone  directory  a number  for  the 
society,  as  recommended  by  the  Council,  while  two 
others  have  set  up  county-wide  publicity  commit- 
tees, with  a physician-representative  of  the  local 
hospital. 

In  addition  to  preparing  copy  for  the  monthly 
issue  of  the  News  Letter,  Mr.  Martin  Tracey  was  in- 
structed to  follow-up  the  letter  sent  out  last  October 
by  your  chairman  and  Dr.  Theodore  J.  Curphey, 
chairman,  Committee  on  Public  Health  and  Edu- 
cation, in  regard  to  lectures  on  medical  economics, 
public  relations,  and  other  subjects  in  medical 
schools,  as  mandated  by  the  House  of  Delegates. 

Dr.  George  Schwartz,  a member  of  the  Commit- 
tee on  Public  Relations,  Mr.  Miebach,  and  Mr. 
Walsh  held  conferences  with  the  president  of  the 
Woman’s  Auxiliary,  Mrs.  Harold  B.  Johnson,  and 
the  Auxiliary’s  public  relations  chairman,  Mrs. 
Isadore  Zadek.  During  these,  machinery  for  the 
health  poster  contest  among  children  of  school  age 
was  discussed. 

At  the  request  of  the  Public  Relations  Department 
of  the  A.M.A.,  150  copies  of  the  “Public  Relations 
Kit  for  County  Medical  Societies”  were  sent  to 
Chicago.  Purpose  was  to  insert  these  kits  in  “PR 
Doctor,”  a compilation  of  public  relations  projects 


mailed  to  medical  societies  throughout  the  country. 
The  kit  included  copies  of  “What  This  Kit  Con- 
tains,” “Telephone  Cues  for  Medical  Personnel,” 
and  “How  to  Write  and  Place  a News  Release.” 

Releases  on  postgraduate  courses  were  distributed 
to  newspapers  in  Kings,  Chemung,  Jefferson,  Mon- 
roe, Ontario,  and  Saratoga  Counties. 

Pursuant  to  a request  from  Dr.  Louis  C.  Jones, 
director,  New  York  State  Historical  Society,  con- 
cerning the  recreation  of  the  early  American  doctor’s 
office  at  the  Farmers’  Museum,  Cooperstown,  all 
field  representatives  were  instructed  to  help  in  secur- 
ing needed  equipment. 

Carrying  on  the  work  of  cooperating  with  Dr. 
Curphey’s  Committee  on  Public  Health  and  Edu- 
cation in  regard  to  the  possible  formation  of  a State 
blood  bank  association,  Mr.  Messinger  interviewed 
doctors  in  Utica  and  Albany. 

Although  the  issue  of  compulsory  health  insurance 
has  been  comparatively  quiet  in  recent  months, 
evidence  that  people  are  aware  of  this  vital  problem 
was  received  by  your  chairman  in  the  form  of  a 
resolution  opposing  socialized  medicine  adopted  by 
the  Self-Insurers  Association.  The  action  of  the 
group,  which  lists  on  its  board  of  managers  repre- 
sentatives from  15  of  America’s  largest  companies, 
was  the  latest  result  of  the  Public  Relations  Bur- 
eau’s campaign  for  endorsements  of  the  medical 
profession’s  opposition  to  compulsory  health  in- 
surance. 

It  was  voted  to  adopt  the  report. 

Publication. — -Dr.  Kosmak,  chairman,  reported: 

“There  was  nothing  done  in  our  meeting  yesterday 
that  would  require  Council  action.  The  annual  re- 
port of  the  Publication  Committee  was  accepted, 
and  I am  very  glad  to  report  that  the  Journal  is  in 
the  black.  However,  the  Directory  is  correspond- 
ingly in  the  red.” 

It  was  voted  to  adopt  the  report. 

Veterans  Administration. — Dr.  Herbert  H.  Bauc- 
kus,  chairman,  submitted  a report,  a copy  of  which 
had  been  mailed  to  Dr.  J.  C.  Harding  of  the  Veterans 
Administration,  Washington,  D.  C. 

He  stated  that  some  physicians  had  given  pre- 
scriptions to  veterans  with  service-connected  dis- 
abilities without  “authorization”  from  the  U.S. 
Veterans  Administration.  Sometimes  this  has  oc- 
curred after  specifically  authorized  number  of  visits 
have  been  completed.  At  other  times,  physicians 
have  occasionally  treated  veterans  without  previous 
authorization.  They  have  collected  no  fees  for 
services  which  are  not  authorized.  The  Veterans 
Administration  is  attempting  to  have  the  physicians 
pay  for  these  prescriptions.  He  sent  a letter  of  pro- 
test to  Dr.  Adrian  G.  Gould,  director  of  the  New 
York  Regional  Office  Clinic  of  the  Veterans  Ad- 
ministration. At  a meeting  of  the  Liaison  Com- 
mittee with  the  U.S.  Veterans  Administration,  the 
following  recommendations  were  made: 

“1.  That  we  negotiate  this  matter  with  Veterans 
Administration. 

“2.  That  the  doctors  in  the  State  be  sent  copies 
of  the  regulation  that  I have  given  to  you  (Ex- 
ceptions to  Approvals  for  Payment);  that  the 
State  Society  prepare  this  material  and  if  possible 
use  franked  envelopes.  Our  State  Journal  last 
September  had  an  article  calling  attention  to  the 
manner  in  which  you  could  write  authorized  pre- 
scriptions. 

“3.  That  letters  be  sent  to  the  doctors  who  have 
received  such  bills  for  prescriptions  advising  them 
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not,  to  pay  until  further  clarification  and  that  doc- 
tors be  notified  when  clarification  is  effected. 

“4.  A motion  by  Dr.  Joseph  Lane  of  Rochester 
that  the  committee  be  on  record  as  opposed  to  in- 
dividual physicians  having  to  pay  for  medication 
which  they  have  prescribed  for  service-connected 
disabilities  in  good  faith.” 

The  Council  voted  to  adopt  the  recommendations 
of  the  committee. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man, reported: 

“I  have  here  some  cards  which  the  Woman’s 
Auxiliary  have  distributed  to  the  county  auxiliaries, 
and  I will  pass  them  around.”  ( Sample  inserted 
with  unabridged  minutes.) 

“I  would  like  to  suggest  to  Dr.  Geis,  of  the  Legis- 
lation Committee,  that  he  consider  having  these 
printed  and  distributed  to  the  members  of  the 
county  medical  societies.  You  see  this  lot  only 
reaches  about  4,000  people,  whereas  the  cards  sent 
to  the  county  society  members  would  be  over 
20,000.  It  is  a listing  of  legislators  in  each  region; 
and  they  could  be  mailed  by  the  county  societies. 

“The  Woman’s  Auxiliary  is  anxious  to  extend  its 
drive  for  nurse  recruitment  and  scholarship  fund. 
During  the  past  five  years  it  has  raised  over  $40,000 
and  financially  assisted  109  young  women  to  attend 
nursing  schools. 

“A  form  letter  has  been  suggested,  to  be  sent  by 
each  county  auxiliary  to  presidents  of  service  clubs 
and  woman’s  groups  in  their  county.  One  para- 
graph reads  as  follows: 

“ ‘The  hospitals  having  schools  of  nursing  in 
New  York  State  report  that  the  current  number  of 
students  is  approximately  50  per  cent  of  their 
capacity  for  training.  For  the  obvious  reasons  of 
nurse  shortage  and  the  need  for  financial  assist- 
ance for  scholarships,  we  bring  this  matter  to  your 
attention  in  the  hope  that  you  will  want  to  pro- 
mote a scholarship  within  your  organization.  If 
you  are  already  committed  to  another  form  of 
social  service,  you  may  want  to  contribute  to  a 
nurse  scholarship  fund  which  is  now  established 
and  which  is  used  to  assist  local  girls  to  a career  of 
nursing.  The  Woman’s  Auxiliary  to  the  Medical 
Society  of  (blank)  County  has  such  a fund  and 
would  welcome  any  contribution  you  would  care 
to  make  for  this  purpose.  Full  credit  and  ac- 
knowledgment will  be  given  all  subscribers.’ 

“I  understand  from  counsel  that  any  such  contri- 
butions, in  order  to  be  listed  as  tax  exempt,  would 
have  to  be  made  to  a corporate  entity,  ‘The  Medical 
Society  of  the  State  of  New  York.’  This  would  en- 
tail setting  up  a separate  bookkeeping  account  in 
this  office.  Does  the  Council  wish  to  authorize  this 
procedure?” 

“My  recommendation  is  we  do  authorize  it.” 
After  discussion  and  consultation  with  Air. 
Thomas  E.  Alexander,  accountant,  it  was  voted  to 
adopt  Dr.  Mott’s  recommendation. 

Workmen’s  Compensation. — Dr.  John  J.  H.  Keat- 
ing, chairman,  submitted  the  following  report: 

At  the  request  of  Dr.  Kenney,  the  director  at- 
tended the  Twelfth  Annual  Congress  on  Industrial 
Health  in  Pittsburgh,  January  17,  18,  and  19,  1952. 
A program  was  prepared  by  the  Medical  Society  of 
the  State  of  Pennsylvania  and  the  American  Acad- 
emy of  Occupational  Medicine  in  conjunction  with 
the  Council  on  Industrial  Health  of  the  American 
Medical  Association. 

The  chairman  of  the  Workmen’s  Compensation 
Committee  of  the  Aledical  Society  of  the  County  of 


Monroe  on  February  1 addressed  a letter  to  this 
office  outlining  steps  to  bring  about  a settlement  of 
differences  between  the  medical  society  and  the 
Corporation  Counsel  of  the  City  of  Rochester. 
The  City  as  a self-insurer  refuses  to  abide  by  pro- 
visions of  the  Workmen’s  Compensation  Law  in  re- 
gard to  arbitration  of  medical  bills  and  payment  of 
specialists  under  the  Workmen’s  Compensation 
Law. 

Despite  numerous  appeals  on  the  part  of  this 
county  medical  society  and  of  our  office,  no  progress 
has  been  made,  and  an  appeal  to  the  chairman  of 
the  Workmen’s  Compensation  Board  has  so  far 
failed  to  resolve  the  issue. 

We  have  requested  the  counsel  and  secretary  of 
the  Workmen’s  Compensation  Board  to  indicate  the 
exact  position  of  the  medical  and  dental  profession 
under  the  provisions  of  Section  3 of  the  Workmen’s 
Compensation  Law  referring  to  hazardous  employ- 
ment. Physicians  and  dentists  under  certain  con- 
ditions may  be  required  to  carry  compensation  in- 
surance for  one  employe  engaged  in  laboratory  or 
technical  work  or  in  assisting  with  x-ray  examina- 
tions or  processing  of  films.  We  have  been  assured 
that  an  early  statement  will  be  forthcoming  indicat- 
ing which  type  of  employment  is  considered  hazard- 
ous. Failure  to  be  covered  would  make  the  em- 
ployer-physician liable  to  a penalty.  As  soon  as  a 
statement  is  received,  it  will  be  communicated  to  the 
profession.  The  State  Dental  Society  has  re- 
quested our  cooperation  in  this  matter. 

Legislation. — With  reference  to  legislation  there 
is  some  question  as  to  whether  the  House  of  Dele- 
gates approved  the  recommendations  contained  in 
our  annual  report  of  last  year. 

It  is  our  opinion  that  it  was  the  sense  of  the 
House  that  certain  bills  be  reintroduced  with  the 
approval  of  the  Council.  It  also  was  our  belief 
that  at  the  last  meeting  of  the  Legislation  Committee 
it  was  agreed  to  reintroduce  these  bills.  We  hope 
the  Council  will  instruct  the  Legislation  Committee 
to  reintroduce  this  legislation.  (See  end  of  report 
for  action.) 

Fees  for  Testimony. — Under  provisions  of  Section 
13-g  of  the  Workmen’s  Compensation  Law  a phy- 
sician whose  testimony  is  required  for  adjudication 
of  a claimant’s  case  is  entitled  to  a fee  set  by  the 
chairman  of  the  Workmen’s  Compensation  Board,  in 
addition  to  a subpoena  fee.  Physicians  may  be  re- 
quested to  appear  on  behalf  of  claimants  who  wish 
to  reopen  a case.  Under  Section  25-a  of  the  Work- 
men’s Compensation  Law,  the  special  fund  for  re- 
opened cases,  a physician  must  seek  his  fee  from  the 
claimant.  The  fee  need  not  be  restricted  to  that 
allowed  under  Section  13-f  but  may  be  the  physi- 
cian’s regular  fee. 

Rehabilitation. — We  have  been  pursuing  the  sub- 
ject of  rehabilitation.  We  believe  the  time  has 
come  to  urge  greater  participation  by  physicians, 
especially  in  minor  injuries  which  occasionally  result 
in  prolonged  disability  and  continued  treatment. 
Nobody  doubts  the  value  of  rehabilitation  in  major 
disabilities,  but  the  modus  operandi  of  bringing 
about  prompt  rehabilitation  in  minor  cases  is  just 
emerging.  We  point  to  a statement  published  in 
the  February  1,  1952,  New  York  State  Journal 
of  AIedicine  by  Dr.  Willis  M.  Weeden,  medical 
director  of  the  Workmen’s  Compensation  Board, 
entitled,  “A  Pilot  Study  in  Rehabilitation.”  We 
point  out  that  in  almost  every  instance  the  full  co- 
operation of  the  attending  physician  has  been  ob- 
tained. Permission  of  the  insurance  carrier  for  pay- 
ment of  necessary  fees  for  evaluation  of  the  pos- 
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sibilities  of  rehabilitation  and  for  the  rehabilitation 
procedures  has  also  been  obtained  in  almost  every 
instance.  The  physician  does  not  relinquish  con- 
trol of  his  patient  and  is  paid  for  periodic  examina- 
tions or  observation. 

Cost  of  Workmen’s  Compensation. — Criticism  has 
been  voiced  in  many  quarters  about  the  high  cost  of 
compensation  in  New  York  State.  Various  reasons 
are  assigned,  including  the  liberality  of  referees  of 
the  Workmen’s  Compensation  Board  and  of  the 
courts  in  construing  the  Workmen’s  Compensation 
Law.  In  some  quarters  the  cost  of  complete  and 
unlimited  medical  care  has  been  adduced  as  a factor. 
At  least  30  million  dollars  a year  are  paid  to  physi- 
cians for  medical  care  in  this  State.  We  are  making 
an  analysis  of  the  various  items  entering  into  the 
cost  of  workmen’s  compensation,  for  the  annual  re- 
port. 

Radiology  Examinations. — A radiologic  examina- 
tion was  held  on  January  29,  1952.  Two  applicants 
were  approved  for  specialist  rating  in  radiology.  We 
wish  to  thank  Drs.  C.  Wadsworth  Schwartz  and 
John  J.  Masterson  for  their  cooperation. 

Arbitration. — We  have  arranged  to  hold  arbitra- 
tion proceedings  in  Newburgh,  March  11,  and  in 
Albany,  March  12,  1952. 

Inquiries  as  to  the  legality  of  issuing  subpoenas 
to  physicians  by  mail  elicited  a statement  from  the 
secretary  of  the  Workmen’s  Compensation  Board 
that  such  service  is  not  binding.  No  rule  has  been 
promulgated  by  the  Workmen’s  Compensation 
Board  authorizing  such  mail  service.  A physician 
is  entitled  under  the  provisions  of  Section  120  to  a 
subpoena  fee  plus  the  fixed  award  if  his  testimony 
is  required  in  the  adjudication  of  the  claim  (Section 
13-f  2). 

Dr.  Keating  stated:  “In  the  minutes  of  the  last 
House  of  Delegates  we  have  the  reference  com- 
mittee report,  which  was  approved  and  which 
said  that  in  cooperation  with  the  Legislation  Com- 
mittee we  should  ask  for  the  Council  s approval  to 
have  three  bills  reintroduced.  They  are  (1)  to  ef- 


fectuate restoration  of  functions  to  the  four  New 
York  counties  now  carried  out  by  the  Medical  Prac- 
tice Committee,  (2)  to  amend  the  law  to  provide  for 
the  arbitration  of  disputed  medical  bills  in  the  county 
in  which  the  medical  service  was  rendered  rather 
than  in  the  county  in  which  the  claimant  resides, 
and  (3)  to  change  the  method  now  in  effect  by  the 
Medical  Practice  Committee  of  settling  medical 
bills  instead  of  arbitrating  same.” 

Approval  was  voted. 

It  was  voted  to  approve  the  report  as  a whole. 

New  Business 

Appointments. — The  Council  voted  approval  of 
the  designation  of  Dr.  Leo  E.  Gibson  to  attend  the 
National  Conference  on  Medical  Service  on  Febru- 
ary 10  in  Chicago,  of  Dr.  Theodore  J.  Curphey  to 
attend  the  Council  on  Medical  Education  and 
Hospitals,  and  of  Dr.  William  J.  Orr  of  Buffalo  and 
Dr.  J.  Stanley  Kenney  to  attend  a meeting  of  the 
American  Medical  Education  Foundation  in  Chi- 
cago on  February  17. 

Industrial  Health  and  Accident  Prevention  Sub- 
committee.— Dr.  Kenney  stated:  “There  has  been 
raised  an  issue  which  I think  is  important  enough  to 
have  a conference  on,  and  I am  going  to  suggest  that 
the  chairman  of  the  Public  Health  and  Education 
Committee,  the  chairman  of  the  Workmen’s  Com- 
pensation Committee,  the  director  of  our  Work- 
men’s Compensation  Bureau,  and  the  chairman  of 
the  Subcommittee  on  Industrial  Health  and  Acci- 
dent Prevention,  Dr.  Leonard  Greenburg,  and  mem- 
bers of  his  subcommittee  confer  relative  to  Dr. 
Kaliski’s  suggestion  to  transfer  the  Subcommittee 
on  Industrial  Health  and  Accident  Prevention  to  the 
Workmen’s  Compensation  Committee.  Arguments 
have  been  presented  pro  and  con,  and  I think  it 
would  be  right  to  have  them  confer  and  have  recom- 
mendations brought  to  the  Council.  I will  there- 
fore ask  those  gentlemen  to  arrange  a conference.” 


CHEMISTS  SYNTHESIZE  MORPHINE 

The  synthesis  of  morphine,  one  of  the  oldest 
problems  known  to  chemistry,  has  been  achieved 
by  two  University  of  Rochester  chemists,  Drs. 
Marshall  Gates  and  Gilg  Tshudi.  Completion  of 
the  synthesis,  announced  in  a recent  issue  of  the 
Journal  of  the  American  Chemical  Society,  marks 
the  solution  of  a problem  which  for  years  has  been 
the  objective  of  a number  of  competing  research 
groups  both  in  this  country  and  abroad. 

Commenting  on  his  synthesis,  Dr.  Gates  empha- 
sized that  it  is  so  lengthy  and  expensive  that  he  does 
not  visualize  immediate  practical  applications. 
Starting  with  Schaeffer’s  acid,  a dye  intermediate  de- 
rived from  coal  tar,  27  chemical  steps  are  necessary  to 
convert  this  substance  into  morphine.  The  Gates 
synthesis  includes  an  intermediate  step  the  synthesis 
of  codeine,  a mild  analgesic  which  is  more  widely 
used  than  morphine  and  is  a basic  ingredient  of 
many  cough  medicines. 


SUCCESSFUL  TREATMENT  OF  TRACHOMA 

The  successful  use  of  the  newer  sulfonamides  in 
the  treatment  of  trachoma,  a serious  eye  infection 
which  may  cause  blindness,  was  reported  in  the 
February  23  issue  of  the  Journal  of  the  American 
Medical  Association.  These  drugs  should  “stand 
first  in  therapeutic  choice  because  of  their  relative 
mildness  of  action  and  apparent  specificity  against 
the  trachoma  virus,”  in  the  opinion  of  Dr.  Arthur  A. 
Siniscal,  medical  director  of  the  Missouri  Trachoma 
Hospital.  Dr.  Siniscal  based  his  conclusions  on 
the  outcome  of  treatment  of  3,500  patients  suffering 
from  the  affliction  observed  at  the  hospital  from 
1941  to  1951.  Some  of  the  earlier  sulfonamides 
were  discarded  for  various  reasons. 

In  addition  to  various  sulfonamide  therapies, 
the  patients  were  subjected  to  many  of  the  new 
antibiotic  drugs.  The  antibiotics  proved  of  value 
in  combating  secondary  infections  associated  with 
trachoma  but  had  no  effect  on  trachoma  itself. 
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ise of  Histopathology.  By  Bernard  Samuels,  M.D., 
and  Adalbert  Fuchs,  M.D.  Quarto  of  420  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1952. 
Cloth,  $20. 

The  Story  of  the  Rockefeller  Foundation.  By 

Raymond  B.  Fosdick,  L.L.D.  Octavo  of  336  pages, 
illustrated.  New  York,  Harper  & Bros.,  1952. 
Cloth,  $4.50. 

Disorders  of  the  Heart  and  Circulation.  Edited 
by  Robert  L.  Levy,  M.D.  Octavo  of  944  pages, 
illustrated.  New  York,  Thomas  Nelson  & Sons, 
(Baltimore,  Williams  & Wilkins  Co.)  1949,  1950, 
1951.  Cloth,  $12. 


Modern  Electrocardiography.  Volume  I.  The 
P-Q-R-S-T-U  Complex.  By  Eugene  Lepeschkin, 

M. D.  Quarto  of  598  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $12. 

Annual  Report  on  Stress.  By  Hans  Selye,  M.D. 
Octavo  of  511  pages,  plus  133  pages  references, 
illustrated.  Montreal,  Acta,  1951.  Cloth,  $10. 

The  Genetics  of  Micro-Organisms.  By  D.  G. 
Catcheside.  Octavo  of  223  pages,  illustrated. 
New  York,  Pitman  Publishing  Corp.,  1951.  Cloth, 
$4.50. 

Rehabilitation  Nursing.  By  Alice  B.  Morrissey, 
R.N.  Octavo  of  299  pages,  illustrated.  New  York, 
G.  P.  Putnam’s  Sons,  1951.  Cloth,  $5.00. 

Penicillin  Decade.  1941-1951.  Sensitizations 
and  Toxicities.  By  Lawrence  Weld  Smith,  M.D., 
and  Ann  Dolan  Walker,  R.N.  Octavo  of  122  pages. 
Washington,  Arundel  Press,  1951.  Cloth,  $2.50. 

Backache,  Birth  and  Figure  Relief  by  Self-Revolv- 
ing Hipbones.  By  Wm.  Schoenau.  Octavo  of  264 
pages,  illustrated.  Los  Angeles,  The  Author,  1951. 
Cloth,  $2.00. 

Antibiotic  Therapy.  By  Henry  Welch,  Ph.D.,  and 
Charles  N.  Lewis,  M.D.  Octavo  of  562  pages,  illus- 
trated. Washington,  Arundel  Press,  1951.  Cloth, 
$10. 

Physical  Medicine  and  Rehabilitation  for  the 
Aged.  By  Walter  S.  McClellan,  M.D.  Octavo  of  81 
pages,  illustrated.  Springfield,  Charles  C Thomas, 
1951.  Fabricoid,  $2.00.  (Number  105,  American 
Lecture  Series.) 

Transactions  of  the  Conference  on  Ministry  and 
Medicine  in  Human  Relationships  held  at  the 
Presidents’  Gallery  of  the  New  York  Academy  of 
Medicine,  2 East  103  Street,  New  York  City,  on 
May  11, 1950.  Quarto  of  75  pages.  Paper, 

Liver  Injury.  Transactions  of  the  Ninth  Confer- 
ence, April  27-28,  1950,  New  York,  N.Y.  Edited  by 
F.  W.  Hoffbauer,  M.D.  Octavo  of  232  pages,  illus- 
trated. New  York,  Josiah  Macy,  Jr.,  Foundation, 
1951.  Cloth,  $3.00. 

Adrenal  Cortex.  Transactions  of  the  Second 
Conference,  November  16-17,  1950,  New  York, 

N. Y.  Edited  by  Elaine  P.  Ralli,  M.D.  Octavo  of 
209  pages,  illustrated.  New  York,  Josiah  Macy,  Jr., 
Foundation,  1951.  Cloth,  $3.00. 

Conference  on  Problems  of  Aging.  Transactions 
of  the  Thirteenth  Conference,  February  5-6,  1951, 
New  York,  N.  Y.  Edited  by  Nathan  W.  Shock, 
Ph.D.  Octavo  of  194  pages,  illustrated.  New  York, 
Josiah  Macy,  Jr.,  Foundation,  1951.  Cloth,  $4.00. 

Factors  Regulating  Blood  Pressure.  Transac- 
tions of  the  Fifth  Conference  February  15-16,  1951, 
New  York,  N.  Y.  Edited  by  Benjamin  W.  Zweifach 
and  Ephraim  Shorr,  M.D.  Octavo  of  238  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.,  Founda- 
tion, 1951.  Cloth,  $3.75. 

Renal  Function.  Transactions  of  the  Second 
Conference,  October  19-20,  1950,  New  York,  N.Y. 
Edited  by  Stanley  E.  Bradley,  M.D.  Octavo  of  178 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr., 
Foundation,  1951.  Cloth,  $3.00. 

Nerve  Impulse.  Transactions  of  the  Second  Con- 
ference, March  1-2,  1951,  New  York,  N.  Y.  Edited 
by  David  Nachmansohn,  M.D.  Octavo  of  204 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr., 
Foundation,  1951.  Cloth,  $3.50. 

Curare  and  Anti-Curare  Agents.  By  K.  R.  Unna, 
D.  Bovet,  W.  D.  M.  Paton,  et  al.  Octavo  of  240 

[Continued  on  page  1080] 
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When  you  have  the  problem  of  restlessness  and  crossness  in  children 
with  concurrent  acute  disease 

When  you  have  the  problem  of  insomnia  in  children  with  colds,  childhood 
infectious  disease,  teething  difficulties,  trauma,  etc. 

When  you  have  child  patients  with  emotional  behavior  problems 

When  emotional  children  present  a feeding  problem 
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Smith,  Kline  & French  Laboratories,  Philadelphia 

Formula:  Each  5 cc.  teaspoonful  of  the  Elixir  and  each  tablet  contains 
phenobarbital,  34  gr.;  thiamine  hydrochloride,  5 mg. 

Available, also:  elixir  ‘Eskaphen  B with  Belladonna’,  for  use  in  patients  with 

smooth-muscle  spasm.  Formula:  Each  5 cc.  teaspoonful  of  elixir 
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pages,  illustrated.  New  York,  New  York  Academy 
of  Sciences,  1951.  Paper,  $4.00.  (V.54,  Art.  3,  of  the 
Annals  of  the  New  York  Academy  of  Sciences.) 

Formulary  and  Therapeutic  Guide.  R.  Gordon 
Douglas,  Chairman  [Formulary  Committee].  Duo- 
decimo of  355  pages.  New  York,  Appleton-Century- 
Crofts,  1951.  Cloth,  $3.00. 

The  Skull  and  Brain  Roentgenologically  Consid- 
ered. By  C.  Wadsworth  Schwartz,  M.D.,  and 


Lois  Cowan  Collins,  M.D.  Octavo  of  386  pages, 
illustrated.  Springfield,  Charles  C Thomas,  1951. 
Cloth,  $10.50. 

Untoward  Reactions  of  Cortisone  and  ACTH. 

By  Vincent  J.  Derbes,  M.D.,  and  Thomas  E.  Weiss, 
M.D.  Octavo  of  77  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1951.  Fabricoid,  $2.25. 

Medical  Milestones.  By  Henry  J.  L.  Marriott, 
M.D.  Octavo  of  293  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $3.50. 


BOOKS  REVIEWED 


Food  and  You.  By  Edmund  Sigurd  Nasset, 
Ph.D.  Octavo  of  92  pages.  Springfield,  Charles  C 
Thomas,  1951.  Cloth,  $3.00. 

This  is  an  interesting  booklet  on  food  and  its  com- 
ponents. The  chemistry  of  the  three  major  food 
elements,  carbohydrates,  fats,  and  proteins,  is 
treated  interestingly  and  in  a way  that  all  may 
understand.  The  vitamins  are  discussed  in  a 
special  chapter  and  are  given  an  honest  appraisal. 

Harry  Apfel 

The  Changing  Years.  What  To  Do  About  the 
Menopause.  By  Madeline  Gray.  Octavo  of  224 
pages.  Garden  City,  N.  Y.,  Doubleday  & Co., 
1951.  Cloth,  $2.75. 

The  author,  a member  of  the  laity,  suffered  a 
surgical  menopause.  In  an  effort  to  allay  her  anxiety 
over  the  many  disturbing  conditions  that  she  had 
been  informed  accompanied  the  menopause,  she 
conducted  a personal  intensive  investigation  of  the 
subject.  The  book  is  written  in  a “heart  to  heart” 
manner,  as  if  she  were  talking  to  another  woman, 
and  should  do  much  to  comfort  a patient  with  a 
similar  problem.  Alexander  H.  Rosenthal 

Modern  Practice  in  Anesthesia,  1949.  Edited  by 
Francis  T.  Evans,  M.B.  (Lond.)  Octavo  of  566 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1949.  Cloth,  $12.50. 

In  38  chapters,  the  author  has  set  down  all  of  the 
factors  concerned  with  the  administration  of  anes- 
thesia of  any  type.  The  various  useful  anesthetic 
agents  and  procedures  in  different  branches  of 
surgery  are  treated  in  separate  chapters.  The 
volume  obviously  is  not  large  enough  for  its  attempt 
to  embrace  all  the  present  extant  knowledge  in 
anesthesiology.  Anesthesiologists  will  find  it  a 
useful  reference,  and  it  will  afford  them  an  insight 
into  methods,  particularly  those  practiced  in 
England.  F.  Paul  Ansbro 

Bacteriological  Technique.  A Guide  for  Medical 
Laboratory  Technicians.  By.  W.  W.  W.  McEwen. 
Brooklyn,  Chemical  Publishing  Co.,  1950.  Cloth, 
$4.50. 

For  those  who  are  interested  in  acquiring  some 
understanding  of  technical  methods  used  in  a bac- 
teriologic  laboratory,  this  small  book  can  be  very 
useful.  The  author  has  set  forth  fairly  complete  in- 
structions for  carrying  out  most  of  the  tests  usually 
requested  of  a hospital  laboratory.  It  is  a guide  for 
medical  laboratory  technicians. 

Morris  L.  Rakieten 

Allergy  in  Relation  to  Pediatrics.  By  Bret  Rat- 
ner,  M.D.  Panel  Discussion  by  T.  N.  Harris,  M.D., 
Ben  F.  Feingold,  M.D.,  M.  Murray  Peshkin,  M.D., 
Lewis  Webb  Hill,  M.D.,  et  al.  Duodecimo  of  228 


pages,  illustrated.  St.  Paul  & Minneapolis,  Bruce 
Publishing  Co.,  1951.  Cloth.  $3.75. 

The  present  volume  represents  a panel  discussion 
reviewing  the  present  status  of  allergy  in  relation  to 
pediatrics.  It  can  be  of  value  in  acquainting  the 
physician  interested  in  this  phase  of  allergy  with  the 
methods  and  results  of  treatment  of  many  of  the 
outstanding  workers  in  the  field  of  pediatric  allergy. 

Max  Harten 

Diagnostic  Procedures  and  Reagents.  Technics 
for  the  Laboratory  Diagnosis  and  Control  of  the 
Communicable  Diseases.  [Report  prepared  by] 
Subcommittee  on  Diagnostic  Procedures  and  Re- 
agents, American  Public  Health  Association.  Third 
edition.  Octavo  of  589  pages,  illustrated.  New 
York,  American  Public  Health  Association,  1950. 
Cloth,  $6.00. 

This  book,  comprised  of  26  different  chapters, 
represents  the  experiences  and  opinions  of  31  dif- 
ferent authors,  all  of  them  experts  in  their  par- 
ticular fields.  For  the  laboratory  worker,  this  is  a 
very  valuable  book.  New  chapters  on  “Leptospira 
Infection,”  “Rh  Testing,”  and  “Antimicrobial 
Assays”  are  added  to  this  edition.  The  book  should 
have  a wide  range  of  usefulness  in  every  well-con- 
ducted bacteriologic  and  serologic  laboratory. 

Morris  L.  Rakieten 

Peptic  Ulcer.  Clinical  Aspects,  Diagnosis,  Man- 
agement. Editor,  David  J.  Sandweiss,  M.D. 
Editorial  Committee,  A.  H.  Aaron,  M.D.,  Henry  L. 
Bockus,  M.D.,  George  E.  Daniels,  M.D.,  George  B. 
Eusterman,  M.D.,  et.  al.  Quarto  of  790  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1951. 
Cloth,  $15.  (Published  under  the  auspices  of  the 
American  Gastroenterological  Association.) 

To  the  editor,  David  J.  Sandweiss,  and  his  77 
collaborators,  must  go  due  credit  for  a job  well  done. 
Like  other  books  on  the  subject  of  ulcer,  however, 
this  one  too  comes  to  conclusions  which  can  be  said 
to  be  paradoxical,  confusing,  and  certainly  com- 
pletely inadequate  in  their  attempts  to  solve  the 
riddle  of  ulcer.  The  fault,  of  course,  is  not  with  the 
individual  authors,  competent  observers  as  they  are, 
but  rather  with  the  difficulties  and  perplexities  of  the 
disease. 

This  reviewer  has  only  one  quarrel,  if  such  it  be, 
with  the  conclusions  drawn.  Too  many  of  those 
concerned  with  the  production  of  the  book  seem  to 
be  willing  to  stick  to  the  “hit  the  acid”  attack  on 
ulcer,  in  spite  of  conflicting  statements  of  their  own 
to  the  effect  that  “save  for  the  practically  in- 
variable presence  of  gastric  free  acid  in  actual  ulcer 
disease,  no  close  correlation  has  been  shown  be- 
tween the  degree  of  gastric  acidity  and  the  clinical 
activity  of  gastro-duodenal  ulcer”  and  again,  that 
[Continued  on  page  1082] 
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of  Greater  Miami 

Announces  its  Second  Annual  Seminar  on 
RECENT  ADVANCES  IN  DIAGNOSIS  AND  TREATMENT 
May  22,  23,  24,  1952 

Lecturers  and  Subjects: 

Dr.  D.  M.  Bergenstal,  University  of  Chicago,  Surgery  of  the  Adrenal 
Dr.  Wm.  Dameshek,  Tufts  Medical  College,  Advances  in  Hematology. 
Dr.  D.  C.  Darrcm,  Yale  University,  Electrolyte  Disturbances. 

Dr.  R.  Elman,  Washington  University,  Recent  Advances  in  Surgery. 
Dr.J.  W.  Hinton,  New  York  University,  Advances  in  Gastric  Surgery. 
Dr.  J.  B.  Kirsner,  University  of  Chicago,  Gastrointestinal  Diseases. 
Dr.  R.  Levine.  Michael  Reese  Hospital,  Adreno-Cortical  Steroids; 
also  Recent  Advances  in  Diabetes. 

Dr.  J.  H Means.  Harvard  University,  Advances  in  Thyoridology  and 
Clinical  Applications. 

Session  to  be  held  at  the  Delano  Hotel,  Miami  Beach,  Florida 
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“indeed  the  administration  of  placebos  may  actually 
be  accompanied  by  objective  alterations  in  the  motor 
and  secretory  activity  of  the  stomach.” 

Careful  appraisal  of  this  comprehensive  review 
of  the  subject  of  ulcer  indicates  that  there  is  more 
than  sufficient  evidence  that  the  old  approach  to  the 
solution  of  the  disease  too  frequently  called  “peptic 
ulcer”  has  led  us  nowhere. 

Benjamin  M.  Bernstein 

John  Hunter.  By  S.  Iloodhouse  Gloyne,  M.D. 
Octavo  of  104  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1950.  Cloth,  $3.50. 

The  author  refers  to  his  book  as  a short  mono- 
graph. It  is  a most  interesting  and  descriptive 
story  of  Dr.  John  Hunter  (1728-1793),  the  brother 
of  the  equally  famous  William.  John  Hunter  left  no 
fundamental  discovery  in  medicine  but  was  re- 
sponsible, to  some  extent,  for  the  pursuit  of  medical 
research  in  many  of  its  branches.  His  dissections  of 
many  forms  of  animal  life,  including  a whale,  added 
to  the  knowledge  of  anatomy  and  biology.  But 
John  Hunter  was  a practitioner  as  well,  having 
served  as  a surgeon  in  the  English  Army  and  having 
written  extensively  on  surgical  subjects. 

The  book  has  an  added  interest  in  the  many 
references  to  life  in  England  in  the  eighteenth  cen- 
tury, with  the  naming  of  names  high  in  medicine  arid 
politics.  Joseph  Raphael 

Let’s  Have  Healthy  Children.  By  Adelle  Davis, 
M.S.  Octavo  of  314  pages,  illustrated.  New  York, 
Harcourt,  Brace  & Co.,  1951.  Cloth,  $3.00. 

This  book  contains  too  many  statements  and 
recommendations  for  the  feeding  and  training  of 
young  children  to  which  your  reviewer  would  have 
serious  objections.  Bottle  feeding  till  about  five 
years  of  age,  rocking  the  baby  while  it  is  being  fed, 
and  returning  to  the  pernicious  habit  of  using  a 
pacifier  are  only  a few  which  can  be  mentioned 
here.  If  the  bottle  be  taken  away  earlier,  “the  child 
may  suffer  a series  of  infections  . . . middle  ear  . . ., 
sinusitis,  bronchitis,  pneumonia,”  etc.  “Crying  may 
be  responsible  for  allergies.”  These  quotations  may 
give  the  reader  an  inkling  of  the  rest  of  the  book. 
The  reader  may  decide  for  himself  whether  or  not 
he  will  benefit  from  this  book.  Harry  Apfel 

Evaluation  of  the  Pelvis  in  Obstetrics.  By 
Howard  C.  Moloy,  M.D.  Octavo  of  119  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co.,  1951. 
Paper,  $2.50.  (American  Monograph  Series.) 

This  excellent  little  book,  well  illustrated  and  bv 
a well  known  author,  is  in  a hard  paper  cover,  a very 
welcome  innovation  in  publishing.  This  reviewer 
has  long  prayed  for  this  giant  step  forward.  It  is 
literally  true  that  no  obstetrician  can  afford  to  be 
without  this  book.  Charles  A.  Gordon 

Modem  Practice  in  Infectious  Fevers.  Edited 
by  H.  Stanley  Banks,  M.D.  In  two  volumes. 
Octavo  of  989  pages  text  and  65  pages  index.  Illus- 
trated. New  York,  Paul  B.  Hoeber,  1951.  Cloth, 
$20  for  the  set. 

This  excellent  two-volume  exposition  of  com- 
municable diseases  is  intended  for  widespread  sale 
throughout  the  English-speaking  world.  Dr. 
Banks,  the  editor,  has  gathered  experts  of  world- 
wide reputation  from  the  various  subdivisions  of  the 
British  Empire,  from  the  United  States,  and  from 
France  in  order  to  offer  authoritative  treatment  of 
the  various  diseases. 


The  approach  is  predominantly  clinical.  The 
diseases  are  succinctly,  clearly,  and  adequately 
covered.  The  treatments  advised  are  modem  and 
include  the  very  latest  chemicals,  antibiotics, 
and  biologicals.  The  arrangement  of  headings  and 
paragraphs  is  a distinct  aid  towards  reading  and 
reference  with  a minimum  of  effort.  The  illustra- 
tions are  numerous  and  apt.  The  diction  is  definitely 
superior  to  that  of  the  average  American  textbook. 

Kenneth  G.  Jennings 

Wheeler  and  Jack’s  Handbook  of  Medicine.  Re- 
vised by  Robert  Coope,  M.D.  Eleventh  edition. 
Duodecimo  of  648  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1950.  Cloth,  $5.00. 

This  small  volume  is  a superficial  outline  of 
medicine.  The  clinical  descriptions  are  scanty  and 
inadequate.  The  book  is  aimed  to  assist  students  to 
pass  final  examinations.  With  so  many  excellent 
textbooks  of  medicine  currently  available,  there  is 
no  need  for  a book  of  this  type  to  clutter  up  the  book- 
shelves of  a medical  student,  physician,  or  medical 
library.  Leon  M.  Levitt 

The  Early  Diagnosis  of  the  Acute  Abdomen.  By 

Zachary  Cope,  M.D.  Tenth  edition.  Octavo  of 
270  pages,  illustrated.  New  York,  Oxford  Univer- 
sity Press,  1951.  Cloth,  $3.50. 

In  the  preface  to  the  first  edition  of  tliis  book,  the 
author  refers  to  “the  truism  that  earlier  diagnosis 
means  better  prognosis.”  The  tenth  edition, 
although  still  small  in  size,  is  large  in  its  coverage  of 
the  problems  concerned  with  the  diagnosis  and 
management  of  “The  Acute  Abdomen.” 

The  material  is  well  presented,  extremely  readable, 
and  forceful  in  its  exposition  of  the  subject.  Again, 
as  in  the  past,  we  commend  this  brief  “big-book” 
most  heartily.  Benjamin  M.  Bernstein 

Clinical  Pediatric  Urology.  By  Meredith  Camp- 
bell, M.D.  With  a section  on  Nephritis  and  Allied 
Diseases  in  Infancy  and  Childhood  by  Elvira 
Goettsch,  M.D.,  and  John  D.  Lvttle,  M.D.  Octavo 
of  1,113  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1951.  Cloth,  $18. 

This  volume  of  1,113  pages,  with  satisfactory 
black  and  white  drawings  and  photographs  and  ex- 
cellent bibliography  at  the  end  of  each  of  the 
chapters,  Is  encyclopedic.  For  the  teacher  and  for 
residents  in  urology  and  pediatrics,  it  is  indis- 
pensable. Every  mature  physician  and  surgeon  will 
enjoy  it  as  an  informative  and  fascinating  reference 
book  when  his  problem  concerns  genitourinary  dis- 
orders in  infants  and  children. 

This  is  a book  which  will  grow  in  value  as  it  is 
studied.  It  is  one  of  the  best  modern  reference  books 
for  the  general  physician  and  surgeon. 

J.  Sturdivant  Read 

Low-Sodium  Diet.  A Manual  for  the  Patient.  By 

Thurman  B.  Rice,  M.D.  Octavo  of  103  pages. 
Philadelphia,  Lea  & Febiger,  1951.  Cloth,  $2.75. 

The  low-sodium  diet  is  both  fashionable  and  useful. 
It  probably'  appears,  however,  as  an  exceedingly 
mixed  blessing  to  the  average  patient  and  par- 
ticularly to  his  wife  and  family.  The  ideas  presented 
here  to  make  this  diet  more  acceptable  will  help  take 
the  curse  off  an  otherwise  valuable  form  of  therapy. 
The  advice  given  is  sound  and  authoritative. 

Milton  Plotz 
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It  is  natural  for  our  retired,  aged  colleagues 
to  turn  to  the  Physicians'  Home  for  fiancial 
aid  and  reassurance.  Help  us  continue 
this  very  worthy  service! 

PHYSICIANS’  HOME 

63  East  84th  Street 
New  York  City 


BEVERLY  C.  SMITH,  M.D.,  President 
HARVEY  B.  MATTHEWS,  M.D.,  Secretary 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1952 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 


MAY  12  to  16,  1952 

HOTEL  STATLER,  NEW  YORK  CITY 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HMJLE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  nhuomeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pb?i'cia*-m-Ctarp. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL, 


INC. 


Y. 


81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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LONG  ISLAND  SUBURB 


Active  general  practice,  established  28  years.  Centrally 
located  modern  office  and  home  Hospital  affiliations. 
Fast  growing  community.  Physician  deceased,  suddenly 
February  9.  150  Merrick  Road,  Baldwin,  Long  Island. 


MODERN  PROFESSIONAL  BUILDING 


Just  completed,  modern  suburban,  professional  building. 
Hub  of  capital  district,  Schenectady,  Albany  and  Troy. 
Dentist  and  Optometrist  practicing  now — two  more  suites 
of  offices  available — wonderful  location  and  opportunity. 
Contact  Robert  F.  Rudisill,  DDS,  Latham,  N.  Y.  ARsenal 
3-5469. 


FOR  RENT 


Office  space  with  Internist,  Hempstead  or  Franklin  Square, 
Long  Island.  Share  furnished  waiting  room.  Reasonable. 
Hempstead  7-5414. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


RECENT  GRADUATE 


Physician,  wanted  as  full  time  assistant  to  G.  P.  Oppor- 
tunity for  partnership  (without  investment)  in  6 months 
Box  532,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Good  rural  practice.  (Office  and  home  combined)  for  sale 
in  Western  New  York,  near  new  modern  hospital,  with 
open  staff.  Write  Box  134,  Genesee,  Pa. 


FOR  SALE 


$2200  buys  established  general  practice  in  Bronx,  ideally 
situated,  price  includes  fixtures,  waiting  room  furniture, 
carpeting  and  many  extras.  Immediate  income  assured. 
Leaving  state.  Call  FOrdham  4-2562. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentist  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
319  West  86th  St.,  N.Y.C.  EN2-6845. 


Doctor’s  assistant,  receptionist — industry,  medical  center, 
office.  Hostess;  instructor,  School  of  Nursing,  middle-aged, 
registered,  excellent  background,  typing.  Box  529,  N.  Y.  St. 
Jr.  Med. 


PHYSICIAN  WANTED 


We  wish  to  obtain  the  services  of  a physician,  for  the 
months  of  June  - July  — August,  1952.  New  York  State 
License  Required.  Home,  Offices  and  equipment  supplied. 
Insurance  Coverage.  Prefer  single  man  or  woman  or 
married  couple.  (Accommodations  not  suitable  for  children). 
Automobile  supplied  for  practice.  Interested  party  call  or 
write:  Clarence  R.  Pearson,  M.D.,  Scottsville,  N.  Y.  Phone 
Scottsville,  117. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patnicia  Zdcjesilif, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


FOR  SALE 


Articulated  skeleton,  in  upright  steel  case,  with  origin  and 
insertion  of  muscles  in  color.  Excellent  condition.  Orig- 
inally bought  from  Clay-Adams.  J.  II.  Watt,  433  Park 
Avenue,  Manhasset.  Ma.  7-3939. 


FOR  RENT 


Doctor’s  suite  remodeled  to  suit.  Village  12,000  Western 
New  York  State.  Hospital  facilities.  Excellent  oppor- 
tunity, 2 cooperating  G.P.’s  in  same  building.  Box  525, 
N.  Y.  St.  Jr.  Med. 


RECORDING  TAPE,  plastic,  guaranteed, 

3-7'  reels  $5.00,  1 for  $1.75. 

3-5"  reels  $3.50,  VOGUE,  118  Bleecker,  New  York,  Sc4-7440. 


FOR  SALE 


Cazenovia,  New  York 

Doctor  leaving  town  for  surgery,  and  offering  fine  residence, 
with  offices  and  two  car  garage.  Possession  July  1,  1952. 
Excellent  opportunity,  to  obtain  choice  location,  for  general 
practice.  Income  if  desired,  as  part  of  home  is  adapted  to 
apartments  which  carry  overhead.  Doctor  will  introduce 
purchaser.  $22,000.  Several  large  estates,  business  and 
suburban,  also. 

W.  D.  Collins,  Realtor 
51  Albany  Street 
Cazenovia,  N.  Y. 

Phone  300 


EQUIPMENT  FOR  SALE 


Five  year  old,  examining  room  furniture;  also  other  odd 
pieces.  Call  Boulevard  3-2017.  (Queens.) 


WANTED 


Young  pediatrician,  assistant,  eventual  partner,  for  private 
practice  and  clinical  research.  Large  city,  upstate  New 
York.  Box  530,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  practice  in  New  York  City's  lower  east  side. 
Box  527,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage.  Re- 
tiring doctor’s  fully  equipped  office.  Event,  household’s 
furniture  for  sale.  HOneywood  6-1449. 


FOR  SALE 


Impressive  home,  suitable  combined  office  use.  11  rooms, 
4 baths,  servant  quarters.  Exclusive,  but  convenient  loca- 
tion. Asking  $40,000.  Others.  Auerbach,  84  Hicks  Lane 
Great  Neck,  L.  I. 
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Conclusive  Evidence* 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 

AND 


Cholesterol  and  Phospholipids  in  balance 


Lipozyme  Tablets 

TO 

Reduce 


Cholesterol  Imbalance  Pathological  condition 


Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


LIPOZYME 

Approximately  1 GM  per 
tablet  in  correct  balance 
of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  & Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 

“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E.:  J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 

Available  at  all  Pharmacies  in  bottles  of  100  each. 

BARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentartli  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.3,4  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Raysal 

325  mg. 

(representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination) 

Succinic  Acid 

130  mg. 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J.,  Lombardi,  A. A.,  and  Svigals,  C.:  New  York  Med. 
College  Bull .,  13:92,  1950. 

2.  Meyer , K.  and  Ragan,  C.:  Mod.  Concepts  of  Card.  Disp .,  17:2, 1948. 

3.  Quicky  A.J.:  J.  Biol.  Chem.y  101:475,  1933. 

4.  Guerra , J.:  J.  Pharm.  Exper.  Ther.y  87:1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets , Philadelphia  34,  Pa. 


t(F  /Udfoli, 

'thi/  ^ojCUL^dr 


pain-free  activity 


Tablets 

ENTARTH 


" The  best  results  were  obtained  in  patien  ts  . . . 
treated  with  sodium  gentisate  and  salicylate ”4 


The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 
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CONSTIPATION 

MANAGEMENT 


With  Mucilose  Compound  Tablets  the  initial  dose 
required  is  only  2 tablets  after  each  meal  always 
taken  with  2 glassfuls  of  water.  This  may  usually  be  reduced 
after  three  or  four  days.  Mucilose  Compound  Tablets 
are  convenient  to  carry  and  easy  to  swallow. 

For  greater  effectiveness  Mucilose  Compound  Tablets 
combine  tried  and  proved  Mucilose  (purified  hemicellulose 
from  psyllium  seed)  with  the  widely  accepted  synthetic  colloid, 
methylcellulose  (75  per  cent).  This  combination  assures 
a maximum  amount  of  bulk  ...  the  formation 
of  a smooth,  lubricating,  water-retaining  mass  to  induce 
normal  peristalsis  and  elimination  of  soft,  demulcent  stools. 


HOW  SUPPLIED  ... 

MUCILOSE  COMPOUNO  TABLETS 

„ bottles  of  100  and  1000. 

CL&0-' 

MUCILOSE  FLAKES  CONCENTRATED 
tins  of  4 oz.  and  1 lb. 

MUCILOSE  FLAKES  SPECIAL  FORMULA 
(with  dextrose),  tins  of  4 oz.  and  1 lb. 

MUCILOSE  GRANULES  SPECIAL  FORMULA 
(with  dextrose),  tins  of  4 oz.  and  1 lb. 

MUCILOSE  WITH  CASCARA  GRANULES 
(1  grain  per  heaping  teaspoonful), 
tins  of  4 oz. 


M ucilose 


New  Yon  18,  N.  Y.  Windsom,  Our. 


COMPOUND  TABLETS 


FOR 


.IcAm ZaJtjifhJ' 


Mucilose,  trademark  re*.  U.  S.  A Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  foims  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 

THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Gifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Providing  the  safe  and  effective 
spasmolytic  action  of  /mwatropine 
methylbromide,  Lusyn  is  particularly 
indicated  in  such  conditions  as 
cardiospasm,  pylorospasm,  peptic 
ulcer,  gastroenteritis  and  spastic 
colon.  LTomatropine  methylbromide 
is  30  to  50  times  less  likely  to 
produce  side-effects  than  atropine 
a wide  safety  margin. 

-Furthermore,  the  Alukalin  in 
Lusyn  provides  a soothing, 
adsorbent,  acid-buffering  film  for 
protection  of 'the  gastric  mucosa  . 
and  Alukalin  does  not  produce 
alkalosis  or  acid  rebound. 
Restlessness  and  anxiety  are 
calmed  by  the  mild  sedative  action 
of  phenobarbital,  which  also 
reinforces  the  spasmolytic  efficacy 
of  homatropirie  methylbromide. 


MALTBIE  LABORATORIES.  INC. 

NEWARK.  NEW  JERSEY 


atropine 
- hoaatroplne 
methylbromide  for  safe 
and  effective  spasmolysis 
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Glycosuria  and 
Ketonuria 

in  Patients  Receiving 
ACTH  or  CORTISONE" 


All  patients  should  have  a complete  urinalysis  before 
receiving  corticotropin  (ACTH  or  Cortisone).  Par- 
ticular attention  should  be  paid  to  the  presence  of 
glucose  or  acetone  in  the  urine. 

Frequent  testing  of  the  urine  for  sugar  and  acetone 
is  recommended  during  the  administration  of  ACTH 
or  Cortisone. 

The  proper  examination  of  the  urine  for  sugar  during 
treatment  with  ACTH  or  Cortisone  may  reveal  a 
number  of  prediabetics. 

Increase  in  insulin  dosage  is  often  required  in  the 
diabetic  patient  receiving  ACTH  or  Cortisone. 


GALATEST 

(SUGAR-TEST  DENCO) 

The  simplest,  fastest  urine  sugar  test  known. 

ACETONE  TEST 

(DENCO) 

For  the  rapid  detection  of  acetone  in  urine. 


Same  Technique 
for  Both  Tests 

. 

A little 
urine~ 
A little 
powder 

Color  Reaction  fr 
Immediately 


Combination  Kit 


For  Office  — Medical  Bag  — 
Testing  by  patients  at  home. 

Contains  a vial  of  Galatest  and 
Acetone  Test  (Denco),  a dropper 
and  color  chart.  Price  $2.25 


Galatest  and  Acetone  Test  (Denco)  require 
no  special  laboratory  equipment,  test  tubes, 
liquid  reagents,  or  external  sources  of  heat. 

One  or  two  drops  of  the  specimen  to  be  tested 
are  dropped  upon  a little  of  the  powder  and 
a color  reaction  occurs  immediately  if  acetone 
or  reducing  sugar  is  present. 

Patients  are  easily  taught  to  use  Galatest  and 
Acetone  Test  (Denco). 

Write  for  descriptive  literature. 

THE  DENVER  CHEMICAL  MANUFACTURING  CO,  Inc. 

Dept.  52H  163  Varick  Street,  New  York  13,  N.  Y 


•BIBLIOGRAPHY 

‘Cortisone”— J.  M.  Carlisle,  M.D.,  A. 
Cibson,  M.D.,  E.  Schmatolla,  M.D. 
—Postgraduate  Medicine,  Aug.,  I9S0. 

‘Oral  Cortisone  Therapy  in  Intract- 
able Bronchial  Asthma“-E. 
Schwartz,  M.D.  — Journal  of  the 
American  Medical  Association,  De- 
cember 29,  1951. 

‘Cortisone  (Compound  E),  Summary 
of  Its  Clinical  Uses”—/.  M.  Carlisle, 
M.D. —British  Medical  Journal,  Sep- 
tember 9,  1950. 

‘Cortisone  and  ACTH— A Review  of 
Certain  Physiologic  Effects  and  Their 
Clinical  Implications”  — Randall  G. 
Sprague,  M .D.— American  Journal  of 
Medicine,  May,  1951. 


more  effective 


tinea 

capitis 

“More  effective  in 
ringworm  of  the 
scalp  than  any 
other  topical  agent.”1 


“broad  antifungal  spectrum  . 


. good  cutaneous  tolerance”1 


against 


tinea 

pedis 

In  “athlete’s  foot” 
a combined  cured  and 
improved  rate  of  95% 
has  been  obtained.1 

A iso  indicated  in 

tinea  corporis 
tinea  cruris 


%)! 

Asterol 


5%  tincture . . . ointment . . . powder . . . 
sprayed,  applied  with  cotton  or  dusted  on 


tinea  versicolor 
tinea  of  the  nails 


'Roche' 


1 . Stritzler,  C.;  Fishman,  I.  M.,  and 
Laurens,  S.:  Transactions  New  York 
Acad.  Sc.,  IS: 31,  Nov.,  1950. 


HOFFMANN-LA  ROCHE  INC  . ROCHE  PARK  . NUTLEY  10  • NEW  JERSEY 


1104 


Complete 

Control 

in  over  80%  of  cases  of 

Seborrheic 

Dermatitis 

of  the  scalp 


81  percent  to  87  percent  of  all  cases  of  seborrheic  dermatitis 
of  the  scalp — as  well  as  92  to  95  percent  of  cases  of  common  dan- 
druff— were  completely  controlled  with  Selsun  during  clinical  trials 
with  400  patients.12  3 Selsun  was  reported  to  restore  the  scalp  to  a 
healthy  condition  and,  after  the  initial  period  of  treatment,  to  keep  it 
completely  free  of  scales  and  the  secondary  symptoms  of  itching  and  burning 
for  one  to  four  weeks  with  each  application.  • This  new  prescription 
product  is  frequently  effective  in  cases  where  the  usual  sulfur-formula  prescriptions 
fail  to  bring  satisfactory  results.  Yet  Selsun  is  much  simpler  to  use  . . . being  quickly 
and  easily  applied  while  washing  the  hair,  and  then  rinsed  out  completely.  Selsun 
thus  leaves  the  hair  clean  and  odorless,  with  no  problems  of  linen  staining  or  hair 
discoloration.  • Extensive  toxicity  studies1  4 6 showed  that  no  ill  effects 
resulted  from  the  external  use  of  Selsun  in  the  manner  recommended, 
even  in  cases  where  the  scalp  was  abraded.  It  is  doubtful  that  Selsun  would 
by  accident  be  taken  internally,  since  it  is  quite  distasteful  and  acts  as 
an  emetic.  Selsun  is  supplied  by  leading  pharmacies  /-inn 
in  bottles  of  4-fluidounces,  on  prescription  only. 


REFERENCES:  1.  Slinger, 
W.  N..  and  Hubbard,  D.  M. 
(1951).  Arch.  Dermat.  Sc 
Syph.,  64:41,  July.  2.  Slepyan. 
A.  H.  (1952),  Ibid.,  65:228, 
February.  3.  Ruch,  D.  M. 
(1951),  Communication  to 
Abbott  Laboratories. 
4.  Kehoe.R.A.  (1946;  1947). 
Communication  to  Abbott 
Laboratories.  5.  Sterner.  J.  H., 
and  Lidfeldt,  V.  (1941).  J. 
Pharmacol.  Sc  Exper.  Therap., 
73:205.  Oct. 


Selsun 

SULFiDE'Sep**** 

(SELENIUM  SULFIDE,  ABBOTT) 


selective 

anticholinergic  gives  J 
mparalleled  freedom  from  side  effects 


'At 


ANTAL 


tv 


Methylsulfate 


for  peptic  ulcer 


greater  specificity 
hitherto  unobtainable  freedom  from  side  effects 
wider  flexibility  of  dosage 

reduces  gastric  motility  and  secretion 
relieves  pain 
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Prantal*  Methylsulfate  is  a member  of  an  entirely  new  class  of  synthetic 
anticholinergic  compounds.  It  curbs  excessive  vagal  stimuli  to  the  stomach 
by  inhibiting  synaptic  transmission  across  parasympathetic  ganglia. 

Prantal  Methylsulfate  is  unique  among  anticholinergic  compounds.  Be- 
cause of  its  selective  action,  doses  which  reduce  gastric  motility  and 
secretion  rarely  cause  dilatation  of  the  pupils,  dryness  of  the  mouth, 
urinary  retention,  or  constipation. 

The  pharmacodynamics  of  Prantal  Methylsulfate  have  been  the  subject  of 
extensive  laboratory  investigations  in  which  the  classical  procedures  were 
used.  Studies  by  leading  clinical  investigators  have  confirmed  the  value 
of  its  unusual  properties  in  treatment  of  the  peptic  ulcer  syndrome. 

A Clinical  Research  Division  monograph  is  now  in  press  and  will  be  sent 
to  you  promptly  on  request. 

A clinical  supply  of  Prantal  Methylsulfate  will  be  sent  to  you  on  request. 
Average  Dosage:  One  tablet  (100  mg.)  four  times  daily 

Packaging:  Prantal  Methylsulfate  (brand  of  diphenmethanil  methylsulfate),  100  mg. 
scored  tablets,  bottles  of  100. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


HOC 


V?  Sr  . V,/ 

/wM 
i/j| 


in  the  office  • . . 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAG  RAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thicmine  Mononitrate  . 
Riboflavin 
Niacinamide 
Ascorbic  Acid  I 


\ 25,000  U.S.P.  units 

H 1,000  U.S.P.  units 

■ 10  mg. 

5 mg. 

»150  mg. 

150  mg. 

Bottles  of  30,  100  and  1000. 

Squibb 


'TMERAGRAN'  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & ! 
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dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 
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25,000  U.S.P.  units 
1,000  U.S.P.  units 
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150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


Squibb 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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RAPID  RESPONSE 
PROLONGED  ACTION 


Specific  Indications:  DRUG  SENSITIVITY  REACTIONS  fol- 
lowing the  administration  of  penicillin,  other  antibiotics, 
sulfonamides,  etc.,  are  specific,  practical  indications  for  the 
use  of  Long-Acting  ACTHAR  Gel  in  Disposable  Cartridge 
Syringes.  In  these  cases,  the  patient  demands  immediate 
and  prolonged  relief  from  the  intense  symptoms.  ACTHAR 
Gel  Long-Acting  is  definitely  superior  to  conventional  meth- 
ods in  terms  of  more  rapid  relief  over  greater  periods  of 
time  with  virtually  no  therapeutic  failures.  Low  total  dos- 
age, with  few  injections,  is  required. 

Supplied  in  a sterile  1 cc.  B-D  cartridge  with  B-D  dis- 
posable cartridge  syringet  in  potencies  of  20  I.U.  per  cc. 
and  40  I.U.  per  cc. 

|T.  M.  Reg.  Becton,  Dickinson  & Co. 

♦THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11.  ILLINOIS 


PHYSIOLOGIC 


THERAPEUTICS  THROUGH  BIORESEARCH 
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CiPSUES  CHLORAL  BVIR1TE-M»i 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE- Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7'A  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3%  gr.  (0.25  Gm.)  BLUE  and  VII 
CAPSULES  CHLORAL  HYDRATE -Fell 

Small  doses  of  Chloral  Hyd 
(3%  gr.  Capsules  Fellows)  comple 
fill  the  great  need  for  a dayt 
sedative.  The  patient  becomes  tran 
and  relaxed  yet  is  abl 
maintain  normal  acti 

DOSAGE:  One  3%  gr.  capsule  tl 
times  a day  after  m< 


tk  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fell 

Restful  sleep  lasting  from  fiv 
eight  hours.  "Chloral  Hydrate  prod 
a normal  type  of  sleep,  ar 
rarely  followed  by  hangovi 
Pulse  and  respiration  are  slowe 
the  same  manner  as  in  normal  si 
Reflexes  are  not  abolished,  and 
patient  can  be  easily  and  comple 
aroused  . . . awakens  refreshed 


DOSAGE:  One  to  two  7’/2  gr.,  or  tw 
four  3%  gr.  capsules  at  bedt 


EXCRETION— Rapid  and  complete,  there 
no  depressant  after-effec 


Professibnal  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman.  H.  T : An  Integrated  Practice  of  Medicine  < 

2.  Rehfuss,  M R.  et  al:  A Course  in  Practical  Therapeutic 

3.  Goodman.  1.,  and  Gilman.  A.:  The  Pharmacological 
Therapeutics  (1941),  22nd  printing.  1951. 

4.  Sollman,  T.:  A Manual  of  Pharmacology.  7th  ed 
and  Useful  Drugs,  14th  ed.  (1947) 


I 
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the  rational  pharmacologic  approach1 2 
the  clinically  effective  treatment234 


Administration  prior  to  the  onset  of  the  symptoms  of 
premenstrual  tension  (breast  tenderness,  irritability, 
abdominal  discomfort,  weight  gain,  headache)  and 
continued  throughout  the  expected  duration  of  men- 
strual distress  can  completely  eliminate  these  conditions. 

Each  tablet  contains: 

N,N-  Dimethyl-N'-  ( 2-pyridyl  )-  N’-  (p-methoxybenzyl) 
ethylenediamine  8-  bromotheophyllinate  (pyrabrom) 50  mg. 

Acetophenetidin 100  mg. 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 

REFERENCES: 

1.  Robinson,  F.  H.,  Jr„  and  Farr,  L.  E.,  Ann.  Int.  Med.,  14:42  (1940) 

2.  Bickers,  W.  and  Woods,  M.,  Texas  Rep.  Biol.  Med.,  9:406  (1951) 

3.  Vainder.  M.,  Indust.  Med.  Surg.,  20:199  (1951) 

4.  Bickers,  W.  and  Woods,  M.,  New  England  J.  Med.  245:453  (1951) 


TENSION 


ftl-MINUS  4* 


LABORATORIES 
Chicago  11,  Illinois 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service ... 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


THREE  MONTH 
POSTGRADUATE  COURSE 
IN  CEREBRAL  PALSY 

(Limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  September  22  — December  12,  1952 

A professional  statement  of  completion  will  be 
granted  by  Columbia  University  upon  satis- 
factory completion  of  the  three  months  course 

A list  of  available  sources  for  study  scholar- 
ships which  include  living  st  ipend  will  be  sent 
upon  request. 

Sponsored  By 

THE  COORDINATING  COUNCIL  FOR 
CEREBRAL  PALSY  IN  NEW  YORK  CITY,  INC. 

In  Cooperation  With 

COLLEGE  OF  PHYSICIANS  AND  SURGEONS 
COLUMBIA  UNIVERSITY 

and  the  various  diagnostic  and  treatment 
centers  of  Greater  New  York 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  or  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 


c,, 


4 years 

$4.00 

3 years 

3.25 

k 1 year 

1.50 

AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  • Chicago  10,  Illinois 
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1.  IMMEDIATE 

2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin:  Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


1.  Sollman , T.:  A Manual  of  Pharmacology , 
W . B.  Saunders  Co.y  1942. 


RAYMER 


3-stage  action 
to  control  hypertension 

RAYTROre 

.f/tuftio  ver/ 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


Formula : Each  capsule  contains : 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg. 


RAYMER  PHARMACAL  COMPANY 


Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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...salts 


"I  clean  the  poisons  out  every  day,”  he 
says  — but  he  doesn’t  realize  he  is  whip- 
ping a tired,  irritated  bowel. 


Put  this  character  on  a treatment  of  Turicum. 
Explain  to  him  it  is  not  a one-shot  cathartic 
but  a restorative  treatment  that  should  be 
kept  up  for  several  days  to  help  the  bowel 
back  to  normal  reflex  peristalsis. 

TURICUM 

Each  tablespoonful  contains  methylcellulose  0.3  Gm., 
magnesium  hydroxide  0.6  Gm. 

lubricoid  action  without  oil 

It  is  pleasant  and  easy  to  take. 


WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 

A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


Decoration  Day 
Week-End 

All-Expense 
including  ROUND-TRIP 
Transportation 

3 Glorious  Days s5950 


ctto+iey+nxuut  Jlouen 


Jrt  (Ae  7/ealt  of 


Championshi 
^Tennis  Courts . 
8 Handball^ 
^Courts , 


Scaroon  Manor 

HOTEL  • • 6 m SCHROOh  LAKE  NY 


N.  y.  Phones:  BA  7-1782  CO  7-3395  BA  7-1970 

Open  May  25  Free  Golf 


Heated  Rooms 


till  June  22 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD  S PREFERRED 

COGNAC  BRANDY 

Schieffelin  & Co.,  New  York.  N.Y. 
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From  among;  all  antibiotics , 
Obstetricians  and  Gynecologists  often  choose 


AUREOMYCIN 


Hydrochloride  Crystalline 


Because 

Aureomycin  diffuses  so  rapidly  that  it  becomes 
available  immediately  to  all  the  tissues  in  and 
about  the  pelvis. 

Aureomycin  readily  passes  into  the  blood 
stream,  and  through  the  placenta  into  the 
fetal  circulation. 

Aureomycin  may  be  given  by  the  oral,  or 
in  an  emergency  by  the  intravenous,  route. 


Aureomycin  has  been  reported  clinically 
effective  when  used  systemically  against  sus- 
ceptible organisms  in  many  gynecologic  and 
obstetrical  infections,  including: 

Parenteral  and  Post-partum  Infectious  Com- 
plications • Mastitis  • Thrombophlebitis 
• Pyelitis  of  Pregnancy  • Staphylococcal 
Infection  in  the  Newborn 


Th  roughout  the  world,  as  in  the  United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of  established  effectiveness. 

Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 
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ACID 


BACTERICIDAL  - WATER-MISCIBLE  • SAFE** 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  195?. 

2.  Benson,  R.  A.,  et  a!.:  "The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Pod.  34:1-49,  Jan.,  1949. 

3.  Niedelman,  M.  L,  «t  al.i  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37.5-762,  Nov.,  1950. 
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Meat  and  its  applicability  in  the 
Dietary  Management  of  Atherosclerosis 

Contrary  to  the  former  belief  that  serum  cholesterol  levels  are  primarily 
related  to  ingested  animaL  fat  and  consequently  to  dietary  cholesterol,  it  now 
appears  that  the  total  amount  of  fat  in  the  diet,  not  its  source  or  cholesterol  con- 
tent, is  a more  important  factor  in  determining  the  blood  cholesterol  concentra- 
tion. 1-2'3’4  Clinical  observation  has  shown  that  ingestion  of  vegetable  fat— which 
contains  no  cholesterol— will,  like  fats  of  animal  origin,  raise  the  serum  choles- 
terol level.3- 5 

Recent  basic  research  on  the  influence  of  fats  and  cholesterol  on  human  health 
has  done  much  to  further  progress  in  the  fight  against  atherosclerosis.  It  will 
serve  well  in  dispelling  the  mistaken  fear  that  reasonable  amounts  of  foods  of 
animal  origin  predispose  the  individual  to  this  vascular  disease.6  As  a matter  of 
fact,  a dietary  inadequate  in  essential  nutrients  but  providing  too  many  calories 
and  too  much  fat  from  any  source  may  well  be  an  important  factor  underlying 
the  deposition  of  fat  and  cholesterol  in  the  arteries  and  liver. 

Cumulative  evidence  indicates  that  lowered  blood  levels  of  cholesterol  may 
be  effected  by  restricting  the  total  fat  intake.1  Except  in  instances  of  refractory 
hypercholesteremia,  in  which  a daily  fat  intake  as  low  as  10  Gm.  may  not  reduce 
cholesterol  levels  to  normal,  diets  containing  20  to  30  Gm.  of  fat,  or  even  more, 
often  produce  low  cholesterol  blood  levels.  In  the  clinical  application  of  this 
principle,  various  palatable,  low  fat  diets  which  supply  three  servings  of  meat 
daily  (containing  18  Gm.  of  fat)  have  recently  been  suggested  for  the  dietary 
management  of  arterioscletosis  and  for  enlisting  the  cooperation  of  patients.1 
The  meat  servings  were  chosen  from  a large  variety  of  cuts  and  kinds  of  meat 
(fat  trimmed  off,  as  lean  as  possible).  Meat  adds  to  the  eating  appeal  of  the  fat- 
restricted  diet  and  contributes  important  amounts  of  biologically  complete  pro- 
tein, the  B group  of  vitamins  including  B12,  and  food  iron  — all  of  which  are  im- 
portant for  a good  state  of  nutrition  in  the  atherosclerotic  patient. 


1.  Hildreth,  E.A.;  Hildreth,  D.M.,  and  Mellin- 
koff,  S.M.:  Principles  of  a Low  Fat  Diet, 
Circulation  4:899  (Dec.)  1951. 

2.  Bloch,  K.:  The  Intermediary  Metabolism  of 
Cholesterol,  Circulation  1:214  (Feb.)  1950. 

3.  Keys,  A.;  Mickelson,  O.;  Miller,  E.V.O.,  and 

Chapman,  L.B.:  The  Relation  in  Man  Be- 

tween Cholesterol  Levels  in  the  Diet  and  in 

the  Blood,  Science  112:79,  1950. 


4.  Gubner,  R.,  and  Ungerleider,  H.E.:  Arterio- 
sclerosis, a Statement  of  the  Problem,  Am.  J. 
Med.  6:60,  1949. 

5.  Hildreth,  E.A.;  Mellinkoff,  S.M.;  Blair, G.W., 
and  Hildreth,  D.M.:  The  Effect  of  Vegetable 
Fat  Ingestion  on  Human  Serum  Cholesterol 
Concentration,  Circulation  3:641  (May)  1951. 

6.  King,  C.G.:  Trends  in  the  Science  of  Food 
and  Its  Relation  to  Life  and  Health,  Nutri- 
tion Rev.  10: 1 (Jan.)  1952. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


Ciba  announces 


Major  Advance  in  the  Medical  Managenn 


tbe  availability  of  a 

new  antibypertensive  agent 

i 

Apresoline 

B Trade  Mark  ( brand  of  hydralazine 

hydrochloride 


❖ 

Clinicallv  investigated 
as  C-596S  and  also 
1-Hydrazinophthalazine. 
hydrochloride 


Clinical  Significance 

By  virtue  of  its  dual  capacity  to  reduce  blood  pressure  and  yet  in- 
crease blood  flow  through  the  kidney,  Apresoline  provides  a new 
and  improved  approach  to  the  medical  management  of  hypertensive 
disorders.  Its  value  is  augmented  by  its  tendency  to  cause  significant 
relaxation  of  cerebral  vascular  tone  in  hypertensive  patients,  oral  as 
well  as  parenteral  effectiveness,  and  relatively  low  toxicity. 

Indications 


Apresoline  has  proved  therapeutically  useful  in  widely  differing 
forms  of  hypertensive  disease.  The  drug  is  of  distinct  value  in  essen- 
tial and  early  malignant  hypertension,  its  effectiveness  often  being 
more  marked  in  the  severe  (although  not  terminal)  phases  of  these 
disorders.  It  is  also  most  effective  in  hypertension  persisting  or 
recurring  after  sympathectomy. 

Preliminary  studies  indicate  that  worthwhile  results  also  may  be  ex- 
pected in  toxemias  of  pregnancy  and  in  acute  glomerulonephritis.  When 
renal  damage  is  advanced,  as  in  chronic  renal  hypertension  and 
chronic  glomerulonephritis,  the  value  of  the  drug  is  considerably  less, 
and  it  may  be  hazardous  if  not  used  with  extreme  caution  and 
constant  observation. 


1 


Apresoline,  like  any  hypotensive  agent,  should  be  used  only  with  extreme 
caution  in  patients  with  coronary  artery  disease,  advanced  renal  damage, 
and  existing  or  incipient  cerebral  vascular  accidents. 

For  complete  information  on  Apresoline, 
contact  the  Ciba  Professional  Service 
Representative  or  write  the  Medical  Service 
Division,  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jersey. 


Hypertensive  Disorders 


Ad  ministration 


Before  prescribing  or  administering  Apresoline,  it  is  essential  that 
the  physician  thoroughly  familiarize  himself  with  the  characteristics 
of  the  drug.  The  benefit  derived  from  Apresoline  by  the  patient  is 
dependent  in  vital  degree  upon  the  most  meticulous  attention  to 
individualization  of  administration,  dosage,  and  its  adjustment  in 
accordance  with  response. 


Caution 


2/1812M 


1120 


The  costumes  change  over  the  years:  so  do  the  covers  ...  but 
doctor-interest  in  the  Picker  X-Ray  Accessory  Catalog*  always  stays  live 
and  constant.  That’s  because  for  a time-span  approaching  four  decades 
it  has  been,  as  it  is  now,  the  most  comprehensive  and  up-to-date  source  book 
available  for  x-ray  accessories  and  supplies.  C And  it’s  backed 
by  the  kind  of  alert  local  service  which  has  kept  thousands  of 
doctors’  accounts  on  Picker  books  for  ten,  twenty,  thirty  or  more 
years  continuously.  H We  strive  to  number  you  among 
them,  if  you  aren’t  already.  You’ll  find  the  relationship 

pleasant  and  profitable. 

*If  you  haven't  a copy  of  the  latest  edition, 
we’ll  be  glad  to  send  you  one. 


thing 


here 


one 


all  you  expect 

PICKER  X-RAY 
25  South  Broadway, 


. . . and  more 

CORPORATION 
White  Plains,  N.  Y. 


. ' t 


& 


V,' 


v/v. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1952  by  the  Medical  Society  of  the  State  of  New  York 


1 George  W.  Kosmak,  M.D.,  Editor  Laurance  D.  Redway,  M.D.,  Assistant  Editor 

Thomas  E.  Alexander,  Business  Manager  Alvina  Rich  Lewis,  Production  Editor 

Publication  Committee 
George  W.  Kosmak,  M.D.,  Chairman 


Maurice  J.  Dattelbaum,  M.D. 
W.  P.  Anderton,  M.D. 


Laurance  D.  Redway,  M.D. 
John  J.  Masterson,  M.D. 


Associate  Editorial  Board 


A.  H.  Aaron,  M.D. 

Louis  H.  Bauer,  M.D. 

William  A.  Brumfield,  M.D. 

Theodore  J.  Curphey,  M.D. 

Samuel  A.  Garlan,  M.D. 

Reginald  A.  Higgons,  M.D. 

Advertising  Represental ives 
Charles  L.  Baldwin,  Jr. 

James  M.  Kelly 
Joseph  A.  Mullaney 


Norman  S.  Moore,  M.D. 
Peter  M.  Murray,  M.D. 
George  H.  O’Kane,  M.D. 
Howard  A.  Rusk,  M.D. 
Leo  F.  Simpson,  M.D. 
Armitage  Whitman,  M.D. 


John  A.  Bassett 
Pacific  Coast  Representative 


VOLUME  52  MAY  1,  1952  NUMBER  9 


Editorials 

Distribution  of  Income 


A current  study  of  the  distribution  of 
incomes  reported  by  the  New  York  Times 
and  based  on  statistics  of  the  National 
Bureau  of  Economic  Research  for  1950 
reveals  some  information  which  should 
interest  every  physician.1  Mr.  Will  Lissner 
of  the  Times  staff,  who  assembled  the  facts 
and  figures,  concludes  from  them  that  “the 
United  States  has  undergone  a social  rev- 
olution in  the  last  four  decades,  and  partic- 
ularly since  the  Thirties.”  By  social 
revolution  Mr.  Lissner  refers  to  the  fact  that 
the  period  has  been  characterized  by  expand- 
ing national  output  and  a more  equable 
distribution  of  the  fruits  of  that  expansion. 
The  important  thing  to  note,  he  points  out, 
is  that  to  the  extent  that  we  have  moved 
in  the  direction  of  equalizing  incomes  the 
process  has  been  one  of  “leveling  up,  rather 
than  leveling  down.” 

Apparently  the  very  poor  have  become 
fewer  by  two  thirds  of  their  1939  number. 
The  poor  have  become  better  off.  Where 
three  out  of  four  families  had  incomes  of 

1 March  5,  1952. 


less  than  $2,000  a year  in  1939,  only  one 
out  of  three  fell  into  that  class  ten  years 
later.  The  well-to-do  and  the  rich  have 
become  more  numerous.  In  the  late  Thir- 
ties, one  family  in  about  50  was  in  the  $5,000- 
and-over  income  class,  and  one  out  of  100 
was  in  the  $10,000-and-over  class.  In  the 
late  Forties,  one  family  out  of  six  was  in  the 
$5,000-and-over  class,  and  one  out  of  20 
in  the  $10,000-and-over  class. 

In  the  period  covered  first  by  the  de- 
pression, then  war,  increasing  public  debt 
in  the  depression  phase,  and  almost  unin- 
terrupted inflation  since  have  made  it 
unsafe  to  generalize  on  the  social  gains. 
There  is  unquestionably  a certain  euphoria 
engendered  by  expansion  of  the  currency 
which,  up  to  a certain  point,  masks  the  on- 
coming cramps  of  the  inevitable  later  sharp 
contractions.  It  seems  to  be  a question  of 
time  only.  But  it  is  unquestionable  that 
the  nation  has  continued  steadily  and  with- 
out- interruption  to  increase  its  productivity  ; 
says  the  Times:- 
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What  has  happened  to  the  income  pattern 
in  recent  years  received  its  biggest  single  im- 
pulse, it  is  safe  to  say,  in  the  Twenties.  That 
decade,  according  to  Frederick  C.  Mills, saw  the 
“productivity  increment”  increase  (in  1929 
dollars)  by  $215  billions,  a total  never  ap- 
proached before  or  since.  As  against  the  $215 
billions  contributed  by  increased  productivity 
in  that  decade,  only  $20  billions  was  added  by 
increased  labor  input.  The  wartime  decade  of 
the  Forties  saw  the  productivity  increment  rise 
by  $163  billions,  but  the  figure  was  far  over- 
shadowed in  that  decade  by  the  expansion  of 
the  labor  force  and  longer  hours,  which  com- 
bined to  add  $400  billions. 

The  apparently  hopeful  outlook  for  the 
poor  is  encouraging  to  those  who  spend 
their  lives  fighting  disease  and  disability, 
and  it  is  to  be  hoped  that  their  lot  will 
continue  to  improve. 

Still  it  is  only  fair  to  consider  the  other  side 
of  the  picture,  as  reported  by  the  Associated 
Press  on  March  5:3 

The  government  closed  out  the  first  eight 
months  of  the  fiscal  year  $7,520,481,692  in  the 
red,  the  Treasury  reported  yesterday. 

For  the  first  eight  months  of  the  fiscal  year, 
beginning  last  July  1,  the  government  paid  out 
$41,835,968,621,  a big  jump  from  the  $26,081, 
947,693  spent  during  the  same  period  last  year. 

The  deficit  of  $7.5  billion  at  the  end  of  Feb- 
ruary contrasts  with  a surplus  of  $1,087,477,624 
at  the  same  time  last  year. 

The  national  debt  at  the  end  of  February 
stood  at  $260,398,871,398,  up  from  $255,958, 
195,132  on  February  23  last  year. 

It  would  appear  from  the  foregoing  that 
more  and  more  of  the  national  product  is 
being  dispensed  or  disbursed  by  govern- 
ment, or  disposed  of  in  one  way  or  another, 
domestically  or  abroad.  Subsidies  of  va- 
rious kinds  have  undoubtedly  played  a part 
in  the  changed  distribution  of  income  for 
better  or  worse.  With  the  government 
now  the  largest  employer  and  the  tax  struc- 
ture eating  heavily  into  the  take-home  pay 
of  all  citizens,  it  seems  probable  that  some 

3 Ossining  Citizen  Register,  March  5,  1952. 


1,526,000  people  with  incomes  under  $1,000 
a year  will  pay  about  $25  each  on  1951 
earnings,  while  about  6,000,000  people 
earning  between  $1,000  and  $2,000  will 
pay  $125  each,  “twice  as  much  as  the  $10, 000- 
income  man  under  the  1913  law.”4  Also, 
if  all  goes  well,  33,000,000  citizen-taxpayers 
with  incomes  under  $5,000  will  disgorge 
somewhat  more  than  eight  billion.  . .as 
much  as  the  whole  Federal  budget  in  1938.” 

What  interest  does  this  have  for  physi- 
cians? If  the  poor  and  the  very  poor  are 
better  off  than  before,  what  is  the  status 
of  a doctor  with  a wife  and  two  children  in 
1952?  He  and  his  family  must  pay  the  cur- 
rent high  prices  for  everything  they  con- 
sume like  everyone  else,  but  notwithstanding 
the  nearly  137  per  cent  increase  (average 
gross  earnings  before  tax  deductions)  in 
earnings  of  persons  in  the  medical  and  health 
field  between  1939  and  now,  this  apparent 
gain  is  offset  in  the  same  period  by  inflation 
and  taxes.  According  to  the  Daily  News 
the  head  of  such  a family  must  now  earn 
$6,783  to  equal  the  $3,000  he  earned  in 
1940. 5 Also  he  must  now  earn  $11,540  to 
equal  the  $5,000  he  earned  in  1940;  and 
he  must  now  earn  $25,800  to  equal  the  $10,000 
he  made  in  1940.  If  such  a doctor  made 
$25,000  in  1940,  in  1952  he  would  have  to 
acquire  $121,000  to  equal  it  after  inflation 
and  taxes  get  through  with  him  and  his 
family.  A significant  number  of  doctors 
come  within  the  $3,000  to  $25,000  group 
to  make  the  above  comparisons  of  consider- 
ably more  than  academic  interest. 

As  of  now  the  Federal  government  is 
taxing  more  than  25  per  cent  of  the  national 
income  and  is  also  running  a deficit.  Prices 
in  the  United  States  have  reportedly  nearly 
doubled  since  1939,  so  cutting  nearly  in 
half  all  dollar  savings,  all  insurance,  all 
pensions. 

This  seems  to  be  the  picture  as  of  now. 
As  the  man  said  during  his  first  airplane 
trip,  “It’s  a beautiful  ride,  while  it  lasts.” 

* Time,  March  10,  1952,  p.  26. 
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The  sense  of  humor  is  the  oil  of  life’s  engine.  No  lot  is  so  hard,  no  aspect  of  things  so  grim, 
but  it  relaxes  before  a hearty  laugh. — G.  S.  Merrian 
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The  New  York  Annual  Meeting 

Again  it  is  convention  time — that  annual  period  when  we 
can  all  renew  acquaintances  and  join  with  old  friends  and  new 
to  enjoy  the  pleasantries  of  living.  This  146th  annual 
convention  bids  fair  to  be  one  of  our  best. 

Unusual  effort  has  been  put  forth  by  all  members  of  the 
convention  committees  to  make  this  gathering  a memorable 
one.  The  program  for  the  scientific  sessions  has  been  pub- 
lished in  the  April  1 issue  of  the  Journal.  I hope  everyone 
has  read  it.  The  papers,  presentations,  and  scientific  ex- 
hibits have  been  carefully  selected,  and  every  member 
should  profit  by  attendance  at  the  various  meetings. 

It  would  not  be  prudent  to  single  out  any  special  feature 
of  this  bountiful  array  of  scientific  achievements  in  clinical 
medicine.  I would  stress,  however,  the  exceedingly  inter- 
esting and  broad  television  program  which  will  be  presented 
almost  continuously  during  convention  week.  We  owe  a 
deep  debt  of  gratitude  to  all  those  who  have  made  this  pos- 
sible, especially  our  sponsor,  the  Medical  Society  committee 
which  arranged  it,  and  the  faculty  and  teaching  staff  of  Bellevue  Hospital  and  the  New 
York  University  College  of  Medicine. 

I would  call  attention  also  to  the  importance  of  the  General  Sessions  and  Teaching 
Day.  Every  doctor  should  try  to  attend  these  meetings  and  invite  his  friends.  Also  on 
Monday  afternoon  our  first  scientific  program  under  the  auspices  of  our  newly  established 
Blood  Bank  Commission  will  be  held.  These  presentations  are  of  exceptional  quality, 
and  the  excellence  and  scientific  attainments  of  the  speakers  are  outstanding. 

The  work  of  the  House  of  Delegates,  as  always,  will  be  serious  and  important.  Issues 
will  be  presented  which  will  require  studied  consideration,  and  policies  to  be  established 
will  have  great  bearing  on  the  future  of  this  great  Society.  I urge  every  delegate  to  familiar- 
ize himself  with  the  details  of  the  published  annual  reports.  Certain  very  significant  supple- 
mental reports  will  be  forthcoming,  some  containing  specific  and  far-reaching  recommenda- 
tions. I am  thinking  as  this  is  written  particularly  of  our  new  Blood  Bank  Commission, 
the  Community  Health  Council  project,  the  Malpractice  Insurance  report,  recommended 
expansion  of  our  industrial  health  and  rehabilitation  activities,  and  our  future  legislative 
endeavors.  Space  precludes  enumerating  others.  I shall  pay  them  special  attention  and 
try  to  clarify  for  the  House  our  considered  objectives  in  my  own  supplemental  report. 

This  is  your  convention,  not  just  for  your  officers  and  delegates.  I want  every  member 
to  feel  that  he  is  an  integral  part  of  this  Society.  Attend  the  sessions  of  the  House,  and 
above  all  else  go  before  the  reference  committees  and  make  your  views  on  important  ques- 
tions clearly  known. 

In  closing,  let  me  emphasize  the  social  activities  of  this  convention.  They  will  be 
many  and  varied.  Notably,  on  Monday,  May  12,  at  noon,  Mr.  Donald  R.  Wilson,  national 
commander  of  the  American  Legion,  Mil  address  the  House  in  open  session.  His  subject — - 
“Our  State  Department  and  Foreign  Policy.”  Please,  all  of  you,  try  to  attend  this  and 
bring  your  wives  and  friends.  He  is  an  eloquent  speaker  and  has  an  important  message. 
Also,  the  annual  meeting  on  the  night  of  May  14  will  be  a dinner  dance,  and,  in  addition  to 
our  usual  and  required  ceremonies,  we  shall  hear  from  our  A.M.A.  president-elect,  Dr. 
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Louis  H.  Bauer,  and,  I hope,  one  other  outstanding  speaker.  So,  no  other  business  May 
12  to  16.  Again — this  is  your  convention,  and  I am  privileged  to  extend  to  all  of  you  a 
most  hearty  welcome.  Do  not  miss  this  one. 


Current  Editorial  Comment 


Hard  Times  Ahead?  Perhaps  some  indi- 
cation of  the  trend  is  forecast  by  the  prospect 
for  Federal  health  activities.  In  the  hands 
of  congressional  committees  are  the  Presi- 
dent’s proposals  for  the  fiscal  budget  for 
1953.  These  indicate  sharp  cutbacks  in 
operations. 

Says  Modern  Medicine: 

The  Hill-Burton  hospital  construction  pro- 
gram, for  example,  was  allocated  only  $75 
million  in  new  funds  for  the  year.  This  com- 
pares with  $82.5  million  allotted  for  the  cur- 
rent year — and  the  lower  figure  was  set  in 
spite  of  mounting  construction  costs. 

The  National  Cancer  Institute,  which  uses 
some  funds  for  its  own  research  and  distributes 
others  as  research  and  control  grants,  fares 
even  worse  than  the  Hill-Burton  organization. 
Currently  it  is  spending  about  $20  million; 
next  fiscal  year  it  is  expected  to  get  along  on  a 
little  over  $15  million. 

Heart  Institute  is  expected  to  cut  its  cur- 
rent $13  million  program  down  to  a little  under 
$10  million.  Mental  Health  Institute  comes 
off  fairly  well;  it  will  be  expected  to  execute 
only  a relatively  small  cut,  from  $11  million 
to  $10.8  million.1 

Some  increases — not  medical — are  seen  in 
programs  related  to  national  defense  needs, 
as  National  Science  Foundation,  which  cor- 
relates all  research,  receives  $15  million  as 
against  $3.5  million  for  this  year.  Federal 

Modern  Medicine,  March  15,  1952,  p.  180. 


Civil  Defense  Administration  would  get 
$2.6  millions  for  1952  as  against  $1.6  mil- 
lions this  year.  Similarly,  the  work  of  the 
Atomic  Energy  Commission  will  receive  $1 
million  more  than  the  present  $23.2  millions 
in  funds  for  its  medical  and  biologic  divisions. 

It  appears  opportune  to  direct  attention 
to  these  skyborne  expenditures.  What  the 
Congress  will  do  respecting  these  requests  is 
to  be  seen,  but  the  Budget  Bureau  has 
pointed  the  way  at  least  to  certain  economies. 

A Bouquet  to  the  Legislature.  For  an 

untold  number  of  years  animal  vivisection 
has  been  the  bane  of  our  lawmakers  at 
Albany  and  of  interested  physicians.  The 
public  has  been  drawn  into  the  picture  by 
appeals  from  a variety  of  campaigners 
against  the  use  of  animals  for  experimental 
purposes,  with  particular  emphasis  upon  that 
“friend  of  man” — the  dog.  Efforts  to 
legalize  the  use  of  animals  for  these  purposes 
have  repeatedly  come  before  our  Legislature 
but  with  no  success,  until  the  past  session 
when  the  Metcalf-Hat.eh  bill  was  passed 
and  approved  by  the  Governor.  The  pro- 
fession of  this  State  and  its  allies  owes  an 
expression  of  gratitude  and  appreciation  to 
the  supporters  of  the  measure  for  their 
labors  in  behalf  of  placing  a safe  and  satis- 
factory law  on  the  statute  books,  and  spe- 
cifically to  the  authors  of  the  bill,  to  Gover- 
nor Dewey,  and  to  Speaker  Heck  of  the 
Assembly. 
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THE  DIFFERENTIAL  DIAGNOSIS  OF  ACUTE  ANTERIOR 

POLIOMYELITIS 


George  C.  Graham,  M.D.,  West  Hempstead,  New  York,  and  Curt  Bluefeld,  Jr.,  M.D., 

Port  Jefferson  Station,  New  York 


( From  the  Meadowbrook  Hospital) 


DURING  the  poliomyelitis  season  it  is  only 
natural  that  the  physician  confronted  with 
a patient  who  presents  any  signs  or  symptoms 
even  remotely  suggestive  of  poliomyelitis  will  con- 
sider this  diagnosis  strongly.  The  fact  that  the 
physician  includes  poliomyelitis  in  his  differen- 
tial diagnosis  is  to  be  commended;  however,  all 
too  frequently  the  possibility  of  another  diagnosis 
is  overlooked. 

Since  many  of  the  diseases  commonly  confused 
with  poliomyelitis  require  prompt  specific  thera- 
peutic measures,  valuable  time  will  be  lost  if  there 
is  failure  on  the  part  of  the  observer  to  evaluate 
the  entire  clinical  picture. 

During  the  past  six  years  from  January  1, 
1945,  to  December  31,  1950,  1,035  patients  were 
admitted  to  Meadowbrook  Hospital  with  a diag- 
nosis of  poliomyelitis.  Of  this  number  83.8  per 
cent  were  proved  clinically  to  have  poliomyelitis; 
3.4  per  cent  were  discharged  with  diagnosis  unde- 
termined, and  12.8  per  cent  were  felt  to  have 
diagnoses  other  than  poliomyelitis  (Table  I). 

In  Table  II  are  summarized  the  various  dis- 
eases confused  with  poliomyelitis  and  the  fre- 
quency of  occurrence  of  signs  of  meningeal  irrita- 
tion, muscle  weakness,  and  abnormal  spinal  fluid 
findings.  Practically  all  of  the  cases  erroneously 
admitted  as  poliomyelitis  showed  at  least  one  of 
these  three  findings.  We  shall  attempt  to  discuss 
the  differential  diagnosis  of  poliomyelitis  and  illus- 
trate it  by  a review  of  these  cases. 

Upper  Respiratory  Infections 

The  initial  phase  of  poliomyelitis  differs  in  no 
important  essential  from  the  onset  of  an  acute 
upper  respiratory  infection.  In  fact,  the  presence 
of  a pharyngitis  or  tonsillitis  is  characteristic  of 
the  primary  stage  of  the  disease.  The  greatest 
number  of  cases  in  our  series  erroneously  admitted 
as  poliomyelitis,  45  in  all,  proved  to  be  upper  re- 


TABLE  I. — Cases  Admitted  with  Diagnosis  of  Polio- 
myelitis from  1945  to  1950 


Number  of 
Cases 

Per  Cent 
of  Total 

Total  cases  admitted  as  poliomyeli- 

tis 

1,035 

Clinically  proved  poliomyelitis 

867 

83.8 

Final  diagnosis  undetermined 

36 

3.4 

Final  diagnosis  other  than  polio- 

myelitis 

132 

12.8 

spiratory  infections  varying  from  the  common 
cold  to  acute  tonsillitis. 

While  it  is  well  known  that  an  acute  upper  re- 
spiratory infection  may  cause  aches  and  pains 
and  stiffness  in  practically  any  muscle  of  the  body, 
it  is  when  these  symptoms  occur  during  an  epi- 
demic of  poliomyelitis  that  the  differential  diag- 
nosis between  the  two  conditions  becomes  of 
great  importance.  When  meningismus  is  present 
in  an  upper  respiratory  infection,  the  clinical  dis- 
tinction from  poliomyelitis  is  practically  impos- 
sible without  examination  of  the  cerebrospinal 
fluid  and  even  then  may  require  a few  days  ob- 
servation. Meningismus,  or  meningism,  is  con- 
sidered to  be  irritation  of  the  meninges  without 
the  presence  of  any  infectious  process  in  the 
meninges  or  central  nervous  system  themselves. 
The  characteristic  findings  of  meningismus  in  the 
cerebrospinal  fluid  are  (1)  a clear,  colorless  fluid 
usually  under  increased  pressure,  (2)  a normal  cell 
count  and  sugar  content,  and  (3)  a normal  or  de- 
creased protein  and  chloride  content.  Most  re- 
ports in  the  literature  on  this  subject  maintain 
that  the  cell  count  should  normally  be  below  5, 
certainly  never  above  10. 

Merritt  and  Fremont-Smith  reported  a few 
cases  of  meningismus  with  cell  counts  up  to  18. 1 
However,  Top  states  that  the  cell  count  in  men- 
ingismus is  above  normal  but  rarely  very  high, 
varying  between  10  and  50  cells.2  The  predomi- 
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TABLE  II. — Diseases  Confused  with  Poliomyelitis  and  Fhequency  of  Central  Nervous  System  Findings 


Disease 

Number 
of  Cases 

' Per  Cent  of  Cases  with  CNS  Findings * 

Abnormal 

Stiff  Neck,  Cerebrospinal 

etc.  Weakness  Fluid 

Poliomyelitis  cases  during  1949 

337 

96 

48.2 

9b . 5 

L pper  respiratory  infection 

45 

57  8 

13.3 

4.4 

Rheumatic  fever 

4 

75 

0 

25 

Meningitis 

12 

100 

8 3 

100 

Orthopedic  diagnoses 

29 

27.6 

10.3 

0 

Neoplasms  of  spinal  cord 

4 

75 

100 

75 

Hysteria 

6 

50 

33 . 3 

0 

Cerebral  hemorrhage 

5 

100 

40 

100 

Meningitis  and  encephalitis  with  infectious  diseases 

5 

100 

40 

60 

Primary  infectious  diseases 

9 

77.7 

11.1 

0 

Myelitis 

3 

100 

67.0 

100 

Miscellaneous  diseases 

Tuberculosis 

2 

Diabetes  mellitus 

2 

Thrombophlebitis 

1 

Hodgkin’s  disease 

1 

Sciatic  neuritis 

1 

Lues 

1 

Weil’s  disease 

1 

Brain  abscess 

1 

nant  cell  is  as  often  polymorphonuclear  as  lympho- 
cytic. As  is  seen  in  Table  II.  only  4.4  per  cent  of 
the  cases  of  upper  respiratory  infections  revealed 
abnormal  spinal  fluid  findings,  the  highest  cell 
count  being  14.  Our  criteria  for  the  differentia- 
tion of  an  acute  upper  respiratory  infection  from 
poliomyelitis  are  (1)  visible  evidence  of  infection 
in  the  upper  respiratory  tract  (poliomyelitis  pa- 
tients often  complain  of  a sore  throat  without 
evidence  of  inflammation),  (2)  elevated  white 
blood  count.  (3)  normal  spinal  fluid  findings,  ex- 
cept in  the  presence  of  meningismus,  (4)  clearing 
of  all  signs  of  meningeal  irritation  within  twenty- 
four  to  thirty-six  hours,  (5)  absence  of  history  of 
contact  or  exposure  to  poliomyelitis,  (6)  short 
course  of  the  disease  and  often  a dramatic  re- 
sponse to  antibiotic  therapy,  and  (7)  absence  of 
any  evidence  of  muscle  weakness.  It  will  be  seen 
from  Table  II  that  11.6  per  cent  of  the  cases  of 
upper  respiratory  infections  were  admitted  with 
apparent  muscle  weakness.  We  do  not  feel  that 
the  weakness  noted  was  due  to  nerve  involvement 
but  to  muscle  pain  and  tenderness  caused  by  the 
toxicity  of  the  infection.  It  must  also  be  realized 
that  the  greatest  percentage  of  our  cases  was  in 
young  children  in  whom  evaluation  of  motor 
power  is  difficult  at  best.  Finally,  we  realize  that 
short  of  viral  studies  we  cannot  absolutely  rule 
out  the  possibility  of  an  upper  respiratory  infec- 
tion being  an  abortive  poliomyelitis. 

Meningitis 

The  clinical  picture  of  bacterial  meningitis  may 
simulate  the  preparalytic  stage  of  poliomyelitis 
in  its  entirety.  The  differential  diagnosis  rests 
mainly  on  the  cerebrospinal  fluid  findings.  Sup- 
purative meningitis  usually  shows  a cloudy  fluid 
with  500  to  above  20,000  cells,  mostly  polvmor- 
phonuclears.  While  in  poliomyelitis  the  fluid  is 
usually  clear  and  the  cell  count  is  10  to  500,  there 


have  been  cases  reported  with  cell  counts  over 
1,000.  The  type  of  cell  is  characteristically  a 
lymphocyte,  although  polymorphonuclears  may 
be  found  in  the  early  stages.  The  protein  content 
is  up  in  both  diseases  while  the  sugar  content, 
normal  in  poliomyelitis,  is  often  low  in  purulent 
meningitis.  Smear  and  culture  will  usual!}’  reveal 
the  organism  responsible  in  meningitis  unless  the 
patient  has  had  heavy  antibiotic  therapy  before 
the  spinal  tap. 

Lymphocytic  choriomeningitis,  a viral  type  of 
meningitis,  may  prove  difficult  to  distinguish  from 
poliomyelitis  if  it  occurs  in  the  polio  season. 
The  disease  is  transmitted  by  mice,  and  the  his- 
tory of  contact  with  rodents  may  prove  a good 
differential  point.  The  cerebrospinal  fluid  find- 
ings are  similar  to  poliomyelitis.  The  course  of 
the  disease  is  brief  with  rapid  recovery  the  general 
rule  after  the  first  week.  A serologic  test  is  avail- 
able for  specific  diagnosis. 

Tuberculous  Meningitis 

While  meningitis  itself  is  usually  fairly  readily 
distinguished  from  poliomyelitis,  tuberculous 
meningitis  often  becomes  a difficult  problem  in 
the  differential  diagnosis.  On  wards  where  a 
tuberculin  test  is  routine  procedure  on  admission, 
this  will  frequently  point  the  way  toward  an  un- 
suspected case  of  tuberculous  meningitis.  A his- 
tory of  contact  or  exposure  to  tuberculosis  is  the 
best  aid  to  diagnosis. 

In  differentiating  tuberculous  meningitis  from 
poliomyelitis  we  are  dependent  upon  the  febrile 
course  and  spinal  fluid  findings.  Tuberculous 
meningitis  will  cause  the  patient  to  run  a pro- 
tracted fever  and  become  progressively  weaker. 
A chest  x-ray  will  often  show  evidence  of  pulmo- 
nary tuberculosis.  Any  “polio”  case  which  runs  a 
febrile  course  for  over  ten  days  should  be  investi- 
gated for  tuberculous  meningitis. 
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Spinal  fluid  in  tuberculous  meningitis  will  show 
(1)  increased  cells  (usually  under  1,000  and  pre- 
dominately lymphocytes),  (2)  increased  protein, 
(3)  decreased  chlorides  and  sugar  (these  findings 
may  not  be  present  in  the  early  stages),  (4)  a pel- 
licle will  often  form  in  the  fluid  on  standing,  and 
(5)  smear  or  guinea  pig  inoculation  may  demon- 
strate the  organism. 

Since  it  ordinarily  takes  six  weeks  to  demon- 
strate the  organism  by  guinea-pig  inoculation,  a 
diagnosis  must  be  made  prior  to  this  time  so  that 
treatment  may  be  instituted. 

M.  O.  was  a seventeen-month-old  white  female  ad- 
mitted to  Meadowbrook  Hospital  as  a case  of  polio- 
myelitis. She  gave  a four-day  history  of  cough  and 
irritability.  Physical  examination  was  essentially 
negative  except  for  a left  otitis  media  and  a moder- 
ately stiff  neck.  A past  history  of  exposure  to  tuber- 
culosis was  obtained.  Examination  of  the  spinal 
fluid  on  admission  revealed  110  white  cells  (50  poly- 
morphonuclears  and  60  lymphocytes),  decreased 
sugar,  chlorides  66,  total  protein  220,  and  no  organ- 
ism was  seen  on  smear. 

A diagnosis  of  tuberculous  meningitis  was  made 
and  treatment  started.  Six  weeks  later  a guinea  pig 
which  had  been  inoculated  with  spinal  fluid  showed 
evidence  of  tuberculosis. 

Primary  Infectious  Diseases 

Infectious  diseases  not  directly  involving  the 
central  nervous  system  may  mimic  poliomyelitis 
by  virtue  of  the  presence  of  meningismus.  Usu- 
ally the  primary  disease  is  either  not  discovered 
at  the  onset,  thought  to  be  present  concomitantly 
with  poliomyelitis,  or  felt  to  be  a part  of  polio- 
myelitis. Pneumonia  is  probably  the  most  com- 
mon disease  included  in  this  group.  We  have 
seen  infectious  hepatitis  resemble  poliomyelitis 
with  initial  symptoms  of  fever,  headache,  back 
pain,  and  stiff  neck.  Although  the  spinal  fluid 
was  normal,  it  was  not  until  the  liver  became  en- 
larged and  tender  and  jaundice  developed  that  the 
correct  diagnosis  became  apparent.  A case  of 
Salmonella  enteritis  was  at  first  considered  to  be 
poliomyelitis  because  of  similar  signs  and  symp- 
toms and  diarrhea.  Positive  stool  cultures  and 
prompt  response  to  appropriate  chemotherapy 
established  the  correct  diagnosis. 

Infectious  Diseases  with  Complicating 
Meningitis  and  Encephalitis 

Many  acute  infectious  diseases,  notably  those 
of  viral  etiology,  are  sometimes  associated  with 
symptoms  indicating  involvement  of  the  central 
nervous  system.  Most  common  are  measles, 
rubella,  variola,  varicella,  mumps,  infectious 
mononucleosis,  vaccinia,  and  pertussis. 

Symptoms  of  meningeal  irritation  with  drowsi- 
ness and  muscular  rigidity  are  common.  Con- 
vulsions, spastic  paralysis,  bulbar  disturbances, 


ataxias,  tremors,  and  choreiform  movements  are 
described.  Many  of  these  symptoms  may  fre- 
quently be  seen  in  encephalobulbopoliomyelitis. 
The  distinguishing  feature  of  these  diseases  is 
usually  the  coexistence  or  previous  occurrence  of 
the  primary  disease.  One  of  our  cases  was  con- 
sidered poliomyelitis  until  the  second  day  when 
enlargement  of  the  parotid  glands  was  noted. 
It  is  interesting  to  note  that  mumps  meningo- 
encephalitis does  not  always  follow  the  parotitis 
but  may  precede  it.  Recently  much  stress  has 
been  laid  on  the  occurrence  of  meningitis  in  in- 
fectious mononucleosis.  At  the  peak  of  the 
poliomyelitis  season  a twenty-year-old  man  was 
admitted  with  a typical  history  of  poliomyelitis. 
He  was  found  to  have  a stiff  neck  and  back  with  a 
positive  Kernig  sign.  The  spinal  tap  was  trau- 
matic; however,  further  examination  revealed 
generalized  lymphadenopathy,  a palpable  spleen, 
and  a blood  smear  characteristic  of  infectious 
mononucleosis. 

Localized  hidden  infections  spreading  to  or  ir- 
ritating the  meninges  may  readily  present  a 
meningitis  picture  indistinguishable  from  polio- 
myelitis. A young  girl  was  admitted  during  the 
beginning  of  the  poliomyelitis  season  because  of 
headache,  stiff  neck,  fever,  and  a right  facial 
palsy.  The  course  of  the  fever  was  not  typical  of 
poliomyelitis,  and  further  workup  revealed  a 
petrositis  with  abscess  formation. 

Other  Virus  Infections  of  the  Central 
Nervous  System 

Guillain-Barre  Syndrome. — The  Guillain-Barre 
syndrome  is  frequently  initially  confused  with 
poliomyelitis.  Loss  of  deep  sensation  is  the  main 
distinguishing  feature  on  physical  examination, 
and  the  spinal  fluid  shows  a markedly  elevated 
albumin  without  cells.  Recovery  is  usually  com- 
plete. 

Landry  Paralysis  ( Acute  Ascending  Paralysis). 
— This  must  be  differentiated  from  Landry  type 
poliomyelitis.  The  distinction  here  is  a rather 
fine  one,  the  main  differential  features  being  the 
absence  of  fever,  the  presence  of  an  enlarged 
spleen,  lymphadenopathy,  and  a mild  nephritis.3 

There  is  some  question  as  to  the  existence  of 
this  disease  as  a clinical  or  pathologic  entity 
separate  from  poliomyelitis.4 

Myelitis  ( Transverse  Myelitis  and  Brown- 
Sequard  Syndrome). — The  only  differential  point 
in  this  diagnosis  is  the  loss  of  sensation  which  ac- 
companies a complete  loss  of  motor  function  in 
the  affected  area.  In  cases  of  transverse  myelitis 
such  loss  of  function  is  bilateral  but  may  be  uni- 
lateral in  the  Brown-Sequard  syndrome. 

Coxsackie  Disease 

Dalldorf  in  1947  first  demonstrated  the  pies- 
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TABLE  III. — Findings  in  Patients  with  Coxsackie  Virus 


Patient 

Age 

Spinal  Fluid  Paresis 

Outcome 

Unusual  Symptoms  or  Findings 

G.  D. 

3>/t 

125  white  blood  cells*  Quadriparesis 
50  total  protein 

Flail  legs,  weak  arms 

Prodromal  history  of  fever,  vomit- 
ing, and  rash  (attributed  to  food 
allergy)  cleared  in  one  day.  Pain 
in  affected  extremities. 

A.  L. 

8 

130  white  blood  cells*  Both  leg9 
105  total  protein 

Weakness  of  both  legs. 
Expected  to  recover 

Rather  severe  pain  in  affected  ex- 
tremities. 

J.  M. 

8 

398  white  blood  cells  None 
98%  lymphocytes 

Fully  recovered 

Twitch  to  right  orbicularis  oris. 
Slight  right  facial  (no  other  en- 
cephalitic signs). 

A.  B. 

19 

2 white  blood  cells  None 
85  total  protein 

Recovered 

2-week  history  of  pain  in  shoulder. 
1-week  history  of  nausea  and  an- 
orexia. 2-day  history  of  dif- 
ficult breathing  and  stiff  neck. 

C.  D. 

3 

0 white  blood  cells  Weakness  of  one  leg 
28  total  protein 

Recovered 

None 

* Predominantly  polymorphonuclears. 


ence  of  Coxsackie  virus  in  two  patients  suffering 
from  poliomyelitis  in  Coxsackie,  New  York.5 
Dalldorf  has  since  shown  the  Coxsackie  virus  to 
be  a group  of  viruses  and  has  been  able  to  classify 
them  according  to  their  effect  upon  suckling 
mice.6 

The  pathogenicity  of  these  viruses  for  man  is 
still  not  certain.  However,  they  have  been  iso- 
lated from  patients  under  treatment  for  polio- 
myelitis, aseptic  meningitis,  “summer  grippe,” 
pleurodynia,  influenza,  and  fevers  of  undeter- 
mined origin.7 

In  1949  stool  specimens  from  approximately 
100  patients  being  treated  for  poliomyelitis  at 
Meadowbrook  Hospital  were  examined  by  Dr. 
Dalldorf’s  laboratory  in  Albany,  New  York.  Of 
these,  five  specimens  were  found  to  contain  the 
Coxsackie  vims.  These  cases  are  reviewed  in 
Table  III. 

It  is  apparently  impossible  to  differentiate 
Coxsackie  disease  from  poliomyelitis  on  the  basis 
of  the  clinical  picture. 

Rheumatic  Fever 

The  differential  diagnosis  between  poliomyelitis 
and  rheumatic  fever  often  poses  the  most  difficult 
problem  we  have  to  deal  with  on  a poliomyelitis 
ward.  This  is  particularly  true  in  younger  chil- 
dren because  of  the  lack  of  heart  signs  and  their 
inability  to  localize  pain  to  the  joint  areas.8 

Rheumatic  fever  on  occasion  causes  meningo- 
encephalitic  symptoms,4  and  it  is  the  belief  of  the 
authors  that  it  may  give  rise  to  a slight  increase 
in  the  spinal  fluid  cell  count  and  total  protein. 

A past  history  of  rheumatic  fever,  or  heart 
murmurs,  may  lead  the  physician  to  suspect  such 
a diagnosis.  However,  lacking  these  findings,  it  is 
not  infrequent  that  such  a patient  may  be  ad- 
mitted to  a poliomyelitis  service. 

J.  S. , a fourteen-year-old  white  male,  was  admitted 
to  Meadowbrook  Hospital  with  a three-day  history 
of  pain  in  his  left  hip,  malaise,  and  anorexia  and  a 
one-day  history  of  fever  and  abdominal  pain.  Physi- 
cal examination  revealed  a lethargic  child  with  a low- 


grade  fever.  There  was  slight  nuchal  rigidity  and 
pain  on  flexion  of  legs. 

A spinal  tap  showed  14  white  cells  and  50  mg.  of 
protein. 

The  child  continued  to  run  a low-grade  fever  and 
subsequently  complained  of  typical  migrating  joint 
pains  and  developed  cardiac  findings.  The  final 
diagnosis  was  rheumatic  fever. 

Cerebral  Hemorrhage 

In  general,  cerebral  concussion  (head  injuries) 
and  “strokes”  are  easily  differentiated  from  polio- 
myelitis because  of  the  history  of  trauma  in  the 
former  and  the  sudden  onset  of  symptoms  in 
both  cases. 

However,  a cerebral  congenital  aneurysm  can 
cause  a difficult  diagnostic  problem.  Cerebral 
aneurysm  may  cause  symptoms  of  a brain  tumor 
through  intermittent  leakage.  Thus  symptoms 
of  a cerebral  aneurysm  may  be  of  a rather  in- 
sidious onset.  The  differential  diagnosis  in  such 
a case  depends  largely  on  the  presence  of  blood  in 
the  spinal  fluid,  and  it  is  important  to  distinguish 
between  a traumatic  and  a “bloody”  spinal 
tap. 

B.  G.  was  a twenty-six-year-old  white  female  ad- 
mitted to  Meadowbrook  Hospital  with  a one-week 
history  of  headache  which  had  been  severe  twelve 
hours  before  admission.  At  that  time  too,  she  de- 
veloped a persistent  vomiting  and  a stiff  neck. 
Physical  examination  at  this  time  showed  a marked 
nuchal  rigidity,  moderately  stiff  back,  and  a fever  of 
100  F.  During  the  following  week  her  fever  sub- 
sided, and  she  developed  a paralysis  of  the  third  and 
seventh  cranial  nerves. 

Spinal  tap  on  admission  showed  several  red  blood 
cells  and  290  white  blood  cells,  predominantly  poly- 
morphonuclears. Two  days  later  a second  tap 
showed  3,200  red  blood  cells,  1,000  white  blood  cells, 
50  per  cent  lymphocytes  with  a total  protein  of  60 
mg. 

Ten  days  later  she  suddenly  convulsed  and  be- 
came comatose.  Spinal  tap  at  this  time  showed  a 
pinkish  fluid.  The  patient  expired. 

Diagnosis  on  postmortem  examination  was  sub- 
arachnoid hemorrhage  secondary  to  ruptured  aneu- 
rysm. 
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Neoplasms  of  the  Spinal  Cord 

In  the  early  stages  of  a spinal  cord  tumor,  it  is 
often  impossible  to  differentiate  the  disease  from 
poliomyelitis,  although  the  diagnosis  may  be  sus- 
> pected  by  the  rather  severe  pain  accompanying 
j such  a tumor. 

R.  O.  was  an  eighteen-year-old  white  male  ad- 
mitted to  Meadowbrook  Hospital  with  a one-week 
history  of  pain  in  his  back  and  legs.  This  pain  be- 
came progressively  worse.  The  day  of  admission  he 
noted  some  weakness  in  his  legs. 

Examination  on  admission  revealed  slight  nuchal 
rigidity  with  marked  stiffness  of  the  back.  There 
was  minimal  weakness  of  the  legs. 

Spinal  tap  on  admission  showed  15  white  cells,  all 
lymphocytes,  and  a total  protein  of  210.  No  evi- 
dence of  a spinal  block  was  found  (pressure  and 
. Queckenstedt  normal). 

During  the  following  three  days  his  legs  became 
flaccid,  and  finally  he  developed  complete  anesthesia 
below  the  eighth  thoracic  level  with  absent  reflexes 
[ in  both  legs.  A spinal  tap  at  this  time  demonstrated 
I a block,  and  a myelogram  was  done.  A tumor  was 
found  at  the  level  of  the  seventh  thoracic  vertebra. 

Orthopedic  Conditions 

Orthopedic  conditions  are  not  infrequently 
mistaken  for  poliomyelitis.  We  have  found  29 
cases  admitted  with  a diagnosis  of  poliomyelitis 
j in  the  past  five-year  period.  They  consisted  of 
ij  low  back  strains,  joint  sprains,  myositis,  myalgia, 
muscle  strain,  synovitis,  Perthe’s  disease,  coxa 
vara,  hematoma  of  the  abdominal  wall,  and 
osteomyelitis. 

The  most  frequent  diagnosis  was  myositis. 
Only  27.6  per  cent  were  considered  on  admission 
to  the  hospital  to  have  signs  of  meningeal  irrita- 
tion, and  on  review  of  these  cases  they  were  found 
to  have  involvement  of  the  muscles  of  the  neck, 
back,  or  hamstring  muscles.  One  of  the  cases  had 
abnormal  spinal  fluid  findings.  Muscle  weakness 
found  to  be  present  in  only  2 per  cent  of  the  cases 
was  based  on  local  pathology  and  not  nerve  in- 
] volvement.  Constitutional  symptoms,  when  pres- 
ent, were  usually  associated  with  an  infectious 
! process  such  as  osteomyelitis,  synovitis,  or  an  as- 
sociated mild  upper  respiratory  infection.  The 
: majority  of  cases  were  afebrile.  There  was  often 
gross  evidence  of  local  pathology,  such  as  swelling 
of  a joint.  Frequently  a history  of  trauma  was 
I'  elicited. 

Hysteria 

During  the  summer  months  when  much  pub- 
licity is  given  to  poliomyelitis,  it  is  to  be  expected 
I that  some  people  who  have  seen  others  develop 
I,  the  disease  or  have  read  a good  deal  about  it  will 
imagine  themselves  to  be  ill.  As  a rule,  their 
first  complaint  will  be  a “paralyzed  arm  or  leg.” 
A careful  history  and  physical  examination  wil 


usually  serve  to  make  the  correct  diagnosis  with- 
out necessitating  the  use  of  laboratory  procedure. 

Miscellaneous  Diseases 

Tuberculosis. — Recently  cases  have  been  re- 
ported in  the  literature  of  pulmonary  tuberculosis 
of  the  primary  complex  type  in  which  there  are 
signs  of  meningeal  involvement  without  true 
tuberculous  meningitis.9  The  explanation  of  this 
is  that  a serous  reaction  of  the  meninges  occurs 
during  the  hyperergic  period  of  the  disease. 
Tuberculous  abscesses  involving  the  spine  may  be 
accompanied  by  back  pain,  fever,  and  muscle 
spasm.  If  there  is  no  deformity  of  the  spine,  it  is 
easy  to  see  how  the  disease  may  be  confused  with 
poliomyelitis.  The  spinal  fluid  may  show  ele- 
vated protein  and  cells  in  these  cases. 

Weil’s  Disease  ( Leptospirosis  icterohaernor- 
rhagica ). — As  a rule  the  differential  diagnosis  of 
Weil’s  disease  does  not  present  a great  problem. 
The  onset  is  more  acute  than  that  of  poliomyelitis. 
There  is  usually  a sudden  onset  of  headache, 
prostration,  high  fever,  and  severe  myalgia.  Only 
50  per  cent  of  the  cases  of  Weil’s  disease  will  de- 
velop jaundice.  Spinal  fluid  usually  reveals  ele- 
vated protein  and  50  to  100  white  blood  cells  per 
mm. 

E.  B.  was  a sixteen-year-old  white  male  admitted 
to  Meadowbrook  Hospital  with  a diagnosis  of  polio- 
myelitis. For  two  weeks  prior  to  admission  the  pa- 
tient had  handled  water  from  a contaminated  well. 
On  admission  the  patient  gave  a five-day  history  of 
nausea,  vomiting,  diarrhea,  myalgia,  stiff  neck,  and 
fever  ranging  from  102  to  103  F.  Physical  examina- 
tion showed  the  patient  to  be  confused  and  dis- 
oriented with  auditory  and  visual  hallucinations. 
The  only  positive  physical  finding  was  a stiff  neck. 
Urinalysis  revealed  albumin  and  granular  and 
hyaline  casts.  Spinal  fluid  showed  no  white  blood 
cells  but  total  protein  59.  Fever  persisted  for  three 
days  following  which  all  signs  and  symptoms  cleared. 
At  no  time  was  he  icteric.  A positive  diagnosis  was 
established  by  blood  agglutination  tests  for  Weil’s 
disease. 

Diabetes  Mellitus. — Diabetes  may  give  rise  to 
central  nervous  system  manifestations  of  a bizarre 
nature,  both  symptomatically  and  in  location. 
Peripheral  nerves,  spinal  cord,  autonomic  nervous 
system,  and  brain  may  be  involved.10  The  cause 
is  said  to  be  an  obscure  metabolic  change  in  the 
nervous  tissue  incident  to  uncontrolled  diabetes. 
Usually  the  manifestation  in  the  cerebrospinal 
fluid  is  limited  to  increased  protein.  However,  in 
our  series  of  cases,  two  diabetic  patients  were  ad- 
mitted with  a diagnosis  of  poliomyelitis.  One 
was  found  to  have  a stiff  neck,  and  both  were  felt 
to  have  weakness  of  one  or  more  of  the  extremi- 
ties. Both  showed  abnormal  spinal  fluid  findings. 
In  one  case  the  cell  count  was  normal;  in  the 
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other  80  cells  were  found.  Both  cases  showed  ele- 
vated protein.  All  signs  and  symptoms  sugges- 
tive of  poliomyelitis  cleared  in  both  cases  when 
the  diabetes  was  brought  under  control. 

Hodgkin’s  Disease. — While  not  ordinarily  con- 
fused with  poliomyelitis,  we  have  had  one  case 
which  was  admitted  to  Meadowbrook  Hospital 
with  the  diagnosis  of  poliomyelitis. 

T.  C.  was  admitted  to  Meadowbrook  Hospital 
with  a one-week  history  of  fever  and  pain  in  his  left 
thigh.  On  admission  he  was  found  to  have  a spasm 
of  the  left  gluteus  and  hamstring  muscles.  The  only 
other  positive  findings  were  those  of  a low-grade 
fever  and  a generalized  lymphadenopathy. 

Spinal  tap  was  negative.  The  following  day  all 
spasm  cleared.  A biopsy  of  a cervical  node  estab- 
lished the  diagnosis  of  Hodgkin’s  disease. 

Brain  Abscess. — Acute  brain  abscess  may  cause 
spastic  paralysis  which  occasionally  progresses  to 
flaccidity.  These  cases  usually  give  a history  of 
an  insidious  onset  of  weight  loss,  general  malaise, 
anorexia,  and  low-grade  fever.  Convulsions, 
usually  present  with  brain  abscesses,  together  with 
papilledema  will  serve  as  important  distinguish- 
ing features. 

R.  P.,  a two-year-old  white  girl,  was  admitted  to 
Meadowbrook  Hospital  with  the  diagnosis  of  polio- 
myelitis. She  had  a two-week  history  of  fever  which 
had  failed  to  respond  to  antibiotics.  One  day  prior 
to  admission  she  developed  weakness  of  her  left  leg. 
Physical  examination  revealed  a dilated  left  pupil, 
bilateral  papilledema,  stiffness  of  the  neck,  and  weak- 
ness of  the  left  arm  and  leg.  Spinal  fluid  examination 
revealed  50  white  cells  and  63  protein.  A diagnosis 
of  brain  abscess  was  made  and  subsequently  con- 
firmed by  surgery  and  postmortem  examination. 

Syphilis. — Syphilis  may  be  confused  with 
poliomyelitis  in  its  secondary  and  tertiary  stages. 
The  secondary  stage  of  syphilis  may  be  confused 
with  poliomyelitis  by  virtue  of  fever,  lassitude, 
and  pains  in  the  bones  and  joints.  The  presence 
of  a rash  will  usually  make  the  correct  diagnosis 
apparent.  In  the  tertiary  stage  cerebrospinal 
syphilis  may  also  resemble  poliomyelitis.  Cere- 
brospinal syphilis  is  characterized  in  its  early 
stages  by  headache,  psychic  disturbances,  con- 
vulsions, and  transient  weaknesses  or  paralyses. 
Spinal  fluid  may  show  cells  and  elevated  protein 
in  either  secondary  or  tertiary  syphilis.  The  pro- 
per diagnosis  can  usually  be  established  by  sero- 
logic examination  of  the  blood  and  spinal  fluid. 

S.  W.  was  a twenty-six-year-old  Negro  female  ad- 
mitted to  Meadowbrook  Hospital  as  a case  of  polio- 


myelitis. She  gave  a two-week  history  of  chills  and 
fever,  a one-week  history  of  a maculopapular  rash 
over  her  legs,  arms,  and  back,  and  a three-day  his- 
tory of  headache,  malaise,  and  pains  in  her  shoulders. 
Physical  examination  was  negative  except  for  the 
rash.  Spinal  fluid  showed  14  white  cells  (50  per  cent 
lymphocytes)  and  normal  chemistries.  Blood 
Wassermann  reaction  was  positive.  A diagnosis  of 
secondary  syphilis  was  made. 

Thrombophlebitis  and  Peripheral  Nerve  Lesions. 
— Local  inflammatory  lesions  of  the  extremities 
such  as  thrombophlebitis  may  simulate  polio- 
myelitis by  virtue  of  fever,  tenderness,  pain,  and 
muscle  spasm  before  the  true  nature  of  the  under- 
lying disease  is  determined. 

Peripheral  nerve  lesions  may  lead  to  sufficient 
local  symptoms  and  findings  so  that  even  in  the 
absence  of  systemic  symptoms  poliomyelitis  may 
be  strongly  considered.  Foremost  among  these 
conditions  are  neuritis  and  infectious  neuronitis. 

Summary 

In  summary,  we  have  discussed  the  differential 
diagnosis  of  poliomyelitis  by  reviewing  118  cases 
which  were  admitted  to  Meadowbrook  Hospital 
with  a diagnosis  of  poliomyelitis  but  were  later 
proved  to  be  afflicted  with  other  diseases. 

During  the  poliomyelitis  season,  the  possibility 
of  poliomyelitis  should  be  kept  in  mind  when  any 
patient  is  seen  with  nonspecific  symptoms 
Headache,  stiff  neck  and/or  back,  muscle  spasm 
or  pain,  weakness,  especially  in  children,  and  ab- 
normal spinal  fluid  findings  should  all  be  viewed 
with  strong  suspicion,  but  no  one  sign  or  symptom 
should  be  considered  diagnostic.  A complete  and 
careful  history  and  physical  examination  are 
necessary  in  each  and  every  case  together  with 
appropriate  laboratory  workup,  and  even  a period 
of  observation  in  some  cases  before  a positive 
diagnosis  of  poliomyelitis  can  be  made. 

References 

1.  Merritt,  H.  H.,  and  Fremont-Smith,  F.  : The  Cerebro- 
spinal Fluid,  Philadelphia,  W.  B.  Saunders  Co.,  1937,  p.  190. 

2.  Top,  F.  H.:  Handbook  of  Communicable  Diseases, 

St.  Louis,  C.  V.  Mosby  Co.,  1941,  p.  187. 

3.  VVechsler,  W.  E.*:  Textbook  of  Clinical  Neurology, 

Philadelphia,  W.  B.  Saunders  Co.,  1943. 

4.  Nelson.  W.,  ed.:  Mitchell-Nelson  Textbook  of  Pedia- 
trics, 6th  ed.,  Philadelphia.  W.  B.  Saunders  Co.,  1945. 

5.  Dalldorf,  G.,  and  Sickles,  G.  M.:  Science  108:  61 

(1948). 

6.  Sickles,  G.  M.,  and  Dalldorf,  G.:  Proc.  Soc.  Exper. 
Biol.  & Med.  72:  30  (1949). 

7.  Huebner,  R.  J.,  Armstrong,  C.,  Beeman,  E.  A.,  and 
Cole,  R.  M.:  J.A.M.A.  144:  8 (Oct.  21)  1950. 

8.  White,  P.:  Heart  Disease,  3rd  ed.,  New  York,  Mac- 
millan Co.,  1944. 

9.  Choremis,  K.,  and  Brochnos,  G.:  Lancet  2:  408 

(Sept.  11)  1948. 

10.  Duncan,  G.:  Diseases  of  Metabolism,  Philadelphia, 

W.  B.  Saunders  Co.,  1947. 


We  make  our  fortunes  and  we  call  them  fate. — David  Alroy 


RELAPSING  FEBRILE  NODULAR  NONSUPPURATIVE  PANNICULITIS 
(WEBER-CHRISTIAN  SYNDROME) 

Herman  Charache,  M.D.,  Brooklyn,  New  York 


THE  Weber-Christian  syndrome  is  character- 
ized by  the  appearance  of  crops  of  sub- 
cutaneous nodules  over  the  trunk  and  extremities, 
associated  with  malaise,  occasional  nausea  and 
vomiting,  muscular  and  joint  pains,  and  recurrent 
attacks  of  fever  of  various  degrees,  usually  of  low 
grade,  although  in  some  instances  it  may  be 
104  F.  or  higher.  The  nodules  do  not  suppurate 
but  may  infrequently  undergo  liquefaction 
necrosis,  giving  the  appearance  of  encapsulated 
pus,  or  they  may  completely  disappear,  leaving 
a depression  or  dimpling  of  the  skin  resulting 
from  atrophy  of  the  subcutaneous  fat.  While 
these  nodules  disappear,  new  ones  may  appear 
and  undergo  the  same  process. 

Etiology  and  Pathology 

The  etiology  of  the  Weber-Christian  syndrome 
is  not  known.  Several  authorities  attribute  it 
to  an  allergic  reaction  to  bromides  or  iodides  or 
to  some  primary  focus  of  infection.  Some  of  the 
cases  which  were  in  a state  of  remission  were 
given  iodides  or  bromides,  resulting  in  an  exa- 
cerbation of  the  syndrome.  Ten  of  the  cases  had 
infected  tonsils  and  16  had  carious  teeth;  some 
had  both.  As  the  number  of  cases  accumulates, 
further  light  may  be  thrown  on  the  etiology  of 
this  syndrome. 

There  have  been  45  cases  reported  in  the 
literature  up  to  this  writing.  Bendel,  who  made 
a very  complete  survey  of  the  literature  on  this 
subject,  found  43  cases  and  reported  a case  of 
his  own  in  1949. 1 Eisaman  and  Schneider 
added  an  additional  case  in  1951. 2 The  syn- 
drome is  more  common  in  females  than  in  males, 
a ratio  of  3.5  to  1 . The  oldest  patient  was  a male 
of  sixty-four  years;  the  youngest  was  five 
months.  The  average  age  was  33.5  years. 
Eight  cases  were  reported  in  children  under  the 
age  of  twelve. 

The  nodules  are  slightly  tender  or  painful, 
not  attached  to  the  skin,  but  somewhat  fixed  to 
the  subcutaneous  tissue.  They  vary  in  size 
from  1 to  10  cm.  in  diameter  and  are  of  a bluish- 
red  or  purplish-red  color.  They  are  of  a mod- 
erately firm  consistency  but  may  have  a cystic 
feel  and  even  give  a vague  sense  of  fluctuation, 
depending  on  the  extent  of  fat  necrosis.  The 
consistency  of  different  nodules  may  vary  in  the 
same  patient.  Those  that  are  exposed  to  pres- 
sure, as  on  the  buttocks,  or  to  repeated  squeez- 
ing may  rupture,  liberating  a yellowish-gray 
fluid,  which  in  some  instances  will  be  indis- 


Fig.  1 Case  1 — Photomicrograph  showing  mul- 
tiple granulomata  and  diffuse  fatty  infiltrate  com- 
posed of  lipoid-laden  phagocytes,  leukocytes,  and 
foreign  body  giant  cells.  (110X) 

tinguishable  from  pus  on  gross  examination  but 
will  be  sterile  upon  culture. 

When  a large  tumor  is  excised,  section  of  the 
tumor  will  reveal  that  it  is  composed  of  multiple 
small  nodules  with  intervening  areas  of  sub- 
cutaneous fat.  The  color  of  each  nodule  on 
section  will  differ  from  golden  yellow  to  grayish- 
yellow,  depending  on  the  amount  of  necrosis  and 
inflammation.  Some  may  contain  fluid  while 
others  are  solid.  When  excised,  the  wound 
heals  very  slowly  and  drains  a great  deal. 

Microscopically  the  nodule  is  characterized 
by  a central  area  of  necrosis  and  edema,  with  an 
infiltrate  containing  a large  proportion  of  lympho- 
cytes and  to  a lesser  extent  polymorphonuclear 
leukocytes,  occasional  plasma  cells,  eosinophils, 
and  foreign-body  giant  cells  (Fig.  1).  Large 
numbers  of  macrophages  surround  and  sometimes 
are  within  the  fat  cells  (Fig.  2).  The  fat  lobules 
are  separated  by  strands  of  connective  tissue. 
The  blood  vessels  are  dilated  and  are  more 
numerous  than  normal.  Their  walls  are  thick- 
ened by  a perivascular  fibrosis,  edema  and  in- 
filtration of  lymphocytic  cells,  and  occasional 
macrophages. 

While  no  part  of  the  body  is  immune,  the  ex- 
tremities are  most  commonly  involved,  particu- 
larly the  thighs  and  calves.  Pinetti  reports  a 
case  affecting  the  head,  neck,  and  penis.3  In  two 
reported  cases  the  feet  were  involved;  in  four 
cases  the  buttocks  were  involved,  and  in  five 
more  the  breast.  Before  necrosis  takes  place 
in  the  nodules  of  the  breast,  the  “tumor”  may  be 
mistaken  clinically  for  possible  malignancy. 
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Fig.  2.  Case  1 — Photomicrograph  showing  lipoid- 
laden phagoc3"tes.  (1100  X) 


However,  this  diagnosis  should  be  held  in  abey- 
ance when  other  subcutaneous  nodules  are  found 
in  distant  parts  of  the  body  and  the  patient’s 
history  and  physical  condition  do  not  warrant 
a diagnosis  of  distant  metastasis.  The  usual 
differential  diagnoses  mentioned  in  the  literature 
are  erythema  induratum,  erythema  nodosum, 
sarcoid,  nodular  syphilis,  traumatic  fat  necrosis 
of  the  breast,  paraffinoma,  lipogranuloma,  oleo- 
granuloma, Dercum’s  disease,  multiple  lipo- 
matosis, and  recurrent  idiopathic  thrombo- 
phlebitis. However,  the  final  diagnosis  is  based 
on  the  history  and  biopsy. 

Treatment 

There  is  no  definite  prescribed  treatment  for 
the  Weber-Christian  syndrome.  Some  of  the  re- 
ported cases  were  treated  with  various  com- 
pounds of  the  sulfa  drugs,  a few  with  penicillin. 
Most  of  the  cases  were  kept  under  investigation 
and  received  no  treatment.  The  remissions  in 
the  untreated  cases  were  in  some  instances  the 
same  as  in  the  cases  that  received  treatment. 
There  is  no  effective  cure  at  present  for  the 
Weber-Christian  syndrome.  The  etiology  as 
well  as  the  treatment  is  yet  to  be  found. 

Autopsy  Findings 

Six  patients  died  with  the  Weber-Christian 
syndrome.  Of  these,  five  were  autopsied.  The 
autopsy  findings  were  as  follows,  as  reported  by: 

Tilden,  Gotshalf,  and  Avakian :4  Disseminated 
tuberculosis.  At.  the  time  of  the  attack  of  re- 
lapsing panniculitis,  there  was  no  evidence  either 
clinically  or  roentgenographically  of  tuberculosis. 

Miller  and  Kritzler:5  Occasional  lymphocytes 
and  phagocytes  in  the  epicardial  fat  and  lympho- 
cytic-laden phagocytes  were  noted  in  the  ad- 
ventitia of  the  aorta,  with  several  fat  emboli 
impacted  in  the  pulmonary  capillaries,  and  acute 


focal  necrosis  of  the  liver.  The  authors  state 
that  the  autopsy  observations  may  or  may  not 
be  part  of  the  syndrome. 

Spain  and  Toby:6  Chronic  glomerular  nephri- 
tis with  uremia,  pannicular  fat  necrosis  with  in- 
volvement of  the  mesenteric,  omental,  and  pre- 
tracheal adipose  tissue,  and  pathologic  changes 
of  the  liver. 

Friedman:'1  The  author  states  that  his  patient 
died  from  staphylococcus  septicemia  and  not 
from  the  syndrome. 

Ungar :8  Acute  suppurative  peritonitis  due 
to  Streptococcus  hemolyticus  secondary  to 
abscesses  of  the  tonsils.  Inflammatory  changes 
were  found  not  only  in  the  panniculus  adiposus 
but  also  in  the  adipose  tissue  of  the  abdomen  and 
thorax. 

Analyzing  the  autopsy  findings  of  the  above 
five  cases,  we  see  that  the  evidence  presented  in 
Miller  and  Kritzler’s  case  strongly  suggests  the 
Weber-Christian  syndrome  as  a cause  of  death. 
The  rest  of  the  cases  died  from  infectious  diseases. 
One  wonders  whether  or  not  a longstanding 
primary  focus  of  infection  may  have  been  the 
cause  of  an  allergic  reaction  resulting  in  the 
Weber-Christian  syndrome  in  these  cases  and  in 
the  ten  cases  of  infected  tonsils  and  16  cases  of 
carious  teeth.  Further  autopsy  material  in  the 
future  may  provide  the  answer. 

Case  Reports 

Case  1. — S.  G.,  a white,  fifty-two-year-old  female, 
weighing  250  pounds,  has  been  under  clinical  study 
for  the  past  eleven  years.  The  patient  was  first 
admitted  to  Cumberland  Hospital  in  July,  1940,  for 
the  removal  of  a nodule  in  her  right  breast.  The 
histologic  diagnosis  was  Weber-Christian  syndrome. 
The  wound  did  not  heal,  and  she  was  sent  to  the 
Brooklyn  Cancer  Institute  for  x-ray  therapy.  In 
1942  she  had  two  symmetric  nodules  removed  from 
the  right  and  left  malleolar  areas  with  similar 
histologic  diagnosis.  In  1945  she  had  a similar 
nodule  removed  from  her  left  breast  with  the  same 
diagnosis.  In  1946  she  had  a “recurrent”  nodule 
5 cm.  in  diameter  removed  from  her  right  breast 
and  one  3 cm.  in  diarheter  from  her  right  forearm. 
In  1947  the  whole  right  breast  was  transformed 
into  one  large  tumor.  A simple  mastectomy  was 
performed.  The  histologic  report  by  Dr.  H.  Bolker 
was  as  follows:  “The  epidermis  is  intact  showing  an 
occasional  area  of  atrophy.  Beneath  one  of  these 
atrophic  areas,  the  corium  is  infiltrated  with  col- 
lections of  lymphocytes  and  occasional  polymor- 
phonuclear leukocytes  and  plasma  cells,  usually 
perivascular  in  location.  There  is  considerable  in- 
crease in  dense  collagenous  fibrous  tissue.  There 
are  scattered  foreign  bod.v  giant  cells.  There  are 
similar  collections  of  leukocytes  deep  in  the  tissue, 
especially  in  areas  in  the  fat  which  shows  lipoid- 
laden phagocytes.  These  areas  have  increased 
numbers  of  fibroblasts  and  occasional  eosinophils. 
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Diagnosis:  Weber-Christian  syndrome.”  Since 

1947  the  patient  has  been  observed  at  intervals  of 
three  months  or  less.  She  was  last  seen  on  May  3, 
1951. 

During  this  time  she  developed  numerous  nodules 
over  the  upper  and  lower  extremities,  abdominal 
wall,  and  left  buttock.  Some  disappeared,  leaving 
a shallow  impression  with  a thickening  of  the  skin 
similar  to  a postoperative  scar,  although  no  surgery 
was  performed.  As  the  patient  said,  “They  come 
and  go  and  come  again.”  She  also  stated  that  the 
first  day  they  were  red,  and  then  they  turned 
purple.  “They  itch  before  they  come  out.”  The 
patient  is  very  cooperative  and  of  great  help  in 
studying  her  own  case.  She  took  her  own  tem- 
perature at  home  three  times  a day  for  a month. 
It  varied  from  97  F.  to  101  F. 

Her  complaints  at  this  time  are  painful  lumps, 
headache,  dizziness,  disturbed  vision,  weak  spells. 
She  is  continuously  tired,  with  pain  in  the  joints, 
backache,  lower  abdominal  pain,  pain  and  stiffness 
of  neck,  and  dyspnea  with  occasional  palpitation. 

Her  past  history  reveals  that  at  the  age  of  nine 
she  had  chorea.  At  the  age  of  fifteen  she  had  poly- 
arthritis and  was  treated  for  “leaky  valves.”  She 
began  to  menstruate  at  the  age  of  thirteen,  her 
periods  lasting  for  three  days.  She  was  always 
regular.  She  was  married  at  the  age  of  sixteen 
but  never  had  any  children.  Her  last  menstrual 
period  was  in  July,  1950.  She  was  told  once  that 
she  had  a stomach  ulcer,  but  no  x-rays  were  taken. 
She  was  treated  with  iodine  for  a goiter  more  than 
ten  years  ago. 

The  patient  also  had  an  occasional  extrasystole 
followed  by  a high-pitched  diastolic  murmur  trans- 
mitted to  the  axilla.  Her  pulse  varied  from  80  to 
100  and  her  blood  pressure  from  100/80  to  140/100. 

The  laboratory  work  showed  the  blood  count 
and  complete  blood  chemistry  within  normal  limits. 
The  blood  Wassermann  was  negative,  the  blood 
cholesterol  250  mg.  per  cent,  serum  albumin  4.2, 
serum  globulin  1.7.  The  cephalin  flocculation  test 
was  negative.  The  Takata-Ara  test  was  doubtful. 
The  blood  amylase  was  57.1  mg.  per  cent.  The 
gastric  analysis  showed  free  hydrochloric  acid, 
total  acidity  50,  and  was  positive  for  occult  blood. 
The  urine  was  not  pathologic.  The  basal  metabo- 
lism varied  from  plus  18  to  plus  38.  The  gastro- 
intestinal and  gallbladder  series  were  negative  for 
pathology.  The  chest  x-ray  showed  the  heart  to  be 
enlarged  but  was  otherwise  negative.  X-ray  of 
the  skull  was  reported  as  “hyperostosis  frontalis 
interna.”  The  pituitary  fossa  was  shallow  and 
somewhat  enlarged  and  encroached  upon  by  a very 
large  anterior  and  posterior  clinoid  process.  The 
pineal  body  was  partially  calcified.  The  electro- 
encephalogram was  negative.  X-rays  of  the  long 
bones  were  reported  negative.  The  cardiogram  sug- 
gested myocardial  damage.  Histologic  studies  of 
sections  of  the  saphenous  veins  revealed  phlebosclero- 
sis.  The  intima  and  media  were  thickened  by 
fibrosis. 

The  patient  has  been  continuously  ambulatory, 
doing  her  own  housework,  except  during  the  periods 
when  she  was  admitted  to  the  hospital  for  operation. 
The  patient  is  still  under  observation. 


Case  2. — I.  S.,  a twenty-three-year-old  white 
female,  was  admitted  to  Cumberland  Hospital  on 
June  13,  1944,  for  acute  intestinal  obstruction,  which 
was  confirmed  by  operation  to  be  due  to  multiple 
adhesions  from  a previous  appendectomy  and  sal- 
pingectomy. 

Her  past  history  revealed  that  at  the  age  of  five 
she  had  had  a severe  bilateral  mastoid  infection 
complicated  by  diphtheria.  She  was  well  up  to  the 
age  of  thirteen  when  she  began  to  have  “seizures,” 
occurring  once  or  twice  a year.  These  seizures 
were,  until  recently,  characterized  by  a very  high 
fever,  prostration,  and  convulsions  when  the  fevers 
reached  their  peak.  Symptoms  such  as  partial 
and  complete  paralysis  of  right  arm  and  leg,  de- 
lirium, and  severe  stammer  were  usual  accompani- 
ments. Following  the  acute  phase  of  these  attacks, 
the  patient  would  lapse  into  a deep  sleep  lasting 
as  long  as  two  or  three  days,  after  which  she  would 
rapidly  return  to  normal. 

She  also  gave  a twelve-year  history  of  protein 
hypersensitivity  associated  with  weal-like  ery- 
thematous rash,  vomiting,  diarrhea,  wheezing, 
polyarthritis,  conjunctivitis,  and  fevers.  She  was 
sensitive  to  fish,  salicylates,  and  iodides.  She  re- 
sponded to  calcium  gluconate  and  adrenaline.  For 
the  past  ten  years  she  had  noted  subcutaneous 
nodules  on  her  arms,  which  were  painful  and  re- 
curred intermittently.  The  nodules  reddened  oc- 
casionally and  healed  with  scarring  and  depression 
of  the  surface. 

Patient  had  multiple  biopsies  of  nodules  on  her 
arms,  and  all  were  diagnosed  as  Weber-Christian 
syndrome.  Only  one  nodule  remained  in  her  left 
arm  when  she  was  admitted  to  Cumberland  Hospi- 
tal. It  was  the  size  of  a cherry,  freely  movable,  and 
not  attached  to  the  skin,  which  was  slightly  red. 
This  was  excised.  On  section  the  center  of  the 
nodule  contained  several  drops  of  what  appeared  to 
be  an  “oily  substance.”  The  histologic  diagnosis 
was  Weber-Christian  syndrome. 

The  patient  remained  in  the  hospital  until  July 
14,  1944.  Her  postoperative  course  was  unevent- 
ful. The  sutures  were  removed  on  the  eighth 
postoperative  day,  but  she  ran  a spiking  tempera- 
ture which  reached  107.2  F.  on  June  26,  1944. 
There  were  no  physical  signs  to  account  for  the 
temperature.  The  white  blood  count  varied  from 
6,000  to  12,000.  The  differential  count  was  within 
normal  limits.  Her  hemoglobin  was  12  Gm.  Her 
red  blood  count  averaged  4 million  plus.  The 
blood  Wassermann  was  negative.  Her  blood 
chemistry  was  within  normal  limits.  Her  chest 
x-ray  showed  a pleural  thickening  at  the  right  base. 

She  signed  her  release  on  July  14,  1944.  She  was 
followed  up  to  September,  1950,  when  she  moved 
and  could  not  be  located. 

Case  3. — E.  P.,  a white  female,  aged  forty-nine, 
was  admitted  to  Prospect  Heights  Hospital  on 
Xovember  8,  1948,  complaining  of  pain  and  swelling 
of  the  right  breast  and  neck  of  one  month’s  duration. 
She  gave  a history  of  hypertension  for  ten  years,  for 
which  she  had  taken  medication  containing  potas- 
sium iodide.  She  also  had  received  injections  for 
the  menopause.  She  denied  any  other  illness. 
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Examination  revealed  a well-developed,  obese 
female,  weighing  170  pounds.  Her  blood  pressure 
was  250/140  with  a systolic  murmur  over  the  apex. 
A firm,  egg-sized  tumor  was  palpable  in  the  upper 
outer  quadrant  of  the  right  breast  near  the  anterior 
axillary  line.  The  tumor  was  very  firm,  somewhat 
fixed  to  the  underlying  tissues,  with  a dimpling  of 
the  overhung  skin.  The  rest  of  the  breast  was 
edematous.  Several  small  nodules,  each  measuring 
about  1 cm.  in  diameter,  were  palpable  in  the  right 
supraclavicular  region.  A diagnosis  of  possible 
malignancy  was  entertained.  There  were  no  other 
positive  findings.  The  patient  was  taken  to  the 
operating  room,  and  the  tumor  of  the  breast  was 
removed.  The  pathologic  report  by  Dr.  S.  11. 
Polaves  was  nonsuppurative  panniculitis  of  Weber- 
Christian. 

The  blood  count  showed  the  following:  erythro- 
cytes 3,740,000,  hemoglobin  72  per  cent,  color  index 
0.9,  leukocytes  6,400,  neutrophils  64  per  cent, 
eosinophils  3 per  cent,  lymphocytes  30  per  cent, 
monocytes  3 per  cent,  platelets  250,000.  Sternal 
puncture  study  revealed  no  pathology.  Blood 
chemistry  showed  sugar  102.5  per  cent,  urea  nitro- 
gen 10  mg.  Bleeding  time  and  coagulation  time 
1.25  minutes.  The  temperature  varied  from  99  F. 
to  101  F.  X-ray  of  chest  showed  no  lung  pathology" 
but  an  enlargement  of  the  heart.  X-ray  of  cervical 
vertebrae  and  shoulder  revealed  soft  tissue  pathology 
of  the  neck. 

The  patient  received  a course  of  deep  x-ray 
t herapy  to  the  breast  and  neck.  When  she  was  seen 
on  December  18,  1948,  the  nodules  in  the  right 
supraclavicular  region  had  completely  disappeared, 
as  had  the  edema  of  the  right  breast.  However, 
the  patient  developed  a new  tumor  on  the  right 
buttock  the  size  of  a grapefruit.  On  March  14, 
1949,  she  was  again  admitted  to  Prospect  Heights 
Hospital,  and  the  tumor  was  excised.  The  patho- 
logic report  by  Dr.  Polayes  was  again  nonsuppura- 
tive panniculitis  of  Weber-Christian. 

The  patient  was  last  seen  on  October  6,  1951. 
She  has  nodules  on  the  left  thigh,  left  buttock,  left 
scapular  region,  and  posterior  cervical  region  and  is 
complaining  of  multiple  joint  pains  and  pain  in  the 
legs.  She  is  ambulant,  does  her  housework,  and 
“does  not  worry  about  her  lumps.”  There  is  no 
evidence  of  recurrence  in  the  right  breast  or  the 
right  supraclavicular  region  where  the  syndrome  was 
first  discovered.  She  is  reporting  at  three-month 
intervals  even  though  she  lives  out  of  town. 

Summary  and  Conclusion 

1.  The  Weber-Christian  syndrome  is  char- 
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acterized  byr  the  appearance  of  crops  of  subcu-  , 
taneous  nodules  over  the  trunk  and  extremities, 
associated  with  malaise,  occasional  nausea  and 
vomiting,  muscular  and  joint  pains,  and  recur- 
rent attacks  of  fever  of  various  degrees,  usually 
of  low  grade,  although  in  some  instances  it  may"  ‘ 
be  104  F.  or  higher. 

2.  Forty-five  cases  have  been  reported  in  the 
literature  up  to  this  writing. 

3.  The  etiology  of  this  syndrome  has  not  yet  , 
been  determined.  The  evidence  in  the  reported  j 
cases  points  to  an  allergic  reaction  to  iodides  or  i 
to  a primary  focus  of  infection  as  an  etiologic  I 
factor. 

4.  Females  are  more  affected  than  males  in  a | 
ratio  of  3.5  to  1.  The  majority  of  cases  oc-  I 
curred  in  the  fourth  decade.  Eight  cases  were  1 
reported  in  children. 

5.  The  pathology  of  the  syndrome  is  discussed. 

6.  There  is  no  definite  prescribed  treatment 
at  present.  Some  cases  have  been  treated  with 
sulfa  drugs  and  a few  with  penicillin,  with 
questionable  results. 

7.  More  concentration  on  the  antibiotics 
and  a trial  of  x-ray  therapy  is  recommended. 

8.  The  prognosis  as  to  cure  is  not  yet  de- 
termined. Six  cases  died  with  the  disease; 
five  of  them  were  autopsied.  The  autopsy  find- 
ings point  to  only  one  case  of  the  Weber-Christian 
syndrome  as  a contributing  cause  of  death. 

9.  Three  new  cases  of  the  Weber-Christian 
syndrome  are  here  reported.  They  were  fol- 
lowed for  eleven,  three,  and  six  years,  respectively". 
Cases  1 and  3 are  still  being  observed;  the 
second  case  moved  and  cannot  be  located. 
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TOLERANCE 

Make  it  a rule  never  to  be  angry  at  anything  a 
sick  man  says  or  does  to  you.  Sickness  often  adds 
to  the  natural  irritability  of  the  temper.  We  are, 
therefore,  to  bear  the  reproaches  of  our  patients 
with  meekness  and  silence.  It  is  folly  to  resent 
injuries  at  any  time,  but  it  is  cowardice  to  resent  an 


injury  from  a sick  man,  since,  from  his  weakness 
and  dependence  upon  us,  he  is  unable  to  contend  with 
us  upon  equal  terms. — Benjamin  Rush,  M.D.,  Medi- 
cal Inquiries  and  Observations,  Philadelphia,  1809, 
reprinted  in  American  Journal  of  Medicine,  No- 
vember, 1951 


SHORT-TERM  GOITROGEN  THERAPY  OF  TOXIC  DIFFUSE  GOITER 
COMPLICATING  PREGNANCY 

Bernard  Seligman,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 

{From  the  Department  of  Medicine,  Jewish  Hospital  of  Brooklyn ) 


HYPERTHYROIDISM  is  a rather  infrequent 
complication  of  pregnancy,  occurring  in 
less  than  two  per  1,000  cases.  The  accepted 
treatment  of  hyperthyroidism,  iodine  and  sur- 
gery, has  been  used  in  the  majority  of  these 
cases.1  Bell  used  antithyroid  drugs  and  thyroid- 
ectomy in  his  series.2  He  recommends  this 
method  of  therapy  in  early  pregnancy.  In  the 
latter  months  he  uses  goitrogens  until  after  de- 
livery when  surgery  can  be  performed.  Others 
have  used  only  goitrogens  in  any  stage  of  preg- 
nancy.3 

We  have  had  the  opportunity  of  treating  five 
patients  who  had  toxic  diffuse  goiter  and  became 
pregnant.  Three  of  these  women  were  given 
goitrogens  for  the  first  three  months  of  their 
pregnancy.  Two  of  these  responded  so  favor- 
ably to  this  “short-term  antithyroid  therapy” 
alone  that  further  trials  are  warranted  in  similar 
patients.  Two  other  cases  of  pregnancy  with 
hyperthyroidism  are  also  reported. 

Case  Reports 

Case  1. — A.  S.,  twenty-five  years  old,  was  referred 
on  November  12,  1945.  Her  father,  who  had  epilep- 
tic attacks  from  the  age  of  twenty-five,  died  twelve 
years  previously  in  a seizure.  Her  mother  died 
nine  years  later,  and  since  then  our  patient  had  been 
nervous.  In  August  of  1944,  she  had  a two  and  one- 
half  month  miscarriage.  Her  only  son  fell  acci- 
dentally, and  during  the  three  months  following  this 
shock  she  lost  15  pounds.  She  also  developed  cough, 
dyspnea,  palpitation,  occasional  ankle  swelling,  and 
became  tired  and  sluggish.  It  was  hard  for  her  to 
fall  asleep.  Her  menstrual  periods  lasted  only 
three  days  instead  of  her  usual  six  to  seven  days. 
Her  basal  metabolic  rate  was  plus  55  per  cent,  and 
at  the  advice  of  another  physician  she  took  iodine 
for  one  week. 

When  first  seen  by  the  writer,  her  eyes  were  prom- 
inent, and  the  palpebral  fissures  were  wide.  She 
had  xanthomata  of  the  lower  lids.  The  thyroid 
gland  was  diffusely  enlarged  to  twice  the  average 
size.  The  liver  was  palpable  one  fingerbreadth  be- 
low the  costal  margin.  The  hands  were  warm, 
moist,  and  had  a fine  tremor.  She  was  65  inches 
tall,  her  weight  was  126  pounds,  pulse  110  per 
minute,  blood  pressure  152/80.  The  metabolic  rate 
was  now  plus  30  per  cent.  A diagnosis  of  toxic  dif- 
fuse goiter  was  made.  Her  last  menstrual  period 
began  on  December  4,  1945. 

Because  of  the  known  toxicity  of  thiouracil,  she 
was  given  experimentally  25  mg.  of  tetramethyl 


PTcil  50  ] | Propyl  Thiouiqcil  5Qrry) 


Fig.  1.  Case  1 — Diffuse  toxic  goiter  treated  with 
tetramethyl  thiourea  and  propyl  thiouracil. 

thiourea  five  times  daily  (Fig.  1).*  The  dose  was 
decreased  until  she  was  receiving  25  mg.  daily. 
After  three  months  of  tetramethyl  thiourea  therapy, 
propylthiouracil  became  available,  and  she  was 
given  50  mg.  of  this  drug  daily  for  another  month.* 
At  this  time  she  was  three  months  pregnant.  She 
refused  surgery  and  felt  so  well  that  she  stopped 
taking  the  drug.  She  had  a normal  full-term  de- 
livery. The  baby  has  shown  no  abnormalities. 
Two  months  after  delivery,  her  basal  metabolic  rate 
was  plus  5 per  cent,  her  weight  140  pounds,  pulse  90 
per  minute,  and  blood  pressure  100/70. 

Three  years  after  the  confinement,  the  basal  meta- 
bolic rate  was  minus  4 per  cent.  She  was  pregnant 
again.  Two  weeks  later,  her  pelvis  was  fractured 
in  an  automobile  accident,  and  the  pregnancy  spon- 
taneously terminated.  She  required  a pelvic  op- 
eration after  which  she  developed  phlebitis  and  a 
pulmonary  embolus.  She  recovered  from  this  after 
a seven-week  hospital  stay.  Eight  months  later,  or 
five  years  after  antithyroid  therapy  was  discon- 
tinued, she  weighed  149  pounds  and  was  considered 
euthyroid. 

Case  2. — C.  L.,  twenty-six  years  old,  was  referred 
on  October  19,  1946.  Her  last  menstrual  period  be- 
gan on  September  10,  1946.  Two  years  after  her 
marriage,  she  was  unhappy  because  her  husband’s 
business  required  extended  trips  to  Virginia  and 
California  at  intervals.  She  was  left  at  home  with 
her  grandfather.  She  was  also  disturbed  because  of 
a curettage  for  a pregnancy  which  she  and  her  hus- 
band did  not  want.  Two  months  before  her  visit 
to  our  office,  her  husband  went  to  work  in  Pennsyl- 
vania. During  these  two  months  she  lost  20  pounds 


* Tetramethyl  thiourea,  thiouracil,  and  propylthiouracil 
were  generously  supplied  by  Dr.  Stanton  M.  Hardy  of  the 
Lederle  Laboratories. 
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despite  adequate  food  intake.  She  became  nervous 
and  slept  poorly.  She  began  to  drink  6 glasses  of 
water  daily  and  had  frequency  of  urination.  She 
had  palpitation  and  dyspnea  for  one  month,  espe- 
cially after  eating.  For  a few  weeks  she  had  frontal 
sinus  headaches.  She  always  perspired  profusely 
in  the  summer  and  liked  the  cold  weather. 

On  physical  examination,  she  was  pale  and  had  a 
mild  acne.  The  eyes  were  prominent,  and  the  pal- 
pebral fissures  were  wide.  The  thyroid  gland  was 
diffusely  enlarged  to  twice  the  normal  size.  She  was 
67  inches  tall,  her  weight  was  140  pounds,  pulse  120, 
blood  pressure  106/70,  and  her  basal  metabolic  rate 
was  plus  59  per  cent.  At  her  initial  visit,  three 
weeks  after  her  last  menstrual  period,  she  was  given 
200  mg.  of  thiouracil  and  45  mg.  of  phenobarbital 
daily.  She  began  to  sleep  well,  and  the  phenobar- 
bital was  stopped  two  weeks  later.  On  December 
28,  two  weeks  after  treatment  was  instituted,  she 
knew  that  she  was  pregnant.  She  was  now  symp- 
tom-free except  for  slight  palpitation  and  dyspnea. 
Her  weight  was  145  pounds,  pulse  88,  and  blood 
pressure  120/70. 

At  this  time  plans  were  made  for  her  to  join  her 
husband  in  their  new  home.  She  was  told  of  our 
experience  with  Case  1 and  was  advised  that  at  her 
next  visit  thiouracil  would  be  discontinued.  She 
felt  so  well,  however,  that  she  stopped  the  drug  im- 
mediately. When  seen  on  February  1,  1947,  she 
was  entirely  symptom-free  except  for  occasional 
sinus  headaches  due  to  nasal  obstruction.  Her 
weight  was  150  pounds,  pulse  80,  and  blood  pressure 
116/76.  The  basal  metabolic  rate  had  dropped  to 
plus  3 per  cent.  The  remainder  of  her  pregnancy 
was  uneventful,  and  the  baby  has  been  normal  in 
every  way.  The  mother  has  enjoyed  good  health 
ever  since. 

Case  3.— R.  R.,  twenty-nine  years  old,  was  re- 
ferred on  September  10,  1948.  Her  last  menstrual 
period  began  on  August  14,  1948.  She  had  been 
nervous  all  her  life.  She  had  been  especially  so  dur- 
ing the  previous  year  when  she  suffered  severe  rights 
sided  occipital  headaches.  For  several  months  her 
eyes  became  prominent  and  blinked  frequently. 
She  had  three  bowel  movements  daily  and  lost  12 
pounds  in  three  months.  She  developed  palpitation, 
dyspnea,  and  intolerance  to  heat  with  profuse  sweats. 
Three  years  previously  she  developed  an  abscess  of 
the  uterus  after  the  birth  of  a daughter.  Her  hus- 
band is  an  only  son  whose  diabetic  mother  died  two 
years  previously  following  a leg  amputation.  The 
patient  had  nursed  the  mother-in-law  throughout 
that  terminal  illness.  This  was  another  episode  of 
psychic  and  physical  trauma  for  our  patient. 

She  was  nervous,  alert,  and  cried  easily.  She 
had  moderate  exophthalmos  and  frequent  blinking. 
The  thyroid  gland  was  doubled  in  size  with  nodu- 
larity of  the  right  lower  pole.  The  liver  was  palp- 
able one  fingerbreadth  below  the  costal  margin. 
Her  weight  was  130  pounds,  pulse  120,  blood  pres- 
sure 122/50.  Her  basal  metabolic  rate  was  plus  61 
per  cent. 

At  her  initial  visit,  four  weeks  after  her  last  men- 
strual period,  she  was  given  50  mg.  of  propylthioura- 


cil three  times  daily'  and  small  doses  of  phenobarbi- 
tal. On  October  21,  her  basal  metabolic  rate  was 
plus  18  per  cent.  On  November  20,  her  weight  was 
141  pounds,  pulse  96  per  minute,  blood  pressure 
120/60.  She  had  a nasal  obstruction  and  postnasal 
drip.  Her  occipital  headaches  were  getting  worse, 
she  was  less  nervous,  had  slept  better  the  previous 
week,  and  perspired  less.  She  still  had  a stare. 
She  had  slight  pretibial  edema.  Despite  this,  pro- 
pylthiouracil was  discontinued  after  the  third  month 
of  the  pregnancy. 

A month  later,  her  basal  metabolic  rate  was  plus 
48  per  cent,  and  she  had  slight  headaches.  One 
month  later,  her  weight  was  145  pounds,  pulse  124, 
blood  pressure  180/0.  She  was  afraid  that  “the 
baby  would  be  wrong.”  She  became  more  nervous 
and  had  a moderate  tremor.  She  developed  dysp- 
nea after  walking  up  the  two  flights  of  stairs  to  her 
small  apartment.  Because  of  this  limited  cardiac 
reserve,  she  was  helped  by  a social  service  house- 
keeper for  several  months,  and  her  condition  im- 
proved. She  was  delivered  of  a normal  appearing 
infant  at  full  term. 

Seven  months  after  delivery,  she  still  showed  evi- 
dence of  moderate  thyrotoxicosis.  She  still  had 
palpitation  and  tired  easily.  The  exophthalmos 
had  improved.  She  was  still  easily  upset  emo- 
tionally and  tense  in  expectation  of  an  apartment 
suitable  to  the  needs  of  the  increase  in  her  family. 
She  was  still  tired  and  had  right  temporal  headaches. 
Her  bowels  moved  once  or  twice  daily.  She  was 
still  short  of  breath  walking  up  the  stairs  to  her 
apartment.  The  thyroid  was  not  enlarged,  and  the 
liver  and  spleen  were  each  palpable  one  finger- 
breadth  below  the  costal  margin.  She  was  advised 
to  take  an  afternoon  nap.  She  weighed  136  pounds, 
pulse  was  108,  and  blood  pressure  120/60.  After 
taking  1 grain  of  thyroid  daily  for  several  weeks, 
the  exophthalmos  completely  disappeared.  On  July 
26,  1950,  her  basal  metabolic  rate  was  plus  20  per 
cent.  She  was  given  150  mg.  of  propylthiouracil 
daily  for  two  weeks,  then  100  mg.  for  two  weeks. 
On  December  12,  1950,  she  felt  well,  her  weight  was 
138  pounds,  pulse  76,  and  blood  pressure  122/72. 

Case  4- — M.  M.,  twenty-eight  years  old,  was  re- 
ferred on  April  29,  1950.  She  was  suffering  from  a 
toxic  diffuse  goiter  and  was  in  the  fifth  month  of  her 
pregnancy.  Three  years  previously,  she  had  a virus 
pneumonia  and  developed  palpitation  after  it. 
Her  first  child,  delivered  in  December,  1947,  by  frank 
breech,  was  six  weeks  premature.  One  month  after 
this  child  was  born,  she  had  symptoms  of  mild  hy- 
perthyroidism and  was  given  a course  of  propyl- 
thiouracil by  another  physician.  The  poor  eating 
habits  of  this  child  always  troubled  the  mother. 

For  two  months  before  the  last  menstrual  period  of 
December  20,  1949,  her  weight  decreased  from  120 
to  114  pounds.  In  February,  1950,  she  was  very 
nervous,  became  depressed,  and  was  easily  upset. 
She  took  injections  to  interrupt  the  pregnane}'. 
After  these  were  unavailing,  she  and  her  husband 
became  adjusted  to  having  the  second  child.  Never- 
theless, she  noted  bulging  eyes,  palpitation,  and 
ankle  edema.  Two  months  prior  to  her  visit  to  our 
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office,  she  was  given  phenobarbital  because  of  an 
elevated  metabolic  rate. 

On  physical  examination  she  had  a moderate 
exophthalmos.  The  thyroid  gland  was  enlarged  to 
twice  the  normal  size,  and  a bruit  was  noted  over  the 
upper  poles.  The  liver  was  palpable  one  finger- 
breadth  below  the  costal  margin,  and  she  had  mini- 
mal ankle  edema.  She  had  a fine  tremor  of  her 
clammy  hands;  the  skin  texture  was  soft.  She  was 
66  inches  tall,  her  weight  was  135  pounds,  pulse  108, 
and  blood  pressure  150/40.  No  basal  metabolic 
determination  was  made  because  the  patient  would 
not  cooperate.  Nevertheless,  she  was  given  0.3  cc.  of 
strong  iodine  solution,  50  mg.  of  propylthiouracil,  and 
20  mg.  of  phenobarbital  three  times  daily.  After 
thirty-six  days,  the  iodine  and  propylthiouracil  were 
discontinued  as  a trial  of  very  short-term  therapy 
in  a patient  treated  in  a late  stage  of  pregnancy. 
Three  weeks  later,  she  felt  well  but  had  a fine  tremor 
and  a pulse  rate  of  120  per  minute.  She  was  given 
5 mg.  of  Tapazole  twice  daily.*  This  was  discon- 
tinued by  the  patient  after  nineteen  days.  The 
bruit  over  the  thyroid  gland  had  disappeared. 
She  felt  well  except  for  thirst  and  insomnia  during  the 
hot  weather.  She  was  delivered  on  September  19, 
1950,  at  which  time  an  elevation  of  the  blood  pres- 
sure to  160/70  and  a pulse  rate  of  130  were  noted. 
She  had  an  albuminuria  without  casts  for  ten  days 
before  delivery.  She  had  a manual  removal  of  a 
placenta  accreta.  Her  blood  pressure  varied  from 
180/100  to  120/78,  with  a pulse  of  90  to  100  for  the 
eight  days  in  the  hospital  following  delivery.  This 
child  appeared  normal.  The  patient  felt  well  for 
one  month  after  her  confinement  and  then  had  a re- 
turn of  symptoms.  On  March  3,  1951,  her  weight 
was  120  pounds,  pulse  90,  blood  pressure  150/40, 
and  basal  metabolic  rate  plus  32  per  cent.  She  has 
been  taking  5 mg.  of  Tapazole  three  times  daily  for 
the  past  five  months  and  is  in  remission. 

Case  5. — H.  H.,  thirty-seven  years  old,  was 
treated  in  the  outpatient  department  of  the  Jewish 
Hospital  of  Brooklyn.  She  gave  birth  to  a child 
with  a suffocative  goiter  after  thirty-one  weeks  of 
gestation.  The  details  of  this  case  have  been  re- 
ported.4 The  mother  had  symptoms  of  thyroid  im- 
balance for  twenty  years  with  three  previous  abor- 
tions, each  in  the  first  trimester  of  pregnancy.  The 
basal  metabolic  rate  in  this,  her  fifth  pregnancy,  was 
plus  67  per  cent.  The  thyroid  gland  was  enlarged 
to  three  to  four  times  the  normal  size.  She  was 
given  propylthiouracil  until  she  was  six  and  one- 
half  months  pregnant,  then  strong  iodine  solution. 
Four  weeks  later,  an  asphyxial  child  was  born.  It 
died  following  a tracheotomy.  It  is  the  only  fetal 
morbidity  or  mortality  in  this  series.  The  mother 
was  last  seen  two  months  later  and  felt  well. 

Comment 

This  “short-term”  form  of  therapy  was  very 
successful  in  the  first  two  cases  where  the  drug 
was  given  early  in  pregnancy  and  discontinued 
by  the  end  of  the  third  month.  Surgery  was 

* Tapazole  was  generously  supplied  by  Dr.  D.  C.  Hines  of 
Eli  Lilly  & Company. 


recommended  to  one  of  these  patients.  She  re- 
fused this  and  for  five  years  has  had  no  cause  for 
regret  as  far  as  her  hyperthyroidism  is  concerned. 
The  second  patient,  after  the  fortuitous  removal 
of  the  cause  of  her  psychic  trauma,  has  also  shown 
a complete  remission  for  five  years.  In  the  third 
patient,  who  had  a nodular  goiter,  a trial  of  short- 
term therapy  was  not  followed  by  a permanent 
remission  from  this  form  of  therapy  alone.  The 
presence  of  a toxic  nodular  goiter  can  explain  the 
difference  in  response  to  this  therapeutic  trial. 
It  may  be  argued  that  low  dosage  was  the  reason 
for  the  lack  of  control  of  the  hyperthyroidism. 
We  doubt  this.  In  the  fourth  patient  treatment 
was  initiated  late  in  pregnancy.  She  was  treated 
intermittently  in  the  latter  months  of  two  preg- 
nancies and  had  a recurrence  of  hyperthyroid 
symptoms  after  both  her  confinements.  Her 
psychologic  problems,  which  have  not  been 
solved,  may  account  for  the  persistent  need  of 
antithyroid  therapy.  The  fifth  patient  was 
treated  beyond  the  first  three  months  of  preg- 
nancy. Her  medical  progress  was  noted  for  only 
two  months  after  her  delivery;  hence,  enough 
time  has  not  elapsed  for  proper  evaluation  of  the 
therapy. 

These  five  women  with  toxic  goiter  had  symp- 
toms from  one  to  three  months  before  the  onset  of 
their  pregnancy.  Exacerbations  of  hyperthy- 
roidism had  been  previously  noted  in  Cases  4 and 
5.  These  patients  were  all  of  the  neurotic  type 
and  had  psychic  trauma  sufficient  in  each  in- 
stance to  initiate  hyperthyroidism.  Case  4 was 
the  only  one  in  the  group  who  did  not  want  this 
pregnancy  originally.  Eventually,  she  also 
wanted  the  infant.  The  outlook  for  a favorable 
response  to  therapy,  of  course,  is  better  if  the 
child  is  wanted.  A favorable  response  at  the 
cessation  of  drug  therapy  is  best  accomplished  if 
the  patient  becomes  relieved  of  a psychic  or  physi- 
cal strain  at  this  time.  Complications  of  these 
hyperthyroid  patients  included  previous  spon- 
taneous abortions  which  occurred  in  two  of  them. 
One  patient  had  a previous  six  weeks  premature 
delivery  of  a breech  presentation.  Case  4 had 
a mild  toxemia  of  pregnancy,  another  not  un- 
common complication  of  hyperthyroidism. 

In  so  far  as  the  infants  were  concerned,  the 
only  fetal  abnormality  occurred  in  that  of  the 
oldest  mother  in  the  series.  Whether  the  large 
constricting  goiter  was  due  to  the  effect  of  the 
antithyroid  drug  is  debatable.  This  child  was 
born  prematurely,  a complication  of  hyperthy- 
roidism associated  with  pregnancy.  No  signifi- 
cant enlargement  of  the  thyroid  gland  of  the 
other  normal  infants  was  noted,  and  the  preg- 
nancies went  to  full  term.  This  20  per  cent 
morbidity  and  mortality  compares  favorably  with 
the  results  of  other  series. 
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The  dose  of  goitrogens  was  kept  low  in  this 
series  to  avoid  the  possibility  of  hypothyroidism 
and  its  deleterious  effect  on  pregnancy.  The 
initial  dose  was  the  equivalent  of  150  to  200  mg.  of 
propylthiouracil  daily  and  the  maintenance  dose 
50  mg.  The  atjtempt  was  made  to  stop  the  drug 
by  the  end  of  the  third  month  of  pregnancy  when 
the  fetal  thyroid  assumes  physiologic  activity.5 
In  the  latter  months  of  pregnancy  the  basal  me- 
tabolic rate  is  normally  elevated  to  plus  20  or  25 
per  cent.  This  criteria  was  used  as  a guide  in 
determining  the  initial  and  maintenance  dosages 
of  the  antithyroid  drugs. 

From  Bell’s  findings  and  the  findings  in  our 
cases,  it  seems  that  the  response  to  therapy  in  the 
hyperthyroid  patient  is  good  early  in  pregnancy 
regardless  of  the  form  of  therapy  employed.  On 
the  contrary,  antithyroid  therapy  in  the  latter 
months  of  pregnancy  has  not  accomplished  the 
excellent  results  noted  in  early  pregnancy.  This 
may  be  due  to  the  fact  that  the  endocrine  and 
neuropsychiatric  balance  of  the  pregnant  woman 
is  more  unstable  in  the  last  two  trimesters  of 
pregnancy. 

The  question  arises  as  to  whether  these  cases 
were  of  sufficient  mildness  to  have  responded  to 
iodine  therapy  alone.  In  our  opinion,  the  criteria 
of  clinical  symptoms,  signs,  and  metabolic  rate 
classified  our  cases  as  severe  and  warranted  the 


use  of  the  goitrogens.  What  other  forms  of  ther- 
apy are  available  if  the  treatment  of  similar  cases 
proves  ineffective?  Surgery  or  roentgen  ray 
therapy  may  be  employed,  but  it  appears  wise 
not  to  advise  radioactive  iodine  in  pregnant 
women.  These  patients  can  have  thyroidec- 
tomies performed  if  a relapse  in  their  condition 
occurs. 

Summary 

Five  patients  with  toxic  goiter  were  treated 
with  goitrogens  during  pregnancy.  Two  of  the 
mothers  who  had  hyperthyroidism  of  short  dura- 
tion were  treated  during  the  first  trimester  of 
pregnancy.  The}’  have  had  sustained  remissions 
of  their  hyperthyroidism  for  more  than  five 
years.  A third  patient  with  a nodular  goiter  was 
similarly  treated  and  did  not  respond  so  well. 
Two  cases  treated  in  the  latter  months  of  preg- 
nancy have  been  more  resistant  to  medical 
therapy. 
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ALPHATOCOPHEROL  AND  CALCIUM  GLUCONATE  IN  THE  PREVENTION  OF 
THROMBOEMBOLISM 


A group  of  hospital  patients  undergoing  surgical 
operations  received  a special  prophylactic  treatment 
of  alphatocopherol  and  calcium  gluconate  to  prevent 
the  occurrence  of  thromboembolic  complications. 
This  group  was  compared  with  a group  of  410  similar 
patients  which  served  as  an  untreated  control.  The 
treated  patients  received  intramuscularly  100  inter- 
national units  alphatocopherol  in  the  form  of  “epsi- 
lan  phosphate”  (Warren-Teed)  every  eight  hours, 
beginning  with  the  day  of  operation,  until  oral  ther- 
apy with  100  to  200  international  units  “epsilan 
acetate”  was  instituted.  In  addition,  a daily  in- 
travenous injection  of  10  cc.  calcium  gluconate  was 
given  for  the  duration  of  the  hospitalization ; daily 
antithrombin  levels  were  taken,  and  daily  clin- 
ical examinations  were  made.  The  incidence  of 


thromboembolic  disease  in  the  untreated  group  was 
6 — 34  per  cent — and  deaths  from  the  disease  occurred 
in  0.48  per  cent  of  the  patients;  fatal  pulmonary  em- 
bolism occurred  in  0.24  per  cent  of  these  patients. 
Thromboembolic  disease  occurred  in  2.29  per  cent 
of  the  treated  patients,  with  no  incidence  of  death; 
two  of  the  six  patients  having  thromboembolic  com- 
plications in  this  group  may  have  been  given  insuffi- 
cient amounts  of  the  drugs.  The  results  indicate 
that  the  alphatocopherol-calcium  gluconate  therapy 
method  is  effective  in  lowering  the  incidence  of  post- 
operative thromboembolic  complications.  No  hem- 
orrhagic complications  and  minimal  side  reactions 
were  seen. — W.  E.  Crump,  M.D.,  and  E.  F.  Heiskell, 
Jr.,  M.D.,  Texas  State  Journal  of  Medicine,  January , 
1952 


TREATMENT  OF  VARIOUS  DERMATOSES  WITH  TOPICAL  APPLICA- 
TION OF  PANTHENOL 

Paul  R.  Kline,  M.D.,  and  Arline  Caldwell,  M.D.,  New  York  City 
( From  the  Department  of  Dermatology , New  York  Medical  College) 


SINCE  the  discovery  by  Williams  and  associ- 
ates of  pantothenic  acid  as  a factor  in  the 
B complex,  it  has  been  widely  studied  in  animal 
and  human  nutrition.1,2  Best  and  Taylor 
stated  that  in  humans  its  function  is  bound  up 
with  that  of  riboflavin.3  Their  observations  are 
in  accord  with  the  findings  of  Spies  and  his 
coworkers  who  reported  that  injections  of 
pantothenic  acid  raised  the  blood  level  of  ribo- 
flavin 20  to  30  per  cent.4 

Much  experimental  evidence  and  information 
has  been  produced  to  indicate  the  role  of  panto- 
thenic acid  in  the  nutrition  of  various  animals 
and  lower  plant  life.  Bauernfeind  et  al.  in  experi- 
mental studies  with  fowl  were  able  to  demonstrate 
that  it  was  a vitamin  essential  for  reproduction.5 
In  1931  Ringrose,  Norris,  and  Heuser  described 
a disease  of  the  epidermis  of  chickens  in  “which 
the  symptoms  were  a dermatitis  of  the  margins 
of  the  eyelids,  a crusting  of  the  angles  of  the 
mouth,  and  thickening,  cornification,  cracking, 
and  Assuring  of  the  plantar  surfaces  of  the  feet 
and  interdigital  webs.”6  It  was  shown  to  be 
due  to  a deficiency  of  pantothenic  acid. 

Unna  et  al.  noted  that  the  achromotrichia, 
seen  in  rats  on  a diet  free  of  vitamin  B complex, 
could  be  prevented  by  adding  pantothenic  acid 
to  the  diet.7  It  was  also  found  in  experiments 
on  rats  that  pantothenic  acid  favorably  influ- 
enced the  mobilization  of  riboflavin  in  the  liver 
during  the  assimilation  of  foods. 

Of  particular  interest  to  the  dermatologist 
are  the  more  recent  reports  on  the  local  use  of 
pantothenic  acid  and  its  active  alcohol  analog 
pantothenyl  alcohol  (panthenol).8  In  a study 
at  Bellevue  Hospital  in  New  York  City,  Combes 
and  Zuckerman  investigated  the  effect  of  oint- 
ments containing  panthenol  in  5 per  cent  con- 
centrations in  conditions  requiring  stimulation 
of  granulation  tissue  and  epithelization.9  They 
reported  a favorable  influence  on  the  course  of 
various  ulcerative  and  pyogenic  dermatoses. 
Griinberger  reported  on  90  cases  of  Assuring  of 
the  nipples  treated  at  the  postpartum  clinic  of 
the  Universitate-Frauenklinik  of  Vienna.10  He 
also  used  a 5 per  cent  ointment  and  noted  that 
it  provided  an  excellent  medication  for  hastening 
the  healing  of  fissures  which  were  too  painful 
for  the  mothers  to  nurse  their  infants.  All 
cases  were  cured  in  from  one  to  eight  days. 

Sciclounoff  and  Naz  reported  favorable  effects 


of  panthenol  in  a variety  of  conditions  using 
various  vehicles.11  They  observed  a more  rapid 
healing  in  several  cases  of  noma,  in  the  healing 
of  paronychia  following  extirpation  of  the  finger- 
nails, in  ulcerating  prolapsed  hemorrhoids  with 
rhagades,  and  in  herpes  labialis.  Favorable 
effects  of  panthenol  ointment  were  also  noted  in 
treatment  of  septic  surgical  wounds. 

At  the  Gynecologic  Clinic  of  the  University 
Hospital  at  Zurich,  Switzerland,  Winzeler  and 
Sauter  studied  the  effect  of  panthenol  on  various 
types  of  vaginal  discharge.12  They  found  a 
marked  improvement  in  16  out  of  27  cases  and 
postulated  that  the  improvement  might  be  due 
to  an  indirect  antibacterial  action  of  panthenol 
on  the  vaginal  epithelium.  This  apparent  anti- 
bacterial action  was  also  observed  by  Gaglio.13 

Material 

It  was  the  desirable  combination  of  epitheliza- 
tion and  antibacterial  action  which  had  been 
reported  that  stimulated  our  interest  in  conduct- 
ing a study  of  the  therapeutic  value  of  panthenol 
in  various  types  of  skin  conditions.  The  sub- 
jects used  in  our  study  included  patients  both 
in  hospital  wards  and  from  private  practice. 
They  were  treated  by  topical  applications  with 
a 5 per  cent  and/or  2 per  cent  panthenol  cream. 

Preliminary  patch  tests  were  first  made  on 
normal  skin  with  both  the  base  and  the  panthenol 
cream.  No  evidence  of  sensitization  was  observed 
either  in  the  preliminary  tests  or  in  the  treated 
series  of  cases,  some  of  which  extended  over  a 
period  of  one  year.  The  following  case  reports 
presented  in  detail  are  representative  of  the 
series,  and  in  Table  I the  entire  series  is  sum- 
marized. 

Case  Reports 

Case  2. — J.  R.,  a male,  age  fifty-nine,  had  been 
hospitalized  for  an  arteriosclerotic  ulceration  of 
the  left  leg  since  1945.  Deep  circulation  was  mark- 
edly impaired;  prolonged  bed  rest  and  hospital 
care  including  various  topical  applications,  anti- 
biotics, penicillin  and  aureomycin,  and  physio- 
therapeutic measures  did  not  materially  affect  the 
ulceration  of  the  leg.  In  September,  1950,  there 
was  a large  deep  ulceration  of  the  left  leg,  15  cm. 
in  width,  extending  completely  around  the  left 
ankle.  On  September  7,  1950,  Panthoderm  was 
applied.*  There  was  a rapid  decrease  in  the  size 

* Dr.  Louis  Freedman  of  the  U.  S.  Vitamin  Corporation 
supplied  the  Panthoderm  cream  used  in  this  study. 
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TABLE  I. — Results  of  Treatment  in  31  Cases  with  Panthoderm 


Case 

Age 

Sex 

Diagnosis 

Duration  of 
Disease 

Results 

1 

46 

M 

Hypostatic  eczema 

9 months 

Excellent — epithelization  extremely  rapid 

2 

57 

M 

Arteriosclerotic  ulceration,  leg 

10  years 

Good — ulceration  nearly  healed  in  three 
weeks 

3 

40 

M 

Hypostatic  eczema,  leg 
Ulcerations,  varicose,  both  legs 

2 years 

Healed 

4 

53 

M 

6 years 

Unchanged — saphenous  ligation  ordered 

5 

80 

M 

Hypostatic  eczema 

5 years 

Excellent 

6 

67 

M 

Hypostatic  eczema 

5 years 

Aggravation — patch  tests  with  panthenol 
and  base  were  negative 

7 

39 

M 

Dermatitis  venenata,  leg,  with  ulceration 

6 weeks 

Excellent 

8 

69 

M 

Hypostatic  eczema 

6 years 

Excellent 

9 

56 

M 

Scleroderma  with  ulcerations,  legs 

15  years 

Good — 2%  benzocaine  added 

10 

57 

M 

Varicose  eczema 

1 year 

Excellent — severe  itching  and  pain  re- 
lieved 
Fair 

11 

72 

M 

Recurrent  psoriasis 

5 years 

12 

55 

M 

Varicose  eczema  with  ulceration 

15  years 

Excellent — rapid  improvement 

13 

19 

F 

Nummular  eczema,  hands 

2 years 

Excellent — recurrences  rapidly  controlled 

14 

36 

F 

Chronic  occupational  dermatitis,  hands 

3 years 

Good — controlled  better  by  Panthoderm 
than  by  other  ointments 

15 

48 

F 

Contact  dermatitis,  generalized,  nylon 

9 months 

Excellent — two  recurrences  rapidly  con- 
trolled 

16 

52 

F 

Contact  dermatitis,  paraphenylenedi- 
amine 

8 months 

Excellent — rapid  response 

17 

32 

F 

Leg  ulcer  following  thrombophlebitis 

3 months 

Excellent 

18 

57 

F 

Chronic  eczema,  hands 

5 years 

Excellent — no  recurrences  in  six  months 

19 

25 

M 

Fungous  infection,  hands 

6 years 

Excellent — fungous  infection  in  South 
Pacific;  chronic  eczematous  process 
well  controlled 

20 

58 

F 

Chronic  eczema,  vulva 

9 months 

Excellent — had  been  diagnosed  as  leuko- 
plakia vulvae 

21 

8 months 

F 

Generalized  infantile  eczema 

6 months 

Excellent — control  sites  used 

22 

14  months 

M 

Generalized  infantile  eczema 

9 months 

Excellent 

23 

2 Vs  months 

F 

Atopic  eczema 

1 V2  months 

Excellent 

24 

9 months 

F 

Eczema  and  folliculitis,  buttocks  and 
groin 

3 weeks 

Excellent 

25 

21/,  months 

F 

Traumatic  ulceration,  scalp,  premature 
infant 

Since  birth 

Healed — previously  showed  no  sign  of 
healing 

26 

6 months 

F 

Diaper  rash 

6 weeks 

Healed  rapidly 

27 

78 

M 

Senile  pruritus 

2 years 

Good — partial  relief  of  itching 

28 

23 

F 

Chronic  dermatitis  of  hands  and  icthyosis 

1 year 

Fair 

29 

26 

F 

Chronic  eczema,  ankle 
Chronic  dermatitis,  hands 

2 years 

Excellent 

30 

22 

M 

3 years 

Fair 

31 

63 

M 

Chronic  ulceration,  ear,  following  frostbite 

1 year 

Fair — healing  stimulated 

of  the  ulceration,  granulation  tissue  growth  was 
accelerated,  and  epithelization  of  the  ulcer  was 
rapidly  effected.  Pain  was  markedly  diminished. 
Exuberant  granulation  had  to  be  destroyed.  At 
present  the  ulcer  is  almost  completely  epithe- 
lized  even  though  the  circulation  is  markedly  im- 
paired. 

Case  3. — W.  H.,  a forty-year-old  white  male, 
was  admitted  to  the  Metropolitan  Hospital  in 
May,  1949,  with  a recurrent  hypostatic  eczema  and 
ulceration  over  the  right  internal  malleolus  of  two 
years  duration.  This  was  associated  with  severe 
pain  in  the  ulcerated  area.  Topical  applications, 
consisting  of  the  battery  of  ointments,  lotions,  and 
wet  dressings,  did  not  cause  any  improvement  in 
the  condition.  Hospitalization  for  four  months 
did  not  materially  improve  his  leg.  Panthenol 
ointment  was  applied  daily.  Healing  was  notice- 
able within  one  week  after  treatment  was  begun, 
and  he  was  completely  healed  on  November  9,  1950. 
There  was  still  some  pain  present  on  discharge 
from  the  hospital. 

Case  15. — J.  C.  had  a diagnosis  of  chronic  der- 
matitis due  to  paraphenylenediamine  and  nylon. 
This  forty-eight-year-old  female  was  seen  in  May, 
1949,  with  a generalized  dermatitis  which  began  on 
the  dorsum  of  the  feet,  spreading  to  the  neck,  chest, 
and  forearms.  Itching  was  extremely  marked,  and 
sedation  was  required  over  a long  period.  There 
was  no  history  of  previous  allergic  manifestation. 


She  had  a “nervous  breakdown’’  in  1946.  In  the 
absence  of  a better  diagnosis  the  eruption  was 
attributed  to  her  nervous  state.  Patch  tests  to 
nylon  and  paraphenylenediamine  were  positive. 
This  eruption  was  not  continuous  but  would  nearly 
heal  and  then  flare  up.  These  exacerbations  were 
apparently  related  to  periods  of  increased  nervous 
stress.  Removal  of  the  offending  agents  resulted 
in  a marked  improvement.  In  August,  1950, 
there  was  still  a marked  residual  itching  and  licheni- 
fication  on  the  dorsum  of  the  feet,  popliteal  areas, 
thighs,  and  the  'antecubital  regions.  Topical 
applications,  x-ray  therapy,  and  antihistamines 
gave  only  partial  temporary  relief.  On  August  8, 
1950,  Panthoderm  cream  was  applied  to  several 
areas.  A rapid  regression  of  the  eruption  and  relief 
of  itching  was  noted.  In  September,  1950,  there 
was  an  acute  exacerbation  which  was  proved  to  be 
due  to  the  lining  of  a coat.  Patch  test  to  para- 
phenylenediamine was  again  markedly  positive  as 
was  the  test  to  a green  silk  lining  in  the  coat.  The 
panthenol  ointment  was  continued  with  rapid 
healing  of  the  eruption.  The  nervous  upsets  do 
not  have  any  further  influence  on  the  eruption.  This 
patient  was  seen  in  May,  1951.  The  eruption  has 
continued  to  improve.  All  areas  except  the  dorsum 
of  the  feet  and  ankles  are  cleared.  These  areas  show 
a diminishing  lichenification. 

Case  18. — E.  M.  had  a diagnosis  of  eczema  of  the 
hands.  This  fifty-seven-year-old  woman  had  been 
under  treatment  by  dermatologists  for  the  past 
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five  years  for  an  eczema  of  the  hands  and  forearms. 
She  was  first  seen  in  February,  1950.  There  was 
a severe  eczematous  process  of  the  dorsum  of  both 
hands  and  involvement  of  all  the  fingers.  There  was 
considerable  oozing  and  crusting.  On  the  fore- 
arms there  was  a milder  eczematous  process.  No 
tendency  to  grouping  or  nummular  formation  was 
noted.  Removal  of  soaps,  abstinence  from  washing 
dishes,  clothes,  etc.,  and  changes  from  soaps  to 
detergents  gave  no  relief.  Blood  count  on  May  8, 
1950,  was  red  blood  cells  3,800,000,  hemoglobin 
78.9  per  cent  (11.2  Gm.),  white  blood  cells  11,550 
with  lymphocytes  45,  monocytes  2,  eosinophils  4. 
Patch  tests  with  various  contactants  were  negative. 
Oleoresin  patch  tests  with  shrubs,  vines,  trees,  and 
weeds  were  also  negative.  Various  lotions  and 
ointments  failed  to  give  any  sustained  relief  from 
the  eruption  and  the  itching.  Application  of  5 per 
cent  panthenol  ointment  in  June,  1950,  gave  prompt 
relief.  This  has  now  resulted  in  complete  clearing 
of  the  eruption.  Examination  in  May,  1951, 
showed  an  excellent  sustained  result.  The  pan- 
thenol has  been  reduced  to  2 per  cent  concentration, 
and  she  continues  occasional  use  of  the  ointments. 
This  eruption  had  been  on  occasion  attributed  to 
the  nervous  state  of  this  patient.  Within  the  past 
year  she  stated  that  she  has  “gone  through  the  most 
nerve-racking  period  of  my  life”  with  no  recur- 
rences. 

Case  21. — Y.  F.,  an  eight-month-old  female 
infant,  has  had  recurrent  attacks  of  eczema  since 
she  was  two  months  old.  These  attacks  were  in- 
creasing in  severity,  and  hospitalization  was  neces- 
sary on  October  10,  1950.  There  was  a weeping 
eczema  of  the  face  and  areas  of  dry  eczematization 
and  lichenification  on  the  legs  and  arms  interspersed 
with  weeping  areas.  The  moist  areas  were  treated 
with  wet  dressings  of  diluted  aluminum  acetate 
solution,  and  5 per  cent  panthenol  ointment  was 
applied  to  the  dry  areas.  The  left  leg  was  treated 
w ith  an  aluminum  acetate  zinc  paste  combination 
as  a control.  This  control  area  did  not  respond  as 
w ell  as  the  panthenol-treated  areas.  Within  three 
weeks  the  eruptions  on  the  face  and  arms  had 
disappeared.  Itching  and  redness  of  the  control 
area  (right  leg)  was  more  marked  than  in  the  leg 
treated  with  panthenol. 

Case  22. — N.  Y.,  a male  infant  fourteen  months 
old,  was  admitted  on  September  20,  1950,  with  a 
history  of  eczema  since  he  was  five  months  old. 
He  was  treated  with  various  topical  applications 
and  wet  dressings  until  October  12,  1950,  without 
any  marked  improvement.  Panthenol  ointment 
therapy  was  begun  on  this  date.  The  infant  was 
almost  completely  well  on  discharge  two  weeks 
later,  October  26. 

Case  23. — A.  E.,  a two  and  one-half-year-old 
Puerto  Rican  female  child,  was  admitted  with  a 


chronic  atopic  eczema  which  had  been  present 
since  she  was  one  month  old.  On  admission  there 
was  an  oozing  and  crusted  dermatitis  on  the  cheeks 
and  antecubital  and  popliteal  areas.  Response  was 
noted  within  a few  days  after  application  of  the 
panthenol  ointment  to  all  the  involved  areas. 
Treatment  was  given  from  October  6 to  October  21, 
1950,  when  the  eruptions  had  healed  and  the  child 
was  discharged  from  the  hospital. 

Case  25. — J.  K.,  an  infant  aged  two  and  one-half 
months,  had  a diagnosis  of  ulceration  of  the  scalp. 
This  premature  infant  had  an  ulceration  of  the  scalp 
which  did  not  heal  in  spite  of  various  applications. 
Panthoderm  cream  2 per  cent  produced  rapid 
healing  which  was  complete  within  three  weeks. 
A soft  pliable  scar  remained. 


Summary  and  Conclusions 

Panthenol,  the  alcohol  analog  of  pantothenic 
acid,  was  used  topically  in  an  aqueous  dispersible 
cream  in  the  treatment  of  a variety  of  derma- 
toses. This  preparation  showed  clinical  evidence 
of  epithelizing  stimulation,  of  an  antipruritic 
effect,  and  of  an  antibacterial  effect  in  these 
dermatoses  which  are  of  varied  etiology.  In 
some  cases  the  result  was  obtained  with  a marked 
efficiency  not  obtained  by  other  topical  remedies. 
A concentration  of  2 per  cent  Panthenol  was 
found  to  be  as  effective  as  the  5 per  cent  concen- 
tration. No  evidence  of  sensitization  to  pan- 
thenol or  the  vehicle  was  encountered.  Further 
investigation  of  the  topical  application  of  pan- 
thenol in  other  types  of  dermatoses  is  indicated. 
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UNIVERSAL  ALOPECIA:  A PSYCHOSOMATIC  APPRAISAL 

Harold  Kaplan,  M.D.,  and  Milton  Reisch,  M.D.,  New  York  City 

( From  the  Department  of  Neuropsychiatry  and  the  Section  of  Dermatology  and  Syphilology,  Veterans 
Administration  Hospital,  Bronx) 


ALOPECIA  universalis  is  a rare  condition 
which,  when  it  occurs,  warrants  recording, 
specifying  the  details  of  all  the  examinations  in- 
cluding psychiatric  studies.  Investigation  of  the 
general  literature  from  1940  to  the  present  time 
reveals  only  three  reports.  Waisman  and 
Kepler  reported  138  cases  from  the  Mayo  Clinic 
up  to  1941. 1 However,  this  cannot  be  used  as  a 
criterion  for  the  frequency  of  appearance  of  this 
condition  because  of  the  large  number  of  patients 
of  a selected  group  seen  at  that  clinic.  In  1945, 
Scholder  and  Morton  reported  a case  occurring  in 
a sailor.2  Universal  loss  of  hair  successfully 
treated  with  psychotherapy  was  reported  by 
Simon  and  Fouquet  in  1950. 3 

Alopecia  areata  is  a common  disorder  of  the 
scalp  which  is  characterized  as  a rule  by  the  sud- 
den loss  of  hair  in  circumscribed  patches.  Not 
infrequently  the  entire  scalp  may  be  involved 
(alopecia  totalis),  and  rarely  a total  loss  of  bodily 
hair  occurs  (alopecia  universalis).  The  disease  is 
seen  more  frequently  in  children  but  may  occur  at 
any  age.  The  severe  generalized  forms  are  en- 
countered more  often  in  middle-aged  persons. 

Many  theories  have  been  propounded  as  to  the 
origin  of  universal  alopecia.  The  theories  have 
been  divided  into  the  psychogenic  (neuropathic), 
infectious,  and  toxic.  Occasionally,  an  indi- 
vidual case  of  universal  alopecia  can  be  definitely 
shown  to  be  of  toxic  or  infectious  origin.  How- 
ever, the  great  majority  of  cases  occur  spontane- 
ously, and  it  is  to  this  group  that  the  psychogenic 
concept  is  usually  applied,  in  so  far  as  no  organic 
cause  (toxic,  infectious,  endocrine,  etc.)  can  be 
determined. 

Although  most  standard  textbooks  on  derma- 
tology note  that,  as  a clinical  observation,  emo- 
tional “shocklike”  events  play  a prominent  role 
in  the  development  of  alopecia  areata,  little  spe- 
cific information  is  available  on  this  subject  in  the 
literature.4,6  Blows  on  the  head,  nervous  shock, 
fright,  lightning,  great  and  prolonged  anxiety  and 
grief  are  often  noted  as  having  occurred  prior  to 
the  sudden  development  of  this  condition.  On 
the  other  hand,  Waisman  and  Kepler  made  a 
most  complete  study  of  alopecia  universalis,  and 
it  was  their  opinion  that  sudden  excitement  or 
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fright,  anxiety,  and  nervous  exhaustion  were  pos- 
sible predisposing  factors  only  in  a small  pro- 
portion of  cases.1 

Alopecia  areata  is  considered  by  Cormia  to  be 
primarily  psychosomatic  in  nature.6  In  his  series 
of  cases,  familial  maladjustments,  over-responsi- 
bilities, insecurity,  and  supervening  psychic 
trauma  were  the . main  factors.  No  endocrine 
factors  were  discerned.  An  “anxiety  state”  was 
suggested  as  the  only  etiologic  possibility  in  a case 
of  universal  alopecia  reported  by  Scholder  and 
Morton.2  An  interesting  case  of  alopecia  uni- 
versalis developing  in  a patient  who  had  an  ob- 
sessional neurosis  which  was  treated  psychiatri- 
cal ly  was  reported  by  Simon  and  Fouquet.3  The 
hair  began  to  grow  back  as  the  psychiatric  con- 
dition improved.  It  was  their  conclusion  that 
“a  psychic  conflict  may  be  the  origin  of  certain 
dermatologic  afflictions  and  also  of  baldness. 
This  neurotic  state  may  not  be  realized  by  the  pa- 
tient and  can  only  be  recognized  by  a complete 
investigation  of  the  personality  of  the  patient.” 

Rogers  reported  a case  of  alopecia  areata  in 
which  each  attack  came  on  after  the  birth  of  a 
living  child  to  the  wife  of  the  afflicted  patient.7 
He  suggested  that  a latent  anxiety  neurosis  at  the 
time  of  delivery  was  the  precipitating  agent. 
The  case  of  an  officer,  who,  following  the  stress  of 
living  at  the  front  and  after  weeks  of  incessant 
bombardment,  lost  every  hair  of  his  body  was 
cited  by  Todde.8  Sabouraud  described  a case  of 
alopecia  in  a girl,  age  thirteen,  who  lost  her  hair 
thirteen  days  alter  being  raped,  although  the  hair 
returned  later.9  Boisser,  Bidon,  and  Morris  have 
all  cited  cases  of  generalized  alopecia  coming  on 
after  severe  emotional  stress.10  Alopecia  areata 
has  been  reported  by  Galant  as  occurring  not  in- 
frequently in  dementia  praecox.11  He  concluded 
that  it  was  due  to  a trophic  disturbance  of  the 
sympathetic  nervous  system. 

In  attempting  to  explain  the  mechanism  of  this 
disorder,  Schmidt  stated  that  the  autonomic  ner- 
vous system,  by  causing  vasoconstriction  of  the 
blood  supply  to  the  hair  follicle,  causes  the  hair 
to  fall  out.12  To  further  reinforce  this  point, 
Wigley  stated  that  thallium  acetate  used  to  epi- 
late the  scalp  acts  on  the  sympathetic  nervous 
system.13 

Few  case  reports  including  critical  psychiatric 
evaluation  of  the  patient  suffering  from  universal 
alopecia  are  available.  The  following  are  case 
reports  on  two  patients  with  alopecia  universalis 
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in  which  psychogenic  factors  were  thought  to 
play  an  etiologic  role. 

Case  Reports 

Case  1. — This  was  a thirty-nine-year-old  white, 
married  male  with  a history  of  alopecia  universalis  of 
five  years  duration.  This  veteran  had  manifested 
enuresis  to  the  age  of  ten,  truancy  throughout  his 
schooling  period,  and  an  erratic  work  history.  Prior 
to  entry  into  service  there  was  little  in  the  way  of 
psychoneurotic  symptomatology  other  than  an  over- 
concern with  grooming  of  his  hair  which  he  had 
allowed  to  grow  extra  long.  He  would  spend  much 
time  combing  it  so  that  it  was  “just  right.” 

On  entering  service,  the  patient  adjusted  well  for 
two  years.  He  was  then  sent  to  the  Pacific  where 
his  job  was  diving  and  placing  dynamite  under 
water.  One  day  he  received  an  anonymous  letter 
from  the  United  States  which  contained  an  accusa- 
tion of  his  wife’s  infidelity.  He  turned  for  reassur- 
ance to  his  chaplain  who  dismissed  the  letter  as 
meaningless.  This  apparently  did  not  allay  his 
anxiety.  He  next  developed  epigastric  distress  and 
dizzy  spells.  He  was  examined  at  a Naval  hospital 
where  all  the  findings  were  negative.  Returned  to 
duty,  he  continued  to  complain  of  nervousness,  in- 
somnia, fainting  spells,  and  abdominal  distress.  He 
was  seen  by  a psychiatrist  who  diagnosed  the  patient 
as  having  an  “anxiety  neurosis,”  and  he  was  re- 
turned to  the  States. 

His  first  meeting  with  his  wife  initially  produced  a 
considerable  emotional  upheaval.  However,  his 
anxiety  over  her  past  behavior  was  assuaged,  and  he 
eventually  was  so  improved  that  he  was  able  to  re- 
turn to  duty  at  a base  near  his  home.  In  a short 
time,  however,  his  symptoms  returned.  Most  dis- 
turbing this  time  was  bifrontal  headache  and  dizzy 
spells  for  which  he  was  sent  to  a hospital  for  a neuro- 
psychiatric  workup.  At  this  time  discharge  from 
service  was  discussed  with  him,  and  he  became  de- 
pressed with  an  intensification  of  his  anxiety.  With 
the  continuation  of  discussions  about  his  discharge 
and  a meeting  with  a medical  board  for  this  purpose, 
the  patient’s  symptomatology  was  further  aggra- 
vated. 

It  was  at  this  time  he  began  to  lose  his  hair. 
Under  this  apparently  intensified  emotional  strain, 
his  hair  loss  was  first  in  the  form  of  an  alopecia 
areata  which  during  a two-week  period  rapidly  de- 
veloped into  a universal  alopecia.  A complete 
medical  study  was  negative,  and  he  was  told  it  was 
due  to  an  emotional  disturbance.  He  was  dis- 
charged from  service  with  the  diagnosis  of  “mixed 
psychoneurosis  with  anxiety.”  The  patient  states 
that  loss  of  his  hair  was  a tremendous  blow  to  his 
self  esteem.  He  would  spend  hours  alone  looking  in 
a mirror  brooding  over  its  loss.  He  subsequently 
made  a poor  adjustment  to  his  disfigurement,  de- 
veloping numerous  neurotic  complaints,  antisocial 
trends,  and  alcoholism,  which  led  to  altercations 
with  the  police,  a short  jail  sentence,  and  several 
hospitalizations  in  State  institutions  for  the  mentally 
sick.  His  most  recent  hospitalization  was  at  this 
hospital. 


The  patient’s  history  was  essentially  as  noted 
above.  He  gave  no  history  of  familial  alopecia. 
There  was  no  diminution  in  sexual  desire  or  function. 
Physical  examination  revealed  him  to  be  totally  hair- 
less. He  manifested  symptoms  indicative  of  great 
anxiety.  A complete  medical,  dermatologic,  endo- 
crinologic,  and  laboratory  workup  (including  steroid 
excretion)  was  negative.  Psychometric  tests  includ- 
ing a Rorschach  and  Thematic  Apperception  Test 
revealed  a depressed,  guilty,  hostile  person  who  had 
marked  feelings  of  rejection  by  the  female  figure. 
In  addition  there  was  fixation  on  the  body  image 
associated  with  a masochistic  behavior  pattern. 
Phantasies  of  castration  and  sterility  were  aroused 
by  loss  of  hair.  The  patient  was  discharged  after 
two  months  due  to  numerous  infractions  of  the  hos- 
pital rules. 

Comment. — This  patient’s  best  adjustment  to  life 
was  in  service  where  he  responded  well  to  the  regi- 
mented life.  When  he  received  information  con- 
cerning his  wife’s  infidelity,  he  attempted  to  sup- 
press the  conflict  associated  with  this  information. 
The  resultant  anxiety  was  converted  into  various  so- 
matic complaints.  When  he  adjusted  his  marital 
difficulties,  his  bodily  symptoms  seemingly  ceased  to 
disturb  him,  only  to  return  again.  When  he  was  in- 
formed that  he  would  have  to  return  to  civilian  life, 
which  he  did  not  like,  and  in  the  setting  of  markedly 
intensified  anxiety,  he  developed  an  alopecia  uni- 
versalis over  a two- week  period,  which  condition  has 
persisted  for  five  years.  The  fact  that  the  alopecia 
occurred  at  a time  of  intense  anxiety  in  a patient 
who  showed  a predilection  to  somatization-like  re- 
actions to  stressful  life  situations  suggests  that  the 
psychogenic  factors  may  have  played  a prominent 
role  in  the  etiology  of  this  uncommon  condition. 

Case  2. — This  was  a twenty-three-year-old 
veteran  admitted  with  a history  of  alopecia  uni- 
versalis of  one  year  duration.  The  patient’s  medical 
and  psychic  history  prior  to  service  was  essentially 
negative  except  that  he  was  considered  the  “nervous 
type”  so  that  when  under  stress  he  would  have  fre- 
quent urination,  tachycardia,  and  diaphoresis.  He 
felt  that  his  most  distinctive  physical  attribute  was 
his  “beautiful  crop  of  hair.”  The  patient  enlisted 
in  the  Army,  and  was  sent  overseas  to  Korea  where 
he  served  under  adverse  living  conditions  and  was  ex- 
tremely unhappy.  It  was  after  several  weeks  there 
that  he  noted  his  first  patch  of  alopecia  areata  on  the 
scalp.  This  subsequently  grew  back.  The  patient 
was  discharged  honorably  from  service. 

After  discharge  he  enrolled  in  a teachers’  college 
where,  after  adjusting  well  for  about  a year,  he  be- 
gan to  experience  much  anxiety  about  his  school 
work.  He  was  having  difficulty  with  an  instructor, 
whom  he  disliked  intensely,  and  who,  he  felt,  failed 
him  unfairly  in  a course.  This  failure  threatened 
his  college  career.  He  was  extremely  bitter  because 
his  best  friend  “betrayed”  him  by  withholding  from 
the  patient  prior  information  he  had  on  the  final 
examination  in  this  course.  At  this  time,  a large 
area  of  alopecia  appeared  over  a twenty-four-hour 
period  and  subsequently  persisted. 

Five  months  later,  his  grades  having  improved,  he 
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joined  the  college  basketball  team  and  began  to 
devote  much  time  to  this  sport.  Prior  to  the  first 
game  with  the  team  he  describes  himself  as  tense, 
anxious,  and  under  considerable  strain.  It  was  at 
this  time  that  his  hair  commenced  to  fall  out  more 
rapidly,  the  number  of  areas  of  alopecia  increasing. 
He  was  treated  by  local  applications  of  phenol,  which 
therapy  he  resented.  Within  a month,  universal 
alopecia  was  present.  During  the  subsequent  pe- 
riod, the  patient  received  many  forms  of  therapy  to  no 
avail.  After  making  the  rounds  of  various  clinics,  he 
sought  admission  to  the  dermatologic  service  of  this 
hospital. 

The  patient’s  history  was  as  noted  above.  Family 
history  revealed  a brother  who  developed  alopecia 
areata  while  in  combat,  which  subsided  after  the 
stress  of  battle  had  diminished.  Physical  examina- 
tion was  essentially  negative  other  than  complete  ab- 
sence of  hair.  Medical  and  laboratory  workup  were 
all  within  normal  limits.  Psychologic  tests  revealed 
a depressed,  exhibitionistie,  aggressive,  masochistic 
individual  under  considerable  tension  and  strain, 
with  feelings  of  rejection  and  severe  castration  anx- 
iety. Psychotherapy  was  advised  and  was  insti- 
tuted. 

Comment. — This  patient  all  his  life  utilized  a phys- 
iologic outlet  for  emotional  stress  through  the  auto- 
nomic mechanism,  i.e.,  increased  urination,  sweating, 
and  tachycardia.  In  service,  when  under  emotional 
stress,  he  developed  transient  alopecia  areata.  In 
civilian  life,  when  he  felt  his  college  career  was 
threatened  by  an  unjust  failure,  he  experienced  a 
period  of  much  bitterness  and  anxiety.  It  was  in 
this  setting  that  a more  permanent  alopecia  areata 
occurred.  When  under  the  extreme  tension  of  play- 
ing basketball  before  a large  group,  the  alopecia  be- 
gan and  spread  rapidly  so  that  within  a month  the 
patient  had  a universal  alopecia.  The  patient  him- 
self regards  the  aforementioned  periods  of  stress  as 
having  been  the  most  severe  for  him  during  the  past 
few  years. 

Summary  and  Conclusions 

Two  patients  with  universal  alopecia  are  pre- 
sented. In  both  cases,  the  patients,  when  faced 
with  emotionally  traumatic  situations,  such  as 
failure  in  school  work,  possible  infidelity  on  the 
part  of  a marriage  partner,  “betrayal”  by  a close 
friend,  impending  discharge  from  service,  and 
supposed  mistreatment  by  a physician,  reacted 
with  anxiety,  fear,  and  resentment.  The  patients 
at  those  times  had  the  following  physiologic  ac- 
companiments: stomach  pain,  abdominal 


cramps,  dizzy  spells,  tachycardia,  sweating,  and 
increased  urination.  It  was  at  the  time  that 
they  experienced  such  emotional  stress  that  the 
alopecia  appeared  and  rapidly  progressed  to  a 
universal  state. 

Both  patients  manifested  common  psychologic 
pictures.  There  was  marked  fixation  on  the 
body  image  and  a masochistic  pattern  of  behavior 
in  both.  In  addition,  there  was  depression,  feel- 
ings of  rejection  by  the  female,  and  severe  cas- 
tration anxiety.  Both  patients  were  recom- 
mended for  psychotherapy  which  has  been  insti- 
tuted in  one  case. 

It  is  felt  that,  in  view  of  the  almost  simultane- 
ous appearance  of  universal  alopecia  at  the  time 
of  psychologic  traumata  in  these  cases,  others  of 
this  type  deserve  further  investigation  and  study 
in  the  psychosomatic  realm.  From  a practical 
viewpoint,  it  would  seem  that  early  psychother- 
apy along  with  adjuvant  dermatologic  measures 
might  be  indicated  as  soon  as  possible  after  onset 
of  symptoms,  since  it  is  an  established  fact  that 
prognosis  as  to  eventual  regrowth  of  hair  worsens 
as  the  duration  of  the  condition  is  prolonged. 
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of  the  neuropsychiatric  service;  H.  Shatin,  II. D.,  chief  of 
the  dermatology  section,  and  Ruth  LaVietes,  M.D.,  all  of  the 
Veterans  Administration  Hospital,  Bronx,  New  York,  for 
their  valuable  advice  and  suggestions. 
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Many  persons  might  have  attained  wisdom  had  they  not  assumed  they  already  possessed  it. — 
Anon. 


ORTHOPEDIC  TREATMENT  OF  ACUTE  AND  SUBACUTE 
POLIOMYELITIS  WITH  CURARE  AND  STRETCHING 

Victor  Raisman,  M.D.,  F.I.C.S.,  Kew  Gardens,  New  York 
( From  the  Kew  Gardens  General  Hospital ) 


THE  orthopedic  treatment  of  acute  and  sub- 
acute poliomyelitis  has  always  had  the  same 
goals,  namely,  to  prevent  deformities  and  to  work 
for  the  restoration  of  power  in  apparently  para- 
lyzed muscles.  Owing  to  the  fact  that  it  is  not 
possible  to  distinguish  between  muscles  whose 
motor  nerve  cells  are  completely  destroyed  and 
those  whose  cells  are  merely  inhibited  or  partially 
destroyed,  a great  deal  of  effort  must  be  exerted 
to  help  all  the  muscles  in  the  early  phases  in  the 
hope  that  none  will  remain  completely  paralyzed. 

The  orthodox  treatment  was  based  on  the  prin- 
ciple that  if  a muscle  were  paralyzed,  its  normal 
opponent  would  be  bound  to  overpull  it  and  thus 
force  the  involved  part  into  an  attitude  of  de- 
formity. Therefore,  casts  and  braces  were  ap- 
plied to  prevent  this.  Unfortunately,  however, 
unless  the  weakened  muscle  quickly  developed  a 
return  of  power  or  its  opponent  was  not  strong, 
such  passive  restraint  was  usually  unsuccessful. 
Deformities  would  develop  despite  such  appa- 
ratus, and  the  treatment  would  become  one  of 
limiting  the  deformity  as  much  as  possible  and 
eventually  overcoming  it  by  various  types  of 
operation. 

The  treatment  which  is  being  discussed  here  is 
based  on  a different  concept  for  which  Elizabeth 
Kenny  deserves  major  historical  credit.  She 
demonstrated  that  the  overpulling  opponent  of 
the  paralyzed  muscle  was  not  normal  but  was 
itself  affected  and  in  a state  of  spasm  or  tightness. 

Her  theories  and  treatment  aroused  violent 
controversy  and  stimulated  research,  which  con- 
firmed, on  an  electromyographic  basis,  the  pres- 
ence of  increased  irritability  or  spasm  in  the 
acute  phase  in  most  of  the  muscles  of  the  body. 
It  also  demonstrated,  however,  that  the  hot  packs 
which  she  advocated  did  not  lessen  the  spasm. 
On  this  basis,  Ransohoff  in  Long  Branch,  New 
Jersey,  in  1945,  and,  simultaneously,  Paul  of 
Iowa  City,  Iowa,  began  using  curare  to  lessen  the 
irritability  and  permit  the  restoration  of  muscles 
to  their  normal  length  by  stretching.  Their 
I treatment,  therefore,  is  based  on  the  necessity  of 
I overcoming  the  muscle  spasm  or  shortening,  as 
\ rapidly  as  possible,  by  stretching  the  contracting 
muscles,  and  also  on  the  value  of  early  exercise 
including  ambulation,  if  possible.  It  is  this  treat- 
ment which  has  been  used  at  the  Kew  Gardens 
General  Hospital. 

Presented  at  a meeting  of  the  Scientific  Conference  of  the 
Kew  Gardens  General  Hospital,  May  24,  1951. 


Patients  are  admitted  to  the  hospital  only  after 
they  have  passed  through  the  contagious  disease 
stage  either  at  home  or  in  a contagious  disease 
hospital.  When  the  temperature  is  normal,  the 
contagious  period  is  over,  according  to  the  New 
York  City  Board  of  Health,  which  no  longer  re- 
quires a fixed  quarantine  period. 

Procedure 

The  details  of  the  treatment  are  as  follows: 
The  patient  is  weighed  twice  a week,  since  the  dose 
of  curare  is  dependent  on  his  weight.  The  initial 
dose  is  usually  0.9  units  per  Kg.  body  weight. 
This  is  gradually  increased  to  a maximum  of  1.5 
units.  The  injection  is  given  intramuscularly 
every  eight  hours,  in  the  morning  after  breakfast, 
in  the  late  afternoon  after  supper,  and  about  mid- 
night. Approximately  three  quarters  of  an  hour 
after  the  two  daytime  injections,  the  patient  is 
visited  by  a physical  therapy  technician  who 
stretches  all  the  joints  of  the  body  through  an 
ever-increasing  range.  At  the  same  time  the  pa- 
tient is  urged  to  exercise  in  any  way  he  can  and  is 
gotten  up  to  walk  if  at  all  possible,  even  if  two 
people  are  needed  merely  to  hold  him  upright. 

When  the  orthopedic  examination  reveals  com- 
plete relaxation,  the  curare  is  stopped,  but  the 
stretchings  are  continued.  If  several  days  later 
the  relaxation  has  been  maintained,  the  patient  is 
discharged  from  the  hospital. 

The  length  of  the  hospital  stay  is  dependent  on 
the  length  of  the  interval  between  the  onset  and 
the  beginning  of  treatment,  as  well  as  on  the  ex- 
tent of  involvement.  Since  none  of  the  patients 
could  begin  the  treatment  immediately  after  the 
onset,  the  shortest  stay  was  three  and  the  longest 
nine  weeks. 

Comment 

The  use  of  curare  is,  unfortunately,  bound  up 
in  most  physicians’  minds  with  experiences  in  the 
physiology  laboratory  as  well  as  with  the  arrow 
poisons  of  murder  mysteries.  Nevertheless,  its 
therapeutic  use  is  increasing  by  leaps  and  bounds, 
particularly  in  anesthesia.  Obviously,  as  in  the 
use  of  any  potent  drug,  proper  precautions  must 
be  taken. 

These  precautions  are  dependent  on  an  appre- 
ciation of  its  pharmacologic  effect.  Curare  inter- 
feres with  the  transmission  of  impulses  across  the 
myoneural  junction,  thus  temporarily  causing 
partial  or  complete  paralysis  of  the  skeletal 
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muscles.  The  duration  of  this  effect  is  dependent 
on  the  method  of  administration.  When  given 
intramuscularly,  the  peak  effect  is  produced  one 
half  to  three  quarters  of  an  hour  after  the  injec- 
tion and  then  gradually  subsides  so  that  little  is 
noticeable  after  two  or  three  hours.  Therefore, 
because  of  the  eight-hour  interval  the  patient  has 
part  of  each  period  when  he  is  free  of  any  curare 
effect  and  is  thus  able  to  exercise  more  effectively. 

Inasmuch  as  curare  influences  only  the  myo- 
neural junction  of  skeletal  muscles,  its  ability  to 
do  harm  is  limited  to  producing  temporary  pa- 
ralysis of  the  respiratory  muscles.  Therefore,  no 
injection  of  curare  is  given  unless  a chemical  anti- 
dote, prostigmine,  is  available  in  the  room.  By 
arrangement  with  the  anesthesia  department,  an 
anesthetist  is  on  hand  for  three  quarters  of  an 
hour  after  each  injection,  which  may  not  be  given 
until  he  has  been  notified  and  his  presence  in  the 
hospital  verified.  Furthermore,  by  pulling  back 
on  the  plunger,  the  nurse  who  gives  the  injection 
is  required  to  be  sure  that  the  injection  is  not  into 
a blood  vessel.  Following  the  injection,  the  pa- 
tient is  observed  approximately  in  the  same  man- 
ner as  a recent  postoperative  case.  In  this  way 
the  possible  occurrence  of  a so-called  reaction, 
that  is,  respiratory  embarrassment,  is  watched 
for.  If  this  were  to  occur,  the  patient  would 
immediately  be  given  an  injection  of  prostigmine 
and  the  anesthetist  notified  so  that  positive  pres- 
sure oxygen  could  be  given  if  required.  To  date, 
prostigmine  has  been  needed  only  once,  and  the 
standby  anesthetist’s  job  has  been  a sinecure. 

Following  the  patient’s  discharge  from  the  hos- 
pital, the  stretchings  are  continued  daily  by  the 
physical  therapy  technicians,  aided  by  members 
of  the  family.  As  long  as  there  are  any  demon- 
strable weaknesses,  the  stretching  must  be  con- 
tinued with  the  same  degree  of  vigilance  as  well 
as  vigor.  As  recovery  takes  place,  however,  the 
stretching  may  become  little  more  than  a routine 
habit  which  the  patient  should  consider  in  the 
same  light  as  brushing  the  teeth  twice  daily. 

Besides  the  stretchings,  progressive  resistance 
exercises,  sinusoidal  stimulation,  and  muscle  re- 
education are  all  utilized  to  aid  the  patient  to  re- 
cover normal  muscle  power. 

With  this  treatment  it  is  unnecessary  to  protect 
the  patient  from  the  development  of  deformities 
by  applying  braces  or  plaster  casts.  In  fact,  as 
long  as  the  patient  cooperates  by  continuing  the 
stretchings,  no  deformities  do  develop.  Further- 
more, the  circulatory  changes  frequently  seen  in 
the  lower  extremities  of  polio  patients  do  not  de- 
velop, and  only  minimal  inequalities  in  leg 
length  have  been  observed. 

Case  Reports 

Case  1. — It.  T.,  age  four,  first  seen  on  September  1, 


1949,  had  become  ill  five  days  earlier  with  headache 
and  fever  and  subsequently  developed  a stiff  back 
and  neck,  weakness  of  the  right  knee,  and  difficulty 
in  walking.  On  examination  there  was  marked 
tightness  of  the  back  and  lesser  tightness  of  the  neck 
muscles,  hamstrings,  adductors,  and  heel  cords.  A 
muscle  chart  that  day  showed  very  marked  weak- 
ness of  the  trunk  and  of  the  right  lower  extremity. 
There  was  also  weakness  of  the  muscles  of  the  neck 
and  of  the  left  lower  extremity. 

He  was  admitted  to  the  Kew  Gardens  General 
Hospital  the  following  day,  and  curare  and  stretch- 
ings were  begun  at  once.  After  three  and  one-half  | 
weeks,  he  was  permitted  to  go  home,  although  there  I 
was  still  some  tightness  in  the  right  heel  cord  and  : 
left  erector  spinae  muscles.  Vigorous  daily  stretch- 
ings were  continued  until  the  patient  moved  to 
Washington  four  months  later.  At  that  time  there 
was  still  slight  tightness  of  the  right  heel  cord  and  of 
the  left  erector  spinae  muscles.  Muscle  charts 
done  once  a month  had  shown  gradual  improvement 
in  the  neck  and  trunk  muscles,  minor  weaknesses 
elsewhere  which  also  improved,  and  definite  improve- 
ment in  the  right  lower  extremity.  At  the  time  of 
his  discharge,  no  muscles  were  rated  as  less  than  fair,  j 
and  most  were  good  or  better. 

After  he  moved  away,  his  stretchings  were  not  I 
continued.  He  was  re-examined  in  May,  1951,  after  I 
a year’s  absence  and  had  a drop  foot  with  an  equinus  I 
deformity  on  the  right  side,  an  apparent  V2-inch  1 
shortening  of  that  leg,  and  paralysis  of  the  anterior  j 
tibial  muscle.  His  back  had  become  tight  and 
asymmetric  once  more.  Thus,  the  abandonment  of 
his  stretching  resulted  in  these  sequelae  which  would 
otherwise  have  been  avoided.  Furthermore,  it  ap- 
pears reasonable  to  assume  that  the  equinus  de- 
formity, the  shortening,  and  perhaps  other  deformi- 
ties would  have  developed  sooner  and  been  still 
greater  if  he  had  not  received  his  initial  thorough 
stretching. 

Case  2. — H.  J.,  age  fourteen,  first  seen  at  home  on 
October  1,  1949,  had  become  ill  three  days  earlier 
with  a headache  and  vomiting  and  subsequently  de- 
veloped weakness  and  spasm.  Since  the  patient  still 
had  a fever  and  was,  therefore,  in  the  contagious 
stage,  treatment  was  begun  at  home,  aided  by  the 
fact  that  his  father  is  a physician.  Curare  and 
stretching  were  started  the  next  day.  Three  days 
later  he  was  admitted  to  the  hospital  where  he  re- 
mained for  about  one  month.  He  was  then  taken 
home,  and  for  the  next  few  months  curare  was  con- 
tinued somewhat  intermittently  in  an  attempt  to 
overcome  the  tightness  of  the  heel  cords. 

The  original  muscle  chart  showed  marked  weak- 
ness of  the  muscles  of  the  trunk  and  of  the  lower  ex- 
tremities, as  well  as  weaknesses  in  the  upper  extremi- 
ties. On  examination  in  May,  1951,  he  demon- 
strated normal  power  everywhere  but  in  the  right 
lower  extremity,  which  is  considerably  improved. 
The  heel  cord  tightness  has  persisted. 

Case  3. — P.  G.,  age  eight,  first  seen  on  October  9, 

1950,  had  become  ill  one  month  earlier  with  head- 
ache, pain  in  the  neck,  and  fever.  He  had  been  ad- 
mitted to  a contagious  disease  hospital  where  he  re- 
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mained  for  the  next  two  and  one-half  weeks  and  was 
then  treated  in  their  outpatient  department.  On 
examination  he  showed  some  tightness  of  the  ham- 
strings and  of  the  back,  very  marked  weakness  of  the 
right  upper  extremity  with  numerous  completely 
paralyzed  muscles,  and  lesser  involvement  of  the 
other  extremities,  neck,  and  trunk.  The  patient  was 
unwilling  to  be  rehospitalized  and  was,  therefore, 
treated  by  stretching  without  curare  in  the  office. 
After  the  third  such  stretching  he  had  no  further 
objection  to  hospitalization  and  was  admitted  to  the 
Kew  Gardens  Hospital  on  October  16,  1950.  Cur- 
are and  stretching  were  begun  the  same  day.  Two 
and  one-half  weeks  later  the  curare  was  discontinued, 
and  shortly  thereafter  he  was  discharged.  He  has 
continued  with  daily  stretchings  as  well  as  other 
forms  of  physical  therapy  and  has  been  improving 
steadily. 

Examination  in  September,  1951,  showed  satis- 
factory relaxation.  The  muscle  chart  showed  com- 
plete recovery  of  the  lower  extremities,  some  weak- 
nesses of  the  left  upper  extremity,  and  considerable 
involvement  of  the  right  upper  extremity.  He  still 
has  some  completely  paralyzed  muscles  but  is  con- 
stantly showing  better  function  of  the  right  thumb 
and  hand.  Recently,  he  has  been  helping  his  father 
by  delivering  small  pieces  of  ice. 

The  patient’s  father  has  been  advised  that  the 
zero  muscles  in  his  right  hand  and  forearm  indicate  a 
very  poor  prognosis  owing  to  lack  of  improvement  to 
date.  So  far  he  has  refused  to  consider  surgical 
intervention. 

Case  4- — B.  H.,  age  thirty-one,  was  first  seen  at 
the  Kew  Gardens  General  Hospital  on  October  17, 
1950,  ten  days  after  she  had  developed  fever  and 
pains  in  the  arms,  neck,  and  back.  At  that  time  she 
was  five  months  pregnant.  Examination  showred 
marked  tightness  of  the  neck,  back,  and  hamstrings, 
as  well  as  marked  weakness  of  the  lower  extremities, 
trunk,  and  left  arm,  with  lesser  involvement  of  the 
right  shoulder.  She  was  started  the  following  day 
on  curare  and  stretchings  which  were  continued  for 
seven  weeks.  The  curare  was  then  discontinued 
since  it  was  felt  that  the  tightness  of  the  back  could 
not  be  overcome  with  a large  pregnant  uterus  in  the 
way.  Several  days  later,  when  she  was  discharged, 
she  was  able  to  walk  without  assistance  and  has  con- 
tinued to  progress  steadily  ever  since.  The  stretch- 
ings and  other  physical  therapy  were  interrupted  for 
several  weeks  owing  to  a miscarriage  one  month 
after  her  discharge  from  the  hospital. 

Examination  in  November,  1951,  showrs  progres- 
sive improvement.  She  is  able  to  take  care  of  her 
own  home  and  two  children.  She  has  a minimal 


limp,  which  is  hardly  noticeable  except  on  going  up 
the  stairs  or  dancing.  She  is  well  relaxed.  The 
muscle  chart  shows  normal  power  in  the  neck  and 
trunk  and  minor  weaknesses  in  the  left  upper  and 
both  lower  extremities,  which  are  continuing  to  im- 
prove. 

Case  5. — C.  F.,  age  seventeen,  was  first  seen  on  De- 
cember 18,  1950,  about  three  weeks  after  the  onset  of 
fever  and  marked  weakness,  for  which  he  had  been 
admitted  to  a contagious  disease  hospital.  On  ex- 
amination there  wras  marked  tightness  of  the  shoul- 
ders, neck,  back,  and  lower  extremities  and  a marked 
right  dorsolumbar  scoliosis.  The  patient  could  not 
sit  up,  stand  alone,  or  walk.  He  was  immediately 
started  on  curare  and  stretchings  and  slowly  im- 
proved. The  curare  was  discontinued  after  eight 
weeks,  and  a few  days  later  he  was  allowed  to  go 
home. 

His  prolonged  stay  and  curarization  were  due  to 
the  persistence  of  the  scoliosis  despite  every  effort  to 
stretch  his  back  laterally.  Eventually,  x-ray  films 
demonstrated  the  absence  of  tightness  on  bending 
studies,  and  he  was  discharged.  He  was  then  still 
too  weak  to  come  to  the  office  and,  therefore,  at  first 
had  to  be  stretched  at  home. 

The  patient  has  been  making  steady  progress, 
and  his  gait  and  muscle  power  confirm  the  improve- 
ment. On  examination  in  November,  1951,  the 
right  lumbodorsal  curve  previously  noted  was  obvi- 
ous, but  the  patient  showed  almost  equal  mobility  of 
the  back  to  both  sides.  He  was  able  to  walk  with- 
out any  support,  using  a cane  only  for  long  walks. 
There  is  still  marked  weakness  of  the  muscles  of  both 
lower  extremities,  but  they,  as  well  as  the  trunk 
muscles,  are  improving. 

Summary 

The  orthopedic  treatment  of  acute  and  sub- 
acute poliomyelitis  by  stretching  with  the  aid  of 
curare  has  been  outlined  with  a brief  description 
of  the  technic  of  administration.  Early  ambu- 
lation, although  not  stressed  in  the  paper,  is  an 
important  part  of  the  treatment. 

Several  case  reports  are  presented  to  demon- 
strate that  with  this  method  casts  and  braces  are 
unnecessary.  If  complete  relaxation  can  be  ob- 
tained and  if  it  is  maintained  following  discharge 
from  the  hospital,  deformities  do  not  develop. 
It  is  most  important  for  the  patient  to  appreciate 
the  necessity  of  continuing  the  stretching  for  a 
long  time  after  the  acute  phase  has  ended. 
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A REVIEW  of  the  recent  literature  of  the 
treatment  of  chronic  maxillary  sinusitis  re- 
veals a definite  trend  toward  conservatism.  There 
still  remain,  however,  several  categories  requiring 
surgical  intervention.  Selection  of  such  categories 
is  directly  dependent  upon  whether  or  not  the 
mucous  membrane  lining  has  degenerated  beyond 
spontaneous  repair  with  conservative  treatment. 
In  other  words,  the  pathologic  process  of  the 
mucous  membrane  can  be  termed  reversible  or  ir- 
reversible. Surgical  intervention  is  indicated  in  a 
large  number  of  the  irreversible  types  of  pathologic 
change.  There  are  other  indications  which  re- 
quire surgery  as  well.  We  can,  therefore,  group 
such  entities  as  follows : (1)  marked  mucous  mem- 
brane thickening  with  polypoid  degeneration,  (2) 
large  polyps  and  dentigerous  cysts,  (3)  foreign 
bodies,  and  (4)  to  provide  a route  for  the  correc- 
tion of  malar  and  orbital  fractures. 

Anatomy 

The  maxillary  sinus  is  the  largest  of  the  parana- 
sal sinuses  and  is  pyramidal  in  shape.  It  lies 
within  the  maxillary  bone.  The  roof  is  formed  by 
the  floor  of  the  orbit,  its  floor  the  alveolar  process, 
its  medial  wall  the  lateral  wall  of  the  nasal  cavity, 
its  anterior  wall  by  the  facial  surfaces  of  the 
maxilla,  and  its  apex  extending  into  the  zygoma- 
tic process.  The  size  of  the  air  cavity  or  sinus  is 
dependent  upon  the  amount  of  reabsorption  of 
bone  which  occurs  early  in  life.  At  birth  the 
maxillary  sinus  is  about  the  size  of  a small  bean 
and  assumes  its  full  size  after  the  eruption  of  the 
permanent  teeth.  In  the  adult  male,  the  capacity 
or  cubic  contact  is  about  16  cc.  and  in  the  adult 
female  about  10  cc. 

Rhinologically,  the  most  important  wall  is  the 
mesial  or  nasal  wall  because  it  is  the  thinnest 
lamina  of  bone  and  a direct  communication  with 
the  nasal  chamber  by  a small  opening  or  ostium 
in  the  middle  meatus  between  the  inferior  and 
middle  turbinates.  This  opening  or  ostium  con- 
nects the  superior  portion  of  the  sinus  with  the 
middle  section  of  the  middle  meatus  of  the  nasal 
cavity.  Accessory  ostia  are  invariably  present, 
usually  lower  than  the  main  ostia.  The  upper 
teeth  most  frequently  in  direct  relationship  to  the 
sinus  are  the  three  molars  and  the  second  pre- 
molar. 

The  structure  of  the  lining  mucosa  of  the  an- 
trum presents  no  real  distinguishing  features. 
The  epithelium  is  respiratory  in  nature,  possessing 
a more  clear-cut  basal  cell  layer.  The  pseudo- 
stratified  ciliated  columnar  epithelium  is  defi- 


nitely more  uniformly  arranged  and  is  most 
highly  developed  in  the  region  surrounding  the 
ostium.  As  the  mucosa  spreads  to  the  periphery 
of  the  sinus,  it  becomes  rudimentary  in  type.  The 
stroma  is  very  thin  and  loose  and,  except  in  the 
region  of  the  ostia,  contains  few  glands.  In  con- 
trast to  the  epithelium  lining  of  the  nasal  cavity, 
the  sinus  lining  contains  many  goblet  cells. 

The  size  and  shape  of  the  maxillary  sinus,  and 
particularly  the  fact  that  the  ostium  is  in  the  up- 
per portion  of  the  sinus,  are  apt  to  lead  to  reten- 
tion in  the  presence  of  infection.  Again,  we  find 
only  in  the  region  of  the  ostium  the  ciliated  hair 
cells  which  sweep  out  accumulated  secretions. 
Yet  this  membrane  can  tolerate  innumerable  in- 
sults and  return  to  normal  function  if  protected 
by  appropriate  treatment.  It  is  only  when  this 
process  can  no  longer  function  that  pathologic  ' 
changes  occur  (over  a period  of  years)  that  re- 
quire surgical  intervention. 

We  have  been  concerned  with  the  marked  soft  I 
tissue  reaction  that  invariably  follows  a standard  I 
Caldwell-Luc  procedure.  It  occurred  to  us  that  if 
methods  could  be  devised  to  eliminate,  insofar 
as  possible,  any  direct  or  indirect  trauma,  the 
postoperative  reaction  could  be  minimized  to  the 
adjacent  soft  tissue.  With  this  in  mind  we  have 
evolved  the  following  operative  technic  which  in 
our  hands  has  had  little  or  no  postoperative  tissue 
reaction. 

Description  of  the  Operative  Technic 

* Local  is  the  anesthesia  of  choice  for  adults. 
The  skin  of  the  face  and  buccal  cavity  is  carefully 
sterilized  in  the  usual  fashion.  The  mucous  mem- 
brane of  the  nose  and  adjacent  gum  edge  and 
mucobuccal  fold,  extending  from  the  lateral  in- 
cisor to  the  first  molar,  is  anesthetized  with  a 
tampon  of  cotton  moistened  with  10  per  cent 
cocaine.  The  same  area  is  then  infiltrated  with  a 
2 per  cent  solution  of  procaine  hydrochloride 
(novocaine)  containing  epinephrine  hydrochlo- 
ride, 6 drops  to  the  ounce. 

The  mucobuccal  fold  is  then  incised  in  a 
straight-line,  y2  inch  above  the  gum  edge 
margin  down  to  the  bone,  and  carried  back  for  a 
distance  of  about  lx/4  inches.  The  upper  flap  of 
soft  tissue  including  the  periosteum  is  then  care- 
fully elevated  using  a curved  Kelly  clamp  with  the 
tip  covered  by  a piece  of  gauze.  This  blunt  dis- 
section is  purposely  not  carried  as  far  up  as  the 
infraorbital  foramen  in  order  to  prevent  any  pos- 
sible injury  to  this  nerve. 

The  anterior  wall  of  the  canine  fossa  is  thus  ex- 
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Fig.  1.  Lipiodol  study  of  left  antrum  showing 
marked  polypoid  degeneration. 


posed,  and  it  is  in  this  area  that  a small  circular 
opening  is  created  by  using  a gouge  and  carefully 
tapping  out  a small  button  of  bone.  This  opening 
is  gradually  enlarged  by  using  a pair  of  rongeur 
forceps. 

The  lining  membrane  of  the  sinus  is  thus  ex- 
posed. The  membrane  is  then  carefully  separated 
from  the  underlying  bone  by  means  of  a small, 
flat-surfaced  elevator.  At  this  juncture  addi- 
tional cocainization  of  the  membrane  may  be 
done  placing  a tampon  of  cocaine  directly  in  a 
sinus  cavity.  We  have  found  that  the  area  sur- 
rounding the  ostia  is  the  most  sensitive  to  manip- 
ulation because  of  richer  nerve  and  blood  sup- 
ply- 

It  was  found  by  previous  experimentation  that 
the  walls,  roof,  and  floor  of  the  maxillary  sinus 
were  comparatively  insensitive  with  the  exception 
of  the  region  adjacent  to  the  ostium  in  the  lateral 
nasal  wall.1  The  diseased  mucous  membrane  and 
polyps  can  thus  be  exenterated  with  little  pain  or 
discomfort  to  the  patient  without  additional  anes- 
thesia. 

All  the  pathologic  tissue  is  then  carefully  re- 
moved, and  where  normal  membrane  is  found,  it 
is  left  in  situ.  As  in  cases  where  there  is  a single 
large  polyp  originating  from  one  surface  of  the 
sinus  or  in  the  removal  of  foreign  bodies  or  dentig- 
erous cysts,  the  remaining  mucous  membrane  is 
left  alone  (Figs.  1,  2,  and  3).  The  removal  of  any 
of  the  membrane  from  the  superior  surface  or  the 


Fig  2.  Lateral  view  of  left  antrum  with  polypoid 
degeneration 


Fig.  3.  Large  dentigerous  cyst  of  right  antrum. 


orbital  floor  is  done  with  the  greatest  care  be- 
cause of  the  occasional  dehiscence  of  this  bone 
surface. 

Following  a thorough  cleansing  of  the  sinus 
cavity,  it  is  then  carefully  inspected  for  any  re- 
maining gross  pathologic  tissue.  The  next  step 
is  the  creation  of  a permanent  window  in  the 
nasal  wall,  that  is,  in  the  mesial  wall  of  the  sinus 
itself  beneath  the  inferior  turbinate. 
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Fig.  4.  Left  Caldwell-Luc  twenty-four  hours  post- 
operatively  (see  Figs.  1 and  2). 


A Coackley  trocar  is  passed  directly  through 
the  medial  wall  on  the  floor  of  the  nose  beneath 
the  anterior  third  of  the  inferior  turbinate  di- 
rectly into  the  maxillary  sinus.  While  this  in  is 
place,  a small  opening  can  be  easily  made  around 
it  with  a curet  and  then  gradually  enlarged  by 
means  of  a rongeur  forceps.  When  a sufficient 
amount  of  the  bone  has  been  removed  to  create  a 
fairly  large  window,  the  adjacent  mucous  mem- 
brane is  then  incised  and  laid  back  over  the  edge 
of  this  newly  formed  opening.  A flap  thus  created 
extends  downward  into  the  mesial  wall  of  the 
sinus.  The  operative  surface  of  the  sinus  is  then 
carefully  flushed  out  with  hydrogen  peroxide,  and 
an  antibiotic  is  instilled.  We  have  found  that 
little  or  no  bleeding  occurs  throughout  this  pro- 
cedure. When  such  bleeding  does  occur,  it  is 
easily  controlled  by  pressure  tampons  which  have 
been  saturated  with  adrenaline  chloride  (1 : 1,000) 
solution.  We  have  found  that  the  use  of  vaseline 
packing  is  not  indicated  and  have  discontinued 
packing  the  sinus  cavity  postoperatively.  The 
original  incision  is  then  carefully  coaptated  by 
the  use  of  three  or  four  interrupted  black  silk 
sutures. 

The  patient  is  returned  to  his  room  with  in- 
structions to  keep  cold  compresses  over  the 
cheek  of  the  operative  area.  If  this  is  carried  out 
carefully  for  the  first  forty-eight  hours,  there  will 
be  little  resultant  edema,  ecchymosis,  or  discom- 
fort (Figs.  4 and  5). 


Fig.  5.  Right  Caldwell-Luc  twenty-four  hours 
postoperatively  (see  Fig.  3). 


This  type  of  procedure  was  carried  out  on  24 
consecutive  cases,  and  in  the  24  cases  the  amount 
of  soft  tissue  reaction  was  practically  nil.  The 
average  hospital  stay  was  forty-eight  hours.  In 
all,  the  remainder  of  the  postoperative  course  was 
uneventful.  The  youngest  patient  was  eighteen 
years  and  the  oldest  fifty-two  years. 

Comment 

The  careful  blunt  dissection  of  the  periosteum, 
leaving  a ring  of  tightly  adherent  periosteum 
which  surrounds  the  operative  area,  prevents  the 
infiltration  of  blood  and  serum  into  the  adjacent 
soft  tissue.  The  careful  preservation  of  the 
periosteal  layer  tends  to  promote  rapid  healing. 
These  are  the  chief  factors  underlying  the  preven- 
tion of  marked  soft  tissue  reaction  following  a 
routine  Caldwell-Luc. 

Summary 

A Caldwell-Luc  procedure  has  been  presented 
with  a minimum  amount  of  tissue  reaction  which 
we  believe  is  obtained  because  of  the  following 
factors: 

1.  Gentle  traction  of  the  tissues  involved. 

2.  Blunt  separation  of  the  soft  tissue  and 
periosteum  only  as  far  as  it  is  necessary  to  obtain 
adequate  exposure. 

3.  Omission  of  packing  following  the  opera- 
tive procedure. 

4.  Continuous  application  of  cold  compresses 
to  the  soft  tissues  overlying  the  operative  area 
for  a period  of  forty  eight  hours. 

630  Park  Avenue 

Reference 

1.  McAuliffe,  G.  W.,  Goodell,  H.,  and  Wolff,  H.:  A.  Re- 
search Nerv.  & Ment.  Dis.,  Proc.  23:  185  (1943). 
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OUABAIN  IN  PAROXYSMAL  TACHYCARDIA 

A Note  on  Its  Toxicity  with  Electrocardiographic  Studies 
Jacob  J.  Silverman,  M.D.,  F.A.C.P.,  Staten  Island,  New  York 
( From  the  Medical  Service,  Staten  Island  Hospital ) 


PAROXYSMAL  tachycardia  is  a relatively 
frequent  occurrence  in  cardiac  practice. 
Many  arrhythmias  are  transient  in  nature  and 
subside  spontaneously.  Nevertheless,  failure  to 
recognize  promptly  and  treat  adequately  a par- 
oxysmal  tachycardia  can  be  serious  and  may  lead 
to  congestive  heart  failure  and  even  death.1,2 
It  is  important,  therefore,  to  be  alerted  to  the 
various  methods  of  therapy  available  so  that 
these  tachycardias  can  be  effectively  treated. 
In  a supraventricular  type  of  tachycardia  where 
speed  of  action  is  essential,  simple  technics,  such 
as  carotid  or  ocular  pressure,  performance  of  the 
Valsalva  experiment,  or  induction  of  vomiting, 
are  often  sufficient  to  abolish  an  attack.  Of  the 
many  quick-acting  drugs  proposed,  Mecholyl, 
a cholinergic  agent,  is  extremely  rapid  in  its 
action  and  by  virtue  of  its  speed  may  be  life- 
saving. 

The  patient  to  be  reported  presented  a problem 
of  paroxysmal  tachycardia  which  failed  to  re- 
spond to  ordinary  measures.  He  was  admitted 
to  the  hospital  suffering  from  a supraventricular 
tachycardia  of  250  per  minute.  His  condition 
suddenly  became  critical  because  of  the  develop- 
ment of  congestive  failure  and  coronary  insuffi- 
ciency. Carotid  and  ocular  pressure  and  at- 
tempts to  produce  vomiting  were  tried  but  were 
ineffective.  The  Mueller  and  Valsalva  experi- 
ments were  also  unsuccessful.  The  patient  was 
unable  to  take  any  medication  by  mouth. 
Mecholyl  was  on  hand,  but  because  the  patient 
gave  a history  of  allergic  bronchial  disease  the 
use  of  this  drug  was  abandoned.  Parenteral 
quinidine  was  not  available.  Because  of  the 
urgency  and  rapid  decline  of  the  patient,  a quick- 
acting digitalis-like  preparation  was  considered 
the  drug  of  choice.  Therefore,  it  was  decided 
to  use'  ouabain,  a drug  well  established  for  its 
rapid  action.  Within  seven  minutes  following  the 
use  of  this  drug  the  patient  made  a dramatic  re- 
sponse. Toxic  manifestations  were  encountered. 
Continuous  electrocardiographic  studies  were 
taken  before,  during,  and  after  the  injection  of 
ouabain.  The  following  case  demonstrates  in 
a striking,  graphic  manner  the  value  as  well  as 
the  danger  of  ouabain  in  paroxysmal  tachy- 
cardia. 

Case  Report 

The  patient  was  a thirty-six-year-old,  single,  white 


Fig.  1.  Electrocardiogram  taken  on  day  of  ad- 
mission before  medication.  ( Retouched  photograph ; 
small  white  dots  represent  R of  QRS  complex.) 


male  who  entered  the  Staten  Island  Hospital  on 
March  3,  1951,  complaining  of  shortness  of  breath, 
precordial  pain,  and  weakness  of  two  hours  duration. 
He  was  referred  to  the  hospital  by  his  family  physi- 
cian, who  saw  the  patient  in  his  private  office  one 
hour  after  the  onset  of  the  attack.  The  patient  was 
first  told  he  had  a “heart  condition”  during  a medical 
examination  approximately  ten  years  prior  to  ad- 
mission. He  was  a truck  driver  and  lost  no  time 
from  his  work.  Rheumatic  fever  or  any  of  the 
allied  illnesses  was  denied.  There  was  a history  of 
bronchial  asthma  since  early  youth.  He  was  a heavy 
smoker,  averaging  two  packages  of  cigarets  a day, 
and  drank  alcoholic  beverages  periodically.  On  the 
day  prior  to  admission  to  the  hospital  he  was  on  an 
alcoholic  spree,  indulging  in  excessive  beer  drinking. 
On  admission  to  the  hospital  the  patient  was  appre- 
hensive and  orthopneic.  His  nutrition  and  develop- 
ment were  good.  There  was  slight  cyanosis  of  the 
fingernail  beds.  The  blood  pressure  measured 
90/60.  The  pulse  rate  was  difficult  to  count,  but  it 
was  estimated  to  be  over  200  per  minute.  The 
ventricular  heart  rate  was  250  per  minute . The  heart 
sounds  were  regular  and  of  good  quality.  There 
was  a rough  apical  systolic  murmur  of  grade  IV 
intensity.  The  outlines  of  the  heart  by  percussion 
seemed  slightly  enlarged  to  the  right  and  left. 
There  were  many  moist  rales  heard  over  both  lung 
bases.  The  liver  edge  was  palpable  two  finger- 
breadths  below  the  right  costal  line.  There  was  no 
peripheral  edema. 

An  electrocardiogram  was  taken  shortly  after 
admission,  and  the  diagnosis  of  a supraventricular 
tachycardia  was  established  with  certainty  (Fig. 
1).  Pressure  on  the  carotid  sinus,  as  well  as  over 
both  eyeballs,  was  attempted  on  several  occasions 
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Fig.  2.  Electrocardiogram  taken  after  injection 
of  ouabain  (lead  II):  (A)  one  minute  after  injection, 
rate  250  per  minute;  (B)  four  minutes  later,  rate 
230  per  minute;  (C)  just  prior  to  heart  block,  rate 
215  per  minute  (see  Fig.  3).  (Retouched  photo- 
graph; small  white  dots  represent  Ii  of  QRS  com- 
plex.) 


by  different  examiners.  The  tachycardia  continued 
unchanged.  The  patient  was  next  encouraged  to 
vomit  and  again  without  success.  He  appeared 
discouraged  and  depressed.  He  was  placed  in  an 
oxygen  tent.  Deterioration,  however,  soon  set  in, 
and  signs  of  congestive  circulatory  failure  increased. 
The  precordial  pain  was  now  intense  and  the  orth- 
opnea marked.  The  pulse  was  barely  perceptible; 
the  blood  pressure  was  not  obtainable.  It  was  at 
this  point  that  ouabain  was  selected  as  the  drug  of 
choice.  Accordingly,  0.5  mg.  of  ouabain  was  dis- 
solved in  10  cc.  of  normal  saline  solution  and  ad- 
ministered slowly  by  the  intravenous  route.  Electro- 
cardiograms were  taken  during  this  procedure  by 
one  physician  while  another  physician  listened  over 
the  apical  area  of  the  heart  (Figs.  2 and  3).  In  ex- 
actly seven  minutes  following  the  administration  of 
ouabain,  the  patient  suddenly  took  a deep  gasp, 
rolled  up  his  eyes  and  went  into  a choreiform  con- 
vulsion. The  physician  listening  to  the  heart  at 


this  time  described  the  transition  as  a “locomotive 
suddenly  crashing.”  The  heart  sounds  became  in- 
audible for  a period  of  ten  seconds.  The  electro- 
cardiogram taken  during  the  period  of  absent  heart 
sounds,  however,  demonstrated  bizarre  fluctuations 
(Fig.  3).  The  patient  gradually  regained  conscious- 
ness, and  in  a short  while  he  was  free  of  dyspnea 
and  precordial  pain.  The  pulse  rate  was  now  80 
per  minute,  but  the  rhythm  was  irregular  because 
of  ventricular  premature  systoles.  Oxygen  was 
discontinued,  and  morphine  sulfate  was  prescribed 
for  sedation.  To  insure  more  permanent  digitalis 
effect,  oral  whole  leaf  digitalis  was  started.  An 
electrocardiogram  two  days  later  demonstrated  a 
normal  sinus  rhythm  with  a pattern  of  digitalis 
effects  (Fig.  4).  The  patient  was  discharged  from 
the  hospital  ambulatory  and  free  of  complaints  on 
March  17,  1951. 

Comment 

Paroxysmal  tachycardia  at  times  can  present 
a serious  problem  in  management.  The  endless 
list  of  drugs  and  methods  proposed  for  the  treat- 
ment and  prevention  of  these  attacks  amply 
testifies  to  the  fact  that  therapeutic  success  is 
not  certain  writh  any  one  technic,  and  occasion- 
ally a combination  of  methods  must  be  used. 
In  one  patient  the  simple  maneuver  of  holding 
his  breath  may  be  sufficient  to  abolish  an  attack, 
whereas  in  another  patient  carotid  sinus  pres- 
sure, induction  of  vomiting,  and  a host  of  vagal 
stimulating  drugs  may  be  totally  ineffective. 
It  is  not  the  purpose  of  this  paper  to  discuss  the 
virtues  and  contraindications  of  the  many  drugs 
and  methods  used  in  the  treatment  of  paroxys- 
mal tachycardia  but  to  emphasize  what  has  long 
been  known  and  well  established,  namely, 
paroxysmal  tachycardia  will  often  respond  to 
digitalis,  and  where  speed  of  action  is  essential 
a strophanthin  preparation  may  be  the  drug 
of  choice.  The  strophan thins  have  enjoyed  a 
wider  popularity  in  Europe  than  in  this  country. 
Following  the  introduction  of  strophanthin  in 
1906  by  Frankel,  the  drug  fell  into  disrepute 
because  of  the  number  of  fatalities  attributed 
to  its  use.3  As  the  digitalis  glycosides  have  re- 
cently become  available  in  crystalline  form,  the 
attractiveness  of  the  strophanthin  preparations 
further  declined.  Nevertheless,  it  should  be 
pointed  out  that  no  digitalis  preparations  equal 
the  speed  of  action  of  ouabain  (g-strophanthin) 
with  the  exception  of  acetyl  strophanthidin.4'5 
Ouabain  has  been  referred  to  as  an  excommuni- 
cated drug.  In  our  patient  it  proved  lifesaving. 
The  action  of  strophanthin  on  the  heart  is  similar 
to  digitalis.  Unfortunately’,  the  therapeutic 
dose  of  the  strophanthins  is  close  to  the  toxic 
dose,  and  for  this  reason  strophanthin  therapy’ 
requires  more  careful  observation  and  expe- 
rience. Strophanthin  is  not  administered  to  a 
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Fig.  3.  Continuous  tracing  (lead  II)  demonstrating  the  abrupt  transition  ol'  the  tachycardia.  Note 
heart  block  with  run  of  idioventricular  beats.  The  period  of  unconsciousness  and  absent  heart  sounds  is 
indicated.  (Retouched  photograph;  small  white  dots  represent  R of  QRS  complex.) 


patient  who  has  been  on  a full  dose  of  digitalis. 
It  is  only  in  emergencies  that  strophanthin 
therapy  is  superior  to  digitalis. 

The  use  of  digitalis,  as  well  as  the  strophan- 
thins,  for  cardiac  arrhythmias  has  been  over- 
shadowed by  quinidine.  In  a general  way,  when 
confronted  with  a tachycardia  of  unknown  origin, 
quinidine  is  considered  the  drug  of  choice.6 
It  should  be  pointed  out,  however,  that  occasional 
patients  are  sensitive  to  quinidine,  and  in  a few 
instances  dangerous  reactions  have  occurred 
following  the  administration  of  quinidine,  par- 
ticularly after  parenteral  medication.  In  ex- 
treme cardiac  arrhythmias  parenteral  medica- 
tion may  be  necessary.  Of  the  various  digitalis 
preparations  Lanatoside  C has  proved  eminently 
satisfactory  for  parental  use  because  of  its  rapid 
action  and  fairly  rapid  elimination.7  However, 
Lanatoside  C does  not  quite  reach  its  peak  of 
action  as  quickly  as  ouabain,  and  for  this  reason 
ouabain  has  a distinct  advantage.  In  a study 
of  33  patients  with  rapid  cardiac  arrhythmias 
varying  from  140  to  210,  an  optimum  immediate 
effect  was  produced  with  intravenous  ouabain 
in  over  80  per  cent  of  the  cases.8  In  this  same 
study  ouabain  in  a single  dose  of  0.5  mg.  was 
used,  and  the  only  abnormal  electrocardiographic 
changes  observed  within  twenty-four  hours  which 
could  be  attributed  to  the  toxic  effects  of  ouabain 
were  an  inversion  of  the  T wave  in  lead  I in  one 
case  and  coupled  ventricular  extrasystoles  in 
two  cases. 

The  toxic  effects  of  the  strophanthins  are 
generally  similar  to  those  of  digitalis.  Cardiac 
arrhythmias  are  a prominent  feature  of  stro- 
phanthin intoxication.  According  to  Parade, 
death  in  patients  following  strophanthin  therapy 
is  always  due  to  ventricular  fibrillation.9  Kisch 
was  able  to  demonstrate  in  animal  experiments 
not  only  ventricular  tachycardia  and  ventricular 


Fig.  4.  Electrocardiogram  taken  two  days  later 
after  patient  received  ouabain  and  oral  digitalis. 
(Retouched  photograph;  small  white  dots  repre- 
sent R of  QRS  complex.) 


fibrillation  but  also  irreversible  heart  block.10 
The  appearance  of  an  arrhythmia  during  stro- 
phanthin therapy  is  a danger  signal.  The  idio- 
ventricular rhythm,  coupling,  and  polymor- 
phism of  abnormal  and  normal  beats  which  were 
encountered  in  our  patient  may  well  have  been 
the  beginning  of  a prefibrillatory  state  since  these 
arrhythmias  are  sometimes  encountered  in 
severe  digitalis  poisoning.11  In  retrospect,  the 
technic  of  ouabain  administration  advocated  by 
Levine  and  Cunningham  would  have  been  safer 
and  perhaps  as  effective.12  In  this  technic  oua- 
bain is  injected  in  smaller  doses  and  repeated  at 
short  intervals. 

The  termination  of  the  tachycardia  in  our 
patient  was  characterized  by  a heart  block  with 
a run  of  idioventricular  beats  of  multiple  foci 
(Fig.  3).  Without  the  aid  of  the  electrocar- 
diogram the  examiner  listening  to  the  heart  at 
this  period  erroneously  interpreted  the  transition 
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state  as  one  of  complete  heart  block  with  cardiac 
standstill,  such  as  has  been  described  in  classic 
Stokes-Adams  syndrome.  Actually  no  pulse  was 
felt,  and  the  heart  sounds  were  inaudible.  The 
patient  developed  a convulsion.  During  this 
period,  the  ventricles,  although  mechanically 
inept,  were  electrically  active.  It  has  now  been 
demonstrated  that  without  the  electrocardiogram 
it  is  practically  impossible  to  determine  the  type 
of  arrhythmia  in  Stokes-Adams  syndrome  since 
runs  of  weak  ventricular  beats  cannot  be  detected 
clinically.13 

The  progressive  slowing  of  the  tachycardia 
that  was  observed  following  the  administration 
of  ouabain  is  interesting  (Fig.  2).  At  the  be- 
ginning of  the  study  the  rate  was  250  per  minute; 
four  minutes  later,  after  the  ouabain  injection, 
the  rate  dropped  to  230  per  minute,  and  for  a 
few  minutes  before  the  abrupt  termination  of  the 
tachycardia  the  rate  fell  to  215  per  minute.  It  is 
not  possible  to  state  with  certainty  the  focus 
of  the  supraventricular  tachycardia  in  our  patient. 
Auricular  complexes  were  not  defined  in  the 
various  tracings  of  the  tachycardia.  However, 
unless  special  leads  are  taken,  such  as  esophageal, 
the  auricular  complexes  can  easily  be  missed. 

It  has  been  held  that  the  constancy  of  the 
heart  rate  in  paroxysmal  auricular  tachycardia 
is  a striking  diagnostic  feature.  According  to 
Levine,  the  regularity  during  an  attack  is  so 
precise  that  “on  careful  measurement  contiguous 
heart  cycles  will  not  differ  in  length  by  more  than 
Vioo  second.  The  rhjThm  is  not  only  regular 
but  seems  to  be  constant  and  fixed  at  the  same 
level  for  long  periods  at  a time.  If  an  attack 
were  to  continue  for  some  hours,  the  heart  rate 
might  be  found  to  be  196  at  one  time,  and  ten 
minutes  later  it  would  still  be  196.  It  is  also 
impossible  to  disturb  this  rate  of  a normally 
beating  heart.  This  constancy  of  rate  is  an 
important  distinguishing  characteristic  which 
enables  one  to  recognize  the  condition  at  the 
bedside.”14 

Barker,  Johnston, and  Wilson, on  theother  hand, 
have  observed  varying  cycle  lengths  in  patients 
with  paroxysmal  auricular  tachycardia.15  Ac- 
cording to  Barker,  Johnston,  and  Wilson  in  a 
close  inspection  of  the  electrocardiograms  in 
100  unselected  cases  of  auricular  paroxysmal 
tachycardia  there  were  ten  cases  characterized 
by  alternation  in  the  lengths  of  the  cycle.  These 
observations  led  them  to  believe  that  auricular 
paroxysmal  tachycardia  is  caused  by  a circus 
rhythm  involving  one  of  the  specialized  auricular 
nodes.  However,  in  the  light  of  more  recent 
studies  the  variations  in  rate,  such  as  was  dem-  • 
onstrated  in  our  patient  and  characterized  by 


progressive  slowing  without  alternation,  can  also 
be  explained  by  the  direct  action  of  the  drug  on 
the  center  of  stimulus  formation  (Fig.  3).16-'7 
It  is  not  necessary  to  assume  that  the  course  of 
the  circus  wave  is  altered  in  any  manner.  In 
addition  to  its  other  actions,  strophanthin  has  a 
retarding  effect  on  stimulus  production.10-18 
In  experimental  animals  it  has  been  shown  that 
strophanthin  slows  the  cardiac  rate  by  retarding 
the  stimulus  production  in  the  sinus  node.  This 
results  either  from  the  direct  action  of  the  drug 
on  specialized  portions  of  the  heart  or  reflexlv 
through  increase  in  vagal  tone. 


Summary 

1.  An  electrocardiographic  study  in  a patient 
with  a refractory  type  of  paroxysmal  tachy- 
cardia treated  with  ouabain  is  presented. 

2.  A parenteral  injection  of  0.5  mg.  of  ouabain 
was  effective  in  abolishing  the  tachycardia,  but 
serious  toxic  reactions  were  encountered. 

3.  There  was  a progressive  slowing  of  the 
tachycardia  from  250  to  215  per  minute,  followed 
by  complete  heart  block  with  the  Stokes-Adams 
syndrome. 

4.  Ouabain  is  extremely  rapid  in  its  action, 
but  because  of  its  toxicity  it  is  not  the  drug  of 
choice  in  supraventricular  tachycardia. 
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RHEUMATOID  SPONDYLITIS  TREATED  WITH  CORTISONE 


Heredity  and  Effect  on  Pregnancy 

Harry  G.  Kupperman,  M.D.,  and  Harry  Bartfeld,  M.D.,  New  York  City 


THIS  paper  deals  with  the  familial  incidence 
and  the  significance  of  the  endocrine  back- 
ground in  rheumatoid  spondylitis,  also  known  as 
ankylosing  spondylitis  or  Marie-Strumpell’s 
arthritis.  Two  cases  occurring  in  a brother  and 
sister  are  reported,  the  latter  having  had  a normal 
pregnancy  during  the  course  of  the  disease. 
The  effect  of  cortisone  on  the  disease  and  labora- 
tory studies  will  be  described.* 

Many  authors  have  reported  on  the  familial 
incidence  of  this  disease;  Stecher  and  Hauser 
and  Tegner  and  Lloyd  have  reviewed  it.1’2 
There  is  no  unequivocal  evidence  that  this  disease 
is  hereditary,  although  it  has  been  reported  that 
the  hereditary  factor  in  Marie-Striimpell’s 
arthritis  is  11  to  13  per  cent  and  in  rheumatoid 
arthritis  it  is  5 per  cent.3  However,  some  of  the 
cases  reported  show  a striking  familial  incidence, 
for  example,  the  presence  of  the  disease  in  a 
mother  and  four  children  and  its  appearance 
at  the  same  time  in  identical  twins  that  lived 
in  different  countries.4  It  has  been  suggested 
by  Stecher,  Dawson,  and  others  that  there  is  no 
real  hereditary  factor  but  that  the  familial 
incidence,  when  it  occurs,  is  due  to  similar  con- 
stitutional factors  in  these  families — a so-called 
arthritic  diathesis,  not  necessarily  an  inheritance 
of  the  disease  itself.5 

The  endocrine  background  of  this  disease 
is  not  clear,  but  some  clinical  and  laboratory 
observations  show  its  importance.  The  sex 
incidence  of  this  disease  is  significant.  It  occurs 
more  frequently  in  men  than  in  women  in  the 
ratio  of  four  to  one.5  Other  reports  claim  it  to 
be  as  high  as  ten  to  one.6  In  the  past  estrogens 
were  given  to  males  having  this  disease  without 
any  effect  on  its  course.  It  has,  however,  been 
reported  that  the  urinary  17-ketosteroids  were 
increased  in  patients  having  this  disease,7  and 
here  may  be  a clue  to  the  reason  for  the  variation 
in  sex  incidence  in  male  and  female  in  rheuma- 
toid arthritis  and  Marie-Strumpell’s  disease. 
In  each  of  these  diseases  the  male  and  female 
hormones  are  not  as  important  as  the  probable 
status  of  the  adrenal  gland,  although  the  gonadal 
and  pituitary  activity  may  temper  the  disease 
pattern.  Lastly,  roentgen  therapy  to  the  spine 
is  beneficial  in  Marie-Striimpell  arthritis  and 
seems  to  provide  a stimulus  for  increased  urinary 
17-ketosteroid  excretion  followed  by  a relative 
decrease.8  The  significance  of  the  latter  has 
not  been  determined.  On  the  other  hand,  the 

* Funds  furnished  by  the  Arthritis  and  Rheumatism 
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beneficial  effect  of  roentgen  therapy  may  be 
due  to  the  alarm  reaction  caused  by  x-rays.9 

It  has  been  reported  that  pregnancy  cannot 
occur  in  a female  having  Marie-StrumpeU’s 
disease,  not  merely  that  delivery  is  difficult 
but  that  the  disease  itself  causes  infertility.10 
This  may  be  due  to  the  limited  number  of  cases 
seen,  or  perhaps  the  women  observed  may  have 
been  infertile  for  other  reasons.  Perhaps  these 
cases  were  not  recognized  or  had  been  given 
x-ray  therapy  and  the  ovaries  not  protected. 
However,  in  the  case  being  presented  it  is  ob- 
vious that  the  pituitary-gonadal  axis  was  normal, 
since  both  pregnancy  and  normal  delivery  oc- 
curred. In  a report  of  three  cases  of  Marie- 
Strumpell’s  disease  having  normal  pregnancy  it 
was  noticed  that  two  of  the  three  were  normal 
deliveries,  and  retrogression  of  the  disease  oc- 
curred in  one  case.10 

Case  Reports 

Case  1. — Beginning  at  the  age  of  twenty-seven 
years,  in  1938,  following  a fall,  M.  R.,  a male,  de- 
veloped progressive  rigidity  of  the  back  in  an  atti- 
tude of  flexion  over  a period  of  two  years.  At  the 
age  of  twenty-nine  examination  revealed  dorsal  and 
cervical  kyphosis  and  loss  of  the  lumbar  curve. 
There  was  also  noted  tenderness  of  the  spine,  right 
hip,  and  buttock  following  a sciatic  distribution. 

X-ray  showed  typical  changes  of  Marie-Striim- 
pell’s  arthritis  with  bilateral  fusion  of  the  sacroiliac- 
joints  and  a bamboo  spine. 

He  was  treated  at  the  Hospital  for  Joint  Diseases 
with  casts  and  gold  injections  without  effect.  Five 
years  later  at  the  age  of  thirty-four,  he  was  admitted 
to  Montefiore  Hospital.  Examination  at  that  time 
showed  that  trunk  motion  was  limited  to  30  degrees. 
He  did  not  respond  to  a course  of  x-ray  therapy. 
While  in  the  hospital,  the  patient  died  suddenly, 
cause  undetermined. 

Case  2. — G.  S.,  female,  was  the  married  sister  of 
the  above  patient.  As  a WAC,  at  the  age  of  thirty- 
one  years,  she  noted  pain  and  stiffness  of  the  cervical 
spine  radiating  to  the  left  shoulder.  This  was  re- 
lieved by  physiotherapy.  Slight  residual  stiffness 
of  the  neck  remained.  Two  years  later  similar 
symptoms  returned  with  resulting  pain  and  con- 
siderable limitation  of  the  left  shoulder.  Her  gen- 
eral condition  became  worse,  and  she  lost  20  pounds. 
She  was  referred  to  one  of  us  (H.  K.)  for  regional 
nerve  block  of  a left  painful  frozen  shoulder.  The 
previous  history  was  negative  except  that  the  patient 
remembered  that  at  the  beginning  of  her  adolescence 
she  could  not  bend  her  lumbar  spine  but  always 
squatted  when  she  had  to  touch  the  ground. 

The  patient  had  two  brothers  and  one  sister. 
There  was  no  sign  or  history  of  spondylitis  in  the 
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Fig.  1.  Rheumatoid  spondylitis:  (A)  Forward 
inclination  of  the  cervical  spine  and  hyperextension 
of  the  head.  ( B ) Forward  flexion  of  the  spine 
limited  to  15  degrees. 


parents  or  siblings  except  for  the  brother  described 
above. 

After  three  years  of  the  disease,  patient  showed 
signs  of  undernourishment  and  had  a characteristic 
waddling  gait.  There  was  forward  inclination  of  the 
cervical  spine  and  hyperextension  of  the  head  (Fig. 
1A).  The  right  upper  limb  showed  normal  con- 
figuration and  motion.  The  left  shoulder  had  active 
abduction  to  90  degrees;  all  other  shoulder  motion 
was  restricted.  Chest  expansion  was  completely 
limited.  Spine  showed  forward  flexion  limited  to 
15  degrees;  lumbar  curve  was  flattened,  and  the 
thoracic  curve  increased  to  kyphosis  (Fig.  IB). 
The  paravertebral  muscles  were  spastic.  The  hips 
showed  moderate  limitation  of  internal  and  external 
rotation  and  limitation  of  flexion  of  thighs  on  ab- 
domen. No  other  joints  were  involved. 

Laboratory  examination  revealed  the  following: 
erythrocyte  sedimentation  rate  45  mm.  (Wester- 
gren);  hemoglobin  G7  per  cent,  red  blood  cells 
3,710,000,  color  index  0.9,  white  blood  cells  11,100 
with  differential  of  polymorphonuclears  53  per  cent, 
bands  1 per  cent,  lymphocytes  43  per  cent,  and 
monocytes  3 per  cent;  urinalysis  negative;  Wasser- 
mann  negative. 

X-rays  of  the  cervical  spine  and  left  shoulder  were 
normal.  Left  acromioclavicular  joint  showed  an 
inflammatory  process.  Lumbosacral  spine  re- 
vealed obliteration  of  the  articular  facets,  beginning 
calcification  of  the  lateral  ligaments  of  the  upper 


TABLE  I. — Laboratory  Data  Before  and  After 
Cortisone  Treatment* 


Before 

Cortisone 

Therapy 

After 

Cortisone 

Therapy 

Erythrocytes 

3,430,000 

3,600,000 

Hemoglobin  (Gm.) 

10.5 

1 1 2 

Leukocytes 

8.  100 

12.950 

Polymorphonuclear  leukocytes 

Neutrophils 

63% 

79% 

Eosinophils 

3% 

1% 

Basophils 

1% 

1% 

Lymphocytes 

29% 

14% 

Monocytes 

4% 

5% 

Achromia 

Sedimentation  rate  (mm.  per  hour) 

45 

19 

I rue  glucose  (mg.  per  100  ec.) 

70 

80 

C arbon  dioxide  combining  power 

(volumes  per  cent) 

59 . 7 

Chlorides  (mg.  per  cent) 

GOO 

Adrenal  cortical  function 
Urinary  steroids 

(cc.  per  24  hours) 

680 

840 

1 7-ketosteroids 

(mg.  per  24  hours) 

4.1 

11.5 

1 horn  test,  Randolph  modification 

(eosinophils  per  cm.) 

440 

231 

* Cortisone  given  from  October  10  to  October  23,  1950,  a 
total  of  1,6  mg. 


lumbar  spine,  and  fusion  of  the  sacroiliac  joints 
bilaterally.  It  is  interesting  to  note  that  x-rays  of 
the  mother,  sister,  and  one  brother  were  negative  for 
signs  of  Marie-StrumpeH’s  arthritis. 

Over  a period  of  nine  months  ending  March,  1947, 
the  patient  received  810  mg.  of  gold  (Solganol  B) 
and  showed  a good  response.  The  gold  injections 
were  stopped,  and  treatment  continued  with  crude 
liver  injections. 

In  July,  1947,  after  two  years  of  marriage,  she  be- 
came pregnant,  and  in  April,  1948,  she  was  delivered 
of  a full-term,  7-pound,  4-ounce  boy.  Delivery  was 
normal  and  spontaneous.  During  her  pregnancy 
her  condition  continued  to  improve. 

A year  later,  in  1949.  there  was  noted  an  increase 
in  forward  flexion  of  the  spine  to  between  35  to  45 
degrees.  X-ray  studies  were  no  different  from  the 
previous  ones.  However,  during  this  year  she  be- 
gan to  have  excessive  bowel  movements  and  re- 
membered that  for  the  four  preceding  years,  before 
and  during  her  menstrual  period  she  noticed  loose- 
ness of  the  stools.  She  also  developed  bilateral 
cervical  and  shoulder  pain  with  considerable  limi- 
tation of  mobility  of  both  shoulders.  The  right 
shoulder  could  only  be  abducted  about  30  degrees 
and  the  left  shoulder  90  degrees.  There  was  bi- 
lateral painless  swelling  of  both  ankles,  general  de- 
bility, and  loss  of  weight. 

X-ray  studies  of  the  colon  at  this  time  revealed 
regional  ileitis  and  a rectovaginal  fistula.  She  was 
treated  with  dihydrostreptomycin  and  transfusions 
with  a good  response,  although  the  rectovaginal 
fistula  persisted  on  her  discharge  from  the  hospital. 

On  October  10,  1950,  the  patient  received  daily 
cortisone  parenterally  and  in  two  weeks  received  a 
total  of  1,600  mg.  (Table  I).  During  this  period 
there  was  a weight  gain  from  106  to  120  pounds. 
She  had  a ravenous  appetite,  was  mentally  alert, 
and  became  very  active  physically.  The  diarrhea 
improved,  and  there  was  less  discharge  from  the 
rectovaginal  fistula.  Her  joint  pains  subsided  com- 
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pletely.  There  was  moderate  increase  in  spine 
flexion  and  slight  increase  in  mobility  of  both 
shoulders. 

Cortisone  was  administered  until  February  20, 
1 951,  a total  of  6,300  mg.  The  dose  of  cortisone  was 
decreased  gradually,  and  eventually  patient  was 
placed  on  a maintenance  dose  of  100  mg.  four  times 
per  week,  100  mg.  parenterally  and  100  mg.  three 
times  per  week  orally.  During  this  period  of  main- 
tenance therapy  the  patient’s  condition  remained 
improved,  but  she  did  not  feel  as  active  as  when  the 
stronger  doses  of  the  drug  were  administered.  Her 
weight  decreased  to  115  pounds  which  she  has  main- 
tained. Considerable  hirsutism  developed  on  the 
sides  of  her  face  and  chin;  however,  she  ignored  this 
in  order  to  obtain  the  relief  of  pain  and  disability 
from  the  drug.  No  other  complications  developed. 
There  was  only  slight  painless  increase  in  mobility 
of  both  shoulders  and  spine  at  the  termination  of 
treatment. 

Summary 

We  have  described  cases  of  rheumatoid  spondy- 
litis in  a brother  and  sister,  the  latter  having  a 
normal  pregnancy  during  the  disease.  The 
familial  incidence  and  endocrine  factors  were 
also  discussed  as  well  as  the  effect  of  cortisone 
on  the  disease  activity. 


Addendum. — When  this  paper  was  near  com- 
pletion, a female,  aged  thirty,  was  referred  for  a 
painful  stiff  shoulder  condition.  It  was  noted 
on  examination  that  she  had  all  the  objective 
findings  of  a Marie-Strumpell’s  arthritis  as 
described  above.  Roentgenograms  of  the  spine 
taken  three  years  ago  confirmed  the  diagnosis. 
She  had  had  a course  of  roentgen  therapy  to  the 
spine  at  that  time.  The  patient  had  four  children, 
the  last  one  two  years  ago.  All  deliveries  were 
normal  and  spontaneous. 

8 Oramercy  Park 
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TREATMENT  OF  SUDDEN  ARTERIAL  OCCLUSION 


Dr.  George  Reader:  The  topic  today  is  the 
treatment  of  acute  arterial  occlusion.  This 
has  been  a controversial  matter  here  and  dis- 
cussion was  requested  by  our  house  staff  in 
hopes  of  settling  some  of  the  arguments.  We 
are  particularly  fortunate  in  having  the  president 
of  the  American  Heart  Association,  Dr.  Irving 
Wright,  to  open  the  discussion.  Dr.  Wright. 

Dr.  Irving  Wright:  We  have  been  interested 
in  the  problem  of  acute  arterial  occlusion  for  a 
long  time.  As  with  most  questions  in  the  field 
of  vascular  disease,  the  final  answers  are  not 
yet  available.  Therefore  what  I present  to  you 
today  will  be  an  attempt  at  summarizing  present 
views,  with  a full  knowledge  that  these  may 
be  subject  to  change  within  the  next  year  or  so. 

The  treatment  of  acute  arterial  occlusion 
should,  in  my  belief,  always  be  considered  an 
emergency.  It  is  imperative  that  the  patient 
be  admitted  to  the  hospital  immediately.  These 
occlusions  represent  a more  acute  crisis  than 
many  so-called  emergency  operations.  In  par- 
ticular, if  surgical  therapy  is  considered,  it 
probably  will  have  to  be  done  within  the  first 
few  hours  or  not  at  all.  Even  if  treatment  is  to 
be  conservative,  work  must  be  started  rapidly 
or  a limb  may  be  lost.  The  physician’s  skill  is 
involved  in  making  the  correct  decision  promptly 
but  without  a sense  of  panic.  It  has  often 
been  my  experience  in  these  situations  that  people 
get  excited  and  go  through  a lot  of  compulsive 
motions,  many  of  which  don’t  make  seuse 
when  later  reviewed  more  carefully. 

This  really  is  not  to  be  wondered  at,  for  the 
total  number  of  patients  presenting  acute  oc- 
clusions of  arteries  is  relatively  small.  Any 
one  man,  unless  he  devotes  his  life  to  this  field, 
will  probably  have  an  extremely  limited  experi- 
ence. It  is  not  the  same  as  pneumonia,  where 


one  can  rapidly  see  40  or  50  cases  and  begin 
to  draw  logical  conclusions  on  the  basis  of  per- 
sonal experience. 

One  is  immediately  confronted  with  a diag- 
nostic problem  when  an  artery  is  suddenly  oc- 
cluded. The  question  is  whether  that  occlusion 
is  due  to  a local  obstruction  or  thrombosis 
occurring,  shall  we  say,  in  a calcified  artery,  or 
is  on  the  basis  of  an  embolus.  The  basic  con- 
dition of  the  vessels  may  be  already  known  or 
may  be  determined  by  a study  of  vessels  else- 
where. It  is  important  to  be  aware  of  the  pres- 
ence of  former  thrombotic  conditions,  for  these 
produce  slow  occlusions  which  often  may  be 
repeated.  Contrariwise,  the  presence  of  fibril- 
lation or  the  knowledge  that  the  patient  had  a 
recent  coronary  thrombosis  may  be  important 
evidence  in  favor  of  an  embolic  phenomenon. 

When  one  first  sees  a case  it  is  also  important 
to  decide  how  long  the  occlusion  has  been  in 
existence.  If  it  has  developed  within  a few 
hours,  say  six  to  eight,  and  is  located  in  one  of 
the  larger  arteries,  it  is  worth  while  to  contem- 
plate surgical  approach,  provided  it  can  be  done 
immediately.  If,  on  the  other  hand,  the  patient 
is  not  seen  until  some  days  have  passed,  surgery 
is  hardly  worth  consideration.  It  will  usually 
be  a failure,  and  it  superimposes  trauma  and 
shock  upon  the  already  precarious  condition  of 
the  patient.  So  one  of  the  first  decisions  that 
must  be  made  is  whether  the  patient  is  a can- 
didate for  surgery. 

About  twenty  years  ago,  surgery  was  carried 
out  quite  extensively  for  this  type  of  condition. 
Surgeons  were  inclined  to  try  to  remove  an  em- 
bolus or  a thrombus  in  rather  small  vessels,  the 
popliteal  being  operated  on  frequently  at  that 
time.  They  even  attempted  to  explore  the 
pulmonary  arteries.  As  time  went  on,  however, 
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and  as  other  therapy  became  available,  it  was 
generally  concluded  that  better  results  in  such 
cases  were  obtained  by  combinations  of  non- 
surgical  treatment.  Today  surgery  is  largely 
limited  to  embolic  obstructions  occurring  in 
large  vessels,  such  as  saddle  emboli  of  the  aortic 
bifurcation  or  emboli  in  the  femoral  or  iliac 
arteries. 

It  is  important  in  surgery  to  be  very  careful 
about  entering  occluded  vessels.  I personally 
have  seen  unfortunate  results  several  times 
following  incisions  through  arteriosclerotic 
plaques,  which  are  sometimes  difficult  to  detect 
even  with  careful  examination  of  the  vessels. 
These  sclerotic  changes  make  it  extremely  difficult 
to  obtain  adequate  hemostasis.  Blood  often 
leaks  through  the  incision  despite  the  best  of  care. 

The  question  of  auricular  appendectomy,  as  a 
means  of  eliminating  the  source  of  recurrent 
emboli,  has  been  brought  up  in  the  last  year  or 
so.  We  recently  reviewed  our  cases  of  auricular 
fibrillation  and  found  that  in  all  in  which  the 
patient  had  had  three  or  four  or  more  emboli — 
and  there  were  several  such  cases — emboli  had 
occurred  in  both  the  pulmonary  and  peripheral 
arteries.  Furthermore,  autopsies  revealed  that 
while  the  left  auricle  may  be  the  most  common 
site  of  thrombi,  it  is  impossible  in  any  given  case 
to  assume  that  the  thrombi  are  in  the  left  auricle. 
They  may  be  in  the  left  ventricle  or  the  right 
auricle,  or  even  the  venous  system.  Thus  left 
auricular  appendectomy  may  be  regarded  as  an 
interesting  idea,  the  therapeutic  result  of  which 
has  not  as  yet  been  established. 

Certain  principles  relating  to  nonsurgical 
treatment  must  be  considered.  The  primary  aim 
is  to  reduce  the  spasm  in  the  occluded  vessel. 
It  should  be  remembered  that  an  embolus  may 
be  only  half  an  inch  long,  but  the  area  of  con- 
comitant spasm  in  the  vessel  may  extend  6 
or  even  12  inches  above  that  level.  In  addition, 
reflex  vasoconstriction  may  shut  down  the  colla- 
teral circulation.  Around  the  knee,  for  example, 
there  are  extensive  anastomotic  vessels  which 
could  take  over  much  of  the  duties  of  an  oc- 
cluded popliteal,  if  only  they  could  be  opened  up. 
So  we  must  try  to  dilate  all  the  spastic  vessels. 

In  bringing  this  about,  certain  physiologic 
principles  should  be  considered.  Even  such  a 
simple  thing  as  proper  position  of  the  affected 
limb  is  important  and  often  neglected.  I don’t 
know  how  many  times  we  have  seen  patients 
with  sudden  arterial  occlusions  resting  in  bed 
with  the  leg  elevated.  If  anyone  wishes  to 
experiment,  keeping  the  foot  higher  than  the 
heart  is  an  excellent  way  to  produce  ischemia, 
as  can  be  seen  by  the  blanching  of  the  foot. 
If  this  is  continued  hour  after  hour  and  day 
after  day,  it  can  hardly  be  conceived  as  a good 


thing  for  improving  the  circulation.  On  the 
contrary,  it  is  better  to  have  the  foot  about  (i 
inches  below  the  heart  level  or  to  use  an  oscillat- 
ting  bed  which  will  tend  to  pump  blood  in  and 
out  of  the  extremity  by  gravity. 

Sympathetic  blocks  are  used  to  obtain  maxi- 
mum relaxation  of  the  vessels.  This  is  often 
done  prior  to  surgery.  I am  sure  there  are  sur- 
geons who  will  disagree  with  me,  but  having 
observed  some  results,  I would  like  to  pass  com- 
ment on  this  subject. 

The  nerve  blocks  are  often  helpful.  Ross  Veal, 
one  of  the  leading  surgeons  in  this  field,  uses  a 
sympathetic  block  before  deciding  on  operation. 
If  a lumbar  block  makes  the  leg  warm  up  and  the 
color  improve  within  thirty  minutes,  even  though 
the  arterial  pulse  may  not  return,  he  feels  it 
worth  while  to  continue  repeated  blocks  and  not 
attempt  sympathectomy.  Sympathectomy  is  a 
more  direct  way  of  attacking  the  problem,  but 
in  some  situations  would  be  too  traumatic.  If 
an  occlusion  is  located  in  the  lower  part  of  the 
aorta,  it  is  necessary  to  do  a bilateral  sympathec- 
tomy to  obtain  complete  release  from  sympathetic 
tone.  If  this  is  superimposed  on  removal  of  an 
embolus  from  the  bifurcation,  one  has  really  per- 
formed a shocking  procedure.  There  is  some 
question  whether  sympathectomy  is  necessary 
if  embolectomy  is  complete. 

If  sympathetic  blocks  are  to  be  used,  they 
should  be  repeated  at  intervals  of  ten  to  twelve 
hours,  a single  block  rarely  being  entirely  success- 
ful or  adequate.  In  reference  to  this,  it  must 
be  pointed  out  that  anticoagulant  therapy  should 
not  be  used  while  sympathetic  blocks  are  being 
performed.  Several  deaths  have  resulted  from 
hemorrhages  at  the  point  where  agents  have  been 
injected  for  sympathetic  block  while  the  patient 
was  under  anticoagulant  therapy.  Apparently, 
small  vessels  are  punctured  when  doing  blocks, 
and,  if  anticoagulants  are  being  supplied,  they 
bleed  excessively. 

Anticoagulant  therapy  in  this  type  of  case 
serves  several  functions.  One  is  based  on  the 
fact  that  the  occluding  thrombi  and  emboli  tend 
to  propagate.  Another  is  the  fact  that  the  source 
of  one  embolus  may  deliver  additional  emboli. 
It  is  not  usually  the  first  embolus  that  kills,  it  is 
the  next  one  or  the  one  after  that.  Therefore,  it 
is  logical  to  try  to  prevent  propagation  of  the 
original  thrombus.  Heparin  is  the  most  rapidly 
acting  anticoagulant,  except  for  Paritol  which  we 
still  consider  experimental.  If  heparin  is  to  be 
used,  it  should  not  be  used  in  a haphazard  fashion, 
because  it  is  potentially  dangerous  if  misused, 
as  all  anticoagulants  are.  Probably  the  most 
practical  way  to  use  heparin  is  to  give  it  intra- 
venously at  intervals  of  not  longer  than  four 
hours.  The  method  of  constant  drip  requires 
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continuous  observation  and  should  not  be  at- 
tempted unless  the  appropriate  supervision  can 
be  provided.  If  heparin  is  given  at  intervals  of 
six  or  eight  hours,  as  some  do,  there  are  periods  of 
from  three  to  five  hours  between  injections  when 
there  is  inadequate  effect.  Long-acting  heparin, 
while  it  has  the  advantage  of  prolonged  action,  is 
unpredictable  in  its  action. 

With  Dicumarol  and  Tromexan,  one  has  the 
problem  of  laboratory  facilities.  Prothrombin 
time  must  be  measured  frequently  and  accu- 
rately. This  has  been  discussed  here  before  and 
need  not  be  reviewed  today.  Another  newer 
anticoagulant  is  phenylindandione,  which  differs 
from  coumarin  derivatives  in  that  it  is  not  antag- 
onized by  vitamin  K,  so  that  we  have  no  anti- 
dote. “BL  5,”  otherwise  known  as  Compound 
63,  is  a very  slow-acting  coumarin  derivative. 
While  you  may  hear  more  about  it,  it  is  not  effec- 
tive for  this  type  of  case. 

Let’s  get  back  to  the  problem  of  relieving  vas- 
cular spasm  and  dilating  the  arteries.  This 
brings  up  the  vasodilator  drugs,  and  here  I am 
sure  we  can  develop  argument.  It  has  always 
been  difficult  for  me  to  see  how  any  agent  could 
dilate  the  vessels  all  over  the  body  and  produce 
an  increase  in  blood  flow  without  an  increased 
blood  volume.  Furthermore,  it  is  known  that 
vasodilators  may  give  a better  response  in  nor- 
mal extremities  than  in  limbs  with  arterial  spasm. 
Therefore,  I am  inclined  to  think  that  in  some 
cases  these  drugs  actually  do  harm.  But  since 
this  is  controversial  and  there  has  been  evidence 
advanced  on  the  opposite  side  of  the  question,  we 
do  sometimes  use  vasodilators  but  not  with  com- 
plete acceptance  of  their  value. 

Alcohol  is  one  of  the  best  dilators  and,  in  the 
form  of  whiskey,  one  of  the  most  popular.  There 
is  little  difficulty  in  getting  patients  to  take  a few 
d links  of  whiskey,  especially  if  they  are  in  pain 
or  are  jittery.  Actually,  it  also  serves  as  a nar- 
cotic in  many  patients  and  may  be  as  effective  as 
the  opiates.  Priscoline  is  now  probably  the 
most  widely  used  of  the  generalized  vasodilators. 
It  can  be  given  orally,  intravenously,  or  intra- 
arterially. If  the  vascular  block  is  in  the  popli- 
teal space,  it  is  worth  while  to  give  it  intra- 
arterially. If  the  block  is  in  the  aortic  area,  there 
is  no  point  in  giving  Priscoline  below  that  level 
since  most  of  the  collateral  vessels  will  also  be 
blocked. 

Papaverine  and  novocaine  have,  likewise, 
been  administered  intravenously  or  into  arteries. 
Histamine  has  been  given  intra-arterially  by 
Mufson  and  others,  but  our  results  with  it 
have  not  been  impressive.  Claims  have  been 
made  in  the  past  for  use  of  intravenous  ether, 
histadine,  ascorbic  acid,  vitamin  E,  and  other 
drugs,  but  in  our  experience  these  are  not  useful. 


The  Pavex  machine  and  the  intermittent  venous 
pressure  machine  have  also  been  discarded. 

A limb  with  an  occluded  blood  supply  should 
not  be  heated.  However,  heat  applied  else- 
where to  the  body  may  produce  a reflex  vasodila- 
tation of  an  extremity.  If  it  is  a leg  that  is  in- 
volved, heat  may  be  directed  to  the  abdomen  or 
an  arm.  This  appears  to  improve  the  circulation, 
but  of  course  it  is  subject  to  the  same  objection 
as  drugs,  that  is,  vessels  everywhere  cannot  be 
dilated. 

Refrigeration  had  a minor  vogue  a decade  or  so 
ago.  We  studied  it,  and  our  results  were  adverse, 
as  were  those  of  many  others.  Refrigeration 
should  be  confined  to  use  in  legs  which  are  already 
committed  for  amputation.  For  example,  take 
an  aged  diabetic  woman,  sixty  years  old,  who  is 
in  agony  with  a badly  infected  leg.  Before 
surgery,  one  can  relieve  pain  and  reduce  the  in- 
fection very  strikingly  by  packing  that  foot  and 
leg  in  ice.  I have  never  seen  a bad  result  from 
this.  In  fact,  some  such  legs  have  been  ampu- 
tated without  additional  anesthesia  and  with 
minimal  shock  to  the  patient. 

Any  measures  capable  of  producing  vasocon- 
striction are  naturally  contraindicated.  This 
includes  smoking.  I have  seen  some  patients 
allowed  tobacco  while  almost  in  shock.  This 
certainly  is  not  good  and  may  constrict  the  col- 
lateral vessels.  One  also  should  watch  out  for 
drugs  which  contain  epinephrine.  Many  prep- 
arations have  small  amounts  of  this  added  to 
prolong  the  action  of  other  materials. 

I have  not  tried  to  discuss  the  general  suppor- 
tive measures  such  as  antibiotics,  fungicides,  and 
nutrition,  which  should  be  used  as  indicated.  I 
am  sure  I have  raised  enough  controversial  points 
to  assume  that  the  rest  of  the  afternoon  will  be 
a really  exciting  one. 

Dr.  Reader:  You  have  given  us  a fine  sur- 
vey. I suspect  Dr.  Moore  has  been  straining  at 
the  leash  to  comment.  Dr.  Moore,  what  are  the 
main  points  on  which  you  would  agree  or  dis- 
agree with  Dr.  Wright? 

Dr.  Samuel  W.  Moore:  There  is  very  little 
with  which  I can  disagree,  but  I would  just  like 
to  emphasize  several  points.  In  the  first  place, 
if  embolectomy  is  to  be  attempted,  it  must  be 
done  early,  at  most  a few  hours  after  the  acci- 
dent. We  agree  on  the  practicability  of  oper- 
ating on  the  aorta  and  the  iliac  or  femoral  arter- 
ies. Operation  on  other  vessels  is  questionable, 
and  conservative  methods  may  be  preferable. 
The  important  thing  again  is  to  find  out  exactly 
what  the  patient  will  stand.  There  is  no  point 
in  saying  that  an  embolectomy  should  be  done 
when  one  glance  at  the  patient  shows  that  he 
wouldn’t  survive  the  operation. 

Up  to  now,  only  emboli  and  thrombi  have  been 
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discussed  as  causes  of  arterial  occlusion.  Other 
conditions  may  be  mentioned.  During  the  war 
we  saw  many  arterial  fistulas.  In  civilian  hospi- 
tals these  are  usually  chronic  and  are  dangerous 
chiefly  because  of  their  contribution  to  heart 
failure.  With  an  acute  fistula,  the  artery  is  fre- 
quently occluded  with  a blood  clot.  When  the 
fistula  starts  leaking  blood,  emergency  operation 
is  required  to  prevent  fatal  hemorrhage.  Some- 
times it  is  difficult  to  find  the  fistula  and  stop  the 
bleeding. 

Acute  arterial  occlusion  may  also  be  due  to 
spasm  from  gunshot  wounds.  A bullet,  particu- 
larly a high  velocity  bullet,  can  pass  through  a 
limb  and  contuse  an  artery  so  that  it  will  go  into 
spasm  and  completely  occlude  the  blood  supply 
without  actual  injury  to  the  interior.  We  have 
explored  several  of  those.  With  contusion  of 
the  blood  vessel,  a thrombosis  may  also  develop 
later. 

There  is  one  other  point  to  be  discussed  while 
we  are  on  the  subject  of  thrombosis.  Throm- 
bosis usually  occurs  in  a diseased  artery.  We  are 
not  going  to  help  very  much  by  operating  in  such 
a situation.  Also,  with  occlusion  of  an  artery, 
sometimes  in  a matter  of  days  one  also  has  a 
thrombus  in  the  vein.  I think  that  is  one  of  the 
reasons  that  the  Pavex  machine  went  out  of 
vogue.  I saw  one  patient  in  whom  I was  con- 
i vinced  that  the  machine  sucked  a thrombus  out 
of  a vein,  so  that  the  patient  died  from  a pul- 
monary embolus,  and  I am  sure  there  have  been 
others. 

We  hear  a great  deal  about  operative  repair 
of  traumatized  arteries,  particularly  after  gun- 
shot wounds.  I would  like  to  dwell  on  that  for  a 
moment.  We  have  had  a great  deal  of  difficulty 
in  repairing  such  vessels.  I have  seen  soldiers 
die  after  amputation,  soldiers  who  were  sent  back 
after  someone  had  spent  several  hours  attempt- 
ing to  do  anastomoses  on  blood  vessels.  I am 
convinced  that  with  these  men,  injured  in  the 
field,  it  would  be  far  better  simply  to  ligate  these 
vessels,  without  destroying  all  the  collateral  circu- 
lation and  subjecting  them  to  an  operation  last- 
ing sometimes  four  and  five  hours.  We  see  re- 
peatedly in  the  literature  references  to  cases  in 
which  such  arterial  anastomoses  have  been  suc- 
cessful. But  when  a surgeon  has  had  compar- 
atively little  experience,  I think  it  would  be  far 
better  merely  to  ligate  that  vessel  and  leave  the 
patient  alone.  Of  course,  this  applies  to  young- 
healthy  individuals  who  have  a good  vascular 
bed.  That  will  not  hold  true  when  we  take  older 
individuals  with  arteriosclerotic  vessels.  In 
fact,  the  statement  has  been  made  that  in  such 
cases  occlusion  of  the  popliteal  artery  inevitably 
leads  to  amputation. 

I would  like  to  mention  a point  about  venous 


ligation  which  Dr.  Wright  did  not  raise.  There 
is  considerable  experimental  work  to  show  that  if 
we  divide  an  artery,  gangrene  will  follow,  whereas 
if  we  occlude  both  the  artery  and  vein,  there 
will  be  no  gangrene.  This  still  cannot  be  consid- 
ered as  settled,  and  I don’t  know  what  the  final 
answer  will  be.  I merely  bring  it  up  for  discus- 
sion. 

There  are  a couple  of  points  with  which  I would 
like  to  disagree.  Dr.  Wright  mentioned  doing 
a sympathetic  block  before  surgery.  Sympathetic 
block  is  fine,  but  if  an  embolectomy  is  to  be  done, 
it  is  inadvisable  to  do  a sympathetic  block  be- 
fore operation.  If  it  is  done,  the  patient  must  be 
re-evaluated.  The  block  may  relieve  the  spasm 
so  that  the  embolus  will  reach  a lower  level,  and 
it  is  embarrassing  to  operate  on  the  aorta,  only 
to  find  that  the  embolus  is  in  the  femoral  artery. 

Dr.  Wright  mentioned  refrigeration  as  therapy 
for  acute  occlusions.  He  says  he  has  never  seen 
any  ill  effects.  There  have  been  quite  a few. 

Dr.  Wright:  I have  not  seen  ill  effects  from 
refrigeration  as  a preliminary  to  amputation,  but 
it  is  no  good  as  a limb-saving  measure. 

Dr.  Moore:  There  are  a number  of  cases  in 
which  gas  bacillus  infection  has  occurred  after 
refrigeration.  I have  seen  two.  If  limbs  are 
refrigerated  before  amputation,  great  care  is 
necessaiy,  particularly  at  the  operating  table, 
to  sterilize  the  limb. 

Dr.  Wright:  You  mentioned  an  opinion 
that  popliteal  occlusion  in  the  aged  inevitably 
leads  to  amputation.  In  our  experience  this  is 
not  true. 

Dr.  Reader:  There  must  be  many  with  ques- 
tions about  these  unsettled  problems. 

Dr.  Clinton  Weiman:  In  the  New  Enqland 
Journal  of  Medicine  in  February,  1951,  Albright 
reported  on  about  200  cases  with  maj  or  emboli . In 
that  series  there  were  some  24  cases  in  which  an  em- 
bolus was  successfully  removed.  In  17  of  the  24, 
removal  was  accomplished  through  the  femorals, 
that  is,  the  embolus  was  sucked  down,  and  in 
seven  was  accomplished  through  direct  aortotomy 
through  an  abdominal  approach.  I wonder  how 
the  surgeons  feel  about  the  approach  of  choice. 

Dr.  Moore:  I would  leave  that  entirely  up 
to  the  surgeon  doing  the  operation.  One  man 
may  do  much  better  from  below  and  another 
better  from  above.  Nowadays  I think  most 
people  use  the  abdominal  approach. 

Dr.  Wright:  I had  not  looked  at  that  article 
from  this  viewpoint.  I would  suggest  that  the 
dates  of  the  various  cases  be  studied,  because  I 
believe  the  purely  femoral  approach  was  more 
commonly  used  a few  years  ago.  There  has  been 
a gradual  shift  to  the  aortic  approach  in  recent 
years. 

There  is  another  consideration.  Even  if  one 
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is  going  to  use  an  abdominal  approach,  it  is  con- 
sidered good  technic  in  many  places  to  expose 
both  femorals  and  have  ties  under  them.  Then 
if  the  embolus  breaks,  which  it  sometimes  does, 
it  doesn’t  descend  too  far  down  the  leg.  The 
fragments  that  come  down  both  sides  are  picked 
up  as  they  reach  the  levels  of  the  ties. 

Dr.  William  Foley:  Dr.  Moore  mentioned 
that  sympathetic  nerve  block  may  cause  an  em- 
bolus to  slip  farther  down  an  artery.  That  can 
also  be  produced  by  vasodilator  drugs,  and  I 
think  it  is  a very  useful  property.  An  embolus 
may  be  held  at  a given  point,  usually  a bifurca- 
tion, by  spasm  of  the  vessel.  Letting  it  slide  down 
to  a lower  level  may  mean  that  a much  smaller 
portion  of  the  vascular  tree  will  be  obstructed. 

There  was  a case  here  a few  weeks  ago  that 
illustrated  this.  A woman  had  been  home  eight 
days  with  an  occlusion,  and  the  leg  looked  gangre- 
nous when  she  was  brought  in.  Although  we 
booked  her  for  amputation,  we  injected  Priscoline 
hi  to  the  femoral  artery.  Within  a few  hours 
the  limb  warmed  up  and  she  recovered  unevent- 
fully. 

Dr.  Reader:  I see  Dr.  Arthur  Console  in  the 
back  of  the  room.  He  has  had  much  experience 
with  vasodilators.  Which  do  you  prefer  in  acute 
arterial  occlusion,  Dr.  Console? 

Dr.  Arthur  Console:  I don’t  feel  that  any 
one  drug  is  necessarily  superior.  The  important 
thing  is  to  pick  a drug  that  will  produce  a vaso- 
motor paralysis  equivalent  to  that  furnished  by 
nerve  block  and  of  sufficiently  long  duration. 
To  give  a drug  that  acts  for  fifteen  minutes  and 
repeat  it  only  every  four  hours  is  not  logical. 
The  best  example  of  this  is  tetraethylammonium 
salts,  whose  action  is  measured  in  minutes. 

Dr.  Wright:  I still  raise  the 'same  objection. 
No  matter  how  long  a vasodilator  acts,  if  it  is  a 
general  vasodilator,  I question  whether  the  dam- 
aged limb  actually  gets  any  benefit.  It  may  actu- 
ally be  a loser  in  the  sense  that  blood  is  taken  up 
by  the  rest  of  the  dilated  vascular  system.  I 
do  not  think  that  the  problem  has  been  adequately 
studied  by  the  physiologists  and  pharmacologists. 

Dr.  Reader:  Dr.  Ferguson,  can  you  settle 
any  of  these  arguments  about  vasodilators? 

Dr.  Frank  C.  Ferguson:  I agree  with  Dr. 

Wright.  A drug  can  produce  only  local  vaso- 
dilatation, which  must  be  compensated  for  by 
constriction  elsewhere.  It  is  quite  difficult  to 
determine  the  exact  vascular  beds  affected  by 
an  agent.  The  usual  measures  of  peripheral 
blood  flow  in  man  are  the  skin  temperature, 
pulsation,  and  volume  of  the  limbs  and  digits. 
But  these  actually  show  only  the  skin  and  sub- 
cutaneous circulation.  This  was  well  shown  in  a 
study  in  man  by  Murphy,  McClure,  Cooper,  and 
Crowley.  In  addition  to  the  usual  tests,  flow 
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through  the  muscles  was  assayed  by  the  rate  of 
removal  of  an  intramuscular  dose  of  radioactive 
sodium.  Priscoline  and  papaverine,  while  in-  ’ 
creasing  the  skin  blood  flow,  actually  reduced  the 
deeper  circulation.  There  is  another  study,  that 
by  Russek,  Naegele,  and  Regan  on  alcohol  in 
coronary  insufficiency.  They  describe  several 
patients  in  whom  exercise  produced  consistent 
electrocardiographic  changes.  Now  alcohol  is 
probably  the  most  potent  vasodilator  drug  when 
judged  by  such  means  as  skin  temperature.  But 
in  these  cases,  alcohol,  while  abolishing  angina, 
did  not  affect  the  electrocardiogram,  suggesting 
that  the  drug  has  no  coronary  dilating  properties.  ! 

It  is  not  appreciated  that  the  same  objection  1 
applies  also  to  sympathetic  blockade.  In  Mur- 
phy’s study,  the  uptake  of  radioactive  sodium  i 
was  decreased  by  sympathetic  block,  even  though 
the  skin  temperature,  and  so  forth,  indicated  an  j 
increased  blood  flow  through  the  leg.  Fried-  I 
lander,  Silbert,  and  Bierman  came  to  similar  con-  j 
elusions,  using  intramuscular  temperature  as  a ’ 
guide  to  the  deep  circulation.  Lumbar  block, 
spinal  anesthesia,  and  reflex  heat  all  lowered  the 
temperature  within  the  muscles,  while  increasing 
the  surface  flow.  This  is  understandable  if 
one  considers  the  function  of  the  sympathetic 
nervous  system.  Epinephrine  is  not  a universal 
vasoconstrictor.  Sympathetic  activity  shuts 
down  the  visceral  and  skin  circulations,  while 
increasing  the  blood  supply  to  the  muscles. 
Rather  than  interrupt  this  activity,  it  would 
seem  better  to  give  a sympathomimetic  drug. 

In  fact,  Friedlander’s  group  did  give  epinephrine 
to  several  of  their  patients,  all  of  whom  had  pe- 
ripheral vascular  disease  incidentally,  and  found 
that  while  the  skin  temperature  fell  several  de- 
grees, the  intramuscular  temperature  rose. 

In  short,  vasodilator  drugs  and  sympathetic 
nerve  blocks  do  not  dilate  all  vessels,  even  when 
applied  to  a single  limb.  Rather,  the  effect  of 
both  is  simply  to  shunt  blood  to  the  surface 
away  from  the  deep  structures.  If  anything,  this 
would  seem  harmful. 

Dr.  Harry  Gold:  How  about  using  the  bar- 
biturates as  vasodilators?  They  are  fairly  ef- 
fective in  lowering  the  blood  pressure  in  cases 
of  hypertension,  seemingly  by  relaxing  the  blood 
vessels. 

Dr.  Reader:  Apparently  no  one  has  experi- 
ence with  this.  I am  afraid  we  will  have  to  leave 
your  question  unanswered.  However,  a drug 
causing  a generalized  vasodilation  by  a central 
action  presumably  would  have  the  same  disad- 
vantages as  peripheral  sympatholytics. 

Dr.  David  Rogers:  In  patients  who  are 
clear-cut  candidates  for  embolectomy,  the  ques- 
tion arises  as  to  when  an  anticoagulant  should 
be  started.  In  the  few  we  have  seen  we  were 
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impressed  with  the  tremendous  tissue  trauma 
inherent  in  embolectomy.  We  had  doubts  as 
to  the  wisdom  of  starting  anticoagulants  im- 
mediately postoperatively,  as  has  been  sug- 
gested. I wonder  if  we  could  get  some  comments 
on  that  point. 

Dr.  Moore:  It  is  the  same  old  question.  If 
anticoagulants  are  started  too  late,  thrombosis 
develops;  if  too  early,  the  patients  are  apt  to 
bleed  to  death. 

Dr.  Rogers:  Would  it  be  possible  at  this  con- 
ference to  establish  any  policy?  After  all,  one  has 
a choice.  Should  a patient  be  heparinized  on 
the  table?  Should  we  wait  an  hour,  two  hours, 
or  four  hours?  In  two  recently  observed  pa- 
tients, we  arbitrarily  waited  four  hours  in  one 
case  before  starting  heparin  and  thereby  ob- 
viously made  the  medical  team  somewhat  un- 
happy. In  the  second  patient  we  started  hepar- 
inization immediately  and  appeared  to  cause  the 
surgical  team  some  distress.  Since  I see  Dr. 
Wright  and  Dr.  Moore  sitting  side  by  side,  I 
would  like  to  ask  if  they  can  agree  as  to  the  policy 
we  should  follow. 

Dr.  Reader:  Dr.  Wright,  do  you  have  a pol- 
icy you  would  like  to  establish? 

Dr.  Wright:  I would  not  want  to  settle  on  a 
policy.  We  need  more  experience  to  come  to  a 
definite  answrer.  However,  my  suggestion  would 
run  something  like  this.  If  the  surgeon  gets  into 
a situation  where  there  is  doubt  as  to  satisfactory 
hemostasis,  perhaps  due  to  calcification  of  the 
artery  or  some  other  reason,  then  it  seems  to  me 
the  use  of  anticoagulants  should  be  deferred.  On 
the  other  hand,  if  hemostasis  seems  adequate 
and  the  field  is  clean  and  the  obstruction  has  been 
removed,  I think  that  heparin  should  be  started 
at  once  and  continued  for  some  time. 

My  tendency  is  to  favor  the  postoperative  use 
of  anticoagulants,  for  I have  seen  many  cases  in 
which  an  obstructive  clot  has  reformed.  I 
could  not  help  but  feel  that  if  the  intima  of  the 
vessels  had  been  protected  by  anticoagulants  for 
even  a few  days,  until  the  endothelium  had  started 
to  reform,  the  reclotting  might  have  been  avoided. 
But  I would  have  to  depend  upon  the  surgeon’s 
opinion  in  the  individual  case. 

Dr.  Reader:  May  I ask  Dr.  Moore  if  this 
policy  is  acceptable  to  him,  that  in  most  cases 
heparinization  should  be  taken  care  of  immedi- 
ately? 

Dr.  Moore:  I agree  with  Dr.  Wright  com- 
pletely. The  earlier  measures  are  taken  to  pre- 
vent thrombosis,  the  better  off  the  patient  is 
likely  to  be,  but  I think  one  will  have  to  decide 
on  the  individual  case,  and  it  will  have  to  be  up 
to  the  surgeon  to  say  whether  he  is  dissatisfied 
with  the  hemostasis  or  is  more  worried  about 
thrombosis. 


Dr.  Robert  M.  Bird:  I think  that  the  con- 
dition of  the  arteries  and  the  underlying  disease 
is  an  important  consideration  in  deciding  whether 
or  not  to  operate.  The  statistical  studies  of 
Taylor  and  others  show  that  the  mortality  from 
operations  is  three  times  as  great  in  arterioscler- 
otic individuals  as  it  is  in  the  younger  rheumatic 
group.  Therefore,  different  criteria  are  neces- 
sary in  the  two  types  of  cases. 

Intern:  Why  is  it  important  to  inject  heparin 
directly  into  the  affected  vessel?  The  circulation 
time  is  such  that  the  heparin  must  be  dispersed 
throughout  the  body  in  fifteen  or  twenty  seconds. 
I don’t  see  any  advantage  of  putting  it  directly  in- 
to the  vessel. 

Dr.  Jere  Lord:  But  that  is  not  the  circu- 
lation time  in  the  occluded  limb.  The  affected 
limb  has  a very  poor  circulation.  If  heparin  is 
to  be  introduced,  it  must  be  through  the  artery 
below  the  point  of  obstruction. 

Dr.  Wright:  It  is  an  old  vascular  surgical 
procedure  to  flood  a vessel  with  heparin  after 
suturing  it.  I do  not  know  how  sound  a proce- 
dure it  is,  although  it  is  certainly  widely  used. 
Some  insert  a catheter  into  a vessel  to  introduce 
anticoagulants,  but  in  my  experience  that  very 
frequently  ends  up  in  thrombosis  of  the  vessel. 

Intern:  I would  like  to  know  Dr.  Wright’s 
opinion  on  maintaining  patients  on  anticoagu- 
lant therapy  after  discharge  from  the  hospital. 

Dr.  Wright:  That  is  a subject  for  a full  con- 
ference in  itself.  It  is  a matter  of  weighing  risks. 
Certainly  there  are  risks  involved  in  long-con- 
tinued administration  of  anticoagulants.  It 
should  not  be  advised  as  a routine  measure.  If 
a patient  has  had  recurrent  emboli,  say  three  to 
five,  then  the  danger  of  a further  fatal  embolus 
justifies  the  risk  of  hemorrhage  from  the  anti- 
coagulant. Under  these  circumstances  I would 
continue  therapy,  provided  the  blood  pressure 
was  not  too  high,  and  there  were  no  other  major 
contraindications. 

We  have  had  a good  many  people  in  such  circum- 
stances, and  some  have  been  on  anticoagulants 
for  as  long  as  five  years.  I recall  one  woman, 
with  fibrillation,  who  had  thrown  several  em- 
boli, finally  developing  a saddle  embolus  of  the 
aorta.  The  embolus  was  removed,  and  we  have 
had  her  under  treatment  for  the  past  year  and 
a half.  She  is  still  fibrillating  but  has  had  no 
more  emboli. 

Dr.  Solomon  Garb:  You  mentioned  the 
importance  of  distinguishing  between  a thrombus 
and  an  embolus  as  the  cause  of  obstruction.  I 
can’t  see  that  the  distinction  would  affect  the 
treatment  described. 

Dr.  Wright:  I would  not  advise  surgery  if  a 
thrombosis  was  involved,  for  the  very  presence 
of  thrombosis  indicates  local  vascular  damage 
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which  would  encourage  reformation  of  the  clot. 
An  embolus  might  be  readily  removed,  on  the 
other  hand,  with  little  residual  damage.  Also, 
anticoagulant  therapy  might  not  be  helpful  in 
certain  types  of  thrombosis  associated  with  in- 
flammatory vascular  changes.  Thrombi  in  ar- 
teriosclerotic vessels  are  well  controlled  by  anti- 
coagulants, but  in  cases  of  Buerger’s  disease,  for 
one  instance,  it  might  be  just  as  well  to  eliminate 
this  treatment.  Then,  too,  the  very  occurrence  of 
embolism  indicates  disease  elsewhere  in  the  body 
which  requires  investigation. 

Dr.  Walter  Modell:  The  need  for  im- 
mediate decision  as  to  whether  to  apply  surgery 
was  emphasized.  I am  not  quite  certain  why 
this  must  be  decided  so  quickly.  Is  it  just  that 
the  patient’s  condition  deteriorates,  or  does  some- 
thing happen  to  the  obstruction  to  make  surgery 
more  difficult? 

Dr.  Wright:  There  are  two  reasons.  Both 
thrombi  and  emboli  in  a vessel  begin  to  involve 
the  wall  within  a short  time.  They  invade  the 
wall  and  become  so  adherent  as  to  make  removal 
impossible.  If  they  are  removed,  the  surface  is 
so  damaged  that  a new  thrombus  forms  rapidly. 
The  second  point  is  that  thrombi  propagate  and 
quickly  block  the  collateral  vessels.  Preserva- 
tion of  these  vessels  may  be  a life  or  death  meas- 
ure. Then,  too,  if  operation  is  not  to  be  done, 
anticoagulants  probably  should  be  started  right 
away. 

Dr.  Modell:  Well,  how  does  one  decide  on 
surgery?  What  factors  are  involved? 

Dr.  Wright:  There  are  several  points  to  be 
considered.  Surgery  is  advisable  first,  if  the 
occlusion  is  due  to  an  embolus  rather  than  a 
thrombus.  Second,  the  embolus  must  be  in  the 
largest  vessels,  the  aorta  or 'the  femoral  arteries. 
It  is  not  wise  to  operate  on  smaller  vessels.  Third, 
the  patient’s  condition  must,  of  course,  be  good 
enough  to  withstand  the  operation,  which  is  not 
a mild  procedure.  And  fourth,  the  patient  must 
be  seen  early. 

Dr.  Modell:  What  do  you  mean  by  “early”? 
No  definite  time  has  been  mentioned.  I can  re- 
call an  article  by  Allen  in  1947  in  which  he  ad- 
vised a six-  to  twelve-hour  interval  for  observa- 
tion before  operating.  Do  you  consider  that 
early? 

Dr.  Wright:  That  seems  long  to  me.  Ideally, 
a patient  should  be  operated  on  within  four 
hours.  But  it  is  impossible  to  set  any  rigid 
interval  or  to  fix  an  upper  limit  beyond  which 
surgery  can’t  be  attempted.  It  is  true  that  suc- 
cessful removal  of  an  embolus  has  occasionally 
been  accomplished  after  an  interval  of  a few  days. 

Dr.  Ferguson:  How  do  you  determine  the 
duration  of  occlusion? 

Dr.  Wright:  Principally  by  history.  Most 


patients  know  exactly  when  an  acute  occlusion 
occurs,  by  the  sudden  onset  of  pain  or  coolness  in 
a limb.  There  are  no  reliable  objective  signs  of 
the  duration.  Such  things  as  cyanosis  are  as 
dependent  on  the  venous  return  as  on  the  arterial 
function. 

Dr.  Garb:  Speaking  of  pain,  are  there  any 
special  points  to  be  considered  in  managing  the 
pain? 

Dr.  Wright:  The  pain  in  this  condition  is 
largely  due  to  ischemia.  When  the  blood  supply 
is  improved,  the  pain  disappears.  In  the  mean- 
time, sedatives  and  narcotics  can  be  used  as  indi- 
cated. Lumbar  blocks  often  give  good  analgesia. 

Dr.  Reader:  Our  time  has  run  out. 


Summary 

Dr.  Ferguson:  Stress  has  been  laid  on  the 
need  for  prompt  action  in  management  of  acute 
arterial  occlusions.  It  is  important  to  localize 
the  occlusion,  distinguish  between  thrombosis 
and  embolism  as  the  cause,  determine  the  dura- 
tion of  the  obstruction,  and  decide  ujron  the  type 
of  treatment  early.  The  various  therapeutic 
measures  must  be  instituted  early  to  be  of  benefit 
and  are  in  part  mutually  exclusive.  The  principal 
measures  are  surgeiy,  sympathetic  nerve  block- 
ade, vasodilator  drugs,  and  anticoagulant  therapy. 
It  is  dangerous  to  use  anticoagulants  and  nerve 
blocks  simultaneously,  for  fear  of  hemorrhage. 
Further,  anticoagulants  can  certainly  not  be 
given  preoperatively,  and  there  is  some  question 
whether  nerve  blocks  should  be  done  if  surgery  is 
contemplated. 

Surgery  should  be  restricted  to  removal  of 
emboli  lodged  in  the  aorta,  iliac,  or  femoral  ar- 
teries. Embolectomy  should  optimally  be  done 
within  four  hours  of  the  onset  of  occlusion,  since 
emboli  rapidly  invade  the  vessel  walls  and 
spread  to  involve  collateral  vessels.  The  best 
guide  to  the  time  of  obstruction  is  the  patient’s 
history.  The  condition  of  the  patient  must  be 
carefully  evaluated,  for  the  operative  procedure  is 
severe.  Auricular  appendectomy,  a suggested 
means  of  eliminating  the  source  of  repeated 
emboli,  is  probably  valueless. 

Anticoagulant  therapy  is  useful,  whether  man- 
agement is  primarily  surgical  or  medical.  After 
embolectomy,  it  is  essential  to  start  hepariniza- 
tion quickly,  to  prevent  re-establishment  of  a 
thrombus.  However,  this  must  depend  on  sur- 
gical evaluation  of  the  operative  site.  In  any 
case,  anticoagulants  will  inhibit  propagation  of 
an  obstruction  and  minimize  the  chance  of  further 
embolism.  When  recurrent  emboli  have  oc- 
curred, it  may  be  necessary  to  continue  anti- 
coagulant therapy  for  years. 
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An  occluding  lesion  in  an  artery  produces  re- 
flex spasm  in  both  the  vessel  itself  and  the  col- 
lateral circulation.  Sympathectomy,  sympathetic 
nerve  block,  vasodilator  drugs,  and  application  of 
heat  to  the  body  elsewhere,  so  as  to  produce  re- 
flex dilatation,  have  been  suggested  to  counter- 
act this  vasoconstriction.  However,  it  has  been 
questioned  whether  either  vasodilator  drugs  or 
interruption  of  the  sympathetic  nervous  system 


will  actually  benefit  the  deep  circulation  of  a 
limb. 

Other  therapeutic  measures  have  been  out- 
lined. It  is  essential  to  keep  an  afflicted  limb 
lower  than  the  rest  of  the  body.  It  is  also  im- 
portant to  prohibit  the  use  of  tobacco  in  these 
patients.  Refrigeration  of  a limb  nowadays  is 
restricted  to  use  as  a preparation  for  amputation, 
when  it  may  be  beneficial. 


ANNOUNCEMENT 

• Something  new  has  been  added — to  the  1952  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York! 

• A DINNER  DANCE! 

• Wednesday  night,  May  14,  1952,  7:00  p.m. 

• Penn  Top,  Hotel  Statler,  New  York  City.  Reserve  the  date. 

• Dancing  till  1:00  a.m.  to  Lester  Lanin’s  Orchestra. 

• Subscription  $10.00. 


Case  Reports 


FULMINATING  EOSINOPHILIC  PNEUMONITIS 


David  R.  Capson,  M.D.,  and  Emanuel  W.  Lipschutz,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 


( From  the  Department  of  Medicine,  Belh-El  Hospital ) 


C INCE  Loeffler’s  description  of  the  syndrome  char- 
acterized by  transient  pulmonary  infiltrations 
associated  with  a pronounced  peripheral  eosinophilia, 
at  times  as  high  as  50  or  60  per  cent,  and  eosino- 
philia in  the  bronchial  secretions,  many  such  cases 
have  been  reported.1  It  is  a clinical  entity,  benign 
in  nature,  and  characterized  roentgenologically  by 
the  presence  of  variable,  transient,  infiltrative 
shadows  scattered  throughout  the  lung  fields. 
The  symptoms  are  generally  mild,  manifested  chiefly 
in  cough  and  scant  expectoration,  and  the  physical 
signs,  with  the  exception  of  occasional  moist  rales, 
are  usually  absent. 

Harkavy  in  1941  and  again  in  1943  and  Bayley 
el  al.  in  1945  as  well  as  Bergstrand  have  reported 
cases  presenting  the  clinical  picture  of  a so-called 
Loeffler’s  syndrome,  which  at  autopsy  revealed 
varying  degrees  of  arterial  lesions  in  the  lungs  very 
often  resembling  those  found  in  periarteritis  no- 
dosa.2-5 It  is  very  possible,  as  has  been  pointed  out, 
that  vascular  allergy  may  play  an  important  role  in 
the  causation  and  recurrence  of  these  pulmonary  in- 
filtrations. Occasionally  a case,  presenting  a high 
blood  eosinophilia  and  progressive  pulmonary  in- 
filtrations, is  encountered  which  runs  a downhill 
fulminant  course.  We  have  recently  observed  such 
a case  with  a fatal  outcome,  the  report  of  which 
follows. 


Case  Report 

A fifty-nine-year-old  white  male  was  admitted  to 
the  Beth-El  Hospital  on  February  18,  1950,  with  the 
chief  complaint  of  cough,  fever,  and  pains  in  his 
calves  and  thighs.  He  had  enjoyed  apparent  good 
health  until  two  years  prior  to  admission  when,  fol- 
lowing a mild  cold,  he  developed  asthma  and  sinusi- 
tis with  a chronic  postnasal  drip.-  He  had  two  poly- 
pectomies for  nasal  polyps,  in  1946  and  again  in 
1948,  and  was  receiving  nasal  treatments  from  an 
otolaryngologist. 

Three  weeks  before  entrance,  the  patient  de- 
veloped a “cold”  with  a persistent  cough.  One  week 
later  he  began  to  have  aching  of  both  calf  muscles 
which  soon  spread  to  the  thighs.  At  this  time  he  re- 
ceived five  injections  of  penicillin  (300,000  units 
in  oil)  with  apparent  temporary  improvement. 
Twelve  days  before  admission,  the  patient  visited 
his  physician’s  office  complaining  of  recurrent  leg 
cramps.  1 1 is  temperature  was  100.5  F.  He  was  put 
to  bed,  his  temperature  continuing  and  fluctuating 
between  100.8  and  102.2  F.  The  treatment  he  re- 


ceived consisted  of  a combined  daily  therapy  of 
600,000  units  of  penicillin  in  oil  intramuscularly,  6 
Gm.  of  sulfadiazine,  and  1 Gm.  of  aureomycin 
orally.  In  spite  of  this  there  was  no  response  in  the 
temperature.  A complete  blood  count  taken  at  this 
time  was  reported  as  hemoglobin  90  per  cent,  red 
blood  cells  4,300,000,  color  index  1,  leukocytes  21,000 
with  a differential  count  of  polymorphonuclears  50 
per  cent,  lymphocytes  25  per  cent,  monocytes  4 per 
cent,  and  eosinophils  21  per  cent.  Because  of  the 
high  eosinophilia  he  was  referred  to  the  hospital  for 
further  study. 

The  past  medical  history  did  not  reveal  any  other 
significant  facts.  There  were  no  surgical  illnesses,  no 
history  of  traveling  in  foreign  lands,  and  no  relevant 
family  history. 

Physical  Examination. — The  patient  was  a well- 
developed  white  male  adult,  not  cyanotic  and  not 
dyspneic  but  comfortable  and  cooperative.  The 
temperature  was  101.8  F.,  the  pulse  rate  120  beats 
per  minute,  and  the  blood  pressure  110/70.  His  res- 
pirations were  20  per  minute.  The  head  and  neck 
examination  was  negative  except  that  both  middle 
meati  of  the  nose  were  filled  with  polypoid  tissue. 
Auscultation  of  the  heart  was  negative.  Examina- 
tion of  the  lung  fields  showed  scattered  rales  through- 
out, especially  at  the  bases;  there  was  no  alteration 
of  the  breath  sounds,  and  the  lungs  were  normal  to 
percussion.  The  abdomen  was  negative,  rectal  exam- 
ination negative,  and  neurologic  examination 
normal.  The  extremities  revealed  normal  pulsations 
and  no  edema;  no  other  abnormalities  were  found. 

Laboratory  Data.— On  admission  the  hemoglobin 
was  80  per  cent,  the  leukocyte  count  18,000  with  4 
per  cent  eosinophils.  However,  a hematologic  con- 
sultation two  days  later  reported  29  per  cent  eosino- 
phils and  one  week  later  25  per  cent  eosinophils. 
Urinalysis  showed  persistent  red  blood  cells  from  5 
to  6 to  15  to  20  per  high  power  field,  no  casts,  and  no 
albumin  or  sugar.  The  Mazzini  test  gave  a negative 
reaction.  The  blood  sugar  was  90  mg.  per  100  cc., 
carbon  dioxide  combining  power  68  volumes  per  cent, 
and  urea  nitrogen  14.2  mg.  per  100  cc.  Cold  agglu- 
tination tests  were  negative,  blood  cultures  were 
negative,  agglutination  tests  for  typhoid  O,  H,  para- 
typhoid A and  B,  Bacillus  abortus  and  B.  proteus, 
X-19,  and  the  heterophil  (Paul-Bunnel)  test  were  all 
negative.  The  alkaline  phosphatase  and  acid  phos- 
phatase were  within  normal  limits,  and  so  were 
various  liver  function  tests.  Repeated  sputum  exam- 
inations were  negative  for  acid-fast  organisms,  but 
35  per  cent  eosinophils  were  found.  Repeated  stool 
examinations  for  ova  and  parasites  were  all  negative. 
A bone  marrowr  study  was  reported  as  normal  ex- 
cept for  10  per  cent  eosinophils.  Urine  cultures  re- 
ported the  presence  of  hemolytic  Staphylococcus 
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Fig.  2.  February  24 — Diffuse  proliferative  infil- 
tration throughout  both  pulmonic  fields  ascribable 
to  a bronchopneumonia. 


. aureus.  A Fishberg  concentration  test  was  normal. 
An  excretory  urogram  was  negative.  An  electro- 
cardiogram with  the  exception  of  a sinus  tachycardia 
i was  entirely  normal.  A roentgenogram  of  the  chest 
on  February  21,  1950,  three  days  after  admission, 
revealed  no  evidence  of  recent  or  active  parenchymal 
infiltration  or  pleural  involvement  (Fig.  1). 

The  negative  chest  x-ray  on  admission  with  the 
differential  count  of  only  4 per  cent  eosinophils  made 
us  at  first  doubtful  of  the  accuracy  of  the  preadmis- 
sion studies.  However,  because  of  the  febrile  course 
and  with  the  eosinophil  elevation  to  29  per  cent,  com- 
plete studies  were  made.  On  February  24,  three 
days  after  the  first  chest  plate,  a repeat  x-ray  exam- 
ination of  the  chest  disclosed  a diffuse  proliferative 
infiltration  throughout  both  pulmonic  fields  which 
was  ascribable  to  a bronchopneumonia  (Fig.  2).  On 
February  28  another  film  study  in  posterior-anterior 
and  lateral  positions  was  reported  as  “a  diffuse  pro- 
liferative infiltration  throughout  both  pulmonic 
fields  to  a somewhat  greater  degree  than  on  the 
previous  study.  There  was  also  a tendency  to  coales- 
cence of  the  infiltration  at  the  base  of  the  right  upper 
lobe  laterally.  A moderate  amount  of  pleural  in- 
volvement at  the  right  base  at  the  costophrenic  angle 
was  also  noted”  (Fig.  3). 

A skin  and  muscle  biopsy  was  obtained,  and 
microscopic  examination  of  these  was  reported  as 
normal.  An  ear,  nose,  and  throat  consultation  dis- 
closed bilateral  nasal  polyps,  allergic  rhinitis,  and 
left  antrum  involvement.  A biopsy  taken  of  the 
i polyps  was  reported  as  “pyogenic  granuloma; 
many  eosinophils  present.” 

The  temperature  persisted  throughout  his  hospital 
stay,  varying  from  100  to  102  F.  Treatment  during 
this  period  consisted  of  aminophylline  by  mouth  and 
intravenously,  solution  of  potassium  iodide  10 
minims  three  times  daily,  and  on  the  basis  of  allergy, 
Pyribenzamine  100  mg.  three  times  daily.  Since  his 
resistance  to  chemotherapy  and  antibiotics  prior  to 
admission  had  been  established,  these  were  with- 
held. Our  decision  not  to  use  penicillin  or  sulfona- 
mides was  also  prompted  by  the  reports  of  cases  de- 
veloping Loeffier’s  syndrome  following  the  use  of 
penicillin  and  by  the  work  of  Rich  who  reported 


lesions  resembling  periarteritis  nodosa,  following 
sulfonamide  therapy.6 

Since  ACTH  or  cortisone  could  not  be  obtained 
at  that  time  because  they  were  not  commercially 
available,  an  attempt  to  use  insulin  as  an  ACTH 
stimulator  was  suggested.  Increased  urinary  uric 
acid  excretion  and  fall  in  circulating  eosinophils  are 
indices  of  increased  adrenocortical  activity.  In- 
sulin-induced hypoglycemia  in  the  presence  of  ade- 


Fig.  3.  February  28 — Diffuse  proliferative  infil- 
tration throughout  both  pulmonic  fields  to  a some- 
what greater  degree  than  on  previous  study. 
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quate  adrenal  cortical  tissue  will  produce  a fall  in 
circulating  eosinophils  and  increased  urinary  uric 
acid  excretion.  Administration  of  epinephrine  will 
cause  similar  effects. 

However,  on  the  morning  that  the  insulin  was  to 
be  administered  and  before  it  was  given  (March  3, 
1950),  the  patient  suddenly  went  into  shock.  Phys- 
ical examination  could  not  establish  any  pulmon- 
ary, cerebral,  or  coronary  accident.  A portable  elec- 
trocardiogram showed  no  change  from  the  original 
pattern  on  admission,  perhaps  it  being  too  early  for 
changes  to  be  manifest  on  the  electrocardiogram. 
The  patient  was  placed  in  an  oxygen  tent  and  given 
plasma,  coramine,  and  aureomycin  intravenously. 
No  adrenal  cortical  extract  or  desoxycorticosterone 
acetate  was  given.  On  the  assumption  that  adren- 
aline might  stimulate  a responsive  adrenal  cortex, 
adrenaline  solution  1:1,000,  0.5  cc.,  was  given  every 
two  hours  intramuscularly.  The  patient  did  not  re- 
spond to  the  above  therapy  and  died  that  same  eve- 
ning. Unfortunately,  notwithstanding  all  persuasive 
efforts,  permission  for  a postmortem  examination 
could  not  be  obtained. 


Summary 

A case  of  a fulminating  eosinophilic  infiltration  of 
the  lungs  is  presented.  The  condition  impresses 
one  as  being  caused  by  some  form  of  hyperergy  or 
may  possibly  be  a form  of  an  acute  periarteritis 
nodosa  of  the  lung.  In  the  light  of  our  recent 
knowledge  of  the  effect  of  ACTH  in  allergic  mani- 
festations and  judging  from  some  of  the  favorable  re- 
ports in  the  literature  on  its  therapeutic  efficacy,  it 
seems  obvious  that  ACTH  would  be  the  choice 
agent  in  treating  this  condition. 

25  Plaza  Street 
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BE  REALISTIC.  DOCTORS  TELL  WOMEN  WITH  BREAST  CANCERS 


Women  with  cancer  of  the  breast  should  approach 
the  problem  objectively  and  realize  that  surgery, 
although  mutilating,  will  aid  in  prolonging  their 
lives.  A dual  psychologic  conflict  confronts  a 
woman  with  breast  cancer — adjustment  to  breast 
mutilation  and  adjustment  to  invasion  by  a po- 
tentially deadly  disease,  Drs.  Richard  Renneker 
and  Max  Cutler,  of  Chicago,  stated  in  the  March  8 
issue  of  the  J.  A.  M.  A. 

Approximately  17,000  women  in  the  United 
States  die  of  cancer  of  the  breast  each  year.  The 
highest  incidence  of  breast  cancer  is  between  the 
ages  of  forty  and  fifty,  with  about  75  per  cent  oc- 
curring after  the  age  of  forty. 

The  extent  of  the  disease  when  treatment  is  be- 
gun is  the  most  important  factor  influencing  prog- 
nosis. Both  the  incidence  and  the  number  of  deaths 


from  mammary  cancer  seem  to  be  increasing.  Be- 
tween 30  and  35  per  cent  of  patients  survive  five 
years  after  radical  mastectomy,  the  curability  being 
about  80  per  cent  when  the  disease  is  confined  to 
the  breast  and  about  40  per  cent  when  the  axillary 
nodes  are  invaded.  Women  should  be  told  they 
have  breast  cancer  and  be  made  to  realize  that 
removal  of  the  cancer  is  necessary,  as  it  is  a foreign 
body  threatening  their  lives.  Women  must  be 
made  to  realize  such  an  operation  is  not  to  be  con- 
sidered disfiguring  or  shameful.  They  must  not 
be  afraid  to  face  the  fact  they  have  breast  cancer; 
evading  the  issue  only'  manifests  emotional  dis- 
turbances. 

It  is  best  for  a woman  to  be  acquainted  with  her 
condition,  the  operation,  convalescence,  postoper- 
ative treatment,  and  recovery  prospects. 


PARADUODENAL  HERNIAS 

Daniel  H.  Manfredi,  M.D.,  New  York  City 
( From  the  Knickerbocker  and  Misericordia  Hospitals ) 


LJERNIATION  of  the  small  bowel  into  the  fossae 
about  the  duodenojejunal  juncture  is  a rare 
condition  which  at  times  perplexes  the  diagnostic 
acumen  of  the  surgeon.  The  rarity  of  this  occur- 
rence is  exemplified  by  the  statistics  of  the  Mayo 
Clinic  in  which  there  were  reported  only  eight  cases 
between  the  years  1910  and  1939.  Two  of  their 
cases  occurred  in  the  right  paraduodenal  fossa,  and 
six  were  found  in  the  left  fossa.  The  experience 
with  three  cases  in  the  period  of  four  weeks  has 
prompted  the  author  to  investigate  this  surgical 
diagnostic  enigma  further. 

Pitkin  in  1912  reported  91  cases  of  paraduodenal 
hernias  in  which  the  diagnosis  was  made  correctly 
in  only  three  cases  prior  to  operation.1  Taking  into 
consideration  Lord  Moynihan’s  suggestions  for 
diagnosing  these  cases,  we  have  added  our  own  find- 
ings and  have  tried  to  set  up  a syndrome  pattern  of 
signs  and  symptoms  which  may  lead  one  to  suspect 
paraduodenal  herniation.2  Three  recent  cases  are 
being  reported. 


Case  Reports 

Case  1. — A white  female,  single,  aged  twenty-four 
years,  was  admitted  to  the  hospital  complaining  of 
epigastric  pain  of  several  years  duration.  Her 
symptoms  were  always  heralded  by  the  eating  of 
food.  If  she  ate  small  quantities,  no  pain  would 
occur.  However,  if  she  indulged  in  a full  meal, 
violent  pains  would  ensue  followed  by  nausea  and 
vomiting.  There  was  no  history  of  any  previous 
abdominal  operation. 

Physical  examination  on  admission  day  revealed 
a thin,  obviously  underweight  girl  (weight  102 
pounds,  height  5 feet,  6 inches)  who  was  in  no  acute 
abdominal  distress.  She  feared  to  eat  because  of 
the  alarming,  painful  sequelae  that  followed  meals. 
Examination  of  the  head  and  neck  was  normal  except 
for  facial  acne.  The  heart  and  lungs  were  normal. 
The  abdomen  presented  a flat  appearance  except 
for  a fullness  in  the  right  paraumbilical  region. 
Pressure  over  this  area  caused  pain  which  the 
patient  referred  to  the  region  of  the  third  portion 
of  the  duodenum  or  the  level  of  the  second  lumbar 
vertebra.  The  maneuver  of  exerting  pressure  with 
the  left  hand  over  the  right  paraumbilical  fullness 
while  the  right  hand  remained  over  the  above- 
mentioned  duodenal  region  revealed  that  borboryg- 
mus  and  tenderness  were  elicited  under  the  right 
hand.  This  phenomenon  is  probably  caused  by  the 
distention  due  to  pressure  and  the  escape  of  gas 
through  the  constricting  hiatus  of  the  paraduodenal 
fossa.  Her  laboratory  examinations  and  x-ray 
studies  were  all  within  normal  limits. 

It  was  decided  that  her  obstructive  symptoms  re- 
quired relief  which  had  not  been  obtained  by  con- 
servative measures.  A laparotomy  was  performed 
through  a right  paraumbilical  rectus  muscle-split- 
ting incision.  On  exploring  the  peritoneal  cavity 
it  was  noted  that  most  of  her  small  intestines  had 
herniated  through  a right  paraduodenal  fossa  open- 
ing, and  on  lifting  up  the  transverse  mesocolon  the 
coils  of  intestines  could  be  seen  behind  the  leaf  of 
the  mesocolon.  On  withdrawing  the  entrapped  in- 


testines from  the  containing  pouch,  they  were  again 
in  their  normal  habitat,  i.e.,  the  peritoneal  cavity. 
The  paraduodenal  fossa  aperture  was  then  closed 
with  interrupted  black  silk  sutures,  being  careful 
to  avoid  injury  to  the  left  inferior  mesenteric  vein 
which  formed  the  left  boundary  of  the  aperture. 
Her  postoperative  course  was  smooth,  and  latest 
word  from  her  physician  reveals  a 12-pound  gain  in 
weight  with  cessation  of  all  postprandial  abdominal 
pains. 

Case  2. — A very  undernourished  and  thin  Negro 
male  stated  that  he  had  become  a heroin  addict  be- 
cause of  his  abdominal  “misery.”  For  several 
years  he  had  complained  of  epigastric  pains  fol- 
lowing the  ingestion  of  his  meals.  The  attacks  had 
become  progressively  more  intense  in  severity  so 
that  narcotics  were  necessary  to  give  him  relief. 
On  admission  to  the  hospital  a history  had  been  ob- 
tained in  which  he  had  experienced  a very  severe 
attack,  and  he  had  taken  a very  large  dose  of  nar- 
cotic to  relieve  it.  The  patient  expired,  and  on 
autopsy  about  two  thirds  of  his  small  intestines  had 
herniated  through  a paraduodenal  fossa  opening  on 
the  right  side  and  were  interposed  behind  the 
leaves  of  the  transverse  mesocolon.  The  herniation 
was  easily  reduced.  While  it  is  still  a matter  of 
conjecture,  this  man  might  have  been  saved  from  the 
abyss  of  heroin  addiction  and  eventual  death  had 
an  early  operation  been  performed  to  correct  his 
condition. 

Case  8. — An  adult  white  male,  aged  sixty-four, 
was  admitted  to  the  hospital  with  a history  of  ab- 
dominal pain,  distention,  nausea,  and  obstipation. 
His  previous  history  was  essentially  normal  except 
for  the  usual  childhood  diseases.  He  had  never 
undergone  any  abdominal  operations.  Roentgen 
studies  revealed  a small  bowel  obstruction.  He  was 
treated  conservatively  with  intubation,  intravenous 
therapy,  fluids,  electrolytes,  blood,  and  vitamins 
with  no  improvement  in  his  condition.  Alaparotomy 
was  performed  ninety-six  hours  after  admission  to 
the  hospital.  A right  paraduodenal  fossa  hernia 
was  found  with  about  18  inches  of  small  bowel 
herniated  into  the  fossa.  On  reducing  the  hernia 
a portion  of  jejunum  was  found  to  have  become 
necrotic.  This  was  resected,  and  an  end-to-end 
anastomosis  was  performed.  The  patient  was  in 
surgical  shock  all  through  the  operation.  His  post- 
operative condition  was  poor,  and  despite  all 
measures  he  died  twenty-four  hours  after  his  opera- 
tion. 

Comment 

Herniations  behind  the  transverse  and  ascending 
mesocolon  are  found  as  a rule  either  at  autopsy  or 
upon  surgical  intervention  for  some  other  condition. 
The  superior  duodenal  fossa  is  the  most  constant  of 
the  peritoneal  depressions.  The  fossa  lies  at  the 
level  of  the  second  lumber  vertebra  and  is  bounded 
anteriorly  by  the  superior  duodenal  fold  and  in- 
feriorly  by  the  free  margin  of  the  peritoneum  over 
the  anterior  surface  of  the  terminal  duodenum. 
The  lateral  attachment  is  just  right  of  the  inferior 
mesenteric  vein  (vascular  fold).  The  sac  is  in  the 
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right  half  of  the  abdomen  lying  between  the  ascend- 
ing and  transverse  mesocolon  (Fig.  1).  The  inferior 
duodenal  fossa  has  its  orifice  facing  the  superior 
duodenal  fossa.  However,  its  sac  extends  to  the 
left.  The  mesentericoparietal  fossa  lies  immediately 
below  the  horizontal  portion  of  the  duodenum  in  the 
base  of  the  mesentery  and  just  behind  the  superior 
mesenteric  vessels  as  they  pass  through  the 
mesentery. 

There  are  certain  anatomists  who  theorize  that 
paraduodenal  hernias  are  a congenital  anomaly  due 
to  the  imprisonment  of  the  small  intestines  beneath 
the  mesentery  of  the  developing  colon.  We  have 
made  attempts  to  evert  the  sacs  of  these  hernias, 
but  their  anatomic  nature  has  precluded  all  our 
attempts. 

The  symptomatology  of  this  condition  can  easily 
be  confused  with  that  of  any  intestinal  obstruction. 
With  a history  of  no  previous  surgery  and  con- 
fronted with  a mechanical  type  of  obstruction  in 
which  no  obvious  _cause  is  apparent,  it  may  be  pru- 
dent to  keep  this  condition  in  mind.  The  out- 
standing symptom  in  our  cases  was  the  abdominal 
pain  associated  with  the  ingestion  of  food.  Small 
quantities  of  food  did  not  seem  to  initiate  the  pain. 
The  larger  meals  caused  distention  of  the  entrapped 
loops  with  the  subsequent  sequelae.  These  patients 
become  undernourished.  The  blood  studies  are 
equivocal.  X-ray  studies  are  of  value  in  an  ex- 
clusion capacity.  Bimanual  palpation  of  the  ab- 
dominal wall  with  the  transmission  of  the  pain  to  the 
paraduodenal  region  is  a valuable  diagnostic 
maneuver  (Fig.  2). 


Fig.  2.  Useful  maneuver  as  aid  in  diagnosis  of 
paraduodenal  herniation:  pressure  is  extended  over 
herniated  mass,  palpating  finger  over  paraduodenal 
fossa  hiatus. 


Summary 

Three  cases  are  reported  of  herniation  of  the 
jejunoileum  into  a paraduodenal  fossa.  The  lack 
of  adhesions  or  scarring  made  reduction  of  these 
hernias  possible.  Excision  of  the  hernia  sac  is  im- 
practical because  of  its  anatomic  nature.  The 
symptoms  may  be  suggestive  of  any  type  of  in- 
testinal obstruction.  Closure  of  the  hiatus  of  the 
pouch  with  avoidance  of  the  inferior  mesenteric 
vessels  is  a satisfactory  treatment.  A bimanual 
manuever  is  suggested  as  an  aid  in  the  diagnosis  of 
these  cases. 
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WHY  BLAME  TOBACCO? 

Smoking  is  on  rather  a different  footing  from  ex- 
cessive eating  and  drinking;  as  Calverley  said: 
“Stories,  I know,  are  told  not  to  thy  credit,”  but 
whatever  may  be  true  of  the  effects  of  the  injection 
of  nicotine  into  cats  and  rabbits,  tobacco  smoking 
has  not  been  proved  to  cause  arteriosclerosis  in  man. 
As  Sir  Clifford  Allbutt,  a nonsmoker  and  with  a 
peculiar  susceptibility  to  tobacco  smoke,  pointed 


out,  if  in  any  way  it  does  cause  arterial  disease  the 
process  is  so  slow,  at  any  rate  in  most  people,  that 
its  effects  become  so  mingled  with  other  manifesta- 
tions of  old  age  as  to  be  almost  impossible  to  dis- 
criminate; further,  as  Ruffer  proved  by  examination 
of  mummies,  the  ancient  Egyptians  (1580  B.C.- 
525  A.D.)  certainly  had  arteriosclerosis  without 
the  consolation  of  tobacco. — Sir  Humphry  RoUeston 


CRYPTOGENIC  GASTROINTESTINAL  BLEEDING  DUE  TO  A NEOPLASM 

I.  H.  Parnes,  M.D.,  New  York  City 

( From  the  Surgical  Service  of  Mt.  Sinai  Hospital) 

'T'HE  cause  of  some  cases  of  gastrointestinal  bleed- 
ing  may  at  times  be  extremely  difficult  to  es- 
tablish, taxing  to  the  limit  all  diagnostic  aids. 

Under  such  circumstance  the  bleeding  is  said  to  be  of 
cryptogenic  origin.  Occasionally  the  most  com- 
plete and  thorough  surgical  exploration  and  even  a 
complete  postmortem  examination  may  fail  to 
demonstrate  the  source  of  the  bleeding.  The  case 
to  be  described  falls  under  the  heading  of  crypto- 
genic gastrointestinal  bleeding  because  all  diag- 
nostic procedures  failed  to  demonstrate  the  cause. 

Operation  solved  the  problem,  and  a probable  cure 
has  been  obtained. 

Case  Report 

Mrs.  I.  F.,  a seventy-three-year-old  white  female, 
was  admitted  for  the  fourth  time  to  the  Mt.  Sinai 
Hospital  on  December  26,  1950.  Her  complaint 
was,  as  on  the  three  previous  admissions,  weakness, 
tarry  stools,  and  anemia.  She  had  previously  been 
admitted  to  Mt.  Sinai  Hospital  in  December,  1949, 
and  March  and  October,  1950.  Complete  workup 
each  time  included  gastrointestinal  x-rays,  sig- 
moidoscopy, and  hematologic  study  and  failed  to 
reveal  anything  significant.  Each  time  the  patient 
was  transfused  and  sent  home  with  a diagnosis  of 
cryptogenic  gastrointestinal  bleeding.  On  the 
patient’s  last  admission  she  had  a recurrence  of  tarry 
stools  for  four  weeks  prior  to  admission.  There 
was  no  abdominal  pain,  nausea,  or  vomiting.  Past 
history  was  noncontributory. 

Physical  examination  on  admission  showed  a 
pale,  chronically  ill  woman.  The  blood  pressure 
was  130/70,  pulse  92.  Abdominal  examination  was 
equivocal;  some  observers  felt  an  ill-defined  mass 
that  seemed  attached  to  the  uterus  in  the  right  lower 
quadrant  of  the  abdomen.  The  pelvic  examination 
seemed  to  confirm  the  abdominal  finding  of  an  ill- 
defined  mass  in  the  lower  abdomen. 

Hemoglobin  on  admission  was  6.5  Gm.  with 
2,500,000  red  cells  and  6,700  white  blood  corpuscles 
with  a normal  differential.  On  discharge  after 
operation  hemoglobin  was  13  Gm.  and  white  count 
8,050.  Blood  chemistries  were  within  normal 
limits  except  for  a moderate  elevation  of  the  urea 
nitrogen  which  was  28  mg.  per  cent.  Blood  studies 
were  normal. 

Roentgenographic  examination  of  the  gastro- 
intestinal tract  showed  no  abnormality  in  the  esoph- 
agus, stomach,  or  duodenum.  The  small  bowel 
was  studied  at  short  intervals  and  showed  no  dis- 
turbance in  pattern  or  motility.  Just  above  the 
level  of  the  pelvic  inlet  the  small  bowel  was  dis- 
placed by  a mass  which  was  fixed  at  one  point  to  a 
portion  of  small  bowel.  The  interpretation  was 
that  there  was  no  intrinsic  abnormality  in  the  bowel 
and  that  this  was  an  incidental  adhesion  between  a 
uterine  mass  and  the  small  bowel  (Fig.  1). 

Gastroscopy  and  sigmoidoscopy  were  within 
normal  limits. 

Course. — The  patient  continued  to  show  gross  or 
occult  blood  in  the  stool,  and  after  her  blood  picture 
was  restored  to  normal  with  transfusions  of  2,500 
cc.  of  whole  blood,  an  abdominal  exploration  was 


Fig.  1.  Appearance  of  small  bowel  loops  in  the 
right  lower  quadrant.  The  short  segment  is  fixed, 
and  the  nipple-like  projection  is  visualized.  Note 
the  displacement  of  the  small  bowel  by  a mass 
which  is  fixed  to  the  bowel. 


decided  upon.  The  preoperative  diagnosis  was 
retroperitoneal  neoplasm. 

Operation. — On  February  13,  1951,  seven  weeks 
after  admission,  under  general  anesthesia  the  ab- 
domen was  opened  through  a right  mid  rectus  in- 
cision. A reddish-brown,  lobulated,  irregularly 
shaped  tumor,  12  by  7 cm.  presented.  This  was 
attached  to  a loop  of  ileum  with  numerous  blood 
vessels  coursing  between  the  tumor  and  small 
bowel.  It  was  also  adherent  to  the  dome  of  the 
bladder.  It  was  decided  to  resect  the  tumor  and 
the  small  bowel  in  continuity.  There  was  no  evi- 
dence of  metastases  in  the  abdomen.  The  adhesions 
of  the  tumor  to  the  dome  of  the  bladder  were  easily 
separated  without  entering  into  the  tumor.  The 
tumor  and  a 12-cm.  segment  of  small  bowel  were 
removed,  and  a side-to-side  anastomosis  restored  the 
continuity  of  the  bowel.  The  abdomen  was  closed 
with  buried  figure-of-eight  steel  wire  sutures.  The 
patient  received  500  cc.  of  blood  during  the  operative 
procedure. 

Her  postoperative  course  was  complicated  by  an 
allergic  dermatitis  from  penicillin  and  a severe 
diarrhea  from  terramycin,  both  of  which  subsided. 
The  wound  healed  per  primam,  and  she  was  dis- 
charged well.  Follow-up  thus  far  shows  no  recur- 
rence of  bleeding  and  no  evidence  of  neoplastic 
spread. 
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Fig.  2.  The  gross  specimen  of  the  tumor  mass  and 
its  attachment  to  the  resected  portion  of  small  bowel. 


Pathologic  Report. — Segment  of  small  bowel 
showing  large  exointestinal  neurofibrosarcoma  of 
low-grade  malignancy.  The  specimen  consisted  of 
22  cm.  of  small  bowel  attached  to  which  is  a large, 
nodular,  grayish  tumor  mass  measuring  12  cm.  in 
diameter.  The  point  of  attachment  is  represented 
on  the  mucosal  surface  of  the  bowel  by  a 1-cm. 
dimple,  the  base  of  which  shows  some  ulceration. 
The  surface  of  the  tumor  shows  varying  sized,  irregu- 
lar nodules  with  a few  hemorrhagic  areas.  The 
cut  surface  shows  grayish-pink,  smooth,  glistening 
tissue  which  shows  irregular,  flashy  lobulations. 
Areas  of  cystic  degeneration  are  present  and  some 
areas  of  hemorrhage.  One  3-cm.  yellowish  area  con- 
tains calcified  deposits  (Fig.  2). 

Comment 

In  view  of  the  radical  type  of  resection  that  was 
performed  and  the  low-grade  malignancy  of  the 
tumor,  the  prognosis  in  this  case  seems  to  be  good. 
In  retrospect  the  x-ray  films  illustrate  clearly  the 
puckering  of  the  small  intestine  at  the  point  of 


origin  of  the  tumor.  The  only  positive  diagnostic 
sign  in  this  case  was  found  on  careful  x-ray  examina- 
tion of  the  small  bowel. 

Tumors  of  the  small  bowel  are  relatively  infre- 
quent. Raiford  found  that  benign  tumors  of  the 
small  bowel  are  more  frequent  than  the  malignant 
tumors  of  the  same  region.1  Malignant  neoplasms 
of  the  small  intestine  make  up  only  5 per  cent  of  the 
total  number  of  malignant  tumors  of  the  entire 
gastrointestinal  tract,  and  benign  tumors  make  up 
25  per  cent  of  the  benign  tumors  of  the  gastro- 
intestinal tract. 

Many  tumors  of  the  small  bowel  give  no  symp- 
toms at  all  and  are  discovered  only  at  autopsy. 
Others  produce  signs  and  symptoms  which  van- 
according  to  the  site,  size,  bleeding  tendencies,  and 
location  of  the  tumor  with  respect  to  the  lumen. 
The  symptoms  often  suggest  small  bowel  obstruc- 
tion. Bleeding  of  varying  intensity  may  occur 
with  any  of  the  tumors.  The  carcinoid  variety 
very  rarely  bleed  profusely,  but  there  may  be  mild 
hemorrhage  due  to  superficial  ulceration.  The 
leiomyoma  often  produces  repeated  large  hemor- 
rhages. 

Repeated  intestinal  hemorrhages  without  roent- 
genologic evidence  of  pathology  in  the  esophagus, 
stomach,  or  large  bowel  may  be  a sign  of  a tumor  in 
the  small  intestines,  and  a careful  x-ray  examination 
of  the  entire  small  bowel  should  be  done.  This 
may  solve  some  of  the  cases  of  cryptogenic  bleeding. 
However,  all  cases  of  cryptogenic  bleeding  should 
be  operated  upon.  Hanno  in  1944  reported  a case 
of  leiomyoma  of  the  jejunum  which  caused  20 
episodes  of  bleeding  over  a fourteen-year  period.2 
Death  occurred  from  the  last  hemorrhage,  and  the 
diagnosis  was  made  at  necropsy. 

Summary 

A case  is  reported  of  an  exointestinal  neurofibro- 
sarcoma of  the  jejunum  which  was  the  cause  of 
gastrointestinal  bleeding  of  one  and  one-half  years 
duration.  Although  the  patient  had  four  hospital 
admissions,  complete  diagnostic  workup,  including 
thorough  roentgenologic  examination  of  the  gastro- 
intestinal tract,  could  not  establish  the  diagnosis. 
Only  at  operation  was  the  true  cause  disclosed. 
A radical  resection  was  then  carried  out. 
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TEMPORARY  HAIR  LOSS  FOLLOWING  COLD  WAVING  WITH 
THIOGLYCOLATE  PREPARATIONS 


H.  H.  Sawicky,  M.D.,  New  Rochelle,  New  York,  and  Norman  B.  Kanof,  M.D., 

New  York  City 

{From  the  Department  of  Dermatology  and  Syphilology  of  the  New  York  University  Post-Graduate  Medical 
School  and  the  Skin  and  Cancer  Unit  of  University  Hospital) 


T)ERMANENT  waving  with  various  salts  of  thio- 

glycolic  acid,  so-called  cold  waving,  has  increased 
tremendously  in  popularity  in  the  last  ten  years. 
The  many  millions  of  applications  of  the  waving 
materials  containing  these  compounds,  both  in 
beauty  shops  and  at  home,  attest  to  the  basic  safety 
of  the  method. 

The  medical  literature  has,  nevertheless,  mirrored 
the  increased  exposure  of  the  public  to  thioglycolate, 
for  whenever  a large  segment  of  the  public  is  ex- 
posed to  a compound  or  group  of  compounds  which 
have  not  been  in  general  use,  reactions  will  be  noted 
and  reported  by  the  medical  profession. 

At  an  alkaline  pH  the  thioglycolate  in  the  cold 
wave  preparation  acts  on  the  hair  by  virtue  of  its 
sulfhydryl  (SH)  group,  which  breaks  the  long  thread- 
like protein  molecules  of  the  hair  by  splitting  the 
S-S-  linkage  in  the  amino  acid  cystine  (thus  reduc- 
ing it  to  cysteine)  and  allows  the  hair  to  be  bent 
and  twisted  to  the  desired  shape  and  form.  The 
stable  S-S-  linkage  is  then  re-established  by  the  use 
of  suitable  oxidizing  agents  such  as  hydrogen  per- 
oxide. 

The  vast  majority  of  untoward  reactions  from  this 
procedure  are  local  ones,  occurring  on  or  about  the 
scalp  of  the  person  to  whom  the  wave  is  applied  or 
on  the  hands  and  fingers  of  the  person  applying  the 
solution.1  The  reactions  are  almost  always  due  to 
primary  irritation;  reports  of  true  allergic  hyper- 
sensitivity have  been  rare  up  to  the  present. 

One  undesirable  and  distressing  effect  which  may 
occur  following  the  use  of  cold  wave  preparations  is 
temporary  loss  of  hair.  This  has  been  reported  by 
Reiches  and  Lane  but  is  not  otherwise  mentioned  in 
the  literature  on  this  subject.1  We  wish  to  report 
two  cases  in  which  defluvium  occurred. 

Case  Reports 

Case  1. — F.  D.,  a white  woman  aged  thirty-four, 
complained  of  pain  over  the  scalp  a few  hours  after 
the  application  of  a cold  wave  preparation  contain- 
ing thioglycolate.  At  the  same  time  the  hair  began 
to  fall  out  profusely.  The  patient  was  examined 
1 three  days  after  the  wave  had  been  applied,  at 
1 which  time  a large  area  encompassing  the  fronto- 
parietal area  of  the  scalp  was  denuded  of  hair 


Fig.  1.  Temporary  hair  loss  following  cold  waving 
with  thioglycolate  preparation. 


(Fig.  1).  Adjacent  areas  showed  numerous  broken 
hairs,  and  there  were  some  broken  hairs  throughout 
the  scalp.  The  soreness  of  the  scalp  responded 
quickly  to  soothing  local  medication.  Beginning 
regrowth  of  hair  was  evident  two  weeks  after  the 
start  of  the  episode. 

Case  2. — M.  S.,  a white  woman  aged  forty-nine, 
noted  loss  of  hair  shortly  after  using  a cold  wave 
preparation  containing  thioglycolate.  She  was  not 
seen  until  six  weeks  after  application,  at  which  time 
examination  revealed  diffuse  scalp  hair  loss,  most 
marked  in  the  frontal  area.  There  was  already 
hair  regeneration  at  this  time,  and  recovery  was 
almost  complete  one  month  later. 
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All  progress  is  made  by  men  of  faith  who  believe  in  what  is  right  and,  what  is  more  important, 
actually  do  what  is  right  in  their  oum  private  affairs. — Thomas  Dreier 
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HURTHLE  CELL  ADENOMA  OF  THE  THYROID 


Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery,  St.  Peter’s  Hospital ) 


A MONG  the  surgical  pathologic  entities  en- 
countered in  thyroid  surgery  is  the  Hurthle  cell 
tumor.  It  is  among  the  rarer  adenomata  seen  in 
the  thyroid  gland.  The  derivation  of  this  tumor  is 
obscure.  It  has  been  stated  that  the  cell  of  origin 
is  a thyroid  unit;  other  opinions  have  maintained 
that  it  is  a parathyroid  derivative.  Some  believe 
it  to  be  a stage  in  the  secretory  phase  of  the  thy- 
roid epithelium.  There  are  others  who  state  that 
this  type  of  adenoma  is  a product  of  degeneration. 
According  to  Symmers  the  tumor  arising  from  this 
cell  is  divisible  into  two  varieties:  (1)  an  adenoma 
showing  no  malignant  qualities  and  (2)  a tumor  dis- 
playing the  ability  to  metastasize,  thus  falling  into 
the  category  of  a malignant  neoplasm.1  In  a con- 
secutive series  of  more  than  200  thyroid  procedures 
only  one  instance  of  Hurthle  cell  tumor  was  en- 
countered by  me. 


Case  Report 

The  patient  was  a forty-seven-year-old  business 
executive  who  was  seen  for  the  first  time  in  August, 
1951.  He  presented  the  history  of  an  enlargement 
in  the  right  side  of  the  neck  over  a two-month  period. 
No  toxic  symptoms  were  reported.  The  significant 
physical  findings  were  found  in  the  right  side  of  the 
neck  where  a visible  mass  was  noted.  This  mass 
was  partially  subclavicular  in  location  and  moved 
with  deglutition.  The  preoperative  diagnosis  of  a 
right  cystic  adenoma  was  made.  The  patient  was 
prepared  for  surgery  and  operated  upon.  A right 
hemithyroidectomy  was  performed  without  any 
operative  or  postoperative  complication. 

Pathology  Report. — The  surgical  specimen  was 
thyroid  gland  measuring  6 by  3.5  by  3.5  cm.  It  was 
largely  made  up  of  a well-encapsulated  nodule,  the 
cut  surfaces  of  which  were  amber  and  dark  red.  A 
rim  of  normal  thyroid  tissue  surrounded  the  nodule. 

Microscopic  study  indicated  that  the  nodule  had 
a connective  tissue  capsule  from  which  vascularized 
trabeculae  penetrated  into  various  directions,  divid- 
ing the  tumor  into  lobules  of  various  sizes  and  shapes 
(Fig.  1).  The  cells  were  roughly  polygonal  in 
shape  with  an  alveolar-like  formation.  These  cells 
were  large  and  pale  in  type.  The  cytoplasm  was 
eosinophilic  containing  small,  oval,  deeply  staining 
nuclei.  The  pathologist’s  diagnosis  was  Hurthle 
cell  adenoma. 


Fig.  1.  Low  power  photomicrograph  of  Hurthle 
cell  adenoma  showing  trabeculae  and  large  vacuo- 
lated cells. 


was  not  malignant.  However,  it  was  further 
thought  that  the  Hurthle  cell  adenoma  should  be 
considered  similar  to  the  other  adenomata  of  the 
thyroid  in  regard  to  malignancy.  Since  it  is  the 
consensus  of  opinion  among  thyroid  surgeons  that 
7 to  8 per  cent  of  thyroid  adenomata  are  potentially 
malignant,  this  concept  should  also  be  applied  to 
the  thyroid  adenoma  under  discussion.  However, 
the  Hurthle  adenoma  is  so  rarely  encountered  that 
it  is  doubted  that  an  adequate  series  is  available  to 
determine  the  percentage  of  malignant  adenomata 
in  a stated  number  of  cases. 

There  is  a Hurthle  cell  tumor  described  which  is 
congenital  in  origin.  The  cell  derivation  of  this 
congenital  adenoma,  as  in  the  adult  type,  is  not  defi- 
nitely established.  It  may  find  its  origin  in  the 
thyroid,  the  parathyroid  or  other  glandular  struc- 
ture.1 It  is  mentioned  here  for  completeness  of  the 
available  existing  information  on  this  subject. 
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It  was  thought  that  the  adenoma  here  reported  i.  Symmers,  D.:  Arch.  Path.  31:99  (Jan.)  1941. 


BROMIDE  INTOXICATION:  A MEDIOLEGAL  ISSUE 


The  author  takes  issue  with  those  who  contend 
that  bromide  psychoses  are  extremely  rare,  occur- 
ring only  in  persons  predisposed  to  mental  illness. 
He  describes  the  drug  as  “dangerous”  and  makes  a 
plea  for  proper  labeling  and  control.  He  cites  a 
figure  of  0.2  per  cent  as  the  incidence  of  psychoses 
due  to  all  drugs  and  mentions  the  common  practice 
of  classifying  hospital  patients  in  bromide  delirium 
according  to  the  pre-existing  disorder  for  which  the 


drug  was  taken — for  example,  a psychoneurosis.  He 
points  out  that  since  many  mental  hospitals  do  not 
routinely  run  bromide  tests,  many  cases  of  bromide 
intoxication  may  be  overlooked  or  misclassified.  Al- 
though 150  mg.  per  cent  bromide  is  considered  a 
toxic  level,  the  author  stresses  the  importance  of  the 
time  element  in  any  experiments  on  bromide  intoxi- 
cation.— Max  Levin,  M.D.,  Diseases  of  the  Nervous 
System,  January,  1952 
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TREATMENT  OF  RENAL  TUBERCULOSIS  COMPLICATING  PREGNANCY 
Perry  Katzen,  M.D.,  and  I.  S.  Friedman,  M.D.,  Brooklyn,  New  \ork 
( From  the  Departments  of  Urology  and  Medicine  of  the  Jewish  Hospital ) 


\\7TIEN  renal  tuberculosis  complicates  pregnancy 
' * and  streptomycin  therapy  is  contemplated,  the 
possible  toxic  actions  upon  both  mother  and  fetus 
must  be  considered.  Since  the  toxic  responses  are 
not  predictable,  the  decision  as  to  when  to  institute 
such  treatment  should  be  based  upon  the  severity 
and  rate  of  progress  of  the  tuberculous  process.  In 
the  case  we  are  reporting  the  disease  appeared  to  be 
of  long  duration  and  only  slowly  progressive,  be- 
cause of  which  the  administration  of  streptomycin 
was  postponed  until  the  postpartum  period. 


Case  Report 

Mrs.  E.  C.,  age  thirty-six,  consulted  us  in  April, 
1948,  in  her  third  month  of  pregnancy,  complaining 
of  gross  hematuria  of  one  week  duration.  There 
was  no  urinary  frequency  or  dysuria  and  no  pain 
over  either  renal  area.  This  was  the  patient’s 
second  pregnancy;  the  first  occurred  five  years 
previously  and  was  uneventful,  terminating  in  the 
normal  delivery  of  a healthy  baby.  Six  years  be- 
fore she  had  had  an  attack  of  pain  in  the  right 
Hank,  and  urologic  investigation  elsewhere  resulted 
in  a diagnosis  of  possible  right  ureteral  calculus. 
Although  a calculus  was  never  recovered,  the  pain 
subsided  spontaneously,  and  there  had  been  no 
symptoms  referable  to  the  urinary  tract  until  the 
present  episode  of  hematuria. 

Twenty  years  previously  pain  had  been  present 
over  the  region  of  the  right  hip.  The  patient 
stated  that  x-ray  studies  then  had  revealed  soft 
tissue  calcification  near  the  right  hip  joint  which  was 
attributed  to  an  old  injury.  The  previous  history 
was  otherwise  noncontributory  with  the  exception  of 
right  otitis  media  during  childhood. 

Physical  examination  showed  a well-nourished, 
well-developed  patient  who  was  three  months  preg- 
nant. There  was  scarring  of  the  right  tympanic 
membrane  due  to  an  old,  healed  perforation.  The 
heart  and  lungs  were  normal.  The  blood  pressure 
was  125/70.  Palpation  of  the  abdomen  revealed  an 
enlarged,  pregnant  uterus.  No  other  viscera  and 
no  masses  could  be  felt.  There  was  no  costoverte- 
bral tenderness  on  either  side. 

Urine  analysis,  after  the  gross  hematuria  subsided, 
disclosed  an  acid  reaction,  2 plus  albuminuria,  no 
glycosuria,  many  pus  cells,  and  many  red  blood 
cells.  Intravenous  urography  revealed  normal- 
sized kidneys,  good  function  bilaterally,  and  no 
urinary  calculi.  On  the  left  the  pyeloureterogram 
was  normal.  On  the  right  there  was  marked  dilata- 
tion of  a superior  calyx,  but  the  other  calyces  were 
normal,  as  were  also  the  renal  pelvis  and  the  ureter. 
There  were  two  stippled,  calcific  shadows  in  the 
left  upper  abdomen  which  varied  in  position  and  had 
the  typical  appearance  of  calcified  lymph  nodes. 

At  cystoscopy  the  bladder  capacity  was  normal; 
there  was  an  intense  chronic  inflammation  of  the 
entire  bladder  mucosa,  but  no  tubercles  or  ulcera- 
tions were  present.  The  left  ureter  orifice  was 
normal,  the  right  was  inflamed.  Intravenous  in- 
digo-carmine test  showed  good  dye  excretion  from 
each  kidney.  Both  ureters  were  catheterized  with- 
out encountering  any  obstructions;  there  was  a re- 
turn of  crystal  clear  urine  from  the  left  kidney  and 


Fig.  1.  Retrograde  pyelogram  before  treatment 
showing  dilated  superior  calyx. 


turbid  urine  from  the  right.  The  left  kidney  urine 
was  negative  microscopically  and  contained  no 
bacteria  on  smear;  the  right  kidney  urine  con- 
tained many  pus  cells  and  many  gram-positive  cocci 
on  smear.  On  direct  smear  no  tubercle  bacilli 
could  be  found  in  the  urine  from  either  kidney,  but 
on  guinea  pig  inoculation  the  left  kidney  urine  was 
negative  and  the  right  kidney  urine  positive  for 
tubercle  bacilli.  Right  retrograde  pyelography 
demonstrated  more  clearly  the  dilated  superior 
calyx  noted  on  the  excretory  urograms;  this  was  in- 
terpreted as  the  seat  of  an  active  tuberculous  process 
(Fig.  1).  A diagnosis  of  right  renal  tuberculosis  was 
made.  X-ray  examination  of  the  right  hip  in- 
dicated changes  highly  suggestive  of  healed  tuber- 
culosis of  the  greater  trochanter  of  the  femur. 

It  was  decided  to  allow  the  pregnancy  to  continue 
and  to  postpone  treatment  of  the  renal  tuberculosis 
until  the  postpartum  period.  During  the  re- 
mainder of  her  pregnancy,  in  order  to  control  the 
secondary  urinary  infection,  several  courses  of 
sulfadiazine  were  administered,  consisting  of  2 Gin. 
daily  for  ten  days  at  a time.  There  was  no  recur- 
rence of  hematuria,  and  the  patient’s  progress  for 
the  remainder  of  her  pregnancy  was  satisfactory. 
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Fig.  2.  Retrograde  pyelogram  after  one  month  of 
dihydrostreptomycin. 


On  October  6,  1948,  she  was  uneventfully  delivered 
of  a normal,  full-term  child. 

Six  weeks  postpartum  the  patient  was  restudied 
urologically.  Intravenous  urography  again  visual- 
ized a- dilatation  of  the  superior  calyx  of  the  right 
kidney,  identical  in  appearance  to  that  seen  in 
early  pregnancy;  there  was  no  other  abnormality 
of  the  pyeloureterogram  on  either  side.  Cystoscopy 
likewise  revealed  findings  similar  to  those  noted  in 
her  early  pregnancy,  namely,  intense  chronic  cys- 
titis, an  inflamed  right  ureter  orifice,  and  good  in- 
digo-carmine excretion  by  each  kidney.  Both  ure- 
ters were  easily  catheterized,  obtaining  clear  urine 
from  the  left  kidney  and  turbid  urine  from  the  right. 
The  bladder  and  right  kidney  urines  again  contained 
many  pus  cells,  but  no  bacteria  on  smear;  the  left 
kidney  urine  contained  no  pus  cells  or  bacteria. 
Guinea  pig  inoculation  of  urine  from  the  right  kid- 
ney was  positive  for  tubercle  bacilli  and  that  from 
the  left  kidney  was  negative.  Other  than  the  old, 
healed  perforation  of  the  right  tympanic  membrane 
complete  physical  examination  at  this  time  showed 
no  abnormalities.  Chest  x-ray  disclosed  no  pul- 
monary pathology;  the  blood  count  was  normal. 

For  the  following  one  hundred  twenty  days  she 
was  confined  to  bed,  and  2 Gm.  of  dihydrostreptomy- 
cin were  administered  intramuscularly  each  day. 
For  the  first  sixty  days  she  received  0.67  Gm.  every 
eight  hours;  this  was  then  changed  to  0.5  Gm.  every 
six  hours  for  the  remainder  of  her  course  of  treat- 
ment. There  were  no  untoward  effects  from  the 
medication  except  for  mild  ringing  in  the  ears  which 


Fig.  3.  Retrograde  pyelogram  three  months  after 
completion  of  course  of  dihydrostreptomycin. 

developed  ten  da3rs  after  treatment  was  completed 
and  subsided  within  a week.  Blood  chemical  stud- 
ies and  blood  count  showed  no  abnormalities  at  any 
time. 

After  one  month  of  dihydrostreptomycin  therapy 
improvement  was  already  apparent.  Cystoscopy 
at  that  time  disclosed  considerable  lessening  of  the 
cystitis,  and  the  previously  inflamed  right  ureter 
orifice  now  appeared  normal.  The  bladder  urine 
contained  less  albumin  and  pus  than  prior  to  treat- 
ment; likewise  the  urine  obtained  from  the  right 
kidney  by  ureteral  catheter  revealed  a diminished 
number  of  pus  cells.  Both  on  direct  smear  and  by 
guinea  pig  inoculation  the  bladder  and  right  kidney 
urine  were  now  negative  for  tubercle  bacilli.  Evi- 
dence of  beginning  healing  was  already  demonstrable 
on  the  retrograde  pyelogram,  the  dilated  superior 
calyx  appearing  somewhat  smaller  (Fig.  2). 

Cystoscopy  was  again  performed  at  the  end  of  the 
four-month  course  of  dihydrostreptomycin.  At  that 
time  the  bladder  urine  was  crystal  clear,  and  the 
bladder  mucosa  and  ureter  orifices  were  normal. 
The  right  ureter  was  easily  catheterized  and  clear 
urine  obtained  from  the  kidney.  Urine  specimens 
from  the  bladder  and  right  kidney  now  contained  no 
albumin  or  abnormal  elements  microscopically, 
were  sterile  on  culture,  and  negative  for  tubercle 
bacilli  on  smear  and  guinea  pig  inoculation. 

Cystoscopic  and  retrograde  pyelographic  studies 
were  made  again  three  months  and  twelve  months 
after  completion  of  the  course  of  d ihyd rost  reptomy- 
cin.  At  each  cystoscopy  the  findings  were  the  same: 
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Fig.  4.  Retrograde  pyelogram  one  year  after 
completion  of  dihydrostreptomycin  therapy.  Note 
progressive  contraction  of  dilated  superior  calyx  in 
serial  pyelograms. 

The  bladder  mucosa  and  ureter  orifices  were  nor- 
mal; there  was  good  indigo-carmine  excretion  from 
each  kidney;  the  right  ureter  was  easily  catheterized 
and  clear  urine  obtained  from  the  right  kidney. 
The  bladder  urine  contained  no  albumin,  casts,  red 
blood  cells,  or  pus  cells.  Both  on  smear  and  guinea 
pig  inoculation  the  urine  from  the  bladder  and  right 
kidney  remained  consistently  negative  for  tubercle 
bacilli.  Retrograde  pyelography  showed  gradual 
healing  of  the  tuberculous  lesion  in  the  right  kidney, 
as  indicated  by  progressive  contraction  of  the 
I dilated,  tuberculous  superior  calyx  (Figs.  3 and  4). 

The  patient  was  last  examined  on  March  6,  1951, 
twenty  months  after  discontinuing  dihydrostrepto- 
mycin. She  was  in  excellent  health  and  had  no 
urinary  symptoms  or  other  complaints.  Her 
urine  was  crystal  clear,  normal  chemically  and 
microscopically,  and  negative  for  tubercle  bacilli  on 
smear  and  guinea  pig  inoculation. 

Comment 

The  treatment  of  a patient  with  renal  tuberculosis 
complicating  pregnancy  involves  the  consideration 
of  several  factors.  Of  primary  importance  are  the 
extent  and  activity  of  the  tuberculous  infection. 
The  stage  of  pregnancy  and  the  potential  effects  of 
therapy  upon  the  fetus  must  also  influence  the 
course  of  treatment  to  be  adopted.  If  the  preg- 
nancy is  in  the  first  trimester  and  the  tuberculosis 
appears  to  be  of  recent  onset  and  is  progressive,  the 


pregnancy  should  be  terminated.  However,  if  the 
tuberculous  process  is  of  long  standing  and  not 
rapidly  progressive,  it  need  not  be  interrupted.1 
Our  patient’s  past  history  of  probable  healed  tuber- 
culosis of  the  hip,  coupled  with  her  urologic  com- 
plaints of  six  years  before  her  present  illness,  which 
might  well  have  been  an  indication  of  early  right 
renal  tuberculosis,  led  us  to  believe  that  her 
tuberculous  infection  was  very  likely  of  many  years 
duration  and  only  slowly  progressive.  It  was 
therefore  decided  to  allow  the  pregnancy  to  proceed. 
The  sulfadiazine  administered  during  pregnancy 
helped  control  the  secondary  coccal  infection  which 
accompanied  the  tuberculous  process.  Para-amino- 
salicylic  acid  (PAS),  because  of  its  bacteriostatic 
action  on  the  tubercle  bacillus  and  its  low  incidence 
of  serious  toxic  effects,  might  have  been  the  drug  of 
choice  during  her  pregnancy.2  Unfortunately,  it 
was  not  available  at  the  time. 

As  regards  definitive  treatment  of  the  tuberculous 
kidney,  it  was  felt  that  since  the  lesion  visible  in  the 
pyelogram  was  not  far  advanced  and  the  renal  func- 
tion was  good,  nephrectomy  could  be  deferred  with- 
out danger  and  that  a trial  of  streptomycin  therapy 
should  first  be  given.  By  periodic  cystoscopic  and 
pyelographic  studies  and  frequent  bacteriologic 
examinations  of  the  urine  we  could  readily  observe 
the  effects  of  treatment  so  that  if  the  response  was 
not  satisfactory  in  a short  time,  nephrectomy  could 
be  performed  without  delay. 

Because  of  the  possible  toxic  effects  of  dihydro- 
streptomycin upon  the  developing  fetus  when  ad- 
ministered over  the  prolonged  period  of  time  required 
for  sterilization  of  a tuberculous  focus,  it  was  deemed 
much  safer  to  postpone  such  therapy  until  after  de- 
livery. Several  instances  are  reported  in  the  litera- 
ture in  which  streptomycin  was  administered  to  a 
pregnant  woman  over  a long  period  without  ap- 
parent harm  to  the  fetus.  However,  at  the  present 
time  the  number  of  such  cases  is  too  small  and  the 
period  of  their  observation  still  too  short  to  permit 
one  to  conclude  that  such  treatment  is  innocuous  to 
the  fetus.3 

Although  the  development  of  a stricture  of  the 
ureter  is  not  an  uncommon  complication  of  strepto- 
mycin therapy  for  renal  tuberculosis,  this  did  not 
develop  in  our  patient. 

Summary 

1.  A case  of  renal  tuberculosis  complicating  preg- 
nancy is  presented  in  which  treatment  of  the 
tuberculosis  was  postponed  until  the  postpartum 
period. 

2.  The  pregnancy  was  uneventful.  Postpartum 
administration  of  dihydrostreptomycin  resulted  in 
healing  of  the  renal  lesion,  demonstrable  on  the 
pyelogram,  and  disappearance  of  tubercle  bacilli 
from  the  urine. 

464  East  19th  Street 
143  Buckingham  Road 
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CORTISONE  TREATMENT  IN  ATOPIC  DERMATITIS 
W.  Gordon  Podolsky,  M.D.,  Bayside,  New  York 


C^ORTISONE  is  of  value  in  a variety  of  skin  dis- 
orders, including  pemphigus,  angioneurotic 
edema,  atopic  dermatitis,  exfoliative  dermatitis,  and 
lesions  secondary  to  drug  reactions.  The  following 
case  is  a chronic  relapsing  pruritic  dermatitis  in  an 
allergic  individual  and  was  characterized  by  a selec- 
tive localization  and  extreme  chronicity. 

Case  Report 

The  patient,  aged  twenty-four,  was  admitted  to 
the  hospital  on  December  5,  1950,  with  a history  of 
rash  of  ten  years  duration.  Since  childhood  the  pa- 
tient had  been  inclined  to  skin  rashes  with  intoler- 
ance to  wool  clothes  and  some  foods.  Marked 
pruritus  was  present.  The  lesions  were  confined  to 
the  anterior  cubital  and  popliteal  areas.  Ten  years 
ago,  after  the  application  of  iodine  to  a cut,  a gener- 
alized flare-up  occurred.  Since  then  she  had  had 
frequent  attacks  which  have  gradually  subsided. 
It  is  of  interest  to  note  that  she  was  completely  free 
of  lesions  following  the  birth  of  her  child.  She  also 
asserted  that  anxiety  frequently  caused  an  acute 
exacerbation.  The  patient  was  greatly  depressed  by 
her  condition.  On  physical  examination  there  was 
generalized  thickening  of  the  epidermis,  which  in- 
volved all  four  extremities  except  for  the  palms  and 
soles,  the  lowrer  part  of  the  abdomen,  the  lower  part 
of  the  back,  and  buttocks.  The  face  was  clear.  The 
eruption  was  well-developed,  chronic,  and  sharply 
circumscribed.  Lichenified  areas  occurred  near  the 
ankles.  Rubbing  had  led  to  hyperpigmentation  and 
mild  lichenification.  The  neck  showed  a mild  uni- 
form swelling  of  the  thyroid.  Basal  metabolism 
rate  was  3 plus.  There  was  no  clinical  evidence  of 


other  organic  disease.  Fluoroscopic  examination 
was  negative.  There  was  a well-healed  scar  of  a 
cesarean  section. 

Therapy  with  cortisone  was  started  on  December 
9,  1950.  This  consisted  of  an  initial  dose  of  300 
mg.  followed  by  100  mg.  daily.  This  was  accom- 
panied by  daily  95-degree  cornstarch  baths  and  ex- 
ternal application  of  an  antihistaminic  drug.  There 
was  a dramatic  and  rapid  subsidence  of  the  eczema 
with  daily  injections  of  cortisone.  The  rash  faded, 
and  mild  desquamation  followed.  The  patient  was 
discharged  on  the  seventeenth  hospital  day  and  was 
given  300  mg.  of  cortisone  three  times  weekly,  later 
twice  weekly.  The  patient  has  received  psychiatric 
guidance,  has  a pronounced  sense  of  well-being, 
and  is  able  to  perform  normal  activities.  The 
patient  has  recently  had  a slight  recurrence  which 
was  characterized  by  the  appearance  of  papules,  ex- 
coriations, and  erythema  and  was  controlled  by 
daily  doses  of  100  mg.  cortisone. 

Summary 

1.  The  cortisone  treatment  of  an  adult  who  suf- 
fered from  generalized  atopic  dermatitis  is  reported. 

2.  There  was  a dramatic  and  rapid  subsidence  of 
the  eczema  during  administration  of  cortisone. 

3.  Clinical  and  pathologic  remission  occurred; 
cure  cannot  be  claimed,  but  marked  physical  im- 
provement has  been  sustained  for  ten  months. 

58-63  205th  Street 


The  patient  was  seen  in  consultation  by  S.  Barland,  M.D. 
and  K.  Bardach,  M.D. 


PREGNANCY  COMPLICATIONS 

A patient  had  exhibited  herpes  gestationis  during 
her  first  three  pregnancies,  which  was  controlled  by 
sulfapyridine  during  the  first  two.  The  disorder 
appeared  during  the  first  month  of  her  fourth  preg- 
nancy and  progressed  in  spite  of  conventional  ther- 
apy. During  the  third  month  cortisone  was  admin- 
istered, 100  mg.  per  day  for  one  month,  reduced  to 
50  mg.  per  day  and  continued  until  the  sixth  month. 
The  disease  cleared  under  the  first  dosage  but  was 
only  partially  controlled  with  50  mg.  per  day. 
When  cortisone  was  discontinued  the  disease  re- 
lapsed and  did  not  respond  to  Benadryl,  starch 
baths,  aureomycin,  Chloromycetin,  and  sulfapyri- 
dine. 

It  was  decided  to  try  ACTH  because  there 
was  suggestive  evidence  to  indicate  that  this  hor- 


mone did  not  pass  the  placenta  barrier.  ACTH  in 
sesame  oil  did  not  benefit  the  patient,  but  in  gelatin 
in  40-mg.  doses  it  brought  about  a partial  remission 
of  the  disease.  The  dose  was  increased  to  60  mg. 
per  day  and  maintained  for  approximately  a month 
with  complete  clearing  of  the  disorder.  The  patient 
delivered  in  the  thirty-seventh  week  a normal  2,- 
104-Gm.  male  infant  with  clear  skin  and  a normal 
eosinophil  count.  Cortisone  was  resumed  after  de- 
livery in  progressively  decreasing  doses  for  eleven 
weeks.  There  were  no  untoward  effects  due  to  the 
hormones.  It  was  not  possible  to  determine  whether 
or  not  the  hormones  affected  the  weight  of  the  in- 
fant.— Charles  Lindemann,  M.D.,  W.  W.  Engstrom, 
M.D.,  and  R.  T.  Flynn,  M.D.,  American  Journal  of 
Obstetrics  and  Gynecology,  January,  1952 
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GASTRODUODENAL  ULCER  FOLLOWING  CORTISONE  THERAPY:  REPORT 

OF  A CASE  WITH  FATAL  HEMORRHAGE 

Paul  N.  Bulova,  M.D.,  Frederick  P.  Becker,  M.D.,  and  Morris  Maslon,  M.D.,  Glens 
Falls,  New  York 

( From  the  Medical  Service  and  the  Thomas  Hammond  Foulds  Memorial  Laboratory  of  the  Glens  Falls  Hospital) 


'W'ARIOUS  authors  have  emphasized  the  in- 
’ hibitory  effect  of  cortisone  on  the  formation  of 
granulation  tissue.1,2  Recently,  perforation  of  a 
duodenal  ulcer  has  been  reported  following  treatment 
with  adrenocorticotropic  hormone  (ACTH).3  The 
following  case  report  describes  a probable  related 
complication  following  cortisone  therapy. 

Case  Report 

A forty-nine-year-old  white  man  (C.  S.)  was  ad- 
mitted to  the  Glens  Falls  Hospital  on  December  4, 
1950,  because  of  severe  epigastric  pain,  hematemesis, 
and  melena  of  four  days  duration. 

The  history  dated  back  to  1942  when  the  right 
semilunar  cartilage  was  removed  following  a knee 
injury.  After  this  operation  the  patient  developed 
pains  in  other  parts  of  the  body  which  were  said  to 
be  slight  at  first  but  became  progressively  worse  and 
were  localized  in  hips,  shoulders,  lumbar  spine, 
neck,  and  left  side  of  the  chest.  In  1944  he  had  an 
episode  of  anorexia  with  generalized  abdominal 
pain.  He  was  hospitalized  in  1947  and  1948  and 
again  in  July,  1950.  The  diagnosis  on  these  oc- 
casions was  conversion  hysteria,  manifested  by 
diffuse  pain  and  precipitated  by  a torn  cartilage  of 
the  knee,  and  generalized  minimal  osteoarthritis  and 
< fibrositis.  On  November  8,  1950,  he  was  again  ad- 
mitted to  a hospital  where  he  received  cortisone  over 
i a period  of  two  weeks,  the  total  dosage  being  1.7 
Gm.  Cortisone  was  started  on  November  10  and 
discontinued  on  November  24.  He  was  discharged 
on  November  28,  1950. 

Physical  examination  on  admission  (December  4, 
1950)  showed  an  acutely  ill,  pale,  and  dyspneic  white 
man  with  cold  and  clammy  skin.  The  temperature 
was  98.2  F.,  pulse  100,  and  respirations  25.  Blood 
pressure  was  92/50.  There  was  muscle  spasm 
and  tenderness  in  the  epigastrium.  The  liver  was 
palpable  two  fingerbreadths  below  the  costal  margin. 
There  was  3 plus  pitting  edema  of  both  feet  and  1 
plus  pretibial  edema.  Examination  of  the  head, 
neck,  heart,  lungs,  extremities,  and  reflexes  revealed 
no  abnormalities.  Laboratory  examination  showed 
, an  essentially  negative  urinalysis,  erythrocyte  count 
1,300,000  with  22  per  cent  hemoglobin,  white  cell 
count  8,400,  and  a normal  differential.  The  sedi- 
mentation rate  was  42  mm.  in  one  hour.  Roent- 
genographic  examination  of  the  spine  revealed  evi- 
: dence  of  mild  osteoarthritis.  An  electrocardiogram 
showed  ST  and  T wave  changes  suggestive  of 
acute  myocardial  lesions  due  to  anoxemia.  The 
diagnosis  was  (1)  shock  due  to  gastrointestinal 
hemorrhage  and  (2)  chronic  osteoarthritis  of  the 
spine. 

On  admission  the  patient  was  given  an  infusion  of 
500  cc.  of  plasma  and  1,000  cc.  of  10  per  cent  glucose, 
followed  by  another  500  cc.  of  plasma.  In  the  after- 
noon of  the  same  day  he  became  stuporous,  and 
his  temperature  rose  to  103  F.  with  a pulse  of  120  and 
respirations  29.  At  that  time  the  blood  nonprotein 
was  30  mg.  per  cent  and  the  creatinine  1 mg.  per 
j cent.  He  received  a transfusion  of  500  cc.  of  blood. 
The  following  day  the  temperature  was  100  F.,  and 
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Fig.  1.  Gross  specimen.  Ulcer  cut  through  when 
stomach  was  opened  along  great  curvature. 


Fig.  2.  Gross  specimen  showing  general  relations 
and  size  of  ulcer. 


he  complained  of  diffuse  pains  in  the  abdomen  and 
back.  X-rays  of  the  chest  and  a scout  film  of  the 
abdomen  were  negative.  A total  of  500  cc.  of  blood 
was  given  on  that  day.  On  December  6 there  were 
several  episodes  of  hematemesis.  Four  more 
transfusions  of  500  cc.  of  blood  were  given.  The 
blood  pressure  rose  to  140/70,  and  the  red  count 
rose  to  1,900,000  with  40  per  cent  hemoglobin. 
Surgery  still  seemed  inadvisable  because  of  the 
patient’s  poor  condition,  and  it  was  decided  that 
daily  transfusions  should  be  continued.  On  Decem- 
ber 7 and  8 large  masses  of  tarry  stools  were  passed. 
Another  transfusion  of  500  cc.  of  whole  blood  was 
given.  However,  the  red  cell  count  declined  to 
1,600,000.  The  following  day  a further  whole  blood 
transfusion  was  given,  and  the  red  count  was  1,- 
400,000  with  27  per  cent  hemoglobin.  During  the 
evening  of  this  day  his  breathing  became  labored, 
the  pulse  faint,  and  the  blood  pressure  could  not  be 
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obtained.  At  12:20  a.m.  on  December  10,  1950, 
the  patient  expired. 

Postmortem  Examination. — External  examination 
revealed  no  icterus,  lymphadenopathy,  or  arthrop- 
athy. Each  pleural  cavity  contained  about  100  ml. 
of  clear,  pale  yellow  fluid.  The  lower  pulmonary 
lobes  were  congested.  About  200  ml.  of  slightly 
cloudy  straw-colored  fluid  were  present  in  the  peri- 
toneal cavity.  There  were  no  peritoneal  adhesions 
or  exudate.  The  adrenal  glands  showed  no  gross 
evidence  of  atrophy  or  other  abnormality.  Further 
positive  findings  were  confined  to  the  gastrointestinal 
tract. 

The  stomach  contained  about  2,000  ml.  of  clotted 
and  liquid  blood.  In  the  distal  portion  of  the 
stomach,  mainly  on  the  posterior  wall  and  greater 
curvature,  was  a shallow  ulcer  measuring  8 by  4 cm., 
about  0.5  cm.  in  depth  (Figs.  1 and  2).  The  ulcer 
almost  encircled  the  pyloric  antrum  and  extended  for 
about  1 cm.  bejrond  the  pylorus.  A port  ion  of  its  base 
rested  directly  upon  the  head  of  the  pancreas.  The 
floor  of  the  ulcer  showed  a small  artery  projecting 
above  the  surrounding  tissue;  a small  dark  clot  was 
attached  to  the  orifice.  The  base  of  the  ulcer 
showed  irregular,  slightly  elevated,  yellowish  foci. 
Cut  sections  revealed  only  minimal  gross  evidence  of 
fibrosis.  On  the  serosal  surface  at  the  omental 
attachment  were  several  soft,  congested  lymph 
nodes,  the  largest  measuring  1 cm.  in  diameter. 
The  remainder  of  the  small  bowel  showed  no  ulcers 
or  other  lesions.  The  lumen  was  filled  with  altered 
blood.  The  large  bowel  contained  tarry  material. 
There  were  no  colonic  mucosal  lesions. 

Microscopically,  the  myocardium  showed  minimal 
focal  lymphocytic  infiltration  with  no  evidence  of 
infarct,  fatty  degeneration,  or  other  lesions.  The 


lungs  showed  moderate  chronic  passive  congestion. 
The  liver,  kidneys,  and  pancreas  disclosed  no  re- 
markable findings.  The  adrenals  were  autolyzed, 
but  there  was  no  cortical  atrophy. 

Sections  through  the  gastroduodenal  ulcer  re- 
vealed the  floor  to  be  covered  by  a thin  necrotic  ! 
layer  beneath  which  was  an  irregular  stratum  of  1 
fibroblastic  tissue  diffusely  infiltrated  by  moderate 
numbers  of  polymorphonuclear  leukocytes  and  lym- 
phocytes. The  subjacent  muscle  coats  also  showed 
infiltration  by  inflammatory  cells.  Fibrous  tissue  j 
formation  was  minimal.  The  lymph  nodes  revealed 
congestion.  The  pancreas  was  not  involved  micro- 
scopically. 

Comment 

The  absence  of  symptoms  of  peptic  ulcer  through- 
out the  history  of  this  patient  prior  to  cortisone 
therapy  and  the  unusual  extent  of  the  lesion  make  it  j 
probable  that  a causal  relationship  existed  between 
cortisone  therapy  and  the  acute  gastroduodenal 
ulcer.  Emphasis  is  added  to  the  accumulating  evi- 
dence that  adrenal  cortical  stimulating  or  replace- 
ment hormonal  substances  should  be  used  with  cau- 
tion and  with  appreciation  of  the  possible  serious 
sequelae. 

88  Park  Street 
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PLAN  SUBMITTED  TO  LOWER  INFANT  MORTALITY  RATE 


A 22-point  program  for  further  reduction  in  the 
death  rate  of  newborn  infants  by  preventing  both 
premature  births  and  the  deaths  following  such 
births  was  presented  in  the  March  15  issue  of  the 
J.A.M.A.  Basing  the  plan  on  the  results  of  a four- 
year  study  of  8,905  infant  deaths  in  Chicago,  Dr. 
Herman  N.  Bundesen,  president  of  the  Chicago 
Board  of  Health,  and  four  associates  pointed  out 
that  it  is  the  responsibility  of  the  individual,  as  well 
as  the  health  officer  of  a community,  doctors,  nurses, 
nutritionists,  hospital  administrators,  and  social  and 
welfare  workers,  to  prevent  such  deaths.  This  can 
be  done  by  formulating  and  enforcing  regulations 
for  controlling  hospital  procedures,  facilities  and 
personnel;  by  amassing  and  disseminating  accurate 
information  from  the  medical  literature  concerning 


the  newer  methods  of  preventing  deaths  of  newborn, 
as  well  as  increasing  familiarity  with  already  tried 
and  proved  ones;  by  employing  proved  health 
education  measures,  and  by  stressing  the  importance 
of  proper  diets  and  home  conditions  to  expectant 
mothers,  particularly  to  women  in  the  lower  socio- 
economic group. 

There  seems  to  be  some  relationship  between  the 
diet  and  the  occurrence  of  prematurity.  In  some 
way  poor  diet  and  prematurity  go  hand  in  hand. 
There  seem  to  be  fewer  premature  births  among 
women  who  receive  diets  especially  rich  in  minerals 
and  vitamins.  There  is  less  prematurity  among 
women  who  receive  an  adequate  diet  during  preg- 
nancy. The  kind  and  amount  of  work  the  mother 
does  also  seems  to  be  related  to  premature  labor. 
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SIXTH  ANNUAL  PROGRESS  REPORT  ON  NEW  YORK  STATE 

BLUE  SHIELD  PLANS* 


'TNiE  Bureau  operates  under  the  direction  of  the 
Society’s  Council  Committee  on  Economics  and 
its  Subcommittee  on  Medical  Expense  Insurance. 
The  statements  in  this  report  reflect  the  operations 
of  the  plans  for  the  year  ending  December  31,  1951, 
and,  where  feasible,  comparisons  with  previous 
years. 

Membership. — At  December  31,  1951,  member- 
ship totaled  3,382,094,  an  increase  of  686,230,  the 
largest  gain  in  any  year  to  date. 

Earned  Premium  Income  and  Benefits  to  Mem- 
bers.— Earned  income  on  premiums  received 
amounted  to  $27,370,775,  an  increase  of  $8,783,695, 
and  incurred  benefits  to  members  were  $20,636,830, 
an  increase  of  $6,750,000. 

* Approved  by  the  Medical  Society  of  the  State  of  New 
| York. 

TABLE  I. — Comparative  Membership  (Subscribe 


Payment  to  Doctors. — Claim  payments  to  doc- 
tors amounted  to  $19,590,781,  an  increase  of  $6,- 
444,425. 

Surplus  and  Maternity  Reserves. — Total  surplus 
at  December  31,  1951,  amounted  to  $5,711,542, 
an  increase  of  $1,882,090.  Reserves  for  deferred 
maternity  benefits  amounted  to  $4,115,308,  an 
increase  of  $987,378. 

Plan  Develops. — Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown,  New  York,  began  selling 
contracts  on  December  15,  1951.  Progress  of  this 
plan  will  be  included  in  the  Bureau’s  quarterly  prog- 
ress report  for  the  three  months  ending  March  31, 
1952. 

Additional  information  on  the  plans  has  been 
compiled  and  is  available  upon  request. 

3 and  Dependents) — December  31,  1951  and  1950 


Location 

1951 

1950 

Increase 

Per  Cent  of 
Increase 

New  York 

Subscribers 

1,183,495 

937,213 

246,282 

26.28 

Dependents 

1 ,285,568 

1,011,702 

273,866 

27.07 

Total 

2,469,063 

1,948,915 

520,148 

26.69 

Buffalo 

Subscribers 

142,373 

132,358 

10.015 

7.57 

Dependents 

210,742 

204,625 

6,117 

2.99 

Total 

353,115 

336,983 

16,132 

4.79 

Rochester 

Subscribers 

92,078 

54 , 000 

38,078 

70.51 

Dependents 

132,981 

75,515 

57,466 

76.10 

Total 

225,059 

129,515 

95,544 

73.77 

Syracuse 

Subscribers 

19,267 

16,291 

2,976 

18.27 

Dependents 

30,552 

24 , 592 

5,960 

24.23 

Total 

49,819 

40,883 

8,936 

21.86 

Utica 

Subscribers 

70,647 

65,298 

5,349 

8.19 

Dependents 

82 , 538 

73,074 

9,464 

12.95 

Total 

153,185 

138,372 

14,813 

10.70 

Albany 

Subscribers 

55 , 663 

43,838 

11,825 

26.97 

Dependents 

76,190 

57,358 

18,832 

32.83 

Total 

131,853 

101,196 

30,657 

30.29 

Grand  Totals 

Subscribers 

1,563,523 

1,248,998 

314,525 

25.18 

Dependents 

1,818,571 

1 ,446,866 

371,705 

25.69 

Total 

3,382,094 

2,695,864 

686,230 

25.45 
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TABLE  II.—  Comparative  Membership  and  Increases  in  Blue  Shield  and  Blue  Cross  Plans  and 
Per  Cent  ok  Blue  Shield  Members  to  Blue  Cross  Members  for  Years  Ending  December  31,  1951,  1950.  and  1949 


1 Q.r»1 

Location 

Members 

Increase 

Members 

Increase 

Members 

Increase 

New  York 
Blue  Shield 
Blue  Cross 
Per  Cent 

2,469,063 

4,923,453 

50.15 

520,148 

440,842 

1,948,915 

4,482,611 

43.48 

401 ,243 
334,130 

1,547,672 

4,148,481 

37.31 

418,705 

529,590 

Buffalo 

Blue  Shield 
Blue  Gross 
Per  Cent 

353,115 

615,077 

57.41 

16,132 

16,270 

336 , 983 
598,807 
56.27 

125,606 

99,046 

211,377 

499,761 

42.30 

51,506 

18,623 

Rochester 
Blue  Shield 
Blue  Cross 
Per  Cent 

225 , 059 
402,354 
55.94 

95,544 

14,645 

129,515 

387,709 

33.41 

36 , 028 
25,415 

93,487 

362,294 

25.80 

24,834 

11,740 

Syracuse 
Blue  Shield 
Blue  Cross 
Per  Cent 

49,819 

348,352 

14.30 

8 , 936 
20,184 

40,883 

328,168 

12.46 

15,236 

30,208 

35,647 

297,960 

8.61 

5,541 

18,322 

Utica 

Blue  Shield 
Blue  Cross 
Per  Cent 

153,185 

184,230 

83.15 

14,813 

8,805 

138,372 

175,425 

78.88 

6,338 

4,434 

132,034 

170,991 

77.22 

22,071 

13,474 

Albany 

Blue  Shield 
Blue  Cross 
Per  Cent 

131,853 

293,092 

44.99 

30,657 

9,000 

101,196 

284,192 

35.61 

32,060 

17,276 

69,136 

266,916 

25.90 

17,437 

7,992 

Grand  Totals 
Blue  Shield 
Blue  Cross 
Per  Cent 

3,382,094 
0,766, 558 
49.98 

686,230 

509,645 

2,695,864 
6,256,912 
43 . 09 

616,511 

510,509 

2,079,353 

5,746,403 

36.19 

540,094 
599 , 74 1 

TABLE  III.— Claim 

Data  (Paid  Basis)  for  Year 

Ending  December  31,  1951 

Per  Cent  of 

Claim 

Claim 

Average 

Incidence 

Earned 

Cost  to 

Number 

Cost 

per  1,000 

Location  and  Type 

Premium 

Earned 

of 

per 

Members 

of  Contract 

Income 

Claim  Cost 

Premium 

Claims 

Claim 

per  Annum 

New  York 


Surgical 

Surgical,  In- Hospital  Medical 
General  Medical 

SI  1 ,922,291 
7 , 332 , 553 
1,512,736 

$ 8,260,777 
4,798,353 
1,169,511 

69.29 

65.44 

77.31 

121 ,227 
76 , 002 
92,405 

$68.14 

63.13 

12.66 

85 . 5 
106.4 
966.8 

Total 

$20,767,580 

$14,228,641 

68.51 

289,634 

$49.13 

Buffalo 

Surgical 

Surgical,  In-llospilal  Medical 

$ 2,179,916 
218,270 

$ 2,025,535 
150,128 

92.92 

68.78 

71,252 

6,231 

$28  43 
24.09 

216.6 

343.9 

Total 

$ 2,398,186 

$ 2,175,663 

90.72 

77,483 

$28.08 

Rochester 

Surgical 

$ 1,507,738 

$ 1,170,559 

77.64 

29,220 

$40.06 

155.1 

Syracuse 

Surgical 

Surgical- Medical 

$ 59,610 

455,777 

$ 45,519 

311,782 

76,36 
68  41 

1,440 

15,716 

$31.61 

19.84 

174  9 
417.7 

Total 

$ 515,387 

$ 357,301 

69.33 

17,156 

$20.83 

Utica 

Surgical 

Surgical,  In-Hospital  Medical 

$ 430,673 

760,774 

$ 368,315 

532,806 

85.52 

70.03 

15,119 

22,466 

$24.36 

23.72 

226.7 

282.0 

Total 

$ 1,191,447 

$ 901,121 

75.63 

37,585 

$23.97 

Albany 

Surgical,  In-IIospital  Medical 

$ 990,437 

$ 757,496 

76.48 

17,656 

$42.90 

148.4 

Grand  Totals 

$27,370,775 

$19,590,781 

7 1 . 58 

468,734 

$11.79 
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TABLE  IV. — Comparative  Number  of  Paid  Claims  (By  Contract)  for  Years  Ending  December  31,  10.51  and  1950 


Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical- Medical 
(Horae,  Office, 
Hospital) 

Total  Claims 

New  York 

1951 

121,227 

76,002 

92 , 405 

289,634 

1950 

96,663 

50,912 

73,285 

220,860 

Increase 

24,564 

25,090 

19,120 

68,774 

Buffalo 

1951 

71 ,252 

6,231 

77,483 

1950 

45,134 

6,004 

51,138 

Increase 

26,118 

227 

26,345 

Rochester 

1951 

29,220 

29,220 

1950 

14,806 

14  ,806 

Increase 

14,414 

14,414 

Syracuse 

1951 

1,440 

15,716 

17,156 

1950 

937 

11,989 

12,926 

Increase 

503 

3,727 

4,230 

Utica 

1951 

15,119 

22,466 

37,585 

1950 

15,294 

18,328 

33,622 

Increase 

-175 

4,138 

3,963 

Albany 

1951 

17,656 

17,656 

1950 

12,873 

12,873 

Increase 

4,783 

4,783 

Totals 

1951 

238,258 

122,355 

108,121 

468,734 

1950 

172,834 

88,117 

85,274 

346,225 

Increase 

65,424 

34,238 

22,847 

122,509 

TABLE  V. — Comparative  Claim  Incidence  (Frequency  with  Which  Claims  Occur)* 


Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical-Medical 
(Home,  Office, 
Hospital) 

New  York 

1951 

85 . 5 

106.4 

966 . 8 

1950 

80.1 

101.0 

902.4 

1949 

75 . 6 

87.4 

796.7 

1948 

70.5 

73.0 

666.1 

Buffalo 

1951 

216.6 

343 . 9 

1950 

178.0 

329.5 

1949 

167.6 

337.0 

1948 

140.6 

342.1 

Rochester 

1951 

1 55 . 1 

1950 

132.9 

1949 

109.8 

1948 

99.2 

Syracuse 

1951 

174.9 

417.7 

1950 

154.6 

433 . 7 

1949 

164.8 

486 . 3 

1948 

155 . 5 

450.3 

Utica 

1951 

226.7 

282.0 

1950 

226.2 

282.0 

1949 

225.4 

242.8 

1948 

* 

224.6 

228.6 

Albany 

1951 

148.4 

1950 

143.4 

1949 

145.3 

1948 

135  7 

* Per  1,000  participants  per  annum,  by  types  of  contracts  for  years  ending  December  31,  1948,  1949,  1950,  and  1951. 
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TABLE  VI. — Comparison  of  Earned  Premium  Income,  Incurred  Claim  and  Administrative  Expenses,  and 
Claim  and  Expense  Ratios  to  Earned  Premium  Income  for  Years  Ending  December  31,  1951  and  1950 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Earned  Premium  Income 
1951 
1950 

$20,767,580 

13,811,476 

82,398,186 

1,848,602 

$1,507,738 

729,692 

$515,387  $1,191,447 

343,508  1,090,869 

$990,437 

762,933 

$27,370,775 

18,587,080 

Increase 

$ 6,956,104 

$ 549 , 584 

$ 778,046 

$171,879  ! 

} 100,578 

$227,504 

$ 8,783,695 

Incurred  Claim  Expense 
1951 
1950 

$15,101,558 

10,114,271 

$2,202,664 

1,515,957 

$1,273,501 

545,581 

$377,454  : 

264,462 

$ 901,300 

828,070 

$780,353 

618,489 

$20,636,830 

13,886,830 

Increase 

$ 4,987,287 

$ 686,707 

$ 727,920 

$112,992  ! 

5 73,230 

$161,864 

S 6,750,000 

Administrative  Expense 
1951 
1950 

8 3,429,693 
2,551,328 

$ 185,193 

138,442 

$ 195,174 

112,621 

$ 77,701  : 

43,339 

$ 197,914 

175,260 

$116,882 

83,190 

S 4,202,557 
3,104,180 

Increase 

$ 878,365 

$ 46,751 

$ 82,553 

$ 34,362  i 

$ 22,654 

$ 33,692 

$ 1,098,377 

Claim  Expense  Ratio  to  Earned 
Premium  Income 
1951 
1950 

72.72 

73.23 

91.85 

82.00 

84.46 

74.77 

73.24 

76.99 

75.65 

75.91 

78.79 

81.07 

75.40 

74.78 

Administrative  Expense  Ratio 
to  Earned  Premium  Income 
1951 
1950 

16.51 

18.47 

7.72 

7.49 

12.94 

15.43 

15.08 

12.62 

16.61 

16.07 

11.80 

10.90 

15.35 

16.70 

TABLE  VII. — Comparison  of  Earned  Premium  and  Incurred  Administrative  Expense  (per  Contract  and  per  Member) 
for  Years  Ending  December  31,  1951,  1950,  1949,  and  1948 


Location 

Earned 

Premium 

Per 

Contract 

Per 

Member 

Administrative 

Expense 

Per 

Contract 

Per 

Member 

New  York 

1951 

$20,767,580 

$19.05 

$ 9.11 

$3,429,693 

$3.15 

$1.50 

1950 

13,811,476 

15.46 

9.62 

2,551,328 

2.86 

1.38 

1949 

9,976,541 

13.98 

6.95 

2,086,927 

2.92 

1.45 

1948 

6,618,729 

13.22 

6.71 

1,398,534 

2.79 

1.41 

Buffalo 

1951 

$ 2,398,180 

$17.09 

$ 6.88 

$ 185,193 

$1  .32 

$0.53 

1950 

1 ,848,602 

16.30 

6.40 

138,442 

1 .22 

0.48 

1949 

1,304,11 3 

17.13 

6.73 

102,456 

1 34 

0.53 

1948 

979 , 634 

17.50 

6.87 

97,647 

1.74 

0.68 

Rochester 

1951 

$ 1,507,738 

$18,82 

$ 7.73 

$ 195,174 

$2.44 

$1.00 

1 950 

729,692 

15.14 

6 . 63 

112,621 

2.34 

1.02 

1949 

550 , 548 

15.22 

6.40 

76,622 

2.12 

0.89 

1948 

368,545 

14.66 

6.22 

56,782 

2.25 

0.95 

Syracuse 

1951 

$ 515,387 

$28 . 1 5 

$11.00 

$ 77,701 

$4.24 

$1.66 

1950 

343,508 

25.41 

10.19 

43,339 

3.21 

1.29 

1949 

246,582 

23.39 

9.61 

29,373 

3.07 

1.26 

1948 

197,406 

25.36 

10.58 

24,501 

3.14 

1.31 

Utica 

1951 

$ 1,191 ,447 

$17.52 

$ 8.14 

$ 197,914 

$2.91 

$1.35 

1950 

1,090,869 

17.71 

8.23 

175,260 

2.84 

1.32 

1949 

985,740 

16.77 

7.98 

134,399 

2.28 

1.09 

1948 

809,777 

16.33 

7.90 

113,644 

2.27 

1.10 

Albany 

1951 

$ 990,437 

$19.83 

$ 8.32 

$ 116,882 

$2.34 

$0.98 

1950 

762 , 933 

19.62 

8.50 

83,190 

2.14 

0.93 

1949 

508,729 

19.49 

8.39 

46,697 

1.78 

0 77 

1948 

325,577 

18.44 

7.97 

34,804 

1.97 

0 . 85 

Note:  Mean  averages  used  in  determining  contracts  and  membership. 
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TABLE  VIII. — Surplus  (per  Contract  and  per  Member)  for  Year  Ending  December  31,  1951 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Special  Contingent  Surplus* 
Unassigned  Surplus! 

S2.414.195 

1,882,134 

$373 , 522 
69,627 

$140,361 

68,968 

$62,276 

34,001 

$242,777 

239,982 

$112,193 

71,506 

$3,345,324 

2,366,218 

Total  Surplus 

$4,296,329 

$443,149 

$209,329 

S96.277 

$482,759 

$183,699 

$5,711,542 

Special  Contingent  Surplus 
Per  Contract 
Per  Member 

$2.04 

0.98 

$2 . 62 
1.06 

$1.52 

0.62 

$3.23 

1.25 

$3 . 43 
1.58 

$2.02 

0.85 

$2.14 

0.99 

Unassigned  Surplus 
Per  Contract 
Per  Member 

$1.59 

0.76 

$0.49 

0.20 

$0.75 

0.31 

$1.76 

0.68 

$3.39 

1.57 

$1.28 

0.54 

$1.51 

0.70 

Total  Surplus 
Per  Contract 
Per  Member 

$3 . 63 
1.74 

$3.11 

1.25 

$2.27 

0.93 

$5 . 00 
1.93 

$6 . 83 
3.15 

$3.30 

1.39 

$3 . 65 
1.69 

* A percentage  of  earned  premium  income  (4  per  cent)  required  by  the  State  of  New  York  Insurance  Department  to  meet 
emergencies  which  may  arise  from  overutilization,  epidemics,  etc.  This  surplus  can  only  be  used  with  the  permission  of  the 
Insurance  Department. 

t Residue  of  assets  after  establishment  of  all  necessary  reserves  for  known  liabilities  after  setting  aside  the  Special  Contingent 
Surplus. 


TABLE  IX. — Comparison  of  Total  Surplus  (per  Contract  and  per  Member)  and 
Reserve  for  Deferred  Maternity  Benefits  (per  Family  Contract)  for  Years  Ending  December 31,  1951,  1950,  1949, 

and  1948 


Location 

Total 

Surplus 

Per 

Contract 

Per 

Member 

Maternity 

Reserve 

Per  Family 
Contract 

New  York 

1951 

$4,296,329 

$3.63 

$1.74 

$3,012,000 

$6.81 

1950 

2,573,622 

2.74 

1.32 

2,440,000 

6.97 

1949 

1 ,941 ,407 

2.54 

1.25 

1,850,000 

6.58 

1948 

1,370,250 

2.41 

1.21 

1,250,000 

6.14 

Buffalo 

1951 

$ 

443,149 

$3.11 

$1.25 

$ 380,000 

$3 . 89 

1950 

438,521 

3.31 

1.30 

289 , 000 

3.18 

1949 

324,483 

3.91 

1 .54 

203,910 

3.68 

1948 

252,233 

4.01 

1.57 

128,310 

3.09 

Rochester 

1951 

$ 

209,329 

$2 . 27 

$0.93 

$ 374,598 

$6 . 02 

1950 

196,628 

3.64 

1 .52 

132,428 

3.75 

1949 

157,246 

4.01 

1 .68 

93,391 

3.67 

1948 

88 , 869 

3.04 

1.28 

63,031 

3.40 

Syracuse 

1951 

$ 

96,277 

$5.00 

$1  .93 

$ 47,503 

$3.61 

1950 

95 , 050 

5 . 84 

2 . 33 

29,295 

2.69 

1949 

74,690 

7.09 

2.91 

14,301 

2.15 

1948 

65,931 

7.89 

3.27 

9,072 

1.72 

Utica 

1951 

$ 

482 , 759 

$6 . 83 

$3.15 

$ 204 , 207 

$5 . 28 

1950 

401,780 

6.15 

2.91 

175,207 

5.02 

1949 

312,604 

5.00 

2.62 

161,794 

4 88 

1948 

246,646 

4.68 

2.23 

139,026 

5.02 

Albany 

1951 

$ 

183,699 

$3.30 

$1.39 

$ 97,000 

$4 . 04 

1950 

123,851 

2.82 

1.22 

62 , 000 

3.21 

1949 

78,408 

2.62 

1 .13 

45,000 

3.43 

1948 

41,764 

1.88 

0.80 

24,000 

2.46 

Totals 

1951 

$ 

5,711,542 

$4,115,308 

1950 

3,829,452 

3,127,930 

1949 

2,888,838 

2,368,396 

1948 

2,065,693 

1,613,439 

Note:  Maternity  Benefits  are  also  included  on  Husband  and  Wife  Contracts  in  the  Utica  Plan. 

Allowances  for  normal  obstetric  delivery:  New  York  $75,  Buffalo,  Syracuse,  Utica,  Albany,  Rochester  indemnity  plan  $50, 

Rochester  service  contracts  $60. 
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Doctor’s  Office  at  Farmers’ 

THE  building  and  furnishing  of  an  Early  Ameri- 
can Doctor’s  Office  is  nearing  completion  at  the 
Farmers’  Museum  in  Cooperstown.  Formal  dedica- 
tion is  scheduled  for  September  of  this  year.  A de- 
scription of  the  Office,  prepared  for  the  Journal  by 
the  director  of  the  Farmers’  Museum,  follows. 

The  Doctor’s  Office  at  the  Farmers’  Museum  in 
Cooperstown  will  open  this  spring.  Many  of  the 
interesting  items  with  which  it  will  be  furnished  have 
been  gifts  of  members  of  the  Medical  Society  of  the 
State  of  New  York. 

This  charming  little  building  was  for  over  seventy- 
five  years  the  office  of  physicians  in  the  hamlet  of 
Westford,  Otsego  County.  Moved  to  the  Village 
Crossroads  at  the  Farmers’  Museum,  it  takes  its 
place  between  the  druggist’s  shop,  brought  in  from 
Hartwick,  and  the  printing  office  from  Middlefield. 
The  building  was  originally  built  in  1829  and  con- 
sists of  two  rooms — a waiting  room  and  the  office 
itself.  When  layers  of  wallpaper  were  scraped 
away,  there  was  found  next  to  the  plaster  a very 
handsome  paper  of  the  1830’s  which  F.  Schumacher 
and  Company  have  reproduced  in  their  series  of 
Farmers’  Museum  Reproductions,  giving  it  the 
name  of  “The  Westford”  pattern.  The  two  rooms 
have  been  papered  with  this  reproduction,  and  furni- 
ture of  the  same  period  has  been  installed. 

The  library  of  Dr.  Andrew  F.  Oliver  of  Penn  Yan, 
as  it  stood  on  his  shelves  in  1845,  comprises  the  core 
of  the  hypothetical  physician’s  library.  This  is  on 
permanent  loan  through  the  courtesy  of  the  Village 
of  Penn  "Yan  and  the  Yates  County  Historical  and 
Genealogical  Society.  Early  instruments  of  various 
kinds  will  be  seen,  and  the  museum  authorities  take 
considerable  pride  in  the  skeleton  in  the  doctor’s 
closet.  Another  medical  curiosity  will  be  the  litho- 
pedion  presented  some  years  ago  by  the  Albany 
Medical  School  to  the  New  York  State  Historical 
Association,  which  operates  the  Farmers’  Museum, 
the  same  lithopedion  which  was  featured  in  Samuel 
Hopkins  Adams’  novel,  Canal  Town.  A bust  of 
Aesculapius  presides  over  the  waiting  room. 


Museum  Nears  Completion 


A few  details  are  still  sought — an  examining 
couch  made  before  1830,  anatomic  charts  for  the 
walls,  and  a desk  such  as  was  used  by  a country  doc- 
tor in  the  first  third  of  the  19th  century. 

The  Doctor’s  Office  becomes  a monument  to  the 
early  physicians  of  New  York  State  and  an  impor- 
tant segment  in  the  Farmers’  Museum  program  for 
the  popular  visual  teaching  of  the  social  history  of 
this  State.  The  authorities  of  the  Association  have 
expressed  their  very  sincere  gratitude  to  Dr.  Frederic 
D.  Zeman,  who  has  served  as  chairman  of  the  com- 
mittee appointed  by  the  President  of  the  State 
Medical  Society,  Dr.  J.  Stanley  Kenney,  for  securing 
materials  for  this  project,  and  to  Mr.  Townsend 
Brown,  field  representative  of  the  Public  Relations 
Bureau,  for  their  very  great  assistance  in  helping 
to  bring  this  to  pass. — Louis  C.  Jones 


MEDICALLY  SPEAKING— 


David  Anderson-Berry  Prize — A David  Anderson- 
Berry  silvergilt  medal,  together  with  a sum  of  money 
amounting  to  about  £100,  will  be  awarded  in  1953 
by  the  Royal  Society  of  Edinburgh  to  the  person 
who,  in  the  opinion  of  the  Council,  has  recently  pro- 
duced the  best  work  on  the  therapeutic  effect  of  x- 
rays  on  human  diseases.  Applications  for  this  prize 
are  invited.  They  may  be  based  on  both  published 
and  unpublished  work  and  should  be  accompanied 
by  copies  of  relevant  papers. 

Applications  must  be  in  the  hands  of  the  General 
Secretary,  Royal  Society  of  Edinburgh,  22  George 
Street,  Edinburgh  2,  Scotland,  by  March  31,  1953. 

Asphyxia  Prevention  Instruction — The  Society  for 
the  Prevention  of  Asphyxial  Death  announces  the 


sixth  year  of  its  sponsorship  of  courses  in  resuscita- 
tion. Classes  have  been  held  during  March  and 
April  and  will  be  continued  on  May  4 and  5 and 
June  6 and  7,  at  the  Academy  of  Sciences  Building, 
2 East  63rd  Street,  New  York  City.  For  further  in- 
formation please  write  to  the  secretary  of  the  Society 
for  the  Prevention  of  Asphyxial  Death,  2 East  63rd 
Street,  New  York  21,  New  York. 

Heads  Columbia  Medical  Alumni — Dr.  Louis  M. 
Rousselot,  director  of  surgery  at  St.  Vincent’s  Hos- 
pital, has  been  elected  president  of  the  Association 
of  the  Alumni  of  the  College  of  Physicians  and 
Surgeons  at  Columbia  University.  Dr.  Rousselot 
succeeds  Dr.  Condict  W.  Cutler,  jr. 

Also  chosen  were  Dr.  Henry  A.  Riley,  vicc-prcsi- 
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dent;  Dr.  Charles  C.  Lieb,  secretary;  Dr.  Rudolph 
Schullinger,  treasurer;  Dr.  Charles  C.  Flood,  his- 
torian, and  Dr.  Martin  DeForest  Smith,  librarian, 
all  of  New  York  City.  The  Alumni  Association  was 
founded  in  1859  and  has  some  1,500  members. 


Receive  Arthritis  Fellowships — For  research  into 
the  causes  of  arthritis,  the  Arthritis  and  Rheuma- 


tism Foundation  recently  awarded  fellowships  total- 
ing $64,500  to  14  young  physicians  and  scientists. 
Among  the  recipients  are  three  men  who  worked  in 
New  York  City  institutions  last  year  and  received 
renewals  of  their  fellowships.  They  are  Dr.  Felix 
E.  Demartini  and  Dr.  Ralph  A.  Jessar  of  the  Colum- 
bia-Presbyterian  Medical  Center  and  Dr.  Morris 
Ziff  of  the  New  York  University  Department  of 
Medicine. 


MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

At  the  March  6 meeting  of  the  Eastern  New  York 
Eye,  Ear,  Nose  and  Throat  Association,  held  at  the 
Albany  Country  Club,  Dr.  Byron  Smith,  New  York 
City,  spoke  on  “Ophthalmologic  Problems.”  A 
sound  film,  “The  Inner  Ear,”  was  also  shown. 

Queens  County  Medical  Society 

Programs  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  New 
York  State  Department  of  Health,  were  presented 
for  the  Queens  County  Medical  Society  Friday 
afternoons  during  April.  Programs  presented  in- 
cluded the  following: 

April  4 — “Four  Major  Types  of  Arthritis,”  Dr. 
Russell  L.  Cecil,  professor  of  clinical  medicine, 
Cornell  University  Medical  College. 

April  11 — “Newer  Concepts  in  Early  Burn  Ther- 
apy: Electrolytes  and  Hormones,”  Dr.  Charles  L. 
Fox,  research  associate  in  surgery,  New  York  Medi- 
cal College. 

April  18 — “Virus  Infections  of  the  Central 
Nervous  System,”  Dr.  Emanuel  Appelbaum,  associ- 
ate clinical  professor  of  medicine,  New  York  Uni- 
versity Post-Graduate  Medical  School. 

Otsego  County  Medical  Society 

Dr.  J.  Murray  Steele,  professor  of  medicine  and 
director  of  the  New  York  University  College  of 
Medicine  Research  Service  at  Goldwater  Memorial 
Hospital,  spoke  on  “Modern  Concepts  of  the  De- 
velopment of  Arteriosclerosis”  at  a meeting  of  the 
Otsego  County  Medical  Society  held  April  16  in  Fly 
Creek.  The  program  was  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 


on  Public  Health  and  Education  in  cooperation  with 
the  State  Department  of  Health. 

St.  Lawrence  County  Medical  Society 

At  a joint  meeting  of  the  St.  Lawrence  County 
Medical  Society  and  the  St.  Lawrence  County  Bar 
Association,  held  April  17  in  Ogdensburg,  Dr. 
Theodore  J.  Curphey,  chief  medical  examiner,  Nas- 
sau County,  spoke  on  “The  Medical  Examiner  Sys- 
tem.” The  program  was  postgraduate  instruction 
arranged  by  the  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health. 

Fulton  County  Medical  Society 

At  a meeting  of  the  Fulton  County  Medical  Soci- 
ety, held  April  17  in  Johnstown,  a program  of  post- 
graduate instruction,  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Education 
in  cooperation  with  the  State  Department  of  Health, 
was  presented.  Dr.  Heinz  Lippmann,  lecturer  in 
medicine  at  the  Columbia  University  College  of 
Physicians  and  Surgeons,  spoke  on  “Peripheral 
Vascular  Disease — Modern  Concepts.” 

Geneva  Academy  of  Medicine 

A symposium  on  “Low  Back  Pain”  was  presented 
at  a meeting  of  the  Geneva  Academy  of  Medicine 
held  April  21  in  Geneva.  Dr.  Thomas  I.  Hoen, 
director  of  the  Department  of  Neurosurgery,  New 
York  University  Post-Graduate  Medical  School, 
spoke  on  “Neurologic  Aspects,”  and  Dr.  John  R. 
Cobb,  assistant  professor  of  clinical  surgery,  Cornell 
University  Medical  College,  spoke  on  “Orthopedic 
Aspects.”  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  in  coopera- 
tion with  the  State  Department  of  Health. 


FUTURE 


Saratoga  County  Chapter, 

Academy  of  General  Practice 

A series  of  postgraduate  lectures  is  being  pre- 
sented for  the  Saratoga  County  Chapter  of  the  Acad- 
emy of  General  Practice  during  April  and  May  at  the 
Hotel  Rip  Van  Dam,  Saratoga  Springs.  The  pro- 
grams have  been  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Education 
in  cooperation  with  the  State  Department  of  Health 
and  include  the  following: 

April  3 — “Newer  Methods  in  the  Management 
of  Coronary  Disease,”  Dr.  Milton  Plotz,  associate 
professor  of  clinical  medicine,  State  University  of 
New  York  College  of  Medicine  at  New  York  City. 

April  24 — “The  Management  of  Rheumatic  Fever 
in  the  Light  of  Modern  Developments,”  Dr.  Leo 


Taran,  director,  St.  Francis  Sanatorium  for  Cardiac 
Children,  Roslvn,  Long  Island. 

May  1 — “Gangrene  Infection  and  the  Manage- 
ment of  the  Surgical  Diabetic,”  Dr.  Frederick  W. 
Williams,  associate  professor  of  clinical  medicine, 
New  York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals. 

May  22 — “Hypertension,  Edema,  and  Proteinuria 
in  Pregnancy,”  Dr.  Irwin  Wellen,  associate  clinical 
professor  of  obstetrics  and  gynecology,  New  York 
University  College  of  Medicine. 

Queens  County  Medical  Society 

Dr.  Edith  H.  Quimby,  associate  professor  of 
radiology,  Columbia  University  College  of  Physi- 
cians and  Surgeons,  will  speak  on  “Diagnostic  Pro- 
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cedures  with  Radioactive  Isotopes”  at  a meeting  of 
the  Queens  County  Medical  Society  to  be  held  Fri- 
day, May  2 at  4 p.m.  at  the  Queens  County  Medical 
Society  building  in  Forest  Hills.  The  program  is 
postgraduate  instruction  arranged  by  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education  in  cooperation  with  the  State  Department 
of  Health. 

New  York  Psychoanalytic  Society  and  Institute 
Dr.  Ernst  Kris  will  present  the  Freud  Lecture, 
“Psychoanalysis  and  the  Study  of  Creative  Imagina- 
tion” at  a meeting  of  the  New  York  Psychoanalytic 
Society  and  Institute  to  be  held  Tuesday,  May  0,  at 
8:30  p.m.  at  the  New  York  Academy  of  Medicine, 
New  York  City. 

American  Psychiatric  Association 

The  American  Psychiatric  Association  will  hold 
its  108th  annual  meeting  at  Atlantic  City,  New  Jer- 
sey, May  12  to  16. 

New  York  Society  for  Circulatory  Diseases 

The  New  York  Society  for  Circulatory  Diseases 


will  hold  its  fourth  annual  meeting  Thursday,  June 
5,  at  8: 30  p.m.  at  the  Hotel  Statler,  New  York  City. 
Dr.  Simon  Dack  will  preside. 

Guest  speakers  at  this  session,  dedicated  to  a 
symposium  on  pericarditis,  will  include  the  follow- 
ing: 

Dr.  Herbert  Elias,  associate  professor  of  medicine, 
New  York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals,  “Some  Mechanical  Problems  in 
Acute  and  Chronic  Pericarditis.” 

Dr.  William  Hitzig,  associate  physician,  Mount 
Sinai  Hospital,  New  York  City,  “Etiology  and 
Treatment  of  Pericarditis.” 

Dr.  Charles  P.  Bailey,  professor  of  thoracic  sur- 
gery, Hahnemann  Medical  College  and  Hospital, 
Philadelphia,  Pennsylvania,  “Surgical  Treatment  of 
Pericarditis  and  Surgical  Pericarditis  as  a Treat- 
ment.” 

Dr.  Otto  H.  Janton,  Jr.,  Philadelphia,  Pennsyl- 
vania, will  discuss  the  medical  aspects  and  Dr. 
Samuel  A.  Thompson,  New  York  City,  the  surgical 
aspects.  • 

The  meeting  is  open  to  all  members  of  the  medical 
profession. 


PERSONALITIES 


Awarded 

Dr.  Rene  J.  Dubos,  Rockefeller  Institute  for 
Medical  Research,  New  York  City,  the  1952  re- 
search award  of  the  American  Pharmaceutical 
Manufacturers’  Association  for  scientific  contribu- 
tions to  the  “welfare  of  mankind”  . . . Dr.  Abel 
Kenin  and  Dr.  Melvin  Ilahss,  the  gold  medal  award 
of  the  American  Academy  of  Orthopedic  Surgeons 
for  an  exhibit  entitled  “Clinical  and  Pathologic 
Follow-up  of  208  Cases  of  Epiphyseolysis”  . . . Dr. 
George  T.  Pack,  New  York  City,  the  Order  of  Merit 
of  Juan  Pablo  Durate  in  the  degree  of  Grand  Official, 
by  President  Rafael  Trujillo  of  the  Dominican  Re- 
public, the  degree  of  honorary  professor  of  medical 
sciences  of  the  University  of  Santo  Domingo,  and  an 
honorary  membership  in  the  Dominican  Medical 
Society. 

Appointed 

Dr.  Glenn  C.  Hatch,  Penn  Yan,  as  coroner  of  Yates 
County. . .Dr.  J.  Frederick  Ivenzie,  Bath,  as  health 
officer  to  the  village  and  town  of  Bath. 

Speakers 

Dr.  Francis  J.  Braceland,  Institute  of  Living, 


Hartford,  Connecticut,  on  “Psychosomatic  Medi- 
cine in  Literature  and  History”  at  a meeting  of  the 
Long  Island  Psychiatric  Society  in  Central  Islip  . . . 
Dr.  John  F.  Enders,  chief,  Research  Division  of  In- 
fectious Diseases,  Children’s  Medical  Center,  Boston, 
Massachusetts,  the  annual  Bela  Schick  Lecture  on 
“Hypersensitivity  in  Viral  Infections,”  April  18  at 
Mount  Sinai  Hospital,  New  York  City  . . . Dr.  Erich 
Lindemann,  associate  professor  of  mental  health, 
Harvard  School  of  Public  Health,  the  annual  Her- 
mann N.  Biggs  Memorial  Lecture  of  the  New  York 
Academy  of  -Medicine,  April  3,  on  “Mental  Health 
in  a Community  Health  Program”  . . . Dr.  George  T. 
Pack,  New  York  City,  a series  of  lectures  before  the 
faculty  and  medical  students  of  the  University  of 
Santo  Domingo. 

New  Offices 

Dr.  Stanley  B.  Chapman,  formerly  with  the  Bath 
Veterans  Administration  Hospital,  general  practice 
in  Bath  . . . Dr.  Thomas  G.  Gardner,  recently  dis- 
charged from  the  U.S.  Army  Medical  Corps,  general 
practice  in  Salamanca  . . . Dr.  Adam  J.  Krakowski, 
formerly  on  the  staff  of  the  Dannemora  State  Hospi- 
tal, general  practice  in  Morrison ville. 


BELLEVUE  HOSPITAL  RADIATION  THERAPY  ALUMNI  TO  MEET 


The  annual  meeting  of  the  Bellevue  Hospital 
Radiation  Therapy  Alumni  Association  will  be  held 
on  Thursday,  May  8,  at  1 P.M.  in  the  eighth  floor 
lecture  hall  of  the  administration  building  at  Belle- 
vue Hospital.  The  program  will  feature  the  annual 
Ira  I.  Kaplan  Lecture.  Guest  speaker  will  be  Dr. 


James  A.  Corscaden  who  will  present  a paper  on 
“The  Treatment  of  Carcinoma  of  the  Uterus.” 
Members  of  the  medical  profession  are  invited  to 
attend. 

The  date  of  this  meeting  was  listed  incorrectly  in 
the  April  1 isssue. 


NECROLOGY 


Floyd  Pinckney  Breese,  M.D.,  of  Elmira,  died  on 
March  16  in  Miami,  Florida,  at  the  age  of  fifty- 
eight.  Dr.  Breese  was  graduated  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1915  and 
served  during  World  War  I with  the  U.S.  Army 
Medical  Corps.  Forced  to  retire  from  practice  in 
1931  because  of  ill  health,  Dr.  Breese  was  a member 
of  the  honorary  staff  of  the  Arnot-Ogden  Memorial 
Hospital  in  Elmira.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Breese  was  a member  of 
the  Chemung  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

C.  Anna  Brown,  M.D.,  of  Seneca  Falls,  died  on 
March  31  in  Clifton  Springs  at  the  age  of  eighty-one. 
Dr.  Brown  was  graduated  from  the  Syracuse  Uni- 
versity College  of  Medicine  in  1897  and  had  prac- 
ticed in  Seneca  Falls  for  more  than  fifty  years. 
She  was  roentgenologist  and  associate  attending 
physician  at  the  Seneca  Falls  Hospital.  Dr.  Brown 
was  a member  of  the  Seneca  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  W.  Filsinger,  M.D.,  of  Eggertsville, 
died  on  March  20  at  the  Millard  Fillmore  Hospital, 
Buffalo,  at  the  age  of  seventy-six.  Dr.  Filsinger 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1898  and  interned  at  the  Erie 
County  Hospital.  During  World  War  I he  served 
as  a captain  in  the  U.S.  Army  Medical  Reserve 
and  was  stationed  at  the  Edgewood  Arsenal  in 
Maryland.  Dr.  Filsinger  had  practiced  in  Buffalo 
for  fifty  years  until  his  retirement  in  1950.  He  was 
consulting  physician  at  the  Millard  Fillmore  Hospi- 
tal and  a member  of  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Reuben  Hochlemer,  M.D.,  of  New  York  City, 
died  on  March  28  at  his  home  at  the  age  of  eighty- 
three.  Dr.  Hochlerner  received  his  medical  degree 
from  the  New  York ‘University  Medical  School  in 
1892  and  for  forty  years  had  served  as  a Department 
of  Health  medical  examiner  in  the  New  York  City 
public  schools. 

Felix  Jacobi,  M.D.,  of  New  York  City,  died  on 
April  1 at  the  Mount  Sinai  Hospital  at  the  age  of 
sixtv-nine.  A native  of  Strasbourg,  France,  Dr. 
Jacobi  received  his  medical  degree  from  the  Uni- 
versity of  Strasbourg  in  1908  and  came  to  the 
United  States  in  1938.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elizabeth  Jarrett,  M.D.,  of  New  York  City,  died 
on  March  26  at  her  home  at  the  age  of  eighty-seven. 
Dr.  Jarrett  received  her  medical  degree  from  the 


New  York  Medical  College  and  Hospital  for  Women 
in  1893,  where  she  later  served  as  professor  of 
gynecology.  Dr.  Jarrett  had  retired  from  active 
practice  ten  years  ago. 

Robert  Kahn,  M.D.,  of  New  York  City,  died  on 
March  26  at  the  Park  West  Hospital  at  the  age  of 
sixty-seven.  A native  of  Latvia,  Dr.  Kahn  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1907  and  interned  at  Montefiore  Hospital.  He  was 
attending  ophthalmologist  at  the  Hospital  of  the 
Daughters  of  Israel.  A Diplomate  of  the  American 
Board  of  Ophthalmology,  Dr.  Kahn  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Raymond  Merritt  Kasso,  M.D.,  of  Solvay,  died 
on  March  19  at  St.  Joseph’s  Hospital,  Syracuse,  at 
the  age  of  sixty-seven.  Dr.  Kasso  was  graduated 
from  the  Syracuse  University  College  of  Medicine 
in  1907  and  interned  at  the  Auburn  City  Hospital 
and  the  Lying-In  Hospital  in  New  York  City.  He 
had  practiced  in  Solvay  since  1915  and  was  associate 
attending  physician  at  the  Crouse-Irving  Hospital 
in  Syracuse.  Dr.  Kasso  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


George  M.  Mackenzie,  M.D.,  of  Cooperstown, 
died  on  March  25  in  Charlottesville,  Virginia,  at  the 
age  of  sixty-six.  Dr.  Mackenzie  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1913  and  interned  at  Presbyterian 
Hospital.  During  World  War  I he  served  as  a 
lieutenant  in  the  U.S.  Naval  Reserve  Medical 
Corps.  From  1919  to  1927  he  was  an  associate 
visiting  physician  at  Presbyterian  Hospital  and 
associate  professor  of  medicine  at  Columbia  Uni- 
versity. In  1927  Dr.  Mackenzie  went  to  Coopers- 
town where  he  became  director  and  physician-in- 
chief of  the  Mary  Imogene  Bassett  Hospital  there. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Mackenzie  was  a member  of  the 
American  Association  of  Pathologists  and  Bac- 
teriologists, the  Association  of  American  Physi- 
cians, the  American  Public  Health  Association,  the 
American  Society  for  Clinical  Investigation,  the 
American  Association  of  Immunologists,  the  Society 
for  Experimental  Biology  and  Medicine,  and  the 
New  York  Academy  of  Medicine. 


Joseph  Schweitzer,  M.D.,  of  Buffalo,  died  on 
March  17  at  the  Millard  Fillmore  Hospital  at  the 
age  of  sixty-eight.  Dr.  Schweitzer  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1905  and  had  practiced  in  Buffalo  since  that  time. 
Dr.  Schweitzer  was  a member  of  the  Buffalo 
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Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Dean  Young,  M.D.,  of  Rochester,  died 
March  16  at  his  home  at  the  age  of  eighty-eight. 
Dr.  Young  received  his  medical  degree  from  the 
Harvard  University  School  of  Medicine  in  1890  and 
interned  at  the  Rochester  General  Hospital,  where 


he  was  an  honorary  staff  member.  For  fifty  years 
he  was  active  in  the  development  of  the  Western 
New  York  Institution  for  Deaf  Mutes,  now  the 
Rochester  School  for  the  Deaf.  Dr.  Young  was  a 
founder  of  the  Rochester  Academy  of  Medicine  and 
a member  of  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


DEPARTMENT  OF  WORKMEN’S 
COMPENSATION 

Conducted  by  David  J.  Kaliski,  M.D.,  Director 


Workmen’s  Compensation  Medical  Fee  Schedule 


"\T7TTH  special  reference  to  fees  for  laminectomy, 
vv  spinal  fusion,  etc.: 

Item  866  of  the  “Supplement  to  the  Medical  Fee 
Schedule  of  May  1,  1949,”  calls  for  a fee  of  $200  and 
two  months  after-care  for  laminectomy  for  spinal 
cord  injury  or  ruptured  disc. 

Item  867  calls  for  a fee  of  $200  and  three  months 
after-care  for  spinal  fusion  involving  bone  inlay. 

Item  868  calls  for  a fee  of  $200  (sic)  and  two 
months  after-care  for  laminectomy  for  herniated  in- 
tervertebral disc  with  spinal  fusion.  Where  an 
orthopedist  and  a neurosurgeon  collaborate  on  the 


procedure,  the  combined  fee  shall  be  $350  including 
after-care,  the  larger  portion  of  such  fee  to  be  paid 
to  the  physician  who  renders  the  after-care. 

There  is  undoubtedly  an  error  in  item  868  allow- 
ing only  a fee  of  $200  for  both  laminectomy  and 
spinal  fusion  when  performed  by  one  doctor.  This 
item  should,  we  believe,  be  $300.  The  Medical 
Practice  Committee  agreed,  in  a written  memoran- 
dum dated  January  29,  1951,  that  item  868  of  the 
fee  schedule  is  in  error  and  should  be  $300  for  both 
laminectomy  and  spinal  fusion  when  performed  by 
one  operator. 


WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Convention  Welcome  Planned  by  Committee 


FINAL  plans  are  now  being  made  by  Woman’s 
Auxiliary  members  of  the  First,  Second,  and 
Ninth  Districts  to  welcome  all  physicians’  wives 
and  Auxiliary  members  to  the  sixteenth  annual 
convention  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  to  be  held  May  12 
to  15  at  the  Hotel  Statler,  New  York  City.  Each 
member  and  guest  is  requested  to  register  at  the 
Auxiliary  desk  as  soon  as  she  arrives. 

All  doctors’  wives,  whether  Auxiliary  members  or 
not,  are  welcome  and  are  urged  to  attend  all  sessions 
of  the  House  of  Delegates,  the  round  table  discus- 


sions, and  the  tea  and  luncheon.  Throughout  the 
convention  the  hospitality  room  will  be  open  and 
staffed  by  a chairman  of  the  day  and  her  committee. 

According  to  the  committee,  “the  convention 
affords  a splendid  opportunity  to  see  the  full  mean- 
ing of  the  Auxiliary  and  the  establishment  of  closer 
friendly  relationships  between  doctors’  wives  and 
families  through  working  and  playing  together.” 

Evenings  during  the  convention  will  be  free  for 
personal  plans.  Tickets  for  television  and  radio 
shows  will  be  available  at  the  hospitality  desk. 
Wednesday  morning  will  be  open  for  shopping. 


National  Auxiliary  Convention  Announced 


The  twenty-ninth  annual  convention  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  Association 
will  be  held  in  Chicago,  Illinois,  June  8 to  13,  with 
headquarters  at  the  Conrad  Hilton  Hotel.  Mrs. 
Henry  L.  Schmitz  and  Mrs.  Warren  W.  Young  of 
Chicago  are  general  chairmen  of  the  committee  on 
convention  arrangements. 

The  program  will  include  the  following:  June  8 — 
registration  and  committee  meetings;  June  9 — 


round  table  discussions,  luncheon,  and  fashion  tea; 
June  10 — first  formal  sessions  of  the  convention, 
past  presidents  luncheon,  committee  reports,  and 
state  reports;  June  11 — convention  session,  presi- 
dent’s luncheon,  and  committee  reports;  June  12- 
convention  session,  election  and  installation  of 
officers,  and  annual  dinner;  June  13 — conference 
of  officers,  committee  chairmen,  and  state  presi- 
dents. 


COUNTY  NEWS 


Allegany  County 

The  regular  meeting  of  the  Allegany  County 
Auxiliary  was  held  March  13  in  Friendship.  Guest 
speaker  was  Mr.  William  Bacon,  librarian  of  the 
David  A.  Howe  Library  in  Wellsville,  whose  topic 
was  “The  Medical  Library.”  Each  member  of  the 
Auxiliary  agreed  to  work  w'ith  one  health  organiza- 
tion. Allegany  County  civil  defense  was  discussed 
by  Mrs.  E.  Stanley  Webster,  and  each  member  was 
urged  to  participate  in  the  program.  Plans  to 
encourage  students  to  enter  nursing  training  were 
discussed. 


Orange  County 

Dr.  John  Degan  of  Middletown,  Orange  County 
civil  defense  chairman,  was  guest  speaker  at  the 
last  meeting  of  the  Orange  County  Auxiliary,  held 
in  Middletown.  A nominating  committee  was  ap- 
pointed, to  consist  of  Mrs.  Walter  Davis,  Chester, 
chairman;  Mrs.  Percival  Faivre,  Middletown; 
Mrs.  G.  W.  Monteleone,  Port  Jervis,  and  Mrs.  C. 
S.  Me  William,  Newburgh. 


Onondaga  County 

The  April  meeting  of  the  Onondaga  County 
Auxiliary  was  held  April  1 at  the  home  of  Mrs. 
Raymond  J.  Pieri  in  Syracuse.  Chairman  of  the 
meeting  was  Mrs.  William  J.  McNerney,  and  pouring 
at  the  tea  table  were  Mrs.  John  Brust  and  Mrs. 
Howard  Case.  Mrs.  George  Murdock  is  Auxiliary 
president. 

Saratoga  County 

Recent  meetings  of  the  Saratoga  County  Auxiliary 
have  included  a meeting  February  5 at  the  Saratoga 
Hospital  when  plans  were  made  for  public  relations 
projects  and  a rummage  sale  for  the  benefit  of  the 
nurse  scholarship  fund,  and  a luncheon  in  April  at 
the  Gideon  Putnam  Hotel,  Saratoga  Springs. 

Warren  County 

The  Warren  County  Auxiliary  at  a recent  meeting 
held  in  Glens  Falls  heard  a talk  on  the  American  Red 
Cross  home  nursing  course.  Plans  were  also  made  to 
cooperate  with  the  work  of  the  Warren  County 
branch  of  the  American  Cancer  Society. 
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ADDITIONAL  ANNUAL  REPORT 

Medical  Society  of  the  State  of  New  York 
1951-1952 


REPORT  OF  THE  COUNCIL,  PART  VI 


Committee  on  Hospital  and  Professional  Relations 

The  Council  Committee  on  Hospital  and  Profes- 
sional Relations  has  the  following  membership: 


Harold  F.  Brown,  M.D.,  Chairman Buffalo 

Carlton  F.  Potter,  M.D Syracuse 

Gerald  D.  Dorman,  M.D New  York  City 

The  Advisory  Subcommittee  consists  of  the  fol- 
lowing: 

M.  J.  Fein,  M.D.,  Chairman New  York  City 

Harold  C.  Kelley,  M.D Bronx 

Madge  C.  L.  McGuiness,  M.D. . . . New  York  City 

Leo  P.  Larkin,  M.D Ithaca 

James  J.  Toomey,  M.D Poughkeepsie 

Vincent  E.  Fischer,  M.D Rochester 

W.  Tilden  Boland,  M.D Elmira 

H.  Leonard  Schlesinger,  M.D Plattsburg 

Lee  S.  Preston,  M.D Oneida 

The  report  of  the  Committee  on  Hospital  and 
Professional  Relations  to  the  1951  House  of  Dele- 
gates was  referred  by  the  House  to  the  Council. 
The  Council  then  referred  it  back  to  the  committee 
for  further  study. 

In  December,  1951,  the  House  of  Delegates  of  the 
American  Medical  Association,  meeting  in  Los 
Angeles,  California,  approved  a recommendation  by 
the  Board  of  Trustees  in  relation  to  the  previous 
reports  submitted  by  the  Committee  on  Hospitals 
and  the  Practice  of  Medicine.  In  essence,  this 
recommendation  substituted  a statement  entitled 
“Guides  For  Conduct  of  Physicians  in  Relationships 
with  Institutions”1  for  what  had  been  known  previ- 
ously as  the  “Hess  Reports.” 

Largely  as  a result  of  the  above-mentioned  facts, 
the  report  of  our  Committee  on  Hospital  and  Pro- 
fessional Relations  is  essentially  the  same  as  that 
presented  in  1951,  with  this  difference — that  it  has 
been  altered  to  conform  with  the  new  statement  of 
policy  by  the  A.M.A. 

This  report  concerns  largely  the  pathologists, 
roentgenologists,  anesthetists,  physiatrists,  and 
electrocardiographers.  It  is  based  largely  on  the  in- 
formation obtained  from  these  specialists  at  hearings 
held  in  New  York  City,  Albany,  Syracuse,  and  Buf- 
falo. These  specialties,  in  our  opinion,  are  part  of 
the  practice  of  medicine. 

We  do  not  want  to  infer  that  the  problems  men- 
tioned in  this  report  are  present  in  every  hospital. 
We  also  would  like  to  borrow  a quotation  from  Dr. 
L.  S.  Goin  and  say  that  in  this  report  “when  we  use 


1.  J. A.M.A.  147:  1684  (Dec.  22)  1951. 


the  word  hospital,  it  does  not  signify  the  familiar  and 
friendly  place  where  the  physician  carries  on  part  of 
his  practice — an  institution  that  probably  would  not 
harm  him  if  it  could.  On  the  contrary,  the  word 
hospital,  as  used  in  this  report,  means  that  imper- 
sonal and  abstract  thing — the  hospital  world — the 
association  of  hospitals.”  We  use  the  word  exploita- 
tion, a word  which  we  are  aware  is  resented  by  some 
people,  because  we  know  of  no  other  word  to  convey 
the  idea  we  want  to  express,  namely,  to  use  for  one’s 
own  advantage  or  profit. 

At  the  outset,  may  we  say  that  we  were  impressed 
by  the  fact  that  the  majority  of  those  specialists 
who  attended  our  hearings  throughout  the  State 
appeared  discouraged  and  disillusioned  and  gave 
other  indications  that  their  morale  was  low,  largely 
because  of  the  conditions  under  which  they  worked. 
He  was  a rare  exception  who  was  satisfied  with  his 
lot. 

These  dissatisfactions  stemmed  from  various 
causes,  but  a major  share  of  them  flowed  from  the 
contractual  relations.  These,  of  course,  varied  from 
specialty  to  specialty  and  from  hospital  to  hospital. 
The  financial  arrangement  for  services  rendered  was 
a common  source  of  irritation.  Among  the  pa- 
thologists and  x-ray  men,  the  most  common  financial 
arrangement  was  straight  salary.  Others  were  on 
salary  plus  commission,  still  others  on  a rental  basis. 
Practically  all  bills  for  services  in  these  specialties  are 
sent  by  the  hospital  on  hospital  billheads,  and  most 
frequently,  no  mention  is  made  that  the  charge  is 
for  professional  services  rendered  by  Dr.  X.  This 
practice  at  times  even  applied  in  workmen’s  com- 
pensation cases,  especially  in  pathology  and  x-ray. 
Rarely  did  a roentgenologist  or  pathologist  send  bills 
on  his  own  stationery,  even  for  ambulator}'  cases 
sent  in  by  an  outside  physician. 

There  seems  to  be  an  increasing  tendency  among 
the  anesthetists  to  send  their  bills  on  their  own  sta- 
tionery. 

Departments  of  physical  medicine,  where  a physi- 
cian is  actually  in  charge  and  works  on  a full-time 
basis  in  that  department,  are  apparently  few  in 
number.  However,  this  field  is  expanding.  There 
is  no  definite  pattern  of  remuneration  that  has  been 
established. 

On  the  other  hand,  in  electrocardiography,  with 
few  exceptions  the  hospital  sends  the'bills  on  hospital 
stationery.  In  one  instance  that  came  to  our  atten- 
tion, the  hospital  sends  a bill  for  the  technical  serv- 
ices, and  the  electrocardiographer  sends  his  bill  on 
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his  own  billheads  for  the  professional  services  of 
interpreting  the  graph. 

Many  men  resent  the  fact  that  they  are  on  a 
straight  salary.  This  employer-employe  relationship 
at  times  seems  to  degenerate  into  one  of  a master- 
servant  relationship,  with  distortion  of  the  factors  of 
direction  and  control.  Some  directors  of  labora- 
tories feel  that  they  have  considerably  less  than  an 
optimum  autonomy  in  running  their  department. 
Oftentimes,  the  director  of  a department  does  not 
have  the  power  even  to  appoint  or  fire  technicians. 
His  advice  as  to  how  many  trained  personnel  are 
required  for  work  of  good  quality  is  often  unheeded. 
Salaries  are  often  inadequate  to  hold  competent  help. 
One  pathologist  said  that  he  loses  a technician  every 
time  a job  in  the  mill  opens  up  because  as  a millhand 
she  gets  a better  salary  than  as  a trained  technician. 
The  needs  for  adequate  space,  secretarial  help,  new 
equipment,  etc.,  are  too  often  decided  not  by  the 
director  of  the  department,  who  by  training  and  ex- 
perience should  be  qualified  to  determine  these  mat- 
ters, but  rather  by  a lay  administrator  or  a lay 
board  of  directors,  whose  only  claim  to  any  compe- 
tence in  these  matters  often  rests  on  the  accident  of 
his  having  been  appointed  or  elected  to  the  govern- 
ing board  of  the  hospital.  The  cumulative  effect  of 
many  of  these  inadequacies  is,  of  course,  reflected  in 
the  quality  of  care  for  the  patient,  which  should  be 
our  primary  concern. 

A most  disconcerting  byproduct  of  such  conditions 
is  the  definite  fact  that  recruits  for  training  in  these 
specialties,  and  especially  in  pathology,  are  fewer 
than  are  needed  to  supply  even  those  hospitals  which 
are  approved  for  residencies.  In  the  October  21, 
1950,  issue  of  the  J.A.M.A.,  it  states:  “Of  1,001 
approved  residencies  in  pathology,  there  are  105 
appointments  unfilled.  There  are  6,572  registered 
hospitals.  The  American  Board  of  Pathologists, 
since  its  organization  in  1936,  has  certified  1,658 
members.  The  approximate  output  each  year  is 
180.”  These  figures  seem  to  indicate  that  there  is 
but  one  registered  pathologist  available  for  every 
four  registered  hospitals.  It  does  not  seem  too  great 
a stretch  of  the  imagination  to  suspect  that  the  other 
laboratory  medical  specialists  may  very  well  follow 
the  same  pattern  unless  some  of  the  conditions  are 
changed  to  make  them  more  attractive  than  they  are 
at  the  present  time.  In  the  last  analysis,  the  logical 
result  of  such  policies  mentioned  above  will  be 
expressed  in  terms  of  poorer  service  for  the  patient, 
both  quantitatively  and  qualitatively. 

With  very  few  exceptions,  pathologists,  roent- 
genologists, etc.,  are  being  exploited  by  the  hospital. 
If  anyone  thinks  that  our  claim  of  exploitation  of 
these  medical  specialists  by  the  hospitals  is  a figment 
of  the  imagination,  we  would  advise  him  to  consult 
references  in  hospital  magazines  admitting  this  fact. 
Hospital  administrators  admit  that  x-ray,  pathology, 
and  pharmacy  departments  are  usually  expected  to 
yield  magnificent  returns.  With  such  profits  they 
hope  to  overcome  the  deficits  in  some  of  the  other 
departments.  For  instance,  it  is  common  practice 
to  sell  their  principal  commodity,  i.e.,  bed  and  board 
and  general  care,  for  less  than  actual  cost  with  the 
hope  of  making  up  the  deficit  in  those  luxury  depart- 
ments. 

In  some  instances,  the  anesthetists  feel  that  they 
are  being  exploited.  For  example,  in  one  hospital, 
the  anesthetist  has  to  contribute  to  the  hospital  the 
sum  of  $1,200  a year,  presumably  for  the  supplies  he 
uses  in  the  administration  of  his  anesthetics.  How- 
ever, the  same  amount  is  charged  regardless  of  how 
many  anesthetics  he  gives.  Some  anesthetists  think 


that  when  a figure  is  arrived  at  on  some  arbitrary 
basis,  such  as  this,  that  it  assumes  the  aspect  of  a 
“kickback.”  They  feel  the  fee  for  the  anesthetic  is 
for  the  service  and  the  judgment  which  the  anesthe- 
tist exercises  as  a result  of  special  training  and  ex- 
perience. The  use  of  materials  for  anesthetics  is 
somewhat  analagous  to  the  use  of  an  operating  room 
by  a surgeon.  Many  anesthetists  feel  that  the 
charges  for  such  a service  should  be  made  by  the 
hospital. 

Certainly  many  of  the  electrocardiographers  are 
being  exploited.  One  electrocardiographer  said 
that  he  interpreted  for  the  hospital  on  an  average  of 
200  electrocardiograms  a month.  The  hospital 
which  furnishes  technical  help,  supplies,  etc.,  the 
sum  total  of  which  is  worthless  until  the  graph  is 
interpreted,  collects  approximately  $1,200  to  $1,500 
for  these  cardiograms.  The  physician  is  paid  by 
the  hospital  $60  a month  for  interpreting  them. 
This  is  equivalent  to  about  $1.60  an  hour  for  the 
time  spent  in  interpreting  the  films,  not  as  much  as 
some  unskilled  laborers  get  per  horn.  This,  it  seems 
to  us,  by  any  other  name,  is  still  exploitation. 

On  the  basis  of  the  data  revealed  at  our  hearings, 
it  appears  that  if  we  apply  the  ethical  yardstick  con- 
tained in  the  “Guides  For  Conduct”  to  those  practic- 
ing x-ray,  pathology,  etc.,  in  the  hospitals  of  the 
State,  the  majority  of  them  can  be  said  to  be  practic- 
ing unethically.  Many,  if  not  most,  of  these  men 
admit  this.  A very  few  of  them  who  do  admit  it 
maintain  that  they  have  no  objection  to  the  hospital 
making  a profit  on  their  services  as  long  as  they  are 
satisfied  with  the  arrangements  they  make. 

It  might  probably  be  asked  why  these  patholo- 
gists, roentgenologists,  etc.,  sign  a contract  with  the 
provisions  of  which  they  find  so  much  fault.  The 
answer  seems  to  be  there  was  not  much  else  they 
could  do  if  they  and  their  families  were  to  eat.  Ap- 
proximately twelve  years  after  graduating  from 
high  school,  the  neophyte  in  pathology  and  x-ray 
usually  has  to  make  the  decision  to  do  one  of  two 
things:  either  open  a private  office  or  work  in  a 
hospital.  The  former  requires  such  a sum  of  money, 
especially  in  radiology,  that  it  immediately  pre- 
cludes adoption  by  many,  if  not  most,  men.  The 
alternative  is  to  sign  up  to  work  for  a hospital.  In 
such  an  event,  the  contract  may  have  unethical 
features  which  are  not  acceptable.  In  such  a situa- 
tion, the  young  man,  who  is  anxious  to  practice  his 
specialty  on  the  same  plane  that  his  confreres  in 
surgery,  medicine,  and  obstetrics  practice  theirs, 
has  often  been  penalized  for  maintaining  such  an 
attitude,  for  if  he  does  not  accept  the  contract  on  the 
terms  of  the  hospital,  someone  else  may  come  along 
the  next  day  who  does  accept  them.  Such  happen- 
ings, up  until  now,  have  been  possible  because  these 
medical  laboratory  specialists,  working  full  time  in 
the  hospital,  have  not  had  any  significant  group  of 
organized  medicine  to  back  them  up.  Furthermore, 
there  have  been  no  efficacious  measures  to  discourage 
others  who  come  along  from  accepting  nonethical 
contracts. 

We  call  to  your  attention  that  many  of  the  abuses 
which  have  been  allowed  to  continue  to  exist  in  these 
specialties  are  due  largely  to  the  medical  profession 
itself.  The  fact  that  the  problems  of  the  pathologist 
or  x-ray  man  do  not  affect  too  intimately  the  average 
practitioner  makes  him  insensible  to  them.  By  this 
time  we  should  have  learned  that  inroads  into  any 
segment  of  our  profession  should  be  of  concern  to 
us.  When  the  prerogatives  of  the  pathologists  or 
x-ray  man  are  restricted  or  distorted,  we  are  making 
the  way  much  easier  for  similar  encroachments  on 
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other  branches  of  medicine.  We  reap  the  whirlwind 
now  for  our  lethargy  in  the  past  in  responding  to  the 
calls  of  the  pathologists  and  radiologists  for  help. 
The  logical  consequence  of  our  past  attitude  is  now 
manifesting  itself  by  the  employment  of  full-time 
clinical  attendings  by  some  hospitals  which  collect 
and  keep  the  fees  and  pay  the  clinician  a fixed  salary. 
It  is  time  that  we  take  a determined  stand.  Other- 
wise the  crack  in  the  dike  may  become  a gaping  hole 
through  which  we  all  may  be  inundated.  The  deci- 
sion must  be  made,  and  made  now,  as  to  whether  the 
physician  shall  continue  to  be  his  own  master  or  the 
servant  of  the  hospital. 

In  accordance  with  the  mandate  of  the  resolution 
which  created  this  committee,  we  are  to  “formulate 
general  policies  with  regard  to  such  medical  prac- 
tices in  hospitals.”  Accordingly,  we  have  recom- 
mended that  each  county  society  establish  a hospital 
and  professional  relations  committee.  We  suggest 
that  they  survey,  in  an  objective  manner,  the  situa- 
tion in  their  county  as  it  relates  to  the  ethics,  stand- 
ards, responsibilities,  and  contractual  relations  of 
pathology,  x-ray,  etc.,  as  they  are  practiced  in  the 
hospitals  of  their  county.  We  suggest  that  they  use 
as  a basis  for  determining  whether  an  action  is  ethical 
or  not,  the  following: 

A physician  should  not  dispose  of  his  profes- 
sional attainments  or  services  to  any  hospital,  lay 
body,  organization,  group,  or  individual,  by  what- 
ever name  called,  or  however  organized,  under 
terms  or  conditions  which  permit  exploitation  of 
the  services  of  the  physician  for  the  financial 
profit  of  the  agency  concerned.  Such  a procedure 
is  beneath  the  dignity  of  professional  practice  and 
is  harmful  alike  to  the  profession  of  medicine  and 
the  welfare  of  the  people.1 

It  must  also  be  remembered  that  fee-splitting 
with  a hospital  is  just  as  unethical  as  fee  splitting 
with  another  physician. 

We  suggest  that  these  yardsticks  should  be  applied 
to  all  members  of  our  Society,  who,  because  of  fees 
collected  for  services  rendered  by  them,  are  receiving 
a remuneration  from  a hospital.  This  should  be 
applied  with  equal  force  to  all,  whether  he  is  a mem- 
ber of  a laboratory  department  or  a member  of  a 
clinical  department,  whether  he  be  a professor  or  a 
recent  graduate,  whether  he  be  on  a part-time  or 
full-time  basis,  or  whether  he  is  on  a salary,  percent- 
age, or  rental  basis,  or  any  combination  of  these. 
We  further  suggest  that  if  after  proper  investiga- 
tion any  member  is  found  guilty  of  unethical  con- 
duct, the  courses  of  action  outlined  in  the  “Guides 
For  Conduct”  be  followed.  It  should  be  remem- 
bered, however,  at  all  times  that  remuneration  by 
salary,  by  percentage,  or  rental  basis  are  of  them- 
selves not  unethical.  It  is  only  when  the  hospitals 
are  collecting  monies  for  the  services  rendered  by 
their  physician-employes  and  making  a profit  on 
such  collections  that  such  conduct  becomes  unethi- 
cal. The  argument  of  the  hospitals,  that  they  are 
justified  in  making  a profit  on  these  departments  be- 
cause they  apply  such  profit  to  the  other  depart- 
ments in  which  there  are  deficits  is  fallacious  and 
unjust.  If  a department  collects  $100,000  per  year 
and  pays  its  physician  $15,000  or  even  $20,000,  it  is 
evident  that  either  the  patient  or  the  doctor  is  being 
exploited,  or  both.  If,  as  most  hospital  boards  pro- 
claim, the  hospital  is  fortunate  in  breaking  even 
financially,  and  if  large  profits  are  being  made  by 
x-ray  and  pathology  departments,  it  would  seem 
that  the  patients  who  use  the  services  of  these  de- 
partments are  in  part  subsidizing  the  patients  who 
do  not. 

» Principles  of  Medical  Ethics  of  the]  American  Medical 
Association,  Chapter  IV,  Article  VI,  Section  6. 


It  is  understood,  of  course,  that  existing  contracts 
can  not  and  should  not  be  abrogated.  This  is  based 
on  the  assumption  that  most  contracts  are  of  one  to 
three-year  duration.  However,  when  the  contract  is 
renewed,  it  should  be  on  an  ethical  basis. 

To  anyone  who  would  ask  the  question,  “How  can 
you  prevent  a man  from  selling  his  services  in  what- 
ever manner  he  may  care  to  dispose  of  them?,”  we 
answer,  “We  cannot  prevent  him  from  doing  so.” 
However,  we  do  not  have  to  retain  him  as  a member 
of  our  Society  if  he  does  not  live  up  to  the  require- 
ments of  membership.  If  the  involved  physician  in 
the  hospital  is  willing  and  anxious  to  meet  the  ethi- 
cal requirements  of  the  situation  but  the  hospital 
will  not  agree  to  such  an  arrangement,  and  if  the 
matter  cannot  be  settled  on  the  staff  or  county 
society  level,  then  help  from  the  State  Society  should 
be  invoked.  (Our  committee  has  established  as  a 
guiding  principle  that  we  will  consider  problems  pre- 
sented to  us  only  when  they  have  come  up  to  us 
through  proper  channels,  i.e.,  from  the  county  medi- 
cal society.)  If  a hospital  still  persists  in  its  refusal 
to  enter  into  an  ethical  arrangement  with  its  physi- 
cian-employes, then  we  recommend  the  matter  be 
referred  to  the  Judicial  Council  of  the  A.M.A.  for 
action.  “It  is  just  as  unethical  to  split  fees  with  a 
hospital  as  it  is  to  split  fees  with  another  physician.” 

We  recommend  also  that  these  specialists  do  not 
enter  into  a contract  with  any  hospital  until  there 
is  included  in  it  conditions  which,  in  addition  to  a 
satisfactory  ethical  financial  arrangement,  also  pro- 
vide that  he  shall  be  the  director  of  his  department 
not  only  in  word  but  in  deed,  and  that  nothing  shall 
be  permitted  to  interfere  with  him  in  the  control  of 
his  professional  service. 

We  recommend  that  the  specialists  in  pathology, 
x-ray,  etc.,  should  enjoy  the  same  staff  privileges, 
including  voting  power,  membership  on  committees, 
a voice  in  determining  staff  policies  of  the  hospital, 
on  an  equal  footing  with  the  heads  of  the  clinical 
departments. 

The  contracts  of  the  Blue  Cross  organizations  have 
added  new  problems  to  many  departments  in  the 
hospital,  principally  pathology  and  x-ray.  These 
problems  are  due  to  the  fact  that  Blue  Cross  offers 
coverage  for  certain  medical  services.  We  are  aware 
that  our  Society,  by  a resolution  passed  by  its  House 
of  Delegates,  went  on  record  against  the  principle 
of  the  inclusion  of  such  medical  services  in  any  Blue 
Cross  contract.  We  recommend,  at  this  time,  that 
the  State  Society  renew  its  efforts  to  attain  this  goal. 
We  suggest  that  this  might  be  most  likely  attained 
by  an  agreement  between  the  Blue  Cross  and  Blue 
Shield  corporations,  to  the  effect  that  in  any  new  con- 
tracts or  renewal  of  contracts  where  coverage  for 
certain  medical  benefits  is  included,  Blue  Shield 
become  a coinsurer  with  the  Blue  Cross  to  cover  the 
medical  services  contracted  for.  We  do  not  recom- 
mend, however,  that  the  Blue  Shield  reinsure  the 
Blue  Cross  for  any  of  its  commitments  to  provide 
medical  services,  for  we  cannot  subscribe  to  the 
principle  that  Blue  Cross  has  any  right  to  contract 
for  the  providing  of  medical  services. 

We  recommend  strongly  that  when  a medical  serv- 
ice is  rendered  by  a pathologist,  roentgenologist,  etc., 
practicing  in  a hospital — and  by  a medical  service 
we  mean  an  opinion  given  or  a service  rendered  based 
on  his  training  and  experience  as  a doctor  of  medi- 
cine— that  he  should  do  exactly  what  any  of  the 
other  specialists  do,  namely,  render  a bill  for  such  a 
service  on  his  own  stationery.  By  this  simple  pro- 
cedure the  patient  becomes  aware  that  a professional 
medical  service  has  been  rendered  by  a doctor  and 
not  by  a technician.  It  immediately  takes  it  out  of 
the  classification  of  hospital  service,  as  it  is  so  com- 
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monly  assumed  to  be  when  the  hospital  sends  the  bill. 
Years  ago,  largely  because  the  doctor  did  not  want  to 
be  bothered  with  such  bookkeeping  details  as  are  in- 
volved in  the  sending  and  collecting  of  bills,  he  very 
innocently  not  only  allowed,  but  encouraged,  the 
hospital  to  take  over  this  chore.  After  this  had  been 
indulged  in  for  a generation,  there  has  developed  the 
idea  by  some  hospitals  that  they  have  a vested  right 
in  the  collection  and  share  of  the  fee  for  the  work 
performed  by  the  specialist.  We  believe  that  there 
is  no  single  factor  which  would  re-establish  the  per- 
sonality of  the  pathologist  and  roentgenologist,  etc., 
as  individuals  in  the  practice  of  medicine,  rather  than 
an  “employe”  of  a hospital,  than  the  sending  of  his 
own  bills.  We  believe,  also,  that  the  other  members 
of  the  profession  could  help  in  this  conversion  by 
explaining  to  the  patient  when  sending  him  to  an 
x-ray  man  or  pathologist,  that  he  is  sending  him  to 

I another  physician,  who,  because  of  his  specialized 
knowledge,  may  be  able  to  help  in  the  diagnosis, 
prognosis,  or  therapy,  and  because  of  this  medical 
service,  he  will  receive  a bill  from  the  doctor.  Inci- 
dentally, if  a bill  for  service  was  rendered  by  every 
physician  practicing  these  specialties  in  the  hospi- 
tal, many  of  the  problems  we  have  with  the  Blue 
Cross  would  probably  evaporate  overnight.  We 
believe  that  if  the  Blue  Cross  found  that  they  could 
no  longer  share  in  the  exploitation  of  the  patholo- 
gists and  other  medical  specialists  in  hospitals,  they 
would  soon  retire  from  the  field  of  selling  medical 
service  under  a hospital  contract.  We  emphasize, 
too,  that  being  billed  by  the  doctor  should  in  no  way 
increase  the  costs  of  the  service  to  the  patient.  It 
could  reasonably  be  expected  to  lower  the  fee  if  the 
exploitation  factor  by  the  hospital  is  eliminated. 
Moreover,  it  would  not  prevent  an  arrangement  by 
which  the  hospital  would  get  its  just  financial  due 
for  nonmedical  services  contributed.  This  direct 
billing  by  the  doctor,  it  seems,  might  accomplish  two 
objectives:  (1)  elimination  of  the  exploitation  of 

either  patient  or  doctor;  (2)  some  restoration  of  the 
identity  of  the  pathologist,  radiologist,  etc.,  as  a 
medical  specialist  and  some  reclamation  of  his  pro- 
fessional dignity  and  prestige.  It  would  also  elimi- 
nate some  of  the  difficulties  encountered  in  work- 
men’s compensation  cases. 

It  is  a well-known  fact  that  a fair  percentage  of 
the  income  of  pathologic  and  x-ray  departments  of 
some  hospitals  is  derived  from  fees  collected  from 
private  outpatients.  There  seem  to  be  several  reas- 
ons why  some  physicians  refer  their  outpatients  to  a 
laboratory  in  the  hospital  rather  than  to  a private 
physician  in  that  specialty,  practicing  outside  the 
hospital.  Convenience  for  the  doctor  in  viewing 
x-ray  films  in  the  hospital  which  he  visits  daily  is 
one  reason  given.  Pre-eminence  of  the  specialist  in 
the  hospital  for  some  particular  types  of  work  is 
another.  Still  another  is  the  pressure  exerted — 
sometimes  directly,  sometimes  indirectly — by  hos- 
pital administrators  to  support  those  departments 
in  the  hospital.  Most  frequently,  thoughtlessness 
is  the  determining  factor.  Success  in  x-ray  and 
pathologic  departments  as  income  producers  for  the 
hospital  may  tempt  some  administrators  or  boards  of 
trustees  to  extend  such  practice  beyond  the  field  of 
laboratory  medicine  into  the  field  of  clinical  medicine 
as  the  x-ray  men  and  pathologists  have  been  warn- 
ing. The  larger  the  deficits,  the  more  tempting  it 
might  become.  Strangely  enough,  many  of  the  doc- 
tors who  support  such  policies  mentioned  above 
would  be  the  loudest  in  their  protestations  if  the 
same  hospital  hired  a surgeon,  an  obstetrician,  or  an 
internist  and  paid  him  a salary,  while  they  collected 
and  kept  the  fees  for  his  services.  We  recommend  to 


all  members  of  the  profession  who,  unthinkingly,  are 
encouraging  the  hospitals  to  practice  medicine  that 
when  equal  quality  of  service  can  be  obtained  from 
men  in  private  practice,  that  they  refer  their  private 
patients  to  them  rather  than  to  hospital  depart- 
ments. Certainly  this  can  be  done  practically 
always  in  the  larger  urban  areas.  In  small  com- 
munities it  may  be  necessary  to  refer  them  to  the 
hospital.  We  also  recommend  an  educational  pro- 
gram along  these  lines  to  the  physicians  of  the  State. 
This,  we  believe,  could  be  accomplished  by  special 
articles  appearing  periodically  in  our  Journal  and 
by  frequent  references  to  it  in  our  News  Letter. 

Much  confusion  exists  in  the  minds  of  some  path- 
ologists and  radiologists  concerning  their  rights 
under  the  workmen’s  compensation  act.  Bills  for 
services  in  these  branches  apparently  are  often  sent 
by  the  hospital  which  collects  and  keeps  the  money. 
Some  x-ray  men  in  upstate  New  York  apparently 
believe  that  only  the  hospital  may  send  the  bill  and 
collect  the  fee.  They  apparently  are  not  aware  that 
a hospital  may  not  collect  a fee  for  x-ray  service  in 
a compensation  case  unless  its  x-ray  laboratory  has 
been  approved  and  licensed  as  an  x-ray  bureau  under 
the  workmen’s  compensation  act.  This  approval 
must  originate  from  its  county  society.  Hospitals 
are  apparently  sending  bills  and  collecting  fees  for 
services  performed  by  the  pathologists  too.  The 
right  of  the  hospital  to  do  so  has  been  challenged  at 
some  of  our  meetings.  So,  also,  has  been  challenged 
the  right  of  the  insurance  carriers  to  pay  these  bills 
for  pathologic  or  x-ray  service  to  anyone  but  a 
physician,  except  where  an  approved  x-ray  bureau 
exists.  We  repeat,  “division  of  fees  with  a hospital 
is  just  as  unethical  as  division  of  fees  with  another 
physician.”  Incidentally,  this  is  another  instance 
where  difficulties  would  be  eliminated  by  the  simple, 
ethical  practice  of  sending  one’s  own  bill  for  services 
rendered.  We  recommend  that  the  workmen’s 
compensation  committee  consider  these  problems 
and  take  whatever  action  is  appropriate  in  the  mat- 
ter. We  further  recommend  that  a clear  exposition 
of  the  law  and  its  practical  application  be  made  the 
matter  of  a special  article  in  our  Journal. 

Reference  was  made  very  frequently  at  our  hear- 
ings throughout  the  State  to  the  various  opinions 
that  are  held  regarding  the  exact  status  of  the  prac- 
tice of  pathology,  x-ray,  anesthesiology,  and,  more 
recently,  electrocardiography.  We  are  aware  that 
in  some  hospital  circles  they  are  not  considered  to 
be  the  practice  of  medicine.  However,  we  know 
them  to  be  specialties  in  the  practice  of  medicine. 
Practitioners  in  these  specialties  render  opinions, 
make  diagnoses  and  prognoses,  and,  in  many  in- 
stances, give  treatment,  and  these  actions  are  based 
on  training  and  experience  as  doctors  of  medicine. 
To  settle  this  question  once  and  for  all,  some  of  our 
members  believe  that  there  should  be  a legal  defini- 
tion to  the  effect  that  these  specialties  are  the  prac- 
tice of  medicine.  They  believe  that  the  Medical 
Practice  Act  should  be  revamped  to  stamp  these 
specialties  specifically  as  the  practice  of  medicine. 
However,  your  committee  is  aware  of  the  reluctance 
of  the  Council  to  modify,  in  any  way,  the  Medical 
Practice  Act.  They  believe  it  might  open  the  way 
for  the  inclusion  of  some  of  the  cults.  This  commit- 
tee is  not  sufficiently  aware  of  all  the  pros  and  cons 
of  this  matter.  We  believe,  however,  that  this 
proposition  is  of  sufficient  importance  to  merit  more 
detailed  study.  We,  therefore,  recommend  that  the 
Legislation  Committee  make  a special  study  of  this 
matter  and  report. 

During  our  hearings  with  the  x-ray  groups,  we 
heard  expressed  on  more  than  one  occasion  an  opin- 
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ion  that  there  is  a need  for  a State-wide  organization 
among  the  roentgenologists.  It  was  thought  that 
such  a group  could  coordinate  and  integrate  the 
work  of  regional  groups  into  a comprehensive  whole. 
It  was  felt  that  a code  of  ethics  for  the  roentgenolo- 
gist was  needed  in  the  State,  one  somewhat  similar 
to  those  of  the  pathologists  and  anesthetists.  Stand- 
ards, contractual  relations,  and  responsibilities  could 
be  more  effectively  considered  on  a State- wide  level. 
We  recommend  to  this  House  of  Delegates  that  you 
authorize  the  Council  of  the  State  Society  to  render 
whatever  aid  they  may  be  called  upon  to  give  in 
effectuating  such  an  organization.  It  may  be  that 
reactivating  the  old  Committee  of  the  Associated 
Radiologists  of  New  York,  Inc.,  would  satisfy  the 
need. 

In  spite  of  all  the  involved  problems  which  exist 
between  hospitals  and  doctors  and  despite  occasional 
misunderstandings  among  us,  we  should  never  lose 
sight  of  the  fact  that  there  is  a mutual,  interdepend- 
ence of  one  on  the  other.  Without  doctors,  there 
could  be  no  hospitals,  and  without  hospitals,  the 
physician,  in  many  complicated  cases,  could  not 
tender  the  type  and  quality  of  care  that  the  patient 
in  this  day  and  age  has  a right  to  expect.  It  seems 
logical  and  sensible,  therefore,  that  the  Medical 
Society  of  the  State  of  New  York  and  the  State 
Hospital  Association  should  get  together  to  see  if 
they  cannot  come  together  on  an  agreement  as  to 
the  principles  involved  in  these  problems  and  their 
proper  solution.  We,  therefore,  recommend  that  the 
appropriate  committee  of  this  State  Society  try  to 
arrange  a meeting  with  the  representatives  of  the 
State  Hospital  Association  to  explore  our  mutual 
problems  with  a view  to  settling  them  on  a fair, 
equitable,  and  ethical  basis.  We  would  suggest  that 
in  the  event  of  such  a meeting  our  representatives 
use  as  a basis  of  discussion,  at  least,  the  following 
principles: 

1.  That  the  practice  of  pathology,  x-ray,  anes- 
thesiology, physical  medicine,  and  electrocardiog- 
raphy, etc.,  are  the  practice  of  medicine. 

2.  That  nothing  should  be  permitted  to  inter- 
fere with  the  physician  in  the  control  of  his  profes- 
sional service.  No  authority,  hospital,  or  other  can 
direct  the  physician’s  professional  service  to  his 
patient.  Hospitals  should  not  practice  medicine. 
This  must  remain  the  prerogative  of  the  physician. 

3.  Neither  the  hospital  nor  the  doctor  rendering 
the  service  shall  exploit  the  patient  or  each  other. 

4 The  authority  for  medical  standards  is  vested 
in  the  medical  profession. 

5.  A physician  should  not  dispose  'of  his  profes- 
sional attainments  or  services  to  any  hospital,  lay 
body,  organization,  group,  or  individual,  by  what- 
ever name  called,  or  however  organized,  under  terms 
or  conditions  which  permit  exploitation  of  the  serv- 
ices of  the  physician  for  the  financial  profit  of  the 
agency  concerned.  Such  a procedure  is  bbncath  the 
dignity  of  professional  practice  and  is  harmful  alike 
to  the  profession  of  medicine  and  the  welfare  of  the 
people. 

6.  It  must  also  be  remembered  that  fee-splitting 
with  a corporation  is  just  as  unethical  as  fee-splitting 
with  another  physician. 

In  last  year’s  report  we  noted  the  satisfaction  ex- 
pressed by  the  representatives  of  the  Academy  of 


General  Practice  over  the  action  of  the  G’ouncil  in 
approving  the  three-point  program  which  they  had 
suggested.  This  program  was  directed  toward: 

1.  The  creation  of  a department  of  general  prac- 
tice in  the  hospitals  with  a department  head  having 
the  same  voting  power  as  is  accorded  to  the  heads 
of  the  other  services. 

2.  The  opportunity  for  advancement  by  the 
general  practitioner  on  the  hospital  staff. 

3.  The  recognition  of  the  individual  general  prac- 
titioner’s ability  to  practice  good  medicine  or  surgery 
whether  or  not  he  is  a board  member. 

They  have  requested  this  year  the  endorsement  by 
and  support  of  our  committee  of  a resolution  to  be 
introduced  in  the  1952  House  of  Delegates,  wherein 
they  ask  the  House  to  support  the  principle  of  hav- 
ing a general  practice  section  in  every  hospital. 
We  heartily  agree  with  this  idea.  The  general  prac- 
tice group  also  expressed  a desire  and  a hope  that 
residencies  in  general  practice  could  be  set  up  in 
some  of  the  hospitals  of  the  State.  This,  too,  we 
approve.  They’  offered  another  very  interesting 
idea.  It  is  based  on  the  proposition  that  over- 
exposed as  he  is  to  specialists  during  his  clinical 
years  in  medical  school,  and  being  taught  nowadays 
by  full-time  professors  who  have  never  been  in 
general  practice  and  rarely  in  any  practice  outside 
the  hospital,  the  present-day  student  emerges  as  a 
graduate  in  medicine  with  a somewhat  distorted 
view  of  medicine  as  it  must  be  practiced  outside  the 
hospital.  In  order  to  orient  him  with  the  problems 
and  pleasures  of  the  largest  segment  of  medical 
practice,  namely,  general  practice,  they  suggest  that 
every  senior  student  be  apprenticed  for  at  least  one 
month  to  a general  practitioner,  preferably  in  a 
rural  area.  They  believe  that  such  a policy  would 
broaden  the  student  and  possibly  attract  more 
candidates  to  the  general  practice  field.  We  believe 
that  such  an  experiment  deserves  a thorough  trial. 
Incidentally,  our  committee  has  invited  a repre- 
sentative of  the  Academy  of  General  Practice  to 
attend  all  of  our  meetings. 

We  would  also  like  to  mention  the  fact  that  there 
has  been  manifested  at  the  various  hearings  through- 
out the  State  what  seems  to  be  a reawakening  of 
interest  in  the  State  Society  by  the  men  in  these 
specialties  of  pathology,  radiology,  etc.  There  were 
many  expressions  of  commendation  and  apprecia- 
tion that  the  State  Society  was  showing  some  direct 
interest  in  their  problems.  Some  of  them  had  come 
to  believe  that  they  were  the  lost  battalion  of  medi- 
cine. They  were  glad  of  the  opportunity  to  point 
out  their  problems  and  to  have  some  official  body 
of  the  Society  try  to  help  them  solve  their  difficulties. 

It  was  determined,  as  a result  of  a survey  by  this 
committee,  that  on  April  1,  1952,  15  county’  socie- 
ties had  already’  established  a Committee  on  Hospi- 
tal and  Professional  Relations.  Many  of  them  were 
of  very  recent  origin,  i.e.,  since  January  1,  1952. 
The  activity  of  most  of  these  county’  committees, 
therefore,  has  been  very’  limited. 

It  is  the  opinion  of  our  committee  that  any  im- 
provements in  this  field  of  activity  will  depend 
largely’  and  almost  exclusively  on  the  progressive, 
intelligent,  and  enlightened  activities  of  the  local 
county  committees  on  hospital  and  professional 
relations. 
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Healthy  Babies.  A Complete  Handbook  for 
Modern  Mothers.  By  Josephine  Hemenway  Ken- 
yon, M.D.,  and  Ruth  Kenyon  Russell,  M.D.  Fifth 
edition.  Duodecimo  of  317  pages.  Boston,  Atlan- 
tic-Little, Brown  and  Co.,  1951.  Cloth,  $3.00. 

This  is  the  fifth  edition  of  this  work,  the  first  of 
which  was  published  in  1934.  This  fact  should  speak 
well  for  the  book’s  popularity. 

The  book  contains  much  irrelevant  material,  how- 
ever. Pages  are  devoted  to  “Fertility,”  and  “Infer- 
tility.” Fourteen  pages  are  devoted  to  differential 
diagnosis,  symptoms,  and  complications  of  en- 
cephalitis, tetanus,  psittacosis,  and  undulant  fever. 
Such  material  in  a book  written  for  the  lay  parent  is 
superfluous  and  could  have  been  eliminated.  Other 
subjects,  more  suitable,  might  have  been  chosen  by 
two  such  experienced  physicians.  Harry  Apfel 

Primer  of  Allergy.  A Guidebook  for  Those  Who 
Must  Find  Their  Way  Through  the  Mazes  of  This 
Strange  and  Tantalizing  State.  By  Warren  T. 
Vaughan,  M.D.  Third  edition.  Revised  by  J. 
Harvey  Black,  M.D.  Illustrated  by  John  P.  Tillery. 
Duodecimo  of  175  pages,  illustrated.  St.  Louis,  C. 
V.  Mosby  Co.,  1950.  Cloth,  $3.50. 

The  authors  introduce  the  book  with  a short  chap- 
ter on  why  the  allergic  patient  must  learn  to  live  with 
his  ailment.  The  various  allergens  are  described, 
and  the  nature  of  body  defenses  in  relation  to  them 
is  explained.  The  mechanism  of  allergic  balance  is 
stressed  and  is  clarified  by  means  of  numerous  in- 
structive diagrams. 

The  entire  presentation  is  written  clearly  and,  in 
parts,  in  a jovial  vein.  It  should  be  most  instruc- 
tive to  the  patient  who  is  suddenly  confronted  with 
the  intricate  problem  of  adjusting  his  life  to  a new 
routine.  Max  Grolnick 

From  a Doctor’s  Heart.  By  Eugene  F.  Snyder, 
M.D.  Octavo  of  251  pages,  illustrated.  New 
York,  Philosophical  Library,  1951.  Cloth,  $3.75. 

As  may  be  inferred  from  its  title,  this  book  is  a 
sort  of  autobiographic  report  by  a doctor  of  his 
own  coronary  disease.  The  method  is  perhaps 
unique. 

More  credit  is  given  to  the  psychic  side  of  the 
therapy  than  that  very  important  aspect  of  therapy 
deserves,  perhaps;  however  no  harm  is  done,  since 
the  book  is  directed  to  patients,  the  author  hopes  in 
part  prophylactically,  and  this  share  of  the  treat- 
ment is  the  one  to  which  the  patient  can  make  the 
largest  contribution. 

The  book  can  be  read  with  profit  and  enjoyment. 

Walter  D.  Lttdlum,  Sr. 

Introduction  to  Motherhood.  By  Grantly  Dick 
Read,  M.D.  Duodecimo  of  104  pages,  illustrated. 
New  York,  Harper  & Bros.,  1950.  Cloth,  $1.75. 

Dr.  Read,  the  author  of  Childbirth  Without  Fear, 
has  written  a basic  primer  for  the  woman  having  her 
first  baby.  It  is  a short,  simple,  well-illustrated  text. 
The  psychologic  value  of  relaxation  and  education  in 
counteracting  the  fear  of  childbirth  is  emphasized. 

Alexander  II.  Rosenthal 


Proceedings  of  the  Second  Clinical  ACTH  Confer- 
ence. Volume  I,  Research.  Volume  II,  Thera- 
peutics. Edited  by  John  R.  Mote,  M.D.  Octavo, 
illustrated.  531  pages;  716  pages.  Philadelphia, 
Blakiston  Co.,  1951.  Cloth,  $8.50  per  volume. 

During  the  year  1950,  the  tremendous  research 
and  interest  in  the  therapeutic  use  of  ACTH  occu- 
pied a significant  place  in  the  research  laboratories  of 
America.  At  the  second  Clinical  ACTH  Confer- 
ence, 102  papers  were  presented.  The  leading 
investigators  in  this  field  discussed  critically  the  re- 
ports of  their  colleagues.  The  two  volumes  are  a 
verbatim  report  of  the  two-day  conference. 

The  editor  quite  correctly  points  out  that  this 
“new  era  of  medicine  is  still  at  the  investigative 
stage,”  and  that  “all  of  the  papers  are  really  research 
presentations.”  The  clinician  should,  therefore, 
look  upon  them  as  containing  preliminary  data 
which  will  need  the  test  of  time  before  being  accept- 
able as  established  fact  or  therapy.  With  this 
reservation  in  mind,  the  reviewer  recommends  these 
two  volumes  for  their  wealth  of  physiologic  data  and 
the  fascinating  therapeutic  possibilities. 

They  will  remain  as  the  standard  authoritative 
presentation  of  the  data  and  views  of  the  experts  as 
of  the  year  1950.  Martin  Perlmutter 

Therapy  of  Dermatologic  Disorders.  Including  a 
Guide  to  Diagnosis  and  a Dermatologic  Pharma- 
copeia. By  Samuel  M.  Peck,  M.D.,  and  George 
Klein,  M.D.  Octavo  of  383  pages.  Philadelphia, 
Lea  & Febiger,  1951.  Cloth,  $6.50. 

This  book  is  worthy  of  great  praise.  It  is  concise 
and  will  be  a very  valuable  book  for  quick  reference 
in  the  working  library  of  every  dermatologist. 

Under  each  disease  is  given  the  etiology,  if  known, 
the  clinical  characteristics,  and  the  therapy.  Also, 
there  is  a very  complete  dermatologic  pharmacopoeia 
for  ready  reference.  John  C.  Graham 

Malignant  Disease  and  Its  Treatment  by  Radium. 

By  Sir  Stanford  Cade,  F.R.C.S.  Volume  III. 
Second  edition.  Octavo  of  446  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth, 
$12.50. 

This  volume  deals  with  breast,  thorax,  esophagus 
and  stomach,  female  genital  tract,  bladder  and  penis, 
rectum  and  anus.  The  material  is  presented  com- 
pactly, covering  the  chief  features  of  the  various  sub- 
jects in  a well-organized  manner. 

The  statistical  tables  and  illustrations  (some  in 
color)  are,  with  the  exception  of  a few  reproductions 
of  radiographs,  excellent. 

This  is  a rewarding  volume  for  the  student  of 
oncology.  William  E.  Howes 

Your  Sinus  Troubles  and  Treatments.  An 
Authoritative  Explanation  for  the  Layman,  with 
Recommendations  for  the  Treatment  of  Your  Sinus 
Conditions,  Colds,  Hay  Fever,  and  Other  Allergies. 

By  Friedrich  S.  Brodnitz,  M.D.  Duodecimo  of  243 
pages,  illustrated.  New  York,  Abelard  Press,  1950. 
Cloth,  $2.50. 

The  author  directs  this  book  to  millions  of  people 
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suffering  from  sinus  disease  who  seek  an  understand- 
ing of  the  subject  in  simple  language.  The  author 
successfully  accomplishes  his  task  by  starting  with  a 
description  of  the  nose  and  its  functions  and  then 
going  on  to  consider  all  phases  of  sinus  therapy. 
Illustrations  and  diagnoses  make  for  greater  clari- 
fication. Sydney  Shapin 

The  Integration  of  Psychiatry  and  Medicine.  An 
Orientation  for  Physicians.  By  William  B.  Ter- 
hune,  M.D.  Duodecimo  of  177  pages.  New'  York, 
Grune  & Stratton,  1951.  Cloth,  $2.75. 

This  delightful  little  book  is  the  work  of  a well- 
trained  and  experienced  leader  in  the  field  of  psy- 
chiatry and  mental  hygiene.  It  successfully  inte- 
grates psychiatry  and  medicine  and  orients  the  busy 
practitioner  in  the  methods  of  prevention  and  treat- 
ment of  mental  disorders  and  allied  subjects. 

It  is  a most  valuable  little  book  that  is  highly 
recommended  to  every  medical  man. 

Irving  J.  Sands 

History  of  the  New  England  Female  Medical 
College,  1848-1874.  By  Frederick  C.  Waite,  Ph.D. 
Octavo  of  132  pages,  illustrated.  Boston,  Boston 
University  School  of  Medicine,  1950. 

This  book  naturally  has  a very  limited  interest. 
The  College  was  organized  in  1848  and  discontinued 
in  1874.  During  these  twenty-six  years  it  had  as 
varied  and  as  stormy  an  existence  as  any  institution 
could  have  in  so  short  a period.  That  it  lasted  as 
long  as  it  did  is  quite  remarkable. 

The  story  forms  but  a small  chapter  in  the  history 
of  American  medicine.  The  author  is  to  be  compli- 
mented for  his  ability  to  create  an  interest  in  this 
type  of  narrative.  While  in  the  main  factual,  the 
book  is  very  well  written  and  authoritatively  pre- 
sented. S.  R.  Blatteis 

Genetics  in  Ophthalmology.  By  Arnold  Sorsby, 
M.D.  Octavo  of  251  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1951.  Cloth,  $9.50. 

This  volume  is  quite  unusual,  not  only  in  the 
material  presented,  but  also  in  the  arrangement  and 
scope.  Much  of  the  substance  presented  can  be 
collected  from  books  already  at  hand,  but  to  collect 
it  for  one’s  own  use  would  require  many  months  of 
arduous  study. 

The  volume  is  very  well  presented,  wrell  illustrated 
and,  as  one  might  expect  from  the  pen  of  Arnold 
Sorsby,  it  is  very  readable.  Every  ophthalmologist 
should  study  this  work.  John  N.  Evans 

The  Neurosurgical  Treatment  of  Traumatic 
Paraplegia.  By  J.  Lawrence  Pool,  M.D.  Octavo 
of  107  pages,  illustrated.  Springfield,  111.,  Charles 
C Thomas,  1951.  Fabricoid,  $3.00.  (Publication 
#83,  American  Lecture  Series.) 

This  100-page  monograph  offers  an  excellent 
presentation  of  spinal  injuries.  The  text  is  thor- 
oughly readable,  clearly  and  concisely  presented, 
with  a minimum  of  space  devoted  to  debatable  and 
argumentative  topics.  It  is  amply  illustrated  w'ith 
a collection  of  appropriate  roentgenographic  studies 
w'hich  are  plainly  visible.  The  w’ork  obviously 
appeals  not  only  to  neurosurgeons  and  neurologists, 
but  to  general  surgeons  as  well. 

Richard  Grimes 

Scoliosis.  Pathology,  Etiology,  and  Treatment. 

By  Samuel  Kleinberg,  M.D.  Octavo  of  286  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1951.  Cloth,  $7.50. 


This  is  a new  edition  of  a previously  published 
volume  w'ritten  by  the  author  about  twenty-five 
years  ago.  In  view  of  the  time  lapse,  there  is  an 
almost  complete  revision  of  the  first  edition. 

The  features  stressed  are  anatomy,  pathology, 
etiology,  and  treatment.  The  author  takes  issue 
with  the  attitude  of  several  recognized  authorities 
who  negate  treatment  except  in  severe  cases,  or  in 
cases  where  the  imbalance  resulted  from  poliomyeli- 
tis. He  repeatedly  emphasizes  that  structural 
scoliosis  is  not  curable  but  that  treatment  will,  in 
many  cases,  stabilize  or  prevent  increasing  deform- 
ity. M.  T.  Koven 

Treatment  of  the  Nephrotic  Syndrome.  By  Lee 

E.  Farr,  M.D.  Octavo  of  61  pages.  Springfield, 
Illinois,  Charles  C Thomas,  1951.  Fabricoid,  $1.75. 
(American  Lecture  Series  #64.) 

Dr.  Farr,  in  a book  of  61  pages,  has  condensed  a 
w’ide  experience  into  a practical  volume.  The  treat- 
ment of  edema  is  discussed  fully,  and  the  various 
therapeutic  measures  are  reviewed  and  criticized. 

Complications  of  the  nephrotic  syndrome  play  an 
important  role  in  precipitating  recrudescence  of  the 
nephrotic  syndrome.  Treatment  of  this  condition  is 
covered  in  detail.  The  relative  value  of  cortisone, 
ACTH,  and  nitrogen  mustard  is  touched  upon 
lightly.  Harry  Mandelbaum 

Emotions  and  Clinical  Medicine.  By  Stanley 
Cobb,  M.D.  With  an  Introduction  on  Semantics 
and  Definitions  by  John  R.  Reid,  Ph.D.  Octavo 
of  243  pages.  New  York,  W.  W.  Norton  & Co., 
1950.  Cloth,  $3.00. 

Dr.  Cobb  has  put  into  book  form  his  three  Salmon 
lectures  of  1949. 

The  first  half  of  the  book  contains  discussion  of 
the  results  of  animal  experimentation  in  the  anatomy 
of  the  hypothalamus  and  their  relationship  to  cer- 
tain brain  lesions  in  man,  especially  frontal  leukot- 
omy. The  second  half  of  the  book  is  devoted  to 
clinical  application  in  the  field  of  psychosomatic  and 
somopsychic  medicine. 

The  book  is  recommended  to  neurologists  and 
psychiatrists.  C.  Milton  Meeks 

Skull  Fractures  and  Brain  Injuries.  By  Harry 
E.  Mock,  M.D.  Octavo  of  806  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth, 
$13.50. 

As  the  author  states,  this  book  is  written  for  the 
general  practitioner  removed  from  medical  centers. 
It  consists  of  many  rules,  a sort  of  treatment  b}'  rote. 
The  rules  are  explained  (sometimes  in  questionable 
fashion),  but  the  general  practitioner  who  under- 
stands the  foundations  of  and  exceptions  to  the  rules 
becomes,  perforce,  a specialist.  Some  of  the  rules 
seem  arbitrary.  Others  are  debatable. 

Perhaps  it  is  still  necessary  at  times  to  treat  a 
patient  with  serious  head  injury  at  a farm  house.  In 
such  event,  it  would  be  well  to  have  this  book 
propped  on  the  bedside  table.  As  a rule,  however, 
the  reader  for  w'ho’m  the  book  is  designed  would  do 
better,  when  possible,  to  call  a specialist  from  the 
nearest  large  city.  Everett  W.  Corradini 

Diseases  of  the  Endocrine  Glands.  By  Louis 
J.  Soffer,  M.D.  With  the  assistance  of  J.  Lester 
GabrLlove,  M.D.  With  the  Section  on  Carbohy- 
drate Metabolism,  Hypoglycemia,  and  Diabetes 
Mellitus  by  Henry  Dolger,  M.D.,  and  the  Section  on 
the  Gonads  by  Arthur  R.  Sohval,  M.D.  Octavo  of 
[Continued  on  page  1202] 


1201 


"Malnutrition 
can  exist  on 
3 square 
meals  daily" 

Neal,  M.  P. : Diagnostic  Drifts, 
Deceptions  and  Common  Misses. 
J.  A.  M.  A.,  146:539  (June  9)  1951. 


Nutrient  deficient 
foodstuffs 

Lengthy 

storage 


Poor 

processing 

Faulty 

preparation 


Extensive  clinical  investigations  have  proved  that  optimal 
health  and  well-being  demands  the  daily  supplementation  of 
all  essential  nutrients  including  Vitamins,  Minerals,  and 
Trace  Elements — the  factors  which  are  NOW  known  to  be 
essential  components  of  the  vital  enzyme  systems  which  con- 
trol all  metabolic  activity. 


VITERRA  provides  balanced  amounts  of  10  Vitamins,  in- 
cluding Vitamin  Biz,  and  1 1 Minerals  and  Trace  Elements, 
for  more  dependable  protection  against  inadequacies  of  the 
daily  diet. 


Wherever  more  effective 
vitamin-mineral  therapy 
is  indicated  . . . Specify 


Vi  terra 


Available  at  all  Pharmacies 
in  bottles  of  100  capsules. 


EACH  CAPSULE  CONTAINS: 


Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  Bn 1 meg. 

Thiamine  Hydrochloride 3 mg. 

Riboflavin 3 mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Niacinamide 25  mg. 

Ascorbic  Acid , 50  mg. 

Calcium  Pantothenate 5 mg. 

Mixed  Tocopherols  (Type  IV) . . 5 mg. 

Calcium 213  mg. 

Cobalt 0.1  mg. 

Copper 1 mg. 

Iodine 0.15  mg. 

Iron 10  mg. 

Manganese 1 mg. 

Magnesium 6 mg. 

Molybdenum 0.2  mg. 

Phosphorus 165  mg. 

Potassium 5 mg. 

Zinc 1.2  mg. 


J.  B.  ROERIG  AND  C O M P A N Y • 536  L A K E S HO  RE  DR..  C H ICAGO  1 1,  I LL  I N 0 I S 


1202 


BOOKS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1200] 

1,142  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1951.  Cloth,  $15. 

This  is  an  excellent  new  book  on  endocrinology. 
The  subject  is  presented  in  a clean-cut,  concise 
fashion.  The  clinician,  specialist,  physiologist,  and 
medical  student  will  find  the  physiologic  considera- 
tions instructive.  The  laboratory  tests  of  endocrine 
function  are  authoritative.  All  fields  of  clinical 
endocrinology  are  covered  through  the  help  of  three 
competent  coauthors.  Bernard  Seligman 

Poisons.  Their  Isolation  and  Identification.  By 

Frank  Bamford,  B.Sc.  Third  edition,  revised  by 
C.  P.  Stewart,  D.Sc.  Octavo  of  316  pages,  illus- 
trated. Philadelphia,  Blakiston  Co.,  1951.  Cloth, 
$5.50. 

This  third  edition,  in  addition  to  retaining  the  best 
features  of  the  previous  volumes,  discusses  the  detec- 
tion methods  for  such  recent  drugs  as  the  antihista- 
mines, the  synthetic  morphine  derivatives,  and  the 
newer  barbiturates.  The  book  is  quite  complete 
and  includes  all  of  the  more  common  poisons. 

This  work  should  prove  especially  useful  to  physi- 
cians and  chemists  in  the  field  of  medicolegal  and 
industrial  toxicology.  Nathan  Millman 

Endoscopy.  As  Related  to  Diseases  of  the 
Bronchus,  Esophagus,  Stomach,  and  Peritoneal 
Cavity.  By  Edward  B.  Benedict,  M.D.  Octavo  of 
373  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1951.  Cloth,  $10.00. 

In  the  preface  the  author  remarks  that  “the  ob- 
ject of  this  book  is  to  present  to  the  medical  profes- 
sion a book  on  endoscopy  as  related  to  medicine  and 
surgery.  The  endoscopist  must  see  the  patient  as  a 
whole;  he  must  be  much  more  than  a passer  of  tubes, 
and  more  than  an  interpreter  of  a small  spot  in  the 
body  at  the  end  of  a tube.” 

Basically,  this  book  is  a clinical  work  which  points 
out  how  and  when  endoscopy  can  help  in  diagnosis. 
Although  the  book  has  some  shortcomings,  as  does 
every  book  which  attempts  to  cover  so  much  medi- 
cal terrain  in  about  350  pages,  it  is  still  a good  book. 
It  is  well  planned,  well  written,  well  printed,  and 
should  be  in  the  library  of  anyone  interested  in  the 
subject.  Lew  A.  Hochberg 

Learning  to  Look  and  Listen.  Listening  Lessons 
for  Children  Six,  Seven,  and  Eight  Years  Old  Who 
Are  Learning  to  Use  Hearing  Aids.  By  Eleanor 
C.  Ronnei.  Octavo  of  180  pages.  New  York, 
Bureau  of  Publications,  Teachers  College,  Columbia 
University,  1951.  Paper,  $3.50. 

This  book  represents  the  product  of  three  years’ 
work  in  the  Children’s  Auditory  Training  Project  at 
the  New  York  League  for  the  Hard  of  Hearing. 
The  author  gives  very  freely  of  a lifetime’s  experience 
as  head  of  the  Educational  Services  at  the  New 
York  League  and  as  instructor  at  Teachers  College, 
Columbia  University.  This  background  for  an 
author  would  seem  to  be  sufficient,  but  we  must  add 
that  Mrs.  Ronnei  has  embodied  in  her  book  much  of 
herself,  her  love,  interest,  and  devotion  to  the 
children. 

The  author  has  arranged  her  book  so  that  it  con- 
tains twenty-four  lessons  which  were  developed 
with  a good  deal  of  thought  and  were  thoroughly 
tested.  In  conducting  the  research  and  in  develop- 
ing these  lessons,  the  author  and  her  associates  have 
kept  in  mind  the  fact  that  the  hard  of  hearing  child, 
fitted  with  a suitable  hearing  aid,  cannot  be  com- 
pared to  the  child  who  has  been  given  a suitable  pair 
of  glasses  and  proceeds  to  sec  better  at  once. 


The  otologist  would  do  well  to  study  this  book 
carefully  in  order  to  equip  himself  better  to  partici- 
pate more  adequately  in  the  otologic  survey,  follow- 
up, and  guidance  of  the  hard  of  hearing  child. 

Samuel  Zwerling 

I Took  It  Lying  Down.  By  Marian  Spitzer. 
Octavo  of  247  pages.  New  York,  Random  House, 
1951.  Cloth,  $2.75. 

This  is  the  personal  account  of  the  trials  and 
triumphs  of  a young  mother  with  pulmonary  tuber- 
culosis. The  cover-blurb  refers  to  the  book  as  “a 
gay  memoir  of  one  of  the  grimmest  experiences  a 
young  wife  and  mother  ever  had  to  face.”  Please 
note  the  word  “gay”  in  the  above.  The  author  has 
succeeded  in  telling  the  story  of  her  illness  humanly 
without  provoking  any  appeal  to  our  sympathy  or 
morbidity. 

Mrs.  Marian  Spitzer  Thompson  had  been  living 
the  strenuous  life  of  a prolific  writer  and  entertainer. 
The  new  life  imposed  on  her  by  her  sickness  was 
evidently  not  too  easy  to  take.  She  may  have 
cheated  at  first  but  soon  learned  of  the  urgency  and 
necessity  of  honest  adherence  to  the  exacting  rules 
of  the  game.  She  then  began  to  get  well  and  has 
evidently  made  a good  recovery. 

Joseph  Raphael 

The  1950  Year  Book  of  Endocrinology  (January, 
1950-January,  1951).  Edited  by  Willard  O. 
Thompson,  M.D.  Duodecimo  of  499  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1951. 
Cloth,  $5.00. 

This  book  has  short  synopses  of  broad  editorial 
considerations  as  well  as  abstracts  of  significant 
international  articles  on  endocrinologic  topics. 
Although  there  is  a separate  chapter  for  each  gland 
as  well  as  for  diabetes,  the  interrelationships  of  the 
various  glands  are  stressed. 

The  book  is  helpful  to  the  busy  practitioner  who 
wishes  to  keep  informed  and  does  not  read  all  the 
numerous  journals.  The  investigator  will  be  inter- 
ested in  the  clinical  application  of  fundamental 
developments.  Bernard  Seligman  . 

A Textbook  of  the  Practice  of  Medicine.  By 

various  authors.  Edited  by  Frederick  W.  Price, 
M.D.  Eighth  edition.  Octavo  of  2,076  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1950.  Cloth,  $9.00. 

The  latest  edition  of  this  textbook  gives  an  ex- 
haustive treatment  of  the  problems  in  modern  medi- 
cine. Descriptions  of  the  clinical  picture  of  various 
disease  entities  are  quite  complete.  There  is  some 
lag,  however,  in  keeping  abreast  with  the  latest 
trends  in  therapy.  Older  medical  customs  are  still 
preserved. 

The  classification  and  documentation  of  disease 
syndromes  are  of  necessity  thorough.  The  neuro- 
logic and  psychiatric  sections  are  especially  interest- 
ing. The  volume  is  a useful  adjunct  to  the  American 
medical  library,  even  if  only  for  reasons  of  complet- 
ing the  panorama  of  modern  medicine. 

Alfred  R.  Lenzner 

The  Medical  Clinics  of  North  America.  New 
York  Number.  May,  1951.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18; 
paper,  $15. 

This  symposium  includes  discussion  of  a wide 
variety  of  obstetric  and  gynecologic  subjects  by 
different  authors.  The  consulting  editor  has  prop- 
[Continucd  oil  page  1204] 
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erly  emphasized  the  role  of  medical  complications 
in  causing  maternal  mortality  by  devoting  much  of 
this  number  of  Medical  Clinics  to  heart  disease, 
toxemia,  urologic  complications,  tuberculosis,  and 
diabetes.  An  interesting  and  instructive  discussion 
of  uterine  inertia  is  included.  Several  timely 
g3rnecologic  subjects  are  also  presented. 

Alexander  H.  Rosenthal 

The  Practice  of  Sanitation.  By  Edward  S.  Hop- 
kins and  Francis  B.  Elder.  Octavo  of  423  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1951.  Cloth,  $7.50. 

The  text  is  easily  readable,  and  the  subject  of 
sanitation  is  fully  covered.  There  are  sufficient 
tables  and  illustrations  to  make  for  a comprehensive 
appreciation  of  the  subject.  For  the  beginner  as 
well  as  the  public  health  person,  lay  or  professional, 
there  is  the  all-important  matter  of  environmental 
sanitation. 

The  author,  Edward  S.  Hopkins,  has  had  con- 
siderable experience  in  practical  as  well  as  theoretic 
(teaching)  application  of  the  subject,  and  he  has 
compiled  a book  that  meets  the  requirements  of 
sanitarians,  public  health,  communal  health,  and 
lay  workers  in  the  field.  A.  Jablons 

Medicine  of  the  Year,  1951.  Editorial  Direction, 
John  B.  Youmans,  M.D.  Octavo  of  298  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1951.  Cloth, 
$5.00. 

Here  is  another  “Yearbook  of  Medicine”  like  the 
countless  others  which  seem  to  be  inundating  the 
medical  bookshops  these  days.  It  indicates  that  the 
volume  of  medical  literature  is  overwhelming.  The 
fact  that  most  of  this  literature  can  be  reviewed  in  a 
volume  of  298  pages,  however,  also  indicates  how 
superfluous  and  uncritical  most  of  the  writing  is. 
This  volume  is  not  especially  good.  It  is  too  brief 
and  reviews  none  of  the  hematologic  literature. 

Felix  Taubman 

Electron  Microscopic  Histology  of  the  Heart. 
An  Application  of  Electron-Microscopic  Research  to 
Physiology.  By  Bruno  Kisch,  M.D.,  in  collabora- 
tion with  Joan  M.  Bardet.  Octavo  of  106  pages, 
illustrated.  New  York,  Brooklyn  Medical  Press, 
1951.  Paper,  $5.50. 

With  the  advent  of  the  electronmicroscope,  we 
will  have  to  add  to  our  histology  books  new  concepts 
and  findings.  This  the  authors  have  done  for  the 
muscle  of  the  heart,  especially  with  relation  to 
physiology  and  circulation.  Nathan  Reibstein 

The  Scientific  Paper.  How  to  Prepare  It.  How 
to  Write  It.  A Handbook  for  Students  and  Research 
Workers  in  All  Branches  of  Science.  By  Sam 

F.  Trelease.  Second  edition.  Duodecimo  of  163 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $2.50. 

As  the  author  himself  says,  “. . .in  the  main,  the 
directions  given  in  the  manual  are  for  the  prepara- 
tion of  a thesis  or  dissertation.”  The  physician  or 
surgeon  writing  a more  or  less  lengthy  paper  inci- 
dental to  his  practice  can  find  more  adequate  and 
simpler  advice  in  a different  book  or  books,  more 
specially  directed  to  him. 

Walter  D.  Ludlum,  Sr. 

Management  of  Celiac  Disease.  By  Sidney 
Valentine  Haas,  M.D.,  and  Merrill  Patterson  Haas, 
M.D.  Octavo  of  188  pages.  Philadelphia,  J.  B. 
Lippincott  Co.,  1951.  Cloth,  $5.00. 


This  work  is  a result  of  the  experience  of  the  au- 
thors over  a period  of  many  years.  It  reviews 
celiac  disease  and  correlates  articles  and  studies,  as 
well  as  presents  the  authors’  contribution. 

The  book  suggests  procedures  which  help  the 
physician  to  arrive  at  a correct  diagnosis.  It  also 
discusses  many  controversial  aspects  of  this  disease 
and  includes  a very  fine  bibliography  of  the  subject. 

This  is  a fine  contribution  to  celiac  disease  and 
should  be  read  by  students,  practitioners,  and  all 
those  working  in  the  medical  field. 

John  A.  Monfort 

A Classified  Bibliography  of  Gerontology  and 
Geriatrics.  Prepared  for  Stanford  University  under 
a grant  from  the  Forest  Park  Foundation,  Peoria, 
Illinois,  by  Nathan  W.  Shock,  Ph.D.  Quarto  of  599 
pages.  Stanford,  California,  Stanford  University 
Press,  1951.  Cloth,  $15. 

This  volume  is  a companion  to  Trends  in  Geron- 
tology by  the  same  author.  It  consists  exclusively  of 
bibliography  relating  to  medical,  sociologic,  and 
economic  problems  of  aging  and  the  aged.  It  is 
very  well  organized.  The  book  belongs  on  the  refer- 
ence shelves  of  a library  for  the  use  of  research 
workers  and  clinicians  who  seek  ready  references  to 
the  subject.  Leon  M.  Levitt 

A History  of  Neurological  Surgery.  By  twelve 
contributors.  Editorial  Committee,  Robert  E. 
Green,  M.D.,  Herbert  C.  Johnson,  M.D.,  and 
W.  Eugene  Stern,  M.D.  Edited  by  A.  Earl  Walker, 
M.D.  Quarto  of  583  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $12. 

In  this  volume  of  historical  data,  Dr.  Walker  and 
his  collaborators  have  collected  under  one  cover  a 
wealth  of  facts  related  to  the  field  of  neurosurgery. 
While  this  work  is  not  truly  a history  in  the  com- 
monly accepted  formula  of  chronologically  recording 
events,  nevertheless  it  covers  the  field  of  neuro- 
surgery quite  adequately  by  recording  the  history  of 
the  various  problems  and  fields  of  neurosurgery 
individually.  This  unique  method  of  handling 
such  a complex  subject  actually  permits  easier  refer- 
ence to  a given  branch  of  neurosurgery. 

The  biographic  sketches  of  some  of  the  outstand- 
ing neurosurgeons  of  our  day  give  interesting  little 
intimate  sidelights  on  many  otherwise  well-known 
careers. 

The  physician  whose  surgical  experience  goes  back 
thirty  years  or  so  should  derive  many  pleasant 
hours  of  reminiscent  reading  from  this  book.  For 
the  more  recent  vintage  of  neurosurgeon,  it  offers  an 
excellent  orientation  into  the  development  of  present- 
day  technics.  Richard  Grimes 

Clinical  Tropical  Medicine.  R.  B.  H.  Gradwohl, 
M.D.,  Editor-in-Chief.  Luis  Benitez  Soto,  M.D., 
and  Oscar  Felsenfeld,  M.D.,  Editors.  Octavo  of 
1,647  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1951.  Cloth,  $22.50. 

This  excellent  reference  book  on  the  clinical 
aspects  of  tropical  diseases  is  the  work  of  fifty-seven 
authors,  most  of  them  Pan-American.  The  editors 
have  done  an  excellent  job  in  supervising  the  form 
and  selecting  the  material.  The  book  gives  up-to- 
date  coverage  of  tropical  diseases  as  met  in  temper- 
ate as  well  as  tropical  areas,  and  of  temperate  zone 
diseases  as  met  in  the  tropics.  It  is  highly  recom- 
mended. Phillips  F.  Greene 

Your  Weight  and  Your  Life.  A Scientific  Guide 
to  Weight  Reduction  and  Control.  Bv  Alfred 

[Continued  on  page  1206] 
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Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first.  Take  a puff  — get  a good  mouthful 
of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come  directly  through 
your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 
Notice  that  PHILIP  MORRIS  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


Doctor, 
be  your  own 
judge... 
try  this 
simple  test 


With  so  many  claims 
made  in  cigarette  ad- 
vertising, you,  Doc- 
tor, no  doubt  prefer 
to  judge  for  yourself. 
So  won’t  you  make 
this  simple  test? 
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L.  George,  M.D.  Octavo  of  272  pages.  New  York, 
W.  W.  Norton  Co.,  1951.  Cloth,  $2.95. 

If  an  obese  person  follows  the  advice  given  in  this 
book,  he  can  reduce  safely  and  reasonably.  The 
book  is  recommended. 

To  this  reviewer  it  seems  that  the  author  was  rather 
slow  in  getting  to  the  meat  of  his  subject.  His  lay 
readers  may  get  a bit  weary  before  they  reach  his 
real  advice.  The  author  avoids  recommending  just 
omission  of  food  but  advises  affirmatively  that  the 
eaters  may  get  the  kinds  of  food  they  need. 

Walter  D.  Ludlum,  Sr. 

Trends  in  Gerontology.  By  Nathan  W.  Shock, 
Ph.D.  Octavo  of  153  pages,  illustrated.  Stan- 
ford, California,  Stanford  University  Press,  1951. 
Cloth,  $2.50. 

In  view  of  the  ever  increasing  numbers  of  the  aged 
in  our  population,  new  problems  pertaining  to  their 
health,  security,  employment,  and  care  are  develop- 
ing. The  author  discusses  these  problems  and  the 
means  for  solving  them.  He  suggests  the  organiza- 
tion of  a research  institute  devoted  exclusively  to 
gerontology  and  outlines  a program  for  the  develop- 
ment of  such  an  institute. 

The  book  is  well  written  and  timely. 

Leon  M.  Levitt 

Bacterial  and  Virus  Diseases : Antisera,  Toxoids, 
Vaccines,  and  Tuberculins  in  Prophylaxis  and  Treat- 
ment. By  H.  J.  Parish,  M.D.  Second  edition. 
Duodecimo  of  204  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $2.50. 

This  is  a second  edition  of  a little  book  on  immuno- 
logy. It  contains  a clear  and  concise  collection  of 
the  fundamentals  on  immunologic  factors  regarding 
the  more  common  diseases.  The  chapters  on  diph- 
theria and  tuberculosis  are  endorsed  for  their  simplic- 
ity and  helpfulness.  Medical  students  should  be 
especially  interested  in  this  publication;  all  others 
will  find  it  equally  as  useful.  Harry  Apfel 

Nobel,  the  Man  and  His  Prizes.  By  H.  Schiick, 
R.  Sohlman,  A.  Osterling,  G.  Lijestrand,  et  al. 
Edited  by  the  Nobel  Foundation.  Octavo  of  620 
pages,  illustrated.  Norman,  Oklahoma,  University 
of  Oklahoma  Press,  1951.  Cloth,  $6.00. 

The  life  of  Nobel,  the  Swedish  industrialist,  while 
eventful  enough,  was  singularly  lacking  in  human 
drama.  The  compilers  of  this  volume  have  there- 
fore properly  emphasized  the  drama  of  the  prize 
which  was  his  great  contribution  to  the  world. 
There  is  a great  deal  of  unexpected  excitement  to  be 
found  in  the  account  of  how  the  prizes  were  awarded. 
For  the  most  part  they  were  awarded  to  those  who 
deserved  them;  in  some  cases,  however,  great  men 
and  women  were  passed  over.  Milton  Plotz 

The  American  Illustrated  Medical  Dictionary. 
A Complete  Dictionary  of  the  Terms  Used  in  Medi- 
cine, Surgery,  Dentistry,  Pharmacy,  Chemistry, 
Nursing,  Veterinary  Science,  Biology,  and  Medical 
Biography  with  Their  Pronunciation,  Derivation,  and 
Definition.  By  Lt.  Col.  W.  A.  Newman  Dorland, 

M. R.C.,  U.S.  Army.  Editorial  Board,  Richard 
M.  Hewitt,  M.D.,  E.  C.  L.  Miller,  M.D.,  and  Arthur 
H.  Sanford,  M.D.  Contributors,  Lloyd  W.  Daly, 
Ph.D.,  and  Austin  Smith,  M.D.  Twenty-second 
edition.  Octavo  of  1,736  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1951.  Cloth,  $10.00. 

This  twenty-second  edition  celebrates  its  semi- 
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centennial  with  a new  typography  and  design,  scores 
of  new  illustrations,  and  thousands  of  new  terms. 
It  has  76  extra  pages,  contains  standards  for  weight 
and  measurements,  and  a table  of  drug  dosage  by 
Austin  Smith  who  still  uses  Young’s  rule  for  chil- 
dren’s dosage  (determination  by  weight  is  better). 

The  dictionary  as  a whole  is  an  excellent  book. 
The  collaborators  are  key  men  from  various  fields  in 
medicine.  The  frequent  new  editions  keep  up  to 
date  the  steadily  mounting  volume  of  words. 

Bernard  Seligman 


A Guide  to  Medicine.  By  Ivo  Geikie-Cobb, 
M.D.  With  special  articles  by  various  contribu- 
tors. Octavo  of  416  pages.  New  York,  Duell, 
Sloan  & Pearce,  1951.  Cloth,  $5.00. 

Although  the  author  modestly  denies  that  this  is 
either  a textbook  or  a medical  encyclopedia,  he  and 
his  able  and  authoritative  collaborators  have  pro- 
duced a multicameral  reservoir  of  medical,  dental, 
physiologic,  anatomic,  psychologic,  and  cognate 
ancillary  sciences  and  pseudosciences  to  make  one 
wonder  how  he  was  able  to  compass  and  compress  it 
into  less  than  four  hundred  pages. 

Some  one  once  engraved  the  Lord’s  Prayer  on  the 
head  of  a pin,  and  the  renown  thereof  was  great,  but 
of  little  practical  use.  Here  we  have  the  same  idea, 
“multum  in  parvo,”  but  in  an  easily  readable  prac- 
tical epitome,  loaded  with  facts,  and  so  well  inte- 
grated and  in  such  easy  sequence  that  once  the 
reader  starts  it  he  is  loath  to  put  it  down.  The  re- 
viewer let  a layman  friend  read  the  book  and  he 
said  that  he  learned  more  of  the  practical  value  of 
medicine  and  its  allied  sciences  in  a few  nights  of 
intensive  and  enthralling  reading  than  he  had  ab- 
sorbed from  all  the  alleged  “popular”  medical  articles 
that  have  been  flooding  the  lay  press  for  the  last 
decade. 

Possibly  the  author’s  success  as  a six-time  novelist 
accounts  for  his  easy  flowing,  readable,  and  narra- 
tive style.  But  his  facts  are  there,  succinct  and 
with  a real  punch.  Thomas  F.  Nevins 


Serum  Sickness.  By  C.  Frh.  Von  Pirquet,  M.D., 
and  Bela  Shick,  M.D.  Translated  by  Bela  Schick, 
M.D.  (Translation  of  Die  Serumkrankheit,  Leipzig, 
Franz  Deuticke,  1905.)  Octavo  of  130  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins,  1951. 
Cloth,  $3.50. 

This  fundamental  work  in  the  study  of  induced 
allergic  phenomena  is  a translation  by  Schick  of  the 
original  treatise  by  Von  Pirquet  and  Schick.  There 
are  three  main  chapters,  “Clinical  Aspects  of  Serum 
Sickness,”  “The  Reinjection,”  and  “Theory  of 
Serum  Sickness.” 

This  book  is  a very  desirable  addition  to  the 
library  of  anyone  interested  in  the  field  of  immunol- 
ogy and  allergy.  Max  Grolnick 


The  Kidney.  Structure  and  Function  in  Health 
and  Disease.  By  Homer  W.  Smith,  Sc.D.  Octavo 
of  1,049  pages,  illustrated.  New  York,  Oxford 
University  Press,  1951.  Cloth,  $12.50. 

Homer  Smith  has  achieved  the  ideal  in  the 
presentation  of  this  magnificent  work.  His  wealth 
of  material,  as  indicated  by  the  2,300  references,  is 
presented  in  a style  that  holds  the  reader  close  to 
each  detail. 

Part  I deals  with  the  theories  of  renal  function. 
Part  II  is  devoted  to  the  regulatory  action  of  hor- 
mones and  steroids  in  water  and  electrolyte  me- 
tabolism and  the  maintenance  of  acid-base  equilib- 
[Continued  on  page  1208] 
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To  Promote  the 
Patient’s  Comfort 


and  SAVE  YOUR  TIME 


The  hospital  lotion 
with  ANTISEPTIC  VALUE 


. . . the  makers  of 


/ OFFER  THIS  CONCISE 

/ "REFRESHER  COURSE” 

/ 

/ FOR  NURSES  ASSISTING  YOU  — 

IN  THE  HOME  OR  IN  THE  HOSPITAL 
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/our  Imprint 
without  charge 


“ON  GUARD” — a brief , explicit  text  on 
CARE  OF  THE  BED  PATIENT'S  SKIN 
and  PREVENTION  OF  BED  SORES. 
Prepared  by  the  Educational  Director  and 
a Nursing  Arts  Instructor  in  a university- 
affiliated  school  of  nursing.  Designed  to 
relieve  the  physician  of  the  task  of  giving 
instructions  for  maintaining  healthy  skin 
condition  and  preventing  decubitus  ulcers 
and  sheet  burns 


YOUR  REQUEST  for  the  desired  number  of  copies  of 
"ON  GUARD”  will  be  filled  promptly  If  you  need 
50  copies  or  more,  we  will  be  glad  to  imprint  your 
name,  address  and  office  hours  on  each  booklet — 
without  charge 


Distributed  by  the  EDISON  CHEMICAL  COMPANY 
■ makers  of 

aermassaqe 

Samples  of  Dermassage  available  on  re- 
quest. Just  indicate  on  your  prescription 
blank!  If  you  also  wish  to  try  out  Edisonite 
Surgical  Cleanser  for  stripping  stains  from 
surgical  instruments,  include  this  with 
your  request. 


LUBRICATES  with 
lanolin  and  olive  oil 

COOLS  with  natural 
menthol,  without 
resort  to  rapid 
evaporation 

REDUCES  BACTERIA 
on  skin  surfaces 
and  DEODORIZES 
with  hexachlorophene. 


EDISON  CHEMICAL  COMPANY 

30  West  Washington  Street  • Chicago  2 
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rium.  Part  III  reviews  the  control  of  the  renal 
circulation  and  the  action  of  pharmacodynamic 
agents:  fever,  drugs,  emotions,  environment.  Part 
IV  is  the  clinical  chapter  and  deals  with  congestive 
heart  failure,  essential  hypertension,  the  nephritides, 
and  the  lower  nephron  syndrome. 

Harry  Mandelbaum 

Electroencephalography  in  Clinical  Practice.  By 

Robert  S.  Schwab,  M.D.  Octavo  of  195  pages, 
illustrated.  Philadelphia,  W.  B . Saunders  Co. , 1 95 1 . 
Cloth,  $3.50. 

The  purpose  of  this  book  is  to  discuss  the  uses  and 
limitations  of  the  electroencephalogram  in  the  diag- 
nosis and  study  of  diseases  of  the  nervous  system. 
It  is  primarily  intended  for  neurologists,  internists, 
and  psychiatrists,  rather  than  as  a textbook  on  elec- 
troencephalography. 

The  neurophysiologic  basis  for  the  brain  waves 
and  the  explanation  of  the  normal  and  abnormal 
brain  wave  patterns  are  presented  adequately  and  in 
an  understandable  manner.  On  the  whole,  the 
book  is  better  suited  for  the  internist  and  for  others 
who  might  have  to  do  their  own  interpreting  of  the 
electroencephalogram  than  for  the  specialist. 

Joseph  L.  Abramson 

The  Human  Colon.  An  Experimental  Study 
Based  on  Direct  Observation  of  Four  Fistulous  Sub- 
jects. By  William  J.  Grace,  M.D.,  Stewart  Wolf, 
M.D.,  and  Harold  G.  Wolff,  M.D.  Octavo  of  239 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1951.  Cloth,  $7.50. 

Is  there  a more  satisfactory  way  of  studying  the 
activity  of  the  human  colon  than  by  observing  it 
directly  in  its  reaction  to  a variety  of  pharmacologic 
agents?  Certainly  no  better  method  could  be  de- 
vised. The  opportunity  of  seeing  the  human  colon 
in  its  response  to  emotional  disturbances  as  well  as 
to  disease  is  a rare  one.  These  three  students  of  the 
behavior  of  the  alimentary  tract  (previously  of  the 
stomach,  by  two  of  them,  on  Tom)  are  to  be  com- 
mended for  a painstaking  job  well  done.  The  last 
sentence  in  their  R6sum6  deserves  notation: 
“Changes  involving  colonic  hyperfunction,  at  first 
altogether  functional  and  transitory,  may,  when 
unduly  sustained,  result  in  structural  damage  and 
disease.”  Certainly  this  is  a most  eloquent  ending 
to  a fine  book.  Benjamin  M.  Bernstein 

Brain  Metabolism  and  Cerebral  Disorders.  By 

Harold  E.  Himwich,  M.D.  Octavo  of  451  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1951.  Cloth,  $6.00. 

The  author,  one  of  the  leading  biochemists  and 
neurophysiologists,  is  now  chief  of  the  Clinical 
Branch,  Medical  Division,  of  the  Army  Chemical 
Center  in  Maryland.  He  has  gathered  data  dealing 
with  chemical  aspects  of  brain  metabolism  and  their 
implications  in  different  cerebral  disorders,  such  as 
hypoglycemia,  barbiturate  poisoning,  etc.  The 
book  is  a most  important  scientific  work  that  will 
prove  indispensable  to  those  who  are  particularly 
interested  in  the  various  aspects  of  the  nervous  sys- 
tem and  its  disorders.  Irving  J.  Sands 

Chest  X-Ray  Diagnosis.  By  Max  Ritvo,  M.D. 
Quarto  of  558  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1951.  Cloth,  $15. 

This  book  offers  lucid  descriptions  of  the  patho- 
logic pulmonary  and  cardiac  lesions  which  in  most 
instances  are  sufficient  unto  themselves;  for  those 
who  would  investigate  further,  however,  there  are 


ready  references  for  additional  reading  at  the  con- 
clusion of  each  chapter.  The  illustrations  are  pro- 
fuse, 615  in  number,  well  described,  and  of  good 
quality,  lending  themselves  readily  in  most  instances 
to  excellent  radiographic  interpretation. 

The  book  should  appeal  primarily  to  the  practi- 
tioner who  would  enhance  his  clinical  knowledge 
through  the  instrumentality  of  radiology.  The 
student  will  also  find  it  stimulating  and  an  excellent 
springboard  for  further  investigation. 

Milton  G.  Wasch 

A Textbook  of  Medicine.  Edited  by  Russell 
L.  Cecil,  M.D.,  and  Robert  F.  Loeb,  M.D.  As- 
sociate Editors,  Alexander  B.  Gutman,  M.D.,  Walsh 
McDermott,  M.D.,  and  Harold  G.  Wolff,  M.D. 
Eighth  edition.  Quarto  of  1,627  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Cloth, 
$12. 

A host  of  distinguished  contributors  now,  as  in 
the  past,  makes  this  probably  the  outstanding  single- 
volume text  of  medicine  now  available.  Obviously 
any  text  which  attempts  to  cover  the  broad  field  of 
medicine  is  bound  to  have  some  deficiencies.  For 
example,  the  concept  of  “stress”  and  “diseases  of 
adaptation,”  which  has  received  remarkably  volu- 
minous consideration  in  recent  medical  literature 
and  thought,  goes  unmentioned.  In  the  article  on 
ulcerative  colitis,  while  theories  pertaining  to  infec- 
tious and  psychogenic  causation  are  discussed  ade- 
quately, the  possible  role  of  allergy  is  completely 
ignored.  These,  however,  are  minor  criticisms  of  a 
really  tremendously  valuable  book.  It  can  be 
unreservedly  recommended  for  every  practitioner’s 
library.  Alfred  P.  Ingegno 

Eternal  Eve.  The  History  of  Gynaecology  & 
Obstetrics.  By  Harvey  Graham.  Octavo  of  699 
pages,  illustrated.  Garden  City,  N.Y.,  Doubleday 
& Co.,  1951.  Cloth,  $10.00. 

Here,  in  one  volume,  is  the  story  of  obstetrics  and 
gynecology  from  the  earliest  recorded  date  to  the 
present  time.  Much  of  the  history  of  these  two 
branches  of  medicine  has  appeared  in  other  pub- 
lished writings,  but  here  the  author  starts  with  the 
earliest  reports  of  childbirth  and  carries  the  reader 
through  thousands  of  years,  giving  a clear  report  of 
the  gradual  progress  made  in  these  related  subjects. 
The  names  of  all  the  great  men,  the  men  who  did  the 
groundwork  in  obstetrics  and  gynecology,  are  pre- 
sented and  their  contributions  to  our  knowledge  told 
in  detail. 

History  is  a fascinating  subject,  and  this  book 
should  be  read  by  all  interested  in  the  evolution  of 
these  branches  of  medicine.  John  J.  Madden 

Tumors  of  the  Eye.  By  Algernon  B.  Reese,  M.D. 
Quarto  of  574  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1951.  Cloth,  $20. 

Wintersteiner,  Sattler,  and  Lagrange  have  given 
us  books  on  this  important  subject,  but  there  have 
been  great  improvements  in  diagnostic  methods  and 
eye  surgery  since  the  publication  of  an  adequate 
volume  on  the  subject.  Dr.  Reese  supplies  this 
need  with  a book  written  with  all  modern  facilities 
at  hand  and  done  in  the  way  we  should  expect  of  him. 

The  book  is  handsomely  illustrated,  the  subject 
matter  is  excellent  and  practical.  The  publisher 
has  done  his  part  well,  setting  up  a book  with  paper, 
printing,  and  binding  worthy  of  the  subject  matter. 

The  stereotyped  expression  so  often  seen  in  book 
reviews,  “This  book  should  find  a place  in  every 
oculist’s  library,”  can  be  used  here  without  reserva- 
tion. Ralph  I.  Lloyd 
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COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL' DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  y. 


Your  patients  can  find  relief  from 

«HEWmsi 


AND  RELATED  AILMENTS 
atLoyely 

Snam/  Sp/rn 

NEW 

Nationally  famous  Sulphur  Water  Spa  ac- 
cepted os  a health  resort  by  The  AMERICAN 
MEDICAL  ASSOCIATION 

Sulphur  Water  and  Nauheim  Baths,  Steam 
Massages  and  Inhalations.  Spic  and  span 
bath-houses.  Modern  methods  of  treatment 
embodying  the  latest  scientific  develop- 
ments under  the  supervision  of  Dr.  L.  O. 
White,  medical  director.  Additional  benefits 
are  derived  from  the  invigorating  climate, 
restful  atmosphere  and  excellent  recrea- 
tional facilities. 

Write  for  fully  descriptive 
FREE  Booklet  S-1 

WHITE  SULPHUR  COMPANY,  SHARON  SPRINGS,  N.  Y. 
New  York  Office:  50  Broad  Street , HAnover  2-6684 


THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 
Green  St.,  Cor.  of  4th 
Philadelphia  23,  Pa. 

Enclosed  is  my  check  for: 

□ 5M  Prescription  Blanks  @ 52.  per  M □ 1M  Prescription  Blanks  @ 53.50 

□ 3M  Prescription  Blanks  @ $2.75  per  M □ Please  send  samples  ol  actual  forms 


, , , t&ey  co4t  *2Q£  7% 

IN  LOTS  OF  5M 

Now  ...  at  reasonable  cost  . . . you  can  have 
“custom-printed”  prescription  blanks.  Recog- 
nized as  “printers  to  the  physician”  for  30  years, 
our  work  is  uncompromising  because  it  must  re- 
flect and  preserve  the  dignity  of  your  profession. 
Prescription  blanks  are  printed  on  impressive- 
looking  fine  linen  finish  stock  from  new,  clean, 
sharp  type  — neatly  padded,  100  to  a pad.  And 
prompt  delivery  is  our  motto.  Order  5M  pre- 
scription blanks  today  . . . @ $2.00  per  M.  All 
shipments  mailed  prepaid.  Send  your  sample  and 
check  together  with  order  coupon,,  or  write  for 
actual  samples  of  our  full  line. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

Other  "custom-printed”  forms  for  physicians  include: 
Noteheads,  Billheads,  Envelopes,  Drug  Envelopes, 
Business  Cards,  Announcements,  etc.  Special  forms 
can  be  printed  to  individual  specifications. 
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time  . . . 

...  is  valuable  to  both  of  us. 
You  may  be  very  sure 

that  I won’t  waste  yours. 

LEONARD  B.  MARCUS 

YOUR  Saunders  REPRESENTATIVE 

for  Kings  and  Richmond  Counties 
DEwey  2-5996 


THE  WOODS  SCHOOLS 

for  exceptional  children  . . . 
founded  in  1913 

Our  function  is  to  train  and  educate  the  ex- 
ceptional child  and  to  help  him  and  his  par- 
ents find  a reasonable  adjustment  in  accord- 
ance with  individual  capacities  and  needs. 
Special  treatment  prescribed  by  the  family 
physician,  pediatrician,  psychiatrist,  or  con- 
sultant faithfully  followed,  with  reports  sub- 
mitted regularly. 

Send  for  literature  and  catalog. 

THE  WOODS  SCHOOLS 

Langhorne  11,  Pa.  Mollie  Woods  Hare,  founder 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nucarpon* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BOHO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

1 For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

^Widely  used  by  Civilians  and  Armed  Forces. 

1 STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
253  WEST  26TH  ST..  NEW  YORK  1,  N.  Y. 


BUY 

SAVINGS  BONDS 


Own  er-Director  BROWN’S  MUrray  HU! 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  Placement  ol 
Competent  Medical  Perionnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave„  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


W AVOID  “OVERTREATMENT  DERMATITIS" 

£ “Overtreatment  dermatitis  is  today  a prevalent  and  often  disabling  cutaneous  disturbance."* 

•1  *lane,  C.  G..  Therapeutic  Dermoiitis.  New  Eng.  J.  Med..  24677-81,  1952 

AVEENO  . . . the  mild,  soothing  concentrate  from  oatmeal  provides  colloidal  pro- 
fection  and  emollient  relief  for  irritated  and  itching  skin  areas  ...  in  colloid  baths 

and  in  local  applications.  Jsspl 


E.  FOUGERA  & CO.,  INC. 

75  VARICK  ST.,  NEW  YORK  13,  N.  Y. 
Please  send  professional  samples  of  AVEENO®. 


_M.D.  | 

ADDRESS j 

CITY- STATE | 
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PINEWOOD 

Westchester  County,  Katonsh,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

CANANDAIGUA,  NEW  YORK 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Alco- 
holism, addictions,  and  geriatric  patients  accepted. 
Modern  treatment,  scientific  and  individual,  in  a home- 
like atmosphere.  Moderate  rates.  Licensed  by  the  dept, 
of  Mental  Hygiene.  (See  also  our  advertisement  in  the 
Medical  Directoryjof  N.  Y.,  N.  J.  and  Conn.)  Address 
inquiries  to  FRANCIS  W.  KELLY,  M.D.,  Pbjsician-in-Chargi. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HALCYON  HEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phon*  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A,  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Ronte  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  lor  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHARMACEUTICALS 

A complete  line  of  laboratory  con* 
trolled  ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


THE  ZEMMER  CO.,  PITTSBURGH  13, 
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Whenever 

androgen 

therapy 
is  required . . . 


METANDREN*  LINGUETS* 


“When  administered  as 

buccal  or  sublingual  tablets, 
methyltestosterone  was 

approximately  twice  as  potent 
per  milligram  as 
unesterified  testosterone  . . 


Liver  is  by-passed  as  with  injection  . . . Metandren  Linguets  are  therapeutically 
potent  because  they  make  possible  the  absorption  of  methyltestosterone  directly 
into  the  systemic  circulation.  Placed  in  the  buccal  pocket  or  under  the  tongue,  they 
are  absorbed  efficiently.  Hence  the  body  tissues  become  permeated  with  the  hormone 
before  hepatic  degradation  can  take  place.  Metandren  Linguets  are  supplied  in 
strengths  of  5 mg.  (white)  and  10  mg.  (yellow)  both  scored. 

Metandren  (brand  of  methyltestosterone)  Linguets  (brand  of  tablets  for  mucosal  absorption) 


♦ESCAMILLA,  R . F. , AN D GOR DAN,  G.S.:  J . CUN  . EN  DOCR I NOL.  10:248.  1950. 


Ciba 


2/l 8 1 0 


I* 


\(j? 


after  all 
the  mildness 
tests, 

CAMEL 

leads  all 
other  brands 
bY  BILLIONS! 
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DIASAL' 


to  /e//i  /iim  b/ou  on  /ii&  die/ 


DIASAL  is  an  outstanding  salt  substitute. 

In  addition  to  its  fine  salt  taste,  it  contains  glutamic 
acid  to  bring  out  the  natural  flavor  of  each  food 
— and  it  can  be  used  in  cooking.  At  the  same 
time  its  high  potassium  content  protects 
your  patient  against  potassium  depletion, 
a hazard  of  low-sodium  diets.1 


DIASAL  LOOKS  LIKE  SALT 
DIASAL  TASTES  LIKE  SALT 
DIASAL  POURS  LIKE  SALT 


"Of  all  the  products  [salt  substitutes]  studied, 
DIASAL  most  closely  approximates 
sodium  chloride  in . . . pour-quality, 
appearance  and  stability."2 


DIASAL  IS  SAFE 


Contains  No  Lithium  • No  Sodium  • No  Ammonium 

Constituents:  potassium  chloride,  glutamic  acid  and  inert  excipients. 


DIASAL  may  be  freely  prescribed  in  congestive  heart  failure, 
hypertension,  arteriosclerosis  and  toxemias  of  pregnancy. 

It  is  contraindicated  only  in  severe  renal  disorders  and  oliguria. 

DIASAL  — in  2-oz.  shakers  and  8-oz.  bottles  at  all  pharmacies. 

Samples,  literature  and  pads  of  low-sodium  diets  available  on  request. 

1.  Fremont,  R.  E.;  Rimmerman,  A.  B„  and  Shaitel.  H.  E.:  Postgrad.  Med.  .10:216,  1951. 

2.  Rimmerman,  A.  B„  et  al:  Am.  Pract.  <S  Digest  Treat.  2:168,  1951. 


E.  FOUGERA  & COMPANY,  INC. 

75  Varick  Street,  New  York  13,  New  York 
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to  ACTH 


and  CORTISONE 

In  clinical  practice  it  is  clearly  wise  to  test  the  urine  of  both 
diabetic  and  non-diabetic  patients  for  sugar  at  intervals 
during  administration  of  cortisone  or  ACTH  and  to  carry 
out  appropriate  investigations  and  treatment  if  glycosuria 
occurs.  Particular  caution  is  necessary  for  diabetic  patients,  f f 

Sprague.  R.G.:  Cortisone  and  ACTH.  Am.  J.  Med.  70:567,  1951. 

To  avoid  such  clinical  surprises  and  simplify  clinical  control, 
ACTH  and  cortisone  therapy  is  profitably  preceded,  accom- 
panied and  followed  by  routine  testing  for  urine-sugar. 
Clinitest  Reagent  Tablets  provide  a rapid,  reliable  and  con- 
venient method — easily  used  by  both  physician  and  patient. 


CLINITEST 

BRAND  • REG.  U.  S.  PAT.  OFF. 


for  detection  of  urine-sugar 


REAGENT  TABLETS 


You  can  assure  regular,  reliable  urine-sugar  analyses 
by  prescribing  the  Universal  Model  Set  (No.  2155), 
Available  at  all  pharmacies  at  $1.50. 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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COSMETIC  DERMATITIS?  A Free  Diagnostic  Aid 


Clinical  tests  confirm  the  use  of 
AR-EX  Cosmetics  for  hyper-sen- 
sitive skins.  Scented  or  Unscent- 
Send  for  Free  Formulary. 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST., 


Table  of  cosmetic  irritants 
and  allergens  — an  aid  in 
diagnosing  cosmetic  sensi- 
tivity— sent  to  physicias  on 
request. 


CHICAGO  7,  ILL. 
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salt 

without 

sodium 


Water  retention  (excessive  gain  in  weight  — 
pitting  edema)  is  quite  common  in  pregnancy. 
Sodium,  particularly  if  used  excessively, 
accelerates  this  process.  Vice  versa,  sodium 
restriction  can  prevent  water  retention. 

Neocurtasal,  completely  sodium  free  salt, 
palatably  seasons  low  sodium  diets. 

Neocurtasal  looks,  tastes,  and  is  used 
like  ordinary  table  salt. 

neocurtasal 

Also  Neocurtasal  Iodized  containing 
0.01%  potassium  iodide. 

Sodum,-  Fim  Sm/Hdng  Qg&nh 

Both  available  in  convenient  2 oz.  shakers  and  8 oz.  bottles. 


New  York  18,  N.  Y.  Windsor,  Ont. 


Neocurtasal,  trademark  reg.  U.S  & Canada 
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CONCIVITE  is  a fish-free  multivitamin  drop.  It  contains  8 impor- 
tant vitamins  and  offers  8 distinct  advantages: 


No  fishy  odor  or  taste 
More  efficient  absorption  and 
utilization  of  vitamins  A and  D 
Aqueous  base 

Contains  liberal  amounts  of 
essential  vitamins 
Well  tolerated  by  patients  of 
all  ages 


Economical  (actual  vitamin 
content  20%  higher  than  label 
statement  to  insure  against 
loss  of  potency) 

Complete  miscibility  with  a great 
variety  of  foods 

Delicately  flavored  for  maximum 
palatability 


CONCIVITE  /*•«*-/ 


ree  aqueous 


FORMULA:  Each  0.6  ec.  contains: 
Vitamin  A Palmitate 

Vitamin  B2  0.4  mg. 

Vitamin  C 60  mg. 

Pantothenic  Acid 

Actual  vitamin  content  20%  higher  thar 

label  to  insure  against  loss  of  potency. 

Supplied  in  15  cc.  and  30  cc.  bottles,  with  calibrated  dropper 


PROFESSIONAL  SAMPLES  SENT  ON  REQUEST. 


8-vitamin  drop 


COLIN  PHARMACAL  CO.,  Inc.  • 36-31  33rd  Street,  L.  I.  C.  6,  N.  Y. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1951-1952 


ANESTHESIOLOGY 


Richard  N.  Terry,  Chairman Buffalo 

Frances  A.  Harmatuk,  Vice-Chairman . . .New  York 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

David  Ulmar,  Chairman New  York 

Arthur  Q.  Penta,  Secretary Schenectady 

Foster  Murray,  Delegate Brooklyn 

DERMATOLOGY  AND  SYPHILOLOGY 

George  M.  Lewis,  Chairman New  York 

Frank  A.  Dolce,  Secretary Buffalo 

Maurioe  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman Syracuse 

Garra  L.  Lester,  Vice-Chairman Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate. . ., Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman ....  Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Evert  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  belegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman  .Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman.  . . .Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman.  . . . New  York  William  Bierman,  Chairman New  York 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary Syracuse 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 


1228 


1229 


Vasorelaxation  Through  Central  Action . . . 


Along  Established  Physiologic  Channels 


Veriloid 

Supplied  in  1,2,  and  3 mg. 
tablets.  Average  dose,  9 to 
15  mg.  daily,  in  divided  dos- 
age three  times  daily,  every  6 
to  8 hours,  preferably  after 
meals. 

Veriloid -VP 

Veriloid,  2 mg.,  and  pheno- 
barbital,  15  mg.,  per  tablet. 
Valuable  when  sedation  is  re- 
quired. Average  dose,  one 
tablet  four  times  daily  after 
meals  and  at  bedtime. 

Veriloid -VP  M 

Veriloid,  2 mg.,  phenobarbital, 
1 5 mg.,  and  mannitol  hexani- 
trate,  10  mg.,  per  tablet.  Pro- 
vides the  added  vasorelaxant 
action  of  mannitol  hexanitrate. 
Dosage  same  as  that  given  for 
Veriloid-VP. 


An  outstanding  feature  of  the  hypotensive  action  of 
Veriloid  is  its  central  action,  effecting  vasorelaxation  by 
impulses  traveling  along  physiologic  channels  to  the 
arteriolar  musculature.  Thus  it  does  not  interfere  with 
ganglionic  function  and  allows  continuous  operation  of 
postural  reflexes  so  essential  for  normal  activity. 

Veriloid,  a unique  ester  alkaloidal  fraction  (generically 
designated  alkavervir)  of  Veratrum  viride,  is  specifically 
indicated  in  all  grades  of  essential  hypertension.  Biologi- 
cally standardized  in  dogs  for  hypotensive  potency,  its 
pharmacologic  uniformity  makes  for  a more  dependable 
and  a more  profound  hypotensive  response.  Through 
careful  dosage  regulation,  around-the-clock  depression  of 
blood  pressure  is  possible  for  continued  control  of  the 
disagreeable  symptoms  of  hypertension. 

RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard,  Los  Angeles  48,  Calif. 


1 

2 

3 

4 


NOTE  THESE 

Uniformly  potent;  constancy  of  pharma- 
cologic action  permits  exactitude  in  dosage 
calculated  in  milligrams  . . . 

A unique  process  of  manufacture  produces 
a tablet  which  dissolves  slowly,  thus  assures 
Veriloid  absorption  and  action  over  a con- 
siderable period  . . . 

Moderates  blood  pressure  by  vasorelaxant 
action  independent  of  vagomotor  effect  . . . 


IMPORTANT  FEATURES 


6 

7 

8 
9 

10 


Cardiac  output  is  not  reduced  . . . 

No  compromise  of  renal  function  . . . 

Cerebral  blood  flow  is  not  decreased  . . . 

Tolerance  or  idiosyncrasy  rarely  develops  . . . 

Hence  can  be  given  over  long  periods  in  the 
aim  to  arrest  or  lessen  progression  of  hyper- 
tension . . . 


No  ganglionic  or  adrenergic  blocking  . . . 

Lability  of  blood  pressure,  so  important  in 
meeting  the  demands  of  an  active  life,  is  not 
interfered  with;  no  danger  of  postural  hypo- 
tension . . . 


11 


Well  tolerated  in  properly  adjusted  dosage; 
does  not  lead  to  headache  . . . 


12 


Produces  a prompt  and  sustained  drop  in 
blood  pressure  in  all  forms  of  hypertension. 
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.IN  DERM  AT  OSES  WITH 


ALLERGIC  COMPONENTS 


Neurodermatitis  (Circumscripta  as  well  as  Disseminata) 

Urticaria  Allergic  Eczematous  Dermatitis 


Papular  Urticaria  Atopic  Dermatitis 

Allergic  leashes  Dermatitis  Venenata 

Psoriasis  with  Allergic  Component  (as  in  local  bacterial  sensitization) 
Idiopathic*  and  secondary  Pruritus  Ani,  Vulvae,  and  Senilis. 


A combination  of  pyrilamine  ma- 
leate,  2 per  cent,  and  an  extract 
of  carefully  selected  crude  coal 
tar,  derived  by  an  exclusive 
process  of  fractionation  (Tarbonis 
brand),  5 per  cent,  in  an  emulsi- 
fied hydrophylic  base,  non-greasy 
and  clean  in  application. 


Available  on  prescription  through  all 
pharmacies  and  for  dispensing  and  hos- 
pital purposes  through  Physicians’  and 
Hospital  Supply  Houses,  in  2 oz.  and 
1 lb.  jars. 


mi 


In  dermatoses  with  allergic  components  the  topical 
application  of  Histar  may  be  relied  upon  to  counteract  the  histamine 
released  into  the  involved  tissues,  overcome  the  effects  of  the  offending 
allergen,  and  relieve  promptly  the  attending  torment.1,2  The  contained 
antihistaminic  agent,  pyrilamine  maleate,  in  spite  of  its  high  efficacy 
is  notably  low  in  toxicity — skin  irritations  and  reactions  are  virtually 
never  encountered.3,4  Hence  Histar  lias  proved  far  superior  to  ordinary 
antihistaminic  ointments. 

The  special  tar  extract  in  Histar  owes  its  high  clinical  value  to  three 
excellent  therapeutic  properties:  It  is  decongestant,  anti-inflammatory, 
and  potently  antipruritic. 

In  Histar,  the  two  contained  therapeutic  agents  appear  to  potentiate 
each  other  in  a synergistic  action  which  may  well  he  termed  physiologic. 

Physicians  are  invited  to  use  the  coupon  for  comprehensive  literature 
and  samples. 

References 

1.  Walters,  J.  D.,  and  Gilman,  R.  L. : A Combination  of  Tar  and  Antihistaminic  for  Local 
Use,  U.S.  Armed  Forces  M.J.  2.T87  (Feb.)  1951. 

2.  Lawless,  T.  K.:  Personal  Communication. 

3.  Kile,  R.  L.:  Personal  Communication. 

4.  Levine,  R.:  Personal  Communication. 


THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


*ln  a recent  study,  conducted 
in  the  proctologic  division 
of  an  outstanding  clinic, 
Histar  in  a series  of  1 50 
patients  was  shown  to  be 
25  per  cent  more  effective 
than  procaine  in  the  relief 
of  pruritus  ani.  (Name  on 
request.) 


THE  TARBONIS  CO.,  4300  Euclid  Ave.,  Cleveland  3,  Ohio 
You  may  send  me  literature  and  sample  of  Histar. 

- M.D. 


Address. 


City. 


Zone State. 


NYSJM  525 
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IN  SPRING  ALLERGIES 


Allay  Distress 


Patients  suffering  from  Spring  allergies  can  be  relieved  promptly 
of  annoying  symptoms — with  Neo-Antergan. 

Neo-Antergan  effectively  blocks  the  tissue  histamine  receptors, 
affording  quick  coififort  with  a minimum  of  sedation  or  other 
undesirable  effects. 

Promoted  exclusively  to  the  profession,  Neo-Antergan  is 
available  only  on  your  prescription. 


Your  local  pharmacy  stocks 
Nh>-Antergan  Muleate  in  25  and  50 
mg.  coated  tablets  in  bottles  of  100, 
500,  and  1,000. 


The  Physician's  Product 


N)eo  - Anfetiqouv 

MALE ATE  1 


( Py  ri  la  m in**  Maleute) 


COtNCTf 


ACCEPTED 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO..  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 


1233 


AEROSPORIN 

Polymyxin  B 


y® 

brand 


parenterally 


or 

orally 


or 

topically. 


according  to  the  location 
of  any  condition  due  to: 


Pseudomonas  aeruginosa 
(. B . pyocyaneus) , 
Shigella,  and  other 
gram-negative  bacteria. 


‘AEROSPORIN’  brand  Polymyxin  B ( Sulfate ) sterile 


500,000  Units 
Equivalent  to  50  mg. 
Polymyxin  Standard 


For  intramuscular  or 
intrathecal  injection, 
to  treat  systemic  or 
meningeal  infections. 


AVAILABLE  TO  HOSPITALS  ONLY 


‘AEROSPORIN’  brand  Polymyxin  B ( Sulfate ) sterile 


200,000  Units 
Equivalent  to  20  mg. 
Polymyxin  Standard 
For  topical  use  only 


For  preparing  solutions 
and  ointments  (0.1%  to 
0.25%)  for  topical  use. 


AVAILABLE  TO  HOSPITALS  AND  RETAIL  PHARMACIES 


‘AEROSPORIN’  brand  Polymyxin  B ( Sulfate ) compressed 

500,000  Units  For  oral  use  in  enteric 

Equivalent  to  50  mg.  infections  only. 
Polymyxin  Standard 


AVAILABLE  TO  HOSPITALS  AND  RETAIL  PHARMACIES 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuekakoe  7.  N.  Y. 
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a recognized,  aid  in  the 

YMPTOMATIC  TREATMENT 

°f 

ULMONARY  EMPHYSEMA 

Numerous  authorities  report  beneficial 
results  from  the  use  of  a properly 
designed  abdominal  binder  as  an  aid  in  the 
treatment  of  pulmonary  emphysema. 
Fluoroscopy  of  patients  wearing 
an  emphysema  binder  shows  that  it 
raises  the  diaphragm  toward  its  expiratory 
position  and  helps  support  the  muscle  in 
a normal  dome  shape.  From  this 
position  contraction  can  again  occur. 
Paradoxical  movements  of  the  diaphragm 
are  largely  prevented  and 
respiration  difficulties  alleviated. 

An  ingenious  inflatable  pressure  pad 
— in  complete  control  of  the  patient  — 
extends  its  use  for  those  with  scaphoid 
as  well  as  normal  abdomens. 


The  inflatable  pad  in  the  Camp  Emphysema 
Binder  has  a steel  plate  on  the  belt 
side  so  that  all  pressure  is  directed  inward. 
A valve  and  small  detachable  bulb  for 
reducing  and  increasing  pressure 
with  posture  changes  and  distention 
following  eating  are  patient  conveniences. 
The  lower  edge  of  the  pressure  pad 
comes  just  above  the  symphysis 
pubis;  the  top  falls  below  the  umbilicus. 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


duriitfp  pregnancy 
and  lactation  — 

P® 

reca Icin 

CAPSULES 

Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous)  0.65  Gm. 

Bone  Phosphate  0.15  Gm. 

Vitamin  A Acetate,  Crystalline  . .2000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol).  400  U.S.P.  Units 

Thiamine  Hydrochloride 3.00  mg. 

Riboflavin 2.00  mg. 

Niacinamide 10.00  mg. 

Ascorbic  Acid 30.00  mg. 

Ferrous  Gluconate 45.00  mg. 

DOSAGE:  One  or  two  PRECALCIN  capsules  t.i.d.  or  as 
indicated. 

SUPPLIED:  In  bottles  of  100,  500,  and  1000  capsules. 


WaCketo 


LABORATORIES,  INC. 

Mount  Vernon,  N.  Y. 


; 


I"' 


% 1 


I 


, 


INDEX  TO  ADVERTISERS 


in  the  office  . . . 

• . m 

sick  people 


need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains  : 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30.  100  and  1,000. 


Squibb 
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Astra  Pharmaceutical  Products.  1353 

Ayerst,  McKenna  & Harrison  3rd  cover 

Dr.  Barnes  Sanitarium.  . . . . 1355 

Barrows  Chemical  Co. . . 1266 

Baxter  Laboratories . 1275 

Beech-Nut  Packing  Co . . . 1246 

Borden  Company 1238 

Brewer  & Co 1267 

Brigham  Hall  Hospital . 1355 

Burroughs  Wellcome  & Co.  1233 


S.  H.  Camp  & Company. ......  1234 

Canada  Dry  Ginger  Ale  Inc. . . . 1252 

Ceribelli  & Company  1349 

Ciba  Pharmaceutical  Products,  Inc.  1217,  1260,  1261 
Coca  Cola  Company 1360 


Colin  Pharmacal  Company 1227 

Crane  Discount  Company.  . 1355 

Desitin  Chemical  Company.  1258 

Dome  Chemical  Co 1357 

Drug  Publications,  Inc.  . 1242 


E.  Fougera  & Co.  Inc 


1219 


Halcyon  Rest 1355 

HofFmann-La  Roche..  1240-1241 

Holbrook  Manor  1355 

^ International  Biochemical  Corporation . 1253 

Interpines  1355 

Irwin,  Neisler  & Co.  1242,  1351 

Ives-Cameron  Company,  Inc 1247 

Lakeside  Laboratories  1276 

Thomas  Leeming  <k  Co.  Inc.  1225 

The  Liebel-Flarsheim  Co 1345 

Eli  Lilly  & Company  1270 

Louden-Knickerbocker  Hall  1355 


S.  E.  Massengill  & Co 1249 

Mead  Johnson  & Co..  4th  cover 

Merck  & Co 1232 


Wm.  S.  Merrell  Company  . 2nd  cover,  1250-1251,  1256-1257 


The  Nestle  Company 1264 

New  York  Medical  Exchange.  ..........  . 1355 

Num  Specialty  Co . 1357 

Parke,  Davis  & Company 1245 

E.  L.  Patch  Company 1243 

Pediforme  Shoe  Co.. . 1349 

Chas.  Pfizer  & Co 1262-1263 


R.  .1.  Reynolds  Tobacco  Co. 
Riker  Laboratories,  Inc. 

A.  H.  Robins  Co.  Inc 

Rystan  Company,  Inc.. 

Sandoz  Pharmaceuticals 

Saratoga  Springs  Authority 

Scaroon  Manor 

Schering  Corporation 

Sherman  Laboratories 
Smith,  Kline  & French  Labs 

E.  R.  Squibb  & Sons 

Stuart  Company 


1218 

1229 

Between  1248-1249 
1239 

1252 

1244 

1242 

1255 

1259 

Between  1264—1265 

1236-1237 

Between  1232-1233 


Tarbonis  Company . 1230-1231 

Twin  Elms 1355 


Upjohn  Company . 1269 

U.  S.  Vitamin  Corp. . . 1357 

Walker  Laboratories 1235 

The  Wander  Company.  1347 

II  I . Wanvig  . 1353 

West  Hill  1355 

White  Sulphur  Co.  of  Sharon.  1357 

Whittier  Laboratories . 1244,  1349 

Winkler  Shoes 1357 

Winthrop-Stearns,  Inc.  1223 

Wyeth  Inc 1254 


0_F  E . H.  SQUIBB  & 
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INDEX  TO  ADVERTISED  PRODUCTS 


Aerosporin  (Burroughs  Wellcome  & Co.) 1233 

Aminodrov  (S.  E.  Massengill  & Co.) 1249 

Amvicel  (The  Stuart  Company) Between  1232-1233 

Antabuse  (Ayerst.  McKenna  & Harrison) 3rd  cover 

Apresoline  (Ciba  Pharmaceutical  Products). ......  1260-1261 

Arobon  (The  Nestle  Company  Inc.) 1264 

Arthralgen  (Whittier  Laboratories) 1244 

Bellafoline  (Sandoz  Pharmaceuticals) 1252 

Bentyl  (Wm.  S.  Merrell  & Co.) 1256-1257 

Beta-Concemin  Ferrated  (Wm.  S.  Merrell  & Co.).  .2nd  cover 

Betazyme  & Lipozyme  (Barrows  Chemical  Co.) 1266 

Biohepulin  (International  Biochemical  Corp.) 1253 

Bremil  (Borden  Co.) 1238 

Brioschi  (Ceribelli  & Co.) 1349 

Calmitol  (Thos.  Leeming  «fc  Co.  Inc.) 1225 

Chloresium  (Rystan  Co.) 1239 

Chloromycetin  (Parke,  Davis  & Co.) 1245 

Clinitest  (Ames  Company) . . . 1221 

Concivite  (Colin  Pharmaceutical  Company) 1227 

Crystamin  Forte  (Armour  Laboratories) 1265 

Dainite  (Irwin,  Neisler  & Co.) 1242 

Daxalan-Dome  Paste  Bandage  Technique  (Dome 

Chemical  Co.) 1357 

Desitin  (Desitin  Chemical  Co.) 1258 

Dexedrine  (Smith,  Kline  & French  Labs.)  Between  1264-1265 

Diasal  (E.  Fougera  & Co.  Inc.) 1219 

Donnatal  (A.  H.  Robins  & Co.) Between  1248-1249 

Gantrisin  (Hoffmann-La  Roche) 1240-1241 

Hematinic  Fortified(The  Stuart  Company) 

Between  1232-1233 

Histar  (The  Tarbonis  Co.) 1230-1231 

Kondremul  (E.  L.  Patch  & Co.) 1243 

Mercuhydrin  (Lakeside  Laboratories). ... 1276 

Metandren  Linguets  (Ciba  Pharmaceutical  Prod.  Co.)  1217 

Neo-Antergan  (Merck  & Co.  Inc.) 1232 

Neocurtasal  (Winthrop-Stearns  Inc.) 1223 

Nitranitol  (Wm.  S.  Merrell  & Co.) 1250-1251 

Obocell  (Irwin,  Neisler  & Co.) 1351 

Orthoxine  (Upjohn  Co.) 1269 

Ovaltine  (The  Wander  Co.) 1347 

Pabasyl  (Ives-Cameron  Company  Inc.) 1247 

Phenaphen  with  Codeine  (A.  H.  Robins  & Co.) 

Between  1248-1249 

Phenergan  Hydrochloride  (Wyeth  Incorporated)  ...  1254 

Precalcin  (Walker  Laboratories) 1235 

Proluton  Pranone  (Schering  Corporation) 1255 

Protamide  (Sherman  Laboratories) 1259 

Pyromen  (Baxter  Laboratories  Inc.) 1275 

Resmicon  (Whittier  Laboratories) 1349 

Terramycin  (Charles  Pfizer  & Co.) 1262-1263 

Theragran  (E.  R.  Squibb  & Sons) 1236-1237 

Thesodate  (Brewer  & Company) 1267 

Thum  (Num  Specialty  Co.)  1357 

Veriloid  (Riker  Laboratories) 1229 

Vi-Mix  Drops  (Eli  Lilly  & Company) 1270 

Vi  Sols  (Mead  Johnson  & Co.) 4th  cover 

Vi-Syneral(U.S.  Vitamin  Corp.) 1357 

Xylocaine  Hydrochloride  (Astra  Pharmaceutical 

Products) 1353 


Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Co.) 1246 


Medical  and  Surgical  Equipment 


need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Orthopedic  Shoes  (Winkler  Shoes) 1357 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1349 

Supports  (S.  H.  Camp  & Co.) 1234 

X-Ray  Equipment  (Liebel-Flarsheim  Co.) 1345 


Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1218 

Coca  Cola  (Coca  Cola  Co.) 1360 

Cosmetics  (Ar-Ex  Cosmetics  Co.) 1222 

Modern  Drug  Encyclopedia  (Drug  Publications  Co.).  1242 

Spring  Water  (Saratoga  Springs  Authority) 1244 

Scotch  Whisky  (Canada  Dry  Ginger  Ale) 1252 

Scaroon  Manor 1242 

White  Sulphur  Co 1357 


Each  Capsule  contains: 

25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 

5 mg. 
150  mg. 
150  mg. 

Bottles- of  30.  100  and  1000.  - 

Squibb 

,s  * of  e-  «•  «w»»y  ««»♦..] 


N 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid. 
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“Conforming  to  the  pattern  of  human  milk  ” 


for  normal  infant  development 


flexible, 
palatable, 
easy 
to 

prepare 


1 Gardner,  L.  I.,  Butler,  A.  M.,  et  al.: 
Pediatrics  5:228,  1950 

2 Nesbit,  H.  T.:  Texas  State  J.  M. 

38:551,  1943 

3 Bull.  National  Research  Council  No.  119 
Jan.  1950 

4 Recommended  Daily  Dietary  Allowances, 
Revised  1948,  Food  and  Nutrition  Board, 
National  Research  Council 


Complete  data  and  Bremil  samples  are  available  to  you. 


Prescription  Products  Division 


Clinical  experience  with  thousands  of  infants 
demonstrates  impressively  the  valuable  role  of 
Bremil  in  infant  nutrition. 


Bremil  is  a completely  modified  milk  in  which 
nutritionally  essential  elements  of  cow's  milk 
have  been  adjusted  in  order  to  supply  the  nutritional 
requirements  of  infants  deprived  of  human  milk. 

It  can  be  used  with  confidence  either  as  part  or  all 
of  the  food  supplied  to  the  normal  healthy  infant. 

Bremil  conforms  to  the  fatty  acid  and  amino  acid 
patterns  of  human  milk.  Bremil  is  a completely 
modified  milk  in  which  the  calcium-phosphorus 
ratio  (guaranteed  minimum  \V2:\)  is  adjusted 
to  the  pattern  of  human  milk,  thus  helping  to  prevent 
tetanic  symptoms  in  newborns.1,2 

Bremil  supplies  the  same  carbohydrate  as  breast 
milk,  lactose.3 

Bremil's  vitamin  adjustments  for  standards  of  infant 
nutrition,4  its  human-milk  size  particle  curd, 
miscibility  and  palatability  are  additional  reasons 
for  its  choice  in  infant  feeding.  Bremil  approximates 
the  nutritional  role  of  the  mother. 


The  Borden  Company 


350  Madison  Avenue,  New  York  17 
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Conducive  to  normal  repair 

P 


Clil ores! ii  m 


“Without  reservation  it  may  be  stated  that  Chloresium  . . . teas 
soothing,  non-toxic,  and  an  active  agent  in  restoring  affected  tissues 
to  a state  conducive  to  normal  repair. . . 


A growing  volume  of  published  reports  confirms  the  efficacy  of 
Chloresium  Ointment  and  Solution  (Plain)  in  the  topical  therapy 
of  resistant  lesions.  Here  are  a few  comments  from  recent  investigations: 


ail  extensive  crush  injury  of  the  hand  provides  . . an 
instance  of  effective  healing  under  Chloresium  therapy,  follow- 
ing an  apparent  failure  to  respond  to  skin  grafting.”1 


a pilonidal  cyst  wound — unhealed  four  months  after  excision 
of  the  cyst  with  exteriorization  — showed  “complete  healing  ...  after 
use  of  the  chlorophyll  [Chloresium]  ointment  for  twelve  days.”2 


a compound,  comminuted  fracture  of  the  femur 

was  prepared  for  skin  grafting  with  Chloresium  Ointment. 
Results  obtained  were  “excellent.”3 


CHLORESIUM  OINTMENT—  1-ouncc  and  4-ounce  tubes 
CHLORESIUM  SOLUTION  (Plain)— 2-ounce  and  8-ounce  bottles 


Chloresium  Ointment  and  Solution  (Plain) 
contain  vvater-soluble  derivatives  of  chlorophyll 
“a”as  standardized  in  N.N.R.  These  derivatives, con- 
centrated and  highly  purified,  provide  the  optimum 
therapeutic  benefits  obtainable  from  chlorophyll. 


1. 


2. 


3. 


Lowry,  K.  F. : The  Management  of  Resistant,  Non-Heating 
Skin  Lesions:  A Report  of  Three  Cases,  Postgrad.  Med., 
to  be  published. 

Niemiro,  B.  J.:  Delayed  Healing  in  Pilonidal  Cyst  Wounds, 
Journal  Lancet,  71: 364,  1951. 


Caomoes 


r.Ca.,  4,uckerman,  K.,  and  Kern,  A.d. 


phyll  — Its  Use  in  Topical  Therapy,  New  York  State  J. 
Med.,  to  be  published. 


RYSTAN  COMPANY,  INC  • Mount  Vernon,  N.Y. 


Iiiiiilmi  n 

'Roche’ 


antibacterial  action  plus... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  tor  alkalinization. 

higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 

economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-S-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10  • New  Jersey 
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INDISPENSABLE 


for  COMPLETE  UP-TO-DATE  Reference 

NEWSh^j 

MODERN  DRUG 
ENCYCLOPEDIA 

and  THERAPEUTIC  INDEX 

@arttftteteCcf 
^eancttcK 

to  give  you  UP-TO-DATE, 
finger-tip  reference  on 
nearly  4000  Ethical  Drugs 
(including  1500  brand 
new  listings)  of  175  man- 
ufacturers. Over  50,000 
satisfied  users  find  the 
Modern  Drug  Encyclo- 
pedia is  the  only  publica- 
tion that  provides  a com- 
plete cross-  reference  desk 
service. 

rfcctfanitative . . . 

for  the  latest  composition,  action,  uses,  supply,  dosage,  also 
Cautions  and  contra-indications  of  thousands  of  new  drugs. 
Now  compiled  in  seven  special  sections:  DRUGS  • BIOLOGI- 
CALS  • ALLERGENS  • GENERIC  NAME  INDEX  • THERA- 
PEUTIC INDEX  • MANUFACTURER'S  INDEX  • GENERAL 

★ SELF- PRONOUNCING 
DRUG  LISTINGS 

★ ADDITIONAL  INDEX  OF 
GENERIC  DRUG  NAMES 

★ NEARLY  1500  BRAND  NEW 
DRUG  DESCRIPTIONS 

to  every  encyclopedia  owner— 

MODERN  DRUGS— the  quarterly 
supplement  that  keeps  you  up-to-date 
with  the  newest  drug  descriptions. 

MAIL  THIS  COUPON  ‘lOW.t 


DRUG  PUBLICATIONS,  INC. 

49  West  45th  Street,  New  York  19,  N.Y. 

Enclosed  is  the  sum  of  fifteen  dollars  ($15*  U S A.)  for  which 
please  send  me  postpaid  the  new  Fifth  Edition  of  the  MODERN 
DRUG  ENCYCLOPEDIA  AND  THERAPEUTIC  INDEX  and 
MODERN  DRUGS.  (New  York  City  residents  please  add  3% 
for  sales  tax). 

N AME_ M.D. 

ADDRESS 

CITY ZONE STATE 

U.S  A.  $15  Foreign  $18 

'Includes  three  year  supplementary  service  at  J2  per  year  YF 


Bound  in  Red  Fabricoid.  1 200 
pages,  size  6"  x 914"  x 2 Vi". 
Postpaid.  $15'  U.S. A.;  518 
Foreign. 


Edited  by 

MARION  E HOWARD.  M.O..  F A C P. 
Yale  University  Medical  School 


Decoration  Day 
Week-End 


All-Expense 
including  ROUND-TRIP 
Transportation 

3 Glorious  Days J5950 


Jlotteytftaan  atfoueM 


Jn  (AeT/eatCof 

Ike  rtdiU}ndacAi 


k9  Championship ; 
vTennis  Courts , 
v 8 Handball  y 
.Courts. 


Scaroon  Manor 

HOTEL  - • on  SCHROON  LAKE. NY 


Open  May  25  Free  Golf 

Healed  Rooms  till  June  22 


IN  BRONCHIAL  ASTHMA 


Around  the  Clock  Protection.  A DAY 

and  NIGHT  difference  in  treatment  with 
high  oral  doses  of  aminophylline. 


!i\ 

DAINITE  DAY  TABLETS  / 

Each  tablet  contains: 

ill 

ill! 

Sodium  Pentobarbital  . 

1/4  9r-  flil 

ftlll 

Will 

Aminophylline 

3 gr.  M 

Ephedrine  HCI 

■ 1/4  9r-  M 

Benzocaine 

7«  gr.  AtKJ 

Aluminum  Hydroxide  . . 

2Vi  qr.  NtJA 

Give  t.i.d.  a.c. 

DAINITE  NITE  TABLETS  fl 

Each  tablet  contains: 

Phenobarbital 

. 3/e  gr. 

Sodium  Pentobarbitol  . 

'A  ■ 

Aminophylline 

4 qr.  V 

Benzocaine 

’/a  gr.  't. 

Aluminum  Hydroxide  . . 

27z  gr.  ■ 

Give  at  10  P.M. 

l^niTnnT^^B71^77TriMTTB 

to  promote 
nonirritating  passage 


COLLOIDAL  EMULSION  OF 
MINERAL  OIL  AND 
IRISH  MOSS 


KONDREMUL  consists  of  millions  of 
microscopic  droplets,  each  enveloped  in  a 
tough  film  of  Irish  moss.  These  actually 
penetrate  the  fecal  mass  and  change  its 
character,  so  that  more  nearly  normal 
evacuation  is  gently  yet  effectively  en- 
couraged. When  properly  administered, 
KONDREMUL  does  not  interfere  with  ab- 
sorption of  valuable  nutrients.  Its  physical 
form  minimizes  the  danger  of  oil  leakage. 

KONDREMUL  Plain-Pleasant-tasting, 
safe,  and  non-habit-forming.  Contains 
55%  mineral  oil.  Supplied  in  bottles  of  1 pt. 

KONDREMUL  (with  Cascara)  — For 
added  chemical  stimulation  in  atonic  con- 
ditions. Nonbitter  Ext.  Cascara,  0.66  Gm. 
per  tablespoon.  Bottles  of  14  fl.  oz. 


NEW!  For  bulk  laxation  without 
danger  of  impaction: 

KONDRETABS 

Irish  moss  concentrate  — methylcellu- 
lose  tablets.  KONDRETABS*  begin  to 
liquefy  in  the  stomach  ...  do  not  gel 
until  they  reach  the  colon,  where  vel- 
vety, easily  evacuated  bulk  is  formed. 
Bottles  of  50  and  100  flavored  tablets. 


KONDREMUL  (with  Phenolphthalein) 
—Safe  cathartic  action  for  more  resistant 
cases.  Phenolphthalein,  0.13  Gm.  (2.2 
gr.)  per  tablespoon.  Bottles  of  1 pt. 


THE  E.  L.  PATCH  COMPANY 

STONEHAM  80,  MASSACHUSETTS 


‘Trademark  of  The  E.  L Patch  Co. 
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house  cleaning 


gave  her  a 

W/e’s 


® 


Arthralgen 

Methacholine  chloride  0.25%,  thymol  1%, 
menthol  10%,  and  methyl  salicylate  15%. 

will  give  her 
relief  from 
joint  and 
muscle  pain 


WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 

A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


Capable  Hands 
for  your  Patient 

Your  patient  at  the  Spa  is  in  capable  hands. 
The  treatment  which  you,  yourself,  recom- 
mend for  him  is  faithfully  carried  out  by  a 
well-trained  staff.  Here  in  a restful  setting 
of  great  natural  beauty,  a person  suffering 
from  cardiac  disorders  of  a chronic  nature,  or 
a digestive  disorder,  arthritis  and  allied  ail- 
ments, or  hypertension,  finds  mental  and 
physical  relaxation  which  enables  the  Spa’s 
naturally  carbonated  mineral  waters  to  exert 
their  full  measure  of  therapeutic  benefit. 
Thus  the  Spa  lightens  your  heavy  burden, 
with  added  relief  in  the  assurance  that  your 
patient  will  receive  the  best  of  care  to  pre- 
pare him  for  your  continued  medical  direc- 
tion. 

A list  of  capable  physicians  who  are  available 
in  Saratoga  Springs  for  consultation  with 
your  patient  on  the  details  of  the  program 
is  available  on  request. 

SEE  OUR  EXHIBIT  AT  NEW  YORK  CONVENTION 


The  Saratoga  Spa  Exhibit 
will  be  at  Booth  108  in  the 
Hotel  Statler,  New  York 
City,  for  the  1952  Conven- 
tion of  the  New  York 
State  Medical  Society, 
May  12-16.  Come  in  for 
further  information. 

For  professional  publica- 
tions of  the  Spa,  and  phy- 
sician’s sample  carton  of 
bottled  waters,  with  their 
analyses,  write  W.  S. 
McClellan,  M.D..  Medical 
Director,  Saratoga  Spa, 
155  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


The  Empire  State's  Contribution  to  the  Medical  Profession 


the  taste  of  custard . . . 
the  action  of  Chloromycetin 

Pediatric  Chloromycetin  Palmitate 
contains  a tasteless  derivative  of  Chloromycetin 
presented  in  the  form  of  an  unusually  palatable, 
pleasantly-flavored  suspension  that  children  like. 

They  respond  quickly  because  of  the  rapid  action  of  this 
wide-spectrum  antibiotic  in  a variety  of  bacterial, 
viral  and  rickettsial  infections.  And,  with  well  tolerated 
Chloromycetin,  there  are  no  interruptions  in  therapy. 
Mothers  like  the  easy  way  their  offspring  take 
Pediatric  Chloromycetin  Palmitate  and  the  fact 
that  it  requires  no  refrigeration. 


Pediatric 


Palmitate 

chloramphenicol  palmitate  oral  suspension,  Parke-Davis 

_ ' i j mm — p t ^ '• 


Pedlytric  Chloromycetin  Palmitate, 
bottles  of  60  cc.  Each  teaspoonful  (4  cc.) 
contains  the  equivalent  of  125  mg.  of  Chloromycetin 


C A 

R 


DETROIT.  MICHIGAN 


•-A  " ' 
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l/oivZ&rt  for  Food 

kadsioTeslforUfk! 


Babies  love  them... 


IT  is  now  clearly  recognized  that  a 
baby’s  whole  future  development 
is  profoundly  influenced  by  his  early 
experiences  with  food. 

Happy  mealtimes  help  a baby 
thrive  emotionally  as  well  as  physi- 
cally. You,  yourself,  have  noticed  how 
often  a sunny  disposition  and  sturdy 
vitality  are  found  in  the  babies  who 
eat  with  zestful  appetite. 

And  as  one  of  the  many  doctors 
who  recommend  Beech-Nut  Foods, 
you  will  be  glad  to  learn  that  there  is 
a wider  choice  of  appealing  varieties 
than  ever  before— to  kee-p  mealtimes 
happy  for  your  young  patients. 


thrive  on  them! 

A wide  variety  for  you  to  recom- 
mend: Meat  and  Vegetable  Soups, 
Vegetables,  Fruits,  Desserts  — Cooked 
Cereal  Food,  Strained  Oatmeal  and 
Cooked  Barley. 

Beech-Nut 

FOODSABABIES 

Every  Beech-Nut  Baby  Food  has 
been  accepted  by  the  Council  on 
TeyMIhSgf  Foods  and  Nutrition  of  the 
tlKxffnn'Wl;  American  Medical  Association 
and  so  has  every  statement  in 
every  Beech-Nut  Baby  Food 
advertisement. 


When  using  SALICYLATES  in  the  treatment  of  RHEUMATIC 
DISEASES  it  is  imperative  to  obtain  and  maintain  high 
salicylate  blood  levels  of  between  30  and  40  mg  per  100  cc 
in  order  to  control  symptoms. 

HIGH  YET  SAFE  therapeutic  salicylate  levels  without 
danger  of  salicylism  can  now  be  obtained  with  low  salicy- 
late dosage  (0.3  to  0.6  gm  every  4 hours)  by  the  adminis- 
tration of  PABASYL*  Tablets. 

PABASYL  Tablets  are  a synergistic2  combination  of 
Para-aminobenzoic  Acid  (as  the  sodium  salt)  and  Sodium 
Salicylate  with  added  Vitamin  C to  compensate  for  the 
increased  needs  for  this  vitamin  during  active  disease  and 
salicylate  therapy.3 

Each  enteric-coated.  PABASYL  Tablet  contains: 

Sodium  Salicylate 0.3  gm  (5  grains) 

Para-aminobenzoic  acid 

(as  the  sodium  salt) 0.3  gm  (5  grains) 

Ascorbic  Acid 0.0  1 gm  (10  mg) 

Supplied:  In  bottles  of  100  tablets. 

Dosage:  2 tablets  3 or  more  times  daily  or  as  needed. 

Ref.  1)  Editorial-.  JAMA  138:  367-8  (Oct.  2)  1948 

2)  Smith,  R.  T.:  Journal-Lancet  70;  192,  1950 

3)  Spitzer,  J.  M.  and  Shapiro,  S.:  Am.  J.  Dig.  Dis.  14:80, 1948 

’Trade  Mark 

for  high  yet  safe  salicylate  levels 

PABASYL  TABLETS 


IVES-CAMERON  COMPANY,  INC.,  22  EAST  40th  ST.,  NEW  YORK  16,  N.Y. 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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36  gr.  aminophylline 

a day/. . . ORALLY 


aminodrox 


* ■ 


Aminodrox  now  makes  it  possible  to  dis- 
card the  inconvenience  and  potential  haz- 
ards of  non-emergency  parenteral  amino- 
phylline. Besides  its  use  as  a diuretic,  it 
is  now  feasible  to  use  oral  aminophylline 
therapy  in  the  treatment  of  congestive 
heart  failure,  bronchial  and  cardiac  asth- 
ma, status  asthmaticus,  and  paroxysmal 
dyspnea. 

♦Cronheim,  G„  Justice.  T.  T.,  and  King,  J.  S.,  Jr..  A New  Ap- 
proach to  Increasing  Tolerance  of  Oral  Aminophylline— to  be 
published. 

♦Justice,  T.  T.,  Jr.,  Allen,  G.,  and  Cronheim,  G„  Studies  with 
Two  New  Theophylline  Preparations— to  be  published. 

♦ ♦Waxier,  S.  H.  and  Schack,  J.  A..  Administration  of  Aminophyl- 
line, J.  A.  M.  A.  143 :8,  736-739.  June  1950  (This  study  does  not 
refer  to  Aminodrox.) 


Aminodrox,  a tablet  containing  colloidal 
aluminum  hydroxide  with  1 1/ 2 or  3 gr. 
of  aminophylline  provides  what  the  med- 
ical profession  has  been  looking  for-a 
dependable  method  of  oral  administration 
of  aminophylline  in  doses  large  enough  to 
produce  the  same  high  blood  levels  ob- 
tainable with  parenteral  administration. 

This  is  possible  with  Aminodrox  because 
gastric  disturbance  is  avoided. 


Several  studies*  attest  to  the  large  dose  tolerance  of 
Aminodrox.  A dose  of  36  grains  daily  produced 
blood  levels  higher  than  would  be  customarily  aimed 
at  with  parenteral  administration.  In  hospitalized 
patients  on  this  excessively  massive  dosage,  only 
27  % showed  gastric  distress.  Contrast  this  to  the 
42  % intolerance  to  plain  aminophylline  with  only  12 
grains  a day.  Another  group  of  patients  on  15 
grains  daily  of  aminophylline-administered  as  Ami- 
nodrox—showed  excellent  tolerance  to  this  dosage 
and  blood  levels  well  in  the  therapeutic  range  hither- 
to obtainable  only  by  injectable**  aminophylline. 


aminodrox 

for  effective  oral 
aminophylline  therapy 


XSlMassmill 


Bristol,  Tennessee 


SEND  FOR  DETAILED  LITERATURE 


sn’t  safe,  gradual,  prolonged 


Nitranitol  provides  it  . . . 

permitting  hypertensives  to  resume  more  normal  lives 

What’s  more,  therapeutic  dosages  of  NITRANITOL  can  be 
maintained  over  long  periods  of  time  . . . without  frequent 
checkups  . . . without  worry  about  possible  toxic  effects. 

NITRANITOL  is  the  universally  prescribed  drug  in  the 
management  of  essential  hypertension. 


Merrell 

1828 


New  York  • CINCINNATI  • Toronto 


vasodilation  what  you  want . . . 

for  your  hypertensive  patients? 


When  vasodilation  alone  is  indicated.  Nitranitol.  {'A  gr.  mannitol 
hexanitrate.) 

When  sedation  is  desired.  Nitranitol  with  Phenobarbital.  (!i  gr.  pheno- 
barbital  combined  with  Y%  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of  capillary  fragility. 

Nitranitol  with  Phenobarbital  and  Rutin.  (Combines  20  mg.  rutin  with  above 
formula.) 

When  the  threat  of  cardiac  failure  exists.  Nitranitol  with  Pheno- 
barbital and  Theophylline.  {'A  gr.  mannitol  hexanitrate  combined  with  J»  gr.  pheno- 
barbital and  1 H grs.  theophylline.) 

NEW  . . . For  refractory  eases  of  hypertension.  Nitranitol  P.V.  ('A  gr. 
mannitol  hexanitrate  combined  with  K gr.  phenobarbital  and  1 mg.  Veratrum  viride 
alkaloidal  fraction  — biologically  standardized  for  hypotensive  activity.) 
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Prescription 

Perfect 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland  using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky-making . 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky  . . . the  same  high  quality 
the  world  over. 


Born  1820  . . . still  going  strong 

Johnnie 

Walker 


rr 


SCOTCH  WHISKY 


Non-Dietary  Factors 
in  Feeding  Problems 

Emotional  disturbances  in  infants  and  chil- 
dren may  often  be  reflected  in  feeding  problems 
with  symptoms  referable  to  the  gastro-intestinal 
tract.  Some  of  these  difficulties  arc  resolved  by 
growth,  others  require  therapy  above  and  be- 
yond dietary  changes. 

The  literature  stresses  that  certain  G-I  disorders 
in  children  can  be  produced  by  autonomic  im- 
balance, and  particularly  excessive  cholinergic 
( parasympathetic ) impulses. 

In  these,  the  basic  therapeutic  need  is  for  anti- 
cholinergic measures.  The  use  of  atropine  ( 50- 
50  mixture  of  dextro-  and  levo-hyoscyamine) 
for  this  purpose  is  well-known.  While  the  levo- 
form  produces  the  necessary  anti -cholinergic  ac- 
tion, the  dextro-  component  is  the  main  source 
of  atropine's  central,  toxic  effects. 

Pure  levo-alkaloid  of  belladonna  (primarily 
1-hyoscyamine)  is  available  as  Bellafoline. 

This  preparation  is: 

a)  weight  for  weight  twice  as  active  as 
atropine 

b)  dose  for  dose  half  as  toxic 


Bellafoline  has  been  combined  with  thera- 
peutically adequate  doses  of  phenobarbital  for 
antispasmodic  sedative  effect  — Belladenal: 

a)  Elixir:  each  4 cc.  (approx,  one  tea- 
spoonful) contains: 

0.0625  mg.  (1/1000  gr.)  Bellafoline 
12.5  mg.  (3/1 6 gr. ) phenobarbital 
(equivalent  to  V4  Belladenal  tablet) 

b)  Tablets:  each  containing:  0.25  mg. 

(1/260  gr.)  Bellafoline 
50  mg.  (%  gr.)  phenobarbital 

The  table  below  is  a guide  to: 


BEST  DOSAGE  IN  CHILDREN* 


AGE 


ATROPINE 

DOSAGE 

SCHEDULE 


DOSAGE  OF 
BELLADENAL 
ELIXIR 


1 to  12  months 

1 to  3 years 
3 to  6 years 


1/1300  gr. 

to  1/650  gr. 
1/400  gr. 
1/150  gr. 


Vi  teaspoonful 

1 teaspoonful 
2 Vi  teaspoonsful 


6 to  12  years 


1/150  gr. 
to  l/75  gr. 


1 tablespoonful 


* This  dosage  schedule  is  based  on  findings  of  K.  R. 
Unna  et  al:  Pediatrics  6:  197,  1950. 


For  full  dosage  table  and  complete  informa- 
tion and  references  on  this  subject,  just  re- 
quest "Infant  Feeding  Problems”  literature. 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y., 
Sole  Importer 


^ andoz  J-^bannaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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A new  aqueous  extract  derived  from  the 

Livers  of  Pregnant  Cows 


for  the  NEUROPATHIES 
for  OSTEOARTHRITIS 


No  Significant  Side-Reactions 
Virtually  No  Toxicity 
Remissions  3-18  Months 
No  Contraindications 
Intramuscular  Therapy 
Practically  Painless 
Moderate  Cost 


Literature  and  reprints  supplied  on  request 

REFERENCES 


1.  Collens,  W.  S.,  Ziliosky,  J.  D.,  Greenwald,  J.  J.,  and  Stern,  A B.:  3. 

A New  Extract  Derived  From  Pregnant  Mammalian  Liver:  Its  Effect 
on  Hypertrophic  Osteoarthritis  and  Peripheral  Neuropathy,  J.  Geron- 
tology, Program  of  the  Second  International  Gerontological  Congress 
6:72  (Sept.)  1951,  Supplement  to  3:  (July)  1951. 

2.  Rabinowitch,  I.  M.:  Experiences  with  a New  Liver  Extract  for  the 
Treatment  of  Diabetic  Neuropathies,  J.  Gerontology,  Program  of  the 
Second  International  Gerontological  Congress,  6:  137  (Sept.)  1951, 
Supplement  to  3:  (July)  1951. 


Collens,  W.  S.,  Zilinsky,  J.  D.,  Greenwald,  J.  J.  and  Stern,  A.  B. : 
A New  Extract  Derived  From  Pregnant  Mammalian  Liver:  Its  Effect 
on  Peripheral  Neuropathy,  Am.  J.  Med.,  XII,  No.  1,  53~58  (Jan.) 
1952. 

4.  Rabinowitch,  I.  M.:  Experiences  with  a New  Liver  Extract  for  the 
Treatment  of  Diabetic  Neuropathies,  Am.  J.  Med.,  XII,  No.  1,  59-65 
(Jan.)  1952. 


INTERNATIONAL  BIOCHEMICAL  CORPORATION 

732  - 64th  Street,  Brooklyn  20,  N.  Y. 
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Doubly  Effective 
in  Pruritic  Skin  Disorders 


INDICATED  IN  NONSPECIFIC  AS  WELL  AS 
ALLERGIC  PRURITUS 


CREAM 


• AS  AN  ANTIHISTAMINE: 


“Phenergan  compared  dose  for 
dose  with  other  available  anti- 
histaminic  drugs  proved  to  be  the 
most  efficacious  and  the  longest- 
acting  drug.”1 

• AS  A LOCAL  ANESTHETIC 


Phenergan  applied  topically  has 
been  shown  to  be  significantly 
more  potent  than  other  antihista- 
mines,2-3 4 cocaine,1  or  procaine.- 


PHENERGAN" 


PHENERGAN8 

LOTION 

WITH  NEOCALAMINE 

Promethazine  Lotion  with  Neocalamine 


Hydrochloride 

^ Promethazine  Hydrochloride 

Applications  are  practically  invis- 
ible because  the  cream  quickly 
disappears  when  gently  rubbed 
on  the  skin. 

SUPPLIED: 

Collapsible  tubes  of  1.12  oz. 


When  drying,  astringent  action  is 
desired. 

Blends  with  skin  tones. 

SUPPLIED: 

Bottles  of  4 fl.  oz. 


1.  Peshkin,  M.M.  et  al.:  Ann.  Allergy  9:727,  1951. 

2.  Landau,  S.M.  et  al.:  J.  Allergy  22:19,  1951. 

3.  Code,  C.F.  et  al.:  Bull.  New  York  Acad.  Sc.  50:1177,  1950. 

4.  Halpern,  B.N.  et  al.:  Compt.  rend.  Soc.  biol.  141:1125,1947. 


Incorporated, 


Philadelphia  2,  Pa. 


physiologic 

correction 

for 

corpus  luteum 
failure 


PROLUTON 

PRANONE 


Whether  a deficiency  of  corpus  luteum  hormone 
presents  as  spontaneous  abortion,  metrorrhagia,  functional 
dysmenorrhea,  or  premenstrual  tension,  it  may  be 
corrected  physiologically  by  Proluton  and  Pranone. 
Proluton  (pure  progesterone)  is  administered 
intramuscularly  or  as  Buccal  Tablets.  Pranone  (ethisterone) 
is  administered  as  tablets.  Both  Proluton  and  Pranone 
aid  development  of  a normal  endometrium  essential 
for  uninterrupted  pregnancy  and  normal  menses. 


tOLUTON  ® (BroSesterone  U.S.P.)  in  oil  for  intramuscular  injection, 
■m  ittom  Buccal  Tablets  (Progesterone  U.S.P.)  in  Schering’s  special 
iULU  1 UIN  solid  solvent  base,  Polyhydrol.® 

Tablets  (Ethisterone  U.S.P. ; anhydrohydroxyprogesterone), 
orally  effective  progestin. 


1ANONE 


CORPORATION  • BLOOMFIELD,  N.  J. 


PROLUTON  PRANONE 


Patients 


with  Nervous  Indigestion? 


NOW, 


8 

B 


• effective,  comfortable,  sustained 

relief  from  pain,  cramps,  general  discomfort  due 
to  functional  gastrointestinal  spasm.  In  clinical 
studies,  E 2’  3 BENTYL  gave  gratifying  to  complete 
relief  in  308  of  338  cases,  yet  was  “.  . . virtually  free 
from  undesirable  side  effects.  ’ 3 


BENTYL 


SAFE,  DOUBLE-SPASMOLYSIS 

Each  capsule  or  teaspoonful  syrup  contains: 


BENTYL 10  mg. 

For  comfortable  relief  of  nervous  indigestion 


BENTYL 10  mg. 

. . . . 15  mg. 


with  PHENOBARBITAL 

When  synergistic  sedation  is  desired 


Merrell 


1828 


DOSAGE 

ADULTS:  2 capsules  or  2 teaspoonfuls  sy 
3 times  daily,  before  or  after  meals.  If  t 
essary,  repeat  dose  at  bedtime. 


NewYork  • CINCINNATI  • Toronto 


IN  INFANT  COLIC:  teaspoonful  sy 

3 times  daily  before  feeding.4 


1.  Hock,  C.  W.:  J.  Med.  Assn.  Ca.  40:22,  1951.  2.  Hufford,  A.  R.:  J.  Mich.  St.  Med.  Soc.  49:1308,  1950.  3.  Chamberlin,  D.  T.:  Gastroenterology  17:224 

4,  Pakula,  S.  F.:  Postgrad.  Med.  11:123,  1952. Trade-mark  "Bentyl”  Hydrochl 
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the  hemorrhoidal 
patient  may  sit,  move 
and  walk  in  greater  comfort 
as  Desitin  Hemorrhoidal  Suppositories  with 
Cod  Liver  Oil  act  promptly  to... 

• relieve  pain  and  itching 

• minimize  bleeding 

• reduce  congestion 

• guard  against  trauma 

• promote  healing  by  virtue  of  their  con- 


Prescribe  Desitin  Hemorrhoidal  Sup- 
positories in  hemorrhoids  (non-surgical), 
pruritus  ani,  uncomplicated  cryptitis,  papil- 
litis, and  proctitis. 


/15ilwl^influen 


of  cod  liver  oil 

that  makes  the  great  difference  in 

DESITIN 

hemorrhoidal 


Composition:  crude 
Norwegian  cod  liver  oil, 
lanolin,  zinc  oxide,  bis- 
muth subgallate,  balsam 
peru,  cocoa  butter  base. 
No  narcotic  or  anes- 
thetic drugs  to  mask 
rectal  disease.  Boxes  of 
12  foil-wrapped  sup- 
positories. 


tents  of  high  grade  crude  Norwegian  cod  liver  oil,  rich 
in  vitamins  A and  D and  unsaturated  fatty  acids  (in 
proper  ratio  for  maximum  efficacy). 

<Wf|ot  samples 
DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  • Providence  2.  R.  I. 
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# The  evidence  in  this  thorough  study,  again  indicates  that  Protamide 
has  resolved  the  difficult  therapeutic  problem  of  herpes  zoster. 

Fifty  patients  in  this  series  were  treated  solely  with  Protamide  for 
herpes  zoster. 

“Results  were  excellent  or  satisfactory  in  78  percent . . . Improvement 
in  the  patients  showing  favorable  response  was  almost  immediate.”* 

“No  patient  who  made  an  excellent  or  satisfactory  recovery  after 
Protamide  suffered  from  post-herpetic  neuralgia.”* 

These  quotations  from  this  objective  study  add  to  the  evidence  that 
Protamide  is  unsurpassed  in  the  treatment  of  herpes  zoster. 

*Herpes  poster:  Its  treatment  with  Protamide. 
Frank  C.  Combes,  M.  D.,  and  Orlando 
Canizares,  M.  D.,  New  York  State  Journal  of 
Medicine  {March)  1952. 

A card  or  your  prescription  blank  marked  “Prota- 
mide'’ will  bring  both  literature  and  reprints. 
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Ciba  announces 

the  availability  of  a 

new  antihypertensive  agent 

Apr  e s olin  e 

B Trade  Mark  ( brand  of  hydralazine ) 

hydrochloride 


❖ 

Clinically  investigated 
as  C-5968  and  also 
1-Hydrazinophthalazine. 
hydrochloride 


Major  Advance  in  the  Medical  Management 


Clinical  Significance 

By  virtue  of  its  dual  capacity  to  reduce  blood  pressure  and  yet  in- 
crease blood  flow  through  the  kidney,  Apresoline  provides  a new 
and  improved  approach  to  the  medical  management  of  hypertensive 
disorders.  Its  value  is  augmented  by  its  tendency  to  cause  significant 
relaxation  of  cerebral  vascular  tone  in  hypertensive  patients,  oral  as 
well  as  parenteral  effectiveness^  and  relatively  low  toxicity. 

I Indications 

Apresoline  has  proved  therapeutically  useful  in  widely  differing 
forms  of  hypertensive  disease.  The  drug  is  of  distinct  value  in  essen- 
tial and  early  malignant  hypertension,  its  effectiveness  often  being 
more  marked  in  the  severe  (although  not  terminal)  phases  of  these 
disorders.  It  is  also  most  effective  in  hypertension  persisting  or 
recurring  after  sympathectomy. 

Preliminary  studies  indicate  that  worthwhile  results  also  may  be  ex- 
pected in  toxemias  of  pregnancy  and  in  acute  glomerulonephritis.  When 
renal  damage  is  advanced,  as  in  chronic  renal  hypertension  and 
chronic  glomerulonephritis,  the  value  of  the  drug  is  considerably  less, 
and  it  may  be  hazardous  if  not  used  with  extreme  caution  and 
constant  observation. 


Administration 

Before  prescribing  or  administering  Apresoline,  it  is  essential  that 
the  physician  thoroughly  familiarize  himself  with  the  characteristics 
of  the  drug.  The  benefit  derived  from  Apresoline  by  the  patient  is 
dependent  in  vital  degree  upon  the  most  meticulous  attention  to 
individualization  of  administration,  dosage,  and  its  adjustment  in 
accordance  with  response. 


Caution 

Apresoline,  like  any  hypotensive  agent,  should  be  used  only  with  extreme 
caution  in  patients  with  coronary  artery  disease,  advanced  renal  damage, 
and  existing  or  incipient  cerebral  vascular  accidents. 


For  complete  information  on  Apresoline, 
contact  the  Ciba  Professional  Service 
Representative  or  write  the  Medical  Service 
Division,  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jersey. 


of  Hypertensive  Disorders 


2/1812M 


new  convenience 


in  broad-spectrum  therapy 


Easily  swallowed,  sugar-coated  Terramycin 
Tablets  introduce  new  flexibility  in  prolonged 

courses  of  administration  and  are  particularly 
suited  to  effective,  well  tolerated  therapy  among 

patients  preferring  tablets  to  other  oral  forms. 
Supplied:  250  mg.  tablets,  bottles  of  16  and  100; 

100  mg.  and  50  mg.  tablets,  bottles  of  25  and  100. 


ANTIBIOTIC  DIVISION,  CHAS.  PFIZER  & CO.,  INC. 

Brooklyn  6,  N.  Y. 
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meets  the  patient’s 

first  demand 


SIMPLE  TO 
PREPARE  AND 
HIGHLY  PALATABLE 

For  adults  and  children,  Arobon  is  simply 
prepared  by  stirring  the  powder  into 
milk.  Average  dose  for  adults,  two 
level  tablespoonfuls  in  four  ounces; 
for  children,  one  level  tablespoonful 
in  four  ounces. 

For  infants,  two  level  teaspoonfuls  in 
four  ounces  of  skim  milk  or  water 
and  boiled  for  '/2  minute. 


In  diarrheas,  Arobon  assures  rapid  control  of  the 
abdominal  distress,  the  frequent  stools,  and  the  result- 
ing generalized  discomfort. 

Processed  from  specially  prepared  carob  flour,  Aro- 
bon contains  a high  proportion  (zz  per  cent)  of  pectin, 
lignin,  and  hemicellulose.  Its  adsorptive  and  demul- 
cent actions  serve  to  remove  offending  bacteria  and 
toxins,  and  the  gelatinous  mass  it  forms  on  taking  up 
water  soothes  the  inflamed  bowel. 


When  mixed  with  milk,  Arobon  fqrms 
a pleasant  chocolate-like  drink. 


Arobon  produces  excellent  results  in  the  non-specific 
diarrheas  of  adults,  children,  and  infants,  often  lead- 
ing to  formed  stools  in  11  to  15  hours.  In  the  specific 
dysenteries,  its  action  is  valuable  in  conjunction  with 
indicated  chemotherapeutic  agents. 

Available  in  five  ounce  bottles 
through  all  pharmacies 

THE  NESTLE  COMPANY,  INC. 
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Each  Crystamin  Forte 
capsule  contains: 

‘Crystamin 100  meg. 

Desiccated  Duodenum  75  mg. 

Folic  Acid 1.75  mg. 

*The  Armour  Laboratories 
Brand  of  Crystalline  Bi 2. 


MOST  POTENT...  MOST  ECONOMICAL  VITAMIN  B12 
CAPSULE  AVAILABLE  FOR  THE  TREATMENT  OF  ANEMIA 


Supplied  in  bottles  of  30. 

NEW!  Crystamin  (crystalline  vitamin  Bi 2 for 
injection)  is  supplied  in  120  meg.  per  cc.  and 
60  meg.  per  cc.  potencies  in  5 cc.  vials,  and 
in  30  meg.  per  cc.  potency  in  10  cc.  vials. 


Formulated  to  meet  the  demand  for 
high  potency  oral  vitamin  B12.  . . also 
contains  folic  acid  and  desiccated  du- 
odenum as  activator1'2,3,4  of  vitamin  Bi 2. 


References:  Meulengracht,  E.:  Acta.  med.  Scandinav.  85:79,  1935;  (2) 
Bethell,  F.  H.,  et  al.:  Univ.  Hosp.  Bull.,  Ann  Arbor  15:49,  1949;  (3)  Hall,  B.  E.: 
Brit.  Med.  J.  2:585, 1 950;  (4)  Bethell,  F.  H„  et  al.:  Ann.  Int.  Med.  35:51 8, 1951. 
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Conclusive  Evidence* 
Demonstrates  the  Successful 
Prescribed  Therapy  of . . . 

Betazyme  Tablets 

AND 


- 

CHOLESTEROL 

PHOSPHOLIPIDS 

Cholesterol  and  Phospholipids  in  balance 


Lipozyme  Tablets 

TO 

Reduce 

Cholesterol 

Levels 

in  Atherosclerosis,  Otosclerosis,  Vitreous 
opacities  and  Liver  disorders. 


Cholesterol  Imbalance  Pathological  condition 


LIPOZYME 

Approximately  1 GM  per 
tablet  in  correct  balance 
of  the  lipotropic  factors. 


Cholesterol  & Phospholipids  in  balance 
again  with  Betazyme  & Lipozyme  Therapy 


BETAZYME 

Containing  Cocarboxylase 
Aids  formation  of  Phospho- 
lipids and  increases  cellu- 
lar oxygen  uptake. 


Dosage:  One  tablet  of  each  after  meals. 


^CLINICALLY  TESTED 

Betazyme  and  Lipozyme  Tablets  were  employed  in  these  reported  studies. 

“Methods  of  the  early  determination  of  atherosclerosis  and  preventive  meas- 
ures” Tuttle,  E.:  J.  Ins.  Med.  Vol  5,4,  Sept.  1950. 

“Reversal  of  the  biochemical  processes  in  cases  of  cochlear  and  vestibular 
dysfunction”  Kopetzky,  S.  J.:  J.I.C.S.  Vol  XIII  Feb.  1950. 

Lipozyme  tablets  cited  in:  “Lipotropic  substances  for  the  absorption  of 
vitreous  opacities”  Eggers,  H.:  N.Y.  St.  J.M.  Oct.  1,  1951. 

Available  at  all  Pharmacies  in  bottles  of  100  each. 

BARROWS  CHEMICAL  CO.  INC.,  42  LISPENARD  STREET,  NEW  YORK  13,  N.Y. 

Reprints  of  articles  listed  and  samples  on  request 
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IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  vaiue  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 

RECOMMENDED  DOSAGE  iy2  grains  q.i.d.  before  meals  and  be- 
fore retiring.  A capsule  upon  arising  if  necessary. 

SUPPLIED  In  bottles  of  — 100  — 500  — 1000 

TABLETS  THESODATE 

*(71/2  gr.)  0.5  Gm *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7l/2  gr.)  0.5  Gm.  with  ( y2  gr.)  30  mg. 

(71/2  gr.)  0.5  Gm.  with  ( y4  gr.)  15  mg. 

*(3%  gr.)  0.25  Gm.  with  ( y4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  (l/4  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25  — 100. 

For  samples — just  send  your  Rx  blank  marked  NYJM-552 


BREWER  & COMPANY, INC. 


WORCESTER,  MASSACHUSETTS  U.  S.  A. 
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Lieutenant 
Stanley  T.  Adams 
Medal  of  Honor 


ONE  BITING-COLD  FEBRUARY  NIGHT.  Lieu- 
tenant Adams  was  on  a bitterly  contested 
bill  near  Sesim-ni.  Korea.  Out  of  the  dark 
earth  the  silhouettes  of  some  150  Communist 

troops  rose  up 
against  the  sky- 
line. Ordering 
fixed  bayonets, 
the  lieuteuant, 
with  only  13 
men,  leaped  up 
and  charged  furiously  against  the  overwhelm- 
ing odds.  He  was  knocked  down  by  a bullet. 
At  least  three  hand  grenades  actually 
bounced  off  his  body  before  exploding  near- 
by. But  when  Adams  and  his  squad  were 
through,  there  were  only  50  Communists  left 
on  the  hill — and  they  were  dead. 

“Nobody  likes  to  kill,”  says  Stanley  Adams. 
“Nobody  likes  war.  But  today  the  surest  way 


to  invite  a war  is  to  be  weak.  You  and  I know 
that  twice  in  the  last  ten  years  Americans 
have  let  their  guard  down.  And  the  Philippine 
and  Korean  graveyards  are  filled  with  men 
who  paid  the  price  for  it. 

“Please  don’t  make  that  tragic  mistake 
again.  Remember  that  in  the  world  today, 
peace  is  only  for  the  strong.  Help  make  your 
country  and  your  armed  services  stronger  still 
— by  buying  more  . . . and  more  . . . and  more 
U.  S.  Defense  Bonds.  Put  your  bond-power  be- 
hind our  fire-power,  notv — and  together  we  11 
keep  America  at  peace!” 

★ ★ ★ 

Remember  that  when  you’re  buying  bonds  for  national 
defense,  you’re  also  building  a personal  reserve  of  cash 
savings.  Remember,  too,  that  if  you  don’t  save  regu/ar/y, 
you  generally  don’t  save  at  all.  Money  you  take  home 
usually  is  money  spent.  So  sign  up  today  in  the  Payroll 
Savings  Plan  where  you  work,  or  the  Bond- A -Month 
Plan  where  you  bank.  For  your  country’s  security,  and 
your  own,  buy  United  States  Defense  Bonds  now! 


Peace  is  for  the  strong... Buy  U.  S.  Defense  Bonds  now! 


The  U.S.  Government  does  not  pay  lor  this  advertisement.  It  is  donated  by  this  publication 
in  cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 


THC  UPJOHN  COMPANY.  KALAMAZOO.  MiCHIOai 


vy» 


Upjohn 
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asthma  control 
with 


limited  side -action 


Orthoxine  Hydrochloride,  an  antisp: 
modic  and  bronchodilator,  was  devel- 
oped by  Upjohn  research  chemists  by 
modifying  the  configuration  of  a sym- 
pathomimetic amine  molecule. 

Such  molecular  structural  change  limits 
the  action  of  Orthoxine  mainly  to  bron- 
chodilatation,  thereby  minimizing  side- 
actions  (vasopressor  and  psychomotor 
stimulation). 

For  more  air,  with  less  trouble,  in  con- 
trolling asthma. . . 


Orthoxine 


Bottles  of  100  and  500  tablets 

Orthoxine  Hydrochloride  (100 
tain  beto-(ortho-methoxy[ 
methylamine  hydrochloride 
and  antispasmodic. 

'Trademark,  Reg,  VS.  Pat.  Off, 


need  with  care  . . . designed  for  health 
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NOW  ELIMINATE  VITAMIN  LOSS 


protect  your  small  patients  with  protected  vitamins 


VI-MIX  DROPS 

(MULTIPLE  VITAMIN  DROPS,  LILLY) 

...  a new  type  of  pediatric  preparation  which  stays  fully  potent  with- 
out refrigeration  from  the  date  of  manufacture  until  it  is  mixed  just 
prior  to  use  in  the  home. 

All  the  essential  vitamins  which  remain  stable  in  solution  are  in  one 
bottle.  Another  contains  a powder  consisting  of  those  vitamins  which 
best  retain  their  stability  when  kept  dry.  Simply  instruct  that  the 
liquid  be  added  to  the  powder.  Make  sure.  Put  babies  on  'Vi-Mix  Drops."' 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 


The  Heritage  of  Freedom 


Too  often  that  which  is  inherited  is  abused, 
squandered,  and  lost.  Not  having  been 
earned  by  the  recipient,  a heritage  is  some- 
times neglected,  treated  with  indifference, 
or  traded  for  a mess  of  pottage.  The  fran- 
chise is  basic  to  the  structure  and  function  of 
constitutional  government  and  must  be 
exercised  if  freedom  is  to  endure.  No  serf 
has  such  a privilege,  no  neglectful  citizen 
deserves  it. 

Physicians  are  exempted  for  practical 
reasons  from  the  obligation  of  jury  duty 
and  service  with  volunteer  fire  companies, 
but  no  one  is  exempted  for  any  reason  short 
of  incapacity  or  necessary  absence  from  the 
obligation  to  exercise  the  franchise. 

The  physician  who  consistently  fails  to 
attend  hospital  staff  meetings  or  who  takes 
no  active  part  in  the  affairs  of  his  medical 
society  is  hardly  in  a good  position  to  criti- 
cize either  the  hospital  or  the  medical  society. 
By  failing  to  make  his  voice  heard,  he  must 
share  the  blame  for  any  faults,  failures,  or 
deficiencies. 


Likewise,  the  physician  who  fails  to 
register  and  vote  is  not  in  a good  position  to 
complain  about  corruption,  taxes,  or  govern- 
mental policies  which  he  finds  obnoxious. 
By  failing  to  fulfill  one  of  the  vital  duties  of 
citizenship,  he  must  share  the  blame  for  any 
black  spots  in  the  affairs  of  the  community, 
the  state,  or  the  nation. 

The  right  to  register  and  vote,  which  is 
both  a privilege  and  a duty  in  a nation  of 
free  men,  was  never  more  important  than 
it  is  right  now.  Fundamental  issues  which 
transcend  the  usual  party  politics  and  which 
will  affect  the  future  of  every  American 
call  for  a clear-cut  decision  by  the  entire 
voting  population.  Be  sure  that  you  play 
your  rightful  part  in  that  historic  American 
decision. 

To  be  a good  doctor — first  be  a good 
citizen.  Register  and  then  vote.  And  of 
equal  importance,  see  that  your  family  does 
likewise. 

He  who  would  receive  the  heritage  of 
freedom  must  first  qualify  as  a legal  inheritor. 
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Antituberculosis  Drugs 


Once  again  we  have  information  concern- 
ing a “wonder  drug”  seemingly  somewhat 
prematurely  released  to  the  public.  This 
time  the  news  concerns  three  isomers  of 
niacin  said  to  be  effective  in  the  treatment 
of  tuberculosis  and  produced  under  the  trade 
names  of  Rimifon,  Nydrazid,  and  Marsilid. 
Reportedly  effective  in  vitro  and  animals, 
the  niacin  derivatives  were  used  in  the  treat- 
ment of  190  patients  “who  had  not  re- 
sponded to  any  of  the  present  methods  of 
treatment  including.  . . .streptomycin  and 

PAS . . and  for  whom  there  was  no  hope ” 1 

In  a carefully  written  news  report  the 
new  pharmaceuticals  were  “Revealed  as 
Cheap  Coal-Tar  Synthetics”  in  headlines 
which  alleged  that  the  “Cost  of  Whole 
Treatment  May  Be  Cut  to  $100.  . . 
but  which  stated  also  “More  Tests  Held 
Necessary.”  In  the  text  of  the  article 
a manufacturer’s  statement  was  as  follows: 

“Up  to  now,  the  compounds  have  been  pre- 
pared only  in  very  limited  quantities  for  clini- 
cal investigation.  If  these  drugs  should  prove 
to  be  suitable  for  general  use,  commercial  pro- 
duction will  have  to  be  started,  and  until  that 
time  the  costs  of  these  compounds  will  not  be 
definitely  known.” 

A spokesman  said  that  at  present  “ no  esti- 
mate as  to  when  the  compounds  may  become 
generally  available  is  possible.” 

The  implications  of  this  newspaper  re- 
port are  vast  both  medically  and  from  the 
point  of  view  *of  cost  of  treatment.  There 
seems  to  be  reason  to  believe  that  these 
new  compounds  may  be  more  effective 
and  cheaper  than  any  previous  ones,  but 
the  reported  clinical  experience  with  them 
in  the  treatment  of  human  beings  is  so 
far  small.  The  Times  has  reported  the  story 
conservatively  and  factually  as  usual,  but 
we  anticipate  less  restraint  from  other  news 
sources  and  media  as  time  elapses. 

Recently  published  figures  of  causes  of 
death  in  1951  show  those  from  tuberculosis 
at  17.0  per  100,000  and  rank  this  cause 
sixth  in  a series  of  six  led  by  diseases  of  the 
heart  at  240.7  deaths.2  It  should  not  be 
forgotten  that  in  1900  tuberculosis  ranked 

1 New  York  Times,  February  22,  1952. 

2 Metropolitan  Life  Insurance  Company:  Statistical 

Bulletin,  January,  1952,  p.  6 


first  in  a series  of  10  with  195  deaths,  and  in 
1940,  ranked  seventh  in  a similar  series. a 
This  reduction  in  mortality  from  as  stubborn 
a disease  has  been  an  impressive  triumph 
for  medicine,  public  health,  and  public 
education.  It  is  to  be  hoped  that  when 
these  new  compounds  are  released  for  use 
by  physicians  generally,  more  progress  still 
will  be  made.  It  is,  however,  to  be  re- 
gretted that  greater  clinical  evidence  of 
their  effectiveness  is  not  available  at  the 
time  of  public  release  of  information  regard- 
ing them. 

The  new  drugs  belong  to  a class  that  num- 
bers hundreds.  There  is  good  chemical 
reason  to  suppose  that  among  these  hun- 
dreds are  a score  or  so  that  will  be  even  more 
effective  than  the  three  with  which  clinical 
tests  have  been  made. 

Granting  that  the  new  drugs  are  true 
specifics  against  tuberculosis,  it  would 
be  a grievous  error  to  assume  that  we  may 
as  well  close  the  public  and  private  institu- 
tions now  maintained  at  great  expense  to 
combat  tuberculosis.  It  may  be  possible 
to  reduce  the  number  of  hospital  beds  that 
must  now  be  given  over  to  the  tubercu- 
lous, but  there  is  no  possibility  that  the 
social  problem  presented  by  tuberculosis 
can  be  solved  easily.  The  infected  must 
still  be  sought  out  and  placed  in  the  right 
environment  if  they  are  not  to  become  men- 
aces to  the  community.  They  will  still 
need  rest.  Although  disease  in  organs  and 
bones  may  be  arrested,  there  will  still  be 
need  of  surgery  to  cut  away  damaged  tissue. 
Lastly,  there  will  always  be  need  of  the 
kind  of  education  in  which  welfare  organiza- 
tions have  been  so  long  engaged  and  to 
which  much  of  the  social  progress  made 
in  dealing  with  tuberculosis  must  be  attrib- 
uted. 

If  nothing  is  as  bad  as  it  looks,  it  is  also 
true  that  many  things  do  not  prove  to  be 
as  good  as  they  seem.  We  hope  that  jubila- 
tion will  be  confined  to  the  narrow  limits  of 
the  current  small  clinical  evidence  at  hand. 
Northbrooke  in  1577  observed  that  “One 
swallowe  prouveth  not  that  summer  is 
neare.” 

3 Editorial:  New  Yoke  State  J.  Med.  51:  57  (Jan.  1) 
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Problems  of  Population 


In  a paper  dealing  with  medical  and  social 
problems  of  unbalanced  world  populations, 
Dr.  Walter  L.  Palmer,  of  the  University  of 
Chicago,  Department  of  Medicine,  calls 
attention  to  some  of  the  broader  aspects  of 
medicine  by  stressing  the  relationships  be- 
tween population,  the  industrial  revolution, 
and  modern  medicine.1 

In  the  United  States  the  total  population 
is  not  only  aging  but  still  increasing  in  size, 
although  a downward  trend  is  probable 
within  the  foreseeable  future.  Asia,  on  the 
other  hand,  faces  difficulties  arising  from 
multitudes  she  cannot  easily  support,  and 
Western  Europe  is  faced  with  long-time 
trends  toward  a decline  in  population. 

Palmer  indicates  that  the  “role  of  rational 
preventive  medicine  is  clearly  defined.  In 
overpopulated  areas,  crises  can  be  averted  or 
ameliorated  only  through  rationally  planned 
conception.  On  the  other  hand,  in  those 
areas  in  which  modern  sanitation  and  medi- 
cine have  resulted  in  lower  death  rates  and 
greater  longevity,  the  period  of  rapid  popula- 
tion growth  now  seems  to  be  nearing  an  end. 
Here,  control  of  the  degenerative  diseases,  of 
cancer,  and  of  the  social  difficulties  of  old  age 
are  most  prominent.” 

Man  must  learn,  says  the  author,  to  cor- 
relate population  with  the  supply  of  food  and 
other  conditions  of  well-being.  If  this  is  not 
done,  the  inevitable  controls  will  be  the 
natural  limiting  factors  of  population  as  de- 
scribed by  Malthus,  an  English  economist — 
poverty,  famine,  disease,  and  war. 

Learning,  however,  is  a relatively  slow 
process  if  attempted  on  a mass  scale.  It 
must  be  commenced  anew  with  each  succeed- 
ing generation.  Twenty  centuries  of  time 
seem  to  have  produced  relatively  meager  re- 
sults. Palmer  states  a seemingly  simple  and 
apparently  obvious  truth  when  he  says  that 

1 Palmer,  W.  L.:  J.A.M.A.  147:  1187  (Nov.  24)  1951. 


man  must  learn  to  correlate  population  with 
the  supply  of  food  and  other  conditions  of 
well-being.  But  rational  preventive  medi- 
cine has  an  important  but  somewhat  second- 
ary role  in  the  solution  of  such  a problem. 

In  many  areas  of  the  globe  a profound 
change  in  the  beliefs  and  mores  of  the 
inhabitants  is  implicit  in  the  proposed  solu- 
tion for  control  of  population  growth.  In 
others,  modern  technics  of  medicine  and 
engineering  have  accomplished  much  in 
promoting  “other  conditions  of  well-being” 
where  popular  acceptance  of  such  advances 
has  been  encouraged.  This  is  essentially  an 
educational  achievement,  and  it  should  not 
be  forgotten  that  each  new  generation  will 
have  to  be  taught  again. 

As  to  our  aging  population  in  the  Western 
world,  here  at  least  the  problem  of  accept- 
ance of  scientific  advances  in  medicine  and 
related  fields  makes  the  control  of  the  de- 
generative diseases  somewhat  simpler  than 
that  of  population  control.  It  can  be  pre- 
dicted with  reasonable  confidence  that  inten- 
sive research  may  increase  the  world’s  supply 
of  basic  foodstuffs  and  disclose  the  yet 
unknown  cause  of  cancer  within  a relatively 
short  time. 

The  principal  lag  seems  to  be  the  apparent 
failure  at  high  political  policy  levels  to  face 
squarely  the  known  facts  and  to  coordinate 
social  thinking  in  accordance  with  them. 
Admittedly  this  predicates  an  advanced 
order  of  statesmanship  now  and  for  many 
years  to  come.  It  is  unlikely  that  poverty 
can  ever  be  completely  eliminated,  but  this  is 
certainly  not  true  of  famine  and  disease. 
These  can  and  will  be  reduced  to  a minimum 
by  technicologic  advances.  War  on  an 
atomic  scale  could  conceivably  replace  the 
three  others  as  limiting  factors  of  population, 
but  it  is  hoped  that  enlightened  statesman- 
ship will  not  permit  this  to  happen. 


You  traverse  the  world  in  search  of  happiness  which  is  within  the  reach  of  every  man.  A con- 
tented mind  confers  it. — Horace 
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Current  Editorial  Comment 


Excessive  Fees  May  Wreck  Blue  Shield 
Plans.  Dr.  John  W.  Cline,  president  of  the 
American  Medical  Association,  warns  in  a 
special  message  of  the  dangers  and  the  un- 
ethical character  of  excessive  fees.1  He 
states : 

A short  time  ago  I received  a letter  from  a 
prominent  labor  leader,  one  who  is  a friend  of 
medicine.  He  told  the  following  story:  “Re- 
cently, in  a western  city,  a surgeon  performed 
an  operation  for  uncomplicated  appendicitis 
upon  a woman  patient.  The  operation  and 
convalescence  were  routine.  The  fee  was 
$150.  In  the  same  week  the  same  surgeon 
performed  the  same  operation  upon  another 
woman.  It  was  also  routine  and  also  with- 
out complications.  The  fee  was  $300.” 

The  labor  leader  went  on  to  say  that  the 
only  difference  between  the  two  cases  was  that 
the  first  woman  had  no  sickness  insurance, 
while  the  second  woman  was  insured  under  a 
union  health  plan.  He  charged  that  the 
surgeon  had  doubled  the  second  woman’s  bill 
deliberately.  What,  he  wanted  to  know,  was 
the  medical  profession  doing  about  such  unfair 
practices? 

The  A.M.A.  is  undertaking  a study  to 
determine  the  extent  of  the  practice  of  in- 
creasing fees.  Intentional  raising  of  fees, 
Dr.  Cline  believes,  is  not  a widespread 
practice,  but  if  it  occurs  at  all,  it  brings  dis- 
credit upon  the  profession.  He  calls  on  all 
medical  societies  to  use  disciplinary  action 
when  such  practices  are  found  in  fact  to  exist. 
In  conclusion  he  says: 

Voluntary  insurance  against  sickness  has 
been  sold  to  the  American  people  as  a practi- 
cal means  of  protecting  thetnselves  from  un- 
expected and  perhaps  overwhelming  medical 
costs.  The  value  of  these  plans  must  not  be 

> J.A.M.A.,  148:  1036  (Mar.  22)  1952. 


destroyed  by  the  few  physicians  who  view 
them  as  an  opportunity  to  collect  an  increased 
fee.  Voluntary  prepayment  plans  are  the 
medical  profession’s  greatest  bulwark  against 
the  socialization  of  medicine.  This  program 
must  not  be  jeopardized  by  avaricious  physi- 
cians who  have  not  learned  that  liberty  depends 
upon  individual  integrity  and  responsibility. 
Unfair  and  unethical  conduct  by  a small, 
irresponsible  segment  of  the  profession  not 
only  harms  the  patients  involved  but  endangers 
the  freedom  of  medicine.  These  practices 
must  be  eliminated! 

We  submit  the  foregoing  for  the  considera- 
tion of  our  members! 


Retrolental  Fibroplasia.  The  City  of  New 
York  Department  of  Health  is  conducting  a 
research  study  of  this  serious  disease  of 
childhood  in  the  metropolitan  area,  a pro- 
gram which  has  received  the  approval  of  the 
Council  of  the  State  Society.  An  editorial 
relative  to  the  State-wide  study  appeared  in 
the  April  1,  1950  Journal,  and  the  findings 
of  this  study  will  be  published  at  an  early 
date  in  Pediatrics,  from  the  State  Depart- 
ment of  Health.  An  incidence  of  fibroplasia 
of  1.5  per  cent  was  found  in  a group  of  in- 
fants born  prematurely  (weighing  less  than 
2,000  Gnu)  during  1948  and  1949,  who  had 
reached  the  age  of  four  months.  Among 
those  weighing  less  than  1,000  Gnu  at  birth, 
there  were  15  per  cent  affected,  4.7  per  cent 
in  those  between  1,000  and  1,500  Gm.,  and 
0.7  per  cent  in  those  between  1,500  and  2,000 
Gm. 

It  will  be  of  interest  to  note  whether  pre- 
mature infants  born  in  the  City  of  New  York 
will  be  similarly  afflicted. 


Clean  your  fingers  before  you  point  at  my  spots. — Benjamin  Franklin 


The  prudent  will  prepare  themselves  to  encounter  what  they  cannot  prevent. — James  Russell 
Lowell 
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Pyromen  initiates  responses  in  the  circulating  leucocytes 
and  in  the  reticulo-endothelial  system. 

Pyromen  is  proving  to  be  increasingly  useful 
in  the  treatment  of  many  allergies  and  dermatoses, 
as  well  as  certain  ophthalmic  disorders. 

Pyromen  is  supplied  in  10  cc.  vials 
containing  4 gamma  (mierograms)  per  cc.  and 
in  10  cc.  vials  containing  10  gamma  per  cc. 

" Pyromen ” on  your  Rx  will  bring  you 
our  new  booklet  detailing  the  use 
of  this  new  therapeutic  agent. 
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Scientific  Articles 


COMPARISON  OF  THE  USEFULNESS  OF  THE  DOCK  ELECTROMAG- 
NETIC BALLISTOCARDIOGRAPH  AND  THE  EXERCISE  TOLERANCE 
TEST  IN  THE  DETECTION  OF  CORONARY  INSUFFICIENCY 

Seymour  H.  Rinzler,  M.D.,  Hyman  Bakst,  M.D.,  and  Sidney  Rosenfeld.  M.D.,  New  York 

City 

( From  the  Cardiovascular  Research  Unit  of  Beth  Israel  Hospital ) 


<TN  1949,  Dock  and  Taubman  described  a small, 
L inexpensive  electromagnetic  ballistocardio- 
gram readily  usable  in  office  work  for  recording 
the  ballistocardiogram  directly  from  the  body.1 
The  curves  obtained  with  the  electromagnetic 
instrument  compared  so  well  with  those  obtained 
with  the  more  expensive  instruments2-4  which 
record  the  velocity  of  bodily  motion  rather  than 
the  distance  moved  by  the  body  that,  to  all  in- 
tents and  purposes,  the  clinical  significance  was 
the  same. 

Our  interest  in  the  clinical  use  of  the  ballisto- 
cardiogram was  therefore  stimulated  both  by 
the  practicability  of  the  instrument  for  office  and 
hospital  work  and  because  of  our  interest  in  chest 
pain  problems  in  cardiacs.5  It  is  known  that  25 
to  40  per  cent  of  persons  with  a typical  history 
of  angina  of  effort  have  normal  resting  electro- 
cardiograms and  normal  physical  findings.6  The 
exercise  tolerance  and  the  anoxemia  tests  will 
give  confirmatory  evidence  of  coronary  artery 
disease  in  only  50  per  cent  of  these  patients  unless 
the  severe  exercise  tolerance  test  as  outlined  by 
Wood9  is  performed,  in  which  instance  up  to  95 
per  cent  of  patients  with  a history  of  angina  will 
develop  diagnostic  electrocardiographic  changes 
(Table  I).  The  exercise  tolerance  test  has  certain 
limitations,  such  as  the  inability  of  some  patients 
to  walk  over  the  steps  used  in  the  Master  test  or 
the  hazard  of  precipitating  myocardial  infarction. 
In  general,  40  out  of  every  100  patients  with 
typical  angina  of  effort  will  have  normal  resting 
electrocardiograms  and  normal  physical  findings. 
Twenty  of  these  40  patients  will  have  confirma- 
tory evidence  of  coronary  artery  disease  by  the 
usual  exercise  or  anoxemia  test.  The  question 
remains  as  to  whether  the  resting  ballistocardio- 
gram may  give  objective  evidence  of  coronary 
artery  disease  in  the  remaining  20  patients. 

This  study  was  supported  by  the  Loyal  League  Philan- 
thropies, Inc.,  New  York  City. 


In  1947,  Starr  reviewed  the  eight  to  ten-year 
after-histories  of  90  persons  over  forty  years  of 
age  on  whom  ballistocardiograms  had  been 
taken.13  Four  of  the  subjects  had  had  abnormal 
ballistocardiograms  eight  to  ten  years  previously. 
Three  of  the  four  developed  coronary  artery  dis- 
ease in  the  years  which  followed.  Five  subjects 
with  normal  ballistocardiograms  in  1937,  1938, 
and  1939  died  within  the  next  eight  to  ten  years. 
None  developed  clinical  evidence  of  heart  dis- 
ease, and  in  two  the  heart  was  normal  at  necropsy. 
Starr  indicated  on  the  basis  of  these  findings  that 
abnormal  ballistocardiograms  might  presage  and 
predict  future  heart  disease.  These  predictions 
are  limited  by  the  fact  that  above  the  age  of 
fifty  some  degree  of  coronary  artery  disease  is 
found  in  at  least  50  per  cent  of  persons  at  necropsy 
and  that  abnormal  ballistocardiograms  might 
therefore  be  a relatively  frequent  finding. 

In  1950,  Brown,  Hoffman,  and  de  Lalla  found 
abnormal  ballistocardiograms  in  five  patients 
with  a typical  history  of  angina  pectoris  and  with 
no  objective  evidence  of  cardiac  abnormality.14 
No  objective  tests  such  as  the  exercise  tolerance 
or  the  anoxemia  were  done  for  comparative  pur- 
poses. 

Our  investigation  was  undertaken,  therefore, 
to  evaluate  the  usefulness  of  the  ballistocardio- 
gram in  the  detection  of  coronary  artery  disease 
in  patients  with  chest  pain  and  normal  resting 
electrocardiograms  and,  further,  to  correlate  the 
resting  ballistocardiogram  with  the  exercise 
tolerance  test. 

Methods  and  Materials 

The  patients  were  selected  from  the  Cardiac 
Clinic  of  the  Beth  Israel  Hospital  and  from  pri- 
vate practice.  The  29  patients  comprising  this 
series  were  divided  into  three  groups,  all  groups 
having  in  common  chest  pain  and  a normal  rest- 
ing electrocardiogram  (12  leads).  The  first  group 
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TABLE  I. — Evaluation  of  Exercise  Tolerance  and  Anoxemia  Tests  in  the  Diagnosis  of  Coronary  Artery  Disease 


Author 

Tests 

Number  of  Cases  with 
Angina  Pectoris 

Per  Cent  Positive  Tests 

Master7 

Exercise  tolerance 

83 

30  to  46  depending  on  “standard” 

or  “double  standard”  tests 

L nterman  and  DeGrafP 

Exercise  tolerance 

31 

48  3 

Wood  et  of.* 

Exercise  tolerance  to  limit  of  capacity 

100 

88  to  95  depending  on  heart  rate 

Levy  et  al. 10 

Anoxemia 

73 

55 

Pruitt  et  al.11 

Anoxemia 

92 

53.2 

Weintraub  and  Bishop12 

Anoxemia 

20 

55 

TABLE  II. — Chest  Pain  in  Patients  with  Normal 
Resting  Electrocardiograms* 


Num- 

ber 

Name 

Age 

Sex 

Ballisto- 

cardiogram 

2-Step 

i 

L.  B. 

55 

F 

Abnormal 

Positive 

2 

S.  S. 

70 

M 

Abnormal 

No  test,  cannot 
walk  steps 

3 

N.  D. 

56 

M 

Abnormal 

Positive 

4 

G.  G. 

40 

M 

Normal 

Negative 

5 

F.  G. 

47 

M 

Normal 

Negative 

6 

M.  W. 

60 

M 

Abnormal 

Positive 

7 

H P. 

45 

M 

Normal 

Negative 

* Typical  angina  of  effort  with  no  significant  history  of 
heart  disease  and  normal  physical  findings. 


consisted  of  seven  patients  with  a typical  history 
of  angina  of  effort  but  with  no  significant  history 
of  heart  disease  and  normal  cardiovascular  physi- 
cal findings  (Table  II).  The  second  group  con- 
sisted of  1 1 patients  with  typical  angina  of  effort 
but  with  either  a significant  history  of  heart 
disease  and/or  abnormal  cardiovascular  physical 
findings  (Table  III).  The  third  group  is  com- 
prised of  II  patients  with  a history  of  atypical 
angina  pectoris  but  with  no  significant  history 
of  heart  disease  and  with  normal  physical  findings 
relative  to  the  cardiovascular  system  (Table  IV). 

According  to  the  method  described  by  Dock, 
the  patient  lies  on  a 3/4-inch  plank  which  is  built 
to  fit  over  an  examining  table  or  over  a couch.1 
The  legpiece  is  placed  on  the  shins  and  is  usually 
held  in  place  with  arm-garters.  A balsam  block 
(23/4  inches  by  3 inches  by  24  inches)  is  placed 
underneath  the  ankles  to  give  stability  to  the 
legs.  The  ballistocardiograph  is  connected  to  the 
right  arm  and  left  arm  leads  of  the  electrocardio- 
graph, and  readings  are  taken  off  lead  1. 

The  normal  ballistocardiogram  is  pictured  in 
Fig.  1.  It  has  been  our  experience  that  the  best 


tracings  are  obtained  when  the  patient  is  asked 
to  hold  his  breath  in  mid  respiration,  without 
forcing  (Fig.  1A).  Some  normal  variations  in  the 
ballistocardiogram  occur  when  the  breath  is  held 
in  deep  inspiration  (Fig.  IB),  in  deep  expiration 
(Fig.  1C),  or  when  the  patient  breathes  freely  in 
quiet  respiration  (Fig.  ID). 

The  normal  curve  is  represented  by  (1)  regu- 
larity of  the  pattern  from  beat  to  beat  and  (2). 
definiteness,  that  is,  the  ability  to  distinguish  at 
a glance  the  various  waves  in  the  complex.  The 
abnormal  patterns  in  coronary  artery  disease  are 
still  being  revised  and  amplified. 2’3,14_16  In  gen- 
eral, the  abnormal  patterns  are  represented  as 
follows : 

1.  The  H-wave  amplitude  may  be  equal  or 
higher  than  the  J wave  (early  “M”  type  of  Starr). 

2.  The  I wave  may  disappear. 

3.  The  J wave  becomes  “M”-shaped  at  its 
peak  (late  “M”  type  of  Starr  or  abnormality  of 
J wave  alone  of  Turner). 

4.  The  J wave  occurs  late  in  systole  giving  a 
deep  K (late  downstroke  type).  The  R-J  interval 
is  prolonged  to  more  than  0.28  second.12 

5.  The  L and  after- waves  may  be  accentuated. 

6.  There  may  be  upward  bowing  of  the  J-K 
segment.3 

Some  of  these  patterns  are  shown  in  Fig.  2. 

When  the  curves  are  abnormal,  it  is  occasion- 
ally difficult  to  place  accurately  the  various  com- 
ponents of  the  curve  unless  a simultaneous  elec- 
trocardiogram or  pulse  curve  is  taken.  There  is 
no  means  of  taking  simultaneous  recordings  with 
the  single-channel,  direct-writing  instruments. 
However,  a composite  tracing  which  includes  the 
electrocardiogram  and  ballistocardiogram  on  a 
single  line  may  be  accomplished  by  using  a resist- 


TABLE  III.— Chest  Pain  in  Patients  with  Normal  Resting  Electrocardiograms* 


Ballisto- 


Number 

Name 

Age 

Sex 

Cardiovascular  Abnormality 

cardiogram 

2-Step 

1 

L.  O. 

68 

F 

Hypertension 

Abnormal 

No  test,  osteoarthritis  of  knees 

2 

M.  A. 

59 

F 

Hypertension 

Abnormal 

Negative 

3 

R.  K. 

65 

F 

Hypertension,  enlarged  heart 

Abnormal 

No  test,  osteoarthritis  of  knees 

4 

L.  F. 

65 

F 

Hypertension,  enlarged  heart 

Abnormal 

No  test,  dizziness 

5 

I.  R. 

58 

M 

Infarct  1937,  hypertension 

Abnormal 

Positive 

6 

F.  L. 

58 

F 

Hypertension,  enlarged  heart 

Abnormal 

Positive 

7 

I).  L. 

68 

M 

Infarct  1934 

Abnormal 

Negative 

8 

S.  Y. 

45 

F 

Hypertension,  enlarged  heart 

Abnormal 

Positive 

9 

R.  M. 

58 

M 

Enlarged  heart 

Abnormal 

Positive 

10 

A.  S. 

64 

M 

Hypertension,  enlarged  heart 

Abnormal 

Positive 

11 

V.  B. 

73 

M 

Hypertension,  myocardial  infarct  1948 

Abnormal 

Positive 

* Typical  angina  of  effort  with  either  significant  history  of  heart  disease  and/or  abnormal  physical  findings. 
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Fig.  1.  The  normal  ballistocardiogram  (thirty- 
two-year-old  white  male):  (A)  Breath  held  in 

mid  respiration  with  forcing.  (B)  Graph  taken  at 
deep  inspiration  with  breath  held.  (C)  Graph 
taken  at  deep  expiration  with  breath  held.  (D) 
Graph  taken  with  patient  respiring  quietly  but 
freely. 

ance  box  in  parallel  with  the  ballistocardiogram.17 
By  altering  the  resistance  thrown  into  the  circuit, 
one  can  increase  or  decrease  the  electrocardio- 
graphic or  ballistocardiographic  component  (Fig. 
3).  In  this  manner  the  points  on  the  curve  can 
be  identified  and  the  R-J  interval  measured. 

Results 

The  results  are  tabulated  in  Tables  II,  III,  and 
IV.  Of  the  29  patients  in  the  study,  the  “single” 
Master  2-step  test  was  obtained  in  24  patients. 
Severe  dizziness  or  severe  osteoarthritis  of  the 
knees  precluded  walking  up  and  down  steps  in  five 
patients.  Of  the  remaining  24  cases  a direct  cor- 
relation between  the  ballistocardiogram  and  the 
exercise  tolerance  test  was  obtained  in  22  (91  per 
cent).  In  14  patients  both  the  resting  ballisto- 
cardiogram and  the  exercise  tolerance  test  were 
normal.  In  eight  of  these  patients  both  the  rest- 
ing ballistocardiogram  and  the  exercise  tolerance 
test  were  abnormal.  In  two  patients  the  resting 
ballistocardiogram  was  abnormal  while  the  exer- 
cise tolerance  test  was  negative.  In  Case  2 the 
patient  stopped  because  of  chest  pain  after  per- 
forming seven  trips  when  her  requirements  were 
for  doing  17  trips  (Table  III).  Patient  7 had  an 
equivocal  history  of  infarction  seventeen  years 
ago,  the  diagnosis  being  made  on  the  basis  of 
slight  lowering  but  no  inversion  of  the  T wave 


Fig.  2.  Abnormal  ballistocardiograms:  (A) 

This  demonstrates  the  abnormality  in  the  J wave 
which  is  notched  at  its  peak  (late  “M”  type  of 
Starr  or  abnormality  of  J wave  alone  of  Turner). 
(B)  The  early  “M”  type  of  Starr.  The  H and  J 
waves  are  about  equal  in  height.  (C)  The  late 
“M”  type  of  Turner.  The  J and  L are  of  about 
equal  height  and  the  K is  shallow. 


TABLE  IV. — Chest  Pain  in  Patients  with  Normal 
Resting  Electrocardiograms* 


Number 

Name 

Age 

Sex 

Ballisto- 

cardiogram 

2-Step 

i 

B.  A. 

54 

M 

Normal 

Negative 

2 

L.  V. 

49 

F 

Normal 

Negative 

3 

G.  I). 

66 

M 

Normal 

Negative 

4 

M.  H. 

64 

M 

Normal 

No  test,  dizzi- 
ness 

5 

W.  R. 

60 

M 

Normal 

Negative 

6 

J.  U. 

50 

M 

Normal 

Negative 

7 

F.  F. 

35 

F 

Normal 

Negative 

8 

L.  F. 

46 

M 

Normal 

Negative 

9 

A.  G. 

59 

M 

Normal 

Negative 

10 

G.  L. 

52 

M 

Normal 

Negative 

11 

J.  D. 

38 

M 

Normal 

Negative 

* Atypical  angina  with  no  significant  history  of  heart 
disease  and  normal  physical  findings. 


in  Lead  II  (Table  III).  The  patient  has  been 
followed  in  our  Cardiac  Clinic  since  and  has  never 
had  any  abnormal  cardiovascular  physical  find- 
ings or  an  abnormal  electrocardiogram. 
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Fig.  3.  This  figure  demonstrates  the  use  of  the 
resistance  box  to  identify  the  various  waves  of  the 
ballistocardiogram.  (A)  The  normal  ballistocardio- 
gram with  the  waves  lettered.  (B)  The  ballisto- 
cardiogram and  electrocardiogram  with  the  re- 
sistance box  at  5,000  ohms.  The  R wave  and  the 
J wave  are  distinctly  seen  as  indicated.  (C)  The 
simultaneous  electrocardiogram  and  ballistocardio- 
gram with  the  resistance  box  at  3,000  ohms.  It 
is  to  be  noted  that  as  the  resistance  is  decreased, 
the  height  of  the  R wave  is  also  decreased  with  a 
resulting  increase  in  the  amplitude  of  the  ballisto- 
cardiographic complexes. 


Comment 

The  patient  with  chest  pain  which  is  typical  of 
angina  pectoris  or  only  slightly  atypical  and  who 
has  a normal  resting  electrocardiogram  and  no  or 
insignificant  abnormal  cardiovascular  physical 
findings  remains  a distinct  problem  to  the  practic- 
ing physician.  Such  findings  occur  in  up  to  40  per 
cent  of  persons  with  typical  angina  of  effort.  The 
findings  of  Brown  stimulated  our  interest  in  the 
possibility  that  the  resting  ballistocardiogram 
might  be  abnormal  in  either  or  both  instances, 
namely,  when  the  exercise  test  was  negative  or 
even  when  it  was  positive.14  Of  the  seven  pa- 
tients in  group  I (typical  angina),  three  (44  per 
cent)  had  normal  exercise  tolerance  tests.  The 
resting  ballistocardiogram,  however,  was  also 
normal  so  that  no  additional  objective  evidence 
of  coronary  artery  disease  was  obtained  by  the 
ballistocardiogram.  However,  the  high  direct 
correlation  between  the  findings  on  the  resting 
ballistocardiogram  and  the  exercise  tolerance  test 
would  indicate  that  one  could  substitute  for  the 
other  but  was  no  better.  We  must  conclude  that 
when  the  coronary  circulation  is  sufficiently  im- 


paired for  exercise  to  produce  electrocardiographic 
changes,  it  is  also  sufficiently  compromised  to 
alter  the  ballistocardiogram.  The  resting  ballisto- 
cardiogram, therefore,  would  seem  to  be  as  sensi- 
tive an  indicator  of  coronary  artery  disease  as 
the  usual  exercise  tolerance  test. 

Summary 

Resting  ballistocardiograms  using  the  Dock 
electromagnetic  apparatus  were  taken  on  29 
patients  with  a history  of  chest  pain  and  a normal 
resting  electrocardiogram.  These  patients  were 
divided  into  those  having  a typical  history  of 
angina  pectoris  and  normal  physical  findings, 
those  having  a similar  history  but  with  either  a 
history  of  previous  heart  disease  and/or  abnor- 
mal cardiovascular  physical  findings,  and  those 
with  an  equivocal  history  of  angina  pectoris  with 
normal  cardiac  physical  findings. 

Exercise  tolerance  tests  using  the  “single” 
Master  technic  were  performed  on  24  of  these 
patients.  In  14  patients  both  the  resting  ballisto- 
cardiogram and  the  exercise  tolerance  test  were 
normal.  In  eight  of  these  patients  both  the  rest- 
ing ballistocardiogram  and  the  exercise  tolerance 
test  were  abnormal.  In  two  patients  the  resting 
ballistocardiogram  was  abnormal  while  the  exer- 
cise tolerance  test  was  negative. 

The  direct  correlation  between  the  findings  of 
the  resting  ballistocardiogram  and  the  usual  exer- 
cise tolerance  test  in  91  per  cent  of  patients  would 
indicate  that  the  resting  ballistocardiogram  gives 
as  much  information  objectively  regarding  the 
status  of  the  coronary  arteries  as  does  the  “single” 
Master  2-step  test. 
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CY CLOHEXYLMETH YLTHIOUR ACIL  IN  THE  TREATMENT  OF 
HYPERTHYROIDISM 

Gerald  J.  Friedman,  M.D.,  F.A.C.P..,  Herbert  R.  Marcus,  M.D.,  and 
Jefferson  J.  Vorzimer,  M.D.,  F.A.C.P.,  New  York  City 


( From  the  Medical  Service  of  Beth  Israel  Hospital) 

THIOURACIL  and  propylthiouracil  have 
been  used  in  the  treatment  of  hyperthyroid- 
ism at  Beth  Israel  Hospital  since  1943. 1-3 
Recently  we  have  had  the  opportunity  to  study 
the  effects  of  a new  thiouracil  derivative,  cyclo- 
hexylmethylthiouracil.  The  results  of  this  inves- 
tigation are  being  reported. 

Material 

Twenty-four  patients  received  cyclohexylmeth- 
ylthiouracil*  for  periods  of  from  two  to  fifteen 
months  (average  seven  months).  Thirteen  of 
the  24  patients  had  been  rendered  euthyroid  by 
propylthiouracil  therapy  but  required  continued 
antithyroid  medication  for  control.  The  other 
11  patients  had  uncontrolled  hyperthyroidism 
when  cyclohexylmethylthiouracil  therapy  was 
begun.  Four  of  these  11  had  received  no  pre- 
vious medication;  three  had  had  short  periods 
of  other  antithyroid  medication  without  control; 
two  had  had  prolonged  periods  of  treatment  with 
propylthiouracil  with  irregular  control,  and  two 
had  been  controlled  with  other  antithyroid 
medication,  but  treatment  had  been  discontinued 
because  of  drug  reactions. 

Results 

The  results  obtained  with  cyclohexylmeth- 
ylthiouracil in  the  13  patients  who  required  main- 
tenance therapy  are  shown  in  Table  I.  Although 
four  patients  had  basal  metabolic  rates  of  plus 
15  to  plus  19  per  cent  prior  to  the  institution  of 
cyclohexylmethylthiouracil  therapy,  they  are 
included  in  the  “controlled”  group  since  they  no 
longer  had  clinical  evidence  of  thyroid  dysfunc- 
tion, the  only  abnormal  finding  being  the  slight 
elevation  of  the  basal  metabolic  rate. 

Daily  doses  of  100  to  300  mg.  (average  250 
mg.)  of  propylthiouracil  were  necessary  for  main- 
taining control  of  the  hyperthyroidism  in  the  13 
patients.  With  cyclohexylmethylthiouracil  the 
same  degree  of  control  was  maintained  with 
approximately  the  same  daily  dose  (75  to  300 
mg.,  average  210  mg). 

The  therapeutic  results  obtained  with  cyclo- 
hexylmethylthiouracil in  the  11  patients  with 
uncontrolled  hyperthyroidism  are  summarized 
in  Table  II. 

* The  drug  used  in  this  study  was  supplied  by  the  Depart- 
ment of  Medical  Research,  Winthrop-Stearns,  Inc. 


Daily  doses  of  300  to  450  mg.  of  cyclohexyl- 
methylthiouracil were  successful  in  inducing  remis- 
sions in  the  11  patients  with  overactive  thyroid 
glands.  Hyperthyroidism  was  controlled  within 
one  to  four  months  in  ten  of  the  11  patients. 
The  other  patient  (B.F.)  had  received  propyl- 
thiouracil in  varying  doses  (50  to  300  mg.  daily) 
for  twenty-four  months  with  irregular  control. 
After  receiving  300  mg.  of  cyclohexylmethyl- 
thiouracil daily  for  twelve  months  clinical  and 
laboratory  control  were  obtained. 

Patients  C.  C.  and  G.  L.  had  had  definite  con- 
trol of  their  hyperthyroidism  with  previous  pro- 
pylthiouracil and  thiouracil  therapy.  Due  to 
drug  reactions  (leukopenia,  fever,  hepatitis)  the 
medications  were  discontinued,  and  within  one- 
half  and  three  months,  respectively,  glandular 
hyperactivity  was  again  manifest.  Daily  doses 
of  450  mg.  of  cyclohexylmethylthiouracil  were 
given,  and  within  one  and  three  months  remissions 
were  induced  without  the  occurrence  of  a drug 
reaction.  Patient  C.  C.,  who  suffered  another 
reaction  to  propylthiouracil  at  a later  date,  was 
able  to  continue  therapy  with  cyclohexylmethyl- 
thiouracil for  thirteen  months  with  good  control 
and  no  untoward  effects.  Patient  G.  L.  received 
the  drug  for  only  three  months,  later  undergoing 
an  operation  for  an  adenoma  of  the  left  lobe. 

After  remissions  had  been  induced  by  cyclo- 
hexylmethylthiouracil, maintenance  therapy  was 
continued  as  long  as  the  medication  was  available. 
The  results  obtained  with  its  continued  use  are 
shown  in  Table  III. 

Control  of  the  hyperthyroidism  was  maintained 
in  this  group  with  a daily  dose  of  75  to  450  mg. 
(average  280  mg.)  of  cyclohexylmethylthiouracil. 

Reactions 

There  were  no  severe  toxic  reactions  in  any 
patient  receiving  cyclohexylmethylthiouracil. 
Two  patients  developed  mild  maculopapular 
rashes.  Both  patients  continued  treatment  with 
the  drug  without  further  ill  effect  and  with  dis- 
appearance of  the  rash. 

Comment 

The  above  results  demonstrate  the  value  of 
cyclohexylmethylthiouracil  in  the  treatment  of 
hyperthyroidism.  It  is  rapid  acting,  daily  doses 
of  300  to  450  mg.  resulting  in  remissions  within 
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TABLE  I. — Cyclohexylmethylthiouracil  in  the  Maintenance  of  Propylthiouracil-Induced  Control  op  Hyper- 
thyroidism 


•Propylthiouracil . Cyclohexylmethylthiouracil 

Basal  Meta-  Basal  Meta- 


Patient 

Dose 

(Mg.) 

Duration 

(Months) 

bolic  Rate 
(Per  Cent) 

Pulse 

Rate 

Weight 

Dose 

(Mg.) 

Duration 

(Months) 

bolic  Rate 
(Per  Cent) 

Pulse 

Rate 

Weight 

A.  S. 

300 

28 

-5 

72 

160 

225 

8 

-2 

72 

158 

S.  P. 

150 

31 

-1 

78 

153 

150 

2 

+ 5 

72 

153 

B.  S. 

300 

29 

+ 19 

80 

113 

300 

10 

+ 11 

68 

112 

D.  K. 

300 

3 

-2 

68 

126 

150 

10 

+ 6 

64 

127 

J.  D. 

150 

30 

+ 15 

78 

143 

225 

3 

-1 

68 

153 

P.  M. 

100 

30 

+2 

70 

167 

75 

5 

-6 

66 

160 

H.  R. 

300 

5 

+ 16 

87 

120 

225 

8 

-3 

88 

123 

S.  F. 

300 

3 

+8 

74 

159 

300 

6 

+ 4 

75 

164 

R.  K. 

300 

40 

+8 

80 

164 

225 

6 

-10 

72 

166 

M.  L. 

200 

5 

+ 1 

74 

129 

225 

7 

+8 

80 

124 

I.  Y. 

300 

2 

+ 15 

64 

138 

225 

2 

+ 15 

100 

135 

A.  S. 

150 

17 

-5 

72 

160 

150 

5 

-2 

72 

158 

B.  B. 

300 

14 

+5 

76 

171 

300 

9 

+ 10 

80 

171 

TABLE  II. — Cyclohexylmethylthiouracil  in  the  Treatment  of  Uncontrolled  Hyperthyroidism 


•Propylthiouracil . Cyclohexylmethylthiouracil 

Basal  Meta-  Basal  Meta- 


Patient 

Dose 

(Mg.) 

Duration 

(Months) 

bolic  Rate 
(Per  Cent) 

Pulse 

Rate 

Weight 

Dose 

(Mg.) 

Duration 

(Months) 

bolic  Rate 
(Per  Cent) 

Pulse 

Rate 

Weight 

S.  A. 

None 

+30 

120 

129 

450 

2 

+7 

110 

140 

G.  F. 

None 

+ 38 

118 

147 

450 

4 

-12 

81 

144 

E.  W. 

None 

+60 

128 

113 

300 

1 

-3 

72 

129 

C.  S. 

None 

+28 

90 

153 

300 

1 

-2 

76 

158 

H.  R. 

300 

2 

+66 

100 

128 

450 

4 

+7 

96 

134 

S.  S. 

300 

1 

+30 

120 

115 

450 

2 

+ 11 

100 

128 

R.  B. 

300 

'/i 

+32 

96 

300 

2 

+3 

111 

B.  F. 

300 

24 

+25 

ioo 

111 

300 

12 

+ 8 

ioo 

115 

R.  M. 

400 

26 

+44 

120 

130 

450 

3 

+ 16 

83 

136 

C.  C. 

None 

Vi 

+50 

120 

145 

450 

1 

+ 12 

84 

147 

G.  L. 

None 

3 

+ 57 

120 

140 

450 

3 

+ 13 

92 

156 

TABLE  III. — Continued  Use  of  Cyclohexylmethylthiouracil 


Main-  Duration  . Status  When  Discontinued- 


Patient 

Induction 

Dose 

(Mg.) 

te  nance 
Dose 
(Mg.) 

of 

Therapy 

(Months) 

Basal  Meta- 
bolic Rate 
(Per  Cent) 

Pulse 

Rate 

Weight 

S.  A. 

450 

300 

7 

-8 

80 

144 

G.  F. 

450 

450 

7 

+3 

72 

151 

E.  W. 

' 300 

75 

4 

-2 

80 

129 

C.  S. 

300 

300 

4 

-4 

70 

149 

H.  R. 

450 

150 

15 

+3 

96 

142 

s.  s. 

450 

150 

12 

+9 

64 

137 

R.  B. 

300 

300 

4 

+ 12 

105 

B.  F. 

300 

300 

12 

+ 8 

ioo 

115 

R.  M. 

450 

300 

12 

+ 15 

76 

134 

C.  C. 

450 

300 

13 

+ 10 

88 

150 

G.  L. 

450 

450 

3 

+ 13 

92 

156 

one  to  four  months.  The  maintenance  dose  is 
approximately  the  same  as  that  of  propylthioura- 
cil. We  realize  the  difficulty  in  attempting  to 
evaluate  “maintenance”  doses,  which  vary  not 
only  from  patient  to  patient  but  also  in  the  same 
patient  at  different  times,  due  to  the  fluctuant 
nature  of  hyperthyroidism.  However,  in  the 
group  studied  there  was  a fairly  close  correlation 
between  the  amounts  of  propylthiouracil  and 
cyclohexylmethylthiouracil  required  to  maintain 
a euthyroid  state. 

Although  we  have  reported  no  serious  toxic 
effects  in  the  24  patients  studied,  we  realize  the 
potential  hazards  of  cyclohexylmethylthiouracil. 
However,  in  the  large  doses  employed  by  us  for  as 


long  as  thirteen  months,  the  drug  had  a low  degree 
of  toxicity. 

Summary  and  Conclusions 

1 . The  results  obtained  in  24  patients  treated 
with  cyclohexylmethylthiouracil  are  reported. 

2.  Cyclohexylmethylthiouracil  was  found  to  be 
an  effective  thyroid-depressant  drug  with  a low 
degree  of  toxicity. 
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PACKED  HUMAN  ERYTHROCYTE-PLASMA  ESTERASE  UNITS 
FOR  TRANSFUSION  PURPOSES 

A Preliminary  Report 

Robert  D.  Barnard,  M.D.,  Laurelton,  New  York 


CLOSE  scrutiny  of  effects  of  whole  blood  and 
plasma  infusion  during  the  past  fifteen  years 
had,  long  ago,  led  me  to  a conclusion  similar  to 
that  expressed  in  a recent  medical  editorial,  i.e., 
current  transfusion  practices  carry  an  inherent 
mortality  rate  exceeding  those  of  ether  anesthesia 
or  appendicitis.1  I would  even  state  this  con- 
clusion more  strongly:  I regard  indiscriminate 
whole  blood  and  plasma  transfusion  to  be  the 
present  major  instrumentality  of  death  in  surgical 
patients.  While  this  lethal  potentiality  arises  for 
the  greater  part  through  the  admittedly  danger- 
ous propensity  of  surgeons  to  insist  on  whole 
blood  infusions  during  operations  conducted 
under  general  anesthesia  (which  effectively  masks 
an  otherwise  overt  transfusion  reaction),  there 
are  also  many  covert  transfusion  reactions  which 
have  only  recently  been  properly  recognized. 
For  example,  when  a nonbleeding  patient  sustains 
only  a minimal,  transient  hematocrit  rise  or  a de- 
monstrable hematocrit  fall  from  a blood  trans- 
fusion, that  patient  has  undoubtedly  had  an 
inimical  transfusion  reaction. 

To  belabor  this  point,  while  realizing  that  ex- 
pression of  such  opinion  will  not  immediately 
alter  entrenched  ideas  or  even  remotely  affect 
the  most  noxious  of  transfusion  practices,  is 
fatuous.  It  still  takes  years  for  academic  facts 
to  filter  into  clinical  practices.  To  tell  the 
harried  surgeon,  while  he  is  resecting  a cancerous 
colon,  that  no  truly  compatible  blood  infusion  can 
be  made  because  of.  an  increased  plasma  muco- 
protein  “blocking-antibody”  pseudoagglutinin, 
is  to  worsen  bad  operating  room  relationships. 
So  whole  blood  is  poured  in,  after  it  has  passed 
the  ordinary  cursory  “cross-match,”  and  does 
just  as  effectively  and  as  temporarily  support 
the  blood  pressure  as  would  an  equal  volume 
of  10  per  cent  dextrose.  The  patient  then  dies 
legitimately  within  one  to  three  days  after  the 
successful  surgery  from  what  the  immunohema- 
tologist  knows  to  be  transfusion  reaction,  and  the 
surgeon  reads  a paper  somewhere  on  his  ex- 
cellent mortality  rate  following  colectomy.  No 
mention  is  made  of  “blocking-antibodies”  which 
are,  nevertheless,  demonstrable,  tangible  en- 
tities. 

To  maintain  amicable  feelings  between  con- 
scientious surgeons  and  conscientious  trans- 
fusionists,  as  well  as  for  more  scientific  reasons 
which  will  unfold,  a modified  transfusion  unit 


has  been  developed  and  put  into  use.  It  appears 
to  be  esthetically  as  acceptable  to  the  purist  as 
“whole  blood,”  its  composition  derives  rationality 
from  presently  secure  states  of  knowledge,  and  its 
use  has  been  attended  by  a surprisingly  low 
covert  transfusion  reaction  rate.  It  has  met 
every  indication,  real  or  imagined,  for  whole, 
blood  except  possibly  those  of  prothrombinopenia, 
fibrinopenia,  and  “immune  globulin”  depletion 
which,  in  turn,  are  now  better  met  in  other  ways, 
such  as  plasma  fraction  infusion,  than  by  the 
administration  of  whole  blood.  It  may  be  re- 
marked that  no  exception  was  taken  for  the  case 
of  hemophilia  which  classically  has  called  for 
“fresh”  whole  blood,  at  least  since  the  antihemo- 
philiac globulin  was  withdrawn  from  distri- 
bution. Hemophiliac  bleeding  has  been  suc- 
cessfully treated  with  the  transfusion  unit  to 
be  described. 

Composition  and  Preparation  of 
Esterase-Erythrocyte  Units 

These  units  consist  of  human  erythrocytes 
packed  by  dextran  sedimentation  but  unwashed. 
To  these  red  cell  units  (which  are  easily  pro- 
curable as  a byproduct  of  plasma  banking) 
there  are  added  human  plasma  cholinesterase 
and  a small  amount  of  streptomycin  sulfate 
to  preclude  the  possibility  of  that  gross,  gram- 
negative  organismal  contamination  recently  re- 
ported as  a cause  of  transfusion  death,  probably 
a not  uncommon  occurrence.2 

In  practice,  most  of  the  erythrocyte  packs  were 
secured  from  the  Laboratory  of  Experimental 
Cytology  of  Lenox  Hill  Hospital,  New  York 
City.*  These  “packs”  had  been  sedimented 
without  centrifugation  by  the  addition  to  their 
mother  plasmas  of  10  cc.  of  50  per  cent  high 
molecular  weight  dextran  solution  and  stored  in 
silicone-coated  flasks  of  550-cc.  capacity.  (It 
is  not  unlikely  that  the  collection  and  plasma 
separation  method  of  Drs.  Minor  and  Burnett, 
devised  for  formed-element  preservation,  was 
responsible  for  the  ability  to  administer  the  final 
units,  without  reaction,  eight  weeks  after  collec- 
tion).3 Other  packed  cell  units  were  procured 
from  the  American  Red  Cross  through  the 
courtesy  of  the  Blood  Program  Director,  Dr. 
Joseph  Markel,  who  was  kind  enough  to  re- 

* Through  the  courtesy  of  Drs.  Allen  Minor  and  Lee 
Burnett. 
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move  plasma  from  each  of  these  units  in- 
dividually so  as  to  minimize  the  possibility  of 
red-cell  “pack”  contamination  with  hepatotoxic 
virus.  (Erythrocytes  do  not  withstand  ultra- 
violet irradiation  or  nitrogen  mustard  treatment 
for  the  virus  inactivation.) 

To  each  erythrocyte  “pack”  in  the  original 
collection  bottle,  there  was  added  21/i  cc.  of 
sterile  human  plasma  cholinesterase,  a total  of 
2,500  Alles  and  Hawes  units,  and  0.2  cc.  of  1 per 
cent  streptomycin  sulfate  solution.4  The  units 
were  then  stored  in  a refrigerator  until  use  and 
administered  from  the  collection  bottle. 

Rationale  of  the  Constituents 

Antibiotic. — The  addition  of  streptomycin  to 
give  a final  concentration  of  about  10  gammas 
per  cc.  is  now  advocated  for  all  blood  units  and 
derivatives  stored  in  the  liquid  state  to  prevent 
both  gram-negative  and  Bacillus  subtilis  growth, 
which  this  concentration  effectively  does.  No  re- 
actions traceable  to  the  2 mg.  of  streptomycin  in 
these  units  have  been  observed. 

Packed  Erythrocytes  Separated  from  Mother 
Plasma. — Whole  blood  units  undergo  progressive 
alteration  on  storage.  Some  of  these  altera- 
tions, such  as  increasing  erythrocyte  permea- 
bility, have  been  repeatedly  discussed,  but  their 
invidious  mechanisms  have  received  little  at- 
tention.5 Erythrocytes  stored  in  contact  with 
their  mother  plasma  (particularly  where  the 
mucoprotein  content  of  the  latter  is  increased, 
as  in  all  the  adajftative  diseases)  will,  in  time, 
become  coated  with  a constituent  of  the  beta- 
globulin  fraction  which  is  identical  in  all  respects 
to  the  so-called  “Rh-blocking”  antibody  or  that 
found  circulating  in  the  “hemolytic”  anemias. 
This  pseudoagglutinative  “antibody,”  it  must  be 
emphasized,  is  a constituent  of  the  mucoprotein 
phase  of  “normal”  plasma.6  Again,  like  the  Rh 
“blocking”  antibody,  or  that  of  “hemolytic” 
anemia,  it  is  fortifiable  by  plasma  albumin,  an- 
other constituent  of  “normal”  plasma.  The 
erythrocytes  of  stored  whole  blood  become  pro- 
gressively more  “sensitized”  or  “coated”  with 
mucoprotein.  Unless  such  blood  is  infused  after 
a minimum  of  storage,  its  erythrocytes  are  ex- 
actly comparable  to  those  of  a subject  with 
hemolytic  anemia.  To  give  such  blood  to  a 
subject  whose  own  circulating  erythrocytes  are 
already  sensitized  by  autochthonous  muco- 
protein “antibody”  (as  they  invariably  are  in 
severe  hematologic  dyscrasias  and  other  adapta- 
tive  diseases,  the  major  medical  candidates  for 
transfusion)  is  to  make  matters  even  worse,  as 
clinical  experience  has  indeed  taught. 

That  erythrocytes  from  “fresh”  blood  have  a 
better  survival  rate  after  infusion  is,  of  course, 


known,  and  in  some  of  the  above  facts  there  may 
reside  a partial  explanation.  These  facts, 
incidentally,  involve  much  academic  protein 
chemistry  in  their  elucidation  which  will  not  be 
dwelled  on  in  a clinical  report.  Suffice  to  say 
that  the  described  units  maintain  a “freshness” 
of  the  erythrocytes  by  (1)  dextran-implemented 
rouleaux  formation,  the  physiologic  mechanism 
by  which  erythrocytes  expose  least  of  their 
surface  for  mucoprotein  absorption  or  coating; 
(2)  further  limitation  of  mucoprotein  coating 
by  removal  of  the  bulk  of  the  plasma  containing 
it  and  the  albumin  which  fortifies  such  coating; 
and  (3)  by  the  addition  of  cholinesterase  which 
has  been  shown  to  inhibit  the  permeability  of 
erythrocytes.7 

That  cholinesterase  is  the  major  analeptic 
constituent  of  infused  whole  blood  or  plasma  has 
long  been  surmised  as  a consequence  of  increas- 
ing knowledge  of  the  role  of  acetylcholine  and 
related  cholinergic  substances  in  the  etiology  of 
surgical  shock.8  In  humans  the  bulk  of  the 
blood  esterase  is  found  in  the  erythrocytes; 
about  one  third  is  in  the  plasma,  which  may 
account  for  the  superiority,  as  an  analeptic, 
of  whole  blood  over  plasma.  However,  infusion 
of  erythrocyte  esterase  will  replenish  the  depleted 
circulating  enzyme  in  shock  cases  for  only  a 
short  period  of  time  (for  one-half  to  two  hours), 
while  plasma  esterase  will  circulate  for  two  to 
three  days  after  infusion.  The  analeptic  mecha- 
nism of  cholinesterase  resides  both  in  its  abroga- 
tion of  circulating  cholinergics  and  its  ability  to  re- 
duce the  general  cellular  hyperpermeability 
extant  in  shock,  which  has  allowed  leakage  of 
fluid  from  the  vascular  bed.9-11 

The  sustaining  effect  of  contained  cholinester- 
ase is  lost  when  plasma  is  removed  from  a trans- 
fusion unit.  In  the  present  instance,  more  than 
that  removed  along  with  the  invidious  muco- 
proteins  is  replaced.  The  analeptic  equivalent  of 
one  of  these  cholinesterase-fortified  units,  in 
terms  of  contained  esterase,  is  that  of  1 L.  of 
wdiole  blood,  but  the  total  volume  is  only  250  cc. 
Purely  volumetric  advantages  are  evident. 
Since  I regard  the  indications  for  blood  trans- 
fusion to  be  confined  almost  exclusively  to  those 
instances  where  anoxemic  anoxia  (not  hemoglobin 
deficiency  per  se)  is  instigating  the  Blumgart  cycle 
of  cardiac  failure,  there  has  been  a tendency 
to  fill  the  requirements  of  the  patient  by  packed 
red  cells  rather  than  whole  blood.12,13  In  that 
way,  circulatory  overload  is  avoided,  and  the 
patient  receives  potassium  (from  the  erythro- 
cytes) in  which  he  is  usually  deficient  while  not 
being  burdened  by  additional  sodium  (from  the 
plasma)  with  which  he  is  usually  already  over- 
loaded. In  its  simplest  terms,  the  cholinesterase 
(which  has  been  used  independently  by  others 
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TABLE  I. — Effect  of  Human  Plasma  Esterase  Intravenously  on  the  Shock  Phase  of  Acute  Myocardial  Infarction 


Time 

✓ — Blood  Pressure 

Systolic  Diastolic 

Pulse  Rate 

Blood  Esterase 
(Units) 

Remarks 

8:00  a.m. 

235 

140 

92 

Observation  for  hypertensive  heart  disease. 

4:15  p.m. 

* 

* 

* 

Sudden  collapse. 

4:28  p.m. 

45 

0 

96? 

10  mg.  neosynephrine  started  intravenously 
(10-minute). 

4:42  p.m. 

140 

60 

112 

Neosynephrine  finished. 

5:10  p.m. 

80 

0 

110? 

5:20  p.m. 

40 

0 

118? 

2,500  units  plasma  esterase  started. 

5:25  p.m. 

170 

90 

102 

5:35  p.m. 

210 

110 

90 

Esterase  finished. 

5:55  p.m. 

240 

108 

100 

Patient  flushed. 

9:00  p.m. 

210 

105 

86 

6.74 

Flush  more  pronounced. 

12:00  midnight  230 

122 

80 

9:00  a.m. 

195 

90 

78 

Marked  flush.  Feels  perfectly  well. 

9:00  a.m. 

(3rd  day) 
9:00  a.m. 
(4th  day) 

186 

90 

76 

7.14 

Condition  same. 

162 

80 

96 

5.62 

Flush  fading.  Feels  weak  and  depressed. 
Started  on  xanthine  therapy 

* Indeterminable. 


in  congestive  heart  failure)  raises  the  analeptic 
powers  of  a red-cell  unit,  but  that  the  cholinester- 
ase addition  is  not  a mere  technical  nicety  can 
be  assumed  from  the  result  of  its  detached  ad- 
ministration as  recorded  in  Table  I. 

Administration  to  humans  of  human  plasma 
cholinesterase  alone  has  also  been  carried  out  in 
patients  with  malignant  hematologic  dyscrasia, 
surgical  shock,  exfoliative  dermatitis,  hyper- 
emesis gravidarum,  radiation  myelopathy,  and 
“hemolytic”  anemias.14,15  A beef  erythrocyte 
cholinesterase  (Winthrop)  has  been  administered 
to  humans  with  congestive  heart  failure,  rheuma- 
toid arthritis,  and  status  asthmaticus.16  While 
neither  preparation  is  generally  available  as  yet, 
it  is  believed  that  the  widening  of  the  plasma 
research  programs  contingent  on  the  defense 
effort  will  considerably  amplify  production  since 
technical  difficulties  of  separation  from  plasma 
mucoproteins  (in  the  case  of  the  human  plasma 
esterase)  seem  largely  to  have  been  overcome. 
This  accomplishment  must  be  duly  accredited  to 
Drs.  Walter  Ward  and  Fred  Johnson  of  Cutter 
Laboratories  who  foresaw  the  emergence  of 
enzyme  therapy  in  general  and  whose  unselfish 
cooperation  in  bringing  this  plasma  fraction  into 
being  may  not  only  have  furnished  an  important 
therapeutic  instrument  but  also  may  have 
created  a dexterous  research  tool. 

Application  of  Esterase-Erythrocyte  Units 

Seventy-seven  transfusions  into  34  patients 
have  been  made  to  date.  One  patient  with 
hematomyelaplasia  from  overirradiation  (in- 
stituted to  “treat”  a relatively  benign  lympho- 
cytic leukemia)  received  13  infusions.  The 
single  reaction  in  the  entire  series  occurred  in 
this  patient  and  was  due  to  a gross  error  in 
compatibility  testing.  Even  such  an  inexcusable 
eventuality  will  now  be  doubly  insured  against  by 
the  use  of  type  O red  cell  units  exclusively  (since 


donor  plasma  is  eliminated  from  the  system, 
minor  side  incompatabilities  are  nonexistent). 
However,  even  allowing  this  reaction  to  stand 
in  the  average,  the  series  has  accrued  with  un- 
precedented smoothness,  remarkably  in  contrast 
to  those  concurrently  observed  where  whole 
blood  was  employed  and  where  the  overt  re- 
action rate  remains  at  an  irreducible  3 per  cent. 
My  own  criterion  for  transfusion  reaction  being 
much  more  rigorous  than  that  conveyed  by 
textbooks,  my  category  of  patients  who  ordi- 
narily take  transfusion  poorly,  as  well  as  the  frank 
expressions  of  gratification  by  colleagues  whose 
patients  made  up  the  subject  series,  is  prompting 
this  preliminary  report.17 

In  so  far  as  indications  for  esterase-erythrocyte 
units  are  concerned,  with  the  exceptions  noted 
in  the  introductory  portion  of  the  report,  they 
are  the  same  as  those  for  whole  blood  trans- 
fusion. My  own  reluctance,  repeatedly  ex- 
pressed, to  give  elective  transfusions  is  in  no 
sense  mitigated  by  the  availability  of  the  pres- 
ently described,  safer  transfusion  fluid.  I am 
nevertheless  happy  about  its  advent  in  elective 
transfusions  which  for  some  time  to  come  will 
still  be  forensically  unavoidable  in  medical  prac- 
tice. To  my  mind,  the  main  positive  indications 
for  transfusion  are  surgical  shock  and/or  severe 
hemorrhage  and  severe  anemia  which  must 
be  corrected  immediately  to  forestall  anoxemia- 
initiated  cardiac  failure.  The  latter  role  of  one 
of  the  esterase-erythrocyte  units,  in  unlocking 
the  myelopoietic  arrest  following  peptic  ulcer 
bleeding  and  apparently  initiating  hemopoiesis 
in  response  to  cobalt-mycin  therapy,  is  illus- 
trated by  the  data  in  Table  II.  It  is  believed 
that  further  positive  indications  will  develop 
with  the  progress  of  current  studies. 

Case  Report 

The  patient  was  a twenty-seven-year-old  male 
office  worker  who  had  had  a penicillin  injection  four 


1286 


ROBERT  D.  BARNARD 


[N.  Y.  State  J.  M. 


TABLE  II. — Effect  of  Esterase-Erythrocyte  Transfusion  on  Apparent  Erythropoietic  Arrest  Following  Pro- 
tracted Hemorrhage 


Date 

Red  Blood 
Cells 

Hemoglobin 
(dM.  per  L.) 

Nonprotein 

Nitrogen 

Remarks 

November  29 

1,600,000 

24 

Cobalt  streptomycin  cenanthate,  50  mg.  daily,  in 
Tween-Oil;  potassium  and  ammonium  chlor- 
ides begun 

30 

1.430.000 

1.530.000 

26 

28 

Icterus  index  2 

December  1 

24 

30 

2 

1,580,000 

22 

28 

Esterase-erythrocyte  unit  started 

2 

2,030,000 

34 

33 

Esterase-erythrocyte  unit  finished 

3 

1,970,000 

28 

30 

Flush  replacing  previous  pallor 

4 

2,090,000 

36 

33 

Flush  receding 

5 

2,110,000 

42 

6 

2,220,000 

44 

7 

2,460,000 

51 

8 

2,650,000 

48 

30 

10 

2,860,000 

57 

12 

3,210,000 

60 

15 

3,800,000 

66 

Medications  discontinued 

18 

4,170,000 

76 

days  before  referral  for  “sore  throat.”  Marked 
pallor  and  prostration  developed,  and  the  recorded 
blood  count  figures  led  to  suspicion  of  acute  leukemia 
or  other  myelosuppressive  dyscrasia.  The  cobalt- 
mycin  complex  was  started  on  this  basis,  but  a 
complete  study  the  next  day  showed  an  icterus 
index  so  low  that  covert  bleeding  was  considered. 
There  had  been  no  recent  abdominal  pain  or  other 
symptom,  but  the  colon  was  found  packed  with 
tarry  stool  (subsequently  both  anamnestic  and 
radiographic  evidence  of  duodenal  ulcer  was  ob- 
tained). The  patient’s  bleeding  had  apparently 
stopped  when  first  seen  because  the  nonprotein 
nitrogen  was  normal,  but  the  preceding  bleeding 
had  produced  an  erythropoietic  arrest  which  is  a 
not  infrequent  adjuvant  in  the  anemia  of  hem- 
orrhage. 

The  spectacular  erythropoietic  response  by  which 
the  patient  doubled  his  red  cell  count  to  a normal 
value  within  a two-week  period  is  ascribed  to  the 
potent  “hematinic”  effect  of  the  experimental 
cobalt-iron-mycin  preparation.*  The  initiation  of 
erythropoiesis  during  its  administration,  however, 
is  ascribed  to  the  artificially  produced  blood  esterase 
rise  following  esterase-erythrocyte  infusion.  This 
conclusion  is  reached  from  observations  on  other 
patients  in  the  same  category. 

The  clinical  response  of  this  patient,  not  deline- 

* Kindly  furnished  by  Dr.  Samuel  Gordon  of  Endo  Prod- 
ucts Corporation,  Richmond  Hill,  New  York. 


able  in  any  table,  was  such  that  interested  hospital 
colleagues  kept  insisting  that  he  must  surreptitiously 
be  receiving  daily  transfusions.  That  this  was 
not  the  case  can  be  confirmed  by  Dr.  S.  M.  Schoen- 
feld  of  New  Hyde  Park,  Long  Island,  whose  patient 
it  was  and  to  whom  I am  indebted  for  the  opportu- 
nity of  making  the  incorporated  observations. 

138-48  231st  Street 
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CIVILIAN  PATIENTS  IN  VA  HOSPITALS 

In  an  article  published  in  the  New  York  Times, 
March  9,  1952,  it  is  stated  that,  in  accordance  with 
Veterans  Administration  records,  almost  two  thirds 
of  the  patients  in  the  VA  hospitals  are  being  treated 
for  ailments  that  have  no  connection  with  their 
military  service. 

Among  107,609  patients  on  January  31  of  this 
year,  only  70,910  were  getting  free  care  for  service- 
connected  disabilities.  The  VA  has  a waiting  list 


of  about  18,000.  As  long  as  a bed  is  available, 
the  VA  must  give  care  to  any  veteran  who  swears  he 
cannot  afford  treatment  elsewhere,  and  the  law 
forbids  the  VA  to  challenge  such  statements. 
The  majority  of  nonservice-connected  cases  involve 
neuropsychiatric  cases  and  tuberculosis.  According 
to  VA  officials,  many  of  these  would  have  been 
charity  patients  if  the  VA  had  not  cared  for  them. 
[The  matter  is  one  to  be  pondered  over. — Editor] 


THE  VAGINAL  DISCHARGE  AS  AN  AID  TO  GYNECOLOGIC 
DIAGNOSIS 

Ely  Elliott  Lazarus,  M.D.,  New  York  City 


BECAUSE  of  its  everyday  occurrence  and 
commonness  the  vaginal  discharge  is  looked 
upon  lightly  by  both  the  profession  and  the  laity 
and  too  often  is  treated  merely  with  douches, 
powders,  or  empiric  penicillin.  But  in  this  dis- 
charge one  may  hold  the  key  which  will  open 
many  a diagnostic  problem,  and,  often,  here  alone 
is  found  the  diagnostic  clue.  The  importance  of 
the  abnormal  vaginal  discharge  was  well  recog- 
nized by  Kelly  who  said  of  it,  “It  is  a thread  in 
gynecology  which  must  be  traced  to  its  origin,  and 
its  cause  ascertained  and  relieved.”1 
It  is  the  aim  of  this  paper  to  point  out  how  a 
correct  diagnosis  of  pelvic  pathology  often  may  be 
made  by  a careful  evaluation  and  study  of  the 
vaginal  discharge  alone.  This  is  not  to  be  mis- 
construed as  a statement  indicating  that  a com- 
plete physical  examination  is  to  be  omitted. 
Normally  there  is  present  a slight  moistening  of 
the  vaginal  walls  and  introitus,  similar  to  the 
moistening  of  the  buccal  cavity.  The  amount  of 
secretion  should  not  be  so  marked,  however,  as  to 
direct  the  woman’s  attention  to  it  or  to  interfere 
with  her  normal  activities  or  comfort.  When 
tested  with  nitrazine  paper,  the  normal  pH  of  the 
vagina  varies  between  3 and  4.  The  pH  of  the 
cervical  secretion  is  higher,  pH  7 to  8.  It  is  when 
this  secretion  becomes  excessive  or  different  in 
character  from  the  normal  that  we  are  concerned 
with  a pathologic  state. 

Excessive  vaginal  secretion,  always  a symptom 
and  per  se  never  a disease,  is  an  early,  cautious, 
and  often  pathognomonic  sign  of  underlying 
pathology.  It  is  important  to  remember  that 
even  though  the  vaginal  walls  appear  inflamed 
and  the  seat  of  infection,  they  are  not  the  origin 
of  the  secretion,  as  no  glands  are  present  therein, 
and  the  vagina  is  only  secondarily  involved.  The 
discharge  arises  from  the  cervical  glands,  Bartho- 
lin’s glands,  Skene’s  glands,  from  the  uterus  it- 
self, and  from  passive  hyperemia  of  the  vagina. 

The  discharge  may  be  acute,  chronic,  or  recur- 
rent, and  in  nature  clear,  mucoid,  watery,  puru- 
lent, creamy,  frothy,  yellowish,  greenish,  sangui- 
neous, or  any  combination  of  these.  It  may  or 
may  not  be  irritating  or  malodorous  and  varies 
markedly  in  quantity.  These  variations  indicate 
specific  pathologic  conditions  thus  aiding  in  arriv- 
ing at  a correct  differential  diagnosis.  Various 
other  symptoms  may  accompany  or  be  associated 
with  the  discharge.  These  may  be  urinary,  such 
as  dysuria,  frequency,  tenesmus  or  nocturia, 
and/or  genital,  such  as  menorrhagia,  metror- 
rhagia, dysmenorrhea,  dyspareunia,  or  backache. 


Examination  of  the  female  genital  tract  should 
follow  the  usual  steps  of  examination.  Inspec- 
tion of  the  external  genitalia  and  introitus  will 
show  whether  an  excessive  vaginal  secretion  is 
present  and  whether  or  not  it  is  irritating  to  the 
vulva  epithelium.  Inspection  of  the  vaginal 
vault  and  cervix  should  then  be  carried  out  with  a 
nonlubricated  speculum,  since  the  lubricant  may 
destroy  the  organisms  present  and  alter  the  char- 
acter of  the  discharge,  thus  destroying  its  diag- 
nostic value.  I have  found  that  gentleness  and 
care  in  inserting  the  speculum  will  readily  replace 
lubrication.  The  character  of  the  discharge 
coming  from  the  cervical  os  and  found  in  the  va- 
gina should  be  noted  and  a smear  taken.  When 
the  speculum  is  removed,  a small  amount  of  the 
discharge  present  on  the  posterior  blade  should 
be  suspended  in  warm  saline  solution  and 
examined  by  the  hanging-drop  method.  Fixed 
stained  smears,  culture,  and  darkfield  examina- 
tion of  the  discharge  are  all  procedures  to  aid  in 
obtaining  a correct,  corroborating  diagnosis. 

Methods 

When  a patient  presents  herself  with  a com- 
plaint of  a vaginal  discharge,  acute  in  onset  and 
associated  with  urinary  complaints,  one  should 
think  of  the  three  following  possibilities:  (1) 

gonorrhea,  (2)  Trichomonas,  and  (3)  Monilia  in- 
fection. These  three  diseases  are  the  most  com- 
mon causes  of  acute  vaginal  discharge. 

If  the  acute  discharge  be  greenish  in  color, 
thick  in  consistency,  and  associated  with  a red, 
granular  vagina  and  cervix,  and  with  acute  uri- 
nary complaints,  the  diagnosis  is  most  probably 
acute  gonorrhea.  Final  diagnosis,  however,  must 
depend  upon  the  demonstration  of  the  Neisseria 
gonorrhoeae  in  the  smear.  In  the  child  and  in 
the  adult  with  a chronic  gonorrheal  infection,  the 
coccus  is  best  demonstrated  by  culture  methods. 

If  the  discharge  is  bubbly,  frothy,  and  white  in 
character,  accompanied  by  vaginal  itching  and 
occasional  urinary  complaints,  and  aggravated 
after  the  menstrual  period,  the  diagnosis  most 
probably  is  that  of  Trichomonas  vaginalis.  Test- 
ing of  this  discharge  with  nitrazine  paper  will 
yield  an  alkaline  reaction.  The  cervix  and  va- 
gina in  the  acute  stage  are  often  covered  with 
punctate  red  spots.  The  diagnosis  is  definitely 
established  when  a suspension  of  the  discharge  is 
examined  under  the  microscope,  and  the  active 
flagellated  protozoa  are  demonstrated.  It  takes 
but  a few  minutes  to  do  this  simple  office  pro- 
cedure, and  it  leads  to  a definite  diagnosis. 
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With  infection  due  to  the  Oidium  albicans 
(monilia),  the  vaginal  discharge  is  scant  in 
amount,  white,  and  watery.  The  patient  com- 
plains of  severe  vaginal  and  pudendal  itching,  the 
vaginal  mucosa  is  lobster-red  in  color,  and  upon 
its  walls  will  be  found  many  small  white  patches 
that  are  easily  removed  by  wiping  with  a cotton 
applicator.  When  these  white  patches  are  re- 
moved, there  is  no  bleeding  from  the  underlying 
mucous  membrane.  These  last  two  facts  are  of 
diagnostic  importance  in  differentiating  monilia 
from  leukoplakia.  Microscopic  examination  of  a 
smear  of  the  exudate  or  a scraping  from  the  va- 
ginal wall  reveals  the  mycelia  and  conidia  of  the 
contaminating  fungus.  This  infection  is  fre- 
quently found  in  diabetics,  and  a fasting  blood 
sugar  as  well  as  a routine  urine  examination  is 
indicated  and  should  be  performed. 

At  times  a patient  may  present  herself  com- 
plaining of  a profuse  purulent  discharge,  inter- 
mittent in  nature,  unassociated  with  other  symp- 
toms, and  with  little  or  no  discharge  in  the  interim 
period.  This  type  of  history  points  to  a chronic 
recurrent  pyosalpinx  that  is  emptying  itself  inter- 
mittently. It  is  advisable  to  examine  these  pa- 
tients at  a time  when  no  vaginal  discharge  is  pres- 
ent and  when  a dilated,  infected  tube  may  most 
likely  be  palpated. 

A profuse,  purulent  malodorous  discharge,  with 
the  odor  so  bad  as  to  make  the  patient  a social 
recluse,  may  be  caused  by  a retained  foreign 
body  in  the  vagina  or  cervix,  placed  there  as  a 
means  of  perverted  sexual  gratification,  for  the 
prevention  of  conception,  or  as  a misplaced  tam- 
pon. I recently  saw  a patient  in  my  office  who 
was  seeking  advice  because  of  a profuse  foul- 
smelling discharge.  Examination  yielded  a tam- 
pon high  in  the  posterior  fornix  of  which  the  pa- 
tient was  unaware  since  it  had  been  placed  there 
by  a physician  over  a year  previously.  A foul- 
smelling discharge  may  be  due  also  to  an  abscess 
of  the  endometrium,  malignancy  of  the  cervix  or 
corpus,  retained  secundi,  degeneration  of  a cervi- 
cal polyp,  or  submucous  fibroid.  All  of  these  con- 
ditions may  be  differentiated  correctly  by  sub- 
sequent gynecologic  studies. 

Following  a vaginal  or  low  pelvic  operative  pro- 
cedure or  childbirth,  the  patient  may  complain  of 
a persistent,  watery,  uriniferous  discharge. 
Careful  search,  both  vaginally  and  intravesically 
by  means  of  a cystoscope,  should  be  made  for  a 
vesicovaginal  fistula.  I have  found  that  an  aid 
to  detecting  the  fistula  is  obtained  by  placing  a 
white  cotton  tampon  in  the  vagina  and  instilling  a 
dye  in  the  bladder.  If  a vesicovaginal  fistula  is 
present,  the  dye  will  be  found  to  have  stained  the 
tampon.  The  discharge  may  have  a fecal  odor 
to  it,  and  a rectovaginal  fistula  must  be  sought. 
On  rare  occasions,  following  perforation  and  ab- 


scess formation  of  a diverticulitis,  a spontaneous 
sigmoidovaginal  fistula  may  result.  More  accu- 
rate localization  of  the  fistulous  tract  is  obtained 
by  the  use  of  Lipiodol  instillations  followed  by 
radiographic  examinations. 

A watery  leukorrheal  discharge,  preceding  and 
then  accompanied  by  vaginal  bleeding,  should 
call  for  the  most  careful  investigation  to  exclude 
the  possibility  of  carcinoma  of  the  cervix  or  cor- 
pus. This  discharge  is  much  more  watery  than 
the  mucoid  material  produced  by  the  cervical 
glands  and  present  in  a large  percentage  of  parous 
women.  The  bleeding  that  is  present  is  usually 
small  in  amount,  more  a blood-tinged  discharge 
than  true  vaginal  bleeding.  After  a variable 
period  of  time  this  discharge  becomes  foul  smell- 
ing due  to  the  breakdown  and  decay  of  organic 
material.  This  type  of  vaginal  discharge  occurs 
most  frequently  in  the  postmenopausal  period. 
Careful  examination  of  the  pelvis,  biopsy  studies, 
study  of  the  vaginal  smear  by  the  method  of 
Papanicolaou,  and  Gelfoam  technic  should  be 
carried  out  to  arrive  at  a definite  diagnosis.  The 
importance  of  not  neglecting  this  early,  and  usu- 
ally only,  symptom  cannot  be  overstressed  if 
prompt  treatment  and  a high  salvage  rate  is  to  be 
obtained. 

Specific  and  nonspecific  infections  of  the  cervix 
caused  by  the  streptococcus,  staphylococcus,  the 
colon-typhoid  group  of  bacilli,  B.  pyocyaneous, 
B.  diphtheria,  and  Ducrey’s  bacillus  also  cause 
an  increase  in  the  amount  of  the  vaginal  secre- 
tion. The  discharge  in  these  conditions  varies  in 
amount,  color,  and  odor  but  is  usually  irritating 
and  causes  maceration  of  the  vulva  epithelium. 
Differentiation  is  obtained  by  the  study  of  fixed- 
stain  smears,  darkfield  examinations,  and  the 
use  of  culture  media. 

The  discharge  may  come  not  from  the  cervix 
but  from  a swelling  of  one  or  the  other  of  the  la- 
bia, and  an  infected  Bartholin’s  cyst  can  be  dem- 
onstrated. Contrary  to  general  opinion,  only  30 
to  45  per  cent  of  acute  Bartholinitis  is  gonorrheal 
in  origin,  the  remainder  being  due  to  the  strepto- 
coccus, staphylococcus,  or  colon  bacillus,  or 
even  to  the  trichomonad  protozoa. 

For  the  sake  of  completeness,  although  not 
truly  a vaginal  discharge,  abnormal  vaginal 
bleeding  must  be  briefly  discussed.  Vaginal 
bleeding  not  associated  with  menstruation  may 
vary  from  a streak  of  blood  or  slight  coloring  of  a 
mucopurulent  discharge  to  a free  flow  of  blood. 
While  any  of  the  above  conditions  may  be  asso- 
ciated with  bleeding,  conditions  occurring  with 
pregnancy  such  as  a threatened  miscarriage  or 
ectopic  gestation  must  be  considered  and  ruled 
out.  Tumors,  benign  or  malignant,  and  especially 
polyps  are  a frequent  source  of  bleeding,  and  their 
presence  must  be  diligently  sought. 
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It  is  important  to  remember  that  the  patient  is 
not  merely  a genital  tract  but  an  entire  female 
and  that  general  constitutional  disorders  may  be 
the  cause  of  the  leukorrhea  as  readily  as  local 
pelvic  pathology.  Anemia,  tuberculosis,  chronic 
heart  disease,  malnutrition,  avitaminosis,  and 
prolonged  standing  at  indoor  occupation  may  all 
be  factors  in  the  causes  of  excessive  discharge. 


In  conclusion,  I wish  to  stress  again  the  impor- 
tance of  the  discharge  as  an  aid  to  diagnosis  and 
the  utilization  of  all  diagnostic  methods  to  ar- 
rive at  a proper  diagnosis. 

Reference 

1.  Kelly,  H.  A.,  and  Noble,  C.  P.:  Gynecology  and  Ab- 
dominal Surgery,  Philadelphia,  W.  B.  Saunders  Co.,  1907. 


THE  USE  OF  VITAMIN  E IN  TREATMENT  OF  THE  MENOPAUSE 

Henry  A.  Gozan,  M.D.,  Cambria  Heights,  New  York 

( From  the  Departments  of  Obstetrics  and  Gynecology , Jamaica  and  Queens  General  Hospitals,  Jamaica ) 


SINCE  the  discovery  of  estrogenic  substances 
and  their  use  in  the  alleviation  of  menopausal 
symptoms,  efforts  have  been  made  to  introduce 
substances  with  like  effect  but  without  any  of  the 
side-actions.  This  search  has  been  motivated  by 
the  occasional  confusing  and  annoying  uterine 
bleeding  caused  by  estrogen  use  and  by  the  need 
for  relief  of  menopausal  symptoms  in  those 
women  with  “precancerous  lesions”  and  in  those 
who  have  already  been  treated  for  malignancy. 

Review  of  Experimental  Data 

Vitamin  E has  been  suggested  as  a therapeutic 
vehicle  which  fulfilled  these  requirements,  al- 
though its  mechanism  is  obscure.  Contradicting 
results  have  been  found  in  the  laboratory  animal. 
Vitamin  E was  thought  to  be  a precursor  to 
estrin,  yet  the  hormonal  concentration  was  nor- 
mal in  vitamin  E-deficient  animals. 1 It  seemed  to 
be  antiestrogenic  in  that  it  restored  high  blood 
level  estrogenic  concentrations  to  normal.2  Its 
steroid  nature  and  chemical  configuration  might 
bear  some  relationship  to  its  effect.  It  did  not 
exhibit  any  gonadotropic  or  luteinizing  effects, 
and  there  were  no  cellular  changes  in  the  anterior 
pituitary  gland  of  the  vitamin  E-free  female  test 
animal3;  yet  biologic  assay  of  the  gland  showed 
a decreased  content  of  luteinizing  and  ovulation 
producing  substances.4’6  Vitamin  E-deficient 
female  rats  were  able  to  initiate  pregnancies, 
which  were  resorbed,  and  the  addition  of  vitamin 
E allowed  pregnancies  to  continue. 

The  use  of  vitamin  E restored  hypoplastic 
thyroid  glands  to  normal  so  that  it  is  possible  that 
thyrotropic  as  well  as  gonadotropic  activity 
might  be  affected  by  the  absence  of  vitamin  E. 


Vitamin  E had  a vasodilator  action  similar  to 
that  of  estrogen,  and  on  this  action  Reynolds 
postulated  the  estrogen  effect  in  relieving  acute 
menopausal  disturbances.4  Estrogen  lowered 
venous  pressure  by  inducing  vasodilation  of  the 
subcutaneous  capillary  bed  which  resulted  in  a 
shift  of  blood  volume  from  the  visceral  regions. 
The  heat-regulating  capacity  was  altered  which 
increased  the  heat  loss  by  radiation  and  mini- 
mized the  need  for  evaporation.  This  further 
minimized  the  amount  of  nervous  activity  of  the 
sympathetic  nervous  system  which  sweating 
entailed. 

More  recently  de  Watteville  demonstrated  an 
increase  in  urinary  pregnandiol  after  the  adminis- 
tration of  a known  amount  of  progesterone  follow- 
ing the  use  of  vitamin  E in  postmenopausal 
women.  This  could  be  due  to  a change  in  proges- 
terone metabolism  in  favor  of  pregnandiol  produc- 
tion provoked  by  the  antioxidative  effect  of  vita- 
min E.6 

Review  of  Clinical  Findings 

Shute  achieved  cure  with  the  use  of  Vitamin  E in 
four  cases  with  high  blood  levels  of  estrogen,  who 
complained  of  pruritus.7  Hain  and  Sym  achieved 
like  results.4  It  was  reported  that  the  use  of 
vitamin  E induced  uterine  bleeding  in  eight  of  ten 
cases  of  war  amenorrhea,  although  it  was  sug- 
gested that  reassurance  and  psychic  factors  might 
have  been  involved.8 

Christy  found  that  all  of  his  25  cases  showed 
either  complete  or  very  marked  relief  of  meno- 
pausal symptoms  in  one  to  six  weeks  with  the  use 
of  vitamin  E.  The  measure  of  clinical  response 
was  subjective,  but  all  patients  were  seen  by  one 
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individual  and  were  handled  uniformly.5  Cum- 
mings confirmed  these  findings  with  a two-year 
experience  of  his  own.9 

Ferguson  was  first  attracted  to  the  use  of  vita- 
min E when  he  noted  that  several  premenopausal 
women,  who  were  treated  with  the  vitamin  for 
habitual  abortion,  obtained  relief  simultaneously 
from  flush,  headache,  nervousness,  and  irrita- 
bility. When  applied  to  menopausal  patients,  he 
achieved  complete  relief  of  symptoms  in  five  to 
eight  months  in  22  of  26  of  the  age  group  twenty- 
four  to  thirty-two  years  of  age,  and  in  37  of  40  of 
the  group  thirty-three  to  fifty-six  years  of  age.10 
Habel  advocated  the  use  of  vitamin  E as  a sub- 
stitute to  avoid  the  indiscriminate  application  of 
estrogens.11 

Finkler,  in  a series  of  66  patients,  was  able  to 
get  partial  to  complete  relief  of  symptoms  in 
about  70  per  cent  of  her  cases.12  She  noted  that 
the  withdrawal  of  vitamin  E from  those  patients 
who  were  benefited  resulted  in  the  return  of 
complaints  which  in  turn  were  relieved  when  the 
medication  was  reinstituted.  Placebos  were  given 
to  17  of  these  patients  with  a recurrence  of  symp- 
toms which  were  only  relieved  when  vitamin  E 
was  replaced.  Estrogens,  however,  yielded  more 
rapid  and  complete  results. 

Perloff  studied  a number  of  therapeutic  agents 
effective  in  treatment  of  menopausal  symptoms, 
and  he  found  that  vitamin  E relieved  only  slightly 
more  than  25  per  cent  of  cases  (other  drugs  aver- 
aged 80  per  cent  relief),  yet  its  effect  was  more 
than  that  of  a placebo  because  inadequate  dosage 
of  the  other  drugs  caused  a return  of  symptoms  in 
those  patients  who  were  controlled  previously  by 
vitamin  E.1 

McLaren  used  vitamin  E in  47  patients  with 
menopausal  symptoms  and  achieved  improve- 
ment or  cure  in  30  cases  with  failure  in  17.  Of 
the  23  cases  cured,  22  were  given  placebos,  and 
15  of  these  remained  symptom-free.  All  of  the  17 
failures  responded  to  stilbestrol.  Vitamin  E had 
a .beneficial  effect  on  senile  vulval  and  vaginal 
lesions,  although  not  to  be  compared  to  that  of 
substitution  therapy.  He  expressed  an  opinion 
that  there  should  be  a favorable  response  in  50 
per  cent  of  cases.13 

Sikkema  found  vitamin  E very  effective  in  two 
of  her  cases,14  and  Kavinoky  in  an  excellent  study 
of  171  patients  noted  that  when  vitamin  E caused 
a response,  it  did  so  in  the  first  two  weeks  of 
therapy.15  Vasomotor  symptoms  and  muscle 
pains  were  improved  in  75  per  cent  of  cases,  and 
fatigue  and  nervousness  were  the  symptoms  least 
affected.15  There  was  unanimity  of  opinion  in 
this  review  that  no  side-effects,  such  as  nausea, 
vaginal  bleeding,  and  mammary  engorgement, 
were  encountered  and  that  the  vaginal  smear  was 
notaffected. 


Clinical  Study 

In  an  effort  to  arrive  at  a definite  evaluation  of 
the  use  of  vitamin  E in  the  control  of  menopausal 
symptoms,  the  following  clinical  study  was  un- 
dertaken. All  patients  attending  the  gynecologic 
clinics  at  a municipal  and  a voluntary  hospital 
were  screened,  and  all  those  presenting  any 
menopausal  complaint  were  followed  by  the 
author  during  a period  of  three  months.  Each 
patient  was  seen  weekly,  and  careful  estimations 
were  made  on  the  change,  if  any,  in  each  symp- 
tom. Vaginal  smears  were  repeated  monthly. 
Although  psychogenic  influences  were  removed  as 
much  as  possible  from  the  interviews,  the  sudden 
interest  displayed,  the  new  medication,  and  the 
attention  of  the  same  physician  at  each  visit  must 
have  introduced  new  factors.  The  medication 
consisted  of  one  100-mg.  vitamin  E perle  taken 
three  times  daily  during  the  period  of  the  study.* 
This  was  a larger  dose  than  had  been  used  in  the 
other  series  previously  noted. 

Early  menopausal  cases  were  those  which  had 
menopausal  symptoms  but  had  had  menstrual 
flow  less  than  six  months  previously  and  whose 
vaginal  smear  still  showed  some  estrogenic  effect. 
Menopausal  cases  were  classified  as  those  which 
revealed  no  menstrual  flow  for  six  months  or  more 
and  displayed  the  menopausal  type  of  vaginal 
smear.  Surgical  or  radiation  menopausal  cases 
were  those  whose  cessation  of  menses  was  due  to 
either  of  these  modalities. 

Those  cases  which  showed  improvement  in  any 
or  all  menopausal  symptoms  were  listed  as  im- 
proved and  those  cases  which  showed  disappear- 
ance of  all  symptoms  were  classified  as  cured. 

The  results  of  the  study  are  shown  in  Table  I. 


TABLE  I. — Results  of  Study 


No  Effect 

Improved 

Cured 

Total 

Early  menopause 

5 

5 

1 

11 

Menopause 

6 

5 

2 

13 

Surgical  or  radiation 

5 

6 

11 

Total 

16 

16 

3 

35 

There  was  improvement  in  every  symptom  in 
some  cases,  but  pruritus  vulvae  which  was  en- 
countered in  only  four  cases  was  the  only  symp- 
tom which  was  improved  in  all  cases.  It  was  also 
noted  that  those  cases  which  responded  well  did 
so  in  two  to  four  weeks. 

No  side-effects  were  noted,  and  there  was  no 
change  at  any  time  in  the  vaginal  smear.  These 
findings  confirm  those  of  McLaren13  and  were  in 
agreement  with  the  comment18  that  vitamin  E 
was  expensive  and  not  as  efficient  as  oral  estro- 
gens in  the  control  of  menopausal  symptoms. 

The  explanation  of  the  effect  that  -vitamin  E 
has  on  menopausal  symptoms  may  be  in  the 

* Vitamin  E perles  were  supplied  by  the  U.  S.  Vitamin 
Corporation. 
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pharmacology  of  placebos.17  The  effect  of  the 
administration  of  a drug  on  a bit  of  muscle  sus- 
pended in  a standard  solution  was  predictable  and 
reproducible  because  it  depended  only  on  the 
pharmacologic  action  of  the  agent.  The  effect  of 
the  same  agent  on  an  intact  organism,  however, 
was  not  necessarily  predictable  nor  reproducible 
because  the  pharmacologic  action  of  the  agent 
could  either  reinforce  or  run  counter  to  other 
forces  acting  on  the  organism  at  the  same  time. 
These  latter  effects  could  be  more  potent  than  the 
pharmacologic  action  customarily  attributed  to 
the  agent. 

Summary 

The  theories  for  the  use  of  vitamin  E in  the 
therapy  of  menopausal  symptoms  were  presented, 
and  previous  findings  in  this  use  were  reviewed. 
The  results  of  a clinical  study  and  its  criteria  were 
tabulated. 

Conclusions 

1.  Vitamin  E ameliorated  menopausal  symp- 
toms in  slightly  more  than  50  per  cent  of  cases. 

2.  Vitamin  E had  a salutory  effect  on  pruritus 


vulvae  when  it  was  associated  with  other  meno- 
pausal symptoms. 

3.  Vitamin  E was  of  use  in  selected  meno- 
pausal cases  where  side-effects  would  have  been 
intolerable  or  confusing. 

118-01  224th  Street 


References 

1.  Perloff,  W.  H.:  Am.  J.  Obst.  & Gynec.  58:  684  (Oct.) 
1949. 

2.  Shute,  E. : Letter  to  Editor,  Am.  J.  Obst.  & Gynec., 

vol.  51,  Mar.  1946. 

3.  Mattelli,  H.  A.:  J.A.M.A.  110:  1831  (May  28)  1938. 

4.  Hain,  A.  M.,  and  Sym,  J.  C.  B.:  Brit.  M.  J.  2:  8 

(July  3)  1943. 

5.  Christy,  C.  J.:  Am.  J.  Obst.  & Gynec.  50:  84  (July) 
1945. 

6.  de  Watteville,  H.,  et  al.:  J.  Clin.  Endocrinol.  8:  982 
(Nov.)  1948. 

7.  Shute,  E.:  Canad.  M.  A.  J.  37:  350  (Oct.)  1937. 

8.  Whitacre,  F.  E.,  and  Barrera,  B. : J.A.M.A.  124:  399 
(Feb.  12)  1944. 

9.  Cummings,  H.  C.:  J.  Michigan  State  M.  Soc.  47: 

1373  (Dec.)  1948. 

10.  Ferguson,  H.  E.:  Virginia  M.  Monthly  75:  447 

(Sept.)  1948. 

11  Habel,  J.  M.:  ibid.  75:  517  (Oct.)  1948. 

12.  Finkler,  R.  S. : J.  Clin.  Endocrinol.  9:  89  (Jan.)  1949. 

13.  McLaren,  H.  C.:  Brit.  M.  J.  2:  1378  (Dec.  17)  1949. 

14.  Sikkema,  S.  H.:  Rocky  Mountain  M.  J.  48:  505 

(July)  1951. 

15.  Kavinoky,  N.  R.:  Ann.  West.  Med.  & Surg.  4:  27 
(Jan.)  1950. 

16.  Editor's  Comment:  Obst.  & Gynec.  Surv.  5:  547 

(Aug.)  1950. 

17.  Wolf,  S.:  J.  Clin.  Investigation  29:  100  (Jan.)  1950. 


TECHNIC  OF  EXCISION  AND  PRIMARY  CLOSURE  OF 
PILONIDAL  SINUS 

Edward  O.  Finestone,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Surgical  Service  of  the  Sydenham  Hospital) 


THE  controversy  still  rages  regarding  the  ad- 
visability of  using  either  excision  with  open 
packing  or  excision  with  primary  closure  in  the 
treatment  of  pilonidal  sinuses.  Although  a 
radically  new  technic  is  not  offered,  the  subject  is 
reviewed  with  presentation  of  45  cases  which 
have  been  personally  followed.  These  cases 
were  operated  upon  by  the  same  technic  since 
1942. 

The  open  method  has  been  most  popular,  es- 
pecially because  of  the  high  recurrence  rate  after 
primary  closure  reported  by  surgeons  in  the 
military  service.1-3  With  the  advent  of  sulfon- 
amides, penicillin,  and  other  antibiotics,  the 
closed  method  has  been  used  more  frequently. 

Kleckner  reported  4,221  cases  which  were 
excised  and  packed  open,  with  only  1.13  per  cent 
recurrences.4  The  time  required  for  healing  is 
not  given,  but  in  most  series  it  varies  in  the  open 
method  from  two  to  six  months.  Rogers  re- 
ported successful  healing  in  97  per  cent  of  the 
cases  excised  and  left  open,  with  an  average 


healing  time  of  nine  weeks.  Pickett  and  Beatty 
reported  healing  time  varying  from  eight  to 
twelve  weeks.6 

Thirty-three  per  cent  of  Kooistra’s  cases 
treated  by  primary  closure  broke  down.® 

Kleckner  collected  a series  of  365  cases  treated 
by  primary  closure  with  23  per  cent  recurrences.4 
Swinton  and  Hodges  in  30  cases  of  primary  clo- 
sure had  only  16.6  per  cent  recurrences.7  Gage 
reported  a large  series  with  no  recurrences  fol- 
lowing primary  closure.8  Woldenberg  and  Sharpe 
had  98  successful  cases  out  of  100  treated 
by  primary  closure.9  Their  average  time  for 
complete  healing  was  fourteen  days,  and  full  re- 
habilitation was  obtained  at  the  end  of  twenty- 
three  days.  Dunphy  and  Matson  reported 
three  recurrences  in  43  cases.10 

Because  of  these  varying  results,  attempts 
were  made  by  different  technics  to  accomplish 
rapid  healing  without  breaking  down  of  the 
wound  or  recurrences.10-17 

Some  observers  believed  that  the  success  in  a 
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case  of  primary  closure  could  be  attributed  to  the 
use  of  antibiotics.  It  does  not  appear  that  the 
success  of  any  operation  depends  on  any  specific 
difference  in  technic.  Rather,  it  depends  upon 
the  meticulous  attention  to  certain  details  which 
are  as  follows: 

1.  The  patient  should  be  treated  conserva- 
tively with  dressings  and  antibiotics  until  all 
acute  inflammation  subsides.  Acute  abscesses 
should  be  simply  incised  and  drained. 

2.  The  cyst  and  all  its  branches  must  be  com- 
pletely excised. 

3.  Perfect  hemostasis  must  be  obtained  with  a 
minimum  of  trauma  and  of  retained  suture  ma- 
terial. 

4.  The  dead  space  must  be  obliterated  com- 
pletely. 

5.  The  tissues  must  be  sutured  without  ten- 
sion. 

6.  Injury  to  the  coccyx  and  anal  sphincter 
should  be  avoided. 

7.  Wound  depth  and  edges  should  be  care- 
fully approximated. 

8.  Chemotherapy  and  antibiotics  should  be 
liberally  used  generally  but  not  locally. 

The  contraindications  to  primary  closure  fol- 
lowing excision  are  (1)  recent  acute  infection, 
(2)  large  sinuses  with  widespread  second  fistulous 
tracts,  (3)  general  marked  obesity,  (4)  inadvertent 
gross  contamination  of  the  wound  during  dis- 
section, and  (5)  inability  of  the  patient  to  spend 
one  to  two  weeks  in  the  hospital. 

Preoperative  treatment  consisted  of  frequent 
baths  and  cleansing  of  the  operative  area  for  a 
few  days  prior  to  operation,  during  which  time 
chemotherapy  or  antibiotics  were  administered. 
In  the  first  two  or  three  years,  beginning  in  1942 
only  sulfonamides  were  used  by  mouth.  From 
1945,  penicillin  was  used  in  addition  during  hos- 
pitalization; 300,000  units  of  penicillin  in  a slow- 
absorbing  solution  were  administered  twice  daily, 
and  streptomycin  was  given  in  an  0.5-Gm.  dose 
-twice  daily.  In  the  last  few  years  aureomycin 
and  Chloromycetin  have  been  used  to  replace 
the  streptomycin.  These  antibiotics  have  been 
given  throughout  the  entire  postoperative  period 
in  the  hospital. 

Procedure 

The  day  prior  to  operation  the  bowels  are 
evacuated  with  a cathartic.  The  morning  of  the 
operation  an  enema  and  a colonic  irrigation  are 
given  until  the  return  is  clear.  This  is  followed 
by  a sitz  bath.  The  skin  is  shaved  widely  to 
encompass  the  buttocks.  Anesthesia  is  usually 
of  the  low  spinal  type.  The  patient  is  placed 
prone  on  the  operating  table,  which  is  angulated 
with  the  apex  of  the  angle  directly  under  the 
coccyx.  The  buttocks  are  held  apart  by  strips 


Fig.  1.  The  inverted  chromic  suture  is  shown 
beginning  and  ending  in  the  sacrococcygeal  fascia. 
Both  flaps  below  the  skin  level  are  grasped.  When 
the  suture  is  tied  with  dead  space  obliterated,  the 
knot  is  in  the  depth. 


of  adhesive  plaster.  After  the  skin  is  carefully 
cleansed  with  ether,  it  is  painted  with  an  anti- 
septic solution.  The  operative  field  is  draped  to 
exclude  the  anus. 

An  elliptic  incision,  usually  not  more  than 
4 inches  in  length,  is  made  to  encompass  all 
the  sinuses.  It  is  not  necessary  for  this  incision 
to  descend  much  beyond  the  coccyx.  The  width 
of  the  ellipse  is  rarely  more  than  l1/*  inches.  If  a 
lateral  sinus  is  encountered,  a transverse  exten- 
sion is  made  to  embrace  it. 

The  incision  is  slowly  deepened  with  pressure 
being  made  continuously  so  that  every  small 
vessel  is  accurately  clamped.  The  incision  is 
carried  directly  down  to  the  sacrococcygeal  fascia. 

If  hemostasis  is  good,  the  tracts  may  be  visual- 
ized without  transection.  The  sinuses  are  not  in- 
jected with  methylene  blue,  since  the  dye  may  be 
extravasated  into  the  tissues  beyond  the  sinuses, 
thereby  provoking  an  unusually  wide  dis- 
section.6' 18-20  The  block  of  tissue  outlined  is 
removed  en  masse,  and  care  is  taken  not  to  injure 
the  sphincter  arising  from  the  coccyx. 

The  lateral  flaps  consisting  of  all  tissues  down 
to  the  sacrococcygeal  fascia  are  lifted  from  the 
latter  and  dissected  free  sharply,  whereupon  the 
fascia  over  the  glutei  is  exposed.  The  latter  is 
incised  about  1 or  2 inches  lateral  to  the  original 
line  of  dissection,  in  the  middle  2 inches  of  the 
wound,  parallel  to  the  midline. 

Every  point  that  is  seen  to  bleed  is  grasped 
with  fine  hemostats,  and  the  vessels  are  ligated 
with  fine  plain  catgut.  Those  vessels  which 
perforate  the  sacrococcygeal  fascia  require 
hemostatic  sutures.  Meticulous  care  is  given 
to  this  point.  The  patient  is  asked  to  cough  and 
strain  repeatedly,  since  the  low  blood  pressure 
which  accompanies  spinal  anesthesia  may  cause 
little  bleeding. 

The  two  lateral  flaps  should  both  be  free 
enough  to  be  brought  to  the  midline  without 
tension  and  even  without  loosening  the  adhesive 
strips. 

Three  layers  of  sutures  are  now  placed  in  the 
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Fig.  2.  Alternate  steel  and  chromic  sutures  about 
3/i  inch  apart  are  taken  in  the  wound  as  shown  here 
and  in  Figs.  1 and  3. 


following  order:  (1)  an  inverted  chromic  suture, 
(2)  steel  retention  suture,  and  (3)  silk  to  skin. 

Four  stitches  of  “0”  chromic  catgut  are  placed 
(Figs.  1 and  3)  so  as  to  take  in  all  the  tissue  from 
the  subcutaneous  level  down  to  the  sacrococcy- 
geal fascia,  encompassing  both  flaps  in  its  grasp 
(Figs.  1 and  2).  This  stitch  begins  and  ends  in 
the  depth  at  the  level  of  the  sacrococcygeal  fascia, 
so  that  when  it  is  tied,  the  knot  is  in  the  depth  of 
the  wound.  These  stitches  are  placed  about  1 
inch  apart  and  are  left  long. 

Stainless  steel  number  30  sutures  are  placed 
about  1 inch  apart  and  in  the  intervals  between 
the  chromic  stitches  (Figs.  2 and  3).  They  are 
begun  about  1 inch  lateral  to  the  skin  edge  and 
grasp  the  entire  flap  and  the  sacrococcygeal  fas- 
cia. These  sutures  are  left  long. 

The  chromic  sutures  are  now  tied  from  above 
downward.  By  tying  the  most  proximal  stitch 
first,  the  fingers  can  be  insinuated  into  the  wound 
without  tearing  the  catgut  out  of  the  sacrococcy- 
geal fascia.  More  room  is  present  at  the  lower 
angle  of  the  wound  where  only  soft  tissue  forms 
the  depth  of  the  wound.  As  each  stitch  is  tied, 
its  end  is  cut  as  short  as  possible.  These  sutures 
should  completely  obliterate  the  dead  space. 

Fine  silk  sutures  are  now  taken  to  coaptate  the 
skin  which  is  carefully  brought  together  without 
inversion.  A piece  of  vaseline  gauze  is  laid  over 
the  wound,  and  a bolster  made  of  rolled  gauze 
about  1 inch  in  diameter  is  placed  over  the  vase- 
line gauze. 

The  steel  sutures  are  now  tied  over  the  bolster, 
compressing  it  and  affording  more  hemostasis 


Fig.  3.  The  entire  flap  from  the  skin  to  the  sacro- 
coccygeal fascia  is  included  in  the(steel  suture. 


Fig.  4.  After  the  inverted  chromic  suture  has 
been  tied,  the  skin  edges  are  approximated  with  silk. 
The  steel  suture  is  then  tied  over  a bolster  which 
makes  further  compression,  aiding  in  hemostasis  and 
in  obliteration  of  the  dead  space. 


besides  effecting  better  obliteration  of  the  dead 
space  (Fig.  4).  A laparotomy  pad  is  placed  over 
the  bolster  and  a firm  adhesive  dressing  added. 

Postoperatively,  the  bowels  are  kept  from  mov- 
ing by  a fluid  diet  and  the  use  of  deodorized  tinc- 
ture of  opium.  Patients  tolerate  this  regime  very 
well  and  can  be  kept  constipated  for  as  long  as  a 
week  without  discomfort.  The  dressing  is  not 
disturbed  for  at  least  a week  unless  there  is  an 
unexplained  rise  in  temperature  or  unusual  pain 
with  tenderness  develops  about  the  wound. 

At  the  end  of  a week,  the  steel  sutures  are  cut 
and  the  bolster  and  vaseline  gauze  removed. 
The  wound  is  now  seen  to  be  clean  and  healing  by 
primary  intention.  The  alternate  silk  sutures  are 
removed  and  the  others  removed  after  a few 
days.  During  the  first  week  it  is  best  for  the 
patient  to  remain  in  bed.  Marked  flexion  of  the 
thighs  upon  the  abdomen  should  be  avoided. 
After  the  first  dressing  and  following  movement 
of  the  bowels,  sitz  baths  are  ordered.  These  are 
given  after  each  bowel  movement  and  are  fol- 
lowed by  washing  the  wound  with  alcohol  and 
covering  it  with  vaseline  gauze. 
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Results 

Of  45  cases  operated  upon  by  the  technic  de- 
scribed, 43  healed  by  primary  intention.  Of  the 
two  cases  that  failed  to  heal  primarily,  one  was  a 
woman  who  had  had  five  previous  operations  and 
did  not  cooperate  in  her  postoperative  care.  A 
small  rubber  dam  drain  had  been  used  for  forty- 
eight  hours  after  operation  because  of  very  slight 
oozing.  The  wound  did  not  break  down  entirely, 
but  it  opened  superficially  and  healed  by  second- 
ary intention  within  five  weeks.  The  other  case 
that  healed  by  secondary  intention  required  four 
weeks.  A small  rubber  dam  had  also  been  used 
in  this  second  case,  leaving  a sinus  which  required 
dressing  for  a month. 

Observation  reveals  that  wounds  which  heal  by 
primary  intention  remain  healed  indefinitely. 

A follow-up  of  from  three  to  five  years  was 
secured  in  39  cases.  Only  the  last  two  cases  have 
been  followed  less  than  a year.  There  have  been 
no  recurrences  and  no  need  for  further  treatment 
or  operative  intervention. 

• Comment 

A new  technic  for  the  excision  of  pilonidal 
sinuses  followed  by  primary  closure  is  described. 
Apology  is  made  for  the  mention  of  the  intimate 
details  involved.  These  are  simply  a review  of 
some  very  well-known  basic  surgical  principles. 
However,  most  surgeons  regard  the  operation  for 
pilonidal  disease  a minor  procedure,  so  that  at- 
tention to  details  is  frequently  lacking.  It  is 
the  firm  belief  of  the  writer  that  the  good  results 
obtained  could  be  attributed  to  the  meticulous 


attention  to  these  details  rather  than  to  any  new 
device  in  the  technic  or  the  use  of  antibiotics. 


Summary  and  Conclusion 

1.  Controversy  concerning  surgical  therapy  is 
evident  by  numerous  new  procedures  and  modi- 
fications of  old  ones. 

2.  Results  obtained  by  the  open  and  closed 
methods  by  several  observers  are  reviewed. 

3.  The  intimate  details  of  a new  technic  for 
primary  closure  after  excision  of  pilonidal  sinuses 
are  presented. 

4.  Of  45  cases  operated  upon  by  this  method 
since  1942,  only  two  showed  delayed  healing,  and 
there  were  no  recurrences. 
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MASKING  OF  ACUTE  ABDOMINAL  CONDITIONS  WITH  ANTIBIOTICS 


The  widespread  use  of  antibiotics  has  led  to  dis- 
tortions of  symptoms  and  objective  findings  in  such 
diseases  as  acute  appendicitis  and  acute  cholecystitis, 
which  are  often  difficult  to  diagnose  and  treat.  In 
acute  abdominal  conditions  it  is  the  author’s  opinion 
that  antibiotics  should  be  used  with  the  same  caution 
that  is  employed  in  the  case  of  narcotics.  In  the  ab- 
sence of  fever,  pain,  blood  signs,  and  with  few  ab- 
dominal symptoms,  thrombosis  of  the  vessels  with 
gangrene  can  occur  and  rupture.  In  each  of  these 
diseases  best  results  are  obtained  by  early  surgical 
intervention.  It  is  suggested  that  the  antibiotics  can 
help  prepare  a patient  for  a surgical  operation  to  be 


performed  a few  days  later.  Detailed  descriptions 
are  given  of  two  cases  of  acute  appendicitis  in  chil- 
dren receiving  antibiotics  for  respiratory  or  throat 
conditions,  where  the  diagnosis  was  missed.  .Also 
reported  are  two  cases  of  acute  cholecystitis  in  which 
symptoms  were  masked  in  one  patient  by  penicillin 
and  aureomycin  and  in  the  other  by  crystacillin. 
All  four  patients  were  successfully  operated  upon 
although  the  postoperative  course  in  two  cases  was 
difficult.  The  author  does  not  recommend  the  use  of 
antibiotics  as  the  treatment  of  choice  in  acute  ab- 
dominal conditions. F.  R.  Cole,  M.D.,  American 
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BICUSPID  AORTIC  VALVES  AND  BACTERIAL  ENDOCARDITIS 

Steven  A.  Mazar,  M.D.,  and  Nathan  Brown,  M.D.,  Binghamton,  New  York 
( From  the  Binghamton  City  Hospital) 


THE  precipitous  onset  of  aortic  regurgitation 
is  both  a serious  and  fairly  dramatic  medical 
episode.  We  are  presenting  two  cases  wherein 
there  was  a rather  sudden  appearance  of  an  aortic 
diastolic  murmur  and  the  clinical  manifestations 
of  aortic  regurgitation ; in  one  case  this  developed 
in  the  course  of  therapy  of  a recurrent  bacterial 
endocarditis,  and  in  the  other  case  it  was  the  pre- 
senting symptom  complex  which  called  attention 
to  the  true  diagnosis.  Both  cases  strongly  em- 
phasize the  need  to  follow  any  suspicious  heart 
cases  closely  by  daily  auscultation  and  other 
physical  diagnostic  methods.  These  include 
bacterial  endocarditis  cases,  whether  proved  or 
merely  under  diagnostic  study;  any  valvular 
heart  disease  where  disease  activity  or  reactivity 
might  be  suspected,  and,  in  fact,  any  case  that 
is  a diagnostic  problem,  as  in  our  Case  2 which 
became  a dramatic  heart  case  within  a matter  of 
days  after  his  cardiovascular  status  had  been 
passed  on  as  normal.  An  otherwise  insignificant 
disease  process  can  structurally  impair  heart 
valve  function  and  seriously  alter  cardiocircula- 
tory  dynamics. 

Case  Reports 

Case  1. — L.  D.,  a thirty-nine-year-old  white  male,  a 
painter  by  trade,  was  admitted  to  the  Binghamton 
City  Hospital  on  December  8,  1947,  with  a three- 
month  history  of  progressive  symptoms  originating 
subsequent  to  dental  extractions.  The  chief  com- 
plaints were  malaise,  anorexia,  weight  loss  of  20 
pounds,  some  chilly  feelings,  and  perhaps  fever. 
His  past  history  was  essentially  negative  except  that 
he  was  told  of  a heart  murmur  at  the  age  of  sixteen. 
There  was  no  definite  rheumatic-fever-like  illness. 
He  had  had  gonorrhea  at  the  age  of  seventeen  follow- 
ing which  he  needed  some  urethral  dilatations. 

Highlights  of  his  admission  physical  examina- 
tion were  blood  pressures  110/60  bilaterally, 
temperature  101  F.,  pulse  regular  and  around  100. 
One  small  petechia  was  present  on  the  eyelid.  The 
heart  was  not  clinically  enlarged.  There  was  a grade 
2 systolic  mitral  murmur  transmitted  to  the  axilla 
and  a grade  2 systolic  murmur  in  the  aortic  area. 
There  was  a questionable  faint  diastolic  murmur 
heard  inconstantly  at  the  third  left  interspace  next 
to  the  sternum.  The  lungs  were  clear;  the  liver  and 
spleen  were  not  palpable.  There  was  no  peripheral 
edema,  cyanosis,  or  clubbing. 

Significant  laboratory  data  were  white  blood  cell 
count  8,750,  polymorphonuclears  89  per  cent,  lym- 
phocytes 10  per  cent,  and  mononuclears  1 per  cent. 
Three  successive  daily  blood  cultures  were  positive 
for  a nonhemolytic  streptococcus,  and  thereafter 


they  were  negative.  The  urine,  blood  sugar,  and 
nonprotein  nitrogen  were  normal.  Blood  Wasser- 
mann  was  negative. 

A diagnosis  of  subacute  bacterial  endocarditis  was 
thus  confirmed,  and  penicillin  therapy  was  given 
from  December  12  to  30,  1947,  for  eighteen  days, 
50,000  units  every  two  hours  for  a total  of  11,000,000 
units.  The  organism  was  penicillin  sensitive  to 
0.008  units  per  cu.  cm.  The  patient’s  temperature 
dropped  from  the  101  F.  level  to  practically  normal 
within  two  days  of  onset  of  therapy.  The  penicillin 
therapy  was  uneventful  except  for  a maculopapular 
rash  over  the  trunk,  which  developed  about  De- 
cember 19,  five  days  after  he  had  been  put  on  carono- 
mide.  The  rash  responded  to  the  discontinuance 
of  the  caronomide  and  addition  of  antihistaminics. 
Penicillin  was  continued  as  before.  Eighteen  days 
after  stopping  the  penicillin  it  was  resumed  at  a 
slightly  higher  dosage  (75,000  units  every  two  hours) 
from  January  16  to  February  19,  1948,  for  a second 
course  total  of  30,600,000  units  over  a thirty-four- 
day  period.  This  second  course  was  deemed  ad- 
visable on  clinical  grounds. 

Although  he  was  essentially  afebrile  and  frequent 
repeat  blood  cultures  were  negative,  the  sedimenta- 
tion rates  remained  high,  around  24  mm.  (Cutler — 
one  hour);  the  heart  rate  at  bed  or  chair  rest  re- 
mained between  100  and  120,  and  the  heart  mur- 
murs were  confusingly  variable.  About  January  21 
during  the  second  course  of  intensive  penicillin 
therapy  it  was  noted  that  the  murmurs  were  chang- 
ing; now  a definite  to-and-fro  murmur  became  ap- 
parent at  the  base  in  addition  to  the  apical  systolic 
murmur.  After  termination  of  the  intensive  peni- 
cillin dosage  the  sedimentation  rate  remained  about 
12  mm.  (Cutler — one  hour)  for  three  weeks  with 
normal  white  blood  cell  counts  of  6,500  to  7,000 
with  68  to  70  per  cent  polymorphonuclears.  Blood 
pressure  was  124  systolic  and  82  diastolic.  He  was 
discharged  on  March  6,  1948,  after  three  months  of 
hospitalization. 

He  gradually  returned  to  his  work  as  a painter  and 
tolerated  full  activity  fairly  well  until  October,  1948, 
when  he  developed  what  he  called  a “chest  cold.” 
He  had  cough,  dyspnea,  rusty  expectoration,  and 
ankle  edema.  He  was  afebrile,  his  heart  was  greatly 
enlarged  to  the  anterior  axillary  line,  and  there  were 
to-and-fro  murmurs  heard  both  at  the  base  and  apex. 
Blood  pressure  was  140/70,  pulse  was  regular  at  the 
rate  of  90  to  100,  there  were  bilateral  basal  rales 
and  the  liver  was  enlarged  to  two  fingerbreadths 
below  the  costal  margin,  and  there  was  increased 
venous  engorgement,  with  slight  cyanosis  of  lips 
and  nailbeds. 

The  chest  x-ray  revealed  a greatly  enlarged  heart 
with  pulmonary  congestive  changes.  An  electro- 
cardiogram revealed  the  right  ventricular  strain 
pattern  of  Katz.  An  electrocardiogram  at  the  pre- 
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vious  admission  had  shown  a slight  right  axis  devia- 
tion but  was  otherwise  normal.  The  patient  was 
put  on  the  usual  cardiac  routine,  digitalized  with 
digitoxin,  and  put  on  intramuscular  mercurials, 
Mercuhydrin  1 cc.  daily  for  nine  days.  He  responded 
well  with  a weight  loss  from  185  pounds  to  164 
pounds.  For  four  more  days  he  received  Mercuzan- 
thin  or  mercupurin  intravenously  in  2-cc.  doses,  and 
following  this  he  developed  a toxic  psychosis  with 
disorientation,  confusion,  and  hallucination.  This 
lasted  for  two  weeks  and  was  complicated  by  worsen- 
ing of  his  cardiac  status  with  fever  of  104  F.  sus- 
tained for  over  a week;  nonprotein  nitrogen  rose  to 
121  mg.  per  cent  and  carbon  dioxide  combining 
power  dropped  to  30  volumes  per  cent.  He  was 
considered  terminal,  but  with  supportive  and  anti- 
biotic therapy  he  rallied.  One  critical  episode  of 
left  ventricular  failure  responded  to  Etamon  intra- 
venously (2.0  cc.  slowly)  as  suggested  by  Hayward.1 

When  his  clinical  status  improved  and  stabilized, 
he  was  again  given  Mercuhydrin  1 cc.  intramuscu- 
larly on  two  successive  days  with  recurrence  of 
mental  depression  and  confusion.  It  was  felt  that 
he  had  had  a toxic  psychosis  secondary  to  mercurials, 
as  reported  by  others.2-4  He  was  discharged  on 
December  16,  1948,  after  two  months  of  hospitaliza- 
tion. He  was  ambulant  but  essentially  a cardiac 
cripple. 

His  final  admission  was  two  months  later  on 
February  8,  1949,  in  congestive  failure,  with  vomit- 
ing and  diarrhea,  marked  dyspnea,  and  moderate 
ankle  edema.  Temperature  was  99.8  F.,  pulse  100; 
blood  pressure  was  150  systolic  and  80  diastolic; 
heart  was  enlarged  with  the  apex  beat  in  the  sixth 
interspace  in  the  anterior  axillary  line;  there  was  a 
presystolic  and  systolic  murmur  at  the  apex  and  a 
loud  blowing  diastolic  along  the  left  sternal  border. 
Liver  was  enlarged  and  tender.  Electrocardiogram 
revealed  a marked  right  axis  shift  and  normal  sinus 
rhythm.  He  was  treated  symptomatically  and  con- 
tinued on  Purodigin.  On  his  fourth  hospital  day  he 
had  an  acute  episode  of  embolism  to  his  right  arm 
with  a cold,  blanched,  pulseless  limb  up  to  midarm 
level,  and  he  went  into  shock  with  a blood  pressure 
of  80/70.  He  died  twelve  hours  later. 

Autopsy  revealed  the  following  pertinent  data: 
In  situ  the  heart  is  enlarged  3 cm.  to  the  right,  and 
the  left  border  extends  almost  to  the  lateral  thoracic 
wall.  There  are  125  cc.  of  straw-colored  fluid  in  the 
pericardial  cavity.  The  right  auricle  is  dilated,  the 
tricuspid  valve  is  normal,  admitting  three  fingers; 
the  right  ventricular  wrall  is  0.7  cm.  thick  with  no 
areas  of  fibrosis  or  softening.  The  mitral  valve  is 
stenotic,  barely  admitting  one  finger;  it  is  thickened 
and  covered  with  red  vegetations,  some  of  which 
suggest  active  disease.  The  chordae  tendineae  are 
shortened  and  thickened.  The  aortic  valve  is  nar- 
row-ed  and  two  of  its  cusps  are  fused  together; 
however,  there  is  a ruptured  perforation  2 by  1 cm. 
The  cusps  are  thickened  but  show  no  vegetations. 
The  left  ventricular  wall  is  1.8  cm.  thick.  The  right 
coronary  artery  is  patent  throughout.  Tw'o  centi- 
meters down  the  anterior  descending  branch  of  the 
left  coronary  artery,  a blood  clot  completely  oc- 
cludes the  lumen.  On  section  of  the  interventricular 


septum  there  is  a softened  and  discolored  area  about 
2.5  cm.  in  diameter,  and  this  contains  a large  blood 
clot. 

The  lungs  show'  basal  bronchopneumonia;  the 
liver  weighs  1,825  Gm.  and  is  characteristically 
“nutmeg.”  Spleen  weighs  325  Gm.  There  is 
a mesenteric  venous  thrombosis  wdth  submucosal 
hemorrhages  in  the  lower  portion  of  the  small  and 
large  bow'el. 

In  summary,  there  was  a recent  rupture  of  pre- 
viously fused  aortic  cusps  and  an  aortic  and  mitral 
stenosis  in  a rheumatic  heart  wdth  active  bacterial 
endocarditis.  There  w'as  also  a probable  embolism 
to  the  left  coronary  artery. 

Case  2. — P.  S.,  a twenty-five-year-old  white  male, 
w'as  admitted  to  the  Binghamton  City  Hospital  on 
December  17,  1947,  with  the  following  history:  For 
a W'eek  he  had  had  a mild  upper  respiratory  tract 
infection  following  which  and  three  days  preadmis- 
sion he  had  a rather  sudden  “stomachache”  which 
started  in  the  umbilical  area  and  seemingly  localized 
in  the  right  side.  There  was  nausea  and  he  tried  to 
vomit.  The  pain  progressed,  and  he  was  admitted 
wdth  the  diagnosis  of  an  acute  abdomen. 

Physical  examination  revealed  an  apprehensive 
young  man  in  acute  abdominal  distress.  Tempera- 
ture w'as  99  F.  Pulse  was  96  and  regular,  blood  pres- 
sure 150/90.  Heart  and  lungs  were  considered 
normal.  The  abdomen  was  generally  tender  with 
spasm  in  the  right  lower  quadrant.  Rectal  examina- 
tion was  negative.  White  blood  cell  count  was  10,900 
with  82  per  cent  polymorphonuclears,  13  per  cent 
lymphocytes,  and  5 per  cent  monocytes.  Sedi- 
mentation rate  was  23  mm.  (Cutler — one  hour). 
Urine  was  negative.  A flat  plate  of  the  abdomen  was 
not  revealing.  Clinical  preoperative  diagnosis  was 
acute  appendicitis  and/or  small  bowel  obstruction. 

The  patient  was  explored  with  the  following  find- 
ings: The  intestines  looked  normal,  and  there  was 
no  free  fluid.  The  terminal  ileum  was  bound  down 
but  otherwise  normal  and  not  obstructed.  The 
appendix  w'as  retrocecal,  enlarged  and  thickened, 
covered  with  fibrinous  bands,  but  not  acutely 
inflamed.  The  entire  small  bowel  was  examined 
and  found  normal.  There  were  many  moderately 
enlarged  mesenteric  lymph  nodes,  and  what  was 
thought  to  be  one  of  these  nodes  was  excised  for 
biopsy.  This  was  found  to  be  a small  inflammatory 
mass  surrounding  some  recently  thrombosed  blood 
vessels.  The  liver  was  normal;  the  spleen  was 
considered  enlarged  to  nearly  twice  normal. 

Appendectomy  was  performed,  and  the  abdomen 
closed  without  drainage.  The  postoperative  course 
W'as  uneventful  with  temperatures  around  100  F. 
through  the  fourth  day.  The  patient  was  studied 
further  to  explain  the  abdominal  findings,  but  no 
conclusions  wrere  drawn  at  that  time.  Since  the 
patient  had  been  a war  veteran  from  the  Pacific 
theater,  tropical  conditions,  especially  malaria, 
w’ere  considered,  but  all  smears  were  negative. 
Urine  sugars  w'ere  1 plus  for  a few'  days,  but  the 
blood  sugar  was  114  mg.  per  cent  and  an  Exton- 
Rose  glucose  tolerance  test  was  normal.  The  heart 
was  not  considered  abnormal  either  pre-  or  postopera- 
tivelv  w'hen  it  was  being  examined  objectively. 
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The  biopsy  report  was  as  follows:  “Thromboses 
of  the  mesenteric  arteries  and  veins.  The  veins 
show  marked  purulent  infiltration  of  their  walls. 
The  thrombosis  seems  to  be  recent.  The  appendix 
shows  early  acute  appendicitis.” 

The  white  blood  cell  count  on  the  first  post- 
operative day  was  18,100  with  81  per  cent  poly- 
morphonu clears,  21  per  cent  lymphocytes,  and  7 
per  cent  mononuclears.  Penicillin  was  given, 
50,000  units  every  three  hours  during  the  post- 
operative period,  for  a total  of  1,550,000  units. 
The  patient  was  discharged  on  December  23,  1947, 
anxious  to  be  home  for  Christmas.  He  appeared  to 
be  in  the  usual  convalescent  state. 

Ten  days  later  the  patient  appeared  in  the  office, 
acutely  ill.  He  gave  the  history  of  malaise  since 
discharge,  chilly  feelings  and  perhaps  fever  for  the 
past  few  days,  mild  chest  pain,  palpitation,  and  pain 
in  the  ankles.  There  was  no  definite  acute  or  sud- 
den symptomatology,  merely  a rapid  progression 
of  the  above-named  symptoms. 

Physical  examination  of  the  cardiovascular 
system  was  now  dramatically  different  from  ten 
days  previous.  Temperature  was  103  F.  There 
were  marked  cervical  arterial  pulsations ; blood  pres- 
sure was  140  systolic  and  40-0  diastolic;  the  heart 
was  enlarged  almost  to  the  anterior  axillary  line, 
with  a forceful  apical  thrust;  there  was  a pistol-shot 
femoral  pulsation,  and  capillary  pulsation  was 
evident  in  the  nailbeds.  There  was  a systolic  and 
diastolic  murmur  heard  over  the  base,  chiefly 
over  the  left  sternal  area,  and  a loud  blowing  systolic 
over  the  precordium  generally.  The  patient  was 
hospitalized. 

Admission  blood  culture  as  well  as  four  subsequent 
blood  cultures  were  positive  for  a nonhemolytic 
Staphylococcus  albus  in  pure  culture.  White  blood 
count  was  9,700  with  77  per  cent  polymorpho- 
nuclears.  Urinalyses  were  repeatedly  negative  for 
any  microscopic  hematuria,  and  there  were  no 
petechiae. 

Chest  x-ray  was  reported  as  follows:  “An  enlarged 
heart  with  a straightened  left  border;  the  aortic 
arch  is  receded,  and  there  is  evidence  of  enlargement 
of  the  left  auricle.  There  is  slight  hilar  and  pulmo- 
nary congestion.  The  findings  are  those  of  a mitral 
heart.”  An  electrocardiogram  revealed  a right 
bundle  branch  block. 

An  opinion  of  a consultant  was  that  the  patient 
had  primarily  rheumatic  heart  disease,  previously 
unrecognized ; mitral  stenosis  and  aortic  stenosis  and 
insufficiency,  and  an  engrafted  subacute  bacterial 
endocarditis.  The  patient  again  denied  any  pre- 
vious heart  trouble  or  rheumatic  illness.  He  had 
been  in  the  military  service  for  almost  four  years, 
worked  hard  physically,  and  had  a good  exertion 
tolerance.  He  had  never  been  told  of  any  heart 
murmurs. 

The  patient  was  started  on  large  doses  of  penicillin 
on  the  third  hospital  day,  125,000  units  intramuscu- 
larly every  three  hours,  ( 1 ,000,000  units  a day).  The 
nonhemolytic  Staph,  albus  was  sensitive  to  0.125 
units  of  penicillin  per  cc.  Three  days  later,  since 
there  was  no  definite  clinical  response  to  the  penicil- 
lin, oral  Combisul,  6 Grn.  per  day,  was  started.  In 


spite  of  the  antibiotic  and  supportive  therapy,  the 
patient  died  in  left  ventricular  failure  and  pulmonary 
edema  on  January  13,  1948,  eleven  days  after  his 
second  admission,  with  a total  illness  of  only  one 
month. 

Autopsy  findings  were  as  follows:  “The  pleural 
cavities  contain  about  3,000  cc.  of  clear  yellow  fluid, 
and  the  pericardial  sac  contains  about  200  cc.  of 
similar  fluid.  The  lungs  are  congested  and  edema- 
tous. The  heart  weighs  450  Gm.  and  is  grossly 
enlarged  chiefly  in  the  left  ventricle.  The  heart  sur- 
faces are  smooth  and  glistening;  no  areas  of  softening 
are  noted.  On  section  the  right  auricle  and  ven- 
tricle are  normal ; the  tricuspid  and  pulmonary 
valves  are  competent,  and  the  endocardial  surfaces 
are  normal.  The  left  auricle  and  ventricle  are 
dilated.  The  endocardium  lining  the  left  ventricle 
shows  a small,  elevated,  circular  (1.5  cm.  diameter) 
area  with  central  ulceration  extending  into  the 
ventricular  cavity  just  below  the  aortic  cusps. 
Section  of  the  musculature  through  this  area  reveals  a 
soft  gray  color.  One  of  the  aortic  cusps  shows  ex- 
tensive vegetations,  and  its  commissures  rise  higher 
than  the  other  commissure.  The  vegetations  are 
friable,  and  the  aortic  wall  behind  the  affected  com- 
missure shows  evidence  of  ulceration  and  suppura- 
tion. The  aorta  appears  normal  otherwise.  The 
coronary  ostia  are  patent,  and  the  left  ventricular 
wall  measures  1.7  cm.  The  mitral  valve  is  compe- 
tent and  free  of  vegetations.” 

Microscopic  report  on  heart  was  as  follows:  “One 
focal  area  in  the  myocardium  shows  fresh  necrosis, 
and  there  are  polymorphonuclear  leukocytes  between 
the  muscle  fibers.  The  aortic  valve  leaflet  is  ulcer- 
ated and  covered  with  fibrinous  vegetations  that 
are  filled  with  colonies  of  cocci.  Beneath  these 
there  are  palisaded  fibroblasts  mingled  with  large 
phagocytic  cells.  Occasional  phagocytes  are  multi- 
nucleated.  There  is  an  abscess  in  the  aortic  annulus. 
A section  of  aorta  shows  marked  granulation  tissue 
formation  in  the  intima  with  a covering  layer  of 
thrombus.  The  media  shows  hyalinization  that  is 
probably  due  to  congenital  malformation  of  the  valve 
commissure.  No  Aschoff  bodies  w^ere  found  in  the 
myocardium.” 

Final  cardiac  diagnosis  was  congenital  malforma- 
tion of  the  aortic  valve  with  acute  bacterial  endo- 
carditis of  the  aortic  valve. 

Malformed  or  bicuspid  aortic  valves  were 
present  in  both  cases.  Case  1 had  a probable 
acquired  fusion  of  two  of  the  aortic  cusps  wherein 
the  rupture  occurred.  Case  2 had  what  our 
pathologist  considered  a congenital  bicuspid 
aortic  valve. 

Koletsky  has  written  comprehensively  on  the 
differentiations  between  the  congenital  and  ac- 
quired bicuspid  aortic  valve  and  their  relationship 
to  bacterial  endocarditis.5-7  In  his  experience 
bicuspid  aortic  valves  are  the  most  common  of 
congenital  cardiac  anomalies.  He  found  18  cases 
in  3,300  consecutive  autopsies,  coarctations  being 
second  with  16  cases.  In  a subsequent  study 
he  found  that  the  acquired  bicuspid  valves  were 
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even  more  common,  practically  1 per  cent  of 
1,200  consecutive  autopsies.6  Many  of  the  re- 
ports on  bicuspid  valves,  as  well  as  ours,  were 
not  subjected  to  the  exacting  criteria  that  Kolet- 
sky  designated,  and  probably  the  differentiation 
is  chiefly  academic.  His  conclusions  were  that 
the  congenital  bicuspid  valves  were  not  partic- 
ularly prone  to  bacterial  endocarditis,  whereas 
the  acquired  bicuspid  valves  were.  The  latter 
are  chiefly  the  result  of  a previous  rheumatic 
involvement  and  are  susceptible  to  endocarditis 
along  with  other  valvular  heart  disease. 

Thayer  reported  three  bicuspid  aortic  valve 
lesions  among  20  cases  of  acute  bacterial  endocar- 
ditis involving  the  aortic  valve.8  Fulton  and 
Levine  had  two  bicuspid  valves  among  30  cases  of 
subacute  bacterial  endocarditis.9  Bayliss  and 
Lewis  had  three  cases  of  bicuspid  valves  in  28 
cases  of  subacute  bacterial  endocarditis.10 
Braunstein  and  Townsend  had  seven  bicuspid 
valves  among  58  cases  of  bacterial  endocarditis.11 
The  conclusions  from  this  literature  are  that 
most  bicuspid  aortic  valves  in  adults  are  ac- 
quired lesions,  secondary  to  rheumatic  fever,  and 
that  it  is  the  rheumatic  involvement  per  se  that 
predisposes  to  the  bacterial  endocarditis. 

Rupture  or  perforation  of  an  aortic  cusp  was 
another  feature  of  our  two  cases.  This  brings 
about  a more  or  less  precipitous  and  likely  dra- 
matic clinical  episode  of  aortic  insufficiency.  It 
apparently  is  not  very  common.  Trauma  may 
play  some  part  in  initiating  the  phenomenon, 
but  it  essentially* occurs  as  an  inevitable  conse- 
quence of  a diseased  valve. 

Fly  the  and  Wren  report  a case  of  a twenty- 
nine-year-old  previously  healthy  soldier  who  had 
a sudden  severe  anginal-like  pain  followed  by 
typical  aortic  insufficiency  from  which  he  died 
in  sixty-two  hours.12  In  this  case  atherosclerosis 
in  a bicuspid  aortic  valve  was  the  underlying  pa- 
thology that  predisposed  to  the  tear  and  rupture 
of  the  cusp. 

In  most  of  the  other  reported  cases  of  ruptured 
bicuspid  aortic  valves  the  basic  pathology  was 
an  involvement  of  the  cusps  by  bacterial 
endocarditis.  A case  report  from  the  Massa- 
chusetts General  Hospital  cites  an  acute  bac- 
terial endocarditis  due  to  Staph,  aureus,  with 
rupture  of  a bicuspid  aortic  valve.5  Knoll 
reports  a Streptococcus  viridans  subacute  bac- 
terial endocarditis  with  rupture  of  the  solely  in- 
volved bicuspid  aortic  valve.13  Weschler  cites 
a case  of  Brucella  abortus  endocarditis  involving 
a congenital  bicuspid  valve  and  in  addition  the 
tricuspid  valve. 14  Thus  practically  any  pathogen 
has  been  found  in  endocarditis  cases. 

Ruptures  of  otherwise  normal  aortic  valves 
have  also  been  reported;  these  were  invariably 
precipitated  by  severe  trauma  or  severe  exertion. 


Bushong  reviewed  this  literature  and  found  seven 
such  cases  since  1925  and  added  two  of  his  own.16 

With  the  characteristic  predilection  of  syphilis 
for  the  aorta  and  the  aortic  valve,  the  further 
involvement  of  the  aortic  valve  by  a bacterial 
endocarditis  is  worthy  of  note.  It  had  been 
considered  a rare  coincidence  until  Braunstein 
and  Townsend  proved  otherwise.11  They  found 
only  11  cases  in  the  literature  and  yet  were  able 
to  gather  up  nine  of  their  own  cases,  each  proved 
by  very  rigid  criteria. 

Embolic  phenomena  are  common  and  serious 
complications  of  bacterial  endocarditis.  In  our 
Case  2 it  was  the  presenting,  although  then  un- 
recognized, sign.  In  this  case,  an  acute  abdomen 
was  explored  with  a preoperative  impression  of 
intestinal  obstruction;  a fairly  normal  appendix 
was  removed,  a slightly  enlarged  spleen  was 
discovered;  a “node”  in  the  mesentery  was 
biopsied,  and  this  revealed  “thrombosed  vessels 
with  purulent  infiltration  of  the  vein  walls.” 
In  retrospect  this  is  easily  a small  septic  embolus 
to  the  mesentery,  and  this  with  the  splenomegaly 
should  have  suggested  a bacterial  endocarditis. 
The  patient  had  been  seen  at  home  by  one  of  us 
(S.A.M.),  and  no  cardiovascular  abnormalities 
were  noted,  nor  was  anything  noted  in  the  post- 
operative period  when  he  was  gone  over  objec- 
tively to  find  a reason  for  what  was  then  con- 
sidered to  be  a small  mesenteric  thrombosis. 
Nine  days  after  his  hospital  discharge  he  was 
readmitted  with  a dramatic  full-blown  aortic 
insufficiency. 

From  the  Massachusetts  General  Hospital, 
Mallory  reports  two  cases  with  a similar  embolic 
manifestation  of  bacterial  endocarditis  presenting 
as  cerebral  episodes.16,17  Bayliss  and  Lewis 
emphasize  that  embolic  phenomena  are  promi- 
nent and  should  promptly  call  attention  to  the 
heart  for  a possible  bacterial  endocarditis.10 

Summary  and  Conclusions 

Two  cases  of  bicuspid  aortic  valves  with  rup- 
ture are  presented.  Both  were  associated  with 
bacterial  endocarditis.  The  complications  of 
this  serious  disease  combination,  mainly  ruptures 
of  the  aortic  cusps,  embolic  manifestations,  and 
toxic  psychosis  due  to  parenteral  mercurials,  are 
discussed.  The  literature  on  the  subject  is  re- 
viewed and  suggests  that  it  is  not  too  uncommon, 
although  quite  often  unrecognized.  Careful 
daily  auscultations  are  necessary  in  all  suspected 
endocarditis  cases.  The  appearance  of  new  or 
different  murmurs  is  certainly  significant;  the 
fairly  sudden  appearance  of  a diastolic  aortic 
murmur  suggests  the  diagnosis  of  a ruptured 
aortic  valve. 
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A TECHNIC  OF  ARTHRODESIS  OF  THE  KNEE  UTILIZING  A 
DOUBLE-TENON  BLOCK 

Arthur  A.  Michele,  M.D.,  F.A.C.S.,  Brooklyn,  New  York,  and  Frederick  J.  Krueger, 
M.D.,  F.A.C.S.,  Milwaukee,  Wisconsin 

( From  the  Department  of  Orthopedic  Surgery,  New  York  Medical  College,  and  U.  S.  Marine  Hospital, 
Staten  Island) 


THE  principles  of  successful  bone  healing, 
which  includes  arthrodesis,  have  been  partially 
clarified  by  the  excellent  basic  physiologic  and 
pathologic  work  of  Charnley  and  Eggers,  who  in 
1946  explained  the  role  of  contact  compression 
factors  in  bone  healing.1'2  In  retrospect,  Milgram 
was  probably  the  first  to  employ  these  factors  to 
the  best  advantage  in  his  rotation  osteotomy 
arthrodesis,  which  was  a definite  step  forward  in 
the  utilization  of  basic  fusion  principles.3  The 
disadvantages  were  that  the  cases  had  to  be 
selected  and  that  neurotrophic  or  diseased  bone  is 
considered  “poor  timber”  for  the  grafting  strut. 
It  is  our  experience  that  replacement  of  the  dis- 
eased bone  with  healthy  vigorous  bone  at  the  site 
of  the  osteotomy  arthrodesis,  together  with 
preservation  of  the  circumferential  and  collateral 
structures,  will  more  definitely  insure  and  secure 
early  fusion  of  the  knee. 

Arthrodesis  of  the  joint,  utilizing  the  contact 
compression  factor,  is  well  demonstrated  by  a 
study  of  the  knee  joint.  We  have  attempted 
to  apply  the  theoretic  considerations  involved,  as 
well  as  the  practical  considerations,  by  partially 
converting  an  unstable  arthrodesis  into  a stable 
fracture  under  optimum  healing  conditions. 
The  slightly  dovetailed  double-tenon  (one  above 
and  one  below),  wedged-mortice  arthrodesis 
now  appears  to  be  the  most  logical  means  of 
insuring  an  ideal  state  of  healing.  Our  experi- 
ence with  the  use  of  healthy  vigorous  cancellous 
bone  mixed  with  cortical  bone  has  further  stimu- 
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lated  and  aided  us  in  understanding  its  osteo- 
genesis. 

The  Hibbs  method  of  knee  fusion  leaves  a 
muscular  and  periarticular  imbalance.  The 
addition  of  struts  of  bone  would  no  doubt  pro- 
vide greater  bone  contact  security.  Many 
methods  utilizing  bone-struts,  screws,  bolts, 
pins,  and  extra-articular  fixations  have  been  tried 
in  an  attempt  to  find  the  one  which  will  give  the 
best  results  in  a difficult  situation.  The  use  of 
the  Key’s  turnbuckle  method  produced  absolute 
rigidity  under  sufficient  stress  in  one  plane,  and  it 
was  noted  that  excessive  compression  factors 
led  to  necrosis  or  osteoclasis  of  bone  at  the  vulnera- 
ble points  and  also  at  the  pin  sites.  Also,  there 
was  always  the  problem  of  using  the  turnbuckle 
when  a flexed  knee  was  desired.  Furthermore, 
due  to  the  weight  of  the  leg,  adequate  tension 
must  be  maintained  to  secure  good  coaptation  of 
fusion  sites,  since  the  turnbuckle  might,  after 
necrosis,  actually  keep  the  bone  ends  apart. 

Knee  fusions  performed  in  the  orthodox  manner 
have  for  many  years  consisted  principally  of  resec- 
tion of  the  distal  end  of  the  femur  and  the  proxi- 
mal end  of  the  tibia,  with  angulation  posteriorly 
in  order  to  produce  a flexion  of  approximately 
15  or  20  degrees  at  the  articulation,  often  leaving 
degenerated  bone  ends  approximated.  A year 
was  usually  considered  the  minimal  time  for 
solid  healing,  and  a high  percentage  of  failures 
were  anticipated;  even  after  the  advent  of  the 
antibiotics,  many  sites  became  infected. 

Further  studies  have  proved  that  in  tubercu- 
lous and  neurotrophic  states  of  the  knee  joint, 
the  posterior  synovium  and  capsule  need  not  be 
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interfered  with  as  they  are  in  anterior  compart- 
ment debridement.  Failure  to  remove  portions 
of  the  articular  cartilage  in  the  procedure  of 
arthrodesis  has  often  resulted  in  cortical  type  of 
circumferential  fusion  of  bone  occurring  twelve  or 
even  fifteen  months  after  surgery.  Moreover, 
it  is  inconceivable  that  in  a satisfactory  arthro- 
desis of  the  knee  all  pathologic  tissue  has  been 
excised.  However,  despite  the  residuum  of  the 
disease,  if  a sufficient  vascular  bed  exists  across 
a site  of  contact,  healing  will  take  place  without 
spread  of  the  tuberculous  infection  into  the  soft 
tissues  surrounding  the  joint. 

Technic  of  the  Double-Tenon  Arthrodesis 

Under  anesthesia  and  tourniquet,  the  extrem- 
ity is  placed  in  a stanchion  which  holds  the 
knee  solidly  at  approximately  20  degrees  flexion. 
For  entering  the  joint,  the  split-patella  approach 
of  Jones  and  Brackett  is  preferred.  When  no 
bone  bank  is  available,  the  patella  may  be  saved 
if  it  is  not  diseased;  otherwise,  all  but  the  sub- 
periosteal bone  should  be  discarded.  The  joint  is 
then  carefully  debrided,  sparing  the  capsule  and 
the  lateral  collateral  ligaments  whenever  possible. 
Blood  supply,  nerves,  and  fascial  layers  must  be 
preserved  as  fully  as  conditions  permit.  Before 
the  mortices  are  made  on  the  bone  ends,  the  joint 
is  flushed  with  ether.  To  expedite  the  procedure 
and  to  reduce  trauma,  power-driven  drills  and 
saws  are  used  to  cut  a trough  in  the  distal  end  of 
the  femur  and  the  proximal  end  of  the  tibia. 
The  trough  on  gach  bone  should  measure  l1/* 
to  1 3A  inches  across  and  approximately  3 to  3V2 
inches  in  length  (over-all  length  6 to  7 inches). 
Figure  1 illustrates  the  general  procedure. 

After  the  trough  has  been  prepared  and  appears 
as  a mortice  on  each  of  the  bone  ends,  the  articular 
cartilage,  degenerated  bone  tissue,  and  the  menisci 
are  carefully  removed.  The  knee  is  then  put  back 
in  the  stanchion,  where  it  is  held  firmly  at  the  de- 
sired flexion  of  approximately  18  degrees  and  made 
ready  for  the  graft  struts.  If  long-bone  struts  are 
available  in  the  bone  bank,  grafts  of  a cortical 
type,  8 or  10  inches  long,  may  be  placed  across 
the  joint.  The  strut  is  first  rammed  retrograde 
and  then  into  position,  thus  helping  to  lock  the 
hinge  from  the  tibial  shaft  proximally  to  the 
femoral  shaft  distally.  The  cortical  struts  are 
mixed  with  healthy  vigorous  cancellous  bone 
from  the  bone  bank.  For  this  purpose,  bone  from 
the  distal  end  of  the  femur  or  the  proximal  end 
of  the  tibia  or  from  the  ilium  is  to  be  preferred. 
All  the  grafts  are  placed  at  their  best  mechanical 
advantage  in  this  three-quarter  cylinder  and 
tamped  slightly  so  that  they  will  almost  hold  the 
weight  of  the  leg.  The  wound  is  then  closed 
(removing  excess  grease  from  the  grafts  with  an 
ether-moistened  sponge),  and  a long-leg  cast 
with  1 y2  spica  to  the  hips  is  applied. 


ARTHRODESIS  OF  KNEE 


Fig.  1.  Mechanics  of  the  arthrodesis.  (1)  Trough 
windowed  through  the  anterior  knee  joint;  (2)  an- 
terior view  length  and  width  of  trough — (A)  and  ( B ) 
indicate  supracondylar  level;  (3)  excholeation  of  all 
bone  within  lateral  and  posterior  cortical  limits  of 
the  femur  and  tibia — (A)  and  ( B ) arrows  indicate 
direction  of  excholeation;  (4)  sagittal  view  of  depth 
of  trough;  (5)  prepared  grafts  impacted  into  the 
trough — patella,  excholeated  bone,  or  homologous  or 
autogenous  graft  is  used. 

This  procedure  obviates  the  need  for  external 
pin  fixation  to  maintain  contact  or  to  produce 
compression  at  the  site  of  arthrodesis.  We  have 
also  found  that  the  use  of  nails  or  other  mechani- 
cal means  of  stabilization  is  unnecessary.  In 
addition,  this  method  enables  us  to  select  the 
angle  of  fusion  with  the  least  difficulty.  Through 
the  exposure  which  has  been  made  for  the  window, 
it  can  be  seen  that  practically  the  entire  bed  of 
nerve  and  blood  supply  has  been  left  undis- 
turbed, so  that  rapid  healing  simulating  that  of  a 
stable  healing  fracture  is  facilitated.  No  redun- 
dancy of  tissue  occurs  at  the  site  of  arthrodesis, 
since  there  is  no  shortening  of  the  femur  or  tibia. 
The  surgeon  is  not  disturbed  by  the  fear  that  the 
joint  resection  will  produce  either  a disturbed 
valgus  or  varus  of  the  knee  joint  or,  as  we  have 
found  in  some  instances,  an  anteroposterior 
displacement  or  rotation.  lie  maintain  an 
accessory  or  secondary  immobilization  of  the 
knee  by  utilizing  the  hip  spica. 

Comment 

In  order  to  appreciate  the  kind  of  healing  that 
can  be  obtained  by  this  type  of  fusion  one  must 
first  understand  the  healing  that  takes  place  in 
healthy  donor  bone  in  a relatively  healthy  bone 
bed.  It  requires  approximately  six  weeks  for 
clinical  union,  except  in  the  case  of  the  neuro- 
trophic advanced  joint,  for  which  ten  to  twelve 
weeks  should  be  allowed  (instead  of  one  year,  as 
in  most  of  the  other  forms  of  arthrodesis  of  this 
joint).  By  this  double-tenon  mortice  method, 
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an  excellent,  firm  rim  of  cortical  bone  will  be 
found  extending  from  the  femur  into  the  tibia. 

Although  it  is  not  within  the  scope  of  this  paper 
to  discuss  the  biologic,  physiologic,  or  pathologic 
phases  of  bone  healing,  we  cannot  refrain  from 
mentioning  some  of  the  factors  involved.  It  is 
pointed  out  in  the  literature  that  two  groups  of 
forces  contribute  to  the  contact  compression 
factor  in  bone  healing:  First,  the  external  contact 
compression  nonphysiologic  force,  including  surgi- 
cal methods  (mechanical  advantages),  the  case, 
gravity,  and  later  on  in  healing  and  weight-bear- 
ing. Second,  the  internal  force,  consisting  pri- 
marily of  the  pull  of  muscles  and  of  healing  con- 
nective tissue  (as  it  scars  after  the  third  week) 
across  the  fracture  site  or  other  dissolution  hurdle. 
It  is  also  known  that  the  better  the  blood  supply 
and  the  less  pathologic  tissue  there  is  to  penetrate 
before  reaching  the  healing  zone,  the  better  and 
faster  the  healing.  We  have  tried  to  make  a 
situation  as  nearly  ideal  as  possible  for  bone  heal- 
ing and  apparently  have  solved  many  of  the  prob- 
lems encountered  in  fusing  a knee  joint.  We  feel 


that  this  method  will  shorten  the  postoperative 
healing  time  for  a routine  knee  arthrodesis  by 
many  months. 

The  most  suitable  type  of  case  for  this  opera- 
tion is  the  painful  osteoarthritic  knee  for  which 
the  indication  is  fusion.  Other  promising  situa- 
tions are  postpoliomyelitic,  tuberculous,  neuro- 
trophic, and  traumatic  cases. 

Summary 

A technic  for  arthrodesis  of  the  knee  is  pre- 
sented, in  which  an  abundance  of  vigorous  and 
healthy  cancellous  and  cortical  bone  from  the 
bone  bank  is  utilized.  The  method  provides  defi- 
nite mechanical  advantages,  particularly  in 
stabilization  of  the  joint  and  the  utilization  of 
contact  compression  factors  to  the  best  ad- 
vantage. 
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AN  EVALUATION  OF  THE  DICUMAROL  THERAPY  IN  300  CASES 
OF  MYOCARDIAL  INFARCTION 

Isaac  H.  Richter,  M.D.,  Richard  F.  Del  Nunzio,  M.D.,  and  Samuel  L.  Swiller,  M.D., 
Brooklyn,  New  York 

( From  the  Medical  Service  of  the  Coney  Island  Hospital) 


THIS  paper  does  not  present  an  original 
principle  or  a new  technic  of  approach.  The 
value  of  anticoagulants  in  the  treatment  of  myo- 
| cardial  infarction  has  been  well  espoused  by  out- 
standing authorities,  such  as  Wright  et  al.,  Nichol 
and  Page,  Peters  et  al.,  and  others,  and  has  been 
challenged  by  a few,  Russek  et  al.  and  Bresnick 
etal d-11 

This  presentation  has  been  developed  from  the 
i ward  cases  of  the  Coney  Island  Hospital,  a hos- 
pital with  usual  laboratory  facilities.  We  have 
gathered  300  cases  of  myocardial  infarction,  150 
treated  in  the  usual  manner,  without  anticoagu- 
lants, and  150  treated  in  the  same  manner  but 
including  anticoagulant  therapy.  (“Same  man- 
ner” includes  sedatives,  narcotics,  oxygen,  papav- 
erine, bed  rest,  and  routine  cardiac  care.)  In 
both  series  cases  were  quite  unselected  except  for 
) exclusion  of  (1)  those  who  died  within  seventy- 
two  hours  and  (2)  patients  who  were  in  the  hos- 
pital too  few  days  to  evaluate  the  results.  A 
1 large  percentage  of  cases  were  personally  seen  by 
one  or  more  of  us. 

The  selection  of  a nondicumarolized  control 


TABLE  I. — Analysis  of  283  Cases  with  Regard  to 
Definite  Previous  Attacks  of  Myocardial  Infarction* 


Number 

Number  of  of  , 'Survived- ' Died  • 

Attacks  Patients  Number  Per  Cent  Number  Per  Cent 


Nondicumarolized  Group  ( 139  Cases ) 


None 

118 

81 

68.6 

37 

31.4 

1 

12 

7 

58.3 

5 

41.7 

2 

2 

0 

0.0 

2 

100.0 

3 

2 

1 

50.0 

1 

50.0 

Numerous 

5 

2 

40.0 

3 

60.0 

Dicumarolizea  Group  (144  Cases ) 

None 

110 

98 

89.1 

12 

10.9 

1 

23 

23 

100.0 

0 

0.0 

2 

5 

4 

80.0 

1 

20.0 

3 

0 

0 

0.0 

0 

0.0 

Numerous 

6 

5 

83.3 

1 

16.6 

* Where  there  was  previous  angina  pectoris  or  previous 
heart  failure  but  with  no  definite  history  of  an  episode  of  acute 
myocardial  infarction,  these  cases  were  not  included  in  this 
analysis. 


series  of  patients  of  sufficient  number  was  influ- 
enced by  the  wide  and  well-publicized  acceptance 
of  anticoagulant  therapy  in  myocardial  infarc- 
tion, so  that  we  could  not  withhold  this  form  of 
therapy  except  in  the  following  instances: 

1.  Contraindications  such  as  (a)  appreciable 
prothrombin  deficiency,  as  in  liver  diseases,  (6) 
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Fig.  1.  Age  distribution  of  males  in  control  and 
dicumarolized  cases.  Chart  shows  control  cases 
(unshaded),  dicumarolized  cases  (shaded),  and  mor- 
talities (black). 
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Fig.  2.  Age  distribution  of  females  in  control 
and  dicumarolized  cases.  Chart  shows  control 
cases  (unshaded),  dicumarolized  cases  (shaded),  and 
mortalities  (black). 


blood  dyscrasias,  (c)  gastrointestinal  tract  pathol- 
ogy where  bleeding  was  an  actual  or  potential 
factor,  and  (d)  urinary  bleeding  (nonembolic). 

2.  Diagnostic  problems,  where  diagnostic  un- 
certainty existed  for  so  long  a time  as  to  make 
the  use  of  anticoagulants  impractical. 

3.  Cases  of  apparent  minimal  severity. 

These  were  part  of  the  control  series. 

The  rest  of  the  control  series — and  they  made 
up  the  large  bulk — were  drawn  from  the  years 
immediately  prior  to  the  institution  of  Dicumarol 
at  the  Coney  Island  Hospital  (May,  1947)  and 
reached  back  five  years. 

At  this  point,  we  may  refer  briefly  to  Figs.  1 
and  2 and  to  Table  I.  It  will  be  seen  that  the 
control  and  the  dicumarolized  groups  are  quite 
comparable  as  to  age,  sex,  and  number  of  previ- 
ous attacks  of  myocardial  infarction. 

Dicumarol  was  used  in  all  of  the  dicumarolized 
cases  in  dosages  designed  to  maintain,  as  much  as 
possible,  a daily  prothrombin  time  of  twenty-five 
to  thirty-five  seconds,  using  difeo  thromboplastin 
by  the  Quick  method.12,13  In  a small  percentage 
of  cases  where  the  gravity  of  the  situation  war- 
ranted it,  heparin  also  was  administered  in  the 
first  two  to  three  hospital  days,  until  Dicumarol 
effect  was  apparent. 

Figures  1 and  2 delineate  the  mortalities  among 
the  150  control  cases  (of  which  106  were  males 
and  44  were  females)  and  among  the  150  dicu- 
marolized cases  (of  which  104  were  males  and 
46  were  females).  This  has  been  arranged  by  age 
groups.  It  is  evident  that  in  all  age  groups  and 
in  both  sexes  the  results  with  Dicumarol  were 
significantly  better  than  in  the  control  group. 


TABLE  II. — Analysis  of  300  Cases  Treated  with  and 
Without  Anticoagulants 


With  Anticoagulants 
(150  Cases) 

Before  After 

Institution  Effective 
of  or  Before  Level  of 
Effective  Therapy 
Level  of  Had  Been 
Therapy  Reached 

Without 
Antico- 
agulants 
(150  Cases) 

Number  of  deaths 

17  (11.3%) 

50  (33.3%) 

Complications, 

thromboembolic 

13 

2 

34 

Pulmonary  infarcts 

11 

1 

18 

Emboli  to  extremities 

1 

0 

5 

Emboli  to  head 

1 

1 

8 

Emboli  to  kidneys 

0 

0 

2 

Emboli  to  mesenteric 
artery 

0 

0 

1 

Total  number  of  patients 
with  these  compli- 
cations 

13 

2 

30 

Cases  with  multiple 
emboli 

0 

0 

4 

Deaths  with  emboli 
or  thrombi 

3 

0 

24 

Mortality  with  mul- 
tiple emboli 

0 

0 

4 

Cases  developing  bleed- 
ing 

Hematuria,  gross 

0 

3 

1* 

Hematuria,  micro- 

scopic 

0 

2 

0 

Epistaxis 

0 

2 

0 

Skin  ecchymosis 

0 

1 

0 

Deaths 

0 

0 

0 

* This  patient  had  prostatic  varix. 


In  Table  II  are  listed  the  over-all  results  in  the 
Dicumarol-treated  group  and  in  the  control 
group,  indicating  the  mortalities  and  the  pertinent 
complications.  It  can  be  seen  that  in  the  di- 
cumarolized group  17  of  150  cases  died,  an  inci- 
dence of  11.3  per  cent.  In  the  control  group  50 
of  150  cases  died,  an  incidence  of  33.3  per  cent. 

In  the  dicumarolized  group,  there  was  a total 
of  15  cases  with  thromboembolic  episodes.  Of 
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these,  13  occurred  before  institution  of  Dicumarol 
or  before  reaching  the  effective  therapeutic  level ; 
only  two  occurred  after  reaching  such  a level. 
Three  of  the  13  cases  succumbed. 

In  the  control  group,  there  was  a total  of  30 
cases  with  thromboembolic  episodes,  24  of  whom 
died. 

Case  Reports 

Seven  of  the  treated  cases  had  some  sort  of 
bleeding  episode.  These  are  briefly  noted  as  fol- 
lows. 

Case  1. — S.  H.,  age  seventy-two,  male,  who  was 
later  proved  by  peritoneoscopy  to  have  cirrhosis  of 
the  liver,  began  after  four  weeks  of  Dicumarol  to 
have  gross  hematuria  at  a prothrombin  time  of 
21.5  seconds.  Despite  vitamin  K on  several  occa- 
sions and  two  transfusions,  he  bled  for  one  week. 
Dicumarol  was  discontinued  with  the  onset  of 
bleeding.  T wenty-three  days  later  he  had  hemopty- 
sis, and  a pulmonary  infarct  was  demonstrated  in  the 
right  lung.  Patient  recovered  and  was  discharged 
four  weeks  later. 

Case  2. — N.  D.,  age  seventy-five,  male,  who  later 
admitted  to  an  episode  of  hematuria  six  months  prior 
to  admission,  developed  urinary  bleeding  on  the 
seventeenth  day  of  Dicumarol  therapy.  On  the 
previous  day  the  prothrombin  time  had  been  25 
seconds.  Bleeding  lasted  four  days,  during  which 
time  cystoscopy  revealed  a prostatic  varix. 

Cases  3 and  4- — Two  patients  had  microscopic 
hematuria  lasting  four  days  and  seven  days,  respec- 
tively, and  were  thereafter  without  incident. 

Cases  5 and  6. — Two  patients  had  mild  epistaxis 
which  in  each  case  lasted  but  one  day. 

Case  7. — One  patient  developed  extensive  ecchy- 
moses  over  areas  of  venipunctures  and  intramuscular 
injections,  beginning  on  the  fourth  day  of  Dicu- 
marol. Dicumarol  was  stopped.  Three  days  later 
she  developed  a left  pulmonary  infarct.  Following 
this  her  course  was  uneventful. 

It  is  recognized  that  the  previous  condition  of 
the  patient  plays  a part  in  the  prognosis  of  his 
attack.  We  have  analyzed  the  cases  from  the 
standpoint  of  previous  attacks  of  myocardial 
infarction.  These  are  listed  in  Table  I.  It  will 
be  seen  that,  of  those  patients  who  had  no  previ- 
ous attacks  and  were  treated  without  Dicumarol, 
81  out  of  118  (68.6  per  cent)  survived,  whereas  in 
the  dicumarolized  group  98  out  of  110  (89.1  per 
cent)  survived.  In  those  patients  with  one  previ- 
ous attack  seven  out  of  12  (58.3  per  cent)  of  the 
control  group  survived,  whereas  23  out  of  23  (100 


per  cent)  of  the  dicumarolized  group  survived. 
In  the  cases  with  multiple  previous  attacks,  the 
results  similarly  favored  the  dicumarolized  over 
the  control  group. 

Summary  and  Conclusions 

1.  Three  hundred  cases  of  myocardial  infarc- 
tion have  been  presented.  Of  these,  150  were 
treated  with  Dicumarol,  and  150  made  up  a con- 
trol group. 

2.  In  the  “treated”  series  the  mortality  was 
11.3  per  cent,  and  in  the  control  group  the  mor- 
tality was  33.3  per  cent. 

3.  In  the  “treated”  series  the  over-all  inci- 
dence of  thromboembolic  complications  was  10 
per  cent,  but  was  only  1.3  per  cent  after  effective 
therapeutic  level  had  been  reached.  In  the  con- 
trol group  the  thromboembolic  incidence  was  20 
per  cent. 

4.  In  the  dicumarolized  (“treated”)  group 
there  were  no  deaths  from  thromboembolic  com- 
plications once  the  effective  therapeutic  level  had 
been  reached. 

5.  When  the  cases  were  analyzed  from  the 
standpoint  of  previous  attacks  of  myocardial 
infarction,  it  is  apparent  that  the  use  of  Dicu- 
marol was  invariably  associated  with  the  more 
favorable  results. 

6.  This  series  supports  the  view  that  Dicu- 
marol is  a well-merited  adjunctive  treatment  in 
acute  myocardial  infarction. 
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SATISFYING  and,  at  times,  startling  results 
in  the  psychiatric  treatment  of  psychoso- 
matic problems  have  created  a great  wave  of 
enthusiasm  for  the  recently  more  effective  han- 
dling of  these  patients.  As  with  any  new  develop- 
ment in  medicine,  enthusiasm  can  dull  our  sense 
of  caution  and  lead  to  errors  in  evaluating  out- 
patients which,  to  be  avoided,  need  first  to  be 
recognized  and  acknowledged . There  are  several 
sources  of  danger  in  the  diagnosis  of  psychoso- 
matic disorders.  Prominent  among  them  is  the 
frequent  tendency  to  make  a diagnosis  of  psy- 
chiatric illness  on  the  basis  of  apparent  exclusion 
of  overt  physical  disease.  This  may  then  be 
followed  by  the  attachment  of  a label  of  neurosis 
and  referral  for  psychiatric  treatment.  This 
method  of  operation  infers  several  weaknesses. 
First,  we  do  not  know  all  there  is  to  know  about 
physical  disease  and  its  manifestations,  and  it  is 
infinitely  valuable  to  keep  an  open  mind  about 
the  uncharted  regions  in  our  understanding  of 
physical  illness;  and  as  a corollary  to  this,  it  is 
well  known  that  many  physical  ailments  will 
superficially  simulate  neurosis  very  closely.  As 
a dramatic,  although  exaggerated,  example  of  this 
one  need  only  recall  that  not  too  many  years  ago, 
there  were  many  who  felt  that  general  paresis 
was  the  terminal  stage  of  a purely  psychiatric 
illness. 

A further  fact,  even  more  fundamental,  is 
that  psychologic  conflicts,  sources  of  anxiety, 
and  subconscious  problems  exist  in  all  of  us  whether 
in  good  or  bad  physical  health.  Let  any  individ- 
ual expose  himself  to  psychiatric  delving,  and 
mental  mechanisms  will  be  forthcoming.  In  any 
given  case,  however,  the  presence  and  recognition 
of  such  psychologic  factors  are  not  conclusive 
proof  in  themselves  of  the  etiologic  relationship  to 
somatic  complaints,  and  the  quick,  incautious 
assumption  that  such  causal  relationship  exists 
may  lead  to  overlooking  a physical  cause  for 
trouble. 

These  comments  are  prompted  by  the  fre- 
quency with  which  errors  are  made  in  terms  of 
giving  psychiatric  diagnoses  and  therapy  to  con- 
ditions that  could  be  more  effectively  treated 
physically  if  accurately  diagnosed.  This  does 
not  invalidate  the  accepted  principle  that  psychi- 
atric therapy,  not  necessarily  by  the  psychiatrist, 
is  helpful  as  an  adjunct  to  treatment  in  almost 
any  physical  ailment. 

It  is  significant  that  of  100  successive  patients 


referred  by  physicians  for  psychiatric,  not  neuro- 
logic, consultation,  17  displayed  physical  dis- 
ease which  contributed  prominently  and  in  many 
instances  crucially  to  the  psychiatric  picture, 
although  emotional  factors  were  clearly  present 
in  all. 

These  patients  were  diagnosed  as  follows: 


Epilepsy  (including  grand  mal,  myo- 
clonus, petit  mal,  and  equivalents)  7 

Acute  encephalitis  (1  due  to  mumps  virus 
without  overt  glandular  symptoms)  2 

Post-traumatic  causalgia  1 

Chronic  postencephalitis  syndrome  2 

Syphilitic  meningoencephalitis  (general 
paresis)  2 

Sacral  nerve  root  lesion  (postpartum)  1 

Guillain-BanA  syndrome  1 

Organic  brain  disease  (postencephalitic 
and  post-traumatic)  1 


Other  conditions  encountered  under  similar 
circumstances,  although  not  in  this  series  of  100, 
have  included  peptic  ulcer,  lobar  pneumonia 
causing  toxic  psychiatric  aberrations,  headache 
due  to  abscessed  tooth,  headache  due  to  sinusitis, 
carcinoma  associated  with  “cancerophobia,” 
brain  tumor,  multiple  sclerosis,  etc. 

These  individuals  were  studied  for  emotional 
disturbances  in  the  course  of  their  examinations, 
and  fertile  material  for  psychiatric  interpretation 
was  abundant. 

The  following  cases  illustrate  such  initially 
mistaken  diagnoses  by  myself  and  others  and 
also  incidentally  present  some  less  frequently  seen 
manifestations  of  physical  illness  which  could 
easily  be  mistaken  for  psychologic  disturbance. 

Case  Reports 

Case  1. — Sandra  H.,  aged  fourteen  years,  first 
seen  in  February,  1949,  was  referred  for  treatment  of 
what  was  thought  to  be  psychogenic  vomiting.  For 
two  years  she  had  been  subject  to  nausea,  often 
with  vomiting,  occurring  before  or  during  a social 
event.  She  had  begun  to  avoid  dates  and  dances  for 
fear  of  such  episodes  of  illness.  The  patient  was 
described  as  recurrently  depressive,  at  which  times 
she  would  sleep  excessively.  Prior  to  the  birth  of  her 
younger  brother,  of  whom  she  displayed  considera- 
ble jealousy,  she  had  been  the  center  of  her  parents' 
and  relatives’  attentions,  all  of  which  changed 
markedly  with  the  arrival  of  a sibling.  These  and 
other  factors  indicated  the  presence  of  a fertile 
background  for  childhood  anxiety  and  psychologic 
disturbance. 
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Further  history,  however,  revealed  that  since  the 
age  of  three  years  she  had  experienced  infrequent 
faints,  preceded  by  dizziness,  in  which  she  would 
remain  unconscious  five  or  more  minutes,  without 
muscle  movements,  tongue-biting,  or  incontinence. 
She  had  had  two  such  episodes  in  the  six-month 
period  prior  to  my  examination.  There  were  no 
lapses  in  awareness  to  suggest  petit  mal. 

Neurologic  examination  was  completely  normal 
as  was  the  entire  physical  and  laboratory  workup. 
It  was  felt  that  the  possibility  of  visceral  equivalents 
of  epilepsy  must  first  be  considered,  after  which  the 
more  time-consuming  study  of  the  emotional  factors 
would  be  undertaken  if  indicated. 

An  electroencephalogram  revealed  a diffuse  cere- 
bral dysrhythmia  of  severe  degree,  which  could  be 
considered  corroborative  of  a clinical  impression  of 
epilepsy.  A therapeutic  trial  with  Dilantin,  at 
first  alone  and  later  in  combination  with  phenobarbi- 
tal,  produced  dramatic  results.  Whereas  her  stomach 
upsets  previously  had  averaged  one  per  week,  she 
had  only  two  such  episodes  in  the  ensuing  year  and 
three  months.  She  was  able  to  engage  in  a full 
social  program  without  inhibition. 

In  this  youngster,  emotional  factors  were  contribu- 
tory to  her  upsets,  even  in  the  presence  of  physical 
cause,  but  recognition  of  the  latter  was  essential  for 
accurate  evaluation  and  efficient  treatment  of  the 
problem. 

Case  2. — Sharilyn  H.  was  fifteen  years  when  first 
seen  in  January,  1947.  For  four  months,  she  had  ex- 
perienced falling  episodes  as  though  her  knees  “were 
giving  way.”  At  times  she  felt  her  legs  were  drag- 
ging. On  one  occasion  she  was  on  her  way  to  a formal 
dance,  and  as  she  approached  the  car,  she  suddenly 
could  not  get  in;  it  was  as  though  her  feet  “were  glued 
to  the  ground.”  She  was  lifted  into  the  car,  after 
which  her  legs  were  allegedly  normal.  It  was  later 
learned  that  this  was  the  first  dance  that  her  current 
boyfriend  did  not  escort  her  to,  and  she  had  been 
very  upset  that  all  her  schoolmates  knew  he  had 
lost  interest  in  her.  It  was  also  learned  that  two 
months  before  her  father  had  been  involved  in  a 
serious  auto  accident,  and  for  a short  time  thereafter, 
she  feared  getting  into  cars.  The  association  was 
thought  at  the  time  to  be  obvious. 

Past  history  review  revealed  that  the  patient’s 
mother  always  considered  her  a troublesome  infant, 
who  was  a bad  eater,  frequently  vomited  her  food, 
and  was  taken  to  innumerable  doctors.  The  mother 
continued  to  be  so  anxious  about  the  child  that  even 
at  the  age  of  fifteen  years,  the  patient  was  being 
spoon  fed  her  morning  eggs  if  she  did  not  eat  them 
by  herself. 

Neurologic  examination  at  the  initial  visit  was 
found  to  be  normal. 

On  this  neurotic  background,  a diagnosis  of  hys- 
teria seemed  clear,  and,  in  fact,  the  patient  was 
successfully  hypnotized  repeatedly  at  which  times 
paralyses  of  her  legs  and  arms  could  be  induced  and 
removed  at  will. 

However,  she  had  occasion  to  be  examined  by 
another  physician  who  saw  her  during  one  of  her 
weak  periods  and  suspected  physical  illness.  A 


recheck  of  her  neurologic  status  revealed  some  nystag- 
moid eye  movements  with  double  vision  on  left 
lateral  gaze,  an  unrelaxed,  suggestively  myasthenic 
manner  of  smiling,  and  asymmetric  abdominal  re- 
flexes. There  was  also  a suggestion,  inconclusive, 
of  fatty  hypertrophy  of  the  calf  muscles.  Neuro- 
logic status  was  otherwise  normal. 

At  this  point,  although  hysterical  manifestations 
were  undoubtedly  evident,  the  presence  of  myasthe- 
nia gravis  was  for  the  first  time  suspected,  even 
though  signs  of  some  unclassified  neurologic  defect 
were  also  evident  . Therapeutic  trials  first  w ith  place- 
bos and  then  with  intramuscular  prostigmine  con- 
firmed this  diagnosis  repeatedly,  and  she  has  since 
done  quite  well  on  varying  doses  of  prostigmine 
hydrobromide.  In  addition,  she  has  been  subjected 
to  repeated  courses  of  thymus  irradiation,  to  thymec- 
tomy, and  to  the  various  other  medications  used  in 
this  condition  with  equivocal  results. 

It  is  noted  that  a six-week  period  of  psychotherapy 
from  which  the  girl  benefited  emotionally  did  not 
accomplish  what  a one-day  trial  with  prostigmine 
did,  so  far  as  her  presenting  complaint  was  concerned. 

Case  3. — Roger  B.,  aged  fifteen  years,  was  said 
always  to  have  been  “high-strung  and  nervous,” 
to  have  preferred  solitary  activities,  and  to  have 
remained  at  home  indefinitely  unless  coerced  to  go 
out.  He  was  described  as  an  introspective  young- 
ster who  would  clearly  have  been  classified  as  a 
schizoid  personality  type. 

On  this  background,  the  boy  began  to  behave 
“strangely.”  He  appeared  apathetic  and  unin- 
terested in  his  usual  activities,  stated  he  couldn’t 
tell  whether  he  were  asleep  or  awake,  displayed 
unusual  mannerisms  such  as  shaking  his  head,  and 
on  at  least  one  occasion  had  a visual  hallucination  of 
his  grandmother.  Also  it  was  noted  that  irritable 
reactions  replaced  his  usually  placid  manner. 

It  was  further  revealed,  however,  that  two  weeks 
before  this  odd  behavior  appeared  he  had  first  com- 
plained of  occasional  dizziness,  especially  on  getting 
up  fast  or  moving  quickly.  One  week  later,  he  had 
suffered  a transient  momentary  faint,  without  muscle 
movements,  tongue-biting,  or  incontinence.  Shortly 
thereafter  fever  with  red  throat  and  what  appeared 
to  be  a cold  were  recognized.  During  the  third  week 
of  the  illness  he  had  displayed  pronounced  lethargy 
with  excessive  sleeping  both  day  and  night  which 
had  been  interpreted  as  a psychogenic  withdrawal. 

Of  significance  in  the  past  history  was  the  fact 
that  one  week  before  the  onset  of  illness  patient’s 
only  close  boyfriend  had  become  ill  with  the  mumps, 
and  the  patient,  who  had  never  had  mumps,  had 
been  in  close  contact  with  him  one  day  before  the 
symptoms  became  overt. 

Neurologic  examination,  except  for  apathy  and 
difficulty  in  concentrating,  was  entirely  negative. 
Spinal  fluid  examination,  which  was  done  about  three 
weeks  after  the  onset  of  the  illness,  revealed  8 
lymphocytes,  a slightly  elevated  protein  of  54  mg. 
per  cent,  and  a slightly  abnormal  colloidal  gold 
curve  described  as  an  “atypical  indeterminate 
abnormality”  with  a color  value  of  58.5.  Further, 
an  electroencephalogram  revealed  a diffuse  cere- 
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bral  dysrhythmia  of  severe  degree  which,  along 
with  the  spinal  fluid  abnormalities,  was  considered 
corroborative  of  a clinical  impression  of  organic 
cerebral  disease. 

In  this  patient  the  appearance  of  bizarre,  appar- 
ently psychotic  behavior  on  the  background  of  a 
clearly  schizoid  personality  could  easily  be  inter- 
preted as  a schizophrenic  reaction  and  treated  with 
some  form  of  shock  or  other  therapy.  In  the  ensuing 
month,  however,  the  symptoms  gradually  cleared, 
and  the  boy  returned  to  his  usual  personality  with- 
out treatment.  The  findings  indicated  some  form 
of  meningoencephalitis.  Serial  studies  of  his  blood 
serum  for  neurotropic  virus  reactions  confirmed  the 
clinical  impression  that  mumps  virus  was  the  etio- 
logic  agent. 

Case  4- — Elizabeth  M.,  aged  thirty-one  years, 
was  referred  with  the  complaint  of  “numbness  of  the 
flesh  between  the  legs”  since  the  delivery  of  her 
third  child  eight  months  before.  The  discomfort 
was  generally  worse  for  about  two  weeks  beginning 
three  or  four  days  after  the  end  of  her  menses.  She 
was  least  troubled  during  and  three  days  after  her 
period. 

Past  history  indicated  she  had  never  had  spinal, 
caudal,  or  local  anesthesia  for  any  of  her  deliveries 
or  for  any  other  surgical  procedure. 

It  was  learned,  however,  that  her  first  two  babies 
were  planned  pregnancies,  but  the  third  was  un- 
planned. She  frankly  stated  she  “didn’t  want  it — 
thought  it  was  too  close.”  She  related  further  that 
during  the  seven-month  period  following  this  last 
delivery,  she  was  locally  too  tender  and  sexual  rela- 
tions were  avoided.  This  hesitancy  to  indulge 
sexually  following  the  latter  childbirth  was  very  dif- 
ferent from  her  previous  normal  sexual  interest  with 
satisfactory  orgasm.' 

The  patient  also  revealed  that  she  had  used  the 
rhythm  method  of  contraception  in  which  she  admit- 
tedly had  little  faith,  and  it  was  thought  to  be  sig- 
nificant that  her  symptoms  became  prominently 
aggravated  during  the  fertile  period  of  the  month. 

Neurologic  examination  revealed  the  following: 
( 1 ) History  was  given  of  urinary  incontinence  since 
the  second  childbirth  with  a subsequent  remission 


until  the  third  delivery.  Since  then,  she  had  had 
frequent  “accidents”  and  often  could  not  tell  when 
voiding  was  necessary  except  by  a feeling  of  lower 
abdominal  cramp.  (2)  Sensor}'  defect  was  found 
to  pain  and  touch  over  first  sacral  on  the  right  (lateral 
area  of  the  foot)  and  also  over  the  right  labia  vulvae, 
corresponding  to  the  upper  right  sacral  segments. 
(3)  Cranial  nerves,  reflexes,  motor,  sensory,  and 
coordinating  systems  were  otherwise  intact.  It 
was  then  evident  that  organic  defect  of  the  right 
upper  sacral  nerves  accounted  for  her  vulvar  numb- 
ness, as  well  as  the  urinary  difficulties,  and  the  sensory 
defect  in  the  right  foot  of  which  the  patient  had 
not  been  aware. 

Despite  the  considerable  evidence  of  emotional 
overlay  causing  intermittent  aggravation  of  her 
complaints  and  with  numerous  psychogenic  rela- 
tionships clearly  evident,  the  problem  nevertheless 
became  fundamentally  a physical  one.  (Unfortu- 
nately, the  patient  did  not  permit  further  investiga- 
tion to  determine  the  exact  nature  of  the  nerve  root 
defect. ) 

Summary 

Case  reports  are  presented  to  illustrate  how 
easy  it  is  to  conclude,  mistakenly,  that  no  physi- 
cal disease  exists  and,  furthermore,  how  easy  it 
is  to  find  psychologic  causes  and  correlations 
for  the  symptoms,  often  vague,  which  are  dis- 
played. 

The  incidence  of  17  such  mistaken  impressions 
in  an  unselected  group  of  100  successive  patients 
referred  for  psychiatric  consultation  is  given. 

Although  interpreting  psychiatric  disorder  as 
physical  illness  perhaps  occurs  more  frequently 
and  the  literature  and  our  daily  practice  abounds 
with  examples,  it  is  felt  that  this  comment  is 
indicated  about  possible  errors  in  the  other 
direction.  There  is  danger  that  the  pendulum 
has  swung  too  far  in  our  enthusiasm  for  psychoso- 
matic interpretation. 

718  East  Jefferson  Street 


HOSPITAL  ACCIDENTS 

A major  cause  of  accidents  in  hospitals  is  falls, 
most  of  which  could  be  avoided  by  the  hospital  ad- 
ministration at  little  cost,  it  was  stated  at  the 
twenty-second  annual  convention  of  the  Greater 
New  York  Safety  Council  held  recently  in  New  York 
City. 

Mr.  Harold  E.  D’Arcy,  safety  and  maintenance 
consultant  to  the  Memorial  Center  for  Cancer  and 
Allied  Diseases,  told  the  session  on  hospital  safety 
that  proper  floor  surfacing  was  a safety  problem  not 
yet  understood  well  enough  by  operators  of  build- 
ings, including  hospitals.  Flooring  materials  and 


polishes  must  be  chosen  to  meet  the  particular  uses 
of  a room  and  the  condition  of  persons  who  will  use 
it. 

Despite  the  claims  of  many  manufacturers,  there 
is  not  on  the  market  today  a floor  polish  which  is 
both  safe  and  sure,  for  the  maintenance  will  defi- 
nitely result  in  slip  and  fall  accidents  and  high  in- 
surance costs.  Mr.  D’Arcy  said  a survey  by  the 
State  Insurance  Fund  has  shown  that  80  per  cent 
of  all  accidents  reported  by  hospitals  resulted  from 
hazards  that  could  have  been  practically  eliminated 
at  little  or  no  cost. 


A NEW  MIGRAINE  THERAPY 

Eugene  Foldes,  M.D.,  New  York  City 


IT  SHOULD  be  stated  at  the  outset  that  this 
presentation  deals  with  the  prevention  of 
migraine  rather  than  with  a method  of  terminat- 
ing the  attack  once  it  has  developed.  In  the 
prevention  of  the  headache  and  the  associated 
symptoms  of  migraine  the  “antiretentional  diet,” 
which  is  high  in  proteins  and  vitamins  and  more 
or  less  restricted  in  carbohydrates,  fats,  liquids, 
and  sodium  chloride,  proved  to  be  of  value.1-4 
This  dietary  regimen  regulates  six  nutritional 
factors,  but  some  observers  report  good  clinical 
results  from  the  application  of  even  one  or  two 
features  of  the  regimen  such  as  restriction  of  the 
carbohydrate  and  liquid  intake5  or  restriction  of 
the  water  intake.6 

While  the  therapeutic  results  continued  to  be 
favorable  and  the  initial  findings  were  subse- 
quently confirmed,  it  became  desirable  to  find  an 
alternate  method  of  treatment.  This  need  arose 
mainly  because  of  two  sets  of  circumstances 
which  interfered  with  the  successful  application 
of  the  dietetic  therapy.  The  one  is  inherent  in 
all  treatments  with  diets  and  is  caused  by  the 
difficulty  most  patients  experience  in  observing 
restrictions  for  protracted  or  even  indefinite 
periods.  Application  of  therapeutic  measures 
other  than  dietetic  was  necessary  also  in  cases 
where  migraine  was  found  together  with  diseases 
which  called  for  a diet  contrary  in  certain  features 
to  those  applied  in  the  “antiretentional”  therapy, 
for  instance,  the  not  infrequent  combination  of 
migraine  with  peptic  ulcer.  In  the  latter  the 
administration  of  frequent  feedings,  consisting 
mainly  of  a liquid  (milk)  and  carbohydrate-con- 
taining foods,  is  incompatible  with  the  low  carbo- 
hydrate and  restricted  liquid  intake  of  the  mi- 
graine diet. 

The  “antiretentional  diet,”  as  the  term  implies, 
is  based  on  the  concept  that  the  migraine  attack 
is  produced  by  a swelling  of  the  brain  and  can  be 
prevented  by  correction  of  the  underlying  dis- 
turbance of  the  water  and  electrolyte  metabo- 
lism.1-4 For  this  reason  a trial  with  diuretics 
was  decided  upon. 

Management 

The  therapeutic  effects  of  xanthine  drugs, 
mercurial  diuretics,  and  the  combination  of  the 
two  were  observed.  In  preliminary  experiments 
it  was  found  that  among  the  xanthine  diuretics, 
the  theophylline  preparations,  mainly  amino- 
phylline,  are  the  most  useful.  This  corresponds 
with  the  well-known  superior  effectiveness  of  the 
latter  as  a diuretic.  When  given  orally,  the  dose 


was  0.2  Gm.  three  times  a day.  The  oral  adminis- 
tration of  aminophylline  is  at  times  followed  by 
gastric  irritation.  The  rectal  route  was  chosen 
therefore  if  the  patient  complained  of  gastro- 
intestinal symptoms  or  if  emergence  of  such 
symptoms  under  the  influence  of  the  drug  was 
feared.  In  order  to  prevent  local  irritation  which 
sometimes  accompanies  the  application  of  amino- 
phylline by  the  rectum,  the  suppository  was 
given  every  other  day  only  in  the  dose  of  0.5  Gm. 
usually  at  bedtime.  As  a mercurial  diuretic 
1 cc.  of  meralluride  was  used  in  the  form  of  intra- 
muscular injections  once  weekly  (with  the  excep- 
tion of  one  case  where  it  was  given  every  other 
week)  alone  or  in  combination  with  amino- 
phylline. 

Results 

Altogether  17  cases  were  observed  (two  of  the 
patients  were  treated  on  two  separate  occasions), 
and  it  can  be  seen  from  Table  I that  therapeutic 
results  were  obtained  in  all. 

Aminophylline. — The  oral  and  rectal  routes 
were  apparently  equally  effective.  An  improve- 
ment was  noted  either  in  the  severity,  the  fre- 
quency, or  the  duration  of  the  migraine  attack  or 
in  any  two  or  all  three  of  these  characteristics. 
The  therapeutic  response  was  manifest  in  most 
cases  almost  immediately,  but  it  usually  did  not 
reach  its  peak  before  from  eight  to  twelve  weeks 
of  therapy.  The  remission  continued  in  all 
cases  after  cessation  of  the  treatment  for  periods 
from  one  month  to  fifteen  months.  Best  results 
as  to  amelioration  of  the  attacks  and  also  as  to 
the  length  of  remission  after  cessation  of  the  ther- 
apy were  obtained  in  cases  where  the  drug  was 
administered  for  three  months  or  more.  An 
improvement  in  physical  strength  and  emotional 
state  was  noted  by  several  of  the  patients. 

Case  4. — Mrs.  L.  G.,  forty-two  years  of  age,  had 
severe  headaches  with  nausea  once  weekly  for  the 
last  eight  or  ten  years.  Aside  from  a secondary 
anemia  no  abnormalities  were  found  on  examina- 
tion. From  February  14,  1950,  aminophylline 
tablets,  0.2  Gm.  three  times  a day,  were  given  and 
were  taken  continuously  for  nine  months.  There 
was  an  immediate  response  to  the  extent  that  no 
migraine  occurred  for  five  weeks.  After  that  attacks 
appeared  in  connection  with  three  consecutive  men- 
strual periods,  two  in  a mild  form  needing  no  medica- 
tion, and  one  with  the  usual  severity.  Subse- 
quently there  was  no  recurrence  of  the  migraine  for 
over  one  year.  Homologous  serum  jaundice  devel- 
oped in  June,  1951,  following  hysterectomy  and 
blood  transfusions.  During  this  period  the  head- 
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TABLE  I. — Summary  of  Cases 


Duration 

of 

Illness 

(Years) 

Case 

Name 

Age 

Length  of 
Treatment 

Before 

During  After 

Treatment 

Response* 

1 

B.  II. 

38 

7 

6 weeks 

A MI  NO  PH  YLLINE, 
Moderate  to  se- 

, ORAL 
Once  in  14  days 

Lost  from  observation 

II 

2 

D.  W. 

52 

30 

6 weeks 

vere  almost 
daily 

Severe  for  5 to  6 

Once  in  8 weeks, 

Lost  from  observation 

II 

3 

M.  Sch. 

54 

36 

5 weeks 

days  once  in  4 
weeks 

Moderate  to  severe 

same  duration 
Mild  once  weekly 

Remission  for  5 

I 

4 

L.  G. 

42 

5 

4 months 
9 months 

almost  daily 
Same 

Severe  weekly 

Once  every  2 
months 

One  after  3 months, 

months 

Under  observation 
No  attacks  for  7 

I 

I 

5 

M.  G. 

34 

10 

3 months 

Severe  weekly 

then  none 
Four  in  3 months 

months 

One  after  9 months 

I 

6 

M.  D. 

59 

21 

2 months 

Mild  almost  daily 

One  severe  in  2 

Three  in  6 months, 

I 

7 

E.  H. 

57 

20 

12  months 

to  severe  for  2 
to  3 days  once 
in  ten  days 
Very  severe 

months 

None 

then  relapse 
None  in  8 months 

I 

8 

M.  B. 

56 

35 

monthly 

AMINOPHYLLINE, 
3 months  Moderate  almost 

RECTAL 
Four  severe  in  3 

No  severe  attack  in 

I 

9 

S.  S. 

37 

12 

2 months 

daily  to  severe 
twice  weekly 
Moderate  to  very 

months 

Three  times  in  2 

4V2  months;  ob- 
servation continued 
None  in  2 months, 

I 

10 

M.  D. 

50 

15 

3 weeks 

severe  almost 
daily 

Twice  monthly, 

months 

Twice  monthly  for 

then  relapse 
Once  monthly  for  1 

II 

11 

N.  G. 

52 

20 

One,  in  2 

severe,  for  two  few  hours  only 

or  three  days 
MERALLURIDE 
Severe  weekly  Mild  weekly 

day,  milder;  ob- 
served 3 months 

Relapse  after  3 weeks 

III 

12 

F.  M. 

36 

4 

weeks  for  6 
injections 
Weekly  for 

Severe  every  ten 

Four  in  one  year 

Relapse  after  15 

I 

13 

F.  F. 

41 

16 

12  injec-  days 

tions 

AMINOPHYLLINE , M ERALL  URIDEt 
3 months  Moderate  (almost  Severe  attacks 

months 

No  severe  migraine, 

I 

14 

I.  R. 

21 

1 

3 months 

daily),  very  se- 
vere (weekly) 

Moderate  to  se- 

milder,  shorter, 
2 in  first  6 weeks, 
then  none 

Milder  for  hours 

mild  ones  1 or  2 
weekly;  observa- 
tion (8  months)  con- 
tinued 

None;  observation  (8 

I 

15 

E.  G. 

45 

21 

2l/%  months 

vere  almost 
daily,  all  day 

Mild  (daily)  to 

only,  less  fre- 
quent; after  2 
months  none 
Head  clear;  2 mod- 

months)  continued 
One  severe,  one  mod- 

II 

6 

M.  D. 

60 

22 

3 months 

very  severe 
(weekly) 

Mild  almost  daily 

erate,  2 severe 
in  2l/»  months 

Two  severe  first  6 

erate,  one  mild  in 
2V2  months;  obser- 
vation continued 
One  severe  after  3 

I 

16 

A.  G. 

47 

25 

5 weeks 

to  severe  for  2 or 
3 days,  once  in 
10  days 

Severe,  3 or  4 days 

weeks;  then 
short  and  mild 
for  hours  only, 
once  in  10  days 
No  change 

months;  observa- 
tion (4  months) 
continued 

Once  weekly  mild  (2 

II 

17 

F.  K. 

51 

23 

2 months 

of  week 

Very  severe  for 

Four  attacks  only; 

months) 

None  for  1 month, 

III 

days,  weekly 

only  2 of  pre- 
vious severity 

then,  relapse 

* The  symbol  I denotes  excellent,  II  good,  and  III  fair  therapeutic  response. 

t With  the  exception  of  Case  17,  where  it  was  given  orally,  aminophylline  was  administered  in  this  group  in  the  form  of  rec- 
tal suppositories. 


aches  recurred  but  disappeared  again  when  the 
jaundice  cleared  up  with  no  relapse  to  date,  nineteen 
months  after  the  administration  of  aminophylline 
was  begun. 

Case  8.^Mr.  M.B.,  fifty-six  years  of  age,  had  mod- 
erate (almost  daily)  to  severe  (twice  weekly)  attacks 
of  migraine  with  occasional  vomiting  since  the  age 
of  twenty-one.  He  had  a duodenal  ulcer  with  periods 
of  melena  for  the  last  eighteen  years.  Last  hemor- 
rhage occurred  sixteen  years  ago.  In  recent  years 
moderate  hypertension  was  found.  On  January  16, 
1951,  aminophylline  administration  was  begun  in  the 
form  of  rectal  suppositories  every  other  night  and 


was  continued  for  three  months.  In  the  beginning 
of  this  treatment  the  milder  headaches  recurred  in 
their  usual  frequency,  but  there  were  only  three 
severe  headaches  in  three  months.  The  milder 
spells  responded  easily  to  one  of  the  popular  “head- 
ache tablets.”  After  the  therapy  was  discontinued, 
there  was  no  further  recurrence  of  the  severe  head- 
aches to  date  (a  period  of  four  and  one-half  months), 
and  even  the  mild  headaches  became  rare  and  were 
controlled  easily. 

Meralluride. — It  was  given  alone  to  only  two 
patients  so  that  no  definite  conclusions  can  be 
reached.  Table  I shows  that  in  one  of  the  cases 
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where  the  injections  were  given  every  other  week 
for  six  injections,  improvement  occurred  in  the 
severity  but  not  in  the  frequency  of  the  attacks, 
and  a relapse  to  conditions  prevailing  before 
treatment  took  place  three  weeks  after  cessation 
of  the  therapy.  In  the  other  patient  to  whom 
the  injections  were  given  weekly  for  twelve  weeks 
the  frequency  of  the  attacks  decreased  from  one 
attack  in  ten  days  to  four  attacks  in  one  year,  and 
the  remission  lasted  for  eighteen  months. 

Case  12. — Mrs.  F.  M.,  age  thirty-six  years,  had 
had  severe  attacks  of  hemicrania  preceded  by  drowsi- 
ness every  ten  days,  on  the  average,  since  the  age  of 
thirty-three.  The  attacks  were  associated  with  fre- 
quent bowel  movements,  followed  by  tiredness  for 
two  or  three  days,  and  relieved  by  ergotamine 
preparations.  On  examination  no  abnormal  findings 
were  noted  with  the  exception  of  a moderate  obesity. 
Weekly  administration  of  1 cc.  of  meralluride  was 
begun  on  March  11,  1948,  and  continued  for  twelve 
injections.  At  first  there  was  no  change  in  the 
frequency  of  the  attacks,  but  after  the  second  injec- 
tion the  attacks  (with  the  exception  of  one  on  May  1, 
1948)  became  mild,  disappearing  after  two  tablets  of 
the  ergotamine  preparation,  and  the  patient  was 
able  to  be  up  and  around,  while  previously  bed  rest 
was  necessary.  After  seven  weeks  of  the  therapy 
the  headaches  stayed  away  altogether  for  three 
months  and  then  occurred  in  the  frequency  of  four 
spells  in  one  year.  Relapse  to  the  state  prevailing 
before  the  treatment  occurred  fifteen  months  after 
the  therapy  was  discontinued. 

Combined  Administration  of  Aminophylline 
and  Meralluride. — On  the  whole  the  results  were 
not  superior  to  those  observed  after  the  adminis- 
tration of  aminophylline  alone.  In  some  cases 
the  clinical  impression  was  gained  that  the  imme- 
diate response  was  more  pronounced  and  the  maxi- 
mal improvement  was  reached  sooner  when 
administration  of  the  mercurial  diuretic  was  added 
to  that  of  aminophylline.  In  this  group  also 
the  degree  of  remission  and  its  duration  after 
cessation  of  the  therapy  seemed  to  be  in  direct 
relationship  to  the  length  of  the  period  of  active 
therapy. 

Case  13. — Mr.  F.  F.,  forty-one  years  of  age,  had 
had  moderate  headaches  almost  daily,  very  severe 
(“suicidal  ’)  attacks  once  weekly  since  the  age  of 
twenty-five.  Only  occasional  relief  was  obtained  from 


six  tablets  of  an  ergotamine  preparation.  A surgical 
operation  was  performed  for  perforated  duodenal  ulcer 
at  the  age  of  twenty-nine.  Since  that  time  hunger 
discomfort  and  heartburn  persisted.  Therapy  con- 
sisting of  aminophylline  suppositories  every  other 
night  and  a weekly  intramuscular  injection  of  meral- 
luride was  started  on  November  5,  1950,  and  con- 
tinued for  three  months.  One  bad  headache  but 
not  of  the  previous  severity  occurred  three  weeks 
later.  He  experienced  another  migraine  attack  in 
another  three  weeks,  but  it  stopped  “miraculously” 
in  a few  hours  after  two  “headache  tablets.”  Subse- 
quently there  has  been  no  recurrence  of  the  severe 
attacks  to  date,  eleven  months  after  onset  of  the 
therapy.  Immediately  after  the  beginning  of  the 
therapy  it  was  observed  that  the  minor  attacks  be- 
came milder  and  less  frequent,  disappearing  spon- 
taneously without  medication. 

Summary  and  Conclusions 

Based  on  the  concept  that  disturbed  water  and 
electrolyte  metabolism  may  produce  migraine 
attacks,  the  “antiretentional”  dietetic  therapy 
was  applied  during  the  course  of  years  with  good 
results.  Because  of  a need  for  an  alternate 
treatment  built  on  similar  principles,  pharmaco- 
therapy which  consisted  of  administration  of 
aminophylline  orally  or  rectally,  meralluride 
intramuscularly,  or  a combination  of  the  two 
was  tried  in  17  cases  of  migraine.  Two  of  the 
patients  had  two  periods  of  treatments  so  that 
the  total  includes  19  therapeutic  trials.  A re- 
sponse was  noted  in  every  instance  and  was  classi- 
fied as  excellent  in  12,  good  in  five,  and  fair  in 
two.  The  remission  did  not  end  with  the  cessa- 
tion of  active  therapy  and  lasted  for  periods  from 
a few  weeks  to  more  than  one  year.  The  best 
results  as  to  the  extent  of  improvement  and  the 
length  of  remission  were  obtained  in  cases  in 
which  the  therapy  was  continued  for  three  months 
or  longer. 
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ASTHMA  AS  A DISEASE  OF  DY SREACTION 

A New  Therapeutic  Approach 

Mardoqueo  I.  Salomon,  M.D.,  Bronx,  New  York 
( From  the  Medical  Division  of  the  Morrisania  City  Hospital) 


NOTWITHSTANDING  the  truly  remarkable 
advances  in  the  therapeutic  antiasthmatic 
armamentarium  in  the  last  decade  and  a half, 
represented  by  an  array  of  broad-spectrum  anti- 
biotics, potent  antihistaminics,  and  very  versa- 
tile pituitary  adrenocortical  hormones,1  the  treat- 
ment of  many  asthmatics  frequently  presents 
insurmountable  difficulties.  Indeed,  in  my  own 
private  practice,  I would  put  the  ratio  of  the 
more  or  less  intractable  asthmatics  as  high  as 
5 per  cent  of  all  severe  cases. 

Before  going  ahead  with  our  discussion,  it 
may  be  useful  to  point  out  that  in  the  present 
article  we  shall  be  concerned  only  with  “real” 
asthma;  the  so-called  cardiac,  renal,  and  thymic 
“asthma”  do  not  belong  here.  Hence,  we  shall 
discuss  only  bronchial  asthma,  including,  how- 
ever, the  so-called  nonallergic  or  intrinsic  type. 
In  fact,  I am  in  complete  agreement  with  Ellis 
wrho  fails  to  conceive  of  any  essential  difference 
between  the  “visibly  allergic”  and  “nonvisibly 
allergic”  types  of  the  disorder  in  question.2  Thus, 
both  belong  here. 

Obviously,  w7e  are  still  very  much  in  the  dark 
concerning  the  discovery  of  the  highly  elusive 
physiopathologic  and  even  anatomopathologic 
substratum  of  the  asthmatic  attack.  Therefore, 
about  a dozen  theories  existed  or  exist  in  order  to 
“explain”  that  mechanism.  Willis’  spasm  hy- 
pothesis, Meltzer’s  anaphylaxis  theory,  Coca’s 
edema  theory,  Beau’s  exudative  theory,  Schmid- 
thorn’s  highly  plausible  pulmonary  arteriospas- 
tic  theory — this  incomplete  list  points  at  the  diffi- 
culty of  the  problem. 

If  w7e  add  to  this  the  list  of  “exciting  factors” 
that  are  responsible  or  allegedly  responsible  for 
the  actual  attacks  of  asthma,  w7e  shall  find  our- 
selves confronted  with  a remarkably  complicated 
multifaceted  problem.  Incidentally,  partisans 
of  the  psychosomatic  approach  to  asthma  could 
derive  much  joy  from  the  highly  instructive 
article  recently  published  by  Groen.3 

Be  that  as  it  may,  and  the  treatment  of  asthma 
still  being  unsatisfactory,  it  is  not  surprising  that 
the  discovery  of  corticotropin  and  adrenocortical 
steroids  was  hailed  as  the  long  sought  “great 
remedy”;  indeed,  in  several  cases  of  seemingly 
intractable  status  asthmaticus  these  hormones 
appear  truly  lifesaving.  Nevertheless,  they  do 
not  cure  the  asthmatic  disease.  What  is  more, 
they  frequently  fail  even  to  alleviate,  and  both 


the  medical  literature  and  my  owrn  experience 
are,  very  unfortunately,  rich  in  examples  of  this 
unhappy  kind.  In  other  w'ords,  while  these 
hormones  are  unquestionably  useful  as  far  as 
asthma  treatment  is  concerned,  they  do  not  con- 
stitute a cure,  not  even  an  infallibly  dependable 
palliative.  Incidentally,  they  are  by  no  means 
innocuous  drugs;  many  a peptic  ulcer  perforated, 
and  many  a tuberculosis  “revived”  under  their 
nefarious  “side- reaction.” 4-6 

It  w7as,  incidentally,  under  the  influence  of 
the  rather  enthusiastic  reports  on  the  usefulness 
of  ACTH  and  adrenocortical  steroids  in  the 
therapy  of  certain  diseases  (and  also  the  scarcity 
of  these  drugs  in  Spain)  that  induced  the  Span- 
ish internist,  Jimenez  Diaz,  to  try  nitrogen  mus- 
tard instead  in  a new  therapeutic  approach 
to  a group  of  diseases  that  he  termed  diseases  of 
dysreaction.  Without  going  into  a detailed 
description  of  Diaz’  highly  interesting  physio- 
pathologic concept  of  these  diseases,  for  nothing 
short  of  repetition  could  replace  the  reading  of 
his  original  papers,  wre  may  briefly  say  that  accord- 
ing to  him,  the  diseases  of  dysreaction  form  a 
group  of  disorders  of  allergic  nature,  characterized 
by  insufficient  neutralization  of  the  noxious  anti- 
gens by  the  antibodies.7,8  In  this  vast  group  he 
includes,  inter  alia,  the  so-called  collagen  diseases, 
psoriasis,  thromboangiitis,  etc.,  and,  what  is 
more  important  from  our  point  of  view,  asthma. 

Curiously  enough,  there  is  a great  similarity 
or  parallelism  from  the  pharmacodynamic  view- 
point between  nitrogen  mustard  and  the  above- 
mentioned  hormones.  In  fact,  they  both  induce 
adrenocortical  hyperplasia  and  increase  the  excre- 
tion of  17-corticosteriods.  Also,  they  both  have 
pronounced  antimitotic  and  lympholytic  proper- 
ties. The  Arthus  and  the  Schwartzmann  phenom- 
ena are  inhibited  by  both  drugs.  Hence,  there 
wTas  a sound  “rationale”  for  the  therapeutic  trial 
of  nitrogen  mustard  in  asthma.  Following  his 
rather  encouraging  reports,  I decided  to  try  it 
out  on  a group  of  my  private  patients  with  asthma 
of  a severe  or  very  severe  type. 

Case  Reports 

Case  1. — The  first  patient  to  receive  nitrogen 
mustard  was  a forty-two-year-old,  white  Central 
American  woman  who  had  lived  in  this  city  since 
her  early  childhood.  All  her  sisters  and  brothers, 
as  also  their  children,  have  had  asthma  since  their 
early  childhood.  On,ly  her  oldest  sister,  the  only 
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one  in  a family  of  eight,  had  no  asthma,  but  she  had 
had  pulmonary  tuberculosis  since  “she  was  a young 
girl.”  She  is  now  under  my  care  on  account  of  a 
moderately  advanced  pulmonary  tuberculosis,  left 
tubercular  tonsillitis  (!),  and  tuberculous  cervical 
adenitis;  she  is  responding  rather  remarkably  well 
to  streptomycin  therapy. 

To  return  to  my  patient  . She  was  a visibly  under- 
nourished but  not  ill-looking  woman;  besides  suffer- 
ing from  asthma  since  her  early  childhood  she  also 
developed  a “bronchitis”  about  twenty  years  ago. 
I was  not  able  to  trace  the  origin  of  that  “bronchi- 
tis” to  any  apparent  cause;  in  fact,  her  personal 
history  was  trivial,  and  were  it  not  for  her  asthma, 
she  would  consider  herself  a healthy  person.  When 
she  was  free  of  asthma,  physical  examination  dis- 
closed only  subcrepitant  rales  in  the  right  lung  base. 
A roentgenogram  revealed  a rather  hazy  increase  in 
density,  but  the  Lipiodol  injected  in  her  bronchial 
tree  disclosed  the  real  nature  of  the  underlying 
substratum:  cylindric  bronchiectasis  of  the  right 

pulmonary  base.  Curiously  enough,  she  was  not 
too  much  molested  by  her  bronchiectasis.  Only 
twice  in  the  last  six  years  did  she  develop  an  “exa- 
cerbation pneumonitis”  (to  use  McKinlay’s  expres- 
sion) that  rapidly  yielded  to  penicillin  aerosol.  Re- 
peated search  for  acid-fast  bacilli  always  gave  a 
negative  result. 

Her  asthma  was  of  the  intrinsic  type:  no  food, 
inhalant,  etc.,  could  ever  be  found  as  the  offending 
agent.  Attacks  came  not  often,  about  once  every 
three  to  four  months,  and  yielded  fairly  W'ell  to  the 
usual  therapeutic  measures  (adrenaline,  aminophyl- 
line,  potassium  iodide,  etc.).  Her  last  attack,  how- 
ever, was  of  unusual  severity  and  did  not  respond 
to  the  .above-mentioned  measures.  In  fact,  after 
three  days  of  fruitless  struggle  with  her  asthma,  I 
saw  no  improvement  at  all.  It  was  then  decided  to 
inject  nitrogen  mustard,  5 mg.  intravenously;  the 
improvement  was  remarkable  in  about  ten  hours. 
A second  equal  dose  was  administered  on  the  next 
day;  on  that  very  evening  the  patient  became 
entirely  free  of  her  asthma  and  has  remained  so 
since  (ten  months). 

I must  add  that  in  order  to  avoid  the  rather 
very  severe  vomiting  that  the  administration  of 
nitrogen  mustard  almost  always  causes,  im- 
mediately after  the  nitrogen  mustard,  an  injec- 
tion of  50  mg.  of  pyridoxine  hydrochloride  was 
given  intramuscularly  and  also  rectal  supposi- 
tories containing  belladonna,  scopolamine  hydro- 
bromide, and  pentobarbital  sodium.  The  dosage 
varies  with  the  weightof  the  patient,  but  in  general 
I prescribe  10  mg.  of  extract  of  belladonna, 
0.2  Gm.  of  pentobarbital,  and  Vs  mg.  of  scopol- 
amine per  dose,  repeated  three  hours  later  in  case 
of  need.  Although  these  measures  do  not  com- 
pletely prevent  vomiting,  they  do  considerably 
diminish  its  intensity  and  make  the  patient’s 
subjective  tolerance  of  nitrogen  mustard  easier. 
On  the  other  hand,  I hasten  to  add  that  none  of 
the  antiemetic  measures  I just  mentioned  could 
afford  any  relief  of  the  asthmatic  spell ; in  fact,  I 


tried  them  innumerable  times  on  quite  a few 
patients,  all  those  concerned  in  this  article  in- 
cluded. The  result  was  always  the  same — 
absolute  failure. 

Case  2. — A fifty-year-old,  white  Central  American 
woman,  again  living  in  this  city  since  her  early 
childhood  and  again  with  intrinsic  asthma  ever 
since  “she  could  remember  her  own  life.”  Her  only 
son  had  moderately  severe  asthma.  She  herself  was 
never  free  of  some  dyspnea  and  wheezing  rales,  at 
least  since  I have  known  her  (eight  years).  On  the 
other  hand,  her  asthma  undergoes  extremely  severe 
exacerbations  every  few  weeks;  these  attacks  were 
usually  rather  severe  and  yielded  slowly  and  incom- 
pletely to  the  routine  antiasthmatic  measures.  Her 
last  attack  came  on  a few  days  after  that  in  Case  1. 
Again,  after  failure  of  the  usual  armamentarium,  I 
applied  nitrogen  mustard  in  intravenous  injections, 
6 mg.  daily  for  two  consecutive  days  (this  patient 
was  heavier  than  my  first  one,  and  her  general 
physical  makeup  w*as  rather  stronger).  Since  then, 
she  has  had  no  more  attacks,  although  some  residual 
rales  and  dyspnea  do  persist. 

Case  3. — A twenty-year-old  mulatto  girl,  of 
Puerto  Rican  ancestry,  the  only  asthmatic  in  her 
family,  suffered  from  her  condition  since  her  early 
childhood.  She  underwent  an  entirely  fruitless 
attempt  at  desensitization  against  dust  and  several 
other  antigens  discovered  through  skin  testing. 
Discouraged  by  these  failures,  the  physician  that 
treated  her  administered  corticotropin  by  intra- 
muscular route,  but  her  last  attack  was  of  such 
severity  that  neither  the  usual  antiasthmatic  medi- 
cation administered  in  one  of  our  leading  hospitals 
nor  the  ACTH  that  her  private  physician  gave  her, 
after  she  had  left  the  hospital  “against  advice,” 
afforded  any  relief. 

Confronted  wit  h a truly  asphyxiating  status  asth- 
maticus,  I again  decided  to  try  nitrogen  mustard. 
Unfortunately,  in  this  patient  the  result  was  nil. 
Indeed,  the  patient  seemed  doomed.  Without  giv- 
ing up  the  struggle  I decided  to  try  out  parenterally 
administered  cortisone.  Its  effect  was  dramatic. 
Incidentally,  three  weeks  later  this  same  patient 
again  developed  an  asthmatic  attack,  but  of  mild 
proportions. 

Case  4 ■ — A thirty-three-year-old,  white  Puerto 
Rican  woman  had  been  asthmatic  since  her  early 
childhood.  In  fact,  she  was  never  free  of  a moderate 
dyspnea  and  rales,  at  least  since  I had  known  her 
(seven  years).  Several  times  she  had  exacerbations 
of  dramatic  and  intractable  proportions,  i.e.,  a real 
asphyxiating  status  asthmaticus  that  required 
heroic  measures,  hospitalization,  oxygen  tent,  etc., 
for  weeks.  Her  older  sister  occasionally  had  mild 
asthmatic  and  severe  rhinoallergic  attacks.  In 
vain  was  my  patient  treated  with  desensitization 
methods  against  dust  and  different  pollens  in  several 
clinics.  Her  last  attack  was  of  extreme  severity; 
neither  the  routine  measures  (potassium  iodide, 
epinephrine,  aminophylline,  ephedrine,  etc.)  nor  the 
ACTH  and  later  the  cortisone  that  I administered 
afforded  more  than  a momentary  relief.  I then 
injected  5 mg.  nitrogen  mustard  intravenously  (the 
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patient  is  of  leptosomic  constitution  and  under- 
nourished). The  first  injection  relieved  her  par- 
tial^, the  second  one  almost  completely. 

Case  5. — A thirty-two-year-old  white  woman  of 
Spanish  descent  with  trivial  family  history  started 
a rather  mild  extrinsic  asthma  four  years  ago;  after 
undergoing  a subtotal  thyroidectomy  a year  later 
for  a severe  case  of  Graves’s  disease,  she  started  to 
suffer  from  her  asthma  more  often  and  more  severely. 
Dust,  dog  hair,  cat  hair,  and  a multitude  of  food 
articles  (most  of  which  she  never  ate  anyway) 
were  found,  by  “scratch  tests,”  to  be  offending. 
However,  discouraged  by  “examples  of  the  same  kind 
among  her  friends,”  she  never  wanted  to  undergo 
the  parenteral  desensitization  treatment  that  was 
suggested  to  her  in  one  of  our  city  hospitals.  When 
first  seen,  she  was  in  real  status  asthmaticus,  and  the 
routine  antiasthmatic  measures  received  during  the 
first  two  days  from  the  hospital  physician  gave  her 
no  relief.  She  was  brought  to  my  office  almost  in 
extremis.  Six  hours  after  the  first  injection  of  nitro- 
gen mustard,  she  was  considerably  and,  on  the 
following  day,  enormously  relieved. 

Case  6. — A twenty-year-old  white  woman  of 
Spanish  descent,  severe  asthmatic  since  her  early 
childhood,  was  treated  in  vain  with  “specific”  de- 
sensitization  methods  against  a multitude  of  external 
agents  (animal  hair,  dust,  pollens,  food  articles,  etc.). 
When  I saw  her  during  her  last  attack,  which  was  of 
extreme  severity,  aminophylline,  epinephrine,  etc., 
afforded  only  a slight  relief  of  few  hours  duration. 
The  first  administration  of  nitrogen  mustard  gave 
her  considerable  relief  and  the  second  almost  com- 
plete relief. 

The  remaining  seVen  cases  of  asthma  that  I wish 
to  report  in  this  article  did  not  receive  intravenous  ni- 
trogen mustard  from  me.  Instead,  in  view  of  the  ex- 
treme toxicity  of  this  compound  and  the  occasional 
serious  side-reactions  that  it  caused  in  some  patients 
treated  for  malignant  diseases  and  although  the  doses 
I use  in  asthma  are  rather  small  and  comparatively 
harmless,  I decided  to  use  a congener  of  the  methyl 
bis  (beta-chloroethyl)amine  hydrochloride  I ad- 
ministered to  the  other  six  cases.  Fortunately, 
Lederle  Laboratories  Division  of  Clinical  Research 
supplied  me  with  a large  amount  of  such  a congener, 
triethylene  melamine.  * This  product  has  the  advan- 
tage of  being  available  in  tablet  form,  thus  avoiding 
the  intravenous  route.  Also,  it  causes  less  side- 
reactions.  In  fact,  none  of  my  patients  vomited 
after  using  it. 

Briefly,  since  all  the  seven  cases  I treated  with 
triethylene  melamine  were  similar,  I shall  limit  my- 
self to  a short  collective  description.  They  were  all 
white  women  of  Spanish  descent,  ranging  in  age  from 
twenty  to  forty-two,  and  asthmatics  since  their 
childhood.  Three  of  them  were  extrinsic,  four  in- 
trinsic asthmatics.  All  of  them  received  the  same 

* I wish  to  express  my  sincere  gratitude  to  the  chief  of 
this  Division,  Dr.  James  M.  Ruegsegger,  for  his  kindness  and 
generosity. 


amount  of  triethylene  melamine,  i.e.,  10  mg.  per 
person,  taken  one  and  one-half  hours  before  break- 
fast. No  untoward  reactions  were  observed.  Un- 
fortunately, the  therapeutic  efficiency  of  this  prod- 
uct was  nil  in  all  of  the  cases  studied.  Hence,  I 
decided  to  give  it  up  completely. 

Comment 

Without  pretending  that  nitrogen  mustard  is 
the  answer  to  the  therapeutic  problems  posed  by 
the  highly  elusive  and  enigmatic  asthmatic  dis- 
ease, I believe  it  is  safe  to  claim  for  it  a place  in 
the  modem  antiasthmatic  armamentarium,  re- 
gardless of  what  one  may  think  the  doctrinaire 
aspect  of  the  nosographic  concept  of  dysreaction. 
It  is  useless  to  say  that  nitrogen  mustard  should 
not  replace  the  other,  more  “orthodox”  forms  of 
treatment,  nor  should  its  toxicity  be  overlooked. 
But  is  corticotropin,  cortisone,  or  even  amino- 
phylline and  adrenaline  entirely  harmless?  To 
ask  this  question  implies  the  answer  to  it.  It  is 
entirely  possible  that  further  research  in  the  field 
of  nitrogen  mustard  derivatives  or  congeners 
may  yield  other  less  toxic  and  more  efficient 
products  from  the  viewpoint  of  asthmatic  therapy. 
It  is  obvious  that  I have  observed  these  patients 
only  over  a period  of  months;  with  a disease  of 
this  type  years  are  necessary  in  order  to  arrive  at 
a definite  conclusion.  On  the  other  hand,  after  a 
course  of  nitrogen  mustard  therapy  which  did 
not  provide  complete  relief,  patients  who  had 
been  refractory  to  aminophylline,  adrenaline,  etc., 
were  no  longer  so.  Thus,  I believe  that  nitrogen 
mustard  also  deserves  some  credit. 

Summary 

Six  severe  asthmatics  were  treated  with  intra- 
venous nitrogen  mustard.  All  but  one  responded 
well.  Seven  asthmatics  received  trimethylene 
melamine;  all  failed  to  respond.  The  basis  for 
the  treatment  has  been  Diaz’  physiopathologic 
conception  of  asthma  as  a disease  of  dysreaction. 

1450  Bryant  Avenue 

Addendum:  Since  this  paper  was  submitted  for  publica- 
tion, four  more  cases  of  severe  asthma  under  my  care  have 
received  nitrogen  mustard.  Three  of  them  were  relieved 
more  or  less  completely;  the  fourth  did  not  respond. 
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RHEUMATOID  (?)  PLANTAR  PERIFASCITIS  AND  ITS  RESPONSE  TO 
CORTISONE  THERAPY 

Otto  C.  Kestler,  M.D.,  New  York  City 


THIS  report  is  based  on  the  microscopic  studies 
of  tissue  from  two  young  male  patients  with 
acute  pain  of  both  os  calces.  Biopsies  were  per- 
formed while  a therapeutic  stripping  of  the 
plantar  fascia  was  carried  out.  The  patients 
were  operated  upon  in  1947  and  1948,  respectively, 
in  the  pre-cortisone  era.  In  both  of  these  cases 
the  microscopic  findings  revealed  changes  charac- 
teristic of  rheumatoid  disease,  namely,  the  peri- 
fascial  tissues  were  infiltrated  with  lymphocytes  " 
and  plasma  cells.  There  were  areas  of  fibrinoid 
degeneration  surrounded  by  epithelioid  cells  and 
plasma  cells.  On  the  basis  of  these  findings,  cor- 
tisone therapy,  when  it  became  available,  was  in- 
troduced in  nine  cases  of  painful  os  calces.*  The 
gratifying  results  seem  to  justify  reporting  these 
cases  in  order  to  interest  others  in  using  this  form 
of  therapy. 

The  etiology  of  the  painful  os  calcis  is  still 
obscure.  Perhaps  certain  types  are  so  common 
that  their  cause  is  widely  accepted. 

1.  It  is  the  spur  of  the  os  calcis  to  which  we  ' 
are  referring.  This  appears  to  be  the  most  fre- 
quent clinical  diagnosis  and  perhaps  the  most 
accepted  one,  in  spite  of  the  fact  that  accidental 
findings  of  spur  formation  without  clinical  symp- 
toms or  bilateral  spur  formation  with  unilateral 
symptomatology  is  common  experience.  Surgi- 
cal removal  of  these  exostoses  is  occasionally  a 
necessity,  and  the  recurrences  following  this  pro- 
cedure are  not  infrequent.  While  most  of  these 
spurs  can  be  rendered  symptom-free  by  conserva- 
tive measures  not  including  Cortisone,  there  is 
undoubtedly  a small  percentage  of  cases  that 
stubbornly  resist  any  type  of  treatment.  Such 
cases  are  included  in  this  study. 

2.  Painful  heels  without  spur  formation  in 
an  age  group  over  the  fifth  decade  frequently 
exhibit  a problem  from  the  viewpoint  of  success- 
ful treatment.  While  blood  uric  acid  increases 
are  not  reported,  an  occasional  favorable  re- 
sponse to  colchicine  and  salicylates  is  common 
experience.  Of  course,  since  all  of  these  patients 
receive  diathermy,  heel  cushion,  or  some  mechani- 
cal weight-shift  measure,  it  is  not  entirely  estab- 
lished just  what  is  responsible  for  the  relief.  ^ 
This  clinical  picture  is  called  periostitis  of  the  os 
calcis  and,  let  us  admit,  with  very  meager  patho- 
logic background.  However,  there  are  cases 
in  this  category  that  firmly  withstand  every 

* Medication  was  supplied  for  this  research  work  through 
the  courtesy  of  Merck  & Co. 


Fig.  1.  Biopsy  from  male,  aged  twenty-one. 
(A)  Section  from  plantar  fascia  showing  attach- 
ment to  os  calcis.  Round  cell  infiltration  in  the 
fascia  and  even  at  bony  trabeculae  are  well  demon- 
strated. 

(B)  Magnification  of  (A).  (150  X) 

(C)  Vascular  changes  and  infiltration  in  plantar 
fascia. 


1313 


1314 


OTTO  C.  KESTLER 


[N.  Y.  State  J.  M.  I 


Fig.  2.  Biopsy  from  male,  aged  twenty-four.  (A)  Infiltration  shown  by  high  power  with  epitheloid  and 
plasma  cells.  Two  giant  type  cells  with  multiple  nuclei  visible  in  lower  right  corner. 

(B)  Magnification  of  (A).  (250  X) 

(C)  Round  cell  infiltration  in  plantar  fascia. 

(D)  Vascular  changes  with  perivascular  infiltration. 


measure  including  x-ray  therapy.  Such  cases 
are  included  in  this  study. 

3.  In  some  patients  suffering  from  arthritis, 
an  inflammatory  lesion  of  the  plantar  fascia 
develops  at  its  attachment  to  the  os  calcis. 
There  is  a formation  of  a spur  which  is  very 
tender  upon  pressure  and  painful  upon  weight- 
bearing. These  patients  are  invariably  in  the 
group  of  hypertrophic  arthritis.  To  speak  of 
neisserian  specificity  is  quite  outmoded.  Dif- 
ferent rubber  heel  pads,  with  scooped  out  areas  of 
varying  depths,  can  be  made  for  each  specific  case 
and  are  often  helpful.  And  yet  there  is  a group, 
indeed  a small  one,  untouched  by  such  measures. 

4.  There  appears  to  be  a rare  clinical  entity, 
usually  exhibited  by  young  male  patients  with 
intractable  bilateral  heel  pain,  where  the  patient 
is  not  able  to  walk  at  all.  The  condition  is  abso- 
lutely crippling  for  the  duration  of  the  acute 
phase.  Only  complete  bed  rest  controls  the  pain. 
Such  cases  were  subjected  to  therapeutic  strip- 
ping of  the  plantar  fascia  with  biopsy  studies 


(Figs.  1 and  2) . While  the  operation  itself  was  not  j 
convincingly  helpful  since  these  patients  were 
immobilized  in  plaster  of  paris  boots  for  six 
weeks,  the  microscopic  findings  were  consistent. 
Both  cases  were  done  before  the  cortisone  era. 
Only  one  such  case  was  encountered  recently, 
and  cortisone  solved  this  patient’s  problem. 

Categories  where  pathologic  changes  are  ob- 
vious like  calcification  of  or  about  the  Achilles 
tendon,  syphilitic  periostitis,  osteomyelitis,  and 
tumors  of  various  forms  are  not  included  in  this 
study. 

Method  of  Administration  of  Cortisone 

Eight  patients  were  ambulatory.  They  re- 
ceived Cortone  (Merck)  100  mg.  twice  daily  for 
five  days.  Except  for  receiving  the  injections 
they  pursued  their  regular  activities.  Main- 
tenance doses  of  100  mg.  three  times  a week  for 
an  additional  two  to  four  weeks  were  adequate  to 
make  these  patientsjsymptom-free.  Three  pa- 
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tients  obtained  additional  doses  of  Cortone  ace- 
tate tablets,  100  mg.  daily  for  two  to  three  weeks, 
when  they  experienced  discomfort  following  the 
completion  of  Cortone  injections. 

Case  1. — One  patient,  a twenty-seven-year-old 
painter,  was  treated  in  the  hospital.  The  history 
revealed  the  gradual  onset  of  pain  in  both  heels. 
In  two  weeks  the  patient  was  unable  to  walk. 
Past  and  family  history  were  noncontributory.  On 
examination  of  this  patient  who  belonged  in  the 
fourth  group  described  above,  the  most  character- 
istic symptom  was  the  gait. 

Six  cases  belonging  to  this  group  were  seen  by 
the  author  during  a period  of  five  years.  How- 
ever, only  one  was  subjected  to  cortisone  therapy. 
The  gait  of  these  patients  is  characteristic  for 
neurologic  disorder.  It  is,  however,  the  pain  that 
produces  this  gait.  Aside  from  diffuse  pain  in 
the  plantar  aspect  of  the  os  calcis  and  the  soft 
structures  thereon,  there  are  practically  no  other 
findings. 

Case  2. — The  sedimentation  rate  of  this  patient 
was  18  (Wintrobe).  Other  laboratory  tests  were 
all  within  normal  range.  For  one  week  the  patient 
was  kept  off  his  feet  in  the  hospital  with  heat 
applications  and  sodium  salicylate  therapy  without 
response;  then  cortisone  therapy  was  started. 
The  patient  received  300  mg.  the  first  two  days.  He 


was  not  kept  in  bed.  His  symptoms  were  greatly 
relieved  on  the  fourth  day  of  cortisone  treatment. 
He  was  discharged  in  another  four  days.  Cortisone 
was  continued  when  he  became  an  ambulatory 
patient. 

The  ambulatory  cases  were  seven  males  and 
one  female.  The  youngest  patient  was  forty-one 
years  old,  the  oldest  sixty-two.  The  female 
patient’s  age  was  fifty-three. 

Conclusion 

It  is  possible  to  explain  the  effect  of  cortisone 
in  cases  where  a so-called  rheumatoid  factor  is 
dominant  in  the  otherwise  obscure  picture  of  the 
painful  os  calcis.  Since  inflammatory  changes  are 
always  present,  it  is  rather  difficult  to  state  that 
the  action  of  cortisone  is  a specific  antirheuma- 
toid  one. 

However,  cortisone  seems  to  offer  definite 
advantages  in  the  treatment  of  a number  of  pain- 
ful heel  conditions  that  are  not  amenable  to  the 
usual  conservative  management. 

It  is  the  impression  gained  by  this  study  that 
patients  who  are  unable  to  get  used  to  a foot 
appliance  because  of  the  acute  pain  do  get  accus- 
tomed to  them  while  they  are  enjoying  the  bene- 
fit of  cortisone. 
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OUTSTANDING  PROGRESS  MADE  IN  MEDICAL  GRIEVANCE  COMMITTEES 


Outstanding  progress  has  been  made  in  the  estab- 
lishment of  medical  grievance  committees,  accord- 
ing to  a report  of  the  Council  on  Medical  Service  of 
the  American  Medical  Association.  The  com- 
mittees hear  and  investigate  complaints  concerning 
the  professional  conduct  and  ethical  deportment  of 
individual  physicians  and  attempt  amicable  adjust- 
ments. 

Two  years  ago,  the  House  of  Delegates  of  the 
A.M.A.  adopted  a resolution  urging  that  all  constit- 
uent medical  associations  have  such  committees 
to  hear  complaints  from  the  public.  Today,  42  state 
medical  societies,  including  the  District  of  Golumbia 
and  Hawaii,  either  have  created  special  committees 
or  have  specifically  delegated  this  function  to  exist- 
ing committees. 


The  jurisdiction  of  the  committees,  for  the  most 
part,  is  limited  to  arbitration  and  does  not  include 
authority  to  discipline  any  physician.  However, 
when  disciplinary  action  seems  necessary,  all  evi- 
dence is  usually  submitted  to  the  proper  judicial 
authority.  In  a number  of  instances,  the  committee 
not  only  may  refer  the  case  to  the  proper  medical 
judicial  body  but  also  may  prefer  charges  and  pro- 
secute as  well. 

Grievance  committees  hear  complaints  from  any 
source — physicians,  organizations,  or  the  general 
public.  Few  accept  verbal  complaints,  but  all  ac- 
cept written  ones;  several  committees  are  author- 
ized to  initiate  investigation  when  they  feel  it  is 
justified,  regardless  of  whether  a complaint  has  been 
filed. 


CORTISONE  TREATMENT  IN  ESSENTIAL  DYSMENORRHEA 

Preliminary  Report 

Franz  Schuck,  M.D.,  New  York  City 

( From  the  Office  of  the  University  Physician,  New  York  University) 


A RESEARCH  program  on  essential  dysmen- 
orrhea, conducted  among  students  of  New 
York  University  since  1946,  was  reported  in 
1951. 1 Subsequently  we  started  to  use  cortisone 
in  a group  of  patients.  Their  number,  50  so 
far,  is  still  too  small  and  the  complexities  of 
dysmenorrhea  and  of  cortisone  effects  are  too 
great  to  permit  final  conclusions;  yet  the  clini- 
cal results  were  impressive  enough  to  be  reported 
in  this  preliminary  publication. 

The  choice  of  cortisone  was  prompted  by  con- 
clusions from  our  former  studies.  We  had  as- 
sumed that  the  painlessness  of  normal  menstrua- 
tion required  a vasodilatory  (parasympathetic) 
factor,  which  moderated  the  primary  angiospasm 
of  uterine  arteries.  This  factor,  we  assumed,  was 
contained  in  or  activated  by  hormones.  Hence, 
it  seemed  logical  to  consider  cortisone, *  * * which  has 
parasympathetic  qualities,  and  its  activator, 
ACTH.  In  following  this  thought,  we  did  not 
underrate  the  persisting  problems  of  dysmenor- 
rhea and  the  complexity  of  therapeutic  cortisone 
effects. 

Material 

Our  50  patients  were  between  the  ages  of 
seventeen  and  twenty-one  years.  They  all  were 
cases  of  “essential”  dysmenorrhea  without  any 
disturbance  or  complaint  in  the  intervals  between 
menses.  Their  cardiovascular  and  pulmonary 
health  had  been  confirmed  before  medication, 
and  all  dubious  cases  had  been  excluded. 

The  results  in  this  group  were  as  follows: 

1.  When  given  a day  or  several  hours  before 
the  onset  of  painful  menstruation,  cortisone 
had  no  effect  upon  the  menstrual  pain.  There 
was  no  “prevention”  by  taking  it  several  hours 
before  menstruation. 

2.  Cortisone  was  effective,  however,  when  a 
sufficiently  large  initial  dose  (see  below)  was  given 
at  the  onset  of  the  pain  or  no  more  than  two  hours 
before  the  expected  pain.  The  majority  of 
patients  thus  treated  reported  pain  relief  ranging 
from  marked  diminution  to  complete  absence  of 
the  usual  menstrual  pain. 

3.  From  caution,  we  had  started  with  one 
or  two  tablets  (25  or  50  mg.)  as  initial  dose.  As 
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* Cortisone  was  provided  by  Merck  and  Co.  We  used 
Cortone  tablets,  25  mg.  each. 


in  other  fields  of  cortisone  therapy,  however, 
these  small  doses  at  the  start  were  not  effective. 
We  finally  gave  four  tablets  (100  mg.)  as  initial 
dose,  followed  by  two  doses  of  two  or  three  tablets 
each,  given  during  the  first  two  days  at  intervals 
of  from  two  to  six  hours.  As  a rule,  we  did  not  ex- 
ceed a total  of  nine  tablets  (225  mg.)  per  patient, 
given  during  forty-eight  hours.  From  experi- 
ence in  other  fields  of  cortisone  treatment,  this 
total  is  well  within  the  safety  limits,  and  a slight 
increase  may  prove  permissible  in  the  future. 

4.  Dosage  and  timing  are  important.  At 
first,  the  pain  relief  seemed  sporadic  and  acciden- 
tal. Of  our  20  most  recent  patients,  however, 
who  had  been  treated  according  to  the  foregoing 
directions,15  were  pain  free  or  markedly  relieved, 
while  five  were  refractory.  The  reason  for  this 
difference  cannot  yet  be  explained. 

5.  Undesirable  side-effects  were  not  observed. 
There  were  no  changes  of  the  length  of  menstrua- 
tion or  complaints  about  discomfort  caused 
by  the  medicament.  Instead,  most  patients 
stressed  the  advantage  that  this  medication  gave 
pain  relief  without  narcotizing  effects,  while  pre- 
vious tablets  had  made  them  too  tired  to  work. 
Although  the  number  of  50  patients  is  still  too 
small  to  exclude  side-effects  in  others,  particularly 
of  an  allergic  nature,  the  medicament,  within  the 
limits  of  the  above  dosage,  proved  remarkably  in- 
nocuous in  essential  dysmenorrhea. 

Conclusions 

Cortisone  provides  pain  relief  in  essential 
dysmenorrhea,  with  complete  success  in  many  and 
with  failure  in  few  cases.  The  effect  is  achieved 
by  doses  which  can  be  applied  without  risk. 
The  modification  of  optimal  dosage  and  timing, 
the  extension  to  cases  which  are  still  resistant, 
and  the  physiologic  nature  of  the  reaction  are  be- 
ing studied. 

49  West  32nd  Street 
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Case  Reports 


PERFORATION  OF  THE  INFARCTED  INTERVENTRICULAR  SEPTUM, 
ANTEMORTEM  DIAGNOSIS 


Siegfried  Salomon,  M.D.,  and  Ludwig  Gross,  M.D.,  Staten  Island,  New  York 


( From  the  Medical  Department  of  St.  Vincent’s  Hospital ) 


TN  THE  one  hundred  six  years  since  Latham  first 
described  rupture  of  the  infarcted  interventricular 
septum,  upwards  of  70  cases  have  been  reported  in 
medical  literature.1  Although  evidently  not  com- 
mon, this  condition  is  a grave  complication  and  offers 
an  extremely  poor  prognosis.  Only  two  of  the  cases 
reported  are  known  to  have  lived  more  than  one 
year;  one  survived  three  and  one-half  years,  the 
other  four  years  and  ten  months.2,3  As  a rule  sur- 
vival is  less  than  one  month  and  averages  0.4  days.4 
Usually  occurring  at  the  center  of  a recent  myocar- 
dial infarction,  rupture  of  the  interventricular  sep- 
tum may  also  result  from  bacterial  endocarditis, 
septic  abscess,  aneurysm,  fatty  degeneration,  ter- 
tiary luetic  or  tuberculous  involvement,  echinococcus 
cyst,  malignancy,  or  trauma. 

Following  the  onset  of  myocardial  infarction,  per- 
foration occurs  with  but  rare  exceptions  within  two 
weeks,  the  average  time  being  around  seven  days,5 
when  in  the  evolution  of  the  infarction  the  damaged 
heart  muscle  is  at  a peak  of  softness  and  friability. 
The  case  presented  here  is  unusual  in  that  perfora- 
tion apparently  occurred  within  the  first  ten  hours 
after  the  onset  of  infarction.  A case  of  rupture  of  the 
ventricular  wall  has  been  reported  in  which  perfora- 
tion took  place  fourteen  hours  after  the  onset  of 
symptoms.6 

Diagnosis  requires  rather  an  elevated  index  of 
suspicion  but  is  readily  apparent  in  the  presence  of 
clinical  and  electrocardiographic  manifestations  of 
myocardial  infarction  involving  the  septum,  fol- 
lowed shortly  by  the  precordial  signs  of  a septal  de- 
fect and,  if  the  patient  survives  the  acute  episode, 
eventual  rapid  deterioration  with  intractable  right- 
sided congestive  heart  failure. 

Case  Report 

D.  F.,  a sixty-five-year-old  white  retired  salesman, 
was  admitted  to  the  hospital  on  January  21,  1951, 
with  an  eight-hour  history  of  crushing  precordial 
pressure,  extreme  weakness,  and  vomiting  asso- 
ciated with  dizziness  and  excessive  perspiration. 
His  past  history  was  entirely  negative,  except  for 
bilateral  inguinal  herniorrhaphy  performed  at  this 
hospital  eight  months  earlier,  at  which  time  no  car- 
diac abnormalities  were  noted. 

Physical  examination  revealed  a well-developed, 


Fig.  1.  Electrocardiograms  taken  on  January  21 
(A),  January  25  (B),  and  February  2,  1951  (C). 


fairly  well-nourished,  pallid,  elderly,  white  male, 
apparently  acutely  ill  and  experiencing  moderate 
dyspnea.  Blood  pressure  was  158/80,  pulse  74  and 
regular,  temperature  99  F.  The  only  abnormal  phys- 
ical signs  concerned  the  heart,  which,  although  not 
detectably  enlarged,  produced  a blowing  grade  V 
precordial  systolic  murmur,  loudest  at  the  left  of  the 
sternum  in  the  fifth  to  seventh  interspaces  and  trans- 
mitted to  the  left  axilla  but  not  to  the  neck.  Nu- 
merous extrasystoles  were  noted.  There  were  no 
signs  of  overt  congestive  failure  on  admission. 
However,  there  was  a definite  systolic  thrill  in  the 
left  fifth  intercostal  space  at  the  left  sternal  border. 

Laboratory  data  were  as  follows:  hemoglobin 
14.1  Gm.,  erythrocyte  count  4,980,000  per  cu.  mm., 
leukocyte  count  14,000  per  cu.  mm.  with  a normal 
differential;  nonprotein  nitrogen  49.5  mg.  per  cent; 
fasting  blood  sugar  182  mg.  per  cent  and  persistently 
elevated  until  death;  aglycosuric  at  all  times;  cho- 
lesterol 230  mg.  percent;  erythrocyte  sedimentation 
rate  (Wintrobe,  corrected)  16  mm.  per  hour  on  ad- 
mission, rising  to  34  mm.  per  hour  on  the  fourth  day 
of  his  hospital  stay  and  falling  to  0 mm.  per  hour  on 
the  twenty-third  day;  urinalysis  negative. 

On  January  21,  1951,  the  electrocardiogram  re- 
vealed signs  characteristic  of  a recent  anterior  myo- 
cardial infarction  and  pericarditis  (Fig.  1 A).  The 
S-T-T  segments  were  elevated  in  all  standard  leads 
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and  in  all  precordial  leads,  especially  in  V4  and  V5. 
They  were  depressed  in  a VR  and  elevated  in  aVF.  Q 
waves  appeared  in  I,  III,  all  precordial  leads,  and 
in  aVF.  The  S-T  segments  returned  gradually  to 
the  baseline  in  tracings  taken  on  January  25  and 
February  2 (Fig.  IB  and  1C). 

Chest  films  revealed  the  aortic  arch  to  be  accen- 
tuated to  the  left  and  to  present  evidence  of  calcific 
plaques.  The  heart  size  was  within  normal  limits. 
Abdominal  films  were  unrevealing. 

The  patient  was  given  morphine,  papavarine,  peni- 
cillin, and  promptly  placed  on  an  anticoagulant 
regimen  with  Depo-heparin  and  Dicumarol.  De- 
spite apparent  laboratory  control  of  the  anticoagu- 
lant therapy — the  prothrombin  time  at  no  time 
rising  above  16.5  seconds  with  a control  of  13.7 
seconds — the  patient  developed  bleeding  into  the 
skin  about  both  upper  extremities.  This  was  re- 
garded as  an  omen,  and  accordingly  Dicumarol  and 
heparin  were  discontinued.  No  further  ecchymoses 
appeared  after  three  days. 

The  patient’s  temperature  was  intermittently 
elevated  to  100  F.  per  rectum  during  the  first  week, 
returning  to  and  remaining  normal  thereafter. 
Arterial  blood  pressure  after  the  day  of  admission 
persisted  at  85/65.  Moderate  tachycardia  of  105  to 
1 12  per  minute  was  apparent  throughout  his  hospital 
stay.  The  patient  experienced  marked  discomfort 
and  pain  about  the  anterior  aspect  of  the  neck,  as 
well  as  in  the  upper  abdomen,  after  his  second  hos- 
pital day.  Occasional  course  basal  rales  were  de- 
tected from  the  third  day  on.  Icterus  was  first 
noted  on  the  eighth  day  and  hepatomegaly  on  the 
eleventh,  both  increasing  progressively.  Cyanosis 
was  evident  during  the  second  week,  this  also  of  a 
progressive  nature.  Terminally,  sacral  and  pre- 
tibial  pitting  edema  were  apparent.  He  lapsed  into 
coma  the  twentieth  hospital  day  and  expired  quietly 
four  days  later. 

Clinical  diagnosis  included  arteriosclerotic  cardio- 
vascular disease,  anterior  and  septal  wall  myocar- 
dial infarction,  rupture  of  the  intraventricular  sep- 
tum, and  pericarditis. 

Necropsy  Findings  (Dr.  V.  Kogan). — The  pericar- 
dial cavity  showed  fibrinous  adhesions  between  the 
epicardium  and  pericardium. 

The  heart  weighed  280  Gm.  The  epicardium  was 
partly  covered  by  a thin  layer  of  gray  fibrinous 
exudate.  The  myocardium  of  the  left  ventricle  at 
the  apex  was  markedly  thinned  out.  On  section  it 
showed  areas  of  reddish-yellow-brown  mottling, 
especially  in  the  area  of  the  septum  and  anterior 
wall.  The  septum  near  the  apex  showed  two  open- 
ings measuring  about  V2  cm.  in  diameter  in  greatest 
dimension.  They  were  irregularly  shaped,  round, 
and  connected  the  left  and  right  ventricle.  The 
coronary  arteries  were  markedly  sclerotic.  The 
left  anterior  descending  artery  was  markedly  nar- 
rowed and  occluded  by  a recent  thrombus  about  2 
cm.  from  its  orifice. 

Microsopic. — The  epicardium  was  covered  in 
several  areas  by  fibrin  and  showed  mild  infiltration 
by  round  cells  and  occasional  polymorphonuclear 


leukocytes.  The  myocardium  showed  extensive 
areas  of  necrosis  which  were  in  different  stages  of 
organization.  In  some  areas  there  was  very  recent 
necrosis  of  myocardium  with  infiltration  by  poly- 
morphonuclear leukocytes;  in  some  other  areas  the 
necrotic  myocardial  fibers  were  replaced  by  vascular 
granulation  tissue.  Areas  of  necrosis  of  myocardium 
without  infiltration  by  polymorphonuclear  leuko- 
cytes were  also  seen.  Mural  thrombi  undergoing 
organization  were  present.  Sections  taken  from 
the  edge  of  perforation  revealed  areas  of  recent 
necrosis  of  myocardium  as  well  as  young  fibrous 
connective  tissue  as  seen  in  repair  of  myocardial  in- 
farction. Sections  of  coronary  arteries  revealed 
marked  arteriosclerosis  with  areas  of  calcification 
narrowing  the  lumen.  Recent  thrombotic  material 
in  the  lumen  of  the  coronary  artery  was  demon- 
strated. 

Comment 

In  our  case  the  patient  suffered  an  attack  at  about 
8 a.m.  The  pain  did  not  last  long  enough  and  was 
not  severe  enough  to  require  medical  help.  He  went 
about  his  business,  took  a bus,  ferry,  and  subway 
back  and  forth  for  a distance  of  20  miles.  He  then 
suffered  a far  more  severe  attack  with  shocklike  pic- 
ture necessitating  hospitalization.  Of  all  the  re- 
ported cases,  this  seems  to  be  the  earliest  one  that 
came  to  perforation.  From  there  on  things  hap- 
pened in  textbook  fashion.  Pressure  in  the  neck 
(distention  of  the  great  neck  veins)  was  the  first 
complaint  after  the  patient  recovered  from  shock. 
Next  he  experienced  pain  in  the  right  upper  quad- 
rant (acute  distention  of  the  capsule  of  the  liver). 
All  other  signs  of  right  heart  failure  followed. 

Summary 

Antemortem  diagnosis  of  rupture  of  the  inter- 
ventricular septum  can  be  made  easily  in  a case  of 
recent  coronary  occlusion  if  another  attack  is  ac- 
companied by  the  appearance  of  a characteristic 
systolic,  harsh,  blowing  murmur  over  the  sternum 
or  to  the  left  of  it  in  the  fourth  or  fifth  intercostal 
space.  Right  heart  failure  of  intractable  nature 
renders  the  prognosis  practically'  hopeless  in  most 
cases.  A case  of  ruptured  interventricular  septum, 
diagnosed  antemortem,  is  presented  herein. 
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We’re  about  to  enter  the  age  of  flight  before  we’ve  even  developed  a chair  that  a man  can  sit  on 

comfortably. — Philip  Wylie 


TREATMENT  OF  VENTRICULAR  TACHYCARDIA  WITH  PROCAINE 
AMIDE 

Robert  B.  Case,  M.D.,  and  M.  Dorothea  Kerr,  M.D.,  New  York  City 
( From  the  Department  of  Medicine  of  St.  Luke's  Hospital) 


''THE  efficacy  of  procaine  amide  in  cardiac  arrhvth- 
"*■  mias  has  been  a subject  of  interest  in  current 
clinical  medicine.  Irwin  and  Cutts  successfully  re- 
verted one  case  of  ventricular  tachycardia,  and 
Kayden,  Steele,  Mark,  and  Brodie  reported  excellent 
results  in  the  treatment  of  abnormal  beats  of  ven- 
tricular origin.1,2  Thirteen  of  15  patients  with 
ventricular  tachycardia  were  reverted  to  normal 
rhythm;  six  had  previously  been  given  quinidine 
to  toxicity  levels  without  success.  Berry,  Garlett, 
Bellet,  and  Gefter  in  a relatively  large  series  of 
patients  with  rapid  ectopic  beats  treated  with  pro- 
caine amide  report  20  episodes  of  ventricular 
tachycardia  with  eight  treatment  failures.3  In 
addition,  they  reported  about  86  per  cent  success 
in  35  cases  of  ventricular  premature  contractions. 
Miller,  Nathanson,  and  Griffith  had  a similar  inci- 
dence of  success  by  the  intravenous  route  alone.4 

Results  in  the  supraventricular  arrhythmias  have 
been  somewhat  puzzling.  In  nodal  and  paroxysmal 
auricular  tachycardias,  procaine  amide  has  been 
markedly  successful  with  66  to  100  per  cent  rever- 
sion, while  in  auricular  flutter  and  fibrillation,  it  has 
been  just  as  strikingly  unsuccessful  with  70  to  100 
per  cent  failure  to  revert.3,4,5 

The  following  is  a report  of  two  cases  of  ventricu- 
lar tachycardia  following  myocardial  infarction 
which  reverted  to  normal  rhythm  with  procaine 
amide. 

Case  Reports 

Case  1. — A.  T.,  a fifty-six-year-old  music  teacher, 
was  admitted  to  St.  Luke’s  Hospital  on  July  11, 
1951,  complaining  of  a crushing  precordial  pain 
(“like  a 10-ton  weight  was  on  his  chest”)  for  the 
preceding  ten  hours.  Accompanying  this  was  an 
ache  in  the  left  arm.  The  pain  persisted  despite 
morphine  sulfate  and  nitroglycerine. 

The  patient  was  a restless,  apprehensive,  obese 
white  male.  Temperature  (rectal)  was  101.4  F., 
pulse  80,  respirations  18,  and  blood  pressure 
150/105  mm.  of  mercury.  Fine  crackles  were  heard 
at  both  bases  of  the  lungs.  The  heart  was  slightly 
enlarged  with  regular  rhythm  and  no  murmurs. 
The  liver  was  not  palpable,  and  there  was  no  ankle 
edema.  The  remainder  of  the  physical  examination 
was  normal. 

The  white  blood  count  was  10,800  per  cu.  mm.  and 
the  sedimentation  rate  10  mm.  in  one  hour  on  ad- 
mission. An  electrocardiogram  showed  evidence  of 
recent  acute  anterolateral  infarction. 

On  admission  the  patient  was  put  in  bed,  given 
a salt-poor  diet,  and  heparin  and  Dicumarol  in 
therapeutic  dosages.  His  chest  pain  persisted  in 
spite  of  narcotics.  By  the  third  day,  the  tempera- 
ture had  risen  to  103  F.  and  the  respiratory  rate  to 
30  per  minute.  He  was  given  penicillin,  placed  in 
an  oxygen  tent,  and  digitalization  begun.  He  re- 
ceived 0.4  mg.  of  digitoxin  orally  every  four  hours 
for  three  doses.  Shortly  after  the  second  dose,  he 
was  found  to  be  weak  and  poorly  responsive  with  a 


Fig.  1.  Case  1 — (A)  Superventricular  tachycar- 
dia; (B)  ventricular  tachycardia,  rate  250;  (C)  ven- 
tricular tachycardia  after  400  mg.  procaine  amide 
intravenously,  rate  180;  (D)  ventricular  tachycar- 
dia after  800  mg.  procaine  amide  intravenously, 
rate  140;  ( E ) regular  sinus  rhythm  after  900  mg. 
procaine  amide  intravenously,  rate  100. 


rapid,  irregular  pulse.  The  blood  pressure  had  fallen 
to  100/90.  An  electrocardiogram  showed  a nodal 
tachycardia  with  a rate  of  170  per  minute  (Fig.  1). 
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After  receiving  0.2  Gm.  quinidine  sulfate  orally  with- 
out effect,  the  patient  was  given  0.4  Gm.  quinidine 
gluconate  intramuscularly.  One  hour  after  this, 
there  was  no  effect,  but  within  ninety  minutes  the 
electrocardiogram  showed  a sinus  rhythm  with 
multiple  auricular  ectopic  beats.  The  blood 
pressure  had  returned  to  130/80  mm.  of  mercury. 
He  was  given  a maintenance  dose  of  oral  quinidine 
sulfate,  0.3  Gm.  every  eight  hours.  Digitalization 
was  continued  to  1.2  mg.  of  digitoxin,  followed  by  a 
daily  dose  of  0.2  mg.  Auricular  ectopic  beats  dis- 
appeared within  twenty-four  hours.  The  heart 
continued  to  be  regular  for  the  next  week,  although 
heart  sounds  were  poor.  The  temperature  fell  to 
normal. 

On  the  twelfth  day,  the  patient  complained  of 
dyspnea;  he  was  pale  and  had  a weak,  irregular 
pulse.  The  blood  pressure  was  100/80  mm.  of 
mercury.  An  electrocardiogram  showed  the  pat- 
tern of  ventricular  tachycardia  writh  a rate  of  250 
per  minute.  There  were  occasional  runs  of  normal 
sinus  rhythm.  Five  hundred  milligrams  of  procaine 
amide  were  injected  intravenously  over  a period  of 
twenty-five  minutes,  resulting  in  slowing  of  the 
ventricular  tachycardia  to  200  per  minute.  A simi- 
lar dose  was  then  given  orally.  Fifteen  minutes 
later,  intravenous  procaine  was  again  given.  After 
approximately  300  mg.  more,  the  rate  was  140  with 
an  occasional  normal  beat  seen.  After  still  another 
100  mg.  (a  total  of  900  mg.  intravenously)  were 
given,  normal  sinus  rhythm  was  present.  At  this 
time,  intravenous  dosage  was  stopped,  and  he  was 
given  500  mg.  orally.  For  the  next  thirty  minutes 
there  were  bursts  of  ventricular  tachycardia,  but 
after  this,  a normal  sinus  rhythm  without  ectopic 
beats  prevailed.  He  was  given  a maintenance  dose 
of  500  mg.  every  five  hours. 

Blood  pressure  and  pulse  had  returned  to  resting 
values.  The  patient’s  course  was  uncomplicated 
thereafter.  Quinidine  was  stopped  on  the  thirty- 
third  day.  He  was  discharged,  feeling  well,  on  the 
sixtieth  day  on  a regimen  of  digitoxin,  0.2  mg.,  and 
procaine  amide  500  mg.  every  four  hours.  A white 
blood  count  thirty  days  after  the  initiation  of  pro- 
caine amide  dosage  was  7,000  per  cu.  mm.  There 
was  no  count  below  this  during  his  hospital  ad- 
mission. 

Case  2. — S.  C.,  a sixty-six-year-old,  white  male, 
was  admitted  to  St.  Luke’s  Hospital  for  the  third 
time  on  August  20,  1951.  Previous  admissions  had 
been  for  a thrombosis  of  the  right  retinal  and  left 
cerebral  artery  following  hypertension.  He  com- 
plained of  suprasternal  and  substernal  pain  radiat- 
ing to  the  neck  intermittently  for  three  weeks  and 
continually  for  eight  hours.  There  were  no  symp- 
toms of  cardiac  failure  except  for  mild  dyspnea  for 
one  day. 

The  patient  was  a pale,  thin  male  in  no  acute 
distress.  The  temperature  was  100.2  F.  rectally, 
pulse  90,  respirations  24,  and  blood  pressure  166/120 
mm.  of  mercury.  The  lungs  were  clear.  The  heart 
was  not  enlarged,  sounds  were  regular,  and  a systolic 
murmur  was  heard  over  the  entire  precordium.  The 


liver  was  not  enlarged,  and  there  was  no  edema. 
The  remainder  of  the  physical  examination  was 
normal. 

An  electrocardiogram  showed  changes  interpreted 
as  right  bundle  branch  block  and  posterior  myo- 
cardial infarction.  The  white  blood  count  was 
11,200  per  cu.  mm.,  sedimentation  rate  58  mm.  in 
one  hour,  and  urea  nitrogen  22  mg.  per  100  cc. 

On  admission  the  patient  was  put  to  bed  and  given 
heparin  and  Dicumarol  in  therapeutic  dosages.  He 
felt  well,  but  the  blood  pressure  slowly  fell  to  100/60 
by  the  sixth  day.  On  the  eighth  day  his  pulse  was 
found  to  be  fast  and  irregular.  An  electrocardio- 
gram showed  ventricular  tachycardia.  He  was 
given  procaine  amide,  1 Gm.  orally,  without  effect. 
This  was  followed  by  750  mg.  two  hours  later  with 
a reversion  to  normal  rhythm  two  hours  later,  i.e., 
after  1,750  mg.  in  three  hours.  The  blood  pressure 
dropped  to  80/60  but  soon  returned  to  120/90. 
A maintenance  dose  of  500  mg.  every  six  hours  was 
begun.  On  this  therapy  ventricular  tachycardia 
recurred  the  next  day.  An  extra  500-mg.  dose  was 
followed  by  reversion  to  normal  rhythm.  There- 
after he  was  given  500  mg.  every  four  hours.  The 
following  day,  the  cardiac  rhythm  again  returned 
to  ventricular  tachycardia.  He  again  reverted  to 
normal  rhythm  on  a 500-mg.  oral  dose.  The 
maintenance  dose  was  then  raised  to  750  mg.  every 
four  hours,  and  on  this  dosage  he  remained  regular 
until  his  death  (nine  days  later). 

The  following  day,  he  complained  of  right  chest 
pain  and  hemoptysis.  An  x-ray  the  previous  day 
showed  densities  in  the  right  lung  field  suggestive  of 
multiple  infarction.  Because  of  increasing  dyspnea, 
digitalization  was  begun  on  the  fourteenth  day, 
using  digitoxin  0.4  mg.  every  four  hours.  He  went 
into  pulmonary  edema  after  having  received  only 
two  thirds  of  his  digitalizing  dose  but  responded  to 
morphine  and  oxygen.  During  the  next  five  days, 
pulmonary  edema  occurred  three  times  despite 
maintenance  digitoxin  therapy.  He  died  on  the 
nineteenth  day  in  his  fourth  bout  of  pulmonary 
edema  with  a regular  sinus  rhythm.  An  autopsy 
showed  a recent  infarct  of  the  posterior  wall  of  the 
left  ventricule  and  posterior  superior  portion  of  the 
intraventricular,  septum. 

Summary 

Two  well-documented  cases  of  ventricular  tachy- 
cardia following  myocardial  infarction  were  suc- 
cessfully reverted  to  normal  rhythm  with  procaine 
amide. 
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We  see  things  not  as  they  are,  but  as  we  are. — H.  M.  Tomlinson 


SITUS  INVERSUS  WITH  DIABETES  MELLITUS  AND 
PERNICIOUS  ANEMIA 

Aaron  Weiner,  M.D.,  Brooklyn,  New  York 


TN  A review  of  the  literature  of  situs  inversus,  I 
•*"  was  unable  to  find  a report  of  case  similar  to  the 
one  to  be  presented.  According  to  Abbot  in  an 
Atlas  of  Congenital  Cardiac  Abnormalities,  published 
by  the  American  Heart  Association,  11  out  of  every 
1,000  cardiac  anomalies  are  dextrocardia  with  situs 
inversus.1  The  report  of  Root  of  79  cases  of  per- 
nicious anemia  combined  with  diabetes  indicates 
that  the  former  rarity  of  the  combination  of  the 
two  diseases  no  longer  holds  true.  In  the  literature 
19  more  cases  are  mentioned;  42  new  cases  at  the 
Deaconess  Hospital  brings  the  total  to  140. 2 

Case  Report 

A.  S.,  a fifty-one-year-old  white  woman,  was  seen 
by  me  on  September  29,  1951,  complaining  of  poly- 
uria, general  fatigability,  headache,  and  pruritus 
vulvae.  The  above  complaints  were  of  several 
months  duration.  The  patient  had  never  seen  a 
phvsician.  She  had  four  children,  all  of  whom  were 
delivered  by  a midwife.  Her  father  had  diabetes 
mellitus.  The  patient  had  been  menstruating  regu- 
larly. 

Physical  examination  revealed  an  obese,  pale, 
white  female  weighing  283  pounds.  Examination  of 
her  ears,  nose,  and  throat  was  negative.  The  pupils 
reacted  to  light  and  accommodation;  sclera  were 
clear.  The  fundi  showed  moderate  retinopathy  with 
arteriosclerotic  retinitis,  grade  II.  The  neck  veins 
were  not  distended.  Lungs  were  normal  to  percus- 
sion and  auscultation.  Heart  examination  revealed 
greater  transmission  of  her  heart  sounds  on  the  right 
side  with  accentuation  of  the  second  sound  in  the 
second  left  interspace  near  the  sternum;  no  mur- 
murs were  elicited.  The  abdomen  was  obese,  and 
an  enlarged,  nontender  mass  was  felt  in  the  upper 
quadrant,  5 cm.  below  the  left  costal  margin.  Ex- 
tremities had  no  peripheral  edema,  and  no  abnormal 
reflexes  were  present.  Vibratory  sensation  over  the 
lower  extremities  was  slightly  impaired.  The  tem- 
perature was  98.8  F.,  pulse  80,  respiration  20,  and 
blood  pressure  160/85.  Urinalysis  showed  a specific 
gravity  of  1.018,  pH  7,  1 plus  albumin,  and  nega- 
tive sugar  reaction;  the  sediment  contained  5 to  6 
red  and  few  white  blood  cells  per  high  power  field. 
The  blood  Wassermann  test  was  negative.  The 
blood  sugar  was  212  mg.  per  100  cc.  of  blood.  Ex- 
amination of  the  blood  revealed  hemoglobin  38  per 
cent  (Sahli),  red  blood  cells  1,530,000,  color  index 


1.26,  white  blood  cells  3,600  with  29  per  cent  seg- 
mented neutrophils,  4 per  cent  stab  neutrophils, 
lymphocytes  59  per  cent,  eosinophils  4,  basophils  2, 
and  monocytes  2.  The  red  blood  cells  showed  a 
marked  macrocytosis,  anisocytosis,  poikilocvtosis, 
moderate  polychromasia  with  an  occasional  cell 
showing  a basophilic  stippling. 

A chest  film  and  fluoroscopy  revealed  dextrocardia 
with  an  air  bubble  under  the  right  leaf  of  the  dia- 
phragm; the  left  leaf  of  the  diaphragm  was  higher 
than  the  right.  The  cardiac  apex  and  aortic  knob 
were  seen  on  the  right  side  since  the  heart  is  a mirror 
picture  of  a normally  placed  heart.  The  electro- 
cardiogram disclosed  a dextrocardia;  leads  1 and  4 
were  inverted,  and  leads  2 and  3 replaced  each  other. 

The  patient  was  hospitalized  on  October  3,  1951. 
Temperature  was  100.5  to  102  F.  from  October  3 
to  7 and  was  normal  from  October  7 until  discharge 
on  October  12.  Urinalysis  revealed  a specific  grav- 
ity 1.018  to  1.020,  trace  of  albumin,  trace  of  sugar 
on  two  occasions;  urobilinogen  was  present  in 
1 : 60  dilution  on  October  4 and  1 : 25  on  October  10. 
Stool  examination  showed  urobilinogen  1 : 75  dilu- 
tion. 

On  October  4 urea  nitrogen  was  9,  total  protein  6.7 
Gm.  with  an  albumin-globulin  ratio  of  4.4:  2.3, 
glucose  178  mg.  per  100  cc.  blood,  icteric  index  18, 
sedimentation  rate  18  minutes,  hematocrit  20, 
prothrombin  20  seconds  (control  14). 

Laboratory  examinations  of  blood  during  the 
period  of  hospitalization  are  shown  in  Table  I. 

Gastric  analysis  on  October  6 revealed  a his- 
tamine-resistant achlorhydria.  On  this  date  urea 
was  11.9  and  blood  sugar  137  mg.  per  100  cc. 

Gastrointestinal  series  gave  the  following  results: 
The  stomach,  gallbladder,  and  small  and  large 
intestines  showed  situs  inversus.  A large  gallstone 
shadow  was  noted  in  the  left  upper  quadrant. 
The  stomach  was  small,  orthotonic,  of  the  fish  hook 
type,  and  no  abnormalities  were  noted.  There  were 
no  abnormalities  of  the  duodenum.  In  five  hours  the 
barium  mixture  extended  from  stomach  (slight 
amount)  to  rectum.  In  twenty-four  hours  the  mix- 
ture extended  from  cecum  to  rectum. 

Chest  x-ray  disclosed  a situs  inversus  of  the  chest 
with  the  left  side  on  the  right.  The  liver  was  on  the 
left.  The  cardiac  and  aortic  shadows  appeared 
widened  with  cardiac  measurements  as  follows: 
median  left  6.5  cm.,  median  right  10.7  cm.,  total 
transverse  17.2  cm. 

During  her  hospital  stay  the  patient  was  treated 


TABLE  I. — Blood  Studies 


__ 

3 

4* 

7 

10 

24 

Red  blood  cells 

1,310,000 

1,820,000 

2,380,000 

2,610,000 

3,120,000 

Hemoglobin 

32% 

38%  (6  Gm.) 

45% 

50% 

60% 

White  blood  cells 

5,900 

5,900 

6,200 

4,400 

Polymorphonuclears 

34 

56 

61 

26 

42 

Eosinophils 

2 

2 

1 

Lymphocytes 

64 

39 

37 

69 

56 

Monocytes 

1 

2 

1 

Stabs 

2 

1 

Reticulocytes 

3.1% 

4.6% 

Color  Index 

96 

* After  transfusion  of  500  cc.  of  blood;  also  seen  were  macrocytes,  normoblasts,  anisocytosis,  poikilocvtosis  and  central 
pallor. 
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with  crystocillin,  400,000  units  daily  from  October 
4 to  8,  and  a low  calorie  diet.  On  October  6,  liver 
extract,  15  units  per  cc.,  were  given  every  two  hours 
for  three  doses,  and  another  1 cc.  (15  units)  was  given 
on  October  8.  On  October  7 and  12,  60  micrograms 
of  vitamin  Bn  were  given. 

A blood  count  done  on  October  24  is  shown  in 
Table  I.  Red  blood  cells  showed  a very  slight 
macrocytosis,  anisocytosis,  and  polychromasia. 


Summary 

This  was  a case  of  situs  inversus  with  diabetes 
mellitus  and  pernicious  anemia  which  responded 
to  specific  therapy  with  liver  and  vitamin  B12. 
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CONGENITAL  OCULAR  TOXOPLASMOSIS 


Allan  A.  Jacobs,  M.D.,  Jamaica,  New  York 

nPOXOPLASMA  is  an  intracellular  protozoan  of 
uncertain  classification,  first  observed  in  the 
North  African  rodent,  Ctenodactylus  gondi,  and 
named  by  Nicole  and  Manceau  in  1909.  Since 
then  a large  number  of  animal  species,  including 
birds  from  various  parts  of  the  world,  have  been 
described  as  natural  hosts  for  this  parasite.  Animal 
toxoplasmosis  is  considered  the  source  of  human 
infection,  although  the  manner  of  transmission 
among  animals  and  from  animals  to  man  is  unknown. 
In  fixed  tissues  Toxoplasmas  occur  in  clusters  or 
aggregates,  commonly  referred  to  as  cysts.1 

The  occurrence  of  human  toxoplasmosis  was  first 
proved  in  1939  when  Wolf,  Cowen,  and  Paige  dem- 
onstrated Toxoplasmas  at  autopsy  in  the  tissues  of 
the  central  nervous  system  and  the  eye  of  an  infant 
with  encephalomyelitis  and  transmitted  the  infection 
to  animals.1 

Infection  with  Toxoplasma  parasites  can  produce 
a variety  of  clinical  syndromes  in  man,  classified  as 
follows:  (1)  congenital  encephalomyelitis  of  the 

newborn,  (2)  acute  encephalitis  in  children,  (3)  a ty- 
phus-like syndrome  of  adults  associated  with  pneu- 
monitis, (4)  an  acute  febrile  illness  in  adults  clini- 
cally similar  to  trichinosis,  and  (5)  nonapparent  in- 
fections in  adults  detected  by  finding  circulating 
antibodies  against  this  parasite.2 

In  most  cases  of  congenital  toxoplasmosis  there 
is  a history  of  onset  of  signs  and  symptoms  early  in 
life.  Chorioretinitis,  cerebral  calcification,  and 
mental  deficiency  or  psvchomotor  retardation  are 
commonly  associated  features.  The  pathologic 
changes  in  the  central  nervous  system  consist  of 
areas  of  inflammation  and  necrosis  followed  by  cal- 
cification and  a tendency  to  form  miliary  granulo- 
mas. Internal  hydrocephalus  and  large  areas  of 
cortical  atrophy  are  commonly  noted.  Similar 
areas  of  inflammation  and  necrosis  occur  in  the 
retina  with  migration  of  pigment  into  the  inner 
retinal  layers  and  cellular  infiltration  of  the  adjacent 
choroid. 

Toxoplasmas  have  been  demonstrated  in  the 
chorioretinal  lesions.1  The  chorioretinitis  is  in- 
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variably  bilateral  and  involves  the  macula.  It  be- 
gins in  slightly  elevated  areas  in  the  retina  showing 
loss  of  transparency,  and  soon  it  is  converted  into 
an  exudative  lesion  which  is  yellowish-white,  gray, 
or  red  (dependent  on  age,  hemorrhage,  and  pigment) 
and  fairly  sharply  bordered  with  round  contours. 
The  multiple  chorioretinal  lesions  are  discrete,  and 
the  unaffected  areas  between,  as  well  as  the  vitreous, 
are  relatively  clear.  The  size  varies  from  small 
miliary  to  large  exudative  foci.  The  age  of  the  lesion 
in  the  fundus  may  be  estimated  by  the  presence  or  ab- 
sence of  blood  vessels  and  their  relation  to  the 
lesion.3  Squint,  microphthalmus,  nystagmus,  and 
optic  nerve  atrophy  may  be  associated,  and  rem- 
nants of  pupillary  membrane,  posterior  cortical 
cataract,  and  lenticonus  occasionally  are  present.1 

In  the  acquired  disease  there  is  complete  absence 
of  ocular  involvement.1  Fatal  cases  of  toxoplasmic 
encephalomyelitis  are  characterized  chiefly  by  con- 
vulsions, internal  hydrocephalus,  cerebral  calci- 
fication, and  chorioretinitis.1  The  spinal  fluid  in 
the  active  stage  of  the  disease  shows  an  increase  in 
protein  content,  pleocytosis,  and  xanthochromia.3 
The  infection  in  the  later  phase  may  become  in- 
active or  healed  with  the  clinical  manifestations 
occurring  mainly  as  residual  effects  from  the  earlier 
period. 

Toxoplasma  antibodies  are  present  in  the  serum 
of  an  infected  case.  Also  Toxoplasma  antibodies 
can  be  demonstrated  in  the  serum  of  mothers  of  in- 
fected infants.  A positive  serologic  reaction  can 
be  considered  final  evidence  of  a toxoplasmic  origin 
in  acquired  as  well  as  in  congenital  chorioretinitis.2 
High  antibody  titers  are  the  rule  in  recent  cases. 
The  antibody  titers  drop  with  the  passage  of  years, 
and  after  the  age  of  six  or  seven  years  it  may  be 
difficult  to  establish  the  diagnosis  of  congenital 
toxoplasmosis.4  It  is  of  interest  to  note  that  sub- 
sequent children,  born  at  any  time  after  the  toxo- 
plasma-infected child,  are  normal.4 

Case  Report 

W.  J.,  a twelve-year-old  white  male,  was  first 
brought  to  my  office  on  June  9,  1951,  with  the  com- 
plaint of  gradual  loss  of  vision  during  the  past  two 
years.  The  mother  stated  that  her  child’s  intellect 
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was  good  as  attested  to  by  his  above  average  school 
grades.  Also,  no  one  in  her  family,  including  her- 
self and  husband,  had  eye  trouble.  She  further 
stated  that  she  spent  her  childhood  on  a farm  in  up- 
state New  York. 

Physical  examination  revealed  a well-nourished, 
intelligent  boy  with  a visual  acuity  of  20/80  in  the 
right  eye  and  20/400  in  the  left  eye.  Vision  in 
neither  eye  was  correctable.  The  fundus  oculi  pre- 
sented a bilateral,  almost  symmetric  and  identical, 
well-defined  and  sharply  demarcated,  central  and 
paracentral  area  of  chorioretinitis  which  appeared 
cystic  in  places  and  pigmented  throughout.  The 
vitreous  was  clear.  The  optic  nerve  heads  were 
pale  and  their  margins  slightly  blurred. 

Perimetry  showed  a marked  contraction  in  the 
peripheral  fields  of  each  eye.  Color  field  examina- 
tion of  the  chorioretinal  lesions  showed  no  evidence 
of  activity.  X-ray  examination  of  the  skull  of  both 
mother  and  patient  failed  to  reveal  evidence  of 
cerebral  calcification.  The  serum  of  both  mother 
and  patient  contained  antibodies  for  Toxoplasma  in 
a titer  of  1:64.5 

In  view  of  the  absence  of  pathologic  activity  in 
the  lesions,  no  treatment,  other  than  that  directed 
toward  general  health,  was  instituted.  The  patient 
is  being  seen  at  monthly  intervals,  and  no  further 


change  in  the  ophthalmoscopic  or  perimetric  picture 
has  been  noted.  Since  perimetric  studies  show  no 
evidence  of  toxoplasmic  activity  in  the  ocular  tis- 
sues, further  damage  to  the  eye  from  this  condition 
is  not  expected. 

Summary 

A case  of  nonfatal  congenital  toxoplasmosis  in  the 
healed  or  inactive  state  is  reported.  The  patient’s 
condition  was  complicated  by  optic  atrophy  and 
presented  the  unusual  absence  of  demonstrable 
intracranial  pathology  and  clinical  mental  retarda- 
tion. 

90-26  150th  Street 


Laboratory  tests  were  done  through  the  courtesy  of  Dr. 
Harry  Feldman,  University  Hospital  of  the  Good  Shepherd, 
State  University  of  New  York  at  Syracuse. 
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CARCINOMA  OF  THE  OVARY  WHICH  SIMULATED  AN 
ACUTE  FEBRILE  DISEASE 

J.  A.  Mishkin,  M.D.,  Watertown,  New  York 

( From  the  Mercy  Hospital) 


A/TANY  articles  have  been  written  on  the  subject  of 

J"so-called  “unexplained  fever.”  Actually,  with 
persistent  observation  and  investigation,  it  is  doubt- 
ful whether  such  a syndrome  exists.  Albrecht  in  a 
recent  article  amply  covered  the  problem  of  obscure 
fever  and  outlined  the  many  conditions  which  may 
result  in  a febrile  state.* 1 2 3 4 5 

It  is  not  unusual  for  the  general  practitioner  to  en- 
counter a patient  whose  presenting  symptoms  are 
fever  and  various  vague  somatic  complaints.  When 
the  physical  examination  does  not  yield  any  clues  for 
the  source  of  these  signs  and  symptoms,  the  physi- 
cian will  then  search  for  the  cause  by  subjecting  the 
patient  to  the  gamut  of  laboratory  procedures.  If, 
after  exhausting  the  patient’s  pocketbook  and  the 
manual  of  laboratory  procedures,  a definite  diagnosis 
has  not  been  made,  the  patient  is  said  to  have  “fever 
of  unexplained  origin.”  Whether  such  a diagnosis  is 
warranted  is  difficult  to  say.  It  is  true  that  in  a small 
number  of  cases  even  necropsy  will  at  times  yield 
negative  results.  However,  it  is  questionable  in 
these  cases  whether  more  diligent  search  might  not 
have  revealed  the  cause  of  death. 

When  all  diagnostic  and  laboratory  methods  have 
been  exhausted  in  an  unsuccessful  attempt  to  dis- 
cover an  infectious  process  as  the  etiology  of  the 
fever,  the  physician  must  consider  a neoplasm  as  one 
of  the  possible  causes.  This  is  particularly  true  when 


the  patient  is  over  thirty  years  of  age.  Although  the 
lymphomas  and  leukemias  are  the  most  apt  to  pro- 
duce febrile  states,  carcinoma  of  the  lung,  liver, 
kidney,  stomach,  or  bowel  must  be  seriously  con- 
sidered. In  spite  of  the  reported  high  incidence  of 
fever  associated  with  carcinoma  of  these  organs,  it  is 
surprising  how  often  the  physician  will  seek  for  rare 
infectious  states,  collagen  diseases,  etc.,  and  neglect 
searching  for  a neoplastic  process. 

The  exact  mechanism  for  the  production  of  fever 
in  carcinomatous  states  is  open  to  conjecture. 
Necrosis  of  tissue,  hemorrhage,  superimposed  infec- 
tion, dehydration,  elaborated  toxins,  etc.,  may  all 
play  a part  in  the  causation  of  fever.  From  a clinical 
standpoint  the  mechanism  is  not  as  important  as  the 
fact  that  fever  can  and  often  does  exist  in  the  pres- 
ence of  carcinoma.  It  is  not  unusual  even  for 
fever  to  precede  any  other  significant  symptoms, 
and  this  is  often  seen  in  carcinoma  of  the  bronchus  or 
kidney. 

The  following  is  a case  report  of  a young  woman 
who  presented  a prolonged  febrile  course,  the  etiol- 
ogy of  which  was  not  determined  until  six  months 
after  the  onset. 

Case  Report 

J.  B.,  a white  female,  age  thirty,  was  well  until 
May,  1950,  at  which  time  she  began  to  complain  of 
indigestion,  anorexia,  and  nervousness.  She  was 
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first  seen  by  a physician  on  July  5,  1950,  because  of 
the  onset  of  chills,  fever,  and  epigastric  pain  radiat- 
ing to  the  left  hypochondrium.  She  was  admitted 
on  the  following  day  to  the  House  of  the  Good 
Samaritan  with  the  provisional  diagnosis  of  acute 
pancreatitis.  Her  past  history  was  irrelevant  except 
for  a bilateral  salpingectomy  (nonspecific  chronic 
salpingitis)  and  a resection  of  both  ovaries  (follicular 
cysts)  in  1939.  A routine  appendectomy  was  per- 
formed at  the  same  time.  She  had  one  child,  twelve 
years  of  age. 

Upon  admission  to  the  hospital,  the  patient  had  a 
rectal  temperature  of  102  F.  and  a pulse  of  120. 
Other  than  fever  and  mild  tenderness  in  the  epigas- 
trium, the  physical  examination  was  negative.  The 
serum  amylase  was  12  units,  and  the  urinalysis  was 
normal.  Examination  of  the  blood  revealed  a 
hemoglobin  of  12.6  Gm.  and  a white  cell  count  of 
11,000  with  a normal  differential.  X-ray  films  of 
the  stomach,  small  and  large  intestines,  gallbladder, 
and  chest  were  all  considered  normal. 

Throughout  her  hospital  course  the  temperature 
fluctuated  between  98  and  102  F.  The  abdominal 
distress  subsided  on  the  fourth  day.  The  patient 
was  discharged  from  the  hospital  on  July  16  with  the 
final  diagnosis  of  acute  pancreatitis. 

While  at  home,  the  patient  experienced  nocturnal 
chills  and  fever  followed  by  profuse  sweating.  Her 
appetite  became  poorer,  and  she  lost  about  15  to  20 
pounds.  She  was  admitted  to  Mercy  Hospital  on 
August  3,  1950,  for  further  observation. 

The  temperature  was  101  F.,  the  pulse  90,  and  the 
respirations  20.  A noncatheterized  urine  showed 
3 to  5 white  blood  cells  per  high  power  field. 
The  hemoglobin  was  now  11.8  Gm.  The  wrhite  cell 
count  was  12,600  with  76  per  cent  neutrophils  and 
24  per  cent  lymphocytes.  None  of  the  cells  was  con- 
sidered abnormal.  A skin  test  for  trichinosis  was 
negative.  Agglutination  tests  for  typhoid  and  un- 
dulant  fevers  were  also  negative.  The  patient  was 
discharged  from  the  hospital  on  August  7 with  a 
diagnosis  of  “fever  of  unexplained  origin.” 

The  patient  was  seen  by  me  on  August  24,  1950. 
She  complained  of  chills,  fever,  sweats,  palpitation, 
dizziness,  anorexia,  weakness,  flatulence,  a dull  ache 
in  the  left  upper  abdomen,  constipation,  and  a loss  of 
40  pounds  since  May. 

Physical  examination  revealed  an  acutely  ill- 
looking,  nervous  adult  with  a temperature  of  101.5 
F.,  a pulse  of  120,  and  respirations  24.  The  eyes, 
ears,  and  nose  were  normal.  Several  carious  teeth 
were  present.  There  was  no  nuchal  rigidity  and  no 
lymphadenopathy.  The  lungs  were  clear.  The 
heart  was  normal  in  size  and  rhythm.  No  thrills, 
rubs,  or  murmurs  were  present.  The  blood  pressure 
was  114/70.  No  masses  could  be  felt  in  the  ab- 
domen. The  liver,  spleen,  and  kidneys  were  not 
palpable.  No  tenderness  was  noted.  Vaginal  and 
rectal  examinations  were  negative.  There  was  no 
rash  on  the  skin,  and  the  neurologic  examination 
disclosed  nothing  abnormal. 

The  patient  was  readmitted  to  Mercy  Hospital  on 
August  24.  The  initial  blood  count  revealed  9,100 
white  cells  with  a normal  differential.  The  hemo- 
globin was  10.8  Gm.  The  sedimentation  rate 
(Westergren)  was  59  mm.  in  one  hour.  The  urine 
was  normal.  The  blood  glucose  was  92  mg.,  the  non- 
protein  nitrogen  was  20  mg.,  and  the  chlorides  were 
320  mg.  per  100  cc.  A stool  specimen  was  positive 
for  occult  blood  but  was  negative  for  ova,  parasites, 
and  pathogenic  organisms.  Two  blood  cultures 
were  negative.  The  basal  metabolic  rate  was  plus  1 1 . 
The  Mantoux  was  negative.  The  spinal  fluid  was 


not  under  abnormal  pressure  and  yielded  normal 
laboratory  findings.  An  x-ray  of  the  chest  and  an 
intravenous  pyelogram  were  normal. 

The  patient’s  temperature  fluctuated  between  99 
and  102  F.  with  the  elevation  occurring  every  night. 
One  hundred  thousand  units  of  aqueous  penicillin 
were  administered  intramuscularly  every  three 
hours  from  August  29  to  September  10  without  any 
effect  on  her  condition.  The  carious  and  infected 
teeth  were  extracted  on  September  7.  However,  the 
temperature  still  remained  elevated.  The  patient 
was  discharged  from  the  hospital  on  September  16 
with  the  diagnosis  of  “fever  of  unexplained  origin.” 

At  home  the  patient  continued  to  run  a fever  and, 
because  of  increasing  weakness,  was  confined  to  bed. 
Constipation  became  more  obstinate,  and  she  de- 
veloped frequent  attacks  of  lower  abdominal 
cramps,  associated  occasionally  with  nausea  and 
vomiting.  Nervousness  increased,  anorexia  and  loss 
of  weight  were  more  apparent,  and  signs  of  secondary 
anemia  were  more  evident.  On  October  23  she  sud- 
denly developed  a foul  leukorrhea,  and  a pelvic  exam- 
ination revealed  a slightly  enlarged  left  ovary,  a 
thickened  right  adnexa,  and  an  endocervicitis. 

The  patient  was  again  admitted  to  Mercy  Hospital 
on  October  29.  Many  of  the  previous  laboratory 
tests  were  repeated,  and  similar  findings  were  ob- 
tained. A urine  test  for  porphyrins  was  negative. 
Stool  and  spinal  fluid  examinations  for  acid-fast 
organisms  were  negative.  Blood  and  urine  cultures 
were  negative.  X-rays  of  the  skull  and  other  bones 
were  reported  as  normal.  Bone  marrow  studies  were 
normal.  A muscle  biopsy  was  also  normal. 

After  much  effort  the  patient  was  finally  per- 
suaded to  undergo  an  exploratory  laparotomy  on 
November  27.  The  surgeon  found  many  adhesions 
in  the  pelvis.  The  left  ovary  was  slightly  enlarged 
and  indurated.  There  were  many  miliary-like 
nodules  in  both  lobes  of  the  liver.  A frozen  section 
of  the  ovary  revealed  carcinoma,  and  a supracer- 
vical hysterectomy  and  bilateral  salpingo-oophorec- 
tomy  were  performed.  The  histologic  report  on  the 
surgical  specimen  was  carcinoma  simplex  of  the  left 
ovary  with  extension  to  the  uterus  and  omentum. 

The  patient’s  postoperative  course  was  progres- 
sively downhill.  The  temperature  remained  ele- 
vated until  two  weeks  prior  to  her  death.  The  most 
outstanding  manifestations  during  the  last  six 
months  of  her  existence  were  frequent  convulsive 
seizures.  At  the  time  of  her  death,  July  22, 1951,  the 
patient  had  lost  about  100  pounds. 

Comment 

The  association  of  fever  with  carcinoma  has  long 
been  knowm  but  not  sufficiently  stressed.  Valuable 
time  islost  seeking  for  micro-organisms,  common  and 
rare  alike.  When  none  is  found  and  no  other  cause 
for  the  fever  is  determined,  the  physician  hides  his 
ignorance  by  labeling  the  disease  as  “fever  of  unex- 
plained origin.”  Howrever,  if  neoplastic  disorders 
are  kept  in  mind  and  more  avid  search  made  for  such 
lesions,  more  accurate  diagnoses  will  be  made,  and 
fewer  conditions  will  unwittingly  fall  into  the  cate- 
gory of  ignorance.  Perhaps,  too,  less  time  will  be 
lost  and  more  lives  saved. 
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TRAUMATIC  CHYLOTHORAX  PRODUCED  BY  ANTERIOR  DISLOCATION 
OF  A THORACIC  VERTEBRA 

Morgan  Berthrong,  M.D.,*  and  J.  B.  Pike,  M.D.,  Massena,  New  York 

( From  the  St.  Lawrence  County  Laboratories  and  the  Medical  Service  of  the  Massena  Memorial  Hospital) 


'"THE  clinically  rare  condition  of  chylothorax  is 
most  often  the  result  of  a traumatic  rupture  of 
the  thoracic  duct,  sometimes  following  penetrating 
chest  or  neck  wounds  but  usually,  in  reported  cases, 
a consequence  of  “closed”  chest  injuries.  At  autopsy 
the  site  of  the  laceration  may  be  difficult  to  find,  and 
when  discovered,  the  mechanism  of  its  production 
may  not  be  apparent.  Fractures  of  adjacent  ribs 
or  vertebral  bodies  offer  adequate  explanation  in 
some  cases;  in  others  sudden  hyperextension  with 
overstretching  of  the  duct  has  been  postulated. 
We  wish  to  present  a case  with  a hitherto  unde- 
scribed mechanism  of  thoracic  duct  laceration  leading 
to  a fatal  chylothorax. 

Case  Report 

V.  J.  S.  was  a forty-year-old  white  man,  first  seen 
by  one  of  us  (J.B.P.)  with  multiple  contusions 
and  abrasions  of  the  face,  chest,  and  back  following  a 
serious  automobile  accident.  There  was  a 2-inch 
laceration  of  the  forehead  and  tenderness  over  the 
right  chest  and  lower  thoracic  spine.  After  suturing 
the  laceration  and  strapping  the  chest,  he  was  com- 
fortable and  was  discharged.  Thirty-six  hours  later 
he  stated  that  he  felt  well  aside  from  some  backache. 
There  was  no  dyspnea.  N o impairment  of  resonance 
to  percussion  was  noted  over  either  chest.  Four 
days  after  the  accident,  severe  dyspnea  and  chest 
pain  rapidly  developed,  and  the  patient  visited 
another  physician  who  sent  him  to  the  hospital  and 
thereafter  attended  him. 

On  admission  his  temperature  was  99.6  F.  pulse 
120,  and  respirations  24.  He  was  dyspneic,  appre- 
hensive, and  slightly  cyanotic,  complaining  of  in- 
creasingly severe  right  chest  pain.  The  right  chest 
was  dull  to  percussion  with  an  absence  of  breath 
sounds.  The  point  of  maximal  impulse  was  at  the 
left  anterior  axillary  line.  Routine  blood  and  urine 
laboratory  studies  were  suggestive  only  of  dehydra- 
tion. Chest  x-rays  showed  a massive  right  pleural 
effusion  with  a shift  of  the  mediastinum  to  the  left. 
A thoracentesis  obtained  only  40  cc.  of  what  was 
thought  to  be  seropurulent  fluid.  It  was  not  sent 
to  the  laboratory.  The  patient’s  dyspnea  and  chest 
pain  became  more  severe,  a nonproductive  cough 
developed,  and  the  cyanosis  became  more  intense 
in  spite  of  oxygen.  A repeated  thoracentesis 
yielded  350  cc.  of  grossly  bloody  fluid.  The  nonpro- 
tein nitrogen  was  found  to  be  78  mg.  per  cent  and  the 
plasma  proteins  5.8  Gm.  per  cent.  The  hemoglobin 
was  18  Gm.  and  the  white  blood  cells  19,900  with 
a shift  to  the  left.  The  patient  died  seven  days 
after  the  accident. 

The  autopsy  showed  ecchymoses  in  the  skin  over 
the  lower  thoracic  spine.  Needle  puncture  wounds 
were  present  posteriorly  just  to  the  right  of  the 
midline  in  the  vicinity  of  the  eighth  thoracic  vertebra. 
Yellow-brown  edema  fluid  was  prominent  in  the 
subcutaneous  tissues  of  the  anterior  chest  and  in  the 
soft  tissues  of  the  neck.  On  opening  the  chest  4,000 
cc.  of  yellow,  cloudy,  and  sanguineous  fluid  filled 


the  right  pleural  cavity,  compressing  its  lung  and 
displacing  the  mediastinal  structures  markedly  to 
the  left  and  the  diaphragm  downwards.  About 
300  cc.  of  clotted  blood  also  lay  in  this  pleural  space. 
A transverse  tear  was  present  in  the  right  parietal 
pleura,  4 cm.  in  length  and  overlying  the  eighth  and 
ninth  thoracic  vertebral  bodies.  The  underlying 
tissues  were  likewise  tom,  but  the  azygos  vein, 
which  was  clearly  exposed,  was  intact.  With 
Roster’s  technic  the  thoracic  duct  was  located  just 
above  the  diaphragm,  and  fluid  injected  into  it  here 
flowed  freely  out  through  the  lacerated  region  4 or  5 
cm.  above.  A probe,  passed  gently  through  the 
duct  from  below,  likewise  reappeared  in  the  torn 
region.  The  cysterna  chyli  was  not  identified,  but 
pressure  on  its  normal  location  produced  a small 
spurt  of  cloudy  fluid  in  the  lacerated  area.  Superior 
to  the  laceration  in  the  paravertebral  soft  tissues  and 
behind  the  right  pleura,  a diffuse  recent  hematoma 
was  seen.  No  lesions,  other  than  edema  and  a small 
amount  of  diffuse  older  hemorrhage,  were  found  in 
the  mediastinum.  The  jugular,  subclavian,  and 
innominate  veins  contained  no  thrombi.  Dis- 
section of  the  neck  showed  no  abnormalities  although 
the  soft  tissues  were  edematous.  The  superior 
lip  of  the  ninth  thoracic  vertebral  body  lay  about 
0.5  cm.  anterior  to  the  eighth  with  increased  mobility 
at  this  junction.  The  inferior  margin  was  not  so 
displaced,  and  the  anterior  spinal  ligament  appeared 
intact.  A complete  separation  of  the  ninth  body 
from  its  superior  intervertebral  disc  was  plainly 
demonstrated.  No  fracture  of  the  body  itself 
could  be  seen  or  felt.  Fractures  of  the  ninth  spinal 
pedicles,  and  possibly  their  articular  processes, 
could  be  felt  and  were  demonstrated  after  the  verte- 
bral bodies  were  removed.  The  spinal  canal  showed 
localized  ecchymoses  of  the  extradural  soft  tissues, 
but  the  dura,  leptomeninges,  and  spinal  cord  at  the 
level  of  the  vertebral  injuries  were  normal  in  gross 
appearance.  No  other  fractures  were  seen  or  felt 
in  the  vertebrae,  ribs,  clavicles,  or  extremities.  The 
right  lung  was  completely  and  the  left  partially  ate- 
lectatic. No  significant  abnormalities  were  noted 
in  the  abdominal  viscera. 

Smears  of  the  pleural  fluid  stained  by  Sudan  IV 
disclosed  brilliant  red  droplets.  Ether-extracted 
fluid  became  clear,  and  evaporation  of  the  ether  ex- 
tract left  a fatty  residue  which  also  stained  brilliantly 
with  Sudan’s. 

Microscopic  sections  showed  an  early  fibroblastic 
reaction  in  the  retropleural  tissues  about  the  esopha- 
gus and  aorta.  This  actively  proliferating  con- 
nective tissue  contained  cystic  spaces  in  which  an 
edema  coagulum  was  prominent  as  well  as  organizing 
fibrin  and  erythrocytes.  A vessel  containing  small 
mural  thrombi  resembled  the  thoracic  duct.  A 
section  of  the  left  atrium  disclosed  a localized 
fibrinous  epicarditis  wdth  erythrocytes  and  edema 
coagulum  between  the  myocardial  fibers.  A rare 
small  thrombus  was  found  in  pulmonary  vessels. 
Atelectasis  was  extreme  in  sections  of  the  right  lung. 
In  the  section  taken  of  the  thyroid,  lymphatic 
vessels  containing  small  fibrin  thrombi  were  seen. 
Spinal  cord  sections  showed  no  abnormalities  in 
the  leptomeninges  or  substance  of  the  cord.  Its 
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vessels  were  dilated,  but  no  hemorrhages  were  pres- 
ent, and  no  alterations  were  apparent  in  the  myelin. 

Anatomic  diagnoses  were  as  follows:  history  of 
automobile  accident;  fractures  of  the  pedicles  of 
the  ninth  thoracic  vertebra;  anterior  dislocation 
of  the  ninth  thoracic  vertebral  body  with  separation 
of  body  from  intervertebral  disc;  laceration  of 
thoracic  duct  and  right  parietal  pleura;  massive 
right  chylothorax  (4,000  cc.);  atelectasis  of  right 
lung;  left  mediastinal  shift;  chylous  edema  of 
subcutaneous  and  cervical  soft  tissues.  Ecchymoses 
of  left  atrium.  Chronic  gastritis  with  mucosal 
erosions.  Submucosal  giant  cells  of  bladder. 

Comment 

The  fractures  of  the  spinous  processes  and  pedicles 
were  clearly  associated  with  an  anterior  dislocation 
of  the  ninth  thoracic  body.  It  is  our  opinion  that  at 
the  time  of  the  injury  the  dislocated  body  transected 
the  thoracic  duct,  tearing  adjacent  pleura  and  soft 
tissues.  Intact  and  elastic  spinal  ligaments  forced 
the  body  back  into  position  and  maintained,  with 
the  splinting  muscles,  adequate  union  for  limited 
function.  Such  a dislocation  would  be  particularly 
prone  to  tear  the  duct  in  the  lower  chest  where  the 
duct  ascends  upon  the  thoracic  vertebral  bodies. 
Hyperextension  would  facilitate  such  a laceration. 

Vertebral  fracture-dislocations  are  not  particu- 
larly unique,1  but  discussions  are  usually  concerned 
with  spinal  cord  damage.  It  is  interesting  to  note 
that  in  the  case  of  chylothorax  reported  by  MacNab 
and  Scarlett,  the  tenth  thoracic  body  was  found 
anteriorly  placed  adjacent  to  the  duct  laceration, 
but  no  fractures  or  dislocations  were  reported.2 

The  fact  that  lacerations  of  the  thoracic  duct 
both  clinically  and  experimentally  usually  do  not 
result  in  continued  chylous  drainage  or  chylothorax 
raises  the  question  ,of  why  it  has  occurred  in  the 
rare  case.3,4  The  obvious  explanation  is  found  in 
the  knowledge  that  the  thoracic  duct  has  normally 
many  collateral  channels  so  that  thrombotic  occlusion 
of  damaged  vessels  usually  does  not  result  in  a rise 
of  lymphatic  pressure  and  leakage.6  Anatomic 


variations,  which  are  known  to  be  numerous,  might 
occasionally  yield  a solitary  vessel  along  one  portion 
of  its  course.  Laceration  in  this  area  might  result 
in  continued  lymphatic  drainage  which  would 
inhibit  or  push  out  thrombi  or  otherwise  prevent 
occlusion  of  the  laceration.  The  more  frequent 
finding  in  chylothorax  of  lower  thoracic  duct  lacera- 
tions may  be  related  to  such  anatomic  variations  or 
to  the  greater  ease  with  which  the  lower  thoracic  duct 
may  be  studied  at  autopsy.6 

The  delay  between  injury  and  the  development 
of  respiratory  symptoms  and  signs  noted  in  our  case 
has  been  often  observed,  but  its  reason  is  obscure, 
especially  since  once  the  fluid  has  appeared,  it  tends 
to  reaccumulate  very  rapidly  thereafter.  It  has 
been  postulated  that  at  first  the  chyle  accumulates 
retropleurally  until  it  ruptures  into  the  pleural  space. 
In  our  case,  however,  showing  the  characteristic 
symptomless  interval,  the  pleura  had  also  been 
initially  widely  tom.  The  possibility  that  an  initial 
occluding  thrombus  was  at  a later  time  dislodged, 
perhaps  when  the  lymphatic  pressure  rose,  as  after 
a heavy  or  fatty  meal,  can  be  only  suggested. 

Conclusion 

A case  of  traumatic  chylothorax  has  been  pre- 
sented where  an  anterior  dislocation  of  a thoracic 
vertebral  body  produced  a laceration  of  the  thoracic 
duct.  Anatomic  relationships  suggest  that  this  type 
of  injury  may  be  a more  common  cause  of  such  tho- 
racic duct  lacerations  than  has  been  previously  ap- 
preciated. 
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PURIFIED  ACTH  MUCH  MORE  EFFECTIVE 
Purification  of  corticotropin  (ACTH),  a hormone 
drug,  has  made  it  many  times  more  effective  and 
has  reduced  the  dosage  requirements,  according  to 
a report  in  the  March  8 issue  of  the  Journal  of 
the  A merican  M edical  Association.  This  purification 
has  made  ACTH  “150  times  as  effective  clinically  as 
the  standard  corticotropin  and  at  least  250  times 
as  effective  on  a weight  basis  as  cortisone,”  another 
hormone  drug,  it  was  stated  by  Drs.  M.  S.  Raben, 
I.  N.  Rosenberg,  V.  W.  Westermeyer,  and  E.  B. 
Astwood,  of  the  Department  of  Medicine,  Tufts 
College  Medical  School,  Boston,  Massachusetts. 


The  increased  therapeutic  efficiency  achieved  by 
purification  reduces  the  dosage  requirement  and 
thus,  in  effect,  makes  available  an  increased  amount 
of  corticotropin  for  clinical  use.  Satisfactory  re- 
sponses with  the  purified  ACTH  have  been  obtained 
in  patients  who  had  become  unresponsive  to  stand- 
ard preparations  of  it.  No  qualitative  differences 
were  noted  with  the  purer  preparation  in  the  thera- 
peutic responses  or  in  toxic  effects.  Clinical  evalua- 
tion to  determine  dosage  and  frequency  of  adminis- 
tration of  newer  concentrates  differing  in  purity  or 
preparation  will  have  to  be  made. 


PLASMACYTOMA  OF  THE  LIP 


Alan  A.  Kane,  M.D.,  J.  Earl  Miles,  M.D., 
Brooklyn,  New  York 

( From  the  Brooklyn  State  Hospital) 

T)LASMA  cell  tumors  of  an  extramedullary  charac- 

ter  have  been  the  subject  of  much  discussion  and 
speculation.  A review  of  the  literature  shows  only 
a few  cases.  Helwig  reported  127  cases.1  Stout 
in  1949  reviewed  the  literature  and  reported  95 
cases  from  1905  to  1947,  adding  nine  of  his  own.2 
In  none  of  these  series  has  a plasma  cell  tumor  of 
the  lip  been  reported. 

The  nature  of  the  lesion  and  its  ultimate  fate 
have  been  discussed  by  many  authors,  especially 
Helwig,  Stout,  Oppikofer,  Michaels,  and  others.1-4 
It  has  been  difficult  to  catalog  the  lesion  early  and 
predict  its  final  outcome.  The  lesion  begins  most 
often  in  the  mucous  membrane.  It  may  remain 
clinically  noninvasive  for  many  years  and  ultimately 
may  become  a generalized  process.  From  a thera- 
peutic standpoint,  we  suggest  that  as  long  as  the 
tumor  is  localized  and  confined  to  soft  tissue,  a 
clinical  cure  can  be  obtained  by  surgery.  No 
therapeutic  measure  that  we  know  will  prevent  a 
fatal  outcome  if  applied  after  lymph  node  or  bone 
invasion  has  taken  place. 

Primary  extramedullary  plasmacytoma  is  suf- 
ficiently rare  to  warrant  the  report  of  another  case 
which  has  been  followed  for  three  years. 

Case  Report 

G.  E.,  age  sixty-six  years,  was  native  born  of 
Italian  parentage.  In  1942  he  developed  a psycho- 
sis characterized  by  grandiose  ideas,  euphoria,  and 
other  manifestations  for  which  he  was  admitted  to 
Harlem  Valley  Hospital.  On  April  12,  1948,  it  was 
noted  that  the  patient  had  developed  an  ulcer,  1 cm. 
in  diameter,  in  the  center  of  the  lower  lip.  There 
was  limited  induration  of  the  edges  which  were 
beveled  (Fig.  1).  No  regional  glands  could  be 
palpated.  At  this  time  the  patient  weighed  140 
pounds,  height  5 feet  5 inches,  blood  pressure  135/70, 
pupils  equal  and  sluggish  in  reaction.  The  lesion 
of  the  lower  lip  was  present  as  described.  The  neck 
was  free  of  masses.  The  heart  exhibited  a regular 
sinus  rhythm,  sounds  of  good  quality.  Lungs  were 
clear  and  resonant.  No  rales  were  heard.  The 
abdomen  was  soft  with  no  points  of  tenderness  or 
masses.  The  liver  and  spleen  could  not  be  felt. 
The  extremities  revealed  no  abnormal  findings. 
Blood  and  urine  were  normal. 

On  October  20,  1948,  he  was  transferred  to  the 
Brooklyn  State  Hospital  with  a diagnosis  of  car- 
cinoma of  the  lower  lip.  He  was  given  ten  treat- 
ments of  500  r at  each  treatment  (total  5,000  r). 

He  was  seen  by  us  on  December  6,  1948,  at  which 
time  we  noted  a well-developed  elderly  male  in  good 
state  of  nutrition.  The  physical  findings  except  for 
the  lip  were  comparable  to  his  admission  physical 
examination.  The  lower  lip  exhibited  an  ulcer 
approximately  in  the  midline.  The  lesion  was  cov- 
ered with  a large,  dry,  purulent  crust.  The  edges  were 
indurated  and  beveled.  No  regional  glands  were 
palpable.  The  lesion  was  iy2  cm.  in  diameter. 

One  month  later,  on  January  7,  1949,  it  was  noted 
that  the  lesion  was  increasing  in  size.  There  was 
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Fig.  1 . Preoperative  photograph  of  plasmacytoma 
of  lip. 

present  a moist  area  surrounding  the  primary 
lesion  with  considerable  redness  and  swelling.  No 
glands  could  be  palpated  in  the  neck. 

On  January  31,  1949,  the  lesion  was  excised  by 
block  dissection  under  local  infiltration  and  block 
anesthesia,  the  incision  going  well  beyond  the  ulcer. 

Pathologic  report  was  as  follows:  The  specimen 
consists  of  part  of  the  lower  lip,  measuring  2.5  by  2.0 
by  1.5  cm.  Its  central  portions  show  a shallow  ulcer, 
measuring  about  1.0  cm.  in  diameter.  Histologically 
the  mucosa  and  skin  of  the  lip,  respectively,  are 
transformed  into  a tumor-like  granulomatous  tissue, 
rich  in  small  capillary  blood  vessels  and  composed 
almost  entirely  of  plasma  cells.  The  plasma  cells, 
which  are  closely  packed,  with  very  scanty  fibrous 
interstitial  substance  are  mostly  quite  mature  with 
a rather  large  cytoplasm,  displaced  round  nucleus, 
and  a thin  perinuclear  halo  in  the  cytoplasm  (Fig.  2). 
The  nuclei  show  the  chromatin  arrangement  charac- 
teristic of  plasma  cells.  The  plasma  cellular  in- 
filtration is  not  a circumscribed  one;  in  several 
places  it  can  be  traced  down  to  the  musculature 
of  the  lip  and  laterally  around  the  ulcerated  area. 
The  microscopic  appearance  of  the  lesion  indicates 
that  it  is  an  extramedullary  plasma  cell  tumor. 
Extramedullary  plasmacytoma  in  most  cases  is 
relatively  benign  clinically,  but  clinically  it  may 
behave  malignantly. 

On  February  9,  1949,  the  wound  was  healed. 
All  black  silk  sutures  and  wires  were  removed. 
The  general  condition  of  the  patient  was  good. 

On  February  15,  1949,  x-ray  of  the  pelvis  and 
lumbar  spine  were  reported  as  follows:  Moderate 
degree  of  hypertrophic  osteoarthritic  lipping  was 
noted  along  the  margins  of  the  lumbar  vertebrae; 
there  were  no  destructive  bony  joint  changes  and 
no  evidence  of  metastatic  foci;  lateral  skull  exposure 
was  negative.  X-ray  of  the  chest  showed  an 
arteriosclerotic  and  hypertensive  configuration  of 
the  heart.  A calcified  plaque  was  noted.  There 
was  no  evidence  of  metastatic  lesion  in  the  ribs. 

On  February  18,  1949,  sternal  puncture  was  re- 
ported as  follows:  polymorphonuclears  23,  stabs  27, 
lymphocytes  5,  normoblasts  24,  myelocytes  7, 
metamyelocytes  7,  prolymphocytes  2,  monocytes  4, 
eosinophils  1. 
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Fig.  2.  Plasma  cells  showing  large  cytoplasm, 
displaced  round  nucleus,  and  thin  perinuclear  halo 
in  cytoplasm.  (350  X) 


The  patient  was  ambulatory  on  the  ward,  able 
to  care  for  himself,  ate  without  help,  and  had  a good 
appetite.  He  slept  well,  had  fairly  tidy  habits,  and 
offered  no  complaints.  lie  was  compliant  with  ward 
routine,  cooperative  while  being  interviewed,  tried 
to  be  agreeable,  but  frequently  smiled  foolishly. 
His  answers  were  prompt,  but  speech  was  circum- 
stantial and  tangential,  at  times  rambling  and 
incoherent.  He  kept  himself  idle  and  stayed  by 
himself.  There  was  no  evidence  of  hallucinatory 
experiences.  Patient  reminisced  and  confabulated 
freely.  His  recent  memory'  was  grossly  impaired, 
and  insight  and  judgment  were  lacking. 

Urine  examination  on  January  11,  1951,  was  re- 
ported as  follows:  specific  gravity  1.031,  negative 
for  albumin  and  sugar,  Bence-Jones  protein  negative. 
Blood  count  on  this  date  was  reported  normal. 
X-ray  survey  of  skeletal  system  failed  to  reveal 
any  evidence  of  metastatic  disease,  but  bone  in- 
farcts of  the  upper  and  lower  ends  of  the  left 
tibia  were  reported.  (The  patient  had  operated  an 
air  drill  as  a young  man,  which  may'  be  the  cause 
for  the  infarcts.) 

Conclusion 

An  unusual  location  for  extramedullary  plasmacy- 
toma is  reported.  The  case  is  being  followed,  but 
to  date  the  patient  is  organically  well  and  shows  no 
clinical  evidence  of  recurrence. 
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INCREASE  FEES  FOR  CERTIFIED  COPIES  OF  RECORDS 


The  New  York  State  Health  Department  has 
notified  all  persons  who  may  need  certified  copies  of 
birth,  death,  or  marriage  records  that  the  fees  for 
these  have  been  doubled  under  legislation  signed  re- 
cently by  Governor  Dewey. 

The  new  fees  now  in  effect  are  one  dollar  for  each 
hour  or  fractional  part  of  an  hour  for  search  of  the 
files  and  records  and  the  furnishing  of  a certification 
of  birth  or  death,  and  two  dollars  for  a certified  copy 
of  a birth  or  death  certificate.  Under  the  old  law, 
the  fee  for  search  and  certification  was  fifty  cents  and 
that  for  a certified  copy  of  the  birth  or  death  certifi- 
cate was  one  dollar. 

Searches,  certifications,  or  certified  copies  of  rec- 
ords to  be  used  for  school  entrance,  employment 


certificate,  or  public  relief  purposes  will  continue  to 
be  furnished  without  fee,  the  Department  empha- 
sized. Persons  desiring  transcripts  of  marriage  rec- 
ords also  will  have  to  pay'  one  dollar  for  each  hour 
for  search  of  the  files  and  two  dollars  for  a certified 
transcript  of  the  record.  The  old  law  set  a fee  of 
fifty  cents  an  hour  for  the  search  and  one  dollar  for  a 
certified  transcript  of  the  record. 

The  Department  urged  that  persons  who  need  the 
certified  records  take  note  of  the  new  fees  in  order  to 
save  the  loss  of  time  and  additional  work  required  if 
the  wrong  amount  is  sent  in.  It  emphasized  also 
that  only  State  fees  have  been  increased  and  those 
paid  to  registrars  and  town  or  city  clerks  remain  the 
same  as  always. 


RETINAL  DETACHMENT  FROM  DI-ISOPROPYL  FLUOROPHOSPHATE 
IN  AN  APHAKIC  EYE 


V.  La  Rocca,  M.D.,  New  York  City 
( From  the  New  York  Eye  and,  Ear  Infirmary ) 

TNI-isopropyl  fluorophosphate  (D.F.P.)  is  the 
strongest  miotic  for  the  treatment  of  glau- 
coma, but  its  use  is  not  without  danger.  Its 
mechanism  of  action  is  contraction  of  the  ciliary 
muscle  and  the  sphincter  of  the  iris  in  this  way  ex- 
erting a pumping  action  which  tends  to  keep 
Schlemm’s  canal  open.  The  action  of  D.F.P.  is 
extended  to  the  vasomotor  system,  producing 
congestion  of  the  vessels,  and  for  this  reason  D.F.P. 
is  contraindicated  in  narrow  angle  glaucoma  but 
advised  in  wide  angle  glaucoma  and  in  aphakic 
eyes  with  secondary  increased  tension. 

In  the  literature  reviewed  there  were  few  cases  of 
retinal  detachment  following  instillations  of  miotics. 
Leber  cites  a case  in  which  an  acute  attack  of  glau- 
coma was  promptly  relieved  by  eserine  but  was  fol- 
lowed a few  days  later  by  acute  hypotony  and  retinal 
detachment;  he  gives  no  explanation  of  the  mecha- 
nism of  formation  of  the  retinal  detachment  nor 
does  he  mention  whether  the  examination  revealed 
any  tear  of  the  retina.1  Marr  in  his  work  on  the 
clinical  use  of  D.F.P.  reported  one  case  of  retinal 
detachment  presumably  due  to  spasm  of  the  ciliary 
body  with  traction  on  the  choroid.2  Scheie  ob- 
served another  case  in  primary  glaucoma  and  heard 
of  two  more  cases  referable  to  instillation  of  D.F.P.3 

The  case  here  reported  is  the  first  one  observed 
in  an  aphakic  eye  where  the  use  of  D.F.P.  is  generally 
accepted  as  ideal  when  other  miotics  fail  to  lower 
the  tension. 

Case  Report 

J.  L.  R.,  age  seventy-one,  a tailor,  was  a patient 
in  my  office  since  June  26,  1945,  for  sclerosis  of  the 
lens  (both  eyes).  Cataract  operation  was  deferred 
until  March,  1950,  when,  because  of  the  lowering  of 
the  vision  of  the  right  eye  to  10/200  and  the  left 
eye  to  20/70,  a cataract  extraction  was  advised  for 
the  right  eye.  Tension  at  this  examination  was  24 
Schiotz  in  both  eyes.  After  routine  examination  the 
patient  was  admitted  to  the  New  York  Eye  and 
Ear  Infirmary  on  July  28,  1950,  when  an  intra- 
capsular  extraction  with  a combined  total  iridec- 
tomy was  performed.  The  recovery  was  uneventful, 
and  the  patient  was  discharged  on  the  eleventh  day 
with  a quiet  eye,  clear  cornea,  and  good  coloboma. 
Atropine  1 per  cent  and  zinc  sulfate  were  prescribed. 
Temporary  glasses  prescribed  a week  later  brought 
the  vision  to  20/25.  The  patient  was  seen  at  inter- 
vals. 

Three  weeks  after  his  discharge,  during  a routine 
postoperative  examination,  the  patient  complained 
of  reduced  vision  which  proved  to  be  20/70  on  ex- 
amination. No  pathology  of  the  fundi,  no  changes 
in  the  field  were  seen;  tension  was  28  Schiotz  right 
eye  and  26  Schiotz  left  eye.  Atropine  was  discon- 
tinued, and  pilocarpine  2 per  cent  was  prescribed 
instead.  The  following  week  the  condition  remained 
the  same;  pilocarpine  was  substituted  with  prostig- 
mine  bromide  5 per  cent  and  later  with  eserine  0.5 
per  cent.  However,  in  spite  of  stronger  miotics  the 
tension  progressively  increased  to  50  to  55  Schiotz. 


Upon  the  failure  of  the  miotics,  the  patient  was 
advised  of  another  operation  to  relieve  the  tension. 
When  he  expressed  his  disappointment,  he  was  then 
advised  to  consult  other  specialists.  Two  prominent 
physicians  who  were  consulted  agreed  that  a cyclo- 
dialysis should  be  performed  eventually  but,  in 
view  of  a slight  pericorneal  congestion,  advised  first 
trying  charcholine  0.75  per  cent  in  Zephiran.  When 
this  failed  also,  D.F.P.  was  suggested  to  reduce  the 
tension  since  it  had  proved  to  be  effective  in  similar 
cases  in  their  experience.  Their  advice  was  followed, 
and  the  patient  was  admitted  to  the  New  York 
Eye  and  Ear  Infirmary  on  September  26,  1950. 

The  tension  at  this  time  was  around  55  to  60 
Schiotz.  Twelve  hours  after  the  first  instillation  of 
0.05  per  cent,  it  decreased  to  35  Schiotz.  Another 
drop  was  instilled,  and  within  two  days  of  hospitali- 
zation the  tension  lowered  to  28  Schiotz.  In  view  of 
such  remarkable  results  the  patient  was  discharged 
on  the  third  day  and  advised  to  use  charcholine  and 
massages. 

The  patient  went  home,  but  two  days  later  noti- 
fied me  by  telephone  that  the  night  before  the  eye 
had  gone  suddenly  blind.  An  examination  the  same 
day  showed  a soft  eye  (around  12  Schiotz)  with  a 
total  funnel  detachment  of  the  retina.  No  tears  were 
noticed.  The  patient  was  readmitted  to  the  hos- 
pital, and  the  same  physicians  called  in  consultation. 
An  operation  for  retinal  detachment  was  performed 
with  application  of  4 Sapar  needles  and  extensive 
superficial  diathermy.  A large  amount  of  subretinal 
fluid  was  removed  and  3 cc.  of  sterile  air  injected 
through  the  anterior  chamber,  but  as  expected  the 
retina  could  not  be  reattached. 

Comment 

The  violent  spasm  of  the  ciliary  body  and  vascular 
congestion  caused  by  the  D.F.P.  are  responsible 
for  this  detachment.  To  explain  the  mechanism 
of  the  retinal  detachment,  one  must  remember  that 
the  ciliary  muscle  consists  of  three  portions:  merid- 
ional, radial,  and  circular.  The  meridional  fibers, 
starting  at  the  choroid,  run  forward,  becoming  a 
mass  of  muscle  together  with  the  radial  and  circular 
fibers,  and  insert  themselves  at  the  posterior  scleral 
spur. 

By  pumping  action  the  ciliary  muscle  holds  the 
canal  of  Schlemm  open,  but  the  action  of  the  D.F.P. 
is  not  limited  to  the  contraction  of  the  fibers  of  the 
ciliary  muscle  but  also  causes  congestion  of  the 
vascular  system.  As  Leopold  and  Comroe  noticed 
in  their  original  paper  on  the  use  of  D.F.P.,  among 
the  disadvantages  which  could  be  attributed  to  the 
drug  were  blurring  of  vision,  ocular  pains,  and  spasm 
of  the  iris  and  ciliary  body.4 

The  contraindication  to  D.F.P.  in  glaucoma  with 
narrow  angle,  where  it  can  even  cause  acute  rise 
of  tension,  is  due  to  this  congestion  of  the  vessels. 
The  congestion  evidently  is  not  limited  to  the 
anterior  section  of  the  eye  but  extends  to  the  cho- 
roidal vessels.  It  is  at  this  point  that  I wish  to  ad- 
vance the  theory  that  because  of  this  congestion 
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there  may  be  a certain  amount  of  transudation  of 
plasma  between  the  choroid  and  the  retina  which 
loosens  the  adhesiveness  of  the  two  membranes, 
thus  making  easy  the  detachment  of  the  retina 
from  the  choroid  when  a violent  and  protracted 
spasm  of  the  meridional  fibers  of  the  ciliary  muscle 
occurs  after  instillations  of  D.F.P. 

In  the  case  here  reported,  there  is  no  doubt 
that  the  retinal  detachment  was  induced  by  the 
action  of  this  powerful  miotic.  When  the  use  of 
eserine,  pilocarpine,  prostigmine,  and  charcholine 
failed  to  bring  down  the  tension,  the  D.F.P.  brought 
it  down  from  55  Schiotz  to  28  Schiotz  in  less  than 
forty-eight  hours  but,  having  prolonged  action, 
caused  the  spasm  of  the  ciliary  muscle  and  the 
vascular  congestion  which  in  turn  caused  the  retinal 
detachment. 


Summary 

A case  of  complete  detachment  of  the  retina  in  an 
aphakic  eye  is  described. 

A theory  is  advanced  that  the  mechanism  of  the 
formation  of  the  detachment  is  due  to  two  factors; 
the  spasm  of  meridional  ciliary  fibers  which  pull  on 
the  choroid  and  the  transudation  of  plasma  as  a 
result  of  the  congestion  of  the  choroidal  vessels, 
which  loosens  the  adhesiveness  between  the  choroid 
and  the  retina,  and  facilitates  the  detachment. 
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LOWER  NEPHRON  NEPHROSIS 

Lowell  Brown,  M.D.,  F.A.C.S.,  and  John  N.  Shell,  M.D.,  F.A.C.S.,  Freeport,  New  York 


( From  the  Mercy  Hospital,  Rockville  Centre) 

npHIS  case  is  presented  to  illustrate  some  of  the 
problems  met  in  the  management  of  so-called 
“lower  nephron  nephrosis”1  in  a postoperative 
patient. 

Case  Report 

The  patient  was  a sixty-year-old  white  woman, 
moderately  obese  but  apparently  in  good  general 
condition.  On  Matfch  26,  1951,  an  anterior  resection 
for  carcinoma  of  the  sigmoid  colon  was  performed  by 
one  of  us  (J.S.).  She  had  been  explored  elsewhere 
five  months  before  with  negative  findings.  At  this 
second  operation  dense  adhesions  required  tedious 
dissection  before  the  colon  could  be  mobilized.  The 
operating  time  was  three  hours.  There  was  no  un- 
usual blood  loss.  The  blood  pressure  which  initially 
was  140/82  dropped  below  100/60  only  once  during 
the  operation.  The  pulse  remained  between  70 
and  80. 

On  the  operative  day  the  patient  received  500 
cc.  of  whole  blood  and  1,500  cc.  of  5 per  cent  glucose 
in  distilled  water. 

Postoperatively  the  patient’s  pulse  remained  be- 
tween 80  and  90.  Her  condition  the  first  few  days 
always  appeared  to  be  quite  satisfactory.  She  never 
was  considered  to  be  in  shock. 

On  the  first  postoperative  day  the  urine  output 
was  l,150cc.  (Tablel).  She  received  2,500  cc.  of  fluids 
by  vein  and  nothing  by  mouth  and  vomited  65  cc. 
On  the  second  postoperative  day,  however,  the  urine 
output  fell  to  240  cc.  (catheterized).  The  intake  was 
2,000  cc.  by  vein,  and  she  vomited  90  cc.  On  the 
third  postoperative  day  the  urine  output  was  210 
cc.;  she  vomited  250  cc.  and  received  2,000  cc.  by 
vein.  A nonprotein  nitrogen  determination  the 
following  day  was  162  mg.  It  was  felt  that  fluid 
administration  had  been  adequate  and  that  the 
patient  was  suffering  from  so-called  “lower  nephron 
nephrosis.” 

Beginning  about  the  sixth  postoperative  day  there 


was  a gradual  resumption  of  urinary  output.  This 
was  climaxed  when  during  one  four-day  period 
(sixteenth  to  nineteenth  postoperative  days)  she 
voided  approximately  5,000  cc.  of  urine  daily. 
With  this  return  of  renal  function  there  was  a con- 
comitant drop  in  the  blood  nonprotein  nitrogen. 
Clinically  the  patient’s  course  was  marked  by  ex- 
treme weakness  and  apathy  which  progressed  to  a 
semicomatose  state  about  the  tenth  postoperative 
day.  With  the  onset  of  diuresis  and  the  decrease  in 
nonprotein  nitrogen  her  condition  slowly  improved, 
and  she  was  discharged  home  on  the  twenty-fifth 
postoperative  day. 

Comment 

During  the  phase  of  oliguria  the  general  plan 
outlined  by  Burwell  and  associates2  and  others 
was  followed.  Enough  fluid  (mainly  parenterally) 
was  administered  to  replace  that  amount  secreted  as 
urine,  plus  enough  to  take  care  of  other  bodily 
needs,  namely,  insensible  loss  (1,000  to  1,500  cc.) 
and  that  lost  as  vomitus.  In  addition,  frequent 
checks  of  the  blood  carbon  dioxide  and  chlorides 
were  made  to  determine  the  amount  and  kind  of 
electrolyte  needed. 

With  the  resumption  of  renal  function,  however, 
a period  of  diuresis  occurs  bringing  with  it  further 
complicating  factors.3  Instead  of  the  glomeruli 
filtering  70  quarts  of  fluid  and  the  tubules  reabsorb- 
ing 68  quarts  daily,  the  glomeruli  filter  some  2 or  3 L. 
of  what  is  approximately  plasma  filtered  of  protein. 

During  this  phase  of  compensatory  diuresis  it  is 
essential  to  replace  adequate  amounts  of  fluid, 
parenterally  if  necessary.  As  in  the  phase  of  oli- 
guria, an  amount  of  fluid  must  be  administered  equal 
to  the  urinary  output  plus  that  required  for  other 
bodily  needs.  With  a huge  urinary  output  such  as 


TABLE  I. — Comparison  of  Fluid  Intake  with  Urinary  Output 
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that  seen  with  this  patient,  the  total  daily  intake 
may  reach  unbelievable  proportions.  So  unbeliev- 
able that  on  the  sixteenth  postoperative  day  the 
intake  was  cut  to  2,490  cc.,  only  to  have  a urinary 
output  of  5,340  cc..  In  addition  to  the  large  output 
of  dilute  urine,  large  losses  of  chlorides,  sodium, 
potassium,  and  protein  occur  at  this  time,  and  fre- 
quent determinations  must  be  carried  out  with 
replacement  of  these  ions  as  needed.  In  this  case 
the  blood  chlorides  fell  to  330  mg.  per  cent  on  the 
seventh  postoperative  day,  the  carbon  dioxide  to 
30  mg.  per  cent  on  the  eighth  postoperative  day,  and 
the  potassium  to  3.8  mEq.  (low  normal)  on  the  seven- 
teenth postoperative  day.  Replacement  of  chlo- 
rides, alkali,  and  potassium  was  made  as  indicated. 

Associated  with  azotemia  there  is  also  a tendency 
to  anemia  and  hypoproteinemia  so  that  blood  and 
plasma  transfusions  are  frequently  indicated. 

The  occurrence  of  varying  degrees  of  oliguria  or 
anuria  is  a well-known  phenomenon.  It  may  be 
seen  in  association  with  some  drug  intoxications 
such  as  the  sulfonamides;  it  may  occur  following 
a severe  transfusion  reaction,  or  it  may  follow  shock 
secondary  to  trauma  or  blood  loss.  The  mechanism 
presumably  is  cellular  damage  secondary  to  a period 
of  decreased  renal  blood  flow.  In  this  instance  the 
etiology  is  not  clear.  Presumably  the  operative 
trauma  and  anesthesia  were  sufficient  to  damage 
this  patient’s  kidneys. 

In  the  recent  past  it  has  been  the  custom  to 
“force  fluids”  in  such  situations  in  an  effort  to  force 
a resumption  of  renal  function.  We  now  know  that 
such  therapy  is  harmful.  The  kidneys  are  already 
excreting  as  much  as  they  are  able.  Any  further 
increment  of  fluid  is  retained.  An  added  burden  is 
placed  on  the  heart.  Edema  develops,  producing 
functional  impairment  of  vital  organs  such  as  the 
brain  and  the  already  sick  kidney. 

Instead  of  forcing  fluids  the  intake  should  be 
limited  to  1,000  to  1,500  cc.  per  day.  Additional 
amounts  are  given  equal  to  the  amount  of  urine 
excreted  and  to  replace  losses  by  vomiting,  tube 
drainage,  etc. 

Summary 

In  summary  we  may  say  that  this  case  represents 
an  instance  of  so-called  “lower  nephron  nephrosis” 
in  a postoperative  patient.  This  syndrome  is 
characterized  by  renal  shutdown  of  varying  degrees. 
The  proper  treatment  is  not  the  indiscriminate 
forcing  of  fluids.  This  overloads  an  already  damaged 
kidney  with  the  possibility  of  causing  irreversible 
changes.  Instead,  fluids  should  be  limited  to  an 
amount  equal  to  the  urine  excreted  plus  enough  to 
meet  the  other  well-known  fluid  requirements.  Em- 
phasis is  placed  on  the  need  for  accurate  replacement 
of  fluid  and  electrolyte  losses  which  occur  during 
the  phase  of  diuresis  as  the  damaged  kidney  re- 
covers. Survival  of  the  acute  episode  is  usually 
followed  by  complete  clinical  recovery. 
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A CASE  OF  ATTEMPTED  CRIMINAL  ABORTION  WITH  CATHETER  IN 
ABDOMEN  AND  SOPNTANEOUS  DELIVERY 

Irving  I.  Cohen,  M.D.,  and  Abraham  J.  Fleischer,  M.D.,  F.A.C.S.,New  York  City 
( From  the  Gynecologic  Service  of  the  ' Ironx  Hospital) 


CEASES  of  perforation  of  the  uterus  by  attempted 
criminal  abortions  are  not  rare  occurrences. 
Certain  features  presented  by  the  following  case 
warrant  its  being  reported. 

Case  Report 

The  patient  was  a twenty-five-year-old,  gravida 
3,  Para  2 Negro  woman  who  was  admitted  to  the 
hospital  on  February  1,  1950.  She  complained  of 
severe  lower  abdominal  pain  for  several  days  before 
admission.  Her  last  menstrual  period  was  on 
December  12,  1949.  About  two  weeks  before  her 
admission,  she  had  visited  her  doctor  who  had 
“treated  me  to  bring  on  my  menstrual  period.” 
One  week  later  she  began  to  have  pain  in  the  lower 
abdomen.  The  pain  became  more  severe  and  per- 
sistent, and  she  bled  slightly  for  one  day.  Five  days 
later  she  was  admitted  to  the  hospital. 

The  patient  did  not  appear  to  be  acutely  ill. 
Her  temperature  on  admission  was  100.8  F.,  pulse 
90,  hemoglobin  60  per  cent,  red  blood  cells  3,200,000, 
white  blood  cells  9,500  with  88  per  cent  polymor- 
phonuclears.  The  urine,  blood  chemistry,  and 
Wassermann  were  negative.  The  sedimentation  rate 
according  to  the  Wintrobe  method  was  36  mm.  in 
one  hour.  Abdominal  examination  revealed  bila- 
teral tenderness  in  both  lower  quadrants,  rebound 
tenderness,  and  some  rigidity.  Vaginal  examination 
revealed  a relaxed  introitus ; the  cervix  was  posterior, 
soft,  and  extremely  tender  on  motion.  The  uterus 
was  enlarged  to  the  size  of  an  eight-week  gestation 
and  was  tender  on  motion.  Because  the  history  sug- 
gested an  attempt,,  at  criminal  abortion,  an  x-ray 
film  of  the  abdomen  was  taken.  Much  to  our  sur- 
prise, the  presence  of  a radiopaque  tube  about  10 
cm.  in  length  was  revealed  lying  in  the  right  lower 
quadrant  (Fig.  1). 

Antibiotic  therapy  was  begun,  and  the  patient  was 
operated  upon  the  day  after  admission.  A silk 
woven  catheter  wras  found  with  the  proximal  end 
free  in  the  pelvic  cavity  and  the  distal  end  perforat- 
ing the  anterior  surface  of  the  fundus  of  an  eight 
weeks  gravid  uterus.  Some  free,  yellow,  cloudy 
fluid  was  found  in  the  pelvis.  The  right  tube  and 
ovary  also  showed  evidence  of  recent  inflammation. 
The  catheter  was  removed  and  the  opening  in  the 
uterus  closed  with  an  atraumatic  suture.  The 
pelvis  was  drained  and  the  abdomen  closed.  The 
patient  ran  an  uneventful  postoperative  course  and 
was  discharged  on  the  twelfth  postoperative  day. 
An  Ascheim-Zondek  test  done  at  the  time  of  dis- 
charge was  positive. 

The  patient  was  followed  in  the  Pre-Natal  Clinic, 
and  pregnancy  continued  in  a normal  course. 

On  August  26,  1950,  after  twenty-two  hours  of 
labor,  the  patient  had  a spontaneous  delivery  of  a 
living  male  child  weighing  6 pounds,  10  ounces. 


Fig.  1.  Radiopaque  tube  about  10  cm.  in  length 
visible  in  right  lower  quadrant. 


After  a five-minute  third  stage,  the  main  body  of  the 
placenta  was  delivered.  A large  portion  of  retained 
membrane  was  manually  removed  forty  minutes 
later.  To  this  piece  of  retained  membrane  was 
attached  pieces  of  placental  tissue.  There  was  a 
moderate  amount  of  bleeding,  and  the  uterus  and 
vagina  were  packed  with  iodoform  gauze.  The 
packing  was  removed  twenty-four  hours  later. 
The  postpartum  course  was  uneventful,  and  the 
patient  was  discharged  on  the  seventh  day. 

Summary 

This  case  is  presented  in  order  to  demonstrate 
(1)  the  degree  of  abuse  which  a pregnant  uterus 
can  withstand  without  aborting  and  (2)  that  in 
selected  cases  conservative  treatment  with  the  help 
of  antibiotics  will  make  radical  surgical  procedures 
unnecessary. 

1777  Grand  Concourse 


A job  becomes  work  only  when  you  worry  about  it. — Josephine  Schaefer, 
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TRICHINOUS  MYOCARDITIS 

Thomas  P.  Jacobs,  M.D.,  New  Rochelle,  New  York 
( From  the  New  Rochelle  Hospital ) 


''TRICHINOSIS  is  an  endemic  disease  in  all  parts 
■*"  of  the  world  where  pig  flesh  is  consumed.  The 
mortality  is  low  and  even  in  the  most  severe  epi- 
demic form  has  not  exceeded  14  per  cent  in  the 
twentieth  century.  Carefully  examined  fatal  cases 
and  some  of  the  more  seriously  ill  surviving  patients 
may  show  involvement  of  the  heart. 

In  1860  Zenker  first  observed  the  trichina  larvae 
in  the  myocardium  of  fatal  cases;  in  1906  Frothing- 
ton  noted  active  cellular  infiltration  and  necrosis 
of  the  heart  muscle;  in  1923  Prym  found  larvae 
encysted  in  the  myocardium  and  living  larvae  in 
pericardial  fluid.1-3  Gruber  in  1925  reported  a 
fatal  case  with  active  myocarditis  and  emphasized 
the  clinical  feature  of  hypotension.4  In  1927  Zoller 
found  that  in  guinea  pigs  larvae  were  rarely  pres- 
ent in  the  myocardium  after  the  second  week  of  the 
disease  and  that  there  was  no  permanent  damage 
to  the  heart  in  surviving  animals.5  In  1933  Dunlap 
and  Weller  recognized  trichinae  in  the  myocardium 
within  five  days  of  infestation  and  for  some  time  there- 
after; they  felt  that  the  muscle  necrosis  and  degenera- 
tion were  due  to  the  larvae  and  not  to  any  toxic 
changes  and  that  the  pathologic  changes  were  reversi- 
ble after  migration  of  the  larvae  ceased.6 

In  1934  Master  and  Jaffe  reported  that  four  of 
eight  cases  of  trichinosis  showed  tachycardia,  two  a 
prolonged  P-R  interval,  and  three  inversion  of  T 
waves  in  the  electrocardiogram.7 

Spink  in  1935  reviewed  the  literature  and  reported 
on  35  sporadic  cases  of  trichinosis  observed  in  a 
three-year  period.8  Electrocardiograms  were  per- 
formed on  18  of  these,  and  only  six  showed  abnormali- 
ties. The  commonest  changes  were  inversion  or 
flattening  of  the  T waves,  especially  in  lead  II, 
later  reverting  to  upright,  low  voltage  of  the  QRS 
complex,  and  interventricular  block.  One  of  his 
six  cases  revealing  electrocardiographic  abnormali- 
ties ended  fatally  after  an  illness  characterized  by 
fever,  pulmonary  edema,  and  bronchopneumonia 
and  was  shown  at  autopsy  to  have  an  acute  myocardi- 
tis. The  larvae  were  not  visualized  in  the  myo- 
cardium on  microscopic  examination,  but  after  the 
heart  muscle  was  treated  with  gastric  juice,  the  adult 
larvae  were  present  in  the  concentrated  fluid  rem- 
nant. The  young  larvae  forms  are  always  found  in 
the  circulating  blood,  not  the  adult  forms. 

In  1947  Solarz  reported  114  cases  of  trichinosis  in 
Army  personnel.9  Of  these,  24  had  abnormal  elec- 
trocardiograms; commoner  abnormalities  were 
lowering  of  the  T waves,  especially  in  lead  II,  less 
often  in  lead  I,  low  voltage  of  the  QRS,  prolongation 
of  the  QRS  to  0. 12  second  without  reversion  to  normal 
on  follow-up  records,  and  prolongation  of  the  PR 
interval  in  only  two  cases.  All  of  the  changes 
reverted  to  normal  in  one  to  seven  weeks  with  the 
exception  of  the  interventricular  conduction  delay, 
a finding  present  in  only  0.8  per  cent  of  healthy 
young  men  at  maximum.  The  author  found  these 


changes  to  be  most  marked  in  the  second  week  of 
illness;  none  of  this  group  had  signs  or  symptoms 
referable  to  the  cardiovascular  system. 

Case  Report 

W.  B.,  a fifty-eight-year-old,  Irish-American 
restaurateur,  was  admitted  to  the  New  Rochelle 
Hospital  on  December  8,  1950,  because  of  chest 
pain  and  cough  of  three  weeks  duration. 

Intermittently  for  two  years  before  admission, 
the  patient  had  noted  brief  episodes  of  catching 
left-sided  chest  pain,  aggravated  by  respiration, 
usually  occurring  at  rest.  He  considered  himself 
generally  well,  however,  and  sought  no  medical 
aid  until  three  weeks  prior  to  admission  when  he 
was  first  seized  with  strong,  steady  left  anterolateral 
chest  wall  pain,  sharp,  and  unradiated.  He  vomited 
and  became  breathless.  Fever  and  cough  also  were 
present  shortly  after  onset,  and  these  findings 
along  with  rales  in  the  lungs  caused  his  physician 
to  suspect  pneumonia  with  pleurisy  and  to  treat  him 
at  home  with  penicillin.  The  physician  specifi- 
cally did  not  note  muscle  pains  or  tenderness,  edema, 
periorbital  or  dependent,  or  signs  of  pulmonary 
consolidation.  His  condition  changed  little,  and 
the  chest  pains  and  cough  persisted;  on  December 
8,  1950,  much  more  severe  pain,  cough,  and  dyspnea 
began  about  twelve  hours  before  admission  to  the 
hospital. 

When  first  examined,  he  was  noted  to  be  an  obese, 
pyknic,  cyanotic,  and  orthopneic  middle-aged  man 
in  acute  distress  from  dyspnea  and  chest  pain.  The 
temperature  was  101.2  F.,  the  pulse  112,  the  blood 
pressure  120/80,  and  the  respirations  30  to  36  per 
minute.  There  were  medium  moist  rales  at  both 
bases.  A superimposed  generalized  dry  wheezing 
with  slight  prolongation  of  expiration  was  heard  over 
the  entire  chest,  but  signs  of  consolidation,  fluid,  or 
pleural  involvement  were  absent.  The  heart 
appeared  to  be  at  the  upper  limits  of  normal  in  size, 
with  the  left  border  just  outside  the  midclavicular 
line  in  the  fifth  intercostal  space.  No  point  of 
cardiac  impulse  was  felt.  The  rate  was  110,  the 
rhythm  regular,  the  tones  were  distant  and  tic-tac 
in  quality,  and  there  were  no  murmurs  or  pericardial 
friction  rubs.  There  was  a faint  macular  rash  over 
the  upper  trunk;  an  indefinite  puffiness  about  the 
eyes  could  not  be  called  periorbital  edema.  The 
liver  and  spleen  were  impalpable.  There  was  slight 
edema  of  the  ankles.  The  preliminary  diagnoses 
were  coronary  occlusion  with  myocardial  infarction, 
heart  failure,  bronchitis  with  bronchospasm,  and  a 
possible  penicillin  reaction. 

The  patient  was  placed  in  an  oxygen  tent,  given 
aminophylline  intravenously,  sedatives,  and  diuretics, 
and  digitalization  was  instituted.  During  the  next 
few  days  he  remained  critically  ill  and  became  cya- 
notic and  more  dyspneic  without  oxygen  for  short 
periods,  but  his  general  condition  gradually  im- 
proved. The  cyanosis,  relieved  by  oxygenization, 
cleared  after  five  days,  and  oxygen  was  withdrawn. 
Intermittent  left-sided  chest  pain  aggravated  by 
respirations  continued  to  be  a problem.  There  also 
was  aching  in  both  arm  and  leg  muscles.  The 
temperature  fell  gradually  from  101.2  F.  to  normal  in 
seven  days;  the  blood  pressure  remained  normal; 
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the  heart  rate  and  tones  remained  the  same.  Moist 
and  crepitant  rales  persisted,  particularly  over  the 
left  chest,  changing  from  day  to  day,  but  after  a week 
wheezing  was  the  only  persistent  chest  sign,  and  the 
respiratory  rate  had  dropped  to  24  per  minute. 
Improvements  in  strength,  dyspnea,  and  orthopnea 
were  gradual  and  incomplete.  At  times  some  of 
the  muscle  groups  seemed  slightly  tender;  one  of 
the  calf  muscles  was  biopsied  on  the  tenth  hospital 
day.  ■ The  rash  on  the  trunk  had  faded  in  twenty- 
four  hours.  He  was  discharged  on  the  fifteenth 
hospital  day,  considerably  improved,  but  with  a 
heart  rate  of  90  to  110  although  fully  digitalized, 
wheezing  respirations,  dyspnea  on  slight  exertion, 
and  continued  occasional  chest  pain,  cough,  and 
muscle  aching. 

Followed  by  office  visits  from  December  26,  1950, 
to  March  3,  1951,  he  continued  to  have  complaints 
present  on  discharge.  He  was  somewhat  orthopneic, 
dyspneic  on  any  exertion,  fatigued  easily,  and  the 
tachycardia  of  100  to  120  persisted.  The  blood 
pressure  averaged  150/85;  the  heart  sounds  remained 
tic-tac  in  quality.  Occasional  basal  crackling  rales 
were  heard.  Digitoxin  was  stopped  on  January  8, 
1951,  with  a prompt  increase  in  dyspnea,  cough, 
and  ankle  edema  after  a few  days.  He  responded 
to  a resumption  of  digitoxin  and  mercurial  diuretics. 
On  January  18  he  suffered  a heavy  pain  in  the  chest 
lasting  a day;  the  following  day  a severe  right  infra- 
scapular and  right  flank  pain  persisted  for  a day. 
Four  days  later  he  felt  much  improved.  By  February 
3 dyspnea  was  still  marked  on  walking;  there  had 
been  considerable  aching  and  tenderness  of  the  left 
arm  for  three  days;  the  heart  rate  had  slowed  to  92. 
There  was  little  change  in  the  next  three  weeks 
except  for  one  episode  characteristic  of  the  low- 
sodium  syndrome  following  mercurial  diuresis. 
Occasional  mild  twinges  of  precordial  pain  were 
unrelated  to  exertion  and  unaffected  by  sublingual 
nitroglycerine.  When  last  seen  on  March  3,  1951, 
he  was  feeling  generally  improved,  with  less  muscle 
aching,  no  chest  pain,  but  dyspnea  on  slight  exer- 
tion. The  pulse  was  108  and  blood  pressure  160/90 
and  occasional  basal  rales  were  present,  as  well  as 
some  wheezing.  The  heart  sounds  were  unchanged. 
He  was  continued  on  oral  mercurial  diuretics,  and 
digitoxin  was  stopped.  The  patient  was  lost  from 
follow-up  but  was  known  to  be  working  and  rela- 
tively well  in  November,  1951. 

Under  persistent  questioning  the  patient  recalled 
eating  underdone  roast  pork  and  fresh  ham  in  his 
own  diner  frequently  in  1950.  His  cook  preferred  to 
prepare  roasts  in  this  fashion.  Most  of  his  meals 
were  taken  in  his  diner;  his  wife  and  daughter 
remained  well,  and  the  trichinosis  precipitin  test 
on  the  daughter  was  negative. 

The  following  laboratory  data  were  obtained: 
urinalysis  normal  except  for  a few  hyaline  casts; 
the  Westergren  sedimentation  rate  64  mm.  per  hour 
on  the  second  hospital  day;  sputum  culture  revealed 
moderate  growths  of  Streptococcus  viridans  and 
Neisseria  catarrhalis;  a chest  x-ray  showed  nothing 
but  emphysema  and  mild  prominence  of  the  vascu- 
lar markings  early  in  the  hospital  stay;  two  stools 
were  free  of  parasites  and  ova;  cephalin  flocculation 
and  nonprotein  nitrogen  tests  were  normal. 

The  white  blood  cell  count  on  the  second  hospital 
day  was  12,400  with  a differential  normal  except 
for  7 per  cent  eosinophils.  Five  days  later  the  white 
blood  count  was  25,000  with  50  per  cent  eosinophils. 
This  eosinophilic  leukocytosis  persisted  until  dis- 
charge, and  a month  later  there  was  still  23  per  cent 
eosinophilia;  on  February  13,  1951,  the  count  was 


11,650  with  5 per  cent  eosinophils.  A total  of  160 
mg.  of  ACTH  in  two  days  failed  to  affect  the  absolute 
eosinophil  count,  which  was  markedly  elevated. 

A biopsy  of  calf  muscle  on  the  tenth  hospital  day 
was  negative  for  Trichinella  larvae  or  other  patho- 
logic change,  including  polyarteritis  nodosa.  Serum 
complement  fixation  tests  for  trichinosis  were  nega- 
tive on  December  22,  1950,  and  on  January  8,  1951. 
The  Trichinella  skin  test  was  negative  on  December 
22,  1950,  and  again  on  January  15,  1951.  The 
Trichinella  precipitin  test  was  negative  on  the 
eleventh  hospital  day;  on  December  26,  after  dis- 
charge, or  eighteen  days  after  admision,  it  was  pos- 
itive in  a dilution  of  1: 1,280;  two  weeks  later  the  titer 
was  1 : 320;  two  months  after  admission  it  was  again 
negative. 

The  initial  electrocardiogram  taken  about  twelve 
hours  after  admission  showed  a rate  of  116,  a P-R 
interval  of  0.16  second;  QRS  duration  of  0.06 
second.  Lead  II  showed  a tiny  Q wave,  a low  T, 
and  ST  depression  of  0.5  mm.  (Fig.  1).  Leads 
III  and  I were  within  normal  limits.  The  T wave 
was  only  slightly  inverted  in  aVR;  in  aVL  the  R wave 
was  slurred;  aVF  showed  a tiny  Q and  an  inverted  T. 
The  precordial  leads  showed  biphasic  P waves  in 
Vi  through  Vj  and  no  other  changes. 

Two  days  later  the  rate  was  120;  most  of  the  addi- 
tional changes  could  be  attributed  to  full  digitaliza- 
tion; these  included  a lowered  T in  lead  I,  ST 
depressions  in  I,  II,  III,  aVF,  V5,  and  V«  (Fig.  1). 

Five  days  later  the  rate  was  102,  PR  had 
lengthened  to  0.19  second,  and  the  ST  depressions 
were  somewhat  less  throughout  the  record  (Fig.  1). 

Records  on  January  17  and  February  2,  1951, 
showed  little  change  except  digitalis  effects.  T2 
remained  low  to  slightly  inverted,  and  the  rate  re- 
mained between  108  and  110  per  minute. 

It  was  concluded  that  the  electrocardiographic 
findings  represented  sinus  tachycardia,  digitalis 
effects,  and  nonspecific  changes  which  could  be  inter- 
preted as  consistent  with  an  active  myocarditis  or 
with  myocardial  damage. 

In  summary,  we  have  a fifty-eight-year-old  white 
man  who  had  been  essentially  well  and  who  had  the 
opportunity  to  ingest  frequently  the  larvae  of  trichi- 
nae. The  symptoms,  findings,  laboratory  data,  and 
course  are  most  consistent  with  a diagnosis  of  acute 
trichinosis  with  myocarditis  and  pleural  and  diaphrag- 
matic involvement  in  an  individual  with  emphy- 
sema. It  is  not  possible  to  rule  out  with  certainty 
an  underlying  arteriosclerotic  heart  disease. 

Comment 

In  1944,  Slowey  reported  a case  of  trichinosis 
proved  by  muscle  biopsy  which  had  clinical  similari- 
ties to  the  one  under  discussion.10  The  illness 
developed  in  a forty-seven- year-old  Italian  man  with 
initial  symptoms  of  a coryza  and  sore  throat,  followed 
later  by  severe  left  upper  thoracic  pains,  cough, 
fever,  tachycardia,  eosinophilic  leukocytosis,  hypoten- 
sion, coarse  rales,  a pruritic  maculopapular  rash 
over  the  face,  chest,  and  back,  after  three  weeks 
hepatosplenomegaly  which  lasted  another  ten  days, 
and  clinical  and  x-ray  evidence  of  transient  pul- 
monary infiltrations  in  both  lungs  as  usually  de- 
scribed in  Loeffler’s  syndrome,  with  which  Slowey 
felt  the  disease  might  easily  be  identical  or  easily 
confused. 

The  case  reported  here  also  has  marked  similari- 
ties to  Spink’s  fatal  case  noted  in  the  introduction. 
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Fig.  1.  Electrocardiogram  taken  on  December  9,  1950,  no  digitoxin  (left). 

Electrocardiogram  taken  on  December  11,  1950,  digitoxin  (center). 

Electrocardiogram  taken  on  December  16,  1950,  digitoxin  (right).  (Retouched  photograph;  black  dots 
represent  R of  QRS  complex) 


In  our  own  case  the  question  of  pre-existing  but 
unrecognized  underlying  arteriosclerotic  heart  dis- 
ease must  go  unanswered,  but  the  sum  of  the  evi- 
dence points  to  active  trichinous  myocarditis  as  the 
precipitating  cause  of  the  heart  failure,  probably 
accompanied  by  invasion  of  the  diaphragm,  pleurae, 
and  peripleural  musculature,  accounting  for  many 
of  the  other  symptoms  including  the  chest  pain.  It 
is  possible  that  this  man  ingested  trichina  larvae 
repeatedly  during  the  weeks  and  months  preceding 
the  severe  illness;  it  is  well  documented  that  the 
severity  of  the  illness  is  usually  directly  propor- 
tional to  the  amount  of  living  larvae  ingested.  It 
is  for  this  reason  that  most  of  the  recent  epidemics 
due  to  contaminated  sausage  are  without  fatality, 
for  in  the  manufacture  of  many  wiirsts  scraps  from 
various  animals  are  utilized  and  diluted  with  liver, 
blood,  fat,  and  other  products,  thereby  reducing  the 
amount  of  trichinous  pork  scraps  per  sausage.11 

Although  previous  studies  indicate  that  clinical 
evidence  of  myocarditis  is  mild  or  absent  in  most 
sporadic  and  epidemic  cases,  the  report  of  Solarz 
on  the  Army  cases  indicates  a rate  of  over  20  per 
cent  with  electrocardiographic  signs  of  cardiac 
involvement,  and  myocarditis  appears  to  be  the 
cause  of  death  in  the  occasional  fatal  case.9 

Summary  and  Conclusion 

A case  of  acute  trichinosis  with  evidences  of 


myocarditis  is  presented.  Although  trichinosis  is 
a not  uncommon  disease,  few  cases  are  critically  ill, 
and  the  mortality  is  low.  Myocarditis  may  be  the 
chief  cause  of  death. 

It  is  recommended  that  all  cases  of  trichinosis  be 
studied  for  signs  of  myocarditis  and  that  this  compli- 
cation should  lead  to  a conservative  handling  of 
the  patient.  It  is  also  suggested  that  trichinosis 
be  searched  for  in  cases  of  heart  disease  of  uncertain 
etiology. 

421  Huguenot  Street 
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Special  Article 

HYDRAZINE  DERIVATIVES  OF  ISONICOTINIC  ACID  IN  THE 
TREATMENT  OF  TUBERCULOSIS 

Carl  Muschenheim,  M.D.,  New  York  City 
( Attending  Physician,  New  York  Hospital) 


'"PHE  medical  profession  was  handicapped  by  the 

widespread  publicity  concerning  the  treatment 
of  tuberculosis  with  isonicotinic  acid  hvdrazide 
(Rimifon,  Nydrazid)  and  its  isopropyl  derivative 
(Marsalid),  which  was  precipitated  by  a newspaper 
account  on  February  21  of  favorable  early  clinical 
observations.  At  the  time  of  this  first  press  report, 
and  for  some  time  thereafter,  no  information  con- 
cerning the  investigations  of  these  compounds  had 
yet  appeared  in  medical  journals.  Physicians  were 
dependent  on  brief  summary  statements  to  inform 
them  until  the  detailed  laboratory  and  clinical  re- 
ports could  be  published,  which  were  actually  in  press 
when  the  news  first  “broke.”  A considerable  number 
of  papers  have  now  been  published  in  several  jour- 
nals reporting  experimental  studies  in  the  Scientific 
Laboratories  of  Hoffmann-LaRoche,  Inc.,  the  Squibb 
Institute  for  Medical  Research,  and  the  Trudeau 
Laboratory  of  the  Trudeau  Foundation,  and  clinical 
and  laboratory  studies  at  Sea  View  Hospital  and  at 
the  New  York  Hospital-Cornel  1 Medical  Center. 
1-15  These  articles  have  been  well  summarized 
editorially  in  the  Journal  of  the  American  Medical 
Association  and  in  the  Lancet . 16,17 

The  evidence  presented  indicates  that  both  com- 
pounds have  a high  degree  of  activity  against 
Mycobacterium  tuberculosis  experimentally,  both 
in  vitro  and  in  vivo.  They  appear  to  be  of  relatively 
low  toxicity  in  several  species  of  laboratory  animals  in 
dosage  ranges  which  are  effective  in  protection  and 
therapeutic  experiments.  Isonicotinic  acid  hydra- 
zide  has  been  demonstrated  in  man  to  be  distrib- 
uted, after  moderate  oral  doses,  in  blood  plasma  and 
in  spinal  fluid  in  concentrations  well  above  the  levels 
which  are  inhibitory  in  vitro.  It  is  excreted  in  high 
percentage  in  the  urine  within  twenty-four  hours. 

The  toxic  manifestations  of  high  dosage  in  animals 
include  liver  and  kidney  damage,  central  nervous 
system  excitation,  and  hemapoietic  disturbances. 
Toxic  symptoms  observed  in  man  include  vertigo, 
constipation,  muscular  twitching,  insomnia,  drowsi- 
ness, headache,  weakness  of  legs,  disturbed  vision, 
tinnitus,  hyperreflexia,  frequency  of  urination  and 
delay  in  starting  the  stream,  dryness  of  mouth, 
exertional  dyspnea,  and  skin  eruptions.  Occasional 
casts  and  traces  of  albumin  and  reducing  substances 
have  been  observed  in  the  urine.  Blood  urea  nitro- 
gen has  been  transiently  elevated  in  some  patients. 
Transitory  reduction  (0.5  to  1.0  Gm.)  in  hemoglobin 
concentration  has  been  observed,  and  eosinophilia 
occurs  in  about  10  per  cent  of  cases.18 

Striking  symptomatic  improvement  is  reported  in 
a large  series  of  patients  with  pulmonary  tuberculosis 


studied  at  Sea  View  Hospital.  Objective  improve- 
ment, evidenced  by  radiologic  changes  and  rapid 
conversion  of  sputum  (by  direct  examination), 
has  also  been  noted  in  a considerable  proportion  of 
these  patients.  Tuberculous  laryngitis,  otitis,  glos- 
sitis, and  gastroenteritis  are  also  reported  to  have 
been  promptly  benefited  and,  in  some  instances, 
apparently  healed.  Several  patients  with  tubercu- 
lous orthopedic  lesions  have  been  markedly  bene- 
fited.6 

The  patients  with  pulmonary  tuberculosis  have 
been  followed  on  treatment  for  only  a relatively 
short  time,  and  no  conclusions  may  yet  be  reached 
regarding  the  ultimate  results  of  therapy  with  these 
drugs.  No  detailed  reports  are  yet  available  con- 
cerning results  in  miliary  and  meningeal  tubercu- 
losis, which  forms  of  the  disease  present  a more 
stringent  test  of  the  therapeutic  efficacy  of  anti- 
tuberculosis  drugs  than  the  prognostically  less  pre- 
dictable pulmonary  form.  Until  the  results  in 
miliary  and  meningeal  tuberculosis  are  determined 
it  is  necessary  to  suspend  judgment  concerning  the 
possible  superiority  in  therapeutic  effectiveness  of 
the  isonicotinic  acid  derivatives  over  other  anti- 
microbial agents  in  tuberculosis.  Unpublished 
observations  in  the  New  York  Hospital-Comell 
study  and  in  an  associated  study  conducted  in 
collaboration  with  the  Indian  Medical  Service  in 
Arizona  indicate  favorable  early  responses  in  these 
forms  of  tuberculosis  also,  but  whether  these  effects 
will  be  sustained  is  unknown. 

As  yet  there  is  little  information  concerning  the 
all-important  question  of  the  possible  emergence  of 
bacterial  resistance  in  vivo.  Drug-resistant  strains 
have  been  isolated  from  patients  who  have  not  re- 
ceived the  drug,  as  well  as  from  those  on  therapy, 
but  the  clinical  significance  of  this  is  not  yet  known. 

The  optimum  dosage  of  the  drugs  has  not  been 
determined.  Only  minor  toxicity  has  been  encoun- 
tered in  the  daily  dosage  range  of  3 to  5 Gm.  per 
Kg.  for  periods  up  to  four  months,  and  over.  Furt  her 
experience  will  be  necessary  to  determine  how  safely 
the  dosage  may  be  increased  and  the  period  of  treat- 
ment extended. 

The  prospect  for  the  treatment  of  tuberculosis 
with  these  drugs  appears  at  present  writing  to  be 
encouraging.  It  is  obvious  that  there  are  many  im- 
portant questions  concerning  their  potentialities 
which  only  the  passage  of  time  and  much  more  work 
can  answer. 

Regarding  the  larger  issues  of  the  possible  influ- 
ence that  the  development  of  these  and  perhaps  other 
related  drugs  may  have  on  the  total  problem  of  tuber- 
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culosis,  prediction  would  be  hazardous  and  is  unjusti- 
fied. Conceivably,  developments  such  as  these 
may  in  time  importantly  alter  the  requirements 
for  institutional  care  which  have  been  developed 
during  the  past  fifty  years,  but  no  immediate  radical 
change  in  plans  for  needed  tuberculosis  hospital  beds 
appears  to  be  called  for. 

It  cannot  yet  be  determined  what  the  ultimate 
place  of  these  new  antituberculosis  agents  will  be. 
The  available  evidence  does  not  justify  the  conclu- 
sion that  they  will  provide  a definitive  solution  to  the 
tuberculosis  problem,  and  “there  is  at  present  no 
certainty  that  isonicotinic  acid  hydrazide  or  its 
isopropyl  derivative  will  accomplish  more  than  has 
been  accomplished  with  streptomycin  and  PAS.”17’18 

133  East  64th  Street 
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DEADLY  EFFECT  OF  LEUKEMIA  STAYED  BY  DRUG  TREATMENT 


Hormone  drugs  and  folic  acid  antagonists  have 
been  proved  effective  in  producing  temporary  re- 
missions in  cases  of  leukemia,  according  to  an  article 
in  the  March  22  issue  of  the  Journal  of  the  American 
Medical  Association.  These  forms  of  treatment  have 
produced  favorable  responses  in  approximately  50 
per  cent  of  the  patients  who  have  developed  re- 
sistance to  other  methods  of  therapy.  In  addition, 

{each  of  these  forms  of  treatment  has  been  shown  to 
produce  satisfactory  results  in  cases  where  resistance 
. to  the  other  form  has  developed.  These  treatments 
! do  not  cure  the  disease  but  merely  prolong  life. 

Conclusions  were  based  on  two  studies  made  of 
children  suffering  from  acute  leukemia — one  of  16 
! children  who  were  treated  with  the  hormone  drugs, 
ACTH  and  cortisone,  after  no  further  improvement 
could  be  obtained  by  antifolic  therapy,  and  another 
consisting  of  six  children  who  were  given  folic  acid 


antagonists  after  satisfactory  response  could  no 
longer  be  obtained  by  hormone  treatment.  Of  the  16 
children  treated  with  the  hormone  drugs,  10  showed 
good  response;  one,  partial  response;  three,  no  re- 
sponse; two  died  during  treatment.  The  two  who 
died,  however,  showed  some  improvement  prior  to 
death.  The  average  prolongation  of  life  as  a result 
of  the  treatment  was  four  months. 

Three  of  the  patients  who  received  antifolic  ther- 
apy showed  good  response;  one,  partial  response; 
two  died  showing  no  response.  The  average  pro- 
longation of  life  for  this  group  was  three  to  four 
months.  Treatment  was  stopped  when  remissions 
occurred  or  if  toxicity  developed  and  was  reinstated 
when  remission  ceased  or  toxicity  subsided.  In  ad- 
dition to  the  hormone  drugs  and  antifolic  acids, 
when  necessary,  antibiotics  and  blood  transfusions 
were  given. 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  March  13,  1952,  from  9:25 
a.m.  to  12:45  p.m.  at  the  State  Society’s  offices. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  three 
members  for  1951  and  for  17  members  for  1952  be- 
cause of  illness;  for  one  member  for  1951  and  18 
members  for  1952  because  of  service  in  the  armed 
forces.  It  was  also  voted  to  request  that  the 
American  Medical  Association  remit  1950  dues  of 
one  member,  1951  dues  of  ten  members,  and  1952 
dues  of  22  members. 

Dr.  Anderton  thanked  members  of  the  Council  for 
their  promptness  in  submitting  annual  committee 
reports.  He  announced  the  formation  of  a New 
York  State  Health  Council  on  March  1 and  of  the 
Blood  Banks  Association  of  New  York  State,  March 
2 in  Albany. 

He  reported  that  he  attended  the  annual  meeting 
of  county  medical  society  legislation  committee 
chairmen  in  Albany  on  February  21,  and  that  he  had 
attended  committee,  board,  and  subcommittee 
meetings,  except  when  these  conflicted.  He  re- 
quested permission  to  function  as  secretary  of  the 
Blood  Banks  Association  of  New  York  State,  Inc., 
until  its  annual  meeting  next  May. 

Dr.  Anderton  stated:  “Mrs.  Harry  R.  Trick  and 
family  have  graciously  acknowledged  your  letter  of 
sympathy. 

“The  secretary  went  with  Mr.  Alexander,  the 
business  manager  of  the  Journal,  and  Miss  West, 
who  has  charge  of  the  dummy  and  certain  other  ad- 
vertising features,  late  last  month  to  the  Mack 
Printing  Company  in  Easton,  Pennsylvania.  Con- 
siderable wTas  accomplished  in  straightening  out 
certain  difficulties  regarding  the  advertising  matter 
in  the  Journal.” 

It  was  voted  to  adopt  the  report. 

Communications. — 1.  Letter  from  Mr.  Harold  N. 
Howell,  executive  secretary  of  the  Medical  Society  of 
the  County  of  Oneida,  regarding  the  transfer  of  Dr. 
Irving  Cramer. 

After  discussion,  the  Council  voted  to  remit  Dr. 
Irving  Cramer’s  1951  dues. 

2.  Letter  dated  March  7,  1952,  from  Dr.  Irving 
Drabkin,  secretary-treasurer  of  the  Nassau  County 
Medical  Society,  requesting  remission  of  Dr.  Kalli- 
mahos  Calvin  Nicholas’  1951  dues  because  of  mili- 
tary service.  Dr.  Anderton  stated:  “He  was 

elected  to  membership  in  1950,  and  the  Nassau 
County  Medical  Society  inquires  whether  he  would 
be  eligible  for  1951  remission  of  dues.  He  has  been 
in  service  since  August  1,  1949.  He  was  elected  to 
membership  on  November  28,  1950.  It  has  been  the 
custom  of  the  Society  not  to  remit  the  first  year’s 
dues  for  a doctor  even  when  he  goes  into  service.” 

It  was  voted  to  continue  the  usual  custom. 

3.  Resolution  adopted  by  the  executive  council 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina on  January  27,  1952,  favoring  the  admission  of 
“all  service-connected  disability  and  charity  non- 
service-connected disability  cases  properly  certified 
by  local  welfare  agencies  to  Veteran  Administration 
Hospitals”  and  disapproving  payment  of  insurance 
benefits  under  any  policy  to  Veterans  Administration 
hospitals.  Read  for  information. 

4.  Dr.  Anderton  reported  that  Dr.  Gordon  M. 
Hemmett,  secretary  of  the  Medical  Society  of  the 


County  of  Monroe,  had  written  in  regard  to  the  1950 
and  1951  State  Society  dues  of  Dr.  Anthony  J. 
Saeli.  He  removed  from  the  State  in  1949,  but, 
not  realizing  that  such  removal  automatically  con- 
stituted resignation,  he  paid  dues  for  1950  and  1951. 
The  Medical  Society  of  the  County  of  Monroe  has 
refunded  and  rescinded  those  dues  and  requests 
similar  action  by  the  State  Society. 

It  was  so  voted. 

5.  Dr.  Anderton  stated  that  the  Bronx  County 
Medical  Society  requested  that  the  late  Dr.  Sidney 
Sommers’  1952  dues  be  remitted  and  refunded  be- 
cause he  died  on  January  31,  1952.  He  expressed 
the  belief  that  there  was  a precedent  for  such  action. 

It  was  voted  that  this  be  done. 

6.  Letter  from  Patterson  and  Ridgway,  Certi- 
fied Public  Accountants,  requests  reappointment. 

The  Council  voted  to  recommend  to  the  Board  of 
Trustees  that  Patterson  and  Ridgway  be  em- 
ployed to  audit  the  State  Society’s  accounts  for  the 
year  1952  at  a fee  not  to  exceed  81,500. 

7.  Dr.  Anderton  stated: 

“The  State  Society  has  received  letters  from 
several  sources  requesting  a statement  that  the 
gentlemen  that  they  wish  to  nominate  to  United 
Medical  Service  for  physician  directorship  are  in 
good  standing.  Bronx  County  wishes  us  to  affirm 
the  good  standing  of  Dr.  Carl  R.  Ackerman  and  so 
to  recommend  to  the  United  Medical  Service. 
Nassau  County  Medical  Society  wishes  similar  ac- 
tion regarding  Dr.  Samuel  Arthur  Garlan  of  Man- 
hattan. The  Medical  Society  of  the  County  of 
Rockland  requests  that  we  also  notify  the  United 
Medical  Service  of  the  same  thing  for  Dr.  S.  D. 
Beers  of  Suffern,  and  the  Medical  Society  of  the 
County  of  Westchester  requests  us  to  okay  the 
nomination  of  Dr.  Henry  E.  McGarvey  of  Bronx- 
ville.” 

The  secretary  ivas  authorized  to  send  a letter  to  the 
recording  secretary  of  United  Medical  Service 
stating  approval  was  voted  of  these  nominations. 

8.  Dr.  Harriet  Hosmer,  secretary  of  the  Medical 
Society  of  the  County  of  Erie,  requested  that  Dr. 
W.  J.  Rozwig  be  returned  to  active  membership.  He 
was  elected  a retired  member  in  1950  on  account  of 
illness.  He  has  regained  his  health  and  is  working  at 
J.  N.  Adam  Memorial  Hospital,  Perrysburg. 

It  was  so  voted. 

9.  Memorandum  from  Dr.  J.  Lawrence  Pool  re- 
cording his  opposition  to  the  resolution  approved  by 
the  1951  House  of  Delegates  which  would  require  all 
members  to  take  an  oath  of  allegiance.  Dr.  Pool  en- 
closed material  indicating  the  opposition  of  other 
members  to  this  resolution.  Dr.  Anderton’s  reply 
stated  that  the  resolution  in  question  had  been  re- 
ferred by  the  House  of  Delegates  to  the  Council  and 
by  the  Council  to  the  Committee  on  Constitution 
and  Bylaws  and  legal  counsel,  whose  opinion,  in- 
cluded in  their  1952  annual  report  to  the  House  of 
Delegates,  advised  against  any  amendment  to  the 
Constitution  and  Bylaws  which  would  make  such  an 
oath  a requirement  for  membership  in  the  Society. 

The  Council  voted  approval  of  this  letter  and 
granted  authority  to  the  secretary  to  answer  similar 
inquiries  in  a like  manner. 

10.  Letter  dated  February  16,  1952,  from  Dr. 
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R.  E.  Isabella,  secretary  of  the  Medical  Society  of 
the  County  of  Schenectady: 

“Please  give  me  the  status  of  the  physicians  re- 
turning from  the  service.  Do  World  War  II  rules 
apply,  i.e.,  the  dues  are  forgiven  from  date  of 
discharge  to  end  of  the  year,  plus  the  following 
year. 

“The  question  involved  is  with  one  Dr.  W. 
Candib.  He  entered  the  U.S.  Army  February  2, 
1951,  and  was  discharged  September  1,  1951.” 
Letter  of  March  11,  1952: 

“The  Society  will  rescind  the  remission  of  his 
1952  dues  if  it  is  in  order.” 

Dr.  Anderton  explained:  “During  the  war  and 

afterwards  it  was  the  policy  of  the  Society  to  remit 
dues  of  men  who  were  in  the  armed  forces  tempor- 
arily, for  the  time  they  were  in  the  armed  forces  and 
for  the  remainder  of  the  calendar  year  after  they 
were  discharged,  plus  the  next  year.  Since  the  war 
we  have  been  voting  remission  of  dues  one  year  at  a 
time  for  men  who  are  in  the  armed  services,  but  we 
have  not  taken  any  action  about  letting  them  go 
without  paying  dues  for  the  remainder  of  the  fiscal 
year  after  they  leave  the  Army,  plus  the  next 
year.” 

After  discussion,  it  was  voted  that  dues  be  re- 
mitted for  the  years  the  member  is  in  service  but 
not  for  any  subsequent  year. 

The  Chair  referred  this  matter  to  the  Planning 
Committee  for  Medical  Policies  for  study. 

11.  Correspondence  in  regard  to  a voucher  from 
Dr.  Floyd  C.  Bratt  of  Rochester  of  $55.79  for  attend- 
ing two  committee  meetings  in  New  York  City, 
January  22  and  23,  as  chairman  of  the  Subcommittee 
on  General  Practice.  As  he  had  attended  the  meet- 
ing of  the  Board  of  Directors  of  the  New  York  Chap- 
ter of  the  Academy  of  General  Practice  at  the  same 
time,  it  was  thought  that  organization  W'ould  meet 
some  of  the  expense.  Dr.  Bratt  stated  this  was  not 
the  case. 

After  discussion,  it  was  voted  to  pay  these  expenses. 
The  Treasurer’s  report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  Harold  B.  Smith,  executive 
officer,  reported  as  follows: 

“The  Metcalf-Hatch  Bill  has  become  law.  There  is 
a bill  which  I understand  will  be  reported  out  today 
to  amend  that  law  to  include  the  New  York  State 
Humane  Society,  or  their  representatives,  as  in- 
spectors policing  laboratories  where  vivisection  is 
being  conducted.  We  hope  and  believe  this  in- 
tended amendment  will  be  defeated. 

“It  is  also  of  interest  that  a bill  has  passed  both 
houses  that  includes  Dromoran  as  a narcotic. 

“The  Mitchell  Alcoholic  Rehabilitation  Bill, 
which  was  supported  by  our  Society  and  which  will 
provide  for  a certain  amount  of  State  support  to 
clinics  for  alcoholics,  has  passed  both  houses.  It  is  a 
bill  sponsored  by  the  Governor  and  should  become 
law. 

“The  Seelye-Milmoe  Chiropractic  Bill  has  been 
killed  in  committee.  Ordinarily  that  would  mean 
the  matter  was  disposed  of  for  the  year.  The 
chiropractors  have  had  their  bill  amended  in  the 
Senate.  There  are  rumors  they  are  going  to  try  to 
get  it  out  of  the  Senate  Finance  Committee. 

“The  Condon-Raybin  Bill  in  the  Senate  is  held  on 
third  reading  by  starring.  It  was  not  reported  out  of 
Assembly  Ways  and  Means  Committee;  however,  it 


was  not  killed  there  when  Rules  took  over.  In  the 
Assembly  it  went  to  Rules.  Its  future  is  uncertain. 

“There  are  two  bills  regarding  reporting  of  narcotic 
addicts  by  physicians  who  treat  them.  The  first  is 
Senate  Bill  2465  (Sorin);  the  concurrent  bill  is  intro- 
duced by  Mr.  Morr  in  the  Assembly.  The  bill  is 
Senate  2720  (Halpern). 

“The  difference  between  them  is  that  the  Sorin 
Bill  provides  for  reporting  to  State  health  officers  in 
the  first  instance,  whereas  the  Halpern  Bill,  in  dis- 
tricts of  more  than  50,000,  requires  reporting  to  the 
municipal  or  county  health  officer.” 

Dr.  Joseph  A.  Geis,  chairman  of  the  Legislation 
Committee,  stated:  “One  of  these  bills  is  going 

through.  I am  of  the  opinion  that  the  Sorin  Bill  is 
the  better. 

“I  move  that  we  instruct  Dr.  Smith  to  inform  the 
Governor  that  we  prefer  the  Sorin  to  the  Halpern 
Bill  because  it  makes  the  report  direct  to  either  a 
district  health  officer  or  to  Albany  rather  than  going 
through  the  local  officer,  who  is  generally  a practicing 
physician  in  the  community.” 

After  discussion,  the  Council  voted  approval. 

Dr.  Smith  continued: 

“I  gave  Mr.  Beasley  a list  of  the  bills  we  were  sup- 
porting, to  make  our  support  known  to  the  re- 
spective committees.  I requested  him  to  indicate 
our  affirmative  support  both  to  the  two  Panken  bills 
and  the  Friedman  Bill. 

The  Friedman  Bill  relates  to  the  whole  problem 
of  the  hospital  practice  of  medicine  and  cuts  into  the 
whole  area  of  medical  economics.  I will  not  have  h 
substantial  brief  to  present  to  the  legislature  on  that 
bill  this  year.  It  requires  more  than  the  few  months 
I have  had  to  absorb  the  whole  problem.  You  just 
cannot  submit  every  problem  of  the  medical  pro- 
fession to  the  legislature  and  request  them  to  solve  it 
themselves.  It  has  to  be  worked  up,  with  concen- 
trated thought  given  to  it  and  discussion  within  the 
profession  itself.  Although  we  support  it  and  like 
its  purpose,  it  is  just  too  big  a job  for  us  to  do  any- 
thing with  this  year.” 

The  report  was  adopted. 

Constitution  and  Bylaws. — Dr.  Frederick  W.  Wil- 
liams, chairman,  reported: 

“You  have  a mimeographed  copy  of  the  report  of 
the  Constitution  and  Bylaws  Committee  concerning 
the  amendments  and  the  suggestions  which  were  re- 
ferred from  the  House  of  Delegates. 

“The  new  constitutions  and  bylaws  before  you  for 
approval  are  those  of  the  First  District  Branch,  and 
Greene,  Oneida,  Clinton,  Chenango,  and  Ontario 
Counties.  I move  the  approval  of  these,  which  have 
been  processed  by  the  counsel,  the  secretary,  and  the 
committee.” 

Approval  was  voted. 

“The  new  constitution  and  bylaws  for  Richmond 
County  are  under  consideration.  The  committee  is 
also  considering  an  amendment  to  the  Constitution 
of  the  State  Society  suggested  by  Dr.  Reuling 
whereby  the  county  societies  w'ould  collect  A.M.A. 
dues.” 

Dr.  Kenney  stated: 

“At  the  1951  meeting  of  the  House  of  Delegates, 
it  was  voted  to  refer  to  the  Council  the  resolution 
‘that  the  Medical  Society  of  the  State  of  New  York 
require  as  a condition  for  membership  in  the  Society 
and  in  its  component  county  societies  the  signing 
and  filing  of  an  Oath  of  Allegiance  to  the  Govern- 
ment of  the  United  States  (a  loyalty  oath).’ 

“The  Council  referred  it  to  this  Constitution  and 
Bylaws  Committee  and  legal  counsel. 
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“Your  committee  is  of  the  opinion  that  the 
loyalty  of  the  men  in  the  Society  and  in  the  prac- 
tice of  the  profession  in  this  State  can  well  be  taken 
for  granted.  Our  Society  is  not  established  to  police 
the  loyalty  of  its  members.  As  our  legal  counsel  has 
advised  us  against  including  any  such  loyalty  oath  in 
our  Constitution,  your  committee  does  not  recom- 
mend the  adoption  of  such  an  amendment  at  this 
time.” 

After  discussion,  it  was  voted  that  the  committee’s 
recommendations  be  approved. 

The  report  as  a whole  was  adopted. 

Convention. — Dr.  Thurman  B.  Givan,  chairman, 
reported  that  the  program  was  almost  completed 
and  that  preparations  for  the  Annual  Meeting  were 
progressing  satisfactorily.  He  stated  that  the 
Blood  Banks  Association  of  New  York  State  would 
have  an  exhibit  and  would  hold  a scientific  session 
Monday,  May  12,  at  one  o’clock. 

It  was  voted  to  recommend  to  the  Board  of  Trustees 
that  an  additional  appropriation,  not  to  exceed 
$400,  be  made  for  the  publication  of  the  conven- 
tion program  booklet. 

Dr.  Givan  reported  further  that  Dr.  Alfred  P. 
Ingegno  had  submitted  a report  regarding  the  scien- 
tific program  at  future  conventions,  recommending 
that  more  general  and  fewer  special  meetings  be 
held. 

Dr.  Givan  was  requested  to  bring  in  the  recom- 
mendations in  a form  to  be  voted  upon. 

The  report  was  accepted. 

Economics. — Dr.  Renato  J.  Azzari,  chairman, 
stated : 

“The  report  of  the  Subcommittee  on  Medical  Ex- 
pense Insurance  and  the  report  of  the  Bureau  of 
Medical  Care  Insurance  are  as  follows: 

“The  Council  referred  the  following  House  of 
Delegates  resolutions  to  the  subcommittee  for 
action : 

“Section  188,  'Proceedings  of  the  1951  House  of 
Delegates — This  concerned  the  refusal  of  certain  in- 
surance companies  to  pay  surgical  and  obstetric  fees 
to  policyholders  unless  the  surgeon  or  obstetrician 
stated  his  total  fee,  regardless  of  the  fact  that  the 
benefit  paid  was  a fixed  amount  and  not  dependent 
upon  the  fee.  The  resolution  stated  that  ‘the  State 
Society  takes  appropriate  steps  to  limit  such  re- 
quired information  to  certification  of  the  per- 
formance of  services  and  that  the  fee  charged  was 
equal  to,  or  greater  than,  the  benefit  provided.’ 

“At  its  January  9,  1952,  meeting,  the  subcommit- 
tee directed  Mr.  Farrell  to  make  inquiry  of  com- 
mercial companies  as  to  their  practices  in  this 
matter  and  to  obtain  legal  opinion. 

“On  inquiry  of  commercial  companies,  Mr. 
Farrell  was  advised  that  it  was  the  general  custom  to 
have  fees  stated,  regardless  of  the  fact  that  the  bene- 
fit paid  was  a fixed  amount,  because  often  a policy- 
holder does  not  know  what  the  allowance  of  in- 
demnity is  and  without  the  stated  fee,  sound  actu- 
arial computation  of  premiums  which  would  provide 
for  the  schedule  of  allowances  commensurate  with 
the  usual  charges  for  specific  services  was  prac- 
tically impossible.  It  was  the  opinion  of  legal  coun- 
sel that  no  breach  of  law  was  involved  in  asking  for 
this  information. 

“Section  189,  Proceedings  of  the  1951  House  of 
Delegates — This  dealt  with  firms  and  labor  unions 
which  arrange  for  hospitalization  and  medical  ex- 
pense insurance  for  employes  and  their  families  and 
require  that  claim  forms  be  submitted  through  them, 


thus  revealing  specific  diagnoses,  the  nature  of  which 
may  be  personal  and  a matter  of  embarrassment  if 
revealed  to  known  persons  and  fellow  workers.  The 
resolution  stated  that  ‘the  Society  initiate  steps  to 
require  insurance  claim  forms  to  conform  to  the 
statute  relating  to  privileged  information.’ 

“The  subcommittee  requested  Mr.  Farrell  to  ob- 
tain legal  opinion,  and  counsel’s  opinion  was  that 
this  privileged  information,  revealing  specific  diag- 
nosis, should  not  be  given  a firm  or  labor  union  unless 
written  approval  is  given  by  the  patient. 

“Dr.  Wertz  authorized  Mr.  Farrell  to  submit  the 
results  of  his  inquiries  and  the  opinions  of  counsel  on 
these  two  resolutions  to  subcommittee  members  by 
mail  and  to  report  the  subcommittee’s  action  to  the 
Council. 

“The  subcommittee  recommends  to  the  Council 
that  advice  of  counsel  be  followed  in  relation  to 
Sections  188  and  189,  as  outlined  herein.” 

Mr.  George  P.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance,  reported  that  he  attended 
a meeting  of  the  county  society  legislation  chairmen 
February  21  at  Albany,  and  that  the  Annual 
Progress  Report  for  the  year  1951  and  the  Fourth 
Quarterly  Progress  Report  for  1951  on  the  New  York 
State  Blue  Shield  Plans  are  in  preparation. 

It  was  voted  to  approve  the  report. 

Emergency  Preparedness. — Dr.  John  J.  Master- 
son,  chairman,  expressed  appreciation  for  the  valu- 
able assistance  received  during  the  last  month  from 
Dr.  Floyd  S.  Winslow  and  the  Public  Relations 
Committee,  and  for  the  work  of  the  field  representa- 
tives in  stimulating  enrollment  of  physicians. 

Executive  Committee. — Dr.  Anderton  read  the 
minutes  of  the  Executive  Committee: 

The  Executive  Committee  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  met  in  the 
State  Society’s  offices,  292  Madison  Avenue,  New 
York  City,  following  adjournment  of  the  Council  on 
Thursday,  February  14,  1952,  Dr.  J.  Stanley 
Kenney,  president,  presiding.  Present  were: 
President  J.  Stanley  Kenney,  President-Elect  Ed- 
ward T.  Wentworth,  Past  President  Carlton  E. 
Wertz,  Vice-President  Leo  F.  Schiff,  Secretary  W.  P. 
Anderton,  Assistant  Secretary  Andrew  A.  Eggston, 
Treasurer  Maurice  J.  Dattelbaum,  Assistant  Treas- 
urer Thomas  M.  d’Angelo,  and  Councillors  Leo  E. 
Gibson  and  Flovd  S.  Winslow. 

Following  discussion  of  a resolution  regarding  As- 
sembly Bill  1731  (Milmoe)  and  Senate  Int.  1477 
(Seelye)  which  propose  to  license  chiropractors,  the 
following  reasons  against  licensing  chiropractors  were 
adopted : 

1.  Chiropractic  is  premised  upon  the  false  as- 
sumption that  all  disease  is  caused  or  influenced  by 
nerve  interference,  resulting  from  misalignment  or 
subluxations  of  the  vertebral  column.  The  diagnosis 
and  treatment  of  persons  by  the  falsely  premised 
methods  of  chiropractic  is  dangerous  to  the  persons 
so  treated  and  to  the  public  health  in  general. 

2.  The  methods  and  manipulations  of  chiro- 
practic are  of  themselves  dangerous  to  the  sick  and 
injured,  and  the  time  consumed  in  useless  chiroprac- 
tic maneuvers  defers  proper  diagnosis  and  treatment. 

3.  Chiropractors  are  incompetent  to  diagnose 
and  treat  disease  and  injury  by  reason  of  the  facts 
that  they  are  adherents  to  the  false  theory  of 
chiropractic  and  that  they  are  untrained  or  inade- 
quately trained  in  basic  medical  sciences  and  recog- 
nized methods  of  medical  diagnosis  and  treatment. 

4.  Chiropractors  are  not  properly  trained  to 
treat  disease  and  injury  by  reason  of  the  facts  that 
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chiropractic  schools  train  their  students  in  false 
theory  and  improper  medical  practices  and  that 
chiropractic  schools  by  reason  of  the  limitation  of 
their  faculties  and  facilities  are  not  capable  of  train- 
ing students  in  correct  principles  of  diagnosis  and 
treatment. 

5.  The  proponents  of  the  Seelye-Milmoe  chiro- 
practic bill  are  incorrect  in  their  claim  that  the  bill 
is  necessary  to  stop  the  influx  of  incompetent  chiro- 
practors into  New  York  State  from  states  that  have 
chiropractic  licensure  laws  and  that  the  bill  is  also 
necessary  to  stop  the  illegal  practice  of  chiropractic 
in  this  State  for  the  following  reasons: 

(a)  They  erroneously  assume  in  their  argument 
that  there  is  such  a person  as  a “competent  chiroprac- 
tor,” which  erroneously  suggests  that  there  are 
chiropractors  competent  to  treat  the  sick  and  in- 
jured. 

(5)  The  pi'oposed  law  would  tend  to  increase  the 
number  of  chiropractors  within  the  State,  all  of  whom 
would  be  improper  persons  to  treat  the  sick  and  in- 
jured. 

(c)  Experience  in  other  states  has  shown  that 
licensing  laws  do  not  eliminate  the  illegal  practice  of 
chiropractic. 

( d ) Persons  practicing  chiropractic  have  done  so 
illegally  for  many  years.  It  is  no  justification  for 
licensing  them  that  their  illegal  and  dangerous  prac- 
tices cannot  be  controlled.  The  same  argument  can 
be  applied  to  other  illegal  practices  carried  on  in  this 
State. 

6.  The  Seelye-Milmoe  chiropractic  bill  and  any 
chiropractic  bill  is  dangerous  to  the  public  welfare 
for  the  reasons  stated  above,  but  the  Seelye-Milmoe 
bill  is  especially  objectionable  in  that  it  would  permit 
chiropractors  to  select  from  their  members  a board 
of  chiropractor  examiners  who  would  in  effect  ex- 
amine, grade,  and  license  their  fellow  chiropractors. 
This  board  would  be  in  charge  of  the  disciplining  of 
their  fellow  chiropractors.  The  bill  provides  a 
unique  dispensation  to  violate  the  bill  in  that  it 
permits  persons  who  have  practiced  chiropractic  in 
this  State  for  one  year  before  the  proposed  act  would 
go  into  effect  to  have  a special  (presumably  an  eas- 
ier) examination,  and  the  principal  training  of  such 
persons  need  only  be  that  of  some  classroom  train- 
ing in  chiropractic  and  that  they  have  a total  of  four 
thousand  hours  consisting  of  resident  training  and 
practical  experience  in  chiropractic. 

7.  The  most  dangerous  and  alarming  features  of 
any  law  to  license  the  practice  of  chiropractic  is  that 
such  a law  is  a representation  of  this  State  to  its 
people  that  chiropractors  are  fit  persons  to  treat  ills 
and  injuries  of  the  people,  whereas  chiropractors  are 
not  in  fact  so  qualified. 

The  following  recommendations  of  the  Medical 
Society  of  the  State  of  New  York  for  dealing  with 
the  chiropractic  problem  were  adopted. 

1.  Education  of  the  public  by  the  State  of  New 
York,  medicine  and  other  professional  groups,  lay 
groups,  and  others  as  to  the  dangers  of  submitting 
to  chiropractic  care. 

2.  Education  of  the  public  to  distinguish  chiro- 
practors from  and  not  to  confuse  chiropractors  with 
physicians,  osteopaths,  optometrists,  nurses,  podia- 
trists, chiropodists,  physiotherapists,  and  other  prac- 
titioners of  the  healing  arts  recognized  and  licensed 
in  this  State. 

3.  Enforcement  of  the  existing  law  with  respect 
to  the  illegal  practice  of  medicine. 

4.  Enactment  of  an  injunction  law  permitting 
courts  of  this  State  to  enjoin  persons  from  the  un- 
licensed practice  of  the  healing  arts.  Such  a law 


now  exists  in  this  State  with  respect  to  the  un- 
licensed practice  of  veterinary  medicine. 

5.  Oppose  the  enactment  of  legislation  to  license 
chiropractors. 

The  two  preceding  statements  and  copy  of  Coun- 
cil resolution  together  with  explanatory  letter  were 
sent  by  Dr.  J.  Stanley  Kenney,  president,  to  mem- 
bers of  the  Legislature,  Board  of  Regents,  and 
Governor  Dewey. 

It  was  voted  to  adopt  the  report. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Thomas  M.  d’ Angelo  stated: 

“We  are  asking  the  Council  to  give  the  Malprac- 
tice Insurance  and  Defense  Board  permission  to  file 
a brief  with  the  State  Insurance  Department  con- 
cerning the  method  of  computing  rates  for  mal- 
practice insurance  in  this  State. 

“The  State  Insurance  Department  has  asked  all 
of  the  insurance  companies  writing  malpractice  in- 
surance in  New  York,  and  some  who  do  not,  to  meet 
and  formulate  a general  policy  for  computing  rates 
on  malpractice  insurance.  Since  our  Medical  So- 
ciety has  more  figures  and  knowledge  about  malprac- 
tice insurance  in  this  State  than  any  insurance  com- 
pany, we  ask  permission  of  the  Council  to  file  a brief 
with  the  State  Insurance  Department  concerning 
our  views  on  rate  structure,  etc.” 

It  was  so  voted. 

He  continued: 

“The  Malpractice  Insurance  and  Defense  Board 
has  been  faced  with  a member  who  has  admitted 
guilt  to  a felony,  criminal  abortion.  The  Malprac- 
tice Insurance  and  Defense  Board  asks  permission, 
regarding  men  who  have  pleaded  guilty  or  are  con- 
victed of  a felony,  to  ask  our  insurance  carrier  to 
cancel  their  malpractice  insurance.” 

It  was  so  voted. 

“The  Board  requests  the  Council  of  the  Society 
for  permission  to  authorize  the  actuary  firm  of  Wolf 
and  Linder  to  make  an  examination  and  annual  audit 
of  the  Group  Plan  for  1952,  for  the  sum  of  $1,000.” 

It  was  so  voted. 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  reported: 

“The  Office  Administration  and  Policies  Com- 
mittee met  March  12,  1952. 

“The  date  of  moving  to  the  new  headquarters  was 
not  set,  awaiting  the  removal  of  the  present  tenants. 
There  was  a general  discussion  of  its  new  floor  plans 
and  the  alterations.” 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  arranged 
six  postgraduate  lectures  and  had  attended  four 
meetings. 

He  stated  that  at  the  organization  meeting  of  the 
New  York  State  Citizens’  Health  Council,  on  Feb- 
ruary 29  and  March  1,  in  Albany,  the  Council  was 
officially  organized  and  officers  were  elected  to  func- 
tion until  the  annual  meeting,  to  be  held  at  Caze- 
novia  next  June. 

A meeting  of  a special  organization  committee  for 
a State  association  of  blood  banks  was  held  on  March 
1 and  2 at  the  De  Witt  Clinton  Hotel  in  Albany. 
The  group  organized  the  Blood  Banks  Association  of 
New  York  State,  to  be  incorporated,  adopted  a con- 
stitution, and  elected  the  following  officers  pro  tem 
(terms  to  expire  May,  1952):  Dr.  John  J.  Clemmer, 
president;  Dr.  Morris  Maslon,  vice-president; 
Dr.  W.  P.  Anderton,  secretary;  Dr.  James  R. 
Reuling,  treasurer;  Executive  Board — the  officers 
and  Dr.  Lester  J.  Unger,  Dr.  Robert  S.  Jenks,  Dr. 
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Quentin  M.  Jones,  Dr.  Andrew  A.  Eggston,  and  Dr. 
Frederick  Marty. 

The  organization  committee  recommended  that 
the  association  apply  for  affiliation  with  the  Ameri- 
can Association  of  Blood  Banks  and  request  as- 
sistance from  the  Medical  Society  of  the  State  of 
New  York  in  the  organization  and  development  of 
the  association. 

After  discussion,  the  Council  voted  to  approve  the 
request  of  the  Blood  Banks  Association  of  New 
York  State  that  this  Society  assist  the  Executive 
Board  in  its  organization  and  development  and 
that  this  support  and  assistance  include  a survey 
of  candidates  for  institutional  membership,  the 
recruitment  of  members,  and  a study  of  means  of 
financing  the  association. 

At  the  meeting  a nominating  committee  was 
formed,  and  committees  on  constitution,  budget, 
education,  scientific  meetings,  membership  and 
standards,  and  public  relations  and  donor  procure- 
ment. It  was  estimated  that  first-year  expenses  of 
the  association  would  be  about  $20,000.  Dr.  Cur- 
phey  read  the  following  list  of  objectives  proposed 
for  the  committee  on  public  relations  and  donor  pro- 
curement: 

1.  To  obtain  personnel  adequately  trained  to 
work  under  the  direction  of  the  executive  board  for 
the  purpose  of  setting  up  and  assisting  actively  in 
local  programs  of  donor  procurement. 

2.  In  the  establishment  of  blood  banks  where  the 
need  exists. 

3.  To  direct  an  association-sponsored  public  rela- 
tions and  advertising  program  within  the  area  of 
each  blood  bank. 

4.  To  establish  a State-wide  blood  insurance  pro- 
gram. 

He  commended  the  assistance  Mr.  Carl  A.  Mes- 
singer,  field  representative  of  the  Public  Relations 
Bureau,  had  given  the  committee. 

Dr.  Curphey  reported  that  at  a meeting  with  Dr. 
Leonard  Greenburg,  chairman  of  the  Subcommittee 
on  Industrial  Health  and  Accident  Prevention,  and  Dr. 
David  J.  Kaliski,  director  of  the  Workmen’s  Com- 
pensation Bureau,  it  was  suggested  that  the  Bureau 
and  the  subcommittee  be  amalgamated.  The 
matter  was  discussed  at  length,  and  several  sugges- 
tions were  made  to  achieve  cooperation  and  ef- 
ficiency in  the  handling  of  common  problems  by 
both  groups. 

It  was  agreed  that  the  subcommittee  would  meet 
two  weeks  hence  to  study  programs  of  organization 
and  proposed  action,  to  be  submitted  by  Drs.  Green- 
burg and  Kaliski. 

Dr.  Curphey  presented  a request  from  Dr. 
Bakwin,  of  the  American  Academy  of  Pediatrics,  for 
a letter  from  the  Medical  Society  of  the  State  of  New 
York  endorsing  a brochure  on  the  prevention  of 
accidents  among  children.  The  letter  and  brochure 
would  be  sent  to  5,000  physicians  in  the  State,  and 
Dr.  Curphey  suggested  we  offer  facilities  for  mailing 
them,  provided  other  groups  stand  the  cost. 

After  discussion,  it  was  voted  to  endorse  the  dis- 
tribution of  this  pamphlet  to  the  5,000  physicians 
in  the  State  but  that  we  do  not  assume  any  ex- 
pense for  the  mailing. 

The  report  was  adopted  as  a whole. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

With  the  State  Legislature  in  full  swing,  the  Public 
Relations  Bureau,  at  the  request  of  the  executive 
officer  and  the  chairman  of  the  Committee  on 
Legislation,  was  active  in  regard  to  legislative  mat- 


ters. Shortly  after  the  Council  adopted  a resolution 
opposing  the  Seelye-Milmoe  chiropractic  bill,  the 
Bureau  mailed  a letter,  bearing  Dr.  J.  Stanley  Ken- 
ney’s signature,  requesting  opposition  to  the  bill. 
The  letter,  which  contained  the  text  of  the  resolution 
and  a statement  of  reasons  for  opposing  the  bill, 
drawn  up  by  the  Executive  Committee  of  the 
Council,  was  sent  to  the  Governor,  State  legislators, 
State  Health  Commissioner,  the  Board  of  Regents, 
and  other  key  figures.  A press  release  was  dis- 
tributed to  New  York  State  daily  newspapers,  the 
wire  services,  and  radio  stations. 

The  Public  Relations  Bureau  also  worked  in  close 
cooperation  with  the  New  York  State  Society  for 
Medical  Research  to  win  support  for  the  Metcalf- 
Hatch  bill,  which  was  passed.  Reports  from  Al- 
bany that  doctors  were  unusually  active  in  urging 
their  legislators  to  vote  for  this  bill  indicated  that  a 
letter  sent  in  mid-February  to  physicians  on  the 
Bureau’s  5 per  cent  list  of  active  county  medical 
society  members,  requesting  such  action,  had 
achieved  its  objective. 

The  Public  Relations  Bureau  mailed  a third 
letter  bearing  Dr.  W.  P.  Anderton’s  signature  to 
members  of  the  Assembly  and  Senate  stating  that 
the  Council  had  adopted  a resolution  favoring  the 
Mitchell-Ten  Eyck  bill  for  rehabilitation  of  alco- 
holics. 

The  March  News  Letter  was  utilized  to  oppose  the 
chiropractic  bill  when  it  carried  a 1 'A-column  front- 
page story,  “State  Society  Takes  Firm  Stand  Against 
Chiropractic.”  Developments  in  regard  to  the 
Metcalf-Hatch  bill  also  were  reported.  Material  for 
this  issue  was  assembled  by  Mr.  Tracey. 

The  Public  Relations  Bureau  also  cooperated  with 
Dr.  Harold  B.  Smith,  executive  officer,  and  Mr. 
George  P.  Farrell,  director  of  the  Bureau  of  Medical 
Care  Insurance,  in  support  of  the  Condon-Rabin  bill 
providing  that  State  and  municipal  employes  shall 
have  free  choice  of  a medical  indemnity  plan. 

Mr.  Miebach,  Mr.  Tracey,  and  Mr.  Walsh  at- 
tended the  annual  conference  of  county  medical 
society  legislation  chairmen  in  Albany  on  February 
21. 

On  February  14,  a joint  meeting  of  your  commit- 
tee and  its  advisory  subcommittee  was  held  at  the 
State  Society’s  office.  Among  the  items  on  the 
agenda,  in  addition  to  a report  and  recommendations 
from  the  advisory  subcommittee,  were  discussions  of 
such  public  relations  projects  as  cooperation  with 
Council  committees,  radio  and  television  coverage 
for  the  annual  meeting,  and  health  columns  in 
various  publications. 

The  field  representatives,  Mr.  Brown,  Mr.  Mes- 
singer,  Mr.  Walsh,  and  Mr.  Tracey,  continued  to 
carry  on  their  activities  with  county  medical  socie- 
ties in  their  assigned  territories. 

Dr.  George  Schwartz,  a member  of  your  com- 
mittee, appeared  on  “Between  the  Lines,”  a tele- 
vision show  over  WOR-TV,  on  February  29. 

Mr.  Messinger  continued  his  work  with  the  Com- 
mittee on  Public  Health  and  Education  when  he 
went  to  Albany  to  assist  in  publicizing  the  organiza- 
tional meeting  of  the  Blood  Banks  Association  of 
New  York  State  on  March  1 and  2. 

Working  in  cooperation  with  the  New  York  State 
Citizens  Council,  the  Public  Relations  Bureau  dis- 
tributed releases  in  advance  of  the  organizational 
meeting  of  the  New  York  State  Citizens  Health 
Council  in  Albany,  February  29  and  March  1.  Mr. 
Messinger  handled  local  publicity  for  this  new 
organization. 

The  Public  Relations  Bureau  sent  to  the  press  in 
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appropriate  parts  of  the  State  notices  of  postgraduate 
courses  in  the  following  counties:  Chemung,  Kings, 
Montgomery,  Onondaga,  Ontario,  Rensselaer,  Sara- 
toga, and  Ulster. 

In  a letter  mailed  by  the  Public  Relations  Bureau 
to  county  medical  society  public  relations  chairman, 
your  chairman  requested  each  society’s  cooperation 
in  the  $500  Health  Poster  Contest  to  be  conducted 
by  the  Woman’s  Auxiliary  for  all  school  children  in 
the  State.  The  letter  suggested  that  in  an  area 
where  there  is  no  woman’s  auxiliary,  a committee  of 
doctors’  wives  be  appointed  to  handle  the  contest. 

Among  other  activities  in  which  the  Public  Rela- 
tions Bureau  assisted  the  Woman’s  Auxiliary  was 
the  preparation  of  material  for  the  nurse  recruitment 
program.  Requests  for  material  from  counties  to  be 
used  in  the  preparation  of  the  State  committees  re- 
ports also  were  distributed.  Conferences  were  held 
with  the  chairman  of  the  legislation  committee  re- 
garding preparation  of  letters  and  other  material  on 
the  Metcalf-Hatch  bill,  the  Seelye-Milmoe  bill,  and 
the  Condon-Rabin  bill. 

Requests  received  by  the  Speakers  Service  for  as- 
sistance in  securing  speakers  on  public  health  serv- 
ices increased  during  the  month.  Help  also  was  given 
to  the  public  relations  chairmen  of  the  Rockland  and 
Ulster  County  Medical  Societies  in  the  preparation 
of  a brochure  which  describes  members  of  their  re- 
spective speakers  bureaus  who  are  available  to  speak 
to  lay  organizations  in  their  own  counties. 

It  was  voted  to  adopt  the  report. 

Publication. — Dr.  George  W.  Kosmak,  chairman, 
reported  that  a regular  meeting  of  the  committee  was 
held  March  12,  1952.  In  addition,  there  were 
several  meetings  of  the  editorial  group  to  discuss  im- 
mediate action  on  some  editorials.  Estimates  are 
being  received  for  hard  covers  and  paper  covers  for 
the  1953  Medical  Directory.  If  the  difference  in  cost 
is  inconsiderable,  the  committee  will  make  a supple- 
mentary report  to  the  House  of  Delegates  requesting 
permission  to  continue  the  use  of  hard  covers. 

The  committee  received  estimates  for  the  publica- 
tion of  the  Directory  from  four  printing  concerns. 
The  American  Book  Company,  which  printed  the 
Directory  last  year,  was  selected. 

The  Council  voted  to  recommend  to  the  Board  of 
Trustees  that  they  negotiate  a contract  with  the 
American  Book  Company  for  the  printing  and 
binding  of  the  1953  Medical  Directory  of  New  York 
State. 

The  committee  requested  an  appropriation  for  the 
preparation  of  a promotional  booklet  to  assist  the 
sales  of  advertising  in  the  Directory. 

The  Council  voted  to  approve  the  promotional 
booklet  to  assist  the  salesmen  in  securing  adver- 
tising for  the  Directory  and  that  a recommendation 
for  an  appropriation  for  it  be  sent  to  the  Board  of 
Trustees,  not  to  exceed  $1,000. 

Dr.  Kosmak  raised  the  question  of  preparing  an 
editorial  in  appreciation  of  the  work  of  the  legisla- 
ture in  regard  to  passage  of  the  Metcalf-Hatch  Bill. 
After  discussion,  Dr.  Kenney  stated  it  appeared 
to  be  the  sentiment  of  the  Council  that  a suitable 
editorial  should  be  prepared  in  recognition  of  the 
accomplishment  of  the  passage  of  the  Metcalf- 
Hatch  Bill. 

The  report  of  the  Publication  Committee  was 
adopted  as  a whole. 

Liaison  with  Veterans  Administration. — Dr.  Her- 
bert H.  Bauckus,  chairman,  stated  that  the  commit- 


tee is  still  in  communication  with  the  Veterans  Ad- 
ministration regarding  payment  for  prescriptions 
written  by  physicians  for  patients  whom  they  have 
no  current  authorization  to  treat.  The  Veterans 
Administration  continues  to  deduct  these  amounts 
from  checks  sent  to  the  doctors  involved. 

He  stated  he  had  been  informed  that  the  Wage 
Stabilization  Board  was  reviewing  new  fee  schedules 
of  Blue  Shield,  commercial  medical  care,  and  hospi- 
tal contracts  and  would  not  adopt  schedules  of  fees 
higher  than  those  of  the  Veterans  Administration 
schedule.  He  felt  this  might  refer  to  the  national 
V.A.  fee  schedule  which  is  lower  than  that  in  use 
in  New  York  State. 

He  brought  up  the  question  of  payments  by  Blue 
Cross  insurance  plans  to  the  Veterans  Administra- 
tion and  expressed  the  opinion  that  such  payments 
should  be  made  only  in  cases  where  the  veteran  has 
the  privilege  of  choosing  his  own  physician.  He 
felt  that  some  legislative  action  might  be  attempted 
to  assure  this  and  that  it  would  receive  the  approval 
of  the  American  Legion  and  other  veterans  organiza- 
tions. 

He  stated  that,  in  the  five-year  period  1947  to 
1951,  inclusive,  there  had  been  a 90  per  cent  de- 
crease in  the  amount  paid  for  fee  basis  cases  in  this 
area  and  that  in  the  same  period  payments  made 
under  contract  had  increased  nearly  90  per  cent. 

Workmen’s  Compensation. — Dr.  John  J.  H. 
Keating,  chairman,  reported: 

At  the  request  of  Dr.  Raymond  Hussey,  scientific 
director  of  the  Council  on  Industrial  Health  of  the 
A.M.A.,  we  filled  out  a questionnaire  of  18  questions 
concerning  workmen’s  compensation  administra- 
tion with  special  reference  to  medical  care  of  patients, 
free  choice  of  physicians,  etc.  In  addition  to  work- 
men’s compensation  problems  the  questionnaire 
included  questions  on  industrial  health  and  indus- 
trial medical  relations  programs  here  and  in  other 
states. 

The  accompanying  letter  from  Mr.  George  T. 
Clark,  secretary  of  the  Workmen’s  Compensation 
Board,  was  received  in  answer  to  our  request  for 
specific  information  as  to  the  requirements  of  a 
physician  as  an  employer  under  the  provisions  of 
the  Workmen’s  Compensation  Law.  We  believe 
this  communication  should  be  published  either  in 
our  News  Letter  or  in  the  New  York  State  Journal 
of  Medicine  so  that  physicians  may  be  aware  of 
their  responsibilities  under  the  Workmen’s  Com- 
pensation Law. 

Dear  Doctor  Kaliski: 

Relative  to  your  request  for  an  opinion  as  to  the  necessity 
of  physicians  carrying  workmen’s  compensation  insurance, 
please  be  advised  that  it  is  our  administrative  opinion  that 
the  Workmen’s  Compensation  Law  covers  the  employment  of 
nurses  and  technicians  without  regard  to  the  number  em- 
ployed by  a single  employer. 

Section  3,  subdivision  1,  group  7 of  the  Workmen’s  Com- 
pensation Law  mandates  workmen’s  compensation  coverage 
for  any  employes  engaged  in  the  operation  of  electric  appli- 
ances; group  11  of  this  section  requires  coverage  for  employes 
who  handle  chemicals,  and  group  14  covers  work  in  labora- 
tories. Activities  of  employes  engaged  in  the  instances  pre- 
sented by  you  would  seem  to  fall  into  one  or  more  of  these 
groups. 

While  Section  3 does  not  specifically  define  x-ray  develop- 
ing as  a hazardous  occupation,  such  operation  entails  the 
handling  of  chemicals  and  is  therefore  considered  a hazardous 
occupation  under  the  law.  You  may  wish  to  refer  to  the 
opinion  of  the  Attorney  General,  dated  May  7,  1934,  re 
definition  of  laboratory. 

In  addition  to  the  requirement  of  coverage  of  employes 
working  as  nurses  and  technicians,  group  12  requires  cover- 
age for  employes  working  as  janitors.  Under  this  provision  a 
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physician  employing  a janitor  to  clean  his  office  or  laboratory 
should  cover  such  janitorial  services. 

From  the  above,  it  is  clear  that  in  most  cases  the  operation 
of  a modern  medical  office  under  the  circumstances  outlined 
by  you  would  entail  the  performance  of  one  or  more  hazard- 
ous operations  by  employes,  thereby  requiring  the  physician 
to  carry  Workmen’s  Compensation  Insurance. 

Very  truly  yours, 

George  T.  Clark,  Secretary 
Workmen’s  Compensation  Board 

Upon  Dr.  Keating’s  recommendation,  it  was 
voted  that  this  letter  from  Mr.  George  T.  Clark, 
secretary  of  the  Workmen’s  Compensation  Board, 
be  published  in  the  Journal  and  the  News  Letter. 

As  an  evidence  of  good  public  relations,  we  are 
pleased  to  acknowledge  the  receipt  of  a commenda- 
tory letter  from  the  county  attorney  of  Nassau 
County  for  our  assistance  over  the  years. 

Dr.  Kaliski  attended  a meeting  of  the  Legislation 
Committee  in  Albany  on  Thursday,  February  21, 
1952. 

The  following  legislation  affecting  workmen’s 
compensation  has  been  introduced  in  the  legislature 
on  the  recommendation  of  the  Council: 

1.  A bill  to  change  the  place  of  arbitration  of  bills 
for  treatment  of  workmen’s  compensation  cases 
from  the  county  in  which  the  claimant  resides  to 
the  county  in  which  the  medical  service  was  per- 
formed. 

2.  A bill  to  change  the  arbitration  procedure  in 
the  metropolitan  area  so  that  it  will  conform  to  that 
in  the  other  parts  of  the  State. 

With  respect  to  the  suggestions  made  previously 
as  to  combining  in  one  bureau  workmen’s  compen- 
sation, public  health  and  accident  prevention,  and 
rehabilitation,  a joint  meeting  was  held  on  March  4, 
1952,  to  explore  the  subject. 

The  report  was  adopted  as  a whole. 

New  Business 

National  DoctorsiCommittee  for  Improved  Federal 
Medical  Service. — Dr.  Kenney  introduced  Dr. 
Ernest  A.  Weymuller,  who  spoke  on  the  activities 


of  the  National  Doctors’  Committee  for  Improved 
Federal  Medical  Service. 

Appointments. — Dr.  Kenney  stated  that  he  had 
designated  Dr.  Walter  W.  Mott  and  Dr.  W.  P. 
Anderton  to  represent  the  Society  at  the  annual 
meeting  of  the  Connecticut  State  Medical  Society. 

Approval  was  voted. 

He  asked  approval  of  his  designation  of  Dr. 
Edward  R.  Cunniffe  and  Dr.  J.  Stanley  Kenney  as 
representatives  of  the  Society  at  the  annual  meeting 
of  the  Medical  Society  of  New  Jersey  and  at  the 
Middle  States  Regional  Conference  of  the  American 
Hospital  Association  (Middle  Atlantic  Hospital 
Assembly). 

It  was  so  voted  in  each  case. 

He  reported  that  the  Board  of  Trustees,  at  their 
February  meeting,  had  requested  appointment  of  a 
committee  of  the  Council  to  review  the  budget  of 
the  Public  Relations  Committee  and  stated  that 
he  had  formed  such  a committee,  consisting  of  Dr. 
Renato  J.  Azzari,  chairman,  Dr.  Fenwick  Beekman, 
and  Dr.  Frederic  W.  Holcomb. 

This  action  was  approved. 

Dr.  Kenney. next  referred  to  the  proposed  joint 
committee  of  representatives  of  the  New  York 
State  Hospital  Association,  the  Greater  New  York 
Hospital  Association,  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York  State  Depart- 
ment of  Education  to  establish  scholastic  require- 
ments for  interns  and  residents  and  insure  a proper 
supply  of  them  without  lowering  educational  stand- 
ards. He  reported  temporary  repeal  of  that  por- 
tion of  the  Education  Law  which  makes  graduation 
from  a medical  school  approved  by  the  Regents  a 
requisite  for  such  appointments  and  stated,  “I 
am  designating  our  Medical  Licensure  and  Medical 
Service  Committee,  of  which  Dr.  Leo  Gibson  is  the 
chairman,  to  represent  the  State  Medical  Society 
in  those  deliberations  when  they  are  called.” 

Approval  was  voted. 


FIRE  AND  EXPLOSION  HAZARDS  IN  ANESTHETIZING  AREAS 


Three  factors  conducive  to  explosions  are  essential 
to  practical  anesthesia : combustible  gases  or  vapors, 
oxygen  supply,  and  explosive  mixture  ratios  of  flam- 
mable gases  and  oxygen.  Control  of  explosions, 
therefore,  hinges  largely  on  the  fourth  factor — the 
ignition  source.  Calling  attention  to  the  more  ob- 
vious precautions  (elimination  of  matches  and  other 
open  flames  from  the  room,  faulty  electrical  equip- 
ment, cautious  use  of  cauteries,  etc.),  the  author 
places  chief  emphasis  on  static  electricity.  While 


there  is  no  way  of  completely  preventing  develop- 
ment of  electrostatic  charges  in  operating  rooms,  cer- 
tain precautions  are  possible.  These  precautions 
consist  largely  of  providing  paths  by  which  electro- 
static charges  can  flow  away  as  fast  as  they  are  gen- 
erated. The  author  gives  a series  of  concrete  hints 
on  how  to  do  this  and  appends  a list  of  18  important 
things  to  remember  in  combating  explosion  hazards 
in  the  operating  room. — George  D.  Thomas,  M.D., 
Industrial  Medicine  and  Surgery,  November,  1951 
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Be  it  battle-front  or  civilian  surgical  duty — a 
BOVIE  electrosurgical  unit  serves  with  equal 
distinction.  Bovie  precision  and  dependability, 
unequalled  by  any  other  electrosurgical  appar- 
atus, is  the  result  of  more  than  34  years  contin- 
uous research  and  technological  improvement 
by  L-F  engineers — augmented  by  military  ex- 
perience in  three  wars. 

Today's  Military  BOVIE  is  built  for  fast-moving 
global  war  and  the  most  extensive  and  de- 
manding surgical  needs.  Portable  and  rugged 
enough  for  rough  transport  and  parachute 
drop,  it  will  resist  tropical  fungus  and  drenching 
rains,  or  arctic  ice  and  snows.  The  development 
of  this  unit  makes  the  same  safe  cutting  and 
coagulating  currents  available  to  the  military 
as  are  so  successfully  used  by  the  civilian 
surgeon. 

Whether  you're  in  uniform  or  out.  Bovies  are 
available  for  your  use.  The  Army,  Navy,  and 
Air  Force  are  taking  only  a portion  of  today's 
accelerated  output. 


ELECTROSURGICAL  APPARATUS  • ELECTROMEDICAL  APPARATUS 

X-RAY  SPECIALTIES  RECOGNIZED  THE  WORLD  OVER 


THE  LIEBEL-FLARSHEIM  COMPANY 


CINCINNATI  2,  OHIO 


NECROLOGY 


Rupert  Franklin  Carter,  M.D.,  of  New  York  City, 
died  on  April  19  at  the  age  of  fifty-seven.  Dr. 
Carter  was  graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1918  and 
interned  at  the  New  York  Post-Graduate  Hospital 
and  Sloane  Hospital  in  New  York  City.  In  1921 
he  organized  the  medical  department  of  the  New 
York  Times  and  was  its  director  for  twenty-five 
years.  Dr.  Carter  was  professor  of  clinical  surgery 
at  University  Hospital,  New  York  University,  and 
at  Post-Graduate  Medical  School,  New  York  Uni- 
versity. He  was  director  of  surgery  at  the  Gouver- 
neur  Hospital  and  attending  surgeon  at  University 
and  Bellevue  Hospitals.  Dr.  Carter  was  the  co- 
author of  the  medical  text,  Diagnosis  and  Manage- 
ment of  Diseases  of  the  Biliary  Tract,  and  the  author 
of  many  scientific  papers. 

A Diplomate  of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College  of  Surgeons, 
Dr.  Carter  was  a member  of  the  American  Associa- 
tion of  Obstetricians,  Gynecologists  and  Abdominal 
Surgeons,  the  New  York  Academy  of  Medicine,  the 
New  York  Surgical  Society,  the  New  York  Gastro- 
enterological Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Armon  Clark,  M.D.,  of  Brooklyn,  died  on 
March  28  at  the  age  of  seventy-nine.  Dr.  Clark 
received  his  medical  degree  from  the  Long  Island 
College  Hospitar  Medical  School  in  1898.  He  had 
retired  from  practice.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Clark  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nicholas  Darvas,  M.D.,  of  New  York  City,  died 
on  April  21  at  his  home  at  the  age  of  fifty-five.  Dr. 
Darvas  received  his  medical  degree  from  the  Uni- 
versity of  Prague  in  1922. 

Charles  Gullo,  M.D.,  of  Buffalo,  died  on  April  12 
in  Oneida  at  the  age  of  fifty-two.  Dr.  Gullo  re- 
ceived his  medical  degree  from  Loyola  University  in 
1927.  Formerly  of  Mount  Morris,  he  had  been 
attending  physician  at  the  Dansville  Memorial  Hos- 
pital, Dansville.  Dr.  Gullo  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Fanny  Hann-Kende,  M.D.,  of  New  York  City, 
died  on  April  14  in  the  Harkness  Pavilion  of  the 
Columbia-Presbyterian  Medical  Center  at  the  age  of 
sixty.  Dr.  Hann-Kende  received  her  medical  de- 
gree from  the  Royal  Hungarian  University  of 
Budapest  in  1914.  She  was  assistant  professor  of 
pathology  at  the  University  until  1920  and  later 
studied  psychiatry  at  the  Wagner-Jauregg  Clinic  in 
Vienna.  Dr.  Hann-Kende  was  a member  of  the 
group  of  physicians  who  founded  the  Budapest 


Psychoanalytic  Institute.  In  1938  she  came  to  the 
United  States  as  a lecturer  at  the  invitation  of  the 
New  York  Psychoanalytic  Institute  and  remained  to 
open  practice  in  New  York  City.  Dr.  Hann-Kende 
was  an  associate  at  the  Psy choanal ytic  Clinic  for 
Training  and  Research  of  Columbia  University. 
She  was  a member  of  the  American  Psychoanalytic 
Society,  the  New  York  Psychoanalytic  Society,  the 
New  York  Society  for  Clinical  Psychiatry,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Edward  Howes,  M.D.,  of  Brooklyn,  died 
on  April  5 in  Honolulu,  Hawaii,  at  the  age  of  fifty- 
seven.  Dr.  Howes  received  his  medical  degree  from 
the  University  of  Michigan  in  1919  and  began  his 
practice  the  next  year  in  Brooklyn.  Dr.  Howes  was 
clinical  director  of  the  Brooklyn  Cancer  Institute, 
attending  roentgenologist  at  the  Lutheran  Hos- 
pital, consulting  radiologist  at  the  Caledonian  Hos- 
pital, and  director  of  roentgenology  at  the  Peck 
Memorial  Hospital. 

A Diplomate  of  the  American  Board  of  Radiolog}', 
Dr.  Howes  was  a member  of  the  American  Roentgen 
Ray  Society,  the  Radiological  Society  of  North 
America,  the  American  Radium  Society,  the  New 
York  Roentgen  Society,  the  Brooklyn  Roentgen  Ray 
Society,  the  lungs  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Russell  Irving,  M.D.,  of  the  Bronx,  died  on 
April  14  at  Presbyterian  Hospital  at  the  age  of  sixty- 
one.  Dr.  Irving  received  his  medical  degree  from 
the  University  of  Michigan  in  1912  and  interned  at 
Babies  Hospital  in  New  York  City.  During  World 
War  I he  served  as  a lieutenant  in  the  U.S.  Army 
Medical  Corps.  Dr.  Irving  was  consulting  pedia- 
trician at  City  Hospital.  A Licentiate  of  the  Ameri- 
can Board  of  Pediatrics,  Dr.  Irving  was  a member  of 
the  American  Academy  of  Pediatrics,  the  New  York 
Academy  of  Medicine,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Maxwell  Harris  Kaiden,  M.D.,  of  New  York  City, 
died  on  April  9 at  his  home  at  the  age  of  sixty-two. 
A native  of  Minsk,  Russia,  Dr.  Kaiden  came  to  the 
United  States  in  1900  and  received  his  medical  de- 
gree from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1911.  He  interned  at 
Lebanon  Hospital.  Dr.  Kaiden  was  a lecturer  on 
otology  at  the  New  York  Polyclinic  Medical  School 
and  attending  otolaryngologist  at  the  Home  and 
Hospital  of  the  Daughters  of  Israel  in  New  York 
City.  A Diplomate  of  the  American  Board  of 
Otolaryngology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Kaiden  was  a member  of  the 
American  Otorhinologic  Society  for  Advancement  of 
Plastic  and  Reconstructive  Surgery,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 

[Continued  on  page  1348] 
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When  the  patient’s  food  intake  is  inadequate  to  supply  essential  nutrients  in 
proper  amounts,  clinical  experience  has  demonstrated  the  supportive  value  of  a 
dietary  supplement  providing  substantial  quantities  of  virtually  all  needed 
nutrients — protein,  vitamins,  minerals,  carbohydrate,  and  fat.  The  choice  of 
the  supplement  prescribed,  to  a large  extent,  can  determine  the  efficacy  of  the 
supplemented  diet  since  over-all  nutrient  adequacy  is  the  primary  aim. 

It  is  apparent  from  the  data  shown  below  that  Ovaltine  in  milk  can  serve 
well  in  markedly  increasing  the  intake  of  virtually  all  known  nutrients.  Taken 
daily  during  periods  of  inadequate  consumption  of  other  foods,  it  offers  an 
excellent  means  for  preventing  subclinical  nutritional  deficiencies  which  can 
undermine  general  health  or  retard  recovery  from  illness. 

The  appealing  flavor  of  Ovaltine  makes  it  acceptable  to  children  as  well  as 
adults,  including  the  aged.  Ovaltine  in  milk  is  easily  digested,  an  important 
feature  when  digestive  disturbances  are  a factor. 

Patients  have  the  choice  of  either  Plain  or  Chocolate  Flavored  Ovaltine, 
both  of  which  are  similar  in  their  wealth  of  nutrients. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

(lach  serving  made  of  Vz  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 


VITAMINS 


♦CALCIUM. . . . 
CHLORINE.. 

COBALT 

♦COPPER 

FLUORINE  . . 

♦IODINE 

♦IRON 

MAGNESIUM 

MANGANESE. 

♦PHOSPHORUS 

POTASSIUM 

SODIUM 

ZINC 


1.12  Gm. 
900  mg. 
0.006  mg. 
0.7  mg. 
3.0  mg. 
0.7  mg. 
12  mg. 
120  mg. 
0.4  mg. 
940  mg. 
1300  mg. 
560  mg. 
2.6  mg. 


♦ASCORBIC  ACID 

BIOTIN 

CHOLINE 

FOLIC  ACID 

♦NIACIN 

PANTOTHENIC  ACID 

PYRIDOXINE 

♦RIBOFLAVIN 

♦THIAMINE 

♦VITAMIN  A 

VITAMIN  B12 

♦VITAMIN  D 


♦PROTEIN  (biologically  complete) 32  Gm. 

♦CARBOHYDRATE 65  Gm  . 

♦FAT 30  Gm. 


37  mg. 
0.03  mg- 
200  mg. 
0.05  mg. 
6.7  mg. 

3.0  mg. 
0.6  mg. 

2.0  mg. 
1.2  mg. 

3200  I U. 
0.005  mg. 
420  I U. 


‘Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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State  of  New  York,  and  the  American  Medical 
Association. 

George  Le  Roy  Knapp,  M.D.,  of  Ticonderoga,  died 
on  March  23  at  the  Moses  Ludington  Hospital  in 
Ticonderoga  at  the  age  of  seventy-two.  Dr.  Knapp 
received  his  medical  degree  from  the  University  of 
Vermont  in  1905  and  had  practiced  for  forty-seven 
years  in  Ticonderoga.  He  was  on  the  staff  of  the 
Moses  Ludington  Hospital.  Dr.  Knapp  was  a 
member  and  past  president  of  the  Essex  County 
Medical  Society  and  a member  of  the  Medical  So- 


ciety of  the  State  of  New  York  and  the  American 
Medical  Association. 

Hans  Joachim  Schindler,  M.D.,  of  Forest  Hills 
and  New  York  City,  died  on  April  21  at  his  home  at 
the  age  of  seventy.  Dr.  Schindler,  who  had  prac- 
ticed in  Berlin  until  the  Nazi  regime  caused  him  to 
migrate  to  the  United  States,  received  his  medical 
degree  from  the  University  of  Strasbourg  in  1905. 
He  was  a member  of  the  Queens  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


CORRESPONDENCE 


ENROLLMENT  FOR  EMERGENCY  MEDICAL  DEFENSE 


To  the  Edito. . 

The  discrepancies  in  the  number  of  physicians 
enrolled  for  emergency  medical  defense  as  computed 
by  the  Medical  Society  and  the  number  according 
to  our  record  are  probably  accounted  for  by  a 
difference  in  definition  of  the  term  “enrollment.” 

Undoubtedly  the  Society’s  computations  are 
based  on  the  number  of  physicians  who  indicate 
their  willingness  to  serve. 

Our  record,  however,  which  is  provided  by  the 
local  civil  defense  directors,  is  based  on  the  actual 
completion  of  a very  formal  enrollment  procedure. 
This  procedure  includes  the  signing  of  a pledge 
card,  an  interview  to  ascertain  special  skills,  the 
taking  of  a loyalty  oath,  and  fingerprinting. 


You  will  appreciate,  I am  sure,  that  we  must 
measure  the  success  of  our  recruitment  activities 
by  the  number  of  persons  who  give  us  a fairly  firm 
commitment.  We  feel  that  the  basic  structure  of 
our  defense  organization  must  be  entirely  dependable 
and  therefore  have,  as  a matter  of  policy,  adopted 
the  definition  of  enrollment  as  stated  above. 

James  H.  Lade,  M.D.,  Director 

Office  of  Medical  Defense 

New  York  State  Department  of  Health 

March  19,  1952 
Albany,  New  York 
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B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Fedifoime 


REG.  U.  S.  PAT.  OFF. 

MANHATTAN  34  WEST  36th  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 

HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 

WRITE  FOR  SHOE  ALTERATION  FOLDER 


RESMICON' 


COMBINES  IN  I TABLET 


RESIN  — for  acid  adsorption 
and  pepsin  inactivation. 

GASTRIC  MUCIN-apro- 

tective  shield  to  promote  heal- 
ing. 

Each  tablet  contains  anion  exchange  poly- 
amine resin  500  mg.  gastric  mucin  170  mg. 


LABORATORIES 
Chicago  1 1,  Illinois 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


THE  £y/J  -FOLD 
THERAPEUTIC  APPROACH 
TO  PEPTIC  ULCER 


MEDICAL  NEWS 


To  Offer  Special  Course  on  School  Health  Services 


A TTENTION  of  all  physicians  interested  in  the 
TV.  school  health  program  is  called  to  the  following 
announcement  of  a special  summer  course  to  be 
given  June  30  to  July  19  at  the  University  of  Buffalo 
School  of  Medicine. 

For  a long  period  of  time  school  administrators 
have  felt  that  if  school  physicians  could  have  the 
opportunity  to  get  special  information  regarding 
school  procedures  and  the  scope  and  practices  of 
school  health  efforts  designed  to  improve  the  health 
and  the  health  attitudes  of  school  children  and  their 
parents,  the  welfare  of  both  these  children  and  of  the 
community  at  large  would  be  greatly  improved. 

School  health  service  is  quite  different  from 
general  practice  and  brings  the  physician  into  con- 
tact not  only  with  parents,  but  with  teachers,  school 
nurses,  and  school  administrators  in  a way  quite 
different  from  the  contacts  of  private  practice. 

In  view  of  these  needs  and  differences,  the  Uni- 
versity of  Buffalo,  through  its  Summer  Session,  will 
offer,  in  the  summer  of  1952,  a two-semester-hour 
course  designed  to  give  school  physicians,  whether 


employed  in  the  schools  or  not,  and  school  personnel 
— nurses,  hygienists,  teachers,  administrators,  and 
graduate  students — an  opportunity,  in  a three-week, 
two-hour  per  day  course  (five  days  each  of  the 
three  weeks),  to  acquire  fundamental  information 
on  the  facts,  procedures,  and  literature  of  this 
special  field  of  medical  practice,  public  health,  and 
educational  procedure.  This  course,  Sk-564 — 
School  Health  Services,  is  an  analysis  of  the  various 
elements  included  in  a complete  school  health 
program,  with  special  emphasis  on  the  activities 
and  procedures  of  school  physicians,  school  nurses, 
and  on  the  program  in  which  this  personnel  is 
engaged. 

The  course  will  meet  from  8 to  9:40  a.m.,  Mon- 
days through  Fridays,  from  June  30  to  July  19. 
Total  cost  for  the  three-week  course  will  be  $32. 


Physicians  and  others  interested  in  taking  such  a 
course  should  communicate  with  Charles  H.  Keene, 
M.D.,  The  University  of  Buffalo,  3335  Main  Street, 
Buffalo  14,  New  York. 


New  York’s  Blue  Cross  Issues  Annual  Report  for  1951 


OF  THE  521,356  members  who  received  benefits 
during  1951,  250,000  had  no  bill  to  pay  for 
hospital  services,  Mr.  Louis  H.  Pink,  chairman  of 
the  board  of  Associated  Hospital  Service,  New 
York’s  Blue  Cross  Plan,  announced  in  the  annual 
report  for  1951,  issued  recently.  This  represents 
nine  out  of  ten  nonmaternity  patients  hospitalized 
in  semiprivate  and  ward  accommodations  in  member 
hospitals. 

Enrollment  of  440,842  persons  during  1951 


brought  the  year-end  total  to  4,923,453.  Of  these, 
3,744,577  were  enrolled  in  employed  groups  and 
paid  their  subscription  fees  through  payroll  deduc- 
tion, employer  contribution,  or  collection  by  a fellow 
employe.  The  remaining  1,178,876  paid  their  sub- 
scription fees  directly  to  A.H.S.  headquarters. 

A total  of  $59,616,325.35  was  paid  to  hospitals 
for  the  care  of  members.  Of  the  521,356  who 
received  benefits,  476,720  were  cared  for  in  member 
hospitals  and  44,636  in  nonmember  hospitals. 


Announce  Course  in  Pediatric  Rehabilitation 

The  seminar  will  include  lectures,  demonstrations! 
clinics,  evaluation  conferences,  and  meetings. 


A SEMINAR  on  the  “Rehabilitation  of  Children” 
has  been  announced  by  the  Department  of  Phys- 
ical Medicine  and  Rehabilitation  of  the  New  York 
University  Post-Graduate  Medical  School,  to  be 
given  three  times  during  the  year  at  the  Children’s 
Division  of  the  Institute  of  Physical  Medicine  and 
Rehabilitation  of  the  New  York  University-Bellevue 
Medical  Center. 

Purpose  of  the  seminar  is  to  present  the  physical, 
mental,  emotional,  social,  and  educational  problems; 
the  methods  of  evaluating  extent  of  disability,  and 
the  methods  of  treatment  of  the  disabled  child. 


Each  seminar  will  be  a one-week  course,  Monday 
through  Friday,  from  9 a.m.  to  5 p.m.  Dates  for 
these  courses  are  May  19  through  May  23,  1952, 
October  20  through  October  24,  1952,  and  January 
19  through  January  23,  1953. 

Further  information  may  be  obtained  from  Dr. 
George  G.  Deaver,  director  of  the  Children’s 
Division,  Institute  of  Physical  Medicine  and  Re- 
habilitation, 400  East  34th  Street,  New  York  16, 
New  York. 
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Give 

to 

Conquer 

Cancer 


Oboe 


1 BOTH  CAUSES  for  overeating  are  sup- : 

pressed  by  OBOCELL: 

1 . Obocell  suppresses  bulk  hunger  and 
creates  a sense  of  fullness  and 
satisfaction. 

2.  Obocell  curbs  the  appetite  and 
elevates  the  mood. 

Each  OBOCELL  tablet  contains: 

Methylcellulose 150  mg. 

Dextro-Amphetamine  Phosphate..  . . 5 mg. 

Supplied:  Bottles  of  100,  500,  1000  tablets. 

Now  available:  OBOCELL  UQUID 

. ; ",  1 7..V  i **  Link 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


IN 

TIME 
OF 
NEED 


It  is  natural  for  our  retired,  aged  colleagues 
to  turn  to  the  Physicians’  Home  for  financial 
aid  and  reassurance.  Help  us  continue 
this  very  worthy  service! 

PHYSICIANS’  HOME 

63  East  84th  Street 
New  York  City 


BEVERLY  C.  SMITH,  M.D.,  President 
HARVEY  B.  MATTHEWS,  M.D.,  Secretary 
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MEDICALLY  SPEAKING— 


Mental  Health  Posters  Available — A series  of 
seven  colored  posters  presenting  principles  of  mental 
health  in  everyday  living  has  been  produced  by 
the  New  York  State  Department  of  Mental  Hygiene 
to  aid  local  groups  with  programs  of  mental  health 
education.  Dr.  Newton  Bigelow,  commissioner  of 
mental  hygiene,  has  announced  that  the  posters 
are  now  available  to  recognized  agencies  and 
organizations  and  may  be  ordered  in  time  for  use 
during  Mental  Health  Week. 

Inquiries  should  be  addressed  to  the  New  York 
State  Department  of  Mental  Hygiene,  State  Office 
Building,  Albany,  New  York. 

To  Mark  Fifty  Years  of  Progress — The  New  York 
Tuberculosis  and  Health  Association  during  Novem- 
ber, 1952,  will  observe  the  completion  of  fifty  years 
of  progress  with  a series  of  public  meetings,  the 
principal  one  of  which  will  be  held  on  November  21 
at  the  Hotel  Statler,  New  York  City.  The  steering 
committee  includes  Dr.  Norman  Plummer,  medical 
director  of  the  New  York  Telephone  Company, 
chairman;  Dr.  J.  B.  Amberson,  Dr.  Donald  B. 
Armstrong,  Dr.  Howard  II.  Craig,  Dr.  E.  P.  Eglee, 
Mr.  Walter  G.  Phelps,  Mr.  U.  C.  LeGost,  Mr.  D.  C. 
McCarthy,  Mr.  F.  A.  Pavis,  Mrs.  R.  L.  Roberts, 
Dr.  Wilson  B.  Smillie,  and  Mrs.  Paul  A.  Danzilio. 

Federal  Civil  Defense  Administration — The  re- 
gional offices  of  the  Federal  Civil  Defense  Adminis- 
tration are  authorized  to  employ  full-time  medical 
directors  to  handle  medical  civil  defense  problems 
arising  within  regional  defense  areas.  The  salary 
for  this  position  is  $10,800  per  year.  For  further 
information  apply  to  Mr.  A.  D.  O’Connor,  143 
Speen  Street,  Natick,  Massachusetts,  who  is 
director  for  region  1 which  includes  New  York 
State. 


Preceptorships  for  Fourth  Year  Medical  Students 

— As  a result  of  conferences  with  the  Albany 
County  Chapter  of  the  American  Academy  of 
General  Practice,  Dean  Campbell  and  the  com- 
mittee on  instruction  of  the  Albany  Medical  College 
announce  the  establishment  of  preceptorships 
elective  to  fourth  year  medical  students  for  the  cur- 
riculum beginning  July  1,  1952. 

Receive  Alumni  Awards — At  the  alumni  day 
celebration  of  Mount  Sinai  Hospital  on  April  19, 
six  doctors  were  named  “alumni  men  of  the  year” 
and  received  medallions.  These  were  Dr.  Joseph  H. 
Globus,  editor  of  the  Journal  of  the  Mount  Sinai 
Hospital ; Dr.  Sadao  Otani,  associate  professor  of 
pathology,  Columbia  University;  Dr.  Leo  Edel- 
man,  administrator  of  the  hospital’s  sick  benefit 
fund;  Dr.  Elmer  Gais;  Dr.  Abraham  Hyman, 
chairman  of  the  alumni  loan  fund,  and  Dr.  Arthur 
M.  Master,  president  of  the  New  York  County' 
Medical  Society. 

Fellowships  Awarded — Seventy-one  fellowships 
to  speed  medical  research  careers  and  to  help  offset 
critical  shortages  in  medical  science  manpower  have 
been  awarded  to  outstanding  students  by  the  Na- 


tional Institutes  of  Health  of  the  Public  Health 
Service.  New  York  State  recipients  include  Dr. 
Sanford  H.  Stone,  New  York  City,  study  to  deter- 
mine possible  role  of  nervous  system  in  response  of 
immune  organisms  to  specific  antigenic  stimulus, 
at  Johns  Hopkins  University;  Dr.  Dorothy  W. 
Sved,  New  York  City,  evaluation  of  hormone  ef- 
fects on  advanced  inoperable  cancer,  at  Cornell 
University  Medical  College;  Dr.  Joseph  Feinberg, 
Brooklyn,  an  immunochemical  investigation  of  a 
parasitic  protozoon,  at  Lister  Institute  of  Preven- 
tive Medicine,  London,  England;  Dr.  Melvin  Cohn, 
Brooklyn,  biosynthesis  of  the  enzyme  betagalacteri- 
dase  of  Escherichia  coli,  at  Pasteur  Institute,  Paris, 
France,  and  Dr.  Arnold  W.  Ravin,  studies  to 
determine  the  relative  frequencies  of  allogenic  trans- 
formations, using  different  pairs  of  mutated  agents, 
at  the  University  of  Paris,  France. 


A.M.A.  Supports  Chronic  Illness  Commission  — 

The  American  Medical  Association  has  pledged 
continued  financial  support  to  the  Commission  on 
Chronic  Illness  in  the  amount  of  $80,000  to  be 
paid  over  a four-vear  period.  The  Commission,  an 
independent  national  agency,  is  conducting  an 
intensive  study  of  chronic  illness,  one  of  the  most 
important  health  problems  in  America  today'.  A 
$300,000  budget  set  by  the  Commission  for  the 
coming  four-year  period  has  been  met  by  12  con- 
tributing organizations. 


Funds  Approved  for  Medical  Education  Survey — 

A $39,650  budget  to  wind  up  activities  of  the  Com- 
mittee for  the  Survey  of  Medical  Education  has 
been  approved  by  the  American  Medical  Associ- 
ation board  of  trustees.  The  committee  reports 
that  survey  findings  should  be  completed  and  sent 
to  the  publisher  by  June,  1952.  A representative 
sample  of  41  medical  schools  was  studied  with  the 
idea  of  pointing  up  the  basic  problems  facing  medical 
education  today'.  Broad  objectives  of  the  survey' 
are  (1)  to  improve  medical  education  to  meet  over- 
all health  needs  of  the  public,  (2)  to  evaluate  the 
degree  to  which  medical  schools  are  meeting  the 
need  for  physicians,  (3)  to  promote  the  advance- 
ment of  medical  science,  and  (4)  to  inform  the  public 
of  the  nature,  content,  and  purpose  of  medical 
education. 


President’s  Health  Commission  Requests  A.M.A. 
Cooperation — A request  for  “cooperation”  on  the 
part  of  the  American  Medical  Association  in  making 
various  health  and  medical  care  statistics  available 
to  the  President’s  Commission  on  the  Health 
Needs  of  the  Nation  has  been  approved  by  the 
A.M.A.  board  of  trustees.  Dr.  George  F.  Lull, 
A.M.A.  secretary  and  general  manager,  officially 
replied  to  the  Commission,  saying,  “It  has  long 
been  the  policy  of  the  American  Medical  Associ- 
ation to  permit  all  survey’  and  study’  groups  to 
have  access  to  the  medical  data  in  its  possession. 
The  Board’s  action,  however,  should  not  be  con- 
struted  as  implying  approval  of  the  Commission  or 
its  projected  program  which  we  believe  to  be  of 
political  intent.” 


[Continued  on  page  1354] 
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MALPRACTICE  PROTECTION 

IN  YOUR  OWN  GROUP  PLAN* 

• 

2 ADVANTAGE  NUMBER  8:  Your  protection  is  not  left  to 

• the  impersonal  disposition  of  an  insurance  company;  it 

• rests  with  the  personally  interested  members  of  your  State 
2 Society’s  Malpractice  Insurance  and  Defense  Board  who 

• control  the  members’  insurance  protection. 

1 • 

• * Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

• • 

• HARRY  F.  WANVIG 

J Indemnity  Representative 

2 jfflebtcal  gporietp  of  tfje  H>tate  of  i£eto  gorfe 

2 70  PINE  ST.,  NEW  YORK  5 TEL.:  DIGBY  4-7117 


MWM 


(Pronounced  Xi  lo'  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XYIOCAIN* 


"cirr. 


kWCAICAM  I 
JIWTAjJ 


«urr  *a  „ 


Dispensed  in  50  cc  and  20  cc 
multiple  ■ dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE  DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 

A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson,  I.  R.  and  Hingson,  R.  A..  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

ASTItA  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Potent  No.  2,441,498 
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MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

At  the  meeting  of  the  Eastern  New  York  Eye, 
Ear,  Nose  and  Throat  Association  held  April  3 in 
Schenectady,  the  following  officers  were  elected 
for  the  coming  year:  Dr.  Martin  Freund,  president; 
Dr.  S.  L.  Edmonds,  vice-president,  and  Dr.  Frank 
C.  Furlong,  secretary-treasurer.  Guest  speaker  was 
Dr.  Oliver  S.  Moore,  New  York  City,  on  “Malig- 
nancy of  the  Nasopharynx  and  Sinuses.” 

Society  of  Medical  Jurisprudence 

A symposium  on  occupational  dust  diseases  was 
presented  at  the  meeting  of  the  Society  of  Medical 
Jurisprudence  held  April  14  at  the  New  York 
Academy  of  Medicine.  Speakers  were  Dr.  Arthur 
J.  Vorwald,  director,  Trudeau  Foundation  for 
Clinical  and  Experimental  Study  of  Pulmonary 
Disease,  “Diagnosis  and  Adjudication  of  Pulmonary 
Occupational  Diseases”;  Dr.  Edgar  Mayer,  pro- 
fessor of  clinical  medicine,  New  York  University 


Post-Graduate  Medical  School,  “Diagnostic  Prob- 
lems in  Dust  Inhalation  Diseases,”  and  Mr.  Theo- 
dore C.  Waters,  counsel,  Industrial  Hygiene 
Foundation,  “The  Legal  Aspects  of  Employers 
Liability  to  Compensate  for  Pneumoconioses.” 

Association  for  the  Advancement  of  Psycho- 
therapy 

A paper  on  “Personality  Changes  and  Psycho- 
therapeutic Observations  Following  Brain  Sur- 
gery” was  presented  by  Dr.  Paul  H.  Hoch  and  Dr. 
James  P.  Cattell  at  a meeting  of  the  Association 
for  the  Advancement  of  Psychotherapy  held  April 
25  at  the  New  York  Academy  of  Medicine. 

Kew  Gardens  General  Hospital 

The  annual  meeting  of  the  Kew  Gardens  General 
Hospital  was  held  April  25  in  the  auditorium  of  the 
Queens  County  Medical  Society  building,  Forest 
Hills.  Dr.  Walter  Kempner,  Duke  University, 
spoke  on  “Hypertension  and  the  Rice  Diet.” 


FUTURE 


Association  for  the  Advancement  of 
Psychoanalysis 

At  the  regular  meeting  of  the  Association  for  the 
Advancement  of  Psychoanalysis,  to  be  held  Wednes- 
day, May  28,  at  the  New  York  Academy  of  Medi- 
cine, Dr.  John  G.  Lynn  will  present  a paper  on 
“Dynamics  of  Multiple  Personality.” 

American  College  of  Cardiology 

The  first  annual  convention  of  the  American 
College  of  Cardiology  will  be  held  June  6 and  7 at 


the  Hotel  Statler,  New  York  City.  Guest  speakers 
of  national  prominence  will  participate  in  four 
scientific  sessions  dedicated  to  a symposium  on 
“Treatment  of  the  Cardiac.”  For  further  informa- 
tion, address  the  secretary,  Dr.  Philip  Reichert, 
480  Park  Avenue,  New  York  22,  New  York. 

American  Medical  Association 

The  Annual  meeting  of  the  American  Medical 
Association  will  be  held  June  9 to  13,  in  Chicago, 
Illinois. 


PERSONALITIES 


Honored 

As  a special  guest  of  honor  at  the  eighty-fifth 
annual  meeting  of  the  American  Otological  Society 
May  18  and  19  in  Toronto,  Canada,  Dr.  Edmund 
Prince  Fowler  of  New  York  City. 

Retired 

Dr.  Karl  M.  Wilson,  professor  of  obstetrics  and 
gynecology  at  the  University  of  Rochester  School 
of  Medicine  and  Dentistry,  at  the  end  of  the  present 
academic  year. 

Awarded 

Dr.  Martin  Sonenberg,  New  York  City,  a three- 
vear  scholarship  for  cancer  research  by  the  American 
Cancer  Society. 

Appointed 

Dr.  Robert  L.  Craig,  New  York  City,  as  secretary 
to  the  Committee  on  Medical  Education  of  the 
New  York  Academy  of  Medicine.  . . Dr.  Leonard 
J.  Gold  water,  professor  of  occupational  medicine  at 
the  Columbia  University  School  of  Public  Health, 
as  consultant  on  cardiac  rehabilitation  to  the 
Federal  Office  of  Vocational  Rehabilitation,  to 


advise  on  the  setting  up  of  new  centers  of  job 
evaluation  and  placement  for  people  with  heart 
disease ...  Dr.  H.  Houston  Merritt,  professor  of 
neurology,  Columbia  University,  and  director  of 
the  neurologic  service  of  the  Neurological  Institute 
of  Presbyterian  Hospital,  to  the  advisory  committee 
on  Virus  Research  and  Epidemiology  of  the  Na- 
tional Foundation  for  Infantile  Paralysis. 

Elected 

Dr.  Frederic  E.  Elliott,  vice-president  of  United 
Medical  Service,  as  secretary  of  the  Blue  Shield 
Commission,  national  service  agency  of  the  Blue 
Shield  Plans . . . Dr.  David  R.  Shapiro,  Newburgh, 
as  president  of  the  Newburgh  Optimist  Club. 

Speakers 

Dr.  Arthur  J.  Wallingford,  Albany,  at  the  com- 
munion breakfast  of  the  Rensselaer  Council, 
Knights  of  Columbus,  on  March  30 . . . Dr.  Marie 
Pichel  Warner,  New  York  City,  at  a meeting  of 
the  Sisterhood  of  the  Congregation  Brothers  of 
Israel,  in  Mount  Vernon  on  April  7 . . . Dr.  Paul 
Zimmering,  Bellevue  Hospital,  New  York  City,  on 
“Drug  Addiction  in  Adolescents”  at  a meeting  of 
the  Long  Island  Psychiatric  Society  at  the  Creed- 
moor  State  Hospital. 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HtEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

CANANDAIGUA,  NEW  YORK 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Alco- 
holism, addictions,  and  geriatric  patients  accepted. 
Modern  treatment,  scientific  and  individual,  in  a home- 
like atmosphere.  Moderate  rates.  Licensed  by  the  dept, 
of  Mental  Hygiene.  (See  also  our  advertisement  in  the 
Medical  Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address 
inquiries  to  FRANCIS  W.  KELLY,  M.D.,  Physician-in-Chargi. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  In  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  M«d.  Supt.  *T«I.  5-1621 


MANOR  NURS,NG 


HOME 


HOLBROOK 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y, 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Char gm 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physicitn 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcdsUcia  Cdtfenlif — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Buy  Savings  Bonds 


Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  MAY  15,  1952—23,226 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . . 
Rockland 
St.  Lawrence. 

Saratoga 

Schenectady . . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

A.  J.  Fleischer Bronx 

Ben  L.  Matthews . Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Gaspar. . . .Malone 
Kumjian  Durand.  . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons . . . Lexington 
Harold  T.  Golden 

Herkimer 


E.  A.  Maxwell 

Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . . Dansville 

Edward  G.  Hixon Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  .Amsterdam 
J.  M.  Galbraith.  . . .Glen  Cove 
Arthur  M.  Master.  .New  York 
Wilfrid  M.  Anna 


. Lockport 

Harold  L.  Penter Utica 

I.  L.  Ershler Syracuse 

Robert  Price. . .Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine ....  Oneonta 

Ferdinand  Lehr Carmel 

F.  J.  Cerniglia ....  Forest  Hills 
Henry  C.  Engster Troy 

J.  K.  Lucey Staten  Island 

A.  S.  Moscarella . Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro ....  Schenectady 
Franz  Konta.  . . Richmondville 
Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Hornell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurley ville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr. . . Kingston 

S.  L.  Edmunds.  . . .Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit.  . . .Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore . . . Bronx 
N.  R.  Occhino.  . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood. . . Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco. . . .New  Berlin 
I.  Robert  Wood ....  Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley . . . McGraw 
Robert  H.  Gelder Sidney 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . .Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Larner . . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede. . .Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett. . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin . . . Rockville  Centre 

Herbert  S.  Ogden. . .New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . . Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury . Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . Forest  Hills 
Vincent  T.  Laquidara. . . Troy 
James  Poulton.  .Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson.  . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . .Schenectady 
Donald  R.  Lyon. . Middleburg 
W.  F.  Tague. . . .Montour  Falls 
David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer.  . . .Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling ....  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn . . . Glens  Falls 
Newton  Ivrumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  Yan 


T reasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher. . .Dunkirk 
Lawrence  L.  Hobler. . . .Elmira 
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Your  patients  can  find  relief  from 


leamtfsi 

WTfttlTl! 


Siam v Spm 

NEW 

Nationally  famous  Sulphur  Water  Spa  ac- 
cepted as  a health  resort  by  The  AMERICAN 
MEDICAL  ASSOCIATION 

Sulphur  Water  and  Nauheim  Baths,  Steam 
Massages  and  Inhalations.  Spic  and  span 
bath-houses.  Modern  methods  of  treatment 
embodying  the  latest  scientific  develop- 
ments under  the  supervision  of  Dr.  L.  O. 
White,  medical  director.  Additional  benefits 
are  derived  from  the  invigorating  climate, 
restful  atmosphere  and  excellent  recrea- 
tional facilities. 

Write  for  fully  descriptive 
FREE  Booklet  S-1 

WHITE  SULPHUR  COMPANY,  SHARON  SPRINGS,  N.  Y. 
New  York  Office:  50  Broad  Street,  HAnover  2-8604 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 


u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


DOCTOR  . . . . 


<S  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children’s  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking ) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...re  commend... | 


Order  from  your  supply  house  or  pharmacist 


r for  the  successful  treatment 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  g? t 

Makers  of  the  Soothing , Modernized  Form  of  Burow's  Solution 
DOMEBORO— Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modihed  "Unna’s  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  leet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 


78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y. 


GRamercy  7-5504 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1952 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

MAY  12  to  16,  1952 

HOTEL  STATLER,  NEW  YORK  CITY 
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REAL  ESTATE  FOR  SALE 
AND  RENT 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Active,  rural  practice,  unopposed.  Modern  Colonial,  6-room, 
house,  well  equipped,  3-room,  attached  office.  2 acres,  fruit. 
Central  New  York.  Convenient  hospitals.  Specializing. 
Or  would  sell  equipment  and  rent  office.  Box  535,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Unopposed,  General  Practice,  country.  Modern  office- 
home  combination.  Near  new  hospital.  Fully  equipped. 
X-Ray,  Diathermy,  Infra-Red,  etc.  Physician  deceased. 
Phone  Rockville,  5-3218.  Mrs.  L.W.  Levine,  Ellington,  Conn. 


FOR  RENT 


Nine-room  office  and  home,  now  occupied  by  Doctor. 
Vacant  June.  Best  residential  section.  Kingston,  N.  Y. 
Rent,  $95  per  mo.  Box  537,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage.  Re- 
tiring doctor’s  fully  equipped  office.  Event,  household’s 
furniture  for  sale.  HOneywood  6-1449. 


FOR  SALE 


Excellent  opportunity.  General  Practice  for  sale  or  rent. 
Fully  equipped,  five  rooms.  West  Bronx.  Call  Ki  3-3780. 


FOR  SALE 


Large,  general  practice,  growing  rural  community,  on  Hud- 
son River.  Gross  annually  $30,000.  Excellent  hospital 
facilities.  Specializing.  Will  introduce.  Office  rental. 
Purchase  of  home  optional.  Box  540,  N.  Y.  St.  Jr.  Med. 


ATTENTION  DOCTORS  AND  DENTISTS 


Well  located  house,  West  side.  Suitable  for  home  and 
office  or  for  a group  of  doctors  .and  dentists.  Information 
from  ENdicott  2-3110. 


WANTED  TO  BUY 


X-Ray  machine.  100  or  200  ma.  for  chest  and  G.  I.  work 
in  office.  Write,  giving  details.  Box  536,  N.  Y.  St.  Jr.  Med. 


WANTED 


Doctor  for  small  Adirondack  boys'  camp — July-August  or 
alternate — -family  accommodations  available.  W.  Bush, 
111  W.  96th  St.,  N.  Y.  C.  UN  4-7442. 


FOR  SALE 


General  practice  in  New  York  City’s  lower  east  side. 
Box  527,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


POSITION  WANTED 


Librarian,  professional  exp.  medical,  man,  31,  B.A.,  B.L.S., 
M.A.  candidate.  Ex-navy  hospital  corps.  Excellent  back- 
ground. Box  522,  N.  Y.  St.  Jr.  Med. 


WANTED 


Physician,  registered,  New  York.  Unattached.  Summer 
children’s  camp.  $600.00  season;  eight  weeks.  Commenc- 
ing July  1,  1952.  Telephone  Cortlandt  7-6353. 


WANTED 


Young  pediatrician,  assistant,  eventual  partner,  for  private 
practice  and  clinical  research.  Large  city,  upstate  New 
York.  Box  530,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor’s  fully  equipped,  4-room  office  and  4-room  Apt. 
upstairs,  in  Kew  Gardens.  Call  Virginia  9-4542. 


SALE 


199  Alexander  Ave.  home.  Office.  Formerly  occupied 
by  Dr.  X-Ray  wiring.  11  room  brick  House.  Good 
condition.  Oil,  brass  plumbing.  Excellent  opportunity  for 
General  Practice.  Income  if  desired.  Part  of  house  is 
adapted  to  apartments,  which  carry  overhead.  Further 
information.  Call  MElrose  5-2444. 


FOR  SALE  OR  RENT 


Country  practice,  Cayuga  County.  Continuously  active 
for  over  15  years  to  date,  comprising  large  residence  and 
office,  partly  equipped.  For  rent  or  sale.  Available  Au- 
gust 1.  Reply  Box  539,  N.  Y.  St.  Jr.  Med. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentist  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
319  West  86th  St.,  N.Y.C.  EN2-6845. 


RECORDING  TAPE,  plastic,  guaranteed, 

3-7"  reels  $5.00,  1 for  $1.75. 

3-5"  reels  $3.50,  VOGUE,  118  Bleecker,  New  York,  Sc4-7440. 


FOR  SALE 


Office  of  the  late  Dr.  Sidney  Sommers,  1855  Grand  Con- 
course, the  Bronx.  Complete  equipment  and  furniture 
Call  Je  8-4600.  11-1,5-7. 


FOR  RENT 


Two  rooms,  and  share  waiting  room  with  dentist  in  new 
residential-office,  in  choice  location.  Call  Ossining  2-3727. 
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A NEW 

Specific* 

FOR 


TRICHOMONAL 

MONILIAL 


BACTERIAL 

(nongonococcus) 

V A G I N I T I 


£jjfefo/e,  • ti)dl  lo&wteds 


Supplied  in  boxes  of  5. 


Average  Dose:  One  suppository  inserted  every 
other  night,  before  retiring,  for  five  doses.  An 
acid  douche  should  be  used  on  the  alternating 
nights.  In  some  cases,  it  may  be  necessary  to 
extend  or  repeat  the  course. 


WINTHROP-STEARNS  INC. 

NEW  YORK  18,  N.  Y.,  WINDSOR,  ONT. 


MJlibii.  trademark  reg.  U S.  & Conado  brand  of  bismuth  glycolyforsonilote 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Ciba  announces  the  availability  of 

a new  antihypertensive  agent 


I 


Before  prescribing  or  administering  Apresoline,  it  is  essen- 
tial that  the  physician  thoroughly  familiarize  himself  with 
the  characteristics  of  the  drug.  The  benefit  derived  by  the 
patient  from  Apresoline  is  dependent  in  vital  degree  upon 
the  most  meticulous  attention  to  individualization  of  ad- 
ministration, dosage,  and  its  adjustment  in  accordance 
with  response. 

Caution 

Apresoline,  like  any  hypotensive  agent,  should 
be  used  only  with  extreme  caution  in  patients 
with  coronary  artery  disease,  advanced  renal 
damage,  and  existing  or  incipient  cerebral 
vascular  accidents. 

For  complete  information  on 
Apresoline,  contact  the 
Ciba  Professional  Service  Representative 
or  write  the  Medical  Service  Division. 

Ciba  Pharmaceutical  Products, 

Inc.,  Summit,  N.  J . 


Apresoline* 

i Trade  Mark  ^brand  °f  hydralazine) 


hydrochloride 


❖ 

Clinically  investigated 
as  C-5968  and  also 
l~Hydrazinophthalazine, 
hydrochloride 
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the  Mew  Short-Term  Therapy  in  Acute  Allergies 

The  therapeutic  results  of  short-term  therapy  with  ACTHAR 
Cel  in  acute  bronchial  asthma  and  hypersensitivity  states 
are  vastly  superior  to  conventional  methods  of  treatment 
in  the  majority  of  cases. 

ACTHAR  Gel  (in  Gelatin)  — the  new  repository  ACTH  prepa- 
ration— brings  about  rapid  and  prolonged  relief;  marked 
subjective  and  objective  improvement  is  noted  within  hours, 
and  complete  remissions  have  been  observed  within  2 
days.  Metabolic  side-effects  are  virtually  absent  due  to 
the  short  period  of  therapy  required.  Fewer  injections 
are  required  with  ACTHAR  Gel,  since  an  individual  dose 
lasts  for  as  long  as  12  to  16  hours. 

Office  treatment  for  the  ambulatory  patient  and  home 
treatment  for  the  bedridden  are  simple,  convenient  and 
economical. 


The  Armour  Laboratories  Brand  of  Adrenocorticotropic  Hormone  / ACTH  (Corticotropin) 


luxjjuA  hu^ionu 

oJcixm 


ACTHAR  Gel  (in  Gelatin) 
is  also  available  in  ster- 
ile 1 cc.  B-Df  Dispos- 
able Cartridge  Syringes 
in  20  and  40  U.S.P.  units 
(I.U.)  per  cc. 

tT.  M.  Reg.  Becton,  Dickinson 


ACTHAR  Gel  (in  Gelatin) 
is  available  in  5 cc.  mul- 
tiple dose  vials  in  20 
and  40  U.S.P.  units  (I.U.) 
per  cc. 


HP*  ACTHAR  Cel  — the  first  Highly 
Purified  repository  ACTH  preparation 
— for  practical  subcutaneous  injec- 
tion. Low-protein,  low-solid  char- 
acteristics assure  minimum  discom- 
fort on  administration.  Supplied  in 
20  and  40  Armour  Units  per  cc.  in 
5 cc.  vials  and  1 cc.  B-Dt  Dispos- 
able Cartridge  Syringe. 

*Highly  Purified 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 
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INCREASED  CARBOHYDRATE  ALIMENTATION 


10 


O, 


Travert 

(INVERT  SUGAR) 


® SOLUTIONS 


• for  twice  the  calories  of  5%  dextrose 
• in  equal  infusion  time 
• with  no  increase  in  fluid  volume 

With  10%  Travert  solutions,  a patient’s  carbohydrate  needs  can  he 
more  nearly  satisfied  within  a reasonable  time 

with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal  clear,  colorless,  non-pyrogenic  and  non-antigenic. 
They  are  prepared  by  the  hydrolysis  of  cane  sugar  and  are  composed  of 
equal  parts  of  D-glucose  (dextrose)  and  n-fructose  (levulose). 

Travert  solutions  are  available  in  water  or  saline  in  150  cc.,  500  cc.,  1000  cc.  sizes. 

For  the  treatment  of  potassium  deficiency,  10%  Travert  solutions 
with  0.3%  potassium  chloride  are  also  avadable  in  1000  cc.  containers. 

Travert  is  a trademark  of  Baxter  laboratories,  inc. 


products  of 


BAXTER  LABORATORIES, 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
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No  other  hypotensive  product  combines  such  high  efficacy 
with  so  much  safety  as  Veratrite  in  the  treatment 
of  mild  or  moderate  hypertension. 

The  fall  in  blood  pressure  / — S' 


is  gradual  and 
prolonged.  Subjectively, 
the  patient's  well-being 
is  restored  by  relieving 
headache,  dizziness 
and  easy  fatigue. 


Whole-powdered  Veratrum  viride  (Irwin-Neisler)  supplies  all  of 
the  alkaloids  and  glycosides  of  the  drug  to  produce  a longer 
duration  of  action  within  a wide  margin  of  therapeutic  safety. 


Seee&teA  & Serve  Shac&ce 


IN  MILD  AND 

MODERATE  HYPERTENSION 


Each  tabule  contains: 
Whole-powdered  Veratrum 

Viride 40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital Vi  grain 


*lrwin-Neisler  whole-powdered  Veratrum 
viride  specialties  are  now  assayed  by 
the  Carotid  Sinus  Reflex  method  (40  C.S.R. 
Units  approximately  equivalent  to  3 
Craw  Units). 
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In  Congestive  Heart  Failure 


<7 h&CKalcin 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


brand  of  Theobromine-calcium  salicylate 

Diuretic  and  Myocardial  Stimulant 

7 Y2  grain  tablets  and  powder.  Dose:  1 to  3 tablets,  repeated. 
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is  now  possible 

FOR  LARGE  DOSAGE  S 
OF  ASPIRIN ... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 


40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 


is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 
"Enteric-coated  aspirin  (ASTERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 


(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acety  Isa  I icy  I ic  acid  therapy. 

(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 


For  Semples — Just  Send  Your  Rx  Blank  Marked  NYJM-652B 

‘Talkov,  R.  H.,  Ropes,  M.  W.,  and  Bauer,  W.:  The  Value  of 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242,19  (Jan.  5)  1950. 


BREWER  & COMPANY,  INC. 
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new  convenience  in  broad-spectrum  therapy 


Easily  swallowed,  sugar-coated  Terramycin 
Tablets  introduce  new  flexibility  in  prolonged 

courses  of  administration  and  are  particularly 
suited  to  effective,  well  tolerated  therapy  among 

patients  preferring  tablets  to  other  oral  forms. 
Supplied:  250  mg.  tablets , bottles  of  16  and  100; 


TERRAMYCIN 

PENICILLIN 

STREPTOMYCIN 

DIHYDROSTREPTOMYCIN 

COMBIOTIC 

BACITRACIN 


POLYMYXIN 
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LOW  COST 

Prescription 

Blanks 


$200  PER  M LOTS  OF  SM 

SIZE  4x5'/! 

Printed  on  fine  linen  finish 
stock  from  brand  new  type! 

DOCTOR  . . . you  just  can’t  beat  these 
prices!  Years  of  specializing  in  the  printed 
needs  of  the  physician  enable  us  to  offer 
superlative  stationery  at  no  premium  in 
price. 

And  you’ll  like  the  ease  of  ordering 
by  mail ! One  postage  stamp  is  your  last 
( but  your  best ) investment. 

Sure,  we’d  love  your  order  . . . but  better 
still  we  want  to  send  you  actual  samples  to 
show  you  how  outstanding  your  stationery 
can  be!  Won’t  you  write  for  them  right  note? 
We  feel  sure,  after  seeing  them,  we  can  add 
your  name  to  our  many  satisfied  customers. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

Other  "custom-printed”  forms  for  physicians  include: 
Noteheads,  Billheads,  Envelopes,  Drug  Envelopes, 
Business  Cards,  Announcements,  etc.  Special  forms 
can  be  printed  to  individual  specifications. 


n.  y.  6 


THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 
N.E.  COR.  4TH  & GREEN  STS. 
PHILADELPHIA  23,  PA. 


Enclosed  is  my  check  for: 

□ 5M  Prescription  Blanks®  $2. per  M DIM  Prescription  Blanks  @53.50 

□ 3M  Prescription  Blanks®  52.75  pet  M □Please  send  samples  ol  actual  forms 


of  the  enema... 

Sometimes  this  type  will  admit  taking  a 
2-quart  enema  every  week  or  even  more  fre- 
quently. 

Aside  from  the  inconvenience,  it  provides 
only  temporary  relief  and  is  actually  irritating. 

Here  is  where  Turicum  can  be  a big  help 
in  establishing  normal  function. 

It  is  not  a one-dose  laxative  but  a treat- 
ment that,  taken  for  a few  days,  helps  restore 
normal  function. 

TURICUM 

Each  tablespoonful  contains  methylcellulose  0.3  Gm., 
magnesium  hydroxide  0.6  Gm. 

LUBRICOID  ACTION  WITHOUT  OIL 

WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 


A DIVISION  OF  NUTRIT'ON  RESEARCH  LABORATORIES,  INC. 
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Here  Is  Immediate  Relief 

of  the  Overwhelming  Symptoms 

SOLUTION  INTRAVENOUS 


Literature  describing  dosage  and 
administration  of  Solution  Intra- 
venous Veriloid  accompanies  each 
package  of  the  product  and 
should  be  carefully  read  before 
administration  is  undertaken. 

Solution  Intravenous  Veriloid  is 
supplied  in  5 cc.  ampules. 


For  the  patient  with  markedly  elevated  systolic  and 
diastolic  blood  pressures  exhibiting  such  distressing 
symptoms  as  headache,  disorientation,  blurred  vision 
and  muscle  twitching,  here  is  a rapid,  dependable  means 
of  providing  relief. 

Infused  slowly  by  vein,  Solution  Intravenous  Veriloid 
is  capable  of  dropping  both  the  systolic  and  diastolic 
pressures  by  as  much  as  30  per  cent  within  a matter  of 
minutes.  This  drop  in  tension  is  constantly  under  the 
control  of  the  clinician,  both  in  extent  and  duration  of 
action.  Coincidentally  with  the  reduction  in  arterial 
pressure,  profound  subjective  improvement  is  noted. 
After  this  improved  circulatory  state  is  maintained  by 
Solution  Intravenous  Veriloid  for  a prolonged  period, 
the  blood  pressure  can  be  controlled  subsequently  by 
the  administration  of  suitable  oral  medication. 

Solution  Intravenous  Veriloid,  generically  designated 
alkavervir,  is  a purified  ester  alkaloidal  fraction  of 
Veratrum  viride,  biologically  standardized  for  hypoten- 
sive potency  in  dogs.  It  has  produced  outstanding 
results  in  malignant  hypertension,  hypertensive  crises 
(encephalopathy),  and  hypertensive  states  accompany- 
ing cerebral  vascular  disease. 


RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  • Los  Angeles  48,  California 
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Content  Now  Tripled 


Youngsters  smack  their  lips  at  the  sight  of  tempting,  yellow-honey  Vi-Daylin, 

often  ask  for  more  when  they  taste  its  delicious  lemon-candy  flavor.  Children 

take  it  without  coaxing,  right  from  the  spoon.  Here  is  acceptability — plus. 

But  glance  at  its  potent  formula.  Each  5-cc.  spoonful 

of  Vi-Daylin  now  contains  3 meg.  of  vitamin  B12 — three  times  as 

much  as  before — as  well  as  recommended  daily  allowances  of  six 

other  essential  vitamins.  Here,  too,  is  sound  vitamin  therapy. 

No  fear  of  spoilage  with  Vi-Daylin— even  in  thrifty  1-pint 

Each  5-cc.  teaspoonful  of  Vi-Daylin  contains:  sizes — for  Vi-Daylin  is  stable  for  as  long  as  two  years  with- 

Vitamin  A 3000  U.S.P.  units  . 

Vitamin  D . . 800  U.S.P.  units  out  refrigeration.  Leaves  no  fishy  odor  or  resistant  stains, 

Thiamine  Hydrochloride  1.5  mg.  , . ...  r \ c c 

Riboflavin  1.2  mg.  can  be  mixed  with  milk  or  other  roods  tor  infants. 

...  W 4 In  90.ee.,  8-fluidoimce  and  1-pinc 

10„,.  bottles  at  all  phatmaetes.  UWjUTt 
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# The  evidence  in  this  thorough  study,  again  indicates  that  Protamide 
has  resolved  the  difficult  therapeutic  problem  of  herpes  zoster. 

Fifty  patients  in  this  series  were  treated  solely  with  Protamide  for 
herpes  zoster. 

“Results  were  excellent  or  satisfactory  in  78  percent . . . Improvement 
in  the  patients  showing  favorable  response  was  almost  immediate.”* 


f 


“No  patient  who  made  an  excellent  or  satisfactory  recovery  after 
Protamide  suffered  from  post-herpetic  neuralgia.”* 

These  quotations  from  this  objective  study  add  to  the  evidence  that 
Protamide  is  unsurpassed  in  the  treatment  of  herpes  zoster. 


*Herpes  poster:  Its  treatment  with  Protamide. 
Frank  C.  Combes,  M.  D.,  and  Orlando 
Cani tares,  M.  D.,  New  York  Stale  Journal  of 
Medicine  ( March ) 1952. 

A card  or  your  prescription  blank  marked  "Prota- 
mide”  will  bring  both  literature  and  reprints. 


£ W t R M A N LABORATORY* 

BlOlOGI  CALS  . PH*,MACEUT|C,li 

-»HOS0*  DETROIT  15,  ulru 


mm 
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need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 1376 

American  Hospital  Supply  Corporation  1367 

American  Pharmaceutical  Company 1470 

Armour  Laboratories 1365 


Dr.  Barnes  Sanitarium  1469 

Bilhuber- Knoll  Corp 1370 

George  A.  Breon  & Company 1400 

Brewer  & Company 1371 

Brigham  Hall  Hospital 1469 

Brown’s  Medical  Bureau  . 1469 


Cifca  Pharmaceutical  Products,  Inc 2nd  cover  1363 

Clifton  Springs  Sanitarium 1362 

Colin  Pharmacal  Co 1389 

Coordinating  Council  for  Cerebral  Palsy  . . 1467 

Croton  Manor 1469 


Doak  Co 1467 

H.  E.  Dubin  Laboratories 1467 


Eastern  School  for  Physicians  Aides. . .' 1467 

Edison  Chemical  Company 1463 


Fellows  Medical  Mfg.  Co 1384 

E.  Fougera  & Company,  Inc 1387 


Halcyon  Rest 1469 

Harrower  Laboratory  Inc 

Hoffmann-LaRoche,  Inc 1380-1381 

Holbrook  Manor 1469 

Homemakers  Products  Corp 1382 

Hynson,  Westcott  & Dunning 1470 


Interpines.  1469 

Irwin,  Neisler  & Company 1369 


Lederle  Laboratories 1385 

Eli  Lilly  & Company Between  1392-1393 

Louden-Knickerbocker  Hall 1469 


S.  E.  Massengill  Company 1388 

Mead  Johnson  & Company 4th  cover 

Merck  & Company 1383 

Musher  Foundation 1471 


National  Discount  & Audit  Co 1467 


Chas.  Pfizer  & Company 3rd  cover,  1373 

Physicians  Press 1374 

Pinewood 1469 


Raymer  Pharmacal  Company • 1390 

Regan  Furniture  Company 1465 

Riker  Laboratories,  Inc 1375 

J.  B.  Roerig  & Company 1392 


Each  Capsule  contains: 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.  S.  P.  units 
10  mg. 
5 mg 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


W.  B.  Saunders  Company 

Schieffelin  & Company 

G.  D.  Searle  & Company. 

Sharp  & Dohme,  Inc 

Sherman  Laboratories 

Frances  Shortt  Medical  Agency  . . . . 
Smith,  Kline  & French  Laboratories 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Company. 


1465 

1461 

1399 

Between  1376-1377 

1377 

1469 

1459 

1378-1379 

1465 


West  Hill 

Whittier  Laboratories. 
Winthrop-Stearns.  Inc. 
Wyeth  Incorporated . . 


. . . 1469 

1374, 1472 
1361 
1386 


Squibb 


‘THERA'.' 


I*  13  A TRADE! 


OF  E.  R . SQUI&8  & SONS. 


INDEX  TO  ADVERTISED  PRODUCTS 


Acthar  Gel  (Armour  Laboratories) 1365 

Aluminum  Penicillin  (Hynson,  Westcott  & Dunning)  1470 

Aminophyllin  (H.  E.  Dubin  Laboratories) 1467 

Am  Plus  (J.  B.  Roerig  & Co.) 1392 

Apresoline  (Ciba  Pharmaceutical  Products  Inc.)  . 1363 

Asteric  (Brewer  & Company) 1371 

Asterol  (Hoffmann-La  Roche) 1380-1381 

Aureomycin  (Lederle  Laboratories) 1385 

Aveeno  (M usher  Foundation)  . 1471 

Banthine  (G.  D.  Searle  & Co.) 1399 

Buro-Sol  (Doak  Co.) 1467 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.)  1384 

Concivite  (Colin  Pharmacal  Co.) 1389 

Dermassage  (Edison  Chemical  Co.) 1463 

Dextri-Maltose  (Mead  Johnson  & Company) 4th  cover 

Diaparene  (Homemakers  Products,  Inc.) 1382 

Diasal  (E.  Fougera  & Co.,  Inc.) 1337 

Dibestil  (George  A.  Breon  & Co.) 1403 

Estivin  (Schieffelin  & Co.) 1461 

Gentarth  (Raymer  Pharmacal  Co.) 1390 

Gerifort  (American  Pharmaceutical  Co.) 1470 

Milibis  (Winthrop-Stearns  Inc.) . 1361 

M-Minus  4 (Whittier  Laboratories) 1472 

Nucarpon  (Standard  Pharmaceutical  Co.) 1465 

Penicillin  (Eli  Lilly  & Company) Between  1392-1393 

Pentresamide-250  (Sharp  & Dohme)  Between  1376-1377 

Phenergan  (Wyeth  Incorporated) 1386 

Presto-Boro  (Standard  Pharmaceuticals) 1465 

Protamide  (Sherman  Laboratories) 1377 

Prulose  Complex  (Harrower  Laboratory,  Inc.) 1391 


Pyribenzamine  (Ciba  Pharmaceutical  Products,  Inc.) 

2nd  cover 


Pyridium  (Merck  & Co.) 1383 

Quotane  (Smith,  Kline  & French  Labs.) 1459 

Redisol  (Sharp  & Dohme) Between  1376-1377 

Semhyten  (S.  E.  Massengill  Co.) 1388 

Terramycin  (Chas.  Pfizer  & Co.) 1373,  3rd  cover 

Theocalcin  (Bilhuber-Knoll  Corp.) 1370 

Theragran  (E.  R.  Squibb  & Sons) 1378-1379 

Travert  (American  Hospital  Supply  Corp.) 1367 

Turicum  (Whittier  Labs.) 1374 

Veratrite  (Irwin,  Neisler  & Co.) 1369 

Veriloid  (Riker  Laboratories) 1375 

Vi-Daylin  (Abbott  Laboratories) 1376 


Miscellaneous 


r ~T< 


« 


in  the  office  . . . 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains : 

Vitamin  A (synthetic) 

Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1,000 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Office  Furniture  (Regan  Furniture  Co.) 
Prescription  Blanks  (Physicians  Press) 


1465 

1374 


Squibb 

•_  'THERAGRAN-  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS. 


more  effective 


tinea 

capitis 

“More  effective  in 
ringworm  of  the 
scalp  than  any 
other  topical  agent.”1 


“broad  antifungal  spectrum  . . . good  cutaneous  tolerance.”1 


against 


tinea 

pedis 

In  “athlete’s  foot” 
a combined  cured  and 
improved  rate  of  95% 
has  been  obtained.1 

Also  indicated  in 

tinea  corporis 
tinea  cruris 
tinea  versicolor 
tinea  of  the  nails 


Asterol 


5%  tincture . . . ointment . . . powder . . . 
sprayed,  applied  with  cotton  or  dusted  on 


'Roche' 


1 . Stritzler,  C.;  Fishman,  I.  M.,  and 
Laurens,  S.:  Transactions  New  York 
Acad.  Sc.,  IS: 31,  Nov.,  1950. 


HOFFMANN-LA  ROCHE  INC  . ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
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of  boric 


CHLOR/DE 


(METHYL  BENZETHONIUM  CHLORIDE) 

BACTERICIDAL  • WAT E R - M I S C I B L E • SAFE23 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  1951. 

2.  Benson,  R.  A.,  et  af.s  "The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Ped.  34:1-49,  Jan.,  1949. 

3.  Niedelman,  M.  L,  et  al.s  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37.5-762,  Nov.,  1950. 


0 


PHARMACEUTICAL  DIVISION,  HOMEMAKERS'  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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a matter  of  minutes . . . 


GRATIFYING  RELIEF 

From  distressing 

Urogenital  Symptoms 


In  a matter  of  minutes,  the  local  analgesic  action  of  Pyridium  safely 
allays  burning,  dysuria,  urgency,  and  frequency  which  often  accompany 
cystitis,  prostatitis,  urethritis,  and  pyelonephritis. 

Pyridium  is  compatible  with  crystalline  dihydrostreptomycin  sulfate,  penicillin, 
the  sulfonamides,  or  other  specific  therapy,  and  is  frequently  administered 
together  with  one  of  these  agents  to  provide  the  dual  approach  of 
symptomatic  relief  and  corrective  action. 


(Brand  of  Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  registered  trade-mark 
of  Nepera  Chemical  Co.,  Inc.  for 
its  brand  of  phenylazo-diamino- 
pyridine  HC1.  Merck  & Co.,  Inc. 
sole  distributor  in  the  United  States. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited  - Montreal 
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CAPSULES  CHLORAL  HYDRATE  - Fellows 


ODORLESS  • NON-BARBITURATE  • TASTELESS 

3%  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman.  H T An  Integrated  Practice  of  Medicine  (1950) 

2 Rehfuss,  M R.  et  al:  A Course  In  Practical  Therapeutics  (1H® 

3 Goodman.  1.,  and  Gilman.  A The  Pharmacological  8*»»»  0 

Therapeutics  (1941),  22nd  printing.  1951. 

C\  Sollman,  I.;  A Manual  ol  Pharmacology.  7th  ed  (19®®' 

and  Useful  Drugs.  14th  ed  lid®7) 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7Vi  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7V2  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


DOSAGE:  One  to  two  7Vi  gr.,  or  two  to 
four  3 V*  gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.5-1 


Professional  samples  and  literature  on  request 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 2 3 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.5 *'*'4 
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From  among 
all  antibiotics, 
Orthopedic  Surgeons 
often  choose 


New  aurcomycin  minimal  dos- 
age for  adults — four  250  mg. 
capsules  daily,  with  milk. 


AUREOMYCIN 


because 

Aureomycin.  following  oral  administration, 
diffuses  rapidly  into  the  skeletal  and  struc- 
tural tissues  of  the  body. 

Aureomycin  exhibits  little  tendency  to  fa- 
vor the  development  of  resistant  bacterial 
strains. 

Aureomycin  in  dailv  repeated  small  dos- 
age gives  satisfactory  serum  levels,  and 
may  be  continued  over  a long  period. 

Aureomycin  has  been  reported  to  be  clin- 
ically effective  against  susceptible  organ- 
isms in  the  following  conditions  frequently 
seen  by  the  orthopedic  surgeon: 
Suppurative  Arthritis  • Osteomyelitis 
Infected  Compound  Fractures  • Osteitis 
Brucella  Arthritis  • Periostitis 


Throughout  the  world,  as  in 
the  L'nited  States,  aureomycin  is 
recognized  as  a broad-spectrum 
antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles 
of  16  and  100.  Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

American  Gjanamuf  company 
30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


Hydrochloride  Crystalline 


The  Reading  Room, 

Folger-Shakespeare  Library,  Washington,  D.  C. 


lo8C 


Clinical  and  Pharmacological  studies 
have  repeatedly  shown  that 
Phenergan  is  the  longest  acting 
and  in  many  respects  the  most  efficacious 
of  all  the  antihistamines. 


• The  recent  findings  of  Peshkin  and  his  asso- 
ciates are  typical : “Phenergan  compared  dose 
for  dose  with  the  other  available  antihista- 
minic  drugs  proved  to  be  the  most  efficacious 
and  the  longest-acting  drug.”  Ann.  Allergy 
9:727  (Nov.-Dee.)  1951. 

TABLETS 

PHENERGAN 

HYDROCHLORIDE 

Promethazine  \N-{2 ' -dimethylamino-2 '-methyl ) ethyl  phenothiazine ] Hydrochloride,  Wyeth 


Also  available:  Phenergan  Expectorant  with  Codeine 

(modernized  liquefying  expectorant) 


Cream  Phenergan  Hydrochloride 
and  Phenergan  Lotion  with  Neo- 
calamine 


for  topical  applica- 
tion of  Phenergan  to 
control  itching  der- 
matoses 


Incorporated  • Philadelphia  2,  Pa. 
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fl<u  iffiftl  tern- Medium  -diet flatietut 

DIASAL’ 

/o  /e/fl  Aim  on  Aiti  diet 


DIASAL  is  an  outstanding  salt  substitute. 

In  addition  to  its  fine  salt  taste,  it  contains  glutamic 
acid  to  bring  out  the  natural  flavor  of  each  food 
— and  it  can  be  used  in  cooking.  At  the  same 
time  its  high  potassium  content  protects 
your  patient  against  potassium  depletion, 
a hazard  of  low-sodium  diets.1 


"Of  all  the  products  [salt  substitutes]  studied, 
DIASAL  most  closely  approximates 
sodium  chloride  in . . . pour-quality, 
appearance  and  stability."2 


Contains  No  Lithium  • No  Sodium  • No  Ammonium 

Constituents:  potassium  chloride,  glutamic  acid  and  inert  excipients. 

DIASAL  may  be  freely  prescribed  in  congestive  heart  failure, 
hypertension,  arteriosclerosis  and  toxemias  of  pregnancy. 

It  is  contraindicated  only  in  severe  renal  disorders  and  oliguria. 

DIASAL  — in  2-oz.  shakers  and  8-oz.  bottles  at  all  pharmacies. 

Samples,  literature  and  pads  of  low-sodium  diets  available  on  request. 

1.  Fremont,  H.  E.;  Rimmerman,  A.  B.,  and  Shaftel,  H.  E.:  Postgrad.  Med.  JO: 216,  1951. 

2.  Rimmerman,  A.  B.,  et  al:  Am.  Pract.  & Digest  Treat.  2:168,  1951. 


DIASAL  LOOKS  LIKE  SALT 
DIASAL  TASTES  LIKE  SALT 
DIASAL  POURS  LIKE  SALT 

DIASAL  IS  SAFE 


E.  FOUGERA  & COMPANY.  INC. 

75  Variek  Street,  New  York  13,  New  York 
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for  the 

hypertensive  patient 


To  keep  arterial  pressure 
at  safe  levels,  conservative 
medical  management  demands 
a multiple  approach— vasodila- 
tion, mild  diuresis  and  sedation, 
and  as  a prophylactic  measure, 
maintenance  of  capillary  integrity 
with  Rutin  and  Ascorbic  Acid. 


The  Semhyten  formula  is  designed 
for  this  logical  multiple  approach. 


Each  capsule  contains 

Phenobarbitai 

Mannitol  Hexanitrate.. 

Theophylline 

Rutin 

Ascorbic  Acid 


1 \S.f.Mass£n^iIl\ 

Professional  literature  available.  Bristol,  Tenn 
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for  happier  babies 


CONCIVITE 


VANADERM 


insure  comfort  by  protection  ... 


fish-free 

aqueous  8-vitamin  drop 

for  GASTRIC  COMFORT 

AND  OTHER  IMPORTANT  ADVANTAGES 


grease-free 
smooth,  healing  cream 

for  SKIN  COMFORT 

ANTISEPTIC  C001ING 


• Precludes  allergic  reaction  to  fish  liver  oil 

• Children  take  it  willingly 

• More  efficient  absorption  and  utilization  of 
vitamins  A and  D 

• Aqueous  base;  no  oil  to  retard  absorption 

• Contains  liberal  amounts  of  essential  vitamins 

• Actual  vitamin  content  20%  higher  than  label 
statement  to  insure  full  potency 

• Complete  miscibility  with  a great  variety  of 
foods 

• Delicately  flavored  for  maximum  palatability 


PLEASANTLY  SCENTED 

• diaper  rash 

• prickly  heat  rash 

• chafing 

• minor  skin  irritations 

• general  nursery  use 

• itching 

• sunburn  and  windburn 

• minor  burns 

• lacerations  and  abrasions 

• bed  sores 

• insect  bites 

• poison  ivy 


CONCIVITE  Formula: 

Each  0.6  cc.  contains: 

Vitamin  A Palmitate  5,000  USP  Units 
(synthetic) 

Vitamin  D2 1,200  USP  Units 

Vitamin  C 60  mg. 

Vitamin  B 2 mg. 

Vitamin  B2 0.4  mg. 

Niacinamide  5 mg. 

Vitamin  B„ 0.3  mg. 

Pantothenic  Acid 

(as  Panthenol) 2 mg. 

Supplied:  15  cc.  and  30  cc.  bottles, 
with  calibrated  dropper. 


VANADERM  Formula: 

Active  Ingredients: 

Vitamin  A (Fish  Liver  Oil) 

700  USP  units  per  gram 
Vitamin  D (Irradiated  Ergosterol) 

70  USP  units  per  gram 

Benzocaine  1% 

Di-lsobutyl  Cresoxy  Ethoxy  Ethyl 
Dimethyl  Benzyl  Ammonium  Chloride 
In  a specially  prepared  scented 
greaseless  base. 

Supplied:  In  lVi  ounce  tubes. 


PROFESSIONAL  SAMPLES  SENT  ON  REQUEST 


Available  at  all  pharmacies 

Colin  Pharmacal  Co.,  Inc 


36-31  33rd  Street,  L.I.C.  6,  N.  Y. 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.8,4  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg 

Raysal 

325  mg. 

(representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination) 

Succinic  Acid 

130  mg 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd,  L.J.,  Lombardi,  A. A.,  and  Svigals , C.:  New  York  Med. 
College  Bull.,  13:91,  1950. 

2.  Meyer,  K.  and  Ragan,  C.:  Mod.  Concepts  of  Card.  Disp.,  17:2,  194H. 

3.  Quick,  A.J.:  J.  Biol.  Chem.,  101:475,  1933. 

4.  Guerra,  J .:  J.  Pharm.  Exper.  Ther.,  31:1943,  1940. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


ter  /ujtefys 
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pain-free  activity 


"The  best  results  were  obtained  in  patients  . 
treated  with  sodium  gentisate  and  salicylate ”4 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 


cience  discovers  what 
Tiature  has  hnown 


For  centuries  prunes  have  \ 
been  Nature’s  own  laxative  ^ 

food.  A Harrower  research 

team  recently  discovered  that  besides  their  emollient 
and  colloidal  properties,  prunes  contain  an  additional 
gentle  peristaltic  stimulant.  This  chemical  laxative 
principle  is  called  Isatin. 


Kymograph  tracing  shows  gentle  increase  in  peristaltic  waves 
produced  by  ISATIN. 


combines  Isatin  with  a prune  concentrate  and 
methylcellulose  to  provide  activated  moist  bulk  for  the 
treatment  of  functional  constipation. 

PRULOSE  COMPLEX  provides  the  essential  gentle  activation 
of  peristalsis  without  any  undesirable  side  effects. 

PRULOSE  COMPLEX  is  available  in  both  tablet  and  the 
new  liquid  form. 

DOSAGE:  1 or  2 tablespoonfuls  of  liquid,  or  3 or  more  tablets, 
with  a full  glass  of  water,  twice  daily,  preferably  after 
breakfast  and  before  retiring,  until  normal  elimination  is 
established.  The  dosage  may  then  be  reduced. 

SERVING  THE  PROFESSION  IN  A PROFESSIONAL  MANNER 


930  newark  avenue  jersey  city  6,  n.  j 


control  CHEATERS! 


“Patients  who  have  been  gaining  excess- 
ively but  are  on  reduced  caloric  intakes, 
will  tell  you  that  they  are  not  eating  ex- 
cessively; that  there  is  something  wrong 
with  them  because  they  gain  weight. 
Obviously  they  are  cheating,  consciously 
or  unconsciously.  One  cannot  gain  weight 
on  air  and  water.”1 


Amplus  helps  control  the  obese  patient's  urge  to  cheat.  The  appetite-curbing 
effect  of  dextro-Amphetamine  Sulfate,  plus  the  nutritional  supplementation  of  8 
Vitamins,  1 1 Minerals,  and  Trace  Elements  increases  patient  co-operation,  and 
guards  against  nutritional  deficiencies  frequently  encountered  in  obese  patients. 


1.  Dieckmann,  W.  J.;  Turner,  D.  F.,  Meiller,  E.  J., 
StraTibe,  M.  T.;  Grossnickle,  K..  B.;  Pottinger,  R.  E.; 
Hill,  A.  J.;  Savage,  L.  J.;  Forman,  J B ; Priddle, 
H.  D.;  Beckette,  E.  S.;  Schumacher,  E.  M.:  Diet 
Studies  in  Pregnant  Patients.  Obst.  & Gynec.  Surv. 
3:731  (Oct.)  1948,  p.  742. 


To  help  cheaters 
to  self-control,  prescribe.  . . 


J.  B.  ROERIG  AND  COMPANY 

536  N.  Lake  Shore  Drive  • Chicago  1 1,  III. 


Each  capsule  contains: 


DEXTROAMPHETAMINE 

SULFATE...  5 mg. 

Calcium 

Cobalt 

Copper 

1 mg. 

Iodine 

Iron 

Manganese 

Molybdenum 

Magnesium 

2 mg. 

Phosphorus 

187  mg. 

Potassium 

1.7  mg. 

Zinc 

Vitamin  A 

...  5,000  U.S.P.  Units 

Vitamin  D 

400  U.S.P  Units 

Thiamine  Hydrochloride. . 

2 mg. 

Riboflavin 

Pyridoxine  Hydrochloride. 

Niacinamide 

Ascorbic  Acid 

37.5  mg. 

Calcium  Pantothenate  — 

3 mg. 

Available  at  all  Pharmacies 
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Editorials 


Hospital  Radiation  Hazards 


A recent  survey  of  potential  hospital 
radiation  hazards  since  the  introduction 
and  growing  use  of  radioisotopes,  both  for 
diagnostic  and  therapeutic  purposes,  is 
of  interest  since  it  affords  a view  of  necessary 
changes  in  technic  to  meet  them  and  to 
give  protection  to  patients,  doctors,  nurses, 
visitors,  and  hospital  personnel. 1 The  whole 
question  seems  to  be  in  a state  of  flux  since 
there  is  much  argument  about  the  degree 
of  hazard  involved. 

The  problem  of  design  of  hospital  radio- 
isotope wards  where  many  patients  are 
being  treated  with  different  isotopes  in 
relatively  large  quantities  is  a case  in  point. 
Shielding  of  patients  from  the  staff  and  from 
each  other  must  be  considered.  .After  the 
patient  has  been  given  radioactive  isotopes, 
what  of  sample  collections  of  urine,  feces, 
and  blood,  for  example? 

Ordinary  hospital  plaster  walls  provide 
almost  no  shielding ; therefore,  other  persons 
must  be  kept  away  from  adjacent  hallways 

> J.A.M.A.  147:  1745  (Dec.  29)  1951. 


and  ward  rooms.  Other  patients  getting 
radioactive  therapy  will  probably  receive  only 
a negligible  fraction  of  their  own  dosage  from 
exposure  to  a gallium  patient,  but  patients  not 
under  radioactive  therapy  must  be  shielded 

from  active  patients 

Shielding  can  be  accomplished  in  many 
ways.  Probably  the  simplest  is  to  build  the 
walls  of  certain  rooms  of  dense  concrete  and 
use  such  rooms  as  private  rooms.  Under  such 
conditions  the  problem  is  almost  nonexistent 
in  dosages  used  so  far.  A less  expensive  sub- 
stitute for  this  ideal  shielding  is  to  erect  a 
double  layer  of  4-inch  (10-cm.)  marble  slabs 
up  to  the  6-foot  (182.8-cm.)  level  on  critical 
walls.  This  was  done  in  the  Medical  Division 
hospital  in  one  critical  area  where  a physician’s 
office  adjoins  a private  patient’s  bedroom. 
Another  simple  protective  shield  is  made  of  a 
2-inch  (5-cm.)  slab  of  armor  plate  mounted 
on  casters  and  upholstered.  The  large  shield 
is  6 feet  long  and  3 feet  (91.4  cm.)  high;  the 
small  one  is  3 by  3 feet.  When  the  shield  is 
placed  L-shaped  around  a patient’s  bed  the  radi- 
ation is  reduced  to  negligible  levels.  Highly 
radioactive  patients  are  placed  along  outside 
walls  and  are  kept  in  bed  during  the  period 
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of  greatest  radioactivity.  With  an  L-shaped 
shield  added,  the  potential  hazard  is  reduced 
to  a minimum 

If  the  maximal  permissible  dose  is  accepted 
as  300  milliroentgens  total  body  exposure 
per  week,  it  is  possible  to  handle  large  amounts 
of  radioactivity  without  overexposure  to  any 
personnel.  The  maximum  permissible  dose 
level  of  exposure  is  not  a “safe  level.”  Rather, 
the  least  possible  exposure  is  the  safest,  but 
300  milliroentgens  is  a maximum.  Procedures 
and  instruments  can  be  designed  so  that  per- 


sonnel do  not  approach  this  maximal  level. 
Such  procedures  need  not  interfere  unduly 
with  normal  hospital  operations.  With  trained 
personnel  using  common  sense  there  is  prob- 
ably less  radiation  hazard  than  that  found  in 
the  x-ray  department. 

From  the  foregoing,  it  should  not  be 
anticipated  that  handling  of  radioactive 
isotopes  as  their  use  increases  presents  any 
insuperable  difficulties  if  relatively  simple 
precautions  are  taken. 


Audiovisual  Aids 


The  effective  presentation  of  a subject 
by  means  of  audiovisual  aids  requires  the 
close  integration  of  several  specialized  tech- 
nics to  a degree  understood  by  few  and  rarely 
brought  to  life  in  the  finished  product.  That 
it  has  been  so  seldom  realized  is  reflected 
in  the  disillusionment  of  most  program 
chairmen  who  have  tried  to  use  pictures  in 
the  postgraduate  education  programs  of 
their  county  societies. 

We  are  all  overwhelmed  by  the  number  of 
meetings  that  we  should  attend,  by  the  vol- 
ume of  literature  that  we  must  wade  through 
in  order  to  answer  more  effectively  the  prob- 
lems that  come  to  us.  The  sound  motion 
picture  shoidd  be  the  most  productive  way 
of  using  the  time  we  spend  in  training.  It 
seldom  is.  Why?  And  what  can  be  done? 

Photography  is  itself  an  art  and  a science. 
Teaching  is  an  art  and  science.  Both 
require  long  training.  The  medical  motion 
picture  is  a teaching  instrument  and  requires 
in  its  production  the  art  and  knowledge  of 
the  photographer,  the  teacher,  the  physician, 
and  at  times  the  dramatist  for  really  effec- 
tive production.  This  is  a rare  combina- 
tion. 

Relatively  few  surgeons  who  have  pro- 
duced films  of  some  special  surgical  tech- 
nic have  understood  the  need  of  including 
in  the  picture  enough  landmarks  so  that 
the  viewer  could  orient  himself  quickly — 
“From  which  side  of  the  table  am  I seeing 
this?  Which  is  right — Which  is  left — 
Which  is  the  head  end  and  which  is  the  foot 
end?”  You  may  say  that  anyone  with  a 


knowledge  of  anatomy  would  know  that, 
but  would  they?  Is  the  exposure  adequate 
so  that  each  step  in  an  operative  procedure 
can  be  followed  long  enough  to  be  really 
understood  by  the  audience? 

Few  medical  educators  involved  in  the 
more  academic  and  philosophic  phases  of 
medical  teaching  who  have  assisted  in  the 
production  of  films  have  most  effectively 
used  charts,  animated  drawings,  and  special 
research  technics  in  which  motion  pictures 
have  added  greatly  to  our  knowledge.  Too 
many  have  taken  pictures  of  a physician 
lecturing  to  an  audience,  adding  little  except 
the  questionable  novelty  of  the  motion 
picture  to  an  all  too  time-consuming  phase 
of  professional  training. 

WTiat  can  be  done  about  it? 

Let  everyone  who  is  considering  producing 
or  assisting  in  the  production  of  a film  be 
sure  that  the  necessary  special  skills  are 
available  in  the  production  team. 

Let  us  be  sure  that  the  presentation  of  the 
subject  in  question  can  be  made  most  effec- 
tively by  the  method  selected  and  that  all 
possible  methods  be  considered. 

Let  those  of  us  who  use  films  view  them 
critically  and  express  our  criticism  to  those 
responsible  for  their  production. 

Let  every  member  of  the  State  Society 
who  sees  a film  about  which  he  is  enthusias- 
tic forward  his  comments  pro  and  con  to  the 
film  review  committee  of  the  Society  so 
that  this  committee  can  know  of  these  films 
and  pass  the  word  along  to  program  chair- 
men throughout  the  State. 


President’s  Page 


Each  incumbent  will,  according  to  caprice  or  judgment, 
make  of  this  page  something  not  necessarily  worth  while, 
but  something  supplementing  the  imprinted  facial  image. 
The  page  may  well  be  your  only  chance  to  know  anything 
about,  what  goes  on  behind  the  face.  It  pleases  the  incum- 
bent not  to  set  editorially  an  example  in  precise  thinking 
but  rather  to  spread  reportorially  before  you  examples  of 
actual  medical  thinking,  that  you  may  pass  judgment  on  the 
cerebration  and  prejudice  juggling  there  displayed. 

At  the  48th  Annual  Congress  on  Medical  Education  and 
Licensure,  in  February,  1952,  the  president  of  the  American 
Medical  Association  announced  a new  plan  for  obtaining 
substantial  private  funds  for  medical  education.  He  said 
that  the  board  of  trustees  had  approved  in  principle  a plan 
whereby  the  A.M.A.,  as  a corporation,  would  accept  patents 
for  medical  discoveries  made  by  member  physicians,  all 
royalties  to  be  turned  over  to  the  American  Medical  Educa- 
tion Foundation  for  distribution  to  medical  schools. 

The  obvious  reason  for  such  a proposal  is  to  keep  the 
Federal  government  out  of  medical  education,  to  prevent 
potential  political  manacling  of  so-called  endowed  universities.  The  connotation  is  that 
money  from  any  source  except  the  Federal  government  will  guarantee  the  universities  a 
place  in  the  sun,  immune  from  the  vagaries  of  the  nation’s  political  climate.  To  attain 
that  objective,  any  money  but  government  money  is  hallowed.  Only  government  money 
is  tainted. 

But  the  case  is  not  quite  that  simple.  “A  patent  is  a grant  from  the  state  to  the 
patentee  of  the  right  to  exclude,  for  a limited  period  of  time,  all  others  from  making,  using, 
or  selling  the  invention  described  in  the  patent.  The  sole  value  of  the  patent  lies  in  its 
excluding  others  from  the  right  of  making,  using,  and  vending  an  invention.” 

The  U.S.  Supreme  Court  has  said  that  a patent  should  not  be  termed  a monoply  because 
the  term  monopoly  connotes  the  giving  of  an  exclusive  privilege  for  buying,  selling,  or  using 
something  which  the  public  freely  enjoyed  prior  to  the  grant,  while  a patent  for  an  inven- 
tion deprives  the  public  of  nothing  it  enjoyed  prior  to  the  grant. 

Chapter  I,  Section  6,  of  the  “Principles  of  Medical  Ethics  of  the  American  Medical 
Association  states,  “An  ethical  physician  will  not  receive  remuneration  from  patents  on  or 
from  the  sale  of  surgical  instruments,  appliances,  and  medicines,  nor  profit  from  a copy- 
right on  methods  or  procedures.  The  receipt  of  remuneration  from  patents  or  copyrights 
tempts  the  owners  thereof  to  retard  or  inhibit  research  or  to  restrict  the  benefits  derivable 
therefrom  to  patients,  the  public,  or  the  medical  profession.” 

No  one  will  deny  that  private  support  of  medical  education  is  a worthy  object.  Many 
will  deny  that  the  use  of  tainted  money  for  that  purpose  is  justified.  Money  derived  by  a 
physician  from  patents,  on  surgical  instruments,  appliances,  and  medicines  or  from  copy- 
rights on  methods  or  procedures  we  declare  to  be  unethical  for  two  reasons:  first,  because 
it  is  ethical  for  him  to  receive  his  remuneration  only  from  service  rendered;  second,  we  say, 
because  “the  receipt  of  remuneration  from  patents  or  copyrights  tempts  the  owners  thereof 
to  retard  or  inhibit  research  or  to  restrict  the  benefits  derivable  therefrom  to  patients,  the 
public,  or  the  medical  profession.”  In  other  words,  we  have  declared  in  our  code  that  the 
restrictions  inherent  in  patents  and  copyrights  do  deprive  the  public  of  benefits  to  be  derived 
from  scientific  research  and  technologic  advance. 

Moreover  the  U.S.  Supreme  Court,  in  its  definition  of  monopoly,  while  pointing  out  the 
legal  difference  between  depriving  the  public  of  benefits  it  had  enjoyed  and  benefits  it  had 
not  yet  enjoyed,  indicates  clearly  that  the  patent  for  an  invention  does  deprive  the  public  of 
benefits  derivable  after  the  invention. 
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The  ethical  view  of  life  does  at  times  transcend  the  legal  view.  Ethical  principles  are 
ideals,  to  be  sure,  but  medicine  bases  its  professional  position  on  ethics.  Its  first  principle 
is,  “The  prime  object  of  the  medical  profession  is  to  render  service  to  humanity;  reward  or 
financial  gain  is  a subordinate  consideration.” 

The  reasoning  certainly  is  that  humanity  is  best  served  by  elimination  of  the  possible 
profits  from  patents  and  copyrights.  How  then  can  we  either  ethically  or  logically  set  up  a 
plan  to  encourage  patents  in  order  to  get  money,  no  matter  how  worthy  may  be  the  use  to 
which  it  is  put?  Reintroduction  of  patents  and  copyrights  in  the  medical  field  for  support 
of  short-term  benefits  to  medical  education  abrogates  the  long-term  benefits  in  medical 
service  protected  by  the  ethical  code.  Is  medicine  prepared  to  bend  its  code  in  order  to 
forestall  governmental  aid  to  medical  education?  If  so,  our  principles  of  right  and  wrong  are 
merely  conveniences  of  expediency  to  be  followed  or  discarded  at  will.  They  are  rules  of 
conduct  conducive  to  advantage  or  interest  as  opposed  to  right.  They  are  ideals  subject 
to  change  without  notice.  If  medicine’s  position  is  that  a worthy  object  condones  an  un- 
worthy method,  that  the  end  justifies  the  means,  the  ethical  code  is  vanity,  and  the  expendi- 
ture of  large  sums  of  money  to  bring  about  good  public  relations,  through  demonstration  that 
the  purpose  of  the  medical  code  is  protection  of  the  public,  is  water  do.vn  the  drain.  What 
can  medicine  expect  of  the  effect  upon  the  public  of  a plan  to  support  medical  education 
which  will  make  medical  service  less  available  and  more  expensive? 

Moralizing  about  extraprofessional  medical  behavior  is  not  the  point.  Morals,  like 
laws,  seem  to  be  necessary  to  keep  people  reasonably  in  line.  But,  morals  are  cold,  dead 
principles  of  good  conduct.  The  point  here  is  that  in  just  so  far  as  the  physician  swings  away 
from  that  attitude  toward  his  work  that  what  is  important  about  it  is  how  it  affects  the  patient, 
toward  an  attitude  that  what  is  important  about  it  is  how  it  affects  him , in  just  so  far  is  the 
essence,  the  vital  force  of  the  art  of  medicine,  killed.  Without  reference  to  the  morals  of 
the  situation,  just  as  soon  as  any  group  whose  commodity  is  service  becomes  activated  by 
selfish  interests,  in  this  case  a political  position,  just  so  soon  will  public  interest  begin  to 
deprive  the  group  of  its  freedom.  The  truth  of  the  matter  probably  is  that  we  do  not  know 
what  are  the  social,  economic,  and  cultural  elements  necessary  for  optimal  medical  care. 
Much  experimentation  is  necessary  to  get  at  the  truth.  Is  not  the  disconcerting  part  of  our 
medical  thinking  the  sometimes  obstinate  dogmatism  which  we  employ  to  prevent  ex- 
perimentation? 


ANNOUNCEMENT 


The  headquarters  offices  of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Journal  of  Medicine  are  now  located 
at  a new  address: 


386  Fourth  Avenue 
New  York  16,  New  York 


Please  note  the  change  in  address  and  use  this  new  address  in  all  your 
communications  with  the  office.  The  telephone  number  remains  the  same, 
MUrray  Hill  3-0701. 


ANDREW  A.  EGGSTON,  M.D. 

President-Elect 

Medical  Society  of  the  State  of  New  York 

Chosen  president-elect  of  the  Medical  Society  of  the  State  of  New  York 
by  the  House  of  Delegates  on  Wednesday,  May  14,  1952,  Dr.  Andrew  A. 
Eggston,  of  Mount  Vernon,  will  succeed  to  the  office  of  president  in  1953, 
at  the  close  of  the  147th  Annual  Meeting. 

Born  in  Joelton,  Tennessee,  Dr.  Eggston  received  his  Bachelor  of  Science 
degree  from  Dickson  College  in  Dickson,  Tennessee,  having  worked  his  way 
through  college  by  farming.  In  1912  he  received  his  Doctor  of  Medicine 
degree  from  Vanderbilt  Medical  College  in  Nashville,  Tennessee,  and 
interned  at  the  Vanderbilt  Hospital.  Dr.  Eggston  also  did  postgraduate 
work  in  pathology  at  Harvard  University  and  at  the  University  of  Michigan. 
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The  new  president-elect  has  served  as  assistant  professor  of  pathology, 
Vanderbilt  Medical  School;  resident  pathologist,  Presbyterian  Hospital, 
New  York  City;  associate  in  pathology,  Columbia  University  College  of 
Physicians  and  Surgeons;  director  of  laboratories,  Manhattan  Eye,  Ear 
and  Throat  Hospital  and  the  Mount  Vernon  Hospital;  acting  director  of 
laboratories  and  assistant  medical  examiner,  Westchester  County;  director 
of  laboratories,  Lawrence  Hospital,  Bronxville;  and  clinical  professor  of 
pathology,  New  York  University  Post-Graduate  Medical  School. 

A Diplomate  of  Pathology  and  a Fellow  of  the  American  College  of 
Pathology,  Dr.  Eggston  is  hematologist  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital,  the  Harlem  Eye  and  Ear  Hospital,  and  the  Mount 
Vernon  Hospital.  He  is  president  of  the  New  York  State  Society  of 
Pathologists  and  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  Pathological  Society,  the  -American  Association  of  Pathologists 
and  Bacteriologists,  the  Society  of  Experimental  Medicine  and  Biology, 
the  New  York  Laryngologieal  Society,  the  American  Society  of  Clinical 
Pathologists,  and  the  Mount  Vernon  Medical  Society. 

Dr.  Eggston  has  served  his  county  and  State  medical  societies  in  many 
capacities.  In  1933-1934  he  was  president  of  the  Westchester  County 
Medical  Society,  and  in  1948-1951  he  has  been  assistant  secretary  of  the 
Medical  Society  of  the  State  of  New  York.  He  is  also  a member  of  the 
American  Medical  Association. 


Current  Editorial  Comment 


Neonatal  Mortality.  Puerperal  death 
rates  in  recent  years  have  undergone  a re- 
markable reduction  in  this  country,  but 
fatalities  among  the  newborn  remain  un- 
reasonably high.  The  statisticians  of  the 
Metropolitan  Life  Insurance  Company  in  a 
recent  Bulletin  announced  that  about  78,000 
babies  born  in  the  United  States  failed  to 
survive  the  first  month  of  life,  as  a result  of 
prematurity,  injuries  at  birth,  or  congenital 
malformations.  The  chances  of  survival  for 
a premature  are  directly  related  to  its  birth 
weight;  95  per  cent  die  in  the  first  month, 
compared  with  a toll  of  less  than  one  per  cent 
for  those  weighing  five  and  one-half  pounds 
and  over.  The  report  states  that  Connecti- 
cut ranks  first  in  conserving  life  among  the 
newly  born;  the  death  rate  was  18.8  per 
cent  per  1,000  live  births,  as  compared  with 
a national  average  of  22.2  per  1.000.  If  the 
neonatal  mortality  in  the  country  as  a whole 
were  the  same  as  in  Connecticut  , about  12,000 
lives  would  be  saved  each  year.  Mortality 
varies  in  different  geographic  sections  of  the 
country,  especially  in  relation  to  the  propor- 
tion of. hospitalized .births,  being  higher  in  the 
southern  -and  n i o liu Lritl"ataft Is . 


• 

Efforts  at  prevention  must  occupy  the 
attention  of  the  physician  in  the  future. 
At  the  recent  Obstetric  Congress  held  in 
Cincinnati,  the  subject  was  accorded  con- 
siderable study,  especially  along  the  lines  of 
prenatal  care.  Congenital  malformations 
constitute  a minor  cause  of  fetal  death,  as 
do  unavoidable  accidents  of  pregnancy,  but 
birth  injuries  may  be  largely  preventable  by 
better  delivery  procedures,  and  prematurity 
should  be  accorded  more  thought.  Whether 
nutritional  factors  or  perhaps  other  less 
evident  causes  are  at  fault  is  a matter  which 
requires  careful  investigation. 

Local  maternal  welfare  groups  have  ana- 
lyzed the  deaths  of  mothers  in  many  coun- 
ties. They  have  accomplished  an  outstand- 
ing job  in  which  responsibility  has  been 
focused.  They  have  been  sponsored  in  most 
instances  by  county  medical  societies,  and 
it  would  appear  essential  that  equal  atten- 
tion now  be  given  to  the  study  of  neonatal 
deaths  in  an  attempt  to  increase  fetal 
salvage  from  preventable  causes.  This  con- 
stitutes a challenge  to  the  medical  profession 
of  paramount  importance,  and  we  trust  the 
challenge  will  be  met. 
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Clinical  Results*  with  Bantliine  Bromide 

(Brand  of  Methantheline  Bromide) 


22  Published  Reports  Covering  Treatment  of  1443  Peptic  Ulcer  Patients  with  Banthine 

Comprising  the  reports  published  in  the  literature  to  date  which  give  specific  facts  and  figures  of  the  results  of  treatment 

AUTHORS 

No.  of 
Patients 

Chronic, 
Resistant 
to  Other 
Therapy 

TYPES  OF  ULCERS 

RELIEF  OF  SYMPTOMS 
(Chiefly  Pain) 

Surgery 

or 

Compli- 

cations1 

Side  Effects 
Requiring 
Discontinuance 
of  Drug7 

EVIDENCE  OF  HEALING 

Duodenal 

Jejunal 

Stomal 

Gastric 

Good 

Fair 

Poor 

No 

Report 

Complete 

Moderate 

None 

No  Report 

Crimson.  Lyons.  Reeves 

100 

100 

93 

7 

80 

11 

4 

5 

47 

19 

29 

Friedman 

15 

15 

14 

1 

5 

4 

6J 

2 

13 

Bechgaard,  Nielsen,  Bang, 
Gruelund,  Tobiassen 

26 

26 

21 

5 

16 

4 

6 

8 

6 

12 

McHardy.  Browne,  Edwards 
Marek,  Ward 

162 

162 

136 

12 

11 

3 

1 

14 

9 

7 

129 

Segal,  Friedman,  Watson 

34 

34 

34* 

14 

13 

7 

2 

5 

8 

14 

Brown,  Collins 

117 

99 

117 

97 

7 

8 

5 

8 

55 

9 

8 

40 

Asher 

77 

65 

7 

5 

52 

9 

16 

16 

9 

21 

47 

Rodriguez  de  la  Vega, 
Reyes  Diaz 

5 

4 

5 

4 

1 

3 

2 

Winkelstein 

116 

116 

102 

8 

6 

102 

14 

53 

18 

45 

Hall,  Hornisher,  Weeks 

18 

18 

18 

11 

1 

6s 

18 

Maier,  Meili 

38 

38 

24 

146 

27 

7 

47 

10 

2 

5 

21 

Meyer,  Jarman 

25 

18 

25 

21 

4 

25 

Poth,  Fromm 

37 

37 

37 

33 

3 

1 

33 

3 

1 

Plummer.  Burke.  Williams 

41 

41 

41 

36 

5 

38 

3 

McDonough,  O'Neil 

104 

100 

104 

63 

10 

31 

11 

4 

11 

89 

Broders 

60 

60 

58 

1 

1 

35 

19 

6 

10 

1 

49s 

Legerton,  Texter,  Ruffin 

11 

11 

11 

11 

Holoubek,  Holoubek, 
Langford 

76 

69 

76 

35 

27 

10 

4 

10 

26 

10 

36 

Ogborn 

42 

39 

2 

1 

429 

42 

Shaiken 

48 

48 

48 

33 

10 

3 

2 

33 

10 

3 

Johnston 

145 

145 

145 

143 

2 

2 

143 

2 

Rossett.  Knox,  Stephenson 

146 

141 

5 

146 

410 

53 

93 

TOTALS 

1443 

968 

1380 

17 

8 

38 

1 142 

132 

131 

12 

26 

54 

552 

52 

179 

634 

PERCENTAGES 

67.8 

95.6 

1.2 

0.6 

2.6 

81.3 

9.4 

9.3 

3.7 

70.5 

6.6 

22.9 

1.  Not  included  in  tabulations.  6.  Two  with  symptoms  only;  no  demonstrable  ulcer. 

2.  Included  in  “Relief  of  Symptoms"  as  “Poor"  and  7.  Three  were  psychopathic  patients  and  one  had  a ventricular  ulcer  of  the  lesser  curvature. 

in  "Evidence  of  Healing"  as  "None."  8.  Roentgen  findings  after  treatment  period  of  two  weeks;  forty-seven  had  duodenal  deformity. 

3.  Four  had  no  symptoms  when  Banthine  therapy  was  begun.  9.  All  returned  to  work  within  a week. 

4.  Of  which  seven  were  penetrative  lesions  and  five  partially  obstructive.  10.  In  these  four,  after  relief  of  symptoms,  Banthine  was  discontinued 

5.  No  symptoms  were  present  in  four.  because  of  urinary  retention. 

During  the  past  two  years,  more  than  200  ref- 
erences to  Bantliine  therapy  in  peptic  ulcer 
and  other  parasympathotonic  conditions  have 
appeared  in  medical  literature.  Of  these  re- 
ports, 22  have  presented  specific  facts  and 
figures  on  the  results  of  treatment  in  a total  of 
1,443  peptic  ulcer  patients,  67.8  per  cent  of 
whom  were  reported  as  chronic  or  resistant 
to  other  therapy.  These  results  are  tabulated 
above  and  show: 

"Good”  relief  of  symptoms  was  obtained  in 
81.3  per  cent  of  the  1,405  patients  on  whom 
reports  were  available. 

"Complete”  evidence  of  healing  was  ob- 
tained in  70.5  per  cent  of  the  883  patients  on 
whom  reports  were  available. 

In  all  but  9.7  per  cent,  relief  of  pain  was 
"good”  or  "fair.”  In  all  but  22.9  per  cent,  evi- 
denceof  healing  \vas"complete”or  "moderate.” 


During  treatment,  26  patients  required  sur- 
gery or  developed  complications  other  than 
ulcer  which  required  discontinuance  of  the 
drug  before  results  could  be  evaluated. 

Of  the  remaining  1,417  patients,  only  3.7  per 
cent  experienced  side  effects  sufficiently  an- 
noying to  require  discontinuance  of  the  drug. 


*Volume  containing  complete  references,  with  abstracts 
of  39  additional  reports,  will  he  furnished  on  request  by 


G.  D.  Searle  Sc  Co.,  P.  O.  Box  5110,  Chicago 
80,  Illinois. 
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Trademark 


Maximum 

Dosage 

Flexibility 


ADVANTAGES 
Economical 
Highly  Active 
Well  Tolerated 
P-r-o-l-o-n-g-e-d  Effect 

' / \ / \ /,  V 

INDICATIONS 

For  use  wherever  estrogenic  therapy  is  re- 
quired. In  the  menopause  . . senile  vaginitis 
. . . menstrual  irregularities  . . . supressjon  of 
lactation  . . . threatened  or  habitual  abortion 
. . . premature  labor . . . prostatic  carcinoma. 
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Brand  of  Diethylstilbestrol  Dipropionate 

25  Mg.  Tablets,  Bottles  of  100 

5.0  Mg.  Caplets® 

Bottles  of  100,  250  and  1000 

1 .0  Mg.  Caplets 

Bottles  of  100,  500  and  1000 

0.5  Mg.  Caplets 

Bottles  of  100,  500  and  1000 

0.2  Mg.  Caplets 

Bottles  of  100,  500  and  1000 
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Scientific  Articles 


THERAPY  OF  IDIOPATHIC  OROLINGUAL  PARESTHESIAS 


Austin  H.  Kutscher,  D.D.S.,  Herbert  F.  Silvers,  D.D.S.,  George  Stein,  M.D.,  D.M.D., 
Daniel  E.  Ziskin,  D.D.S.,  and  Maxwell  Karshan,  Ph.D.,  New  York  City 


{From  the  Departments  of  Dentistry  ( Hannah  and  Harry  Posner  Research  Laboratory)  and  Biochemistry  of  the 

Faculty  of  Medicine,  Columbia  University) 


THE  oral  mucous  membranes  of  patients  com- 
plaining of  idiopathic  orolingual  paresthesias 
(pain,  burning,  stinging,  soreness,  etc.)  appear 
normal  upon  clinical  examination. 

Ziskin  and  Moulton  described  the  characteris- 
tics of  idiopathic  glossodynia  and  idiopathic  oro- 
lingual pain  as  follows:  (1)  no  observable  lesions, 
(2)  occurrence  especially  in  postmenopausal 
women,  (3)  symptoms  frequently  described  as 
persistent  and  unbearable,  (4)  frequent  associa- 
tion of  disability  with  a coexistent  but  unrelat- 
able  dental  problem,  and  (5)  predominating 
psychogenic  factors.1  They  concluded  that  the 
syndrome  occurs  most  often  in  menopausal 
women  who  suffer  from  emotional  conflicts, 
sexual  maladjustment,  and  cancerphobia.  Psy- 
chic factors  appeared  to  have  an  etiologic  bearing. 

Many  local  and  systemic  disturbances  have 
been  suggested  as  causing  orolingual  pain.  These 
include  deficiency  states,2-4  gastric  secretory 
disturbances,  2,5  psychogenic  causes,1,2  cancer- 
phobia,6  trifacial  neuralgia,7  periodontoclasia,7 
xerostomia,7-9  hypothyroidism,7  referred  pain 
from  chronic  abscessed  teeth  or  tonsils,7  angio- 
neurotic edema,7  mercurialism,7  Moeller’s  glos- 
sitis,7 poor  nutrition  absorption,8  pernicious 
anemia,8  oral  habits8  (smoking,  condiments,  etc.), 
thrombosis  of  a small  intracranial  vessel,8  dia- 
betes,8 local  causes  (as  oral  sepsis,  trauma,  me- 
chanical irritation,  galvanic  current  irritation), 2,8,10 
and  antibacterial  therapy.11  Orolingual  pares- 
thesias in  the  absence  of  evidence  of  the  above 
factors  (except  psychogenic  causes  or  cancer- 
phobia)  and  in  the  absence  of  observable  gross 
lesions  are  categorized  as  idiopathic. 

This  investigation  was  concerned  with  the 
therapy  of  idiopathic  orolingual  paresthesias.* 
It  was  hoped  also  that  additional  light  might  be 
thrown  upon  the  etiology  of  this  syndrome  by 


considering  the  implications  of  the  results  ol 
therapy. 

Methods 

Our  study  dealt  with  60  patients,  14  men  and  46 
women,  ranging  in  age  from  twenty-one  to 
seventy-two  years.  Each  patient  presented  for 
treatment  of  one  or  more  of  the  following  oral 
complaints:  sensations  of  dryness,  pain,  burning, 
stinging,  and  soreness;  taste  disturbances;  thick- 
ness or  thinness  of  the  saliva;  textural  abnormali- 
ties, sandiness,  itching,  boring,  stabbing.  In 
each  case  a thorough  oral  examination  revealed 
no  grossly  observable  oral  pathology  at  the  site 
of  or  relatable  to  the  complaint. 

The  grouping  of  these  patients  was  not  set  up 
arbitrarily  at  the  outset  but  evolved  as  a differen- 
tial diagnosisf  was  established  from  visible  oral 
mucous  membrane  lesions  and  systemic  disease. 

The  following  agents,  alone  or  in  combina- 
tions, comprised  the  therapeutic  armamentarium 
in  this  study:  Anesthesin  troches,  Antistine, 

aspirin,  Asterol,  biotin,  Brewer’s  yeast,  Butyn 
Sulfate  solution,  caffeine,  calcium  pantothenate. 
Chloresium  (chlorophyll)  ointment,  Chloro- 
mycetin, codeine,  demerol,  Di-Paralene,  folic 
acid,  hydrochloric  acid  dilute,  monosodium  gluta- 
mate, Nembutal,  Neostigmine,  nicotinamide, 
Nupercaine,  Oreton,  panthenol  (the  alcohol  ol 
pantothenic  acid),  papain,  phenobarbital,  place- 
bos, Progynon,  pyridoxine,  Pyribenzamine,  ribo- 
flavin, sodium  chloride  mouth  wash,  terramycin 
troches,  Thenylene,  Theryl,  Tolserol,  thiamine, 

* This  investigation  was  supported,  in  part,  by  grants  from 
Ciba  Pharmaceutical  Products,  Inc.,  and  the  Roche  Anniver- 
sary Foundation  and,  in  part,  by  a research  grant  from  the 
National  Institute  for  Dental  Research  of  the  National  Insti- 
tutes of  Health,  U.S.  Public  Health  Service. 

t The  results  of  our  detailed  study  of  the  etiology  and  his- 
topathology  of  orolingual  paresthesias  will  be  reported  in 
separate  communications. 
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TABLE  I. — Therapeutic  Agents  Administered  in  the  Treatment  oe  Orolingual  Paresthesias 


Drug 

Number 

of 

Patients 

Treated 

Ra- 

tionale* 

Form 

Route 

Dose 

Number  Duration 
of  of 

Doses  Therapy 
per  Day  ( Days) 

Aeon  (vitamin  A) 

5 

1 

Liquid 

Ingested 

100,000  units 

1 

14  to  21 

Anesthesin  troches 

10 

2 

Troche 

Topical 

16  mg. 

4 

3 

Antiatine 

10 

3. 4 

Tablet 

Ingested 

100  mg. 

2 

7 

Aspirin 

10 

5 

Tablet 

Ingested 

5 grains 

3 

7 

Asterol,  2% 

10 

6 

Liquid 

Topical 

1 tablespoon 

4 

7 

Biotin 

15 

7 

Tablet 

Ingested 

0.5  mg. 

2 

21 

Bradosol,  0.01% 

10 

8,  20 

Liquid 

Topical 

1 tablespoon 

6 

7 to  21 

Brewer’s  veast 

5 

7 

Tablet 

Ingested 

15  grains 

3 

21 

Butyn  Sulfate  solution 

10 

2 

Liquid 

Topical 

1 cc. 

6 

4 

Caffeine 

11 

9 

Tablet 

Ingested 

1 grain 

3 

7 

Calcium  pantothenate 

5 

7 

Tablet 

Ingested 

50  mg. 

2 

14  to  21 

Chloresium  ointment 

11 

10 

Ointment 

Ingested 

1 grain 

6 

14 

Chloromycetin 

5 

11 

Capsule 

Ingested 

500  mg. 

4 

2 

Codeine 

18 

5 

Tablet 

Ingested 

42  grains 

2 

5 

Demerol 

5 

5 

Tablet 

1 ngested 

50  mg. 

3 

4 

Desoxyn 

12 

9 

Tablet 

Ingested 

2 . 5 mg. 

3 

3 to  14 

Di-Paralene 

5 

3, 4 

Tablet 

Ingested 

50 

2 

7 

Folic  acid 

18 

12 

Tablet 

I ngested 

5 mg. 

3 

21 

Hydrochloric  acid  (dilute  0.1%) 

5 

12 

Liquid 

Ingested 

100  cc. 

3 

14 

Monosodium  glutamate 

1.1 

13 

Powder 

Topical 

1 grain 

6 

7 

Multivitamins 

10 

7 

Capsule 

Ingested 

3 

2 

14  to  21 

Nembutal 

12 

3 

Capsule 

Ingested 

1 */»  grain 

2 

7 

Neostigmine 

16 

13 

Tablet 

Ingested 

5 mg. 

3 

7 

Nicotinamide 

10 

7,  14 

Tablet 

Ingested 

50  mg. 

2 

14 

Nupercaine 

5 

2 

Liquid 

Topical 

1 cc. 

6 

7 

Oreton  salve 

5 

15 

Ointment 

Topical 

0.3  Gm. 

10 

14 

Panthenol 

11 

7 

Tablet 

Ingested 

50  mg. 

1.2 

14 

Panthenol  jelly 

5 

7 

Ointment 

Topical 

1 Gm. 

10 

21 

Papain  (as  Caroid  dental  powder) 

10 

16,  17 

Liquid 

Ingested 

1 teaspoon 

6 

7 

Phenobarbital 

5 

3 

Tablet 

Ingested 

16  rag. 

2 

7 

Placebos 

60 

18 

Tablet,  capsule 
troche,  liquid 

Topical, 

ingested 

1 

3 

7 to  14 

Progynon  salve 

8 

15 

Ointment 

Topical 

1 g 

10 

14 

Pyribenzamine 

25 

3,  4 

Tablet 

Ingested 

50  mg. 

3 

7 to  21 

Pyribenzamine,  4%  solution 

10 

2,  19 

Liquid 

Topical 

1 cc. 

6 

7 

Pyridoxine  hydrochloride 

11 

7 

Tablet 

Ingested 

25  mg. 

3 

14 

Riboflavin 

10 

7 

Tablet 

Ingested 

3 mg. 

5 

21 

Sodium  chloride  wash 

5 

20 

Liquid 

Ingested 

1 T teaspoon 

6 

7 

Subdamine 

15 

3 

Capsule 

I ngested 

0.5  Gm. 

4 

7 to  14 

Terramycin  troches 

1 1 

8 

Troche 

Topical 

15  mg. 

6 

3 

Thenylene 

21 

3.  4 

Tablet 

Ingested 

50  mg. 

3 

7 to  28 

1'heryl  (sublingual  aspirin) 

5 

21 

Troche 

Sublingual 

5 grains 

3 

7 

Thiamin 

10 

7 

Tablet 

Ingested 

20  grains 

2 

14 

Tolserol 

19 

3 

Tablet 

Ingested 

0.5  grain 

4 

7 to  28 

Trasentine 

5 

22 

Tablet 

Ingested 

75  mg. 

3 

7 

Tryptar 

8 

16 

Powder 

Topical 

2 

1 

Vitamin  A 

5 

1 

Capsule 

Ingested 

100,000  units 

1 

21 

Vitamin  B12 

23 

12 

Capsule 

Ingested 

30  mg. 

2 

14  to  21 

Vitamin  C 

6 

7 

Tablet 

Ingested 

250  mg. 

I 

14  to  21 

Vitamin  E 

10 

23 

Capsule 

Ingested 

150  mg. 

3 

21 

* Rationale: 


1. 

Decrease  tactile  sensation  of 

8. 

Topical  antibacterial  action. 

17. 

Altered  oral  sensation. 

hyperkeratinization. 

9. 

Stimulant. 

18. 

Control. 

2. 

Topical  anesthetic. 

10. 

Tissue  stimulant. 

19. 

Topical  antihistaminic. 

3. 

Sedative. 

11. 

Systemic  antibacterial  agent. 

20. 

Soothing  wash. 

4. 

Antihistaminic  (versus  allergy). 

12. 

Antianemia,  subclinical. 

21. 

Rapid-acting  analgesic. 

5. 

Analgesic. 

13. 

Sialogogue. 

22. 

Smooth  muscle  relaxant. 

6. 

Fungicide  versus  inflammation 

14. 

Vasodilatation. 

23. 

Increase  oxygen  supply  to  tissue. 

resulting  from  Monilia  infection. 

15. 

Increase  keratinization. 

7. 

Vitamin  therapy. 

16. 

Enzyme  digestant. 

Trasentine,  Tryptar,  Vifort,  vitamin  A,  vitamin 
B]S,  vitamin  C,  and  vitamin  E.f 
In  all,  47  different  drugs  were  administered. 

f The  authors  express  their  appreciation  for  the  coopera- 
tion and  supplies  of  drugs  made  available  for  this  study  by 
Abbott  Laboratories  (Nembutal,  pyridoxine,  vitamin  C, 
nicotinamide,  Thenylene,  Desoxyn,  Di-Paralene) ; Armour  & 
Co.  (Tryptar);  Church  Chem.  Co.  (Theryl);  Ciba  Pharma- 
ceutical Products,  Inc.  (Pyribenzamine,  Trasentine,  Antis- 
tine,  Bradosol);  Endo  Products,  Inc.  (Aeon,  Vifort);  Hoff- 
mann-La  Roche,  Inc.  (Neostigmine,  biotin,  vitamin  A,  pan- 
thenol,  Asterol);  Huron  Milling  Co.  (monosodium  gluta- 
mate); Lederle  Laboratories,  Division  of  American  Cyana- 
mid  Co.  (folic  acid,  Subdamine);  Parke,  Davis  & Co. 
(Chloromycetin);  Chas.  Pfizer  & Co.,  Inc.  (terramycin 
troches);  Schering  Corporation  (Oreton,  Progynon) ; 
Sherman  Laboratories  (vitamin  B12);  E.  R.  Squibb  & Sons 
(Tolserol);  U.  S.  Ferment  Co.  (papain). 


These  therapeutic  agents  might  be  classified  ac- 
cording to  their  intended  pharmacologic  activity 
as  follows:  topical  anesthetics,  non-narcotic 

analgesics,  narcotic  analgesics,  skeletal  muscle 
relaxants,  smooth  muscle  relaxants,  sedatives 
(antihistaminic,  barbiturate,  and  atypical  com- 
pounds), topical  antibacterial  agents,  systemic 
antibacterial  agents,  topical  antifungal  agents, 
antihistamines,  antianemia  drugs,  vitamins  (A, 

B complex,  C,  E),  topical  enzyme  digestants,  | 
central  nervous  system  stimulants,  salivary  secre- 
tory stimulants,  vasodilators,  topical  sex  hor- 
mones, and  placebos  (capsules,  ointments,  tab- 
lets). Although  the  basic  general  action  of  a 
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TABLE  II. — Results  of  Therapy 


-Temporary  Improvement! — 


Drugs 

Number 
of  Cases 
Treated 

Permanent 

Improvement* 

Full 

Remis- 

sion 

Moderate 

Improve- 

ment 

Slight 

Improve- 

ment 

No 

Tmnrove- 

ment 

Exacer- 

bation 

Aeon 

5 

4 

1 

Anesthesin  troches 

10 

2 

8 

Antistine 

10 

2 

8 

Aspirin 

10 

1 

8 

i 

Asterol 

10 

1 

8 

1 

Biotin 

15 

2 

12 

1 

Bradosol 

10 

i 

1 

8 

Brewer’s  yeast 

5 

5 

Butyn  Sulfate  solution 

10 

2 

8 

Caffeine 

11 

i 

10 

Calcium  pantothenate 

5 

5 

Chlorophyll 

11 

1 

10 

Chloromycetin 

5 

5 

Codeine 

18 

1 

1 

3 

11 

2 

Demerol 

5 

1 

4 

Desoxyn 

12 

3 

1 

8 

l)i-Paralene 

5 

5 

Folic  acid 

18 

2 

16 

Hydrochloric  acid  (dilute) 

5 

5 

Monosodium  glutamate 

13 

1 

2 

10 

Multivitamins 

10 

I 

9 

Nembutal 

12 

1 

3 

8 

Neostigmine 

18 

1 

2 

13 

•) 

Nicotinamide 

10 

1 

9 

Nupercaine,  1%  solution 

5 

1 

4 

Oreton  ointment 

5 

5 

Panthenol 

11 

1 1 

Panthenol  jelly 

.5 

5 

Papain  (as  Caroid) 

10 

2 

8 

Phenobarbital 

5 

1 

4 

Placebos 

60 

1 moderate 

3 

3 

4 

48 

1 

Progynon  ointment 

8 

8 

Pyribenzamine  « 

25 

1 slight 

2 

2 

4 

16 

Pyribenzamine,  4%  solution 

10 

1 

2 

7 

Pyridoxine 

11 

1 

10 

Riboflavin 

10 

10 

Sodium  chloride  wash 

15 

1 

2 

12 

Subdamine 

15 

i 

1 

2 

11 

Terramycin  troches 

11 

9 

2 

Thenylene 

21 

1 moderate 

2 

3 

3 

12 

Sublingual  aspirin 

5 

5 

Thiamin 

10 

1 

9 

Tolserol 

19 

1 moderate 

2 

2 

5 

9 

Trasentine 

5 

5 

Tryptar 

8 

8 

Vitamin  A (oil  solution) 

5 

4 

1 

Vitamin  B12 

23 

i 

1 

2 

19 

Vitamin  C 

6 

6 

Vitamin  E 

10 

10 

* No  regression  following  withdrawal  of  medication. 

t Regression  followed  improvement  during  active  therapy  or  withdrawal  of  medication. 


few  of  the  drugs  is  similar,  the  individual  activity 
of  each  differs,  and  the  response  of  a person  to  a 
similar  but  somewhat  different  drug  frequently 
varies  significantly. 

For  each  therapeutic  agent  the  form  of  medica- 
tion, the  rationale  of  treatment,  the  dose  adminis- 
tered, total  daily  dosage,  duration  of  active  ther- 
apy, number  of  patients  treated,  and  the  route  of 
administration  are  summarized  in  Table  I. 

Results 

The  results  of  therapy  have  been  summarized  in 
Table  II.  During  placebo  therapy,  improve- 
ment of  some  degree  was  noted  in  11  of  the  60 
cases  (18.3  per  cent),  including  permanent  moder- 
ate improvement,  one  case  (1.7  per  cent);  tempor- 
ary full  remission,  three  cases  (5.0  per  cent) ; tem- 
porary moderate  improvement,  three  cases  (5.0 
per  cent),  and  temporary  slight  improvement, 
four  cases  (6.6  per  cent).  No  improvement  was 


observed  in  48  cases  (80.0  per  cent).  Regression 
occurred  in  one  case  (1.7  per  cent). 

While  the  percentage  figures  listed  below  do 
not  indicate  or  represent  clinical  success,  partial 
temporary  improvement  was  noted  (in  a larger 
percentage  of  cases  than  with  placebo  therapy) 
following  the  administration  of  Anesthesin 
troches  in  two  of  ten  cases  (20  per  cent);  Antis- 
tine  in  two  of  ten  cases  (20  per  cent) ; Bradosol 
in  two  of  ten  cases  (20  per  cent);  Butyn  Sulfate 
in  two  of  ten  cases  (20  per  cent) ; codeine  in  five 
of  18  cases  (31  per  cent);  monosodium  glutamate 
in  three  of  13  cases  (23  per  cent);  Nembutal  in 
four  of  12  cases  (33  per  cent) ; Nupercaine  in  one 
of  five  cases  (20  per  cent) ; papain  in  two  of  ten 
cases  (20  per  cent) ; phenobarbital  in  one  of  five 
cases  (20  per  cent);  Pyribenzamine  in  nine  of 
25  cases  (36  per  cent) ; Pyribenzamine  solution  in 
three  of  ten  cases  (30  per  cent) ; sodium  chloride 
mouth  wash  in  three  of  15  cases  (20  per  cent); 
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Desoxyn  in  lour  of  12  cases  (33  per  cent);  Sub- 
damine in  four  of  15  cases  (27  per  cent);  Thenyl- 
ene  in  nine  of  21  cases  (43  per  cent);  Tolserol  in 
nine  of  19  cases  (47  per  cent). 

The  pharmacologic  activity  of  the  groups  to 
which  these  drugs  belonged  included  local  anes- 
thetics (Anesthesin,  Butyn  Sulfate,  Nupercaine, 
and  Pyribenzamine  solution);  antihistaminic 
(Antistine,  Pyribenzamine,  and  Thenylene); 
sialogogues  (monosodium  glutamate);  bland 
mouth  washes  (sodium  chloride,  Bradosol  which 
is  also  an  antibacterial  agent) ; sedative  (Nembu- 
tal, phenobarbital,  Subdamine,  Tolserol,  and  the 
antihistaminics,  Antistine,  Pyribenzamine,  and 
Thenylene) ; analgesics  (codeine) ; and  the  enzyme 
digestant  (papain). 

Response  to  therapy  no  more  favorable  than  to 
placebo  medication  was  noted  for  the  remaining 
drugs:  Aeon,  aspirin,  Asterol,  biotin,  Brewer’s 
yeast,  caffeine,  calcium  pantothenate,  chloro- 
phyll, Chloromycetin,  demerol,  Di-Paralene, 
folic  acid,  hydrochloric  acid,  monosodium  gluta- 
mate, multivitamins,  Nembutal,  Neostigmine, 
nicotinamide,  Oreton  ointment,  panthenol,  pan- 
thenol  jelly,  Progynon  ointment,  pyridoxine,  ribo- 
flavin, terramycin  troches,  sublingual  aspirin,  thi- 
amin, Trasentine,  vitamin  A (oil  solution),  and 
vitamins  Bi2,  C,  and  E. 

In  only  four  of  the  60  cases  treated  was  a per- 
manent remission  obtained  (placebo  one,  Tolserol 
one,  Pyribenzamine  one,  Thenylene  one).  There- 
fore, none  of  the  therapeutic  or  placebo  agents 
was  curative. _ Only  in  the  case  of  the  continued 
administration  of  the  atypical  sedatives  (Tol- 
serol, Subdamine,  Antistine,  Pyribenzamine,  and 
Thenylene)  or  the  typical  sedatives  (Nembutal  or 
phenobarbital)  could  a period  of  remission  be 
maintained  even  temporarily.  Withdrawal  of 
the  sedative  in  all  cases  except  the  above-men- 
tioned three  cases  resulted  in  the  prompt  return 
of  symptoms.  Frequently  the  return  of  symp- 
toms preceded  the  withdrawal  of  medication  at 
such  time  as  the  patient  became  accustomed  to 
the  sedative  action.  However,  during  periods  of 
drug-induced  remission  patients  were  able  to 
distinguish  placebo  medication  (medication  iden- 
tical with  the  therapeutic  form  except  for  the 
substitution  of  inert  filler  for  the  active  ingredi- 
ent) from  the  effective  drug  in  so  far  as  their  oral 
paresthesia  was  concerned. 

Narcotic  and  non-narcotic  analgesics  were  not 
successful  or  even  significantly  superior  to  placebo 
therapy  in  alleviating  the  oral  disturbances  under 
consideration. 

Various  therapeutic  agents  described  by  other 
investigators8,9’12-14  as  being  satisfactory  or  help- 
ful in  treating  idiopathic  oral  paresthesias  were 
not  found  significantly  more  effective  in  this 
study  than  placebo  therapy. 


Comment 

As  far  as  we  know,  of  the  60  cases  treated,  all 
those  whom  we  have  continued  to  follow  except 
four  (see  above)  still  have  the  same  oral  com- 
plaint as  prior  to  medication,  and  although  their 
usual  pretreatment  cancerphobias  were  nearly 
always  dispelled,  their  fixation  upon  their  oral 
disorder  probably  increased.  Many  of  the  pa- 
tients dropped  from  the  study  over  the  prolonged 
period  of  investigation,  and  their  status  at  this 
time  is  unavailable. 

The  more  favorable,  although  still  quite  un- 
satisfactory, response  to  Subdamine,  Tolserol. 
and  the  antihistamines  is  probably  due  to  a 
peculiar  and  individual  sedative  action  of  each  of  i 
these  therapeutic  agents.  Other  acknowledged 
sedatives  (Nembutal  and  phenobarbital)  were 
similarly  also  somewhat  effective  but  unsatisfac-  I 
tory. 

Drowsiness  frequently  accompanied  by  seda- 
tion is  a well-known  side-action  of  antihistaminic 
therapy  (Pyribenzamine,  Thenylene,  Antistine,  1 
etc.).  The  temporary  improvement  noted  dur- 
ing antihistaminic  therapy  probably  resulted 
from  this  sedative  action  rather  than  the  anti- 
histaminic activity.  When  stimulant  therapy 
(2.5  mg.  of  Desoxyn  at  the  time  of  ingestion  of 
the  antihistamine)  was  added  to  antihistamine 
medication  (Pyribenzamine  or  Thenylene),  what- 
ever improvement  had  previously  been  noted  dur- 
ing antihistaminic  therapy  disappeared  in  eight 
of  ten  cases  during  the  combined  therapy. 

Stimulant  therapy  (Desoxyn)  during  the  day- 
time was  occasionally  temporarily  successful, 
apparently  by  keeping  the  patient  sufficiently 
active  to  decrease  his  mental  concentration  on  his  i 
oral  condition. 

The  relative  failure  of  narcotic  and  other 
analgesic  agents  in  relation  to  placebo  therapy . 
indicates  not  only  a complete  lack  of  response  to 
analgesic  drugs  but  also  points  to  pain  of  other 
than  somatic  origin.  Local  anesthetics  produced 
local  anesthesia.  Their  effect  on  the  oral  pares- 
thesias was  not  often  described  as  actual  improve- 
ment. 

Ziskin  and  Moulton  previously  were  not  sue- } 
cessful  in  obtaining  relief  using  parenteral  sex  J 
hormone  therapy.1 

It  should  be  noted  that  in  each  instance 
placebo  therapy  preceded  active  drug  therapy  J 
This  preferential  position  in  the  order  of  adminis- 
tration of  drugs,  coupled  with  the  patient’s  con-j 
fidence  that  his  “suffering”  would  be  alleviated, I 
probably  played  some  part  in  the  relatively  high 
proportion  of  patients  (18.3  per  cent)  reporting 
transient  improvement  on  initial  placebo  ther- 
apy. Patients  became  more  discriminating  in 
what  they  termed  improvement  as  unsuccessful 
therapy  continued. 
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Therapy  with  local  anesthetics,  analgesics, 
muscle  relaxants,  antibacterial  agents,  anti- 
anemia drugs,  vitamins,  enzyme  digestants,  sali- 
vary stimulants,  vasodilators,  sex  hormones,  and 
placebos  is  not  successful  and  is  therefore  not 
indicated  in  cases  of  idiopathic  oral  paresthesia. 

Summary 

1.  Sixty  cases  of  idiopathic  orolingual  pares- 
thesia were  treated  with  various  therapeutic 
agents.  In  all,  47  different  medications  were 
administered.  Placebo  therapy  produced  a tem- 
porary remission  in  19  (18.3  per  cent)  cases  and 
permanent  partial  remission  in  one  (1.7  per  cent) 
case  treated. 

2.  Of  the  therapeutic  agents  tested,  only 
typical  and  atypical  sedatives  (including  anti- 
histaminics  probably  acting  as  sedatives)  re- 
sulted in  temporary  improvement  superior  to  the 
administration  of  placebos.  In  only  three  cases 
(5  per  cent),  however,  did  even  a partial  perman- 
ent remission  occur  during  or  after  drug  therapy. 

3.  A psychosomatic  or  psychiatric  approach 
to  the  treatment  of  this  syndrome  seems  indi- 
cated. 


630  West  168th  Street 


The  authors  express  their  appreciation  to  Mrs.  Joyce 
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ANOTHER  HORMONE  DRUG  TO  TREAT  ARTHRITIS 


Free  Compound  F,  a hormone  drug,  may  prove  to 
be  superior  to  cortisone  acetate,  another  hormone 
compound,  in  the  practical  management  of  patients 
with  rheumatoid  arthritis.  Although  Compound  F 
was  discovered  more  than  twenty  years  ago,  no 
practicable  use  for  it  had  been  found  until  recently. 

Writing  in  the  March  22  issue  of  the  Journal  of  the 
American  Medical  Association,  Drs.  Edward  W. 
Boland  and  Nathen  E.  Headley  of  Los  Angeles 
stated  that  true  evaluation  of  the  drug’s  possible 
therapeutic  advantages  must  await  the  results  of 
long-term  treatment  studies.  Tests  with  free  (un- 
combined) Compound  F disclosed  that  it  may  have 
the  same  capacity  to  suppress  the  disease  as  corti- 
sone, may  be  50  per  cent  more  potent,  and  may  have 
less  tendency  than  cortisone  to  produce  adverse  side- 
effects.  In  some  instances,  it  has  been  found  that 


toxic  effects  of  cortisone  disappear  upon  administra- 
tion of  free  Compound  F. 

It  is  now  generally  agreed  that  the  beneficial 
effects  of  cortisone  are  not  lasting,  and  that  for  im- 
provement to  be  maintained  in  chronic  diseases, 
such  as  rheumatoid  arthritis,  it  is  necessary  to  con- 
tinue cortisone  therapy. 

The  hormone  was  found  to  be  highly  effective  in 
suppressing  the  activity  of  the  disease  and,  with 
short-term  administration,  in  maintaining  control 
of  the  rheumatic  manifestations.  The  pattern  of  im- 
provement with  initial  suppressive  doses  was,  in 
general,  similar  to  that  which  is  observed  with  corti- 
sone acetate  used  orally.  The  response  to  free  Com- 
pound F was  more  uniformly  rapid,  and,  even  t hough 
somewhat  smaller  suppressive  doses  were  used, 
clinical  improvement  proceeded  at  a faster  rate. 


PSYCHOSOMATIC  APPROACH  TO  SINUS  HEADACHE 

Conrad  K.  Gale,  M.D.,  New  York  City 


SINUS  headache  is  a frequent  complaint  en- 
countered by  both  general  practitioner  and 
specialist.  Actually  this  expression  of  a complaint 
encompasses  both  the  diagnosis  and  the  com- 
plaint. It  is  interesting  to  note  how  frequently 
here,  as  probably  in  all  branches  of  medicine,  the 
physician  in  accepting  the  patient’s  complaint 
consciously  or  unconsciously  also  accepts  the 
patient’s  diagnosis.  Because  of  this  the  correct 
diagnosis  of  organic  illness  is  made  more  difficult, 
and  the  early  recognition  of  emotionally  caused 
sickness  is  delayed. 

It  is  understandable  that  through  conditioning 
(repeated  stimulations  of  advertisements,  the 
newspapers,  radio,  magazine  articles,  etc.)  the 
man  in  the  street  diagnoses  almost  every  pain  in 
the  face  or  head  as  a “sinus  pain”  or  “sinus  head- 
ache.” It  is  the  very  rare  “sinus”  patient  who 
does  not  at  some  time  in  his  relationship  to  the 
doctor  use  the  expression  “sinus  headache.” 
And,  conversely,  many  patients  complaining 
primarily  of  headache  will  for  one  reason  or  an- 
other relate  the  headache  to  even  the  mildest 
symptom  of  nasal  congestion  and  arrive  at  the 
expression  “sinus  headache.”  We  believe  that  in 
many  instances  the  conditioning  process  has 
spread  to  the  doctor,  influencing  his  examination 
and  treatment. 

Of  at  least  e(fual  importance  to  the  process  of 
conditioning  is  the  failure  to  produce  a complete 
and  undistorted  history.  This  communication, 
this  interviewing  is  the  psychologic  approach  to 
the  problem  of  both  diagnosis  and  therapy.  It  is 
too  frequently  slighted,  inadequately  or  unskill- 
fully  employed.  In  this  way  we  can  explain  the 
large  number  of  sinus  headache  patients  with 
histories  of  nasal  and  sinus  treatment  where  no 
evidence  of  morphologic  change  in  tissue  struc- 
ture, infection,  or  other  pathologic  variations 
from  the  normal  could  be  found.  At  times,  even 
in  those  patients  where  tissue  pathology,  mild  or 
severe,  was  present,  no  causal  relationship  to  the 
headaches  could  definitely  be  demonstrated. 

No  situation  should  be  viewed  as  entirely 
white  or  black  but  as  various  gradations  of  color 
approaching  the  extremes  on  either  end.  Here, 
too,  it  is  essentially  not  a question  of  considering 
or  attempting  to  diagnose  the  cause  of  sinus  head- 
ache from  either  the  psychologic  or  somatic  view- 
point. It  is  the  union  of  both  these  aspects,  if 
possible  in  the  mind  of  a single  physician,  that  is 
important. 

The  word  psychosomatic  lends  itself  to  several 
interpretations.  It  is  frequently  employed  in  the 


diagnostic  sense,  as  for  example,  a psychosomatic 
symptom.  In  this  paper  it  is  used  in  a metho- 
dologic  and  not  in  a diagnostic  sense.  The  psy- 
chosomatic approach  to  the  practice  of  medicine 
is  the  complete,  total  one.  It  encompasses  the 
simultaneous  use  of  psychologic  and  physical 
means  of  investigation  and  therapy,  in  order  to 
achieve  the  correct  diagnosis  and  cure.  This 
mutual  interrelationship  is  what  psychosomatic 
medicine  attempts  to  reveal. 

We  divide  the  psychosomatic  approach  to 
sinus  headache  into  two  parts:  the  physical, 
somatic  approach  and  the  psychologic  approach. 

1.  The  Physical,  Somatic  Approach. — In  the 
field  of  nasal  pathology  the  patient’s  complaints 
are  limited  to  a relative  few:  stuffed  nose,  diffi- 
culty in  breathing;  nasal  discharge,  from  serous 
to  purulent;  postnasal  drip;  pain,  sometimes 
over  the  sinuses,  but  usually  headache  of  ex- 
tremely varied  forms;  sneezing,  and  bleeding. 

A thorough  physical  examination  should  be 
made  with  the  proper  evaluation  of  signs  and 
symptoms,  the  employment  of  x-rays,  and  physi- 
cochemical means  of  investigation.  The  com- 
petent examination  of  the  nasal  cavities  presents 
many  mechanical  difficulties.  The  internal  as- 
pects of  the  nose  must  fir  st  be  illuminated  to  be 
visible  and  then  viewed  through  the  narrow  aper- 
tures of  the  nasal  orifices.  The  need  for  adequate 
depth  perception  where  reflected  light  is  used  is 
of  paramount  importance.  The  competency  of 
many  nasal  examinations  is  often  questionable 
because  of  the  mechanical  obstacles  encountered. 
Wherever  possible,  the  use  of  the  direct-lighted 
nasopharyngoscope  is  indicated.  This  obviates 
the  need  for  trained  depth  perception  and 
provides  for  more  thorough  examinations  in  less 
skilled  hands. 

It  might  seem  superfluous  to  state  that  in  every 
instance  where  a pathologic  condition  is  sus- 
pected, a physical  examination  of  the  nasal  pas- 
sages is  indicated.  Nevertheless,  the  use  of  the 
antibiotics  has  influenced,  in  an  adverse  manner, 
the  medical  skills  in  the  practice  of  otolaryngol- 
ogy. 

Our  experience  highlights  the  fact  that  in  pa- 
tients whose  complaint  is  sinus  headache  we  find 
that  less  than  10  per  cent  have  demonstrable 
pathology  either  of  the  nasal  mucosa  or  of  the 
nasal  accessory  sinuses.  We  often  find,  as  a se- 
quel to  influenza  and  grippe,  a neuralgia  or  neu- 
ritis involving  the  nerves  of  the  face.  There  are 
also  so-called  trigger  areas,  superimposed  upon 
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localized  muscle  spasms,  which  cause  referred 
pains  often  described  by  patients  as  sinus  head- 
aches. Histamine  cephalalgia  also  must  be  con- 
sidered. 

A thorough  somatic  investigation  should  reveal 
organic  tissue  changes  if  a causative  interrelation- 
ship exists.  However,  somatic  findings  in  border- 
line cases  may  still  be  inconclusive  one  way  or  the 
other.  Frequently  they  dovetail  with  the  find- 
ings of  the  psychologic  approach  to  lead  the 
physician  on  to  firmer  ground. 

2.  The  Psychologic  Approach. — We  use  the 
psychologic  approach  first  as  an  investigative 
method  and  second  as  a therapeutic  measure.  In 
the  investigative  procedure,  a careful  interview  is 
the  focal  point  in  arriving  at  a diagnosis.  Super- 
ficially this  would  appear  to  be  nothing  more 
than  the  customary  taking  of  the  history,  but  it  is 
the  manner  of  the  history  taking  that  reveals  the 
complete  story  and  establishes  a good,  human  re- 
lationship between  patient  and  physician.  The 
history  is  more  than  a record  of  events.  It  is  the 
approach  to  and  the  doctor’s  understanding  of  the 
person  telling  the  story.  Through  it  the  psy- 
chologic facets  of  the  person  having  the  illness  are 
revealed,  and  thereby  we  can  arrive  at  the  early 
recognition  of  those  perplexing  illnesses  which 
are  in  greater  or  lesser  part  emotionally  caused. 

The  correct  psychologic  approach  to  the  pa- 
tient will  frequently  prevent  prolonged,  inef- 
fectual, and  unnecessary  sinus  treatments.  A 
great  deal  of  the  art  of  the  practice  of  medicine 
lies  in  the  skill  with  which  the  psychologic  ap- 
proach is  utilized.  What  is  said  here  holds  true 
for  all  patients  in  every  branch  of  medicine.  It  is 
this  psychologic  approach  which,  when  used 
concomitantly  with  the  somatic  one,  constitutes 
the  practice  of  psychosomatic  medicine. 

In  the  realm  of  psychotherapy,  it  is  recognized 
that  the  psychologic  results  are  not  necessarily  in 
proportion  to  the  depth  of  the  psychic  structures 
penetrated.  Where  the  personality  structure  is 
basically  sound,  in  the  type  of  patient  most  fre- 
quently seen  in  the  doctor’s  office,  good  psycho- 
therapeutic effects  can  be  obtained  without  hav- 
ing first  to  tear  the  entire  psychic  edifice  asunder 
and  then  rebuild  it.  The  psychosomatic  ap- 
proach can  give  the  patient  physical  improvement 
plus  a happier  and  more  harmonious  relationship 
with  the  people  and  life  situations  which  exist  in 
his  environment. 

In  presenting,  in  bare  outline,  the  following 
case  reports,  we  have  selected  two  with  the  chief 
complaint  of  sinus  headache.  These  tend  to  be 
toward  one  end  of  the  psychosomatic  spectrum, 
since  they  are  essentially  psychologic  problems, 
with  somatically  no  demonstrable  morphologic 
tissue  changes. 


Case  Reports 

Case  /.—The  patient  was  a married  woman, 
forty-five  years  old,  with  complaint  of  sinus  head- 
aches lasting  two  months.  Previous  sinus  treat- 
ments had  produced  no  relief.  Physical  examination 
was  negative. 

Since  the  onset  of  the  complaint  dated  back  two 
months,  an  attempt  was  made  to  review  those  in- 
cidents in  her  life  which  had  occurred  about  that 
time.  It  was  revealed  that  three  months  previously, 
her  only  child,  a twenty-one-year-old  daughter,  had 
become  engaged.  Her  daughter’s  engagement 
aroused  violent  paternal  disapproval.  The  father 
found  the  suitor  acceptable  in  every  way  except  that 
he  thought  his  daughter  too  young  to  marry. 

The  mother,  however,  saw  the  true  reasons  for  her 
husband’s  objections,  namely,  his  great  attachment 
for  an  only  daughter  and  his  wish  to  keep  her  at 
home  as  long  as  possible.  She  realized  that  her 
husband  had  previously  found  fault  with  all  her 
daughter’s  admirers,  but  since  the  question  of  mar- 
riage had  never  arisen,  there  had  been  no  cause  for 
dissension.  Now  the  daughter  claimed  great  love 
for  the  suitor,  and  the  mother  believed  her  husband’s 
insistence  in  preventing  the  marriage  would  be  a 
catastrophic  blow  to  her  daughter’s  happiness.  Up 
to  this  point  the  only  association  of  the  headaches 
with  her  home  was,  “We  all  have  our  troubles,  and 
in  the  middle  of  mine  I get  sinus  headaches.” 

The  insight  into  the  relationship  between  the 
emotional  conflict  and  her  physical  symptoms  came 
about  suddenly.  She  was  relating  how  two  months 
previously  she  had  decided  one  evening  to  tell  her 
husband  that  if  he  persisted  in  his  selfish  insistences 
she  would  leave  him.  However,  when  she  came  face 
to  face  with  him,  she  suddenly  couldn’t  express  her 
anger.  The  realization  that  without  her  husband 
she  would  be  alone  and  helpless  filled  her  with  a fear 
that  was  almost  a panic.  ‘T  remember  distinctly,” 
she  said,  “how  my  forehead  contracted  and  I felt  my 
head  begin  to  pound.” 

With  the  beginning  of  insight  she  recalled  that  the 
supposed  cold  that  led  to  the  sinus  headaches  ac- 
tually developed  weeks  after  the  onset  of  the  head- 
aches. She  caught  a glimpse  of  and,  probably  for 
the  first  time,  did  not  completely  suppress  out  of  her 
consciousness  the  emotional  tensions  resulting  from 
a situational  conflict.  Her  next  step  was  the  effort, 
to  bind  and  handle  the  traumatic  impact  of  this 
emotional  crisis.  With  little  psychotherapeutic  sup- 
port and  reassurance  her  headaches  rapidly  im- 
proved, and  with  the  marriage  of  her  daughter  they 
disappeared  entirely. 

Case  2. — The  patient  was  a married  woman 
thirty-eight  years  old.  She  complained  of  sinus 
headaches  which  had  persisted  for  two  years  in  spite 
of  all  nasal  treatments.  Physical  examination 
proved  to  be  negative. 

The  patient’s  history  brought  out  the  following 
information.  She  was  married  at  the  age  of  thirty- 
six  and  gave  up  an  active  business  career  to  become  a 
housewife.  Her  husband  at  the  time  was  forty-one 
and  a bachelor.  They  moved  into  a small  three- 
room  apartment  and  one  year  later  became  the 
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parents  of  an  infant  boy.  The  small  apartment  was 
crowded,  the  peace,  quiet,  and  freedom  of  their  pre- 
vious lives  completely  shattered,  and  their  nights 
sleepless.  On  the  surface  both  parents  smiled  and 
kept  reassuring  one  another  that  married  life  was 
wonderful.  About  six  months  after  the  arrival  of 
the  child,  the  mother  became  susceptible  to  colds 
and  developed  a sinus  condition.  Since  then  she 
had  been  plagued  with  sinus  headaches. 

When  this  patient  was  first  asked,  “Are  you  sure 
that  you’ve  adjusted  satisfactorily  to  your  new 
home  and  your  new  way  of  life,”  her  reply  was  an 
immediate  and  emphatic,  “Of  course.” 

“And  your  relation  to  your  husband?” 

“We’re  very  happy  together.” 

“How  do  you  feel  about  the  baby?” 

“I  love  him.  He’s  simply  the  most  wonderful 
baby.  I think  I’d  die  if  anything  happened  to 
him.” 

‘ ‘Essentially  then,  do  you  have  any  worries  about 
anything?” 

“No.”  (Very  definitely.) 

“Do  you  find  yourself  to  be  nervous  or  jittery?” 
Her  reply,  with  a kind  of  apologetic  smile,  was, 
“Yes,  horribly.” 

The  extreme  inconsistency  of  the  last  reply  with 
all  the  others,  so  obvious  to  the  listener,  was  un- 
noticed by  the  patient.  It  is  difficult  to  comprehend 
how  a person  can  know  that  he  or  she  is  horribly 
nervous  and  jittery  and  yet  insist  that  he  has  no 
troubles  and  is  very  happy. 

Through  the  psychologic  approach,  the  patient 
rapidly  gained  insight  into  her  present  situation. 
She  now  consciously  accepted  her  many  and  marked 


resentments  at  being  cooped  up  in  a tiny  apart- 
ment, at  her  loss  of  freedom  and  economic  inde- 
pendence, and  at  her  new  role  as  a mother  which 
seemed  to  enslave  her  to  the  ever-increasing  de- 
mands of  an  infant  son.  And  back  of  all  this  was  t he 
haunting  guilty  fear  of  being  a “bad”  mother,  a 
failure  as  a wife.  Soon  she  could  accept  the  head- 
aches for  what  they  really  were,  namely,  the  physi- 
ologic accompaniments  of  emotional  strain.  It 
was  no  longer  necessary  to  find  a physical  cause  for 
the  headaches  since  any  other  conclusion  was  un- 
acceptable. Through  supportive,  reassurative,  and 
re-educative  therapy,  the  headaches  disappeared  in 
a matter  of  weeks. 

Summary 

1.  Less  than  10  per  cent  of  patients  complain- 
ing of  sinus  headache  have  causative  sinus  pa- 
thology. 

2.  The  approach  to  this  problem  through 
somatic  and  psychologic  means,  simultaneously, 
constitutes  the  psychosomatic  method. 

3.  The  need  of  a thorough  physical  examina- 
tion in  the  somatic  investigation  seems  self- 
evident. 

4.  The  psychologic  approach  utilizes  words  as 
the  most  potent  tool  both  for  investigation  and 
therapy. 

5.  Therapeutic  success  is  not  necessarily  pro- 
portional to  the  depth  of  the  psychic  structures 
penetrated. 

25  West  81st  Street 


INFLUENCE  OF  NUTRITION  ON  WAR  AND  PEACE 


Nutrition  in  its  broadest  sense,  coordinating  bio- 
chemistry, agriculture,  and  medicine  in  an  attempt 
to  feed  adequately  the  more  than  two  and  one  half 
billion  inhabitants  of  the  globe,  may  determine  the 
question  of  war  and  peace  and  the  future  of  man- 
kind, it  was  asserted  recently  by  Dr.  Robert  W. 
Hillman  of  the  Department  of  Medicine  of  the 
State  University  College  of  Medicine  at  New  York 
City,  speaking  on  “Nutrition  Today.”  Dr.  Hillman 
disagreed  with  the  theory  that  we  face  a shrinking 
food  supply  in  relation  to  expanding  population  by 
declaring  that  “newer  fundamental  knowledge  in  the 


field  of  nutrition,  together  with  more  widespread  ap- 
preciation of  scientific  and  technologic  advances, 
should  be  able  to  meet  the  constantly  expanding  de- 
mands for  a diet  which  is  qualitatively  as  well  as 
quantitatively  satisfactory."  Political,  social,  and 
economic  factors,  he  added,  must  be  considered,  as 
they  affect  the  distribution  of  the  earth’s  available 
food  supplies. 

Dr.  Hillman  stated  that  the  use  nutrition  makes 
of  medical  science  points  up  medicine’s  role  as  a 
social  as  well  as  biologic  science,  “with  unparalleled 
opportunities  for  contributing  to  human  progress.” 


A COMPARATIVE  STUDY  OF  EXERCISE,  ANOXEMIA,  AND 
ERGONOVINE  TESTS  FOR  CORONARY  INSUFFIENCY 


Isidore  Stein,  M.D.,  Joseph  Weinstein,  M.D.,  Jacob  J.  Weiss,  M.D.,  and  Solomon  R. 
Slater,  M.D.,  Brooklyn,  New  York 

( From  the  Division  of  Cardiology,  Jewish  Hospital) 


npHE  diagnosis  of  coronary  insufficiency  is 
X based  for  the  most  part  on  history.  Abnormal 
findings  on  physical  examination  or  in  the  elec- 
trocardiogram are  encountered  in  a limited 
number  of  patients.  In  order  to  obtain  corrob- 
orative information,  studies  yielding  objective 
data  were  undertaken.  Exercise  tolerance1’2 
and  anoxemia  tests3-4  have  been  most  widely 
employed. 

More  recently  ergonovine  maleate5’6  has  been 
added  as  a test  for  establishing  the  presence  of 
coronary  insufficiency  through  objective  means. 
In  all  three  tests,  the  production  of  pain 
and/or  ST  depression  and  T-wave  inversion  are 
considered  diagnostic  of  coronary  insufficiency. 
The  object  of  this  investigation  is  to  study  the 
comparative  values  of  these  tests. 

Material  and  Method 

Twenty-three  patients  were  subjected  to 
exercise,  anoxemia,  and  ergonovine  tests,  each 
test  being  done  a week  apart  after  the  physical 
examination  and  electrocardiogram  were  found 
to  be  within  the  range  of  normal.  Seventeen  of 
these  patients  presented  a history  consistent 
with  the  clinical  diagnosis  of  coronary  insuf- 
ficiency. The  remaining  six  had  had  bizarre 
pain  unrelated  to  effort  and  were  not  considered 
clinically  to  have  angina  pectoris. 

Each  patient  was  subjected  to  a routine  history, 
physical  examination,  chest  roentgenogram,  and 
electrocardiogram  before  and  after  exercise. 
The  latter  consisted  of  ascending  and  descending 
on  a two-step  apparatus.1 

A week  later,  at  the  same  time  of  day,  another 
control  electrocardiogram  was  obtained,  and  the 
patient  inhaled  10  per  cent  oxygen  for  twenty 
minutes.  Tracings  were  repeated  at  the  five, 
ten,  and  twenty-minute  intervals  and  then 
following  an  interlude  of  100  per  cent  oxygen  for 
five  minutes. 

After  another  week  the  patient  was  subjected 
to  the  ergonovine  test,  0.2  to  0.8  mg.  ergonovine 
maleate  in  1 to  4 cc.  distilled  water  being  in- 
jected intravenously  at  a slow  rate.  In  addition 
to  the  control,  tracings  were  taken  as  the  drug 
was  being  injected,  and  at  one,  five,  and  ten- 
minute  intervals.  At  the  onset  of  pain  nitro- 
glycerine, grain  l/m  (0.43  mg.)  was  immedi- 
ately administered. 


Analysis  of  Results 

A summary  of  the  data  obtained  is  shown  in 
Table  I and  Fig.  1.  In  the  first  group  of  17 
subjects  who  had  characteristic  histories,  four 
(Cases  1,  2,  3,  and  4)  were  positive  to  all  three 
tests  (Case  4,  Fig.  2). 

In  one  of  these  (Case  3),  anoxemia  produced 
pain  but  no  electrocardiographic  changes,  while 
in  the  same  subject  ergonovine  (0.2  mg.)  caused 
electrocardiographic  aberrations  without  any 
chest  pain.  In  two  subjects  (Cases  10  and  14) 
ergonovine  and  exercise  tests  were  positive,  while 
anoxemia  was  negative.  In  one  instance  (Case  9) 
exercise  and  ergonovine  tests  caused  chest  pain 
without  electrocardiographic  abnormalities,  while 
anoxemia  studies  were  entirely  negative.  In 
four  cases  (5,  6,  7,  and  13),  the  ergonovine  test 
was  positive,  and  exercise  and  anoxemia  gave 
negative  results.  In  three  patients  (Cases  8, 
11,  and  12),  the  exercise  test  was  positive,  while 
ergonovine  and  anoxemia  tests  were  negative 
(Case  8,  Fig.  3).  In  two  individuals  (Cases 
16  and  17),  where  the  clinical  impression  of 
coronary  insufficiency  was  tenable,  all  three 
tests  produced  negative  results. 

In  one  instance  (Case  15),  exercise  was  negative 
while  the  anoxemia  and  ergonovine  tests  were 
positive  (Fig.  4). 

In  the  six  cases  where  the  clinical  impression 
was  not  suggestive  of  coronary  insufficiency, 
all  three  tests  were  negative. 

In  all  instances  where  chest  pain  was  consid- 
ered a positive  indication  of  coronary  insufficiency, 
this  symptom  was  typical  and  characteristic 
and  was  relieved  promptly  with  nitroglycerine. 

Comment 

The  studies  performed  on  this  small  group  of 
patients  indicate  that  the  ergonovine  test  is  as 
sensitive  an  index  of  coronary  insufficiency  as 
the  exercise  test  and  more  reliable  than  the 
anoxemia  test.  Whether  this  will  be  borne  out 
in  a larger  series  of  individuals  remains  to  be  seen. 
The  ease  of  administration  and  the  absence  of 
toxic  effects  (over  200  tests  have  already  been 
performed)  are  other  advantages  that  this  test 
possesses. 

It  should  be  noted  that  alarming  reactions 
with  an  ergot  preparation  in  patients  with  coro- 
nary disease  occurred  with  the  use  of  ergotamme 
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Fig.  1.  Comparative  results  of  ergonovine,  anoxemia,  and  exercise  tests  for  coronary  insufficiency. 


tartrate,  related  to  but  not  identical  with  ergono- 
vine maleate.7 

The  theoretic  mode  of  action  of  ergonovine 
has  been  discussed  elsewhere,6  and  it  is  considered 
that  ergonovine  causes  spasm  of  the  smaller 
coronary  vessels  with  resultant  pain  and  elec- 
trocardiographic changes. 

Although  the  exercise  tolerance  and  anoxemia 
tests  have  become  standard  procedures,  they 
have  definite  disadvantages.  Dangerous  side- 
reactions  have  been  witnessed  on  occasion.8 
Falsely  positive  exercise  tests  have  been  reported.6 
It  is  difficult  at  times  to  obtain  the  cooperation 
of  a patient  in  performing  the  exercise  test; 
either  he  fears  the  production  of  pain,  or  the 
individual  is  handicapped  by  old  age,  advanced 
arthritis,  or  amputation  of  a lower  limb,  or  is 
nonambulatory  for  other  reasons  so  that  the 
physical  stress  required  is  an  impossibility. 

An  important  advantage  in  performing  the 
ergonovine  test  is  the  ease  in  nullifying  the  effect 
of  the  drug  by  the  use  of  nitroglycerine  or  other 
promptly  effective  vasodilators  as  soon  as  ap- 
preciable chest  pain  or  pronounced  electrocar- 


diographic changes  are  noted.  By  contrast, 
in  the  anoxemia  test  the  state  of  anoxia  is  estab- 
lished before  the  test  is  effective  and  therefore 
cannot  be  corrected  as  rapidly.  In  the  exercise 
test  an  increased  myocardial  demand  for  oxygen 
must  be  obtained  before  the  test  becomes  effec- 
tive. This,  likewise,  cannot  be  quickly  over- 
come. The  use  of  the  anoxemia  test  in  patients, 
who,  in  addition  to  their  angina,  have  chronic 
pulmonary  disease,  is  definitely  contraindicated 
because  of  the  already  diminished  oxygen  satura- 
tion of  the  blood. 

It  is  recommended  that  direct-writing  electro- 
cardiographs be  used  in  all  types  of  investiga- 
tion for  coronary  insufficiency:  first,  because  of 
the  ease  in  observing  the  control  tracing  which 
must  be  done  before  any  tests  are  undertaken, 
and,  second,  the  occurrence  of  any  marked  elec- 
trocardiographic alteration  can  be  immediately 
detected  and  measures  to  counteract  the  effects 
of  the  test  promptly  undertaken. 

Summary 

A comparative  investigation  of  the  relative 
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Fig.  2.  Case  4 — Positive  tests  with  exercise,  ergonovine,  and  anoxemia  tests:  (A)  control,  (B)  im- 

mediately after  exercise,  (C)  fifteen  minutes  after  exercise,  (D)  ten  minutes  after  ergonovine  0.2  mg.,  (E) 
twenty  minutes  after  anoxemia. 


values  of  the  exercise,  anoxemia,  and  ergonovine 
test  for  coronary  insufficiency  was  undertaken 
on  23  patients,  17  of  whom  were  considered 
clinically  to  have  angina  pectoris.  In  the  latter 
group  four  were  positive  to  all  three  tests;  in 
three,  exercise  and  ergonovine  were  positive, 
while  anoxemia  studies  were  entirely  normal. 
In  four,  ergonovine  was  positive,  while  both 
exercise  and  anoxemia  were  negative.  In  three, 


exercise  was  positive  and  ergonovine  and  anox- 
emia negative.  In  one,  exercise  was  negative, 
while  anoxemia  and  ergonovine  were  positive. 
In  two  of  the  17,  all  three  tests  were  negative. 
In  the  six  individuals  where  the  clinical  impres- 
sion was  not  coronary  insufficiency,  all  three 
tests  were  negative. 

As  with  the  anoxemia  and  exercise  test  it  is 
assumed  that  a positive  test  with  ergonovine  is 


TABLE  I. — Analysis  op  Results 


Number 

Age 

Sex 

Clinical  Impression 

. — Exercise 

ECG 

Pain  Changes 

✓ — Anoxemia - 

ECG 

Pain  Changes 

, 0.2  Mg. . , 0.4 

ECG 

Pain  Changes  Pain 

Mg. 

ECG 

Changes 

i 

65 

M 

Anginal  syndrome 

+ 

+ 

+ 

+ 

+ 

+ 

2 

45 

F 

Anginal  syndrome 

+ 

+ 

+ 

+ 

+ 

+ 

3 

50 

M 

Anginal  syndrome 

+ 

+ 

+ 

— 

— 

+ 

4 

64 

F 

Anginal  syndrome 

+ 

+ 

— 

+ 

+ 

+ 

5 

71 

F 

Anginal  syndrome 

— 

— 

— 

— 

— 

+ 

+ 

+ 

6 

55 

F 

Anginal  syndrome 

— 

— 

— 

— 

+ 

+ 

7 

58 

M 

Anginal  syndrome 

— 

— 

— 

— 

+ 

+ 

8* 

54 

M 

Anginalrsvndrome 

4- 

+ 

— 

— 

— 

— 

9 

57 

F 

AnginalTsyndrome 

+ 

— 

— 

— 

+ 

— 

10 

55 

M 

Anginallsyndrome 

— 

+ 

— 

— 

+ 

+ 

11 

49 

M 

Anginal  syndrome 

— 

+ 

— 

— 

— 

— 

12 

54 

M 

Anginalfsyndrome 

— 

+ 

— 

— 

— 

— 

13 

52 

M 

Anginal|svndrome 

— 

— 

— 

— 

+ 

— 

14 

65 

M 

Anginal  syndrome 

+ 

+ 

— 

— 

+ 

+ 

15 

64 

F 

Anginal  syndrome 

— 

— 

+ 

+ 

+ 

+ 

16 

58 

M 

Anginal  syndrome 

— 

— 

17 

50 

M 

Anginal  syndrome 

— 

— 

— 

— 

— 

— 

18 

23 

M 

Neurosis 

— 

— 

— 

— 

— 

— 

19 

55 

M 

Not  angina 

— 

— 

— 

— 

— 

— 

20 

54 

F 

Hypertension,  not 

angina 

— 

— 

— 

— 

— 

— 

21 

33 

M 

Not  angina 

— 

— 

— 

— 

— 

— 

22 

62 

M 

Arthritis,  cervical 

spine 

— 

— 

— 

— 

— 

— 

23 

43 

M 

Neurosis 

— 

— 

— 

— 

— 

* This  patient  was  tested  with  0.6  and  0.8  mg.  ergonovine  with  negative  results. 
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A 
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Fig.  3.  Case  8 — Effects  of  exercise,  anoxemia,  and  ergonovine  maleate,  intravenous:  (A)  Control. 
(B)  Exercise;  ST  depression  in  lead  Vt  immediately  and  five  minutes  after  exercise  (24  steps).  (C)  Anox- 
emia twenty  minutes;  ten  and  twenty  minutes,  negative  test.  (D)  Ergonovine  maleate  (up  to  0.8  mg.) 
after  five  minutes;  negative  one,  five,  and  ten  minutes  after  injection. 


Fig.  4.  Case  15 — Effects  of  exercise,  anoxemia, 
and  ergonovine  maleate,  intravenous:  (A)  Control. 

(B)  Exercise  test  immediately;  immediately,  two 
minutes,  and  ten  minutes  after  exercise  negative. 

(C)  Anoxemia  test  after  five  minutes;  changes  in 
leads  I and  V4  five  minutes  after  inhalation  of  10 
per  cent  oxygen.  (D)  Ergonovine  maleate,  0.2  mg. 
intravenous,  after  eight  minutes;  note  ST  depression 
in  leads  II  and  V4. 


significant,  while  a negative  result  does  not 
preclude  the  presence  of  coronary  artery  disease. 

Conclusion 

In  a limited  study  of  23  subjects,  the  use  of 
ergonovine  maleate  was  found  to  be  a more 
reliable  test  for  coronary  insufficiency  than  the 
exercise  test  and  anoxemia  studies.  It  would 
seem,  however,  that  individuals  with  coronary 
artery  disease  may  vary  in  their  response  to 
the  various  stress  tests,  and  because  of  this  a 
battery  of  tests  should  prove  most  helpful  in  the 
diagnosis  of  coronary  insufficiency. 
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THE  ROLE  OF  EFOCAINE  IN  ANORECTAL  ANESTHESIA  AND 
ANALGESIA 

J.  M.  Gross,  M.D.,  and  H.  E.  Shaftel,  M.D.,  Brooklyn,  New  York 

{From,  the  Departments  of  Proctology  of  the  Beth-El  Hospital  and  the  Hebrew  Hospital  and  Home  for  the  Aged ) 


NINETY-EIGHT  per  cent  of  the  surgeons 
surveyed  by  Johnson  and  Schilla  reported 
that  they  resorted  to  the  use  of  narcotics  to  con- 
trol postoperative  pain  in  anorectal  surgery.1 
Pearson  regards  postoperative  pain  as  the  most 
common  anorectal  surgical  complication.2  The 
acceptance  of  postoperative  pain  following  proc- 
tologic surgery  is  so  widespread  that  narcotics 
are  routinely  administered  within  the  first 
twenty-four  to  forty-eight  hours  following  sur- 
gery. 

This  problem  becomes  much  more  significant 
when  we  recognize  that  most  patients  are  of  the 
opinion  that  any  intervention  in  the  anal  region 
is  necessarily  extremely  painful  and  for  this  rea- 
son delay  treatment.  The  sequelae  of  this  pro- 
nounced fear  of  pain  and  consequent  refusal  of 
medical  and  surgical  attention  are  best  empha- 
sized by  the  delay  in  diagnosis  and  treatment  of 
rectal  malignancies. 

The  search  for  a reliable,  nontoxic  anesthetic 
exerting  its  effect  for  a prolonged  period  for  use 
in  rectal  surgery  is  rather  well  known.  The 
introduction  of  the  anesthetic  oil  solutions  for 
proctologic  surgery  by  Yeomans  and  coworkers, 
Gabriel,  and  Morgan  soon  aroused  a sharp  inter- 
est in  these  preparations.3-7  The  rationale  for 
the  prolonged  effect  was  based  upon  the  use  of  an 
immiscible  solvent  which  would  slowly  release 
the  active  ingredients.  While  interesting  claims 
with  regard  to  anesthetic  duration  for  the  oil 
solutions  were  made  by  these  investigators,  re- 
ports of  their  failure  soon  appeared  in  the  litera- 
ture.8-10 It  was  shown  that  any  prolonged  dura- 
tion that  might  occur  was  not  due  to  any  mech- 
anism of  selective  drug  liberation  of  the  oil  sol- 
vent but  rather  to  a neurodegeneration  because  of 
benzyl  alcohol  in  these  preparations.11  The 
anesthetic  activity  in  these  instances  is  limited 
to  the  period  of  regenerative  repair.  Smith 
pertinently  stated  that  these  agents  should  not  be 
called  anesthetic  because  in  his  experience  “post- 
operative anorectal  anesthesia  was  not  produced 
at  any  time.”10 

The  basic  theory  with  regard  to  the  use  of  an 
oil  as  an  inhibitory  solvent  has  been  discredited 
by  Emery  and  coworkers,  Brown  et  al.,  Bray, 
and  Freyberg. 12-15  The  status  of  the  oil  vehicle 
has  been  aptly  described  by  Duncan  and  Jarvis, 
that  “at  best  the  oils  can  be  regarded  only  as  a 
source  of  annoyance  because  of  slow  absorp- 
tion and  the  danger  of  improper  injections.”11 


These  dangers  have  been  repeatedly  reported 
to  be  the  formation  of  abscesses  (due  to  a foreign- 
body  reaction),  inflammatory  reaction  of  the  tis- 
sues, suppuration,  and  necrosis.10  It  is  obvious 
that  oily  solutions  should  never  be  injected  about 
infected  areas.  It  is  interesting  to  note  that 
Turell  states,  concerning  the  use  of  the  oil- 
anesthetic,  that  “...many  cases  of  postinjec- 
tional  suppuration  are  unreported  for  obvious 
reasons.”16 

A fresh  approach  to  the  problem  of  prolonged 
anesthesia  is  provided  in  the  development  of 
Efocaine*  which  produces  its  effect  through  a 
repository  mechanism.  The  limitations  of  the 
oil  solvent  were  circumvented  by  the  use  of  an 
aqueous  miscible  vehicle.  The  rationale  for  the 
prolonged  duration  of  anesthesia  is  based  upon 
the  well-known  pharmacologic  principle  that 
slightly  soluble  substances  which  are  slowly  ab- 
sorbed exert  an  effect  for  a greater  period  than  do 
their  more  soluble  analogs.  This  concept  has 
been  utilized  by  the  suspensions  of  the  hormones, 
hormonal  implants,  and  suspension  of  procaine 
penicillin. 

While  Monash  demonstrated  an  increased 
effect  with  a suspension  of  procaine,  his  prepara- 
tion had  to  be  freshly  prepared  because  of  the 
established  fact  that  these  agents  hydrolyze  when 
in  contact  with  water  and,  therefore,  are  un- 
stable.17 The  suspensions,  furthermore,  have  a 
number  of  inherent  drawbacks.  The  sedimenta- 
tion of  particles  makes  accurate  dosage  impos- 
sible. A wide-bore  needle  is  necessary  which 
causes  undue  pain  because  of  operational  trauma. 
The  very  nature  of  the  suspension  serves  to  de- 
velop contamination  by  foreign  materials  such  as 
molds  and  dirt.  Efocaine  has  none  of  these 
limitations  since  it  is  a clear  solution,  although  it 
embodies  all  of  the  advantages  of  the  suspen- 
sions. 

The  normally  insoluble  anesthetic  bases,  pro- 
caine and  butyl  aminobenzoate,  are  dissolved  in  a 
specially  balanced,  nontoxic  aqueous  miscible 
solvent.18-21  This  solution  is  at  saturation 
limits  so  that  the  addition  of  even  minimal 
quantities  of  body  fluids  (lymph  or  serum)  causes 
a precipitation  of  the  active  ingredients.  When 
Efocaine  is  injected,  the  contact  with  the  extra- 
cellular fluid  produces  precipitation  of  the  anes- 
thetic bases  in  situ  to  form  a depot  of  the  drug. 


* E.  Fougera  and  Company,  Inc.,  New  York  City. 
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TABLE  I.- — Summary  of  Surgical  Cases  Studied  and 
Degree  of  Pain  Relief  Obtained 


Number 

Surgical  Indication  of 

or  Diagnosis  Cases 

Number  of  Patients 
Requiring  Postoperative 

✓ Medication* •> 

(Doses) 

None  1 2 More 

Hemorrhoidectomy 
Hemorrhoidectomy  and 

37 

22 

6 

7 2 

fissure-in-ano 
Hemorrhoidectomy  and 

3 

3 

fistula-in-ano 

5 

2 

2 

I 

Fissure-in-ano 

i 

l 

Fistula-in-ano 

7 

4 

3 

Anal  hematoma 

4 

1 

3 

Anal  h'ematoma  and  fissure 

1 

1 

Excision  of  pilonidal  cyst 

0 

4 

1 

1 

Cryptitis  and  papillitis 

1 

1 

Total 

65 

35 

18 

10  2 

* Refers  to  total  doses  of  narcotic  medication  administered. 


This  depot  is  then  slowly  absorbed  to  produce  a 
prolonged  anesthesia. 

A study  by  Iason  and  Shaftel  of  100  surgical 
patients  revealed  that  local  anesthesia  was  pro- 
duced for  approximately  two  weeks.22  Efficient 
postoperative  pain  control  was  accomplished 
which  resulted  in  greatly  diminished  narcotic 
requirements.  There  were  no  local  reactions 
observed,  nor  were  there  any  systemic  toxicities 
noted.  Wound  healing  was  not  interfered  with, 
and  the  drug  was  well  tolerated  in  all  instances. 

Similar  results  were  reported  in  a study  of 
Efocaine  used  for  intercostal  nerve  block  in 
upper  abdominal  surgery.23  In  this  series  of  30 
patients  control  of  pain  was  accomplished  to  a 
very  high  degree,  and  postoperative  narcotic 
administration  was  virtually  eliminated. 

In  view  of  the  need  for  an  anesthetic  with  these 
properties  in  proctologic  practice,  it  was  deemed 
important  to  investigate  this  agent  for  its  scope 
in  anorectal  surgery. 

Postoperative  Anorectal  Pain 

The  patients  were  unselected,  and  the  opera- 
tive procedures  were  performed  in  the  usual  man- 
ner with  Efocaine  used  to  control  postoperative 
pain.  The  types  of  surgical  anesthesia  employed 
were  spinal,  epidural,  caudal,  and  local  infiltra- 
tion. There  were  35  males  and  30  females  with 
an  age  range  of  nineteen  to  sixty-nine  years.  A 
summary  of  the  cases  studied  is  presented  in 
Table  I. 

The  degree  of  local  anesthesia  achieved  and  its 
resultant  pain  control  are  dependent  upon  the 
proper  deposition  of  the  anesthetic  solution.  It 
is  obvious  that  unless  all  the  sensory  nerves  in- 
nervating this  region  are  blocked,  pain  will  be 
present.  In  this  series  the  injected  area  was 
tested  for  the  presence  of  anesthesia  by  the  con- 
ventional skin-prick  technic  using  a sterile 
needle. 


1 


) 


Fig.  1.  Anorectal  administration  of  Efocaine. 

There  are  many  injectional  technics  in  vogue 
for  the  administration  of  local  anesthetics.  We 
employed  those  which  appeared  to  be  most  ap- 
plicable and  adapted  them  to  the  particular 
needs  of  the  patient  and  pathology. 

Hemorrhoidectomy -The  finger  is  inserted  into 
the  rectum  and  the  terminal  joint  flexed  to  hook 
the  anorectal  muscle  ring  downwards.  The 
finger  is  kept  still  and  used  as  a guide.  A 22-  or 
24-gauge  (3-inch)  needle  is  inserted  into  the  tis- 
sues parallel  and  about  iy2  inches  posterior  to 
the  anal  canal.  The  drug  is  slowly  injected  as 
the  needle  is  withdrawn,  pooling  being  meticu- 
lously avoided.  The  needle  is  withdrawn  up  to 
the  edge  of  the  skin  and  then  reinserted,  subcu- 
taneously and  laterally  to  the  rectum  at  an  angle 
of  45  degrees  toward  the  left  side.  The  injection 
is  again  made  as  the  needle  is  withdrawn  and  is 
reinserted  to  the  right  or  opposite  side  (Fig.  1.). 

The  procedure  is  repeated  about  1 inch  anterior 
to  the  anal  canal.  In  some  patients  fanwise, 
subcutaneous  injections  from  the  right  and  left 
sides  toward  the  midline  may  be  indicated.  The 
ischiorectal  fossa  is  to  be  avoided.  The  extent 
of  surgery  and  the  needs  of  the  particular  patient 
should  always  be  the  predominant  factors  in  the 
application  of  any  technic.  It  should  be  noted, 
however,  that  the  majority  of  patients  were  ade- 
quately managed  with  the  procedure  described 
above. 
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Care  should  be  taken  that  no  bulging  results 
from  the  injection  (an  indication  of  too  super- 
ficial deposition).  At  no  time  should  the  needle 
penetrate  through  the  anal  wall,  nor  should  the 
drug  be  deposited  intradermally. 

The  technic  of  injection  described  above  pre- 
supposes that  the  patient  is  under  the  control  of 
the  surgical  anesthesia.  When  this  is  not  ap- 
plicable, then  skin  wheals  should  be  raised  with 
procaine  hydrochloride  and  the  needle  inserted 
through  the  wheal. 

Some  operators  still  resort  to  rectal  packing- 
following  hemorrhoidectomy.  This  procedure 
results  in  severe  pain  when  packing  is  removed  on 
the  second  and  third  postoperative  day.  In 
order  to  determine  the  extent  of  pain  relief  result- 
ing from  a single  injection  of  Efocaine,  we 
utilized  this  procedure,  namely,  rectal  packing, 
in  a series  of  ten  patients,  although  it  is  not  a 
usual  technic  with  us,  nor  do  we  recommend  it. 
The  packing  was  removed  on  the  second  or  third 
postoperative  day  without  any  pain  in  seven  pa- 
tients and  slight  pain  in  three  patients.  It  is  also 
of  interest  to  note  that  there  was  little  discomfort 
on  the  first  postoperative  bowel  movement  even 
though  enemata  were  administered. 

Anal  Fissures  and  Ulcers. — Anal  fissures  and 
ulcers  are  areas  in  which  the  protective  anoderm 
have  been  lost  through  trauma  and/or  infection. 
The  anal  fissures  are  linear  in  the  long  axis  of  the 
anus  while  the  ulcer  may  have  any  shape.  Fis- 
sures and  ulcers  are  painful  because  of  the  expo- 
sure of  nerve  endings,  and  the  attempted  splint- 
ing by  the  sphincter  ani  results  in  spasm. 

The  basic  technic  of  injection  as  described 
above  was  generally  followed  for  pain  control 
following  fissurectomy  with  an  additional  small 
quantity  placed  beneath  the  fissure  bed.  The 
anesthetic  is  distributed  in  a fanlike  manner  and 
injected  deep  into  the  sphincter  muscles  on  both 
sides  of  the  anus.  The  injection  of  Efocaine 
under  the  fissure,  immediately  subcutaneously 
and  intramuscularly,  relaxes  the  spasm  and  re- 
lieves the  pain.  If  there  is  a sentinel  pile  or 
chronic  granulation  tissue,  these  should  be  re- 
moved for  better  drainage  of  the  wound.  It  is 
important  to  note  that  Efocaine  may  be  advan- 
tageously employed  in  the  manner  described 
above  in  the  treatment  of  the  fissure  or  anal 
ulcer  without  preliminary  digital  examination, 
thus  avoiding  an  extremely  painful  procedure. 

Fistula-in-ano. — -The  excision  of  the  fistulous 
tract  was  conducted  under  the  usual  surgical 
anesthesia.  Efocaine  was  used  to  control  post- 
operative pain.  Anorectal  infiltration  with 
special  attention  given  to  placing  the  anesthetic 
solution  about  the  fistulous  tract  was  employed. 
Since  Efocaine  is  not  encapsulated  and  does  not 


lead  to  abscess  formation,  it  may  be  used  safely 
just  outside  the  infected  tract. 

Excision  of  Pilonidal  Cysts. — Efocaine  was 
used  to  control  postoperative  pain  following 
primary  suture.  Injections  were  made  subcu- 
taneously and  laterally  to  the  excised  fistulous 
tract  and  incision. 

Anal  Hematoma. — Where  surgical  intervention 
wras  carried  out,  perianal  infiltration  with  Efo- 
caine was  utilized  as  adjunct  anesthesia.  In  the 
instances  where  nonoperative  procedures  were 
indicated,  the  injection  was  made  both  subcu- 
taneously and  intramuscularly  as  described  for 
anal  fissure.  The  intramuscular  injection  was 
made  laterally  as  well  as  deeply  into  the  tissues 
to  assure  adequate  anesthesia  and  analgesia. 

Controls. — All  patients  were  carefully  observed 
for  local  tissue  reactions,  systemic  toxicities, 
presence  of  postoperative  pain,  and  the  duration 
of  anesthesia.  The  study  was  controlled  in  the 
following  manner : 

1.  The  patient  was  carefully  questioned  each 
day  as  to  the  presence  of  pain  and  its  location, 
and  if  pain  was  present,  it  was  noted  on  a chart. 
The  results  of  the  test  series  were  compared  with 
those  obtained  by  the  same  operators  from  pa- 
tients undergoing  analogous  surgery  without  the 
use  of  a local  anesthetic. 

2.  The  postoperative  and  sedative  medica- 
tions administered  to  the  test  series  were  com- 
pared with  the  needs  of  the  untreated  patients. 
It  should  be  noted  that  similar  drug  orders  were 
written  for  both  the  treated  and  untreated  con- 
trols. The  nursing  staff  was  not  informed  as  to 
which  patients  received  Efocaine  so  that  subjec- 
tive influences  would  be  minimized  as  much  as 
possible. 

Results. — Efocaine  produced  an  efficient  local 
anesthesia  in  all  cases  as  evidenced  by  the  post- 
operative drug  requirements  and  sensitivity  to 
skin-prick.  Of  the  entire  series,  35  patients  re- 
quired no  postoperative  medication;  28  received 
one  or  two  doses,  and  two  patients  received  three 
doses  of  postoperative  medication.  The  mean 
number  of  doses  per  patient  for  the  entire  test 
group  was  0.60.  In  contrast  to  these  results,  the 
control  group  required  an  average  of  4.36  doses 
per  patient,  and  there  were  no  patients  who  did 
not  receive  postoperative  medication.  Three 
patients  of  the  control  series  required  one  to  two 
doses  of  sedative  medication;  12  required  three 
to  four  doses;  29  required  five  to  six  doses  and 
21  more  than  six  doses  of  sedative  medication. 
A point  of  interest  arises  with  a detailed  analysis 
of  the  drug  requirements  of  the  experimental 
group.  Almost  all  of  the  medication  was  admin- 
istered by  the  night  nursing  staff.  This  per- 
haps serves  to  emphasize  further  the  degree  of 
pain  relief  achieved,  since  96  per  cent  of  the  entire 
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TABLE  II. — The  Use  of  Efocaine  in  Pruritus  Ani 


Case 

Number 

Age 

Sex 

Diagnosis 

' Efocaine • 

Amount 

(Cc.)  Location 

Remarks 

i 

26 

F 

Pruritus  ani,  chronic  fungoid 

5 

Left  posterior 

Injections  made  at  weekly  intervals, 

5 

Right  lateral 

anesthesia  present  8 to  10  days  later; 

5 

Left  lrteral 

5-week  follow-up  asymptomatic. 

2 

43 

M 

Pruritus  ani;  dermatitis 

5 

Area  asymptomatic  on  follow-up. 

3 

51 

M 

Pruritus  ani,  chronic  fungoid 

5 

Left 

Injections  made  at  weekly  intervals. 

5 

Right 

10 

Right 

5 

Left 

4 

32 

M 

Pruritus  ani,  chronic,  idiopathic 

5 

Right  anterior 

5 

77 

M 

Pruritus  ani,  chronic  due  to  fistula 

5 

Left 

Very  severe  pruritus  of  many  vears 

4 

Right 

duration.  Injection  made  at  2-day 

intervals;  6-month  follow-up  asymp- 

tomatic. 

6 

35 

F 

Pruritus  ani,  chronic 

5 

Right  side 

Asymptomatic  on  3-month  follow-up. 

7 

56 

M 

Pruritus  ani,  fungoid  and  idio- 

5 

Posterior 

Anesthesia  for  2 weeks;  asymptomatic 

pathic 

2 months  later. 

8 

30 

M 

Pruritus  ani,  chronic  fungoid 

5 

Left 

Asymptomatic. 

5 

Right 

9 

32 

M 

Pruritus  ani,  idiopathic 

5 

Left 

Anesthesia  for  10  days;  asymptomatic. 

5 

Right 

10 

36 

F 

Pruritus  ani,  idiopathic 

5 

Right 

Anesthesia  for  17  days;  asymptomatic 

4 

Left 

l-month  follow-up. 

11 

42 

M 

Pruritus  ani,  chronic  fungoid 

5 

Right 

Anesthesia  21  da  vs  on  right  side,  19  days 

5 

Left 

left  side;  asymptomatic  1-month 

follow-up. 

12 

56 

M 

Pruritus  ani ; pruritus  scrote 

5 

Right 

Only  anal  area  injected.  Pruritus  scrote 

5 

Left 

disappeared  simultaneously. 

13 

48 

F 

Pruritus  vulvae 

5 

Injections  made  subcutaneously  about 

labia. 

14 

58 

M 

Pruritus  ani,  idiopathic 

5 

Right 

Injections  made  at  weekly  intervals; 

4 

Left 

asymptomatic  at  4-week  follow-up. 

15 

40 

M 

Pruritus  ani,  chronic  fungoid 

5 

Left 

Asymptomatic  on  5-week  follow-up. 

5 

Right 

group  required  either  no  medication  or  one  to  two 
doses  postoperatively,  as  compared  with  4.6  per 
cent  of  the  control  series. 

Anesthesia  was  present  for  a period  greater 
than  ten  days.  In  some  instances  it  was  as  great 
as  three  weeks.  There  were  no  untoward  effects 
observed  because  of  this  extended  duration,  and 
generally  sphincter  control  returned  to  normal 
within  the  usual  time  in  spite  of  the  presence  of 
skin  anesthesia.  One  patient  had  a profound . 
anesthesia  to  the  point  of  incontinence  one  week 
postoperative,  although  this  was  not  usual. 

Treatment  of  Pruritus  Ani 

There  were  15  cases  of  pruritus  ani  in  which 
Efocaine  was  employed,  including  11  male  and 
four  female  patients  with  ages  ranging  from 
twenty-six  to  seventy-seven  years.  A summary 
of  these  cases  is  presented  in  Table  II. 

The  technic  of  administration  for  pruritus  ani 
is  as  follows:  The  injections  are  made  about  the 
four  quarters  of  the  “anal  clock,”  starting  with 
the  most  pruritic  quadrant.  The  drug  should  be 
introduced  subcutaneously  (not  intramuscularly) 
in  each  segment,  preferably  on  different  days. 
The  injection  of  only  one  or  two  quadrants  will 
frequently  bring  the  pruritic  stimuli  below  the 
conscious  level,  affording  almost  complete  relief 
in  all  four  quadrants. 

It  should  be  emphasized  that  Efocaine  is  not  a 
curative  agent  but  merely  a means  of  interrupting 
the  “itch-scratch,  scratch-itch”  cycle.  Good 


hygiene  and  medical  treatment  must  also  be  insti- 
tuted. However,  it  has  been  known  that  the 
interruption  of  the  “itch-scratch,  scratch-itch” 
cycle  is  an  important  aspect  of  the  treatment  of 
this  condition.  The  use  of  topical  applications, 
such  as  ointments,  in  many  cases  aggravates  the 
condition  rather  than  relieves  it.  Through  the 
use  of  prolonged  local  anesthesia,  the  pruritic 
stimuli  are  depressed,  permitting  healing  of  the 
excoriated  tissue. 

We  were  very  much  impressed  by  the  effects  of 
this  drug  in  the  management  of  pruritus  ani. 
Although  prolonged  local  anesthesia  is  not  a 
“specific”  for  pruritus  ani,  and  the  cure  of  this 
condition  depends  upon  the  proper  therapeutic 
attack  of  the  etiologic  factors,  in  many  instances 
relief  of  itching  and  the  resultant  freedom  from 
further  tissue  damage  to  the  area  due  to  the 
scratching  will  allow  the  normal  body  defense 
mechanisms  to  act  upon  this  pathologic  state. 
In  this  manner  “cures”  may  be  seen  following  the 
use  of  prolonged  local  anesthesia  alone. 

Comment 

An  examination  of  the  cases  studied  revealed  a 
wide  range  of  Efocaine  dosage  used.  On  con- 
sidered analysis  of  our  results  it  appears  that  5 to 
10  cc.  is  the  optimum  dosage  for  anorectal  pain 
control.  This  amount  should  rarely  be  exceeded. 
There  appears  to  be  no  advantage  in  using  more 
since  the  anesthesia  obtained  with  10  cc.  was  as 
intense  as  that  obtained  with  larger  quantities. 
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Less  than  2.5  cc.  per  side  poses  the  problem  of 
an  incomplete  block  unless  the  drug  is  properly- 
placed.  In  pruritus  ani,  3 cc.  will  suffice  to 
supply  anesthesia  to  either  side. 

There  were  no  untoward  results  with  Efocaine 
when  used  according  to  the  methods  described 
above  and  in  the  recommended  dosage.  On  the 
basis  of  our  series  we  found  no  instances  of 
encapsulation  or  fibrosis  occurring  as  a result  of 
the  use  of  this  drug.  Efocaine  in  rectal  surgery  is 
recommended;  this  drug  is  worthy  of  further 
application  in  proctologic  practice. 

Summary  and  Conclusions 

1.  The  use  of  Efocaine  to  produce  prolonged 
local  anesthesia  in  65  cases  of  anorectal  surgery 
and  in  15  cases  of  pruritus  ani  is  reported,  and  the 
methods  of  administration  are  described. 

2.  Local  anesthesia  was  produced  for  periods 
from  ten  days  to  three  weeks  without  local  tissue 
reaction  or  any  untoward  results.  No  inter- 
ference with  wound  healing  was  observed  from 
this  use. 

3.  Efficient  pain  control  was  achieved  in  96 
per  cent  of  the  anorectal  surgery  series  in  which 
patients  required  either  none,  or  one  to  two  doses 
of  postoperative  medication  following  surgery. 
An  average  of  0.6  dose  per  patient  of  postopera- 
tive medication  was  administered  to  the  treated 
series  in  contrast  to  4.36  doses  required  by  the 
control  group  under  analogous  surgery. 

4.  All  of  the  patients  with  pruritus  ani  were 
benefited  by  the  use  of  prolonged  local  anesthesia 
with  Efocaine. 

5.  The  recommended  dose  range  for  Efocaine 


in  anorectal  surgery  is  5 to  10  cc.  Larger  quanti- 
ties are  unnecessary,  and  smaller  quantities  pre- 
sent the  difficulty  of  obtaining  a complete  nerve 
block  for  the  area.  The  recommended  dose  in 
pruritus  ani  is  3 cc.  to  either  side. 

6.  Efocaine  is  an  effective  prolonged-acting 
local  anesthetic  that  is  recommended  for  use  in 
anorectal  surgery  and  proctologic  practice. 

88  Rugby  Road 
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USE  OF  BENADRYL  FOR  SYMPTOMATIC  RELIEF  OF  THALAMIC  PAIN 


Trials  in  a series  of  17  patients  appear  to  justify 
the  belief  that  Benadryl  given  orally  in  relatively 
high  dosages  is  effective  in  ameliorating  pain  and 
symptoms  of  hyperpathia  incidental  to  the  thalamic 
syndrome.  As  a result,  physical  therapy  and  other 
procedures  are  facilitated,  speeding  up  the  process  of 
rehabilitation. 

The  clinical  entity  referred  to  as  the  “thalamic 
syndrome”  is  usually  caused  by  a vascular  lesion, 
often  due  to  occlusion  or  rupture  of  one  of  the 
thalmogeniculate  branches  of  the  posterior  cerebral 
artery.  One  of  the  problems  associated  with  the 


condition  is  hyperpathia  on  the  affected  side,  re- 
sulting in  acute  discomfort  to  the  patient  in  being 
bathed  or  dressed,  lifted  in  or  out  of  a wheel  chair,  or 
in  enduring  excessive  pressure  from  bed  clothes  or 
the  weight  of  his  own  body.  Often  coexisting  is  the 
additional  symptom  of  spontaneous  pain  of  either 
the  arm  or  leg  or  both.  This  may  be  of  almost  un- 
bearable character  and  is  described  variously  as  bor- 
ing, aching,  or  crushing.  The  pain  is  intensified 
when  any  manipulative  procedure  is  attempted. — 
Ralph  W.  Barris,  M.D.,  Neurology,  J anuary-F ebru- 
ary,  1952 


DISSEMINATED  LUPUS  ERYTHEMATOSUS  IN  THE  NEGRO 

Louis  Rosenbaum,  M.D.,  and  Theodore  Cohen,  M.D.,  New  York  City 

( From  the  Department  of  Internal  Medicine,  Harlem  Hospital) 


THE  purpose  of  this  paper  is  to  relate  our 
experience  with  disseminated  lupus  erythe- 
matosus in  the  Negro.  A perusal  of  the  literature 
substantiates  our  opinion  on  the  rarity  of  reports 
of  the  disease  in  the  colored  race.1-8 

Lupus  erythematosus  has  been  known  since 
1828,  having  first  been  described  by  Biett  as 
“erythema  centrifuge.”6  To  Kaposi  goes  the 
credit  for  being  the  first  to  describe  the  syndrome 
of  disseminated  lupus  erythematosus.  In  1872, 
he  stated  that  lupus  erythematosus  “may  appear 
as  a disseminated  or  generalized  acute  or  sub- 
acute febrile  eruption  and  that  in  such  circum- 
stances local  or  constitutional  symptoms  may 
affect  the  organism  and  may  even  endanger  or 
destroy  the  life  of  the  patient.”9 
The  earliest  report  of  the  disease  in  Negroes 
appeared  in  1908  when  Fox  reported  four  cases.10 
We  have  reviewed  the  literature  and  have  found 
approximately  100  cases. 3’4’6-8,10-18  Of  this 
number  only  six  were  authentic  cases  of  the  dis- 
seminated form.8’12,17'18  The  statistics  are  very 
limited.  Cummer,  in  compiling  the  work  of 
Fox,  Hazen,  and  himself,  reported  31  cases  (23 
white  and  eight  Negro)  with  a ratio  of  3.8  cases  of 
lupus  erythematosus  per  1 ,000  cases  of  cutaneous 
disease  in  the  yvhite  as  compared  to  1.8  cases  of 
lupus  erythematosus  per  1,000  cases  of  cutaneous 
disease  in  the  Negro.4  However,  he  makes  no 
mention  of  whether  the  cases  were  the  discoid  or 
the  disseminated  type. 

The  low  incidence  of  the  disease  in  the  Negro 
race  cannot  definitely  be  explained.  Geograph- 
ically, no  striking  difference  has  been  found  to 
indicate  any  marked  variation  in  the  incidence  of 
the  disease  in  areas  where  the  white  race  pre- 
dominates. However,  “in  tropical  countries 
inhabited  by  colored  races  the  disease  is  appar- 
ently extremely  rare.”19  If  the  theory  of  actinic 
trauma  or  photosensitivity6' 19  as  an  etiologic  fac- 
tor is  to  be  considered,  one  may  speculate  that  the 
excess  amount  of  pigment  in  the  Negro  affords 
them  some  protection  against  the  disease. 

Harlem  Hospital,  a large  metropolitan  institu- 
tion, has  a yearly  ward  census  of  approximately 
19,000  Negro  patients.  The  available  records 
reveal  only  six  proved  cases  of  lupus  erythemato- 
sus in  Negroes  since  1937.  Of  these,  five  were  in 
females,  and  one  was  in  a male  patient.  Among 
the  former,  three  cases  were  definitely  estab- 
lished both  clinically  and  pathologically  as  being 
disseminated  lupus  erythematosus.  The  re- 


maining cases  presented  only  cutaneous  lesions 
with  biopsies  reported  as  being  “compatible  with 
a diagnosis  of  lupus  erythematosus.”  Undoubt- 
edly, some  cases  were  missed  because  several 
patients  who  were  suspected  of  having  the  dis- 
ease left  the  hospital  before  a careful  workup 
could  be  completed. 

Case  Reports 

Case  1. — S.  W.,  a twenty-seven-year-old  Negro 
female,  was  admitted  to  the  medical  service  of 
Harlem  Hospital  on  September  4,  1947,  stating  that 
she  had  been  in  good  health  up  until  nine  months 
prior  to  admission  at  which  time  she  began  to  notice 
easy  fatigability,  progressive  weight  loss,  and  a skin 
eruption  on  the  nose  which  spread  to  the  cheeks. 
Her  past  history  was  nonrevealing. 

On  admission  she  appeared  chronically  ill  with 
evidence  of  weight  loss.  Temperature  was  102  F. 
A maculopapular  rash  was  noted  on  the  bridge  of  the 
nose,  extending  across  the  malar  regions  with  a 
butterfly-like  distribution.  The  blood  pressure 
was  114/70  mm.  Hg.  The  other  essentially  abnor- 
mal physical  findings  were  a systolic  murmur  at  the 
apex  of  the  heart,  which  was  not  transmitted,  and 
an  accentuation  of  the  second  pulmonic  sound. 

The  initial  laboratory  data  revealed  hemoglobin 
6 Gm.,  red  blood  cells  2,530,000,  and  5,750  white 
blood  cells  per  cu.  mm.  with  a differential  count  of 
84  polymorphonuclears,  14  lymphocytes,  and  2 
stabs.  The  urine  showed  a specific  gravity  of  1.010 
with  4 plus  albumin  and  an  occasional  white  blood 
cell  per  high  power  field.  The  blood  creatinine, 
urea  nitrogen,  and  sugar  were  all  normal.  Total 
serum  protein  was  6.4  Gm.  The  albumin  was  2.31 
Gm.  and  the  globulin  4.09  Gm.  with  an  albumin- 
globulin  ratio  of  0.57.  The  formol  gel  test  was 
positive.  The  blood  Kahn  was  negative. 

The  day  after  admission  a dermatologic  consult- 
ant diagnosed  the  skin  lesion  on  the  face  as  lupus 
erythematosus.  Five  days  after  admission  the 
patient  developed  nuchal  rigidity,  bilateral  positive 
Kernigs  sign,  and  signs  of  a pneumonic  consolida- 
tion in  the  right  upper  lobe.  Her  temperature  fluc- 
tuated between  102  and  105  F.  A spinal  tap  re- 
vealed clear  fluid  with  a normal  pressure.  There 
were  4 mononuclear  cells  per  cu.  mm.  No  organisms 
were  present  on  direct  smear,  and  cultures  were  sub- 
sequently reported  as  being  sterile.  The  spinal 
fluid  studies  of  chlorides,  sugar,  and  protein  were 
normal.  An  electrocardiogram  showed  a sinus 
tachycardia.  Blood  and  sputum  cultures  grew 
type  23  pneumococcus.  A portable  x-ray  of  the 
chest  was  unsatisfactory. 

Despite  intensive  therapy  with  penicillin,  she 
lapsed  into  a deep  coma  and  expired  the  eighth  day 
after  admission. 
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Autopsy  findings  (salient  positive  features)  were 
as  follows: 

Gross  examination: 

1 . Poorly  nourished  colored  female  with  a 
confluent  papular  rash  across  the  bridge  of  the  nose 
to  the  malar  regions. 

2.  Respiratory  system:  The  right  upper  lobe 
is  firm  in  the  hilar  region.  Section  reveals  a 
mottled  cut  surface.  A foamy  serosanguineous 
fluid  exudes  from  the  remainder  of  the  lung. 

3.  Cardiovascular  system:  The  heart  is  not 
enlarged.  The  musculature,  chambers,  and  cor- 
onary vessels  appear  normal.  The  mitral  valve 
shows  some  thickening. 

4.  Brain:  The  brain  appears  normal  except 
for  several  small  vessels  in  the  region  of  the  inter- 
nal capsule  which  appear  firm  and  fibrous  in  areas. 

5.  Kidneys:  The  kidneys  are  enlarged  and 
flabby.  A section  reveals  marked  pallor  of  the 
entire  organ.  The  cortex  is  widened.  The  pelvis 
shows  slight  widening. 

6.  Gastrointestinal  system,  genital  system, 
liver,  gallbladder,  and  adrenals  appear  to  be 
normal. 

Microscopic  examination: 

1.  Lungs:  The  lungs  reveal  patches  of  pneu- 
monia with  peribronchial  distribution.  The  alve- 
oli are  filled  with  many  polymorphonuclears,  red 
blood  cells,  and  epithelial  cells.  The  capillaries 
show  fibrinoid  degeneration  of  the  walls. 

2.  Kidney:  The  glomerular  tufts  show  round 
cell  infiltration  and  the  typical  “wire  loop”  capil- 
laries with  fibrinoid  degeneration.  Other  glomeruli 
show  epithelial  proliferation  and  crescentic  for- 
mation. There  is  marked  fatty  degeneration  of 
the  convoluted  tubules. 

3.  Spleen:  The  spleen  shows  round  cell  infil- 
tration and  fibrinous  exudation  into  the  capsule. 
The  sinusoids  are  markedly  congested.  The 
central  arteries  appear  to  be  increased  in  number 
and  show  marked  perifibrosis  with  fibrinoid 
degeneration. 

4.  Heart:  The  endocardium  shows  thicken- 
ing of  the  collagen  fibers  with  increased  eosino- 
philia  and  swelling  of  the  matrix. 

5.  Liver:  The  liver  reveals  moderate  fatty 
changes  and  some  dilatation  of  the  sinusoids  and 
central  veins. 

6.  Skin:  The  skin  shows  areas  in  which  the 
dermis  is  highly  acidophilic.  Scattered  round 
cell  infiltration  is  noted. 

7 . Brain : The  brain  reveals  fibrinoid  degenera- 
tion in  the  walls  of  the  blood  vessels. 

Pathologic  diagnosis:  Bronchopneumonia,  dis- 

seminated lupus  erythematosus. 

Case  2. — F.  W.,  a fifteen-year-old  Negro  female, 
was  admitted  to  the  medical  service  of  Dr.  N.  White- 
man  on  January  11,  1950,  with  the  history  of  having 
had  a dental  extraction  in  September,  1949.  In 
November,  1949,  she  experienced  recurrent  migra- 
tory pains  in  the  hands,  wrists,  and  knees,  associ- 
ated with  fever.  In  December,  1949,  she  was  hos- 
pitalized at  another  hospital  for  two  weeks  and  was 
discharged  with  the  diagnosis  of  rheumatic  fever. 


Shortly  afterwards  the  arthralgias  returned,  and  she 
sought  admission  to  this  hospital. 

On  admission  a physical  examination  revealed  an 
acutely  ill  girl  with  a pulse  of  96  and  a tempera- 
ture of  102  F.  There  were  multiple  carious  teeth  in 
the  molar  regions  and  an  enlarged  tender  submaxil- 
lary lymph  gland  on  the  right  side.  A left  mastoidec- 
tomy scar  was  present.  The  lungs  were  clear  to 
percussion  and  auscultation.  The  heart  was  not 
enlarged  to  percussion.  Blood  pressure  was  f 10/70 
mm.  Hg.  A grade  2 systolic  murmur  was  heard 
over  the  entire  precordium  with  maximum  inten- 
sity in  the  third  left  intercostal  space.  Present 
also  was  an  inconstant  gallop  rhythm.  The  elbow 
joints  were  somewhat  warm  and  tender  but  with  no 
redness  or  limitation  of  motion.  The  lower  extremi- 
ties exhibited  1 plus  bilateral  pitting  ankle  edema. 
The  impression  on  admission  was  acute  rheumatic 
fever  with  rheumatic  heart  disease. 

Past  history  revealed  chickenpox  and  a mastoidec- 
tomy at  the  age  of  five  years.  In  1946  the  mother 
noticed  that  the  child’s  hair  had  begun  to  fall  out. 
She  visited  her  local  medical  doctor  who  advised  her 
that  the  child  had  a 4 plus  serology.  Both  parents 
denied  ever  having  contracted  lues  and  stated  that 
at  birth  and  at  the  time  of  the  mastoidectomy,  the 
child’s  serology  had  been  negative.  Weekly  injec- 
tions of  bismuth  and  mapharsen  were  given  by  the 
local  medical  doctor  for  a period  of  eighteen  months. 

The  initial  laboratory  data  revealed  that  the 
hemoglobin  was  70  per  cent,  and  the  white  blood 
cells  were  4,200  cu.  mm.  with  a normal  differential 
count.  No  sickling  was  noted.  The  erythrocyte 
sedimentation  rate  was  rapid.  Urine  analysis  re- 
vealed a specific  gravity  of  1.020  with  many  hyaline 
casts,  2 plus  albumin,  and  an  occasional  white  blood 
cell  per  high  power  field.  The  VDRL  was  2 plus. 
The  total  proteins  were  5.5  Gm.  with  an  albumin  of 
2.09  and  a globulin  of  3.41  giving  an  albumin-globu- 
lin ratio  of  0.61.  The  blood  sugar,  urea  nitrogen, 
and  creatinine  were  normal.  Repeated  blood  cul- 
tures were  sterile.  The  agglutination  series  for 
typhoid,  paratyphoid,  tularemia,  and  brucellosis 
were  negative.  The  tuberculin  test  in  a 1:1,000 
dilution  (0.1  cc.  of  old  tuberculin  intracutaneously) 
was  negative.  An  electrocardiogram  was  “within 
normal  limits,”  as  was  an  intravenous  pyelogram. 
X-rays  revealed  “slight  enlargement  of  the  heart  to 
the  left.” 

The  patient’s  condition  became  progressively 
worse.  The  arthralgias  persisted  as  did  the  low- 
grade  fever.  Repeated  blood  counts  revealed  a 
persistent  anemia  and  a mild  leukopenia.  The 
sedimentation  rates  were  always  rapid.  Several 
examinations  of  the  sternal  marrow  and  peripheral 
blood  done  during  this  time  by  Dr.  N.  Rosenthal 
revealed  a picture  of  toxicity  with  a decrease  in 
segmented  cells.  No  “L.E.”  cells  were  noted. 

At  first  she  received  symptomatic  and  supportive 
therapy.  During  the  fifth  week  of  hospitalization 
red  blood  cells  were  noted  in  the  urine,  and  despite  the 
sterile  blood  cultures  a diagnosis  of  subacute  bac- 
terial endocarditis  was  considered.  Penicillin  ther- 
apy was  instituted.  After  five  weeks  without 
improvement  streptomycin  was  given  in  addition 
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for  a three-week  period.  These  antibiotics  were 
finally  discontinued  because  of  lack  of  response 
On  May  18,  1950,  she  began  to  complain  of  pre- 
cordial pain.  A roentgenogram  exhibited  a peri- 
cardial effusion  and  some  consolidation  in  the  right 
middle  lobe.  An  electrocardiogram  showed  eleva- 
tion of  the  S-T  segments  in  all  the  limb  and  pre- 
cordial leads.  The  pulmonary  pathology  responded 
to  penicillin  and  aureomycin,  but  the  pericardial 
fluid  persisted,  although  the  fluid  decreased  in 
quantity. 

On  May  26  a smear  of  the  peripheral  blood  re- 
vealed the  presence  of  lupus  erythematosus  cells. 
During  the  four  ensuing  months  the  patient  re- 
ceived a course  of  pregnenolone  followed  by  a course 
of  ACTH.  Cortisone  was  finally  obtained,  and 
treatment  with  this  hormone  was  instituted.  Dur- 
ing the  latter  period  of  hormone  treatment,  the 
patient  developed  a maculopapular  lesion  which  ex- 
tended across  the  bridge  of  the  nose  to  both  cheeks 
and  which  was  subsequently  diagnosed  by  Dr. 
S.  Irgang  as  lupus  erythematosus.  While  receiving 
the  hormone  therapy,  the  patient  became  afebrile 
and  felt  well  for  three  to  four  days  at  a time.  How- 
ever, her  signs  and  symptoms  returned  regardless  of 
whether  she  was  receiving  any  of  the  aforementioned 
drugs.  Her  circulating  eosinophil  count  which  ini- 
tially showed  400  cells  remained  unchanged  through- 
out. In  November,  1950,  lupus  erythematosus 
cells  were  seen  in  the  sternal  marrow.  Her  course 
was  progressively  downhill  with  a mounting  azote- 
mia, and  she  expired  on  November  11,  1950. 

Note:  While  the  patient  was  in  the  hospital 
numerous  other  laboratory  procedures  including 
blood  calcium,  sodium,  potassium,  and  chloride  and 
carbon  dioxide  combining  power  were  performed. 
Aside  from  the  changes  accompanying  a rising 
azotemia,  the  findings  were  not  significant.  Re- 
peated chest  x-rays  showed  progressive  enlargement 
of  the  cardiac  shadow  in  all  diameters.  Several 
electrocardiograms  were  variable  and  changing. 
Most  of  the  time  there  was  an  inversion  of  the  T 
waves  in  one  or  more  of  the  limb  and  precordial 
leads  and  a persistent  tachycardia. 

Autopsy  findings  (salient  positive  features)  were  as 
follows: 

Gross  examination: 

1.  Emaciated  Negro  female  with  areas  of 
hyperpigmentation  on  the  cheeks  and  the  bridge 
of  the  nose. 

2.  Lungs:  There  is  congestion  in  both  bases. 

3.  Heart:  The  pericardial  sac  contains  yellow 
fluid.  All  four  chambers  are  grossly  enlarged. 
The  anterior  portion  of  the  parietal  pericardium  is 
adherent  to  the  thoracic  wall.  The  visceral  peri- 
cardium is  thickened.  The  mitral  valve  is  sten- 
osed.  The  leaflets  show  slight  hypertrophy,  and 
there  are  small  verrucae  at  the  edge. 

4.  Small  intestine:  The  loops  are  bound  to- 
gether by  fibrinous  exudate. 

5.  Spleen:  The  spleen  is  congested. 

6.  The  genital  system,  liver,  gallbladder,  and 
adrenal  glands  appear  to  be  normal. 

Microscopic  examination: 

1.  Heart:  ( a ) Pericardium — The  pericardium 


is  markedly  thickened,  edematous,  and  highly* 
vascularized.  There  is  evidence  of  fibrous  fusion 
of  the  two  layers  of  the  pericardium.  (6)  Left 
ventricle — The  section  shows  interstitial  edema  of 
the  myocardium  with  a scattering  of  acute  and 
chronic  inflammatory  cells.  The  endocardium 
and  subendocardial  tissue  are  markedly  thickened 
and  highly  vascularized.  Areas  of  hyalin  and 
fibrinoid  degeneration  are  also  noted. 

2.  Spleen:  The  spleen  shows  marked  conges- 
tion of  the  pulp  with  intracellular  deposition  of  a 
golden-brown  pigment.  The  central  arterial 
walls  are  homogeneous  pink-staining  in  areas. 

3.  Kidney:  The  section  reveals  a number  of 
swollen  glomeruli  with  widened  subcapsular 
spaces,  some  of  which  contain  homogeneous  pink- 
staining  material  as  well  as  some  red  blood  cells.  I 
The  glomerular  tufts  are  congested  and  show 
typical  “wire-looping”  in  areas.  There  is  some 
thickening  of  Bowman’s  capsule.  The  tubules 
contain  hyaline  casts  as  well  as  some  red  blood 
cells.  The  walls  of  some  of  the  arterioles  are 
thickened,  and  in  places  there  is  a suggestion  of 
hyaline  degeneration.  Moderate  infiltration  of 
chronic  inflammatory  cells  is  noted.  The  capsule 
is  not  remarkable. 

4.  Lungs:  The  lungs  reveal  chronic  passive 
congestion. 

Pathologic  diagnosis:  Disseminated  lupus  erythe- 
matosus. 

Case  3. — A.  W.,  a forty-one-year-old  Negro 
female,  was  admitted  to  the  medical  service  of 
Harlem  Hospital  on  October  20,  1950,  complaining 
of  cough  associated  with  pain  in  the  right  chest, 
both  of  sixteen  days  duration.  The  chest  pain  was 
markedly  aggravated  by  breathing.  Associated 
with  this  were  generalized  myalgia  and  malaise. 
Five  months  prior  to  admission  the  patient  also 
noticed  that  the  hair  on  her  head  had  begun  to  fall 
out.  Past  history  revealed  a fracture  of  the  right 
leg  in  1948.  She  denied  ever  having  contracted 
lues. 

On  physical  examination,  the  pertinent  findings 
were  malnourishment,  frontotemporal  alopecia,  and 
signs  of  fluid  in  the  right  chest.  Her  temperature 
was  101  F.,  and  the  respirations  were  22  per  minute. 
The  clinical  impression  was  lobar  pneumonia  with 
pleural  effusion,  and  penicillin  treatment  was  insti- 
tuted. The  blood  pressure  was  120/80  mm.  Hg. 

The  initial  laboratory  data  revealed  3,420,000  red 
blood  cells  and  6,500  white  blood  cells  and  a normal 
differential  count.  Urinalysis  was  normal  except 
for  2 plus  albuminuria.  Blood  sugar,  creatinine, 
and  urea  nitrogen  were  normal.  The  total  proteins 
were  7.8  with  3 Gm.  of  albumin  and  4.8  Gm.  of 
globulin  giving  an  albumin-globulin  ratio  of  0.63. 
Kolmer  was  4 plus.  The  thymol  turbidity  was  4 
plus,  and  the  cephalin  flocculation  test  was  4 plus. 

An  electrocardiogram  showed  inverted  T waves  in 
standard  leads  I and  II.  Sputa  and  blood  cultures 
were  sterile.  A roentgenogram  of  the  chest  taken 
the  day  of  admission  revealed  fluid  in  the  right  pleural 
cavity  with  elevation  of  the  diaphragm  on  the  left. 
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Fig.  1.  Case  3 — Smear  from  the  peripheral  blood. 


After  one  week  of  therapy,  because  of  lack  of  re- 
sponse to  penicillin,  aureomycin  was  given  for  ten 
days.  Again,  there  were  no  beneficial  effects.  Dur- 
ing this  time  repeated  sputa  were  negative  for  acid- 
fast  bacilli  and  other  pathogens.  Two  thoraco- 
centeses were  performed,  and  on  both  occasions  200 
to  300  cc.  of  straw-colored  fluid  were  removed.  The 
smears,  cultures,  and  staining  for  malignant  cells 
were  reported  as  negative. 

A diagnosis  of  pulmonary  tuberculosis  was  con- 
sidered, and  she  was  placed  on  a course  of  strepto- 
mycin and  para-amino  salicylic  acid.  The  tem- 
perature remained  elevated,  and  the  chest  findings 
persisted.  The  urinalysis  showed  a persistent 
albuminuria. 

Because  of  the  failure  to  respond  to  the  above- 
mentioned  therapy  an  examination  of  the  peripheral 
blood  and  sternal  marrow  for  “L.E.”  cells  was  done 
by  Dr.  N.  Rosenthal  on  February  8,  1950,  and  the 
specific  cells  were  found  (Fig.  1).  A hemogram 
done  at  the  time  showed  hemoglobin  58  per  cent, 
red  blood  cells  3,690,000,  and  white  -blood  cells 
4,650  with  a normal  differential  count. 

A consulting  dermatologist,  Dr.  S.  Irgang,  diag- 
nosed a small  area  on  the  upper  lip  and  on  the  skin 
overlying  the  right  elbow  as  lupus  erythematosus. 
A biopsy  taken  of  the  skin  overlying  the  elbow  was 
reported  as  “compatible  with  lupus  erythematosus.” 
Cortisone  therapy  was  begun.  Forty-eight  hours 
after  the  initial  dose,  the  temperature  returned  to 
normal  for  the  first  time  since  admission.  The  pa- 
tient stated  that  she  felt  much  stronger  and  three 
days  later  was  well  enough  to  be  allowed  out  of  bed. 
Three  weeks  later  it  was  noticed  that  the  hair  on  her 
head  was  beginning  to  return.  At  this  time  she 
began  to  develop  a typical  “moon  face.” 

To  date  the  patient  has  had  several  courses  of 
cortisone.  While  receiving  the  drug,  she  feels  well 
and  has  no  complaints.  Ten  to  fourteen  days  after 
the  medication  is  withdrawn,  the  temperature  rises 


again,  and  she  complains  of  weakness.  The  main- 
tenance dosage  varies  between  25  to  100  mg.  per  day. 
However,  if  the  dosage  is  reduced  below  25  mg.  per 
day,  the  symptoms  reappear. 

Note:  The  electrocardiogram  and  pleural  effusion 
have  been  unaltered  by  treatment.  The  skin  lesions 
are  essentially  unchanged.  The  elevation  of  the 
diaphragm  was  proved  by  barium  studies  to  be  an 
eventration. 

Comment 

A considerable  amount  of  literature  has  ac- 
cumulated within  recent  years  about  collagen  dis- 
eases in  general  and  lupus  erythematosus  in  par- 
ticular. As  a result,  the  disease  today  is  more 
readily  recognized.  Disseminated  lupus  erythe- 
matosus represents  a syndrome  with  varying 
visceral  and  cutaneous  manifestations.  It  is  a 
diffuse  vascular  disease  involving  the  small  blood 
vessels  of  the  skin  and  the  viscera.  Pathologi- 
cally, the  fundamental  changes  are  a fibrinoid 
degeneration.  The  polyarthritis,  polyserositis, 
glomerulonephritis,  and  atypical  verrucous  endo- 
carditis with  a prolonged  fever  in  a young  female 
is  strongly  indicative  of  the  disease. 

The  rarity  of  the  disease  in  the  Negro  is  of 
special  interest  and  merits  the  report  of  our  cases. 
We  have  been  able  to  find  in  the  literature  only 
six  cases  of  the  disseminated  form  in  Negroes. 
Clinically  and  pathologically,  none  of  the  cases 
which  we  have  presented  show  any  marked  varia- 
tion of  the  disease  in  the  Negro  as  compared  to 
the  description  of  the  disease  in  the  white. 

Our  first  case  ran  an  acute  course  and  expired 
shortly  after  admission.  Although  she  showed 
signs  of  nervous  system  involvement,  no  infec- 
tious process  could  be  found  in  the  central  nerv- 
ous system.  There  were,  however,  pathologic 
changes  in  the  brain  at  autopsy.  Russell  and 
his  associates  recently  discussed  the  nervous  sys- 
tem involvement  in  disseminated  lupus  erythe- 
matosus.20 They  found  changes  in  the  brain  but 
stated  that  these  changes  are  not  specific.  This 
is  in  accord  with  our  findings. 

The  second  case  finally  developed  what  could 
be  called  a “textbook”  picture  of  the  disease  in- 
cluding a false  positive  serology.  However,  she 
showed  no  response  to  hormonal  therapy. 

Our  last  case  also  showed  involvement  of  the  dif- 
ferent systems.  She  too  exhibited  a false  posi- 
tive serology.  In  contrast  to  the  second  case, 
however,  she  showed  a satisfactory  response  to 
hormonal  treatment. 

Summary  and  Conclusions 

1.  Three  cases  of  disseminated  lupus  erythe- 
matosus are  reported  in  Negro  patients.  We  feel 
that  the  disease  is  very  rare  in  the  colored  race, 
and  our  finding  is  in  accord  with  others. 
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2.  No  definite  cause  is  known  for  the  low 
incidence  of  the  disease  in  the  Negro.  It  is  pos- 
sible that  the  excess  amount  of  pigment  in  the 
skin  affords  some  protection  against  the  rays  of 
the  sun  which  have  been  suggested  as  a possible 
causative  factor.  No  proof  is  offered  to  support 
this  contention. 

3.  The  diagnosis  in  each  of  our  cases  was  cor- 
roborated by  biopsy,  necropsy,  or  the  finding  of 
“L.E.”  cells  in  the  sternal  marrow  and  peripheral 
blood. 

4.  The  three  cases  presented,  both  clinically 
and  pathologically,  were  essentially  the  same  as 
in  whites. 

940  Grand  Concourse 
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RESULTS  OF  SURGICAL  TREATMENT  OF  ULCERATIVE  COLITIS 


In  the  small  percentage  of  ulcerative  colitis  cases 
requiring  surgical  intervention,  the  authors  contend 
that  radical  primary  resection  to  the  level  of  the 
lower  sigmoid  with  permanent  ileostomy  is  the  pro- 
cedure of  choice.  It  is  preferable  to  ileostomy  fol- 
lowed by  staged  resection  because  (1)  it  prevents 
blood  and  protein  loss  and  toxic  manifestations  by 
removal  of  the  diseased  bowel,  (2)  it  obviates  the 
need  of  multiple  operations,  (3)  it  simplifies  post- 
operative care,  (4)  primary  resection  is  a standard- 
ized procedure  resulting  in  a minimal  degree  of 
trauma  and  shock,  and  (5)  while  an  ileostomy  pre- 
sents certain  problems  of  care  these  are  preferred 
by  most  patients  to  the  effects  of  ulcerative  colitis. 

Resection  of  the  rectal  stump  is  usually  required. 


The  authors  advise  carrying  this  out  as  a secondary 
procedure  in  three  to  six  months.  They  add,  how- 
ever, that  if  the  need  arises,  complete  one-stage 
colectomy  is  a feasible  procedure.  Indications  for 
surgery  are  listed  and  operative  procedures  out- 
lined. The  authors  report  72  cases.  There  were 
tliree  operative  deaths.  While  there  have  been  some 
postoperative  complications  in  about  a third  of  the 
cases,  all  surviving  patients  have  been  greatly  im- 
proved. 

The  authors  conclude  that  this  procedure  seems 
to  have  a definite  place  in  the  treatment  of  ulcera- 
tive colitis. — Charles  B.  Ripstein,  M.D.,  Garin 
Miller,  M.D.,  and  Campbell  McG.  Gardner,  M.D., 
Annals  of  Surgery,  January,  1952 


THE  EFFECT  OF  ANTIBIOTIC  DRUGS  ON  BLOOD  CLOTTING: 
CLINICAL  OBSERVATIONS  AND  A RESUME  OF  RECENT  LITERATURE 

Milton  A.  Miller,  M.D.,  and  Hyman  E.  Bass,  M.D.,  New  York  City 
( From  the  Medical  Services  of  the  Jewish  Memorial  Hospital) 


A RECENT  increase  in  thromboembolism 
has  been  observed.  Whether  the  increase 
is  real  or  apparent  is  not  clear.  At  any  rate, 
some  effort  has  been  made  to  relate  the  increased 
use  of  antibiotic  drugs  to  this  rise.  Some  workers 
have  suggested  an  increased  incidence  of  throm- 
bosis following  antibiotics,  while  others  have 
denied  any  causal  relationship.1 

The  most  notable  effects  of  antibiotics  have 
been  claimed  in  relation  to  tests  of  blood  clotting. 
It  has  been  reported  that  penicillin  and  strepto- 
mycin increase  blood  coagulability.2-6  It  is 
noteworthy  therefore  to  find  that  recent  investi- 
gators have  not  confirmed  these  observations. 
Indeed,  in  some  instances,  directly  opposite 
results  have  been  reported.7-9 

Some  investigators,  while  admitting  that 
slight  alterations  in  the  coagulability  of  blood 
may  occur  under  experimental  conditions,  be- 
lieve that  this  alteration  is  of  no  practical  signifi- 
cance or  importance  when  the  ordinarily  ther- 
apeutic effective  amounts  of  the  drugs  are  em- 
ployed.10-12 

Fleming  and  Fish  noted  that  penicillin  in- 
creased coagulation  time  in  vitro  and  retarded 
clot  retraction.13  Lewitus  found  a definite  de- 
crease of  prothrombin  activity  in  the  blood  follow- 
ing penicillin,  to  a level  between  50  and  60  per 
cent.14  This  prothrombopenic  effect  of  penicillin 
was  found  to  occur  after  a lapse  of  three  or  four 
days.15  In  combined  penicillin-Dicumarol  ther- 
apy for  infectious  thrombotic  processes,  much 
less  Dicumarol  was  used  than  usually  prescribed. 
Other  investigators  found  no  effect  of  penicillin 
on  blood  clotting.  Lewis  noted  no  in  vivo  or 
in  vitro  effect  of  penicillin  on  coagulation  time, 
clot  retraction,  prothrombin  concentration,  fi- 
brinogen concentration,  platelet  count,  or  bleeding 
time  in  normal  or  hemophilic  subjects.16  Criep 
and  Cohen  described  three  cases  of  nonthrombo- 
cytopenic purpura  due  to  penicillin  sensitivity,  in 
whom  penicillin  produced  no  platelet  deficiency  or 
abnormality  of  the  bleeding  time,  coagulation 
time,  prothrombin  time,  or  clot  retraction.17 
Kristenson  also  noted  no  obvious  influence  on 
coagulation  time  of  blood  in  patients  receiving 
penicillin  or  streptomycin.18  Reynolds  and  Moore 
observed  the  rarity  of  thrombotic  accidents 
following  penicillin  therapy  in  syphilis.19 

This  study  has  been  aided  by  a grant  from  the  David 
Schwartz  Research  Fund. 


The  conflicting  reports  as  to  the  effect  of 
aureomycin,  Chloromycetin,  and  terramycin  on 
blood  clotting  are  similar.  Galt  and  Hunter 
found  that  aureomycin  prolonged  clotting  time.7 
The  prothrombin  percentage  did  not  show  a 
consistent  or  significant  change.  Andina  and 
Alleman,  employing  aureomycin  and  terramycin, 
observed  increased  clotting  time  in  preoperative 
patients.20  Lasser  et  al.  studied  the  effect  of 
aureomycin  in  single  dose  and  longer  treatment 
groups  of  patients.21  Coagulation  times  and 
heparin  tolerance  tests  showed  no  changes.  No 
thromboembolic  episodes  were  observed  in  any  of 
their  patients  during  or  following  the  investiga- 
tion. The  results  did  not  confirm  the  presence 
of  a thromboplastic  or  coagulative  property  of 
aureomycin.  Barnard  observed  that  terramycin 
did  not  inhibit  vitamin  K or  prothrombin  syn- 
thesis.22 Rivera  and  Sborov  found  no  remarkable 
changes  in  prothrombin  levels  or  other  abnormal 
bleeding  tendencies  with  terramycin  therapy.23 

In  summary,  clinical  and  experimental  evi- 
dence in  regard  to  the  effect  of  antibiotics  on 
blood  clotting  is  contradictory.  The  work  of 
Fowler  suggests  an  explanation  for  these  diver- 
gent findings.24  He  finds  that  the  correlation  of 
various  tests  of  blood  clotting  is  poor,  suggesting 
that  they  are  concerned  with  different  factors 
involved  in  the  clotting  process. 

Material 

An  effort  was  made  to  determine  whether 
antibiotic  therapy  influenced  routine  laboratory 
procedures,  namely,  prothrombin  time,  bleeding 
time,  clotting  time,  and  platelet  count.  It  was 
felt  that  these  easily  performed  tests  might  be 
of  aid  in  reflecting  deleterious  effects  of  anti- 
biotic therapy  on  the  clotting  mechanism. 

Eight  patients  were  studied  with  the  laboratory 
determinations  enumerated  above.  These  pa- 
tients received  adequate  therapeutically  effective 
amounts  of  penicillin,  streptomycin,  Chloro- 
mycetin, and  aureomycin,  singly  or  in  combina- 
tion. The  average  daily  dosage  was  600,000 
units  penicillin,  2 Gm.  streptomycin,  and 
3 Gm.  Chloromycetin  or  aureomycin.  They 
did  not  suffer  from  blood  dyscrasias  or  other 
conditions  which  might  have  influenced  the  lab- 
oratory tests  under  investigation.  The  ages  of 
the  patients  ranged  from  forty  to  seventy-eight 
years.  Observations  were  made  over  a period 
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TABLE  I. — Diagnosis  and  Drugs  Administered  to  Eight  Patients 


Case 

Age 

(Years) 

Diagnosis 

Period  of  Observation 
(Days) 

Dosage  and 
Antibiotic  Drugs 
Administered* 

1 

78 

Decubitus  ulcer,  cerebral  arteriosclerosis, 
arteriosclerotic  heart  disease 

9 

8.4  Penicillin 

2 

74 

Prostatic  hypertrophy,  cystitis 

43 

16.2  Penicillin 
29 . 5 Chloromycetin 
4.0  Streptomycin 

3 

72 

Acute  intestinal  obstruction 

6 

7.8  Penicillin 

4 

78 

Bronchopneumonia,  cardiac  decompensation 

5 

3 . 6 Penicillin 

5 

42 

Barbiturate  poisoning 

3 

11.0  Aureomycin 

6 

40 

Lobar  pneumonia 

21 

43 . 7 Penicillin 
38.0  Streptomycin 
7 . 0 Aureomycin 

7 

77 

Prostatic  hypertrophy,  septicemia 

70 

43 . 9 Penicillin 
45.5  Streptomycin 
20 . 0 Chloromycetin 

8 

52 

Acute  infectious  hepatitis 

17 

12.0  Aureomycin 
5.0  Chloromycetin 

* Dosage  of  penicillin  expressed  in  million  units.  Dosage  of  Chloromycetin,  streptomycin,  and  aureomycin  expressed  in 
grams. 


of  three  to  seventy  days  (Table  I).  Control 
determinations  were  carried  out  immediately 
before  instituting  antibiotic  therapy.  During 
the  first  twenty-four  hours  of  treatment,  these 
tests  were  repeated  at  one-hour,  four-hour,  and 
twelve-hour  intervals.  Subsequent  tests  were 
repeated  at  daily  intervals  up  to  the  end  of  the 
first  week  of  treatment.  The  patients  were 


closely  observed  for  thromboembolic  mani- 
festations. 

Results 

No  appreciable  changes  were  noted  in  the 
bleeding  time,  clotting  time,  or  platelet  count. 
Two  patients  (Cases  7 and  8)  showed  prolonga- 
tion of  the  prothrombin  time  to  23  and  21  seconds 


TABLE  II. — Changes  Observed  in  Eight  Patients  Following  Administration  of  Antibiotic  Drugs 


Time 

(After  Start  of 
Treatment) 

Bleeding  Time 

Clotting  Time 

Prothrombin 

Time* 

(Seconds) 

Platelet 

Count 

Minutes 

Seconds 

Minutes 

Seconds 

Control 

2 

25 

3 

20 

14 

190,000 

1 hour 

2 

20 

3 

20 

14 

200 , 000 

4 hours 

2 

25 

3 

15 

190,000 

2 days 

2 

30 

3 

20 

12 

190,000 

Control 

1 

10 

3 

13 

200,000 

1 hour 

1 

15 

4 

14 

190,000 

4 hours 

1 

20 

3 

30 

13 

190,000 

12  hours 

1 

38 

3 

30 

12 

190,000 

24  hours 

1 

20 

3 

15 

13 

190,000 

Control 

2 

48 

3 

10 

12 

200,000 

1 hour 

2 

35 

3 

15 

12 

200,000 

4 hours 

2 

35 

3 

20 

200,000 

24  hours 

2 

30 

3 

25 

12 

200,000 

Control 

2 

10 

4 

10 

13 

250,000 

1 hour 

2 

15 

4 

10 

13 

250,000 

4 hours 

2 

25 

4 

15 

14 

250,000 

Control 

2 

10 

3 

45 

12 

250,000 

1 hour 

2 

15 

3 

45 

12 

250,000 

4 hours 

2 

20 

3 

45 

12 

240,000 

2 days 

2 

25 

3 

40 

12 

250,000 

Control 

1 

45 

3 

5 

13 

250,000 

12  hours 

1 

40 

3 

13 

240,000 

2 days 

1 

40 

3 

5 

12 

240,000 

3 days 

2 

10 

4 

5 

13 

240,000 

4 days 

2 

4 

14 

240,000 

5 days 

2 

4 

240,000 

Control 

2 

15 

3 

20 

14 

150,000 

1 hour 

2 

20 

3 

40 

20 

190,000 

4 hours 

1 

35 

3 

12 

180,000 

12  hours 

3 

4 

20 

12 

190,000 

24  hours 

2 

20 

3 

35 

16 

190,000 

4 days 

2 

10 

4 

10 

15 

160,000 

5 days 

2 

3 

50 

15 

160,000 

6 days 

2 

3 

58 

21 

160,000 

7 days 

2 

3 

50 

23 

160,000 

Control 

1 

43 

4 

10 

15 

190,000 

1 hour 

1 

53 

4 

35 

16 

190,000 

4 hours 

1 

45 

5 

15 

190,000 

12  hours 

2 

40 

4 

20 

16 

180,000 

24  hours 

1 

45 

4 

10 

15 

170,000 

5 days 

1 

15 

2 

40 

20 

190,000 

1 

20 

2 

55 

19 

180,000 

1 

20 

3 

20 

19 

180,000 

6 days 

1 

20 

3 

21 

180,000 

7 days 

1 

20 

8 

18 

180,000 

* The  control  prothrombin  time  ranged  between  II  and  12  seconds. 
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respectively,  occurring  after  the  sixth  day  of 
therapy  (Table  II).  Case  7 received  penicillin, 
streptomycin,  and  Chloromycetin,  while  Case 
8 was  treated  with  aureomycin  and  Chloromy- 
cetin. None  of  the  patients  exhibited  any  evi- 
dence of  thromboembolic  disease  during  or  fol- 
lowing treatment. 

Comment 

The  mechanism  of  blood  clotting  is  still  not 
completely  understood.  It  is  easy  to  comprehend 
why  such  divergence  of  opinion  regarding  the 
effect  of  antibiotics  on  blood  coagulation  exists. 
The  procedures  used  to  measure  such  effects  are 
in  themselves  only  tests  of  particular  phases  of 
blood  clotting.  The  poor  correlation  of  such 
tests  has  already  been  mentioned.24  Recently 
newer  tests  have  been  propounded  to  measure 
the  clotting  process.25-27  A more  realistic  ap- 
proach to  the  problem  has  been  the  use  of  sta- 
tistical surveys  of  the  incidence  of  thrombo- 
embolism with  carefully  controlled  antibiotic- 
treated  and  untreated  groups  of  cases.28 

The  study  reported  here  was  undertaken  to  de- 
termine whether  varying  amounts  of  antibiotic 
drugs  given  over  varying  periods  of  time  would 
influence  the  more  common  laboratory  proce- 
dures. The  examinations  which  were  performed 
showed  no  change  during  the  first  twenty-four 
hours  of  treatment,  as  compared  to  the  control 
tests  which  were  done  immediately  preceding 
the  institution  of  antibiotic  therapy.  Increased 
prothrombin  levels  were  observed  in  two  patients 
after  the  sixth  day  of  treatment.  It  is  interesting 
to  note  that  a similar  delayed  effect  was  also 
reported  by  Lewitus  and  Ashirek.15 

Summary 

The  belief  that  antibiotic  therapy  encourages 
thromboembolism  is  rather  widespread.  Re- 
cent observations  do  not  support  such  a con- 
clusion. Our  investigations,  both  clinically  and 
on  the  basis  of  the  simple  laboratory  tests  per- 
formed on  a small  group  of  patients,  failed  to 
show  any  coagulative  effect  of  antibiotic  drugs. 


Conclusions 

1.  A group  of  eight  patients  received  vary- 
ing amounts  of  antibiotic  drugs  singly  or  in  com- 
bination over  varying  periods  of  time. 

2.  This  study  revealed  no  change  in  the 
platelet  count,  bleeding  time,  or  clotting  time. 

3.  In  six  patients  no  change  was  found  in 
the  prothrombin  time.  In  two  patients  an 
increase  in  prothrombin  time  occurred  after  the 
sixth  day  of  treatment. 
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SPLENECTOMY  IN  TWO  CHINESE  SIBLINGS  WITH 
MEDITERRANEAN  ANEMIA 

Irene  Shapiro,  M.D.,  Herman  Schneck,  M.D.,  and  A.  David  Etess,  M.D.,  New  York  City 
{From  the  Pediatric  Services  and  Hematology  Laboratories  of  the  Mount  Sinai  and  Beth  Israel  Hospitals) 


IN  1925,  Cooley  and  Lee  separated  from  the 
Von  Jaksch’s  anemias  a group  of  cases  occur- 
ring in  children  of  Greek,  Italian,  Syrian,  or 
Armenian  descent,  with  the  following  similar 
findings:  familial  progressive  anemia  of  early 
life,  hepatosplenomegaly,  muddy  yellow  discolora- 
tion of  the  skin,  mongoloid  facies,  x-ray  evidence 
of  bone  marrow  hyperplasia,  hypochromic  ane- 
mia, and  peripheral  normoblastosis.1  These 
cases  were  refractory  to  all  forms  of  therapy. 
Since  that  time,  severe  and  mild  forms  of  the 
disease  have  been  described,  occurring  in  children 
and  adults  of  both  Mediterranean  and  non- 
Mediterranean  ancestry. 

We  now  wish  to  report  the  occurrence  of 
Mediterranean  anemia  in  two  Chinese  siblings 
who  were  subjected  to  splenectomy. 

Case  Reports 

Case  1. — W.  W.  was  a Chinese  male  born  in 
February,  1944,  after  a normal  pregnancy  and  deliv- 
ery, of  apparently  normal,  purely  Chinese  parents. 
He  was  well  until  the  age  of  three  months,  when  he 
was  noted  to  be  pale  and  exhibited  low-grade  fever. 
In  June,  1944,  he  was  admitted  to  a hospital  where 
a diagnosis  of  Cooley’s  anemia  was  made.  In  the 
subsequent  fifteen  months  he  received  30  trans- 
fusions during  eight  hospital  admissions. 

In  August,  1945,  at  the  age  of  eighteen  months, 
the  patient  was  admitted  to  the  Mount  Sinai  Hospi- 
tal. Physical  findings  at  that  time  revealed  a well- 
developed  and  nourished  Chinese  boy  with  gener- 
alized glandular  enlargment,  slightly  icteric  skin,  and 
moderate  enlargement  of  the  heart  with  a loud  sys- 
tolic murmur  over  the  precordium.  The  liver  was 
enlarged  two  fingerbreadths  below  the  costal  margin, 
and  the  spleen  extended  to  the  iliac  crest. 

The  laboratory  data  were  as  follows:  hemoglobin 
4.5  Gm.,  white  blood  cells  4,450,  red  blood  cells 
2,500,000,  platelets  75,000,  segmented  neutrophils 
14  per  cent,  nonsegmented  neutrophils  16  per  cent, 
lymphocytes  68  per  cent,  eosinophils  2 per  cent, 
reticulocytes  0.5  per  cent,  and  normoblasts  13  per 
100  white  blood  cells.  The  red  blood  cells  showed 
marked  anisocytosis  and  poikilocytosis,  hypochro- 
mia, and  basophilic  stippling.  Target  cells  were 
present  in  appreciable  numbers.  The  fragility  test 
showed  no  hemolysis  from  0.85  to  0.48  per  cent 
solution  of  sodium  chloride,  partial  hemolysis  from 
0.48  to  0.24  per  cent,  and  complete  hemolysis  at 
0.18  per  cent.  The  icterus  index  was  9 (acetone 
method)  and  the  serum  bilirubin  0.5  mg.  per  cent. 

Sternal  marrow  aspiration  revealed  markedly 
hyperplastic  marrow  with  a total  nucleated  cell 
count  of  460,000  per  mm.  and  140  megakaryocytes 


per  mm.  The  differential  was  as  follows:  3 per 
cent  blasts,  1 per  cent  promyelocytes,  19  per  cent 
myelocytes,  5 per  cent  nonsegmented  neutrophils, 
1 per  cent  segmented  neutrophils,  22  per  cent  hema- 
togones,  7 per  cent,  lymphocytes,  5 per  cent  proery- 
throblasts, 12  per  cent  erythroblasts,  and  25  per 
cent  normoblasts.  X-ray  films  of  the  skull,  long 
bones,  and  hands  were  normal  except  for  some 
osteoporosis.  The  Wassermann  test  and  sickling 
preparations  were  negative. 

Physical  examination  of  the  mother  was  negative, 
but  the  blood  revealed  the  following:  red  cells  5,100, - 
000,  hemoglobin  9.0  Gm.;  the  red  cells  showed 
anisocytosis,  target  cells,  and  hypochromia.  Fragil- 
ity test  revealed  an  increased  span  of  resistance  to 
hypotonic  saline  with  hemolysis  beginning  at  0.44 
and  complete  at  0.16  per  cent  sodium  chloride  solu- 
tion. The  mother  had  two  brothers  who  had  four 
children  born  in  the  United  States,  all  of  whom  are 
apparently  normal.  The  grandparents  of  the 
patient  are  still  living  in  China.  There  is  no  his- 
tory of  Mediterranean  ancestry. 

The  father  had  a red  cell  count  of  3,570,000, 
hemoglobin  10.0  Gm. , and  the  peripheral  blood  showed 
anisocytosis  and  hypochromia  of  the  erythrocytes 
with  occasional  target  cells.  His  physical  examina- 
tion was  negative.  A younger  brother  had  died 
of  unknown  cause  at  the  age  of  seven  years.  Two 
older  brothers  are  alive  and  well.  There  is  some  dis- 
tant relationship  between  the  parents  of  the  patient. 

The  patient  required  transfusions  at  about 
monthly  intervals  because  of  anemia  and  had  many 
intercurrent  infections.  In  May,  1946,  a course  of 
folic  acid  therapy  was  given  without  any  effect  on 
the  anemia.  X-ray  examination  of  his  bones  at 
this  time  showed  widening  of  the  diploic  spaces  and 
thinning  of  the  outer  tables  of  the  skull.  There  was 
exaggeration  of  the  trabecular  pattern  in  the  phalan- 
ges. 

At  the  age  of  three  and  one-half  years,  because  of 
mechanical  difficulties  caused  by  the  huge  spleen, 
the  child  was  admitted  to  the  hospital  for  splenec- 
tomy. Laboratory  examinations  at  this  time  re- 
vealed hemoglobin  3.2  Gm.,  red  blood  cells  1,440,000, 
white  cells  11,000  with  10  normoblasts  per  100 
white  cells,  platelets  170,000,  and  reticulocytes  0.1 
per  cent.  He  received  several  transfusions  prior 
to  splenectomy.  The  postoperative  course  was 
uneventful. 

Pathologic  examination  of  the  spleen  revealed 
hyperplasia  with  conspicuous  erythropoesis  within 
the  sinusoids  and  myeloplasia.  There  was  fibro- 
sis of  the  pulp  with  large  amounts  of  iron  present. 

Following  his  discharge  from  the  hospital  the 
platelet  count  rose  to  260,000,  and  the  hemoglobin 
was  maintained  at  11  Gm.  The  child  appeared  well, 
but  six  weeks  after  splenectomy,  he  suddenly  devel- 
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Fig.  1.  Bone  marrow  smear  of  Case  2 showing 
marked  erythroid  hyperplasia  postspleneetomy. 


Fig.  2.  Blood  smear  showing  marked  normoblast- 
osis  in  Case  2,  postsplenectomy. 


oped  chills  and  a fever  of  108  F.  lie  was  brought 
to  the  hospital  in  a terminal  state.  There  were 
numerous  petechial  hemorrhages  over  the  abdomen. 
The  liver  was  enlarged  five  fingerbreadths  below 
the  costal  margin.  His  blood  count  showed  hemo- 
globin 11  Gm.,  red  cells  3,600,000,  white  cells  16,200 
with  19  per  cent  nonsegmented  and  13  per  cent 
segmented  neutrophils,  and  68  per  cent  lymphocytes. 
The  spinal  fluid  was  clear  and  contained  no  cells. 
He  rapidly  developed  shock  with  cyanosis  and  died 
two  hours  after  admission. 

Postmortem  examination  showed  bone  changes 
typical  of  Cooley’s  anemia,  particularly  in  the  fron- 
tal, occipital,  and  temporal  bones;  hemosiderosis 
of  the  liver,  pancreas,  periportal  lymph  nodes,  bone 
marrow,  and  kidneys;  cardiac  hypertrophy  and  pul- 
monary congestion,  and  areas  of  rarefaction  and 
degeneration  of  the  brain.  Culture  of  the  cardiac 
blood  and  the  spinal  fluid  revealed  Bacterium  coli. 
The  cause  of  death  was  apparently  Bact.  coli  sepsis. 


Case  2.- — I.  W.,  a female  Chinese  infant,  the 
younger  sibling  of  the  above  reported  child,  was  born 
at  term  at  the  Beth  Israel  Hospital,  in  December, 
1946.  The  birth  weight  was  sLx  and  one-half  pounds. 
This  was  the  mother’s  second  pregnancy.  The 
immediate  postnatal  period  was  uneventful.  The 
baby  gained  weight,  and  her  physical  examination 
was  normal  except  for  slight  jaundice.  There  was 
no  hepatosplenomegaly.  A blood  count  done 
immediately  after  birth  was  normal.  The  jaun- 
dice subsided,  and  the  infant  was  discharged  at  the 
age  of  seven  days. 

The  infant  was  seen  periodically  at  the  outpatient 
department  of  the  hospital.  At  one  month  of  age 
there  was  an  unexplained  drop  in  the  red  cell  count 
and  hemoglobin.  Three  months  after  birth  there 
was  enlargement  of  the  liver  one  fingerbreadth  below 
the  costal  margin,  and  the  spleen  was  enlarged  two 
fingerbreadths.  A harsh  systolic  murmur  was  heard 
over  the  precordium.  The  hemoglobin  was  4.8 
Gm.,  the  white  cells  9,000  with  42  normoblasts  per 
100  white  cells,  100,000  platelets,  and  0.5  per  cent 
reticulocytes.  The  red  cells  showed  hypochromia, 


anisocytosis,  and  target  cells.  There  were  no 
spherocytes,  and  sickling  preparations  were  nega- 
tive. 

The  child  was  admitted  to  the  hospital  for  further 
study.  X-rays  of  the  skull  and  long  bones  were 
negative.  An  erythroblastotic  phenomenon  due  to  a 
blood  incompatibility  was  ruled  out  by  complete 
study  of  the  parents’  and  the  patient’s  blood.  All 
three  showed  Group  O,  M,  Rh  positive.  There  were 
no  anti-Rh  agglutinins  or  Rh-blocking  antibodies. 
The  Wassermann  and  Mantoux  tests  were  negative. 

The  sternal  marrow  was  markedly  hyperplastic, 
and  90  per  cent  of  the  cellular  elements  were  of  the 
erythroid  series.  A diagnosis  of  Cooley’s  anemia 
was  made,  and  the  patient  was  transfused  and  re- 
ferred to  the  outpatient  clinic  for  further  care. 

There  were  30  subsequent  admissions  to  the  hospi- 
tal, the  majority  of  them  for  transfusions.  In 
March,  1949,  at  the  age  of  two  years  and  three 
months,  the  patient  was  admitted  to  the  hospital 
because  of  cardiac  failure,  with  generalized  edema, 
enormous  enlargement  of  the  heart,  a huge  liver 
and  spleen,  and  pulmonary  congestion.  She  was 
digitalized  and  given  a low-salt  diet  and  mercurial 
diuretics,  with  marked  improvement.  Packed 
red  cells  were  given  to  combat  the  marked  anemia. 

Two  months  later,  because  of  the  difficulty  of 
management  of  the  repeated  episodes  of  cardiac 
failure  and  severe  anemia,  splenectomy  was  per- 
formed as  a last  resort.  At  the  time  of  the  operation 
the  child  was  in  very  poor  condition,  but  she  with- 
stood the  procedure  well  and  had  a satisfactory  con- 
valescence. 

Pathologic  report  of  the  spleen  revealed  little 
fibrosis.  There  were  moderately  numerous  small 
Malpighian  corpuscles  with  fairly  active  centers. 
Occasional  small  foci  of  hematopoetic  cells  were 
present.  There  was  no  diffuse  siderosis,  but  some 
iron  pigment  was  found,  primarily  associated  with 
calcium  in  the  form  of  small  filaments.  Occasional 
clusters  of  “foam”  cells  were  found.  Some  of  these 
phagocytes  contained  finely  divided  brown  pigment 
which  did  not  give  a positive  test  for  iron.  The 
histologic  picture  was  compatible  with  the  diag- 
nosis of  Cooley’s  anemia. 
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Fig.  3.  X-ray  of  hands  of  Case  2 showing  marked 
osteoporosis. 


Fig.  4.  X-ray  of  skull  of  Case  2 showing  widen- 
ing of  squamosal  portion  of  frontal  bone  and  marked 
thinning  of  outer  table  giving  typical  picture  of 
“hair  standing  on  end." 

Since  splenectomy  the  hemoglobin  has  ranged 
between  7 and  9 Gm.,  and  the  red  count  has  re- 
mained about  3,000,000.  The  platelets  have  risen  to 
250,000  and  have  remained  at  this  figure,  and  the 
white  cells  have  ranged  from  20  to  30,000  with 
normoblasts  as  high  as  72  per  cent  of  the  white  cell 
count.  Transfusions  have  geen  given  at  approxi- 
mately two-month  intervals.  The  reticulocytes 
have  been  below  5 per  cent  and  the  serum  bilirubin 
from  3.5  to  4 mg.  per  cent.  The  red  cell  fragility 
test  shows  increased  resistance  with  hemolysis  not 
complete  at  0.15  per  cent  saline.  The  harsh  sys- 
tolic murmur  has  been  constant  over  the  precordium. 
Bone  marrow  and  blood  smears  showed  marked 
erythroid  hyperplasia  and  normoblastosis  (Figs.  1 
and  2).  Skeletal  x-rays  show  evidences  of  Mediter- 
ranean anemia  (Figs.  3 and  4).  The  patient  is  now 
over  four  years  of  age  and  leads  a fairly  normal, 


Fig.  5.  Photograph  of  Case  2 showing  splenectomy 
scar. 


active  life  (Fig.  5).  A chart  summary  is  shown  in 
Figure  6.  Her  rate  of  growth  is  within  normal 
limits. 

Comment 

The  interesting  features  in  the  two  cases  pre- 
sented above  are  the  occurrence  of  the  severe 
form  of  Mediterranean  anemia  in  two  Chinese 
siblings  whose  parents  are  carriers  of  the  trait, 
and  the  fact  that  splenectomy  was  performed  in 
each  case,  apparently  with  beneficial  results. 

Many  examples  are  to  be  found  in  the  litera- 
ture of  Mediterranean  anemia  occurring  in  chil- 
dren of  non-Mediterranean  races.  Of  these,  nine 
cases  have  been  reported  in  children  of  Chinese 
origin.2-7  Corroborative  evidence  is  offered 
in  this  report  that  in  every  instance  in  which  the 
severe  form  of  Cooley’s  anemia  occurs  in  a child, 
both  parents  carry  the  trait  for  the  disease.  It 
is  probable  that  further  investigation  would 
reveal  a much  higher  incidence  of  this  condition 
among  the  Chinese  than  previously  estimated. 

Smith  analyzed  35  families  in  whom  both 
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Fig.  6.  Chart  summary  of  Case  2. 


parents  were  carriers  of  the  disease  and  found 
that  although  the  first  child  might  be  normal, 
all  subsequent  children  had  the  disease  in  mild 
or  severe  form.8  It  is  interesting  to  note  that  in 
the  family  presented  here,  a third  sibling  has 
been  born.  This  child  is  now  one  year  of  age 
and  is  apparently  free  of  the  disease. 

Innumerable  forms  of  therapy  have  been  tried 
in  Mediterranean  anemia,  all  unsuccessfully. 
The  value  of  splenectomy  has  not  been  thoroughly 
investigated.  Many  authors  have  advised  it 
only  in  those  cases  in  which  the  spleen  is  so  large 
that  it  causes  mechanical  difficulties.  Baty, 
Blackfan,  and  Diamond  and  Custer  have  stated 
that  splenectomy  does  not  alter  the  course  or 
symptoms  of  the  disease.9, 10  However,  Cooley 
and  Lee,  Hitzrot,  and  Whipple  and  coworkers 
have  reported  some  beneficial  effects,  primarily 
in  increased  growth  of  the  child  and  improved 
state  of  well-being.11-13  Govan  described  identi- 
cal twins  suffering  from  the  severe  form  of  the 
disease.14  These  children  were  greatly  improved 
symptomatically  following  splenectomy  and  re- 
quired about  25  per  cent  of  the  number  of  trans- 
fusions previously  necessary  to  maintain  a satis- 
factory level  of  hemoglobin. 

The  value  of  splenectomy  in  our  first  case  can- 
not be  fully  estimated  since  the  child  died  several 
weeks  after  operation.  However,  he  was  not 
very  anemic  at  that  time  and  apparently  died 
of  an  overwhelming  sepsis. 


The  result  of  splenectomy  in  the  second  case 
was  striking.  Splenectomy  had  been  undertaken 
as  a last  resort  because  the  child  could  not  be 
maintained  at  a satisfactory  level  of  hemoglobin 
and  because  of  her  frequent  episodes  of  cardiac 
failure.  It  was  the  opinion  of  those  who  ob- 
served her  that  her  prognosis,  even  for  immediate 
survival,  was  extremely  poor.  Following  splenec- 
tomy, she  became  active  and  playful,  gained 
weight,  and  required  transfusions  only  at  two- 
month  intervals.  She  has  suffered  no  further 
episodes  of  cardiac  failure.  She  has  now  been 
observed  for  one  year  following  surgery. 

The  mechanism  whereby  splenectomy  might 
favorably  modify  the  symptoms  of  Mediterranean 
anemia  is  obscure.  The  pathogenesis  of  the 
disease  has  not  been  determined.  Most  ob- 
servers agree  that  it  is  not  primarily  a hemolytic 
process  but  that  a hemolytic  component  may 
exist.  The  abnormally  thin,  hypochromic  red 
blood  cell  may  be  destroyed  by  the  spleen,  pro- 
ducing the  hemolytic  anemia.  In  certain  cases 
this  factor  may  be  more  marked  than  in  others. 
In  such  cases  splenectomy  might  be  beneficial. 

It  is  also  possible  that  hypersplenism  may  exist 
as  a secondary  factor  in  the  disease.  Doan  and 
Dameshek  and  Estrin  have  pointed  out  that 
hypersplenism  may  be  secondary  to  any  condition 
in  which  there  is  extreme  enlargement  of  the 
spleen,  regardless  of  cause.15’16  This  has  been 
found  to  be  true  in  such  conditions  as  Gaucher’s 
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and  Hodgkin’s  diseases.  In  such  cases  Nelson 
states  that  the  resulting  pancytopenia  may 
respond  to  splenectomy.17  The  presence  of 
pancytopenia  in  the  first  patient  and  its  disap- 
pearance during  the  short  period  prior  to  death 
might  indicate  that  hypersplenism  was  a factor. 
However,  no  ervthrophagocytosis  was  found  on 
pathologic  examination  of  the  spleen.  In  the 
second  case  the  rise  of  the  white  blood  count  from 
a level  of  approximately  10,000  to  25,000  and  the 
rise  in  platelets  from  100,000  to  250,000  suggest 
that  hypersplenism  was  also  a factor  in  this 
instance.  A fact  of  additional  interest  is  that 
histologic  examination  of  the  spleen  revealed 
erythrophagocytosis. 

Summary 

1.  Two  cases  of  Mediterranean  anemia  in 
Chinese  siblings  are  presented. 

2.  Splenectomy  was  performed  in  both  cases, 
with  apparently  some  benefit  in  the  first  case 
and  definite  benefit  in  the  second. 
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RADIOACTIVE  PHOSPHORUS  AIDS  IN  DETECTION  OF  EYE  TUMORS 


Identification  and  localization  of  eye  tumors 
may  be  aided  by  the  use  of  radioactive  phosphorus. 
A preliminary  report  of  eight  cases  of  possible  intra- 
ocular tumors  in  which  radioactive  phosphorus  was 
used  as  a help  in  diagnosis  was  made  by  Dr.  Charles 
I.  Thomas,  Mr.  Jack  S.  Krohmer,  and  Dr.  John  P. 
Storaasli,  of  the  Western  Reserve  University  School 
of  Medicine  and  University  Hospitals,  Cleveland, 
Ohio. 

In  the  cases  of  tumors,  some  of  which  were  proved 
by  subsequent  operations,  the  authors  stated  that  a 
definite  increase  in  the  concentration  of  active 


material  was  detected  in  tumor  tissue  over  that, 
found  in  normal  tissue.  In  two  cases  where  no 
tumor  was  present,  the  activity  proved  to  be  uni- 
formly distributed  throughout  the  eye.  Radioactive 
material  localizes  at  the  site  of  tumors  or  malig- 
nancies. _ 

The  findings  indicate  that  the  radioactive  phos- 
phorus test  may  be  valuable  in  the  detection  of 
intraocular  tumors.  However,  this  conclusion  must 
be  further  investigated  with  more  clinical  tests  and 
experimental  work. — Archives  of  Ophthalmology , 
April,  1952 


Case  Reports 


EARLY  OCCURRENCE  OF  LOCALIZED  MYXEDEMA  IN  A CASE  OF  EXOPH- 
THALMIC GOITER  TREATED  WITH  PROPYLTHIOURACIL 


Marshall  J.  Hanley,  M.D.,  Richmond  Hill,  New  York,  and  Arthur  J.  Philip,  M.D., 

Rockville  Centre,  New  York 


( From  the  Medical  and  Dermatologic  Services  of  Queens  General  Hospital) 


T OCALIZED  pretibial  myxedema  remains  a suffi- 
ciently  rare  disease  entity  to  warrant  reporting 
cases  as  they  are  found.  Recently  Errion  analyzed 
the  total  of  84  reported  cases,  adding  one  case,  and 
Rosman  listed  two  additional  ones.1’2  In  1942  Trot- 
ter and  Eden  had  collected  73  cases  from  the  litera- 
ture since  Watson-Williams  in  1895  and  Morrow  in 
1899  had  first  reported  the  condition.3-6 

Localized  myxedema  (circumscribed  myxedema, 
localized  solid  edema)  occurs  characteristically  on 
the  lower  legs  over  the  anterior  surface  of  the  tibiae. 
In  this  location  the  skin  becomes  thickened  and  pink 
and  slightly  dimpled  at  the  follicles.  On  palpation 
there  is  some  edema  of  the  subcutaneous  tissues,  but 
the  margins  are  indefinite.  The  areas  are  slightly 
elastic  and  firm,  frequently  grouped  or  even  con- 
fluent.6 

The  microscopic  features  of  localized  myxedema, 
as  noted  by  Curtis,  Cawley,  and  Johnwick,  are 
demonstrable  in  all  clinically  recognized  lesions.7 
There  is  usually  edema,  homogenization,  and  fray- 
ing and  splintering  of  the  dermal  connective  tissue 
elements.  Frequently  there  is  seen  myxedematous 
degeneration  of  the  collagen  and  variable  to  large 
amounts  of  mucin  in  the  thickened  cutis.  This 
microscopic  appearance  of  the  skin  and  subcutane- 
ous tissues  in  the  localized  forms  of  myxedema  is 
similar  to  that  in  generalized  myxedema. 

Lesions  are  usually  bilateral  and  produce  no  symp- 
toms. There  is  no  pitting  on  pressure.  Occasion- 
ally there  is  spontaneous  regression  of  these  localized 
nodules. 

Case  Report 

Mrs.  H.  D.,  a forty-two-year-old  white  housewife, 
was  admitted  to  the  medical  division  of  the  Queens 
General  Hospital  on  December  12,  1947,  complain- 
ing of  symptoms  of  typical  hyperthyroidism.  She 
was  extremely  nervous  with  emotional  lability, 
marked  exophthalmos,  horizontal  nystagmus,  lid 
lag,  tachycardia,  wide  pulse  pressure  (blood  pressure 
150/66),  diffuse  thyroid  hyperplasia,  bruit,  wasting 
of  the  extremities,  and  a generalized  skin  eruption. 
She  had  been  taking  bromides  for  about  one  month, 
and  a diagnosis  of  bromiderma  was  made.  Routine 


urine  and  blood  counts  were  normal.  Her  basal 
metabolic  rate  was  plus  27  per  cent.  Propylthioura- 
cil, 150  mg.  daily,  was  started  on  December  25  and 
continued  in  the  thyroid  clinic  following  discharge 
from  the  hospital  on  January  9,  1948. 

She  was  seen  at  intervals  of  ten  weeks  from  Janu- 
ary, 1948,  until  May,  1949.  She  was  frequently 
noted  to  be  quite  nervous,  and  this  period  was 
punctuated  by  several  emotionally  traumatic  epi- 
sodes. She  was  maintained  on  150  to  250  mg.  of 
propylthiouracil  and,  for  a brief  period  of  time  in  the 
spring  of  1948,  on  small  doses  of  potassium  iodide. 

On  November  30,  1948,  her  basal  metabolic  rate 
was  plus  8 per  cent.  From  that  time  until  January 
25,  1949,  she  discontinued  the  propylthiouracil  on 
her  own  initiative.  At  her  January,  1949,  visit  her 
basal  metabolic  rate  was  plus  39  per  cent.  Propyl- 
thiouracil was  resumed.  The  patient  made  another 
visit  to  the  clinic  in  May,  feeling  tired  and  listless. 
A basal  metabolic  rate  determination  was  made  but 
not  kept.  The  patient  was  not  seen  again  until 
December  18,  1949,  when  she  presented  herself  at 
the  emergency  room  with  a sprained  ankle. 

At  the  latter  time  the  symptoms  and  signs  of 
hyperthyroidism  were  markedly  increased.  She 
had  had  no  therapy  in  the  preceding  seven  months. 
Her  exophthalmos  was  very  severe.  In  addition, 
six  firm,  nontender,  shiny,  discrete,  nodular  lesions, 
1 to  2 cm.  in  diameter,  had  appeared  on  the  anterior 
surfaces  of  both  tibiae,  with  some  coalescence  in  the 
lower  edge  (Fig.  1).  The  patient  stated  that  she 
first  noted  them  in  June,  1948,  with  gradual  later 
enlargement.  Routine  urine  and  blood  studies  were 
normal  at  this  time.  The  glucose  tolerance  curve 
indicated  a lowered  renal  threshold.  The  Sulko- 
witch  test  for  urinary  calcium  was  slightly  positive. 
Basal  metabolic  rate  was  plus  67  per  cent.  A daily 
dose  of  150  mg.  of  propylthiouracil,  four  drops  of 
Lugol’s  solution,  and  mild  sedation  with  phenobarbi- 
tal  were  started.  In  seventeen  days  there  was  a 
drop  of  the  basal  metabolic  rate  to  plus  27  per  cent, 
plus  some  recession  of  the  exophthalmos  and  a 
significant  emotional  improvement. 

Biopsy  of  one  of  nodules  on  the  right  leg  was  re- 
ported by  Dr.  Alfred  Angrist,  pathologist,  as  having 
“bulging  elevation  of  the  epidermis,  with  underlying 
cutis  showing  an  abundance  of  myxomatous  material 
which  separates  the  collagenous  tissue.  Some  hya- 
line fibrosis  is  seen  extending  deep  in  the  dermis.” 
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Fig.  1.  Pretibial  lesions  before  therapy,  but 
after  biopsy  (4).  Another  nodule  on  the  left  leg  ( B ) 
is  in  shadow. 

The  histologic  diagnosis  was  “consistent  with  local- 
ized myxedema.” 

Therapy  was  then  altered  to  include  stilbestrol  3 
mg.,  thyroid  1 grain,  and  propylthiouracil  200  mg. 
daily.  On  February  26,  1950,  the  patient  was  dis- 
charged to  the  thyroid  clinic  on  the  above  medica- 
tion, with  a stabilized  basal  metabolic  rate  of  plus 
20  per  cent,  a 7-pound  weight  gain,  and  further  im- 
provement in  her  general  condition.  The  nodules 
on  her  legs  had  regressed  to  some  extent. 

Initial  blood  samples  had  been  drawn  for  thyro- 
tropic hormone  assay8  but  were  destroyed  at  the 
laboratory  before  studies  were  made.  Unfortu- 
nately the  patient  has  not  returned  for  follow-up 
evaluation.  However,  six  months  after  discharge 
she  stated  that  the  leg  nodules  had  gradually  com- 
pletely cleared  on  continued  medication  given  on 
discharge.  Also  that  the  exophthalmos  had  not 
re-exacerbated. 

Comment 

Localized  myxedema  occurs  in  persons  with  active 
exophthalmic  goiter  or  with  Graves’s  disease  in  a 
remission  or  in  patients  having  Graves’s  disease 
accompanied  by  a marked  hypothyroidism  second- 
ary to  surgical9,10  or  medical  thyroidectomy.11 
Cohen  notes  that  localized  myxedema  appears  with 
intense  (generalized)  myxedema.19  Hertz,  Wil- 
liams, and  Means  have  demonstrated  high  urinary 
excretion  of  thyrotropic  hormone  in  Graves’s  disease 
with  exophthalmos,  compared  with  the  low  titers  of 
normal  individuals  and  of  those  with  hyperthy- 
roidism but  without  exophthalmos.13  Vilanova  and 
Canadell  emphasize  that  titers  are  likewise  elevated 
in  patients  with  localized  myxedema.11 


This  has  suggested  both  an  etiologic  and  a thera- 
peutic approach.11  Excess  thyrotropic  hormone  of 
the  anterior  pituitary  apparently  causes  the  manifest 
changes  in  both  the  periorbital  and  pretibial  regions. 
Therapy  might  therefore  be  directed  toward  inhibit- 
ing the  anterior  pituitary,  either  by  irradiation  or 
hormone  treatment.  The  latter  method  in  which 
estrogens  are  used  is  in  the  process  of  trial  and  is  per- 
haps the  method  of  choice  because  of  its  reversibility, 
safety,  and  economy.  It  is  yet  to  be  proved  that 
the  natural  course  has  been  altered,  namely,  the  not 
infrequent  spontaneous  remission  of  the  local  lesion 
over  the  tibiae. 

Points  of  speculation  immediately  raised  by  the 
estrogen  therapy  given  this  patient  are  as  follows: 
( 1 ) comparison  with  the  palliating,  temporary,  more 
difficult  and  costly  treatment  with  hyaluronidase 
and  pressure  bandages,2  and  (2)  effect  of  ACTH  and 
cortisone  on  these  lesions,  if  any.  Further  reporting 
of  cases  and  an  effort  to  determine  thyrotropic  hor- 
mone levels  are  desirable.  A relatively  simple 
method  for  detection  of  thyrotropic  hormone  levels 
in  the  circulation  is  now  available  and  practicable 
for  use  in  these  cases.* 

Summary 

A case  of  localized  (pretibial)  myxedema  appearing 
about  eight  months  after  the  onset  of  active  Graves’s 
disease  in  a forty-two-vear-old  white  housewife  is 
reported.  This  period  included  six  months  of  pro- 
pylthiouracil treatment  and  was  followed  by  a time 
of  more  rapid  increase  in  size  when  therapy  was  cut 
one  year  later  and  hyperthyroidism  re-exacerbated. 
Exophthalmos  was  prominent.  The  lesions  subse- 
quently subsided  when  estrogen  therapy  was  added 
to  propylthiouracil  and  thyroid  extract.  Eighty- 
seven  cases  of  this  condition  have  now  been  reported 
in  the  fifty  years  since  first  described.  This  case 
represents  one  of  the  earliest  ones  of  localized  myxe- 
dema following  thiouracil  type  treatment. 
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Let  us  pray  not  for  a light  burden  but  for  a strong  back. — Theodore  Roosevelt 


SUBCOSTAL  DIAPHRAGMATIC  HERNIA  SIMULATING  PULMONARY 
NEOPLASM  AND  CORONARY  INSUFFICIENCY 

Harold  J.  Livingston,  M.D.,  and  Saul  F.  Livingston,  M.D.,  Brooklyn,  New  York 
(From  the  Jewish  Hospital  of  Brooklyn ) 


nPHE  symptom  complexes  induced  by  diaphrag- 
-*■  matic  hernias  are  often  highly  variable  and  incon- 
sistent and  are  on  occasion  dependent  upon  the  size 
and  type  of  hiatus  hernia  involved.  Since  this  dis- 
order is  most  frequent  in  the  fourth  and  fifth  decades, 
the  commonplace  complaints  of  epigastric  fullness, 
abdominal  discomfort,  nausea  and  vomiting,  xiphoid 
pain,  dyspnea,  palpitations,  substernal  distress  with 
or  without  radiation,  etc.,  often  initially  attract  the 
attention  of  the  physician  to  the  more  common  and 
yet  more  serious  diseases  of  the  gastrointestinal, 
pulmonary,  and  cardiovascular  systems.  More- 
over, obesity,  with  its  concomitant  complications, 
frequently  lends  further  support  to  the  implication  of 
these  more  serious  affectations.  Oftentimes  a care- 
fully detailed  history,  accompanied  by  electrocardio- 
grams and  a roentgenologic  survey  of  the  chest  and 
gastrointestinal  tract,  serves  as  an  invaluable  aid  in 
differential  diagnosis.  A case  is  here  presented 
which  serves  as  an  example  of  the  difficulties  which 
one  may  encounter  when  the  true  nature  of  the 
underlying  pathologic  process  is  not  fully  apparent. 

Case  Report 

R.  F.  was  a fifty-two-year-old  white  housewife 
who  had  been  observed  as  a patient  for  the  past 
fourteen  years.  On  February  25,  1938,  for  the  first 
time,  she  experienced  pain  over  the  precordial  and 
epigastric  regions  which  awakened  her  from  sleep. 
The  pain  lasted  for  several  minutes,  did  not  radiate, 
was  associated  with  a good  deal  of  belching,  and  was 
described  as  “viselike”  in  character.  The  following 
day  she  complained  of  nausea  and  fullness  in  the 
epigastrium. 

On  examination,  the  patient  was  moderately 
obese  and  did  not  appear  acutely  ill.  The  fundi  re- 
vealed early  sclerotic  changes  in  the  retinal  vessels. 
The  blood  pressure  was  160/100,  pulse  88,  respira- 
tions 20.  There  was  a loud,  rough  systolic  murmur 
over  the  aortic  and  mitral  areas.  The  sounds  were 
of  good  quality  with  regular  sinus  rhythm.  The 
lungs  were  clear  throughout.  Moderate  tenderness 
was  elicited  over  the  epigastrium  and  right  upper 
quadrant.  The  spleen  and  liver  were  not  palpable. 
There  was  no  dependent  edema,  and  the  dorsal  pedi 
vessels  were  readily  palpable. 

Fluoroscopic  examination  showed  a widening  of 
the  aortic  arch  and  some  enlargement  of  the  heart  to 
the  left.  The  hilar  markings  were  exaggerated,  and 
numerous  calcific  nodes  were  present.  Electro- 
cardiogram tracing  revealed  a left  axis  deviation; 
otherwise  the  tracings  were  within  normal  limits. 

The  attack  suggested  angina  pectoris  on  the  basis 
of  coronary  arteriosclerosis  secondary  to  hyperten- 
sive arterosclerotic  heart  disease.  The  thought  of 
gallbladder  pathology  with  sensitization  of  the  cor- 
onary zone  was  also  entertained.  The  patient  was 
advised  to  moderate  her  diet  for  purposes  of  weight 
reduction  and  was  placed  on  sedation  and  anti- 
spasmodics.  Up  until  October,  1939,  the  patient 
experienced  vague  chest  and  epigastric  discomfort 
frequently,  unrelated  to  exertion  or  food  intake. 
These  were  treated  symptomatically.  As  these 


Fig.  1.  The  transverse  colon  is  drawn  upwards 
in  its  midportion  and  appears  to  be  fixed  in  the 
epigastric  region. 


symptoms  became  intensified  and  progressive,  a 
gallbladder  and  complete  gastrointestinal  series  were 
performed  on  October  26,  1939.  The  findings  were 
those  of  a normally  functioning  biliary  tree  and  a 
gastrointestinal  tract  free  of  intrinsic  pathology. 

For  the  next  two  years,  she  continued  to  experi- 
ence symptoms  of  “heaviness”  on  her  chest,  fre- 
quently associated  with  exertional  dyspnea  and 
dyspepsia.  The  treatment  continued  along  the  lines 
of  reassurance  and  symptomatic  therapy.  On 
October  28,  1941,  the  complete  gastrointestinal  sur- 
vey was  repeated.  The  only  finding  noted  at  this 
time  was  an  unusual  arching  of  the  transverse  colon 
which  was  believed  not  to  be  pathologic.  One  year 
later,  on  November  5,  1942,  the  study  was  again  re- 
peated and  was  considered  negative  from  a radio- 
logic  standpoint. 

On  November  19,  1946,  x-ray  studies  of  the  chest 
and  gastrointestinal  tract  were  performed  because 
of  the  increased  frequency  of  episodes  of  precordial 
and  epigastric  discomfort.  The  only  positive  find- 
ings were  in  the  barium  enema  which  revealed  a 
transverse  colon  that  was  drawn  out  in  its  midpor- 
tion and  several  diverticuli  throughout  the  ascend- 
ing colon  (Fig.  1).  Fluoroscopic  study  of  the  chest 
revealed  an  area  of  opacity  in  the  right  base  mesially 
visualized.  This  area  was  somewhat  sharply  cir- 
cumscribed and  was  situated  anteriorly.  It  was 
distinct  from  the  cardiac  silhouette  and  did  not  trans- 
mit pulsations.  A definite  diagnosis  of  this  lesion 
could  not  be  made,  and  the  patient  was  placed  under 
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Fig.  2.  There  is  a dense  circumscribed  opacity 
at  the  right  base,  localized  in  the  anterior  portion  of 
the  chest  just  above  the  diaphragm. 


frequent  observation.  The  possibilities  of  pulmo- 
nary neoplasm  or  an  inflammatory  lesion  with  thick- 
ened pleura  were  considered. 

On  February  28,  1948,  an  electrocardiogram  and 
chest  plate  were  again  obtained  because  of  progres- 
sive increase  of  nocturnal  dyspnea  and  substernal 
oppression.  Roentgenologic  studies  of  the  lung 
fields  in  various  positions  demonstrated  the  presence 
of  a dense  circumscribed  opacity  at  the  right  base 
which  was  localized  in  the  anterior  portion  of  the 
chest  just  above  the  diaphragm,  as  described  pre- 
viously, but  showed  no  change  in  size  or  configura- 
tion (Fig.  2).  The  electrocardiogram  showed  an 
inverted  T in  CF4;  otherwise  the  tracing  was  within 
normal  limits. 

Similar  studies,  including  another  gastrointestinal 
series,  were  again  repeated  two  months  later  on 
April  7,  1948.  The  chest  findings  were  unchanged, 
and  on  barium  enema  the  transverse  colon  was 
found  to  be  drawn  upwards  in  its  midportion  and 
appeared  to  be  fixed  in  the  epigastric  region;  how- 
ever, the  barium  flowed  freely  through  the  ascending, 
transverse,  and  descending  bowel.  A restudy  of  the 
chest  was  done  on  June  12,  1948  and  showed  no 
change  whatever  in  the  configuration  or  extent  of 
the  lesion  visualized  on  the  right  side.  Clinically, 
the  patient  was  getting  along  fairly  well,  and  con- 
servative therapy  was  continued. 

In  the  early  part  of  October,  1948,  the  patient 
began  to  re-experience  frequent  episodes  of  palpita- 
tion, dyspnea,  and  substernal  oppression.  These 
attacks  occurred  mostly  at  night  while  asleep  and 
were  associated  with  marked  dyspepsia.  On  Octo- 
ber 30,  1948,  a restudy  of  the  chest  and  gastrointes- 
tinal tract  was  done.  The  circumscribed  opacity 
visualized  at  the  right  base  mesially  had  increased 
considerably  in  size,  and  from  the  routine  chest  films 
we  were  able  to  demonstrate  what  appeared  to  be 
frustrations  of  the  colon  wdthin  this  area  (Fig.  3). 
Herniation  of  the  proximal  portion  of  the  transverse 
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Fig.  3.  There  is  a circumscribed  opacity  at  the 
right  base  mesially  with  demonstrable  frustrations 
of  the  colon  within  this  area. 


colon  into  the  sac  had  taken  place.  The  herniation 
was  situated  anteriorly  just  posterior  to  the  ensiform 
cartilage  (Fig.  4).  The  greater  portion  of  the  sac,  as 
visualized  from  the  routine  studies,  was  made  up  of 
nonaerated  soft  tissue,  possibly  omentum.  As  the 
study  was  followed,  more  of  the  bowel  could  be 
visualized  within  the  sac.  These  findings  indicated 
a herniation  of  the  bowel  through  the  foramen  of 
Morgagni  at  its  attachment  to  the  anterior  chest 
wall,  the  bowel  passing  between  the  fibers  of  the 
diaphragm  into  the  chest  (Fig.  5). 

On  November  10,  1948.  patient  was  admitted  to 
the  Jewish  Hospital  of  Brooklyn.  Physical  exami- 
nation revealed  the  following:  Blood  pressure 

190/105,  pulse  88,  temperature  99  F.,  respirations 
22  per  minute.  Fundoscopic  examination  revealed 
a Keith- Wagner,  grade  2 hypertensive  retinopathy. 
The  thyroid  was  not  palpable,  and  no  nodes  or  signs 
of  venous  engorgement  were  noted  in  the  neck. 
The  lungs  were  clear  to  percussion  and  auscultation. 
The  heart  wras  not  appreciably  enlarged.  There 
was  a diffuse,  loud,  rough  systolic  murmur  heard 
best  over  the  aortic  and  mitral  areas  and  which 
radiated  to  the  great  vessels  in  the  neck.  There 
were  no  thrills.  There  were  no  abdominal  organs  or 
masses  palpable  and  no  areas  of  spasm  or  tenderness. 
Pelvic  examination  revealed  several  uterine  fibroids. 
Rectal  examination  was  negative.  There  was  no 
cyanosis,  clubbing,  or  ankle  edema.  Dorsal  pedi 
vessels  were  faintly  palpable. 

Laboratory  workup  revealed  urinalysis  and  blood 
count  to  be  within  normal  limits;  Mazzini  was  nega- 
tive. Chemistry  studies  revealed  a blood  sugar  of 
81  mg.  per  cent,  blood  urea  nitrogen  of  18.9  mg.  per 
cent,  and  total  protein  of  7.6  Gm. 

At  operation  a subcostosternal  (Morgagni)  hernia 
which  easily  admitted  twro  fingers  was  noted. 
Through  this,  almost  the  entire  transverse  colon  and 
omentum  had  extended  into  the  anterior  mediasti- 
num. The  normal  attachment  of  the  diaphragm  to 
the  right  costal  margin  and  xiphoid  was  lacking,  and 
the  hernia  was  between  these  structures  and  the 
diaphragm.  The  other  abdominal  organs  as  pal- 


SUBCOSTAL  DIAPHRAGMATIC  HERNIA 


1435 


Fig.  4.  The  herniation  is  situated  anteriorly  just 
posterior  to  the  ensiform  cartilage. 


pated  and  the  right  and  transverse  colon,  gallbladder, 
and  duodenum  were  normal.  There  was  a definite 
and  complete  peritoneal  sac. 

After  surgical  repair  of  the  hernia,  there  have 
j been  no  recurrences  of  chest  pain  or  dyspnea,  and 
\ the  patient  has  continued  asymptomatic  up  to  the 
present  time  (December,  1951). 

Postoperative  roentgenographic  studies  have  been 
made.  A restudy  of  the  chest  on  May  28,  1949, 
showed  a small  area  of  density  just  adjacent  to  the 
| heart  shadow  and  within  the  groove  formed  by  the 
cusp  of  the  diaphragm  and  the  lateral  margin  of  the 
heart.  The  right  cusp  of  the  diaphragm  moved 
freely,  and  the  lung  was  well  aerated.  Repeat  study 
on  April  15,  1950,  revealed  a residual  thickened  pleura 
present  in  the  cardiodiaphragmatic  angle  on  the  right 
side.  The  cusp  of  the  diaphragm  moved  freely. 
The  lung  fields  were  clear.  There  was  no  evidence  of 
recurrence  (Fig.  6). 

Comment 

It  is  felt  that  all  subcostosternal  hernias  are  funda- 
mentally embryologic  defects.1  The  frequent  and 
consistent  protrusion  of  the  hernial  sac  into  the 
right  thoracic  cavity  at  the  same  point  of  entrance, 
namely,  at  the  cardiophrenic  angle,  as  well  as  the 
often  associated  nonrotation  of  the  right  portion  of 
the  colon,  lends  further  support  to  the  theory  of  their 
congenital  origin.2  Subcostosternal  hernias  through 
the  foramen  of  Morgagni  represent  one  of  the  rarer 
types  of  hiatus  hernia.  Essentially  a direct  hernia, 
they  are  further  differentiated  from  the  usual  dia- 
phragmatic hernia  by  involvement  of  colon,  omen- 
tum, or  ileocecal  coils,  rather  than  stomach.3 
Many  observers  stress  the  fact  that  no  distinct  rela- 
tionship could  be  found  between  the  type  and  size  of 
hernia  involved  and  the  frequency  and  severity  of 
signs  and  symptoms.4  The  incidence  of  hiatus 
hernia  in  asymptomatic  patients  is  small,  approxi- 


Fig.  5.  There  is  a herniation  of  the  bowel  through 
the  foramen  of  Morgagni  at  its  attachment  to  the 
anterior  chest  wall,  the  bowel  passing  between  the 
fibers  of  the  diaphragm  into  the  thoracic  cavity. 


Fig.  6.  The  lung  fields  are  clear.  There  is  no 
evidence  of  recurrence. 


mately  1 per  cent  in  300  ambulatory  patients  over 
fifty  years  of  age.  Those  difficulties  that  do  occur 
often  arise  from  actual  mechanical  impairment, 
such  as  pressure  phenomena  upon  nerve  endings, 
displacement  of  abdominal  and  thoracic  viscera, 
intestinal  obstruction,  etc.6  When  thoracic  symp- 
toms prevail,  as  in  the  case  presented,  and  roent- 
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genologic  studies  reveal  an  increased  density  in  one 
lung  field,  the  diagnosis  of  an  intrathoracic  lesion, 
either  inflammatory,  cystic,  or  neoplastic  in  nature, 
is  made.  The  picture  can  be  further  complicated 
when  initially  only  omentum  is  involved.  Not  until 
the  x-ray  appearance  of  aerated  colon  with  its  typical 
haustrations  were  we  able  to  make  a positive  diagno- 
sis of  subcostosternal  hernia  in  this  case. 

Because  of  the  prognostic  implications  involved, 
it  is  of  dire  necessity  to  differentiate  the  substernal 
oppression  seen  in  hiatal  hernias  from  that  of  cor- 
onary insufficiency  secondary  to  arteriosclerotic 
heart  disease.  Although  angina  pectoris  is  one  of 
the  less  frequent  symptoms  of  diaphragmatic  hernia, 
its  appearance,  particularly  in  the  older  age  groups, 
often  serves  as  a source  of  confusion  to  the  diagnos- 
tician. 

In  eliciting  a carefully  detailed  history  in  patients 
having  symptoms  mimicking  cardiovascular  dis- 
ease, it  had  been  noted  that  few,  if  any,  had  typical 
radiation  of  pain.  Furthermore,  there  were  no 
instances  in  which  symptoms  were  uniformly  initi- 
ated by  exertion  or  emotion.* 1 2 3 4 5 6  In  a survey  of  25 
cases  of  diaphragmatic  hernia  with  substernal  dis- 
tress, a close  relationship  was  found  to  exist  between 
position,  i.e.,  lying  down,  bending  over,  turning 
sharply  to  a side,  etc.,  and  onset  of  pain  in  two  fifths 
of  these  cases.  Only  one  of  the  25  cases  had  authen- 
ticated heart  disease.6 

The  pathologic  physiology  involved  in  the  produc- 
tion of  symptoms  referable  to  the  cardiovascular 
system  is  not  altogether  clear.  It  has  been  assumed 
that  large  hernias  give  rise  to  substernal  distress, 


dyspnea,  and  palpitations  by  actual  displacement  of 
the  heart  and  mediastinal  contents.  With  the 
smaller  hernias,  the  onset  of  discomfort  was  related 
to  local  diaphragmatic,  intraesophageal,  or  intragas- 
tric  disturbances  with  typical  visceral  or  referred 
pain  mediated  over  the  visceral  afferent  fibers  sup- 
plying these  structures.  The  role  of  the  vagus 
nerve  was  thought  to  be  solely  motor  and  thus  was 
paramount  only  in  the  production  of  neuromuscular 
dysfunctions  such  as  spasm  and  abnormal  peristalsis 
noted  primarily  in  the  esophagus  and  stomach.6 

Summary 

A case  of  subcostosternal  hernia  simulating  a pul- 
monary neoplasm  and  giving  rise  to  a symptom  com- 
plex not  unlike  angina  pectoris  is  presented.  The 
physiology  of  pain  production  is  discussed  along  with 
the  diagnostic  difficulties  that  one  may  encounter  in 
unusual  cases.  The  importance  of  a careful  history 
and  systemic  review  is  brought  out. 

417  Ocean  Avenue 
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CORTISONE  IN  THE  TREATMENT  OF  TETANUS 


The  authors  report  on  a four-year-old  boy  ad- 
mitted with  moderately  severe  tetanus  who,  in  ad- 
dition to  established  therapeutic  measures  (tetanus 
antitoxin,  antibiotics,  sedatives,  tracheotomy),  was 
given  75  mg.  cortisone  daily  in  divided  doses  for  the 
first  five  days  after  admission,  with  reduced  dosage 
later. 

He  was  released  the  twenty-third  day  of  his 
disease  free  of  any  clinical  evidence  of  tetanus.  Al- 
though marked  improvement  occurred  soon  after 
administration  of  cortisone  was  started,  the  authors 


caution  that  evaluation  of  the  part  played  by  hor- 
mone therapy  in  this  case  is  not  possible.  It  is  to  be 
noted,  however,  that  central  nervous  system  in- 
volvement was  apparent,  so  that  debridement  and 
antibiotic  therapy  probably  could  not  account  for 
the  rapid  change  for  the  better.  The  tracheotomy 
permitted  improved  respiration,  but  it  is  unlikely 
that  this  procedure  alone  could  account  for  the  swift 
improvement. — Norman  A.  Christensen,  M.D.,  Pro- 
ceedings of  the  Staff  Meetings  of  the  Mayo  Clinic, 
January  16,  1952 


ECZEMATOUS  CONTACT  DERMATITIS  OF  THE  PALM  DUE  TO 
TOOTHPASTE 

Kurt  Loewenthal,  M.D.,  Freeport,  New  York 

{From  the  Long  Island  College  Hospital  and  the  Division  of  Dermatology  and  Syphilology,  Slate  University  of 
New  York  College  of  Medicine  at  New  York) 


TN  THE  following  a case  of  eczematous  contact 

dermatitis  of  the  hand  is  described.  A recently 
introduced  toothpaste  was  found  to  be  the  aller- 
gizing  substance.  The  design  of  the  lesion  produced 
was  different  from  the  pattern  previously  ascribed 
to  dentifrices. 

Case  Report 

The  patient,  W.  G.,  a forty-six-year-old  white 
woman,  complained  of  repeated  attacks  of  itching, 
swelling,  and  blister  formation  of  the  left  hand. 
She  had  consulted  several  physicians  and  been  treated 
with  a variety  of  salves  and  lotions  including  Rhu- 
litol.  According  to  the  patient,  the  eruption  was 
diagnosed  also  as  poison  ivy  dermatitis,  probably 
in  view  of  the  fact  that  it  appeared  for  the  first  time 
while  the  patient  was  vacationing  in  the  country. 
The  swelling  and  itching  used  to  subside  to  a certain 
extent  but  exacerbated  at  about  weekly  intervals. 
It  was  noted  that  the  eruption  was  always  located 
in  the  same  area  of  the  palm  and  interdigital  spaces 
of  the  left  hand. 

The  patient  was  seen  by  the  author  approximately 
six  months  after  onset  of  the  first  signs.  At  that 
time  she  presented  an  acute  dermatitis  of  the  con- 
tact type  of  the  left  hand  with  swelling,  redness, 
blister  formation,  and  some  scaling.  While  the 
borderline  of  the  eruption  was  not  sharply  demar- 
cated, the  lesion  was  confined  to  the  proximal  part 
of  the  hypothenar  eminence,  the  thenar  eminence, 
the  web  between  thumb  and  index  finger,  and,  to  a 
lesser  degree,  the  interdigital  webs.  The  patient  was 
right-handed.  The  extent  and  the  pattern  of  the 
eruption,  however,  suggested  a causal  relation  to 
contact  with  a tool  or  a utensil  used  with  the  left 
hand.  Following  a lengthy  search  for  a possible 
source  of  irritation  the  following  pertinent  facts  were 
elicited:  The  patient  was  edentulous  and  had  been 
wearing  artificial  full  upper  and  lower  dentures  for  a 
number  of  years.  At  irregular  intervals,  but  at 
least  once  a week,  she  used  to  clean  them  thoroughly 
while  gripping  them  in  the  palm  of  her  left  hand  and 
scrubbing  by  means  of  toothpaste  and  a toothbrush. 
The  brush  was  held  in  the  right  hand.  After 
thorough  rinsing  in  clean  water  the  dentures  were 
replaced  in  the  mouth.  No  toothpaste  or  any  other 
dentifrice  was  used  within  the  oral  cavity.  The 
patient  remembered  that  the  distress  on  her  left 
hand  used  to  follow  this  cleaning  procedure  within 
a few  hours  or  a day.  She  further  recalled  that  the 
eruption  first  appeared  approximately  six  months 
after  she  commenced  using  “Amm-i-dent”  tooth- 
paste; it  subsided  and  exacerbated  apparently  in 
relation  to  the  employment  of  this  paste.  The  his- 
tory furthermore  revealed  that  other  toothpastes 
and  dentifrices  previously  used  did  not  cause  any 
discomfort. 

The  course  of  the  present  dermatitis  was  unevent- 
ful. Discontinuation  of  the  use  of  “Amm-i-dent” 
toothpaste  and  topical  applications  of  zinc  oxide 
ointment  brought  recovery  in  about  eight  weeks. 
The  patient  has  remained  free  from  signs  and  symp- 
toms ever  since.  After  subsidence  of  the  acute  mani- 


festations, in  order  to  substantiate  the  presumably 
etiologic  role  of  the  toothpaste,  patch  tests  were 
applied  to  the  back  of  the  patient  with  the  following 
substances:  “Amm-i-dent”  toothpaste  (as  is), 

“Kolynos”  toothpaste  (as  is),*  scrapings  from  the 
plastic  material  of  the  dentures,  scrapings  from  the 
artificial  teeth,  scrapings  from  the  dental  clasps, 
Rhulitol,  and  the  various  topical  medications  pre- 
viously applied.  Only  “Amm-i-dent”  elicited  a 
strongly  positive  reaction  consisting  of  swelling  and 
blister  formation.  The  toothpaste  applied  to  the 
outside  of  the  upper  arm  of  20  unaffected  control 
persons  gave  negative  results. 

Comment 

“Amm-i-dent”  is  a widely  advertised  toothpaste 
which,  according  to  information  obtained  from  local 
pharmacists,  has  been  marketed  for  about  eighteen 
months.  On  the  collapsible  tube  the  manufacturer  in- 
dicates the  following  active  ingredients : “Carbamide 
(synthetic  urea),  Dibasic  Ammonium  Phosphate 
and  Baxin  (a  Chlorhydroxyphenyl  compound).” 
Further  information  upon  the  relative  percentages 
of  the  active  ingredients,  the  precise  chemical  consti- 
tution of  “baxin,”  and  the  nature  and  percentage 
of  the  inert  ingredients  of  the  paste  were  not  re- 
quested from  the  manufacturer  since  the  patient, 
being  rid  of  her  complaints,  refused  further  patch 
testing.  It  appears  that  the  ingredients,  active 
and  inert  alike,  were  not  primary  irritants,  at  least 
not  in  the  concentrations  used,  and  that  the  reac- 
tion of  the  patient  to  the  toothpaste  was  allergic 
in  nature.  Evidence  for  this  assumption  is  adduced 
by  the  presence  of  an  incubation  period  which  lasted 
six  months  in  this  case  and  by  the  absence  of  a reac- 
tion to  a patch  test  with  “Amm-i-dent”  in  the  con- 
trol persons.  While  this  paper  was  being  prepared, 
a case  of  stomatitis  was  reported  by  Fisher  and 
Lipton,  traceable  to  “baxin”  contained  in  “a  new 
ammoniated  tooth  paste.”1  The  patient  reacted 
to  both  “the  tooth  paste  containing  ‘baxin’  ” and  to 
“baxin”  alone,  but  not  to  five  other  ammoniated 
toothpastes  free  from  “baxin.”  In  view  of  these 
findings  it  is  possible  that  the  “baxin”  component  of 
“Amm-i-dent”  was  responsible  for  the  dermatitis 
presented  in  this  patient.  To  my  knowledge,  no 
further  instances  of  stomatitis,  cheilitis,  or  eczema- 
tous contact  dermatitis  of  the  lips  or,  for  that  matter, 
of  the  hands  traceable  to  “Amm-i-dent”  have  yet 
been  recorded.  Since  this  paste  has  been  on  the 
market  for  a relatively  short  period  of  time, 
similar  accidents  might  occur. 

To  conclude  from  the  infrequent  reports  in  the 
literature  that  dentifrices  in  general  play  an  insignifi- 
cant role  as  skin  hazards  might  well  be  fallacious. 
Either  clinical  manifestations  following  their  use 
may  be  so  common  as  to  be  deemed  not  worth 

* This  paste  was  used  by  the  patient  prior  to  “Amm-i-dent”. 
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recording,  or  they  may  be  infrequent,  or  a causal 
relation  may  not  be  recognized,  particularly  when 
the  manifestations  are  remote  from  the  site  where 
one  would  expect  to  find  them.  The  first  assumption 
is  not  borne  out  by  experience.  Thus,  besides  the 
paper  mentioned  above,  the  latest  report  in  the 
dermatologic  literature  on  two  cases  of  cheilitis  and 
perioral  dermatitis  due  to  toothpaste  was  published 
in  1940  by  Beinhauer,  who  traced  the  eruption  in  one 
instance  to  the  thymol  content  of  “Ipana”  paste; 
in  the  other,  which  reacted  to  “Kolynos”  paste,  the 
specific  offending  agent  was  not  demonstrated.2 
In  1932,  Templeton  and  Lunsford  recorded  six  cases 
of  cheilitis  and  stomatitis  caused  by  ST  37  (hexyl- 
resorcinol)  paste.3  In  two  of  the  six  persons  the 
results  of  the  patch  tests  were  positive  also  with 
hexylresorcinol  solution.  Weinberger,  in  1933,  re- 
ported three  cases  due  to  a toothpaste  containing 
formaldehyde  solution.4  In  two  of  his  patients  the 
sensitivity  apparently  was  polyvalent  as  exacerba- 
tions occurred  after  subsequent  use  of  mouth 
washes. 

The  clinical  feature  common  to  these  recorded 
cases  was  the  appearance  of  manifestations  on  lips, 
perioral  area,  and,  in  some  instances,  within  the  oral 
cavity.  No  report  was  found  on  the  occurrence  of 
an  eczematous  dermatitis  of  the  hands  due  to  a 
dentifrice.  However,  Waldbott  and  Shea  state 
that  lesions  on  the  central  aspect  of  the  palm  may 
also  suggest  “tooth  paste,  tooth  powder  ....  which 
are  placed  in  the  palm.”6  The  pattern  and  site  of 
the  lesion  encountered  in  the  present  case  deviated 
from  that  location.  It  did  not  occur  in  the  central 
aspect  but  mainly  on  the  thenar  and  hvpothenar 
eminences  and  on  the  web  between  thumb  and  index 
finger  of  the  left  hand.  This  variance  apparently 
was  a result  q f mechanical  factors;  namely,  the 
paste  was  not  placed  in  the  central  aspect  of  the 
palm  but  applied  by  means  of  a toothbrush  to  a 
denture,  gripped  in  the  web  space  between  left 
thumb  and  index  finger  and  thenar  and  hvpothenar 


eminences.  The  involvement  of  the  interdigital 
spaces  can  be  explained  by  the  accumulation  of  semi- 
liquid paste  and  the  rather  common  failure  to  rinse 
and  dry  these  parts  of  the  hand  thoroughly.  The 
absence  of  lesions  in  and  around  the  mouth  in  this 
patient  was  a result  of  circumstances  peculiar  to  this 
case;  the  patient  was  edentulous  and  did  not  re- 
quire toothpaste  in  the  oral  cavity. 

This  case  is  presented  for  the  following  reasons: 
(1)  to  demonstrate  the  existence  of  another  denti- 
frice possessing  allergizing  potentialities,  (2)  to 
draw  attention  again  to  the  self-evident  proposition 
that  thorough  search  for  historical  data  is  an  essen- 
tial part  of  our  diagnostic  armamentarium,  (3)  to 
recall  the  infrequently  mentioned  fact  that  ecze 
matous  dermatitis  of  the  palm  may  be  a result  of 
contact  with  a dentifrice,  and  (4)  to  point  out  that 
the  pattern  of  the  lesion  is  not  fixed  but  depends  on 
circumstances  which  require  analysis  in  each  indi- 
vidual instance. 

Summary 

A case  of  eczematous  contact  dermatitis  of  the 
left  palm  is  described.  The  causative  agent  was 
found  to  be  a recently  marketed  toothpaste.  The 
occurrence  of  dermatitis  due  to  a dentifrice  on  the 
palm  is  known  but  not  common.  The  pattern  of  the 
lesions  was  at  variance  with  the  design  described 
thus  far.  The  need  for  a thorough  search  for  a caus- 
ative agent  in  each  individual  case  of  contact  der- 
matitis is  re-emphasized. 
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THE  TREATMENT  OF  AMEBIASIS  WITH  FUMAGILLIN 


A new  antibiotic,  fumagillin,  has  little  antibac- 
terial and  antifungal  activity  but  apparently  is  ef- 
fective as  an  amebicide.  After  clinical  experience 
with  22  male  patients  infected  with  the  large  race  of 
End  amoeba  histolytica  and  other  protozoan  para- 
sites, the  authors  conclude  that  this  antibiotic  show's 
activity  against  at  least  seven  enteric  protozoan 
parasites,  particularly  E.  histolytica.  Longer  periods 


of  observation  will  be  necessary  to  determine  defi- 
nitely the  extent  of  the  value  of  fumagillin  in  ameb- 
iasis, but  in  most  cases  immediate  results  were  en- 
couraging. Where  there  are  deep  amebic  ulcerations, 
the  authors’  experience  suggests  that  fumagillin 
probably  is  not  effective. — John  C.  Killough,  Gordon 
B.  MagiU,  and  Richard  C.  Smith,  Science,  January 
18,  1952 


GASTROJEJUNOCOLIC  FISTULA 
Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Surgery,  Hospital  of  the  Holy  Family) 


Tlj’ORTUNATELY,  gastrojejunocolic  fistula  is  not  a 

frequently  encountered  clinicopathologic  entity. 
However,  when  it  does  occur,  it  is  a debilitating 
disease  for  the  patient,  and  its  surgical  management 
is  associated  with  a high  operative  mortality. 

A brief  review  of  the  literature  corroborates  the 
exceedingly  high  mortality.  At  the  Mayo  Clinic 
from  1928  to  1937  in  a series  of  50  cases  the  mortality 
was  32  per  cent.1  Another  report  from  the  same 
clinic  in  1941  reported  a mortality  of  36.7  per  cent 
in  49  cases.2  Individual  reports  list  the  mortality 
rate  from  25  to  40  per  cent.3-5 

In  order  to  lower  this  excessively  high  mortality 
rate,  the  multiple  stage  operation  for  gastrojejuno- 
colic fistula  has  been  advocated  and  followed  by 
some  surgeons.  Their  statistics  have  demonstrated 
that  this  procedure  will  lower  the  mortality.6’7 

Pfeiffer  in  1938  presented  his  stage  operation  for 
this  condition  which  employed  a preliminary  colos- 
tomy proximal  to  the  fistula.  The  operative  proce- 
dure for  treatment  of  gastrojejunocolic  fistula  em- 
ployed at  the  Lahey  Clinic  consists  of  a two-stage 
procedure.6  The  first  stage  is  designed  to  divert 
small  intestinal  and  colonic  contents  from  regurgitat- 
ing into  the  stomach  and  jejunum.  This  is  ac- 
complished by  dividing  the  terminal  ileum  and  per- 
forming an  ileocolostomy  between  the  terminal 
ileum  and  descending  colon.  Small  intestine  and 
right  colon  contents  are  thus  emptied  into  the 
descending  colon  and  cannot  re-enter  the  stomach 
and  jejunum. 

The  second  stage  is  carried  out  two  or  three  months 
after  the  first  stage.  At  this  operation  the  cecum, 
right  colon,  and  transverse  colon  are  mobilized 
distal  to  the  colonic  fistula.  The  transverse  colon 
beyond  the  fistula  is  divided,  and  the  end  of  the 
distal  portion  of  the  transverse  colon  is  inverted 
with  catgut  and  black  silk.  The  colon  and  attached 
stomach  is  then  turned  forward  and  the  involved 
loop  of  jejunum  is  visualized  and  resected.  An  end- 
to-end  jejunal  anastomosis  is  carried  out.  This  is 
followed  by  a high  resection  of  the  stomach.6 

The  two-stage  operation  as  mentioned  above  is 
the  advocated  method  of  therapy.  However,  a 
patient  was  treated  in  1947  for  this  condition  in 
which  the  entire  procedure  was  performed  in  one 
stage.  This  patient  was  followed  for  eight  months; 
then  he  disappeared,  having  moved  to  another  city. 
The  case  history  was  forgotten  until  December, 
1951,  when  the  patient  returned  to  this  city  to  visit 


a sick  relative  in  the  hospital.  The  patient  was  in 
excellent  health  four  and  one-half  years  after  opera- 
tion. In  view  of  this  patient’s  excellent  recovery  it 
was  thought  worthy  of  reporting  the  case. 

Case  Report 

A.  R.,  a forty-five-year-old  office  clerk,  had  a 
posterior  gastroenterostomy  for  a duodenal  ulcer 
five  years  prior  to  his  hospital  admission  (June, 
1947).  Following  this  operation  he  never  fully  re- 
gained his  health.  He  had  recurrent  ulcer  discom- 
fort. Soon  thereafter  he  had  persistent  diarrhea. 
With  the  onset  of  diarrhea  he  had  a marked  weight 
loss.  His  weight  on  admission  was  95  pounds.  He 
had  variable  degrees  of  epigastric  pain,  but  pain 
was  not  a constant  complaint.  On  occasion  he 
would  belch  foul-smelling  gas,  and  when  he  vomited, 
the  vomitus  had  a stench. 

Physical  examination  revealed  an  emaciated, 
dehydrated,  and  anemic  looking  man  who  was  both 
acutely  and  chronically  ill.  X-ray  studies  demon- 
strated a gastrojejunocolic  fistula. 

After  an  adequate  preoperative  regimen,  which  in- 
cluded blood,  amino  acids,  antibiotics,  and  sulfa- 
suxidine,  the  patient  was  subjected  to  a one-stage 
operation  for  the  correction  of  gastrojejunocolic 
fistula  which  developed  following  a gastroenteros- 
tomy for  peptic  ulcer. 

The  operative  procedure  consisted  of  a resection 
of  the  terminal  ileum  ascending  and  transverse 
colon  beyond  the  fistula,  a resection  of  the  involved 
jejunum,  and  a high  resection  of  the  stomach.  Re- 
constructive surgery  re-established  intestinal  con- 
tinuity by  means  of  an  end-to-end  jejunal  anasto- 
mosis, an  end-to-side  ileocolostomy  employing  the 
descending  colon,  and  a Hoffmeister-Finsterer  type 
anastomosis  of  the  stomach  to  jejunum. 

The  patient  had  an  uneventful  postoperative 
course.  He  was  seen  four  and  one-half  years  after 
operation.  His  weight  was  175  pounds.  He  was 
free  from  symptoms  and  did  not  adhere  to  any 
strict  diet. 
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PRIMARY  MEDIASTINAL  CYSTIC  HYGROMA  (CYSTIC  LYMPHANGIOMA) 

Carl  Steckler,  M.D.,  Milton  Gordon,  M.D.,  and  Henry  A.  Reisman,  M.D., 

Richmond  Hill,  New  York 

( From  the  Departments  of  Pediatrics  and  Radiation  Therapy,  Queens  General  Hospital) 


''THE  paucity  of  recorded  cases  in  the  literature  of 
primary  mediastinal  cystic  hygroma  (lymph- 
angioma) occurring  in  childhood  or  adult  life  be- 
speaks its  rarity.  Only  two  such  instances  have 
been  discovered  in  the  English  medical  annals,  the 
cases  of  Skinner  and  Hobbs  and  Sanes  et  al.1'2  The 
first  case  was  a seven-year-old  child  with  a cystic 
hygroma  of  the  mediastinum  which  necessitated 
two  operations  for  its  removal.  The  tumor  was  de- 
scribed as  an  extrapleural,  loculated  cyst,  filling 
almost  the  entire  lower  half  of  the  right  side  of  the 
chest.  Sanes,  MacManus,  and  Scatchard  reported  a 
case  of  a fifty-nine-year-old  male.  At  operation, 
the  tumor  was  found  to  be  an  encapsulated,  multi- 
locular  cyst  about  10  cm.  in  diameter.  This  neo- 
plasm was  situated  between  the  trachea,  esophagus, 
and  mediastinal  pleura  extending  superiorly  to  the 
sternal  notch.  Microscopically,  the  tumor  was 
identified  as  a cavernous  cystic  lymphangioma.  In 
these  reports,  references  are  made  to  other  cases  in 
the  foreign  language  literature.3-6 

Case  Report 

C.  J.,  a four-year-old  Negro  child  (female),  was 
referred  by  the  Department  of  Health,  New  York, 
to  Queens  General  Hospital,  in  October,  1948, 
with  the  following  chest  x-ray  report:  “There  is 

present  a large,  round  shadow  of  increased  density 
radiating  out  from  the  right  hilum  occupying  the 
upper  two  thirds  of  the  right  lung.” 

On  admission,  the  following  information  was 
elicited  from  the  patient’s  mother:  No  pulmonary 
tuberculosis  was  ever  present  in  the  family,  the 
child  felt  well,  and  the  chest  x-ray  was  taken  as 
a routine  examination. 

Complete  examination  of  the  child  revealed  no 
abnormal  findings  except  dullness  to  percussion  over 
the  upper  one-third  of  the  right  lung  field  anteriorly 
and  extending  to  the  mediastinum.  Breath  sounds 
were  diminished  over  the  same  area. 

Complete  blood  count,  sedimentation  rate,  blood 
Wassermann,  and  urinalysis  were  normal.  Man- 
toux  (1:10,000),  nose  and  throat  cultures,  and  gas- 
tric culture  for  tuberculosis  were  all  negative. 
Chest  x-rays  revealed  the  presence  of  a large,  circum- 
scribed mass  of  increased  density  involving  the 
upper  two  thirds  of  the  right  lung  (Fig.  1).  A be- 
nign tumor  and/or  a primary  pulmonary  tuberculo- 
sis could  not  be  ruled  out  with  certainty.  X-ray 
examination  of  the  entire  skeleton  was  normal. 

At  no  time  during  hospitalization  was  there  a 
change  in  the  patient’s  condition.  However,  an- 
other Mantoux  (1:100)  was  read  as  positive,  and 
at  this  time  two  gastric  concentrates  on  culture  were 
also  positive  for  tuberculosis.  This  latter  finding 
could  not  be  repeated  by  subsequent  concentrates. 
Bronchoscopic  examination  revealed  a normal  tra- 
cheobronchial tree  with  no  distortion  of  the  carina 
or  right  bronchus. 

Because  of  the  positive  Mantoux  and  gastric  con- 
centrates, the  patient  was  treated  with  a course  of 
streptomycin.  However,  subsequent  chest  x-rays 


Fig.  1.  Large  mass  in  the  right  upper  lung  field. 


showed  no  significant  change  in  the  pulmonary  find- 
ings. At  this  time  a diagnostic  pneumothorax  was 
performed,  and  a chest  film  disclosed  a collapse  of  the 
right  lung  without  any  change  in  the  size  or  shape 
of  the  tumor  (Fig.  2).  This  finding  was  sufficient 
evidence  that  we  were  dealing  with  an  extrapulmo- 
nary  tumor,  and  surgery  was  undertaken  for  its 
removal.  The  child  made  an  uneventful  recovery 
and  was  discharged. 

Operative  Findings. — "A  multilocular,  thin-walled 
mediastinal  cyst  measuring  8 by  6 by  6 cm.  was 
present.  The  cyst  was  inseparably  attached  to  the 
lateral  aspect  of  the  superior  portion  of  the  inferior 
vena  cava  above  its  entrance  into  the  right  auricle. 
The  cyst  contained  clear,  yellow-tinted  fluid,  and  its 
lining  had  yellow-brown  deposits  on  it.  The  tumor 
was  resected  except  for  the  small  portion  attached 
to  the  inferior  vena  cava.” 

Pathologic  Report  (Dr.  Alfred  A.  Angrist). — 
Macroscopic:  “The  specimen  consists  of  a collapsed 
cystic  mass  which  measures  7 by  5 cm.  in  the  fixed 
state  and  is  fully  3 cm.  deep  (Fig.  3).  The  cyst  is 
obviously  multilocular  with  one  large  septal  plane 
and  several  smaller  cysts.  The  wall  is  thin  and 
rather  resilient.  The  external  surface  is  smooth. 
The  inner  surface  of  both  larger  cavities  is  smooth 
and  has  a glistening  gray  appearance  with  some 
pitted  areas  and  granular  brown  material.  Several 
dilated  vessels,  both  arteries  and  accompanying 
veins,  are  noted  on  the  inner  surface.  The  structure 
as  submitted  is  not  completely  intact  and  cannot  be 
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Fig.  2.  After  diagnostic  pneumothorax.  The 
right  lung  is  collapsed,  and  the  tumor  remains  un- 
changed. 


reconstituted  to  form  a complete  cystic  tumor  struc- 
ture, suggesting  partial  removal. 

Microscopic:  “The  section  shows  the  wall  of  the 
cyst  to  be  made  of  several  varying  structures  (Fig. 
4).  Loose  fibrillar  and  more  prominent  dense  col- 
lagenous connective  tissue  is  present.  Included  are 
islands  of  slitlike  cholesterol  and  fatty  acid  crystals 
with  adjacent  foreign  body  reaction,  and  isolated 
miniature  cystic  spaces  lined  by  endothelium. 
Some  of  the  small  cyst  areas  are  filled  with  coagu- 
lated lymph  and  show  a distinct  lining  endothelium. 
They  present  cavernous  structures.  Several  lym- 
phoid structures  are  found  in  the  stroma.  In  some 
areas  lipoid-laden  histiocytes  and  cells  filled  with  a 
granular  brown  pigment  are  found  in  the  stroma. 
The  areas  of  foreign  body  reaction  show  prominent 
pigment  accumulation  suggesting  blood  pigment. 
In  such  areas  the  inflammatory  infiltration  and  giant 
cell  reaction  are  quite  prominent.  Other  sections 
show  complex  racemi  and  varying  sized  endothelial 
lined  spaces  with  thick  and  thin  walls.  Well- 
formed  lymphoid  follicles  with  prominent  Flemming 
centers  are  seen. 

Pathologic  diagnosis:  “Cystic  lymphangioma.” 

Comment 

The  origin  and  mode  of  development  of  primary 
mediastinal  cystic  lymphangioma  is  still  a matter  of 
discussion.  Most  authors  agree  that  the  tumor  is  of 
congenital  origin  and  exists  at  birth.  Both  Seidel 
and  Eigler  consider  the  possibility  of  an  underlying 
thymic  origin.3’4  Lambert  postulates  that  cystic 
lymphangiomata  anywhere  arise  as  a result  of  mal- 
development  in  the  formation  of  a group  of  lymph 
vessels  in  that  area.7 

Macroscopically,  the  tumor  consists  of  multiple, 
variable  sized  cystic  spaces  containing  clear,  color- 
less fluid  or  brown  gelatinous  material.  The  tumor 
has  ill-defined  borders  and  is  usually  intimately  asso- 
ciated with  the  great  vessels  and  surrounding  struc- 


Fig.  3.  Multilocular,  thin-walled  cyst.  The  inner 
surface  is  smooth  and  shows  some  pitted  areas. 


Fig.  4.  High-power  photomicrograph  showing 
the  wall  of  the  cyst.  Some  of  the  cyst  areas  are 
filled  with  coagulated  lymph  and  show  a distinct 
lining  endothelium. 


tures.  Microscopically,  the  wall  is  composed  of 
loose  fibrous  tissue,  lined  by  a single  layer  of  flat- 
tened endothelial  cells.  Within  the  wall  are  scat- 
tered smooth  muscle  fibers,  lymphocytes,  fat  cells, 
and  cholesterol  crystals. 

It  is  interesting  to  note  that  our  patient  had  no 
symptoms.  The  lesion  was  discovered  on  a routine 
chest  film.  However,  in  Skinner  and  Hobbs’s  case, 
the  patient  complained  of  shortnses  of  breath,  non- 
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productive  cough,  tightness  in  the  chest,  and  orthop- 
nea. Sanes,  MacManus,  and  Scatchard’s  patient 
had  had  a nonproductive  cough  and  chronic  bron- 
chitis for  many  years. 

The  diagnosis  of  primary  mediastinal  cystic 
lymphangioma  could  not  be  established  on  clinical 
and  roentgenologic  findings  in  our  case.  This  was 
also  true  of  the  other  two  reported  cases.  The 
diagnosis  of  primary  pulmonary  tuberculosis  had 
also  to  be  considered  in  our  case  in  view  of  the  two 
positive  gastric  washings  on  culture  and  a corrobo- 
rative Mantoux.  Because  of  the  above  positive 
laboratory  findings,  specific  therapy  was  instituted. 
However,  when  there  was  no  response  of  the  tumor 
mass  after  a course  of  streptomycin,  a pneumothorax 
was  performed,  showing  the  tumor  to  be  extra- 
pulmonary.  Surgery  was  then  undertaken. 

The  procedure  of  choice  in  treatment  is  complete 
extirpation  of  the  tumor  whenever  possible.  This 
method  not  only  removes  the  tumor  but  establishes 
the  diagnosis  of  a benign  neoplasm.  At  times  the 


[N.  Y.  State  J.  M. 


entire  tumor  cannot  be  removed,  as  in  our  case  where 
it  was  intimately  associated  with  the  inferior  vena 
cava. 


Summary 

A third  case  of  primary  mediastinal  cystic  hy-  1 
groma  (cystic  lymphangioma)  is  added  to  the  litera-  1 
ture.  X-ray  studies  and  pertinent  surgicopatho-  ■ 
logic  material  is  presented. 

115-20  Myrtle  Avenue  I 
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DROMORAN  IN  GENERAL  SURGERY 
The  author  reports  favorably  on  the  postoperative 
use  of  a completely  synthetic  analgesic,  2-hydroxy- 
N-methyl  morphinan  (Dromoran)  in  75  patients. 
Criteria  for  a postoperative  analgesic  are  maximum 
prevention  of  discomfort  and  protection  against 
pain  with  minimum  disturbance  of  normal  physio- 
logic functions  such  as  (1)  adequate  nutrition  and 


appetite  and  absence  of  nausea  and  vomiting,  (2) 
satisfactory  elimination  without  distention  of  bowel, 
constipation,  or  urinary  retention,  and  (3)  a coopera- 
tive mental  and  emotional  attitude  without  undue 
sedation  or  disorientation. — Fred  J.  Crescenle,  M.D., 
Journal  of  the  International  College  of  Surgeons, 
December,  1951 


THE  CHANGING  MOLE 

Contrary  to  widespread  belief,  melanoma  origi- 
nates in  normal  skin  in  the  form  of  lentigo  maligna  in 
three  out  of  four  cases.  Probably  not  over  25  per 
cent  of  these  malignancies  arise  in  a pigmented 
mole.  In  discussing  pathogenesis,  differentiation, 
and  treatment,  the  author  says  that  all  suspected 
lesions  should  be  biopsied.  Radical  excision  is  the 
only  treatment.  At  one  time  prognosis  was  all  but 
hopeless.  Although  the  outlook  is  still  very  dark, 
chances  of  surviving  five  years  without  recurrence 


have  improved  of  late.  The  improvement  is  due  to 
earlier  diagnosis  and  radical  surgery.  The  author 
cites  Pack,  whose  five-year  survivals  without  metas- 
tasis were  18  per  cent.  For  melanoma  metastatic  to 
regional  lymph  nodes  five-year  survival  after  surgery 
was  only  15  per  cent.  Melanoma  appearing  before 
puberty  is  less  serious  than  postpubertal  melanoma. 

— S.  William  Becker,  M.D.,  Minnesota  Medicine, 
December,  1951 


EXTERNAL  MIGRATION  OF  AN  OVUM  IN  A CASE  OF  CONGENITAL 
ABSENCE  OF  FALLOPIAN  TUBE 


Sydney  W.  Stringer,  M.D.,  Syracuse,  New  York 
{From,  the  Department  of  Gynecology,  General  Hospital  of  Syracuse ) 


C^ONGENITAL  absence  of  a fallopian  tube  with 
partial  agenesis  of  the  concomitant  ovary  is  of 
such  rare  occurrence  that  an  instance  is  worth  re- 
porting. Surgical  extirpation  of  the  opposite  ovary 
and  salvage  of  its  damaged  tube  resulting  in  external 
migration  of  an  ovum  is  presented. 

Unilateral  defects  of  the  oviduct  are  infrequent; 
complete  absence  is  rare.  Most  times  this  abnor- 
mality is  associated  with  embryologic  abnormalities 
of  the  ovary. 

The  process  of  extrusion  of  the  ovum  and  its 
entrance  into  the  fallopian  tube  has  never  received  a 
completely  satisfactory  elucidation,  although  many 
explanations  have  been  promulgated.  It  is  be- 
lieved at  present  that  the  cilia  of  the  fimbriated  end 
of  the  tube  cause  a current,  drawing  the  egg  into  the 
oviduct.  There  are  two  ways  that  the  ovum  might 
reach  the  opposite  side:  The  passage  down  one  tube, 
through  the  uterine  cavity,  and  into  the  tube  of  the 
opposite  side  is  called  internal  migration.1  The 
process  of  traversing  the  peritoneal  cavity  and  enter- 
ing the  tube  of  the  opposite  side  is  called  external 
migration.  Examples  of  the  latter  process  are  fre- 
quently observed;  the  former  is  doubted.2,3 


Case  Report 

Mrs.  G.  F..  age  twenty-five,  was  admitted  on 
April  3,  1947,  with  complaints  of  pain  in  the  right 
side  and  bleeding.  The  last  menstrual  period  was 
December  26,  1946.  On  February  25  she  began  to 
spot  and  had  intermittent  cramps.  The  pain  local- 
ized in  the  right  lower  quadrant  where  it  persisted 
and  became  more  severe.  Two  weeks  before  ad- 
mission, she  had  “hemorrhaged  for  a few  minutes.” 

Temperature  was  98.6  F.,  pulse  100,  respirations 
22,  and  blood  pressure  110/70.  There  was  definite 
rigidity  in  the  right  lower  quadrant  with  rebound 
tenderness  referred  to  this  region.  A small  amount 
of  blood  was  seen  trickling  from  the  cervical  canal 
on  pelvic  examination.  The  cervix  was  not  patu- 
lous. The  uterus  was  small,  firm,  and  pushed  to  the 
left  by  an  exquisitely  tender,  partially  fixed  mass. 
There  was  no  bulge  in  the  cul-de-sac,  although  pal- 
pating this  area  and  manipulation  of  the  cervix 


caused  severe  pain.  Rectal  and  bidigital  examina- 
tion offered  no  additional  information.  Laboratory 
examination  was  as  follows:  red  blood  cells  3,- 

600.000,  hemoglobin  82  per  cent,  white  blood  cells 

18.000,  polvmorphonuclears  83  per  cent,  nonseg- 
mented  forms  21,  and  filamented  forms  62.  A 
tentative  diagnosis  of  twisted  ovarian  cyst  on  the 
right  side  was  made.  The  possibility  of  a ruptured 
ectopic  pregnancy  was  entertained. 

Pelvic  examination  under  anesthesia  substanti- 
ated the  previous  findings.  Cul-de-sac  paracentesis 
delivered  a few  cc.  of  clear,  straw-colored  fluid. 
The  mass  decreased  slightly  in  size.  A preoperative 
diagnosis  of  a twisted  ovarian  cyst  on  the  right  side 
was  made. 

The  abdomen  was  opened  and  revealed  the  right 
adnexal  mass  to  be  a large  ovarian  cyst  twisted  com- 
pletely on  its  pedicle.  Both  the  cyst  and  its  tube 
were  markedly  edematous.  The  fallopian  tube  was 
elongated,  arching  over  the  dome  of  the  cyst  and 
measuring  the  size  of  the  index  finger.  The  left 
tube  was  absent  and  its  ovary  1 cm.  in  length. 

The  twisted  cyst  was  removed,  great  care  being 
taken  to  save  the  tube,  although  it  was  markedly 
damaged  by  the  torsion,  in  an  attempt  to  conserve  it 
for  future  childbearing  in  view  of  the  congenital 
absence  of  the  left  oviduct.  Pathology  report  was 
simple  cystoma  of  ovary. 

The  postoperative  course  was  uneventful.  On 
September  14,  1949,  she  was  delivered  of  a female 
baby  with  an  uneventful  delivery. 


Summary 

An  instance  of  congenital  absence  of  the  fallopian 
tube  on  the  left  with  removal  of  the  right  ovary  for 
torsion  of  a cyst  with  subsequent  intrauterine  preg- 
nancy is  presented;  this  is  an  example  of  trans- 
migration of  the  ovum. 

713  East  Genesee  Street 
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Man  weeps  to  think  that  he  will  die  so  soon;  woman,  that  she  was  born  so  long  ago. — 
H.  L.  Mencken 
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RESPONSE  OF  TRICH1NIASIS  TO  ADRENOCORTICOTROPIC  HORMONE 
(ACTH) THERAPY 

Charles  Solomon,  M.D.,  F.A.C.P.,  and  Bernard  Seligman,  M.D.,  F.A.C.P., 

Brooklyn,  New  York 

( From  the  Department  of  Medicine,  Jewish  Hospital  of  Brooklyn) 


'T'RICHINIASIS  is  usually  a mild  disease  un- 
less  there  is  serious  involvement  of  the  cardiac 
or  respiratory  muscles.  In  sporadic  and  epidemic 
cases  the  mortality  is  about  5 per  cent.  There 
is  no  known  specific  treatment.  In  the  following 
case,  the  marked  myocardial  and  diaphragmatic 
involvement  of  this  infestation  warranted  a trial 
of  adrenocorticotropic  hormone  (ACTH). 

While  this  article  was  being  prepared,  two  other 
articles  appeared  on  the  treatment  of  trichiniasis 
with  ACTH.  Luongo  et  al.  were  impressed  by  the 
striking  diminution  of  subjective  symptoms  in  three 
patients  seriously  ill  with  trichinosis.1  They  in- 
fested guinea  pigs  experimentally  with  Trichinella 
spiralis.  ACTH  appeared  to  reduce  the  toxic  effects 
of  the  disease  in  these  animals  without  causing  any 
change  in  the  anatomic  reactions  in  the  larvae  or  the 
host.  One  treated  animal  survived  a severe  in- 
festation; the  other  treated  animals  survived  for 
significantly  longer  periods  than  those  receiving  no 
treatment.  Davis  and  Most  treated  a man,  forty- 
three  years  of  age,  with  2.95  Gm.  of  ACTH  over  a 
period  of  seventeen  days.2  Dramatic  subjective  im- 
provement and  fall  of  temperature  were  noted.  No 
improvement  in  antibody  titer  was  noted. 

Case  Report 

N.  L.,  a nineteen-year-old  white  salesman,  had 
diarrhea,  nausea,  and  vomiting  for  ten  days,  fol- 
lowed by  photophobia,  malaise,  and  pains  in  the 
muscles.  The  fever  persisted  for  another  ten  days 
despite  the  use  of  penicillin,  Chloromycetin,  and  ter- 
ramycin.  At  the  end  of  the  first  week,  the  patient 
developed  an  itchy  diffuse  rash  which  disappeared 
after  the  cessation  of  penicillin  injections.  Except 
for  moderate  adiposity,  he  had  always  been  in  good 
health. 

On  June  27,  1950,  he  was  admitted  to  the  Jewish 
Hospital,  tired,  exhausted,  complaining  of  pain  in 
the  muscles,  and  sweating  profusely.  He  had  a 
round,  moonlike  face,  moderate  exophthalmos, 
periorbital  edema,  conjunctivitis,  and  blepharitis. 


There  was  a moderate  fatty  gynecomastia,  girdle 
adiposity,  and  white  abdominal  striae.  An  apical 
systolic  murmur  was  heard,  but  no  enlargement  of 
the  heart  could  be  elicited.  The  aortic  second 
sound  equaled  the  second  pulmonic  sound  in  inten- 
sity. He  had  tenderness  over  both  arms  and  calves. 
The  temperature  was  103.2  F.,  pulse  90,  respirations 
34  and  labored. 

At  2 a.h.  on  the  night  of  admission,  his  tempera- 
ture rose  to  106  F.  He  had  a marked  polymorpho- 
nucleosis  and  eosinophilia  (Table  I).  The  urine 
showed  a few  red  blood  cells  and  granular  casts. 
The  serum  uric  acid  was  elevated  to  7.9  mg.  per 
cent  (Table  II).  He  was  given  large  doses  of 
acetylsalicyclic  acid,  up  to  10  Gm.  daily  for  seven 
days,  and  1 Gm.  of  hexylresorcinol  (crystoids,  anti- 
helminthic) on  June  29.  The  temperature  dropped 
to  101.6  F.  on  July  1,  but  it  rose  again  to  104  F.  on 
July  3.  Aminopyrine,  2 Gm.  daily  administered 
for  five  days,  brought  it  down  to  101.8  F.  However, 
it  rose  again  to  104  F.  at  which  time  he  became  irri- 
table and  apprehensive.  An  electrocardiogram 
showed  a PR  interval  of  0.2  second  with  diphasic  T 
waves  in  leads  V4  and  Vs . On  July  3 the  PR  interval 
was  0.22  second.  Later,  the  evidence  of  myocardial 
changes  persisted,  and  the  T wave  became  flattened 
in  the  first  limb  lead  and  slightly  inverted  in  Vj,  V3, 
Vt,  V6,  and  V6. 

On  July  6 the  patient  became  incoherent,  tossed 
about,  and  was  afraid  that  he  was  going  to  die.  On 
July  7 he  complained  of  pleuritic  pain  in  the  right 
chest.  A tender  liver  was  palpable  two  finger- 
breadths  below  the  costal  margin  in  the  right  mid- 
clavicular  line.  On  July  8,  at  4: 10  p.m.,  he  was  still 
apprehensive  and  complained  of  cold  feet  and 
sweaty  palms.  At  11:45  p.m.,  he  was  restless  and 
could  not  sleep.  The  pulse  was  136.  He  had  a 
suggestive  embryocardia;  the  second  pulmonic 
sound  was  louder  than  the  second  aortic  sound.  He 
was  placed  in  an  oxygen  tent  and  was  given  an  intra- 
venous infusion  of  1,000  cc.  of  10  per  cent  glucose 
together  with  vitamins  B and  C in  distilled  water. 
He  was  given  0.12  Gm.  of  sodium  phenobarbital 
intramuscularly.  At  this  time  the  Trichinella  skin 
test  was  negative,  but  the  Trichinella  titer  of  the 
serum  was  positive  in  a dilution  of  1: 1,280. 


TABLE  I. — Summary  of  Complete  Blood  Count  Data 


Date 

Hemo- 

globin 

Red 

Blood 

Cells 

White 

Blood 

Cells 

Polymor- 

phonuclear 

Leukocytes 

Bands 

Lympho- 

cytes 

Mono- 

cytes 

Eosino- 

phils 

Sedimenta- 
tion Rate 
Myelo-  (Mm.  per 

cytes  Hour) 

June  28,  1950 

107 

5,710,000 

14,000 

54 

18 

11 

2 

15 

July  3 

100 

22,650 

40 

25 

9 

1 

25 

25 

6 

104 

5,020,000 

16,400 

55 

14 

7 

24 

10 

90 

4,710,000 

15,100 

61 

11 

12 

16 

11 

10,600 

77 

8 

16 

9 

12 

11,100 

59 

10 

17 

16 

13 

9,250 

54 

6 

27 

2 

11 

17 

94 

4,670,000 

13,850 

60 

7 

21 

12 

64 

18 

12,700 

57 

12 

22 

1 

8 

19 

15,000 

56 

14 

20 

1 

8 

1 toxic  granules 

21 

13,150 

50 

14 

29 

7 

toxic  granules 

24 

15,700 

53 

11 

24 

1 

12 

25 

13,650 

53 

14 

25 

8 

27 

55 

7 

19 

2 

16 

1 38 

1444 


June  1,  1952] 


RESPONSE  OF  TR1CH1NIASIS  TO  ACTH 


1445 


TABLE  II. — Summary  of  Laboratory  Data 


June 

28 

July 

3 

July 

10 

July 

12 

July 

17 

July 

21 

July 

28 

Sugar  (mg.  per  cent) 

91 

66 

88 

98 

82 

Urea  (mg.  per  cent) 

14 

18 

17 

19 

Sodium  (mEq.) 

136 

130 

133 

133 

131 

135 

Potassium  (mEq.) 

5 

5 

4.5 

4 

3.6 

Chlorides  (mEq.) 

96 

101 

101 

94.7 

100 

Carbon  dioxide  (mM  per  L.) 

19.6 

23.8 

23.8 

26.4 

24 

Calcium  (mEq.) 

4.7 

4.8 

Phosphorus  (mEq.) 

3.2 

3.5 

3.94 

2.8 

Alkaline  phosphatase  (Bodansky  units) 

6.5 

4.4 

2.9 

2.1 

Uric  acid  (mg.  per  cent) 

7.9 

6.3 

8.6 

Total  protein  (Gm.  per  cent) 

5.6 

4.8 

6.1 

6.9 

6.5 

Albumin  (Gm.  per  cent) 

3.0 

2.0 

2.3 

3.3 

Globulin  (Gm.  per  cent) 

2.6 

2.8 

3.8 

3.6 

Albumin-globulin  ratio 

1.2 

0.7 

0.6 

0.9 

Cholesterol 

Total 

152 

186 

Free 

38 

Per  cent  free 

25 

Icterus  index 

6.6 

Bilirubin 

Direct  (mg.  per  cent) 

0.2 

0.3 

Total  (mg.  per  cent) 

0.29 

0.3 

Cephalin  flocculation 

negative 

4 plus 

4 plus 

4 plus 

4 plus 

Thymol  turbidity  (MacLaglan  units) 

2.3 

15 

10.2 

13.6 

11.4 

Mazzini 

negative 

17-ketosteroids  (modified  Zimmerman,  mg.  per  cent  per  24  hours) 

3.5 

Prolan  (concentrated  Aschheim-Zondek) 

negative 

Estrin  (rat  bioassay) 

negative 

Adrenocorticotropic  hormone  therapy  was  started 
on  July  9,  1950,  at  11  a.m.*  This  was  given  intra- 
muscularly every  six  hours  and  continued  in  varying 
dosage  over  a period  of  twenty-two  days  for  a total 
dosage  of  1.865  Gm.  (Fig.  1).  He  was  on  a low- 
salt,  high-protein,  and  high-fat  diet.  He  received 
1 to  2 Gm.  of  potassium  chloride  daily  while  ACTH 
was  given.  On  July  9,  at  noon,  he  was  more  cheer- 
ful and  slightly  dyspneic.  The  heart  sounds  were 
very  weak,  and  a ticktack  rhythm  suggestive  of 
gallop  was  noted.  Subcrepitant  rales  were  noted 
in  the  right  fourth  intercostal  space  as  well  as  in 
both  lower  lobes  posteriorly. 

On  July  10,  the  patient  was  well-oriented,  well- 
hydrated,  but  pale  and  still  sweating  profusely. 
Signs  of  vitamin  B deficiency,  a red  tongue  and 
rhagades,  appeared,  so  vitamins  B complex  and  C 
were  given  in  large  doses.  The  tachycardia  and 
palpitation  continued.  A systolic  murmur  at  the 
apex  and  pulmonic  areas  was  heard.  There  was 
dullness  at  the  right  base  posteriorly  with  diminished 
vocal  fremitus  and  distant  breath  sounds.  The 


* Lot  J 18006,  Armour  L A-l-A  standard. 


Fig.  1.  Response  to  ACTH  therapy. 


muscular  weakness  was  still  profound,  making  it 
difficult  for  the  patient  to  sit  up.  Pre-existent  raw- 
ness of  the  skin  of  the  scrotum  disappeared,  but  an 
acneform  rash  and  redness  of  the  internatal  folds 
became  aggravated.  A marked  pustular  acne  was 
also  observed  on  the  face  and  the  anterior  part  of 
the  chest.  All  deep  reflexes  were  diminished  be- 
cause of  the  muscular  involvement.  The  polymor- 
phonucleosis  and  eosinophilia  persisted  at  a lower 
level.  A portable  roentgen-ray  study  of  the  chest 
confirmed  the  haze  at  the  right  base,  indicative  of  a 
pleuritis  associated  with  diaphragmatic  involvement 
or  right  heart  failure.  The  blood  pressure  was 
116/50,  pulse  130. 

On  July  11  digitalis  therapy  was  started  and  0.2 
Gm.  of  powder  of  digitalis  was  given  daily  for  two 
days.  Then  0.1  Gm.  was  given  daily  until  August  1. 
On  July  13,  when  the  patient  was  able  to  stay  out  of 
the  oxygen  tent,  he  was  more  cheerful.  On  July  14, 
after  a decrease  of  the  ACTH  dosage,  the  weakness 
was  aggravated.  His  blood  pressure  was  88/40  and 
pulse  116.  Despite  the  profuse  perspiration,  a 
twenty-four-hour  urinary  output  of  2,740  cc.,  as 
compared  to  a fluid  intake  of  1,930,  resulted  from 
the  use  of  2 cc.  of  intramuscular  Mercuhydrin. 
The  following  day,  despite  an  intake  of  2,180  cc., 
only  870  cc.  of  urine  were  excreted.  The  tempera- 
ture and  pulse  rate  decreased,  and  his  appetite 
became  voracious.  Dullness  persisted  at  the  right 
lung  base,  and  the  gallop  rhythm  became  more 
obvious.  The  striae  on  the  abdomen  and  buttocks 
were  still  white  but  more  pronounced,  probably  due 
to  loss  of  weight.  Purulent  acneform  blebs  of  the 
skin  were  still  marked,  and  tyrothricin  ointment 
was  applied  to  these  areas.  Keloid-like  areas  at  the 
site  of  intravenous  punctures,  present  before  the 
use  of  ACTH  therapy,  showed  a tendency  to  heal. 

On  July  16  the  patient  was  more  comfortable. 
After  the  administration  of  Mercuhydrin,  the  hyper- 
pnea  diminished,  but  the  urinary  output  was  only 
fair.  The  blood  pressure  was  102/40  and  pulse  108. 
Two  days  later  the  profuse  sweats  were  so  discom- 
forting that  aminopyrine  was  discontinued.  The 
heart  sounds  were  much  improved  in  quality,  and 
the  rate  was  100  per  minute.  The  gallop  rhythm, 
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which  had  disappeared  for  two  days,  returned  on 
this  day.  The  superficial  skin  abscesses,  now 
treated  with  bacitracin,  had  a moderate  discharge. 
Dullness  at  the  right  base  disappeared.  Edema  of 
the  lower  extremities  was  still  present.  On  July 
18,  19,  and  20  he  received  daily  injections  of  10  Gm. 
of  albumin  intravenously  because  of  hvpoalbumi- 
nemia.  The  liver  receded  in  size  and  was  no  longer 
tender.  Muscular  power  gradually  increased. 

On  July  19  the  pyoderma,  now  known  to  harbor 
the  Staphyloccus  aureus,  was  markedly  improved. 
He  was  given  1 Gm.  of  terramycin  daily  for  ten  days. 
On  Juljr  22  he  felt  better.  However,  the  low-grade 
fever  and  gallop  rhythm  persisted.  The  blood  pres- 
sure was  110/60,  pulse  106,  and  respirations  still  36. 
The  ACTH  dosage  was  increased  because  the  highest 
daily  temperature  was  still  101  F.  The  abdominal 
and  gluteal  striae  became  purplish  in  color  but  were 
white  after  ACTH  was  discontinued.  In  spite  of  a 
normal  fasting  blood  sugar,  glycosuria  was  noted  on 
seven  occasions  while  ACTH  was  given. 

On  July  25  the  patient  felt  more  cheerful  and 
stronger,  while  the  gallop  rhythm  disappeared.  Ob- 
jections to  the  performance  of  a deltoid  muscle 
biopsy  were  removed,  and  the  diagnosis  was  proved 
by  finding  encysted  Trichinella  spiralis.  On  July 
26  the  temperature  had  dropped  to  99.8  F.,  blood 
pressure  was  114/60,  pulse  98,  and  respirations  26. 
The  ACTH  dosage  was  now  gradually  decreased. 
On  July  31,  the  day  after  cessation  of  ACTH  therapy, 
the  temperature  rose  to  102  F.  for  one  day,  with  an- 
other rise  to  101  F.  on  August  3.  The  prolonged  PR 
interval  and  T wave  changes  had  not  changed  in  the 
past  month. 

The  patient  was  discharged  on  August  10,  ap- 
parently recovered,  pulse  90,  and  respirations  24. 
Two  months  later,  he  was  in  good  physical  condition, 
the  electrocardiogram  was  normal,  and  the  muscular 
aches  had  disappeared.  To  date,  he  has  had  no 
recurrent  symptoms  or  signs. 

Comment 

The  main  object  of  reporting  this  one  case  of 
trichiniasis,  with  its  seemingly  favorable  response 
to  ACTH  therapy,  is  to  add  our  experience  to  the 
data  already  accumulating  on  ACTH  therapy. 
Favorable  febrile  responses  to  ACTH  have  been 
reported  by  Kass  and  Finland.3  Other  favorable 
responses  of  fever  and  appetite  following  ACTH 
therapy  have  been  reported  by  Hench  et  al.  and  in 
malignant  diseases  by  Taylor  et  Four  cases 

of  trichinosis  with  similar  favorable  response  to 
ACTH  have  been  reported  by  Luongo  et  al.  and 
Davis  and  Most.2  No  claim  can  be  made  that  any 
alteration  in  the  fundamental  pathologic  process 
occurred  as  a result  of  ACTH  therapy.  However, 
it  is  alleged  that  ACTH  helps  restore  functional 
and  anatomic  integrity  to  the  damaged  cell.  No 
improvement  in  the  antibody  titer  has  been  noted.2 


An  apparent  startling  clinical  improvement  in 
the  physical  and  mental  state  of  this  patient  was 
noted  from  the  onset  of  the  use  of  ACTH.  Improve- 
ment in  the  stormy  course  of  the  disease  soon  became 
marked.  A steady  fall  in  temperature  seemed  to 
result  from  the  ACTH.  A temporary  rise  in  tem- 
perature two  days  after  the  cessation  of  this  therapy 
would  seem  to  confirm  the  importance  of  ACTH 
therapy  in  this  case.  Signs  of  cardiac  decompensa- 
tion improved  while  ACTH  was  given  together  with 
digitalis  and  Mercuhvdrin.  A persistently  pro- 
longed PR  interval  and  changes  in  the  T waves, 
indicating  myocardial  pathology,  later  revert ed  to 
normal.  He  developed  a voracious  appetite  and 
purplish  abdominal  striae.  Keloid-like  areas  at  the 
site  of  intravenous  punctures  healed  during  ACTH 
therapy. 

The  serum  sodium  was  not  significantly  altered 
during  the  course  of  therapy.  The  serum  potassium 
decreased  from  5.0  to  3.6  mEq.  per  L.  without  any 
serious  evidence  of  potassium  deficiency.  Serum  uric 
acid  was  elevated.  The  carbon  dioxide  combining 
power  showed  slight  acidosis  before  therapy  was 
started.  Also  signs  of  liver  damage  and  hypopro- 
teinemia  were  present  before  therapy  was  institu- 
ted. The  latter  improved  after  30  Gm.  of  albumin 
were  given.  Before,  during,  and  after  therapy 
small  amounts  of  sugar  appeared  in  the  urine,  while 
the  fasting  blood  sugar  was  within  the  lower  limits 
of  normal.  The  serum  phosphorus  dropped  moder- 
ately, and  the  serum  cholesterol  was  increased  before 
termination  of  therapy.  In  this  case  the  peripheral 
eosinophilia  was  used  as  an  index  of  adrenal  cortical 
response.  Although  the  eosinophilia  did  fluctuate, 
it  did  so  at  a lower  level  during  ACTH  therapy. 

Summary 

A case  of  trichiniasis  with  severe  involvement 
of  the  myocardium  and  diaphragm  is  reported. 
After  four  weeks  of  fever  ACTH  was  given,  and  a 
prompt  marked  and  sustained  improvement  in  the 
febrile  and  clinical  course  was  noted. 
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Happiness  has  one  great  advantage  over  wealth:  friends  don’t  try  to  borrow  it.  Anony- 
mous 


SUCCESSFUL  TREATMENT  OF  ERYTHEMA  MULTIFORME  EXUDATIVUM 
(STEVENS-JOHNSON  DISEASE)  WITH  CORTISONE 

Bennie  Mecklin,  M.D.,  and  William  Saunders,  M.D.,  Watertown,  New  York 


( From  the  Mercy  Hospital) 


TIj’RYTHEMA  multiforme  exudativum  is  a muco- 
■L_ 1 1 cutaneous  disorder  with  a low  incidence  of 
occurrence.  As  pointed  out  by  Wammock  et  al. 
the  comparative  rarity  of  this  ailment  makes  it 
unlikely  that  a large  series  can  be  collected  quickly 
in  any  single  institution  for  study  with  the  newer 
hormones.1  The  following  case  report  has  been 
classified  with  the  group  known  as  Stevens-Johnson 
disease,  although,  as  Robinson  and  McCrumb  have 
so  aptly  argued,  it  may  be  impossible  to  differen- 
tiate this  latter  syndrome  from  Behcet’s  triple 
symptom  complex,  ectodermosis  erosiva  pluriori- 
ficialis,  and  Reiter’s  syndrome.2  They  believe 
that,  with  the  possible  exception  of  Reiter’s  disease, 
all  the  above  are  probably  variants  of  erythema 
multiforme  exudativum. 

Stevens  and  Johnson  described  a syndrome  orig- 
; inally  characterized  by  (1)  general  maculopapular 
eruption,  (2)  purulent  conjunctivitis  with  corneal 
ulceration,  and  (3)  ulceromembranous  stomatitis.3 
In  subsequent  reports,  according  to  Robinson  and 
McCrumb,  numerous  other  symptoms  were  added 
by  other  authors.  These  included  erythema  multi- 
forme type  iris  lesions  of  the  hands  and  feet,  par- 
ticularly of  the  palms  and  soles,  and  ulceration  of  the 
urethral  meatus  (preceded  by  bulla).  All  of  these 
findings  were  present  in  the  case  to  be  described. 

This  case  is  interesting  in  that  the  disease  is  rare 
and  also  because  of  the  patient’s  response  to  cor- 
tisone. 

Case  Report 

In  1947  this  male  was  first  seen  for  an  infectious 
hepatitis,  which  cleared  up  with  the  usual  treat- 
ment. Five  months  later  he  was  seen  with  an  acute 
apthous  stomatitis.  He  recovered  fully  after  three 
weeks  of  treatment.  Six  months  later  he  returned 


with  another  case  of  stomatitis,  milder  in  nature, 
and  this  was  cleared  quickly  with  mild  treatment. 

There  was  a lapse  of  three  years,  during  which  the 
patient  had  frequent  small  attacks  of  stomatitis, 
but  in  November,  1951,  he  developed  a severe 
case  of  stomatitis,  with  huge  brown  blisters  on  the 
tongue,  a destruction  of  many  areas  in  the  buccal 
mucosa,  and  very  foul  breath.  His  temperature 
rose  to  103  F.,  and  his  cervical  glands  were  swollen. 
He  also  had  an  acute  bilateral  conjunctivitis. 

The  patient  did  not  respond  to  penicillin,  ter- 
ramycin,  crude  liver,  vitamin  B12,  saline  or  other 
gargles,  cocaine  spray,  or  neoarsphenamine  at  all. 
Then  be  developed  red,  erythematous,  vesicular, 
papular  lesions  on  the  hands,  both  surfaces,  the  same 
type  of  lesions  on  the  glans  penis,  and  a few  of  the 
same  on  the  feet.  There  was  no  sign  of  dermato- 
phytosis  of  the  feet  The  patient’s  temperature 
varied,  and  his  condition  was  not  improving. 

Cortisone  treatment  was  started,  200  mg.  daily  for 
two  days  and  100  mg.  per  day  for  the  next  four  days. 
After  two  days  of  cortisone  treatment  the  mouth 
began  to  improve,  the  lesions  on  the  hands  and 
glans  penis  began  to  disappear,  and  the  eyes  were 
clearing  up.  In  several  days  he  was  discharged 
as  fully  improved. 

Summary 

A case  of  erythema  multiforme  exudativum  (Ste- 
vens-Johnson disease)  is  reported.  No  clinical 
response  to  any  therapeutics  was  noted,  but  there 
was  a startling  response  to  cortisone  treatment. 
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PEMPHIGUS  TREATED  WITH  ACTH 

Dramatic  response  to  intramuscular  ACTH  of  a 
sixty-five-year-old  man  admitted  with  a generalized 
dermatitis  after  antibiotic  injections  and  local  treat- 
ment proved  unsatisfactory  is  the  subject  of  this  case 
report.  Although  penicillin  and  aureomycin  injec- 
tions and  local  compresses  reduced  the  number  of 
bullae  for  a time,  there  was  a recurrence  after  a brief 
period.  After  about  two  months,  a schedule  of 


ACTH  injections  was  instituted,  with  disappearance 
of  most  of  the  bullae  within  two  days  and  complete 
clearing  within  five  days.  Administration  was  con- 
tinued for  about  a month.  Six  days  after  discon- 
tinuance there  were  minimal  symptoms,  and  about 
six  weeks  later,  none.  The  patient  returned  to 
work. — Albert  Rubin,  M.D.,  Archives  of  Dermatology 
and  Syphilology,  August,  1951 
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PNEUMOPERITONEUM  AS  AN  ADJUVANT  IN  THE  PREOPERATIVE 
PREPARATION  OF  THE  PATIENT  FOR  TOTAL  GASTRECTOMY 

Willis  M.  Weeden,  M.D.,  and  Bernard  Maisel,  M.D.,  New  York  City 

{From  the  Departments  of  Surgery  of  the  New  York  City  Hospital  and  the  Cornell  University  Medical  College) 


A T PRESENT  there  is  growing  enthusiasm  to  em- 
^ ^ ploy  a total  gastrectomy  rather  than  a partial 
gastrectomy  for  the  therapy  of  stomach  cancer.1-6 
The  total  gastrectomy  is  carried  out  as  a block  re- 
section to  include  all  of  the  stomach,  a segment  of 
duodenum  and  esophagus,  the  gastrohepatic,  gas- 
trocolic, and  gastrolienal  ligaments,  the  omentum, 
and  the  spleen.  Bowel  continuity  is  re-established 
by  anastomosing  the  jejunum  to  the  lower  end  of 
the  esophagus.  However,  the  high  morbidity  and 
mortality  of  total  gastrectomy  and  the  technical 
difficulties,  whether  done  as  a subdiaphragmatic  or 
a combined  thoracoabdominal  procedure,  have 
deterred  many  surgeons  from  performing  this 
operation  in  indicated  cases.  Any  procedure,  there- 
fore, that  might  decrease  the  technical  difficulties 
and  the  hazard  to  the  patient  should  be  of  benefit. 

Recently,  one  of  us  (B.M.)  reported  the  experi- 
mental evidence  of  the  advantages  of  employing 
pneumoperitoneum  as  preparation  for  total  gas- 
trectomy.6,7 Pneumoperitoneum  induced  in  a dog 
two  weeks  prior  to  operation  produced  the  following 
changes: 

1.  As  a result  of  the  pneumoperitoneum,  the 
diaphragms  were  found  to  have  been  elevated  and 
stretched,  and  after  release  of  the  intra-abdominal 
air  pressure  the  diaphragmatic  musculature  was 
flabby.  The  excursions  of  the  stretched  diaphragms 
were  2 to  3 cm.  greater  than  in  the  controls,  where 
the  diaphragms  frere  taut. 

2.  In  the  experimental  group  the  liver  was  found 
to  be  suspended  from  the  undersurface  of  the  dia- 
phragm by  a central  ligament  1.5  cm.  in  length. 
This  contained  a 1.5-cm.  segment  of  the  exposed 
inferior  vena  cava  and  a 0.5-cm.  segment  of  hepatic 
veins  as  these  entered  the  inferior  vena  cava.  This 
ligament  was  invested  by  serosa  and  subserosa  ex- 
tending from  the  inferior  surface  of  the  diaphragm 
onto  the  capsule  of  the  liver.  In  the  control  animals 
the  liver  was  found  against  the  diaphragm  sus- 
pended by  the  triangular  and  central  ligaments. 
Only  a 2 to  3-mm.  segment  of  the  inferior  vena  cava 
could  be  exposed,  and  the  hepatic  veins  could  not 
be  visualized  in  the  control  animals. 

3.  Caudal  to  the  ptosed  liver  was  the  stomach. 
As  a result  of  ptosis  of  the  viscera  the  abdominal 
segment  of  the  esophagus  measured  3 to  4 cm.  in 
length  as  compared  to  0.5  cm.  in  the  control  animals. 
This  intra-abdominal  segment  of  the  esophagus 
had  herniated  from  the  mediastinum  into  the  peri- 
toneal cavity  and  was  invested  by  markedly  thinned 
out  diaphragmatic  muscle  fibers  and  serosa  and 
subserosa  extending  in  “hernial  sac”  fashion  from 
the  peritoneal  aspect  of  the  diaphragm.  This 
serosal  and  subserosal  investment  of  the  herniated 
segment  of  the  esophagus  inserted  into  the  serosa 
of  the  stomach  at  the  cardia. 

4.  The  cardia  of  the  stomach  was  found  at  the 


level  of  the  left  costal  margin  in  the  experimental 
animals.  In  the  controls  the  cardia  was  found  1 cm. 
below  the  diaphragm  and  4 to  5 cm.  cephalad  to  the 
costal  margin. 

5.  In  the  pneumoperitoneum  group  the  spleen 
was  found  below  the  left  costal  margin.  In  the 
control  animals  the  spleen  was  found  in  contact 
with  the  inferior  surface  of  the  diaphragm. 

6.  Since  the  visceroptosis  had  produced  a long 
intra-abdominal  esophageal  segment,  making  the 
entire  stomach  readily  accessible,  total  gastrectomy 
and  a conventional  loop,  two-laver  silk  esophagoje- 
junostomy  was  more  readily  accomplished  in  the 
group  of  animals  prepared  with  a pneumoperi- 
toneum. Because  the  intra-abdominal  segment  of 
the  esophagus  in  this  group  was  invested  with  a 
serosa  and  subserosa,  the  esophagojejunal  anasto- 
mosis was  much  stronger  and  healed  more  readily 
in  the  control  group  where  the  esophageal  muscu- 
laris  was  not  covered  with  a serosa. 

7.  It  was  technically  easier  in  the  animals  pre- 
pared with  pneumoperitoneum  to  resect  the  entire 
stomach  and  to  perform  an  esophagojej unostomy. 

In  this  group  of  animals  the  esophagojejunostomy 
stoma  was  observed  to  contract  gradually  to  within 
1 cm.  of  the  diaphragm  after  the  anastomosis  had 
been  completed. 

Application  of  these  experimental  findings  is 
herein  reported. 

Case  Report 

J.  C.,  a fifty-nine-year-old  man,  was  transferred 
from  the  medical  to  the  surgical  service  on  December 
1,  1950,  because  of  a three-month  history  of  gener- 
alized weakness,  loss  of  appetite,  and  an  aching, 
sometimes  crampy  periumbilical,  nonradiating  pain 
that  seemed  unrelated  to  meals.  Three  days  prior 
to  admission  he  had  vomited  recently  ingested  food, 
and  the  vomitus  contained  “coffee  grounds.”  ) 
During  the  two  years  prior  to  this  hospital  admission 
the  man  had  lost  50  pounds.  The  stools  were  not 
known  to  have  been  tarry. 

The  family  and  past  histories  were  unrelated  to 
the  present  illness. 

Physical  examination  disclosed  a chronically  ill 
man  of  sallow  complexion  who  had  obviously  lost 
a great  deal  of  weight.  The  temperature,  pulse, 
and  respirations  at  the  time  of  admission  were 
normal,  and  the  blood  pressure  was  170/80.  The 
chest  was  emphysematous  in  type,  and  the  per- 
cussion note  was  hyperresonant.  Scattered  coarse 
rhonchi  were  audible  in  both  lung  fields.  The 
heart  was  slightly  enlarged  to  the  left,  and  the  sounds 
were  of  good  quality.  There  was  a soft  apical 
systolic  murmur  that  was  not  transmitted.  The 
abdomen  was  markedly  protuberant,  but  this 
seemed  to  be  due  to  a thickened  panniculus  adiposus 
rather  than  an  intra-abdominal  mass.  No  abdom- 
inal wall  tenderness  or  rigidity  was  noted,  and  no 
abdominal  masses  were  felt.  The  remainder  of  the 
physical  examination  was  not  unusual. 
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The  blood  showed  a hypochromic  microcytic  an- 
emia. The  hemoglobin  was  8 Gm.  and  the  red 
blood  cells  2,500,000.  The  urine  was  normal,  and 
the  Mazzini  test  was  negative.  The  blood  urea 
nitrogen  was  16.2  mg.  per  cent,  the  serum  protein 
5.7  Gm.  per  cent,  and  the  albumin-globulin  ratio 
3.0: 2.7  Gm.  per  cent.  The  gastric  analysis  showed 
no  free  acid  in  the  fasting  specimen  and  a rise  of 
15  units  of  free  acid  after  histamine.  The  stool 
showed  a 4 plus  guaiac  test.  A barium  study  of  the 
stomach  showed  marked  distortion  and  irregularity 
of  the  mucosal  pattern  in  the  prepyloric  region 
with  a large  filling  defect  in  this  area  (Fig.  1). 

The  patient  was  prepared  for  operation  with 
transfusions  of  whole  blood  and  plasma.  On  De- 
cember 1,  1950,  under  1 per  cent  procaine  anesthesia 
to  the  skin  and  abdominal  wall,  an  18-gauge  needle 
was  introduced  into  the  peritoneal  cavity  at  a point 
1.5  inches  below  the  left  costal  margin  at  the  level 
of  the  seventh  rib.  By  means  of  a 50-cc.  syringe 
and  a three-way  stopcock,  1,000  cc.  of  air  were 
introduced  into  the  peritoneal  cavity.  During  this 
procedure  the  patient  was  maintained  in  mild 
Trendelenberg  position  with  his  head  approximately 
6 inches  below  the  level  of  the  heart.  This  pre- 
caution was  taken  to  preclude  possible  accidental 
cerebral  air  embolism.  On  December  3,  1950, 
1,600  cc.  of  air  were  similarly  introduced  into  the 
peritoneal  cavity.  Fluoroscopy  and  roentgeno- 
grams on  December  6,  1950,  disclosed  a striking 
ptosis  of  the  liver  and  an  elevation  of  the  diaphragm 
(Fig.  2).  On  December  7,  1950,  2,000  cc.  of  air 
were  introduced  into  the  peritoneal  cavity.  Roent- 
gen studies  on  December  11  disclosed  further  eleva- 
tion of  the  diaphragm  and  descent  of  the  viscera 
(Fig.  3).  A barium  swallow  revealed  the  ptosis 
of  the  stomach  and  the  marked  prolongation  of  the 
intra-abdominal  segment  of  the  esophagus  (Fig.  4). 

The  patient  was  explored  on  December  13,  1950, 
under  nitrous  oxide-ether  general  anesthesia  through 
a bilateral  subcostal  incision.  The  antral  segment 
of  the  stomach  was  the  site  of  the  large,  firm  tumor 
mass  that  was  densely  adherent  to  the  gallbladder. 
The  gallbladder  wall  was  markedly  edematous. 
The  stomach,  proximal  to  the  tumor,  was  markedly 
dilated,  and  its  wall  was  thickeped  and  edematous. 

Seven  centimeters  of  the  lower  end  of  the  esopha- 
gus were  found  extending  into  the  peritoneal  cavity. 
This  herniated  segment  of  esophagus  was  enveloped 
in  a sac  comprised  of  a thinned-out  diaphragm 
covered  with  peritoneum  extending  from  the  inferior 
surface  of  the  diaphragm  to  the  stomach  wall. 
A 3.5-cm.  segment  of  each  vagus  nerve  was  easily 
exposed.  The  triangular  ligament  was  3 cm.  long 
and  had  become  a thin,  stretched  mesentery  be- 
tween the  diaphragm  and  the  liver.  As  a result  of 
the  ptosis  of  the  viscera,  the  gallbladder  was  found 
6 cm.  below  the  right  costal  margin  in  the  center  of 
the  operative  field.  The  head  of  the  pancreas  and 
the  duodenum  lay  in  the  midline  over  the  vertebral 
column.  The  pancreas,  duodenum,  and  the  root 
of  the  mesentery  were  all  more  mobile  than  usual. 
The  liver  contained  no  palpable  metastatic  tumor. 
There  were  lymph  nodes  along  the  lesser  curvature 
of  the  stomach. 

Beginning  at  the  duodenum  a block  resection  of 
the  stomach  was  then  carried  out  including  the 
gastrocolic  ligament,  the  greater  omentum,  1 inch 
of  the  duodenum  beyond  the  pylorus,  the  gall- 
bladder, to  which  the  stomach  tumor  was  fixed,  the 
gastrohepatic  ligament,  and  the  spleen.  A loop  of 
jejunum,  approximately  30  cm.  beyond  the  ligament 
of  Trietz,  was  then  brought  up  anterior  to  the  trans- 


Fig.  1.  There  is  marked  distortion  and  irregu- 
larity of  the  mucosal  pattern  of  the  stomach  in  the 
entire  antrum  and  prepyloric  area  with  a large 
filling  defect  apparent  in  the  antrum. 


Fig.  2.  Posteroanterior  roentgenogram  of  the 
chest  and  abdomen,  six  days  after  pneumoperi- 
toneum initiated,  reveals  rise  of  dome  of  diaphragm 
to  eighth  interspace  posteriorly  and  visceroptosis, 
revealed  by  finding  dome  of  liver  at  the  level  of 
tenth  rib  posteriorly. 
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Fig.  3.  Posteroanterior  roentgenogram  of  the 
chest  and  abdomen,  eleven  days  after  pneumoperi- 
toneum initiated,  reveals  rise  of  dome  of  diaphragm 
to  seventh  interspace  posteriorly  and  increased  de- 
gree of  visceroptosis  (dome  of  the  liver  at  level  of 
eleventh  rib  posteriorly). 


verse  colon  for  the  esophagojejunostomy.  By 
using  the  stomach  specimen  to  exert  traction  on  the 
esophagus  the  antimesenteric  surface  of  the  jejunum 
was  fixed  to  the  posterior  aspect  of  the  esophagus 
at  a point  2 cm.  proximal  to  its  insertion  into  the 
cardiac  end  of  the  stomach  with  eight  interrupted 
fine  silk  sutures.  These  sutures  included  in  the  bite 
serosa,  muscularis,  and  submucosa  of  jejunum  and 
esophagus,  the  serosa  of  the  esophagus  being  formed 
by  the  herniated  diaphragmatic  peritoneum  and 
muscle.  The  posterior  aspect  of  the  esophagus  was 
opened  in  the  line  of  the  anastomosis  and  a linear 
incision  made  in  the  jejunum  for  the  jejunum  stoma. 
A mucosal  layer  of  interrupted  black  silk  sutures 
were  then  placed  and  tied,  and  this  layer  of  sutures 
continued  about  the  entire  circumference  of  the 
stoma.  The  anastomosis  was  then  completed  by 
placing  an  anterior  layer  of  sutures  similar  to  the  pos- 
terior layer.  No  attempt  was  made  to  fix  the  jejunum 
to  the  undersurface  of  the  diaphragm  since  the  esoph- 
agojejunostomy was  approximately  4 cm.  below  the 
esophageal  hiatus  and  particularly  since  there 
was  no  tension  on  the  anastomosis.  An  entero- 
jejunostomy  was  then  carried  out  between  the 
afferent  and  efferent  loops  of  jejunum.  The  duo- 
denal stump  had  been  closed  in  two  layers  with  inter- 
rupted sutures  of  fine  silk.  The  cystic  duct  was 
tied  with  transfixing  sutures  of  fine  and  medium 
silk.  A cigaret  drain  was  placed  in  the  region  of  the 
gallbladder  bed  and  brought  out  through  a stab 
wound  in  the  right  subcostal  area,  and  another 
cigaret  drain  was  placed  to  the  tail  of  the  pancreas 
and  brought  out  through  a left  lateral  subcostal 
stab  wound.  The  abdominal  wall  was  closed  in 


Fig.  4.  Roentgenogram  taken  with  the  patient 
standing:  ( A ) Posteroanterior  view  reveals  the  high 
diaphragm  and  a fluid  level  in  the  stomach  at  the 
level  of  the  third  lumbar  vertebral  body.  ( B ) 
Lateral  view  visualizes  the  lower  end  of  the  eso- 
phagus and  cardia  of  the  stomach.  The  length  of  the 
intra-abdominal  segment  of  the  esophagus  is  found 
to  be  approximately  equal  to  the  thickness  of  three 
lumbar  vertebral  bodies,  thus  measuring  approxi- 
mately 9 to  11  cm.  in  length. 


layers  of  interrupted  sutures  of  number  0 chromic 
catgut.  The  skin  was  closed  with  on-end  mattress 
sutures  of  fine  silk.  The  patient  was  returned  to 
his  room  in  good  condition  with  a blood  pressure 
of  175/80.  He  had  received  3 pints  of  blood  during 
the  course  of  this  operation. 

Postoperatively  the  patient  was  fed  sips  of  water 
on  the  second  day  and  more  freely  on  the  third  day. 
On  the  fifth  day  he  was  given  milk,  cream,  and 
custard,  and  on  the  ninth  postoperative  day  he 
was  taking  pureed  vegetables  and  meat.  On  the 
twelfth  postoperative  day  he  ate  a high-calorie,  high- 
vitamin  regular  diet  with  a vitamin  supplement. 
A barium  swallow  at  the  time  of  discharge  from 
the  hospital  disclosed  a satisfactory  esophagoje- 
junostomy (Fig.  5). 

When  examined  March  8,  1951,  the  patient  felt 
well,  and  his  appetite  was  good.  He  was  main- 
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Fig.  5.  Roentgenogram  with  swallow  of  thick 
I barium  on  January  19,  1951,  indicates  large  caliber 
of  the  esophagojejunostomv.  Stoma  has  now  re- 
tracted to  the  level  of  the  diaphragm  which  was 
i found  at  level  of  ninth  rib  posteriorly. 

taining  his  weight  at  124  pounds.  Bowel  movements 
were  normal  in  color  and  consistency.  The  ab- 
j dominal  wound  was  solidly  healed.  There  were 
no  palpable  nodules  in  the  abdomen  and  no  evidence 
of  recurrence. 

Pathologic  Report. — The  pathologic  specimen 
included  the  entire  stomach,  the  proximal  2 cm. 
of  duodenum,  and  distal  1 cm.  of  the  esophagus. 
A gray,  edematous,  thickened  gallbladder  that 
contained  gray  pus  and  no  stones  was  firmly  fixed 
to  the  lesser  curvature  of  the  stomach  at  the  pylorus. 
A normal  appearing  spleen,  weighing  approximately 
300  Gm.,  was  submitted  as  a separate  specimen. 

The  stomach  was  markedly  dilated  and  measured 
| 16  cm.  along  the  lesser  curvature  and  27  cm.  along 

I the  greater  curvature.  The  antral  end  of  the 
stomach  was  greatly  thickened  by  tumor  and  edema. 
Along  the  lesser  curvature  of  the  stomach  and 
fixed  to  the  stomach  wall  and  gallbladder  was  a 
mass  of  firm,  gray-white  lymph  nodes  that  measured 
5.5  by  4 by  3.5  cm.  On  cut  section  these  obviously 
contained  metastatic  carcinoma.  The  gastrocolic 
ligament  and  omentum  did  not  contain  recogni- 
zable lymph  nodes. 

The  stomach  specimen  was  opened  along  the 
greater  curvature.  A deep  ulcer  measuring  4 by  5 
I cm.  in  size  was  found  along  the  lesser  curvature 
l extending  into  the  dorsal  aspect  of  the  antrum  of 
i the  stomach  (Fig.  6).  The  ulcer  edges  were  firm, 
blood-stained,  and  overhung  the  ulcer  crater. 

| The  crater  base  was  slightly  nodular  and  firm.  A 
' section  through  the  ulcer  disclosed  hard,  gray- 
white  carcinoma  occupying  all  layers  of  the  stomach 
wall  and  extending  to  the  serosa  of  the  gallbladder. 

Microscopic  sections  of  the  ulcer  revealed  an 


Fig.  6.  Opened  stomach  specimen  showing  deep 
ulcer  measuring  4 by  5 cm.  in  size  with  firm  edges. 
Crater  base  was  nodular,  firm,  and  covered  with 
mottled  light  brown  and  green  debris. 

abrupt  transition  from  normal  mucosa  overlying 
an  edematous  but  otherwise  normal  stomach  wall 
to  an  ulcer  competely  denuded  of  mucosa.  The 
ulcer  base  was  composed  of  groups  of  irregular  ana- 
plastic, pleomorphic  cancer  cells  in  an  edematous, 
thinly  fibrous  stroma  that  had  invaded  all  layers 
of  the  stomach  W'all  and  had  completely  destroyed 
the  normal  architecture.  At  one  point  the  tumor 
had  extended  through  the  stomach  wall  serosa  to  the 
serosa  of  the  gallbladder.  The  gallbladder  itself 
contained  no  cancer  cells  but  was  quite  edematous. 
Polymorphonuclear  inflammatory  cells  and  round 
cells  were  abundant  in  all  layers  of  the  thickened 
gallbladder  wall.  The  lymph  nodes  described  in  the 
gross  specimen  were  completely  replaced  by  metasta- 
tic cancer  cells.  The  spleen  was  histologically 
normal. 

Comment 

When  pneumoperitoneum  is  used  for  the  therapy 
of  pulmonary  tuberculosis,  a rise  of  the  dia- 
phragm and  visceroptosis  occurs.  Therefore,  the 
possibility  of  employing  a preliminary  pneumo- 
peritoneum to  produce  a ptosis  of  the  stomach  in 
order  to  facilitate  complete  block  resection  of  the 
stomach  and  its  mesenteries  seemed  plausible. 
Two  important  questions  had  to  be  investigated 
and  answered:  First,  was  it  possible  to  produce  a 
significant  and  technically  useful  degree  of  viscerop- 
tosis in  a short  period  of  time?  Certainly  it  is 
undesirable  to  delay  unduly  resection  of  a stom- 
ach cancer.  Second,  what  change,  if  any,  would 
occur  in  the  position  of  the  viscera  after  an  ab- 
dominal incision  had  been  made  and  the  intra- 
abdominal air  released? 

This  patient  was  explored  and  resected  twelve 
days  after  admission  to  the  surgical  service  and  the 
initial  air  instillation.  These  twelve  days  were 
useful  in  performing  the  necessary  studies  for 
evaluating  the  patient’s  cardiac,  pulmonary,  renal, 
and  electrolyte  status.  Transfusions  of  blood  and 
plasma  were  administered  to  correct  the  anemia 
and  hypoproteinemia.  The  obstructed  and  dilated 
stomach  was  decompressed  by  aspiration  and  gav- 
age.  Therefore,  gastric  resection  was  not  really 
delayed  by  the  use  of  pneumoperitoneum.  The 
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pneumoperitoneum  was  employed  during  a neces- 
sary period  of  preoperative  preparation  of  this 
patient. 

The  animal  studies  and  this  case  indicated  that  the 
visceroptosis  following  pneumoperitoneum  had 
stretched  the  supporting  ligaments  and  mesenteries 
of  the  liver,  spleen,  stomach,  and  transverse  colon.1,2 
When  the  abdominal  incision  released  the  intra- 
peritoneal  air,  these  organs  did  not  resume  their 
normal  positions.  A long  segment  of  abdominal 
esophagus  was  available  to  facilitate  the  gastric 
resection  and  the  subsequent  esophagojejunostomy. 

The  technical  ease  of  the  total  block  resection  of 
the  stomach  and  its  mesenteries  done  as  an  ab- 
dominal procedure  was  quite  striking.  The  total 
operating  time  was  four  and  one-half  hours  and, 
considering  the  complication  of  having  to  perform  a 
cholecystectomy  as  well,  had  presented  no  greater 
difficulty  than  the  usual  partial  gastrectomy. 
The  anastomosis  of  the  esophagus  and  jejunum  was 
completed  without  difficulty  because  the  lower  end 
of  the  esophagus  presented  at  the  left  costal  margin. 

Inasmuch  as  the  lower  end  of  the  esophagus  was 
now  covered  with  three  additional  anatomic  struc- 
tures, including  thinned-out  skeletal  muscle,  derived 
from  the  diaphragm,  and  a serosa  and  subserosa  de- 
rived from  the  diaphragmatic  peritoneum,  the  suture 
line  anastomosing  jejunum  to  esophagus  was  streng- 
thened. In  fact,  no  attempt  was  made  to  fix  the 
jejunum  to  the  inferior  surface  of  the  diaphragm. 
The  anastomosis  retracted  cephalad  postoperatively 
and  at  the  end  of  six  weeks  was  found  against  the 
inferior  surface  of  the  diaphragm.  Included  in  the 
long  intra-abdominal  segment  of  lower  esophagus 


was  a 3.5-cm.  segment  of  exposed  vagus  nerves. 
This  type  of  exposure  obviously  made  it  a simple 
procedure  to  divide  and  resect  these  nerves. 

Summary  and  Conclusion 

This  case  is  presented  as  an  example  of  a simpli- 
fied technic  for  total  gastrectomy.  Air  introduced 
into  the  peritoneal  cavity  produced  a ptosis  of  the 
stomach  and  a hernia  of  a long  lower  segment  of 
esophagus  into  the  peritoneal  cavity.  This  long 
intra-abdominal  segment  of  esophagus  greatly 
facilitated  total  gastrectomy  performed  through  an 
abdominal  incision.  As  a result  of  excellent  ex- 
posure of  the  lower  end  of  the  esophagus,  the  anasto- 
mosis of  the  esophagus  and  jejunum  was  readily  com- 
pleted. The  long  intra-abdominal  segment  of  the 
esophagus  was  invested  with  skeletal  muscle,  serosa, 
and  subserosa  in  addition  to  its  usual  wall  elements. 
These  additional  anatomic  structures  strengthened 
the  anastomosis.  Since  a long  segment  of  intra- 
abdominal  esophagus  was  exposed,  the  vagi  were 
easily  exposed. 

132  East  72nd  Street 
1 East  69th  Street 
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EFFECTS  OF  COMBINED  FOLIC  ACID  AND 
The  authors  conclude  that  in  pernicious  anemia 
subacute  combined  degeneration  probably  will  not 
develop  or  progress  in  patients  getting  folic  acid, 
provided  sufficient  potent  liver  extract  or  Vitamin 
Bt2  is  also  given  and  provided  also  that  complicating 
diseases  or  faulty  nutrition  are  absent.  These  ob- 
servations possibly  may  be  explained  by  the  theory 
that  the  hematologic  and  neurologic  manifestations 
of  pernicious  anemia  and  other  macrocytic  anemias 
associated  with  pathology  of  the  gastrointestinal 


LIVER  EXTRACT  THERAPY 
tract  and  inadequate  nutrition  are  due  to  a de- 
ficiency of  more  than  one  substance. 

Hence,  folic  acid  may  improve  the  blood  picture 
but  induce  deficiency  of  other  substances,  such  as 
vitamin  B,j,  necessary  for  both  central  nervous 
system  integrity  and  normal  hemic  status.  If  the 
deficiency  persists,  cord  degeneracy  or  suboptimal 
blood  picture,  or  both,  will  eventually  ensue. — Robert 
Chodos,  M.D.,  and  Joseph  S.  Ross,  M.D.,  Blood, 
December,  1951 


Special  Articles 

NEW  YORK  STATE  MEDICAL  LEGISLATION  FOR  1952 

Harold  B.  Smith,  M.D.,  Albany,  New  York 
( Executive  Officer,  Medical  Society  of  the  State  of  New  York ) 


T EGISLATION  for  the  year  1952  was  completed 
on  April  19,  the  last  day  for  the  Governor  to 
act  with  respect  to  thirty-day  bills.  An  attempt  is 
made  herein  to  comment  on  the  progress  of  bills 
which  are  of  general  interest  to  the  medical  pro- 
fession. Many  bills  of  more  or  less  special  interest 
are  left  out  in  the  process  of  selection.  The  Legisla- 
tive Bureau  would  be  glad  to  answer  any  inquiries 
directed  to  it  with  respect  to  the  latter  bills. 

New  Laws  of  General  Interest 

Alcoholism. — Chapter  354  (Senate  Introductory 
3 — Mitchell)  authorizes  mental  health  commission, 
cooperating  with  health  and  mental  hygiene  de- 
partments, to  formulate  program  for  clinics  operated 
by  public  or  private  nonprofit  agencies  for  rehabilita- 
tion of  chronic  alcoholics;  appropriates  $145,000  to 
mental  health  commission.  This  act  took  effect 
April  1, 1952. 

Christian  Science. — Chapter  539  (Assembly  Intro- 
ductory 2356 — Morgan)  provides  that  rules  of 
Board  of  Regents  permitting  pupils  to  be  excused 
from  study  of  health  and  hygiene,  as  conflicts  with 
religion  of  parents  or  guardian,  shall  be  consistent 
with  requirements  of  public  education  and  public 
health  (Education  Law,  section  3204).  This  act 
took  effect  April  5,  1952.  The  law  as  it  previously 
existed  granted  an  even  greater  exemption  from 
health  and  hygiene  studies.  Certain  teacher  and 
medical  groups  sought  outright  repeal  of  all  ex- 
emption, and  this  bill  was  introduced  in  behalf  of 
Christian  Scientists  as  a compromise  measure. 

Medical  Examiners. — Chapter  654  (Senate  Intro- 
ductory 1123 — Horton)  provides  that  power  of 
county  boards  of  supervisors  to  abolish  office  of 
coroner  and  create  office  of  medical  examiner  shall 
be  subject  to  permissive  instead  of  mandatory 
referendum  (County  Law,  section  400).  This  act 
took  effect  April  12, 1952. 

Narcotics. — Chapter  8 (Senate  Introductory  277 — 
Halpern)  requires  magistrates,  on  petition  by  peace 
officer  or  duly  licensed  physician,  parent,  guardian, 
relative,  or  friend  and  on  determination  that  person 
is  adolescent  drug  user,  to  order  him  to  undergo 
examination  for  not  more  than  five  days  at  hospital 
designated  by  State  health  commissioner  and  on 
final  determination  to  undergo  program  for  re- 
habilitation in  a hospital  designated  by  commissioner 
(Public  Health  Law,  section  439-a  new).  This  act 
took  effect  May  1, 1952. 

Chapter  9 (Senate  Introductory  106 — Halpern) 
continues  to  January  31,  1953,  powers  of  attorney 
general  to  study  control  of  narcotics.  This  act 
took  effect  February  12,  1952. 


Chapter  91  (Assembly  Introductory  264 — -Doug- 
las) prohibits  sale  to  persons  other  than  duly  licensed 
physicians,  drugstores,  and  certain  other  pro- 
fessional men,  of  hypodermic  syringe  or  needle 
except  on  written  prescription  of  licensed  physician 
or  veterinarian;  prescription  shall  be  retained  for 
two  years;  prohibits  possession  without  prescription 
(Penal  Law,  section  1747-c  new).  This  act  takes 
effect  July  1,  1952. 

Chapter  632  (Assembly  Introductory  2636— 
Morr)  requires  physician  to  report  to  State  Health 
Department  address  of  person  under  treatment  if  it 
appears  that  he  is  habitual  user  of  narcotic  drug; 
report  shall  be  open  for  inspection  only  to  Federal, 
State,  and  municipal  enforcement  officers  or  officers 
concerned  with  the  commitment,  care,  treatment, 
and  rehabilitation  of  drug  addict  (Public  Health 
Law,  section  430  new).  This  act  took  effect  April 
12, 1952. 

Chapter  318  (Senate  Introductory  678 — Graves) 
among  other  things  defines  Dromoran  as  narcotic 
drug  (Public  Health  Law,  sections  2-b,  363,  383-a, 
421;  section  7 repeal).  This  act  took  effect  March 
28,  1952. 

Vaccination. — Chapter  641  (Assembly  Introduc- 
tory 2485 — Campbell)  authorizes  city  health  com- 
missioner, with  approval  of  State  health  commis- 
sioner, to  suspend  provision  for  vaccination  of  school 
children,  if  necessary  for  public  health,  for  not  more 
than  six  months  with  right  to  renew  suspension  for 
periods  of  not  more  than  six  months  (Public  Health 
Law,  section  310).  This  act  took  effect  April  12, 
1952.  This  new  law  is  premised  on  the  theory 
that  certain  immunization  procedures  may  pre- 
dispose a child  to  poliomyelitis. 

Vivisection. — Chapter  96  (Assembly  Introduc- 
tory 863 — Hatch)  authorizes  State  health  com- 
missioner to  designate  approved  laboratories  or 
institutions  for  scientific  tests,  experiments,  or 
investigations  involving  use  of  living  animals  and 
fix  rules  under  which  approvals  shall  be  granted; 
animals  may  be  seized  and  impounded  in  lieu  of 
destruction,  if  unlicensed,  unwanted,  or  unclaimed 
(Public  Health  Law,  section  5-a  new).  This  act 
takes  effect  July  1,  1952.  The  bill  was  passed  in  the 
Assembly  by  a vote  of  103  to  40  and  in  the  Senate  by 
a vote  of  34  to  18.  A bill  which  attempted  to  de- 
stroy the  effect  of  this  law  was  defeated  in  the 
Senate  by  a vote  of  39  to  15. 

Workmen’s  Compensation. — Chapter  635  (Senate 
Introductory  225 — Bianchi)  extends  workmen’s 
compensation  coverage  to  include  resident  physi- 
cians and  resident  interns  in  prisons  and  hospitals 
maintained  or  operated  by  municipalities  (Work- 
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men’s  Compensation  Law,  section  3).  This  act 
took  effect  April  12,  1952. 

Chapter  787  (Assembly  Introductory  3046 — - 
Milmoe)  provides  for  care  and  treatment  of  in- 
jured employes  entitled  to  workmen’s  compensation 
by  duly  licensed  podiatrist  and  for  appointment 
of  podiatry  practice  committee  by  chairman  of 
Workmen’s  Compensation  Board  (Workmen’s  Com- 
pensation Law,  section  13-k  new).  This  act  takes 
effect  September  1,  1953.  In  signing  this  bill  the 
Governor  reversed  his  position  of  prior  years. 

Other  Legislative  Matters  of  General  Interest 

Cults. — Concurrent  chiropractic  bills  were  intro- 
duced by  Senator  Seelve  and  Assemblyman  Milmoe. 
A naturopath  bill  was  introduced  by  Assemblyman 
Knauf.  None  of  the  bills  progressed  out  of  com- 
mittee, but  this  lack  of  progress  is  deceptive  with 
respect  to  the  chiropractic  bills.  Actually  the 
chiropractors  waged  a strong  campaign.  Of  par- 
ticular interest  is  the  unprecedented  action  of  the 
Board  of  Regents  in  declaring  that  they  were  in 
favor  of  a law  for  the  licensing  of  chiropractors. 
The  Regents  seem  to  be  of  the  opinion  that  a defini- 
tion of  chiropractic  which  limits  the  scope  of  chiro- 
practic sufficiently  is  the  basis  for  a satisfactory 
chiropractic  law.  The  Medical  Society  does  not 
share  the  views  of  the  Board  of  Regents  on  this 
subject.  The  naturopath  bill  has  not  constituted 
a real  threat  and  will  not  unless  the  chiropractors 
first  obtain  the  enactment  of  their  bill.  If  the  latter 
occurs,  the  floodgates  will  be  opened  up  to  all 
forms  of  cultism. 

Physiotherapy. — There  were  no  very  significant 
changes  in  the  law  relating  to  the  practice  of  physio- 
therapy, but  it  is  of  interest  to  note  the  very  large 
number  of  bills”  which  are  introduced  each  year  by 
physiotherapy  groups  and  also  by  corrective  thera- 
pist and  masseur  groups. 

Bills  were  introduced  to  permit  physiotherapists 
the  use  of  x-ray  for  treatment,  to  set  up  a separate 
State  board  of  physiotherapy  examiners,  to  include 
massage  within  the  definition  of  physiotherapy,  to 
permit  the  independent  practice  of  physiotherapy 
without  physician  supervision,  to  eliminate  the 
practice  of  physiotherapy  by  certain  unlicensed 
persons  who  are  now  permitted  to  practice  in  hos- 
pitals, physicians’  offices,  etc.,  and  to  change  the 
requirements  for  the  licensure  of  physiotherapists. 

The  corrective  therapists  sought  independent 
recognition  through  their  own  licensing  bill.  Some 
argue’  that  the  corrective  therapist  is  not  signifi- 
cantly different  from  the  physiotherapist  and  that 
he  should  be  required  to  pass  the  regular  physio- 
therapy licensing  requirements.  This  is  a problem 
that  requires  study. 

The  masseurs  also  sought  recognition  through  a 
licensing  bill  which  set  up  rigid  requirements  for  the 
future  but  permitted  the  licensure  of  masseurs  pres- 
ently practicing  in  the  State  through  a grandfather 
clause. 

Practice  of  Medicine  by  Membership  Corporations. 
— It  is  probably  not  a violation  of  the  Medical 
Practice  Act  for  voluntary  hospitals  to  practice 
medicine  through  salaried  physicians  in  their  employ, 


and  the  Medical  Practice  Act  specifically  permits  a 
corporation  organized  under  article  IX-c  of  the  In- 
surance Law  to  employ  physicians  or  to  contract 
with  physicians  to  practice  medicine  on  its  behalf 
for  persons  insured  under  its  contract  or  policies. 
Some  physicians  see  the  increased  activity  of  mem- 
bership corporations  in  the  practice  of  medicine  by 
its  employes  and  agents  as  a threat  to  the  inde- 
pendent practice  of  medicine. 

With  respect  to  hospital  practice  of  medicine, 
Senator  Friedman  introduced  a bill  which  would 
have  forbidden  voluntary  hospitals  from  accepting 
fees  for  medical  services  provided  by  salaried  em- 
ployes, except  in  the  case  of  a patient  who  is  a 
public  charge. 

The  Health  Insurance  Plan  of  Greater  New  York, 
hereinafter  referred  to  as  HIP,  is  the  only  insurance 
corporation  organized  under  article  IX-c  of  the  In- 
surance Law  which  provides  medical  services  as 
distinguished  from  medical  indemnity.  HIP  con- 
tracts with  groups  of  doctors  to  provide  compre- 
hensive medical  services  to  subscribers,  and  the 
medical  groups  agree  to  be  compensated  on  an 
annual  per  capita  basis  for  each  subscriber  assigned 
to  the  particular  group.  The  subscriber’s  right  to 
choose  a physician  is  severely  limited,  and  if  the 
subscriber  desires  to  consult  a physician  without  the 
consent  of  HIP,  the  subscriber  is  denied  the  benefits 
of  medical  indemnity.  The  City  of  New  York 
pays  half  the  premiums  of  those  city  employes  who 
become  subscribers  with  HIP.  The  City  of  New 
York  will  not  pay  half  the  premiums  of  its  employes 
who  become  subscribers  of  United  Medical  Service 
(Blue  Shield)  or  Group  Health,  both  voluntary 
medical  indemnity  plans.  Employes  such  as  the 
firemen  and  policemen  of  New  York  who  do  not 
desire  to  join  HIP  are  not  only  denied  the  benefit 
of  contributions  to  a medical  indemnity  plan,  but 
they  also  lose  the  benefit  of  city  contributions  to 
Blue  Cross  hospitalization  insurance.  Senator 
Panken  introduced  two  bills,  one  to  study  the 
feasibility  of  free  choice  of  physicians  in  plans  such 
as  HIP  and  one  actually  to  provide  for  the  free 
choice  of  physician  in  such  plans.  Concurrent  bills 
were  introduced  by  Senator  Condon  and  Assembly- 
man  Rabin  to  require  that  where  municipal  cor- 
porations contributed  to  medical  indemnity  plans, 
the  employes  would  have  a choice  of  the  voluntary 
medical  plan.  The  latter  bills  would  have  left  it  to 
the  municipal  employe  to  choose  a plan  such  as  the 
HIP  or  to  retain  his  free  choice  of  physician  under  a 
medical  indemnity  plan  of  the  Blue  Shield  type. 

None  of  the  foregoing  bills  progressed  substan- 
tially, and  it  is  doubtful  that  the  legislative  ap- 
proach alone  will  change  the  existing  situation. 

A bill  introduced  by  Assemblyman  Bannigan 
would  have  permitted  insurance  corporations  such 
as  HIP  to  furnish  dental  services  as  distinguished 
from  dental  indemnity.  The  Governor’s  message 
on  vetoing  the  bill  is  of  sufficient  interest  to  set 
forth  in  full  as  follows: 

MEMORANDUM  filed  with  Assembly  Bilb  Intro- 
ductory Number  1691,  Print  Number  1740, 
entitled: 

AN  ACT  to  amend  the  education  law,  in 
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relation  to  permitting  contracts  between 
insurance  corporations  and  dentists  to  pro- 
vide dental  service  benefits  to  insured 
persons 

NOT  APPROVED 

This  bill  would  permit  insurance  companies  to 
issue  dental  treatment  policies  and  enter  into  con- 
tracts with  dentists  to  provide  services  to  persons 
insured  under  the  policies. 

Insurance  companies  may  now,  under  existing 
law,  issue  policies  which  provide  cash  indemnity 
payment  for  dental  treatment.  This  is  an  excellent 
method  of  saving  money  in  advance  for  dental 
care  and  of  insuring  against  need.  The  patient 
selects  his  own  dentist.  He  pays  his  own  dentist. 
The  professional  relationship  and  the  natural  im- 
pulse of  the  dentist  to  provide  the  best  of  care  are 
preserved. 

The  bill  before  me  would  permit  a drastic  de- 
parture from  traditional  procedures.  It  would 
permit  insurance  companies  to  go  into  the  business 
of  practicing  dentistry.  It  would  permit  the  in- 
surance companies  to  select  the  patient’s  dentist 
for  him  and  pay  the  dentist  on  a wholesale  basis.  It 
would  permit  the  insurance  company  to  hire  which- 
ever dentist  will  sell  his  service  cheapest  in  exchange 
for  the  security  of  assured  annual  income  from  mass 
production  of  dental  services. 

Such  practices  would  be  destructive  of  the  rela- 
tionship of  trust  and  confidence  between  dentist 
and  patient.  They  would  bring  to  an  end  the 
professional  relationship  which  is  at  the  foundation 
of  our  standards  of  medical  and  dental  care,  stand- 
ards far  above  those  of  any  other  nation  in  the 
world. 

Every  physician,  dentist  and  professional  society 
interested  in  the  health  and  well-being  of  the  people 
of  our  State  which  has  communicated  with  me 
urges  disapproval  of  the  bill. 

The  real  need  which  remains  to  be  met  can  best  be 
served  by  the  continued  development  and  extension 
of  the  rapidly  growdng  voluntary  medical  care 
programs.  These  are  wholly  consistent  with  high 
professional  standards.  They  are  also  the  route 
of  free  men  in  a free  society. 

The  bill  is  disapproved. 

Workmen’s  Compensation. — As  noted  before,  a 
law  was  enacted  to  permit  the  independent  practice 
of  podiatrists  under  the  Workmen’s  Compensation 
Law.  Defeated  was  a bill  to  transfer  the  medical 


appeals  unit  of  the  industrial  commission  to  the 
workmen’s  compensation  board,  a bill  to  change 
the  place  of  arbitration  of  medical  fees  to  the 
county  of  residence  of  the  physician,  and  a bill 
to  change  the  method  of  arbitrating  medical  fees 
in  counties  with  a population  of  one  million  or  more. 

Miscellaneous 

The  following  bills  of  general  medical  interest 
were  vetoed  by  the  Governor:  a bill  to  increase 
the  requirements  for  certification  of  qualified  psy- 
chiatrists; a bill  to  allow  persons  and  agencies 
having  management  and  control  of  potable  water 
supplies  of  municipalities  to  provide  for  fluoridation 
of  such  waters  (apparently  the  Governor  thought 
that  the  bill  did  not  provide  adequate  safeguards) ; 
a bill  to  amend  the  law  relating  to  dissection  of 
dead  bodies;  a bill  relating  to  aiding  persons  in 
the  illegal  practice  of  medicine,  treatment  by  secret 
methods,  advertising  for  patronage,  and  the  time 
of  meeting  of  the  Grievance  Committee. 

The  following  bills  of  general  medical  interest 
never  progressed  out  of  committee:  a bill  providing 
for  over-the-counter  sale  of  reading  spectacles 
containing  simple  convex  spherical  lenses;  a bill 
making  hospitals  liable  for  negligence  and  mal- 
practice of  nurses  and  physicians  working  in  them; 
a bill  to  require  municipal  hospitals  to  indemnify 
their  interns  against  malpractice  liability. 

Several  defeated  bills  related  to  geriatrics,  care 
of  mental  patients,  schemes  of  socialized  medicine, 
medical  indemnity  for  civil  service  employes,  food 
and  drugs,  and,  in  general,  all  manner  of  subject 
matter.  Many  of  these  bills  had  little  chance  of 
passing  because  they  were  minority  measures  calling 
for  appropriations.  The  great  number  of  bills  re- 
lating to  medicine  and  public  health  reflects  the 
interests  of  the  public  in  these  subjects. 

It  is  hoped  that  the  preceding  paragraphs  will 
give  the  reader  a broad  if  not  all-inclusive  sum- 
mary of  New  York  State  medical  legislation  for 
1952.  If  the  reader  has  any  inquiries  to  make,  he 
should  feel  free  to  address  the  same  to  the  Legisla- 
tive Bureau. 

100  State  Street 


TOKEN  OF  AUTHORITY 

Nature  tries  to  maintain  a balance  in  all  things. 
Winter  gives  way  to  summer.  Floods  are  succeeded 
by  the  drying  up  of  streams  in  their  beds;  every 
action,  it  is  said,  has  its  reaction.  Even  righteous- 
ness and  evil  fight  on  a battle  line  that  ebbs  and 
flows. 

And  now  what  may  seem  to  many  persons  to  be 
an  almost  classical  example  of  this  antiphonal  re- 
lation has  appeared.  It  is  found  in  the  announce- 


ment by  the  Secretary  and  General  Manager  of  the 
American  Medical  Association  that  the  trustees  of 
that  great  body  have  been  presented  with  a gavel 
made  of  wood  from  the  recently  reconstructed 
White  House. 

Is  this  significant,  that  they  who  have  for  so 
long  knocked  the  Administration  should  now  take 
the  rap  from  the  Executive  Mansion  itself? — New 
England  Journal  of  Medicine,  May  1,  1952 
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MEDICAL  PRACTICE  IN  ENGLAND 

John  C.  McClintock,  M.D.,  Albany,  New  York 

( Member , Public  Relations  Committee,  Medical  Society  of  the  State  of  New  York ) 


'THE  development  of  national  health  insurance  as 
"L  advocated  by  the  present  Federal  administra- 
tion has  paralleled  the  events  that  led  to  the  National 
Health  Service  of  Great  Britain.  This  form  of 
medical  practice  has  been  in  force  in  England  since 
July  5,  1948.  In  February,  1951,  and  again  in  1952, 
it  was  my  privilege  to  go  to  England  to  obtain  first- 
hand information  about  the  operation  of  this  plan. 
Its  effect  on  general  practice  and  on  consultation 
practice  and  its  costs  so  impressed  me  that  I feel 
compelled  to  relate  my  observations.  Admittedly 
this  is  an  incomplete  account  of  the  “Service,”  but 
the  effect  of  political  medicine  in  England  is  so 
dramatic  it  demands  publication  as  a warning  of 
possible  future  events  in  the  United  States  if  we 
continue  to  move  toward  socialism. 

Before  I left  this  country  many  of  my  friends 
asked  me  to  find  out  if  regulations  by  lay  administra- 
tors interfered  with  the  practice  of  medicine  by  the 
doctor.  There  was  one  instance  in  which  a lay 
administrator  ordered  operating  rooms  to  close  at  a 
specific  hour  in  one  hospital.  Such  an  edict  was 
admitted  by  the  Ministry  of  Health,  but  it  was 
quickly  rescinded,  and  the  medical  profession  was 
denied  access  to  official  records  of  the  incident. 
However,  the  Minister  of  Health  in  England  today 
has  unusual  powers  of  regulating  the  practice  of 
medicine  through  the  issuance  of  regulations,  many 
of  which  do  not  require  approval  of  Parliament. 
The  Minister  of  Health  can  in  many  instances  issue 
orders,  and  he  is  the  last  court  of  appeal  in  any 
controversy  over  them;  just  as  the  bills  introduced 
in  the  Congress  of  this  country  would  make  the 
Federal  Security  Administrator  a dictator  in  fact 
over  American  medical  practice. 

There  are  published  opinions  from  the  Minister 
of  Health  that  place  the  general  practitioner  in  the 
role  of  a medical  sorting  clerk.  Restrictions  that 
surround  the  practitioner  carry  out  this  idea.  Cer- 
tain drugs  can  only  be  prescribed  by  specialists 
working  in  hospitals  and  are  denied  to  the  general 
practitioner.  Among  these  is  aureomycin.  Practi- 
tioners can  order  elastic  stockings  for  a patient,  but 
most  surgical  appliances  have  to  be  ordered  by 
specialists.  Generally  speaking,  the  practitioner  is 
denied  access  to  hospital  beds.  To  quote  one  of 
my  well-informed  English  friends,  “There  are  still  a 
‘diminishing’  number  of  G.P.  hospital  beds,  but 
these  are  becoming  few  and  far  between.”  This 
means  that  in  the  main  a practitioner  can  only  visit 
his  patients  whom  he  has  referred  to  a hospital  as 
any  other  civilian  making  a purely  social  call. 

Specific  regulations  do  not  dictate  the  nature  of 
surgical  problems  nor  specify  medical  diseases  that 
must  be  referred  to  a hospital.  The  practitioner 
does  refer  many  problems,  however,  because  he  is 
not  paid  anything  extra  for  caring  for  even  the  most 
minor  surgical  problems  and  because  he  lacks  the 
privilege  of  using  certain  therapeutic  agents.  He 


prefers  not  to  take  the  time  or  the  responsibility  of 
doing  such  simple  operations  as  circumcisions  or 
even  opening  an  abscess. 

There  is  no  longer  any  doubt  in  my  mind  that  such 
regulative  restrictions  created  by  lay  persons  and 
lay  dominated  bodies  have  decidedly  interfered  with 
the  practice  of  medicine  in  England  today! 

If  he  is  for  the  most  part  denied  access  to  the  use 
of  hospital  beds,  if  he  cannot  have  diagnostic  facili- 
ties except  in  a few  rural  areas,  if  the  practice  of 
medicine  under  the  National  Health  Service  forces 
him  to  treat  a limited  number  of  conditions  with  a 
restricted  pharmacopoeia,  just  what  does  the  general 
practitioner  accomplish  therapeutically?  The  answer 
is  obvious  and  is — very  little!  There  are  other 
reasons  why  this  is  true.  The  maximum  number  of 
patients  that  a general  practitioner  may  enroll  on 
his  list  is  4,000,  the  average  about  2,500.  Many 
practitioners  estimated  that  they  saw  each  patient 
four  times  per  year.  If  the  average  number  per 
“list”  is  used,  it  means  the  doctor  must  see  more  than 
27  patients  on  each  of  the  365  days  of  the  year.  I 
was  told  it  was  not  uncommon  to  see  as  many  as  80 
patients  in  one  day.  Time  consumed  by  the  doctor 
in  filling  out  forms  varied  from  10  per  cent  by  a 
metropolitan  practitioner  to  25  per  cent  agreed  upon 
by  more  than  three  general  practitioners  in  a mid- 
land industrial  community. 

This  may  be  medical  care,  but  I am  sure  the  “fam- 
ily doctor”  is  no  longer  permitted  to  give  adequate 
medical  treatment.  The  patient,  furthermore,  has 
the  right  to  record  dissatisfaction  against  the  doctor 
with  local  governing  committees,  but  the  doctor  has 
no  such  protection.  Small  wonder  the  general 
practitioner  is  fast  becoming  a “filter’  ’ through  which 
most  patients  pass  on  their  way  to  hospital  treat- 
ment. 

Two  examples  told  me  by  the  doctors  involved  are 
illustrative  of  some  of  the  practitioner’s  prob- 
lem: A workman  complained  to  his  practitioner  of 
aching  knees.  Careful  examination  revealed  flat  feet 
as  the  cause,  and  proper  corrective  exercises  were 
advocated.  The  patient  insisted  upon  receiving  a 
bottle  of  medicine,  and  no  amount  of  argument  by 
the  doctor  could  alter  the  desire  of  the  patient. 
The  result — the  patient  removed  his  name  from  the 
panel  of  the  conscientious  doctor  to  attach  himself 
to  the  list  of  a practitioner  who  would  conform  and 
order  the  bottle  of  linament  that  the  patient  felt 
was  his  proper  benefit  under  “The  Scheme.”  A 
university  student  consulted  his  physician  because 
of  a blow  received  on  the  chest  in  a friendly  wrestling 
bout.  Careful  physical  examination  failed  to  dis- 
close any  damage,  but  the  student  demanded  a 
“chit”  for  a chest  x-ray.  The  patient  was  not  even 
interested  in  the  doctor’s  examination;  x-ray  exami- 
nation was  his  right,  and  unless  the  doctor  agreed, 
a complaint  would  be  made. 

Needless  to  say,  general  practice  is  no  longer 
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attractive,  but  does  the  specialist  in  a hospital 
hold  any  more  desirable  position?  Yes,  hospital 
practice  has  changed  the  least,  but  it  is  changing. 
So  many  varied  problems  must  be  referred  to  hospi- 
tal that  the  waiting  lists  for  admission  grow  at  an 
alarming  rate.  Those  who  suffer  from  the  chronic 
illnesses  get  admitted  and  then  occupy  hospital  beds 
interminably.  So  many  patients  must  be  referred 
for  diagnostic  study,  like  the  patient  who  demanded 
a chest  x-ray,  that  outpatient  departments  are 
taxed  beyond  the  ability  of  their  personnel  and  equip- 
ment to  keep  up.  The  volume  of  surgical  patients 
waiting  admission  is  such  that  much  of  the  work  is 
done  by  the  registrar  (resident),  even  though  the 
patient  has  been  sent  to  and  requests  a certain 
specialist.  The  patient  has  ceased  to  have  any 
choice  in  the  matter! 

This  tremendous  load  is  creating  unfortunate 
results.  The  specialist  no  longer  has  any  competi- 
tion; consequently  he  is  losing  regard  for  the  practi- 
tioner who  refers  patients.  The  attitude  is  growing — 
“The  practitioner  is  going  to  refer  cases  so  why  pay 
any  attention  to  him?”  This  rift  between  practi- 
tioner and  consultant  is  becoming  broader  and 
deeper.  Not  so  much  among  older  specialists  but 
growing  among  the  younger  group  of  consultants 
is  an  attitude  of  “clock  watching” — a feeling  that  it 
is  hopeless  to  try  to  cope  with  the  volume  of  work, 
so  put  in  the  required  time  and  let  it  go  at  that. 

An  incident  related  by  the  practitioner  concerned 
typifies  this  growing  concept  of  practice  by  the  spec- 
ialists. Purely  as  a lay  person  making  a social 
visit,  this  doctor  called  upon  a personal  friend  opera- 
ted upon  the  day  previous  for  hernia.  The  patient 
was  found  suffering  from  paralytic  ileus.  Because 
the  family  doctor  had  virtually  no  professional 
standing  in  hospital,  no  amount  of  persuasion  could 
induce  the  hospital  staff  to  apply  even  the  simplest 
measures  for  the  relief  of  the  patient.  The  surgeon 
had  gone  to  the  country  for  the  weekend  without 
designating  anyone  to  care  for  his  patients,  and 
nothing  was  done  until  his  return  two  days  later. 
Is  this  good  medical  care? 

The  income  tax  is  a further  incentive  to  practice 
medicine  on  a “forty-hour  week”  basis.  Under  the 
budget  recently  announced  by  the  Chancellor  of 
the  Exchequer,  a single  individual  after  personal 
allowances  and  earned  income  relief  are  deducted, 
pays  £ 604  ($1,691.20)  on  an  income  of  £ 2,000 
($5,600).  For  an  income  of  £ 5,000  ($14,000) 
this  same  individual  must  pay  £ 2,539  ($7,109.20). 
To  have  a net  income  after  taxes  of  $16,000  a person 
must  gross  $280,000.  With  such  a rapid  rise  in 
taxes  there  is  no  incentive  for  the  specialist  to 
extend  his  working  hours. 

I do  not  want  my  readers  to  believe  that  all  special- 
ists are  working  only  forty  hours  a week.  There 
are  many  conscientious  doctors  in  England,  as  here, 
whose  lives  are  dedicated  to  the  care  of  the  sick 
regardless  of  hours  of  work  or  remuneration.  The 
circumstances  created  by  the  practice  of  medicine 
under  governmental  control  favor  the  easier  method 
of  practice,  and  it  is  much  more  in  evidence  this 
year  than  it  was  one  year  ago.  The  important  fact 
is  that  the  trend  is  developing,  and  wdth  it  will 


inevitably  come  greater  indifference  and  less  effec- 
tive medical  treatment. 

Those  who  are  concerned  with  the  mounting  costs 
of  medical  care  in  America  know  that  most  of  the 
increase  has  resulted  from  the  rising  costs  of  hospi- 
tal operation,  drugs,  and  appliances.  Since  the 
proponents  of  governmental  control  of  medical 
practice  use  this  increase  in  costs  as  an  excuse  to 
further  their  demands  for  political  medicine,  it 
should  be  of  interest  to  learn  what  has  happened 
under  the  National  Health  Service  Act  in  England. 
At  St.  George’s  Hospital,  a teaching  institution  in 
London,  the  weekly  cost  of  maintaining  a ward  bed 
was  £ 5 0s.  lid.  in  1938;  by  1946  the  cost  had  risen 
to  £ 10  13s.  2d.,  but  in  1950-51,  after  more  than  two 
years  of  governmental  control,  the  cost  was  £ 23. 1 

In  1938  there  were  about  1,000  voluntary  hospi- 
tals in  England  with  a combined  cost  of  operation  of 
15  million  pounds  per  year.  Of  this  sum  endow- 
ment and  voluntary  subscriptions  provided  all 
but  £ 750,000.  By  1945  the  cost  of  these  institu- 
tions had  doubled,  but  they  were  still  able  to  collect 
all  but  about  2 million  of  the  30  million  pounds  re- 
quired. In  addition,  there  were  about  1,000 
municipal  hospitals  whose  cost  and  collection 
figures  closely  paralleled  those  of  the  voluntary 
hospitals.  To  solve  this  deficit  problem  of  15  per 
cent  the  government  “nationalized”  all  of  medicine. 
Now  the  budget  for  these  2,000  hospitals  is  268 
million  pounds  per  year. 

A male  wage  earner  contributes  to  the  national 
health  scheme  and  national  insurance  (comparable 
to  social  security)  5s.  Id.  ($0.72)  per  week.  His 
employer  pays  an  additional  4s.  4d.  An  employed 
woman  pays  4s.  ($0.56)  and  her  employer  3s.  5d. 
per  week.  From  this  combined  amount  approxi- 
mately lOd.  ($0.12)  goes  into  the  National  Health 
Service.  The  actual  cost  of  the  “scheme”  is  £ 
11  ($30.80)  per  year  for  every  man,  woman,  and 
child  regardless  of  employment.  The  general 
public  in  England  is  not  aware  of  the  amount  of 
hidden  taxation  required  to  maintain  the  health 
service,  since  most  of  the  464  million  pounds  of 
its  cost  are  derived  from  indirect  taxes.  Accordingly 
many  people  there  still  feel  the  “scheme”  is  a desira- 
ble solution  to  the  problem  of  the  cost  of  medical 
care. 

If  cost  alone  were  the  sole  consideration,  it  might 
be  a good  answer,  but  the  deterioration  in  the  quality 
of  medical  care  makes  the  whole  experiment  an 
expensive  method  of  lowering  the  standards  of  medi- 
cal treatment  for  that  nation.  That  the  public  is 
fast  becoming  conscious  of  the  lack  of  quality  is 
emphasized  by  the  increasing  number  of  persons  who 
consult  the  doctor  of  their  choice  as  a private  patient. 
It  is  important  to  note  that  the  leaders  of  the  Labor 
party,  the  strongest  advocates  of  the  “scheme,” 
consult  the  medical  profession  as  private  patients 
when  illness  strikes  in  their  families. 

I would  be  derelict  in  my  duty  if  I did  not  record 
that  one  fourth  to  one  third  of  the  practitioners  have 
derived  some  benefit  from  the  “scheme.”  In  spite 
of  this  fact  there  are  ever-increasing  numbers  of  the 
profession  who  seek  amendments  to  the  Act  that 
will  remove  injustices  and  help  restore  the  quality 
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of  treatment  given.  In  addition  to  the  efforts  to 
modify  the  Act,  an  experiment  is  about  to  begin 
that  will  provide  diagnostic  facilities  for  general 
practitioners.  It  is  hoped  that  a few  beds  will 
become  available  in  hospitals  for  the  G.P.’s  to  care 
for  maternity  cases.  Efforts  are  being  made  to 
provide  home  nursing  and  domestic  help  in  the 
home  to  enable  the  practitioner  to  care  for  a greater 
number  of  cases  outside  the  overcrowded  hospitals. 
The  fulfillment  of  these  plans  requires  almost  endless 
approval  by  lay-dominated  committees.  Such 
committees,  composed  chiefly  of  politicians,  surround 
successful  fruition  of  the  plans  with  an  interminable 
cocoon  of  red  tape.  Progress  is  being  made,  but 
achievement  of  full  success  for  these  changes  is  not 
yet  in  sight. 

Another  more  significant  effort  is  being  made  by 
practitioners  in  one  area  where  the}'  were  deprived 
of  their  only  hospital  facility  by  order  of  the  regional 
committee,  an  administrative  body.  All  local  com- 
mittees had  approved  the  practitioners  request  to 
keep  this  small  hospital.  A campaign  is  now  in  prog- 
ress to  raise  funds  to  open  a new  voluntary  hospital 
where  G.P.’s  may  obtain  proper  facilities  to  care 
for  their  own  patients.  An  American  contribution 
to  this  fund  would  be  a tremendous  stimulus  to 
those  members  of  the  medical  profession  in  England 
who  still  believe  that  free  enterprise  results  in  the 
most  efficient  medical  therapy. 

Doctors  in  England  are  now  fighting  to  regain 
some  of  the  freedom  of  practice  so  essential  to  good 
work.  Even  some  of  those  most  enthusiastic  in 
their  early  support  of  the  “scheme”  have  had  a 


change  of  heart  and  recognize  the  serious  deficien- 
cies that  exist.  The  Fellowship  for  Freedom  in 
Medicine  is  the  group  responsible  for  developing 
and  achieving  these  sorely  needed  changes.  This 
organization  includes  not  only  doctors  in  all  branches 
of  medical  practice  but  also  lists  among  its  members 
lay  persons  who  recognize  the  need  for  modification 
of  the  Act.  It  is  gratifying  to  know  that  they  are 
making  considerable  progress  in  their  struggle  to 
restore  freedom  in  medicine. 

Conclusion 

This  report  is  not  presented  as  a complete  and 
final  analysis  of  socialized  medicine  as  it  exists  in 
England  today.  My  own  observations  with  an 
interval  of  one  year  prompt  me  to  record  the  obvious 
increase  in  cost  of  operation  together  with  the  trend 
toward  a lower  standard  of  medical  care.  The 
information  I have  gathered  and  much  more  is 
available  to  any  one  who  is  willing  to  go  to  England 
and  observe.  My  experiences  convince  me  more 
strongly  than  ever  before  that  the  program  of  national 
health  insurance  advocated  by  the  present  Federal 
administration  is  complete]}'  foreign  to  the  American 
way  of  life.  No  effort  is  too  great,  no  sacrifice  too 
much  to  prevent  this  political  control  of  medical 
practice  from  becoming  the  law  of  our  “land  of  the 
free”! 
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ARMCHAIR  REST  SPEEDS  RECOVERY  FROM  HEART  DISEASE 


Armchair  rest  is  more  beneficial  in  promoting 
rapid  recovery  from  acute  coronary  thrombosis,  in 
the  opinion  of  Drs.  Samuel  A.  Levine  and  Bernard 
Lown  of  Boston.  There  conclusions  are  based  on  a 
study  of  81  persons  suffering  from  acute  coronary 
thrombosis.  Eight  of  the  patients  (9.9  per  cent) 
died,  but  the  deaths  could  not  be  attributed  to  any 
complications  arising  from  the  armchair  therapy. 
A certain  mortality  is  to  be  expected  in  such  heart 
conditions,  irrespective  of  the  type  of  treatment. 

When  a heart  is  diseased,  its  load  must  be  dimin- 
ished. Recumbency  in  bed  affords  less  rest  to  the 
heart  than  an  inactive  position  in  a chair  with  the 
feet  down.  Lying  immobile  in  bed  permits  and  en- 
courages the  pooling  of  fluid  in  the  chest  and  in- 
creases the  volume  of  work  of  the  heart,  while  the 
sitting  position  permits  gravity  to  mobilize  fluid 


into  the  dependent  parts  of  the  body.  In  addition, 
many  complicating,  serious  side-effects  may  result 
from  prolonged  bed  rest. 

The  most  encouraging  aspect  of  the  armchair 
treatment  was  the  continued  sense  of  well-being 
and  high  morale,  the  doctors  pointed  out. 

Of  the  81  patients  studied,  72  were  given  anti- 
coagulants, and  all  received  the  other  routine  ther- 
apy of  the  disease.  The  majority  of  the  patients 
were  out  of  bed  during  the  first  two  days  and  placed 
in  a comfortable,  mobile  chair,  remaining  there  until 
they  experienced  fatigue.  The  majority  stayed  out 
of  bed  about  one  to  two  hours  during  the  first  day, 
with  increasing  time  intervals  thereafter;  by  the 
end  of  the  first  week,  most  of  the  patients  spent  the 
larger  portion  of  the  day  in  the  chair. — Journal  of 
the  American  Medical  Association,  April  19,  1952 


QUOTANE* 

...topical  anesthetic 

in  "summer  dermatoses” 

Poison  Ivy  Sunburn 

Athlete’s  Foot  Insect  Bites 

Prickly  Heat  Contact  Dermatitis 

• 'Quotane’  provides  immediate  and  prolonged  relief 
in  the  long  list  of  itching  and  burning  conditions  so 
common  in  spring  and  summer. 

• 'Quotane’— as  demonstrated  in  extensive  clinical  trials 
— is  virtually  non-sensitizing. 

‘QUOTANE’  OINTMENT  —for  dry  lesions 
‘QUOTANE’  LOTION  —for  moist  lesions 
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*Trademark  for  l-(fS-dimethylaminoethoxy)-3-n 
butylisoquinoline  hydrochloride,  S.K.F. 


NECROLOGY 


David  Bernstein,  M.D.,  of  Brooklyn,  died  on 
January  27  at  the  age  of  forty-two.  Dr.  Bernstein 
received  his  medical  degree  from  New  York  Uni- 
versity Medical  College  in  1935.  He  was  associate 
attending  otolaryngologist  and  bronchoscopist  at 
Bellevue  Hospital,  associate  attending  otolaryngolo- 
gist at  University  Hospital,  assistant  attending  oto- 
laryngologist at  Maimonides  Hospital,  and  attend- 
ing otolaryngologist  at  the  Union  Health  Center.  A 
Diplomate  of  the  American  Board  of  Otolaryngology, 
Dr.  Bernstein  was  also  a Diplomate  of  the  Interna- 
tional Board  of  Surgery,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York  and  the  American 
Medical  Association. 

Edward  Hoenig,  M.D.,  of  New  York  City,  died 
on  May  4 at  his  home  at  the  age  of  seventy.  A na- 
tive of  Austria,  Dr.  Hoenig  came  to  this  country  as  a 
child  and  received  his  medical  degree  from  Cornell 
University  Medical  College  in  1910.  He  was  con- 
sulting gynecologist  at  the  Jewish  Memorial  Hos- 
pital and  had  served  two  terms  as  president  of  the 
hospital's  medical  board.  A Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
Fellow  of  the  American  College  of  Surgeons,  Dr. 
Hoenig  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Charles  Wyatt  Hutchings,  M.D.,  of  Syracuse,  died 
on  April  13  at  the  Syracuse  Memorial  Hospital  at  the 
age  of  fifty-two.  Dr.  Hutchings  was  graduated  from 
the  Syracuse  University  College  of  Medicine  in 
1926.  During  World  War  II  he  served  as  a lieuten- 
ant colonel  with  the  52nd  General  Hospital  in  Eng- 
land, and  during  the  Korean  War  he  served  with  the 
343rd  General  Hospital  in  Japan.  He  returned  in 
December,  1951,  to  become  assistant  director  of  the 
Syracuse  State  School  of  the  New  York  State  De- 
partment of  Mental  Hygiene  at  Fairmount.  Dr. 
Hutchings  was  a member  of  the  American  Psychi- 
atric Association,  the  Mohawk  Valley  Neuropsychi- 
atric Society,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Matthew  Joseph  Keough,  M.D.,  of  Cohoes,  died 
on  May  1 at  the  age  of  seventy-six.  Dr.  Keough 
was  graduated  from  the  Albany  Medical  College  in 
1905.  He  was  attending  physician  at  the  Cohoes 
Hospital  and  served  as  health  commissioner  of 
Cohoes  for  several  years. 

Abraham  Klein,  M.D.,  of  Brooklyn,  died  on  April 
27  at  the  age  of  sixty-eight.  Dr.  Klein  received  his 


medical  degree  from  the  Long  Island  College  Hos- 
pital Medical  School  in  1908.  He  was  consulting 
physician  at  the  Greenpoint  Hospital.  A Diplomate 
of  the  American  Board  of  Internal  Medicine  and  a 
Fellow  of  the  American  College  of  Physicians,  Dr. 
Klein  was  a member  of  the  Brooklyn  Society  of  In- 
ternal Medicine,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herbert  T.  Noble,  M.D.,  of  Jamaica,  died  on 
December  3,  1951,  at  the  age  of  eighty-two.  Dr. 
Noble  received  his  medical  degree  from  the  New 
York  Homeopathic  Medical  College  in  1895. 

Mosby  H.  Payne,  M.D.,  of  New  York  City,  died 
on  March  29  at  the  age  of  6ixty-one.  Dr.  Payne 
received  his  medical  degree  from  the  Jefferson  Medi- 
cal College  in  1918.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Rosenberg,  M.D.,  of  Brooklyn,  died  on 
January  4 at  the  age  of  forty-six.  Dr  Rosenberg  re- 
ceived his  medical  degree  from  the  University  of 
Maryland  in  1933.  He  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  R.  Seymour,  M.D.,  of  Binghamton,  died 
on  April  28  at  the  age  of  eighty-two.  Dr.  Seymour 
was  graduated  from  the  Albany  Medical  College  in 
1892.  He  was  consulting  physician  at  the  Bingham- 
ton City  Hospital.  Dr.  Seymour  was  a member  of 
the  Binghamton  Academy  of  Medicine,  the  Broome 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  Burt  Sheldon,  M.D.,  of  New  York  Cityi 
died  on  March  28  in  Apopka,  Florida,  at  the  age  of 
eighty-four.  Dr.  Sheldon  received  his  medical  de- 
gree from  the  New  York  Homeopathic  Medical 
College  in  1900  and  was  a member  of  the  New  York 
State  Homeopathic  Society. 

Paul  Gerald  Taddiken,  M.D.,  of  Ogdensburg,  died 
on  May  2 at  the  age  of  seventy-seven.  Dr.  Tad- 
diken was  graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1895.  He  was 
superintendent  of  the  St.  Lawrence  State  Hospital 
from  1917  until  his  retirement  in  1939  and  was  also  a 
member  of  the  Governor’s  commission  to  examine 
condemned  prisoners  at  Sing  Sing  Prison.  Dr. 
Taddiken  was  a member  of  the  St.  Lawrence  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

[Continued  on  page  1464] 
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MEDICAL  NEWS 


Cornerstone  Laid  for  Nathan  B.  Van  Etten  Hospital 


THE  cornerstone  laying  ceremony  for  the  New 
York  City  Department  of  Hospitals  new  500-bed 
tuberculosis  hospital,  first  unit  of  the  Bronx  Munici- 
pal Hospital  Center,  at  Pelham  Parkway  and  East- 
chester  Road,  the  Bronx,  was  held  on  May  13  with 
Dr.  Marcus  D.  Kogel,  commissioner  of  hospitals, 
presiding. 

Named  the  Nathan  B.  Van  Etten  Hospital  in 
honor  of  Dr.  Van  Etten,  it  is  the  first  large  capital 
project  of  New  York  City’s  postwar  hospital  con- 
struction program  and  the  first  major  hospital  to  be 
built  by  the  City  in  the  Bronx  in  more  than  twenty 
years. 

Dr.  Van  Etten,  who  will  celebrate  his  eighty-sixth 
birthday  in  June,  has  been  practicing  in  the  Bronx 
for  more  than  sixty  years.  He  has  served  as  the 


first  president  of  the  Bronx  County  Medical  Society, 
president  of  the  Medical  Society  of  the  State  of  New 
York,  editor  of  the  New  York  State  Journal  of 
Medicine,  president  of  the  American  Medical  As- 
sociation, one  of  the  founders  of  Union  Hospital, 
director  of  medicine  at  Morrisania  City  Hospital  and 
president  of  its  medical  board,  and  chairman  of  the 
Bronx  Tuberculosis  and  Health  Committee. 

At  the  cornerstone  laying  ceremony,  Mayor  Vin- 
cent R.  Impellitteri  was  the  principal  speaker. 
Other  speakers  included  Mr.  James  J.  Lyons,  Bronx 
Borough  president;  Dr.  Samuel  Belkin,  president  of 
Yeshiva  University,  and  Dr.  Abraham  J.  Fleischer, 
president  of  the  Bronx  County  Medical  Society, 
whose  comitia  minora  suggested  the  name  for  the 
hospital. 


MEDICALLY  SPEAKING— 


Women’s  Medical  Association  Elects  Officers — 

At  the  annual  spring  dinner  meeting  of  the  Women’s 
Medical  Association  of  New  York  City,  held  April 
30,  the  following  officers  were  elected  for  the  years 
1952-1954:  Dr.  Leoni  N.  Claman,  president:  Dr. 
Jean  Corwin,  first  vice-president;  Dr.  Louise  Dan- 
tuono,  second  vice-president;  Dr.  Marcelle  Bernard, 
secretary,  and  Dr.  Marguerite  Sykes,  treasurer.  At 
the  meeting  the  second  presentation  of  the  annual 
awards  for  scholastic  excellence  to  the  fourth-year 
woman  medical  student  of  each  of  the  medical 
schools  in  the  city  was  made. 

Cancer  Society  Organizes — Formation  of  a new 
clinical  society,  the  New  York  Cancer  Society,  was 
announced  at  a dinner  meeting  of  the  founders 
group  on  March  28  in  New  York  City.  With  an 
initial  membership  of  36  specialists  interested  pri- 
marily in  the  diagnosis  and  treatment  of  neoplastic 
disease,  the  object  of  the  Society  is  to  encourage  re- 
search and  to  exchange  information  bearing  on  this 
subject. 

Officers  elected  for  the  coming  year  include  Dr. 
Frank  Glenn,  president;  Dr.  Gray  H.  Twombly, 
vice-president;  Dr.  John  J.  Conley,  secretary;  Dr. 
William  Harris,  treasurer,  and  Dr.  George  T.  Pack, 
chairman  of  the  executive  committee. 

State  Medical  College  Celebrates  Anniversary — 

The  State  University  College  of  Medicine  at  New 


York  City  observed  the  ninety-fifth  anniversary  of 
its  founding  in  a program  held  in  conjunction  with 
the  annual  alumni  day  on  April  26.  The  College 
was  founded  in  1857  as  the  Medical  College  of  the 
Long  Island  College  Hospital  and  is  believed  to 
have  been  the  first  college  in  American  medical  his- 
tory to  instruct  students  directly  at  the  hospital  bed- 
side, which  has  since  become  accepted  procedure. 
Reorganized  in  1930  as  the  Long  Island  College  of 
Medicine,  the  College  two  years  ago  joined  the  State 
LTniversity.  A new  medical  center  to  replace  the 
present  cramped  quarters  is  expected  to  be  com- 
pleted in  1955  opposite  the  Kings  County  Hospital 
in  Brooklyn. 

Receives  Awards  from  Greece — Dr.  Morton 
Berson,  New  York  City,  was  presented  in  an  official 
ceremony  at  the  Royal  Greek  Consulate  General  on 
April  30  with  three  awards  in  recognition  of  the  serv- 
ices which  he  rendered  in  1950  and  1951  “in  per- 
forming plastic  surgery  to  a great  number  of  service- 
men and  children  badly  maimed  during  the  com- 
munist-guerilla warfare  and  also  several  casualites 
recently  returned  from  Korea.”  The  awards  in- 
cluded the  Gold  Cross  of  the  Order  of  George  I,  from 
His  Majesty  the  King  of  the  Hellenes;  the  Gold 
Cross  of  the  Order  of  the  Phoenix,  from  the  Royal 
Greek  Government,  and  the  Distinguished  Service 
Medal,  from  the  Supreme  Command  of  the  Greek 
Armed  Forces. 


MEETINGS 

FUTURE 

New  York  State  Association  of  School  Physicians  The  New  ork  State  School  Nurse-Teachers  As- 
The  annual  meeting  of  the  New  York  State  sociation  will  hold  its  annual  meeting  at  the  same 
Association  of  School  Physicians  will  be  held  at  Lake  time. 

Placid  on  Monday  and  Tuesday,  June  2 and  3. 
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Participants  in  the  program  include  Dr.  William 
E.  Ayling,  school  health  director,  Syracuse;  Dr. 
Edith  G.  Mead,  president,  School  Physicians  As- 
sociation, Poughkeepsie;  Dr.  George  M.  Wheatley, 
Metropolitan  Life  Insurance  Company,  New  York 
City;  Dr.  J.  G.  Fred  Hiss,  Syracuse;  Dr.  J.  Roswell 
Gallagher,  Children’s  Medical  Center,  Boston 
Massachusetts,  and  Dr.  Theodore  J.  Curphey,  chair- 
man of  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the  State 
of  New  York. 


Saranac  Lake  Medical  Society 

A tuberculosis  symposium  for  general  practi- 
tioners will  be  held  in  Saranac  Lake,  New  York, 
from  July  14  to  July  18.  This  symposium,  spon- 
sored by  the  Saranac  Lake  Medical  Society,  will 
cover  all  aspects  of  the  modern  treatment  of  pul- 
monary tuberculosis.  The  speakers  and  modera- 
tors will  include  the  clinical  and  research  staffs  of  the 
institutions  in  the  Saranac  Lake  area  as  well  as  pri- 
vate practitioners  in  the  village. 


PERSONALITIES 


Honored 

Dr.  James  E.  McCambridge,  Poughkeepsie,  at  the 
annual  dinner  of  the  Society  of  Ex-House  Surgeons 
of  the  Manhattan  Eye,  Ear,  and  Throat  Hospital 
held  April  23  in  New  York  City,  as  the  sole  surviving 
member  of  the  original  founders  of  the  Society  in 
1906. 

Appointed 

Dr.  Henry  H.  Shultz,  Slingerlands,  as  an  associate 
public  health  physician  in  the  State  Department  of 
Health’s  Tuberculosis  Control  Section. 

Elected 

Dr.  Albert  D.  Kaiser,  Rochester,  as  president  of 


the  Rochester  Hospital  Fund. . . Dr.  Henry  N.  Pratt, 
New  York  City  , as  president  of  the  Greater  New  York 
Hospital  Association. 

Speakers 

Dr.  Manfred  Sakel  on  “The  Mental  and  Emotional 
Disturbances  in  the  Framework  of  Modern  Medi- 
cine” at  a meeting  of  the  staff  of  the  Veterans  Ad- 
ministration Hospital,  Northport,  Long  Island,  on 
May  2. 

New  Offices 

Dr.  James  Allanson,  Ithaca,  practice  of  urology  in 
Utica... Dr.  C.  Franklin  Sornberger,  Jacksonville, 
Florida,  practice  of  radiology  in  Cortland. 


NECROLOGY 
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Arthur  Lewis  Tinkess,  M.D.,  of  LaFargeville, 
died  on  April  6 in  Greenwich,  Connecticut,  at  the 
age  of  eighty.  Dr.  Tinkess  received  his  medical  de- 
gree from  Queen’s  University,  Kingston,  Ontario,  in 
1898,  and  practiced  in  Plessis  and  LaFargeville 
until  he  volunteered  for  service  with  the  U.S.  Army 
Medical  Corps  during  World  War  I.  In  1920  he 
opened  his  practice  in  Watertown,  where  he  re- 
mained until  his  retirement  in  1947  after  forty-nine 
years  of  practice.  Dr.  Tinkess  was  an  honorary 
member  of  the  medical  staff  of  the  Mercy  Hospital 
in  Watertown  and  a member  of  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Thomas  Gooch  Tickle,  M.D.,  of  New  York  City, 
died  on  April  26  at  Roosevelt  Hospital  at  the  age  of 
sixty.  Dr.  Tickle  received  his  medical  degree  from 
theUniversity  of  Maryland  in  1916  and  during  World 
War  I served  in  France  with  the  U.S.  Army  Medical 
Corps.  He  interned  at  the  New  York  Eye  and  Ear 
Infirmary  and  was  associated  with  the  late  Dr, 


Arthur  B.  Duel  of  New  York  City  and  the  late  Sir 
Charles  Ballance  of  London  in  research  into  the 
surgical  treatment  of  facial  paralysis.  Dr.  Tickle 
was  attending  surgeon  at  the  Manhattan  Eye,  Ear, 
and  Throat  Hospital,  attending  otolaryngologist  at 
the  New  York  Polyclinic  Hospital,  and  consulting 
otolaryngologist  at  the  St.  Vincent’s  and  French 
Hospitals.  A Diplomate  of  the  American  Board  of 
Otolaryngology,  he  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  Academy  of  Medicine,  the  New  York 
Otolaryngological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  Benjamin  Weighart,  M.D.,  of  New  York 
City,  died  on  April  27  at  his  home  at  the  age  of 
seventy-nine.  Dr.  Weighart  was  graduated  from 
the  Cornell  University  Medical  College  in  1901  and 
was  on  the  staff  of  the  French  Hospital  for  many 
years.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  REVIEWED 


Rice,  Dietary  Controls,  and  Blood  Pressure  with 
Menus  and  Recipes.  By  Frances  I.  Seymour,  M.D. 
Octavo  of  206  pages.  New  York,  Froben  Press, 
1951.  Cloth,  $2.95. 

The  author  has  prepared  this  book  for  the  use  of 
patients  suffering  from  hypertension.  As  a graduate 
from  the  Durham,  North  Carolina,  Rice  Regime  her 
enthusiasm  carries  her  to  the  expression  of  extreme 
hope  in  the  therapeutic  advantages  of  the  rice  diet. 
The  author  promises  the  reader  that  progression  of 
the  disease  can  be  halted,  the  process  reversed,  with 
avoidance  of  the  serious  complications  of  hyperten- 
sion. 

The  reviewer’s  experience  as  well  as  that  of  others 
does  not  confirm  the  author’s  views  as  to  the  prac- 
ticality of  the  diet  nor  its  effectiveness  except  in 
cases  where  it  is  practiced  in  a hospital  with  an  ideal 
metabolic  kitchen.  Harry  Mandelbaum 

A Handbook  on  Diseases  of  Children.  Including 
Dietetics  and  the  Common  Fevers.  By  Bruce 
Williamson,  M.D.  Sixth  edition.  Duodecimo  of 
440  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1951.  Cloth,  $4.50. 

This  compact  volume  of  some  400  pages  covers  the 
field  of  pediatrics  quite  thoroughly;  as  the  title 
implies,  it  is  a handbook  or  compendium. 

Each  short,  yet  succinct  synopsis  of  the  disease  or 
topic  discussed  is  followed  by  a brief  note  on  treat- 
ment. The  antibiotics  and  the  status  of  ACTH 
are  briefly  touched  on. 

Although  this  small  volume  is  not  intended  to 
replace  the  textbook,  it  will  be  found  of  value  for 
rapid  reviews.  Mark  J.  Wallfield 

Allergy.  Facts  and  Fancies.  By  Samuel  M. 
Feinberg,  M.D.  Duodecimo  of  173  pages.  New 
York,  Harper  & Bros.,  1951.  Cloth,  $2.50. 

This  small  book  covers  virtually  every  aspect  of 
allergy.  The  latest  laboratory  discoveries,  the 
newest  methods  of  treatment,  and  the  basic  facts  are 
all  adequately  presented.  An  excellent  appraisal  of 
the  antihistamine  drugs,  ACTH,  and  cortisone  is 
included. 

This  volume  is  intended  primarily  for  the  patient, 
and  as  such  it  fulfills  its  purpose  and  can  be  recom- 
mended. Max  Harten 

Handbook  of  Pediatric  Medical  Emergencies. 

By  Adolph  G.  DeSanctis,  M.D.,  and  Charles  Varga, 
M.D.  Octavo  of  284  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1951.  Cloth,  $5.00. 

This  is  a compendium  on  medical  and  some  sur- 
gical emergencies  in  pediatric  practice.  It  has  an 
unusual  amount  of  material  for  a small  handbook. 
This  opus  comes  from  a noted  clinic;  however,  the 
substance  is  in  too  brief  a form  to  make  it  practic- 
able for  the  average  person  in  need  of  such  informa- 
tion. The  authors  originally  intended  this  to  be 
used  as  a guide  for  their  Resident  Staff,  and  as  such 
it  should  be  quite  helpful.  Harry  Apfel 


The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1951.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18; 
paper,  $15. 

The  symptoms  of  renal  parenchymal  disease  are 
covered  in  detail  by  the  various  authors  from  the 
Mayo  Clinic.  Each  article  of  this  volume  Is  deserv- 
ing of  careful  reading.  The  subjects  presented  cover 
specific  answers  to  questions  repeatedly  confronting 
the  clinician  dealing  with  patients  suffering  from 
renal  disease.  Harry  Mandelbaum 

Roentgen  Manifestations  of  Pancreatic  Disease. 

By  Maxwell  Herbert  Poppel,  M.D.  Octavo  of  389 
pages,  illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  1951.  Cloth,  $10.50. 

In  the  complex  problem  of  diagnosing  pancreas 
affections  the  roentgenologist  can  be  of  valuable 
assistance  to  the  clinician.  Just  what  the  roentgen 
method  is  capable  of  achieving  in  this  field  has  been 
compiled  for  the  first  time  and  is  presented  authori- 
tatively and  critically'  and  at  the  same  time  con- 
cisely and  completely'  in  this  volume. 

The  author’s  wide  experience  and  remarkable 
knowledge  of  the  literature  become  evident  in  every 
chapter.  The  quality  of  the  illustrations  is  praise- 
worthy. The  book  will  be  most  welcome  to  roent- 
genologists and  clinicians  as  well. 

S.  W.  Westing 

The  Cure  of  Rheumatoid  Arthritis  by  Physical 
Medicine.  By  Joseph  Echtman,  M.D.  Octavo  of 
251  pages,  illustrated.  New  York,  Herald  Square 
Press,  1951.  Cloth,  $6.00. 

In  his  book,  Dr.  Echtman  is  enthusiastic,  but  he 
applies  the  term  “cure”  rather  too  loosely'.  His 
methods  have  undoubted  merit,  and  his  book  is  well 
worthwhile.  It  must  be  remembered,  however, 
that  all  physicians  are  not  cognizant  of  physical 
medicine,  and  by  his  very  overenthusiasm  he  may 
defeat  his  own  purpose. 

The  book  is  good;  the  title  should  be  modified. 

John  J.  Hauff 

Post-Graduate  Lectures  on  Orthopedic  Diagnosis 
and  Indications.  By  Arthur  Steindler,  M.D.  Vol. 
II.  Section  A:  Paralytic  Disabilities.  Section  B: 
Static  Disabilities.  Quarto  of  198  pages,  illustrated. 
Springfield,  Illinois,  Charles  C Thomas,  1951. 
Cloth,  $6.00. 

This  is  the  second  volume  of  the  series,  Post- 
Graduate  Lectures  on  Orthopedic  Diagnosis  and 
Indications. 

The  same  format  as  that  of  Volume  I is  followed. 
Topics  included  in  this  volume  are:  (a)  paraly'tic 
deformities,  (b)  static  disabilities,  (c)  idiopathic 
scoliosis,  and  (d)  derangements  of  the  knee  and  foot. 
The  material  is  well  organized  and  condensed. 

Carmelo  C.  Vitale 

[Continued  on  page  1468] 
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THREE  MONTH 
POSTGRADUATE  COURSE 
IN  CEREBRAL  PALSY 

(Limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  September  22  — December  12,  1952 

A professional  statement  of  completion  will  be 
(7 ranted  by  Columbia  University  upon  satis- 
factory completion  of  the  three  months  course. 

A list  of  available  sources  for  study  scholar- 
ships which  include  living  stipend  will  be  sent 
upon  request. 

Sponsored  By 

THE  COORDINATING  COUNCIL  FOR 
CEREBRAL  PALSY  IN  NEW  YORK  CITY,  INC. 

In  Cooperation  With 

COLLEGE  OF  PHYSICIANS  AND  SURGEONS 
COLUMBIA  UNIVERSITY 

and  the  various  diagnostic  and  treatment 
centers  of  Greater  New  York 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


dubira  fg 
aminophyllin 


(theophylline-ethylenediamine) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant"  in 


pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


COLLECTIONS 

W©  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


PHONE:  CH  2-8686- 


For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 


m 


FOR  PHYSICIANS’  AIDES 


N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 
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[Continued  from  page  1466] 

Clinical  Heart  Disease.  By  Samuel  A.  Levine, 
M.D.  Fourth  edition.  Octavo  of  556  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1951. 
Cloth,  $7.75. 

The  fourth  edition  of  Levine’s  Clinical  Heart  Dis- 
ease, like  its  predecessors,  is  an  excellent  manual  for 
the  general  practitioner.  As  usual,  the  advice  given 
is  authoritative  and  sensible.  The  chapter  on 
medicolegal  aspects  is  a small  masterpiece  which 
should  be  read  by  everyone. 

There  are  many  illustrations  in  the  chapter  on 
clinical  electrocardiography,  a chapter  which  seems 
disproportionately  long  for  a work  of  this  sort. 
Some  notes  on  ballistograms  and  electrocardiograms 
might  have  been  added  just  to  acquaint  the  general 
practitioner  with  work  in  this  field.  Additional 
illustrations  or  diagrams  in  the  chapter  on  congenital 
heart  disease  would  be  welcome. 

On  the  whole,  this  standard  work  may  be  recom- 
mended with  enthusiasm  to  the  student  and  most 
doctors.  Milton  Plotz 

Medical  Treatment.  Principles  and  Their  Ap- 
plication. Edited  by  Geoffrey  Evans,  M.D.  Oc- 
tavo of  1,398  pages.  Index  of  66  pages.  Illus- 
trated. London,  Butterworth  & Co.  (St.  Louis, 
C.  V.  Mosby  Co.),  1951.  Cloth,  $20. 

This  represents  another  volume  with  contribu- 
tions by  many  excellent  clinicians.  The  field  of 
therapy  is  weil  covered.  A brief  synopsis  of  the 
highlights  of  each  illness  accompanies  the  therapeu- 
tic recommendations.  The  book  is  highly  recom- 
mended as  a valuable  addition  to  a medical  library. 

Irving  Greenfield 

Growth  and  Development  of  Children.  By 

Ernest  H.  Watson,  M.D.,  and  George  H.  Lowrey, 
M.D.  Octavo  of  260  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1951.  Cloth,  $5.75. 

The  authors  and  the  Department  of  Pediatrics  of 
the  University  Of  Michigan  are  to  be  complimented 
on  their  presentation  of  this  problem. 

Growth  of  the  child  is  pictured  both  descriptively 
and  graphically;  physical  and  metabolic  values  are 
used  to  assess  constitutional  vigor  and  status,  while 
skills  and  complexity  of  function  are  used  to  show 
developmental  progress  in  the  mental  and  emotional 
expansion. 

Careful  reading  of  this  book  will  reward  the  reader 
with  a well-balanced  understanding  of  the  child  as  a 
whole,  from  fetal  through  adolescent  status,  both  in 
health  and  disease.  Mark  J.  Wallfield 

Handbook  of  Nutrition.  A Symposium.  Pre- 
pared under  the  auspices  of  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 
Second  edition.  Published  for  American  Medical 
Association.  Octavo  of  717  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1951.  Cloth,  $4.50. 

This  book  is  the  second  edition  of  a symposium  by 
thirty-three  contributors.  The  content  is  reprinted 
from  the  Journal  of  the  American  Medical  Associa- 
tion with  additions  under  the  auspices  of  the  Council 
on  Foods  and  Nutrition. 

For  medical  purposes  the  subject  matter  is  a good 
and  ready  reference.  The  discussions  of  the  quali- 
ties of  the  different  foods  should  be  of  aid  in  pre- 
paring individual  diets  for  patients.  This  book 
veers  away  from  the  overstress  of  vitamin  therapy 
and  directs  attention  to  the  over-all  importance  of 
foods. 

This  is  a timely  addition  to  the  knowledge  of 
medical  nutrition.  Morris  Ant 


Pioneer  Doctor.  By  Lewis  J.  Moorman,  M.D. 
Octavo  of  252  pages,  illustrated.  Norman,  Okla- 
homa, University  of  Oklahoma  Press,  1951.  Cloth, 
$3.75. 

This  autobiography  of  Dr.  Lewis  Moorman  will 
delight  general  readers  and  those  interested  in  medi- 
cal history  since  it  covers  the  period  between  the 
horse  and  buggy  doctor  and  the  cosmopolitan  special- 
ist which  the  author  became.  The  story  will  interest 
and  inspire  those  whose  primary  concern  is  the 
Great  White  Plague.  Dr.  Moorman’s  style  is  more 
literate  and  entertaining  than  that  of  most  of  his 
colleagues.  Milton  Plotz 

Principles  and  Practice  of  Obstetrics.  Originally 
by  Joseph  B.  Delee,  M.D.  By  J.  P.  Greenhill, 
M.D.  Tenth  edition.  Quarto  of  1,020  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1951.  Cloth,  $12. 

This  edition  brings  an  old  standard  textbook  thor- 
oughly up  to  date.  There  has  been  condensation 
and  rearrangement  of  material  to  good  advantage. 
It  is  profusely,  clearly,  and  well  illustrated. 

On  controversial  points  the  editor  has  for  the  most 
part  avoided  extremes  and  adopted  a conservative 
attitude.  He  was  one  of  a group  of  authors  of  text- 
books who  recently  met  for  the  purpose  of  clarifica- 
tion, simplification,  and  standardization  of  termi- 
nology used  in  the  classification  of  toxemia,  forceps 
deliveries,  etc.,  about  which  there  has  been  consider- 
able confusion  in  the  past.  The  terminology  agreed 
upon  at  this  conference  has  been  used  in  this  edition. 
This  remains  one  of  the  best  of  our  modern  obstetric 
textbooks.  J.  Thornton  Wallace 

A Review  of  Medicine.  By  Members  of  the 
Faculty  Northwestern  University  Medical  School. 
Edited  by  Benjamin  Boshes,  M.D.  Sixth  edition. 
Quarto  of  814  pages.  Chicago,  Northwestern  Uni- 
versity Medical  School,  1951.  Cloth,  $15. 

The  new  edition  is  better  than  ever,  and  is  exactly 
what  it  claims  to  be:  “A  compilation  of  medical 
facts  for  students  preparing  for  exams  or  for  general 
practitioners  needing  a quick  but  complete  treat- 
ment of  a wide  variety  of  medical  problems  by  the 
most  modern  techniques.” 

The  chapter  on  neurology,  covering  only  65  pages, 
is  a masterpiece  of  organization.  It  avoids  the 
usual  pitfall  of  making  neurology  clear  only  to  the 
neurologist. 

The  weakest  chapter  in  the  book  is  the  one  labeled 
“Psychosomatic  Medicine”  or  “ ‘Total’  Approach  to 
Diagnosis.”  It  makes  no  attempt  to  permeate  all 
medicine  with  an  understanding  of  underhung 
emotional  factors.  It  perpetuates,  by  implication, 
the  old  error  of  distinguishing  between  “genuine 
pathology”  and  functional  disease.  It  makes  no 
mention  of  the  fact  that  these  two  are  different 
facets  of  a disease  entity. 

Another  glaring  error  in  the  book  is  the  omission 
of  a chapter  on  modern  psychiatry.  A general 
practitioner  is  quite  as  often  required  to  have  a bow- 
ing acquaintance  with  shock  therapy,  an  opinion 
concerning  the  use  of  psychoanalysis  in  a given  case, 
or  a familiarity  with  the  modern  treatment  of  alco- 
holics as  he  is  expected  to  know  the  indications  for 
cesarean  section  or  the  type  of  congenital  heart  case 
to  refer  to  the  thoracic  surgeon. 

In  general,  however,  the  book  is  excellent  and 
unique.  The  index  winch  is  included  is  so  useful 
and  comprehensive  that  it  doubles  the  value  of  this 
outstanding  contribution. 

Adele  E.  Streeseman 
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PINEWOOD 

Westchester  County,  Kstonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

CANANDAIGUA,  NEW  YORK 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Alco- 
holism, addictions,  and  geriatric  patients  accepted. 
Modern  treatment,  scientific  and  individual,  in  a home- 
like atmosphere.  Moderate  rates.  Licensed  by  the  dept, 
of  Mental  Hygiene.  (See  also  our  advertisement  in  the 
Medical  Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address 
inquiries  to  FRANCIS  W.  KELLY,  M.D.,  PbjiUian-m-Chargt. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye7-0550  W rite  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomona  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


HOLBROOK  MANOR  KG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


WEST  HUE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEOROE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS  In  lh«  Placement  of 


Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave„  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


BROWN’S  ' mu™,  H«i 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 
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PENICILLIN 


Oral  Tablets 


Greater  effectiveness  by 


the  ORAL  ROUTE 


Oral  therapy  with  Aluminum  Penicillin 
has  proved  to  be  highly  effective  in  a variety 


of  penicillin-susceptible  infections. 


Aluminum  Penicillin  rarely  causes  gastro- 
intestinal disturbance  or  allergic  reactions. 


Unique  advantages  are  that  Aluminum 
Penicillin  is  not  soluble  in  solutions  of  the 
acidity  of  gastric  secretion  but  is  readily 
absorbed  from  the  intestinal  tract.  Sodium 
benzoate  is  added  because  it  inhibits  the  de- 
structive action  of  penicillinase. 


These  factors  provide  for  maximum  utili- 
zation of  tne  drug,  higher  and  more  pro- 
longed blood  levels. 


Supplied  in  vials  of  12  tablets  each  con- 
taining Aluminum  Penicillin  50,000  units. 


Lipotropics  plus 
minerals  plus  vitamins 


so  that  life  after  40  may  be 
more  vigorous  • more  useful 
• more  enjoyable  • even  longer 


Gerifort 


CAPSULES 


vitamin  B1S  included 


3 GERIFORT 
Capsules 

(recommended 
daily  dose) 

provide: 


Vitamin  A (Synthetic). . .28,000  U.S.P.  Units 

Vitamin  Bi 14  Mg. 

Vitamin  B2 14  Mg. 

Vitamin  Be 5 Mg. 

Vitamin  C 210  Mg. 

Vitamin  D 2,800  U.S.P.  Units 

Niacinamide 180  Mg. 

Iron 20  Mg. 

Calcium 188  Mg. 

Phosphorus 160  Mg. 

Iodine 0.1  Mg. 

Calcium  Pantothenate ...  . 20  Mg. 

Folic  Acid 1-5  Mg. 

Vitamin  E 10  Int.  Units 

Vitamin  B12 5 Meg. 

Choline  Dihydrogen 

Citrate 200  Mg. 

Inositol 100  Mg. 

dl-Methionine 20  Mg. 

Rutin 60  Mg. 

Biotin 50  Meg. 

Cobalt 0.1  Mg. 

Copper 0.2  Mg. 

Magnesium 2 Mg. 

Manganese 0.5  Mg. 

Potassium 0.05  Mg. 

Zinc 1*5  Mg. 


Sodium  Benzoate  0.3  gram. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore  1,  Maryland 


Sample  of  GERIFORT  Capsules  on  Request 

AMERICAN  PHARMACEUTICAL  COMPANY 

Manufacturing  Chemists , New  York  54,  N.Y. 

Over  35  years  of  service  lo  tlie  profession. 


1471 


HOUSE  FOR  SALE 


Physician,  Government  Transfer.  Mt.  Vernon  Colonial 
Home.  Ideal  for  Living-Practice.  2 entrances,  corner. 
4 bedrooms.  2 baths.  2 lavoratories.  MO  7-2208,  or  write 
Box  542,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Completely  furnished  Doctor’s  Office.  Recently  renovated, 
Excellent  location,  in  Prospect  Heights  Section,  Brooklyn, 
Call  Navarre  8-3871  after  1. 


FOR  SALE  OR  RENT 


Country  practice,  Cayuga  County.  Continuously  active 
for  over  15  years  to  date,  comprising  large  residence  and 
office,  partly  equipped.  For  rent  or  sale.  Available  Au- 
gust 1.  Reply  Box  539,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  SALE 


Midtown  New  York.  Fully  equipped.  Low  overhead. 
Gastroenterologist,  contemplating  retirement.  Will  intro- 
duce. Splendid  opportunity,  young  internist.  Box  543. 


FOR  SALE 


Active,  rural  practice,  unopposed.  Modern  Colonial,  6-room, 
house,  well  equipped,  3-room,  attached  office.  2 acres,  fruit. 
Central  New  York.  Convenient  hospitals.  Specializing. 
Or  would  sell  equipment  and  rent  office.  Box  535,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Large,  general  practice,  growing  rural  community,  on  Hud- 
son River.  Gross  annually  $30,000.  Excellent  hospital 
facilities.  Specializing.  Will  introduce.  Office  rental. 
Purchase  of  home  optional.  Box  540,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Offices  for  Specialist  on  Main  Thoroughfare,  Rockville 
Centre,  Long  Island.  Box  545,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


PROFESSIONAL  ENTERTAINER 


Professional  entertaining  speaker  for  hospital  dinners  or 
Medical  Society  social  affairs  guarantees  to  provide  psycho- 
logically provoking  but  pleasantly  entertaining  single  handed 
round  robin  intelligently  handled  comprehensive  discourse 
on  any  scientific  subject.  Must  have  minimum  of  one 
weeks  notice  so  that  I can  learn  something  about  the  sub- 
ject to  be  discussed.  $75.00  for  15  minute  talk.  Consult: 
Mr.  P.  Cahill,  5 Wavecrest  Street,  Valley  Stream,  L.  I. 
Telephone:  Valley  Stream  5-2099-R. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance.  Write-Phone 
Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17,  MU  2-1630. 


WANTED 


Young  doctor  interested  in  general  practice.  L.  I.  suburb. 
To  work  by  himself.  Must  do  simple  obstetrics.  Hos- 
pital affiliations.  Prompt  action  necessary.  No  money 
required.  Box  541,  N.  Y.  St.  Jr.  Med. 


WANTED  TO  BUY 


X-Ray  machine.  100  or  200  ma.  for  chest  and  G.  I.  work 
in  office.  Write,  giving  details.  Box  536,  N.  Y.  St.  Jr.  Med. 


WANTED 


Young,  well  trained  internist  seeks  office  space;  or  associa- 
tion with  another  physician;  or  association  with  a med- 
ical group  in  the  Westchester  Area.  Box  544,  N.  Y.  St.  Jr. 
Med. 


AVOID  "OVERTREATMENT  DERMATITIS' 

"Overtreatment  dermatitis  is  today  a prevalent  and  often  disabling  cutaneous  disturbance."* 

• lane.  C.  G.,  "Therapeutic  Dermatilii*'.  New  Eng.  J.  Med..  24677-81.  1952 

AVEENO...the  mild,  soothing  concentrate  from  oatmeal  provides  colloidal  protection  and 
. emollient  relief  for  irritated  and  itching  skin  areas ...  in  colloid  baths  and  in  local  applications. 

Send  for  samples  E.  FOUGERA  & CO.,  INC.  • Distributors  • 75  Varies  St.,  New  York  13,  N.  Y.  -a 


the  rational  pharmacologic  approach'2 
the  clinically  effective  treatment2  3,4 


M-MINUS  4® 


Administration  prior  to  the  onset  of  the  symptoms  of 
premenstrual  tension  (breast  tenderness,  irritability, 
abdominal  discomfort,  weight  gain,  headache)  and 
continued  throughout  the  expected  duration  of  men- 
strual distress  can  completely  eliminate  these  conditions. 

Each  tablet  contains: 

N,N-  Dimethyl-N’-  ( 2-pyridyl  )-  N’-  (p-methoxybenzyl) 


ethylenediamine  8-  bromotheophyllinate  (pyrabrom) 50  mg. 

Acetophenetidin 100  mg. 


Chicago  11,  Illinois 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 
REFERENCES: 

1.  Robinson,  F.  H.,  Jr.,  and  Farr,  t.  E.,  Ann.  Int.  Med.,  14:42  (1940) 

2.  Bickers,  W.  and  Woods,  M.,  Texas  Rep.  Biol.  Med.,  9:406  (1951) 

3.  Vainder.  M.,  Indust.  Med.  Surg.,  20:199  (1951) 

4.  Bickers,  W.  and  Woods,  M.,  New  England  J.  Med.  245:453  (1951) 
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i*.  maximal  relief 


zamine  is 
unsurpassed 


in  allergic  rhinitis . . . 


in  urticaria 

in  serum  sickness 

in  angioneurotic  edema 

in  hay  fever 

in  drug  reactions 


as  an  antihistaminic  agent 


with  minimal  side  effects 


Pyribenzamine  hydrochloride 

(brand  of  tripelennamine  hydrochloride) 


Ciba  Pharmaceutical  Products.  Inc.,  Summit,  N.  J. 


v\ 

after  all 
the  mildness 
tests, 

CAMEL 

leads  all 
other  brands 
by  BILLIONS! 
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Introducing  a new  oral  hypotensive  for  long-range  therapy 

Melhium 

TRADEMARK 

CH  LOR  I D E 

( brand  of  htxamethonium  chloride) 

an  autonomic  ganglionic  blocking  agent  the  action  of  which 
has  been  described  as  " a medical  sympathectomy'’ 


By  drug  action  alone,  Methium  blocks— 
almost  as  effectively  as  surgical  excision 
—the  nerve  impulses  that  produce  vaso- 
constriction through  the  autonomic  nerv- 
ous system. 

The  objective  of  therapy  is  to  administer, 
in  gradually  increasing  doses  over  a period 
of  several  days  to  several  weeks,  enough 
Methium  to  lower  blood  pressure  to  more 
normal  levels— even,  according  to  some 
investigators,  to  the  point  of  mild  postural 
hypotension.  Methium  is  a potent  drug. 
Care  is  required  in  adjusting  dosage. 


In  successfully  treated  cases,  the  results 
justify  the  effort  and  observations  re- 
quired. When  the  patient  is  adequately 
informed  and  supervised,  blood  pressure 
may  often  be  lowered  to  normotensive 
levels  and  symptoms  of  hypertension  sub- 
stantially reduced. 

In  Methium,  hexamethonium  is  now  made 
available  in  conveniently  administered 
oral  form  as  the  chloride,  free  of  the  risks 
of  bromide  or  iodide  intoxication.  Avail- 
able on  prescription  only  in  250  mg. 
scored  tablets  in  bottles  of  100  and  500. 


Methium,  being  a potent  hypotensive  drug,  demands  great  caution 
when  complications  exist.  Prescribe  only  with  extreme  care  in 
impaired  renal  junction,  coronary  artery  disease  and  existing  or 
possible  cerebral  vascular  accidents.  Complete  instructions  for  pre- 
scribing Methium  are  available  on  written  request  or  from  your 
Chilcott  detail  man  and  should  be  consulted  before  using  the  drug. 
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in  functional 


♦ distress 


though  findings  are  negative,  patients  remain  positive  of  their  many  symp- 
toms—belching,  flatulence,  nausea,  indigestion  and  constipation. 


prompt  and  effective  relief 

can  be  given  most  of  these  patients  by  prescribing  Decholin  Belladonna  for 
alleviating  spasm  and  stimulating  liver  function. 

DECHOLIN  with  BELLADONNA 


reliable  spasmolysis 


The  belladonna  component  of  Decholin  Belladonna  effectively  relieves 
pain  due  to  spasm  and  incoordinate  peristalsis,  and  facilitates  biliary  and 
pancreatic  drainage  through  relaxation  of  the  sphincter  of  Oddi. 

improved  liver  function 

Dehydrocholic  acid  (Decholin),  the  most  powerful  /mfrocholeretic  known, 
increases  bile  flow,  flushes  the  biliary  tract  with  thin  fluid  bile  and  provides 
mild  laxation  without  catharsis. 


DOSAGE 

One  or,  if  necessary,  two  Decholin /Belladonna  Tab- 
lets three  times  daily. 


COMPOSITION 


Each  tablet  of  Decholin/ Belladonna  contains  Decholin 
(brand  of  dehydrocholic  acid)  3%  gr.,  and  ext.  of 
belladonna,  '/6  gr.  (equivalent  to  tincture  of  bella- 
donna, 7 minims).  Bottles  of  100. 
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SNEEZING... 
RUNNING  NOSE... 

The  annoying  symptoms  of  hoy  fever  disappear  promptly  with 

the  first  application  of  Neo-Synephrine  Thenfadil.  In  this  combination 

the  time-tested  dependable  decongestive  action  of  Neo-Synephrine  hydrochloride 

is  reinforced  by  the  highly  active,  well  tolerated  antihistaminic,  . 

Thenfadil  hydrochloride.  Relief  is  prolonged  and  is  obtained  consistently 
throughout  the  hay  fever  season. 


NEO-SYNEPHRINE"  THENFADIL" 


nasal  solutions  and  jelly 


Solution  containing  0.25  per  cent  Neo-Synephrine  hydrochloride  and  0.1  per  cent  Thenfadil 
hydrochloride  in  an  isotonic  buffered  aqueous  vehicle,  bottles  of  30  cc.  (1  ft.  oz.)  with 
dropper,  and  473  cc.  (16  fl.  oz.). 

Aromatic  Viscous  Solution  containing  0.5  per  cent  Neo-Synephrine  hydrochloride  and 
0.1  per  cent  Thenfadil  hydrochloride,  bottles  of  30  cc.  (1  fl.  oz.)  with  dropper. 

Jelly  containing  Neo-Synephrine  hydrochloride  0.5%  and  Thenfadil  hydrochloride  0.1%, 
tubes  of  % oz.  with  nasal  tip. 


New  York  18,  N.  Y.  Windsor,  Ont. 


Thenfodil,  trademarks  reg.  U.  S.  & Canada,  brand  of  phenylephrine  and  dethylandtomine,  respectively. 
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a fash  aW  vigorous  improvement 

For  The  Special  Anemia  Patient 

fbs  Not  Require  Iron  *ach  fRMAT,N,c  special 

Capsulette  contains: 

*Crystamin 10  meg. 

• a special  supple-  Folic  Acid 1 mg. 

ment  to  injectable  Ascorbic  Acid 

(Vitamin  C) 50  mg. 

Bi2  therapy.  **Liver  Fraction  „ (N.F.) 

. . with  Desiccated 

• for  specie/ patients  Duod 

enum 350  mg. 

who  cannot  tolerate  *The  Armour  Laboratories  Brand 

iron.  of  Crystalline  B 1 2 . 

**The  liver  is  partially  digested 
with  an  equal  quantity  of  duo- 
denum during  manufacture. 
Supplied:  Bottles  ofiOO. 


armatinic 


pEC 


t A 


f^/the  mand'^m^nVo/  certain  macro-  Each  armatinic  activated 

/ yr  I / f Capsulette  contains: 

ycytic  the  anemias  Ferrous  Sujfafe 

" y'  — y^~  " 'yVP  Exsiccated 200  mg. 

potencies  cjf  the  hemopoietic  Folic  Acid  "1 mg9 

factors  needed  to  assure  a rapid  and  Ascorbic  Acid 

7<P  complete  response/in  these  anemias  (Vitamin  C) 50  mg. 

with  ^minimum  or  therapeutic  failures.  **Liver  Fraction  II  (N.F.) 

with  Desiccated 

Duodenum 350  mg. 

ARMATINIC  SPECIAL  and  ARMATINIC  ACTIVATED  *The  Armour  Laboratories  Brand 

of  Crystalline  B 1 2 . 

Capsulettes  both  supply  B 1 2 plus  activator,  the  intrinsic  ..  . , 

r r The  liver  is  partially  digested 

factor  to  potentiate  the  effect  of  orally  administered  with  an  equal  quantity  of  duo- 

vitamin  Bi 2.  Also  available  ARMATINIC  LIQUID,  the  denum  during  manufacture, 

new  hematinic  with  Crystalline  Bi 2 and  Clarified  Liver,  Supplied:  Bottles  of  100  and 

in  8 oz.  and  1 6 oz.  bottles.  000. 

THE  ARMOUR  LARORATORIES  CHICAGO  11,  Illinois 
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Henry  S.  Acken,  Jr.,  Secretary.  . Brooklyn 

Clyde  L.  Randell,  Delegate.  Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Evert  H.  Wood,  Chairman . . Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman  .New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate  New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman.  New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate .New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman  ..  New  York 

Russell  B.  Scobie,  Vice-Chairman  . . Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate  Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman  Saranac  Lake 
William  C.  Spring,  Jr.,  Secretary.  . Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman  . . . Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman  . . New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman  Jamestown 

Frank  C.  Hamm,  Vice-Chairman  . Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary 


PUBLIC  RELATIONS 


David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 


New  York 
. Syracuse 
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during  pregnancy 
and  lactation  ^ 

P© 

recalcin 

CAPSULES 

Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous)  0.65  Gm. 

Bone  Phosphate 0.15  Gm. 

Vitamin  A Acetate,  Crystalline  . , .2000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol)  400  U.S.P.  Units 

Thiamine  Hydrochloride 3.00  mg. 

Riboflavin 2.00  mg. 

Niacinamide 10.00  mg. 

Ascorbic  Acid 30.00  mg. 

Ferrous  Gluconate 45.00  mg. 

DOSAGE:  One  or  two  PRECALCIN  capsules  t.i.d.  or  as 
indicated. 

SUPPLIED:  In  bottles  of  100,  500,  and  1000  capsules. 


I 

l 

I 


i 

i 


LABORATORIES,  INC. 

Mount  Vernon,  N.  Y. 


(iantrmn 

Roelic’ 


antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  tor  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


TABLETS 


SYRUP 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMAN N • LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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pantnoderm 

cream 


first  and  only  topical  therapy  to  contain  panthenol 


CLINICALLY  EFFECTIVE  — new  studiesl  2 show  that  topical  panthenol 
(analog  of  pantothenic  acid)  "favorably  influenced  the  course  of  various 
ulcerative  and  pyogenic  dermatoses  A majority  healed  and  many 
showed  various  degrees  of  improvement."  Even  long  standing  con- 
ditions resistant  to  other  therapy  seem  to  respond  to  Panthoderm 
Cream  which 

• relieves  pain  and  itching 

• promotes  granulation  and  healing 


PLEASANT  TO  APPLY  — non-staining,  smooth-spread- 


ing; nontoxic,  relatively  non-sensitizing. 


U.  S.  VITAMIN  CORPORATION 

Casimir  Funk  Laboratories,  Inc.  (affiliate) 

250  East  43rd  St.,  New  York  17,  N.  Y. 


AJJiyYYU/Vb 


Oreton-M  Buccal  Tablets  containing  methyltestosterone 
dissolved  in  POLYHYDROL,®  a unique  solid  solvent,  provide 
a more  effective  and  convenient  form  of  male  sex  hormone. 

The  buccal  route  permits  methyltestosterone  to  reach  the 
circulation  directly.  Indicated  for  definitive  relief  of  menopausal 
symptoms  in  special  circumstances;  for  preventing  pain 
of  functional  dysmenorrhea;  and  to  relieve  discomfort  of 
breast  engorgement. 

Freedom  from  masculinizing  side  effects  can  be  expected  with 
recommended  dosage  of  one-half  to  one  and  one-half 
10  mg.  Oreton-M®  (Methyltestosterone  U.S.P.)  Buccal  Tablets 
daily  (5-15  mg.). 


ORETON-M 


AuucxijoJI  t oMiths 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


ORETON-M  Buccal  Tablets 
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sick  people 


INDEX  TO  ADVERTISERS 


Alkalol  Company 1594 

Ames  Company,  Inc.. ........  1477 

Armour  Laboratories.  1481 

Astra  Pharmaceutical  Products.  Inc.  1500 

Ayerst,  McKenna  & Harrison  Between  1504-1505 

Dr.  Barnes  Sanitarium.  . . 1596 

Baxter  Laboratories 1517 

Borden  Company 1598 

Brewer  & Co 1507 

Brigham  Hall  Hospital 1596 

Burroughs  Wellcome  <&  Company  1510 

Ceribelli  & Company 1595 

Chilcott  Laboratories 1475 

Ciba  Pharmaceutical  Products.  Inc 1473 

Commercial  Solvents  Corp. . 1497 

Crane  Discount  Corporation  1593 


Denver  Chemical  Mfg.  Co.  1504 

Desitin  Chemical  Company  1498 

Doho  Chemical  Corp 1499 

Dome  Chemical  Corp..  . 1594 

Drug  Publications,  Inc 1508 

Eldico  of  N.  Y 1593 


Farrell  Lines 1511 


Halcyon  Rest 1596 

Hoffinann-La  Roche  Inc 1486-1487 

Holbrook  Manor 1596 

Interpines 1596 

Irwin,  Neisler  & Co 1496,  1508,  1511 

Lakeside  Laboratories 1518 

Eli  Lilly  and  Company 1512 

Louden-Knickerbocker  Hall  1596 


need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate  i 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.  P.  units 
1,000  U.S.  P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30.  100  and  1000. 


Maltbie  Laboratories,  Inc.  1505 

S.  E.  Massengill  & Co 3rd  cover 

Mead  Johnson  & Company  4th  cover 

Wm.  S.  Merrell  & Co..  . 2nd  cover,  1483 

Merck  & Company 1502 


New  York  Medical  Exchange 1596 

Num  Specialty  Company 1594 


Parke,  Davis  & Company 1503 

Pediforme  Shoe  Company 1594 


R.  J.  Reynolds  Tobacco  Company  1474 

Riker  Laboratories,  Inc., 1492-1493 


Sanborn  Company 1593 

Saratoga  Springs  Authority . 1496 

Scaroon  Manor 1496 

Schering  Corporation 1489 

Sharp  & Dohme,  Inc..  . . 1509 

E.  R.  Squibb  & Sons.  1490-1491 

The  Stuart  Company  . Between  1488-1489 


Twin  Elms 1596 

Upjohn  Company 1501 

U.  S.  Vitamin  Corp 1488 


Varick  Pharmacal  Company.  . 1495 


Walker  Laboratories,  Inc. 

Warner-Hudnut,  Inc 

West  Hill 

Whittier  Laboratories. 

Winkler  Shoes 

Winthrop-Stearns  Inc. 


...  1485 

. 1506 

. . 1596 

1593,  1595 
. ..  1594 

. . 1479 
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INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (Alkalol  Company) 1594 

Aminodrox  (S.  E.  Massengill  & Co.) 3rd  Cover 

Anusol  (Warner-Hudnut,  Inc.) ......  1506 

Armatinic  (Armour  Laboratories) 1481 

Arthralgen  (Whittier  Laboratories) 1595 

Beminal  (Ayerst,  McKenna  & Harrison,  Ltd.) 

Between  1504-1505 

Benadryl  (Parke,  Davis  & Company) 1503 

Beta-Concemin  Ferrated  (Wm.  S.  Merrell  & Co.).  . . . 1483 

Brioschi  (Ceribelli  & Co.) 1595 

Calpurate  (Maltbie  Laboratories,  Inc.) 1505 

Cardiette  (Sanborn  Company) 1593 

Compenamine  (Commercial  Solvents  Cprp.) . ...  1497 

Dainite  (Irwin,  Neisler  & Co.) 1496 

Daxalan  Dome  Paste  Bandage  (Dome  Chemical  Corp.)  1594 
Decholin  with  Belladonna  (Ames  Company,  Tnc.). . . . 1477 

Dencotar  (Denver  Chemical  Company) 1504 

Desitin  Ointment  (Desitin  Chemical  Company) 1498 

Digitaline  Nativelle  (Varick  Pharmacal  Company).  . . 1495 

Dryco  (Borden  Co.) . . 1598 

Gantrisin  (Hoffmann-La  Roche  Inc.) .1486-1487 

Hyotole  (Sharp  & Dohme) 1509 

Kolantyl  (Wm.  S.  Merrell  & Co.) 2nd  Cover 

Laurium  (Whittier  Laboratories) 1593 

Mercuhydrin  (Lakeside  Laboratories) 1518 

Methium  (Chilcott  Laboratories) 1475 

Neo-Synephrine  (Winthrop-Stearns)  1479 

Obocell  (Irwin,  Neisler  & Co.) 1508 

Oreton-M  (Schering  Corp.) 1489 

O-Tos-Mo-San  (Doho  Chemical  Co.) . 1499 

Panthoderm  (U.  S.  Vitamin  Corp.) . . . 1488 

Perazil  (Burroughs  Wellcome  <&  Co.) 1510 

Precalcin  (Walker  Vitamin  Corp.) ...  1485 

Premarin  (Ayerst,  McKenna  & Harrison.  Ltd.) 

Between  1504-1505 

Pyribenzamine  (Ciba  Pharmaceutical  Products,  Inc.)  1473 

Pyromen  (Baxter  Laboratories) 1517 

Reticulex  (Eli  Lilly  & Company) 1512 

Sus-Phrine  (Brewer  <fc  Co.) 1507 

Theragran  (E.  R.  Squibb  & Sons) 1490-1491 

Therapeutic  Multivitamin  (The  Stuart  Company) 

Between  1488-1489 

Thum  (Num  Specialty  Company) 1594 

Veratrite  (Irwin,  Neisler  & Co.)  ...  1511 

Veriloid  (Riker  Laboratories) 1492-1493 

Vi-Sols  (Mead  Johnson  & Co.) 4th  Cover 

Vitamins  (Merck  & Co.). 1502 

Xylocaine  (Astra  Pharmaceutical  Co.)  . . . . . 1500 

Zymatinic  (Upjohn  Co.) 1501 


Medical  and  Surgical  Equipment 


Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1594 

Orthopedic  Shoes  (Winkler  Shoes) 1594 


Miscellaneous 


Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1474 

Modern  Drug  Encyclopedia  (Drug  Publications,  Inc.)  1508 
Spring  Water  (Saratoga  Springs  Authority) 1496 


sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 



- -N- 

Therapeutic  Formula  Vitami 

Each  Capsule  contains: 

n Capsules  Squibb 

Vitamin  A (synthetic) 

25,000  U.  S.  P.  units 

Vitamin  D ( * 

1 ,000  U.  S.  P.  units 

Thiamine  Mononitrate  j 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid  l ^ 

150  mg. 

Bottles  of  30,  100  and  1000. 

'THERAGRAN'  IS  A TRADEMARK  OF  C.  f»  . SQl 

nee  & sons 
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This  Simplified 
Dosage  Schedule  for 


Rapid  Subjective  Relief 


VERILOID 

BRAND  OF  ALKAVERVIR 

Out  of  the  vast  clinical  experience  that  has  accumulated  from  the 
increasing  use  of  Veriloid  has  come  a simplified  dosage  schedule 
which  rapidly  produces  relief  from  the  distressing  discomfort  of 
hypertension.  Within  a short  period,  patients  volunteer  that  they 
“feel  better,”  even  before  the  blood  pressure  begins  to  drop. 

Here  is  the  new  daily  dosage  schedule  which  proves  satisfactory 
for  initial  therapy  in  9 patients  out  of  10: 


1st  Dose:  After  breakfast 2 mg. 

2nd  Dose:  6 to  8 hours  later 2 mg. 

3rd  Dose:  6 to  8 hours  thereafter 2 to  3 mg. 


According  to  this  plan,  the  second  dose  is  taken  about  two  hours 
after  the  noon  meal,  the  third  dose  about  two  hours  after  the 
evening  meal. 

This  schedule  simplifies  dosage  calculation,  is  quickly  productive 
of  clinical  results,  minimizes  nausea  and  other  side  actions.  Dosage 
should  be  increased  by  1 mg.  per  day  every  third  day  until  a satis- 
factory blood  pressure  drop  is  achieved.  The  evening  dose  is 
usually  1 or  2 mg.  larger  than  the  other  two  doses  of  the  day.  For 
the  average  patient,  a daily  dose  of  9 to  15  mg.  proves  effective 
and  rarely  causes  side  actions. 

Veriloid,  brand  of  alkavervir,  is  a unique  alkaloidal  fraction  of 
Veratrum  viride.  It  is  indicated  in  the  treatment  of  all  grades  of 
essential  hypertension  and  in  hypertension  of  renal  origin.  Avail- 
able on  prescription  at  all  pharmacies,  in  1,  2,  and  3 mg.  tablets. 


RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  Los  Angeles  48,  California 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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maintenance 

dosage 

is 

see-sawing... 


digitaline  nativelle’ 


chief  active  principle  of  digitalis  purpurea  for  positive,  controlled  maintenance 


Initial  compensation  of  the  failing  heart  may  now  be  accomplished  in  hours 
rather  than  days  — but  maintenance  of  the  compensated  state  is 
often  a regimen  of  years.  Continuous  adjustment  of  the  daily  cardiotonic  dose, 
which  may  contribute  to  patient  morbidity,  is  often  obviated  when 
a preparation  of  reliable,  constant  and  unvarying  potency  is  employed. 

DIGITALINE  NATIVELLE,  the  pioneer  digitoxin,  is  such  a preparation. 

It  provides  a uniform  dissipation  rate  with  full  digitalis  effect  between  doses. 
Switch  your  "difficult"  patients  to  DIGITALINE  NATIVELLE  for  smoother 
maintenance.  Prescribe  it  for  initial  digitalization.  You  will  be  impressed 
with  its  rapidity  of  action  and  virtual  freedom  from  local  side  effects. 

DIGITALINE  NATIVELLE  is  available,  at  all  druggists,  in  three  strengths 
for  precise  dosage  — 0.1  mg.  (Pink),  0.15  mg.  (Blue),  0.2  mg.  (White). 

Because  of  the  high  order  of  purity,  most  patients  are  adequately 
maintained  on  0,1  mg.  daily.  The  average  dose  for  digitalization 
is  1.2  mg.  in  three  equal  doses  at  4-hour  intervals. 

Send  for  brochure:  ' Modern  Digitalis  Therapy."  Clinical  sample  available  on  request. 


VARIC  K pharmacal  company,  inc.  (division  of  e.  fougera  4 co..  inc.)  new  york  i3,  n.  y. 
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We  Share  with  You 
the  Care  of  Your  Patient 


Here  at  the  Spa,  the  care  of  your  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

With  the  modern  facilities  at  The  Saratoga  Spa, 
your  patient  with  a coronary  condition,  digestive 
disorder,  arthritis  and  allied  ailments,  or  hyper- 
tension, receives  benefit  from  the  treatment  with 
naturally  carbonated  mineral  waters. 

A list  of  capable  physicians  who  are  available  in 
Saratoga  Springs  for  consultation  with  your 
patient  on  the  details  of  the  program,  is  available 
on  request. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
scope  to  the  therapeutic  influences  of  the  Spa’s 
famed  waters. 


FAMOUS  OPEN  AIR 
AMPHITHEATRE 


\ 

9 Championship  , 
\Tennis  Courts  / 

\8  Handball  / 
v Court?  / 

Scaroon  Manor 

HOTEL  • • on  SCHROON  LAKE  N Y. 

TWO  POPULAR 
ORCHESTRAS 


DA 

T A 

IN  BRONCHIAL  ASTHMA 


.Vn  the  7/eaif  o/ 
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“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH 


Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and 
physician’s  sample  carton 
of  bottled  waters,  with 
their  analyses,  write  W.  S. 
McClellan,  M.D.,  Medi- 
cal Director,  Saratoga 
Spa,  1 55  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


The  Empire  State's  Contribution  to  the  Medicgl  Profession 


Around  the  Clock  Protection.  A DAY 

and  NIGHT  difference  in  treatment  with 
high  oral  doses  of  aminophylline. 


DAINITE  DAY  TABLETS 

Each  tablet  contains: 

Sodium  Pentobarbital 

Aminophylline 

Ephedrine  HCI  .... 

Benzocaine 

Aluminum  Hydroxide  . 

Give  t.i.d.  a.c. 

DAINITE  NITE  TABLETS 

Each  tablet  contains: 

Phenobarbital Vt  gr. 

Sodium  Pentobarbital  . . Vi  gr. 

Aminophylline 4 gr. 

Benzocaine , Vi  gr. 

Aluminum  Hydroxide  . . 2 Vi  gr. 

Give  at  10  P.  M. 
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for  day-in  and  day-out  use 

Whenever  a repository  type  of  penicillin  is  indicated,  Compenamine  merits 
routine  use.  Clinically,  it  proves  as  effective  as  procaine  penicillin,  producing 
essentially  the  same  plasma  penicillin  levels,  but  these  levels  appear  to  be  more 
prolonged.  In  addition,  Compenamine  shows  a notably  low  rate  of  reactions. 
In  clinical  investigations  to  date  it  has  been  shown  to  lead  to  reactions  in  a 
negligible  percentage  of  all  patients  treated.1 2 

for  a low  reaction  rate 

In  a special  study  comprising  only  patients  who  had  shown  undesirable  reactions 
to  other  forms  of  penicillin,  the  majority  of  patients  tolerated  Compenamine 
well,  without  such  side  reactions.  In  the  remainder  of  these  penicillin-sensitive 
patients  in  whom  reactions  to  Compenamine  did  occur,  these  reactions  were 
comparatively  mild  and  of  relatively  short  duration.3 

Compenamine  is  available  in  three  dosage  forms:  Compenamine  (dry  pow- 
der for  aqueous  suspension) , Compenamine  Aqueous  (ready  for  injection) , 
and  Compenamine  in  Oil,  the  latter  two  in  vial  and  cartridge  forms. 


1.  Longacre,  A.  B.:  P-92  Penicillin;  Report  of  a Very  Low  Reaction  Rate  in  Therapy  with  a New  Penicillin 
Salt.  Antibiotics  & Chemotherapy  1:223  (July)  1951. 

2.  Kadison.  E.  R.;  Ishihara,  S.  J.,  and  Waters,  T.:  A New  Form  of  Penicillin  with  Anti-Allergic  Properties, 
Am.  Pract.  & Digest  Treat.  2:411  (May)  1951 


* 


* 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION;  260  Madison  Ave.,  New  York  16,  New  York 


when  other 
external  therapy 
seems  to  get 

nowhere... 


accelerate  healing  with 


Study1,  after  study2  after  study3 
corroborates  the  "notable”1  success  of 
Desitin  Ointment  in  easing  pain  and 
stimulating  smooth  tissue  repair  in  lacerated, 
denuded,  chafed,  irritated,  ulcerated 
tissues  — often  in  stubborn  conditions 
where  other  therapy  fails. 

Protective,  soothing,  healing, 
Desitin  Ointment  is  a non-irritating, 
blend  of  high  grade,  crude 
Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high 
potency  vitamins  A and  D in  proper 
ratio  for  maximum  efficacy),  zinc 
oxide,  talcum,  petrolatum,  and 
lanolin.  Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exudate,  urine 
or  excrements.  Dressings  easily  applied  and  painlessly 
removed.  Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  literature 


01 NTM  ENT 

the  pioneer  external 
cod  liver  oil  therapy 


in  wounds 

(especially  slow  healing) 

burns 

ulcers 

(decubitus,  varicose,  diabetic) 


3.  Heimer,  C.  B..  Grayzel,  H.  G.,  and  Kramer 
B.:  Archives  Pediat.  68:382,  1951. 


DESITIN 


CHEMICAL  COMPANY 


70  Ship  Street,  Providence  2,  R.  I. 


When  Clinical  Proof  is  Your  Guide 


are  indicated  . . . 


The  NEW  0-I0S-M0-SAN 

is  a Specific  in  Suppurative  Ear  Infections  — 
both  Acute  and  Chronic,  also  External  Otitis 
because  it  is  . . . 


BACTERICIDAL 


, # (GRAM-POSITIVE -GRAM-NEGATIVE) -it  KILLS 
BACTERIA,  including  BACILLUS  PROTEUS, 

B.  PYOCYANEUS,  E.  COLI,  BETA  HEMOLYTIC 
STAPHYLOCOCCUS  AUREUS 

(Isolated  from  ear  infections  and  found  resistant 
to  antibiotics  in  laboratory  tests) 


FUNGICIDAL  , , , it  KILLS  FUNGI -including  ASPERGILLI, 

TRICOPHYTON,  MONILIA,  and 
MICROSPORUM 


NON-TOXIC  • NON-IRRITATING 
STABLE  • CLEAR 


PROVED  EFFECTIVE  AGAINST  ANTIBIOTIC  RESISTANT  STRAINS  OF  ORGANISMS 

Substantiating  Laboratory  and  Clinical  data  in  press. 


FORMULA : 

A NEW,  improved  process,  using 
Doho  glycerol  base,  results  in  a 
chemical  combination  having 
these  valuable  properties. 

Urea  2.0  GRAMS 

Sulfathiazole  .1.6  GRAMS 

Glycerol  (DOHO)  Base 

16.4  GRAMS 
(Highest  obtainable  spec,  grav.) 


TRY  NEW  O-tOS-MO-SAN  in  your 
most  stubborn  cases,  the  results  wil 
prove  convincing. 


AURALGAN  — After  40  years  STILL  RHINALGAN  — safe  nasal  decongestant, 
the  auralgesic  and  decongestant  * Acts  locally  NOT  systemically. 


loOO 


~Mwm 


(Pronounced  Xi  lo*  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XYLOCAINE 

Hr°«OCHLORlOt  V' 
^ 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  - dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  w-ith  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride.  Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


< 1 ) Hanson.  I.  R.  and  Hingson,  R.  A..  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

ASTIM  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Patent  No.  2,441,498 


a product  of 

I Upjohn 


it 


65.0  mg. 

65.0  mg. 

Thiamine  Hydrochloride  (Bi.)  1.0  mg. 

Riboflavin  (Bs)  1.0  mg. 

Pvridoxine  Hydrochloride  ( B>r.)  0.5  mg. 

Nicotinamide 8.0  mg. 

Folic  Acid 1.0  mg. 

Vitamin  Bis  Activity 1.0  microgram 

Alcohol  1.5% 

Supplied  in  ,s0  cc.  and  60  cc.  bottles  u>ith  gradu- 
ated droppers. 

R-z  V.S.  l^s.  Off. 


for  medicine  . , ^ produced  with  care  . . . designed  for  health 


much 


minim 


Much  in  terms  of  stimulating  hemoglobin 
formation  . . . much  in  potency  of  individ- 
ual ingredients  ...  so  much  in  convenience 
•are  offered  in  each  minim  of  Zymatinic 
Drops,  the  easy-to-give  hematinic  for  ane- 
mia prophylaxis  and  therapy  in  infants  and 


iv  KA  t ta«IQO  MtCMiCA*. 
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“...and  don’t  forget  the  VITAMINS!” 


Peptic  ulcer  often  interferes  with  the  ingestion  of  a balanced  diet, 
and  the  period  of  tissue  repair  further  increases  vitamin  requirements. 
Established  therapy,  including  restrictive  diets  and  antacids,  also 
must  consider  the  problem  of  vitamin  intake  and  absorption.  A 
balanced  vitamin  preparation  is  a dependable  means  of  assuring 
adequate  intake  of  the  essential  nutritional  factors. 


MERCK 


& 


CO.,  Inc.,  Rahway,  N.  J. — as  a major  manufacturer  of  Vitamins  — serves 
the  Medical  Profession  through  the  Pharmaceutical  Industry 


©Merck  & Co.,  Inc. 


BENADRYL 


Os 


BENADRYL  (diphenhydramine  hydrochloride,  Parke-Davis) 
gives  rapid  — and  sustained  — relief  to  patients  distressed  by 
hay  fever  symptoms.  By  alleviating  sneezing,  nasal  discharge, 
lacrimation,  and  itching,  this  outstanding  antihistaminic  has 
enabled  many  thousands  of  patients  to  pass  hay  fever  seasons 
in  comfort. 

BENADRYL’s  reputation  stems  from  its  clinical  performance. 
Each  year,  as  the  pollen  count  rises,  the  benefits  derived 
from  this  effective  antihistaminic  are  further  emphasized. 
BENADRYL  Hydrochloride  is  available  in  a variety  of  forms  — 
including  Kapseals®,  50  mg.  each;  Capsules,  25  mg.  each; 
Elixir,  10  mg.  per  teaspoonful;  and  Steri-Vials®,  10  mg.  per  cc. 
for  parenteral  therapy. 


L 


LIBRARY  OF  THE 

OLLEGE  0 'CIANS 
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What  is  Dencotar? 

DENCOTAR  is  a trademark  designating  products  containing  a specially  processed 
crude  coal  tar  recently  developed  in  the  laboratories  of  The  Denver  Chemical  Mfg.  Co., 
Inc.  There  is  no  other  coal  tar  just  like  that  contained  in  dencotar  Products. 

The  special  processing  of  crude  coal  tar  does  three  things: 

1.  Removes  low  molecular  irritants. 

2.  Removes  inert  sludge. 

3.  Combines  tar  with  a vegetable  oil  in  which 
is  produced  ozonides  (organic  peroxides) 

DENCOTAR  OINTMENT  Sulphurated  ..  .contains  specially 
processed  crude  coal  tar.  precipitated  sulphur,  and  menthol  in 
non-greasy  cosmetic  base  containing  starch.  The  base  permits 
absorption  of  the  active  ingredients  well  beyond  that  effected 
by  ordinary  bases  and  therefore  minimum  amounts  of  the  proc- 
essed crude  coal  tar  are  required  to  produce  maximum  thera- 
peutic effects. 

INDICATIONS  . . . for  all  skin  conditions  requiring  tar.  dencotar  ointment  Sulphurated 
should  be  the  treatment  of  choice  in:  Eczema  — subacute  or  chronic.  Nummular  eczema, 
Psoriasis,  Atopic  dermatitis,  Neuro-dermatitis,  Seborrheic  dermatitis  (body  and  scalp),  all 
chronic  dermatoses,  witli  or  without  itching. 

FORMULA:  Menthol,  .125%,  Precipitated  Sulphur,  1%,  Specially  processed  crude  coal  tar,  1.5%,  Starch,  5%, 
Non-greasy,  \witer  miscible  base,  Qs. 

DENCOTAR  SHAMPOO  ...  is  a delightful  new  shampoo  con- 
taining 1%  of  the  specially  processed  crude  coal  tar  in  a pure 
castile  soap  base,  dencotar  shampoo  has  a stimulating  effect  on 
the  scalp,  and  combined  with  massage,  should  be  used  regularly 
to  maintain  a healthy  state  of  scalp  and  follicles. 

SEBORRHEIC  DERMATITIS  OF  THE  SCALP  . . . Dencotar 
Shampoo  is  indicated  for  use  with  dencotar  ointment  Sulphura- 
ted in  the  treatment  of  scalp  conditions.  It  is  particularly  helpful 
in  combatting  seborrheic  dermatitis,  including  dandruff. 

DENCOTAR  PRODUCTS  contain  a new  and  different  type  of  crude  coal  tar.  To  the 
best  of  our  knowledge  no  other  products  containing  crude  coal  tar  of  this  type  have  ever 
been  offered  to  the  medical  profession. 

SAMPLES  AND  LITERATURE  ON  REQUEST 
Th  ese  Products  are  Advertised  Only  to  the  Medical  Profession 

THE  DENVER  CHEMICAL  MFG.  CO.,  INC. 

DA-6,  163  Varick  Street,  New  York  13,  N.  Y. 
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To  meet  the  varying  needs  of  ^^B 

edematous  patients,  progressive 
therapy  usually  dictates  a judicious  ^^B 
blending  of  diuretics  for  optimal 
long-term  results.  ^ 

Calpurate  lends  itself  admirably  to 
such  a regimen.  It  is  the  chemical 
compound— theobromine  calcium  gluconate- 
distinguished  for  its  moderate  diuretic  action 
and  minimal  toxicity.  It  is  remarkably  free 
from  gastro-intestinal  and  other  side-effects, 
and  does  not  contain  the  sodium  ion. 

Calpurate  is  also  helpful  in  other  cardiac  conditions 
because  it  stimulates  cardiac  output.  Calpurate 
with  Phenobarbital  is  useful  in  relieving  anxiety 
and  tension,  as  in  cases  of  hypertension. 
Calpurate , supplied  as  Tablets  (500  mg. ) and 
Powder;  Calpurate  with  Phenobarbital 
L (16  mg.),  as  Tablets.  ^ 


MALTBI 


NEWARK  1,  N.  J. 


umkKi  physicians 


COLLEGE 


elective  blending  of 
IfcJ  iuretics  in  .^dema 


Calpurate  is  particularly 
indicated:  When  edema  is  mild 
and  renal  function  adequate  . . . 
during  “rest  periods”  from  digitalis 
and  mercurials ..  .where  mercury 
is  contraindicated  or  sensitivity  to  its 
oral  use  present ...  for  moderate*  long-lasting 
diuresis  in  chronic  cases 


Normal  exchange  of  fluids  in  tissues 


nous  pressure 


Your  patients  will  be  grateful  for  the  itch-relief  they  get 


NEW..  . Anusol  Unguent  for  external  use 

Patients  with  hemorrhoidal  and  similar  condi- 
tions invariably  have  a persistent  itch  in  the  anal  MANY  SKIN  AILMENTS 

sector.  To  relieve  this  trouble,  Anusol  Unguent  RESPOND  TO  ANUSOL 

is  now  available.  n , , 

rrompt  reliei  trom  lr- 

Containing  the  same  ingredients  as  the  Sup-  ritation,  burning  and 

positories,  this  new  ointment  provides  prompt.  itching  is  afforded  by 

, . r . Vi  i Anusol  Unguent,  it  re- 
prolonged reliei.  it  is  sate,  convenient,  stable,  and  duces  inflammation,  con- 

not  smelly  or  sticky.  gestion  and  swelling.  Its 

*ii  mild,  astringent,  antisep- 

You  may  prescribe  Anusol  Unguent  with  the  tic  action  hastens  healing. 

same  confidence  you  have  always  had  in  Anusol  General  indications: 

Suppositories.  Acne  vulgaris 

. , TT  . i . , . Herpes  simplex 

Anusol  Unguent  is  supplied  in  1-oz.  tubes.  pri|ir  ra,|iei 

Samples  and  literature  on  request.  Ivy  p0js0njng 

A | ® Sunburn 

||  ^ I Burns,  abrasions, 

n U b U I calds 

SUPPOSITORIES  • UNGUENT  

WILLIAM  R.  WAR  N E R 


MANY  SKIN  AILMENTS 
RESPOND  TO  ANUSOL 

Prompt  relief  from  ir- 
ritation, burning  and 
itching  is  afforded  by 
Anusol  Unguent.  It  re- 
duces inflammation,  con- 
gestion and  swelling.  Its 
mild,  astringent,  antisep- 
tic action  hastens  healing. 
General  indications: 
Acne  vulgaris 
Herpes  simplex 
Drug  rashes 
Ivy  poisoning 
Sunburn 

Burns,  abrasions, 
scalds 


DIVISION  OF  WARNER-HUDNUT,  INC.  . NEW  YORK  11.  N.  Y. 


For  the  prolonged  relief  of 
BRONCHIAL  ASTHMA 


a new  2 cc.  vial  package 


in  addition  to 
the  5 tt.  size 
individually  packed 


5 vials  to  package 


SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1-200 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY. 


For  the  patient’s 


For  additional  information  just  send 
your  Rx  blank  marked  NYS-61  5 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  injected 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 


Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 


Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  2 cc.  multiple-dose  vials 
(five  to  a package)  and  in  5 cc.  vials  (individually  packaged) 
at  a saving  in  cost  to  both  physician  and  patient. 


References: 

1.  Naterman,  Hyman  L. 

N.E.J.  Med.  227:  p.  736. 

2.  Unger,  A.  H.,  and  Unger,  L 
G.P.  4:79  Dec.  1951 

3.  Unger,  A.  H.,  and  Unger,  L. 

Annals  of  Allergy  (March-April)  1952 


BREWER  & COMPANY,  inc.  Worcester,  Mass 

Pharmaceutical  Chemists  • Established  1852 
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INDISPENSABLE 


for  COMPLETE  UP-TO-DATE  Reference 

NEW  5^ 

MODERN  DRUG 
ENCYCLOPEDIA 

and  THERAPEUTIC  INDEX 


Edited  by 

MARION  E.  HOWARD.  M.O..  F.A.C.P. 
Tale  University  Medical  School 


&MtfoleteCcf 

‘Retv'Uttm 

to  give  you  UP-TO-DATE, 
finger-tip  reference  on 
nearly  4000  Ethical  Drugs 
(including  1500  brand 
new  listings)  of  175  man- 
ufacturers. Over  50,000 
satisfied  users  find  the 
modern  Drug  Encyclo- 
pedia is  the  only  publica- 
tion that  provides  a com- 
plete cross- reference  desk 
service. 


/icct&aritcitive , . . 

for  the  latest  composition,  action,  uses,  supply,  dosage,  also 
cautions  and  contra-indications  of  thousands  of  new  drugs. 
Now  compiled  in  seven  special  sections;  DRUGS  • BIOLOGI- 
CALS  • ALLERGENS  • GENERIC  NAME  INDEX  • THERA- 
PEUTIC INDEX  • MANUFACTURER'S  INDEX  • GENERAL 
INDEX. 

★ 


Bound  in  Red  Fobricoid.  1 200 
pages,  size  6"  x 914"  x 2 14". 
Postpaid.  $15*  U.S.A.;  $18 
Foreign 


SELF-PRONOUNCING 
DRUG  LISTINGS 
ADDITIONAL  INDEX  OF 
GENERIC  DRUG  NAMES 
NEARLY  1500  BRAND  NEW 
DRUG  DESCRIPTIONS 

rcc  to  every  encyclopedia  owner— 

MODERN  DRUGS  — the  quarterly 
supplement  that  keeps  you  up-to-date 
with  the  newest  drug  descriptions. 

MAIL  THIS  COUPON  t'OW.' 


DRUG  PUBLICATIONS,  INC. 

49  West  45th  Street,  New  York  19,  N.Y. 

Enclosed  is  the  sum  of  fifteen  dollars  ($15*  U.S.A.)  for  which 
please  send  me  postpaid  the  new  Fifth  Edition  of  the  MODERN 
DRUG  ENCYCLOPEDIA  AND  THERAPEUTIC  INDEX  and 
MODERN  DRUGS.  (New  York  City  residents  please  add  3% 
for  sales  tax). 


NAME. 


M.D. 


ADDRESS. 
CITY 


.ZONE. 


U.S.A.  $15  Foreign  $18 
’Includes  three-year  supplemenlaiy  service  al  $2  per  year 


.STATE. 


, J 


Give 

to 

Conquer 

Cancer 


'1 


T TV 

Qb°cg 


BOTH  CAUSES  for  overeating  are  sup-  ? 

pressed  by  OBOCELL: 

1.  Obocell  suppresses  bulk  hunger  and  3 
creates  a sense  of  fullness  and  sT 
satisfaction. 

2.  Obocell  curbs  the  appetite  and  3 
elevates  the  mood. 

Each  OBOCELL  tablet  contains; 

Methyl  cellulose 150  mg.  £] 

Dextro-Amphetamine  Phosphate..  . . 5 mg. 

Supplied:  Bottles  of  100,  500,  1000  tablets.; 

Now  available:  OBOCELL  UQUID 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 
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Palatable,  liquid  Hyotole®-12  combines  therapeutic  amounts  of  vita- 
min B12  with  seven  other  principal  components  of  the  B complex, 
including  folic  acid,  ferrous  sulfate,  and  a concentrated  liver  fraction:  ^8harpTpoh!^i 
to  promote  formation  and  normal  development  of  erythrocytes. 

Hyotole-12  is  supplied  in  pint  Spasaver®  and  in  gallon  bottles. 


Each  30  cc.  contains:  Ferrous  Sulfate,  U.S.P.,  1.3  Gm.;  Vitamin  Bn,  crystalline,  25  meg.;  thiamine 
HCI ..  10  mg.;  riboflavin,  2 mg.;  pyridoxine  HCI .,  1 mg.;  panthenol,  2 mg.;  niacinamide,  30  mg.; 
choline  Cl.,  20  mg.;  folic  acid,  5 mg.,  liver  fraction  (Whipple),  1 Gm. 


lf»l() 


day 


‘Perazil’  approaches  the  ideal  antihistaminic  in  long-lasting  effect  and  freedom  from 
side  effects.  A single  daily  dose  of  50  to  100  mg.  is  usually  adequate,  acting  for 
12  to  24  hours.  Side  effects  are  infrequent  and  if  they  do  occur,  are  usually  mild. 

Clinicians  report:  . . the  results  . . . would,  appear  to  demonstrate  ‘Perazil’  the  most 

effective  of  all  the  antihistaminic  agents  so  far  studied  by  the  physicians  who  used  it.”* 

Chemically  different,  ‘Perazil’ does  not  have  the  usual  ethylenediamine  group  but 
has  a piperazine  nucleus.  Therapeutically  different,  ‘Perazil’  need  not  be  taken, 
as  a rule,  more  than  once  a day. 

y ® 

is  indicated  in  all  allergic  states  responding  to  antihistaminics. 

b ran o For  topical  use  in  allergic  conditions 

CHLORCYCLIZINE  HYDROCHLORIDE  of  the  skin  ‘Perazil’  brand  Chlorcyclizine 

Hydrochloride  Cream  1% 

* Brown  et  al. : Ann.  Allergy,  8:82,  1950. 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc.,  Tuckahoe  7,  N.  Y. 
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• Complete  Safety 

• For  Sustained  Treatment 


Veratrite  produces  a calm,  gradual  fall  in 
blood  pressure  in  mild  and  moderate  hyper- 
tension . . . without  disrupting  circulatory 
equilibrium.  Advantages  of  therapy  are 
economy,  simplified  dosage. 


Each  VERATRITE  tabule  contains: 

Veratrum  Viride 40  C.S.R.  Units* 

Sodium  Nitrite 1 grain 

Phenobarbital Vi  grain 

*Carotid  Sinus  Reflex  (40  C.S.R.  Units  approxi- 
mately equivalent  to  3 Craw  Units). 

Supplied:  Bottles  of  100,  500,  1000. 

CSV  . Jr* 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


SHIP  SURGEONS 
WAN  TED 

Steamship  line,  operating  passenger  ships  between 
New  York  and  South  Africa,  offers  advantageous 
employment  opportunities  to  qualified  ship  surgeons. 
Pleasant  and  interesting  voyage,  modern  and  well- 
equipped  vessels,  excellent  living  conditions,  good 
salary.  Applicants  required  to  have  medical  de- 
gree, license  to  practice,  and  United  States  Coast 
Guard  certificate  of  registration.  Further  require- 
ments are  pleasing  personality,  sobriety,  ability  to 
maintain  good  social  relations  with  others.  Must 
furnish  testimonials  as  to  character  and  professional 
qualifications.  Address  reply  to  Capt.  G.  T.  Sullivan, 
Marine  Superintendent,  Farrell  Lines,  26  Beaver 
Street,  New  York  4,  N,  Y. 


It  is  natural  for  our  retired,  aged  colleagues 
to  turn  to  the  Physicians’  Home  for  financial 
aid  and  reassurance.  Help  us  continue 
this  very  worthy  service! 


PHYSICIANS’  HOME 

63  East  84th  Street 
New  York  City 


BEVERLY  C.  SMITH,  M.D.,  President 
HARVEY  B.  MATTHEWS,  M.D.,  Secretary 


1.-.12 


|J\1  \ Each  puli  ale  contains: 

, -r:_  - mar&  ^ %W  \ Ll  ver-Stomach  Concentrate.  Lilly . 400  mg. 

Vitamin  Bi>  (Activity  Equivalent).  . 10  micrograms 
Ferrous  Sulfate.  Anhydrous  200  mg. 

PULVULES  Ascorbic  Acid 50  mg. 

f Folic  Acid 0.33  mg. 

Reticulex 


(LIVER,  Bio,  IRON,  AND  VITAMINS.  LILLY) 
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Dr.  George  W.  Kosmak  Retires 

With  sincere  regret  the  Journal  announces  the  retirement,  at  his  own 
request,  on  June  1,  1952,  of  Dr.  George  W.  Kosmak,  editor  of  the  New 
York  State  Journal  of  Medicine.  He  will  continue  his  interest  in  the 
Journal  as  Editor  Emeritus. 

Rarely  is  a medical  publication  so  fortunate  as 
to  have  had  the  guidance  of  a man  of  the  scholar- 
ship, wisdom,  and  editorial  background  possessed 
by  Dr.  Kosmak,  whose  judgment  and  conserva- 
tism, dry  humor,  and  personality  have  made  the 
second  largest  medical  publication  in  the  nation 
an  outstanding  one  among  state  medical  journals. 

Dr.  Kosmak’s  services  to  the  Medical  Society 
of  the  State  of  New  York  date  back  to  1927  when 
he  was  a member  of  the  Standing  Committee  on 
Public  Health  and  Education,  on  which  he  con- 
tinued to  serve  until  1933.  He  was  assistant 
treasurer  of  the  Society  in  1934  and  became  treas- 
urer in  1935,  in  which  office  he  continued  until  1941. 

During  this  time,  Dr.  Kosmak  was  largely 
instrumental  in  having  the  Publication  Com- 
mittee and  the  Committee  on  Office  Administration  and  Policies  created 
as  House  of  Delegates  Committees.  He  had  been  a member  of  the  former 
Publication  Committee  from  1934  to  1941  but  felt  that,  as  then  set  up,  the 
committee  personnel  changed  too  frequently  for  efficient  operation  of 
continuing  publications  such  as  the  Journal  and  the  Directory.  In 
1949  he  became  chairman  of  the  committee,  in  which  office  he  continued 
until  1952. 
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Dr.  Kosmak’s  experience  as  a trustee  from  1941  through  1946  brought 
him  into  intimate  contact  with  the  affairs  and  policy  of  the  Society,  so 
that  as  associate  managing  editor  of  the  Journal  in  1944  his  experience 
and  knowledge  of  the  publications  and  of  the  Society  itself  was  already 
vast. 

Thus  at  the  time  of  the  death  of  Dr.  Peter  Irving  late  in  1944,  Dr. 
Ivosmak  assumed  the  managing  editorship,  becoming  editor  June  1, 
1950.  The  war  years  had  created  many  publishing  difficulties,  all  of  which 
Dr.  Ivosmak  took  in  his  stride  with  invariable  good  humor  and  a lively 
and  helpful  sympathy  toward  the  authors  of  submitted  papers.  All  of  this 
necessitated  an  immense  amount  of  plain  hard  work,  an  enormous  volume 
of  correspondence,  interviews,  review  of  submitted  advertising  copy,  check- 
ing of  the  advertising  dummy,  the  interminable,  inexorable  time-consuming 
minutiae  necessary  to  the  day-by-day  operation  of  a publishing  enterprise. 
This  has  been  in  addition  to  the  editorial  conferences  held  weekly  and  cor- 
respondence with  associate  editors. 

From  1935  Dr.  Ivosmak  has  been  a delegate  to  the  American  Medical 
Association’s  House  of  Delegates,  in  which  capacity  he  served  the  So- 
ciety with  distinction.  The  extraordinarily  broad  character  of  his  ex- 
perience, his  humanitarianism  and  wide  acquaintance  with  medical  men  all 
over  the  world,  and  his  remarkable  capacity  for  getting  things  done  made 
him  the  outstandingly  qualified  editor  to  bring  the  Journal  to  its  pres- 
ent high  standing  in  the  field  of  medical  publications. 

The  Journal  is  fortunate  and  the  Society  is  honored  by  the  fact  that 
he  will  remain  as  Editor  Emeritus  of  the  New  York  State  Journal 
of  Medicine  of  the  Medical  Society  of  the  State  of  New  York,  the  first 
physician  to  hold  this  title  since  the  Journal  was  founded  in  1901. 

Tributes  to  Dr.  Kosmak 

Journal  of  the  American  Medical  Association 

Long  before  I became  editor  of  the  Journal  of  the  American  Medical  Asso- 
ciation I knew  George  W.  Kosmak.  Our  paths  crossed  frequently  at 
A. ALA.  meetings  and  as  we  performed  our  daily  work.  In  fact,  our 
meetings  were  so  frequent  and  always  so  interesting  for  me  that  I came  to 
regard  George  Kosmak  as  a permanent  part  of  medical  journalism;  I never 
stopped  to  think  that  some  day  he  would  retire  from  such  work. 

And  yet  there  is  no  degree  of  permanency  for  any  of  us,  a fact  which  in 
George’s  case  certainly  causes  sober  reflection.  His  interest,  loyalty,  and 
ability  have  long  been  known  and  admired  by  many  of  us.  I know  that  I 
am  not  alone  when  I say  that  I hope  his  retirement  does  not  mean  disappear- 
ance of  interest.  If  it  did,  then  George’s  retirement  would  be  a double  loss. 

Austin  Smith,  M.D. 

Editor 


Connecticut  State  Medical  Journal 

“Literary  men  are  a perpetual  priesthood.” 

The  Connecticut  State  Medical  Journal  records  with  deep  regret  the  re- 
tirement of  Dr.  George  W.  Kosmak  from  his  position  as  editor  of  the 
New  York  State  Journal  of  Medicine.  As  one  of  that  “perpetual 
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priesthood”  may  he  continue  to  wield  an  influence  among  the  medical 
editors  of  our  nation  for  many  years  to  come. 

“Ecce  homo.” 

Stanley  B.  Weld,  M.D. 
Editor 


New  England  Journal  of  Medicine 

The  editorial  board  of  the  New  England  Journal  of  Medicine  sends  to 
Dr.  George  W.  Kosmak  its  warm  appreciation  of  the  vital  part  he  has 
played  in  medical  journalism  during  his  editorship  of  the  New  York 
State  Journal  of  Medicine.  Carrying  his  editorial  responsibilities  as  a 
task  added  to  his  daily  activities,  he  has  shown  himself  as  successful  in  the 
profession  of  journalism  as  in  that  of  medicine. 

Joseph  Garland,  M.D. 

Editor 

Publication  Committee,  Medical  Society  of  New  Jersey 

It  was  with  dismay  that  we  in  New  Jersey  learned  of  your  anticipated 
retirement  from  the  New  York  State  Journal  of  Medicine.  You  have 
for  so  long  been  an  ornament  to  medical  journalism  that  we  find  it  hard 
to  think  of  the  New  York  Journal  without  Dr.  Kosmak. 

In  any  event,  we  wanted  to  write  this  brief  note  to  convey  our  good 
wishes  for  a happy  and  active  retirement  period. 

Henry'  A.  Davidson,  M.D. 

Editor 


Illinois  Medical  Journal 

The  hundreds  of  physicians  in  Illinois  who  have  known  him  for  many 
years  desire  to  pay  their  respects  and  extend  best  wishes  to  Dr.  George  W. 
Kosmak,  who  retired  from  his  position  as  editor  of  the  New  York  State 
Journal  of  Medicine  on  June  1. 

Dr.  Kosmak  has  been  an  outstanding  member  of  “American  medicine” 
for  a long  time,  as  a leader  in  his  own  speciality,  as  a teacher,  a member  of 
the  House  of  Delegates  of  the  American  Medical  Association,  and  also  in 
the  position  he  has  held  as  editor  of  your  fine  Journal.  He  has  long 
been  an  advocate  of  medicine  as  a private  enterprise  and  has  fearlessly 
expressed  himself  editorially  and  before  many  medical  and  lay  groups 
throughout  the  years  medicine  has  been  threatened  with  radical  changes 
in  its  methods  of  administration. 

Having  conferred  with  him  many  times  as  an  outstanding  medical 
editor,  the  writer  likewise  wants  publicly  to  thank  Dr.  Kosmak  for  the 
encouragement  he  has  given  and  kindly  criticisms  which  I am  sure  have 
improved  the  value  of  our  own  medical  journal,  of  which  I have  been  editor 
for  the  past  twelve  years.  We  all  sincerely  hope  that  even  though  Dr.  Kos- 
mak desires  to  retire  from  his  arduous  editorial  duties,  we  will  have  the  op- 
portunity to  greet  him  at  coming  meetings  of  the  American  Medical 
Association  and  elsewhere  in  coming  months. 

Dr.  Kosmak  has  carried  the  torch  in  the  progress  of  American  medicine 
for  more  than  a half  century,  and  he  has  personally  seen  the  greatest  de- 
velopments of  all  times  during  his  long  period  of  activity.  We  can  think 
of  no  more  appropriate  slogan  than  the  Biblical  expression — “well  done, 
thou  good  and  faithful  servant.” 
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With  kindest  regards  and  best  wishes  to  Dr.  Ivosmak, 


Harold  M.  Camp,  M.D. 
Editor 


Ohio  State  Medical  Journal 

Greetings  and  congratulations  on  your  retirement  from  an  excellent  job 
well  done.  You  have  been  an  inspiration  and  model  for  the  rest  of  us. 

Jonathan  Forman,  M.D. 
Editor 


dt&S&k. 

Citation  for  Dr.  Kosmak 

The  following  citation  for  Dr.  Kosmak  was  announced  at  the  Annual 
meeting  of  the  Medical  Society  of  the  State  of  New  York,  Hotel  Statler, 
New  York  City,  on  May  14,  1952. 

W ith  gratitude  for  his  years  of  esteemed  service  as  managing  editor  and 
editor  of  the  New  York  State  Journal  of  Medicine, 

W ith  appreciation  of  his  gracious  and  courteous  leadership  as  Chairman  of 
the  Publication  Committee, 

W ith  recognition  of  his  discernment,  his  wisdom,  and  his  guidance  in  medb 
cal  journalism  in  New  York  State, 

W ith  thankfulness  for  his  keen  insight  and  loyalty  to  the  medical  profession, 

The  Medical  Society  of  the  State  of  New  York 
presents  this  citation  to 

George  W.  Kosma\,  M.D. 

- upon  his  retirement  as  editor  of  the 

New  York  State  Journal  of  Medicine 
and  his  promotion  to  the  position  of 
Editor  Emeritus. 


Presented  this  14th  day  of 
May,  1952,  New  York  City 

W.  P.  Anderton,  M.D. 

Secretary 


J.  Stanley  Kenney,  M.D. 

President 


Resolution  of  House  of  Delegates 

At  the  1952  meeting  of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  Newr  York,  New  York  City,  the  following  resolution,  was 
adopted  unanimously  by  the  House. 

Whereas,  Dr.  George  W.  Kosmak  has  served  long,  faithfully,  and 
with  outstanding  ability  as  editor  of  the  New  York  State  Journal 
of  Medicine;  and 

Whereas,  he  is  now  retiring  from  that  position  at  his  own  request; 
now  therefore  be  it  hereby 

Resolved,  that  in  recognition  of  this  outstanding  record  of  serv- 
ice to  the  Society  Dr.  Kosmak  be  appointed  Editor  Emeritus  of 
the  Journal. 
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TRAVENOL  LABORATORIES,  INC. 
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Pyromert  initiates  responses  in  the  circulating  leucocytes 
and  in  the  reticulo-endothelial  system. 

Pyromert  is  proving  to  be  increasingly  useful 
in  the  treatment  of  many  allergies  and  dermatoses, 
as  well  as  certain  ophthalmic  disorders. 

Pyromert  is  supplied  in  10  ec.  vials 
containing  4 gamma  (mierograms)  per  ce.  and 
in  10  cc.  vials  containing  10  gamma  per  cc. 

Pyromen " on  your  Rx  will  bring  you 
our  new  booklet  detailing  the  use 
of  this  new  therapeutic  agent. 
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Simplicity 

Itself 

TO  KEEP  CARDIACS 

EDEMA-FREE 


Effective  and  well  tolerated,  Tablets  mercuhydrin 
with  Ascorbic  Acid  bring  a new  simplicity  to  the 
management  of  cardiac  patients. 

Just  one  or  two  tablets  daily  — plus  an  occasional 
injection  — keep  the  average  cardiac  patient  at  basal 
weight.  Some  patients  — freed  of  accumulated  fluid 
with  parenteral  mercuhydrin  — may  be  maintained 
edema-free  on  tablets  alone. 

TABLETS 

MERCUHYDRIN 

with  ASCORBIC  ACID 

the  simplest  method  of  outpatient  maintenance 


To  secure  the  greatest  efficacy  and  all  the  advantages  of 
Tablets  mercuhydrin  with  Ascorbic  Acid,  a three-week  initial 
supply  should  be  prescribed  ...  25  to  50  tablets. 


Dosage:  One  or  two  tablets  daily  — morning  or  evening  — pref 
erably  after  meals. 


Available:  Bottles  of  100  tablets.  Each  tablet  contains  meral 
luride  60  mg.  and  ascorbic  acid  100  mg. 
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Scientific  Articles 


ISONICOTINIC  ACID  HYDRAZIDE  AND  ITS  DERIVATIVES  IN 
TUBERCULOSIS:  AN  EVALUATION  OF  THE  SIDE-EFFECTS  IN  RE- 
LATION TO  PERIPHERAL  CIRCULATION 

Preliminary  Report 

Martin  M.  Fisher,  M.D.,  E.  R.  Mamlok,  M.D.,  A.  Tendlau,  M.D.,  H.  E.  Tebrock,  M.D., 
A.  E.  Drumm,  M.D.,  and  A.  Spiegelman,  M.D.,  New  York  City 

( From  the  Medical  Services  of  Sea  View  Hospital,  Staten  Island,  and  Kings  County  Hospital,  Brooklyn) 


TN  JANUARY,  1952,  Robitzek,  Selikoff,  and 
1 Ornstein  reported  the  use  of  isonicotinic 
acid  hydrazide  and  its  isopropyl  derivative 
in  human  tuberculosis.1  They  noted  a loss 
of  toxicity,  return  of  the  temperature  to 
normal,  recovery  of  appetite,  and  gain  in  weight. 
This  occurred  in  a rapid  and  regular  manner 
in  each  case.  They  also  noted  a reduction  of 
cough  and  expectoration  in  one  third  of  the  cases. 
In  those  patients  with  extrapulmonary  tuber- 
culosis, including  oropharyngeal  and  laryngeal 
tuberculosis,  marked  chemotherapeutic  effects 
were  noted . 

Since  June,  1951,  with  the  use  of  these  drugs 
in  over  232  patients  with  tuberculosis  of  the  lungs 
and  other  sites,  certain  side-effects  have  been 
noted.  Some  of  the  side-effects  and  bene- 
ficial effects  were  thought  to  be  possibly  due  to 
stimulation  of  the  sympathetic  nervous  system. 
The  marked  reduction  in  secretions,  such  as 
reduction  in  the  amount  of  expectoration  and 
night  sweats,  was  considered  to  be  due  partially 
to  a sympathetic  nerve  stimulation.  Other 
side-effects  attributed  to  the  sympathetics  were 
dryness  of  the  mouth,  constipation,  delayed 
starting  of  the  urinary  stream,  and  symptoms 
and  signs  pertaining  to  the  upper  and  lower 
extremities,  such  as  numbness  and  tingling  in 
the  fingers  or  toes,  coldness  in  the  hands  or 
feet,  cramps  in  the  legs,  muscle  tremors  in  the 
arms,  feet,  and  legs,  twitching  in  the  legs  and 
arms,  and  weakness  of  the  legs. 


This  study  was  aided  by  a grant  from  the  Lasdon  Re- 
search Foundation. 

Isonicotinic  acid  hydrazide  (Pyricidin)  furnished  through 
the  courtesy  of  Dr.  George  W.  Mast,  Nepera  Chemical  Com- 
pany, Inc.  Isonicotinic  acid  hydrazide  (Rimifon)  and 
isonicotinyl-isopropyl  hydrazine  (Marsilid)  furnished  through 
the  courtesy  of  Hoffmann-La  Roche,  Inc. 


The  effect  of  the  hydrazine  derivatives  of 
isonicotinic  acid  in  aggravating  pre-existent 
peripheral  arterial  disease  was  studied.  One 
patient  developed  an  ulcer  of  the  toe  following 
treatment.  It  was  a consideration  in  this  study 
to  evaluate  whether  the  treatment  had  an  effect 
of  producing  ulcers,  as  well  as  to  evaluate  whether 
continued  treatment  would  aggravate  or  prevent 
healing. 

It  was  another  of  the  objects  of  this  study  to 
evaluate  whether  those  symptoms  and  signs 
associated  with  the  side-effects  were  on  a vascular 
basis  or  not.  If  so,  this  study  would  attempt 
to  find  other  drugs  which  would  counteract 
the  vascular  effects  without  nullifying  the 
systemic  beneficial  effects  of  the  hydrazides  and 
the  derivatives.  In  order  to  study  the  possible 
sympatholytic  vasospastic  effects  of  the  isonico- 
tinic acid  hydrazides  and  their  derivatives, 
specific  tests  to  determine  the  presence  of  vaso- 
spasm and  pre-existent  arterial  disease  were 
done  on  all  patients  before  and  during  treatment 
at  selected  intervals. 

The  simple  Foley  test2  and  the  Landis  reflex 
vasodilation  tests3  were  performed  on  each 
patient,  as  well  as  x-rays  of  the  extremities  to 
rule  out  arteriosclerosis.  In  the  Foley  nitro- 
glycerine test,  control  oscillometric  readings  are 
taken  and  charted.  With  the  oscillometer  on  the 
foot  or  ankle,  0.4  to  0.6  mg.  of  nitroglycerine  are 
dissolved  under  the  tongue.  The  oscillometric 
readings  are  then  repeated  within  ten  minutes. 
In  normal  vascular  tone  the  control  oscillo- 
metric readings  are  normal  both  before  and  after 
nitroglycerine.  In  the  presence  of  arterial  spasm 
the  control  oscillometric  readings  are  diminished: 
after  nitroglycerine  they  increase  to  a normal 
level.  In  organic  occlusive  arterial  disease, 
as  in  arteriosclerosis  or  thromboangiitis  ob- 
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literans,  the  control  oscillometric  readings  are 
diminished  before  and  after  nitroglycerine. 

The  Landis  reflex  vasodilation  test  is  per- 
formed with  the  temperature  of  the  room  ap- 
proximately stabilized  to  21  ('.  (69.8  F.).  After 
the  patient  has  been  stabilized  in  this  environ- 
ment for  one-half  to  one  hour,  a hot  pad  at  a 
temperature  of  107  to  112  F.  (42  to  44  C.)  is 
placed  on  the  abdomen.  The  patient  is  covered 
with  blankets  to  maintain  the  heat  with  the  feet 
and  face  exposed.  In  normal  individuals,  the 
exposed  extremities  will  show  a marked  rise 
of  temperature  of  the  digits  from  9 to  15  F. 
after  thirty-five  minutes  or  to  a minimum  of 
84  C.  or  93  F.  within  thirty-five  minutes. 
Those  with  diminished  circulation  will  fail  to 
respond  toward  a normal  rise. 

The  Landis  test  was  used  only  as  a double 
check,  since  it  has  a margin  of  error.  Some 
patients  without  occlusive  arterial  disease  will 
not  show  a satisfactory  rise  in  temperature.  In 
such  individuals,  a spinal  or  general  anesthesia 
is  used  before  a true  vasodilatation  response 
can  be  obtained. 

X-rays  of  the  extremities  were  taken  on  all 
patients  using  special  soft  tissue  technic. 

Selection  of  Cases 

Of  the  232  cases  treated  with  isonicotinic 
acid  hydrazide  and  its  derivatives  since  June, 
1951,  23  patients  were  selected  for  this  study. 
In  this  group  of  23  were  those  who  had  the  most 
marked  symptoms  and  signs  of  all  the  patients 
who  received  the  drugs.  The  23  patients  were 
subdivided  into  four  groups  according  to  the 
drugs  used  and  the  duration  of  treatment. 

Group  1. — Five  patients  were  studied  who 
received  isonicotinic  acid  hydrazides  for  at 
least  four  months  (all  started  on  December 
17,  1951).  They  were  to  be  evaluated  as  to  the 
effects  of  long-term  treatment  on  peripheral 
circulation. 

Group  II. — Five  patients  were  studied  before 
and  after  treatment  with  isonicotinic  acid 
hydrazide  for  one  to  four  weeks  in  order  to  note 
the  acute  effects  on  the  peripheral  circulation. 

Group  III . — Eight  patients  were  studied  who 
were  treated  with  isonicotinyl-isopropyl  hydra- 
zine for  a maximum  of  nine  months.  Some  were 
started  on  June  19,  1951.  This  group  was  evalu- 
ated for  the  chronic  effects  of  isonicotinyl-iso- 
propyl hydrazine  on  peripheral  circulation. 

Group  IV. — Five  patients  were  studied  who 
were  treated  for  one  to  four  weeks  with  isonico- 
tinyl-isopropyl hydrazine  in  order  to  note  the 
acute  effects  on  the  peripheral  circulation. 
Those  patients  with  pre-existent  organic  arterial 


disease  had  repeated  Foley  tests,  Landis  tests, 
and  x-rays  of  extremities  to  determine  whether 
treatment  with  the  derivatives  of  isonicotinic 
acid  hydrazide  had  any  aggravating  effect  on 
their  condition.  Priscoline  orally  in  doses  of 
25  mg.  three  times  a day  and  deproteinated 
pancreatic  extract  (Depropanex),  3 cc.  three 
times  a week  intramuscularly,  were  used  in- 
dividually in  those  patients  with  organic  arterial 
disease  who  had  symptoms  and  signs  pertaining 
to  deficiency  of  peripheral  circulation. 

All  patients  had  a complete  physical  examina- 
tion with  particular  attention  to  their  extremities. 
A complete  review  of  history  and  clinical  course 
was  made  in  each  case.  A separate  history 
pertaining  to  vascular  status  was  obtained, 
including  symptoms  and  signs  referable  to  the 
extremities,  as  pains  in  the  hands  or  feet  , coldness, 
burning  sensations,  numbness  or  tingling,  notice- 
ably increased  warmth  to  the  extremities,  inter- 
mittent claudication  (cramps  in  the  calves  on 
walking),  rubor  on  dependency,  pallor  on  ele- 
vation, absent  or  diminished  peripheral  pulses, 
and  trophic  skin  changes.  Particular  notice 
was  made  of  the  date  of  onset  of  symptoms  and 
signs  referable  to  the  extremities,  their  intensity 
(graded  1 to  4),  and  date  of  disappearance.  The 
time  relationship  to  the  treatment  with  the  hy- 
drazide derivatives  of  isonicotinic  acid  was 
correlated. 

Group  I 

Patients  were  treated  with  isonicotinic  acid 
hydrazide  for  four  months  (to  note  the  chronic 
effects  on  peripheral  circulation). 

Case  12. — R.  A.  was  a fortv-five-year-old  Negro 
male  with  far-advanced  caseous  cavernous  tuber- 
culosis of  the  lungs.  Treatment  with  isonicotinic 
acid  hydrazide  was  begun  on  December  17,  1951. 
He  received  a daily  dosage  of  90  mg.,  which  was 
gradually  increased  up  to  250  mg.  The  total  dos- 
age was  20  Gm.  in  four  months.  The  beneficial  ef- 
fects noted  were  a weight  gain  of  25  pounds,  from  117 
to  142  pounds.  His  temperature  returned  to  nor- 
mal in  ten  days.  His  sputum  decreased  from  3 cups 
to  V2  cup  daily.  The  side-effects  noted  were  con- 
stipation in  the  first  month  of  treatment,  which  dis- 
appeared, and  ringing  in  the  ears  in  the  second 
month.  Both  disappeared  without  discontinuance 
of  the  drug.  There  were  no  symptoms  or  signs 
pertaining  to  his  vascular  system.  Oscillometric 
readings  were  normal.  The  maximum  oscillation  at 
the  ankle  was  1.0  degree.  In  performing  the  Foley 
test,  five  minutes  after  0.6  mg.  of  nitroglycerine,  the 
maximum  oscillation  at  the  ankle  was  3.0  degrees. 
This  was  indicative  of  a normal  response  with  no 
evidence  of  peripheral  vascular  spasm.  This  was 
confirmed  with  the  Landis  reflex  vasodilatation  test. 
X-rays  ot  the  extremities  showed  no  evidence  of  pe- 
ripheral arteriosclerosis. 
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Comment. — This  patient  had  no  evidence  of  re- 
flex spasm  due  to  the  drugs,  nor  did  he  show  any  ef- 
fects in  his  peripheral  circulation. 

Case  13. — A.  B.,  a thirty-year-old  Negro  male,  had 
advanced  bilateral  caseous  cavernous  tuberculosis. 
Treatment  with  isonicotinic  acid  hydrazide  was 
started  on  December  17,  1951,  with  ascending  dos- 
ages from  80  to  200  mg.  daily.  The  total  dosage  up 
to  April  9,  1952,  is  15.8  Gm.  The  beneficial  ef- 
fects as  a result  of  treatment  were  as  follows:  return 
of  septic  temperature  to  normal  in  fourteen  da3rs  and 
a weight  gain  of  15  pounds  (from  1 1 1 to  126  pounds). 
The  symptoms  and  signs  pertaining  to  the  extremi- 
ties noted  during  treatment  were  twitching  of  the 
lower  extremities  which  started  one  month  after 
treatment  and  which  disappeared  one  week  after  its 
onset  without  interruption  of  isonicotinic  acid  hy- 
drazide. There  were  no  symptoms  or  signs  per- 
taining to  vascular  insufficiency.  The  oscillometric 
readings  were  within  normal  limits.  The  maximum 
oscillation  at  the  foot  was  0.1  degree  oscillation  and 
that  at  the  ankle  5.5  degrees.  Five  minutes  after 
0.6  mg.  of  nitroglycerine,  the  oscillation  at  the  foot 
increased  to  0.4  degree  and  at  the  ankle  to  8.0  de- 
grees. The  Foley  test  was  interpreted  as  showing 
no  evidence  of  arterial  vasospasm  or  organic  arterial 
disease.  The  Landis  test  and  x-rays  of  the  extremi- 
ties were  likewise  normal. 

Comment. — In  this  patient  after  15.8  Gm.  of  iso- 
nicotinic acid  hydrazide  in  four  months  of  continuous 
treatment,  there  was  no  evidence  of  peripheral 
arterial  spasm  or  organic  disease.  The  t.witchings 
were  on  a nonvascular  basis  and  disappeared  spon- 
taneously. 

Case  14. — M.  F.  was  a forty-two-year-old  Chi- 
nese who  had  advanced  bilateral  pulmonary  tuber- 
culosis. The  onset  of  continuous  treatment  with 
isonicotinic  acid  hydrazide  was  on  December  17, 
1951.  Daily  doses  were  increased  from  50  to  175 
mg.  daily.  Total  dosage  was  16  Gm.  in  four  months 
treatment.  The  beneficial  systemic  effects  noted  as 
a result  of  treatment  were  weight  gain  of  10  pounds, 
loss  of  night  sweats,  and  decrease  of  sputum  from  2 
cups  to  3/4  cup  daily.  The  symptoms  and  signs  per- 
taining to  the  extremities  were  mild  twitching  of  the 
lower  extremities,  started  on  the  second  week  of 
treatment  and  persistent  to  date  (April  9,  1952). 
There  were  no  symptoms  or  signs  relating  to  vascu- 
lar insufficiency.  Control  oscillometric  readings 
revealed  a maximum  oscillation  at  the  foot  of  0.2 
degree  oscillation.  After  the  Foley  test  with  0.06 
mg.  of  nitroglycerine,  the  maximum  oscillation  was 
0.8  degree  at  the  foot.  Landis  test  and  x-rays  of 
the  extremities  were  likewise  normal. 

Comment. — This  patient  received  16  Gm.  of  iso- 
nicotinic acid  hydrazide  for  four  months.  There 
was  no  evidence  of  arterial  spasm  or  organic  arter- 
ial disease  during  treatment.  The  mild  muscular 
twitching  did  not  require  interruption  of  treatment 
despite  their  persistence.  Beneficial  systemic  ef- 
fects noted  with  the  use  of  isonicotinic  acid  hydrazide 
did  not  warrant  discontinuance  because  of  the 
mild  muscular  twitching. 


Case  15. — D.  M.,  a sixty-two-year-old  white  male, 
had  far-advanced  caseous  cavernous  tuberculosis  of 
the  lungs  and  tuberculosis  of  the  tongue.  The  onset 
of  continuous  treatment  was  on  December  17, 

1951.  He  received  a daily  dosage  of  60  mg.  in 
ascending  dosages  up  to  200  mg.  The  total  dosage 
to  date  (April  9,  1952)  is  15.6  Gm.  The  beneficial 
systemic  effect  noted  was  healing  of  the  ulcer  of  the 
tongue. 

This  patient  had  to  be  tube-fed  prior  to 
treatment  because  of  the  severe  pain  in  his  tongue. 

He  was  able  to  eat  without  the  need  of  a Levine  tube 
four  days  after  treatment  was  instituted.  The 
symptom  and  sign  pertaining  to  the  extremities  was 
twitching  of  the  lower  extremities,  which  started 
March  15,  1952,  and  disappeared  two  weeks  later. 

The  other  symptoms  and  signs  relating  to  his  vascu- 
lar status  were  burning  in  the  hands,  rubor  on  de- 
pendency, pallor  on  elevation,  and  coldness  in  his  feet, 
which  persist  to  date  (April  9,  1952).  These  symp- 
toms and  signs  pre-existed  the  onset  of  treatment. 
Oscillometric  readings  were  markedly  diminished  in 
both  lower  extremities  with  the  maximum  oscillation 
of  the  ankle  of  0.5  degree  oscillation.  After  the 
Foley  test  with  0.6  mg.  of  nitroglycerine,  the  maxi- 
mum oscillation  at  the  ankle  was  increased  to  1.2 
degrees  oscillation.  The  Landis  tests  confirmed  the 
Foley  test.  There  was  evidence  of  organic  arterial 
disease,  manifested  by  no  rise  in  skin  temperature 
after  one-half  hour  of  reflex  heat.  X-rays  of  the  (< 

extremities  did  not  reveal  calcification  of  the  arteries. 

Comment. — This  patient  had  evidence  of  pre-exis- 
tent arterial  insufficiency.  During  the  four  months 
treatment  with  15.6  Gm.  of  isonicotinic  acid  hy- 
drazide, there  was  evidence  of  arterial  vasospasm. 

His  pre-existent  arterial  insufficiency  was  not  ag- 
gravated, nor  was  treatment  for  it  required.  The 
muscular  twitchings  disappeared  spontaneously. 

Case  16. — R.  M„  a thirty-eight-year-old  Negro 
male,  had  advanced  caseous  pneumonic  tuberculosis. 

The  daily  dosage  of  isonicotinic  acid  hydrazide  was 
increased  from  60  to  175  mg.  His  total  dosage  up  to 
April  9,  1952,  is  20  Gm.  The  beneficial  systemic 
effects  noted  were  a weight  gain  of  22  pounds  from 
125  to  147  pounds  and  return  of  temperature  to 
normal  within  one  week.  The  symptoms  and  signs 
pertaining  to  his  extremities  were  twitching  of  the 
lower  extremities  which  disappeared  within  one 
month  with  continuous  treatment.  Pains  in  the 
feet  persist  to  date.  The  burning  of  the  feet,  which 
existed  before  the  treatment,  disappeared  in  two 
weeks  with  treatment.  The  cramps  in  the  calves  at 
rest  pre-existed  and  disappeared  with  treatment. 
Evaluation  of  the  vascular  status  revealed  normal 
oscillometric  readings  with  a maximum  oscillation 
at  the  ankle  of  1.2  degrees.  After  0.6  mg.  of  nitro- 
glycerine, the  maximum  oscillation  at  the  ankle  was 
2.5  degrees.  Landis  test  and  x-rays  of  the  extremi- 
ties were  within  normal  limits. 

Comment. — This  patient  showed  no  abnormality 
of  his  peripheral  vascular  status  before  or  after 
treatment.  The  symptoms  pertaining  to  the  lower 
extremities  improved  with  continuous  treatment 
with  isonicotinic  acid  hydrazide. 
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Group  II 

Patients  were  treated  with  isonicotinic  acid 
hydrazide  for  one  month  or  less  (to  note  the 
acute  effects  on  peripheral  circulation) . 

Case  17. — J.  M.,  a thirty-six-year-old  white  male 
with  advanced  bilateral  caseous  cavernous  tuberculo- 
sis, was  first  treated  on  March  25,  1952.  He  has  re- 
ceived a daily  dosage  of  200  mg.  of  isonicotinic  acid 
hydrazide  (4  mg.  per  Kg.  body  weight)  with  a total 
dose  of  3 Gm.  to  date.  The  beneficial  effect  noted 
was  that  the  fever  returned  to  normal  in  ten  days, 
but  there  was  no  weight  gain  in  the  first  fourteen 
days.  The  symptoms  and  signs  pertaining  to  his 
extremities  were  twitching  which  began  thirteen 
days  after  onset  of  treatment  and  persists  to  date. 
Numbness  and  tingling,  which  existed  six  months 
prior  to  treatment,  was  due  to  a vitamin  B deficiency 
associated  with  chronic  alcoholism.  Oscillometric 
readings  were  within  normal  limits  with  a maximum 
oscillation  at  the  ankle  of  1.7  degrees  and  at  the  foot 
0.2  degree  oscillation.  After  the  Foley  test  the 
maximum  oscillation  at  the  ankle  was  1.2  degrees. 
This  was  indicative  of  arterial  vasospasm.  The 
Landis  test  confirmed  the  Foley  test.  The  Foley 
test  was  rechecked  one  week  later,  and  evidence  of 
arterial  spasm  still  persisted.  X-rays  of  the  ex- 
tremities were  negative  for  arteriosclerosis. 

Comment. — This  patient  had  a pre-existent  alco- 
holic peripheral  neuritis  which  accounted  for  the 
numbness  and  tingling  in  his  lower  extremities. 
No  one  in  this  series  received  vitamin  B since  it 
would  complicate  the  blood  determinations  of  the 
isonicotinic  acid  hydrazides,4  which  are  derivatives 
of  niacin.  It  is  interesting  to  note  that  isonicotinic 
acid  hydrazide  had  no  effect  in  improving  or  ag- 
gravating this  patient’s  peripheral  neuritis.  In 
this  patient,  who  is  on  short-term  treatment, 
vasospasm  was  noted  within  two  weeks  of  the  use  of 
isonicotinic  acid  hydrazide.  Despite  continuous 
treatment  no  adverse  vascular  effects  have  been 
noted. 

Case  18. — E.  A.,  a thirty-eight-year-old  Negro 
female,  had  bilateral  caseous  cavernous  pulmonary 
tuberculosis  and  tuberculous  laryngitis.  Treat- 
ment with  isonicotinic  acid  hydrazide  was  started 
on  March  27,  1952.  Her  daily  dose  was  475  mg.  in 
a single  dose  of  8 mg.  per  Kg.  body  weight.  The 
total  dosage  to  date  is  5.2  Gm.  The  beneficial 
effects  noted  after  two  weeks  treatment  were  a gain 
of  ll/2  pounds  from  132  to  1 33 1/2  pounds  and  a tem- 
perature drop  to  normal  after  eleven  days  treatment. 
Subjective  improvement  of  her  tuberculous  laryngi- 
tis was  noted.  There  was  no  symptom  or  sign  per- 
taining to  the  extremities  after  two  weeks  treat- 
ment. Oscillometric  readings  were  normal,  with  a 
maximum  oscillation  at  the  ankle  of  3.0  degrees  and 
at  the  foot  0.1  degree.  After  the  Foley  test  the 
maximum  oscillation  at  the  ankle  was  4.0  degrees, 
and  at  the  foot  0.4  degree.  Landis  test  and  x-rays 
of  the  extremities  were  within  normal  limits. 

Comment. — During  the  first  two  weeks  of  treat- 
ment with  isonicotinic  acid  hydrazide  in  dosages  of 
8 mg.  per  Kg.  body  weight  and  a total  dosage  of  5.2 


Gm.,  no  peripheral  arterial  spasm  was  noted,  nor 
were  there  any  symptoms  and  signs  relative  to 
peripheral  arterial  insufficiency. 

Case  20. — D.  B.,  a nineteen-year-old  Negro  male, 
was  started  on  isonicotinic  acid  hydrazide  on 
March  13,  1952.  His  daily  dosage  was  200  mg.  (4 
mg.  per  Kg.  body  weight)  with  a total  dosage  to 
date  (April  9,  1952)  of  5.2  Gm.  His  diagnosis  was 
laryngeal  tuberculosis  with  bilateral  cavernous  pul- 
monary tuberculosis.  The  beneficial  effects  of  treat- 
ment were  symptomatic  improvement  in  the  voice 
and  objective  evidence  of  healing  of  the  lesions  of  the 
larynx.  There  was  a weight  gain  of  4 pounds.  The 
symptoms  and  signs  pertaining  to  the  lower  extremi- 
ties were  none.  In  evaluating  his  vascular  status, 
the  oscillometric  readings  were  normal  with  a maxi- 
mum oscillation  at  the  ankle  of  1.7  degrees  and  1.3 
degrees  at  the  foot,  after  the  Foley  test  2.7  de- 
grees at  the  ankle  and  1.5  degrees  at  the  foot. 
Landis  test  and  x-rays  of  the  extremities  were  within 
normal  limits. 

Comment. — After  four  weeks  treatment  with  iso- 
nicotinic acid  hydrazide  at  levels  of  4 mg.  per  Kg. 
body  weight,  there  wras  no  evidence  of  vasospasm  or 
peripheral  arterial  insufficiency. 

Case  22.— F.  H.  is  a fifty-two-year-old  Negro  fe- 
male with  tuberculous  laryngitis  and  advanced  cas- 
eous pneumonic  tuberculosis  and  syphilis.  Treat- 
ment with  isonicotinic  acid  hydrazide  was  started 
on  March  15,  1952.  She  received  a single  dosage 
daily  of  250  mg.  (4  mg.  per  Kg.  body  weight)  with  a 
total  dosage  to  date  (April  9,  1952)  of  6.0  Gm. 
The  beneficial  effects  of  treatment  noted  were  symp- 
tomatic improvement  in  her  voice  within  two 
weeks,  as  well  as  a gain  in  weight  of  7 pounds  from 
136  to  143  pounds.  The  symptomatic  improvement 
of  the  larynx  wras  noted  within  three  days  of  onset  of 
treatment.  There  were  no  symptoms  or  signs  per- 
taining to  the  extremities.  Oscillometric  readings 
were  within  normal  limits  with  maximum  oscilla- 
tion at  the  ankle  of  1.1  degrees  and  at  the  foot  of  0.1 
degree.  After  the  Foley  test  maximum  oscillation 
at  the  ankle  was  2.2  degrees.  The  Landis  test  and 
x-rays  of  the  extremities  were  within  normal  limits. 

Comment. — After  four  weeks  treatment  with  iso- 
nicotinic acid  hydrazide,  there  was  no  evidence  of 
peripheral  arterial  spasm  with  a total  dosage  of 
6.0  Gm. 

Case  21.— P.  M.,  a sixty-three-year-old  w'hite 
male,  had  bilateral  advanced  pulmonary  tuberculo- 
sis. The  onset  of  treatment  with  isonicotinic  acid 
hydrazide  wras  on  March  13,  1952.  His  daily  dos- 
age was  175  mg.  in  a single  dose  (4  mg.  per  Kg.  body 
weight).  His  total  dosage  to  date  is  4.55  Gm. 
The  beneficial  effect  noted  was  a gain  in  weight. 
The  symptom  and  sign  pertaining  to  his  lower  ex- 
tremities was  warmth  in  his  feet.  Oscillometric 
readings  were  within  normal  limits.  The  maximum 
oscillation  at  the  ankle  w-as  1.4  degrees  and  at  the 
foot  0.1  degree.  After  the  Foley  test  with  0.6  mg. 
of  nitroglycerine  the  maximum  oscillation  at  the 
ankle  wras  1.2  degrees.  There  was  no  increase  in  os- 
cillations. Landis  test  confirmed  the  Foley  test 
with  no  rise  in  skin  digit  temperature  one  and  one- 
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half  hours  after  reflex  heat.  X-rays  of  the  extremi- 
ties were  negative  for  arteriosclerosis. 

Comment. — The  Foley  and  Landis  tests  were  in- 
dicative of  evidence  of  mild  arterial  spasm  without 
evidence  of  symptoms  or  signs  of  arterial  insuf- 
ficiency. It  is  interesting  to  note  that  in  some  of 
these  elderly  patients,  who  were  on  treatment  with 
isonicotinic  acid  hydrazide  for  four  to  six  weeks, 
sympathetic  effects  were  noted  on  the  peripheral 
circulation.  This  is  the  second  case  of  arterial  vaso- 
spasm without  symptoms  in  this  group  treated  with 
isonicotinic  acid  hydrazide  for  a few  weeks. 

Group  III 

Eight  patients  received  the  isopropyl  de- 
rivative of  the  hydrazide  of  isonicotinic  acid 
for  four  to  nine  months.  (They  were  studied 
to  note  the  chronic  effects  on  the  peripheral 
circulation.) 

Case  26. — M.  N.  was  a fifty-nine-year-old  white 
male  with  far-advanced  fibroeaseous  tuberculosis. 
The  onset  of  treatment  with  the  isopropyl  derivative 
of  the  hydrazide  of  isonicotinic  acid  was  on  June  19, 
1952.  His  daily  dosage  was  increased  from  50  to 
250  mg.  To  date  (April  9,  1952)  he  has  received  45 
Gin.  The  beneficial  effect  that  was  noted  was  a 
weight  gain  of  20  pounds  from  106  to  126  pounds. 
The  symptoms  and  signs  pertaining  to  his  extrem- 
ities were  pains  in  his  hands  and  feet,  burning,  cramps 
in  his  calves  on  walking,  rubor  on  dependency,  pal- 
lor on  elevation,  and  diminished  peripheral  pulses. 
All  these  symptoms  and  signs  pre-existed.  In  the 
evaluation  of  his  vascular  status  diminished  oscillo- 
metric  readings  bilaterally  were  present  in  both 
lower  extremities.  The  maximum  oscillations  be- 
low the  knee  were  0.5  degree,  at  the  ankle  0.2  degree, 
and  at  the  foot  there  was  absence  of  oscillation. 
After  the  Foley  test,  using  0.4  mg.  of  nitroglycerine, 
there  was  no  increase  in  oscillations.  The  Landis 
test  confirmed  the  Foley  test  with  no  rise  in  skin  tem- 
peratures of  the  toes  after  reflex  heat  to  the  abdomen. 
X-rays  of  the  extremities  revealed  evidences  of  pe- 
ripheral arteriosclerosis  of  the  lower  extremities. 

Comment. — This  patient  had  pre-existent  periph- 
eral arteriosclerosis,  for  which  he  had  received 
treatment  prior  to  the  use  of  the  isopropyl  deriva- 
tive of  the  hydrazide  of  isonicotinic  acid.  After 
four  months  treatment  he  complained  of  intermittent 
claudication.  This  was  more  apparent,  since  with 
the  systemic  improvement  he  was  able  to  walk  more. 
His  previous  treatment  and  vascular  findings  were 
checked,  and  it  is  interesting  to  note  that  there  were 
no  changes  in  his  vascular  status.  Deproteinated 
pancreatic  extract,  3 cc.  three  times  a week  intra- 
muscularly, improved  his  intermittent  claudication 
and  did  not  nullify  the  beneficial  systemic  effects  of 
the  isopropyl  derivative  of  the  hydrazide  of  isonico- 
tinic acid.  It  was  concluded  that  treatment  with 
the  isopropyl  derivative  of  the  hydrazide  of  isonico- 
tinic acid  did  not  aggravate  his  pre-existent  arterio- 
sclerosis in  therapeutic  dosages. 

Case  27. — E.  L.  M.,  a fifty-eight-year-old  Negro 
female,  had  advanced  bilateral  caseous  pneumonic 


tuberculosis  and  otitis  media.  She  received  450 
mg.  (10  mg.  per  Kg.  body  weight)  of  the  isopropyl 
derivative  of  the  hydrazide  of  isonicotinic  acid  from 
December  5,  1951,  up  to  February  11,  1952.  The 
drug  was  discontinued  and  started  again  on  March  4, 
1952,  with  100  mg.  daily  (2  mg.  per  Kg.  body  weight). 
Beneficial  effects  were  improvement  in  her  otitis 
media  and  hearing  and  only  a 1 -pound  gain  in  weight, 
noted  on  April  9,  1952.  Her  weight  then  was  81 
pounds.  The  symptoms  and  signs  pertaining  to  her 
extremities  were  numbness  of  the  right  ankle  and 
foot  and  marked  muscle  spasm,  including  tonic  and 
clonic  contractions  which  lasted  two  days.  This 
occurred  after  sixty-six  days  of  treatment  on  a 10- 
mg.  per  Kg.  body  weight  dosage  of  450  mg.  daily. 
When  the  drug  was  discontinued,  all  symptoms  and 
signs  pertaining  to  the  extremities  disappeared  grad- 
ually, except  the  numbness  in  hands  and  feet  which 
was  associated  with  pins  and  needles  and  warmth  to 
the  extremities.  Evaluation  of  her  vascular  status 
revealed  normal  oscillometric  readings  with  a maxi- 
mum oscillation  at  the  ankle  of  4.0  degrees  and  at 
the  foot  0.1  degree.  After  the  Foley  test,  using  0.4 
mg.  of  nitroglycerine,  the  maximum  oscillation  at 
the  foot  was  0.5  degree,  indicative  of  a normal 
vascular  tone.  The  Landis  test  confirmed  these 
findings.  X-rays  of  the  extremities  were  negative 
for  peripheral  arteriosclerosis. 

Comment. — This  patient  was  specially  studied 
since  she  received  dosages  of  10  mg.  per  Kg.  body 
weight  before  the  present  therapeutic  levels  of  4 
mg.  per  Kg.  body  weight  were  established.  It  was 
after  two  months  of  treatment  that  she  presented 
manifestations  in  her  extremities.  From  the  tests 
observed  there  appears  to  have  been  no  arterial  dam- 
age or  vasospasm.  The  possibility  that  these  signs 
and  symptoms  may  be  attributed  to  irritation  to  the 
cortical  centers  with  interruptions  from  thalamic 
pathways  is  the  subject  of  another  study  to  be  pub- 
lished. The  early  signs  of  increased  muscular 
twitching,  general  restlessness,  and  muscular  irri- 
tability were  manifested  also  in  other  patients  on 
therapeutic  doses  at  levels  of  4 mg.  per  Kg.  body 
weight.  Marked  manifestations  were  noted  above 
this  dosage  level.  Since  treating  this  series  of  pa- 
tients the  dosage  of  the  isopropyl  derivative  of  iso- 
nicotinic acid  hydrazide  has  been  kept  at  or  below  4 
mg.  per  Kg.  body  weight  to  obtain  maximum  sys- 
temic beneficial  effects. 

Case  28. — C.  M.,  a thirty-four-year-old  Negro 
female,  had  bilateral  caseous  pneumonic  tuberculo- 
sis. The  onset  of  therapy  was  January  21,  1952. 
At  that  time  she  received  15  mg.  per  Kg.  body  weight, 
i.e. , 600  mg.  of  the  isopropyl  derivative  of  the  hy- 
drazide of  isonicotinic  acid  daily.  The  dosage  was 
reduced  to  400  mg.  daily  on  January  29,  1952,  i.e., 
10  mg.  per  Kg.  body  weight.  When  most  of  the 
symptoms  and  signs  disappeared,  therapy  was  rein- 
stituted on  February  17,  1952,  at  250  mg.  daily  (4 
mg.  per  Kg.  body  weight).  The  beneficial  effects 
noted  were  a drop  in  temperature  in  forty-eight 
hours  and  the  weight  gain  from  93V4  pounds  to 
114  pounds  (20V<  pounds).  It  is  interesting  to  note 
that  when  the  drug  was  discontinued,  the  tempera- 
ture rose  but  not  to  its  original  height;  likewise  the 
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weight  diminished.  The  symptoms  and  signs  re- 
lated to  the  extremities  were  weakness  of  the  legs, 
hyperreflexia,  increased  muscular  tonus,  spasticity  of 
the  muscles,  pain  in  both  feet,  warmth  in  both  feet 
and  hands,  cramps  in  the  calves  on  walking.  At  pres- 
ent (April  9,  1952),  after  two  months  of  continuous 
therapy,  all  symptoms  and  signs  pertaining  to  lower 
extremities  have  disappeared  except  the  increased 
warmth  of  the  hands  and  feet  and  the  increased 
muscular  tonus  and  hyperreflexia.  The  evaluation 
of  her  vascular  status  revealed  high  normal  oscillo- 
metric  readings  with  a normal  Foley  test.  The 
maximum  oscillation  at  the  ankle  was  5 degrees 
and  after  the  Foley  test  was  6.0  degrees.  The 
Landis  test  revealed  no  rise  in  skin  temperatures. 

Comment  on  Landis  test. — The  control  skin  tem- 
perature levels  were  between  30  and  32  C.  This  in- 
dicated evidence  of  vasodilatation  before  reflex  heat 
was  applied.  It  was  inferred  that  this  maximum 
vasodilatation  was  a residuum  of  the  doses  beyond 
therapeutic  levels  of  isopropyl  derivative  of  iso- 
nicotinic  acid  hydrazide  used  three  months  previously. 
It  is  inferred  that  in  large  doses  beyond  the  present 
therapeutic  levels  of  4 mg.  per  Kg.  body  weight, 
prolonged  sympathetic  blocking  effects  result. 


Case  29. — C.  M.,  a fifty-one-year-old  white  fe- 
male, had  bilateral  advanced  pulmonary  tuberculo- 
sis. The  onset  of  treatment  with  the  isopropyl  de- 
rivative of  the  hydrazide  of  isonicotinic  acid  was 
January  15,  1952,  with  450  mg.  daily  (15  mg.  per 
Kg.  body  weight).  This  was  reduced  to  350  mg. 
daily  on  January  29,  1952,  and  again  reduced  to  150 
mg.  on  February  21,  1952.  The  total  dosage  was 
21.5  Gm.  on  April  9,  1952.  The  beneficial  effect 
noted  was  a weight  gain  of  8 pounds,  from  79  to  87 
pounds.  The  signs  and  symptoms  were  hyper- 
reflexia, restlessness,  tremor  of  the  hands,  and 
sleeplessness  which  disappeared  when  the  dose  was 
reduced  to  150  mg.  daily  (4  mg.  per  Kg.  body  weight) 
on  February  21,  1952.  The  oscillometric  readings 
were  within  normal  limits  with  a maximum  oscilla- 
tion at  the  foot  of  0.1  degree  and  at  the  ankle  of 
4.0  degrees.  After  the  Foley  test  with  0.6  mg.  of 
nitroglycerine,  the  maximum  oscillation  at  the  foot 
was  0.5  degree.  Landis  test  confirmed  the  Foley 
test  with  a normal  rise  of  5 C.  to  33  C.  X-rays  of 
the  extremities  revealed  no  evidence  of  calcification 
of  the  extremities. 

Comment. — This  patient  showed  no  evidence  of 
abnormality  of  her  peripheral  arterial  circulation  or 
peripheral  arterial  spasm.  Signs  pertaining  to  her 
extremities  like  the  previous  patient  were  on  a non- 
vascular  basis  and  will  be  evaluated  in  the  study  to 
be  reported.  This  was  the  third  patient  in  the 
group  who  had  received  dosages  of  10  to  15  mg.  per 
Kg.  body  weight  of  the  isopropyl  derivative  of  the 
hydrazide  of  isonicotinic  acid.  It  was  interesting  to 
note  that  in  all  three  patients  who  had  dosages  two 
and  one-half  to  three  and  one-half  times  the  present 
therapeutic  levels  of  4 mg.  per  Kg.  body  weight, 
none  showed  evidence  of  peripheral  arterial  insuf- 
ficiency after  prolonged  treatment  for  four  to  five 
months. 
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Case  30. — A.  J.,  a twenty-five-year-old  Xegro  fe- 
male, had  moderately  advanced  pulmonary  tuber- 
culosis and  tuberculous  laryngitis.  The  onset  of 
treatment  with  the  isopropyl  derivative  of  the  hy- 
drazide of  isonicotinic  acid  was  on  November  26, 
1951,  with  a daily  dosage  of  300  mg.  (4  mg.  per  Kg. 
body  weight).  The  total  dosage  to  April  9,  1952, 
is  40  Gm.  The  beneficial  effects  noted  were  the 
disappearance  of  the  tuberculous  lesions  of  the 
larynx  and  the  return  of  the  voice  to  normal.  This 
occurred  after  three  weeks  treatment.  There  was  a 
weight  gain  of  48  pounds,  from  147  to  195  pounds,  in 
four  and  one-half  months  time.  At  present  she  is 
obese.  Four  sputums  and  one  gastric  analysis  have 
been  repeatedly  negative  since  February,  1952. 
The  symptoms  and  signs  pertaining  to  the  lower 
extremities  were  generalized  edema  of  the  hands  and 
feet  which  persists  to  date  (April  9,  1952)  and  pains 
in  the  feet  associated  with  tingling,  which  disap- 
peared one  month  after  the  onset  of  treatment.  In 
the  evaluation  of  her  vascular  status  control  oscillo- 
metric readings  revealed  a maximum  oscillation  at 
the  ankle  of  3.5  degrees  and  after  the  Foley  test  of 
4.2  degrees.  Landis  test  and  x-rays  of  the  ex- 
tremities were  within  normal  limits. 

Comment. — The  tremendous  weight  gain  assoc- 
iated with  the  puffiness  of  the  hands  and  feet  can- 
not be  definitely  evaluated  at  present.  The  weight 
gain  to  the  point  of  obvious  obesity  in  these  formerly 
cachectic  patients  and  up  to  weight  levels  far  be- 
yond their  preillness  weight  is  being  evaluated  in 
another  metabolic  study  to  rule  out  salt  and  water 
retention. 


Case  31. — H.  M.,  a twenty-four-year-old  Xegro 
female,  had  fibrocaseous  pulmonary  tuberculosis. 
The  onset  of  treatment  with  the  isopropyl  derivative 
of  the  hydrazide  of  isonicotinic  acid  was  on  October 
25,  1951.  She  received  200  mg.  daily  and  ascended 
to  250  mg.  daily  (4  mg.  per  Kg.  body  weight).  The 
total  dosage  was  35.0  Gm.  on  April  9,  1952.  The 
beneficial  effects  noted  were  a reduction  of  the  sep- 
tic temperature  to  normal  within  two  weeks  time 
and  a rapid  and  marked  weight  gain.  The  symp- 
toms and  signs  pertaining  to  the  lower  extremities 
were  cold  feet  which  pre-existed  onset  of  treatment 
and  still  exists.  Pain  on  walking  which  occurred 
during  treatment  after  the  patient  was  able  to  get 
out  of  bed  was  also  noted.  This  pain  on  walking 
still  exists  in  the  calves.  In  the  evaluation  of  her 
vascular  status  her  oscillometric  readings  were  nor- 
mal with  the  maximum  oscillation  at  the  ankle  of 
2.5  degrees.  After  the  Foley  test  with  0.6  mg.  of 
nitroglycerine  the  oscillometric  readings  at  the 
ankle  were  4.5  degrees  oscillation.  The  Foley  test 
was  interpreted  as  normal  vascular  tone  with  no 
evidence  of  vasospasm  or  organic  arterial  disease. 
Landis  test  and  x-rays  of  extremities  were  within 
normal  limits. 

Comment. — This  patient  showed  no  evidence  of 
peripheral  arterial  spasm  or  organic  arterial  disease. 
The  pains  in  the  calves  on  walking  after  prolonged 
bed  rest  were  not  on  a vascular  basis. 

Case  11. — R.  L.,  a forty-five-jrear-old  Xegro  male, 
had  bilateral  pulmonary  tuberculosis.  The  onset  of 
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treatment  with  the  isopropyl  derivative  of  the  hy- 
drazide  of  isonicotinic  acid  was  on  November  16, 

1951,  with  a daily  dosage  of  300  mg.  (4  mg.  per  Kg. 
body  weight).  The  total  dosage  up  to  April  9, 

1952,  was  30.0  Gm.  The  beneficial  effect  that  was 
noted  was  gain  in  weight  from  133  to  155  pounds  (22 
pounds)  in  five  months.  The  symptoms  and  signs 
pertaining  to  his  extremities  were  noted  after  two 
and  one-half  months  of  treatment.  There  was  blu- 
ish discoloration  of  his  lower  extremities  associated 
with  pains  in  his  toes  on  February  28,  1952.  The 
isopropyl  derivative  of  the  hydrazide  of  isonicotinic 
acid  was  discontinued  the  next  da3r.  The  pain  and 
discoloration  continued,  and  an  ulcer  formed  on  the 
fourth  right  toe  six  days  later.  On  March  15, 
1952,  one  of  us  (M.M.F)  again  saw  him  in  vascular 
consultation  and  noted  that  he  had  pre-existent 
peripheral  arteriosclerosis,  manifested  by  markedly 
diminished  oscillometric  readings  with  a maximum 
oscillation  below  the  knee  at  0.5  degree.  After  the 
Foley  test  using  0.6  mg.  of  nitroglycerine  there  was 
no  increase  in  oscillation  bilaterally  below  the  knee. 
The  Landis  test  confirmed  the  Foley  test  with  no  rise 
in  skin  temperature  one  and  one-half  hours  after  re- 
flex heat.  After  the  ulcer  had  developed  on  March 
5,  1952,  while  the  patient  was  off  therapy,  it  was  our 
opinion  that  the  treatment  did  not  contribute  to  the 
development  of  the  ulcer  but  that  it  was  coincidental 
to  the  pre-existent  organic  occlusive  peripheral 
arterial  disease.  X-rays  of  the  extremities  con- 
firmed this  view  with  evidences  of  marked  arterio- 
sclerosis of  both  iliac  arteries  as  well  as  both  dorsalis 
pedi.  It  was  suggested  that  the  isopropyl  deriva- 
tive of  the  hydrazide  of  nicotinic  acid  be  resumed. 
On  March  17,  1952,  it  was  resumed  with  oral  Pris- 
coline  (25  mg.  three  times  a day).  On  this  regime 
the  ulcer  diminished  in  size.  There  was  healthy 
granulation  tissue,  and  the  pain  and  bluish  dis- 
coloration disappeared. 

Comment.— The  development  of  the  ulcer  on  the 
fourth  toe  following  the  use  of  the  isopropyl  deriva- 
tive of  the  hydrazide  of  the  isonicotinic  acid  was  coin- 
cidental in  this  patient  with  pre-existent,  moderately 
severe  peripheral  arteriosclerosis.  It  was  interest- 
ing to  note  that  with  resumption  of  treatment  with 
isopropyl  derivative  of  the  hydrazide  of  isonicotinic 
acid  and  with  the  use  of  Priscoline  the  symptoms 
and  signs  pertaining  to  the  lower  extremities  im- 
proved. Priscoline  did  not  nullify  the  beneficial 
systemic  effects. 

Case  33. — J.  Y.,  a sixty-five-year-old  white  male, 
had  advanced  caseous  pneumonic  tuberculosis  and 
chronic  alcoholism.  He  was  started  on  treatment 
with  the  isopropyl  derivative  of  the  hydrazide  of  iso- 
nicotinic acid  on  November  15,  1951.  His  con- 
tinuous daily  dosage  was  200  mg.  (4  mg.  per  Kg. 
body  weight),  which  was  ascended  to  250  mg.  daily 
on  February  18,  1952.  The  total  dosage  to  April  9, 
1952,  was  31.0  Gm.  No  beneficial  effects  were  noted 
with  treatment.  He  had  a weight  loss  of  9 pounds 
from  122  to  113  pounds  in  five  months  time.  Prior 
to  onset  of  treatment  he  lost  40  pounds  in  six  months. 
The  symptoms  and  signs  pertaining  to  his  extremi- 
ties were  pain  and  numbness  in  his  hands  and  feet, 
which  started  after  two  months  of  treatment. 


Following  this,  he  developed  loss  of  strength  in  his 
hands  with  inability  to  grasp  objects  or  hold 
weighted  objects  in  his  hands.  Weakness  of  all 
muscle  groups  below  both  knees  was  noted. 
These  were  more  marked  in  both  feet.  Evaluation 
of  his  vascular  status  revealed  a maximum  oscilla- 
tion below  the  knee  of  6.0  degrees,  at  the  ankle  of 
1.5  degrees,  and  at  the  foot  a flicker.  After  the 
Foley  test,  using  0.6  mg.  of  nitroglycerine  under 
the  tongue,  the  maximum  oscillation  at  the  ankle  in- 
creased to  3.0  degrees.  The  Landis  test  and  x-rays 
of  the  extremities  were  within  normal  limits. 

Comment. — There  was  no  evidence  of  arterial 
spasm  or  arterial  insufficiency  in  this  patient.  No 
patients  in  this  study  were  given  vitamin  B.  This 
was  done  because  niacin  is  closely  related  to  the 
derivative  of  the  isonicotinic  acid  hydrazide,  which 
would  interfere  with  the  determinations  of  the 
blood  plasma  levels.  It  is  inferred  that  in  a pa- 
tient who  had  a pre-existent  asymptomatic  alcoholic 
neuritis  upon  absence  of  vitamin  B during  the 
study,  severe  peripheral  neuritis  might  have  de- 
veloped. Further  studies  are  being  performed  to 
ascertain  the  neurologic  effects  of  these  drugs. 

Group  IV 

Five  patients  were  treated  with  the  isopropyl 
derivative  of  the  hydrazide  of  isonicotinic  acid 
from  one  day  to  two  weeks  (to  note  the  acute 
effects  of  the  peripheral  circulation) . 

Case  23. — G.  D.,  a forty-nine-year-old  white  male, 
had  bilateral  caseous  pneumonic  tuberculosis  with 
cavitation.  He  started  on  the  isopropyl  derivative 
of  the  hydrazide  of  isonicotinic  acid  on  March  28, 
1952.  The  daily  dosage  was  250  mg.  daily  (4  mg. 
per  Kg.  body  weight),  and  the  total  dosage  up  to 
April  9,  1952,  was  3 Gm.  No  beneficial  effects  of 
treatment  were  noted  after  twelve  days.  No  symp- 
toms and  signs  pertaining  to  the  extremities  have 
been  noted.  The  oscillometric  readings  were  within 
normal  limits  with  a maximum  oscillation  at  the 
ankle  of  3.0  degrees  and  after  the  Foley  test  was  4.0 
degrees  oscillation.  The  Landis  test  and  the  x-rays 
of  the  extremities  were  within  normal  limits. 

Comment. — No  evidence  of  peripheral  arterial 
spasm  was  noted  within  the  first  two  weeks  of  treat- 
ment with  the  isopropyl  derivative  of  the  hydrazide 
of  isonicotinic  acid. 

Case  24. — G.  H.,  a forty-six-year-old  white  male, 
had  advanced  bilateral  pulmonary  tuberculosis. 
He  was  started  on  the  isopropyl  derivative  of  the 
hydrazide  of  isonicotinic  acid  on  March  25,  1952. 
The  daily  dosage  was  250  mg.  (4  mg.  per  Kg.  body 
weight).  The  total  dosage  was  3.75  Gm.  as  of 
April  9,  1952.  The  beneficial  effects  after  fifteen 
days  of  treatment  were  none.  There  were  no  symp- 
toms or  signs  pertaining  to  the  extremities.  The 
oscillometric  readings  were  within  normal  limits 
with  a maximum  oscillation  at  the  ankle  of  1.7  de- 
grees and  at  the  foot  0.1  degree.  After  the  Foley 
test  with  0.6  mg.  of  nitroglycerine,  there  was  no  in- 
crease in  oscillations.  This  was  indicative  of  arterial 
vasospasm  in  view  of  normal  oscillations.  X-rays  of 
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the  extremities  revealed  evidence  of  peripheral 
arteriosclerosis.  The  Landis  test  confirmed  the 
Foley  test. 

Comment. — After  fifteen  days  of  treatment  this 
patient  manifested  evidence  of  temporary  arterial 
vasospasm  without  symptoms  and  signs  of  arterial 
insufficiency  despite  evidence  of  pre-existent  ar- 
teriosclerosis. This  confirmed  the  clinical  impres- 
sion that  sympathetic  stimulation  occurred  early  in 
the  treatment. 

Case  25. — S.  M.,  a twenty-seven-year-old  Negro 
male,  had  a tuberculous  laryngitis  and  bilateral 
caseous  pneumonic  tuberculosis.  He  was  started 
on  the  isopropyl  derivative  of  the  hydrazide  of  the 
isonicotinic  acid  on  March  26,  1952.  The  daily 
dosage  was  250  mg.  (4  mg.  per  Kg.  body  weight), 
and  the  total  dosage  was  3.5  Gm.  up  to  April  9, 
1952.  In  two  weeks  time  his  voice  was  less  hoarse, 
his  cough  was  less,  his  appetite  was  better,  and  his 
gain  in  weight  in  one  week  was  6 pounds  from  135 
to  141  pounds.  The  symptoms  and  signs  pertaining 
to  his  extremities  were  none.  The  oscillometric 
readings  were  within  normal  limits  with  a maximum 
oscillation  at  the  ankle  of  1.5  degrees  and  at  the 
foot  of  0.2  degree.  After  the  Foley  test  the 
maximum  oscillation  at  the  ankle  increased  to  2.5 
degrees.  The  Landis  test  confirmed  the  Foley 
test  result  of  no  evidence  of  vasospasm.  X-rays  of 
the  extremities  were  within  normal  limits. 

Comment. — There  was  no  evidence  of  vascular 
abnormalities,  nor  were  there  any  symptoms  or 
signs  of  vascular  insufficiency  after  two  weeks  of 
treatment  with  the  isopropyl  derivative  of  the  hy- 
drazide of  isonicotinic  acid. 

Case  1. — E.  M.  P.,  a twenty-two-year-old  Negro 
female,  had  bilateral  cavernous  pulmonary  tubercu- 
losis and  syphilis.  She  received  her  first  dose  of  250 
mg.  of  the  isopropyl  derivative  of  the  hydrazide  of 
the  isonicotinic  acid  on  April  9,  1952.  No  effects  of 
treatment  were  noted.  The  symptoms  and  signs 
which  occurred  prior  to  therapy  were  pains  in  the 
legs,  numbness  and  tingling  in  the  feet,  coldness  of 
the  feet,  pins  and  needles  in  the  feet,  and  burning  in 
the  feet.  These  symptoms  were  not  aggravated  by 
the  one  dose  taken.  The  oscillometric  readings 
were  low  normal,  and  her  Foley  test  increased  from 
0.7  degree  at  the  ankle  to  2.0  degrees  oscillation. 
The  Landis  test  confirmed  the  Foley  test  to  rule  out 
arterial  vasospasm.  X-rays  of  the  lower  extremities 
were  negative  for  arteriosclerosis. 

Comment. — After  one  single  dose  of  250  mg.  of  the 
isopropyl  derivative  of  the  hydrazide  of  the  isonico- 
tinic acid,  no  vasospasm  or  evidence  of  arterial  in- 
sufficiency was  noted  within  twelve  hours  in  an 
acute  experiment. 

Case  2.— C.  C.,  a twenty-three-year-old  Negro 
female,  had  tuberculous  lymphadenopathy  of  the 
neck  glands.  There  was  no  evidence  of  pulmonary 
tuberculosis.  Biopsy  of  the  lymph  node  was  posi- 
tive for  tuberculosis.  She  received  her  first  dose  of 
200  mg.  of  the  isopropyl  derivative  of  the  hydrazide 
of  isonicotinic  acid  twelve  hours  before  observations 
were  made.  No  beneficial  effects  were  noted,  nor 
were  control  symptoms  of  pins  and  needles,  coldness, 


and  numbness  in  her  feet  altered  by  one  single 
dose.  The  control  oscillometric  readings  were  0.8 
degree  at  the  ankle  and,  following  the  Foley  test, 
were  increased  to  2.5  degrees  at  the  ankle.  The 
Landis  test  and  the  x-rays  of  the  extremities  were 
within  normal  levels. 

Comment. — This  patient  with  pre-existent  symp- 
toms in  her  extremities  showed  no  acute  vasospasm 
with  one  dose  of  200  mg.  in  an  acute  experiment. 

Discussion 

At  therapeutic  levels,  4 to  8 mg.  per  Kg.  body 
weight  with  isonicotinic  acid  hydrazides  and 
4 mg.  per  Kg.  body  weight  with  l-isonicotinyl-2- 
isopropylhydrazine,  no  severe  or  marked  symp- 
toms and  signs  of  the  extremities  were  noted.6 

In  the  dosage  level  above  4 mg.  per  Kg.  body 
weight  were  patients  treated  with  the  isopropyl 
derivative  of  the  hydrazine  of  isonicotinic  acid 
who  developed  symptoms  and  signs  in  their 
extremities  which  have  persisted.  These  three 
patients  were  in  a group  who  received  10  to  15  mg. 
per  Kg.  body  weight  of  isopropyl  derivative  of  the 
hydrazide  of  isonicotinic  acid  before  this  present 
therapeutic  dose  of  4 mg.  per  Kg.  body  weight  was 
established.  The  symptoms  and  signs  pertaining 
to  their  lower  extremities  in  these  three  patients 
were  not  on  a vascular  basis,  nor  were  they 
peripheral  vascular  complaints.  In  some  of  the 
patients  who  received  10  to  15  mg.  per  Kg.  body 
weight,  sympathetic  block  effects  resulted  in  pro- 
longed vasodilatation.  It  was  observed  that  the 
side-effects  pertaining  to  the  lower  extremities 
occurred  within  two  to  six  weeks  of  the  onset  of 
treatment. 

In  the  patients  treated  longer  with  isonicotinic 
acid  hydrazide,  more  twitching  and  hvperreflexia 
of  the  extremities  were  noted  with  the  iso- 
propyl derivative  of  the  hydrazide  of  isonicotinic 
acid  in  the  therapeutic  levels  established.  The 
twitching  of  the  muscles  and  the  hvperreflexia 
could  not  be  evaluated  on  a vascular  basis.  Fur- 
ther studies  are  in  progress  to  evaluate  these  ef- 
fects from  a neurologic,  hormonal,  and  metabolic 
standpoint. 

It  was  of  interest  in  some  of  those  patients 
who  had  gained  weight  that  when  the  drugs  were 
discontinued,  they  lost  weight. 

In  nontuberculous  patients  with  advanced  in- 
operable metastatic  carcinoma,  preliminary  ob- 
servations have  noted  similar  systemic  beneficial 
effects  after  two  months  treatment.  There  has 
been  observed  increase  in  appetite,  weight  gain, 
less  need  for  sedation,  decrease  in  cough,  and  an 
increase  in  feeling  of  well-being.  No  deductions 
can  be  made,  as  yet,  as  to  the  effects  of  isonico- 
tinic acid  hydrazide  on  the  disease  process. 
Fewer  side-effects  were  noted  in  the  nontubercu- 
lous patients  who  received  isonicotinic  acid  hy- 
drazide. 
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Conclusions 

The  effects  of  isonicotinic  acid  hydrazide  and 
its  derivatives  were  studied  in  relation  to  the 
peripheral  circulation  in  this  preliminary  report. 
These  side-effects  wrere  evaluated  in  relation  to 
the  upper  and  lower  extremities. 

The  23  cases  selected  included  those  who  had 
the  most  symptoms  and  signs  pertaining  to  their 
extremities.  These  were  selected  from  the  orig- 
inal 232  cases  of  tuberculosis  treated  since  June 
19,  1951.  In  this  group  eight  patients  mani- 
fested confirmatory  signs  and  symptoms  pertain- 
ing to  deficiency  of  peripheral  arterial  circulation. 
Three  of  these  had  pre-existent  peripheral  arter- 
iosclerosis, which  was  not  aggravated  by  con- 
tinued use  of  the  drugs  for  over  four  months. 
Five  others  had  temporary  arterial  vasospasm 
which  was  confirmed  by  the  Foley  test  and 
double  checked  with  the  Landis  reflex  vasodilata- 
tion test.  Their  symptoms  and  signs  pertaining 
to  the  lower  extremities  disappeared  despite  con- 
tinuous treatment. 

The  Foley  test  proved  to  be  an  excellent  simple 
diagnostic  aid  to  determine  the  presence  of  arter- 
ial vasospasm.  No  patients  developed  x-ray 
evidence  of  peripheral  arteriosclerosis  in  this 
study  while  under  treatment  with  hydrazine  de- 
rivatives of  isonicotinic  acid  since  June,  1951. 
No  permanent  effects  on  the  peripheral  circu- 
lation were  noted. 

It  was  felt  that  sympathetic  stimulation  was 
present  in  a mild  and  not  marked  manner  in  these 
early  treated  cases. 

In  those  patients  with  pre-existent  peripheral 
arteriosclerosis,  isonicotinic  acid  hydrazide  and 
its  derivatives  did  not  aggravate  the  pre-existent 
disease  despite  continuous  treatment.  In  one 
case  with  an  arteriosclerotic  ulcer  of  the  toe,  when 
treatment  was  interrupted,  the  ulcer  became 
worse.  When  treatment  was  resumed,  the  ulcer 
had  a tendency  to  heal. 

Deproteinated  pancreatic  extract  (Depropa- 
nex),  which  does  not  act  through  the  sympathe- 
tic nervous  system,  had  an  effect  in  improving  in- 
termittent claudication  similar  to  Priscoline, 
which  acts  on  the  sympathetic  nerve  endings. 


Neither  of  these  two  drugs  nullified  the  systemic 
beneficial  effects  of  the  hydrazide  derivatives  of 
the  isonicotinic  acids. 

There  is  no  need  for  a careful  selection  of  pa- 
tients in  treating  tuberculosis  from  a vascular 
standpoint.  Final  deductions  can  only  be  made 
on  a large  series  of  cases  over  a long  period  of  time. 

As  a result  of  this  intensive  study  the  vascular 
side-effects  pertaining  to  the  extremities  ob- 
served with  the  use  of  the  hydrazide  derivatives  of 
isonicotinic  acids  in  therapeutic  dosages  are  not 
considered  to  be  contraindications  for  their  use  in 
tuberculosis.  The  beneficial  systemic  effects  as 
manifested  by  the  weight  gain,  the  drop  in  tem- 
perature to  a normal  level,  and  the  healing  of 
extrapulmonary  tuberculosis  are  such  as  to  com- 
pensate greatly  for  the  mild,  temporary,  harm- 
less side-effects  in  the  therapeutic  levels  estab- 
lished. 

In  preliminary  studies  in  nontuberculous 
patients  with  advanced  inoperable  metastatic  car- 
cinoma, similar  systemic  beneficial  effects  and  mild 
temporary  side-effects  with  the  use  of  isonicotinic 
acid  hydrazide  have  been  noted. 

Further  studies  with  the  derivatives  of  the 
hydrazides  of  isonicotinic  acids  are  being  ob- 
served and  will  subsequently  be  reported. 
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MORTALITY  FROM  ALCOHOLISM  DECLINES 
Mortality  from  alcoholism  in  the  industrial  popu- 
lation has  declined  by  85  per  cent  over  the  past  forty 
years,  Metropolitan  Life  Insurance  Company  statis- 
ticians report.  Death  from  acute  and  chronic  al- 
coholism averaged  6.3  per  100,000  of  the  company’s 
industrial  policyholders  in  the  period  1911-1917,  and 
0.9  per  100,000  in  1950. 


The  alcoholism  death  rate  in  the  insured  group  fell 
sharply  in  the  years  just  prior  to  the  Prohibition 
Amendment,  reached  it  lowest  point  of  0.7  per  100,- 
000  in  1920,  and  moved  upward  to  a second,  but 
lower,  peak  of  4.9  per  100,000  in  1926,  From  that 
point,  through  the  years,  a downward  trend  of  the 
death  rate  has  been  maintained. 


TERRAMYCIN  THERAPY  IN  ACNE  VULGARIS 


Robert  D.  Barnard,  M.D.,  Laurelton,  New  York,  and  Louis  R.  Orens,  M.D., 
Bellerose,  New  York 


THIS  short  report  constitutes  one  in  a series 
of  observations  on  patients  continually 
ingesting  one  of  the  streptomyces-derived  anti- 
biotics (“mycins”)  in  doses  considerably  less  than 
those  used  for  the  treatment  of  infectious  con- 
ditions and  of  the  order  of  magnitude  given 
poultry,  hogs,  and  domesticated  fur-bearing 
animals  as  a feed  supplement.1  These  doses 
fail  to  yield  any  appreciable  blood  or  systemic 
antibiotic  level  but  do,  nevertheless,  produce 
definite  metabolic  and  therapeutic  effects  in 
the  ingesting  individual.2  These  effects  are 
found  chiefly  in  patients  with  “atopic”  or  “adap- 
tative”  disease  and  may  be  conditioned  by  the 
antibiotic-induced  change  in  intestinal  bacterial 
flora  during  which  saccharolytic,  gram-positive 
forms  come  to  predominate  over  the  usual, 
gram-negative  proteolytic  organisms.3  Intake 
of  plain  or  “acidophilus”  milk  facilitates  and 
protracts  this  change  which  might,  indeed,  be 
the  determinant  of  both  accelerated  animal 
growth  and  remission  of  adaptative  disease 
during  an  antibiotic  ingestion  regime.4-6 

These  antibiotic-induced  effects  may  be  ob- 
tained from  any  coliform  suppressor  but  most 
clinical  study  has  been  conducted  with  the  my- 
cins. Of  the  phenolic  mycins,  aureomycin, 
Chloromycetin,  and  terramycin,  this  report  will 
be  concerned  particularly  with  terramycin  be- 
cause our  experience  with  it  has  been  the  most 
extensive,  and  we  have  come  to  rely  upon  its 
practical  infallibility  in  producing  and  main- 
taining the  determinant  intestinal  flora  change 
when  it  is  used  in  conjunction  with  those  dietary 
adjuvants  which  also  support  a saccharolytic 
flora.  Consequently,  a low-protein,  high-fat 
diet  with  adequate  milk  or  acidophilus  milk 
intake  has  become  routine  in  all  antibiotic  in- 
gesting patients.  This  regime  was  followed  in 
the  present  series.  The  dose  of  terramycin  was 
individualized  and  consisted  of  a sufficient 
amount  of  the  base,  taken  once  daily,  to  render 
and  maintain  an  odorless,  copious  stool.  As 
little  as  10  mg.  may  be  sufficient  for  one  individ- 
ual, while  others  may  require  250  mg.  per  day. 
Once  established,  the  dose  remains  fairly  con- 
stant, although  each  patient  regulates  himself, 
increasing  the  dose  on  hint  of  reappearance  of 
“normal”  adult  stool  odor.  The  average  dose 
is  between  50  and  100  mg.  of  terramycin  daily. 

We  will  record  observations  on  a series  of 
patients  with  acne  vulgaris  having  selected 
those  from  whom  we  obtained  a history  of  rela- 


tive or  absolute  failure  with  prior  modes  of 
therapy,  endocrine,  autogenous  vaccine,  aller- 
genic hypo-  or  desensitization,  or  their  combina- 
tions. Our  series  was  initiated  by  chance  ob- 
servation on  patients  whose  coincidental  (?) 
acne  abated  during  low-level  antibiotic  ad- 
ministration for  definitive  atopic  disease  (de- 
myelinating  neuropathy,  eczema,  migraine, 
or  rheumatoid  arthritis).  Later  the  group  was 
supplemented  by  patients  administered  the 
terramvcin-milk  regime  for  the  specific  treatment 
of  the  acne. 

The  results  are  reported  first,  because  they 
may  shed  some  light  on  the  nature  of  acne 
vulgaris,  and,  second,  because  from  a practical 
clinical  standpoint  we  regard  them  as  remark- 
able. As  clinicians  we  were  astounded  to  find 
that  of  34  patients  in  the  series  not  a single  one 
failed  to  admit  some  degree  of  satisfaction  with 
the  results  obtained  as  contrasted  with  prior 
modalities  or  to  exhibit  some  degree  of  objective 
improvement.  The  last  varied  from  subsidence 
of  all  “fresh”  inflammatory  lesions  (we  claim 
no  resolution  of  cicatrix)  to  a complete  control 
of  the  condition.  We  speak  of  “control”  rather 
than  “cure”  for  easy  reference  to  the  first  point 
of  the  paragraph  because  the  results,  paralleling 
the  success  in  atopic  conditions,  lead  us  to  be- 
lieve that  acne  vulgaris  may  likewise  be  on  an 
atopic  basis.  The  idea  is  not  a new  one,  but 
it  certainly  seems  to  be  implemented  by  our 
findings.  In  any  event,  atopic  conditions  being, 
by  definition,  due  to  constitutional  reactivity 
(or  hyperreactivity),  we  should  only  anticipate 
“control,”  and  this  seems  to  be  in  line  with  the 
facts.  Of  the  19  patients  whose  courses  we  were 
able  to  follow  for  a six-month  period  after  initia- 
tion of  therapy,  seven  who  discontinued  anti- 
biotic ingestion  electively  had  relapses  of  some 
degree  within  five  to  fourteen  days.  Ampli- 
fying the  conviction  that  the  terramycin-milk 
regime  was  determinant  was  the  additional 
observation  that  five  patients  who  reinstituted 
the  therapy  again  brought  their  acne  under 
control  within  the  same  period  of  one  to  two 
weeks  that  had  characterized  the  course  of  even' 
patient  in  the  initial,  total  series  of  34  subjects. 

The  successful  practical  outcome  reflected 
by  the  reported  series  was  fortuitous  in  that 
no  serious  complication  of  terramycin  ingestion 
arose  which  might  have  forced  its  discontinu- 
ance. The  absence  of  side-effects  may  have 
been  due  to  our  restricted  use,  for  the  past  year, 
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TABLE  I. — Classification  of  Therapeutic  Responses  in  19  Patients  with  Facial  Acne  Vulgaris 


Type 

Number  of  Cases 
Males  Females 

Therapeutic  Response 
Excellent  Moderate  Minimal 

Remarks 

PuDCtata 

2 

11 

10 

1 

2 

Response  better  in  females 

Pustulosa 

2 

2 

1 

2 

1 

Response  better  in  females 

Indurata 

1 

1 

2 

of  amphoteric  terramycin  (crystalline  terramycin, 

, terramycin  base)  rather  than  the  then  generally 
available  hydrochloride.  It  is  our  distinct 
impression  that  there  are  fewer  enteric  compli- 
cations, e.g.,  anorectal,7  with  the  amphoteric 
terramycin.  A few  comments  are  in  order 
regarding  these  complications  because  of  their 
intrinsic  seriousness  and  because  they  may  cause 
interruption  of  a desperately  needed  mode  of 
therapy.  The  points  we  make  about  these 
anorectal  complications  can  best  be  illustrated 
by  our  handling  of  them  as  they  occurred  in  the 
present  series.  Four  patients  complained  of 
“diarrhea.”  In  two  instances,  it  meant  merely 
that  the  patients  were  contrasting  their  pre- 
vious chronic  constipation  with  the  three  or 
four  loose,  copious,  but  definitely  nonirritating 
stools  which  daily  supervene  in  the  majority 
of  patients  when  a lactobacillus  flora  is  instituted. 
The  complaint  was  withdrawn  when  the  sig- 
nificance of  this  type  of  “diarrhea”  was  explained. 
In  the  other  two  instances,  there  was  sufficient 
frequency,  looseness,  and  signs  of  inflammation 
to  be  exhausting.  However,  on  the  basis  of  our 
experience  we  do  not  discontinue  terramycin 
in  such  cases  since  in  over  half  the  cases,  by 
merely  maintaining  hydration  during  the  period 
of  dysenteric  symptoms,  we  have  found  them 
to  abate  by  themselves  in  the  face  of  relentless 
terramycin  administration.  This  has  suggested 
that  these  patients  undergo  a “desensitization” 
process  and  that  many  of  the  anorectal  compli- 
cations are  hypersensitivity  reactions  to  the 
mycins,  which,  after  all,  would  have  the  same 
allergenizing  propensities  of  any  of  the  phenols. 
There  is  additional  evidence  for  this  interpreta- 
tion of  enteric  complications  which  may  occur  in- 
dependently of  intestinal  flora  changes;  we  have 
seen  them  when  a coliform  stool  persisted. 
Moniliasis  or  other  intestinal  mycoses  have  not 
been  complications  of  mycin  therapy  as  we 
practice  it,  because  we  limit  ourselves  to  a dose 
far  below  that  which  will  “sterilize”  the  intestinal 
tract.  (Even  in  true  lobar  pneumonia  or  bac- 
terial endocarditis,  we  see  as  good  results  with 
2 to  10  mg.  of  terramycin  per  Kg.  as  are  reported 
for  the  usually  employed  25  to  100  mg.)  The 
oral  administration  of  tridaily  50-mg.  doses  of 
ephedrine  base  adsorbed  on  Permutite  “Z,” 
which  does  not  alter  intestinal  flora  but  which  is  a 
definite  antiallergic  agency,  will  usually  control 
not  only  the  diarrhea  but  also  the  frequently 


coexistent  and  troublesome  anal  pruritis.  Fi- 
nally, we  have  seen  and  reported  intractable 
diarrhea  with  severe  colitis  in  a patient  who 
carried  a lactobacillus  flora  throughout  and  in 
whom  it  was  necessary  both  to  discontinue 
terramycin  and  to  reinstitute  the  former,  coli- 
form intestinal  flora  to  effect  its  control.8 

No  such  contingency  arose  in  the  present 
series,  nor,  as  a matter  of  fact,  did  any  of  those 
pronounced  adrenocorticomimetic  decompensa- 
tions occur  which  have  previously  forced  an 
abandonment  of  the  cavalier  attitude  with 
which  we  once  approached  low-level  mycin 
therapy.  However,  in  keeping  with  previous 
experience,  such  serious  complications  of  low- 
level  mycin  therapy  have  arisen  only  in  those 
cases  with  marked,  generalized  adaptative 
disease  (acute  leukemia,  sarcoidosis,  dissemi- 
nated lupus)  where  the  stimulus  to  an  overwhelm- 
ing, already  poised  adrenocorticotropic  humoral 
reflex  chain  is  already  present.  Such  patients 
are  hardly  likely  to  be  treated  for  acne  per  se. 

Nevertheless,  this  preliminary  report  is  ren- 
dered both  in  verification  of  those  reports  citing 
favorable  experience  with  the  mycins  in  the 
treatment  of  acne  and  with  the  hope  that  physi- 
cians with  sufficient  dermatologic  experience 
will  be  able  to  conduct  their  own  appraisals 
of  what  appears  to  us  a useful  expedient  in  the 
management  of  a troublesome  handicap  to  the 
young  person.9-12 

Andrews  et  al.  have  reported  the  use  of  terra- 
mycin in  conjunction  with  estrogen  therapy  in 
acne  vulgaris,  and  they  attribute  their  excellent 
results  to  the  combination.13  Here  again,  “clas- 
sic” doses  of  the  antibiotic  were  used,  and  from 
the  present  results  terramycin  itself  would  seem 
to  have  been  the  determinant  of  the  success. 
There  is  no  question  that  facial  acne  punctata 
is  not  infrequently  seen  in  young  adult  females 
who  show  other  evidence  of  hypo-ovarianism. 
A breakdown  of  the  present  series  into  types 
shows  a preponderance  of  females  with  acne 
punctata  and  the  unexpected  finding  that  signifi- 
cantly better  responses  to  terramycin  alone  were 
recorded  for  females  with  this  particular  type  of 
acne  (Table  I).  Possible  effects  of  mycin  admin- 
istration on  the  endocrine  status  would  seem 
to  merit  careful  investigation.13 

Stritzler,  Friedman,  and  Loveman  have  re- 
ported on  the  use  of  antibiotics  in  acne  necro- 
tica.14  They  find  that  penicillin  therapy,  while 
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effective,  must  be  continued  indefinitely  because 
of  immediate  relapse  on  its  discontinuance. 
They  also  find  that  streptomycin  was  effective 
in  a case  in  which  the  isolated  hemolytic  Staphylo- 
coccus albus  was  found  to  be  sensitive  to  this 
antibiotic*  and  have  suggested  that  aureomycin 
therapy  may  be  indicated  in  this  type  of  acne.12 
This  advocacy  is  naturally  based  on  the  assump- 
tion that  aureomycin  is  also  staphylococcicidal, 
but  because  the  dose  of  mycin  that  has  been 
employed  in  acne  vulgaris  is  considerably  below 
that  which  yields  a pronounced  systemic  anti- 
biotic concentration,  it  may  be  that  the  results 
in  acne  necrotica  are  likewise  due  to  the  general 
metabolic  effects  produced  by  antibiotics.15 


* There  is  actually  no  basis  in  fact  for  the  classification  of 
the  phenolic  mycins  as  “broad  spectrum”  antibiotics  or  for 
exclusion  of  streptomycin  from  this  classification  because 
of  its  assumed  limitation  to  gram-negative  bactericidal  effect. 
Streptomycin  is  just  as  "broad  spectrumed”  as  any  strepto- 
myces-derived  antibiotic. 


Summary 

A mode  of  low-dosage  level  terramycin  therapy 
is  outlined,  and  its  results  in  19  cases  of  acne 
vulgaris  are  tabulated.  Protracted  administra- 
tion of  terramycin  may  be  successfully  applied 
in  the  management  of  acne  vulgaris. 
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IMPOTENCE  DUE  TO  METHANTHELINE  BROMIDE 

Nathaniel  H.  Schwartz,  M.D.,  F.A.C.P.,  and  Burton  D.  Robinson,  M.D.,  Port  Chester, 
New  York 


METHANTHELINE  bromide  (Banthine) 
has  now  had  extensive  clinical  trial  in  the 
treatment  of  peptic  ulcer.1  The  drug  achieves  its 
effect  by  a dual  action ; first,  by  its  atropine-like 
action  it  inhibits  acetylcholine  liberated  at  the 
postganglionic  parasympathetic  nerve  endings, 
and,  second,  it  blocks  acetylcholine  transmission 
at  the  autonomic  ganglionic  level.2 

Side-reactions  are  frequent,  mild  in  character, 
and  include  mydriasis,  drying  of  salivary  secre- 
tions, constipation,  and  varying  degrees  of  urin- 
ary retention,  especially  in  elderly  males  with 
prostatic  hypertrophy.  Less  frequently  nausea 
and  vomiting,  presumably  due  to  delayed  gas- 
tric emptying,  have  been  noted  soon  after  the 
exhibition  of  the  drug. 

We  have  employed  methantheline  bromide  in  a 
large  number  of  patients  suffering  from  peptic 
ulcer.  The  above-noted  side-reactions,  with  the 
exception  of  nausea  and  vomiting,  were  experi- 
enced by  a significant  number  of  patients,  but  in 
no  instance  were  they  severe  enough  to  necessitate 
discontinuance  of  the  drug. 

The  purpose  of  this  communication  is  to  call 
attention  to  another  side-effect  of  some  import- 
ance which  heretofore,  to  our  knowledge,  has  not 
been  publicized.  Early  in  our  experience  with 
methantheline  bromide  a few  of  our  patients  re- 
ceiving this  medication  in  therapeutic  dosage 
complained  of  a loss  of  sexual  potency.  Because 


of  the  possible  causal  relationship  between  the 
drug  and  this  disturbing  symptom,  we  queried  all 
patients  in  this  regard,  avoiding  as  far  as  possible 
leading  questions.  As  a result  of  this  survey  it  is 
our  definite  impression  that  impotence  is  almost 
uniformly  observed  coincident  with  taking  the 
drug.  This  symptom  begins  soon  after  therapy  is 
instituted  and  disappears  shortly  after  its  discon- 
tinuance. 

Since  the  physiologic  act  of  penile  erection  de- 
pends upon  the  functioning  integrity  of  the 
nervus  erigenes,  which  is  derived  from  the  para- 
sympathetic sacral  outflow  (second,  third,  and 
fourth  sacral  segments),  any  agent  interfering 
with  the  transmission  of  impulses  over  this 
neural  pathway  may  effectively  compromise  this 
act.  We  believe,  on  clinical  grounds,  that  meth- 
antheline bromide,  both  by  its  atropine-like  and 
ganglionic  blocking  actions,  is  such  an  agent. 

The  important  psychologic  implications  of  im- 
potence suggest  the  need  for  warning  the  patient 
of  the  possible  occurrence  of  this  side-effect,  with 
particular  emphasis  on  its  temporary  nature. 
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AN  EVALUATION  OF  THE  PROBLEM  OF  SURGERY  IN  THE  AGED 

Harry  Gross,  M.D.,  George  R.  Gerst,  M.D.,  and  Abraham  S.  Buchberg,  M.D., 

New  York  City 

{From  the  Divisions  of  Medicine,  Surgery,  and  Pulmonary  Disease  of  Montefiore  Hospital) 


THE  question  of  the  operability  of  the  older 
patient,  especially  the  one  with  serious 
cardiovascular  disease,  is  an  old  one.  The  atti- 
tude of  the  profession  has  been  a rather  patroniz- 
ing one  with  a solicitous  type  of  negativism  based 
upon  the  notion  that  since  the  oldster  will  not 
make  it,  one  should  be  conservative  and  let 
him  die  in  peace. 

This  attitude  is  not,  however,  predicated  upon 
sound  surgical  or  physiologic  practice.  It  has 
been  our  experience  that  if  a group  that  is  doomed 
to  fare  badly  is  eliminated,  the  rest  may  be  oper- 
ated upon  with  an  outlook  almost  approaching 
that  of  general  surgical  practice.  These  patients 
were  selected  by  asking  the  record  room  librarian 
to  choose  the  first  50  cases  of  major  surgical 
procedures  in  people  of  sixty  years  or  over  start- 
ing in  1950  and  going  back.  Both  ward  and 
private  patients  were  included,  the  patients  hav- 
ing been  operated  on  by  several  surgeons.  Based 
upon  experience  with  these  50  patients  it  is 
possible  to  set  down  some  criteria  by  which  they 
may  be  selected  and  operated  upon  with  a rea- 
sonable expectation  of  recovery.  Fifteen  or 
30  per  cent  were  between  seventy  and  eighty 
years  or  even  older  (one  was  eighty-two). 


had  posterior  wall  infarction;  one  had  right 
bundle  branch  block  and  a large  left  ventricle, 
the  type  of  block  not  stated;  one  had  left  bundle 
branch  block  with  auricular  fibrillation.  No  cor- 
relation could  be  made  between  the  electrocardio- 
graphic abnormalities  and  the  cardiac  condition  or 
lesion  except  for  the  localization  of  infarction.  No 
correlation  was  possible  between  the  electro- 
cardiograms and  the  clinical  course.  All  patients 
did  well  except  for  the  one  with  right  bundle 
branch  block,  who  died  three  days  postoperatively. 
This  patient  had  carcinoma  of  the  colon  with  me- 
tastases  to  the  liver. 

Enlargement  of  the  left  ventricle  due  to 
associated  hypertension  was  reported  in  five; 
one  of  the  five  had  pulmonary  congestion;  one 
had  fibrosis  and  emphysema. 

The  Primary  Diseases. — Every  system  of  the 
body  was  involved,  predominantly  by  carcinomas. 
The  operative  procedures  were  as  follows : 


Gastrointestinal  Tract 

Gastrostomies 4 

Subtotal  gastrectomies 4 

Total  gastrectomy 1 

Gastrectomy  and  splenectomy 1 

Bilateral  vagotomy  and  gastroenterostomy. . . 1 

Exploratory  laparotomy 1 

Gastroenterostomy,  vagotomy,  removal  of 

mass  followed  by  total  gastrectomy 1 

Gastroenterostomy  and  cholecystenterostomy 

1 

Colostomies 2 


Resections  of  colon,  including  two  hemicolec- 
tomies  

Cholecystostomy  and  drainage  of  abscess .... 

Cholecystostomy 

Cholecystectomy 

Genitourinary  Tract 


First  stage  prostatectomy 1 

Second  stage  prostatectomies 4 

Transurethral  prostatectomy 1 

Cystostomy  and  figuration 1 

Inguinal  herniorrhaphy 1 

Bilateral  inguinal  herniorrhaphy 1 

Strangulated  femoral  hernia 1 

Nervous  System 

Lumbar  sympathectomy  following  emboliza- 
tion and  transurethral  prostatectomy 1 

Pelvic 

Hysterectomy 1 

Abdominal  exploratory  laparotomy  1 

Pulmonary  thoracotomy  and  incision  of  abscess 

1 

Hemipelvectomy  1 


Analysis  of  Material 

Cardiac  Findings. — Hypertension,  or  hyper- 
tensive heart  disease  was  diagnosed  in  18 
(Table  I).  In  15  the  heart  was  enlarged,  in  the 
majority  as  a result  of  hypertension.  One  had 
rheumatic  heart  disease.  Murmurs  were  found 
in  a great  number  over  the  apical  and  the  aortic 
regions.  Arrhythmias  were  uncommon.  In  two 
there  was  auricular  fibrillation  in  association 
with  hypertensive  heart  disease  and  greatly 
enlarged  hearts.  Four  had  a previous  history 
of  congestive  failure  or  were  in  failure  while  in 
the  hospital.  Of  these,  two  died,  one  in  uremia, 
the  other  of  intestinal  obstruction.  The  other 
two  had  a smooth  postoperative  course.  Two  de- 
veloped congestive  heart  failure  postoperatively, 
one  after  a procedure  lasting  more  than  five 
hours  for  carcinoma  of  the  stomach.  Both 
recovered  and  are  still  living. 

Electrocardiographic  tracings  were  available 
in  24.  One  had  sinus  rhythm  and  low  voltage; 
in  three  there  was  merely  sinus  rhythm ; in  seven 
there  was  left  axis  deviation;  in  two  there  was 
left  ventricular  strain  associated  with  hyper- 
tensive heart  disease;  two  had  anterior,  four 
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Name  Age  Sex 

I.  T.  76  M 


J.  I. 

75 

F 

s.  c. 

63 

F 

L.  S. 

65 

M 

H.  G. 

80 

F 

• 

F.  S. 

68 

M 

T.  O. 

67 

M 

R.  S. 

68 

F 

A.  S. 

64 

F 

A.  B. 

60 

F 

D.  S. 

61 

M 

I.  B. 

64 

M 

I.  G. 

71 

F 

H.  C. 

64 

M 

R.  O. 

80 

F 

J.  L. 

60 

M 

A.  H. 

69 

M 

M.  0. 

65 

M 

I.  I. 

82 

M 

A.  K. 

71 

M 

P.  P. 

63 

M 

S.  Y. 

63 

M 

I.  G. 

60 

M 

J.  C. 

62 

F 

S.  S. 

67 

F 

M.  N. 

73 

M 

K.  B. 

72 

F 

B.  S. 

65 

M 

I.  S. 

65 

M 

A.  O. 

60 

M 

N.  M. 

62 

M 

TABLE  I. — Summary  of  50  Surgical  Cases  in  the  Aged 


Diagnosis*  Operation  Morbidity  Mortality 


Embolus  popliteal  ar- 
tery; A.S.H.D.;  E. 
H.,  A.  F. ; recent  C.- 
V.A.;  diabetes  melli- 
tus 

Fracture  middle  third 
right  tibia  and  fibula 

Peptic  ulcer  and  intes- 
tinal obstruction; 
A.S.H.D.,  E.H. 

Cancer  of  sigmoid 

Arteriosclerotic  gan- 
grene of  right  leg; 
Pernicious  anemia; 
H.H.D.,  A.S.H.D. 

Bilateral  inguinal  her- 
nia 

H.C.V.D.  with  C.H.F.; 
diabetes;  K.W.  syn- 
drome; bleeding  pep- 
tic ulcer 

Cancer  of  transverse 
colon;  A.S.H.D., 
H.H.D.,  E.H. 

Cancer  of  ovary  with 
metastasis;  intesti- 
nal obstruction 

Cancer  of  lung  with  ab- 
scess; A.S.H.D.,  H.- 
H.D. 


Cancer  of  stomach 


Prostatic  hypertrophy 


Cancer  of  stomach;  A.- 
S.H.D.; emphysema 

Indirect  inguinal  her- 
nia 

Partial  intestinal  ob- 
struction; emphy- 
sema and  fibrosis 

Cancer  of  descending 
colon 

Acute  and  chronic  chol- 
ecystitis; A.S.H.D. 

Cancer  of  sigmoid;  em- 
physema 

Cancer  of  stomach; 
H.H.D. 

Malignant  melanoma; 
A.S.H.D.,  E.H. 

Pulmonary  tuberculo- 
sis post-thoraco- 
plasty; old  posterior 
wall  infarct;  A.S.H.D. 

B.P.H.;  H.H.D. 

Cancer  head  of  pan- 
creas 

Cancer  ol  uterus;  H.- 
H.D. 

Ventral  hernia 

Cancer  of  rectum 

Cancer  of  colon  with 
hepatic  metastasis; 
A.S.H.D. 

Pancreatitis;  ventral 
hernia 

Cancer  of  bladder 


Adenoma  of  prostate; 

healed  infarct 
Peritoneal  nodes;  peri- 
tonitis; slough  of 
stomach;  old  and  re- 
cent infarcts 


Left  midthigh  amputa- 
tion; bilateral  sa- 
phenous vein  liga- 
tion 

Open  reduction 

Subtotal  gastric  resec- 
tion; resection  of 
jejunum  and  stom- 
ach anastomosis 
Resection  of  colon 
Midthigh  amputation 


Bilateral  hernior- 

rhaphy 

Subtotal  gastrectomy 


Resection  of  trans- 
verse colon 

Ileotransverse  colos- 
tomy 

Thoracotomy  and 
drainage  of  abscess; 
muscle  flap  closure 
of  bronchopleural  cu- 
taneous fistula 

Total  gastrectomy 


Suprapubic  prostatec- 
tomy with  bilateral 
vein  ligation 

Subtotal  gastrectomy 

Herniorrhaphy 

Transverse  loop  colos- 
tomy 

Hemicolectomy 


Cholecystotomy 

Resection  of  sigmoid 

Exploratory  lapar- 
otomy; gastrectomy 
Radical  groin  dissec- 
tion 

Prostatectomy,  two 
stages 


Two-stage  prostatec- 
tomy 

Whipple  operation  for 
cancer  of  head  of 
pancreas 

Hysterectomy 

Repair  of  hernia 

Exploratory  lapar- 
otomy 

Ileotransverse  colos- 
tomy 

Exploratory  lapar- 
otomy; repair  of 
hernia 

Suprapubic  cystos- 
tomy  and  figura- 
tion of  bladder 

Transurethral  resec- 
tion 

Exploratory  laparot- 
omy 


Nausea  and  vomiting  Died  3 months  post- 
for  one  week  post-  operative  of  uremia 
operative;  de- 

veloped uremia 


C.H.F.  postoperative 
cleared  with  treat- 


Died  2 months  later  of 
extension  of  cancer 


Died  4 days  postop- 
erative; no  P.M. 

Sudden  death  7 days 
postoperative;  pul- 
monary embolus 


....  Died  4 days  postoper- 

ative; no  P.M. 

....  Died  one  year  later  of 

recurrent  cancer 

Hemorrhage  from  

prostatic  bed 


Died  one  year  later  of 
recurrent  cancer 


Died  2 weeks  post- 
operative; no  P.M. 


Developed  ventral  her- 
nia 


Died  one  year  later, 
metastasis 

Died  one  week  post- 
operative from  an 
infection 


* Abbreviations : 

A.S.H.D.— arteriosclerotic  heart  disease. 
E.H. — enlarged  heart. 

A.F. — auricular  fibrillation. 

C.V.A. — cerebral  vascular  accident. 
H.H.D. — hypertensive  heart  disease. 


K.W.  syndrome — Kimmelstiel-Wilson  syndrome. 

C.H.F. — congestive  heart  failure. 

P.M. — postmortem  examination. 

B.P.H. — benign  prostatic  hypertrophy. 

A.S.P.V.D. — arteriosclerotic  peripheral  vascular  disease. 
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TABLE  I. — ( Continued ) 


Name 

Age 

Sex 

Diagnosis* 

Operation 

Morbidity 

Mortality 

S.  E. 

62 

M 

Cancer  of  stomach;  old 
coronary  occlusion 

Gastrectomy 

Died  2 months 
metastasis 

later. 

S.  L. 

60 

M 

Cancer  of  lung;  metas- 
tasis to  spine 

Laminectomy 

A.  J. 

71 

M 

A.S.H.D.,  H.H.D. 

Midthigh  amputation 

H.  B. 

67 

M 

A.S.P.V.D. 

Midthigh  amputation 

H.  K. 

69 

M 

Arteriosclerotic  gan- 

grene of  toe  and  leg 

Midthigh  amputation 

H.  B. 

63 

M 

Cancer  of  esophagus 
with  metastasis 

Gastrostomy 

A.  B. 

79 

M 

Left  hemiplegia;  can- 
cer of  stomach 

Subtotal  gastrectomy 

J.  G. 

72 

M 

A.S.P.V.D. 

Midleg  amputation 

A.  T. 

64 

F 

Fibrosarcoma  of  thigh 

Left  hemipelvectomy 

Developed  w’ound  in- 
fection 

I.  L. 

63 

M 

Peptic  ulcer;  cancer  of 
stomach 

Gastrointrostomy;  va- 
gotomy; total  gas- 
trectomy 

Died  4 days 
operative 

post- 

A.  M. 

77 

F 

Cancer  of  rectum 

Transverse  loop  colos- 
tomy 

L.  B. 

77 

M 

B.P.H.,  H.H.D.;  can- 
cer of  colon 

Resection  of  colon 

Bleeding  from  rectum 
for  one  day 

J.  B. 

62 

M 

Diabetes  mellitus; 

H.H.D.;  A.S.H.D.; 

past  C.H.F.;  B.P.II. 

Suprapubic  cystos- 

tomy  and  saphenous 
vein  ligation 

S.  K. 

76 

M 

Cancer  of  colon  with 
metastasis;  H.H.D. 

Resection  of  colon 

H.  L. 

64 

M 

Cancer  of  colon 

Resection  of  colon 

Died  6 months 
of  metastasis 

later 

C.  K. 

62 

M 

Cancer  of  colon 

Hemicolectomy 

S.  S. 

67 

M 

Pulmonary  emphy- 

sema; cholecystitis 

Cholecystectomy 

Y.  H. 

64 

F 

Cancer  of  stomach 
with  metastasis 

Exploratory  laparot- 
omy 

F.  R. 

68 

F 

Cancer  of  sigmoid 

Anterior  resection  of 
colon 

Fever  for  one  week 

S.  S. 

62 

M 

Incarcerated  inguinal 
hernia 

Repair  of  hernia 

Abscess  in  wound 

Skeletal 

Amputations  of  extremities  for  vascular  dis- 


ease   6 

Fracture  of  extremity 1 


Duration  of  Operations. — All  the  operations 
performed  were  major  surgical  procedures  re- 
quiring from  less  than  one  hour  to  almost  six 
hours.  Periods  of  two  and  one-half  hours  were 
quite  common.  The  striking  feature  is  that  the 
actual  operating  time  in  a well-prepared  patient 
is  of  little  consequence  in  the  patient’s  immediate 
postoperative  period. 

Causes  of  Death. — The  chief  causes  of  death 
were  recurrent  malignancies  since  carcinoma  was 
the  primary  disease  in  most  of  the  patients. 
Congestive  failure  was  responsible  for  two  deaths, 
in  one  subject  with  arteriosclerotic  heart  disease 
operated  on  for  a bleeding  ulcer  and  in  another 
with  hypertensive  heart  disease  and  Kimmelstiel- 
Wilson  syndrome.  Intestinal  obstruction,  pul- 
monary embolism,  and  recent  cardiac  infarction 
each  accounted  for  one  death. 

Comment 

The  laissez-faire  attitude  of  many  physicians 
in  allowing  an  old  patient,  especially  one  with 
heart  disease,  to  die  slowly  and  painfully  rather 
than  take  on  a surgical  risk  is  not  justified  today 
when  one  considers  the  benefits  of  good  surgical 
physiology  and  anesthesia.  An  understanding 


of  the  effects  of  anesthetic  agents  on  rhythm, 
hypoxia,  blood  pressure,  and  pulse  rate  is  im- 
portant. Reflex  factors  are  also  important. 
The  effects  of  postural  changes  on  the  circulation 
are  not  fully  appreciated.  For  instance,  in  a 
patient  with  a dangerous  fall  in  blood  pressure 
on  being  shifted  into  the  left  lateral  position, 
vasconstrictors  and  blood  transfusions  may  be 
of  no  avail,  but  simply  returning  the  patient  to 
the  recumbent  position  with  the  head  elevated 
may  restore  the  blood  pressure  to  normal.  A 
correct  utilization  of  the  principles  of  acid-base 
balance  and  the  maintenance  of  blood  volume 
and  plasma  proteins  are  vital.  An  understand- 
ing of  the  physiology  of  respiration  and  the  role 
of  anoxia  in  causing  diminished  coronary  flow, 
coronary  vasoconstriction,  and  impairment  of 
nutrition  of  vital  tissues,  including  the  respiratory 
center  and  other  parts  of  the  brain  and  the  pace- 
makers of  the  heart,  will  make  surgery  in  the 
aged  and  in  cardiac  disease  more  physiologic  and 
hence  more  safe. 

In  this  material  the  only  fixed  factors  were 
that  the  operations  were  major,  that  they  lasted 
long  periods,  and  that  they  were  performed  on 
patients  of  sixty  years  or  over.  Nevertheless, 
the  type  of  operation  and  its  duration  seemed  to 
make  little  difference  in  the  carefully  planned 
procedure.  It  appears  to  us  that  in  the  aged  it 
is  possible  to  relieve  pain,  improve  nutrition. 
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frequently  to  prolong  life,  and  occasionally  to 
achieve  a cure  by  surgery. 

The  best  index  to  the  question  of  operability 
of  older  patients,  including  those  with  heart 
disease,  can  perhaps  be  gleaned  by  reviewing  the 
postoperative  courses,  the  complications,  the 
arrhythmias,  the  incidence  of  congestive  heart 
failure,  cardiac  infarction,  and  unexpected  death 
directly  related  to  operation. 

Congestive  failure  was  encountered  four  times. 
A sixty-three-year-old  man  had  two  operations 
for  a peptic  ulcer,  the  first  a subtotal  gastrec- 
tomy, the  second  a resection  of  a jejunostomy 
with  anastomosis  for  obstruction  one  year  later. 
Failure  developed  after  the  second  operation 
but  cleared  up.  The  second  case  was  in  a man 
of  sixty-one  with  rheumatic  heart  disease  and 
enlarged  heart  who  developed  failure  following 
a total  gastrectomy  for  carcinoma  of  the  stomach 
under  cyclopropane-ether  anesthesia  lasting  five 
hours  and  forty  minutes.  However,  failure 
cleared  up,  and  the  patient  did  well.  The  third 
patient  was  a seventy-two-year-old  female  with 
hypertensive  heart  disease,  right  bundle  branch 
block,  and  carcinoma  of  the  colon  with  hepatic 
metastases.  An  ileotransverse  colostomy  and 
biopsy  of  the  liver  were  performed  under  cyclo- 
propane and  curare  in  one  hour  and  fort}1'  minutes. 
Congestive  failure  developed  secondary  to  pneu- 
monia. The  fourth,  a sixty-seven-year-old  dia- 
betic male  with  hypertensive  heart  disease, 
healed  posterior  wall  infarction,  left  bundle 
branch  block,  and  Kimmelstiel-Wilson  syndrome 
who  had  been  ip  failure,  had  a subtotal  gas- 
trectomy for  a bleeding  peptic  ulcer.  The  opera- 
tion time  was  over  three  hours,  using  curare  and 
Pentothal.  He  had  a stormy  postoperative 
course  with  nausea,  vomiting,  uremia,  congestive 
failure,  a biliary  fistula,  and  wound  abscess  and 
died  in  uremia.  It  is  interesting  that  although  he 
had  had  congestive  failure  and  developed  post- 
operative congestive  failure,  death  was  due  to 
azotemia  and  not  heart  disease.  In  retrospect, 
it  is  a question  whether  wisdom  should  not  have 
dictated  the  avoidance  of  operation  in  this  in- 
stance of  severe  renal  disease  despite  the  serious 
prognosis  in  massive  gastric  hemorrhage.  These 
four  cases  illustrate  the  fact  that  despite  ad- 
vanced heart  disease  and  a history  of  congestive 
failure,  patients  may  be  operated  on  if  properly 
prepared.  However,  there  is  a group  with 
advanced  renal  disease  or  marked  inanition  who 
should  not  be  operated  upon.  The  dire  results 
in  this  group  have  created  the  ominous  feeling 
about  the  poor  prognosis  regarding  operation  in 
the  aged. 

It  is  evident  that  congestive  failure  was  not  a 
frequent  complication.  In  two  instances  it 
was  precipitated  by  infection  or  was  second- 


ary to  renal  vascular  disease.  In  these  two, 
infection  or  progressive,  independent  renal  vas- 
cular disease  was  the  cause  of  death.  When  it 
occurred  otherwise,  congestive  failure  was  in- 
frequent and  responded  to  therapy. 

The  following  are  a few  illustrative  cases  of 
the  success  and  failures  in  operations  on  the  aged. 
The  case  of  massive  pulmonary  infarction  due 
to  a pulmonary  embolus  three  days  postopera- 
tively  was  an  unforeseen  accident  which  may 
occur  in  any  patient  postoperatively.  People 
with  peripheral  vascular  disease  and  those  who 
develop  slowing  of  the  circulation,  especially  the 
aged,  are  more  likely  to  develop  this  complication. 
It  would  not  be  reasonable  to  give  anticoagulants 
since  there  is  danger  in  their  use.  In  a manifest 
case  of  peripheral  vascular  disease,  venous  liga- 
tion or  anticoagulants  or  both  should  be  consid- 
ered. Active  and  passive  massage  should  be  re- 
sorted to  early  to  prevent  a tendency  to  throm- 
bosis. Early  ambulation  is  another  preventive. 

An  eighty-year-old  man  with  emphysema  and 
bronchiectasis  and  pulmonary  fibrosis  was  oper- 
ated on  for  intestinal  obstruction  under  ethylene 
and  died  four  days  later,  evidently  of  pulmonary 
infection.  This  case  presents  two  errors  in  judg- 
ment: (1)  the  use  of  general  anesthetic  and  (2) 
the  bad  choice  of  ethylene.  In  an  individual 
with  advanced  pulmonary  ventilatory  deficiency 
a general  anesthetic  should  be  avoided.  Ethyl- 
ene allows  but  little  oxygen  and  is  a bad  choice. 
The  presence  of  bronchiectasis  represents  the 
tinder  box  that  will  explode  all  over  the  lung 
when  lit  by  the  match  of  a general  anesthetic. 

Other  problems  developed  as  in  other  surgical 
patients,  not  because  of  old  age  or  cardiac  disease, 
but  on  account  of  the  patient’s  poor  condition 
to  begin  with.  One  death  occurred  four  days 
after  exploratory  and  gastroenterostomy  for 
gastric  carcinoma  in  an  eighty-two-year-old 
man  in  poor  condition.  Death  was  due  to  a 
poorly  functioning  gastrostomy,  intestinal  ob- 
struction, and  ileus.  In  others,  complications 
occurred  as  in  any  other  surgical  patient.  A 
sixty-four-year-old  man  with  fibrosarcoma  of  the 
thigh  received  nitrous  oxide  and  ether  for  three 
hours  during  a hemipelvectomy  and  had  a stormy 
course  from  a wound  infection.  A man  of  sixty- 
three  with  a duodenal  ulcer  and  an  epigastric 
mass  had  four  consecutive  operations  including 
gastroenterostomy,  vagotomy,  removal  of  the 
epigastric  mass,  and  finally  esophagectomy  and 
gastrectomy  consuming,  respectively,  one  hundred, 
one  hundred  fifteen,  and  two  hundred  forty 
minutes.  Following  the  last  operation  he  was 
in  poor  condition  and  died  of  mediastinitis. 

A seventy-five-year-old  man  with  old  posterior 
wall  infarction  had  a subtotal  gastrectomy  and  a 
splenectomy  lasting  five  hours  and  twenty-five 
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minutes,  followed  by  a smooth  postoperative 
course.  A man  of  eighty  with  hypertensive 
heart  disease  had  a midthigh  amputation  lasting 
over  an  hour  for  arteriosclerotic  peripheral 
vascular  disease  and  pursued  a smooth  post- 
operative course.  A sixty-three-year-old  man 
with  healed  posterior  wall  infarction  had  post- 
operative hemorrhage  following  the  first  stage 
of  a two-stage  prostatectomy.  Despite  this  he 
made  a good  recovery  from  two  operations.  A 
similar  patient  with  hypertension  and  probably 
healed  myocardial  infarction  died  of  carcinoma 
of  the  prostate  but  managed  well  despite  hyper- 
I tensive  and  arteriosclerotic  heart  disease.  A 
courageous  surgeon,  accepting  the  challenge  of 
a resection  of  the  colon  for  a carcinoma  in  a 
seventy-seven-year-old  hypertensive  patient  with 
coronary  sclerosis  and  an  enlarged  heart,  en- 
countered hemorrhage  and  shock.  Nevertheless, 
the  patient  recovered.  A seventy- three-year- 
old  man,  with  hypertensive  and  arteriosclerotic 
heart  disease,  multiple  healed  myocardial  in- 
farctions. emphysema,  bronchiectasis,  periph- 
eral vascular  disease,  gallbladder  disease, 
perforated  duodenal  ulcer  with  spontaneous 
healing,  and  subsequent  obstruction  due  to  the 
ulcer  and  postoperative  mental  depression,  af- 
forded us  an  interesting  experience  and,  for  a while, 
a busy  time.  He  had  a bilateral  vagotomy  and 
gastroenterostomy  under  Pentothal  and  ether 
lasting  one  and  three-quarter  hours.  From  vom- 
iting he  developed  electrolyte  imbalance  and  hy- 
popotassemia  and,  as  a result,  auricular  fibrilla- 
tion. He  was  given  potassium  judiciously, 
electrolytes  were  juggled  as  necessary,  and  he 
made  an  excellent  recovery.  Ordinarily,  the 
attitude  of  many  internists  and  surgeons  would 
have  been  to  let  him  die  in  peace  or  become  a 
morphine  addict.  But  that  would  have  solved 
nothing  since  he  would  have  died  quicker  of 
inanition.  It  is  impressive  how  little  trouble 
the  circulatory  system  really  gives  when  anes- 
thesia, electrolytes,  and  postoperative  care  are 
carefully  planned  and  problems  managed  judi- 
ciously as  they  arise. 

It  is  apparent  from  this  material  that  age  alone 
or  heart  disease,  even  when  there  was  a history 
of  hypertension,  cardiac  enlargement,  myo- 
cardial infarction,  or  failure,  was  not  the  cause 
of  death  in  the  aged.  However,  the  mortality 
was  high  in  those  with  severe  malnutrition  or 
dehydration  or  anemia.  Since  the  number  with 
malignancies  was  very  high,  it  is  natural  to  en- 
counter severe  malnutrition  or  dehydration  or 
anemia  with  great  frequency.  Many  died 
almost  immediately  or  shortly  after  operation  of 
a poorly  functioning  gastrostomy  or  paralytic 
ileus.  Some  lingered  a while  to  die  shortly  after 
operation  of  the  primary  disease. 


The  central  problem  of  anesthesia  in  cardiac 
patients,  especially  those  with  enlarged  hearts 
or  a history  of  failure,  is  the  avoidance  of  anoxia 
since  poor  anesthesia  may  intensify  a downhill 
course.1’2  Those  agents  which  depend  upon 
anoxia  for  their  effects  (like  nitrous  oxide), 
those  which  cause  arrhythmias,3  (like  chloro- 
form and  cyclopropane4-8),  and  those  which  have 
to  be  given  in  high  concentration  (like  ethylene4) 
should  be  avoided.  Ether  which  causes  strug- 
gling, retching,  vomiting  may  be  associated  with 
acute  cardiac  infarction.  It  also  causes  acidosis.9 
While  it  is  not  desirable  for  induction  or  alone, 
ether  is  excellent  for  conduction.  Agents  which 
make  it  possible  to  give  a maximum  amount  of 
oxygen,  like  spinal  and  local  anesthesia  and  inter- 
costal block,  have  a high  place  in  the  anesthetic 
management  of  the  cardiac.  Those  causing 
marked  fall  in  blood  pressure  may  be  associated 
with  acute  myocardial  necrosis1  and  are  to  be 
avoided.  In  this  connection  intravenous  barbi- 
turates are  used  with  great  frequency.  Curare, 
which  has  no  anesthetic  effect  but  produces 
muscular  relaxation  making  possible  lower  con- 
centration of  gas10  compatible  with  adequate 
surgical  relaxation,  is  now  employed  with  great 
frequency.  Procaine,  diethylaminoethanol,  and 
procaine  amide  are  of  value  in  preventing  and 
correcting  arrhythmias,  especially  those  of 
ventricular  origin.11-13  The  prophylactic  use  of 
2 Gm.  of  quinidine  preoperatively  in  preventing 
the  development  of  arrhythmias  is  not  impres- 
sive.11 In  arrhythmias  due  to  anoxia,  the 
lightening  of  the  plane  of  anesthesia  and  the 
administration  of  a higher  concentration  of 
oxygen  are  frequently  followed  by  a disappear- 
ance of  the  arrhythmia.  In  some  instances  the 
left  lateral  position  causes  shocklike  state  with  a 
fall  in  blood  pressure  and  serious  disturbances  of 
rhythm.14  The  onset  of  these  changes  with 
alteration  of  posture  occurs  too  quickly  to  be 
due  to  disturbances  in  the  heart  and  is  probably 
due  to  a reflex  disturbance  which  is  not  clearly 
understood.15  Simple  correction  of  posture  will 
usually  correct  the  arrhythmia,  whereas  drugs 
are  ineffective  in  a situation  that  may  even  prove 
fatal. 

There  is  great  fear  of  anesthesia  and  of  the  time 
factor  of  surgical  procedures,  especially  in  a 
protracted  operation  in  an  older  person.  It 
appears  to  us  that  providing  (1)  anesthesia  is 
even  and  not  producing  or  intensifying  anoxia, 
(2)  complications  due  to  struggling  and  retching 
are  avoided,  and  (3)  fall  in  blood  pressure,  hemor- 
rhage, or  tachycardia  are  obviated,  the  anes- 
thetic and  the  time  factor  are  not  important. 
Procedures  lasting  five  and  six  hours  are  then 
tolerated  literally  with  impunity,  irrespective  of 
the  age  or  the  cardiac  condition  of  the  patient. 
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The  problem  of  coronary  artery  disease  is  an 
important  facet  of  this  problem.  Many  of  the 
patients  in  the  older  age  group  have  coronary 
artery  disease.  A good  number  also  have  healed 
myocardial  infarction.  A large  proportion  have 
hypertension  and  cardiac  enlargement  as  well, 
which  augment  coronary  insufficiency,  and  some 
have  been  in  failure.  Provided  that  myocardial 
infarction  is  three  or  more  months  old,  operation 
may  be  performed  as  in  noncardiac  patients. 
Acute  myocardial  infarction  may  occur  during 
operation  or  convalesence.  Several  such  cases 
were  recently  observed  after  the  material  of 
this  paper  had  been  collected.  Several  factors 
combine  to  produce  this  complication.  Ex- 
cessive effort  due  to  retching,  struggling,  vomit- 
ing, as  well  as  rise  in  blood  pressure  may  precipi- 
tate myocardial  infarction  in  an  individual  with 
coronary  disease.  The  vomiting  and  dehydra- 
tion of  acidosis  may  constitute  another  cause. 
Fall  in  blood  pressure  from  anesthesia,  despite 
vasoconstrictors  carefully  given  in  adequate 
amounts  before  or  during  operation,  and  hemor- 
rhage are  other  causes.  In  individuals  with 
coronary  artery  disease,  coronary  insufficiency 
for  a very  short  period  may  be  enough  to  produce 
acute  myocardial  infarction.  It  is  notable  that 
anatomic  coronary  artery  disease  in  such  cases 
need  not  be  marked.16  Frequently  such  coro- 
nary artery  disease  is  usually  old,  and  when 
recent  coronary  artery  disease  is  present,  it 
frequently  is  not  thrombotic.  It  is  not,  however, 
uncommon  clinical  experience  to  find  that  the 
patient  previously  had  no  symptoms  of  coro- 
nary artery  disease. 

In  other  instances  the  patient  has  done  well. 
In  the  postoperative  course,  just  as  he  is  being 
readied  to  get  out  of  bed,  he  has  an  episode  of 
severe  anginal  pain  associated  with  acute  myo- 
cardial infarction.  The  increased  tendency  to 
thrombosis  from  prolonged  rest  in  bed  may  be  a 
precipitating  cause. 

Some  episodes  of  myocardial  infarction  may  be 
prevented.  To  an  extent,  a carefully  adminis- 
tered anesthetic  to  avoid  struggling  and  rise  in 
blood  pressure  and  a planned  postoperative 
course  may  lessen  the  danger  of  these  contributing 
factors.  The  same  holds  for  the  contributing 
factors  of  fall  in  blood  pressure,  hemorrhage,  and 
acidosis.  Fall  in  blood  pressure  due  to  spinal 
anesthesia  may  be  counteracted  by  preanesthetic 
medication  with  sympathomimetic  drugs.  In 
some  cases  this  does  not  work.  Early  ambula- 
tion may  lessen  postoperative  coronary  throm- 
bosis and  myocardial  infarction.  Neverthe- 
less, this  complication  occurs  despite  the  best 
planned  anesthesia  and  operative  and  postopera- 
tive care. 

Elman  has  shown  that  when  protein  is  ad- 


ministered to  an  individual  with  hypoproteinemia, 
it  is  necessary  for  the  tissues  to  retain  30  Gm.  of 
protein  before  there  is  retention  of  1 Gm.  of 
protein  in  the  circulating  plasma.17  This  ob- 
servation shows  the  difficulty  in  correcting  a 
depletion  in  plasma  protein  without  considering 
the  protein  needs  of  the  rest  of  the  body. 

In  cases  of  hypoproteinemia  it  is  a mistake  to 
attempt  to  bring  the  total  proteins  to  normal 
levels  before  operation.  Experience  shows  that 
it  is  difficult,  if  not  impossible,  to  correct  nutri- 
tional hypoproteinemia  with  blood  or  plasma 
transfusions  unless  they  are  given  repeatedly 
and  in  large  amounts.  The  patient  with  a 
gastrointestinal  malignancy  who  cannot  eat  is 
a special  problem  in  this  connection.  We 
believe  that  they  cannot  easily  be  built  up  and 
that  it  is  not  necessary  to  bring  them  to  an  ideal 
state.  We  have  figured  that  in  a man  of  average 
build  weighing  about  70  Kg.,  it  will  take  at  least 
70  transfusions  of  500  cc.  of  blood  or  23,000  cc.  of 
plasma  to  correct  a protein  deficit  of  the  blood 
and  tissues  from  4.5  Gm.  to  a low  of  6 Gm.  In 
practice  this  is  an  impossible  situation.  Such 
procedures  are  costly,  protracted,  and  unneces- 
sary. Fluids,  blood,  antibiotics,  electrolytes, 
and  salt-free  albumin  may  be  given  to  patients 
with  heart  disease  or  fluid  retention.  Salt-free 
amino  acids  may  also  be  used  to  bring  the  patient 
to  optimal  preoperative  condition.  Instead  of 
taking  much  valuable  time  to  develop  an  ideal 
state,  it  is  wise  to  attain  optimal  surgical  condi- 
tions and  operate  at  the  earliest  possible  moment. 

In  addition  to  the  ineffectiveness  of  protracted 
therapy,  there  is  serious  hazard  in  administering 
large  amounts  of  blood  since  a liter  of  blood 
plasma  contains  about  6 Gm.  of  sodium  chloride 
and  10  Gm.  of  sodium  citrate.18  These  salts 
are  not  needed  by  the  patient  and  may  cause 
edema,  especially  in  the  one  with  cardiovascular 
disease.  The  administration  of  fluids  too  rapidly 
or  in  large  amounts,  even  when  they  do  not 
contain  large  quantities  of  sodium,  is  a hazard 
in  the  aged  even  when  there  is  no  history  of 
heart  disease.  Blood  volume,  serum  sodium, 
and  hematocrit  and  venous  pressure  determina- 
tions are  very  important  in  evaluating  the  ad- 
visability of  expanding  the  blood  volume  and 
the  capacity  of  the  circulation  to  tolerate  such 
alterations. 

The  potential  toxicity  of  physiologic  saline, 
especially  in  large  amounts,  has  been  pointed  out 
by  many  authors.  Moyer  and  others  call  atten- 
tion to  the  translocation  of  fluid  produced  by  in- 
travenous administration  of  isotonic  salt  solu- 
tions in  man  postoperatively.19  Injection  of  iso- 
tonic sodium  chloride  solutions  was  attended  by 
an  average  retention  of  53  per  cent  of  the  sodium, 
46  per  cent  of  the  chloride,  and  19  per  cent  of  the 
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water  thirty  hours  after  operation.  Such  reten- 
tion indicates  a withdrawal  of  approximately  2 L. 
of  fluid  from  the  intracellular  compartment  to 
maintain  isotonicity.20 

In  the  immediate  postoperative  period,  be- 
cause of  the  inhibition  of  water  diuresis,  no  at- 
tempt should  be  made  to  force  a rapid  flow  of 
urine  by  the  indiscriminate  use  of  5 or  10  per  cent 
glucose  in  water.  As  a rule,  2,000  cc.  is  sufficient.20 

Saline  solutions  should  be  given  in  the  imme- 
diate postoperative  period  only  when  there  are 
specific  indications,  such  as  abnormal  losses 
through  suction  tubes  or  fistulas,  or  to  correct 
deficits  that  could  not  be  corrected  preopera- 
tively.19 

Shock  is  a serious  problem  that  should  be 
avoided  by  careful  choice  of  anesthetic,  preven- 
tion of  fluid  and  blood  loss,  and  prompt  restora- 
tion of  these  elements  when  such  loss  occurs. 
Congestive  failure  should  be  treated  vigorously 
before  operation. 

It  is  possible  to  make  a few  deductions  on  the 
surgical  choice  of  the  aged  patient  when  the  car- 
diovascular system  requires  critical  evaluation. 
Operation  should  be  performed  only  when  in  dire 
necessity,  literally,  when  health,  well-being,  and 
life  itself  are  at  stake.  Manifestly,  if  the  outlook 
is  one  of  rapid  death  from  the  primary  disease  and 
the  patient  can  be  sedated  and  made  comfortable, 
no  operation  should  be  undertaken.  On  the  other 
hand,  if  it  is  apparent  that  life  will  be  short  but 
painful,  while  properly  advised  surgery  will  con- 
vert misery  to  relative  comfort  without  excessive 
mortality,  such  surgery  should  be  undertaken. 

Perhaps  the  fear  of  operating  on  the  aged, 
especially  those  with  cardiac  disease,  may  be  dis- 
pelled by  the  fact  that  one  week  after  operation 
90  per  cent  or  more  of  the  patients  were  still 
alive.  It  is  evident  that  they  withstood  opera- 
tion, anesthesia,  and  the  early  postoperative 
course  well. 

Fatal  myocardial  infarction  may  occur  during 
or  shortly  after  operation.  Some  of  these  may  be 
avoidable,  others  probably  not  despite  the  best 
care.  A few  instances  of  congestive  failure  also 
occurred,  but  these  are  today  easily  amenable 
to  control . Death  was  usually  due  to  the  primary 
disease  or  to  superimposed  infection  which 
these  debilitated  patients  easily  contracted  and 
succumbed  to. 

We  have  observed  that  many  old  patients  in  a 
terminal  state  who  are  operated  upon  die  soon 
from  their  primary  disease.  The  outlook  is  poor 
when  malnutrition,  dehydration,  and  anemia  are 
marked.  Operation  under  these  circumstances 
may  be  merely  mutilation.  Since  the  mortality  is 
high,  only  unavoidable  surgery  should  be  per- 
formed. Despite  associated  cardiovascular  dis- 
ease, operation  may  be  successful,  but  the 


patients  die  of  the  primary  disease  and  not  from 
cardiovascular  complications. 

The  mortality  may  be  greatly  reduced  in  the 
aged  if  cachectic  patients  with  advanced  in- 
operable malignancies  are  not  operated  upon. 
Experience  shows  the  wisdom  of  breaking  down 
the  material  into  two  groups,  depending  upon  the 
preoperative  nutritional  status.  The  mortality 
rate  is  parallel  to  the  severity  of  cachexia  and  in 
such  patients  may  reach  75  per  cent.  The  cardiac 
status,  however,  is  not  the  primary  or  even  a 
frequent  cause  of  death  in  the  aged. 

Since  the  Montefiore  Hospital  is  a hospital  for 
chronic  diseases,  many  patients  admitted  to  the 
cancer  wards  from  many  institutions  are  in  ex- 
tremely poor  condition  approaching  cachexia. 
For  this  reason  operative  results  in  this  type  of 
patient  are  frequently  poor. 

On  the  other  hand,  it  has  been  encouraging  to 
observe  how  well  patients  in  the  eighth  and  ninth 
decades  withstand  extensive  major  surgery  if 
their  physical  condition  is  fairly  good.  It  is 
evident  that  the  surgical  neglect  of  the  aged  is  un- 
warranted, since,  barring  poor  physical  condi- 
tion, they  may  be  operated  on  successfully  at  any 
period. 

Summary  and  Conclusions 

1.  Surgery  at  all  ages,  including  the  ninth 
decade,  may  be  successfully  undertaken  in  the 
absence  of  severe  malnutrition  or  dehydration. 
The  factors  of  dehydration  and  malnutrition 
make  possible  a prognostic  division  into  two 
groups.  In  the  presence  of  cachexia  the  mortality 
is  high,  and  in  the  moribund  individual  surgery 
may  be  merely  mutilation.  Those  who  survive 
frequently  die  soon  after  operation,  not  from 
heart  disease  but  from  the  primary  disease  or  in- 
fection. The  group  in  good  nutrition  and  hydra- 
tion does  well  despite  underlying  cardiovascular 
disease. 

2.  Anesthesia  must  be  planned  to  attain  easy 
induction  and  conduction  and  to  avoid  acidosis, 
struggling,  retching,  or  serious  fall  in  blood  pres- 
sure which  may  be  associated  with  acute  myocar- 
dial infarction.  Anoxia,  the  primary  danger  in 
heart  disease,  may  be  lessened  by  using  the  intra- 
venous barbiturates,  gases  allowing  a high  con- 
centration of  oxygen,  local  anesthesia,  and  cu- 
rare. Gases  causing  asphyxia,  like  nitrous  oxide 
alone,  have  no  place  in  anesthesia  in  heart  disease. 

3.  Myocardial  infarction  offers  little  problem 
providing  that  at  least  three  months  have  elapsed 
since  the  acute  episode.  Occasionally  acute 
myocardial  infarction  occurs  shortly  after  opera- 
tion despite  all  precautions.  Dangerous  fall  in 
blood  pressure  associated  with  spinal  anesthesia  is 
avoided  by  giving  vasoconstrictor  drugs  before 
and  during  operation. 
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4.  Congestive  failure  is  no  contraindication, 
providing  that  anesthesia  compatible  with  a high 
concentration  of  oxygen  is  given  and  that  failure 
is  treated  adequately.  Hypervolemia  from  excess 
intravenous  fluids,  especially  those  containing 
large  amounts  of  sodium,  is  to  be  avoided. 

5.  Shock  and  hemorrhage  are  treated 
promptly  since  they  may  cause  additional  myo- 
cardial anoxia,  especially  in  the  enlarged  heart  or 
the  one  with  coronary  arteriosclerosis,  and  myo- 
cardial infarction. 

6.  In  the  aged  with  acute  surgical  conditions, 
it  is  not  feasible  to  attempt  to  bring  the  levels  of 
proteins,  hemoglobin,  or  red  cells  to  normal  but 
to  give  adequate  blood,  fluids,  and  vitamins  and 
operate  when  the  patient  has  reached  his  pre- 
sumably best  operative  shape.  Fluids  and  blood 
should  not  be  given  indiscriminately  or  rapidly 
since  they  may  precipitate  failure. 

7.  Providing  that  selection  is  correct,  the 
aged  stand  major  surgical  procedures  at  prac- 
tically any  age,  despite  associated  cardiovascular 
disease. 

1085  Park  Avenue 
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CARCINOMA  IN  THE  VARIOUS  TYPES  OF  GOITER:  SURVIVAL 
FOLLOWING  TREATMENT 

Jess  Stubenbord,  M.D.,  F.A.C.S.,  and  Alfred  H.  Noehren,  M.D.,  F.A.C.S.,  Buffalo,  New 
York 

i 

( From  the  Deaconess  Hospital) 


THE  incidence  of  malignancy  occurring  in  the 
thyroid  gland  has  been  studied  by  many 
investigators.  The  following  is  a study  of  2,106 
cases  of  goiter  on  which  surgery  was  performed 
during  a period  of  twenty  years  at  the  Deaconess 
Hospital.  This  series  is  divided  into  four  com- 
plete five-year  periods.  Practically  all  of  the 
patients  lived  in  the  Buffalo  and  western  New 
York  area.  A total  of  44  malignancies  was 
encountered,  all  of  which  were  confirmed  by 
microscopic  diagnosis  postoperatively. 

Cole  in  1945  reported  a high  incidence  of  17.1 
per  cent  of  malignancy  in  nontoxic  nodular 
goiter.1  Reports  prior  to  that  were  not  broken 
down  to  show  the  incidence  of  malignancy  in 
the  various  types  of  goiters.  Furthermore,  he 
found  that  on  breaking  down  his  series  the  inci- 
dence of  carcinoma  in  solitary  nodules  was  24.2 
per  cent  in  contrast  to  9.8  per  cent  for  the  mul- 
tinodular types  of  nontoxic  nodular  goiters.  In 
the  present  paper  the  series  was  broken  down  to 
show  the  numbers  of  malignancies  in  each  type. 
Our  series  included  the  following  cases  operated 
upon:  707  diffuse  goiter— ten  nontoxic,  697 
toxic;  1,399  nodular  goiter — 301  nontoxic,  1,098 
toxic  (Table  I). 

In  the  nodular  group  were  found  on  micro- 
scopic examination  42  cases  of  carcinoma. 

In  a further  breakdown  of  this  series  of  2,106 
operations  we  found  only  six  carcinomas  in  toxic 
glands  as  shown  in  Table  I.  While  our  series 
shows  a much  lower  percentage  of  malignancy 
than  the  series  of  Cole1,2  and  that  of  Crile,3  who 
reported  10.9  per  cent  incidence  of  carcinoma  in 
274  cases  of  nontoxic  nodular  goiter,  it  again 
demonstrates  the  necessity  of  regarding  nodular 
goiter  as  a potential  source  of  real  danger  as  a 
precursor  of  carcinoma  of  the  thyroid.  In  this 
series  of  carcinomas  studied,  the  multinodular 
nontoxic  type  contained  16  malignancies  and  the 
single  nodular  non  toxic  type  21  cases  of  carcinoma. 
All  the  other  types  of  goiter  operated  upon  ac- 
counted for  only  seven  carcinomas. 

The  2,106  cases  operated  upon  were  broken 
down  into  four  five-year  periods,  starting  in  1930, 
for  the  purpose  of  studying  not  only  incidence 
but  also  survival.  The  last  period  which  will 
include  1950  through  1954  will  not  be  reported  in 
this  paper,  but  a preview  of  carcinomas  encoun- 
tered in  this  unfinished  period  would  indicate 


TABLE  I. — Number  of  Goiters  Operated  in  a Twenty- 
Year  Period 


Types  of  Goiter 

Number 

Operated 

Number  of 
Carcinomas 

Single  nodular 

Toxic 

204 

4 

Nontoxic 

532 

21 

Multiple  nodular 

Toxic 

244 

1 

Nontoxic 

419 

16 

Total  nodular  goiters 

1,399 

42 

Diffuse 

Toxic 

697 

1 

Nontoxic 

10 

1 

Total  diffuse  goiters 

707 

2 

Total  goiters  operated 

2,106 

44 

TABLE  II. — Five-Year 

Incidence  of 

All  Goiters 

(Diffuse  and  Nodular,  Toxic  and  Nontoxic) 

Period  Number 

Carcinomas 

Per  Cent 
Carcinoma 

1930  through  1934  255 

6 

2.3 

1935  through  1939  554 

6 

1.0 

1940  through  1944  648 

10 

1.5 

1945  through  1949  649 

22 

3.5 

Total  2,106 

44 

2.08 

at  the  present  time  a moderately  increased  in- 
cidence of  carcinoma  over  the  period  of  1945 
through  1949  as  reported  in  this  paper  (to 
date,  6.9  per  cent  of  all  nodular  and  7.4  per 
cent  of  single  nodular  non  toxic  goiters). 

The  earlier  period,  1930  through  1934  (Table 
II  of  this  report),  shows  a higher  incidence  of 
malignancy  than  the  two  succeeding  five-year 
periods.  However,  the  periods  of  1935  through 
1939,  1940  through  1944,  and  1945  through  1949 
each  show  a successive  incidence  of  increase  of 
malignancy  as  well  as  the  period  from  1950  on, 
which  is  still  incomplete.  Perhaps  the  higher 
incidence  of  the  earliest  period  (1930  through 
1934)  is  due  to  the  fact  that  little  or  no  sur- 
gery on  the  thyroid  was  performed  prior  to  1929 
at  this  hospital,  and  also  it  was  noted  that  the 
earlier  carcinomas  operated  on  between  1930  and 
1934  were  patients  who  had  had  the  lumps  in  the 
goiter  a longer  time.  This  again  shows  the 
danger  of  permitting  nodules,  particularly  single 
ones,  to  remain  in  the  neck. 

Table  II  shows  the  increasing  instance  of 
malignancy  from  1935  to  1950  covering  the  total 
cases  of  all  types  operated  on  for  goiter. 

Table  III,  which  includes  all  nodular  goiters 
in  this  series,  multiple  and  single,  toxic  and  non- 
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TABLE  III. — Five-Year  Incidence  op  All  Nodular 
Goiters  (Single  and  Multiple.  Toxic  and  Nontoxic) 


Period  Number 

Carcinomas 

Per  Cent 
Carcinoma 

1930  through  1934  160 

6 

3.7 

1935  through  1939  330 

5 

1.8 

1940  through  1944  440 

10 

2.2 

1945  through  1949  469 

21 

4.47 

Total  1,399 

42 

3.00 

toxic,  likewise  shows  an  increase  of  incidence 
from  1.8  per  cent  in  1935  through  1939  to  4.47 
per  cent  in  the  1945  through  1949  period. 

Table  IV,  which  shows  the  multiple  nodular 
goiters,  toxic  and  nontoxic,  indicates  a similar 
increase  of  incidence.  In  breaking  down  the 
series  still  further  into  the  various  types  of  goiter, 
we  find  that  16  carcinomas  were  encountered  in 
419  nontoxic  goiters.  The  incidence  in  period 
from  1945  through  1949  was  4.7  per  cent. 

An  increased  incidence  of  carcinoma  is  shown 
in  Table  V in  which  all  single  nodular  goiters 
are  listed,  including  toxic  and  nontoxic,  with  an 
incidence  of  5.3  per  cent  in  the  1945  through  1949 
period  when  14  carcinomas  were  found  in  261 
cases  of  this  type  operated  on.  The  single  non- 
toxic goiters  had  an  incidence  of  6.6  per  cent  of 
carcinomas  in  the  last  period.  It  is  quite 
possible  from  the  figures  now  being  studied  that 
this  will  also  show  a further  increase  in  the  next 
five-year  series,  as  yet  incomplete. 

Relationship  of  Hyperthyroidism  and 
Carcinoma 

One  carcinoma  was  found  in  697  cases  of  toxic 
diffuse  goiters,  an  incidence  of  0.14  per  cent. 
Another,  a Hurthle  cell  carcinoma,  was  found 
in  a nontoxic  diffuse  goiter.  As  Cole  states, 
“If  a toxic  diffuse  goiter  is  present  one  can  almost 
dismiss  completely  the  possibility  of  carcinoma, 
particularly  if  the  toxicity  is  of  more  than  mild 


type.”2  The  patient  operated  in  our  case  of 
carcinoma  in  a toxic  diffuse  goiter  was  not  as 
toxic  as  the  others  in  a comparison  of  physical 
and  laboratory  signs. 

The  rarity  of  carcinoma  in  toxic  diffuse  goiter 
is  further  noted  by  Ward,  who  found  the  inci- 
dence of  malignancy  in  all  types  of  toxic  goiter 
to  be  low,  as  may  be  seen  in  Table  V on  single 
nodular  goiter  of  the  toxic  variety  (only  four  ma- 
lignancies in  214  operative  cases).4  In  Table 
IV  out  of  a total  of  204  multiple  nodular  toxic 
goiters  one  carcinoma  was  found.  It  would  seem 
from  this  study  that  the  incidence  of  toxicity  in 
combination  with  malignancy,  while  not  un- 
common in  the  nodular  type  of  goiter,  is  still 
sufficiently  low  to  be  noteworthy.  In  other 
words  does  a toxic  goiter  give  a certain  degree 
of  immunity  to  carcinoma?  It  would  be  an 
interesting  study  to  determine  the  relative  inci- 
dence of  carcinoma  in  general,  e.g.,  in  cretins, 
and  in  the  euthyroid  patient.  An  attempt  was 
made,  but  the  study  would  be  difficult  since  no 
figures  are  available  for  such  a study. 

In  this  hospital  no  case  of  carcinoma  in  any 
other  part  of  the  body  was  found  coexistent  with 
thyrotoxicosis.  In  a personal  communication 
from  Willis,  he  cites  a case  of  a tumor  of  the 
parotid  gland  in  a thyrotoxic  woman,  aged  thirty- 
nine  years,  and  a case  of  carcinoma  of  the  breast 
in  a forty-nine  year-old  thyrotoxic  patient. 5,6 

He  further  queries  whether  the  uncommonness 
of  the  coexistence  may  be  due  to  the  fact  that 
thyrotoxicosis  is  mainly  seen  in  young  people, 
and  whether  or  not  people  who  have  had  thyro- 
toxicosis are  later  less  likely  to  die  of  cancer  than 
others  is  a question,  that  could  be  settled 
only  by  a careful  statistical  investigation. 

The  hospital  charts  of  all  patients  labelled 
toxic  among  these  carcinomas  were  carefully 
screened.  Not  merely  one  high  basal  test 
or  just  plain  nervousness  was  taken  aS  a 


TABLE  IV. — Incidence  of  Multiple  Nodular  Goiters  in  a Twenty-Year  Period 


AT 

Number 

Carcinomas 

Per  Cent 

Number 

Carcinomas 

Per  Cent 

Number 

1*1  UllipiC  i*  V 

Carcinomas 

Per  Cent 

1930  through  1934 

40 

0 

0 

30 

3 

10.0 

70 

3 

4.2 

1935  through  1939 

75 

1 

1.3 

70 

1 

1.42 

145 

2 

1.3 

1940  through  1944 

50 

0 

0 

150 

4 

2.6 

200 

4 

2.0 

1945  through  1949 

39 

0 

0 

169 

8 

4.7 

208 

8 

3.8 

Total 

204 

1 

0.32 

419 

16 

4.68 

623 

17 

2.82 

TABLE  V. — Incidence  of  Single  Nodular  Goiters  in  a Twenty-Year  Period 

XT a. 

tal  Single  Noduls 
Carcinomas  Pe 

Number  Carcinomas 

Per  Cent 

Number 

Carcinomas 

Per  Cent 

Number 

sr  Cent 

1930  through  1934 

47 

2 

4.2 

43 

1 

4.62 

90 

3 

3.3 

1935  through  1939 

85 

1 

1.1 

100 

2 

2.0 

185 

3 

1.6 

1940  through  1944 

60 

1 

1.6 

180 

4 

2.2 

240 

5 

2.1 

1945  through  1949 

52 

0 

0 

209 

14 

6.6 

261 

14 

5.3 

Total 

244 

4 

1.72 

532 

21 

3.86 

776 

25 

3.08 

June  15,  1952] 


CARCINOMA  IN  VARIOUS  TYRES  OR  GOITER 


1541 


criterion  of  toxicity.  As  found  by  one  of  the 
authors,7  nervousness  that  manifests  itself  in 
paroxysms  and  is  not  continuous  is  seldom  due 
to  hyperthyroidism.  Emphasis  is  placed  on  a 
constant  tachycardia,  present  even  at  rest  and 
at  the  end  of  a basal  metabolism  test  and  not 
just  under  provocation.  Most  patients  who 
know  that  they  have  a goiter  will  volunteer  that 
they  are  nervous;  perhaps  the  agitation  is  due 
to  the  thought  of  possible  surgery  and  not  due 
to  toxicity. 

Increasing  Incidence  of  Malignancy 

Our  figures  show  a definite  increase  in  the  inci- 
dence of  malignancy.  It  is  certain  that  the 
incidence  of  malignancy  is  more  accurately  por- 
trayed if  the  series  is  broken  up  into  the  various 
types  of  goiter  as  Cole  did  in  1945  and  1949. 1,2 
When  all  goiters  operated  upon,  both  smooth 
and  nodular,  toxic  and  non  toxic,  are  considered, 
the  figures  do  not  accurately  portray  the  danger 
of  malignancy  occurring  in  single  or  multiple 
nodules  of  the  nontoxic  type,  and  there  are  many 
people  walking  about  with  nodules,  a certain 
percentage  of  which  are  destined  for  malignant 
degeneration  if  surgical  intervention  does  not 
occur.  For  example,  Horn  cites  an  incidence  of 
3 per  cent  of  carcinoma  for  all  surgically  treated 
goiters  (62  in  2,079),  but  5.5  per  cent  of  surgically 
treated  nodular  goiters  (1,185). 8 Ward  shows 
3.0  per  cent  and  4.8  per  cent,  respectively.4 
Brenizer  and  McKnight  show  4 per  cent  in  nodular 
goiters.9  Foss,  taking  an  average  of  11  reports 
of  11  different  authors,  found  an  incidence  of 
2.37  per  cent  of  malignancy.10 

Our  figures  show  2.08  per  cent  in  all  surgically 
treated  goiters,  but  in  the  last  period  about  7 
per  cent  were  in  the  single  nodular  nontoxic 
type.  Hinton  and  Lord  make  the  following 
interesting  observation,  “The  incidence  of  car- 
cinoma is  7.6  per  cent  in  clinically  benign  nodular 
goiters  as  compared  to  an  incidence  of  6.7  per 
cent  in  clinically  benign  breast  lesions.”11 

We  feel  surgery  is  indicated  in  nodular  goiter, 
and  this  was  emphasized  by  Jackson  who  stated 
that  carcinoma  of  the  thyroid  is  the  most  easily 
preventable  type  of  malignant  growth  since  it 
arises  in  a pre-existing  adenoma  in  nine  out  of 
every  ten  cases  and  further  that  it  would  there- 
fore be  eliminated  in  90  per  cent  of  cases  if  all 
adenomas  were  removed  when  found.12 

Sex  Incidence 

In  this  series  of  44  carcinomas,  36  were  in 
females,  and  eight  were  found  in  males,  a ratio 
of  4.5  females  to  one  male.  Usually  in  all 
goiters  the  ratio  is  6 : 1 . In  our  series  the  ratio 
of  all  goiters  was  7.2  females  to  one  male.  Thus, 
while  the  incidence  of  goiter  is  greater  in  the 


TABLE  VI. — Age  Distribution  of  Malignancies 


Age 

Number  of 
Carcinomas 

10  to  20  years 

i 

20  to  30  years 

4 

30  to  40  years 

9 

40  to  50  years 

10 

50  to  60  years 

10 

60  to  70  years 

6 

70  to  80  years 

3 

80  to  90  years 

1 

Total 

44 

female,  the  chances  of  the  males  who  have  goiter 
to  become  malignant  are  greater.  Other  authors 
found  the  following  ratio  of  the  sex  incidence 
(female  to  male)  of  carcinoma  of  the  thyroid: 
Watson  and  Pool,  2:1;  Pemberton,  1.74:1; 
Clute,  7:1;  Ward  and  Hendrick,  4 or  3:1. 13-16 

Age 

The  average  age  in  this  series  was  47.9  years. 
The  youngest  was  fourteen  and  the  eldest  was 
eighty  years.  The  ages  in  which  the  malig- 
nancies were  distributed  are  shown  in  Table  VI. 

That  thyroid  cancer  is  not  uncommon  in 
children  is  attested  by  Hare  and  Pemberton  and 
Lovelace,  and  Lahey  further  admonishes  that 
malignancy  of  the  thyroid  has  • occurred  in  so 
many  young  people  in  his  experience  that  one 
cannot  depend  upon  youthfulness  in  patients 
with  adenomata  of  the  thyroid  as  a protection 
against  possible  malignant  degeneration.17-19 

Duration  of  the  Mass 

The  average  duration  of  the  mass  in  cases 
studied  in  this  series  was  8.54  years.  Seventeen 
gave  a history  of  having  a lump  in  the  neck  over 
ten  years,  one  of  which  was  of  thirty-five  years 
duration,  one  for  thirty-seven  years,  and  two 
had  a mass  in  the  thyroid  for  forty  years.  Hence 
it  is  not  safe  to  predict  freedom  from  danger  of 
malignancy  because  a patient  has  an  asympto- 
matic nodule  for  several  years. 

Diagnosis 

Of  the  44  cases  of  carcinoma  found  in  the  series 
of  2,106  operations,  preoperative  diagnosis  was 
made  in  11  cases  (25  per  cent).  A few  cases  in 
the  past  were  diagnosed  as  carcinoma  but  turned 
out  to  be  either  Hashimoto’s  or  Riedel’s  disease. 

The  symptoms  most  often  encountered  in  the 
cases  in  order  of  frequency  were  enlargement 
of  the  nodule  and  dyspnea,  mostly  mild,  severe 
in  only  2 cases.  Dysphagia  of  varying  degrees, 
slight  weight  loss,  and  slight  nervousness  not  re- 
lated to  toxicity  were  present  in  more  than  a few 
cases.  Other  symptoms  such  as  hoarseness, 
cough,  weakness,  pain,  aphonia,  etc.,  were  not  fre- 
quent enough  in  the  majority  of  our  cases  to  be  of 
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diagnostic  value.  We  have  had  these  same  symp- 
toms occur  in  nodular  goiter  with  no  malignancy. 
Eleven  cases  had  no  symptoms  since  the  lumps 
were  found  only  in  physical  examination  and  were 
unknown  to  the  patient.  The  value  of  any  one 
symptom  or  combination  of  symptoms  leading 
to  diagnosis  of  malignancy  is  questionable. 

Pathogenesis 

The  pathogenesis  and  microscopic  pathology 
has  been  covered  many  times  by  many  authors. 
There  is  a disagreement  among  pathologists 
as  to  the  criterion  or  criteria  for  malignancy. 
Graham  stressed  the  importance  of  blood  vessel 
invasion  as  the  only  criterion  of  malignancy  with 
respect  to  some  encapsulated  tumors.20  Many 
clinicians  and  pathologists,  including  the  authors 
of  this  paper,  believe  that  early  carcinoma  can 
be  diagnosed  by  other  criteria.  Pemberton  de- 
scribed a nuclear-nucleolar  ratio  that  could  be 
utilized  as  a criterion  to  determine  malignancy.21 
Coller  mentions  a personal  communication  from 
Warthin  who  used  the  same  criteria  as  for  other 
carcinomas.22  Briefly,  in  addition  to  blood 
vessel  invasion,  we  use  infiltration,  atypical 
mitotic  figures,  number  of  mitotic  figures,  hy- 
perchromatic  nuclei,  and  loss  of  differentiation — 
in  short,  the  criteria  as  for  other  malignancies. 

Various  authors,  e.g.,  Dello,  Graham,  Levi, 
and  Smith,  estimate  that  from  80  to  90  per  cent 
of  all  thyroid  carcinomas  arise  in  pre-existing 
nodular  goiters.23-26 

A useful  clinical-pathologic  classification  now 
used  by  the  American  Goiter  Association,  which 
was  adopted  from  Graham  and  suggested  by 
Shields  Warren,27  is  briefly  as  follows: 

Group  7.— This  group  constitutes  a low  grade 
of  malignancy  (malignant  adenomata,  adeno- 
mas with  blood  vessel  invasion  and  papillary 
cystadenomas).  The  origin  of  this  group  of 
malignancies  is  in  benign  fetal  or  embryonal 
adenomas.  These  may  occur  discretely  or 
as  multiple  adenomata.  Lymphatic  vessel 
metastases  do  not  occur  generally  until  the 
tumor  has  infiltrated  and  invaded  the  capsule. 

Group  II. — Those  of  a moderate  degree  of 
malignancy:  (1)  papillary  adenocarcinoma, 

(2)  alveolar  adenocarcinoma,  (3)  Hurthle  cell 
carcinoma.  These  are  stated  to  arise  most 
commonly  from  an  adenoma  but  may  develop 
from  a part  of  the  gland  free  from  an  adenoma. 
This  group  is  histologically  less  differentiated 
than  the  first  group.  While  the  growth  may 
invade  the  capsule  early  and  give  rise  to  early 
cervical  metastases,  there  is  a tendency  to 
remain  localized  in  that  region  for  some  time. 
This  makes  feasible  the  treatment  of  radical 
neck  dissection  and  removal  of  the  affected 
lobe  and  isthmus. 


Group  III. — This  group  constitutes  a high 
degree  of  malignancy:  (1)  carcinoma  simplex 

(small  cell),  diffuse  and  compact  type,  (2)  giant 
cell  carcinoma,  (3)  others — (a)  angiosarcoma, 
(6)  fibrosarcoma,  (c)  epidermoid  carcinoma. 
These  have  origin  within  a pre-existing  be- 
nign adenoma  or  arise  from  a gland  which  is 
not  goiterous.  In  Group  III  the  tumor  grows 
with  great  rapidity,  the  contiguous  tissues 
are  rapidly  invaded,  and  there  are  metastases 
to  the  regional  and  distant  nodes. 

In  our  series  the  carcinomas  may  be  fitted  into 
the  preceding  groups  as  follows: 

Number 

of 

Carcinomas 

Group  I 

Adenoma  with  blood  vessel  in- 


vasion 15 

Papillary  cystadenoma  5 

Group  II 

Papillary  adenocarcinoma  17 

Alveolar  adenocarcinoma  3 

Hurthle  cell  carcinoma  1 

Group  III 

Small  cell  or  carcinoma  simplex  2 

Giant  cell  carcinoma  1 

Total  44 


Metastases 

Of  the  44  cases  of  carcinoma,  known  metas- 
tases were  found  either  at  surgery  or  developed 
later  in  17  cases  (38  per  cent).  In  order  of 
frequency,  they  were  found  in  this  series  in 
cervical  lymph  nodes,  eight  cases ; lungs,  five 
cases;  skull,  two  cases;  pelvic  bones,  one  case;  cer- 
vical spine,  one  case.  This  compares  with  other 
series  in  the  number  and  distribution  of  known 
metastases.  Horn  found  metastases  occurring 
in  25  per  cent  of  71  cases,  most  frequently  in 
cervical  lymph  nodes  (11  times),  bones  nine 
times,  and  in  the  lungs  six  times.8  Lange  found 
metastases  in  the  following  order  of  frequency: 
lung,  cervical  lymph  nodes,  mediastinum,  skull, 
pelvis,  brain,  and  adrenal.28 

Survival 

The  survival  rate  in  this  series  is  found  to  be  in 
inverse  proportion  to  a preoperative  diagnosis. 
It  is  well  known  that  the  best  survival  rates  are 
in  those  cases  diagnosed  microscopically  and 
unsuspected  clinically. 

Period  from  1930  through  193J+. — There  were  six 
carcinomas  found  in  255  operations  in  this  period. 
Four  patients  with  malignancies  expired  (a 
mortality  of  66  per  cent  from  carcinoma),  three 
of  known  metastases.  One  of  these,  diagnosed 
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preoperatively,  was  dead  in  nine  months,  and 
the  other  two,  not  diagnosed  preoperatively, 
died  within  two  years  after  surgery.  One  patient 
who  died  within  a year  but  with  no  known  metas- 
tases  was  signed  out  as  cardiac  decompensation. 
The  two  surviving  patients  are  doing  their  every- 
day work. 

Period  from  1935  through  1939. — In  554  opera- 
tions there  were  six  carcinomas  with  two  deaths, 
two  survivals,  and  two  lost  to  follow-up.  One 
patient  died  of  metastases  in  nine  months,  and  the 
other  lived  six  years  and  then  died  of  lung  and 
bone  metastases.  One  of  the  known  surviving 
patients  had  a block  dissection  of  the  neck  for 
cervical  metastases  at  the  time  of  surgery. 

Period  from  194-0  through  1944 • — There  were  ten 
carcinomas  in  648  operations  in  this  period.  Two 
of  these  patients  are  still  living,  one  was  lost  to 
follow-up,  and  seven  expired.  One  patient 
died  from  other  causes,  i.e.,  cardiac,  but  it  is 
interesting  to  note  that  six  patients  out  of  ten 
cases  of  carcinoma  died  of  metastases  in  this 
period. 

Period  from  1945  through  1949. — In  a total  of 
649  operations  there  were  22  carcinomas  with  15 
patients  still  living.  Of  the  seven  that  expired, 
six  died  of  metastases  and  one  of  other  causes. 
It  is  too  early  to  make  a full  report  on  the  survival 
of  this  group.  However,  of  those  living,  two  have 
known  metastases.  One  of  these  cases,  operated 
upon  in  1947,  had  a recurrence  in  the  skin  which 
was  removed  surgically  in  1950,  followed  by  x-ray 
therapy.  Sixteen  months  later  there  was  no 
evidence  of  other  metastases  or  recurrence,  but 
it  is  too  early  to  make  any  prediction  in  view  of 
previous  experience. 

In  this  latter  period,  33  per  cent  have  already 
expired.  The  percentage  will  probably  be 
higher  with  a lapse  of  time.  Most  of  the  cases 
which  are  still  surviving  over  a period  of  five 
years  were  of  the  papillary  type.  None  diag- 
nosed preoperatively  as  definite  cancer  is  surviv- 
ing. 

Some  of  those  who  survived  over  five  years  and 
lived  a normal  life  died  later  of  metastases  after 
the  five-year  period. 

Prognosis 

In  our  series,  the  only  good  results  were  found 
in  those  cases  which  clinically  were  not  suspected 
of  malignancy.  Horn  et  al.  emphasized  this  point 
in  favor  of  early  removal  of  all  nodular  goiters.8 
Likewise  Bloodgood  in  1905  stated  that  there  is 
little  or  no  hope  in  carcinoma  of  the  thyroid  if 
the  operation  is  performed  when  the  tumor  has 
reached  a stage  where  clinical  diagnosis  can  be 
made.29  Lahey  stated  that  “the  logical  approach 
to  decreasing  the  number  of  patients  who  lose 
then’  life  from  malignancy  arising  in  any  given 


organ  is  above  any  other  consideration  concerned 
with  the  removal  of  premalignant  lesions  in  that 
organ  when  such  states  are  known  to  exist.”19 

We  have  found  several  cases  where  the  patient 
had  an  apparent  cure  until  metastases  occurred 
in  one  after  six  years  and  another  after  eight 
years,  preceding  which  the  patient  was  normal. 
Many  examples  of  these  recurrences  are  cited  in 
the  literature,  among  which  are  Rosh  and  Raider 
and  Watson  and  Pool.30,13 

Possible  Relation  of  New  Drugs  to 
Carcinoma 

At  present  there  is  no  clinical  evidence  that  the 
new  antithyroid  drugs  which  can  render  either 
a toxic  nodular  or  toxic  diffuse  goiter  euthyroid 
may  more  easily  permit  the  thyroid  gland  to 
undergo  malignant  degeneration. 

In  experimental  work  there  are  some  very 
interesting  findings,  e.g.,  Wilson  found  a car- 
cinogen 2-aceto-amino-fluorene,  which,  if  fed 
to  rats,  produced  frequent  neoplasms  in  the 
tissues  which  had  a low  incidence  of  spontaneous 
occurrence  of  tumors.  Bielchowski  confirmed 
Wilson’s  work,  but  while  other  organs  developed 
a high  incidence  of  tumors,  the  thyroid  did  not 
until  he  induced  intensive  hyperplastic  changes 
in  the  thyroid  with  thiourea.31  After  inducing 
the  hyperplasia  with  thiourea,  he  fed  the  animals 
2-aceto-aminofluorene.  These  rats  then  de- 
veloped invasive  epithelial  tumors  of  the  thyroid. 
If  an  innocent  nodule  in  the  thyroid  can  degen- 
erate into  a carcinoma  in  from  eight  to  twenty 
years  or  more,  is  the  control  of  hyperthyroidism 
with  the  antithyroid  drugs  all  that  is  necessary, 
especially  in  a nodular  toxic  goiter?  Will  the 
toxic  diffuse  and  toxic  nodular  goiters  controlled 
with  antithyroid  drugs  degenerate  more  easily 
into  carcinoma  at  some  future  time? 

Treatment 

Our  treatment  may  be  summarized  briefly 
as  follows: 

1.  For  a solitary  nodule  with  no  evidence  of 
metastases,  the  lobe  of  the  gland  is  removed, 
usually  including  the  isthmus.  In  the  last 
few  years  we  have  been  using  deep  x-ray  therapy 
postoperatively  in  nearly  all  cases,  even  with  no 
evidence  of  spread.  Prior  to  this  only  a selected 
few  were  given  postoperative  radiation. 

There  is  no  general  agreement  on  the  value 
of  postoperative  radiation  in  such  cases.  Guz- 
man, who  had  more  advanced  cases,  treated 
36  with  roentgen  therapy  in  a series  of  63  cancers 
of  the  thyroid.32  In  the  cases  so  treated  all  had 
invaded  the  capsule  or  extended  beyond.  The 
previous  surgical  procedures  were  limited  when 
the  patient  was  referred  for  radiation  to  him.  He 
noted  in  these  cases  that  irradiation  was  bene- 
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ficial..  With  but  two  exceptions  ulceration  was 
healed,  and  dysphonia,  dysphagia,  and  pain  were 
alleviated.  In  no  case  wras  the  condition  made 
worse  or  the  life  span  shortened.  Haagensen  in 
1931  was  the  first  to  report  on  the  value  of  radia- 
tion therapy  and  to  correlate  it  with  the  various 
histologic  types  using  Ewing’s  histologic  classifi- 
cation.33 

2.  Papillary  carcinoma  in  younger  patients  is 
treated  by  hemithyroidectomy  plus  the  isthmus. 
Also  nonmutilating  incisions,  if  necessary  mul- 
tiple, excising  the  enlarged  lymph  glands,  as  and 
only  when  they  become  involved,  are  used. 

3.  If  the  nodes  are  widely  involved,  block  dis- 
section plus  the  lobe  involved  with  the  isthmus  is 
performed. 

4.  In  adenocarcinoma  total  thyroidectomy  is 
the  treatment  of  choice  if  it  is  possible  and  sub- 
sequently block  dissection  when  glands  are  found 
clinically  involved. 

5.  Those  cases  presenting  with  rapidly  grow- 
ing tumors  are  treated  by  total  thyroidectomy 
plus  adequate  postoperative  x-ray  treatment.  In 
these  cases  irradiation  may  be  given  without  sur- 
gery, with  as  good  results. 

6.  With  solitary  metastasis  to  the  lung  x-ray 
therapy  is  beneficial. 

7.  In  a late  solitary  metastasis,  e.g.,  in  an 
easily  accessible  bone  such  as  the  clavicle,  the  lat- 
ter may  be  surgically  excised. 

Radioactive  iodine  probably  has  its  maxi- 
mum usefulness  in  the  rare  form  of  thyroid  can- 
cer producing  metastases  with  hyperfunction. 

Conclusions 

1.  In  2,106  cases  of  goiter  operated  upon  we 
found  44  carcinomas. 

2 Nodular  goiter  may  be  considered  a pre- 
malignant  lesion  and  should  be  extirpated  at  an 
early  date,  regardless  of  the  lack  of  symptoms  or 
signs. 

3.  The  high  mortality  in  this  series,  we  feel, 
warrants  early  removal  of  nodular  asymptomatic 


goiter  at  any  age  since  youth  is  no  guarantee 
against  malignant  degeneration. 

4.  Likewise  it  is  felt  that  because  of  the  long 
duration  of  asymptomatic  lumps  before  malig- 
nancy was  found  in  this  series,  undue  delay  in  re- 
moval is  not  warranted. 

5.  The  hopelessness  of  clinically  diagnosed 
carcinoma  before  surgery  is  again  portrayed  by 
this  series. 

333  Lixwood  Avenue 
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The  only  way  to  keep  your  health  is  to  eat  what  you  don’t  want,  drink  what  you  don  t 
like,  and  do  what  you’d  rather  not. — Mark  Twain 


BACILLARY  AGGLUTINATION  REACTIONS  IN  TRICHINOSIS 
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MANY  authors  have  described  the  protean 
clinical  manifestations  of  trichinosis  since 
this  nematodal  disease  was  first  described  by  Sir 
James  Paget  in  1835.  The  purpose  of  this  discus- 
sion is  to  call  attention  to  the  occurrence  of 
agglutination  reactions  with  Salmonella  typhosa 
and  Proteus  X 19  in  specimens  from  patients  with 
trichinosis. 

The  diagnosis  of  trichinosis  is  generally  not 
easily  made,  particularly  when  the  disease  occurs 
sporadically  rather  than  in  epidemic  form.  Over 
50  different  disease  conditions  have  been  mis- 
takenly diagnosed  in  persons  ill  with  trichinosis, 
the  two  most  frequently  being  typhoid  fever  and 
rickettsial  diseases,  especially  typhus  fever.1  It 
is  unfortunate,  therefore,  that  serum  from  a pa- 
tient with  trichinosis  occasionally  reacts  strongly 
in  agglutination  tests  with  typhoid  bacilli  or 
Proteus  X 19. 

The  first  to  record  the  occurrence  of  positive 
Widal  reactions  in  trichinosis  were  Maase  and 
Zondek  in  1917. 2 In  three  cases  of  trichinosis 
proved  at  autopsy,  agglutinative  properties  were 
present  in  serum  dilutions  of  1 : 400,  using  a live 
antigen  of  typhoid  bacilli  (Gruber- Widal) . No 
agglutination  was  demonstrable,  however,  when 
a killed  typhoid  antigen  was  used  (Ficker  reac- 
tion) . In  none  of  the  cases  was  there  a history  of 
typhoid  fever  or  of  prophylactic  inoculation,  nor 
were  the  lesions  of  typhoid  fever  demonstrable  at 
autopsy.  Others  soon  made  the  observation  that 
the  Widal  reaction  was  not  regularly  positive  in 
trichinosis,  and  some  found  this  test  regularly 
negative.3  Conner  reported  two  patients  with 
trichinosis  who  developed  agglutinative  proper- 
ties for  typhoid  bacilli  after  recovery.4  In  one  of 
these  the  presence  of  reactions  was  transient; 
in  the  other,  repeated  specimens  agglutinated 
typhoid  bacilli,  on  one  occasion  in  a dilution  of 
1:2,560.  Dammin  in  1941  reported  a patient 
with  trichinosis  in  whose  specimens  no  floccular 
(H)  or  granular  (0)  agglutination  with  typhoid 
bacilli  was  demonstrated  initially,  but  approxi- 
mately sixteen  weeks  after  onset  of  symptoms 
specimens  gave  agglutination  in  serum  dilutions 
of  1:640  and  1:1,280,  respectively.6  Weil-Felix 
tests  using  Proteus  X 19  also  werejoerformed,  but 
agglutination  occurred  in  dilutions  no  higher 
than  1 : 40,  which  titer  can  be  found  in  21  per  cent 
of  random  sera. 

Two  cases  of  proved  trichinosis  have  come  to 
our  attention  in  which  agglutination  in  high  dilu- 


TABLE  I. — Serologic  Reactions  in  a Case  of  Trichino- 
sis 


. Agglutination ■ 

Complement 

S.  typhosa 

Fixation  Test 

Date 

Eloccu- 

Granu- 

Proteus 

for  Trichi- 

(1950) 

lar  (H) 

lar  (O) 

X 19 

nosis 

May  22 

1:40 

0 

0 

24 

6 

26* 

29 

1:40 

1:20 

6 

6 

31 

1 :80 

0 

0 

June  5 

1:160 

1:80 

1 : 160 

Titer  60 

14 

1:160 

1 : 80 

1:160 

Titer  300 

23 

1:160 

1 : 80 

1:80 

Titer  500 

July  .3 

1:80 

1:160 

1:40 

Titer  700 

October  17 

1:40 

1:20 

0 

Titer  250 

* Muscle  biopsy  of  this  date  showed  larvae  of  Trichinella 
spiralis. 


tions  with  typhoid  bacilli  was  obtained  relatively 
early  in  the  disease,  an  observation  not  hitherto 
reported.  Specimens  from  one  of  these  patients 
also  agglutinated  Proteus  X 19  in  high  dilutions. 

Case  Reports 

Case  1. — R.  W.,  an  eighteen-year-old  male,  was  a 
member  of  a household  in  which  an  outbreak  of 
trichinosis — nine  cases,  three  of  them  fatal — 
occurred.  The  patient  presented  symptoms  of 
diarrhea,  muscular  pains,  and  slight  cough  without 
prostration  or  severe  manifestations.  About  one 
week  from  the  onset  of  symptoms,  agglutination 
tests  on  his  serum  with  S.  typhosa  showed  granular 
(O)  agglutination  in  a titer  of  1:640  and  floccular 
(H)  agglutination  in  a titer  of  1:160.  Specimens 
from  four  other  members  of  the  family  tested  at  the 
same  time  showed  no  floccular  agglutination  and 
granular  agglutination  in  dilutions  no  higher  than 
1 : 40.  There  was  no  history  of  typhoid  fever  nor  of 
vaccination.  The  patient  presented  an  illness  of 
mild  character  as  compared  to  others  in  the  out- 
break. No  evidence  of  infection  with  Salmonella  or 
Shigella  was  found  by  serologic  and  bacteriologic 
examinations  of  blood  and  fecal  specimens,  respec- 
tively, from  the  patient  and  other  members  of  the 
family.  No  lesions  attributable  to  typhoid  fever 
were  found  at  autopsy  of  one  of  the  fatal  cases. 

Case  2. — W.  L.,  a thirty-eight-year-old  male,  had 
been  immunized  with  typhoid-paratyphoid  vaccine 
during  World  War  II  military  service.  He  became 
ill  in  the  middle  of  May,  1950,  with  fever,  diarrhea, 
and  general  pain.  Leukocytosis  and  eosinophilia 
were  demonstrated.  No  evidence  of  infection  with 
Salmonella  or  Shigella  was  found  by  serologic  and 
bacteriologic  examinations  of  blood  and  fecal  speci- 
mens. Blood  submitted  for  agglutination  tests 
showed  no  significant  reaction  with  antigens  of  S. 
typhosa,  Proteus  X 19,  Proteus  X 2,  Proteus  XK 
(Kingsbury),  Bacterium  tularense,  and  Brucella 
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abortus.  In  succeeding  specimens  the  last  four  anti- 
gens continued  to  show  no  significant  agglutina- 
tion. With  S.  typhosa  (0  and  H)  and  Proteus  X 19 
a progressive  rise  in  titer  was  seen  reaching  levels  of 
1 : 160  with  each  although  not  simultaneously  (Table 
I).  S.  typhosa  showed  floccular  agglutination  (H) 
which  rose  to  a sustained  peak  of  1 : 160  in  two  weeks, 
lasted  almost  three  weeks,  then  declined  to  insignifi- 
cant titers  by  the  end  of  two  months.  Granular 
agglutination  (0)  rose  more  slowly  and  reached  a 
peak  at  about  six  weeks  when  floccular  agglutina- 
tion was  declining.  Proteus  X 19  showed  a change 
resembling  S.  typhosa  (H).  Meanwhile  complement 
fixation  tests  for  trichinosis  showed  rise  in  titer  from 
no  reaction  in  the  first  two  weeks,  to  a titer  of  60  in 
three  weeks,  and  700  in  seven  weeks.  Reaction  was 
still  evident  at  the  fifth  month  when  other  tests  had 
reverted  to  normal  findings. 

Comment 

At  the  present  time  the  percentage  of  typhoid 
agglutination  reactions  of  the  sera  of  patients 
with  trichinosis  cannot  be  estimated.  We  have 
tested  sera  from  nine  trichinosis  patients  for 
agglutination  with  typhoid  bacilli;  of  the  nine, 
two  reacted  (above  cases),  and  seven  gave  no  re- 
action. This  percentage  of  reactions  we  feel  is 
higher  than  would  be  expected  from  a larger 
number  of  tests.  In  11  cases  of  trichinosis  in 
which  the  complement  fixation  test  varied  in  titer 
from  30  to  900,  there  was  no  significant  agglutina- 
tion of  the  sera  with  Proteus  X 19. 

The  reason  for  the  false  positive  agglutination 
of  the  bacillary  antigens  is  not  evident.  In  the 
outbreak  to  which  Case  1 belonged,  severity  of 
disease  judged  "by  clinical  assessment  is  not  the 


causative  factor.  If  it  could  be  assumed  that  the 
incitant  of  this  outbreak  was  the  same  strain  of 
Trichinella  spiralis,  then  differences  in  antigenic 
makeup  of  parasite  could  be  exluded.  The  very 
rarity  of  such  reactions  argues  against  an  antigen 
shared  by  Trichinella,  typhoid  bacilli,  and  Pro- 
teus X 19.  In  Case  2 the  low  peak  of  reactions 
to  the  bacillary  antigens  and  their  evanescence, 
as  compared  to  the  steady  rise  and  persistence  in 
antibody  to  Trichinella,  is  also  against  the  suppo- 
sition of  shared  antigen.  Moreover,  sera  of  high 
titer  against  Trichinella,  either  of  animal  or  hu- 
man origin,  show  no  disposition  to  cross-react 
with  the  bacillary  antigens.  At  present  it  can  be 
said  only  that  the  cross-reactions  mentioned  do 
occur  in  human  cases,  they  may  appear  early  in 
the  disease,  and  the  clinician  is  well  advised  to 
bear  it  in  mind  to  avoid  being  misled. 

Summary 

Significant  agglutination  with  S.  typhosa  and 
Proteus  X 19  antigens  may  occur  in  the  sera  of 
patients  with  trichinosis.  The  incidence  of  these 
reactions  is  not  high,  and  the  cause  is  obscure. 
Two  cases  are  presented  which  show  the  phe- 
nomenon early  in  the  course  of  the  disease. 
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ENGINEERS  WARNED  AGAINST  SOCIALIZATION 


“We  sit  idly  by  as  our  sister  profession,  medicine, 
is  under  coercion  and  political  damnation  because  it 
is  resisting  socialization.  Do  we  imagine  for  a 
moment  that  if  the  medical  profession  loses  this 
fight,  socialization  will  stop  there?  Of  course  not, 
and  our  profession  would  probably  be  next.  Do  we 
think,  or  even  hope,  that  we  could  continue  to  live 


professionally,  under  socialism?  Why,  socialized 
engineering  would  be  engineering  without  imagina- 
tion or  organization,  without  inspiration  or  aspira- 
tion. It  would  be  like  all  other  industry  that  has 
been  grasped  by  the  lethal  hand  of  socialism — sterile 
and  soulless.” — Colonel  Carlton  S.  Proctor  .President, 
American  Society  of  Civil  Engineers,  April  25,  1952 


MULTIPLE  PRIMARY  CARCINOMAS  IN  BLADDER  AND  KIDNEY 

Leo  G.  Goldberg,  M.D.,  and  Elizabeth  Khayat,  M.D.,  Jamaica,  New  York 
( From  the  Departments  of  Urology  and  Pathology , Jamaica  Hospital) 


NUMEROUS  instances  of  multiple  primary 
malignancy  have  been  described,  most  fre- 
quently involving  the  skin,  gastrointestinal  tract, 
and  breast  in  varying  combinations.  Holland 
reported  as  many  as  four  separate  growths  in  the 
same  individual.1  This  condition  is  only  infre- 
quently present  in  the  genitourinary  tract,  either 
in  autopsy  studies  or  in  clinical  investigations. 
Hanlon  found  only  18  cases  of  multiple  primary 
carcinoma  occurring  in  3,000  consecutive  post- 
mortem examinations  at  the  Mayo  Clinic.2 
Hurt  and  Broders,  who  studied  a series  of  2,124 
patients  in  whom  a diagnosis  of  malignancy  was 
made  by  microscopic  study,  found  that  71  or  3.4 
per  cent  developed  another  primary  malignancy, 
but  not  synchronously.3  Only  four  of  these  71 
cases  involved  the  genitourinary  tract  (bladder, 
urethra,  prepuce,  and  testes).  Warren  and  Gates 
found  40  cases  of  multiple  malignancies,  repre- 
senting 3.7  per  cent  of  1,078  malignant  disease 
autopsies.4  Other  statistical  studies  dealing  with 
the  frequency  of  recurrence  of  multiple  malig- 
nancies show  a great  variation  from  0.3  per  cent 
to  7 to  8 per  cent.  Hanlon  and  other  pathologists 
believe  that  the  occurrence  of  multiple  malignant 
growths  in  different  or  the  same  organ  of  the  same 
subject  is  an  accidental  coincidence  rather  than  a 
response  to  a definite  law  of  formation  of  tumors. 

As  far  as  the  urogenital  tract  is  concerned,  the 
occurrence  of  multiple  primary  tumors  is  uncom- 
mon in  comparison  with  the  frequency  in  other 
parts  of  the  body.  Among  the  earliest  recorded 
cases  in  which  there  are  two  or  more  primary 
tumors  involving  the  urogenital  tract  are  five  re- 
ported by  Kretschmer  in  1938.6  In  one  instance 
a papillary  carcinoma  of  the  bladder  was  treated 
repeatedly  by  cystoscopic  and  suprapubic  fulgura- 
tion  followed  by  a complete  cystectomy  with 
transplantation  of  the  ureters  into  the  skin  be- 
cause of  severe  bladder  spasms.  At  the  autopsy 
following  the  patient’s  death  twelve  days  post- 
operatively,  a hypernephroma  of  the  right  kidney 
was  disclosed  as  an  incidental  finding. 

Kaminsky  presented  three  cases  of  associated 
kidney  and  bladder  tumors.6  In  one  patient 
with  partial  resection  of  the  bladder  wall  for  a 
papillary  carcinoma  of  the  bladder  in  whom  the 
left  ureter  was  reimplanted,  a small  adenocarci- 
noma of  the  cortex  was  found  in  the  left  kidney 
which  had  been  removed  subsequent  to  a separa- 
tion of  this  ureter  from  the  bladder.  The  second 
patient  had  an  early  undifferentiated  carcinoma 


of  both  the  bladder  and  renal  pelvis,  with  an 
adenocarcinoma  in  the  cortex  of  the  left  kidney. 
The  third  case  was  that  of  an  undifferentiated 
carcinoma  of  the  renal  pelvis  diagnosed  three 
years  and  eight  months  following  fulguration  of 
a bleeding  area  in  the  trigone.  Kaminsky  con- 
cluded that  the  presence  of  any  tumor  of  the 
urinary  tract  indicates  a direct  possibility  of 
another  lesion  elsewhere  in  the  urinary  tract. 

Beilin  and  Neiman  reported  a case  of  bilateral 
renal  carcinoma,  and  Ratcliff,  Baum,  and  Butler 
described  a case  of  bilateral  ureteral  papillo- 
mata.7,8 In  this  type  of  multiple  tumors,  the 
exclusion  of  the  possibility  of  the  second  neo- 
plasm being  a metastasis  may  at  times  be  a diffi- 
cult problem. 

The  possibility  of  multiple  growths  should  be 
borne  in  mind  whenever  a patient  is  surveyed  for 
the  presence  of  a new  growth.  The  following  case 
report  illustrates  this  point. 

Case  Report 

A fifty-eight-year-old  white  man  presented  him- 
self with  the  complaint  of  passing  brownish-red 
urine  on  four  occasions  during  the  previous  ten  days. 
Urinalysis  had  shown  innumerable  red  blood  cells  to 
be  the  cause  of  the  discoloration.  He  had  enjoyed 
excellent  health  up  to  this  time,  and  a general 
physical  examination  was  entirely  negative  except 
for  microscopic  red  blood  cells. 

Cystoscopy  revealed  the  bladder  to  be  the  seat  of 
a solid  papillary  sessile  growth  iy2  cm.  in  diameter 
with  three  small  daughter  growths  contiguous  on 
the  medial  aspect,  situated  just  above  the  left 
ureteral  orifice. 

Indigo-carmine  dye  given  intravenously  appeared 
from  the  left  side  in  five  minutes  with  4 plus  concen- 
tration and  good  efflux.  Since  no  dye  was  seen  to 
appear  from  the  right  ureteral  orifice,  this  ureter  was 
catheterized  as  well  as  the  left.  A normal  drip  of 
equally  concentrated  dye  appeared  from  both 
catheters. 

Retrograde  pyelographic  studies  demonstrated 
a normal  left  pyelogram,  while  the  right  showed  a 
space-filling  defect  in  the  upper  pole  consistent  with 
the  presence  of  a cyst  or  solid  tumor  of  the  kidney. 
This  was  verified  by  intravenous  pyelography. 

On  December  4,  1950,  the  bladder  tumor  was 
destroyed  cystoscopically  by  means  of  the  resecto- 
scope  loop  activated  by  the  electrocutting  current, 
together  with  the  insertion  of  8 radon  seeds  of  1 me. 
each  into  the  fulgurated  base.  The  latter  measured 
iy2  to  2 cm.  in  diameter.  Two  days  later,  a right 
nephrectomy  was  performed.  The  patient  was  dis- 
charged on  the  thirteenth  postoperative  day  after 
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Fig.  1.  Papillary  carcinoma  of  the  bladder,  tran- 
sitional cell  type.  ( X 85) 


an  uneventful  convalescence.  The  last  follow-up 
cystoscopy,  one  year  later,  revealed  no  recurrence  of 
the  bladder  growth. 

Pathologic  Report. — Tumor  from  Bladder:  The 

specimen  consisted  of  a number  of  rather  bulky  frag- 
ments of  friable  grayish-white  tissue  which  on  close 
examination  appeared  to  be  papillary  masses  branch- 
ing into  projections  and  subprojections  with  a small 
ovoid  base,  which  was  firm  and  finely  granular. 
The  fragments  were  taken  in  toto  for  histologic 
study.  Microscopic  study  of  the  tissue  from  the 
bladder  revealed  papillary  arrangements  comprising 
a central  core  of  delicate,  highly  vascular,  connective 
tissue  stroma  covered  by  numerous  layers  of  colum- 
nar transitional  epithelium,  resembling  that  of  the 
normal  bladder  mucosa.  Some  of  the  less  differenti- 
ated areas  showed  the  papillae  to  be  bulky.  The 
epithelium  was  of  the  stratified  columnar  type, 
piled  into  many  layers  of  cells,  some  of  which  ap- 
peared elongated  and  fusiform,  others  being  ovoid 
or  polyhedral.  The  cytoplasm  was  pale  and  the 
nuclei  hyperchromatic  and  pleomorphic.  Some  of 
the  individual  cells  were  vacuolated.  Occasional 
mitotic  figures  were  found.  There  was  some  evi- 
dence of  infiltration  into  the  superficial  layers  of  the 
underlying  vesical  musculature  (Fig.  1). 

Diagnosis:  Papillary  carcinoma  of  the  bladder, 
transitional  cell  type,  fairly  well  differentiated. 

Tumor  from  Kidney:  The  gross  specimen  con- 
sisted of  a total  right  kidney  measuring  15  by  10  by 
5 cm.  A marked  enlargement  of  the  upper  half  was 
noted.  The  capsule  was  found  to  be  thickened  and 


Fig.  2.  Clear  cell  adenocarcinoma  of  the  kidney. 
( X 100) 


hemorrhagic.  The  attached  portion  of  the  ureter, 
measuring  6 cm.,  was  normal  in  appearance.  The 
cut  surface  of  the  kidney  showed  the  upper  two 
thirds  to  be  replaced  by  a yellowish-orange  tumor, 
10  cm.  in  diameter,  with  areas  of  hemorrhage  and 
necrosis  alternating  with  areas  of  cystic  degenera- 
tion. The  remainder  of  the  kidney  showed  the 
normal  corticomedullary  arrangement.  The  pelvis 
was  distorted  and  flattened  by  the  tumor  mass.  An 
aberrant  blood  vessel  was  noted  in  the  upper  third. 
Microscopic  study  of  representative  sections  of  the 
tumor  revealed  cords  of  clear  vesicular  cells  which 
displayed  at  one  pole  a small  pyknotic  nucleus.  The 
connective  tissue  stroma  was  extremely  vascular. 
In  some  areas  the  tumor  cells  displayed  a definite 
tendency  towards  a tubular  arrangement.  In  other 
areas  no  lumina  were  found,  the  tumor  cells  being 
arranged  in  cords  or  nests.  An  occasional  focus  of 
cells  which  were  darker  and  smaller  was  found 
These  showed  a tendency  toward  a papillary  glandu- 
lar arrangement,  suggestive  of  the  type  found  in 
papillary  adenocarcinoma  of  the  kidney.  Clumps  of 
epithelial  cells  were  noted  in  the  larger  blood  vessels 
(Fig- 2). 

Diagnosis : Renal  cell  or  clear  cell  adenocarcinoma 
of  the  kidney. 

Comment 

When  tumors  are  present  in  both  the  kidney 
and  bladder  of  the  same  patient,  two  types  of 
association  should  be  considered:  (1)  They  may 
be  independent  neoplasms,  and  (2)  the  relation- 
ship of  the  new  growths  may  be  closer  and  the 
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secondary  multiple  growths  may  represent  the 
offspring  of  a single  primary  tumor  flourishing  in 
the  upper  urinary  tract.  This  latter  association 
may  be  considered  as  a malignant  disease  of  the 
urothelium,  a term  proposed  by  Melicow  to 
designate  the  lining  of  the  urologic  drainage 
tract.9  The  urothelium  may  also  be  the  site  of 
multiple  papillary  tumors  with  a multicentric 
origin.  Kaplan,  McDonald,  and  Thompson  re- 
ported 45  cases  of  multiple  papillary  tumors  with 
or  without  infiltration,  both  synchronous  and 
asynchronous,  in  which  the  tumors  probably 
originated  from  multiple  independent  foci  in  the 
epithelium  of  the  pelvis,  ureter,  and  bladder.10 
There  were  no  cases  of  multiple  involvement  in 
the  nonpapillary  group.  Of  course,  these  cannot 
be  considered  true  multiple  primary  tumors. 

To  establish  the  diagnosis  of  multiple  primary 
tumors,  certain  criteria  should  be  met.  Billroth 
who  described  the  first  case  of  multiple  primary 
malignancy  in  1879  laid  down  the  following  postu- 
lates for  multiple  malignant  lesions:11 

1.  The  two  or  more  lesions  must  show  such 
distinct  histologic  differences  as  to  exclude  the 
possibility  that  they  are  of  the  same  origin. 

2.  Each  lesion  must  spring  from  its  parent 
epithelium. 

3.  Each  lesion  must  be  held  responsible  for  its 
own  group  of  metastases. 

Mercanton  added  a fourth  postulate  stating 
that  after  removal  of  the  carcinomas  the  patient 
must  remain  free  from  disease.12  This  postulate 
is  based  on  the  assumption  that  the  two  growths 
must  have  been  independent  or  there  would  have 
been  other  metastases.  But  the  first  two  criteria 
are  sufficiently  rigid  to  make  a diagnosis  of  multi- 
ple primary  malignant  lesions  when  metastases 
have  not  occurred  and  the  primary  lesions  were 
cured  by  surgery. 

Hurt  and  Broders  prefer  the  criteria  stipulated 
by  Goetze  in  1913  for  the  diagnosis  of  multiple  pri- 
mary malignant  neoplasms.3,13  He  stated: 

1.  The  tumors  must  have  the  macroscopic 
and  microscopic  appearance  of  the  usual  tumors 
of  the  organs  involved. 

2.  Exclusion  of  metastases  must  be  certain. 

3.  The  diagnosis  may  be  confirmed  by  the 
character  of  the  individual  metastases.  Again, 


the  third  postulate  is  difficult  to  fulfill  if  the  pa- 
tient is  seen  early  in  the  course  of  the  disease  be- 
fore metastases  have  had  time  to  develop,  as 
appears  to  be  the  situation  in  this  case  report. 

Warren  and  Gates  in  more  recent  times  (1932) 
have  set  up  more  logical  standards  applicable  to 
this  period  of  earlier  diagnosis,  namely,  that  eacii 
tumor  must  present  a definite  picture  of  malig- 
nancy, that  each  must  be  distinct,  and  that  the 
possibility  of  metastases  one  from  another  must 
be  excluded.  The  clinical  and  pathologic  studies 
in  this  case  meet  the  above  criteria. 


Summary 

A case  of  multiple  primary  tumors  in  the 
genitourinary  tract,  combining  a papillary  carci- 
noma on  the  left  side  of  the  bladder  and  an  adeno- 
carcinoma in  the  right  kidney  parenchyma  is  re- 
ported. 

Hematuria  should  not  be  explained  entirely  by 
the  disclosure  of  a tumor  of  the  bladder.  The 
upper  urinary  tract  should  also  be  investigated 
including  retrograde  pyelograms  whenever  possi- 
ble. 

In  the  follow-up  care  of  bladder  tumor  cases, 
routine  pyelograms  may  reveal  a previously  un- 
disclosed early  upper  tract  tumor. 

The  possibility  of  multiple  primary  tumors  in 
the  different  organs  of  the  same  system  should  be 
considered. 
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There’s  nothing  like  the  first  horseback  ride  to  make  a person  feel  better  off. — Maurice 
Seitter 
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Relief  of  Pain  by  Ethyl  Chloride  Spray 


Dr.  Walter  Modell:  Today’s  conference 
is  on  the  use  of  ethyl  chloride  spray  for  relief  of 
pain.  The  discussion  will  be  opened  by  Dr. 
Travell. 

Dr.  Janet  Travell:  About  four  years  ago, 
we  held  a therapy  conference  on  the  treatment 
of  painful  spasm  of  skeletal  muscle,  * and  I pointed 
out  then  the  spectacular  effects  of  “local  block” 
in  this  condition,  that  is,  procaine  infiltration  of 
trigger  areas  and  ethyl  chloride  spray.  The  re- 
sults of  such  treatment  are  better  in  some  cases 
of  painful  motion  than  in  others,  depending  on 
their  etiology.  Therefore,  I will  review  briefly 
what  was  said  regarding  the  causes  of  these 
pain  syndromes. 

The  most  important  etiologic  factors  are 
probably  sudden  trauma  to  muscles  or  joints 
and  masked  trauma  resulting  in  chronic  muscular 
strain.  Other  precipitating  causes  included 
chilling  of  a fatigued  muscle,  myositis  or  arthritis, 
nerve  root  irritation  as  in  ruptured  intervertebral 
disk,  and  reflex  spasm  initiated  not  only  by 
neighboring  bone  or  joint  disease  but  also  by 
remote  visceral  disease.  Common  examples 
of  the  last  are  the  abdominal  rigidity  of  acute 
appendicitis  and  the  splinting  of  the  chest  and 
shoulder  muscles  in  acute  coronary  thrombosis. 
The  most  dramatic  effects  are  obtained  when 
the  pain  follows  sudden  injury  without  antece- 
dent history  of  muscular  pain  or  stiffness. 

The  role  of  systemic  infection  and  of  emo- 
tional stress  in  precipitating  muscular  spasm 
must  also  be  kept  in  mind.  When  the  latter 
is  the  predominating  cause,  the  condition  has 
been  referred  to  as  “psychogenic  rheumatism,” 
which  we  have  found  to  be  especially  poor  in  its 

* Conference  on  Therapy:  Treatment  of  Painful  Dis- 

orders of  Skeletal  Muscle,  New  York  State  J.  Med.  48: 
2050  (1948) ; Cornell  Conferences  on  Therapy,  IV,  New 
York,  Macmillan  Co.,  1951,  p.  253. 


response  to  local  treatment  of  the  muscles  alone. 
We  have  also  observed  a group  of  patients  who 
show  evidences  of  some  underlying  metabolic 
disorder  characterized  by  a low  basal  meta- 
bolic rate  and  spontaneous  creatinuria  with 
impaired  retention  of  ingested  creatine.  Possi- 
bly this  group  represents  “primary  fibrositis” 
due  to  some  imbalance  of  cortical  hormones. 

There  are  some  other  painful  states  besides 
muscle  spasm  in  which  ethyl  chloride  spray 
may  relieve  pain  instantly.  Some  of  these  are 
first  and  second  degree  burns,  frostbite,  bee- 
stings, acute  catarrhal  otitis  media,  and  the 
hangover  headache.  It  is  interesting  that 
Politzer,  in  his  Textbook  of  Diseases  of  the  Ear 
published  in  1902,  recommended  that  ethyl 
chloride  spray  be  applied  to  the  tympanic  mem- 
brane and  external  auditory  canal  for  neuralgia 
of  the  auricle.  Itching,  which  is  akin  to  pain, 
is  at  times  relieved  by  this  procedure.  For 
instance,  the  intense  itching  which  occurs  in 
some  people  on  removal  of  clothing  may  be 
stopped  promptly  by  a few  sweeps  of  the  spray. 
Itching  due  to  poison  ivy  may  be  alleviated  for 
hours  at  a time. 

In  all  of  these  conditions  the  theory  underlying 
the  use  of  “local  block”  procedures  is  that  pain 
and  itching  are  expressions  of  a reflex  which, 
once  initiated,  is  self-propagating.  The  prin- 
ciples of  cybernetics  suggest  that  maintenance 
of  the  pain  cycle  depends  on  feedback  circuits 
which  rhythmically  fire  a chain  of  neurones. 
Brief  interruption  of  the  circuit  at  any  point 
may  abolish  the  pain  cycle  permanently,  pro- 
vided the  conditions  which  set  off  the  chain 
reaction  in  the  first  place  no  longer  exist.  One 
thing  starts  it  off,  another  thing  keeps  it  going, 
and  still  a third  thing  stops  it. 

The  objection  has  been  raised  that  such  pro- 
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cedures  as  procaine  infiltration  and  ethyl  chloride 
spray  represent  only  symptomatic  therapy. 
This  is  certainly  true,  and  if  a continuous  stream 
of  noxious  impulses  is  supplied  by  some  organic 
lesion,  one  will  soon  discover  that  this  method  of 
treatment  produces  no  lasting  benefit.  Under 
these  circumstances,  the  pain  cycle  is  reactivated 
almost  as  soon  as  it  is  blocked. 

On  the  other  hand,  it  is  equally  true  that  the 
entire  disability  of  the  patient  may  be  due  solely 
to  the  symptom;  the  crippling  condition  may 
represent  nothing  more  than  a functional  dis- 
order of  the  skeletal  muscles  analogous  to  auric- 
ular flutter  of  the  heart.  Thus  there  may  be  no 
anatomic  pathology,  only  pathologic  physiology. 
In  my  experience,  these  physiologic  disturbances 
of  skeletal  muscle  occur  much  oftener,  and  are 
more  amenable  to  “local  block,”  than  is  generally 
recognized. 

Certainly,  not  all  functional  disorders  of  the 
myofascial  structures  respond  to  ethyl  chloride 
spray,  any  more  than  all  ectopic  rhythms  of  the 
heart  respond  to  quinidine.  At  the  present  time, 
I cannot  predict  in  advance  which  particular 
case  will  respond  to  the  spray,  and  which  one  will 
not.  But  when  I try  it,  I can  tell  usually  from 
the  immediate  response  how  much  it  may  be 
expected  to  accomplish.  In  any  case,  the  relief 
of  pain  by  this  simple  procedure  often  leads 
to  such  rapid  rehabilitation  of  the  patient  that 
it  warrants  an  early  trial. 

I will  tell  you  next  what  we  have  found  to  be 
the  most  effective  manner  of  using  ethyl  chloride 
spray  for  the  relief  of  pain.  And  the  manner  in 
which  the  spray  is  applied  makes  a real  differ- 
ence in  the  therapeutic  result  in  many  instances. 
For  example,  in  the  patient  with  trigeminal 
facial  neuralgia,  paroxysms  of  excruciating  pain 
are  ordinarily  precipitated  by  cold;  however,  I 
treated  a man  with  this  disorder  in  whom  the 
most  delicate  and  careful  application  of  the  spray 
relieved  pain  for  several  hours  at  a time.  After 
a few  minutes  of  interrupted  spraying,  in  which 
the  stream  of  ethyl  chloride  barely  brushed  the 
side  of  his  face,  the  patient,  who  before  could  not 
open  his  eye,  or  move  his  mouth,  or  chew,  smiled 
and  ate  a meal  in  comfort.  The  patient  with 
one  of  these  intractable  pain  syndromes  usually 
says  that  cold  always  makes  the  pain  worse,  and 
when  he  has  been  persuaded  to  try  the  spray,  he 
will  not  submit  to  it  unless  it  makes  him  more 
comfortable  almost  at  once.  If  it  is  not  applied 
correctly,  he  will  tell  you  so  in  no  uncertain  terms. 
Thus  it  is  possible,  by  trial  and  error,  to  work  out 
the  details  of  the  technic  of  application  which 
is  most  soothing  to  the  patient  and  most  effective 
in  relieving  pain. 

One  of  the  best  myofascial  pain  syndromes  to 
illustrate  the  manner  of  applying  ethyl  chloride 


spray  is  the  acute  stiff  neck.  In  a patient  with 
this  disorder,  I use  the  spray  as  follows:  The 
first  thing  is  to  make  the  patient  as  comfortable  as 
possible.  Let  him  sit  with  his  back,  shoulders, 
and  arms  well  supported.  Then  by  palpation 
locate  the  trigger  areas  in  the  neck  muscles  and 
have  the  patient  describe  the  exact  distribution 
of  referred  pain  if  any  is  set  off  by  the  examina- 
tion. The  degree  of  limitation  of  motion  is 
tested  and  noted.  In  this  disorder,  the  muscles 
that  are  the  chief  offenders  are  the  trapezius  in 
its  suprascapular  portion,  the  levator  scapulae, 
and  the  splenius  cervicis  at  the  midcervical  level. 
The  general  reference  of  pain  from  trigger  areas 
at  these  locations  is  upward  to  the  mastoid  proc- 
ess and  occiput  and  to  a lesser  extent  downward 
over  the  interscapular  region. 

It  is  important  to  know  the  location  of  the 
trigger  areas  and  their  pain  reference  patterns, 
because  the  ethyl  chloride  jet  stream  should  be 
started  over  the  trigger  area  and  carried  toward 
and  over  the  reference  zone.  A container  is 
used  which  delivers  a moderately  fine  jet  stream, 
and  it  is  held  about  2 feet  away  from  the  area  in 
such  a manner  that  the  stream  makes  an  acute 
angle  with  the  skin,  not  perpendicular.  The 
spray  is  applied  in  one  direction  only,  not  back 
and  forth,  with  a slow  sweeping  motion.  In 
the  case  of  the  patient  with  the  acute  stiff  neck, 
the  sweep  would  start  at  the  shoulder  tip  and 
move  upward  over  the  side  of  the  neck  and  the 
posterior  mastoid  process.  At  the  same  time 
the  muscles  in  spasm  are  put  on  a gentle  passive 
stretch  by  placing  the  hand  against  the  side  of 
the  patient’s  face  and  gently  rotating  his  head 
in  the  direction  which  is  restricted  by  pain. 
This  passive  assisted  motion  is  exerted  while 
several  sweeps  of  the  spray  over  adjacent  skin 
areas  are  actually  being  applied.  Sometimes  it 
requires  only  one  or  two  coverings  of  the  skin  in 
this  way  to  unlock  the  restricted  motion.  After 
each  series  of  sweeps,  the  patient  is  always  asked 
to  perform  guarded  active  motions  through  as 
wide  a range  as  possible,  but  within  the  limits  of 
pain,  and  without  heavy  loading  of  the  muscles. 
Movement  is  probably  essential  to  a good  result 
with  the  spray. 

It  is  very  important  not  to  apply  the  ethyl 
chloride  too  fast,  and  it  must  be  allowed  to  evapo- 
rate fully  between  sweeps.  If  it  is  applied 
rapidly,  aching,  or  cold  pain,  is  set  off  which 
may  increase  rather  than  decrease  the  muscle 
spasm.  If  cold  pain  develops,  the  interval  be- 
tween sweeps  is  lengthened.  I wish  to  em- 
phasize that  the  skin  should  not  be  frosted,  since 
this  detail  is  different  in  our  technic  from  that 
first  described  for  treatment  of  an  acute  ankle 
sprain. 

I think  that  the  rate  of  sweep  over  the  skin 
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makes  a difference,  and  I have  found  that  on  the 
average  a rate  of  about  4 inches  per  second  seems 
to  be  the  most  pleasant  to  the  patient  and  the 
most  effective.  Of  course  the  timing  of  the 
on-and-off  rhythm  varies  somewhat  with  the 
size  and  force  of  the  jet  stream  of  ethyl  chloride, 
which  in  turn  depends  on  the  type  of  nozzle. 
One  type  of  container  which  is  not  useful  at  all 
for  this  purpose  is  a metal  tube  with  a thumb 
screw  to  regulate  the  size  of  the  stream.  A. 
spring-device  clip  over  the  nozzle  allows  the 
stream  to  be  turned  on  and  off  as  fast  as  desired. 
I prefer  the  nozzle  made  by  the  Gebauer  Chemi- 
cal Company,  which  is  calibrated  to  deliver  a 
fine,  medium,  or  coarse  jet  stream.  The  di- 
ameter of  the  capillary  tube  determines  the  size 
of  the  jet  stream. 

Dr.  Modell:  'Which  size  stream  do  you 
prefer? 

Dr.  Travell:  To  spray  most  areas  of  the 
body,  I prefer  the  one  that  is  labeled  “fine,” 
although  I occasionally  use  the  one  that  is  labeled 
“medium”  for  large  areas  such  as  the  lower 
extremity.  To  obtain  quick  local  anesthesia, 
as  for  opening  a boil,  one  would  use  the  spray 
labeled  “coarse.” 

One  is  less  apt  to  produce  cold  pain  with  the 
“fine”  nozzle.  Freshly  traumatized  tissues  are  ex- 
tremely sensitive  to  the  spray,  as  noted  by  Kell- 
gren,  and  the  first  sweep  should  be  very  brief. 
Every  now  and  then,  when  the  spray  is  first 
applied  to  the  skin,  it  sets  off  a reference  of  pain. 
The  patient  will  say,  “I  felt  a pain  all  the  way 
up  at  the  top  of  jny  head.”  In  that  case  you 
are  dealing  with  extremely  sensitive  trigger 
areas,  and  you  should  be  on  your  guard,  because 
if  you  push  the  spray  too  fast  you  may  activate 
these  trigger  areas  and  intensify  the  pain.  In 
fact,  the  afterpain  may  last  for  hours,  or  even  a 
day  or  two. 

Obviously,  inhalation  of  fumes  should  be 
avoided.  The  vapor  is  heavy,  and  the  patient’s 
head  must  be  elevated  above  the  part  sprayed. 

Fire  hazards  are  not  so  great  as  commonly 
thought.  The  jet  stream  from  a bottle  of  ethyl 
chloride  can  be  ignited  directly  from  a match; 
the  vapor  burns  and  does  not  explode.  I have 
seen  a man  smoke  a cigar  and  himself  apply 
the  spray  all  over  his  face.  The  spray  will  not 
ignite  from  a nearby  cigaret.  In  the  presence 
of  an  open  flame  or  spark,  however,  just  the 
right  proportion  of  ethyl  chloride  and  air  is 
explosive;  the  limits  of  flammability  (explosive 
limits)  of  ethyl  chloride  in  air  are  from  4 to  15 
per  cent.  I know  of  one  doctor  who  blew  up 
his  office  by  applying  ethyl  chloride  and  electric 
cautery  to  a wart  almost  simultaneously.  An- 
other doctor  blew  up  his  incinerator  when  he 
threw  into  it  a partly  used  bottle  of  ethyl  chlo- 


ride spray,  the  nozzle  of  which  had  become 
stopped  up.  In  disposing  of  the  containers  care 
should  be  taken  that  the  bottles  are  empty,  and 
this  can  be  done  quite  simply  by  breaking  off 
the  capillary  tube  where  it  projects  under  the 
spring  clip. 

Regarding  the  mechanism  of  relief  of  pain  by 
ethyl  chloride  spray,  most  of  the  answers  you 
would  like  to  have  are  lacking.  However, 
certain  things  are  clear.  In  the  first  place,  witli 
this  interrupted  technic  of  application,  direct 
cooling  of  the  muscles  probably  does  not  occur, 
and  we  may  conclude  that  neiwe  impulses  from 
the  superficial  structures,  the  skin,  and  its  blood 
vessels  play  an  important  role  in  deep  pain  per- 
ception and  skeletal  muscle  function.  Secondly, 
experiments  that  we  have  done  on  deep  pain 
and  ischemic  contraction  of  muscle  indicate  that 
the  relief  of  pain  and  spasm  is  not  due  to  reflex 
changes  in  the  circulation  of  the  muscles  in- 
duced by  cooling  the  skin.  This  can  be  shown 
as  follows:  When  a blood  pressure  cuff  is  applied 
to  the  upper  arm  and  the  forearm  muscles  are 
rhythmically  contracted  during  ischemia  until 
deep  pain  precludes  further  contraction,  spraying 
the  arm  with  ethyl  chloride  relieves  pain,  and  the 
subject  is  enabled  to  perform  additional  muscular 
contractions  even  though  the  circulation  re- 
mains completely  occluded.  Pain  relief  and  in- 
creased performance  thus  cannot  be  due  to 
changes  in  blood  flow.  The  alternative  ex- 
planation is  that  the  mechanism  of  relief  is 
neurogenic. 

I think  we  will  leave  the  other  points  under 
mechanism  for  discussion. 

I will  just  add  that  for  about  ten  years  I have 
been  interested  in  these  “local  block”  methods 
of  treatment  of  pain  syndromes.  I have  talked 
to  many  medical  groups,  and  during  the  years 
I have  observed  an  interesting  series  of  reac- 
tions of  the  audiences.  In  the  beginning,  the 
reaction  was,  “It  is  just  too  fantastic.  I don’t 
believe  a word  of  it.”  The  next  stage  was, 
“Well,  that’s  rather  interesting.  How  do  you 
explain  it?”  And  the  next  was,  “I  have  a patient 
in  mind ; I might  try  it.  Where  can  I learn  more 
about  it?”  The  present  stage  is,  “Oh,  Dr. 
Travell,  I treated  a patient,  and  the  result  was 
simply  extraordinary.  But  I still  don’t  under- 
stand how  it  works.”  So  we  are  right  back 
where  we  started,  back  in  the  stage  of  empiricism. 
What  is  most  needed  is  a real  understanding  of 
the  basic  neurophysiologic  mechanisms  in- 
volved in  this  entire  process. 

Dr.  Modell:  We  have  as  guest  here  today 
Dr.  Hans  Kraus,  who  is  now  associated  with 
the  Rehabilitation  Service  at  Bellevue  Hospital. 
I believe  that  he  originated  the  use  of  ethyl 
chloride  spray  for  relief  of  painful  motion  and 
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published  a report  on  this  method  of  treatment 
as  early  as  1935. 

Would  you  let  us  know,  Dr.  Kraus,  how  you 
happened  to  become  interested  in  ethyl  chloride 
spray,  and  how  you  use  it  now. 

Dr.  Hans  Kraus:  Thank  you  for  calling  me 
the  originator  of  this  procedure.  I really  learned 
the  whole  thing  indirectly  from  an  old  friend  of 
mine  by  the  name  of  Kowalski,  who  was  a teacher 
of  exercises  and  primarily  an  athletic  coach. 
I was  then  an  intern  in  a fracture  clinic,  and  he 
told  me  that  he  would  be  glad  to  refer  all  of  his 
fracture  cases  to  me  but  would  not  send  me  any 
sprains  or  strains.  I asked  him,  “How  do  you 
treat  them?”  His  answer  was,  “I,  and  my 
father,  and  my  grandfather  before  me,  were  all 
wrestlers.  We  earned  our  living  wrestling,  so 
we  could  not  afford  to  be  laid  up  for  long  periods 
of  time  on  account  of  a sore  thumb  or  a sore 
knee.  We  just  could  not  lose  time  by  putting  it 
in  a splint  or  plaster  cast,  so  what  we  did  was  to 
wrap  the  affected  joint  in  a towel  soaked  in  alco- 
hol and  then  expose  the  joint  to  live  steam.  If 
we  did  that  for  an  hour  or  so,  the  joint  got  numb, 
and  then  we  could  start  moving  the  joint. 
When  we  moved  the  joint  for  a while,  maybe 
the  pain  came  back  again,  and  maybe  it  did  not. 
If  the  pain  returned,  then  we  wrapped  the  joint 
in  alcohol  again,  after  rubbing  it,  and  began  the 
process  all  over  again,  until  we  could  move  it 
once  more.  If  we  did  that  for  a day  or  two,  it 
would  be  all  right,  whereas  if  it  were  immobilized 
in  a splint,  we  would  be  miserable  for  weeks  and 
would  not  be  able  to  go  back  to  wrestling  again 
for  a month  or  more.” 

That  sounded  all  right  to  me.  I did  not  under- 
stand it,  just  as  Dr.  Travell  said,  but  I knew 
this  man  very  well.  I knew  that  he  had  good 
common  sense,  so  I decided  to  try  it.  We  had  a 
lot  of  sprains  coming  into  the  clinic,  at  least  half 
a dozen  a day,  and  instead  of  treating  them  in  the 
usual  way  with  an  ace  bandage  or  plaster  cast  or 
some  other  form  of  immobilization,  I applied 
that  technic.  In  the  case  of  individuals  with 
strong  willpower,  it  actually  succeeded.  Only 
it  is  a very  heroic  procedure.  But  it  seemed  to 
work,  so  I thought  there  must  be  something  be- 
hind it,  and  I began  to  look  for  a short  cut, 
especially  to  eliminate  the  steam. 

I considered,  “What  does  hot  steam  accom- 
plish?” One  thing  it  does  is  to  cause  quick 
evaporation  of  the  alcohol.  So  I tried  all  sorts 
of  rapidly  evaporating  fluids  and  mixtures  of 
fluids;  among  them  were  mixtures  of  acetone, 
alcohol,  ether,  chloroform,  and  so  forth.  They 
all  worked  faster  than  the  alcohol  and  steam. 
One  day  when  I was  starting  to  fill  my  ether 
bottle  in  an  operating  room,  I saw  one  of  ethyl 
chloride.  I thought,  “Let  us  try  it.”  A patient 


with  a severe  ankle  sprain  had  just  come  in.  He 
could  not  bear  his  own  weight  on  the  foot  be- 
cause of  pain.  I applied  ethyl  chloride  spray 
to  his  ankle,  and  the  man  walked  out  without  any 
crutches.  I was  very  surprised.  I did  not  be- 
lieve it,  and  the  man  himself  did  not  believe  it 
either.  He  came  back  a few  times  and  improved 
very  fast. 

Then  I treated  a series  of  joint  sprains  with 
ethyl  chloride  spray,  and  in  some  of  them  it 
seemed  to  be  very  effective.  I soon  found  out 
that  one  important  factor  was  active  movement, 
just  as  Dr.  Travell  said.  I think  the  use  of 
active  motion  at  the  same  time  is  as  important 
as  the  ethyl  chloride  spray  itself.  I frequently 
use  this  analogy:  When  you  use  ethyl  chloride 
spray  without  active  movement,  it  is  as  if  a 
surgeon  had  a patient  -wheeled  into  the  operating- 
room,  given  an  anesthetic,  and  then  had  him 
wheeled  out  again.  He  has  not  done  a thing. 
In  those  cases  of  painful  limitation  of  motion 
in  which  the  muscle  spasm  responds  to  ethyl 
chloride  spray  without  special  movement,  1 
think  the  normal  movements  of  the  patient 
have  accomplished  what  we  should  have  done 
systematically.  Acute  low  back  pain  due  to 
muscle  spasm  responds  well  to  ethyl  chloride 
spray  if  the  correct  relaxing  type  of  movement 
is  used.  On  the  other  hand,  if  these  patients  are 
sprayed  with  ethyl  chloride  and  then  asked  to 
stooj)  down  violently,  perhaps  only  twice,  the 
pain  is  there  again,  because  the  wrong  type  of 
movement  has  been  requested  of  them. 

This  is  the  story  of  the  beginning  of  the  use 
of  ethyl  chloride  spray.  At  this  early  stage  there 
Was  a question  that  came  up  at  once.  Does 
ethyl  chloride  spray  affect  only  the  painful 
spasm  of  striated  muscle  or  does  it  have  a re- 
flex effect  on  nonstriated  muscle  too?  At  the 
very  start,  I persuaded  a urologist  to  try  to  re- 
lieve the  smooth  muscle  spasm  of  the  ureter 
by  the  spray.  He  tried  it  on  several  patients 
with  attacks  of  ureteral  colic  due  to  stones  and 
found  that  the  pain  responded  promptly  to 
ethyl  chloride  spray,  so  that  now  he  has  included 
this  material  in  his  emergency  kit. 

Dr.  Travell:  In  such  cases  where  is  the 
spray  applied? 

Dr.  Kraus  : To  the  reference  zone  of  pain. 

I also  tried  using  the  spray  in  Dr.  Zack’s 
clinic  on  some  cases  labeled  as  “angina  pectoris,” 
and  some  of  them  responded  well.  We  did  not 
know  why. 

One  of  my  collaborators,  Dr.  Mueller,  used  it 
in  cases  of  chest  pain,  a large  percentage  of  which 
had  negative  findings  so  far  as  any  pulmonary 
or  cardiac  conditions  were  concerned.  The 
chest  pain  responded  to  the  ethyl  chloride  spray. 
As  I look  back  at  it  now,  I think  that  these  were 
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probably  cases  of  skeletal  muscle  strain  or  spasm, 
not  pain  due  to  intrathoracic  causes.  Dr. 
Mueller,  as  a matter  of  fact,  used  the  spray  for 
diagnosis  rather  than  treatment.  Finally,  some 
of  us  used  the  spray  in  gallbladder  pain  with  a 
good  result  in  some  of  the  cases.  When  I lec- 
tured on  the  use  of  the  spray,  for  the  first  time 
in  1933,  I wanted  to  mention  these  facts,  but 
my  chief  cautioned  me  not  to,  and  I took  his 
advice.  This  is  the  first  time  I have  discussed 
that  aspect  of  its  effects,  that  is,  its  reflex  effects 
on  visceral  function. 

Dr.  Modell:  Would  you  tell  us  how  your 
technic  compares  with  Dr.  Travell’s? 

Dr.  Kraus:  My  technic  parallels  hers  closely. 

In  cases  of  acute  trauma  to  joint  or  muscle, 
either  sprain  or  strain,  as  in  stiff  necks,  I use 
ethyl  chloride  spray  very  much  like  Dr.  Travell 
does,  with  one  exception.  In  some  cases  I do 
not  mind  going  as  far  as  to  produce  a white 
frost  that  hurts.  As  a matter  of  fact,  I sometimes 
make  a point  of  doing  so.  In  cases  of  true 
neuritis,  such  as  trigeminal  neuritis,  I avoid 
pain  and  frosting  just  as  Dr.  Travell  does.  But 
in  cases  of  painful  muscle  spasm  due  to  trauma  I 
frequently  don’t,  and  in  certain  cases,  especially 
in  the  more  chronic  cases,  I may  deliberately 
produce  damage  to  the  skin  or  “frostbite,”  of 
the  first  or  second  degree,  not  of  course,  without 
first  informing  the  patient  and  telling  him,  “I  am 
going  to  produce  some  blisters  in  this  painful 
area  if  you  don’t  mind.”  Some  cases  that  have 
been  resistant  to  the  milder  applications  of  ethyl 
chloride  evidently*  respond  then,  or  if  they  re- 
sponded for  a short  period  before,  they  respond 
permanently  when  I have  produced  blister's. 
So  it  brings  us  back  to  the  medieval  use  of 
blistering  agents  for  counterirritation. 

I wish  to  point  out  that  in  the  past  few  years  I 
frequently  have  been  able  to  differentiate  three 
different  painful  conditions,  two  of  which  do 
not  respond  favorably  to  ethyl  chloride  spray. 
One  condition  that  gives  favorable  results  is  the 
painful  muscle  spasm  as  described  by  Dr. 
Travell. 

The  second  condition  is  one  that  is  often  con- 
fused with  it  and  that  is  characterized  by  pain 
and  tenderness  of  the  subcutaneous  tissues.  It  is 
usually  called  “fibrositis.”  The  third  is  the  so- 
called  “myogeloses,”  or  local  muscle  hardening,  a 
condition  often  observed  in  painful  low  backs, 
painful  shoulders,  and  painful  hips.  This  condi- 
tion may  be  recognized  by  the  presence  of  sharply 
localized  tenderness  in  the  muscle  and  of  nodules, 
both  demonstrated  by  palpation.  Fibrositis  and 
the  myogeloses  will  not  respond  to  ethyl  chloride 
spray.  If  these  two  conditions  are  excluded,  you 
can  eliminate  a lot  of  failures  with  ethyl  chloride 
spray. 


Dr.  Modell:  Dr.  Travell,  do  you  have  any 
such  reservations  on  the  use  of  the  spray? 

Dr.  Travell:  I am  not  clear  as  to  how  these 
two  conditions  can  be  distinguished  from  muscle 
spasm  on  examination.  The  muscle  in  spasm  also 
shows  deep  local  tenderness,  with  a sense  of  re- 
sistance or  change  in  consistency  of  the  muscle 
mass.  Localized  muscle  spasm  can  give  one  the 
impression  of  a nodule,  and  it  is  also  sometimes, 
although  not  usually,  accompanied  by  hyperes- 
thesia of  the  skin. 

Dr.  Kraus  : In  fibrositis  there  is  marked 
surface  tenderness,  but  it  is  in  the  subcutaneous 
tissues.  This  is  often  seen  in  stiff  necks,  extend- 
ing over  both  shoulders,  although  it  may  be  more 
particularly  over  one.  One  can  lift  the  skin  be- 
tween the  fingers  and  pinch  it  lightly  and  pro- 
duce severe  pain,  but  there  is  no  hyperesthesia 
to  light  stroking.  There  is  also  no  deep  tender- 
ness of  the  muscles  and  no  limitation  of  motion. 
If  nodules  are  present,  they  are  quite  super- 
ficial. This  syndrome  often  responds  to  pinch- 
ing massage. 

I am  not  referring  to  the  condition  of  “fibro- 
myositis,”  in  which  trigger  areas  may  be  present 
in  the  muscles,  with  referred  pain.  The  litera- 
ture refers  to  nodules  in  fibromyositis,  but  I 
suspect  that  this  is  the  same  thing  as  “myo- 
geloses.” In  myogeloses,  there  is  increased 
resistance  to  palpation  which  is  not  diffuse,  as  in 
muscle  spasm.  It  gives  one  the  impression  of  a 
circumscribed  nodule.  This  change  in  tissue 
consistency  can  be  perceived  only  by  a trained 
touch.  There  is  no  subcutaneous  tenderness  in 
myogeloses,  and  there  may  or  may  not  be  slight 
limitation  of  motion. 

I find  that  the  majority  of  the  myogeloses 
which  don’t  improve  with  ethyl  chloride  spray 
may  respond  to  needling  and  procaine  infiltration 
and  to  deep  massage  of  the  tender  spots.  This 
was  published  years  ago  in  Germany  by  Lange. 

Dr.  Travell:  Do  you  think  that  myogeloses 
and  chronic  fibromyositis  are  late  stages,  or  the 
end-result,  of  muscle  spasm? 

Dr.  Kraus:  I am  not  prepared  to  answer  that 
question.  Probably,  yes. 

Dr.  Modell:  Dr.  Travell,  you  have  not 
answered  my  question  as  to  the  benefits  of  the 
spray  in  these  different  conditions. 

Dr.  Travell:  I would  agree  as  to  the  small 
isolated  tender  nodule.  If  one  applies  ethyl 
chloride  spray  to  that,  on  a few  occasions,  one 
observes  little  or  no  benefit,  or  possibly  the 
sensitivity  may  be  slightly  reduced.  This 
sometimes  serves  to  give  a better  focus  for  pro- 
caine infiltration.  Usually  one  has  to  infiltrate 
the  nodule  eventually,  with  plenty  of  needling. 

Subcutaneous  tenderness,  as  described  in 
fibrositis,  might  represent  a reference  phenom- 
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enon,  and  this  might  have  its  origin  in  trigger 
areas  located  at  a considerable  distance  away. 
It  should  be  remembered  that  both  pain  and 
tenderness  appear  in  the  reference  zones.  Under 
these  circumstances,  pain  and  tenderness  may 
be  relieved  if  the  trigger  area  as  well  as  the  ref- 
erence zone  is  sprayed  with  ethyl  chloride. 

When  skin  hyperesthesia  is  present,  I have 
found  that  the  response  to  the  spray  may  be 
excellent. 

Ur.  Kraus:  Skin  hyperesthesia  is  not  what 
I meant,  but  I agree  that  that  may  respond 
very  well  to  ethyl  chloride  spray. 

Dr.  Travell:  Dr.  Kraus,  I wonder  whether 
you  have  had  any  experience  with  the  use  of  ethyl 
chloride  spray  for  relief  of  painful  muscle  spasm 
in  the  acute  stages  of  anterior  poliomyelitis? 
I have  not  had  an  opportunity  to  apply  it  in 
this  condition,  but  I should  not  be  surprised  to 
learn  that  it  was  extremely  effective. 

Dr.  Kraus:  We  have  tried  ethyl  chloride 
in  a few  cases  and  have  found  definite  relief  of 
pain  and  increase  in  motion  immediately  after 
using  the  spray.  This  improvement  persisted 
for  several  hours,  sometimes  as  long  as  twenty- 
four  hours.  I don’t  know  whether  ethyl  chloride 
spray  can  be  used  successfully  for  the  treatment 
of  muscle  spasm  in  poliomyelitis  because  we 
did  not  try  to  introduce  it  into  the  treatment 
procedure.  It  may  well  prove  to  be  a practical 
adjunct. 

Dr.  Travell:  I have  found  it  very  effective 
in  two  cases  in  relieving  painful  muscle  spasm 
in  the  calf  which  persisted  for  one  to  two  years 
after  acute  poliomyelitis,  even  though  recovery 
from  the  paralysis  was  almost  complete. 

Dr.  Modell:  Dr.  Hardy,  I wonder  if  you 
could  tell  us  something  about  your  investiga- 
tions and  the  mechanism  of  action  of  ethyl  chlo- 
ride spray. 

Dr.  James  D.  Hardy:  The  clinical  observa- 
tions that  have  been  made  by  Dr.  Travell  have 
many  similarities  to  a type  of  hyperalgesia 
that  was  reported  first  by  Sir  Thomas  Lewis. 
Lewis  noticed  that  in  the  undamaged  skin 
surrounding  an  area  of  injury  there  develops 
after  a delay  of  several  minutes  a cutaneous 
tenderness  which  he  called  “erythralgic  hyper- 
algesia.” This  he  attributed  to  the  liberation 
of  a pain  substance  in  the  skin  by  a system  of 
nocifensor  nerves  connecting  the  hyperalgesic  skin 
with  the  area  of  injury. 

In  recent  experiments  on  this  type  of  hyperal- 
gesia, in  collaboration  with  Dr.  Wolff  and  Miss 
Goodell,  we  have  noted  that  the  cutaneous  pain 
threshold  in  these  areas  is  normal,  although  any 
noxious  stimulation  above  the  pain  threshold 
induces  a pain  of  greater  intensity  than  that 
induced  by  the  same  stimulus  on  a normal  area 


of  skin.  This  tenderness  persists  as  long  as 
the  noxious  impulses  from  the  site  of  injury 
reach  the  cord  in  sufficient  intensity,  and  we  have 
concluded  from  this  that  the  “erythralgic  hyper- 
algesia,” or  as  we  have  called  it,  “secondary 
hyperalgesia,”  is  due  to  a central  excitatory 
state,  probably  at  the  cord  level,  rather  than  to 
any  disturbance  in  the  hyperalgesic  skin.  The 
secondary  hyperalgesia  can  be  eliminated  by 
procaine  infiltration  of  the  site  of  injury.  How- 
ever, after  the  effects  of  the  anesthetic  have 
disappeared  the  secondary  hyperalgesia  reap- 
pears. It  may  be  eliminated  by  light  pricking 
of  the  hyperalgesic  area,  which  we  have  inter- 
preted as  meaning  a discharge  of  the  excitatory 
state  which  then  requires  one  to  five  minutes 
to  re-establish  itself.  Light  spraying  of  the 
hyperalgesic  area  with  ethyl  chloride  spray  has 
the  same  effect  in  eliminating  the  hyperalgesia. 

It  is  not  entirely  clear  to  me  that  the  tender- 
ness of  which  Dr.  Travell  speaks  is  truly  second- 
ary hyperalgesia  in  spite  of  the  fact  that  it  is 
eliminated  by  the  same  mean's  as  the  secondary 
hyperalgesia  in  the  skin.  Measurements  would 
have  to  be  made  of  the  pain  thresholds,  and  if 
the  pain  thresholds  were  found  to  be  lowered, 
we  would  have  to  conclude  that  the  trigger  area 
also  partook  of  the  characteristics  of  an  area  of 
injury.  The  dramatic  relief  which  Dr.  Travell 
can  obtain  by  the  various  methods  of  needling, 
spraying,  pricking,  etc.,  however,  indicate  that 
secondary  hyperalgesia  is  an  important  factor 
in  this  type  of  tenderness. 

General  Discussion 

Dr.  Seymour  H.  Rinzler:  The  magnitude 
of  this  problem  should  be  obvious  because  I 
think  the  incidence  of  one  or  more  of  the  myo- 
fascial pain  syndromes  through  a lifetime  must 
be  one  hundred  per  cent.  Leaving  out  the 
somatic  aspects  for  the  moment,  I would  like 
to  ask  Dr.  Travell  to  comment  first  on  the  use 
of  ethyl  chloride  spray  in  cardiac  pain  and  second 
to  tell  us  whether  the  spray  is  effective  when 
applied  to  the  calf  in  intermittent  claudication 
associated  with  arteriosclerosis  of  the  legs. 

Dr.  Travell:  First  as  to  chest  pain  due  to 
coronary  insufficiency:  We  have  shown  that 
in  acute  myocardial  infarction  and  effort  angina, 
trigger  areas  develop  in  the  chest  muscles, 
within  the  somatic  reference  zone  of  cardiac 
pain.  We  have  shown  further  that  this  somatic 
component  of  cardiac  pain  may  maintain  itself 
independently  long  after  the  initiating  barrage 
of  noxious  impulses  coming  from  the  heart  has 
ceased.  Weiss  and  Davis  pointed  out  more 
than  twenty  years  ago  that  procaine  infiltration 
of  somatic  structures  in  the  reference  zone  would 
abolish  acute  visceral  pain,  and  we  have  con- 
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firmed  their  findings,  using  the  technic  of  in- 
filtrating specifically  the  trigger  areas  which 
link  the  heart  to  the  skeletal  muscles  and  which 
maintain  the  pain  cycle.  Since  procaine  injec- 
tion relieves  both  primary  skeletal  muscle  pain 
and  cardiac  pain,  and  since  ethyl  chloride  spray 
interrupts  trigger  mechanisms  due  to  musculo- 
skeletal injury,  we  decided  to  try  the  spray  in 
chest  pain  due  to  a fresh  myocardial  infarct.  It 
was  surprisingly  effective,  and  I know  quite  a 
number  of  cardiologists  who  now  use  ethyl  chlo- 
ride spray  routinely  in  this  condition. 

Dr.  Modell:  Would  you  say  then,  that  the 
effect  of  ethyl  chloride  spray  cannot  be  used 
as  a test  in  the  differential  diagnosis  of  chest 
pain? 

Dr.  Travell:  Quite  right.  When  acute  chest 
pain  is  promptly  relieved  by  the  spray,  this  does 
not  exclude  a visceral  etiology  of  the  pain. 

Dr.  Modell:  There  was  another  question 
about  intermittent  claudication. 

Dr.  Travell:  We  have  a study  in  progress 
on  the  effect  of  eliminating  trigger  mechanisms 
on  calf  claudication.  So  far,  we  have  a limited 
number  of  patients,  but  in  three  patients,  re- 
peatedly spraying  the  calf  together  with  stretch- 
ing of  the  calf  muscles  during  the  application  has 
reduced  or  completely  eliminated  calf  cramps 
on  walking.  In  each  of  these  patients,  the 
intermittent  claudication  was  initiated  by  a 
popliteal  thrombosis.  This  kind  of  pain  is, 
of  course,  generally  attributed  to  organic  narrow- 
ing of  the  arteriaj  lumen.  The  results  of  the 
therapeutic  test  with  the  spray  or  with  procaine 
infiltration  leads  us  to  infer  that  even  in  the 
presence  of  occlusive  arterial  disease,  the  myo- 
fascial component  may  be  the  main  factor  in 
maintaining  muscle  ischemia  and  a continuing 
pain  cycle.  The  trigger  areas  in  the  calf  muscles 
could  theoretically  interfere  with  local  blood 
flow  by  causing  reflex  vasospasm.  Dr.  Kraus, 
have  you  any  observations  on  intermittent 
claudication? 

Dr.  Kraus:  No,  I have  just  learned  some- 
thing. 

Dr.  Modell:  I wonder  if  you  could  answer 
this  question.  I was  under  the  impression  that 
the  pain  relieved  by  ethyl  chloride  spray  was 
restricted  to  the  pain  associated  with  muscle 
spasm.  Is  that  not  so? 

Dr.  Travell:  No,  pain  due  to  a joint  sprain 
is  often  relieved  by  the  spray.  We  spoke  of 
musculoskeletal  structures.  How  much  of  the 
pain  of  an  ankle  sprain  is  due  to  muscle  spasm 
and  how  much  is  due  to  direct  injury  to  the  liga- 
ments and  joint  capsules  isn’t  clear,  but  one  can 
sometimes  relieve  it  by  spraying  only  the  area  of 
swelling  without  spraying  any  of  the  adjacent 
muscles  in  the  lower  leg.  Trigger  areas  may  be 


demonstrated  in  the  fibrous  structures  about  a 
sprained  joint. 

It  is  my  impression  that  joint  sprains  are 
more  resistant  to  spraying  than  are  direct  muscle 
injuries.  I find  it  often  necessary  to  spray  an 
acute  ankle  sprain  on  several  successive  days  to 
secure  complete  relief.  But  this  may  also  apply 
to  acute  muscle  spasm.  In  fact,  when  partial 
relief  is  obtained  by  the  spray  or  pain  returns 
a day  or  so  after  complete  relief  occurred,  that 
should  be  considered  an  indication  for  repeating 
the  spraying. 

Dr.  Modell:  How  about  beestings? 

Dr.  Travell:  Ethyl  chloride  spray  stops  the 
pain  of  a beesting  right  away,  much  faster  than 
putting  mud  on  it,  which  is  the  oldfashioned 
counterirritant.  Dr.  Edgar  Norfleet  told  me 
about  a man  who  had  been  caught  in  close 
proximity  to  a yellow  jackets’  nest  and  came  to 
his  office  with  about  100  stings  and  frantic  with 
pain.  He  sprayed  the  patient  practically  all 
over  with  ethyl  chloride,  and  in  two  or  three 
minutes  the  man  was  perfectly  comfortable  and 
never  had  any  more  pain.  There  was  a good 
deal  of  swelling  in  this  case,  but  sometimes  the 
sting  does  not  swell  after  the  spraying  as  one 
would  expect. 

Dr.  Harry  Gold:  How  did  it  happen  that 
the  beesting  was  relieved? 

Dr.  Travell:  Other  kinds  of  cutaneous 
tissue  damage  behave  similarly,  contusions  and 
burns,  for  instance.  If  you  spray  a second  de- 
gree flash  burn  with  ethyl  chloride  for  a minute 
in  the  same  interrupted  fashion  as  for  muscle 
pain,  there  probably  won’t  be  any  more  pain 
from  that  burn.  It  will  heal  nicely.  We  have 
made  a controlled  study  on  radiant  heat  burns, 
and  the  results  suggest  that  the  spray  prevents 
blistering  at  threshold  intensities,  as  well  as 
relieving  pain. 

We  have  done  a few  experiments  on  ourselves 
to  see  whether  ethyl  chloride  spray  influences  the 
histamine  reaction.  So  long  as  the  skin  is  kept 
chilled  by  the  spray,  the  wheal  is  prevented  from 
appearing,  just  as  when  the  circulation  is  oc- 
cluded by  a blood  pressure  cuff ; if  the  spray  is 
applied  generously  for  several  minutes,  the  wheal 
that  develops  later  is  smaller  than  the  control, 
only  a quarter  to  a half  as  large.  With  a light 
spraying  for  about  a minute,  which  often  stops 
pain  and  itching,  we  saw  no  effect  on  the  size  of 
the  wheal  following  injected  histamine.  How- 
ever, this  does  not  preclude  the  possibility  that 
spraying  inhibits  the  release  of  histamine  by  the 
tissues  in  response  to  injury  or  some  chemical 
irritant  in  the  beesting. 

Visitor:  I have  two  questions.  How  much 
does  a bottle  of  ethyl  chloride  cost,  and  along 
with  that,  how  many  treatments,  such  as  the 
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one  you  described  for  the  acute  stiff  neck,  does 
one  bottle  contain?  Secondly,  is  there  any 
adverse  effect  on  the  conjunctival  membrane 
or  any  mucous  membrane? 

Dr.  Travell:  The  cost  of  a bottle  of  ethyl 
chloride  spray  is  about  80  cents  to  a dollar. 
How  long  you  can  make  it  last  depends  on  the 
coarseness  of  the  stream,  on  the  size  of  the  area 
to  be  sprayed,  and  the  rapidity  of  the  response. 

A general  practitioner,  Dr.  Howard  Reid, 
wrote  me  not  long  ago  that  he  had  used  up 
6 bottles  of  the  spray  in  a month,  successfully 
treating  ten  cases  with  various  sorts  of  pain 
syndromes.  He  wrote:  “In  closing  I want  to 
repeat  again  that  I have  used  six  bottles  in  a 
month.  No  matter  how  you  evaluate  this — in 
terms  of  relief,  or  thought,  or  results  for  money 
expended — nothing  can  place  a monetary  value 
on  the  fun  I got  out  of  seeing  it  work.” 

Dr.  Modell:  There  is  still  a question  on  the 
effect  of  the  spray  on  the  conjunctiva  that  you 
have  not  answered. 

Dr.  Travell:  In  the  eye  it  stings  and  burns 
like  ether,  but  it  is  not  painful  to  mucous  mem- 
branes. Dentists  of  course  use  it  all  the  time 
in  the  mouth. 

Doctor  : How  do  you  protect  the  eye? 

Dr.  Travell:  When  spraying  the  face,  hold 
a roll  of  paper  tissue  against  the  closed  lids  to 
absorb  the  material.  If  you  do  this,  and  use 
a “fine”  spray,  you  can  apply  it  briefly  to  the 
eyelids. 

Dr.  Gold:  How  about  those  very  severe 
pains  that  occur  at  night  in  the  lower  extremities 
of  a person,  when  he  will  be  wakened  by  a calf 
cramp,  or  a cramp  which  draws  up  the  big  toe? 

Dr.  Travell:  It  is  quite  effective.  I have  in 
mind  an  elderly  man,  a diabetic,  with  terrific 
nocturnal  calf  cramps,  who  has  been  helped  by 
it.  He  has  learned  to  anticipate  the  onset  of  the 
cramp.  If  it  begins  to  feel  as  if  he  were  going 
to  have  a cramp,  he  sprays  the  calf  and  it  sub- 
sides. And  if  the  spray  is  used  regularly  at 
bedtime  for  a couple  of  weeks,  it  seems  to  break 
up  the  cycle. 

Dr.  Gold  : Where  do  you  apply  it? 

Dr.  Travell:  Over  the  calf.  This  is  best 
done  while  standing  with  the  knee  straight  and 
leaning  forward  with  the  heel  kept  on  the  floor. 
This  puts  the  calf  muscles  on  the  stretch. 

Dr.  Gold:  Suppose  it  involves  the  big  toe? 

Dr.  Travell:  Then  you  should  spray  also 
the  front  of  the  leg  to  cover  the  long  extensors 
of  the  toes  and  the  tibialis  anticus  muscle,  but 
with  the  foot  in  a different  position. 

Student:  What  success  have  you  had  with  it 
in  treating  the  different  forms  of  chronic  arthritis? 

Dr.  Travell:  At  present  I have  three  patients 
with  advanced  osteoarthritis  of  one  hip  joint 


with  marked  limitation  of  motion  and  disability 
(one  of  them  is  on  crutches),  and  these  three 
women  consider  the  spray  the  greatest  boon 
they  have  had.  When  the  muscles  about  the 
hip  are  all  tightened  up,  if  you  ask  them  to  lie 
down  and  you  spray  the  gluteal  and  adductor 
regions  under  tension,  you  can  see  and  feel  the 
muscles  relax  as  you  apply  it.  These  patients 
use  the  spray  themselves  at  night  when  they  have 
pain,  and  they  have  now  practically  discontinued 
the  use  of  narcotics — codeine  or  demerol.  They 
take  aspirin,  and  along  with  this,  a few  applica- 
tions of  the  spray  to  the  lower  extremity  during 
the  night  will  relieve  the  muscle  spasm  and  re- 
ferred pain  and  allow  them  to  go  back  to  sleep 
almost  immediately.  This  is  an  instance  of  a 
continuing  pain  cycle  which  one  cannot  hope 
to  abolish  permanently,  but  the  spray  does 
ameliorate  pain  in  a wonderful  way.  These 
patients  use  an  average  of  about  one  bottle  of 
spray  a week. 

Visitor:  Where  do  you  draw  the  line  between 
the  soma  and  the  psyche?  We  all  realize  that 
the  cooling  effect  of  the  ethyl  chloride  would  have 
some  soothing  effect  on  these  painful  joints. 

Dr.  Travell:  As  a rule,  these  people  with 
arthritic  pain  are  prejudiced  against  cold;  they 
don’t  like  it.  They  like  hot  applications.  They 
live  on  a heating  pad.  They  go  to  bed  with  a 
hot  water  bottle.  They  sit  in  the  sunshine. 
They  take  hot  baths,  steam  baths,  and  cabinet 
baths,  every  form  of  heat,  and  they  will  tell  you 
they  positively  cannot  stand  anything  cold. 
They  have  a negative  psychogenic  attitude  to- 
ward the  spray.  Furthermore,  the  results  are 
not  so  good  in  those  people  who  have  a large 
psychogenic  component  of  their  pain.  There 
is  probably  constant  reactivation  of  the  pain 
cycle  by  noxious  impulses  due  to  the  psychogenic 
stress. 

Also,  there  are  reports  in  the  literature  of 
beneficial  effects  of  the  spray  on  injuries  in 
animals.  After  a crushing  soft  tissue  injury  to 
the  limb  of  a dog,  such  that  the  dog  hobbled 
around  on  three  feet,  when  the  leg  was  sprayed 
the  dog  put  the  foot  down  and  ran  off.  The 
spray  has  been  used  on  lame  race  horses,  sub 
rosa,  for  years.  A patient  from  a county  seat 
in  Massachusetts  who  wanted  to  buy  some  spray 
for  his  own  use  said  he  could  not  get  any  from 
the  druggist. 

“Why  not?”  I asked. 

“All  the  drugstores  were  sold  out.  We  had 
a county  fair  in  town  with  horse  racing,  and 
the  racing  stables  bought  up  every  bottle.” 

I might  tell  you  about  an  unusual  case  in 
which  the  factor  of  suggestion  could  have  played 
no  part.  This  was  reported  to  me  by  Dr.  Nor- 
fleet. He  saw  a patient  with  an  inguinal  hernia 
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and  strangulation  of  the  bowel.  Two  doctors 
had  already  tried  to  replace  it  and  failed,  and  he 
also  failed.  Then  it  occurred  to  him  that  he 
might  be  able  to  relax  the  abdominal  muscles 
with  the  spray  and  so  enlarge  the  ring.  He 
sprayed  the  region  and  the  herniated  bowel 
slipped  back  with  no  trouble  at  all. 

Dr.  Gold:  What  proportion  of  all  of  your 
cases  on  the  whole  get  “cured”? 

Dr.  Travell:  I don’t  know. 

Dr.  Gold:  Take  them  by  and  large  just  as 
you  see  them? 

Dr.  Travell:  You  mean  cured  by  ethyl 
chloride  spray  alone  or  by  both  procaine  in- 
filtration and  the  spray? 

Dr.  Gold:  The  pain  goes  away  altogether 
and  does  not  come  back  any  more.  I am  talking 
about  the  spray  only. 

Dr.  Travell:  I cannot  give  you  any  statis- 
tics, but  I am  sure  it  is  a smaller  proportion  than 
when  treatment  combines  the  spray  and  procaine 
infiltration.  However,  it  is  distinctly  unusual 
not  to  get  some  relief  of  pain  from  the  spray  in 
a wide  variety  of  conditions.  I have  tried  it  in 
many  kinds  of  painful  states.  Even  in  an  acute 
catarrhal  otitis  media,  when  applied  very  briefly 
to  the  ear  drum,  the  spray  may  stop  pain  for 
hours.  Whether  the  relief  is  permanent  is  an- 
other problem. 

Summary 

Dr.  Travell:  Ethyl  chloride  spray  relieves 
pain  in  a wide  spectrum  of  conditions.  Today 
Dr.  Kraus  told  us  how  he  first  happened  to  use 
this  agent  in  the  treatment  of  painful  motion 
due  to  joint  and  muscle  injury.  It  was  agreed 
that  the  manner  of  applying  the  spray  is  import- 
ant in  the  therapeutic  outcome;  with  certain 
possible  exceptions,  frosting  of  the  skin  or  aching 
due  to  “cold  pain”  are  to  be  avoided.  In  myo- 


fascial pain  syndromes,  active  or  passive  motion 
of  the  muscles  in  spasm  is  probably  essential  to  a 
satisfactory  result  with  the  spray.  Conditions 
in  which  the  spray  is  likely  to  prove  effective 
are  acute  strains  of  the  skeletal  muscles  and 
joints,  acute  visceral  pain  due  to  a single  episodic 
lesion  like  myocardial  infarction,  and  first  and 
second  degree  burns.  Calf  claudication  following 
an  arterial  thrombosis  may  respond  in  a dramatic 
manner.  A limited  number  of  observations 
suggest  that  ethyl  chloride  spray  may  be  a useful 
adjunct  to  relieve  skeletal  muscle  spasm  in  the 
acute  stage  of  anterior  poliomyelitis  and  also  to 
control  residual  muscle  spasm  in  its  later  stages. 

It  is  obvious  that  relief  of  pain  by  ethyl  chloride 
spray  does  not  preclude  a diagnosis  of  serious 
and  remote  disease.  Longstanding  pain  syn- 
dromes as  a whole  do  not  respond  as  well  to  the 
spray  as  do  acute  ones.  Failures  to  obtain  a 
good  therapeutic  end-result  with  the  spray 
may  be  due  to  (1)  wrong  site  of  application,  that 
is,  to  pain  reference  zones  rather  than  to  myo- 
fascial trigger  areas  which  are  sources  of  re- 
ferred pain;  (2)  excessive  cooling  of  the  skin  and 
hurrying  the  procedure;  (3)  lack  of  motion  of 
muscles  in  spasm;  (4)  failure  to  repeat  the  spray- 
ing when  partial  relief  is  obtained  by  the  first 
treatment;  (5)  chronicity  of  the  syndrome, 
which  implies  a change  in  the  mechanism  of 
pain  from  what  is  purely  a physiologic  disorder  at 
the  outset  to  one  based  on  organic  changes,  and 
(6)  a continuing  barrage  of  noxious  impulses 
which  reactivates  the  pain  cycle,  derived  either 
from  some  remote  pathologic  lesion  or  primary 
psychogenic  stress.  When  used  in  this  way 
for  relief  of  pain,  ethyl  chloride  spray  prob- 
ably falls  in  the  category  of  counterirritants. 
Thus  the  relief  of  pain  by  such  rapidly  volatile, 
cooling  sprays  would  depend  on  neurogenic 
mechanisms,  particularly  changes  in  the  central 
excitatory  state. 


HILL-BURTON  HOSPITAL  CONSTRUCTION  REPORT 


As  of  April  30,  1952,  the  status  of  Hill-Burton 
hospital  construction  in  New  York  State  was  as 
follows: 

Completed  and  in  Operation:  40  projects  at  a 
total  cost  of  $30,114,833,  including  Federal  contri- 
bution of  $9,581,072,  supplying  1,904  additional  beds. 

Under  Construction:  23  projects  at  a total  cost  of 


$29,909,162,  including  Federal  contribution  of 
$8,992,601,  and  designed  to  supply  1,654  additional 
beds. 

Approved,  but  not  yet  Under  Construction:  Seven 

projects  at  a total  cost  of  $8,809,830,  including 
$2,072,570  Federal  contribution  and  designed  to 
supply  288  additional  beds. 


Case  Reports 


POSSIBLE  BENEFICIAL  EFFECT  OF  ADRENOCORTICOTROPIC  HORMONE 
ON  BENIGN  PAROXYSMAL  PERITONITIS 


Abraham  A.  Polachek,  M.D.,  and  J.  A.  Rosenkrantz,  M.D.,  New  York  City 


( From  the  Medical  Service,  Veterans  Administration  Hospital,  Bronx ) 


'T'HE  clinical  entity  of  benign  paroxysmal  peritoni- 
tis  was  described  by  Siegal  in  two  papers,  wherein 
he  reported  personal  observations  of  11  patients  and 
reviewed  five  patients  culled  from  the  literature.1,2 
Other  clinicians  and  investigators  described  a hetero- 
geneous group,  including  patients  with  erythema, 
purpura,  allergy,  periodic  disease,  and  diffuse  vascu- 
lar disease  having  abdominal  signs  and  symptoms 
similar  to  those  of  benign  paroxysmal  peritonitis.3-17 
However,  there  are  enough  differences  to  set  benign 
paroxysmal  peritonitis  apart  from  the  aforemen- 
tioned group. 

Because  the  number  of  patients  reported  with  this 
disorder  is  not  large  the  following  new  case  is  pre- 
sented. 

Case  Report 

The  patient  is  a twenty-two-year-old  white  male 
of  Armenian  extraction  who  first  noted  left  chest  pain 
in  May,  1948,  while  stationed  in  Korea.  The  pain 
was  associated  with  a fever  of  102  F.  and  aggravated 
by  deep  inspiration  and  coughing.  After  several 
days  the  pain  and  elevated  temperature  gradually 
subsided,  and  a diagnosis  of  pleurisy  was  considered. 
From  that  time  the  patient  had  recurrent  attacks  of 
chest  pain  at  approximately  monthly  to  bimonthly 
intervals  and  lost  five  to  eight  days  from  work  on 
each  occasion.  In  February,  1949,  he  had  a similar 
attack  of  pain,  and  an  x-ray  of  the  chest  was  reported 
as  showing  pleuritic  involvement  of  the  left  lung. 
In  October,  1949,  the  patient  was  admitted  for  the 
first  time  to  the  Veterans  Hospital  because  of  an 
acute  attack  of  left  chest  pain  associated  with  fever. 
The  only  past  allergy  history  obtained  was  a single 
attack  of  skin  sensitivity  to  tincture  of  Merthiolate. 
Other  past  history  included  gonorrhea  twice,  treated 
in  1948  with  penicillin. 

During  the  first  hospitalization,  the  physical 
examination  was  essentially  negative,  except  for 
decreased  breath  sounds  and  fremitus  at  the  left 
base.  Positive  laboratory  findings  included  an 
elevated  sedimentation  rate  on  admission  and  a 
leukocytosis  in  November,  1949.  Urinalysis,  ser- 
ology, complement  fixation,  heterophil  antibody  titer 
were  all  negative.  Culture  of  the  feces  for  enteric 
pathogens  was  negative.  The  serum  amylase  was 
normal.  The  electrocardiogram  was  within  normal 
limits.  Tuberculin  skin  test  was  1 plus  positive  on 
second  strength  purified  protein  derivative.  Malaria 


smear  was  negative.  On  November  2,  1949,  the 
patient  had  an  episode  of  abdominal  pain  with  leuko- 
cytosis, fever  of  104  F.,  and  physical  signs  compatible 
with  peritonitis.  However,  within  twenty-four 
hours  the  whole  symptom  complex  disappeared,  and 
after  several  days  the  patient  felt  quite  well.  An 
allergy  workup  showed  1 plus  sensitivity  to  dust, 
potato,  and  tomato,  which  was  not  considered 
significant.  Attempts  to  induce  an  episode,  by 
injection  of  intravenous  histamine  and  oral  barium 
mixture  (because  one  attack  followed  barium  study) 
followed  by  licorice  powder  simulating  conditions 
of  a barium  study,  were  not  successful.  The  patient 
was  discharged  at  the  end  of  November,  1949,  and, 
while  not  working,  had  his  longest  remission  of  seven 
months  without  an  attack  of  chest  pain  or  abdominal 
pain. 

After  June,  1950,  the  patient’s  attacks  resumed. 
In  March,  1951,  he  had  his  first  episode  of  right 
chest  pain.  The  patient  had  a total  of  21  epi- 
sodes of  left  chest  pain,  three  of  right  chest  pain, 
and  six  of  abdominal  pain,  always  associated  with 
elevated  temperature.  On  September  20,  1951,  the 
patient  complained  of  left  pleuritic  chest  pain  for 
which  he  was  admitted  to  the  hospital  for  the  second 
time  on  September  22,  1951. 

The  patient  was  a well-developed  and  well- 
nourished  white  male  who  appeared  acutely  ill. 
Temperature  was  102  F.,  pulse  84,  respirations  20, 
and  blood  pressure  120/72.  The  eye,  ear,  nose,  and 
throat  examination  was  negative,  head  and  neck 
normal,  lungs  clear  to  percussion  and  auscultation, 
and  abdomen  normal.  Examination  of  the  heart 
revealed  no  thrills  or  murmurs,  point  of  maximal 
impulse  in  the  fifth  interspace  within  the  midclavic- 
ular  line,  second  pulmonic  sound  louder  than  the 
second  aortic  sound.  On  rectal  examination  the  pros- 
tate was  somewhat  enlarged,  the  right  seminal 
vesicle  somewhat  fibrotie,  and  the  left  seminal  vesicle 
cystic.  There  was  no  lymphadenopathy,  and  the 
extremities  were  normal. 

On  admission  blood  count  showed  red  blood  cells 
4,500,000;  hemoglobin  12.6  Gm.;  white  blood  cells 
12,400,  neutrophils  68  per  cent,  lymphocytes  28  per 
cent,  monocytes  2 per  cent,  eosinophils  1 per  cent, 
basophils  1 per  cent;  sedimentation  rate  36  mm.  per 
hour.  Blood  urea  nitrogen  and  glucose  were  normal. 
Urinalysis,  serology,  and  three  stool  examinations 
for  ova  and  parasites  were  negative.  Blood  culture 
revealed  no  growth.  Three  days  after  admission 
the  white  blood  count  and  differential  were  normal. 
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TABLE  1. — Blood  Studies  Following  Ingestion  of  High-Fat  Diets 


Cholesterol 

Cholesterol 

Lipid 

Phospho- 

Alkaline 

Time 

(Mg.  Per 

Esters 

(Gm.  Per 

lipid 

Phosphatase 

Study 

(Hours) 

Cent) 

(Mg.  Per  Cent) 

Cent) 

(Mg.  Per  Cent) 

(Shinowara  Units) 

1 

Fast 

296 

249 

0.906 

10.8 

3.3 

1 

308 

272 

3 

252 

210 

1.24 

7.7 

4.0 

5 

308 

270 

1.57 

12.4 

7 

300 

249 

1.49 

13.9 

Time 

Calcium 

Phosphorus 

Protein 

Albumin 

Globulin 

Potassium 
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Serum  amylase  on  the  sixth  hospital  day  was  34 
units.  Seven  weeks  later  the  leukocytes  were  again 
elevated  to  17,800  with  81  per  cent  neutrophils,  14 
per  cent  lymphocytes,  3 per  cent  monocytes,  2 per 
cent  eosinophils.  Two  days  after  this  new  episode, 
serum  amylase  was  63  units,  and  four  days  later  the 
white  blood  cells  were  down  to  8,000,  neutrophils  48 
per  cent,  lymphocytes  48  per  cent,  monocytes  5 per 
cent,  eosinophils  1 per  cent.  Cultures  of  two  pooled 
gastric  specimens  were  negative  for  acid-fast  bacilli. 
Serum  phosphorus,  calcium,  alkaline  phosphatase, 
and  potassium  were  within  normal  limits.  Total 
cholesterol  was  296  mg.  per  cent,  esters  249  mg.  per 
cent.  Total  protein  and  albumin-globulin  ratio 
were  normal.  Several  electrocardiograms  were 
within  normal  limits.  X-rays  of  the  chest  revealed  a 
blunted  left  costophrenic  angle  with  evidence  of  a 
somewhat  thickened  pleura  and  pleuropericardial 
adhesions.  In  addition,  there  was  a small,  round, 
nodular  shadow  in  the  midlung  field  near  the  hilum. 
As  compared  with  films  in  1949,  there  had  been 
slight  contraction  of  this  lesion  but  no  significant 
change.  Laminagrams  on  November  2,  1951,  did 
not  show  any  definite  cavitation.  A gastrointes- 
tinal series  did  not  show  any  definite  organic  dis- 
ease. Psychometrics  on  October  4, 1951,  were  inter- 
preted as  showing  a patient  with  a strong  feeling  of 
guilt,  aggressive  impulses,  and  a need  for  dependent 
status  along  with  suppression  of  effective  expression. 

The  patient  was  comparatively  well  after  the  first 
hospital  day  until  November  9,  1951,  when  he  com- 
plained of  pain  in  the  lower  abdomen.  This  pain 
was  crampy  and  continuous  in  nature.  It  became 
progressively  worse  during  the  day.  The  patient 
felt  nauseated  and  vomited  several  times.  On 
examination  of  the  abdomen  there  was  tenderness  in 
the  right  lower  quadrant  with  marked  direct  rebound 
tenderness  in  both  lower  quadrants  and  slightly  in 
the  upper  halves.  Borborygmi  were  present.  A 
blood  count  showed  a leukocytosis,  and  the  tempera- 
ture rose  to  102  F.  at  7 p.m.;  10  mg.  of  Benadryl 
were  given  intravenously  without  effect.  The  pa- 
tient was  kept  under  observation  and  the  following 
day  felt  much  improved.  His  temperature  dropped  to 
normal,  and  there  were  only  signs  of  mild  tenderness 
with  rebound  over  the  right  lower  quadrant.  Two 
days  after  the  onset  of  this  attack  the  patient  felt 
practically  well.  Proctoscopy  failed  to  reveal  any 
pathology.  Biopsy  of  Houston’s  valve  was  negative 
for  schistosoma. 


The  patient  offered  the  information  that  his 
attacks  might  follow  seasoned  or  greasy  foods.  Be- 
cause of  a previous  experience  by  one  of  the  authors 
(J.A.R.)  with  a patient  having  similar  abdominal 
signs  and  symptoms  following  ingestion  of  fat,  our 
patient  was  given  three  fatty  meals,  approximately 
two  weeks  apart,  in  an  attempt  to  initiate  a new 
attack : 

First  Lipid,  Study  ( November  21,  1951):  100  cc. 
Lipomul-Oral  (Upjohn),  containing  40  per  cent  veg- 
etable oil,  10  per  cent  anhydrous  dextrose,  preserved 
with  0.1  per  cent  sodium  benzoate,  were  given  fol- 
lowing withdrawal  of  fasting  blood.  Although 
blood  specimens  were  drawn  throughout  the  day,  as 
indicated  in  Table  I,  normal  lunch  containing  aver- 
age amount  of  fat  was  permitted.  Fat  totaled  ap- 
proximately 50  Gm. 

Second  Lipid  Study  ( December  4,  1951):  A high 
fat  diet  (planned  by  the  Dietetics  Service  of  this  hos- 
pital), consisting  of  cereal  with  1 pat  butter  and  4 
creamersful,  2 fried  eggs,  4 strips  bacon,  2 slices 
toast  with  2 pats  butter,  1 glass  of  V2  cream  and  */* 
milk,  coffee  with  1 creamerful,  and  pure  orange  juice, 
was  given  and  patient  went  without  lunch.  Total 
fat  was  approximately  100  Gm. 

Third  Lipid  Study  ( December  20,  1951):  200  cc. 
Lipomul-Oral  were  given,  and  lunch  was  not  al- 
lowed. Fat  totaled  approximately  100  Gm. 

In  this  respect  we  were  unsuccessful.  Periodic 
blood  studies  for  cholesterol,  lipids,  calcium,  phos- 
phorus, alkaline  phosphatase,  and  potassium  were 
carried  out  following  lipid  ingestion.  The  results 
are  indicated  in  Table  I. 

Starting  on  December  6,  1951,  patient  developed 
left  chest  pain,  worse  on  deep  inspiration,  with  a 
temperature  rise  of  100  F.  which  continued  to  De- 
cember 10.  On  that  day  the  patient  was  given  20 
mg.  ACTH  intravenously  in  500  cc.  of  5 per  cent 
glucose  in  water  over  a period  of  five  hours.  After 
one  hour  the  patient  showed  subjective  improve- 
ment and  after  two  and  one-half  hours  the  pain  had 
almost  disappeared.  Within  an  hour  of  completion 
of  the  infusion,  the  patient  felt  so  much  improved 
that  he  got  out  of  bed  and  engaged  in  ward  activi- 
ties. I11  contrast  to  the  usual  three  or  four  days  of 
malaise  after  each  such  episode,  at  this  time  the  pa- 
tient seemed  symptom-free.  The  patient  was  dis- 
charged on  January  4,  1952. 
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Comment 

The  patient  reported  satisfies  the  criteria  neces- 
sary to  establish  the  diagnosis  of  benign  paroxysmal 
peritonitis.1’2  The  salient  features  of  this  case  re- 
port are  as  follows : 

1.  Recurrent  paroxysmal  abdominal  pain  with 
signs  of  peritoneal  involvement  plus  associated  pleu- 
ritic pain  demonstrable  as  a pleuritic  reaction  by 
roentgenographic  studies.1,2 

2.  Repeated  attacks  associated  with  focal  and 
rebound  tenderness  suggestive  of  a surgical  abdomen 
lasting  two  to  three  days  followed  by  apparent  good 
health  between  attacks.1,2 

3.  Elevated  temperature  with  concomitant  find- 
ings of  leukocytosis,  polynucleosis  without  eosino- 
philia,  and  a prolonged  erythrocyte  sedimentation 
rate.1,2 

4.  Normal  serum  amylase.  With  respect  to 
abdominal  signs  and  symptoms  pancreatitis  at  times 
presents  difficulty  in  diagnosis.18  The  normal  amyl- 
ase finding  is  presumptive  evidence  of  a normal  pan- 
creas.19-23 

5.  Allergic  or  psychiatric  disorders  or  background 
were  not  definitely  ruled  out.  Psychiatric  studies  of 
this  patient  revealed  a few  personality  deficiencies. 
Some  authors  believe  psychic  disturbances  may  play 
a part.1’2,24 

6.  Patient  is  a young  adult  of  Armenian  extrac- 
tion. Jewish  and  Armenian  patients  predominate 
in  this  clinical  entity.2 

7.  Gastrointestinal  roentgenograms  were  normal 
with  absence  of  diarrhea  or  findings  of  ova  or  para- 
sites in  stools;  normal  proctoscopic  appearance  of 
lower  colon. 

8.  High-fat  meals  failed  to  induce  a significant 
rise  in  the  cholesterol  or  cholesterol  ester  concentra- 
tion of  serum;  on  the  other  hand,  lipids  and  phos- 
pholipids were  elevated,  while  serum  potassium,  cal- 
cium, phosphate,  alkaline  phosphatase,  protein,  and 
albumin-globulin  ratio  were  unaffected.  During 
three  separate  trials,  high-fat  meals  failed  to  precipi- 
tate an  attack;  oral  barium  and  licorice  as  well  as 
intravenous  administration  of  histamine  were  also 
ineffective  in  this  respect. 

9.  Intravenous  Benadryl  ( 10  mg. ) failed  to  abort 
an  attack. 

10.  Early  relief  of  symptoms  and  probable  reduc- 
tion in  serous  surface  reaction  were  brought  about  by 
intravenous  administration  of  20  mg.  of  ACTH. 
This  therapy  may  have  been  responsible  for  prevent- 
ing the  usual  three-  to  four-day  disability  period 
following  each  episode. 

Although  all  but  two  of  the  patients  reported  by 
Siegal  showed  chest  involvement,  only  one  had  de- 
monstrable pleural  effusion  on  one  occasion.  Our  pa- 
tient showed  definite  roentgen  changes  diagnostic 
of  pleuritic  reaction.  This  patient,  therefore,  mani- 
fests multiple  serositis  of  peritoneal  and  bilateral 


pleural  cavities.  In  view  of  Siegal ’s  description  of 
finding  inflammatory  and  fibrinous  changes  with 
edema  or  congestion  of  the  visceral  peritoneum  in 
those  coming  to  surgery  and  his  concept  that  this 
entity  may  have  an  allergic  component,  the  use  of 
intravenous  ACTH  suggested  itself.  It  appears 
that  intravenous  ACTH  shortened  the  pleuritic  epi- 
sode described.  At  this  date  the  patient  has  had  no 
further  attacks  of  chest  or  abdominal  pain. 

In  reviewing  the  literature,  Reimann  reports  only 
two  cases  of  periodic  disease  treated  with  ACTH  or 
cortisone.15  Stefanini  et  al.  used  ACTH  in  treat- 
ment of  a three-year-old  patient  with  Henoch- 
Schonlein  vascular  purpura  with  successful  disap- 
pearance of  cutaneous  lesions  and  abdominal  symp- 
toms.25 The  other  reported  patient  was  one  with 
periodic  fever  treated  with  cortisone  to  prevent  re- 
currences of  these  episodes.15  Since  our  patient  was 
not  suffering  from  either  of  these  disorders,  this  is 
the  only  reported  use  of  ACTH  in  benign  paroxys- 
mal peritonitis.  Recently  Willis  reported  a case  of 
benign  paroxysmal  peritonitis  which  apparently  re- 
sponded favorably  to  para-aminobenzoic  acid.26 


Summary 

A case  of  benign  paroxysmal  peritonitis  is  reported 
which  was  possibly  favorably  influenced  by  ACTH. 
This  patient  has  had  21  attacks  of  left  chest  pain, 
three  involving  the  right  chest,  and  six  episodes  of 
acute  abdominal  pain  simulating  a surgical  abdo- 
men. 


References 

1.  Siegal,  S.:  Ann.  Int.  Med.  23:  1 (1945). 

2.  Idem:  Gastroenterology  12:  234  (1949). 

3.  Osier,  W.:  Am.  J.  M.  Sc.  1 10:  629  (1895). 

4.  Henoch,  E.:  Klin.  Wchnschr.  5:  517  (1868). 

5.  Alexander,  H.  L.,  and  Eyermann,  C.  H.:  Arch.  Dcr- 
mat.  & Syph.  16:  322  (1927). 

6.  Eyermann,  C.  H. : South.  M.  J.  28:  341  (1935). 

7.  Kahn,  I.  S.:  J.  Lab.  & Clin.  Med.  14:  835  (1929). 

8.  Hampton,  S.  F.:  J.  Allergy  12:  579  (1941). 

9.  Althausen,  T.  L.,  Deamer,  W.  C.,  and  Kerr,  W.  J.: 
Ann.  Surg.  106:242  (1937). 

10.  Cooke,  R.  A.:  Bull.  New  York  Acad.  Med.  9:  15 
(1933). 

11.  Rowe,  A.  H.:  Food  Allergy:  Its  Manifestations,  Di- 
agnosis and  Treatment,  Philadelphia,  Lea  & Febiger,  1931. 

12.  Gay,  L.  P.:  J.  Missouri  State  M.  A.  31:  385  (1934). 

13.  Harkavy,  J.:  Arch.  Int.  Med.  67:  709  (1941). 

14.  Reimann,  H.  A.:  J.A.M.A.  136:  239  (1948). 

15.  Idem:  Medicine  30:  219  (1951). 

16.  Sison,  A.  B.  M.,  Dionisio,  S.  A.,  Silva,  J.  A.,  and 
Chavez,  P.  C.:  J.A.M.A.  134:  1007  (1947). 

17.  Estren,  S.,  and  Fazekas,  J.  F.:  Bull.  New  England 
M.  Center  9:  37  (1947). 

18.  Maimon,  S.  N.,  Kirsner,  J.  B.,  and  Palmer,  W.  L.: 
Arch.  Int.  Med.  81:  56  (1948). 

19.  Somogyi,  M.:  J.  Biol.  Cliem.  125:  399  (1938). 

20.  Idem.:  Arch.  Int.  Med.  67:  665  (1941). 

21.  Lewison,  E.  F.:  Surg.,  Gynec.  & Obst.  72:  202  (1941) 

22.  Polowe,  D.:  Ibid.  82:  115  (1946). 

23.  Edmondson,  H.  A.,  Berne,  C.  J.,  Homann,  R.  E.,  Jr., 
and  Wertman,  M.:  Am.  J.  Med.  12:  34  (1952). 

24.  Janeway,  T.  C.,  and  Mosenthal,  H.  O.:  Tr.  A.  Am 
Phys.  23:504  (1908). 

25.  Stefanini,  M.,  Roy,  C.  A.,  Zannos,  L.,  and  Dameshek, 
W.:  J.A.M.A.  144: 1372  (1950). 

26.  Willis,  W.  H. : J.A.M.A.  147:  654  (1951). 


The  life  that  is  well  spent  is  a long  life. — Leonardo  da  Vinci 


PYODERMA  GANGRENOSUM  TREATED  WITH  AUREOMYCIN 
Arthur  J.  Philip,  M.D.,  Rockville  Centre,  New  York 

{From  the  Department  of  Dermatology,  Queens  General  Hospital,  Jamaica) 


'"THERE  are  many  clinical  forms  of  pyoderma 
that  cause  ulcerative  and  vegetative  lesions  of 
the  skin.  These  conditions,  usually  occurring  in 
individuals  who  have  chronic  infectious  processes 
elsewhere  in  the  body,  are  always  serious,  always 
protracted,  and  frequently  end  fatally. 

In  the  typical  case  the  early  lesion  is  a pustule  or  a 
bulla  which  breaks  down  early  in  its  course  and  pro- 
duces an  ulcer  surrounded  by  an  inflammatory  halo. 
These  ulcers  spread  rapidly,  both  in  depth  and 
width,  and  produce  areas  in  which  a purulent  dis- 
charge, patches  of  gangrene,  and  vegetative  growths 
are  characteristic.  Staphylococci  or  streptococci 
or  both  usually  can  be  cultured  from  the  discharge. 
Almost  invariably,  the  skin  disease  is  associated  with 
ulcerative  colitis. 

The  histopathologic  changes  reveal  an  acute  or  a 
chronic  purulent  process  with  undermining  of  the 
skin  and  large  areas  of  necrosis  and  gangrene.  The 
inflammatory  process  is  accompanied  by  clumps  or 
masses  of  staphylococci  or  streptococci  lying  deep  be- 
neath the  abscess.  It  is,  basically,  a chronic  pyo- 
derma with  a greatly  inhibited  resistance  to  the 
disease. 

The  prognosis  is  always  guarded.  The  mortality 
rate  is  about  50  per  cent. 

Many  types  of  therapy  have  been  used,  all  with 
indifferent  results:  blood  transfusions,  vaccines, 

fever  therapy,  bacteriophage,  sulfathiazole,  arsenic, 
and  myriads  of  locally  applied  medications. 

Many  types  of-  treatment  were  instituted  in  the 
following  case  with  no  permanent  benefit  until  aureo- 
mycin  was  applied  directly  to  the  lesions. 

Case  Report 

P.  M.,  age  thirty-one,  a white  female,  was  ad- 
mitted to  the  Dermatology  Service  of  the  Queens 
General  Hospital  on  September  14,  1950.  The  ad- 
mission diagnosis  was  pyoderma  gangrenosum  asso- 
ciated with  ulcerative  colitis. 

The  history  obtained  at  that  time  was  as  follows: 
In  early  1947.  just  after  the  birth  of  a child,  she  de- 
veloped an  abrasion  over  the  external  malleolus  of 
the  left  ankle.  This  lesion  did  not  heal.  Three 
months  later  an  abscess  developed  just  under  the 
skin  of  the  left  breast;  this  was  incised  and  drained, 
but  here  too  the  abscess,  rather  than  healing,  spread 
peripherally  and  in  depth.  When  a similar  lesion 
appeared  on  the  right  breast  in  the  summer  of  1947, 
she  was  admitted  to  a hospital  in  New  York  City 
where  she  remained  for  one  year.  During  this  pe- 
riod of  hospitalization  the  skin  of  the  entire  anterior 
and  lateral  chest  walls  became  undermined  and 
necrotic,  and  the  process  extended  to  involve  the 
face.  She  lost  27  pounds  in  three  months. 

At  that  time  the  chest  wall  was  debrided,  and 
split-thickness  skin  grafts  from  the  thighs  were  used 
to  cover  the  defects.  Within  three  weeks  after  the 
grafts  began  to  grow,  they  too  were  involved  in  the 
gangrenous  process.  In  spite  of  treatment  with 
penicillin,  streptomycin,  liver,  20  blood  transfusions, 
bacitracin,  tyrothricin,  and  1 Gm.  of  aureomycin 


Fig.  1.  About  25  per  cent  of  skin  surface  in- 
volved with  large,  ulcerating,  eroding,  confluent, 
superficial  skin  lesions. 


daily  for  three  months,  the  disease  spread  to  involve 
the  arms,  legs,  and  neck  She  had  occasional  short- 
lived remissions,  but  the  disease  always  recurred. 

Associated  with  the  skin  condition,  she  had  con- 
tinuous mucous  diarrhea.  This  was  diagnosed  as 
ulcerative  colitis  and  was  treated  with  aureomycin. 
The  colitis  improved,  but  the  aureomycin  did  not 
affect  the  spread  of  the  skin  condition. 

Her  past  history  and  family  history  supplied  no 
information  as  to  a possible  etiology. 

Admission  examination  revealed  a young  white 
female  adult  showing  extreme  cachexia.  She  was 
sensitive,  apprehensive,  and  appeared  to  be  seri- 
ously ill.  About  25  per  cent  of  the  skin  surface  was 
involved  with  large,  ulcerating,  eroding,  confluent, 
superficial  skin  lesions.  The  bases  of  the  ulcers  were 
red  and  raw,  with  no  evidence  of  granulation,  and 
exuded  a thin,  serosanguineous,  foul-smelling  dis- 
charge. The  left  half  of  the  body,  particularly  the 
chest  wall,  the  thigh,  and  the  face,  was  more  exten- 
sively involved  than  the  right.  Almost  no  mammary 
tissue  was  present  (Fig.  1).  The  remainder  of  the 
physical  examination  was  essentially  negative. 
The  diarrhea  was  under  control  at  this  time. 

Laboratory  examinations  gave  the  following  re- 
sults: Urine — negative  for  sugar  and  albumin,  occa- 
sional white  blood  cell.  (The  urine  remained  nor- 
mal throughout  the  period  of  hospitalization.) 
Blood — hemoglobin  11.8  (during  hospitalization 
hemoglobin  dropped  to  9.6),  red  blood  cells  3,750,000, 
white  blood  cells  12,350,  segmented  forms  67  per 
cent,  nonsegmented  forms  10  per  cent,  lympho- 
cytes 18  per  cent,  monocytes  4 per  cent,  eosinophils 
1 per  cent.  Blood  chemistry — total  protein  7.0, 
albumin  4.0,  globulin  3.0.  The  Wassermann  and  the 
Mazzini  tests  were  negative.  Basal  metabolic  rate 
was  minus  7.  Cultures  of  the  exudate  showed 
Staphylococcus  aureus.  Cultures  of  the  skin  were 
negative  for  both  aerobic  and  anaerobic  bacteria. 
Biopsy  of  the  skin  lesion  from  the  chest  showed  a 
nonspecific  ulceration  and  inflammation.  Barium 
enema  revealed  diffuse  ulcerative  colitis  involving 
almost  the  entire  colon.  St-ool  examination  was 
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Fig.  2.  Areas  completely  covered  with  soft,  flat, 
skin-colored  scars. 


negative  for  Endameba.  X-ray  of  the  knees  showed 
moderate  osteoarthritic  changes. 

Shortly  after  admission  aureomycin  therapy,  2 
Gm.  daily,  and  a high-caloric,  high-vitamin  diet 
were  begun.  During  the  next  five  weeks  different 
ulcerated  areas  of  the  skin  were  treated  with  Fur- 
acin,  Nupercaine,  sterile  petrolatum,  and  ammoni- 
ated  mercury.  At  various  times  she  was  given 
Dramamine,  scopolamine,  tincture  of  belladonna, 
Pantapon,  Chloromycetin,  phenobarbital,  vitamin 
C and  vitamin  K,  penicillin,  and  Pyribenzamine. 
Neither  the  local  nor  the  general  therapy  had  any 
effect  on  the  skin  lesions,  although  the  diarrhea 
remained  under  control.  On  October  25,  1950,  six 
weeks  after  admission,  all  local  and  general  therapy 
was  discontinued,  and  she  was  started  on  dressings 
of  3 per  cent  aureomycin  in  petrolatum,*  covered 
with  nonsterile  cellophane.  These  dressings  were 
changed  once  a day. 

Within  one  month  (on  November  25,  1950),  the 
lesions  on  the  face  were  75  per  cent  closed;  those  on 
the  legs  had  diminished  to  about  50  per  cent  of  their 
former  size.  Drainage  had  ceased  from  all  areas. 
She  felt  much  better,  was  eating  well,  and  she  had 
menstruated  for  the  first  time  in  five  months.  With 
healing  of  the  skin  of  the  legs,  she  developed  70  per 
cent  flexion  contractures  of  both  knees.  These 
were  treated  by  means  of  traction  to  her  shoes,  using 
a 2-pound  weight  over  each  pulley. 

* Aureomycin  hydrochloride  ointment,  Lederle.  We  are 
grateful  to  the  American  Cyanamid  Company  for  supplying 
us  with  sufficient  material  for  this  study. 


On  December  28,  1950,  aureomycin  ointment  was 
unavailable,  and  dressings  of  sterile  petrolatum  were 
substituted.  Healing  stopped  immediately,  and 
within  two  weeks  the  ulcers  had  doubled  in  size. 
On  February  5,  1951,  aureomycin  ointment  ther- 
apy was  resumed.  Healing  now  became  extremely 
rapid,  and  within  one  month  all  ulcers  had  closed 
completely.  The  patient  was  kept  in  the  hospital 
three  months  longer  under  treatment  by  the  ortho- 
pedic department  to  correct  the  deformities  of  both 
knees  that  had  resulted  from  being  bed-ridden  for 
over  two  years.  When  she  was  discharged  on  Au- 
gust 23,  1951,  no  ulcerations  were  present,  and  the 
areas  were  covered  completely  with  soft,  flat,  skin- 
colored  scars.  There  were  no  subjective  signs  of 
ulcerative  colitis,  and  she  had  gained  30  pounds  in 
weight  over  her  admission  weight.  She  could  walk, 
although  with  some  difficulty  due  to  the  residual 
contractures  at  both  knees  (Fig.  2). 

Comment 

Gangrene  of  the  skin  may  occur  as  the  result  of 
many  causes,  both  internal  and  external.  It  may 
be  produced  by  either  excessive  heat  or  cold;  by  the 
external  application  of  chemical  agents  such  as 
caustics,  strong  alkalis,  or  strong  acids;  it  may  be 
due  to  ingested  materials  such  as  ergot;  it  can  be 
produced  by  infectious  diseases  such  as  lepra,  tuber- 
culosis, syphilis,  or  erysipelas;  it  may  result  from 
disorders  of  the  blood  vessels  such  as  embolism, 
thrombosis,  endarteritis  obliterans,  or  arteriosclero- 
sis; it  may  be  a manifestation  of  diseases  of  the  cen- 
tral nervous  system  as  seen  in  Raynaud’s  disease; 
it  is  common  after  mechanical  compression  of 
blood  vessels  (ligatures,  tumors,  scar  tissue);  or,  as 
in  this  case,  it  may  be  due  to  local  infection  by  va- 
rious micro-organisms. 

In  all  of  these  conditions,  the  skin  must  be  pre- 
disposed by  a lowered  local  resistance,  frequently  in 
turn  produced  by  some  generalized,  remote,  sys- 
temic disease.  Why  pyoderma  gangrenosum,  a par- 
ticular variety  of  dermatitis  gangrenosum,  should  be 
associated  so  often  with  ulcerative  colitis  is  not 
known.  Perhaps  internal  bleeding  with  resultant 
skin  ischemia  plays  a part.  In  1930,  Brunsting, 
Goeckerman,  and  O’Leary  reviewed  the  condition 
and  reported  five  cases.1  In  all  of  their  cases  ulcer- 
ative colitis  was  present,  and  they  concluded  that 
healing  of  the  cutaneous  lesions  depended  on  the 
successful  treatment  of  the  systemic  disease.  In  the 
case  reported  herein,  the  colitis  was  under  control 
for  about  three  years  with  no  effect  on  the  skin 
manifestations. 

A similar  gangrenous  process  was  reported  by 
Guy  and  Helmhold  in  which  a fungus  of  the  actino- 
myces  group  was  found  and  isolated  from  both  the 
skin  and  the  blood  stream,  perhaps  having  become 
bloodborne  from  the  gastrointestinal  tract.2 

Summary 

A case  of  dermatitis  gangrenosum  treated  with 
aureomycin  ointment  is  presented.  The  patient 
had  had  the  condition  for  more  than  three  years 
and  had  used  many  types  of  therapy  with  no  benefit 
except  for  the  relief  of  the  ulcerative  colitis.  She 
obtained  a prompt  and  lasting  cure  with  the  use 
of  aureomycin  ointment  applied  directly  to  the 
lesions.  Because  no  one  dermatologist  sees  many 
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eases  of  this  type,  further  trial  of  aureomycin  oint- 
ment in  dermatitis  gangrenosum  by  other  observers 
is  suggested. 
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CONJUCTIVITIS  AS  SOLE  MANIFESTATION  OF  DELAYED 
REACTION  TO  POLLEN  ANTIGENS 

H.  Elias  Diamond,  M.D.,  Bronx,  New  York 


'T’HE  delayed  type  of  reaction  to  pollen  antigens 
"L  is  well  recognized,  although  it  is  probably  often 
missed  when  it  does  not  take  the  form  of  severe  sys- 
temic symptoms.  This  author  has  not  seen  any  re- 
port of  a delayed  response  of  conjunctivae  following 
treatment,  except  a conjunctivitis  which  occurred 
in  the  tested  eye  only  a day  after  a direct  ophthalmic 
test  for  elm  hayfever.1  Therefore  the  following 
case  appears  to  be  worth  reporting. 

Case  Report 

B.  W.,  forty-five  years  old,  white,  a pharmacist, 
has  been  under  author’s  treatment  for  bronchial 
asthma,  vasomotor  rhinitis,  and  chronic  sinusitis 
since  November  4,  1940.  The  bronchial  condition 
had  been  preceded  by  a sinus  condition.  There 
was  a history  of  treatment  at  the  Vanderbilt  Clinic 
where  some  obstruction  of  nasal  breathing  was 
noted  but  no  paui  over  the  sinus  area.  The  chest 
was  emphysematous  and  expiration  prolonged, 
with  moist  rhonchi  on  both  sides  of  the  chest.  The 
heart  sounds  appeared  normal.  In  addition,  the 
report  stated  that  he  was  treated  for  nephritis  with 
albuminuria  and  an  occasional  red  cell  in  the  urine. 
This  has  since  completely  disappeared. 

Intradermal  tests  were  done,  and  results  are  shown 
in  Table  I.  On  testing  with  other  inhalants  there 
were  slight  to  moderate  reactions  to  goat  hair,  cat 
hair,  dog  hair,  and  rabbit  hair.  Testings  with  the 
remaining  inhalants,  such  as  flaxseed,  silkworm, 
orris  root,  sheep’s  wool,  kapok,  horse  hair,  tobacco, 
pyrethrum,  and  feathers,  were  negative.  ■ 

Treatment  was  started  in  1940  with  ascending 
doses  of  house  dust  and  the  pollens,  ragweed,  plan- 
tain, and  timothy.  The  time  interval  was  length- 
ened, and  treatment  continued  perennially.  The 
following  dosage  was  eventually  reached  and  toler- 
ated: house  dust  concentrate  0.15,  ragweed  11,000 
pollen  units,  plantain  5,000  units,  and  timothy 
10,000  units.  (It  will  be  remembered  that  at  this 
time  doses  of  this  magnitude  were  generally  in  use.) 
Under  this  regime  he  was  entirely  free  of  the  bron- 
chial asthma  or  other  symptoms  from  the  respiratory 
tract. 

In  November  and  December,  1947,  and  in  Janu- 
ary, 1948,  he  observed  a dull  pain  in  the  eyes  and 
reddening  of  the  conjunctivae.  Several  physicians 


TABLE  I. — Results  of  Intradermal  Tests 
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negative 

slight 

(concentrate) 

marked  reaction  

* All  concentrations  mg.  N per  ml. 


with  whom  he  was  in  close  contact  treated  him  but 
without  success.  At  about  this  time  the  antihista- 
minics  had  reached  the  height  of  their  popularity, 
and  when  a 50-mg.  capsule  of  Benadryl  was  tried, 
there  was  a marked  clearing  of  eye  symptoms. 

Upon  close  questioning  in  my  office,  a relation  in 
time  between  the  therapeutic  injections  and  the  re- 
current conjunctivitis  became  evident.  Eye  symp- 
toms appeared  in  each  case  about  twenty-four  hours 
after  treatment.  The  dosage  was  decreased  step 
by  step,  and  when  a dosage  of  ragweed  7,000  pollen 
units,  plantain  2,500,  and  timothy  5,000  units  was 
reached,  the  eye  symptoms  disappeared  and  have 
not  returned.  Patient  continues  to  receive  pro- 
tective therapy  which  at  the  present  time  consists  of 
ragweed  1,200  units,  plantain  1,200  units,  timothy 
1,200  units,  house  dust  0.30  ml.  in  1:10  dilution. 
The  treatment  at  the  present  time  is  given  in  four 
and  one-half  weeks  interval.  He  continues  to  be 
free  of  any  signs  of  respiratory  allergy. 

Summary 

Conjunctivitis  was  observed  in  a case  of  perennial 
pollen  treatment  which  occurred  twenty-four  hours 
after  each  injection  and  which  disappeared  when 
the  doses  were  lowered. 
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REMISSION  IN  A CASE  OF  MYASTHENIA  GRAVIS 
FOLLOWING  THE  USE  OF  ACTH 

Edgar  Leon  Dittler,  M.D.,  New  York  City 

{From  the  New  York  Medical  College  and  Flower  and  Fifth  Avenue  Hospitals) 


npHE  following  is  a case  of  myasthenia  gravis  in 
which  a most  remarkable  improvement  was 
witnessed  following  the  administration  of  ACTH. 

Case  Report 

The  patient,  a white  male,  age  fifty-six,  was  admit- 
ted to  Montefiore  Hospital  on  April  28,  1948.  He 
complained  of  headache  of  many  years  duration, 
during  which  time  he  had  consulted  Dr.  Harvey 
Cushing.  The  past  history  included  partial  deaf- 
ness following  scarlet  fever  and  otitis  media  in 
childhood  and  a gastroenterostomy  for  duodenal 
ulcer  twenty-five  years  previously.  In  1947  he  had 
received  32  x-ray  treatments  over  both  temporal 
regions  at  the  New  York  Neurological  Institute 
without  effect.  In  February,  1948,  he  had  been 
studied  at  the  Mayo  Clinic. 

At  Montefiore  Hospital,  x-rays  of  the  skull  dis- 
i closed  marked  generalized  enlargement  of  the  sella 
turcica  with  marked  atrophy  and  destructive  changes 
in  the  dorsum  sellae  and  clinoid  processes,  as  well  as 
atrophic  changes  in  the  anterior  left  clinoid  process. 
The  left  clinoid  was  thinned  out  and  somewhat  ele- 
vated. The  pineal  was  normal  in  position.  After 
preliminary  studies  had  been  carried  out,  the  patient 
was  operated  on  through  a right  transfrontal  craniot- 
omy. The  brain  was  under  normal  pressure,  and 
on  elevation  of  the  right  frontal  lobe,  a small  nubbin 
of  yellowish  tissue  was  seen  posterior  to  the  chiasm. 
There  was  bulging  of  the  sella,  but  when  it  was 
incised,  a quantity  of  liquid  was  removed  by  suction. 
A biopsy  could  not  be  obtained.  After  hemostasis, 
the  usual  closure  was  carried  out,  and  a small  tanta- 
lum disk  was  placed  in  the  most  anterior  burr  hole. 
The  diagnosis  was  pituitary  tumor,  probably  chromo- 
phobe adenoma. 

For  several  months  following  the  operation,  the 
patient  was  quite  well  until  he  commenced  to  have 
diplopia.  He  returned  to  the  hospital,  and  x-ray 
treatments  were  administered.  Subsequently  he 
had  difficulty  in  opening  his  eyes.  Muscular  weak- 
ness appeared  and  progressed.  He  had  one  attack 
of  dysphagia.  He  was  treated  with  potassium  chlo- 
ride, ephedrine,  benzedrine,  prostigmine,  thyroid, 
etc. 

I visited  him  at  home  for  the  first  time  on  June 
21,  1950,  about  sixteen  months  after  the  onset  of 
his  myasthenia  gravis.  He  was  lying  in  bed  with 
his  eyes  almost  tightly  closed.  His  lids  could  be 
opened  slightly  after  great  effort.  He  was  taking 
1.5  mg.  prostigmine  by  injection  three  times  a day, 
four  tablets  of  prostigmine  (60  mg.)  in  the  evening 
along  with  atropine,  '/i6o  grain.  Although  he  had 
received  an  injection  of  prostigmine  an  hour  before 
my  visit,  he  was  unable  to  abduct  his  arms  above  his 
shoulders.  Most  of  his  time  was  spent  in  bed 
because  of  generalized  weakness.  It  was  impossible 
for  him  to  get  in  and  out  of  a bathtub  by  himself. 

Even  though  the  existence  of  myasthenia  gravis 
in  this  man  could  not  be  related  to  his  pituitary 
tumor,  I considered  using  either  adrenocorticotropic 
extract  or  even  cortisone.  These  substances  have 


an  antithymic  effect  and  might  alleviate  the  myas- 
thenic state.  Cortisone  was  obtained  and  injected. 
At  Flower  and  Fifth  Avenue  Hospitals,  from  June 
29,  1950,  until  July  10,  1950,  the  patient  received 
from  100  to  150  mg.  of  cortisone  daily,  along  with 
the  usual  dosage  of  prostigmine.  He  left  the  hos- 
pital unimproved. 

On  September  7,  1950,  he  returned  to  the  same 
hospital  with  an  attack  of  jaundice  from  a common 
bile  duct  stone.  He  was  treated  with  antibiotics, 
and  the  jaundice  receded.  He  left  the  hospital  a 
week  later. 

In  February,  1951,  I obtained  some  tetraethyl 
pyrophosphate  (TEPP,  Eli  Lilly).  Prostigmine 
had  been  doing  very  little  for  this  patient,  and  a 
greater  acetylcholine  effect  was  desired.  Since  TEPP 
is  a very  potent  and  toxic  substance,  I referred  the 
patient  to  the  Neurological  Institute  on  February  15, 
1951.  X-ray  of  the  chest  disclosed  a shadow  in  the 
superior  mediastinum,  and  it  was  diagnosed  as  a 
possible  thymoma.  There  was  no  record  of  this 
shadow  during  his  other  hospitalization.  Thymec- 
tomy was  performed.  It  should  be  added  that  while 
he  was  at  this  hospital,  he  suffered  gastric  hemor- 
rhages, and  it  was  necessary  to  perform  a takedown 
of  his  old  gastroenterostomy  and  a cholecystectomy 
for  the  cholelithiasis. 

He  returned  home  on  May  21,  1951.  His  condi- 
tion had  not  improved  in  the  slightest.  On  section 
the  thymus  proved  to  be  ordinary  thymic  tissue. 
On  October  19,  1951,  he  returned  to  the  same  hos- 
pital for  the  excision  of  chronic  inflammatory  tissue 
of  the  abdominal  wall  and  adjacent  peritoneum  and 
omentum  in  right  upper  quadrant.  The  pathologic 
diagnosis  was  foreign  body  in  abdominal  wall  (silk). 
He  left  the  hospital  on  November  18,  1951. 

I had  never  forgotten  my  desire  to  use  ACTH  on 
this  patient  in  the  belief  that  its  use  in  this  man  who 
had  been  operated  on  for  a pituitary  adenoma  might 
not  be  altogether  irrational.  The  granuloma  around 
the  silk  in  the  abdominal  wall  was  unusual.  It  sug- 
gested an  allergic  reaction  in  an  individual  who 
lacked  the  adrenocorticotropic  factor  of  the  pitui- 
tary. On  January  5,  1952,  ACTH  as  a gel,  40 
units  intramuscularly  twice  a day,  was  administered. 
On  two  days  only  40  units  were  given.  Prostig- 
mine was  continued.  Salt  was  eliminated  from  the 
diet,  and  potassium  chloride  was  added.  On  Jan- 
uary 13,  1952,  after  about  600  units  were  given,  the 
patient  opened  his  eyes  widely  for  the  first  time  in 
more  than  two  years.  They  have  remained  open. 
Diplopia  practically  disappeared.  His  eyes  were 
examined  by  his  ophthalmologist,  who  was  impressed 
by  the  improvement.  He  wrote  to  me:  “Ophthal- 
mologically,  there  is  a tremendous  amount  of  im- 
provement in  the  action  of  the  levator  of  each  upper 
lid  as  well  as  the  motility  of  all  the  other  muscles.” 
Prostigmine  was  discontinued.  Muscular  strength 
had  increased  remarkably.  The  patient  remained 
out  of  bed  practically  the  entire  day.  He  bathed  in 
a tub  by  himself  without  any  trouble  at  all.  He  was 
able  to  shave  himself. 

146  East  71st  Street 
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Special  Article 

MY  MEDICAL  MISSION  TO  ISRAEL 

Benjamin  Koven,  M.D.,  Brooklyn,  New  York 


TT  WAS  about  fifteen  years  ago  that  many  of  us 

in  the  medical  profession  were  especially  thrilled 
to  listen  to  an  address  delivered  by  the  late  United 
States  Senator,  Dr.  Royal  S.  Copeland.  He  had 
just  returned  from  Palestine.  His  topic  was  “The 
Great  Human  Experiment.”  He  stressed  the  fact 
that  since  the  introduction  of  modern  medical 
facilities  into  Palestine,  the  death  rate  and  the  tuber- 
cular rate  among  the  Jews  was  ten  times  less  than 
their  close  neighbors,  the  Arabs.  Although  the 
Arabs  were  welcome  to  use  these  clinics  and  health 
stations,  they  clung  to  the  superstitions  of  their 
ancestors  and  refused  to  change  their  mode  of 
living. 

In  this  presentation  it  will  be  my  endeavor  to 
recount  the  impressions  of  my  visit.  It  is  found 
necessary  to  make  a few  introductory  remarks 
regarding  the  medical  history  of  the  country  be- 
fore the  present  time.  It  was  during  the  first 
World  War  that  many  Jewish  boys  from  foreign 
lands  were  stationed  in  Palestine.  Upon  their 
return  to  their  homes  in  England,  America,  and 
South  Africa  they  spoke  very  highly  of  the  potential 
possibilities  of  the  land.  All  that  was  needed  was 
the  introduction  of  a health  program  to  eradicate 
the  various  diseases  endemic  to  a subtropical  coun- 
try. Although  previous  sporadic  attempts  at 
health  programs  had  been  made,  it  was  about  this 
time  that  a very  strenuous  and  active  endeavor  was 
started.  Various  groups,  among  which  were  several 
formed  by  American  women,  organized  and  pro- 
moted campaigns  against  infant  mortality.  Some 
other  groups  assumed  the  care  of  the  health  of  the 
children  and  adults  in  different  Palestinian  towns, 
villages,  and  settlements.  About  50  per  cent  of 
the  children  were  then  suffering  from  trachoma  and 
malaria  and  infested  with  vermin  causing  many 
types  of  skin  and  intestinal  disorders.  Many 
years  later,  about  1936,  it  was  pointed  out  with 
pride  that  the  death  rate  among  the  Jews  in  Pales- 
tine was  equal  to  that  of  New  York  City,  about  ten 
per  thousand.  From  1936  to  1939,  the  Jewish 
settlements  were  racked  by  assaults  from  their 
neighbors,  and  a good  deal  of  the  medical  activities 
had  to  be  curtailed.  Then  came  the  second  World 
War  which  was  followed  by  the  War  of  Liberation. 
Both  of  these  events  increased  the  medical  burdens. 

With  the  proclamation  of  the  State  of  Israel 
in  May,  1948,  the  health  problems  were  further 
complicated.  First  were  the  casualties  of  the  War 
of  Liberation.  Many  hospital  beds  are  still  oc- 
cupied by  these  war  veterans.  The  greatest  prob- 
lem in  public  health  was  produced  by  the  mass 
migration  of  Jews  to  their  homeland  from  all 
parts  of  the  stricken  world.  These  immigrants 
brought  with  them  the  various  diseases  mentioned 
above.  Added  to  this,  many  of  these  immigrants 


came  from  lands  where  the  simplest  rules  of  hy- 
giene were  unknown.  Even  those  who  came  from 
countries  with  higher  health  standards  had  to  be 
acclimatized  to  a new  life  and  environment. 

At  present,  Israel’s  medical  needs  are  carried  by 
three  agencies.  Time  and  space  will  not  permit 
a detailed  description  of  all  their  activities. 

First,  there  is  that  splendid  body  of  .American 
women,  the  Hadassah.  For  nearly  forty  years, 
they  have  pioneered  the  way  in  preventive  medicine 
in  Palestine  and  now  in  Israel.  Their  medical 
clinics  are  distributed  throughout  the  breadth  of 
the  land.  Up  to  the  time  of  the  Liberation,  most 
of  their  medical  activities  were  centered  in  Jeru- 
salem. At  the  present  time,  their  principal  schools 
and  hospital  buildings  in  Mt.  Scopus  are  in  the 
hands  of  the  Arabs.  Naturally  this  has  retarded 
many  of  their  activities.  Despite  handicaps  the 
personnel  of  Hadassah  have  made  herculean  efforts 
in  obtaining  and  renovating  old  buildings  in  Jeru- 
salem. One  finds  them  working  in  quarters  that 
still  show  evidence  of  recent  removal  of  rubbish 
and  debris  caused  by  bombings.  Many  of  the 
corridors  of  these  hospitals  and  clinic  rooms  have 
missing  walls,  and  frequently  the  sky  serves  as 
the  ceiling.  The  Hadassah  medical  personnel, 
which  includes  about  120  doctors,  195  registered 
and  practical  nurses,  dieticians,  and  nurses 
aides,  are  very  much  overworked.  The  depart- 
ment heads  include  some  of  the  ablest  physicians 
in  the  land.  Many  of  them  have  become  inter- 
nationally famous  because  of  the  research  opportuni- 
ties offered  within  the  walls  of  Hadassah  activities. 

Second,  is  the  Kupat  Holim,  or  the  medical  branch 
of  the  Histradut.  This  organization,  known  as  the 
General  Federation  of  Labor  in  Israel,  provides 
full  medical  care  for  all  its  members.  It  also  main- 
tains an  unemployment  fund,  a disablement  fund, 
and  special  funds  for  assistance  to  the  aged,  widows, 
and  orphans.  The  underlying  principle  of  the 
Histradut  is  “payment  according  to  earnings  and 
help  according  to  needs.”  One  of  its  most  im- 
portant contributions  to  the  present  medical  care 
in  Israel  is  its  work  among  the  immigrants  after 
they  are  discharged  from  the  Government  Re- 
ception Centers.  For  five  months  after  they  are 
released  from  quarantine,  these  immigrants  are 
provided  with  free  medical  and  surgical  care. 

The  Kupat  Holim  represents  a form  of  prepaid 
medicine,  but  its  principle  is  really  cooperative 
assistance  to  an  extent  unequalled  by  any  socialized 
scheme  in  any  country.  One  must  remember  that 
the  workers  constitute  a majority  of  the  population 
of  Israel  and  that  the}’  possess  a strong  pioneer 
spirit  and  eagerness  for  social  reforms  and  better- 
ment of  their  class.  Therefore,  we  find  that  about 
60  per  cent  of  Israel’s  population,  or  about  800,000 
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people,  belong  to  this  organization.  The  Kupat 
Holim  has  a working  staff  of  5,000  of  which  66  per 
cent  is  medical.  This  includes  954  physicians, 
1,100  nurses,  and  some  lay  assistants.  About 
40,000  patients  apply  to  their  facilities  daily. 
They  have  plans  for  doubling  their  present  hospital 
bed  capacities.  Much  of  this  construction  is  very 
near  completion  and  includes  facilities  for  300  ad- 
ditional beds  to  the  Beilensen  Hospital  in  Petach 
Tikvah  which  is  one  of  the  finest  and  most  modern 
hospitals  in  Israel.  It  compares  favorably  with 
any  medical  institution  in  any  country. 

The  third  medical  agency  in  Israel  is  the  Govern- 
ment. Its  principal  concern  is  public  health.  It 
supervises  and  controls  the  water  supply  in  the 
prevention  of  pollution.  Compulsory  vaccination 
is  enforced,  and  it  provides  yearly  immunization 
and  health  services  against  typhoid  and  other  en- 
teric fevers.  At  present  its  main  problems  is  in 
the  camps  of  the  recently  arrived  immigrants  where 
it  employs  modern  methods  to  prevent  the  spread 
of  any  of  the  diseases  that  these  people  may  bring 
into  the  country.  In  conjunction  with  the  Joint 
Distribution  Committee  and  the  Jewish  Agency, 
under  the  name  of  Malben,  the  government  also 
takes  care  of  some  of  the  chronically  ill,  especially 
those  suffering  from  tubercular  and  mental  dis- 
orders. 

One  of  the  very  important  functions  of  the 
Government  is  to  combat  epidemics.  In  the  sum- 
mer of  1949,  there  appeared  evidences  of  a beginning 
epidemic  of  poliomyelitis.  In  the  previous  twenty 
years  this  disease  appeared  sporadically  with  never 
more  than  20  to  30  cases  per  year.  In  1949  there 
were  128  cases.  During  1950  there  were  1,602 
cases.  In  1951,  this  dreadful  disease  again  began 
to  appear  so  that  up  to  July  there  were  313  new 
cases  producing  a total  of  over  2,000  cases.  In 
the  latter  part  of  1950,  some  of  the  New  York 
hospitals  were  canvassed  by  the  Israeli  Govern- 
ment in  regard  to  giving  convalescent  and  rehabili- 
tative care  for  some  of  these  afflicted  children  who 
were  flown  over  from  Israel  to  the  United  States. 
The  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases  in  Brooklyn  volunteered  to  accept  five 
cases.  Later  another  case  was  added. 

Last  April  this  country  was  visited  by  Mr. 
Moishe  Shapiro,  the  Minister  of  Health  of  Israel. 
He  came  to  the  Jewish  Sanitarium  and  Hospital 
for  Chronic  Diseases  to  visit  these  children  and 
then  requested  a personal  interview  with  the  presi- 
dent of  the  institution,  Mr.  Isaac  Albert,  and  myself. 
This  interview  was  followed  by  letters  of  thanks 
and  also  an  invitation  to  us  to  visit  Israel  to  advise 
them  in  their  great  problem.  He  stressed  the  fact 
that  whether  we  desire  it  or  not,  the  future  of  Israel 
concerns  us  all. 

To  make  a long  story  short,  June  4,  1951,  found  me 
landing  in  Lydda,  the  airfield  of  Tel  Aviv.  One- 
half  hour  after  reaching  the  King  David  Hotel 
in  Jerusalem,  I had  a visit  from  the  Medical  Director 
of  Israel,  Dr.  C.  Shebe.  He  assigned  his  chief  assist- 
ant, Dr.  W.  Syman,  to  act  as  my  medical  guide. 

On  the  day  of  my  arrival,  my  work  began  with 
visits  to  a few  of  the  clinics  and  hospitals  in  Jeru- 
salem. On  invitation  from  the  Government  and 


later  as  guest  of  both  Hadassah  and  the  Kupat 
Holim,  it  was  my  privilege  and  great  opportunity 
to  see  practically  everything  Israel  had  to  offer 
in  the  health  program.  For  the  poliomyelitis 
emergency  the  Government  made  additions  to  the 
pediatric  wards  of  their  hospitals  in  Haifa  and 
Bnai  Brock  where  all  the  reported  new  cases  of 
poliomyelitis  were  immediately  hospitalized  and 
isolated.  Special  quarantine  measures  were  adopted 
not  only  in  all  the  city  nurseries  but  also  in  the 
immigrant  camps  and  settlements.  The  pro- 
phylactic and  active  medical  care  of  those  afflicted 
was  by  the  latest  methods  known  to  the  medical 
profession.  For  convalescent  care  treatments  were 
followed  along  modem  scientific  lines.  Ambula- 
tory treatments  were  available  in  all  larger  towns. 
Special  wards  for  prolonged  treatments  of  the  more 
severely  paralyzed  cases  were  opened  at  the  Govern- 
ment Hospital  in  Sarafund.  This  was  a converted 
soldiers’  barracks  which  was  cleaned  and  divided 
up  into  hospital  wards.  Limited  facilities  for 
physical  therapy  under  pediatric  and  orthopedic 
supervision  were  installed  and  utilized.  Much  of 
the  space  is  still  under  construction  and  repair. 
Later,  two  more  places  in  Jerusalem  and  Tel  Aviv 
were  added,  one  by  the  Society  for  the  Care  of 
Crippled  Children  (a  Hadassah  unit)  and  another 
by  the  Kupat  Holim  (the  Feinson  Hospital). 

The  most  impressive  thrill  of  my  travels  in  Israel 
was  the  witnessing  of  the  greatest  experiment  in 
human  rehabilitation  yet  known.  My  favorite 
definition  of  rehabilitation  is  the  effort  to  prolong 
life  and  at  the  same  time  to  make  for  a happier  life. 
On  a recent  visit  to  Denmark  and  Sweden,  I noted 
there  the  happiest  and  healthiest  people.  These 
Scandinavian  countries  stress  that  only  good  health 
brings  happiness  in  life.  Per  ratio  of  population, 
they  spend  twice- as  much  for  public  health  as  the 
United  States.  Despite  Israel’s  trials  and  tribu- 
lations of  border  warfare,  international  politics, 
and  internal  politics,  one  notes  that  in  their  re- 
habilitation program  all  medical  forces  play  an  active 
role.  Traveling  through  the  land,  one  cannot  fail 
to  observe  the  rapid  absorption  of  this  mass  of 
immigration  in  the  various  Kibbutzim  villages, 
towns,  and  cities.  Most  of  these  newcomers, 
with  health  undermined  at  the  D.P.  camps  and 
showing  evidence  of  starvation  and  lack  of  proper 
medical  care,  looked  like  very  different  people 
when  seen  one  or  two  years  after  their  arrival.  It 
is  noted  that  the  Oriental  Jews  coming  from  Yemen, 
Iraq,  or  Iran  adapt  themselves  very  quickly  to  the 
habits  and  customs  of  Israel.  Many  of  them  possess 
natural  intelligence.  Most  of  them  were  agri- 
cultural workers  before  their  arrival.  There  is 
some  difficulty  encountered  with  those  immigrants 
arriving  from  North  Africa.  In  these  lands  most 
of  them  followed  the  common  occupation  of  beg- 
ging. 

An  impressive  visit  in  Israel  was  made  to  a day 
nurseiy  and  a children’s  village.  In  the  day  nur- 
sery one  notes  the  remarkable  conversion  of  starving 
infants  with  pot-bellies  and  prominent  bone  struc- 
tures into  healthy  appearing  babies.  Most  of  the 
inhabitants  of  the  children’s  villages  are  those  who 
were  either  orphaned  by  the  gas  chambers  or  stolen 
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out  from  behind  the  Iron  Curtain  by  the  under- 
ground. There,  one  actually  sees  the  great  re- 
habilitation of  human  beings  from  sickness  and 
waywardness  to  children  who  show  the  picture  of 
health  and  whose  intelligence  quotients  are  equal  to 
those  of  an}-  land.  In  general,  the  care  of  the  chil- 
dren is  one  of  the  greatest  contributions  Israel 
is  making  to  the  entire  world. 

Without  any  restriction  in  immigration,  many 
blind  people  were  admitted  to  the  land.  A visit 
was  made  to  two  camps  for  the  blind.  The  first 
was  one  in  which  were  found  very  recent  arrivals, 
anil  the  second  was  to  a similar  camp  containing 
those  who  were  in  Israel  over  one  and  a half  years. 
The  difference  between  the  two  camps  was  the  finest 
example  of  rehabilitation  of  the  blind  that  could  be 
found  in  much  older  and  richer  countries. 

As  a physician  it  is  only  natural  that  I include 
in  this  presentation  a list  of  remedies  or  treatments 
for  the  illnesses  of  present-day  Israel.  At  present 
it  is  true  that  the  greatest  medical  need  is  hospital 
beds  and  clinics.  Bed  space  is  badly  needed  for 
epidemic  cases,  for  chronic  disease  cases,  for  mental 
cases,  and  also  for  tubercular  patients.  The  increase 
in  bed  capacity  would  be  meaningless  without 
having  qualified  and  satisfied  medical  personnel 
to  take  care  of  this  increase.  It  is  unfortunate 
that  there  is  a dearth  of  trained  professional  per- 
sonnel. Even  with  the  existing  lack  of  hospital 
beds,  there  are  many  instances  where  beds  cannot 
be  occupied  because  of  the  shortage  of  nurses  and 
hospital  personnel.  From  a practical  standpoint, 
I am  going  to  confine  my  remedial  suggestions  to 
the  category  of  personnel. 

Doctors. — During  the  1930’s  there  was  a mass 
migration  of  refugee  doctors  from  the  Nazis.  This 
resulted  in  an  overabundance  of  physicians,  and 
the  statistics  of  1948  showed  there  was  one  doctor 
for  every  300  of  population.  With  the  recent  mass 
increase  in  population  and  the  expectation  of  at 
least  500,000  more  ihimigrants  in  the  next  few 
years,  the  greatest  need  now  is  physicians.  In  the 
recent  migration  since  1948,  there  are  very  few 
medical  men.  The  majority  of  the  present  physi- 
cians are  of  advanced  age  and  are  gradually  be- 
coming physically  unfit  to  continue  the  burden 
of  working  under  the  various  handicaps  encountered. 
A great  deal  of  the  medical  rehabilitation  program 
is  accomplished  by  the  placement  of  personnel  in 
the  settlements  and  villages  which  are  a great 
distance  away  from  the  cities.  Each  of  these 
communities,  having  a population  of  200  or  over, 
has  a resident  physician.  Smaller  communities 
have  itinerant  physicians.  All  these  rural  districts 
are  visited  weekly  by  different  traveling  specialists 

What  is  needed  most  in  Israel  today  are  younger 
men  and  women  in  medicine  and  its  auxiliary 
branches.  This  can  be  accomplished  by  giving 
assistance  to  the  Iladassah  Medical  Organization 
and  the  Hebrew  University.  Many  of  our  own 
recent  medical  graduates  from  schools  and  hospitals 
would  benefit  greatly  if  they  would  make  arrange- 
ments to  spend  one  or  two  years  doing  postgraduate 
work  in  the  hospitals  and  clinics  of  either  Hadassah 
or  Kupat  Holim. 


I desire  to  add  a few  words  regarding  the  plight 
of  the  doctors  themselves.  As  stated  above,  physi- 
cians in  Israel  are  overworked  and  underpaid. 
Experience  teaches  that  an  ill-paid  service  is  in 
the  long  run  an  unsatisfactory  one.  The  social 
and  economic  demands  upon  physicians  are  different 
from  those  of  other  professions  and  occupations. 
For  the  proper  pursuit  of  his  profession  he  requires 
the  use  of  certain  commodities  that  are  at  a high 
premium  in  Israel.  The  various  agencies  inter- 
ested in  health  problems  must  find  ways  and  means 
to  improve  the  physician’s  economic  standard  and 
seek  means  to  attract  physicians  to  come  and  settle 
in  Israel. . 

Nurses. — Shortage  of  nurses  is  an  international 
problem.  As  mentioned  above,  it  is  especially 
acute  in  Israel.  There  are  modem  training  schools 
attached  to  hospitals  that  compare  favorably  with 
institutions  of  the  same  kind  found  in  the  United 
States. 

Hospitals  and  Clinics. — As  mentioned  previously, 
all  the  medical  agencies,  Hadassah,  Kupat  Holim, 
and  the  Government,  are  planning  greater  hospital 
bed  and  clinic  expansion.  The  Government  is 
planning  a Central  Rehabilitation  Center  with  a 
special  wing  for  poliomyelitis  cases.  It  was  my 
privilege  to  be  invited  to  participate  in  these  plan- 
ning conferences.  The  latest  information  is  that 
the  building  material  for  this  Rehabilitation  Hos- 
pital is  on  its  way.  It  is  hoped  that  the  structure 
will  be  completed  by  next  summer. 

Medical  Technicians  and  Physiotherapists. — In 
this  newly  contemplated  Rehabilitation  Center, 
many  physical  and  occupational  therapists  and 
vocational  guidance  and  speech  therapists  will  be 
needed.  One  of  the  accomplishments  of  my  visit 
in  the  company  of  the  president  and  the  board 
of  directors  of  the  Jewish  Sanitarium  and  Hospital 
for  Chronic  Diseases  was  to  have  six  to  eight 
young  women  sent  from  Israel  for  intensive  training 
in  the  various  rehabilitation  procedures.  Plans  have 
been  drawn  for  the  erection  of  a school  fort  herapeutic 
technicians  in  Israel.  It  has  been  our  privilege  here 
to  correct  the  syllabus  of  instruction  that  is  contem- 
plated for  these  students. 

Summary 

As  Americans,  we  are  obligated  to  help  Israel 
become  one  of  the  top  leaders  among  nations  in 
social,  economic,  and  medical  fields.  A strong 
Israel  will  be  the  greatest  bulwark  against  the  ad- 
vance of  Communism  in  the  Far  East.  The  best 
answer  to  combat  the  Soviet  doctrine  is  found  in 
the  manner  in  which  the  Israeli  cooperative  and 
collective  farms  and  settlements  take  care  of  their 
aged  and  their  children.  In  Israel  particular  stress 
is  put  on  the  superiority  of  the  individual  over 
the  state. 

It  can  be  stated  that  in  this  medical  mission  to 
Israel  it  was  a great  privilege  to  have  seen  and  taken 
part  in  what  is  considered  to  be  the  greatest  ex- 
periment in  human  rehabilitation  that  the  world 
has  ever  known. 
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Frank  W.  Bradner,  M.D.,  of  Brooklyn,  died  on 
May  4 in  Kings  County  Hospital  at  the  age  of  eighty- 
four.  Dr.  Bradner  received  his  medical  degree 
from  the  Bellevue  Hospital  School  of  Medicine  in 
1889  and  had  practiced  in  Brooklyn  for  more  than 
half  a century.  He  had  been  active  in  the  National 
Guard.  Dr.  Bradner  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Livingston  Brodhead,  M.D.,  of  New 

York  City,  died  on  May  13  at  the  age  of  eighty- 
three.  Dr.  Brodhead  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1891  and  interned  at  Mount  Sinai 
Hospital.  A retired  physician,  he  had  been  chief 
of  the  obstetric  services  at  Harlem  and  Knicker- 
bocker Hospitals  and  consulting  obstetrician  at  the 
Jamaica  Hospital  in  Queens,  Lutheran  Hospital 
in  New  York  City,  and  St.  Agnes  Hospital  in  White 
Plains.  A Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  Dr.  Brodhead  was  a 
member  of  the  New  York  Academy  of  Medicine,  the 
New  York  Obstetrical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  George  Fernbach,  M.D.,  of  Lancaster, 
died  on  April  19  at  the  age  of  sixty-two.  Dr. 
Fernbach  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1915.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  H.  Handel,  M.D.,  of  Buffalo,  died  on 
May  9 at  the  age  of  fifty-two.  Dr.  Handel  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1926  and  was  medical  director  for  Erie 
County.  He  was  clinical  assistant  attending  sur- 
geon at  the  Millard  Fillmore  Hospital.  Dr.  Handel 
was  a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Virginius  B.  Hirst,  M.D.,  of  New  York  City,  died 
on  May  9 at  his  home  at  the  age  of  fifty-two.  Dr. 
Hirst  received  his  medical  degree  from  the  Uni- 
versity of  Virginia  Medical  School  in  1918  and  in- 
terned at  St.  Luke’s  Hospital  in  New  York  City. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps.  Dr.  Hirst  was  aural 
surgeon  at  the  New  York  Eye  and  Ear  Infirmary  and 
an  associate  professor  of  otolaryngology  at  the  New 
York  University-Bellevue  Medical  School.  A Fel- 
low of  the  American  College  of  Surgeons,  he  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Otological  Society,  the  New  York 
Otolaryngological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 


of  New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Ordway,  M.D.,  of  Albany,  died  on  May 
12  at  Albany  Hospital  at  the  age  of  seventy-five. 
Dr.  Ordway  received  his  medical  degree  from  the 
Harvard  University  Medical  School  in  1905  and 
came  to  Albany  in  1909  as  director  of  the  Bender 
Laboratory  and  professor  of  pathology  at  Albany 
Medical  College.  In  1915  he  was  appointed  dean 
of  Albany  Medical  College  and  chief  of  medical 
services  at  Albany  Hospital,  posts  which  he  held  for 
twenty-two  years  until  his  retirement  in  1937.  He 
continued  to  serve  as  professor  of  medicine  at  the 
Albany  Medical  College  and  consulting  physician 
at  Albany  Hospital.  He  was  also  chairman  of  the 
State  Medical  Retirement  Board. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Ordway  was  a member  of  the  Associa- 
tion of  American  Physicians  and  the  American 
Society  for  Clinical  Investigation. 

Jacob  S.  Otto,  M.D.,  of  Buffalo,  died  on  May  3 at 
the  age  of  eighty.  Dr.  Otto  was  graduated  from 
the  University  of  Buffalo  School  of  Medicine  in 
1898.  He  was  consulting  pediatrician  at  the  Meyer 
Memorial  and  Children’s  Hospitals,  both  in  Buffalo. 
Dr.  Otto  was  a member  of  the  Buffalo  Academy  of 
Medicine. 

James  McMahon  Schmidt,  M.D.,  of  Brooklyn, 
died  on  May  18  at  his  summer  home  in  Carmel, 
New  York,  at  the  age  of  fifty-nine.  Dr.  Schmidt 
received  his  medical  degree  from  the  LTniversity  of 
Michigan  in  1919  and  interned  at  St.  Francis  Hos- 
pital in  Washington,  D.C.  He  was  director  of 
otorhinolaryngology  at  the  Peck  Memorial  Hospital 
and  the  Brooklyn  Cancer  Institute  and  attending 
otolaryngologist  at  the  Brooklyn  Hospital.  A 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a Fellow  of  the  American  College  of  Surgeons, 
Dr.  Schmidt  was  a member  of  the  American 
Academy  of  Allergy,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harriet  M.  White,  M.D.,  of  Richmond  Hill,  died 
on  March  19  at  the  age  of  fifty-nine.  Dr.  White 
was  graduated  from  the  Cornell  University  Medical 
College  in  1923.  She  was  assistant  attending 
obstetrician  and  gynecologist  at  the  Jamaica  Hos- 
pital. Dr.  White  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Fannie  H.  Yarow,  M.D.,  of  New  York  City,  died 
on  May  9 at  her  home  at  the  age  of  sixty-five.  A 
native  of  Russia,  Dr.  Yarow  received  her  medical 
degree  from  the  Medical  College  for  Women  in 
Kharkov  in  1913  and  during  World  War  I served  as 
a physician  with  the  Russian  Army.  She  came  to 
the  United  States  in  1920. 
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THE  Council  met  on  April  10,  1952,  from  9:15 
a.m.  to  12:35  p.m.  at  the  State  Society’s  office. 

Secretary’s  Report 

Remission  of  1951  and  1952  dues  was  voted  for 
four  and  13  members  respectively  because  of  illness, 
and  for  11  and  one  members  for  1951  and  1952  re- 
spectively because  of  service  in  the  armed  forces. 
It  was  also  voted  to  request  remission  of  American 
Medical  Association  dues  for  ten  members  for  1951 
and  15  members  for  1952. 

It  was  recommended,  upon  the  request  of  the 
Medical  Society  of  the  County  of  Kings,  that  Dr. 
Warren  S.  Shattuck  be  nominated  for  associate  fel- 
lowship in  the  American  Medical  Association.  He 
had  been  elected  a retired  member  of  the  Medical 
Society  of  the  State  of  New  York  on  May  7, 1947. 
This  was  approved. 

“Since  your  last  meeting  your  secretary  has  at- 
tended a meeting  of  the  Medical-Surgical  Society  of 
New  York  City  on  March  15;  a meeting  of  the 
special  committee  on  Public  Relations  Committee 
budget,  March  20;  the  Society  of  the  Alumni  of  the 
College  of  Physicians  and  Surgeons  of  Columbia 
University,  March  22;  a dinner  given  by  Mr.  H.  F. 
Wanvig  in  honor  of  the  officers  of  the  Employers 
Mutual  Liability  Insurance  Company  of  Warsaw, 
Wisconsin,  March  26;  on  April  3,  a meeting  of  the 
Seventh  District  Branch  Executive  Council  in 
Rochester.  On  April  5,  I went  to  a meeting  of  the 
Executive  Board  of  the  Blood  Banks  Association  of 
New  York  State  in  Albany.  On  April  8,  at  the  As- 
sociation of  the  Bar  of  the  City  of  New  York,  a 
meeting  in  regard  to  the  Reed-Keough  Bills  for  re- 
tirement benefits  for  professional  men.  On  April  9, 
I attended  scheduled  meetings  of  Office  Administra- 
tion and  Policies  Committee,  Publication  Com- 
mittee, and  the  Malpractice  Insurance  and  Defense 
Board. 

“On  April  1 it  gave  me  great  pleasure  to  present 
to  Mrs.  Anna  Roetger  a dozen  American  Beauty 
roses  in  honor  of  her  forty  years  in  the  employ  of  our 
Society,  and  on  April  7 I attended  a dinner  given  to 
Mrs.  Roetger  by  the  members  of  your  headquarters 
staff. 

“It  is  a pleasure  to  report  to  you  that  the  Society 
and  the  office  has  been  functioning  smoothly  during 
the  past  month.” 

Dr.  Anderton  supplemented  his  report  by  stat- 
ing: 

“On  April  7 and  8 there  were  meetings  in  this 
office  with  Mr.  Frank  V.  Cargill,  who  has  been  put 
in  charge  of  membership  and  bills  in  the  American 
Medical  Association.  On  April  7 he  met  with  Mr. 
Alexander  and  myself;  and  on  April  8 Mr.  Alex- 
ander and  Dr.  McCarty,  secretary  of  Kings  County, 
and  Mr.  Robert  Potter,  executive  secretary  of  New 
York  County  Medical  Society,  met  with  Mr.  Cargill 
and  myself;  and  on  April  9 Mr.  Cargill  came  for 
another  conference  with  Mr.  Alexander  and  Mrs. 
Roetger.  It  looks  hopeful  that  his  efforts  will  help 
some  of  the  difficulties  in  regard  to  A.M. A.  dues.” 

It  was  voted  to  approve  the  report. 

Communications. — 1.  Letter  dated  March  27, 

1952,  from  Mrs.  Donald  R.  Davidson,  treasurer, 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Herkimer,  with  a contribution  of  forty 


dollars  for  the  American  Medical  Education  Founda- 
tion. Dr.  Anderton’s  letter  of  appreciation. 

2.  Letter  of  March  27  from  Dr.  Louis  H.  Bauer, 
secretary-treasurer  of  the  United  States  Committee 
of  the  World  Medical  Association,  thanking  the 
Society  for  contribution. 

3.  Letter  dated  March  12  from  Dr.  A.  C.  Ivy, 
secretary-treasurer  of  the  National  Society  for  Medi- 
cal Research,  thanking  the  Society  for  contribu- 
tion. 

4.  Resolution  from  the  Medical  Society  of  the 
County  of  New  York  dated  March  31,  1952,  de- 
scribing the  former  activities  of  Dr.  Walter  P. 
Schreiber,  chief  of  the  Medical  Science  Division  of 
the  German  army  during  World  War  II,  and  stating 
that  he  was  now  employed  at  Randolph  Field, 
Texas.  The  resolution  deplored  the  importation  of 
such  doctors;  called  for  an  explanation  of  their  pres- 
ence in  this  country;  censured  the  practices  they 
are  recorded  to  have  employed;  referred  to  an  edi- 
torial in  the  Journal  of  the  American  Medical  As- 
sociation  for  November  23,  1946,  entitled  “Brutali- 
ties of  Nazi  Physicians,”  and  requested  a similar 
pronouncement  by  the  Medical  Society  of  the  State 
of  New  York.  Referred  to  Committee  on  Questions 
on  Ethics. 

5.  Letter  from  Dr.  Wilfred  M.  Post,  March  8, 
1952,  regarding  the  action  of  St.  Francis  Hospital, 
Poughkeepsie,  relative  to  certain  members  of  its 
staff.  Dr.  Anderton  stated  that  other  similar  letters 
had  been  referred  to  the  Dutchess  County  Medical 
Society. 

6.  Dr.  Anderton  presented  a letter  of  April  7 
from  Colonel  Harold  Riegelman,  chairman  of  the 
Coordinating  Committee  on  Alcoholism.  It  con- 
tained a financial  report  and  suggested  that  the 
balance  in  their  budget,  $150,  be  paid  to  the  Na- 
tional Committee  on  Problems  of  Alcoholism  be- 
cause that  organization  had  made  a larger  disburse- 
ment on  behalf  of  the  Coordinating  Committee  than 
any  other  contributing  group.  It  stated  that  any 
contributor  which  objected  would  receive  a refund  of 
23  per  cent  of  its  contribution. 

It  was  voted  that  no  refund  be  requested. 

7.  Letter  of  March  18,  1952,  from  Donald  H. 
Miller,  D.D.S.,  president  of  the  Dental  Society  of 
the  State  of  New  York,  thanking  Dr.  Kenney  for  his 
efforts  in  supporting  their  society  relative  to  the 
Bannigan  legislation. 

8.  Letter  from  Dr.  Doming  S.  Payne,  secretary 
of  the  Medical  Society  of  the  County  of  Sullivan, 
requesting  an  opinion  if  it  would  be  “unethical  or 
contrary  in  any  way  to  the  procedures  of  the  New 
York  State  Society”  to  approve  a contribution  of 
$25  from  each  active  member  for  a fund  to  advertise 
Sullivan  County  as  a resort  area.  Referred  to  Legal 
Counsel. 

The  Treasurer's  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Harold  B.  Smith,  executive  officer,  reported 
that  the  governor  had  vetoed  the  Bannigan  bill 
which  would  have  permitted  insurance  corporations 
organized  pursuant  to  Article  IX-C  of  the  Insurance 
Law  to  contract  with  dentists  for  the  purpose  of 
providing  dental  services  to  people  insured  by  the 
corporations.  He  stated  that  the  bill  was  much  the 
same  as  that  of  the  1946  amendment  of  the  Educa- 
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tion  Law  which  permitted  the  Health  Insurance 
Plan  of  Greater  New  York  to  furnish  medical  serv- 
ices, and  that  the  reasons  given  for  vetoing  were 
similar  to  objections  raised  by  Dr.  Hannon  to  the 
Education  Law  amendment  of  1946.  He  felt  that 
the  veto  action  might  be  the  result  of  experience 
following  the  1946  legislation.  He  stated  that  a bill 
permitting  fluoridation  of  water  supplies  by  mu- 
nicipalities and  one  relating  to  autopsies  had  been 
vetoed  and  that  a bill,  drafted  by  the  Christian 
Scientists,  relating  to  health  education  in  the  pub- 
lic schools  had  been  signed. 

Dr.  Smith  reported  that  a bill  permitting  podia- 
trists to  treat  workmen’s  compensation  cases  inde- 
pendent of  physicians  had  been  passed  and  was 
under  consideration  by  the  governor.  The  governor 
has  vetoed  similar  bills  in  previous  years,  and  the 
opposition  of  the  Medical  Society  had  been  expressed 
both  by  the  Albany  office  and  by  several  county 
medical  societies.  Dr.  Kenney  stated  that  the  So- 
ciety’s opposition  to  this  bill  had  also  been  expressed 
by  telegrams  and  letters  to  the  governor,  to  Mr. 
Shapiro,  the  governor’s  counsel,  and  to  the  Work- 
men’s Compensation  Board.  Miss  Donlon  had  also 
been  requested  to  support  the  Society’s  position. 

The  chiropractic  bill  was  discussed,  and  on  mo- 
tion, made  by  Dr.  Anderton,  seconded  by  Dr. 
Dickson,  it  was  voted  unanimously  that  Drs.  Cur- 
phey,  Geis,  Winslow,  and  Smith  be  a committee  to 
consider  and  prepare  resolutions  to  the  House  of 
Delegates  if  they  deem  it  wise  to  do  so. 

The  report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  Joseph  A.  Geis,  chairman, 
stated:  “There  are  two  things  that  I want  to  bring 
before  this  Council.  You  have  heard  Dr.  Smith’s 
report,  and  you  know  what  he  has  attempted  to  do 
during  this  past  year.  Our  agreement  with  Dr. 
Smith  expires  on  June  1.  The  committee  is  well 
satisfied  with  the  work  that  Dr.  Smith  has  done 
and  recommends  that  this  Council  report  to  the 
Board  of  Trustees  that  Dr.  Smith  be  retained  for  the 
balance  of  this  year  at  a fee  of  $2,500.” 

It  was  voted  to  recommend  to  the  Board  of  Trus- 
tees that  Dr.  Smith  be  retained  until  December 

31,  1952,  for  $2,500. 

Dr.  Geis  continued:  “Miss  Briggs,  who  has  been 
with  us  for  about  twenty-seven  years,  is  not  in  the 
best  of  health,  and  the  time  is  coming  when  some 
form  of  retirement,  or  partial  work,  will  have  to  be 
arranged.  I would  make  a motion  that  the  Council 
appoint  a committee  to  consider  the  matter  and  re- 
port.” 

It  was  voted  to  refer  this  to  the  Committee  on 

Office  Administration  and  Policies. 

Dr.  Geis  requested  that  some  member  of  the 
Council  assist  Dr.  Smith  in  contacting  the  medical 
member  of  the  Board  of  Regents  with  regard  tt>  its 
action  favoring  “some  sort  of  chiropractic  bill.”  He 
expressed  the  opinion  that  it  might  be  possible  to 
persuade  the  Education  and  Health  Departments  to 
oppose  chiropractic  and  other  “healing  cult”  legisla- 
tion and  curtail  such  practices. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  offered  for  approval  the  new 
constitution  and  bylaws  of  the  Medical  Society  of 
the  County  of  Richmond  and  two  amendments  to 
the  new  bylaws  of  the  Medical  Society  of  the  County 
of  Erie. 

The  Council  voted  approval. 


Convention. — Dr.  Thurman  B.  Givan,  chairman, 
reported:  The  Scientific  Committee,  of  which  Dr. 
Ingegno  is  the  chairman,  has  been  concerned  at  the 
lack  of  interest  in  various  section  meetings,  and 
having  been  in  this  now  two  or  three  years,  he  feels 
that  he  has  gained  enough  ideas  from  various  mem- 
bers to  make  suggestions  for  changes.  In  order  to 
make  changes  in  the  program  he  has  drawn  up  some 
ideas  which  have  to  be  presented  before  changes  in 
the  Constitution  and  Bylaws  can  take  place.  It 
should  be  presented  to  you  as  he  has  written  it. 

A proposed  plan  was  submitted  to  the  Council  and 
it  was  voted  to  refer  this  to  the  Committee  on  Con- 
stitution and  Bylaws  with  the  request  that  they 
confer  with  the  Convention  Committee  and  Dr. 
Wentworth,  Dr.  Anderton,  and  Dr.  Ingegno. 
Economics. — Dr.  Renato  J.  Azzari,  chairman, 
submitted  the  report  of  the  Bureau  of  Medical  Care 
Insurance.  The  director,  Mr.  George  Farrell,  re- 
ported that,  as  shown  in  the  Sixth  Annual  Progress 
Report  of  the  voluntary  nonprofit  Blue  Shield  in- 
surance plans  approved  by  the  Medical  Society  of 
the  State  of  New  York,  increases  had  occurred  dur- 
ing 1951  in  membership,  in  incurred  benefits  to 
members,  and  in  claim  payments  to  doctors.  He 
called  attention  to  a comparison  of  the  increase  in 
Blue  Shield  enrollment  with  that  in  Blue  Cross  and 
to  a steady  increase  in  claim  incidence  in  all  plans 
for  the  years  1948-1951  inclusive. 

Mr.  Farrell  stated  that  he  had  attended  a meet- 
ing of  the  Blue  Shield  Commission  in  San  Francisco, 
California,  March  29  and  30,  and  the  annual  con- 
ference of  Blue  Shield  Plans,  on  March  31  and  April 
1 and  2.  Subjects  considered  at  the  conference  were 
catastrophic  coverage,  division  of  surgical  fees,  fees 
for  residents  and  assistants,  qualifications  and  func- 
tions of  board  members,  application  of  insurance 
principles  to  nonprofit  plans,  and  an  evaluation  of 
Blue  Shield  Plans  with  regard  to  their  importance  in 
the  national  economy  and  how  they  are  conducted. 
Announcements  were  made  at  the  conference  that 
( 1 ) in  response  to  the  requirements  of  the  Insurance 
Department  of  Ohio,  the  name,  “National  Blue 
Shield  Service,  Inc.”  had  been  changed  to  “National 
Indemnity  of  America,  Inc.”;  (2)  this  national 
organization  had  been  licensed  in  Ohio  and  Pennsyl- 
vania; and  (3)  the  symbol  “Blue  Shield”  had  been 
registered  with  the  United  States  Patent  Office.  An 
agreement  regarding  the  use  of  the  symbol  was  pre- 
pared and  will  become  effective  when  it  has  been 
signed  by  a majority  of  the  plans. 

Dr.  Carlton  E.  Wertz  was  elected  to  the  Blue 
Shield  Commission  as  commissioner -at-large  from 
New  York  State.  The  other  commissioner-at-large 
is  Dr.  Chas.  Gordon  Ileyd.  District  commissioners 
are  District  2 — Dr.  Frederic  E.  Elliott  and  Mr.  John 
T.  McCormack,  and  District  3 — Dr.  Irving  P. 
Borsher.  It  will  be  necessary  to  select  another  com- 
missioner for  District  3 to  take  Dr.  Wertz’s  place. 

Hospital  and  Professional  Relations. — Dr.  Harold 
F.  Brown,  chairman,  reported  he  had  received  a 
letter  signed  by  nine  physicians  requesting  an  in- 
vestigation of  the  forced  resignation  of  physicians 
from  the  staff  of  St.  Francis’  Hospital,  Poughkeepsie, 
because  of  their  support  of  the  Dutchess  County 
League  for  Planned  Parenthood.  He  stated  that  the 
request  would  be  considered  by  the  committee  on 
April  10  and  asked  advice  as  to  whether  or  not  the 
committee  should  undertake  such  an  investigation. 
He  felt  that  the  normal  channel  for  such  a request 
was  from  the  Dutchess  County  Medical  Society. 
The  Chair  concurred  in  this  opinion  and  stated 
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that  the  request  should  be  referred  to  the  county 
society. 

Dr.  Brown  reported  further  that  15  county  socie- 
ties now  had  hospital  and  professional  relations 
committees.  An  equal  number  of  counties  probably 
would  not  establish  such  committees  because  the 
majority  of  the  members  concerned  are  hospital 
staff  members.  He  pointed  out  the  discrepancy  be- 
tween this  attitude  and  reports  received  from  phy- 
sicians practicing  hospital  specialties  in  the  less 
populous  areas  of  the  State. 

It  was  voted  to  adopt  the  report. 

Office  Administration  and  Policies.— Dr.  Fen- 
wick Beekman,  chairman,  reported  that  a meeting 
of  the  committee  was  held  on  April  9 and  that  vari- 
ous personnel  matters  were  approved.  He  stated 
that  a letter  had  been  received  from  the  landlord  at 
386  Fourth  Avenue  (our  new  headquarters)  stating 
that  the  premises  were  available  to  us  as  of  April  7, 
1952. 

The  Office  Manager  was  authorized  by  the  com- 
mittee to  inquire  from  each  department  as  to  what 
has  been  accomplished  in  discarding  old  papers  and 
records. 

It  was  voted  that  the  General  Manager,  Dr. 
Anderton,  and  legal  counsel  importune  the  new 
and  old  landlords  as  to  whether  we  may  have  an 
extension  of  occupancy  beyond  May  7 if  we  re- 
quire it. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  arranged 
17  postgraduate  lectures  in  ten  counties  and  had  at- 
tended a meeting  of  the  Medical  Advisory  Com- 
mittee to  the  New  York  State  Civil  Defense  Com- 
mission and  a meeting  of  the  Subcommittee  on  Indus- 
trial Health. 

At  the  latter,  the  following  points  of  agreement 
were  reached: 

1.  Industrial  medicine  is  becoming  increasingly 
important,  and  programs  must  be  devised  for  the 
solution  of  its  problems  by  private  physicians  taking 
the  lead,  or  else  governmental  and  labor  groups  will 
gain  control  of  such  programs. 

2.  The  preventive  medicine  aspect  of  this  field 
should  be  given  the  emphasis  due  it. 

3.  A full-time  director  is  essential  to  the  satis- 
factory functioning  of  the  State  Medical  Society  in 
the  industrial  health  field. 

4.  The  public,  labor,  industry,  and  the  physi- 
cians require  education  in  connection  with  these 
problems. 

The  committee  accordingly  recommended  that  a 
Council  Committee  on  Industrial  Health  be  estab- 
lished with  the  full  prerogative  of  a Council  com- 
mittee ; also  that  a sufficient  appropriation  of  funds 
be  authorized  to  permit  employing  a full-time  exec- 
utive to  carry  the  committee. 

It  was  voted  that  this  matter  be  approved  in  prin- 
ciple by  the  Council  and  that  it  be  referred  to  the 
Planning  Committee  for  Medical  Policies  for 
study,  recommendations,  and  budget. 

Dr.  Curphey  suggested  that  Dr.  Frank  Ferlaino, 
medical  director  of  the  New  York  executive  office 
of  General  Motors  Corporation  and  associate  editor 
of  Industrial  Medicine  and  Surgery,  be  appointed 
to  the  subcommittee. 

The  President,  with  the  approval  of  the  Council, 
appointed  Dr.  Ferlaino. 

Dr.  Curphey  announced  that  the  New  York  State 
Department  of  Health  would  meet  the  cost  of  mail- 
ing the  brochure  on  prevention  of  accidents  among 


children.  This  distribution  was  approved  by  the 
Council  at  its  March  meeting. 

Because  of  the  fact  that  no  basic  changes  in  the 
Course  Outline  Book  are  contemplated,  he  recom- 
mended that  it  not  be  published  for  the  year  1952- 
1953. 

It  was  so  voted. 

Dr.  Curphey  reported  that  the  executive  board 
and  officers  of  the  Blood  Banks  Association  of  New 
York  State  met  on  April  5,  1952.  It  was  decided  to 
hold  the  annual  meeting  of  the  association  on  May 
12,  1952,  at  the  Hotel  Statler  in  New  York  City. 
It  was  also  decided  to  defer  incorporation  until  after 
the  1952  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  and  to 
recommend  to  this  Society  that  it  create  a commis- 
sion to  be  known  as  the  Blood  Banks  Commission  of 
the  Medical  Society  of  the  State  of  New  York.  The 
chairman  of  the  public  relations  and  donor  procure- 
ment committee  of  the  association  presented  a pro- 
gram of  13  objectives  formulated  by  his  committee 
as  follows: 

“1.  Constantly  to  remind  the  physician  and  the 
recipient  of  their  individual  responsibility  for  donor 
replacement. 

“2.  Inform  the  public  that  no  charge  is  made  for 
blood  under  this  program. 

“3.  Bring  about  the  eventual  elimination  of  the 
so-called  ‘professional  donor.’ 

“4.  Establish  means  to  eliminate  the  ‘two  for 
one’  stigma. 

“5.  Indicate  why  the  blood  banks  association 
offers  the  best  blood  program. 

“6.  Sell  the  blood  insurance  idea  and  program. 

“7.  Publicize  a disaster  program  for  both  civilian 
and  military  emergencies. 

“8.  Encourage  the  idea  of  the  member  banks 
being  the  collecting  agency  for  blood  for  defense 
needs. 

“9.  Encourage  the  public  to  support  the  local  or 
neighborhood  hospital  by  donating  to  its  own  blood 
bank  or  that  hospital’s  banking  agency. 

“10.  Arrange  for  recognized  blood  credits,  good 
in  any  member  hospital,  and  expand  this  as  much  as 
possible. 

“11.  Supply  donors  with  blood  type  cards. 

“12.  Encourage  the  profession  to  institute  a 
‘blood  conservation’  program  to  promote  reasonable 
and  proper  use  of  blood  without  abusing  the  sup- 
ply- 

“13.  Encourage  participation  of  other  blood 
banking  units.” 

At  Dr.  Curphey’s  suggestion,  the  President  called 
on  Dr.  Reuling  to  amplify  this  report.  He  also  had 
Mr.  Messinger,  one  of  the  Public  Relations  Bureau 
field  representatives,  who  had  spent  the  last  few 
months  making  a survey  of  the  blood  bank  situation 
throughout  the  State,  outline  the  feeling  about  this 
matter.  He  presented  a projected  program  so,  if  the 
house  of  Delegates  approves  this  suggestion,  the 
idea  can  be  put  into  action. 

Dr.  Kenney  stated:  “The  resolution  to  be  in- 
troduced to  the  House  of  Delegates  to  establish  this 
commission  will  be  carefully  considered.  There 
will  be  a special  meeting  of  the  executive  board  be- 
fore the  House  of  Delegates  meeting  to  prepare  this 
resolution.” 

Dr.  Curphey  asked  approval  of  an  expenditure 
within  the  committee’s  budget  for  a luncheon  for  the 
chairmen  of  the  public  health  and  education  com- 
mittees of  the  county  medical  societies. 

Approval  was  voted. 
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The  report  was  adopted. 

Public  Relations,  Special  Budget.— Dr.  Renato 
J.  Azzari,  chairman,  stated:  “Mr.  President  and 
members  of  the  Council,  the  members  of  the  special 
committee  appointed  by  the  President  met  at  these 
offices  March  20.  All  the  members,  Drs.  Beekman, 
Holcomb,  and  myself,  as  well  as  Dr.  Anderton  and 
Dr.  Winslow,  by  invitation,  were  present. 

“The  purpose  was  to  study  the  budget  of  the 
Public  Relations  Committee  and  to  present  to  you 
changes  or  revisions. 

“Each  item  was  carefully  studied.  You  will  note 
that  the  item,  ‘Contingent  Fund’  was  deleted  as  per 
the  Board  of  Trustees  meeting  of  February  15, 
1952. 

“Under  the  item  titled  ‘Travel  Expense’  of  field 
representatives,  you  will  note  that  the  $22,100  al- 
lotted for  this  purpose  was  cut  $4,600,  bringing  the 
revised  budget  to  $17,500.  This  was  done  by  adding 
the  travel  expenses  of  each  field  representative  for 
1951,  plus  allowances  for  increased  costs,  and  keep- 
ing the  total  figure  for  this  item  as  the  budget  re- 
quirement for  1952. 

“These  are  the  only  changes  that  the  committee 
felt  were  possible  without  seriously  curtailing  the 
work  of  this  most  important  committee. 

“It  was  further  felt  by  this  committee  that  should 
situations  arise  during  the  year  requiring  additional 
funds,  the  Council  would  sympathetically  consider 
and  respond  to  any  such  request.” 

The  Council  voted  to  approve  the  report  and  rec- 
ommended approval  of  the  revised  budget  to  the 

Board  of  Trustees. 

Public  Relations. — In  the  absence  of  Dr.  Floyd 
S.  Winslow,  chairman.  Dr.  Azzari  moved  that  the 
report  be  adopted  as  distributed. 

The  report  follows: 

During  the  month  the  Public  Relations  Bureau  be- 
gan to  publicize  the  annual  convention.  The  first 
step  was  distribution  of  a news  release  featuring 
television  teaching  day,  sent  to  editors  of  bulletins  of 
county  medical  societies,  to  nearby  state  medical 
societies,  and  to  the  American  Medical  Association. 
A letter  which  invited  deans  of  medical  schools  in  the 
State  to  call  attention  of  students  to  the  convention, 
with  an  outline  of  the  scientific  program  and  teach- 
ing day,  was  mailed  to  the  schools. 

The  field  representatives  continued  their  activi- 
ties. Mr.  Brown  worked  in  the  fifth  and  sixth  dis- 
tricts, while  Mr.  Messinger  concentrated  on  the 
seventh  district.  Mr.  Walsh  was  active  in  the  third 
district,  where  he  assisted  societies  in  Albany  and 
Sullivan  counties,  while  Mr.  Tracey  consulted  rep- 
resentatives of  the  Nassau  and  Suffolk  county 
medical  societies. 

On  March  18,  Mr.  Miebach  participated  in  a 
panel  discussion  on  public  relations  at  a meeting  of 
the  Woman’s  Auxiliary  to  the  Westchester  County 
Medical  Society. 

Dr.  George  Schwartz,  a member  of  your  com- 
mittee, addressed  a meeting  of  the  Sullivan  County 
Medical  Society  on  March  12,  in  Monticello,  on 
“Medical  Public  Relations.” 

Your  committee  held  a meeting  at  which  public 
relations  problems  were  discussed  at  the  Society 
office  on  March  13. 

A special  mailing  was  made  to  public  relations 
committee  chairmen  of  county  medical  societies  of 
printed  copies  of  two  ideas  for  improving  public  re- 
lations. The  first  was  “Welcome  to  Clinton  County, 
an  adaptation  of  a leaflet  distributed  in  the  “Public 
Relations  Kit  for  County  Medical  Societies”  last 


fall,  pointing  out  available  medical  services  to  new 
residents.  The  second  was  “When  You  Need  a 
Doctor  . . . ,”  a paid  advertisement  in  the  local  press 
of  Little  Falls,  New  York,  acquainting  readers  with 
the  emergency  service  while  giving  them  pointers  on 
how  they  can  cooperate  with  their  doctors  to  insure 
the  best  medical  care  for  themselves. 

The  Public  Relations  Bureau  mailed  copies  of 
“Telephone  Cues  for  Medical  Personnel”  to  the 
telephone  medical  answering  services  throughout 
New  York  State. 

Mr.  Walsh  held  conferences  with  the  chairman  of 
the  public  relations  committee  of  the  Woman’s 
Auxiliary  regarding  the  poster  contest,  nursing 
scholarship  fund  campaign,  and  “Medicine  U.S.A.,” 
a new  radio  series;  the  convention  and  publicity 
chairmen  regarding  the  arrangements  for  press  an- 
nouncements for  the  1952  convention,  and  the  revi- 
sions chairman  on  the  proposed  revisions  of  the  State 
Auxiliary’s  constitution  and  bylaws. 

The  Speakers  Service  continued  to  receive  re- 
quests for  speakers  on  public  health  and  socialized 
medicine.  Interviews  were  conducted  with  repre- 
sentatives of  two  county  medical  societies  on  pro- 
posed speakers  bureau  brochures,  to  stimulate  in- 
terest and  promote  audiences  for  members  of  county 
society  speakers  bureaus.  A representative  of  the 
State  Public  Relations  Bureau  spoke  to  a group  of 
students  at  Fordham  University. 

Publication  Committee.— Dr.  Kosmak,  chairman, 
reported  that  in  addition  to  several  meetings  of  the 
editorial  committee  there  had  been  a meeting  on 
April  9,  1952,  of  the  Publication  Committee  at 
which  the  principal  subject  was  the  question  of  re- 
ducing the  cost  of  the  Directory.  He  stated  that  the 
use  of  a paper  cover  would  mean  a saving  of  $1,400, 
from  which  it  might  be  necessary  to  deduct  $1,200, 
the  amount  which  could  otherwise  be  expected  from 
an  advertisement  on  the  back  cover.  The  printer 
refuses  to  use  a paper  cover  because  of  criticism 
which  might  result.  Samples  of  paper  and  board 
covers  will  be  available  for  inspection  by  the  refer- 
ence committee  at  the  annual  meeting.  With  re- 
spect to  reduction  of  the  contents  of  the  Directory, 
Dr.  Kosmak  stated  that  the  committee  is  willing  to 
dispense  with  scientific  information  and  street  lists 
of  doctors  but  wishes  to  include  the  Constitution  and 
Bylaws,  the  Principles  of  Professional  Conduct,  and 
the  material  on  malpractice  defense  and  insurance, 
medical  care  insurance,  the  legislation  bureau,  etc. 
This  would  fill  about  90  pages.  Its  inclusion  would 
increase  costs  for  printing  and  paper  but  would  make 
no  difference  in  the  cost  of  binding. 

The  committee  will  present  this  information  to 
the  House  of  Delegates  and  request  directions. 
Approval  of  the  report  was  voted. 

Veterans  Administration,  Liaison  with. — Dr. 
Anderton  read  a letter  from  Dr.  Herbert  H.  Bauckus, 
chairman  of  the  committee,  requesting  that  he  be 
excused  and  that  the  annual  meeting  of  Veterans 
Medical  Service  Plan  be  arranged  for  Sunday  after- 
noon, May  11,  1952,  at  the  Hotel  Statler. 

He  also  read  the  following  letters  dated  April  8: 
“Dear  Doctor  Anderton: 

“Would  you  please  present  the  following  to  the 
Council  at  the  Thursday  meeting. 

Re:  Emergency  Interim  Issue,  EM10-14,  Vet- 
erans Administration 

To  provide  (1)  uniform  procedure  in  assessing 
charges  against  fee  basis  physicians  or  patients  for 
prescriptions  issued  without  authorization  and  (2) 
to  eliminate  necessity  of  recovering  charges  for  re- 
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newal  of  prescriptions  issued  for  continuation  of 
treatment  pursuant  to  prior  authorization. 

If  the  physician  or  dentist  was  not  currently 
authorized  to  render  treatment  on  the  date  the  pre- 
scription was  written,  but  it  is  determined  that  he 
had  previously  been  authorized  to  treat  the  patient, 
and  the  prescription  is  for  medication  for  continua- 
tion or  resumption  of  treatment  originally  author- 
ized, an  exception  and  recovery  of  prescription 
charges  need  not  be  made. 

“There  are  numerous  items  in  this  'Issue,’  but  ap- 
parently this  kind  of  prescription  will  be  taken  care 
of.  The  Issue  states  that  where  a physician  has 
stated  that  he  had  been  authorized  but  it  is  found 
that  he  never  had  any  authorization,  the  prescrip- 
tion charges  are  apparently  to  be  assessed  against 
the  prescribing  physician. 

“It  is  my  opinion  that  we  cannot  justly  complain 
of  the  assessment  being  made  against  a physician 
who  prescribes  knowing  he  has  not  been  authorized. 
There  may  be  some  cases  in  which  the  physician, 
knowing  that  the  veteran  was  a service-connected 
case  and  was  in  need  of  care,  felt  that  he  was  en- 
titled to  write  a prescription  without  ever  having 
been  authorized. 

“This  ‘Issue’  was  reproduced  in  the  NYRO 
Branch  in  New  York  which  is  the  area  which  gave  us 
the  trouble  with  the  assessment  practice.  It  is  my 
feeling  that  we  should  ask  the  coordinators  in  that 
area  to  write  to  the  secretaries  of  the  county  socie- 
ties to  the  effect  that  a change  has  been  made.  I 
would  propose  that  the  coordinators  write  to  each 
physician  where  the  question  of  payment  is  under 
discussion  and  state  to  that  physician  the  essentials 
of  the  issue  relating  to  the  question  of  unauthorized 
prescriptions. 

“I  am  enclosing  a copy  of  a suggested  letter  to  Dr. 
O’Kane  on  this  subject. 

“If  the  Council  agrees  to  this  procedure,  I will 
immediately  notify  the  coordinators  of  this  intended 
action. 

. Herbert  H.  Bauckus,  M.D. 

President." 

“Dear  Doctor  O’Kane: 

Subject:  Unauthorized  fee-basis  prescriptions. 

“I  respectfully  request  that  you  communicate 
with  the  physicians  and  county  medical  societies 
you  have  previously  contacted  on  the  subject,  in- 
forming them  of  the  ‘Emergency  Issue’  directive  of 
the  Veterans  Administration. 

“I  believe  we  should  now  recall  our  advices  tem- 
porarily made  pending  clarification  and  invite  at- 
tention to  the  policies  thus  outlined. 

Herbert  H.  Bauckus,  M.D. 

President.” 

After  discussion,  it  was  voted  to  approve  the  re- 
commendation of  Dr.  Herbert  H.  Bauckus  in  his 
letter  of  April  8 regarding  prescriptions  issued  by 
physicians  under  the  Veterans  Medical  Service 
Plan  of  New  York,  Inc. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott, 
chairman,  presented  the  annual  report  of  the  presi- 
dent of  the  Woman’s  Auxiliary. 

“In  this,  my  annual  report,  which  is  hereby  pre- 
sented for  your  consideration  and  approval,  there 
must  of  necessity  appear  much  of  my  personal  activi- 
ties and  accomplishments.  No  one,  however,  feels 
more  humble  than  I nor  more  appreciative  than  I 
of  all  the  magnificent  work  done  by  each  county 
auxiliary  and  every  State  officer  and  chairman.  I 
only  stand  in  reflected  glory.  My  one  regret  is  that 
the  governing  body  of  the  Medical  Society  of  the 


State  of  New  York  cannot  read  the  annual  reports 
of  all  the  county  auxiliaries,  officers,  councillors,  and 
State  chairmen,  and  thus  receive  renewed  enthu- 
siasm and  inspiration  for  the  work  all  of  us  are 
trying  to  do. 

“In  looking  back  over  the  past  year’s  work  I feel 
very  definitely  that  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York  has  justi- 
fied its  organization  in  1936  and  that  it  has  right- 
fully taken  its  place  among  influential  women’s 
organizations.  There  is  no  mistake  that  our  group 
is  meeting  the  challenge  to  American  medicine  by 
its  interest  in  public  health.  The  slogan  of  our  pro- 
gram in  all  its  phases  this  year  has  been  ‘Public 
Service  through  Health  Education.’ 

“Our  membership  continues  to  grow.  We  have  48 
organized  county  auxiliaries,  with  a total  enrollment 
of  4,191,  as  against  38  organized  in  1947,  with  an 
enrollment  of  2,500.  These  county  auxiliaries  are 
enthusiastic  in  their  work  for  the  Medical  Society, 
but  when  we  realize  the  potential  for  membership 
in  the  State  of  New  York  is  approximately  15,000 
women,  the  burden  rests  on  a few.  Our  organization 
chairman  has  worked  faithfully  and  diligently  to 
bring  the  unorganized  counties  into  the  State  Auxil- 
iary. She  cannot  do  this  alone;  she  must  have  the 
support  and  cooperation  of  the  county  medical  socie- 
ties. I feel  that  if  the  county  medical  societies  could 
be  made  to  understand  the  tremendous  amount  of 
help  an  auxiliary  can  be  to  them  in  their  work,  we 
would  have  every  county  organized  at  this  time.  No 
one  knows  better  than  the  doctor’s  wife  the  many 
demands  put  upon  the  doctor’s  time,  and  this  is 
where  the  auxiliary  is  of  the  greatest  assistance. 

“Our  women  have  prepared  themselves  well  for 
this  job,  to  take  the  load  from  the  individual  doctor 
and  from  the  officers  and  chairmen  of  the  county 
medical  societies,  wherever  possible.  We  have  ex- 
cellent trained  speakers,  an  energetic  public  rela- 
tions committee,  and  a well  informed  legislative 
group,  to  mention  a few.  Our  fall  conference  at  West 
Point  was  a workshop  for  county  presidents,  presi- 
dents-elect,  and  State  chairmen.  It  was  conducted 
by  our  State  President-elect,  Mrs.  Harry  I.  Norton. 
Out  of  it  came  a better  understanding  of  the  policies 
and  ideals  of  the  Medical  Society  and  the  Auxiliary. 

“The  over-all  State  nurse  recruitment  program, 
since  its  inception  in  1946,  has  aided  129  young 
women  to  enter  nurse  training  and  expended  a total 
of  133,574.  To  date  25  students  have  graduated. 
This  assistance  has  been  through  scholarships,  loans, 
and  grants-in-aid.  Our  main  effort  at  present  is  to 
interest  the  public  in  nurse  recruitment;  i.e.,  the 
doctors,  professional  advertising  and  public  rela- 
tions groups,  and  civic  and  labor  organizations.  To 
this  end  our  public  relations  chairman  has  formu- 
lated a program  which  has  been  presented  to  the  na- 
tional nurses  associations  and  we  expect  by  fall  to 
have  it  in  full  swing. 

“The  Metcalf-Hatch  Bill  was  passed  at  the  last 
Legislature,  and  I feel  certain  this  was  accomplished 
in  no  small  part  through  the  excellent  organization 
of  our  legislation  chairman  and  the  cooperation  of 
every  county  auxiliary. 

“Our  ‘Ladder  of  Auxiliary  Success’  was  prepared 
during  the  summer  and  ready  for  distribution  at  the 
fall  conference.  This  book  contained  the  suggested 
plan  of  each  State  chairman  for  each  county  auxiliary 
to  aid  it  in  laying  out  the  year’s  work. 

“The  Auxiliary  has  successfully  distributed  the 
labor  pamphlets  to  labor  organizations,  about  10,000 ; 
prompted  the  sale  of  Today's  Health , and  sponsored 
the  A.M.A.  platters  at  a number  of  local  radio 
stations. 
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“Six  of  our  county  auxiliaries  have  made  in- 
dividual donations  to  the  Medical  Education  Fund, 
amounting  to  $790. 

“The  Auxiliary  has  participated  in  many  phases  of 
the  medical  defense  program  of  the  civil  defense  set- 
up. The  rally  sponsored  by  Suffolk  County  Auxil- 
iary was  such  a success  that  a blueprint  of  the  setup 
is  being  prepared  for  use  in  other  county  auxiliaries. 

“New  York  State  Auxiliary  was  the  first  to  be- 
come a sustaining  member  of  the  World  Medical 
Association. 

“This  year  saw  the  Auxiliary’s  first  participation 
in  the  New  York  State  Fair  program.  The  effort 
was  well  received  by  the  public,  and  I feel  this  next 
year  with  the  experience  gained  and  more  time  for 
preparation  we  should  have  a more  interesting  dis- 
play. 

“Through  the  cooperation  of  the  Council,  we 
have  the  formula  for  the  organization  of  the  school 
health  poster  contest  arranged  and  in  action,  pre- 
paratory to  the  opening  of  the  fall  school  session. 
This  will  prove  a most  valuable  public  relations  proj- 
ect for  both  the  Medical  Society  and  the  Auxiliary. 

“Our  Auxiliary  magazine,  The  Distaff , continues 
to  grow  in  importance.  It  is  now  a sixteen-page 
magazine.  The  editor  must  be  congratulated  on  the 
scope  and  magnitude  of  its  influence,  both  in  the 
State  and  in  the  national  Auxiliary.  I wish  it  were 
possible  for  every  doctor’s  wife  to  receive  this  maga- 
zine. It  would  stimulate  Auxiliary  activity  and 
interest  and  promote  a spirit  of  friendliness  through- 
out the  State. 

“The  above  three  projects  are  made  possible 
through  the  financial  generosity  of  the  Medical 
Society.  I know  I speak  for  the  Auxiliary  when  I 
express  our  thanks  and  gratitude  for  this  assistance. 

“It  is  with  regret  that  I announce  the  disbanding 
of  Chenango  County  Auxiliary  and  the  inactivity  of 
Sullivan  County,  but  a great  pleasure  to  say  that 
Delaware  County  voted  to  organize,  although  the 
organization  has  not  been  completed.  Rockland 
County  is  in  the  process  of  being  reorganized,  and  we 
are  hoping  to  organize  New  York  County  and  Bronx 
County  before  the  convention  convenes  in  May. 

“Our  constitution  and  bylaws  have  been  com- 
pletely revised  and  will  be  presented  to  the  House  of 
Delegates  for  ratification  at  the  convention  in  May. 

“As  a project  for  the  summer  we  are  urging  the 
women,  as  individuals,  to  acquaint  themselves  with 
the  thinking  of  all  candidates  on  medical  and  health 
legislation  and  with  the  platforms  of  both  political 
parties.  We  want  our  women  to  be  good  citizens, 
but  also  intelligent  ones. 

“In  carrying  on  the  business  of  the  Auxiliary  this 
year,  the  president  has  traveled  approximately  13,- 
000  miles;  attended  the  national  convention  in 
Atlantic  City,  the  Pennsylvania  and  Michigan 
State  Auxiliary  conventions,  the  Tri-State  meeting 
of  New  York,  Ohio,  and  Pennsylvania  at  Chautau- 
qua, New  York,  the  Tri-State  meetings  of  North 
Carolina,  South  Carolina,  and  Virginia  at  Roanoke, 
Virginia,  the  fall  conference  of  New  York  State 
Auxiliary,  eight  of  the  district  branch  meetings,  will 
have  visited  the  counties  of  Orleans,  Cattaraugus, 
Erie,  Monroe,  Onondaga,  Nassau,  Ulster,  Oswego, 
Westchester,  and  Saratoga;  conducted  five  board  of 
directors  meetings,  two  executive  board  meetings, 
two  conferences  with  the  chairman  of  the  advisory 
committee,  and  carried  on  much  correspondence 
with  Dr.  Mott;  met  in  an  advisory  capacity  with  the 
president  of  the  newly  formed  Erie  County  Phar- 
maceutical Auxiliary;  served  on  the  organization 
committee  of  the  New  "York  State  Health  Council 


group,  the  home  nursing  committee  of  the  Buffalo 
Chapter  of  the  American  Red  Cross  (these  two  last 
named  groups  as  an  individual),  and  met  individu- 
ally with  11  chairmen  and  special  group  committees 
of  our  Auxiliary  and  had  numerous  conferences  with 
the  Public  Relations  staff  of  the  Medical  Society; 
prepared  three  reports  to  the  Council  on  the  activi- 
ties of  the  Auxiliary. 

“Altogether  it  has  been  a busy  year  but  a most 
interesting  and  satisfactory  experience. 

“I  cannot  close  this  report  without  expressing  my 
deepest  appreciation  to  Dr.  Kenney,  Dr.  Mott, 
chairman  of  our  Advisory  Committee;  Dr.  Ander- 
ton,  Dr.  Winslow,  Dr.  Schwartz,  Dr.  Wertz,  and 
Dr.  Post,  all  of  whom  have  been  so  generous  with 
their  time  and  always  gracious  with  their  counsel 
and  understanding;  to  Mr.  Miebach  and  Mr.  Walsh 
of  the  Public  Relations  Bureau;  Miss  Buckley  and 
all  the  members  of  the  staff  of  the  Medical  Society, 
who  have  always  been  so  patient  with  our  officers 
and  chairmen  in  the  myriad  problems  we  brought 
to  them  and  the  many  requests  we  have  made  of 
them.  Through  their  cooperation  we  are  working 
together  for  health. 

Mrs.  Harold  B.  Johnson,  President 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York 
It  was  voted  to  accept  the  report. 

New  Business 

Resignation  of  Dr.  Kosmak. — Dr.  Anderton  read 
the  following  letter  of  resignation  from  Dr.  Kosmak: 
“For  reasons  of  health,  with  which  you  are 
familiar,  I desire  to  resign  as  editor  of  the  State 
Journal  effective  as  of  June  1,  1952.  Fully 
appreciative  of  the  confidence  which  has  been 
placed  upon  me  and  grateful  for  the  assistance  of 
my  associates  in  this  position,  I regret  the  neces- 
sity of  retirement  but  find  it  essential  to  do  so. 

“With  best  wishes  for  the  continued  success  of 
the  Journal,  believe  me, 

“Sincerely  yours, 
Geo.  W.  Kosmak” 
Dr.  Masterson  stated:  “At  the  meeting  of  the 

Publication  Committee  yesterday  we  accepted  with 
great  regret  Dr.  Kosmak’s  resignation.  We  knew 
that  he  only  presented  his  resignation  after  due 
consideration.  We  all  appreciated  and  spread  on  the 
minutes  how  we  felt  about  the  wonderful  job  he  has 
done  as  editor  of  the  Journal  for  the  past  several 
years.  We  felt  that  at  the  Annual  Meeting  of  the 
State  Society  it  would  be  fitting  and  proper  that  a 
citation  be  presented  to  Dr.  Kosmak  in  appreciation 
of  his  work  as  editor  and  his  long  service  to  this 
Society.” 

It  was  voted  that  Dr.  Kosmak’s  resignation  as 
editor  of  the  Journal  be  accepted  and  that  at  the 
Annual  Meeting  an  appropriate  citation  be  pub- 
licly accorded  him. 

Dr.  Kenney  stated:  “Dr.  Kosmak,  certainly  I am 
sure  I express  the  wish  of  every  gentleman  in  this 
room  in  telling  you  the  deep  regret  that  is  felt  by  all 
of  us  that  the  condition  of  your  health  has  made  it 
necessary  that  you  resign  this  important  position. 
The  service  you  rendered  our  Society  will  live  long 
after  you,  and  we  are  deeply  grateful  for  everything 
that  you  have  given.  (Applause) 

Dr.  Kosmak  stated:  “The  appointment  of  an 

editor  for  the  Journal  has  always  resided  in  the 
Publication  Committee,  which  decided  at  its  meet- 
ing yesterday  upon  the  appointment  of  Dr.  Lau- 
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ranee  D.  Redway  as  editor  for  one  year  beginning 
June  1,  1952,  at  a salary  not  to  exceed  $6,000  per 
year.” 

After  discussion,  it  was  voted  to  approve  the  ap- 
pointment of  Dr.  Laurance  D.  Redway  as  editor 
of  the  New  York  State  Journal  of  Medicine 
for  the  year  beginning  June  1,  1952,  and  to  recom- 
mend to  the  Board  of  Trustees  a suggested  re- 
muneration of  $7,200  per  year. 

New  York  State  Citizens  Health  Council. — Dr. 
Kenney  stated:  “You  recall  a month  ago  in  Albany 
the  Medical  Society  of  the  State  of  New  York  be- 
came a sponsor  or  a part  of  the  organization  of  the 
New  York  State  Citizens  Health  Council,  and  Dr. 
Wertz  was  elected  chairman  of  their  executive 
committee.  He  has  done  a great  deal  of  hard,  dili- 
gent work  in  the  development  of  this  activity.  I 
have  received  a letter  from  the  executive  director  of 
this  Council,  which  I would  like  to  read: 

“It  was  a pleasure  meeting  you  at  the  organiza- 
tional meeting  of  the  New  York  State  Citizens 
Health  Council. 

“You  made  a very  real  contribution,  not  only 
in  the  small  group  discussion,  but  also  in  your 
concluding  remarks  on  Saturday  morning. 

“I  do  hope  that  you  will  find  it  possible  to  play 
an  active  role  in  the  work  of  the  new  Health 
Council  and  that  our  paths  will  cross  often. 
Specifically,  please  keep  in  mind  the  annual  In- 
stitute of  the  Citizens’  Council  on  June  25-28  at 
Cazenovia  Junior  College,  Cazenovia,  New  York. 
There  will  be  a meeting  at  that  time  of  the 
Health  Council  and  we  want  very  much  to  have 
you  present. 

“Thank  you  again  for  your  strong  support  and 
interest  in  this  very  important  endeavor. 

H.  Curtis  Mial,  Executive  Director” 
“Subsequent  to  that  I received  a letter  from  the 
president  of  this  organization  advising  me  of  the 
meeting  of  the  Eighth  Annual  Institute  of  Com- 
munity Leadership  and  extending  an  invitation  from 
their  board  of  directors  and  staff  to  attend  the  In- 
stitute at  Cazenovia  June  25-28. 

‘During  the  coming  weeks  we  should  like  to 
turn  to  your  association  to  help  and  advise  as  to 
how  we  might  make  this  Institute  more  closely 
than  ever  geared  to  the  actual  needs  and  interests 
of  citizens  of  New  York.  We  should  appreciate, 
therefore,  having  the  following  information: 

‘1.  To  whom  should  we  address  further  ques- 
tions concerning  the  Institute  planning? 

‘2.  May  we  list  your  association  on  Institute 
programs  as  a cooperating  or  interested  agency?’ 
“Dr.  Wertz  has  asked  me  to  permit  him  to  say  a 
few  words  about  this  Council,  and  I recognize  him 
to  speak  to  you  because  it  will  be  Dr.  Wentworth’s 
prerogative  to  appoint  those  members  of  the  State 
Medical  Society  who  should  attend  this  meeting  at 
the  end  of  June.” 

Dr.  Wertz:  “It  is  with  a deep  feeling  of  mixed 
emotions  that  I speak  to  you  now  after  perhaps  nine 
years  of  service  on  this  Council.  This  is  my  last 
meeting  on  this  Council,  but  I just  want  you  to 
know  how  happy  I have  been  with  you  all  these 
years,  this  Council  and  the  previous  ones,  and  I am 
going  to  miss  you  all  because  you  have  been  a great 
bunch  of  fellows. 

“As  you  know,  two  years  ago  the  House  of  Dele- 
gates approved  the  idea  of  a Citizens  Council  of  the 
State  of  New  York,  a community  health  council. 
After  almost  two  years  of  preliminary  work,  on  the 
first  of  March  the  New  York  State  Citizens  Health 
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Council  was  formulated.  Up  to  the  present  moment 
for  all  the  work  done  in  the  past  there  has  been  very 
little,  if  any,  expense  to  the  State  Society.  As  you 
know,  the  American  Medical  Association  is  in  favor 
of  health  councils,  and  there  are  now  between  30  and 
35  state  health  councils  in  action.  All  of  them  have 
the  support  of  state  medical  associations.  Many  of 
them  contribute  large  sums  of  money  to  keep  them 
operating.  We  have  not  contributed  anything  to 
the  present  organization,  but  I would  like  at  this 
time  to  recommend  that  the  Council  ask  the  Board 
of  Trustees  for  a contribution  to  this  new  organiza- 
tion. We  hope  to  have  contributions  from  many 
agencies  and  individuals  throughout  the  State,  but 
I think  it  would  be  a fine  incentive  and  gesture  and 
show  the  people  of  this  State  that  the  Medical 
Society  is  interested  in  community  health  activities; 
therefore,  I move  that  the  Board  of  Trustees  be 
asked  to  contribute  $1,000  to  this  work.” 

It  was  voted  that  the  Council  recommend  to  the 
Board  of  Trustees  that  $1,000  be  appropriated  by 
the  Medical  Society  of  the  State  of  New  York  as  a 
cooperating  agency  of  the  New  York  State  Com- 
munity Health  Council. 

Appointments. — In  response  to  a request  from  the 
New  York  State  Colleges  of  Agriculture  and  Home 
Economics  for  a representative  of  this  Society  on  the 
New  York  State  4-H  Clubs  Advisory  Health  Council, 
Dr.  Kenney  suggested  the  appointment  of  Dr.  J.  G. 
Fred  Hiss. 

Approval  was  voted. 

History  of  Medicine  Exhibits  at  1953  Meeting  of 
the  American  Medical  Association. — Dr.  Kenney  re- 
ported that  a meeting  had  been  held  at  the  New 
York  Academy  of  Medicine  on  April  4 to  discuss 
plans  for  the  American  Medical  Association  meeting 
in  New  York  next  year.  Dr.  Vietz,  chairman  of  the 
scientific  assembly,  presided.  Several  members  of 
this  Society  and  other  persons  interested  in  the 
history  of  medicine  and  in  the  history  of  New  York 
City  were  present.  The  idea  of  presenting  exhibits 
relating  to  the  history  of  medicine  was  approved. 
A temporary  committee  for  this  purpose  was  ap- 
pointed, with  Dr.  Kenney  as  chairman,  and  the  full 
cooperation  of  the  Academy  of  Medicine  had  since 
been  offered. 

Speech  by  Dr.  Arthur  M.  Master. — Dr.  Master 
addressed  the  Council  on  the  subject  of  the  Health 
Insurance  Plan  of  Greater  New  York.  He  was  re- 
quested to  put  his  remarks  in  written  form. 

It  was  voted  that  these  be  referred  to  the  Planning 
Committee  for  Medical  Policies. 

Dr.  J.  Stanley  Kenney. — Dr.  Kenney  stated: 
“This  is  my  final  meeting  as  your  presiding  officer, 
and  I just  want  to  say  that  I deeply  appreciate  the 
cooperation  and  assistance  that  I have  had  from 
every  member  of  this  Council  and  from  the  Trustees 
and  various  officers  of  our  bureaus.  It  has  been  a 
most  pleasant  task,  and  I have  tried  to  conduct  our 
meetings  in  an  orderly  way.  It  is  with  a great  deal 
of  sentiment  that  I say  to  you — thank  you  for  your 
help  and  cooperation.”  (Applause) 

Dr.  Azzari  responded:  “1  want  to  express  to  Dr. 
Kenney,  our  retiring  president,  my  very  personal 
admiration  for  the  manner  in  which  he  has  conducted 
these  Council  meetings,  the  latitude  extended  to  all 
for  full  discussion,  and  for  the  courtesy  extended  to 
all  of  us.  I know  we  shall  all  miss  him  and  miss  his 
presiding  at  these  meetings.  I hope  that  he  will  be 
able  to  take  an  active  participation  in  the  affairs  of 
this  Society  for  many,  many  years  to  come.” 
(Applause) 
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Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  JUNE  15,  1952—23,022 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland. ...... 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida  

Onondaga  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

A.  J.  Fleischer Bronx 

Ben  L.  Matthews . Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Gaspar ....  Malone 
Kumjian Durand. . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons . . . Lexington 
Harold  T.  Golden 

Herkimer 

E.  A.  Maxwell 


Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . .Dansville 
Edward  G.  Hixson ....  Oneida 
Donovan  M.  Jenkins.  .Webster 
George  Ferguson . . Amsterdam 
J.  M.  Galbraith. . . .Glen  Cove 
Arthur  M.  Master.  .New  York 
Wilfrid  M.  Anna 


Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price. . .Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine ....  Oneonta 

Ferdinand  Lehr Carmel 

F.  J.  Cerniglia.  . . .Forest  Hills 
Henry  C.  Engster Troy 

J.  K.  Lucey Staten  Island 

A.  S.  Moscarella. Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro ....  Schenectady 
Franz  Konta . . . Richmondville 
Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Hornell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurleyville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr. . .Kingston 

S.  L.  Edmunds.  . . .Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit ....  Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore. . . Bronx 
N.  R.  Occhino.  . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood . . . Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco. . . .New  Berlin 
I.  Robert  Wood ....  Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley . . . McGraw 

Robert  H.  Gelder Sidney 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . .Port  Henry 
Daisy  H.  Van  Dyke.  . .Malone 
Kingston  Larner . . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 


Felix  Ottaviano Oneida 

G.  M.  Hemmett ....  Rochester 
Julius  Schiller Amsterdam 


I.  Drabkin . . . Rockville  Centre 

Herbert  S.  Ogden. . .New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . .Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury . Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . .Forest  Hills 
Vincent  T.  Laquidara. . . Troy 
James  Poulton . . Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . .Schenectady 
Donald  R.  Lyon . . . Middleburg 
W.  F.  Tague. . . . Montour  Falls 
David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer.  . . .Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling ....  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn. . .Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson.  . . Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher. . .Dunkirk 
Lawrence  L.  Hobler ....  Elmira 
Angelo  Franco. . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles. . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman ....  Buffalo 
James  E.  Glavin. . .Port  Henry 
Daisy  H.  Van  Dyke. . . Malone 
W.  H.  Raymond . . . Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson . . Catskill 

H.  F.  Schwartz 

Salisbury  Center 

Lawrence  Henderson 

Watertown 

Harry  Mandelbaum . Brooklyn 
John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede  . . . Sonyea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester 

Max  Dreyfuss Amsterdam 

I.  Drabkm . . . Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  Norris  Miner 

North  Tonawanda 

Robert  C.  Hall Utica 

C.  A.  Gwynn Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury.  .Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

G.  H.  Steacy. . .Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn . . . Staten  Island 
Marjorie  R.  Hopper. . . . Nvack 

Maurice  Elder Massena 

Joseph  Lebowich Saratoga 

Carl  F.  Runge Schenectady 

Duncan  L.  Best.  . Middleburg 
W.  F.  Tague. . . .Montour  Falls 
David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer ....  Corning 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman Ithaca 

Herbert  B.  Johnson . . Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman 

Fort  Edward 

J.  A.  Perillo Newark 

H.  J.  Dunlap New  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson . . . .Penn  Yan 
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Isonicotinic  Acid  Hydrazide  and  Its  Derivatives 
in  Tuberculosis 

Evaluation  of  the  Problem  of  Surgery  in  the 
Aged 

Cornell  Conferences  on  Therapy — Relief  of 
Pain  by  Ethyl  Chloride  Spray 
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Editorial 

Dr.  George  W.  Kosmak  Retires 
Semiannual  Index,  January  1 — June  15 
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m 

palatable 

penicillin  therapy 

with 


concentrated  convenience  for  infants 


Pen -Drops* 

100.000  units  Potassium  Penicillin  G per  cc. 

highly  concentrated  oral  penicillin  liquid 
bottles  of  10  cc. 


elixir- case  for  children  and  adults 

Liquapen* 

250.000  units  Potassium  Penicillin  G per 
teaspoonful  ( 5 cc.) 

effective  dosage:  2 teaspoonfuls 
3 or  1 times  daily— permits  normal  eating 
and  sleeping  schedules 

bottles  of  50  cc. 


readily  accepted 


by  all  patients— avoids  the  discomforts  of  parenteral  therapy 


’Trademark 


t rit ihi otic  Division 


Cl  IAS.  PFIZER  ir  CO..  INC..  Brooklyn  6.  V.  Y. 


Water-soluble  * Pleasant-tasting*  • Easy-to-use 


To  meet  your  requirements  for  differ- 
ent vitamin  combinations  for  drop  dos- 
age. Doctor,  are  Mead's  three  liquid 
vitamin  preparations  — I’OLi  -\  I -SOL. 
TRI-VI -SOL  and  CE-\  I -SOL. 


All  three  of  Mead's  “Vi-Sols"  are  for- 
mulated and  manufactured  with  the 
meticulous  care  and  scientific  control 
that  have  always  characterized  Mead's 
vitamin  products. 


Vitamin  A 

Vitamin  D 

Ascorbic  Acid 

Thinmine 

Riboflavin 

Niacinamide 

POLY-VI-SOL 

each  0.6  cc.  supplies 

5000 

units 

1000 

units 

50  mg. 

1 mg 

0.8  mg. 

5 mg. 

TRI-VI-SOL 

each  0.6  cc.  supplies 

5000 

units 

1000 

units 

50  mg. 

CE-VI-SOL 

each  0.5  cc.  supplies 

50  mg. 

AVAILABLE  IN  15  AND  50  tc.  BOTTLES  WITH  CALIBRATED  DROPPER 

Mead  Johnson  & co. 

EVANSVILLE  2 1 , I N D.  U.  S A 


New  York  Office:  Port  Authority  Bldg.,  New  York  1 1,  N.  Y.,  CHelsea  2-7222 


NEW 


aminodrox 


PROVED  i 


Aminodrox  now  makes  it  possible  to  dis- 
card the  inconvenience  and  potential  haz- 
ards of  non-emergency  parenteral  amino- 
phylline.  Besides  its  use  as  a diuretic,  it 
is  now  feasible  to  use  oral  aminophylline 
therapy  in  the  treatment  of  congestive 
heart  failure,  bronchial  and  cardiac  asth- 
ma, status  asthmaticus,  and  paroxysmal 
dyspnea. 

♦Cronheim,  G.,  Justice.  T.  T.,  and  King,  J.  S.,  Jr..  A New  Ap- 
proach to  Increasing  Tolerance  of  Oral  Aminophylline— to  be 

published. 

♦Justice,  T.  T.,  Jr.,  Allen,  G.,  and  Cronheim,  G.,  Studies  with 
Two  New  Theophylline  Preparations— to  be  published. 

♦♦Waxier,  S.  H.  and  Schack,  J.  A.,  Administration  of  Aminophyl- 
line, J.  A.  M.  A.  143:8,  736-739.  June  1950  (This  study  does  not 
refer  to  Amioodrox.) 


36  gr.  aminophylline 
a day/ . . . ORALLY 

Aminodrox,  a tablet  containing  colloidal 
aluminum  hydroxide  with  1 l/ 2 or  3 gr. 
of  aminophylline  provides  what  the  med- 
ical profession  has  been  looking  for-a 
dependable  method  of  oral  administration 
of  aminophylline  in  doses  large  enough  to 
produce  the  same  high  blood  levels  ob- 
tainable with  parenteral  administration. 

This  is  possible  with  Aminodrox  because 
gastric  disturbance  is  avoided. 

Several  studies*  attest  to  the  large  dose  tolerance  of 
Aminodrox.  A dose  of  36  grains  daily  produced 
blood  levels  higher  than  would  be  customarily  aimed 
at  with  parenteral  administration.  In  hospitalized 
patients  on  this  excessively  massive  dosage,  only 
27  % showed  gastric  distress.  Contrast  this  to  the 
42  % intolerance  to  plain  aminophylline  with  only  12 
grains  a day.  Another  group  of  patients  on  15 
grains  daily  of  aminophylline-administered  as  Ami- 
nodrox—showed  excellent  tolerance  to  this  dosage 
and  blood  levels  well  in  the  therapeutic  range  hither- 
to obtainable  only  by  injectable**  aminophylline. 


aminodrox 

for  effective  oral 
aminophylline  therapy 

\S.EMassengiIl  \ 

Bristol,  Tennessee 
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Pleasant  tasting  . . . 

superior  flavors  assure  patient  acceptance 

Clear,  light  texture  . . . 

non-sticky;  flow  easily  from  dropper 

Excellent  dispersibility . . . 

disperse  instantly  in  fruit  juice  or  water: 
mix  readily  with  formula 

Highly  stable  . . .* 

stable  at  room  temperature; 
may  be  autoclaved  with  formula 

Easy,  accurate  dosage  measurement . . . 

specially  designed,  easy-to-read  dropper 
assures  accurate  dosage 

Convenient . . . 

may  be  given  in  formula,  fruit  juice 
or  water,  or  dropped  into  mouth 


Vitamin  A Vitamin  D Ascorbic  Acid  Thiamine  Riboflavin  Niacinamide 
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Each  O.i  cc.  supplies 
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1000 

Units 
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1 mg. 

0.8  mg. 

5 mg. 

TRI-VI-SOL 

5000 

1000 

50  mg. 

Each  O.i  cc.  supplies 

Units 

Units 

CE-VI-SOL 

Each  0.5  cc  supplies 

50  mg. 
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With  Mucilose  Compound  Tablets  the  initial  dose  required  is  only  2 tablets  after 
each  meal  always  taken  with  2 glassfuls  of  water.  This  may  usually  be  reduced  after  three 
or  four  days.  Mucilose  Compound  Tablets  are  convenient  to  carry  and  easy  to  swallow. 


For  greater  effectiveness  Mucilose  Compound  Tablets  combine  tried  and  proved 
Mucilose  (purified  hemicellulose  from  psyllium  seed)  with  the  widely  accepted 
synthetic  colloid,  methylcellulose  (75  per  cent).  This  combination  assures  a maximum 
amount  of  bulk ...  the  formation  of  a smooth,  lubricating,  water-retaining  mass 
to  induce  normal  peristalsis  and  elimination  of  soft,  demulcent  stools. 


HOW  SUPPLIED 


COMPOUND  TABLETS 


MUCILOSE 


MUCILOSE  COMPOUND  TABLETS  - bottles  of  100  and  1000. 
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Mucilose,  trademark  reg.  U.  S & Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneurosesr  gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 
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To  keep  arterial  pressure 
at  safe  levels,  conservative 
medical  management  demands 
a multiple  approach— -vasodila- 
tion, mild  diuresis  and  sedation, 
and  as  a prophylactic  measure, 
maintenance  of  capillary  integrity 
with  Rutin  and  Ascorbic  Acid. 

The  Semhyten  formula  is  designed 
for  this  logical  multiple  approach. 

1/4  gr.  (15  mg.) 

1/2  gr.  (30  mg.) 

1 1/2  gr.  (0.1  Cm.) 

10  mg. 

Semhyten 


Professional  literature  available.  Bristol! 


\S.E.MmsenqiR\ 


Tenn 


Each  capsule  contains: 

Phenobarbital 

Mannitol  Hexanitrate 

Theophylline 

Rutin 

Ascorbic  Acid 
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Interior  of  the 
Howard  Memorial  Library, 
New  Orleans,  La. 


New  aurcomycin  minimal dos- 
age  for  adults — four  250  mg. 
capsules  daily , with  milk. 


From  among;  all  antibiotics,  Otolaryngologists  often  choose 

AUREOMYCIN 


because 


Hydrochloride  Crystalline 


Aureomycin  appears  rapidly  in  the  tissues  of  the  ear,  nose  and  accessory  sinuses,  and  in 
the  cerebrospinal  fluid. 

Aureomycin,  when  given  intravenously,  attains  maximum  concentrations  in  the  plasma 
within  5 minutes. 

Aureomycin  exhibits  little  tendency  to  favor  the  development  of  bacterial  resistance. 

Aureomycin  has  been  reported  to  be  effective  against  susceptible  organisms  in  the  fol- 
lowing conditions  frequently  seen  by  otolaryngologists: 

Laryngeal  Infections  • Otitis  Externa  • Otitis  Media 
Mastoiditis  • Pharyngitis  • Sinusitis  • Tonsillitis 

Throughout  the  world,  as  in  the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100:  250  mg.  Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc  of  distilled  water. 
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VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
- spasms  ol  gastro  intestinal  and  genitourinary  tracts, 
with  accompanying  nervousness.  5-grain  tablets. 
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FOR  INCREASED  CARBOHYDRATE  ALIMENTATION 


With  10%  Travert  solutions,  a patient’s  carbohydrate  needs  can  he  more  nearly  satisfied 
within  a reasonable  time  with  no  increase  m Huid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal-clear,  colorless,  non-pyrogenic  and  non-antigenic. 
They  are  prepared  by  the  hydrolysis  of  cane  sugar  and  are  composed  of  equal  parts 
of  D-glucose  (dextrose)  and  D-fructose  (levulose  ’. 
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For  the  treatment  of  potassium  deficiency,  10%  Travert  solutions  with  0.3%  potassium 
chloride  are  also  available  in  1000  cc.  containers. 

Travert  is  a trademark  oj  Baxter  laboratories,  inc. 

products  of 
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Morton  Grove,  Illinois  • Cleveland,  Mississippi 
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Obocell  greatly  simplifies  the  ordeal 
of  a reducing  regimen  in  the  manage- 
ment of  obesity.  The  unique  double 
action  of  Obocell  (1)  suppresses  bulk 
(hollow)  hunger  and  (2)  curbs  the  appe- 
tite. Obocell  also  produces  a feeling  of 


well-being,  thus  combating  fatigue  and 
irritability  which  are  commonly  encoun- 
tered when  food  is  restricted.  Patients 
on  Obocell  therapy  eat  less,  do  not 
violate  their  diet,  lose  weight  and  are 
satisfied  ancf  happy. 


Each  Obocell  tablet  contains  Dextro-Amphetamine  Phosphate,  5 mg.;  Methylcellulose,  150  mg. 


Now  available  OBOCELL  LIQUID  . . . 
a new  palatable  syrup  for  patients  who 
prefer  liquid  medication. 

Dose:  Obocell  is  given  three  times  daily 
one  hour  before  meals  (3  to  6 tablets  daily 


or  3 teaspoonfuls  to  3 tablespoonfuls  of 
liquid  daily  in  a full  glass  of  water). 
Supplied:  Obocell  Tablets  in  bottles  of 
1 00,  500,  1 000;  Obocell  Liquid  in  pints. 
Professional  Literature  on  Request 
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Phenergan  in  palatable 
liquid  form 


The  most  efficacious  and 

longest-acting  antihistamine 


f f Phenergan  compared  dose  for  dose  with  the  other 
available  antihistaminic  drugs  proved  to  be 
the  most  efficacious  and  longest-acting  drug.1.** 


f (*In  the  dosage  used  it  is  a safe,  dependable  and  de- 
sirable antihistaminic  drug  for  allergic  children.1*  * 


SYRUP 


HYDROCHLORIDE 


Promethazine  [N-{2'-dimethylamino-2' -methyl)  ethyl phenothiazine \ 
hydrochloride , Wyeth. 


Supplied:  Bottles  of  1 pint  (Each  teaspoonful  [5  cc.]  contains  6.25  mg. 
Phenergan  Hydrochloride).  Also  available,  the  familiar 
Phenergan  Tablet,  scored  tablets  of  12.5  mg.,  bottles  of  100. 


For  topical  application — 2 effective  Phenergan  preparations: 
Cream  Phenergan  Hydrochloride,  tubes  of  1.12  ounces; 
Phenergan  Lotion  with  Neocalamine,  bottles  of  4 fluidounces. 


1.  Peshkin,  M.M.;  Rapa- 
port,  H.G.;  and  Gros- 
berg,  S.:  Ann.  Allergy 
9:727,  Nov.-Dee.  1951. 
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GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman . . Syracuse 

Garra  L.  Lester,  Vice-Chairman Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

I larold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary.  . Brooklyn 

Clyde  L.  Randell,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Evert  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate . New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman. ...  . .New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman.  Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman . . Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklvn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman  Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman New  York 

Eldridge  II.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary Syracuse 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 
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Isatin 


In  1950, 
a Harrower 
research  team 
isolated  and 
identified  a 
diphenyl  isatin 
as  the  principal 
laxative 

of  prunes.  A synthetic  anaiogu 
identified  in  prunes  was  then  evaluated  physio- 
logically and  pharmacologically.  Like  nature’s 
Isatin,  it  was  found  to  supplement  the  colloidal  and 
emollient  effects  of  prunes  by  gently  stimulating- 
peristalsis,  and  did  so  without  any  undesirable 
side  effects. 


—the  new  liquid  form  of  ISATiN-activated  moist 
bulk— combines  Isatin  with  a prune  concentrate 
and  sodium  carboxymethylcellulose,  for  the 
safe  treatment  of  functional  constipation. 


Prulose'  Complex 
Liquid 


PRULOSE  COMPLEX  Liquid  is  the  flavorful 
and  extremely  palatable  constipation 
corrective  for  all  patients,  from 
pediatric  to  geriatric. 


PRULOSE  COMPLEX  Liquid  is  available 
in  12  oz.  bottles. 


DOSAGE:  1 or  2 tablespoonfuls  with 
a full  glass  of  water,  twice  daily, 
preferably  after  breakfast  and  before 
retiring,  until  normal  elimination 
is  established.  The  dosage  may 
then  be  reduced.  Note:  A high  fluid 
intake  should  be  maintained 
throughout  the  day. 


930  newark  avenue 


jersey  city  6,  n.  j. 
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for  Control  of  Hypertension 


Apre  s olirx  e 

Hydrochloride 

( brand  of  hydralazine  hydrochloride ) 


Apresoline  is  a relatively  safe,  single  antihypertensive  drug  with  no  serious  untoward 
reactions,  providing  benefits  in  many  cases  — complete  control  in  some.  It  is  recom- 
mended that  Apresoline  be  used  in  those  hypertensive  patients  who  have  not  been 
adequately  controlled  by  conventional  regimens  (diet,  mild  sedation,  rest,  etc.).  The 


following  important  considerations  should 

Effective  in  essential  hypertension  with  fixed 
levels,  early  malignant  hypertension,  toxemias 
of  pregnancy  and  acute  glomerulonephritis. 

Provides  gradual  and  sustained  reduction  of 
blood  pressure  with  no  dangerous,  abrupt  fall 
on  oral  administration. 

Affords  uniform  rate  of  absorption  and  infre- 
quent dosage  adjustments. 


be  of  interest  in  general  practice: 

Increases  renal  plasma  flow  in  marked  contrast 
to  the  decrease  associated  with  other  hypoten- 
sive drugs. 

Side  effects  often  disappear  as  therapy  is  con- 
tinued or  can  be  ameliorated  with  adjunctive 
medication. 

Produces  significant  relaxation  of  cerebral  vas- 
cular tone. 


Complete  information  regarding  manner  of  use  and  clinical  application  available  on  request. 


Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 


•ZJ  1B63R 
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Doctor, 
be  your  own 
judge... 
try  this 
simple  test 

With  so  many  claims 
made  in  cigarette  ad- 
vertising, you,  Doc- 
tor, no  doubt  prefer 
to  judge  for  yourself. 
So  won’t  you  make 
this  simple  test? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first.  Take  a puff  — get  a good  mouthful 
of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come  directly  through 
your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

Notice  that  PHILIP  MORRIS  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


vagal  blocking  agent 
or  peptic  ulcer 
ith  LOW  incidence 
f SIDE  EFFECTS 

RA1TTAL* methylsulfate  (diphen- 
ethanil  methylsulfate)  is  an 
ffective  anticholinergic  agent 
or  treatment  of  peptic  ulcer, 
ain,  pyrosis,  nausea,  and  other 
ymptoms  of  this  syndrome  are 
apidly  relieved.  Troublesome 
ide  effects  seldom  occur. 


CORPORATION 

RLOOMFIELO,  N.  J. 

i Canada:  Sphering  Corporation,  Ltd  . Montreal,  (hie. 


PRANTAL 
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selective  control 
of  Gastrointestinal  Spasm 

Mesopin 

( brand  of  homatropine  methyl  bromide) 

When  pain,  heartburn,  belching,  nausea, 
or  unstable  colon  are  due  to 
gastrointestinal  spasm,  Mesopin  provides 
an  effective  means  for  prompt  relief. 

Its  selective  antispasmodic  action  controls 
spasticity  with  virtual  freedom  from  the 
undesirable  side  effects  of  atropine  or  belladonna. 
Thus,  Mesopin  is  relatively  safe  for  the  relief  of 
gastrointestinal  spasticity,  such  as  pylorospasm, 
cardiospasm,  spastic  colon,  and  biliary  spasm. 


Mesopin— 2.5  mg.  per  teaspoonful  of 
elixir  or  per  tablet.  Mesopin-PB*— 
2.5  mg.  Mesopin  and  15  mg. 

(1/4  gr.)  phenobarbital  per 
teaspoonful  of  elixir 
or  per  tablet. 


Oufo 


Samples  and  literature  on  request 


Endo  Products,  Inc.,  Richmond  Hill  18,  N.  Y. 


CAPSULES  CHLORAL  HYDRATE  - Fellows 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

Th  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3 % gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 
DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


PA  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  - Fellows 


DOSAGE:  One  to  two  7'A  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.1 * 3-* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman.  H.  T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss,  M R.  et  at-.  A Course  in  Practical  Therapeutics  (1948) 

3.  Goodman,  L..  and  Gilman.  A : The  Pharmacological  Basis  of 
Therapeutics  (1941),  22nd  printing,  1951 

4.  Sollman,  T : A Manual  of  Pharmacology.  7th  ed  (1948), ■ 
and  Useful  Drugs,  14th  ed  (J947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."* 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.2  3-4 


ir.is 


need  nutritional  support 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories ..  1627 

American  Hospital  Supply  Corp.  1605 

American  Meat  Institute 1699 

Aveeno  Corp 1705 


Dr.  Barnes  Sanitarium  1707 

Baxter  Laboratories 1605 

Bilhuber-Knoll  Corp 1604 

George  A.  Breon  & Company.  1636 

Brigham  Hall  Hospital 1/07 

Brown’s  Medical  Bureau.  ...  • 1707 


Ciba  Pharmaceutical  Products,  Inc.  2nd  cover,  1613 

Clifton  Springs  Sanitarium. ...  1600 

The  Coordinating  Council  for  Cerebral  Palsy  1626 

Croton  Manor 1707 


H.  E.  Dubin  Laboratories 


Eastern  School  for  Physicians  Aides. 
Endo  Products,  Inc 


Farrell  Lines  Company. ............  1626 

Fellows  Medical  Mfg.  Co 1617 

E.  Fougera  & Co 1705 


Halcyon  Rest 

Harrower  Laboratory,  Inc*.. 
Hoffmann-La  Roche,  Inc.. 

Holbrook  Manor 

Homemakers  Products  Corp. 


. . 1707 

1611 
1622-1623 
1707 
1703 


Interpines ... 
Irwin.Neisler  Company 


Lederle  Laboratories 

Eli  Lilly  tfc  Company 

Louden-Knickerbocker  Hall 
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Between  1630-1631 
1707 


Maltbie  Laboratories,  Inc. 
S.  E.  Massengill  Company. 
Mead  Johnson  & Company 

Merck  & Company 

Philip  Morris  <fc  Co 


. 1710 

. . 1601 
4th  cover 
1612 
. 1614 


National  Discount  & Audit  Co. 
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When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Chas.  Pfizer  & Company 

Physicians  Press 

Picker  X-Ray  Corp 

Pinewood. . . 


3rd  cover 
. 1701 

1620 
1707 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains : 

Vitamin  A (synthetic) 

Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30.  100  and  1000. 


25,000  U.S.P.  unit) 
1,000  U.S.P.  units 
10  mg. 
5 mg 
150  mg. 
150  mg. 


Regan  Furniture  Company 
J.  B.  Roerig  & Company 


W.  B.  Saunders  Company.  . 

Schering  Corporation 

CL  IT.  Searle  & Company. 

Sharp  Dohine 

Frances  shortt  Medical  Agency 
Smith,  Kline  & French  Laboratories 
K.  R.  Squibb  & Sons. 

Standard  Pharmaceutical  Company 


. . 1626 
1615 
1635 
1624-1625 
1626 

1628  1629,  1697 

1618-1619 

1626 


West  Hill 

Whittier  Laboratories. 
Winthrop-Stearns,  Inc. 

Woods  Schools 

Wyeth  Incorporated.  . 


1707 
1621,  1701 
. 1599 

1706 
1609 


Squibb 
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tOEMARK  OF  E.  R.  SQUI6S  A SONS. 


Zemmer  Pharmaceuticals 
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INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Labs.) 1705 

Am  Plus  (J.  B.  Roerig  & Co.) 1630 

Apresoline  (Ciba  Pharmaceutical  Prod.  Co.) 1613 

Arthralgen  (Whittier  Laboratories) 1701 

Asterol  (Hoffmann-La  Roche,  Inc.) 1622-1623 

Aureomycin  (Lederle  Laboratories)  . 1603 

Aveeno  (E.  Fougera  & Co.) 1705 

Baxter  Solutions  (Baxter  Laboratories) 1605 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 1617 

Cholan  (Maltbie  Laboratories  Inc.)  1710 

Cortone  (Merck  & Co.) 1612 

Cotinazin  (Chas.  Pfizer  & Co.) 3rd  cover 

Cremosuxidine  (Sharp  & Dohine)  . . 1624-1625 

Dexamyl  (Smith,  Kline  & French  Labs.) .........  1628-1629 

Dextri-Maltose  (Mead  Johnson  & Co.) 4t,h  cover 

Diaparene  (Homemakers'  Products  Corp.)  ...  1703 

Floraquin  (G.  D.  Searle  & Co.) 1635 

Fluagel  (George  A.  Breon  <&  Co.) 1636 

Isatin  (Harrower  Laboratory  Inc.) 16)1 

Mesopin  (Endo  Products  Inc.) 1616 

M-Minus  4 (Whittier  Laboratories) 1621 

Mucilose  (Winthrop-Stearns  Inc.) 1569 

Neo-Penil  (Smith.  Kline  & French  Labs.) ...  . 1697 

Nucarpon  (Standard  Pharmaceutical)  1626 

Nupercainal  (Ciba  Pharmaceutical  Products  Inc.),  ,2nd  cover 

Obocell  (Irwin,  Neisler  & Co.) 1607 

Pharmaceuticals  (The  Zemmer  Company) 1709 

PhenergBtr'(Wyeth  Incorporated). 1609 

Prantal  (Schering  Corporation) . . 1615 

Presto  Boro  (Standard  Pharmaceutical) 1626 

Selsun  (Abbott  Laboratories) 1627 

Semhyten  (S.  E.  Massengill  Co.) 1601 

Theragran  (E.  R.  Squibb  & Sons) 1618-1619 

Travert  (American  Hospital  Supply  Corp.) ....  . . 1605 

Vaccines  (Eli  Lilly  & Co.)  Between  1630-1631 

Valoctin  (Bilhuber-Knoll  Corp.) 1604 

Dietary  Foods 

Meat  (American  Meat  Institute) 1695 


Medical  and  Surgical  Equipment 


X-Ray  Equipment  (Picker  X-Ray  Corp.) 1620 

Miscellaneous 

Cigarettes  (Philip  Morris  & Co.) 1614 

Office  Furniture  (Regan  Furniture  Co.) 1709 

Prescription  Blanks  (Physicians  Press) 1701 


in  the  office  . . . 


sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAG  RAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains : 

Vitamin  A (synthetic) 

Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30, 100  and  1,000 

Squibb 

•THERAGRAN'  is  A TRADEMARK  Of  E, ,R.  SQUIBB  4 SONS. 


I 
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You  don't  make  an  investment  before  seeking 
the  best  advice  you  can  get. 

If  you  are  thinking  of  investing  in  an  x-ray 
machine  the  best  advice  you  can  get  is  that  of 
your  radiologist.  He  can  tell  you  the  type  and  make 
of  machine  that  will  best  answer  the  requirements 
of  your  particular  practice. 

Why  don't  you  ask  him? 
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14  15 


is  the  time  to  begin  giving  . . 


H -MINIS  4 

to  eliminate  Premenstrual  Tension ...  Dysmenorrhea 


M-MINUS  4 is  the  rational  pharmacologic  approach1,2  and  the  clinically 
effective  treatment2,3,4  for  relief  of  hreast  tenderness,  abdominal  distention, 
headache,  cramps,  psychic  upsets  and  general  malaise  preceding  and  accom- 
panying menstruation. 

M-M1NUS  4 — an  agent  for  the  effective  control  of  premenstrual  tension 
and  dysmenorrhea  — 

. . . blocks  the  accumulation  of  excess  tissue  fluids  respon- 
sible for  most  of  the  symptoms 
. . . alleviates  aches  and  cramps 
. . . reduces  mental  excitability 

Each  tablet  contains:  N,N-Dimethyl-N,-(2-pyrldyl)-N'-(p-methoxybenzyl)  ethylenediamine  8-bromotheophyllinate 
[pyrabrom]  50  mg.,  and  acetophenetldin  100  mg. 


1.  Robinson,  F.  H.,  Jr.,  and  Farr,  L E.,  Ann.  Int  Med.,  14:42  (1940i 

2.  Bickers,  W.  and  Woods.  M.,  Texas  Rep.  Biol.  Med.,  9:406  (1951) 

3.  Vainder,  M.,  Indust.  Med.  & Surg.,  20:199  (1951) 

4.  Bickers,  W.  and  Woods,  M.,  New  England  J.  Med.,  245:453  (1951) 

LABORATORIES 

Chicago  1 1,  Illinois 


m 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES.  INC. 


more  effective 


tinea 

capitis 

“More  effective  in 
ringworm  of  the 
scalp  than  any 
other  topical  agent.”1 


“broad,  antifuvgal  spectrum  . . . good  cutaneous  tolerance.m 


against 


tinea 


In  “athlete’s  foot” 
a combined  cured  and 
improved  rate  of  95% 
has  been  obtained.1 

Also  indicated  in 

tinea  corporis 
tinea  cruris 
tinea  versicolor 
tinea  of  the  nails 


Asterol  JJu 

5%  tincture . . . ointment . . . powder ...  " 


sprayed,  applied  with  cotton  or  dusted  on 


'Roche' 


1.  Stritzler,  C.;  Fishman,  I.  M.,and 
Laurens,  S.:  Transactions  New  York 
Acad.  Sc.,  ;S:31,  Nov.,  1950. 


HOFFMANN-LA  ROCHE  INC  . ROCHE  PARK  . NUTLEY  10  • NEW  JERSEY 

% 
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Cremosuxidine®,  delicious,  chocolate-mint  flavored,  creamy  suspension  of  Sulfasuxidine®  succinyl- 
sulfathiazole,  pectin  and  kaolin,  controls  infectious  and  non-specific  diarrhea  in  three  important  ways.  A 
potent  enteric  antimicrobial,  Sulfasuxidine  reduces  intestinal  bacterial  flora;  pectin  forms  nontoxic 
conjugation  products;  kaolin  adsorbs  toxins  and  irritants,  helps  form  stools  of  normal  consistency.  Each 
tablespoonful  of  Cremosuxidine  contains  Sulfasuxidine,  1.5  Gm.,  Kaolin,  1.5  Gm.,  and  Pectin,  1%. 
Spasaver®  bottles  of  16  fluidounces.  Sharp  & Dohme,  Philadelphia  1,  Pa. 


Sulfasuxidine®  Suspension  with  Pectin  and  Kaolin 
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THREE  MONTH 
POSTGRADUATE  COURSE 
IN  CEREBRAL  PALSY 

(Limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  September  22  — December  12,  1952 

A professional  statement  of  completion  will  be 
granted  by  Columbia  University  upon  satis- 
factory completion  of  the  three  months  course. 

A list  of  available  sources  for  study  scholar- 
ships which  include  living  stipend  will  be  sent 
upon  request. 

Sponsored  By 

THE  COORDINATING  COUNCIL  FOR 
CEREBRAL  PALSY  IN  NEW  YORK  CITY,  INC. 

I n Cooperation  With 

COLLEGE  OF  PHYSICIANS  AND  SURGEONS 
COLUMBIA  UNIVERSITY 

and  the  various  diagnostic  and  treatment 
centers  of  Greater  New  York 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


MU CARP  DM' 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/z  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

prestd-bord 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


' STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  WEST  26TH  ST..  NEW  YORK  I.  N.  Y. 


SHIP  SURGEONS 
WAN  TED 

Steamship  line,  operating  passenger  ships  between 
New  York  and  South  Africa,  offers  advantageous 
employment  opportunities  to  qualified  ship  surgeons. 
Pleasant  and  interesting  voyage,  modern  and  well- 
equipped  vessels,  excellent  living  conditions,  good 
salary.  Applicants  required  to  have  medical  de- 
gree, license  to  practice,  and  United  States  Coast 
Guard  certificate  of  registration.  Further  require- 
ments are  pleasing  personality,  sobriety,  ability  to 
maintain  good  social  relations  with  others.  Must 
furnish  testimonials  as  to  character  ond  professional 
qualifications.  Address  reply  to  Capt.  G.  T.  Sullivan, 
Marine  Superintendent,  Farrell  Lines,  26  Beaver 
Street,  New  York  4,  N.  Y. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

!30  W.  41  St.  New  York  18,  N.  Y. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  oF 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  V.  at  40th  St  Mu  5-8935 


busy  man  . . . 

I can’t  afford  to  waste  my  own  time — 
you  can  be  sure 
I won’t  waste  yours. 

DIXON  DeVORE 

YOUR  Saunders  REPRESENTATIVE 

For  New  York  State  except  Greater  Manhattan 
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Complete 

Control 

in  over  80%  of  cases  of 

Seborrheic 

Dermatitis 

of  the  scalp 


81  percent  to  87  percent  of  all  cases  of  seborrheic  dermatitis 
of  the  scalp — as  well  as  92  to  95  percent  of  cases  of  common  dan- 
druff— were  completely  controlled  with  Selsun  during  clinical  trials 
with  400  patients.12-3  Selsun  was  reported  to  restore  the  scalp  to  a 
healthy  condition  and,  after  the  initial  period  of  treatment,  to  keep  it 
completely  free  of  scales  and  the  secondary  symptoms  of  itching  and  burning 
for  one  to  four  weeks  with  each  application.  • This  new  prescription 
product  is  frequently  effective  in  cases  where  the  usual  sulfur-formula  prescriptions 
fail  to  bring  satisfactory  results.  Yet  Selsun  is  much  simpler  to  use  . . . being  quickly 
and  easily  applied  while  washing  the  hair,  and  then  rinsed  out  completely.  Selsun 
thus  leaves  the  hair  clean  and  odorless,  with  no  problems  of  linen  staining  or  hair 
discoloration.  • Extensive  toxicity  studies1-4-5  showed  that  no  ill  effects 
resulted  from  the  external  use  of  Selsun  in  the  manner  recommended, 
even  in  cases  where  the  scalp  was  abraded.  It  is  doubtful  that  Selsun  would 
by  accident  be  taken  internally,  since  it  is  quite  distasteful  and  acts  as 
an  emetic.  Selsun  is  supplied  by  leading  pharmacies  ^ ~ « 

in  bottles  of  4-fluidounces,  on  prescription  only.  vXlTUTyLL 


REFERENCES:  1.  Slinger, 
W.  N.,  and  Hubbard,  D.  M. 
(1951),  Arch.  Dermat.  & 
Syph.,  64:41,  July.  2.  Slepyan, 
A.  H.  (1952),  Ibid.,  65:228, 
February.  3.  Ruch,  D.  M. 
(1951),  Communication  to 
Abbott  Laboratories. 
4.  Kehoe,  R.  A.  (1946;  1947), 
Communication  to  Abbott 
Laboratories.  5.  Sterner,  J.  H., 
and  Lidfeldt,  V.  (1941),  J. 
Pharmacol.  & Exper.  Therap., 
73:205.  Oct. 


Selsun 


TRADE  MARK 


SULFIDE  ^ 


(SELENIUM  SULFIDE,  ABBOTT) 


A new  case  history  with  photographs  1 

The  unique  value  of  'Dexamyl'  in  providing  symptomatic  relief  ^ I 

from  mental  and  emotional  distress  is  clearly  demonstrated  in 
this  case  history — reported  by  a Philadelphia  general  practitioner. 

★ ★ ★ 

Patient : R.D.  (shown  in  photos  on  opposite  page),  age  301 
married.  "This  Southern  wife  had  only  a few  dominant  1 
symptoms:  weakness,  fatigue  on  the  slightest  exertion, 

pains  in  the  lower  back,  and  some  menstrual  irregularities  I 
A pelvic  consultation  . . . ruled  out  all  gynecological 
pathology . 

"In  her  early  visits,  she  displayed  a haunted,  fear 
ful  secretiveness.  Not  until  I discovered  the  dreaded 
condition  that  was  distressing  her  did  she  'let  down  th 
bars'  and  talk  freely  of  her  complaints. 

"...  it  was  evident  that  something  had  to  be  done  ti 
lift  her  out  of  herself;  to  give  her  physical  support  ani 
mental  emancipation.  In  order  to  gain  her  confidence, 
had  to  make  her  feel  better." 

Medical  Treatment:  'Dexamyl'  — "IV2  tablets  on  arisin 

and  one  tablet  at  noon." 

Results : "Dexamyl  relieved  her  anxiety  and  fears,  thus 

eliminating  her  complaints  of  weakness  and  fatigue. 
After  2 months  she  voluntarily  reduced  the  dosage  and 
now  takes  a tablet  only  occasionally." 


Dexamyl  tablets  and  elixir 

to  relieve  anxiety,  depression  and  inner  tension 

Each  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate, 
S.K.F.),  5 mg.;  Amobarbital,  Lilly,  x/l  9r-  ( 32mg.).  Each  5 cc.  teaspoonfuM 
of  the  elixir  is  the  dosage  equivalent  of  one  tablet.  *t.m  Reg  u s p.t  oh.1 

Smith,  Kline  & French  Laboratories,  Philadelphia 


These  unposed  photographs  of  patient  R.D.  were  snapped  during  an 
actual  interview  with  her  physician.  See  the  opposite  page  for  the  case 
history  of  this  patient. 
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control  CHEATERS! 


“Patients  who  have  been  gaining  excess- 
ively but  are  on  reduced  caloric  intakes, 
will  tell  you  that  they  are  not  eating  ex- 
cessively; that  there  is  something  wrong 
with  them  because  they  gain  weight. 
Obviously  they  are  cheating,  consciously 
or  unconsciously.  One  cannot  gain  weight 
on  air  and  water.”1 


Amplus  helps  control  the  obese  patient’s  urge  to  cheat.  The  appetite-curbing 
effect  of  dextro-Amphetamine  Sulfate,  plus  the  nutritional  supplementation  of  8 
Vitamins,  11  Minerals,  and  Trace  Elements  increases  patient  co-operation,  and 
guards  against  nutritional  deficiencies  frequently  encountered  in  obese  patients. 


1.  Dieckmann,  W.  J.,  Turner,  D.  F.,  Meiller,  E.  J., 
Straube,  M.  T.;  Grossnickle,  K.  B . Pottinger,  R E., 
Hill,  A.  J.;  Savage,  L.  J.;  Forman,  J.  B ; Priddle, 
H.  D.;  Becketle,  E.  S.;  Schumacher,  E.  M.:  Diet 
Studies  in  Pregnant  Patients.  Obst.  & Gynec.  Surv. 
3:731  (Oct.)  1948,  p.  742. 


To  help  cheaters 
to  self-control,  prescribe.  . . 

cm  vm 


J.  B.  ROERIG  AND  COMPANY 

536  N.  Lake  Shore  Drive  • Chicago  1 1,  III. 


Each  capsule  contains: 


DEXTROAMPHETAMINE 

SULFATE...  5 mg. 

Calcium 

Cobalt 

Copper 

1 mg. 

Iodine 

Iron 

Manganese 

0.33  mg. 

Molybdenum 

0.2  mg 

Magnesium 

2 mg. 

Phosphorus 

187  mg. 

Potassium 

Zinc 

Vitamin  A 

...  5,000  U.S.P.  Units 

Vitamin  D 

400  U.S.P.  Units 

Thiamine  Hydrochloride. . 

2 mg. 

Riboflavin 

2 mg. 

Pyridoxine  Hydrochloride. 

0.5  mg. 

Niacinamide 

Ascorbic  Acid 

Calcium  Pantothenate  — 

3 mg 

Available  at  all  Pharmacies 
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Editorials 


Physicians  and  Phosphate  Insecticides 


During  the  last  war,  the  Germans,  who 
had  concentrated  their  efforts  on  phos- 
phorus-fluorine compounds  in  their  intense 
search  for  lethal  war  gases,  discovered  that 
some  of  these  compounds  were  more  effective 
as  insecticides  than  chemical  warfare  ad- 
juncts. The  compounds  tetraethyl  pyro- 
phosphate, known  as  TEPP,  hexaethvl 
tetraphosphate,  spoken  of  as  HETP,  and  0, 
O-diethyl  0,  p-nitrophenyl  thiophosphate, 
designated  E-605  by  the  Germans  but  now 
called  Parathion  in  the  United  States,  were 
uncovered  by  British  and  American  teams 
occupying  Germany  at  the  close  of  the  war. 

During  the  postwar  years,  these  insecti- 
cides were  found  to  be  of  major  importance 
to  agriculture.  Of  the  group,  Parathion  has 
been  the  one  most  extensively  developed  in 
this  country.  It  is  now  being  used  by 
farmers,  florists,  and  commercial  spray 
operators  in  the  form  of  aerosols,  sprays,  and 
dusts.  So  far  its  use  by  home  gardeners  has 
been  discouraged. 

It  is  highly  important  that  the  medical 
profession  realize  the  widespread  use  of  these 


phosphate  insecticides  and  be  informed  of 
the  toxic  symptoms  they  cause  in  man. 
Millions  of  gallons  of  spray  solutions  and 
large  quantities  of  dilute  dust  containing 
Parathion  were  applied  for  insect  and  mite 
control  during  1949.  Three  fatalities  and  an 
unknown  number  of  poisonings  occurred 
during  last  season.  All  of  the  fatal  cases 
followed  prolonged  inhalation  of  Parathion 
wettable  powder  or  spray  mist  and  ex- 
tensive skin  contact. 

Parathion  inactivates  the  cholinesterase 
enzymes  of  the  blood  and  tissues,  and,  there- 
fore, the  signs  and  symptoms  resulting  from 
excessive  absorption  are  primarily  those  of 
marked  parasympathetic  stimulation.  The 
initial  complaint  is  usually  giddiness  or 
headache,  followed  often  by  abdominal 
cramps,  diarrhea,  nausea,  weakness,  and  a 
sense  of  contraction  in  the  chest.  If  the 
cholinesterase  level  drops  precipitously, 
marked  signs  of  parasympathetic  stimulation 
will  be  evidenced  by  hyperhidrosis,  miosis, 
lacrimation,  and  salivation. 

Many  of  the  parasympathetic  symptoms 
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and  signs  are  relieved  by  atropine.  Doses  of 
1 or  2 mg.  per  hour  up  to  a daily  total  of  20 
mg.  of  the  drug  may  be  required  to  control 
respiratory  symptoms  and  to  keep  the  pa- 
tient fully  atropinized.  The  intravenous 
route  is  best  for  those  severely  poisoned. 
Unfortunately,  atropine  does  not  block  the 
muscular  weakness.  Artificial  respiration 
may  be  necessary  for  many  hours — clearing 
of  the  airways  by  suction  if  they  are  ob- 
structed or  positive  pressure  oxygen  if  pul- 
monary edema  is  present  may  be  lifesaving. 
Patients  severely  poisoned  can  completely 
recover  after  full  atropinization  and  art  ificial 
respiration.  Morphine  should  not  be  given. 
The  acute  emergency  requiring  atropine  and 
artificial  respiration  may  last  forty-eight 
hours. 

Physicians  in  areas  where  large  scale  use  of 
phosphate  insecticides  is  prevalent  should  be 
on  the  alert  for  people  who  give  a history  of 
vertigo  followed  in  two  to  eight  hours  by 
nausea,  abdominal  cramps,  vomiting,  diar- 
rhea, muscular  twitching,  pressure  in  the 
chest,  convulsions,  coma,  or  pulmonary 
edema.  They  may  be  severely  poisoned, 
and  the  prompt  administration  of  atropine 
will  block  many  of  the  parasympathetic 
effects. 

If  a person  exhibits  toxic  symptoms  from 
exposure  to  the  phosphate  insecticides,  he 
should  be  warned  against  further  exposure 
until  restoration  of  blood  and  tissue  cholines- 
terase to  normal  levels  has  taken  place.  Be- 


cause all  the  phosphate  insecticides  inacti- 
vate cholinesterase,  persons  exposed  to  any 
specific  one  may  be  susceptible  to  any  of 
them  for  a considerable  period  of  time. 
Restoration  of  the  cholinesterase  level  occurs 
slowly.  Laboratory  methods  are  available 
for  the  determination  of  the  blood  level  of 
cholinesterase.  Physicians  would  do  well  to 
advise  their  patients  not  to  expose  them- 
selves further  to  the  phosphate  insecticides 
until  the  cholinesterase  of  the  blood  has  re- 
t timed  to  normal. 

The  medical  profession  has  a great  re- 
sponsibility to  agricultural  personnel  who 
will  be  using  these  insecticides  this  year 
alertness  on  the  part  of  physicians  and  hos- 
pital employes  will  undoubtedly  cut  the  toll 
of  those  who  would  otherwise  die  through 
their  own  carelessness. 

(Editor’s  Note:  This  editorial  is  again 
being  printed  because  the  expanded  use 
of  Parathion  has  called  attention  to  the 
need  for  caution  on  the  part  of  field  workers. 
More  reports  are  coming  to  the  attention 
of  entomologists  that  the  insidious  lowering 
of  serum  cholinesterase  is  occurring  among 
the  workers  of  field  crops  and  orchards 
from  the  careless  use  of  phosphate  insecti- 
cides. 

Atropine  can  be  life-saving  and  should  be 
given  promptly  if  symptoms  appear.  The 
serum  cholinesterase  level  should  approach 
normal  before  re-exposure  to  this  class  of 
insecticides  is  permitted.) 


Louis  Hopewell  Bauer,  M.D. 


On  June  10.  1952,  Louis  Hopewell  Bauer, 
M.D.,  was  inaugurated  as  president  of  the 
American  Medical  Association.  He  thus 
worthily  assumes  his  well-deserved  place  as 
leader  oi  the  medical  profession  of  this 
nation. 

A graduate  of  Harvard  College  cum 
laude,  he  finished  with  honors  his  instruction 
in  medicine  at  the  Army  Medical  School  and 
the  School  of  Aviation  Medicine.  He  was 
first  commandant  of  the  Army  School  ol 
Aviation  Medicine  and  likewise  the  first 


medical  director  of  aeronautics,  Department 
of  Commerce,  now  the  Civil  Aeronautics 
Administration.  His  was  the  first  American 
textbook  on  aviation  medicine,  and  he  was 
the  first  to  receive  the  John  Jeffries  award  of 
the  Institute  of  the  Aeronautical  Sciences 
and  the  Theodore  C.  Lyster  Award  of  the 
Aero  Medical  Association,  whose  first  presi- 
dent he  was. 

Always  a hard,  imaginative,  intensive 
worker,  he  practiced  cardiology  in  Nassau 
County,  at  the  same  time  interesting  him- 
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self  in  the  administration  of  the  Nassau 
County  Medical  Society.  As  the  Nassau 
Medical  News  says  of  him:1 

The  same  capacity  for  accomplishment  and 
willingness  to  serve  are  shown  in  his  handling 
of  extraneous  undertakings,  all  requiring  time 
and  effort,  such  as  chief  of  emergency  medical 
service,  Civilian  Defense,  Nassau  County, 
during  World  War  II;  delegate  to  the  Ameri- 
can Council  on  Rheumatic  Fever;  member  of 
the  New  York  State  Public  Health  Council, 
and  secretary  general  of  the  World  Medical 
Association. 

He  served  his  own  and  part  of  another 
term  as  president  of  the  Medical  Society 
of  the  State  of  New  York  following  a notable 
career  as  speaker  of  the  House  of  Delegates. 
Dr.  Bauer  was  not  too  busy  at  the  conclusion 
of  his  term  as  president  of  the  Medical 

> May,  1952. 


Society  of  the  State  of  New  York  to  serve 
in  an  advisory  capacity  as  an  associate 
editor  of  this  Journal,  in  which  capacity 
his  advice  and  mature  wisdom  have  been 
invaluable  assets. 

When  he  became  a trustee  of  the  Ameri- 
can Medical  Association  and  someone  was 
needed  to  lead  in  the  fight  to  preserve  medical 
freedom  against  the  encroachment  of  govern- 
ment, Doctor  Bauer  was  chosen  as  its  spokes- 
man. The  gallant  fight  he  has  waged  against 
the  forces  of  socialized  medicine  has  held  these 
forces  in  check.  As  president,  he  will  have  an 
even  greater  opportunity  to  deal  a crushing 
blow. 

We  wish  Dr.  Bauer  all  success  and  happi- 
ness in  his  new  field  of  endeavor.  He  has 
never  failed  to  give  unstintingly  of  himself 
for  the  advancement  of  his  profession. 
The  medical  profession  of  the  United 
States  has  reason  to  be  proud  of  him. 


The  Society  Moves  to  New  Location 


In  the  early  part  of  June  the  Medical 
Society  of  the  State  of  New  York  moved 
its  offices  to  386  Fourth  Avenue,  New  York 
City,  the  northwest  corner  of  27th  Street, 
the  19th  floor.  The  new  quarters  provide 
better  light  and  more  fresh  air  than  the 
former  location  on  Madison  Avenue,  as  well 
as  slightly  more  space. 

In  the  neighborhood  are  four  hotels  for 
the  convenience  of  members  attending 
Council  or  committee  meetings.  The  Lex- 
ington Avenue  subway  stops  at  28th  Street, 
and  bus  lines  on  Fourth  and  Lexington 


Avenues  afford  transportation  facilities  from 
the  Grand  Central  area.  The  hotels  are: 


Prince  George  Hotel 
George  Washington 
Hotel 

Vanderbilt  Hotel 
Gramercy  Park  Hotel 


14  East  28th  Street 
23rd  Street  and 
Lexington  Ave- 
nue 

Park  Avenue,  34th 
to  33rd  Street 
52  Gramercy  Park 
North  (East 
21st  Street) 


It  is  hoped  that  the  membership  will, 
when  in  the  city,  visit  the  new  quarters. 


The  Annual  Meeting 


Attendance  figures  for  the  1952  Annual 
Meeting  of  the  Medical  Society  of  the 
State  of  New  York  seem  to  have  broken 
all  previous  records.  Physicians  registering 
totaled  4,622,  convincing  evidence  in  our 
view  of  a number  of  things — first,  the 


desirability  of  holding  the  Annual  Meetings 
in  New  York  City;  second,  the  excellence 
in  the  minds  of  the  membership  of  the 
scientific  and  technical  programs;  third,  the 
availability  of  accommodations,  both  hotel 
rooms  and  hotel  space,  to  accommodate 
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suitably  the  House  of  Delegates,  the  sec- 
tions and  sessions,  as  well  as  the  com- 
mercial exhibitors.  Of  these  latter  there 
were  1,163. 

Guests  of  the  Society  were  present  in  force, 
1,729  of  them,  and  from  all  appearances 
all  enjoying  themselves  as  well  as  acquiring 
much  information.  Total  attendance 
reached  the  astounding  figure  of  7,514. 
Much  credit  must  be  accorded  the  Hotel 
Statler  staff  and  the  employes  of  the  Medical 
Society  of  the  State  of  New  York  for  the 
expert  handling  of  such  a large  number 
of  persons  with  respect  to  accommodations 
and  registration. 

Scientific  papers  and  discussions  presented 
at  the  meeting  will  be  published  in  the 
Journal  as  rapidly  as  the  material  can  be 
edited  and  space  will  allow.  Those  who 
could  not  for  one  or  another  reason  hear  all 
of  the  programs  will  be  able  to  fill  in  the 
gaps  by  consulting  the  Journal.  This  is 
to  mention  but  one  of  the  advantages  en- 
joyed by  the  membership  through  the 
medium  of  its  official  publication. 

Look  for  and  preserve  the  minutes  of  the 
House  of  Delegates  published  as  Part  II  of 
the  September  1 issue  of  the  Journal. 
In  this  volume,  as  older  members  know 
and  newer  members  are  advised,  the  com- 
pletely indexed  transactions  of  the  House 
will  be  found.  In  this  you  may  follow  a reso- 
lution from  its  introduction  on  the  floor 
through  the  reference  committee  action  on 


it  and  the  final  action  of  the  House  on  the 
recommendations  of  the  reference  com- 
mittee. 

Of  particular  interest  and  teaching  value, 
the  television  programs  hi  color  at  the 
Annual  Meeting  mark  a distinct  advance  in 
the  presentation  of  clinical  and  other  ma- 
terial. It  is  to  be  hoped  that  this  valuable 
feature,  seen  for  the  first  time  this  year 
at  the  Annual  Meeting,  will  be  continued 
and  expanded.  It  is  a new  art  of  infinite 
possibilities. 

As  a special  feature  on  Monday,  May  12, 
at  noon,  the  House  of  Delegates  was  ad- 
dressed by  Mr.  Donald  R.  Wilson,  national 
commander  of  the  American  Legion,  who 
made  a most  incisive  speech  on  the  broad 
subject  of  foreign  policy. 

Also  for  the  first  time  in  many  years,  the 
annual  banquet  was  followed  by  a most 
enjoyable  dinner  dance.  This  was  a great 
success,  judging  from  all  appearances,  and 
it  is  to  be  hoped  that  this  feature  of  the 
meeting  will  be  continued. 

The  presidential  address  delivered  by 
Dr.  J.  Stanley  Kenney,  as  well  as  that  of 
our  distinguished  friend  and  guest,  Dr. 
Louis  H.  Bauer,  president-elect  of  the 
American  Medical  Association,  and  that 
of  Mr.  Alexander  S.  Jones,  executive  editor 
of  the  Syracuse  Herald-Journal  and  past 
president  of  the  American  Society  of  News- 
paper Editors,  will  be  published  as  space 
permits.  Watch  for  them  in  the  Journal. 


ANNOUNCEMENT 

The  headquarters  offices  of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Journal  of  Medicine  are  now  located 
at  a new  address: 

386  Fourth  Avenue 
New  York  16,  New  York 

Please  note  the  change  in  address  and  use  this  new  address  in  all  your 
communications  with  the  office.  The  telephone  number  remains  the  same, 
MUrray  Hill  3-0701. 


FLORAQUIN® 

"At  present,  the  most  successful  treatment  consists  of  thorough  cleans- 
ing of  the  vagina  with  green  soap  in  water,  followed  by  drying  with 
an  ether  dampened  sponge,  then  insufflating  the  vagina,  vulva,  and 
perineum  with  a trichomonacidal  powder,  Floraquin  being  the  more 
commonly  employed. . . . treatment  on  at  least  three  successive  office 
visits”*  should  be  supplemented  by  home  therapy  with  Floraquin  tab- 
lets, inserted  morning  and  night  into  the  anterior  and  posterior  fornices. 

Floraquin  combines  the  effective  trichomonacide,  Diodoquin,  with  lactose,  boric  acid 
and  specially  prepared  anhydrous  dextrose  to  help  restore  and  maintain  a normal 
vaginal  pH  unfavorable  to  pathogenic  flora. 

*Collins,  J.  H.,  and  Ellington,  C.  J.,  Jr.:  Vulvovaginitis,  New  Orleans  M.  & S.  J.  104: 220  (Dec.)  1951. 
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Formula — Each  Tablet  Contains: 

Magnesium  Trisilicate 
162  Mg  (2*$  Gr) 

Aluminum  Hydroxide 
324  Mg  (5  Gr) 


ORANGE . . . flavor,  color  or  odor,  appeals  to  almost  every- 
one. 

ORANGE  ;s  a characteristic  of  FLUAGEL  Compound  Tablets, 
the  truly  unique  antacid  and  demulcent  especially  indicated 
in  hyperacidity  and  peptic  ulcer. 

FLUAGEL  Compound  Tablets  are  orange-colored,  orange- 
flavored  and  have  a pungent  orange  odor. 

FLUAGEL  Compound  Tablets:  Appeal  to  all  tastes  ...  Act 
rapidly  . . . Prevent  acid  rebound  and  alkalosis  . . . Reduce  irri- 
tation for  faster  healing  . . . Form  protective  film  over  mucosa 
. . . Are  economical. 

Your  peptic  ulcer  and  hyperacid  patients  will  welcome  this 
change  from  the  ‘‘round,  white,  peppermint-flavored"  regimen. 
Use  this  different  therapy  . . . prescribe 

FLUAGEL 

Trademark 

Compound  Tablets 

Available  in  bottles  of  100,  500  and  1,000 


George  A.  Breon  & Co. 

1450  BROADWAY 
NEW  YORK  18,  N.  Y. 
DIPT.  21 M 


Please  send  me  sample  of  FLUAGEL 
Compound  Tablets. 

Name 

Address 
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THE  MODE  OF  ACTION  OF  ANTIBIOTICS* 


Perrin  H.  Long,  M.D.,  F.R.C.P.,  Brooklyn,  New  York 


( From  the,  Department  of  Medicine,  State  University  of  New  York  at  New  York  City  College  of  Medicine, 
and  the  University  Division  Medical  Service,  Kings  County  Hospital) 


HAVING  been  asked  to  discuss  the  “Mode  of 
Action  of  Antibiotics”  today,  I have  elected 
to  talk  about  this  subject  as  it  relates  to  the  treat- 
ment of  a patient  who  is  ill  due  to  an  infectious 
process. 

In  this  discussion,  I will  assume  that  the  phys- 
ician has  made  the  proper  etiologic  and  clinical 
diagnosis  of  the  infection  and  has  chosen  the 
most  effective  antibiotic  for  its  treatment.  What 
then  must  he  consider  relative  to  the  mode  of 
action  of  the  antibiotic?  First  of  all,  he  has  to 
decide  whether  the  dosage  schedule  which  he  is 
about  to  employ  will  provide  a concentration  of 
the  antibiotic  in  the  area  of  the  infectious  process, 
which  will  produce  either  a bacteriostatic  or 
bactericidal  effect.  These  depend  on  the  loca- 
tion of  the  infection  and  the  dosage  of  antibiotic 
employed.  Infections  existing  in  areas  of  poor 
blood  supply  require  a higher  concentration  of 
the  antibiotic  in  the  blood  for  their  proper  treat- 
ment, and  it  is  well  known  that  in  certain  infec- 
tious processes,  such  as  abscesses,  which  are 
“walled  off”  because  of  the  inflammatory  reac- 
tion, the  thrombosis  of  the  blood  vessels,  etc., 
the  penetration  of  the  antibiotic  into  the  infected 
area  is  impeded.  Thus  the  dosage  is  important. 

It  must  be  remembered  that  if  a “killing” 
effect  can  be  obtained  with  a given  antibiotic, 
as  a rule  the  concentration  of  the  agent  in  the 
tissues  must  be  several  times  higher  than  is 
needed  for  a bacteriostatic  effect.  Some  or- 
ganisms are  extremely  susceptible  to  the  bacteri- 
cidal effects  of  antibiotics.  For  example,  it  has 
been  shown  in  acute  gonorrhea  in  males  that  the 
intramuscular  injection  of  75,000  units  of  pro- 

* The  A.  Walter  Suiter  Lecture. 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  May  16,  1952. 

Some  of  the  experimental  work  used  as  background  ma- 
terial for  this  paper  was  supported  by  a grant  from  the 
Lederle  Laboratories  Division,  American  Cyanamid  Com- 
pany, Pearl  River,  New  York. 


caine  penicillin  in  oil  with  2 per  cent  aluminum 
monostearate  added  will  produce  about  one 
hundred  per  cent  cures.  This  means  that  the 
gonococcus  is  easily  killed  by  penicillin.  On  the 
other  hand,  Eagle  et  al.  have  shown  that  as  far 
as  certain  strains  of  Beta  hemolytic  streptococci 
(Groups  A,  B,  or  C)  or  pneumococci  are  concerned, 
to  obtain  a bactericidal  effect  in  vivo,  concentra- 
tions of  penicillin  two  to  five  times  those  effec- 
tive in  vitro  are  needed.1  The  point  is  that  in 
most  instances,  with  the  dosages  of  antibiotics 
generally  used  by  physicians,  it  is  probable  that 
the  effect  they  obtain  relative  to  the  invading 
micro-organism  is  bacteriostatic  anil  not  bacterici- 
dal. 

This  is  important  to  keep  in  mind  because 
it  means  that  for  recovery  from  the  infection 
the  bodily  defenses  of  the  host  must  play  a role. 
In  this  day  and  age  of  quick  “cures”  this  point 
is  often  forgotten,  the  antibiotic  is  stopped  too 
soon,  and  a recrudescence  of  the  infection  occurs. 
In  the  early  days  of  sulfonamide  therapy,  Bliss 
and  I demonstrated  that  regardless  of  highly  in- 
tensive therapy  with  sulfanilamide,  mice  did  not 
recover  from  experimental  streptococcal  peritoni- 
tis if  their  polymorphonuclear  leukocytes  had  been 
sharply  reduced  by  pretreatment  with  benzol. 
The  whole  question  of  the  role  of  phagocytosis 
in  the  recovery  of  the  treated  or  untreated  host 
from  infection  has  been  exhaustively  studied  by 
Wood  over  the  past  twelve  years.  He  and  his 
coworkers  have  shown  recently  that  surface 
phagocytosis  in  the  lungs,  lymph  nodes,  and  sub- 
cutaneous tissues  is  an  important  factor  in  ridding 
or  attempting  to  rid  the  body  of  invading  micro- 
organisms.2 

Another  factor  of  importance  in  any  considera- 
tion of  antibiotic  therapy  is  the  so-called  “natural” 
resistance  of  the  invading  micro-organism  to  an 
antibiotic.  The  best  example  of  this  currently 
is  infection  produced  bv  Staphylococcus  aureus. 
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In  the  early  days  of  penicillin  therapy  the  vast 
majority  of  staphylococcal  infections  responded 
promptly  to  treatment  with  penicillin.  As  time 
went  on,  more  and  more  instances  of  staphylococ- 
cal infection  which  did  not  respond  to  treatment 
with  penicillin  were  noted.  It  was  found  that 
the  staphylococci  producing  these  “resistant” 
infections  elaborated  penicillinase,  a substance 
which  antagonizes  the  antibacterial  effects  of 
penicillin.  Currently,  wherever  studies  of  the 
incidence  of  penicillinase  producing  staphylococci 
are  carried  out,  it  is  found  that  they  constitute 
the  majority  of  the  strains  of  staphylococci  which 
are  producing  infections.  In  other  words,  the 
strains  of  staphylococci  which  do  not  produce 
penicillinase,  and  hence  are  susceptible,  are  being 
wiped  out  as  etiologic  agents  of  disease  and  are 
being  replaced  by  those  which  are  resistant  to 
penicillin.  This  phenomenon  has  been  observed 
only  in  relation  to  penicillin,  there  being  no 
striking  evidence  so  far  that  “natural”  antago- 
nists similar  to  penicillinase  exist  for  streptomy- 
cin, aureomycin,  chloramphenicol,  or  terramycin. 

Next,  in  considering  the  possible  mode  of  ac- 
tion of  the  antibiotic  which  he  is  about  to  employ, 
the  physician  must  consider  what  the  chance 
may  be  that  the  infecting  organism  will  be  or 
will  shortly  become  resistant  to  the  antibiotic. 
For  the  sake  of  clarity,  the  question  of  “resist- 
ance” will  be  taken  up  as  it  relates  to  the  major 
antibiotics. 

As  far  as  penicillin  therapy  is  concerned,  with 
certain  exceptions  such  as  in  subacute  bacterial 
endocarditis  produced  by  enterococci,  etc.,  the 
question  of  the  development  of  resistance  to 
penicillin  by  the  infecting  micro-organism  is  in- 
significant. There  is  no  evidence  that  penicillin 
resistance  is  of  much  importance  in  the  treat- 
ment of  Beta  hemolytic  streptococcal,  pneumococ- 
cal, gonococcal,  meningococcal,  spirochetal,  or 
certain  other  infections.  In  those  uncommon 
types  of  infection  in  which  the  infecting  agent 
acquires  resistance  to  penicillin,  it  is  believed 
that  this  happens  because  resistant  variants  of 
the  infecting  agent  arise  spontaneously'  by  chance 
mutation.3,4  Penicillin  does  not  induce  the 
mutation,  but  by  holding  down  the  growth  or 
eliminating  sensitive  organisms  it  permits  the 
growth  of  the  resistant  variants. 

With  streptomycin  the  question  of  acquired 
resistance  has  become  a real  problem.  Cur- 
rently, with  the  possible  exception  of  Mycobacte- 
rium tuberculosis,  many  and,  in  certain  microbial 
groups,  the  majority  of  the  strains  of  micro- 
organisms producing  disease,  which  were  formerly 
quite  susceptible  to  the  antibacterial  effects  of 
streptomycin,  are  now  found  to  be  highly  resist- 
ant to  this  antibiotic.  Because  of  this,  a num- 
ber of  authorities  in  the  field  of  antibiotic  therapy 


believe  that  in  the  United  States  streptomycin 
should  be  used  only  for  the  treatment  of  tuber- 
culosis. 

The  story  of  the  acquirement  of  resistance  to 
streptomycin  is  very  interesting  in  comparison 
to  that  of  penicillin, aureomycin,  chloramphenicol, 
or  terramycin.  To  begin  with,  although  resist- 
ance to  streptomycin  may  develop  slowly,  it 
can  and  frequently  occurs  precipitately  by  the 
production  of  mutants  which  are  fast  to  strep- 
tomycin or,  what  is  more  astounding,  by  the 
emergence  of  mutants  which  need  streptomycin 
as  a growth  factor!  These  latter  variants  can- 
not multiply  unless  streptomycin  is  present.5,6 
These  mutations  may  occur  very  rapidly  and 
have  been  noted  frequently  in  patients,  as  well 
as  in  vitro.  Demerec  explains  these  extraor- 
dinary mutations  by  the  assumption  that  the 
genes  in  the  bacterial  cell  which  are  responsible 
tor  resistance  to  streptomycin  are  of  unequal 
“potency.”3,4  There  are  low  “potency”  genes, 
the  mutation  of  which  produce  a slight  increase 
in  resistance,  and  high  “potency”  genes,  muta- 
tions of  which  produce  fast  or  dependent  variants. 

Studies  relative  to  the  development  of  resist- 
ance by  micro-organisms  originally  susceptible 
to  the  antibacterial  effects  of  aureomycin,  chlo- 
ramphenicol, and  terramycin  indicate  that  both 
in  vitro  and  in  vivo  resistance  develops  slowly 
and  in  a steplike  pattern — in  other  words,  simi- 
lar to  the  pattern  shown  by  the  sulfonamides 
and  penicillin.  In  this  group  of  antibiotics 
certain  differences  may  be  observed.  Monnier 
and  Schoenbach  noted  that  staphylococci  and 
certain  gram-negative  bacilli  seem  to  develop 
tolerance  to  aureomycin  or  terramycin  more 
easily  that  do  streptococci.7  They  found  that 
gram-negative  bacteria  easily  develop  low  degrees 
of  resistance  to  chloramphenicol,  while  gram- 
positive  cocci  do  not.  They  observed  that  when 
resistance  is  produced  in  gram-negative  bacteria 
by  aureomycin,  chloramphenicol,  or  terramycin. 
a parallel  change  in  resistance  is  developed  to 
the  other  two  antibiotics  of  this  group.  With 
gram-positive  cocci,  the  same  relationship  was 
noted  between  aureomycin  and  terramycin  but 
not  with  chloramphenicol.  Furthermore,  Mon- 
nier and  Schoenbach  observed  that  the  penicil- 
linase-producing mechanism  in  certain  strains 
of  micro-organisms  was  suppressed  by  exposing 
the  bacteria  to  aureomycin,  chloramphenicol, 
or  terramycin. 

From  the  physician’s  point  of  view  it  can  cur- 
rently be  said  that  bacterial  resistance  has  not 
become  a clinical  problem  of  importance  relative 
to  the  therapeutic  use  of  aureomycin,  chloram- 
phenicol. or  terramycin.  While  increases  in 
resistance  which  may  be  twofold,  fourfold,  or 
more  do  occur,  the  development  of  strongly  re- 
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sistant,  fast,  or  dependent  strains  has  not  been 
noted. 

The  changes  which  occur  in  the  metabolic 
processes  of  micro-organisms  which  are  suscep- 
tible, resistant,  fast,  or  dependent  relative  to 
the  various  antibiotics  are  complex  in  nature, 
and,  at  least  in  certain  instances,  not  too  well 
understood.  For  example,  Gale  has  shown  that 
as  far  as  Staph,  aureus  is  concerned,  penicillin 
inhibits  the  assimilation  of  glutamic  acid.8 
As  strains  of  these  organisms  become  resistant 
to  penicillin,  they  appear  to  lose  their  ability 
to  take  up  glutamic  acid  but  gain  the  property 
of  synthesizing  their  needed  amino  acids,  eventu- 
ally requiring  only  ammonia  and  glucose  for  this 
purpose.  Thus  these  organisms  have  become 
self-sufficient,  and  penicillin  is  ineffective  be- 
cause it  cannot  interfere  with  the  assimilation  of 
amino  acids,  which  previously  had  been  needed 
for  growth.  Umbreit  and  his  associates  have 
found  that  streptomycin  inhibits  the  “oxalace- 
tate-pyruvate”  condensation  reaction  in  suscepti- 
ble strains  of  Escherichia  coli.  This  inhibition  in 
its  turn  prevents  a variety  of  substances  from 
entering  the  terminal  respiration  system,  which 
in  these  bacteria  resembles  the  citric  acid 
cycle.  In  streptomycin-resistant  or  dependent 


variants  of  susceptible  strains  of  E.  coli,  it 
appears  that  the  bacterial  cell  is  able  to  dispense 
with  this  condensation  reaction,  thus  accounting 
for  the  ineffectiveness  of  streptomycin.  Investi- 
gations on  the  intracellular  mechanisms  which  are 
involved  in  the  development  of  resistance  to 
aureomycin,  chloramphenicol,  or  terramycin 
have  not  been  reported  up  to  this  time. 

Conclusion 

The  physician  who  employs  antibiotics  for 
the  treatment  of  infectious  processes  can  do  so 
much  more  profitably  for  his  patients  if  he  posses- 
ses general  knowledge  of  the  mode  of  action  of 
the  antibiotics  relative  to  the  infecting  agent. 

451  Clarkson  Avenue 
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PERIODIC  PHYSICAL  EXAMINATIONS  FOR  INTERSTATE  TRUCK,  BUS 
DRIVERS 


Effective  next  July  1,  new  Federal  regulations 
raise  the  physical  standards  for  truck,  bus,  and 
taxicab  drivers  engaged  in  interstate  commerce  and 
require  periodic  physical  examinations.  The  new 
requirements  are  announced  by  Interstate  Com- 
merce Commission  in  a general  revision  and  tight- 
enging  up  of  its  safety  code.  The  more  important 
changes  of  interest  to  doctors  include: 

1.  After  January  1,  1954,  every  driver  must  be 
physically  re-examined  at  least  once  in  three  years; 
currently  only  a pre-employment  physical  examina- 
tion is  required.  Both  employer  and  employe  must 
have  the  physician’s  certificate  available  at  all  times. 

2.  Visual  acuity  of  not  less  than  20/40  in  each 


eye  (with  glasses)  will  be  required  of  new  men,  but 
drivers  now  on  the  job  may  qualify  under  the  cur- 
rent standard  until  January  1,  1954.  (Current 
standard  is  20/40  in  one  eye,  20/100  in  the  other.) 

3.  The  present  requirement  of  “adequate  hear- 
ing” will  be  supplanted  by  a definite  measurement 
of  hearing,  which  must  be  met  without  dependence 
on  a hearing  aid. 

It  is  estimated  that  a million  or  more  truck,  bus, 
and  taxicab  drivers  come  under  Insterstate  Com- 
merce regulation.  Details  may  be  obtained  from 
Interstate  Commerce  Commission,  Washington, 
IX  C. 

— Capitol  Clinic,  Number  20,  May  19,  1952 


FUNDAMENTAL  CONCEPTS  RELATING  TO  PATHOGENESIS 
OF  CANCER 

Cornelius  P.  Rhoads,  M.D.,  New  York  City 

( From  the  Sloan-Kettering  Institute  of  the  Memorial  Center  for  Cancer  and  Allied  Diseases  and  the 
Department  of  Pathology,  Cornell  University  Medical  College) 


THE  term  “the  cause  of  cancer”  has  come  by 
long  usage  to  denote  something  mysterious. 
This  is  not  necessary.  We  have  today  many 
and  very  effective  means  for  causing  cancer  in 
animals  and  in  man.  Among  these  are  x-rays 
and  other  ionizing  radiations,  ultraviolet  light, 
and  a variety  of  chemicals  of  well-defined 
molecular  configurations.  Clearly,  it  is  not  a 
“cause”  of  cancer  in  general  which  is  sought, 
since  many  are  at  hand.  Rather,  we  wish  to 
define  the  specific  inciting  agent  of  certain  kinds 
of  cancer  in  human  beings  in  which  none  of  the 
causes  just  specified  can  be  implicated. 

The  most  obvious  place  to  look  for  the  cause 
of  cancer  in  man  is  in  the  endogenous  production 
by  the  body  of  cancer-producing  chemicals, 
like  those  which  we  isolate  from  nature  or  manu- 
facture in  the  test  tube.  Remarkably  enough, 
there  has  been  little  effort  to  do  this. 

The  possibility  that  cancer  arises  in  man  be- 
cause of  an  error  of  endogenous  chemical  manu- 
facture with  the  formation  of  a cancer-producing, 
rather  than  a normal,  product  is  attractive. 
It  would  be  the  more  so  if  the  human  body 
were  known  to  make  and  utilize  chemicals  re- 
lated to  the  known,  exogenous,  cancer-producing 
ones.  In  this  case  we  could  more  easily  imagine 
the  error  occurring.  It  is  the  case — and  to  a 
very  substantial  degree. 

Our  best  known  hormones  are  those  of  the 
steroid  type.  These  hormones,  formed  by 
ovaries,  testes,  and  adrenals,  bear  a distant 
chemical  relationship  to  the  carcinogens  present 
in  tar,  our  largest  single  group.  They  are,  fur- 
thermore, known  to  be  produced  in  large  amounts 
and  in  great  variety,  capable  of  exerting  the 
most  diverse  and  profound  biologic  effects.  And 
there  is  further  reason  to  implicate  them  in  the 
induction  of  cancer,  as  follows: 

1.  There  is  a distant  chemical  relationship 
between  steroid  hormones  and  the  constituents 
of  tar  which  cause  cancer  in  animals. 

2.  Cancer  tends  to  occur  in  those  structures 
of  the  body  which  are  known  to  be  affected 
strongly  by  the  steroid  hormones,  especially 
the  tissues  of  the  secondary  sexual  characters, 
breast,  uterus,  and  prostate. 
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3.  Cancer  of  certain  types  tends  to  occur 
at  times  of  life  when  the  manufacture  of  steroid 
hormones  by  the  body  obviously  tends  to  change, 
at  puberty  and  at  the  menopause. 

4.  At  least  five  types  of  cancer  can  be  induced 
in  experimental  animals  by  the  injection  of  a 
steroid  hormone  which  causes  secondary  female 
characteristics. 

5.  Cancer  of  the  breast  and  the  prostate 
gland  in  man  can  irregularly  be  made  to  grow 
more  actively  or  can  be  retarded  by  suitable 
treatment  with  properly  selected  steroid  hor- 
mones or  by  removal  of  the  glands,  ovaries 
or  testes,  which  produce  those  hormones. 

6.  Cortisone  or  ACTH,  the  substance  which 
causes  its  production  in  the  body,  is  temporarily 
effective  in  causing  improvement  in  children 
who  otherwise  would  have  died  from  one  form 
of  cancer,  acute  leukemia.  These  remissions 
represent  only  a reprieve,  however;  the  disease, 
in  spite  of  continued  treatment,  recurs  and 
resumes  its  relentless  course. 

In  certain  forms  of  chronic  leukemia,  more 
common  in  adults,  cortisone  is  also  useful  in 
restraining  the  progress  of  the  disease,  although 
not  as  spectacularly  as  in  acute  leukemia  in 
children. 

7.  Cancer  of  the  hreast  rarely  occurs  in 
women  whose  ovaries  have  been  removed  sur- 
gically at  some  previous  time.  Similarly,  cancer 
of  the  prostate  gland  has  never  been  reported 
in  a eunuch,  although  the  effects  of  castration 
in  males  have  been  carefully  studied. 

8.  A cause  and  effect  relationship  clearly 
exists  between  certain  growths  of  the  ovary 
which  produce  biologically  active,  presumably 
steroid,  hormones  and  cancer  of  the  uterus, 
both  corpus  and  cervix. 

9.  The  one  procedure  which  prevents  cancer 
development  in  animals,  either  spontaneously 
or  in  response  to  normally  carcinogenic  pro- 
cedures, is  reduction  of  the  caloric  intake.  This 
has  been  shown  to  result  regularly  in  reduced 
activity  of  the  endocrine  system. 

10.  Stimulation  of  the  pituitary,  the  gland 
which  drives  the  production  of  steroids  by  other 
organs,  or  the  injection  of  its  extracts  has  been 
proved  to  cause  a variety  of  neoplasms  in  animals. 

11.  Cancer  occurring  in  pregnancy,  when 
hormone  manufacture  is  abnormal  and  at  a 
high  level,  has  a notoriously  bad  prognosis. 
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12.  Cancer  in  plants  can  be  produced  regu- 
larly by  treatment  of  plant  tissue  with  plant 
growth  hormones,  such  as  indol  acetic  acid. 

13.  When  cancer  occurs  in  or  is  trans- 
planted to  experimental  animals,  the  morphology 
of  the  endocrine  glands  is  seriously  changed. 

14.  In  strains  of  animals  the  inherited  tend- 
ency to  acquire  cancer  can  be  correlated  with 
the  morphology  of  the  endocrine  glands. 

15.  In  certain  strains  of  animals  cancer  of 
the  adrenal  gland  and  breast  follows  regularly 
on  early  castration  and  can  be  as  regularly 
prevented  by  the  administration  of  pure  hor- 
mones of  types  formed  in  genital  tissue. 

It  is  hard  to  believe  that  the  facts  specified 
are  wholly  coincidental  in  linking  the  origin 
of  cancer  to  an  abnormal  function  of  the  endo- 
crine system.  It  may  then  reasonably  be  asked 
why  the  defect  has  not  been  long  ago  defined 
and  corrected  as  a measure  of  cancer  prevention. 
The  answer  is  simple.  This  has  not  been  done 
because  (1)  inadequate  methods  existed  for 
defining  excreted  hormones;  (2)  so  many  com- 
pounds derived  from  those  of  endocrine  activity 
are  excreted  that  even  their-  crude  comparative 
assay  far  exceeded  the  capacity  of  an  existing 
laboratory;  (3)  inadequate  means  were  at  hand 
for  correlating  the  excreted  substances  with 
their  precursors  in  the  glands  of  origin;  (4)  even 
though  abnormalities  of  excretion  were  defined 
in  patients  with  cancer,  it  would  be  hard  to  prove 
whether  they  were  cause  or  effect;  (5)  insufficient 
knowledge  existed  of  tissue  changes  which  are 
truly  precancerous  and  which  could  be  studied 
for  evidence  of  abnormal  hormone  production, 
and  (6)  most  were  more  interested  in  speculating 
about  the  nature  of  cancer  than  in  the  laborious 
task  of  developing  and  applying  exact  chemical 
methods  to  a study  of  its  cause. 

From  the  foregoing  it  is  clear  that  all  indi- 
cations point  to  disordered  function  of  the 
endocrine  system  as  the  principal  cause  of  the 
origin  and  continued  growth  of  cancer.  To 
define  and  remove  the  cause  of  cancer  in  man, 
then,  methods  must  be  devised  to  define  the 
exact  details  of  his  endocrine  function.  Once 
an  abnormality  associated  with  and  preceding 
cancer  is  defined,  its  correction  should  be  possible. 
The  ultimate  hope  would  be  to  prevent  cancer 
by  detecting  and  correcting  the  derangement 
before  the  disease  has  fully  developed.  This 
sounds  utopian  indeed,  yet  it  may  not  be  entirely 
beyond  our  grasp. 

One  objection  is  frequently  raised  to  the 
concept  of  cancer  as  due  to  an  error  in  the  body’s 
chemical  function.  This  is  that,  if  the  concept 
were  correct,  the  total  removal  of  the  cancer, 
the  assumed  product  of  the  error,  would  not 
be  curative  in  as  many  instances  as  it  is.  Rather, 


second  and  third  cancers  would  arise,  due  to  the 
continued  presence  of  the  stimulus  which  in- 
duced the  original  one.  Actually,  this  does 
happen  in  seven  out  of  100  patients  with  cancer, 
whether  the  original  growth  be  totally  removed 
or  not,  and  this  fact  is  of  great  significance. 
It  indicates  that  in  some  cases,  at  least,  there 
is  a continued  stimulus  to  cancer  production  in 
the  body.  The  fact  that  in  the  other  93  per  cent 
of  patients  no  new  cancer  occurs,  however,  does 
not  mean  that  no  such  stimulus  has  existed. 
It  may  only  mean,  and  much  evidence  sub- 
stantiates this  concept,  that  in  these  patients 
the  stimulus  is  a transient  one,  existing  for  a 
sufficient  period  to  cause  one  cancer  to  occur 
but  disappearing  before  a second  one  is  induced. 

The  absolute  answer  to  this  question  is  not 
at  hand,  of  course,  and  will  not  be  until  we  have 
more  details.  Evidence  for  the  fact  that  chemi- 
cal function  does  change  is  established  in  the 
studies  already  made  of  that  function  in  the 
various  decades  of  life.  Superficial  observation 
of  the  obvious  alterations  with  time  of  the  tissues 
under  endocrine  control  gives  us  reliable  proof 
that  endocrine  balance  is  not  static.  The  tran- 
sient period  of  puberty,  for  example,  is  controlled 
by  the  endocrine  chemicals,  similarly  the  meno- 
pause in  women  and  the  like  period  in  men. 

To  establish  an  internal  chemical  cause  for 
cancer  in  the  endocrines  one  need  only  postulate 
that  in  some  individuals  endocrine  function  goes 
through  periods  when  just  the  correct  set  of 
abnormal  products  is  manufactured  to  induce 
the  cancerous  cells  to  develop  and  to  continue 
their  growth  to  an  autonomous  phase.  Once 
in  this  phase  they  are  independent  of  their 
cause.  It  can  be  removed  entirely  without 
affecting  in  the  slightest  the  growth  of  the  cancer. 

The  conclusion  that  there  occurs  a shifting- 
balance  in  the  body  of  the  chemicals,  hormones, 
produced  by  the  endocrine  system  is  borne  out 
by  studies  made  in  our  laboratories. 

Studies  of  endocrine  function  relating  to  cancer 
have  been  under  way  at  the  Memorial  Center- 
Sloan-Kettering  Institute  for  over  ten  years. 
These  were  begun  to  develop  methods  for  de- 
fining the  details  of  hormone  production  in  man. 
The  complexities  and  difficulties  of  this  task 
were,  and  are,  immense.  There  are  many  differ- 
ent endocrine  chemicals.  Some  are  composed 
of  proteins,  never  isolated  in  pure  form,  of 
unknown  molecular  types  and  are  incapable 
of  being  synthesized.  The  members  of  another 
group  are  of  known  structure,  also  complex, 
but  simpler  than  proteins,  and  can  be  prepared 
artificially.  They  are  called  steroids  and  are 
produced  by  the  sex  and  adrenal  glands.  Ster- 
oids, if  injected,  cause  some  types  of  cancer  in 
animals  and  prevent  others.  They  restrain 
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transiently  sensitive  forms  of  cancer  in  man. 
Thejr  were,  accordingly,  selected  as  the  endocrine 
chemicals  of  which  the  production  in  man,  in 
health  and  disease,  would  be  studied. 

Methods  were  devised  by  which  the  steroids 
could  be  extracted  by  solvents  from  the  excreta 
of  patients.  The  impure  extract,  a partly  puri- 
fied mixture  of  steroids,  was  then  separated 
into  its  constituents  by  a process  of  filtration. 
Each  compound  seeps  at  a different  rate  through 
the  column  of  powder  in  the  filter,  and  so  each 
can  be  caught  successively  in  a series  of  bottles. 
The  result  was  from  300  to  2,000  bottles  in  groups, 
each  containing  predominantly  a minute  amount 
of  a single  steroid  hormone. 

To  crystallize  and  identify  chemically  the  tiny 
crystals  of  each  hormone  would  require  a bat- 
talion of  chemists  for  years,  assuming  that 
qualified  men  would  undertake  the  task  at  all. 
A new  method  of  identification  was  required, 
and  one  was  developed. 

Different  molecules,  even  though  closely  re- 
lated, absorb  differently  a type  of  invisible 
light  called  infrared.  The  rainbow— the  series 
of  wavelengths  of  the  light — is  broken  in  different 
places  by  each  compound.  The  breaks  pro- 
duced are  as  characteristic  for  a particular  com- 
pound as  a fingerprint  for  a man.  Equipment 
was  devised  by  which  the  kind  and  amount  of 
each  hormone  in  the  multitude  of  bottles  could 
be  established  'exactly  by  its  fingerprint  in  in- 
visible light.  This  was  a revolutionary  develop- 
ment in  biology,  now  widely  used  to  solve  diffi- 
cult problems. 

The  combination  employed  of  chemical  and 
physical  methods  has  made  it  possible  to  prepare 
patterns,  exact  tabulations,  of  the  kinds  of 
steroid  hormones  excreted  by  an  individual 
human  being  and  the  amounts  of  each  one. 
Then  the  pattern  of  patient  A can  be  compared  to 
patient  B or  with  a normal  individual  of  the 
same  sex  and  age.  Such  comparisons  have  been 
made  and  from  them  the  following  conclusions  can 
be  drawn : 

1.  Each  individual  has  a remarkably  charac- 
teristic and  constant  pattern  of  steroid  hormone 
excretion. 

2.  The  individual  pattern  changes  under 
certain  circumstances,  such  as  dietary  deficiency, 
disease,  or  the  aging  process. 

3.  Abnormalities  of  excretion  patterns  are 
present  if  the  patient  has  cancer.  They  show  a 
uniform  and  sharp  reduction  of  one  group  of 
hormones,  no  substantial  change  of  another, 
and  most  important,  the  excretion  of  at  least 
one,  and  oftentimes  more  than  one,  hormone 
only  rarely  excreted  by  healthy  individuals. 
A careful  analysis  of  this  study  by  distinguished 
statisticians  establishes  that  the  abnormalities 


are  significant  for  cancer  but  not  specific.  This 
means  that  the  changes  are  real  and  not  simply 
chance  variations,  but  that  they  only  indicate 
and  do  not  prove  a role  of  the  particular  hormones 
studied  in  the  cause  of  cancer.  They  may  simply 
reflect  the  exact  chemical  cause. 

The  conclusions  drawn  apply  only  to  patients 
with  cancer.  It  is  obvious  that  the  abnormalities 
in  the  kinds  and  amounts  of  steroid  hormones 
they  excrete  could  be  either  the  cause  or  the 
result  of  the  cancer.  Evidence  on  this  point 
was  provided  by  a fortunate  circumstance. 
Of  the  individuals  whose  urine  was  collected  in 
the  supposition  that  they  were  free  from  cancer, 
two  developed  the  disease — one  two  years  and  one 
four  years  subsequently.  Both  these  individuals 
showed,  before  the  cancer  gave  any  indication 
of  its  presence,  profound  alterations  in  hormone 
pattern  of  the  type  associated  with  cancer. 
This  was  strong  evidence  that  the  changes  in 
hormone  manufacture  disclosed  precede,  and 
perhaps  cause,  the  cancer.  Further  proof  was 
needed,  however. 

To  obtain  additional  data  required  the  in- 
tensive prosecution  of  four  substantial  but 
entirely  different  types  of  scientific  work,  in 
extension  of  that  already  done,  as  follows: 

1.  Improvement  of  the  methods  for  extrac- 
tion, separation,  purification,  and  identification 
of  the  hormones  in  urine.  The  amounts  of  each 
one  are  minute,  and  each  is  closely  related  chemi- 
cally to  the  others.  Each  may  be  bound  to  other 
compounds  in  the  urine  in  a variety  of  fashions. 
Substantial  improvements,  of  a complex  and 
highly  technical  nature,  have  been  made.  It 
suffices  to  say,  however,  that  there  exist  in  no 
other  laboratory  procedures  as  applicable  and 
precise  as  those  of  the  Sloan-Kettering  Institute, 
capable  of  defining  the  normal  or  abnormal  steroid 
hormone  excretion  by  human  beings  with  cancer 
or  other  presently  mysterious  disorders. 

2.  To  ascertain  whether  the  abnormal  steroid 
production  was  the  cause  and  not  the  result  of  the 
cancer,  it  was  necessary  to  study,  by  the  methods 
discovered  and  being  perfected,  the  urine  of 
patients  who  would  acquire  cancer  in  the  future. 
Because  of  the  prolonged  and  expensive  nature  of 
the  procedures,  it  was  impossible  to  study  enough 
normal  individuals  to  include  by  chance  enough 
who  would  develop  cancer  in  the  foreseeable 
period  of  the  study.  The  only  solution  was  to 
study  the  steroid  excretion  of  individuals  with 
definitely  precancerous  disorders. 

A condition  exists,  known  as  xeroderma  pig- 
mentosa, a rare  disorder  which  runs  in  families. 
The  affected  individual  will  always  develop 
many  skin  cancers  and  die.  Because  of  the 
vast  clinical  material  in  the  Memorial  Hospital, 
a family  of  children  with  this  inherited  affliction 
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came  under  study.  Two  of  them  followed  the 
usual  fatal  course.  The  third,  the  remaining 
sister,  developed  her  skin  eruption  just  at  the 
time  that  the  steroid  hormone  excretion  pattern 
studies  began  to  suggest  their  applicability 
to  the  definition  of  the  cause  of  hitherto  mysteri- 
ous diseases.  A study  was  made  of  this  little 
girl  at  a time  when  no  cancer  was  evident  but 
when  it  was  certain  to  develop  at  any  moment. 

The  steroid  hormone  pattern  was  completed 
many  months  after  the  inevitable  cancer  had  run 
its  course  with  the  death  of  the  child.  Not  only 
were  the  abnormalities  present  like  those  in 
other  patients  with  cancer,  but  there  were  also 
changes  which  had  never  before  been  seen  and 
which  might  be  characteristic  of  the  disorder. 
This  was  encouraging,  but  more  information 
was  needed. 

A condition  exists,  of  unknown  cause,  known 
as  Paget’s  disease.  It  is  marked  by  thickening 
and  softening  of  the  bones,  and  in  males,  in 
10  per  cent  will  become  bone  cancer — almost 
always  fatal.  Perhaps  the  urine  of  patients 
with  Paget’s  disease  would  also  reveal  an  ab- 
normal steroid  hormone  excretion.  If  so,  we 
would  have  important  information  as  to  the 
possible  cause  of  this  mysterious  disorder  and 
also  of  the  cancer  which  follows  so  often. 

Once  more  our  hopes  were  fulfilled.  Re- 
peated examinations  of  the  urine  of  a patient 
with  Paget’s  disease  showed  unequivocal  ab- 
normalities of  types  which  had  not  been  observed 
previously.  They  suggested  once  again  that 
peculiar  patterns  of  hormone  excretion  might 
be  characteristic  for  specific  disease  states. 

The  limited  studies  of  patients  with  precan- 
cerous  changes  required  years,  thousands  of 
dollars,  and  the  cooperative  activity  of  many 
highly  trained  individuals  of  different  types  of 
professional  competence.  The  results  provided 
a suggestion  of  the  cause  of  cancer.  It  was  only 
a suggestion;  nevertheless,  its  potential  impor- 
tance was  so  great  as  to  make  imperative  a con- 
tinuation of  the  study.  No  other  one  had  even 
been  proposed  which  gave  promise  of  providing 
similar  information  which  might  allow  defi- 
nition of  the  tendency  toward  cancer  and  its 
correction. 

We  had  available,  then,  the  methods  for  study 
of  hormone  excretion.  There  was  still  one 
major  gap  to  be  closed,  however,  before  the 
investigations  could  attain  the  completeness 
and  the  likelihood  of  practical  application 
which  would  justify  the  extent  and  expense 
of  the  enterprise. 

The  methods  developed  were  and  are  appli- 
cable to  the  definition  of  the  hormonal  chemicals 
produced  by  the  endocrine  glands  only  as  they 
appear  in  the  urine.  These  are  not  the  forms  in 


which  the  chemicals  are  manufactured  originally 
by  the  glands.  We  know  the  original  forms, 
because  tons  of  glandular  tissue  have  been 
extracted,  the  substances  present  have  been 
isolated,  and  their  chemical  nature  has  been 
established  by  laborious  methods.  For  example, 
at  least  28  compounds,  each  resembling  the  other 
but  each  differing  in  some  respect  from  every 
other,  have  been  isolated  from  the  adrenal 
gland.  Presumably  many  are  present  there 
and  normally  formed  which  have  not  been 
isolated.  In  the  course  of  our  studies  some  75 
different  steroids  have  been  identified  in  the 
urine.  Their  relationship  to  the  chemicals 
originally  formed  by  the  adrenal  and  testicular 
tissues  was  apparent,  but  we  had  no  way  of 
correlating  a specific  compound  in  the  urine  as 
the  changed  form  of  a compound  formed  by  the 
original  process  of  internal  manufacture.  To 
achieve  such  a correlation  was  the  next  problem. 
It  required  the  development  of  a wholly  new 
enterprise  of  very  substantial  extent,  high  com- 
petence, and  permanent  status. 

The  excreted  hormones  represent  end-products 
— the  modified  or  burnt-out  resultants  of  the 
action  of  the  body  cells  on  the  compounds  origi- 
nally formed.  We  must  be  able  to  tell  from  the 
burnt-out  product  or  type  of  ash  the  exact 
substance  or  fuel  which  gave  rise  to  it.  This 
problem  was  exactly  like  ascertaining  from  75 
different  kinds  of  ashes  in  the  furnace  which 
one  came  from  how  much  of  what  type  of  coal, 
mined  in  a particular  area,  produced  by  a par- 
ticular process,  and  capable  of  exerting  a par- 
ticular type  of  combustion. 

The  important  and  unique  enterprise  of 
correlating  the  compounds  originally  formed  by 
the  endocrine  glands  with  their  modified  products 
excreted  in  the  urine  was  difficult,  but  substan- 
tial progress  has  been  made.  The  principle  adop- 
ted was  to  incorporate  tracer  atoms,  either  heavy 
or  radioactive,  in  the  molecules  of  the  compounds 
naturally  formed.  This  was  like  putting  on 
each  type  of  coal  going  into  the  furnace  a tag, 
which  would  not  change  in  combustion  and  which 
could  be  recovered  in  a particular  ash.  Two 
methods  were  employed.  In  the  first,  the  com- 
pound was  synthesized  in  the  form  in  which 
it  is  produced  naturally,  but  in  place  of  the 
normal  carbon  naturally  incorporated,  an  atom 
of  radioactive  carbon  14  was  substituted. 
This  is  a difficult  process  but  has  been  accom- 
plished. 

Another  method  devised,  applicable  to  the 
marking  of  compounds  of  natural  origin  which 
are  difficult  or  impossible  to  synthesize,  was  to 
exchange  a heavy  or  radioactive  isotope  of  hydro- 
gen with  the  usual  isotope  normally  present. 

The  synthetically  prepared  and  marked  ster- 
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oids  represent  a precious  store  available  to  any 
scientist  concerned  with  these  important  basic 
studies  certain  to  reveal  wholly  new  information 
concerning  disease  processes. 

As  a result  of  these  extended  and  laborious 
investigations,  methods  have  finally  come  to 
hand  by  which  the  status  of  an  individual  can 
be  determined  insofar  as  the  details  of  the  kinds 
and  amounts  of  certain  compounds  formed  by 
his  endocrine  glands  are  concerned.  Whereas 
it  is  true  that  these  methods  are  at  best  ponderous, 
expensive,  and  time-consuming  and  reveal  only 
part  of  the  total  endocrine  picture  of  the  individ- 
ual, nothing  else  even  approaches  the  complete- 
ness of  the  picture  they  disclose. 

The  next  question  was:  What  types  of  dis- 
eased human  beings  to  study  by  the  methods 
to  ascertain  as  quickly  as  possible  the  range  and 
extent  of  their  appicability?  This  could  be  done 
while  a constant  improvement  of  the  methods 
went  forward. 

In  anticipation  of  the  time  when  analytic 
procedures  for  establishing  the  exact  hormone 
balance  of  an  individual  could  be  applied,  there 
was  established  at  the  Memorial  Cancer  Center 
the  Strang  Cancer  Prevention  Clinic.  The 
purpose  of  this  clinic  was  to  examine  periodically 
by  the  best  methods  at  hand  a substantial 
number  of  individuals  to  ascertain  the  presence 
of  cancer  in  a stage  at  which  surgical  intervention 
could  still  curd.  From  this  point  of  view,  the 
institution  has  been  a notably  successful  one, 
now  a model  for  over  200  similar  units  scattered 
throughout  the  country. 

The  Prevention  Clinic  has  functions,  however, 
much  more  basic  than  routine  detection  of  early 
cancer.  Its  most  important  contribution,  made 
by  the  examination  of  some  40,000  individuals, 
has  been  to  establish  knowledge  of  the  appearance 
and  expected  course  of  precancerous  changes  of 
tissue.  Further  new  methods  for  recognizing 
in  the  fluids  discharged  from  body  orifices  those 
cells  which  characterize  the  precancerous  changes 
have  been  developed  by  which  these  changes  can 
be  studied.  Finally,  this  study  has  provided 
groups  of  individuals  with  characteristically 
precancerous  changes  who  can  safely  be  sub- 
mitted to  detailed  studies  in  the  hope  of  ascer- 
taining the  exact  error  of  the  body’s  chemistry 
which  led  to  the  development  of  the  changes  and 
which,  if  uncorrected,  would  convert  them  into 
fully  developed  cancer. 

A particularly  exciting  observation  has  already 
been  made.  By  repeated  examinations  of  the 
cells  discharged  in  the  vaginal  fluid  from  the 
cervix  of  the  uterus  several  instances  have  been 
encountered  in  which  the  characteristic  pre- 
cancer cells  have  suddenly  disappeared.  They 
have  never  again  reappeared.  Clearly,  the 


precancerous  changes  are  not  necessarily  in- 
evitable in  their  progressive  course.  On  the 
contrary,  due  to  some  presently  unknown  change 
in  the  chemistry  of  the  body,  a trend  toward 
cancer  has  spontaneously  reversed  itself. 

This  observation  is  in  complete  accord  with 
certain  experiments.  In  our  laboratories  it  has 
been  shown  in  animals  that  certain  cellular 
changes  of  tissue,  which  if  the  general  chemistry 
of  the  body  were  left  unaltered  would  inevitably 
proceed  to  cancer,  will  revert  to  normal  if  the 
conditions  which  led  to  their  origin  were  cor- 
rected. In  certain  strains  of  animals  doomed 
by  heredity  to  develop  cancer  of  the  adrenal 
gland  in  essentially  every  instance,  these  changes 
can  be  prevented  entirely  by  the  administration 
of  certain  steroid  hormones  of  a type  the  internal 
production  of  which  we  are  now  able  to  study 
in  human  beings. 

Conclusion 

We  now  have  human  beings  whose  tendency 
to  cancer  can  be  recognized  and  who  can  be 
studied  by  methods  already  at  hand.  We 
have,  coincidentally,  procedures  which  allow 
us  to  define,  with  some  exactness,  the  details 
of  chemical  manufacture  in  these  individuals 
which  in  all  probability,  although  not  certainty, 
lead  to  these  changes.  We  have  brought  to- 
gether the  patients  and  the  methods  of  analysis. 
We  have  high  hopes  that  we  can  so  define  the 
disturbances  which  lead  to  the  precancerous 
changes  in  such  patients  as  to  allow  us  to  name 
the  chemical  compounds  lacking  or  produced 
in  excess.  We  hope  at  the  same  time,  on  the 
basis  of  the  knowledge  developed  of  hormone 
manufacture  in  man,  to  be  able  to  correct  the 
abnormality  when  defined,  before  cancer  has 
fully  developed  and  when  the  abnormal  tissue 
still  can  return  to  normal  stages  under  treatment. 

It  should  be  understood  that  these  last  things 
have  not  been  done.  It  is  a hope  only,  and  we 
believe  a reasonable  expectation.  We  may 
well  find  that  our  methods  are  still  too  cumber- 
some and  inexact.  We  may  learn  that  the 
changes  defined  by  our  analysis  are  not  the 
primary  causes  of  the  precancerous  lesion  but 
only  reflect  some  other  abnormality  of  the  body’s 
chemical  manufacture.  However  these  things 
may  turn  out,  we  can  be  assured  that  through 
the  accomplishments  already  made  new  possibili- 
ties for  the  study  of  disease  are  now  at  hand. 
At  best,  they  will  explain  many  presently  mysteri- 
ous disorders  in  addition  to  cancer.  At  worst, 
they  will  have  put  us  a long  way  forward  toward 
a better  understanding  of  those  factors  concerned 
with  cancer  and  many  other  conditions. 
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EVERY  day  of  the  year  a patient  walks  into 
some  doctor’s  office  complaining  of  tiredness 
and  easy  fatigability  and  appearing  pale.  A 
diagnosis  of  anemia  is  easily  arrived  at  on  clinical 
grounds  and  confirmed  by  a red  blood  count  and 
hemoglobin  determination,  and  the  physician 
is  now  confronted  with  the  problem  of  treatment. 
If  the  correct  treatment  is  instituted,  the  patient 
will  often  be  speedily  cured,  but  the  choice  of  the 
wrong  treatment  may  mean  his  prolonged  ill 
health,  increased  expenditure,  and  loss  of  confi- 
dence in  his  physician.  The  aim  of  this  paper  is 
to  outline  a method  by  which  the  diagnosis  of 
the  cause  of  an  anemia  may  be  facilitated  and  the 
choice  of  the  appropriate  treatment  made  easier. 

This  does  not  entail  elaborate  laboratory  study 
in  most  instances.  The  choice  of  a few  important 
laboratory  tests  initially  and  their  performance, 
which  will  take  about  an  hour,  will  save  much 
time  and  confusion  later.  If  a doctor  is  so  busy 
that  he  cannot  find  that  hour,  then  he  should  be 
able  to  afford  a technical  aide  who  can  do  these 
relatively  simple  tests  or,  in  larger  centers,  should 
have  ready  access  to  a reliable  laboratory  where 
they  can  be  performed  for  him. 

The  tests  which  we  do  on  all  our  cases  of  anemia 
we  call  collectively  the  hemogram.  They  con- 
sist of  a complete  blood  count  and  differential, 
a reticulocyte  count,  and  a platelet  count.  If 
it  is  desired,  a hematocrit  offers  additional  aid 
but  is  not  essential  for  the  screening  and  classi- 
fication of  most  anemias.  The  only  two  of  these 
tests  that  require  any  special  comment  are  the 
reticulocyte  count  and  the  platelet  count.  The 
latter  is  a very  simple  test  to  perform.  A stand- 
ard red  cell  pipet  is  filled  in  the  usual  manner, 
using  freshly  filtered  3.5  per  cent  sodium  citrate 
solution  as  the  diluting  fluid.  A counting 
chamber  is  filled  and  placed  on  a piece  of  wet 
blotting  paper  under  a Petri  dish  for  ten  minutes, 
during  which  time  the  other  procedures  may  be 
instituted.  At  the  end  of  this  time  the  heavier 
red  cells  will  have  settled,  leaving  the  platelets 
in  the  upper  level  of  the  chamber.  The  latter 
is  then  placed  under  the  microscope,  and  the  count 
is  performed  in  the  same  manner  as  the  red  cell 
count,  counting  all  the  platelets  in  five  small 
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squares  and  multiplying  by  10,000.  If  the  light 
is  cut  down  they  will  appear  as  small,  highly 
retractile  bodies.  The  normal  platelet  count  by 
this  method  is  150,000  to  400,000. 

The  reticulocyte  count  is  best  performed  on 
dry  smears,  Class  slides  are  cleaned  and  pre- 
pared with  a drop  of  2 per  cent  cresyl  blue  pre- 
pared with  absolute  methyl  alcohol.  A drop  of 
this  is  allowed  to  dry  on  the  end  of  the  slide,  which 
may  then  be  put  away  and  used  at  some  future 
date.  A large  enough  drop  of  blood  to  make  a 
thin  smear  is  put  on  the  stained  end  of  the  slide 
and  puddled  in  the  stain  for  10  to  20  seconds  until 
it  has  turned  a dirty  green  color.  The  smear  is 
then  made  in  the  usual  fashion  and  after  it  is 
dry  counterstained  with  Wright’s  or  tetrachrome 
stain  just  like  any  other  smear.  This  smear  can 
then  be  used  both  for  reticulocytes  which  show 
up  clearly  and  for  the  regular  differential  and 
study  of  cell  size  and  shape. 

The  reticulocyte  count  is  the  most  important 
single  determination  in  the  hemogram  since  it  is 
the  key  to  the  activity  of  the  marrow.  Five 
hundred  to  1,000  red  cells  are  counted  (a  small 
piece  of  cardboard  with  a pin  hole  in  the  center 
placed  in  the  ocular  facilitates  such  counting), 
and  the  number  of  reticulocytes  is  noted.  With 
a normal  blood  count  of  5,000,000  the  reticulocyte 
count  should  be  about  1 per  cent.  In  absolute 
figures  this  is  50,000  reticulocytes  per  cu.  mm. 
It  is  important  to  learn  to  think  in  terms  of 
absolute  figures,  as  well  as  percentages,  for 
obviously  1 per  cent  of  5,000,000  red  cells  is  five 
times  as  great  a figure  as  1 per  cent  of  1.000.000 
cells. 

Under  normal  circumstances  about  50,000 
red  cells  per  cu.  mm.  are  destroyed  in  the  circula- 
tion each  day  and  replaced  by  a similar  number  to 
maintain  the  blood  count.  This  represents 
normal  marrow  activity.  In  the  presence  of 
blood  loss  the  marrow  activity  will  be  increased 
in  proportion  to  the  severity  of  the  demand  on 
it.  In  severe  hemorrhages  the  output  of  reticu- 
locytes may  be  several  hundred  thousand  or 
even  a million  or  more  a day.  Conversely,  if 
in  the  presence  of  an  anemia  the  output  of 
reticulocytes  is  less  than  expected,  it  is  evidence 
that  the  marrow  is  not  producing  blood  properly. 
It  must  be  remembered  that  if  the  blood  count  is 
low,  the  reticulocyte  count  should  be  higher  than 
normal  if  the  marrow  is  properly  functioning. 
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For  example,  with  a blood  count  of  3,000,000 
we  would  expect  a normal  marrow  to  yield  a 
reticulocyte  count  of  3 or  4 per  cent,  and  a count 
of  less  than  2 per  cent  would  suggest  some  defect, 
in  new  blood  formation. 

Anemias  may  be  divided  into  two  main  groups, 
those  due  to  increased  blood  loss  or  destruction 
by  hemolysis  and  those  due  to  decreased  blood 
formation.  In  the  first  group  the  marrow  is 
active.  The  anemias  are  characterized  by  in- 
creased reticulocyte  activity.  In  the  second 
group  reticulocyte  activity  less  than  normal  is  the 
rule. 

If  we  find  that  our  patient  with  anemia  has 
increased  reticulocytes,  we  at  once  suspect 
hemorrhage  or  hemolysis.  The  history  will 
usually  make  the  former  apparent,  but  if  the 
bleeding  is  internal,  it  may  take  a few  days  to 
disclose  its  location.  The  other  signs  of  hemor- 
rhage in  the  hemogram  are  leukocytosis  and  often 
a marked  leftward  shift  of  the  neutrophil  ele- 
ments. We  have  even  seen  leukemoid  reactions 
following  severe  blood  loss. 

Occasionally,  nucleated  red  cells  may  appear 
in  the  smear.  Platelets  are  often  increased 
unless,  of  course,  the  hemorrhage  is  due  to 
thrombocytopenia.  In  anemia  due  to  acute 
hemorrhage  the  red  cells  are  of  normal  size  and 
shape  and  have  a full  complement  of  hemoglobin. 
If  there  are  many  reticulocytes,  the  color  index 
and  mean  cell  volume  may  be  slightly  increased. 
This  is  because  reticulocytes  are  somewhat 
larger  than  mature  red  cells. 

Anemia  due  to  acute  hemolysis  presents  the 
same  characteristics  in  the  hemogram  as  acute 
blood  loss.  In  addition,  the  evidences  of  increased 
bile  pigment  metabolism  may  be  present.  In 
very  severe  cases  transient  hemoglobinuria,  may 
occur.  Jaundice  of  the  indirect  reacting  acho- 
luric variety  frequently  occurs,  but  do  not  be 
misled  by  its  absence,  for  the  liver  has  a great 
reserve  capacity  to  excrete  bilirubin.  The  smear 
in  these  cases  will  often  show  spherocytes,  which 
are  smaller  cells  with  hyperchromatic  centers. 
They  are  cells  which  are  undergoing  hemolysis 
and  are  present  in  most  hemolytic  anemias  to  a 
greater  or  lesser  degree.  Because  of  the  large 
number  of  reticulocytes  these  anemias  usually  are 
somewhat  macrocytic  with  a color  index  greater 
than  one. 

Chronic  hemolytic  anemias  are  usually  due  to 
one  of  the  hereditary  hemolytic  diatheses,  congeni- 
tal (spherocytic)  hemolytic  icterus,  sickle-cell 
anemia,  and  Cooley’s  or  Mediterranean  anemia. 
The  first  one  of  these  is  characterized  by  periods 
of  low  grade  anemia  with  increased  reticulocytes 
punctuated  by  crises  of  acute  hemolysis,  icterus, 
and  severe  anemia.  A family  history  will 
usually  disclose  the  presence  of  other  cases  of  a 


similar  nature.  This  disease  is  due  to  a heredi- 
tary defect  of  the  red  cells  which  makes  them  more 
susceptible  to  hemolysis,  and  spherocytes  while 
not  peculiar  to  this  condition  are  most  frequently 
found  in  it.  Because  of  their  presence  the  blood 
of  these  patients  shows  increased  susceptibility 
to  hemolysis  in  hypotonic  saline  solution. 

Sickle-cell  anemia  is  found  in  Negroes  or  people 
with  some  Negro  ancestry.  It  exists  in  an  overt 
form  in  which  the  patients  have  more  or  less 
anemia,  leg  ulcers,  and  a history  of  crises  charac- 
terized by  joint  pains,  icterus,  and  abdominal 
pains.  There  are  also  people  with  the  sickle- 
cell trait  whose  cells  can  be  made  to  sickle  but 
who  do  not  have  anemia.  The  trait  is  transmit- 
ted as  a simple  mendelian  dominant.  Those  who 
have  only  one  gene  for  it  are  heterozygous  and 
have  sicklemia;  those  with  two  genes  are 
homozygous  and  have  sickle-cell  anemia.  The 
defect  has  been  shown  to  lie  in  the  hemoglobin 
and  is  of  such  a nature  that  when  the  hemoglobin 
is  reduced,  the  electrical  forces  that  maintain 
normal  cell  shape  are  altered  and  the  cells  assume 
the  sickle  form.  Anything  that  will  reduce  the 
oxygen  tension  of  the  blood  will  bring  out  the 
sickling.  The  simplest  method  is  to  seal  a drop 
of  blood  under  a cover  slip  with  vaseline  and 
examine  it  after  one  or  two  days.  A quicker 
method  is  to  bubble  carbon  dioxide  through  the 
blood  or  add  some  reducing  agent  such  as  sodium 
bisulfite  to  it. 

Mediterranean  anemia  is  another  disease  which 
is  transmitted  in  people  of  Greek,  Italian,  and 
Spanish  descent  as  a mendelian  dominant.  It 
also  exists  in  two  forms — the  major,  in  which 
the  patient  is  homozygous,  characterized  by 
a severe  anemia  which  becomes  apparent  early 
in  childhood,  and  the  minor  or  heterozygous  form 
in  which  the  anemia  may  be  slight  or  not  present. 
(In  some  cases  polycythemia  may  even  occur 
due  to  overcompensation  by  the  marrow.) 
In  all  cases,  however,  the  smear  shows  the  charac- 
teristic cells  of  the  disease.  These  are  abnormally 
thin  cells.  They  appear  in  the  smear  as  target 
cells  or  thin  ghostlike  forms.  Basophilia  and 
stippling  and,  in  the  severe  forms,  nucleated 
red  cells  are  common,  as  well  as  reticulocytosis 
and  splenomegaly.  Because  of  their  thinness 
these  cells  are  more  resistant  to  hemolysis  in 
hypotonic  saline.  Their  thinness  also  makes 
these  cells  incapable  of  carrying  a full  complement 
of  hemoglobin,  so  that  these  anemias  are  always 
hypochromic  with  a low  color  index  and  a small 
mean  cell  volume. 

Anemias  that  have  less  than  the  normal  number 
of  reticulocytes  are  due  to  decreased  blood  forma- 
tion. They  may  be  further  subdivided  according 
to  the  type  of  cell  produced.  The  simplest  means 
of  estimating  cell  size  is  the  color  index.  This 
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is  easily  calculated  by  dividing  the  per  cent  of 
hemoglobin,  arbiti'arily  using  15  Gm.  as  100  per 
cent,  by  twice  the  red  count.  A color  index  of 
0.9  to  1.1  is  regarded  as  normal.  Less  than  0.9 
is  low  or  hypochromic  and  more  than  1.1  is 
high  or  hyperchromic.  In  all  but  a few  instances 
hypochromicity  indicates  small  cells,  and  a high 
color  index  must  of  necessity  mean  that  the  cells 
are  larger,  since  a normal  erythrocyte  has  its 
full  complement  of  hemoglobin.  The  hematocrit 
divided  by  the  red  cell  count  will  give  a more 
exact  value  of  size.  This  is  called  the  mean  cell 
volume.  It  is  normally  between  80  and  90  cubic 
micra.  Anything  below  or  above  these  figures 
represents  microcytosis  and  macrocytosis,  respec- 
tively. We  have  not  found  the  mean  cell  volume 
to  be  of  greater  screening  value  than  the  color 
index,  and  the  simplicity  of  the  latter  determina- 
tion is  a point  in  its  favor. 

Anemias  with  low  reticulocytes  and  low  color 
index  are  almost  invariably  due  to  iron  deficiency. 
This  may  be  due  to  poor  iron  intake  in  the  diet 
or  poor  absorption  from  the  gut,  but  the  common- 
est cause  in  children  is  rapid  bodily  growth  and 
in  adults  chronic  blood  loss  from  one  source  or 
another.  If  a patient  has  this  type  of  anemia, 
iron  should  be  given,  and  if  enough  of  it  is  given, 
improvement  should  follow.  Only  occasionally 
is  a patient  encountered  who  cannot  absorb 
enough  iron  by  the  oral  route  to  overcome  the 
anemia.  Such  patients  may  then  be  treated  with 
intravenous  iron  preparations  now  available. 
The  intramuscular  injection  of  iron  is  not  rec- 
ommended since  iron  is  poorly  mobilized  from  the 
tissues.  The  low  color  index  of  Mediterranean 
anemia  will  not  respond  to  iron  treatment  since 
it  is  due  to  the  abnormal  size  of  the  cells  and  not 
to  iron  deficiency.  It  goes  without  saying  that 
it  is  futile  to  treat  iron  deficiency  anemias  with 
iron  unless  the  cause  of  the  deficiency  has  first 
been  discovered  and  eradicated. 

Macrocytic  anemias  without  reticulocytosis 
are  the  result  of  retarded  blood  formation.  This 
is  most  often  due  to  a deficiency  of  two  vitamins 
that  are  essential  for  nucleic  acid  synthesis, 
vitamin  Bi2  and  folic  acid.  The  deficiency  may 
arise  as  the  result  of  poor  intake  as  in  nutritional 
macrocytic  anemia,  poor  absorption  as  in  perni- 
cious anemia  or  sprue,  increased  utilization  of 
folic  acid  by  the  fetus  as  in  pernicious  anemia  of 
pregnancy,  or  it  may  be  conditioned  by  a vitamin 
C deficiency  as  in  megaloblastic  anemia  of  infancy. 
All  of  these  anemias  have  a bone  marrow  charac- 
terized by  the  presence  of  the  primitive  type  of 
red  cell  precursors  called  megaloblasts.  In 
chronic  liver  disease  macrocytic  anemias  with 
similar  marrows  may  occur,  but  these  do  not 
respond  to  vitamin  B]2  or  folic  acid  and  are 
probably  due  to  the  inability  of  the  damaged 


liver  to  synthesize  nucleoproteins  rather  than 
to  a specific  deficiency.  The  treatment  of  these 
anemias  depends  on  the  cause.  Nutritional 
macrocytic  anemia  and  sprue  may  be  treated 
with  B12  (or  liver  extract  which  contains  it) 
or  folic  acid.  Pernicious  anemia  is  due  to  the 
failure  of  Bi2  to  be  absorbed  because  of  the  absence 
of  the  gastric  “intrinsic”  factor  of  Castle.  It 
should  be  treated  only  with  Bi2  or  liver  extract, 
since  folic  acid  will  in  time  fail  to  maintain  the 
blood  and  may  aggravate  the  neurologic  lesions 
of  the  disease.  This  is  probably  because  folic 
acid  speeds  up  reactions  that  exhaust  the  already 
depleted  stores  of  B]2,  which  the  pernicious 
anemia  patient  cannot  replenish.  Pernicious 
anemia  of  pregnancy  and  megaloblastic  anemia 
of  infancy  respond  best  to  folic  acid.  Macro- 
cytic anemia  of  liver  disease  will  respond  only 
when  the  liver  condition  improves.  Any  sup- 
portive measures  are  justified  in  its  treatment. 

This  leaves  the  group  of  anemias  in  which  the 
marrow  is  putting  out  inadequate  numbers  of 
cells,  but  the  cells  themselves  are  of  normal  size 
and  contain  a normal  complement  of  hemoglobin 
— normocytic  normochromic  anemias.  They  are 
due  to  inhibitory  influences  acting  on  the  marrow, 
replacement  of  marrow  by  nonblood-forming 
tissue,  or  marrow  aplasia.  They  may  be  dis- 
tinguished from  each  other  by  the  remaining 
components  of  the  hemogram — the  white  blood 
count,  smear,  and  platelet  count. 

The  largest  group  is  due  to  marrow  inhibition, 
of  which  the  commonest  cause  is  chronic  infec- 
tion. Chronic  nitrogen  retention  also  causes 
a severe  anemia,  as  does  a chronic  malignancy 
somewhere  in  the  body,  that  has  outgrown  its 
blood  supply  and  is  sending  blood  depressing 
toxins  into  the  circulation  from  areas  of  central 
necrosis.  (Cancer,  of  course,  may  also  cause 
anemia  by  virtue  of  chronic  blood  loss  or  by 
direct  invasion  of  the  marrow.)  In  these  con- 
ditions the  white  count  may  be  elevated  due  to  an 
infection  or  cancer,  but  the  platelet  count  is 
normal  and  the  smear  is  not  remarkable.  With 
further  study  of  the  individual  patient  the  true 
cause  will  usually  become  apparent. 

The  second  group  is  due  to  marrow  replace- 
ment by  nonblood-forming  tissues  such  as  metas- 
tatic cancer,  leukemia,  lymphomas,  myeloma, 
fibrous  tissue,  and,  rarely,  bone.  In  some  of 
these  cases  the  spleen  may  undergo  massive 
enlargement  due  to  extramedullary  blood  forma- 
tion. This  is  sometimes  called  “agnogenic  my- 
eloid metaplasia  of  the  spleen.”  All  of  these 
anemias  have  a highly  characteristic  smear  with 
nucleated  red  cells  and  immature  white  cells. 
Sometimes  the  reaction  in  the  smear  may  be 
truly  leukemoid  in  appearance.  These  anemias 
are  sometimes  called  myelophthisic  anemias. 
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The  final  group  is  due  to  marrow  aplasia.  It 
usually  occurs  as  the  result  of  exposure  to  toxic 
drugs  or  radiant  energy  and  occasionally  for  no 
apparent  cause.  The  white  count  and  platelet 
count  are  low,  e.g.,  there  is  pancytopenia  and 
the  differential  shows  a decrease  of  neutrophils 
and  a relative  lymphocytosis. 

Summary 

To  return  to  our  patient  with  an  apparent 
anemia,  if  we  obtain  a hemogram  on  him  initially, 
the  task  of  diagnosis  and  choice  of  the  correct 
treatment  is  greatly  facilitated.  If  he  has  good 


marrow  activity,  we  need  not  treat  him  with 
iron  or  liver,  but  more  careful1  history  and  exam- 
ination of  the  smear  will  help  to  determine  if  he 
has  had  a recent  blood  loss  or  hemolysis  or 
suffers  from  one  of  the  familial  chronic  hemolytic 
diseases.  If  his  marrow  is  not  functioning,  the 
color  index  will  suggest  whether  this  is  due  to 
lack  of  iron,  deficient  vitamin  Bi2  or  folic  acid, 
or  marrow  inhibition,  replacement,  or  aplasia. 
The  complete  hemogram  will  help  to  determine 
which.  The  hemogram  will  not  give  the  final 
diagnosis  in  every  case,  but  like  a divining  rod  it 
will  tell  in  what  direction  to  dig  to  find  it. 


WARN  OF  DANGERS  OF  ELECTRIC  INSECTICIDE  VAPORIZING  DEVICES 


A warning  against  improper  and  excessive  use  of 
electric  vaporizing  devices  for  insecticides  was 
issued  in  a report  by  the  Committee  on  Pesticides 
of  the  American  Medical  Association  and  in  an 
editorial,  both  appearing  in  the  May  24  Journal 
of  the  American  Medical  Association.  Abuses  of 
such  devices  have  resulted  in  a number  of  cases  of 
insecticide  poispning,  the  committee’s  report  stated. 
Technologic  improvements  and  methods  of  dispersal 
of  such  chemicals  as  DDT,  benzene  hexachloride, 
their  isomers,  and  lindane  have  not  been  accom- 
panied by  parallel  advances  in  knowledge  of  the 
physiologic  actions  of  the  insecticidal  ingredients, 
particularly  with  respect  to  the  hazards  of  chronic 
toxicity,  inhalation,  and  food  contamination,  the 
report  said,  adding: 

“While  brief  or  occasional  exposure  [to  such 
chemicals]  appears  to  be  harmless,  it  is  not  reason- 
able to  expect  that  human  beings  can  avoid  injury 
if  they  are  exposed  for  longer  periods  year  after  year 
to  a toxic  agent  in  atmospheric  concentrations  that 
kill  insects  in  a few  hours. 

“It  is  further  advanced  that  the  resultant  injury 
may  be  cumulative  or  delayed,  or  simulate  a chronic 
disease  of  other  origin,  thereby  making  identifica- 
tion and  statistical  comparison  difficult  or  im- 
possible. 

“The  danger  of  substituting  other  more  toxic 
chemicals  when  insect  resistance  to  presently  used 
compounds  occurs,  the  temptation  to  relax  sanitary 
precautions,  and  the  lack  of  adequate  justification 
for  use  in  the  light  of  these  factors  are  additional 
reasons  for  viewing  with  concern  the  expanding  use 
of  vaporizing  devices  in  human  environment.” 

Use  of  such  electrical  devices  for  the  intermittent 
or  continuous  dispersion  of  insecticides  into  the 
atmosphere  of  commercial  establishments  and 
homes  has  become  popular  during  the  last  few  years 
because  of  their  convenience  in  the  control  of  flying 
insects,  the  editorial  pointed  out.  Developmental 
data  obtained  under  controlled  conditions  with  cer- 
tain of  the  machines  indicated  that  amounts  of 
poison  were  dispensed  that  neither  deposited  in 
significant  quantities  on  exposed  surfaces  nor  accu- 


mulated in  the  atmosphere  of  properly  ventilated 
areas  sufficiently  to  cause  injury  to  humans  exposed 
for  ordinary  working  periods.  It  was  found  under 
practical  conditions  of  use,  however,  that  the 
laboratory  standards  for  safe  and  effective  per- 
formances were  not  being  duplicated  in  practice. 
Poor  construction  and  installation  of  units,  tam- 
pering to  effect  greater  control,  overheating  that 
resulted  in  excessive  output,  substitution  of  chemi- 
cals and  formulas  other  than  those  recommended, 
installation  in  homes  where  overexposure  to  young 
children  was  likelv,  and  a variety  of  other  abuses 
have  occurred.  These  are  fostered  in  part  by 
exaggerated  claims  for  efficiency  and  harmlessness 
and  in  part  by  a growing  tendency  of  users  to  in- 
crease the  output  of  the  machines  in  order  to  con- 
trol resistant  strains  of  insects. 

The  use  of  make-shift  dispensers  should  be  dis- 
couraged, according  to  the  committee’s  report.  If  it 
is  necessary  to  use  any  dispenser,  only  those  which 
protect  against  fire  hazard,  excessive  vaporization, 
and  the  chemical  alteration  of  the  insecticidal  in- 
gredients because  of  high  temperatures  should  be 
employed.  The  committee  warned  against  the  use 
of  such  devices  in  homes  and  sleeping  quarters. 

Electrically  operated  thermal  generators  employ 
technical  DDT,  lindane,  or  a mixture  of  both  in  an 
inert  base.  The  insecticidal  ingredients  are  placed 
in  a cup  of  the  generator  and  are  slowly  evaporated 
by  a built-in  heating  element  or  some  other  heat 
source,  such  as  an  electric  light  bulb.  The  recom- 
mended rate  of  discharge  for  the  automatic,  thermo- 
statically controlled  apparatus  is  1 Gm.  of  insecti- 
cide in  15,000  cubic  feet  for  a twenty-four-hour 
period,  according  to  the  committee’s  report,  which 
also  recommended  that  such  units  be  installed 
above  head  level,  3 feet  or  more  below  the  ceiling 
and  removed  from  areas  where  condensation  of  the 
insecticide  on  walls,  ceilings,  nearby  equipment,  or 
fixtures  could  fall  into  or  otherwise  contaminate 
exposed  food.  Greater  concentrations  may  be  ex- 
pected with  the  more  inadequately  controlled, 
manually  operated  machines  under  comparable 
conditions,  it  was  added  by  the  committee. 


PLEURAL  EFFUSIONS:  A STUDY  OF  THEIR  DYNAMICS  AND 
ROENTGENOGRAPHIC  SHADOWS 

Julius  Kaunitz,  M.D.,  New  York  City 


EXPERIMENTAL  and  clinical  observations 
indicate  that  the  form  assumed  by  pleural 
effusions  depends  principally  upon  (1)  contour 
of  the  chest,  (2)  position  of  the  body,  (3)  pres- 
ence of  gas,  (4)  presence  of  adhesions,  and  (5) 
resiliency  of  the  lung  tissue. 

To  understand  the  mechanism  of  the  various 
types  of  pleural  effusions  it  is  necessary  to  bear  in 
mind  that  the  lung  is  a complex  elastic  bag  which 
is  ordinarily  distended  because  the  intrapulmon- 
ary  pressure  is  greater  than  that  of  the  intra- 
pleural space.  Whenever  the  intrapleural  pres- 
sure becomes  equal  to  or  greater  than  the  intra- 
pulmonary  pressure,  the  lung  collapses.  This 
phenomenon  is  favored  by  the  natural  elastic  re- 
coil of  the  lung. 

Pleural  effusions  naturally  accumulate  in  the 
most  dependent  portions  of  the  chest,  the  more 
elastic  peripheral  portions  of  the  lung  giving  way 
to  the  upper  and  side  pressure  of  the  liquid.  In 
the  absence  of  complicating  factors  such  as  con- 
solidation of  the  lung,  adhesions,  or  gas,  the  ef- 
fusion tends  to  envelop  the  lung  like  a bowl.1  The 
rim  of  this  bowl  first  makes  its  appearance  as  a 
small  crescent  shadow  in  the  costophrenic  sinus 
in  the  conventional  erect  posteroanterior  view 
(Fig.  1A).  In  the  right  lateral  recumbent  posi- 
tion, a ribbon-like  shadow  is  seen  extending  along 
the  lateral  lower  border  of  the  right  lung  (Fig. 
IB).  It  is  important  to  bear  in  mind  that  when  a 
small  effusion  is  observed,  as  in  Fig.  1A,  there  is 
already  about  300  cc.  of  liquid  present.  After 
injecting  300  cc.  of  normal  saline  solution  in  the 
chest  of  a man  of  average  size,  I found  no  evidence 
of  the  solution  either  by  fluoroscopy  or  roent- 
genography. The  liquid  was  probably  concealed 
by  the  liver  and  diaphragm. 

When  effusions  increase  to  a volume  of  ap- 
proximately 1,000  cc.,  we  obtain  a characteristic 
picture  as  in  Fig.  2A.  Here  a dense  shadow  is 
seen  at  the  right  base  curving  concavely  upward 
toward  the  mediastinum  and  the  axilla.  Since 
our  knowledge  of  physics  compels  the  deduction 
that  the  body  of  the  effusion  must  be  at  the  same 
level  all  around  the  lung,  we  cannot  accept  the 
curved  line,  per  se,  as  the  upper  border.  Experi- 
ments tending  to  confirm  this  conclusion  will  be 
considered  later. 

Figure  2B  is  the  same  as  Fig.  2A  after  the  in- 
jection of  some  air.  The  curved  shadow  had 
given  way  to  a definite  horizontal  border  or  liquid 
level,  characteristic  of  a hydropneumo thorax. 
The  reason  why  this  horizontal  border  or  upper 
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Fig.  1.  (A)  Erect  position.  A small  crescent- 

shaped shadow  is  present  in  the  right  costophrenic 
sinus,  the  first  evidence  of  an  effusion. 

(B)  Same  case,  right  decubitus  position.  Note 
the  ribbon-like  shadow  extending  along  the  lateral 
lower  border  of  the  right  lung. 


level  is  more  definite  than  in  simple  effusions  is 
explained  by  the  separation  of  the  lung  from  the 
upper  chest  wall  by  the  air,  allowing  the  presence 
of  more  liquid  at  this  level,  enough  to  obstruct  the 
x-rays.  That  the  horizontal  level,  ordinarily 
seen  in  hydropneumothorax,  does  not  depend  on 
the  increased  pressure,  per  se,  was  proved  in  an 
experiment.2 
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Fig.  2.  (4)  Characteristic  simple  pleural  effusion.  Note  the  dense  shadow  curving  concavely  upwards 

toward  the  mediastinum  and  axilla  and  the  hazy  shadow  immediately  above. 

( B ) Same  case  after  injection  of  air  into  the  pleural  space.  Note  the  horizontal  line  and  the  disap- 
pearance of  the  curved  and  hazy  shadows. 


In  this  experiment,  a rubber  balloon  is  placed 
in  a bottle  partly  filled  with  normal  saline  solu- 
tion (Fig.  3).  There  are  two  glass  tubes,  one  fit- 
ting into  the  balloon  and  admitting  air  from  out- 
side the  bottle,  the  other  attached  to  a rubber 
tube  permitting  the  exhaustion  of  air  from  the  in- 
terior of  the  bottle.  The  aspiration  of  air  through 
this  tube  results  in  an  increased  pressure  gradient 
between  the  interior  of  the  bottle  and  the  interior 
of  the  balloon,  causing  the  latter  to  distend.  The 
pressure  inside  the  bottle  is  reduced  to  minus  20 
cm.  water,  slightly  lower  than  that  obtained  in  a 
simple  effusion  and  considerably  lower  than  in  a 
hydropneumothorax.  In  spite  of  this  low  pres- 
sure a definite  liquid  level  occurs  on  the  side  of  the 
balloon  separated  from  the  side  of  the  bottle.  It  is 
this  separation  and  not  the  pressure  that  deter- 
mines the  presence  of  this  level  in  hydropneu- 
mothorax. 

Further  inspection  of  the  position  of  the  liquid 
in  this  experiment  reveals  a continuation  of  the 
liquid  level  to  the  opposite  side  of  the  balloon. 
This  level  is  less  distinct  because  of  a thin  layer  of 
liquid  immediately  above  it,  a consequence  of  the 
contact  of  the  balloon  with  the  side  of  the  bottle. 
It  should  be  noted  that  this  layer  of  liquid  exists 
in  the  form  of  a curve.  Originally,  this  curve  was 
regarded  as  an  explanation  for  the  curved  shad- 
ows seen  in  the  roentgenograms  of  simple  pleural 


effusions.2  It  seems  more  likely  that  such  a thin 
layer  of  liquid  in  pleural  effusions,  the  result  of 
capillarity,  would  be  easily  penetrated  by  the 
x-rays  and  leave  no  shadow  at  all,  certainly  not 
one  as  dense  as  the  curved  shadow  under  con- 
sideration. Neither  the  x-rays  nor  the  physical 
signs  could  be  influenced  by  such  a thin  layer  of 
liquid.  The  curved  dense  shadow  actually  repre- 
sents the  effusion  against  the  curve  of  the  com- 
pressed lung.  This  shadow  is  obtainable  in  most 
of  the  erect  positions,  anteroposterior,  oblique, 
and  lateral.  This  phenomenon  is  more  compre- 
hensible if  we  visualize  a glass  bowl  resting  within 
another  containing  water.  The  curve  of  the  inner 
bowl  with  the  water  to  its  side  will  be  seen  in  any 
sagittal  view. 

Since  Auenbrugger  first  described  the  science  of 
percussion,  many  clinicians  have  tried  to  deline- 
ate the  upper  level  of  pleural  effusions.3  Damoi- 
seau’s  line  is  most  familiar  to  Europeans.4  Ellis’ 
S-shaped  line  of  flatness  is  most  familiar  to  clini- 
cians in  this  country.5  Garland  tried  to  prove  the 
presence  of  the  S-shaped  upper  level  of  Ellis  by 
pouring  plaster  of  paris  into  the  pleural  effusion 
of  a cadaver.6  Today,  with  the  advantages  of  the 
x-rays,  we  can  more  readily  recognize  not  only 
simple  pleural  effusions  but  also  such  complicat- 
ing factors  as  adhesions,  pneumothorax,  pulmon- 
ary consolidation,  etc.  Without  the  confirmatory 
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Fig.  3.  Balloon  distended  by  creating  a negative 
pressure,  minus  20  cm.  water,  in  a bottle  containing 
a liquid.  There  is  a horizontal  upper  border  ( B ), 
where  the  balloon  is  separated  from  the  side  of  the 
bottle.  This  border  extends  to  the  other  side  of  the 
bottle  ( B2 ),  where  it  is  less  distinct  because  of  the 
close  proximity  of  the  balloon.  Above  the  upper 
border  of  the  liquid,  there  is  a thin  layer  of  liquid  (A), 
probably  the  result  of  capillarity.  Two  glass 
tubes,  (C)  and  (D),  permit  the  admission  of  air  from 
outside  the  bottle  and  the  exhaustion  of  air  from  the 
interior  of  the  bottle. 

It  should  be  noted  that  the  horizontal  border  or 
liquid  level  is  not  the  result  of  a high  pressure  as 
occurs  in  hydropneumothorax  since  it  is  obtainable 
at  a low  pressure  as  in  this  experiment. 


evidence  of  the  x-rays  it  is  very  difficult  to  accept 
the  lines  and  curves  of  the  old  clinicians  as  the 
upper  level  of  simple  pleural  effusions. 

It  was  not  until  a radiopaque  oil  was  employed 
that  it  was  possible  to  locate  the  upper  level  of  a 
simple  pleural  effusion.  This  experiment  is  illus- 
trated in  Fig.  4.  Figure  4A  shows  a simple 
pleural  effusion  with  the  characteristic  curved 
dense  shadow.  Following  the  removal  of  10  cc.  of 
the  effusion  an  equal  volume  of  iodized  oil  was  re- 
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Fig.  4.  (A)  Simple  pleural  effusion  as  in  Fig.  2A. 

( B ) Same  case  immediately  after  10  cc.  of  effusion 
were  replaced  by  an  equal  volume  of  radiopaque  oil. 
Note  the  ascension  of  the  oil  into  the  clear  field 
above  the  hazy  shadow.  The  effusion  is  divided 
into  three  radiographic  zones  (see  explanation  in 
text). 


placed.  The  oil  immediately  floated  up  to  the 
clear  portion,  its  highest  point  being  on  the  same 
level  with  the  outer  tip  of  the  dense  curved 
shadow  (Fig.  4B).  This  effect  was  obtained  in  all 
perspectives  in  the  erect  position,  posteroan- 
terior,  anteroposterior,  oblique,  and  lateral  views. 
It  is  obvious  from  this  experiment  that  the  effu- 
sion is  insufficient  in  its  upper  portion  to  obstruct 
the  x-rays  as  it  does  in  the  lower  portion;  other- 
wise we  would  have  a dense  horizontal  shadow 
here  as  in  a hydropneumothorax. 

For  the  sake  of  convenience,  simple  pleural 
effusions  have  been  divided  into  three  radio- 
graphic  zones  as  follows,  described  from  below  up- 
ward: (1)  a radiopaque  zone,  the  area  below  the 
lung  visualized  as  a dense  shadow;  (2)  a radio- 
translucent  zone,  the  area  between  the  lung  and 
chest  wall  seen  as  a hazy  shadow  but  dense  in  the 
lateral  aspect,  and  (3)  a radiotransparent  zone, 
the  area  between  the  lung  and  chest  wall  too  thin 
to  cast  a shadow  except  in  its  lateral  aspect 
(Fig.  4). 

The  relative  volume  of  liquid  at  the  various 
levels  may  be  gauged  by  observing  the  width  of  the 
curved  dense  shadow  as  it  tapers  off  from  below 
upward. 

The  percussion  signs  of  pleural  effusions  corre- 
spond well  with  the  x-ray  interpretations.  In  a 
simple  effusion  the  percussion  sounds  shade  from 
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normal  to  dullness  and  flatness,  corresponding  to 
the  increasing  body  of  liquid  from  above  down- 
ward and  to  the  increasing  width  of  the  curved 
dense  shadow  from  above  downward.  In  the 
hydropneumothorax  the  abrupt  change  from  hy- 
perresonance to  flatness  corresponds  well  with 
the  sudden  change  from  gas  to  liquid  as  indi- 
cated by  the  liquid  level.  In  the  presence  of 
pulmonary  consolidation  or  adhesions,  the  physi- 
cal signs  are  more  difficult  to  interpret. 

Changes  in  position  also  alter  the  position  of 
the  effusion.  This  is  true  not  only  of  hydropneu- 
mothorax but  also  of  simple  effusions  as  seen  in 
Fig.  1. 

The  word  fluid,  which  is  a general  term,  has 
been  abandoned  in  this  article  for  the  more  spe- 
cific terms  “gas”  and  “liquid.” 

Conclusions 

The  dynamics  of  pleural  effusions  have  been 
considered  in  relation  to  the  lungs,  the  intra- 
pleural and  intrapulmonary  pressure,  the  result- 
ing liquid  surface,  and  x-ray  shadows. 

1.  The  form  assumed  by  pleural  effusions  de- 
pends principally  upon  the  position  of  the  body, 
the  presence  of  gas,  adhesions,  and  resiliency  of 
the  lung  tissues. 

2.  Effusions  do  not  exist  as  curves  as  sug- 
gested by  the  dense  curve  x-ray  shadow  of  simple 
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pleural  effusions,  the  upper  border  of  the  effusion 
being  practically  at  the  same  level  all  around  the 
lung. 

3.  The  height  of  the  liquid  was  determined  in 
a simple  pleural  effusion  by  introducing  radio- 
paque oil.  This  ascended  into  the  clear  at  a level 
with  the  tip  of  the  curved  shadow  and  indicated 
the  presence  of  liquid  surrounding  the  lung  at  this 
level. 

4.  It  is  possible  to  estimate  the  relative  vol- 
ume of  the  effusion  interposed  between  the  lung 
and  chest  wall  at  the  different  levels  by  noting 
the  width  of  the  curved  shadow  as  it  widens  from 
above  downward. 

5.  The  dense  horizontal  shadow  seen  in  a hy- 
dr.opneumothorax  does  not  depend  on  the  in- 
creased pressure,  per  se,  but  on  a larger  body  of 
liquid.  The  latter  is  made  possible  by  the  large 
space  consequent  to  the  collapse  of  the  lung  by 
air. 
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SAY  CHRONICALLY  ILL  AND  DISABLED  COULD  AND  SHOULD  BE  EMPLOYED 


There  are  approximately  2,000,000  physically 
handicapped  persons  in  this  country  who  could 
and  should  be  rehabilitated  and  placed  or  advanced 
in  employment,  according  to  the  June  7 issue  of  the 
Journal  of  the  American  Medical  Association. 

The  manpower  situation  generally  is  much  more 
critical  today  than  it  was  in  1940,  it  was  stated  in 
a report  to  the  Commission  on  Chronic  Illness  by 
Howard  A.  Rusk,  M.D.,  James  Garrett  F.,  Ph.D., 
Henry  Viscardi,  Jr.,  B.S.,  and  Eugene  J.  Taylor, 
M.D.,  all  of  New  York. 

In  1940  there  were  8,000,000  unemployed  persons, 
while  in  May,  1951,  there  were  only  1,609,000. 
Defense  employment  has  risen  from  2,000,000  at 
the  start  of  the  Korean  hostilities  to  approximately 

6.000. 000  at  the  present  time,  with  an  additional 

2.000. 000  defense  workers  needed  during  this  year. 
A high  percentage  of  these  workers  must  come  from 


the  ranks  of  the  physically  handicapped,  the  authors 
stated. 

The  nation  is  now  in  a position  to  do  more  to 
overcome  the  handicapping  effect  of  disability  than 
at  any  other  time  in  its  history,  say  the  authors, 
who  are  associated  with  the  Department  of  Physical 
Medicine  and  Rehabilitation  of  the  New  York  Lffii- 
versity  College  of  Medicine.  This  favorable  posi- 
tion has  been  reached  because  of  advances  in  medical 
knowledge,  the  development  of  rehabilitation  cen- 
ters, improved  methods  of  education  for  the  handi- 
capped, better  prosthetic  aids,  broadening  of  serv- 
ices under  Federal-state  vocational  rehabilitation 
programs,  expanded  rehabilitation  sendees  for 
veterans,  expansion  of  voluntary  services  and  of 
insurance  and  related  coverage,  better  placement 
methods,  and  increased  understanding  by  manage- 
ment, labor,  and  the  public. 


UNRECOGNIZED  GOUT 

Lyon  Steine,  M.D.,  Valley  Stream,  New  York 


GOUTY  deposits  have  been  found  in  the 
predynastic  mummies  of  ancient  Egypt, 
and  in  classical  times  the  disease  was  very  com- 
mon in  Greece  and  Rome.1  Despite  the  fact 
that  gout  has  been  known  for  so  many  centuries 
its  exact  nature  is  still  undetermined.  Its 
classic  manifestations  can  be  readily  recognized, 
but  there  is  no  doubt  that  many  cases  of  atypical 
gout  are  not  diagnosed  as  such. 

Gout  is  primarily  a disease  of  metabolism  and 
is  so  classified  in  the  textbooks  of  medicine  along 
with  diabetes,  diabetes  insipidus,  obesity,  and 
hyperinsulinism.  The  metabolic  factor  associ- 
ated with  gout  is  the  retention  in  the  body  of 
purins,  especially  uric  acid.  Loss  or  diminution 
of  the  power  to  excrete  uric  acid  is  the  basis  of  the 
disease.  It  is  interesting  to  note  that  man  ap- 
pears to  be  the  only  mammal  who  has  trouble 
disposing  of  uric  acid.  In  the  lower  mammals 
uric  acid  is  not  excreted  as  such  but  is  oxidized 
to  allantoin  by  a specific  enzyme,  uricase.2 
Since  allantoin  is  highly  soluble  and  uric  acid  is 
highly  insoluble,  the  lack  of  the  enzyme  uricase 
in  man  puts  him  at  a disadvantage  compared  to 
the  lower  mammals  and  makes  him  a candidate 
for  gout. 

It  is  well  known  that  in  predisposed  persons 
an  attack  of  acute  gout  can  be  precipitated  by  a 
large  number  of  factors.3-4  Among  these  are 
certain  foods,  alcoholic  beverages,  excessive 
ingestion  of  fats,  surgical  operations,  foreign 
protein  therapy,  x-ray  irradiation,  insulin,  liver 
injections,  blood  transfusions,  disturbances  in 
the  electrolyte  and  water  balance,  worry,  mental 
shock,  trauma,  exposure  to  dampness  and  cold, 
and  certain  drugs  such  as  the  mercurial  diuretics 
and  ergotamine  tartrate. 

Can  there  be  one  certain  specific  factor  com- 
mon to  all  these  causal  stimuli?  The  report  of 
Conn  that  the  administration  of  corticotropin  to 
gouty  arthritics  caused  a complete  remission  of 
the  symptoms  in  a matter  of  hours  stimulated 
new  speculation  concerning  the  nature  of  gout.5 
Its  rapid  response  to  corticotropin  as  well  as  the 
fact  that  it  follows  exposure  to  stress  tends  to 
indicate  that  it  is  one  of  the  diseases  of  adapta- 
tion. However,  there  is  an  apparent  inconsist- 
ency here.  Stress  induces  gout  in  predisposed 
persons;  stress  also  stimulates  the  production 
of  corticotropin,  but  the  administration  of  cor- 
ticotropin relieves  gout.  To  reconcile  this 
apparent  contradiction  it  has  been  suggested 
that  gout  following  stress  results  from  a secondary 
diminution  of  corticotropin  secretion  which 


follows  the  cessation  of  the  stress  stimulus.6 
This  secondary  decrease  in  adrenocortical  activ- 
ity precipitates  the  attack  of  gout,  wdiich  in 
turn  is  promptly  alleviated  by  administration  of 
corticotropin.  This  can  be  compared  to  the 
withdrawal  bleeding  which  follows  the  cessation 
of  estrogen  administration.  This  theory  is 
supported  by  the  fact  that  if  ACTH  is  injected 
into  a gouty  person  in  an  interval  between  at- 
tacks, an  episode  of  acute  gout  is  usually  pre- 
cipitated three  or  four  days  after  the  injection, 
apparently  as  a withdrawal  phenomenon.4 

It  is  the  contention  of  Harkavy  that  at  least 
some  cases  of  gout  are  the  result  of  allergic 
sensitivity  to  specific  foods  and  pollens  as  well 
as  to  infection.3  He  describes  three  patients 
in  whom  acute  attacks  of  gout  could  be  induced 
by  the  subcutaneous  injection  of  several  pollen 
extracts  at  the  same  time  or  by  the  synergistic 
action  of  allergenic  foods  and  pollens. 

The  disease  is  divided  into  acute  and  chronic 
stages.  Acute  gout  is  the  readily  recognized 
classic  form  of  the  disease,  affecting  usually  the 
metatarsophalangeal  joint  of  the  great  toe. 
The  instep,  ankle,  and  knee  are  also  common 
sites.  The  onset  of  the  attack  is  usually  at 
night,  with  severe  pain  in  the  toe  followed  by 
swelling  of  the  joint  which  becomes  hot,  shiny, 
and  red  or  purple  in  color.  There  is  usually  also 
fever,  headache,  and  malaise.  Regardless  of 
the  degree  of  reaction  in  the  joint,  suppuration 
does  not  occur.  The  attack,  if  untreated,  may 
last  for  several  days  to  several  weeks,  the  severity 
of  the  symptoms  gradually  abating.  Recur- 
rences are  frequent,  and  the  interval  between 
attacks  tends  to  shorten  as  the  disease  prog- 
resses. Acute  gout  may  occur  in  a milder  form, 
especially  in  the  hand,  wrist,  ankle,  or  knee. 
The  swelling  and  heat  are  not  extreme,  and  the 
mistaken  diagnosis  of  infectious  or  rheumatoid 
arthritis  may  be  made. 

In  chronic  gout  deposits  of  urates  appear 
in  the  joints  so  that  they  become  swollen,  irregu- 
lar, and  deformed.  At  this  stage  areas  of  rare- 
faction due  to  urate  deposits  become  visible  in 
the  x-ray.  The  joints  of  the  feet  are  usually 
affected  first,  then  those  of  the  hands.  Sub- 
cutaneous uratic  deposits  also  appear,  more 
frequently  about  the  elbows  and  knees  than  in 
the  feet.  They  are  also  common  in  the  fleshy  lobe 
of  the  ear.  The  skin  over  these  subcutaneous 
tophi  may  rupture  or  ulcerate.  The  diagnosis 
is  based  upon  the  recurring  nature  of  the  attacks 
with  freedom  between,  a family  history  of  gout, 
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the  presence  of  tophi,  and  the  response  to  col- 
chicine. The  passage  of  a urate  renal  calculus 
should  create  a suspicion  of  gout.  An  increase 
in  the  serum  urate  is  suggestive.  The  onset 
of  arthritis  following  any  stress  should  lead  to  a 
presumption  of  gout;  in  fact  it  can  safely  be 
said  that  any  arthritis  which  follows  an  operation 
is  almost  certainly  gout. 

Treatment 

There  is  no  known  cure  for  gout.  Every  at- 
tempt should  be  made  to  avoid  all  known  pre- 
cipitating factors.  For  example,  a physician 
has  an  acute  attack  lasting  several  days  when- 
ever he  eats  turkey.  By  avoiding  this  food 
he  manages  to  stay  free  from  attacks.  In  ad- 
dition to  any  known  specific  foods,  all  foods 
high  in  purins  should  be  abstained  from.  These 
include  kidney,  liver,  brains,  sweetbreads,  an- 
chovies, and  sardines.  Foods  containing  ap- 
preciable quantities  of  purins  should  be  eaten 
sparingly.  Among  these  are  bacon,  beef,  tongue, 
codfish,  duck,  goose,  game  birds,  halibut,  lamb, 
meat  soups,  perch,  pike,  rabbit,  shellfish,  squab, 
trout,  turkey,  veal,  and  venison.  Precautions 
should  be  taken  to  avoid  all  possible  stresses 
such  as  overexertion  and  chilling.  Large 
amounts  of  water  should  be  taken.  The  patient 
should  be  instructed  to  drink  enough  bland 
fluids  to  give  the  urine  a color  at  least  as  light  as 
that  of  pale  beer. 

In  the  treatment  of  the  acute  attack  colchicine 
is  specific.  It  has  no  effect  in  any  other  type 
of  arthritis.  It  is  preferably  given  in  tablet 
form,  Vioo  grain  (0.00065)  every  one  or  two 
hours  until  relief  is  obtained  or  until  nausea  or 
diarrhea  ensues.  Subsidence  of  joint  pains  usually 
begins  within  a few  hours.  The  addition  of 
aspirin  to  the  colchicine  has  an  analgesic  effect 
and  aids  in  the  excretion  of  uric  acid. 

Abundant  fluid  intake,  bed  rest,  and  a soft 
bland  diet  are  also  recommended.  If  colchicine 
fails  cinchophen  may  be  used.7  The  recom- 
mended dose  is  1.5  to  3 Gm.  daily  for  three  to  four 
days.  The  urine  should  be  checked  frequently 
for  urobilinogen  to  guard  against  toxic  damage  to 
the  liver. 

Some  severe  recurrent  attacks  may  not  be 
relieved  by  either  colchicine  or  cinchophen,  but 


dramatic  relief  will  usually  be  obtained  from 
ACTH.  The  recommended  method  of  treat- 
ment is  as  follows.8  Colchicine  is  given  orally 
in  doses  of  Vioo  grain  (0.00065),  and  ACTH  is 
given  intramuscularly  in  doses  of  50  mg.,  both 
at  six-hour  intervals  until  the  patient  is  75  to 
90  per  cent  improved.  At  this  point  ACTH  is 
stopped  while  the  colchicine  is  continued  four 
times  daily  until  diarrhea  begins.  The  col- 
chicine is  then  discontinued  for  twenty-four 
hours,  then  resumed  three  times  daily.  If  this 
causes  diarrhea,  the  frequency  of  administration 
is  reduced  to  twice  daily.  When  the  maximum 
dose  which  can  be  tolerated  without  diarrhea  is 
ascertained,  this  should  be  maintained  for  at 
least  two  weeks. 

The  number  and  frequency  of  injections  of 
ACTH  can  be  reduced  by  using  ACTH  gel, 
which  is  a long-lasting  repository  preparation. 
Colchicine  is  given  every  six  hours  just  as  with 
the  standard  ACTH  preparation,  but  the  ACTH 
gel  is  given  as  a single  dose  of  50  to  100  inter- 
national units  depending  on  the  severity  of  the 
attack.  It  is  repeated  as  necessary  in  twelve  to 
twenty-four  hours  Only  one  to  three  doses  are 
usually  required. 

In  the  interval  between  attacks  the  low  purin 
diet  should  be  followed,  large  amounts  of  non- 
alcoholic fluids  should  be  ingested,  and  colchi- 
cine should  be  taken  in  the  dosage  of  1 or  2 
tablets  daily.  If  premonitory  symptoms  of  an 
acute  attack  should  appear  the  full  therapeutic 
dose  should  be  taken  at  once.  Aspirin  may 
also  be  taken  between  acute  attacks,  3 or  4 
tablets  daily,  for  its  effect  in  increasing  the 
excretion  of  urates. 
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A dog  is  the  only  thing  on  this  earth  that  loves  you  more  than  he  loves  himself. — Josh 
Billings 


MENTAL  DEFICIENCY  OF  HYPOPITUITARISM  IN  CHILDHOOD 

I.  Newton  Kugelmass,  M.D.,  New  York  City 


CLINICAL  observation  of  children  with  ade- 
noma of  the  pituitary  revealed  a complete 
picture  of  hypopituitarism  distinct  from  the 
manifestations  of  increased  intracranial  pressure. 
The  mental  changes  were  as  well  defined  as  the 
physical  changes,  both  resulting  from  an  under- 
functioning of  the  endocrine  glands  regulated  by 
the  adenohypophysis.  In  the  final  stage,  these 
children  presented  evidence  of  mental  retardation 
and  depression  with  introversion  and  irritability, 
a triad  observed  in  six  children  with  anterior 
pituitary  insufficiency.1  The  affected  children 
also  showed  evidences  of  hypothyroidism,  hyper- 
insulinism,  hypogonadism  and  hypocorticism,  and 
disturbed  cellular  metabolism.  These  clinical 
features  of  varying  degrees  of  destruction  of  the 
adenohypophysis  thus  constitute  Simmonds’ 
syndrome  in  childhood.2 

The  general  symptoms  observed  in  this  group 
of  cases  are  asthenia,  anorexia,  abdominal  pain, 
pallor,  intolerance  to  cold,  occasional  hypoglyce- 
mic attacks,  mental  retardation,  and  emotional 
instability.  The  affected  child  is  defective  in 
body  and  mind.  He  remains  wherever  placed 
without  attempting  to  move  about  or  explore  his 
surroundings.  He  looks  tired,  lies  around,  yet 
does  not  recuperate  from  prolonged  rest.  He  has 
no  desire  to  eat  yet  loses  little  weight.  He  con- 
sumes little  food  but  complains  of  digestive  dis- 
turbances. He  has  a yellow,  waxy  appearance 
yet  shows  a mild  hypochromic  anemia.  He  feels 
cold  even  in  warm  weather  yet  appears  unre- 
lieved by  excessive  clothing.  At  times,  this  feel- 
ing is  climaxed  by  a mild  hypoglycemic  attack 
with  dizziness,  profuse  sweating,  alternate  pallor 
and  flushing  of  the  face,  and  accompanying 
peculiar  behavior.  Otherwise,  the  child  is  dull 
and  apathetic,  rarely  moving  unless  disturbed,  and 
barely  showing  any  reaction  to  things  or  persons. 
He  lacks  gumption,  urge,  desire,  and  feeling.  He 
acts  impulsively  but  remains  totally  depend- 
ent.3 

The  physical  findings  consist  of  retarded  mental 
and  physical  development,  delayed  dentition, 
sexual  infantilism,  loss  of  head  and  body  hair, 
thinning  of  eyebrows,  and  dry,  blanched  skin. 
Retardation  in  brain  development  is  evidenced 
by  sluggish  reactions  and  slow  responses.  The 
child  shows  lack  of  interest  in,  and  failure  to 
adapt  to,  the  daily  routine.  He  is  not  educable 
in  the  usual  manner.4  There  is  an  accompanying 
degree  of  backwardness  in  growth  although  the 
skeletal  proportions  appear  normal  for  the  age. 
Osseous  and  dental  development  are  delayed. 


Later,  sexual  infantilism  becomes  manifest  due  to 
lack  of  gonadotropic  activity  of  the  pituitary. 
In  boys,  the  testes  are  cryptorchid  although 
secondary  sexual  characteristics  reach  some  de- 
gree of  development.  In  girls,  the  nipples, 
breasts,  labia  minora,  vagina,  and  uterus  are  in- 
fantile and  accompanied  by  amenorrhea.  The 
skin  is  dry,  usually  coarse  but  occasionally  deli- 
cate and  waxy,  and  free  from  sweat.  The  hair 
is  sparse  over  the  head  and  thinned  over  the  eye- 
brows. The  face  lacks  animation.  The  lower 
eyelids  are  puffy.  The  hands  and  extremities 
present  a brawny,  nonpitting  edema.5 

The  laboratory  findings  attest  to  the  general 
retardation  of  vital  functions.  The  affected  child 
shows  marked  reduction  in  the  basal  metab- 
olism rate,  some  elevation  of  the  serum  choles- 
terol, moderate  decrease  in  the  fasting  blood 
sugar  level,  abnormality  of  the  dextrose  tolerance 
curve,  marked  sensitivity  to  insulin,  moderate 
hypochromic  anemia,  leukopenia  with  relative 
lymphocytosis  and  eosinophilia,  and  decrease  in 
the  urinary  excretion  of  the  neutral  17-ketoster- 
oids.6 

Treatment  is  individual  depending  upon  the 
specific  manifestations  of  anteropituitary  in- 
sufficiency. A mixture  of  thyrotropic,  gonado- 
tropic, and  adrenotropic  hormones  would  provide 
ideal  substitution  therapy,  as  yet  unavailable. 
Nevertheless,  the  affected  children  were  improved 
by  available  therapeutic  agents.  It  may  be  ar- 
gued that  spontaneous  improvement  tends  to  oc- 
cur periodically  in  partial  destruction  of  the  an- 
terior pituitary.  This  does  not  pertain  in  our 
cases  because  progress  was  continuous  rather 
than  intermittent.7 

The  manifestations  of  hypothyroidism  are  al- 
leviated by  small  doses  of  desiccated  thyroid, 
gradually  increased  according  to  tolerance.  Ex- 
cessive dosage  is  indicated  by  excitability,  nerv- 
ousness, tremor,  tachycardia,  rapid  loss  of  weight, 
and  weakness.  As  the  basal  metabolic  rate  ap- 
proaches normal,  physical  growth  and  develop- 
ment become  accelerated,  but  mental  develop- 
ment lags  behind.8 

The  manifestations  of  hypogonadism  are  cor- 
rected in  the  male  with  chorionic  gonadotropin, 
1,000  rat  units  intramuscularly  biweekly  and 
small  maintenance  doses  eventually.  Treatment 
must  be  continued,  or  else  the  effects  wane.  A 
subsequent  alternative  with  methyl  testosterone, 
10  to  30  mg.  by  mouth  daily,  will  store  nitrogen, 
increase  height  and  weight,  augment  vitality,  and 
confer  a sense  of  well-being  in  addition  to  deepen- 
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ing  of  the  voice,  growth  of  pubic  hair,  and  de- 
velopment of  the  genitalia.  In  the  female,  sub- 
stitution therapy  with  estrogens,  androgens,  and 
progestins  is  effective.  Stilbestrol,  1 mg.,  is 
combined  with  methyl  testosterone,  10  mg.  daily, 
until  menstruation  is  induced.  Then  cyclic 
treatment  is  started,  prescribing  this  combination 
during  the  first  two  weeks,  this  combination  plus 
progesterol  10  mg.  during  the  third  week,  and 
testosterone  10  mg.  during  the  fourth  week. 
Bleeding  appears  several  days  after  withdrawal 
of  estrogens.9 

The  manifestations  of  adrenocortical  insuf- 
ficiency are  controlled  by  desoxycorticosterone  in 
oil,  1 to  3 mg.  daily  intramuscularly.  There  is  in- 
creased muscle  strength,  diminished  sensitivity  to 
cold,  and  improved  sense  of  well-being.  ACTH, 
5 to  10  mg.,  or  cortisone,  25  to  50  mg.  daily,  is 
more  effective  in  the  severe  case.10 

The  combined  effect  of  treatment  is  measured 
objectively  by  clinical  indicators  of  maturation. 
Physical  development  is  assessed  by  bodily 
measurements,  osseous  development  by  bone 
age,  sexual  development  in  the  male  by  androgen 
effects  and  in  the  female  by  estrogen  and  androgen 
effects,  respectively,  and  mental  development  by 
psychometric  tests,  i.e.,  Gesell,  Binet-Simon,  or 
Vineland. 

The  affected  child,  free  from  pituitary  tumor, 
treated  in  this 'manner  improves  gradually  al- 
though very  slowly.  Growth  and  development 
become  accelerated,  body  build  better  propor- 
tioned. The  hair  grows  anew  with  normal  luster. 
The  skin  becomes  moist.  The  child  shows  in- 
creased strength  and  greater  animation.  He  be- 
comes interested  in  his  surroundings  and  appears 
quicker  in  his  reactions.  He  emerges  from  his 
self-absorption.  He  begins  to  partake  of  simple 
tasks.  He  cooperates  at  play  and  shows  some 
capacity  for  laughter.  Nevertheless,  he  remains 
below  other  children  of  his  age  in  mental  and 
physical  development.11 

The  first  objective  is  to  teach  the  defective 
child  to  perform  the  routine  duties  of  everyday 
life,  develop  conduct  agreeable  to  those  with 
whom  he  associates,  and  cultivate  some  sense  of 
responsibility  commensurate  with  his  ability. 
Occupation  is  the  road  to  achievement  while 
idleness  is  the  root  of  all  evil.  We  encourage 
voluntary  use  of  all  muscles  to  check  purposeless 
automatic  movements.  We  encourage  observa- 
tion of  common  things  and  comparison  of  their 
characteristics.  We  encourage  imitation  of  the 
actions  of  others  while  the  child  is  helping  about 
the  household.  We  check  bad  habits  at  their  in- 
ception by  deflecting  the  child’s  attention  to 
other  activities.  The  resulting  mental  develop- 
ment will  largely  depend  on  the  special  training 
given  at  home  and  eventually  at  school.12 


Recognition  of  latent  abilities,  such  as  me- 
chanical, musical,  or  artistic,  gives  the  basis  for 
specific  training.  It  enables  the  child  to  learn 
with  sustained  interest  in  the  course  of  such 
specific  instruction.  It  takes  him  two  or  three 
times  as  long  to  learn,  but  he  becomes  educable. 
This  cannot  be  accomplished  by  the  laissez-faire 
policy  of  outgrowing  the  condition  or  by  the  hope- 
less policy  of  institutional  placement.  The 
cases  below  illustrate  the  relatively  successful 
outcome  of  each  problem  subjected  to  our  medical 
supervision. 

Case  Reports 

Case  1. — A.  O.,  seen  in  May,  1928,  was  a seven- 
year-old  girl  who  had  developed  paroxysmal  head- 
aches. These  gradually  became  more  frequent  and 
more  severe,  often  associated  with  vomiting.  The 
right  eye  gradually  became  totally  and  the  left 
partially  defective.  At  nine  years  of  age  she  began 
to  lose  interest  in  all  activities  and  became  dull  and 
apathetic.  She  appeared  unhappy,  but  this  appear- 
ance actually  was  because  of  indifference  to  her  sur- 
roundings. That  lack  of  rapport  extended  to  all  her 
activities.  At  school  there  was  a progressive  lag  in 
her  work,  in  striking  contrast  to  her  past  proficiency. 

At  eleven  years  she  could  no  longer  concentrate 
on  any  task.  Her  speech  became  slow  and  monot- 
onous, responses  sluggish  and  slight.  She  withdrew 
completely,  resisting  all  efforts  to  encourage  routine 
chores.  Any  attempt  to  alter  her  ways  induced 
irritability,  indolence,  and  negativism.  There  was 
no  appealing,  coaxing,  or  reasoning  with  this  for- 
lorn, depressed  child.  Her  condition  remained  rela- 
tively stationary  until  the  fourteenth  year,  giving 
the  parents  some  pretext  for  their  laissez-faire  policy. 

Examination  at  that  time  revealed  a dull  girl 
with  large  deposits  of  fat  about  the  trunk  and  hips. 
Her  vision  was  markedly  reduced.  The  optic  disks 
appeared  normal.  Her  height  age  and  bone  age 
were  retarded  about  two  years.  The  hair  of  the 
head  was  sparse  and  fine,  and  the  eyebrows  were 
scant.  The  breasts  remained  infantile,  and  mens- 
tration  was  absent.  Her  station  was  unsteady,  ex- 
tremities clumsy,  and  gait  reeling.  Roentgenograms 
of  the  sella  showed  moderate  erosion.  A benign 
adenoma  of  the  hypophysis  was  removed  by  Dr. 
Elsberg. 

Case  2. — J.  L.,  seen  in  January,  1939,  a six-month 
female  infant  of  a myxedematous  mother,  showed 
clinical  signs  of  cretinism.  She  had  difficulty  in 
swallowing  and  developed  occasional  choking  during 
feeding.  At  other  times  she  appeared  lethargic  and 
disinterested  in  her  surroundings.  She  looked  por- 
cine with  hair  coarse,  face  puffy,  and  tongue  thick. 
Her  skin  was  cool  and  mottled.  Her  body  was 
chunky  and  extremities  short.  Laboratory  studies 
revealed  that  the  bone  age  was  delayed  and  the 
serum  cholesterol  increased.  Nevertheless,  desic- 
cated thyroid  failed  to  produce  improvement  with- 
out parenteral  anterior  pituitary  therapy.  The  rate 
of  physical  development  increased,  but  the  rate  of 
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mental  accretion  lagged  markedly  during  the  first 
growth  cycle. 

At  six  years  suggestive  signs  of  hypothyroidism 
persisted  in  spite  of  therapy.  She  showed  flabby 
facies,  lack  of  facial  animation,  thinning  of  the  eye- 
brows, puffiness  below  the  eyes,  and  pallor  of  the 
cheeks.  There  was  absence  of  skin  sweating,  lack 
of  axillary  greasiness,  and  compensatory  sensitivity 
to  cold.  The  basal  metabolic  rate  was  minus  20, 
serum  cholesterol  295  mg.  per  cent,  and  fasting  blood 
sugar  70  mg.  per  cent.  At  infrequent  times,  she 
developed  semistuporous  attacks  readily  relieved  by 
dextrose  solution  orally  or  rectally.  There  was  a 
definite  tendency  to  spontaneous  hypoglycemia, 
especially  when  the  blood  sugar  fell  below  50  mg. 
per  cent.  The  attacks  were  mild  but  the  mental 
confusion  marked.  Nevertheless,  they  were  com- 
bated effectively  with  high  protein  and  mid-meal 
feedings. 

At  puberty  the  child  was  well  developed  and 
properly  proportioned.  She  lost  the  stigmata  of 
myxedema.  The  backwardness  that  was  evident  at 
the  first  glance  now  became  manifest  during  be- 
havior. She  learned  to  do  her  daily  chores  effi- 
ciently and  to  cooperate  wholesomely  under  the 
tutelage  of  her  school-teacher  aunt.  She  gave  the 
impression  of  being  a little  lady.  Nevertheless,  the 
child  remained  dull  and  somewhat  indifferent  to  her 
surroundings.  Her  speech  was  thick  and  slow. 
What  she  appeared  to  learn  at  one  moment  was  for- 
gotten the  next  with  her  low  span  of  attention  and 
little  ability  to  concentrate.  She  seemed  contented 
to  do  nothing,  to  go  about  listlessly,  to  care  nothing 
for  anything,  to  say  little  to  anybody.  Yet  she 
understood  things  instinctively  and  went  about  en- 
joying life. 

At  adolescence  she  appeared  immature  physically 
and  sexually.  Her  features  remained  childish.  The 
nipples,  areola,  and  breasts  were  infantile.  There 
was  lack  of  skin  pigment,  especially  around  the 
nipples.  The  vulva  and  labia  were  underdeveloped. 
There  was  no  sexual  hair  in  the  axillae,  pubis,  or 
labia.  The  17-ketosteroid  excretion  was  less  than  2 
mg.  per  day  and  urinary  follicle-stimulating  hormone 
less  than  6 millimicrons  per  twenty-four  hours. 
Menstruation  was  absent.  Stilbestrol  produced 
breast  development,  methyl  testosterone  nitrogen 
retention  and  sexual  hair  development.  Menstrua- 
tion appeared  after  a year’s  therapy  followed  by 
periods  of  withdrawal. 

This  child  was  referred  for  possible  treatment  be- 
fore institutionalization  in  infancy.  There  was  un- 
animity of  medical  opinion  that  such  severe  retarda- 
tion was  not  amenable  to  any  form  of  therapy. 
What  appeared  clinically  as  pseudomental  defi- 
ciency was  in  reality  marked  endocrine  deficiency. 
Once  glandular  therapy  was  administered,  the  rate 
of  improvement  was  relatively  slow  but  continuous. 
The  child  was  not  only  saved  from  institutionaliza- 
tion but  transformed  into  an  effective  being.  She 
entered  the  elementary  school  belatedly  but  com- 
pleted it  at  the  passing  level.  She  was  coached 
through  high  school  and  graduated  at  the  mediocre 
level.  Now  she  is  employed  in  a routine  clerical 
capacity.  Her  body  build  is  lateral  but  normal, 


mentality  fair  with  I.Q.  90,  responses  sluggish  but 
wholesome. 

Case  3. — R.  P.,  seen  in  October,  1936,  was  a four- 
month-old  female  infant  of  hypothyroid  parents 
who  gave  the  characteristic  appearance  of  cretinism. 
She  was  devoid  of  animation,  unresponsive  to  her 
mother’s  caresses,  and  uninterested  in  her  surround- 
ings. The  facies  revealed  a lethargic  expression, 
yellowish  pallor,  wrinkled  forehead,  flat  nose,  and 
large  protruding  tongue.  The  hairline  was  low  on  the 
forehead.  The  hair  was  thin,  dry,  and  lusterless. 
The  eyelids  were  puffy  and  swollen,  eyelashes  and 
eyebrows  sparse.  The  alae  nasi  were  thick.  The 
nose  was  depressed.  The  clavicles  were  covered 
with  large  pads  of  fat.  The  hands  and  feet  were 
pudgy,  the  legs  thick  and  short.  The  abdomen  was 
markedly  distended,  exposing  a large  umbilical 
hernia.  The  skin  was  dry,  thick,  and  cold. 

Laboratory  studies  revealed  a hemoglobin  of  54 
per  cent,  red  blood  cells  3,000,000,  serum  chol- 
esterol 355  mg.  per  cent.  She  responded  gradually  to 
increasing  doses  of  thyroid  orally  and  anterior  pitui- 
tary extract  parenterally.  Nevertheless,  the  child 
was  delayed  in  reaching  all  the  normal  milestones— 
sitting  up,  standing,  walking,  talking,  weaning, 
teething,  self-feeding,  and  toilet  training.  At  three 
years  she  sat  wherever  placed,  appearing  huddled 
under  the  covering.  She  barely  made  an  attempt  to 
move  about  or  respond  to  external  stimulation.  The 
only  reaction  elicted  was  a hoarse,  coarse  cry  from 
discomfort  or  pain. 

Growth  and  development  were  not  only  retarded, 
but  there  were  marked  irregularities  in  her  rate  of 
development  and  in  the  order  of  appearance  of 
different  achievements.  Furthermore,  disturbances 
of  those  portions  of  the  nervous  system  that  sub- 
serve motility  affected  the  child’s  mental  rating  ad- 
versely. The  skeletal  proportions  of  the  upper  to 
lower  segments  remained  infantile.  Semblances  of 
speech  developed  belatedly  after  the  fourth  year. 
The  placid  child  barely  comprehended  what  was 
said  to  her.  She  played  quietly  with  her  toys  yet 
never  acquired  any  degree  of  dexterity.  Routine 
procedures  required  long  grilling  at  repeatedly  short 
intervals.  She  appeared  depressed  in  her  play  but 
anxious  when  approached.  Her  behavior  was  easily 
predictable  from  the  steadiness  of  her  simple  con- 
duct and  the  consistency  of  her  feeble  responses. 

Specific  therapy  produced  marked  changes  ini- 
tially. But  the  effects  became  less  marked  despite 
increased  tolerance.  Manifestations  referable  to 
hypopituitarism  became  more  evident.  Neverthe- 
less, the  child  became  alert  and  responsive.  There 
was  a spurt  in  growth  improving  height  age  and  bone 
age,  respectively.  Serum  cholesterol  fell  to  200  mg. 
per  cent.  The  child  still  failed  to  measure  up  to  the 
norm  for  her  chronologic  age.  She  continued  to 
show  physical  weakness  and  mental  torpidity.  She 
appeared  tired  after  the  performance  of  a simple 
task.  The  skin  showed  a waxy  pallor  accompanied 
by  a hypochromic  microcytic  anemia.  Blood  pres- 
sure was  relatively  low,  and  temperature  was  sub- 
normal. The  hair  of  the  head  remained  scanty. 
The  teeth  were  carious.  She  remained  susceptible  to 
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upper  respiratory  infection.  She  continued  to  be 
apathetic,  listless,  indifferent,  and  moody.  Not  in- 
frequently, she  appeared  depressed,  occasionally 
anxious  when  approached  by  another  child. 

Special  training  by  an  experienced  teacher  be- 
came an  effective  force  for  improving  her  usefulness. 
It  took  two  or  three  times  longer  to  teach  her  a 
simple  feat  than  a normal  child,  but  the  effort  ex- 
pended was  a good  investment  to  the  family.  Her 
manual  dexterity  was  used  as  a basis  of  adaptation 
of  special  educational  technics.  Her  span  of  atten- 
tion was  limited,  but  the  subject  matter  was  changed 
sufficiently  to  keep  her  interested  and  instructed. 
With  such  procedures  she  was  able  to  absorb  reading, 
writing,  and  even  arithmetic.  Formal  schooling, 
where  she  gradually  adjusted  to  group  learning,  was 
attempted  belatedly. 

The  developmental  picture  appeared  more  favor- 
able during  puberty,  but  sexual  maturation  was 
markedly  delayed.  The  breasts  remained  infantile 
with  absence  of  normal  skin  pigment  about  the  nip- 
ples. There  was  no  semblance  of  axillary  or  pubic 
hair.  The  skin  was  dry  and  devoid  of  sweat  and  the 
axilla  smooth  and  free  from  normal  greasiness.  Men- 
struation was  absent  until  the  sixteenth  year.  The 
fasting  blood  sugar  was  65  mg.  per  cent  and  the  dex- 
trose tolerance  curve  flat.  The  blood  showed  a per- 
sistent hypochromic  anemia,  leukopenia  with  rela- 
tive lymphocytosis,  and  eosinophilia.  A daily  urin- 
ary output  of  17-ketosteroids  was  low.  Administra- 
tion of  anterior  pituitary  extract,  desoxycorticos- 
terone,  testosterone,  and  a high-protein  diet  im- 
proved both  physical  and  mental  development.  The 
girl  completed  the  elementary  school  at  the  lower 
rating  level  but  is  now  pursuing  high  school  work 
more  satisfactorily.  She  is  an  effective  member  of 
her  family  and  community  instead  of  an  inane  in- 
mate of  a state  institution. 

Case  If. — T.  B.,  first  seen  in  September,  1939,  was  a 
seven-year-old  boy  of  an  hypothyroid  father  showing 
obvious  clinical  manifestations  of  physical  and 
mental  retardation.  At  birth  he  appeared  normal, 
but  during  infancy  his  rate  of  development  was  slow 
and  the  sequence  of  his  achievements  irregular. 
Suspicion  of  backwardness  was  confirmed  by  his 
lethargy  which  was  mistaken  for  goodness  and  by 
his  sluggishness  which  was  mistaken  for  obedience. 
He  was  considered  sickly,  prone  to  digestive  and 
nutritional  disturbances.  His  appetite  was  poor, 
yet  his  weight  increased  moderately.  He  was  sus- 
ceptible to  chilling,  to  variations  in  temperature, 
especially  to  cold,  and  developed  frequent  respiratory 
infections. 

It  was  not  until  the  fifth  year  that  delayed  de- 
velopment was  definitely  acknowledged.  His  ap- 
pearance gave  a comprehensive  view  of  his  inade- 
quacy. His  face  was  blank,  speech  dumb,  gestures 
meaningless.  His  fingernails  were  thin,  dry,  and 
brittle.  His  muscles  were  flabby  and  his  movements 
labored.  He  was  sluggish  in  the  performance  of 
routine  tasks.  He  was  placid  and  obedient  but 
clumsy  and  awkward.  He  showed  a kind  of  motor 
infantilism  which  interfered  with  proper  coordina- 
tion. His  speech  was  imperfect  and  punctuated  by 
persistent  idioglossia.  He  showed  little  power  of  sus- 


tained attention.  He  responded  quickly  to  almost 
any  stimulation  but  was  promptly  distracted  else- 
where. His  emotions  were  simple  and  fleeting.  His 
memory,  on  the  other  hand,  when  the  problem  was 
grasped,  was  often  astonishingly  good. 

The  blood  showed  a moderate  hypochromic  mi- 
crocytic anemia.13  The  white  count  was  normal. 
The  basal  metabolic  rate  was  minus  24.  The  sys- 
tolic blood  pressure  was  90  mm.  Hg  and  diastolic  70. 
The  serum  cholesterol  was  310  mg.  per  cent.  An  in- 
sulin tolerance  test  was  performed  after  intravenous 
injection  of  5 units  of  insulin.  The  fasting  blood 
sugar  fell  from  the  control  of  100  to  40  mg.  per  cent 
and  failed  to  return  to  the  original  level  within  two 
hours.  Roentgenograms  showed  epiphyseal  dys- 
genesis. Instead  of  an  ordinary  spine  of  ossification 
from  a single  focus  in  the  epiphyseal  cartilage,  there 
was  delayed  and  irregular  calcification  arising  from 
numerous  scattered  foci,  which  finally  coalesced  to 
form  a single  irregularity,  especially  about  the  fe- 
moral heads. 

Endocrine  therapy  accelerated  the  tempo  of  his 
growth  and  development  both  physical  and  mental. 
His  appetite  improved,  and  his  rate  of  gain  in  weight 
increased.  The  facies  assumed  the  normal  mobility. 
The  skin  became  moist  rather  than  dry  and  scaly. 
The  hair  acquired  the  normal  luster.  The  muscula- 
ture improved  in  tone  and  performance.  In  early 
adolescence  he  began  to  show  increased  motor 
ability,  i.e.,  endurance,  agility,  flexibility,  and 
balance.  The  boy  became  animated  and  quick  in 
his  actions  and  for  the  first  time  showed  a capacity 
for  laughter.  He  developed  tolerance  for  variation 
in  temperature  and  became  less  susceptible  to  re- 
current infections.  He  was  more  amenable  to  train- 
ing at  home  and  to  learning  at  school.  He  gradu- 
ally attained,  with  the  aid  of  special  tutoring,  the 
normal  grade  for  his  age.  Indeed,  he  completed  not 
only  the  elementary  but  the  high  school  with  a fair 
grade.  With  his  athletic  achievements  in  high  school 
of  champion  rank,  he  was  awarded  a scholarship  at 
Harvard  University. 

Case  5. — B.  H.,  a twelve-year-old  girl  of  an  acro- 
megalic mother,  wTas  seen  for  physical  weakness  and 
mental  torpidity  in  June,  1936.  She  showed  a 
gracile  framework,  flat  chest,  distended  abdomen, 
and  thin  elongated  extremities,  yet  she  was  moder- 
ately nourished  for  her  body  build.  Because  of  her 
physical  frailty  and  emotional  sensitivity  the  parents 
ministered  to  her  needs  but  deprived  her  of  schooling. 
As  a result,  she  rushed  into  mischief  or  sank  into 
melancholy.  Her  idleness  reflected  the  stupidity  of 
the  body  and  the  body  stupidity,  the  idleness  of  her 
mind.  The  child  appeared  self-centered,  fidgety,  and 
depressed.  When  disturbed  she  often  complained  of 
headache.  Otherwise  she  attended  to  the  daily  rou- 
tine rather  sluggishly  with  little  concern  about  the 
household  activities.  She  wras  content  to  vegetate 
in  her  room  absorbed  with  her  own  preoccupation. 
It  was  a kind  of  indolence,  intermittent  between 
pleasure  and  pain.  In  the  presence  of  another  child 
her  play  was  parallel,  devoid  of  any  personal  relation- 
ship. 

The  facies  revealed  a blank  expression  with  star- 
ing eyes.  There  was  thinning  of  the  eyebrow's,  puf- 
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finess  below  the  eyes,  and  pallor  of  the  cheeks.  The 
skin  of  both  face  and  arms  appeared  dry,  scaly,  and 
waxy.  There  was  some  sensitivity  to  cold  on  ex- 
posure. The  breasts  were  small.  There  was  absence 
of  the  normal  skin  pigment,  especially  around  the 
nipples.  There  was  absence  of  the  normal  greasi- 
ness of  the  axillae  and  of  the  usual  sweat  over  the 
skin.  The  thyroid  gland  was  impalpable.  Men- 
struation was  absent.  The  axillary  and  pubic  hair 
were  also  absent. 

The  blood  picture  revealed  a moderate  hypochro- 
mic microcytic  anemia,  a leukopenia  with  relative 
lymphocytosis,  and  slight  eosinophilia.  The  basal 
metabolic  rate  was  minus  28;  the  serum  cholesterol 
was  275  mg.  per  cent.  The  blood  pressure  was 
78/45;  pulse  rate  was  48  per  minute.  The  fasting 
blood  sugar  was  65  mg.  per  cent,  and  the  glucose 
tolerance  test  showed  a delayed  fall  with  marked 
sensitivity  to  insulin.  Excretion  of  the  17-keto- 
steroids  in  the  urine  was  reduced  to  zero. 

Endocrine  treatment  produced  gradual  changes  in 
the  spectre  of  this  girl’s  development.  The  appetite 
improved,  digestive  disturbances  abated,  and  sus- 
ceptibility to  infection  diminished.  She  gained  in 
weight  and  strength  and  extended  her  range  of  ac- 
tivity. Her  face  began  to  show  animation,  the  ex- 
pression more  alert,  and  interests  more  varied.  The 
hair  improved  qualitatively  and  quantitatively  over 
the  head,  eyebrows,  axillae,  and  pubis.  Menstrua- 
tion appeared  irregularly  and  then  at  the  usual  cycle. 
Schooling  was  now  attempted  with  more  favorable 
results.  In  fact,  she  completed  high  school  with  the 
assistance  of  home  tutoring.  On  continuous  ther- 
apy, this  girl  attained  normal  maturity,  married 
well,  and  bore  two  children. 

Case  6. — J.  T.,  first  seen  in  July,  1946,  was  a thir- 
teen-year-old  boy  of  a myxedematous  mother,  who 
had  grown  normally  but  manifested  mental  retarda- 
tion, introversion,  and  eunuchoidism.  His  facies 
were  angulated  by  failure  of  mandibular  and  maxil- 
lary development.  The  central  upper  incisors  were 
large  and  the  lateral  incisors  small.  The  skin  was 
dry,  coarse,  and  protuberant.  The  fingers  were 
tapered  and  the  fingernails  brittle.  The  musculature 
was  flabby.  The  genitalia  were  small,  testicles  un- 
descended. Follicle-stimulating  hormone  was  less 
than  3 millimicrons  per  day,  and  17-ketosteroids 
excreted  was  4 mg.  daily.  The  excessive  length  of 
the  legs  made  the  lower  body  height  greater  than  the 
upper,  and  because  of  the  long  arms,  the  span  ex- 
ceeded the  height. 

Bone  age  was  delayed  two  years.  Mental  tests  re- 
vealed a three-year  retardation.  He  was  sluggish  in 
the  performance  of  routine  tasks,  lost  in  the  tasks  of 
primary  grades.  But  he  applied  himself,  through 
skillful  teaching,  and  made  steady  plodding  prog- 
ress. Actually  he  was  distinguished  by  the  things 
he  did  not  do.  Somehow  he  never  attempted  any- 


thing he  could  not  complete  satisfactorily.  That  re- 
quired common  sense.  Maturity  performance  tests 
revealed  a higher  score  than  expected.  He  did  not 
present  a backward  appearance.  He  seemed  to 
understand  what  was  said  and  done  for  him.  His 
expression  was  normal  even  though  the  responses 
were  slow  and  awkward. 

Administration  of  glandular  therapy  accelerated 
his  physical  and  mental  development.  He  improved 
in  body  build,  physical  stamina,  and  mental  agility. 
He  achieved  sexual  maturation  with  gradual  dis- 
placement of  the  features  of  eunuchoidism.  He  ac- 
quired the  art  of  learning  a little  at  a time  under  wise 
guidance.  The  few  things  he  knew,  he  knew  well. 
That  became  the  stimulus  for  more  learning  in  the 
elementary  and  secondary  schools.  With  greater 
understanding  of  things  about  him,  he  emerged  from 
solitude,  became  more  social,  and  evinced  real  joy 
among  youth.  Developmental  progress  was  a veri- 
table unfolding,  culminated  by  his  admission  to 
Yale  University. 

Summary 

1 . Six  cases  of  mental  deficiency  of  hypopitui- 
tarism in  children  are  presented. 

2.  The  parents  of  the  affected  children  were 
under  treatment  for  thyroid  or  pituitary  dysfunc- 
tion. 

3.  The  mental  retardation  was  accompanied 
by  depression,  introversion,  and  irritability. 

4.  The  affected  children  showed  evidences  of 
hypothyroidism,  hyperinsulinism,  hypogonadism 
and  hypocorticism,  and  disturbed  cellular  me- 
tabolism. 

5.  Each  of  these  children  attained  normal 
maturation,  mentally  and  physically,  on  hormone 
therapy. 
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SINUSITIS  IN  CHILDREN  AND  INFANTS 

E.  Martin  Freund,  M.D.,  Albany,  New  York 


SINUS  disease  respects  no  barriers,  either  of 
age,  sex,  economics,  race,  or  occupation. 
Until  recent  years  pathologic  involvement  of  the 
sinuses  in  infants  and  children  was  not  given  due 
recognition.  During  the  past  fifteen  years, 
the  subject  has  been  investigated  more  inten- 
sively, not  only  in  this  country,  but  in  England, 
France,  and  other  European  countries  as  well.1-8 

There  are  certain  basic  facts  regarding  these 
organs  as  applied  to  the  child  under  fifteen  years 
of  age.  The  frontal  sinuses  are  absent  at  birth 
and  begin  to  develop  toward  the  eighteenth 
month,  reaching  maturity  at  sixteen.  They  are 
larger  in  the  male,  and  the  cavity  is  quite  evident 
toward  the  seventh  year.  Their  ostia  drain 
into  the  nasal  chamter  at  a point  level  with  the 
superior  turbinate. 

The  ethmoid  sinus  or  capsule  lies  close  to  the 
orbital  cavity,  is  rarely  discernible  before  the 
fifth  year,  and  is  fully  developed  at  twenty.  This 
sinus  drains  into  the  nose  at  the  level  of  the  mid- 
dle turbinate,  close  to  the  opening  of  the  sphe- 
noid. 

The  sphenoids  are  situated  behind  the  eth- 
rnoids  and  develop  later  than  the  other  sinuses. 
Due  to  their  posterior  location,  they  are  in  close 
relation  to  the  pituitary  and  the  base  of  the  skull. 
This  makes  them  the  least  accessible  and  the  most 
difficult  to  treat. 

The  maxillary  sinus  or  antrum  of  Highmore 
develops  early  in  infancy,  having  been  demon- 
strated roentgenological ly  as  early  as  the  fourth 
month.  It  reaches  full  maturity  at  about  fifteen 
years.  It  is  pyramidal  in  shape,  and  its  roof  is 
in  close  relation  to  the  orbital  floor,  being  separa- 
ted only  by  a thin  bony  layer.  Unfortunately 
its  ostium  is  situated  at  a high  level,  thus  afford- 
ing poor  facility  for  drainage  into  the  nasal 
cavity  in  the  upright  posture.  Thus  any  antral 
contents  tend  to  form  a reservoir  and  readily 
become  subject  to  infection.  The  ostium  is  situ- 
ated at  the  level  of  the  middle  turbinate  and 
is  the  most  readily  accessible  for  diagnosis  and 
treatment.  Also  several  teeth  of  the  upper 
maxilla,  particularly  the  second  bicuspid  and 
first  molar,  are  in  close  relation  to  the  antral 
floor.  Thus  dental  infection  can  readily  involve 
this  sinus. 

This  brief  review  demonstrates  the  evident 
pathways  of  sinus  infection  in  early  infancy  and 
childhood.  Naturally  the  antrum  is  the  most 
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frequent  site  of  bacterial  invasion.  Cases  have 
been  recorded  of  antral  contents  even  in  utero. 

Symptoms  and  Treatment 

Recurrent  head  and  nose  and  throat  colds  in 
infants  often  lead  to  sinus  involvement,  while 
allergy  of  the  nasal  mucosa  is  also  a frequent 
predecessor  of  sinusitis,  due  to  nasal  congestion 
and  interference  with  proper  nasal  ventilation. 
In  recent  years,  authorities  have  established  a 
clinical  entity  called  sinobronchitis,  its  origin 
being  reversible. 

Sinus  infection  before  the  tenth  year  occurs 
most  frequently  in  the  antrum,  then  in  the  eth- 
moid, and  last  in  the  frontal  and  sphenoid.  More 
cases  have  been  recorded  in  England  and  Cali- 
fornia than  in  any  other  region.  This,  in  my 
opinion,  is  not  due  to  geographic  location,  but 
to  the  fact  that  specialists  in  these  areas  are 
more  aware  and  more  accurate  in  their  diagnoses. 

Sinusitis  in  the  young  passes  through  the  same 
phases  as  in  the  adult.  The  acute  attack  will 
follow  a prolonged  or  severe  nasal  catarrh.  At 
this  stage  the  chief  sign  is  nasal  obstruction  or 
congestion,  with  relatively  little  pain.  Fever 
may  or  may  not  be  present.  The  infant  or 
young  child  is  incapable  of  proper  nose-blowing 
and  will  tend  to  swallow  most  of  the  postnasal 
secretion.  He  will  become  irritable  and  apa- 
thetic. His  bed-wetting  tendency  will  increase, 
and  he  may  show  an  intermittent  low-grade 
fever.  He  may  also  have  a persistent  cough,  loss 
of  appetite,  pallor,  nightmares,  and  aprosexia 
(indecision  or  lack  of  initiative). 

The  nasal  mucosa  will  be  edematous  and  red- 
dish, and  the  upper  pharyngeal  mucosa  will  be 
boggy  as  well.  This  latter  is  no  doubt  due  to 
extension  of  adenoidal  swelling  and  inflammation. 
There  will  also  be  present  cervical  and  submaxil- 
lary adenitis.  X-ray  findings  may  show  par- 
tial or  marked  antral  or  ethmoidal  pathology. 

In  this  acute  stage  it  is  best  to  have  the  child 
at  rest  but  not  necessarily  recumbent.  Par- 
tial activity  aids  in  dislodging  nasal  secretions 
and  lessens  the  chances  of  eustachian  tube  and 
middle  or  inner  ear  involvements.  The  cough 
will  be  concomitant.  Gentle  conservative  treat- 
ment for  a week  or  ten  days  usually  suffices 
to  clear  up  the  attack.  Warm  vapor  inhalations, 
with  or  without  medication,  plus  mild  nasal 
shrinkage  by  means  of  a Vs  or  1 per  cent  ephe- 
drine  in  saline,  with  the  occasional  coal  tar  prod- 
uct, will  suffice  in  most  instances.  If  the  con- 
dition lasts  more  than  ten  days,  it  may  be  neces- 
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sary  to  irrigate  the  antrum  once  or  twice,  de- 
pending upon  the  x-ray  findings  and  evidence 
of  pus  content.  This  of  course  should  be  done 
under  local  or  general  anesthesia. 

Nasal  tamponading  is  terrifying  and  at  best 
rather  unsatisfactory  in  the  very  young  child. 
Proetz  displacement  often  yields  satisfactory 
results  in  the  child  over  five  years  of  age.  Peni- 
cillin aerosol  inhalation  is  an  excellent  method 
of  treatment,  gives  definite  relief,  and  is  readily 
acceptable  by  children  over  three  or  four  years  of 
age.  The  oxygen,  as  the  propelling  force, 
drives  an  additional  bactericide  into  the  nasal 
chambers,  attacking  the  nasal  and  sinus  mucosa 
directly.  Nasal  or  mouth  glass  inhalors  are 
not  practical  here.  A rubber  mask  with  a re- 
breathing bag  gives  better  results,  is  less  tiring, 
and  recaptures  much  of  the  penicillin  that  would 
be  lost  by  exhaling. 

Of  course  the  tonsils  and  adenoids,  or  in  most 
cases  the  adenoids  alone,  should  receive  proper 
attention,  depending  upon  the  amount  of  in- 
volvement. When  treating  older  children,  the 
procedure  is  similar  to  that  of  adults.  Here 
the  obstruction  is  less  intense,  while  pain  and 
headache  are  more  often  encountered.  Gentle 
nasal  tamponading  with  a mild  decongestant 
containing  1 per  cent  cocaine  is  helpful.  Infrared 
and  diathermia  are  beneficial.  Steaming,  with 
or  without  medication,  should  follow  the  nasal 
treatment.  Proportional  doses  of  aspirin  and 
antihistamines  will  also  be  of  value.  Antibio- 
tics by  mouth  or  by  local  instillation  are  of 
relatively  little  help  here. 

When  antibiotics  are  indicated,  it  is  best  to 
give  penicillin  procaine  intramuscularly,  in 
nearly  adult  doses,  over  a limited  period  of  time. 
Occasionally  sulfonamides  can  be  given  concur- 
rently. It  is  important  to  teach  the  child  to 
blow  his  nose  properly.  The  infant  and  very 
young  cannot  be  taught,  but  the  mother  can 
encourage  the  older  child  to  sniff  up,  so  as  to 
dislodge  the  nasal  contents  and  to  draw  them 
backward  to  the  nasopharyngeal  area.  This 
will  also  tend  to  avoid  blocking  the  antral  and 
ethmoid  ostia. 

If  the  case  resists  all  these  treatments,  one 
must  resort  to  intranasal  antrostomy,  or  even  a 
Caldwell-Luc  operation.  This  latter  should  not 
be  performed  till  after  ten  years  of  age  when 
the  secondary  teeth  will  have  erupted.  Oc- 
casionally one  meets  with  complications  such  as 
supraorbital,  subcutaneous,  or  periosteal  ab- 
scesses. These  must  be  treated  in  the  usual 
surgical  manner.  Since  the  advent  of  the  anti- 
biotics these  complications  have  been  reduced. 

Many  of  these  cases  clear  up  after  one  or  two 
adenoidectomies.  When  a sinus  infection  has 
recurred  several  times  over  a period  of  five  years, 


it  becomes  chronic.  In  such  instances  surgery 
will  be  indicated  eventually  unless  a favorable 
change  of  climate  brings  about  a cure. 

X-ray  examinations  and  bacterial  as  well  as 
blood  studies  are  important.  One  must  not 
overlook  the  possibility  of  coexisting  nasal 
allergy.  Often  these  two  conditions  are  con- 
comitant. One  must  also  be  on  guard  against 
congenital  defects,  neoplasms,  and  nasal  trau- 
matic residuals,  which  may  be  etiologic  or 
associated  factors. 

Chronic  sinusitis  in  children  presents  a real 
and  at  times  difficult  problem.  The  various 
local  modalities  are  more  or  less  frightening  to 
the  average  child  under  twelve.  Experience 
has  taught  me  that  the  “head  side  low”  position 
for  nasal  installation  is  less  frightening.  The 
symptoms  are  generally  a continuation  of  those 
in  the  acute  stage  but  less  intense. 

A dry,  intermittent  cough  is  usually  present, 
and  recurrence  of  adenoidal  hyperplasia  fre- 
quently ensues,  regardless  of  whether  the  child 
had  a previous  tonsillectomy  and  adenoidectomy. 

Surgical  treatment  of  chronic  sinusitis  in  older 
children  usually  implies  removal  of  recurrent 
adenoid  hypertrophy.  These  adenoids  become 
chronically  inflamed  and  fibrotic  and  must  be 
eliminated  as  completely  as  possible  to  prevent 
sinus  reinfection.  It  is  the  extension  of  these 
fibrotic  masses  high  up  in  the  nasopharynx  that 
causes  congestion  and  blocking  of  the  sinus 
openings.  During  the  operation,  it  is  feasible 
and  often  advisable  to  lavage  the  involved  antrum 
or  antra  as  the  case  may  be.  It  is  not  unusual 
to  find  frank,  foul-smelling  pus.  It  may  be 
necessary  to  repeat  the  antral  washing  from  three 
to  five  times  over  a period  of  a few  weeks.  This 
of  course  is  readily  performed  under  local  anes- 
thesia in  children  over  seven  or  eight  years  of 
age.  Partial  turbinectomy  or  infraction  is 
often  helpful. 

When  these  procedures  fail  to  yield  desired 
results,  it  is  necessary  to  resort  to  similar  surgery 
as  in  cases  of  adults,  if  possible  timing  the  opera- 
tion with  the  eruption  of  the  permanent  teeth. 
As  has  been  stated  previously,  intranasal  antro- 
stomy should  be  the  first  step,  while  partial 
ethmoidectomy  and  Caldwell-Luc  should  be 
deferred  till  the  eleventh  or  twelfth  year,  when 
the  operation  can  be  conservative  or  radical. 

Frontal  sinus  operations  are  very  rarely  per- 
formed on  children  until  after  the  sixteenth  year. 
As  for  sphenoidal  manipulations  in  the  young, 
there  are  few  such  cases  on  record.  Need- 
less to  add,  chronic  sinusitis  in  children  also 
requires  supportive  measures.  This  means  seda- 
tion, physical  rest,  tonics,  local  treatments,  and 
favorable  climatic  conditions. 

A few  remarks  regarding  complications  and 
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sequellae  as  well  as  radiation  treatment  of  sinu- 
sitis in  children  may  be  pertinent.  Bronchitis, 
bronchiectasis,  asthma,  epistaxis,  adenoiditis, 
pharyngitis,  and  retro-orbital  abscess  are  some  of 
the  conditions  that  may  ensue  from  acute  or 
chronic  sinusitis.  In  rare  instances,  in  the  pres- 
ence of  a highly  virulent  organism,  encephalitis, 
meningitis,  or  mastoiditis  may  follow. 

Allergy  of  the  nose  is  commonly  met  in  the 
young,  the  cause  being  due  either  to  foods,  in- 
halants, or  pollens.  These  allergies  may  either 
precede  or  follow  the  sinusitis,  more  frequently 
the  former.  Differential  diagnosis  is  a matter  of 
history,  clinical  findings,  laboratory  analysis, 
x-rays,  and  skin  tests.  • In  a number  of  cases, 
although  neither  allergy  nor  sinusitis  is  pre- 
dominant, the  treatment  must  include  both  cate- 
gories. 

I have  been  quite  impressed  in  recent  years  by 
the  excellent  and  at  times  dramatic  results  of 
x-ray  treatments  of  sinusitis  in  children.  Litera- 
ture records  thousands  of  cases  from  four  to  ten 
years  of  age  who  have  been  so  treated,  with 
follow-up  studies  of  ten  years.  Many  beneficial 
results  and  lasting  cures  have  resulted.  No 
undue  preparation  is  needed,  and  no  hospitaliza- 
tion is  required.  The  treatment  is  of  short 
duration  and  the  child  readily  cooperates,  after 
simple  and  easy  psychologic  briefing. 

Seldom  does  the  child  require  more  than  four 
to  six  treatments,  extended  over  a period  of 
two  to  three  weeks. 

In  contrast  to  the  dictum  in  the  adult  that  a 
blocked  sinus  should  not  be  irradiated,  this  method 
seems  to  be  desirable  in  the  child.  Young 
children  do  not  tolerate  intranasal  manipula- 
tions, whereas  a small  dose  of  30  r,  gradually 
increased,  will  not  terrorize  them.  Treatments 
are  given  anterior-posterior  with  an  8-  or  10- 
cm.  port,  the  eyes  and  eyebrows  being  adequately 
shielded  by  2-mm.  lead  spectacles  whose  bridges 
can  be  adapted  to  the  individual  cases. 

The  postnasal  and  eustachian  tube  areas  can 
also  be  treated  by  x-ray,  yielding  even  better 
results  than  with  radium,  while  being  safer  for 
the  child  and  the  radiologist.  Overlapping  of 
treatment  areas  is  to  be  avoided. 

More  than  70  per  cent  of  cases  so  treated  show 
marked  improvement  or  cures,  while  another 
15  per  cent  show  definite  benefit.  There  are 


practically  no  risks  involved  with  this  form  of 
treatment  if  it  is  carried  out  scientifically  and 
carefully  by  a well-trained  roentgenologist. 

Conclusion 

In  conclusion  it  can  be  stated  that  acute  and 
chronic  sinusitis  in  infants  and  children  occurs 
more  frequently  than  is  supposed.  Careful 
diagnosis  and  differential  diagnosis  are  essential. 

The  main  symptoms  in  the  very  young  are 
nasal  blocking  and  minimal  pain,  while  in  the 
older  child  the  pain  becomes  more  emphasized. 
General  irritability,  lassitude,  and  cough  are 
usually  present.  Intranasal  manipulations  or 
tamponading  are  terrifying  to,  and  are  not 
well  tolerated  by,  the  younger  child.  Occasional 
surgery  is  necessary  in  the  child,  but  it  is  best 
to  delay  this  procedure,  if  possible,  until  after 
the  twelfth  year.  Bronchitis,  allergy,  and 
recurrent  adenoiditis  are  frequent  concomitants. 
Aerosol  penicillin  therapy  is  an  excellent  proce- 
dure in  the  treatment  of  these  cases.  Finally, 
x-ray  radiation  affords  an  easy  and  effective 
method  in  curing  many  of  these  conditions. 

Summary 

Presentation  has  been  made  of  the  incidence, 
symptoms,  and  treatment  of  acute  and  chronic 
sinusitis  in  infancy  and  childhood.  This  has  in- 
cluded the  following: 

1.  Description  of  development  of  the  sinuses. 

2.  Symptoms  and  treatment  of  acute  sinusitis. 

3.  Symptoms  and  treatment  of  chronic  sinus- 
itis. 

4.  Differential  diagnosis  of  concurrent  condi- 
tions. 

5.  Complications  of  acute  and  chronic  sinu- 
sitis. 

6.  Coexistence  of  allergy  and  sinusitis. 

7.  Radiation  treatment  of  sinusitis. 
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Positive:  being  mistaken  at  the  top  of  one’s  voice. — Ambrose  Bierce 


HYPERTENSION  AMONG  SEAMEN 

H.  Arenberg,  M.D.,  New  York  City 

{From  the  United  States  Public  Health  Service,  New  York  City) 


THE  advent  of  pre-employment  examinations 
on  a large  scale  ever  since  the  end  of  the  war 
opened  up  great  opportunities  for  the  study  of 
cardiovascular  diseases.  Just  as  massive  x-ray 
examination  of  the  chest  uncovered  large  reser- 
voirs of  clinical  material  for  the  study  of  tuber- 
culosis and  other  lung  diseases,  so  the  institution 
of  pre-employment  and  periodic  re-examinations 
reveals  a wealth  of  clinical  material  in  hyperten- 
sion and  heart  disease. 

For  many  years  the  shipping  companies  in  this 
area  have  resorted  to  the  practice  of  examining 
their  crews  before  signing  on  or  sailing,  particu- 
larly on  long  voyages.  A seaman  is  “on  his  job” 
theoretically  three  times  as  long  as  a landsman, 
even  though  his  actual  working  hours  may  not  be 
longer  than  those  of  a landsman,  since  the  former 
lives  on  the  ship.  The  chances,  therefore,  for  a 
crewman  to  develop  a “heart  attack”  or  have  a 
stroke  or  even  die  on  the  job  is  three  times  as  fre- 
quent as  for  a landsman  to  experience  these 
events.  This  sometimes  results  in  medicolegal 
complications.  Because  many  freighters  and 
tankers  carrying  sizable  crews  are  not  provided 
with  physicians,  the  pre-sailing  examinations  be- 
come a matter  of  great  importance.  Therefore, 
the  practice  of  pre-employment  examination  of 
seamen  has  of  late  been  greatly  augmented.  As  a 
result,  some  seamen  are  periodically  rejected  for 
employment  when  they  do  not  meet  the  standard 
requirements. 

Among  the  more  easily  detectable  reasons  for 
rejections  are  valvular  heart  diseases  which  mani- 
fest themselves  by  a variety  of  murmurs  and  an 
increase  in  blood  pressure  above  the  so-called 
normal.  These  rejectees  become  the  beneficiaries 
and  the  problem  of  the  U.S.  Public  Health  Service 
where  they  seek  treatment  or,  in  most  instances,  a 
note  from  the  doctor  that  they  are  “fit”  to  sail. 

In  the  past  several  years  a rather  large  number 
of  seamen  have  applied  for  a “pass”  to  return  to 
work  and  a few  for  treatment  because  they  had 
been  rejected  for  work  on  account  of  a high  blood 
pressure.  It  is  for  this  reason  that  a study  of 
these  cases  was  begun  a few  years  ago.  This 
paper  deals  then  with  hypertension  in  general  and 
with  the  problem  of  seamen  who  have  been  re- 
jected for  work  because  of  hypertension. 

Now  it  is  well  known  that  “there  is  no  uni- 
versal agreement  as  to  the  dividing  line  between 
normal  and  high  blood  pressure.”1  It  is  also 
agreed  that,  at  times,  any  individual’s  blood  pres- 
sure may  fluctuate  as  much  as  50  to  75  mm.  of 


mercury  in  the  systolic  level  and  20  to  30  mm.  in 
the  diastolic  phase  without  medication  and  that  a 
high  or  low  blood  pressure  may  be  a transient 
phenomenon.2-3  Because  of  that  Bradley  dep- 
recates the  blood  pressure  apparatus  as  “yield- 
ing incomplete  and  often  inaccurate  informa- 
tion.”4 Yet  many  individuals  are  frequently 
barred  from  employment  solely  on  the  basis  of 
one  or  two  high  readings  on  the  sphygmomanom- 
eter. 

In  a study  of  the  normal  blood  pressure  range, 
Master  et  al.  called  attention  to  a “universal  blood 
pressure  phobia”  that  has  been  created  because 
of  the  large  number  of  people  labeled  as  hyper- 
tensives.6 These  authors  observed  that  above  the 
age  of  forty-five  years  more  than  32  per  cent  had 
a blood  pressure  of  150/100,  and  at  the  age  of 
sixty  years  or  over  55  per  cent  had  a pressure  of 
150/100  or  over.  They  suggest  that  at  the  ages 
of  fifty -five  to  sixty  a blood  pressure  of  180/100  to 
190/100  should  not  ipso  facto  be  considered  a 
cause  for  rejection  from  employment. 

It  is  also  recognized  that  even  when  hyperten- 
sion is  definitely  established,  the  capacity  for 
full-time  work  frequently  remains  unimpaired 
for  many  years.  Paul  White  noted  that  indi- 
viduals with  a “reasonable  level”  of  hypertension 
are  at  least  as  alert  and  have  as  much  endurance 
as  normals  in  industry.6-9  Probst  in  examining 
the  records  for  industrial  performance  in  89 
hypertensives,  as  compared  with  normals  of  the 
same  age  group,  found  the  former  more  favor- 
able.10 He  suggests  that  for  employment  pur- 
poses the  line  of  demarcation  between  normal  and 
high  blood  pressure  be  raised  upwards.  He  also 
admonishes  that  pre-employment  examination  be 
used  for  the  purpose  of  maximum  utilization  of 
manpower  rather  than  as  a bar  to  employment. 

That  hypertension  in  the  absence  of  complica- 
tions is  frequently  a benign  condition  has  been 
emphasized  by  many  investigators.  This  is  par- 
ticularly true  in  people  above  the  age  of  fifty. 
Moreover,  even  excessive  hypertension  above  250 
mm.  systolic  pressure  is  in  many  instances  con- 
sistent with  a normal  or  above  normal  span  of  life. 
It  is,  therefore,  evident  that  all  those  who  show 
an  even  moderate  elevation  above  the  so-called 
normal  blood  pressure  cannot  be  excluded  from 
industiy  or  barred  from  earning  their  livelihood 
in  their  occupation.11-15  It  would  be  a deplorable 
waste  of  manpower,  would  indeed  emphasize  the 
blood  pressure  phobia,  and  swell  the  rehabilita- 
tion centers. 
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Nevertheless,  since  some  occupations  and  some 
industries  are  more  hazardous  to  workers  having 
a high  blood  pressure  than  others,  it  behooves  the 
examiner  to  weigh  both  the  degrees  of  existing 
hypertension  with  its  attendant  limitation  in  in- 
dustrial performance  and  the  occupation  or  the 
duties  the  individual  is  required  to  carry  out  on 
his  job. 

In  order  to  evaluate  the  degree  of  disability  that 
existed  in  any  seaman  who  had  been  rejected  from 
sea  duty  because  of  hypertension,  the  following 
procedure  was  adopted. 

Material 

Every  merchant  seaman  admitted  to  the  U.S. 
Public  Health  Service  Out-Patient  Clinic  be- 
cause of  rejection  from  employment  was  referred 
to  the  cardiac  clinic.  In  addition  to  a history  and 
a physical  examination  with  emphasis  on  the 
cardiovascular  system,  a routine  70-mm.  photo- 
fluorogram  and  an  electrocardiogram  were  made 
in  each  case.  The  standard  method  for  taking 
and  recording  blood  pressure  readings  was  fol- 
lowed as  outlined  by  the  Cardiac  Society  of  Great 
Britain  and  Ireland  and  the  American  Heart  As- 
sociation.16 Ophthalmoscopic  examination  and 
fluoroscopy  of  the  chest  as  well  as  urinalysis  was 
also  routine.  Blood  serology  and  blood  chemistry 
were  done  as  indicated.  Such  examinations  were 
repeated  since  after  several  months  or  longer  the 
same  seaman  would  return  with  another  rejec- 
tion, this  time  perhaps  by  another  shipping  com- 
pany. 

If  excessive  use  of  tobacco  and  consump- 
tion of  alcohol  along  with  a relatively  high  in- 
cidence of  syphilis  are  at  all  contributory  factors 
in  the  etiology  of  hypertension,  these  factors  were 
present  here  to  a greater  extent  than  among  the 
general  population.  Yet  the  frequency  of  hyper- 
tension in  seamen  is  about  the  same  as  among 
landsmen  in  males.17-19 

Five  hundred  seamen  who  had  been  rejected 
for  sea  duty  on  repeated  occasions  for  a total  of 
1,160  times  were  studied  as  outlined  above.  Of 
these,  51  were  excluded  because  their  blood  pres- 
sure failed  to  rise  above  150  mm.  of  mercury  sys- 
tolic and  90  mm.  diastolic.  They  were  considered 
transient  or  emotional  hypertensives.  Of  the  re- 
maining 449  there  were  five  females  and  444 
males,  representing  birth  places  and  geographic 
distributions  from  nearly  every  country  in  the 
world  (Table  I). 

There  were  330  whites  and  112  negroes,  five 
Chinese,  and  two  Indians.  The  youngest  seaman 
was  twenty-one  years,  the  oldest  eighty-one  years 
of  age.  Forty  per  cent  were  between  the  ages  of 
fifty  and  sixty,  and  90  per  cent  were  between  the 
ages  of  forty-one  and  seventy.  One  fifth  of  the 


TABLE  I. — Hypertensives  and  Their  National  Origin 


Origin 

Number  of 
Hypertensives 

Number  of 

Origin  Hypertensives 

Arabia 

1 

Italy 

18 

Australia 

1 

Latvia 

3 

Austria 

4 

Liberia 

1 

Belgium 

3 

Lithuania 

2 

Brazil 

4 

Malta 

2 

British  West 

Newfoundland 

1 

Indies 

30 

Norway 

19 

Canada 

3 

New  Zealand 

2 

Chile 

8 

Panama 

3 

China 

5 

Philippine  Islands 

20 

Colombia 

2 

Poland 

3 

Costa  Rica 

2 

Puerto  Rico 

20 

Cuba 

2 

Portugal 

3 

Denmark 

3 

Russia 

7 

Dutch  West 

Salvador 

2 

Indies 

7 

Santo  Domingo 

2 

Ecuador 

3 

Sweden 

11 

England 

15 

Switzerland 

3 

Esthonia 

2 

Spain 

28 

Finland 

9 

Turkey 

2 

France 

2 

United  States 

135 

Germany 

20 

Uruguay 

1 

Greece 

7 

Venezuela 

2 

Holland 

2 

Virgin  Islands 

8 

Honduras 

7 

Yugoslavia 

3 

Hungary 

1 

— 

India 

Ireland 

2 

3 

Total 

449 

group  gave  a history  of  hypertension  of  one  to 
twenty  years  duration,  five  of  whom  had  had 
sympathectomy  operations  within  one  to  five 
years  and  were  able  to  return  to  sea  duty.  Seven 
had  had  mild  cerebrovascular  accidents  from 
which  they  recovered,  and  14  had  a history  of 
coronary  artery  disease.  Seventeen  per  cent  gave 
a history  of  syphilis  or  had  positive  serology  or 
both.  Thirty  per  cent  were  overweight,  and  only 
8 per  cent  were  underweight. 

Only  15  per  cent  of  the  entire  group  had  symp- 
toms referable  to  the  cardiovascular  system  on 
the  first  examination  following  their  rejection  for 
sea  duty.  It  is  admitted,  however,  that  in  order 
to  secure  a job,  moderate  symptoms  are  some- 
times minimized  and  mild  ones  completely  ig- 
nored by  the  rejectee.  Nevertheless,  they  were 
looked  for  when  the  blood  pressure  was  high  and 
were  occasionally  elicited.  In  order  to  evaluate 
as  closely  as  possible  the  condition  of  the  patient 
with  reference  to  his  immediate  employability 
some  kind  of  a classification  was  necessary.  Thus, 
one  could  either  group  them  into  grades  of  I to 
IV,2.15,20  where  grade  I includes  mild  hyperten- 
sion with  no  organic  changes,  grade  II  moderate 
hypertension  with  some  organic  changes,  grade 

III  late  benign  hypertension  with  marked  changes 
in  the  kidney,  heart,  and  eyegrounds,  and  grade 

IV  severe  malignant  hypertension  with  papil- 
ledema, or  classify  them  in  accordance  with  the 
functional  and  therapeutic  classification  of  the 
American  Heart  Association.21  Since  grading  the 
severity  of  hypertension  is  based  on  objective 
findings  alone  and  mostly  on  eyeground  changes, 
evaluation  for  purposes  of  employability  would  be 
difficult  and  inaccurate.  On  the  other  hand  clas- 
sification according  to  the  American  Heart  As- 
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TABLE  II. — Functional  and  Therapeutic  Classification 
of  449  Patients  According  to  Age 
■■  ■ . 


•Classification 


Age 

1A 

IB 

1C 

2B 

2C 

3C 

3D 

20  to  30  years 

3 

4 

2 

31  to  40  years 

6 

15 

2 

1 

6 

2 

41  to  50  years 

6 

68 

10 

20 

10 

3 

4 

51  to  60  years 

4 

81 

19 

24 

40 

9 

5 

61  to  70  years 

2 

30 

10 

22 

17 

9 

6 

71  to  80  years 

2 

1 

3 

3 

Total 

21 

200 

41 

69 

74 

26 

18 

sociation  presupposes  cardiac  involvement  in  all 
hypertensives.  This  would  be  contrary  to  the 
prevailing  opinion  that  cardiac  pathology  exists 
in  hypertensives  only  when  there  are  definite 
electrocardiographic  changes  or  when  the  heart 
becomes  enlarged.  Nevertheless,  since  all  hyper- 
tensives are  potential  cardiacs,  the  above  classi- 
fication for  this  purpose  is  justified  and  help- 
ful. 

Accordingly  all  asymptomatic  rejectees  who 
showed  a blood  pressure  of  170/90  or  lower  and 
who  had  no  other  objective  signs  were  of  Grade  I 
and  were  arbitrarily  placed  in  I-A.  In  the  ab- 
sence of  symptoms  and  of  objective  signs,  if  the 
blood  pressure  was  recorded  as  200/100  or  there- 
abouts, the  rejectee  was  placed  in  I-B.  The  ther- 
apeutic class  of  C or  D was  assigned  to  those  who 
manifested  objective  evidence  of  cardiac  enlarge- 
ment, changes  in  the  eyegrounds,  abnormal 
electrocardiograms,  or  a blood  pressure  of  200/110 
or  over  even  in  the  absence  of  symptoms.  All 
others  were  placed  in  class  II,  III,  or  IV  and  in 
their  respective  therapeutic  class,  as  the  symp- 
toms and  physical  signs  indicated  (Table  II). 

As  seen  from  the  table  only  44  or  10  per  cent 
were  in  the  functional  and  therapeutic  classifica- 
tion which  prevented  their  return  to  work.  About 
50  per  cent  or  221  rejectees  had  no  limitation  at 
all  in  their  work  capacity,  and  40  per  cent  had 
only  slight  limitation  and  were  allowed  to  return 
to  duty  if  their  jobs  did  not  involve  laborious 
work.  In  nearly  all  instances  they  were  con- 
sidered fit  for  their  original  jobs  and  were  given 
“fit  for  duty”  passes.  About  30  per  cent  of  the  re- 
jectees showed  minor  to  moderate  degrees  of 
electrocardiographic  abnormalities.  They  con- 
sisted of  auricular  fibrillation  in  14  and  various 
degrees  of  conduction  defect  in  19.  Other  changes 
were  of  the  so-called  hypertensive  pattern  and 
left  ventricular  strain,  namely,  increase  in  the 
amplitude  of  QRS  and  T in  leads  I,  aVL,  and  the 
left  precordial  leads,  depressed  ST  segments  with 
inversions  of  Ti  and  T in  aVL  and  the  left  pre- 
cordial leads,  or  in  leads  II  and  III  and  aVF. 
Some  of  the  electrocardiographic  abnormalities 
may  have  been  due  to  associated  coronary  disease 
rather  than  to  hypertension  per  se. 

Incidental  findings  were  six  instances  of  rheu- 


matic heart  disease,  four  of  aortic  insufficiency  of 
luetic  origin,  and  three  aneurysms  of  the  arch  of 
the  aorta.  There  was  one  case  of  situs  inversus 
with  moderate  hypertension.  There  was  one  pair 
of  twins  age  fifty-three;  both  were  cooks  and 
over-weight  with  slight  cardiac  enlargement  and 
similarly  abnormal  electrocardiograms.  One  fifth 
of  the  group  had  cardiac  enlargement  by  fluoros- 
copy and  70-mm.  photofluorogram.  Only  10 
per  cent  had  various  degrees  of  eyeground 
changes,  testifying  to  the  comparative  benignity 
of  the  hypertensive  process  in  these  cases. 

Comment 

It  is  evident  that  the  sphygmomanometer 
is  not  a reliable  instrument  for  determining  the 
degree  of  disability  that  may  exist  in  an  individual 
having  a hypertension.  Blood  pressure  readings 
frequently  vary  greatly  in  a person  not  only  from 
day  to  day,  but  from  hour  to  hour  or  even  less,  de- 
pending on  the  emotional  status  of  the  individual. 
For  the  purpose  of  eliminating  the  one  who  carries 
a high  blood  pressure  and  who  might  become  a 
hazard  on  his  job  to  himself  or  to  others  or  who 
may  develop  a diminished  productive  capacity,  a 
thorough  cardiovascular  examination  is  neces- 
sary. On  the  basis  of  a careful  evaluation  only  10 
per  cent  of  rejectees  were  found  unfit  to  return  to 
work.  It  is  true  that  in  a follow-up  eventually  a 
much  larger  percentage  will  be  found  in  this 
category  as  the  hypertensive  process  progresses. 
For  this  reason,  semiannual  examinations  of  all 
such  hypertensives  in  industry  are  urgent.  In  the 
meantime  what  an  appalling  loss  of  manpower  if 
all  hypertensives  were  rejected  for  work  because 
of  the  unfit  10  per  cent! 

It  is  apparent  that  rejections  from  sea  duty  in 
this  group  of  500  seamen  must  have  been  made  on 
the  accepted  line  of  demarcation  of  140/90  or 
150/90  blood  pressure,  labeling  all  above  this 
level  as  hypertensives.  It  is,  therefore,  sug- 
gested that  for  purposes  of  employment  only,  the 
level  of  systolic  pressure  be  raised  to  180  to  200 
mm.  of  mercury  and  the  diastolic  to  100  mm.  of 
mercury  when  no  other  manifestation  of  cardio- 
vascular complications  exists. 

Summary 

Five  hundred  seamen  who  had  been  rejected 
for  work  at  sea  because  of  hypertension  were 
studied  for  the  purpose  of  evaluating  their  exist- 
ing disabilities.  On  the  basis  of  repeated  blood 
pressure  readings  in  both  arms,  electrocardio- 
graphic studies,  a 70-mm.  photofluorogram  and 
fluoroscopy  of  the  chest,  urinalysis,  and  oph- 
thalmoscopic examinations,  the  seamen  were 
grouped  into  functional  and  therapeutic  classes  in 
accordance  with  the  criteria  of  the  American 
Heart  Association.  Only  10  per  cent  of  449  sea- 
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men  were  found  unfit  for  duty  at  sea.  Fifty  per 
cent  had  no  limitation  at  all  in  their  work  capac- 
ity, and  about  40  per  cent  had  only  slight  limita- 
tion in  performing  strenuous  work.  Because  most 
authorities  agree  that  in  a majority  of  cases  hyper- 
tension is  compatible  with  a long  and  active  life 
and  in  order  to  conserve  manpower,  it  is  urged 
that  for  purposes  of  employment  the  line  of  de- 
marcation between  normal  and  high  blood  pres- 
sure be  raised  from  the  present  level  of  140/90  to 
180/100  to  200/100.  It  is,  however,  suggested 
that  all  individuals  having  a high  blood  pressure 
be  re-examined  semiannually.  This  should  in- 
clude ophthalmoscopic  examination  and  an  elec- 
trocardiogram and  at  least  fluoroscopic  examina- 
tion or  a photofluorogram  of  the  chest. 

40  West  72nd  Street 
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‘TESTS”  FOR  CANCER 

In  the  past  four  years  some  20,000  medical  stu- 
dents have  taken  a standardized,  comprehensive, 
objective  examination  on  the  subject  of  cancer. 
One  purpose  was  to  assist  medical  schools  to  assess 
the  effectiveness  of  their  programs.  In  its  more 
recent  editions  this  examination  consisted  of  150 
multiple-choice  items.  Students  at  all  four  class 
levels  were  tested  simultaneously  and  in  subsequent 
years  were  given  revised,  parallel  forms  of  the  test. 
There  was  a gradual  and  significant  increase  in  the 
students’  score  throughout  their  four  years. 

To  obtain  comparable  information  from  a group 
of  practicing  physicians,  81  California  doctors  at- 
tending a course  on  neoplastic  diseases  weTe  given 
the  1950  edition  of  the  test.  Their  ages  ranged 
from  twenty-seven  to  sixty-eight  years.  There  was 
some  indication  that  a decrease  in  test  scores  was 
related  to  an  increase  in  age.  This  fact  constitutes 
an  excellent  justification  for  refresher  courses. 
Physicians  who  indicated  they  were  certified  by  a 
specialty  board  scored  somewhat  higher  than  gen- 
eral practitioners  (67  per  cent  versus  58  per  cent, 
average).  The  size  of  the  community  in  which  the 
physician  practiced  had  little  bearing  on  results. 

Comparison  of  these  physicians’  scores  with  the 
national  norms  of  12,000  medical  students  showed 
that  their  average  score  was  but  slightly  higher 
than  the  average  of  senior  students,  who  in  turn 
scored  higher  than  students  in  the  earlier  years. 
Although  the  scores  are  not  strictly  comparable, 


they  indicate  that  many  of  these  practicing  physi- 
cians, several  of  whom  graduated  more  than  twenty 
years  ago,  have  kept  themselves  abreast  of  the 
advancing  knowledge  of  cancer  control.  The 
physicians  were  better  informed  than  the  senior 
students  on  the  practical  aspects  of  cancer. 

The  test  revealed  that  some  physicians  were 
poorly  informed  on  such  topics  as: 

1.  Therapy  of  potentially  malignant  pigmented 
lesions  (18  per  cent  would  treat  such  lesions 
with  x-rays  instead  of  surgery). 

2.  Squamous  and  basal-cell  carcinoma. 

3.  Postradiation  infection  about  teeth  left  in  the 
immediate  vicinity  of  irradiated  bone. 

4.  Treatment  of  an  undiagnosed  1.5-cm.  nodule 
in  the  breast  (9  per  cent  would  have  the 
patient  return  for  examination  every  three 
months,  rather  than  do  a frozen-section 
biopsy). 

5.  Office  tests  for  gastrointestinal  cancer  (25  per 
cent  considered  palpation  or  red  blood  count 
more  useful  than  guiac  test  for  blood  in  the 
stool). 

6.  Paget’s  disease  of  the  breast  (9  per  cent  con- 
sidered this  a benign  eczematous  skin  con- 
dition).— Abstracted  by  G.  D.  Buckner,  Nassau 
County  Cancer  Committee,  from  a -paper  by 
H.  R.  Bierman,  M.D.,  J.  N.  McClelland,  Ph.D., 
and  D.  IF.  Galloway,  M.A.,  in  Cancer,  Sep- 
tember, 1951 


THE  USE  OF  CALCIUM  OINTMENT  IN  ATOPIC  ECZEMA 
(GENERALIZED  NEURODERMATITIS) 


Preliminary  Report 

Thomas  N.  Graham,  M.D.,  New  York  City 
( From  the  Knickerbocker  Hospital) 

IT  IS  well  known  that  multiple  allergies  are  an 
important  factor  in  the  causation  of  atopic 
eczema.  Therapy,  including  topical  applications, 
has  resulted  in  very  little  benefit.  Allergy  tests 
in  this  dermatosis  have  failed  to  be  of  value.  The 
psychogenic  factors,  of  course,  should  be  investi- 
gated in  all  cases. 

A recent  study  of  a small  series  of  cases  em- 
ploying 10  per  cent  calcium  ointment*  for  local 
application  is  reported.  A review  of  the  literature 
shows  that  Tobias  reported  the  use  of  10  per  cent 
calcium  ointment  in  this  type  of  dermatosis  and 
concluded  that  it  is  of  definite  value  in  selected 
cases  of  subacute  and  chronic  types  of  atopic 
eczema.1  In  a preliminary  report  of  a histo- 
chemical  study  of  neurodermatitis,  Engman  and 
MacArdle  called  attention  to  the  consistent  dimi- 
nution in  the  amount  of  the  white  ash  of  calcium 
and  magnesium  in  the  entire  epidermis  of  patients 
with  neurodermatitis  compared  with  epidermis 
both  from  normal  subjects  and  from  patients 
with  a variety  of  other  cutaneous  diseases.2 
They  concluded  that  in  normal  human  skin  of 
patients  in  the  age  group  which  they  studied 
(three  to  thirty-five  years)  the  epidermis  contains 
a relatively  large  amount  of  the  white  ash  of  cal- 
cium and  magnesium.  Epidermal  cells  of  pa- 
tients with  neurodermatitis  contain  only  small 
amounts  of  these  elements.  In  active  lesions 
even  the  basal  cells  have  lost  their  white  ash. 

A survey  of  the  foreign  literature  reveals  that 
Kunzle  reported  that  hypersensitivity  of  the  skin 
depends  on  the  ion  equilibrium.3  The  author 
treated  a commercial  chemist  for  a contact  ec- 
zema with  roentgen  rays,  ultraviolet,  intravenous 
calcium  injections,  and  various  ointments  without 
benefit.  The  patient  decided  to  try  an  ointment 
containing  10  per  cent  calcium,  which  cleared  the 
eruption  within  a short  time. 

According  to  the  report  of  Rothlin,  experi- 
ments on  the  skin  of  rabbits  and  human  beings 
treated  with  a “bland”  ointment  and  calcium 
ointment,  alternately,  showed  a distinct  improve- 
ment from  the  application  of  calcium  ointment, 
whereas  there  was  no  improvement  from  the 
“bland”  ointment.4 

* The  calcium  ointment  and  placebo  ointment  were  sup- 
plied by  Sandoz  Chemical  Works,  Inc. 


Material 

Twelve  cases  of  chronic  atopic  dermatitis  have 
been  treated  at  the  Knickerbocker  Hospital, 
New  York  City,  with  10  per  cent  calcium  gluco- 
nate in  an  ointment  base  made  of  in-water-dis- 
persible organic  substances.  These  patients  had 
previously  had  other  local  therapy,  some  of  them 
roentgen  ray  therapy,  without  improvement. 
Ten  similar  cases  were  studied  privately.  The 
results  were  as  follows: 

No  improvement  9 cases  (40.9%) 

Improvement  5 cases  (22.8%) 

Definite  improvement  8 cases  (36.3%) 

In  all  cases  studied,  a placebo  ointment  was 
used  on  part  of  the  eruption  in  order  to  check  the 
results. 

The  three  following  case  reports  are  representa- 
tive of  the  cases  which  responded  favorably  to 
calcium  ointment  therapy. 

Case  1. — M.  G.,  a white  male,  age  twenty-nine, 
was  first  seen  on  November  16, 1950.  He  complained 
of  an  eruption  of  seven  years  duration  involving  the 
forearms,  chest,  back  of  the  neck,  and  the  popliteal 
spaces.  Examination  showed  atopic  eczema.  The 
patient  was  treated  with  calcium  ointment  which 
has  definitely  benefited  the  condition  up  to  the 
present  time.  He  had  previously  been  treated  with 
a placebo  ointment  and  showed  no  improvement. 

Case  2.— R.  D.,  a white  female,  age  ten,  was  first 
seen  on  February  8,  1949,  in  regard  to  an  atopic 
eczema  of  four  years  duration  involving  the  face, 
neck,  antecubital  fossae,  and  the  popliteal  spaces. 
She  had  previously  been  treated  with  ointments 
with  no  improvement.  I treated  the  patient  with 
x-ray  therapy  and  a number  of  ointments  with  very 
little  benefit.  Subsequently,  I prescribed  calcium 
ointment  and  a placebo  ointment.  The  areas  treated 
with  the  placebo  ointment  showed  no  improvement. 
The  calcium  ointment  has  cleared  some  of  the  in- 
volved areas  and  has  kept  the  others  w'ell  under 
control  up  to  the  present  time. 

Case  3. — C.  R.,  a white  female,  age  thirty- two, 
first  consulted  me  on  November  18,  1948.  She  had 
atopic  eczema  of  ten  years  duration  w'hich  had  been 
treated  with  x-ray,  ultraviolet,  and  a number  of 
ointments  without  benefit.  Since  February,  1949, 
she  has  been  treated  with  calcium  ointment,  and  the 


1667 


1668 


BLACK  AND  SPEER 


[N.  Y.  State  J.  M. 


eruption  has  practically  cleared.  The  placebo  oint- 
ment was  ineffective. 

Conclusion 

Although  the  number  of  cases  reported  in  this 
study  is  comparatively  small,  I feel  that  the  bene- 
ficial therapeutic  results  with  calcium  ointment 
warrant  further  investigation.  The  results  sug- 


gest that  improvement  is  greater  than  with  other 
topical  applications. 

118  East  61st  Street 
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SOME  CONSIDERATIONS  IN  THE  THERAPY  OF  LYMPHOMAS  AND 
ALLIED  DISEASES 

Maurice  M.  Black,  M.D.,  and  Francis  D.  Speer,  M.D.,  New  York  City 
( From  the  Department  of  Pathology,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


UNTIL  recent  years  the  therapy  of  lympho- 
matous  diseases  was  almost  exclusively  in 
the  hands  of  the  radiotherapist  or  specialist  in  the 
field.  With  the  introduction  of  various  chemo- 
therapeutic agents  more  of  these  patients  are  now 
being  managed*  not  only  by  the  internist  but  also 
by  resident  and  intern  staffs.  This  is  a natural 
occurrence  and  parallels  the  situation  in  infecti- 
ous diseases  with  the  advent  of  chemotherapy  and 
antibiotics.  Unlike  the  situation  in  the  infectious 
diseases,  however,  the  antineoplastic  drugs  are 
not  curative,  and  like  x-ray  therapy  they  possess 
inherent  properties  toxic  to  the  host.  In  addi- 
tion, the  natural  history  of  these  diseases  is  not  as 
generally  understood  or  appreciated.  It  is,  there- 
fore, pertinent  to  evaluate  the  aims  and  most 
proper  employment  of  the  various  modalities  of 
therapy  in  relation  to  the  biology  of  the  lympho- 
matous  diseases. 

The  general  tenor  of  therapy  in  malignant  neo- 
plastic diseases  is  one  of  immediacy  and  urgency. 
This  is  in  keeping  with  the  hope  of  cure  by  com- 
plete surgical  extirpation  or  x-ray  sterilization. 
The  advantages  of  the  early  institution  of  anti- 
estrogenic and  antiandrogenic  therapy  in  breast 
and  prostatic  carcinoma,  respectively,  have  also 
been  the  subject  of  recent  reports.1-3  In  short, 
the  emphasis  on  early  diagnosis  and  therapy  in 
cancer  is  predicated  on  the  empiric  observations 
that  such  practice  is  associated  with  a decreased 
mortality  and  morbidity  from  the  disease. 

The  diseases  under  present  consideration  would 
include  lymphosarcoma,  Hodgkin’s  disease,  and 
the  acute  and  chronic  leukemias.  Aside  from  the 
relatively  uncommon  occurrence  of  isolated 


lymphomas  of  the  gastrointestinal  tract,  we  may 
consider  this  group  of  diseases  as  being  usually 
multicentric  in  origin  or  already  disseminated  at 
the  time  of  diagnosis.  It  is,  therefore,  evident 
that,  in  general,  any  hope  of  cure  by  local  ex- 
tirpation or  destruction  is  doomed  to  failure. 
Further,  it  is  all  too  true  that  despite  the  radio- 
sensitivity and  chemotherapeutic  sensitivity  ex- 
hibited by  these  conditions  no  claim  of  cures  can 
be  made.  In  addition,  we  are  faced  by  the  very 
real  and  often  disheartening  occurrence  of  loss  of 
therapeutic  efficacy  after  repeated  administration 
of  any  of  our  present  methods  of  treatment.  This 
phenomenon,  sometimes  called  resistance,  in- 
sensitivity, or  adaptation,  has  been  the  subject  of 
numerous  studies4-6  and  must  be  taken  into  ac- 
count in  any  rational  therapy  of  the  lymphomas 
and  allied  disorders. 

Our  own  experience,  as  well  as  that  of  others, 
would  suggest  the  following  basic  considerations 
in  treatment:  (1)  At  present  we  possess  no 

modality  of  therapy  capable  of  cure.  (2)  Fully 
developed  insensitivity  to  one  mode  of  therapy  is 
usually  associated  with  insensitivity  to  others. 
(3)  Spontaneous  remissions  are  a common  oc- 
currence in  the  natural  behavior  of  these  condi- 
tions. Such  remissions  often  equal  or  exceed  in 
duration  those  induced  therapeutically.7-13 

It  has  been  our  observation  that  the  most  sig- 
nificant differences  in  current  practice  in  the 
field  of  therapy  arise  in  regard  to  two  points : (a) 
the  handling  of  asymptomatic  adenopathy,  par- 
ticularly when  this  is  the  first  manifestation  of 
the  disease,  and  {h)  the  arbitrary  and  continuous 
use  of  one  modality  of  therapy  to  the  exclusion  of 
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TABLE  I. — Therapy  in  Lymphomas  and  Allied  Diseases 


Chronic  Leukemia 


. — Hodgkin's  Disease — - — Lymphoma — • - — Myelogenous — ■ . — Lymphatic— - . — Acute  Leukemia — - 


Efficacy 

Rapidity 
of  Action 

Toxicity 

Efficacy 

Rapidity 
of  Action 

Toxicity 

Efficacy 

Rapidity 
of  Action 

Toxicity 

Efficacy 

Rapidity 
of  Action 

Toxicity 

Efficacy 

Rapidity 
of  Action 

Toxicity 

X-ray16’ 17 

4 

2 

2 

4 

4 

2 

4 

3 

2 

3 

3 

2 

0 

4 

Nitrogen  mustards18  -27 

4 

4 

2 

3 

3 

2 

3 

3 

2 

2 

3 

2 

1 

3 

3 

Enzyme  inhibitors6*28 

2 

2 

0 

2 

2 

0 

0 

0 

2 

2 

1 

Folic  acid  antagonists29  -38 

0 

0 

0 

0 

3 

3 

3 

Acth  and  cortisone39-41 

1 

2 

2 

2 

2 

2 

? 

3 

2 

2 

3 

3 

2 

Urethane42-46 

0 

6 

4 

1 

2 

2 

1 

2 

1 

1 

2 

Fowler’s  solution46 

1 

1 

2 

0 

3 

1 

2 

2 

1 

1 

1 

1 

2 

P32  47  -5a 

0 

0 

4 

3 

i 

3 

3 

1 

0 

others  until  marked  insensitivity  results.  Any 
consideration  of  the  former  point  must  raise  the 
question,  “What  is  the  aim  of  the  physician  in 
therapy  of  the  lymphomatous  diseases?”  Since 
cure  is  not  attainable  by  present  methods,  all 
therapeutic  procedures  must  be  considered  pal- 
liative. Does  the  enthusiastic  application  of 
radiation  or  chemotherapy  to  asymptomatic 
lymphadenopathy  constitute  palliation  or  bene- 
fit? Do  such  procedures  actually  sterilize  an  area 
so  as  to  prevent  future  recurrences  there?  Our 
observations  of  clinical  and  autopsy  material 
would  make  for  a negative  answer.  Our  experi- 
ence with  radiation  therapy  administered  by 
competent  radiotherapists  and  with  chemother- 
apy of  various  types  would  indicate  that  previ- 
ously treated  areas  of  lymphadenopathy  do  recur 
at  the  same  site  at  some  subsequent  period  in  the 
course  of  the  disease.  This  is  particularly  true  of 
deep-seated  areas  such  as  the  mediastinum  and 
retroperitoneum. 

If  such  areas  are  not  subjected  to  immediate 
therapy,  will  they  progress  rapidly  and  continu- 
ously, thus  presenting  a more  difficult  therapeutic 
problem  at  a later  date?  Our  observations  would 
not  indicate  that  this  is  so.  As  an  example  we 
may  cite  an  instance  typical  of  many  observa- 
tions. 

A.  M.,  a twenty-seven-year-old  male,  noted 
axillary  adenopathy  in  September,  1949.  Biopsy 
indicated  Hodgkin’s  disease.  As  he  was  entirely 
asymptomatic,  no  treatment  was  given.  No  evi- 
dence of  any  continued  enlargement  or  manifesta- 
tion of  the  disease  was  noted  for  six  months. 

In  another  instance,  J.  F.,  a thirty-two-year-old 
female,  developed  generalized  lymphadenopathy  due 
to  Hodgkin’s  disease.  The  glands  remained  station- 
ary, and  the  patient  was  asymptomatic  for  almost 
two  years  without  treatment,  before  renewed  growth 
and  symptoms  appeared. 

These  instances  are  common  but  often  over- 
looked in  the  natural  desire  to  “do  something” 
when  the  diagnosis  of  a malignant  lymphoma  is 
made  on  biopsy  of  a focal  glandular  enlargement 
or  the  diagnosis  of  leukemia  made  on  an  asymp- 


tomatic patient  in  the  course  of  a routine  blood 
count. 

On  the  basis  of  the  above  discussion  we  should 
like  to  add  another  consideration  in  therapy: 
(4)  Judicious  neglect  should  play  a real  part  in 
therapy.  The  use  of  significant  therapy  for 
asymptomatic  lesions  will  add  nothing  to  the 
patient’s  comfort  or  longevity  and  may  hasten 
the  onset  of  a refractory  state. 

Perhaps  the  most  disheartening  aspect  of  ther- 
apy in  these  diseases  is  the  development  of  a 
state  of  insensitivity  wherein  the  disease  pro- 
gresses despite  higher  and  higher  therapeutic 
dosage.  One  approach  to  delaying  this  occur- 
rence is  variation  in  the  therapeutic  modalities 
employed.  In  a previous  paper  we  discussed 
some  of  the  implications  of  therapeutic  insensi- 
tivity in  regard  to  the  biochemistry  of  tumor  tis- 
sue.6 More  recently  Bethell  et  al.  have  indicated 
the  benefit  of  alternate  courses  of  nitrogen  mus- 
tard and  radiation  therapy  in  Hodgkin’s  disease.11 
Illustration  of  such  benefit  of  variation  in  therapy 
has  also  been  reported  by  Burchenal  et  al.  in  re- 
gard to  cases  of  acute  leukemia.5  A similar  view- 
point is  also  expressed  by  Piney  in  regard  to  the 
treatment  of  chronic  leukemia.12  Our  own  ex- 
perience in  cases  of  Hodgkin’s  disease  has  in- 
cluded instances  of  enhancement  of  failing  thera- 
peutic efficacy  of  nitrogen  mustards  after  pre- 
liminary treatment  with  cortisone  or  glycolytic 
inhibitors  or  renewed  benefit  of  radiation  therapy 
after  shifting  to  other  modalities  of  therapy. 

These  various  reports  and  observations  sup- 
port an  additional  generalization:  (5)  The  physi- 
cian should  avail  himself  of  the  various  modali- 
ties of  therapy  in  a sequential  manner  rather  than 
rely  on  a particular  modality  of  therapy  re- 
peatedly and  after  it  is  evident  that  diminishing 
returns  are  being  obtained. 

In  Table  I we  have  indicated  the  therapeutic 
agents  utilized  in  the  diseases  under  considera- 
tion. It  will  be  noted  that  they  have  been  evalu- 
ated as  to  efficacy,  rapidity  of  action,  and  tox- 
icity. These  evaluations  represent  an  approxima- 
tion of  our  own  experience  and  the  data  reported 
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in  the  literature.  The  range  of  evaluation  in  each 
group  has  been  arbitrarily  set  from  0 to  4.  The 
term  efficacy  is  used  to  represent  the  ability  of  an 
agent  to  relieve  the  local  and  systemic  mani- 
festations of  the  disease  such  as  adenopathy, 
hepatosplenomegaly,  leukocytosis,  hyperpyrexia, 
anemia,  etc.  It  should  also  be  pointed  out  that 
the  evaluation  refers  to  the  expected  response  of 
previously  untreated  cases.  Thus,  a value  of  4 
would  mean  that  most  previously  untreated  cases 
will  respond  with  essentially  complete  clinical  re- 
missions following  x-ray  or  nitrogen  mustards  in 
Hodgkin’s  disease.  Values  below  this  indicate 
that  a decreasing  percentage  of  cases  would  be 
affected  by  the  therapy  or  the  benefit  would  be 
less  complete. 

Evaluation  of  the  rapidity  of  action  is  pro- 
vided as  an  aid  in  the  choice  of  agent  to  be  used  in 
relation  to  the  predominating  clinical  symptoma- 
tology. Thus,  a compressing  mass  interfering 
with  respiration  requires  a rapidly  acting  agent 
such  as  nitrogen  mustards  in  Hodgkin’s  disease  or 
radiation  therapy  in  lymphosarcoma  wherein 
shrinkage  of  masses  may  be  accomplished  very 
dramatically  in  a matter  of  days. 

By  toxicity  we  mean  the  tendency  of  the 
agent  to  produce  deleterious  side-effects.  These 
may  be  so  severe  as  to  constitute  a real  hazard 
per  se,  such  as  the  enhancement  of  bleeding  tend- 
encies by  x-ray  therapy  in  acute  leukemia,  or  may 
be  merely  distressing  so  as  to  interfere  with  con- 
tinued administration  of  the  drug,  e.g.,  gastro- 
intestinal distress  induced  by  urethane. 

It  is  also  pertinent  at  this  time  to  consider 
some  more  particular  features  in  the  treatment  of 
these  diseases.  Burchenal  and  Karnofsky  have 
recently  reviewed  the  treatment  of  leukemia, 
while  Hoster  has  evaluated  some  of  the  factors 
influencing  the  response  to  therapy  in  Hodgkin’s 
disease.13-14  It  is  generally  agreed  that  x-ray 
therapy  is  to  be  preferred  for  localized  masses  due 
to  chronic  leukemia,  Hodgkin’s  disease,  or  lym- 
phosarcoma. However,  where  such  a local  tumor 
mass  is  critically  interfering  with  respiration  by 
virtue  of  pressure,  x-ray  therapy  carries  the  dis- 
advantage of  tending  to  produce  initial  swelling 
before  regression  of  the  mass.  In  such  circum- 
stances nitrogen  mustard  therapy  should  be 
considered. 

The  widespread  dissemination  of  lesions  due  to 
chronic  leukemia  are  probably  best  handled  by 
radioactive  phosphorus,  which  also  tends  to  pro- 
duce less  nausea  and  vomiting  than  conventional 
radiation  therapy.  It  should  also  be  mentioned 
that  while  the  conventional  nitrogen  mustards 
(HN2)  are  not  usually  effective  in  chronic  lym- 
phatic leukemia,  triethylene  melamine  (TEM) 
seems  to  have  an  appreciable  effect. 

From  the  standpoint  of  economy,  ease  of  ad- 


ministration, and  clinical  response,  urethane  is 
outstanding  in  the  treatment  of  chronic  myelo- 
genous leukemia.  However,  nausea  and  vomit- 
ing may  limit  its  applicability  and  continued  ad- 
ministration. This  may  be  obviated  by  the  in- 
travenous use  of  urethane.  We  employ  a drip 
method  of  administration  wherein  2 Gm.  of  ure- 
thane are  administered  in  500  cc.  of  glucose  in 
water. 

Therapy  in  acute  leukemia  is  disappointing  be- 
cause of  the  short  duration  of  the  survival  with  or 
without  therapy.  However,  dramatic  remissions 
may  be  accomplished  which  provide  temporary 
respite  from  the  effects  of  the  disease.  Unfor- 
tunately, therapeutic  response  in  this  disease  is 
characterized  by  variability,  the  basis  of  which  is 
undetermined  at  present.  Only  about  one  third 
of  the  patients  will  show  appreciable  benefit  re- 
gardless of  the  agent  employed.  It  should  also  be 
mentioned  that  antifolic  acid  compounds  and 
ACTH  or  cortisone  appear  to  be  somewhat  more 
effective  on  acute  leukemia  in  children  as  com- 
pared to  those  in  adults. 

It  is  self-evident  that  the  finer  points  in  regard 
to  treatment  cannot  be  represented  by  the  method 
of  simple  tabulation.  However,  we  feel  that  the 
presentation  of  the  data  in  Table  I will  serve  as  a 
useful  guide  to  the  relative  merits  and  limitations 
of  the  various  therapeutic  approaches  available 
at  present.  It  is  also  important  to  realize  that 
these  data  do  not  represent  the  changing  sensi- 
tivities which  occur  in  the  course  of  treatment. 
Judicious  variation  in  therapy  will  often  result  in 
surprising  benefit  and  maximal  therapeutic  re- 
sponse. This  concept  is  also  expressed  in  a re- 
cent paper  by  Sturgis  on  the  treatment  and  prog- 
nosis of  leukemias  and  allied  disorders.15 

Lacking  a real  cure  for  lymphomas  and  allied 
diseases  our  aim  must  be  the  maintenance  of  use- 
ful life  for  as  long  a period  as  possible.  It  is  only 
with  an  understanding  of  the  natural  history  of  a 
disease  as  well  as  the  benefits  and  limitations  of 
available  therapy  that  this  may  be  accom- 
plished. 

Summary 

The  therapy  of  lymphomas  and  allied  diseases 
has  been  reviewed  in  terms  of  the  biology  of  these 
conditions  and  the  available  modalities  of  treat- 
ment. We  feel  that  the  following  generalizations 
are  basic  to  rational  therapy  of  these  conditions: 

1.  At  present  we  possess  no  modality  of  ther- 
apy capable  of  cure. 

2.  Fully  developed  insensitivity  to  one  mode 
of  therapy  is  usually  associated  with  insensitivity 
to  others. 

3.  Spontaneous  remissions  are  a common  oc- 
currence in  the  natural  behavior  of  these  condi- 
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tions.  Such  remissions  often  equal  or  exceed  in 
duration  those  induced  therapeutically. 

4.  Judicious  neglect  should  play  a real  part  in 
therapy.  The  use  of  significant  therapy  for 
asymptomatic  lesions  will  add  nothing  to  the  pa- 
tient’s comfort  or  longevity  and  may  hasten  the 
onset  of  a refractory  state. 

5.  The  physician  should  avail  himself  of  the 
various  modalities  of  therapy  in  a sequential 
manner  rather  than  rely  on  a particular  modality 
of  therapy  repeatedly  and  after  it  is  evident  that 
diminishing  returns  are  being  obtained. 
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SUCCESSFUL  SHORT-TERM  TREATMENT  OF  HEART  CONDITION 


A two-week  course  of  intensive  penicillin  therapy 
has  proved  successful  in  the  treatment  of  subacute 
bacterial  endocarditis,  according  to  Drs.  Morton 
Hamburger  and  Leon  Stein,  of  the  University  of 
Cincinnati  College  of  Medicine  and  the  Cincinnati 
General  Hospital. 

Former  methods  of  penicillin  therapy  required 
from  four  to  eight  weeks  to  effect  the  same  results, 
the  eradication  of  the  bacterial  infection.  Under 
the  new  procedure,  intramuscular  or  intravenous 
injections  of  15  to  16  million  units  of  penicillin  are 
administered  daily  for  a period  of  two  weeks. 


Twelve  patients,  ranging  in  age  from  thirteen  to 
fifty-seven  years  and  with  considerable  diversity  of 
valvular  involvement,  were  so  treated  by  the  doc- 
tors. Ten  are  still  living  after  periods  ranging  from 
one  and  one-half  to  four  and  one-half  years,  giving 
a survival  rate  of  83.3  per  cent.  The  two  deaths 
which  occurred  in  the  group  studied  followed 
cessation  of  treatment,  but  autopsy  showed  that 
bacteriologic  cure  had  been  effected  in  both  patients. 
Two  of  the  12  patients  had  relapses  but  were  suc- 
cessfully treated  in  a second  two-week  course. 

— J.A.M.A.,  June  7,  1952 


FUNGICIDAL  ACTION  OF  VARIOUS  SUBSTANCES  ON  SCALP  HAIRS 
INFECTED  WITH  MICROSPORUM  AUDOUINI 

Samuel  Monash,  M.D.,  New  York  City 

{From  the  Department  of  Dermatology,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


THERE  appear  to  be  a number  of  misconcep- 
tions prevalent  among  general  practitioners 
and  even  among  dermatologists  as  to  the  efficacy 
of  many  substances  used  in  the  treatment  of  ring- 
worm of  the  scalp.  For  example,  it  is  not  unusual 
to  hear  recommended  frequent  washing  of  the 
scalp  with  tincture  of  green  soap  or  dry  cleaning 
of  infected  caps  and  garments  with  various  sol- 
vents. The  underlying  idea  is,  of  course,  that  the 
soap  and  dry  cleaning  solvents  have  a disinfectant 
action  on  infected  hairs.  As  will  be  shown,  this  is 
a false  notion.  In  order  to  clear  up  these  miscon- 
ceptions, a considerable  number  of  substances 
was  tested  for  fungicidal  action  upon  scalp  hairs 
infected  with  Microsporum  audouini,  the  organ- 
ism usually  found  in  this  vicinity. 

Procedure 

Infected  hairs  were  placed  in  test  tubes.  The 
substance  to  be  tested  was  added  to  a tube  and 
left  in  contact  with  the  infected  hair  for  fifteen 
minutes.  The, hair  was  then  rinsed  with  either 
alcohol,  acetone,  or  water  and  then  transferred  to 
a Sabouraud  slant.  Readings  were  made  in  two 
weeks.  The  results  are  shown  in  Table  I. 

Comment 

From  the  results  obtained  it  is  apparent  that 
ordinary  shampooing,  far  from  preventing  the 
spreading  of  infected  hairs,  actually,  because  of  its 
lack  of  any  fungicidal  action,  serves  mechanically 
to  spread  the  infection.  To  overcome  this,  I rec- 
ommend for  shampooing  a mixture  of  90  per  cent 
of  any  liquid  soap  with  10  per  cent  Lysol. 
This  is  spread  over  the  scalp,  thoroughly  moisten- 
ing all  the  hair,  left  in  place  for  fifteen  minutes, 
and  then  washed  off. 

Every  solvent  used  in  dry  cleaning,  from  al- 
cohol to  carbon  tetrachloride,  has  no  effect  what- 
ever on  the  viability  of  the  fungus.  Therefore 
dry  cleaning  of  infected  articles  of  wear  is  of  no 
avail.  They  should  be  either  soaked  in  10  per 
cent  Lysol  for  at  least  fifteen  minutes  or  boiled  for 
half  an  hour. 

Instruments  after  use  are  often  left  in  alcohol 
or  1 per  cent  Zephiran  solution  under  the  belief 
that  the  fungus  is  thereby  destroyed.  This  is  ob- 
viously not  so.  Such  instruments  should  be  im- 
mersed in  10  per  cent  Lysol  or  boiled  in  water  or 
oil  for  at  least  thirty  minutes. 

A number  of  substances  are  definitely  fungi- 


TABLE  I. — Results  of  Tests  for  Fungicidal  Action  on 
Scalp  Hairs 


Substance  Tested 

Result  of  Culture 

Ethyl  alcohol,  95% 

Positive 

Ethyl  alcohol,  70% 

Positive 

Ethyl  alcohol,  50% 

Positive 

Isopropyl  alcohol,  99% 

Positive 

Isopropyl  alcohol,  70% 

Positive 

Tincture  of  green  soap,  N.F. 

Positive 

Conti’s  liquid  castile  soap 

Positive 

pHisohex,  5%  mixed  with  water 

Positive 

pHisohex,  10%  mi«ed  with  water 

Positive 

Chloroform 

Positive 

Carbon  tetrachloride 

Positive 

Acetone 

Positive 

Benzine 

Positive 

Benzol 

Positive 

Xvlene 

Positive 

Toluene 

Positive 

Amyl  acetate 

Positive 

Propylene  glycol,  50%  in  water 

Positive 

Polyethylene  glycol  300,  50%  in  water 

Positive 

Polyethylene  glycol  400,  50%  in  water 

Positive 

Carbitol,  50%  in  water 

Positive 

Tincture  of  Merthiolate,  1 : 1,000 

Positive 

Zephiran,  1%  in  water 

Positive 

Podophyllotoxin,  3%  in  alcohol 

Positive 

Sodium  thiosulfate,  10%  in  water 

Positive 

Potassium  permanganate,  1%  in  water 

Positive 

Potassium  permanganate,  5%  in  water 

Positive 

Iodine,  1%  in  alcohol 

Positive 

Iodine,  2%  in  alcohol 

Negative 

Iodine,  5%  in  alcohol 

Negative 

Lysol,  5%  in  water 

Positive 

Lysol,  10%  in  water 

Negative 

Asterol  hydrochloride,  5%  in  alcohol 

Negative 

Asterol  base,  5%  in  alcohol 

N egative 

Salicylanilid  acid,  5%  in  alcohol 

Negative 

Undecylenic  acid,  5%  in  alcohol 

Negative 

cidal,  namely,  2 to  5 per  cent  tincture  of  iodine, 
10  per  cent  Lysol  in  water,  5 per  cent  Asterol 
hydrochloride  or  base  in  alcohol,  5 per  cent  un- 
decylenic  acid  in  alcohol,  and  5 per  cent  salicyl- 
anilid  in  alcohol.  It  is  possible  to  treat  many  cases 
of  ringworm  of  the  scalp  successfully  with  any  of 
these  preparations.  However,  such  treatment  is 
necessarily  prolonged  because  of  the  difficulty  of 
bringing  that  portion  of  the  infected  hair  below 
the  surface  of  the  skin  in  contact  with  the  fungi- 
cidal substance.  If  it  were  possible  to  do  this  with 
any  preparation,  a single  application  would  suf- 
fice to  cure  a case  of  ringworm  of  the  scalp.  Thus 
far,  no  substance  or  mixture  of  substances  has 
been  produced  with  sufficient  penetrating  power. 
I am  in  the  process  of  doing  some  experiments 
with  a radioactive  isotope  which  gives  promise  of 
attaining  the  necessary  degree  of  penetration.  At 
present,  however,  in  extensive  cases  of  ringworm 
of  the  scalp  due  to  M.  audouini,  epilation  with 
x-ray  is  still  the  method  of  choice. 
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Case  Reports 


SMALL  SCALE  EPIDEMIC  OF  RINGWORM  CAUSED  BY  A PET 


William  Saunders,  M.D.,  Watertown,  New  York 


A KITTEN  with  Microsporum  lanosum  infec- 
^ Mion  of  the  hair  was  the  source  of  a small 
scale  epidemic,  within  family  limits,  of  a ringworm 
infection  of  the  glabrous  skin  of  eight  human  con- 
tacts (who  consulted  four  physicians  in  all). 


Case  Report 

On  January  5,  1951,  Mrs.  J.  D.  was  bringing  home 
a newly  purchased  gray,  Angora  kitten.  On  the 
way  she  stopped  in  Watertown  to  show  the  animal 
to  a married  daughter  who,  together  with  her  nine- 
year-old  son,  petted  it.  At  home,  the  same  day, 
two  neighbors,  Mr.  W.  D.  and  his  pregnant  wife, 
came  over  to  hold  and  stroke  the  kitten.  Two 
days  later,  another  married  daughter  of  Mrs.  J.  D. 
arrived  to  admire  the  animal.  Meanwhile,  Mr.  J.  D. 
had  the  animal  inspected  and  approved  by  a veter- 
inarian. Other  contacts  of  the  kitten  were  Mrs. 
J.  D.’s  collie,  the  neighbor’s  mongrel,  and  a collie 
belonging  to  the  daughter  from  Watertown. 

On  January  14,  Mrs.  J.  D.  noted  the  appearance 
of  a rash  on  the  neck,  cheeks,  arms,  and  upper  chest 
anteriorly  (corresponding  exactly  to  the  areas  over 
which  she  allowed  the  kitten  to  romp  or  had  caressed 
it).  The  individual  lesions  were  erythematous, 
scaly  or  crusted,  and  annular,  some  having  slightly 
raised,  reddened  borders.  At  about  the  same  time, 
in  their  respective  homes,  the  one  daughter,  Mrs. 
James  D.,  and  the  other  daughter  and  her  son  no- 
ticed the  appearance  of  a similar  eruption  of  the  neck 
and  arms.  On  January  16,  Mrs.  W.  D.,  the  preg- 
nant neighbor,  went  to  the  hospital  in  labor.  Two 
days  later  she  noticed  erythematous,  scaly  macules 
on  her  arms  and  neck.  Mr.  J.  D.  became  aware  of  a 
circinate  patch  of  vesicles  on  his  left  wrist  on  Janu- 
ary 19,  while  the  neighbor,  Mr.  W.  D.,  noticed  a 
similar  eruption  on  the  dorsal  surface  of  the  second 
finger  of  his  right  hand  on  January  22.  Finally, 
all  became  aware  that  everything  was  not  going  well 
with  their  respective  dogs.  Mrs.  J.  D.’s  collie  was 
found  to  have  crusted  lesions  above  his  eyes  and  on 
the  nose  on  January  24.  There  was  no  loss  of  hair. 
At  about  the  same  time  the  collie  belonging  to  the 
Watertown  daughter  was  inspected  and  found  to 
have  sores  on  the  nose.  The  mongrel  belonging  to 


the  neighbors,  Mr.  and  Mrs.  W.  D.,  wasjound  to 
have  crusted  lesions  above  the  eyes  on  January  27. 

Mrs.  J.  D.  was  first  examined  on  January  22.  At 
that  time  direct  microscopic  examination  of  scales  of 
the  lesions  on  the  face  and  chest  show'ed  hyphae  and 
arthrospores  of  the  ringworm  type.  On  request, 
the  kitten  was  brought  in  to  the  office  on  the  follow- 
ing day.  No  inflammatory  lesions  were  seen,  but 
a motheaten  alopecia  was  noted  over  the  lower  third 
of  the  back  towards  the  tail.  Examination  under 
filtered  ultraviolet  light  imparted  greenish  fluores- 
cence to  stumps  of  hair  around  the  nose  and  eyes,  as 
well  as  on  the  lower  portion  of  the  back.  Cultures 
of  hair  from  the  kitten’s  back  were  identified  as 
M.  lanosum.  Cultures  of  scales  taken  from  Mrs. 
J.  D.  failed  to  develop  due  to  a technical  error,  but 
those  taken  from  both  Mrs.  and  Mr.  W.  D.  showed 
this  same  fungus.  Another  contact,  Mrs.  E.  S., 
turned  up  on  June  26  with  an  erythematous,  scaling 
patch,  2 cm.  in  diameter,  of  the  left  cheek.  Cultures 
of  this  also  showed  growth  of  M.  lanosum.  (This 
woman  had  come  in  contact  with  the  kitten  follow- 
ing three  months  internment  in  a veterinary  hospital, 
after  which  the  kitten  was  discharged  as  cured.  It 
was  finally  done  away  with  when  this  last  case  came 
to  light.) 

Comment 

It  is  not  known  whether  the  hair  of  the  three  dogs 
was  involved.  It  was  reported,  however,  that  all 
three  were  discharged  by  a veterinarian  in  about 
two  weeks  time  free  of  sores.  No  laboratory  tests 
were  made,  but  on  the  basis  of  clinical  and  pre- 
sumptive evidence  the  dogs  were  maintained  to  have 
ringworm  contracted  from  the  same  kitten.  All 
patients  involved  were  relieved  of  the  infection 
within  four  to  eight  weeks  with  assorted  topical 
applications,  whereas  the  kitten  with  infection  of 
the  hair  in  the  absence  of  inflammation  failed  to  re- 
spond to  treatment  given  by  a veterinarian. 
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I wish  to  thank  Terry  Montague,  M.D.,  District  Health 
Officer  of  the  New  York  State  Department  of  Health,  for  his 
kind  cooperation. 


A man  must  not  swallow  more  beliefs  than  he  can  digest.— Havelock  Ellis 
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AN  ABERRANT  LACTATING  BREAST  OF  THE  AXILLA 


Nathan  Masor,  M.D.,  Staten  Island,  New  York 


( From  the  St.  Vincent's  Hospital) 

A N ABERRANT  breast  is  one  type  of  accessor}' 
mammary  tissue  usually  located  in  a line  run- 
ning from  the  axilla  onto  the  abdomen  and  vulva, 
the  so-called  crista  lactea.  In  contrast  to  the  super- 
numerary breast  which  possesses  nipple,  or  areola, 
or  both,  the  aberrant  breast  is  without  either.1  Al- 
though considered  common  and  usually  first  noted 
during  lactation,  the  aberrant  lactating  breast  is 
rather  infrequently  reported  in  the  literature.  This 
is  surprising  in  view  of  the  fact  that  in  contrast  to 
the  supernumerary  breast  which  rarely  undergoes 
malignant  change,2  the  aberrant  breast  is  particu- 
larly liable  to  carcinoma.3  The  purpose  of  this 
report  is  to  record  the  development  of  an  aberrant 
axillary  breast  during  lactation,  its  clinical  regres- 
sion to  date,  and  to  raise  the  question  of  its  prophyl- 
actic removal  prior  to  regression. 

Case  Report 

An  eighteen-year-old,  white,  primiparous  female 
was  delivered  of  a normal,  full-term  female  in- 
fant on  November  26,  1951,  at  St.  Vincent’s  Hospi- 
tal, Staten  Island.  The  total  labor  was  uneventful 
and  lasted  sixteen  hours.  Two  days  postpartum 
both  breasts  were  well  filled,  and  the  infant  was 
nursing  adequately.  However,  for  the  first  time  the 
patient  complained  of  severe  pain  in  the  right  axilla. 
Physical  examination  revealed  a single,  spheric  soft 
mass,  approximately  7 by  7 cm.,  in  the  right  axillary 
line,  of  the  same  consistency  as  breast  and  tender  to 
the  touch.  There  were  no  other  departures  from 
the  normal  lactating  state. 

On  further  inquiry,  the  patient  recalled  noticing 
a mass  the  size  of  a small  pea  in  the  right  axilla  dur- 
ing the  eighth  month  of  pregnancy  which  remained 
quiescent  until  delivery.  The  antenatal  course 
was  otherwise  normal.  The  patient  was  Rh  nega- 
tive, but  no  anti-Rh  antibodies  were  present.  A 
diagnosis  of  aberrant  right  axillary  breast  was  made. 
The  infant  was  taken  off  the  breast  and  stilbestrol, 
1 mg.  three  times  daily,  was  begun  two  days  after 
delivery. 

The  following  day  the  breasts  were  softer,  and 
the  axillary  tissue  became  smaller  in  size.  The 
same  progress  continued  until  the  patient  was  dis- 
charged on  the  fifth  day  postpartum.  She  was  told 
to  continue  the  same  daily  dosage  of  estrogen  for 
one  week.  Two  weeks  after  delivery  the  axillary 
tissue  was  reduced  to  ll/2  cm.  in  diameter.  Estro- 
gen was  continued  for  three  weeks,  at  which  time 
all  evidence  of  aberrant  breast  tissue  was  gone. 
There  were  no  palpable  masses  in  the  axillae,  breasts, 
abdomen,  or  groin.  Over  a period  of  two  additional 
months  the  patient  has  had  her  usual  menstrual 
periods  without  any  axillary  masses  palpable.  The 
appearance  of  both  axillae  were  identical  without 
any  fullness  in  the  right  axilla  to  suggest  prior  re- 
cent existence  of  an  aberrant  breast. 

Comment 

There  seems  to  be  generalized  agreement  that 
aberrant  mammary  tissue  is  more  prone  to  malig- 
nant change  than  the  normal  breast.4  Fibro- 


adenoma and  more  frequently  carcinoma  are  the 
types  reported  in  aberrant  breasts.  Geshichter’s 
series  of  seven  cases,  all  in  the  axillae,  occurred  in 
nonlactating  aberrant  breasts  in  women  from  the 
ages  of  thirty-nine  to  sixty-seven  and  were  2 to  8 
cm.  in  size.1  Three  of  these  were  scirrhous  car- 
cinomas, three  medullary  carcinomas,  and  one  was 
an  adenoma.  In  all  of  these  cases  the  normally 
placed  breasts  were  free  of  tumors.  It  is  surprising 
that  there  are  such  infrequent  references  in  the 
literature  to  the  aberrant  breast  in  view  of  the  gen- 
eralized agreement  concerning  its  frequency  and 
its  marked  tendency  to  malignant  degeneration. 
There  is  occasional  disagreement  as  to  the  possi- 
bility of  malignancy  of  the  aberrant  breast,5  but 
this  is  usually  due  to  failure  to  differentiate  aber- 
rant breast  from  supernumerary  breast.  Why  the 
aberrant  breast  should  be  more  prone  to  carcinoma 
than  the  normally  placed  breast  or  supernumerary 
breast  is  a moot  point.  All  three  are  considered  to 
be  modified  sweat  glands,  because  their  develop- 
ment is  similar  and  in  lower  mammals  their  struc- 
ture is  the  same.6 

There  are  several  speculative  questions  that  the 
case  described  raises.  First,  should  the  lactating 
aberrant  breast  be  removed  prior  to  complete  re- 
gression for  the  purpose  of  histologic  study,  or 
should  regression  be  allowed  to  proceed  completely 
and  thus  risk  the  chance  of  future  recurrence  with 
its  malignant  implications?  Second,  if  it  is  allowed 
to  regress,  is  estrogen  to  be  recommended  or  to  be 
condemned  since  it  is  a carcinogenic  agent? 

It  is  interesting  to  note  that  the  patient  herself 
noted  a small  node  in  the  right  axilla  beginning  in 
the  eighth  month,  although  not  discovered  until 
actually  lactating.  It  would  seem  advisable  there- 
fore that  in  addition  to  the  usual  routine  of  ante- 
natal care  a search  be  added  for  enlarged  nodes  along 
the  embryologic  nipple  line. 

Summary  and  Conclusions 

A case  of  an  aberrant  lactating  breast  of  the  axilla 
with  complete  clinical  regression  under  estrogen 
therapy  is  described.  The  question  of  surgical 
intervention  in  the  lactating  state  is  introduced  in 
view  of  the  tendency  toward  malignancy  of  this 
anomaly. 
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BRONCHIAL  OBSTRUCTION  DUE  TO  TUBERCULOUS  LYMPHADENITIS, 
ILLUSTRATING  OBSTRUCTIVE  EMPHYSEMA  FOLLOWED  BY  ATELECTASIS 


Emanuel  Schwartz,  M.D.,  New  York  City 

(From  the  Bedford  Chest  Clinic  of  the  Bureau  of  Tuberculosis,  New  York  City  Department  of  Health) 


'’TUBERCULOUS  lymph  nodes  are  known  to  pro- 
duce  many  types  of  changes  in  the  lung  depend- 
ing on  their  location,  size,  and  dynamic  status.  In 
such  instances,  abnormal  hilar  shadows  may  consist 
of  various  anatomic  substrata,1  such  as  hypertrophy 
of  lymphoid  tissue  with  general  hyperemia,  edema, 
and  a specific  tuberculous  focus  in  the  node.  Tuber- 
culous nodes  may  heal  or  proceed  to  caseation,  the 
latter  occasionally  perforating  the  bronchus  or  in- 
vading the  blood  or  lymph  stream,  with  all  the 
manifestations  of  such  dissemination.2'3  Bron- 
chial compression  due  to  enlarged  nodes  may  lead 
to  evidence  of  obstructive  emphysema  or  atelectasis 
depending  on  the  degree  of  obstruction.4,6  In  the 
following  case  report  the  various  degrees  of  bron- 
chial compression  by  tuberculous  nodes,  causing 
obstructive  emphysema,  a return  of  the  mediastinum 
to  the  midline,  and  the  development  of  atelectasis  are 
all  demonstrated  roentgenographically.  The  benign 
outcome  of  this  case  was  not  considered  unusual  for 
this  type  of  disease. 

Case  Report 

W.  M.,  a seventeen-month-old  negro  female  child, 
was  admitted  to  the  Bedford  Chest  Clinic  on  July 
11,  1947,  as  a contact  to  her  mother  who  had  died  of 
pulmonary  tuberculosis  four  months  previously. 
The  patient  was  found  to  be  suffering  from  a cough 
and  wheeze  for  the  past  four  to  five  months.  Physi- 
cal examination  disclosed  absent  breath  sounds 
over  the  entire  left  chest,  with  an  occasional  wheeze. 


Fig.  1.  Inspiration  film;  obstructive  emphysema, 
left  side. 


Fig.  2.  Expiration  film.  Trachea  and  medias- 
tinum shifted  to  right.  Large  hilar  node  on  left 
with  some  midlung  infiltration. 


Fig.  3.  Enlarged  hilar  node  evident  on  lateral  view. 
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Fig.  4.  Heart  and  mediastinum  have  returned 
to  midline.  Calcific  deposits  in  left  hilum  and  in 
left  lung  field  are  now  visible. 


Mantoux  test  in  dilution  of  1 : 100,000  was  1 plus. 
Chest  roentgenogram  demonstrated  emphysema 
of  the  left  lung  field  and  a density  in  the  left  hilum, 
with  the  heart  and  mediastinum  shifted  to  the  left 
in  inspiration  and  to  the  right  in  expiration  (Figs. 
1,  2,  and  3).  The  patient  was  diagnosed  as  having 
active  primary  tuberculosis  with  obstructive  em- 
physema of  the  left  lung  due  to  pressure  of  nodes 
on  the  main  bronchus. 

She  was  admitted  to  Kings  County  Hospital  on 
October  16,  1947,  where  serial  roentgenograms  re- 
vealed no  change.  Gastric  contents  were  positive 
for  tubercle  bacilli  on  December  18,  1947,  and  Feb- 
ruary 13,  1948.  She  was  transferred  to  Sea  View 
Hospital  on  March  5,  1948,  where  further  radio- 
graphic  studies  revealed  the  gradual  return  of  medi- 
astinum and  heart  to  the  midline  (Fig.  4).  On 
October  29,  1948,  within  a period  of  twenty-four 
hours,  there  was  a dramatic  change  indicative  of 
complete  atelectasis  of  the  left  lung,  with  the  heart 
and  mediastinum  drawn  far  to  the  left  (Fig.  5). 
During  the  next  few  months,  gradual  aeration  of 
the  left  lung  was  observed.  By  October  19,  1949, 
the  left  lung  showed  evidence  of  complete  aeration 
with  residual  calcification  in  the  left  hilar  and  mid- 
lung regions  with  the  heart  and  mediastinum  again 
in  the  midline  (Fig.  6).  Bronchoscopy  was  not  per- 
formed. 

Bacteriologic  study  of  the  gastric  extractions  failed 
to  show'  the  presence  of  Mycobacterium  tubercu- 
losis either  on  smear  or  culture  since  October  19, 
1949.  At  no  time  did  the  patient  receive  antimicro- 
bial therapy. 

Follow-up  examinations  at  the  Bedford  Chest 
Clinic  from  January  12,  1950,  to  May  10,  1951, 
showed  no  change  in  roentgenograms.  The  patient 
has  remained  asymptomatic  and  is  now  regarded  as 
a healed  case  of  primary  tuberculosis. 

Summary 

A case  of  active  primary  tuberculosis  is  presented 


Fig.  5.  Atelectasis  of  left  lung. 


Fig.  6.  Film  unremarkable  except  for  residual 
calcific  deposits. 


in  which  tuberculous  hilar  nodes  caused  first  ob- 
structive emphysema  and  then  atelectasis  of  the 
left  lung,  with  eventual  recovery. 
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WATERHOUSE-FRIDERICHSEN  SYNDROME  ASSOCIATED  WITH  SEPTIC 
ABORTION  AND  SICKLE  CELL  DISEASE 

Max  Schneider,  M.D.,  William  S.  Goldfarb,  M.D.,  and  Morton  B.  Wallach,  M.D., 
New  York  City 

( From  the  Gynecologic  and  Medical  Services  of  the  Sydenham  Hospital ) 


VT^E  ARE  reporting  a case  of  self-induced  abor- 
tion  with  exitus  which  was  associated  with 
sickle  cell  anemia,  infection,  and  vascular  collapse. 
The  two  latter  characteristics  have  been  designated 
as  typical  of  the  Waterhouse-Friderichsen  syndrome. 

Case  Report 

A thirty-year-old,  single,  Negro  female  entered 
Sydenham  Hospital  on  July  26,  1951,  with  a com- 
plaint of  lower  abdominal  pain  and  vaginal  bleeding 
of  two  days  duration.  She  had  had  one  normal 
spontaneous  delivery  and  two  previous  induced 
abortions.  The  menstrual  history  was  otherwise 
normal.  An  amenorrhea  was  present  for  the  past 
two  months;  her  last  menstrual  period  occurred  on 
May  24, 1951. 

The  patient  had  been  previously  admitted  to  the 
hospital  on  July  21,  1948,  for  a dermatitis  medica- 
mentosa caused  by  the  ingestion  of  barbiturates.  A 
routine  blood  test  had  been  done  at  that  time,  and 
it  showed  red  blood  cells  3,700,000,  10.9  Gm.  hemo- 
globin, and  a negative  sickling  test. 

About  one  week  prior  to  admission,  the  patient 
stated  that  she  had  attempted  to  induce  an  abortion 
by  the  insertion  of  a toothbrush.  A few  days  after 
this,  she  entered  the  hospital  because  of  abdominal 
pain,  fever,  and  vaginal  bleeding. 

On  examination,  the  patient  appeared  acutely  ill 
and  apparently  in  pain.  The  abdomen  was  not  dis- 
tended, and  no  masses  could  be  felt;  however,  the 
lower  half  of  the  abdomen  was  rigid  and  tender  with 
rebound  tenderness.  Pelvic  examination  revealed 
a bloody  vaginal  discharge.  The  cervix  was  firm, 
pointed  posteriorly,  and  was  not  tender  on  motion. 
The  uterus  was  enlarged  to  the  size  of  an  eight  weeks 
gestation,  doughy  in  consistency,  and  tender  to 
palpation.  There  were  no  masses  in  the  adnexal 
region,  but  some  infiltration  and  tenderness  were 
present.  Speculum  examination  of  the  cervix 
showed  no  marks  of  tenaculum  points  or  any  other 
signs  of  trauma. 

Her  temperature  was  103  F.,  pulse  rate  120,  res- 
pirations 24,  blood  pressure  98/68.  Urine  analysis 
on  the  day  of  admission  W'as  normal.  Blood  ex- 
amination showed  10  Gm.  hemoglobin,  red  blood 
cells  3,500,000,  white  blood  cells  7,100  with  81  per 
cent  polymorphonuclear  cells,  5 per  cent  band 
forms,  and  14  per  cent  lymphocytes. 

For  ten  days  the  patient  received  600,000  units  of 
aqueous  procaine  penicillin  intramuscularly  daily, 
and  simultaneously  a triple  sulfa  medication  was 
given  for  the  first  six  days.  Sedation,  iron,  and  vita- 
mins B and  C were  also  given.  On  the  third  day 
after  admission,  her  temperature  had  become  normal 
and  remained  so  until  the  eleventh  day. 

On  the  eleventh  hospital  day  the  patient  appeared 
to  be  in  good  condition  but  had  a rather  persistent 
anemia.  Because  of  this,  a whole  blood  transfusion 
was  ordered.  After  about  25  cc.  of  the  blood  had 
been  given,  she  went  into  a state  of  collapse  with  her 
blood  pressure  falling  to  60/40,  a thready  pulse  of 
158,  cold  clammy  skin,  cyanosis,  and  air  hunger. 


She  also  complained  of  severe  pain  in  the  lower  back. 

The  transfusion  was  stopped  immediately. 

She  was  seen  at  once  by  a member  of  the  visiting  v 
staff  who  ordered  another  transfusion  of  a pint  of 
carefully  cross-matched  blood.  During  the  next 
ten  hours  the  patient’s  condition  showed  no  im- 
provement, although  she  received  1,000  cc.  of  blood 
(with  no  reaction),  1,000  cc.  of  5 per  cent  glucose  in 
normal  saline,  and  1,000  cc.  of  5 per  cent  glucose  in 
distilled  water.  The  medical  consultant  suggested 
that  this  could  be  a case  of  adrenal  cortical  exhaus- 
tion and  damage  and  might  be  influenced  benefici- 
ally by  the  administration  of  cortisone.  With  this 
in  view,  25  mg.  of  cortisone  were  given  intramuscu- 
larly, but  the  patient’s  condition  became  worse,  the 
temperature  rising  to  104  F.  Anuria  had  developed 
and  persisted  leading  to  the  belief  that  there  might 
be  a lower  nephron  nephrosis  caused  by  the  first 
transfusion  reaction.  She  expired  thirty-two  hours 
after  the  onset  of  shock. 

Since  the  patient  had  a criminal  abortion,  an 
autopsy  was  performed  by  a city  medical  examiner, 

Dr.  B.  M.  Vance,  who  gave  the  following  findings: 
Healing  perforation  of  the  right  side  of  the  fundus  of 
the  uterus;  there  was  no  evidence  of  peritonitis. 
Lungs  showed  no  evidence  of  pulmonary  emboli  or 
consolidation.  Kidneys  showed  no  evidence  of  an 
incompatible  blood  transfusion  or  lower  nephron 
nephrosis.  Hemorrhagic  and  minute  necrotic  areas 
in  the  spleen,  kidneys,  liver,  and  other  organs  were 
present.  The  organs  throughout  the  body  showed 
hemorrhagic  areas  and  definite  sickling.  There  was 
sufficient  evidence  to  diagnose  sickle  cell  disease. 
There  was  gross  hemorrhage  of  the  adrenals,  and  in 
the  pathologist’s  opinion,  this  was  the  immediate 
cause  of  death. 

Comment 

This  case  presents  several  interesting  points  for 
consideration : 

1.  The  patient  had  perforated  her  uterus  while 
attempting  a self-induced  abortion.  This  un- 
doubtedly produced  severe  physiologic  stressors 
(Selye),  but  with  the  help  of  antibiotics,  chemo- 
therapy, and  other  supportive  measures,  she  was 
making  a satisfactory  recovery.  This  was  inter- 
rupted, however,  when  she  was  subjected  to  an  addi- 
tional physiologic  stress  resulting  from  a transfusion 
which  produced  a reaction.  The  latter  may  have 
been  the  “last  straw”  to  produce  the  terminal  ex- 
haustion of  adrenal  hormones  which  had  already 
been  depleted  by  recent  physiologic  stressors. 

2.  The  presence  of  sickle  cell  disease  in  this  pa- 
tient with  its  tendency  to  produce  hemorrhage  into 
organs  may  have  predisposed  this  patient  to  adrenal 
hemorrhage  at  the  slightest  provocation,  such  as  a 
transfusion  reaction. 

3.  The  pathologic  picture  of  adrenal  hemorrhage 
and  the  clinical  picture  of  vascular  collapse  fit  in 
very  well  with  the  syndrome  described  by  Water- 
house  and  Friderichsen  in  severe  infectious  states. 
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Summary 

We  have  presented  a case  of  Waterhouse-Frider- 
ichsen syndrome  occurring  in  a patient  who  had  a 
septic  abortion,  perforated  uterus,  sickle  cell  disease, 
and  a reaction  to  a blood  transfusion.  The  diagnosis 
of  acute  adrenal  insufficiency  was  made  clinically 
and  confirmed  by  postmortem  findings.  Wherever 
vascular  collapse  occurs,  one  must  consider  acute 
adrenal  insufficiency  as  a possible  cause.  Successful 
therapy  is  now  available  through  the  administration 
of  cortisone. 

935  Park  Avenue 
910  Grand  Concourse 
949  East  156th  Street 

We  wish  to  thank  Dr.  B.  M.  Vance  of  the  Medical  Ex- 
aminer’s Office,  City  of  New  York,  for  his  cooperation  and 
assistance  and  for  providing  us  with  the  autopsy  data  for  thi9 
case. 

Addendum 

Since  writing  the  above  report,  another  case  of 
clinically  diagnosed  Waterhouse-Friderichsen  syn- 
drome was  seen  on  the  obstetric  service.  This  pa- 
tient responded  to  large  doses  of  cortisone  with  a 
complete  recovery.  The  following  is  a summary  of 
this  case. 

A thirty-four-year-old,  five  months  pregnant 
Negro,  gravida  4,  Para  3,  was  admitted  to  the 
medical  service  of  Sydenham  Hospital  on  March  16, 
1952.  She  had  a cough,  fever  of  105.8  F.,  shortness 
of  breath,  bronchial  breathing,  and  crepitant  rales 
in  the  entire  right  chest.  A diagnosis  of  lobar  pneu- 
monia was  madfe,  which  was  subsequently  confirmed 
by  x-ray,  and  a positive  blood  culture  for  hemo- 
lytic streptococcus  was  obtained.  Treatment  with 
aqueous  penicillin,  600,000  units  intramuscularly 
twice  daily,  was  started. 

On  the  date  of  admission,  the  patient  went  into 
active  labor.  After  one  hour  and  twenty-five 
minutes  of  labor,  she  delivered  a living  male  infant 
weighing  1 pound,  7 ounces.  Her  immediate  post- 
partum condition  was  good.  A normal  amount  of 
blood  loss  accompanied  the  delivery. 

During  morning  rounds  on  March  17  (9:00  a.m.) 
the  patient  was  found  to  be  in  collapse  with  the 
following  signs  and  symptoms:  (1)  imperceptible 

blood  pressure,  (2)  weak,  thready  pulse,  and  (3) 
cold,  moist  skin.  Her  sensorium,  however,  was 
apparent.]}'  normal.  There  was  no  evidence  of 
bleeding,  and  the  normal  lochia  rubra  was  present. 


Temperature  was  normal.  Uterus  was  well  con- 
tracted and  was  two  fingers  below  the  umbilicus. 

Immediate  blood  transfusion  was  started  in  one 
arm,  with  plasma  going  into  the  other  arm.  A total 
of  500  cc.  of  whole  blood,  500  cc.  of  plasma,  1,000 
cc.  of  glucose  in  saline,  and  500  cc.  of  glucose  in 
distilled  water  was  given.  The  blood  transfusion 
was  discontinued  when  the  blood  count  was  reported 
red  blood  cells  4,550,000  and  hemoglobin  13  Cm. 
(83  per  cent)  and  white  blood  cells  10,600  with 
polymorphonuclears  40  per  cent  and  lymphocytes 
60  per  cent. 

The  medical  consultant  found  the  vascular  col- 
lapse still  present  in  spite  of  this  therapy,  and  he 
suggested  Neo-Synephrine,  4 cc.  in  1,000  cc.  of 
intravenous  fluid.  The  blood  pressure  became  ele- 
vated to  92/52,  but  on  the  completion  of  the  intra- 
venous drip,  the  patient  went  back  into  a state  of 
shock. 

All  of  this  therapy  did  not  bring  the  patient  out  of 
vascular  collapse  which  had  been  intermittently 
present  for  eight  hours.  Following  our  making  a 
diagnosis  of  Waterhouse-Friderichsen  syndrome 
clinically,  treatment  with  cortisone  was  instituted. 
The  therapy  consisted  of  100  mg.  of  cortisone  intra- 
muscularly every  four  hours  for  three  doses.  Within 
one  hour  after  the  starting  of  cortisone  therapy,  the 
patient  came  out  of  vascular  collapse  with  blood 
pressure  90/64  and  pulse  110  per  minute.  The 
patient  showed  continued  improvement  to  complete 
recovery. 

On  the  next  day,  the  patient  was  given  100  mg. 
cortisone  intramuscularly  twice  daily,  and  on  the 
third  day  only  one  dose  of  75  mg.  was  given  intra- 
muscularly. It  was  deemed  advisable  to  stop  corti- 
sone after  the  third  day  because  of  the  fear  that  it 
might  interfere  with  the  normal  healing  process  so 
essential  to  the  resolution  of  the  pneumonia.  The 
patient  was  also  given  penicillin,  aqueous  suspension, 
600,000  units  intramuscularly  twice  daily,  and  terra- 
mycin,  500  mg.  at  once  with  250  mg.  every  four 
hours  thereafter. 

Comment. — The  diagnosis  of  Waterhouse-Fride- 
richsen syndrome  was  made  clinically  on  the  follow- 
ing basis:  (1)  a severe  infection  with  a hemolytic 
streptococcus  positive  blood  culture,  (2)  the  stresses 
physically  and  emotionally  associated  with  the 
delivery  of  a five-month  pregnancy,  and  (3)  the 
signs  of  collapse  were  there  as  evidenced  by  the 
severe  drop  in  the  blood  pressure  and  the  other 
clinical  symptoms. 

Cortisone  definitely  helped  this  patient  to  recover 
from  collapse  after  blood,  fluids,  and  Neo-Syne- 
phrine failed  to  do  so. 


THE  HEALTH  OF  THE  STATE 

New  York  State  residents  were  in  the  pink  of 
condition  during  1951,  the  State  Health  Department 
has  reported.  New  low  records  were  set  in  the 
death  rates  from  many  important  causes,  while  the 
birth  rate  was  the  second  highest  in  thirty  years. 

Uncertainty  about  world  conditions,  which  neces- 
sarily affects  the  lives  of  individuals  and  families, 
has  not  yet  affected  their  physical  well-being.  The 
Department  noted  also  that  the  suicide  rate,  which 
might  be  considered  a rough  index  of  the  emotional 
stability  of  the  people,  was  the  lowest  ever  experi- 
enced. 

The  number  of  births  recorded  during  1951  was 
318,000,  more  than  15,000  above  the  corresponding 
total  in  1950,  and,  except  for  the  record  high  of 


325,000  in  1947,  the  highest  ever  recorded.  The 
birth  rate  of  21.1  per  1,000  population  ran  second 
only  to  1947. 

The  1951  death  rate  of  10.5  was  the  lowest  ever 
experienced,  although  the  degree  of  improvement 
is  not  clearly  shown  because  the  proportion  of  old 
persons,  among  whom  mortality  is  inevitably  high, 
has  increased.  If  the  age  distribution  of  the  popu- 
lation in  1951  had  been  the  same  as  in  1940,  the 
death  rate  would  have  been  19.2 — a decrease  of  17 
per  cent  over  the  past  decade. 

A drop  of  36  pei;  cent  since  1940  was  recorded  in 
the  infant  mortality  rate,  which  set  a new  low  of 
23.7  per  1,000  live  births.  Maternal  mortality, 
4.9  per  10,000  live  and  still  birt  hs,  also  set  a new  low, 
and  was  less  than  one  fifth  of  the  rate  in  1940. 


Special  Articles 

BUFFALO  GENERAL  HOSPITAL  DEDICATION 

Deane  W.  Malott,  L.L.D. , Ithaca,  New  York 
( President , Cornell  University) 


'THE  dedication  of  a great  building  project  is 
always  an  auspicious  occasion,  for  it  serves  as  a 
further  link  in  the  progress  of  mankind  on  its  way 
from  the  ancient  past  to  the  endless  future;  it 
attests  to  another  milestone  in  man’s  ability  to  work 
together  in  the  ever-changing  kaleidoscope  of  our 
civilization.  Endless  people  gave  of  their  abilities, 
of  their  time,  of  their  substance;  men  were  trusted, 
each  in  his  own  field  of  competence;  men  gave 
generously  for  the  good  of  the  future  of  many 
others. 

This,  then,  is  a heartening  event  coming  at  the 
outset  of  a new  year  with  all  of  its  hope  for  the  future. 
No  one  somehow  felt  too  badly  about  the  passage 
into  history  of  1951,  filled  as  it  was  with  its  Korea, 
its  gargantuan  public  debt,  its  defections  of  trust  in 
high  places,  its  mounting  taxes,  its  instability,  and 
its  insecurity.  Perhaps  few  years  have  ever  seen 
greater  hopelessness  and  human  misery,  the  hope- 
lessness born  of  man’s  failure  to  find  in  such  large 
areas  of  the  globe  any  answer  to  large-scale  physical 
suffering  and  want,  any  answer  to  the  baffling  eco- 
nomic, social,  and  political  questions  in  this  turbulent 
day  and  time. 

So  it  is  with  relief  that  we  take  stock  at  the  year’s 
end,  write  off  the  wastes  and  the  errors,  and  the 
ineffectiveness  of  1951 — and  gird  ourselves  for 
1952,  which  surely  can  be  no  worse  a year — and 
may  be  better. 

And  there  does  come  on  such  an  occasion  as  this  a 
renewed  faith  in  the  motives  and  actions  of  men,  as 
we  stare  down  the  long  road  of  the  years  ahead  and 
think  of  the  untold  benefactions,  the  unselfish 
devotion  to  service,  the  sheer  “trying”  in  the  rugged 
problem  of  the  care  and  prevention  of  sickness, 
which  this  building  will  witness  as  it  serves  its  day 
and  time — a place  where  the  torch  of  medical 
learning  and  service  shall  be  passed  down  the  genera- 
tions, where  youth  and  maturity  shall  meet  imagina- 
tively and  vigorously  in  that  great  congeries  of 
effort  which  we  call  education. 

I am  proud  to  be  the  bearer  of  felicitations  from 
a sister  institution  in  this  State,  Cornell  University, 
for  we  have  much  together,  not  the  least  of  which  is 
mutual  respect  in  our  common  objectives  of  educa- 
tion and  of  service — a service  which  becomes  the 
more  stimulating  because  we  offer  it  in  a time  of 
tantalizing  change,  when  the  visibility  is  low  and 
when  there  is  so  much  faith  required  of  us  all. 

I come  also  with  a great  sense  of  humility,  for  I 
have  been  for  many  years  an  administrative  officer 
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dition to  the  Buffalo  General  Hospital,  Buffalo,  New  York, 
January  12,  1952. 


in  higher  education  and  know  something  of  the 
problems  which  a great  hospital  must  face,  of  the 
courage  which  is  required  to  build  it,  of  the  financial 
uncertainties  born  of  an  inevitably  high-cost  opera- 
tion, and  of  the  swirling  menace  of  inflation.  I 
am  aware  of  something  of  the  pressures  which  you 
have,  and  the  discouragements,  the  shattered 
dreams,  the  constant  hope  which  must  mark  the 
trail  of  your  magnificent  accomplishment. 

It  requires  boldness  to  steer  the  University  of 
Buffalo  School  of  Medicine  and  the  hospitals  allied 
with  it — boldness  and  courage  and  belief  in  the 
future.  You  have  the  dubious  privilege  of  being  a 
private  university  school  of  medicine  and  a private 
hospital  operation,  and  I know  you  must  look 
occasionally  with  jealous,  if  not  jaundiced,  eye  at 
the  public  institutions  with  staunch  plumbing  under 
vacuum  pressure  straight  into  the  public  purse. 

Yet  you  have  much  to  be  thankful  for  in  your 
private  status,  much  freedom  of  action,  and  ability 
to  fight  the  hazards  which  face  all  medical  education 
and  service  today. 

Your  medical  school  is  one  of  some  78  medical 
schools  in  the  United  States.  Some  30  are  separated 
from  the  main  campuses  of  their  respective  institu- 
tions by  so  many  miles  that  contact  among  the 
faculties,  that  pervasive  influence  which  makes  a 
university’s  greatness,  tends  to  be  weakened.  And 
with  that  gulf  of  physical  distance,  which  should  be 
bridged  with  even  a four-mile  gap,  centrifugal  forces 
are  inevitably  set  up  which  tend  to  throw  the  medical 
schools  into  the  orbits  of  the  practicing  hospitals, 
with  the  tendency  then  to  become  more  vocational 
adjuncts  of  these  often  large  and  tenuously  financed 
service  organizations. 

Medical  schools  as  component  divisions  of  univer- 
sity organizations  largely  followed  the  famous 
Flexner  report  of  1910.  It  was  then  that  they  emer- 
ged from  the  trade  school  status  to  pass  under 
university  aegis.  It  was  a protest  against  the  didac- 
tic type  of  instruction  which  had  passed  for  medi- 
cal education.  You  have  here  at  Buffalo  the  physi- 
cal opportunity  to  take  full  advantage  of  your  posi- 
tion as  part  and  parcel  of  a distinguished  university. 

The  university  influence  has  been  broadened  in 
recent  years  to  invoke  the  “medical  center”  concept, 
of  a congeries  of  activities,  dovetailed  with  careful 
precision  into  a great  center  of  teaching,  research, 
and  service,  not  only  involving  medicine  but  nursing, 
medical  technicians,  medical  and  psychiatric  social 
service,  and  physical  therapy. 

Here  in  these  coordinated  centers  are  to  be  found 
the  whole  of  the  healing  arts,  integrated  into  one 
basic  concept.  There  is  the  important  and  funda- 
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mental  undergraduate  medical  training,  the  back- 
bone of  the  teaching  aspects  of  the  enterprise. 
There,  too,  is  the  graduate  medical  training,  of 
growing  importance  coming  to  be  an  essential  part 
of  the  training  process,  as  medical  science  prolifer- 
ates and  the  standards  of  training  are  set  at  higher 
and  ever  higher  levels.  In  this  graduate  division 
are  the  interns,  the  residents  pursuing  courses  of 
often  several  years  duration,  as  well  as  students  for 
advanced  degrees  in  the  basic  and  preclinical  medical 
sciences.  Medical  research  is  a part  of  the  whole, 
growing  in  importance  as  foundation  and  public 
funds  stream  into  widespread  and  dramatic  effort, 
to  make  life  itself  a continuing  possibility  in  a world 
of  increasing  worry  and  strain  and  tension.  The 
fact  that  research  may  also  contribute  valiantly 
its  overhead  charges  to  the  support  of  the  whole 
project  is  both  an  assuaging  administrative  relief 
and  a danger  signal,  that  a tail  may  wag  the  dog, 
and  that  the  fundamental  purpose  of  teaching  and 
service  may  be  relegated  to  secondary  importance 
and  hence  weakened  under  the  beckoning  sirens  of 
research  money’s  availability. 

Then,  too,  there  is  the  ever-widening  extension 
and  coordination  of  medical  service,  for  which  this 
new  wing  will  stand  particular  sponsor.  For  the 
concept  of  hospital  service  is  changing  to  meet  the 
growing  consciousness  of  what  a great  hospital  has 
to  offer.  When  the  first  general  hospital  was  estab- 
lished more  than  two  hundred  years  ago,  it  was  in 
typical  pattern  a place  where  sick  people  died.  It 
is  now  a place  where  sick  people  are  cured,  where 
ambulatory  and  bed  patients  both  are  diagnosed  and 
treated,  where  rich  and  indigent  alike  are  served, 
where  community  health  is  studied,  tv  he  re  whole 
families  are  served  in  all  their  physical  and  mental 
needs,  where  coordinated  specialties  and  services 
are  integrated  into  a tremendous  agglomeration  of 
medical  abilities  and  technics.  Nowhere  is  man’s 
genius  for  organization  and  accomplishment  more 
evident. 

Nowhei’e,  too,  is  there  a greater  feeling  of  responsi- 
bility to  society — a selfless  yet  organized  devotion 
found  nowhere  else  in  the  social , political,  or  economic 
structure.  In  addition  to  the  basic  sciences  of  pre- 
clinical medicine,  these  medical  centers  today  are 
delving  into  the  mysteries  of  maladjustment  far 
beyond  the  sheer  medical  care  of  physical  symptoms, 
until  today  it  is  not  uncommon  to  find  not  only 
psychiatrists,  but  psychologists,  sociologists,  anthro- 
pologists, recreation  and  family  relations  specialists, 
and  a variety  of  therapeutic  technicians  to  assure 
proper  consideration  not  merely  of  a “case”  but  of 
the  whole  individual,  the  whole  family  unit,  even  to 
appraise  the  health  hazards  and  problems  of  the 
community  as  a whole.  The  tentacles  of  organiza- 
tion reach  out  to  affiliated  institutions,  acting  as 
referral  centers  for  smaller  community  hospitals 
in  outlying  territories,  bringing  to  bear  in  an  ever- 
widening  circle  of  service  the  might  and  the  power 
and  the  sheer  magic  of  modern  medicine. 

The  effect  of  medical  training  and  service  far 
transcends  also  its  own  profession.  For  out  of  the 
technics  of  bedside  care  and  nursing  has  come  the 
“case”  method  of  instruction — teaching  by  actual 
examination  of  the  material  under  study.  It  has 


been  adapted  to  the  teaching  of  law,  to  the  teaching 
of  business,  even  to  the  teaching  of  journalism  and 
history  and  government — a realistic  and  analytic 
approach  to  all  of  the  intellectual  disciplines. 

In  calling  attention  to  the  far-flung  services  ren- 
dered by  such  an  enterprise  as  we  honor  here  today, 
I have  neglected  the  hazards  that,  in  a day  of  the 
mad  dance  for  security  in  all  situations  from  the 
cradle  to  the  grave,  give  your  administration  and 
governing  board  cold  chills  and  fevers.  Never  in 
our  history  has  the  visibility  been  so  low,  when  it 
was  so  impossible  to  exercise  reasonable  foresight 
in  executive  determinations.  No  one  really  knows 
the  fate  of  a private  institution  when  more  and  more 
of  our  free  institutions  are  coming  under  govern- 
ment aegis.  The  socialism  of  America,  well  under 
way,  comes  without  conscious  vote  of  the  American 
people,  without  a specific  policy  decision  anywhere. 
It  comes  like  a creeping  paralysis  wrapping  itself 
octopus-like  around  more  and  more  of  our  activities. 
The  motives  which  bring  about  government  expan- 
sion are  often  plausible  in  the  exigencies  of  a particu- 
lar situation  at  a particular  time  but,  taken  on  a 
whole  and  as  an  accelerating  trend,  foreclose  irrevo- 
cably your  freedom  and  mine. 

Hence  I take  particular  pleasure  in  serving  in  a 
ceremony  of  a private  institution,  beholden  to  no 
taxpayer,  subject  to  no  political  pressures,  beholden 
to  no  professional  societies  in  order  to  gain  political 
strength,  where  appointments  are  made  on  merit 
and  merit  alone,  where  the  cumbersome  machinery 
of  a multiple  carbon-copied  bureaucracy  cannot 
place  its  stultifying  hand. 

Not  only  can  professional  competence  thus  be 
assured  at  its  very  highest  level,  but  service  will  be 
extended  only  upon  the  merits  of  the  need,  never  on 
the  power  of  expediency.  Furthermore,  individual- 
ity may  be  maintained,  research  and  teaching  and 
service  focused  upon  the  particular  directions  and  to 
the  particular  extent  that  may  be  determined  by 
this  center  alone. 

Furthermore,  in  maintaining  your  private  status 
you  serve  not  only  medicine  but  the  ideals  of  our 
founding  fathers  who  would  never  have  dreamed  of 
expecting  government,  or  even  of  accepting  from 
government,  assistance,  direction,  and  authority — 
which  our  people  today  either  take  for  granted  or 
work  assiduously  to  obtain. 

The  Federal  government’s  expenses  in  recent  years 
transcend  the  cumulative  totals  of  all  the  years  of 
the  past,  the  civilian  payroll  approaches  2,500,000 
people,  and  additional  new  workers  appear  on  the 
lists  of  this  gargantuan  bureaucracy  at  the  rate 
of  about  one  every  forty-three  seconds;  at  least, 
that  was  so  when  I last  checked  the  rate. 

Hence,  this  enterprise  here  is  a refreshing  oasis 
of  private  enterprise  and  initiative,  with  all  its 
hazards  but  with  all  the  strengths.  It  makes  no 
profit;  it  is  not  an  investment  bank.  It  is  always 
on  the  verge  of  bankruptcy;  its  responsibility  is  to 
get  two  or  three  dollars  work  from  every  dollar  inves- 
ted, and  it  will  always  be  reaching  to  do  more  than 
it  can  afford.  . 

It  will,  however,  preserve  its  freedom  of  action  and 
be  a living  demonstration  of  the  American  way  of 
life.  The  price  to  be  paid  involves  giving  up  security 
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for  adventure  and  facing  continuing  crises  in  the 
financial  and  professional  life  of  the  institution, 
while  it  charts  its  course  for  future  service.  Such 
a policy  demands  more  of  the  trustees;  they  must 
spend  more  time  in  the  solution  of  problems  of 
policy,  give  time  and  effort  to  the  continuing  prob- 
lems of  finance,  be  ready  to  get  in  and  pitch  on  the 


raising  of  funds  and  the  courageous  divisions  which 
plague  the  administration  these  days  on  any  worth- 
while venture. 

On  this  basis  Buffalo  and  its  hospital  and  univer- 
sity organization  will  grow  in  power  and  service 
to  community  and  nation,  a continuing  leader  in 
the  challenging  field  of  the  healing  arts. 


THE  ROLE  OF  THE  LABORATORY  IN  MODERN  MEDICINE 

Joseph  M.  Hill,  M.D.,  Dallas,  Texas 

(From  the  Department  cf  Clinical  Pathology,  Southwestern  Medical  College) 


nro  TALK  on  the  role  of  the  laboratory  in  modern 
medicine,  at  the  dedication  of  this  new  building 
of  the  Buffalo  General  Hospital,  is  a particularly 
pleasant  privilege  for  me.  It  was  in  this  very 
institution,  as  a student,  twenty-five  years  ago,  that 
I was  first  introduced  to  the  place  of  the  laboratory 
in  the  scheme  of  medicine.  It  is  easy  to  recall  that 
for  us  the  laboratory  originally  seemed  to  be  a 
place  where  medical  students  were  required  to  do 
certain  exacting  chores  when  we  would  have  pre- 
ferred the  more  exciting  drama  of  the  surgical  am- 
phitheater or  of  the  medical  wards.  However, 
when  we  became  privileged  to  attend  scientific  con- 
ferences in  the  laboratory,  a new  world  was  opened 
to  us  with  the  realization  that  clinical  medicine 
based  on  an  understanding  of  disease  could  become  a 
rational  rather  than  an  empiric  discipline.  As 
students,  we  were  fascinated  by  the  enthusiasms  of 
men  like  Dr.  Roman  and  Dr.  Bowen  and  stimulated 
by  the  attendance  of  the  clinical  staff  who  likewise 
came  to  learn  as  well  as  to  contribute  their  knowl- 
edge through  discussion,  questions,  and  lively 
argument.  The  laboratory  seemed  to  be  the  focal 
point  of  this  spirit  of  learning  and  research. 

This  spirit,  this  atmosphere,  is  now  as  then  one 
of  the  distinguishing  characteristics  of  the  Buffalo 
General  Hospital.  Indeed,  it  is  a leading  charac- 
teristic of  all  great  hospitals  everywhere  and,  of 
course,  is  the  result  of  the  contributions  of  those  in 
all  branches  of  medicine  whether  clinical,  labora- 
tory, or  administrative.  However,  we  are  concerned 
at  the  moment  with  the  role  of  the  laboratory  in 
medicine  today. 

Modern  medicine  is  a great  and  complex  blending 
of  art  and  science.  Its  achievements  in  lengthening 
life,  reducing  morbidity,  and  preventing  illness  are 
well  known.  Magazines,  newspapers,  motion  pic- 
tures, radio,  and  television  tell  of  new  discoveries 
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and  new  treatments.  New  “miracle  drugs,”  new 
marvels  of  anesthesia,  and  new  triumphs  of  surgery 
are  described  until  it  may  seem  that  a cure  for  every- 
thing is  just  around  the  corner.  Man  knows  he  is 
healthier  and  lives  longer  because  of  this  modern 
medicine  available  to  him  through  his  family  physi- 
cian, various  specialists,  and  the  facilities  of  modern 
hospitals.  He  is  aware  that  somehow  the  findings 
of  science,  like  physics  and  chemistry,  are  incor- 
porated into  medical  practice.  He  may  even  have 
read  how  that  byproduct  of  the  atomic  bomb, 
radioactive  isotopes,  will  contribute  to  the  medicine 
of  tomorrow. 

However,  with  the  evidence  all  around  him,  the 
role  of  the  laboratory,  in  general,  and  the  hospital 
laboratory,  in  particular,  is  poorly  understood. 
The  average  patient  may  associate  the  laboratory 
with  an  extra  charge  that  seemed  to  have  little 
relation  with  his  recovery.  Or,  he  may  recall  the 
nice  young  lady,  apparently  just  out  of  high  school, 
who  collected  blood  from  his  finger  or  his  vein. 
Sometimes  it  even  seems  that  some  of  our  clinical 
colleagues  take  the  same  view. 

It  is  of  the  utmost  importance  that  the  role  of  the 
laboratory  in  the  evolution  of  modern  medicine  as 
well  as  its  part  in  the  present  and  future  practice 
of  medicine  be  well  understood.  It  costs  large 
sums  of  money  to  provide  and  maintain  laboratory 
facilities.  It  also  requires  suitable  inducements  to 
attract  young  men  and  women  to  take  up  the  train- 
ing in  medical  sciences  that  will  enable  them  to 
become  the  laboratory  doctors  of  tomorrow. 

Medicine,  as  we  know  it  today,  is  based  on  an 
understanding  of  disease.  How  and  when  did  this 
concept  of  disease  develop?  Did  it  arise  by  the 
slow  accretion  of  knowledge  through  clinical  ex- 
perience in  the  practice  of  medicine  through  the 
centuries?  Or,  was  the  nature  of  disease  suddenly 
revealed  by  the  rapidly  developing  physical  sciences? 
To  answer  these  questions,  we  need  to  take  a brief 
look  at  the  history  of  medicine.  In  prehistoric 
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times,  primitive  man  thought  of  disease  as  due  to 
the  possession  of  something,  such  as  evil  spirits 
or  demons.  Later,  the  ancient  Greeks,  believing  the 
body  to  be  compounded  of  fire,  water,  earth,  and 
air,  were  impressed  with  variations  in  the  body 
fluids  in  illness.  Out  of  these  ideas  developed  the 
theory  attributed  to  Hippocrates  that  disease  was 
due  to  disturbances  in  the  relation  of  body  fluids 
or  humors  to  one  another  and  alteration  in  their 
individual  characteristics  and  distribution.  These 
humors  or  fluids  considered  were  mucus,  blood, 
yellow  bile,  and  black  bile. 

This  humoral  theory  of  disease  was  obviously 
based  on  important  clinical  observations  and  rep- 
resented an  advance  over  primitive  notions.  Of 
course,  it  revealed  nothing  of  the  true  nature  of 
disease,  yet  this  concept  with  variations  was  to 
dominate  medical  thinking  for  over  two  thousand 
years!  This  is  not  to  say  that  no  progress  was 
made  during  this  long  period.  Useful  empiric 
therapy  based  on  clinical  observations  was  added  to 
the  body  of  medical  knowledge.  Accumulation  of 
complexes  of  signs  and  symptoms  continued  until 
in  the  Middle  Ages  one  of  the  leading  contributions 
of  Byzantine  medicine  consisted  of  encyclopedic 
aids  to  its  practice.  Even  later,  during  the  Renais- 
sance, when  important  advances  had  been  made 
in  physics,  chemistry,  anatomy,  and  physiology,  the 
fundamental  nature  of  disease  remained  almost  as 
great  a mystery  as  ever. 

Brilliant  individual  discoveries  based  on  clinical 
observations,  such  as  that  of  Juan  del  Vigo  in  1646 
that  quinine  .cured  malaria  or  of  Jenner  in  1798 
that  vaccination  prevented  smallpox,  could  be  made 
in  spite  of  the  humoral  theory.  However,  no 
broad  advance  of  medicine,  such  as  characterized 
the  beginning  of  the  modern  period,  could  occur  as 
long  as  medicine  labored  under  such  an  outmoded 
although  time-honored  concept  of  the  nature  of 
disease. 

It  remained  for  the  development  of  pathology 
to  shed  a new  clear  light  on  this  question.  Here, 
we  may  ask,  “What  is  pathology  and  how  did  it  de- 
velop such  an  important  concept?”  Today,  we 
define  pathology  broadly  as  the  science  of  disease 
or  more  specifically  as  a branch  of  biology  concerned 
with  disease,  its  essential  nature,  its  cause  and  de- 
velopment, and  the  structural  and  functional 
changes  occurring  in  living  bodies  in  which  it  exists. 

Originally,  however,  pathology  developed  out  of 
the  study  of  anatomy,  and  the  first  book  on  pa- 
thologic anatomy  by  Beniveni  was  published  in  1507. 
That  this  type  of  study  could  contribute  greatly  to 
the  understanding  of  the  nature  of  disease  was  not 
fully  appreciated  until  the  nineteenth  century  when 
the  French,  such  as  Portal,  Laennec.  Andral,  Bichat, 
and  others,  utilized  the  autopsy  as  an  important 
adjunct  to  their  clinical  studies.  It  was  the  Ger- 
manic pathologists,  however,  who  developed  pa- 
thology as  a science  and  who  chiefly  laid  the  founda- 
tion for  the  modern  era  of  medicine.  The  culmina- 
tion of  this  half  century  of  development  of  this  new 
medical  science  was  not  in  the  teachings  of  that 
great  descriptive  pathologist,  Rokitansky,  but  in 
the  work  of  his  brilliant  pupil,  Rudolph  Virchow. 
It  was  Virchow  with  his  concept  of  cellular  pa- 


thology who,  in  1858,  released  medicine  from  that 
dead  hand  of  the  past,  humoral  pathology.  The 
cell,  unknown  until  the  advent  of  the  microscope, 
was  revealed  as  the  unit  of  life  and  the  ultimate 
seat  of  disease  rather  than  the  body  as  a whole,  the 
organs,  or  even  the  tissues.  With  this  new  concept, 
medicine  quickly  advanced  on  many  fronts.  In 
1863,  Pasteur  established  the  relation  between  bac- 
teria and  disease  while  Cohn,  with  his  cultivation 
of  bacteria,  and  Koch,  with  his  isolation  of  pure 
cultures,  ushered  in  the  golden  age  of  the  microbe 
hunters.  Physiology  flourished;  the  new  science 
of  biochemistry  developed,  and  immunology,  that 
daughter-science  of  bacteriology,  came  into  its  own. 
In  less  than  a century,  through  the  aid  of  the 
laboratory,  medicine  had  solved  the  central  problem 
of  disease  where  twenty  centuries  of  empiricism  had 
failed. 

Near  the  turn  of  this  century,  a rich  scientific 
background  was  available  and  ready  for  intro- 
duction into  clinical  practice.  Unfortunately,  many 
of  those  working  in  pathology  and  its  many  sub- 
divisions became  so  engrossed  with  the  discoveries 
being  made  in  their  laboratories  that  they  sometimes 
lost  sight  of  the  living  patient.  Then,  too,  some 
of  the  pathologists  of  the  time,  having  as  they  did 
the  final  word  at  the  postmortem  examination, 
developed  authoritarian  attitudes  not  designed  to 
endear  them  to  their  practitioner-colleagues.  Per- 
haps others,  with  their  eyes  on  the  glittering  prize 
of  newr  discoveries  to  benefit  all  mankind,  gave  too 
little  thought  to  the  closer  problems  of  the  sick 
individual. 

.Another  factor  which  obscured  the  role  of  the 
laboratory  in  the  development  of  modern  medicine 
in  America  was  the  fact  that  there  was  a considerable 
lag  in  development  of  pathology  and  the  medical 
sciences.  Up  to  the  end  of  the  nineteenth  century 
the  major  contributions  to  medicine  came  out  of  the 
laboratories  of  Europe  whose  institutions  reflected 
the  traditions  of  learning,  the  maturity,  and,  at  that 
time,  the  greater  w-ealth  of  this  older  phase  of  western 
civilization.  America  could  not  immediately  dupli- 
cate these  great  scientific  centers  of  medicine,  but 
American  doctors  could  and  did  study  with  the 
European  masters.  A few,  like  Welch,  became 
pathologists  and  greatly  influenced  medical  progress 
and  education.  However,  greater  numbers  studied 
at  these  centers  that  they  might  utilize  the  new 
scientific  knowledge  in  the  practice  of  clinical  medi- 
cine. Study  in  the  laboratories  and  clinics  of 
Europe  became  a necessity  and  later  almost  a 
cult  for  aspiring  young  practitioners,  until  some 
of  the  more  cynical  among  those  not  privileged  to 
take  the  pilgrimage  claimed  it  was  only  necessary 
to  visit  the  beer  gardens  of  Europe  to  acquire  this 
aura  of  learning. 

In  any  event,  the  development  of  medicine  in 
this  country  since  1900  has  been  along  clinical  lines, 
with  the  practical  application  of  the  new  medical 
knowledge  as  its  dominant  theme.  Specialization 
has  flourished.  The  names  of  great  clinics  have 
become  household'  words,  and  we  have  come  to 
think  of  Osier  the  clinician  rather  than  Welch 
the  pathologist  as  the  father  of  modern  medicine. 
In  this  connection,  however,  it  is  worth  while  to 
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remember  that  Osier  himself  was  first  a pathologist 
in  the  early  days  of  his  career.  One  might  note  also 
a slightly  different  trend  of  medicine  in  Europe. 
For  example,  the  Regius  professorships  of  medi- 
cine in  England’s  two  greatest  institutions  are  held 
today  by  men  who  were  pathologists  for  many  years. 

Perhaps  it  is  just  as  well  that  medicine  has  de- 
veloped in  America  along  the  lines  it  has.  Cer- 
tainly, it  has  provided  our  people  the  finest  of  care 
through  its  high  quality  of  medical  practice.  This 
has  been  at  once  the  strength  and  the  potential 
weakness  of  American  medicine;  its  strength  be- 
cause of  the  application  of  science  to  practice, 
its  weakness  because  of  its  failure  to  appreciate 
the  more  fundamental  role  of  the  laboratory  as 
the  source  of  new  knowledge  for  the  medicine  of 
tomorrow. 

At  this  point,  it  might  be  well  to  take  a cue  from 
the  recent  Niagara  Frontier  Convocation  of  the 
University  of  Buffalo.  From  the  vantage  point  of 
the  midcentury,  we  can  view  in  perspective  the 
medical  progress  of  the  first  half  of  the  twentieth 
century  and  attempt  a projection  into  the  second 
half  we  are  now  entering.  The  past  fifty  years  have 
been  incredibly  rich  for  the  advancement  of  all 
sciences,  and  medicine  has  shared  in  the  new  knowl- 
edge and  put  it  to  practical  use.  We  have  seen 
how,  in  the  laboratories  of  Europe  during  the  pre- 
ceding century,  the  foundations  of  this  era  of  medi- 
cine were  laid.  Since  then,  the  laboratory  in  this 
country  and  abroad  has  served  as  a continuing 
frontier  of  medicine  from  which  new  discoveries 
have  come.  America  has  come  of  age,  and  students 
of  medicine  now  come  from  all  over  the  world  to 
study  in  the  leading  institutions  of  this  continent. 
Clinical  medicine,  which  at  first  merely  applied  the 
sciences  to  practice,  has  now  enthusiastically  em- 
braced the  technics  and  methods  learned  in  the 
laboratory  and  made  a science  of  medicine.  Illness 
itself  at  last  has  been  recognized  as  nature’s  ex- 
periment, and,  in  modern  hospitals,  clinicians  and 
scientists  from  the  laboratories  work  as  a team  for 
the  benefit  of  the  patient  as  an  individual  as  well 
as  to  add  to  our  knowledge  of  disease.  The  clinical 
specialties  now  recognize  the  necessity  of  instruction 
in  basic  medical  sciences  as  exemplified  in  their 
training  requirements  for  certification.  The  modern 
laboratory  physician,  on  the  other  hand,  is  equally 
interested  in  the  living  patient.  He  serves  as 
consultant  in  diagnosis  and  therapy  according  to 
his  special  interests  and  training.  Indeed,  in  this 
midzone  area,  there  has  evolved  the  specialty  of 
clinical  pathology  which  is  still  claimed  by  both 
internal  medicine  and  pathology. 

This  imbrication  of  the  clinical  and  laboratory 
specialties  is  all  to  the  good.  But  we  must  realize 
that  the  future  of  medicine  will  be  jeopardized  if  the 
laboratory  sciences  are  taken  over  and  absorbed  by 
clinical  medicine.  This  unfortunate  trend  is  seen 
in  some  of  our  great  institutions  of  today.  Such 
relegation  of  the  laboratory  to  a subsidiary  role 
as  a service  organization  may  seem  to  facilitate 
clinical  investigation  for  a while  but  in  the  end  can 
only  result  in  such  loss  of  prestige  and  opportunities 
in  the  medical  sciences  as  seriously  to  retard  the 
making  of  needed  fundamental  discoveries.  The 


laboratory  is  still  the  frontier  of  medicine.  Let 
us  keep  this  frontier  open  and  expanding  by  pro- 
viding adequate  facilities  for  our  laboratories 
and  proper  appreciation  of  the  role  of  those  who 
work  in  them.  The  research  in  medical  sciences 
today  is  the  medicine  of  tomorrow. 

A quick  survey  of  the  outstanding  advances  of 
medicine  during  the  last  fifty  years  is  revealing. 
Time  permits  mention  of  only  the  most  prominent 
milestones,  which  were  chosen  after  asking  rep- 
resentative practitioners  of  clinical  medicine  and 
surgery  to  name  what  they  considered  the  six  most 
important  medical  advances  of  the  last  half  century. 
A surprising  degree  of  similarity  in  answers  resulted 
in  a relatively  small  list.  All  mentioned  blood 
transfusion.  This  procedure  was  made  possible 
by  Landsteiner’s  discovery  of  the  blood  groups  and 
made  safe  by  additional  knowledge  of  blood  antigens 
contributed  chiefly  by  Levine,  Wiener,  Race,  and 
Witebsky — all  workers  of  the  laboratory.  Insulin 
isolated  by  Banting  and  Best  in  the  physiology 
laboratories  of  McLeod  at  Toronto  was  another 
universal  choice.  Liver  therapy  of  pernicious 
anemia  discovered  by  Minot  and  Murphy  was 
essentially  a clinical  discovery,  but  the  final  chapters 
of  this  discovery  are  now  being  written  in  the  labora- 
tory studies  of  vitamin  B1?.  Chemotherapy  emerged 
from  Ehrlich’s  laboratory  with  the  discovery  of 
salvarsan  and  came  of  age  with  the  development 
of  the  sulfa  drugs  in  the  laboratories  of  Germany, 
France,  and  England. 

The  discovery  of  antibiotics,  perhaps  the  greatest 
life  saver  of  them  all,  was  made  in  a hospital  labora- 
tory when  Alexander  Fleming  observed  the  effect 
of  a byproduct  of  mold  on  bacteria,  a substance 
which  we  now  know  as  penicillin.  Chain  and  Florey 
in  the  laboratories  of  Oxford  found  methods  of 
purifying  the  extract,  and  the  laboratories  of  the 
great  biological  houses,  principally  in  America,  de- 
vised methods  to  produce  it  in  quantity.  For  a 
sixth  milestone,  many  different  advances  were 
cited.  The  surgeons  mentioned  modern  operative 
technics  and  fluid  balance  studies.  Others  men- 
tioned coagulants  and  anticoagulants,  advances 
in  nutrition,  advances  in  anesthesia,  and  the  many 
vitamins.  Some  contended  for  advances  in  en- 
docrinology, such  as  the  discovery  of  ACTH  and 
the  numerous  steroids,  such  as  cortisone.  Choose 
your  list  as  you  will,  the  fundamental  role  of  the 
laboratory  still  emerges. 

Now,  let  us  turn  to  the  future.  Here,  at  least, 
one  thing  is  clear — the  problems  which  confront  us. 
Not  all  the  bacterial  diseases  are  entirely  conquered. 
For  example,  tuberculosis  and  leprosy  still  present 
challenging  and  serious  problems.  However,  our 
greatest  problems  seem  to  lie  in  the  fields  of  malig- 
nant diseases,  such  as  cancer  and  leukemia,  the 
problems  of  aging,  including  hypertension  and  heart 
disease,  the  virus  disease,  the  metabolic  and  en- 
docrine disorders,  and  the  great  problems  of  psy- 
chiatry. 

At  best,  we  can  only  consider  the  research  now 
in  progress  in  laboratories  and  clinics  and  specu- 
late on  the  possible  avenues  through  which  solu- 
tions to  these  great  problems  may  come.  Recent 
advances  in  steroid  chemistry  and  its  clinical  ap- 
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plication  give  promise  of  progress  in  malignant 
and  rheumatic  diseases.  Both  radioactive  and 
stable  isotopes  may  bring  greater  understanding 
of  the  chemistry  of  the  body.  Heretofore,  our 
chemical  understanding  has  been  bounded  sharply 
by  the  cell  membrane,  but  these  and  other  new 
technics  transcend  such  boundaries  and  carry 
us  into  the  cell  to  study  its  molecular  and  ultra- 
molecular  constitution.  The  cytogeneticist,  the 
virologist,  and  the  immunologist  are  all  working  at 
molecular  levels.  It  may  well  be  that  what  is 
needed  is  a molecular  pathology  based  on  the  new 
science  of  ultra  structure  within  the  cell  revealed 
by  the  technics  of  electron  microscopy,  electron 
and  x-ray  diffraction,  and  possibly  the  proposed 
proton  microscope.  Is  it  unreasonable  to  expect 
the  unfolding  of  new  horizons  in  medicine  com- 
parable to  those  brought  about  by  Virchow’s  cellular 
pathology  of  a century  ago,  if  such  basic  discoveries 
can  be  made  in  our  laboratories  of  today  and  tomor- 
row? Who  can  say  that  the  heretofore  clinical  field 
of  psychiatry  may  not  likewise  be  benefited  by  such 
concepts  as  the.  cybernetics  of  Norbert  Wiener 
evolved  in  a great  communication  laboratory. 

Now,  what  of  the  role  of  the  hospital  laboratory? 
Here  is  the  scientific  heart  of  the  hospital  where 
many  of  the  problems  that  arise  in  practice  may  be 
brought  for  solution.  The  hospital  laboratory  is  in  a 
strategic  position.  It  is  near  enough  to  the  actual 
practice  of  medicine  to  be  confronted  with  and 
stimulated  by  the  great  and  the  small  problems  of 
disease.  Properly  equipped  and  staffed,  it  is  in  a 
position  to  apply  the  knowledge  and  methods  of  the 
basic  sciences,  both  physical  and  biologic,  to  the 
study  of  these  problems  of  medicine.  Finally,  the 
hospital  laboratory,  as  a part  of  the  modern  hospital 
medical  team,  plays  a key  part  in  the  rapid  integration 
of  scientific  advances  into  clinical  practice. 

There  are  three  principal  functions  that  the 
laboratory  of  a large  teaching  hospital  must  perfoim 
if  it  is  to  live  up  to  this  major  role  we  have  outlined. 
They  are  service  to  patients,  teaching,  and  research. 
Furthermore,  these  three  functions  are  so  related 
that  none  of  them  can  reach  the  highest  standards 
without  the  other  two.  They  are  synergistic  to  the 
greatest  degree. 

As  a service  to  patients,  the  laboratory  offers 
facilities  for  the  performance  of  tests  which  the 
practitioner  utilizes  for  diagnosis  and  treatment. 
In  some  conditions,  such  as  heart  disease,  these 
procedures  may  be  of  very  minor  diagnostic  aid, 
while  in  others,  such  as  in  certain  blood  diseases, 
the  final  diagnosis  may  depend  entirely  upon 
the  laboratory.  In  the  case  of  treatment,  the 
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modern  practitioner  often  adopts  or  modifies  his 
therapy  on  the  basis  of  laboratory  tests.  With  new 
and  powerful  drugs,  such  tests  may  help  control 
their  use  until  familiarity  may  lessen  or  eliminate 
the  need  for  laboratory  studies.  However,  in  the 
field  of  transfusion,  the  increasing  complexity  of  the 
recognized  differences  in  human  blood  is  requiring 
closer  and  closer  laboratory  supervision  of  the  im- 
munologic problems  of  blood  therapy. 

Teaching  in  the  laboratory  has  many  facets. 
One  of  the  most  important  is  the  training  of  doctors 
to  become  specialists  in  the  laboratory.  Another 
is  to  give  as  much  basic  science  background  as 
practicable  to  those  working  toward  clinical  special- 
ties. Furthermore,  it  is  the  responsibility  of  the 
hospital  laboratory  to  train  the  technicians  needed 
to  extend  the  availability  of  medical  science  through 
the  multitude  of  technical  procedures  they  can 
perform.  Finally,  the  doctors  of  the  laboratory  and 
clinical  staffs  teach  themselves  and  each  other  as 
they  work  together  as  a team  in  the  battle  against 
disease. 

The  laboratory’s  part  in  research  may  be  its 
most  important  function,  as  revealed  by  what  it 
has  accomplished  in  the  past.  The  important 
part  it  plays,  as  an  integral  part  of  modern  institu- 
tional research  teams,  is  beginning  to  be  appreciated. 
Let  us  hope  that  the  more  fundamental  role  of  the 
hospital  laboratory,  as  part  of  the  scientific  frontier 
from  which  new  horizons  in  medicine  must  come, 
will  be  understood  and  fostered.  Let  us  bring  our 
laboratories  out  of  the  cellars  into  the  sunlight  of 
public  understanding  and  recognition,  where  their 
role  in  modern  medicine  is  apparent  to  all.  Only 
in  this  way  can  we  insure  the  future  of  medicine 
through  proper  support  of  the  medical  sciences. 

In  closing,  I want  to  bring  greetings  and  best 
wishes  from  Texas  and  from  a similar  sister  institu- 
tion, Baylor  University  Hospital.  I should  also 
like  to  pay  tribute  to  those  in  the  laboratories  and 
clinics  and  in  the  posts  of  administrative  responsi- 
bility who  have  worked  to  make  your  institution 
great.  In  particular  I should  like  to  pay  tribute  to 
the  trustees  who  have  generously  given  of  their 
time  and  energy  without  prospect  of  reward  other 
than  the  knowledge  of  a needed  task  well  done. 
Theirs  is  the  ultimate  responsibility,  and  theirs 
should  be  the  final  honor.  With  its  distinguished 
record  of  service  and  achievement  extending  back 
through  four  wars,  with  its  present  new  clinical 
facilities  and  with  the  new  laboratories  being 
planned,  the  Buffalo  General  Hospital  may  view  the 
past  with  respect,  the  present  with  confidence, 
and  the  future  with  faith. 


Decide  when  it  is  better  to  look-see  than  to  want-see. — Dr.  Eldridge  Eliason. 
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Robert  Wesley  Andrews,  M.D.,  of  Poughkeepsie, 
died  on  May  28  at  Vassar  Brothers  Hospital  at  the 
age  of  eighty-two.  Dr.  Andrews  was  graduated 
from  Albany  Medical  College  in  1898.  During  the 
Spanish-American  War  he  served  in  the  Philippine 
Islands  for  twenty  months.  Dr.  Andrews  was  con- 
||  suiting  surgeon  at  Vassar  Brothers,  St.  Francis,  and 
Hudson  River  State  Hospitals,  all  in  Poughkeepsie, 
and  at  Harlem  Valley  State  Hospital  in  Wingdale. 
A Fellow  of  the  American  College  of  Surgeons,  he 
was  a member  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

S.  Eugene  Barrera,  M.D.,  of  Albany,  died  on  May 
25  at  Ellis  Hospital,  Schenectady,  at  the  age  of 
fifty-one.  Dr.  Barrera  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1929  and  interned  at  the  Royal  Victoria 
Hospital  in  Montreal.  He  was  formerly  on  the  staff 
of  the  New  York  Post-Graduate  Medical  School  and 
the  New  York  State  Psychiatric  Institute.  In  1944 

Ihe  became  head  of  the  Department  of  Psychiatry 
at  Albany  Medical  College,  a post  he  resigned  last 
year  because  of  ill  health.  He  was  chief  neuro- 
I1,  psychiatrist  at  the  Albany  Hospital  and  consultant 
in  psychiatry  and  neurology  for  the  Veterans  Ad- 
/ ministration.  A Diplomate  of  the  American  Board 
(i  of  Psychiatry  and  Neurology,  Dr.  Barrera  was  a 
member  of  the  American  Neurological  Association, 

' the  American  Association  of  Neuropathologists,  the 
American  Psychiatric  Association,  the  New  York 
jj  Society  for  Clinical  Psychiatry,  the  Albany  County 
i!  Medical  Society,  the  Medical  Society  of  the  State  of 
||  New  York,  and  the  American  Medical  Association. 


John  James  Breivis,  M.D.,  of  Binghamton,  died 
on  May  8 in  Binghamton  City  Hospital  at  the  age 
of  forty-seven.  Dr.  Breivis  was  graduated  from 
the  University  of  Rochester  School  of  Medicine  and 
I Dentistry  in  1933.  In  1943  he  was  appointed  a 
county  coroner  of  Broome  County  by  Governor 
! Dewey.  Dr.  Breivis  was  clinical  assistant  physician 
lj  at  the  Binghamton  City  Hospital.  He  was  a mem- 
| ber  of  the  Binghamton  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  the  Medical  So- 
j ciety  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Leo  Cummings,  M.D.,  of  Poughkeepsie, 
| died  on  May  28  at  his  home  at  the  age  of  forty-five. 
I Dr.  Cummings  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1934  and  interned  at  St.  Vincent’s  Hospital  in  New 
York  City.  He  was  attending  neurologist  at  St. 
Francis  Hospital  and  assistant  attending  neuro- 
psychiatrist  at  Vassar  Brothers  Hospital,  both  in 
Poughkeepsie,  and  consulting  neurologist  and 
psychiatrist  at  the  Veterans  Administration  Hos- 
pital, Castle  Point,  and  the  Northern  Dutchess 
Health  Service  Center,  Rhinebeck.  A Diplomate 


of  the  American  Board  of  Psychiatry  and  Neurology, 
Dr.  Cummings  was  a member  of  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Albert  Henry  Garvin,  M.D.,  of  Buffalo,  died  on 
May  28  at  the  age  of  seventy-one.  Dr.  Garvin 
received  his  medical  degree  from  the  Yale  Univer- 
sity Medical  School  in  1903.  From  1906  to  1917 
he  was  superintendent  of  the  Ray  Brook  Sanatorium 
in  Essex  County,  and  he  also  served  for  a time  as 
superintendent  of  the  Maybury  Sanatorium  in 
Detroit,  Michigan.  Dr.  Garvin  was  consultant  in 
tuberculosis  at  the  Adam  Memorial  Hospital  in 
Perrysburg  and  at  the  Millard  Fillmore  Hospital  in 
Buffalo.  For  the  past  twenty-five  years  he  served 
as  president  of  the  Buffalo  Tuberculosis  Society. 
A Fellow  of  the  American  College  of  Chest  Physi- 
cians, Dr.  Garvin  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  American  Trudeau  So- 
ciety, the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  E.  Herzog,  M.D.,  of  Stormville,  formerly 
of  Brooklyn,  died  in  an  automobile  accident  April  23 
near  Hopewell  Junction  at  the  age  of  fifty-three. 
Dr.  Herzog  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1922.  He  was  attending  physician  at  the  Green- 
haven  State  Prison  in  Dutchess  County  and  a 
member  of  the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Luther  Holden  Kice,  M.D.,  of  Garden  City,  died 
on  May  30  at  his  home  at  the  age  of  sixty-seven. 
Dr.  Kice  received  his  medical  degree  from  the 
■Jefferson  Medical  College,  Philadelphia,  in  1908. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps  and  after  the  war  was 
one  of  the  first  flight  surgeons  of  the  U.S.  Army  Air 
Corps.  Dr.  Kice  remained  in  the  Army  until  1926 
when  he  opened  his  practice  in  Hempstead.  For 
several  years  he  was  a medical  examiner  for  the 
Civil  Aeronautics  Administration.  He  was  asso- 
ciate attending  physician  at  the  Long  Island  Hos- 
pital and  consulting  dermatologist  at  the  Meadow- 
brook  Hospital,  Hempstead,  and  at  the  Central 
Islip  Hospital,  Central  Islip.  Dr.  Kice  was  a 
member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Brockway  Lamb,  M.D.,  of  Harmon-on- 
Hudson,  died  on  June  1 at  his  home  at  the  age  of 
eighty-three.  Dr.  Lamb  was  graduated  from  the 
Albany  Medical  College  in  1891.  He  had  served 
as  medical  superintendent  of  Dannemora  State 
Hospital  and  of  Matteawan  State  Hospital  for  the 
Criminally  Insane.  Thirty  years  ago  Dr.  Lamb 
founded  Crichton  House,  which  he  operated  as  a 
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sanatorium  for  nervous  and  mental  diseases  until 
his  retirement  in  1948.  He  established  the  Lamb 
Foundation  to  promote  instruction  in  ideal  physi- 
cian-patient relationships,  from  which  three  medical 
schools  are  now  receiving  grants. 

Dr.  Lamb  was  a member  of  the  American  Psychiat- 
ric Association,  the  New  York  Psychoanalytic 
Society,  the  New  York  Society  for  Clinical  Psychia- 
try, the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Roy  McCormick,  M.D.,  of  Endicott,  died 
on  April  30  in  the  Sunnybrook  Hospital,  Toronto, 
Canada,  at  the  age  of  sixty.  Dr.  McCormick  re- 
ceived his  medical  degree  from  McGill  University, 
Montreal,  Canada,  in  1922  and  interned  at  the 
Royal  Viotoria  Hospital  in  Montreal.  He  had 
served  with  the  Canadian  Army  during  World  War  I, 
and  during  World  War  II  he  held  a reserve  com- 
mission as  a lieutenant  commander  in  the  U.S. 
Navy.  Dr.  McCormick  was  a member  of  the  staff 
of  the  Ideal  Hospital  in  Endicott  and  a special 
examiner  for  the  New  York  State  Department  of 
Mental  Hygiene.  He  was  a member  of  the  Broome 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Donald  Charles  O’Connor,  M.D.,  of  Buffalo, 

died  on  May  25  at  the  Meyer  Memorial  Hospital 
at  the  age  of  fifty-six.  Dr.  O’Connor  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1922.  He  had  served  on  the  staffs  of  Lafayette 
General  and  Emergency  Hospitals  in  Buffalo  and 
since  1946  had  been  superintendent  of  the  Meyer 
Memorial  Hospital.  Dr.  O’Connor  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

J.  Edward  Renaud,  M.D.,  of  Syracuse,  died  on 
May  9 at  St.  Joseph’s  Hospital  at  the  age  of  forty- 
eight.  Dr.  Renaud  was  graduated  from  the  Syra- 
cuse University  College  of  Medicine  in  1927  and 
interned  at  St.  Joseph’s  Hospital.  He  was  associate 
attending  surgeon  at  St.  Joseph’s  Hospital  and 
formerly  assistant  attending  surgeon  at  the  Syracuse 
Memorial  Hospital  and  Dispensary.  Dr.  Renaud 
was  a member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Richard  Rosen,  M.D.,  of  New  York  City, 
died  on  May  24  at  the  Hospital  for  Joint  Diseases 
at  the  age  of  forty.  Dr.  Rosen  was  graduated  from 
the  Albany  Medical  College  in  1937  and  interned  at 
Albany  Hospital.  During  World  War  II  he  served 
with  the  U.S.  Army  Medical  Corps  in  the  Italian 
campaign,  earning  the  Bronze  Star  and  reaching 
the  rank  of  major.  Dr.  Rosen  was  consultant  in 
psychosomatic  medicine  at  the  Goldwater  Memorial 


Hospital,  attending  adjunct  psychiatrist  at  Mount 
Sinai  Hospital,  and  chief  of  psychosomatic  medicine 
at  Mount  Sinai  Hospital  Outpatient  Department. 
A Diplomat*  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  Rosen  was  a member  of  the 
American  Psychiatric  Association,  the  American 
Association  for  Research  in  Psychosomatic  Prob- 
lems, the  American  Group  Therapy  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  W.  Seitz,  M.D.,  of  Buffalo,  died  on 

May  6 at  the  age  of  seventy-seven.  Dr.  Seitz  was 
graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1902  and  had  practiced  in  Buffalo 
for  the  past  fifty  years.  He  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Floyd  C.  Thompson,  M.D.,  of  Ontario,  died  on 
May  7 in  Genesee  Hospital,  Rochester,  at  the  age 
of  seventy-five.  Dr.  Thompson  received  his  medical 
degree  from  the  Cleveland  Homeopathic  Medical 
College  in  1905  and  had  practiced  in  Ontario  since 
that  time.  Dr.  Thompson  had  been  health  officer 
for  Ontario  for  over  thirty  years  and  had  served 
the  community  as  chairman  of  the  water  board, 
town  supervisor,  and  president  of  the  board  of 
education.  Dr.  Thompson  was  a member  of  the 
Wayne  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Martin  W.  Ware,  M.D.,  of  New  York  City,  died 
on  May  3 at  the  age  of  eighty-four.  Dr.  Ware  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1892  and  interned  at 
Mount  Sinai  Hospital.  He  had  retired  from  prac- 
tice. A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Ware  was  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  Society  for  Thoracic 
Surgery,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


ERRATUM:  The  notice  in  the  Necrology  pub- 
lished in  the  June  1,  1952,  issue  of  the  Journal, 
page  1460,  of  the  death  of  Dr.  David  Bernstein  of 
Brooklyn  is  erroneous.  The  Journal  regrets  this 
false  report.  Dr.  David  Bernstein  who  lives  at 
1342  51st  Street,  Brooklyn,  and  also  maintains  an 
office  at  111  East  61st  Street,  New  York  City,  is 
not  the  Dr.  David  Bernstein  whose  death  should 
have  been  reported.  Further  information  has  dis- 
closed that  a Dr.  David  Bernstein,  formerly  of 
755  West  End  Avenue,  New  York  City,  died  at  the 
Veterans  Administration  Hospital,  Montrose,  on 
January  27.  The  Journal  regrets  that  this  error 
in  identification  occurred. 


CORRESPONDENCE 


A MODIFIED  METHOD  OF  PARACENTESIS  ABDOMINALES 


To  the  Editor : 

Probably  one  of  the  oldest  procedures  in  surgery 
is  that  of  “tapping”  an  abdomen,  overdistended  by 
fluid  either  as  a result  of  cirrhosis  of  the  liver — 
carcinoma  abdominales — an  inoperable  ovarian 
cyst,  or  other  causative  factor.  The  orthodox  pro- 
cedure is  to  have  the  patient  in  a sitting  position 
and  after  local  anesthesia  to  that  portion  of  the 
abdominal  wall  selected  for  the  tap,  to  insert  a tro- 
car, and  upon  removal  of  the  obturator  to  allow  the 
fluid  to  escape  into  an  open  container,  a pan  or  pail 
placed  upon  a stool  or  other  support  between  the 
patient’s  legs. 

During  the  escape  of  fluid  the  patient’s  condition 
is  watched  to  avoid  fainting  or  collapse  due  to  too 
rapid  withdrawal  of  fluid.  To  the  patients  sitting 
upright  the  fact  that  they  hear  and  see  the  escaping 
fluid  tends  to  make  them  apprehensive,  nervous, 
and  faint. 

Recently,  after  many  paracentesis  operations,  my 
operating  room  nurse  surprised  me  by  producing 
for  the  operation  a regular  plastic  intravenous  tube, 
about  3 feet  long,  with  a connection  fitting  the  lumen 
of  the  trocar,  and  upon  making  the  tap  we  connected 
the  tube  to  the  trocar  without  a drop  of  spillage. 
The  results  were  absolutely  surprising.  The  escape 
of  the  fluid  to  the  receptacle  was  noiseless,  and  the 
flow  was  slow  enough  so  that  no  patient  com- 
plained of  faintness  or  weakness.  All  the  usual 
“mess”  due  to  escaping  fluid  from  the  trocar,  such 
as  wet  towels,  etc.,  was  completely  absent,  and 


after  many  taps  we  found  that  by  placing  the  pa- 
tient in  a semirecumbent  position  after  or  when  the 
trocar  was  inserted,  the  amount  of  fluid  withdrawn 
was  greater  in  each  instance  than  can  be  obtained 
with  the  patient  in  a sitting  position,  due  no  doubt  to 
the  fact  that  with  the  patient  erect  a large  amount 
of  the  fluid  gravitates  into  the  pelvic  cavity  below 
the  level  of  the  trocar  puncture.  Pressure  upon 
the  flanks  or  abdomen  was  absolutely  unnecessary  as 
the  fluid  flow  was  greater  without  such  assistance. 

Patients  who,  previous  to  this  new  method,  had 
been  repeatedly  tapped  expressed  surprise  and 
pleasure  at  the  ease  with  which  they  were  relieved 
of  the  fluid  accumulation  and  gratitude  at  the  mental 
relief  obtained  by  not  having  to  sit  up  and  by  not 
seeing  and  not  hearing  the  escaping  stream.  Many 
of  these  same  patients  who,  previous  to  the  use  of 
the  tubal  drainage,  had  to  be  stimulated,  or  for 
whom  during  the  usual  procedure  we  had  to  stop 
the  flow  of  fluid  on  account  of  faintness,  were  com- 
pletely freed  of  all  symptoms  usually  accompanying 
fluid  withdrawal. 

I do  not  claim  that  there  is  anything  new  in  this 
method.  Perhaps  others  are  using  or  have  been 
using  this  technic,  but  to  me  it  was  a new  and  very 
beneficial  method  of  simplifying  a very  old  surgical 
procedure. 

George  S.  King,  M.  D. 

Bay  Shore,  New  York 
May  2,  1952 


ERRATA  AND  ADDENDA:  ERYTHROCYTE-CHOLINESTERASE 

TRANSFUSION  UNITS 


To  the  Editor: 

Immediately  upon  its  publication  some  major 
defalcations  in  my  preliminary  report  on  packed 
red  cell  transfusion  [New  York  State  J.  Med. 
52:  1283  (May  15)  1952]  were  pointed  out  to  me. 
These  are  enumerated  in  sequence,  as  follows 

1.  Designation  of  the  dextran  concentration 
in  my  paper  was  erroneous.  I am  informed  that 
the  dextran  sedimented  units  I had  procured  were 
made  up  by  addition  of  60  cc.  of  6 per  cent  high- 
molecular  weight  dextran  instead  of  the  chemical 


absurdity  of  “50  per  cent  dextran”  as  I had  asserted. 
The  error  was  my  own  carelessness  in  transcription. 

2.  Citation  of  the  original  erythrocyte-sedi- 
mentation procedure  of  Drs.  Minor  and  Burnett 
which,  incidentally,  appeared  in  Blood  3:  799 

(1948)  [not  4:  667  (1949)]  was  ambiguous.  In- 
tended on  my  part  to  illustrate  a general  principle 
of  sedimentation  acceleration,  I left  the  inference 
that  dextran  had  been  employed  when,  in  fact,  it 
was  originally  fibrinogen.  Furthermore,  they  desig- 
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nated  their  procedure  at  that  time  as  exclusively 
for  formed-element  “separation”  and  not  directly 
for  “preservation”;  even  though  now  it  is  evident 
that  storage  preservation  is  enhanced,  there  is  no 
present  documentation  of  the  latter  effect. 

3.  I seem  to  have  inferred  that  all  cholinesterase- 
fortified  red  cell  packs  used  by  me  were  dextran 
sedimented.  Some  were  not.  I have  used  other 
dielectrically  active  colloids  such  as  modified  human 
globin  (supplied  by  Dr.  Robert  B.  Pennell  of  Sharp 
and  Dohme)  or  human  plasma  fibrinogen  (supplied 
by  Dr.  Edward  McLean  of  Cutter  Laboratories) 
for  the  same  purpose.  The  last  expedient  is,  of 
course,  an  adaptation  of  the  original  Minor-Burnett 
technic. 

3.  I have  been  advised  that  instances  of  apparent 
dextran  sensitization  in  humans,  with  “histaminoid” 
reaction,  have  occurred.  These  may  have  escaped 
my  own  attention  because  no  subject  in  my  own 
series  was  retransfused  with  dextran  after  the  expira- 
tion of  the  reasonable  sensitization  period  of  ten 
days.  I am  therefore  not  in  a position  to  attest 
to  the  relative  safety  of  dextran-containing  units  on 
repetitive  transfusion,  a matter  that  certainly  merits 
exploration. 

4.  My  attention  has  been  directed  to  a presenta- 
tion by  Dr.  Jacob  Fine  of  Boston  to  the  Army 
Medical  School  staff  in  Washington  of  a report  in 
which  he  recapitulated  the  research  by  himself 
and  his  coworkers  and  pointed  out  that  adverse 
transfusion  reactions  in  surgical  shock  might  be 
due  to  invidious  bacterial  products  entering  the  circu- 
lation from  the  intestinal  tract,  that  such  reactions 
were  mitigated  or  abrogated  by  prior  “mycin” 
antibiotic  ingestion  which  partially  disinfects  this 
tract.  Dr.  Fine  particularly  incriminates  Clostridia 
in  this  connection.  In  my  own  definitive  publi- 
cations on  this  theme,  I have  tended  to  incriminate 
the  gram-negative  intestinal  proteolytics,  but  this  is 
aside  from  the  point  raised  that  my  own  gratifying 
results  from  the  erythrocyte  transfusion  emits  I had 
described  might  not  be  as  much  due  to  their  com- 
position as  to  the  fact  that  the  majority  of  my 
subjects  who  are  in  the  hematologic  dyscrasia  cate- 
gory have  been  getting  oral  terramycin,  daily,  as  a 
routine  and  as  part  cf  the  general  management 
schedule.  Most  of  my  subjects  thereby  were 
receiving  “mycin”  prior  to  transfusion.  To  this 


point  I take  no  exception.  I find  that  I can  much 
more  safely  transfuse  leukemic  subjects  who  are 
receiving  “mycin”  or  adrenocorticotherapy  than  I 
would  ever  have  believed  possible  when  these  later 
modalities  were  still  unavailable.  I thoroughly 
accept  Dr.  Fine’s  excellent  thesis  as  applicable 
not  only  to  his  shock  subjects  but  also  in  a more 
generalized  form.  I feel  that  presently  occurring 
protracted  survivals  and  high  remission  rates 
in  acute  leukemic  subjects  may  be  due  to  the  lesser 
reactivity  to  transfusion  of  those  who  are  continually 
ingesting  “mycin”  antibiotics. 

5.  A factual  case  report  by  Drs.  Lowell  Brown 
and  John  N.  Snell  in  the  same  issue  of  the  Journal 
would  remarkably  parallel  the  hypothetic  case  in 
my  own  paper  if  the  lower  nephron  nephrosis  they 
reported  was  admitted  to  be  a transfusion  reaction.  I 
believe  that  it  was;  I can  find  no  other  suspicious 
incitant,  and  I have  strong  convictions  on  the  di- 
verse, protean  manifestations  by  which  trans- 
fusion reaction  expresses  itself.  My  own  hypothetic 
illustration  of  colon  resection  was  purposely  chosen 
in  line  with  the  notorious  propensity  of  gut  surgery 
to  engender  transfusion  reaction.1 

6.  Another  contemporary  article,  “A  Hazard 
of  Repeated  Blood  Transfusions,”  calls  attention 
to  the  inadequacy  of  ordinary  “cross-matching”  to 
eliminate  transfusion  reactions  due  to  anti-Kell, 
Cellano,  Duffy,  and  Kidd,  so  named  from  the  pa- 
tients in  whom  these  factors  were  first  found.  These 
factors  are  evidently  antigenic.  It  is  suspected  that 
there  may  be  scores  if  not  hundreds  as  yet  unidenti- 
fied. We  have  found  many  of  these  “blocking  anti- 
bodies” in  mucoprotein  from  human  plasma  and  still 
more  in  porcine  mucins.  We  cannot  assign  names 
to  the  latter  because  the  pigs  from  which  they  came 
served  incognito  but  so  thoroughly  as  to  demonstrate 
that  the  greatest  hope  for  the  minimization  of  trans- 
fusion reaction  lies  in  the  due  appreciation  of  the  po- 
tential antigenicity,  for  all  recipients,  of  any  pint  of 
blood.2 

Robert  D.  Barnard,  M.D. 

138-48  231st  Street 
Laurelton,  New  York 

1 Barnard,  R.  D.,  Weitzner,  H.  A.,  and  Gordon,  G.  B.: 
Am.  J.  Digest.  Dis.  16:  401  (1949). 

* Hutcheson,  J.  B.,  Haber,  J.  M.,  and  Kellner,  A.: 
J.A.M.A.  149:  274  (1951). 


Carelessness  can  sneak  up  on  you  like  a dirty  deuce  in  a new  deck;  keep  shuffling  your 
mind. — Dr.  Eldridge  Eliason. 
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On  Thanksgiving  Day,  1918,  the  late  Dr.  Wolfe 
Freudenthal  learned  that  an  elderly,  distinguished 
physician  was  an  inmate  of  a poorhouse.  This 
situation  was  discussed  at  a meeting  of  a small 
group  called  the  Medical  Union,  who  appointed  a 
committee  to  study  means  of  helping  indigent, 
elderly  physicians.  As  a result  of  these  delibera- 
tions the  Physicians’  Home  was  incorporated  by  a 
group  of  New  York  physicians  on  June  4,  1919,  as  a 
membership  corporation  under  the  laws  of  the  State 
of  New  York.  Dr.  Robert  T.  Morris  was  elected 
the  first  president. 

In  the  fall  of  1919  funds  were  first  solicited  from 
the  medical  profession,  and  the  first  guest  was 
lodged  in  a home  in  Amityville.  Although  property 
was  offered  to  establish  a home,  it  was  soon  learned 
that  elderly  doctors  and  their  wives  constituted  a 
special  group  of  people  who  seemed  to  fare  best  if 
living  in  their  own  familiar  surroundings  and  not 
segregated  and  regimented  in  a physical  home  with 


its  necessary  discipline.  Since  that  time  the  Phy- 
sicians’ Home  has  been  operated  on  the  basis  of 
assisting  indigent  physicians  individually,  thereby 
permitting  them  to  remain  in  their  own  homes  or 
neighborhoods  as  guests  of  Physician’s  Home. 

The  Physicians’  Home  receives  its  income  from 
four  sources:  (1)  contributing  annual  members  who 
receive  a statement  each  year  for  ten  dollars  dues, 
(2)  voluntary  assessments  made  by  members  of 
the  county  medical  societies,  (3)  donations  from 
the  woman’s  auxiliaries  of  county  medical  societies, 
and  (4) bequests  from  wills  and  gifts  from  individuals. 

Present  officers  of  the  Physicians’  Home  are  Dr. 
Beverly  Chew  Smith,  president;  Dr.  Max  Einhorn, 
Dr.  Alfred  M.  Heilman,  Dr.  Ada  Chree  Reid,  and 
Mr.  J.  Miller  Walker,  vice-presidents;  Dr.  Chas. 
Gordon  Heyd,  chairman  of  trustees;  Dr.  David  J. 
Kaliski,  treasurer;  Dr.  George  W.  Fish,  assistant 
treasurer;  and  Dr.  Harvey  B.  Matthews,  secretary. 


Letters  from  Your  Guests 


You  will]  be  pleased  to  know  what  your  contri- 
bution is  doing  for  those  colleagues  who  are  no 
longer  able  to  practice  in  our  profession.  Here  are 
some  excerpts  from  a few  of  the  letters  received 
recently. 

“This  is  to  thank  you  from  the  bottom  of  my 
heart  for  your  exceedingly  timely  offer  of  help. 
I accept  it  more  gratefully  than  I can  possibly  tell 
you  and  can  assure  you  that  if  the  time  ever 
comes  when  I do  not  need  it  I shall  lose  no  time 
in  letting  you  know  ” 

( This  is  from  a friend  of  a doctor)  “This  is 
one  of  the  most  gratifying  cases  of  rehabilitation  I 
have  ever  witnessed,  and  your  organization  can 
well  take  a good  part  of  that  credit.  The  doctor 
is  still  feeble,  but  his  outlook  is  good  and  he  is 
once  more  finding  some  pleasure  in  life.” 


“I  just  celebrated  my  eighty-fifth  birthday  in 
general  good  health  and  surrounded  by  so  much 
love  and  kindliness — have  I not  much  to  thank 
God  for!  With  grateful  thanks.” 

“Thank  you  for  the  comfort  it  has  meant  to 
us  getting  the  contribution  from  the  Physicians’ 
Home.  I want  you  to  know  I appreciate  what 
has  been  done  for  me — I feel  I can  get  along  now 
without  further  help.” 

“Every  time  you  send  me  a check  you  greet 
me  with  ‘How  are  you?’  So  I propose  to  tell 
you  that  I am  very  well  and  that  I am  very  well 
cared  for.  I am  able  to  care  for  my  room  and 
my  personal  wants.  I wish  to  thank  you  for  the 
interest  you  have  taken  in  me.  May  God  bless 
you.  Please  remember  me  to  all  of  the  members 
that  you  think  may  be  interested.” 
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Genesee  County  Medical  Society  Participates  in  Anniversary 


GENESEE  COUNTY 
MEDICAL  SOCIETY 


FOUNDED 


162  i 


mt  i/nast  1809 

THE  DASKN  OF  ABDOMINAL  SM 


1951 


MODERN  SURGERY 


l -a 


Fig.  1.  Genesee  County  Medical  Society  float  in  sesquicentennial  celebration  parade  of  Genesee  County 

in  Batavia. 


MEMBERS  of  the  Genesee  County  Medical 
Society  were  active  in  the  celebration  in  May 
of  Genesee  County’s  one  hundred  and  fiftieth  anni- 
versary, which  featured  a sesquicentennial  parade 
in  Batavia. 

Dr.  Irwin  A.  Cole  played  several  roles  in  the 
anniversary  pageant,  which  included  a cast  of  500 
persons  and  was  written  and  directed  by  Dr.  Alfred 
George.  Dr.  Paul  Jenks  acted  as  the  pageant 
narrator,  and  Dr.  Charles  M.  Graney  was  chairman 
of  the  medical  society’s  exhibition  committee.  A 
feature  of  the  celebration  was  wrapping  paper  show- 
ing historical  scenes  from  Genesee  County.  The 
paper  was  prepared  by  the  Woman’s  Auxiliary  of  the 


Genesee  County  Memorial  Hospital,  Fillmore,  New 
York.  A special  float  was  entered  by  the  county 
medical  society  in  the  sesquicentennial  parade  (Fig. 
1).  Dr.  Cole,  as  General  Sullivan,  is  shown  shaking 
hands  with  Dr.  Joseph  S.  Diasio,  president  of  the 
Genesee  County  Medical  Society.  In  the  1809 
scene,  “The  Dawn  of  Abdominal  Surgery,”  are 
shown  Matthew  Diasio,  Mrs.  Robert  Kinsella, 
Richard  Speed,  John  Nicometo,  and  Beryl  McGuire 
with  Mrs.  Ronald  Davis  as  the  patient.  In  the 
1952  scene,  “Modern  Surgery,”  are  shown  Mrs. 
Laura  Glover,  Miss  Rose  Martino,  Dr.  T.  Murray 
Steele,  Dawson  Kendall,  and  Edward  Mooney, 
with  Mrs.  Steele  as  the  patient. 


MEDICALLY  SPEAKING— 


Receives  Honorary  Degree — Dr.  Leo  F.  Simpson, 
Rochester,  past-president  of  the  Medical  Society  of 
the  State  of  New  York,  was  awarded  the  degree  of 
Doctor  of  Science,  “honoris  causa,”  at  the  ninety- 
second  annual  commencement  exercises  of  St. 
Bonaventure  University  held  June  8,  “as  a tribute 
to  his  distinguished  career  . . . and  as  an  expression 
of  admiration  for  his  demonstrated  ability  to  inte- 
grate a successful  career  with  an  exemplary  life.” 

First  Award  of  Academy  Plaque — The  first  Acad- 
emy Plaque  of  the  New  York  Academy  of  Medicine 
for  “distinguished  and  meritorious  service  to  medi- 


cine and  to  the  Academy,”  was  awarded  to  Dr.  Orrin 
Sage  Wightman,  New  York  City,  at  special  cere- 
monies held  in  May  at  the  Academy.  Dr.  Wight- 
man is  chairman  of  the  board  of  trustees  of  the  New 
York  Academy  of  Medicine  and  has  been  a fellow 
of  the  Academy  since  1905. 

Society  Elects  Officers — Newly  elected  officers  of 
the  New  York  Society  for  Clinical  Ophthalmology 
are:  Dr.  Abraham  L.  Kornzweig,  president;  Dr. 
Bernard  Fread,  vice-president;  Dr.  Bernard  Kron- 
enberg,  recording  secretary;  Dr.  Leon  H.  Ehrlich, 
corresponding  secretary;  Dr.  Edward  Saskin,  treas- 
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urer,  and  Dr.  Abraham  Schlossman,  historian.  Dr. 
Adolph  Posner,  the  retiring  president,  was  elected  to 
the  advisory  council. 


Formation  of  International  Fertility  Association — 

Delegates  from  twelve  nations  have  founded  a new 
world  medical  society  known  as  the  International 
Fertility  Association.  The  First  World  Congress  on 
Fertility  and  Sterility  sponsored  by  the  new  society 
will  be  held  in  conjunction  with  the  American 
Society  for  the  Study  of  Sterility  in  New  York  City 
in  May,  1953. 

Aims  of  the  new  organization  are  ( 1 ) to  study  the 
problems  of  fertility  and  sterility  in  their  broad  im- 
plications, (2)  to  stimulate  scientific  investigation 
and  social  awareness  in  the  field  of  fertility  and 
sterility,  (3)  to  standardize  and  orient  nomenclature, 
terminology,  tests,  and  evaluation  of  diagnostic 
methods  and  therapy  throughout  the  world,  and  (4) 
to  hold  international  congresses  in  the  specialty  in 
different  parts  of  the  world. 

Further  information  may  be  obtained  from  Dr. 
Abner  I.  Weisman,  associate  secretary-general, 
1 160  Fifth  Avenue,  New  York  City. 


Officers  Elected — At  the  seventy-seventh  annual 
meeting  of  the  American  Neurological  Association, 
held  May  8 to  10  in  Atlantic  City,  officers  for  1952- 
1953  were  elected,  including  Dr.  H.  Houston  Mer- 
ritt, New  York  City,  as  secretary-treasurer.  Dr. 
S.  Bernard  Wortis,  New  York  City,  is  retiring  presi- 
dent. 


Open  Chemotherapy  Ward — The  opening  of  a 
42-bed  chemotherapy  ward  at  New  York  City’s 
James  Ewing  Hospital,  a cancer  hospital  affiliated 
with  the  Memorial  Center  for  Cancer  and  Allied 
Diseases,  has  been  announced  by  Dr.  Marcus  D. 
Kogel,  City  commissioner  of  hospitals,  and  Dr. 
Cornelius  Rhoads,  director  of  the  Memorial  Center. 
The  establishment  of  the  ward  results  from  progress 
which  is  being  made  in  the  development  of  chemical 
compounds  which  indicate  an  activity  against  cer- 
tain types  of  cancer.  The  clinical  studies  to  be 
undertaken  in  the  new  ward  will  be  made  in  con- 
junction with  laboratory  studies  conducted  at  the 
Memorial  Center’s  Sloan-Kettering  Institute. 


New  York  University  Alumni  Awards — Alumni 
of  the  New  York  University  College  of  Medicine,  a 
unit  of  the  New  York  University-Bellevue  Medical 
Center,  presented  meritorious  awards  to  two  of  the 
college’s  distinguished  alumni,  Dr.  John  Frederick 
Erdmann  and  Dr.  Nathan  B.  Van  Etten,  at  the 
annual  dinner  held  May  20  at  the  Waldorf-Astoria 
Hotel,  New  York  City.  Dr.  Erdmann,  a member  of 
the  class  of  1887,  has  practiced  surgery  in  New  York 
City  for  more  than  fifty  years.  Dr.  Van  Etten,  a 
member  of  the  class  of  1890,  was  recently  honored 
by  the  dedication  of  a 500-bed  tuberculosis  hospi- 
tal, the  Nathan  B.  Van  Etten  Hospital,  Bronx,  in  his 
honor. 


Navy  to  Offer  Internships — The  Navy  has  an- 
nounced that  it  would  make  176  Naval  hospital 
internships  available  to  medical  school  students  who 
will  graduate  in  1953.  All  applicants  would  be  re- 


ceived and  processed  in  accordance  with  the  plan  for 
internship  appointments  of  the  National  Interasso- 
ciation Committee  on  Internships.  Prospective 
Navy  interns  must  meet  all  requirements  for  a com- 
mission in  the  Medical  Corps,  U.S.  Naval  Reserve, 
and  must  serve  a minimum  of  twenty-four  months  of 
active  duty,  commencing  on  the  date  they  start 
intern  training.  Appointees  to  the  Naval  intern- 
ships will  be  commissioned  lieutenants,  junior  grade, 
in  the  Medical  Corps  of  the  Naval  Reserve  and  will 
receive  the  pay  and  allowances  of  that  rank  during 
their  internship. 

Students  interested  in  a Navy  internship  may  ob- 
tain further  information  at  any  office  of  Nava!  officer 
procurement  or  by  writing  to  the  Surgeon  General 
of  the  Navy,  Bureau  of  Medicine  and  Surgery,  Navy 
Department,  Washington  25,  D.C. 


National  Gastroenterological  Association  1952 
Award  Contest — The  National  Gastroenterological 
Association  has  announced  its  Annual  Cash  Prize 
Award  Contest  for  1952.  One  hundred  dollars  and 
a certificate  of  merit  will  be  given  for  the  best 
unpublished  contribution  on  gastroenterology  or 
allied  subjects.  Certificates  will  also  be  awarded 
those  physicians  whose  contributions  are  deemed 
worthy. 

Contestants  residing  in  the  United  States  must 
be  members  of  the  American  Medical  Association. 
Those  residing  in  foreign  countries  must  be  members 
of  a similar  organization  in  their  own  country.  The 
winning  contribution  will  be  selected  by  a board  of 
impartial  judges,  and  the  award  is  to  be  made  at 
the  annual  convention  banquet  of  the  National 
Gastroenterological  Association  in  October,  1952. 

Certificates  awarded  to  other  physicians  will  be 
mailed  to  them.  The  decision  of  the  judges  will  be 
final.  The  Association  reserves  the  exclusive  right 
of  publishing  the  winning  contribution,  and  those 
receiving  certificates  of  merit,  in  its  official  publica- 
tion, The  Review  of  Gastroenterology . 

All  entries  for  the  1952  prize  should  be  limited 
to  5,000  words,  be  typewritten  in  English,  prepared 
in  manuscript  form,  submitted  in  five  copies  ac- 
companied by  an  entry  letter,  and  must  be  received 
not  later  than  September  1,  1952.  Entries  should 
be  addressed  to  the  National  Gastroenterological 
Association,  1819  Broadway,  New  York  23,  New 
York. 


Samuel  W.  Hamilton  Memorial  Lecture  and 
Award — The  American  Psychopathological  Asso- 
ciation has  established  the  Samuel  W.  Hamilton 
memorial  lecture  and  award  in  commemoration  of 
the  unique  contribution  made  by  Dr.  Hamilton  to 
the  fields  of  psychiatry,  medicine,  and  sociology. 
He  was  one  of  the  founders  of  the  Association,  served 
a term  as  president,  and  acted  as  its  secretary  for 
many  years.  The  recipient  of  the  award  will  be 
chosen  each  year  by  the  Council  of  the  American 
Psychopathological  Association  and  presented  with 
the  Samuel  W.  Hamilton  bronze  medal  after  delivery 
of  the  Hamilton  Lecture. 

Dr.  William  B.  Terhune,  chairman  of  the  com- 
mittee to  raise  the  necessary  funds,  announced  that 
the  contributions  received  from  members  of  the 
Association  and  also  from  members  of  the  American 
Psychiatric  Association  who  participated  as  spon- 
sors will  perpetuate  this  yearly  award. 
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This  year  the  first  award  was  presented  to  Clarence 
P.  Oberndorf,  M.D.,  clinical  professor  of  psychiatry 
at  Columbia,  for  his  distinguished  contribution  to 
psychopathology,  at  the  annual  meeting  of  the 


American  Psychopathological  Association  held  on 
June  7 at  the  Park  Sheraton  Hotel,  New  York.  Dr. 
Oberndorf’s  lecture  was  entitled  “Function  in  Psy- 
chiatry.” 


MEETINGS 

PAST 


Ontario  County  Medical  Society 

Dr.  Earl  D.  Osborne,  professor  of  dermatology 
and  syphilology,  University  of  Buffalo  School  of 
Medicine,  presented  a paper  on  “The  Diagnosis  and 
Treatment  of  Superficial  Skin  Cancer,”  at  a meeting 
of  the  Ontario  County  Medical  Society  held  June  10 
in  Geneva.  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  in  cooper- 
ation with  the  State  Department  of  Health. 

Jefferson  County  Medical  Society 

The  annual  outing  of  the  Jefferson  County  Medical 
Society  was  held  June  12  at  the  Thousand  Island 
Club  on  Wellesley  Island  and  featured  golf,  baseball, 


games,  swimming,  and  boating,  followed  by  a buffet 
dinner. 

Geneva  Academy  of  Medicine 

A symposium  on  “Low  Back  Pain”  was  presented 
at  a meeting  of  the  Geneva  Academy  of  Medicine 
on  June  16  in  Geneva.  Dr.  Thomas  I.  Hoen,  di- 
rector of  the  Department  of  Neurosurgery,  New 
York  University  Post-Graduate  Medical  School, 
spoke  on  neurologic  aspects,  and  Dr.  Walter  Thomp- 
son, professor  of  orthopedic  surgery",  New  York 
L’niversity  College  of  Medicine,  spoke  on  orthopedic 
aspects.  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  in  cooper- 
ation with  the  State  Department  of  Health. 


FUTURE 


American  Occupational  Therapy  Association 

The  American  Occupational  Therapy  Association 
will  hold  its  annual  meeting  at  the  Hotel  Schroeder 
in  Milwaukee,  Wisconsin,  August  9 to  16,  1952. 

American  Congress  of  Physical  Medicine 

The  thirtieth  annual  scientific  and  clinical  session 
of  the  American  Congress  of  Physical  Medicine  will 
be  held  August  25  to  29  at  the  Hotel  Roosevelt, 
New  York  City.  All  sessions  will  be  open  to  mem- 
bers of  the  medical  profession  in  good  standing  with 
the  American  Medical  Association.  In  addition  to 
the  scientific  sessions,  annual  instruction  seminars 
will  be  held.  These  lectures  will  be  open  to  physi- 
cians as  well  as  to  therapists  who  are  registered  with 
the  American  Registry  of  Physical  Therapists  or 
the  American  Occupational  Therapy"  Association. 
Full  information  may  be  obtained  by  writing  to  the 
American  Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 

International  College  of  Surgeons 

The  seventeenth  assembly"  of  the  United  States 
Chapter  of  the  International  College  of  Surgeons 
will  be  held  in  Chicago,  Illinois,  September  2 to  4, 
at  the  Stevens  Hotel. 


World  Medical  Association 

The  sixth  general  assembly  of  the  World  Medical 
Association  will  be  held  in  Athens,  Greece,  October 
12  to  16,  and  will  be  followed  on  October  17  by’  a 
meeting  of  the  Medical  Editors  of  the  World.  Fur- 
ther information  may  be  obtained  by  Dr.  Louis  H. 
Bauer,  secretary-treasurer,  World  Medical  Asso- 
ciation, 2 East  103rd  Street,  New  York  29,  New 
York. 

Medico-Military  Symposium 

The  third  annual  Medico-Military"  Symiposium  for 
all  armed  forces  of  the  United  States  will  be  held 
October  20  to  25  at  the  LT.S.  Naval  Hospital,  Phila- 
delphia, Pennsydvania.  Topics  for  the  general 
sessions  will  be  “The  Physician  as  a Medical  Offi- 
cer,” “Aviation  Medicine,”  “Disaster  Prepared- 
ness,” “Field  Medicine,”  “Submarine  Medicine,” 
and  “Neuropsy’chiatry.”  Special  sessions  will  be 
held  on  surgery",  medicine,  neuropsychiatry",  dentis- 
try, ear,  nose,  and  throat,  ophthalmology",  and  der- 
matology. 

Arrangements  are  being  made  to  give  both  pro- 
motion and  retirement  point  credits  for  those  in 
attendance,  including  Army",  Air  Force,  and  Naval 
Reserve  Officers.  Further  information  may  be  ob- 
tained from  the  District  Medical  Officer,  Building  4, 
LT.S.  Naval  Base,  Philadelphia  12,  Pennsylvania. 


PERSONALITIES 


Honored 

Dr.  H.  C.  Allen,  Gowanda,  by  members  of  the 
Cattaraugus  County  Medical  Society,  at  a testi- 
monial dinner  May"  8 in  Olean,  on  the  occasion  of  Dr. 
Allen’s  retirement  from  practice  . . . Dr.  Joseph  Hoyt 
Beattie,  Dobbs  Ferry,  at  a testimonial  dinner  given 


by  members  of  the  medical  and  surgical  staff  of  the 
Dobbs  Ferry  Hospital  to  mark  his  fiftieth  anniver- 
sary of  the  practice  of  medicine  . . . Dr.  Christopher 
Fletcher,  Buffalo,  by  employes  of  the  Buffalo  State 
Hospital  on  the  occasion  of  his  retirement  after  forty" 


July  1,  1952] 


MEDICAL  NEWS 


1693 


years  of  service  with  the  hospital  . . . Dr.  Arthur  J. 
Wallingford,  Albany,  who  received  the  honorary 
degree  of  Doctor  of  Laws  at  the  commencement 
exercises  of  Siena  College,  at  which  Dr.  Wallingford 
gave  the  commencement  address. 

Awarded 

Dr.  J.  Burns  Amberson,  physician-in-charge, 
Chest  Service,  Bellevue  Hospital,  New  York  City, 
who  received  the  1952  Trudeau  Medal  for  the  “most 
meritorious  contribution  on  the  cause,  prevention, 
or  treatment  of  tuberculosis”  at  the  annual  meeting 
of  the  National  Tuberculosis  Association  May  28  in 
Boston,  Massachusetts  . . . Dr.  Samuel  W.  Clausen, 
professor  of  pediatrics,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  the  Albert  David 
Kaiser  Medal  of  the  Rochester  Academy  of  Medicine 
at  its  annual  meeting  May  6,  for  his  achievements 
as  a “scholar,  clinician,  and  extraordinary  teacher 
of  pediatrics.” 

The  late  Dr.  Konrad  Dobriner,  former  chief  of  the 
Division  of  Steroid  Metabolism,  Sloan-Kettering 
Institute  for  Cancer  Research,  the  Katherine  Berkan 
Judd  prize  for  the  greatest  advancement  made  dur- 
ing 1951  toward  the  discovery  of  a cure  for  cancer  . . . 
Dr.  Madge  C.  L.  McGuinness,  director  of  physical 
medicine,  Misericordia  Hospital,  the  1952  award  of 
the  Women’s  Medical  Society  of  the  State  of  New 
York,  at  a dinner  May  12  at  the  Hotel  Statler,  New 
York  City,  for  her  work  “to  advance  women  in 
medicine”  . . . Dr.  John  V.  Taggart,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  the 
Edward  N.  Gibbs  Memorial  Prize  of  $2,000  for  re- 
searches on  the  etiology,  pathology,  physiology,  or 
treatment  of  disease  of  the  kidney,  for  studies  on 
renal  physiology  and  tubular  transport  mechanisms. 

Retired 

Dr.  H.  Beckett  Lang,  assistant  commissioner  of 
mental  hygiene,  New  York  State  Department  of 
Mental  Hygiene,  after  twenty-eight  years  in  State 
service,  to  open  private  practice  in  Albany  . . . Dr. 
Adolph  Jacoby,  director  of  the  New  York  City 
Health  Department’s  Bureau  of  Social  Hygiene,  on 
May  31  after  thirty-six  years  of  service. 

Appointed 

Dr.  Henry  Brill,  director  of  Craig  Colony,  Sonyea, 
as  assistant  commissioner  in  the  State  Department 
of  Mental  Hygiene  . . . Dr.  James  A.  Brussel,  assist- 
ant director  of  Willard  State  Hospital,  as  assistant 
commissioner  in  the  State  Department  of  Mental 
Hygiene  . . . Dr.  Charles  Buckman,  assistant  com- 
missioner of  the  State  Department  of  Mental  Hy- 
giene, as  senior  director  of  Kings  Park  State  Hos- 
pital . . . Dr.  Richard  T.  Byrnes,  as  surgeon  of  the 
Albany  Police  Department. 

Dr.  Crawford  Campbell,  Albany,  to  the  ortho- 
pedic consulting  staff  of  Delaware  Valley  Hospital, 
Walton  . . . Dr.  Donald  A.  Covalt,  Department  of 
Physical  Medicine  and  Rehabilitation,  New  York 
University  College  of  Medicine,  as  a member  of  the 
advisory  council  of  the  Mellon  Institute  of  Industrial 
Research,  Pittsburgh,  Pennsylvania  . . . Dr.  George 
F.  Etling,  assistant  director  of  Rome  State  Hospital, 
as  director  of  St.  Lawrence  State  Hospital  . . . Dr. 
Martin  G.  Goldner,  former  chief  of  medical  services, 
Veterans  Administration  Hospital,  Brooklyn,  as  di- 


rector of  medicine  at  the  Jewish  Sanitarium  and 
Hospital  for  Chronic  Diseases,  Brooklyn  . . . Dr. 
Edward  E.  Gordon,  New  York  City,  as  medical  di- 
rector of  the  Institute  for  the  Crippled  and  Disabled, 
New  York  City.  . .Dr.  Charles  Greenberg,  assistant 
director  at  Harlem  Valley  State  Hospital,  Wingdale, 
as  director  of  Craig  Colony,  Sonyea. 

Dr.  Daniel  Harris,  Saranac  Lake,  as  consulting 
psychologist,  North  Country  School,  Lake  Placid.  . . 
Dr.  James  A.  Hogan,  Albany,  as  physician  of  the 
Albany  County  jail.  . . Dr.  Robert  C.  Hunt,  director 
of  St.  Lawrence  State  Hospital,  as  assistant  com- 
missioner in  the  State  Department  of  Mental  Hy- 
giene. . . Dr.  Joseph  Liburt,  Huntington,  as  attend- 
ing proctologist,  Central  Islip  State  Hospital. 

Dr.  Eugene  R.  Marzullo,  as  medical  director  of  St. 
John’s  Episcopal  Hospital,  Brooklyn.  . . Dr.  John  J. 
Powers,  Albany,  as  Albany  County  health  commis- 
sioner. . . Dr.  Nathan  Rosenthal,  consulting  hema- 
tologist, Mount  Sinai  Hospital,  as  chairman  of  the 
medical  advisory  committee  of  the  New  York  re- 
gional blood  program  of  the  American  Red  Cross. 
Elected 

Dr.  William  S.  McCann,  physician-in-charge, 
Strong  Memorial  Hospital,  Rochester,  as  president 
of  the  Association  of  American  Physicians.  . . Dr. 
John  C.  McClintock,  Albany,  as  recording  secretary 
of  the  American  Goiter  Association.  . . Dr.  Currier 
McEwen,  dean,  New  York  University  College  of 
Medicine,  as  president  of  the  American  Rheumatism 
Association.  . . Dr.  Abraham  Ravich,  Brooklyn,  as 
executive  director  of  the  Cancer  Research  and 
Hospital  Foundation. 

Speakers 

Dr.  Newton  Bigelow,  commissioner  of  mental 
hygiene,  State  Department  of  Mental  Hygiene,  on 
“The  Differential  Diagnosis  of  Schizophrenia”  at  a 
meeting  of  the  staff  of  the  Veterans  Administration 
Hospital,  Northport,  Long  Island,  May  23.  . . Dr. 
Macdonald  Critchley,  dean  of  the  National  Hospital, 
London,  England,  on  “Dysarthria  as  Part  of  Dys- 
phasia,” at  the  National  Hospital  for  Speech  Dis- 
orders, May  15,  New  York  City.  . . Dr.  Shirley  Gage, 
Delanson,  captain,  U.S.  Army  Medical  Corps,  at  a 
meeting  of  the  Tenth  Corps  Medical  and  Dental 
Society  in  Korea.  . . Dr.  Leonard  J.  Raider,  vice- 
president,  LTnited  Medical  Service,  Inc.,  New  York 
City,  at  a meeting  of  the  Sullivan  County  Medical 
Society,  June  19  in  Liberty.  . . Dr.  Keith  Simpson, 
London,  England,  on  “Gaps  in  Scientific  Evidence 
for  the  Prosecution  in  the  Trial  of  Criminal  Cases,” 
at  a meeting  of  the  Society  of  Medical  Jurisprud- 
ence, May  12,  New  York  City.  . . Dr.  Gregory 
Zilboorg  on  “The  Major  Difficulties  in  Psycho- 
therapy” at  a meeting  of  the  staff  of  the  Veterans 
Administration  Hospital,  Northport,  Long  Island, 
June  2. 

New  Offices 

Dr.  E.  Donald  Andrew,  general  practice  in  Cherry 
Valley.  . . Dr.  Robert  Geiger,  Bronx,  general  prac- 
tice in  North  Syracuse.  . . Dr.  Hans  Hanke,  New 
York  City,  general  practice  in  Wayland.  . . Dr. 
Sydney  P.  Schiff,  Brooklyn,  general  practice  in 
Liberty.  . . Dr.  Richard  J.  Valone,  Chicago,  practice 
of  ophthalmology  in  Utica.  . . Dr.  Myron  E.  Wil- 
iams, Jr.,  Holley,  general  practice  in  Batavia. 
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Connective  Tissues.  Transactions  of  the  Second 
Conference,  May  24-25,  1951,  New  York,  N.  Y. 
Edited  by  Charles  Ragan,  M.D.  Octavo  of  190 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr. 
Foundation,  1952.  Cloth,  S3. 50. 

Liver  Injury.  Transactions  of  the  Tenth  Con- 
ference May  21-22,  1951,  New  York,  N.  Y.  Edited 
by  F.  W.  Hoffbauer,  M.D.  Octavo  of  320  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1951.  Cloth,  $3.75. 

Problems  of  Consciousness.  Transactions  of  the 
Second  Conference  March  19-20,  1951,  New  York, 
N.Y.  Edited  by  Harold  A.  Abramson,  M.D. 
Octavo  of  178  pages.  New  York,  Josiah  Macy,  Jr. 
Foundation,  1951.  Cloth,  $3.25. 

Fertility  in  Men  and  Women.  The  How  and 
Why  of  Having  Children.  By  James  Alan  Rosen, 
M.D.  Octavo  of  177  pages.  New  York,  Coward 
McCann,  1952.  Cloth,  $3.00.  (In  Preparation  for 
Health  Series) 

Heredity  in  Uterine  Cancer.  By  Douglas  P. 
Murphy,  M.D.  Octavo  of  128  pages.  Cambridge, 
Massachusetts,  Commonwealth  Fund  by  Harvard 
University  Press,  1952.  Cloth,  $2.50. 

Doctors  in  Blue.  The  Medical  History  of  the 
Union  Army  in  the  Civil  War.  By  George  Worth- 
ington Adams.  Octavo  of  253  pages,  illustrated. 
New  York,  Henry  Schuman,  1952.  Cloth,  $4.00. 

Understanding  Children’s  Play.  By  Ruth  E. 
Hartley,  Lawrence  K.  Frank,  and  Robert  M.  Gold- 
enson.  Octavo  of  372  pages,  illustrated.  New 
York,  Columbia  University  Press,  1952.  Cloth, 
$3.50. 

Fluid  Balance.  A Clinical  Manual.  By  Carl  A. 
Moyer,  M.D.  Duodecimo  of  191  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1952.  Cloth,  $3.75. 

The  Physician.  As  Man  of  Letters,  Science  and 
Action.  By  Thomas  Kirkpatrick  Monro,  M.D. 
Second  edition.  Octavo  of  259  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $4.50. 

Topics  in  Physical  Chemistry.  A Supplementary 
Text  for  Students  of  Medicine.  By  W.  Mansfield 
Clark,  Sc.D.  Second  edition.  Octavo  of  778  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1952.  Cloth,  $10. 

Fractures  and  Joint  Injuries.  By  Sir  Reginald 
Watson-Jones,  M.Ch.Orth.  Fourth  edition.  Vol- 
ume I.  Octavo  of  443  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $22  set  of  2 
volumes. 

Bulletin  of  the  Hospital  for  Joint  Diseases,  Octo- 
ber 1951.  Volume  12,  No.  2.  A volume  in  tribute 
to  Dr.  Henry  L.  Jaffe.  Octavo  of  527  pages,  illus- 
trated. New  York,  Hospital  for  Joint  Diseases, 
1951.  Paper,  $6.00. 

Principles  & Practice  of  Aviation  Medicine. 
By  Harry  G.  Armstrong,  M.D.  Third  edition. 
Octavo  of  476  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1952.  Cloth,  $7.50. 


The  Thoracic  Surgical  Patient.  Preoperative, 
Anesthetic  and  Postoperative  Care.  By  Lew  A. 
Hochberg,  M.D.  Octavo  of  364  pages.  New  York, 
Grune  & Stratton,  1952.  Cloth,  $8.75. 

Diagnostic  Bacteriology.  A Textbook  for  the 
Isolation  and  Identification  of  Pathogenic  Bacteria. 
By  Isabelle  Gilbert  Schaub,  B.A.,  and  M.  Kath- 
leen Foley,  M.A.  Fourth  edition.  Octavo  of  356 
pages.  St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth, 
$4.50. 

Prescription  for  Medical  Writing.  A Useful 
Guide  to  Principles  and  Practice  of  Effective  Scien- 
tific Writing  and  Illustration.  By  Edwin  P.  Jordan, 
M.D.,  and  Willard  C.  Shepard.  Octavo  of  112 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1952.  Cloth,  $2.50. 

The  Clinical  Use  of  Fluid  and  Electrolyte.  By 
John  H.  Bland,  M.D.  Quarto  of  259  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Paper,  $6.50.  (American  Monograph  Series) 

Trauma,  Growth,  and  Personality.  By  Phyllis 
Greenacre,  M.D.  Octavo  of  328  pages.  New  York, 
W.  W.  Norton  & Co.,  1952.  Cloth,  $4.50. 

The  New  Way  to  Better  Hearing.  Through 
Hearing  Reeducation.  By  Victor  L.  Browd,  M.D. 
Octavo  of  226  pages,  illustrated.  New  Y'ork,  Crown 
Publishers,  1951.  Cloth,  $3.00. 

Dynamic  Psychiatry.  Basic  Principles.  Volume 
1.  By  Louis  S.  London,  M.D.  Octavo  of  98  pages. 
New  York,  Corinthian  Publications,  1952.  Cloth, 
$2.00. 

The  Musculoskeletal  System.  A Symposium. 
Presented  at  the  Twenty-Third  Graduate  Fortnight 
of  the  New  York  Academy  of  Medicine,  October 
Ninth  to  Twentieth,  1950.  Edited  by  Mahlon  Ash- 
ford, M.D.  Octavo  of  368  pages,  illustrated.  New 
York,  Macmillan  Co.,  1952.  Cloth,  $6.50. 

Growing  through  Play.  Experiences  of  Teddy 
and  Bud.  By  Ruth  E.  Hartley.  Octavo  of  61  pages. 
New  York,  Columbia  University'  Press,  1952.  Paper, 
75*. 

New  Play  Experiences  for  Children.  Planned 
Play  Groups,  Miniature  Life  Toys,  and  Puppets. 

Octavo  of  66  pages.  New  York,  Columbia  Univer- 
sity Press,  1952.  Paper,  75*. 

Case  Histories  in  Psychosomatic  Medicine. 
By  the  Staff  of  the  Psychiatric  Service,  Massa- 
chusetts General  Hospital,  Boston.  Edited  by 
Henry  H.  W.  Miles,  M.D.,  Stanley  Cobb,  M.D.,  and 
Harley  C.  Shands,  M.D.  Octavo  of  306  pages. 
New  York,  W.  W.  Norton  & Co.,  1952.  Cloth, 
$4.50. 

Histopathological  Technic.  Including  a Discus- 
sion of  Botanical  Microtechnic.  By'  Aram  A.  Kra- 
jian,  Sc.D.,  and  R.  B.  H.  Gradwohl,  M.D.  Second 
edition.  Octavo  of  362  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1952.  Cloth,  $6.75. 

The  Medical  Clinics  of  North  America.  Tulane- 
Toronto  Number.  March,  1952.  Octavo,  illustrated. 
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Philadelphia,  W.  B.  Saunders  Co.,  1952.  Published 
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paper,  $15  net. 
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Octavo  of  73  pages,  illustrated.  Springfield,  Illinois, 
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217  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
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Conditions  by  J.  L.  Henderson,  M.D.  Fourth  edi- 
tion. Octavo  of  412  pages,  illustrated.  Edinburgh, 
E.  & S.  Livingstone,  Ltd.  (Baltimore,  Williams  & 
Wilkins  Co.),  1952.  Cloth,  $6.00. 

Cowdry’s  Problems  of  Ageing.  Biological  and 
Medical  Aspects.  Third  edition  edited  by  Albert  I. 
Lansing,  Ph.D.  Octavo  of  1,061  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
$15. 

Medical  Disorders  of  the  Locomotor  System 
Including  the  Rheumatic  Diseases.  By  Ernest 
Fletcher,  M.D.  Second  editon.  Quarto  of  884 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $11. 

Foundations  of  Neuropsychiatry.  By  Stanley 
Cobb,  M.D.  Fifth  edition.  Octavo  of  287  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1952.  Cloth,  $3.00. 

The  Diagnosis  of  Nervous  Diseases.  By  the 
late  James  Purves-Stewart,  M.D.,  and  C.  Worster- 
Drought,  M.D.  Tenth  edition.  Octavo  of  962 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1952.  Cloth,  $10. 

Ear,  Nose  and  Throat  Diseases.  For  the  General 


Practitioner.  By  William  McKenzie,  B.Chir. 
(Cantab.).  Duodecimo  of  136  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  Ltd.,  (Baltimore, 
Williams  & Wilkins  Co.),  1952.  Cloth,  $2.00. 

The  Quiet  Art.  A Doctor’s  Anthology.  Compiled 
by  Robert  Coope,  M.D.  Duodecimo  of  284  pages, 
illustrated.  Edinburgh,  E.  & S.  Livingstone,  Ltd. 
(Baltimore,  Williams  & Wilkins  Co.),  1952.  Cloth, 
$3.00. 

Steps  Toward  Prevention  of  Chronic  Disease. 
Summary  of  the  National  Conference  on  Chronic 
Disease:  Preventive  Aspects  Held  March  12-14, 

1951.  Sponsor:  Commission  on  Chronic  Illness. 

Cosponsors:  U.  S.  Public  Health  Service,  National 
Health  Council.  Quarto  of  31  pages.  Raleigh, 
North  Carolina,  Health  Publications  Institute,  Inc., 

1952.  Paper,  50^. 

Practical  Procedures.  Edited  by  Sir  Heneage 
Ogilvie,  D.M.,  and  William  A.  R.  Thomson,  M.D. 
Second  edition.  Octavo  of  380  pages,  illustrated. 
London,  Eyre  & Spottiswoode,  1952.  Cloth,  25/  — . 
( The  Practitioner  Handbooks) 

Proceedings  Cerebral  Palsy  Institute,  November 
1950.  Sponsored  by  The  Coordinating  Council  for 
Cerebral  Palsy  in  New  York  City,  Inc.  Prepared  by 
Marguerite  Abbott,  B.S.  Octavo  of  136  pages. 
New  York,  Association  for  the  Aid  of  Crippled 
Children,  Inc.,  n.d. 

Handbook  of  Cardiology  for  Nurses.  The  Dis- 
ease, the  Patient,  Modem  Concepts  of  Treatment. 

By  Walter  Modell,  M.D.  Octavo  of  246  pages, 
illustrated.  New  York,  Springer  Publishing  Co., 
1952.  Cloth,  $3.50. 

Preventive  Medicine  and  Public  Health.  By 

Wilson  G.  Smillie,  M.D.  Second  edition.  Octavo 
of  603  pages,  illustrated.  New  York,  Macmillan 
Co.,  1952.  Cloth,  $7.50. 

Fundamentals  of  Psychiatry.  Bv  Edward  A. 
Strecker,  M.D.  Fifth  edition.  Octavo  of  250  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1952.  Cloth. 
$4.50. 
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The  1951  Year  Book  of  Medicine.  (May,  1950- 
May,  1951.)  Edited  by  Paul  B.  Beeson,  M.D., 
J.  Burns  Amberson,  M.D.,  William  B.  Castle,  M.D., 
Tinsley  R.  Harrison,  M.D.,  and  George  V.  Euster- 
man,  M.D.  Duodecimo  of  696  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1951.  Cloth, 
$5.00. 

This  is  an  excellently  and  compactly  written  re 
view  of  the  year  in  medicine.  It  contains  many 
helpful  therapeutic  hints.  Irving  Greenfield 

The  Essentials  of  Modem  Surgery.  Edited  by 
R.  M.  Handfield- Jones,  M.S.,  and  Sir  Arthur  E. 
Porritt,  M.Ch.  Fourth  edition.  Octavo  of  1,263 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $11. 

An  imposing  list  of  contributors  attests  the  quality 
of  this  book.  Without  exception  all  are  identified 
with  well  known  hospitals  and  institutions.  Fur- 
thermore, all  are  British  by  background  and  train- 
ing. This  fact  vouches  for  the  clear,  concise  and 
smooth  diction. 

In  general,  various  subjects  are  fully  covered,  but 
the  reviewer  suggests  that  some  topics  might  well 


have  been  elaborated  more  fully.  The  editors’  failure 
to  list  references  may  disappoint  the  reader  inter- 
ested in  further  study  and  collateral  reading. 

There  is  a well  organized  index  of  thirty  pages. 
The  work  is  a worthy  one  and  is  recommended  with- 
out reservations.  Arthur  Goetsch 

Hormones  and  Body  Water.  By  Robert  Gaunt, 
Ph.D.,  and  James  H.  Birnie,  Ph.D.  Octavo  of  57 
pages,  illustrated.  Springfield,  Charles  C Thomas, 
1951.  Fabricoid,  $2.25.  (Publication  #103  Ameri- 
can Lecture  Series.) 

A brief  but  interesting  description  of  how  the 
constancy  of  body  water  is  guided  and  maintained 
by  the  kidney  through  the  hypothalamic  centers  and 
hormonal  factors.  Charles  A.  Gordon 

Arthritis:  What  You  Can  Do  About  It.  By 

Robert  D.  Potter.  Octavo  of  239  pages.  New 
York,  Dodd,  Mead  & Co.,  1951.  Cloth,  $2.75. 

This  work  classifies  arthritis  and  explains  its 
many  categories,  its  effects  and  after-effects.  It  also 
explains  the  role  as  well  as  the  hazards  of  the  use  of 
cortisone  and  ACTH. 
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It  is  well  written  in  simple,  easy-to-understand 
terms,  not  diagnostic  but  informative.  While  it  is 
not  required  reading,  it  is  light  enough  and  could 
be  classed  as  interesting  and  instructive  to  the  lay- 
man. John  J.  Hauff 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1951.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18; 
paper,  $15. 

The  Boston  number  of  the  Medical  Clinics  of 
North  A nierica  is  devoted  to  a Symposium  on  Specific 
M ethods  of  Treatment.  There  are  twenty-one  articles 
under  the  editorship  of  Dr.  Chester  Keefer.  There 
is  very  little  that  is  new  or  unusual  in  this  series,  but 
the  papers  are  all  well  written  and  instructive. 
Drs.  Sessions  and  Ingelfinger  have  written  a par- 
ticularly good  review  of  the  medical  management  of 
severe  liver  disease.  Milton  Plotz 

Disorders  of  the  Heart  and  Circulation.  Edited 
by  Robert  L.  Levy,  M.D.  Octavo  of  944  pages, 
illustrated.  New  York,  Thomas  Nelson  & Sons 
(Baltimore,  Williams  & Wilkins  Co.),  1949,  1950, 
1951.  Cloth,  $12. 

This  excellent  book  on  diseases  of  the  heart  was 
written  by  a staff  of  highly  competent  experts  under 
the  able  supervision  of  Robert  L.  Levy.  It  may  be 
highly  recommended  to  all. 

It  should  be  pointed  out  that  this  is  not  quite  a 
“brand-new”  work,  as  claimed  in  the  advertisement 
for  it.  It  is  rather  a reprint  of  the  monographs  pre- 
pared for  the  current  Nelson  Loose-Leaf  Medicine. 
The  editor  has  continued  with  good  judgment  to 
include  the  classic  chapter  by  Abbott  on  congenital 
heart  disease.  Milton  Plotz 

Autopsy  Diagnosis  and  Technic.  By  Otto  Saphir, 
M.D.  Third  edition,  revised  and  enlarged.  Duo- 
decimo of  471  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1951.  Cloth,  $6.00. 

This  is  an  excellent  guide  for  the  autopsy  surgeon 
and  those  who  may  be  called  upon  to  do  this  type  of 
work  from  time  to  time.  It  contains  a great  deal  of 
practical  and  very  useful  information. 

For  the  next  edition,  your  reviewer  suggests  that 
the  author  introduce  a chapter  on  the  determination 
of  the  manner  of  arriving  at  the  cause  of  death,  also 
on  causal  relationship  in  compensation  work  and 
traumatic  relationship  in  neoplasm.  These  subjects 
are  all  frequent  topics  of  useful  discussion  and  de- 
serve consideration  in  any  book  of  this  kind. 

M.  E.  Marten 

Psychosomatic  Gynecology : Including  Problems 
of  Obstetrical  Care.  By  William  S.  Kroger,  M.D., 
and  S.  Charles  Freed,  M.D.  Octavo  of  503  pages. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Cloth, 
$8.00. 

The  authors,  neither  one  trained  in  psychiatry, 
have  accumulated  a vast  amount  of  data,  largely 
from  the  literature,  on  the  psychosomatic  aspects  of 
certain  gynecologic  and  obstetric  conditions.  A 
good  part  of  the  text  is  valuable,  although  such  obvi- 
ous psychosomatic  problems  as  hyperemesis  gravi- 
darum and  frigidity  are  not  covered  as  adequately  as 
their  importance  would  warrant.  Further,  it  ap- 
pears that  the  authors  have  attempted  to  include 
conditions  where  there  is  little  creditable  evidence 
for  psychogenic  influences. 

Alexander  H.  Rosenthal 


Practical  Clinical  Psychiatry.  By  Edward  A. 
Strecker,  M.D.,  Franklin  G.  Ebaugh,  M.D.,  and 
Jack  R.  Ewalt,  M.D.  With  a section  on  Psycho- 
pathologic  Problems  of  Childhood,  by  Leo  Kanner, 
M.D.  Seventh  edition.  Octavo  of  506  pages, 
illustrated.  Philadelphia,  Blakiston  Co.,  1951. 
Cloth,  $7.00. 

This  standard  text  on  psychiatry  is  excellent  for 
students  and  medical  practitioners  generally.  The 
authors  wisely  avoid  the  use  of  technical  jargon 
which  frequently  makes  psychiatric  literature  un- 
palatable to  the  nonspecialist.  The  frequent  and 
adequate  case  histories  are  helpful  in  the  clarification 
of  the  varied  clinical  pictures.  The  book  is  up  to 
date  with  new  data  on  classification,  mental  mecha- 
nism, and  treatment.  There  is  also  a section  on  child 
psychiatry  by  Dr.  Leo  Kanner. 

Arthur  J.  Lapovksy 

Frontal  Lobotomy  and  Affective  Behavior.  A 
Neurophysiological  Analysis.  By  John  F.  Fulton, 
M.D.  Octavo  of  159  pages,  illustrated.  New  York, 
W.  W.  Norton  & Co.,  1951.  Cloth,  $3.00. 

In  this  short  monograph  based  on  the  Salmon 
Memorial  Lectures,  Doctor  Fulton  has  admirably 
sketched  out  the  historical  background  of  our 
knowledge  of  cortical  function  and  has  reviewed 
briefly  the  more  recent  contributions  concerning  the 
visceral  functions  of  the  cerebral  cortex  and  their 
relation  to  the  lobotomy  procedure.  In  the  final 
chapter  he  has  indicated  the  efforts  being  made  to 
reduce  the  degree  of  intellectual  impairment  which 
frequently  follows  frontal  lobotomy. 

A good  bibliography  is  appended  for  those  who 
wish  to  pursue  the  subject  in  more  detail. 

Howard  Freedman 

Clinical  Urography.  An  Atlas  and  Textbook  of 
Roentgenologic  Diagnosis.  By  William  F.  Braasch, 
M.D.,  and  John  L.  Emmett,  M.  D.  Quarto  of  736 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1951.  Cloth,  $25. 

This  volume,  combining  as  it  does  a vast  amount 
of  material  with  excellent  illustrations  and  a clear, 
explicit  text,  fills  a long-felt  need  in  the  field  of  uro- 
graphic  diagnosis. 

No  hospital  library,  or  for  that  matter,  no  private 
library  of  any  practicing  urologist,  can  be  considered 
complete  without  this  excellent  volume  on  its  shelf. 

Mark  Fishberg 

Primer  on  Fractures.  Prepared  by  the  Special 
Exhibit  Committee  on  Fractures  in  Cooperation 
with  the  Committee  on  Scientific  Exhibit  of  the 
American  Medical  Association.  Sixth  edition. 
Octavo  of  109  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1951.  Cloth,  $2.00. 

This  work,  now  in  its  sixth  edition,  is  an  excellent 
introduction  to  the  fundamental  principles  involved 
in  the  treatment  of  fractures.  Medical  students  will 
find  it  very  helpful.  Mayer  E.  Ross 

Grouping,  Typing  and  Banking  of  Blood.  By 

Otakar  Jaroslav  Poliak,  M.D.  Octavo  of  163  pages, 
illustrated.  Springfield,  Charles  C Thomas,  1951. 
Cloth,  $5.75. 

Blood  grouping  has  developed  into  such  a compli- 
cated field,  especially  as  a result  of  the  discovery  of 
the  Rh-Hr  types,  that  it  would  hardly  be  possible 
for  anyone  who  is  not  actively  engaged  in  work  in  the 
field  to  write  an  authoritative  review.  Unfortu- 
nately, this  statement  is  substantiated  by  this 
[Continued  on  page  1698] 
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Announcing 

a new  chemical  derivative  of  penicillin 
which  concentrates  in  the  lung  and  sputum 

NEO-PENIC 


for  aqueous  injection 


'Neo-Penil'  is  a long-acting  injectible  penicillin,  which  not  only  assures  prolonged 
blood  levels,  but  also  gives  high  concentrations  in  certain  body  tissues.  For  example, 
'Neo-Penil’  produces  high  concentrations  in  lung  tissue  and  in  sputum,  and  thus  offers 
an  encouraging  prospect  in  the  treatment  of  bronchopulmonary  disease. 

Indications:  All  infections  that  respond  to  repository  penicillin. 

Available:  At  retail  pharmacies— in  single-dose,  silicone-treated  vials  of  500,000  units. 
Full  information  accompanies  each  vial. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


^Trademark  for  penicillin  G diechylaminoethyl  ester  hydriodide,  S.K.F. 


1.  Lancet  1:1255  (June  9)  1951. 
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[Continued  from  page  1696] 

volume  by  Poliak.  Poliak’s  book  contains  so  many 
errors  and  misstatements  that  it  cannot  be  recom- 
mended. It  is  particularly  dangerous  for  beginners, 
who  would  derive  much  misinformation  and  many 
misconceptions  from  this  volume.  A.  S.  Wiener 

Atlas  of  Cross  Section  Anatomy  of  the  Brain. 
Guide  to  the  Study  of  the  Morphology  and  Fiber 
Tracts  of  the  Human  Brain.  Fifth  Section  of  Emil 
Vllliger’s  Brain  and  Spinal  Cord.  Fourteenth  edi- 
tion. Revised  by  Eugen  Ludwig.  Atlas  further 
revised  by  A.  T.  Rasmussen,  Ph.D.  Quarto.  No 
pagination.  Illustrated.  Philadelphia,  Blakiston 
Co.,  1951.  Cloth,  $5.00. 

This  atlas  contains  the  well-known  Villiger  illus- 
trations of  central  nervous  system  structure  without 
the  accompanying  text.  Dr.  Rasmussen  has  added 
a series  of  plates  of  carefully  selected  sagittal  sections 
“The  major  structures  of  the  brain  axis  have  been 
traversed  and  thus  many  rostro-caudal  and  fronto- 
occipital  relations  are  clarified.” 

The  student  will  find  in  this  book  a clear  guide 
through  the  intricate  brain  structures  and  their  con- 
nections. Arthur  J.  Lapovsky 

A.  F.  Holleman  Organic  Chemistry.  By  Profes- 
sor J.  P.  Wibaut.  Translated  from  the  sixteenth 
Dutch  edition  by  Samuel  Coffey,  D.Sc.  (Leyden). 
Quarto  of  660  pages,  illustrated.  Houston,  Elsevier 
Press,  1951.  Cloth,  $9.00. 

This  book  is  an  excellent  presentation  of  the  basic 
aspects  of  organic  chemistry,  including  the  presenta- 
tion of  aliphatic,  carbocyclic,  and  heterocyclic  com- 
pounds. 

The  theoretic  phases  of  the  problems  are  usually 
presented  when  the  compounds  are  discussed.  The 
student  of  biochemistry  and  medicine  would  be 
especially  interested  in  the  presentation  of  the  chem- 
istry of  biologically  important  compounds,  such  as 
vitamins,  hormones,  steroids,  porphyrins,  enzymes. 
From  the  point  of  view  of  an  advanced  student  of 
organic  chemistry,  the  book  lacks  some  of  the  more 
advanced  theoretic  concepts.  This  omission  may 
be  regarded  as  a virtue,  however,  since  it  leaves  room 
for  detailed  information  on  a wide  variety  of  organic 
topics.  Albert  Sobel 

Surgery  of  the  Stomach  & Duodenum.  By 

Claude  E.  Welch,  M.D.  Illustrated  by  Muriel 
McLatchie  Miller.  Octavo  of  349  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1951.  Cloth, 
$8.50. 

This  text,  by  virtue  of  its  brevity,  is  necessarily 
didactic  and  skirts  many  controversial  points  where 
a variation  of  opinion  exists.  Although  not  ency- 
clopedic in  character,  it  includes  most  of  the  present- 
day  operative  technics  required  in  this  division  of 
abdominal  surgery.  Despite  the  minor  errors  which 
unfortunately  are  bound  to  occur  in  a first  edition  of 
such  a work,  this  volume  is  recommended  highly  to 
surgeons  both  young  and  old,  not  only  for  its  textual 
content  but  also  for  its  excellent  bibliography. 

Edward  Hirsch 

The  Management  of  Fractures,  Dislocations,  and 
Sprains.  By  John  Albert  Key,  M.D.,  and  H.  Earle 
Conwell,  M.D.  Fifth  edition.  Quarto  of  1,232 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1951.  Cloth,  $16. 

The  fifth  edition  of  this  fine  volume  maintains  the 
standards  of  excellence  of  previous  editions.  This  is 
one  of  the  most  comprehensive  works  on  the  subject 
in  the  English  language.  The  discussions  are  com- 
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.^^luta^nd^nforipativei^The  excellence  of  the  reading 
matter  is  enhanced  by 'trie  quality  of  the  printing  and 
the  many  fine  illustrations.  Mayer  E.  Ross 

From  Dugout  to  Hilltop.  By  Margaret  R. 
Stewart,  M.D.  Octavo  of  233  pages.  Culver  City, 
California,  Murray  & Gee,  1951.  Cloth,  $3.75. 

This  is  an  interesting  and  readable  autobiography 
of  a woman  doctor  of  Scottish  ancestry,  born  in 
Oswego,  New  York.  She  spent  her  early  years  in  a 
somewhat  primitive  “dugout”  home  in  Nebraska, 
but  ended  her  professional  career  in  a more  comfor- 
able  “hilltop”  home  in  California. 

Her  practice  covered  a period  of  forty-four  years, 
twenty-five  of  which  were  spent  in  hospital  adminis- 
tration, Public  Health  Service,  and  veteran’s 
bureaus,  with  special  interest  in  tuberculosis.  In 
all  departments  she  showed  exceptional  executive 
and  professional  skill. 

Enough  of  her  family  history  and  personal  experi- 
ences is  included  in  her  story  to  add  human  interest 
so  that  the  book  can  be  read  with  profit  by  both  the 
lay  and  professional  public.  Joseph  Raphael 

Spatial  Vector  Electrocardiography.  Clinical 
Electrocardiographic  Interpretation.  By  Robert 

P.  Grant,  M.D.,  and  E.  Harvey  Estes,  Jr.,  M.D. 
Octavo  of  149  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1951.  Cloth,  $4.50. 

This  excellent  monograph  is  an  introduction  to  the 
vector  concept  of  electrocardiography,  in  which  the 
leads  of  the  electrocardiogram  are  treated  as  deriva- 
tives of  a single  unit,  the  spatial  cardiac  vector.  It 
seems  obvious,  even  now,  that  cardiologists  will  find 
this  method  an  important  addition  to  diagnosis  and 
investigation  with  which  they  must  be  familiar. 

This  method  will  not  be  easy  for  persons  accus- 
tomed to  thinking  of  cardiography  in  two  dimen- 
sions. The  authors  have  succeeded,  however,  in 
making  this  transition  which  is  necessary  in  our 
thinking,  less  difficult  than  would  have  seemed  pos- 
sible. 

THe  illustrations,  bibliography,  and  index  are  very 
satisfactory,  and  the  volume  can  be  highly  recom- 
mended to  specialists  in  this  field. 

Milton  Plotz 

The  Facts  of  Life.  From  Birth  to  Death.  By 

Louis  I.  Dublin,  Ph.D.,  in  collaboration  with  Morti- 
mer Spiegelman,  F.S.A.  Octavo  of  461  pages,  illus- 
trated. New  York,  Macmillan  Co.,  1951.  Cloth, 
$4.95. 

The  Metropolitan  Life  Insurance  Company, 
through  its  statistician,  Dr.  Dublin,  and  his  staff, 
has  probably  had  access  to  more  figures  on  morbidity 
and  mortality  and  associated  conditions  than  any 
other  person  or  organization,  and  has  presented 
these  succinctly  to  a broader  public. 

Besides  such  statistics  as  they  consider  of  value  to 
the  lay  public,  this  book  offers  valuable  advice  on 
how  to  avoid  disease,  accident  and  injury,  and  also 
on  how  to  maintain  the  best  of  health. 

The  material  is  presented  in  question  and  answer 
form  and  is  excellently  indexed. 

Walter  D.  Ludlum,  Sr. 

Clinical  Allergy.  A Practical  Guide  to  Diagnosis 
and  Treatment.  By  Samuel  J.  Taub,  M.D.  Second 
edition.  Octavo  of  276  pages.  New  York,  Paul  B. 
Hoeber,  1951.  Cloth,  $4.50. 

This  book,  although  carefully  composed,  is  not 
intended  primarily  for  the  allergist  or  immunologist. 
Its  greatest  appeal  will  be  to  the  medical  student  or 
[Continued  on  page  1700] 
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An  essential  constituent  of  human  tissue,  contributing  to  the  normal 
functioning  of  all  cells,  cholesterol  has  been  widely  discussed  as  a factor  in 
the  etiology  of  atherosclerosis.  Yet  this  lipid  is  required  in  many  metabolic 
processes,  and,  furthermore,  evidence  is  lacking  that  withholding  cholesterol 
from  the  dietary  is  effective  in  preventing  atherosclerosis. 

In  a recent  plea  for  a return  to  the  basic  fundamentals  of  nutrition  in  the 
prophylaxis  of  atherosclerosis,  it  was  emphasized  that  to  eliminate  cholesterol 
from  the  diet  would  mean  to  eliminate  such  animal  foods  as  meat,  milk, 
eggs,-  etc.*  However,  nutritionists  are  unanimous  in  asserting  that  these 
protective  foods  contain  basic  essential  nutrients  required  for  good  nutri- 
tion and  that  to  deny  them  would  be  "equivalent  to  the  negation  of 
practically  all  that  nutrition  science  has  taught  us  in  the  past.” 

According  to  these  authors,*  elimination  of  animal  foods  from  the  diet 
to  prevent  the  development  of  atherosclerosis  is  unjustified  on  the  basis  of 
present  day  knowledge.  They  state  that  "there  certainly  is  no  evidence  that 
meatless,  milkless,  and  eggless  diets  should  be  recommended  as  desirable 
to  the  general  public.” 

Meat,  America’s  favorite  protein  food,  always  has  been  and  continues 
to  be  an  important  dietary  source  of  biologically  complete  protein,  B vita- 
mins, and  iron.  Few  .indeed  are  the  conditions  in  which  its  use  must  be 
interdicted. 


*Hegsted,  D.  M.;  Mann,  G.  V.,  and  Stare,  F.  J.:  Comments  on  Cholesterol,  Editorial,  Postgrad. 
Med.  11:454  (May)  1952. 
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general  practitioner  who  wants  a concise  and  work- 
able introduction  to  this  newer  field  of  medicine. 
In  its  organization  of  material  and  breadth  of  scope, 
it  could  almost  be  called  a textbook  and  as  such  will 
have  a very  useful  function. 

It  is  interesting  and  very  readable,  and  without 
being  too  detailed,  covers  all  aspects  of  allergy.  It  is 
unfortunate  that  the  bibliography  is  not  more  com- 
prehensive. Joseph  H.  Fries 

An  Atlas  of  Normal  Radiographic  Anatomy. 

By  Isadore  Meschan,  M.D.  With  the  Assistance  of 
R.  M.  F.  Farrer-Meschan,  M.B.  (Melbourne, 
Australia).  Quarto  of  593  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1951.  Cloth,  $15. 

This  book  will  be  comprehensive,  illuminating, 
and  instructive,  not  only  to  students,  but  to  all 
technicians  and  doctors  who  would  excel  either  in  the 
specialty  as  a whole,  or  any  division  thereof. 

There  are  1,044  illustrations,  all  of  excellent  qual- 
ity, and  the  explanatory  tracings,  some  original  and 
many  borrowed  from  the  best  authors,  aid  the  inter- 
preting of  the  radiographic  shadows  in  no  small  de- 
gree. All  standard  positions  are  explained  and  well 
illustrated  so  that  the  anatomist  and  technician  may 
employ  the  pages  of  the  book  without  fear  of  error. 

Milton  G.  Wasch 

Approved  Laboratory  Technic.  By  John  A. 
Ivolmer,  M.D.,  Earle  H.  Spaulding,  Ph.D.,  and 
Howard  W.  Robinson,  Ph.D.  Fifth  edition.  Oc- 
tavo of  1,180  pages,  illustrated.  New  York,  Apple- 
ton-Century-Crofts,  1951.  Cloth,  $12. 

The  fifth  edition  of  this  well-known  book  of 
laboratory  teclyiic  continues  to  meet  the  high  stand- 
ards that  it  has  maintained  in  the  past.  Practically 
every  up-to-date  laboratory  test  which  has  been 
proved  to  be  of  value  to  the  clinician  has  been 
clearly  presented.  It  is  a volume  that  is  absolutely 
essential  for  every  hospital  and  public  health 
laboratory.  It  is  an  excellent  laboratory  reference 
book  for  the  general  practitioner. 

Caspar  G.  Burn 

The  Normal  Cerebral  Angiogram.  By  Arthur 
Ecker,  M.D.  Octavo  of  190  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1951.  Cloth,  $6.50. 

The  Normal  Cerebral  Angiogram  by  Arthur  Ecker 
is  a very  useful  book,  describing  in  detail  the  technic 
of  performing  cerebral  angiography  and  the  angio- 
graphic anatomy  of  the  brain. 

The  author’s  enthusiasm  has  led  him  to  the  point 
where  “it  has  become  our  practice  to  perform  cere- 
bral angiograms  in  brain  tumor  suspects  before  per- 
forming lumbar  puncture  or  pneumoventriculogra- 
phy.”  Not  all  neurosurgeons  will  subscribe  to  this 
practice  in  view  of  its  hazards  and  the  difficulty  of 
performing  vertebral  angiography.  Ecker’s  state- 
ment that  deaths  can  rarely  be  ascribed  to  cerebral 
angiography  may  be  questioned  in  the  light  of  in- 
creasing clinical  reports  of  complications  and 
deaths.  Nevertheless,  cerebral  angiography  has 
proved  invaluable  for  the  diagnosis  of  certain  cere- 
bral lesions,  and  in  the  hands  of  experts  like  Ecker, 
the  complications  are  minimal. 

This  concise  and  nicely  illustrated  book  should 
prove  helpful  to  neurologist,  neurosurgeon,  neuro- 
radiologist, and  others  interested  in  cerebral  blood 
vessels.  I.  M.  Tarlov 

Textbook  of  Refraction.  By  Edwin  Forbes  Tait, 
M.D.  Quarto  of  418  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1951.  Cloth,  $8.00. 


Some  of  the  author’s  methods  of  treatment  are 
debatable.  General  rotation  exercises  are  advised 
for  adjustment  to  new  glasses,  presbyopia  with  low 
convergence  amplitude  for  the  near  point,  and 
heterophoria.  In  progressive  myopia,  bifocals  are 
prescribed  routinely.  The  author  is  firmly  against 
ever  modifying  an  ametropic  correction  because  of 
the  presence  of  a heterophoria. 

On  the  whole,  this  book  is  highly  recommended. 
All  the  necessary  information  on  the  general  princi- 
ples of  refraction  is  available  in  concise,  practical 
form  for  student  and  ophthalmologist. 

Jesse  M.  Levitt 

Arthritis  and  the  Rheumatic  Diseases.  By  Philip 

Lewin,  M.D.  Octavo  of  175  pages.  New  York, 
McGraw-Hill  Book  Co.,  1951.  Cloth  $3.50. 

Dr.  Lewin’s  new  book  is  a welcome  addition  to  the 
growing  list  of  titles  on  medical  subjects  written  for 
the  laymen. 

Most  of  the  common  sense  measures  advocated  by 
the  author  are  reasonable.  One  might  question  the 
specific  medical  measures  which  he  advocates.  For 
instance,  he  writes  with  favor  of  vaccine  therap. 
and  says  of  gold : “Gold  is  a violent  poison.  Small 
quantities  bring  on  high  fever  and  give  your  body  a 
tremendous  shaking;  large  quantities  are  fatal.” 
When  the  author  confines  himself  to  physical  and 
orthopedic  measures,  he  is  most  helpful. 

The  language  is  simple  and  well  suited  for  lay 
reading.  With  the  preceding  reservations  in  mind, 
the  book  may  be  recommended  for  the  intelligent 
arthritic  patient.  Charles  M.  Plotz 

Cancer  Cytology  of  the  Uterus.  Introducing  a 
Concept  of  Cervical  Cell  Pathology.  By  J.  Ernest 
Ayre,  M.D.  Quarto  of  407  pages,  illustrated. 
New  York,  Grune  & Stratton,  1951.  Cloth,  $14.50. 

This  book  is  primarily  a detailed  pictorial  survey 
of  normal  and  pathologic  cells  that  are  demonstrated 
in  vaginal  and  cervical  stained  smears  obtained  from 
both  normal  and  abnormal  uteri.  The  excellently 
reproduced  photographs  of  the  various  types  of 
cells  found  in  normal  and  malignant  conditions,  the 
careful  selection  of  material,  its  systematic  arrange- 
ment, and  the  detailed  and  well-marked  captions 
accompanying  each  plate  are  just  some  of  the 
qualities  that  make  it  an  outstanding  volume. 

For  the  most  part  the  cytologists  and  gynecologists 
and  possibly  some  pathologists  will  find  this  book 
useful  for  study.  It  seems  to  be  too  highly  special- 
ized for  use  by  the  general  practitioner. 

Caspar  G.  Burn 

An  Atlas  of  Anatomy.  By  J.  C.  Boileau  Grant, 
M.C.  (Edin.).  Third  edition.  Quarto.  No  pagi- 
nation. Illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1951.  Cloth,  $12. 

In  this  third  edition  of  An  Atlas  of  Anatomy  by 
J.  C.  Boileau  Grant,  there  is  included  a fair  propor- 
tion of  new  illustrations  not  contained  in  previous 
editions,  as  well  as  improved  and  additionally  colored 
older  ones.  The  new  illustrations  are  views  of  dis- 
sections of  the  female  pelvic  region,  the  neck,  the 
nasopharynx  and  ear  passages,  detailed  vascular 
structures  of  hip,  knee,  thorax,  and  variations  in 
pancreatic  ducts.  As  in  previous  editions,  the  illus- 
trations and  descriptive  material  are  wonderfully 
clear  and  exact. 

This  atlas  like  its  predecessors,  is  one  of  the  finest 
references  in  anatomy  for  student,  instructor,  and 
physician  known  to  this  reviewer.  It  is  a great  im- 
provement on  the  older  standard  atlases;  a copy 
[Continued  on  page  1702] 
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should  be  on  every  library  shelf,  personal  as  well  as 
group.  Walter  Schmitt 

Diagnosis  and  Treatment  of  Menstrual  Disorders 
and  Sterility.  By  Charles  Mazer,  M.D.,  and  S. 
Leon  Israel,  M.D.  Third  edition.  Octavo  of  583 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1951.  Cloth,  $10. 

The  third  edition  of  this  book  is  packed  with  in- 
formation, yet  one  is  made  aware  of  our  lack  of  posi- 
tive knowledge  of  the  endocrine  glands  and  of  the 
uncertainties  of  therapy.  The  uterine  bleedings  of 
organic  origin  are  discussed  rather  sketchily,  prob- 
ably because  of  limitation  of  space,  for  the  book  is 
large  and  heavy.  Appended  is  a long  list  of  com- 
mercial products,  many  of  which  are  useless.  This' 
is,  however,  a good  book.  Charles  A.  Gordon 

Congenital  Dislocation  of  the  Hip.  By  Julius 

Hass,  M.D.  Octavo  of  405  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1951.  Cloth, 
$12.50. 

This  monograph,  based  on  the  author’s  personal 
observation  of  over  2,000  cases,  represents  a most 
valuable  orthopedic  contribution. 

Every  aspect  of  the  malady  is  reviewed  in  detail. 
The  material  is  well  organized.  Many  fine  points  in 
pathogenesis,  diagnosis,  prophylaxis,  and  treatment 
not  available  elsewhere,  and  many  of  them  original, 
are  found  in  the  text.  Max  S.  Rabinowitz 

Plastic  Surgery  of  the  Nose.  Including  Recon- 
struction of  War  Injuries  and  of  Deformities  from 
Neoplastic,  Traumatic,  Radiation,  Congenital,  and 
Other  Causes.  * By  James  Barrett  Brown,  M.D., 
and  Frank  McDowell,  M.D.  Quarto  of  427  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1951. 
Cloth,  $15. 

As  the  authors  state,  it  is  their  intention  to  present 
methods  that  have  proved  practical  and  satisfactory 
in  their  extensive  series  of  cases:  They  have  suc- 

cessfully presented  to  the  reader,  logical,  concise  and 
easily  understandable  programs  in  the  various 
aspects  of  nose  repair. 

The  volume  is,  therefore,  highly  recommended  to 
those  surgeons  who  work  in  this  field.  It  would 
also  benefit  others  who  would  learn  of  the  possibili- 
ties of  plastic  surgery  of  the  nose. 

David  Teplitsky 

Rehabilitation  Nursing.  By  Alice  B.  Morrissey, 
R.N.  Octavo  of  299  pages,  illustrated.  New  York, 
G.  P.  Putnam’s  Sons,  1951.  Cloth,  $5.00. 

This  is  a book  of  299  pages,  comprising  an  “Edi- 
torial Introduction,”  with  a foreword  by  Howard  A. 
Rusk,  M.D.  It  is  divided  into  three  parts,  “Mean- 
ing of  Rehabilitation,”  “Nursing  Principles  and 
Procedures  in  Rehabilitation,”  and  “Nursing  Prac- 
tice in  Rehabilitation.”  The  book  is  good  for  its 
purpose.  John  J.  Hauff 

Surgical  Treatment  of  the  Motor-Skeletal  Sys- 
tem. Supervising  Editor,  Frederic  W.  Bancroft, 
M.D.  Associate  Editor,  Henry  C.  Marble,  M.D. 
Authors,  Fenwick  Beekman,  M.D.,  Martin  J.  Bel- 
linger, M.D.,  A.  H.  Brewster,  M.D.,  George  R. 
Brighton,  M.D.,  et  al.  In  two  volumes.  Part  One: 
Deformities,  Paralytic  Disorders,  Muscles,  Tend- 


ons, Bursae,  New  Growths,  Diseases  of  Bones  and 
Joints,  Amputations.  Part  Two:  Fractures,  Dis- 
locations, Sprains,  Muscle  and  Tendon  Injuries, 
Birth  Injuries.  Second  edition.  Quarto  of  1,303 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Co.,  1951.  Cloth,  $24,  set. 

The  purpose  of  these  volumes,  as  stated  in  the  pref- 
ace of  the  first  edition,  is  to  present  the  surgical 
treatment  of  all  conditions  involving  a physiologic 
unit,  the  motor-skeletal  system.  This  objective  was 
achieved  with  admirable  clarity. 

The  new  edition  contains  a revision  of  all  the  pre- 
vious material  plus  a substantial  amount  of  new  ma- 
terial. The  most  outstanding  new  contribution  is 
the  section  on  the  physiology  of  bone  repair  by  Dr. 
Marshall  R.  Urist,  which  provides  an  appropriate 
beginning  for  Volume  I and  the  subject  matter  which 
follows. 

For  surgeons  who  are  concerned  with  lesions 
involving  the  motor-skeletal  system,  these  volumes 
provide  an  up-to-date,  practical,  and  useful  guide. 

Peter  J.  Dulligan 

Cardiac  Pain.  By  Seymour  H.  Rinzler,  M.D. 
Octavo  of  139  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1951.  Cloth,  $3.75. 

This  small  monograph  discusses  the  mechanism, 
differential  diagnosis,  and  treatment  of  pain  referred 
to  the  heart.  The  text  is  supplemented  by  a number 
of  excellent  diagrams  of  nerve  pathways  and  methods 
of  management.  Always  informative,  the  text  is 
especially  valuable  where  it  deals  with  the  methods 
of  local  block  therapy  of  trigger  areas  developed  by 
the  author  and  Dr.  Travell.  Milton  Plotz 

Surgical  Practice  of  the  Lahey  Clinic.  By  Mem- 
bers of  the  Staff  of  Lahey  Clinic,  Boston.  Quarto 
of  1,014  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1951.  Cloth,  $15. 

This  volume,  written  by  the  members  of  the  staff 
of  the  Lahey  Clinic  in  Boston,  is  excellent.  It  re- 
flects the  high  standards  of  surgical  practice  at  that 
institution. 

Most  of  the  individual  articles  in  the  book  have 
appeared  previously  in  other  publications.  Col- 
lected here  in  one  volume,  they  form  an  interesting, 
informative,  authoritative,  and  useful  book.  The 
work  cannot  in  any  sense  be  called  a textbook  of 
surgery,  but  a large  number  of  subjects  of  interest 
to  surgeons  are  discussed  in  a helpful  and  practical 
way.  The  book  should  be  of  especial  value  to  surgi- 
cal residents  as  well  as  practicing  surgeons. 

John  H.  Bogle 

Introduction  to  Surgery.  By  Virginia  Kneeland 
Frantz,  M.D.,  and  Harold  Dortic  Harvey,  M.D. 
Duodecimo  of  233  pages,  illustrated.  New  York, 
Oxford  University  Press,  1951.  Cloth,  $2.75. 

“Much  that  is  written  about  surgery  is  already 
out  of  date  by  the  time  it  is  published.  The  under- 
lying principles,  however,  change  slowly  if  at  all.” 
This  quotation  from  the  text  explains  this  small  book 
which  deals  with  basic  concepts  in  surgery. 

The  student  embarking  on  a career  in  surgery 
should  study  this  little  volume;  the  busy  surgeon  at 
the  height  of  his  prowess  would  do  well  to  reread  it 
and  turn  again  in  his  thinking  from  considerations  of 
technical  variation  to  surgical  fundamentals. 

William  Sheinf 
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The  ever-present  possibility  of  boric  acid  poisoning  by 
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Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  JULY  1,  1952—23,043 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady . . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

A.  J.  Fleischer Bronx 

Ben  L.  Matthews . Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Gaspar ....  Malone 
Kumjian  Durand . . . Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons . . . Lexington 
Harold  T.  Golden 


E.  A.  Maxwell 


Herkimer 


Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen. . . .Dansville 
Edward  G.  Hixson. . . .Oneida 
Donovan  M.  Jenkins.  .Webster 
George  Ferguson . . Amsterdam 
J.  M.  Galbraith ....  Glen  Cove 
Arthur  M.  Master.  .New  York 

Wilfrid  M.  Anna 

Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price. . .Clifton  Springs 
Carlos  E.  Fallon. . . .Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . .Oneonta 

A.  Vanderburgh Brewster 

F.  J.  Cerniglia.  . . .Forest  Hills 
Henry  C.  Engster Troy 

J.  K.  Lucey Staten  Island 

A.  S.  Moscarella. Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro ....  Schenectady 
Franz  Konta.  . . Richmond ville 
Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Hornell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurleyville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr. . . Kingston 

S.  L.  Edmunds.  . . .Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit ....  Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore. . .Bronx 
N.  R.  Occhino. . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood . . . Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco. . . .New  Berlin 
I.  Robert  Wood ....  Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley. . .McGraw 
Robert  H.  Gelder Sidney 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Larner . . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede . . . Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett ....  Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . .Rockville Centre 

Herbert  S.  Ogden. . .New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . . Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury. Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer Forest  Hills 

Vincent  T.  Laquidara. . . Troy 
James  Poulton . . Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson. . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . .Schenectady 
Donald  R.  Lyon . . . Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer ....  Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling ....  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn. . .Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . .Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 
Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher. . .Dunkirk 
Lawrence  L.  Hobler . . . .Elmira 
Angelo  Franco. . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles. . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman.  . . .Buffalo 
James  E.  Glavin . . . Port  Henry 
Daisy  H.  Van  Dyke. . . Malone 
W.  H.  Raymond . . . Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson . . Catskill 

H.  F.  Schwartz 

Salisbury  Center 

Lawrence  Henderson 

Watertown 

Harry  Mandelbaum . Brooklyn 
John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede  . . . Sonyea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester 

Max  Dreyfuss Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Condict  W.  Cutler.  .New  York 

G.  Norris  Miner 

North  Tona wanda 

Robert  C.  Hall Utica 

C.  A.  Gwynn Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury.  .Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

M.  Jacobs Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  Elder Massena 

Joseph  Lebowich Saratoga 

Carl  F.  Runge Schenectady 

Duncan  L.  Best . . . Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer ....  Corning 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman Ithaca 

Herbert  B.  Johnson.  .Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman 

Fort  Edward 

J.  A.  Perillo Newark 

H.  J.  Dunlap New  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  Yan 
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Whether  you'refurnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service ... 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office. . .whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE  AT  39th  . N.Y.,  N.Y.  . OUR  ONLY  STORE 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


dubin  1 
aminophyllin 


(theophylline-ethylenediamine) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 


pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic. 

effect. 

TABLETS • AMPULS 

POWDER 

SUPPOSITORIES 


AVOID  "OVERTREATMENT  DERMATITIS" 

“Overtreatment  dermatitis  is  today  a prevalent  and  often  disabling  cutaneous  disturbance."*  % 

S *lone.  C.  G..  Theropeutic  Dermotitis.  New  Eng.  J.  Med..  24677-81.  1952  $ 

S:-,  AVEENO  . . . the  mild,  soothing  concentrate  from  oatmeal  provides  colloidal  pro-  & 
tection  ond  emollient  relief  for  irritated  and  itching  skin  areas  ...  in  colloid  baths 
^Si:¥K.:...... and  in  local  applications. 

... , j 


E.  FOUGERA  & CO.,  INC. 

75  VARICK  ST.,  NEW  YORK  13,  N.  Y. 

Please  send  professional  samples  of  AVEENO®. 
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THE  WOODS  SCHOOLS 

for  exceptional  children  . . . 
founded  in  1913 

Our  function  is  to  train  and  educate  the  ex- 
ceptional child  and  to  help  him  and  his  par- 
ents find  a reasonable  adjustment  in  accord- 
ance with  individual  capacities  and  needs. 
Special  treatment  prescribed  by  the  family 
physician,  pediatrician,  psychiatrist,  or  con- 
sultant faithfully  followed,  with  reports  sub- 
mitted regularly. 

Send  for  literature  and  catalog. 

THE  WOODS  SCHOOLS 

Langhorne  11,  Pa.  Mollie  Woods  Hare,  founder 


PHONE:  CH  2-8686 

Foi  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  Free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


BUY  SAVINGS  BONDS 


It  is  natural  for  our  retired,  aged  colleagues 
to  turn  to  the  Physicians’  Home  for  financial 
aid  and  reassurance.  Help  us  continue 
this  very  worthy  service! 


PHYSICIANS’  HOME 

63  East  84th  Street 
New  York  City 

BEVERLY  C.  SMITH,  M.D.,  President 
HARVEY  B.  MATTHEWS,  M.D.,  Secretary 


PHARMACEUTICALS 

A complete  line  of  laboratory  controllec 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903. 

THE  ZEMMER  COMPANY,  Pittsburgh  13,  Ponnsylvonli 
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PINEWOOD 

Westchester  County/  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St. — Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

CANANDAIGUA.  NEW  YORK 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Alco- 
holism. addictions,  and  geriatric  patients  accepted. 
Modern  treatment,  scientific  and  individual,  in  a home- 
like atmosphere.  Moderate  rates.  Licensed  by  the  dept, 
of  Mental  Hygiene.  (See  also  our  advertisement  in  the 
Medical  Directory  of  N.  Y.,  N.  J.,  and  Conn).  Address 
inquiries  to  FRANCIS  W.  KELLY,  M.D.,  Physician-m-Cbj, 


DR.  R VR\KS  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  -V . Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-16*1 


HALCYON  WEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write/or  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week. 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


HOLBROOK  MANOR  nhu£smeg 

Fiv«  Acres  of  Pinewoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemerey  5-4B75 


WEST  MET 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  [New  York  City 

For  nervous,  mental,  drug  and  alcoholic  pati:nts  The  sanitarium  is 
tcautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  me. 

8:  LOUDEN  AVENUE  - Tel.  Araityville  S3  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


Buy  Savings  Bonds 


G0L^!o&N  BROWN’S  MUrruyHill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
lor  Hospitals,  Chemical.  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1 951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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FOR  SALE 


Estate  in  liquidation  has  large  year  round  home  on  four  acre 
plot,  beautifully  landscaped,  with  300  ft.  frontage  on  water. 
Would  be  very  suitable  for  nursing  home  or  doctor's  sani- 
torium.  Pictures  and  floor  plan  will  be  sent  on  request. 
Property  can  be  purchased  on  terms.  References  required. 
E.  Raynor’s  Sons,  Westhampton  Beach,  N.  Y.  Telephone 
Westhampton  1319. 


FOR  RENT 


Seneca  Falls,  N.  Y.  Three  room  office,  well  equipped  and 
centrally  located.  Opportunity  for  general  practitioner  or 
dentist.  Contact  Mrs.  A.  Letellier.  145  Fall  St. 


DOCTORS’  OFFICES  FOR  RENT 


68th  St.,  30  E.  (s/e  cor.  Madison  Ave.)  3J4  rm  suite, 
bath,  extra  lav.  2nd  floor.  Especially  adapted  to  eye,  ear 
or  nose  and  throat  man.  Immed.  poss.  On  premises,  or 
M.  E.  Smith,  MU.  3-6360. 


OFFICE  TO  SHARE 

106  East  85th  St.,  off  Park  Ave.  Waiting,  examining  and 
consulting  room,  furnished.  Diagnostic  equipment  (fluo- 
roscope,  cardiograph,  diathermy,  basal  metabolism,  labo- 
ratory, etc.)  Secretary,  R.  N.  Available  mornings,  other 
hours  arrangeable.  Reasonable.  Phone  RHinelander  4-5291. 


LOCATION  WANTED 


Rural  practice,  preferably,  upstate.  Terms,  full  details  in 
first  letter.  Box  549,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Furnished  house  and  office  on  Doctor’s  row.  Near  hos- 
pital, in  small  Finger  Lakes  city.  $16,000;  terms.  Box  551, 
N.  Y.  St.  Jr.  Med. 


IDEAL  SANATORIUM 


Saratoga  Springs,  finest  district.  4 luxuriously  equipped 
houses.  Add.  ample  garage,  storage  and  servants  space. 
Oil  heat,  park,  accommodating  90  people.  Reasonable 
Terms.  Exclusive  Agent,  ALICE  COHN,  124  East  37th 
Street,  N.  Y.  16.  Murray  Hill  5-8981. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Offices  for  Specialist  on  Main  Thoroughfare,  Rockville 
Centre,  Long  Island.  Box  545,  N.  Y.  St.  Jr.  Med. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance.  Write-Phone 
Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17,  MU  2-1630. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


Onetime $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Williston  Medical  Center.  Superbly  located,  Hillside  Avenue. 
The  heart  of  town.  Nassau  county,  Long  Island.  Lim- 
ited amount  of  space  available  to  Specialists  only.  In- 
cluded among  the  present  tenants,  are  a clinical  lab., 
radiologist,  and  a number  of  specialists,  established  in  this 
area.  Exceptional  opportunity.  Pediatrician,  Dermatolo- 
gist, Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave., 
Williston  Park,  Long  Island.  Garden  City  7-7739.  Gar- 
den City  7-5180. 


PHYSICIAN  WANTED 


For  July  and  August,  1952.  To  assist  me  in  my  practice 
at  Chautauqua,  New  York,  on  Lake  Chautauqua.  New 
York  State  License  required.  Please  write  or  phone  2525. 
G.  L.  Lester,  M.D.,  1 Morris  Ave.,  Chautauqua,  New  York. 


FOR  SALE 


$3000  buys  established  general  practice,  including  fur- 
nishings and  equipment.  City  Island,  Bronx.  A growing 
community  in  itself.  Excellent  location.  4 rooms,  3-room 
apartment,  also  available  for  li\ing.  Ideal  start  for  a 
young  physician.  I am  retiring.  Box  550,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  RENT 


Psychiatrist's  Office.  Partially  furnished.  Share  waiting 
room.  51  East  73rd  St.  $112.50.  Trafalgar  9-6037. 


FOR  SALE 


NURSING  HOME  — Invalids  — Semi-Invalids  — Cardiac 
Elderly  people  and  general  convalescents,  Private 
and  Semi-private  rooms,  Licensed  for  24  patients. 
Completely  furnished,  Clientele  and  Good-Will  all 
for  $65,000.00  terms.  30  miles  N.  Y.  4-room  Cottage. 
Write  Sanford  Durland,  Chester,  N.  Y.,  for  details. 


FOR  SALE 


General  Practice,  West  End  Ave.,  Manhattan.  Well  estab- 
lished. Office,  X-Ray,  Diath.,  ECG.  Living  quarters  at- 
tached. Leaving  for  Florida.  Box  552,  N.  Y.  St.  Jr.  Med. 


WANTED 


Resident  Doctor,  for  small  community.  Property  avail- 
able. Can  arrange  financial  help  if  needed.  Good 
opportunity.  Contact  Ontario  Chamber  of  Commerce, 
Ontario,  New  York. 
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MALTBIE  ...first 

to  develop  American  process 
for  converting  crude  viscous 
ox-bile  into  chemically  pure 
dehydrocholic  acid. 


Chart  shows  increase  in 
biliary  secretion  alter 
injection  of  sodium  dehy- 
drocholate,  as  compared 
to  various  bile  salts. 


In  nonobstructive  biliary  disease, 
stimulation  of  a large  volume  of 
bile  with  a high  water  content 
ieess  for  copious  flushing  of  the  biliary 

cous  tract  is  essential.  To  complement  the 

hydrocholeresis,  biliary  duct  and 
sphincter  of  Oddi  relaxation  is  vital. 
Cholan-HMB  contains  dehydrocholic  acid 
( 250  mg.  or  344  gr.  per  tablet ) — the  most  potent, 
least  toxic  hydrocholeretic  known.  It  also  contains 
the  safe,  selective  spasmolytic,  homatropine 
methylbromide  (2.5  mg.  or  !/24  gr.  ) — 
with  phenobarbital  (8  mg.  or  Vs  gr. ). 

MALTBIE  LABORATORIES,  INC.,  NEWARK  1,  N.  J. 


Choi  an 


as  an  antihistaminic  agent 


mine  is 

unsurpassed 


in  allergic  rhinitis 
in  urticaria 
in  serum  sickness 
in  angioneurotic  edema 
in  drug  reaction 


for  maximum  relief 


with  minimal  side  effects 


Pyribenzamine  (brand  of  tripelennamine)  hydrochloride 


Summit,  N.J. 


2/  1728M 
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Arobon  contains  no  chocolate;  yet, 
when  stirred  into  milk,  it  makes  a pal- 
atable drink  of  chocolate-like  flavor. 
Adult  dosage,  2 level  tablespoonfuls 
in  4 oz.  of  milk  every  three  or  four 
hours.  Children,  1 level  tablespoonful 
in  4 oz.  of  milk. 


Arobon,  with  its  high  efficacy  in  the  manage- 
ment of  diarrhea,  meets  the  patient’s  demand  for 
rapid  relief. 

Because  of  its  high  content  of  pectin,  lignin  and 
hemicellulose  (22%),  Arobon — made  from  specially 
processed  carob  flour — exerts  powerful  water-bind- 
ing, toxin-adsorbing  and  demulcent  influences  within 
the  bowel.  As  a result,  subjective  relief  is  quickly  ex- 
perienced, and  stools  begin  to  thicken  and  consoli- 
date in  a matter  of  hours. 

In  nonspecific  diarrheas,  Arobon  serves  well  as 
the  sole  medication — in  all  age  groups.  In  infectious 
dysenteries  when  specific  chemotherapeutic  or  anti- 
biotic agents  may  be  required,  it  provides  valuable 
adjuvant  therapy,  reducing  the  time  required  for 
recovery  by  as  much  as  two-thirds.1 

1.  Plowright,  T.  R.:  The  Use  of  Carob  Flour  (Arobon)  in  a Controlled 
Series  of  Infant  Diarrhea,  J.  Pediat.  39:16  (July)  1951. 


ADDITIONAL  REFERENCES 

Smith,  A.  E.,  and  Fischer,  C.  C. : The 
Use  of  Carob  Flour  in  the  Treatment  of 
Diarrhea  in  Infants  and  Children,  J. 
Pediat.  35:422  (Oct.)  1949. 

Kaliski,  S.  R.,  and  Mitchell,  D.  D.: 
Treatment  of  Diarrhea  with  Carob 
Flour,  Texas  State  J.  Med.  46: 675 
(Sept.)  1950. 

Andrews,  H.  S.:  The  Use  of  Carob 
Flour  in  Gastro-Intestinal  Disturb- 
ances, J.  Kentucky  State  H.A.  49:279 
(July)  1951. 


Arobon  is  available  in  five  ounce  bottles  through  your  local  pharmacy 

THE  NESTLE  COMPANY,  INC  .,  White  Plains,  New  York 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  op  the  State  op  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  386  Fourth  Avb.,  New  York  16,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy— 
$5  00  per  year.  Entered  as  second-class  matter  March  13,  1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24,  1912. 


VOLUME  52 


JULY  15,  1952 


NUMBER  14 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims 
expressed  in  the  articles  contributed  by  individual  authors.  Contributions  are 
accepted  for  original  publication  only. 


SCIENTIFIC  ARTICLES 

Symposium:  'Neonatal  Mortality,  Carl  Goldmark,  Jr.,  M.D.,  Chairman 1757 

Fetal  and  Neonatal  Mortality:  A Public  Health  Problem,  Edward  R.  Schlesinger,  M.D.  1758 

Current  Trends  in  Premature  Care,  Alfred  J.  Vignec,  M.D.,  August  Moser,  M.D.,  Rose 

Ellis , M.D.,  and  Paula  Angelos,  M.D 1764 

Some  Modern  Aspects  of  Anesthesia  and  Analgesia,  L.  M.  Heilman,  M.D.,  and 
Robert  A.  Hingson,  M.D 1770 

The  Use  of  Adenosine-5-monophosphate  in  the  Treatment  of  Acute  Subdeltoid  Bursitis, 

Louts  Pelner,  M.D.,  F.A.C.A.,  and  Samuel  Waldman,  M.D.,  F.A.C.P 1774 

Renal  Function  Tests  and  Their  Physiologic  Significance,  Otto  W.  Sartorius,  M.D 1777 

Prantal  Methylsulfate — A New  Anticholinergic  Drugs  for  the  Treatment  of  Peptic 

Ulcer,  Jerome  A.  Marks,  M.D. , F.A.C.P 1783 

Retroperitoneal  Pneumography  with  Pyelography,  John  Duff,  M.D.,  F.A.C.S.,  Herbert 
R.  Kenyon,  M.D.,  and  Richard  M.  Hyman,  M.D 1790 

Transillumination  of  the  Cul-de-sac  of  Douglas  and  Rectovaginal  Septum,  Sydney  IV. 

Stringer,  M.D 1795 


( Continued  on  page  1716 ) 


1714 


1715 


''diabetes  mellitus 

shows  a mat 
familial 
tendency”' 

the  diabetic  family 

Every  case  of  diabetes  is  a clear  indication  to  test  the  patient’s 
relatives  for  evidence  of  the  “pronounced  inherited  susceptibility 
to  the  development  of  the  clinical  form  of  the  disease.”1  Early 
diagnosis  makes  possible  the  early  control  and  continuous  treat- 
ment that  are  “of  the  greatest  importance  in  reducing  the  incidence 
and  severity  of  degenerative  complications.”2 

diabetes  in  children 

Testing  for  diabetes  is  especially  indicated  in  children  and  youthful 
members  of  diabetic  families,  since  “the  age  at  onset  is  earlier  in 
those  cases  with  positive  family  histories  of  diabetes.”1  Prompt 
control  is  a significant  factor  in  postponing  or  preventing  vascular 
complications — now  responsible  for  more  deaths  and  debility 
all  other  causes  in  patients  with  onset  of  diabetes  early  in  life.2 


CLINITEST 


for  urine-sugar  detection 


Detection  of  urine-sugar  is  simple,  reliable  and  rapid  with 
Clinitest  (Brand)  Reagent  Tablets.  The  results  are  directly 
read.  No  external  heating  is  needed.  Clinitest  is  excellent  for 
office  and  clinic,  and  for  diabetic  patients. 


AMES 

COMPANY,  INC. 


ELKHART, 

INDIANA 

Ames  Company  of 
Canada,  Ltd.,  Toronto 


1.  Watson,  E.  M.,  and  Thompson,  M.  W.  : 
Am.  J.  Digest.  Dis.  18: 326,  1951. 

2.  Wilson,  J.  L. ; Root,  H.  F.,  and  Marble, 
A.:  J.A.M.A.  147 : 1526  (Dec.  15)  1951 
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A 

SYMBOL 

OF 

SER  VICE 


Physicians’  Home 


for  three  decades  has  given  aid  to  needy,  retired  physi- 
cians, their  wives  and  widows  throughout  the  State.  The 
need  for  such  aid  was  never  greater.  Your  contribution 
will  help  continue  this  worthy  service. 


BEVERLY  C.  SMITH,  M.D.,  President 
63  East  84th  Street  • New  York  28,  N.  Y. 
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Each  scored  TABLET  or  teaspoonful  (5  cc.)  of  the 
LIQUID  contains: 

Crystalline  penicillin  G potassium  300,000  units 


Sulfadiazine  0.17  Gm. 

Sulfamerazine 0.17  Gm. 

Sulfamethazine  0.17  Gm. 


Cilfomide  liquid  is  easily  prepared  by  the 
pharmacist  from  Cilfomide  powder.  The  powder 
is  suitably  buffered  and  has  a pleasant  mint- 
chocolate  flavor.  By  the  addition  of  38  cc. 

(1’/3  fl.  oz.)  water,  the  preparation  becomes  a pleasant 
suspension  of  triple  sulfonamides  and  penicillin. 


HOW  SUPPLIED 

Cilfomide  tablets,  scored  for  division,  bottles  of  50. 

Cilfomide  powder  (for  preparation  of  liquid),  2 oz. 
bottles  containing  3,600,000  units  of  crystalline 
penicillin  G potassium  and  6 Gm.  triple 
sulfonamides.  May  be  stored  at  room 
temperature  for  a maximum  period  of  eighteen 
months  without  loss  of  potency. 


New  York  18,  N.  Y.  Windsor,  Ont. 
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RELIEF: 

Pruritus  is  effectively  controlled  with 
Calmitol.  The  time-proven  active 
antipruritic  ingredients  of  Calmitol: 
camphorated  chloral,  hyoscyamine 
oleate  and  menthol  (Jadassohn’s  For- 
mula), as  distinguished  from  cala- 
mine3, block  the  sensations  of  itching 
at  their  point  of  origin  by  raising  the 
impulse  threshold  of  skin  receptor 
organs  and  sensory  nerve  endings. 

The  lanolin-zinc  oxide-petrolatum 
base  of  Calmitol  Ointment  protects 
the  site  of  discomfort  from  irritation 
due  to  clothing,  sweat,  secretions  and 
opposing  macerated  surfaces. 


1.  Underwood,  G.  B.;  Gaul,  L.  E.;  Collins,  E.,  and 
Mosby,  M.:  J.A.M.A.  130:249,  1946.  2.  Lubowe,  I.  I.: 
New  York  State  J.  Med.  50:1743,  1950.  3.  Goodman, 
Herman:  J.A.M.A.  129:707,  1945. 


MORE  DANGER: 

Phenol1  (as  in  calamine  c phenol), 
cocaine  derivatives  and  the  anti- 
histaminics  carry  the  danger  of  thera- 
peutic dermatitis  due  to  irritation  or 
sensitizing.  This  danger  is  avoided  by 
using  bland  Calmitol  Ointment,  the 
antipruritic  “preferred  because  of  its 
freedom  from  phenol,  cocaine,  co- 
caine derivatives  and  other  known 
sensitizing  agents”2. 


Prevent  ivy  poisoning  with  the  Calmi- 
tol Ivy  Leaf  Service.  Write  for  a free 
supply  to 


155  EAST  44th  ST.,  NEW  YORK  17,  N.  Y. 


the  bland  antipruritic 
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Now  available 


RIMIFON 

the  neiv  ' Roche ’ antituberculous  drug 

The  new  antituberculous  compound,  Rimifon  'Roche’, 
is  now  available. 

Preliminary  studies  in  pulmonary  and  extrapul- 
monary  tuberculosis  have  been  very  encouraging.  How- 
ever, it  will  take  some  time  until  the  therapeutic  possibili- 
ties and  limitations  of  Rimifon  can  be  fully  evaluated. 

At  present,  Rimifon  should  be  employed  together 
with  other  therapeutic  measures,  such  as  bedrest,  col- 
lapse  therapy  and  surgery  which  may  be  indicated.  As 
is  true  of  all  antibacterial  drugs,  Rimifon  may  occa- 
sionally give  rise  to  bacterial  resistance  but  its  extent 
and  clinical  significance  have  not  yet  been  determined. 

For  detailed  information  on  the  clinical  use  of  Rimifon, 
write  to  the  Professional  Service  Department  of  Hoffmann- 
La  Roche  Inc. 

RIMIFON — T.  M. — brand  of  isoniazid  ( isonicontinyl-hydrazine) 

IIOFFM ANN-LA  KOCIIE  INC. 

Ruche  Park  • N Utley  10  • New  Jersey 
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Because  CHLOR -TRIM ETON®  maleate, 
chlorprophenpyridamine  maleate,  has  the 
greatest  potency  milligram  for  milligram 
of  any  available  antihistamine,  and 
because  “Chlor-Trimeton  has  a relatively  low 
incidence  of  side  reactions,”2  it  is  a drug 
of  choice  for  hay  fever  patients. 

LOR  - TRIMETON 

maleate 


1.  Silbert,  N.  E.:  New  England 
J.  Med.  242:931.  1950. 

2.  Eisenstadt,  W.  S. : Journal 
Lancet  70:26.  1950. 


CORPORATION 

BLOOMFIELD,  NEW  JERSEY 


. . .particularly 

beneficial 

in  the  treatment 


hay  fever. 


5?1 


VOITltlHT-HOI  II.  > 
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For  HYPERTENSION 


SAFER  THIOCYANATE 
Therapy  with 


TURASED  provides  rapid  and 
prolonged  reduction  of  blood 
pressure  with  lower  serum  levels 
of  thiocyanate — thus  increasing 
the  margin  of  safety.  Comparative 
clinical  study1  with  TURASED  has 
revealed  “the  infrequency  of  toxic 
or  sensitivity  reactions."  In  no  case 
did  capillary  fragility  become 
abnormal  while  the  patient  was 
receiving  this  preparation. 

The  potentiated,  safer  thiocyanate 
therapy  made  possible  with 
TURASED  is  based  upon  the  syn- 
ergism offered  by  this  original 
combination  of  ingredients. 

1.  Parsonnet,  A.  E.,  et  al.:  J.  M.  So c.  New  Jersey  47: 
504, 1950. 


STONEHAM  • MASSACHUSETTS 


with  Codeine  Phosphate  #| 
9ri 


with  Codeine  Phosphate  * l 
9 r-i 


with  Codeine  Phosphate ! 


with  Codeine  Phosphate  # 
gr.i 


with  Codeine  Phosphate 
gr.  1 


Gradations  of  Analgesia 

a series  with  a reputation  for  reliability 

*/2  times  more  soluble  than  sulfate 

MMOim  WELLCOME  & Cl.  (ILS.J.)  INC. 

Tuttabof  7,  N.  Y. 
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Inhibitory  action  of  penicillin  (/), 
streptomycin  (2),  and  PenStrep  (2), 
on  a mixed  culture  of  gram-positive 
and  gram-negative  organisms. 


Wide-Spectrum  Bactericidal  Action 
in  TWO  Dosage  Forms 



PENSTREP*  "4 :'/i”  \ \ PENSTREP* "4:1” 


PenStrep  contains  a total  of  400,000  units  Crystalline  Penicillin  in  both 
rapid-  and  prolonged-acting  forms,  together  with  Crystalline  Dihydro- 
streptomycin Sulfate — the  purest  form  of  dihydrostreptomycin  available. 
PenStrep  provides  potent,  synergistic  bacteri cidal  action  that  is  effective 
over  a wide-range  spectrum. 

Two  forms  of  PenStrep  are  available:  ”4: Vi”,  containing  Vi  Gm.  of 
dihydrostreptomycin,  and  ”4:1”,  containing  1 Gm.  It  is  recommended 
that  ”4:1”  be  used  for  short  intensive  periods  of  therapy;  ”4: Vi”,  for 
prolonged  treatment  periods. 

Supplied:  Both  dosage  forms  in  one-dose  and  five-dose  vials. 


♦PenStrep  is  a trade-mark  of  Merck  & Co.,  Inc. 


. 

MERCK  & CO.,  Inc. 

Research  and  Production 

BQ) 

Manufacturing  Chemists 

for  the  Nation’s  Health 

^jyr 

RAHWAY,  NEW  JERSEY 
In  Canada  : MERCK  A CO.  Limited  - Montreal 

f 


©Merck  & Co.,  Inc. 


Ferrous  Sulfate 

0.2  Gm.  source  of 

readily-absorbable  iron 


comprehensive 

blood 


Folic  Acid  VEN™ILEX 

is  available 

2 mg.  useful  in  some  . jn  boft/cs 

macrocytic  anemias  in  0j  joo  and 

which  Bn  is  not  effective  1000  Kapseals® 


Concentrated  Extract  of  Stomach 

0.3  Gm.  complement  to  Bn 
necessary  for  normal 

red  blood  cell  maturation 


Liver  Concentrate 

0.1  Gm.  supplies  erythrocyte 
maturation  factor  and  important 

components  of  the  B-complex 


therapy 


Vitamin  C 

50  mg.  aids  in 

absorption  of  iron 


Combining 
important  principles  useful 
in  treatment  of  the  anemias. 


Crystalline  Vitamin  B12 

10  micrograms 

essential  antianemic  factor 


VA  It  K It.  II AV I S & CO>l  PA  X V 
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A f>Ut  BULK  LAXATIVt  FROM  A NAUAU 
SOURCt . . . FOR  THt  PHTSIOIOOICM  J 
t mATMtUT  OF  CONSTIPATION 

I 

• / i speciolly  prepored  complex  of  sod** 

/ aiginate  and  calcium  alginate  forming  j i 
j a hydrophilic  colloid  derived  fto® 

/ Kocrocystij  pyrifero.  Contains  no  stijo1 

CONTENTS:  3V«  OUNCES 
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. 

-the  concentrated  bulk  laxativ/e  you’ve  been  waiting  for 
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A new  natural  concentrated  bulk  laxative  derived 
from  algae  of  the  sea  — not  a synthetic! 


90  per  cent  effective  in  controlled  clinical  tests  on 
“veterans  of  laxation”  (colonic  and  spastic  types) 
without  griping,  bloating  or  impaction. 


Because  of  its  marked  water  absorbing  and  retaining 
power  Kalpin  doubled  the  stool  bulk  with  less  than 
half  the  dosage  of  other  “bulk”  laxatives.  Larger  bulk 
stimulated  peristalsis  through  “stretch  reflex”. 


Kalpin  has  been  designed  to  be  inactive  in  the  stom- 
ach but  to  be  fully  active  in  the  bowel  — a new,  exclu- 
sive feature. 


A pleasant-tasting  powder  easy  to  take,  ensuring 
greater  patient-cooperation  . . . with  considerably  less 
dosage  it  produces  smooth  liquid-retaining  mass  which 
promotes  normal  physiologic  bowel-function. 


Non-allergenic  . . . sugar-free  . . . not  chemically  forti- 
fied, it  needs  no  large  quantities  of  water  to  produce 
swelling!  Just  one  level  teaspoon  daily  with  normal 
amounts  of  water. 


Send  for  liberal  test  supply  and  literature  on  in  vitro 
and  in  vivo  action. 


(a  true  bulk  laxative  from  natural  source) 


Wallace  Laboratories,  Inc. 


NEW  BRUNSWICK.  NEW  JERSEY 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic)  ( 
Vitamin  D 

Thiamine  Mononitrate  •. 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


S^l'c 


Pottles  of  30,  100  and  1000. 
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in  the  clinic  . 
sick  people 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


r : I : ; v \ • \ \ M 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Bottles  of  30,  100  and  1000. 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

TL-  -11  • . . i 


Niacinamide 
Ascorbic  Acid 
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Time  for  Mull-Soy  Proven  food  for  infants  allergic  to 


Case  history: 
Symptoms: 


140  infants  allergic  to 

Vomiting,  eczema,  coli 
diarrhea 


Results:  Almost  immediate  reli 

eliminating  milk  and  sv 
ing  to  Mull-Soy 


MULL-SOY 


a liquid,  homogenized,  vqcuum  packed 

food  for  all  patients  allergic  to  milk 

The  Borden  Company,  Prescription  Products  Divistqp,  350  Madison  Ave.,  N,  Y.  W. 


Make  Mull-Soy  your  first  choice  when  establishing  a hypoallergenic  diet.  Here  is 
content  of  unsoturated  fatty  acids,  also  essential  nutritional  requirements  of  protein, 
fat,  carbohydrate  and  minerals.  Mull-Soy  contains  no  animal  protein. 

Mormon  W.  Cow's  Milk  Allergy  In  Infants,  Ann.  Allergy  9sl 95  - 195! 


EASY  — To  prescribe 
—To  take— To  digest 
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PROTAMIDE  IS  A 
VALUABLE  REMEDY 
IN  THE  TREATMENT 
OF  HERPES  ZOSTER 


m 


HERPES  ZOSTER 


% The  evidence  in  this  thorough  study,  again  indicates  that  Protamide 
has  resolved  the  difficult  therapeutic  problem  of  herpes  zoster. 

Fifty  patients  in  this  series  were  treated  solely  with  Protamide  for 
herpes  zoster. 

“Results  were  excellent  or  satisfactory  in  78  percent . . . Improvement 
in  the  patients  showing  favorable  response  was  almost  immediate.”* 


“No  patient  who  made  an  excellent  or  satisfactory  recovery  after 
Protamide  suffered  from  post-herpetic  neuralgia.”* 

These  quotations  from  this  objective  study  add  to  the  evidence  that 
Protamide  is  unsurpassed  in  the  treatment  of  herpes  zoster. 


*Herpes  poster:  Its  treatment  with  Protamide. 
Frank  C.  Combes,  M.  D.t  and  Orlando 
Canizares,  M.  D.,  New  Fork  State  Journal  of 
Medicine  {March)  1952. 

A card  or  your  prescription  blank  marked  "Prota- 
mide" will  bring  both  literature  and  reprints. 
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Unique  Vaginal 

Cleansing  Agent 

The  first  douche  preparation 
combining: 

Acid  pH  (pH  4). 

Efficient  cleansing. 

Dispersion  of  mucus  debris. 
Trichomonacidal  action. 
Antibacterial  action. 
Antifungal  action, 
^stringency. 

An  aid  in  treatment  of : 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

Formulation  contains: 
Benzoic  Acid,  Boric  Acid, 
p-Chlorothymol,  Lactose, 
Menthol,  Sodium  Benzoate, 
Sodium  Chloride,  Sodium 
Salicylate,  Zinc  Sulfate  and 
10%  Sodium  Lauryl  Sulfate. 

Available  at  pharmacies  in 
If  oz.  bottles. 

Samples  and  literature  on  request 


Pharmaceutical  Division 


WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  N.  J.,  U.S.A. 


Capable  Hands 
for  your  Patient 

Your  patient  at  the  Spa  is  in  capable  hands. 
The  treatment  which  you,  yourself,  recom- 
mend for  him  is  faithfully  carried  out  by  a 
well-trained  staff.  Here  in  a restful  setting 
of  great  natural  beauty,  a peison  suffering 
from  cardiac  disorders  of  a chronic  nature,  or 
a digestive  disorder,  arthritis  and  allied  ail- 
ments, or  hypertension,  finds  mental  and 
physical  relaxation  which  enables  the  Spa’s 
naturally  carbonated  mineral  waters  to  exert 
their  full  measure  of  therapeutic  benefit. 

Thus  the  Spa  lightens  your  heavy  burden, 
with  added  relief  in  the  assurance  that  your 
patient  will  receive  the  best  of  care  to  pre- 
pare him  for  your  continued  medical  direc- 
tion. 

A list  of  capable  physicians  who  are  available 
in  Saratoga  Springs  for  consultation  with 
your  patient  on  the  details  of  the  program 
is  available  on  request. 

“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH" 

Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return  | 
to  your  practice  refreshed 
— revitalized — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and  phy- 
sician’s sample  carton  of 
bottled  waters,  with  their 
analyses,  write  W.  S. 
McClellan,  M.D.,  Medical 
Director,  Saratoga  Spa, 

155  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 
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The  Empire  State's  Contribution  to  the  Medicql  Profession 


facilitates  tissue  repair 


"On  clinical  trial 
CHLORESIUM 

Solution  and 
Ointment  appear 
to  be  effective  agents 
in  facilitating  growth 
of  granulation 
tissue  and 
epithelization.”* 


Chloresium 


ft 


Ointmen  t 
and  j 1 
Solution  (Plain) 


A new  study*  of  103  patients  with  various  dermatoses  and  cutaneous 
wounds  emphasizes  CHLORESIUM’s  antipruritic  effects  in  addition 
to  its  encouragement  of  normal  tissue  repair.  “Another  significant 
action  observed  most  strikingly  in  the  patients  with  pemphigus 
was  its  ability  to  deodorize  foul-smelling  lesions  secondarily 
infected  by  anaerobic,  proteolytic  bacteria.” 

Chloresium  Ointment  and  Solution  (Plain)  contain 
water-soluble  derivatives  of  chlorophyll  “a”  as  standardized  in  N.N.R. 
In  the  topical  therapy  of  wounds,  ulcers,  burns  and  dermatoses, 
these  derivatives,  concentrated  and  highly  purified,  provide 
the  optimum  therapeutic  benefits  obtainable  from  chlorophyll. 

CHLORESIUM  OINTMENT  — 1 -ounce  and  4-ounce  tubes 

CHLORESIUM  SOLUTION  (Plain)  — 2-ounce  and  8-ounce  bottles 

♦Combes,  F.  C. ; Zuclcerman,  R.,  and  Kern,  A.  B.:  Chlorophyll 
in  Topical  Therapy,  New  Yorlc  State  J.  Med.  52:1025,  1952. 
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DESITIN 

OINTMENT 

the  pioneer  externaJ 
cod  liver  oil  therapy 


“ soothing , drying 
and  healing”1  ’2  in 

infant  dermatoses 


protective  — Desitin  Ointment 
“showed  definite  prophylactic 
properties”  with  the  incidence 
of  nonsuppurative  dermatoses 
about  one-third  that  of  control 
group. 


pediatric 


L/C3IUII  i/muiicm  id  a iivmi'ii  i iiam  uiciiu  vi 

high  grade,  crude  Norwegian  cod  liver  oil  (with  its  un- 
saturated fatty  acids  and  high  potency  vitamins  A and 
D in  proper  ratio  for  maximum  efficacy),  zinc  oxide,  tal- 
cum, petrolatum,  and  lanolin.  Does  not  liquefy  at  body 
temperature  and  is  not  decomposed  or  washed  away 
by  secretions,  exudate,  urine  or  excrements.  Dressings 
easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  reprints 


DESITIN 

70  Ship  Street 


CHEMICAL  COMPANY# 
• Providence  2,  R.  I. 


therapeutic— Desitin  Ointment 
“was  used  successfully”  in  the 
treatment  of  both  non-infect- 
ious  dermatoses  and  various 
infections  of  the  skin  in  the 
newborn  infant. 


in  diaper  rash 
• exanthema 
non-specific  dermatoses 
• intertrigo  • chafing 
• irritation 

(due  to  urine,  excrement, 
chemicals  or  friction) 


1.  Heimer,  C.  B.,  Grayzel,  M.  G.,  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman.  H.  T.,  Combes.  F.  C..  Bobroff.  A.  and  Leviticus,  R.: 
Ind.  Med.  & Surg.  18:512,  1949. 
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NEW 


Pfi  zer  Steraject  Syringe 

holds  2 cartridge  sizes 


Steraject  Penicillin  G 
Procaine  Crystalline 
in  Aqueous  Suspension 
(300,000  units) 

Steraject  Penicillin  G 
Procaine  Crystalline 
in  Oil  with  2%  Aluminum 
Monostearate  (300,000  units) 


► 


Steraject  Pencillin  G 
Procaine  Crystalline 
in  Aqueous  Suspension 
(1,000,000  units) 


r 
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2 cartridge  sizes 


for  only  1 syringe! 


Steraject  Combiotic* 
Aqueous  Suspension 
(400,000  units  Penicillin  G 
Procaine  Crystalline, 
0.5  Gm.  Dihydrostreptomycin) 


Steraject  Dihydrostreptomycin 
Sulfate  Solution  (1  gram) 


Steraject  Streptomycin 
Sulfate  Solution  (1  gram) 


Steraject  Cartridges: 

each  one  supplied  with 
sterile  needle,  foil-wrapped 


re 


COMBIOTIC  ' 

»aw«o*rs  Iuuinikis 
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introduced  by 


two  cartridge  sizes  permit  full 

standard  antibiotic  dosage 

cartridges  individually  labeled 
ready  for  immediate  use 
no  reconstitution 

for  full  details,  ask  your  Pfizer 
Professional  Service  Representative 


world’s  largest  producer  of  antibiotics 


•trademark.  CHAS.  PFIZER  a CO..  INC. 


ANTIBIOTIC  DIVISION  • CHAS.  PFIZER  a CO..  INC.  • BROOKLYN  6.  N.  Y 
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WHEN  DIETARY 
SUPPLEMENTATION 
IS  NEEDED... 


what  more 


could  a supplement  provide  ? 


If  the  concept  of  an  ideal  dietary  supplement  could  be 
formulated,  it  might  well  be  one  that  provides  qualitatively 
every  substance  of  moment  in  human  nutrition.  It  would  pro- 
vide those  for  which  human  daily  needs  are  established  as 
well  as  others  which  are  considered  of  value,  though  their 
roles  and  quantitative  requirements  remain  unknown. 

How  Ovaltine  in  milk  approaches  this  concept,  and  how 
well  the  recommended  three  glassfuls  daily  augment  the  nutri- 
tional intake,  is  shown  in  the  appended  table.  The  two  forms 
* 

of  Ovaltine  available — plain  and  chocolate  flavored — are 
closely  alike  in  their  nutrient  values. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for 
Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

(Each  serving  made  of  Zi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 

♦CALCIUM 1.12  Gm 

CHLORINE 900  mg 

COBALT 0.006  mg 

♦COPPER 0.7  mg 

FLUORINE 3.0  mg 

♦IQPINE 0.7  mg 

♦IRON 12  mg 

MAGNESIUM 120  mg 

MANGANESE 0.4  mg 

♦PHOSPHORUS 940  mg 

POTASSIUM  ......  1300  mg 

SODIUM 560  mg 

ZINC 2.6  mg 


VITAMINS 

♦ASCORBIC  ACID 37  mg. 

BIOTIN 0.03  mg. 

CHOLINE 200  mg. 

FOLIC  ACID 0.05  mg. 

♦NIACIN 6.7  mg. 

PANTOTHENIC  ACID 3.0  mg. 

PYRIDOXINE  . ...  0.6  mg. 

♦RIBOFLAVIN . ...  2.0  mg 

♦THIAMINE 1.2  mg. 

♦VITAMIN  A 3200  I.U. 

VITAMIN  Bi;  0.005  mg. 

♦VITAMIN  D 420  I.U 


♦PROTEIN  (biologically  complete) 32  Gm.  , 

♦CARBOHYDRATE 65  Gm. 

♦ FAT 30  Gm. 

‘Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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PHARMACEUTICALS  TOR  THE  MEDICAL  PROFESSION 
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pressure 


sw> 


emotional  rlistnrhanoes 


worry 


j pressure,  diet,  work,  worry. 


emotional  disturbances,  visceroneurosis 


cause  Nervous  Indigestion  . . . 


BENTYL 


offers  effective,  comfort- 


able,  sustained  relief  from  pain,  cramps,  general  discomfort  due  to 
functional  gastrointestinal  spasm.  In  clinical  studies*’2’3  BENTYL  gave 
gratifying  to  complete  relief  in  308  of  338  cases,  yet  was  . . virtually 
free  from  undesirable  side  effects.”3 


EACH  CAPSULE  OR  TEASPOONFUL  SYRUP  CONTAINS: 
BENTYL 10  mg. 

For  safe,  double-spasmolysis 

BENTYL 10  mg. 

with  PHENOBARBETAL 15  mg. 

When  synergistic  sedation  is  desired 

- - * 't 

^ N.  DOSAGE — ADULTS:  2 capsules  or  2 tea- 

k spoonfuls  syrup  3 times  daily,  before  or  after 

% meals.  If  necessary,  repeat  dose  at  bedtime. 

I IN  INFANT  COLIC:  H to  1 teaspoonful 

/ syrup  3 times  daily  before  feeding.4 

m ^ 

( Merrell 

New  York  • CINCINNATI  • Toronto 

1.  Flock,  C.  W.  : J.  Med.  Assn.  Ga.  40:22,  1951  • 2.  H ufford,  A.  R.: 

I VACl  C J*  Mich.  St.  Med.  Soc.  49:1308,  1950  • 3.  Chamberlin,  D.  T.:  Castro 

liliSlO  enterology  17: 224,  1951  • 4.  Pakula,  S.  F.:  Postgrad.  Med.  1 1 :123, 1952 


General  Electric  announces.., 
a new,  improved  Inductotherm 


The  product  of  complete  restyling  and  re- 
designing, General  Electric’s  new  Model  F 
Inductotherm  meets  every  requirement  for 
modern  diathermy  technics.  More  than  hand- 
some appearance,  this  scientific  development 
offers  advanced  features  like  these: 

• Absolute  crystal  control  limits  variation 
from  approved  frequency  to  less  than  0 03%. 

• Over  200  watt  output  — for  most  efficient 
utilization  of  induction  heating  methods. 


• Provision  for  three  types  of  electrodes  — 
contour,  cable  and  air-spaced. 

• Surgical  facilities,  now  an  integral  part  of 
the  unit,  for  all  medium  and  light  technics. 

Ask  your  GE  x-ray  representative  for  all 
the  facts  on  the  Model  F,  the  Inductotherm 
apparatus  that  jnlly  meets  today’s  needs. 

GENERAL  # ELECTRIC 


Direct  Factory  Branches 

ALBANY  — « Elk  St.  NEW  YORK  CITY  — 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodlawn  Ave.  SYRACUSE  — 1020  Genesee  St. 
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Introducing  a new  oral  hypotensive  for  long-range  therapy 


Methium 

TRADEMARK 

CH  LOR  I D E 

[ brand  of  hexamethonium  chloride ) 


an  autonomic  ganglionic  blocking  agent  the  action  of  ivhich 
has  been  described  as  "a  ?nedical  sympathectomy” 


By  drug  action  alone,  Methium  blocks— 
almost  as  effectively  as  surgical  excision 
—the  nerve  impulses  that  produce  vaso- 
constriction through  the  autonomic  nerv- 
ous system. 

The  objective  of  therapy  is  to  administer, 
in  gradually  increasing  doses  over  a period 
of  several  days  to  several  weeks,  enough 
Methium  to  lower  blood  pressure  to  more 
normal  levels— even,  according  to  some 
investigators,  to  the  point  of  mild  postural 
hypotension.  Methium  is  a potent  drug. 
Care  is  required  in  adjusting  dosage. 


In  successfully  treated  cases,  the  results 
justify  the  effort  and  observations  re- 
quired. When  the  patient  is  adequately 
informed  and  supervised,  blood  pressure 
may  often  be  lowered  to  normotensive 
levels  and  symptoms  of  hypertension  sub- 
stantially reduced. 

In  Methium,  hexamethonium  is  now  made 
available  in  conveniently  administered 
oral  form  as  the  chloride,  free  of  the  risks 
of  bromide  or  iodide  intoxication.  Avail- 
able on  prescription  only  in  250  mg. 
scored  tablets  in  bottles  of  100  and  500. 


Methium,  being  a potent  hypotensive  drug,  demands  great  caution 
when  complications  exist.  Prescribe  only  with  extreme  care  in 
impaired  renal  junction,  coronary  artery  disease  and  existing  or 
possible  cerebral  vascular  accidents.  Complete  instructions  for  pre- 
scribing Methium  are  available  on  written  request  or  from  your 
Chilcott  detail  man  and  should  be  consulted  before  using  the  drug. 


C H I L C O T T 


jyy-c&d, /,vc 


MORRIS  PLAINS.  NEW  JERSEY 


FORMERLY  THE  MALTINE  COMPANY 
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She  boasts  of  keeping  the  poor 
child’s  bowels  "wide  open." 

Instead  of  keeping  the  youngster  healthy,  she 
is  establishing  a laxative  limp  in  the  digestive 
tract. 

Turicum,  giving  lubricoid  action  without 
oil,  affords  sane  therapy  without  irritating 
the  bowel. 

Turicum  is  not  a one-dose  cathartic.  It  is  a 
treatment  which,  taken  over  a period,  helps 
restore  a gentle,  symptomless,  normal  bowel 
function. 

TURICUM 

Each  tablespoonful  contains  methylcellulose  0.3  Gm., 
magnesium  hydroxide  0.6  Gm. 

HYDROPHILIC  LUBRICOID 

WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


• For  o consistent  and  prolonged  fall 
in  blood  pressure  within  a wide  margin 
of  therapeutic  safety. ..the  advantages 
of  whole-powdered  Veratrum  viride. 
Each  VERTAVIS-PHEN  tablet  contains: 
Whole-powdered  Veratrum  Viride  ....  130  C.S.R.*Units 

Phenobarbital Vi  grain 

“Carotid  Sinus  Reflex  (130  C.  S.R.  Units  ap- 
proximately equivalent  to  10  Craw  Units.) 

Supplied:  Bottles  of  100,  500,  1000  tablets. 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 
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Lipomul-Oral  provides  a concentration 
of  4 calories  per  cc.  or  120  calories  per 
fluidounce.  The  normal  daily  dosage  is 
Vz  to  2 fluidounces  given  in  a glass  of 
milk  2 to  3 times  daily  at  the  end  of  a 
meal  or  between  meals.  This  dosage 
supplies  120  to  720  calories  (from  the 
Lipomul  alone)  in  a form  that 
pleasant  and  convenient  to  take,  well 
tolerated,  and  readily  absorbed. 
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Lipomul-Oral 


contai 


Vegetable  Oi!  40%  w/v 

Dextrose,  Anhydrous  10%  w/v 

Preserved  with  Sodium  Bemoate . 0.1% 


* Trademark 


Upjohn 


re  . . . Designed  for  health 


PANY,  KALAMAZOO.  MICHIGAN 

K V 


Gantrisin 


'Roche’ 


antibacterial  action  plus... 


Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 

economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 

^ less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization, 

Gantrisin®— brond  of  sgifisoxozoto 
(3,4.d<metHyl'5'Sutfanilomido*isoxozo!o) 


Roche  Park  • Nutley  10  • New  Jersey 


^ greater  solubility 


higher  blood  level 


TAILETS  • AMPULS  • SYRUP 


c/ywp 

ommys 
(MopTMrit'i* l 

MATERNITY 

GIRDLES 


This  new  patented  Camp  model 
for  the  well-groomed  young 
mother-to-be  is  a lightweight, 
beautifully  designed,  boneless 
girdle  with  an  open  front  above  the 
pubic  bone  to  allow  full  abdominal 
freedom.  Hose  supporters  keep 
hose  smooth  and  neat;  adequate 
for  elastic  stockings.  The  psycho- 
logical reassurance  created  by 
its  special  design  and  cosmetic 
appeal  tends  to  keep  patients 
happier  and  more  comfortable. 


HD 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 

ADVANTAGE  NUMBER  9:  Operated  for  doctors — by  doctors. 

• The  members  of  your  State  Society’s  Malpractice  Insurance  and 

• Defense  Board,  which  directs  the  Group  Plan  for  the  members,  are 

• practicing  physicians  and  surgeons. 

I • 

• *Carried  by  Ike  Employers  Mutual  Liabilily  Insurance  Company 

J • 

• HARRY  F.  WANVIG 

• Indemnity  Representative 

? jtletncal  §£>ocielp  of  tfje  H'tate  of  J^eto  l^orfe 

I 70  PINE  ST.,  NEW  YORK  5 TEL:  DIGBY  4-7117 


umee 


(Pronounced  Xi  lo*  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XYIOCAINE 

^RochloridO’* 


/OROCHLOR.DM 


AkTIU 

1>Ch\  tioovcU 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  CC 
multiple  • dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (L)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxidty,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson.  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

i\STIM  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Potent  No.  2,441,498 


Aminodrox,  a tablet  containing  colloidal 
aluminum  hydroxide  with  IV2  or  3 gr. 
of  aminophylline  provides  a dependable 
method  of  oral  administration  of  amino- 
phylline in  doses  large  enough  to  pro- 
duce the  same  high  blood  levels  obtain- 
able with  parenteral  administration. 


This  is  possible  with  Aminodrox  because 
gastric  disturbance  is  avoided. 

{ '<V'. 

Aminodrox  now  makes  it  possible  to  dis- 
card the  inconvenience  and  potential 
hazards  of  non-emergency  parenteral 
aminophylline.  Besides  its  use  as  a diu- 
retic, it  is  now  feasible  to  use  oral  amin- 
ophylline therapy  in  the  treatment  of 
congestive  heart  failure,  bronchial  and 
cardiac  asthma,  status  asthmaticus,  and 
paroxysmal  dyspnea. 


Several  studies*  attest  to  the  large  dose  toler- 
ance of  Aminodrox.  A dose  of  36  grains  daily 
produced  blood  levels  higher  than  would  be  cus- 
tomarily aimed  at  with  parenteral  administra- 
tion. In  hospitalized  patients  on  this  excessively 
massive  dosage,  only  27%  showed  gastric  dis- 
tress. Contrast  this  to  the  42%  intolerance  to 
plain  aminophylline  with  only  12  grains  a day. 


’ronheim,  G.,  Justice,  T.  T.,  and  King,  J.  S., 
A New  Approach  to  Increasing  Tolerance 
Oral  Aminophylline — to  be  published, 
fustice,  T.  T.,  Jr.,  Allen,  G.,  and  Cronheim,  G., 
udies  with  Two  New  Theophylline  Prepara- 
>ns — to  be  published. 


S.E.Mass£ngilL . 
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for  the  successful  treatment  <of  • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  Yor< 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermotitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°o 

V c'o 

/u  SQ  * 

'*0, 
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DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO  — Tablets  • Powder  • Packets  • Ointment 


oCS°?o 
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Daxalan  is  oar  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content,)  uniform  in  color,  tree  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna's  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instaac  use. 


SHIP  SURGEONS 
WANTED 

Steamship  line,  operating  passenger  ships  between 
New  York  and  South  Africa,  offers  advantageous 
employment  opportunities  to  qualified  ship  surgeons. 
Pleasant  and  interesting  voyage,  modern  and  well- 
equipped  vessels,  excellent  living  conditions,  good 
salary.  Applicants  required  to  have  medical  de- 
gree, license  to  practice,  and  United  States  Coast 
Guard  certificate  of  registration.  Further  require- 
ments are  pleasing  personality,  sobriety,  ability  to 
maintain  good  social  relations  with  others.  Must 
furnish  testimonials  as  to  character  and  professional 
qualifications.  Address  reply  to  Capt.  G.  T.  Sullivan, 
Marine  Superintendent,  Farrell  Lines,  26  Beaver 
Street,  New  York  4,  N.  Y. 


DOCTOR  . . . . 


IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children's  dental  clinic  show- 
ing maloclusion  due  to  thumb  suckin 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...recommend...! 


HUM 


X'f’Om 

o'cw / 


Order  from  your  supply  house  or  pharmacist 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Poinida  Crdcje/ilif, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamarcy  7-5504 
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SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1-200 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY, 


For  the  patient’s 


For  additional  information  fust 
your  fix  blank  marked  NYS-715 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  injected 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 

Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 

Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  2 cc.  multiple-dose  vials 
(five  to  a package)  and  in  5 cc.  vials  (individually  packaged) 
at  a saving  in  cost  to  both  physician  and  patient. 


References: 

1.  Naterman,  Hyman  L. 

N.E.J.  Med.  22J:  p.  736. 

2.  Unger,  A.  H.,  and  Unger,  L. 

G.P.  4:79  Dec.  1951 

3.  Unger,  A.  H.,  and  Unger,  L. 

Annals  of  Allergy  (March-April)  1952 


ER  & COMPANY,  inc. 

Pharmaceutical  Chemists  • 


Worcester,  Mass. 

Established  1852 
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For  a Weeping  Dermatitis 

LOTION 

HISTADYL  and  SURFACAINE 


Antiallergic 

Anesthetic 

Absorbent 


For  a Dry  Dermatitis 

CREAM 

HISTADYL  and  SURFACAINE 

Antiallergic 
Anesthetic 
Vanishing  Cream 


Eli  Lilly  and  Company 

Indianapolis  6.  Indiana,  U.  S.  A, 


Soothe  summer's  sting  with 


LOTION  or  CREAM 

r \ r y 

Histadyl  and  Surfacaine 

(THENYLPYR AMINE,  LILLY)  (CYCLOMETHYCAINE,  LILLY) 
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Editorials 

What  Now? 


In  the  comparative  quietude  of  the  early 
summer  one  has  the  opportunity  of  looking 
a little  backward  and  somewhat  forward. 
In  both  directions  one  can  find  some  solace 
in  the  thought  that  many  things  are  not  so 
bad  as  they  seem.  For  generations,  ap- 
parently, in  the  opinion  of  many,  the  world 
has  been  going  to  the  dogs.  Curiously, 
however,  the  dogs  exhibit  no  particular 
enthusiasm  or  receptiveness  that  we  can 
notice.  We  have  seen  no  mention  of  any 
congress  of  canines  to  consider  what  they 
would  do  about  it.  So  we  human  beings 
are  apparently  stuck  with  a world  that 
may  in  the  end  cause  us  unexpected  trouble. 

Looking  backward  we,  among  a numerous 
company,  seem  to  remember  being  disturbed 
about  the  dissolution  of  the  world  through 
the  possibly  purposeful  utilization  of  the 
atom  bomb  or  the  hydrogen  bomb.  These 
expensive  modalities  seemed  to  be  the 
answer  to  what  to  do  with  a world  the  dogs 
apparently  would  not  accept  as  a gift. 
But  wait.  Look  forward  and  see  what 
happens  to  your  blood  pressure. 


Out  of  the  Atomic  Energy  Commission’s 
Brookhaven  National  Laboratory  comes, 
reportedly,  information  that  atomic  scien- 
tists have  succeeded  in  taking  a big  step 
forward  toward  reversing  the  explosion 
process  of  the  atomic  bomb.  In  simple 
language,  the  nuclear  physicists  playing  with 
a 2,200-ton  cosmotron  seem  to  have  paved 
part  of  the  way  toward  creating  matter 
out  of  energy.  Think  about  that  a while. 

What  form  the  matter  may  take  is, 
possibly,  anybody’s  guess.  But  what  a 
prospect  for  a summer  just  to  sit  in  some 
shady  nook  pampering  your  neuroses  while 
busy  scientists  labor  in  the  heat  and  the 
humidity  to  create  matter  out  of  energy. 
They  are  probably  hard  at  it  right  now, 
and  they  are  probably  having  great  success. 
The  writer  of  this  editorial  can  feel  what 
little  energy  he  had  when  he  commenced 
stealing  away  in  the  general  direction  of  Up- 
ton, Long  Island,  possibly  to  reappear  some- 
where as  coal  or  iron  or  someone’s  future 
dentures. 

If  it  isn’t  one  thing,  it’s  another. 
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Current  Editorial  Comment 


Taxes.  We  continue  to  print  from  time  to 
time  comment  relating  to  taxes  in  the  hope 
that  the  membership  will  note  how  far  this 
nation  has  progressed  toward  what  seems 
perilously  near  to  a confiscatory  level. 

How  high  can  the  Federal  tax  be  jacked  be- 
fore it  topples  on  the  economy,  impairing  earn- 
ing power,  and  crushing  incentive? 

Many  economists  thought  the  limit  had  been 
reached  in  wartime  1945,  when  the  U.S.  Treas- 
ury collected  a record  total  of  $43,353,000,000 
— 29.5  per  cent  of  the  national  income. 

Last  year  Washington  collected  a total  of 
$50,093,339,429 — 20.7  per  cent  of  the  national 
income — and  moved  on  with  still  higher  rates, 
e.g.,  an  increase  of  11  per  cent  in  income  taxes, 
to  collect  still  more  this  year.  Of  1951’s  take, 
$30,046,211,980  was  collected  from  personal- 
income,  retirement,  old-age,  and  unemploy- 
ment taxes.  The  rest  came  out  of  corporation 
profits  and  miscellaneous  excise  taxes,  which 
will  also  be  higher  for  1952. 

While  the  Federal  collector  was  busy,  state 
and  local  taxes  were  also  pouring  in.  The  na- 
tion’s total  estimated  1951  tax  bill:  $73,593,- 
339,429,  an  average  of  $468  for  every  man, 
woman,  and  child  in  the  United  States.1 

“The  schoolboy  whips  his  taxed  top; 
the  beardless  youth  manages  his  taxed  horse 
with  a taxed  bridle  on  a taxed  road;  and 
the  dying  Englishman,  pouring  his  medi- 
cine, which  has  paid  seven  per  cent,  into  a 
spoon  that  has  paid  fifteen  per  cent,  flings 
himself  back  upon  his  chintz  bed  which  has 
paid  twenty-two  per  cent,  and  expires  in  the 
arms  of  an  apothecary  who  has  paid  a license 
of  a hundred  pounds  for  the  privilege  of  put- 
ting him  to  death.”  Thus  Sydney  Smith 
wrote  in  a review  of  Seybert’s  Annals  of  the 
United  States  in  1820.  What  would  he  have 
written  in  1952?  Your  guess  is  as  good  as 
ours.  Do  not  forget  as  you  go  to  register 
and  vote  that  “ The  power  to  tax  is  the  power 
to  destroy.” 

* Time  Magazine,  May  5,  1952,  p.  25. 

Coordination  of  Resources.  A plan  to  co- 
ordinate the  facilities  and  resources  of  the 
State  Department  of  Social  Welfare  and  the 
State  Department  of  Health  in  supervising 
and  inspecting  the  preventive  and  corrective 
health  and  medical  services  provided  for  ap- 
proximately 3,000,000  men,  women,  and 
children  annually  in  New  York  State  through 
more  than  1,500  voluntary  and  public  agen- 
cies and  institutions  in  the  State  was  an- 


nounced recently  by  Mr.  Raymond  W. 
Houston,  acting  State  Commissioner  of 
Social  Welfare.1 

Of  these  3,000,000  medical,  hospital,  and 
dispensary  patients  approximately  1,100,000 
are  public  charges,  constituting  the  largest 
group  of  publicly  aided  persons  in  the  State. 
Mr.  Houston  said,  “Through  local  hospitals 
and  dispensaries,  approximately  850,000 
persons  receive  free  care  annually  at  a cost  of 
$106,000,000.  Through  local  public  welfare 
agencies,  250,000  needy  sick  persons  receive 
home  and  office  medical  services  at  an  ex- 
penditure of  more  than  $6,000,000  in  public 
assistance  funds.” 

In  New  York  State  any  man,  woman,  or 
child  who  requires  medical,  hospital,  dental, 
or  nursing  care  but  is  unable  to  pay  for  that 
care  may  obtain  it  (1)  through  his  local  pub- 
lic welfare  department  or  (2)  through  his 
local  community’s  voluntary  or  public 
hospital  facilities.  These  locally  adminis- 
tered medical  care  programs  use  the  facili- 
ties, services,  and  personnel  both  of  the 
public  and  of  the  voluntary  medical  agencies 
and  institutions. 

The  new  plan  will  be  directed  by  Dr.  I. 
Jay  Brightman,  formerly  Associate  Director 
of  Medical  Services,  State  Department  of 
Health,  wrho  has  been  appointed  Assistant 
Commissioner  for  Medical  Services  (Wel- 
fare) in  that  department  and  who  will  be 
assigned  to  the  Department  of  Social  Welfare. 

Assistant  Commissioner  Brightman  and 
his  medical  staff  will  also  be  responsible  for 
developing  policies  and  procedures  for  the 
local  public  welfare  medical  programs  ad- 
ministered by  the  66  local  public  welfare  de- 
partments in  the  State;  for  developing  the 
medical  standards  employed  in  the  State 
Department  of  Social  Welfare’s  supervision 
and  inspection  of  451  hospitals,  90  dispen- 
saries, 800  nursing  and  convalescent  homes, 
58  local  public  homes  and  their  infirmaries, 
and  other  agencies  and  institutions  for  adults 
and  children  supervised  by  the  department; 
for  supervision  of  the  medical  care  given  in 
the  department’s  four  training  schools  for 
children,  its  school  for  Indian  children,  and 
its  home  for  aged  veterans;  for  supervision 
of  the  medical  activities  of  the  State  Com- 
mission for  the  Blind,  a bureau  of  the  de- 
partment, and  for  supervision  of  the  medical 
care  programs  for  Indians  living  on  the  res- 
ervations in  New  York  State. 

1 News  Release,  State  Department  of  Public  Welfare 
April  1,  1952. 
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Scientific  Articles 


Symposium 

NEONATAL  MORTALITY 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


Dr.  Carl  Goldmark,  Jr.  : I should  like  to  welcome  you  to  this  General  Session,  which  has  been 
devoted  exclusively  to  the  problem  of  neonatal  mortality.  The  large  attendance  here  is  ample  proof 
that  there  is  need  for  further  study  of  this  problem  and  that  all  of  you  as  physicians  accept  the  chal- 
lenge to  lower  our  neonatal  mortality  rate  further.  The  idea  of  holding  a session  devoted  to  this 
subject  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York  originated  at  one  of 
the  meetings  of  the  Special  Committee  on  Infant  Mortality  of  the  Medical  Society  of  the  County  of 
New  York.  During  its  fifteen-year  history  this  Committee  has  devoted  itself  exclusively  to  the  study 
of  the  causes  of  perinatal  mortality  and  has  endeavored  to  devise  means  for  lowering  the  neonatal 
mortality  rate  in  New  York  County. 

For  those  of  you  who  might  be  interested  in  setting  up  local  committees  on  infant  mortality  similar 
to  the  one  in  New  York  County,  I should  like  to  call  your  attention  to  the  fact  that  the  proceedings 
of  our  Committee  for  the  year  1949-1950  have  been  published  and  are  now  being  distributed  through- 
out the  State,  under  the  title  Problems  of  Fetal  and  Neonatal  Mortality,  by  the  New  York  State  De- 
partment of  Health.  These  proceedings  contain  papers  by  outstanding  speakers  presented  at  meetings 
during  that  year.  All  members  of  the  medical  and  nursing  professions  have  been  invited  to  attend 
these  meetings,  and  the  attendance  has  been  most  gratifying.  The  lectures  for  1951  and  1952  will 
also  be  published  and  distributed  at  an  early  date. 

In  1936  the  neonatal  death  rate  in  New  York  City  was  28.1  per  thousand  live  births.  By  1942 
it  had  dropped  to  21.0  per  thousand  live  births.  The  year  1951  saw  the  lowest  neonatal  death  rate 
we  have  ever  had,  18.5  per  thousand.  This  is  a reduction  of  34  per  cent  during  the  fifteen-year  period, 
a notable  achievement.  However,  during  this  same  fifteen-year  period,  the  maternal  death  rate  was 
reduced  87  per  cent,  from  47  maternal  deaths  in  1936  to  six  maternal  deaths  per  thousand  live  births 
in  1951,  a much  more  startling  result. 

Of  course,  there  is  of  necessity  an  ultimate  in  the  neonatal  death  rate  below  which  we  cannot  expect 
to  go;  not  all  babies  can  possibly  survive.  But  I am  sure  that  there  is  no  one  in  this  room  today  who 
feels  that  we  have  reached  anywhere  near  this  utopian  figure  at  the  present  time.  The  neonatal 
death  rate  can  be  lowered  considerably  before  this  point  is  reached.  One  of  the  many  agencies  that 
played  a part,  if  only  a small  one,  in  reducing  the  rate  to  18.5  per  thousand  live  births  was  the  Special 
Committee  on  Infant  Mortality  of  the  Medical  Society  of  the  County  of  New  York.  If  this  com- 
mittee helped  to  bring  about  such  a result  locally,  could  not  similar  groups  on  a State  or  national  level 
produce  like  results?  Upon  enquiry  we  found  to  our  dismay  that  there  is  no  Section  on  Infant 
Mortality  either  in  the  State  Society  or  in  the  American  Medical  Association.  Therefore,  it  was 
decided  to  suggest  that  a session  devoted  to  this  problem  be  held  at  the  State  convention.  As  a starter, 
the  chairmen  of  the  Sections  on  Preventive  Medicine  and  Public  Health,  Pathology,  Pediatrics,  and 
Obstetrics  were  approached,  and  I can  report  to  you  that  they  were  most  cooperative  and  tremendously 
interested  in  the  project.  This  afternoon’s  meeting  is  a result  of  the  combined  efforts  of  these  four 
sections. 

The  fact  that  we  have  limited  ourselves  to  four  specialties  does  not  mean  that  others  on  occasion 
cannot  do  their  part  toward  saving  the  lives  of  newborns.  For  example,  the  anesthetist  and  bronchos- 
copist  are  concerned  when  one  considers  the  problem  of  analgesia  and  anesthesia  for  the  mother 
as  it  relates  to  resuscitation  of  the  newborn.  The  roentgenologist  plays  a role  in  diagnosing  congenital 
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defects,  and  the  pediatric  surgeon  docs  his  part  by  correcting  these  defects.  The  hematologist  is 
consulted  about  Rh  problems,  and  so  on.  Medical  progress  must  result  when  the  obstetrician,  pedia- 
trician, pathologist,  public  health  worker,  anesthetist,  surgeon,  etc.,  sit  down  together  to  discuss 
the  common  problem  of  saving  lives  of  newborns. 

To  my  mind  the  session  this  afternoon  is  a test  whether  a section  devoted  to  infant  mortality  is 
feasible.  Certainly  the  need  for  such  a section  exists. 


FETAL  AND  NEONATAL  MORTALITY:  A PUBLIC  HEALTH 
PROBLEM 

Edward  R.  Schlesinger,  M.D.,  Albany,  New  York 

(Associate  Director,  Division  of  Medical  Services,  New  York  Stale  Department  of  Health) 


THIS  symposium  on  fetal  and  neonatal  mor- 
tality is  another  indication  of  the  increasing 
interest  on  the  part  of  the  medical  profession  in  a 
major  public  health  problem  which  has  received 
comparatively  little  attention  in  the  past.  The 
period  of  human  existence  between  the  end  of  the 
twentieth  week  of  gestation  and  the  end  of  the 
first  month  of  postnatal  life  presents  a greater 
hazard  to  the  individual  than  any  other  age 
period  before  old  age.  In  upstate  New  York, 
which  includes  ajl  of  New  York  State  exclusive 
of  New  York  City,  there  were  5,500  reported 
deaths  in  1950  in  this  half  year  of  the  life  span.- 
Viewed  in  another  way,  these  deaths  constituted 
about  half  of  all  reported  deaths,  including  fetal 
deaths,  prior  to  the  fortieth  birthday. 

As  the  opening  speaker  in  this  symposium, 

I would  like  to  review  the  problem  from  a broad 
perspective.  Recent  scientific  advances  and 
changing  attitudes  toward  the  problem  have  al- 
ready brought  about  significant  progress  and  give 
promise  of  further  progress  at  an  accelerated  rate. 
It  seems  particularly  appropriate  that  the 
Medical  Society  of  the  State  of  New  York  has 
devoted  a general  session  of  its  annual  meeting 
to  a discussion  of  this  subject.  It  was  the  un- 
tiring pioneer  efforts  of  many  outstanding  leaders 
in  the  Society — Dr.  George  W.  Kosmak  of  New 
York  City,  Dr.  Charles  A.  Gordon  of  Brooklyn, 
and  Dr.  James  K.  Quigley  of  Rochester,  to  men- 
tion but  a few — who  led  the  successful  assault 
against  maternal  mortality,  not  only  in  New  York 
State  but  in  the  country  as  a whole,  which  makes 
it  possible  to  concentrate  efforts  on  the  remaining 
problem  of  fetal  and  neonatal  mortality. 

In  analyzing  the  problem  under  discussion,  I 
plan  to  follow  the  recommendations  of  the 
World  Health  Organization  for  the  classification 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  May  14,  1952. 


of  fetal  deaths.1  In  accordance  with  these  recom- 
mendations, I will  consider  fetal  deaths  in  three 
main  groups: 

1.  Early  fetal  deaths:  those  occurring 
through  twenty  completed  weeks  of  gestation. 

2.  Intermediate  fetal  deaths:  those  occurr- 
ing after  twenty  completed  weeks  of  gestation, 
but  before  twenty-eight  completed  weeks. 

3.  Late  fetal  deaths:  those  occurring  after 
twenty-eight  completed  weeks  of  gestation. 

Fetal  deaths  which  are  not  classifiable  in  the 
preceding  categories  because  of  insufficient  in- 
formation are  placed  in  a fourth  group.  Ad- 
herence to  this  system  of  classification  eliminates 
the  use  of  such  confusing  terms  as  abortion, 
miscarriage,  and  stillbirth  in  defining  fetal 
deaths. 

In  New  York  City  all  products  of  conception 
are  reportable.  In  upstate  New  York,  on  the 
other  hand,  fetal  deaths  are  reportable  only 
when  gestation  has  advanced  through  at  least 
twenty  weeks,  so  that  upstate  data  are  available 
only  for  intermediate  and  late  fetal  deaths. 
The  elimination  of  early  fetal  deaths  from  this 
discussion  has  a logical  basis,  entirely  apart 
from  the  unavailability  of  information  for  their 
analysis.  There  is  reason  to  believe  that  mor- 
tality during  the  first  twelve  to  sixteen  weeks 
of  fetal  life  represents  a different  problem  from 
that  in  later  fetal  life.  The  work  of  Rock  and 
Hertig  demonstrated  that  a large  proportion  of 
early  fetal  deaths  were  due  to  gross  errors  in 
development  or  pathologic  implantation  of  the 
embryo  which  precluded  survival  of  the  fetus 
for  even  a few  months.2  This  concept  has  been 
misinterpreted  in  some  quarters  to  include  later 
fetal  deaths  as  well;  this  misconception  has 
unfortunately  contributed  to  a fatalistic  attitude 
which  has  delayed  active  efforts  to  prevent  deaths 
occun  ing  after  the  earl)'  weeks  of  gestation. 

To  a large  extent,  intermediate  and  late  fetal 
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TABLE  I. — Fetal  Death  Hates*  by  Year  and  Length  of 
Gestation  in  New  York  State,  Exclusive  of  New  York 
City  (1938-1950) 


Year 

Fetal 

Deaths 

Total 

✓ Length  of  Gestation * 

Less  than  8 months 

7 months  7 months  and  over 

1938 

2,409 

26.8 

414.  1 

237.4 

18.3 

1939 

2,253 

25.5 

414.7 

227.0 

17.3 

1940 

2,339 

25.3 

389.9 

224.2 

16.4 

1941 

2,455 

24.2 

394.2 

220.6 

16.4 

1942 

2,766 

23.4 

426.9 

216.1 

15.4 

1943 

2,741 

22.8 

414.6 

227.2 

15.2 

1944 

2,496 

22.4 

395.0 

209.5 

14.5 

1945 

2,486 

22.5 

396.8 

202.1 

14.7 

1946 

2,966 

21.4 

403.1 

186.9 

13.3 

1947 

2,981 

18.8 

368.9 

163.3 

11.8 

1948 

2,805 

18.6 

361.9 

178.0 

11.4 

1949 

2,686 

17.7 

** 

** 

** 

1950 

2,649 

17.3 

** 

** 

** 

* Rate  per  1,000  total  births  (live  births  and  fetal  deaths)' 
j Based  on  births  recorded  upstate  in  1938-1940.  Based  on 
births  to  residents  of  upstate  in  1941-1950. 

**  Comparability  to  previous  years  is  lacking  in  1949  and 
f 1950.  Previously  gestation  was  reported  in  months;  it  is 
now  reported  in  weeks. 

deaths  and  deaths  occurring  during  the  early 
weeks  of  postnatal  life  represent  overlapping 
aspects  of  a single  problem.  Measures  which 
affect  fetal  deaths  should  also  exert  a strong 
influence  in  the  reduction  of  neonatal  deaths. 
In  point  of  fact,  it  is  often  difficult  to  decide 
whether  a particular  death  should  be  reported  as 
a fetal  death  or  as  an  early  neonatal  death.  For 
these  reasons  it  is  not  desirable  to  study  deaths 
in  later  fetal  life  apart  from  neonatal  deaths. 
I will  therefore  consider  them  as  different  aspects 
of  the  single  problem  of  perinatal  mortality. 

!'  The  perinatal  period  will  be  defined  as  the  interval 
between  the  end  of  the  twentieth  week  or  fifth 
lunar  month  of  fetal  life  and  the  end  of  the  first 
month  after  birth. 

The  reduction  in  mortality  after  the  first 
month  of  postnatal  life  and  during  childhood 
has  been  so  spectacular  that  progress  made  in  re- 
duction of  perinatal  mortality  has  seemed  very 
slow  in  comparison.  Nevertheless,  the  reduc- 
tion in  perinatal  mortality  has  been  considerable 
and  augurs  well  for  further  progress  in  this  direc- 
; tion.  The  perinatal  mortality  rate  has  declined 
' from  55  deaths  per  1,000  reported  fetal  deaths 
and  live  births  in  1938  to  a rate  of  36  deaths  in 
i 1950,  an  impressive  reduction  of  more  than  one 
third  in  a little  over  a decade.  The  reported 
fetal  mortality  and  neonatal  mortality  rates 
declined  at  about  the  same  rate  during  this 
period. 

A comparison  of  the  decline  in  the  mortality 
rate  at  different  periods  of  gestation  and  at 
different  intervals  after  birth  should  demon- 
strate whether  the  saving  of  life  has  been  uni- 
form throughout  the  perinatal  period.  Any 
differences  in  the  rate  of  decline  have  certain 
implications  which  we  will  discuss  later.  Be- 
cause of  changes  in  the  method  of  reporting  these 
deaths  in  1949,  it  will  not  be  possible  to  carry 
the  more  detailed  analysis  of  fetal  mortality 


TABLE  II. — Fetal  Deaths  in  New  York  State,  Exclusive 
of  New  York  City  (1938-1948) 


Length  of  Gestation — Per  Cent  of  Total  in  Year 
Under  7 8 Months  Not 

Year  Months  7 Months  and  Over  Stated 

1938 

17.5 

15.0 

66.3 

1.2 

1939 

19.0 

14.2 

65.7 

1.2 

1940 

19.2 

16.2 

62.8 

1.8 

1941 

18.3 

15.2 

65.5 

1.0 

1942 

19.7 

14.5 

64.  1 

1.7 

1943 

18.9 

14.8 

64  8 

1 . 5 

1944 

20.3 

14.8 

62.9 

2.0 

1945 

20.8 

14.4 

63.3 

1.5 

1946 

23.4 

15.  1 

60.4 

1.1 

1947 

23.4 

14.5 

60.9 

1.2 

1948 

24.7 

15.3 

59.0 

1 . 1 

trends  after  1948.  The  data  would  not  be  com- 
parable because  of  the  change  in  1949  in  the  re- 
porting of  length  of  gestation  by  weeks  instead 
of  by  months  as  in  previous  years. 

Greater  progress  has  been  made  in  reducing 
late  fetal  mortality  than  in  reducing  intermediate 
fetal  mortality  (Table  I).  This  has  resulted  in 
an  increasing  proportion  of  intermediate  fetal 
deaths  (Table  II)  but  has  not  diminished  the  net 
effect,  since  the  major  proportion  of  fetal  loss 
occurs  at  or  near  term. 

In  the  neonatal  period  the  hazard  to  life  is 
greatest  during  the  early  postnatal  life.  The  risk 
of  an  infant  dying  under  one  day  of  age  in  1950 
was  about  eight  times  greater  than  on  any  day 
during  the  remainder  of  the  first  week  of  postnatal 
life;  about  70  times  greater  than  on  any  day 
during  the  second  week,  and  about  150  times 
greater  than  on  any  day  during  the  third  and 
fourth  weeks.  In  reviewing  the  trends  in  neona- 
tal mortality,  I had  expected  to  find  a relatively 
greater  decline  in  the  mortality  rate  as  the  in- 
terval after  birth  increased.  Instead  it  was 
found  that  there  was  a lesser  tendency  for  the 
mortality  rate  to  decline  in  the  age  group  from 
one  day  to  one  week  of  age  than  in  the  groups 
under  one  day  of  age  and  between  one  week 
and  one  month  of  age  (Table  III,  Fig.  1).  As  a 
result,  the  proportion  of  neonatal  deaths  occurr- 
ing after  the  first  day  has  shown  a tendency  to 
increase  (Fig.  2).  We  do  not  wish  to  stress  the 
importance  of  this  observation;  the  phenomenon 
may  simply  represent  the  result  of  better  care 
immediately  after  birth  which  has  tided  a cer- 
tain group  of  infants  over  the  first  day,  only  to 
have  them  succumb  to  overwhelming  odds  later 
in  the  first  week. 

Interest  in  problems  of  the  perinatal  period, 
it  goes  without  saying,  must  extend  beyond  sur- 
vival of  the  infants.  The  objective  is,  rather,  to 
carry  the  fetus  and  neonate  through  this  hazard- 
ous period  of  human  existence  with  inherited 
potentials  unimpaired.  The  continuum  of  the 
problem  of  fetal  and  neonatal  mortality  encom- 
passes a number  of  transient  or  permanent 
disabilities  in  the  offspring  related  to  occurrences 
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Fig.  1.  Neonatal  mortality  rates  in  New  York 
State,  exclusive  of  New  York  City,  1938  through 
1950. 

during  fetal  life  and  the  birth  process.  From  this 
point  of  view,  an  undetermined  proportion  of 
children  with  cerebral  palsy,  mental  deficiency, 
and  congenital  malformations  of  all  types  are 
survivors  of  a larger  group  affected  by  conditions 
which  resulted  in  perinatal  deaths  in  other  cases.3 
Adequate  information  on  this  aspect  of  the  prob- 
lem is  lacking,  although  studies  under  way  at 
Columbia  University  and  the  University  of 
Buffalo,  receiving  partial  support  from  the 
State  Department  of  Health,  may  help  pro- 
vide needed  data.  There  are  indications  how- 
ever that,  with  certain  exceptions,  measures  de- 
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Fig.  2.  Per  cent  of  neonatal  deaths  occurring 
prior  to  one  week  of  age  in  New  York  State,  exclu- 
sive of  New  York  City,  1938  through  1950. 


signed  to  prevent  death  in  the  perinatal  period  are 
also  effective  in  reducing  the  possibility  of  per- 
manent damage  to  the  surviving  infant.  With 
the  greater  factor  of  safety  for  the  mother  during 
the  maternity  cycle,  the  obstetrician  has  greater 
freedom  of  action  in  taking  measures  for  bringing 
the  offspring  through  in  good  condition. 

There  is  still  need  to  overcome  any  feeling  of 
futility  persisting  in  relation  to  the  desirability 
of  intensive  efforts  for  fetal  salvage.4  With  each 
succeeding  advance  in  medicine,  some  voices  have 
been  raised  to  question  the  value  of  survival 
when  a proportion  of  the  -survivors  might  re- 
main grossly  handicapped.  About  ten  years  ago 
this  type  of  attitude  prevailed  to  some  extent 
toward  saving  the  lives  of  infants  with  erythro- 
blastosis fetalis.  At  the  present  time,  there  is 
increasingly  convincing  evidence  that  prompt 
use  of  exchange  transfusions  greatly  reduces  the 
chance  of  kernicterus  and  associated  cerebral  in- 
jury- 


TABLE  III. — Neonatal  Death  Rates*  by  Year  and  Age  at  Death  in  New  York  State,  Exclusive  of  New  York  City 

(1938  1950) 


■Age  at  Death 


Year 

Neonatal 

Deaths 

Total 

Less  than 
1 Day 

1 to  6 
Days 

7 to  13 
Days 

14  to  20 
Days 

21  to  29 
Days 

1938 

2,585 

29  5 

16.3 

8.5 

2.2 

1.5 

1.0 

1939 

2,375 

27  6 

15.0 

8.6 

1.6 

1.3 

1.1 

1940 

2,426 

26  9 

15.1 

8 0 

1.9 

0.9 

1.0 

1941 

2,461 

24  9 

13.3 

7.8 

1.8 

1.0 

1.0 

1942 

2,864 

24  8 

12.5 

8 0 

1.9 

1 4 

1 0 

1943 

2,704 

23.0 

11.4 

8.0 

1.6 

1.2 

0 8 

1944 

2,592 

23  8 

12.4 

7.8 

1 .7 

1 0 

0 9 

1945 

2,610 

24.2 

11.9 

8.3 

1.8 

1.2 

1 .0 

1946 

3,138 

23.1 

11.1 

8.7 

1.5 

1.0 

0.8 

1947 

3,529 

22  6 

10.9 

8.5 

1.7 

0.8 

0.7 

1948 

3,176 

21.5 

10.9 

8.1 

' 1.3 

0.6 

0.6 

1949 

3,071 

20.6 

112 

7.1 

1 . 1 

0.7 

0.5 

1950 

2,853 

19.0 

10.0 

6.9 

1.0 

0.6 

0.5 

* Rate  per 

1,000  live  births. 

Based  on  births  recorded  upstate  in 

1938-1940. 

Based  on 

births  to  residents  of  upstate  in 

1941-1950. 
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An  even  more  pessimistic  attitude  toward  the 
premature  infant  prevailed  fifteen  or  twenty 
years  ago  when  only  a few  leaders  in  the  medical 
profession  insisted  that  the  great  majority  of 
premature  infants  could  be  saved  and  become  as 
useful  citizens  as  full-term  infants,  provided 
they  suffered  no  injury  during  birth.  A residue 
of  the  fatalistic  attitude  persists,  perhaps  justi- 

Sfiably  to  some  extent,  with  respect  to  the  pie- 
! mature  infant  whose  birth  weight  is  about  or 
below  1,500  Gm.  The  finding  of  an  incidence 
rate  of  5.6  per  cent  of  gross  visual  defect  due  to 
retrolental  fibroplasia  in  premature  infants  weigh- 
ing less  than  1,500  Gm.,  coupled  with  the  higher 
incidence  of  cerebral  palsy  in  this  group,3  lends 
weight  to  this  feeling. 

Here  again,  the  emergence  of  a new  problem, 
which  may  have  come  to  the  fore  simply  because 
more  urgent  problems  have  been  solved,  carries 
with  it  the  seeds  of  progress.  The  problem 
of  retrolental  fibroplasia,  for  example,  is  being 
attacked  from  many  directions.  Perhaps  it 
should  be  considered  not  as  an  ophthalmologic 
or  pediatric  problem,  but  rather  as  primarily 
an  obstetric  responsibility.  The  failure  to  find 
an  effective  method  of  preventing  or  treating  the 
I condition,  once  a small  premature  infant  is  born, 
drops  the  problem  squarely  in  the  lap  of  the 
obstetrician.  It  becomes  his  responsibility  to 
take  such  measures  as  are  possible,  not  neces- 
j sarily  to  prevent  premature  birth  entirely,  but 
to  prolong  pregnancy  for  even  a few  weeks.  It 
is  known  that  this  can  often  be  done  successfully 
in  the  presence  of  premature  rupture  of  the  mem- 
branes, placenta  previa,  and  cardiac  conditions 
in  the  mother,  and  even  in  some  instances  of 
toxemias  of  pregnancy,  wdthout  undue  hazard 
to  the  mother.  The  ready  availability  of  blood 
and  antibiotics  provides  potent  new  tools  for  the 
purpose. 

The  special  problem  of  the  small  premature 
infant  should  not  deter  efforts  at  further  reduc- 
tion of  perinatal  mortality  aimed,  first,  at  the 
mother  before  and  during  pregnancy  and,  second, 
at  the  infant  during  and  after  birth.  The  bulk 
of  the  problem  of  fetal  mortality  still  remains 
in  the  group  of  women  who  have  advanced  to 
or  nearly  to  term.  It  is  in  this  group,  further- 
more, that  the  most  rapid  progress  is  being  made. 
To  a lesser  extent  this  is  also  true  about  neonatal 
mortality.  While  the  majority  of  all  neonatal 
deaths  occur  in  infants  who  weighed  2,500  Gm. 
or  less  at  birth,  the  saving  of  lives  of  premature 
infants  in  the  neonatal  period  has  been  greatest 
among  the  groups  whose  birth  weight  approaches 
the  dividing  line  of  2,500  Gm.5  The  conclusion 
can  therefore  be  reached  that  the  greatest  gains 
in  saving  lives  in  the  perinatal  period  are  still 
to  be  made  in  those  groups  having  the  best 


prognosis  for  sound  health  once  they  have  sur- 
vived early  infancy. 

Raising  of  standards  of  medical  care  given  by 
the  practicing  physician  has  been  accepted 
traditionally  as  one  of  the  responsibilities  of 
organizations  representing  the  medical  pro- 
fession. Through  their  programs  of  post- 
graduate medical  education,  medical  organiza- 
tions have  promoted  improved  obstetric  care  to 
safeguard  the  offspring  within  limits  of  safety 
for  the  mother.'  Such  measures  have  included 
the  expectant  treatment  of  certain  maternal 
complications,  adequate  Rh  typing  prior  to  trans- 
fusion of  females  before  and  during  the  child- 
bearing period  to  prevent  erythroblastosis  fetalis 
in  the  offspring,  and  the  proper  management 
of  premature  deliveries  to  minimize  the  danger 
of  injury  to  these  easily  traumatized  infants. 
Careful  evaluation  of  the  indications  for  cesarean 
section  has  been  urged  to  reduce  the  increased 
hazard  of  this  procedure  to  the  infant,  especially 
if  section  is  performed  before  expected  term. 
These  are  subjects  which  have  been  considered 
in  publications  and  lectures  before  groups  of  the 
medical  profession  in  New  York  State,  but  they 
deserve  new  emphasis  in  the  face  of  the  com- 
peting distractions  from  more  attention-pro- 
voking developments  in  other  fields. 

Another  technic  of  postgraduate  medical  edu- 
cation has  been  the  fetal  and  neonatal  mortality 
conference.  These  are  being  held  regularly 
in  a number  of  hospital  obstetric  services  in  New 
York  State,  mainly  those  connected  with  teaching 
institutions.  At  these  conferences,  which  have 
been  patterned  after  the  highly  successful  ma- 
ternal mortality  conference,  all  or  a selected 
group  of  fetal  and  neonatal  deaths  are  discussed 
by  the  obstetric  staff  and  other  physicians 
interested  in  the  problem.  Pathologic  findings 
are  correlated  with  the  clinical  history  of  the 
mother  and  of  the  infant,  if  the  latter  survived 
until  after  birth.  When  the  discussion  is  com- 
pletely frank,  without  glossing  over  any  unpleas- 
ant findings  that  may  be  disclosed  as  a result  of 
the  case  studies,  the  conference  usually  proves 
to  be  a very  stimulating  experience,  and  it  be- 
comes a potent  weapon  for  improving  standards 
of  care.  Even  when  only  a few  of  the  more 
interested  members  of  the  hospital  staff  attend, 
the  conferences  probably  exert  a favorable 
effect  on  obstetric  care  in  the  hospital,  since  any 
case  may  be  reviewed  at  the  conferences.  These 
fetal  and  neonatal  mortality  conferences  should 
be  extended  to  all  hospitals  of  the  State. 

Public  health  agencies  have  contributed  to 
the  attack  on  the  problem  of  perinatal  mortality. 
A major  contribution  has  been  the  continuing 
analysis  of  the  problem  from  a study  of  the  data 
available  from  stillbirth  (or  fetal  death)  certifi- 
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cates,  from  live  birth  certificates,  and  from  the 
certificates  for  maternal  and  infant  deaths. 
Some  of  the  basic  studies  in  this  field  were  made 
by  Yerushalmy  and  his  coworkers  in  New  York 
State  about  ten  years  ago.  Among  many 
points  brought  out  by  the  study  of  a mass  of 
available  data  was  the  greatly  increased  hazard 
to  the  offspring  of  women  in  a subsequent  preg- 
nancy once  a previous  pregnancy  has  resulted  in 
a perinatal  death.6  More  recently,  the  New 
York  State  Department  of  Health  has  made 
available  to  hospitals  in  upstate  New  York  a 
publication  giving  the  fetal  and  neonatal  mor- 
tality rates  by  hospital  and  region,  with  the 
incidence  of  prematurity  and  the  neonatal  mor- 
tality of  premature  infants  by  birth  weight,  for 
the  years  1945  through  1949.  It  plans  to  issue 
similar  reports  in  the  future  to  help  hospitals 
evaluate  their  own  problems.  In  an  analysis 
of  the  problem  in  the  City  of  Rochester,  Yan- 
kauer  studied  a group  of  women  who  failed  to 
report  for  prenatal  care  until  or  shortly  before 
the  onset  of  labor.7  He  demonstrated  that  a 
variety  of  social  problems  were  concentrated  in 
this  group,  and  he  found  a higher  incidence  of 
prematurity  and  more  fetal  and  neonatal  deaths 
in  the  group  lacking  prenatal  care  than  in  control 
groups. 

Public  agencies  have  other  contributions  to 
make  in  reducing  perinatal  mortality.  The 
various  technics  of  public  health  education  have 
been  used  to  promote  early  prenatal  care  under 
family  physicians.  Unfortunately,  many  of 
the  women  most  negligent  of  their  health  cannot 
be  reached  through  printed  materials  or  other 
mass  media  of  public  health  education.  The 
public  health  nurse,  in  a unique  position  to  find 
pregnant  women  who  cannot  be  reached  through 
other  means,  encourages  them  to  report  to  a 
physician  without  delay.  By  pinpointing  her 
efforts,  she  reaches  pregnant  women  who  have 
had  serious  difficulties  in  previous  pregnancies 
and  women  who  face  marked  social  handicaps. 
In  doing  so,  she  helps  bring  under  care  the  group 
of  pregnant  women  in  which  a large  segment  of 
perinatal  deaths  is  concentrated.  It  is  in  this 
group,  also,  that  the  greatest  resistance  to  medical 
advice  is  encountered;  here  again,  the  public 
health  nurse  visits  the  homes,  interprets  the  physi- 
cian’s recommendations  to  the  women,  and  en- 
courages them  to  carry  out  the  measures  de- 
signed to  preserve  their  health  and  the  health 
of  their  offspring. 

Wallace  and  her  coworkers  in  the  New  York 
City  Department  of  Health  have  used  special 
approaches  to  the  problem.8  For  example, 
individual  cases  have  been  reviewed  by  members 
of  the  hospital  consultation  program,  and  the 
material  has  been  used  at  subsequent  conferences 


with  members  of  the  hospital  staffs  to  demon- 
strate the  need  for  strengthened  policies  and 
procedures  or  improved  physical  plant  or  equip- 
ment. Copies  of  birth  and  death  certificates 
have  been  furnished  to  medical  society  groups 
for  the  study  of  individual  deaths. 

While  much  can  be  accomplished  by  parallel 
efforts  of  practicing  physicians  and  public  health 
agencies,  I believe  we  would  all  agree  that  joint 
efforts  are  even  more  productive.  Fortunately, 
there  is  a strong  tradition,  going  back  at  least 
three  decades,  of  joint  endeavor  between  the 
Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Department  of  Health 
and  between  corresponding  organizations  in  the 
various  parts  of  the  State.  Some  of  the  activi- 
ties already  mentioned  actually  are  the  result 
of  joint  planning.  The  Parents  Book,  the  State 
publication  on  prenatal  care,  was  reviewed  in 
detail  during  its  preparation  by  the  Medical 
Society’s  Subcommittees  on  Maternal  and  Child 
Welfare.  The  Medical  Society  sent  a letter 
with  a copy  of  the  booklet  to  every  physician 
in  upstate  New  York,  urging  use  of  the  publi- 
cation in  each  physician’s  practice.  About 
one  third  of  the  practicing  physicians  in  upstate 
New  York  requested  supplies  for  their  own 
use,  and  a large  proportion  have  continued  to 
make  use  of  it,  judging  by  the  rapid  exhaustion 
of  each  new  printing.  Another  recent  joint 
publishing  endeavor  has  been  the  issuance  to 
every  physician  in  New  York  State  of  the  booklet, 
Problems  of  Fetal  and  Neonatal  Mortality,  so 
that  wider  attention  might  be  called  to  the  valu- 
able series  of  papers  on  the  subject  given  origi- 
nally at  the  New  York  Academy  of  Medicine 
under  the  auspices  of  the  Special  Committee 
on  Infant  Mortality  of  the  Medical  Society  of 
the  County  of  New  York. 

A current  example  of  cooperative  effort  is 
particularly  deserving  of  mention.  On  the  initia- 
tive of  Dr.  Henry  Vinicor,  president  of  the  Medi- 
cal Society  of  the  County  of  St.  Lawrence,  a 
detailed  study  of  every  reported  fetal  and  infant 
death  is  being  planned.  The  local  medical 
society  has  expressed  great  interest  in  investi- 
gating the  factors  responsible  for  the  relatively 
high  rate  of  infant  mortality  in  the  county,  and  a 
physician  has  been  appointed  to  represent  each 
of  the  five  hospitals  in  the  county  to  help  obtain 
the  needed  data.  Another  example  of  coopera- 
tive efforts  on  the  part  of  a number  of  agencies 
has  been  the  program  for  the  control  of  diar- 
rhea of  the  newborn  in  hospital  nurseries,  which 
has  been  reported  upon  at  previous  meetings  of 
this  Society.8,10 

The  stage  has  been  set  to  bring  these  joint 
efforts  to  a still  higher  level  of  effectiveness. 
As  a result  of  careful  discussions  over  a pro- 
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longed  period  by  members  of  the  State  Medical 
Society  and  the  State  Health  Department, 
a program  plan  in  maternal  health  was  issued 
jointly  in  February  of  this  year  and  will  appear 
in  somewhat  condensed  form  as  a special  article 
in  the  New  York  State  Journal  of  Medicine. 
The  program  plan  represents  the  common 
thinking  of  the  two  groups  on  this  important 
problem.  It  is  hoped  that  it  will  serve  as  a 
stimulus  and  a guide  to  action  on  the  part  of 
regional  and  county  groups  in  the  State. 

The  program  plan  is  intended  for  use  only  in 
the  upstate  New  York  area.  It  presents  a brief 
analysis  of  the  implications  of  obstetric  care  with 
respect  to  the  health  of  both  mother  and  off- 
spring. The  plan  then  goes  on  to  discuss  the 
medical  and  nursing  services  needed  prior  to 
and  during  the  maternity  cycle.  Mention  is 
made  of  the  need  for  technics  applicable  generally 
for  the  prevention  of  difficulties  in  subsequent 
pregnancies  in  the  group  of  women  who  have 
experienced  unfortunate  outcomes  of  previous 
pregnancies,  and  of  the  experimental  approach 
to  this  problem  at  the  University  of  the  State 
of  New  York  Medical  Center  at  Syracuse  with 
the  cooperation  of  the  State  Department  of 
Health. 

The  factors  involved  in  adequate  prenatal 
health  supervision  are  described,  and  the  im- 
portance of  hospital  care  for  women  with  certain 
complications  and  intercurrent  conditions  in 
pregnancy  is  stressed.  The  plan  presents  the 
role  of  parents’  classes  in  providing  an  oppor- 
tunity for  expectant  parents  to  participate  in 
group  discussions.  Stress  is  also  placed  on  the 
need  for  establishing  and  maintaining  standards 
of  hospital  care  for  those  aspects  of  maternity 
and  newborn  care  not  already  covered  in  the 
program  for  the  control  of  diarrhea  of  the  new- 
born in  hospital  nurseries. 

In  joint  planning  on  the  local  scene,  the  plan 
urges  the  formation  of  committees  on  maternal 
and  infant  mortality  within  the  local  medical 
societies  which  should  work  closely  with  the 
public  health  agencies  within  each  area.  Finally, 
it  emphasizes  the  importance  of  local  studies  or 
conferences  on  fetal  and  neonatal  mortality. 

I should  like  to  place  particular  emphasis 
upon  the  development  of  perinatal  mortality 
conferences  on  a community-wide  basis,  rather 
than  having  them  confined  to  a review  of  births 
in  individual  hospitals.  There  are  several 
advantages  to  this.  The  community  approach 
brings  under  review  the  perinatal  deaths  which 
occur  in  the  small  proportion  of  home  deliveries. 
Of  greater  importance  is  the  fact  that  it  involves 
births  occurring  in  hospitals  with  the  lowest 
standards.  These  hospitals  generally  show  little 
interest  in  the  type  of  thoroughgoing,  fearless 


review  of  perinatal  deaths  which  makes  these 
conferences  effective.  The  public  health  agency 
in  the  area  can  make  its  contributions  more 
readily  to  community-wide  studies  and  confer- 
ences than  it  can  to  similar  projects  in  individual 
hospitals.  Much  of  the  preliminary  work  in 
reviewing  the  individual  deaths  can  be  done 
readily  by  analysis  of  the  material  on  the  certifi- 
cates for  live  births  and  perinatal  deaths. 
Public  health  nurses  can  also  be  of  assistance  in 
gathering  information  on  the  social  and  economic 
conditions  in  the  family  which  may  have  had 
significant  bearing  on  the  outcome  of  pregnancy. 

In  the  final  analysis,  this  paper  is  really  a 
progress  report.  The  problems  reviewed  and  the 
clinical  and  public  health  approaches  to  these 
problems  are  in  a state  of  transition.  Having 
integrated  the  progress  of  the  past  two  decades, 
it  is  possible  to  make  a fresh  start,  not  only  in 
increasing  survivorship  in  the  perinatal  period, 
but  in  bringing  the  infant  through  this  period 
in  the  best  possible  state  of  health. 

Summary 

Progress  made  in  reducing  perinatal  mortality, 
or  deaths  occurring  between  the  end  of  the  twen- 
tieth week  of  gestation  and  the  end  of  the  first 
month  after  birth,  is  reviewed,  and  favorable 
factors  for  further  reduction  of  mortality  during 
this  period  of  the  age  span  are  discussed. 

The  greatest  gains  in  fetal  and  neonatal  salvage 
are  yet  to  be  made  in  the  group  at  or  near  term, 
in  which  the  prognosis  in  relation  to  the  avoidance 
of  permanent  disabilities  is  most  favorable. 

Joint  efforts  by  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State 
Department  of  Health  in  attacking  the  problem* 
of  perinatal  mortality  are  reviewed. 

39  Columbia  Street 
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CURRENT  TRENDS  IN  PREMATURE  CARE 

Alfred  J.  Vignec,  M.D.,  August  Moser,  M.D.,  Rose  Ellis,  M.D.,  and  Paula  Angelos, 
M.D.,  New  York  City 

{From  the  Premature  Unit,  Pediatric  Division,  St.  Vincent’s  Hospital) 


ONE  of  the  most  effective  means  of  lowering 
our  present  neonatal  mortality  rate  lies  in 
improving  the  standards  of  premature  care. 
Whenever  and  wherever  this  has  been  possible,  a 
significant  and  gratifying  reduction  in  the  pre- 
mature mortality  rate  follows  with  almost  the 
same  predictability  as  night  follows  day.  It  has 
been  definitely  established  for  some  time  now  that 
the  sine  qua  non  of  good  premature  care  is  the 
establishment  of  a premature  unit  in  the  hospital, 
separate  and  distinct  from  either  the  newborn 
nurseries  or  the  pediatric  service  proper.  This 
insures  fixed,  skilled  nursing  personnel  and  more 
adequate  medical  supervision;  it  provides  more 
space,  light,  ventilation,  and  physical  equipment, 
and  it  is  an  aid  in  the  better  control  and  treat- 
ment of  acquired  morbidity.  If  the  above  facts 
are  true,  one  may  well  ask  why  most  hospitals 
continue  to  care  for  their  prematures  either  in 
conjunction  with  the  full-term  newborn  nurseries 
or  on  the  pediatric  service,  and  why  they  do  not 
all  establish  autonomous  premature  units.  The 
answer,  of  course,  is  an  economic  one  and  does  not 
imply  either  an  unwillingness  on  the  part  of  hos- 
pital administrators  or  lack  of  knowledge  on  the 
part  of  the  attending  physicians.  Voluntary  hos- 
pitals are  always  hard-pressed  to  make  ends  meet, 
and  since  adequate  premature  care  costs  approx- 
imately $18  a day,  most  hospitals  find  it  ab- 
solutely impossible  to  embark  on  such  a program 
without  some  assurance  of  at  least  partial  assist- 
ance. At  St.  Vincent’s  Hospital  we  were  indeed 
fortunate  in  that  our  building  program  coincided 
with  the  organization  of  a premature  program  by 
the  City  of  New  York.  In  addition,  funds  were 
available  through  the  Hill-Burton  Act  for  the 
construction  and  equipping  of  premature  units, 
and,  last  but  by  no  means  least,  we  received  in- 
valuable assistance  through  the  generosity  of 
private  donors.  Our  experiences  in  expanding 
the  facilities  for  premature  care  represent  very 
clearly  the  contrast  between  older  methods  of 
handling  the  problems  of  prematures  and  the  new 
and  more  recent  concepts.  Accordingly  it  would 
seem  appropriate  to  compare  the  methods  and 
results  of  our  last  full  year  before  the  unit  was 
opened  (1947-1948)  with  the  first  full  year  of 
operation  (1950-1951). 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  May  14,  1952. 


1 1 " 1 i .1. 

Fig.  1.  Floor  plan  of  old  quarters  at  St.  Vincent’s 
Hospital:  capacity  eight  patients,  15  square  feet 
per  patient.  Key  to  symbols:  (1)  lavatory,  (2) 

cabinet  (below  counter),  (8)  refrigerator,  (9)  slab 
bath,  (12)  table,  (13)  counter. 

General  Considerations 

In  1947-1948  we  cared  for  126  prematures  born 
in  St.  Vincent’s  Hospital  and  in  1950-1951  we  had 
a case  load  of  168  prematures  born  in  St.  Vincent’s 
and  169  born  in  other  hospitals  and  transferred  to 
us  by  the  Premature  Transport  Service  of  the 
New  York  City  Health  Department.  Obviously 
to  provide  this  service  a considerable  expansion  of 
space  was  necessary. 

Figure  1 gives  the  floor  plan  of  our  old  quarters, 
and  it  will  be  noted  that  aside  from  the  in- 
adequate footage  (far  below  the  recommended 
30  square  feet  per  patient)  there  are  several  other 
errors  of  construction  which  do  not  conform  to 
current  accepted  standards.  A few  of  these  are 
as  follows : 

1.  The  unit  opens  directljr  into  a general 
corridor. 

2.  Physicians  and  nurses  must  enter  the  unit 
to  scrub  and  don  gowns  and  masks. 

3.  Fresh  formulas  and  sterile  equipment  are 
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Fig.  2.  Floor  plan  of  new  unit  at  St.  Vincent’s 
Hospital:  capacity  30  patients,  142  square  feet 
per  patient.  Key  to  symbols:  (1)  lavatory,  (2) 

cabinet,  (3)  chart  desk,  (4)  lockers,  (5)  water 
closet,  (6)  bottle  warmer,  (7)  instrument  sterilizer, 
(8)  refrigerator,  (9)  sink,  (10)  utensil  sterilizer. 

kept  in  the  same  utility  room  as  used  bottles  and 
contaminated  equipment. 

4.  Space,  light,  and  ventilation  are  inadequate 
for  necessary  procedures. 

5.  In  addition,  the  unit  adjoined  a newborn 
nursery  and  shared  with  it  an  isolation-obser- 
vation nursery. 

All  of  these  errors  were  remedied  in  the  con- 
struction of  the  new  unit  (Fig.  2) : 

1.  The  location  of  this  unit  is  so  planned  that 
none  but  the  personnel  working  with  the  pre- 
matures need  enter  the  area. 

2.  Anterooms  are  available  for  the  nurses  and 
doctors  to  scrub  and  gown  before  entering  the 
nurseries. 

3.  There  is  a “feeding”  room  for  sterile  equip- 
ment and  fresh  formulas  and  a separate  utility 
room  for  used  bottles,  contaminated  equipment, 
etc. 

4.  Ample  light  and  ventilation  is  supplied, 
i and  the  square  footage  per  patient  is  well  over  the 
| recommended  30  square  feet. 

5.  There  are  separate  units  for  the  isolation 
j and  observation  of  sick  and  “suspect”  infants. 

A classroom  for  teaching  and  weekly  confer- 
i ences  doubles  as  an  instruction  center  for  mothers, 
where  they  may  attend  demonstrations  before 
their  babies  are  discharged.  With  this  expan- 
: sion,  more  equipment  was  necessary,  and  some  of 
the  additions  are  listed  in  Table  I. 

We  would  like  to  make  special  reference  to  the 
incubators  with  controlled  humidity  which  are  a 
development  of  the  last  two  to  three  years.  In 
j the  past,  institutions  that  were  fortunate  enough 
to  have  constant  temperature  rooms  with  con- 
trolled humidities,  such  as  New  Haven  and 


TABLE  I. — Physical  Equipment 


1947-1948  1950-1951 


Resuscitators 

Flagg  1 1 

Kreisleman  0 1 

Incubators 

No  humidity  control  2 22 

With  humidity  control  0 6 

Heated  cribs  9 9 


TABLE 

II. — Nursing  Personnel 

1947-1948  1950-1951 

Graduates 

1 

5 to  6* 

Student  nurses 

1 to  2 

9 to  12 

Baby  nurses 

1 to  2 

7 to  8 

* 2 with  special  training. 


Boston  Children’s  Hospitals,  were  noted  for  their 
low  mortality  rates.  Blackfan  and  Yaglou  dem- 
onstrated that  the  rate  of  growth  and  develop- 
ment of  small  prematures  was  accelerated  under 
conditions  of  high  humidity.1  Incubators  in 
which  the  humidity  is  fixed  are  not  as  satisfactory 
as  those  in  which  the  humidity  can  be  varied  and 
raised  up  to  as  high  as  90  per  cent.  We  will  have 
occasion  to  refer  to  the  excellent  performance  of 
these  new  type  incubators  later  in  this  paper. 

One  of  the  factors  which  cannot  be  over- 
emphasized in  the  successful  operation  of  a pre- 
mature center  is  the  development  of  a skilled 
and  trained  nursing  staff.  The  feeding  and  gen- 
eral care  of  prematures  is  an  exacting  and  difficult 
task  and  requires  a high  degree  of  technical  skill. 
With  the  cooperation  of  the  administration  and 
other  already  established  premature  centers,  two 
of  our  graduate  nurses  attended  courses  in  the 
care  of  prematures.  These  specially  trained 
graduates  in  turn  serve  as  instructors  to  grad- 
uates, student  nurses,  and  baby  nurses  assigned 
to  the  unit. 

Table  II  illustrates  the  changes  made  in  our 
nursing  personnel  after  the  organization  of  the 
unit.  The  graduate  nurses  and  baby  nurses  are 
fixed  in  assignment.  Incidentally,  we  have 
found  the  baby  nurses  quite  satisfactory  when 
their  duties  are  well  defined  and  do  not  involve 
special  procedures.  Our  student  nurses  receive 
ten  hours  of  classroom  instruction  and  forty  hours 
of  work  experience  with  the  prematures.  It 
would  be  remiss  not  to  say  that  the  success  of  any 
premature  program  is  dependent  in  a large  meas- 
ure on  the  competency  and  high  morale  of  the 
nurses  in  the  unit. 

Changes  were  also  made  in  the  appointment  of 
pediatric  personnel.  Prior  to  the  opening  of  the 
unit,  an  assistant  resident  and  an  attending 
pediatrician  with  other  duties  supervised  the 
care  of  the  prematures.  At  present,  an  assistant 
resident  and  intern  are  assigned  and  have  as  their 
chief  responsibility  the  premature  unit.  They 
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1947  1950 


53.9*  of  126  Patients  85.7*  of  337  Patients 

® Funnel  and  Heated  Cribs 
[H  Incubator  (without  humidity  control) 

® Incubator  (with  humidity  control) 

Fig.  3.  Methods  of  (1)  maintaining  body  heat,  (2) 
oxygen  therapy,  (3)  humidity  control. 


are  supervised  by  a qualified  pediatrician  who, 
while  he  is  on  service,  has  no  other  assignment  in 
the  pediatric  division. 

Specific  Measures 

The  actual  care  of  the  premature  may  well  be 
divided  into  four  stages : 

1.  The  maintenance  of  body  heat  and  the 
initiation  of  satisfactory  respiration. 

2.  The  institution  of  feedings  and  the  estab- 
lishment of  adequate  caloric  intake. 

3.  The  control  and  management  of  acquired 
morbidity.  ' 

4.  Preparations  for  the  discharge  of  the  infant 
to  his  home,  which  includes  instructions  to  the 
parents  and  provision  for  follow-up  care. 

The  fourth  stage  will  not  be  discussed  in  this 
paper  since  we  are  more  concerned  with  current 
trends  in  management  during  hospital  stay. 

Of  first  importance  is  the  maintenance  of  body 
heat  and  the  institution  of  adequate  respiration. 
The  former  is  an  absolute  essential  and  has  been 
so  recognized  for  many  years;  the  latter,  how- 
ever, is  of  equal  importance.  It  is  no  exaggera- 
tion to  state  that  for  the  first  seventy-two  to 
ninety-six  hours  all  other  considerations  are  sub- 
ordinate to  the  problem  of  respiration.  From  a 
clinical  point  of  view  respiratory  complications 
during  the  first  week  of  life  are  the  most  frequent 
known  cause  of  death  and  from  a pathologic 
standpoint  are  second  only  to  “prematurity 
alone”  as  a postmortem  finding. 

Suction,  gently  applied,  to  keep  the  air  pas- 
sages clear,  and  the  administration  of  oxygen  are 
two  of  our  most  effective  weapons  in  dealing  with 
respiratory  problems.  In  addition  to  these  we 
must  now  add  the  utilization  of  high  humidities. 
On  a number  of  occasions  we  have  observed 
cyanotic  infants  with  marked  supra  and  infra- 
sternal  retractions,  unrelieved  in  older  type  in- 
cubators, respond  dramatically  within  a short 
period  when  placed  in  incubators  where  the  hu- 


Fig. 4.  Incubator  time  utilized  by  St.  Vincent’s 
Hospital  cases. 


midity  could  be  and  was  regulated  up  to  90  per 
cent.  This  has  occurred  frequently  enough  for 
us  to  be  convinced  that  it  is  not  due  to  chance  or 
spontaneous  recovery.  It  is  interesting  to  note 
that  this  experience  has  not  been  confined  to 
prematures  but  has  also  been  encountered  in  the 
treatment  of  full-term  infants  with  respiratory 
difficulties. 

Figure  3 graphically  represents  the  methods  of 
combating  respiratory  distress  in  1947-1948  as 
compared  with  those  in  1950-1951.  It  illus- 
trates a marked  change  in  our  approach  to  the 
problem.  In  1947-1948,  oxygen  therapy  was 
instituted  for  clinical  indications  such  as  cyanosis, 
apnea,  etc.  In  1950-1951,  our  indications  were 
much  broader  and  included  prematurity.  Ex- 
cept for  the  larger  prematures  who  need  no  assist- 
ance, the  burden  of  proof  as  to  respiratory  com- 
petence rests  with  the  patient  and  unless  within 
the  first  twenty-four  to  thirty-six  hours  we  are 
convinced  that  he  is  able  to  maintain  adequate 
respirations  unaided,  he  remains  in  the  incubator. 
The  aim  is  to  anticipate  and  not  to  wait  for  clin- 
ical signs  to  appear. 

Other  methods  to  relieve  acute  respiratory  dis- 
tress at  birth,  such  as  the  Flagg  and  Kreisleman 
resuscitators  and  positive  pressure  oxygen,  have 
been  infrequently  utilized  and  are  invariably 
associated,  by  the  very  nature  of  the  indications, 
with  a high  mortality  rate.  In  1947-1948,  no 
attempts  to  resuscitate  by  these  methods  were 
made.  In  1950-1951,  15  patients  were  so 
treated,  and  in  this  group  there  were  sbc  survivors 
and  nine  deaths.  We  feel  that,  while  of  dubious 
value,  these  measures  may  be  tried  as  a last 
resort. 

The  length  of  time  spent  in  the  incubator  is  of 
interest  as  a reflection  of  the  severity  of  the  prob- 
lem. Figure  4 shows  the  incubator  time 
utilized  by  our  cases.  In  1947-1948,  only  8 per 
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cent  of  incubator  babies  spent  over  one  week  in 
incubators,  whereas  in  1950-1951,  53  per  cent 
spent  over  one  week. 

In  the  lower  weight  group  it  will  be  noted  that 
the  time  spent  in  the  incubator  is  inversely  re- 
lated to  the  mortality  rate,  which  is  superimposed 
on  the  scattergram.  As  we  study  the  higher 
weight  group,  the  time  spent  is  more  directly  re- 
lated to  the  mortality  rate.  The  longest  time 
spent  in  an  incubator  was  one  hundred  five  days, 
by  a 900-Gm.  premature  in  the  1950-1951  series. 
This  infant  survived.  Space  limitations  pre- 
cluded his  inclusion  in  the  scattergram.  The 
average  time  spent  in  the  incubator  during  1947- 
1948  was  3.7  days  and  in  1950-1951,  17.1  days. 

The  second  stage  in  the  management  of  the 
premature  is  the  initiation  of  feedings  and  the 
establishment  of  adequate  caloric  intake  (120 
calories  per  Kg.).  To  some  extent  the  intro- 
duction of  feedings  is  dependent  on  the  stabili- 
zation of  the  respiratory  physiology.  At  the 
present  time  we  are  not  nearly  as  pressed  to  begin 
feedings  as  we  were  in  the  past,  since  fluid  re- 
quirements at  this  early  stage  are  minimal  and, 
because  of  inactivity,  metabolism  is  at  a low 
level.  However,  eventually  this  step  must  be 
taken.  The  development  of  newer  technics  has 
eliminated  the  risk  involved  in  attempting  to 
institute  bottle  feedings  on  weak  infants  with 
poor  sucking  reflexes,  who  may  also  be  suffering 
from  a certain  amount  of  respiratory  embarrass- 
ment. 

A great  deal  of  reliance  has  been  placed  and 
still  is  placed  on  gavage  feedings,  for  which  pur- 
pose a number  8 or  10  French  rubber  catheter  is 
used.  In  1947-1948,  however,  our  duty  nurses 
in  the  premature  nursery  had  not  been  trained  to 
gavage,  and  accordingly  this  procedure  was  the 
responsibility  of  the  house  officer  in  charge.  The 
latter  in  turn,  because  of  the  multiplicity  of  his 
duties,  was  rarely  able  to  carry  out  the  procedure, 
and  hence  very,  very  few  infants  enjoyed  the  ad- 
vantages of  this  method  of  feeding.  The  de- 
velopment of  a well-trained  nursing  staff,  with 
graduate  nurses  who  are  able  to  gavage,  has  per- 
mitted us  to  exploit  this  technic  to  the  maximum 
degree.  In  addition,  in  1950,  a new  technic, 
tube  feeding,  was  adopted  by  us,  as  well  as  by 
other  centers.  For  this  purpose  a number  22 
polyethylene  tube  is  inserted  by  the  resident. 
When  we  first  introduced  this  technic,  the  tube 
was  allowed  to  remain  in  place  for  three  to  four 
days;  at  present  we  have  extended  the  period  to 
ten  to  twelve  days,  without  ill  effects.  There 
have  been  no  untoward  accidents  attributable  to 
the  ubing.  Autopsy  findings  in  infants  who 
havetbeen  fed  by  indwelling  polyethylene  tubes 
have  shown  some  irritation  and  excoriation  of  the 
esophogeal  mucosa,  but  since  this  finding  has  also 


TABLE  III.— 

Feeding 

Technics 

Other 

THAN 

Bottle 

Average 

Age 

Started 

(Hours) 

Weight 

(Gm.) 

Tube 

Gavage 

Breek 

Drop- 
* per 

Under  1 ,000 

1 947  1048 

15 

0 

i 

1 

2 

1050-1951 

38 

3 

9 

0 

3 

1,000  to  1 ,400 

1047-1948 

16 

0 

0 

0 

1 

1050-1951 

24 

8 

10 

0 

2 

1,500  to  1 ,999 

1947  -1948 

17 

0 

0 

4 

1 

1950-1951 

21 

10 

15 

0 

4 

2,000  to  2,499 

1947-1948 

12 

0 

1 

0 

0 

1950-1951 

22 

1 

5 

0 

0 

Total 

1947-1948 

15 

0 

2 

5 

4 

1950-1951 

20 

22 

45 

0 

9 

* Breck  discontinued  after  1948. 


been  noted  in  infants  who  were  not  tube  fed,  we 
are  inclined  to  minimize  it.  Another  advantage 
of  the  indwelling  tube  is  that  even  inexperienced 
nurses  can  be  assigned  to  administer  feedings 
under  graduate  supervision.  During  the  period 
of  gavage  or  tube  feeding,  the  sucking  reflex  is 
stimulated  by  cautious  offerings  of  bottle  feed- 
ings. Table  III  shows  the  frequency  with  which 
these  various  feeding  technics  were  employed. 

It  will  be  noted  that  the  smaller  the  infant,  the 
longer  is  the  time  allowed  to  lapse  before  feedings 
are  initiated.  Our  longest  period  so  far  has  been 
seventy-two  hours.  In  addition,  when  feedings 
are  started,  they  are  increased  by  slow  incre- 
ments until  the  optimum  of  120  calories  per  Kg. 
is  reached  in  about  eight  to  ten  days. 

In  the  interval  before  feedings  are  started, 
small  clyses  are  freely  given  if  necessary,  generally 
with  the  addition  of  lyophilized  hyaluronidase  to 
promote  absorption  and  safeguard  the  tissues. 
Since  Gordon  and  his  associates  have  demon- 
strated by  means  of  urea  clearance  times  a re- 
duced renal  function  in  prematurity,2  we  have 
tended  to  avoid  normal  saline  solutions  and  use 
routinely  a mixture  of  one-half  distilled  water 
with  5 per  cent  glucose  and  one-half  normal 
saline.  It  will  be  observed  from  the  table  that  we 
occasionally  use  the  dropper  technic  of  feeding, 
but  we  have  abandoned  the  Breck  feeder. 

Over  the  last  five  to  ten  years  there  has  been  a 
definite  change  in  the  type  of  milk  utilized  in 
feeding  prematures,  particularly  those  under 
2,000  Gm.  For  over  twenty  years,  Dr.  Grover 
Powers  of  New  Haven,  on  a more  or  less  empiric 
basis,  has  fed  his  prematures  a one-half  skimmed 
milk  carbohydrate  mixture.3  More  recently 
Gordon  and  McNamara  have  given  this  type  of 
milk  a scientific  validity  by  demonstrating  that 
prematures  lose  nearly  50  per  cent  of  cows’  milk 
fat  and  30  per  cent  of  maternal  milk  fat  in  the 
stools.4  This  has  led  to  the  general  practice  of 
feeding  smaller  prematures  high  protein  and  low 
fat  milks.  In  using  high  protein  diets,  ample 
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Fig.  5.  Types  of  feeding. 


TABLE  IV. — Acquired  Morbidity 


Infection 

Gastroenteritis 

(Per  Cent) 

(Per  Cent) 

1947-1948 

12 

7.1 

1950-1951 

Born  in 

15 

13.6 

Born  out 

34 

25 

TABLE  V.  -Percentage 

of  Premature 

Infants  by 

Birth  Weight  Groups 

New  York  City 

St.  Vincent’s 

Weight 

Hospitals 

1950-1951 

(Gm.) 

(10,244  Cases) 

(337  Cases) 

Under  1 ,000 

4.46 

10.3 

1 ,000  to  1,499 

6.83 

13.9 

1 ,500  to  1 ,999 

17  81 

35.0 

2,000  to  2,499 

70.90 

43.4 

amounts  of  vitamin  C should  be  administered 
since  Levine  has  demonstrated  that  this  vitamin 
plays  a role  in  the  metabolism  of  certain  of  the 
aromatic  amino  acids,  phenylalanine  and  tyro- 
sine.5 Most  of  the  work  done  on  fat  absorption 
has  not  included  special  milks  with  altered  fat. 
The  animal  fats  in  these  milks  have  been  replaced 
by  vegetable  fats,  and  these  are  identical  in  iodine 
number  with  maternal  milk  fat.  The  purpose  of 
this  alteration  in  milk  fat  is  to  promote  absorp- 
tion and  better  utilization.  We  feel  that  they 
offer  some  advantages  over  milks  with  unaltered 
fats,  particularly  in  infants  who  are  gaining  very 
slowly.  Figure  5 schematically  demonstrates 
to  what  extent  the  trend  towards  high  protein-low 
fat  milk  has  taken  place. 

While  most  of  our  smaller  prematures  are 
started  on  these  special  preparations,  the  great 
majority  of  them  are  eventually  discharged  on 
evaporated  milk-carbohydrate  mixtures.  It  will 
be  noted  that  breast  milk  is  now  used  only  oc- 
casionally. This  has  occurred  largely  because 
the  mothers  of  prematures  are  rarely  prepared  to 
lactate  and  because  breast  milk  is  obtained  com- 
mercially with  considerable  difficulty.  Some 
fifteen  years  ago,  in  feeding  prematures  we  fre- 
quently purchased  breast  milk  from  milk  stations. 
These  are  no  longer  in  existence. 

It  seems  rather  unfortunate  that  a food  with 
such  high  caloric  value  as  fat  should  be  eliminated 
from  the  diet  of  these  small  infants.  However, 
we  suspect  that  all  the  returns  on  this  problem  of 
fat  metabolism  in  the  premature  are  not  yet  in. 

Once  respirations  have  been  established  and  an 
adequate  caloric  and  vitamin  intake  is  main- 
tained, the  prime  requisite  for  continued  well- 
being is  the  control  and  management  of  acquired 
morbidity.  In  this  discussion  of  morbidity,  we 
have  purposely  omitted  reference  to  central  ner- 
vous system  injuries  and  congenital  anomalies 
since  their  treatment  remains,  for  the  time  being, 
purely  symptomatic  and  expectant.  We  have 
confined  ourselves  to  a study  of  infection  and 


gastroenteritis.  Most  of  the  infections  encoun- 
tered wer  e those  of  the  skin  and  included  infected 
miliaria,  furunculosis,  and  subcutaneous  absces- 
ses. In  1947-1948,  impetigo  occurred  in  3 per 
cent  of  the  cases  and  in  1950-1951  in  1.8  per  cent. 
It  may  well  be  that  our  use  of  high  humidities 
predisposes  to  skin  infection.  In  regard  to 
gastroenteritis,  we  have  included  only  those  cases 
that  required  some  form  of  parenteral  therapy  to 
relieve  dehydration.  Cases  that  responded  to 
simple  dietary  alteration  were  not  considered 
true  gastroenteritis. 

Table  IV  indicates  a sharp  rise  in  the  incidence 
of  acquired  morbidity  for  1950-1951  as  compared 
to  1947-1948,  and  this  increase  is  mainly  mani- 
fested in  prematures  born  outside  the  hospital. 
It  is  reasonable  to  assume  that  the  increase  ob- 
served in  infants  born  in  the  hospital  is  due  to 
cross-infection.  There  are  many  factors  respon- 
sible for  the  higher  incidence  of  acquired  morbid- 
ity in  infants  born  outside.  Transfer  entails  the 
need  for  more  frequent  handling ; there  are  delays 
in  transfer,  and  premature  births  often  occur 
under  contaminated  conditions.  Still  another 
factor  should  be  taken  into  consideration,  the 
question  of  weight.  Most  prematures  trans- 
ferred to  the  unit  are  in  the  smaller  weight  group 
and  hence  are  most  susceptible  to  infection  and 
gastrointestinal  disorders. 

Table  V shows  that  our  census  in  1950-1951 
was  composed  in  the  main  of  smaller  prematures 
and  that  the  larger  and  presumably  sturdier  in- 
fants were  not  transferred.  Our  figures  reveal 
that  we  had  twice  the  expected  number  of  smaller 
prematures  and  only  half  the  expected  number  of 
larger  infants.  This  tended  to  affect  our  mor- 
bidity and  mortality  rates  as  well  as  the  duration 
of  hospital  stay.  In  1950-1951  babies  born  in 
averaged  17  hospital  days,  and  babies  bom  out 
remained  in  the. unit  35.5  hospital  days.  To 
offset  this  increased  morbidity  we  are  much  more 
prone  to  use  prophylactic  antibiotics  in  weak  in- 
fants and  in  those  suffering  from  atelectasis  and 
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TABLE  VI. — Control  and  Treatment  of  Acquired  Morbidity 


/ Parenteral  Fluids — * 

Antibiotics ' Intra- 

Penicillin  Aureomycin  Streptomycin  Other  Clyses  venous  Transfusion 

Year  T*  P|  T P T P T P TP 


1947-1948 

14 

3 

23 

3 

7 

2 

1950-1951 
Born  in 

28 

32 

6 

2 

16 

3 

16 

3 

7 

1 

Born  out 

59 

42 

29 

1 

35 

5 

4 

1 

52 

4 

27 

. 5 

* T — therapy, 
t P — prophylaxis. 
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1950-1951- 
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Fig.  6.  Mortality  rates. 

other  noninfectious  conditions  which  may  be 
complicated  by  secondary  infection. 

Table  VI  illustrates  what  might  have  been 
anticipated  in  view  of  the  increased  morbidity. 
Antibiotics  were  exhibited  much  more  frequently 
in  1950-1951  than  in  1947-1948,  both  therapeuti- 
cally and  prophylactically.  In  addition,  parent- 
eral fluids  were  utilized  to  a much  greater  degree. 
It  should  be  noted  that  we  occasionally  give 
transfusions  prophylactically.  This  is  done  just 
before  discharge  if  the  infant’s  hemoglobin  is  less 
than  9 Gm.  We  are  well  aware  of  the  fact  that 
the  anemia  of  prematurity  is  not  permanently 
improved  by  either  iron,  to  which  the  premature 
is  relatively  refractory,  or  by  transfusion.  How- 
ever, in  the  case  of  transfusion  the  hemoglobin  is 
sustained  for  one  to  two  weeks,  and  this  may 
well  represent  the  difference  between  a good  ad- 
justment to  the  arrival  home  and  a poor  one. 
Should  the  infant  adjust  badly  and  have  a further 
drop  in  hemoglobin,  the  necessity  for  a rehospital- 
ization is  a problem  that  must  be  faced  by  a 
family  which  has  probably  already  been  put  to 
great  expense. 

As  a result  of  the  measures  taken  and  the  newer 
methods  applied,  our  mortality  rate  has  under- 
gone a gratifying  change  for  the  better. 

Figure  6 shows  a mortality  of  29.1  per  cent  in 
1947-1948  for  prematures  born  in  the  hospital. 
The  mortality  rate  for  prematures  born  in  the 


hospital  in  1950-1951  was  16.5  per  cent  and  for 
prematures  born  outside  the  hospital  was  23.5 
per  cent.  The  comparable  mortality  rates  for  all 
six  premature  centers  in  New  York  City  combined 
was  15.6  per  cent  for  infants  born  in  these  hos- 
pitals and  31.4  per  cent  for  infants  born  outside. 

Conclusion 

One  of  the  established  ways  of  reducing  neo- 
natal mortality  is  the  improvement  of  the  stand- 
ards of  premature  care.  This  can  best  be  accom- 
plished by  the  establishment  of  autonomous  pre- 
mature units  in  the  hospitals,  with  their  own 
physical  equipment  and  specialized  nursing  staff 
and  with  close  medical  supervision. 

Among  the  newer  technics  of  value  in  the  care 
of  prematures  are  the  use  of  high  humidities  for 
the  relief  of  respiratory  distress,  the  more  exten- 
sive use  of  polyethylene  tube  feeding  in  small, 
weak  prematures,  the  introduction  of  high  pro- 
tein-low fat  diets  for  the  smaller  prematures,  and 
the  liberal  use  of  prophylactic  antibiotics. 

Chiefly  because  of  the  adoption  of  the  above 
measures,  the  mortality  rate  of  prematures  born 
in  St.  Vincent’s  has  been  reduced  from  29.1  per 
cent  in  1947-1948  to  16.5  per  cent  in  1950-1951. 
The  mortality  rate  of  prematures  transferred  into 
St.  Vincent’s  by  the  Premature  Transport  Service 
is  23.5  per  cent.  This  compares  favorably  with 
the  combined  mortality  rate  of  all  six  New  York 
City  centers,  which  for  prematures  born  in  these 
hospitals  is  15.6  per  cent  and  for  those  born  out- 
side 31.4  per  cent. 

39-A  Gramercy  Park 
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SOME  MODERN  ASPECTS  OF  ANESTHESIA  AND  ANALGESIA 

L.  M.  Hellman,  M.D.,  New  York  City,  and  Robert  A.  Hingson,  M.D.,*  Cleveland,  Ohio 

( From  the  Departments  of  Obstetrics  and  Gynecology,  State  University  of  New  York  at  Neiv  York  City, 
College  of  Medicine,  and  the  Department  of  Anesthesiology,  Western  Reserve  University  School  of 
Medicine,  Cleveland,  Ohio) 


WHILE  the  increasing  complexity  of  anes- 
thesia and  analgesia  technics  have  in  re- 
cent years  improved  the  quality  of  obstetric  pain 
relief  tremendously,  the  dangers  of  serious  com- 
plications have  likewise  risen.  The  safety  of 
many  of  these  newer  measures  is  directly  propor- 
tionate to  tire  skill  and  training  of  the  personnel 
administering  them.  In  the  hands  of  properly 
qualified  individuals  they  are  not  only  safe,  but 
also  in  the  face  of  certain  obstetric  complications, 
properly  selected  technics  offer  better  opportuni- 
ties for  survival  to  both  mother  and  child.  Un- 
fortunately, neither  a supply  of  adequately 
trained  personnel  nor  the  money  to  pay  them  for 
the  round-the-clock  service  that  this  specialty  de- 
mands are  available.  Thus,  of  106  hospitals  in 
New  York  City  with  maternity  services  but  27 
have  full-time  physician  anesthetic  coverage. 
This  poor  showing,  however,  is  a vast  improve- 
ment over  the  situation  of  but  a few  years  ago 
when  only  four  maternity  services  were  so  cov- 
ered. ' 

The  remainder  of  the  obstetric  services  handle 
their  pain  relief  in  a series  of  hit-or-miss  systems 
as  follows: 

1.  Combined  service  of  nurse  anesthetist  on 
routine  rotational  duty,  working  with  obstetri- 
cians capable  of  giving  their  own  conduction  an- 
esthesia. This  is  probably  the  commonest  type  of 
anesthesia  service  available  in  the  majority  of  the 
hospitals. 

2.  Nurse  anesthetists  on  call  available  in 
emergencies  to  supplement  the  work  of  the  ob- 
stetrician who  frequently  administers  the  anes- 
thesia himself. 

3.  The  obstetrician  alone  is  responsible  for  the 
conduction  of  obstetric  anesthesia  and  is  com- 
pelled to  use  house  staff,  routine  obstetric  nurses, 
or  medical  students  as  aides. 

Even  the  obstetricians,  although  they  may  be- 
come particularly  proficient  in  one  or  another 
method  of  obstetric  anesthesia  and  analgesia,  are 
not  usually,  unless  they  have  had  special  training, 
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TABLE  I. — Cause  of  242  Cesarean  Section  Deaths 


Cause  of  Death 

Principal  Cause . 

Number  Per  Cent 

Anesthesia 

48 

20 

Embolism 

24 

10 

Cardiac 

26 

10.6 

Eclampsia  and  pre-eclampsia 

19 

8 

Infection 

69 

28  4 

Hemorrhage 

41 

17 

Other 

15 

6 

Total 

242 

100 

capable  of  using  with  skill  and  safety  the  many 
technics  necessary  to  safeguard  both  mother  and 
baby.  It  is  not  surprising,  therefore,  that  the 
problem  of  anesthesia  as  a cause  of  maternal 
death  has  recently  come  to  the  fore.  The  in- 
creasing importance  of  this  aspect  of  the  maternal 
mortality  problem  has  been  further  highlighted 
by  the  rapid  decrease  in  the  number  of  maternal 
deaths  from  the  leading  causes  of  hemorrhage,  in- 
fection, and  toxemia.  It  is  quite  possible  that  at 
the  present  time  maternal  deaths  resulting,  or  re- 
lating to,  anesthesia  are  in  fifth  place,  just  after 
heart  disease  as  a contributor  to  mortality.  This 
is  well  exemplified  in  the  experience  of  the  Balti- 
more City  Maternal  Mortality  Committee,  which 
in  the  five-year  period  of  1944  to  1949  reviewed 
110  maternal  deaths.  Of  these,  14  or  12.7  per 
cent  were  related,  in  whole  or  in  part,  to  obstetric 
anesthesia.1  The  importance  of  this  problem  is 
further  borne  out  in  a recent  paper  by  Gordon  on 
242  cesarean  sections  in  Brooklyn.2  He  demon- 
strated that  20  per  cent  of  the  cesarean  section 
deaths  were  due  directly  to  anesthesia  (Table  I). 
He  further  pointed  out  that  cesarean  section 
death  still  constituted  20  per  cent  of  the  maternal 
deaths  from  all  causes  in  Brooklyn.  From  this 
study  and  a previous  one3  concerning  43  anes- 
thetic deaths,  26  of  which  were  due  to  aspiration 
during  or  immediately  after  anesthesia,  Gordon 
came  to  the  conclusion  that  the  real  magnitude  of 
anesthesia,  as  it  relates  to  maternal  mortality, 
could  not  be  accurately  assessed,  for  in  many  of 
these  deaths  anesthesia  did  not  appear  on  the 
death  certificate  at  all  and  in  no  case  was  it 
tabulated  by  the  statistician  as  the  cause  of  death, 
even  though  death  was  stated  to  have  been  due  to 
spinal  anesthesia  or  aspiration  vomitus. 

While  it  is  thus  manifestly  impossible  to  make 
any  adequate  survey  of  the  maternal  anesthetic 
mortality,  even  in  a city  with  such  excellent  pub- 
lic health  data  as  New  York,  some  idea  of  the 
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TABLE  II. — Maternal  Mortalities  Resulting  from 
Aspiration  of  Vomitus  During  or  Immediately  After 
Anesthesia* 


English  medical  literature,  1924  through  1944  .......  50 

Merrill- Hingson  survey  of  major  219  American  hospitals  60 

North  Carolina  Maternal  Welfare  Study,  August,  1946, 

through  May,  1948 3 

Massachusetts  Maternal  Welfarg  Study,  1941 1 

Brooklyn,  1936-1947  (Charles  A.  Gordon  study). 26 

Memphis  Methodist  Hospital  case  (file  report,  1947)  1 

Philadelphia  Lying-In  Hospital  (file  report,  1940) 1 

Chicago  Lying-In  Hospital  (Dieckmann,  1945) 2 

Supplementary  file,  personal  communications  from 

American  Hospitals 11 

Total 155 


* Tables  II  through  VI  are  from  Hingson  and  Heilman: 
Anesthesiology  12:  745  (Nov.)  1951. 

TABLE  III. — -Maternal  Mortalities  Resulting  from 
Overwhelming  Doses  of  Spinal  Anesthesia 


North  Carolina  Maternal  Welfare  Study,  August,  1946, 
through  May,  1948  (Pontocaine  14  to  17  mg.  and  pro- 
caine 150  mg.) 6 

Jefferson  Medical  School  (200  mg.  for  cesarean  section) . . 2 

Charity  Hospital,  New  Orleans  (17  mg.  Pontocaine  and 

150  mg.  procaine  for  cesarean  section) 3 

Grace  Hospital,  Detroit  (200  mg.  procaine  for  cesarean 

section) 1 

Massachusetts  Maternal  Welfare  Report,  1941 . 2 

Hospitals  of  Brooklyn  (Gordon  report  supplemented  by 

recent  maternal  mortality  conferences) 8 

Loretto  Hospital,  Chicago,  1950  (7.5  mg.  Nupercaine 

plus  1 mg.  adrenaline) 1 

Franklin  Square  Hospital,  Baltimore,  file  copy  (12-mg. 
dose  of  Pontocaine) 1 

Total 24 


TABLE  IV. — Maternal  Mortalities  Resulting  from 
Caudal  and  Continuous  Caudal  Anesthesia 


Inadvertent  spinals  and  overwhelming  respiratory  failure  8 

Vasomotor  collapse  in  poor  risk  cases 5 

Infection:  peridural  abscesses 3 

Drug  toxicity 3 

Overwhelming  motor  paralysis  in  continuous  drip  technic 
from  neglected  cases  without  attendant 2 

Total 21 


TABLE  V. — Maternal  Mortalities  Resulting  from 
Various  Anesthetic  and  Analgesic  Agents 


Nitrous  Oxide,  Ether,  Ethylene,  and  Cyclopropane 


Atelectasis  and  anoxia 19 

Cerebral  hemorrhage  during  excitement  stage  in  in- 
duction  2 

Sudden  apnea  during  early  induction  (sensitivity) . . 4 

Sodium  Pentothal,  Evipal 

Apnea  on  induction  without  resuscitation 6 

Delayed  shock  manifested  by  extreme  hypotension 

one  hour  after  anesthesia 1 

Deaths  due  to  Evipal  (synopias)  reported  by  Dieck- 
mann  42 

Demerol 

Sensitivity  and  profound  shock  from  100  mg.  in  nor- 
mal patient 1 

Cyclopropane 

Cyclopropane  reaction  with  pituitrin  ventricular 

fibrillation 4 

Cyclopropane  shock 1 

Chloroform 

Baltimore  (anesthesia  for  abortion  administered  in 

home  on  bed) 1 

Buffalo  Hospitals  in  12,000  cases 3 

Trilene 

Heart  failure  and  profound  effect 16 

Pulmonary  edema  from  prolonged  use 2 

Shock  and  bradycardia  and  liver  poisoning 1 

Barbiturates:  Overwhelming  Depression 

Baltimore  (7.5  grains  Sodium  Amytal  in  toxemia) ....  1 

Philadelphia  Lying-In  (4.5  grains  intravenous  Nem- 
butal)   1 

Heart  Failure  Under  Anesthesia 12 

Sensitivity  to  Local  Anesthestics  (Pudendal  and 
Abdominal  Field  Block) 2 

Total 119 


causes  of  these  deaths  and  their  possible  prevent- 
ability  can  be  derived  from  the  following  tables 
(Tables  II  to  V1).  Of  the  330  deaths  listed,  al- 
most half  were  due  to  aspiration.  Such  an  ac- 
cident is  usually  preventable  in  the  hands  of  ex- 
perienced personnel.  Forty-five  additional  deaths 
were  due  to  overdosage  with  spinal  anesthesia  or 
errors  in  technic  with  caudal.  Certainly  then, 
nearly  two  thirds  of  these  deaths  were  prevent- 
able. 

While  obstetric  anesthesia  and  analgesia  pro- 
vide certain  problems  which  are  not  present  in 
surgical  anesthesia,  they  are  not  insurmountable 
and  should  certainly  be  easily  mastered  by  those 
who  supervise  the  anesthesia  of  a general  operat- 
ing room.  The  trouble  seems  to  stem  not  from 
the  difficulties  in  the  technics  themselves  or  from 
the  special  problems  peculiar  to  obstetrics,  but  to 
the  borrowing  of  personnel  from  the  general  sur- 
gical services  or  from  the  use  of  inexperienced  and 
untrained  individuals  on  obstetrics.  Should  the 
reverse  of  this  situation  pertain,  namely,  that  the 
surgical  services  borrowed  their  anesthesia  per- 
sonnel from  the  obstetric  service,  it  might  be  that 
the  mortality  from  surgical  anesthesia  would  be 
extremely  high.  Furthermore,  as  was  said  in  the 
beginning,  if  the  personnel  and  money  are  not 
available  to  remedy  this  situation,  then  the  solu- 
tion must  be  sought  in  change  of  organization  and 
additional  and  specialized  training  to  certain  in- 
dividuals. 

In  some  hospitals  this  problem  has  been  an- 
swered by  the  adoption  of  a single  technic  for 
analgesia  and  anesthesia.  The  house  staff  and 
visiting  obstetricians,  together  with  the  nurses 
and  nurse  anesthetists,  become  thoroughly 
trained  and  proficient  in  this  method.  Fre- 
quently, the  method  adopted  is  one  of  the  simpler 
ones.  Thus,  one  group  will  recommend  sedation 
with  inhalation  anesthesia,  using  only  one  agent 
for  sedation  and  one  for  anesthesia,  while  another 
will  use  conduction  anesthesia  throughout,  and 
still  another  will  advocate  “natural  childbirth.” 
Inasmuch  as  nearly  90  per  cent  of  all  deliveries 
are  normal,  this  method  works  out  reasonably 
well.  As  shown  in  Table  VI,  in  a study  of  a 
thousand  normal  mothers,  arbitrarily  assigned  to 
certain  specific  general  types  of  analgesia  and  an- 
esthesia, the  type  of  sedation  and  anesthesia  ap- 
parently had  no  bearing  on  the  outcome  of  the  in- 
fant. In  other  words,  given  a normal  mother  and 
a normal  infant,  the  type  of  analgesia  and  anes- 
thesia played  little  role  in  the  fetal  outcome.  This, 
however,  is  not  the  case  in  certain  complications, 
such  as  premature  labor,  toxemia,  or  late  preg- 
nancy hemorrhage,  where  the  life  of  the  infant  is 
in  jeopardy  and  all  possible  advantages  of  oxy- 
genation, lack  of  anesthetic  effect,  and  ease  of  de- 
livery must  be  employed  to  obtain  good  results. 
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TABLE  VI. — J ohn8  Hopkins  Hospital 
Fetal  Loss  per  1,000  Total  Full-term  Births  for  Each  Study  Group 


/ Infant  Mortality  per  1,000  Total  Births . , 

Number 

Total  Fetal 

Still- 

Neonatal 

Total 

Still- 

Study  Group 

Loss 

births 

Deaths 

Births 

births 

Deaths 

Sedation-inhalation 

3.42 

3.42 

292 

i 

Sedation-intravenous 

195 

Psychoanalgesia 

7.14 

7.14 

140 

• i 

Sedation-terminal  block 

204 

Continuous  conduction 

9.44 

4.72 

4.72 

212 

i 

i 

It  is  just  in  these  instances  where  hospitals,  rely- 
ing on  single  technics  and  stretching  these  tech- 
nics to  cover  all  situations,  run  into  difficulty. 

The  employment  of  an  organizational  scheme 
such  as  demonstrated  in  the  accompanying 
chart1  might  go  a long  way  toward  the  im- 
provement of  the  situation.  In  this  chart  it 
will  be  noted  that  the  entire  program  is 
under  the  direction  of  the  physician-anesthetist 
of  the  hospital.  However,  it  is  not  contemp- 
lated that  he  have  immediate  supervision  over 
the  obstetric  cases.  The  immediate  authority 
is  assumed  by  his  assistants,  by  the  student- 
nurse  anesthetists,  the  staff  of  obstetric  interns 
and  residents,  the  residents  assigned  to  anesthesia, 
and  possibly  the  medical  students.  As  noted  on 
the  chart,  each  of  these  individuals  has  a par- 
ticular sphere  of  influence  and  authority.  The 
capabilities  of  each  is  fully  assessed,  and  responsi- 
bilities beyond  these  capabilities  are  not  in  general 
assigned  to  them.  With  such  an  organization 
there  is  always  supervisory  and  consultatory  per- 
sonnel available.  It  is  further  of  the  utmost  im- 
portance that  men  in  training  to  become  special- 
I ists  in  the  field  of  obstetrics  be  given  special  and 
particular  training,  not  only  in  general  anesthesia 
but  in  the  specific  technics  applicable  to  their 
specialty.  It  is  only  in  this  way  that  the  very 
| great  deficit  of  obstetric  anesthesia  personnel  can 
! be  made  up.  While  the  above  system  is  schematic 


and  probably  not  workable  in  its  entirety,  it  is 
suggestive  of  the  type  of  organizational  planning 
which  is  so  necessary  if  some  of  the  obstetric  anes- 
thesia tragedies  are  to  be  prevented. 

Conclusions 

1.  The  shortage  of  obstetric  anesthesia  per- 
sonnel with  proper  training  is  emphasized.  In 
greater  New  York  only  25  per  cent  of  the  mater- 
nity services  have  twenty-four-hour  coverage  by 
physician  anesthetists. 

2.  The  relative  increasing  maternal  mortality 
rate  due  to  this  shortage  and  the  increasing  com- 
plexity of  analgesia  and  anesthesia  technics  is  in- 
dicated. 

3.  While  the  one  technic  may  serve  in  a satis- 
factory manner  most  of  the  time,  the  disadvan- 
tages of  this  sort  of  thinking  in  the  face  of  ob- 
stetric complications  are  indicated. 

4.  A schematic  system  of  organizational  plan- 
ning is  suggested  so  that  the  obstetric  service  can 
be  properly  covered  with  trained  anesthesia  per- 
sonnel. 
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MORE  CRITICAL  DEFENSE  AREAS  ANNOUNCED 


Cities  and  counties  recently  designated  “critical 
defense  areas”  and  thereby  entitled  to  Federal  aid 
in  construction  of  hospitals  and  other  community 
facilities  are:  New  London,  Connecticut;  Cascade, 
Idaho;  Sioux  City,  Iowa;  Bangor,  Maine;  Grosse 
He,  Michigan;  Frement-Wahoo,  Nebraska;  Ely, 
Nevada;  New  Brunswick-Perth  Amboy,  New  Jer- 


sey; Farmington  and  Lea  County,  New  Mexico; 
Poughkeepsie,  New  York;  Condon,  Oregon;  Wil- 
liamsport, Pennsylvania;  Laredo  Air  Force  Base, 
Port  Lavaca,  and  Harlingen,  Texas;  Ephrata- 
Moses  Lake,  Bridgeport,  and  Republic-Curlew, 
Washington;  Bagdad,  Arizona,  and  Milan,  Ten- 
nessee.— Capitol  Clinic,  Number  23,  June  10,  1952 


THE  USE  OF  ADENOSINE- 5-MONOPHOSPHATE  IN  THE  TREAT- 
MENT OF  ACUTE  SUBDELTOID  BURSITIS 

Louis  Pelner,  M.D.,  F.A.C.A.,  and  Samuel  Waldman,  M.D.,  F.A.C.P.,  Brooklyn, 
New  York 


ACUTE  subdeltoid  bursitis  is  the  commonest 
disease  of  the  shoulder  joint,  responsible  for 
at  least  80  per  cent  of  the  painful  shoulder 
syndromes.  Thus  it  is  an  extremely  common 
condition,  coming  often  within  the  purview  of 
every  practitioner.  The  effective  relief  of  this 
condition  with  adenosine-5-monophosphate  is 
the  subject  of  this  report. 

The  diagnosis  of  acute  subdeltoid  bursitis  is 
usually  quite  simple.  There  is  excruciating 
pain  in  the  shoulder  joint,  which  is  aggravated 
by  movement,  especially  abduction  and  rotation. 
Swinging  the  arm  forward  and  backward  when 
held  close  to  the  body  does  not  cause  pain, 
differentiating  this  condition  from  arthritis  of 
the  shoulder  joint.  There  may  be  radiation  of 
the  pain  to  the  neck,  arm,  forearm,  and  even 
to  the  fingertips.  This  radiation  often  confuses 
bursitis  with  brachial  neuralgia.  Thus  thiamin 
chloride  is  often  given  without  therapeutic 
effect.  Two  pathognomonic  signs  of  acute 
subdeltoid  bursitis  consist  of  the  inability  of  the 
patient  to  place  the  palm  of  his  hand  on  the 
occipital  regicftl  of  his  head  and  the  inability 
to  place  the  dorsum  of  his  hand  on  the  small 
of  his  back.  To  complete  these  motions,  ab- 
duction and  rotation  are  required.  X-ray 
examination  of  the  shoulder  reveals  calcifi- 
cation in  40  to  50  per  cent  of  the  patients.  This 
calcification  is  actually  in  the  supraspinatus  or 
infraspinatus  tendons  underneath  the  bursa. 
The  bursa  itself  is  beneath  the  proximal  portion 
of  the  deltoid  muscle. 

The  pain  may  be  excruciating  whether  or 
not  a calcific  deposit  is  found.  This  pain  is 
one  of  the  most  severe  types  known,  making 
sleep  almost  impossible.  For  relief  of  this  pain, 
the  patient  will  usually  submit  to  almost  any 
procedure. 

In  order  to  approach  the  therapy  of  acute 
subdeltoid  bursitis  in  a rational  manner,  the 
etiology  should  be  known.  However,  we  do  not 
know  the  actual  cause  of  this  condition.  Prob- 
ably acute  or  chronic  traumata  are  the  most 
important  factors.  After  a twist  of  the  shoulder 
or  a fall  on  the  outstretched  hand,  severe  shoulder 
pain  may  ensue.  An  x-ray  of  the  shoulder 
may  reveal  calcified  subdeltoid  bursitis.  The 
acute  symptoms  cannot  explain  the  calcification 
in  the  tendon  which  undoubtedly  has  been  pres- 
ent for  some  time.  Some  authors  blame  foci 
of  infection  as  the  antecedent  cause.  However, 
this  is  only  rarely  found  to  be  the  case.  Many 


patients  give  a history  of  driving  with  the  arm 
exposed  to  a draft  from  an  open  window. 
One  author  believed  that  glandular  dysfunction 
may  lay  the  groundwork  for  the  invasion  of  bac- 
teria.1 In  a study  of  200  cases,  32  had  definite 
metabolic  disturbances,  e.g.,  hyperthyroidism, 
diabetes,  or  hypothyroidism.2  There  is  probably 
no  relationship  to  abnormal  calcium  metabolism. 
Yet  it  has  been  shown  that  the  calcium  deposit 
can  be  made  to  absorb  by  the  use  of  ammonium 
chloride  by  mouth,  just  as  in  deleading  when 
both  calcium  and  lead  are  removed  from  the 
bones.3  The  similarity  of  bursitis  to  true  uric 
acid  gout,  especially  the  severe  acute  pain  in  both, 
is  indeed  striking,  but  this  etiology  is  doubtful.4 
Recently,  there  have  been  attempts  made  to 
explain  the  acute  paroxysms  of  gout  on  an  allergic 
basis,  which  might  also  be  a possibility  in  acute 
subdeltoid  bursitis.4 

Treatment 

Various  methods  of  treatment  have  all  had 
their  proponents.  Satisfactory  results  have  been 
obtained  in  both  the  acute  calcified  form  or  the 
noncalcified  form  by  the  following  methods 
of  therapy:  needling  the  bursa,6  aspiration,6 
irrigation  of  the  bursa  with  saline,  and  procaine 
injections  into  the  bursa.7  Local  diathermy8 
and  ionization9  with  mecholvl  or  magnesium 
sulfate  solution  also  have  their  proponents. 
X-ray  therapy10  is  indeed  a very  effective  method. 
The  calcific  form  can  be  treated  surgically  by 
incision,  drainage,  and  occasionally  curettage.11 
The  authors  have  treated  the  noncalcific  form 
effectively  with  intravenous  iron  cacodylate, 
an  inorganic  arsenic  compound.12  The  rationale 
for  this  treatment  is  unknown.  Recently, 
stellate  ganglion  block  has  proved  to  be  effective 
in  acute  subdeltoid  bursitis.13  The  most  recent 
satisfactory  method  of  treatment  has  been  with 
cortisone.14  It  is  of  more  than  usual  interest, 
therefore,  that  adenosine-5-monophosphate 
(A6MP)  has  been  shown  to  act  in  some  conditions 
through  the  pituitary-adrenal  axis  and  to  have 
similar  experimental  properties  to  those  of  cor- 
tisone.15 

Present  Method  of  Therapy 

Two  cubic  centimeters  of  A5MP  in  gelatin 
(solution  of  delayed  action  My-B-Den*  20  mg. 


* Dr.  E.  K.  Harvill  of  Ernst  Bisehoff  Company,  Ivoryton, 
Connecticut,  supplied  the  AjMP,  as  “Sustained  Action  My- 
B-Den,”  20  mg.  per  cc. 
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TABLE  I.— Summary  of  Cases  Treated 


Case 

Name 

Type  of  Bursitis 
(Calcified  or  Noncalcified) 

Number  of 
Treatments 
Required 

Remarks 

1 

H.  K. 

Acute  noncalcified 

4 

Marked  improvement;  coincident  vaginal 
and  rectal  itch  relieved 

2 

H.  R. 

Acute  noncalcified 

3 

Marked  improvement 

3 

J.  P. 

Acute  noncalcified 

3 

Marked  improvement 

4 

J.  S. 

Acute  noncalcified 

4 

Marked  improvement 

5 

L.  C. 

Acute  noncalcified 

5 

Marked  improvement 

6 

L.  P. 

Acute  noncalcified 

3 

This  patient  was  the  wife  of  one  of  the 
authors.  Six  hours  after  labor  was  in- 
duced by  slow  drip  of  intravenous 
pituitrin,  an  acute  subdeltoid  bursitis 
developed  in  the  shoulder  of  the  same 
side  that  was  used  for  injection. 
Marked  improvement  after  2 injections. 

7 

H.  W. 

Acute  noncalcified 

2 

Marked  improvement 

8 

M.  K. 

Misdiagnosis 

3 

Actual  diagnosis:  osteoarthritis  of  cervi- 

cal  spine  with  intervertebral  narrowing 
between  second  and  third  cervical 


vertebrae.  No  improvement. 


9 

G.  H. 

Acute  noncalcified 

3 

Marked  improvement 

10 

H.  K. 

Acute  noncalcified 

4 

Marked  improvement 

11 

H.  S. 

Acute  calcified 

5 

Marked  improvement 

12 

M.  T. 

Acute  calcified  in  both  shoulders 

6 

This  patient  is  a drug  clerk  and  did  not 
stop  work  during  treatment.  Marked 
improvement. 

13 

B.  W. 

Chronic  noncalcified 

8 

Slight  improvement  but  pain  recurs. 

14 

M.  P. 

Acute  noncalcified 

5 

Marked  improvement.  Patient  was  a 
compensation  case  and  was  treated  else- 
where with  diathermy  for  2 weeks  with- 
out effect. 

15 

H.  N. 

Acute  calcified 

4 

Moderate  improvement.  Was  treated 
with  cortisone  also  with  moderate  effect 
but  return  of  pain. 

16 

H F. 

Acute  noncalcified 

3 

Marked  improvement 

17 

J.  R. 

Chronic  noncalcified 

6 

Moderate  improvement 

18 

M.  H. 

Acute  noncalcified 

4 

Developed  during  hospitalization  for 
coronary  thrombosis.  Marked  im- 

provement. 

19 

M.  B. 

Chronic  calcified 

8 (twice 
weekly) 

Marked  improvement.  Associated  “mer- 
algia paresthetica”  improved  also. 

20 

A.  P. 

Misdiagnosis 

6 

No  improvement.  Actual  diagnosis: 

osteoarthritis  of  cervical  spine. 

21 

A.  C. 

Acute  noncalcified 

3 

Marked  improvement 

22 

D.  S. 

Acute  calcified 

3 

Marked  improvement  followed  second  in- 
jection. 

23 

T.  B. 

Acute  noncalcified 
Trochanteric  bursitis 

1 

2 days  duration  when  seen.  No  pain  24 
hours  after  1 injection  of  40  mg. 

24 

L.  A. 

Chronic  noncalcified 

5 

Diabetic.  Old  coronary  thrombosis  with 
moderate  frozen  shoulder.  With  relief 
of  pain,  even  abduction  of  the  chronic 
frozen  shoulder  increased  from  20  to  60 
degrees. 

25 

T.  K. 

Chronic  calcified 

3 

Associated  with  chronic  cor  pulmonale. 
Moderate  improvement. 

26 

A.  A. 

Chronic  calcified 

5 

Improvement  only  slight.  Complicated 
by  diabetes  mellitus  and  posterior- 
inferior  cerebellum  artery  thrombosis. 

per  cc.)  were  injected  into  the  gluteal  region  daily 
for  three  to  six  days.  In  the  noncalcific  form 
i of  acute  subdeltoid  bursitis,  this  dosage  was 
usually  sufficient.  Occasional  patients  required 
II  as  many  as  eight  injections.  Heat  or  massage 
| to  the  bursa  should  not  be  used.  Ice  caps  ap- 
plied to  the  acutely  inflamed  shoulder  are  much 
more  effective.16  Codeine  will  have  to  be  given 
I throughout  the  first  night.  Anyone  with  ex- 
■|  perience  in  the  treatment  of  this  disease  recog- 
nizes that  sedation  is  of  extremely  evanescent 
' value. 

Patients  with  acute  subdeltoid  bursitis  were 
, usually  uniformly  relieved  in  from  three  to  six 
.!  injections.  Patients  with  longstanding  condi- 
tions were  occasionally  successfully  treated. 
Two  patients  were  treated  ineffectively,  and  the 
diagnosis  proved  to  be  osteoarthritis  of  the 
cervical  spine.  One  patient  had,  in  addition, 


a narrowing  of  one  of  the  intervertebral  spaces. 
The  symptoms,  however,  mimicked  those  of 
acute  subdeltoid  bursitis  quite  closely.  One 
patient  with  a chronic  longstanding  calcified 
subdeltoid  bursitis  (Case  19,  Table  I)  responded 
well  to  eight  injections  given  at  the  rate  of  twice 
a week.  He  had  numbness  and  burning  in  the 
lateral  regions  of  both  thighs  (Roth’s  meralgia 
paresthetica).  This  was  also  chronic  and  re- 
sponded well  to  the  injections  which  were  given 
for  the  bursitis. 

Adenosine-5-monophosphate  has  also  been 
used  for  idiopathic  pruritus  ani  and  vulvae. 
One  patient  (Case  1,  Table  I)  noted  marked 
benefit  in  her  pruritus  as  well  as  her  bursitis. 
This  patient  also  had  had  a phlebothrombosis 
of  her  left  leg,  three  and  one-half  months  before. 
This  also  responded  well  to  A5MP.  So  far, 
these  three  diseases  are  the  recognized  indica- 
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tions  for  the  use  of  adenosine-5-monophosphate. 
To  have  all  three  indications  for  a drug  present 
in  one  individual  may,  therefore,  be  of  some 
significance  in  relation' to  etiologic  possibilities. 
The  other  patients  are  briefly  described  in  Table  I. 

Comment 

Rottino  pioneered  in  the  treatment  of  acute 
subdeltoid  bursitis  with  A5MP.17  There  are 
previous  references  in  the  foreign  literature 
to  the  use  of  adenosine  triphosphate  (ATP)  in 
the  treatment  of  rheumatoid  arthritis.  A5MP 
has  been  shown  to  increase  the  adenosine  tri- 
phosphate of  the  blood  to  many  times  its  own 
concentration  after  it  is  injected.18  In  spite 
of  this,  no  improvement,  or  only  transient  im- 
provement, has  been  found  by  us  or  by  others17 
in  patients  with  rheumatoid  arthritis  treated 
with  A5MP.  The  situation  of  patients  with  acute 
subdeltoid  bursitis,  on  the  other  hand,  is  quite 
different.  The  results  in  the  latter  disease  are 
uniformly  satisfactory  if  the  patient  is  treated 
during  the  acute  phase.  The  calcification,  if 
present  before  treatment,  remained  and  became 
reabsorbed  spontaneously  months  later. 

The  method  of  action  of  A5MP  in  acute  sub- 
deltoid bursitis  remains  elusive.  Since  it  has 
been  shown  that  cortisone  is  also  singularly 
effective  in  this  condition,  some  similarity  in 
action  might  be  possible.  Such  a possibility  has 
been  advanced  by  Green.15 

Green  has  shown  in  a series  of  papers  covering 
a large  amount  of  careful  fundamental, work 
that  adenosine  triphosphate  (ATP)  and  A5MP,19 
if  injected  into  a mouse,  causes  mitosis  in  the 
skin  to  cease.  He  came  to  the  conclusion  that 
injected  ATP  and  also  A5MP  interferes  with 
carbohydrate  utilization,  possibly  indirectly 
through  a hormonal  mechanism,  and  thus  pre- 
vents mitosis.  The  anticipated  hormonal  mech- 
anism was  through  the  pituitary-adrenocor- 
tical route.  This  was  found  to  be  true  since 
following  the  subcutaneous  injection  of  1 mg. 
of  ACTH  (pituitary  adrenocorticotropic  hor- 
mone) skin  mitosis  was  depressed  in  the  mouse 
for  several  hours,  similar  to  ATP  and  A5MP. 

The  rate  of  skin  mitosis  is  probably  only  a 
reflection  of  the  mitosis  in  many  other  tissues, 
and  the  well-known  effect  of  ACTH  in  producing 
lymphopenia  and  lymphoid  tissue  involution, 
eosinopenia,  inhibition  of  granulation  tissue 
formation,  and  general  inhibition  of  body  growth 
may  be  due  to  suppression  of  mitotic  activities 
in  the  various  organs  involved. 

A5MP  is  an  essential  metabolite  and  is  inti- 
mately associated  with  basic  life  processes. 
It  is  present  in  coenzymes  I and  II  and  flavin 
dinucleotides  and  is  one  of  the  fundamental 


substances  in  phosphorylation  reactions.  It  is 
one  of  the  compounds  involved  in  the  reactions 
that  store  energy  and  subsequently  make  it 
available  in  metabolic  processes.  In  addition, 
it  is  also  important  in  carbohydrate  and  fat 
metabolism. 

There  are  probably  many  conditions  in  which 
A5MP  will  ultimately  prove  to  be  useful,  judging 
from  the  vast  number  of  chemical  reactions  in 
which  this  substance  takes  part.  So  far  A5MP 
has  proved  useful  for  pruritus  of  diverse  etiologies, 
phlebitis  and  phlebitie  ulcers,  and  subdeltoid 
bursitis.  It  is  almost  certainly  true  that  other, 
even  more  important  conditions  will  be  aided 
by  this  metabolite.  It  would  be  intriguing  to 
speculate  on  the  possibility  that  these  conditions 
have  some  facet  in  common.  One  of  our  patients 
had  pruritus  vulvae  and  ani  at  the  same  time  as 
acute  subdeltoid  bursitis,  both  of  which  were 
relieved  by  A5MP-  Several  months  previously 
this  patient  had  had  phlebothrombosis,  also 
relieved  by  ASMP. 


Summary  and  Conclusions 

1.  Twenty-six  patients  with  acute  and  chronic 
subdeltoid  bursitis  were  treated  with  A5MP. 

2.  The  great  majority  of  patients  with  acute 
calcified  and  noncalcified  bursitis  were  benefited, 
often  dramatically. 

3.  Some  of  the  patients  with  chronic  disease 
did  well  but  not  as  uniformly  well. 

4.  The  method  of  action  of  A5MP  in  this  con- 
dition, as  well  as  in  other  diseases,  is  not  known. 

5.  A mode  of  action  of  A5MP  through  the 
pituitary-adrenal  axis,  based  on  animal  experi- 
mentation, is  postulated. 
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RENAL  FUNCTION  TESTS  AND  THEIR  PHYSIOLOGIC 
SIGNIFICANCE 


Otto  W.  Sartorius,  M.D.,  Syracuse,  New  York 

( From  the  Department  of  Physiology,  State  University  of  New  York  Medical  Center) 


RENAL  function  tests  may  be  conveniently 
divided  into  two  categories:  (1)  those 
I tests  that  quantitate  specific  renal  functions  and 
(2)  those  tests  that  are  sem  [quantitative  measures 

!of  renal  disease.  In  the  latter  group  are  included 
such  determinations  as  blood  nonprotein  nitrogen 
and  blood  urea.  When  of  renal  origin,  a signifi- 
r cant  elevation  of  either  indicates  serious  impair- 
i ment  of  excretory  function.  In  a similar  way, 
i an  examination  of  the  urine  for  cellular  elements, 
I casts,  or  albumin  may  prove  helpful  in  establish- 
ing the  presence  or  absence  of  acute  or  chronic 
genitourinary  disease.  When  carried  out  in  a 
more  quantitative  fashion,  as  by  the  Addis 
count,  the  course  of  the  disease  may  be  more 
properly  followed.1,2  These  tests,  however, 
do  not  assist  the  clinician  in  determining  the 
precise  intrarenal  site  of  impaired  function,  nor 
do  they  greatly  assist  the  pathologic  anatomist  in 
■'  correlating  morphologic  change  with  functional 
derangement.  It  is,  therefore,  with  the  more 
quantitative  tests  that  this  discussion  is  con- 
I cerned. 

A brief  review  of  the  normal  renal  functions 
’ and  of  the  sites  at  which  these  specific  functions 
' occur  seems  advantageous.  Total  renal  blood 
flow  may  be  schematically  represented  as  dividing 
into  two  fractions  (Fig.  1):  (1)  a smaller  portion, 
supplying  nonfunctional  renal  tissue,  such  as  the 
i1  pelvis  and  capsule  and  amounting  to  roughly 
150  cc.  per  minute  or  12  per  cent  of  the  total 
: renal  blood  flow,  and  (2)  the  larger  fraction, 
known  as  “effective  renal  blood  flow,”  which 
supplies  the  nephron  units  proper  and  which 
i amounts  to  approximately  1,000  to  1,150  cc.  per 
! minute  or  the  equivalent  of  600  to  700  cc.  of 
plasma  per  minute.3  In  this  connection  it 
should  be  clearly  recognized  that  these  values  are 
’ representative  of  resting  conditions  and  that 
[I  marked  deviations  may  occur  with  activity  or 
emotion.4,5  With  passage  of  the  blood  through 
1 the  glomeruli,  approximately  one  fifth  of  the 
I plasma  is  filtered  into  the  tubular  lumen  as  an 
1 essentially  proteinfree  filtrate.  Thus,  115  to 
j 130  cc.  of  glomerular  filtrate  is  formed  per 
minute,  or  a total  of  165  to  187  L.  per  day.3,6 
| In  passage  through  the  proximal  convoluted 
■ tubules,  some  80  to  88  per  cent  of  the  filtrate  is 
reabsorbed,7  including  all  of  the  glucose,8,9  all 
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Fig.  1.  Normal  renal  function. 

of  the  protein,10,11  and  the  greater  portion  of 
bicarbonate.8,12 

Protein  reabsorption  is  mentioned  here,  for 
it  must  be  appreciated  that  if  there  occurred  a pro- 
tein leakage  through  the  glomeruli  of  only  Vso.ooo 
of  the  plasma  albumin  content  per  minute,  and 
surely  no  other  mammalian  vascular  membrane 
is  so  impermeable  as  this,  a loss  of  10  Gm.  per 
day  would  result.  Thus  200  cc.  of  plasma  would 
be  cleared  daily  of  its  albumin  content,  did  not 
complete  reabsorption  normally  take  place  in  the 
proximal  tubule.13  Approximately  12.5  per  cent 
of  the  glomerular  filtrate  is  reabsorbed  by  each 
10  per  cent  length  of  proximal  tubule,  so  that  the 
over- all  fraction  reabsorbed  by  the  end  of  the 
tubule  is  relatively  constant  and  independent 
of  the  glomerular  filtration  rate.7,8  In  conse- 
quence, this  type  of  reabsorption  has  been  desig- 
nated by  Smith  as  an  obligatory  process.  Micro- 
puncture studies,  both  in  the  amphibian  and 
mammalian  kidney,  have  provided  much  of 
our  knowledge  of  proximal  tubular  reabsorptive 
processes.8  However,  due  to  the . relative  in- 
accessibility of  the  loop  of  Henle,  the  distal 
convoluted  segment,  and  the  collecting  tubules, 
the  localization  of  functions  within  these  areas 
has  been  less  exacting  and  open  to  conjecture. 
In  many  instances,  therefore,  when  we  speak  of 
distal  tubular  function  we  imply  only  that  the 
function  is  taking  place  at  some  site  distal  to 
the  proximal  convoluted  tubule.  In  this  distal 
segment  the  facultative  reabsorption  of  practi- 
cally all  the  remaining  12  to  20  per  cent  of  the 
glomerular  filtrate  occurs.  This  reabsorption  is 
designated  “facultative”  inasmuch  as  it  is  here 
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that  the  active  reabsorption  of  either  electrolytes 
or  water  may  occur  with  the  production  of  either 
hypotonic  or  hypertonic  urine.7  The  active 
reabsorption  of  water  is  governed  primarily  by  the 
antidiuretic  hormone  of  the  posterior  pituitary, 
while  the  active  reabsorption  of  electrolyte  as 
sodium  or  chloride  is  governed  primarily  by  the 
11-desoxy  steroids  of  the  adrenal  cortex.14  To 
the  distal  convoluted  tubule  proper  may  be 
ascribed  the  primary  renal  compensatory  mech- 
anisms for  the  maintenance  of  acid-base 
balance,  namely,  the  secretion  of  titratable  acid 
and  ammonia.15  The  remaining  1 per  cent  of  the 
glomerular  filtrate  is  normally  excreted  as  urine. 
The  average  minute  urine  flow  amounts  to  0.7  to 
1 cc.  with  a daily  output  of  1 to  1.5  L.  With  this 
brief  outline  of  renal  function,  we  may  proceed 
to  a more  detailed  consideration  of  the  discrete 
renal  function  tests  and  their  significance  in 
health  and  disease. 

Renal  Blood  Flow 

Total  renal  blood  flow  may  be  measured 
directly  in  the  experimental  animal,  but  in  the 
patient  a more  indirect  method  is  necessary. 
For  this  purpose,  Diodrast  or  para-aminohippurate 
(PAH)  has  been  most  commonly  employed.  The 
principle  underlying  the  use  of  these  substances  is 
based  simply  on  the  concept  that  in  the  absence  of 
storage,  the  milligrams  of  a substance  entering  the 
kidney  per  minute  must  equal  the  milligrams  leav- 
ing the  organ  per  minute  (Fig.  2).  It  has  been  de- 
termined experimentally  and  amply  confirmed  that 
at  low  plasma  levels  of  these  substances  there 
occurs  88  per  cent  extraction  from  the  blood 
stream.16  This  high  rate  of  extraction  is  due  to  the 
tubular  secretion  of  all  the  material  that  remains 
unfiltered.  Since  the  unextracted  portion  found 
in  the  renal  vein  is  proportional  in  amount  to  the 
flow  through  nonfunctional  tissue — that  is, 
through  the  pelvis  and  capsule— we  can  assume 
100  per  cent  extraction  from  the  blood  supplying 
functional  tissue.  Thus,  the  arterial  plasma 
concentration  of  one  of  these  substances  multi- 


plied by  the  plasma  flow  must  equal  the  urine 
concentration  of  that  substance  times  the  urine 
flow.  The  renal  plasma  flow,  accordingly, 
is  readily  calculated.  It  is  apparent  that  if 
reabsorption  takes  place  to  any  extent,  or  if  the 
secretory  mechanism  is  destroyed,  this  method 
does  not  assess  accurately  total  renal  plasma 
flow  or  the  calculated  renal  blood  flow.  This 
condition  not  infrequently  takes  place  in  the 
presence  of  advanced  renal  disease  17  Recently, 
we  have  observed  renal  plasma  flows  of  10  cc. 
per  minute  in  a dog  with  a urine  flow  of  1.5  cc. 
per  minute.  This  kidney  was  later  found  to  be 
markedly  inflamed  with  extensive  evidence  of 
pyelonephritis.  In  the  presence  of  severely 
reduced  cellular  secretory  capacity  the  extraction 
rate  will  fall  below  88  per  cent,  and  the  method  is 
no  longer  a measure  of  renal  plasma  flow.  In 
these  instances,  an  accurate  renal  plasma  flow 
maj-  be  determined  only  by  the  simultaneous 
collection  of  renal  venous  blood  in  order  to  deter- 
mine the  true  extraction  rate.  This  may  be 
conveniently  and  accurately  accomplished  by 
catheterization  of  the  renal  vein.16 

The  administration  of  phenolsulfonphthalein  or 
phenol  red  is  a test  with  widespread  clinical  ap- 
plication which  serves,  as  it  is  commonly  done,  to 
indicate  renal  plasma  flow  and  tubular  secretory 
function.18’19  Since  this  substance  is  bound  to 
protein  to  the  extent  of  80  per  cent,  only  4 to  6 
per  cent  of  the  material  is  ordinarily  filtered,  with 
approximately  60  per  cent  being  secreted  at 
plasma  levels  below  1 mg.  per  cent.6  It  has  been 
reported  that  tubular  saturation  for  phenol  red 
occurs  with  plasma  levels  between  15  and  35 
mg.  per  cent,  thus  suggesting  that  the  test  as  or- 
dinarily carried  out  serves  primarily  as  a rough 
index  of  renal  blood  flow.6-20  Other  evidence, 
however,  indicates  that  there  may  be  no  true 
secretory  maximum  for  phenol  red,21  and  it 
appears  highly  probable  that  the  test  will  indicate 
either  an  appreciable  reduction  in  blood  flow  or 
tubular  secretory  mass  or  a moderate  reduction 
in  both. 

Glomerular  Filtration  Rate 

Glomerular  filtration  rate  can  be  assessed 
most  readily  and  accurately  by  determining  the 
clearance  of  any  substance  that  is  freely  filtrable 
at  the  glomerulus  but  is  neither  secreted  nor 
reabsorbed  by  the  tubules  (Fig.  3).  Such  a 
substance  with  clinical  application  is  inulin.3’22 
Mannitol  may  likewise  be  used  for  this  purpose, 
but  it  is  reabsorbed  to  a small  extent  by  the  mam- 
malian tubule,  thus  giving  slightly  lower  filtration 
values.23  Creatinine,  on  the  other  hand,  is 
secreted  to  a small  extent  by  the  human  kidney 
with  a consequent  higher  value.6  A less  exacting 
but  highly  convenient  method  for  the  routine 
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Fig.  3.  Glomerular  filtration  rate. 


Fig.  4.  Urea  clearance. 


determination  of  filtration  rate  by  the  clinician 
is  the  determination  of  the  urea  clearance. 

I should  like  to  point  out  that  the  renal  clear- 
ance of  urea  just  distal  to  the  glomerulus  is 
undoubtedly  the  same  as  the  inulin  clearance — 
namely,  115  to  130  cc.  per  minute  (Fig.  4). 
However,  with  the  passage  of  the  filtrate  through 
the  nephron  unit,  some  42  per  cent  of  the  urea 
filtered  is  normally  reabsorbed,  as  long  as  the 
urine  flow  equals  2 cc.  per  minute  or  more.  In 
consequence,  of  the  reabsorption  of  42  per  cent  of 
the  filtered  urea  but  58  per  cent  is  excreted,  thus 
reducing  the  apparent  filtration  rate  to  75  cc. 
per  minute.24  However,  if  distal  tubular  activity 
i is  increased  so  that  the  reabsorption  of  water  by 
the  distal  segment  is  high  with  a consequent 
concentration  of  urea,  the  reabsorption  of  urea 
increases  progressively,  with  the  net  result  that 
the  urea  clearance  falls  with  each  further  re- 
! duction  in  urine  flow.24  Thus,  at  a urine  flow 
of  1 cc.  per  minute,  an  additional  17  per  cent  of 
the  urea  filtered  will  be  reabsorbed,  resulting 
in  a reduction  of  the  urea  clearance  to  53  cc. 
per  minute.  These  observations  have  an  ad- 
ditional significance  in  that  the  management  of 
, azotemia  may  best  be  carried  out  with  the  main- 
i tenance  of  urine  flows  in  excess  of  2 cc.  per  minute. 
The  glomerular  filtration  rate  when  determined 
by  urea  is  usually  expressed  as  a per  cent  of 
i normal,  and  this  value  can  be  readily  converted 
into  an  approximation  of  the  true  filtration  rate 
by  multiplying  this  value  by  1.2.25  As  in  the 
; case  of  PAH  and  diodrast,  there  may  occur 
a significant  reabsorption  of  inulin  or  other 
substances  in  the  presence  of  advanced  renal 
disease.22  However,  in  such  an  instance  the  test 
is  still  a quantitative  measurement  of  disturbed 
nephron  unit  function  although  no  longer  an 
index  of  filtration  rate.  A significant  reduc- 
tion in  filtration  rate  is  frequently  found  in  the 
i nephritides  and  in  obstructive  nephropathies.26,27 
From  the  simultaneous  determination  of  renal 
plasma  flow  and  glomerular  filtration  rate,  one 


Fig.  5.  Tubular  reabsorption — glucose. 


may  readily  calculate  the  filtration  fraction  by 
dividing  the  filtration  rate  by  the  renal  plasma 
flow.  This  fraction  normally  is  0.20  and  provides 
valuable  information  in  assessing  glomerular 
hemodynamics.  In  glomerulonephritis  this  frac- 
tion is  reduced  early  and  persists  into  the  late 
stages  of  the  disease.26,27 

Proximal  Tubule 

We  can  now  proceed  to  a consideration  of  those 
tests  which  indicate  functional  activity  of  the 
proximal  convoluted  tubules. 

It  is  well  established  that  the  complete  re- 
absorption of  glucose  takes  place  in  this  segment 
when  the  plasma  level  is  within  normal  limits  or 
when  the  capacity  of  the  cells  to  reabsorb  glucose 
has  not  been  exceeded.8,9  Thus  with  a plasma 
glucose  level  of  100  mg.  per  cent  all  of  the  glucose 
filtered  is  reabsorbed  in  the  first  half  of  the  proxi- 
mal tubule,  and  none  escapes  into  the  distal 
segment  or  urine  (Fig.  5).  When  the  plasma 
glucose  level  is  elevated  to  280  mg.  per  cent,  the 
capacity  of  the  tubular  cells  to  reabsorb  glucose 
is  exceeded,  and  glucose  now  appears  in  the  urine 
(Fig.  6).  It  has  been  determined  that  the  normal 
capacity  of  the  proximal  tubules  to  reabsorb 
glucose  ranges  from  300  to  375  mg.  per  minute.3,28 
It  is  apparent  that  this  type  of  test  gives  us  an 
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Fig.  6.  Tubular  reabsorptive  capacity — Tm. 


indication  of  functioning  tubular  mass  and  in 
the  absence  of  disease  may  be  correlated  with  the 
anatomic  weight  of  the  organ.  With  a reduction 
in  tubular  mass,  such  as  takes  place  with  scarring 
or  infarction,  a lesser  amount  of  glucose  in  mg. 
per  minute  can  be  reabsorbed.  This  test  also 
serves  as  a fairly  accurate  index  of  the  progres- 
sion or  regression  of  renal  disease.  A similar 
type  of  measurement  may  be  carried  out  in  the 
reverse  direction,  namely,  the  determination 
of  tubular  secretory  capacity.  While  we  usually 
ascribe  the  secretion  of  Diodrast  and  PAH  to  the 
proximal  tubule,  the  evidence  is  less  conclusive 
than  in  the  case  of  glucose. 

In  Fig.  7,  it  is  apparent  that  the  capacity  of  the 
tubular  cells  to  secrete  either  Diodrast  or  PAH 
has  been  exceeded  so  that  some  of  the  material 
is  carried  into  the  venous  blood.  In  the  case 
of  Diodrast,  the  secretory  capacity  is  42  to  52  mg. 
per  minute,20  while  with  PAH  the  capacity 
ranges  from  60  to  80  mg.  per  minute.28 

Since  these  functions  likewise  appear  to  be 
reflections  of  functioning  tubular  mass,  it  is 
common  practice  to  relate  other  renal  functions 
to  them.28'29  Thus,  the  normal  values  for 
glomerular  filtration  rate  as  related  to  Diodrast 
tubular  maximum  (Tm)  range  from  2.4  to  2.8. 28 
Higher  values  are  significant  in  suggesting 
glomerular  functional  preponderance,  while  low 
values  are  indicative  of  tubular  overbalance.  The 
latter  situation  is  frequent  ly  encountered  in  acute 
glomerulonephritis  and  may  result  in  the  over- 
absorption of  sodium  and  water.24,30  The  reverse 
phenomenon,  that  is,  a relative  preponderance 
of  glomerular  filtration  rate  over  tubular  activity, 
is  most  frequently  encountered  in  advanced 
cases  of  chronic  Bright’s  disease.26,27,30 

By  relating  renal  plasma  flow  to  Diodrast  Tm, 
and  here  the  normal  values  range  from  14.0  to 
14.2,  it  is  possible  to  detect  the  presence  of  rela- 
tive renal  hyperemia  or  ischemia.25,27 

While  tubular  maximum  determinations  pro- 


vide valuable  clinical  information,  they  are  time 
consuming  and  technically  difficult  to  carry  out 
inasmuch  as  simultaneous  inulin  clearances  must 
also  be  done.  Corcoran  and  Page  have  found 
that  a close  approximation  of  functional  tubular 
mass  may  be  obtained  by  calculations  involving 
only  the  urea  clearance  and  the  renal  concentra- 
tion test.31 

Experimental  evidence  has  shown  the  func- 
tional tubular  secretory  mass  to  be  directly  pro- 
portional to  the  maximum  ability  of  the  kidney 
to  concentrate  urine  and  inversely  proportional 
to  the  square  root  of  the  rate  of  glomerular 
filtration.31  The  clinical  use  of  this  formulation 
in  renal  disease  appears  to  have  practical  appli- 
cability. 

Distal  Tubule 

The  function  of  the  distal  segment  may 
be  most  conveniently  assessed  clinically  by  means 
of  concentration  or  dilution  tests.  The  rela- 
tive specific  gravities  at  different  sites  within  the 
tubule  are  diagrammatically  represented  in  Fig.  8. 
Blood  normally  enters  the  glomeruli  with  a 
specific  gravity  of  1 .052  to  1 .063.  Upon  filtration 
and  the  formation  of  a cell-free  and  protein-free 
filtrate,  specific  gravity  falls  to  1.010.8  Since 
proximal  tubular  reabsorption  is  isomotic 
throughout  its  length,  fluid  entering  the  distal 
segment  also  has  a specific  gravity  of  1.010,  a 
figure  which  the  urine  would  also  have  if  the 
distal  tubule  were  incapable  of  functioning. 
With  stimulation  of  the  distal  segment  to  its 
maximum  capacity  to  reabsorb  water  actively, 
the  urinary  specific  gravity  increases  normally 
to  1.028  to  1.034. 32,33  These  figures  may  be 
obtained  by  use  of  the  Addis  test  which  is  de- 
pendent on  a twenty-four-hour  period  of  water 
deprivation. 34,35  Attempts  to  use  posterior 

pituitary  extracts,  in  order  to  shorten  the  period 
of  water  deprivation  have  been  unsuccessful 
in  attaining  either  as  high  specific  gravities  or  in 
attaining  the  reproducibility  of  the  Addis  test.35 
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Fig.  8.  Concentration  test. 


While  values  below  1.027,  and  particularly 
those  below  1.020,  usually  indicate  impaired 
renal  function,  two  conditions  of  extrarenal 
origin  may  produce  similar  values.  These  are 
I (1)  a receding  edema  wherein  the  osmotic  diuresis 
exceeds  the  capacity  of  the  cells  to  concentrate 
j maximally  so  diluting  the  urine  and  (2)  diabetes 
insipidus.  We  have  noted  previously  the  direct 
correlation  between  the  capacity  of  the  nephron 
unit  to  concentrate  maximally  and  its  maximal 
t tubular  transport  capacity.  In  connection  with 
the  significance  of  the  concentration  test  it 
should  be  emphasized  that  a normal  individual 
can  excrete  35  Gm.  of  urinary  solids  per  day  in  a 
volume  of  500  cc.  at  a specific  gravity  of  1.028, 
whereas,  with  disease  of  the  distal  segment  and  a 
specific  gravity  of  only  1.010,  a volume  of  1,500 
cc.  is  needed  to  excrete  the  same  amount  of 
solids.36 

Of  almost  equal  importance,  but  less  commonly 
employed,  is  the  dilution  test,  which  is  dependent 
upon  the  ability  of  the  distal  tubule  to  reabsorb 
electrolyte  actively  so  that  the  concentration 
in  the  urine  falls  and  the  specific  gravity  drops 
to  1.003  or  1.00-4  (Fig.  9).  The  stimulus  for 
this  reduction  in  concentration  is  water,  and, 
most  commonly  1,500  cc.  are  given  by  mouth.37 
The  reproducibility  of  this  test  and  the  assess- 
ment of  distal  tubular  activity  therefrom  might 
be  augmented  by  the  simultaneous  administra- 
tion of  cortical  extract  or  desoxycorticosterone.38 
Needless  to  say,  the  capacity  of  the  kidneys 
to  form  a dilute  urine  is  impaired  in  adrenal 
cortical  insufficiency. 

While  the  previous  tests  may  not  represent 
distal  convoluted  tubule  activity  but  merely 
some  segment  distal  to  the  proximal  tubule,  it  has 
been  well  established  by  Walker  and  his  co- 
workers that  the  tubular  cells  capable  of  secreting 
hydrogen  or  ammonium  ions  in  exchange  for 
fixed  base  reside  specifically  in  the  middle  portion 


of  the  distal  convoluted  tubule  in  both  the  guinea 
pig  and  rat.8,15 

The  mechanism  whereby  sodium  ions  are  first 
exchanged  for  hydrogen  ions  which  are  given 
off  through  the  action  of  carbonic  anhydrase 
on  carbonic  acid  with  the  simultaneous  release 
of  bicarbonate  is  shown  in  Fig.  10. 39,40  The  so- 
dium ion  is  then  reabsorbed  into  the  blood  stream 
as  bicarbonate.  Glutamine  and  certain  amino 
acids  are  deaminated  intracellularly  by  glutam- 
inase  and  amino  acid  oxidase  with  the  release 
of  ammonium  ions  which  pass  into  the  tubular 
lumen  to  combine  with  the  hydrogen  and  chlo- 
ride ions  to  form  ammonium  chloride  which  passes 
directly  into  the  urine.39  In  man  the  normal 
output  of  ammonia  on  a balanced  diet  amounts 
to  between  20  and  30  microequivalents  per 
minute.  While  no  well-established  test  for 
determining  ammonia  output  is  available  to  the 
clinician  at  the  present  time,  it  is  most  important 
that  such  a test  be  made  available  in  the  near 
future.  Such  a test  would  serve  to  indicate  not 
only  specific  impairment  of  distal  tubular  activity 
but  would  also  be  of  value  in  the  judicious  use 
of  acidifying  agents  administered  for  therapeutic 
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reasons  or  in  the  proper  management  of  the 
diabetic. 

Summary 

The  many  quantitative  renal  function  tests 
that  are  at  the  disposal  of  the  clinician  have 
been  briefly  discussed.  In  cases  of  renal  disease 
the  most  valuable  information  can  perhaps  be 
gleaned  from  the  routine  performance  of  the 
inulin  clearance  test  together  with  a deter- 
mination of  glucose  Tm  and  maximum  urinary 
•concentrating  power.  By  a comparison  of  the 
results  of  these  tests,  impairment  of  either 
filtration,  the  proximal  tubule,  or  the  distal 
segment  may  be  noted  and  followed,  and  a pre- 
ponderance of  function  in  any  one  segment  de- 
tected and  guarded  against  by  the  judicious  use  of 
diet  and  drugs.  Furthermore,  it  is  only  through 
the  general  acceptance  and  routine  application 
of  these  tests  by  the  clinician  in  cases  of  renal 
disease  that  any  close  correlation  between  renal 
function  and  anatomic  alteration  can  be  un- 
covered. 
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PRANTAL  METHYLSULFATE— A NEW  ANTICHOLINERGIC  DRUG 
FOR  THE  TREATMENT  OF  PEPTIC  ULCER 

Jerome  A.  Marks,  M.D.,  F.A.C.P.,  New  York  City 
^ ( From  the  Medical  Service  of  the  Harlem  Hospital ) 


CLINICAL  interest  has  recently  been  aroused 
by  the  introduction  of  synthetic  anticholiner- 
gic drugs  for  the  treatment  of  peptic  ulcer.  Un- 
fortunately, in  a number  of  cases  (up  to  20  per 
cent  in  some  series*)  side-actions,  such  as  mydria- 
sis, xerostomia,  tachycardia,  dysuria,  and  urinary 
retention,  have  developed,  necessitating  discon- 
tinuance of  the  drug  and  militating  against  their 
continued  use.  In  the  hope  of  reducing  these 
side-actions  and  also  of  increasing  thera- 
peutic effectiveness  other  anticholinergic  drugs 
have  been  prepared,  of  which  Prantal  methyl- 
sulfate  f seems  to  be  among  the  most  promising. 

This  drug  is  a cholinergic  blocking  agent  in- 
hibiting the  effective  action  of  the  parasympathe- 
tic nervous  system.  Prantal  methylsulfate  is  a 
quaternary  ammonium  compound.  By  defini- 
tion, these  substances  are  the  hypothetic  ammo- 
nium (NH4)  in  which  the  four  hydrogen  atoms 
; have  been  replaced  by  a like  number  of  organic 
radicals. 

Chemically,  Prantal  methylsulfate  is  N,N- 
dimethyl-4-piperidylidene- 1,1  -diphenylmethane 
methyl  sulfate.  In  this  compound  the  nitrogen 
of  the  piperidylidene  ring  is  attached  to  four 
carbon  atoms,  two  of  which  are  methyl  groups. 

Sperber  et  al.  state,  “[Prantal]  exhibits  pro- 
nounced parasympathetic  blocking  activity, 
parenterally  and  orally  effective  in  reducing  gas- 
tric secretion  and  motility,  in  several  species. 
On  the  basis  of  its  high  activity  and  low  toxicity 
in  animals  [Prantal]  was  selected  for  further 
study.  Preliminary  clinical  trials  indicate  that 
[it]  is  a highly  specific  parasympathetic  blocking 
agent.  Surprisingly,  the  mydriasis  and  dryness  of 
the  mouth,  characteristic  of  atropine,  have  not 
been  observed  with  [Prantal]  given  in  therapeutic 
dosages.”1 

Margolin  et  al.  have  demonstrated  that  Prantal 
methylsulfate  “exhibits  some  unusual  pharmaco- 
dynamic properties  which  distinguish  it  from  pre- 
viously known  orally  active  atropine-like  drugs. 
Pharmacologic  data  and  preliminary  clinical 
evidence  suggest  that  Prantal  primarily  acts  upon 
a portion  of  the  parasympathetic  nervous  system 
associated  with  gastric  secretion  and  motility. 
In  doses  which  elicit  this  selective  parasympathe- 
tic blocking  action,  it  produces  no  mydriasis  in 

* Personal  experience  of  the  author. 

t Supplied  by  Schering  Corporation,  Bloomfield,  New 
' Jersey. 


animals,  and  rarely  mydriasis  or  xerostomia  in 
man.”2 

The  same  authors  state,  “Prantal  was  highly 
effective  in  delaying  the  movement  of  barium  sul- 
fate from  the  stomach  (in  dogs) ; approximately 
60  per  cent  of  the  barium  sulfate  was  still  present 
in  the  stomach  after  three  hours;  approximately 
40  per  cent  after  five  hours.  In  control  trials  (no 
medication)  barium  sulfate  rapidly  entered  the 
duodenum;  after  one-half  hour  approximately 
60  per  cent  of  the  barium  sulfate  remained  in  the 
stomach,  and  only  5 per  cent  after  three  hours.” 
His  group  states  further,  “During  the  x-ray 
studies  with  dogs,  it  was  observed  that  Prantal 
exhibited  little  delaying  action  upon  the  transit 
time  of  a barium  sulfate  meal  through  the  small 
intestine  although  stomach  emptying  time  was 
greatly  delayed.” 

According  to  Perlman  and  Bonsai,  Prantal 
methylsulfate  is  rapidly  eliminated  by  the  dog.3 
“After  oral  administration  of  Prantal  (37.5  mg. 
per  Kg.)  an  average  of  46  per  cent  of  the  com- 
pound was  eliminated  in  the  urine  during  a three- 
day  period,  of  which  43.6  per  cent  was  excreted 
during  the  first  twenty-four  hours. 

“Following  the  intravenous  administration  of 
17.5  mg.  per  Kg.  to  dogs,  the  plasma  level  after 
thirty-five  minutes  was  1.2  micrograms  per  ml.” 

In  an  article,  “Intractable  Peptic  Ulcer,”  in 
1945  F.  G.  Connell  stated,  “The  final. . . .treat- 
ment will  probably  be  nonoperative  medical 
management  which  must  await  development  of 
clinically  applicable  antisecretagogue.”4  This 
statement  was  prophetic  of  the  new  anticholiner- 
gic agent. 

Methods  and  Material 

Forty-six  patients  having  peptic  ulcer  were 
studied  for  the  clinical  effect  of  Prantal  on  ulcer 
pain.  The  cases  wTere  taken  seriatim,  excluding 
only  those  showing  signs  of  pyloric  obstruction 
(since  it  had  previously  been  shown  that  Prantal 
slows  gastric  emptying.)  All  patients  had  been 
x-rayed  in  the  immediate  weeks  preceding  the  use 
of  Prantal. 

The  age  of  the  patients  varied  between  twenty 
and  sixty-seven  years,  and  the  duration  of  their 
ulcer  symptoms  was  between  six  weeks  and 
thirty-four  years.  The  series  included  three  gas- 
tric ulcers,  40  duodenal  ulcers,  three  pyloric 
ulcers,  and  four  marginal  ulcers.  Of  this  total  of 
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50  ulcers,  lour  patients  had  multiple  ulceration. 
The  patients  were  under  medical  observation  for 
periods  varying  from  one  to  ten  months.  Most  of 
the  patients  received  Prantal  methvlsulfate  in 
doses  of  50  mg.  by  mouth  at  intervals  of  five 
hours.  Three  required  100  mg.  to  secure  relief 
from  their  pain.  Three  patients  were  given  re- 
peat-action tablets  of  Prantal  methvlsulfate  at 
eight-hour  intervals.  The  outer  coating  dissolves 
promptly,  releasing  the  drug,  and  approximately 
four  to  six  hours  later  the  core  dissolves  and  re- 
leases more  Prantal.  An  attempt  was  made  to 
have  the  last  dose  come  just  before  bedtime.  The 
patients  received  no  other  medication  except  oc- 
casional small  doses  of  phenobarbital  for  nervous- 
ness. A liberal  bland  diet  with  between-meal 
milk  was  used.  All  the  patients  but  one  were 
ambulatory. 

Case  Reports 

Case  1. — B.  G.,  a white  male,  aged  sixty,  had  had 
ulcer-like  pain  for  about  thirty  years.  X-rays  were 
positive  for  duodenal  ulcer  in  May,  1950,  and  again 
in  March,  1951.  He  was  given  Prantal  tablets,  each 
containing  50  mg.,  every  six  hours  starting  on  March 
9,  1951.  After  seven  days  he  had  relief  from  epi- 
gastric distress  and  heartburn  and  had  no  further 
ulcer  pain  during  the  four  weeks  he  continued  treat- 
ment. 

Case  2. — M.  S.,  a white  male,  aged  forty-five,  had 
had  ulcer-like  epigastric  pain  for  twenty-five  years. 
A recurrence  of  this  pain  started  March  23,  1951,  at 
which  time  x-rays  showed  a duodenal  lesion.  He 
was  given  Prantal,  50  mg.  every  six  hours,  and  pain 
was  relieved  in  five  days.  Treatment  continued  four 
weeks.  Two  weeks  later  severe  back  pain  developed 
which  did  not  respond  to  Prantal,  and  surgery  was 
advised.  At  operation  a duodenal  ulcer  and  retro- 
peritoneal sarcoma  were  found.  This  case  is  of  in- 
terest in  that  symptoms  due  to  ulcer  were  relieved  by 
Prantal,  but  later  symptoms  due  to  the  tumor  did 
not  respond  to  Prantal. 

Case  3. — F.  Z.,  a white  male,  aged  forty-two. 
had  had  typical  ulcer  pains  for  the  past  three  years. 
A gastrointestinal  series  on  May  19,  1951,  revealed  a 
duodenal  ulcer.  Prantal,  50 mg.  every  five  hours,  was 
given,  resulting  in  complete  relief  of  pain  in  three 
days.  He  continued  the  medication  for  three  weeks 
and  was  pain  free. 

Case  4.- — E.  F.,  a white  female  aged  forty-three, 
had  a ten-year  history  of  heartburn  and  ulcer-like 
pain.  Several  gastrointestinal  series  revealed  a duo- 
denal ulcer.  Prantal,  50  mg.  four  times  daily,  was 
given.  There  was  complete  relief  of  the  ulcer  pain  in 
six  days.  The  patient  remained  well  for  the  next 
three  weeks  of  treatment. 

Case  5. — I).  R.,  forty-five-year-old  white  female, 
first  became  ill  with  ulcer-like  pain  in  June,  1950. 
The  onset  of  illness  coincided  with  severe  melan- 
cholia in  her  mother,  whom  the  patient  is  obliged  to 


support.  A gastrointestinal  series  on  June  28,  1950, 
revealed  a small  duodenal  ulcer.  Antacid  therapy 
was  instituted.  There  was  improvement,  but  symp- 
toms recurred  in  January,  1951.  A gastrointestinal 
series  again  disclosed  a deformed  duodenal  cap. 

On  April  28,  Prantal,  50  mg.  every  five  hours,  was 
commenced.  A week  later  the  patient  said  she  was 
pain  free  but  had  some  mouth  dryness  which  later 
disappeared.  Prantal  was  continued  for  three  weeks, 
then  stopped.  Patient  felt  well  until  early  July 
when,  as  a result  of  severe  emotional  depression, 
ulcer  pain  recurred,  which  promptly  responded  to 
Prantal  plus  phenobarbital. 

Case  6. — W.  G.,  a twenty-one-year-old  white  male, 
complained  of  epigastric  pain  starting  in  December, 
1950.  There  was  no  response  to  treatment,  and  on 
May  8,  1951,  he  was  x-rayed  for  the  first  time,  dis- 
closing a duodenal  ulcer. 

Prantal,  50  mg.  every  five  hours,  was  started  im- 
mediately. On  May  12  the  patient  stated  that  he 
was  completely  free  of  pain  and  felt  very  well  in 
general.  Prantal  was  continued  for  four  weeks,  then 
reduced  to  50  mg.  three  times  daily.  This  regime 
was  followed  until  September  15,  1951,  during  which 
time  the  patient  was  free  of  pain.  Prantal  was  re- 
duced to  one  tablet  daily,  and  patient  continued  to 
be  well  when  seen  January  15, 1952. 

Case  7. — M.  R.,  a fifty-four-year-old  white  fe- 
male, gave  a long  history  of  heartburn  and  pyrosis. 
In  November,  1949,  a gastrointestinal  series  re- 
vealed a duodenal  ulcer.  There  was  a recurrence  of 
ulcer-like  pain  in  March,  1951,  which  was  confirmed 
by  positive  x-ray  findings.  Prantal,  50  mg.  every  six 
hours,  was  prescribed  on  March  9.  Relief  of  pain 
occurred  in  five  days,  and  the  patient  stated  that  the 
medicine  made  her  “feel  wonderful.”  The  medica- 
tion was  continued  until  April  26,  1951,  when  the 
patient  was  symptom  free. 

Case  8. — M.  W.,  a white  male  of  fifty-one  years, 
gave  a twenty-five-year  history  of  recurrent  duodenal 
ulcer  with  a recent  exacerbation  of  severe  pain  for 
which  Banthine  was  prescribed  without  affording 
any  relief.  A roentgenologic  diagnosis  of  duodenal 
ulcer  was  made  on  March  12,  1951.  On  that  date 
Prantal  was  prescribed  in  a dosage  of  50  mg.  every 
six  hours.  The  patient  remarked  that  after  taking 
one  tablet  he  experienced  the  same  reaction  which 
he  had  with  Banthine,  i.e.,  marked  dryness  of  the 
mouth  and  epigastric  pain  within  one  hour.  Subse- 
quent doses,  however,  did  not  cause  any  pain,  al- 
though dryness  continued.  Two  weeks  later  the  pa- 
tient reported  that  he  had  partial  relief  of  his  pain 
but  continued  to  use  Prantal.  The  dryness  of  the 
mouth  interfered  somewhat  with  his  sleeping.  How- 
ever, sufficient  relief  of  pain  was  obtained  for  him  to 
continue  treatment  for  eight  weeks. 

Case  9. — P.  E.,  a twenty-six-year-old  white  fe- 
male, had  a six-year  history  of  recurrent  peptic 
ulcer,  including  several  episodes  of  hematemesis  and 
melena.  Banthine  was  prescribed  in  May,  1950,  but 
made  her  mouth  so  dry  that  she  discontinued  it.  It 
also  produced  nausea  and  had  very  littleeffect  on  her 
pain.  On  March  21,  1951,  Prantal,  50  mg.  every  six 
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hours,  was  prescribed.  Six  days  later  she  stated  that 
she  was  completely  pain  free  and  continued  taking 
the  medication  for  six  weeks.  After  it  was  discon- 
tinued she  felt  well  until  the  latter  part  of  July,  1951 , 
when  she  had  a recurrent  attack  of  ulcer-like  pain 
which  was  again  relieved  by  Prantal.  No  side-ac- 
tions were  experienced  while  she  was  taking  Pran- 
tal. 

Case  10. — J.  B.,  a thirty-eight-year-old  white 
male,  complained  of  ulcer-like  pain  since  1949.  A 
diagnosis  of  duodenal  ulcer  by  x-ray  was  made  in 
December,  1949.  A subsequent  gastrointestinal 
series  in  January,  1950,  showed  a niche  in  the  lesser 
curvature  of  the  stomach,  establishing  the  diagnosis 
of  gastric  ulcer.  Various  medications,  producing 
moderate  improvement  of  the  symptoms,  were  used 
from  that  date  until  April,  1951. 

On  April  7,  1951,  Prantal,  50  mg.  every  five  hours, 
was  administered.  After  the  second  day  of  this  ther- 
apy there  was  complete  relief  from  pain.  Patient 
continued  this  dosage  until  June  4 when  the  amount 
of  Prantal  was  reduced  to  two  tablets  daily,  con- 
tinued to  and  including  January  15,  1952.  During 
this  period  the  patient  has  had  no  significant  pain. 

Case  11. — H.  A.,  age  forty-four,  had  been  a known 
diabetic  for  fifteen  years.  Six  months  ago  typical 
ulcer-like  pain  developed.  A gastrointestinal  series 
on  April  4,  1951,  showed  a niche  in  the  pyloric  canal. 
On  April  13,  1951,  he  was  given  Prantal,  50  mg.  every 
five  hours.  This  afforded  complete  relief  of  pain  in 
six  days.  He  continued  the  medication  for  eight 
weeks  with  satisfactory  relief  from  pain.  No  side- 
actions  were  noted. 

Case  12. — S.  M.,  a sixty-vear-old  w hite  male,  had  a 
long  history  of  intermittent  abdominal  pain.  Several 
gastrointestinal  series  in  the  course  of  the  past  fifteen 
years  have  revealed  duodenal  ulcers.  On  April  13, 
1951,  Prantal,  50  mg.  every  five  hours,  was  pre- 
scribed. Relief  from  pain  was  obtained  in  eight 
days.  The  patient  continued  taking  the  medication 
until  May  26,  during  which  time  he  was  free  of  pain. 
When  he  discontinued  the  medication,  his  pain  re- 
turned but  was  relieved  promptly  when  Prantal  was 
resumed. 

Case  13. — L.  M.,  a thirty-six-year-old  white  male, 
had  a four-year  history  of  abdominal  pain  typical  of 
peptic  ulcer.  Repeated  gastrointestinal  series  have 
disclosed  a “collar-button”  type  of  deformity  of  the 
duodenum.  Starting  April  2,  1951,  he  took  Prantal, 
50  mg.  every  five  hours.  Prior  to  and  during  the 
first  dav  or  so  of  the  administration  of  Prantal,  this 
patient  had  been  vomiting.  Both  the  abdominal 
pain  and  the  vomiting  ceased  promptly  after  taking  a 
few  doses  of  Prantal.  He  continued  the  medication 
for  two  weeks  and  felt  well.  With  cessation  of  medi- 
cation he  developed  ulcer-like  pain.  Prantal  was 
prescribed  in  the  same  dosage  and  produced  prompt 
relief  of  pain. 

Case  14. — L.  G.,  a forty-seven-year-old  white  fe- 
male, in  1938  had  an  attack  of  biliary  colic  with 
radiographically  demonstrated  calculi.  In  1948  she 
developed  epigastric  ulcer-like  pain,  and  a gastroin- 
t estinal  series  revealed  a duodenal  ulcer.  On  March 


1,  1951,  she  again  had  severe  ulcer-like  pain,  and  a 
gastrointestinal  series  disclosed  a penetrating  duo- 
denal ulcer. 

Prantal,  50  mg.  every  five  hours,  was  prescribed 
on  April  7,  1951,  and  pain  relief  occurred  five  days 
later.  Complete  freedom  of  ulcer  pain  continued. 
On  May  12,  1951,  the  medication  was  discontinued. 
The  patient  was  advised  to  resume  it  only  if  she  had 
any  further  pain.  She  was  seen  again  November  22, 
1951,  and  stated  that  she  had  been  free  of  pain  the 
preceding  seven  months. 

Case  15. — T.  G.,  a fifty-year-old  white  male,  gave 
a history  of  peptic  ulcer  since  1927  with  frequent  re- 
missions and  exacerbations.  He  was  operated  for 
perforated  ulcer  in  1939.  Since  then  numerous 
medications  and  diets  have  been  used  and  were,  in 
general,  only  moderately  satisfactory.  On  April  25, 
1951,  Prantal,  50  mg.  every  five  hours,  was  pre- 
scribed for  him.  He  experienced  almost  complete  re- 
lief from  pain  in  one  week  and  continued  pain  free 
for  sixty  days  while  taking  this  substance. 

Case  16. — I.  L.,  a thirty-six-year-old  white  male, 
has  had  an  ulcer  history  dating  from  1931.  In 
August,  1948,  there  was  severe  melena.  A gastroin- 
testinal series  revealed  an  ulcer  of  the  second  part  of 
the  duodenum.  There  have  been  recurrences  of 
typical  ulcer-like  pain.  Pain  occurred  in  the  middle 
of  July,  1950.  A gastrointestinal  series  on  April  27, 
1951,  disclosed  a nichelike  projection  in  the  second 
part  of  the  duodenum. 

Prantal,  50  mg.  every  five  hours,  was  started  the 
same  day.  In  one  week  the  patient  had  complete  re- 
lief from  pain.  Prantal  was  continued  for  four  weeks 
further  and  then  discontinued.  Patient  has  been 
well  since. 

Case  17. — D.  S.  was  a twenty-nine-year-old  white 
male  with  a one-year  history  of  hunger  distress,  often 
awakening  him  at  night,  for  which  he  frequently 
took  various  antacid  tablets.  A gastrointestinal 
series  performed  on  April  30,  1951,  revealed  a small 
duodenal  ulcer. 

Prantal,  50  mg.  every  five  hours,  was  instituted 
promptly.  Three  days  later  the  patient  was  free 
from  pain.  Prantal  was  continued  for  three  weeks. 
The  patient  was  free  from  pain  during  this  time  and 
has  remained  well. 

Case  18. — V.  F.,  a fifty-one-year-old  white  female, 
had  peptic  ulcer  symptoms  since  1944.  In  June, 
1950,  after  eleven  days  of  vomiting  and  sixteen  days 
of  hospitalization,  she  was  advised  to  have  a sub- 
total gastrectomy.  One  month  postoperative, 
vomiting  recurred.  Treatment  with  Banthine  was 
of  slight  help.  Since  then  she  has  had  intermittent 
abdominal  pain  and  nausea  but  no  vomiting  and  a 
loss  in  weight  of  20  pounds.  A gastrointestinal  series 
in  May  9,  1951,  revealed  a good  functioning  stoma 
with  reflux  into  the  duodenum,  suggesting  the  pres- 
ence of  an  ulcer. 

Prantal,  50  mg.  every  five  hours,  was  prescribed 
on  that  date  and  produced  moderate  alleviation  of 
her  pain  and  nausea.  The  medication  was  discon- 
tinued after  two  weeks. 

Case  19. — M.  G.,  a thirty-three-year-old  white 
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male,  had  an  ulcer  history  commencing  in  1947.  A 
severe  attack  of  pain  occurred  in  April,  1950.  A 
gastrointestinal  series  showed  a duodenal  ulcer. 
Early  in  April,  1951,  he  again  had  pain,  and  on  April 
13  Prantal,  50  mg.  every  five  hours,  was  prescribed. 
Relief  from  pain  occurred  six  days  later.  The 
medication  was  taken  for  four  weeks  and  then  dis- 
continued. Very  satisfactory  relief  was  noted  by  the 
patient. 

Case  20. — M.  G.  was  a thirty-seven-year-old  white 
male  with  a known  duodenal  ulcer  since  1935.  A 
gastrointestinal  series  in  May,  1950,  confirmed  this 
diagnosis.  In  May,  1951,  a severe  recurrence  of  pain 
took  place.  On  May  23,  1951,  Prantal,  50  mg.  every 
five  hours,  was  prescribed.  Moderate  pain  relief 
occurred  in  a few  days,  and  the  medication  was  con- 
tinued for  three  weeks,  during  which  time  the  pa- 
tient felt  well.  He  estimated  that  he  had  75  per  cent 
pain  relief. 

Case  21. — J R.,  a fifty-three-year-old  white  male, 
has  known  of  his  duodenal  ulcer  since  1938.  Since 
then  he  has  had  five  massive  hemorrhages.  Finally 
in  July,  1950,  a subtotal  gastrectomy  was  performed. 
Early  in  May,  1951,  he  developed  abdominal  pains 
similar  in  location  but  more  severe  than  before  the 
operation.  A gastrointestinal  series  did  not  reveal 
a marginal  ulcer,  although  there  was  stomal  tender- 
ness. Prantal,  50  mg.  every  five  hours,  gave  some 
help  for  three  or  four  days  but  after  that  it  did  not 
afford  relief.  In  this  case  it  is  extremely  difficult  to 
estimate  any  therapeutic  effect.  This  patient  (who 
is  a physician ) is  exceedingly  psychoneurotic.  In  ad- 
dition to  his  ulcer  he  also  suffers  from  coronary  ar- 
tery disease. 

Case  22. — P.  L.,  a white  female,  age  fifty,  pre- 
sented a twenty-year  history  of  intermittent  epigas- 
tric pain  typical  of  ulcer,  which  was  partially  re- 
lieved by  bicarbonate  of  soda  and  other  antacids. 
X-ray  examination  of  the  duodenum  revealed  a cen- 
tral defect  8 mm.  in  diameter.  Prantal,  50  mg. 
every  five  hours,  was  prescribed.  There  was  relief  of 
pain  on  the  second  day  after  taking  Prantal,  and  she 
remained  pain  free  during  the  next  two  weeks.  The 
medication  was  then  discontinued,  and  she  has  had 
no  recurrence  of  pain  to  date  (January  15,  1952). 

Case  23. — J.  C.,  a white  male,  twenty-seven  years 
old,  was  operated  on  for  a ruptured  gastric  ulcer  in 
1945.  On  May  1,  1951,  Prantal,  50  mg.  every  five 
hours,  was  prescribed  for  him.  One  week  later  he  re- 
ported that  he  felt  very  much  better,  having  had  but 
two  attacks  of  pain  during  the  preceding  week.  He 
continued  with  the  medication  two  more  weeks,  dur- 
ing which  time  he  had  mild  pain  every  second  or 
third  day. 

Case  2If. — S.  D.,  a fifty-two-year-old  white  female, 
had  recurrent  left  upper  quadrant  pain  for  eleven 
years  w'ith  long  free  intervals.  A diagnosis  of  duo- 
denal ulcer  was  made  at  the  onset  of  her  complaints. 
At  a subsequent  time  she  wras  treated  with  bed  rest 
and  milk  drip  for  three  weeks.  Following  this,  she 
was  well  until  March,  1951,  when  her  son  was 
drafted  into  the  Army.  A severe  recurrence  of  pain 


ensued.  A gastrointestinal  series  revealed  duodenal 
ulcer. 

Prantal,  50  mg.  every  four  hours,  was  prescribed 
on  March  8,  and  pain  relief  occurred  after  three 
days.  The  medication  was  continued  for  four 
weeks  more,  during  which  time  she  was  well. 

Case  25. — S.  R.,  a twenty-eight-year-old  white  fe- 
male, had  a thirteen-year  history  of  ulcer-like  pain. 
Several  gastrointestinal  series  in  the  past  have 
shown  peptic  ulcer.  A rather  severe  attack  of  pain 
occurred  early  in  May,  1951.  A gastrointestinal 
series  done  on  May  24  disclosed  a duodenal  ulcer. 

Prantal,  50  mg.  every  five  hours,  was  prescribed. 
Nine  days  later  patient  stated  that  she  had  felt  well 
during  the  entire  preceding  week  except  for  one  at- 
tack of  pain  which  occurred  premenstrually.  Pran- 
tal wTas  continued  for  three  weeks,  during  which  time 
patient  had  no  complaints. 

Case  26. — M.  K.,  a white  female,  aged  forty-six, 
presented  a history  of  ulcer-like  pain  for  six  weeks.  An 
x-ray  demonstrated  a small  duodenal  ulcer.  On 
April  25,  Prantal,  50  mg.  every  five  hours,  was  pre- 
scribed. She  reported  on  May  3,  eight  days  later 
after  having  taken  32  tablets,  that  she  had  derived 
no  relief  from  her  pain.  No  relief  of  pain  occurred 
when  Prantal  was  increased  to  100  mg.  every  five 
hours  for  one  week. 

Case  27. — M.  S.,  a sixty-three-year-old  white 
male,  developed  indefinite  right  upper  quadrant  pain 
in  May,  1951.  This  was  treated  as  gallbladder  dis- 
ease until  he  had  severe  melena  and  hematemesis. 
Following  this  a diagnosisof  duodenal  ulcer  was  made 
and  a subtotal  gastric  resection  performed.  He  was 
well  until  mid-December,  1951,  when  he  developed 
pain  and  heartburn  similar  to  that  which  he  had  pre- 
operatively.  A gastrointestinal  series  did  not  dis- 
close a marginal  ulcer,  although  there  was  localized 
tenderness  over  the  stoma.  Prantal,  50  mg.  every 
four  hours,  and  phenobarbital  were  prescribed  on 
January  12,  1952.  In  three  days  pain  was  much  less 
severe,  and  two  weeks  later  he  reported  that  he  was 
almost  pain  free. 

Case  28. — L.  H.,  a white  male,  age  fifty-four,  gave 
a long  history  of  emotional  upsets  and  an  intermit- 
tent, vague  history  of  indigestion.  In  January, 
1950,  he  developed  abdominal  pain  characteristic  of 
peptic  ulcer.  A gastrointestinal  series  disclosed  duo- 
denal ulcer.  He  wras  placed  on  the  usual  routine 
ulcer  management,  despite  which  his  pains  con- 
tinued. 

Another  set  of  films  taken  in  July,  1951,  showed  a 
definite  duodenal  ulcer  with  relatively  deep  crater 
formation.  In  addition  to  the  dietary  regime,  he 
was  given  an  anticholinergic  preparation  which  par- 
tially relieved  his  abdominal  distress. 

On  September  16,  1951,  he  experienced  sudden 
severe  epigastric  pain  which  lasted  several  days.  On 
September  20  Prantal  was  prescribed,  50  mg.  every 
five  hours,  four  doses  per  day.  Three  days  later  the 
pain  had  ceased.  When  he  was  seen  on  October  14, 
he  reported  continuing  freedom  from  pain. 

Case  29. — H.  K.,  a white  male,  age  fifty-two,  be- 
gan haying,  gastrointestinal  symptoms  in  the  latter 
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part  of  1950.  This  epigastric  pain  was  aggravated 
by  emotional  upsets.  On  January  13,  1951,  gastro- 
intestinal series  was  done  which  showed  a duodenal 
ulcer.  Usual  routine  ulcer  management  was  insti- 
tuted with  no  particular  relief  from  his  symptoms. 
Treatment  with  Banthine  was  prescribed  without 
appreciable  improvement.  On  June  23,  1951,  he 
was  x-rayed  again,  revealing  a small  duodenal  ulcer. 
Various  types  of  medications  were  used  with  no  sig- 
nificant improvement.  His  emotional  conflicts  con- 
tinued. On  September  22,  1951,  Prantal  was  pre- 
scribed for  the  patient  in  a dose  of  50  mg.  every  five 
hours.  On  October  4 the  patient  reported  that  he 
was  feeling  very  much  better,  even  though  the  emo- 
tional problems  remained  essentially  the  same. 


one  episode  of  hematemesis  with  tarry  stools,  for 
which  she  was  hospitalized  and  required  two  whole 
blood  transfusions. 

The  patient  was  seen  on  March  12,  1951,  com- 
plaining of  ulcer-like  abdominal  pain  which  kept  her 
awake  most  of  the  night.  Anticholinergic  medicine 
had  been  previously  prescribed  but  did  not  control 
the  pain.  Prantal,  50  mg.  every  five  hours,  was  pre- 
scribed. One  week  later  she  reported  great  relief 
from  the  pain.  Prantal  was  continued  in  the  same 
dosage  up  to  June  21,  at  which  time  it  was  discon- 
tinued. During  the  summer  of  1951  the  patient  had 
not  had  any  recurrences  of  the  ulcer-like  symp- 
toms. 


Case  30. — T.  M.,  a white  male,  age  forty-five, 
gave  a past  history  relating  to  a kidney  stone  and  to 
two  attacks  of  angina  pectoris.  In  the  late  spring  of 
1950  he  developed  a gnawing  pain  in  the  lower  ab- 
domen which  was  relieved  by  Amphojel.  In  early 
September,  1951 , pain  of  peptic  ulcer  type  returned. 
On  September  15  a gastrointestinal  x-ray  examina- 
tion revealed  a small  niche  at  the  pylorus  and  a 
markedly  deformed  sclerotic  duodenal  cap.  On 
September  20  the  patient  was  given  Prantal,  50  mg. 
every  five  hours.  Five  days  later  he  reported  free- 
dom from  pain.  He  continued  therapy  five  weeks 
and  remained  well  during  this  time. 


Case  31. — D.  G.,  a white  female,  age  forty-five,  was 
actively  engaged  in  a tense,  nerve-racking  business. 
She  had  had  epigastric  pain,  ulcer-like  in  character, 
for  the  past  five  years.  A gastrointestinal  x-ray 
series  done  in  1949  disclosed  a duodenal  ulcer.  She 
had  been  hospitalized  on  several  occasions  for  treat- 
ment of  the  ulcer.  It  was  believed  that  bed  rest  and 
withdrawal  from  her  business  (rather  than  medica- 
tion) were  responsible  for  her  improvement.  A 
severe  attack  of  abdominal  pain  occurred  on  Septem- 
ber 14,  1951.  Prantal  was  prescribed,  50  mg.  every 
five  hours.  The  patient,  on  her  own  volition,  took 
two  tablets  (100  mg.)  of  Prantal  every  three  hours, 
six  doses  daily.  She  also  took  irregularly  an  un- 
known amount  of  Trasentine  and  phenobarbital  as 
well  as  Carmethose.  This  patient  reported  no  ill 
effects  from  this  combination  but  on  the  contrary 
stated  on  September  24  that  she  was  free  of  any  pain 
and  on  October  5 reported  continued  freedom  from 
pain.  She  continues  to  take  Prantal  two  to  three 
times  daily  and  has  been  pain  free  for  six  months. 


Case  33. — J.  M.,  a white  male,  age  fifty-one,  gave 
a ten-year  history  of  recurrent,  typical  ulcer-like 
pain.  In  June,  1951,  an  x-ray  revealed  a very  de- 
formed duodenal  cap.  Prantal,  50  mg.  every  five 
hours,  was  prescribed.  The  patient  reported  relief 
from  his  pain  five  days  after  starting  the  medication. 
He  continued  with  the  medication  and  at  the  end 
of  four  weeks  reported  continuing  relief  from  his 
pain. 


Case  33. — Y.  K.,  a sixty-one-year-old  white  fe- 
male, had  had  hypertension  for  many  years.  For  the 
past  year  she  had  complained  of  epigastric  pain  com- 
ing on  about  one  hour  after  eating.  Diets  and  ant- 
acid preparations  afforded  litile  relietf .TiRfirfli r>rt  ei  1 
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Case  34-— H.  C.,  a thirty-seven-year-old  white 
male  newspaper  reporter,  had  had  epigastric  ulcer- 
like pain  since  1946.  X-ray  examination  at  that 
time  revealed  a crater  formation  of  the  duodenum. 
Since  then  he  had  had  almost  semiannual  recur- 
rences of  this  symptom,  usually  precipitated  by  over- 
work  or  dietary  indiscretions.  Repeated  gastroin- 
testinal x-ray  series  showed  a duodenal  ulcer.  In  the 
past  because  of  the  chronicity  of  the  ulcer  he  had 
been  advised  to  submit  to  surgery,  which  he  had  re- 
fused. He  was  given  an  anticholinergic  preparation 
which  had  no  effect  on  the  pain.  Prantal,  50  mg. 
every  five  hours,  wras  prescribed.  He  took  this 
medication  for  six  days  and  obtained  no  relief  so  dis- 
continued treatment. 


Case  35. — P.  R.,  a thirty-seven-year-old  white 
male  physician,  developed  an  ulcer-type  pain  in 
1948.  The  x-ray  examination  at  that  time  revealed 
a pyloric  ulcer  on  the  lesser  curvature,  which  had 
since  been  repeatedly  demonstrated. 

On  May  10,  1951 , follow  ing  an  emotional  upset,  he 
was  suddenly  awakened  at  night  with  a sharp  epigas- 
tric pain  which  persisted  despite  routine  ulcer  man- 
agement. 

On  June  1,  1951,  a gastrointestinal  x-ray  series 
showed  a circular  filling  defect  of  the  duodenal 
cap  suggesting  an  “en  face”  ulcer.  Prantal,  100  mg. 
every  five  hours,  was  prescribed.  The  ulcer-like  pain 
disappeared  in  eight  days,  and  after  two  weeks  the 
patient  resumed  a completely  unrestricted  diet,  feel- 
ing perfectly  well.  While  this  patient  was  taking 
Prantal,  his  usual  daily  bowel  movement  was  in- 
creased to  two  or  three.  The  normal  pattern  re- 
turned when  Prantal  w'as  discontinued.  The  patient 
has  remained  comfortable  and  free  from  pain  since 
then. 


Case  36. — J.  R.,  a fiftv-nine-year-old  white  male, 
first  developed  epigastric  pain  in  1917,  at  which 
time  an  ulcer  was  diagnosed  by  means  of  x-ray.  In 
1922  a gastrorrhapy  was  performed  for  perforation. 
Since  1928  there  had  been  recurrences  of  pain  last- 
ing three  to  four  months  with  free  intervals  of  three 
to  four  months.  In  August,  1945,  he  was  hospital- 
ized because  of  a severe  melena  and  again  in  1946, 
1948,  1949,  and  February,  1951,  for  the  same  condi- 
tion. Between  these  attacks  he  had  frequent  bouts 
of  typical  ulcer  pain.  A severe  attack  of  pain  began 
about  December  15,  1951,  and  Prantal  was  pre- 
Ql^ri^UDn  December  22,  1951.  He  continued  to’take 
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the  medication  until  January  4,  1952,  and  claimed 
that  there  was  more  belching,  nausea,  and  pain  from 
the  time  that  he  began  taking  the  Prantal. 

Case  37. — M.  F.,  a forty-six-year-old  white  male 
physician,  developed  ulcer-like  pain  in  January, 
1951,  which  continued  on  and  off  through  most  of 
that  year.  Several  x-rays  gave  equivocal  findings  as 
to  the  presence  of  duodenal  ulcer.  On  November  30, 
1951,  a gastrointestinal  series  was  performed  which 
showed  a definite  duodenal  lesion.  Prantal,  50  mg. 
every  five  hours,  was  prescribed.  His  pain  gradually 
became  less,  and  on  the  sixth  day  he  was  pain  free. 
A few  days  later  he  again  had  mild  ulcer-like  pain, 
and  the  dose  of  Prantal  was  increased  to  50  mg. 
every  three  hours  with  prompt  and  persistent  relief. 
Shortly  after  taking  the  Prantal  he  developed  low  ab- 
dominal cramps  and  diarrhea,  which  he  attributed  to 
severe  emotional  tensions.  The  diarrhea  has  been 
somewhat  controlled  since  he  began  taking  '/a  grain 
phenobarbital  along  with  the  Prantal. 

Case  38. — R.  \Y.,  a fifty-four -year-old  white 
widowed  female,  first  developed  ulcer-like  pain  in 
1941.  At  that  time  a gastric  ulcer  on  the  lesser 
curvature  was  diagnosed.  There  was  a recurrence 
in  1946  at  which  time  a prepyloric  niche  was  noted. 
She  was  well  from  then  until  early  October,  1951, 
when  typical  ulcer-like  pain  again  developed.  A 
gastrointestinal  series  disclosed  marked  pyloro- 
spasm,  a foreshortened  lesser  curvature  with  the  sus- 
picion of  a niche,  and  crescentic  defect  of  the  lesser 
curvature  of  the  duodenum.  She  was  placed  on  a 
standard  antacid  ulcer  regime  and  in  the  first  week 
noted  no  improvement.  Prantal,  50  mg.  every  five 
hours,  was  prescribed  on  November  3,  1951,  and  on 
November  10  the  patient  stated  that  she  was  much 
better  and  that  the  pain  had  almost  completely  dis- 
appeared. Prantal  was  continued  for  three  more 
weeks  during  which  time  the  patient  stated  that  she 
was  entirely  free  of  pain.  Prantal  was  therefore  dis- 
continued. 

Case  39. — A.  O.,  a forty-five-year-old  white  male 
physician,  had  had  diabetes  for  several  years.  In 
1941  he  had  epigastric  pain  and  was  x-rayed  several 
times,  although  a diagnosis  of  duodenal  ulcer  could 
not  definitely  be  made.  In  March,  1951,  he  had  a re- 
currence of  pain.  X-ray  findings  were  negative. 
Early  in  November,  1951,  pain  recurred.  A gastro- 
intestinal series  disclosed  a small  duodenal  ulcer. 
Prantal  was  prescribed  on  November  17,  1951,  and 
produced  50  per  cent  diminution  of  pain  in  one  week. 
The  medication  was  continued  for  two  weeks  more, 
during  which  time  the  patient  felt  well. 

Case  40. — H.  L.,  a sixty-seven-year-old  white  male, 
had  a “bypassing  operation”  for  ulcer  of  the  stomach 
in  1921.  He  was  well  until  one  year  ago,  when  he  de- 
veloped typical  ulcer-like  pain,  relieved  by  a bland 
diet.  In  August,  1951,  he  had  a recurrence  of  pain. 
A gastrointestinal  series  done  in  October  disclosed  a 
gastroenterostomy  whose  stoma  was  so  poorly  func- 
tioning that  barium  was  retained  in  the  stomach  be- 
yond six  hours.  An  anticholinergic  preparation  was 
prescribed  on  October  13,  affording  fair  relief.  On 
October  31  the  stomal  function  was  much  improved, 


but  the  patient  had  slight  pain.  On  November  9 
Prantal  (repeat-action  tablet),  one  tablet  every  eight 
hours,  was  prescribed.  About  one  week  later  the  pa- 
tient was  completely  pain  free.  He  continued  to 
take  the  medicine  in  this  dosage  until  December  14, 
during  which  time  he  was  well  and  had  gained  6 
pounds  in  weight.  On  December  14,  1951,  the 
Prantal  was  reduced  to  50  mg.  twice  daily,  and  on 
January  7,  1952,  patient  stated  that  he  felt  quite 
well. 

Case  41. — S.  L.,  a sixty-five-year-old  white  male, 
gave  a history  of  recurring  peptic  ulcer  during  fifteen 
years.  A rather  severe  attack  began  about  the  mid- 
dle of  November,  1951.  On  November  22,  Prantal 
(repeat-action  tablet),  one  tablet  every  eight  hours, 
was  ordered.  A gastrointestinal  series  done  on 
November  28  disclosed  a deformed  duodenal  bulb. 
The  patient  stated  that  he  became  free  of  pain  four 
days  after  taking  the  Prantal.  He  continued  taking 
Prantal  until  December  17  and  during  this  time,  ex- 
cept for  very  mild  light  lower  quadrant  distress, 
was  quite  well. 

Case  42. — O.  S.,  a fifty-three-year-old  Negro  fe- 
male, gave  a history  of  diffuse  midabdominal  pain 
for  the  past  year.  A gastrointestinal  series  was  nega- 
tive. Stool  examinations  showed  Endameba  histo- 
lytica. She  received  two  courses  of  Diodoquin  with 
subsequent  negative  stool  examinations.  Early  in 
September  typical  upper  abdominal  ulcer-like  pains 
developed.  A gastrointestinal  series  on  November 
16,  1951,  showed  a duodenal  ulcer.  The  stool  was 
negative  for  ameba.  A routine  ulcer  regime  was  pre- 
scribed which  was  continued  until  November  24, 
when  little  improvement  was  reported  in  her  condi- 
tion. 

Prantal  (repeat-action  tablet),  one  tablet  every 
eight  hours,  was  ordered.  The  following  week  the 
patient  stated  she  was  well.  She  continued  to  take 
Prantal  for  three  weeks  and  remained  well  during 
this  time. 

Case  43. — J.  S.,  a forty-nine-year-old  white  male, 
developed  ulcer-like  pain  early  in  1949.  A gastroin- 
testinal series  was  negative.  A recurrence  of  pain 
developed  in  January,  1950.  A barium  meal  dis- 
closed an  “en  face”  ulcer  of  the  duodenum  with  a 
large  prestenotic  diverticulum.  Routine  ulcer  man- 
agement gave  relief  until  late  October,  1951,  when  he 
developed  typical  ulcer-like  pain.  X-ray  findings 
were  similar  to  those  previously  noted. 

Prantal,  100  mg.  every  five  hours,  was  prescribed 
November  7,  1951,  and  was  taken  in  that  dosage 
until  November  26,  1951,  the  patient  feeling  quite 
well  during  this  time.  On  that  day  the  Prantal  was 
reduced  to  one  tablet  daily,  and  with  this  regime  the 
patient  reported  he  felt  quite  well  when  seen  January 
7,  1952. 

Case  44- — S.  G.,  a thirty-year-old  white  female, 
gave  a history  of  recurrent  attacks  of  typical  ulcer 
pain  starting  in  November,  1949.  Her  first  gastroin 
testinal  x-ray  series  was  done  in  February,  1950,  and 
disclosed  a duodenal  ulcer.  Several  subsequent 
series  continued  to  show  the  presence  of  a niche. 

Prantal,  50  mg.  every  five  hours,  was  prescribed 
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on  March  15,  1951,  which  gave  relief  from  pain  in 
three  clays.  However,  moderate  dryness  of  the 
mouth  developed  which  was  controlled  by  taking  25 
mg.  every  three  hours.  On  this  regime  she  took 
Prantal  for  six  weeks  with  almost  complete  freedom 
from  pain. 

Case  45. — P.  G.,  a forty-five-year-old  white  male, 
had  a history  of  recurrent  attacks  of  ulcer  pain  for 
the  past  ten  years.  Numerous  x-rays  during  this 
time  confirmed  the  presence  of  a duodenal  lesion.  A 
severe  attack  began  about  mid-December,  1951. 

Prantal,  50  mg.  every  five  hours,  was  prescribed 
on  December  18,  1951.  On  December  24,  1951,  after 
no  relief  had  occurred,  the  dose  was  doubled.  On 
January  2,  1952,  the  patient  stated  that  he  still  had 
pain  and  discontinued  the  medication. 

Case  4-6. — F.  G.,  a twenty  six-year-old  white  male> 
developed  ulcer  pain  in  1943  while  in  the  Navy.  An 
x-ray  was  reported  to  have  shown  an  ulcer.  There 
were  recurrences  every  four  to  five  months.  A gastro- 
intestinal series  in  May,  1951,  showed  a persistent 
constricting  deformity  of  the  duodenal  cap,  al- 
though no  crater  could  be  demonstrated.  Relief 
from  discomfort  was  obtained  for  four  weeks  with 
routine  ulcer  management.  There  was  a sudden  re- 
currence of  epigastric  pain  which  was  not  controlled 
by  previous  measures  nor  by  Banthine.  Prantal,  50 
mg.  every  five  hours,  was  started  on  July  13.  Fol- 
lowing this  medication  he  had  less  pain  but  was  still 
awakened  at  night.  By  July  25  he  was  completely 
pain  free.  Medication  continued  for  three  weeks, 
and  patient  continued  to  feel  well. 

Results  and  Conclusions 

The  results  were  good  (complete  relief  of  pain) 
in  37  of  46  cases  (80.4  per  cent).  Four  out  of  46 
cases  (8.7  per  cent)  had  fair  relief  of  pain.  No 
benefit  was  obtained  in  five  out  of  46  cases,  (11 
per  cent).  Thus,  89  per  cent  of  the  cases  had  re- 


lief with  Prantal,  which  occurred  on  the  average 
within  six  days.  Studies  now  being  carried  out 
suggest  that  some  of  the  five  failures  might  have 
benefited  with  larger  doses.  The  side-actions 
were  minimal  and  in  no  case  severe  enough  to 
necessitate  discontinuing  the  drug.  Two  cases 
each  experienced  dryness  of  the  mouth  and  diar- 
rhea. One  of  the  cases  of  diarrhea  was  possibly 
on  an  emotional  basis.  One  case  (36)  claimed  an 
aggravation  of  pain  which  had  also  been  ex- 
perienced when  using  another  anticholinergic 
drug  (methantheline  bromide).  No  urinary  dif- 
ficulties were  encountered.  An  analysis  of  the 
failures  showed  that  four  were  in  the  duodenal 
ulcer  group  and  one  in  the  marginal  ulcer  group. 
The  fair  results  occurred  in  three  duodenal  ulcers 
and  one  gastric  ulcer. 

Summary 

A new  anticholinergic  drug  with  minimal  side- 
effects,  Prantal  methylsulfate,  was  used  in  the 
clinical  treatment  of  46  cases  of  peptic  ulcer. 
Eighty-nine  per  cent  of  these  cases  reported  relief 
of  pain  within  an  average  of  six  days.  Eleven 
per  cent  of  the  patients  on  this  dosage  of  Prantal 
were  not  benefited. 
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STERILIZATION  OF  FOOTWEAR 

In  many  patients  treatment  of  dermatophytosis 
is  complicated  by  reinfection  from  contaminated 
shoes  and  stockings.  Sterilization  by  immersion  in 
weak  solutions  of  formaldehyde  is  effective  in  so  far 
as  the  fungi  is  concerned  but  has  obvious  drawbacks. 
The  work  of  these  investigators  is  their  contribution 
to  a search  for  a practicable  chamber  and  a gas 
that  could  penetrate  all  parts  of  the  shoe,  be  harm- 
less to  the  leather,  and  require  no  poststerilization 


treatment.  Accordingly,  leather  samples  contam- 
inated with  various  fungi  were  sterilized  by  exposure 
to  various  concentrations  of  ethylene  oxide  gas. 
Simple  exposure  chambers  were  constructed  and 
subjected  to  trial.  They  found  that  a container 
made  from  a section  of  a B-29  aircraft  inner  tube 
was  found  to  be  most  satisfactory. — John  D. 
Fulton,  M.D.,  and  Roland  B.  Mitchell,  Ph.D.,  U.S. 
Armed  Forces  Medical  Journal,  March,  1952 


RETROPERITONEAL  PNEUMOGRAPHY  WITH  PYELOGRAPHY 

A Preliminary  Report 

John  Duff,  M.D.,  F.A.C.S.,  Herbert  R.  Kenyon,  M.D.,  and  Richard  M.  Hyman,  M.D., 
New  York  City 

(From  the  Department  of  Urology,  Morrisania  City  Hospital) 


"INTENSIFICATION  of  the  renal  outline  and 
-I-  demonstration  of  the  adrenal  glands  by  means 
of  air  injected  into  the  lumbar  regions  has  been 
advocated  for  thirty  years.  This  method  has  not 
achieved  universal  acceptance  because  of  its 
inherent  disadvantage,  difficulties,  and  dangerous 
potentialities,  particularly  that  of  air  embolism. 
In  fact,  its  employment  is  prohibited  in  many 
large  urologic  clinics. 

This  presentation  proposes  a method  by  which 
bilateral  retroperitoneal  insufflation  of  oxygen 
simultaneously  outlines  the  peripheries  of  both 
kidneys  and  both  adrenals.  Pneumography  is 
accomplished  through  a single  insertion  of  the 
needle.  Concurrently,  urographic  procedures  are 
used  to  delineate  the  pelvic,  ureteral,  and  vesical 
contours.  The  procedure  possesses  the  advan- 
tages of  simplicity,  ease,  and  safety.  It  consists 
of  modifications  of  and  additions  to  the  technic 
promulgated  by  Ruiz  Rivas  for  the  production 
of  complete  subserous  emphysema.1 

The  results  have  been  both  gratifying  and 
illuminating.  Review  of  the  x-ray  films  obtained 
in  examination  of  over  100  patients  leaves  no 
doubt  that  definition  of  the  renal  and  adrenal 
outlines  is  enhanced  unless  anomalous  or  patho- 
logic conditions  prevent  access  of  the  oxygen  to 
the  interfascial  areolar  spaces  surrounding  these 
organs.  Many  lesions  produce  changes  in  the 
pneumograms  which  are  recognizable  at  the 
present  time.  Final  conclusions  cannot  be 
established  until  the  series  is  large  enough  to 
include  examples  of  all  renal  and  adrenal  pathol- 
ogies. 

Perinephric  lumbar  air  injection  was  first 
described  by  Carelli  in  1921. 2 It  was  modified 
and  used  extensively  by  Cahill  in  his  studies  of 
adienal  gland  lesions.3  He  reports  success  and 
satisfaction  with  his  technic.  However,  other 
students  have  recorded  unhappy  and  even  disas- 
trous experiences.  The  principal  objection  noted 
is  the  ever-present  danger  of  death  from  air 
embolism.  Lumbar  injection  of  gas  is  time- 
consuming  and  subject  to  failure  in  the  presence 
of  skeletal  deformities  or  in  certain  congenital 
or  acquired  abnormalities  of  the  retroperitoneal 
organs  and  structures.  Ruiz  Rivas  appreciated 
the  fact  that  all  retroperitoneal  spaces  inter- 
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communicate.  He  was  able  to  demonstrate 
that,  under  normal  conditions,  oxygen  injected 
within  the  retrorectal  (anterosacral)  space  dif- 
fuses to  the  contiguous  retroperitoneal  areas. 
The  extent  of  diffusion  varies  with  the  quantity 
of  oxygen  introduced  and  the  pressure  exerted. 
Films  made  following  satisfactory  dispersion 
of  the  gas  provide  radiographs  which,  as  a rule, 
satisfactorily  delineate  the  retroperitoneal  organs. 
Not  infrequently  the  diaphragm,  liver,  and 
spleen  are  demonstrated. 

Delineation  of  the  kidney  and  adrenal  on  the 
involved  side  is  impaired  when  distribution  of 
the  oxygen  is  impeded  or  prevented  by  present 
or  past  inflammatory  conditions  which  scarify 
the  loose  and  otherwise  permeable  subserous 
areolar  tissues.  Developmental  anomalies  pre- 
sent important,  particular  problems  in  the  inter- 
pretation of  films. 

Rivas’  experiences  are  in  complete  conformity 
with  our  own  previously  acquired  anatomic  and 
surgical  observations.  The  painstaking  dis- 
sections of  Tobin  and  Benjamin  emphasize  the 
morphologic  background  that  renders  this  type 
of  pneumography  logical  and  feasible.4  We 
have  modified  and  elaborated  the  original  tech- 
nics combining  them  with  intravenous  and  reto- 
grade  pyelography  and  have  employed  the  revised 
and  improved  method  in  a fairly  large  series  of 
urologic  cases. 

The  results  thus  obtained  justify  the  statement 
that  our  integrated  method  is  easy  to  master 
and  is  remarkably  free  of  hazards.  Its  inherent 
diagnostic  possibilities  encourage  the  belief  that 
it  will  prove  increasingly  valuable  with  continued 
use. 

The  necessary  manipulations  are  quite  simple 
and  can  be  carried  out  in  the  cystoscopic  room 
of  any  properly  equipped  hospital.  The  req- 
uisite instruments  and  materials  are  readily 
available.  Anesthesia  is  unnecessary. 

Method  and  Material 

A preliminary  14  by  17  film  is  exposed  and 
inspected  for  position  and  quality.  The  patient 
is  then  placed  in  the  knee-chest  position.  The 
site  of  puncture  is  identified  by  palpation  of  the 
sacrococcygeal  notch.  The  side  selected  is 
optional  and  depends  upon  the  convenience 
of  the  operator.  Following  aseptic  preparation 
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Fig.  1.  Normal  pyelopneumogram  obtained  by 
the  retrorectal  injection  of  oxygen.  The  oxygen  is 
quite  evenly  distributed  in  the  right  and  left  retro- 
peritoneal areas.  Each  kidney  pelvis  has  been  filled 
by  the  retrograde  injection  of  Urokon.  The  kid- 
neys are  normal  in  size  and  position.  Both  adrenal 
glands  are  clearly  outlined. 


of  the  field,  an  18  to  20-gauge  needle,  6 to  8 cm. 
in  length,  is  introduced  at  the  point  of  election 
and  advanced  so  that  its  tip  lies  well  within  the 
retrorectal  space.  Since  this  region  is  almost 
, avascular,  blood  does  not  enter  the  syringe 
during  aspiration. 

A three-way  stopcock  is  attached  to  the  needle 
in  such  fashion  that  the  second  limb  receives  a 
50-cc.  Luer  syringe,  while  the  third  limb  is  at- 
tached to  the  source  of  oxygen.  This  gas  is 
injected  in  increments  of  50  cc.  until  a total  of 
: approximately  1,250  cc.  has  been  introduced. 
The  quantity  of  oxygen  used  in  children  is  esti- 
mated in  proportion  to  size  rather  than  age. 
The  injection  can  be  made  rapidly  without  com- 
punction and  is  completed  within  three  to  five 
minutes.  There  may  be  a slight  sense  of  resist- 
ance, yet  the  piston  should  move  freely.  If 
appreciable  pressure  is  required,  the  needle  may 
be  improperly  situated,  or,  perhaps  more  impor- 
tantly, retroperitoneal  pathology  may  be  pres- 
ent. These  conditions  can  only  be  determined 
by  manual  manipulation  of  the  syringe  contain- 
ing the  gas.  The  first  possibility  is  more  common 
and  can  be  obviated  by  readjustment  of  the  needle. 


Fig.  2.  Left  pyohydronephrosis.  An  enormous 
pyohydronephrosis  is  demonstrated  by  the  contrast 
which  the  oxygen  provides.  The  spleen  is  well 
outlined  too. 


The  second  is  almost  never  encountered  but,  when 
present,  renders  further  manipulation  unpro- 
ductive. 

Complaints  of  fullness  in  the  epigastrium  or 
flanks  during  the  procedure  do  not  contravene 
the  injection  of  the  optimum  volume  of  oxygen. 
On  the  contrary,  these  phenomena  indicate  that 
the  gas  is  diffusing  to  the  desired  locations  and 
that  the  resulting  pneumogram  will  probably 
be  successful.  After  withdrawal  of  the  needle, 
the  patient  is  encouraged  to  perform  mild  exer- 
cises involving  flexion  and  extension  of  the  trunk 
(to  facilitate  upward  dispersion  of  the  gas). 

Another  14  by  17  film  is  then  exposed.  If  the 
distribution  of  gas  is  adequate  and  the  retro- 
peritoneal structures  are  satisfactorily  portrayed, 
either  retrograde  or  intravenous  urography  is 
immediately  performed  so  that  composite  and 
integrated  views  can  be  secured.  Retrograde 
pyelograms  provide  films  of  superior  diagnostic 
quality. 

Amplification  of  the  study  by  the  exposure  of 
delayed  films  at  suitable  intervals  is  feasible  and 
often  desirable.  Oxygen  has  been  discernible 
in  the  tissue  spaces  for  periods  up  to  seventy- 
two  hours  after  its  introduction. 

Subsequent  exposures  may  provide  pneumo- 
grams of  the  mediastinum  and  scrotum.  Emphy- 
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Fig.  3.  Right  perinephritic  abscess.  Because  of 
the  coincident  perinephritis  and  perinephritic  ab- 
scess, the  oxygen  could  not  penetrate  the  right  retro- 
peritoneal space.  Thus  most  of  the  oxygen  con- 
centrated on  the  left  side.  The  even  distribution  of 
oxygen  is  prevented  by  inflammatory  processes 
which  cause  edema  of  the  retroperitoneal  tissues. 

sema  of  the  neck  has  been  observed  in  two  in- 
stances. These  occurrences  are  transitory  and 
entirely  devoid  of  deleterious  consequences. 
Pneumography  can  be  repeated  without  hesitation 
after  the  lapse  of  a few  days.  Whenever  inter- 
pretation is  difficult  or  inconclusive,  repetition 
of  the  procedure  in  order  to  confirm  the  findings 
is  desirable. 

This  method  of  integrated  pneumography 
and  pyelography  has  been  carried  out  in  100 
patients,  ranging  in  age  from  four  to  seventy- 
three  years  with  an  average  age  of  forty-six  years. 
There  were  61  males  and  39  females  in  the  series. 
A total  of  eight  children,  aged  four  to  twelve  years, 
were  included  in  the  group.  Pneumography 
combined  with  intravenous  pyelography  was 
performed  in  18  cases  and  pneumography  com- 
bined with  retrograde  pyelography  in  73  cases. 
In  the  remaining  nine  patients  the  initial  excre- 
tory urogram  required  supplementation  by  the 
retrograde  method.  Failure  of  bilateral  diffusion 
due  to  obliterative  disease  occurred  in  22  cases. 

The  technic  is  practically  painless,  simple  to 
perform  (only  occasional  technical  failures  are 
encountered),  can  be  used  repeatedly  without  ill 


Fio.  4.  Solitary  ectopic  kidney.  The  oxygen  has 
filled  both  retroperitoneal  spaces  and  has  outlined 
a solitary  ectopic  kidney.  The  kidney  pelvis  is 
satisfactorily  outlined  by  an  opaque  dye. 

effects,  and  the  average  injection  time  in  our  cases 
was  four  minutes.  The  volume  of  oxygen  in- 
troduced averaged  1,250  cc.  with  a minimum  of 
350  cc.  and  a maximum  of  2,200  cc. 

Immediate  visualization  is  excellent  and  per- 
sists up  to  seventy-two  hours.  The  diagnostic 
quality  of  the  films  obtained  was  excellent  in 
46  cases,  good  in  36,  fair  in  12,  and  poor  in  six 
cases. 

There  were  no  constitutional  reactions  in  our 
series.  Pulse  and  blood  pressure  records  made 
prior  to,  during,  and  after  the  completion  of  the 
injection  have  shown  no  significant  changes 
(Table  I).  No  blood  was  obtained  on  aspiration. 
Mediastinal,  cervical,  or  scrotal  emphysema 


TABLE  I. — Side-Effects  of  Method 


Effects 

Number  of  Cases 

Subjective 

Fullness 

75 

Dyspnea 

2 

Pain 

5 

Substernal  pressure 

3 

Objective 

Emphysema 

Scrotal 

2 

Cervical 

2 

Sacral 

1 

Abdominal  wall 

2 

Cardiovascular 

Changes  in  blood  pressure 

0 

Changes  in  pulse 

0 

Syncope 

0 

Respiratory  rate  change 

4 
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Fig.  5.  Cyst  of  upper  pole  of  right  kidney.  The 
right  kidney  is  only  partially  outlined  by  the  oxygen 
because  of  the  pressure  of  a large  cyst  of  the  upper 
pole.  The  coincidental  distortion  of  the  pelvis  is 
nicely  delineated. 


Fig.  6,  Malignant  metastatic  retroperitoneal 
lymphadenitis.  The  invasion  of  the  paravertebral 
lymphatics  by  metastatic  extension  of  a testicular 
teratoma  is  well  outlined.  The  glands  have  enlarged 
bilaterall}' , pushing  the  ureters  outward.  The  oxy- 
gen has  entered  both  retroperitoneal  spaces,  out- 
lining both  of  the  kidneys  and  adrenal  glands. 


occurred,  but  these  were  innocuous  and  subsided 
promptly. 

Results 

Analysis  of  the  films  so  far  obtained  has  estab- 
lished certain  fundamental  data.  Bilateral 
visualization  is  usually  achieved  in  the  normal 
individual,  although  all  the  shadows  may  not  be 
of  uniform  clarity  (Fig.  1).  In  the  majority  of 
cases  the  adrenals  are  visualized  satisfactorily. 
The  line  of  demarcation  between  the  suprarenal 
gland  and  kidney  is  not  constant  or  always  clearly 
defined.  Alterations  in  the  size  of  the  kidneys 
are  readily  recognized  (Fig.  2).  Minor  devia- 
tions in  the  configurations  of  the  adrenals  are 
not  always  so  easily  interpreted  and  may  require 
confirmation  by  repetition  of  the  procedure  or  by 
surgical  exploration.  Correlation  of  the  radio- 
graphic  with  the  clinical  and  operative  findings 
definitely  indicates  that  failure  of  the  gas  to 
diffuse  on  either  side  is  significant.  The  in- 
volved space  may  be  rendered  impermeable  by 
congenital  defects,  adhesions  due  to  periureteri- 
tis, perinephritis,  previous  surgery,  or  distor- 
tions produced  by  neoplasms  (Fig.  3).  We  now 
consider  that  consistent  failure  of  visualization  on 


repeated  injections  is  evidence  of  disease.  This 
conclusion  is  entirely  consistent  with  our  pre- 
vious surgical  and  postmortem  observations. 

In  obstructive  or  infectious  conditions  involv- 
ing the  ureter  and  renal  pelvis,  the  combination 
of  pneumography  with  intravenous  or  retrograde 
urography  delineates  the  thickness  of  the  re- 
maining cortex,  thereby  providing  an  additional 
criterion  for  estimation  of  the  status  of  the  renal 
parenchyma.  Differentiating  an  enlarged  kidney 
from  masses  originating  in  the  liver  or  spleen 
is  also  simplified  by  this  method. 

We  have  been  able  to  demonstrate  changes 
incidental  to  a variety  of  conditions  such  as 
polycystic  kidney  disease,  solitary  cyst,  ectopic 
pelvic  kidney,  horseshoe  kidney,  and  renal 
neoplasm  (Figs.  4,  5,  and  6) . Evidence  suggestive 
of  obliteration  of  the  perinephric  and  para- 
nephric spaces  as  well  as  other  pneumographic 
abnormalities  has  provided  a guide  to  the  type 
of  therapy  and  to  selection  of  the  operative 
approach. 

We  are  confident  that  continued  use  of  this 
method  and  further  comparison  of  the  preop- 
erative x-ray  findings  with  those  anatomic 
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changes  observable  at  the  operating  table  and  at 
autopsy  will,  in  time,  disclose  additional  data  of 
considerable  diagnostic  importance. 

Summary 

Integrated  urography  and  retroperitoneal  pneu- 
mography via  the  retrorectal  route  is  a safe  and 
informative  diagnostic  procedure.  The  concur- 
rent use  of  both  procedures  enhances  the  diag- 
nostic possibilities  to  an  extent  that  is  unobtain- 
able when  each  method  is  used  alone  and  at  a 
separate  time.  There  is  no  appreciable  discom- 
fort, and  the  danger  of  embolism  is  negligible. 

The  retrorectal  or  anterosacral  space  is  the 
safest  point  for  the  introduction  of  the  gas.  This 
space  is  practically  avascular  and  possesses 
proportions  which  make  penetration  both  easy 


and  safe.  It  is  rarely  distorted  by  anatomic 
variations,  inflammatory  or  otherwise. 

An  appreciation  of  the  commonly  encountered 
normal  variants  has  been  fairly  well  established. 
Criteria  for  the  more  accurate  diagnosis  of  certain 
renal,  adrenal,  and  retroperitoneal  lesions  are 
now  available.  The  full  exploitation  of  this 
method  will  require  further  correlation  of  the 
radiographs  with  surgical  and  postmortem  obser- 
vations. This  will  take  time. 

745  Fifth  Avenue 
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FDA  RELEASES  ISONIAZID  FOR  PRESCRIPTIONS 


The  Food  and  Drug  Administration  has  given  drug 
manufacturers  authority  to  distribute  the  new  anti- 
tuberculosis drug,  isonicotinie  acid  hydrazide 
(isoniazid),  for  use  under  “close  medical  supervision.” 
This  means  all  licensed  physicians  may  prescribe  the 
drug  for  their  patients.  The  FDA  announcement 
said  approval  was  granted  on  the  basis  of  clinical 
and  pharmacologic  studies  reported  by  drug  manu- 
facturers. FDA  emphasized  that  release  of  the 
drug  implies  no  approval  or  endorsement  by  the 
agency. 

Packages  delivered  to  the  druggist  by  the  manu- 
facturer must  state:  “for  use  in  treatment  of  strep- 
tomycin-resistant tuberculosis,  under  close  super- 
vision of  physician,”  as  well  as  carry  the  usual  cau- 
tion: “Federal  law  prohibits  dispensing  without 

prescription.” 

Medical  officers  of  FDA  said  there  has  not  been 


sufficient  study  to  determine  the  place  of  the  new 
drug  in  the  treatment  of  tuberculosis.  The  agency 
adds : 

“Some  tuberculosis  authorities  are  of  the 
opinion  that  the  new  drug  is  less  effective  for  pa- 
tients who  are  responding  to  treatment  with  a com- 
bination of  streptomycin  and  para-aminosalicylic 
acid.  There  is  growing  concern  about  the  possible 
effects  of  promiscuous  and  indiscriminate  use. . . there 
have  been  reports  of  the  emergence  of  resistant 
strains  of  tubercle  bacilli  after  varying  periods  of 
treatment  . . . the  drug  should  be  used  in  selected 
cases  where  it  may  be  a life-prolonging  or  life-saving 
measure.”  (AMA’s  Council  on  Pharmacy  and 
Chemistry  has  taken  action  similar  to  FDA’s  re- 
garding various  brands  of  the  drug  submitted  to  it 
for  consideration.) — Capitol  Clinic,  Number  23, 
June  10, 1952 


TRANSILLUMINATION  OF  THE  CUL-DE-SAC  OF  DOUGLAS  AND 
RECTOVAGINAL  SEPTUM 

Sydney  W.  Stringer,  M.D.,  Syracuse,  New  York 
( From  the  Department  of  Gynecology,  General  Hospital  of  Syracuse) 


Transillumination  is  a valuable  ad- 
junct to  the  diagnostic  armamentarium. 
The  simplicity  of  its  application  and  the  paucity 
of  required  instruments  and  apparatus  make 
available  a new,  effective  office  procedure.  Its 
use  as  a hospital  technic  makes  it  still  more 
effective  where  the  pathologic  process  causes 
pain.  Transillumination  under  anesthesia  can 
be  easily  applied. 

Any  addition  to  technic  which  will  assist  in  the 
diagnosis  of  collections  of  fluid,  blood,  nodules, 
and  masses  of  tissue  in  the  cul-de-sac  is  of  great 
value.  Interest  was  first  aroused  in  an  attempt 
to  discover  whether  there  was  blood  in  the  peri- 
toneal cavity.  This  was  of  particular  impor- 
tance in  the  diagnosis  of  a hematoperitoneum 
due  to  an  aborting  or  ruptured  ectopic  gestation. 

Granted  that  in  most  instances  a ruptured 
tubal  pregnancy  can  easily  be  diagnosed  with  a 
careful  history  and  physical  examination,  there 
are  a few  cases  which  offer  a problem.  The 
differential  diagnosis  between  a tubo-ovarian 
abscess  and  an  ectopic  pregnancy  is  not  too 
difficult.  However,  a definite  percentage  of 
error  still  exists  among  even  the  most  qualified. 
The  recognition  of  the  blood  in  the  cul-de-sac 
is  the  crux  of  the  situation. 

Cul-de-sac  paracentesis  is  a standard  pro- 
cedure. Nevertheless  it  is  still  not  generally 
adopted,  surprising  as  it  may  seem.  Just  a few 
use  it  as  an  office  procedure.  The  culdoscope 
is  not  available  to  all,  and  furthermore  it  should 
be  used  with  great  caution  in  cases  where  a hema- 
toperitoneum is  present;  the  knee-chest  position 
at  times  like  these  is  not  a happy  one  for  either 
patient  or  physician.  For  an  unrupted  ectopic 
pregnancy  it  is  of  inestimable  value. 

The  application  of  transillumination  to  the 
cul-de-sac  of  Douglas  has  revealed  in  a simple 
effective  manner  the  differences  between  the 
normal  cul-de-sac,  blood  in  the  peritoneal  cavity, 
ascitic  fluid,  pelvic  abscess,  and  the  nodules  of 
endometriosis  and  carcinomatosis  implants. 

Procedure 

With  the  patient  in  the  usual  lithotomy  posi- 
tion and  the  head  of  the  table  either  raised  or 
lowered  as  desired  to  fill  the  cul-de-sac  with  fluid 
or  empty  it  of  bowel,  a tenaculum  is  placed  on 
the  posterior  lip  of  the  cervix.  The  cervix  is 
drawn  forward  and  pulled  up  and  away  from  the 


Fig.  1.  Schematic  drawing  revealing  relationship 
of  diagnostic  light  to  rectum  and  cul-de-sac. 


posterior  wall  of  the  vagina  exposing  the  posterior 
fornix  and  revealing  the  bulge  of  the  cul-de-sac. 
A darkened  room  is  necessary  for  transillumina- 
tion. Any  diagnostic  light  which  is  bright 
enough  can  be  utilized.  The  author  uses  a Cam- 
eron light  with  a gentle  curve  at  its  distal  end 
to  facilitate  greater  application.  The  light  is 
inserted  in  the  rectum  following  its  course  by 
the  transillumination  of  the  posterior  vagina! 
wall  until  it  is  above  the  level  of  the  cul-de-sac 
(Fig.  1).  By  lifting  the  cervix  and  moving  it  as 
desired  and  manipulating  the  light  a clear  trans- 
illumination of  the  cul-de-sac  and  adjacent 
tissues  can  be  accomplished.  Cul-de-sac  para- 
centesis can  be  performed  as  can  needle  biopsies, 
the  transillumination  assisting  in  the  localization 
of  nodules  and  masses. 

Comment 

The  color  variations  are  remarkably  distinct 
in  transillumination  of  the  pelvic  structures. 
The  purple-blue  of  a hematoperitoneum  is  an 
unforgettable  and  exceedingly  helpful  sight. 
The  almost  opaque  appearance  of  a pelvic  ab- 
scess and  the  nontransilluminated  nodules  of 
endometriosis  or  carcinomatosis  are  easily  recog- 
nizable pictures. 

Of  late,  transillumination  of  the  cul-de-sac, 
the  fornices  of  the  vagina,  the  rectovaginal 
septum,  and  bladder  has  been  performed  as  a 
valuable  adjunct  in  gauging  the  stage  of  a carci- 
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noma  of  the  cervix.  The  edge  of  infiltration  of 
the  rectovaginal  septum  can  be  demarcated. 

Summary 

Transillumination  of  the  cul-de-sac  of  Douglas 


and  the  rectovaginal  septum  is  offered  as  a simple 
effective  addition  to  the  armamentarium  of 
diagnosis. 

713  East  Genesee  Street 


MANAGEMENT  OF  BENIGN  INTRAUTERINE  LESIONS 

Charles  H.  Birnberg,  M.D.,  F.I.C.S.,  Brooklyn,  New  York,  and  David  J.  Wexler,  M.D., 
F.I.C.S.,  and  Anthony  Kohn,  M.D.,  Islip  Terrace,  New  York 

( From  the  Jewish  Hospital  of  Brooklyn  and  the  Southside  Hospital,  Bay  Shore) 


INTRAUTERINE  lesions  are  not  recognizable 
by  ordinary  methods  of  physical  investiga- 
tion. Speculum  and  bimanual  examination  give 
considerable  gynecologic  information  but  usually 
no  hint  as  to  the  intrauterine  picture  and  may 
even  lead  to  totally  unwarranted  conclusions. 
For  example,  the  cause  of  uterine  bleeding  might 
be  attributed  to  palpable  fibroids  found  on  bi- 
manual examination;  yet  these  fibroids  may  be 
completely  innocuous  and  the  cause  of  the 
bleeding  found  to  be  a solitary  polyp  (Fig.  1). 
In  fact,  it  has  been  shown  by  Zeit  that  in  a group 
of  menstruating  women  almost  one  out  of  four 
cases  who  had  undergone  hysterectomy  for 
fibroids  of  a size  up  to  a three-month  pregnancy 
had  the  explanation  of  their  symptoms  in  an 
intrauterine  lesion  which  could  have  been  ade- 
quately treated  by  simple  curettage.1  Likewise 
Mauzy  et  al.  found  hysterectomy  not  entirely 
justified  in  five  out  of  21  bleeding  cases.2  It  is 
evident  then  that  considerable  radical  surgery 
for  intrauterine  lesions  is  being  done  needlessly. 
If  intrauterine  pathology  could  be  accurately 
recognized  preoperatively,  the  offending  lesion 
could  often  be  removed  by  the  simple  measure  of 
dilatation  and  curettage,  thus  avoiding  major 
surgery.  This  is  especially  important  in  poor- 
risk  patients. 

An  intrauterine  lesion  may  be  defined  as 
pathology  involving  the  inner  lining  of  the  uterus, 
including  the  mucosa  and  submucosa.  Probably 
the  commonest  lesion  is  endometrial  hyperplasia. 
The  hyperplastic  process  may  be  so  severe  that 
the  endometrium  becomes  polypoid . Polyps  may 
be  solitary  or  so  profuse  as  to  warrant  the  designa- 


Fig.  1 Innocuous  intramural  fibroids  with  solitary 
endometrial  polyp  which  was  the  cause  of  the  bleed- 
ing. 


tion  of  polyposis.  For  this  reason  our  cases 
have  been  grouped  as  endometrial  hyperplasia 
with  or  without  polyps  since  essentially  the  same 
mechanism  in  varying  degrees  is  involved  in  the 
pathogenesis.  Somewhat  less  common  are  the 
submucous  fibroids,  which  although  technically 
originating  from  the  fibromuscular  layer,  bulge 
into  the  uterine  lumen  and  in  some  cases  are 
actually  pedunculated.  Carcinoma  and  the 
various  normal  and  pathologic  aspects  of  preg- 
nancy must  be  included  under  the  heading  of 
intrauterine  conditions,  but  the  management  of 
these  lies  beyond  the  scope  of  this  paper. 

The  commonest  symptom  of  intrauterine 
pathology  is,  of  course,  bleeding,  which  might 
manifest  itself  as  either  menorrhagia,  metror- 
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Fig.  2 Hysterogram  showing  pedunculated  fibroid 
and  endometrial  hyperplasia. 


rhagia,  or  polymenorrhea.  A chronic  vaginal 
discharge  whose  etiology  cannot  be  found  in  the 
cervix  or  vagina  may  occasionally  be  found  to 
be  due  to  a deteriorating  intrauterine  lesion. 
Dysmenorrhea  in  some  cases  has  its  basis  in  an 
irritable  uterus  caused  by  the  presence  of  intra- 
uterine pathology;  this  may  also  account  for 
some  cases  of  backache  and  obscure  abdominal 
pain.  Intrauterine  lesions  may  be  an  important 
factor  in  some  cases  of  infertility. 

Uterine  bleeding  for  which  no  cause  can  be 
found  on  gynecologic  examination  is  often  called 
“functional”  by  the  clinician.  The  authors  in  a 
previous  communication  have  shown  that  in 
three  fourths  of  a group  of  104  cases  diagnosed  as 
“functional  bleeding,”  organic  intrauterine  lesions 
accounted  for  the  symptoms.  Hence,  attention 
is  sometimes  distracted,  on  the  one  hand,  to  the 
presence  of  palpable  fibroids  and,  on  the  other, 
to  the  absence  of  palpable  pathology  with  conse- 
quent misdiagnosis  of  “functional  bleeding,” 
while  the  explanation  of  the  uterine  bleeding  may 
lie  in  unsuspected  intrauterine  pathology. 

For  a number  of  years  the  authors  have  per- 
formed hysterography  routinely  on  all  cases  of 
abnormal  uterine  bleeding  and  infertility,  sup- 
plemented more  recently  by  cervical  and  vaginal 
cytology  studies.  These  relatively  simple  office 
procedures  are  of  considerable  value,  not  only  in 
proving  the  presence  of  intrauterine  pathology, 
but  also  in  deciding  the  therapy  to  be  employed. 
Analysis  of  our  results  showed  that  in  the  absence 
of  other  indications,  when  hysterography  re- 


CORETTINGS 


Fig.  3 Pathologic  specimen  of  fibroid  and  cur- 
ettings  removed  from  Fig.  2 by  ring  forceps,  dila- 
tation, and  curettage. 


Fig.  4 Hysterogram  showing  pedunculated  fibroid. 


vealed  hyperplastic  endometrium  or  a peduncu- 
lated lesion  (in  one  case  as  large  as  a hen’s  egg), 
hysterectomy  was  usually  unnecessary  and  the 
condition  readily  treated  by  more  conservative 
means  (Figs.  2,  3,  and  4).  This  is  particularly 
important  in  infertility  cases  where  conservation 
of  reproduction  function  is  essential. 

Material  and  Method 

One  hundred  twenty-six  cases  from  the  private 
files  of  the  authors  wThich  revealed  intrauterine 
pathology  on  hysterography  and  which  were 
treated  as  described  below  are  reviewed.  These 
cases  include  41  patients  in  whom  the  chief  com- 
plaint was  infertility  and  96  in  whom  the  chief 
complaint  was  abnormal  uterine  bleeding.  In 
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Fig.  5 Hysterogram  showing  multiple  polyps. 


twelve  of  them  both  complaints  were  present 
(Table  I) . Thirty-six  of  these  cases  revealed  pe- 
dunculated submucous  fibroids  on  hysterography ; 
12  of  these  were  in  the  infertility  and  27  in  the 
bleeding  group;  three  cases  had  both  complaints. 
Ninety  of  these  cases  showed  endometrial 
hyperplasia  with  or  without  polyps;  of  these, 
29  were  infertile,  69  bleeding,  and  eight  had  both 
complaints. 

These  cases  were  all  treated  in  the  following 
manner.  Under  general  anesthesia  the  cervix 
was  grasped  with  a tenaculum  and  a sound 
introduced  into  the  uterine  cavity  to  determine 
its  depth  and  direction.  The  cervix  was  dilated 
in  the  standard  manner.  The  curettage  was 
then  done  using  the  fractional  technic.  The 
endocervix  was  first  thoroughly  curetted  and  the 
scrapings  placed  in  a suitably  labeled  container. 
When  the  hysterogram  revealed  a pedunculated 


TABLE  I. — Summary  of  126  Cases 

Endometrial 
Hyperplasia 
With  or 
Without 

Fibroids  Polyps  Total 


Analysis  of  cases 

Infertility 

12 

29 

41 

Bleeding 

27* 

69f 

96 

Total 

36 

90 

126 

Recurrences  of  bleeding 

Number  of  cases 

27 

69 

96 

Recurrences 

0 

14 

14 

Per  cent  of  recurrences 

0 

20.3 

14.6 

Preganeies 

Number  of  cases 

12 

29 

41 

Pregancies 

6 

14 

20 

Per  cent  of  pregnancies 

50.0 

48.3 

48.8 

* Three  cases  had  both  sterility  and  bleeding, 
t Eight  cases  had  both  sterility  and  bleeding. 


Fig.  6 Hysterogram  of  Fig.  5 one  week  after  dila- 
tation and  curettage.  In  spite  of  complete  removal 
of  polyps,  bleeding  recurred  four  and  one-half  years 
later.  A second  dilatation  and  curettage  has  made 
her  asymptomatic  now  for  two  years. 


lesion,  a ring  forceps  was  introduced  into  the 
uterine  cavity  and  the  growth  grasped  and 
twisted  off.  Since  the  hysterogram  is  readily 
available  in  the  operating  room,  the  precise 
localization  of  the  lesion  is  a simple  matter,  and 
special  attention  is  paid  to  this  site  (Figs.  5 and 
6).  The  base  of  the  pedunculated  lesion  is  then 
carefully  scraped  with  a sharp  curet,  following 
which  the  remainder  of  the  endometrial  cavity 
is  curetted.  The  use  of  the  ring  forceps  is  of 
considerable  importance  since  we  have  had  cases 
in  which  a previous  competently  performed 
curettage  has  missed  pedunculated  lesions.3 

Results 

In  the  bleeding  group  there  were  no  recur- 
rences in  the  27  cases  of  submucous  fibroids, 
which  have  been  followed  from  one  to  seven 
years  (Table  I).  Of  the  69  cases  of  endometrial 
hyperplasia  with  or  without  polyps,  however, 
14,  or  20.3  per  cent,  recurred.  These  cases  are 
analyzed  in  Table  II.  Of  the  14  cases  in  which 
bleeding  recurred,  an  artificial  menopause  was 
induced  in  six,  five  by  hysterectomy,  and  one  by 
dilatation  and  curettage  and  radium  In  the 
remaining  eight  cases  a second  dilatation  and 
curettage  afforded  relief;  in  two  a third  pro- 
cedure was  necessary. 

In  the  sterility  group,  of  the  41  total  cases,  20, 
or  48.8  per  cent,  became  pregnant  on  an  average 
of  four  and  one-half  months  postoperatively, 
the  shortest  interval  being  one  month  and  only 
two  cases  requiring  over  one  year  (Table  I). 
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TABLE  II. — Recurrence  of  Bleeding  After  Dilatation  and  Curettage:  Treatment  and  Subsequent  Course 


Age 

Time  of 
Recurrence 

Treatment  of 
Recurrence 

Subsequent  Course 

24 

14  months 

Dilatation  and 
curettage 

Re-recurred  4 months  later. 
Decapsulation  normal  since 
with  2 pregnancies 

34 

4>/s  years 

Dilatation  and 
curettage 
Hysterectomy 

Regular  periods  for  2 years 

35 

Continued 

bleeding 

Menopause 

35 

7 months 

Dilatation  and 
curettage 

Regular  periods  l'/j  years 

36 

4 months 

Dilatation  and 
curettage 

Re-recurrence  15  months  later 
treated  by  third  curettage. 
Regular  periods  1 year 

36 

4 months 

Dilatation  and 
curettage 

Regular  periods  16  months 

39 

7 months 

Dilatation  and 
curettage 

Regular  periods  11  months 

41 

2 years 

Hysterectomy 

Menopause 

43 

4 years 

Dilatation  and 
curettage 

Regular  periods  2 years 

43 

1 year 

Hysterectomy 

Menopause 

44 

2 years 

Hysterectomy 

Menopause 

46 

l'/2  years 

Dilatation  and 
curettage 

Regular  periods  3 months 

47 

1 year 

Hysterectomy 

Menopause 

48 

1 year 

Dilatation  and 
curettage; 
radium 

Menopause 

There  was  no  great  difference  between  the  fibroid 
and  hyperplastic  groups  in  this  regard. 

Comment  and  Summary 

A study  of  126  cases  of  uterine  bleeding  or 
infertility  studied  by  hysterography  and  treated 
by  dilatation  and  curettage  is  presented.  Bleed- 
ing did  not  recur  in  any  case  of  submucous 
fibroids  treated  by  this  method,  although  it  did 
in  one  out  of  five  of  the  hyperplastic  group. 
Hence,  if  uterine  bleeding  can  be  demonstrated  to 
be  due  to  a pedunculated  submucous  fibroid,  a 
cure  is  reasonably  certain.  However,  if  the 
offending  lesion  is  endometrial  hyperplasia  or 
polyps,  the  patient  must  be  warned  of  the  pos- 
sibility of  recurrent  bleeding.  Approximately 


one  half  of  the  infertility  cases  in  both  groups 
became  pregnant  within  a relatively  short  time 
after  operation. 

Hysterography  by  its  precise  definition  of 
intrauterine  lesions  is  a useful  adjunct  in  the 
management  of  these  cases  and  will  often  obviate 
the  necessity  for  hysterectomy  and  allow  the 
removal  of  these  lesions  by  dilatation  and 
curettage. 

191  Ocean  Avenue 
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FUNCTIONAL  INDICxESTION 

In  1941,  a review  of  1,000  consecutive  cases  of 
irritable  colon  from  the  clinic  records  revealed  that 
prior  to  admission  302  operations  had  been  per- 
formed on  204  of  the  patients  without  producing 
any  change  in  individual  symptoms.  Procedures 
included  163  appendectomies,  38  operations  on  the 
biliary  tract,  and  38  on  the  pelvis.  The  reason  for 
quoting  this  report,  says  the  author,  is  that  ten 
years  later  the  same  situation  prevailed.  Disclaim- 
ing any  desire  to  de-emphasize  organic  conditions, 


he  feels  that  insufficient  attention  is  given  func- 
tional disorders  both  in  education  and  practice.  In 
the  experience  of  himself  and  his  associates,  the  most 
common  cause  of  chronic  abdominal  distress  is  the 
irritable  colon  syndrome.  This  may  simulate  any 
organic  disease  in  the  abdomen,  and  diagnosis  must 
be  made  by  the  process  of  exclusion.  The  author 
discusses  symptoms,  etiologic  factors,  and  treat- 
ment.— Everett  N.  Collins,  M.D.,  Pennsylvania 
Medical  Journal,  January,  1952 
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Departments  of  Pharmacology  and  Medicine,  Cornell  University 
Medical  College  and  New  York  Hospital 

'"THESE  are  stenographic  reports,  which  have  been  edited,  of  conferences  by  the 
members  of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  Univer- 
sity Medical  College  and  New  York  Hospital,  with  collaboration  of  other  departments 
and  institutions.  The  questions  and  discussion  involve  participation  by  members  of 
the  staff  of  the  college  and  hospital,  students,  and  visitors.  A selected  group  of  these  con- 
ferences is  published  in  an  annual  volume,  Cornell  Conferences  on  Therapy,  by  the 
Macmillan  Company. 


Problems  in  Treatment  of  the  Atomic  Casualty 


Dr.  George  Reader:  Today  we  have  with 
us  Colonel  Hartgering,  representative  of  the 
Army  Medical  Corps.  He  has  come  here  from 
Washington  to  brief  us  on  the  effects  of  the  atomic 
bomb  and  the  countermeasures  to  be  taken 
against  them.  Colonel  Hartgering  will  discuss 
primarily  the  treatment  of  atomic  casualties. 

Lieutenant  Colonel  James  B.  Hartgering: 
Dr.  Reader  has  asked  me  to  discuss  the  therapy 
of  casualties  resulting  from  an  atomic  explosion. 
I will  discuss  briefly  the  therapeutic  problems  in- 
volved, the  research  presently  being  done,  and 
those  fields  in  which  more  research  work  is  in- 
dicated. In  order  to  understand  the  clinical 
problems  we  must  have  an  appreciation  of  the 
casualty-producing  effects.  Unfortunately,  there 
is  still  a great  deal  of  misunderstanding  about  an 
atomic  explosion. 

When  we  talk  about  the  detonation  of  a bomb 
releasing  the  energy  equivalent  of  twenty  thou- 
sand tons  of  TNT,  individual  reactions  vary 
widely.  A few  have  no  conception  of  the  forces 
involved  in  such  an  explosion  and  tend  to  mini- 
mize its  effects,  but  most  go  to  the  opposite  ex- 
treme, feeling  that  an  atomic  explosion  would 
lead  to  such  a disaster  that  it  is  hopeless  even  to 
consider  treatment  of  the  inevitable  casualties. 
Both  conclusions  are  obviously  unsound.  We 
can  analyze  rationally  the  medical  problems  in- 
volved and  consider  constructively  the  problems 
we  may  face  in  the  event  an  atomic  bomb  is 
detonated  over  one  of  our  cities. 

As  you  all  know,  an  atomic  explosion  produces 
casualties  by  three  types  of  action:  blast,  ther- 
mal radiation,  and  ionizing  radiation. 

Blast  injury  may  be  primary  or  secondary.  An 
atomic  explosion  such  as  those  seen  in  Japan  pro- 
duces overpressures  in  the  order  of  50  pounds  per 
square  inch  directly  beneath  the  burst.  Our 


best  evidence  indicates  that  in  order  to  injure  a 
man,  at  least  100  pounds  per  square  inch  over- 
pressure is  necessary.  This  was  borne  out  in 
Japan  by  the  fact  that  relatively  few  cases  of 
ruptured  ear  drums  or  other  evidence  of  direct 
blast  injury  were  found  among  the  survivors. 
Thus,  primary  blast  is  not  a serious  casualty- 
producing  effect. 

The  secondary,  or  indirect  blast  effects,  how- 
ever, accounted  for  a large  percentage  of  the 
Japanese  casualties.  Secondary  missiles  due  to 
collapsed  buildings  and  flying  debris  will  cause 
large  numbers  of  lacerations,  fractures,  and  other 
traumatic  injuries.  After  the  Japanese  ex- 
plosion, the  hospital  records  indicated  very  few 
such  casualties.  The  explanation  turned  out  to 
be  quite  simple.  The  Japanese  were  so  stunned  by 
the  situation  that  they  made  no  attempt  to  rescue 
the  injured.  Large  fires  developed  in  both 
Japanese  cities,  and  those  individuals  unable  to 
walk  away  were  burned  to  death.  With  proper 
rescue  work,  there  will  no  doubt  be  a large  number 
of  emergency  traumatic  casualties  to  be  taken 
care  of  in  the  first  twenty-four  hours.  But  there 
will  be  nothing  peculiar  to  those  types  of  casual- 
ties nor  new  principles  involved  in  therapy. 

The  thermal  radiation  effects  result  from  the 
tremendous  heat  emitted  by  the  “fireball.” 
The  fireball  reaches  temperatures  several  times 
hotter  than  the  sun  for  a brief  instant,  and  the 
resultant  heat  causes  severe  flash  burns.  In 
Japan,  such  burns  were  seen  as  far  as  two  miles 
from  ground  zero.  These  flash  burns  are  similar 
to  those  seen  in  industry  as  a result  of  gasoline 
explosions.  Flash  burn  casualties  were  very 
numerous  in  Japan.  The  people  were  out  in  the 
streets  because  the  air  raid  warning  system  had 
signaled  the  all  clear.  With  adequate  warning, 
there  should  be  very  few  flash  bum  casualties,  as 
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any  kind  of  shielding  will  protect  an  individual 
from  the  thermal  radiation.  An  individual  must 
be  in  line  of  sight  of  the  explosion  to  get  a flash 
burn . In  addition  to  the  flash  burns,  the  Japanese 
suffered  a large  number  of  ordinary  fire  burns. 

The  treatment  of  burns  wifi  present  a real 
problem.  Obviously  our  usual  methods  of  in- 
dividualized care  cannot  be  applied  to  forty-odd 
thousand  burns  at  once.  A great  deal  of  research 
has  been  done  in  an  attempt  to  understand  some 
of  the  basic  problems,  but  little  real  progress 
has  been  made.  Incidentally,  the  Surgeon 
General  of  the  Army  has  adopted  a standard  burn 
dressing  consisting  of  a large  pad,  19  by  24  inches, 
which  is  composed  of  a series  of  layers  of  cotton 
and  cellulose.  This  pad  can  be  wrapped  around 
an  extremity  or  used  to  cover  large  areas  of  the 
body  simply  and  quickly.  One  effective  way  of 
handling  a large  number  of  burn  casualties  is  to 
provide  a simple,  easy-to-apply  dressing  and  then 
evacuate  the  patient  to  adequate  medical  facil- 
ities. 

The  third  casualty-producing  effect  of  the 
bomb  is  ionizing  radiation.  This  is  the  one  effect 
which  makes  the  bomb  different  from  all  other 
weapons.  Approximately  15  per  cent  of  the 
deaths  in  Japan  were  due  to  ionizing  radiation. 
As  you  know,  when  a nuclear  explosion  occurs, 
neutrons,  gamma  rays,  and  alpha  and  beta  par- 
ticles are  released.  From  an  immediate  casualty 
viewpoint,  however,  only  the  gamma  rays  rep- 
resent a significant  problem.  After  an  air  burst, 
such  as  occurred  in  Japan,  the  gamma  radiation 
is  emitted  over  a period  of  ninety  seconds.  De- 
spite popular  misconceptions,  there  is  no  reason 
why  rescuers  could  not  immediately  enter  the 
bombed  area.  There  is  no  significant  residual 
radiation.  An  explosion  under  water,  such  as  the 
second  Bikini  burst,  of  course,  presents  a different 
problem,  with  lingering  radioactivity. 

The  first  two  effects,  blast  and  thermal  radia- 
tion, accounted  for  85  per  cent  of  the  deaths 
in  Japan,  and  radiation  accounted  for  15  per 
cent.  The  treatment  of  blast  and  thermal 
casualties  involves  no  new  principles  but  rather 
will  require  disaster  type  therapy  with  subse- 
quent evacuation  to  nearby  medical  facilities. 
The  radiation  casualty  presents  a new  problem. 
I wish  I could  give  you  some  definite  recom- 
mendations for  the  treatment  of  such  a casualty, 
but  at  this  time  all  we  are  able  to  do  is  give  you 
an  indication  of  the  types  of  research  and  some  of 
the  conclusions. 

The  first  question  to  be  settled  is  how  much 
radiation  does  it  take  to  produce  a casualty? 
Individual  variation,  as  in  all  other  fields  of 
medicine,  is  readily  apparent  when  we  consider 
that  some  may  die  from  as  little  as  250  r,  while 
on  the  other  hand,  there  are  Japanese  who  ap- 


parently survived  over  1,000  r.  An  exposure  of 
450  r is  usually  considered  capable  of  killing 
half  the  population. 

Research  has  been  directed  at  both  an  attempt 
to  understand  the  basic  principles  involved  in 
radiation  injury  and  an  attempt  to  find  some 
agent  that  will  alter  the  radiation  syndrome  when 
given  either  before  or  after  the  exposure. 

In  animals,  as  well  as  in  man,  depending  upon 
the  dosage,  the  radiation  syndrome  is  character- 
ized by  nausea,  vomiting,  some  diarrhea,  an- 
orexia, anemia,  thrombocytopenia,  leukopenia, 
and  fever.  The  Japanese  who  died  in  the  first 
two  weeks  developed  a steplike  rise  in  tempera- 
ture with  death  occurring  in  a delirium.  Those 
who  lived  from  three  to  six  weeks  developed,  in 
addition,  epilation,  purpura,  and  severe  necrotiz- 
ing lesions  similar  to  those  seen  in  agranulocy- 
tosis and  the  aplastic  anemias. 

Many  theories  have  been  advanced  to  explain 
the  biologic  effect  of  ionizing  radiations,  but  the 
mechanism  is  still  unknown.  The  basic  princi- 
ples probably  involve  some  complicated  cyto- 
chemical  response  involving  the  normal  cellular 
metabolism.  When  the  actual  mechanism  is 
discovered,  we  will  have  a logical  basis  for  ther- 
apeutic recommendations.  Up  to  now  research 
has  attempted,  rather  empirically,  to  find  an 
agent  or  a combination  of  agents  which  will  alter 
the  radiation  syndrome. 

Antibiotics  have  been  studied  extensively  be- 
cause one  of  the  constant  findings  at  autopsy  is 
widespread  bacterial  invasion.  Initial  research 
sometimes  showed  dramatic  results  with  anti- 
biotic therapy,  particularly  aureomycin.  For 
example,  in  1949  work  at  the  University  of 
Rochester  and  Walter  Reed  Army  Hospital 
showed  that  dogs  treated  with  aureomycin, 
either  before  or  within  the  first  twenty-four  hours 
after  radiation,  did  not  develop  the  diarrhea  and 
secondary  bacteremia  seen  in  the  controls.  The 
mortality  of  a dose  of  radiation  could  be  reduced 
from  80  per  cent  to  20.  At  that  time,  there  was 
some  indication  that  a specific  factor  was  present 
in  aureomycin  in  addition  to  the  antibacterial 
effect.  However,  recent  work  at  the  Univer- 
sity of  Rochester  has  not  shown  similar  bene- 
ficial effects.  The  treated  animals  in  this  recent 
series  did  not  do  much  better  than  the  controls. 
Other  antibiotics,  when  subjected  to  adequately 
controlled  experiments,  have  not  proved  partic- 
ularly beneficial. 

Other  investigators  are  trying  to  protect 
against  radiation  by  shielding  various  body  areas. 
Jacobson  has  found  that  lead  shields  covering 
only  the  spleen  of  rats  will  enable  the  animals  to 
survive  otherwise  fatal  doses  of  total  body  radia- 
tion. Further,  he  foqnd  that  if  the  spleen  of  an 
animal  so  shielded  is  removed  within  seventy-two 
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hours  following  radiation,  the  animal  will  die.  If 
splenectomy  is  delayed  until  after  this  critical 
seventy-two-hour  period,  death  does  not  follow. 
The  mechanism  is  not  readily  apparent,  but  prob- 
ably a humoral  mechanism  is  involved.  Re- 
cently Lorenz  has  shown  in  rats  that  bone  mar- 
row extracts  from  nonirradiated  animals  will 
protect  against  radiation  effects.  Work  at  the 
Naval  Radiological  Defense  Laboratory  with  a 
small  series  of  animals  indicates  that  “splenic 
juice”  from  immature  animals  also  offers  pro- 
tection. 

A number  of  other  agents  have  been  studied, 
but  in  most  cases  the  results  are  either  not  con- 
stant or  have  little  practical  value.  For  example, 
cystine  will  prolong  the  survival  time  of  irradiated 
animals  but  will  not  significantly  affect  the  mor- 
tality. 

Agents  which  reduce  the  metabolic  rate  ap- 
parently also  increase  the  animal’s  resistance. 
The  best  example  of  this  is  sodium  cyanide.  Or 
if  an  animal  is  in  an  atmosphere  of  5 per  cent 
oxygen  instead  of  the  normal  20  per  cent,  its 
resistance  is  increased.  The  importance  of  body 
temperature  is  equivocal.  Some  workers  say 
that  cold  animals  are  more  sensitive  to  radiation, 
but  this  is  not  a constant  finding. 

Today,  if  we  had  to  treat  radiation  casualties, 
the  therapeutic  regime  would  probably  include 
judicious  use  of  the  broad-spectrum  antibiotics  to 
fight  infection,  transfusions  if  the  hemoglobin  is 
below  80  per  cent,  and  of  course  rest,  good  dietary 
control,  and  nursing  care. 

The  question  may  come  up  as  to  the  diagnostic 
criteria  for  radiation  injury.  The  most  impor- 
tant are  nausea  and  vomiting  within  twenty- 
four  hours  of  exposure.  If  other  causes  can  be 
eliminated,  it  is  a good  indication  that  the  patient 
has  received  a significant  amount  of  radiation. 
After  forty-eight  hours,  the  blood  count  is  of 
paramount  importance.  Leukopenia  indicates  a 
large  amount  of  radiation  damage,  although  the 
degree  of  blood  change  will  not  necessarily  be  an 
index  of  the  amount  of  radiation  received  because 
of  great  individual  variations. 

Dr.  Reader:  Does  anyone  have  a question 
to  ask  Dr.  Hartgering? 

Dr.  Frank  C.  Ferguson:  I wonder  how 
long  radiation  remains  after  an  underwater  ex- 
plosion. Does  that  vary? 

Colonel  Hartgering:  That  depends  on 
numerous  factors,  principally  the  depth  of  water. 
The  radioactive  materials  formed  by  an  under- 
water burst  are  the  same  as  those  in  an  air  burst 
except  for  the  sodium  in  sea  water.  I have  read 
articles  discussing  the  effects  of  a hypothetic 
explosion  in  the  East  River  here  in  New  York 
City.  The  water  here  is  not  so  deep  as  at  Bikini, 
so  there  probably  would  not  be  as  large  a base 


surge,  and  consequently  the  residual  radiation 
problem  would  be  more  localized. 

Dr.  Harry  Gold:  How  long  did  you  say 
radiation  persisted  after  an  explosion  in  the  air? 

Colonel  Hartgering:  If  there  is  an  air 
burst,  there  is  no  significant  radiation  after  ninety 
seconds.  All  the  materials  are  caught  within  the 
atomic  cloud  and  rise  with  it.  At  an  altitude  of 
40  to  60  thousand  feet,  depending  on  atmos- 
pheric conditions,  the  cloud  disperses.  Even- 
tually the  fission  products  do  precipitate,  but  by 
that  time  they  are  dispersed.  Some  cows  fifty 
miles  away  from  the  Alamagordo  explosion  lost 
patches  of  hair  but  were  apparently  not  otherwise 
affected. 

Dr.  Gold:  If  a bomb  were  dropped  here, 
could  we  walk  around  the  streets  afterwards  with- 
out fear? 

Colonel  Hartgering:  There  need  be  no 
worry  about  radiation  whatsoever,  provided  the 
bomb  went  off  in  the  air.  That  has  been  a 
greatly  misunderstood  concept.  Within  800  to 
1,000  yards  of  a burst  there  will  be  some  induced 
radioactivity,  but  this  induced  radiation  will  not 
present  a hazard. 

Dr.  G.  Donald  Whedon:  I would  like  to 
mention  that  in  the  central  area  of  an  atomic 
blast  the  problem  is  not  radioactivity  but  getting 
through  the  rubble. 

Colonel  Hartgering:  Handling  the  debris 
will  be  one  of  our  biggest  difficulties  in  civilian 
protection.  We  will  have  to  clear  and  remove  it. 
Casualties  cannot  be  helped  if  they  cannot  be 
reached. 

Dr.  Ferguson:  Can  any  materials  protect 
against  the  radiation? 

Colonel  Hartgering:  Almost  anything  will 
help  if  there  is  enough  of  it.  Radiation  is  reduced 
approximately  50  per  cent  by  1 inch  of  steel,  3 
inches  of  concrete,  or  5 inches  of  earth  or  wood. 

There  were  Japanese  shelters,  normal  bomb 
shelters,  at  Nagasaki  well  within  the  1.000-vard 
range  of  theoretically  complete  destruction. 
The  people  in  those  shelters  were  not  injured. 

Dr.  Solomon  Garb:  Which  will  be  worse, 
having  a bomb  set  off  in  air  or  in  water? 

Colonel  Hartgering:  That  is  really  a 

choice  of  evils.  A water  burst  will  greatly  in- 
crease the  radiation  hazard,  but  the  water  will 
dampen  the  blast  effect  and  will  largely  elim- 
inate the  thermal  radiation. 

Dr.  Ward  D.  O’Sullivan:  What  propor- 
tions of  the  atomic  casualties  were  due  to  irra- 
diation, to  burns,  and  to  other  effects? 

Colonel  Hartgering:  Eighty-five  per  cent 
of  the  casualties  in  Hiroshima  and  Nagasaki 
were  due  to  the  blast  and  thermal  effects  and 
15  per  cent  to  radiation.  Many  people  had  all 
three  effects.  The  importance  of  these  figures 
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lies  in  the  fact  that  even  if  there  were  no  radia- 
tion, if  the  equivalent  20,000  tons  of  TNT  were 
exploded  instead  of  an  atom  bomb,  85  per  cent  of 
the  people  would  still  have  died. 

Dr.  O’Sullivan:  In  other  words,  then, 
radiation  causes  the  fewest  casualties,  and  the 
treatment  of  even  those  casualties  will  not  be  an 
immediate  need  since  there  is  a latent  period  be- 
fore symptoms  appear.  The  immediate  problem 
will  be  ordinary  care  of  the  common  types  of 
burn  and  blast  injuries. 

Colonel  Hartgering:  That  is  absolutely 
| true  and  exactly  the  point  we  want  to  get  across. 
Except  for  the  problem  of  radiation,  the  effects 
of  an  atomic  explosion  will  be  essentially  the 
same  as  the  results  of  the  bombing  in  London 
during  the  last  war.  There  may  be  many  more 
casualties  per  square  mile,  but  the  basic  problems 
i of  treatment  will  be  the  same. 

Dr.  Garb:  Does  radiation  affect  the  healing 

of  ordinary  wounds? 

Colonel  Hartgering:  Probably  not.  Re- 
search indicates  that  an  animal’s  wounds  may 
completely  heal,  but  then  the  animal  will  later 
die  of  radiation  injury.  However,  if  the  full 
effects  of  the  radiation  are  present  before  a 
wound  heals,  in  most  cases  an  ulcerative,  gan- 
grenous lesion  will  develop.  This  emphasizes 
the  necessity  for  early  definitive  wound  care. 

Dr.  Paul  Reznikoff:  Have  any  latent  ef- 
fects of  radiation  appeared  in  Hiroshima  and 
Nagasaki? 

Colonel  Hartgering:  As  you  know,  the 
Atomic  Bomb  Casualty  Commission  is  conduct- 
ing a long  time  follow-up.  To  this  date  the  only 
significant  positive  findings  have  been  an  in- 
creased number  of  cataracts  and  an  apparent  in- 
crease in  leukemia. 

Intern:  Was  there  no  increase  in  tumors  or 
aplastic  anemia? 

Colonel  Hartgering:  Thus  far  there  has 
been  no  evidence  of  those. 

Dr.  Joseph  Reilly:  Are  there  any  data  on 
the  effects  of  radiation  on  pregnant  women  or  on 
children  born  soon  after  the  explosion? 

Colonel  Hartgering:  Women  who  were 
pregnant  and  who  got  a significant  amount  of 
radiation  all  aborted  within  a relatively  short 
period  of  time,  that  is,  within  a month.  Then 
they  had  amenorrhea  for  about  six  months.  But 
at  the  end  of  this  time  they  began  to  return  to 
normal,  and  in  the  years  following  none  of  them 
had  any  complaints  which  were  referable  to  the 
radiation.  All  the  children  who  were  born  since 
that  time  have  been  perfectly  normal. 

There  is  no  sterility  hazard  in  an  atomic  bomb 
explosion,  contrary  to  what  is  printed  in  the 
papers.  As  you  know,  it  takes  something  in  the 
neighborhood  of  400  to  600  roentgen  units  to 


sterilize  permanently  an  individual.  If  a person 
receives  this  much  total  body  radiation  he  is  prob- 
ably going  to  die,  and  there  is  then  no  sterility 
problem. 

Dr.  Thomas  Rigney:  We  were  told  at 
Brookhaven  that  after  radiation  not  only  would 
formation  of  new  antibodies  be  blocked  but  that 
pre-existing  ones  would  be  destroyed.  Keeping 
that  in  mind,  would  you  recommend  a mass  im- 
munization of  the  population? 

Colonel  Hartgering:  There  is  some  ques- 
tion about  the  desirability  of  immunization.  In 
addition  to  what  you  have  said,  there  is  work  in- 
dicating that  following  radiation,  immunization 
with  any  antigen  adversely  affects  the  morbidity 
and  mortality.  Furthermore,  irradiated  animals 
seem  to  have  a higher  incidence  of  transfusion 
reactions.  We  certainly  cannot  come  to  any 
final  conclusion  now  in  regard  to  the  advisability 
of  immunization. 

Dr.  Whedon:  In  regard  to  treatment  of 
radiation,  I read  something  to  the  effect  that  bed 
rest  would  be  beneficial.  This  article  suggested 
that  everyone  exposed  to  radiation  and  develop- 
ing vomiting  in  the  first  few  days  should  be  im- 
mobilized, even  though  all  symptoms  disap- 
peared. There  is,  of  course,  a latent  period  of 
five  to  ten  days  before  the  serious  secondary 
effects  of  radiation  appear.  Is  there  anything  to 
this  idea  of  immediate  rest? 

Colonel  Hartgering:  The  basis  for  that 
statement  is  research  done  in  animals.  Rats 
were  given  lethal  amounts  of  radiation  and  then 
forced  to  swim  for  long  periods.  Those  rats 
died  faster  than  others  allowed  to  choose  their 
own  activity.  It  was  therefore  concluded  that 
exercise  was  harmful.  Some  doubt  of  this  has 
arisen  recently.  Other  experiments  using  an 
exercise  wheel  as  the  means  of  forced  activity 
do  not  show  significant  changes  in  the  mortality 
or  the  survival  time  unless  severe  exhaustive 
exercise  is  performed. 

In  general,  rest,  as  in  any  other  illness,  would 
do  no  harm  and  might  be  beneficial.  But  rest 
cannot  be  carried  to  extremes.  It  just  wouldn’t 
be  possible  to  tell  everyone  in  a bombed  area  to 
go  to  bed  and  stay  there.  Any  casualty  still 
able  to  walk  might  have  to  care  for  himself,  Re- 
cause  there  would  be  too  many  others  who 
couldn’t  walk.  Transportation  would  be  a prob- 
lem. During  the  latent  period  the  casualty 
might  have  to  take  himself  to  food  and  shelter. 
Japanese  soldiers  marched  during  this  interval. 
One  battalion  received  lethal  radiation.  The 
troops  all  vomited  the  first  day,  but  one  day 
later  they  marched  twenty  miles  under  full  packs. 
The  records  show  they  accomplished  the  march, 
but  they  eventually  died.  • 

Intern:  How  do  other  antibiotics  compare 


1804 


CORNELL  CONFERENCES  ON  THERAPY 


[N.  Y.  State  J.  M. 


with  the  usefulness  of  aureomycin  in  the  treat- 
ment of  radiation  sickness? 

Colonel  Hartgering:  Penicillin,  chloram- 

phenicol, and  streptomycin  have  all  been  tried. 
They  helped  somewhat,  due  to  their  antibiotic 
actions.  Even  the  sulfonamides  are  of  benefit 
for  this  same  reason.  Secondary  infections  are 
quite  common  after  exposure  to  radiation.  For 
one  thing,  the  intestinal  mucosa  is  badly  dam- 
aged, so  that  invasion  may  occur.  Also,  bone 
marrow  activity  is  reduced,  and  powers  of  re- 
sistance are  less.  Originally  it  was  felt  that 
some  other  effect  besides  the  antibiotic  effect 
might  be  present  in  aureomycin,  but  recent  re- 
sults seem  to  deny  this  unless  we  wish  to  postu- 
late some  change  in  the  composition  of  aureo- 
mycin in  the  past  two  years. 

Dr.  Reznikoff:  I would  like  to  comment  on 
that  point.  It  may  not  be  necessary  to  postulate 
a new  mechanism  of  action  for  aureomycin. 
I have  two  studies  in  mind.  Dr.  Davis,  of  this 
institution,  showed  that  Bacterium  coli  organ- 
isms could  absorb  or  inactivate  large  amounts  of 
vitamin  Bi2.  Watson  and  Jukes  administered 
B12,  together  with  aureomycin,  to  some  patients 
with  pernicious  anemia.  This  vitamin  is  ordin- 
arily not  effective  when  given  orally  in  pernicious 
anemia,  but  these  patients  showed  a good  response 
to  the  combination  of  drugs.  Presumably  aureo- 
mycin indirectly  protected  the  vitamin  and  thus 
permitted  it  to  be  utilized.  A similar  situation 
may  occur  in  radiation  poisoning.  Aureomycin, 
by  means  of  its  antibiotic  activity  in  the  in- 
testine, may  allow  absorption  of  essential  thera- 
peutic substances. 

Dr.  Gold:  Should  you  start  treatment  im- 
mediately, even  though  there  may  be  no  symp- 
toms? 

Colonel  Hartgering:  If  there  is  clinical 
evidence  of  radiation  damage,  I feel  that  treat- 
ment should  be  started  as  soon  as  possible.  I 
believe  that  individuals  should  not  be  treated 
unless  there  are  symptoms  to  indicate  treatment. 
I do  not  think  everybody  should  get  aureomycin 
or  anything  else  just  because  they  may  possibly 
have  received  radiation. 

Dr.  Gold:  Well,  suppose  the  patient  did 
have  gastrointestinal  symptoms  and  therapy  was 
started.  How  long  would  you  continue  with  it? 

Colonel  Hartgering:  Until  he  was  well 
or  it  was  obviously  doing  no  good.  It  might 
have  to  be  given  for  many  weeks. 

Dr.  Reader:  How  do  you  give  aureomycin 
to  a patient  who  is  nauseated  and  vomiting? 

Colonel  Hartgering  : Interestingly  enough, 
when  we  manage  to  get  some  aureomycin  into 
irradiated  dogs,  they  stop  their  vomiting  and 
diarrhea.  A little  seeins  to  do  the  trick.  If  a 
small  amount  is  retained,  it  may  be  sufficient. 


Dr.  Kenneth  Nickerson:  Can  you  tell  us 
how  long  the  animals  that  were  treated  with 
aureomycin  were  observed  in  a postradiation 
state? 

Colonel  Hartgering:  There  are  some  dogs 
in  Rochester  that  have  been  observed  for  over  a 
year. 

Dr.  Nickerson:  The  reason  I ask  is  that 
there  is  quite  a list  of  things  which  will  increase 
the  survival  rate.  The  curious  feature  is  that 
they  will  all  lower  the  mortality  from,  let  us  say, 
50  per  cent  to  about  20  per  cent.  In  other  words, 
all  these  agents  come  out  at  the  same  salvage 
ratio. 

Another  point  I would  like  to  stress  is  that 
most  of  the  therapeutic  agents  are  effective  only 
if  they  are  started  before  radiation  is  given.  The 
only  exception  I know  of  is  sodium  cyanide. 
Even  this  is  of  academic  importance  only,  since 
it  must  be  given  within  the  first  minute  after 
radiation. 

Dr.  Gold:  How  long  after  exposure  are 
symptoms  of  a flash  burn  likely  to  present  them- 
selves? 

Colonel  Hartgering:  The  flash  burn  de- 
velops redness  and  vesiculation  in  a very  few 
minutes.  Such  tremendous  heat  is  given  off 
that  it  can  cause  burns  even  two  miles  away. 
But  almost  any  type  of  clothing  will  help  protect 
against  the  heat. 

Dr.  Richard  Karl:  Is  there  any  reason  to  be 
apprehensive  about  fresh  water  in  an  area  struck 
by  a bomb? 

Colonel  Hartgering:  If  it  is  an  air  burst, 
no.  Neither  will  there  be  any  problem  with  food 
which  has  been  canned  or  which  is  otherwise 
protected.  About  the  only  thing  that  could 
develop  radioactivity  is  the  sodium  in  salt,  but 
radioactive  sodium  has  a short  half-life  lasting 
two  weeks,  and  the  amount  anyone  would  ingest 
would  be  below  tolerance. 

An  explosion  in  water  would  be  a different 
situation,  but  it  should  not  cause  much  trouble 
with  water  supplies.  If  the  bomb  is  dropped  into 
freely  flowing  water,  such  as  a large  river,  most 
of  the  nuclear  fission  products  will  be  carried  off. 
Even  if  the  water  is  not  moving,  simple  dilution 
will  take  care  of  the  radioactivity  if  the  volume 
is  great  enough. 

Dr.  Nickerson:  I would  like  to  say  a few 
words  to  complement  the  remarks  about  the 
kind  of  dangers  we  may  expect. 

It  is  important,  as  has  been  emphasized,  to 
realize  that  the  radiation  aspects,  in  terms  of 
what  we  will  have  to  do  as  physicians,  are  not 
important.  It  does  not  follow  from  that,  how- 
ever, that  an  atomic  explosion  can  be  shrugged 
off  as  simply  another  disaster,  because  the  differ- 
ences in  degree  are  important. 
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Take  the  Cocoanut  Grove  night  club  fire  in 
Boston  of  a few  years  back.  There  were  about 
400  casualties  all  told,  occurring  in  a city  with 
some  of  the  finest  medical  centers  in  the  world. 
But  the  hospitals  were  swamped  with  this  load. 
Now  we  are  thinking  in  terms  of  at  least  400,000 
casualties.  Coupled  with  this  will  be  damage  to 
the  hospitals  and  disorganization  of  the  city. 
This  is  going  to  overwhelm  the  average  city, 
and  it  is  all  going  to  happen  perhaps  in  a few 
seconds. 

This,  I think,  is  the  essential  difference  between 
the  Cocoanut  Grove  fire  and  an  atomic  bomb. 
It  is  not  that  radiation  is  a problem.  It  isn’t, 
but  the  sheer  bulk  of  the  cases  which  will  be  pre- 
sented makes  this,  I think,  a unique  problem  in 
medical  history. 

Dr.  Reader:  Do  you  have  any  other  ques- 
tions? 

Dr.  Ferguson:  How  soon  after  radiation 
exposure  do  the  symptoms  present  themselves? 

Colonel  Hartgering:  That  depends  on  the 
dosage  received- and  individual  variation.  After 
a dosage  of  200  r there  may  be  nausea  and  vomit- 
ing within  a few  hours. 

Dr.  Nickerson:  What  is  the  basis  for  that 
statement? 

Colonel  Hartgering:  The  Japanese  people. 
The  first  symptoms  occurred  at  this  time.  How- 
ever, we  did  not  get  into  the  bombed  area  for 
several  weeks,  and  by  that  time  most  of  the 
people  were  pretty  hazy  about  their  position 
when  the  bombs  went  off  and  just  what  happened 
afterwards.  The  statistics  have  to  be  read  with 
considerable  caution. 

Dr.  Nickerson:  During  the  war  we  admin- 
istered up  to  120  r total  body  radiation  to  some 
patients.  These  people  had  cancers  with  some 
local  spread  but  without  any  generalized  met- 
abolic disturbances.  None  of  them  developed 
symptoms  within  the  first  week,  let  alone  the 
first  twenty-four  hours.  I would  be  inclined  to 


be  very  skeptical  about  the  cause  of  nausea  and 
vomiting  in  someone  who  had  only  200  units  of 
radiation. 

Colonel  Hartgering:  That  may  be  true. 
There  is  one  sidelight,  however,  which  some  con- 
sider important.  The  bomb  radiation  comes  in 
a period  of  ninety  seconds.  If  a man  is  given 
100  r in  ninety  seconds,  will  his  symptoms  be 
different  than  if  he  gets  it  over  an  hour?  We 
do  not  know  the  answer.  Intensity  will  prob- 
ably alter  the  reaction. 

Summary 

Dr.  Ferguson:  Colonel  Hartgering  may 
have  surprisecl  some  of  us  by  his  dismissal  of 
radiation  as  a serious  problem  in  atomic  bomb 
explosions.  He  has  stated  that  the  smallest  pro- 
portion of  casualties  is  due  to  radiation  and  that 
there  is  no  residual  radioactivity  after  an  air 
burst.  After  an  explosion  in  water  there  is 
lingering  radiation.  The  only  sequel  to  atomic 
explosions  in  humans  has  been  an  increase  in 
cataract  formation  and  a possible  increase  in 
leukemia.  On  the  basis  of  present  knowledge 
there  is  no  definitive  treatment  for  radiation 
sickness. 

The  direct  blast,  the  shock-wave  of  the  ex- 
plosion, is  only  effective  in  its  immediate  vicinity 
and  will  not  be  productive  of  significant  casual- 
ties. The  main  problem  to  be  faced  will  be  the 
care  of  ordinary  medical  problems,  burns  due  to 
thermal  radiation  and  secondary  fires  and  com- 
mon injuries  due  to  the  indirect  blast  effects. 
The  sheer  number  of  these  casualties,  in  the 
event  of  an  atomic  blast,  would  dwarf  all  past 
medical  experiences.  It  seems  clear  that  our 
old  methods  of  individualized  care  will  have  to 
be  discarded  in  the  event  of  an  atomic  attack.  No 
adequate  system  of  mass  therapy  has  been  de- 
veloped, and  there  lies  the  need  for  further  re- 
search. 


NEW  INDUSTRIAL  HEALTH  PLATTERS  AVAILABLE  JULY  15 


A new  series  of  electrical  transcriptions  on  indus- 
trial health  are  available  from  the  AMA’s  Bureau 
of  Health  Education  July  15  for  use  by  local  radio 
stations.  The  13  programs  in  the  series  point  up 
various  phases  of  the  industrial  health  field.  Sub- 
jects include:  eye  problems  in  industry,  the  aging 
worker,  the  handicapped  worker,  women  in  indus- 


try, occupational  disease  control,  alcoholism,  psy- 
chologic problems  of  the  worker  in  relation  to  super- 
vision, absenteeism  control,  off-the-job  time,  pro- 
tective clothing  and  plant  safety,  family  health,  the 
white  collar  worker,  and  control  of  air  and  water 
pollution.  Ben  Park,  noted  radio  and  television 
announcer,  narrates  the  'Series. 
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lV/TEDICINE  is  on  the  march,  constantly  search- 
1 ■*"  ing  for  something  new,  something  that  will 
alleviate  or  eradicate  the  ills  of  humanity.  To  the 
best  of  my  knowledge,  the  medical  profession  is 
the  only  one  that  is  striving  constantly  to  ruin  its 
own  business.  To  prove  this  statement,  one  only 
has  to  recall  the  diseases  which  have  all  but  dis- 
appeared or  have  been  brought  under  such  control 
that  their  names  no  longer  strike  terror. 

For  centuries  medicine  was  hamstrung  by  ignor- 
ance and  superstition.  Yet  as  early  as  500  B.C. 
we  find  the  glimmerings  of  science.  It  was  not, 
however,  until  about  the  fifteenth  and  sixteenth 
centuries  that  any  real  advances  stood  out.  Growth 
continued  slowly  for  the  next  two  hundred  years. 
At  the  middle  of  the  nineteenth  century  medicine 
was  still  largely  an  art  and  comprised  little  science. 

With  the  development  of  anesthesia  and  bacter- 
iology, progress  became  rapid.  By  the  beginning 
of  the  twentieth  century  tremendous  strides  had 
been  made.  Science  was  becoming  at  least  equal 
with  art  in  the  practice  of  medicine. 

Medical  education,  which  had  been  at  a low  level 
and  consisted  of  only  two  years  of  formal  training  in 
a medical  school  with  no  preliminary  training,  had 
now  advanced  to  four  years  of  medical  school  train- 
ing. Furthermore,  preliminary  college  training  was 
in  many  instances  required.  Medical  education  in 
the  United  States  still  remained,  with  few  exceptions, 
inferior  to  what  could  be  obtained  in  Europe. 

The  situation  began  to  improve  with  the  launching 
of  the  campaign  of  the  American  Medical  Associa- 
tion to  raise  the  standardsof  medical  education  in  this 
country.  The  Association  was  bitterly  attacked  in 
its  effort  to  eliminate  second  and  third  rate  schools 
and  diploma  mills.  In  1905  there  were  166  medical 
schools,  so-called,  in  the  United  States.  Now  we 
we  have  73  four-year  schools  and  six  two-year 
schools.  All  are  high  grade,  and  they  are  turn- 
ing out  at  the  present  time  more  graduates 
annually  than  did  the  166  schools  in  1905.  What  is 
even  more  important,  they  are  turning  out  well- 
trained  physicians,  which  was  not  the  case  with  the 
majority  of  the  schools  in  1905.  No  longer  is 
medical  education  inferior  here.  No  country  can 
boast  of  higher  standards. 

With  the  raising  of  the  standards  of  medical 
education,  research  became  stimulated  and  medical 
education  and  research  each  helped  the  other  to 
advance.  The  advances  in  physiology  and  bio- 
chemistry and  the  development,  of  microbiology, 
medical  physics,  and  immunology  raised  our  hori- 
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zons.  Suddenly,  medicine  found  that  it  was  no 
longer  largely  an  art  but  chief!}'  a science. 

The  advances  in  medicine  during  the  past  fifty 
years  have,  in  my  opinion,  been  greater  than  in  any 
other  similar  period,  and  the  advances  during  the 
past  one  hundred  years  have  been  greater  than  in  all 
preceding  history  put  together. 

These  advances,  however,  have  posed  certain 
problems.  No  one  individual  can  now  know  all 
there  is  to  know  about  medicine.  Medical  educa- 
tion has  lengthened  until,  at  present,  a student  must 
have  had  at  least  three  years  of  college  work,  four 
years  of  medical  school  training,  and  anywhere  from 
two  to  five  years  of  hospital  training  after  gradua- 
tion, or  a total  of  nine  to  twelve  years  after  grad- 
uation from  high  school.  This  factor  alone  has  re- 
sulted in  one  of  our  problems — an  unequal  dis- 
tribution of  physicians.  Physicians  who  have  spent 
that  length  of  time  in  training  will  not  settle  in 
communities  which  have  no  facilities  for  the 
practice  of  good  medicine.  Doubling  or  tripling  the 
number  of  physicians  will  never  solve  this  problem. 
It  will  be  solved  only  in  one  way,  and  that  is  by  the 
community  providing  the  necessary  facilities  to 
attract  physicians.  In  this  way  Kansas  has  been 
able  to  obtain  physicians  for  its  rural  areas. 

Because  of  the  increasing  part  science  plays  in 
medicine,  the  practice  of  medicine  has  become  more 
complicated  and  hence  more  expensive.  This  inter- 
poses another  problem — a financial  one  for  the 
patient.  In  this  connection  the  following  points 
should  be  taken  into  consideration: 

1 . The  greatest  increase  in  cost  is  in  diagnosis 
and  in  hospitalization. 

2.  Although  the  daily  cost  in  hospitalization  is 
at  least  double  what  it  was  twenty-five  years  ago, 
the  average  stay  in  hospital  for  any  specific  disease 
is  far  shorter.  For  example,  twenty-five  years  ago 
the  average  pneumonia  case  remained  in  the  hospital 
twenty-five  to  thirty  days.  Now  such  a case  would 
remain  probably  not  more  than  five  days.  The 
total  cost  to  the  patient  for  the  same  disease  is, 
therefore,  far  less  than  it  was  twenty-five  years  ago. 

3.  While  diagnosis  is  more  complicated  and  ex- 
pensive, it  is  more  accurate  and  more  can  be  done 
about  it.  The  patient  has  a greater  chance  of  re- 
covery, less  chance  of  complications,  and  can  look 
forward  to  a longer  life. 

The  medical  profession  can  do  much  to  lessen  the 
expense  to  the  individual  patient.  The  doctor  must 
not  send  the  patient  to  the  hospital  unless  hospitali- 
zation is  necessary  for  the  patient’s  welfare.  Once 
the  patient  is  in  the  hospital  he  must  not  order  pro- 
cedures which  are  not  necessary  for  the  patient  but 
only  time  savers  for  the  doctor.  The  majority  of 
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physicians  are  considerate  in  these  matters.  A few 
are  not,  and  the  actions  of  those  few  result  in  in- 
creased costs  to  the  majority.  Likewise  most  physi- 
cians are  considerate  in  their  charges  to  their 
patients.  They  adjust  them  to  the  ability  of  the 
patient  to  pay.  That  is  a time-honored  tradition  of 
the  medical  profession.  Unfortunately,  a few  physi- 
cians ignore  this  tradition  and  charge  exorbitant 
fees.  They  undo  all  the  good  that  thousands  of 
ethical  practitioners  do.  It  is  the  chiselers  about 
whom  the  public  hears. 

The  idea  of  grievance  committees  to  solve  such 
problems  is  excellent,  and  these  committees  should 
act  as  a two-way  street.  They  should  protect  both 
the  public  and  the  profession.  They  will  be  window- 
dressing,  however,  unless  they  ruthlessly  recommend 
disciplinary  action  against  those  members  of  the 
profession  who  refuse  to  abide  by  their  recommen- 
dations. Medical  societies  must  be  adamant  in 
carrying  out  these  disciplinary  recommendations. 
Any  physician  who  charges  an  outrageous  fee  and 
who,  after  having  been  directed  to  reduce  his  fee  to 
a reasonable  level,  refuses  to  do  so,  should  be  ex- 
pelled from  his  society.  Medical  societies  would 
have  to  expel  only  a few  racketeers  and  the  practice 
would  stop.  When  the  public  realizes  that  the 
profession  will  not  tolerate  chiseling,  the  standing  of 
the  profession  will  be  enhanced  immeasurably. 

The  great  development  in  medical  science  has 
resulted  in  specialization.  In  my  opinion  the  pen- 
dulum has  swung  too  far.  The  vast  majority  of 
disease  can  be  treated  by  the  general  practitioner, 
with  in  some  cases  reference  to  and  collaboration 
with  a specialist.  Probably  not  more  than  15  per 
cent  of  cases  require  the  full-time  services  of  a 
specialist.  I am  glad  to  say  that  recently  the  pendu- 
lum has  begun  to  swing  back.  General  practice  is 
the  keystone  of  the  arch  of  medicine.  One  of  the 
most  frequently  heard  complaints  has  been  about  the 
difficulty  of  obtaining  a family  doctor.  Should  the 
family  doctor  disappear  from  the  scene,  that  per- 
sonal relationship  and  trust  which  make  medicine 
such  a unique  profession  will  have  been  lost. 

Socioeconomic  problems  have  arisen  because  of 
the  higher  cost  of  medical  care.  Yet  the  cost  of 
medical  care  has  not  risen  as  much  as  the  general 
cost  of  living.  There  is  no  doubt,  however,  that  it 
has  brought  about  a financial  burden  for  many 
people.  That  the  prepayment  of  the  costs  of  illness 
is  here  to  stay,  there  can  be  no  doubt.  The  question 
to  be  decided  is  whether  that  prepayment  shall  be  on 
a voluntary  or  compulsory  basis.  Voluntary  plans  in 
this  country  have  had  an  unprecedented  growth. 
Slow  to  start  and  slow  to  develop,  because  there  was 
so  little  knowledge  of  what  was  required  and  of 
actuarial  studies,  they  have,  during  the  past  three 
years,  mushroomed.  It  seems  reasonable  to  believe 
that  during  the  course  of  the  next  three  or  four  years 
voluntary  insurance  will  be  available  to  all  who  need 
it  or  desire  it.  Voluntary  programs,  however,  must 
be  elaborated  to  provide  the  complete  answer.  They 
must  provide  coverage  for  those  over  sixty-five  and 
for  those  suffering  from  long  illness.  These  expan- 
sions are  in  the  process  of  development.  Those 
physicians  who  do  not  get  whole-heartedly  behind 
the  voluntary  program  are  either  wittingly  or  unwit- 
tingly aiding  those  who  favor  compulsory  insurance. 


Those  of  you  who  think  that  compulsory  health 
insurance  is  a dead  issue  in  the  United  States  are 
indulging  in  wishful  thinking.  The  immediate 
danger  is  in  abeyance  but  only  temporarily  so 
The  trend  to  socialism  in  this  country  is  definite,  and 
it  cannot  be  stopped  by  the  medical  profession  alone 
but  only  by  the  aroused  action  of  the  people  as  a 
whole.  There  is  too  little  interest  in  civic  affairs 
today  by  the  average  citizen.  The  medical  pro- 
fession has  been  woefully  lacking  in  its  respon- 
sibilities of  franchise,  although  other  professional 
groups  have  been  equally  remiss.  Freedom  is  a 
precious  thing,  but  it  can  be  lost  by  indifference  just 
as  surely  as  by  legislation  or  revolution.  Once  lost 
it  is  not  apt  to  be  regained. 

During  the  last  five  years  I have  had  the  privilege 
of  visiting  Europe  ten  times.  During  that  same 
period  I have  become  familiar  with  the  medical 
systems  of  most  of  the  countries  on  that  continent. 
In  not  one  single  country  have  the  plans  involving 
greater  participation  of  government  resulted  in  a 
bettering  of  medical  care,  and  in  many  these  plans 
had  resulted  in  a poorer  type  of  medical  care.  The 
medical  profession  in  many  of  these  countries  is  at 
constant  odds  with  the  government.  The  profes- 
sion is  ignored,  and  medical  matters  are  being 
decided  by  nonmedical  men. 

The  International  Labor  Organization  recently 
submitted  a questionnaire  on  the  status  of  medical 
care  to  the  various  member  governments,  of  which 
the  United  States  is  one.  The  World  Medical 
Association  has  found  not  one  bit  of  evidence  that 
any  government  consulted  any  national  medical  as- 
sociation concerning  the  provision  of  medical  service, 
at  the  time  when  answers  to  the  questionnaire  were 
being  prepared.  Next  June  the  I.L.O.  is  holding  an 
international  conference  at  which  will  be  discussed 
“Minimum  Standards  for  Social  Security.”  This 
will  include  medical  care  to  be  administered  under 
social  security.  There  will  also  be  a discussion  on 
possible  maximum  standards.  Was  any  effort  made 
to  obtain  the  opinions  of  the  practicing  profession 
on  this  subject?  Of  course  not. 

In  their  pamphlet  to  be  distributed  to  the  dele- 
gates attending  the  conference  there  is  appended  a 
report  of  a so-called  “expert  committee.”  This 
expert  committee  did  not  contain  a single  practicing 
physician.  The  makeup  of  the  committee  was  such 
that  one  could  have  foretold  the  report  before  it  was 
written.  In  this  report  the  committee  scoffed  at  the 
fee-for-service  system,  making  unjustifiable  slurs  on 
the  medical  profession,  stated  that  the  capitation 
system  was  little  better,  and  strongly  recommended 
a full-time  salaried  medical  service. 

Bear  in  mind  that  the  I.L.O. hopes  to  have  the  meet- 
ing adopt  a convention  which  will  be  submitted  to 
all  members  with  a recommendation  for  its  adoption 
by  each  country.  So  you  can  see  that  this  country 
is  under  attack  not  only  from  within  but  from  with- 
out. A week  ago  I was  in  Geneva  and  together  with 
three  other  officials  of  the  World  Medical  Associa- 
tion held  a conference  with  officials  of  the  I.L.O. 
We  asked  that  we  be  given  an  opportunity  to  see 
that  the  delegates  to  the  I.L.O.  convention  at  least 
be  given  information  as  to  the  opinions  of  those 
who  would  ultimately  have  to  deliver  the  medical 
care  under  any  system,  namely,  the  practicing  pro- 
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fession.  The  Secretariat  stated  that  it  was  not  able 
to  do  this.  The  World  Medical  Association  is  going 
to  see  that  all  countries  know  about  what  is  in  the 
offing  and  will  endeavor  to  see  that  the  delegates 
know  it  also. 

Two  of  the  organizations  which  are  fighting  to 
preserve  freedom  in  medicine  and  the  confidential 
relationship  between  doctor  and  patient  and  a high 
standard  in  medical  care  untrammeled  by  govern- 
ment interference  are  the  American  Medical  As- 
sociation and  the  World  Medical  Association.  Both 
deserve  your  support.  The  World  Medical  As- 
sociation is  the  only  international  organization 
which  can  speak  for  the  practicing  physician. 

Various  other  international  organizations  are 
making  a plea  for  membership  in  this  country. 
Except  for  the  purely  scientific  ones,  like  the  In- 
ternational College  of  Surgeons,  the  International 
Foundation  for  Poliomyelitis,  the  International 
Society  for  the  Welfare  of  Cripples,  and  the  various 
specialist  societies,  most  of  them  are  under  communist 
sponsorship.  They  have  high-sounding  titles  and 
refer  to  world  peace  as  one  of  their  objectives. 
Many  of  them  are  the  outgrowth  of  the  Stockholm 
Peace  Petition.  One  of  those  which  may  have 
tried  to  proselyte  you  lately  is  the  World  Congress 
of  Physicians,  which  has  headquarters  in  Rome.  It 
is  definitely  communist  sponsored.  Some  of  the 
names  listed  as  individual  sponsors  were  placed  on 
the  letterhead  without  their  knowledge  or  consent. 
I cannot  stress  too  strongly  the  dangers  which 
beset  not  only  the  medical  profession  but  the  nation 
itself  from  subversive  influences  both  at  home  and 
abroad. 

The  social  security  systems  in  Europe  are  striving 
constantly  to  expand.  Their  medical  plans  are 
going  more  and  more  heavily  into  the  red.  Not  one 
is  solvent.  A recent  report  rendered  the  World 
Medical  Association  states,  “If  medical  care  under 
social  security  is  established  according  to  party 
politics  and  theoretic  speculations  without  contacts 
with  those  who  must  serve  under  its  directives,  the 
system  may  appear  good  on  paper  and  to  the  unen- 
lightened and  yet  be  bad  for  all.  Under  such  cir- 
cumstances the  doctor  may  be  deprived  of  his 
freedom  and  the  patient  of  his  will  to  help  himself, 
thus  disturbing  the  personal  relations  between  them 
to  the  disadvantage  of  the  community.” 

History  shows  that  whenever  the  government 
gets  its  foot  in  the  door  of  medical  care,  there  is  more 
and  more  government  control,  more  regimentation, 
and  steady  deterioration  of  the  standards  of  medical 
care.  The  public  is  the  loser. 

Government  has  a place  in  medicine,  but  it  must 
stay  in  its  place.  The  medical  profession  is  ready 
to  cooperate  with  any  group  in  bringing  steadily 
improving  medical  care  to  all  the  people.  It  will 
not  be  sandbagged,  however,  into  approving  schemes 
which  have  failed  miserably  elsewhere. 

In  our  studies  in  the  World  Medical  Association, 
we  have  found  that  in  those  countries  which  do  not 
have  a strong  national  medical  association,  medical 
education  and  medical  care  are  at  a low  level.  The 
high  standards  of  medical  education  in  this  country 
are  due  directly  to  the  American  Medical  Associa- 
tion. Had  it  not  been  for  its  campaign,  already 


mentioned,  we  should  still  have  low-grade  schools. 
The  Association’s  Councils  on  Pharmacy  and 
Chemistry,  Foods  and  Nutrition,  and  Physical 
Medicine  and  Rehabilitation  have  made  it  possible 
for  the  physician  to  rely  on  products  and  devices 
which  have  stood  the  tests  of  searching  investiga- 
tions. The  public  has  been  the  beneficiary.  In  no 
other  country  has  the  national  medical  association 
had  the  beneficent  influence  on  medical  care  that  the 
A.M.A.  has  had.  The  whole  environment  of  med- 
ical practice  in  this  country  is  due  to  the  influence  of 
the  A.M.A. 

In  any  association  as  large  as  the  A.M.A.,  there 
are  bound  to  be  differences  of  opinion,  which  is 
healthy.  Any  organization  in  which  there  is  un- 
animity of  opinion  is  not  a useful  organization.  But 
we  must  remember  that  the  majority  rules,  and  the 
minority  must  play  along  until  it  can  convince  the 
majority  that  the  minority  is  right.  Work  from 
within  the  organization  and  not  from  without. 

For  the  future,  I suggest  that  we  may  look  for- 
ward to  extension  of  public  health  coverage  with 
participation  of  local  government  in  that  field,  ex- 
tension of  hospital  and  diagnostic  facilities  with 
perhaps  more  interlocking  with  large  medical  cen- 
ters, a better  balance  between  general  practice  and 
specialization,  extension  of  prepaid  hospital  and 
medical  care  insurance  on  a voluntary  basis,  and  the 
development  of  community  responsibility  in  health 
problems  with  all  agencies  interested  in  health  form- 
ing a community  health  council. 

Health  is  a community  affair.  It  involves  phy- 
sicians, dentists,  nurses,  pharmacists,  laboratory 
technicians,  government  health  departments,  volun- 
tary health  agencies,  social  welfare  workers,  and 
education  and  cooperation  of  the  general  public. 

Health  and  medicine  are  no  longer  individual 
affairs.  There  must  be  teamwork  among  all  in- 
dividuals and  agencies.  Each  has  his  proper  place 
in  the  team.  The  physician  must  be  captain  of  the 
team  and  lead  the  way  to  better  health.  No  longer 
can  he  devote  himself  entirely  to  so-called  curative 
medicine.  He  must  be  familiar  with  preventive 
medicine,  social  medicine,  and  medical  economics. 
He  must  educate  the  public.  No  one  can  take  his 
place  nor  offer  the  advice  nor  afford  the  leadership 
which  he  is  competent  to  provide. 

Finally,  I appeal  for  revitalization  of  our  county 
societies,  which  can  come  about  only  by  arousing 
members  in  their  responsibilities  and  interests. 
Those  of  you  who  are  active  must  stimulate  those 
who  are  not,  else  the  progress  of  medicine  will  cease. 
If  you  do  not  like  what  your  medical  society  is  doing, 
become  active  and  change  its  policies.  After  all, 
any  society  is  the  product  of  its  members. 

Think  in  terms  of  today,  not  yesterday.  Be 
progressive  not  reactionary.  Do  what  you  can  to 
keep  American  medicine  in  the  forefront  and  see 
that  everyone  gets  the  benefit  of  it.  Remember 
you  are  an  American,  than  which  there  is  no  prouder 
privilege.  Be  a forward  looking  physician,  but 
above  all  be  a citizen  who  is  interested  not  only  in 
welfare  of  medicine  but  in  the  welfare  of  his  country. 
You  have  rights  and  privileges  not  accorded  the 
citizens  of  any  other  nation.  Make  use  of  your 
rights  and  protect  your  privileges. 


1809 


Three  years  of  clinical  study  have 
established  the  efficacy  of  Histar  in 

Neurodermatitis 

Urticaria 

Papular  Urticaria 
Allergic  Rashes 
Allergic  Eczematous 
Dermatitis 
Atopic  Dermatitis 
Dermatitis  Venenata 
Psoriasis  with 

Allergic  Component 
Idiopathic  and  Secondary 
Pruritus  Ani,  Vulvae, 
and  Senilis 


On  prescription,  through  all 
pharmacies,  in  2 oz.  jars.  For 
dispensing,  in  1 lb.  jars  through 
supply  houses. 


• Hot  weather  increases  incidence  of  allergic  skin  reactions 
and  dermatoses  with  allergic  components. 

• Histar,  presenting  pyrilamine  maleate,  Merck,  (2%)  and  a 
unique  tar  extract  (5%)  in  a hydrophilic  base,  in  the  majority 
of  patients  produces  rapid  relief. 

• The  tormenting  itching  and  burning  stops  quickly  due  to 
the  histamine-neutralizing  and  anesthetic  action  of  pyrila- 
mine maleate. 

• Potent  decongestant  and  anti-inflammatory  action  of  the 
tar  component  improves  lymph  circulation  in  the  affected 
tissues,  lessens  edema,  initiates  resolution. 

• Greaseless  and  clean  in  application,  and  virtually  reaction- 
free,  Histar  should  be  gently  massaged  into  affected  areas 
three  or  more  times  daily. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue,  Cleveland  3,  Ohio 


THE  TARBONIS  CO. 

4300  Euclid  Ave.,  Cleveland  3,  Ohio 

You  may  send  me  literature  and  sample  of  Histar. 
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SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  May  14,  1952,  from  2:00  to 
3:40  p.m.  at  the  Hotel  Statler,  New  York  City. 
The  new  president,  Dr.  Edward  T.  Wentworth, 
greeted  the  Council,  referring  to  the  services  of  his 
predecessor  and  to  the  work  outlined  by  the  House 
of  Delegates  to  be  undertaken  by  the  Council. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  seven 
members  for  1952  because  of  illness;  for  two  mem- 
bers for  1951  and  for  19  members  for  1952  because 
of  service  in  the  armed  forces.  It  was  also  voted 
that  the  American  Medical  Association  be  requested 
to  remit  1951  dues  of  two  members  and  1952  dues 
of  12  members. 

The  secretary  reported  that  he  had  received  a 
visit  from  Mr.  Aubrey  Gates,  field  representative  of 
the  American  Medical  Association  Rural  Health 
Council ; that  he  had  conferred  regarding  an  oppor- 
tunity for  a general  practitioner  with  Mr.  Clarence 
Carpenter,  town  supervisor  at  Stephentown,  Rens- 
selaer County;  that  he  had  attended  several  com- 
mittee meetings,  including  those  of  the  Public  Rela- 
tions Committee  and  the  Cancer  Subcommittee  of 
the  Public  Health  and  Education  Committee;  and 
that  he  had  been  present  at  the  Middle  Atlantic 
States  Regional  Conference  and  at  meetings  of  the 
State  Charities  Aid  Association,  the  New  York 
County  delegates,  the  Planned  Parenthood  League, 
and  the  executive  committees  of  the  Third  and 
Fourth  District  Branches.  He  stated  that  the 
Third  District  Branch  meeting  would  be  held  in 
Albany,  Thursday,  September  18,  and  the  Fourth 
District  Branch  meeting  at  Plattsburg,  Thursday, 
September  25  (later  changed  to  November  5). 

The  report  was  approved. 

Communications. — 1.  Letter  dated  April  14, 
1952,  from  Dr.  George  Baehr,  chairman  of  the  Com- 
mittee on  Public  Health  Relations  of  the  New  A’ork 
Academy  of  Medicine.  He  stated  that  the  Acad- 
emy of  Medicine  agreed  that  the  proposed  basic 
science  law  would  not  be  in  the  public  interest.  He 
expressed  the  belief  that  cooperative  effort  of  inter- 
ested organizations  should  be  begun  immediately 
and  continued  until  the  next  legislative  session  in 
order  to  inform  legislators  of  the  inadvisability  of 
passing  such  a bill.  He  proposed  a meeting  of  rep- 
resentatives of  educational  and  scientific  organiza- 
tions to  plan  the  necessary  activities. 

After  discussion,  it  was  voted  that  a committee  be 
appointed  consisting  of  the  chairman  of  the  Pub- 
lic Health  Committee,  the  chairman  of  the  Pub- 
lic Relations  Committee,  and  the  chairman  of  the 
Legislation  Committee;  and  that  the  president 
be  empowered  to  add  others  if  he  desires,  with  in- 
structions from  the  Council  to  consult  with  any 
agency  interested  in  defeating  a chiropractic  bill 
and  take  whatever  measures  are  possible  at  the 
earliest  possible  moment. 

2.  Dr.  Wentworth  stated  he  had  a request  from 
the  Malpractice  Insurance  and  Defense  Board  for 
appointment  by  the  Council  of  their  Advisory  Com- 
mittees. 

The  Council  voted  to  approve  these  committees. 
The  T reasurer's  report  was  accepted. 


Report  of  the  Executive  Officer 

Dr.  Harold  B.  Smith  reported  that  a telegram 
had  been  sent  to  the  Ways  and  Means  Committee  of 
the  House  of  Representatives  in  support  of  the 
Keogh-Reed  Bill.  He  thanked  Dr.  Geis  for  his  help 
during  the  past  year  and  expressed  his  pleasure  at 
the  prospect  of  working  with  Dr.  Kenney. 

Reports  of  Committees 

Convention. — Dr.  Wentworth  read  a memor- 
andum from  Dr.  J.  G.  Fred  Hiss. 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  stated  that  it  was  hoped  the 
headquarters  would  be  moved  to  its  new  offices  by 
May  26. 

New  Business 
Annual  Meeting,  1953 

It  was  voted  that  the  Committee  on  Arrangements 
be  authorized  to  hold  the  next  Annual  Meeting 
in  Buffalo  at  the  Hotel  Statler,  the  second  week 
in  May. 

June  Council  Meeting 

It  was  voted  that  the  next  meeting  of  the  Council 
be  held  June  19,  rather  than  the  second  Thurs- 
day, on  account  of  the  meeting  of  the  American 
Medical  Association. 

Council  Executive  Committee  Meeting. — Dr. 

Wentworth  stated  that  Dr.  Kenney  had  suggested 
to  the  House  of  Delegates  that,  in  order  to  expedite 
the  work  of  the  Council,  a meeting  of  the  Executive 
Committee  be  held  each  month  before  the  Council 
meeting.  Routine  business  could  be  disposed  of 
at  this  meeting  and  preliminary  discussions  initiated. 
He  asked  if  there  were  any  objection. 

After  discussion,  it  was  decided  to  hold  a meeting 
of  the  Executive  Committee  at  four  o’clock  on 
Wednesday  afternoon,  June  18,  1952,  at  386 
Fourth  Avenue,  New  York  City. 

Appropriation  for  Reception  in  Honor  of  Dr.  Louis 
H.  Bauer. — Dr.  Wentworth  reminded  the  Council 
that,  at  the  forthcoming  meeting  of  the  American 
Medical  Association,  Dr.  Louis  H.  Bauer  would  be 
inducted  into  office  as  president.  He  suggested 
that  the  Council  request  the  Board  of  Trustees  to 
increase  the  appropriation  for  expenses  of  delegates 
to  the  American  Medical  Association,  since  it  had 
been  determined  that  an  addition  would  be  needed 
in  order  to  provide  a suitable  reception  in  honor  of 
Dr.  Bauer. 

It  was  so  voted. 

Appointments — New  York  State  Citizens  Health 
Council,  State  Society  Committees.— The  names  of 
Dr.  Wertz,  Dr.  Curphey,  Dr.  Winslow,  and  Dr. 
Kenney  were  submitted  as  the  representatives  to 
the  New  A’ork  State  Citizens  Health  Council  at 
Cazenovia  in  June. 

It  was  voted  to  confirm  these  appointments  and 
that  the  appointments  as  designated  by  the  presi- 
dent of  members  of  various  committees  be  ap- 
proved, and  that  he  be  granted  the  power  to  ap- 
point other  members  of  committees. 

(List  of  committees  will  be  published  with  sum- 
mary of  minutes  of  June  Council  meeting.) 
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Sergeant  Charles  Turner,  of  Boston,  Massachu- 
setts— Medal  of  Honor,  Korea.  On  September  1,  1950,  near  Yongsan,  Korea, 
Sergeant  Turner  took  over  an  exposed  turret  machine  gun  on  a tank.  Despite 
fifty  direct  hits  on  the  tank,  he  stayed  by  his  gun  and  destroyed  seven  enemy 
machine  gun  nests  before  he  was  killed. 

You  and  your  family  are  more  secure  today  because  of  what  Charles  Turner  did 
for  you. 

Sergeant  Turner  died  to  keep  America  free.  Won’t  you  see  that  America  stays 
the  land  of  peace  and  promise  for  which  he  gave  his  life?  Defending  the  things 
he  fought  for  is  your  job,  too. 

One  important  defense  job  you  can  do  right  notv  is  to  buy  United  States 
Defense*  Bonds  and  buy  them  regularly.  For  it’s  your  Defense  Bonds  that  help  keep 
America  strong  within.  And  out  of  America’s  inner  strength  can  come  power  that 
guarantees  security — for  your  country,  for  your  family,  for  you. 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  a 
personal  cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond-A-Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


*U.  S.  Savings  Bonds  are  De/ense  Bonds  - Bui/  them  regularly! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 


NECROLOGY 


Michael  George  Albert,  M.D.,  of  New  York  City, 
died  on  June  21  at  his  home  at  the  age  of  fifty-one. 
Dr.  Albert  received  his  medical  degree  from  the 
University  of  Lausanne,  Switzerland,  in  1948.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

S.  Potter  Bartley,  M.D.,  of  Brooklyn,  died  on 
June  10  at  the  Long  Island  College  Hospital  at  the 
age  of  sixty-two.  Dr.  Bartley  received  his  medical 
degree  from  the  Long  Island  College  Hospital 
Medical  School  in  1914  and  interned  at  the  Massa- 
chusetts General  Hospital  and  the  University  of 
Vienna.  Dr.  Bartley  served  in  the  U.S.  Navy 
Medical  Corps  during  World  War  I and  was  made  a 
Chevalier  de  la  Legion  d’Honneur  of  France  in 
recognition  of  his  services.  He  was  consulting 
surgeon  at  the  Kingston  Avenue  Hospital,  where  he 
was  chief  of  surgery  from  1929  to  1947,  and  was  also 
attending  surgeon  at  the  Long  Island  College 
Hospital,  chief  of  fracture  surgery  at  the  Long  Island 
College  Hospital  Outpatient  Department,  and  con- 
sulting surgeon  at  St.  Giles  Hospital. 

A Fellow  of  the  American  College  of  Surgeous, 
Dr.  Bartley  was  a member  of  the  Brooklyn  Surgical 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Edward  Brennan,  M.D.,  of  Buffalo,  died 
on  May  2 at  the  age  of  seventy-eight.  Dr.  Brennan 
received  his  medical  degree  from  the  Niagara 
University  Medical  School  in  1898.  He  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Anthony  L.  Celi,  M.D.,  of  Ozone  Park,  died  on 
June  9 at  the  age  of  forty.  Dr.  Celi  received  his 
medical  degree  from  the  University  of  Rome  in  1938 
and  opened  his  practice  here  in  1941.  He  was  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Bernard  Flynn,  M.D.,  of  Yonkers,  died 
on  June  7 in  St.  Joseph’s  Hospital,  Yonkers,  at  the 
age  of  seventy-one,  Dr.  Flynn  received  his  medical 
degree  from  the  Georgetown  University  Medical 
College  in  1903  and  interned  at  the  Denver  Hospital. 
During  World  Wars  I and  II  he  served  as  a member  of 
the  draft  boards  in  Yonkers.  He  was  formerly 
director  of  communicable  disease  treatment  for  the 
Yonkers  City  Health  Bureau.  Dr.  Flynn  was  a 
member  of  the  Yonkers  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  C.  Fulda,  M.D.,  of  Brooklyn,  died  on  May 
21  at  his  home  at  the  age  of  sixty-five.  Dr.  Fulda 


was  graduated  from  the  Columbia  University  College 
of  Physicians  and  Surgeons  in  1908. 

Melvin  Herrin  Fuller,  M.D.,  of  Gloversville,  died 
on  May  18  at  his  home  at  the  age  of  eighty-two. 
Dr.  Fuller  was  graduated  from  the  Syracuse  Uni- 
versity College  of  Medicine  in  1893  and  had  prac- 
ticed in  Gloversville  until  his  retirement  several 
years  ago. 

George  Abraham  Group,  M.D.,  of  North  Syra- 
cuse, died  on  May  18  in  St.  Joseph’s  Hospital, 
Syracuse,  at  the  age  of  fifty-nine.  Dr.  Group  was 
graduated  from  the  Syracuse  University  College  of 
Medicine  in  1919  and  interned  at  the  Massachusetts 
General  Hospital.  He  was  on  the  staff  of  the  Uni- 
versity and  Syracuse  Psychopathic  Hospitals, 
attending  physician  at  the  Syracuse  Dispensary  and 
the  City  Hospital,  and  an  official  of  the  Syracuse 
City  Health  Department.  Dr.  Group  was  a member 
of  the  Syracuse  Academy  of  Medicine,  the  Onon- 
daga County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Lewis  Grunfeld,  M.D.,  of  Brooklyn,  died  on  May 
29  at  the  age  of  fifty-one.  Dr.  Grunfeld  received 
his  medical  degree  from  the  University  of  Vienna 
in  1929.  He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Lazaros  Georges  Hadjopoulos,  M.D.,of  New  York 
City,  died  on  June  15  in  New  Haven,  Connecticut, 
at  the  age  of  sixty-six.  Born  in  Turkey,  Dr.  Had- 
jopoulos studied  at  the  Beirut  Medical  College  in 
Lebanon  and  received  his  medical  degree  from  the 
Cornell  University  Medical  College  in  1915.  He 
was  assistant  attending  bacteriologist  at  St.  Clare’s 
Hospital. 

Siegfried  Hirschfeld,  M.D.,  of  Brooklyn,  died  on 
June  19  at  his  home  at  the  age  of  fifty-two.  A 
native  of  Austria,  Dr.  Hirschfeld  received  his  medi- 
cal degree  from  the  University  of  Vienna  in  1926. 
He  was  a member  of  the  Brooklyn  Society  of  Internal 
Medicine,  the  Clinical  Society  of  the  New  York 
Diabetes  Association,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Myles  Wendell  Johns,  M.D.,  of  Utica,  died  on 
June  4 at  the  Memorial  Hospital  at  the  age  of 
seventy-four.  Dr.  Johns  received  his  medical  de- 
gree from  the  New  York  Homeopathic  Medical 
School  in  1903  and  interned  at  the  Metropolitan 
Hospital,  New  York  City.  During  World  War  I 
he  served  overseas  with  the  U.S.  Army  Medical 
Corps  and  as  an  x-ray  instructor  at  the  Army 
Medical  School  at  Cornell  University.  Dr.  Johns 
was  attending  roentgenologist  at  the  Oneida  County 
and  St.  Luke’s  Memorial  Hospitals,  both  in  Utica. 

[Continued  on  page  1814] 
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NOW 

A new  dosage  form  of  Bicillin,  the  new  penicillin  compound 

TABLETS 

BICILLIN* 

Benzethaci  I 

N.N'-dibenzylethylenediamine  dipenicillin  G 

• may  be  taken  without  regard  to  meals  or  fasting  state,  there- 
fore, contain  no  buffer 

• virtually  tasteless 

• may  be  administered  without  water 

• stable  36  months  (3  years)  at  room  temperature 

• provide  a salivary  penicillin  level  when  chewed 

• produce  blood  levels  comparable  to  Oral  Suspension  Bicillin 

Valuable  in  pneumococcal,  hemolytic  streptococcal,  staphylococcal  and  gono- 
coccal infections. 

Each  BICILLIN  tablet  contains  100,000  units  (approximately  100  mg.) 

N ,N  '-dibenzylethylenediamine  dipenicillin  G. 

SUPPLIED:  in  bottles  of  100  tablets. 

*Trademark 

y//£et/l  INCORPORATED,  PHILADELPHIA  2,  PA. 
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NECROLOGY 


(N.  Y.  State  J.  M. 


[Continued  from  page  1812] 

A Diplomate  of  the  American  Board  of  Radiology, 
he  was  a member  of  the  Radiological  Society  of 
North  America,  the  Central  New  York  Roentgen 
Ray  Society,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Marvin  Fisher  Jones,  M.D.,  of  New  York  City, 
died  on  May  26  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  at  the  age  of  sixty-three.  Dr. 
Jones  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1913  and  interned  at  the 
New  York  Post-Graduate  Hospital.  He  was  con- 
sulting otologist  at  the  New  York  Hospital;  direc- 
tor of  aural  surgery  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital;  consulting  otolaryngologist  at  the 
United  Hospital,  Port  Chester,  and  Goldwater 
Memorial  Hospital,  New  York  City;  consulting 
aurist  at  the  Fitkin  Memorial  Hospital,  Neptune, 
New  Jersey,  and  at  the  Tioga  County  General 
Hospital,  Waverly. 

A Fellow  of  the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology, Dr.  Jones  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  American  Otological  Society, 
the  New  York  Otological  Society,  the  New  York 
Otolaryngological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Henry  Lipsett,  M.D.,  of  Rochester,  died  on  May 
19  at  the  age  of  fifty-six.  Dr.  Lipsett  received  his 
medical  degree  from  the  University  of  Toronto  in 
1920  and  had  practiced  in  Rochester  until  his  retire- 
ment because  of  illness  in  1949.  He  was  a member 
of  the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Jesse  Fleet  Sammis,  M.D.,  of  New  York  City, 
died  on  June  22  at  New  York  Hospital  at  the  age  of 
seventy-one.  Dr.  Sammis  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1906  and  interned  at  Roosevelt  Hospital 
and  Sloane  Hospital  for  Women.  He  had  served  as 
head  of  the  pediatric  division  of  the  Vanderbilt 
Clinic  and  later  directed  the  pediatric  service  of  the 
New  York  Nursery  and  Child’s  Hospital.  He  was 
affiliated  with  New  York  Hospital-Cornell  Medi- 
cal Center  until  his  retirement  ten  years  ago. 


Waldron  A.  Steams,  M.D.,  of  Cherry  Plain,  died 
on  May  23  at  his  home  at  the  age  of  eighty-two. 
Dr.  Stearns  was  graduated  from  the  Albany  Medical 
College  in  1900  and  had  practiced  in  Schenectady 
for  many  years.  During  World  War  I he  served 
with  the  U.S.  Army  Medical  Corps  overseas. 


Anna  Harvey  Voorhis,  M.D.,  of  Mount  Vernon, 
died  on  June  9 at  the  age  of  eighty-five.  Dr. 
Voorhis  received  her  medical  degree  from  the 
Women’s  Medical  College  and  New  York  Infirmary 
in  1893  and  had  practiced  in  Yonkers  until  her  re- 
tirement nine  years  ago.  A former  president  of  the 
Women’s  Medical  Society  of  New  York  State,  Dr. 


Voorhis  was  a member  of  the  Yonkers  Academy  of 
Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Grosvenor  White,  M.D.,  of  Scarsdale,  died  on 
June  6 in  St.  Agnes  Hospital,  White  Plains,  at  the 
age  of  fifty-one.  Dr.  White  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1927  and  interned  at  Roosevelt  Hospital. 
He  was  director  of  pediatrics  at  St.  Agnes  Hospital 
and  president  of  its  medical  board,  consulting 
pediatrician  at  the  Cardinal  McCloskey  Home, 
White  Plains,  and  medical  director  of  St.  Christo- 
pher’s School,  Dobbs  Ferry.  Dr.  White  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Jesse  Wiener,  M.D.,  of  New  York  City, 
died  on  May  26  in  Miami  Beach,  Florida,  at  the  age 
of  fifty-eight.  Dr.  Wiener  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1916  and  interned  at  Mount  Sinai 
Hospital.  He  was  attending  physician  in  chest 
diseases  at  the  Hospital  for  Joint  Diseases,  New  York 
City;  consulting  physician  in  chest  diseases  at  the 
Rockawav  Beach  Hospital,  Queens,  and  attending 
physician  at  the  Sea  View  Hospital,  Staten  Island. 
Dr.  Wiener  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


William  Ray  Winne,  M.D.,  of  North  Syracuse, 
died  on  May  28  at  his  home  at  the  age  of  sixty-one. 
Dr.  Winne  was  graduated  from  the  Syracuse  Uni- 
versity College  of  Medicine  in  1917  and  served 
during  World  War  I with  the  LT.S.  Army  Medical 
Corps.  He  opened  his  practice  in  Cicero  in  1919 
and  in  1923  moved  to  North  Syracuse.  From 
1928  to  1940  he  served  as  coroner  for  Onondaga 
County.  Dr.  Winne  was  a member  of  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Abraham  Leo  Wolbarst,  M.D.,  of  New  York  City, 
died  on  June  3 in  Beth  David  Hospital  at  the  age 
of  seventy-nine.  Dr.  Wolbarst  was  graduated  from 
the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1898  and  had  practiced  in  New  York 
City  for  fifty  years.  He  was  consulting  urologist 
at  Beth  Israel  Hospital  and  had  been  an  associate 
editor  of  the  Journal  of  the  International  College  of 
Surgeons.  A Diplomate  of  the  American  Board  of 
Urology,  Dr.  Wolbarst  was  a member  of  the  Ameri- 
can Urological  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society-  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

James  Joseph  York,  M.D.,  of  Schenectady,  died 
on  June  4 in  St.  Clare’s  Hospital,  Schenectady,  at  the 
age  of  sixty-five.  Dr.  York  was  graduated  from 
Albany  Medical  College  in  1909.  He  was  attending 
pediatrician  at  the  Schenectady  City,  Eastern  New 
York  Orthopedic,  and  Ellis  Hospitals.  Dr.  York 
was  a member  of  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  7 95  7 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 
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tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 
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TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
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WOMAN  S AUXILIARY 

TO  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


Auxiliary  Names  Officers  for  1952-1953 


OFFICERS  for  1952-1953  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York  were  elected  at  the  annual  convention. 

Succeeding  to  the  office  of  president  is  Mrs. 
Harry  I.  Norton,  of  Rochester.  President-elect 
is  Mrs.  Thomas  M.  d’Angelo,  Flushing.  Other 
officers  include:  Mrs.  Arthur  L.  Bennett,  Buffalo, 
first  vice-president;  Mrs.  John  E.  Buettner,  Syra- 
cuse, second  vice-president;  Mrs.  Arthur  F.  Holding, 
Albany,  treasurer;  Mrs.  Albert  Vander  Veer  II, 
Albany,  recording  secretary,  and  Mrs.  Charles  I. 
Miller,  Rochester,  corresponding  secretary. 

Directors  include  Mrs.  Luther  H.  Kice,  Garden 
City,  honorary;  for  three  years — Mrs.  Harold 
B.  Johnson,  Buffalo,  and  Mrs.  Herman  Galster 
Scotia;  for  two  years — Mrs.  Hugh  G.  Henry, 
Germantown,  and  Mrs.  J.  Emerson  Noll,  Port 
Jervis;  for  one  year — Mrs.  William  J.  Lavelle, 
Astoria,  and  Mrs.  Alfred  L.  Madden,  Albany. 

Mrs.  Arthur  L.  Bennett,  Buffalo,  is  chairman  of 
the  district  councillors,  which  include:  District  I — 
Mrs.  John  Goller,  Staten  Island;  District  II — Mrs. 
Albert  M.  Biglan,  Central  Islip;  District  III — Mrs. 
John  J.  Noonan,  Watervliet;  District  IV — Mrs. 
Saul  Yafa,  Glens  Falls;  District  V — Mrs.  Bradford 
Golly,  Rome;  District  VI— Mrs.  William  Low, 
Johnson  City;  District  VII — Mrs.  Matthew  Fair- 
bank,  Rochester;  District  VIII — Mrs.  William 
Rennie,  Williamsville,  and  District  IX — Mrs. 
Walter  A.  Schmitz,  Middletown. 

Committee  chairmen  are  as  follows:  Mrs.  Leif 
Jensen,  Staten  Island,  archives;  Mrs.  Joseph  A. 


Zavisca,  Buffalo,  convention;  Mrs.  Adolph  H. 
Emerson,  Brooklyn,  Distaff;  Mrs.  Fred  G.  Jones, 
Utica,  finance;  Mrs.  Thomas  E.  Bullard,  Schuyler- 
ville,  historian;  Mrs.  Michael  Slovak,  Schenectady, 
legislation;  Mrs.  Willis  Travis,  Hyde  Park,  national 
bulletin;  Mrs.  Michael  M.  Schultz,  Hollis,  organiza- 
tion; Mrs.  Gerald  Cooney,  Syracuse,  parliamen- 
tarian; Mrs.  Bernard  Watson,  Clifton  Springs, 
Physicians’  Home;  Mrs.  Edward  1 Cummins, 
Cortland,  press  and  publicity;  Mrs.  K.  Wood 
Jarvis,  Oswego,  printing  and  supplies;  Mrs.  Harry 
F.  Pohlmann,  Middletown,  program;  Mrs.  Isadore 
Zadek,  Mount  Vernon,  public  relations;  Mrs. 
John  L.  H.  Mason,  Pulaski,  revisions;  Mrs.  Milton 
W.  Kogan,  Oswego,  recommendations,  and  Mrs 
Fred  T.  Cavanaugh,  Troy,  Today’s  Health. 

Special  committee  chairmen  are:  Mrs.  Norman 
S.  Moore,  Ithaca,  fall  conference;  Mrs.  Leif  Jensen, 
Staten  Island,  circulation  manager.  Distaff;  Mrs. 
Charles  Yarington,  Moravia,  clippings;  Mrs. 
Joseph  D’Errico,  North  Tonawanda,  endorsements; 
Mrs.  Louis  Harris,  Brooklyn,  Mrs.  Sheldon  Church, 
Albany,  and  Mrs.  Edward  Higgins,  Syracuse, 
medical  defense;  Mrs.  Raymond  Pieri,  Syracuse, 
State  fair;  Mrs.  Harold  B.  Johnson,  Buffalo, 
nominating;  Mrs.  Stanley  B.  Clark,  Fredonia, 
nurse  recruitment,  and  Mrs.  John  Dill,  Yonkers, 
voluntary  health  plans. 

The  advisory  board  for  the  Woman’s  Auxiliary 
includes  Dr.  Walter  W.  Mott,  White  Plains,  chair- 
man; Dr.  Carlton  E.  Wertz,  Buffalo,  and  Dr. 
Charles  D.  Post,  Syracuse. 


COUNTY  NEWS 


Onondaga  County 

Officers  of  the  Onondaga  County  Woman’s 
Auxiliary  were  installed  at  a luncheon  meeting  May 
21  at  the  Onondaga  Golf  and  Country  Club. 
These  included:  Mrs.  Raymond  J.  Pieri,  president; 
Mrs.  Jerome  Flatow,  president-elect;  Mrs.  Herbert 
Diaso,  first  vice-president;  Mrs.  Raymond  Fenner, 
second  vice-president;  Mrs.  Harold  Courtney, 
recording  secretary;  Mrs.  Herman  Dick,  assistant 
recording  secretary;  Mrs.  Thomas  Fahey,  corre- 
sponding secretary;  Mrs.  William  J.  Ryan,  assistant 
corresponding  secretary;  Mrs.  Charles  Bikle, 
treasurer,  and  Mrs.  Edgar  Neptune,  assistant 
treasurer. 

A report  of  the  benevolence  committee,  given  by 
Mrs.  A.  Carl  Hoffman,  chairman,  showed  that 
donations  of  $100  each  were  made  to  the  student 
nurse  funds  at  Crouse  Irving  Hospital,  University 
Hospital  of  the  Good  Shepherd,  Syracuse  General 
Hospital,  and  St.  Joseph’s  Hospital;  to  the  American 


Medical  Association  Medical  Education  Fund, 
and  to  the  Physicians’  Home. 

Guest  speaker  at  the  meeting  was  Dr.  Stuart 
Gerry  Brown,  professor  of  citizenship  and  American 
culture  in  the  Maxwrell  School  of  Citizenship, 
Syracuse  University,  whose  topic  was  “The  Prob- 
lem of  Europe.” 

Queens  County 

Officers  of  the  Queens  County  Woman’s  Auxiliary 
for  the  coming  year  were  installed  at  a luncheon 
meeting  in  Roslyn,  Long  Island,  on  May  1,  with 
Mrs.  Thomas  M.  d’Angelo  as  the  installing  officer. 

Mrs.  Gustin  Kiffney  will  serve  as  president,  and 
other  officers  include  Mrs.  Patrick  De  Canio,  presi- 
dent-elect; Mrs.  Ezra  Wolff,  vice-president;  Mrs. 
Sol  Axelrad,  recording  secretary;  Mrs.  Elias  Rubin, 
corresponding  secretary;  Mrs.  William  Flanagan, 
treasurer;  Mrs.  Charles  Tilley,  assistant  treasurer, 
and  Mrs.  John  Finnegan,  historian. 
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Pelifoime 

REG.  U.  S.  PAT.  OFF. 

FOOTWEAR 


MANHATTAN  34  WEST  36th  ST. 
BROOKLYN  288  LIVINGSTON  ST. 
FLATBUSH  843  FLATBUSH  AVE. 

Othei  Stores  Located  At: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR 

SHOE  ALTERATION  FOLDER 


OTHER 
J)J  ALTERATIONS 


Oboce 


BOTH  CAUSES  for  overeating  are  sup- : 

pressed  by  OBOCELL: 

1.  Obocell  suppresses  bulk  hunger  and 
creates  a sense  of  fullness  and 
satisfaction. 

2.  Obocell  curbs  the  appetite  and 
elevates  the  mood. 

Each  OBOCELL  tablet  contains: 

Methylcellulose 150  mg. 

Dextro-Amphetamine  Phosphate..  ..  5 mg. 

Supplied:  Bottles  of  100,  500,  1000  tablets.  \ 
Now  available:  OBOCELL  LIQUID 

i VJx.ll  'il'-r  /iv'A&jyi  i V > 


RWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


THE  - i -FOLD 
THERAPEUTIC  APPROACH 
TO  PEPTIC  ULCER 

RESMICON 


COMBINES  IN  I TABLET 


RESIN  — for  acid  adsorption 
and  pepsin  inactivation. 


GASTRIC  MUCIN  — a pro- 
tective shield  to  promote  heal- 
ing. 

Each  tablet  contains  anion  exchange  poly- 
amine resin  500  mg.  gastric  mucin  170  mg. 


LABORATORIES 
Chicago  1 1,  Illinois 

A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


. Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  JULY  15,  1952—23,107 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens  

Rensselaer . . . 
Richmond.  . . . 

Rockland 

St  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates. 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

A.  J.  Fleischer Bronx 

Ben  L.  Matthews . Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart. . . Lake  Placid 
William  A.  Gaspar. . . .Malone 
Kumjian  Durand . . . Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons . . . Lexington 
Harold  T.  Golden 

Herkimer 

E.  A.  Maxwell 


Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen. . . .Dansville 
Edward  G.  Hixson ....  Oneida 
Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  .Amsterdam 
J.  M.  Galbraith. . . .Glen  Cove 
G.  W.  McAuliffe . . . New  York 
Wilfrid  M.  Anna 


Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price. . .Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine ....  Oneonta 

A.  Vanderburgh Brewster 

F.  J.  Cerniglia ....  Forest  Hills 
Henry  C.  Engster Troy 

J.  K.  Lucey Staten  Island 

A.  S.  Moscarella . Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro ....  Schenectady 
Franz  Konta. . . Richmondville 
Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Hornell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurleyville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr. . .Kingston 

S.  L.  Edmunds. . . .Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit ....  Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore . . . Bronx 
N.  R.  Occhino. . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood . . . Auburn 
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vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


COSMETIC  HA V FEVER? 

Prescribe  UNSCENTED  AR-EX  Cosmetics 

When  perfumes  or  scented  cosmetics  cause  allergic  reactions  — prescribe 

UNSCENTED  AR-EX  COSMETICS.  Clinically  tested  to  meet  your  high  stand-  „ 

ards  Smart,  fashion-right  for  patient  acceptance.  All 

needed  beauty  aids.  Send  for  free  Formulary  IlHSCE^ 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL. 


AR-EX 

HYPO-ALLERGENIC 

Clinically  tested  on 
allergic  patients 
for  use  by 
allergic  patients 


ANNOUNCEMENT 

195  3 ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 


May  4 to  8 


HOTEL  STATLER,  BUFFALO 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson.  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


BRIGHAM  HaLL  HOSPITAL 

CANANDAIGUA,  NEW  YORK 

FOR  MENTAL  AND  NERVOUS  PATrENTS.  Alco- 
holism, addictions,  and  geriatric  patients  accepted. 
Modern  treatment,  scientific  and  individual,  in  a home- 
like atmosphere.  Moderate  rates.  Licensed  by  the  dept, 
of  Mental  Hygiene.  (See  also  our  advertisement  in  the 
Medical  Directory  of  N.  Y . N.  J..  and  Conn).  Address 
inquiries  to  FRANCIS  VV.  KELLY,  M.D.,  PkyjiciM-in-Ctorgi 


lilt.  BAItMlS  SAMTAIUI  M 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  For  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt  *Tel.  2-1631 


HOLBROOK  MANOR  NSG 

Five  Acres  oi  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4175 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AM1TYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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CLASSIFIED  PAGE 
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‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  1 1 7 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL-QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


Buy  Savings  Bonds 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1 .20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE 


Estate  in  liquidation  has  large  year  round  home  on  four  acre 
plot,  beautifully  landscaped,  with  300  ft.  frontage  on  water. 
Would  be  very  suitable  for  nursing  home  or  doctor’s  sani- 
torium.  Pictures  and  floor  plan  will  be  sent  on  request. 
Property  can  be  purchased  on  terms.  References  required. 
E.  Raynor’s  Sons,  Westhampton  Beach,  N.  Y.  Telephone 
Westhampton  1319. 


West  72nd  Street  Near  Riverside,  front  large  room,  any 
hours,  Reasonable,  En.  2-2899  mornings  or  write  Box  No.  553, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


At  low  bargain  prices:  Excellent  office  examining  and 

treatment  table,  cystoscopes,  Kerwin  lithotrite.  All  in  fine 
condition.  J.  D.  Olin.  M.D  , (retired  urologist)  227  Stone 
St.,  Watertown,  N.  Y. 


FOR  SALE 


NURSING  HOME  — Invalids  — Semi-Invalids — - Cardiac 
Elderly  people  and  general  convalescents,  Private 
and  Semi-private  rooms,  Licensed  for  24  patients. 
Completely  furnished,  Clientele  and  Good-Will  all 
for  $65,000.00  terms.  30  miles  N.  Y.  4-room  Cottage. 
Write  Sanford  Durland,  Chester,  N.  Y.,  for  details. 


Scarce,  out  of  print  books  located.  Foreign  our  specialty. 
Prompt  replies.  Inquiries  welcome.  Phil  Gross,  982  Leg- 
gett Ave.,  N.  Y.  C. 


OFFICE  FOR  SALE 


Midtown  New  York.  Fully  equipped.  Low  overhead. 
Contemplating  retirement.  Will  introduce.  Splendid  op 
portunity,  young  internist.  Box  543. 


FOR  RENT 


Modern  office  for  medical  doctor  in  new  bldg.  Wonderful 
opportunity.  Werner  Bldg.  Main  Street,  Florida,  N.  Y. 


FOR  RENT 


Offices  for  Specialist  on  Main  Thoroughfare,  Rockville 
Centre,  Long  Island.  Box  545,  N.  Y.  St.  Jr.  Med. 


FREEPORT-SHOWPLACE 


Exceptionally  well  built,  4 yr.  old,  center  hall,  8 rm.  colonial, 
large  corner  plot,  3 baths,  attached  2 car  garage,  fireplaces, 
2 fully  equipt.  kitchens,  master  bedrm.  down,  wall  to  wall 
carpeting,  oil  fired  hot  water  heat.  Excellent  for  professional 
use.  Stillwell  4-0258,  8 A.M.  to  5 P.M.  or  Freeport  9-8739 
after  7 P.M.  $33,000.  Principals  only. 


FOR  SALE 


Suitable  Doctor’s  Office-Living  Murray  Hill  (Park-Lex.) 
Private  House,  12  Rooms,  5 Baths,  Oil,  $45,000.  Murray 
Hill  5-8981 


WANTED 


Resident  Doctor,  for  small  community.  Property  avail- 
able. Can  arrange  financial  help  if  needed.  Good 
opportunity.  Contact  Ontario  Chamber  of  Commerce, 
Ontario,  New  York. 


FOR  RENT 


Seneca  Falls,  N.  Y.  Three  room  office,  well  equipped  and 
centrally  located.  Opportunity  for  general  practitioner  or 
dentist.  Contact  Mrs.  A.  Letellier.  145  Fall  St. 


OFFICE  FOR  RENT 


Psychiatrist’s  Office.  Partially  furnished.  Share  waiting 
room.  51  East  73rd  St.  $112.50.  Trafalgar  9-6037. 


OFFICE  TO  SHARE 


106  East  85th  St.,  off  Park  Ave.  Waiting,  examining  and 
consulting  room,  furnished.  Diagnostic  equipment  (fluo- 
roscope,  cardiograph,  diathermy,  basal  metabolism,  labo- 
ratory, etc.)  Secretary,  R.  N.  Available  mornings,  other 
hours  arrangeable.  Reasonable.  Phone  RHinelander  4-5291. 


FOR  RENT 


Williston  Medical  Center.  Superbly  located,  Hillside  Avenue. 
The  heart  of  town.  Nassau  county.  Long  Island.  Lim- 
ited amount  of  space  available  to  Specialists  only.  In- 
cluded among  the  present  tenants,  are  a clinical  lab., 
radiologist,  and  a number  of  specialists,  established  in  this 
area.  Exceptional  opportunity.  Pediatrician,  Dermatolo- 
gist, Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave., 
Williston  Park,  Long  Island.  Garden  City  7-7739.  Gar- 
den City  7-5180. 


LOCATION  WANTED 


Rural  practice,  preferably,  upstate.  Terms,  full  details  in 
first  letter.  Box  549,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


RADIOLOGIST  ....  completely  equipped  radiological 
offices  including  Deep  Therapy.  On  main  thoroughfare  in 
progressive  town  on  Long  Island.  Reasonable  rental.  Box 
511,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Brighton  Beach,  Brooklyn.  20  years  established  doctors 
office.  Fully  equipped.  Also  adjoining  4 room  apartment. 
Dr.  Morris,  SH-3-0177. 
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SNEEZING... 
RUNNING  NOSE... 


The  annoying  symptoms  of  hay  fever  disappear  promptly  with 

the  first  application  of  Neo-Synephrine  Thenfadil.  In  this  combination 

the  time-tested  dependable  decongestive  action  of  Neo-Synephrine  hydrochloride 

is  reinforced  by  the  highly  active,  well  tolerated  antihistaminic,  , 

Thenfadil  hydrochloride.  Relief  is  prolonged  and  is  obtained  consistently 
throughout  the  hay  fever  season. 


NEO-SYNEPHRINE"  THENFADIL" 


nasal  solutions  and  ielly 


Solution  containing  0.25  per  cent  Neo-Synephrine  hydrochloride  and  0.1  per  cent  Thenfadil 
hydrochloride  in  an  isotonic  buffered  aqueous  vehicle,  bottles  of  30  cc.  (1  fl.  oz.)  with 
dropper,  and  473  cc.  U6  fl.  oz.). 

Aromatic  Viscous  Solution  containing  0.5  per  cent  Neo-Synephrine  hydrochloride  and 
0.1  per  cent  Thenfadil  hydrochloride,  bottles  of  30  cc.  (1  fl.  oz.)  with  dropper. 

Jelly  containing  Neo-Synephrine  hydrochloride  0.5%  and  Thenfadil  hydrochloride  0.1%, 
tubes  of  % oz.  with  nasal  tip. 


New  York  18,  N.  Y.  Windsor,  Ont. 


Neo-Synephrine  and  Thenfadil,  trademarks  reg.  U.  S.  & Canada,  brand  of  phenylephrine  and  dethyiandiamine,  respectively. 


1824 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Gifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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massage . . 


tf 


an  indispensable  agency 

in  control  of  significant  features  of  many  disease  processes.”1 


As  “the  renaissance  in  physical  therapy  promises  that 
this  oldest  of  healing  arts  will  again  come  into  its 
own,”2  physicians,  nurses  and  physical  therapists  have 
become  increasingly  aware  that  the  lubricant  chosen 
may  be  a factor  in  the  success  of  massage  therapy. 


EDISON’S 

dermassaqe 


lotion  of  choice 

for  massage  and  bed  sore  prevention 
measures — now  with  antiseptic  value 

The  soothing,  emollient  character  of  Dermassage,  the 
protective  value  added  by  germicidal  hexachloro- 
phene  and  the  cooling  effect  of  menthol — these  com- 
bine to  make  Dermassage  a logical  aid  to  patient  skin 
care.  The  lanolin  and  olive  oil  content  lubricates  skin 
surfaces,  reduces  likelihood  of  cracks  and  irritation. 
Hexachlorophene  minimizes  the  risk  of  initial  infec- 
tion, gives  added  protection  where  skin  breaks  occur 
despite  precautions. 


' and  1 — "Massage  — Phys- 
iologic Basis,"  Arch.  Phy s Med- 
icine, March  19 45  Presented  as 
part  of  I nstruction  Course, 
Twenty-third  Annual  Session, 
Amer  Congress  ol  Phys  Med- 
icine, Cleveland,  1944. 


CLIP  THIS  CORNER 
to  your  LETTERHEAD 
for  a 

Liberal  Trial  Sample  of 
EDISONITE 

SURGICAL  CLEANSER 

Instruments  tome  spotlessly 
dean  and  film-free  after  a 
10-to-20  minute  immersion  in 
Edisonite’s  probing  "chemical 
fingers"  solution.  Harmless  to 
hands,  as  to  metal,  glass  and 
rubber.  EDISON  CHEMICAL 
COMPANY,  30  W.  Washington 
i St.,  Chicago  2. 


Patients  Are  Grateful 
for  DERMASSAGE 
Have  you  tested  it? 


NYST  8-52 

EDISON  CHEMICAL  CO. 

30  W.  Washington,  Chicago  2 

Please  send  me,  WITHOUT  OBLIGATION,  your  Professional 
Sample  of  DERMASSAGE. 


I Dr 

I 

1 Adddess. 
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Problems  in  Anesthesia  for  Surgery  on  the  Heart  and  Great  Vessels,  Philip  A.  Lief, 

M.D 1859 

Anesthetic  Management  in  Cardiac  Catheterization  and  Angiocardiography,  Milton 
H.  Adelman , M.D.,  Arthur  I.  Rosenthal,  M.D.,  Elliot  Jacobson,  M.D.,  and  Amy  Mills, 

M.D 1866 

An  Anesthesiologist’s  Program  for  the  Prevention  of  Postoperative  Pulmonary  Com- 
plications, Barnett  A.  Greene , M.D.,  and  Samuel  Berkoicitz.,  M.D 1871 

Reduction  of  Immediate  Postpartum  Vomiting,  Bernard  E.  Cappe,  M.D.,  Irving  M. 

Pallin,  M.D.,  and  Jacques  D.  Soifer,  M.D 1879 

The  Estimation  of  Pulmonary  Function  as  Related  to  Problems  in  Thoracic  Surgery  and 
Inhalation  Anesthesia,  Ralph  Friedlander,  M.D.,  F.A.C.S.,  and  William  M.  Chardack, 

M.D 1881 

Contributions  of  Anesthesiology  to  the  Management  of  Patients  with  Asthma,  Daniel 

Tausig,  M.D.,  E.  M.  Papper,  M.D.,  and  Alvan  L.  Barach,  M.D 1893 

Changes  in  Skin  and  Rectal  Temperatures  During  Surgical  Anesthesia,  Paul  W.  Searles, 

M.D.,  and  Rose  M.  Lenahan,  M.D 1896 

Epidural  Anesthesia  for  Cesarean  Section,  F.  Paul  Ansbro,  M.D.,  Charles  A.  Gordon, 

M.D.,  Benson  Bodell,  M.D.,  and  Francis  S.  Fatten,  M.D 1901 

Prophylaxis  of  Postspinal  Analgesia  Headache  Following  Vaginal  Delivery,  Gertie  F. 

Marx,  M.D.,  and  S.  G.  Hershey,  M.D 1906 

The  Use  of  Naphthoic  Acid  Ester  (Bonacaine-G  Bitartrate)  as  a Local  Anesthetic, 

David  J.  Graubard,  M.D.,  Lester  Breidenbach,  M.D.,  Abraham  Alpin,  M.D.,  and  Harry 
SoroJJ,  M.D 1909 


( Continued  on  page  1828 ) 


1826 


1827 


is  the  time  to  begin  giving  . . . 


M-MIM  S 4 

to  eliminate  Premenstrual  Tension ...  Dysmenorrhea 


M-M1NUS  4 is  the  rational  pharmacologic  approach1-2  and  the  clinically 
effective  treatment2-3-4  for  relief  of  breast  tenderness,  abdominal  distention, 
headache,  cramps,  psychic  upsets  and  general  malaise  preceding  and  accom- 
panying menstruation. 


M-MINUS  4 — an  agent  for  the  effective  control  of  premenstrual  tension 
and  dysmenorrhea — 

. . . blocks  the  accumulation  of  excess  tissue  fluids  respon- 
sible for  most  of  the  symptoms 
. . . alleviates  aches  and  cramps 
. . . reduces  mental  excitability 


Each  tablet  contains:  N,N-Dimethyl-N’-(2-pyridyl)-N'-i 
[pyrabrom]  50  mg.,  and  acetophenetidin  100  mg. 


Chicago  11,  Illinois 


>-methoxybenzyl)  ethylenediamine  8-bromotheophyllinate 


1.  Robinson,  F.  H.,  Jr.,  and  Farr,  L E.f  Ann.  InL  Med.,  14:42  (1940) 

2.  Bickers,  W.  and  Woods,  M.,  Texas  Rep.  Biol.  Med.,  9:406  (1951) 

3.  Vainder,  M.,  Indust  Med.  & Surg.,  20:199  (1951) 

4.  Bickers,  W.  and  Woods,  M.,  New  England  J.  Med.,  245:453  (1951) 


A DIVISION  OF  NUTRITION 


RESEARCH  LABORATORIES.  INC. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  MURRAY  HILL  3-0701 


( CONTENTS — Continued  from  page  1826) 


CASE  REPORTS 

Acute  Monocytic  Leukemia  Responsive  to  ACTH  Therapy,  J.  George  Sharnoff,  M.D., 

and  Edwin  Raymond,  M.D 1911 

Boric  Acid  Poisoning,  Thomas  S.  Bumbalo,  M.D 1913 

Herpes  Zoster  During  Cortisone  Therapy  in  Three  Patients  with  Rheumatoid  Arthritis, 

Harry  G.  Kupperman,  M.D.,  John  Staige  Davis,  Jr.,  M.D.,  and  Harry  Bartfeld,  M.D. . . 1915 

Acute  Urinary  Retention  During  Banthine  Therapy,  Maxwell  Gelfand,  M.D 1917 

Chest  Pain  Due  to  Intramuscular  Lipoma,  Harry  A.  Solomon,  M.D. , and  Richard  E. 

Winter,  M.D 1918 

Seminoma  of  Undescended  Testicle  Resembling  Incarcerated  Hernia,  S.  R.  Weinberg, 

M.D 1919 


SPECIAL  ARTICLE 

The  Doctor’s  Responsibility  to  His  Community,  J.  Stanley  Kenney,  M.D 1922 

EDITORIALS 

Free  Choice 1855  Books 1926 

Current  Editorial  Comment 1856 

MISCELLANEOUS 

GENERAL  FEATURES  State  Society  Officers.  . . 1830,  1832,  1834 

Necrology 1924  County  Society  Officers 1932 


Sedative.  - 


VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
- spasms  of  gastro-intestinal  and  genito  urinary  tracts, 
with  accompanying  nervousness.  5-grain  tablets. 

Octin  1 Gr. 

Literature  and  trial  quantity  on  request.  Bromural  4 Gr. 


BILHUBER-KNOLL  CORP.  orange,  new  jersey 
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FOR  INCREASED  CARBOHYDRATE  ALIMENTATION 


'1%  ' 


\)Jl 


With  70%  Travert  solutions,  a patient’s  carbohydrate  needs  can  be  more  nearly  satisfied 
within  a reasonable  tune  with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal-clear,  colorless,  non-pyrogenic  and  non-antigenic. 
They  are  prepared  by  the  hydrolysis  of  cane  sugar  and  are  composed  of  equal  parts 
of  D-glucose  (dextrose)  and  D-fructose  (levulose). 

Travert  solutions  are  available  m water  or  saline  in  150  cc.,  500  cc.,  1000  cc.  sizes. 
For  tbe  treatment  of  potassium  deficiency,  70%  Travert  solutions  with  0.3%  potassium 
chloride  are  also  available  m 1000  cc.  containers. 

Travert  is  a trademark  of  BAXTER  laboratories,  INC. 


products  vj 
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New  aureomycin  mini- 
mal dosage  for  adults 
— four  250  mg.  cap- 
sules daily,  with  mill  . 


Faber  du  Faur  Library,  Harvard  University 


From  among;  all  antibiotics , Urologists  often  choose 

AU  R EOMYC  I ISI 

Hydrochloride  Crystalline 

because  Aureomycin  concentration  is  much  higher  in  the  urine  than  in  the 
blood,  so  that  very  satisfactory  therapeutic  urinary  levels  may  be 
reached  with  moderate  oral  dosage. 

Aureomycin  appears  in  high  concentration  in  the  urine,  and  can  be 
detected  for  as  long  as  55  hours  after  a single  oral  dose  of  0.5  to 
0.7  Gm. 

Aureomycin  serum  levels  are  maintained  for  as  long  as  12  hours 
after  oral  administration,  oral  doses  of  5 to  10  mg.  per  kilo  at  6-hour 
intervals  being  adequate  for  this  purpose. 

Aureomycin  has  its  activity  greatly  increased  in  an  acid  medium, 
rendering  it  highly  useful  in  the  normally  acid  urine. 

Aureomycin  has  been  reported  to  be  useful  in  infections  commonly 
seen  by  urologists,  including:  Genitourinary  infections  caused  by  E. 
coli,  A.  aerogenes , S.  faecalis,  paracolon  bacillus,  staphylococcus, 
streptococcus,  and  enterococcus  • Chronic  or  Resistant  Urinary 
Infection*  • Gonorrhea  • Nonspecific  Urethritis* 

Throughout  the  world,  as  in  the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum  antibiotic  of  established  effectiveness. 

Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100.  Ophthalmic: 

Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

♦When  caused  by  uureomycin-susceptible  organisms. 
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Relieves 

Eyes  S.ty\xt\vning  in  Tears  of  Distress 


Can't  see"  weeds  are  flooding  pollen  into  swollen  eyes. 


ESTIVIN  relieves  ocular  and  nasal  discomfort 
. caused  by  hay  fever.  General  conjunctivitis  is  also 

readily  alleviated  with  ESTIVIN. 


Dosage: 


ESTIVIN  is  an  aqueous  infusion  of  "rosa  gallica  L."  It 
is  decongestive  and  soothing 

* b * 5 * „ i 

to  irritated  ocular  and  nasal  membranes. 


One  drop  of  ESTIVIN  in  each  eye  will  alleviate  ocular  and  nasal 
discomfort  and  inhibit  the  production  of  irritating  fluids. 

^ Supplied:  0.25  fl.  oz.  bottle  and  dropper 
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In  1950, 
a Harrower 
research  team 
isolated  and 
identified  a 
diphenyl  i satin 
as  the  principal 
laxative  component 
of  prunes.  A synthetic  analogue  of  the  isatin 
identified  in  prunes  was  then  evaluated  physio- 
logically and  pharmacologically.  Like  nature’s 
Isatin,  it  was  found  to  supplement  the  colloidal  and 
emollient  effects  of  prunes  by  gently  stimulating 
peristalsis,  and  did  so  without  any  undesirable 
side  effects. 


Isatin 

I HO  i 


—the  new  liquid  form  of  ISATlN-activated  moist 
bulk— combines  Isatin  with  a prune  concentrate 


and  sodium  carboxymethylcellulose,  for  the 
safe  treatment  of  functional  constipation. 


PRULOSE  COMPLEX  Liquid  is  the  flavorful 
and  extremely  palatable  constipation 
corrective  for  all  patients,  from 
pediatric  to  geriatric. 


PRULOSE  COMPLEX  Liquid  is  available 
in  12  oz.  bottles. 


DOSAGE:  1 or  2 tablespoonfuls  with 
a full  glass  of  water,  twice  daily, 
preferably  after  breakfast  and  before 
retiring,  until  normal  elimination 
is  established.  The  dosage  may 
then  be  reduced.  Note:  A'high  fluid 
intake  should  be  maintained 
throughout  the  day. 


930  newark  avenue 


jersey  city  6,  n.  j. 


261-66-22 
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CORN  STARCH  and 

SODIUM  BICARBONATE 

ANTIMPTIC  (boctvrfcttal) 
• DEODORIZING 

CONTAINS  CONTAINS 

‘crm  aoauTj.  ***** 

BORIC  BORIC 

|4i  ■ ,, 

^Till^MRlEYl  tllHIl..!.. 

ACID  ACID 

■•■11,1. 
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. - *«T  WOOMT  3Y>  OZ. 
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■■BUS 

NO  BOR/C  AC/ O' 


BACTERICIDAL  • WATER-MISCIBLE  • SAFE2-* 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  195T. 

Z Benson,  R.  A.,  et  a!.:  'The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Ped.  34.1-49,  Jon.,  1949. 

3.  Niedelman,  M.  L,  et  al.:  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37.-5-762,  Nov.,  1950. 
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GRATIFYING  RELIEF 


matter  of  minutes . . . 


In  Urinary  Tract  Infections 


Pyridium  acts  promptly  through  safe,  local  anal- 
gesia to  alleviate  the  irritated  urogenital  mucosa 
of  patients  suffering  from  cystitis,  prostatitis, 
urethritis,  or  pyelonephritis. 

Pyridium  may  be  administered  in  conjunction  with 
antibiotics  or  other  specific  agents  to  provide  the 
twofold  therapeutic  approach  of  symptomatic  re- 
lief and  anti-infective  action. 


Pain  and  burning 

decreased  in  93%  of  cases  . . .* 


U ri  n a ry  frequ  on  cy 

relieved  in  85%  of  cases  . . .* 


*As  reported  by  Kirwin,  Lowsley,  and  Menning  in 
a study  of  1 18  cases  treated  for  symptomatic  relief 
with  Pyridium. 


PYRIDIUM* 

(Brand  of  Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  registered  trade-mark  of  Nepera  Chemical 
Co.,  Inc.  for  its  brand  of  phenylazo-diamino-pyridine  HC1. 
Merck  & Co.,  Inc.  sole  distributor  in  the  United  States. 


MERCK  & CO., Inc. 

Alaniffacturincj  Chemists 

RAHWAY,  NEW  JERSEY 
• •*  4 
In  Canada:  MERCK  & CO.  L i m i ted  - Mon  treat 


CAPSULES  CHLD1AL  IVIIATI -/*//#« 


ODORLESS 


NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7V. i gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3 Va  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7V2  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


DOSAGE:  One  to  two  7'h  gr.,  or  two  to 
four  3 % gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.*-* 


Professional  samples  and  literatxire  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman,  H T An  integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss,  M.  R.  et  at:  A Course  in  Practical  Therapeutics  (1946) 

3.  Goodman,  L.,  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics  (1941),  22nd  printing,  1951. 

4.  Sollman,  T.i  A Manual  of  Pharmacology.  7th  ed.  (1946k 
and  Useful  Drugs.  14th  ed  (1947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."' 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.1 2'3-* 
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PROLO 


HYPERTENSION 


No  other  hypotensive  product  combines  such  high  efficacy 
with  so  much  safety  as  Veratrite  in  the  treatment 
of  mild  or  moderate  hypertension. 

The  fall  in  blood  pressure  / _ s' 


is  gradual  and 
prolonged.  Subjectively, 
the  patient's  well-being 
is  restored  by  relieving 
headache,  dizziness 
and  easy  fatigue. 


IN  MILD  AND 


MODERATE  HYPERTENSION 


Whole-powdered  Veratrum  viride  (Irwin-Neisler)  supplies  all  of 
the  alkaloids  and  glycosides  of  the  drug  to  produce  a longer 
duration  of  action  within  a wide  margin  of  therapeutic  safety. 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

£e *eareA  & Serve  fttac&ce 


trite' 


Each  tabule  contains: 
Whole-powdered  Veratrum 

Viride 40  C.S.R.*  Units 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 


*lrwin-Neisler  whole-powdered  Veratrum 
viride  specialties  are  now  assayed  by 
the  Carotid  Sinus  Reflex  method  (40  C.S.R. 
Units  approximately  equivalent  to  3 
Craw  Units). 
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Cremosuxidine®  is  a smooth,  delicious,  chocolate-mint  flavored  suspension  of  Sulfasuxidine®— the 
virtually  nontoxic  intestinal  bacteriostat— with  detoxicant  kaolin  and  pectin  for  control  of  infectious  and 
non-specific  diarrheas.  Since  Sulfasuxidine  remains  in  high  concentration  in  the  intestines  and  is  only 
sparingly  absorbed,  Cremosuxidine  is  sound,  effective  therapy  for  diarrhea,  even  in  infants  and  children. 
Supplied  in  Spasaver®  bottles  of  16  fluidounces.  Sharp  & Dohme,  Philadelphia  1,  Pennsylvania. 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

Vitamin  D ^ 

Thiamine  Mononitrate  . 

Riboflavin 
Niacinamide 
Ascorbic  Acid  V 

Bottles  of  30,  100  and  1000. 

k&^AK'  IS  A TNAOIMASH  O'  I.  BCtllSB  A SONS. 


25,000  U.  S.  P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 1846 

American  Hospital  Supply  Corp 1829 

American  Pharmaceutical  Co 1927 

Aveeno  Corp 1929 


Dr.  Barnes  Sanitarium 1929 

Bilhuber-Knoll  Corp 1828 

George  A.  Breon  & Company 1858 

Brigham  Hall  Hospital 1929 

Brown’s  Medical  Bureau 1933 


Ciba  Pharmaceutical  Products  Corp 

Clifton  Springs  Sanitarium 

Colin  Pharmacal  Co 

The  Coordinating  Council  for  Cerebral  Palsy. . 
Croton  Manor 

. .2nd  Cover 

1824 

. . .1849,  1925 

1927 

1929 

Doak  Company 

H.  E.  Dubin  Laboratories 

1849 

1931 

Eastern  School  for  Physicians  Aides. . . 
Edison  Chemical  Company 

1931 

1825 

Farrell  Lines  Company 

Fellows  Medical  Mfg.  Co 

1927 

1838 

Geigy  Company,  Inc 

. .1850-1851 

Halcyon  Rest 

Harrower  Laboratory,  Inc 

Hoffmann-La  Roche,  Inc 

Holbrook  Manor 

Homemakers’  Products  Corp 

1929 

1835 

. . .1847, 1853 

1929 

1836 

Inter  pines 

Irwin,  Neisler  & Co 

1929 

1839 

Lederle  Laboratories 

Eli  Lilly  & Company 

Louden-Knickerbocker  Hall 

1831 

Between  1854-1855 
1929 

Mead  Johnson  & Company 4th  Cover 

Merck  & Company 1837 


National  Discount  & Audit  Company 


1844 


Chas.  Pfizer  & Co 3rd  Cover 

Pine  wood 1929 


Regan  Furniture  Co 1844 

J.  B.  Roerig  & Company 1845 


W.  B.  Saunders  Company 1925 

Schieffelin  & Co 1833 

G.  D.  Searle  & Co 1857 

Sharp  & Dohme  Inc 1840-1841 

Frances  Shortt  Med.  Agency 1931 

Smith.  Kline  & French  Labs 1934 

E.  R.  Squibb  & Sons 1842-1843 

Standard  Pharmaceutical  Co.  Inc 1844 


Wallace  & Tiernan. . . 

West  Hill 

Whittier  Laboratories 
Winthrop-Stearns. . . . 
Wyeth  Incorporated  . 


1925 

...  1929 

1827,  1849 
. . 1823 

1854 


1843 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories) 1931 

Am  Plus  (J.  B.  Roerig  & Company) 1845 

Arthralgen  (Whittier  Laboratories) 1849 

Aureomycin  (Lederle  Laboratories) 1831 

Aveeno  (E.  Fougera  & Co.) 1929 

Banthine  (G.  D.  Searle  & Co 1857 

Biletab  (Colin  Pharmacal  Co.) 1925 

Buro-Sol  (Doak  Company) 1849 

Butazolidin  (Geigy  Company,  Inc.) 1850-1851 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 1838 

Creme  Suxidine  (Sharp  & Dohme) 1840-1841 

Dermassage  (Edison  Chemical  Co.) 1825 

Diaparene  (Homemakers’  Prod.  Corp  ) 1836 

Edrisal  with  Codeine  (Smith  Kline  & French) 1934 

Estivin  (Schieffelin  & Co.) 1833 

Fluagel  (George  A.  Breon  & Co.) 1858 

Gerifort  (American  Pharmacal  Co.) 1927 

Insulin  (Eli  Lilly  & Company) Between  1854-1855 

Isatin  (Harrower  Laboratory,  Inc.) 1835 

Lorizinex  (Wallace  & Tiernan) 1925 

M Minus  4 (Whittier  Laboratories) 1827 

Neo  Synephine  Thenfadil  (Winthrop-Stearns  Co.) . . . 1823 

Nucarpon  (Standard  Pharmaceuticals)  1844 

Olac  (Mead  Johnson  & Co.) 4th  Cover 

Phenergan  (Wyeth  Inc.) 1854 

Presto-Boro  (Standard  Pharmaceuticals) 1844 

Pyridium  (Merck  & Co.) 1837 

Pyribenzamine  (Ciba  Pharmaceutical  Products) . . 2nd  Cover 

Rimifon  (Hoffmann- La  Roche) 1853 

Steraject  (Chas.  Pfizer  & Co.) 3rd  Cover 

Sur-bex  with  Vitamin  C (Abbott  Laboratories) 1846 

Thephorin  (Hoffmann-La  Roche) 1847 

Theragran  (E.  R.  Squibb  & Sons) 1842-1843 

Travert  (American  Hospital  Supply  Corp.) 1829 

Valoctin  (Bilhuber-Knoll  Corp.) 1828 

Vasotropin  (Colin  Pharmacal  Co.) 1849 

Veratrite  (Irwin,  Neisler  & Co.) 1839 

Miscellaneous 

Office  Furniture  (Regan  Furniture  Co.) 1844 

Physicians  Prescription  Blanks  (Physicians  Press) . . . 1925 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


,1 

i 


25,000  U.S.  P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office ...  whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nucahpont 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING" 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

phestd-bdbo 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 
233  WEST  26TH  ST..  NEW  YORK  1,  N.  Y. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 
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'obese  persons  can  have 

vitamin  deficiencies , too”1 


ALL  IN  ONE  CAPSULE 

DEXTROAMPHETAMINE  SULFATE..  5 mg. 


CALCIUM 242  mg. 

COBALT 0.1  mg. 

COPPER 1 mg. 

IODINE 0.15  mg. 

IRON 3.33  mg 

MANGANESE 0.33  mg. 

MOLYBDENUM 0.2  mg. 

MAGNESIUM 2 mg. 

PHOSPHORUS 187  mg. 

POTASSIUM 1.7  mg. 

ZINC 0.4  mg. 

VITAMIN  A 5000  U.S.P.  Units 

VITAMIN  D 400  U.S.P.  Units 

THIAMINE  HYDROCHLORIDE 2 mg. 

RIBOFLAVIN 2 mg. 

PYRIDOXINE  HYDROCHLORIDE  . 0.5  mg. 

NIACINAMIDE 20  mg. 

ASCORBIC  ACID 37.5  mg. 

CALCIUM  PANTOTHENATE 3 mg. 


Adequate  nutrition  must  be  a 
prime  consideration  of  sound 
obesity  management,  along  with 
the  problems  of  curbing  the 
appetite  and  relieving  "dietary 
depression.” 

Am  plus  assures  adequate  nu- 
trition— through  the  action  of  8 
Vitamins  and  11  Minerals  and 
brace  Elements — while  it  curbs 
the  appetite  and  dispels  "dietary 
depression”  — through  the  action 
of  dextro-Amphetamine  Sulfate. 


for  sound  OBESITY  management 


I.  Spies,  T.  I Slone,  K.  K.;  Garcia -Lopez  G.;  Lopez-Toca. 
H.,  and  Reboredo,  A.:  Therapeutic  Indications  for  Vitamins 
in  Miztures.  Postgrad.  Med.,  10: 269  (Oct.)  1951,  p.  281. 


J.  B.  ROERIG  AND  COMPANY 


536  l A K E SHORE  DRIVE,  CHICAGO  II,  lit. 
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Ln  his  tension-packed  pursuit  of  justice, 
he  often  neglects  well-balanced  meals.  And 
when  too  many  meals  have  been  missed,  he 
pleads  nolo  contendere  to  his  physician’s 
diagnosis  of  subclinical  vitamin  deficiency. 

That  may  be  the  time  for  a corrected  diet, 
and — because  he  has  been  vitamin-skipping 
so  long — an  effective  nutritional  supplemental 
such  as  Sur-bex  with  Vitamin  C. 

Each  easy-to-swallow  Sur-bex  with 
Vitamin  C tablet  provides  six  B vitamins 
(including  B12)  plus  five  times  the  minimum 
daily  requirement  of  ascorbic  acid.  Daily  pro- 
phylactic dose  is  one  tablet.  Two  or  more  for 
severe  deficiencies.  In  bot-  ^ ~ ~ 
ties  of  100,  500  and  1000.  (XuItOtI 


...Dietary  Dub 


SUR-BEX  WITH  VITAMIN  C 
tablet  contains: 


Thiamine  Mononitrate  6 mg. 

Riboflavin  6 mg. 

Nicotinamide  30  mg. 

Pyrldoxine  Hydrochloride  1 mg. 

Vitamin  B12  (as  vitamin  612  concentrate)  2 meg. 

Pantothenic  Acid  (as  calcium  pantothenate)  10  mg. 

Ascorbic  Acid . 150  mg. 

Liver  Fraction  2,  N.F 0.3  Gm.  (5  grs.) 

Brewer’s  Yeast,  Dried 0.15  Gm.  (214  grs.) 


Sur-bex 

with  VITAMIN  C 

( Abbott's  Vitamin  B Complex  with  Ascorbic  Acid ) 
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need  to  fight  hath 
allergy  and  drowsiness 

The  allergic  patient  is  miserable  enough 
without  having  to  risk  the  discomfort — 
and  hazards — of  drowsiness.  Vi  hen  patients 
take  Thephorin.  a different  antihistamine,  they 
usually  obtain  gratifying  relief  and  remain 
wide  awake.  Clinical  studies  show  that 
four  out  of  five  hay  fever  sufferers  obtain 
relief  with  Thephorin;  vet  drowsiness  occurs  in 
less  than  3 percent  of  patients.  Thephorin 
is  particularly  valuable  for  motorists, 
machine  operators  and  other  patients  who  must 
he  alert.  Available  in  25-mg  tablets 
and  as  an  anise-flavored  syrup,  containing 
10  mg  per  teaspoonful. 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 


Roche1 


Thephorin 

(brand  of  phenindamine — 2-methyL9-phenyL2139 
4,9-tetrahydro-l-p\ridindene  hydrogen  tartrate ) 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

* 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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LIPOTROPIC  • OXYTROPIC  - CAPILLARY  FRAGILITY 


i house  cleaning 


A COMBINED  THERAPY 


,ocombat  vascular  degeneration 

• ,o  correct  fatty  infiltration 

IN 

SCLEROSIS  • DIABETES 

hypercholesteremia 

and  in 


GERIATRIC 
POST  CORONARY 
POST  APOPLEXY 


management 


For  literature  and 
samples  address: 

COLIN 

PHARMACAL  CO.,  Inc. 

15  Exchange  Place 
Jersey  City  2,  N.  J. 


THE  DAILY  DOSE  OF  SIX  TABLETS  CONTAINS: 

Choline  Dihydrogen  Citrate 1000  mg. 

d I Methionine 

Inositol  

Vitamin  A (Acetate) 

Vitamin  B,  (Thiamine  HCI)  

Vitamin  B2  (Riboflavin)  

Vitamin  B»  (Pyndoxine  HCI) 

Vitamin  Bi2  Crystalline  US.P 
Vitamin  C (Ascorbic  Acid) 

Vitamin  D (Synthetic) 

Vitamin  E (Mixed  Tocopherols) 

Niacinamide 

Rutin  

Liver  Fraction  No  1 180  mg. 


Ref.:  Morrison,  Lester  M.;  1 45;  1232,  April  21,  1951 

Anderson,  G.  E.;  Med.  Clin  N.A.,  Pg.  783,  May  1 949 
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gave  her  a 

Mnralpr 

Methacholine  chloride  0.25%,  thymol  1%, 
menthol  10%,  and  methyl  salicylate  15%. 

will  give  her 
relief  from 
joint  and 
muscle  pain 

WHITTIER  LABORATORIES 

CHICAGO  11.  ILLINOIS 


A DIVISION  OF  NUTRITION  RESEARCH  L A BO  R ATOR I ES,  I NC. 


presenting 


BUTAZOLIDIN 


brand  of  phenylbutazone 


for  relief  oJ 


RTHRITIS 


and  allied  disorders 


After  almost  four  years  of  intensive  pharmacologic  and  clinical  research, 
Butazolidin,  a totally  new  nonsteroidal  agent  for  the  relief  of  arthritis  and 
allied  disorders,  is  now  available  on  prescription. 

The  distinctive  features  of  Butazolidin  include: 

• Broad  Therapeutic  Spectrum  that  includes  virtually  all  forms  of 
arthritic  disorder. 

• Potent  Therapeutic  Effect  evident  in  relief  of  pain,  accompanied 
frequently  by  decrease  of  spasm  and  swelling  and  increased  mobility. 

• Prompt  Action  manifested  generally  by  clinical  improvement  in  24-48  hours. 

• High  Tolerance  affording  a relatively  low  incidence  of  serious  side  reactions. 

• Effectiveness  by  Mouth  in  dosage  of  600-800  mg.  daily. 

Butazolidin  is  well  within  the  means  of  the  average  patient 


indicated  in  all  arthritic  and 


allied  disorders 


Gouty  Arthritis  Osteoarthritis 

Rheumatoid  Arthritis  Psoriatic  Arthritis 

Spondylitis 

For  relief  of  pain  associated  with: 


Fibrositis 

Muscular  Rheumatism 
Bursitis 

Osteoporosis  of  the  Spine 


Myositis 

Neuralgia 

Herniated  Intervertebral  Disc 
Sciatica 


Scapulo  humeral  Periarthritis 


In  order  to  obtain  optimal  results  and  to  avoid  untoward  reaction  it  is  highly 
desirable  for  the  physician  to  become  thoroughly  acquainted  with  the  charac- 
teristics of  Butazolidin  before  prescribing  it.  Physicians  are  urged  to  read 
the  package  circular  carefully  or  to  write  for  the  Butazolidin  brochure, 
which  will  gladly  be  sent  on  request. 


Availability:  Butazolidin  (brand  of  phenylbutazone*)  issued  as  sugar-coated 
tablets  of  200  mg.  and  100  mg. 


GEIGY  PHARMACEUTICALS  • Division  of  Geigy  Company,  Inc. 
220  Church  St.,  New  York  13,  N.  Y. 


•U.S.P*L  No.  2,562.830 
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Sergeant  Charles  Turner,  of  Boston.  Massachu- 
setts— Medal  of  Honor,  Korea.  On  September  1,  1950.  near  Yongsan.  Korea, 
Sergeant  Turner  took  over  an  exposed  turret  machine  gun  on  a tank.  Despite 
fifty  direct  hits  on  the  tank,  he  stayed  by  his  gun  and  destroyed  seven  enemy 
machine  gun  nests  before  he  was  killed. 

You  and  your  family  are  more  secure  today  because  of  what  Charles  Turner  did 
for  you. 

Sergeant  Turner  died  to  keep  America  free.  Won't  you  see  that  America  stays 
the  land  of  peace  and  promise  for  which  he  gave  his  life?  Defending  the  tilings 
he  fought  for  is  your  job,  too. 

One  important  defense  job  you  can  do  right  now  is  to  buy  United  States 
Defense*  Bonds  and  buy  them  regularly.  For  it’s  your  Defense  Bonds  that  help  keep 
America  strong  within.  And  out  of  America’s  inner  strength  can  come  power  that 
guarantees  security — for  your  country,  for  your  family,  for  you. 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  a 
personal  cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond-A-Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


*U.  S.  Settings  Bonds  are  Defense  Bone/s  - But/  f/ieni  regularly! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 


Now  available 


RIMIFON 

the  new  'Roche’  antituberculous  drug 

The  new  antituberculous  compound,  Rimifon  'Roche’, 
is  now  available. 

Preliminary  studies  in  pulmonary  and  extrapul- 
monary  tuberculosis  have  been  very  encouraging.  How- 
ever, it  will  take  some  time  until  the  therapeutic  possibili- 
ties and  limitations  of  Rimifon  can  be  fully  evaluated. 

At  present,  Rimifon  should  be  employed  together 
with  other  therapeutic  measures,  such  as  bedrest,  col- 
lapse therapy  and  surgery  which  may  be  indicated.  As 
is  true  of  all  antibacterial  drugs,  Rimifon  may  occa- 
sionally give  rise  to  bacterial  resistance  but  its  extent 
and  clinical  significance  have  not  yet  been  determined. 

For  detailed  information  on  the  clinical  use  of  Rimifon, 
write  to  the  Professional  Service  Department  of  Hoffmann- 
La  Roche  Inc. 

RIMIFON — T.  M. — brand  of  isoniazid  (isonicontinyl-hydrazine) 


HOFFMANN-LA  ROCHE  INC. 
Roche  Park  • Nut  ley  10  • New  Jersey 
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patients 
with  hay  fever 
benefited  by 
PHENERGAN 

therapy  ^ 


New  clinical  evidence  continues  to  emphasize  the  superior- 
ity of  Phenergan  in  the  treatment  of  hay  fever: 

Most  efficacious  “Results  obtained  with  Phenergan  in  symptomatic  relief 
of  pollen  hay  fever  were  far  superior  to  those  obtained 
with  any  other  antihistaminic  agent.”* 

Longest-Acting  “No  other  antihistamine,  in  our  experience,  has  exhibited 
such  prolonged  action.”* 

SYRUP  TABLETS 

PHENERGAN* 

Hydrochloride 

Promethazine  Hydrochloride 

(N-[2'-dimethylamino-2'-methyl]  ethyl  phenothiazine  hydrochloride)  Wyeth 
*Silbert,  N.  E.:  Ann.  Allergy  10:2,  May-June  1952 


7/^/Y/z 

R 


SUPPLIED:  Syrup  Phenergan  Hydrochloride.  6.25  mg.  per  5 cc., 
bottles  of  1 pt.  Tablets  Phenergan  Hydrochloride.  12.5  mg.  each, 
bottles  of  100  tablets.  ALSO  AVAILABLE:  2 dosage  forms  for 
topical  therapy— Cream  Phenergan  Hydrochloride,  tubes  of  1.12 
ounces;  Phenergan  Lotion  with  Neocalamine,  bottles  of  4 fluid- 
ounces;  For  control  of  “allergic"  cough  associated  with  vasomotor 
rhinitis,  pollen  hay  fever — Phenergan  Expectorant  with  Codeine, 
bottles  of  1 pint. 
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His  patients  sometimes  forget  that 
Dr.  Harris  also  has  to  rest.  Some  of  them 
seem  to  take  it  for  granted  that  he  is  as 
inexhaustible  as  is  his  willingness  to  help. 

However,  because  of  today’s  more 
effective  medicines,  his  patients  are  getting 
well  faster  and  night  calls  are  fewer. 
Recently,  therefore,  Dr.  Harris  has  been 
able  to  take  an  occasional  much-needed 
rest  and  still  treat  more  patients 
successfully  than  ever  before. 

Furthermore,  even  long-established 
pharmaceuticals  are  gaining  in  usefulness 
as  a result  of  such  current  research  as  . . . 


. . . the  development  of  an  improved  Insulin  preparation  . . . 
NPH  Iletin  (Insulin,  Lilly) 


H agedorn  discovered  that  the  antidiabetic  effect  of  Insulin  was 
lengthened  by  the  addition  of  basic  protein  precipitants,  such  as  protamines 
from  fish  sperm,  globins,  histones,  and  kyrins.  Since  that  discovery, 
there  has  been  a systematic  study  of  many  modifications  which 
might  simplify  still  further  the  management  of  diabetes. 

In  co-operation  with  the  Insulin  Committee  of  the  University  of  Toronto, 
Eli  Lilly  and  Company  has  actively  participated  in  this  search. 

Over  several  years,  data  were  accumulated  on  the  action  of  various 
modifications  of  Insulin  in  more  than  5,000  cases.  Because  of  knowledge 
gained  from  such  studies,  many  of  the  difficult,  time-consuming 
problems  of  diabetic  management  which  once  confronted  physicians 
are  now  overcome  by  the  use  of  NPH  Iletin  (Insulin,  Lilly). 
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Editorials 

Free  Choice 


Doctors  of  medicine  have  for  long  insisted 
upon  the  principle  of  “free  choice  of  physi- 
cian” when  contractual  relationships  with 
agencies  both  private  and  governmental 
were  under  consideration.  It  is  a good  prin- 
ciple and  seems  to  operate  for  the  greatest 
good  of  the  greatest  number  of  patients  and 
doctors  alike.  Freedom  of  choice  is  fun- 
damental to  our  democratic  way  of  life, 
but  in  many  respects  recently  that  way  of 
life  has  been  threatened.  The  newest 
of  these  threats  seems  to  be  embodied  in 
a reportedly  contemplated  move  by  the 
Wage  Stabilization  Board  to  recommend 
the  union  shop — requiring  compulsory  union 
membership — in  order  to  settle  the  present 
steel  and  two  other  disputes  now  before 
it.  In  substance  the  unions  insist  that 
there  can  be  no  settlement  of  the  disputes 
unless  nonmember  employes  are  compelled 
to  join  the  union. 

In  view  of  the  adherence  of  physicians 
to  the  principle  of  free  choice  it  is  well  for 
doctors  to  realize  that  powerful  forces  in 
the  industrial  field  and  the  government 


favor  the  policy  of  ordering  maintenance 
of  union  membership  in  all  cases  where  so- 
called  union  security  is  an  issue.  Such  a 
policy  had  been  in  fact  adopted  by  the  War 
Labor  Board,  industry  members  dissenting, 
during  World  War  II.  The  policy  did  not 
compel  any  new  or  old  employes  to  join  the 
union  but  required  those  who  had  joined 
voluntarily  to  remain  members  for  the  life 
of  the  contract.  Compulsory  union  member- 
ship is  reported  to  have  nearly  quadrupled 
during  World  War  II,  spurred  by  govern- 
mental support  of  maintenance-of-mem- 
bership clauses. 

Although  physicians  may  have  little  or 
no  professional  interest  in  labor  union  affairs, 
it  should  be  a matter  of  deep  concern  to 
them  as  citizens  to  observe  the  violation 
of  the  principle  of  free  choice,  and  assuredly 
compulsory  unionism  is  a flagrant  violation 
of  the  rights  of  the  individual  and  as  clearly 
undemocratic  as  national  compulsory  health 
insurance.  Should  compulsory  union  mem- 
bership be  decreed  by  government,  millions 
of  workers  would  be  forced  into  unions 
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against  their  will.  The  Honorable  Ralph  W. 
Gwinn,  member  of  Congress  from  New  York, 
is  authority  for  the  statement  that  there 
“is  genuine  cause  for  alarm  in  fresh  indica- 
tions of  how  few  among  management  and 
public  yet  realize  that  compulsory  unionism 
imposed  by  government  is  the  most  insistent 
demand  and  objective  of  unions  in  the  steel, 
aluminum,  aircraft,  and  other  current  big 

pattern-sett  ing  cases ” 1 

Physicians  have  a large  stake  in  American 
industry  as  investors  in  the  enormous  pro- 

1  Committee  for  Constitutional  Government:  Spotlight 

or  the  Nation,  February,  1952. 


ductivity  of  the  nation;  professionally,  many 
doctors  implement  the  programs  of  indus- 
trial medicine  and  hygiene;  workers  in  the 
industries  are  their  patients.  Are  these 
not  entitled  to  enjoy  the  principle  and  prac- 
tice of  free  choice?  Can  any  physician  say 
compulsory  unionism  is  none  of  his  concern? 
If  so,  it  seems  to  us  that  an  obligation  of 
citizenship  is  being  ignored.  Surely  it  is 
the  duty  of  all  citizens  to  uphold  the  princi- 
ple of  the  protection  of  the  minority  against 
unrestricted  majority  rule,  against  the 
tyranny  of  a majority  as  it  ma\r  affect  the 
basic  constitutional  rights  of  the  individual. 


Current  Editorial  Comment 


Oregon  Medical  Society  Wins  Case  in 
Supreme  Court.  The  United  States  Su- 
preme Court,  in  a seven  to  one  decision  on 
April  28,  dismissed  an  appeal  of  the  govern- 
ment against  the  Oregon  State  Medical  So- 
ciety, eight  county  medical  societies,  Oregon 
Physicians  Service,  and  several  physicians 
who  are  or  were  officials  of  these  organiza- 
tions. Previously  a U.S.  District  Court  had 
ruled  against  the  government’s  antitrust 
violation  charge  and  a direct  appeal  had  been 
taken  to  the  U.S.  Supreme  Court. 

The  controversy  in  Oregon  began  in  1936 
when  the  medical  society  opposed  contract 
practice  of  medicine  sponsored  by  private 
firms  and  commercial  insurance  companies. 
At  that  time  the  medical  society  charged 
that  medical  treatment  and  service  was  de- 
pendent upon  company  approval,  and  in 
some  cases  the  advice  of  physicians  was  dis- 
regarded. The  medical  society  raised  the 
ethical  objection  that  third  parties  were  en- 
tering the  doctor-patient  relationship.  The 
medical  society,  in  an  effort  to  bring  about 
reform  of  prepaid  medical  service  within  the 
state,  decided  in  1941  to  render  such  service 
itself  on  a nonprofit  basis.  After  seven  years 
of  successful  operation  of  the  society  plan 
the  government  brought  suit,  charging  the 
society  with  monopolizing  the  business  of 
providing  prepaid  medical  care  within  the 
state. 

The  Supreme  Court  said  at  one  point, 
“Objections  of  the  organized  medical  pro- 
fession to  contract  practice  are  both  mone- 
tary and  ethical.  Such  practice  diverts  pa- 
tients from  independent  practitioners  to  con- 
tract doctors.  It  tends  to  standardize  fees. 


The  ethical  objection  has  been  that  inter- 
vention by  employer  or  insurance  company 
makes  a tripartite  matter  of  the  doctor-pa- 
tient relation.  Since  the  contract  doctor 
owes  his  employment  and  looks  for  his  pay 
to  the  employer  or  the  insurance  company 
rather  than  to  the  patient,  he  serves  two 
masters  with  conflicting  interests.  In  many 
cases  companies  assumed  liability  for  medi- 
cal or  surgical  service  only  if  they  approved 
the  treatment  in  advance.  There  was  evi- 
dence of  instances  where  promptly  needed 
treatment  was  delayed  while  obtaining  com- 
pany approval  and  where  a lay  insurance 
official  disapproved  treatment  advised  by  a 
doctor.” 

And  at  another  point  the  Court  said, 
“Since  no  concerted  refusal  to  deal  with 
private  health  associations  has  been  proved, 
we  need  not  decide  whether  it  would  violate 
the  antitrust  laws.  We  might  observe  in 
passing,  however,  that  there  are  ethical  con- 
siderations where  the  historic  direct  relation- 
ship between  patient  and  physician  is  in- 
volved which  are  quite  different  from  the 
usual  considerations  prevailing  in  ordinary 
commercial  matters.  This  Court  has  recog- 
nized that  forms  of  competition  usual  in  the 
business  world  may  be  demoralizing  to  the 
ethical  standards  of  a profession.”1 

We  call  attention  to  the  distinction  made 
by  the  Court  in  the  last  sentence  above.  It 
properly  emphasizes  the  importance  of  the 
ethical  standards  of  the  profession  and  the 
necessity  for  their  maintenance  to  obtain 
the  best  results  for  the  patient. 

1 A.M.A.  Bulletin  49,  82nd  Congress,  May  1,  1952. 
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Excessive  Perspiration 


The  hands  of  a girl  of 
17  with  a history  of 
hy perhidrosis  of  9 
years’  duration.  The 
sweating  was  a definite 
social  handicap. 


The  same  patient  45 
minutes  after  taking 
100  mg.  of  Banthine. 
She  has  been  main- 
tained on  a schedule 
of  50  mg.  three  times 
daily.  Illustrations 
courtesy  of  Keith  S. 
Grimson,  M.D. 


Hyperhidrosis  constitutes  a serious  mental  as  well  as  physical  handicap. 
Its  treatment  is  therefore  highly  important. 

The  control  of  this  obstinate  condition  by  Banthine  is  accomplished 
by  the  true  anticholinergic  action  of  the  drug  — an  action  which  has 
made  Banthine  one  of  the  outstanding  drugs  of  recent  years. 


BANTHINE® 

Brand  of  Methantheline  Br 

ORAL. ..PARENTERAL 


BROMIDE 

Brand  of  Methantheline  Bromide 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


SEARLE 


Formula — Each  Tablet  Contains: 

Magnesium  Trisilicate 
162  Mg  (2 y2  Gr) 

Aluminum  Hydroxide 
324  Mg  (5  Gr) 


ORANGE  ..  . flavor,  color  or  odor,  appeals  to  almost  every- 
one. 

ORANGE  is  a characteristic  of  FLUAGEL  Compound  Tablets, 
the  truly  unique  antacid  and  demulcent  especially  indicated 
in  hyperacidity  and  peptic  ulcer. 

FLUAGEL  Compound  Tablets  are  orange-colored,  orange- 
flavored  and  have  a pungent  orange  odor. 

FLUAGEL  Compound  Tablets:  Appeal  to  all  tastes  . . . Act 
rapidly  . . . Prevent  acid  rebound  and  alkalosis  . . . Reduce  irri- 
tation for  faster  healing  . . . Form  protective  film  over  mucosa 
. . . Are  economical. 

Your  peptic  ulcer  and  hyperacid  patients  will  welcome  this 
change  from  the  “round,  white,  peppermint-flavored”  regimen. 
Use  this  different  therapy  . . . prescribe 

FLUAGEL 

Trademark 

Compound  Tablets 

Available  in  bottles  of  100,  500  and  1,000 


Please  send  me  sample  of  FLUAGEL 

George  A.  Breon  & Co. 

Compound  Tablets. 

1450  BROADWAY 

Name 

NEW  YORK  18,  N.  Y. 

DEPT.  21 M 

Address - 
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Scientific  Articles 


PROBLEMS  IN  ANESTHESIA  FOR  SURGERY  ON  THE  HEART 

AND  GREAT  VESSELS 


Philip  A.  Lief,  M.D.,* *  New  York  City 

( From  the  Anesthesiology  Service  of  Montefiore  Hospital,  and  the  Department  of  Anesthesiology,  Columbia 

University  College  of  Physicians  and  Surgeons) 


FOLLOWING  World  War  II  surgery  made 
outstanding  progress  in  the  repair  and  pallia- 
tive treatment  of  cardiovascular  diseases,  espe- 
cially those  within  the  thoracic  cage.  Proper 
anesthetic  management  depended  upon  a clear 
understanding  of  (1)  the  pathologic  physiology 
of  congenital  and  acquired  cardiovascular  defects 
and  (2)  the  requirements  of  the  surgeon  to  carry 
out  his  task  successfully.  The  cardiovascular 
surgical  review  board  has  enabled  the  surgeon, 
cardiologist,  and  anesthesiologist  to  study  each 
patient  with  great  care  and  to  select  suitable 
cases  for  surgery.  In  addition,  a continuing 
program  of  patient  management  could  be 
planned. 

Calling  upon  his  previous  clinical  experience 
during  transpleural  surgery,  the  anesthesiologist 
faced  the  anesthetic  management  of  patients 
undergoing  cardiovascular  surgery  with  some 
reservation.  Soon  challenging  problems  ap- 
peared in  addition  to  those  encountered  pre- 
viously during  thoracic  surgery.  To  provide 
safer  anesthesia  he  brought  the  direct-writing 
electrocardiograph  into  the  operating  suite. 

The  following  problems  in  the  anesthetic 
management  will  be  discussed:  (1)  preoperative 
sedation,  (2)  drug  preparation  of  the  heart, 
(3)  respiration,  (4)  prolonged  systemic  hypo- 
tension, and  (5)  cardiac  arrhythmias. 

Preoperative  Sedation 

Up  to  one  year  there  is  no  danger  of  psychic 
trauma  during  the  preanesthetic  period.  How- 
ever, infants  with  tetralogy  of  Fallot  should  be 
heavily  sedated  with  morphine  in  doses  of  1 to 
2 mg.  in  accordance  with  the  teachings  of  Taussig1 
to  prevent  bouts  of  acute  anoxia  while  struggling 
and  crying  during  induction  of  anesthesia.  Older 
children  may  be  adequately  sedated  with  mor- 

Presented at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  15,  1952. 

* Present  address.  Mount  Sinai  Hospital. 


phine  or  secobarbital  plus  scopolamine.  The 
barbiturate  may  be  administered  orally  or  rectal ly 
with  effect. 

In  the  adult  intravenous  secobarbital  or  thio- 
pental in  small  hypnotic  doses  given  by  the 
anesthetist  in  the  patient’s  room  has  proved 
very  successful.  The  anesthetist  should  carry 
with  him  a portable  Kreiselman  resuscitator 
plus  a small  tank  of  oxygen.  At  times  small 
doses  of  morphine  have  been  ordered  preopera- 
tively  in  patients  scheduled  for  mitral  com- 
missurotomy. Adequate  preoperative  sedation 
is  most  important  in  preventing  cardiac  ar- 
rhythmias due  to  anxiety  concerning  the  coming 
operation.  It  is  advantageous  to  inject  the 
selected  dose  of  opiate  or  barbiturate  several 
days  prior  to  operation  in  order  to  evaluate  the 
patient’s  reaction.  In  this  manner  we  discovered 
that  a patient  was  an  asthmatic.  It  has  not 
been  found  necessary  to  “steal”  patients  for 
cardiovascular  surgery. 

Drug  Preparation  of  the  Heart 

In  the  adult  atropine  or  scopolamine  0.3  to 
0.4  mg.  is  injected  subcutaneously  or  intra- 
venously by  the  anesthetist  prior  to  induction 
of  general  anesthesia.  With  adequate  sedation 
there  has  resulted  no  alarming  tachycardia  even 
in  the  digitalized  heart  of  the  patient  scheduled 
for  mitral  commissurotomy.  These  belladonna 
drugs  may  be  injected  with  advantage  several 
days  prior  to  surgery  to  test  the  patient’s  reac- 
tion. In  children  scopolamine  in  smaller  doses 
is  preferred  because  of  its  sedative  action. 
Atropine  and  scopolamine  in  the  above  doses 
depress  the  postganglionic  nerve  endings  of  the 
vagus  nerve  to  a limited  degree.  In  addition, 
secretions  in  the  tracheobronchial  tree  are 
minimized  by  these  drugs. 

The  preoperative  prophylactic  use  of  quinidine, 
procaine,  Pronestyl,  and  allied  cardiac  drugs  to 
prevent  arrhythmias  during  anesthesia  has  not 
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been  found  necessary.  Calesnik  has  recently 
called  our  attention  to  the  acute  toxicity  involved 
in  the  combined  action  of  cardiotoxic  drugs.2 
Dawes  in  a recent  review  questions  the  following 
widely  accepted  hypothesis:  “.  . . . preliminary 

treatment  with  chloroform  or  cyclopropane  is 
said  to  ‘sensitize’  the  myocardium  to  adrenaline; 
no  convincing  evidence  has  been  adduced  to 
show  that  these  substances  increase  excitability, 
rhythmicity,  the  strength  of  contraction,  or 
conduction  velocity.  On  the  contrary,  the 
weight  of  the  evidence  is  strongly  in  favor  of  the 
view  that  they  are  ‘depressant’  in  all  senses  of 
the  word.”3  Johnstone  has  shown  in  man  that 
respiratory  acidosis  may  frequently  cause  ven- 
tricular arrhythmias  during  cyclopropane  or  cy- 
cl opropane-ether  anesthesia.  4> 5 

Digitalis  should  not  be  given  prophylactically 
in  the  preoperative  period  to  prevent  possible 
decompensation  during  anesthesia  and  opera- 
tion. In  general,  it  is  best  to  digitalize  the 
patient  rapidly  in  the  operating  room  when 
necessary.  Usually  patients  scheduled  for  mitral 
commissurotomy  or  pericardiectomy  have  been 
digitalized  beforehand. 

Respiration 

In  both  the  unanesthetized  as  well  as  the  anes- 
thetized state  the  primary  functions  of  the  lungs 
are  to  deliver  oxygen  to  the  blood  and  to  remove 
carbon  dioxide  from  the  blood.  The  latter 
function  is  just  as  important  as  the  former. 
The  bellows-like  motions  of  breathing  pump 
oxygen  plus  anesthetic  gases  into  the  alveoli 
and  then  remove  the  carbon  dioxide  and  anes- 
thetic gases  from  the  alveoli. 

For  normal  ventilatory  function  it  is  manda- 
tory to  maintain  unobstructed  airways  at  all 
times  during  anesthesia.  Five  per  cent  cocaine 
has  been  sprayed  topically  into  the  pharynx  and 
larynx  prior  to  induction  of  anesthesia  in  both 
children  and  adults.  The  irritant  anesthetic 
gases  have  caused  less  coughing,  breath-holding, 
and  laryngospasm  following  application  of  the 
topical  anesthesia.  During  transpleural  surgery 
an  endotracheal  tube  is  absolutely  necessary 
both  in  infants  and  adults  for  proper  ventilatory 
exchange.  With  the  aid  of  Flaxedil,  a curare- 
like drug,  and  following  cocainization  of  the 
glottis  and  trachea,  the  endotracheal  anode  tube 
may  be  inserted  into  the  trachea  by  direct  laryn- 
goscopy or  by  the  technic  of  “endoscopic  intuba- 
tion,” that  is,  the  endotracheal  tube  is  threaded 
over  a small  Jackson  bronchoscope,  which  is 
then  inserted  directly  into  the  trachea  without, 
the  aid  of  a laryngoscope.  This  technic  enables 
one  to  intubate  swiftly  even  under  light  planes 
of  anesthesia. 


During  transpleural  surgery  the  ventilatory 
exchange  becomes  markedly  reduced  due  to  the 
open  thorax.  This  may  lead  both  to  respira- 
tory acidosis  as  well  as  hypoxia.  Beecher  has 
emphasized  the  presence  of  respiratory  acidosis 
during  thoracic  surgery,  even  in  the  face  of  ade- 
quate oxygenation.6,7  The  above  ventilatory 
insufficiency  may  be  overcome  by  assisted  or 
controlled  intermittent  positive  pressure  breath- 
ing. According  to  Cournand  the  duration  of  the 
expiratory  phase  should  be  about  one  and  one- 
half  times  as  long  as  the  inspiratory  phase.8 
Since  the  expiratory  phase  of  breathing  is  entirely 
passive,  it  is  important  that  the  diameter  of  the 
endotracheal  tube  be  as  large  as  possible  but 
without  encroachment  on  the  glottis  so  that  the 
passage  of  the  gases  from  the  bronchial  tree  will 
not  be  impeded.  The  size  of  the  endotracheal 
tube  is  particularly  important  in  patients  with 
pulmonary  fibrosis  and  emphysema. 

Flaxedil , a potent  blocking  agent  of  the  neuro- 
muscular junction,  greatly  facilitates  the  per- 
formance of  intermittent  positive  pressure 
breathing  under  very  light  ether,  cyclopro- 
pane, or  ethylene  anesthesia.  Flaxedil,  unlike 
d-tubocurarine,  is  virtually  without  action  on  the 
ganglia  of  the  autonomic  nervous  system.9 
Hence,  one  rarely  sees  peripheral  systemic 
hypotension  accompanying  prolonged  controlled 
ventilation  following  the  use  of  Flaxedil.  For- 
tunately, in  cardiovascular  surgery  one  is  not 
concerned  with  the  many  autonomic  reflexes 
produced  by  hilar  traction  during  pulmonary 
surgery.  Yet  a slight  increase  in  pulse  rate  may 
result  from  the  vagal  blockade  produced  by 
Flaxedil. 

Usually,  assisted  ventilation  results  in  con- 
trolled ventilation  very  quickly  following  the 
use  of  Flaxedil.  The  drug  is  administered 
intravenously  to  adults  in  divided  doses  of  20 
mg.  approximately  every  thirty  minutes  as 
required.  It  has  not  been  necessary  to  resort 
to  the  use  of  anticurare  drugs  to  restore  adequate 
ventilation.  Controlled  ventilation  affords  the 
surgeon  a quiet  operative  field  without  mediasti- 
nal movement  and  excessive  diaphragmatic 
activity.  Flaxedil  enables  one  to  maintain  these 
ideal  conditions  even  during  very  light  planes 
of  ether,  cyclopropane,  or  ethylene  anesthesia. 
It  is  true  that  most  of  the  signs  of  anesthesia, 
even  the  valuable  eye  signs,  have  been  lost 
under  these  conditions,  yet  frequently  the 
patient  is  so  lightly  anesthetized  that  he  may 
move  his  fingers  or  wrinkle  his  forehead.  W ith 
this  technic  one  should  depend  on  the  integrity 
of  the  peripheral  circulation  for  surther  informa- 
tion as  to  the  depth  of  anesthesia.  The  rate  of 
ventilation  usually  varies  from  15  to  25  per 
minute.  Following  the  administration  of  Flaxe- 
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dil  the  bronchial  musculature  appears  to  be  more 
relaxed  since  the  same  adequate  ventilatory 
exchange  can  be  maintained  by  a mean  endo- 
tracheal pressure,  which  is  lower.  Consequently 
the  change  in  cardiac  output  is  correspondingly 
smaller.  With  the  above  regime  respiratory 
acidosis  is  minimized  or  completely  absent  during 
prolonged  intrathoracic  surgery,  yet  there  is 
very  little  adverse  effect  on  the  peripheral  blood 
pressure. 

Endotracheal  suction  should  be  carried  out 
with  the  help  of  an  assistant  as  infrequently  as 
possible  and  only  after  the  surgeon  has  hist 
stopped  all  surgical  manipulations.  It  is  not 
only  poor  management  but  dangerous  to  carry 
out  tracheobronchial  toilet  while  the  surgeon  is 
clamping  a blood  vessel.  The  lungs  are  hyper- 
ventilated several  times  with  100  per  cent 
oxygen  prior  to  endotracheal  suction  to  minimize 
the  production  of  hypoxia  with  possible  reflex 
cardiac  arrest.  The  suction  catheter  is  coated 
with  petrolatum,  which  is  then  sprayed  with 
5 per  cent  cocaine  to  minimize  tracheobronchial 
reflexes.  Atropine  is  not  given  to  dry  up  secre- 
tions while  general  anesthesia  is  in  progress, 
since  the  secretions  may  become  ropey  and  viscid. 

Before  removing  the  endotracheal  tube  one 
should  hyperventilate  the  lungs  with  100  per 
cent  oxygen.  If  possible,  the  tube  should  be 
removed  without  suction.  A light  plane  of 
anesthesia  is  no  contraindication  to  the  removal 
of  an  endotracheal  tube.  Frequently  the  patient  , 
especially  a child,  may  have  a transient  bout  of 
laryngospasm  following  removal  of  an  endo- 
tracheal tube.  This  spasm  is  usually  not  severe 
and  can  be  broken  by  applying  positive  pressure 
through  a face  mask. 

The  circle  or  to-and-fro  absorption  technic 
has  been  used  with  equal  success.  With  infants 
the  Leigh-Bolten  nonrebreathing  valve  affords 
minimal  resistance  to  expiration  as  well  as  inspira- 
tion. It  is  advantageous  to  surround  the  soda- 
lime  canisters  with  ice  packs  in  order  to  lower 
the  temperature  of  the  inhaling  gases.  In  the 
to-and-fro  absorption  setup  it  is  of  benefit  to 
introduce  the  ether  via  the  distal  end  of  the 
canister.  In  this  manner  warm  ether  vapor 
rather  than  cold  nebulized  ether  comes  in  contact 
with  the  tracheobronchial  mucosa  with  minimal 
irritant  effect  and  vagal  stimulation. 

Prolonged  Systemic  Hypotension 

Must  general  anesthetic  agents  cause  general- 
ized peripheral  vasodilatation  in  moderate  to 
deep  planes  of  anesthesia.  Ether  and  the  barbi- 
turates are  notorious  offenders  in  this  regard. 
Despite  the  present  trend  in  some  clinics  to 
induce  hypotension  during  elective  surgery,  we 
feel  very  strongly  that  the  peripheral  circulation 


should  be  supported  to  maintain  near  normal 
blood  tensions  throughout  cardiovascular  surgery. 
This  can  best  be  accomplished  by  inducing  general 
anesthesia  very  slowly  and  maintaining  very 
light  planes  of  surgical  anesthesia. 

To  facilitate  adequate  muscular  relaxation 
during  light  anesthesia  and  the  adequate  per- 
formance of  assisted  or  controlled  ventilation, 
we  have  selected  Flaxedil.  This  drug  does  not 
interfere  to  any  extent  with  the  integrity  of  the 
peripheral  circulatory  compensatory  mechanisms 
of  the  body  since  it  has  virtually  no  effect  on 
the  ganglia  of  the  autonomic  nervous  system. 
On  the  other  hand,  it  has  been  demonstrated 
that  d-tubocurarine  does  depress  the  action  of 
the  autonomic  ganglia. 

Prolonged  peripheral  hypotension  may  be 
considered  to  exist  when  the  systolic  blood 
pressure  falls  to  below  90  mm.  Hg  for  approxi- 
mately one  hour.  In  most  cases  this  is  due  to 
deep  anesthesia.  A shocklike  picture  may  be 
present.  If  tachycardia  is  also  present,  therapy 
should  be  directed  first  against  the  tachycardia. 
Blood  should  be  replaced  as  rapidly  as  it  is  lost 
from  the  body. 

Intra-arterial  transfusions  may  be  of  benefit 
in  prolonged  hypotension.  In  the  absence  of 
pulmonary  edema  and  elevated  venous  pressure, 
vasopressor  drugs  may  be  used  with  great  bene- 
fit. Levophed  has  been  reported  to  be  useful 
in  this  regard.  The  drug  is  1-nor-epinephrine 
and  differs  from  epinephrine  in  the  absence  of  a 
methyl  group  on  the  nitrogen  atom.  It  acts  as 
a general  vasoconstrictor  with  no  significant 
change  in  cardiac  output.  Levophed  has  four 
times  the  margin  of  safety  of  epinephrine,  does 
not  cause  tachycardia,  and  dilates  the  coronary 
arteries. 

As  described  by  Lyons  and  Burwell,  the  basic 
physiologic  disturbance  in  chronic  constrictive 
pericarditis  is  the  restriction  to  the  diastolic 
filling  of  the  ventricles.10  There  results  a dimin- 
ished stroke  volume  and  cardiac  output,  which 
cannot  be  increased  during  the  additional  stress 
due  to  anesthesia  and  surgery.  In  addition,  the 
force  and  degree  of  contraction  of  the  ventricles 
is  limited  by  the  hard  nonexpansive  pericardium. 
Cardiac  catheterization  studies  have  shown  that 
the  impairment  of  the  function  of  the  left  ventri- 
cle is  of  primary  importance.  A reduced  cardiac 
output  in  a patient  with  chronic  constrictive 
pericarditis  combined  with  peripheral  vasodila- 
tion due  to  the  surgical  anesthetic  state,  hemor- 
rhage, or  acidosis  may  end  in  disaster. 

Case  l. — G.  M.  was  a l'orty-nine-year-old  male 
with  a five-year  history  of  severe  and  intractable 
cardiac  insufficiency  due  to  constrictive  and  adhe- 
sive pericarditis  and  rheumatic  heart  disease  with 
mitral  lesions  and  auricular  fibrillation.  In  1949 
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he  had  a partial  anterior  pericardiectomy  without 
relief  of  symptoms.  It  was  decided  to  perform 
another  pericardiectomy,  despite  the  risks  involved, 
in  an  effort  to  relieve  that  part  of  his  syndrome 
attributable  to  restriction  by  the  rigid  pericardium. 
Preoperative  studies  revealed  carbon  dioxide  reten- 
tion and  reduced  oxygen  saturation  of  the  arterial 
blood.  During  operation  the  arterial  oxygen  satura- 
tion was  maintained  at  normal  levels. 

Bilateral  thoracotomy  and  sternotomy  were 
performed  under  secobarbital  hypnosis  reinforced 
with  nitrous  oxide-oxygen  anesthesia.  Controlled 
ventilation  was  facilitated  by  the  use  of  d-tubocura- 
rine  in  divided  doses.  During  the  greater  part 
of  the  operation  the  systolic  blood  pressure,  which 
was  normally  100  to  110  mm.  of  Hg,  could  not  be 
maintained  over  80  systolic.  Postoperatively  the 
patient  did  not  regain  consciousness  and  succumbed 
eight  hours  later. 

Case  2. — J.  W.  was  a twenty-six-y ear-old  Negro, 
who  had  chronic  constrictive  pericarditis,  probably 
tuberculous  in  origin.*  Preoperatively  the  patient 
was  digitalized  by  the  medical  department.  Pre- 
operative blood  pressure  was  130/90.  Under 
light  ether  anesthesia  plus  Flaxedil  the  blood  pres- 
sure was  maintained  at  normal  levels  throughout 
the  pericardiectomy.  No  topical  application  of 
procaine  to  the  heart  was  deemed  necessary  during 
three  hours  of  surgical  dissection  on  and  about  the 
heart.  Two  thirds  of  the  left  ventricle,  the  right 
ventricle,  one  half  of  the  surface  of  the  auricles, 
and  the  inferior  vena  cava  were  dissected  free.  At 
operation  the  heart  appeared  to  dilate  to  a slight 
degree,  but  at  the  same  time  the  contractions 
became  more  forceful.  The  patient  made  an 
uneventful  recovery. 

Case  3.—J.  K.  was  a fifty-nine-year-old  female 
with  mitral  stenosis.*  Preoperatively  the  patient 
was  on  digitalis  therapy.  She  was  brought  to 
the  operating  room  following  morphine  sedation. 
Induction  of  anesthesia  was  by  intravenous  secobar- 
bital followed  by  ether  since  no  ethylene  was  availa- 
ble. Flaxedil  was  used  to  facilitate  endotracheal 
intubation  as  well  as  controlled  ventilation.  After 
the  left  chest  was  entered,  the  systolic  blood  pres- 
sure fell  gradually  to  approximately  70  mm.  of 
Hg  despite  the  fact  that  no  further  ether  was  admin- 
istered to  the  patient.  Because  there  had  been 
very  little  blood  loss  to  this  point  during  surgery, 
it  was  deemed  best  to  lighten  the  depth  of  anesthesia. 
Within  ten  minutes  the  systolic  blood  pressure  rose 
to  124  mm.  of  Hg.  At  times  thereafter  the  patient 
moved  her  fingers  and  hand.  Mitral  commissurot- 
omy was  performed  successfully,  and  the  patient 
made  an  uneventful  recovery  except  for  an  ar- 
rhythmia postoperatively  which  was  treated  with 
quinidine. 

Patients  with  a mitral  stenotic  lesion  and  in- 
creased pulmonary  artery  pressure  usually  have  a 
significant  reduction  in  their  cardiac  output. 

* From  the  surgical  service  of  Triboro  Hospital. 


This  may  be  further  reduced  by  peripheral 
vascular  relaxation  during  surgical  anesthesia, 
tachycardia,  or  hemorrhage.  Clinically  ethylene 
has  a higher  therapeutic  index  than  ether. 
Ethylene  anesthesia  reinforced  with  small 
amounts  of  ether  as  needed  has  been  used  in 
most  of  our  patients  undergoing  commissurotomy 
for  mitral  stenosis. 

In  patients  with  pure  pulmonic  stenosis  we 
have  noted  sudden  severe  hypotension  when  the 
pericardium  has  been  incised.  This  sudden 
fall  in  blood  pressure  has  been  attributed  by 
some  to  the  procaine,  which  may  have  been  in- 
stilled into  the  pericardium,  applied  topically 
or  injected  locally  into  the  ventricular  muscle. 
Cardiac  arrhythmia  and  excessive  hemorrhage 
during  the  insertion  of  the  valvulotome  may  pro- 
long the  hypotension.  Adequate  and  immediate 
blood  replacement  plus  very  light  planes  of 
anesthesia  are  necessary  to  avoid  peripheral 
hypotension. 

During  ether  anesthesia  the  instillation  of  pro- 
caine into  the  pericardium  is  followed  by  a sudden 
tachycardia  in  most  cases.  The  efficiency  of 
the  pumping  action  of  the  heart  is  thereby- 
impaired,  and  peripheral  hypotension  may  ensue. 

In  patients  with  patent  ductus  arteriosus  the 
main  hemody-namic  effect  is  an  increased  flow 
through  the  pulmonary  artery.  In  most  instances 
the  shunt  is  entirety  left  to  right  since  the 
pressure  gradient  between  the  syrstemic  aorta  and 
the  pulmonary-  artery  is  so  great.  If  the  ductus 
is  a large  one  and  the  pressure  gradient  is  reduced 
or  reversed  by'  systemic  hypotension,  a right  to 
left  shunt  may  result  in  cyanosis  due  to  the  de- 
creased blood  flow  through  the  pulmonary  vas- 
cular bed. 

In  patients  with  reduced  pulmonary  blood 
flow  (tetralogy  of  Fallot,  pulmonic  stenosis, 
prolonged  hypotension  in  a patient  with  a large 
patent  ductus),  the  problem  of  adequate  respira- 
tory gas  exchange  is  considerable.  By  means 
of  hy-perventilation  with  resulting  increase  in 
arteriovenous  difference  of  the  respiratory'  gases 
the  patient  can  absorb  enough  oxygen  and  elimi- 
nate enough  carbon  dioxide  for  metabolic  needs. 

Sudden  systemic  hy-potension  in  a patient 
with  tetralogy  of  Fallot  may  reduce  left  ventricu- 
lar filling  and  left  auricular  pressure.  Conse- 
quently larger  amounts  of  blood  may  flow  through 
the  right  side  of  the  heart  with  a relative  increase 
of  blood  flow  from  right  to  left  through  the  wide 
septal  defect  and  a relative  decrease  of  blood 
flow  through  the  narrow  pulmonic  stenosis. 
The  over-all  hemodynamic  effect,  therefore,  of  a 
sudden  or  prolonged  systemic  hypotension  in  a 
patient  with  tetralogy  of  Fallot  may  be  a reduc- 
tion of  blood  flow  through  the  pulmonary  circula- 
tory bed.  Under  these  conditions,  as  described 
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before,  the  problem  of  adequate  respiratory  gas 
exchange  is  magnified. 

Cardiac  Arrhythmias 

In  the  absence  of  congestive  heart  failure  sinus 
tachycardia  during  the  preoperative  period 
should  not  be  treated  with  digitalis  or  quinidine. 
In  most  cases  adequate  sedation  with  a barbit- 
urate or  opiate  will  suffice.  The  prophylactic 
use  of  quinidine,  procaine,  or  procaine  amide 
preoperatively  to  prevent  arrhythmias  during 
anesthesia  and  surgery  has  not  been  found  neces- 
sary. 

The  need  for  more  adequate  information  con- 
cerning the  pathologic  physiology  of  cardiac 
arrhythmias  during  general  anesthesia  and 
surgery  is  apparent  upon  reviewing  the  available 
literature.  In  1948  Ziegler  reported  on  the  car- 
diac mechanism  during  anesthesia  in  175  children 
with  congenital  heart  disease  and  cyanosis.11 
Only  20  per  cent  of  the  entire  group  of  patients 
escaped  arrhythmias  of  some  sort.  The  most 
common  abnormality  was  the  group  of  arrhyth- 
mias resulting  from  depression  of  the  normal 
pacemaker  with  supercedence  of  some  center  of 
lower  rhythmicity,  usually  the  atrioventricular 
node. 

The  electrocardiographic  changes  seen  in  the 
operating  room  may  result  from  many  factors, 
some  of  which  are  peculiar  to  the  induction  and 
depth  of  anesthesia,  others  of  which  may  be 
related  to  direct  or  reflex  action  on  the  heart 
from  the  surgical  procedure.  In  addition, 
electrocardiographic  changes  may  result  from 
hypoxia,  acidosis,  asphyxia,  altered  tissue  metab- 
olism, or  hemorrhage  during  anesthesia  and 
surgery. 

Recently  Hite  studied  the  electrocardiographic 
tracings  of  several  patients  undergoing  cardio- 
vascular surgery  at  the  Montefiore  Hospital.12 
Observations  were  made  continuously  throughout 
anesthesia  and  surgery  on  the  fluorescent  screen 
cardioscope  and  tracings  were  made  at  intervals 
on  the  visocardiette.  Anesthesia  was  main- 
tained by  the  to-and-fro  absorption  technic, 
using  ether  plus  cyclopropane  following  induction 
with  intravenous  secobarbital  in  most  cases. 
At  times  the  patients  had  received,  in  addition, 
morphine  and  one  of  the  curare  drugs.  Except 
for  three  fatal  cases  there  was  little  or  no  clinical 
evidence  of  hypoxia  or  acidosis  during  surgery. 

In  most  instances,  except  for  direct  manipula- 
tions of  the  heart,  the  arrhythmias  could  be 
related  to  anesthetic  management  rather  than 
the  surgical  procedure.  In  three  of  the  cases 
studied  death  occurred  either  during  or  soon 
after  surgery  in  anemic  or  anoxic  anoxia.  The 
reported  finding  of  progressive  increase  in 


amplitude  of  the  “T”  wave  during  respiratory 
acidosis  was  confirmed  and  found  to  be  related 
primarily  to  poor  ventilation  under  anesthesia. 
This  study  suggested  that  changes  in  cardiac 
rate,  in  amplitude  and  form  of  P and  T waves, 
and  in  the  Q-T  segment  may  precede  the  more 
ominous  bradycardia,  cardiac  standstill,  and 
ventricular  fibrillation.  Preliminary  arterial 
blood  gas  studies  suggest  that  the  electrocardio- 
graph is  a sensitive  instrument  with  which  to 
detect  hypoxia  as  well  as  ventilatory  insuffi- 
ciency during  open  chest  surgery.  During 
controlled  ventilation  the  electrocardiograph 
may  be  an  added  aid  in  determining  the  depth 
of  anesthesia. 

Sinus  tachycardia  during  ether  anesthesia  can 
be  readily  controlled  by  administering  small 
amounts  of  cyclopropane  to  the  patient.  At 
times  lightening  the  depth  of  ether  anesthesia 
has  aided  in  reducing  the  cardiac  rate.  It  has 
not  been  found  necessary  to  resort  to  the  use  of 
prostigmine,  the  reversible  inhibitor  of  cholines- 
terase, to  control  tachycardia. 

Bradycardia  during  inhalation  anesthesia 
appears  at  times  to  be  related  to  the  stimulation 
of  vagal  nerve  endings  in  the  air  passages  by  the 
anesthetic  agent.  Reflex  vagal  inhibition  of  the 
heart  via  the  pulmocardiac  reflexes  may  result 
in  nodal  rhythm,  sinus  bradycardia,  or  sinus 
arrest.  Atropine  will  prevent  the  most  serious 
of  these  arrhythmias  yet  will  not  prevent  the 
atrioventricular  nodal  rhythm.  As  mentioned 
above,  topical  application  of  5 per  cent  cocaine 
to  the  pharyngeal  and  tracheobronchial  passages 
will  lessen  the  activity  of  these  vagal  reflexes. 

Johnstone  demonstrated  in  man  during  cyclo- 
propane-ether anesthesia  that  bradycardia  of  the 
nodal  type  in  the  presence  of  carbon  dioxide 
excess  dramatically  changed  into  ventricular 
arrhythmias  in  every  case  following  the  intra- 
venous injection  of  atropine.5  Subsequently, 
following  the  removal  of  the  carbon  dioxide 
excess,  the  rhythm  reve  rted  to  sinus  tachycardia. 
From  this  we  may  learn  that  it  is  not  without 
danger  to  inject  atropine  intravenously  to  correct 
the  bradycardia  during  anesthesia.  It  is  safer 
to  oxygenate  and  hyperventilate  the  patient 
first,  then  inject  the  atropine  if  the  bradycardia 
persists.  In  one  of  our  patients  suffering  from 
anemic  anoxia  due  to  hemorrhage  the  intra- 
venous injection  of  atropine  precipitated  a fatal 
bout  of  ventricular  fibrillation. 

In  a noncomplicated  general  anesthesia 
there  are  few  disturbing  arrhythmias  during 
cardiovascular  surgery.  It  is  mainly  during 
the  direct  manipulation  of  the  pericardium, 
epicardium,  or  endocardium  that  disturbing 
premature  ventricular  contractions,  either  singly 
or  in  short  bouts  of  ventricular  tachycardia,  may 
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occur.  If  the  surgical  manipulation  is  stopped, 
in  the  majority  of  cases  the  arrhythmias  quickly 
revert  to  normal  patterns.  The  efficacy  of 
procaine  in  preventing  arrhythmias  during  direct 
manipulations  on  the  heart  has  not  been  ade- 
quately proved  as  yet.  If  this  does  not  suffice, 
we  have  found  the  intravenous  administration  of 
procaine  amide  to  be  the  safest  and  most  effec- 
tive therapeutic  procedure. 

The  rapid  intravenous  digitalization  of  the 
heart  under  anesthesia  is  not  without  danger. 
In  one  patient  a fatal  ventricular  fibrillation  was 
thus  precipitated.  We  have  converted  a ques- 
tionable ventricular  fibrillation  to  regular  sinus 
rhythm  on  only  one  occasion  with  procaine  amide. 
The  treatment  of  choice  for  ventricular  fibrilla- 
tion, in  our  opinion,  is  cardiac  massage  and 
electrical  defibrillation. 

Cardiac  standstill  should  be  treated  first  by 
intermittent  cardiac  compression.  The  dilated 
and  atonic  heart  is  best  treated  with  calcium 
chloride.  Epinephrine  should  be  used  cautiously 
and  in  small  amounts  is  of  great  benefit  in  cardiac 
asystole.  We  have  not  found  it  necessary  to 
give  procaine  or  quinidine  at  the  same  time. 
Atropine  should  not  be  injected  intravenously 
shortly  thereafter,  since  ventricular  fibrillation 
may  be  precipitated. 

Summary 

Proper  anesthetic  management  of  patients 
undergoing  cardiovascular  surgery  should  begin 
with  adequate  preoperative  sedation.  Small 
doses  of  atropine  or  scopolamine  are  useful  in 
preventing  the  formation  of  excessive  tracheo- 
bronchial secretions  as  well  as  depressing 
the  vagus  nerve  to  a limited  degree.  Topical  anes- 
thesia applied  to  the  pharynx,  larynx,  and 
tracheobronchial  tree  aid  in  controlling  reflex 
vagal  inhibition  of  the  heart  by  the  irritant 
anesthetic  vapors  and  endotracheal  intubation. 

To  facilitate  endotracheal  intubation  and  con- 
trolled intermittent  positive  pressure  breathing- 
under  very  light  planes  of  anesthesia  we  have 
found  Flaxedil  useful.  Fortunately,  Flaxedil 
has,  in  addition,  virtually  no  effect  on  the  ganglia 
of  the  autonomic  nervous  system,  depresses  the 
hydrocarbon  sensitization  of  the  myocardium  to 
epinephrine,  and  possesses  a powerful  vagal 
blockade. 

Prolonged  peripheral  hypotension  is  best 
prevented  by  maintaining  very  light  planes  of 
anesthesia  throughout  surgery.  Adequate  blood 
replacement  plus  the  use  of  peripheral  vasopres- 
sor drugs  when  indicated  can  control  the  systemic 
hypotension  in  most  instances. 

The  prophylactic  use  of  cardiac  depressant 
drugs  preoperatively  is  not  advised.  Sinus 
tachycardia  during  ether  anesthesia  can  be  con- 


trolled adequately  by  administering  small  quan- 
tities of  cyclopropane.  Intravenous  atropine 
should  be  used  with  extreme  caution  in  the  treat- 
ment of  bradycardia  during  anesthesia.  It 
should  be  considered  only  after  hyperventilation 
and  adequate  oxygenation  have  not  improved 
the  bradycardia.  Procaine  instilled  topically 
within  the  pericardium  is  not  advised  as  a routine 
prophylactic  measure.  It  may  be  concluded  that 
during  light  anesthesia  and  in  the  presence  of 
adequate  oxygenation  and  ventilation  under 
continuous  electrocardiographic  control,  one 
need  rarely  resort  to  drugs  to  preserve  the  integ- 
rity of  the  pumping  action  of  the  heart.  The 
electrocardiograph  can  assume  an  important 
prognostic  as  well  as  diagnostic  role  in  the  operat- 
ing room. 

The  oximeter,  ventilation  meter,  pH  meter, 
and  other  research  tools  which  are  being  brought 
to  the  operating  room  may  aid  in  filling  the 
need  for  a more  complete  understanding  of 
the  pathologic  physiology  of  cardiovascular 
diseases,  as  influenced  by  anesthetic  agents  and 
technics. 

We  wish  to  thank  Dr.  K.  Eileen  Hite  for  interpreting  the 
electrocardiographic  tracings  during  surgery. 

References 

1.  Taussig,  II.  B.:  Pediatrics  1:  307  (1948). 

2.  Calesnick,  B.,  Smith,  N.  H.,  and  Bentner,  R. : J. 

Pharmacol.  & Exper.  Therap.  102:  138  (1951). 

3.  Dawes,  G.  S. : Phann.  Rev.  4:  43  (1952). 

4.  Johnstone,  M.:  Brit.  Heart  J.  12:  239  (1950). 

5.  Ibid.  13:  47  (1951). 

3.  Beecher,  H.  K.t  and  Murphy,  A.  J.:  J.  Thoracic 

Surg.  19:  50  (1950). 

7.  Beecher.  II.  K.,  Quinn,  T.  J.,  Bunker,  J.  P.,  and 

D’Allessandro,  G.  L.:  ibid.  22:  135  (1951). 

8.  Cournand,  A.,  Motley,  H.  L.,  Werko,  L.,  and  Rich- 
ards, E.  W.:  Am.  J.  Physiol.  152:  162  (1948). 

9.  Riker,  W.  F.,  and  Wescoe,  W.  C.:  Ann.  New  York 

Acad.  Med.  54:  373  (1951). 

10.  Lyons,  R.  H.,  and  Burwell,  C.  S.:  Brit.  Heart  J.  8: 

33  (1946). 

11.  Ziegler,  R.  F.:  Bull.  Johns  Hopkins  Hosp.  83:  237 

(1948). 

12.  Hite,  K.  E.:  Unpublished  observations.  - 

Discussion 

Louis  R.  Orkin,  M.D.,  New  York  City. — The 
problems  cited  by  Dr.  Lief  are  similar  to  those  noted 
and  discussed  by  many  acute  observers  in  the  prac- 
tice of  anesthesiology.  Some  manifestations  of  the 
problems  are  seen  in  every  case.  The  therapy  of 
the  malfunctions  of  the  cardiovascular  system  differ 
in  most  instances,  yet  .each  investigator  reports 
a significant  degree  of  success.  One  is  compelled 
to  wonder  whether  survival  of  the  patient  is  due  to 
the  skillful  manipulations  of  oxygenation,  the  dra- 
matic decisions  of  when  to  use  a syringe,  or  the  ten- 
acity with  which  a patient  clings  to  life.  State-wide 
or  nation-wide  investigations  should  be  coordinated 
by  the  investigators  themselves  to  search  for  solu- 
tions to  problems  in  which  no  one  clinic  can  hope 
to  accumulate,  enough  information. 

Preoperative  sedation  is  a problem  in  this  cate- 
gory of  patients  for  each  must-be  handled  as  an 
individual  Patients  with  mitral  stenosis,  for 
example,.  are_  sometimes  hyperreactive  to  sedative 
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drugs.  On  three  occasions  surgery  was  cancelled 
in  our  clinic  because  of  undue  depression  of  circula- 
tion and  respiration  or  tachycardia.  Our  present 
scheme  is  to  administer  preanesthetic  medication 
two  to  three  days  before  the  scheduled  surgery. 
The  pulse,  blood  pressure,  and  respirations  are 
recorded  by  a student  nurse  every  fifteen  minutes 
for  two  hours.  The  patient  is  questioned  the  next 
day  as  to  sedative  and  amnesic  effects.  Preopera- 
tive sedation  is  then  ordered  based  upon  the  patient’s 
reactions  and  whether  the  patient  will  be  induced 
in  the  operating  suite  or  his  room. 

The  prophylactic  digitalization  of  patients  is  not 
a practice  at  Bellevue.  I am  curious  to  know  how 
many  times  it  has  been  deemed  necessary  to  digital- 
ize patients  in  the  operating  room  and  what  drug 
was  used.  To  my  knowledge  this  modality  has 
only  been  utilized  once  during  the  past  year. 

The  topical  application  of  cocaine  prior  to  and 
during  anesthesia  has  been  shown  by  Burstein  to 
increase  the  number  of  arrhythmias.  A new  prep- 
aration, hexylcaine  or  Cyclaine,  is  in  use  at  our 
clinic.  Burstein  completed  a study  revealing 
that  following  topical  application  with  Cyclaine 
the  incidence  of  arrhythmias  is  reduced  below  con- 
trol levels.0 

Relaxant  agents  were  not  employed  in  our  pro- 
cedure because  relaxation  was  not  considered  neces- 
sary. Also,  we  have  been  interested  in  the  study 
of  the  agents  employed  with  as  few  complicating 
factors  as  possible.  However,  we  have  used 
Intocostrin  to  facilitate  the  intubation  of  our  last 
three  patients.  In  the  dosage  employed  it  is  doubt- 
ful whether  any  autonomic  blocking  effect  could  be 
demonstrated.  We  are  more  fearful  of  the  tachy- 
cardia which  sometimes  follows  Flaxedil. 

a Burstein,  G.  L..  et  al.:  Anesthesiology  11:  224  (1950) 


Dr.  Lief  states  that  in  the  absence  of  pulmonary 
edema  and  elevated  venous  pressure,  vasopressors 
may  be  employed  in  the  therapy  of  hypotension. 
While  these  patients  do  not  usually  have  frank 
pulmonary  edema  or  perhaps  increased  venous 
pressure  when  they  are  brought  to  surgery,  they 
have  all  the  basis  for  this  syndrome.  The  use  of 
vasoconstrictors  in  hypotension  is  attended  with 
great  caution  in  our  clinic  since  the  imposition  of  an 
increased  resistance  between  the  heart  and  the  tissues 
may  raise  the  aortic  pressure  but  decrease  blood 
flow  through,  and  oxygenation  of,  the  tissues. 

Many  controversial  issues  are  reawakened  in 
the  discussion  on  cardiac  arrhythmias.  Time 
obviously  does  not  permit  a satisfactory  debate 
on  any  one  of  them.  In  general,  one  should  remem- 
ber that  arrhythmias  are  more  often  symptoms  than 
etiologic  factors.  It  is  only  when  one  cannot  dis- 
cover the  etiology  or,  having  discovered  it,  cannot 
treat  it  that  one  should  resort  to  treatment  of  the 
symptoms. 

The  apparent  reliance  of  the  author  upon  the 
electrocardiogram  has  not  been  substantiated  in 
our  experience.  Prominent  authorities  in  cardiol- 
ogy, who  have  both  a clinical  and  investigative 
interest  in  these  patients,  have  failed  in  attempting 
to  interpret  the  changes  in  the  electrocardiogram 
during  surgery.  So  many  factors  can  influence 
the  tracings  that  while  the  findings  are  extremely 
valuable  and  useful,  they  are  by  no  means  definitive. 

For  investigational  purposes  the  majority  of  our 
cases  have  been  anesthetized  with  cyclopropane  or 
cyclopropane  induction  with  ether  maintenance. 
I would  like  in  closing  to  emphasize  the  observation 
of  Dr.  Lief  that  these  patients  do  not  tolerate  deep 
(depressant)  anesthesia.  Depth  is  more  important 
than  agent  or  method. 
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ANESTHETIC  MANAGEMENT  IN  CARDIAC  CATHETERIZATION 
AND  ANGIOCARDIOGRAPHY 

Milton  H.  Adelman,  M.D.,  Arthur  I.  Rosenthal,  M.D.,  Elliot  Jacobson,  M.D.,  and 
Amy  Mills,  M.D.,  New  York  City 

( From  the  Department  of  Anesthesiology,  Mount  Sinai  Hospital) 


THE  development  of  corrective  surgical  pro- 
cedures for  congenital  heart  anomalies  has 
prdvided  great  impetus  for  the  study  and  dif- 
ferentiation of  such  defects.  Two  new  diagnostic 
procedures  in  congenital  cardiovascular  disease 
are  cardiac  catheterization  and  angiocardiog- 
raphy. The  anesthesiologist  has  become  an 
integral  part  of  cardiovascular  research  groups 
which  utilize  these  two  new  methods;  the  prob-. 
lems  he  encounters  in  cardiac  catheterization 
and  angiocardiography  deserve  our  thought 
and  attention. 

This  paper  is  based  on  the  experiences  at  the 
Mount  Sinai  Hospital  with  over  2,000  angio- 
cardiographies and  approximately  200  cardiac 
catheterizations. 

Cardiac  Catheterization 

Cardiac  catheterization  is  the  passage  under 
fluoroscopic  control  of  a long,  radiopaque,  modi- 
fied ureteral  catheter  into  a vein,  usually  ante- 
cubital,  and  then  into  the  subclavian,  superior 
vena  cava,  right  auricle,  right  ventricle,  and  the 
pulmonary  artery.  The  external  end  of  the 
catheter  is  connected  to  a drip  of  heparinized 
saline  to  prevent  clotting  and  to  a strain  gauge 
to  determine  pressures  in  the  heart  chambers 
and  great  vessels.  Provision  is  made  for  the 
periodic  withdrawal  of  blood  samples  through 
the  catheter  for  gas  analyses.  The  electrical 
activity  of  the  heart  is  under  constant  observa- 
tion by  means  of  continuous  electrocardiographic 
tracings.  The  primary  data  sought  are  the 
oxygen  content  of  blood  samples  taken  from  the 
various  right-sided  structures  and  blood  pressure 
levels  in  the  right  heart  chambers  and  the  pul- 
monary artery. 

Anesthetic  Management 

Patients  above  the  age  of  twelve  years  present 
no  anesthetic  problem  in  that  they  will  accept 
cardiac  catheterization  while  awake.  Patients 
below  the  age  of  twelve  years  require  general 
anesthesia;  a prolonged  procedure  in  the  darkness 
of  the  fluoroscopic  room  is  too  much  for  a child 
to  accept  in  a calm,  quiet,  and  cooperative  manner. 

In  evolving  a plan  of  anesthetic  management 

Presented  at  the  I46th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
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for  cardiac  catheterization,  one  must  consider 
several  problems.  First,  the  almost  continuous 
fluoroscopic  control  during  catheterization  pre- 
cludes the  use  of  explosive  anesthetic  agents. 
Second,  volatile  anesthetic  agents  cannot  be 
used  since  blood  gas  analyses  are  to  be  performed ; 
any  method  in  which  there  may  be  fluctuations 
in  the  oxygen  content  of  the  respired  atmosphere 
would  tend  to  invalidate  the  results  of  the  gas 
analyses.  Third,  if  the  results  of  cardiac  cathe- 
terization are  to  be  considered  valid,  it  is  impor- 
tant that  the  patient  be  maintained  in  a steady 
state  of  respiration  and  circulation  during  the 
entire  procedure.1 

In  our  effort  to  resolve  these  problems  a number 
of  anesthetic  technics  were  studied.  Single- 
dose methods  with  rectal  Avertin  (100  to  120  mg. 
per  Kg.)  and  rectal  Pentothal  sodium  (1  Gm. 
per  50  pounds  of  body  weight)  were  employed 
with  only  satisfactory  results;  dissatisfaction 
with  these  methods  was  based  on  the  lack  of 
control  of  the  anesthesia  from  the  standpoint  of 
depth  and  duration.  A modification  was  attempted 
by  adding  supplementary  doses  of  Avertin 
(40  to  50  mg.  per  Kg.)  during  the  catheterization; 
this  was  clumsy  and  annoying  in  that  it  inter- 
fered with  the  investigation,  prolonged  the  period 
of  narcosis,  and  occasionally  resulted  in  expulsion 
of  rectal  contents  on  the  fluoroscopic  table.  It 
was  interesting  to  observe  during  these  studies 
that  the  patients  tolerated  very  large  doses  of 
Avertin  remarkably  well;  in  fact,  the  children 
in  the  cyanotic  group  showed  considerable  dimi- 
nution of  cyanosis  while  under  anesthesia,  prob- 
ably due  to  decreased  body  metabolism  and  low- 
ered oxygen  requirements. 

Our  current  technic  for  which  we  make  no 
claim  of  originality  combines  rectal  Avertin 
fluid  for  basal  narcosis  with  dilute  Pentothal 
infusion.  The  details  of  anesthetic  manage- 
ment are  as  follows:  The  patient  is  prepared  as 
for  any  general  anesthesia  by  withholding  food 
and  fluids  for  six  to  eight  hours  prior  to  the  inves- 
tigation. Premedication  is  atropine  sulfate 
administered  subcutaneously  forty-five  minutes 
before  the  scheduled  time  of  the  catheterization; 
the  dosage  is  0.22  to  0.43  mg.  depending  on  the 
age,  development,  and  condition  of  the  patient. 
Fifteen  minutes  later,  rectal  Avertin  (80  to  100 
mg.  per  Kg.  of  body  weight)  is  given  on  the  ward. 
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When  the  child  is  asleep,  he  is  transported  to 
the  x-ray  department.  Here  a standard  anes- 
thetic apparatus  and  suction  machine  are  immedi- 
ately available;  in  addition,  sterile  surgical 
instruments  for  an  emergency  thoracotomy  and 
an  electric  defibrillator  are  on  hand  in  the  event 
that  cardiac  resuscitation  is  necessary.  A suit- 
able vein  for  catheterization  is  selected  and 
exposed  after  local  procaine  infiltration;  the 
vein  itself  is  also  blocked  with  procaine  in  an 
effort  to  eliminate  or  diminish  local  venospasm 
which  may  appear  during  manipulation  and 
catheterization.  The  intracardiac  catheter  is 
introduced  into  the  vein  and  connected  to  the 
strain  gauge  and  to  a three-way  valve  which,  in 
turn,  is  connected  to  a bottle  of  heparinized 
saline  and  to  a flask  of  dilute  Pentothal  solution. 
In  children  up  to  the  age  of  six  years,  0.2  per 
cent  Pentothal  solution  is  used;  above  the  age 
of  six  years,  0.5  per  cent  solution  is  used.  We 
prefer  dilute  solutions  to  the  1 to  2 per  cent  con- 
centrations of  Pentothal,  because  the  margin  of 
safety  is  wider  and  the  level  of  anesthesia  is 
more  smoothly  maintained. 

The  catheterization  studies  are  carried  on  as 
long  as  possible  under  basal  anesthesia  alone; 
in  some  patients  the  entire  procedure  can  be 
completed  successfully  under  Avertin.  After 
forty-five  to  sixty  minutes,  however,  supplemen- 
tation with  Pentothal  is  usually  required.  The 
dilute  Pentothal  solution  is  added  intermittently 
through  the  intracardiac  catheter  with  meticulous 
care  to  avoid  undue  depth  of  anesthesia  and 
respiratory  depression.  The  supplementary 
amounts  required  vary  widely  with  the  duration 
of  the  procedure  which  averages  one  and  one-half 
to  two  hours  but  may  last  considerably  longer. 
Thus,  the  amounts  of  Pentothal  used  have  ranged 
from  0.1  to  0.7  Gm. 

We  strive  to  maintain  the  patient  at  a level 
of  anesthesia  where  he  just  fails  to  respond  to 
the  stimuli  of  the  procedure.  Slight  movements 
and  muscle  tensing  by  the  patients  are  sought 
as  guides  to  depth  of  anesthesia.  This  is  a most 
convenient  method  to  one  working  in  a darkened 
fluoroscopic  room  where  standard  signs  of  anes- 
thesia are  obscured. 

Repeated  observations  of  pulse,  blood  pres- 
sure, and  respiration  are  imperative  throughout 
the  catheterization.  The  continuous  electro- 
cardiogram is  monitored  constantly  for  the 
appearance  of  ectopic  beats  and  arrhythmias. 
Bouts  of  acute  hypotension,  whatever  the  cause, 
and  intractable  arrhythmias  which  may  threaten 
the  patient  warrant  termination  of  the  procedure. 
We  have  experienced  this  only  once-,  as  described 
later  in  the  paper. 

The  need  for  alert  and  meticulous  handling 
of  the  patient  receives  added  emphasis  when  one 


appreciates  the  grave  physical  status  in  many  of 
the  congenital  cardiac  patients. 

Complications 

Cardiac  Arrhythmias. — The  appearance  of 
abnormal  rhythms  during  catheterization  is 
the  most  important  complication.  Mechanical 
irritation  of  the  endocardium  with  the  tip  of  the 
catheter  can  cause  a variety  of  arrhythmias. 
In  a study  of  49  cases  of  our  series2  the  abnormal 
rhythms  included  auricular  extrasystoles  (14 
per  cent),  ventricular  extrasystoles  (67  per 
cent),  supraventricular  tachycardia  (12  per  cent), 
ventricular  tachycardia  (24  per  cent),  and  con- 
duction disturbances  (18  per  cent).  Although 
ventricular  fibrillation  has  been  reported,3  we 
have  not  encountered  it.  In  only  one  patient  of 
our  series  was  it  necessary  to  discontinue  the 
catheterization  because  of  an  induced  arrhythmia. 
This  nineteen-year-old  patient  had  a history  of 
paroxysmal  tachycardia;  his  precatheteriza- 
tion electrocardiogram  was  typical  of  a Wolff- 
Parkinson-White  conduction  with  a short  P-R 
interval,  widened  QRS  complex,  and  depressed 
ST  segment.  Because  of  the  history  of  paroxys- 
mal tachycardia,  the  patient  was  prepared  with 
oral  procaine  amide  before  catheterization; 
during  catheterization  an  auricular  tachycardia 
appeared  and  persisted  in  spite  of  intravenous 
therapy  with  procaine  amide,  quinidine  lactate, 
Digoxin,  carotid  sinus,  and  eyeball  pressure. 
After  five  hours  a regular  sinus  rhythm  was 
restored.  This  case  raises  the  question  of 
whether  these  patients  should  be  prepared  before 
catheterization  with  procaine  amide  and/or 
quinidine  for  prophylaxis  against  serious  cardiac 
arrhythmias.  Unfortunately  there  are  no  con- 
trolled clinical  studies  to  answer  this  question. 
Lief  in  unpublished  experimental  studies  found 
that  neither  procaine  amide  nor  quinidine  pre- 
vented arrhythmias  set  up  by  mechanical  irri- 
tation of  the  endocardium.4  We  believe  that 
antiarrhythmic  drugs  should  not  be  used  prophy- 
lactic ally  because  they  are  myocardial  depressants 
and  can  produce  deleterious  results.  The  greatest 
safeguard  against  the  appearance  of  ventricular 
fibrillation  is  the  constant  monitoring  of  the 
continuous  electrocardiograms  so  that  ectopic 
beats  may  be  promptly  recognized  and  eliminated 
by  withdrawing  the  catheter  from  the  irritable 
focus. 

Acute  Anoxia. — This  complication  has  been 
observed  when  a very  stenotic  pulmonary  valve 
was  catheterized  and  obstructed.1  It  is  the 
responsibility  of  the  operator  to  avoid  undue 
obstruction  of  a stenotic  valve  lest  ventricular 
tachycardia  or  fibrillation  be  precipitated. 

Air  Emboli. — This  is  a potential  danger  in  the 
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presence  of  a septal  defect  where  air  introduced 
through  the  intracardiac  catheter  can  reach  the 
systemic  circulation.1 

Angiocardiography 

Angiocardiography  is  a roentgenologic  technic 
which  permits  the  visualization  of  the  cardiac 
chambers  and  great  vessels  following  the  rapid 
intravenous  administration  of  a contrast  medium, 
such  as  70  per  cent  Diodrast  or  75  per  cent  Neo- 
Iopax.  Its  clinical  value  is  the  delineation  of 
anatomic  features. 

Above  the  age  of  eleven  to  twelve  years,  angiog- 
raphy is  performed  in  the  conscious  patient 
who  may  be  handled  on  an  ambulatory  basis 
without  the  services  of  an  anesthesiologist. 
Children  below  the  age  of  eleven  to  twelve  years 
do  not,  as  a rule,  accept  with  equanimity  the 
vein  cannulization  and  the  unpleasant  side- 
effects  of  intravenous  Diodrast,  such  as  a sensa- 
tion of  intense  heat  throughout  the  body,  a 
feeling  of  profound  weakness,  and  the  occasional 
nausea,  vomiting,  vertigo,  and  headache.  In 
this  age  group,  therefore,  angiography  is  per- 
formed preferably  under  general  anesthesia. 
While  general  anesthesia  may  carry  with  it 
certain  inherent  risks  for  children  with  congenital 
heart  disease,  we  feel  that  the  risk  is  potentially 
greater  in  the  conscious  child  who  is  subjected 
to  the  emotional  and  physical  stresses  of  this 
procedure.  Thus,  Dotter  and  Steinberg  mention 
three  fatalities  following  angiocardiography 
where  death  was  attributed  to  an  aggravation  of 
an  existing  heart  failure  by  crying  and  excessive 
physical  activity.5 

Anesthetic  Technics 

The  scant  literature  available  and  our  survey 
of  many  anesthesiology  clinics  show  a variety  of 
anesthetic  technics  in  use  for  angiocardiography; 
these  methods  include  heavy  sedation,  open- 
drop  ether,  trilene,  intravenous  Pentothal  or 
Surital,  rectal  Avertin,  ether  by  carbon  dioxide 
absorption  technic  and  cyclopropane-ether  with 
endotracheal  carbon  dioxide  absorption.  All  of 
these  methods  appear  to  be  adequate.  This 
variety  of  technics  supports  our  belief  that  there 
is  no  single  anesthetic  agent  or  technic  to  be 
employed  to  the  exclusion  of  all  others  and  that 
the  anesthesiologist  should  utilize  a method  which, 
in  his  own  experience,  meets  most  satisfactorily 
the  requirements  of  safe  and  satisfactory  angio- 
cardiography. 

In  our  experience  heavy  sedation  with  hypnotics 
and  narcotics  as  the  sole  anesthetic  technic 
has  been  unsatisfactory  in  controlling  the  move- 
ments and  coughing  which  follow  the  intra- 
venous injection  of  Diodrast.  We  prefer  general 
anesthesia;  the  agents  and  technic  vary,  depend- 


ing on  whether  only  angiocardiography  is  to 
be  performed  or  angiocardiography  is  to  follow 
cardiac  catheterization,  as  is  so  often  the  case. 

As  with  cardiac  catheterization,  the  patient 
is  prepared  by  withholding  food  and  fluids  for 
six  to  eight  hours  prior  to  angiocardiography. 
Adequate  doses  of  rectal  pentobarbital  and  gen- 
erous doses  of  atropine  sulfate  are  administered 
one  and  one-half  and  one-half  hours,  respectively, 
before  anesthesia.  Thus  the  child  is  brought 
to  the  x-ray  department  awake  but  drowsy. 
Where  unusual  apprehension  is  apparent,  we 
do  not  hesitate  to  replace  the  pentobarbital  with 
rectal  Avertin  (60  to  80  mg.  per  Kg.)  or  rectal 
Pentothal  (1  Gm.  per  50  pounds  of  body  weight) 
administered  thirty  minutes  prior  to  angiocardiog- 
raphy. An  anesthetic  apparatus  with  endo- 
tracheal accessories  and  a suction  machine  are 
immediately  available.  A sphygmomanometer 
is  attached  for  blood  pressure  observations. 

Outside  of  the  x-ray  room  anesthesia  is  induced 
with  divinyl  ether  followed  and  maintained  with 
diethyl  ether,  both  administered  by  the  open- 
drop  technic.  When  surgical  anesthesia  is 
reached,  a vein,  usually  the  antecubital,  is  exposed 
and  cannulated  with  a 12-gauge  needle.  An 
intravenous  sensitivity  test  with  1 cc.  of  the  con- 
trast medium  is  then  performed,  although  there 
is  doubt  as  to  its  diagnostic  or  prognostic  value. 
If  the  sensitivity  test  is  negative,  as  evidenced 
by  an  absence  of  circulatory  changes,  anesthesia 
is  further  deepened  with  ether  to  lower  second 
plane  of  surgical  anesthesia;  at  this  point  anes- 
thesia is  halted.  The  patient  is  rapidly  wheeled 
into  the  x-ray  room  and  positioned  against  the 
x-ray  screen.  When  positioning  is  satisfactory, 
the  calculated  dose  of  contrast  medium  is  in- 
jected in  one  to  two  seconds;  in  children  1 cc.  of 
Diodrast  per  Kg.  of  body  weight  is  used  with  10 
cc.  as  a minimum.  The  injection  is  followed 
immediately  by  12  x-ray  exposures  lasting  five  to 
ten  seconds;  this  is  made  possible  by  an  auto- 
matic cassette  changer  and  an  electric  synchronizer 
which  replaces  manual  control  of  exposure.  After 
the  exposure  the  patient  is  returned  promptly 
to  his  stretcher;  color,  respirations,  pulse,  and 
blood  pressure  are  checked  and  observed  for  at 
least  fifteen  minutes.  The  importance  of  these 
postinjection  observations  will  be  discussed  later 
in  our  paper. 

Where  angiocardiography  follows  immediately 
upon  cardiac  catheterization,  anesthetic  manage- 
ment is  even  simpler.  The  patient  already 
anesthetized  with  rectal  Avertin  and  supple- 
mented in  some  cases  with  intravenous  Pentothal 
requires  little  if  any  additional  agent.  We 
merely  administer,  if  needed,  additional  intra- 
venous Pentothal  until  the  patient  does  not  react 
to  firm  stylomastoid  pressure  and  then  proceed 
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with  the  roentgenographic  studies.  This  method 
has  worked  admirably. 

We  have  excluded  closed  absorption  and  endo- 
tracheal technics  from  our  practice  because  they 
serve  as  impediments  in  the  positioning  and  han- 
dling of  the  patient  and  complicate  unnecessarily 
the  anesthetic  management. 

Complications  of  Angiocardiography  and 
Their  Management 

While  the  entire  procedure  of  angiocardiog- 
raphy is  technically  simple  and  of  short  dura- 
tion, we  have  a far  greater  sense  of  apprehension 
during  its  performance  than  with  cardiac  cathe- 
terization. This  concern  is  a result  of  the  fact 
that  in  a collected  series  of  6,824  angiocardio- 
grams there  were  26  fatalities,  a mortality  rate 
of  0.38  per  cent.5 

Mortality. — In  their  excellent  monograph 
“Angiocardiography,”  Dotter  and  Steinberg- 
present  an  analysis  of  the  26  recorded  deaths.5 
The  majority  of  these  fatalities  occurred  in 
children  below  the  age  of  fourteen  years  and  with 
the  cyanotic  types  of  heart  disease.  Almost  half 
of  these  fatalities  appeared  after  a second  injec- 
tion of  the  contrast  medium,  thus  emphasizing 
the  risk  of  multiple  injections.  Premedicant 
drugs  and  anesthetic  agents  did  not  appear  to 
play  any  role  in  these  deaths.  It  seemed  that 
the  greater  the  diminution  in  cardiac  reserve, 
the  greater  was  the  risk  of  angiocardiography. 
Postmortem  studies  failed  to  reveal  the  causes 
of  these  deaths.  In  our  series  we  have  had  two 
deaths.  The  first,  in  a seven-week-old  mongo- 
loid  infant,  happened  after  a second  injection  of 
Diodrast.  The  second  fatality  occurred  suddenly 
and  without  warning  in  a four-year-old  child 
about  two  hours  after  angiography.  Because 
of  these  fatalities,  the  contrast  medium  used  is 
held  in  suspicion  as  the  causative  or  exciting- 
factor  in  death.  This  suspicion  is  justified  by 
studies  on  and  observations  of  the  cardiovascular 
disturbances  which  accompany  and  follow  the 
rapid  intravenous  injection  of  70  per  cent  Dio- 
drast. 

Cardiovascular  Disturbances. — Moderate  to 
severe  sinus  tachycardia  appears  within  the 
first  minutes  after  the  injection,  persists  for  five 
to  ten  minutes,  and,  as  a rule,  returns  to  normal. 
Occasionally  it  will  exist  for  a disturbingly  longer 
period  of  time.  At  times  a transient  bradj'cardia 
will  precede  the  tachycardia.  Robb  and  Steinberg6 
suggest  that  the  tachycardia  is  due  to  one  or 
more  of  the  following  mechanisms:  (1) epinephrine 
secretion,  (2)  direct  stimulation  of  the  cardio- 
accelerator  center  or  sinoauricular  node,  and  (3) 
reflex  stimulation  of  the  sinoauricular  node  and 
the  cardioaccelerator  center.  The  tachycardia 
that  appears  after  Diodrast  injection,  even  when 


it  persists  beyond  the  usual  five  to  ten  minutes, 
does  not  require  any  specific  therapy  for  it  is  a 
self-limited  disturbance. 

A prompt  fall  in  blood  pressure  is  seen  immedi- 
ately after  the  injection ; this  may  persist  for 
five  to  ten  minutes.  The  range  of  this  depres- 
sion is  between  10  and  50  mm.  of  mercury.  We 
have  seen  profound  shock  appear  in  one  case 
and  persist  for  several  hours  in  spite  of  defini- 
tive therapy.  Pulse  pressure  shows  a significant 
rise.  Heathcote  and  Gardner  suggest  that  the 
hypotension  is  due  to  a generalized  dilatation  of 
capillaries  and  arterioles  by  direct  action  of  the 
drug  and  to  a direct  depressant  effect  of  the  con- 
trast medium  on  the  heart  muscle.7  Where 
angiocardiography  is  performed  in  the  erect 
position  and  under  general  anesthesia,  a moderate 
postural  hypotension  may  appear  prior  to  the 
Diodrast  injection;  this  per  se  does  not  present 
any  problem  and  may  be  disregarded.  When 
the  hypotensive  state  exceeds  the  average  limits 
of  duration  and  severity,  therapeutic  measures 
should  be  instituted;  these  measures  include 
100  per  cent  oxygen,  Trendelenberg  position, 
and  intravenous  vasopressor  drugs  in  judicious 
doses.  Efforts  to  combat  Diodrast  depression 
with  barbiturates,  morphine,  atropine,  Pitressin, 
prostigmine,  antihistaminic  drugs,  autonomic 
blocking  drugs,  vagotomy,  and  block  of  the 
carotid  sinuses  have  met  with  no  success.8 

Electrocardiographic  changes,  while  transient, 
are  characteristic  and  reproducible.  The  elec- 
trical alterations  include  premature  ventricular 
contractions,  flattening  and  inversion  of  the  T 
waves,  prolongation  of  the  Q-T  interval,  and 
electric  alterations.8  The  changes  are  strongly 
suggestive  of  a transient  myocardial  anoxia. 
Whether  they  may  be  due  wholly  or  in  part  to 
coronary  constriction  is  not  yet  clear.  Carnegie 
recommends  the  use  of  quinidine  (oral)  and  intra- 
venous procaine  hydrochloride  as  prophylactics 
against  arrhythmia^  which  may  appear  following 
intravenous  Diodrast  injection.9  We  do  not  ap- 
prove of  this  procedure  for  two  reasons : First,  these 
cardiac  arrhythmias  are  minor  and  not  disturbing, 
and,  second,  we  are  reluctant  to  use  quinidine  and 
procaine,  both  myocardial  depressants,  in  com- 
bination with  Diodrast  which  also  must  be  con- 
sidered a potent  depressant  of  heart  muscle. 
The  summation  of  the  pharmacologic  effects  of 
these  three  drugs  offers  both  theoretic  and  prac- 
tical hazards. 

Ballistocardiographic  tracings  taken  during 
Diodrast  injections  resemble  those  seen  in  shock 
and  myocardial  infarction.5 

Venous  pressure  in.  experimental  animals  is 
increased,  paralleling  the  fall  in  arterial  pressure. 
This  increase  in  venous  pressure  appears  to  be 
the  result  of  a reduction  in  cardiac  output  with 
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resultant  interference  in  the  emptying  of  the 
right  side  of  the  heart.8 

Respiratory  Disturbances. — Bizarre  and  varied 
respiratory  phenomena  may  appear  following 
injection  of  the  contrast  medium.  These  are 
of  short  duration,  present  little  concern  to  the 
anesthesiologist,  and  are  no  burden  to  the  patient. 
Then-  nature  is  incompletely  understood. 

Hyperpnea  and  tachypnea,  commonly  seen 
immediately  after  the  Diodrast  injection,  pass 
within  a minute. 

Transient  apnea,  unassociated  with  laryngo- 
spasm  or  bronchospasm,  appears  on  occasion; 
it  requires  no  therapy. 

Laryngospasm  and  bronchospasm  have  been 
reported.9  We  have  not  seen  bronchospasm,  but 
mild  laryngospasm  has  occurred  in  a few  of  our 
cases;  these  were  adequately  controlled  with  100 
per  cent  oxygen  under  positive  pressure. 

Hiccoughing  appears  uncommonly  after  Dio- 
drast injection  and  is  transient  in  nature. 

Coughing  is  commonly  precipitated  by  Diodrast 
in  the  conscious  patient  but  should  not  be  seen 
under  the  proper  depth  of  anesthesia.  Therapy 
consists  of  100  per  cent  oxygen  under  positive 
pressure  to  combat  the  hypoxia  that  may  ensue. 


Allergic  Reactions. — Benign  generalized  urti- 
caria was  seen  in  one  case  after  the  injection  of 
20  cc.  of  Diodrast. 


Summary 

This  paper  describes  the  role  of  the  anesthesi- 
ologist as  a member  of  the  investigative  team  in 
cardiac  catheterization  and  angiocardiography. 
Methods  of  anesthetic  management  have  been 
presented,  and  the  complications  which  may 
appear  during  cardiac  catheterization  and  angio- 
cardiography have  been  described  and  discussed. 

430  East  63rd  Street 
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ARC  TO  CHARGE  20  PER  CENT  OF  PRODUCTION  COSTS  FOR  ISOTOPES  USED  IN  CANCER 


Effective  July  1,  the  Atomic  Energy  Commission 
is  charging  20  per  cent  of  production  costs  for  radio- 
isotopes for  use  in  the  study,  diagnosis,  or  treat- 
ment of  cancer.  Since  1948  when  distribution  of 
isotopes  started,  AEC  has  charged  full  production, 
handling,  and  shipping  costs  for  isotopes  to  be  used 
in  other  medical  research  or  treatment  but  has 
waived  production  costs  on  those  in  cancer. 

Explaining  the  changed  policy,  AEC  said:  “The 
field  has  developed  so  rapidly  that  certain  clinical 
applications  of  radioisotopes  now  have  become  a 


matter  of  routine,  and  research  workers  have  be- 
come fully  aware  of  the  usefulness  of  these  atomic 
tools  in  cancer  research.  . . . The  stimulus  of  com- 
pletely free  distribution  no  longer  is  necessary  to  en- 
courage the  use  of  radioisotopes  in  the  field  of  can- 
cer.” 

For  use  on  cancer,  the  price  schedule  will  be  15 
cents  per  millicure  for  radioiodine  131,  22  cents  for 
radiophosphorus  32,  five  cents  for  radiogold  198, 
and  20  cents  for  radiocarbon  14. — Capitol  Clinic, 
Number  23,  June  10, 1952 


AN  ANESTHESIOLOGIST’S  PROGRAM  FOR  THE  PREVENTION 
OF  POSTOPERATIVE  PULMONARY  COMPLICATIONS 

Barnett  A.  Greene,  M.D.,  and  Samuel  Berkowitz,  M.D.,  Brooklyn,  New  York 
( From  the  Departments  of  Anesthesiology  of  Adelphi,  Brooklyn  Women’s,  and  Unity  Hospitals ) 


THE  incidence  and  importance  of  post- 
operative atelectasis  and  pneumonia  are  still 
significant  in  spite  of  the  advent  of  antibacterial 
drugs  and  “early  ambulation.”  Our  disappoint- 
ing experience  with  these  measures  is  evident  in 
the  “control”  data  tabulated  below;  it  confirms 
the  findings  reported  by  many  others.1-13  In- 
deed, the  Mayo  Clinic  report  on  surgery  of  the 
stomach  and  duodenum  for  1950  emphasizes 
that  it  is  “discouraging  to  note  that  25  per  cent 
of  the  (32  hospital)  deaths. . . . were  due  to  pneu- 
monia.”14 

It  has  been  said,  in  effect,  “If  a patient  leaves 
the  operating  room  with  a clear  tracheobronchial 
tree  and  this  condition  continues  until  he  has 
regained  his  ability  to  cough  vigorously,  the  risk 
of  atelectasis  and  pneumonia  is  almost  entirely 
eliminated.”16,16  The  anesthesiologist  is  the  mem- 
ber of  the  surgical  team  most  suitable  by  function 
and  skill  to  convert  this  assertion  into  practice 
and  to  test  its  efficacy. 

We  believe  that  we  have  succeeded  in  this 
effort  by  virtue  of  two  measures:  first,  by  utiliz- 
ing a sensitive  and  reliable  diagnostic  sign  for 
the  detection  of  those  who  are  susceptible  to  the 
development  of  atelectasis  or  pneumonia  and, 
second,  by  subjecting  every  predisposed  patient 
to  one  of  three  methods  of  producing  a vigorous 
cough  as  soon  as  the  patient  could  respond  with 
maximum  force. 

Detection  of  the  Susceptible  Patient 

A patient  is  susceptible  to  the  development  of 
atelectasis  or  pneumonia  if  he  has  an  abnor- 
mality of  the  tracheobronchial  tree  which  favors 
bronchial  hypersecretion  and  obstruction.  Ob- 
vious causes  such  as  the  stimulation  of  excessive 
mucus  by  ether  or  the  aspiration  of  gastric  con- 
tents account  for  few  instances.  The  vast 
majority  are  related  rather  to  bronchial  condi- 
tions which  are  ordinarily  overlooked  or  mini- 
mized. 

To  detect  the  susceptible  patients  we  depended 
on  the  sound  of  the  cough  which  they  were  asked 
to  produce  vigorously  just  before  the  induction  of 
anesthesia;  it  was  requested  of  6,974  consecutive 
surgical  patients.  We  classified  the  test  coughs 
and  associated  them  with  historical  data  on 


smoking  habits  and  respiratory  infections  and 
with  physical  and  x-ray  findings  in  the  lungs. 
The  preoperative  facts  were  then  correlated  with 
the  postoperative  course  of  each  patient.  A de- 
tailed description  of  the  early  phase  of  this  in- 
quiry is  in  press.17  Several  results  of  this  study 
are  relevant  to  the  present  report. 

1.  A vigorous  cough  demanded  of  a patient 
just  before  anesthesia  is  the  most  sensitive  and 
reliable  method  for  the  detection  of  disease  or 
abnormal  quantities  of  mucus,  mucopus,  or 
foreign  material  in  the  bronchial  tree.  A “self- 
propagated”  paroxysm  of  coughing  or,  more  im- 
portantly, the  sound  of  a “wet”  cough  is  the 
earliest  and  most  significant  sign  of  preoperative 
bronchitis  or  the  presence  of  potentially  obstruc- 
tive material.  The  recognition  of  a “wet” 
cough  just  before  anesthesia  is  facilitated  by  the 
retention  of  secretions  resulting  from  premedi- 
cation, bed  confinement,  and  other  factors  in  the 
preoperative  phase  of  a surgical  illness  which 
diminish  the  sensitivity  and  force  of  the  cough. 

2.  Preoperative  bronchitis  was  detected  in 
46  per  cent  of  men  and  21  per  cent  of  women  in 
our  surgical  population.  The  usual  cause  was 
habitual,  inhaled  smoking  of  20  or  more  cigarets 
a day.  The  second  and  much  less  frequent  factor 
was  infection,  generally  mild  and  of  subacute 
duration,  lingering  two  or  more  weeks  after  the 
apparent  subsidence  of  an  acute  upper  respiratory 
infection. 

3.  Preoperative  bronchitis  does  not  commonly 
produce  physical  or  roentgenologic  signs;  the 
symptoms  are  generally  overlooked  by  both  the 
patient  and  the  admitting  physician. 

4.  Asthma,  marked  obesity,  emphysema,  or 
thoracic  kyphoscoliosis  is  almost  always  as- 
sociated with  an  abnormal  test  cough . 

5.  The  patient  with  a diseased  bronchial  tree 
may  fail  to  show  a test  cough  abnormality  be- 
cause of  a severely  painful  surgical  disease  of  the 
abdomen  or  thorax  or  because  of  debility,  stupor, 
excessive  premedication,  extreme  obesity,  ab- 
dominal distention,  or  emphysema.  One  must 
learn  to  suspect  such  “false  negative”  responses 
by  observing  an  inefficient  or  painful  cough  and 
poor  use  of  the  abdominal  muscles.  Any  doubt 
should  be  resolved  by  assuming  the  presence  of  a 
bronchial  abnormality. 

Austrian  has  asserted  that  if  one  did  not 
always  find  a pre-existing  bronchitis  in  a patient 
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who  developed  a postoperative  atelectasis  or 
pneumonia,  it  was  because  he  had  not  looked  for 
it.18  With  the  preanesthetic  test  cough  we  have 
almost  always  found  bronchitis  preoperatively  in 
patients  who  subsequently  developed  a respira- 
tory complication  (these  were  “control”  cases  not 
specially  managed  with  our  present  prophylactic 
methods).  Every  patient  with  a test  cough 
abnormality  is  regarded  as  susceptible  to  a post- 
operative respiratory  complication  only  if  he  is 
subjected  to  an  appreciable  period  of  respiratory 
depression  and /or  interference  with  the  ability  to 
cough  vigorously. 

To  avoid  unnecessary  prophylactic  care,  one 
should  also  evaluate  the  patient  in  terms  of 
factors  which  depress  respiration  or  interfere  with 
the  ability  to  cough  vigorously  during  and  after 
operation.  Even  if  the  tracheobronchial  tree 
has  been  found  to  secrete  excessively  or  contain 
foreign  material,  atelectasis  or  pneumonia  does 
not  follow  if  the  anesthesia  is  brief,  respiration  is 
not  depressed,  and  the  patient  can  cough  vigor- 
ously soon  afterward.  Atelectatic  complications 
require  respiratory  depression  and/or  the  in- 
ability to  cough  vigorously  for  a length  of  time 
which  varies  inversely  with  the  volume  of  secre- 
tions or  foreign  matter  in  the  bronchial  passages. 
A rapid  tonsillectomy  or  vaginal  delivery  under 
general  anesthesia  may  be  followed  by  a pul- 
monary complication  only  if  the  patient  has 
aspirated  a large  amount  of  blood  or  gastric  con- 
tents. On  the  other  hand,  a patient  with  only  a 
mild  bronchitis  commonly  has  an  exacerbation 
of  bronchitis  or  worse  after  a gastrectomy.  The 
need  for  special  prophylactic  measures  is  in- 
fluenced by  the  following  specific  clinical  factors 
or  situations  which  depress  respiration  and/or 
interfere  with  the  ability  to  cough  vigorously. 

1.  The  greater  the  depth  and  duration  of 
anesthesia,  the  more  protracted  is  the  absence  of 
a vigorous  cough  mechanism,  not  only  during 
operation  but  also  for  a corresponding  period 
afterward. 

2.  Prolonged  and  serious  depression  of  venti- 
lation of  one  or  both  lungs  by  a marked  degree  of 
Trendelenberg,  lateral,  or  flexed  lateral  position 
permits  very  small  quantities  of  mucus  to  oc- 
clude the  airway  of  the  compressed  lung. 

3.  The  cough  reflex  is  depressed  excessively 
by  heavy  premedication,  basal  anesthesia,  too 
early  or  excessive  use  of  narcotics  after  operation, 
shock,  postoperative  stupor,  or  coma. 

4.  The  muscular  power  of  a cough  is  se- 
riously diminished  by  marked  emphysema, 
asthma,  obesity,  large  abdominal  hernia,  flabby 
abdominal  musculature,  severe  abdominal  dis- 
tention, debility,  toxemia. 

5.  The  effectiveness  of  the  bechic  blast  is 


decreased  in  proportion  to  the  area  of  any  open- 
ing in  the  thoracic  or  abdominal  cavity. 

6.  The  act  of  coughing  is  inhibited  by  pain 
that  is  aggravated  by  the  contraction  of  ab- 
dominal,  intercostal,  or  neck  muscles.  The 
incidence  of  atelectasis  or  pneumonia  is  greatest 
after  intrathoracic  and  upper  abdominal  pro- 
cedures, less  following  low  abdominal  and  neck- 
operations,  least  after  surgery  of  the  extremities 
and  external  genitalia. 

7.  The  patient  who  is  uncooperative  or  has  a 
low  threshold  for  pain  is  more  susceptible  be- 
cause of  his  reluctance  to  cough. 

Methods  of  Prophylaxis  Utilizing  the 
Induced  Cough 

Having  detected  the  patient  who  is  susceptible 
because  of  bronchitis  or  foreign  matter  in  the 
bronchial  tree  before  or  during  anesthesia  and 
anticipating  a respiratory  complication  because 
of  a significant  period  of  respiratory  depression 
and  interference  with  vigorous  coughing  during 
and/or  after  operation,  we  then  subject  the 
patient  to  a prophylactic  cleansing  bout  of  coughing 
induced  as  soon  as  the  patient  is  capable  of  a 
vigorous  cough. 

The  most  effective  mechanism  for  the  cleansing 
of  the  tracheobronchial  tree  is  a deep  breath 
followed  by  a vigorous  tussive  squeeze  and 
a forceful  bechic  blast.19  This  series  of  respir- 
atory acts  is  the  essential  ingredient  common  to 
the  following  prophylactic  or  therapeutic  methods 
when  they  are  efficacious:  stimulation  of  deep 
breathing  by  carbon  dioxide  or  intravenous 
nikethamide,20  back  slapping  or  rolling  the 
patient  from  side  to  side,21  instillation  of  1 cc.  of 
water  into  the  larynx,22  topical  anesthesia  of  the 
larynx,23  sudden  inhalation  of  ether,24  broncho- 
scopic,19  or  endotracheal  catheter  suction.25 
Even  such  measures  as  prolonged  postoperative 
wound  analgesia,26  intravenous  procaine,27  early 
ambulation,28  and  intravenous  sodium  iodide29 
depend  on  the  ability  and  cooperation  of  the 
patient  to  cough  vigorously.  They  are  unre- 
liable when  the  patient  is  not  urged  or  cannot  be 
made  to  cough  vigorously. 

We  prefer  three  methods  of  inducing  a vig- 
orous cough  after  having  tested  many  of  those 
described  above  and  finding  them  unreliable  or 
unsuitable  under  the  conditions  of  our  anesthetic 
practice. 

1.  A voluntary  cough  just  before  and  after 
anesthesia  is  always  demanded  of  every  patient. 
It  has  sufficed  to  protect  many  patients  with 
mild  bronchitis  subjected  to  a low  or  midabdom- 
inal operation.  We  have  not  included  these 
cases  in  the  tables  listed  below  because  such  care 
is  routine.  It  is  unfortunate,  however,  that 
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many  persons  cannot  cough  well  if  they  are  but 
slightly  affected  by  pain  or  a depressant  'agent. 
The  voluntary  cough  is  not  dependable,  there- 
fore, when  the  patient  is  highly  predisposed  to 
atelectasis  or  is  not  supervised  after  operation  by 
a nurse  or  physician  with  the  enthusiasm  and 
time  to  gain  the  cooperation  of  the  patient  to 
cough  effectively. 

2.  Paraldehyde,  2.0  cc.  by  antecubital  in- 
travenous injection,  almost  always  produced  a 
vigorous  paroxysm  of  coughing  in  a patient  not 
depressed  by  anesthesia  or  narcotics.30  -32  Five 
per  cent  of  the  patients  fell  lightly  asleep  for  a 
few  minutes  but  could  readily  be  roused.  It  has 
usually  been  selected  for  cases  that  could  not  be 
dependably  cleansed  by  a voluntary  cough  yet 
did  not  justify  endotracheal  suction.  Occasion- 
ally, when  the  latter  failed  to  elicit  a cough,  the 
former  succeeded  and  vice  versa.  Only  one 
patient  did  not  respond  to  either  method.  In 
the  feeble  or  small  adult  patient  just  1 cc.  of 
paraldehyde  was  required.  The  method  pro- 
duced an  untoward  effect  in  only  one  instance, 
an  asthmatic  male  with  an  unsuspectedly  large 
volume  of  mucopus.  The  sudden  emptying  of 
bronchiectatic  cavities  flooded  the  main  bronchi 
beyond  the  patient’s  capacity  to  empty  them; 
the  effect  was  equivalent  to  the  rapid  discharge  of 
a large  pulmonary  abscess  into  the  bronchial  tree. 
We  therefore  use  paraldehyde  only  in  patients 
known  to  be  free  of  bronchiectasis  or  other  po- 
tential source  of  large  volumes  of  secretions. 
Paraldehyde  is  not  applied  to  patients  who  might 
require  repeated  stimulation  to  assure  complete 
emptying  of  the  bronchial  tree. 

3.  Endotracheal  suction  of  the  nondepressed 
patient  is  the  most  certain  means  of  obtaining  a 
vigorous  cough  and  has  been  relied  upon  for  the 
majority  of  our  prophylactic  inductions  of  cough- 
ing. It  is  the  method  of  choice  when  the  volume 
of  bronchial  exudate  is  large,  the  need  for  re- 
peated stimulation  is  likely,  the  probability  of  a 
pulmonary  complication  is  great,  or  when  an 
endotracheal  tube  is  already  in  use  for  the  main- 
tenance of  anesthesia.  To  obtain  the  most  effec- 
tive cleansing  of  the  lower  respiratory  tract  we 
insist  on  endotracheal  suction  when  the  patient 
is  capable  of  responding  with  his  most  vigorous 
cough  effort.  This  has  been  appropriately 
termed  “synergetic  aspiration”  by  Jackson  and 
Jackson.19  It  is  far  more  efficient  in  removing 
liquid  or  semisolid  matter  than  endotracheal  or 
even  bronchoscopic  suction  performed  when  the 
patient  is  generally  depressed  by  narcosis  or 
anesthesia.  In  fact,  “synergetic  aspiration” 
eliminated  the  need  for  bronchoscopic  suction  in 
all  but  a few  cases;  such  patients  required 
tracheobronchial  “toilet”  urgently  and  were  un- 
able to  cough  vigorously  because  of  grave  debility 


or  the  presence  of  general  anesthesia  or  high 
spinal  block;  a rare  instance  needed  broncho- 
scopic suction  because  secretions  were  blocked  by 
a bronchial  tumor  or  deformity. 

The  endotracheal  tube  serves  the  purpose  of 
“synergetic  aspiration”  best  when  it  has  the  fol- 
lowing characteristics:  (1)  The  material  is  vinyl 
plafetic  or  “portex”  and  is  therefore  nontraumatic 
and  pliable  at  body  temperature.  (2)  The  width 
is  a number  4 or  6 Magill  (24  or  28  F)  for  the 
average  adult,  enough  to  allow  a 12  or  16  F 
urethral  catheter  to  be  threaded  through  it  but 
not  so  wide  as  to  prevent  the  bechic  blast  from 
building  up  adequate  force.  (3)  The  length  and 
shape  is  of  the  nasal  Magill  tube;  it  is  more 
readily  passed  blindly  in  the  conscious  or  lightly 
anesthetized  patient  and  is  more  easily  tolerated 
and  retained  postoperatively. 

“Synergetic  aspiration”  is  usually  required 
only  after  anesthesia.  There  are  cases,  however, 
when  it  should  be  performed  before  as  well  as 
after  anesthesia.  The  patient  with  “wet”  bron- 
chitis may  come  to  operation  with  atelectasis 
and/or  pneumonia  already  incipient  or  developed 
following  several  hours  of  marked  inhibition  of 
deep  breathing  and  coughing  produced  by  a 
severely  painful  or  debilitating  lesion  of  the 
abdomen  or  thorax.  A major  or  even  fatal 
degree  of  atelectasis  may  become  dramatically 
evident  during  or  immediately  after  anesthesia, 
before  there  is  time  for  postanesthetic  “syner- 
getic aspiration.”  When  the  respiratory  tract  is 
grossly  “wet”  and  the  operation  is  a major  one, 
we  defer  or  minimize  premedication  and  intubate 
the  conscious  patient,  usually  by  way  of  the  nose, 
with  a minimum  of  topically  applied  10  per  cent 
cocaine.  Suction  via  a catheter  passed  through 
the  endotracheal  tube  is  used  intermittently  until 
the  induced  cough  has  cleansed  the  respiratory 
tract  to  sound  “dry.”  Then,  with  the  tube  in 
situ  the  surgical  anesthesia,  regardless  of  whether 
it  is  spinal,  local,  or  general,  is  administered. 
Preanesthetic  “synergetic”  tracheobronchial 
“toilet”  has  avoided  the  onset  of  atelectasis  dur- 
ing or  immediately  after  anesthesia.  Caution 
and  judgment  are  necessary  in  its  application, 
however,  when  a vigorous  cough  might  aggravate 
a surgical  lesion,  e.g.,  incarcerated  hernia, 
gastric  perforation,  hemorrhage  within  the  ab- 
dominal, thoracic,  or  cranial  cavity,  shock, 
wound  dehiscence,  increased  intracranial  pres- 
sure. 

Most  patients  need  only  a postanesthetic 
“synergetic  aspiration”  because  a significant 
volume  of  secretions  or  foreign  matter  appears, 
as  a rule,  late  in  anesthesia  or  early  in  the  re- 
covery period.  In  preparation  for  the  postan- 
esthetic “synergetic  aspiration”  an  endotracheal 
tube  is  passed  during  or  at  the  end  of  the  opera- 
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tion  if  the  tube  has  not  already  been  inserted  to 
manage  the  surgical  phase  of  anesthesia.  Be- 
cause most  of  our  cases  are  abdominal  operations 
performed  under  spinal  anesthesia,  the  more  com- 
mon route  of  intubation  has  been  through  the 
nose  with  topical  cocaine  anesthesia  and,  if  neces- 
sary, sedation  by  a dilute  thiopental  infusion. 
The  most  important  difference  between  the 
“toilet”  commonly  performed  by  anesthetists  and 
a “synergetic  aspiration”  is  the  postponement  of 
extubation  until  a trial  use  of  the  suction  catheter 
proves  that  the  patient  is  responding  with  a 
vigorous  “dry”  cough.  While  one  should  always 
test  the  cough  with  suction  at  the  end  of  the 
operation,  it  is  usually  not  possible  to  obtain  a 
truly  vigorous  cough  soon  after  a long  or  deep 
general  anesthesia  or  a high  spinal  block.  Fre- 
quently it  is  necessary  to  wait  one  or  more  hours, 
sometimes  six  hours,  depending  on  the  method  of 
anesthesia  and  the  condition  of  the  patient. 

A single  postoperative  paroxysm  of  vigorous 
coughing  suffices  in  98  per  cent  of  patients.  In  2 
per  cent,  i.e.,  those  with  an  extremely  “wet” 
bronchitis,  “synergetic”  tracheal  aspiration  must 
be  repeated  in  one  or  two  days  when  the  tracheo- 
bronchial tract  is  “wet”  again,  as  judged  by  the 
sound  of  the  routine  diagnostic  and  prophylactic 
cough  demanded  of  every  convalescent.  After 
forty-eight  hours  most  patients  have  regained  the 
ability  to  cough  voluntarily  and  effectively.  In 
some,  however,  tussive  power  is  persistently 
diminished  by  coma,  extreme  obesity,  marked 
emphysema,  cachexia,  extensive  herniation  or 
weakness  of  the  abdominal  wall,  peritonitis, 
gastric  dilatation,  or  abdominal  distention; 
severe  abdominal  or  thoracic  pain  may  inhibit 
the  cough  in  some  patients  or  after  certain  opera- 
tions for  more  than  the  usual  twenty-four  to 
forty-eight  hours.  The  delayed  onset  of  atelec- 
tasis or  pneumonia  is  always  predicated  on  the 
continued  or  renewed  appearance  of  bronchial 
exudates  or  aspirated  material  in  quantities  that 
are  excessive  in  proportion  to  the  vigor  of  the 
cough  mechanism  at  the  time.  Where  the  latter 
is  deficient  and/or  the  former  is  excessive,  the 
anesthesiologist  should  be  prepared  to  find  the 
reappearance  of  a “wet”  cough  and  institute 
vigorous  voluntary  coughing.  At  this  time  most 
patients  can  be  put  out  of  bed  and  made  to  cough 
well.  If  the  respiratory  tract  cannot  be  emptied 
voluntarily,  then  a repetition  of  the  “synergetic” 
endotracheal  “toilet”  is  in  order. 

The  frequent  use  of  a “synergetic  toilet”  may 
be  onerous  and  time-consuming,  especially  if 
spinal  anesthesia  is  the  common  choice  for  abdom- 
inal surgery.  Only  by  the  acquisition  of  gentle 
skill  and  facility  in  nasotracheal  intubation  of 
conscious  or  semiconscious  patients  with  topical 
anesthesia  is  the  anesthesiologist  likely  to  find 


this  method  of  prophylaxis  practicable  for  daily 
use.  It  is  not  always  easy,  unless  one  is  ex- 
perienced and  well-practiced,  to  intubate  a pa- 
tient through  the  nose  with  one  nostril  containing 
a nasogastric  tube.  Ninety  per  cent  of  all  intuba- 
tions were  nasal,  80  per  cent  by  the  “blind”  tech- 
nic without  serious  damage  or  delay;  visual 
guidance  was  required  in  10  per  cent. 

“Synergetic  aspiration”  after  anesthesia  should 
be  withheld  when  hemostatic  clamps  are  left  on  a 
renal  or  cystic  artery  pedicle.  The  incidence  of 
wound  dehiscence  has  not  been  increased  by 
“synergetic  aspiration”;  our  experience  in  this 
regard  agrees  with  that  of  Leithauser  with  volun- 
tary coughing  during  ambulation  immediately 
after  recovery  from  anesthesia.28  It  is  wise, 
nevertheless,  to  avoid  possible  criticism  by  sup- 
porting the  wound  during  “synergetic  aspira- 
tion”; furthermore,  such  manual  support  re- 
assures the  patient,  while  decreasing  the  pain  and 
increasing  the  effectiveness  of  coughing. 

“Synergetic  aspiration”  has  not  caused  an 
untoward  effect  except  an  occasional,  mild  laryn- 
gospasm.  The  absence  of  unfavorable  results, 
even  in  seriously  ill  cardiac  patients,  is  attrib- 
utable to  the  following  precautions : 

1.  The  patient  is  fully  awake  and  not  in  the 
second  stage  or  first  plane  of  third  stage  anes- 
thesia when  laryngeal  and  cardiac  reflexes  might 
be  hyperirritable  or  coughing  might  become  un- 
controllably self-propagating. 

2.  The  aspirating  catheter  does  not  fill  the 
lumen  of  the  endotracheal  tube;  therefore,  a 
markedly  negative  pressure  cannot  develop  with- 
in the  tracheobronchial  tree  should  the  vocal 
cords  close  around  the  endotracheal  tube. 

3.  Aspiration  is  intermittent  and  brief;  it  is 
halted  immediately  when  coughing  or  breath- 
holding becomes  excessive  or  cyanosis  appears; 
it  is  resumed  only  after  these  signs  have  dis- 
appeared. 

4.  Coughing  is  not  induced  during  shock;  the 
shock  is  first  col  lected  so  that  the  patient  can 
tolerate  the  transient  decrease  of  venous  return 
caused  by  vigorous  and  sustained  coughing. 

Because  trauma  is  the  chief  cause  of  naso- 
tracheal sequelae,33  intubation  must  be  gentle  and 
gradual.  The  absence  of  any  ill  effect  other  than 
occasional,  transient,  and  trivial  nasal  bleeding  is 
attributed  to  the  careful  passage  of  plastic,  un- 
cuffed tubes  of  medium  width  with  cocaine-in- 
duced anesthesia  and  vasoconstriction. 

Our  experience  with  nasotracheal  intubation 
has  been  uncomplicated,  even  in  the  presence  of 
upper  respiratory  infections.  Indeed,  we  have 
often  deliberately  intubated  such  cases  to  avoid 
the  major  pulmonary  complication  favored  by  a 
respiratory  infection.  The  absence  of  local 
exacerbation  or  extension  of  the  infection  has  been 
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TABLE  I. — Cases  Not  Requiring  Prophylaxis* 


Category  of 
Patient 

Operation 

Prophylaxis 

Number  of 
Cases 

Atelectasis  or 
Pneumonia 

Negative  cough 

Minor 

None 

2,000 

0 

Negative  cough 

Biliary 

None 

209 

0 

Negative  cough 

Subtotal  gastrectomy 

None 

27 

0 

Negative  cough 

Other  major 

None 

1,176 

0 

Positive  cough 

Minor 

None 

1 ,232 

0 

* (1)  When  operation  is  major  but  tracheobronchial  tree  is  normal;  (2)  when  tracheobronchial  tree  is  abnormal  but  operation 
is  minor. 


TABLE  II. — Control  Cases* 


Category  of 
Patient 

Operation 

Prophylaxis 

Number  of 
Cases 

Atelectasis  or 
Pneumonia 

Per 

Cent 

No  note 

Biliary 

None 

365 

28  (1  death) 

7 6 

No  note 

Subtotal  gastrectomy 

None 

176 

25  (1  death) 

14  1 

No  note 

Major  upper  abdominal 

Nonsynergetic  aspiration 

70 

7 

10.0 

* Not  subjected  to  preanesthetic  test  cough  or  to  special  prophylaxis. 


due  to  the  technic  described  above  and  to  the 
practice  of  delaying  extubation  until  a vigorous 
cough  could  synergetically  assist  suction  in  cleans- 
ing the  respiratory  tract  of  foreign  material 
around  and  beyond  the  endotracheal  tube.  Of 
1 course,  valuable  protection  has  also  been  provided 
by  the  routine  prophylactic  administration  of 
antibiotic  drugs  in  all  patients  with  respiratory 
1 infections. 

Results  of  Application  of  Program  of 
Detection  and  Prophylaxis 

Patients  with  a normal  test  cough  before  anes- 
thesia were  not  managed  with  a special  prophy- 
lactic method,  regardless  of  operation,  except  for 
one  of  the  following  reasons:  extreme  obesity, 
suspected  aspiration  of  gastric  contents,  duration 
of  high  spinal  or  deep  general  anesthesia  for  two 
or  more  hours,  or  an  endotracheal  tube  was  in 
place  for  the  conduct  of  surgical  anesthesia. 
Patients  with  an  abnormal  test  cough  undergoing 
a minor  operation  also  did  not  receive  special 
postoperative  care  except  for  such  circumstances 
as  those  described  immediately  above.  How- 
ever, patients  with  an  abnormal  test  cough  under- 
going a major  operation,  i.e.,  one  associated  with 
an  appreciable  period  of  respiratory  depression 
during  the  operation  and/or  interference  with  the 
ability  to  cough  promptly  and  vigorously  after 
operation — all  such  patients,  after  complete  re- 
covery of  the  ability  to  cough  vigorously,  were 
subjected  to  postoperative  coughing  induced  by 
endotracheal  aspiration  or  intravenous  paralde- 
hyde; 3 per  cent  also  had  a preoperative  “syner- 
getic” tracheal  aspiration. 

The  controls  were  a large  group  of  patients 
anesthetized  by  us  or  our  associates  in  the  same 
hospitals  for  the  same  surgeons  during  the  period 
of  this  study  but  who  were  not  managed  along  the 
lines  of  prophylaxis  described  above.  The 
majority  of  these  controls  did  not  have  a pre- 
operative record  of  the  status  of  the  respiratory 


tract  in  accordance  with  our  diagnostic  cough 
test;  such  cases  have  been  designated  in  the 
accompanying  tables  as  “no  note.” 

In  the  following  tabulations  patients  designated 
as  “positive  cough”  or  “negative  cough”  were, 
respectively,  those  with  or  those  without  an  ab- 
normality of  the  test  cough.  Those  termed  “no 
prophylaxis’"  were  not  subjected  to  intravenous 
paraldehyde  or  “synergetic  aspiration.”  For 
our  purpose  a “minor  operation”  was  any  pro- 
cedure for  which  the  anesthesia  was  light;  if  deep, 
it  was  only  for  a brief  period,  e.g.,  uterine  curet- 
tage, hemorrhoidectomy,  vaginal  plastic,  excision 
of  breast  tumor,  tonsillectomy,  or  operations  on 
the  face,  eye,  or  extremities.  A “major  opera- 
tion” is  one  with  an  incision  through  the  abdom- 
inal parietes.  The  term  “nonsynergetic  toilet” 
describes  the  customary  method  of  endotracheal 
suction  and  extubation  at  the  close  of  an  opera- 
tion with  the  patient  “reacting,”  regardless  of  the 
cough  response. 

The  diagnosis  of  atelectasis  or  pneumonia  was 
always  supported  by  x-ray  evidence  when  pos- 
sible; if  such  proof  was  not  available,  the  diag- 
nosis required  the  clinical  signs  of  cough,  fever, 
and  dyspnea,  with  or  without  tachypnea  and 
cyanosis,  not  attributable  to  any  other  likely 
cause  in  the  given  case. 

The  data  in  Table  I support  two  conclusions: 
(1)  that  a normal  tracheobronchial  tree  practi- 
cally assures  the  absence  of  atelectasis  and  pneu- 
monia regardless  of  the  type  of  operation  and  the 
omission  of  any  special  prophylaxis,  and  (2)  the 
combination  of  an  abnormal  tracheobronchial 
tree  and  a minor  operation  is  not  followed  by  a 
complication,  even  without  special  prophylaxis. 
We  emphasize,  however,  that  this  presupposes 
the  absence  of  gross  aspiration  of  blood  or  gastric 
contents  during  and  after  anesthesia. 

Table  II  presents  the  data  of  the  “control” 
cases.  These  were  not  subjected  to  the  pre- 
anesthetic  test  cough  or  to  special  prophylaxis. 
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TABLE  III. — Cases  with  Preoperative  Bronchitis  But  Not  Subjected  to  Prophylaxis 


Category  of 
Patient 

Operation 

Prophylaxis 

Number  of 
Cases 

Atelectasis  or 
Pneumonia 

Per 

Cent 

Positive  cough 

Biliary 

None 

48 

14 

29.1 

Positive  cough 

Subtotal  gastrectomy 

None 

39 

12 

30.7 

Positive  cough 

Other  major  upper  abdominal 

None 

124 

49 

39.0 

TABLE  IV. — Absence  of  Pulmonary  Complication 

s Caused  by  Paraldehyde 

or  Synergetic  Aspiration  per  se 

Category  of 
Patient 

Operation 

Prophylaxis 

Number  of 
Cases 

Atelectasis  or 
Pneumonia 

Positive  cough 

Minor 

Svnergetic  aspiration 

135 

0 

Negative  cough 

Minor 

Synergetic  aspiration 

150 

0 

Negative  cough 

Biliary 

Synergetic  aspiration 

42 

0 

Negative  cough 

Subtotal  gastrectomy 

Synergetic  aspiration 

64 

0 

Negative  cough 

Other  upper  abdominal 

Synergetic  aspiration 

108 

0 

Negative  cough 

Biliary 

Paraldehyde 

9 

0 

Negative  cough 

Subtotal  gastrectomy 

Paraldehyde 

19 

0 

Negative  cough 

Other  major 

Paraldehyde 

16 

0 

The  results  are  comparable  to  the  average  ex- 
perience reported  by  others  for  similar  operations 
performed  largely  under  spinal  anesthesia.  Com- 
paring the  biliary  and  gastric  patients  in  Table  II 
with  those  in  Table  I one  must  conclude  that  the 
preanesthetic  test  cough  is  a necessary  and  valu- 
able screening  device  for  the  detection  of  the 
patients  predisposed  to  atelectasis  or  pneumonia. 
Of  the  53  patients  in  Table  II  who  developed  a 
complication,  including  the  two  fatalities  pri- 
marily due  to  atelectasis  and  pneumonia,  the 
majority  probably  had  a preoperative  abnormal- 
ity of  the  tracheobronchial  tree;  yet  their  hos- 
pital records,  including  the  anesthetic  data  re- 
corded by  experienced  anesthesiologists,  failed  to 
note  any  evidence  of  preoperative  bronchitis. 

Line  3 of  Table  II  is  of  special  value  as  a con- 
trol group  for  it  represents  our  results  with  the 
nonsynergetic,  customary  method  of  endotracheal 
aspiration  and  extubation  at  the  conclusion  of  an 
operation  with  the  patient  “reacting.”  It  con- 
firms the  relatively  unsatisfactory  results  re- 
ported by  others  depending  on  the  routine  endo- 
tracheal “toilet.”  For  example,  Phelps,  Hinton, 
and  Rovenstine  encountered  12  instances  of 
atelectasis  and/or  pneumonitis  in  75  consecutive 
subtotal  gastrectomies  anesthetized  with  a cuffed 
endotracheal  tube,  cyclopropane,  or  ether,  and 
suctioned  at  the  end  of  the  operation.34  Mim- 
priss  and  Etheridge  found  x-ray  evidence  of 
atelectasis  in  30  per  cent  of  100  consecutive  sub- 
total gastrectomies  managed  with  endotracheal 
cyclopropane — air  or  helium.2  Stewart  et  al. 
noted  atelectasis  or  pneumonia  in  32  of  115  gastric 
resections  for  ulcer  in  poor-risk  patients  managed 
with  endotracheal  anesthesia.4  Weiss  reported 
five  instances  of  atelectasis  in  a group  of  112 
patients  bronchoseoped  immediately  after  opera- 
tion.36 Faulconer  et  al.  observed  eight  instances 
of  atelectasis  following  85  operations  on  the  upper 
urinary  tract;  three  of  the  complications  occurred 
in-patients  who  had  received  endotracheal  in- 


halation anesthesia  with  terminal  aspiration  of 
the  endotracheal  tube.36  Christie  et  al.  reported 
that  ten  of  their  23  patients  with  atelectasis  had 
received  endotracheal  anesthesia.37  Indeed,  some 
have  claimed  that  an  endotracheal  tube  increases 
the  likelihood  of  major  respirator}'  complica- 
tions.38-40 Gillespie  is  obliged  to  defend  the 
practice  with  the  statement,  “no  evidence  is  yet 
available  that  endotracheal  anesthesia  increases 
the  incidence  of  the  major  respiratory  compli- 
cations in  the  postoperative  period.”33 

The  cases  gathered  in  Table  III  also  comprise  a 
control  group  in  that  they  were  not  subjected  to 
our  advocated  regime  of  prophylaxis.  These 
patients  differed  from  the  control  group  in  Table 
II  only  in  one  respect,  namely,  they  had  some 
evidence  of  a preoperative  bronchitis.  The 
statistically  significant  increase  of  complications 
in  Table  III  as  compared  with  Table  II  confirms 
the  importance  of  detecting  a preoperative  ab- 
normality of  the  bronchial  tract. 

The  data  in  Tables  II  and  III  represent  the 
experience  which  led  us  to  declare,  in  the  intro- 
ductory portion  of  this  paper,  that  antibacterial 
medication,  ambulation  on  the  first  postoperative 
day,  and  spinal  anesthesia  (all  of  these  measures 
were  applied  to  most  of  the  patients)  do  not 
greatly  reduce  the  incidence  of  atelectasis. 

The  absence  of  a pulmonary  complication  in 
the  cases  collected  in  Table  IV  confirms  the  con- 
clusions of  Table  I (vide  supra).  The  primary 
purpose  of  Table  IV  is  to  show  that  paraldehyde 
or  endotracheal  “synergetic  aspiration,”  per  se, 
did  not  cause  atelectasis  or  pneumonia.  Paral- 
dehyde was  used  in  these  normal  cases  mainly  to 
evaluate  its  pulmonary  effects  in  normal  patients. 
Endotracheal  “synergetic  aspiration”  was  per- 
formed in  the  cases  of  Table  IV  only  because  an 
endotracheal  tube  had  been  required  for  the 
management  of  the  surgical  anesthesia  and  not 
primarily  for  the  prevention  of  postoperative 
pulmonary  complications. 
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TABLE  V. — Prophylactic  Efficacy  of  Vigorous  Coughing  Early  in  Postanesthetic  Period 


Category  of 
P atient 

Operation 

Prophylaxis 

Number  of 
Cases 

Atelectasis  or 
Pneumonia 

Positive  cough 

Biliary 

Synergetic  aspiration 

82 

0 

Positive  cough 

Subtotal  gastrectomy 

Synergetic  aspiration 

107 

0 

Positive  cough 

Other  major 

Synergetic  aspiration 

259 

0 

Positive  cough 

Biliary 

Paraldehyde 

17 

0 

Positive  cough 

Subtotal  gastrectomy 

Paraldehyde 

6 

0 

Positive  cough 

Other  major 

Paraldehyde 

105 

1 

The  data  in  Table  V prove  the  prophylactic 
efficacy  of  a paroxysm  of  vigorous  coughing  in- 
duced early  in  the  postanesthetic  period.  The 
results  are  most  significant  because  this  group  of 
576  patients  was  composed  entirely  of  those  who 
had  an  abnormal  test  cough.  The  one  instance 
of  mild  atelectasis  followed  an  appendectomy  in  a 
seventy-one-year-old  male,  with  a severely  “wet” 
cough,  who  received  paraldehyde.  We  now  pre- 
fer “synergetic  aspiration”  for  the  management 
of  every  markedly  “wet”  patient  because  it  per- 
mits repeated  stimulation  of  coughing  until  the 
bronchial  tree  is  “dry.” 

The  success  attending  the  application  of  meas- 
ures to  induce  vigorous  coughing  early  in  the  re- 
covery period  provides  strong  presumptive  evi- 
dence that  the  great  majority  of  atelectatic  or 
pneumonic  complications  begin  in  the  first  twelve 
hours  after  operation.  This  is  also  the  conclusion 
of  a special  study  of  48  patients  with  atelectasis 
and/or  pneumonia  whose  signs  and  symptoms 
were  not  obscured  by  the  prophylactic  adminis- 
tration of  oxygen  after  operation  and  who  were 
continuously  observed  by  a special  nurse  record- 
ing her  findings.41 

Summary  and  Conclusions 

The  primary  step  in  our  program  of  prevention 
of  postoperative  atelectasis  and/or  pneumonia  is 
the  detection  of  the  patient  with  a predisposing 
tracheobronchial  abnormality.  This  is  most 
simply  and  reliably  performed  bv  the  use  of  a test 
cough  requested  of  the  patient  just  before  the  in- 
duction of  anesthesia.  The  patient  with  a nor- 
mal, “dry”  response  does  not  develop  a major 
pulmonary  complication,  regardless  of  the  type  of 
operation  and  anesthesia,  and  does  not  need  any 
special  prophylactic  care,  provided  the  respiratory 
tract  does  not  acquire  excessive  mucus  stimulated 
by  anesthesia  and  is  not  contaminated  with 
gastric  contents  or  blood  during  and  after  opera- 
tion. 

A patient  with  a “wet”  or  “self-propagating” 
test  cough  or  one  who  has  aspirated  material  into 
the  respiratory  tract  is  a likely  candidate  for 
atelectasis  or  pneumonia  only  if  subjected  to  a 
period  of  respiratory  depression  and/or  inter- 
ference with  the  ability  to  cough  vigorously  dur- 
ing or  after  operation;  the  duration  of  .the  , re- 
quired period  of  cough-  inhibition  varies,  inversely 


with  the  “wetness”  of  the  bronchial  tree.  Such 
patients  may  be  uniformly  protected  by  inducing 
a vigorous  cough  as  soon  as  the  anesthesia  has 
diminished  to  the  point  of  permitting  a vigorous 
cough. 

Voluntary  coughing  on  request  is  usually 
sufficient  to  protect  the  mildly  predisposed, 
cooperative  patient;  it  cannot  be  relied  upon  for 
the  severely  “wet”  patient  undergoing  any  major 
operation  or  in  the  mildly  predisposed  patient 
after  upper  abdominal  or  thoracic  procedures. 
In  these  one  should  induce  a vigorous  cough  by 
“synergetic”  tracheobronchial  aspiration  or,  in 
selected  cases,  by  the  intravenous  injection  of  2 cc. 
of  paraldehyde;  the  former  method  is  preferred 
in  those  severely"  predisposed. 

This  study  covered  2,246  major  and  3,517 
minor  surgical  patients  managed  in  accordance 
with  our  program.  Only  one  mild  instance  of 
atelectasis  appeared  in  this  group  which  con- 
tained 223  subtotal  gastrectomies  and  359  biliary 
procedures.  In  the  control  group  of  822  major 
operations  there  were  215  subtotal  gastrectomies 
with  37  instances  of  atelectasis  or  pneumonia,  in 
eluding  one  fatal  result,  and  413  biliary  proce- 
dures with  42  cases  of  atelectasis  or  pneumonia, 
including  one  fatal  result. 

Atelectasis  and  pneumonia  are  preventable  by 
a strict  regime  of  detecting  the  abnormal  tracheo- 
bronchial tree  in  the  predisposed  patient  and  re- 
moving, potentially  obstructing  material  by  vig- 
orous coughing  induced  during  the  early  post- 
operative period.  The  appearance  of  atelectasis 
or  pneumonia  within  forty-eight  hours  after  oper- 
ation can,  except  for  rare  instances,  be  regarded 
as  evidence  of  imperfect  anesthetic  care  since  we 
have  demonstrated  that  it  was  almost  wholly  pre- 
vented by  a program  dependent  upon  methods  of 
diagnosis,  prognosis,  and  prophylaxis  specifically 
within  the  domain  and  capabilities  of  the  anes- 
thesiologist. 
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Discussion 

Thomas  F.  McDermott,  M.D.,  New  York  City. — 
It  is  not  often  that  we  are  able  in  the  field  of  clinical 
investigation  to  come  up  with  statistics  that  show 
so  unequivocally  the  point  in  question  as  Dr.  Greene’s 
figures  do.  It  is  also  encouraging  to  note  that  we 
have  here  a relatively  simple  procedure,  available  to 
all  who  need  but  use  their  powers  of  observation 
and  the  everyday  technics  of  their  specialty  to  com- 


bat complications  which  have  been  vexing  to  surgeon 
and  anesthesiologist  alike  ever  since  medical  man 
first  had  the  temerity  to  perform  major  surgery. 

Some  of  the  earlier  writings  on  postoperative 
pulmonary  complications  have  been  of  considerable 
interest  to  me,  particularly  those  of  Yandell  Hender- 
son, who  at  one  time  in  his  career  was  preoccupied 
with  what  he  chose  to  call  a lack  of  tonus  as  being  a 
predisposing  factor  in  both  pulmonary  and  circula- 
tory postoperative  complications.  This  thesis  of 
some  fifteen  years  ago  blamed  flaccidity  of  both 
striated  and  smooth  muscle  for  diminished  post- 
operative thoracic  and  diaphragmatic  excursion, 
thus  setting  the  scene  for  atelectasis,  as  well  as  for 
diminished  venous  return  and  failing  circulation. 
On  reading  these  reports  today,  we  may  well  wonder 
what  part  prolonged,  overly  deep  anesthesia  had  to 
play  in  this  mysterious  syndrome,  characterized  by 
such  postoperative  lack  of  tonus.  And  we  may  feel 
that  our  more  modern  modalities  with  the  emphasis 
laid  on  prompt  recovery  of  normal  reflex  act  ivity  have 
been  of  great  importance  in  modifying  this  picture. 

The  statement  has  been  made  today  that  three 
factors  are  operative  in  the  production  of  pulmonary 
complications  in  the  susceptible  patient,  namely, 
duration  of  anesthesia,  depression  of  respiration, 
and  the  postoperative  inability  to  cough.  The  first 
two  of  these  I would  like  to  question.  The  nature 
of  our  experience  at  the  Presbyterian  Hospital  has 
been  such  that  we  frequently  produce  anesthesia  for 
many  hours  and,  I also  feel,  produce  respiratory  de- 
pression of  varying  degree  with  the  use  of  thiobar- 
biturates  and  opiates  both  as  premedicants  and  ad- 
juvants during  anesthesia.  Still  I have  been  struck 
by  the  fact  that  such  surgical  procedures  as  radical 
mastectomies,  prolonged  plastic  procedures,  and 
operative  interventions  for  spinal  scoliosis  anesthe- 
tized in  this  fashion  do  not  carry  with  them  any 
undue  risk  of  pulmonary  complications,  and  this  in 
spite  of  rather  extensive  postoperative  immobiliza- 
tion. These  cases  do  have  one  thing  in  common, 
however,  and  that  is  the  ability  to  cough  without 
excessive  pain.  This  one  difference  sets  them  entirely 
apart  from  the  upper  abominal  laparotomy  and  the 
thoracotomy,  where  pulmonary  collapse  plagues  us 
to  the  degree  with  which  you  are  all  familiar. 
UntO  we  have  at  hand  the  means  for  accomplishing 
a relatively  pain-free  and  effective  physiologic  cough 
in  this  type  of  case,  Dr.  Greene’s  routine  of  therapy 
should  prove  a very  valuable  adjunct. 


NEW  MEDICAL  FILMS 
Several  important  medical  and  health  films  now 
are  available  to  state  and  county  medical  societies 
through  the  AMA’s  Committee  on  Medical  Motion 
Pictures.  Films  for  the  lay  audience  include  “Be 
Your  Age”  (heart  disease),  “Breakdown”  (mental 
health),  “Man’s  Greatest  Friend”  (animal  experi- 
mentation on  rabies),  and  “The  Nation’s  Mental 


Health.”  Suitable  for  professional  meetings  are 
“Functional  Anatomy  of  the  Hand,”  “The  Quiet 
One”  (psychiatry),  “Sciatic  Pain  and  the  Interver- 
tebral Disc,”  and  “Shades  of  Gray”  (psychiatry). 
These  films  are  available  on  a service  charge  basis. 
An  up-to-date  and  complete  list  of  all  films  added 
to  the  library  in  the  last  few  months  can  be  obtained. 


REDUCTION  OF  IMMEDIATE  POSTPARTUM  VOMITING 


Bernard  E.  Cappe,  M.D.,  Irving  M.  Pallin,  M.D.,  and  Jacques  D.  Soifer,  M.D., 
Brooklyn,  New  York 

{From  the  Department  of  Anesthesia  and  the  Department  of  Obstetrics,  Jewish  Hospital  of  Brooklyn) 


OBSTETRIC  patients  undergoing  cesarean 
section  under  regional  anesthesia  are 
frequently  distressed  by  nausea  and  vomiting 
during  the  immediate  postpartum  period.  During 
the  past  five  years  various  aspects  of  the  anes- 
thetic management  of  the  cesarean  section  patient 
have  been  varied  in  order  to  effect  a substantial 
decrease  in  the  incidence  of  nausea  and  emesis 
in  the  first  postpartum  hour. 

In  1947  the  following  routine  was  observed 
for  the  cesarean  section  patient.  Elective  cases 
were  premedicated  with  Nembutal,  D/s  grains, 
two  hours  prior  to  the  onset  of  the  procedure  and 
scopolamine,  Vao  grain,  one  hour  before  the 
procedure.  The  emergency  sections  were  given 
the  same  premedication  as  soon  as  the  decision 
to  operate  was  made.  Twenty  milligrams  of  the 
vasopressor  drug  Desoxyn  was  injected  intra- 
muscularly, a continuous  intravenous  drip  of 
5 per  cent  glucose  in  water  was  started,  and  pro- 
caine fractional  spinal  anesthesia  technic  was 
instituted.  Ergonovine  maleate,  1 cc.  (V320 
grain),  was  given  intravenously  after  the  birth 
of  the  baby,  and  1 cc.  was  injected  intramuscularly 
after  the  removal  of  the  placenta.  Morphine, 
Vs  to  V4  grain,  or  demerol,  100  mg.  in  fractional 
doses,  was  administered  intravenously  during 
the  uterine  repair.  The  incidence  of  nausea 
and  vomiting  in  100  unselected  consecutive 
cases  was  60  per  cent. 

During  the  past  four  years  the  use  of  morphine 
or  demerol  has  been  omitted,  and  a dilute  or 
concentrated  solution  of  sodium  Pentothal  has 
been  administered  intravenously  to  the  apprehen- 
sive patient  as  the  uterus  is  incised.  Sodium 
Pentothal,  0.4  per  cent,  was  given  intravenously 
to  the  conscious  patients  only  if  nausea  or  vomit- 
ing occurred  during  the  postpartum  period. 
From  the  data  of  100  of  these  patients  studied, 
46  per  cent  required  intravenous  anesthesia  to 
eliminate  retching  and  vomiting. 

In  one  group  of  20  section  patients  the  pre- 
operative use  of  Dramamine  was  given  a trial. 
In  addition  to  the  usual  premedication,  100  mg. 
of  Dramamine  dissolved  in  20  cc.  of  tap  water 
was  administered  by  the  rectal  route  fifteen  to 
twenty  minutes  prior  to  the  onset  of  the  procedure. 
The  drug  had  little  or  no  effect  on  pulse  or  blood 
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pressure;  respiration  was  not  affected,  and  slight 
to  moderate  drowsiness  was  produced  in  most 
patients.  The  infants  were  born  alert  and  cried 
spontaneously.  No  Pentothal  was  used  in 
this  series.  Nausea  and  vomiting  occurred 
in  five  cases  (25  per  cent). 

At  the  suggestion  of  one  of  us  (J.S.)  ergonovine 
maleate  was  omitted  from  the  routine,  and  the 
oxytocic  Pitocin  was  selected.  No  Dramamine 
or  Pentothal  was  administered  to  these  patients. 
Two  minims  of  Pitocin  were  injected  intra- 
venously immediately  following  the  delivery 
of  the  newborn,  and  the  remainder  of  the  1 cc. 
(10  units)  was  dissolved  in  500  cc.  of  5 per  cent 
glucose  in  water  and  allowed  to  run  in  as  a drip 
solution.  Within  a few  minutes  there  was  effec- 
tive and  sustained  contraction  of  the  uterus. 
Postpartum  blood  loss  was  judged  to  be  minimal. 
The  blood  pressure  rose  or  fell  occasionally, 
but  15  mm.  Hg  was  the  maximum  change  noted. 
No  significant  effect  on  respiration,  pulse  rate, 
or  rhythm  could  be  demonstrated.  There  were 
102  patients  in  this  series,  three  of  which  were 
distressed  by  nausea  and  retching  (2.9  per  cent), 
but  no  vomiting  occurred. 

The  variations  in  the  management  of  the  sec- 
tion patient  have  resulted  in  successive  decreases 
in  the  incidence  of  nausea  and  vomiting.  The 
omission  of  demerol  and  morphine  from  the  rou- 
tine has  eliminated  nausea  and  emesis  inherent 
in  these  drugs  per  se.1,2  Although  the  use  of 
intravenous  Pentothal  is  an  effective  emetic 
prophylactic,  prevention  of  vomiting  appears  to 
be  a slight  indication  for  the  administration  of  a 
general  anesthetic. 

The  reduction  of  nausea  and  vomiting  in  the 
small  Dramamine  series  is  encouraging  but  is 
not  statistically  significant.  These  results  tend 
to  corroborate  the  report  of  Rubin  and  Metz- 
Rubin  in  which  the  incidence  of  nausea  and 
vomiting  in  their  cases  under  spinal  anesthesia 
was  reduced  from  43.8  to  23.9  per  cent  by  the 
preoperative  use  of  Dramamine.3  Others  have 
made  similar  observations.4,5  Although  the 
precise  mode  of  action  of  Dramamine  is  as  yet 
unknown,  it  has  been  regarded  as  an  antiacetyl- 
choline agent.  It  is  therefore  possible  that 
Dramamine  depresses  the  response  of  the  emetic 
center,  which  is  predominantly  dependent  on 
acetylcholine  for  its  activity.6 

In  the  Pitocin  series  nausea  and  retching  were 
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reduced  to  a 2.9  per  cent  incidence,  and  no  vomit- 
ing occurred.  Except  for  the  slight  changes  in 
blood  pressure,  there  was  an  absence  of  other 
side-effects.  The  immediate  and  sustained  con- 
traction of  the  uterus  as  well  as  the  slight  effect 
on  blood  pressure  has  been  observed  by  others.7'8 

The  original  standard  by  which  Pitocin  was 
prepared  included  a maximum  of  0.5  pressor 
unit  of  Pitressin  per  cc.  Pitocin  as  manufac- 
tured at  the  present  time  usually  contains  only 
one  tenth  of  a pressor  unit  per  cc.9  The  reports 
on  both  human  and  animal  observations  conclude 
that  the  primary  action  of  Pitocin  is  its  oxytocic 
effect  and  that  it  has  little  or  no  effect  on  pulse, 
blood  pressure,  respiration,  or  the  gastrointesti- 
nal tract.10-12  However,  Woodbury  et  al.  noted 
that  the  administration  of  Pitocin  was  frequently 
associated  with  a fall  in  blood  pressure,  weakened 
cardiac  contractions,  and  electrocardiographic 
changes.13  Burnett  and  Cosgrove  concluded 
that  Pitocin  solution  was  devoid  of  maternal 
danger.14  In  their  series  of  50  cases  0.5  ml.  of 
Pitocin  was  dissolved  in  500  cc.  of  10  per  cent 
dextrose  in  distilled  water  and  given  intra- 
venously for  immediate  or  delayed  hemorrhage 
due  to  uterine  atony  after  the  termination  of  the 
third  stage  of  labor.  Treatment  was  effective  in 
all  but  one  case. 

Many  reports  and  the  experience  in  this  clinic 
bear  out  the  fact  that  there  is  a sizable  incidence 
of  side-effects  and  complications  associated  with 
the  administration  of  pituitrin  and  ergonovine 
maleate. 15-22  No  harmful  effects  have  been 
observed  during  the  clinical  use  of  Pitocin.  The 
marked  reduction  in  the  incidence  of  nausea  and 
retching  and  the  absence  of  vomiting  have  been 
gratifying  results  since  the  advent  of  the  use  of 
the  Pitocin  solution  during  cesarean  sections 
under  fractional  spinal  anesthesia. 

The  outlined  technic  for  the  use  of  Pitocin  has 
been  incorporated  into  the  routine  management 
of  the  cesarean  section  anesthesia.  Uterine 
contraction  has  been  effective,  and  side-effects 
have  been  negligible.  The  incidence  of  nausea 
and  retching  has  been  reduced  to  2.9  per  cent 
in  the  first  postpartum  hour  and  vomiting  has 
been  eliminated. 
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Discussion 

A.  C.  Goldfeder,  M.D.,  Queens  Village. — At 
the  suggestion  of  Dr.  Cappe  we  recently  began  the 
use  of  Pitocin  as  described  at  Beth-El  Hospital  in 
Brooklyn.  We  were  pleasantly  surprised  to  find 
that  there  was  no  vomiting  during  the  cesarean 
section  which  could  be  attributed  to  the  oxytocic 
Pitocin.  Some  patients  did  complain  of  nausea, 
but  none  vomited. 

One  must  be  careful  to  distinguish  vomiting  by 
the  oxytocics  from  that  vomiting  which  may  occur 
as  a result  of  handling  viscera,  traction  on  peri- 
toneum, sudden  blood  loss,  or  a rising  level  of  spinal 
analgesia. 

The  earliest  sign  of  toxicity  of  the  ergot  alkaloids 
is  vomiting,  and  it  is  not  inconceivable  that  many 
patients  have  a low  tolerance  for  these  alkaloids 
and  hence  vomit  easily  when  these  are  administered 
intravenously. 

All  in  all,  Pitocin  meets  the  needs  of  the  obstetri- 
cian as  a good  oxytocic  with  minimal  side-effects. 
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THE  ESTIMATION  OF  PULMONARY  FUNCTION  AS  RELATED  TO 
PROBLEMS  IN  THORACIC  SURGERY  AND 
INHALATION  ANESTHESIA 

Ralph  Friedlander,  M.D.,  F.A.C.S.,  Brooklyn,  New  York,  and 
William  M.  Chardack,  M.D.,  Buffalo,  New  York 

{From  the  Surgical  Service,  Veterans  Administration  Hospital,  Brooklyn,  and  the  Department  of  Thoracic 
Surgery , Veterans  Administration  Hospital,  Buffalo ) 


THERE  exists  a wide  variation  in  the  attitude 
of  the  clinician  towards  functional  investi- 
gation of  the  lungs.  While  some  consider  a cur- 
sory clinical  evaluation  of  respiratory  function  as 
sufficiently  informative  with  regard  to  a patient’s 
ability  to  withstand  operative  interference,  others 
consider  a detailed  functional  workup  as  an  ab- 
solute necessity.  Some  differences  in  the  in- 
dividual attitudes  might  be  explained  by  the  non- 
availability of  an  elaborate  laboratory  setup  in 
the  average  hospital;  some  may  be  due  to  the 
fact  that  doubt  seems  to  exist  in  many  quarters  as 
to  the  practical  value  of  pulmonary  and  cardio- 
pulmonary function  tests  and  their  superiority 
over  simple  clinical  observation. 

It  is  not  the  object  of  this  paper  to  add  to  the 
extensive  literature  on  the  subject  of  functional 
exploration  of  the  lungs  but  rather  to  relate  the 
practical  experience  of  a thoracic  medical  and 
surgical  group  with  some  of  the  simpler  tests  and 
their  application  to  clinical  surgical  problems. 
The  anesthesia  department  was  intimately  con- 
cerned with  the  state  of  our  patients’  cardiopul- 
monary function:  first,  as  it  related  to  their 
ability  to  maintain  an  adequate  oxygen,  carbon 
dioxide,  and  anesthetic  exchange  and,  second,  as 
it  related  to  an  adequate  cardiac  output  and 
peripheral  circulation.  The  functional  state  of 
the  cardiorespiratory  system  is  of  concern  to  the 
anesthetist  in  so  far  as  it  relates  to  the  antici- 
pation and  management  of  any  problems  which 
might  arise  from  impaired  function  rather  than 
influencing  his  selection  of  anesthetic  agents. 
Discussion  of  fundamental  principles  has  been 
limited  to  the  minimum  required  for  clarity  of 
exposition;  for  details  the  reader  is  referred  to 
the  extensive  work  in  this  field  of  Cournand  and 
his  coworkers. 

The  preoccupation  of  this  group  with  the  prob- 
lem of  exploration  of  pulmonary  function  was 
brought  about  by  the  need  to  solve  problems  en- 
countered in  the  daily  practice  of  pulmonary 
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surgery.  The  tests  were  conducted  with  the  aim 
of  improving  on  clinical  evaluation  when  it  was 
felt  that  such  improvement  was  needed. 

Respiration  may  be  defined  as  the  gaseous  in- 
terchange between  an  organism  and  its  environ- 
ment and  is  commonly  subdivided  into  external 
and  internal  respiration.  The  latter  is  the 
gaseous  interchange  between  the  individual  cell 
and  the  internal  environment. 

External  respiration  takes  place  at  the  pulmon- 
ary level  and  is  defined  as  the  exchange  of  res- 
piratory gases  between  the  pulmonary  blood  flow 
and  the  external  environment. 

Normal  external  respiration  requires  integrity 
of  the  following: 

1.  Physiologic  processes  insuring  an  ade- 
quate alveolar  supply  of  oxygen  and  re- 
moval of  carbon  dioxide.  This  part  of  the 
physiologic  process  is  referred  to  as  ventilation 
although  there  exists  some  discussion  as  to  its 
exact  definition.  Some  authors  restrict  the 
term  ventilation  to  the  mechanical  process  of 
moving  the  air  column  into  and  out  of  the 
lungs;  others  include  the  alveolar  distribution 
of  air  in  the  definition,  the  purpose  of  ventila- 
tion being  to  insure  normal  partial  gas  pres- 
sures (oxygen  and  carbon  dioxide)  in  all  alveoli 
at  all  times. 

2.  Diffusion  and  surface  properties  of  the 
alveolar  membrane. 

3.  Cardiovascular  function  supplying  ade- 
quate blood  flow  through  the  lungs. 

4.  Physicochemical  constitution  of  the 
blood  and  its  oxygen-carrying  elements. 

5.  Nervous  coordination  of  all  processes 
involved. 

All  of  the  foregoing  processes  take  place  either 
completely  or  at  least  partially  at  the  pulmonary 
level.  It  is  evident  that  there  cannot  be  any 
over-all  test  of  pulmonary  adequacy.  Pulmonary 
function  must  be  investigated  by  testing  its  in- 
dividual components  and  by  correlating  the 
findings. 

Cournand*  in  his  studies  of  pulmonary  in- 

* In  a more  recent  article  on  the  same  subject,  Cournand 
proposes  a modification  o£  the  terminology  using  the  word 
alveolorespiratory  function  instead  of  respiratory  function. 
This  term  attaches  alveolar  distribution  of  air  to  respiratory 
function  rather  than  to  ventilatory  function. 
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sufficiency  introduced  a practical  clinical  classifi- 
cation of  the  latter  into  (a)  ventilatory  insuffi- 
ciency affecting  the  mechanics  of  the  movement 
of  air  into  and  out  of  the  lungs  and  (6)  respiratory 
insufficiency,  involving  the  diffusion  of  gases 
through  the  pulmonary  membrane.  He  states: 
“The  ventilatory  aspect  of  pulmonary  function  is 
largely  mechanical,  the  major  symptom  of  ventil- 
atory insufficiency  being  dyspnea.  The  respira- 
tory aspect  of  pulmonary  function  is  largely 
physicochemical  with  anoxia  its  major  symp- 
tom.”1 

It  must  be  emphasized  that  in  clinical  cases 
both  aspects  are  closely  interrelated,  with  cardio- 
circulatorv  function  also  intimately  involved  in 
the  picture.  We  shall  follow  this  terminology 
and  use  the  word  pulmonary  function  to  describe 
the  sum  total  of  processes  taking  place  at  the 
pulmonary  level  and  subdivide  it  into  its  ventil- 
atory and  respiratory  components,  restricting  the 
meaning  of  the  term  “respiratory”  to  pertaining 
to  the  gas  exchange  at  the  alveolar  level. 

Thoracic  surgical  procedures  can  affect  pul- 
monary function  in  various  ways.  There  may  be 
brought  about  structural  changes  of  the  thoracic 
cage  leading  to  reduced  mechanical  performance 
of  the  latter  and  collapse  of  the  underlying  paren- 
chyma. There  may  be  changes  produced  involv- 
ing the  pleural  surfaces  or  the  movements  of  the 
diaphragm.  Finally  a variable  amount  of  pul- 
monary parenchyma  may  be  ablated. 

While  in  some  surgical  procedures  one  of  these 
mechanisms  is  the  sole  one  to  be  involved,  in 
others  all  three  may  be  acting  simultaneously, 
especially  in  the  field  of  tuberculosis  surgery 
where  one  is  frequently  dealing  with  widely  dis- 
seminated lesions  involving  pulmonary  paren- 
chyma, bronchi,  and  pleural  surfaces. 

Pulmonary  function  studies  should  be  directed 
first  toward  ascertaining  the  patient’s  ability  to 
withstand  the  surgical  procedure  and  to  weather 
the  immediate  postoperative  period.  In  this  re- 
spect it  is  necessary  to  stress  the  importance  of 
anoxia,  avoidance  of  which  during  the  operative 
and  postoperative  periods  is  a must  for  successful 
surgery  in  this  field.  Anoxia  is  difficult  to  gauge 
clinically  and  is  frequently  the  unrecognized  cause 
of  postoperative  difficulties.  Information  on  the 
various  aspects  of  a given  patient’s  pulmonary 
function  may  be  helpful  in  the  choice  of  type, 
extent,  timing,  and  staging  of  an  operative  pro- 
gram. Second,  it  is  necessary  to  have  some  idea 
how  the  structural  changes  to  be  brought  about 
by  surgical  interference  will  affect  pulmonary 
function  in  the  long-range  future.  An  approxi- 
mate estimate  must  be  given  of  how  much  func- 
tion will  be  retained. 

The  following  is  a review  and  critique  of  the 
various  tests  that  can  be  carried  out  with  a mini- 


mum of  equipment*  and  have  proved  to  be  most 
helpful  in  making  the  necessary  evaluations. 

Estimation  of  Lung  Volumina 

Vital  capacity  is  defined  as  the  air  volume  of  a 
single  maximal  breathing  stroke.  It  is  the  amount 
of  air  that  can  be  expelled  by  a maximal  expira- 
tory effort  following  a maximal  inspiration.  It  is 
composed  of  the  tidal  air  (amount  ventilated  dur- 
ing a quiet  breathing  stroke),  the  complementary 
air  (amount  of  air  taken  in  by  maximal  inhalation 
following  a quiet  inhalation),  and  the  reserve  air 
(that  amount  of  air  which  can  be  expelled  by 
maximal  expiratory  effort  at  the  end  of  a quiet 
exhalation).  The  significance  of  vital  capacity 
measurement  per  se  is  limited.  A normal  value 
does  not  imply  intact  ventilatory  function  for  it 
measures  only  a single  breathing  stroke  and  does 
not  take  into  consideration  performance  in  re- 
lation to  time.  However,  a greatly  diminished 
vital  capacity  always  indicates  at  least  impair- 
ment of  ventilator}'  function.  More  significant 
than  the  vital  capacity  are  changes  in  the  relative 
proportions  of  its  subdivisions  and  of  real  diagnos- 
tic value  is  the  quantitative  relationship  between 
vital  capacity  and  residual  air.  “Residual  air” 
is  defined  as  the  amount  of  air  that  remains  in  the 
lungs  after  a maximal  expiration.  The  so-called 
“functional  residual  air”  (also  termed  midcapac- 
ity) is  the  amount  of  air  remaining  after  expir- 
ation of  normal  amplitude  during  quiet  breathing. 

It  has  been  shown  by  Cournand  and  his  co- 
workers that  an  increase  in  the  residual  air  is  a 
characteristic  feature  of  pulmonary  emphysema. 
Emphysematous  breathing  takes  place  with  the 
thoracic  cage  in  more  marked  inspiratory  position. 

The  normal  residual  air  volume  should  amount 
to  from  15  to  30  per  cent  of  the  vital  capacity 
volume.  If  emphysema  is  present,  the  residual 
air  may  be  equal  to  from  40  to  70  per  cent  of  the 
vital  capacity. 

Reliable  detection  of  emphysematous  changes 
is  obviously  of  paramount  importance  to  the 
thoracic  surgeon.  This  is  especially  true  in  cases 
where  resection  of  parenchyma  is  planned  with 
its  attendant  shunting  of  blood  flow  into  the  re- 
maining lung  areas.  Clinical  and  roentgenologic 
examinations,  when  negative,  do  not  exclude  the 
presence  of  emphysematous  changes. 

It  is  to  be  noted  in  passing  that  the  chronic 
retention  of  carbon  dioxide  in  advanced  emphy- 
sema leads  to  respiratory  acidosis  (fall  in  blood 
pH  with  rise  in  carbon  dioxide  combining  power) 
and  dependence  on  anoxia  as  the  respiratory  stim- 
ulant. Sudden  increase  in  oxygen  concentration 
of  inspired  air  may  result  in  apnea. 

* Equipment  required:  Collins  9-L.  Spirometer  with  slow 
and  fast  speed;  2 Benedict  Roth  Metabolism  Machines  (if 
bronchospirometry  is  to  be  performed);  Zavod  or  Gebauer 
bronchospirometry  catheters. 
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Fig.  1.  Collins  (9  L.)  Spirometer  employed 
in  pulmonary  function  studies.  Note  20-cm.  step 
for  exercise  test. 


Unfortunately,  the  direct  measurement  of  the 
residual  air  requires  an  elaborate  setup  and 
facilities  for  gas  analysis,  and  even  when  these 
are  available,  the  methods  of  measurement  are  be- 
set with  numerous  inherent  difficulties.  How- 
ever, it  is  possible,  as  Cournand  has  demonstrated, 
to  detect  emphysematous  changes  by  simple  spir- 
ometric  studies  and  to  obtain  an  approximate 
quantitative  estimate  of  the  degree  of  involve- 
ment.1,2 

This  spirometric  technic  has  served  us  well  and 
is  carried  out  in  the  following  manner:  The 
patient  is  connected  to  the  spirometer,  and  a vital 
capacity  reading  is  obtained.  He  is  then  asked 
to  make  a maximal  breathing  effort  by  ventilating 
his  lungs  as  rapidly  and  as  deeply  as  possible  for  a 
period  of  twenty  seconds.  The  drum  of  the  spir- 
ometer is  run  at  five  times  normal  speed  to  dem- 
onstrate emphysematous  changes  by  the  presence 
of  (1)  diminished  amplitude  of  breathing,  (2) 


usually  slower  rate  and  expiratory  lag,  and  (3) 
chiefly  the  patient’s  inability  to  return  to  the 
previous  expiratory  level. 

Estimation  of  Ventilatory  Function 

Ventilatory  function  is  best  investigated  by 
measuring  the  maximum  breathing  capacity 
(Atemgrenzwert)  and  the  resting  minute  volume. 
The  maximum  breathing  capacity  is  defined  as 
the  amount  of  air  ventilated  during  a maximal 
breathing  effort  and  may  be  measured3  by  insist- 
ing either  upon  deepest  or  fastest  ventilation.  If 
each  breath  taken  is  as  deep  as  possible  and  ap- 
proaches the  magnitude  of  the  vital  capacity,  the 
maximum  breathing  capacity  is  found  to  be  in 
the  neighborhood  of  125  L.  per  minute  for  normal 
males.  If  one  sacrifices  some  of  the  amplitude  of 
each  breathing  excursion  in  order  to  obtain 
greater  speed,  150  L.  per  minute  can  be  ventilated 
on  the  average  by  a normal  male  and  125  L.  per 
minute  by  the  normal  female  subject.  These 
maximal  values  are  obtained  with  an  amplitude  of 
about  50  per  cent  of  the  vital  capacity  and  a rate 
of  40  to  60  breaths  per  minute.1,2  Usually  these 
measurements  are  made  by  using  a Tissot  Spirom- 
eter or  a Douglas  Gas  Bag,  but  fairly  accurate 
estimates  are  obtainable  with  the  Collins  Spirom- 
eter (Fig.  1). 

It  is  best  to  repeat  the  measurements  twice  on  a 
patient  (the  training  factor  and  cooperation 
play  an  important  part  in  performance),  or  one 
may  let  one  patient  watch  while  the  test  is  carried 
out  upon  another  one.  The  breathing  effort  is 
carried  out  for  twenty  seconds,  and  the  volume 
ventilated  is  multiplied  by  3 in  order  to  obtain  the 
volume  per  minute.  The  values  obtained  by 
using  a gasometer  are  slightly  below  the  ones 
quoted  above  and  are  in  the  neighborhood  of  125 
L.  per  minute  for  normal  male  subjects,  i.e.,  the 
twenty  to  forty-year  age  group,  and  proportion- 
ately lower  in  females  and  the  older  age  group. 

It  is  important  to  compare  the  maximum 
breathing  capacity  with  the  resting  minute  venti- 
lation. The  resting  minute  ventilation  is  defined 
as  the  amount  of  air  which  is  ventilated  when  the 
subject  is  at  rest.  In  order  to  obtain  accurate 
estimates  and  reproducible  values  this  measure- 
ment must  be  carried  out  under  basal  conditions. 
A normal  individual  ventilates  approximately 
7.5  L.  per  minute  under  basal  conditions.  The 
excess  ventilation  (above  this  basal  amount)  that 
a patient  may  be  able  to  supply  by  a maximal 
breathing  effort  is  termed  his  breathing  reserve 
(above  his  breathing  requirement  at  rest) . There 
exists,  of  course  a breathing  reserve  abov  eany 
given  state  of  physical  activity.  The  breathing 
reserve  at  rest  may  be  expressed  as  a percentage 
of  the  maximum  breathing  capacity:1,2 
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This  ratio  should  normally  be  between  92  and  96. 
It  has  been  established  by  Cournand  and  his 
group  that  the  value  of  this  ratio  is  closely  corre- 
lated with  the  clinical  phenomenon  of  dyspnea 
during  and  after  the  performance  of  a standard 
exercise  test.*  When  this  ratio  falls  below  80  per 
cent,  dyspnea  is  to  be  expected  with  very  moder- 
ate physical  activities. 

It  is  obvious  that  functional  impairment  may 
lower  this  ratio  by  either  an  increase  of  the  resting 
minute  ventilation  or  a decrease  of  the  maximum 
breathing  capacity,  or  both.  A structural  change 
in  the  thoracic  cage,  for  instance,  would  mainly 
affect  the  maximum  breathing  capacity,  while 
ventilation  at  rest  may  remain  efficient  and  nor- 
mal in  volume.  The  average  normal  resting 
minute  ventilation  of  7,500  cc.  per  minute  allows 
for  a removal  of  200  to  250  cc.  of  oxygen  per  min- 
ute which  is  the  average  amount  of  oxygen  con- 
sumed under  basal  conditions.  In  other  words, 
the  normal  subject  ventilates  2 to  3 L.  of  air  (at 
rest)  in  order  to  absorb  100  cc.  of  oxygen.  This 
figure  is  referred  to  as  the  normal  ventilation 
equivalent.  Some  authors  prefer  to  express  the 
same  relationship  by  counting  the  number  of 
cubic  centimeters  of  oxygen  removed  from  one 
liter  of  ventilated  air  (oxygen  removal  rate).  A 
higher  than  normal  figure  indicates  that  hyper- 
ventilation is  present  and  is  necessary  to  satisfy 
the  oxygen  requirement. 

The  resection  of  several  ribs  may  decrease  the 
maximum  breathing  capacity  but  need  not  affect 
the  efficiency  of  ventilation  at  rest.  On  the  other 
hand,  the  presence  of  cavities  in  a portion  of  the 
lungs  may  lead  to  a poor  and  uneven  distribution 
of  air  and  create  areas  in  which  pulmonary  circu- 
lation continues  fairly  normally  but  in  which 
there  is  hypoventilation.  In  order  to  allow  re- 
moval of  the  amount  of  oxygen  required  to  satisfy 
basal  needs,  more  air  must  be  ventilated  than  is 
normally  the  case,  and  therefore  the  oxygen 
equivalent  and  the  resting  minute  ventilation  will 
show  higher  values.  Such  a situation  may  be 
compatible  with  a fairly  normal  or  only  slightly 
lowered  maximum  breathing  capacity,  that  is,  as 
long  as  the  structure  and  mechanics  of  the  thor- 
acic cage  remain  intact.  Various  combinations 
of  both  eventualities  exist  as  a rule.  In  patients 
who  have  undergone  thoracoplasties  for  collapse 
of  extensive  cavitation  it  is  not  unusual  to  see  the 
maximum  breathing  capacity  lowered  after  the 
operation  and  at  the  same  time  to  observe  an  im- 

* Standard  Exercise  Test : 30  full  steps  per  minute  on  a 20- 
cm.  high  platform.  This  step-test  is  commonly  used  in  func- 
tion testing  and  will  be  referred  to  hereafter  as  the  standard 
exercise  test. 


proved  efficiency  of  ventilation,  as  shown  by  a 
lowered  oxygen  equivalent. 

Pinner  and  also  Ornstein  have  proposed  a 
different  numeric  relationship  between  maximum 
breathing  capacity  and  resting  minute  ventilation 
by  simply  dividing  the  latter  into  the  former.4,5 
In  other  words,  a normal  male  subject  should  be 
able  by  maximal  effort  to  ventilate  about  20  times 
the  amount  of  air  he  ventilates  under  rest. 
Ornstein  considers  a ratio  of  6 to  7 as  the  critical 
level  below  which  dyspnea  is  to  be  expected  at 
rest. 

It  must  be  borne  in  mind  that  one  is  dealing 
with  a conscious  maximal  exertion  directed  to- 
wards deepest  and  -fastest  breathing  for  a very 
short  period  only.  Under  actual  conditions  of 
physiologic  stress  ventilation  is  never  increased  in 
this  proportion.  During  strenuous  physical 
exercise  (near  the  exhaustion  level)  ventilation 
will  increase  about  tenfold  above  the  resting 
level.  Thus  the  maximum  breathing  capacity  is 
a measurement  made  under  rather  artificial  cir- 
cumstances, but  it  is  a reliable  index  of  limitation 
in  the  mechanical  bellows  action  of  the  pulmonary 
apparatus. 

Cournand  et  al.  have  shown  that  the  correlation 
between  vital  capacity  and  maximum  breathing 
capacity  is  not  sufficiently  close  to  predict  the 
latter  by  simply  measuring  the  former.  Besides 
changes  in  the  pulmonary  volumina,  changes  in 
muscular  efficiency,  coordination,  patency  of  the 
airways,  and  changes  in  the  condition  of  pulmon- 
ary and  pleural  tissues  will  be  reflected  in  a re- 
duced maximum  breathing  capacity. 

Estimation  of  Respiratory  and  Ventilores- 
piratory  Function  by  the  Standard 
Exercise  Test 

With  the  increase  in  the  number  of  patients 
whose  ventilatory  performance  was  investigated 
by  the  previously  described  methods  it  became 
obvious  that  there  were  cases  with  reduced  ven- 
tilatory reserve  who  yet  were  quite  able  to  get 
around  and  tolerate  moderate  physical  activities 
in  spite  of  the  presence  of  a certain  amount  of 
dyspnea. 

Dyspnea  may  be  defined  as  an  individual’s 
awareness  that  an  increased  conscious  ventilatory 
effort  is  necessary  during  a given  state  of  physical 
activity.  Dyspnea  is  a subjective  symptom  of 
complex  genesis  and  difficult  to  measure  quanti- 
tatively. Not  infrequently  unrelated  discomfort 
and  pain  sensations  are  described  by  a patient  as 
shortness  of  breath.  Undoubtedly  there  exist 
individual  differences  in  the  tolerance  of  dyspnea, 
and  a moderate  degree  of  it  may  be  compatible 
with  the  exercise  of  physical  exertion.  An  intact 
respirator}-  function  may,  up  to  a certain  degree, 
compensate  for  the  loss  of  ventilatory  reserve. 
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Investigation  of  respiratory  and  cardiocirculatory 
performance  is  therefore  an  integral  part  of  the 
evaluation  of  pulmonary  function. 

The  mam  consequence  of  reduced  respiratory 
function  is  anoxia.  Quantitatively  it  can  only  he 
measured  by  gas  analysis  of  the  oxygen  content  of 
the  arterial  blood.  An  approximate  idea  of  its 
presence  may  be  gained  by  demonstrating  the 
existence  of  an  oxygen  deficit,*  but  this  can  only 
be  done  under  basal  conditions,  is  tedious,  and  is 
informative  onljr  as  to  the  absolute  quantity  of  the 
total  deficit.  Neither  does  it  indicate  the  per- 
centage oxygen  saturation  of  the  arterial  blood  nor 
the  degree  of  anoxia  present  under  physical  stress. 

We  believe  that  supplementary  information  on 
respiratory,  ventilorespiratory,  and  cardiorespira- 
tory insufficiency  can  be  obtained  by  measuring- 
oxygen  intake  under  conditions  of  exercise. 

Adjustment  of  increased  oxygen  requirements 
during  and  following  exercise  is  an  intricate 
physiologic  process  involving  (1)  increased  venti- 
lation, (2)  increased  perfusion  of  the  lung  (in- 
creased cardiac  output  and  increase  of  the  capil- 
lary bed  of  the  lung),  (3)  increase  in  the  pressure 
gradient  between  alveolar  oxygen  tension  and  the 
oxygen  tension  in  the  venous  blood,  (4)  changes  in 
the  physicochemical  characteristics  of  the  blood 
increasing  the  facility  with  which  oxygen  is  given 
up  to  the  plasma  and  thence  the  tissues,  and  (5) 
coordination  of  the  foregoing  processes.  Obvi- 
ously it  is  with  the  two  first  factors,  ventilation 
and  circulation  through  the  lung,  with  which  one 
would  primarily  be  concerned  in  an  exploration  of 
pulmonary  adequacy.  Circulation  through  the 
lungs  is  determined  not  only  by  the  pumping- 
action  of  the  heart  but  also  by  the  condition  of 
the  pulmonary  vascular  system.  For  a normal 
adjustment  to  increased  oxygen  requirement  it  is 
further  necessary  that  all  pulmonary  blood  be 
exposed  to  adequate  oxygen  tension  in  all  alveoli ; 
in  other  words,  ventilation  and  alveolar  air  distri- 
bution must  be  adequate.  In  addition,  it  is 
necessary  that  the  alveolar  membrane  offer  no 
obstacle  to  diffusion.  Obviously  if  the  heart  is 
deficient,  such  deficiency  may  act  in  two  ways: 
through  impaired  output  and  through  its  second- 
ary effect  on  the  lungs  (congestion,  etc.).  Con- 
versely, if  the  impairment  is  primarily  at  the  pul- 
monary level,  secondary  cardiac  manifestations 
may  occur. 

From  the  foregoing  it  is  obvious  that  these 
different  aspects  cannot  and  should  not  be  sepa- 
rated; it  is  equally  obvious  that  one  cannot  gain 


* Oxygen  deficit  can  be  demonstrated  by  measuring  the 
oxygen  consumption  under  basal  conditions  by  first  allowing 
the  patient  to  breathe  room  air  and  by  later  changing  to  100 
per  cent  oxygen.  If  anoxia  is  present,  the  subject’s  oxygen 
consumption  when  changed  to  100  per  cent  breathing  will 
rise  slightly  and  remain  at  the  higher  level  until  the  oxygen 
deficit  has  been  made  up. 


knowledge  about  one  of  these  factors  by  a test  in 
which  the  result  is  a combination  of  the  action  of 
all  three.  By  testing  under  exercise,  however, 
one  can  gain  some  knowledge  of  the  degree  of  im- 
pairment that  exists  beyond  the  purely  ventila- 
tory aspect  of  pulmonary  function  and  then  as- 
sign responsibility  for  it  to  the  prime  offending 
mechanism  by  additional  tests  and  by  integrating 
the  findings  into  the  clinical  picture. 

Exercise  and  work  tests  have  been  used  exten- 
sively in  the  exploration  of  cardiac  and  pulmonary 
reserve.  Knipping,  Bluhm,  and  Nylin  have 
demonstrated  that  in  cardiac  and  cardiopulmon- 
ary insufficiency  the  total  amount  of  oxygen  con- 
sumed to  accomplish  a measured  amount  of  work 
is  increased  in  comparison  with  normal.6-8 
Master  lias  used  a similar  step  test  to  study 
myocardial  function  by  measuring  the  recovery 
time  of  pulse  and  blood  pressure.9  Piltz  and 
Potter  have  measured  the  tidal  air  increase  (ven- 
tilation) produced  by  the  standard  exercise  test  in 
normals  and  before  and  after  thoracoplasty  in 
tuberculous  cases.10  Ornstein  et  al.  have  used  the 
exercise  test  in  connection  with  a rebreathing- 
test.11  The  patient  is  connected  by  a three-way 
valve  with  a rubber  bag  containing  1,000  cc.  of 
oxygen.  During  the  step  test  the  patient 
breathes  room  air,  but  immediately  upon  com- 
pletion of  the  exercise  test  the  valve  is  turned  so 
that  he  rebreathes  the  contents  of  the  bag  for 
twenty  seconds.  The  authors  have  found  an 
average  oxygen  residue  of  7.95  volumes  per  cent 
in  normal  subjects  and  increased  values  in  various 
conditions  of  pulmonary  insufficiency.  Ornstein’s 
claim  that  this  test  measures  pulmonary  diffusion 
exclusively  has  not  as  yet  been  substantiated. 
The  test,  whatever  its  significance,  requires  gas 
analysis. 

We  feel  that  rather  than  measure  increase  in 
ventilation  after  exercise,  the  total  amount  of 
oxygen  consumed  for  a known  amount  of  work,  or 
the  oxygen  residue  after  rebreathing,  ancillary 
information  can  be  obtained  by  measuring  oxygen 
intake  capacity  per  unit  of  time  after  standard 
exercise. 

In  the  normal  individual  oxygen  intake  per 
unit  of  time  during  exercise  may  increase  maxi- 
mally up  to  10  to  12  times  the  amount  of  oxygen 
taken  in  under  basal  conditions.  Among  the 
above-mentioned  physiologic  processes  contribu- 
ting to  the  adjustment  to  increased  physical 
activity,  ventilation  and  pulmonary  perfusion 
would  be  the  ones  to  be  affected  primarily  in  cases 
of  pulmonary,  cardiac,  and  cardiopulmonary  in- 
sufficiency. Let  us  suppose  that  one  is  dealing 
with  a theoretic  case  of  pure  diminished  cardiac 
reserve  without  secondary  pulmonary  manifesta- 
tions. It  is  obvious  that  in  such  an  instance 
hyperventilation  could  not  compensate  for  the 
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loss  of  cardiocirculatory  function  because  all 
oxygen-carrying  units  leave  the  lungs  fully  loaded 
but  not  enough  units  are  circulated  per  unit  of 
time.  Conversely,  if  the  impairment  is  purely 
pulmonary  in  nature,  oxygen  carriers  circulate  in 
sufficient  numbers  per  unit  of  time,  but  either 
some  or  all  of  them  are  not  fully  loaded  (this  may 
be  due  to  uneven  or  incomplete  alveolar  venti- 
lation, impaired  diffusion  through  the  alveolar 
membrane,  etc.).  Within  certain  limits  there 
may  be  cardiocirculatory  compensation  for  a pul- 
monary deficiency  through  an  increase  in  perfu- 
sion and  an  increase,  therefore,  in  the  number  of 
oxygen  carriers  circulating  per  unit  of  time.  Thus 
the  total  oxygen  intake  per  unit  of  time  may  in- 
crease, while  of  course  the  oxygen  saturation  of 
the  arterial  blood  remains  below  what  it  would  be 
in  a normal  subject  under  the  same  condilions, 
since  all  or  some  of  the  carriers  are  not  fully 
oxygenated.  The  limits  of  such  compensation 
are,  however,  fairly  narrow,  and  both  ventilation 
and  circulation  must  increase  in  proportion  in 
order  to  insure  adequate  oxygen  intake  during 
exercise. 

For  the  standard  step  test  (30  steps  per  minute, 
8 inches  high)  the  amount  of  work  performed  will 
vary  with  the  subject’s  weight.  For  the  average 
subject  weighing  75  Kg.  the  amount  of  work  per- 
formed is  approximately  450  Kg.-meters  per  min- 
ute for  the  stepping  up  motion  and  somewhat  less 
for  the  stepping  down  part.  While  the  absolute 
amount  of  work  performed  during  the  test  varies 
with  the  subject’s  size,  it  is,  however,  proportion- 
ate to  the  latter  in  each  case  (exception  being 
made  for  differences  in  conditioning  and  effici- 
ency). The  effort  required  by  the  test  is  suffici- 
ently severe  to  elicit  the  physiologic  responses  to 
physical  exertion  but  still  moderate  enough  to  be 
made  by  almost  all  patients.  It  must  be  pointed 
out  that  the  standard  test  is  too  short  to  create 
the  so-called  steady  state,  nor  does  it  measure 
endurance. 

During  the  first  part  of  the  minute  of  the  test 
the  various  physiologic  responses  come  into  play. 
Cardiac  output  increases  sooner  and  faster  than 
ventilation  (as  evidenced  by  a decrease  in  the 
oxygen  equivalent).  Towards  the  end  of  the 
exercise  period  both  circulation  and  ventilation 
function  at  optimal  levels,  and  oxygen  intake  per 
unit  of  time  is  at  its  maximum  (in  response  to  the 
magnitude  of  this  particular  stimulus)  and  con- 
tinues at  this  level  during  the  first  thirty  seconds 
following  termination  of  the  exercise.  Then  cir- 
culation and  ventilation  decrease  slowly  until 
both  return  to  the  resting  level  within  two  to 
three  minutes. 

Tests  on  a group  of  normal  subjects  have 
shown  that  the  standard  exercise  will  increase 
oxygen  consumption  during  the  first  minute  fol- 


lowing the  exercise  to  four  to  five  times  the  sub- 
ject’s basal  consumption  per  minute.  In  other 
words  if  a subject  consumes  200  cc.  of  oxygen 
under  basal  conditions,  his  oxygen  intake  should 
be  increased  to  from  800  to  1,000  cc.  per  minute 
by  the  step  test.  The  figures  run  consistently 
between  these  limits  and  are  reproducible  within 
a fairly  narrow  margin  for  a given  subject. 

When  functional  impairment  is  present,  there 
exists  a limiting  ceiling  on  the  amount  of  oxygen 
that  can  be  taken  in  per  unit  of  time  in  response 
to  exercise  stimulation,  a ceiling  which  is  sub- 
stantially lower  than  in  normal  subjects.  In 
normal  subjects  the  stimulus  supplied  by  the  test 
is  of  sufficient  magnitude  to  drive  the  oxygen  in- 
take up  to  four  to  five  times  of  what  it  is  under 
basal  conditions,  that  is,  to  about  half  of  what  it 
can  be  raised  to  maximally  by  very  strenuous  ex- 
ercise. In  functionally  impaired  cases  the  oxygen 
intake  cannot  be  raised  to  the  normal  response 
level  (for  this  particular  exercise),  and  a further 
increase  in  the  amount  or  intensity  of  exercise 
does  not  materially  raise  the  oxygen  intake  per 
unit  of  time  above  the  ceiling  revealed  by  the 
standard  exercise  test.  The  question  arises  as  to 
what  the  actual  significance  of  such  a lowered  ceil- 
ing is  inasmuch  as  there  may  be  cardiac,  ventila- 
tory, and  respiratory  factors  contributing  to  its 
genesis. 

If  it  is  felt  that  in  a given  case  the  functional 
impairment  is  primarily  due  to  a lowered  cardiac 
reserve,  it  is  possible  to  substantiate  such  an  in- 
terpretation by  clinical  findings  and  by  additional 
physiologic  investigation  of  cardiac  function.  It 
must  be  understood  that  pulmonary  changes, 
secondary  to  cardiovascular  impairment,  will  of 
course  also  show  up  in  a diminished  ventilatory 
and  respiratory  reserve  and  that  all  one  can  do  is 
to  build  up  by  clinical  and  physical  evaluation 
some  evidence  pointing  toward  the  cardiocircu- 
latory system  as  being  the  primarily  responsible 
factor  in  the  picture.  It  is  when  one  is  dealing 
with  predominately  pulmonary  insufficiency  that 
much  can  be  gained  by  the  exercise  test  because  it 
allows  one  to  differentiate  between  the  respiratory 
and  ventilatory  aspects.  Various  situations  may 
be  encountered.  It  is  exceptional  to  find  a poor 
response  in  oxygen  intake  after  exercise  in  cases 
showing  intact  ventilatory  function.  On  the 
other  hand,  a severely  damaged  ventilatory 
function  (ventilatory  reserve  so  low  that  no  com- 
pensation by  respiratory  function  is  possible)  will 
find  its  expression  in  a ceiling  on  oxygen  absorp- 
tion after  exercise.  In  the  intermediate  group 
(patients  with  definitely  lowered  but  not  com- 
pletely destroyed  ventilatory  reserve),  one  finds  a 
significant  percentage  whose  capacity  for  oxygen 
intake  under  conditions  of  exercise  is  normal  or 
only  slightly  diminished  in  spite  of  a marked  re- 
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Fig.  2.  (Left)  Normal  spirogram.  The  basal 
oxygen  consumption  per  minute  indicated  in  the 
lower  graph  divided  into  the  oxygen  uptake  per 
minute  following  the  standard  exercise  test  gives  a 
ratio  of  F = 5.0. 

(Right)  Spirogram  of  patient  with  pulmonary 
functional  impairment.  Oxygen  intake  after  stand- 
ard exercise  test  limited  to  2.2  times  the  basal 
minute  intake  (F  = 2.2).  The  slope  reveals  a ceil- 
ing and  is  linear  in  character. 


duction  in  ventilation,  whereas  others  with  much 
the  same  ventilatory  picture  perform  poorly  and 
have  a lowered  ceiling  on  the  amount  of  oxygen 
that  can  be  taken  in  per  unit  of  time. 

Figure  2 illustrates  the  characteristic  graph  of  a 
normal  response  to  the  standard  exercise  test  and 
the  tracing  obtained  from  a patient  with  impaired 
pulmonary  function.  There  is  not  only  a marked 
difference  in  the  total  quantity  of  oxygen  taken  in 
during  the  first  minute  following  the  standard 
exercise,  but  there  is  also  an  accentuated  change  in 
the  shape  of  the  slope,  which  tends  to  be  linear. 
A lengthened  recovery  period  can  also  be  demon- 
strated which  is  due  to  the  ceiling  on  oxygen  in- 
take per  unit  of  time  requiring  a longer  time  to 
eliminate  the  oxygen  debt  built  up  by  the  exer- 
tion. 

It  may  be  argued  that  it  would  actually  be 
better  to  measure  the  angle  of  the  tangent  applied 
to  the  initial  part  of  the  oxygen  consumption 
slope  for  it  would  be  a truer  representation  of  the 
maximum  increase  in  oxygen  intake  stimulated  by 
the  exercise.  It  was  felt,  however,  that  signifi- 
cant errors  occur  easily  in  the  drawing  of  the 


tangent  line  and  that  for  our  purpose  it  would  be 
sufficient  simply  to  measure  the  total  quantity  of 
oxygen  taken  in  during  the  entire  first  minute  in- 
asmuch as  the  objective  is  to  reveal  lowered  and 
minimal  responses  rather  than  Optimal  perform- 
ances. 

Practical  experience  with  the  test  has  shown 
that  the  results  fit  well  with  clinical  experience 
and  fall  roughly  into  three  groups: 

1.  Normal  and  subnormal  range  with  in- 
creases three  and  one-half  to  five  times  the  basal 
rate. 

2.  Moderate  impairment  with  an  increase 
from  two  and  one-half  to  three  and  one-half. 

3.  Severe  impairment  with  an  oxygen  intake 
limited  to  two  and  one-half  times  or  less  the  basal 
rate. 

The  argument  may  be  advanced  that  the 
breathing  of  100  per  cent  oxygen  will  give  a defi- 
nite advantage  to  the  patient  with  functional 
impairment  in  comparison  with  the  normal  sub- 
ject.* This  is  quite  true  and  must  be  borne  in 
mind  in  evaluating  the  results. 

In  summary,  then,  it  may  be  stated  that 
respiratory  and  ventilorespiratory  impairment 
may  be  evaluated  by  determining  the  oxygen  in- 
take capacity  under  conditions  of  exercise  and  by 
demonstrating  a limiting  ceiling  on  the  intake  per 
unit  of  time.  Such  a ceiling  may  be  related  to 
(1)  predominantly  a reduction  in  cardiovascular 
reserve,  demonstrable  by  additional  physiologic 
and  clinical  investigation,  (2)  severe  ventilatory 
impairment  below  the  range  where  compensation 
is  possible,  and  (3)  reduced  respiratory  function. 

As  stated  above,  the  test  has  been  most  useful 
in  the  group  of  patients  with  impaired  ventilation 
because  it  enables  us  to  select  those  patients  who 
in  spite  of  their  reduced  ventilation  showed  good 
ability  to  take  in  oxygen  under  conditions  of 
physiologic  exercise  stress  and  to  separate  them 
from  those  whose  respiratory  function,  in  addition 
to  ventilatory  deficiency,  was  too  much  reduced 
to  allow  compensation  for  the  latter.  The  test 
has  permitted  us  to  assign  a numeric  value  for 
future  comparison  to  the  degree  of  impairment 
present. 

Case  Reports 

The  following  is  a series  of  cases  whose  ven- 
tilatory measurements  are  approximately  the 
same.  The  oxygen  consumption  graphs  and 
chest  x-rays  are  included. 

Case  1. — This  twenty-three-year-old  male  was 
studied  post-thoracoplasty  (7  ribs).  There  was  no 

* The  test  may  be  performed  by  allowing  the  patient  to 
breathe  21  per  cent  oxygen,  but  this  lequires  a larger  spirom- 
eter in  order  to  insure  a fairly  constant  mixture  of  gases 
during  the  interval  of  the  test. 
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Fig.  3.  X-ray  of  Case  1. 


evidence  of  contralateral  disease  at  any  time.  The 
patient  showed  a perfectly  normal  response  and  is 
at  present  employed  (Figs.  3 and  4). 

Case  2. — This  twenty-six-year-old  male  was 
studied  postpneumonectomy  and  thoracoplasty. 
History  and  x-ray  gave  evidence  of  some  contra- 
lateral involvement  in  the  past.  His  response  was 
subnormal  (3.7)  even  though  he  is  at  present  em- 
ployed (Figs.  5 and  6). 


Case  3. — This  fifty-two-year-old  white  male  had 
a history  of  chronic  pulmonary  tuberculosis  dating 
back  twenty-five  years.  He  had  had  a left  pneumo- 
thorax complicated  by  chronic  pleural  effusion 
seventeen  years  ago. 

The  underlying  lung  had  been  controlled  but  re- 
expanded incompletely,  although  the  patient  had 
been  clinically  well  and  working  all  these  years. 
X-ray  showed  the  left  chest  completely  obliterated 
by  pleural  thickening  and  fluid  with  some  fibro- 
nodular  deposits  on  the  right  (Fig.  7).  Ventila- 
tory performance  was  as  follows: 

Vital  capacity  2,300  cc. 

Estimated  vital  capacity  5,000  cc. 

Resting  minute  ventilation  10  L.  per  minute 

Maximum  breathing  capacity  68  L.  per  minute 


MBC  - RMV 
MBC 


X 100 


'85  per  cent 


There  was  a normal  response  in  oxygen  intake  after 
standard  exercise  with  an  increase  to  5.5  times  the 
basal  oxygen  intake  per  minute  (Fig.  8).  Although  the 
left  lung  was  only  partially  collapsed  (as  shown  by 
x-ray  after  pleural  tap),  its  participation  in  the  total 
pulmonary  function  was  probably  very  limited. 
The  right  side,  although  somewhat  overdistended 
by  the  mediastinal  shift  and  in  spite  of  the  presence 
of  scarring  due  to  some  old  disease,  was  function- 
ally adequate  and  carried  the  burden.  Response  to 
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exercise  was  perfectly  normal  and,  as  a matter  of 
fact,  better  than  in  most  postpneumonectomy  cases 
studied  in  which  the  entire  blood  flow  circulated 
through  one  lung.  Ventilation  was  greatly  reduced 

Case  4. — This  fifty- two-year-old  white  male  had 
onset  of  pulmonary  tuberculosis  about  five  years 
ago.  There  was  disseminated  disease  with  numer- 
ous small  fibronodular  deposits  in  both  upper  lung 
fields  and  honeycombing  in  the  left  upper  lobe. 
There  was  fibrous  scarring  throughout  (Fig.  9). 
Ventilatory  measurements  were  practically  identical 
with  Case  3: 
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Fig.  5.  X-ray  of  Case  2. 


Vital  capacity 

Resting  minute  ven- 
tilation 

Maximum  breathing 
capacity 
MBC  - RMV 
X 100 


2,000  cc.  (44  per 
cent  of  normal) 

9 L.  per  minute 

64  L.  per  minute 
86  per  cent 


There  was  poor  response  in  oxygen  intake  after 
standard  exercise  with  increase  limited  to  twice  the 
amount  absorbed  under  basal  conditions  (Fig.  10). 
Ventilation  and  respiration  were  both  impaired. 


Comment 

It  should  be  emphasized  again  that  one  is 
dealing  with  gross  testing  of  a complicated  func- 
tion and  that  it  is  not  possible  to  trace  impair- 
ment of  respiratory  function  to  any  single  one  of 
the  specific  factors  that  may  be  predominant  in 
its  genesis  by  performing  one  single  test.  Such 
information  can  only  be  obtained  by  compre- 
hensive evaluation  of  clinical  features  and  the 
results  of  the  various  functional  tests  available. 

In  a fair  number  of  instances,  it  will  of  course 
be  required  to  obtain  information  on  each  lung 
separately,  and  bronchospirometry  must  be 
carried  out  to  complete  the  picture  obtained 
from  simple  spirographic  examination.  It  is  not 
within  the  scope  of  this  discussion  to  deal  with 
the  various  aspects  of  the  technic  of  broncho- 
spirography  and  the  interpretation  of  results 
thereof. 


Summary 

1.  A short  review  has  been  presented  of 
spirometric  tests  that  have  proved  most  helpful 


to  the  chest  physician,  surgeon,  and  anesthetist 
in  determining  lung  function  prior  to  surgery. 

2.  Emphasis  has  been  laid  on  the  simplicity 
of  technic  and  equipment  that  is  required  to  ob- 
tain significant  information  without  having  re- 
course to  procedures  entailing  the  use  of  gas 
analysis. 

3.  A function  test  has  been  described,  based 
upon  oxygen  consumption  following  a standard 
exercise,  which  has  proved  of  value  in  differentiat- 
ing between  the  ventilatory  and  respiratory  as- 
pects of  pulmonary  function  and  in  the  selection 
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Fig.  7.  X-ray  of  Case  3. 


for  surgery  from  the  group  of  functionally  im- 
paired patients. 

30  East  End  Avenue 


References 

1.  Cournand,  A.,  Richards.  D.  W.,  Jr.,  and  Darling, 
R.  C.:  Am.  Rev.  Tuberc.  40:  487  (1939). 

2.  Cournand.  A.,  and  Richards,  D.  W.,  Jr.:  ibid.  44: 

26  (1941). 

3.  Hemannsen,  J. : Ztschr.  f.  d.  ges.  exper.  Med.  90: 

130  (1933). 

4.  Pinner,  M.:  Pulmonary  Tuberculosis  in  the  Adult, 

Springfield,  Illinois,  Charles  C Thomas,  1945,  p.  376. 

5.  Ornstein,  G.  G.:  Quart.  Bull.,  Sea  View  Hosp.  4: 

279  (1946). 

6.  Knipping,  H.  W. : Klin.  Wchnschr.  17:  1209  (1938). 

7.  Bluhm,  I.  L. : Acta  med.  Scandinav.,  i935. 

8.  Nylin,  G.:  ibid.  1933. 

9.  Master,  A.  M.:  Am.  Heart  J.  10:  495  (1935). 

10.  Piltz,  G.  F.,  de  Cecio,  T.,  Chapman,  W.,  and  Potter, 
B.  P.:  Am.  Rev.  Tuberc.  43:  338  (1941). 

11.  Ornstein,  G.  G.,  Herman,  M.,  Friedman,  M.  W.,  and 
Friedlander,  E.:  ibid.  53:  306  (1946). 

Discussion 

J.  G.  Converse,  M.D.,  Delmar I wish  to  com- 
pliment Dr.  Friedlander  on  his  review  and  discus- 
sion of  the  simpler  and  less  expensive  pulmonary 
function  tests  in  their  application  to  clinical  surgical 
problems.  I should  also  like  to  outline  briefly  our 
interpretation  of  pulmonary  function  tests  as  in- 
vestigative entities  and  also  point  out  the  importance, 
if  any,  of  such  function  studies  to  the  anesthesiolo- 
gist faced  with  the  task  of  anesthetizing  the  patient 
scheduled  for  thoracic  surgery. 

I agree  that  the  significance  of  vital  capacity 
measurement  per  se  is  limited.  In  fact,  its  limita- 
tions are  so  narrow,  that,  except  for  its  use  in  the 
same  patient  at  frequent  intervals  to  determine 


Fig.  8.  Spirogram  of  Case  3. 


individual  variation  patterns,  its  importance  is 
negligible. 

While  it  is  true  that  an  increase  in  residual  air  is 
a characteristic  feature  of  pulmonary  emphysema, 
Comroe  has  pointed  out  that  residual  volume  in- 
creases represent  hyperinflation  rather  than  true 
emphysema:  “Hyperinflation  of  the  lungs  does  not 
in  itself  produce  pulmonary  disability.”  An  in- 
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Fig.  9.  X-ray  of  Case  4. 


crease  in  functional  residual  capacity  uncomplicated 
by  obstruction,  e.g.,  so-called  senile  emphysema, 
will  have  little  effect  on  the  diffusion  of  gases  be- 
tween blood  and  alveoli  because  intra-alveolar 
mixing  and  diffusion  take  place  almost  instantly, 
even  though  the  individual  alveolus  be  hyperinflated. 
It  will,  of  course,  reduce  the  rate  of  turnover  of  gas, 
but  this  will  only  become  apparent  when  gases 
other  than  air  are  inhaled,  e.g.,  nitrogen  washout 
during  inhalation  of  oxygen  will  be  slowed,  and  the 
rate  of  increase  in  alveolar  concentration  of  carbon 
dioxide  or  ether  will  be  slowed  when  carbon  dioxide 
or  ether  is  added  to  inspired  gas. 

In  addition,  while  it  is  true,  as  Dr.  Friedlander 
has  pointed  out,  that  “clinical  and  roentgenologic 
examinations,  when  negative,  do  not  exclude  the 
presence  of  emphysematous  changes,”  most  patients 
with  emphysematous  changes  can  be  detected  quali- 
tatively on  close  physical  and  x-ray  examination  and 
fluoroscopy. 

Maximum  breathing  capacities  vary  in  different 
laboratories  according  to  type  of  apparatus  used 
and  the  resistance  it  offers  to  breathing.  Because 
of  the  large  standard  deviation,  a healthy  person 
may,  again  according  to  Comroe,  deviate  by  25 
to  35  per  cent  of  mean  group  values.  Consequently, 
it  would  appear  that  reduction  in  MBC  must  be 
large  +o  be  significant.  The  breathing  reserve  index, 

MBC  - RMV  , . 

i..e,  yfBC X 100,  apparently  is  not  as 

closely  related  to  dyspnea  as  was  originally  thought, 
since  recent  reduplications  of  Cournand’s  original 
work  have  shown  dyspnea  occurring  only  at  scat- 
tered figures  much  below  the  critical  level  of  80  per 
cent  originally  postulated. 

With  regard  to  exercise  tests  in  general,  in  addi- 
tion to  the  disadvantages  that  the  standard  test  is 
too  short  to  create  the  so-called  steady  state  and 
the  duration  of  the  recovery  period  is  too  short  for 
the  measurement  of  the  oxygen  debt,  the  results 
depend  greatly  on  the  patient’s  cooperation,  and 
the  exercise  is  so  mild  that  it  cannot  be  expected  to 


demonstrate  latent  or  incipient  cardiopulmonary 
disability.  It  would  appear,  however,  that  Dr. 
Friedlander’s  function  test,  based  on  oxygen  con- 
sumption following  a standard  exercise,  has  proved 
to  be  a valuable  one,  because  it  is  being  used  on 
patients  with  already  recognized  ventilatory  and 
respiratory  dysfunctions  and  is  not  being  utilized  as 
a screening  device  for  latent  cardiopulmonary  dis- 
ability. 

When  the  anesthesiologist,  approaches  the  problem 
of  anesthetizing  patients  for  general  as  well  as 
thoracic  surgical  procedure,  a simple  screening  test 
to  point  out  possible  alveolar-capillary  dysfunction 
would  be  most  helpful  since  the  pulmonary  mem- 
brane is  often  the  bottleneck  of  the  transport  sys- 
tem. Pure  ventilatory  deficits  can  be  overcome  for 
the  most  part  with  artificial  respiration.  In  point 
of  fact,  when  controlled  respiration  is  employed,  the 
anesthetist  deliberately . replaces  the  mass  move- 
ment of  normal  lung  ventilation  with  a form  of  mass 
movement  of  his  own  choosing,  limited  only  by 
obstruction  due  to  secretions,  spasm,  etc.  Dr. 
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Landmesser  of  our  clinic  is  attempting  to  work  out 
such  a test  based  on  the  time  required  for  resatura- 
tion of  arterial  blood  following  mild  desaturation 
by  exposure  to  a fixed  hypoxic  ambient  atmosphere. 
Of  necessity,  such  a function  study  would  have  to 
ignore  the  as  yet  poorly  understood  problem  of 
uneven  intrapulmonary  gas  mixing.  However, 
tests  to  demonstrate  such  conditions  have  been 
found  to  be  positive  in  only  32  per  cent  of  patients 
studied,  and,  perhaps  statistically  at  least,  we  shall 
be  justified  in  ignoring  it,  although  we  know  that 
uneven  distribution  occurs  in  patients  other  than 
those  with  emphysema  since  factors  involved  in 
such  uneven  distribution  include  (1)  decreased  dis- 
tensibility  of  certain  areas  of  the  lung,  (2)  regional 
obstruction  of  air  passages,  and  (3)  loss  of  elasticity 
in  certain  areas  of  the  lung. 

If  this  above-mentioned  test  is  of  any  reasonable 
value  as  a screening  device,  then  those  patients  who 
require  abnormal  lengths  of  time  to  resaturate  will 
be  studied  by  the  more  specific  pulmonary  function 
tests  to  diagnose  the  specific  factor  responsible  for 
the  existing  impairment  of  the  transport  system, 
and  those  who  resaturate  within  a normal  time  will 
be  considered  suitable  candidates  for  inhalation 
anesthesia  so  far  as  their  transport  system  is 
concerned. 

Diffusion  velocities  through  the  respiratory  mem- 
brane of  all  the  common  inhalation  anesthetics 
except  cyclopropane,  chloroform,  and  trilene  are 
sufficiently  rapid  to  permit  gaseous  equilibrium  to 
be  assumed  between  the  anesthetic  content  of  al- 
veolar air  and  blood  flowing  in  the  pulmonary 
capillaries  in  the  time  available  for  gaseous  (oxygen- 
carbon  dioxide)  exchange  between  the  two  systems 
(one-half  to  one  second).  Therefore,  it  can  be  as- 
sumed that  if  a patient  exhibits  normal  alveolar- 
capillary function  with  regard  to  oxygen-carbon 
dioxide  exchange,  he  should  have  no  problem  in 
alveolar  anesthetic-blood  exchange.  As  a corollary, 
it  would  be  foolish  to  expect  a patient  wdio  exhibits 
a preanesthetic  “transport  deficit”  to  demonstrate 
a functional  alveolar  anesthetic-blood  transport, 
since  his  problem  is  fundamentally  one  of  gaseous 
exchange  of  the  same  order. 

For  the  most  part  I feel  that  the  presently  used 
cardiopulmonary  function  studies  are  of  far  greater 
importance  to  the  thoracic  surgeon  as  an  aid  to 
intelligent  diagnosis  and  long-range  planning  than 
they  are  to  the  anesthesiologist  as  an  aid  to  the  man- 
agement of  any  given  case.  We  know  that  under 
anesthesia  many  of  the  nonpulmonary  factors  that 


contribute  to  the  ultimate  result  of  function  studies 
are  altered.  We  know  that  the  patient  posture  in 
which  these  studies  have  been  undertaken  is  altered, 
that  significant  alterations  in  function  occur  in 
conscious  patients  whose  posture  is  changed,  e.g., 
the  expiratory  reserve  volume  is  significantly  altered 
by  position  changes,  being  diminished  about  800  cc. 
in  changing  from  the  erect  to  the  supine  position, 
which  position  is  most  commonly  used  in  general 
surgery,  and  that  lateral  and  prone  positions  also 
decrease  exchange.  We  know  that  total  lung  vol- 
umes are  increased  by  pressure  breathing,  a com- 
mon mode  of  anesthetic  practice  today.  In  open 
thoracotomy  a degree  of  residual  air  is  lost,  and 
thus  the  breathing  reserve  index  is  altered  down- 
ward. 

I do  not  mean  to  infer  that  all  these  function  tests 
cannot  be  adjuncts  to  what  I consider  of  prime 
importance  in  anesthetic  evaluation,  namely,  close 
clinical  scrutiny  of  the  cardiopulmonary  systems, 
roentgenologic  and  electrocardiographic  survey  and 
fluoroscopy,  which  should  reveal  the  presence  of 
any  deficit  in  the  major  ventilatory  piston — the 
diaphragm — and,  incidentally,  give  an  easier 
evaluation  of  individual  lung  function  than  broncho- 
spirometry.  One  test  in  particular  may  be  a positive 
aid  to  the  anesthesiologist  in  his  eternal  struggle 
against  obstructive  phenomena,  such  as  foreign 
bodies,  secretions,  and  stenoses,  either  anatomic  or 
physiologic.  If  the  MBC  is  low  and  rises  more  than 
10  per  cent  after  administration  of  a potent  broncho- 
dilator  agent,  this  indicates  that  a reversible  type 
of  bronchial  obstruction  is  one  component  involved, 
and  the  use  of  the  dilator  agent  preanesthetically 
may  then  be  indicated. 

Lesions  which  do  not  disturb  function  and  are  not 
picked  up  on  pulmonary  function  studies  may  be 
more  important  to  the  anesthesiologist  than  func- 
tional deficits  that  are  important  to  the  thoracic 
surgeon. 

For  example,  the  longstanding  bronchiectatic, 
who  will  have  adequate  functional  compensation 
following  resection  or  who  can  survive  general 
surgery,  may  be  better  managed  by  the  anes- 
thesiologist if  he  knows  the  amount  and  type  of 
secretions  that  will  plague  his  efforts  toward  the 
maintenance  of  a patent  airway  rather  than  his 
knowing  the  resting  minute  ventilation. 

The  segments  of  the  jigsaw  puzzle  that  the  surgeon 
pieces  together  to  complete  his  therapeutic  regimen 
may  not  help  the  anesthesiologist  outline  his  anes- 
thetic management. 


The  election  isn’t  far  off  when  a candidate  can  recognize  you  across  the  street. — Frank 
Hubbard 
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THIS  paper  is  concerned  with  the  anesthetic 
methods  which  can  aid  in  physiologic  therapy 
designed  to  produce  remissions  of  severe  status 
asthmaticus.  The  program  of  desensitization 
is  in  the  realm  of  the  allergist  and  internist  and 
is  not  pertinent  here.  The  asthmatic  state  is 
one  of  ventilatory  insufficiency  caused  by  narrow- 
ing of  the  bronchiolar  lumen.  This  narrowing 
is  due  to  contraction  of  the  bronchiolar  constrict- 
ing muscles  and  edema  of  the  mucosa,  in  many 
cases  augmented  by  plugs  of  viscid  secretions.1 

Oxygen  inhalations,  with  or  without  increased 
pressure,  and  oxygen-helium  mixtures  are  often 
useful  in  conjunction  with  other  measures  in  pro- 
ducing a remission.  In  other  cases,  temporary 
benefit  may  follow  inhalational  therapy  which 
supports  respiratory  function  for  the  period  of 
treatment  only.  Two  anesthetic  agents  have 
been  used  at  Presbyterian  Hospital  to  treat  the 
bronchoconstriction  underlying  the  asthmatic 
state.  These  are  ether,  by  inhalation  or  by 
rectal  instillation,  and  alcohol  infusion  in  5 or 
10  per  cent  solution. 

From  1938  to  1949  these  treatments  have  been 
employed  as  shown  in  Table  I.  Most  of  the 
patients  who  received  inhalation  ether  were 
bronchoscoped  for  suction  drainage  and  epi- 
nephrine spray  at  the  same  time.  Bronchoscopy 
with  cocaine  anesthesia,  as  advocated  by  some, 
has  not  been  used  in  any  of  these  cases  because 
of  possible  allergic  reactions  to  the  topical  agent 
or  overdose  in  an  attempt  to  effect  adequate 
surface  anesthesia  in  a mucous  membrane  coated 
with  viscid  secretions. 

Alcohol,  a mild  bronchodilator,  has  been  used 
in  the  less  severe  cases,  but  as  seen  in  Table  II, 
ether  has  been  used  more  frequently.  The  pa- 
tients to  whom  ether  was  administered  were  either 
desperately  ill  or  in  an  intractable  asthmatic 
state  refractory  to  ordinary  measures.  Broncho- 
spasm  was  relieved  to  a small  extent  or  not  at  all 
by  the  usual  bronchodilator  medication ; inability 
to  expectorate  viscid  mucoid  or  mucopurulent 
sputum  by  violent  coughing  is  largely  responsible 
for  persisting  dyspnea  and  cyanosis,  which  is  only 
in  part  alleviated  by  oxygen  administration. 
Anxiety  and  restlessness  are  only  partly  con- 
trolled by  moderate  dosages  of  demerol.  Mor- 
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TABLE  I. — Use  of  Ether  and  Alcohol  from  1938  to  1949 


Type  of  Therapy 

Males 

Females 

Total 

Number 

of 

Treatments 

Inhalation  ether 

21 

36 

57 

88 

Rectal  ether 

9 

20 

29 

44 

Intravenous  alcohol 

6 

14 

20 

59 

phine  is  not  employed.  Sustained  maximal 
efforts  to  breathe  are  often  accompanied  by  signs 
of  circulatory  insufficiency  and  pulmonary  con- 
gestion. The  underlying  physiopathology,  what- 
ever the  etiologic  factors  may  be,  is  the  result  of 
bronchiolar  constriction.  When  the  caliber  of 
the  smaller  bronchioles  continues  to  be  reduced, 
obstructive  dyspnea  is  followed  by  progressive 
overinflation  of  the  alveoli,  retention  of  secre- 
tions, and  increased  respiratory  obstruction. 
Physiologically  directed  therapy  includes  inhala- 
tional therapy,  bronchodilatation  by  measures 
to  which  the  patient  is  not  refractory,  and  re- 
moval of  mucopurulent  bronchial  plugs.2 

Diethyl  ether  is  well  known  as  a bronchodilator 
agent  and  has  been  used  to  terminate  status 
asthmaticus  when  other  forms  of  therapy  have 
failed.3’4  The  methods  used  of  altering  the 
patient’s  allergic  response  so  that  he  may  be 
free  of  asthmatic  attacks  for  considerable  time 
after  ether  anesthesia  is  the  subject  of  this  paper. 
In  some  patients  the  administration  of  ether  is 
carried  out  twice  within  a few  days  to  obtain 
this  effect. 

Although  experimental  evidence  indicates  that 
ether  protects  against  anaphylactic  shock,5  ex- 
amples of  anaphylactic  shock  induced  by  aller- 
gens such  as  tetanus  toxin  have  been  reported6 
while  the  patients  were  undfer  ether  anesthesia. 
Waldbott7  has  described  what  he  believes  to  be 
an  allergy  to  ether;  this  response  has  not  been 
observed  by  others  or  ourselves. 

Table  II  shows  the  results  of  treatment,  as 
classified  by  Dr.  Gustav  Beck  of  the  Department 
of  Medicine;  opinions  of  the  anesthesiologists 
are  not  reflected  in  the  figures.  In  Table  III  a 
comparison  of  effectiveness  through  procedure  is 
shown  in  terms  of  percentages  of  improvement: 
excellent,  good,  and  fair.  It  will  be  seen  that 
inhalation  ether  and  intravenous  alcohol  appear 
to  give  approximately , the  same  benefit,  but 
figures  do  not  take  into  account  the  types  of 
cases  involved.  Alcohol  was  administered  to  the 
less  seriously  ill  patients;  those  who  received 


1893 


1894 


TAUSIG,  PAPPER,  AND  BARACH 


[N.  Y.  State  J.  M. 


TABLE  II. — Results  of  Therapy 


Number  of 

Results  (Per  Cent) 

Number  Not 

Type  of  Therapy 

Treatments 

Excellent 

Good 

Fair 

Poor 

Classified 

Inhalation  ether 

88 

37 

15 

ii 

33 

3 

Rectal  ether 

44 

10 

14 

23 

43 

5 

Intravenous  alcohol 

59 

22 

29 

13 

22 

8 

TABLE  III. — Comparison  of  Effectiveness  of  Therapy 


Per  Cent 

Per  Cent 

Excellent 

Excellent, 

Type  of  Therapy 

and  Good 

Good,  and  Fair 

Inhalation  ether 

52 

63 

Rectal  ether 

24 

57 

Intravenous  alcohol 

51 

64 

ether  were  by  far  the  sickest.  The  poorer  result 
with  ether  by  rectum  reflects  the  lack  of  adequate 
depth  of  anesthesia  from  a fixed  dose,  as  con- 
trasted to  well  established  anesthesia  carried  by 
the  inhalation  route  deep  enough  for  the  re- 
sponse required,  namely,  relaxation  of  broncho- 
constriction  as  determined  by  auscultation  of 
the  chest. 

The  typical  patient  who  undergoes  this  pro- 
cedure is  one  who  has  had  a large  variety  and 
amount  of  medication,  with  little  relief  of  his 
asthma.  He  has  often  had  epinephrine  in  large 
or  repeated  doses,  which  failed  to  influence  the 
asthmatic  state  plainly  apparent  by  dyspnea, 
cyanosis,  and  the  use  of  all  the  accessory  muscles 
of  respiration.  The  patient  may  be  so  fatigued 
by  prolonged  respiratory  effort  that  he  is  apa- 
thetic about  the  coming  procedure  or,  having  pre- 
viously experienced  relief  from  ether,  he  may 
look  forward  to  being  put  to  sleep. 

For  preanesthesia  medication  a drying  agent 
is  indicated  in  a moderate  dosage.  Only  a few 
of  these  patients  are  already  so  oversedated  that 
atropine  or  scopolamine  alone  need  be  given. 
A sedative  is  administered  for  moderate  effect 
only,  in  order  to  avoid  depression  of  the  respira- 
tory center.  It  must  be  kept  in  mind  that  some 
of  these  patients  have  developed  a tolerance  to 
sedatives,  and  that  some,  on  the  other  hand,  are 
exhausted  by  their  illness  and  are  easily  over- 
dosed. Each  patient  presents  an  individual 
problem  for  careful  evaluation. 

Demerol,  with  its  bronchodilator  effect,  is  pre- 
ferred to  morphine  when  an  opiate  is  indicated. 
Intramuscular  sodium  phenobarbital  has  been 
found  very  useful.  Avertin  in  small  dose  for 
amnesic  effect  does  not  cause  undue  respiratory 
depression,  but  it  has  not  been  commonly  em- 
ployed in  recent  years. 

If  respiratory  function  is  not  too  severely  im- 
paired, the  mask  may  be  applied  and  induction 
begun  with  oxygen  and  nitrous  oxide.  If  the 
dyspnea  and  anoxia  are  marked,  preliminary  in- 
halation of  100  per  cent  oxygen  or,  better,  helium- 
oxygen  mixtures  may  be  used,  often  with  nebu- 
lized vaponefrin,  until  the  patient  is  more  com- 
fortable. This  may  be  done  with  special  advan- 


tage in  the  orthopneic  patient,  to  whom  the  mask 
is  applied  while  he  is  sitting  up.  As  oxygenation 
improves,  he  is  lowered  slowly  to  a horizontal 
position. 

After  preliminary  oxygenation,  anesthesia  may 
be  induced  with  nitrous  oxide  or  directly  with 
ether.  In  any  event  induction  is  generally  very 
slow,  due  to  small  tidal  volume  and  impaired 
diffusion  of  gases  in  the  bronchi  and  lungs. 
It  is  not  unusual  for  one  of  these  patients  to 
remain  in  stage  I for  as  long  as  twenty  minutes 
after  ether  has  been  added  in  relatively  high 
concentration.  Apparently  this  is  tolerated  be- 
cause the  inhaled  ether  vapor  is  not  readily  ab- 
sorbed because  of  inefficient  alveolar  ventilation. 
When  the  breathing  bag  is  compressed  to  assist 
respiration,  the  patient  coughs  as  ether  vapor 
enters  the  trachea. 

In  only  an  occasional  case  has  stage  II  been 
prolonged  and  accompanied  by  excitement. 
In  the  presence  of  the  pathologically  obstructive 
breathing  of  patients  with  asthma,  the  alterations 
in  respiration  typical  of  stage  II  are  not  evident, 
and  passage  through  it  is  seldom  diagnosed. 

Entry  into  stage  III  is  shown  by  loss^of 
response  to  spoken  commands  and  by  the  appear- 
ance of  pharyngeal  obstruction.  At  this  point 
respirations  often  mimic  those  of  stage  III,  plane 
4;  however,  the  presence  of  rolling  eyeballs  and 
lachrymal  secretion  and  lack  of  relaxation  of*the 
jaw  indicate  that  anesthesia  is  light  and  that  an 
airway  will  not  be  tolerated.  The  anesthesiolo- 
gist handling  one  of  these  patients  for  the  first 
time,  observing  the  character  of  respiration  and 
noting  the  long  time  that  ether  has  been  given, 
may  wrongly  conclude  that  his  patient  is  very 
deep.  If  he  permits  attempted  bronchoscopy 
before  sufficient  depth  and  saturation  have  been 
achieved,  coughing  may  result  in  laryngeal 
trauma  or  other  injury  to  the  patient. 

As  anesthesia  deepens  in  stage  III,  plane  1,  it 
becomes  possible  to  initiate  gentle,  slowly  in- 
creasing bag  compression  with  each  inspiration  to 
augment  the  tidal  volume.  As  soon  as  possible 
an  oropharyngeal  airway  should  be  introduced. 
When  this  has  been  done,  pharyngeal  secretions 
are  sucked  out.  This  manipulation  must  be 
performed  rapidly,  for  at  this  time  adequate 
blood  or  tissue  saturation  has  not  been  achieved, 
and  anesthesia  can  lighten  with  a few  breaths  of 
room  air. 

Sometimes  in  plane  2 there  occurs  a gradual 
decrease  in  wheezing  and  an  increase  in  tidal 
volume,  indicating  that  relaxation  of  the  bron- 
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chioles  and  relief  of  the  obstruction  are  occurring. 
Nebulized  vaponefrin  may  be  employed  for  par- 
tial symptomatic  relief.  In  most  cases  wheezing 
and  small  tidal  volume  persist  until  deep  in 
plane  3 of  stage  III  when,  rather  suddenly,  the 
respiratory  sounds  become  normal  and  the  tidal 
volume  increases.  After  this  bronchodilation  has 
occurred,  the  respiratory  signs  of  anesthesia  as- 
sume their  normal  significance.  The  type  of 
breathing  exhibited  following  relief  of  broncho- 
constriction  shows  that  this  has  usually  occurred 
in  middle  or  deep  plane  3. 

Experience  has  shown  that  anesthesia  must  be 
kept  deep  at  this  level  for  thirty  minutes,  at 
times  forty-five,  to  secure  lasting  benefit.  There 
have  been  some  patients  who  have  been  kept 
dilated  for  this  length  of  time  and  then  have  re- 
sumed asthmatic  wheezing  as  soon  as  the  anes- 
thesia was  permitted  to  lighten;  even  if  severe 
asthma  recurs  before  these  patients  have  com- 
pletely reacted  from  anesthesia,  a favorable  result 
may  ultimately  take  place. 

We  have  found  it  useful  to  pass  an  orotracheal 
catheter  as  soon  as  bronchodilation  has  been 
established  and  keep  secretions  sucked  out  while 
maintaining  anesthesia.  Following  thirty  to 
forty-five  minutes  of  this  plane  3 anesthesia, 
the  patient  may  be  bronchoscoped  for  suction 
drainage  and  epinephrine  spray.  If  tracheal 
suction  has  been  done  carefully,  bronchoscopy 
may  yield  little  additional  material.  In  other  cases 
mucopurulent  plugs  are  aspirated  from  both 
bronchi.  By  the  time  bronchoscopy  is  completed, 
most  of  these  patients  are  light,  some  coughing, 
even  before  the  bronchoscope  is  withdrawn. 
The  remission  may  be  manifest  immediately  or 
in  one  or  two  days  afterwards. 

Sleep  may  be  very  prolonged  following  this 
anesthesia,  due  in  part  to  relief  of  dyspnea  in  a 
fatigued  patient,  to  effect  of  medication,  or  both. 
Careful  postanesthetic  supervision  by  trained 
personnel  is  imperative,  and  the  facilities  of  a 
recovery  room  are  important. 

There  was  one  death  among  the  57  patients 
who  received  inhalation  ether.  This  was  in  a 
male  patient  in  a state  of  circulatory  depression 
at  the  time  anesthesia  was  induced.  Death  was 
attributed  to  cardiac  failure  soon  after  the  pro- 
cedure. None  of  the  patients  properly  and 
carefully  selected  for  etherization  by  one  of  us 
(A.L.B.)  showed  any  ill  effects  that  could  be 
attributed  to  anesthesia,  even  though  their  ages 
ranged  up  to  seventy-six  years. 

Summary 

The  use  of  deep  ether  anesthesia  to  terminate 
status  asthmaticus  has  been  discussed.  The 
achievement  of  remission  appeared  dependent 
on  relief  of  the  underlying  bronchospasm  and 
removing  of  secretions  by  tracheal  suction  with 


or  without  bronchoscopic  aspiration.  A descrip- 
tion is  given  of  the  administration  of  anesthesia 
to  these  patients  and  of  the  clinical  response 
observed. 
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Discussion 

Albert  M.  Betcher,  M.D.,  New  York  City. — 
The  bronchial  asthmatic  patient  in  an  acute  attack 
develops  increased  resistance  to  the  exchange  of  air 
to  and  from  the  lungs  by  virtue  of  a decrease  in  the 
diameter  of  the  smaller  bronchi  produced  by  con- 
traction of  its  muscles.  Anatomically  it  is  found  that 
the  muscle  bundles  of  the  bronchioles  are  five  times 
as  strong  as  in  the  larger  bronchial  walls,  contribut- 
ing to  a more  powerful  bronchoconstricting  effect  at 
this  level.  Whereas  the  elasticity  and  distensibility 
of  the  bronchial  tree  lends  itself  to  elongation  and 
dilation  during  inspiration,  the  chronic  asthmatic 
patient  has  become  adaptable  to  this  more  extreme 
inspiratory  position  so  that  during  the  acute  attack 
no  further  distention  of  the  bronchi  is  possible.  The 
increased  intrapleural  pressure  which  results  from 
the  bronchial  obstruction  causes  an  outpouring  of 
mucus  from  the  bronchial  mucous  membranes  as 
well  as  increased  transudation  into  the  alveoli. 

Asthmatic  patients  who  have  died  suddenly  usu- 
ally do  not  show  on  postmortem  very  great  evidence 
of  increased  mucus-secreting  glands  or  hypertrophy 
of  the  bronchial  walls.  The  type  of  patient  that  is 
more  apt  to  respond  to  the  use  of  ether,  therefore,  is 
one  who  shows  more  evidence  of  bronchial  spasm 
than  of  excessive  mucopurulent  secretions  filling  the 
bronchi. 

Experimentally  it  was  shown  by  Trendelenberg  in 
1912  that  excised  bronchial  muscle  was  relaxed  by 
ether  and  by  Baehr  and  Pick  in  1913  that  excised 
lung  became  temporarily  dilated  by  this  agent. 
More  recently  Adriani  and  Rovenstine  found  that 
ether  produced  a dilatation  of  the  lumen  of  the 
bronchi  of  the  excised  rat  lung  up  to  20  per  cent  of 
the  control  diameter.  It  is  their  opinion  that  the 
dilator  effect  of  ether  results  from  a combination  of 
the  stimulating  effect  on  the  sympathetic  broncho- 
dilator  fibers  and  a direct  depression  action  on  the 
bronchial  muscle. 

It  is  also  true  that  the  sensitivity  of  the  respiratory 
tract  increases  at  its  lower  levels  and  that  a respira- 
tory tract  made  hypersensitive  by  repeated  and 
chronic  asthmatic  attacks  is  rendered  more  irritable 
in  the  presence  of  an  acute  severe  attack  of  asthma. 
The  suppression  of  these  lower  level  reflexes  lags 
behind  central  depression  in  the  presence  of  severe 
bronchial  constriction.  These  facts  explain  the 
necessity  for  the  production  of  such  a deep  plane  of 
anesthesia  found  by  Dr.  Tausig  and  his  associates 
before  relief  from  bronchoconstriction  could  be  ob- 
tained. It  is  also  of  utmost  importance  that  the 
competency  of  the  anesthesiologist  administering 
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the  ether  be  such  as  to  interpret  carefully  the  depth 
of  anesthesia  exclusive  of  the  respiratory  signs. 

The  more  favorable  results  using  inhalation  ether 
than  Dr.  Tausig  found  with  the  use  of  colonic  ether 
stresses  the  necessity  for  very  deep  levels  of  anes- 
thesia in  order  to  relax  the  bronchial  muscles.  It  is 
possible,  too,  that  the  underlying  cause  for  the  asth- 
matic attack  may  be  due  to  the  presence  of  his- 
tamine or  a histamine-like  substance  which  can  only 
be  overcome  by  deep  and  sustained  periods  of  anes- 
thesia. It  is  possible  that  the  failures  or  recurrence 
of  the  status  asthmaticus  in  some  of  the  patients 
may  be  due  to  the  fact  that  the  administration  of 
ether  should  have  been  prolonged  beyond  forty-five 
minutes.  Sometimes  complete  removal  of  secretions 
by  bronchoscopic  suction  is  not  possible  except  for 
secretions  within  the  bronchoscopic  vision.  Occa- 
sionally bronchospasm  relaxes  to  allow  a normal  in- 
spiration but  constricts  during  expiration  preventing 
adequate  suction  of  the  secretions. 

One  other  fact  is  worth  stressing.  I have  been 
impressed  during  the  administration  of  a surgical 
anesthesia  to  a known  asthmatic  who  develops 
wheezes,  musical  rales,  and  signs  of  obstruction  or 
to  a patient  with  no  previous  asthmatic  history  who 


develops  intense  bronchiolar  spasm  that  the  care- 
ful intravenous  administration  of  0.25  Gin.  of  amino- 
phylline  will  immediately  cause  a regression  of  these 
symptoms.  This  drug,  however,  may  produce 
tachycardia  and  hypotension.  Cohen,  VanBergen, 
and  Knight  reported  even  more  dramatic  results 
during  anesthesia  with  the  use  of  the  vasopressor 
drug,  isopropyl  adrenaline,  in  doses  of  0.02  mg.  intra- 
venously. Both  aminophylline  and  isopropyl  adren- 
aline were  reported  by  them  to  produce  dilatation 
beyond  the  resting  diameter  of  the  bronchus.  De- 
spite the  fact  that  the  patients  treated  in  "Dr. 
Tausig’s  series  were  all  refractory  to  previous  thera- 
peutic procedures  which  may  have  included  amino- 
phylline  and  pressor  drugs  like  epinephrine,  I 
wonder  whether  the  intravenous  administration  of 
aminophylline  or  isoprophyl  adrenaline  when  the 
first  plane  of  the  third  stage  of  ether  anesthesia  was 
reached  might  not  overcome  the  intense  bronchiolar 
constriction  at  this  point.  Since  these  drugs  may  be 
considered  antihistaminic,  perhaps  the  combination 
with  ether  may  shorten  the  period  of  anesthesia 
necessary  to  remove  the  cause  of  the  status  asth- 
maticus, and  following  bronchoscopic  suction  the 
patient  may  remain  symptom  free. 


CHANGES  IN  SKIN  AND  RECTAL  TEMPERATURES  DURING 
SURGICAL  ANESTHESIA 

Paul  W.  Searles,  M D.,  and  Rose  M.  Lenahan,  M.D.,  Buffalo,  New  York 

( From  the  Research  Institute,  Millard  Fillmore  Hospital,  and  the  Department  of  Anesthesiology, 
University  of  Buffalo  School  of  Medicine) 


THE  significance  of  body  temperature  changes 
in  patients  undergoing  surgical  anesthesia 
has  attracted  only  a passing  interest  as  can  be  at- 
tested by  the  fact  that  rectal  or  skin  temperatures 
are  rarely  recorded  in  the  operating  room.  We 
hope  that  sufficient  enthusiasm  can  be  aroused 
from  a study  of  this  nature  to  encourage  the  tabu- 
lating of  temperatures  in  addition  to  the  pulse, 
blood  pressures,  and  respirations  during  opera- 
tions. Temperature  readings  are  not  only  im- 
portant as  an  indicator  of  a disturbed  heat  reg- 
ulating mechanism  but  may  also  serve  as  a guide 
to  fluid  therapy.  An  anesthetic  renders  a 
patient  incapable  of  controlling  his  own  tempera- 
ture; as  a result  he  follows  the  temperature  of  his 
surroundings  making  it  imperative  that  particular 
attention  be  paid  to  his  environment. 

It  is  our  purpose  in  this  presentation  to  show 
the  variations  in  skin  and  rectal  temperatures  dur- 
ing operative  procedures  under  general  anesthesia 
and  to  bring  out  some  of  the  more  important 
factors  which  we  feel  are  responsible  for  these 
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changes.  We  should  specifically  like  to  point  out 
that  there  are  many  conditions  producing  temper- 
ature changes  and  that  no  factor  is  singly  re- 
sponsible. 

Review  of  Literature 

Since  the  latter  part  of  the  nineteenth  century 
conflicting  reports  have  appeared  concerning  body 
temperature  changes  during  surgical  anesthesia. 
In  1880  Von  Kappeler  pointed  out  that  in  a group 
of  20  surgical  cases  there  was  a lowering  of  body 
temperatures  of  0.56  C.,  and  he  believed  that  heat 
was  lost  through  radiation.1  A few  years  later 
Dastre  in  1888  disagreed  with  Kappeler  and 
stated  that  the  decrease  in  body  temperature  was 
caused  by  a diminution  in  cellular  oxidation.2  In 
1896  Allen  described  his  experimental  work  with 
35  dogs  and  80  human  surgical  cases.3  He  dis- 
covered that  dogs  under  light  ether  anesthesia 
lost  heat  when  exposed  to  room  temperatures  be- 
tween 65  and  75  F.  and  that  their  body  tempera- 
tures could  be  raised  by  the  application  of  heat  in 
the  form  of  hot  water  bottles.  In  rooms  of  93  to 
96  F.  he  noticed  that  the  body  temperatures  of 
the  animals  were  raised  an  average  of  4.6  F.,  re- 
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gardless  of  the  body  covering.  Morley4  in  1903 
attributed  heat  loss  to  vasodilation  and  decreased 
muscular  action.  Four  years  later,  Mills5  stated 
that  a decrease  in  body  temperature  was  caused 
by  the  combination  of  morphine  and  ether  and  a 
lowered  operating  room  temperature. 

One  of  the  most  complete  clinical  temperature 
studies  was  made  in  1909  by  Davis,6  who  re- 
ported on  114  cases  in  which  he  found  an  average 
decrease  of  0.6  C.  Davis  minimized  heat  loss  by 
eliminating  wet  towels,  warming  the  ether  vapor, 
and  by  maintaining  operating  room  temperature 
above  80  F. 

Additional  information  was  added  to  tempera- 
ture studies  by  Maschowitz7  in  1916  when  he  re- 
ported several  cases  of  postoperative  heat  stroke. 
He  advised  against  operations  in  high  room  tem- 
peratures with  high  humidity,  especially  when 
there  was  an  absence  of  air  currents.  In  1923 
Botteselle8  also  commented  on  several  cases  of 
heat  stroke  following  surgery.  In  1946  Genauer9 
reported  two  cases  of  heat  stroke  which  he  attrib- 
uted to  a hot,  humid  atmosphere.  He  also 
pointed  out  that  excessive  drapes,  hot  operating 
lights,  and  instrument  sterilizers  subjected  the 
patient  to  unduly  high  temperatures.  Air  con- 
ditioning, which  is  so  generally  accepted  now, 
was  recommended  by  Huntington10  as  early  as 
1920.  Isabelle  C.  Herb11  in  1925  theorized  that 
the  optimum  room  temperatures  are  between  65 
and  70  F.  and  that  higher  temperatures  are  ex- 
hausting to  the  patient. 

Most  of  the  early  experimental  work  on  body 
temperatures  was  carried  out  with  the  use  of 
ether  anesthesia,  but  Foged12  in  1929  described 
increases  of  5 to  9 F.  in  skin  temperatures  under 
spinal  as  well  as  under  ether  anesthesia. 

Ipsen13  in  1929  mentioned  a rise  in  the  skin 
temperatures  in  the  foot  of  a patient  at  the  be- 
ginning of  general  anesthesia,  and  this  elevation 
ceased  only  when  the  patient  was  completely 
anesthetized.  He  was  unable  to  find  a corres- 
ponding rise  in  any  other  part  of  the  skin.  How- 
ever, he  noticed  that  some  cases  showed  a de- 
crease in  skin  temperature  which  he  attributed  to 
a shocklike  condition. 

In  a preliminary  report,  one  of  us  (P.W.S.)  in 
1938  recommended  an  optimum  operating  room 
temperature  of  82  F.  and  a relative  humidity  of  55 
per  cent.14  Since  then  we  have  revised  this  ideal 
operating  room  temperature  downward. 

Knight15  mentioned  in  1942  that  hyperpyrexia 
occurs  frequently  in  long  operative  procedures. 
He  believed  that  the  closed  system  of  adminis- 
tering anesthetic  gases  tends  to  raise  the  patient’s 
temperature  and  might  have  a detrimental  effect 
on  the  recovery  of  the  patient  so  he  developed  a 
gas  cooler  to  control  this  rise.  In  1948  Burstein 
and  Mark16  stated  that  the  carbon  dioxide  ab- 
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Fig.  1.  Rauh  Resistance  Thermometer  for 
measuring  rectal  temperatures  and  the  Rauh  Sur- 
face Pyrometer  for  measuring  skin  temperatures. 

sorber,  especially  the  to-and-fro  type,  tends  to 
warm  the  breathing  mixture.  They  used  ice 
around  the  absorber  to  reduce  the  heat. 

Leger17  in  1946  observed  pre-  and  postopera- 
tive rectal  temperatures  in  30  operations  and 
found  an  average  decrease  of  0.9  to  1.4  C.  This 
decrease  was  less  with  spinal  and  did  not  occur 
with  local  anesthesia.  He  felt  that  this  decrease 
in  rectal  temperatures  was  due  to  poorly  heated 
operating  rooms  during  wartme  conditions.  He 
also  thought  that  lowered  body  temperatures 
contributed  to  shock  and  suggested  protecting 
the  denuded  surfaces  with  hot  packs  and  warming 
the  extremities  either  with  electric  blankets  or  by 
the  use  of  infrared  radiation. 

Some  other  theories  concerning  heat  regulation 
were  expounded  in  1951.  Bigler  and  McQuiston18 
in  their  temperature  studies  on  infants  and  chil- 
dren suggested  the  use  of  a cold  water  mattress  in 
children  over  sLx  months  of  age  to  prevent  fever. 

Frumin  and  Papper19  in  1951  thought  that 
scopolamine,  by  depressing  the  rate  of  sweating 
35  per  cent,  might  contribute  to  hyperthermia 
during  surgical  operations,  especially  if  normal 
sweating  is  already  impaired  by  illness  or  dehy- 
dration. 

Procedure 

A study  of  skin  and  rectal  temperatures  was 
carried  out  in  100  surgical  patients.  Frequent 
recordings  of  both  rectal  and  skin  temperatures 
were  made  before  and  during  the  surgical  pro- 
cedures with  the  Rauh  resistance  thermometer 
and  the  Rauh  surface  pyrometer,  respectively 
(Fig.  1).  The  room  temperature  and  the  relative 
humidity  were  taken  before  and  during  anestheti- 
zation. The  relative  humidity  was  measured 
with  a swing  hygrometer. 

The  following  cases  are  characteristic  of  the 
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Fig.  2.  Changes  in  body  temperatures  showing  the 
effects  of  anemia  and  dehydration. 


changes  in  skin  and  rectal  temperatures  during 
surgical  anesthesia  brought  about  by  certain 
responsible  factors. 

Case  1. — F.  L.,  a thirty-three-year-old  dehydrated 
white  male,  came  to  surgery  for  a gastrectomy  with 
a hemoglobin  of  7.9  Gm.  Morphine  sulfate,  */6 
grain,  and  atropine  sulfate,  Vuo  grain,  were  adminis- 
tered preoperativelv.  The  temperature  of  the  oper- 
ating room  was  81  F.  and  the  humidity  55  per  cent. 
Anesthesia  consisted  of  nitrous  oxide,  oxygen,  and 
ether  with  carbon  dioxide  absorption  technic.  The 
patient’s  rectal  temperature  rose  2.8  F.,  and  his 
blood  pressure  dropped  from  130/75  to  116/65. 
In  spite  of  sweating  this  anemic  dehydrated  patient 
was  unable  to  lose  heat  rapidly  enough  to  maintain 
a normal  body  temperature  (Fig.  2). 

Case  2. — J.  W.,  a thirty-four-year-old  white  male, 
was  given  3 grains  of  Nembutal  and  Viso  grain  of 
atropine  sulfate  preoperatively  before  a craniotomy. 
The  room  temperature  of  the  surgical  theater  was 
78  F.  and  the  relative  humidity  43  per  cent.  Under 
a drop-ether  intratracheal  anesthesia  a small  rise  in 
the  body  temperature  was  reduced  by  the  adminis- 
tration of  intravenous  fluids.  This  elevation  in 
rectal  temperature  occurred,  although  the  blood 
pressure  and  pulse  rate  remained  constant.  In  this 
patient  a small  change  in  the  rectal  temperature  in- 
dicated a need  for  fluid  therapy  when  no  apparent 
cardiovascular  effects  were  in  evidence  (Fig.  3). 

Case  3. — P.  R.,  a thirty-five-year-old  white  male, 
received  morphine,  x/6  grain,  and  atropine,  Vao 
grain,  before  a cholecystectomy.  In  an  air-condi- 
tioned room  temperature  of  69  F.  with  a humidity  of 
72  per  cent,  the  patient  was  anesthetized,  using  the 
carbon  dioxide  absorption  technic  with  Pentothal 
sodium,  nitrous  oxide,  and  ether.  A drop  of  1.7  F. 
in  rectal  temperature  was  noticed  which  demons- 
tratedan  actual  loss  of  body  heat  in  this  cold  room 
in  spite  of  high  humidity.  The  skin  temperature, 
After  a preliminary  rise,  showed  a decrease  of  2 to  3 
C.  (Fig.  4). 


Fig.  3.  Changes  in  body  temperatures  showing  the 
significance  of  fluid  therapy. 


Fig.  4.  Changes  in  body  temperatures  in  a cool 
operating  room. 


Case  4. — D.  N.,  a forty-eight-year-old  woman, 
received  only  atropine  as  premedication  before  a 
craniotomy.  The  temperature  of  the  operating  room 
was  85  F.  and  the  humidity  75  per  cent.  She  re- 
ceived nitrous  oxide-oxygen-ether  with  carbon  di- 
oxide absorption.  An  increase  in  rectal  temperature 
of  2.1  F.  occurred  in  this  hot  humid  room  (Fig.  5). 

Case  5. — L.  A.,  a thirty-three-year-old  white  male, 
operated  for  a lumbar  sympathectomy  in  a room  of 
82  F.  with  a humidity  of  58  per  cent,  received  pre- 
medication consisting  of  atropine.  Anesthetized 
under  drop  ether,  the  patient  showed  the  effects  of 
dehydration  caused  by  profuse  sweating.  The  rec- 
tal temperature  increased  2.5  F.  The  skin  tempera- 
ture showed  little  change  after  a preliminary  rise 
(Fig.  6). 

Comment 

Various  conditions  are  responsible  for  heat  gain 
or  loss  during  surgical  anesthesia.  The  impor- 
tance of  age  has  been  pointed  out  by  Bigler  and 
McQuiston18  who  found  that  infants  under  six 
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Fig.  5.  Changes  in  body  temperatures  showing  the 
effects  of  high  room  temperature  and  high  humidity. 


Fig.  6.  Changes  in  body  temperatures  illustrating 
effects  of  dehydration  caused  by  marked  sweating. 


months  of  age  tend  to  develop  subnormal  body 
temperatures  while  children  from  six  months  to 
twelve  years  developed  a fever  during  surgery. 
The  patient’s  weight  may  play  an  important  role, 
since  the  obese  patient  will  lose  less  heat  in  a cold 
room  than  a malnourished  patient.  The  dehy- 
drated patient  will  tend  to  gain  body  heat, 
especially  in  a hot  room,  since  his  ability  to  lose 
heat  by  evaporation  has  been  impaired  by  his 
lack  of  water.  Similarly,  premedication  admin- 
istered preoperatively  in  the  form  of  atropine  or 
scopolamine,  as  pointed  out  by  Frumin  and  Pap- 
per,19  may  be  a contributing  element  in  causing 
elevated  body  temperatures  in  a hot  room  be- 
cause of  the  interference  with  the  loss  of  heat  by 
sweating. 

During  the  operation  under  surgical  anesthesia 
the  patient  loses  his  ability  to  maintain  a normal 
temperature  and  tends  to  follow  the  temperature 
of  his  environment.  Evidence  of  this  loss  of  con- 
trol in  a patient  during  induction  is  the  uniform 
rise  of  skin  temperature,  which  is  caused  partly  by 
loss  of  his  vasoconstricting  mechanism. 

Because  the  patient  is  poikilothermic  the  room 
temperature  becomes  the  most  important  factor 
modifying  the  body  temperatures  during  surgical 
anesthesia.  In  a warm  room  with  temperatures 
about  80  F.  the  body  is  less  able  to  lose  heat  by 
radiation  and  must  depend  upon  evaporation 
through  sweating.  When  the  process  of  evapor- 
ation is  hampered,  as  it  is  in  very  warm  and 
humid  environments  or  in  markedly  dehydrated 
patients,  the  body  temperature  rises.  In  direct 
contrast,  in  colder  environments  with  room  tem- 
peratures below  80  F.  the  body  loses  heat  through 
radiation  and  conduction,  and  there  is  less  tend- 
ency for  the  patient  to  lose  fluids  by  evaporation. 
It  must  also  be  emphasized  that  the  amount  of 
moisture  in  the  drapes,  the  operating  room  lights, 
and  the  surgeon’s  body  heat  all  influence  heat  dis- 
sipation. Air-conditioning  provides  circulating 


air  which  affords  a greater  heat  loss  either  through 
radiation  or  evaporation. 

The  technic  of  anesthesia  also  contributes  to  a 
loss  or  gain  of  heat.  There  is  a greater  loss  of 
heat  with  the  open  drop  method  as  compared 
with  the  to-and-fro  absorption  technic.  Any 
increased  heat  from  soda  lime  absorption  is  more 
of  a factor  in  the  to-and-fro  method  than  in  the 
circle  filter  type  where  most  of  the  heat  is  dissi- 
pated in  the  longer  breathing  tubes.  The  sur- 
gical procedure  itself  can  also  influence  the  tem- 
perature through  fluid  loss  by  actual  hemorrhage 
or  operative  shock.  It  is  evident  that  the  longer 
the  surgical  procedure,  the  greater  will  be  the  dis- 
turbance in  heat  regulation. 

Summary 

1.  The  most  reliable  indicator  of  loss  or  gain 
in  body  heat  is  the  rectal  temperature.  Any  rise 
in  the  rectal  temperature  may  indicate  dehydra- 
tion and  a need  for  fluid  therapy. 

2.  Skin  temperatures  rose  5 to  6 C.  on  induc- 
tion with  general  anesthesia  and  fell  during  light 
anesthesia,  in  shock,  and  in  cool  operating  rooms. 
The  skin  temperatures  were  not  a reliable  criteria 
for  the  loss  or  gain  in  bod}"  heat. 

3.  The  room  temperature  is  the  most  impor- 
tant controllable  factor  in  the  heat  regulation  of  a 
patient  undergoing  surgical  anesthesia.  An  ideal 
operating  room  temperature  should  be  between 
72  and  76  F.  Also  it  is  desirable  to  have  an  oper- 
ating room  with  circulating  air  and  a relative 
humidity  between  55  and  65  per  cent. 

4.  In  addition,  the  correction  of  anemia  and 
dehydration  as  well  as  the  restoration  of  chemical 
balance  and  improvement  of  metabolism  will  help 
to  prevent  hyperthermia  in  the  surgical  patient. 
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Discussion 

William  K.  Nowill,  M.D.,  Kenmore. — This  paper 
of  Drs.  Searles  and  Lenahan  again  brings  to  our 
attention  an  aspect  of  body  physiology  which  we  too 
frequently  tend  to  ignore  in  the  operating  room. 
Body  temperature  is  extremely  important,  particu- 
larly in  infants  and  children  who  develop  both  hypo- 
thermia and  hyperthermia  very  readily. 

Hypothermia  in  infants  of  three  months  or  less 
is  thought  to  be  one  of  the  causes  of  sclerema,  the 
latter  manifesting  itself  by  a progressive  hardening 
of  the  subcutaneous  tissues  and  having  a high  mor- 
tality rate.  In  these  premature,  cachectic  babies 
the  body  temperature  should  be  recorded  and  main- 


tained at  97  F.  during  and  following  surgery.  We 
have  had  five  cases  in  the  past  year  which  developed 
sclerema  during  the  postoperative  period,  four  of 
which  were  fatal.  We  are  only  now  beginning  to 
realize  the  importance  of  maintenance  of  body  tem- 
perature in  these  infants. 

The  problem  more  often  observed  in  anesthesia  in 
children  is  that  of  hyperthermia.  Too  often  severe 
tachycardia  and  hyperpnea  are  seen  during  pediat- 
ric anesthesia,  the  cause  of  which  may  not  be  deter- 
mined. This  hyperthermia  increases  metabolism 
and  oxygen  requirements  and  leads  rapidly  to  ex- 
haustion, cerebral  edema,  and  death.  McQuiston’s 
work  with  children  with  congenital  heart  disease 
demonstrated  this  very  well. 

Maxwell  has  shown  in  dogs  under  Nembutal 
anesthesia  that  extremes  of  body  temperature  de- 
crease cardiac  output  and  that  restoring  the  tem- 
perature to  normal  does  not  necessarily  restore  the 
cardiac  output  to  normal.  Death  in  his  dogs  ap- 
peared to  be  due  to  failure  of  the  medullary  cardio- 
respiratory center. 

If  the  authors’  methods  were  applied  to  children 
undergoing  prolonged  or  major  surgery,  definite 
benefit  might  accrue  to  these  children.  A continu- 
ous recording  of  body  (rectal)  temperature  with  a 
thermocouple  attached  to  a continous  recording  in- 
strument might  allow  for  more  accurate  control  of 
body  temperature. 

This  investigation  of  Drs.  Searles  and  Lenahan 
should  remind  us  that  the  instruments  for  recording 
body  temperature  are  available  and  should  be  uti- 
lized. The  factors  which  are  active  in  the  control  of 
body  temperature  are  well  emphasized  by  the 
authors. 


THE  USE  OF  ACTH  IN  THE  MANAGEMENT  OF  GENERALIZED  PERITONITIS 


Although  use  of  antibiotics  alone,  particularly 
aureomycin  and  terramycin,  has  greatly  improved 
management  of  peritonitis,  the  desirable  clinical 
effect  exerted  by  AGTH  and  cortisone  on  a wide 
variety  of  conditions  encouraged  the  authors  to 
evaluate  results  of  hormone  therapy  in  peritonitis. 
Although  experience  reported  was  limited  to  six 
cases,  observations  of  these  writers  suggest  that  use 
of  ACTII  or  cortisone,  in  conjunction  with  chemo- 
therapy, will  be  valuable'in  pre-  and  postoperative 


management  of  patients  with  generalized  peritonitis. 
The  authors  call  particular  attention  to  the  fact  that 
while  these  hormonal  agents  have  no  inhibitory 
effect  on  the  growth  of  pathogenic  organisms  they 
can  completely  mask  advanced  pathologic  condi- 
tions and  that  the  potential  hazards  lying  in  such 
a situation  should  be  kept  in  mind  if  the  hormones 
are  to  be  used  as  outlined. — L.  Boling,  M.D.,  and 
associates,  Clinical  Endocrinology  and  Metabolism, 
February,  1952 


EPIDURAL  ANESTHESIA  FOR  CESAREAN  SECTION 

Report  of  125  Cases 

F.  Paul  Ansbro,  M.D.,  Charles  A.  Gordon,  M.D.,  Benson  Bodell,  M.D.,  and 
Francis  S.  Latteri,  M.D.,  Brooklyn,  New  York 

(From  the  Departments  of  Anesthesiology  and  Obstetrics-Gynecology  (Dr.  Gordon ),  St.  Catherine’ s 
Hospital) 


IN  BROOKLYN,  during  the  entire  period  of  the 
great  crusade  for  the  reduction  of  maternal 
mortality  rate,1  the  number  of  deaths  associated 
with  cesarean  section  has  maintained  a constant 
relation  to  the  total  number  of  maternal  deaths. 
JEven  now,  when  the  maternal  mortality  rate  has 
fallen  to  an  unprecedented  low,  the  ratio  of  one 
■cesarean  section  death  to  five  puerperal  deaths, 
including  ectopic  pregnancy  and  abortion,  re- 
mains unchanged.  Since  maternal  death  rates  in 
Brooklyn  have  long  paralleled  national  trends,  it 
is  likely  that  the  cesarean  section  factor  in  the 
death  rate  is  a constant  in  the  maternal  mortality 
remainder  which  deserves  attention. 

The  causes  of  death  after  cesarean  section  may 
not  be  discovered  by  deductions  made  from  a 
table  of  statistics  but  only  by  review  of  the  case 
records  of  death.  Every  modification  of  the 
classic  operation  for  abdominal  delivery  has  been 
-devised  to  lessen  the  risk  of  death  from  infection. 
One  of  us  (C.A.G),2  in  a study  of  the  case  reports 
-of  242  consecutive  cesarean  section  deaths  in 
Brooklyn  (1937-1950),  has  shown  that  anesthesia 
is  an  unexpected  and  close  second  to  infection 
(anesthesia  deaths  48;  infection  69).  If  deaths 
from  hemorrhage  (41  deaths)  with  which  anes- 
thesia has  reciprocal  relations  are  fused  with 
clear-cut  anesthesia  deaths,  infection  is  numer- 
icallv  passed  as  the  first  cause  of  maternal  death 
(Table  I). 

General  anesthesia  teems  with  hazards  for 
mother  and  baby.  If  induction  is  troublesome, 
the  entire  period  of  anesthesia  will  be  stormy. 
Vomiting  and  aspiration  may  occur  late  in  the 
second  stage  of  anesthesia,  either  just  before  in- 
duction is  complete  or  at  the  beginning  of  re- 
covery.3-6 Even  the  experienced  anesthetist  in 
his  anxiety  to  protect  the  fetus  from  hypoxia  may 
open  the  floodgates  of  vomiting.  Ether  causes 
uterine  relaxation  with  intrapartum  and  post- 
partum hemorrhage.  Nitrous  oxide  consorts 
with  anoxia,  and  cyclopropane,  aside  from  the 
■danger  of  ventricular  fibrillation,  is  dangerous  if 
only  because  of  its  potency. 

Local  anesthesia  is  the  safest  of  all  anesthetics, 
.yet  it  will  not  be  found  suitable  for  every  woman 
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TABLE  I. — 242  Cesarean-  Section'  Deaths  (Brooklyn', 
1937-1950) 


Principal  Cause 

Number 
of  Cases 

Per  Cent 

Anesthesia 

48 

20 

Heart  disease 

26 

10  6 

Embolism 

24 

10 

Hemorrhage 

41 

17 

Infection 

69 

28.4 

Toxemia 

19 

8 

Other 

15 

6 

Total 

242 

100 

and  every  operator.  If  for  any  reason  a general 
inhalation  anesthetic  must  be  administered,  in- 
duction is  likely  to  be  difficult,  and  aspiration  may 
occur.  For  the  few  minutes  required  to  extract 
the  fetus,  intravenous  anesthesia  is  far  safer. 

Spinal  anesthesia  causes  the  uterus  to  contract 
firmly  and  will  not  affect  the  fetus  unless  ad- 
ministered in  death-dealing  doses.  It  is  partic- 
ularly dangerous  in  the  hands  of  the  occasional 
user  and  should  never  b'e  used  unless  in  divided 
doses  (by  the  continuous  method  of  Touhy)  with 
the  initial  dose  of  procaine  not  more  than  35  to  40 
mg. 

Epidural  anesthesia  is  spinal  nerve  block  out- 
side the  dura  at  the  intervertebral  foramina. 
Anesthesia,  flaccid  abdominal  wall,  well-con- 
tracted large  and  small  intestine,  firm  uterus,  less 
bleeding  are  the  same  as  with  subarachnoid  in- 
jection yet  without  postspinal  headache  and  with- 
out the  risk  of  grave  neurologic  complications. 
For  the  latter  reasons,  we  considered  epidural 
block  stimulated  by  the  work  of  Flowers,  Hell- 
man,  and  Hingson  and  of  Cleland.7’8  In  this 
method  of  anesthesia,  since  the  dura  is  not 
punctured,  there  can  be  no  leakage  of  spinal 
fluid.  Neurologic  complications  should  not  fol- 
low because  the  arachnoid  is  not  even  approached 
by  the  needle  or  anesthetic  agent,  and  hence  ad- 
hesive arachnoiditis  (the  great  cause  of  postspinal 
anesthesia  complications)9,10  cannot  ensue.  Falls 
in  blood  pressure  are  not  as  sharp  as  in  spinal 
anesthesia  and  with  proper  supportive  therapy 
are  not  of  serious  concern. 

Essential  Points  Concerning  the 
Epidural  Space 

The  epidural  space,  also  called  the  peridural 
space  and  extradural  space,  lies  in  the  vertebral 
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Fig.  1.  Cross  section  of  spinal  column  a tenth 
dorsal  level.  The  ligamentum  flavum  is  not  shown. 
It  is  attached  posteriorly  to  the  bony  lamina  and 
connects  with  the  lamina  above,  just  before  the 
entrance  to  the  epidural  space.  The  nerves  are  af- 
fected at  the  intervertebral  space  after  the  dural 
projection  along  the  spinal  nerve  is  discontinued. 
The  vascularity  of  the  space  is  evident. 

canal  between  the  outer  layer  of  the  dura  mater 
and  the  ligamenta  flava  (Fig.  1).  It  extends 
throughout  the  vertebral  column  from  the  fora- 
men magnum  to  the  hollow  of  the  sacrum  (Fig.  2). 
The  epidural  space  is  filled  with  adipose  connec- 
tive tissue  and  a dense  network  of  blood  vessels 
which  is  very  fragile  (Fig.  3).  The  space  varies 
in  size,  and  there  are  only  3 to  6 mm.  in  various 
regions  between  the  ligamenta  flava  and  the  dural 
sac  itself.  About  nine  tenths  of  this  space  lies 
laterally  and  posteriorly  to  the  dura.  The  liga- 
menta flava  are  very  important ; they  are  thickest 
and  strongest  in  the  lumbar  region. 

The  epidural  space  which  lies  between  the  lum- 
bar and  sacral  regions  has  some  anatomic  differ- 
ences inasmuch  as  the  dura  mater  is  more  firmly 
adherent,  especially  in  front,  to  the  inner  surface 
of  the  bony  vertebral  canal.  On  the  posterior 
surface  and  laterally,  fibrous  bands  run  irregularly 
from  the  dura  to  the  ligamenta  flava.  This 
fibrous  tissue  does  not  form  a barrier  yet  tends  to 
impede  the  passage  of  fluid  between  the  lumbar 
and  sacral  portions  of  the  epidural  space  at  this 
level.  Of  course,  the  nerves  originating  from  the 
anterior  and  posterior  aspects  of  the  spinal  cord, 
joined  in  the  epidural  space,  and  covered  by  a pro- 
jection of  dura  traverse  the  space  as  far  as  the  in- 
tervertebral foramen  and  occasionally  farther. 
The  nerves  are  not  affected  in  the  epidural  space 
but  are  affected  after  the  dural  projection  ceases 
(Fig.  1).  As  a matter  of  fact,  the  term  “epidural 
anesthesia”  is  a misnomer,  and  “intervertebral 
anesthesia”  would  be  more  accurate  (Fig.  1). 
The  dura  being  firmly  attached  to  the  inner  cir- 
cumference of  the  foramen  magnum  presents  an 


Fig.  2.  Schematic  representation  of  the  bony 
vertebrae,  epidural  space,  and  spinal  cord  indicat- 
ing the  upper  and  lower  limits  of  the  space,  the  begin- 
ning and  termination  of  the  spinal  cord,  the  corda 
equina,  and  the  projection  of  the  spinal  nerves 
from  the  cord  through  the  epidural  space  and  pe- 
ripherally to  their  terminations.  The  firm  attach- 
ment of  the  dura  at  the  foramen  magnum  prevents 
epidural  injections  from  extending  any  higher  than 
the  level  of  the  first  cervical  vertebra. 


anatomic  barrier  which  prevents  extension  of  an- 
esthetic solutions  beyond  the  first  cervical 
vertebra  (Fig.  2). 

Technic  of  Epidural  Block 

1.  Insertion  of  a needle  with  consistency  and 
accuracy  into  the  epidural  space  is  not  easy. 
Only  constant  practice  in  the  operating  room 
based  upon  previous  study  of  the  anatomy  and 
injection  of  the  cadaver  will  make  the  anesthesi- 
ologist proficient. 

2.  The  epidural  block  should  be  performed  as 
close  as  possible  to  the  origin  of  the  nerves  to  be 
involved  in  the  surgery.  For  cesarean  section, 
the  catheter  is  inserted  between  the  eleventh  and 
twelfth  dorsal  nerves  and  advanced  5 cm.  The 
catheter  should  not  be  advanced  upward  or  down- 
ward for  any  greater  distance  than  5 cm.  because 
of  the  danger  of  causing  rupture  of  the  fine  blood 
vessels  in  the  epidural  space  (Fig.  3).  If  bleeding 
should  occur,  the  procedure  should  be  abandoned. 

3.  Two  per  cent  procaine  is  used  as  a “test 
dose.” 

4.  Itshould  be  realized  that  theligamenta  flava 
vary  in  thickness  and  are  thickest  and  strongest 
in  the  lumbar  region,  narrow  but  strong  in  the 
thoracic  region,  and  thinner,  broader,  and  more 
membranous  in  the  cervical  region. 
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Fig.  3.  Saggital  section  of  three  vertebrae.  Thick 
networks  of  arteries  and  veins  are  distributed 
throughout  the  epidural  space.  Many  are  very 
thin  walled  and  are  easily  damaged.  If  bleeding 
occurs  during  epidural  block,  the  procedure  is 
abandoned,  or  the  needle  is  inserted  through  the 
dura  and  continuous  spinal  anesthesia  instituted. 
It  is  hazardous  to  inject  potent  anesthetic  agents 
into  an  area  containing  open  blood  vessels. 

5.  Intradermal  wheals  with  2 per  cent  pro- 
caine and  2 per  cent  Xylocaine*  will  determine 
any  rare  individual  sensitivity.  An  area  of  red- 
ness corresponding  to  the  size  of  the  wheal  may 
appear  in  sensitive  patients. 

The  resistance  of  the  spinal  ligaments,  the 
supraspinous,  the  interspinous,  and  the  ligamen- 
tum  flavum,  is  the  key  to  the  proper  approach  to 
the  epidural  space  (Fig.  4).  The  needle  must  be 
inserted  directly  in  the  midline  between  the  chosen 
spinous  processes,  and  with  practice  the  dif- 
ferent resistances  offered  to  the  plunger  of  the 
syringe  attempting  to  inject  air  through  the 
needle  as  it  makes  its  way  through  those  ligaments 
are  the  guide  to  successful  accomplishment  of  the 
block.  The  resistance  of  the  liagments  increases 
as  the  needle  is  steadily  advanced  through  each 
ligament.  Finally,  the  ligamentum  flavum  is 
reached,  at  which  point  resistance  is  almost  abso- 
lute. At  this  point  the  needle  is  cautiously  ad- 
vanced several  millimeters,  depending  upon  the 
level  in  the  spine  at  which  the  block  is  instituted. 
The  sudden  loss  of  resistance  to  pressure  of  the 
plunger  of  the  syringe  after  having  traversed  the 
yellow  ligament  indicates  that  the  needle  has 
passed  through  its  substance  and  is  now  located  in 
the  epidural  space.  Absence  of  spinal  fluid,  of 
course,  is  essential  in  ruling  out  inadvertent  dura- 
arachnoid  puncture.  An  important  point  to  be 

* Brand  of  lidocaine  hydrochloride,  Astra  Pharmaceutical 
Products,  Inc.,  Worcester,  Massachusetts. 
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Fig.  4.  Saggital  section  of  vertebral  spine  in- 
dicating the  three  ligaments  the  needle  must  tra- 
verse before  reaching  the  epidural  space.  Experi- 
ence in  passing  the  needle  with  the  syringe  con- 
nected to  it  and  getting  the  “feel”  of  the  resistance 
offered  by  the  various  spinal  ligaments  is  essential 
in  performing  the  block  with  accuracy.  The  “hang- 
ing drop”  method  may  be  used  to  indicate  the 
presence  of  the  bevel  of  the  needle  in  the  epidural 
space.  The  “negative  pressure”  in  the  space  will 
cause  a drop  of  fluid  in  the  hub  of  the  needle  to  be 
rapidly  sucked  inward.  The  Touhy  catheter  is  then 
passed  through  the  needle  and  advanced  5 cm.  up- 
ward. 


stressed  here  is  that  if  puncture  should  occur,  the 
procedure  must  be  converted  to  continuous  spinal 
anesthesia  with  appropriate  dosage.  Once  the 
dural  barrier  has  been  breached,  it  is  not  safe  to 
inject  the  dose  necessary  for  epidural  anesthesia. 
The  catheter  is  now  inserted  through  the  needle 
without  stylet  for  a distance  of  4 to  5 cm.  The 
catheter  must  pass  easily  and  without  trauma. 
The  test  dose  is  now  injected  through  the  cathe- 
ter, that  is,  2 cc.  of  2 per  cent  procaine  (Fig.  5). 

After  an  interval  of  three  to  five  minutes,  the 
patient  is  tested  for  evidence  of  subarachnoid 
anesthesia.  In  the  absence  of  any  signs  of  sub- 
arachnoid block  (numbness,  motor  weakness,  or 
increased  temperature  of  the  lower  extremities), 
the  needle  is  removed,  the  catheter  is  strapped  to 
the  back,  and  the  patient  is  put  into  the  supine 
position.  All  blocks  are  performed  in  the  sitting 
position  when  possible.  When  the  patient  has 
been  returned  to  the  supine  position,  her  knees 
are  secured  to  the  table  (but  not  tightly)  and  an 
intravenous,  17-gauge  needle  through  which  flows 
5 per  cent  glucose  in  saline  is  inserted.  Another 
bottle  containing  2 to  4 mg.  of  nor-epinephrine 
(Levophed)  in  1,000  cc.  of  5 per  cent  glucose  in 
water  is  made  instantly  available.  This  solution 
is  started  very  slowly  if  there  is  any  evidence  of 
fall  in  blood  pressure. 

Once  again,  it  is  made  .certain  that  there  is  no 
subarachnoid  anesthesia  present  by  pinprick  and 
by  having  the  patient  move  her  feet  and  legs  and 
for  any  evidence  of  vasomotor  and  sudomotor 
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Fig.  5.  Setup  needed  for  epidural  anesthesia: 
(A)  glasses  for  mixing  solutions,  (B)  Touhy  catheter, 
(C)  Xylocaine  1 per  cent,  (D)  Xylocaine  2 per  cent, 
(E)  2-cc.  syringe  for  skin  wheal,  (F)  5-cc.  syringe 
for  air  test  of  ligaments,  (G)  10-cc.  syringe  for  mix- 
ing solutions,  (H)  25-gauge  needle  for  skin  wheal, 

(J)  23-gauge  needle  to  fit  into  Touhy  catheter, 

(K)  17-gauge  needle  for  puncture  of  skin,  (L)  17- 
gauge  needle  with  Huber  point  through  which 
catheter  is  passed  to  epidural  space. 

block  whereby  the  feet  become  warm  and  dry. 
In  the  absence  of  any  sign  of  subarachnoid  anes- 
thesia, the  patient  now  having  received  40  mg.  of 
procaine  epidurally,  the  injection  of  the  anesthetic 
agent  through  the  catheter  is  begun.  Xylocaine, 
15  cc.  of  2 per  cent  or  20  cc.  of  1 per  cent  (depend- 
ing somewhat  upon  the  weight  and  muscular 
development  of  the  patient)  is  injected  slowly 
over  a period  of  five  to  seven  minutes.  At  the 
end  of  this  time  the  patient  is  ready  for  abdominal 
incision. 

Results 

During  the  period  from  April  1,  1950,  to  Febru- 
ary 1,  1952,  a total  of  125  cesarean  sections  were 
performed  under  epidural  anesthesia  in  St. 
Catherine’s  Hospital.  Of  these,  18  were  per- 
formed with  2 per  cent  procaine,  66  with  5 per 
cent  procaine,  and  41  writh  0.5  to  2 per  cent 
Xylocaine  (Table  II). 

We  used  2 per  cent  procaine  for  the  first  three 
months  of  the  study  but  found  that  wre  did  not  get 


consistently  good  results  in  pain  relief  and  relax- 
ation. We  therefore  increased  the  concentration 
to  5 per  cent11  since  it  is  held  that  nerves  in  the 
epidural  space  require  much  higher  concentration 
of  anesthetic  agents  to  produce  an  effect  compar- 
able with  the  lowrer  concentration  used  in  the  sub- 
arachnoid space.  From  an  anesthesia  stand- 
point wre  found  5 per  cent  procaine  very  satisfac- 
tory, although  wTe  were  awrare  it  was  a high  con- 
centration of  procaine.  We  then  employed 
Xylocaine12  and  have  had  good  results  with  its  use 
after  we  had  worked  out  our  dosage  requirement. 
The  onset  of  anesthesia  is  more  prompt  with 
Xylocaine,  and  it  “spreads”  more  rapidly.  On 
account  of  the  more  rapid  diffusion  we  had  greater 
blood  .pressure  falls  than  we  had  had  with  5 per 
cent  procaine,  but  this  effect  was  easily  controlled 
with  neosynephrine  solution  1 per  cent  by  in- 
travenous drip  (0.5  cc.  in  500  cc.  saline)  or  nor- 
epinephrine. 

There  have  been  no  deaths  and  no  headaches. 
One  patient  had  temperature  and  slight  nuchal 
rigidity  which  subsided  rapidly.  In  the  2 per 
cent  Xylocaine  series  there  were  two  brief  con- 
vulsions wThich  were  quickly  controlled  by  a few 
cc.  of  0.2  per  cent  thiopental  (Pentothal)  intra- 
venously. In  the  5 per  cent  procaine  series  there 
was  one  convulsion  in  an  elective  cesarean  section 
about  to  be  performed  for  pre-eclampsia;  the 
patient  had  been  given  0.5  cc.  neosynephrine  1 
per  cent,  mixed  with  20  cc.  of  the  anesthetic  solu- 
tion by  mistake.  The  blood  pressure  in  this  case 
became  greatly  elevated,  and  convulsion  followed. 
This  was  quickly  controlled  by  thiopental,  and 
since  the  incision  had  not  been  made,  the  opera- 
tion wras  postponed. 

Epidural  anesthesia  with  the  same  dose  of  5 
per  cent  procaine  wdthout  neosynephrine  was 
instituted  the  next  day.  There  wras  no  rise  in 
blood  pressure  and  no  convulsion,  and  the 
operation  wTas  completed  wdthout  incident. 

The  convulsions  in  this  case  were  probably 
due  to  blood  pressure  elevation  by  neosyn- 
ephrine. 

In  the  Xylocaine  series  epinephrine  1:200,000 
in  the  solution  was  used  w’bere  indicated.  We 
have  not  had  satisfactory  anesthesia  with  0.5  per 
cent  and  are  committed  to  the  fact  that  1 or  2 per 
cent  solution  is  necessary:  1 per  cent  in  the  thin 
asthenic  type  and  2 per  cent  in  the  heavy  sthenic 
type.  We  had  used  Xylocaine,  1 and  2 per  cent, 
in  other  forms  of  pelvic  surgery  and  found  our 
concentration  requirements  for  various  types  of 
wromen  before  employing  it  in  cesarean  section. 
There  is  no  contraindication  to  the  use  of  0.2  per 
cent  thiopental  intravenously  after  birth  of  the 
baby  for  the  time-consuming  closure  of  the  ab- 
dominal wall.  How-ever,  we  have  rarely  exceeded 
200  mg. 
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TABLE  II. — 125  Cesarean  Sections  Under  Epidural  Anesthesia  (April  1,  1950,  to  February  1,1952) 


Number 

of 

Cases 

Agent 

Concentration 

Amount 

(Cc.) 

Transient 

Hypotension 

Remarks 

18 

Procaine 

30  to  40  2% 

0 

Frequently  necessary  to  supplement. 
Not  satisfactory 

66 

Procaine 

20  to  25  5% 

2 

Adequate  pain  relief  and  abdominal 
relaxation 

1%  used  in  the  thin,  asthenic  type 
2%  used  in  the  heavy,  sthenic  type 

41 

Xylocaine 

20  to  15 
0.5%  to  2% 

7 

(2%  solution) 

Comment 

We  are  continuing  our  series  of  epidural 
anesthesia  for  cesarean  section  with  1 to  2 per 
cent  Xylocaine,  particularly  because  we  are  now 
getting  satisfactory  results  with  it  and  the  method 
of  epidural  block  is  apparently  safe  in  trained 
hands.  All  these  patients  were  operated  on  in 
St.  Catherine’s  Hospital,  as  private  and  ward 
patients,  by  many  different  operators.  The  anes- 
thesia was  administered  by  the  attending  anes- 
thesiologists and  by  residents  in  anesthesiology 
who  had  received  adequate  training.  We  feel 
that  the  two  convulsions  in  the  series  were  pre- 
ventable and  were  minimal  complications  com- 
pared with  the  hazards  of  other  methods. 

Summary 

1.  Various  forms  of  anesthesia  for  cesarean 
section  have  been  very  briefly  described. 

2.  The  reasons  for  employing  epidural  block 
and  its  technic  have  been  discussed. 

3.  One  hundred  twenty-five  cases  of  cesarean 
section  operated  under  epidural  block  anesthesia 
are  reported. 

4.  Epidural  anesthesia  with  20  cc.  of  1 per 
cent  or  15  cc.  of  2 per  cent  Xylocaine  in  the 
sthenic  patient  has  been  found  excellent.  The 
satisfaction  of  spinal  anesthesia  without  its 
hazards  and  without  its  headaches  should  make 
epidural  block  worthwhile. 
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Discussion 

Bernard  E.  Cappe,  M.D.,  Brooklyn. — A great 
deal  of  credit  is  due  to  Dr.  Ansbro  and  his  group  for 
their  pioneer  work  in  the  use  of  anesthetic  drugs  in 
higher  concentration  for  epidural  anesthesia. 

At  the  suggestion  of  Dr.  Ansbro,  the  segmental 
epidural  catheter  technic  was  given  a trial  and  suc- 
cessfully utilized  in  nine  cases.  We  were  able  to 
corroborate  the  great  advantage  of  this  technic, 
namely,  the  production  of  regional  anesthesia  with- 
out dural  puncture  and  the  consequent  elimination 
of  the  sequelae,  arachnoiditis  and  spinal  headache. 
Any  drop  in  blood  pressure  which  occurred  was 
usually  gradual  and  therefore  more  readily  control- 
lable. 

Many  of  our  attempts  at  epidural  anesthesia  re- 
sulted in  subarachnoid  puncture,  and  these  cases 
were  converted  to  the  fractional  spinal  technic. 
Dural  puncture  with  a 16-gauge  spinal  needle  re- 
sulted in  about  a 50  per  cent  incidence  of  spinal 
headache.  There  has  been  the  constant  fear  of  an 
inadvertent  massive  spinal  anesthesia. 

We  use  the  upper  level  of  hypesthesia  as  a guide 
of  the  level  of  sympathetic  anesthetization.  There  is 
a wider  hypesthesia  area  and  therefore  a higher 
sympathetic  level  with  the  epidural  method  than 
with  the  spinal  technic.  Frequently,  the  sensory 
anesthesia  attained  with  2 per  cent  Xylocaine  epi- 
durally  is  not  as  intense  as  with  a 4 per  cent  procaine 
solution  by  the  usual  fractional  spinal  technic. 

Our  feeling  has  been  that  epidural  segmental 
anesthesia  is  a very  specialized  technic  even  for  the 
skilled  anesthesiologist  and  that  it  should  be  re- 
served for  those  cesarean  sections  which  are  com- 
plicated by  eclampsia,  severe  pre-eclampsia,  severe 
hypertension,  and  cardiac  decompensation,  where 
marked  sudden  drops  of  blood  pressure  are  prefer- 
ably avoided. 


Don’t  let  watchful  waiting  develop  into  hopeful  procrastination. — Eldridge  Eliason,  M.D. 


PROPHYLAXIS  OF  POSTSPINAL  ANALGESIA  HEADACHE 
FOLLOWING  VAGINAL  DELIVERY 

Gertie  F.  Marx,  M.D.,  and  S.  G.  Hershey,  M.D.,  New  York  City 
( From  the  Department  of  Anesthesiology,  Beth  Israel  Hospital) 


THERE  is  little  need  to  document  the  rela- 
tively high  incidence  of  headache  following 
the  use  of  spinal  analgesia.  The  clinical  impres- 
sion that  this  incidence  is  proportionately  higher 
in  obstetric  practice  as  compared  with  surgical 
practice  is  also  generally  accepted.1  In  recent 
years  the  sequel  of  headache  has  become  an 
even  greater  clinical  consideration  in  view  of  the 
widespread  use  of  low  spinal  analgesia  for  vaginal 
delivery  coupled  with  the  increased  practice 
of  early  ambulation. 

The  theories  of  causation  of  headache  have 
been  amply  discussed  by  many  others.  Current 
feeling  seems  to  favor  the  spinal  fluid  leakage 
concept  as  a critical  but  not  a sole  factor.2,3 
Even  more  widely  reported  have  been  ways  and 
means  of  minimizing  and  treating  this  entity.4 
Most  of  these  therapeutic  modalities  are  well 
known  and  need  not  be  reviewed  at  present. 

This  report  is  an  attempt  to  determine  the 
prophylactic  rather  than  the  therapeutic  influence 
of  certain  of  these  modalities  on  the  incidence 
and  severity  of  postspinal  analgesia  headache 
following  vaginal  delivery. 

Material 

A total  of  250  patients,  divided  into  five  equal 
groups,  were  utilized  for  this  study.  Each  group 
was  run  consecutively  without  any  means  of 
selection  other  than  the  numeric  order  of  admis- 
sion to  the  delivery  room.  For  the  entire  series 
all  spinal  taps  were  accomplished  with  a 22- 
gauge  lumbar  puncture  needle  with  the  patient 
in  the  sitting  position  for  thirty  seconds  following 
the  injection  of  2.6  mg.  of  dibucaine  in  5 per  cent 
dextrose  (“Heavy”  Nupercaine,  Ciba).  In  all 
cases  utilized  for  this  comparative  study  lumbar 
puncture  was  successful  at  first  insertion  of  the 
needle.  Cases  requiring  multiple  punctures  or 
subsequent  inhalation  anesthesia  were  not 
included.  Similarly,  all  of  these  patients,  in 
so  far  as  could  be  ascertained,  had  uneventful 
pre-  and  postpartum  courses.  Patients  with 
known  or  suspected  toxemia,  pre-eclampsia, 
cystitis,  pyelitis,  endometritis,  or  any  other 
abnormal  finding  were  eliminated  from  the  study. 
None  of  these  cases  was  admitted  to  a large 
ward  postpartum.  Each  was  returned  from 
the  delivery  room  to  single,  double,  or  occasion- 
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ally  six-bed  occupancy  rooms  in  such  rotation  as 
to  avoid  early  contact  with  each  other.  The 
nurses  and  residents  were  prohibited  from  ques- 
tioning these  patients  concerning  headaches  or 
to  mention  any  of  the  related  symptoms. 
Follow-up  was  accomplished  by  the  anesthesi- 
ologist only. 

Treatment 

The  prophylactic  influence  of  intravenous 
hydration,  vitamin  B (Parentosol-B,  Squibb), 
and  dimenhydrinate  (Dramamine,  Searle)  was 
observed  as  outlined  below : 

Group  I,  Control  {50  Cases). — No  prophylactic 
therapy. 

Group  II,  Hydration  {50  Cases). — Received  1 
L.  of  5 per  cent  glucose  in  normal  saline  intra- 
venously immediately  following  the  onset  of 
anesthesia.  Infusions  were  completed  before 
patients  were  returned  to  their  rooms. 

Group  III,  Hydration  plus  Vitamin  B {50 
Cases). — Treated  as  in  group  II  but  with  2 cc. 
of  Parentosol-B*  added  to  the  infusion. 

Group  IV,  Dramamine  {50  Cases). — Received 
eight  50-mg.  oral  doses  of  Dramamine  in  follow- 
ing manner:  first  dose  after  expulsion  of  placenta, 
second  dose  four  to  eight  hours  later,  remaining 
six  doses  at  7 a.m.  (5  a.m.  for  nursing  mothers) 
and  2 p.m.  for  three  consecutive  days.  The 
morning  doses  were  timed  to  precede  arising  by 
approximately  thirty  minutes. 

Group  V,  Dramamine  plus  Hydration  {50 
Cases). — Treated  as  in  groups  II  and  IV. 

Results 

Headache  was  diagnosed  only  if  the  patient 
mentioned  it  or  any  of  the  commonly  related 
symptoms.  They  were  classified  according  to 
intensity  as  follows: 

Slight — No  change  in  patient’s  activity,  no 
medication  requested  or  prescribed. 

Mild — No  change  in  activity,  but  medication 
requested.  Relieved  by  aspirin,  Dram- 
amine (in  non-Dramamine  groups),  or 
single  injection  of  caffeine  sodium  ben- 
zoate. 

Moderate — Interfered  with  usual  activity  but 
patient  willing  to  leave  bed. 
Treatment  requested  but  symp- 

* Contains  10  mg.  thiamine  hydrochloride,  4 mg.  ribo- 
flavin, 200  mg.  niacinamide  per  cc. 
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TABLE  I. — Incidence  and  Severity  of  Postspinal  Headache  Following  Vaginal  Delivery  (250  Cases) 


Groups 

Slight 

Mild 

Moderate 

Severe 

Total 

I — Control  (50  cases) 

4 (8%) 
1 (2%) 

8(16%) 

4(8%) 

2(4%) 

3 (6%) 

19  (38%) 

II — Hydration  (50  cases) 

10  (20%) 

1 (2%) 

14  (28%) 

III — Hydration,  Vitamin  B (50  cases) 

3 (6%) 

9 (18%) 

3 (6%) 

1 (2%) 

16(32%) 

IV — Dramamine  (50  cases) 

2 (4%) 

2 (4%) 

0 

0 

4(8%) 

V — Dramamine,  Hydration  (50  cases) 

1 (2%) 

1 (2%) 

0 

0 

2 (4%) 

toms  not  relieved  by  above  medica- 
tion. Required  injection  of  ergot- 
amine  (DHE45,  Sandoz)  for  signifi- 
cant relief. 

Severe — Incapacitated,  confined  to  bed,  unwill- 
ing to  sit  up.  Little  response  to  any 
of  above  therapy.  Better  response  to 
epidural  saline  injection. 

Table  I illustrates  the  results  observed  for 
each  of  the  five  groups.  It  seemed  apparent 
in  this  study  that  there  was  little  significant 
difference  in  the  incidence  and  severity  of  head- 
ache in  the  first  three  groups  which  received  no 
therapy  (controls),  intravenous  fluids,  and  fluids 
plus  vitamin  B,  respectively.  In  fact,  the  group 
receiving  vitamin  B with  fluids  was  closer  to 
the  control  group  than  the  group  receiving  fluids 
alone.  Compared  with  these  first  three  groups 
the  incidence  and  severity  of  headache  was 
significantly  lower  in  groups  IV  and  V which 
received  Dramamine  and  Dramamine  plus  fluids. 
The  average  incidence  for  groups  II  and  III  was 
30  per  cent  (control,  group  I,  38  per  cent),  as 
compared  with  a 6 per  cent  average  for  groups 
IV  and  V.  As  in  most  other  reports* 1 2 3 4 5  the  majority 
of  headaches  in  the  entire  series  were  slight  or 
mild  (41  of  the  55  recorded).  It  is  noteworthy, 
however,  that  there  were  no  moderate  or  severe 
headaches  observed  in  either  of  the  groups  receiv- 
ing Dramamine. 

Comment 

From  this  study  the  value  of  parenteral  fluid 
and  vitamin  B in  the  prophylaxis  of  headache 
seems  questionable.  This  does  not  of  itself 
negate  the  claim  regarding  the  salutary  effects 
of  hydration  in  the  active  therapy  of  headache.6 
In  fact,  there  are  valid  reasons,  unrelated  to 
headache,  for  administering  infusions  to  par- 
turient patients  who  tend  to  become  dehydrated 
in  the  period  just  preceding  and  following  deliv- 
ery. The  significant  feature  of  these  compara- 
tive observations  is  the  indication  of  the  value 
of  Dramamine  in  the  prophylaxis  of  postspinal 
analgesia  headache.  This  drug  seemingly 
reduces  both  the  incidence  and  severity  of  this 
annoying  sequel  to  a useful  anesthetic  technic 
in  obstetrics. 

Once  severe  headache  has  occurred,  specific 
therapy  is  notoriously  inexact  and  disappointing. 


The  long  list  of  remedies  that  have  been  advocated 
testifies  to  this  general  experience.7  Results  with 
Dramamine  too  are  not  as  satisfactory  in  the 
treatment  of  headache  as  in  its  prophylaxis. 
Since  the  incidence  of  headache  in  vaginal  de- 
livery following  spinal  analgesia  is  relatively 
high,  it  would  seem  valid  procedure  to  anticipate 
its  occurrence  and  to  attempt  to  circumvent  it, 
since  specific  effective  means  to  treat  it  actively 
are  not  entirely  satisfactory.  In  this  regard 
Dramamine  seems  to  merit  wider  clinical  trial 
in  the  prevention  of  headache. 

Dramamine  is  a relatively  specific  remedy  for 
motion  sickness.  Its  value  here  may  be  related 
to  the  superficial  similarity  between  headache 
and  motion  sickness  in  regard  to  the  nausea, 
vertigo,  and  emotional  disturbance  that  may  be 
common  to  both.  As  a drug  it  is  one  of  the  large 
and  growing  group  of  antihistaminic  agents 
which,  usually  for  obscure  reasons,  seem  effective 
in  a wide  and  totally  unrelated  variety  of  dis- 
orders, including  headache.  Benadryl,  another 
antihistaminic  used  prophylactically,  has  been 
reported  by  Shannon8  as  favorably  influencing 
the  incidence  of  postspinal  headache. 

Summary 

In  a controlled  study  of  five  groups  of  50 
patients  each,  the  prophylactic  value  of  hydra- 
tion, vitamin  B,  and  Dramamine  on  the  incidence 
and  severity  of  postspinal  analgesia  headache 
following  vaginal  delivery  was  observed.  Dram- 
amine, one  of  the  antihistaminic  group  of 
drugs,  seemed  to  influence  both  the  incidence 
and  severity  of  headache  favorably.  It  is  sug- 
gested that  this  drug  be  given  wider  clinical 
trial  in  the  prophylaxis  of  headache. 

The  authors  wish  to  acknowledge  the  invaluable  aid  ren- 
dered them  in  this  study  by  the  members  of  the  Obstetric 
Staff,  Dr.  Myron  E.  Goidblatt,  attending  obstetrician,  Beth 
Israel  Hospital. 
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Discussion 

Donald  Brace,  M.D.,  New  York  City. — In 
discussing  this  paper  I should  first  of  all  like  to 
commend  Drs.  Marx  and  Hershey  on  their  well- 
organized  and  scientific  study  of  the  problem  of 
postspinal  headache  following  vaginal  delivery. 
Their  efforts  have  been  directed  toward  prevention 
rather  than  cure,  and  I think  we  are  all  agreed  that 
such  prophylaxis  must  be  found  if  spinal  analgesia, 
which  does  indeed  have  many  advantages,  is  to  be 
continued  for  vaginal  delivery. 

I believe  we  can  make  no  adverse  criticism  what- 
ever of  the  scientific  approach  to  this  study.  As 
might  be  expected,  saline  infusion  proved  of  some 
value  in  reducing  both  incidence  and  severity  of 
headaches.  The  most  beneficial  results,  however, 
were  apparently  obtained  by  the  use  of  Dramamine 
alone  and  Dramamine  with  hydration.  This 
therapy  seems  to  have  reduced  headaches  quanti- 
tatively and  qualitatively.  Those  which  did  occur 
(2  to  4 per  cent)  were  only  slight  or  mild,  and  on 
this  basis  we  should  concur  that  Dramamine  should 
be  given  wider  clinical  use  in  prophylaxis  of  post- 
spinal  headache. 

However,  there  are  two  very  important  factors 
which  have  not  been  given  any  consideration: 

1.  The  conceded  fact  that  postspinal  headaches 
occur  in  irregular  cycles,  even  without  prophylactic 
treatment.  We  sometimes  go  for  many  weeks 
without  a single  headache  occurring,  and  then, 
suddenly,  several  will  occur  within  a very  short 
period  of  time.  This  fact  would  indicate  that  if 
the  study  had  been  extended  over  a longer  period 
of  time,  perhaps  over  several  months,  and  with  a 
larger  group,  the  results  might  have  been  quite 


different  from  those  shown  by  Drs.  Marx  and 
Hershey. 

2.  The  constitutional  makeup  of  the  patient 
and/or  other  disturbing  psychogenic  influences. 
Dr.  John  Adriani  of  the  Charity  Hospital,  New 
Orleans,  writes  me,  and  I quote,  “the  incidence  of 
spinal  headache  following  delivery  and  cesarean 
section  has  been  surprisingly  low.  This  may  be 
due  to  the  fact  that  the  I.Q.  of  many  patients  here 
is  low.  It  seems  to  me  that  the  more  intelligent 
patients,  such  as  one  encounters  in  private  hospitals, 
seem  to  have  a higher  incidence  of  headaches.” 
We  all  know,  of  course,  that  the  threshold  of  pain 
varies  markedly  in  different  individuals. 

Drs.  Marx  and  Hershey  have  made  reference  to 
the  work  of  Dr.  Shannon,  who  effectively  used 
Benadryl  for  the  relief  of  postspinal  headaches. 
The  efficacy  of  two  antihistamines,  Benadryl  and 
Dramamine,  without  a known  reason  why  they 
should  afford  relief,  may  mean  that  there  is  a hista- 
mine component  in  spinal  headache.  An  additional 
explanation  might  be  that  the  antihistamines  are 
central  nervous  system  depressants  (hypnotics) 
and  are  slightly  analgesic.  Whatever  the  reason 
for  their  effectiveness,  I think  that  the  study  under 
discussion  has  decisively  shown  that  Dramamine 
has  been  effective  in  reducing  the  incidence  and 
severity  of  headache,  and  this  drug  merits  wider 
clinical  trial.  I would,  however,  like  to  suggest 
that  a 25-gauge  2 1 /2-inch  needle  be  substituted  for 
the  22-gauge  needle  which  was  used  in  the  above 
tests.  At  Flower  and  Fifth  Avenue  Hospitals  we 
have  found  that  when  a 25-gauge  needle  was  used, 
the  incidence  of  headache  was  reduced  to  slightly 
more  than  1 per  cent.  It  is  reasonable,  then,  to 
hope  that  the  combined  benefits  from  the  use  of  the 
25-gauge  needle  together  with  the  Dramamine 
and  hydration  therapy  might  almost  entirely  elimi- 
nate the  hazard  of  spinal  headache. 
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THE  USE  OF  NAPHTHOIC  ACID  ESTER  (BONACAINE-G 
BITARTRATE*  *)  AS  A LOCAL  ANESTHETIC 

Preliminary  Report 

David  J.  Graubard,  M.D.,  Lester  Breidenbach,  M.D.,  Abraham  Alpin,  M.D.,  and 
Harry  Soroff,  M.D.,  New  York  City 

( From  the  Department  of  Surgery  and  Anesthesia,  Beth  David  Hospital) 


THE  development  of  local  anesthetics  of  low 
toxicity  and  long  duration  has  been  the  goal 
of  many  chemists.  Investigation  of  some  com- 
pounds, stated  by  Fisk  and  Underhill  in  1932  to 
be  esters  of  naphthoic  acid,  disclosed  that  these 
esters  were  not  adequate  as  local  anesthetics 
since  they  produced  irritative  reactions.1  Early 
in  1945,  Sieger  suggested  that  a modification 
of  one  of  these  esters,  namely  diethylaminoethyl 
ester  of  3 hydroxy-2  naphthoic  acid  (Bona) 
might  exhibit  desirable  anesthetic  properties.2 
As  a result  of  many  investigations,  Ziegler  found 
that  gamma  diethyIaminopropyl-2  hydroxy-3 
naphthoate  was  the  least  irritating  of  the  esters 
studied.3 

It  is  the  purpose  of  this  paper  to  present  a 
preliminary  report  on  the  clinical  investigation 
of  the  use  of  Bonacaine-G  Bitartrate  as  a local 
anesthetic.  For  purposes  of  comparison  the 
local  anesthetic  power  of  Bonacaine-G  Bitartrate 
was  compared  to  that  of  procaine  hydrochloride. 

Pharmacology 

The  1 per  cent  solution  of  Bonacaine-G 
Bitartrate  has  a pH  of  3.85.  Its  solubility  in 
water  at  25  C.  is  3.5  per  cent.  The  approximate 
LD50  in  mg.  per  Kg.  of  body  weight  in  the  mouse 
is  as  follows:  (1)  subcutaneously  600,  (2)  intra- 
peritoneally  275,  (3)  intravenously  46. 4 

The  chemical  structure  of  Bonacaine-G  is 
shown  in  Fig.  1. 

Method 

It  is  generally  agreed  that  the  simplest  com- 
parison to  be  made  of  two  local  anesthetics  is 
by  . . The  production  of  local  anesthetic  skin 
wheals  on  the  arms.”5  The  errors  involved  in 
this  comparison  are  few  since  individual  varia- 
tions can  be  managed  by  cross-over  technics.5 
Since  this  method  serves  to  compare  only  symp- 
toms of  reaction,  in  order  to  obtain  comparative 
data  on  action  at  point  of  administration,  area 
of  anesthesia,  and  duration  of  anesthesia,  the 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  14,  1952. 

* The  authors  are  indebted  to  the  Heyden  Chemical  Cor- 
poration for  the  generous  supplies  of  Bonacaine-G  Bitartrate 
used  in  this  study. 
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Fig.  1.  Chemical  structure  of  Bonacaine-G  and 
procaine  hydrochloride. 


following  additional  procedure  was  adopted: 

The  junction  of  the  upper  and  middle  thirds  of 
the  flexor  surface  of  the  forearm  was  the  site 
selected  for  the  injection  of  the  two  local  anesthet- 
ics under  comparison.  Arbitrarily  the  right  arm 
was  used  for  the  injection  of  Bonacaine-G  Bitar- 
trate and  the  left  for  the  injection  of  procaine 
hydrochloride.  One  per  cent  solution  of  each 
anesthetic  0.25  cc.  was  the  amount  injected. 
In  each  case  observations  as  to  local  reaction, 
area  of  anesthesia,  and  duration  were  made  for 
a period  of  one  hour. 

The  stimulus  to  produce  pain  was  the  point  of 
a Hagedorn  needle  which  projected  1 mm.  above 
the  surface  of  any  ordinary  cork  measuring  3 
cm.  in  diameter.  Measurements  of  the  surface 
area  of  anesthesia  were  determined  subjectively 
by  the  patients’  response  to  the  presence  or 
absence  of  pain  upon  stimulation. 

To  check  the  reliability  of  this  subjective 
data  a clinical  dermo meter  was  used.  This 
instrument  provides  a simple  means  of  measuring 
the  electrical  resistance  of  the  skin  and  of  observ- 
ing the  changes  in  this  resistance  which  are  pro- 
duced by  physiologic  stimuli. 

The  electrical  skin  resistance  was  measured 
prior  to  injection,  at  stimulation,  immediately 
after  the  injection  of  the  anesthetic  compounds, 
and  at  frequent  intervals  during  the  next  hour. 
In  order  to  test  further  the  reliability  of  the  sub- 
jective and  objective  data  thus  acquired,  the  tip 
of  the  index  finger  of  each  hand  was  subjected 
to  painful  stimulation  as  frequently  as  the 
anesthetized  area.  The  purpose  of  this  procedure 
was  to  aid  in  the  determination  of  any  possible 
change  in  the  individual’s  threshold  of  pain. 

The  tests  were  performed  on  25  patients. 
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TABLE  I. — Comparison  of  Local  Anesthetics  in  a 
Patient* 


Bonacaine-G 

Bitartrate 

Procaine 

Hydrochloride 

Objective  results 
Initial  reading 
Stimulation  response 
Stimulation  response, 
index  finger 

Right  Forearm 

13.000  ohms 

12.000  ohms 

11.000  ohms 

Left  Forearm 

13.000  ohms 
11,500  ohms 

1 1 .000  ohms 

Change  Change 

Subjec-  in  in 

tive  Ohms  Subjective  Ohms 

Subjective  Re- 


sponse 

Immediate 


stimulation 

no 

pain 

500 

slight  pain 

1 ,500 

10  minutes 

no 

pain 

no 

change 

no  pain 

300 

30  minutes 

no 

pain 

200 

slight  pain 

500 

40  minutes 

no 

pain 

300 

moderate  pain 

500 

60  minutes 

no 

pain 

200 

moderate  pain 

300 

Area  of  anes- 
thesia 5.3  sq.cm.  1.13  sq.cm. 

Duration  of  an- 
esthesia Complete  anes-  Return  of  pain  in  30 

thesia  at  end  of  minutes 
hour  


* Patient  C.  W.,  Case  4,  age  36,  male,  appendectomy,  12 
days  postoperative. 


The  only  criterion  for  their  selection  was  the 
nonadministration  of  medication  for  at  least 
twenty-four  hours  prior  to  the  time  of  investi- 
gation. Table  I is  illustrative  of  our  procedure. 


Results 

The  following  is  a comparison  between  Bona- 
caine-G  Bitartrate  and  procaine  hydrochloride 
based  upon  the  results  obtained  in  the  testing 
of  the  25  patients  included  in  this  investigation; 


Area 
Duration 
"After  Pain” 


Bonacaine-G 
Bitartrate 
10.03  sq.  cm. 
57  minutes 
None 


Procaine 
Hydrochloride 
4.21  sq.  cm. 
33.8  minutes 
Present 


Conclusions 

From  the  above  data  it  would  seem  that 


Bonacaine-G  Bitartrate  is  superior  to  procaine 
hydrochloride  as  a local  anesthetic  and  that  fur- 
ther clinical  use  and  investigation  are  indicated . 
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Discussion 

Solis  Resnick,  M.D.,  Manhasset. — Dr.  Graubard 
and  his  associates  should  be  congratulated  for  calling 
our  attention  to  the  fact  that  procaine  hydrochlo- 
ride, the  local  anesthetic  agent  so  universally  em- 
ployed at  present,  is  not  entirely  satisfactory.  The 
busy  surgeon  generally  finds  that  procaine  must  be 
used  in  rather  large  amounts  to  be  effective,  too 
often  both  local  and  systemic  toxic  reactions  appear, 
and  its  anesthetic  effects  wear  off  much  too  soon. 

By  their  simple  but  effective  experiments  the 
authors  have,  I believe,  definitely  proved  that  Bona- 
caine  is  far  superior  to  procaine  since  (1)  it  is  less 
toxic,  as  shown  by  exhaustive  pharmacologic  experi- 
ments by  scientists  at  the  Heyden  Chemical  Corpo- 
ration; (2)  its  anesthetic  action  lasts  longer;  (3) 
it  covers  a larger  area;  (4)  it  is  free  of  local  irrita- 
tion. 

For  a better  clinical  evaluation  of  this  new  agent, 
I thought  it  desirable  to  employ  it  on  plastic  surgical 
cases  where  a good  local  anesthetic  agent  is  of  para- 
mount importance.  Accordingly,  several  rhino- 
plasties were  performed  with  Bonacaine  by  a num- 
ber of  plastic  surgeons.  Because  of  the  limited 
amount  of  the  agent  obtainable  when  this  investiga- 
tion was  undertaken,  the  number  of  cases  was  too 
few  for  statistical  evaluation.  Nevertheless,  all 
the  surgeons  were  enthusiastic  in  expressing  their 
personal  opinions  about  the  action  of  Bonacaine. 
All  agreed  that  (1)  much  less  of  the  agent  was 
needed;  (2)  duration  was  definitely  prolonged; 
(3)  no  toxic  effects  were  noted;  (4)  no  local  irrita- 
tion was  observed. 


EYES  FOR  THE  FUTURE 

A youngster  who  tilts  or  thrusts  his  head  forward 
when  looking  at  near  or  distant  objects  is  signaling 
his  need  for  an  eye  examination  just  as  surely  as  the 
child  who  rubs  his  eyes  frequently,  frowns  or  tries  to 
“brush  away  a blur,”  according  to  a pamphlet  just 
published  by  the  National  Society  for  tne  Prevention 
of  Blindness. 


The  pamphlet,  titled  “Eyes  for  the  Future,”  in- 
cludes a list  of  danger  signals  of  eye  trouble  in  child- 
ren and  simple  suggestions  on  eye  care  from  the 
child’s  birth  until  he  is  sixteen.  Single  copies  are 
available  free  from  the  Society,  1790  Broadway, 
New  York  19,  New  York. 


Case  Reports 


ACUTE  MONOCYTIC  LEUKEMIA  RESPONSIVE  TO  ACTH  THERAPY 


. George  Sharnoff,  M.D.,  and  Edwin  Raymond,  M.D.,  Mount  Vernon,  New  York 


( From  the  Departments  of  Pathology  and  Medicine,  Mount  Vernon  Hospital) 


npHE  case  herein  reported  appears  to  be  the  first 
instance  observed  of  acute  monocytic  leukemia 
in  a child  with  two  temporary  clinical  and  hema- 
tologic remissions  produced  by  ACTH  therapy. 
Reports  to  date  indicate  that  although  temporary 
remissions  have  been  attained  with  the  use  of  corti- 
sone and  ACTH  in  myelogenous  and  lymphatic  leu- 
kemia,1-5 especially  in  children,  all  are  agreed  that 
monocytic  leukemia  is  refractory  or  may  be  acceler- 
ated by  these  substances.6-9  Therefore  the  obser- 
vations made  in  this  patient  seemed  worthy  of  re- 
port. 

Case  Report 

This  seven-year-old  white  male  child  was  first 
seen  at  the  Mount  Vernon  Hospital  on  October  15, 
1950,  with  the  chief  complaints  of  marked  weakness 
of  several  months  duration  beginning  in  June  of  the 
same  year.  He  also  complained  of  headache  and 
stiff  neck.  On  separate  occasions  in  June  and  July 
he  had  been  given  penicillin,  sulfonamides,  and 
chloramphenicol,  the  latter  for  possible  infectious 
mononucleosis,  but  all  without  benefit.  Between 
July  and  October,  1950,  he  was  seen  at  Memorial 
Center,  New  York;  Simpson  Memorial  Center,  Ann 
Arbor,  Michigan,  and  by  Dr.  Nathan  Rosenthal  of 
New  York  City,  where  in  each  instance  peripheral 
blood  and  bone  marrow  studies  were  performed  and 
a diagnosis  of  acute  monocytic  leukemia  was  made. 

On  admission  to  Mount  Vernon  Hospital  physical 
examination  revealed  the  child  was  bedridden,  list- 
less, and  weak,  with  sallow  skin  and  pallid  mucous 
membranes.  Heart  and  lungs  were  negative.  The 
abdomen  was  soft  with  liver  and  spleen  not  palp- 
able. There  was  no  lymphadenopathy.  Radio- 
graphic  examination  of  the  chest  was  negative. 
Urinanalysis  revealed  2 plus  albumin  but  was 
otherwise  negative.  A blood  count  revealed  8.6 
Gm.  of  hemoglobin,  3,200,000  red  blood  cells,  and 
3,100  white  blood  cells  per  cu.  mm.  The  differ- 
ential count  revealed  18  per  cent  monocytes  with  a 
normal  distribution  of  other  cells.  The  patient  was 
given  a transfusion  of  500  cc.  of  blood  and  dis- 
charged. Bone  marrow  studies  were  not  permitted 
at  any  time.  While  at  home  the  patient  was  given 
vitamin  Bi2  in  therapeutic  doses  with  some  improve- 
ment of  the  hemoglobin  and  red  cell  count.  He 
gained  weight  and  felt  improved. 

He  was  readmitted  to  the  hospital  on  November 


27,  1950,  because  of  a throat  infection.  At  this 
time  hypertrophy  and  some  reddening  of  the  gums 
was  noted.  A blood  count  revealed  11.8  Gm.  of 
hemoglobin,  4,500,000  red  blood  cells,  and  32,300 
white  blood  cells  per  cu.  mm.  The  differential 
count  revealed  8 per  cent  band  cells,  8 per  cent  poly- 
morphonuclear neutrophils,  1 per  cent  eosinophils, 
23  per  cent  lymphocytes,  7 per  cent  blast  cells,  and 
53  per  cent  monocytic  cells.  Some  of  the  latter  had 
the  appearance  of  promyelocytes.  The  platelets 
were  noted  as  markedly  decreased.  A heterophil 
agglutination  test  was  negative.  The  throat  infec- 
tion cleared  with  chloramphenicol  therapy,  and  he 
was  released  from  the  hospital  December  2,  1950, 
when  he  refused  to  remain  longer. 

Three  days  later,  on  December  5,  1950,  he  de- 
veloped severe  pains  in  both  hands  and  feet  simul- 
taneously with  the  appearance  of  purpura  in  the 
mucous  membranes  of  the  mouth  and  in  the  skin. 
When  readmitted  to  the  hospital,  he  again  mani- 
fested a moderate  anemia.  The  white  cell  count 
rose  to  123,000  per  cu.  mm.  with  62  per  cent  mono- 
cytic cells  noted  in  the  smear.  Platelets  were 
markedly  decreased.  Blood  counts  done  every 
other  day  for  the  next  two  weeks  revealed  a gradual 
decrease  in  hemoglobin  and  red  and  white  blood 
cells.  The  latter  was  recorded  as  23,000  per  cu. 
mm.  on  December  18.  On  the  same  day  the  num- 
ber of  monocytes  seen  in  the  smear  was  recorded  as 
76  per  cent.  Following  a Thorn  test  with  0.3  cc.  of 
epinephrine  and  a 29  per  cent  reduction  in  circulat- 
ing eosinophils,  the  patient  was  decidedly  improved 
clinically  for  several  days.  On  December  21  treat- 
ment with  10  mg.  of  ACTH  every  six  hours  was 
begun.  For  the  next  sixteen  days  there  followed  a 
gradual  fall  in  hemoglobin  and  red  and  white  cell 
counts  with  a rapid  rise  in  platelets  to  normal  levels. 
On  January  6 with  a marked  leukopenia  of  1,800 
white  blood  cells  per  cu.  mm.,  the  differential  count 
revealed  4 per  cent  blast  cells  and  10  per  cent  mono- 
cytic cells.  Clinical  improvement  was  striking. 
The  child  was  active  and  eating  well.  For  the  next 
twelve  days  there  was  a moderate,  constant  rise  in 
hemoglobin  and  red  cell  count.  However,  one 
blood  transfusion  of  500  cc.  was  given  on  January 
10.  Beginning  January  18,  although  leukopenia 
persisted,  no  abnormal  cells  were  observed  in  the 
peripheral  blood  smears. 

He  was  discharged  markedly  improved  clinically 
on  January  20  to  continue  ACTH  therapy  at  home. 
Raw  spleen  was  added  to  his  diet.  ACTH  treat- 
ment was  continued  with  weekly  blood  counts  done. 
Beginning  in  March,  ACTH  therapy  was  decreased 
to  30  mg.  daily  for  three  weeks  and  then  discontin- 


ACTHAR  was  supplied,  in  part  gratis,  by  the  Armour 
Laboratories,  Chicago,  Illinois,  through  the  kindness  of  G.  W. 
Bissell,  M.D.,  assistant  medical  director. 
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ued.  The  hemoglobin  and  red  and  white  cell  counts 
continued  to  improve,  the  latter  reaching  normal 
levels  and  revealing  normal  differential  counts  ex- 
cept for  some  lymphocytosis.  However,  on  May  2 
the  differential  count  again  revealed  abnormal  cells 
in  the  peripheral  blood.  At  this  time  the  hemo- 
globin was  11.8  Gm.,  the  red  cell  count  4,200,000 
and  the  white  cell  count  53,000  per  cu.  mm.  The 
differential  count  revealed  12  per  cent  blast  cells  and 
60  per  cent  monocytic  cells.  Platelets  were  again 
decreased.  On  May  12  ACTH  therapy  was  again 
resumed,  the  patient  receiving  40  mg.  daily.  Again 
anemia  and  leukopenia  occurred  with  all  abnormal 
cells  disappearing  from  the  peripheral  blood.  Plate- 
lets were  again  noted  as  adequate.  The  patient 
improved  clinically.  However,  this  remission  lasted 
less  than  two  months  in  contrast  to  the  initial  re- 
mission of  approximately  three  and  one-half 
months,  for  on  July  10,  despite  continuance  of 
therapy,  abnormal  cell  forms  again  appeared  in  the 
peripheral  blood  smear.  However,  the  hemoglobin 
and  red  and  white  cell  counts  as  well  as  platelets 
remained  unchanged  temporarily.  The  clinical 
status  deteriorated.  He  began  to  complain  of 
pains  in  his  extremities.  Purpura  appeared  in  the 
mucous  membranes  and  skin.  The  cervical  lymph 
nodes  became  enlarged.  The  spleen  was  definitely 
palpable.  He  had  a daily  rise  in  temperature,  and 
he  became  mentally  confused.  Because  of  his 
mental  status  ACTH  therapy  was  reduced  to  30  mg. 
daily.  The  white  cell  count  rose  to  136,000  per  cu. 
mm.  The  blood  smears  revealed  chiefly  blast 
cells  and  atypical  monocytes  totaling  80  per  cent. 
ACTH  therapy  was  again  increased  to  15  mg.  every 
six  hours.  The  white  cell  count  again  dropped  to 
normal  levels  in  a few  days  and  then  increased  to 
20,000  per  cu.  mm.  However,  atypical  cells  totaling 
60  to  70  per  cent  were  constantly  observed  in  the 
smears.  He  finally  expired  September  6,  1951, 
approximately  fifteen  months  after  the  onset  of  his 
illness.  Permission  for  autopsy  was  not  obtained. 

Comment 

The  two  clinical  and  hematologic  remissions 
observed  here  in  an  instance  of  acute  monocytic 
leukemia  are  similar  to  those  observed  in  other 
forms  of  acute  leukemia  treated  with  steroids  and 
folic  acid  antagonists.  The  clinical  improvement 
consisted  of  an  increase  in  appetite,  increase  in  body 
weight,  normal  growth,  and  a resumption  of  normal 
activities.  The  hematologic  remissions,  as  noted  in 
the  peripheral  blood  only,  revealed  marked  improve- 
ment in  hemoglobin  and  red  cell  count,  the  develop- 
ment of  leukopenia  followed  by  a return  to  normal 
leukocyte  counts,  and  disappearance  of  abnormal 
cell  forms  in  the  blood  smears.  At  no  time  were 
signs  of  hypercortisonism  observed  with  the  possible 


exception  of  mental  confusion  in  the  terminal  stage 
when  the  disease  finally  became  refractory  to  ther- 
apy. 

There  appears  little  doubt  that  both  remissions 
followed  ACTH  therapy  inasmuch  as  in  time  and  in 
response  the  remissions  were  identical  following  the 
initiation  of  therapy.  There  also  appears  to  be 
little  doubt  that  the  patient’s  life  was  prolonged, 
besides  maintaining  a comfortable  normal  existence. 

It  is  not  clear  why  this  patient,  as  other  leukemia 
patients,  finally  become  refractory  to  treatment. 
Experimental  evidence  to  date  appears  to  indicate 
two  possible  explanations.  The  first  is  that  the 
individuals  develop  an  immunity  to  the  substances 
administered.  Chase  and  Gordon  both  were  able  to 
demonstrate  antihormones  against  adrenocortico- 
tropic hormone  in  the  mouse  and  rat  following  the 
administration  of  these  hormones  to  the  animals.10’11 
A second  concept  is  that  the  tumor  cells  develop  re- 
sistance to  the  agents  used.  Law,  also  using  the 
mouse  as  an  experimental  animal  with  acute  leu- 
kemia, has  shown  that  the  tumor  cells  first  respond, 
then  become  resistant  to  folic  acid  antagonists,  and 
finally  develop  dependence  on  these  substances  for 
further  growth.12  In  other  words,  the  substances 
cause  a permanent  alteration  in  the  cells.  This 
may  also  be  true  of  the  effect  of  the  steroids. 

Summary 

1.  Two  clinical  and  hematologic  remissions  were 
obtained  with  ACTH  therapy  in  a child  with  acute 
monocytic  leukemia. 

2.  The  patient  lived  approximately  fifteen 
months  from  the  onset  of  illness. 

3.  Two  possible  explanations  are  presented  why 
further  remissions  were  not  obtained. 
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BORIC  ACID  POISONING 

Thomas  S.  Bumbalo,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Pediatrics,  University  of  Buffalo  School  of  Medicine,  and  the  E.  J.  Meyer  Memorial 
Hospital) 


"POR  many  years,  boric  acid  has  been  used  thera- 

peutically  as  an  antiseptic  powder,  either  alone  or 
combined  with  other  drugs,  as  a solution  for  wet 
dressings  and  irrigations  and  as  an  ointment. 
Boric  acid  and  sodium  borate  (borax)  are  described 
by  Sollmann  as  “fairly  antiseptic,  but  not  potently 
germicidal,  and  it  is  questionable  whether  they 
check  bacteria  under  clinical  conditions.  They  are 
not  deleterious  locally  or  systemically  in  the  amounts 
ordinarily  used  on  small  areas,  but  larger  doses  are 
fatal. . .directly  harmful  effects  follow  doses  of  2 to  5 
Gm.  of  boric  acid  or  borax  and  15  to  30  Gm.  may  be 
fatal.”1 

Davison  describes  boric  acid  and  borax  as  a mild 
antiseptic  that  “is  rapidly  absorbed  from  the  gastro- 
intestinal tract  and  to  a slight  extent  from  the  skin. 
Poisoning  may  result  if  boric  acid  is  swallowed.”2 
He  describes  the  usual  symptoms  of  poisoning  as 
“cold,  clammy  skin,  weak  pulse,  abdominal  pain, 
vomiting,  diarrhea  and  collapse.”  Davison  recom- 
mends as  treatment  “gastric  lavage  and  external 
heat.  Caffeine  or  hot  coffee  may  be  administered  as 
a stimulant.  Administer  an  abundance  of  alkalis 
(fruit  juices,  sodium  bicarbonate)  and  water.” 

Fatal  boric  acid  poisoning  was  reported  in  medical 
literature  as  early  as  1883. 3 In  recent  years  re- 
ports of  boric  acid  poisoning  in  infants  and  children 
have  appeared  with  increasing  frequency  in  the 
pediatric  and  surgical  literature.  Since  the  danger 
of  boric  acid  poisoning  is  more  common  than  is 
generally  appreciated,  it  becomes  necessary  to  call 
the  attention  of  all  practitioners  of  medicine  to  this 
pediatric  hazard.  This  increase  in  the  incidence  of 
boric  acid  poisoning  in  children  warrants  the  re- 
porting of  all  new  cases  in  medical  journals  of  wide 
circulation  so  that  the  general  practitioner  in  areas 
away  from  medical  centers,  from  which  most  cases 
are  being  reported,  will  become  more  aware  of  this 
preventable  cause  of  pediatric  death. 

Brooke  and  Boggs  in  a recent  paper  report  a case 
of  boric  acid  poisoning  in  a nine-month-old  white 
female  and  review  the  literature  with  sufficient 
thoroughness  to  bring  our  knowledge  of  boric  acid 
poisoning  to  date.4 

Case  Report 

T.  D.,  a fourteen-day-old,  white  male,  was  ad- 
mitted to  the  Buffalo  Children’s  Hospital  on 
December  15,  1951.  His  present  illness  had  begun 
four  days  previously  with  the  development  of  a rash 
over  the  buttocks.  The  diaper  rash  was  treated, 
with  the  consent  of  the  family  physician,  by  sprink- 
ling the  involved  area  with  boric  acid  powder  gener- 
ously and  then  covering  the  involved  area  with 
mineral  oil.  The  excoriation  over  the  diaper  area 
became  more  severe  daily  even  with  the  prescribed 
treatment.  Two  days  prior  to  admission,  the  baby 
began  to  vomit  after  each  feeding.  At  times  the 
vomiting  was  projectile  in  type.  One  day  before 
admission,  the  baby  developed  loose  stools  contain- 


TABLE  I. — Results  of  Complete  Blood  Counts 


December  15 

December  17 

Hemoglobin  (Gm.) 

16.8 

11.8 

Red  blood  cells 

5,660,000 

3,390,000 

White  blood  cells 

^ 39,200 

17,600 

Filamenteds  (per  cent) 

46 

10 

Bands  (per  cent) 

16 

28 

Lymphocytes  (per  cent) 

34 

54 

Monocytes  (per  cent) 

0 

8 

Juvenile  forms  (per  cent) 

4 

0 

ing  some  mucus  and  streaks  of  blood.  On  the  day  of 
admission,  his  buttocks  became  more  excoriated 
and  extremely  erythematous.  His  temperature  re- 
mained normal,  but  he  became  very  lethargic.  The 
urinary  output  was  reported  as  being  good  up  to  the 
day  of  admission  when  a definite  reduction  was  noted 
with  a change  in  the  color  of  the  urine  to  a dark 
yellow.  The  baby’s  weight  on  admission  was  7 
pounds,  10  ounces.  One  week  prior  to  admission 
his  weight  was  8 pounds,  6 ounches. 

Past  History. — The  baby,  born  out  of  wedlock, 
was  delivered  uneventfully  in  another  hospital. 
Upon  discharge  from  the  hospital,  the  baby  was 
taken  to  the  home  of  the  present  adopting  parents, 
who  had  the  baby  in  their  charge  for  only  four  days. 

Physical  examination  revealed  a well-developed, 
well-nourished,  lethargic,  moderately  dehydrated, 
extremely  ill,  two-week-old,  white  male.  The 
temperature  was  98.9  F.,  pulse  rate  138,  respiratory 
rate  34.  The  weight  was  7 pounds,  10  ounces. 
The  head  circumference  was  14y2  inches  and  the 
chest  133/4  inches.  The  skin  turgor  was  good.  The 
buttocks  were  markedly  erythematous  and  excori- 
ated. A fine,  erythematous,  macular  eruption  was 
noted  on  the  face  and  forehead,  chest,  and  abdomen. 
The  skin  of  both  ears  was  bright  red,  and  the  nail- 
beds  of  the  fingers  and  toes  were  moderately  cya- 
notic. The  head  was  symmetric,  the  anterior  fon- 
tanelle  which  measured  2 by  2 cm.  was  moderately 
sunken,  and  the  scalp  was  clean.  The  sclera  and 
conjunctiva  of  the  eyes  were  clear;  the  pupils  were 
round,  regular,  equal,  and  reacted  normally  to  light. 
The  funduscopic  examination  revealed  a question- 
able haziness  of  the  disk  margins  on  the  right.  The 
left  fundus  appeared  normal.  There  was  a small 
amount  of  mucopurulent  discharge  from  the  nose. 
The  mucous  membranes  of  the  throat  were  dry,  and 
the  pharynx  was  moderately  injected.  The  neck 
was  supple;  the  trachea  was  central,  and  there  were 
no  masses  present.  The  chest  was  symmetric 
without  retraction  or  splinting.  The  lungs  were 
clear,  and  percussion  and  auscultation  were  normal. 
The  heart  rate  was  rapid  and  regular.  The  heart 
tones  were  normal,  and  no  murmur  was  heard.  The 
abdomen  was  soft;  no  masses  or  organs  were  pal- 
pated. Peristalsis  was  active  throughout,  and  the 
percussion  note  of  the  abdomen  was  tympanitic. 
The  umbilicus  was  protruding  and  covered  with  a 
hemorrhagic  crustation.  Femoral  pulsations  were 
normally  present;  the  external  genitalia  were  nor- 
mal, and  the  reflexes  were  physiologic. 

Laboratory  Examination—  Results  of  complete 
blood  counts  are  given  in  Table  I. 


1913 


1914 


THOMAS  S.  BUMBALO 


[N.  Y.  State  J.  M. 


A single  specimen  of  urine  was  clear  and  yellow; 
the  reaction  was  4.5;  the  specific  gravity  was  1.020; 
it  contained  albumin,  1 plus,  and  sugar  3 plus; 
there  was  no  acetone,  and  the  microscopic  examina- 
tion was  negative.  The  spinal  fluid  was  clear  and 
colorless;  the  pressure  was  not  increased;  there 
were  no  cells  present,  and  the  Pandy  reaction  was 
negative.  The  total  protein  was  46  mg.  per  cent, 
and  the  culture  was  sterile.  A single  blood  culture 
was  negative.  A culture  from  the  throat  revealed  a 
Staphylococcus  aureus  4 plus;  coagulase  test  nega- 
tive and  Streptococcus  viridans  2 plus.  A repeat 
throat  culture  two  days  after  admission  revealed 
Bacterium  coli  1 plus.  The  nasopharyngeal  culture 
on  admission  revealed  Staph,  aureus  4 plus,  coag- 
ulase test  negative.  A repeat  nasopharyngeal  cul- 
ture two  days  after  admission  revealed  B.  coli  1 
plus.  The  stool  culture  on  admission  revealed  a 
slow  lactose  fermenting  B.  coli.  The  repeat  stool 
culture  two  days  after  admission  revealed  B.  coli 
2 plus  and  Monilia  1 plus.  A postmortem  stool 
culture  showed  no  growth.  Sensitivity  studies  on 
the  Staph,  aureus  recovered  from  the  nose  and 
throat  revealed  a 4 plus  sensitivity  to  penicillin  and 
Chloromycetin  and  no  sensitivity  to  streptomycin, 
aureomycin,  and  terramycin. 

Hospital  Course. — Immediately  upon  admission, 
the  infant  was  given  oxygen  and  an  ankle  vein  cut- 
down  was  performed  through  which  intravenous 
fluids  were  administered.  Penicillin  S-R,  400,000 
units  every  twelve  hours,  was  given.  The  buttocks 
were  thoroughly  cleansed  and  coated  with  vaseline. 
The  following  day  an  attempt  was  made  to  feed  the 
patient  a lactose  water  solution  which  was  promptly 
vomited  with  bile-stained  fluid.  This  necessitated 
the  continuation  of  the  parenteral  fluids.  At  this 
time  the  infant  became  hypertonic  and  irritable  and 
showed  an  exaggerated  startle  reflex.  The  tem- 
perature was  97.2  F.,  the  pulse  132,  and  the  respira- 
tions 36.  The  skin  of  the  face,  ears,  and  neck  be- 
came markedly  erythematous,  and  the  diaper  rash 
became  more  excoriated.  Pressure  on  the  skin  pro- 
duced a pronounced  blanching  effect  such  as  is  seen 
in  shock.  The  lips  and  nailbeds  became  cyanotic. 
The  abdomen  became  moderately  distended,  and  the 
liver  could  be  palpated  2l/i  fingerbreadths  below  the 
right  costal  margin.  The  patient  was  given  10  cc. 
of  10  per  cent  calcium  gluconate  intravenously  and 
1 grain  of  Sodium  Amytal  intramuscularly.  In 
spite  of  this  therapy,  the  patient  developed  severe 
convulsive  activity,  and  the  skin  became  deeply 
cyanotic.  Further  calcium-Sodium  Amytal  therapy 
intravenously  failed  to  quiet  the  patient.  At  this 
time  the  skin  of  the  face  and  head  became  a lobster 
red,  and  the  patient  continued  to  convulse  severely. 
The  skin  of  the  face,  scalp,  and  groins  became  ex- 
coriated, and  the  patient  died  in  status  epilepticus 
fifty  hours  after  admission. 

Postmortem  Examination. — The  skin  over  the 
entire  body  desquamated  even  with  the  gentlest 
touch.  The  skin  over  the  face,  neck,  shoulders, 
back,  buttocks,  lower  abdomen,  and  both  extremi- 
ties was  denuded  with  a bright  red  hemorrhagic 
underlying  base.  There  was  a sharp  demarcation 
between  the  normal  and  abnormal  surfaces.  The 
vessels  over  the  brain  were  markedly  injected,  but 
there  was  no  evidence  of  hemorrhage.  There  was  a 
small  amount  of  mucoid  material  in  the  left  main 
bronchus,  and  the  lungs  showed  some  edema  with 
patchy  areas  of  bronchopneumonic  consolidation 
throughout.  The  esophageal  mucosa  was  slightly 
congested  in  its  midportion.  The  intestinal  tract 
contained  a bright  green,  watery  material,  and  the 


mucosa  of  the  terminal  portion  of  the  ileum  showed 
congestion  with  areas  of  hemorrhage  and  raised 
ulceration.  The  liver,  which  was  pale,  weighed  215 
Gm.  and  showed  pinkish  patchy  areas  over  the  sur- 
face. The  adrenals  were  normal  in  size  and  on  cut 
section  showed  marked  depletion  of  cortical  lipoid. 
The  kidneys  were  normal  in  size  and  equal  bilater- 
ally. On  cut  section  the  kidneys  were  congested 
and  dark  red  in  color.  The  bladder  mucosa  was  also 
hemorrhagic. 

Toxicologic  Studies. — Determination  of  the  boric 
acid  contents  of  the  brain  and  liver  was  done  bv 
Dr.  Niels  C.  Klendshoj,  director  of  the  Division  of 
Toxicology  of  the  University  of  Buffalo  School  of 
Medicine.  The  brain  contained  60  mg.  of  boric 
acid  per  100  Gm.,  and  the  liver  contained  40  mg.  of 
boric  acid  per  100  Gm. 

Final  Diagnosis. — Acute  accidental  boric  acid 
poisoning. 

Comment 

Boric  acid  poisoning,  like  all  pediatric  poisonings, 
is  a preventable  disease.  Since  the  therapeutic 
value  of  boric  acid  in  most  instances  is  questionable 
and  since  to  date  there  is  no  satisfactory  treatment 
for  boric  acid  poisoning,  it  seems  logical  to  conclude 
that  the  only  certain  prevention  is  to  discontinue 
the  use  of  boric  acid  therapeutically.  This  conclu- 
sion is  justifiable,  even  though  the  incalculable 
amounts  of  boric  acid  used  therapeutically  are  out  of 
proportion  to  the  actual  incidence  of  fatalities  from 
boric  acid  poisoning.  This  stand  is  further  justified 
since  there  are  readily  available  many  nontoxic 
antiseptic  and  soothing  solutions  and  ointments  of 
proved  therapeutic  value  that  can  be  used  as  boric 
acid  substitutes.  Many  practitioners  for  many 
years  have  used  boric  acid  in  the  form  of  a soothing 
ointment  or  as  a solution  on  various  skin  lesions 
without  any  untoward  effect.  While  this  consti- 
tutes sufficient  clinical  evidence  that  used  in  this 
manner  boric  acid  is  relatively  a safe  medicament 
and  could  perhaps  be  so  used  safely,  the  use  of 
boric  acid  in  its  various  forms  in  hospital  treat- 
ment rooms,  hospital  floors,  and  nurseries  should 
be  discouraged  and  discontinued  because  herein 
lie  the  greatest  possibilities  of  its  mistaken  use  in 
parenteral  fluids,  in  oral  fluids,  and  as  a diluent  in 
preparing  infant  formulas. 

Summary 

Attention  is  called  to  fatal  boric  acid  poisoning 
resulting  from  the  local  use  of  boric  acid  powder  on 
excoriated  skin  surfaces  in  infants.  A report  of  a 
case  of  typical  boric  acid  poisoning  in  an  infant  with 
postmortem  and  toxicologic  studies  is  presented. 
Some  suggestions  are  presented  for  the  prevention 
of  boric  acid  poisoning  in  infants  and  children. 

333  Linwood  Avenue 
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Harry  G.  Kupperman,  M.D.,  John  Staige  Davis,  Jr.,  M.D.,  and  Harry  Bartfeld,  M.D., 
New  York  City 

( From  the  Department  of  Medicine,  New  York  University  Post-Graduate  Medical  School  and  the  Fourth  Medical 


( New  York  University)  Division,  Bellevue  Hospital) 

npHE  occurrence  of  herpes  zoster  during  cortisone 
■*"  therapy  for  rheumatoid  arthritis  has  been  re- 
ported in  one  case.1  Its  occurrence  in  patients  hav- 
ing this  disease  is  not  significant,  although  various 
skin  afflictions  and  neuralgic  symptoms  may  be  pres- 
ent. Its  incidence  in  patients  having  rheumatoid 
arthritis  is  probably  no  different  than  in  patients 
having  any  other  disease.  In  the  past  year,  how- 
ever, it  has  been  seen  in  three  patients  having 
rheumatoid  arthritis  who  were  receiving  cortisone 
therapy. 

Case  Reports 

Case  1. — G.  R.  was  a sixty-four-year-old  white 
female  who  had  a history  for  the  past  five  years  of 
pain,  swelling,  and  disability  involving  her  hands, 
wrists,  shoulders,  and  feet.  Her  appetite  was  poor, 
and  there  was  moderate  loss  of  weight.  Her  arth- 
ritis became  so  severe  as  to  cause  her  to  be  partially 
bedridden.  Physical  examination  revealed  bi- 
lateral swelling,  tenderness,  and  restriction  of  motion 
of  the  interphalangeal  joints  of  the  fingers.  Heber- 
den’s  nodes  were  also  present.  There  was  swelling 
and  tenderness  and  limited  motion  of  the  wrists  and 
ankles.  The  metatarsal-phalangeal  joints  were  also 
involved.  The  shoulders  were  tender  and  motion 
limited  and  painful.  Heart,  lungs,  and  abdomen 
were  normal.  Laboratory  data  revealed  an  erythro- 
cyte sedimentation  rate  of  65  mm.  Westergren. 
Red  cell  count  was  4,460,000,  hemoglobin  72  per 
cent,  and  white  blood  count  7,100.  X-rays  of  the 
right  hand  and  right  foot  revealed  rheumatoid  arth- 
ritis of  the  metacarpal-phalangeal,  interphalangeal 
joints,  wrists,  and  metatarsal-phalangeal  joints. 

On  October  30,  1950,  parenteral  cortisone  therapy 
was  initiated.  Over  the  first  six  days  she  received  a 
total  of  800  mg.  At  this  time  considerable  improve- 
ment was  noticed.  The  dosage  was  then  decreased 
to  60  mg.  by  injection  every  second  day.  Following 
the  fifth  injection  of  60  mg.,  she  developed  herpes 
zoster  with  severe  pain  of  the  right  chest  radiating 
to  the  gallbladder  region.  The  distribution  of  the 
herpes  involved  the  eighth,  ninth,  tenth,  and  elev- 
enth thoracic  nerves.  When  the  herpes  appeared, 
the  dosage  was  then  increased  to  100  mg.  of  cortisone 
daily  for  seven  days  by  injection.  This  had  no 
effect  on  the  pain  or  appearance  of  the  herpes  zoster. 
The  latter  continued  for  several  months. 

Case  2. — L.  D.,  a fifty-nine-year-old  female,  had  a 
history  of  pain  and  swelling  of  the  wrists,  fingers, 
and  ankles  for  one  year.  There  was  also  pain  and 
limited  motion  of  the  left  shoulder.  Physical  ex- 
amination revealed  swelling  and  tenderness  of  the 
fingers,  wrists,  and  feet.  The  liver  and  spleen  were 
palpable.  The  erythrocyte  sedimentation  rate  was 
62  mm.  Westergren,  red  cell  count  4,650,000, 
hemoglobin  90  per  cent,  white  cell  count  9,700. 

In  August,  1950,  she  was  started  on  cortisone 
therapy  parenterally  and  during  the  first  two  weeks 
received  1,500  mg.  She  felt  excellent  during  treat- 
ment but  relapsed  when  treatment  was  stopped. 


She  was  placed  on  100  mg.  parenterally  twice  a week 
for  two  weeks,  but  the  symptoms  persisted.  She 
was  then  started  on  oral  therapy,  the  dosage  varying 
between  25  mg.  once  to  three  times  a day,  for  the 
most  part  25  mg.  twice  a day.  By  October  18,  1950, 
she  had  received  2,425  mg.  of  cortisone  by  mouth. 
Dosage  was  then  continued  as  25  mg.  once  or  twice  a 
day.  In  the  begiiming,  during  oral  therapy  and 
with  clinical  improvement  of  the  arthritis,  she  felt 
gay  and  happy.  In  March,  1951,  she  began  to  feel 
depressed,  and  her  arthritis  was  not  as  good.  In 
April  and  May  she  began  to  improve  again,  espe- 
cially when  she  took  50  mg.  a day  instead  of  25  mg. 
At  this  time,  however,  she  experienced  recurrent 
pain,  and  on  May  22  she  noticed  a hemorrhagic 
raised  rash  on  her  left  leg  and  back.  The  cortisone 
was  stopped.  During  treatment  with  cortisone 
glycosuria  never  appeared.  It  was  noticed  that  her 
blood  pressure  steadily  rose  from  170/80  to  200/110. 
She  was  admitted  to  St.  Luke’s  Hospital.  On  May 
23,  1951,  an  examination  revealed  a hemorrhagic 
rash  on  the  lateral  aspect  of  the  left  leg.  Similar 
lesions  were  present  on  the  left  buttock,  over  the 
ischial  prominence,  and  the  left  side  of  the  abdomen. 
Laboratory  examination  revealed  an  erythrocyte 
sedimentation  rate  of  46  mm.  Westergren,  red  cell 
count  of  3,890,000,  hemoglobin  82  per  cent,  white 
cell  count  5,550,  blood  sugar  122  mg.  per  cent,  blood 
urea  nitrogen  11.5  mg.  per  cent,  and  urine  normal. 
The  lesions  on  her  abdomen  were  diagnosed  as 
heipes  zoster.  She  was  given  ten  x-ray  treatments 
consisting  of  200  r to  the  abdomen  every  second  day. 
After  eight  treatments  the  rash  began  to  dry  up, 
and  after  the  tenth  treatment  the  pain  disappeared. 
During  cortisone  therapy  the  enlargement  of  her 
liver  and  spleen  disappeared.  As  stated  above,  her 
systolic  and  diastolic  pressure  rose.  Shortly  after 
cortisone  was  discontinued,  a hemiplegia  developed. 
The  latter  regressed  to  a major  extent  after  three 
months. 

Case  3. — E.  M.,  a thirty-one-year-old  white  fe- 
male, was  admitted  to  Bellevue  Hospital  on  July  27, 
1951.  She  had  had  symptoms  of  arthritis  for  the  past 
one  and  one-half  years  that  began  three  weeks  after 
the  birth  of  her  second  child.  She  developed  pulling 
pains  in  her  legs,  followed  by  pain  and  swelling  of  her 
wrists,  fingers,  and  ankles,  with  limitation  of  motion 
of  these  joints.  During  1950,  she  was  treated  by 
her  physician  and  received  daily  injections  of 
cortisone  for  three  days,  followed  by  injections 
three  times  a week,  and  then  once  a week.  It  was 
then  given  orally  for  a period  of  about  two  months. 
She  received  a total  of  2,500  mg.  During  the  first 
month  of  treatment  she  felt  well,  but  she  could  not 
sleep  nights.  She  had  so  much  energy  that  she  was 
doing  household  tasks,  such  as  washing  floors,  during 
the  hours  she  should  have  been  asleep.  She  also 
noticed  some  hair  on  her  ohin.  When  cortisone  was 
stopped,  her  improvement  relapsed.  She  could, 
however,  sleep  nights  again,  and  the  hair  on  her  chin 
and  excess  energy  disappeared.  In  April  of  1951, 
her  symptoms  became  worse.  She  lost  15  pounds, 
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and  she  had  a continuous  low-grade  fever.  On 
admission  to  the  hospital,  physical  examination 
revealed  swelling,  tenderness,  and  limited  motion  of 
the  fingers  and  wrists.  There  was  also  stiffness  and 
limited  motion  of  the  elbows,  shoulders,  knees, 
ankles,  and  back,  with  pain  on  motion.  There  was 
a subcutaneous  nodule  present  behind  each  elbow. 
The  heart  was  normal  except  for  a short  aortic  sys- 
tolic murmur.  The  blood  pressure  was  110/70, 
temperature  100  F.,  and  pulse  100. 

Laboratory  studies  revealed  an  erythrocyte  sedi- 
mentation rate  of  36  mm.  Westergren,  red  blood 
count  4,700,000,  hemoglobin  70  per  cent,  white  cell 
count  10,000.  The  urine  was  normal.  Electro- 
cardiogram showed  normal  sinus  rhythm.  X-ray 
of  the  hands,  ankles,  elbows,  and  knees  showed 
changes  typical  of  rheumatoid  arthritis  with  marked 
osteoporosis.  There  was  marked  periarticular 
atrophy  of  the  joints,  especially  those  of  the  wrists 
and  the  interphalangeal  joints. 

On  the  third  hospital  day  her  temperature  rose  to 
103  F.,  and  she  was  treated  by  absolute  bed  rest  and 
acetylsalicylic  acid,  0.065  mg.  every  four  hours  ac- 
companied by  15  cc.  of  Amphogel  with  each  dose. 
She  showed  a good  response  to  this,  and  a great  deal 
of  the  pain  and  stiffness  decreased.  She  was  then 
given  physiotherapy  and  during  the  last  ten  days 
of  her  hospitalization  received  three  injections  of  10 
mg.  of  a gold  preparation  and  was  discharged  to  the 
clinic.  In  the  clinic,  during  the  last  week  of  August, 
she  received  two  injections  of  20  mg.  of  a gold 
preparation.  Her  symptoms  became  more  severe 
by  this  time.  In  September,  she  developed  a 
cystitis,  and  the  gold  was  discontinued.  She  was 
given  terramycin  250  mg.  four  times  a day  for  one 
week,  and  the  cystitis  disappeared,  but  the  arthritis 
continued.  On  September  13,  she  began  peroral 
cortisone  again,  taking  25  mg.  three  times  a day  for 
one  week,  then  25  mg.  daily  for  one  week.  She  did 
not  feel  well  on  the  smaller  dose,  so  she  increased  it 
to  25  mg.  twice  a day  the  third  week.  During  the 
fourth  week  she  took  only  two  tablets  and  felt 
pretty  bad.  She  cut  her  dosage  down  because  two 
tablets  a day  would  again  keep  her  awake  nights. 


During  the  first  three  days  of  the  fifth  week  she  took 
no  cortisone,  but  on  the  fourth,  fifth,  and  sixth  day, 
she  took  one  tablet  a day  (25  mg.).  On  the  fourth 
day  she  noticed  a rash  on  her  right  abdomen  which 
became  painful.  She  was  seen  on  October  18,  a 
week  after  the  appearance  of  the  rash,  and  ex- 
amination revealed  herpes  zoster  involving  the  dis- 
tribution of  the  right,  eleventh  and  twelfth  thoracic 
nerves.  She  was  given  aureomycin,  250  mg.  four 
times  a day  for  six  days  and  x-ray  treatment.  After 
her  second  x-ray  treatment  her  rash  was  almost  gone. 

Comment 

The  appearance  of  herpes  zoster  in  three  patients 
having  rheumatoid  arthritis  during  cortisone  therapy 
is,  in  our  belief,  coincidental.  Many  patients  have 
by  now  been  treated  with  cortisone,  and  if  this 
hormone  could  cause  its  appearance,  more  cases 
should  have  been  reported  by  now.  Its  appearance 
in  these  cases  seems  to  have  no  relation  to  whether 
the  treatment  was  intense  or  moderate  or  early  or 
late  in  the  treatment.  It  may  be  noted  that  in  the 
first  case  continued  therapy  of  cortisone,  100  mg.  a 
day  for  seven  days  parenterally,  had  no  effect  on  the 
herpes  zoster.  Reports  have  appeared  that  this 
drug  is  ineffective  in  the  treatment  of  infectious  dis- 
eases caused  by  bacteria.  In  fact,  it  enhances  the 
severity  of  these  diseases,  probably  by  an  inhibition 
of  the  antibody  response,  among  other  things.2 

Conclusion 

Cortisone  had  no  effect  on  the  incidence  and  course 
of  a virus  disease  such  as  herpes  zoster,  occurring  in 
three  cases  of  rheumatoid  arthritis. 

8 Gramercy  Park 
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NEW  CHEMICAL  REPORTED  . 

Preliminary  results  of  tests  with  a new  chemical 
described  as  the  “most  potent  nonnarcotic  found  so 
far  for  the  relief  of  pain  in  various  types  of  arthritis” 
have  been  reported. 

The  chemical,  named  phenylbutazone,  was  said 
to  have  proved  itself  the  “best  agent  so  far  found  for 
stopping  acute  attacks  of  gout.”  It  acts  with  the 
speed  of  colchicine,  the  drug  widely  used  for  bring- 


ing quick  relief,  and  at  the  same  time  produces  the 
same  prolonged  effects  of  a recently  developed 
chemical  named  benamid. 

The  tests  with  the  new  chemical  were  carried  out 
at  four  New  York  medical  institutions  by  two  groups 
of  specialists  in  the  field  of  arthritic  and  related  dis- 
orders.— New  York  Times,  June  7,  1952. 


ACUTE  URINARY  RETENTION  DURING  BANTHINE  THERAPY 

Maxwell  L.  Gelfand,  M.D.,  F.A.C.P.,  New  York  City 


A NUMBER  of  investigators  have  recently  demon- 
strated  that  the  newly  described  quarternary 
ammonium  compound,  Banthine,  is  capable  of  in- 
hibiting motility  and  secretion  of  the  resting  gastro- 
intestinal tract  as  well  as  diminishing  human  gastric 
acid  elimination. 1-6  Pharmacologically  this  drug 
behaves  very  much  like  atropine  and  has  thus  be- 
come very  useful  in  the  treatment  of  peptic  ulcer,7-9 
spastic  colitis,2  pancreatitis, 10  and  certain  other 
disturbances  in  which  overactivity  of  the  para- 
sympathetic innervation  exists.  The  recommended 
dose  of  100  mg.  every  six  hours  is  usually  given  by 
the  oral  route  but  may  also  be  employed  intra- 
muscularly. On  this  schedule  numerous  side- 
effects  have  been  noted,  consisting  of  ( 1 ) dryness  of 
the  mouth,  (2)  blurring  of  vision,  (3)  urinary  reten- 
tion, and  (4)  mental  symptoms  ranging  from  elation 
to  hypomania  and  psychosis.11  Although  most 
writers  do  not  consider  these  untoward  reactions 
troublesome  enough  to  warrant  reduction  in  dosage 
or  cessation  of  therapy,  there  are  many  patients  who 
have  been  compelled  to  discontinue  the  drug  because 
of  these  signs  of  toxicity.  The  difficulty  in  bladder 
emptying  occasionally  encountered  during  Banthine 
administration  in  patients  with  prostatic  hyper- 
trophy may  become  an  emergency  situation  requir- 
ing catheterization  and  at  times  lead  to  unnecessary 
surgery.12  The  following  case  report  illustrates  the 
development  of  severe  acute  urinary  retention  early 
in  the  course  of  Banthine  therapy  that  almost  came 
to  operation. 


Case  Report 

A.  L.,  an  eighty-two-year-old  white  male,  had 
been  suffering  from  a nonspecific  diarrhea  and  spas- 
tic colitis  for  five  years.  He  was  fairly  well  nour- 
ished for  his  age  despite  the  fact  that  he  had  lost 
about  15  pounds  during  the  illness.  The  pupils 
were  equal  and  regular  and  reacted  to  light  and 
accommodation.  The  external  ocular  movements 
were  normal,  and  there  was  no  nystagmus.  The 
fundi  presented  evidence  of  second-degree  arteri- 
osclerosis, according  to  the  Keith-Wagoner  classifi- 
cation. The  thyroid  was  not  palpable.  The  chest 
was  symmetric  and  the  expansion  equal.  The 
cardiac  dullness  was  enlarged  to  the  left,  and  a 
ringing  systolic  murmur  was  heard  over  the  entire 
precordium.  The  rhythm  was  regular,  and  the 
blood  pressure  was  200/100.  The  lungs  were 
clear.  The  abdomen  was  soft,  and  no  masses  or 
organ  edges  were  palpable.  Rectal  examination 
disclosed  a moderately  hypertrophied  prostate  but 
no  masses.  The  reflexes  were  equal  and  regular, 
and  no  pathologic  toe  signs  were  elicited.  There 
was  no  adenopathy. 

The  urinalysis  revealed  a specific  gravity  of  1.014 
with  a 1 plus  albumin  and  no  sugar.  On  micro- 
scopic examination  there  were  no  red  blood  cells  or 
pus  cells,  but  an  occasional  hyaline  cast  was  noted. 

The  blood  count  disclosed  a hemoglobin  of  90  per 
cent  with  4,850,000  red  blood  cells  and  8,500  white 
blood  cells.  A differential  count  was  entirely  nor- 
mal. The  urea  nitrogen  was  15  mg.  per  cent,  and 
the  sugar  was  118  mg.  per  cent.  The  acid  phos- 


phatase was  2.0  mg.  per  cent  and  the  alkaline  phos- 
phatase 4.0  mg.  per  cent. 

A complete  gastrointestinal  series  and  barium 
enema  failed  to  disclose  any  evidence  of  an  organic 
lesion  except  for  spastic  colitis. 

The  patient  was  placed  on  a fat-free  bland  diet 
and  given  2 cc.  of  crude  liver  extract  three  times 
weekly,  as  well  as  paregoric  for  the  control  of  the 
diarrhea.  Despite  this  conservative  regime,  he 
continued  to  have  periodic  episodes  of  severe  ab- 
dominal cramps  and  diarrhea. 

On  November  15,  1951,  he  visited  a gastro- 
enterologist who  instructed  him  to  take  50  mg.  of 
Banthine  twice  during  the  day  and  100  mg.  before 
retiring.  After  ingesting  400  mg.  of  this  drug,  he 
developed  difficulty  in  urinating  and  hematuria. 
On  the  morning  of  November  18,  1951,  he  com- 
plained of  severe  lower  abdominal  pain  and  in- 
ability to  void.  He  visited  the  emergency  room  of  a 
nearby  hospital  where  he  was  catheterized.  A 
residual  of  700  cc.  of  grossly  bloody  urine  was  ob- 
tained, and  he  was  told  to  remain  in  the  hospital  for 
prostatic  surgery,  which  he  refused.  Six  hours 
later  his  symptoms  returned.  At  this  time  the  pros- 
tate was  markedly  enlarged,  and  catheterization  re- 
sulted in  the  withdrawal  of  400  cc.  of  grossly  bloody 
urine.  A careful  history  disclosed  the  fact  that  he 
had  been  taking  Banthine  in  the  dosage  described 
above.  A Foley  retention  catheter  was  then  intro- 
duced into  the  bladder  and  left  in  situ  for  one  week. 
Twelve  hours  after  its  removal  however,  urinary 
retention  reappeared,  requiring  the  reinsertion  of 
the  catheter.  Microscopic  examination  of  the  urine 
disclosed  marked  pyuria.  Gantrisin  was  pre- 
scribed in  a dosage  of  1 Gm.  every  four  hours.  One 
week  later  the  retention  catheter  was  again  removed 
whereupon  the  patient  was  able  to  void  without  any 
difficulty.  The  urinary  sulfonamide  was  continued 
for  an  additional  two-week  period,  at  which  time 
the  bacteriuria  had  cleared. 

Comment 

Banthine  (beta-diethylaminoethyl  xanthene-9  car- 
boxylate  methobromide)  is  a quartenary  ammonium 
salt  with  an  anticholinergic  action.12  When  given 
in  small  amounts,  it  inhibits  functions  of  structures 
innervated  by  postganglionic  cholinergic  nerves. 
In  somewhat  larger  doses  it  blocks  transmission 
through  autonomic  ganglia.  Thus,  it  has  both 
parasympathetic  and  sympathetic  blocking  action, 
the  degree  depending  on  the  amounts  ingested.  Its 
parasympathetic  action  is  more  pronounced  in  the 
dosage  usually  employed,  and  in  this  respect  it 
closely  resembles  atropine,  although  its  effects  are 
more  marked  and  lasting. 

The  efferent  nerves  to  the  bladder  are  derived 
from  both  the  sympathetic  and  parasympathetic 
nervous  systems,  the  former  furnishing  inhibitory 
fibers  to  the  detrusor  muscle  of  the  bladder  and  the 
latter  supplying  fibers  having  a reciprocal  action. 
The  tonus  and  contractile  mechanisms  of  the  de- 
trusor muscle  upon  which  micturition  depends  are 
controlled  by  the  nerves  derived  from  the  para- 
sympathetic system  as  well  as  by  the  direct  action  of 
liberated  acetylcholine.  Since  Banthine  acts  on  the 
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parasympathetic  nerves  by  blocking  them  and  also 
buffers  acetylcholine,  it  exerts  a depressant  effect  on 
the  detrusor  muscle.  This  depressant  effect  is  more 
pronounced  in  individuals  with  prostatic  hyper- 
trophy, in  whom  the  tonus  of  the  detrusor  muscle  is 
already  compromised.  Thus  the  danger  in  ad- 
ministering Banthine  to  such  patients  is  a significant 
one  and  should  be  emphasized. 

The  sudden  appearance  of  acute  urinary  retention 
with  hematuria  and  a palpably  enlarged  prostate  in 
the  above  described  elderly  patient  might  easily 
have  been  interpreted  as  justifiable  indications  for 
surgical  intervention.  However,  the  history  of  the 
ingestion  of  an  anticholinergic  drug  like  Banthine 
was  sufficient  to  warrant  a conservative  approach. 
Although  there  are  many  aged  individuals  who 
tolerate  prostatic  surgery  fairly  well,  there  is  no 
doubt  that  extreme  old  age  associated  with  hyper- 
tension and  arteriosclerosis  adds  more  risk  to  such  an 
operative  procedure.  The  return  of  tone  to  the  de- 
trusor muscle  after  a two-week  period  of  rest  to  the 
bladder  by  the  presence  of  a catheter  and  the  cessa- 
tion of  Banthine  therapy  indicates  that  the  urinary 
complication  associated  with  the  use  of  Banthine  is  a 
reversible  one.  This  is  in  accord  with  the  findings 
of  other  observers,  but  in  no  instance  on  record  was 
so  long  a period  required  for  the  restoration  of  nor- 
mal bladder  function. 


Thus  it  would  seem  mandatory,  when  confronted 
with  a case  of  urinary  retention,  to  elicit  from  the 
history  the  possibility  of  any  previous  Banthine  in- 
gestion. Moreover,  particular  attention  should  be 
paid  to  the  status  of  the  prostate  in  males  before  this 
increasingly  popular  drug  is  prescribed. 
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CHEST  PAIN  DUE  TO  INTRAMUSCULAR  LIPOMA 

Harry  A.  Solomon,  M.D.,  and  Richard  E.  Winter,  M.D.,  New  York  City 


'T'HE  causes  of  chest  pain  are  many  and  varied. 

We  recently  encountered  perhaps  one  of  the  most 
unusual  when  a patient  presented  with  left  pectoral 
pain  which  he  feared  was  cardiac.  Examination 
disclosed  an  intramuscular  mass  which  subse- 
quently was  shown  to  be  a lipoma.  To  our  knowl- 
edge this  is  also  the  only  known  instance  of  lipoma 
occurring  at  this  site. 

Case  Report 

A forty-year-old  white  male  presented  himself 
with  chief  complaint  of  pain  in  the  left  chest  of  sev- 
eral months  duration.  This  pain  was  of  a dull  ach- 
ing character,  did  not  radiate,  appeared  and  dis- 
appeared spontaneously,  was  of  short  duration, 
increasing  in  severity  while  at  rest,  and  diminishing 
in  intensity  while  active.  He  had  a recent  slight 
gain  in  weight,  his  habits  were  moderate,  past  history 
was  not  contributory,  and  systemic  review  was 
negative.  Physical  examination  revealed  a well- 
developed  and  well-nourished  male  appearing  his 
stated  age.  Height  was  70  inches,  weight  211 
pounds,  blood  pressure  109/74,  pulse  70.  On  the 
skin  of  the  back  two  small  sebaceous  cysts  were 
seen.  A pilonidal  sinus  classified  as  dry  and  in- 
active was  noted.  It  was  noted  that  there  was  a 


contour  change  of  the  thorax  in  the  left  infra- 
clavicular  region  caused  by  a smooth  elevation  of 
the  skin.  Examination  of  this  area  disclosed  a 
circumscribed  plum-sized  mass  in  the  upper  and 
outer  quadrant  of  the  left  pectoralis  muscle.  Car- 
diac examination  and  the  remainder  of  the  physical 
examination  were  esssentially  negative;  complete 
blood  count,  urinalysis,  chest  x-ray,  and  electro- 
cardiogram were  within  normal  limits.  Surgical 
consultation  confirmed  the  finding,  and  operative 
removal  was  decided  upon.  An  oblique  incision 
was  made  over  the  outer  portion  of  the  pectoralis 
muscle.  Deep  to  the  muscle  and  within  the  sub- 
stance of  the  pectoralis  minor  was  found  a lipoma 
measuring  about  4.5  cm.  in  diameter.  The  tumor 
was  completely  excised. 

Pathologic  Report. — Specimen  received  consisted 
of  a rubbery  walled  encapsulated  mass,  measuring 
4.5  by  3.8  by  1.8  cm.  The  cut  surfaces  were  greasy, 
yellow,  and  glistening.  Microscopic  examination 
revealed  a mass  of  adult  adipose  tissue  enclosed  in 
a distended  collagenous  capsule.  An  occasional  skel- 
etal muscle  bundle  and  a few  narrow  fibrous  trabec- 
ulae coursed  throughout  the  fat.  Diagnosis  was 
lipoma. 
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SEMINOMA  OF  UNDESCENDED  TESTICLE  RESEMBLING  INCARCERATED 
HERNIA 

S.  R.  Weinberg,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Surgery  ( Urology ) of  the  Veterans  Administration  Hospital,  Brooklyn ) 


PREVIOUSLY  reported  studies  have  shown  that 
the  ectopic  inguinal  testis  is  in  a vulnerable  posi- 
tion and  is  prone  to  trauma,  torsion,  and  malignant 
change.  Recently,  Milner  and  Gilbert  have  re- 
ported clinically  acute,  painful  onset  of  testicular 
swelling  in  cases  of  scrotal  testicular  malignancy. 1 
In  discussing  the  modus  operandi  they  thought  that 
either  spontaneous  hemorrhage  or  some  degree  of 
torsion  must  have  been  a responsible  inciting  cause 
of  the  swelling.  Barrington  has  reported  an  inter- 
esting series  of  cases  of  acute  testicular  swelling, 
clinically  diagnosed  as  tumor,  but  which  proved  to 
be  due  to  spontaneous  hemorrhage.2  As  stated  by 
Milner,  unusually  rapid  growth  of  a chronically  en- 
larged testis  is  not  infrequently  reported.  Perhaps 
these  are  cases  of  spontaneous  hemorrhage. 

In  various  discussions  of  the  differential  diagnosis 
of  scrotal  masses,  a gradual  onset  is  usually  described 
as  more  diagnostic  of  tumor  formation,  while  an 
acute  onset  usually  means  trauma,  infection,  or  tor- 
sion. Especially  is  this  true  of  swelling  in  the  in- 
guinal canal.  Here  a sudden  appearance  of  a mass 
would  usually  imply  an  incarcerated  hernia,  or  if  an 
inguinal  testis  was  known  to  have  pre-existed,  then 
torsion  or  trauma  would  be  the  most  logical  diag- 
nosis, with  tumor  to  be  considered  if  the  swelling  was 
gradual  in  onset.  The  following  case  report  is  of 
interest,  therefore,  in  that  there  was  a sudden  ap- 
pearance of  an  inguinal  mass  simulating  an  incar- 
cerated hernia,  which  on  surgical  exploration  proved 
to  be  a seminoma  of  an  inguinal  testis. 
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Fig.  1.  Diagram  showing  tumor  of  undescended 
testis  in  inguinal  canal. 


Case  Report 

A thirty-nine-year-old  unmarried  white  male  en- 
tered the  hospital  on  November  29,  1950,  because  of 
a painful  mass  of  two  days  duration  in  the  right 
inguinal  region.  The  pain  was  sharp  and  increasing 
in  severity.  There  was  no  vomiting.  The  patient 
had  been  cognizant  of  a mass  in  the  right  inguinal 
area  for  as  long  as  he  could  recall.  This  mass  could 
be  reduced  quite  easily  before  the  onset  of  the  pres- 
ent illness  when  the  patient  assumed  the  recumbent 
position.  However,  two  days  before  admission  it 
defied  reduction,  and  on  admission  it  was  irreducible. 
It  was  the  patient’s  impression  that  the  mass  had 
doubled  in  size  in  the  past  few  days. 

The  salient  features  of  past  history  were  as  fol- 
lows: The  first  time  that  the  testes  were  noted  as 
undescended  was  at  a military  induction  exami- 
nation in  1942,  at  which  time  he  was  thirty  years  of 
age. . 'Patient  had  undergone  a left  herniorrhaphy  in 
1938,  but  the  report  received  from  the  hospital  where 
the  operation  was  performed  did  not  mention  the 
anatomic  position  of  the  testes.  The  patient  had 
no  other  complaints  referable  to  the  urogenital  sys- 
tem and  had  had  normal  sexual  experiences. 

The  initial  examination  showed  a soft,  circum- 
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scribed,  tender  mass  in  the  right  inguinal  area  which 
was  painful  to  palpation,  irreducible,  and  which 
measured  12  by  10  cm.  There  was  a left  inguinal 
hernia  scar  but  no  recurrence  of  the  hernia,  although 
a mass  was  palpable  at  the  left  external  spermatic 
ring.  This  was  later  found  to  be  the  left  testis. 

The  preliminary  laboratory  studies  were  not  sig- 
nificant. The  initial  diagnosis  was  incarcerated 
hernia  or  torsion  of  an  undescended  testis,  and  oper- 
ation was  performed  on  November  29,  1950.  The 
surgical  findings  are  illustrated  in  Fig.  1.  The 
entire  mass  noted  preoperatively  was  a tumorous 
testis  (Fig.  2).  There  was  no  definite  hernial  sac, 
but  there  was  a weakness  in  the  posterior  inguinal 
floor  which  was  repaired  with  the  McVay  procedure 
after  ligation  of  the  spermatic  cord  at  the  internal 
ring  and  orchidectomy. 

The  pathologist’s  report  was  as  follows:  “The 
resected  testicle  measured  7 by  7 by  4 cm.  and 
weighed  99  Gm.  The  normal  architecture  of  the 
testis  was  replaced  by  a mass  that  was  soft,  smooth, 
and  yellow  on  surface.  There  was  a variegated  ap- 
pearance of  the  tissue  ranging  from  yellow  to  brown, 
to  dark  red,  each  color  area  comprising  about  one 
third  of  the  mass.”  The  brown  and  red  areas  con- 
stituted hemorrhage  which  probably  accounted  for 
the  rapid  increase  in  the  size  of  the  testis.  Micro- 
scopic examination  showed  sheets  of  large  poly- 
hedral cells,  each  cell  having  a centrally  placed  nu- 
cleus with  a single  central  nucleolus  and  clear  cyto- 
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Fig.  2.  Excised  testis  and  cord  showing  replace- 
ment of  nearly  all  testicular  tissue  by  malignant 
growth.  Note  dark  areas  of  hemorrhage. 


Fig.  3.  Microscopic  examination  of  excised  testis 
showing  sheets  of  large  polyhedral  cells  (seminoma). 


plasm  (Fig.  3).  Microscopic  diagnosis  was  semi- 
noma of  testis. 

Postoperatively  an  intravenous  urogram  was 
done  and  showed  right  ureteral  displacement 
strongly  suggestive  of  enlarged  periaortic  nodes, 
most  probably  due  to  metastatic  malignancy  (Fig. 
4).  Chest  roentgenogram  showed  no  pathologic 
change.  X-ray  therapy  was  started  immediately, 
directed  to  the  right  inguinal  region,  anterior  epigas- 
tric, umbilical,  lower  dorsal  and  lumbar  areas,  an- 
terior mediastinum,  and  the  left  superclavicular 
area.  The  total  dosage  was  3,000  r.  During  the 
course  of  irradiation,  the  patient  developed  an  aplas- 
tic anemia  with  red  blood  count  of  1,700,000,  hemo- 
globin 8 Gm.,  white  blood  count  of  1,600,  and  a 
platelet  count  of  7,600.  A sternal  marrow  study 
showed  no  malignant  cells,  but  there  was  an  ade- 
quate number  of  megalokaryocytes  so  that  x-ray 
treatment  was  not  deferred.  An  irradiation  derma- 
titis developed,  and  in  order  to  prevent  infection  the 


Fig.  4.  Preradiation  therapy  excretory  urogram 
showing  lateral  displacement  of  right  ureter  at  level 
of  fourth  lumbar  transverse  process,  probably  due 
to  enlargement  of  periaortic  glands. 


patient  received  daily  injection  of  600,000  units  of 
crysticillin.  At  the  termination  of  the  x-ray  ther- 
apy, another  intravenous  urogram  showed  that  the 
previous  right  ureteral  displacement  was  no  longer 
present  (Fig.  5).  At  that  time  the  blood  count  had 
returned  to  normal  with  the  aid  of  two  blood  trans- 
fusions of  1,000  cc.  each.  The  study  of  the  17-keto- 
steroids  in  the  urine  indicated  a castrate  type  of 
reaction. 

The  left  inguinal  area  was  explored  on  March  12, 
1951,  and  an  atrophic  testicle  was  found  at  the  left 
inguinal  ring.  Because  of  the  previous  hernior- 
rhaphy it  was  impossible  to  bring  it  into  the  scrotum. 
It  was  excised  because  of  the  known  tendency  of 
abnormally  placed  testicles  to  undergo  malignant 
change.  Microscopic  study  of  the  removed  testis 
showed  tubular  atrophy  and  Leydig  cell  prolifer- 
ation. At  the  patient’s  request,  lucite  mule  spheres 
were  placed  in  both  scrotal  sacs  for  cosmetic  pur- 
poses. In  a few  days  there  was  a fibrinous  reaction 
around  the  mule  spheres  so  that  they  were  held 
firmly  in  place  and  were  indistinguishable  from  nor- 
mal testes. 

Comment 

The  ectopic  testis  in  the  adult  presents  special 
problems  in  management.  The  patients  so  afflicted 
are  reluctant  to  undergo  corrective  surgery  for  fear 
of  losing  their  “sexual  powers.”  Usually  these  pa- 
tients are  sterile,  and  their  marriage  ties  are  already 
on  a precarious  basis  so  that  they  fear  any  discussion 
or  even  any  mention  of  their  abnormality.  How- 
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Fig.  5.  Postradiation  therapy  excretory  urogram 
showing  ureter  in  normal  position. 


ever,  because  of  the  accidents  to  which  displaced 
testes  are  prone, 8 it  is  imperative  for  surgeons  to  try 
to  place  the  ectopic  testis  in  a scrotal  position. 

Testicular  tumors  have  been  found  to  constitute 
about  1 per  cent  of  all  malignancies  and  occur  in 
only  0.0013  per  cent  of  the  total  population.  How- 
ever, the  combination  of  ectopic  and  malignancy 
have  been  reported  to  occur  in  7.5  per  cent  of  total 
testicular  malignancies  by  Hinman  and  in  15.9  per 
cent  by  Bland-Sutton.4'6  To  use  the  phrase  of  Sir 
John  Bland-Sutton,  “Retained  testes  are  more  liable 
to  malignancy  than  those  in  the  scrotum.  This  is 
one  of  those  articles  of  surgical  fact  very  difficult  to 
affirm  or  deny.”  However,  statistics  showing  a co- 
incidence of  from  7.5  per  cent  to  15  per  cent  is  indica- 
tive of  more  than  a chance  combination.  If  for  any 
reason  orchidopexy  is  impossible,  excision  must  be 
performed  and  the  patient’s  hormonal  status  cor- 
rected with  the  proper  dosage  of  male  sex  hormone. 

Summary 

A case  of  seminoma  in  an  undescended  testis  which 
clinically  resembled  an  incarcerated  hernia  is  pre- 
sented. The  remaining  ectopic  testis  also  was  ex- 
cised because  of  the  great  tendency  of  cryptorchid 
testes  to  become  malignant. 
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ODDS  AND  ENDS 

Dr.  W.  H.  Potts  of  the  Dallas  Medical  and  Surgi- 
cal Clinical  Hospital  reported  what  might  conserva- 
tively be  called  an  unusual  case.  Two-year-old 
Charley  Harris,  of  Forney,  Texas,  not  only  con- 
sumes several  cigars  a day  (he  smokes  some,  eats  the 
others)  but  seems  to  derive  some  benefit  from  them. 
Dr.  Potts  says  that  at  an  early  age  Charley  had  con- 
vulsions of  the  type  caused  by  heavy  infestation  of 
worms.  At  six  months  he  began  to  pick  up  stray 


cigar  butts  on  the  floor  of  his  parents’  ice  cream 
parlor  and  chew  them;  later  he  was  given  whole 
cigars,  some  lit  and  some  cold.  Dr.  Potts  says  this 
steady  consumption  of  nicotine  probably  restored 
the  child  to  health. 

Dr.  Potts  also  reported  that  Charley  has  a brother, 
born  during  the  war,  whose  name  is  Government 
Issue  Harris.  His  parents  call  him  Ish. — Life,  May 
12,  1952 


Special  Article 

THE  DOCTOR’S  RESPONSIBILITY  TO  HIS  COMMUNITY 

J.  Stanley  Kenney,  M.D.,  New  York  City 
( Past  President,  Medical  Society  of  the  State  of  New  York ) 


TT  IS  a great  privilege  to  serve  the  Society  in 
■L  the  capacity  of  leader,  a privilege  that  comes  to 
few.  The  opportunity  it  offers  for  service  is  bound- 
less. It  is  within  the  scope  of  the  individual  who 
holds  the  office  of  president  to  make  the  impress 
of  the  Society’s  influence  in  the  State  effective  by 
the  time,  effort,  and  discernment  he  puts  into  it. 

Another,  equally  important  asset  accruing  to  this 
office  is  the  contact  he  makes  with  his  fellow  physi- 
cians at  all  levels,  particularly  the  opportunity  to 
visit  those  practicing  in  the  rural  and  more  remote 
areas.  This  makes  these  gentlemen  realize  they 
are  an  integral  part  of  this  Society.  As  for  the 
Society,  it  brings  the  leadership  of  the  profession 
close  to  the  grass  roots,  from  whence  much  of  the 
best  philosophy  of  the  practice  of  medicine  emanates. 
During  the  past  two  years  I have  been  privileged 
to  make  the  acquaintance  of  many  of  the  rank  and 
file  members  of  our  Society.  An  interchange  of 
views  on  a man-to-man  basis  has  been  afforded 
which  has  been  productive  of  better  administration 
and  has  brought  grass  roots  thinking  to  the  Council 
chamber  where  decisions  must  be  made. 

A significant  experience  of  mine  was  a visit  to 
1 1 upstate  counties  in  connection  with  the  inspection 
of  the  hospital  expansion  program  under  the  auspices 
of  the  New  York  State  Joint  Hospital  Survey  and 
Planning  Commission,  with  the  aid  of  the  Hill- 
Burton  program.  This  was  a memorable  and 
revealing  experience.  The  details  of  this  inspection 
as  published  by  our  State  Journal  of  Medicine 
were  incorporated  into  the  minutes  of  the  Commis- 
sion. I was  impressed  with  evidence  of  the  ultimate 
success  of  this  rural  hospital  program  which  is 
being  so  ably  implemented  through  the  intelligent 
cooperation  and  understanding  of  all  facets  of  the 
project  by  the  representatives  of  the  medical  pro- 
fession, hospital  administrators,  and  lay  trustees. 

Medicine  has  always  been  and  is  now  motivated 
by  a desire  to  be  of  service  to  the  public.  To  achieve 
this  ideal,  the  profession  must  be  free.  In  these 
times  in  which  we  live,  we  are  presented  with  ad- 
vances in  the  service  of  medicine  to  mankind  which  are 
conditioned  by  coincident,  far-reaching  economic 
and  social  changes.  It  will  require  wise  and  for- 
ward-looking men  to  guide  these  changesby  evolution 
rather  than  revolution.  Socialized  medicine,  com- 
pulsory health  insurance,  or  whatever  name  you 
wish  to  use  to  designate  the  efforts  on  the  part  of 
government  to  direct  and  control  the  practice  of 
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medicine,  is  not  a dead  issue  in  this  country.  There 
is  no  political  appeal  quite  so  intriguing  as  “some- 
thing for  nothing.” 

This  is  no  time  for  complacency.  Politically 
controlled  medicine  is  being  presented  to  the  public 
in  such  a way  that  it  has  the  appearance  of  something 
for  nothing — or  at  least  something  for  very  little. 
There  are  millions  of  Americans  who  are  convinced 
that  they  would  be  benefited  by  socialized  medicine, 
and  they  have  not  changed  their  minds.  We  must 
concern  ourselves  with  them.  During  the  past 
few  years  the  profession  has  concentrated  on  a 
frontal  attack  to  defeat  legislation  for  socialized 
medicine.  We  must  now  enlarge  our  field  of  activity 
to  dissuade  these  Americans  who  still  believe  that 
this  kind  of  medicine  is  a good  thing  for  them. 
The  successes  we  have  so  far  gained  in  our  attempt 
to  preserve  traditional  free  enterprise  in  medical 
practice  should  encourage  us  to  continue  our  effort 
to  change  this  kind  of  thinking.  We  must  plan  our 
further  educational  efforts  to  point  out  the  fallacy 
of  this  philosophy — in  fact  to  enter  the  minds  of 
men,  convince  them  of  their  error  and  work  with 
them,  and  lead  them  in  the  ways  which  we  believe 
are  best  for  them  and  best  for  medical  practice. 

This  cannot  be  done  merely  by  contributing  a 
certain  amount  of  money  to  a war  chest.  Our 
job  is  one  which  must  be  individual.  Doctors 
must  work  with  the  people  they  know  best— the 
people  in  their  own  community  engaged  in  activities 
which  may  be  either  remotely  or  wholly  within  the 
field  of  medicine.  This  means  teamwork  at  the 
local  level,  collaborating  with  all  citizens  interested 
in  the  over-all  problems  of  health. 

The  doctor,  each  in  his  own  community,  has  a 
prestige  which  is  tremendous.  You  should  be 
aware  of  this  asset  and  assert  this  influence  which  is 
yours  on  your  patients,  lay  leaders,  and  above  all 
others,  your  legislators. 

We  have  made  great  progress  in  this  State  during 
the  past  year.  There  has  been  established  a New 
York  State  Citizens’  Health  Council,  through  which 
it  is  hoped  to  coordinate  all  activities  of  community 
health  councils  at  both  the  State  and  local  levels. 
This  can  be  a vital  force  in  every  area  of  the  State. 
The  doctors  should  be  an  integral  part  of  these 
community  groups.  We  envisage  such  health 
councils  to  be  set  up  as  a membership  organization 
of  individuals  and  agencies  working  in  the  health 
field.  They  can  be  a common  meeting  ground  for 
the  study  and  resolution  of  the  many  problems  in 
this  field.  Such  cooperation  can  only  result  in  good 
and  be  instrumental  in  advancing  and  setting  up 
improved  technics  for  health  services.  I believe 
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our  participation  in  these  endeavors  is  a professional 
responsibility,  as  they  so  intimately  affect  our  daily 
lives  and  those  of  our  patients  and  neighbors. 
Anything  which  helps  people  live  better  contributes 
materially  to  the  health  and  welfare  of  the  com- 
munity. 

And,  too,  in  the  development  of  our  legislation 
programs  these  councils  could  act  as  local  forums 
in  which  to  develop  a favorable  public  atmosphere 
so  that  local  legislators  can  be  advised  of  the  com- 
bined thinking  and  opinion  on  important  bills. 

As  an  example  of  how  important  it  is  to  show  that 
people  can  solve  their  community  problems  with  a 
minimum  of  outside  help,  I would  cite  for  you  an 
activity  of  the  Ford  Foundation.  Their  television 
radio  program,  “The  People  Act,”  is  a splendid 
demonstration  of  an  educational  project  in  this 
field. 

To  quote  Dr.  Milton  S.  Eisenhower,  president  of 
Pennsylvania  State  College,  “People  are  bring- 
ing about  amazing  improvements  in  their  conditions 
of  life  through  teamwork  at  the  local  level.” 

Again,  by  teamwork  at  the  local  level,  I believe 
much  will  be  accomplished  by  the  medical  profes- 
sion in  maintaining  its  independence  from  political 
control.  As  physicians,  you  are  already  members 
of  a medical  team  which  has  carried  us  to  where  we 
are — the  healthiest  nation  in  the  world.  You  are 
conscious  of  the  value  of  teamwork;  it  is  part  of 
your  life  as  a practicing  physician  whether  you  are 


in  private  practice,  in  the  hospital,  or  taking  part 
in  the  activities  of  your  county  medical  society.  I 
urge  all  of  you,  your  wives  and  friends,  to  extend 
this  type  of  teamwork  in  your  own  communities. 
Make  yourselves  important  cogs  in  the  local  philan- 
thropic activities  in  your  area  which  deal  with 
cancer,  tuberculosis,  heart  disease,  cerebral  palsy, 
mental  hygiene,  and  many  others.  You  must  get 
away  from  the  strict  confines  of  your  offices  and 
the  limits  of  the  sickroom. 

Become  increasingly  more  civic-minded  in  these 
days  of  corruption  and  moral  deterioration  in  high 
places.  We  must  all  do  our  full  share  to  restore 
civic  virtue. 

Therefore  let  us  participate  in  programs  for  sound 
government  as  we  understand  it;  let  us  uphold  the 
freedom  of  the  American  people,  aid  our  universities 
and  medical  colleges,  promote  culture  and  tolerance 
and  understanding  in  our  home  towns.  We  have 
the  education,  the  training,  and  the  ideals  to  contrib- 
ute to  these  programs  which  help  to  make  our  own 
community  a better  place  in  which  to  live  for  our- 
selves, our  families,  and  our  children. 

By  this  kind  of  community  team  effort  we  know 
more  intimately  the  problems,  hopes,  and  desires 
of  our  neighbors.  In  turn  these  neighbors  will 
appreciate  their  doctors  and  realize  that  our  desires 
and  struggles  for  the  freedom  of  medicine  are  closely 
tied  in  not  only  with  their  health  but  with  the  happi- 
ness and  liberty  of  their  own  lives. 


NEW  TYPE  PENICILLIN  REPORTED 

A new  type  of  penicillin  that  concentrates  in 
specific  body  tissues,  more  particularly  the  lung,  was 
reported  recently.  The  drug,  known  as  Neo-penil, 
has  been  used  on  more  than  400  patients  and  has 
been  found  to  produce  lung  concentrations  several 
times  greater  than  like  doses  of  sodium  or  procaine 
penicillin,  according  to  researchers.  They  added 
that  it  “may  prove  particularly  useful”  in  treat- 
ing such  diseases  as  chronic  bronchitis  and  lung 
abscess. 

Clinical  use  of  the  drug,  which  was  first  synthe- 
sized in  Denmark  and  is  being  developed  in  this 


country,  was  reported  by  Dr.  Harrison  F.  Flippen 
and  a group  of  associates  at  Philadelphia  General 
Hospital.  Dr.  Flippen  was  one  of  the  early  workers 
in  the  field  of  sulfa  drugs. 

The  drug,  it  was  explained,  is  a derivative  of 
penicillin  but  has  no  antibacterial  activity  until 
it  reaches  the  region  of  the  lung,  when  it  becomes  a 
potent  and  longer-lasting  germ  killer. 

Doctors  said  there  was  some  evidence  that  Neo- 
penil  also  tended  to  concentrate  in  the  central  nerv- 
ous system,  indicating  that  it  might  be  effective  in 
combating  meningitis. 


NECROLOGY 


Abram  D.  Burr,  M.D.,  of  Gouverneur,  died  on 
July  4 at  his  home  at  the  age  of  sixty-nine.  Dr.  Burr 
received  his  medical  degree  from  the  University  of 
Michigan  in  1910.  A coroner  of  St.  Lawrence 
County,  he  was  on  the  attending  staff  of  the  North 
Country  Hospitals,  Gouverneur.  Dr.  Burr  was  a 
member  of  the  St.  Lawrence  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Edward  Joseph  Hannan,  M.D.,  of  Troy,  died  on 
June  5 at  his  home  at  the  age  of  seventy-three.  Dr. 
Hannan  was  graduated  from  the  Albany  Medical 
College  in  1901  and  began  his  practice  in  Troy.  Dur- 
ing World  War  I he  served  as  a member  of  the  Medi- 
cal Advisory  Board,  and  for  twenty-six  years  he  was 
director  of  medical  inspection  in  the  Troy  public 
schools.  Dr.  Hannan  was  a member  of  the  Rens- 
selaer County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


John  David  Hazard,  M.D.,  of  Albany,  died  on 
June  22  at  the  Albany  Veterans  Administration 
Hospital  at  the  age  of  thirty-six.  Dr.  | Hazard 
received  his  medical  degree  from  the  New  York 
Medical  College  in  1942  and  interned  at  New 
Rochelle  Hospital.  During  World  War  II  he  served 
with  the  U.S.  Army  Medical  Corps  in  the  European 
Theatre.  He  had  practiced  in  New  Rochelle  until 
becoming  resident  surgeon  at  the  Albany  Veterans 
Administration  Hospital  a year  ago.  Dr.  Hazard 
was  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Francis  Alexander  Ross,  M.D.,  of  Richmond  Hill, 
died  on  July  5 at  his  home  at  the  age  of  forty-one. 
Dr.  Ross  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1940  and 
served  during  World  War  II  in  the  U.S.  Army  Medi- 
cal Corps  with  the  rank  of  lieutenant  colonel.  He 
was  clinical  assistant  attending  physician  at  the 
Mary  Immaculate  Hospital  in  Jamaica. 


Otto  Charles  Thum,  M.D.,  of  New  York  City, 
died  on  June  20  at  his  home  at  the  age  of  seventy- 
six.  Dr.  Thum  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medical 
School  in  1899  and  had  practiced  for  more  than  fifty 
years  on  New  York’s  lower  East  Side.  He  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Edwin  Maurice  Schultz,  M.D.,  of  Middletown, 
died  on  March  30  at  the  age  of  eighty-seven.  Dr. 
Schultz  received  his  medical  degree  from  the  New 
York  Homeopathic  Medical  College  in  1895.  During 
the  Spanish-American  War  he  served  with  the  U.S. 
Arm}-  Medical  Corps  in  Hawaii  and  during  World 
War  I overseas  in  the  European  Theatre.  Dr. 
Schultz  was  a member  of  the  Orange  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


John  Van  Wagner  Smith,  M.D.,  of  Middletown, 
died  on  June  27  at  the  age  of  eighty-four.  Dr.  Smith 
was  graduated  from  the  Cornell  University  Medical 
College  in  1905  and  practiced  in  Long  Island  City  for 
twenty  years.  For  sixteen  years  he  was  on  the  staff 
of  the  New  York  Sanitarium  in  Otisville,  until  his  re- 
tirement in  1938. 


Wilhelmina  Afton  Ragland,  M.D.,  of  New  York 
City,  died  on  June  26  at  the  New  York  Infirmary 
at  the  age  of  seventy-one.  Dr.  Ragland  received  her 
medical  degree  from  the  Women’s  Medical  College, 
Philadelphia,  Pennsylvania,  in  1909  and  interned  at 
the  Philadelphia  Hospital  before  joining  the  staff 
of  the  New  York  Infirmary,  a hospital  staffed  en- 
tirely by  women.  For  the  past  twenty  years  she  had 
been  director  of  obstetrics  at  the  New  York  In- 
firmary. In  1951  Dr.  Ragland  received  the  Elizabeth 
Blackwell  citation  for  “distinguished  achievement 
in  the  practice  and  teaching  of  obstetrics.”  She  was 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Unique  Vaginal 

Cleansing  Agent 


The  first  douche  preparation 
combining: 

Acid  pH  (pH  4). 

Efficient  cleansing. 
Dispersion  of  mucus  debris. 
Trichomonacidal  action. 
Antibacterial  action. 
Antifungal  action. 
Astringency. 

An  aid  in  treatment  of : 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

Formulation  contains: 
Benzoic  Acid,  Boric  Acid, 
p-Chlorothymol,  Lactose, 
Menthol,  Sodium  Benzoate, 
Sodium  Chloride,  Sodium 
Salicylate,  Zinc  Sulfate  and 
10%  Sodium  Lauryl  Sulfate. 

Available  at  'pharmacies  in 
It  oz.  bottles. 

Samples  and  literature  on  request 
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WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  N.  J.,  U.S.A. 


When  Biliary  Function  Fails... 

Biletab 

ENTERIC 
COATED  TABLET 


• increases  flow  of  bile 

• replaces  pancreatic  secretion 

• aids  fat  digestion 

• combats  intestinal  putrefaction 

• relieves  gastric  discomfort 

• gently  evacuates  the  bowels 


A BALANCED  BILIARY  REGULATOR 


EACH  TABLET  CONTAINS: 

Dehydrochoiic  Acid 

Bile  Salts 

Pancreatic  Substance 

Equivalent  to  Pancreatin  U S P 

Lecithin 


1.5  gi. 


CHOLAGOGUE- CHOLERETIC  • DIGESTANT 

For  literature  and  samples  address: 

COLIN  PHARMACAL  CO.,  Inc.  «rc> 

15  Exchange  Place  • Jersey  City  2,  N.  J. 


WANTED 


Roentgenology  — Assistant  Roentgenologist  required  by 
Flushing  Hospital,  Flushing,  N.  Y.  Apply  in  writing  with 
resume. 


WANTED 


Opening  for  Physician  in  Active  Emergency  Room.  24 
hrs.  on  duty — Off  2 days  after  tour  of  duty.  Apply  Supt. 
Mary  Immaculate  Hospital,  152  1189th  Ave.,  Jamaica  2,  N.Y. 


FOR  ADDITIONAL  CLASSIFIED 
ADVERTISEMENTS  SEE  PAGE  1933 


busy  man  . . . 

I can’t  afford  to  waste  my  own  time — 
you  can  be  sure 
I won’t  waste  yours. 

DIXON  DeVORE 

YOUR  Saunders  REPRESENTATIVE 

for  New  York  State  except  Greater  Manhattan 


BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  REVIEWED 


Clinical  Laboratory  Methods.  By  W.  E.  Bray, 
M.D.  Fourth  edition.  Octavo  of  614  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1951.  Cloth, 
$7.25. 

Although  the  contents  of  this  new,  fourth  edition 
are  rich  in  recent  contributions  to  clinical  pathology, 
the  work  still  retains  its  original  and  laudable  fea- 
tures of  compactness  and  brevity.  Despite  the 
author’s  enlargement  on  all  of  the  important  aspects 
of  clinical  pathology  made  necessary  by  the  rapid 
advances  in  the  already  established  phases  of  labora- 
tory medicine,  the  volume  still  remains  small;  how- 
ever, it  serves  as  a ready  reference  for  information 
and  pertinent  discussion  of  the  clinical  interpretation 
of  laboratory  findings.  S.  H.  Polayes 

The  Story  of  the  Rockefeller  Foundation.  By 

Raymond  B.  Fosdick,  L.L.D.  Octavo  of  336  pages, 
illustrated.  New  York,  Harper  & Bros.,  1952. 
Cloth,  $4.50. 

The  enormous  fortune  that  John  D.  Rockefeller, 
Sr.,  accumulated  during  his  active  business  career 
has  been  the  subject  of  discussion  by  sociologists, 
industrialists,  economists,  and  by  the  man  in  the 
street.  As  ruthless  as  was  the  method  frequently 
employed  in  its  accumulation,  so  determined  and 
efficient  was  the  method  of  its  distribution.  And 
that  implies  that  nearly  a billion  dollars  has  thus  far 
been  expended  for  public  welfare,  particularly  health 
and  education. 

The  medical  profession  owes  a debt  of  gratitude 
to  the  Rockefeller  Foundation  that  it  can  never 
repay.  The  following  are  just  a few  of  the  diseases 
which  the  Foundation  has  helped  to  control  and  to 
eradicate  almost,  in  some  instances:  hookworm, 

malaria,  yellow  fever,  typhus,  rabies,  tuberculosis, 
schistosomiasis. 

The  Foundation,  with  aid  from  the  General  Edu- 
cation Board,  contributed  over  $100,000,000  for  its 
medical  activities.  Since  its  establishment  in  1913, 
it  has  raised  the  standard  of  medical  education 
throughout  this  country. 

In  the  course  of  time,  its  sphere  of  influence  and 
helpfulness  was  extended  throughout  the  world, 
especially  in  China,  where  a vast  medical  plant  was 
completed  in  1921  at  a cost  of  over  $8,000,000.  This 
was  referred  to  as  “The  Johns  Hopkins  of  China.” 

Latterly,  to  meet  the  needs  of  a distraught  world, 
it  has  interested  itself  in  the  “Problems  of  the  Social 
Sciences,”  and  in  “Humanistic  Studies.” 

A short  review  cannot  do  justice  to  so  great  a 
work.  For  the  doctor,  it  contains  most  interesting 
data  on  many  important  diseases  not  found  in  medi- 
cal textbooks.  The  volume  is  as  interesting  as  a 
great  adventure  story  and  as  instructive  as  a text- 
book. S.  R.  Blatteis 

Modern  Electrocardiography.  Volume  I.  The 
P-Q-R-S-T-U  Complex.  By  Eugene  Lepeschkin, 
M.D.  Quarto  of  598  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $12. 

Dr.  Lepeschkin  has  written  a comprehensive, 
even  encyclopedic,  summary  of  the  progress  of  elec- 


trocardiography since  1933.  Every  worker  in  the 
field  of  cardiology  will  find  this  a valuable  reference. 
The  first  volume  is  devoted  to  the  features  of  the 
individual  complex;  later  on,  another  volume  will 
doubtless  be  devoted  to  disorders  of  cardiac  rhythm. 

Milton  Plotz 

The  Specialties  in  General  Practice.  Edited  by 
Russell  L.  Cecil,  M.D.  With  Articles  by  William 
A.  Barnes,  M.D.,  Douglas  D.  Bond,  M.D.,  Charles 
G.  Child,  III,  M.D.,  R.  Cannon  Eley,  M.D.,  et  al. 
Quarto  of  818  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1951.  Cloth,  $14.50. 

Under  the  splendid  direction  of  the  talented 
editor,  a book  of  value  to  the  general  practitioner 
has  just  been  issued.  Fourteen  specialties  in  rela- 
tion to  general  practice  have  been  incorporated  in  it. 
All  of  these  chapters  have  value,  presenting  in  con- 
densed form  the  many  diagnostic  and  therapeutic 
phases  of  problems  in  routine  medical  work. 

All  the  contributions  are  worth  while,  the  most 
dramatic  chapter  dealing  with  dermatology  and 
syphilography.  Most  excellent  photographs  are 
presented,  and  these  are  always  of  assistance  in 
dermatologic  diagnosis. 

This  book  is  certain  to  be  of  helpful  assistance  to 
the  general  practitioner.  Frank  Bethel  Cross 

Psychoanalysis,  Man,  and  Society.  By  Paul 
Schilder,  M.D.  Arranged  by  Lauretta  Bender, 
M.D.  Octavo  of  382  pages.  New  York,  W.  W. 
Norton  & Co.,  1951.  Cloth,  $4.00. 

These  papers,  which  are  reprinted  from  various 
journals  and  books,  shed  new  and  fuller  interpreta- 
tive light  upon  very  complex  problems  of  psycho- 
therapeutic concern.  Dr.  Schilder  was  a creative 
thinker  and  contributor  to  basic  research  in  the 
various  disciplines  concerned  with  individual  and 
social  psychology  and  psychopathology.  This  latest 
volume  will  be  welcomed  by  the  physician  and 
especially  the  psychiatrist  and  others  interested  in 
theory  and  practice  of  psychotherapy. 

Frederick  L.  Patry 

Annual  Review  of  Medicine.  Windsor  C.  Cut- 
ting, M.  D.,  Editor.  Henry  W.  Newman,  Associate 
Editor.  Vol.  2.  Octavo  of  485  pages,  illustrated. 
Stanford,  California,  Annual  Reviews,  1951.  Cloth, 
$6.00. 

The  second  volume  of  the  Annual  Review  of  Medi- 
cine is  a worthy  successor  to  the  first  volume  and  a 
worthy  companion  to  the  other  reviews  in  the  same 
series.  There  are  numerous  authoritative  chapters 
on  various  aspects  of  medicine;  the  sum  is  a book 
which  will  be  of  value  in  every  medical  library. 

Milton  Plotz 

Surgical  Care.  A Practical  Physiologic  Guide. 

By  Robert  Elman,  M.D.  Octavo  of  586  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
1951.  Cloth,  $8.00. 

This  text  is  an  excellent  treatise  on  pre-  and  post- 
operative care.  In  addition,  it  contains  a wealth 
[Continued  on  page  1928] 
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Lipotropics  plus 
minerals  plus  vitamins 


so  that  life  after  40  may  be 
more  vigorous  • more  useful 
• more  enjoyable  • even  longer 


Gerifort 

CAPSULES 


vitamin  B12  included 


THREE  MONTH 
POSTGRADUATE  COURSE 
IN  CEREBRAL  PALSY 

(Limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  September  22  — December  12,  1952 

A professional  statement  of  completion  will  be 
granted  by  Columbia  University  upon  satis- 
factory completion  of  the  three  months  course. 

A list  of  available  sources  for  study  scholar- 
ships which  include  living  stipend  will  be  sent 
upon  request. 

Sponsored  By 

THE  COORDINATING  COUNCIL  FOR 
CEREBRAL  PALSY  IN  NEW  YORK  CITY,  INC. 

In  Cooperation  With 

COLLEGE  OF  PHYSICIANS  AND  SURGEONS 
COLUMBIA  UNIVERSITY 

and  the  various  diagnostic  and  treatment 
centers  of  Greater  New  York 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 


SHIP  SURGEONS 


I 

3 GERIFORT 

Capsules 

(recommended 
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of  clinical  information  instructive  to  the  younger 
surgeon  and  appreciated  by  the  more  experienced. 
Chemotherapy,  antibiotics,  and  many  other  phases 
of  surgical  therapy  are  presented. 

The  author  discusses  the  pathologic  physiology 
involved,  and  then  gives  the  rational  therapy  based 
on  correction  of  the  former.  This  book  is  a wonder- 
ful cross  section  of  modern  surgical  therapy,  with 
major  attention  focused  on  the  patient  to  be  oper- 
ated upon  and  his  needs  before  and  after  surgery. 

William  Sheinfeld 

Pathology  of  the  Fetus  and  the  Newborn.  By 

Edith  L.  Potter,  M.D.  Quarto  of  574  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1952. 
Cloth,  $19. 

This  outstanding  volume  by  the  foremost  author- 
ity in  the  greatly  neglected  area  of  pathology  of  the 
fetus  and  newborn  infant  is  a fine  contribution.  A 
fine  book  to  look  at  and  to  read,  it  has  no  competitor 
in  the  field.  Obstetrician,  pediatrician,  and  cer- 
tainly even  the  experienced  pathologist  will  get 
much  stimulation  from  the  book.  Those  who  say, 
“It  is  too  bad,  but  postmortem  examination  of  new- 
borns seldom  reveals  much”  will  have  their  eyes 
opened.  The  book  is  highly  recommended. 

Charles  A.  Gordon 

Physical  Medicine  and  Rehabilitation  for  the 
Aged.  By  Walter  S.  McClellan,  M.D.  Octavo  of  81 
pages,  illustrated.  Springfield,  Charles  C Thomas, 
1951.  Fabricoid,  $2.00.  (No.  105,  American  Lec- 
ture Series.) 

This  is  a short  epitome  of  physical  means  for  aid 
and  rehabilitation  of  the  older  and  aged  patient.  It 
is  complete,  and  its  statements  are  to  the  point  and 
reliable. 

A knowledge  of  the  bibliography  which  is  a part  of 
the  book  is  necessary  for  the  mastery  of  measures 
which  are  spoken  of  in  the  survey. 

The  book  is  good.  John  J.  Hatjff 

Tumors  of  the  Skin.  Benign  and  Malignant. 

By  Joseph  Jordan  Eller,  M.D.,  and  William  Douglas 
Eller,  M.D.  Second  edition.  Octavo  of  697  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1951. 
Cloth,  $15. 

The  second  edition  of  this  worth-while  book  in- 
cludes not  only  those  tumors  originating  in  the  vari- 
ous layers  of  the  skin,  but  also  those  having  their 
beginning  in  the  connective  tissue,  muscles,  nerves, 
bones,  pigment,  blood  vessels,  blood,  etc.  There 
are  also  chapters  on  the  precancerous  dermatoses, 
tumors  of  infectious  origin,  and  nevi  of  all  types. 

The  book  is  well  illustrated  and  well  written,  but 
would  benefit  by  more  illustrations  in  color,  of  which 
there  are  only  three.  A.  Walzer 

Diseases  of  the  Ear,  Nose,  and  Throat.  A Text- 
book of  Clinical  and  Laboratory  Procedures.  By 

Georges  Portmann,  M.D.  Translated  by  Fernand 
Montreuil,  M.D.,  and  Jules  G.  Waltner,  M.D. 
Quarto  of  728  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1951.  Cloth,  $20. 

Being  a modern  of  the  old  school,  the  author  de- 
velops in  his  work  a fine  clinical  sense  of  all  the  his- 
torical and  practical  otolaryngology  of  the  past, 
which  the  present-day  student  can  no  longer  experi- 
ence except  in  occasional  cases,  and  makes  it  real 
and  living  to  him  in  modern  application  and  inter- 
pretation. For  the  student,  this  is  a very  necessary 
background. 


Added  to  this  material  is  the  most  modern  expres- 
sion of  clinical  diagnosis  and  treatment.  The  tests 
and  procedures  of  diagnosis  are  based  on  anatomy, 
physiology,  and  pathology  in  a very  exemplary  man- 
ner, very  thoroughly  and  generously  illustrated  with 
great  exactitude.  The  printing  is  clear  and  beauti- 
ful. Charles  Reed  Weeth 

Proceedings  of  the  Third  International  Congress 
of  the  International  Society  of  Hematology,  Cam- 
bridge, England,  August  21-25,  1950.  Editorial 
Committee,  Carl  V.  Moore,  Editor-in-Chief,  L. 
Berman,  J.  Bernard,  S.  Haberman,  J.  Hill,  et  al. 
Quarto  of  593  pages,  illustrated.  New  York, 
Grune  & Stratton,  1951.  Cloth,  $10;  paper,  $8.00. 

This  volume  is  a compilation  of  pioneer  articles  on 
all  phases  of  hematology.  The  subject  matter  is 
divided  into  the  following:  (1)  anemias  and  related 
subjects,  (2)  immunohematology,  (3)  leukemia  and 
related  diseases,  (4)  coagulation,  purpura  and  re- 
lated subjects,  (5)  miscellaneous  papers. 

Most  contributions  are  given  in  full;  some  are 
presented  in  abstract.  This  is  the  first  opus  of  the 
International  Society  of  Hematology.  It  gives 
promise  of  many  more  accomplishments. 

Maurice  Morrison 

Physical  Biochemistry.  By  Henry  B.  Bull, 
Ph.D.  Second  edition.  Octavo  of  355  pages,  illus- 
trated. New  York,  John  Wiley  & Sons,  1951. 
Cloth,  $5.75. 

The  author  has  compiled  an  excellent  textbook, 
incorporating  those  studies  which  are  important  in 
the  understanding  of  the  physical  methods  used  in 
relation  to  biologic  and  biochemical  phenomena.  It 
is  the  excellent  selection  of  the  many  subjects  that 
are  now  familiar  such  as  electrophoresis,  isotope 
studies,  enzyme,  kinetics,  etc. , that  makes  this  book 
valuable  to  a physician  who  wishes  to  keep  up  with 
such  progress.  However,  a knowledge  of  physical 
chemistry  is  needed  for  the  reader  to  get  full  value  ■ 
from  the  book.  The  work  should  be  considered  in 
the  category  of  a textbook,  requiring  supplementary 
lectures  to  help  the  physician  without  a background 
to  follow  the  newer  advances. 

Milton  B.  Haxdelsman 

The  Public  Health  Nurse  and  Her  Patient.  By 

Ruth  Gilbert.  Second  edition.  Octavo  of  348 
pages.  Cambridge,  Harvard  University  Press  for 
the  Commonwealth  Fund,  1951.  Cloth,  $3.75. 

This  is  a revised  edition,  originally'  published  in 
1940.  The  author,  a mental  hy'giene  consultant, 
wrote  the  book  with  the  idea  of  indoctrinating  public 
health  nurses  with  the  importance  of  mental  health. 

A considerable  part  of  the  text  stresses  health 
teaching,  as  it  should,  both  teaching  of  the  patient 
as  well  as  teaching  of  the  public  health  nurse  herself. 

More  consideration  could  have  been  given  to  the 
part  that  the  public  health  nurse  can  take  in  the 
control  and  prevention  of  accidents,  since  accidents 
are  now'  one  of  the  major  causes  of  death  and  are 
responsible  for  an  untold  amount  of  disability'. 

For  the  public  health  nurse  wrho  is  new  and  re- 
ceptive, the  book  offers  an  excellent  approach  to 
mental  hygiene  as  part  of  the  public  health  nurse’s 
activities.  Jacob  H.  Landes 

Medical  Milestones.  By'  Henry  J.  L.  Marriott, 
M.D.  Octavo  of  293  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $3.50. 

The  forew'ord  to  this  book  has  been  written  by 
Dr.  Alexander  Fleming.  In  it  he  says:  “Dr.  Mar- 
[Continued  on  page  19301 
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Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


BRIGHAM  HALL  HOSPITAL 

CANANDAIGUA,  NEW  YORK 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Alco- 
holism, addictions,  and  geriatric  patients  accepted. 
Modern  treatment,  scientific  and  individual,  in  a home- 
like atmosphere.  Moderate  rates.  Licensed  by  the  dept, 
of  Mental  Hygiene.  (See  also  our  advertisement  in  the 
Medical  Directory  of  N.  Y . N.  J , and  Conn  ).  Address 
inquiriesto  FRANCIS  W.  KELLY,  M.D.,  Physician-, n-Cha,p 


UR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N . Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 
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FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week. 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


MANOR  NURS,NG 
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Medical  Diraetor:  O.  L.  Friedman,  M.D.,  Q.R. 
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WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone : Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL, 


INC. 


81  LOUDEN  AVENUE 


Tel.  Amityville  53 


AMITYVILLE,  N.  Y. 


A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  E.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician~in~Charge 
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riott  has  set  out  to  give  the  non-medical  public  a 
readable  and  accurate  account  of  the  main  advances 
in  medicine  in  recent  years.” 

Surely  the  non-medical  public  must  thank  Dr. 
Fleming  for  the  compliment.  The  book  is  not  only 
readable  and  accurate  but  very  interesting.  Un- 
fortunately most  of  its  content  is  far  beyond  the 
comprehension  of  the  average  man  and  woman. 
This  statement  is  not  to  be  interpreted  as  implying 
that  the  work  does  not  have  intrinsic  merit.  For 
the  exceptionally  intelligent  layman,  it  is  a treat; 
for  the  nurse  in  training  and  the  graduate,  it  is  a 
must;  and  for  the  practitioner,  it  will  serve,  in  many 
of  its  chapters,  as  a refresher  course.  The  author’s 
unusually  fine  background  explains  the  high  caliber 
of  his  book.  This  volume  has  a place  in  the  library 
of  any  intelligent  person,  lay  or  professional. 

S.  R.  Blatteis 

Visceral  Radiology.  By  Emerik  Markovits, 
M.D.  Quarto  of  612  pages,  illustrated.  New 
York,  Macmillan  Co.,  1951.  Cloth,  $24. 

This  is  a companion  volume  to  the  previous  book 
on  bone  radiology  by  the  same  author.  The  format 
of  the  work,  its  numerous  tabulations,  its  excellent 
schematic  drawings,  and  its  conciseness  and  brevity 
emphasize  that  the  intent  of  the  author  was  to  pro- 
duce a textbook  rather  than  a reference  library.  As 
such,  it  is  excellent  and  is  recommended  to  those 
who  wish  to  have  a primer  in  diagnostic  radiology 


and  particularly  to  those  who  have  not  had  formal 
residency  training.  Asa  B.  Friedmann 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1951.  Index  1949- 
1951.  Octavo.  Philadelphia,  W.  B.  Saunders  Co., 
1951.  Published  bimonthly  (six  numbers  a year). 
Cloth,  $18  net;  paper,  $15  net. 

The  Philadelphia  issue  of  the  Medical  Clinics  of 
North  America  is  devoted  to  a symposium  on  diag- 
nosis in  general  medicine.  As  usual,  it  contains 
much  material  useful  to  the  general  practitioner.  Of 
particular  interest  is  Dr.  Gordon’s  article  on  chronic 
pulmonary  diseases.  Milton  Plotz 

Clinical  Pathology  of  the  Eye.  A Practical  Trea- 
tise of  Histopathology.  By  Bernard  Samuels,  M.D., 
and  Adalbert  Fuchs,  M.D.  Quarto  of  420  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1952. 
Cloth,  $20. 

This  carefully  prepared  treatise  is  so  arranged  that 
the  reader,  student,  or  clinician  can  easily  under- 
stand all  phases  of  the  subject. 

It  contains  a profusion  of  beautifully  executed 
drawings  of  microscopic  slides,  reproduced  in  their 
true  colors. 

The  authors  are  pre-eminent  in  their  field  and 
have  collaborated  successfully,  producing  a text  that 
should  endure  and  be  repeatedly  utilized  with  profit 
by  all  who  are  interested  in  ophthalmology. 

Mortimer  A.  Lasky 
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County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond  ... 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
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Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster  

Warren 

Washington . 

Wayne 

Westchester. 
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President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy.  Bronx 
Ben  L.  Matthews . Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Gaspar.  . . .Malone 
Kumjian  Durand.  . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden 

Herkimer 


E.  A.  Maxwell 

Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . .Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  .Amsterdam 
J.  M.  Galbraith ....  Glen  Cove 

G.  W.  McAuliffe.  . .New  York 

Wilfrid  M.  Anna 

Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price . . . Clifton  Springs 
Carlos  E.  Fallon. . . .Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine. . . .Oneonta 
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FOR  RENT 


NEW  PROFESSIONAL  BUILDING 

VALLEY  STREAM 

Air  conditioned,  heart  of  newly  built  area 
attractive  and  well  located  at 
MERRICK  ROAD  & DALE  PLACE 
Only  3 choice  suites  left 
IMMEDIATE  OCCUPANCY 
IDEAL  FOR  ANY  PROFESSIONAL  MAN 
Agent  R.  S.  Fisher,  Inc. 

30  W.  Sunrise  Highway  Valley  Stream  5-3756 


FOR  RENT 


Seneca  Falls,  N.  Y.  Three  room  office,  well  equipped  and 
centrally  located.  Opportunity  for  general  practitioner  or 
dentist.  Contact  Mrs.  A.  Letellier.  145  Fall  St. 


LOCATION  WANTED 


Rural  practice,  preferably,  upstate.  Terms,  full  details  in 
first  letter.  Box  549,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Offices  for  Specialist  on  Main  Thoroughfare,  Rockville 
Centre,  Long  Island.  Box  545,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Estate  in  liquidation  has  large  year  round  home  on  four  acre 
plot,  beautifully  landscaped,  with  300  ft.  frontage  on  water. 
Would  be  very  suitable  for  nursing  home  or  doctor's  sani- 
torium.  Pictures  and  floor  plan  will  be  sent  on  request. 
Property  can  be  purchased  on  terms.  References  required. 
E.  Raynor’s  Sons,  Westhampton  Beach,  N.  Y.  Telephone 
Westhampton  1319. 


PROFESSIONAL  PROPERTY  FOR  SALE 


Professional  suite  immediately  available  in  two-apartment 
building  ideally  suited  for  professional  use;  adjacent  school, 
residential  and  business  districts'at  Seaford,  Nassau  County, 
Long  Island.  Plot  40  x 125;  price  $13,500;  balance  present 
mortgage  approximately  $4400.  payable  $46.  monthly  with 
prepayment  privilege.  Communicate  Sydney  J.  Schwartz 
50  Broad  Street  New  York  City  Hanover  2-4747. 


Middleaged  physician,  successful,  with  excellent  training 
and  experience,  also  interested  in  research,  desires  association 
with  G.  P.,  Surgeon  or  group  or  industrial  work.  Capital 
investment  considered.  Box  557,  N.  Y.  St.  Jr.  Med. 


Young  physician,  married  and  with  one  child,  seeking 
opportunity  for  general  practice  in  suburbs  of  N.  Y.  Box 
555,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Suburban  General  Practice,  New  City,  Rockland  County 
25  mi.  G.  W.  Bridge,  home  & office,  liberal  terms,  will 
introduce.  Box  556,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Well  established  general  practice  of  internal  medicine,  in 
large  city,  upstate  New  York.  Would  like  to  turn  over 
well  equipped  office  to  younger  man,  with  experience  in 
internal  medicine.  Four  room  apartment  also  available 
for  living.  First  option  to  buy.  Box  559,  N.  Y.  St.  Jr.  Med. 


GLADYS  BROWN  BROWN’S  MUrray  Hill 

Owner-Director  w 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical.  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


FOR  RENT 


Williston  Medical  Center.  Superbly  located,  Hillside  Avenue. 
The  heart  of  town.  Nassau  county,  Long  Island.  Lim- 
ited amount  of  space  available  to  Specialists  only.  In- 
cluded among  the  present  tenants,  are  a clinical  lab., 
radiologist,  and  a number  of  specialists,  established  in  this 
area.  Exceptional  opportunity.  Pediatrician,  Dermatolo- 
gist, Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave., 
Williston  Park,  Long  Island.  Garden  City  7-7739.  Gar- 
den City  7-5180. 


OFFICE  TO  SHARE 


106  East  85th  St.,  off  Park  Ave.  Waiting,  examining  and 
consulting  room,  furnished.  Diagnostic  equipment  (fluo- 
roscope,  cardiograph,  diathermy,  basal  metabolism,  labo- 
ratory, etc.)  Secretary,  R.  N.  Available  mornings,  other 
hours  arrangeable.  Reasonable.  Phone  RHinelander  4-5291. 


FOR  SALE 


NURSING  HOME  — Invalids  — Semi-Invalids — Cardiac 
Elderly  people  and  general  convalescents,  Private 
and  Semi-private  rooms,  Licensed  for  24  patients. 
Completely  furnished.  Clientele  and  Good-Will  all 
for  $65,000.00  terms.  30  miles  N.  Y.  4-room  Cottage. 
Write  Sanford  Durland,  Chester,  N.  Y.,  for  details. 


HELP  WANTED  FEMALE 


X-RA  Y TECHNICIANS,  fully  experienced  for  large  Medical 
Clinic,  New  York  City.  State  experience  and  salary  ex- 
pected. Box  558,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Complete  equipment  General  Practitioner’s  Office.  Excel- 
lent condition.  Includes  Fluoroscope,  Examining  table, 
proctoscope,  pressure  machine,  etc.  Phone  Syosset  6-2042. 


OFFICES  TO  SHARE 


61st  St.  near  Park.  Ave.  You  pay  only  for  the  number  of 
hours  weekly  that  you  require.  TEmpleton  8-7840. 


Excellent  opportunity  for  allergist  in  up  state  city.  Draw 
from  population  of  about  55,000.  Reasonable  rental  in 
attractive  location.  Write  Box  554,  N.  Y.  St.  Jr.  Med. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance.  Write-Phone 
Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17,  MU  2-1630. 


WANTED 


Opening  for  Physician  in  Active  Emergency  Room.  24 
hrs.  on  duty — Off  2 days  after  tour  of  duty.  Apply  Supt. 
Mary  Immaculate  Hospital,  152  1189th  Ave.,  Jamaica  2,  N.Y. 


FOR -RENT 


ST.  ALBANS,  close  everything.  Doctor’s  office  and  living 
in  2-family  house,  each  floor  five  rooms.  Rental  $240.00. 
Also  garage  $10.00.  Alice  Cohn,  124  E.  37th  St.,  New 
York  16,  N.  Y.  MURRAY  HILL  5-8981. 
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Edrisal  ! “an  entirely  adequate 


substitute  for  ordinary  doses  of  codeine... 

(Am.  J.  Obst.  85  Gynec.  51:1366,  1951) 


but ‘Edrisal’  contains  no  narcotics! 

Each  ‘Edrisal’  tablet  contains: 

Benzedrine*  Sulfate 

(racemic  amphetamine  sulfate,  S.K.F.) 

Acetylsalicylic  acid  

Phenacetin 

Dose:  2 tablets 


2.5  mg. 

2.5  gr. 
2.5  gr. 


X 


• . The  color  of  the  ‘Edrisal’  tablet  has 

P ' been  changed  from  white  to  blue-green. 


‘Edrisal’  relieves  pain  and  the  depression 


that  magnifies  pain 


Smith,  Kline  & French  Laboratories 

*T.M.  Reg.  U.S.  Pat.  Off. 


Philadelphia 
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Osteoporosis 

. . . Increasingly  Diagnosed 

Metandren 
Linguets 

. . . Increasingly  Prescribed 


because 

Dosage  is  easily  regulated 
Absorption  is  directly  into  the  bloodstream 
Potency  is  twice  that  of  ingested  methyltestosterone 
Medication  is  convenient,  painless,  economical 

In  senile  osteoporosis,  the  osteoblasts  are  not 
forming  enough  bone  matrix.  Methyltestosterone 
has  an  anabolic  action  in  such  cases.  As  little 
as  one  5-mg.  Metandren  Linguet  administered 
daily  for  a month  may  give  dramatic  relief  of 
pain.  Adequate  protein  intake  is  also  essential. 

Supplied:  Linguets,  5 mg.  (white)  and  10  mg.  (yellow)  scored 
Bottles  of  30,  100,  and  500. 

METANDREN®  (brand  of  methyltestosterone,  U.S.P. ) 

LINGUETS®  ( brand  of  tablet  for  mucosal  absorption) 


C3n!b)^\  Summit,  New  Jersey 


193G 


PENICILLIN  BLOOD  LEVELS  FOR 


The  above  graph  compares  penicillin  blood  levels  with  Injection  BICILL1N  600  and  pro- 
caine penicillin,  aqueous  suspension,  600,000  units.  (20  adults)  Note  the  substantial  pro- 
longed penicillin  blood  level  concentrations  produced  with  Injection  BICILLIN  600. 


Announcing  . . . 

A new  and  truly  long-acting  penicillin  compound 

INJECTION 

BICILLIN*  600 

Benzethacil 

N,N'-dibenzylethylenediamine  dipenicillin  G 


® 


♦Trademark 


1937 


2 WEEKS  WITH  SINGLE  INJECTION 


Injection  Bicillin  600 

600,000  units— 1 injection 
Procaine  penicillin 

600,000  units— 1 injection 


10 


riME  IN  DAYS 


Effective  parenteral  penicillin  prophylaxis 
and  therapy  with: 

• slow  absorption 

• fewer  injections 

• less  trauma 

• lower  cost 

Produces  remarkably  extended  blood  levels:  1 injection 
600,000  units  in  Tubex  provides  demonstrable  penicillin 
levels  in  children  for  14  days  or  more. 

Ideal  for  use  in  rheumatic  fever  prophylaxis  — particularly 
important  in  services  which  treat  large  numbers  of  patients. 

Adequate  single  injection  therapy — whenever  penicillin  pro- 
tection is  desired — is  now  available  with  Injection  Bicillin. 

Stable — for  at  least  18  months  if  stored  at  59°  F. 

Supplied — Injection  Bicillin  600  (600,000  units  per  Tubex®). 

W/yet/l  Incorporated,  Philadelphia  2,  Pa. 
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"diabetes  mellitus 

shows  a 
familial 
tern 


the  diabetic  family 

Every  case  of  diabetes  is  a clear  indication  to  test  the  patient’s 
relatives  for  evidence  of  the  “pronounced  inherited  susceptibility 
to  the  development  of  the  clinical  form  of  the  disease.”1  Early 
diagnosis  makes  possible  the  early  control  and  continuous  treat- 
ment that  are  “of  the  greatest  importance  in  reducing  the  incidence 
and  severity  of  degenerative  complications.”2 

r,' 

diabetes  in  children 

Testing  for  diabetes  is  especially  indicated  in  children  and  youthful 
members  of  diabetic  families,  since  “the  age  at  onset  is  earlier  in 
those  cases  with  positive  family  histories  of  diabetes.”1  Prompt 
control  is  a significant  factor  in  postponing  or  preventing  vascular 
complications — now  responsible  for  more  deaths  and  debility  than 
all  other  causes  in  patients  with  onset  of  diabetes  early  in  life.2 


CLINITEST 


BRAND-PEG  U S PAT.  OFF 

for  urine-sugar  detection 


Detection  of  urine-sugar  is  simple,  reliable  and  rapid  with 
Clinitest  (Brand)  Reagent  Tablets.  The  results  are  directly 
read.  No  external  heating  is  needed.  Clinitest  is  excellent  for 
office  and  clinic,  and  for  diabetic  patients. 


AMES 

COMPANY,  INC. 


ELKHART, 

INDIANA 

Ames  Company  of 
Canada.  Ltd.,  Toronto 


1.  Watson,  E.  M.,  and  Thompson,  M.  W. : 
Am.  J.  Digest.  Dis.  18: 326,  1951. 

2.  Wilson,  J.  L. ; Root,  H.  F.',  and  Marble, 
A.:  J.A.M.A.  147 : 1526  (Dec.  15)  1951. 
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-mAHM 


(Pronounced  Xi  lo*  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XYIOCAINE 
.^WlOCHLOIIID*  &i 


• »O0U<’ 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  - dose  vials  containing 
0.5%,  1%  or  2%  solution.  AH 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE  DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

aVSTIM  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

‘U  S.  Patent  No.  2,4-41,498 
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WINTHROP-STEARNS  INC. 

New  York  18,  N.  Y.  Windsor,  Ont. 


To  combat  intestinal  and  extra-intestinal  amebiasis,  found 
in  every  state  of  the  Union: 

MILIBISI  because  of  relative  insolubility,  assures 

high  concentration  in  the  large  intestine,  very  effective 
against  subacute  and  chronic  amebiasis.  Average  adult 
dose:  0.5  Gm.  (1  tablet)  three  times  daily  for  7 to  10  days, 
repeated  if  necessary.  Control  acute  dysentery  first  or 
concurrently  with  emetine. 

Supplied  in  0.5  Gm.  tablets , bottles  of  25. 

ARALEN  Diphosphate  — the  well 

known  antimalarial — induces  complete  clinical  remission 
in  pleuropulmonary  amebiasis'  as  well  as  hepatic  and  other 
forms  of  extra-intestinal  amebiasis.2  3 Average  adult  dose: 

1 Gm.  (4  tablets)  daily  for  2 days,  then  0.5  Gm.  daily 
for  2 to  3 weeks,  which  may  be  combined  with  or 
successive  to  Milibis  therapy  of  intestinal  amebiasis. 

Supplied  in  0.25  Gm.  tablets,  bottles  of  100  and  1000. 


Milibis  and  Aralen,  trademarks  reg.  U.  S.  & 
Canada,  brand  of  bismuth  gfycolylarsanilate 
and  chloroquine,  respectively. 

1.  Lindsay,  A.  E.,  Gossard,  W.  H.,  and  Chapman, 
J.  $.:  Dis.  Chest,  20:533,  Nov.,  1951. 

2.  Conan,  N.  J.,  Jr.:  Am.  Jour.  Med., 

6:309,  Mar.,  1949. 

3.  Emmett,  J.:  J.A.M.A.,  141:22,  Sept.  3,  1949. 


Illustrated  brochure 

on  request. 
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“Preferred  because  of  its  freedom  from  phenol  [as  in  cala- 
mine c phenol],  cocaine,  cocaine  derivatives  and  other 
known  sensitizing  agents  ’1,  Calmitol  Ointment  also  avoids 
the  danger  of  sensitization  reported  with  antihistaminies. 


(i /it i pruritic  coun tern ttack 


Effective,  as  well  as  safe,  Calmitol  counters  pruritus  with 
the  time-proved  ingredients  of  Jadassohn’s  Formula  (cam- 
phorated chloral,  hyoscyamine  oleate  and  menthol)  at  the 
point  of  origin  by  raising  the  impulse  threshold  of  skin 
receptor  organs  and  sensory  nerve  endings. 


I.  Lubowe,  I.  I.:  New  York  State  Journal 
of  Medicine  50.1743  (July),  1950. 


the  bland  antipruritic 
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Crystalline  Vitamin  B12 

10  micrograms 

essential  antianemic  factor 


mmt 


Ferrous  Sulfate 

0.26m.  source  of 

readily-absorbable  iron 


for 

comprehensive 

blood 


Liver  Concentrate 

0.1  Gm.  supplies  erythrocyte 
maturation  factor  and  important 

components  of  the  B-complcx 


therapy 


Folic  Acid 

2 mg.  useful  in  some 

macrocytic  anemias  in 
which  Bn  is  not  effective 


VENTRILEX 
is  available 
in  bottles 
of  1 00  and 
1000  Kapseals® 


Concentrated  Extract  of  Stomach 

0.3  Gm.  complement  to  B,2 
necessary  for  normal 

red  blood  cell  maturation 


Vitamin  C 

50  mg.  aids  in 

absorption  of  iron 


ms 


Combining 
important  principles  useful 
in  treatment  of  the  anemias. 


1'AIIKC.  IIAVIS  & COM  PAX  Y 
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physiologic 

correction 

for 

corpus  luteum 
failure 


PROLUTON 
PR ANON E 


Aether  a deficiency  of  corpus  luteum  hormone 
iisents  as  spontaneous  abortion,  metrorrhagia,  functional 
Csmenorrhea,  or  premenstrual  tension,  it  may  be 
e rected  physiologically  by  Proluton  and  Pranone. 
IbLUTON  (pure  progesterone)  is  administered 
kramuscularly  or  as  Buccal  Tablets.  Pranone  (ethisterone) 
iudministered  as  tablets.  Both  Proluton  and  Pranone 
a development  of  a normal  endometrium  essential 
f uninterrupted  pregnancy  and  normal  menses. 


BDLUTON®  (Progesterone  U.S.P.)  in  oil  for  intramuscular  injection. 
■DLUTON  Buccal  Tablets  (Progesterone  U.S.P.)  in  Schering’s  special 
solid  solvent  base,  Polyhydrol.® 

•fNONE®  Tablets  (Ethisterone  U.S.P.;  anhydrohydroxyprogesterone), 
orally  effective  progestin. 


I 


PROLUTON  PRANONE 


WEIGHT  LOSS  (LBS.) 
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measuring  rod  for 
mercurial  diuretics 


Determining  the  relative  clinical  efficacy  of  mercurial  diuretics 
by  comparing  the  diuretic  response  obtained  with  similar 
doses  is  not  entirely  sound.1  A more  valid  comparison  is  given 
by  study  of  dosage-response  curves1  which  show  the  differences 
in  doses  required  to  produce  similar  effects. 


Figure  2:  Dosage-response  curves  showing  relative  diuretic  potency  of  (a) 
(MERCUHYDRIN)  and  (b)  N-(beta-hydroxymercuri-gamma-methoxypropyl)- 
2-pyridone-5-carboxylate.2 


. . to  obtain  a diuretic  response  equal  to  that  of  meralluride 
(MERCUHYDRIN)  the  other  mercurial  must  be  given  in 
twice  the  dosage.”2 


sodium 

effective , well  tolerated . . . 

intramuscularly , intravenously  and  subcutaneously 

MERCUHYDRIN  (Meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

bibliography:  (l)  Clarke,  D.  A.;  Modell.  W ; Greiner,  T.;  Kwit,  N.  T ; Gluck.  J.  L.; 
and  Gold,  H.:  The  Dosage-Response  Curve  for  the  Comparison  of  Mercurial  Diuretics 
Am.  J.  M.  Sc.  220 :1S6,  1950.  (2)  Cattell,  McK.:  Dosage  in  the  Therapy  of  Cardiovascular 
Disease,  J.A.M.A.  144: 889,  1950. 


cr^eS/c/e 

cwvraforieA,  inc„  Milwaukee  i.  Wisconsin 
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Acid  Control  in  Peptic  Ulcer 

... WITHOUT  CONSTIPATION 


Modern  antacid  therapy  with  alu- 
mina gel  is  usually  successful.  But  in 
many  cases  constipation  ensues. 

Then  you  have  the  incongruous  sit- 
uation of  the  patient  dosing  himself 
daily  with  laxatives  in  addition  to  his 
regular  alumina  gel  intake. 

You  can  help  nearly  every  patient 
avoid  this  disturbance  by  prescribing 
Gelusil.  Unlike  most  alumina  gel  prep- 
arations, it  is  singularly  free  of  consti- 
pating action. 1 2’2,3,4  Gelusil  embodies  a 


unique  form  of  non-reactive  aluminum 
hydroxide  gel  combined  with  magnesi- 
um trisilicate.  It  helps  control  gastric 
hyperacidity  without  causing  consti- 
pation. 

Prescribe  Gelusil  in  liquid  or  tab- 
lets. Bottles  of  (>  or  12  oz.;  boxes  of  50 
or  100  tablets. 

1.  Seley,  S.  A.:  Am.  J.  Dig.  Dis.  13:238  (July)  19U6. 

2.  Rossini,  A.  A'.:  Rev.  of  Gastroenterol.  18:31,-52 
(Jan.)  191,9.  ;t.  Rossien,  A.  X.  mid  Victor,  A.  W.: 
Am.  J.  Dig.  Dis.  1 4 :226-229  (July)  191,7.  4.  Batter- 
man,  II.  C.  anil  Ehrenfeld,  I.:  Gastroenterol.  9:11,1 
(August)  19k 7. 


Gelusil 

THE  NON-CONSTIPATING  ANTACID  ADSORBENT 


WILLIAM 


R.  WARNER 


DIVISION  OF  WARNER-HUDNUT,  INC. 
NEW  YORK  11,  N.  Y. 


new  convenience  in  broad-spectrum  therapy 


Introducing  new  flexibility  in  broad-spectrum 
antibiotic  therapy  with  the  most  familiar  and 

acceptable  form  of  medication  for  your  patients— 
well-tolerated,  rapidly-effective  Crystalline  Terramycin 

Amphoteric  Tablets  (sugar  coated)  are  prepared  from 
the  pure,  natural  antibiotic  substance,  assuring 
availability  throughout  the  pH  range  of  the 
gastrointestinal  tract.  Will  not  contribute  to  gastric  acidity. 


' ■*  ^ 


lei 


Supplied:  250  mg.  tablets,  bottles  of  16  and 
100;  100  mg.  and  50  mg.  tablets, 
bottles  of  25  and  100. 


world's  largest  producer  of  antibiotics 


PENICILLIN 
STREPTOMYCIN 
DIHYDROSTREPTOMYCIN 
COM  BIOTIC 


ANTIBIOTIC  DIVISION.  CHAS.  PFIZER  8e  CO..  INC.,  BROOKLYN  6.  N.Y. 


BACITRACIN 


POLYMYXIN 


1952 


contrast  the  inherent 


SWELLING  pou/er 
of 


(the  concentrated  bulk  laxative 
qou’ve  been  waiting  for) 


with  a leading  “bulk”  laxative 
and  methglcellulose 


SWELLING  POWER  AT  38°C.  IN  20  HOURS 
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Note  the  comparative  twenty-four  hour  swelling 
power  of  Kalpin  and  methylcellulose.  At  left 
note  the  sustained  dispersion  of  Kalpin  (37  cc) 
as  opposed  to  methylcellulose  ( 17  cc)  at  end  of 
24  hours. 


( Hoih  experiments  made  in  a University  Hospital  Laboratory  ) 


Note  the  comparative  twenty- 
four  hour  swelling  power  of 
Kalpin  and  a leading  “bulk” 
laxative.  Note  its  controlled 
swelling  in  water;  its  absence 
of  swelling  in  gastric  juice  and 
its  rapid  continuance  of  swell- 
ing in  intestinal  juice. 
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the  charts  tell  the  storq  • * • 

but  not  all  of  iti 


-mm  v my  A natural  (non-synthetic)  concentrated  bulk  laxative 

B m B derived  from  algae  of  the  sea  was  also  tested  on  “veterans 

of  taxation”  of  colonic,  and  spastic  types. 


It  was  found  that  the  stool  bulk  was  doubled  with  less 
than  half  the  dosage  of  other  “bulk"  laxatives  . . . that 
larger  bulk  in  the  intestine  stimulated  peristalsis  through 
“stretch  reflex”  and  was  90  per  cent  effective  without 
griping,  bloating  or  impaction. 


/Wk  W n W Kalpin  is  a pleasant-tasting  powder  which  insures 

™ patient-cooperation  . . . non-allergenic  . . . sugar-free. 

With  considerably  less  dosage  it  produces  smooth  liquid- 
retaining  mass  which  promotes  normal  physiologic  bowel- 
function.  Kalpin  is  not  chemically  fortified  and  needs 
only  normal  amounts  of  water  to  produce  swelling  and 
the  dosage  is  one  level  teaspoon  daily. 


Send  for  a liberal  test  supply  and  literature  on  in  vitro 
and  in  vivo  action  of  Kalpin. 


(a  true  bulk  laxative  from  natural  source) 


Wallace  Laboratories,  Inc. 

NEW  BRUNSWICK.  NEW  JERSEY 
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in  the  home  . . 
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sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


TH  ERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottlea  of  30,  100  and  1000. 

Squibb 


25,000  U.S.P.  units 
1,000  U.S.P.  uniti 
10  mg. 
5 mg. 
150  mg. 
150  mg. 
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Irwin,  Neisler  & Company 2056,  2059 


Lakeside  Laboratories,  Inc 1949,  1981 

Thomas  Leeming  & Company 1943,  1963 

Eli  Lilly  & Company 1976 

Louden-Knickerbocker  Hall 2060 


Maltbie  Laboratories,  Inc 1956 

Mead  Johnson  & Company 4th  Cover 

Menley  & James  Ltd 2055 

Merck  & Company 1958 

Wm.  S.  Merrell  Company 2nd  Cover,  1964-1965 


New  York  Medical  Exchange 2060 

Num  Specialty  Company 2058 


Parke,  Davis  & Company 1945 

Pediforine  Shoe  Company 2059 

Chas.  Pfizer  & Company,  Inc 1951 

Physicians  Press 2058 


R.  J.  Reynolds  Tobacco  Co 1948 

Riker  Laboratories.  Inc 1970-1971 


Sanborn  Company 2059 

Saratoga  Springs  Authority 1962 

Schering  Corporation 1947 

Sharp  & Dohme,  Inc 1967 

Sherman  Laboratories 1957 

Smith,  Kline  & French  Laboratories 3rd  Cover 

E.  R.  Squibb  & Sons 1954,  1955 

The  Stuart  Company Between  1950-1951 


Travenol  Laboratories 1982 

Twin  Elms 2060 


Upjohn  Company 1969 

U.  S.  Vitamin  Corp 2051 


Walker  Laboratories 1959 

Wallace  Laboratories 1952-1953 

Wallace  & Tiernan  Products 2057 

Warner-Hudnut,  Inc 1950 

West  Hill 2060 

Whittier  Laboratories 1962,  2053 

Winkler  Shoe  Company 2058 

Winthrop-Stearns,  Inc 1941 

Wyeth  Incorporated 1936—1937 


1955 


INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (Alkalol  Company) 2059 

Amebiasis  (Winthrop-Stearns,  Ine.) 1941 

Amvicel  (The  Stuart  Company) Between  1950-1951 

Bemotinic  (Ayerst,  McKenna  & Harrison) 1975 

Bentyl  (Wm.  S.  Merrell  Company) 1964-1965 

Bicillin  600  (Wyeth  Incorporated) 1936-1937 

Bremil  (The  Borden  Company) 2062 

Brioschi  (Ceribelli  & Company) 2056 

Calmitol  (Thos.  Leeming  & Company) 1943 

Ce-Vi-Sol  (Mead  Johnson  & Company) 4th  Cover 

Clinitest  (Ames  Company) 1939 

Co-Pyronil  (Eli  Lilly  & Company) 1976 

Cortisone  (Upjohn  Company) 1969 

Crystamin  Fort£  (Armour  Laboratories) 1973 

Dainite  (Irwin,  Neisler  & Company) 2056 

Daxalan-Dome-Paste  Bandage  (Dome  Chemicals, 

Inc.) 2058 

Desitin  Ointment  (Desitin  Chemical  Company) 1974 

Dodecavite  T.  S.  Drops  (U.  S.  Vitamin  Corp.) 2051 

Gantrisin  (Hoffmann-La  Roche,  Inc.) 1960-1961 

Gelusil  (Warner-Hudnut,  Inc) 1950 

Herpes  Zoster  (Sherman  Laboratories) 1957 

Hyotole  (Sharp  & Dohme,  Inc.) 1967 

Iodex  C Methyl  Sal  (Menley  & James,  Ltd.) 2055 

Kalpin  (Wallace  Laboratories) 1952-1953 

Kolantyl  (Wm.  S.  Merrell  Company) 2nd  Cover 

Laurium  (Whittier  Laboratories) 1962 

Lipotaine  (The  Stuart  Company) Between  1950-1951 

Lorzinex  (Wallace  & Tiernan  Products) 2057 

Lusyn  (Maltbie  Laboratories,  Inc.) 1956 

Mercuhydrin  (Lakeside  Laboratories) 1949 

Metandren  Linguets  (Ciba  Pharmaceutical  Products)  1935 

Methium  (Chilcott  Laboratories) 1972 

Neo-Antergan  (Merck  & Company) 1958 

Neohydrin  (Lakeside  Laboratories) 1981 

Nephenalin  (Thos.  Leeming  & Company) 1963 

Obocell  (Irwin,  Neisler  & Company) 2059 

Perazil  (Burroughs  Wellcome  & Co.) 1966 

Piromen  (Travenol  Laboratories) 1982 

Poly-Vi-Sol  (Mead  Johnson  & Company) 4th  Cover 

Precalcin  (Walker  Laboratories) 1959 

Proluton  Pranone  (Schering  Corp.) 1947 

Quinidine  (Brewer  & Company) 2049 

Quotane  (Smith,  Kline  & French  Laboratories) . . . .3rd  Cover 

Terramycin  (Chas.  Pfizer  & Company) 1951 

Theragran  (E.  R.  Squibb  & Sons) 1954, 1955 

Thum  (Num  Specialty  Company) 2058 

Tri-Vi-Sol  (Mead  Johnson  & Company) 4th  Cover 

Turicum  (Whittier  Laboratories) 2053 

Ventrilex  (Parke,  Davis  & Company) 1945 

Veriloid  (Riker  Laboratories) 1970-1971 

Xylocaine  (Astra  Pharmaceutical  Products) 1940 

Medical  and  Surgical  Equipment 

Cardiette  (Sanborn  Company) 2059 

Orthopedic  Shoes  (Pediforme  Shoe  Company) 2059 

Orthopedic  Shoes  (Winkler  Shoe  Co.) 2058 

Dietary  Foods 

Food  for  Babies  (Beech-Nut  Packing  Company)  ....  1968 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1948 

Mineral  Water  (Saratoga  Springs  Authority) 1962 

Prescription  Blanks  (Physicians  Press) 2058 

Whiskey  (Canada  Dry  Ginger  Ale,  Inc.) 2052 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

\ Each  Capsule  contains : 

Vitamin  A (synthetic) 

Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1 

Squibb 

y.  'THERAGRAN-  IS  A T RAPE  MARK  .OF  S.  R.  S.quiBB  4 SONS. 


25,000  U.S.P.  unit* 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


,000. 


SPASM 


AAV 


Specializing 

G.  I.  TRACT 


/CfV 


pH  buffering 
action  — Alukalin 
(kaolin  activated 
with  alumina  gel) 

Gastric  motor 
depressant  — 
homatropine 
methylbromide 


not  atropine  — 

but  homatropine  methylbromide 
for  maximal  safety 


Lusyn  has  a particular 
affinity  for  the  relief  of 
such  conditions  as  cardiospasm, 
pylorospasm  and  spastic  colon 
because  of  the  selective 
spasmolytic  action  of  its 
homatropine  methylbromide  upon 
the  gastrointestinal  vagus. 

Far  safer  than  atropine— 
homatropine  methylbromide  is 
30  to  50  times  less  likely 
to  produce  side-effects.  The 
Alukalin  in  Lusyn  coats  the 

stomach  with  a fine  soothing 
adsorbent  film,  and  helps  to 
reduce  acidity  by  its  buffering 
action  — without  producing 
alkalosis  or  acid  rebound. 

The  phenobarbital  content  exerts 
a welcome  sedative  influence, 
and  reinforces  the 
antispasmodic  effect  of 
homatropine  methylbromide. 

MALTBIE  LABORATORIES,  INC. 

NEWARK  1,  N.  J. 


HOMATROPINE  METHYLBROMIDE\ 

2.5  mg.  (1/24  gr.) 

ALUKALIN  (ACTIVATED  KAOLIN) 

300  mg.  (5  gr.) 

PHENOBARBITAL 

8 mg.  (1/8  gr. ) 


LUSYN 


® 
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‘PROTAMIDE  IS  A 
VALUABLE  REMEDY 
IN  THE  TREATMENT 
OF  HERPES  ZOSTER.”* 


E m 


HERPES  ZOSTER 


% The  evidence  in  this  thorough  study,  again  indicates  that  Protamide 
has  resolved  the  difficult  therapeutic  problem  of  herpes  zoster. 

Fifty  patients  in  this  series  were  treated  solely  with  Protamide  for 
herpes  zoster. 

“Results  were  excellent  or  satisfactory  in  78  percent . . . Improvement 
in  the  patients  showing  favorable  response  was  almost  immediate.”* 

“No  patient  who  made  an  excellent  or  satisfactory  recovery  after 
Protamide  suffered  from  post-herpetic  neuralgia.”* 

These  quotations  from  this  objective  study  add  to  the  evidence  that 
Protamide  is  unsurpassed  in  the  treatment  of  herpes  zoster. 


*Herpes  poster:  Its  treatment  with  Protamide. 


Frank  C.  Combes,  M.  D.,  and  Orlando 
Canizares,  M.  D.,  New  York  State  Journal  of 
Medicine  ( March ) 1952. 

A card  or  your  prescription  blank  marked  "Prota- 
mide"  will  bring  both  literature  and  reprints. 
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IN  FALL  ALLERGIES  . . . 

Turn  Distress 
into  Comfort 


Time-tested  therapy  with  Neo-Antergan* 
turns  malaise  into  comfort  for  patients  suffer- 
ing from  ragweed  pollens. 

Neo-Antergan  brings  safe  symptomatic  relief 
quickly  by  effectively  blocking  the  histamine 
receptors. 

Promoted  exclusively  to  the  profession,  Neo- 
Antergan  is  available  only  on  your  prescription. 


Your  local  pharmacy  stocks  Neo-Antergan 
Maleate  in  25  and  50  mg.  coated  tablets 
in  bottles  of  100,  500,  and  1,000. 


The  Physician's  Product 


Ncb'A'^>«|<wv® 

MAI  F ATF 


COUNCIL  :IH  ACCEPTED 


MALEATE 
(PYRIl.AMINE  MALEATE.  Merck) 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO.,  live. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 


O 195? — Merck  i Co.,  Inc. 


during  pregnancy 
and  lactation «-™ 


Precalcin 

CAPSULES 

Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous)  0.65  Gm. 

Bone  Phosphate 0.15  Gm. 

Vitamin  A Acetate,  Crystalline  . .2000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol).  400  U.S.P.  Units 

Thiamine  Hydrochloride 3.00  mg. 

Riboflavin 2.00  mg. 

Niacinamide 10.00  mg. 

Ascorbic  Acid 30.00  mg. 

Ferrous  Gluconate 45.00  mg. 

DOSAGE:  One  or  two  PRECALCIN  capsules  t.i.d.  or  as 
indicated. 

SUPPLIED:  In  bottles  of  100,  500,  and  1000  capsules. 


LABORATORIES,  INC. 

Mount  Vernon,  N.  Y. 


% 
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antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


TABLETS 


SYRUP 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  ol  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10  • New  Jersey 


19C2 


WHEN 

YOUR 

PATIENTS 

NEED 


AN  EFFECTIVE 
HEMATINIC 


Laurium 

— combines  iron  in  the  form  of 
readily  absorbed,  well  utilized, 
non-irritating  ferrous  gluconate 
plus  folic  acid,  liver,  and  the  vita- 
mins B and  C to  aid  iron  absorp- 
tion and  help  overcome  associated 
nutritional  deficiencies. 

Each  Capsule  Contains:  Ferrous  Gluconate,  300  mg.; 
Liver  Concentrate,  200  mg.;  Folic  Acid,  1 mg.;  Thia- 
mine Hydrochloride,  2 mg.;  Riboflavin,  1 mg.;  Nia- 
cinamide, 10  mg.;  Ascorbic  Acid,  15  mg. 


COMPLETE 
POTENT  | 
WELL  TOLERATED 


wfuttivt, 

V LABORATORIES 
Chicago  1 1,  Illinois 


We  Share  with  You 
the  Care  of  Your  Patient 

Here  at  the  Spa.  the  care  of  vour  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

With  the  modern  facilities  at  The  Saratoga  Spa, 
your  patient  with  a coronary  condition,  digestive 
disorder,  arthritis  and  allied  ailments,  or  hyper- 
tension, receives  benefit  from  the  treatment  with 
naturally  carbonated  mineral  waters. 

A list  of  capable  physicians  who  are  available  in 
Saratoga  Springs  for  consultation  with  your 
patient  on  the  details  of  the  program,  is  available 
on  request. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
scope  to  the  therapeutic  influences  of  the  Spa’s 
famed  waters. 

“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH” 

Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
- — revitalized — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and 
physician’s  sample  carton 
of  bottled  waters,  with 
their  analyses,  write  W.  S. 
McClellan,  M.D.,  Medi- 
cal Director,  Saratoga 
Spa,  155  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


The  Empire  State's  Contribution  to  the  Medicgl  Profession 
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Unique  Anti-Asthmatic  Tablet 
Found  To  Relieve  Anaphylaxis 

Nephenalin  preferred  to  epinephrine,  aludrine, 
for  treatment  of  allergic  crises 


Two  cases  of  severe  allergic  reactions  to  insect 
bites,  “promptly  controlled  without  the  use  of 
epinephrine,”  are  described  in  a recent  communi- 
cation to  the  Letters  of  the  International  Corre- 
spondence Society  of  Allergists  (Talley,  J.B.,  Ser- 
ies XV,  page  49).  While  the  author  does  not  wish 
to  challenge  the  “life-saving  effectiveness  of  epine- 
phrine in  treating  anaphylactic  reactions  . . 
he  points  out  that  sublingual  medication  with 
Nephenalin  (the  unique,  “relay-action”  anti-asth- 
matic tablet)  or  with  aludrine  was  “promptly 
! effective  . . . and  they  are  much  easier  for  the 
: patient  to  have  immediately  available  at  all  times 
I ....  Nephenalin  is  probably  the  better  drug  be- 
I cause  of  its  immediate  and  prolonged  action.” 
Assassin  Bug  Bite — The  first  patient,  a farmer  of 
42,  had  awakened  at  3 a.m.  with  severe  itching 
I and  burning  of  the  head,  neck,  and  right  forearm, 
and  swelling  of  the  ears,  lips,  and  right  forearm. 
Since  he  had  a similar  experience  1 year  previ- 
ously due  to  the  bite  of  an  assassin  bug,  and  since 
there  was  a pinpoint  puncture  in  the  center  of  the 
right  forearm  edema,  he  searched  his  bed  and 
found  an  assassin  bug  (which  he  brought  to  the 
office  alive  wrapped  in  a Kleenex  tissue  in  his 
1 shirt  pocket).  At  7 a.m.  the  itching  and  edema 
were  worse;  severe  headache  was  present;  scat- 
: tered  hives,  palpitation,  and  respiratory  difficulty 
i appeared;  and  on  getting  out  of  bed  he  found  that 
he  was  too  dizzy  and  weak  to  eat  or  work.  That 
afternoon  he  was  given  10  mg.  of  aludrine  sub- 
lingually. In  5 minutes  his  symptoms  had  decreased 
markedly,  and  in  10  minutes  he  had  no  palpita- 
tion, respiratory  difficulty,  dizziness,  or  headache, 
but  minor  itching  remained. 

Wasp  Sting — The  second  patient,  a woman  of  42, 
had  been  stung  by  a wasp  2 days  previously.  In  1 
or  2 minutes  she  became  dizzy,  nauseated,  and 
started  vomiting.  She  was  too  weak  to  walk  a few 
I steps  to  her  car.  In  20  minutes  her  hands  and  feet 
' were  cold,  blue,  and  swollen,  and  she  became 


Brought  to  the  office  alive 


drowsy.  Her  symptoms  decreased  some  by  10  p.m. 
— without  benefit  of  any  medical  care — and  she 
slept  soundly  that  night.  The  weakness,  nausea, 
drowsiness,  and  headache  continued  until  she  was 
seen  48  hours  after  the  wasp  sting.  She  was  given 
a Nephenalin  tablet  sublingually  for  5 minutes 
and  then  allowed  to  swallow  it.  In  IVz  minutes 
there  was  marked  decrease  in  the  symptoms  and 
in  10  minutes  they  had  completely  disappeared. 
She  gave  history  of  a similar  but  less  severe  wasp 
reaction  2 years  previously. 


Samples  on  Request 

Nephenalin®  gives  one-tablet  asthma  relief 
in  90  seconds,  lasting  4 hours.  Each  square, 
purple  tablet  contains  10  mg.  of  quick-acting 
aludrine  (N-isopropyl  arterenol)  in  the  sugar 
coating,  for  sublingual  absorption  and  prompt 
relief  of  asthmatic  symptoms.  After  5 minutes 
under  the  tongue,  the  aludrine  coating  is  dis- 
solved and  the  nucleus  of  the  Nephenalin  tab- 
let is  swallowed  to  provide  2 grains  of  theo- 
phylline, grain  of  ephedrine  sulfate,  and  lf 

grain  of  phenobarbital — for  additional  relief, 
lasting  about  4 hours.  . . . Nephenalin  anti- 
asthmatic tablets  are  mailable  in  vials  of  20 
and  in  bottles  of  100.  Write  for  literature 
and  samples.  Thos.  Leeming  & Co.,  Inc., 
155  East  44th  Street,  New  York  17,  N.Y. 


pressure 


mmrn- 


emotional  disturbances 


worry 


pressure . diet . work , worry . 
euwdonal  disturbances,  viscero neurosis 
cause  Nervous  Indigestion  . . . 


BENTYL 


offers  effective,  comfort- 


able, sustained  relief  from  pain,  cramps,  general  discomfort  due  to 
functional  gastrointestinal  spasm.  In  clinical  studies1’2’3  BENTYL  gave 
gratifying  to  complete  relief  in  308  of  338  cases,  yet  was  . . virtually 
free  from  undesirable  side  effects.”3 


EACH  CAPSULE  OR  TEASPOONFUL  SYRUP  CONTAINS: 
BENTYL 10  mg. 


For  safe,  double-spasmolysis 

BENTYL 10  mg. 

With  PHENOBARBETAL 15  mg. 


When  synergistic  sedation  is  desired 

DOSAGE — ADULTS:  2 capsules  or  2 tea- 
spoonfuls syrup  3 times  daily,  before  or  after 
meals.  If  necessary,  repeat  dose  at  bedtime. 


IN  INFANT  COLIC:  M to  1 teaspoonful 
syrup  3 times  daily  before  feeding.4 


Merrell 


1828 


New  York  • CINCINNATI  • Toronto 

I.  Hock,  C.  W.  : J.  Med.  Assn.  Ga.  40:22,  1951  • 2.  Hufford,  A.  R.: 

J.  Mich.  St.  Med.  Soc.  49:1308,  1950  • 3.  Chamberlin,  D.  T. : Gastro- 
17:224.  1951  . 4.  Pakula.  S.  F,:  Pottgrad.  Med;  11 :123,  1952 


19(30 


> 


day 


‘Perazil’  approaches  the  ideal  antihistaminic  in  long-lasting  effect  and  freedom  from 
side  effects.  A single  daily  dose  of  50  to  100  mg.  is  usually  adequate,  acting  for 
12  to  24  hours.  Side  effects  are  infrequent  and  if  they  do  occur,  are  usually  mild. 

Clinicians  report:  . the  results  . . . would  appear  to  demonstrate  ‘Perazil’  the  most 

effective  of  all  the  antihistaminic  agents  so  far  studied  by  the  physicians  who  used  it.”* 

Chemically  different,  ‘Perazil’ does  not  have  the  usual  ethylenediamine  group  but 
has  a piperazine  nucleus.  Therapeutically  different,  ‘Perazil’  need  not  be  taken, 
as  a rule,  more  than  once  a day. 

® 

is  indicated  in  all  allergic  states  responding  to  antihistaminics. 

rano  For  topical  use  in  allergic  conditions 
chlorcycuzine  hydrochloride  of  the  skin  ‘ Perazil ’ brand  Chlorcyclizine 

Hydrochloride  Cream  1 % 

•Brown  et  al.:  Ann.  Allergy,  8:82,  1950. 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc  .,  Tuckahoe  7,  N.  Y. 


'Crystalline  vitamin  B12 


Hyotole®-12  provides  vitamin  B12,  iron,  liver  fraction  and  vitamin  B 
complex  in  a combination  designed  to  furnish  the  maximum  supply  of 
substances  most  suitable  for  new  red-cell  and  hemoglobin  generation. 
Palatable  Syrup  Hyotole-12  is  indicated  in  the  treatment  of  nutritional 
or  secondary  anemias,  and  to  stimulate  the  appetite.  Supplied  in  pint 
Spasaver®  and  gallon  bottles.  Sharp  & Dohme,  Philadelphia  1,  Pa. 


Each  30  cc.  contains:  Ferrous  Sulfate,  U.S.P.,  1.3  Gm.;  Vitamin  BI2,  crystalline,  25  meg.:  thiamine 
HCI . , 10  mg.;  riboflavin,  2 mg.;  pyridoxine  HCI . , 1 mg.;  panthenol,  2 mg.;  niacinamide,  30  mg.; 
choline  Cl.,  20  mg.;  folic  acid,  5 mg.;  liver  fraction  (Whipple),  1 Gm. 
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Happy  Mealtimes  make  /AltV/ 
a vital  contribution  to 

f/Ui 


Added  ounces  and  inches  are  only  part 
of  the  benefit  a baby  derives  from 
happy  mealtimes. 

Zestful  enjoyment  of  eating  has  a pro- 
found effect  on  good  nutrition  and  also 
on  a baby’s  whole  personality  develop- 
ment. 

As  soon  as  one  of  your  young  patients 
is  ready  for  solids,  you  can  recommend 
Beech-Nut  Foods  with  complete  confi- 
dence in  their  fine  nutritive  values  and 
in  their  appealing  flavor.  With  so  many 
tempting  varieties  to  choose  from,  meal- 
times can  be  happy  for  your  young  pa- 
tients from  the  very  start. 

A wide  variety  for  you  to  recommend: 
Meat  and  Vegetable  Soups,  Vegeta- 
bles, Fruits,  Desserts  — Cooked  Cereal 
Food,  Strained  Oatmeal,  Cooked  Bar- 
ley 


Babies  love  them. ..thrive  on  them! 


Beech-Nut 


FOODSA  BABIES 


Every  Beech- Nut  Baby  Food 
has  been  accepted  by  the  Coun- 
cil on  Foods  and  Nutrition  of 
the  American  Medical  Associa- 
tion and  so  has  every  statement 
in  every  Beech- Nut  Baby  Food 
advertisement. 


response  in  rheumatic  fever 


Cortisone 


vJ  • Does  cortisone  influence  the 
A heart  lesions  of  rheumatic 
fever? 

C>L«  Early  cortisone  administra- 
tion suppresses  and  in  some 
cases  may  even  prevent  serious 
cardiac  damage. 


# What  effect  does  cortisone 
have  on  acute  rheumatic 
fever? 

(>L«  Often  within  24  hours  after 
cortisone  therapy,  the  severely 
ill,  toxic  patient  appears  alert 
and  comfortable;  and  within 
one  to  four  days,  temperature 
drops  to  normal,  appetite  in- 
creases, and  polyarthritis 
subsides. 


1970 


= NO  INTERFERENCE  = 

WITH  AN  ACTIVE  "1 
1=^  USEFUL  LIFE...  J 
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IN  HYPERTENSION 


Because  Veriloid  exerts  its  hypotensive  effect  by  direct  action  on  the 
central  nervous  system  without  adrenergic  or  ganglionic  blockade,  it 
leaves  the  normal  reflex  mechanisms  intact  for  physiologic  blood  pres- 
sure regulation.  Hence  the  patient  receiving  Veriloid  never  suffers 
prostrating  orthostatic  drop  in  blood  pressure.  Even  long  periods  of 
standing,  as  might  be  necessary  when  riding  to  and  from  work,  or 
long  periods  of  standing  upright  in  a telephone  booth,  hold  no  risk  of 
syncope  due  to  extreme  postural  hypotension.1’2’3 * * 

Veriloid  lowers  blood  pressure  by  peripheral  arteriolar  dilatation 
without  significant  impairment  of  renal,  myocardial,  or  cerebral  blood 
flow.  Hence  it  holds  no  threat  of  ischemia  or  functional  impairment  of 
these  vital  organs.  Consequently,  Veriloid  therapy  does  not  limit  the 
patient’s  activity  by  causing  sudden  anuria  or  reduced  work  tolerance. 
On  the  contrary,  patients  receiving  Veriloid  report  a greater  sense  of  well- 
being and  prompt  disappearance  of  their  distressing  visual  and  cerebral 
symptoms.  Because  of  its  desirable  behavior,  Veriloid  is  capable  of 
restoring  a high  percentage  of  hypertensive  patients  to  economic  use- 
fulness without  aggravation  of  the  usual  concomitants  of  high  blood 
pressure.3,4,5’6 

The  usual  daily  requirement  of  Veriloid  is  9 to  15  mg.  given  in 
divided  dosage  three  times  daily,  every  6 to  8 hours.  The  first  dose 
should  be  taken  after  breakfast.  The  evening  dose  may  be  1 or  2 mg. 
larger  than  the  other  two  doses  of  the  day. 

Veriloid  is  available  in  scored  1,  2,  and  3 mg.  tablets. 


1.  Stutzman,  J.  W.,  and  Maison,  G.  L.: 
Hypotensive  Action  of  Veriloid,  an  Ex- 
tract of  Veratrum  Viride,  Federation 
Proc.  9:318  (Mar.)  1950. 

2.  Taylor,  R.  D.,  and  Page,  I.  H.:  Further 
Studies  of  the  Cerebral  Chemo-receptor 
Buffers  as  Influenced  by  Vasoconstrictor 
and  Vasodilator  Drugs  and  Veratrum 
Viride,  Circulation  4:184  (Aug.)  1951. 

3.  Wilkins,  R.  W.:  The  Hemodynamic  Ef- 

fects of  Various  Types  of  Therapy  in 

Hypertensive  Patients,  in  Bell,  E.  T.: 
Hypertension,  A Symposium,  Minne- 

apolis, Uni  v . Minnesota  Press,  1951,  p.  405. 


4.  Wilkins,  R.  W.:  Veratrum  Viride  and 
Essential  Hypertension,  New  England 
J.  Med.  242: 535  (Apr.  6)  1950. 

5.  Kauntze,  R.,  and  Trounce,  J.:  Treat- 
ment of  Arterial  Hypertension  with  Veri- 
loid (Veratrum  Viride),  Lancet  2:1002 
(Dec.  1)  1951. 

6.  Stearns,  N.  S.,  and  Ellis,  L.  B.:  Acute 
Effects  of  Intravenous  Administration  of 
a Preparation  of  Veratrum  Viride  in 
Patients  with  Severe  Forms  of  Hyper- 
tensive Disease,  New  England  J.  Med. 
246: 397  (Mar.  13)  1952. 


RIKER  LABORATORIES,  INC.,  8480  Beverly  Blvd.,  Los  Angeles  48,  Calif. 
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TRADEMARK  C H LO  RIDE 


By  drug  action  alone,  Methium  blocks  — almost  as 
effectively  as  surgical  excision  — the  nerve  impulses 
through  the  autonomic  nervous  system  that  produce 
vasoconstriction. 


The  objective  of  therapy  is  to  administer,  in  gradually 
increasing  doses  over  a period  of  several  days  to  sev- 
eral weeks,  enough  Methium  to  lower  blood  pressure 
to  more  normal  levels  — even,  according  to  some  in- 
vestigators, to  the  point  of  mild  postural  hypotension. 


Methium  is  conveniently  administered  and  is  free 
of  the  risks  of  bromide  or  iodide  intoxication.  Avail- 
able on  prescription  only  in  125  mg.  and  250  mg. 
tablets  in  bottles  of  100  and  500. 


Effective  new  oral  hypotensive 
for  long-term  therapy 


Methium 


{brand  of  hexamethonium  chloride } 


Methium,  being,  a potent  hypotensive  drug,  requires  careful 
use  and  demands  great  caution  when  complications  exist. 
Prescribe  only  with  extreme  care  in  impaired  renal  func- 
tion, coronary  artery  disease  and  existing  or  possible 
cerebral  vascular  accidents.  Complete  instructions  for  pre- 
scribing Methium  are  available  on  written  request  or  from 
your  Chilcott  detail  man  and  should  be  consulted  before 
using  the  drug. 


CHILCOTT 

//vc 


MORRIS  PLAINS.  NEW  JERSEY 
FORMERLY  THE  MALTINE  COMPANY 
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a new  concept  II 
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Each  Crystamin  Forte 
capsule  contains: 

*Crystamin 100  meg. 

Desiccated  Duodenum  75  mg. 

Folic  Acid 1.75  mg. 

*The  Armour  Laboratories 
Brand  of  Crystalline  Bl 2. 

Supplied  in  bottles  of  30. 


MOST  POTENT...  MOST  ECONOMICAL  VITAMIN  B12 
CAPSULE  AVAILABLE  FOR  THE  TREATMENT  OF  ANEMIA 


NEW!  Crystamin  (crystalline  vitamin  Bi 2 for 
injection)  is  supplied  in  120  meg.  per  cc.  and 
60  meg.  per  cc.  potencies  in  5 cc.  vials,  and 
in  30  meg.  per  cc.  potency  in  10  cc.  vials. 


Formulated  to  meet  the  demand  for 
high  potency  oral  vitamin  Bt 2.  . . also 
contains  folic  acid  and  desiccated  du- 
odenum as  activator1'2'3'4  of  vitamin  Bi 2. 


References:  Meulengracht,  E.:  Acta.  med.  Scandinav.  85:79,  1935;  (2) 
Bethell,  F.  H„  et  al.:  Univ.  Hosp.  Bull.,  Ann  Arbor  15:49,  1949;  (3)  Hall,  B.  E.: 
Brit.  Med.  J.  2:585, 1950;  (4)  Bethell,  F.  H.,  et  al.:  Ann.  Int.  Med.  35:518, 1951. 
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DESITIN 

OINTMENT 

the  pioneer  externai 
cod  liver  oil  therapy 


‘ soothing , drying 
and  healing"12  in 

infant  dermatoses 


protective— Desitin  Ointment 
“showed  definite  prophylactic 
properties”  with  the  incidence 
of  nonsuppurative  dermatoses 
about  one-third  that  of  control 
group. 

therapeutic— Desitin  Ointment 
“was  used  successfully”in  the 
treatment  of  both  non-infect- 
ious  dermatoses  and  various 
infections  of  the  skin  in  the 
newborn  infant. 


in  diaper  rash 
• exanthema 
non-specific  dermatoses 
• intertrigo  • chafing 
• irritation 

(due  to  urine,  excrement, 
chemicals  or  friction) 


1.  Heimer,  C.  B.,  Grayzel,  H.  G..  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

; 2.  Behrman,  H.  T.,  Combes.  F.  C..  Bobroff,  A.  and  Leviticus,  R.: 

Ind.  Med.  & Surg.  18:512.  1949. 

— *'*»'  ,'4 


Desitin  Ointment  is  a non-irritant  blend  of 
high  grade,  crude  Norwegian  cod  liver  oil  (with  its  un- 
saturated fatty  acids  and  high  potency  vitamins  A and 
D in  proper  ratio  for  maximum  efficacy),  zinc  oxide,  tal- 
cum, petrolatum,  and  lanolin.  Does  not  liquefy  at  body 
temperature  and  is  not  decomposed  or  washed  away 
by  secretions,  exudate,  urine  or  excrements.  Dressings 
easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  reprints 

DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  • Providence  2,  R.  I. 
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when  iron  alone  is  not  enough 


To  accelerate  recovery  in  the  treatment  of  microcytic  hypochromic  anemia,  you  will 
want  to  prescribe  not  only  iron  but  all  the  elements  known  to  be  essential  for  the 
development  and  maturation  of  red  blood  cells.  This  is  particularly  true  when  the 
anemia  is  the  result  of  blood  loss.  For  prompt  and  effective  hematinic  therapy,  con- 
sider the  “Bemotinic”  formula  below. 


each  capsule  contains: 


Ferrous  sulfate  exsic.  (3  gr.) 200.0  mg. 

Vitamin  B12  U.S.P.  (crystalline)  ....  10.0  meg. 

Gastric  mucosa  (dried)  . 100.0  mg. 

Desiccated  liver  substance,  N.F 100.0  mg. 

Folic  acid 0.67  mg. 

Thiamine  HC1  (Bx) 10.0  mg. 

Vitamin  C (ascorbic  acid) 50.0  mg. 


In  macrocytic  luyperchromic  anemias,  “Bemotinic”  will  provide  additional  support  to 
specific  therapy,  or  may  be  used  for  maintenance  once  remission  has  been  achieved. 
In  many  pernicious  anemia  patients  there  is  need  for  iron  because  of  a co-existent 
iron  deficiency. 


Suggested  Dosage:  One  or  two  capsules  (preferably 
taken  after  meals)  three  times  daily,  or  as  indicated. 

No.  340— Supplied  in  bottles  of  100  and  1,000 
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CLINICIANS  SAY... 


Best  yet  for  control  of 
hay -fever  symptoms. 


A majority  of  investigating  clinicians  preferred 
'Co-Pyronil’  (Pyrrobutamine  Compound,  Lilly) 
to  any  other  antihistaminic.  This  record  was 
achieved  during  the  1951  season,  when  rag- 
weed pollen  counts  soared  to  their  highest  point 
in  the  antihistamine  era.  Four  outstanding  ad- 
vantages— quicker  onset,  better  control  of 
symptoms,  longer-lasting  relief,  and  fewer  side- 
effects — were  repeatedly  noted.  Also,  patients 
liked  the  convenience  of  fewer  doses — usually 
only  one  or  two  capsules  morning  and  night. 


Eli  Lilly  and  Company 

Indianapolis  6,  Indiana , U.S.A. 


Each  pulvule  contains: 

‘Pyronil’ 15  mg; 

(Pyrrobutamine,  Lilly) 

'Histadyl' 25  mg; 

(Thenylpyramine,  Lilly) 

'Clopane  Hydrochloride' 12.5  mg. 

(Cyclopentamine  Hydro- 
PULVULES  chloride,  Lilly) 

Co -Pyronil 

(PYRROBUTAMINE  COMPOUND,  LILLY) 
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Editorials 


Special  Articles  on  the  Diagnosis  of  Cancer 


In  the  present  and  succeeding  issues  of  the 
Journal,  we  are  presenting  a series  of  brief 
I articles  dealing  with  the  important  topic 
of  cancer  diagnosis.  These  articles  are  to 
be  directed  mainly  to  the  general  practi- 
tioner. They  have  been  written  by  spe- 
! cialists  in  their  respective  fields  and  are 
: sponsored  by  the  American  Cancer  Society, 

| to  which  we  are  indebted  for  the  color  plates, 
i and  have  been  developed  through  the  me- 
dium of  the  Council  Committee  on  Public 
Health  and  Education,  of  which  Dr.  George 


C.  Adie  is  chairman  of  the  Subcommittee  on 
Cancer. 

These  articles  were  prepared  with  the  as- 
sistance of  the  New  York  State  Department 
of  Health  and  the  American  Cancer  Society. 
We  urge  all  our  members  to  give  this  series 
special  consideration  and  to  preserve  the 
issues  of  the  Journal  in  which  these  articles 
will  be  found.  Each  article  in  the  cancer 
series  will  appear  in  the  same  position  in  each 
issue  of  the  .Journal,  at  the  end  of  the  edi- 
torial section. 


Chiropractic 


We  are  advised  that  increased  pressure 
will  be  applied  this  year  and  next  to  license 
chiropractors  in  the  State  of  New  York. 

Many  may  ask  with  understandable  curi- 
osity— what  is  chiropractic  and  what  are 
chiropractors?  Why  do  they  want  licen- 
sure? 


If  one  sticks  to  facts,  one  must  answer 
that  chiropractic  is  the  fanciful  creation  of 
one  B.  J.  Palmer  of  Davenport,  Iowa,  who 
asserts  that  “adjusting”  the  human  spine 
cures  most  human  ailments.  Chiropractors 
are  persons  who  for  one  or  another  reason 
believe  or  seem  to  believe  this  assertion  and 
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who  manipulate  the  spines  of  gullible  persons 
for  profit.  They  do  this  now  without  benefit 
of  licensure  in  New  York  State,  but  desire 
licensure  so  that  sanction  by  the  State  of 
their  laying  on  of  hands  may  cloak  with  ap- 
parent respectability  procedures  devoid  of 
demonstrable  scientific  justification,  per- 
formed by  persons  lacking  demonstrable 
diagnostic  ability,  practiced  upon  other  per- 
sons who  lack  criteria  for  discrimination 
between  fact  and  fancy. 

Chiropractic  alleges  that  all  disease  is  the 
result  of  or  is  related  to  nerve  interference. 
One  could  wish  that  the  matter  were  as  sim- 
ple as  that.  But,  calmly  considered,  the  al- 
legation would  appear  to  be  an  understate- 
ment. Many  years  of  scientific  investiga- 
tion and  observation  of  diseased  human  be- 
ings and  animals  by  persons  qualified  by 
education  and  training  discount  this  asser- 
tion. 

Why  do  we  say  with  regard  to  chiroprac- 
tors that  they  “assert”  all  disease  to  be  the 
result  of  or  related  to  nerve  interference? 
Simply  because  there  is  no  valid  proof  that 
this  is  so.  There  are  but  two  alternatives: 
it  is  so  or  it  is  not  so.  If  it  is  so,  then  all  the 
work,  carefully  conducted  and  scientifically 
guarded,  of  Virchow,  Pasteur,  Banting  and 
Best,  Graves,  Huntington,  Paget,  and  Cush- 
ing, to  name  but  a few  investigators  at  ran- 
dom, must  be  thrown  out  of  the  window. 
This  is  so  obviously  absurd  as  to  need  no 
further  comment. 

If  it  is  not  so,  then  any  recognition  of  an 
absurdity  of  no  proved  scientific  worth  by 
statute  would  seem  to  be  so  similar  to  fraud 
as  to  be  indistinguishable  and  to  be  an  of- 
ficial validation  of  an  untenable  thesis.  In 
the  State  of  New  York  the  'practice  of  chiro- 
practic, as  we  go  to  press,  is  illegal.  It  oc- 


curs, but  so,  reportedly,  does  crime;  it  has 
advocates  among  the  public,  but  so,  we  hear, 
does  bookmaking;  it  attracts  the  custom- 
ers, but  so,  we  are  informed  by  a usually  re- 
liable spokesman  for  the  industry,  does  the 
numbers  racket.  Still,  we  are  of  the  prob- 
ably stubborn  opinion  that  the  practice  of 
chiropractic  at  this  moment  is  a fraud,  ille- 
gal to  be  sure,  but  a fraud  nevertheless,  and 
that  the  chiropractic  thesis  that,  and  we 
quote,  “all  disease  is  the  result  of  or  related 
to  nerve  interference”1  has  no  more  and 
probably  less  scientific  validity  than  some 
system  to  win  at  baccarat  or  roulette. 

It  is  true  that  some  symptoms  are  observed 
when  conduction  of  nerve  trunks  is  sup- 
pressed. The  suppression  may  be  caused 
by  mechanical,  circulatory,  or  other  means. 
There  is  a difference  between  some  symp- 
toms and  “all  disease.” 

To  be  able  to  diagnose  what  disease  a 
person  has  from  the  history  and  the  symp- 
toms he  presents  requires  the  highest  skill 
and  the  longest  training  of  any  of  the  pro- 
fessions. Even  so,  and  with  the  help  of  all 
the  accessory  sciences  and  arts  he  can  uti- 
lize, the  physician  is  not  always  right,  nor, 
in  all  probability,  can  he  ever  be. 

If,  as  has  been  proposed,1  the  principal 
training  of  chiropractors  need  be  only  that 
of  some  classroom  training  in  the  chiro- 
practic thesis  and  a total  of  four  thousand 
hours  of  resident  training  and  practical  ex- 
perience in  chiropractic,  it  would  appear  that 
the  legislature  is  being  asked  to  legalize  the 
proposition  that : zero  X 4,000  equals  4,000 
or  something,  where  zero  represents  the  sci- 
entific content  of  the  thesis,  and  4,000  repre- 
sents the  number  of  hours.  Even  a book- 
maker would  laugh  at  that  one. 

1 Seelye-Milner  Bill  (1952)  Section  650.  . .4. 


Current  Editorial  Comment 


The  Press  and  Medical  Responsibility. 

The  Westchester  Medical  Bulletin  comments 
editorially:1 

In  the  February  issue  of  Harper’s  Magazine 
there  is  an  article  entitled  “The  Truth  About 
the  ‘Drug  Menace.’  ” This  item  rather  ef- 


fectively deflates  the  national  hysteria  on  ju- 
venile narcotic  addiction.  Quoting  as  his 
authority  the  Federal  Bureau  of  Narcotics, 
the  author  claims  that  there  is  50  per  cent  less 
narcotic  addiction  than  there  was  a generation 
ago.  For  the  first  time  in  modern  history  it  is 
stated  there  are  vacant  beds  in  the  Federal 
Narcotics  Hospital  in  Lexington,  Kentucky. 

[Continued  on  page  1980] 
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CANCER  DIAGNOSIS 

George  C.  Adie,  M.D.,  Editor 
from  the 

Council  Committee  on  Public  Health  and  Education 
Subcommittee  on  Cancer 
with  the  cooperation  of 
The  American  Cancer  Society 
and  the 

Bureau  of  Cancer  Control 
of  the 

New  York  State  Department  of  Health 


Introduction 

The  Subcommittee  on  Cancer  of  the  Council  Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New  York  has  felt  for  some  time  that  articles  written 
about  the  diagnosis  of  cancer,  with  particular  stress  on  early  diagnosis,  would  be  a valuable 
contribution  to  the  ever-increasing  knowledge  of  this  subject.  The  American  Cancer  So- 
ciety and  the  Bureau  of  Cancer  Control  of  the  New  York  State  Department  of  Health  are 
also  deeply  interested  in  this  program  and  by  the  donation  of  their  funds  make  it  possible 
to  have  exceptionally  good  illustrations  and,  where  necessary,  the  proper  kind  of  paper  for 
printing. 

This  joint  undertaking  will  result  in  18  articles,  one  to  be  printed  in  each  issue  of  the 
Journal  from  now  on.  It  is  the  hope  of  the  participating  group  that  physicians  will  save 
these  authoritative  treatises  so  that  when  these  are  finally  printed  they  will  have  a valuable 
source  for  easy  and  handy  reference. 

This  project  would  be  utterly  impossible  were  it  not  for  the  sympathetic  cooperation  of  the 
various  authors.  The  sponsors  are  indeed  grateful  to  each  contributor.  The  articles  to  be 
published,  which  may  not  appear  necessarily  in  the  order  listed,  are  as  follows: 

“Recent  Trends  in  Early  Diagnosis  of  Cancer,”  by  Charles  S.  Cameron,  M.D. 

“Mortality  and  Morbidity  Statistics,”  by  Paul  R.  Gerhardt,  M.D. 

“Early  Diagnosis  of  Lymphoid  Tumors,”  by  Lloyd  F.  Craver,  M.D. 

“The  Diagnosis  of  Leukemia,”  by  Joseph  H.  Burchenal,  M.D. 
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“In  contrast  to  the  horrifying  spectacle 
splashed  across  the  nation  of  ‘hundreds  of 
thousands  of  dope  fiends,’  there  are  at  the 
moment,  the  Federal  Bureau  of  Narcotics  in- 
sists, only  50,000  or  60,000  drug  addicts  in  the 
United  States.  And  most  of  these,  along  with 
the  peddlers  who  serve  them,  are  clustered  in 
seven  major  cities — New  York,  Baltimore, 
Philadelphia,  Detroit,  Chicago,  New  Orleans 
and  Washington,  D.C.” 

He  quotes  the  U.S.  Narcotics  Commissioner 
as  claiming  that  nearly  all  high  school  addicts 
are  in  New  York  City  and  Chicago  and  that 
reports  of  addiction  there  are  vastly  exag- 
gerated. 

The  author  concludes  that  the  widely  pub- 
licized “drug  menace”  which  is  supposed  to  be 
threatening  the  future  of  teenagers  simply 
doesn’t  exist. 

We  have  watched  for  but  failed  to  see  yet 
denials  of  this  portrayal. 

The  alarming  pictures  given  a few  months 
ago  through  the  public  press  and  several  top- 
flight lay  magazines  of  national  circulation 
make  one  wonder.  Both  portrayals  cannot  be 
right. 

More  recently  the  widespread  publicity  given 
prematurely  to  two  new  drugs  under  controlled 
study  in  the  treatment  of  tuberculosis  would 
appear  to  have  been  greatly  exaggerated. 
Responsible  reports  from  those  in  a position  to 
know  would  seem  to  indicate  two  new  useful 
drugs  but  certainly  no  basis  for  some  assertions 
that  were  made  in  the  press  such  as  no  bed 
patients  now  at  Sea  View  Hospital.  The  New 
York  City  Commissioner  of  Hospitals,  if  cor- 
rectly quoted,  apparently  envisioned  an  early 
conversion  of  the  city’s  presently  inadequate 
supply  of  tuberculosis  beds  to  other  usage. 


It  is  quite  obvious,  on  the  basis  of  present 
available  knowledge  of  these  drugs,  the  pub- 
licity given  them  was  extravagant  and  un- 
warranted. We  do  not  purport  to  know  who 
was  responsible. 

We  hold  that  in  both  of  these  instances,  the 
juvenile  narcotic  addiction  scare  and  the  tuber- 
culosis “miracle”  drugs,  the  medical  profession 
has  a grave  and  serious  responsibility  to  pre- 
vent and  discourage  in  every  possible  way  the 
providing  of  incorrect  or  inadequately  docu- 
mented medical  information  to  the  public  press. 
The  profession  is  often  criticized  for  its  ultra- 
conservatism on  such  matters.  It  can  be  more 
justifiably  criticized  for  encouraging  or  sup- 
porting incorrect  or  premature  medical  in- 
formation. 

Raising  of  false  hopes  for  the  sick  is  al- 
ways regrettable,  and  we  think  that  on  the 
whole  the  press  of  this  country  has  exercised 
a laudable  restraint  with  respect  to  new  de- 
partures in  the  medical  field. 

Occasionally,  some  physicians  join  the 
ranks  of  the  optimists  perhaps  a little  pre- 
maturely and  with  too  little  clinical  justi- 
fication. But  this  does  not  happen  too  fre- 
quently. On  the  contrary,  the  profession  is, 
latterly,  charged  with  being  too  conserva- 
tive, too  critical,  even  “react  ionary”  at  times. 
In  the  public  interest  it  seems  to  be  just  as 
well  that  the  scientific  attitude  of  construc- 
tive criticism  and  conservatism  be  adhered 
to. 

If  this  is  done,  the  responsible  working 
press,  deriving  its  information  on  medical 
matters  from  the  profession,  can  be  relied 
upon  to  remain  within  the  confines  of  com- 
mon sense,  good  taste,  and  moderate  state- 
ment. 
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epoch  in  diuretic  therapy... 


NEW  power  to  control  the  failing  heart 


NEW  effectiveness,  safety  and 
convenience 

NEW  freedom  from  dependence  on  xanthines, 
ammonium  chloride,  resins,  aminophylline 
and  other  less  effective  tablets 
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PRESCRIBE  NEOHYDRIN,  when  indicated,  in  congestive  heart  failure, 
recurring  edema,  cardiac  asthma,  hypertensive  heart  disease,  dysp- 
nea of  cardiac  origin,  arteriosclerotic  heart  disease,  fluid  retention 
masked  by  obesity  and  for  patients  averse  to  their  low-salt  diet. 
How  to  use  this  new  drug:  Maintenance  of  the  edema-free  state  has 
been  accomplished  with  as  little  as  one  neohydrin  Tablet  a day. 
Often  this  dosage  of  neohydrin  will  obtain  in  a week  an  effect 
comparable  to  a weekly  injection  of  mercuhydrin*.  When  more 
intensive  therapy  is  required  one  tablet  or  more  three  times  daily 
may  be  prescribed  as  determined  by  the  physician. 


Gradual  attainment  of  the  ultimate  maintenance  dosage  is  recom- 
mended to  preclude  gastrointestinal  upset  which  may  occur  in  occa- 
sional patients  with  immediate  high  dosage.  Though  sustained,  the 
onset  of  neohydrin  diuresis  is  gradual.  Injections  of  mercuhydrin 
will  be  initially  necessary  in  acute  severe  decompensation. 
Contraindicated  in  acute  nephritis. 

Any  patient  receiving  a diuretic  should  ingest  daily  a glass  of 
orange  juice  or  other  supplementary  source  of  potassium. 

Packaging:  Bottles  of  50  tablets.  There  are  18.3  mg.  of  3-chloromercuri-2- 
methoxy-propylurea  in  each  tablet. 
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Piromen 

(DISPERSION  OF  DESACCHROMIN) 


a new  therapeutic 

agent  for  HAY  FEVER 


Piromen  alleviates  the  immediate  symptoms  of  pollenosis, 
and  maintains  effective  control.  Even  cases  which  have  failed 
to  show  improvement  to  desensitization  and  antihistaminics 
usually  respond  promptly  to  the  administration  of  Piromen. 

Piromen  is  also  useful  in  the  treatment  of  many  other 
allergies  and  dermatoses. 

Piromen  is  supplied  in  10  cc.  vials  containing  4 gamma 
(micrograms)  per  cc.  and  in  10  cc.  vials  containing  10 
gamma  per  cc. 

Piromen  on  your  Rx  will  bring  you  our  new  booklet 
detailing  the  use  of  this  new  therapeutic  agent. 
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PULMONARY  PROBLEMS  IN  THE  OLDER  AGE  GROUP 


THE  FAILING  LUNG 

William  S.  McCann,  M.D.,  Frank  W.  Lovejoy,  Jr.,  M.D.,  and  PaulN.  G.  Yu,  M.D., 

Rochester,  New  York 

( From  the  Department  of  Medicine  of  the  University  of  Rochester  School  of  Medicine  and  the  Medical  Clinic 
of  the  Strong  Memorial  and  Rochester  Municipal  Hospitals) 


THE  CONCEPT  of  the  failing  lung  in  con- 
trast to  the  failing  heart  has  been  slow  to 
enter  the  thinking  of  clinicians  generally  in  such 
a way  as  to  modify  current  bedside  practice.* 1 
The  phenomena  which  attended  the  failure  of 
the  heart  to  maintain  the  circulation  at  the  level 
required  by  metabolic  demands  are  far  more 
widely  understood  than  those  which  characterize 
the  failure  to  maintain  a correspondingly  ade- 
quate ventilation  due  to  pathologic  processes 
in  the  lung.  In  the  first  place  the  interrelation- 
ships of  the  functions  of  ventilation  and  circu- 
lation are  so  intimate  that  one  cannot  think  of 
, one  without  the  other,  yet  we  must  still  differ- 
entiate those  situations  in  which  the  ventilatory 
mechanism  is  primarily  at  fault  from  those  in 
which  the  primary  deficiency  is  circulatory. 

We  are  quite  familiar  with  the  idea  that  the 
! circulation  may  fail  from  extracardiac  causes 
as  in  shock  and  that  ventilation  may  fail  from 
extrapulmonary  disorders,  such  as  morphine 
narcosis.  The  circulation  may  be  stopped  by 
resistance  in  the  lung  as  in  tussive  syncope2  or 
anaphylactic  shock  and  the  ventilation  impaired 
by  the  edema  and  congestion  of  the  lungs  due  to 
heart  failure.  Let  us  consider  the  types  of  pul- 
| monary  disease  which  lead  to  primary  failure  of 
the  lung.  In  the  group  of  acute  disorders  we 
think  first  of  the  bronchopneumonias  with  their 
• characteristic  combination  of  atelectasis  and 
emphysema  which  may  threaten  suffocation  by 
impairment  of  ventilation  of  the  alveoli.  Lobar 
pneumonias,  when  only  one  or  two  lobes  are  in- 
volved, may  result  in  quite  a different  situation 
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because  the  blood  supply  to  the  involved  lobes 
is  diminished  and  that  of  uninvolved  lobes  is  in- 
creased together  with  increased  ventilation  of 
those  lobes.  In  lobar  pneumonia  the  carbon 
dioxide  tension  of  the  blood  tends  to  decrease. 
The  hypocapnia  of  lobar  pneumonia  is  associated 
with  rapid  shallow  breathing  and  a tendency  to 
peripheral  circulatory  collapse.  The  broncho- 
pneumonias, on  the  other  hand,  are  more  apt  to 
be  associated  with  increase  in  the  carbon  dioxide 
tension  or  hypercapnia  and  have  a greater 
tendency  to  bring  on  congestive  failure  of  the 
circulation,  in  sharp  contrast  to  the  tendency 
noted  in  lobar  pneumonias. 

The  chronic  lesions  of  the  lung  which  may  lead 
to  its  failure  are  all  characterized  by  some  form 
of  obstructive  emphysema  and  by  a tendency 
to  vascular  sclerosis  in  the  lesser  circulation. 
To  these  may  be  added,  in  some  instances,  such 
things  as  chronic  atelectasis  and  replacement 
fibrosis,  thickening  of  the  alveolar  wall  as  in 
beryllium  granulomatosis,  chronic  bronchial 
disease,  with  or  without  bronchiectasis,  and 
adhesive  pleuritis.  Whatever  may  be  the 
primary  cause  of  such  lesions,  the  chief  deter- 
mining factor  in  the  genesis  of  failure  of  the  lung 
is  the  degree  of  emphysema. 

For  some  reason  or  other,  most  doctors  tend 
to  ignore  the  presence  of  emphysema  and  to 
remain  oblivious  to  its  insidious  way  of  bringing 
a patient  to  disaster.  Its  physical  signs  are  so 
unobtrusive,  its  appearance  in  chest  x-rays  so 
inconspicuous  or  so  easily  obscured  by  more 
spectacular  lesions  that  we  forget  it  until  some 
intervening  situation  precipitates  pulmonary 
failure. 

Students  of  emphysema  have  long  been  fa- 
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miliar  with  its  manifestations.  We  would  rec- 
ognize it  more  often  if  we  used  direct  auscultation 
instead  of  a stethoscope,  thus  being  better  able 
to  appreciate  the  diminution  of  the  vesicular 
murmur  and  the  low-pitched,  prolonged  expira- 
tory sound. 

If  we  wish  to  measure  it,  we  may  easily 
determine  the  total  lung  volume  and  relate  the 
diminished  vital  capacity  to  the  increased 
residual  air  or  other  alterations  in  the  fractions 
of  the  pulmonary  capacity.  Generally,  as 
these  relationships  become  more  and  more  ab- 
normal, we  may  note  a tendency  for  the  oxygen 
saturation  of  the  arterial  blood  to  decrease  and 
the  tension  of  carbon  dioxide  to  increase.3  In 
compensation  for  the  gradual  retention  of  carbon 
dioxide  we  quite  usually  find  some  increase  in  the 
alkaline  reserve  of  the  blood  and  not  infrequently 
some  increase  in  the  number  of  red  corpuscles 
with  microcytosis  due  to  an  increase  in  their 
number  out  of  proportion  to  the  moderate  in- 
crease in  cell  volume  or  hemoglobin. 

In  patients  in  whom  emphysema  has  progressed 
to  this  degree  we  may  test  the  degree  to  which 
ventilation  may  be  increased  in  response  to  the 
addition  of  carbon  dioxide  to  the  inspired  air. 
It  is  a characteristic  of  emphysema,  as  Scott 
observed  many  years  ago,  that  added  carbon 
dioxide  lacks  the  capacity  to  increase  ventilation 
to  the  degree  observed  in  normals.4  This  is  due 
to  the  fact  that  the  respiratory  center  of  such 
an  emphysematous  person  is  less  than  normally 
sensitive  to  the  stimulus  of  carbon  dioxide.  One 
thinks  of  this  as  a narcotic  effect  of  carbon  diox- 
ide, whereas  one  should  think  of  it  as  an  effect 
which  may  be  superimposed  upon  the  narcosis 
of  morphine  and  barbiturates  or  other  depressant 
drugs. 

This  gradual  process  by  which  hypercapnia 
and  its  compensation  develops  may  go  on  so 
slowly  that  neither  patient  nor  doctor  exhibit 
concern  over  it  until  some  intervening  circum- 
stance precipitates  pulmonary  failure.  One  of 
the  commonest  of  these  events  is  an  attack  of 
acute  bronchitis.  With  fever  and  cough,  cyano- 
sis may  become  alarming,  and  orthopnea  with 
asthmatic  breathing  may  be  noted,  not  infre- 
quently with  evidence  of  increased  venous  pres- 
sure and  even  edema.  The  patient  becomes 
somewhat  stuporous  and  confused.  Respira- 
tions may  become  slow  and  shallow. 

If  at  this  point  oxygen  is  given  by  mask  or 
nasal  catheter,  the  patient  may  lapse  into  coma, 
even  though  the  cyanosis  may  be  relieved.  The 
optic  disks  may  be  choked.  If  oxygen  adminis- 
tration is  discontinued,  partial  consciousness 
may  return  with  the  cyano:  is.0,6 

Such  a set  of  circumstances  is  well  illustrated 
by  observations  of  a patient  in  our  clinic. 


Case  1. — The  patient  with  obstructive  emphy- 
sema had  17.24  Gm.  hemoglobin,  and  the  hemato- 
crit reading  was  51  per  cent.  On  breathing  room 
air  the  oxygen  saturation  of  the  arterial  blood  was 
69.9  volumes  per  cent,  and  the  partial  pressure  of 
the  carbon  dioxide  was  72  mm.  Hg.  The  pH  of 
the  blood  was  7.30.  After  breathing  pure  oxygen 
for  fifteen  minutes  the  patient’s  cyanosis  disap- 
peared, the  oxygen  saturation  reached  98.4  volumes 
per  cent,  but  the  partial  pressure  of  the  carbon 
dioxide  rose  to  87  mm.  Hg,  the  pH  fell  to  7.18, 
and  the  patient  was  totally  unresponsive.  The 
spinal  fluid  pressure  while  breathing  room  air 
was  160  mm.  water,  but  after  fifteen  minutes  of 
administration  of  oxygen  by  nasal  catheter  it  had 
risen  to  260  mm.  water. 

This  gives  a typical  picture  of  a patient  with 
pulmonary  failure  with  hypercapnia,  cyanosis, 
and  increased  intracranial  pressure  in  which 
the  administration  of  oxygen  relieves  the  cyano- 
sis but  aggravates  the  carbon  dioxide  acidosis 
and  narcosis  by  further  depression  of  the  venti- 
lation. 

The  correct  management  of  such  a situation 
has  recently  been  pointed  out  by  Boutourline- 
Young  and  Whittenberger,7  who  resuscitated 
such  patients  by  the  use  of  artificial  respiration 
in  an  “iron  lung.”  By  increasing  the  ventilation 
of  their  patients  the  hypercapnia  was  relieved, 
the  acidosis  was  corrected,  and  the  sensitivity 
of  the  respiratory  center  was  restored  so  that  it 
again  responded  to  its  normal  stimuli.  Such 
treatment  had  the  fortunate  result  that  once 
compensation  was  re-established,  their  patients 
could  maintain  it- for  some  time. 

Case  2. — One  experience  with  this  lifesaving 
procedure  is  well  illustrated  by  the  case  of  a seventy- 
one-year-old  woman,  who  had  a longstanding  history 
of  congestive  failure  associated  with  chronic  cough 
and  who  had  been  admitted  to  the  hospital  on 
several  occasions  for  chronic  bronchitis  and  bron- 
chopneumonia. Preceding  her  admission  she  had 
shown  weakness  and  mental  confusion.  On  admis- 
sion she  showed  marked  cyanosis,  orthopnea,  and 
was  semicomatose.  Ithonchi  were  heard  through- 
out both  lungs.  The  heart  was  enlarged,  and  marked 
accentuation  of  the  second  pulmonic  sound  was 
noted;  the  liver  was  enlarged  three  fingerbreadths 
below  the  costal  margin,  and  pitting  edema  was 
noted  in  dependent  parts.  Her  arterial  blood 
showed  a saturation  with  oxygen  of  only  55  per  cent,  a 
partial  pressure  of  carbon  dioxide  of  91  mm.  Hg.  and 
a carbon  dioxide  content  of  32.9  mM  per  L.  After 
two  days  in  which  she  received  oxygen  by  nasal 
catheter  her  condition  worsened.  The  pH  of  her 
arterial  blood  fell  to  7.08.  She  was  put  in  a Drinker 
respirator  against  which  slue  struggled,  and  death 
seemed  imminent.  However,  with  the  introduction 
of  an  airway  in  her  pharynx  a good  ventilation  was 
achieved,  and  within  an  hour  she  became  alert,  the 
pH  of  the  blood  rose  from  7.04  to  7.37,  the  arterial  car- 
bon dioxide  partial  pressure  fell  from  159  to  82  mm. 
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Hg,  and  oxygen  saturation  reached  90  per  cent. 
After  being  removed  from  the  respirator  a relapse 
occurred  after  two  days,  and  she  had  to  be  returned 
to  it.  Her  carbon  dioxide  had  risen  to  the  surprising 
height  of  210  mm.  Hg,  and  the  pH  of  her  blood 
had  decreased  to  7.0.  With  artificial  ventilation 
the  carbon  dioxide  tension  was  rapidly  reduced, 
and  she  then  exhibited  tetany  and  alkalosis  re- 
vealed by  a rise  in  blood  pH  to  7.6.  Gradually 
the  situation  was  brought  under  control,  although 
difficulty  was  experienced  in  adjusting  the  ventilation 
so  that  she  was  alternately  alert,  semicomatose, 
alert,  and  delirious.  Gradual  reduction  in  carbon 
dioxide  content  and  tension  of  the  arterial  blood 
was  achieved  and  the  blood  reaction  brought  into 
the  range  of  normal.  Penicillin  was  given  through- 
out in  order  to  control  infection.  She  remained 
in  the  respirator  for  a period  of  eleven  days  at 
the  end  of  which  time  her  blood,  gas,  tensions,  and 
electrolytes  became  normal. 

Lung  volume  determinations  showed  a reduction 
in  all  partitions.  Cardiac  catheterization  showed 
the  cardiac  output  to  be  normal.  The  mean  pul- 
monary arterial  pressure  remained  elevated  at 
26  mm.  Hg.  She  was  able  to  be  discharged  from 
the  hospital  and  remained  well  for  several  months 
during  which  the  arterial  oxygen  saturation  was 
maintained  at  89  per  cent,  and  the  range  of  carbon 
dioxide  pressure  was  between  54  and  42  mm.  Hg. 

The  experiences  with  these  two  patients  con- 
firming the  findings  of  Whittenberger7  and 
others5,6  indicate  that  there  are  situations  of 
everyday  occurrence  in  practice  which  render 
the  indiscriminate  use  of  oxygen  in  high  con- 
centration somewhat  hazardous.  The  instances 
in  which  it  is  disadvantageous  are  those  in  which 
the  compensation  for  chronic  carbon  dioxide 
retention  has  begun  to  fail  and  the  respiratory 
center  shows  diminished  sensitivity  to  stimula- 
tion by  inspired  carbon  dioxide,  as  revealed  by 
the  Scott  test.4 

If  one  is  confronted  by  a cyanotic  patient  in 
an  emergency,  such  that  the  facts  concerning 
the  tension  and  content  of  carbon  dioxide  in 
the  blood  are  unknown,  one  should  be  quite 
alert  in  observing  the  effects  of  relieving  the 
cyanosis  by  administration  of  oxygen.  If  clear- 
ing of  the  cyanosis  is  accompanied  by  a lapse 
into  a deeper  state  of  unconsciousness,  one  should 
realize  that  he  is  dealing  with  a primary  failure 
of  the  ventilatory  mechanism  rather  than  a 
primary  failure  of  the  circulation.  Continua- 
tion of  the  use  of  oxygen  in  such  instances  may 
be  lethal,  and  further  depression  of  ventilation 
by  narcotics  of  the  opium  group  should  be  care- 
fully avoided.  The  aim  of  treatment  should 
be  first  to  eliminate  the  excessive  carbon  dioxide 
by  increasing  the  ventilation  by  artificial  res- 
piration. The  administration  of  oxygen  should 
be  undertaken  gradually  after  there  is  evidence 
of  improved  irritability  of  the  respiratory  center. 


In  instances  in  which  emphysematous  patients 
with  chronic  pulmonary  disease  are  under  ob- 
servation, the  following  observations  may  herald 
the  advent  of  pulmonary  or  ventilatory  insuffi- 
ciency: (1)  increasing  elevation  of  the  carbon 

dioxide  combining  power  of  the  blood  and  pro- 
gressive increase  in  the  arterial  carbon  dioxide 
tension;  (2)  failure  of  carbon  dioxide  added  to 
the  inspired  air  to  produce  normal  increase  in 
pulmonary  ventilation;  (3)  if  mental  confusion 
deepens  into  stupor  or  into  coma  while  cyanosis 
is  relieved  by  administration  of  oxygen;  (4)  if 
the  circulation  time  is  accelerated  before  signs 
of  congestive  failure  appear  or  if  normal  values 
for  circulation  time  are  noted  in  patients  with 
congestive  failure,  primary  failure  of  the  ventila- 
tion may  be  assumed. 

It  will  be  better  for  us  to  use  the  term  pulmo- 
nary insufficiency  or  ventilatory  insufficiency 
rather  than  the  terms  “cor  pulmonale”  or  “pul- 
monary heart  disease.”  If  we  mistake  circulatory 
for  ventilatory  failure,  valuable  time  may  be 
lost,  and  harm  may  be  done  by  the  use  of  digi- 
talis, morphine,  and  oxygen  when  the  patient 
most  urgently  needs  artificial  increase  in  venti- 
lation, aided  by  aminophylline  or  bronchodilator 
drugs. 

Summary 

“Failure  of  the  lung”  occurs  under  circum- 
stances in  which  the  accumulation  of  carbon 
dioxide  is  no  longer  compensated  by  the  increase 
of  base  in  the  blood  plasma  so  that  the  tension 
of  carbon  dioxide  is  increased  and  the  respiratory 
center  depressed  by  its  narcotic  action.  It  is 
essentially  the  combination  of  anoxemia  plus 
hypercapnia  and  carbon  dioxide  acidosis.  Meas- 
ures for  its  relief  must  be  primarily  directed 
toward  improving  the  ventilation  by  artificial 
means.  Administration  of  oxygen  may  be  harm- 
ful and  the  use  of  morphine  may  be  lethal  until 
the  narcotic  effect  of  excess  carbon  dioxide  no 
longer  depresses  the  respiratory  center.  It  is 
also  essential  to  remember  that  the  patient  is 
in  acidosis,  even  though  the  carbon  dioxide  com- 
bining power  of  the  plasma  is  increased.  The 
use  of  ammonium  chloride  and  mercurial  diu- 
retics would  decrease  the  base  needed  for  compen- 
sation of  the  hypercapnia. 
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Discussion 

John  McClement,  M.D.,  New  York  City. — When 
we  attend  a patient  who  has  defective  respiratory- 
gas  exchange,  it  may  be  helpful  to  consider  that 
there  are  at  least  three  physiologic  mechanisms 
which  may  be  operating. 

I n the  first  place  there  may  be  inadequate  alveolar 
ventilation.  The  alveoli  may  be  inadequately 
ventilated  because  the  total  ventilation  is  reduced, 
as  it  is  by  the  various  central  nervous  system  de- 
pressants, and  Dr.  McCann’s  material  has  reminded 
us  that  carbon  dioxide  when  present  in  sufficient 
concentration  is  such  a depressant.  The  alveoli 
may  also  be  poorly  ventilated  because  a large  por- 
tion of  the  inspired  gas  goes  to  areas  that  are  not 
perfused,  i.e.,  because  the  respiratory  dead  space 
is  increased. 

Second,  arterial  oxygen  unsaturation  may  be 
present  if  blood  from  the  venous  system  reaches  the 
peripheral  arterial  blood  without  coming  in  contact 
with  the  respiratory  diffusing  surface,  i.e.,  if  there 
is  increased  venous  admixture  in  the  arterial  blood. 
Although  the  examples  which  immediately  suggest 
themselves  to  illustrate  such  a mechanism  include 
various  congenital  heart  conditions  and  the  rela- 
tively rare  pulmonary  arteriovenous  aneurysms, 
it  is  clear  that  the  perfusion  of  areas  of  the  lung  which 
are  not  ventilated  will  also  produce  this  defect,  and 
such  disturbances  in  the  ventilation-perfusion 
relationships  are  a frequent  cause  of  arterial  oxygen 
unsaturation. 

In  the  third  place  respiratory  gas  exchange  may 
be  defective  if  the  area  or  thickness  of  the  alveolar- 
capillary septa  is  such  that  the  diffusion  of  oxygen 


is  impaired,  i.e..  when  the  oxygen-diffusing  capacity 
of  the  lung  is  reduced. 

Physiologic  methods  exist  for  quantitatively 
estimating  these  mechanisms.  But  even  without 
employing  these  somewhat  complicated  methods, 
a separation  of  those  cases  with  inadequate  alveolar 
ventilation  can  be  made  because  only  in  these 
cases  with  inadequate  alveolar  ventilation  is  a large 
increase  in  the  arterial  carbon  dioxide  tension  found. 
It  is  important  to  separate  this  group  of  cases  with 
pulmonary  insufficiency  from  the  others  because 
it  is  in  these  cases  with  inadequate  ventilation  that 
an  increase  in  the  ventilation  is  likely  to  be  helpful, 
and  the  other  patients  can  probably  be  better 
handled  by  increasing  the  concentration  of  inspired 
oxygen. 

The  importance  of  inadequate  alveolar  ventilation 
in  patients  with  chronic  pulmonary  disease  has 
been  stressed  by  Dr.  McCann.  He  has  told  us 
how  this  physiologic  defect  leads  to  narcotizing 
carbon  dioxide  retention,  how  it  can  be  recognized 
from  the  elevation  of  the  carbon  dioxide  tension 
and  made  worse  by  oxygen  therapy,  and  he  has 
reasonably  urged  that  when  ventilation  is  inade- 
quate, it  be  treated  by  improving  ventilation 
and  not  by  correcting  only  one  of  its  manifestations 
by  oxygen  administration.  Because  bronchial  dis- 
ease so  often  plays  a part  in  the  genesis  of  defec- 
tive alveolar  ventilation,  I am  sure  Dr.  McCann 
will  agree  that  by  the  proper  use  of  bronchodilators, 
antibiotics,  and  expectorants  we  can  often  so  improve 
this  bronchial  factor  that  artificial  respiration  will 
not  have  to  be  used  and,  if  used,  will  produce  maxi- 
mal effect. 
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THE  UNDETECTED  SEEDBED  IN  TUBERCULOSIS 

E.  M.  Medlar,  M.D.,  Ithaca,  New  York 
( From  the  Hermann  M.  Biggs  Memorial  Hospital) 


IN  A recent  statistical  bulletin  the  statement 
was  made  that  “the  end  of  tuberculosis  as 
a major  mortality  problem  is  clearly  in  sight.”1 
The  number  of  deaths  from  tuberculosis  in  the 
United  States  declined  from  88,000  in  1930  to 
43,833  in  1948,  a decrease  of  50  per  cent.2  In 
another  recent  statistical  bulletin  this  statement 
is  found:  “furthermore  . . . this  epidemic  disease 
was,  for  the  time  being,  really  out  of  control.”2 
In  the  United  States  the  number  of  new  cases 
of  tuberculosis  increased  from  124,900  in  1930 
to  145,131  in  1948,  a rise  of  17  per  cent.2 

Here  are  presented  two  divergent  points  of 
view  of  the  problem  of  tuberculosis,  the  death 
rate  and  the  morbidity  rate  of  the  disease.  Sta- 
tistical data  indicate  that  the  number  of  new 
tuberculous  cases  has  not  declined,  as  would  be 
anticipated  were  the  dissemination  of  the  disease 
dependent  primarily  upon  those  who  succumb 
to  the  disease.  Death  of  the  tuberculous  patient 
removes  that  source  of  infection.  However,  an 
undetected  spreader  of  tubercle  bacilli  may  live 
for  years,  may  die  from  causes  other  than  tuber- 
culosis, and  in  the  interim  may  have  been  the 
source  from  which  many  persons  acquired  the 
infection.  It  is  the  intent  of  this  paper  to  con- 
sider tuberculosis  as  a problem  among  the  living 
and  to  indicate  the  probable  sources  which  are 
responsible  for  the  continuing  annual  crop  of 
new  cases. 

Tuberculosis  is  a communicable  disease  which 
is  acquired  from  the  inhalation  of  airborne  par- 
ticles that  contain  tubercle  bacilli.  These 
particles  must  be  of  microscopic  size,  less  than 
15  micra,  to  reach  the  air  sacs  where  the  disease 
process  is  initiated.  The  initial  lesion  is  a micro- 
scopic area  of  lobular  pneumonia,  and  progressive 
pulmonary  disease  will  not  ensue  unless  this 
minute  pneumonic  lesion  undergoes  necrosis 
and  sloughs  into  the  bronchial  tree.  Further- 
more, unless  the  bacilli  happen  to  lodge  in  the 
superior  portion  of  the  pulmonary  lobes,  pro- 
gressive pulmonary  disease  seldom,  if  ever,  en- 
sues. These  are  the  factors  which  determine 
the  incipient  nature  of  tuberculosis  and  which 
make  it  difficult,  if  not  often  impossible,  to  detect 
the  source  from  which  the  newly  found  case  of 
tuberculosis  acquired  the  infection. 

The  seedbed  from  which  tubercle  bacilli  are 
spewn  may  be  divided  into  two  categories,  the 
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recognized  and  the  unrecognized  tuberculous 
person.  Dissemination  of  the  disease  by  the 
recognized  tuberculous  person  can  largely  be 
eliminated  if  the  proper  authorities  handle  the 
problem  with  wisdom.  A consideration  of 
this  portion  of  the  seedbed  is  not  pertinent  to 
this  paper.  Emphasis  will  be  placed  rather  on 
the  undetected  portion  of  the  seedbed. 

It  has  long  been  a dictum  that  tuberculosis 
is  a family  disease.  This  is  the  basis  for  the 
examination  of  contacts  of  newly  discovered 
cases  to  find  the  unknown  source  from  which 
the  disease  was  acquired.  That  this  approach 
cannot  solve  the  problem  is  evident  from  avail- 
able data.  In  the  tuberculosis  clinics  in  New 
York  City  from  1940  to  1948,  400,000  new  patients 
were  examined,  and  of  these  15  per  cent  were 
diagnosed  tuberculous.2  During  the  same  period, 
156,584  contacts  of  new  cases  were  examined, 
and  of  these  only  3 per  cent  were  diagnosed 
tuberculous.  In  1950  the  clinic  services  of  the 
New  York  State  tuberculosis  hospitals  examined 
27,781  patients  and  found  327  new  tuberculous 
cases  (1.2  per  cent).3  In  two  thirds  of  these 
new  cases  no  contact  with  a known  tuberculous 
case  was  elicited.  From  these  figures  it  is  evident 
that  the  source  of  infection  for  the  majority 
of  new  cases  is  unknown. 

The  following  incident  illustrates  the  difficulty 
encountered  in  the  identification  of  the  undetected 
spreader  of  tubercle  bacilli.  A veterinarian  was 
employed  to  rid  a pure-bred  dairy  herd  of 
tuberculosis.  The  procedure  used  was  to  re- 
move all  reactors  to  tuberculin  from  the  herd  and 
to  replace  the  losses  with  nonreactors.  Tuber- 
culin tests  were  done  every  six  months,  and  for 
five  years  reactors  continued  to  be  found.  Fi- 
nally, the  veterinarian  suspected  a goat  which 
was  a pet  of  the  son  of  the  farmer.  Postmortem 
examination  revealed  extensive  pulmonary  tuber- 
culosis, and  with  the  removal  of  the  goat  the 
dairy  herd  became  and  remained  nonreactors 
to  tuberculin.  The  major  problem  in  human 
tuberculosis  is  to  identify  the  “goats,”  or,  more 
politely  speaking,  the  unrecognized  seedbeds. 

The  number  of  deaths  from  tuberculosis  dur- 
ing the  years  1944  to  1948  in  New  York  City 
is  shown  by  age  and  sex  in  Table  I.3  The  most 
significant  feature  about  these  figures  is  that 
SO  per  cent  of  the  deaths  in  persons  over  forty 
years  of  age  were  in  males,  whereas  below  age 
forty  there  was  little  difference  in  the  number 
of  deaths  in  males  and  females.  With  this 
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TABLE  I. — Tuberculous  Deaths  by  Age  and  Sex, 
New  York  City,  1044  to  1948 


Age 

(Years) 

Males 

Sex 

Females 

Totals 

0 to  9 

191 

166 

357 

10  to  19 

209 

358 

577 

20  to  29 

947 

1,404 

2,351 

30  to  39 

1,567 

1,220 

2,787 

40  to  49 

2 , 785 

753 

3 , 538 

50  to  59 

2,954 

498 

3,452 

60  to  69 

1 , 934 

383 

2,317 

70  and  over 

846 

317 

1,163 

difference  between  the  sexes  in  the  older  age 
groups  in  mind,  it  would  seem  logical  to  find 
the  relative  proportion  of  males  and  females 
according  to  age  in  newly  discovered  cases. 

Table  II  presents  an  analysis  of  the  new  cases 
of  tuberculosis  diagnosed  in  New  York  City 
tuberculosis  clinics  during  the  period  1944  to 
1948. 2 In  the  group  under  thirty  years  of  age, 
a slightly  greater  number  of  females  than  males 
was  found.  However,  between  the  ages  of 
thirty  and  fifty-five,  twro  thirds  of  the  new  cases 
were  males,  and  above  fifty-five  years  of  age 
four  fifths  were  males.  From  these  figures  it 
would  seem  that  the  chief  reason  for  the  difference 
between  mortality  rates  in  males  and  females 
relates  to  the  number  of  new  cases  of  tuberculosis 
which  develop  at  different  ages  in  the  two  sexes. 
Here  is  a suggestion  that  the  greater  number  of 
cases  of  tuberculosis  in  the  population  over 
forty  years  of  age  is  among  males.  These  data, 
however,  come  only  from  clinics  which  are 
conducted  primarily  to  search  for  tuberculous 
cases. 

In  recent  years  a program  has  been  launched 
in  New  York  State  to  obtain  roentgenograms  of 
the  chest  of  all  patients  over  fifteen  years  of  age 
admitted  to  general  hospitals.  Table  III  pre- 
sents some  of  the  data  contained  in  an  analysis 
of  192,815  chest  roentgenograms  evaluated  in 
1947  to  1949. 4 From  this  data  it  is  evident  that 
the  incidence  of  tuberculosis  increases  with  age 
and  that  in  patients  over  forty-five  years  of  age 
tuberculosis  is  found  predominantly  among  males. 
It  is  particularly  significant  that  80  per  cent  of 
these  tuberculous  patients  had  not  been  known 
previously.  From  these  data  one  may  surmise 
that  there  is  a considerable  group  of  persons  who 
harbor  unsuspected  tuberculosis  and  that,  pre- 
dominantly, the  male  population  over  forty 
years  of  age  contains  these  unsuspected  cases. 

One  source  that  seldom  is  consulted  to  obtain 
information  relative  to  the  presence  of  unrecog- 
nized open  pulmonary  tuberculosis  is  the  necropsy 
records  in  general  hospitals.  In  an  analysis  of 
all  necropsies  on  persons  over  fifteen  years  of 
age  performed  at  Bellevue  Hospital,  New  York 
City,  between  1935  and  1944  it  was  found  that 
10  per  cent  showed  tuberculous  pulmonary 


TABLE  II. — -New  Cases  of  Tuberculosis  According  to 
Age  and  Sex  (New  York  City  Tuberculosis  Clinics, 
1944  to  1948) 


Age 

Number 

Per  Cent 

Under  30  years 

Male 

7,147 

18  8 

Female 

7,618 

20.2 

Total 

14,765 

39.0 

30  to  54  years 

Male 

10,530 

27  8 

Female 

4,959 

13.2 

Total 

15,489 

41.0 

55  years  and  over 

Male 

6,094 

16.0 

Female 

1,522 

4.0 

Total 

7,616 

20.0 

TABLE  III. — Incidence  of  Tuberculosis  According  to 
Age  and  Sex  Among  Patients  Over  15  Years  Admitted 


TO 

General 

Hospitals* 

Age 

Number  of 
Roentgen- 
ograms 

Number  of 
Cases  of 
Tuberculosis 

Percentage 

Tuberculosis 

15  to  24  years 

Male 

8,560 

91 

i . i 

Female 

36 , 522 

245 

0.7 

Total 

45,082 

336 

0.7 

25  to  44  years 

Male 

20,106 

420 

2.1 

Female 

61,688 

781 

1.3 

Total 

81,794 

1,201 

1.5 

45  years  and  over 

Male 

32,365 

1,521 

4.7 

Female 

33,574 

875 

2.6 

Total 

65,939 

2,396 

3.6 

Grand  Total 

Male 

61,031 

2,032 

3.3 

Female 

131,784 

1,901 

1.4 

Total 

192,815 

3,933 

2.0 

* Diagnosis  made  from  chest  roentgenograms  on  admis- 
sion. 


cavity.5  One  sixth  of  the  persons  with  tuber- 
culous cavity  formation  died  from  causes  other 
than  tuberculosis,  and  the  following  pertinent 
facts  were  elicited  from  this  group: 

There  were  88  per  cent  over  fifty  years  of  age; 
92  per  cent  were  of  the  white  race;  90  per  cent 
were  white  males;  and  in  only  38  per  cent  had 
the  condition  been  recognized  before  death. 
The  group  of  patients  who  had  cavity,  who  did 
not  die  from  tuberculosis,  and  who  had  not  been 
diagnosed  tuberculous  comprised  1 per  cent  of 
all  the  necropsies. 

All  of  the  data  cited  above  point  in  one  direc- 
tion with  reference  to  the  most  likely  location  of 
the  undetected  tuberculous  cases:  the  male, 
most  particularly  the  white  male  over  forty 
years  of  age.  Where  should  one  search  for  these 
unrecognized  spreaders  of  tubercle  bacilli?  A 
study  of  necropsy  records  in  several  large  general 
hospitals  in  metropolitan  New  York  City  re- 
vealed a considerable  number  of  patients  with 
unsuspected  tuberculous  pulmonary  cavity,  and 
these  were  predominantly  males.5  To  illustrate 
the  distribution  of  the  males  in  the  socioeconomic 
structure  of  this  large  urban  area  the  following 
cases,  all  over  forty  years  of  age,  have  been 
selected : truck  driver,  bank  accountant,  dentist, 
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storekeeper,  physician,  waiter,  business  execu- 
tive, elevator  operator,  garage  mechanic,  handy 
man,  and  a laborer.  Undoubtedly,  more  un- 
detected tuberculous  cases  may  be  found  in  one 
socioeconomic  group  than  another;  however, 
no  group  should  be  ignored. 

Epidemiologically,  the  number  of  cases  of  an 
infectious  disease  is  related  to  the  amount  of 
exposure  to  infection,  and  tuberculosis  is  an 
infectious  disease.  It  is  a herd  disease.  Crowds 
of  people  favor  its  dissemination  because  un- 
detected spreaders  of  tubercle  bacilli  are  likely 
to  be  more  numerous  in  large  groups  of  people. 
It  seems  probable  that  this  is  the  major  factor 
which  makes  the  problem  of  tuberculosis  greatest 
in  large  urban  areas. 

Perhaps  the  data  submitted  may  explain  the 
I significant  difference  between  males  and  fe- 
males, both  in  the  death  rate  and  the  morbidity 
rate  beyond  age  forty.  Females  commonly 
are  in  their  own  homes  by  age  thirty,  and  from 
then  on  their  social  activities  are  largely  con- 
fined to  groups  of  their  own  sex.  All  available 
data  indicate  that  beyond  age  thirty  there  exist 
many  fewer  undetected  cases  of  tuberculosis 
among  females  than  among  males.  For  this 
reason,  there  is  less  exposure  to  infection  in 
groups  of  females  than  in  groups  of  males,  and 
hence  fewer  new  cases  among  females.  On  the 
other  hand,  males  congregate  predominantly 
as  groups  of  males,  both  at  work  and  at  diver- 
sions; hence  there  is  a greater  exposure  to  infec- 
tion, and  more  numerous  new  cases  of  tuber- 
culosis result.  It  appears  probable  that  the 
continuing  annual  crop  of  new  tuberculous  cases 
is  much  more  closely  related  to  the  unrecognized 
spreader  of  tubercle  bacilli  than  is  at  present 
realized. 

It  is  not  the  intent  of  this  paper  to  do  more 
than  indicate  the  role  of  the  undetected  spreader 
I of  tubercle  bacilli  as  the  major  source  from  which 
new  tuberculous  cases  contract  their  infection. 
It  is  evident  that  the  problem  of  identifying 
the  undetected  tuberculous  persons  cannot  be 
delegated  to  a single  agency.  There  is,  however, 
an  urgency  that  the  seriousness  of  the  problem 
be  recognized.  Otherwise,  it  is  both  cruel  and 
senseless  to  broadcast  that  tuberculosis  is  or 
can  be  eradicated  or,  for  that  matter,  effectively 
controlled.  Deaths  from  tuberculosis  are  tragic; 
however,  the  really  great  tragedy  in  tuberculosis 
resides  in  the  numerous  lives  that  are  wrecked 


because  a preventable,  chronic,  crippling  disease 
has  been  acquired  from  undetected  innocent 
spreaders  of  the  infection. 
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Discussion 

Foster  Murray,  M.D.,  Brooklyn. — Almost  thirty- 
five  years  ago,  Dr.  Lawrason  Brown  of  Saranac  Lake 
coined  the  term  “a  good  chronic.”  He  was  refer- 
ring to  the  old  chronic  fibrocavernous  case  with 
constant  or  intermittent  positive  sputum  who,  in 
spite  of  extensive  damage  to  the  lung,  lived  on  for 
many  years.  The  term,  “a  good  chronic,”  was  in- 
tended as  a prognostic  one  and  was  applied  to  the 
individual.  It  certainly  had  no  epidemiologic  sig- 
nificance other  than  an  adverse  one.  The  outlook, 
while  very  good  in  the  individual  case,  was  bad  from 
an  epidemiologic  viewpoint.  Such  a patient  con- 
tinued to  live  comfortably,  and  in  some  cases  even 
happily,  but  was  a source  of  continued  infection  of 
others  and,  as  such,  left  a long  trail  of  victims  in  his 
wake. 

It  is  to  this  group  that  Dr.  Medlar  on  the  basis 
of  a thorough  and  erudite  study  has  so  wisely 
directed  our  attention.  It  is  in  this  group,  patients 
over  forty  years  of  age  preponderantly  of  the  male 
sex,  that  there  lies  a vast  reservoir  of  dynamic  in- 
fection. Here  are  the  individuals  usually  consid- 
ered by  their  friends  and  even  their  physicians  to  be 
cases  of  chronic  bronchitis,  asthma,  or  bronchiec- 
tasis, or  anything  other  than  pulmonary  tubercu- 
losis. Little  is  ever  done  to  explore  deeper  into  the 
origin  of  their  complaints.  In  the  meantime  they 
are  infecting  all  with  whom  they  come  in  contact. 
They  are  the  analogs  of  “Typhoid  Mary,”  the 
bacillus  carrier. 

Let  us  profit,  therefore,  by  Dr.  Medlar’s  timely 
warning  and  in  our  mass  surveys  direct  more  of  our 
attention,  if  possible,  to  this  particular  age  and  sex, 
namely,  the  male  over  forty  years  of  age.  Let  us 
also  provide  extended  facilities  for  this  patient  group 
through  the  greater  utilization  of  the  domiciliary 
type  of  institution.  The  crying  need  here  is  not  so 
much  for  therapy  but  for  providing  a place  for  the 
isolation  of  such  cases,  a place  where  such  patients 
may  live  in  reasonable  comfort  but  out  of  contact 
wuth  the  world. 
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THORACIC  SURGERY  AFTER  THE  AGE  OF  FIFTY 

Warriner  Woodruff,  M.D.,  Saranac  Lake,  New  York 

( From  the  Trudeau  Sanatorium,  Variety  Clubs-Will  Rogers  Hospital,  and  Sanatorium  Gabriels) 


WHEN  I was  asked  to  take  part  in  this 
symposium,  I was  glad  to  accept,  for 
this  problem,  which  was  almost  nonexistent 
twenty  years  ago,  has  assumed  gradually  in- 
creasing importance  because  of  three  factors: 
(1)  the  steady  prolongation  of  life  expectancy, 
(2)  75  per  cent  of  malignancies  of  the  lung  are 
discovered  after  the  age  of  fifty,  and  (3)  tuberculo- 
sis in  the  male  is  now  no  longer  a problem  con- 
fined to  the  young  but  is  making  increasing  in- 
roads after  fifty. 

In  this  presentation  I hope  to  do  four  things: 
(1)  give  you  an  idea  of  the  magnitude  of  the  prob- 
lem; (2)  show  that  as  age  inci  eases,  the  risk 
increases,  but  age,  per  se,  is  no  contraindication 
to  any  needed  surgery;  (3)  discuss  the  problem 
of  aging  in  general  as  related  to  thoracic  surgery; 
(4)  suggest  an  approach  in  evaluating  the  problem 
of  the  patient  over  fifty  when  confronted  with 
thoracic  surgery. 

In  outlining  the  magnitude  of  the  problem 
confronting  us,  the  following  tables  may  be 
helpful  in  showing  (1)  the  rapidity  with  which 
life  expectancy  is  increasing  so  that  each  year 
we  may  expect  more  people  to  reach  the  age  of 
fifty  in  good  health  and,  later,  to  develop  condi- 
tions which  can  best  be  corrected  by  thoracic 
surgery  and  (2)  the  incidence  of  carcinoma  and 
tuberculosis  in  the  age  group  above  fifty.  For 
all  practical  purposes,  thoracic  surgery  in  this 
age  group  may  be  considered  the  surgery  of 
tumors  and  infections.  Of  the  tumors,  carcinoma 
of  the  lung  may  be  taken  as  the  prototype  and, 
for  the  infections,  pulmonary  tuberculosis  may 
be  taken  as  the  example. 

Tables  I and  II  show  the  life  expectancy  in 
the  United  States  at  birth  and  at  various  ages. 
We  see  that  within  the  last  century  the  life  ex- 
pectancy of  a newborn  male  has  increased  from 
thirty-eight  to  over  sixty-five  years  and  that 
today  a man  of  fifty  has  an  expectancy  of  twenty- 
two  yea  rs,  and  even  at  sixty-nine  he  still  has  an 
expectancy  of  ten  years. 

It  will  occasion  no  surprise  to  you  to  note  the 
age  incidence  of  carcinoma  of  the  lung,  as  shown 
in  Table  III. 

You  will  note  that  the  diagnosis  in  three 
fourths  of  the  cases  was  not  made  until  after  the 
patient  had  passed  fifty;  yet  it  is  a generally 
accepted  fact  by  all  thoracic  surgeons  that  age 
itself  is  no  barrier  to  successful  surgical  treat- 
ment. 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
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TABLE  I. — Life  Expectancy  at  Bibth  in  the  United 
States' 


. White . 

Nonwhite 

Male 

Female 

Male 

Female 

1850 

38.3 

40.5 

1900-1902 

48.23 

51  08 

23  54 

35 . 04 

1919-1921 

56  34 

58.53 

1929-1931 

59  12 

62.67 

1939-1941 

62  81 

67  29 

1949 

65.88 

71.51 

58.  57 

62.93 

TABLE  II. 

— Expectation  of  Life 
1949 2 

at  Different  Ages  in 

At  age 

20 

30 

40 

50 

60 

69 

White 

Male 

49.26 

40  03 

30 . 94 

22.61 

15.49 

10.33 

Female 

54.19 

44.64 

35.31 

26.43 

18.27 

11.94 

Nonwhite 

Male 

43 . 54 

35.08 

27  17 

20.47 

1 5. 35 

12.03 

Female 

47.14 

38.53 

30.41 

23.48 

17  68 

14.55 

TABLE  III. — Carcinoma  of  Lung  Related  to  Age 


Author 

Total  Cases 

Per  Cent 
over 
Fifty 
Years 

Ochsner  et  al ,3 

332  (resections) 

75 

Churchill  el  al.* 

1 1 8 (resections) 

71.9 

Lindskog5 

100 

73 

Wynder  and  Graham6 

605 

80.3 

Total 

1,155 

75 

TABLE  IV. — Pulmonary  Tuberculosis  Cases  by  Age 
and  Sex  per  100,000  New  York  State  (Exclusive  of  New 
York  City)7 


1929-1931  1949-1951 


Males 

All  ages  under  15 

26.2 

2.5 

15  to  19 

97.4 

29.3 

20  to  24 

182  1 

61.8 

25  to  34 

207.2 

67.6 

35  to  44 

190  7 

86.8 

45  to  54 

167.  1 

136.6 

55  to  64 

142  6 

158.5 

65  and  over 
Females 

98.8 

152.2 

All  ages  under  15 

45.9 

5.0 

15  to  19 

157.8 

44.0 

20  to  24 

267.1 

79.0 

25  to  34 

209.  1 

83.6 

35  to  44 

114.8 

65. 7 

45  to  54 

77  6 

47.7 

55  to  64 

64.9 

43.4 

65  and  over 

57.7 

52.9 

It  may  occasion 

some  surprise  to 

you  to  note 

the  present  shift  in  age  in  the  diagnosis  of  pul- 

monary  tuberculosis  in  the  male 

which  is  re- 

vealed  in  Table  IV. 


Tables  V and  VI  show  that  the  increasing 
number  of  patients  above  fifty  is  a phenomenon 
not  limited  to  New  York  State  but  includes  the 
country  as  a whole. 


1990 
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TABLE  V. — Age  Distribution  op  VA  Tuberculous  Pa- 
tients Resident  in  VA  and  Non-VA  Hospitals,  January 
31,  19518’9 


Age 

Pulmonary 

Tuberculosis 

Under  25 

802 

25  to  34 

5 , 324 

35  to  44 

2,684 

45  to  54 

1 ,800 

55  to  64 

3,440 

65  to  74 

308 

75  and  over 

70 

Age  unknown 

222 

TABLE  VI. — Average  of  Death  Rates  per  100  000  White 
Males  from  Tuberculosis,  All  Forms 

Age 

1911-1915 

1936-1940 

1946-1950 

1 to  19 

62.3 

7.7 

3.2 

20  to  24 

264 . 3 

30.4 

11.7 

25  to  34 

410.6 

55 . 6 

21.8 

35  to  44 

550 . 8 

90  2 

48  7 

45  to  54 

460 . 0 

1 23 . 6 

77.6 

55  to  64 

363 . 3 

136.  2 

105.3 

65  to  74 

257.2 

127.8 

118  0 

1 to  74 

265 . 1 

51.3 

30.1 

The  foregoing  tables  have  shown  us  the  neces- 
sity and  importance  of  thoracic  surgery  in  the 
older  group.  Surgery  is  being  done  in  this  group 
by  all  thoracic  surgeons.  What  are  the  results? 
On  this  it  is  difficult  to  obtain  exact  facts.  In 
general,  we  know  the  results  are  good.  For 
instance,  in  our  own  series  of  tuberculous  patients 
we  have  performed  118  stages  of  thoracoplasty 
on  53  patients  in  this  age  group  between  1939 
and  1951  with  one  hospital  death  and  during 
the  same  period  have  subjected  32  patients 
between  fifty  and  seventy-seven  years  of  age  to 
open  thoracotomies  with  four  hospital  deaths. 

Dr.  Ochsner  and  his  coworkers10  have  recently 
reported  on  1,122  carcinomas  of  the  lung  of  which 
372  were  subjected  to  pneumonectomy  with  an 
over-all  hospital  mortality  of  20  per  cent.  Their 
policy  has  been  to  offer  radical  resection  to  every 
patient,  regardless  of  age,  who  seemed  in  any 
way  able  to  tolerate  it.  Their  mortality  rates 
rise  with  age,  but  not  alarmingly:  Below  fifty 
the  rate  is  14  per  cent;  from  fifty  to  sixty,  20  per 
cent;  and  from  sixty  to  seventy,  24  per  cent; 
or  a difference  of  10  per  cent  between  those  below 
fifty  and  those  between  sixty  and  seventy. 

Physiologic  Functions  as  Related  to  Aging 

As  Thewlis  states,  “Age  is  no  bar  to  surgical 
operations,  but  age  implies  complicating  factors 
which  make  operations  more  difficult  and  more 
dangerous  than  in  earlier  life.  Not  the  age  of 
the  patient,  but  those  complications  must  be 
considered  when  deciding  upon  the  advisability 
of  an  operation.”11 

As  age  increases,  there  is  a progressive  deterio- 
ration in  all  systems;  however,  no  two  individ- 
uals deteriorate  at  the  same  rate,  and  in  any 
one  individual  deteriorations  in  different  systems 


Regression  line 

MBC  = 222.18  - 1.77  X age 

Standard  deviation 

Correlation  coefficient  = —0.660,  standard  error  = 
0.052 

Fig.  1.  Maximum  breathing  capacity  in  relation  to 
age  in  120  normal  males. 


frequently  progress  at  different  rates.  It  would 
seem  obvious  that  when  middle  age  is  passed, 
the  body  can  no  longer  adapt  itself  so  readily 
to  extreme  stresses,  but  the  point  at  issue  is 
whether  the  body  can,  in  any  individual  situation, 
adapt  to  the  particular  strain  of  a particular 
procedure.12 

In  judging  this  point  there  are  four  main 
systems  to  be  evaluated : nervous,  cardiovascular, 
renal,  and  pulmonary.  In  evaluating  the  cardio- 
vascular and  renal  systems  we  have  certain 
clinical  and  laboratory  guides  to  help  us.  In 
the  extreme  decompensations  of  either  system, 
one  would  hesitate  to  advise  major  surgery  of 
any  kind,  but  in  the  patient  with  well-established 
hypertension  or  the  patient  with  a history  of  a 
coronary,  even  after  all  tests  are  completed,  it 
is  still  a matter  of  clinical  decision  as  to  whether 
a particular  patient  should  be  subjected  to  a 
particular  procedure. 

In  thoracic  surgery  we  are  particularly  con- 
cerned with  pulmonary  function  because  it  may 
be  seriously  reduced  by  major  thoracic  proce- 
dures, whereas  other  systems  may  be  disturbed 
only  by  the  temporarily  increased  strain  thrown 
upon  them  by  operation.  Fortunately,  the 
physiologists  have  given  us  much  information 
concerning  pulmonary  function.  I am  indebted 
to  Dr  George  Wright13  and  his  staff  in  the  Depart- 
ment of  Pulmonary  Physiology  at  Trudeau 
Sanatorium  for  the  three  following  graphs,  the 
first  two  having  to  do  with  studies  on  normal 
men  and  the  last  with  abnormals  (Figs.  1,2,  and  3). 

Figure  1 shows  the  actual  maximum  breathing 
capacity  of  120  normal  males  ranging  in  age  from 
twenty-five  to  sixty-four  years.  The  maximum 
breathing  capacity  represents  the  maximum 
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Regression  line 

Liters  Os/Mi/minute  = 1.855  — (0.0104  X age) 

- - - Standard  deviation 

Fig.  2.  Oxygen  utilization  under  maximum  exercise 
in  41  normal  males. 

amount  of  air  that  a patient  can  breathe  in  and 
out  voluntarily  in  a given  period  of  time.  It  is 
expressed  in  liters  per  minute.  This  is  primarily 
a measure  of  the  bellows  action  of  the  respiratory 
apparatus  considered  as  a pumping  mechanism. 
It  is  affected  by  pulmonary  elasticity,  efficiency 
of  respiratory  muscles,  and  adequacy  of  airways 
to  permit  air  to  flow  at  high  velocity.  Experience 
has  shown  that  in  most  instances  where  the  pump- 
ing power  of  the  respiratoiy  apparatus  is  pre- 
served, major  surgery  is  well  tolerated.14  This 
graph  shows  two  things  very  clearly:  First, 
the  average  performance  of  the  group  deteriorates 
at  the  rate  of  1.77  L.  per  minute  every  year 
after  twenty-five.  Just  as  important,  however, 
it  shows  a considerable  variation  among  individ- 
uals in  the  same  age  group,  and,  as  a corollary 
of  this,  it  shows  that  certain  normal  men  above 
fifty  may  have  a greater  maximum  breathing 
capacity  than  certain  normal  men  of  thirty-five 
or  less.  This  is  particularly  important  in  assess- 
ing the  status  of  a particular  individual. 

Figure  2 is  an  expression  of  the  measure  of  the 
maximum  amount  of  work  of  which  an  individual 
is  capable  and  is  determined  by  measuring  the 
maximum  amount  of  oxygen  which  he  is  capable 
of  utilizing  during  maximum  exertion.  Forty- 
one  normal  men  were  studied,  and  we  see  not 
only  a steady  progressive  deterioration  with 
age  but  also  marked  variations  among  individ- 
uals. 

Figure  3 represents  the  same  kind  of  a study 
as  Fig.  2 but  on  a series  of  55  abnormal  men. 
Four  of  the  group  were  highly  trained  athletes, 
and  it  can  be  seen  how  their  performances  far 
exceeded  the  normals.  The  remaining  51  were 
suffering  from  emphysema,  silicosis,  asbestosis, 
and  pulmonary  granulomatosis.  Their  perform- 
ances as  a group  were  far  below  normal. 


4> 


25  30  36  40  45  50  55  60  65 

AGE  - YEARS 

Regression  line 

Liters  02/M2/minute  = 1.855  — (0.0104  X age) 

Standard  deviation 

# Asbestosis 
■ Emphysema 
Q Pulmonary  granulomatosis 
0 Runners 
O Silicosis 

Fig.  3.  Oxygen  utilization  under  maximum  exercise 
in  55  abnormal  males 

Extensive  pulmonary  surgery  on  members  of 
this  group  would  be  accompanied  by  an  increased 
risk.  It  is  entirely  possible  that  a patient  with 
emphysema  and  carcinoma,  if  subjected  to 
pneumonectomy,  might  not  be  able  to  survive 
the  operation  and,  if  he  did,  might  be  left  a res- 
piratory cripple.  We  try  to  operate  upon  no 
patient  over  fifty  without  previous  respiratory 
studies  to  guide  us. 

Selection  of  Patients  for  Operation 

When  a patient  is  presented  to  us  in  apparent 
need  of  thoracic  surgery,  there  are  certain  ques- 
tions we  must  ask  ourselves: 

1.  Is  the  prospective  gain  by  operation  suffi- 
cient to  warrant  the  risk?  For  instance,  a man 
of  fifty  with  slight  systemic  degeneration  might 
have  a life  expectancj'  of  almost  twenty-three 
years,  were  it  not  for  his  carcinoma.  He  stands 
to  gain  a great  deal  if  his  tumor  can  be  success- 
fully removed.  Another  man  of  seventy,  with  a 
similar  lesion,  has  a life  expectancy  of  ten  years 
or  less,  and  the  hazards  of  operation  are  increased ; 
yet  he  may  be  quite  alert  and  robust,  with  a desire 
to  live,  and  he  is  entitled  to  his  chance  although 
his  prospective  gain  is  less. 

2.  Is  the  operation  one  of  necessity  or  of 
election?  We  can  all  think  of  many  examples. 

3.  Is  the  patient  so  racked  by  pain  or  infec- 
tion that  any  reasonable  risk  is  better  than  to 
continue  in  his  present  state? 

4.  Does  the  patient  want  operation?  Is  he 
keen  to  live,  or  is  he  apathetic  and  resigned? 

5.  Has  he  suffered  such  deterioration  and 
damage  of  one  or  more  systems  that  the  risk 
of  surgery  is  almost  prohibitive;  or,  more  im- 
portant, is  deterioration  so  great  that,  even  should 
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he  survive,  his  remaining  existence  could  only 
be  miserable? 

After  these  questions  have  been  answered, 
there  is  one  more. 

6.  In  the  borderline  case  can  a different 
operation  or  a different  technic  avoid  a fatality 
or  render  remaining  days  more  comfortable? 
For  instance,  a patient  with  markedly  limited 
respiratory  reserves  who  develops  a carcinoma 
with  obstruction  and  infection  may  not  live  as 
long  following  a lobectomy  as  he  might  follow- 
ing a pneumonectomy,  but  should  he  survive 
the  larger  procedure  only  to  be  a respiratory 
cripple,  he  would  have  gained  little.  Recently 
we  had  a patient  in  this  age  group  with  extensive 
bilateral  tuberculosis  needing  bilateral  thoraco- 
plasty, but  with  a maximum  breathing  capacity 
of  only  70  L.  By  means  of  a lucite  plombage  as 
the  first  stage  on  each  side,  we  were  able  to  avoid 
paradoxical  respiration  and  bring  him  through 
successfully  with  much  less  upset  than  with 
many  younger  individuals  with  the  conventional 
type  of  thoracoplasty. 


Summary 

Age  per  se  is  not  a bar  to  successful  thoracic 
surgery.  Increasing  age  is  accompanied  by 
changes  in  the  body  which  do  increase  the  risks, 
but  not  prohibitively.  The  only  bar  is  the  com- 
plications which  may  or  may  not  be  due  to  age. 
By  careful  selection,  both  of  the  patient  and  of  the 
operation,  many  individuals  are  being  offered 
renewed  health  by  means  of  major  thoracic 
surgery. 

8 Church  Street 
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Discussion 

Louis  R.  Davidson,  M.D.,  New  York  City. — 
It  is  not  the  purpose  of  this  discussion  to  present  a 
complete  appraisal  of  Dr.  Woodruff’s  paper.  The 
author’s  presentation  has  been  stimulatinglv  dif- 
ferent in  emphasizing  the  physiologic  problems  en- 


countered when  operating  upon  the  individual  over 
fifty  years  of  age.  The  objective  of  a discussant  is 
perhaps  to  crystallize  the  main  topic  under  con- 
sideration, avoid  confusion,  and  direct  attention  to 
matters  which  round  out  the  problem. 

Should  the  thoracic  surgeon  survey  the  gross 
problem  of  the  aging,  or  must  he  study  the  physical 
and  mental  level  of  the  individual?  I believe  that  we, 
particularly  as  thoracic  surgeons,  must  be  concerned 
with  the  individual  rather  than  with  the  specific 
disease  entity;  in  other  words,  one’s  approach  to 
the  problem  is  a discussion  limited  by  one’s  philos- 
ophy. 

It  is  one  of  the  ironies  of  medical  progress  to  have 
helpful  laboratory  tests  of  which  you  know  and 
which  were  touched  upon  by  Dr.  Woodruff,  and  yet 
tlie  great  majority  of  hospitals  do  not  possess  labora- 
tory facilities  or  abilities  to  conduct  such  tests. 
With  this  in  mind  I must  state  my  position  with  an 
over-all  view  for  the  majority  of  thoracic  surgeons. 
One  should  not  abandon  or  disregard  the  value  of 
thorough  laboratory  studies,  but,  rather,  one  should 
attempt  to  assist  those  groups  who,  because  of  un- 
controllable circumstances,  do  not  or  cannot  possess 
the  necessary  instruments  to  perform  elaborate 
studies. 

Without  going  into  details,  I believe  that  as  a 
good  working  formula  one  should  utilize  the  Heymer 
breath-holding  test,  that  is  to  say,  the  individual 
should  breathe  deeply  five  times  and  then  hold  his 
breath.  An  individual  who  can  hold  his  breath 
twenty-five  seconds  or  longer  is  a fair  or  even  better 
risk.  In  addition,  a determination  of  the  resting 
minute  ventilation  and  the  maximum  breathing 
capacity  will  suffice  in  most  cases.  One  is  desirous 
of  having  the  patient  possess  a maximum  breathing 
capacity  of  45  L.  or  more  per  minute.  These  tests 
give  a rough  estimate  of  the  patient’s  pulmonary 
function. 

Dr.  Woodruff  has  related  that  “for  all  practical 
purposes,  thoracic  surgery  in  this  age  group  may  be 
considered  the  surgery  of  tumors  and  infections. 
Of  the  tumors,  carcinoma  of  the  lung  may  be  taken 
as  the  prototype,  and  for  the  infections,  pulmonary 
tuberculosis  may  be  taken  as  an  example.”  I shall 
dwell  upon  these  two  points  rather  briefly. 

I should  like  to  present  to  you  one  very  interesting 
case  of  bronchogenic  carcinoma  in  an  individual 
seventy-one  years  of  age,  who  had  not  only  a neo- 
plastic lesion  in  the  left  upper  lobe,  but  also,  as  a 
coexisting  lesion  in  the  left  lower  lobe,  a benign 
pulmonary  hamartoma.  The  patient  was  operated 
upon  April  28, 1951,  at  which  time  a left  pneumonec- 
tomy was  performed  in  the  face-down  position.  On 
May  3,  1951,  he  was  discharged  to  a convalescent 
home.  He  has  been  seen  regularly  at  the  Thoracic 
Surgical  Clinic  of  the  Hospital  for  Joint  Disease; 
the  x-rays  fail  to  show  anything  but  a mild  shift  of 
the  mediastinum  to  the  operated  side  with  a diffuse 
opacity  in  the  left  hemithorax.  There  is  no  fluid 
level.  The  right  lung  is  normal.  The  patient  has 
no  complaints.  There  is  no  dyspnea  on  ordinary 
activity,  and  the  heart  shows  regular  sinus  rhythm. 

Recently,  there  was  completed  at  Sea  View  Hos- 
pital a survey  of  the  results  obtained  in  the  cases 
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operated  upon  for  pulmonary  tuberculosis.  It  was 
noted  that  between  February,  1944,  and  February, 
1952,  512  excisions  in  487  patients  were  performed 
by  21  visiting  and  resident  surgeons.  There  were 
333  pneumonectomies,  150  lobectomies,  and  29  seg- 
mental resections.  The  ages  ranged  from  two  to 
sixty-three  years,  the  average  age  thirty-one. 
Thirty,  or  6.2  per  cent,  were  in  individuals  fifty 
years  of  age  or  over.  F rom  our  figures,  it  does  appear 
that  the  incidence  of  death,  inferentially  at  least, 
roughly  parallels  the  increasing  age  decades.  In  this 
group,  ten  deaths  occurred  for  a percentage  of  33.3 
per  cent.  Statistically,  some  criticism  may  be 
leveled  at  this  statement  because  of  the  relatively 
few  patients  in  this  group  operated  upon.  How- 
ever, it  was  also  noted,  in  the  same  vein  and  with  the 
same  criticism,  that  the  incidence  of  bronchopleural 
fistula  advanced  with  increasing  decades  of  life. 
A rough  estimate  of  the  problem  may  be  estimated 


by  noting  that  in  1948,  7,359  new  cases  of  pulmonary 
tuberculosis  were  discovered  in  the  City  of  New 
York.  Of  these,  1,681  were  over  the  age  of  fifty- 
five.  In  1949  there  were  7,344  of  which  1,685  were 
over  the  age  of  fifty-five.  In  1950,  the  last  year  in 
which  a detailed  analysis  was  made,  6,518  new  cases 
were  discovered  of  which  1,597  were  over  the  age  of 
fifty-five  years  of  age,  which  figure  is  taken  because 
the  earlier  decade  study  begins  at  forty-five. 

Age  of  itself  is  not  a contraindication  to  thoracic 
surgery.  However,  since  the  various  body  systems 
are  gradually  wearing  down,  a more  thorough  pre- 
operative  study  is  indicated,  particularly  of  the 
cardiorespiratory  apparatus.  Simple  tests  can  be 
used  and  must  be  developed  further.  In  brief,  as 
geriatricians  have  asked,  do  we  want  to  add  years 
to  life  or  life  to  years?  Dr.  Woodruff  is  to  be  con- 
gratulated upon  his  presentation  which  has  many 
physiologic  implications. 


PULMONARY  THROMBOEMBOLISM:  DIAGNOSIS  AND  TREATMENT 

Irving  S.  Wright,  M.D.,  and  William  T.  Foley,  M.D.,  New  York  City 

( From  the  Nnv  York  Hospital-Cornell  Medical  Center) 


THERE  are  probably  few  conditions  which 
have  been  diagnosed  incorrectly  as  often 
as  pulmonary  embolism  and  infarction.  These 
terms,  pulmonary  embolism  and  pulmonary 
infarction,  are  not  synonymous.  A pulmonary 
embolism  merely  means  that  a foreign  body, 
most  commonly  a portion  of  a thrombus,  has 
lodged  in  a branch  of  a pulmonary  artery  with 
or  without  changes  in  the  lung  tissue  supplied 
by  that  branch.  If  there  is  a profound  change 
in  the  tissue  supplied  by  that  branch  which  may 
progress  to  necrosis,  an  infarction  results.  Con- 
fused with  postoperative  atelectasis,  localized 
empyema  or  effusion,  infectious  pleuritis,  bron- 
chogenic carcinoma  with  atelectasis,  bronchiec- 
tasis with  pneumonitis  and  others,  and  above 
all  with  virus  pneumonia,  it  seems  to  be  one  of 
the  last  possibilities  to  be  considered  unless 
there  is  definite  evidence  of  thrombophlebitis, 
myocardial  infarction,  or  rheumatic  heart  disease 
with  auricular  fibrillation.  Yet  our  experience 
indicates  that  in  an  important  percentage  of 
such  cases  pulmonary  embolism  was  the  first 
recognized  harbinger  of  the  thromboembolic 
condition.  Farmer  and  Smithwick  have  recently 
reported  on  7,343  consecutive  surgical  admis- 
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sions. 1 Ninety-five  of  these  developed  pulmonary 
infarction.  In  25  per  cent  the  pulmonary  infarc- 
tion was  the  first  indication  that  phlebitis  was  pres- 
ent. We  have  had  two  physicians  as  patients 
who  had  been  diagnosed  and  treated  on  the  basis 
of  recurrent  attacks  of  virus  pneumonia.  One 
of  these  had  four  “attacks”  before  his  thrombo- 
phlebitis in  the  saphenous  veins  forced  itself 
upon  his  physician’s  attention,  although  he  had 
complained  of  pains  in  his  leg.  He  had  been 
hospitalized  several  times  but  had  never  been 
treated  with  Dicumarol  which,  when  finally 
administered,  promptly  stopped  the  process, 
and  it  has  not  recurred.  The  second  physician 
was  hospitalized  twice  for  virus  pneumonia  be- 
fore the  thrombophlebitis  in  the  saphenous  veins 
was  recognized  and  treated  with  anticoagulants. 
A very  large  series  of  similar  cases  could  be  re- 
ported. We  have  at  present  under  our  care  a 
patient  who  came  into  the  New  York  Hospital 
with  evidence  of  a large  pulmonary  infarction 
in  the  right  lower  lobe.  Although  electrocar- 
diographic studies  were  made  immediately,  it 
was  not  until  the  tenth  day  that  definite  evi- 
dence of  an  anterior  myocardial  infarction  was 
demonstrable.  It  seems  quite  possible  in  this 
case  that  the  pulmonary  embolus  came  from  a 
mural  thrombus  arising  at  the  site  of  the  myo- 
cardial infarction. 

The  diagnosis  of  this  “great  deceiver”  is  some- 
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times  difficult  but  is  usually  obvious  if  the  possi- 
bility is  kept  in  mind.  The  following  signs  and 
symptoms  are  commonly  present,  but  one  or 
more  may  be  absent  without  ruling  out  the  possi- 
bility: 

1.  Pain  is  often  the  first  and  most  compelling 
symptom.  Two  types  of  pain  are  encountered, 
that  produced  by  reaction  of  the  pleura  overlying 
the  infarction  and,  in  the  event  of  an  embolus 
occluding  one  of  the  larger  pulmonary  arteries, 
severe  anterior  chest  pain  often  indistinguishable 
from  that  of  myocardial  anoxia.  Some  workers 
believe  that  this  pain  is  the  result  of  an  actual 
diminution  in  the  coronary  flow  secondary  to 
the  profound  disturbances  in  the  local  hemody- 
namics.2-4 Others  hold  that  this  is  due  to  pain 
in  the  pulmonary  artery  itself.  This  question 
has  not  as  yet  been  settled. 

2.  Dyspnea  is  common  but  may  not  be 
present. 

3.  Cough  is  common,  especially  if  there  is 
excess  secretion  or  hemoptysis. 

4.  Hemoptysis  is  a very  important  corrob- 
orative sign  if  present  but  is  not  universal. 

5.  Panic  reaction,  a feeling  of  impending 
disaster  with  fear  of  death,  is  very  frequently 
encountered  with  pulmonary  infarction. 

6.  Manifestations  of  shock  may  be  very 
severe,  mild,  or  absent. 

7.  The  heart  may  respond  in  terms  of  arry- 
thmias,  tachycardia,  or  congestive  failure,  es- 
pecially if  it  has  been  previously  damaged.  Elec- 
trocardiographic changes  will  be  discussed  later. 

8.  Dullness  is  noted  if  the  area  of  infarction 
is  large  enough  and  located  so  as  to  make  this 
possible. 

9.  Diminished  breath  sounds  can  often  be 
detected  with  the  same  qualifications. 

10.  After  a few  days  pleural  effusion  with 
associated  flatness  on  percussion  is  not  uncom- 
mon. 

11.  Fever  is  very  frequently  present.  The 
temperature  may  range  from  normal  to  104  F. 
(40  C.)  or  more. 

12.  A moderate  to  marked  leukocytosis 
and  sedimentation  rate  that  increases  during 
the  first  week  are  usual  but  not  invariable  find- 
ings. No  other  laboratory  tests  are  of  impor- 
tance in  the  detection  of  this  condition. 

13.  X-ray  findings  may  be  the  only  findings 
of  importance  and  may  be  present  in  the  ab- 
sence of  all  other  signs  and  symptoms,  although 
this  is  unusual.  Their  variety  is  great,  and  the 
implication  found  in  many  textbooks  that  a 
triangular  area  of  density  is  to  be  expected  has 
been  responsible  for  many  missed  diagnoses. 
In  our  experience  the  majority  of  these  shadows 
are  not  neat  triangles.  Their  shape  obviously 


depends  on  the  angle  which  the  surface  of  the 
infarct  presents  to  the  x-rays,  on  the  shape  of  the 
tissue  supplied  by  the  blocked  arterial  branch, 
on  the  presence  of  fluid,  and  on  other  factors. 

Emboli  in  the  absence  of  infarction  do  not 
usually  produce  detectable  changes  unless  opaque 
visualization  studies  are  performed.  Infarctions 
may  be  present  without  being  detected  by  x-ray 
depending  on  their  size  and  location.  This 
fact  is  easily  demonstrated  at  the  autopsy  table. 
The  x-ray,  therefore,  is  not  definitive,  and  not 
too  much  should  be  expected  from  it.  It  can- 
not substitute  for  the  thought  derived  from  analyz- 
ing the  total  findings. 

The  recent  work  of  Kjellberg  helps  understand 
this  phenomenon.5  He  subjected  a series  of 
dogs  to  artificial  pulmonary  embolization.  No 
roentgenologic  changes  in  the  lungs  were  observed 
in  uncomplicated  pulmonary  embolism,  and  no 
infarction  occurred  as  long  as  the  circulation 
through  the  bronchial  artery  was  intact. 

14.  Cor  pulmonale,  acute  dilation  of  the 
right  ventricle,  and  pulmonary  conus  may  follow 
massive  pulmonary  emboli.  These  changes 
may  produce  signs  which  can  be  recognized  on 
physical  examination.  Distention  and  increased 
pulsations  of  the  veins  of  the  neck  are  common 
signs.  Increase  in  pulsation  may  be  also  noted 
in  the  second  and  third  interspaces  to  the  left 
of  the  sternum.  The  second  pulmonary  sound 
may  be  markedly  accentuated,  and  a loud  sys- 
tolic murmur  may  be  heard  over  the  area  of  in- 
creased pulsation.  Gallop  rhythm  heard  best 
to  the  left  of  the  sternum  may  be  present. 

15.  While  the  electrocardiographic  pattern 
following  a pulmonary  embolus  is  not  always 
characteristic,  certain  changes  occur  commonly 
enough  to  justify  suspicion  of  this  diagnosis, 
even  in  the  absence  of  pleural  pain  or  some  of  the 
other  signs  and  symptoms  mentioned  above. 
If  the  embolus  is  of  sufficient  importance  to 
produce  definitive  electrocardiographic  changes, 
the  patient  usually  has  had  symptoms  ranging 
from  severe  manifestations  of  shock  with  collapse 
and  even  unconsciousness  to  a sudden,  moderate 
dyspnea  with  cold,  moist  extremities. 

The  electrocardiographic  findings  of  acute 
cor  pulmonale  are  as  follows:  The  axis  shifts  to 
the  right  with  clockwise  rotation.  The  usual 
changes  in  the  standard  leads  consist  of  a deep 
Si  with  depressed  STi  and  a Q3  with  elevated 
ST3.  In  the  unipolar  limb  leads  aVR  shows  an 
R wave  with  elevated  ST ; aVL  shows  a depressed 
ST  and  inverted  T ; aVF  shows  an  elevated  ST. 
In  the  unipolar  precordial  leads,  a prominent 
R with  elevated  ST  is  seen  in  Vi  and  V2;  VAT  is 
prolonged  in  V,  sometimes  reaching  0.06  second ; 
St  is  depressed  in  V4,  V5,  and  V6;  S is  marked 
in  Vc  and  V6.  It  is  beyond  the  scope  of  this 
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paper  to  discuss  the  electrocardiographic  varia- 
tions in  greater  detail. 

Prevention  and  Treatment 

In  a sense  pulmonary  embolism  may  be  likened 
to  lightening.  It  strikes  most  often  with  great 
suddenness,  and  if  the  patient  survives  the  initial 
shock,  he  has  a good  chance  of  surviving  that 
particular  embolus.  It  is  the  thrombi  yet  to 
be  delivered  that  are  most  to  be  feared;  indeed, 
many  large  fatal  pulmonary  emboli  are  preceded 
by  small  ones.  As  Barker  pointed  out,  if  all 
fatal  pulmonary  emboli  preceded  by  minor  em- 
boli could  be  prevented,  the  death  rate  would  be 
strikingly  reduced.6  Autopsy  statistics  in  large 
series  show  a rate  of  10  per  cent  pulmonary  em- 
bolism in  this  country.7 

For  this  particular  syndrome  the  best  treat- 
ment is  definitely  prevention.  A review  of  a 
large  number  of  case  histories  has  shown  that  a 
greater  awareness  or  a more  meticulous  study 
on  the  part  of  the  physician  would  have  alerted 
him  to  signs  which  might  have  resulted  in  the 
initiation  of  prophylactic  measures.  For  ex- 
ample, charts  of  patients  who  died  from  pulmo- 
nary embolism  have  contained  notes  such  as 
“patient  complains  of  pain  in  left  calf”  or  “pain 
in  the  right  groin”  or  “sudden  breathlessness”  or 
a “sharp  pain  in  the  right  chest.”  Many  other 
examples  could  be  cited.  Because  these  initial 
signals  were  of  short  duration,  disappearing  within 
a few  days  or  even  hours,  their  sinister  signifi- 
cance was  not  recognized  and  steps  were  not 
taken  to  prevent  further  development  of  throm- 
boembolic complications.  As  Barnes  pointed 
out,  fifteen  years  ago  little  could  be  done  except 
wishful  thinking  if  the  pulmonary  emboli  were 
arising  from  the  heart.8  If  they  were  arising 
from  the  veins  of  the  legs,  ligation  proximal  to 
the  site  of  a recognized  thrombophlebitis  ap- 
peared logical  and  was  a favored  method  of 
attack.  Experience  has  demonstrated,  however, 
that  (1)  ligation  does  not  prevent  the  active 
thrombophlebitic  process  from  continuing.  (2) 
Emboli  may  and  frequently  do  continue  to  arise 
from  veins  other  than  those  ligated.  (3)  Fatal  em- 
boli may  arise  from  thrombi  which  have  formed 
immediately  proximal  to  the  site  of  ligation, 
even  though  this  may  be  as  high  as  the  inferior 
vena  cava.  (4)  The  late  effects  of  ligation  of  the 
femoral,  iliac,  or  inferior  vena  cava  veins  are 
often  undesirable  with  serious  evidence  of  venous 
insufficiency  with  pain,  edema,  and  ulceration. 
Therefore,  ligation  was  found  not  to  be  a preven- 
tive measure  of  choice,  except  where  it  was 
desirable  to  eliminate  varicose  veins,  a common 
site  for  recurrent  thrombophlebitis  with  second- 
ary emboli. 

Erb  and  Schumann  reported  last  year  their 


experience  in  100  cases  of  fracture  of  the  femur, 
a condition  very  frequently  complicated  by  pul- 
monary embolism.7  Fifty  patients  were  sub- 
jected to  bilateral  femoral  vein  ligation,  and  50 
were  used  as  controls.  The  mortality  rate  was 
not  lowered  in  the  surgical  group;  indeed,  the 
ligation  itself  was  frequently  followed  by  throm- 
bosis in  the  site  proximal  to  the  ligature.  Pul- 
monary embolism  was  increased. 

That  surgical  interruption  of  veins  is  not  a 
treatment  for  phlebitis  is  well  illustrated  by  a 
patient  of  ours,  Colonel  R.  While  in  the  Army, 
he  had  a sudden  pulmonary  embolus.  Examina- 
tion disclosed  a phlebitis  in  his  left  leg.  A left 
superficial  femoral  vein  ligation  was  performed. 

In  the  convalescence  from  this  operation,  he 
developed  a second  pulmonary  embolus.  Exam- 
ination disclosed  a phlebitis  in  his  right  leg. 
This  time,  in  an  effort  to  trap  all  possible  emboli, 
his  inferior  vena  cava  was  ligated.  Subsequently, 
he  developed  phlebitis  in  his  arms  and  again  had 
a pulmonary  embolus.  Since  his  physician  did 
not  wish  to  tie  off  the  superior  vena  cava,  he 
was  referred  to  us  for  anticoagulant  therapy. 
There  have  been  no  further  emboli. 

The  advent  of  anticoagulant  drugs  has  per- 
mitted a somewhat  broader  physiologic  approach  , 
to  the  problem  which  is  actually  based  on  the 
fact  that  under  certain  conditions  the  blood  clots  1 
too  easily  and  that  pieces  of  the  original  clot 
break  off  and  travel  to  the  lungs.  Theoretically, 
if  the  original  clot  could  be  prevented  from  form- 
ing, no  such  problem  would  ever  arise.  If  such 
a clot,  once  formed,  could  be  contained  as  a 
small  process  and  allowed  to  seal  itself  off  instead 
of  propagating  a tail  which  could  break  loose, 
the  risk  would  be  markedly  lessened.  If  emboli 
once  delivered  could  be  prevented  from  propagat- 
ing and  blocking  off  more  branches  of  the  pul- 
monary arterial  tree,  the  risk  to  life  would  be 
decreased.  All  of  these  accomplishments  are 
theoretically  possible  with  the  perfect  anticoag- 
ulant, used  correctly,  under  favorable  condi- 
tions. All  of  them  have  been  achieved  in  vary- 
ing degree,  and  often  with  striking  success,  with 
the  presently  available  anticoagulants.  Many 
studies  have  demonstrated  a striking  reduction 
in  mortality  and  morbidity  when  anticoagulants 
have  been  used  either  prophylactically  prior 
to  the  first  pulmonary  embolus  or  even  after 
the  first  embolus  in  the  prevention  of  subsequent 
ones. 

A summary  of  the  results  of  several  large 
series  of  patients  with  postoperative  thrombo- 
phlebitis shows  the  following.  Once  thrombo- 
phlebitis has  been  recognized  in  the  absence  of 
anticoagulant  therapy,  the  risk  of  pulmonary 
embolism  ranges  from  4 to  60  per  cent.  Of 
those  patients  who  have  one  embolus,  the  risk  of 
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death  from  a subsequent  embolus  is  approxi- 
mately 20  per  cent.  In  contrast,  patients  with 
postoperative  thrombophlebitis  who  receive  ade- 
quate anticoagulant  therapy  suffer  from  pul- 
monary emboli  in  less  than  5 per  cent,  and  the 
mortality  rates  are  under  0.5  per  cent.  These 
are  indeed  striking  figures.  They  have  been 
duplicated  with  heparin,  heparin  and  the  cou- 
marin  derivatives  combined,  and  the  coumarin 
derivatives  alone.  In  obstetric  cases  the  inci- 
dence of  pulmonary  embolism  following  untreated 
thrombophlebitis  has  been  reported  as  ranging 
from  15  to  35  per  cent  with  a mortality  rate  of 
3 to  5 per  cent.9  This  low  mortality  may  be 
associated  with  the  relative  youth  of  the  series 
which  could  correlate  with  the  finding  of  the  Com- 
mittee on  Anticoagulants,10  that  while  the  younger 
patients  had  nearly  as  many  emboli  as  older 
patients,  the  mortality  rate  was  much  lower.  In 
addition,  it  is  probable  that  more  of  the  pul- 
monary emboli  in  obstetric  patients  arise  from 
pelvic  veins  of  smaller  caliber  and  hence  are 
less  likely  to  be  fatal. 

AATaile  it  appears  that  once  a thrombus  or  a 
pulmonary  embolus  has  been  recognized,  anti- 
coagulant therapy  is  the  most  important  form  of 
therapy,  certain  other  measures  should  be  borne 
in  mind. 

Physical  examination  of  the  chest  should  scru- 
pulous!}' avoid  having  the  patient  inhale  deeply 
or  cough  since  such  maneuvers  increase  the 
negative  venous  pressure  thus  forming  one  of 
the  best  ways  to  suck  the  loose  tail  of  a clot  up 
into  the  lungs.  Deaths  have  occurred  directly 
following  such  maneuvers.11  The  patient  must 
be  warned  against  straining  at  stool  thus  pro- 
ducing a Valsalva  experiment  following  which  the 
hemodynamic  pressures  are  markedly  disturbed. 
In  one  series  20  per  cent  of  the  deaths  from  pul- 
monary embolism  were  reported  as  occurring 
at  stool.  The  physician  must  provide  adequate 
laxatives  to  prevent  this  situation. 

As  discussed  elsewhere,  the  acute  reaction  of 
pulmonary  embolism  has  been  thought  to  be 
due  in  part  to  spasm  of  the  artery.  This  led  to 
the  use  of  antispasmatic  substances  including 
papaverine,  aminophylline,  atropine,  and  opium 
derivatives,  separately  or  in  combination,  as 
for  example,  Spasmalgin.  Favorable  results 
have  been  reported  following  their  use,  but  large, 
well-controlled  series  are  not  available.  Never- 
theless, it  seems  advisable  to  use  these  or  other 
relaxing  agents  to  allay  the  extreme  tension  so 
commonly  present  in  these  patients. 

Twenty  years  ago,  serious  attempts  were 
made  to  develop  operative  procedures  for  re- 
moval of  pulmonary  emboli,  but  they  remained 
hazardous  and  with  the  advent  of  anticoagulant 
therapy  have  been  abandoned.  The  use  of 


oxygen  appears  to  be  indicated  in  the  presence 
of  dyspnea  or  cyanosis  to  lessen  the  burden  of 
the  functioning  area  for  gas  exchange  and  hence 
the  strain  of  the  heart.  In  recent  years  efforts 
have  been  made  to  reduce  the  incidence  of  throm- 
boembolism prior  to  its  original  development. 
The  most  popular  methods  have  included: 

1 . Early  ambulation  within  twenty-four  hours 
of  the  operation  or  delivery.  Active  proponents 
of  this  method  have  pointed  out  that  merely 
sitting  in  a chair  as  commonly  practiced  is  not 
ambulation,  and  indeed  greater  stasis  may  occur 
with  the  legs  in  dependency  for  long  periods  than 
if  they  are  actively  moved  in  bed  or  by  walking. 

2.  Deep  breathing  many  times  a day  which 
should  be  immediately  discontinued  on  any  sign 
of  thrombosis  or  embolism. 

3.  In  the  treatment  of  phlebitis,  we  elevate 
the  foot  of  the  bed  to  speed  up  the  flow  of  blood 
through  the  venous  channels  of  the  legs  and  pelvis 
and  to  prevent  stasis.  For  many  years  it  has 
been  the  practice  of  one  of  us  (W.T.F.)  to  do 
this  as  a prophylactic  measure  following  surgery 
whenever  the  surgeon  will  so  cooperate  and  also 
provided  the  arterial  supply  to  the  limbs  is  ade- 
quate. None  of  these  surgical  cases  has  had  a 
postoperative  pulmonary  embolus.  Torpin  has 
reported  similar  results,  namely,  no  pulmonary 
emboli  in  1,500  gynecologic  operations  using  this 
simple  prophylactic  measure.12 

4.  Prophylactic  ligation  of  the  veins  post- 
operatively.  This  is  much  less  popular  than  it 
was  ten  years  ago.  Some  workers  have  even 
reported  more  emboli  after  ligation  than  in  a 
control  series. 

5.  Anticoagulant  therapy  on  a purely  pro- 
phylactic basis.  We  would  not  recommend  this 
in  all  patients  or  after  all  operations,  but  certain 
situations  probably  justify  its  use  according  to  a 
large  series  reported  by  Barker,  Brambel,  and 
others  and  our  own  experience.6,9  These  include 
(1)  major  pelvic  surgery,  (2)  herniorraphy,  (3) 
major  abdominal  surgery,  especially  in  the  pres- 
ence of  a history  of  former  thromboembolic  condi- 
tions, (4)  surgery  on  older  persons,  (5)  surgery 
in  the  presence  of  auricular  fibrillation,  coronary 
artery  disease,  or  passive  congestion,  (6)  the 
presence  of  marked  varicose  veins  or  venous 
insufficiency,  and  (7)  after  delivery  when  the 
mother  has  had  previous  thrombophlebitis  or 
pulmonary  embolism. 

Long-Term  Anticoagulant  Therapy 

The  treatment  of  pulmonary  embolism  should 
not  be  limited  to  a consideration  of  the  acute 
episode  first  encountered.  It  may  be  that  this 
will  be  a single  experience  secondary  to  a throm- 
bosis which  becomes  organized  and  causes  no 
further  trouble,  and  treatment  of  three  to  four 
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weeks  duration  may  be  sufficient.  On  the'otlTer 
hand,  the  patient  may  continue  to  have  repeated 
emboli  from  chronic  recurrent  thrombophlebitis 
or  auricular  fibrillation.  We  have  patients  who 
have  had  as  many  as  10  and  even  20  emboli 
from  such  sources.  It  then  becomes  necessary 
to  treat  such  patients  on  the  basis  of  long-term 
anticoagulant  therapy.  The  results  of  such 
therapy  are  encouraging  and  were  reported  by  us 
two  years  ago.13’14  An  analysis  is  now  being 
undertaken  of  the  experiences  with  266  patients 
who  have  been  on  anticoagulants  on  an  ambula- 
tory basis  for  from  one  month  to  six  years,  a total 
of  more  than  one  hundred  fifty  patient  years. 

Summary 

The  importance  and  frequency  of  pulmonary 
embolism  has  been  discussed.  The  diagnosis 
and  treatment  have  been  presented.  Important 
strides  have  been  made  in  the  therapy  of  this 
condition  during  the  past  twelve  years  since 
the  advent  of  anticoagulant  drugs.  While 
death  and  recurrent  emboli  may  occur  during 
such  therapy,  the  incidence  of  both  has  been 
strikingly  reduced  by  the  use  of  heparin  and  cou- 
marin  derivatives. 

Greater  awareness  of  the  possibility  of  throm- 
bosis and  of  pulmonary  embolism  will  result  in 
earlier  diagnosis  and  treatment  and  further  re- 
duction in  mortality  from  these  conditions.  New, 
effective,  and  more  easily  used  anticoagulants 
are  needed  to  make  treatment  with  these  sub- 
stances more  widely  available. 

2 East  54th  Street 
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Discussion 

Reuben  J.  Erickson,  M.D.  Albany.— It  is  indeed 
a pleasure  to  hear  this  subject  presented  by  such 
authorities  as  Drs.  Foley  and  Wright.  I do  not  re- 
call its  ever  being  presented  at  any  meeting  or  ses- 
sion on  chest  diseases  in  previous  years.  Bringing  it 
up  now  is  most  timely  since  all  of  us  may  not  be 
acutely  aware  of  its  significance  and  thus  not  utilize 
recent  methods  of  treatment.  In  the  field  of  tuber- 
culosis we  have  all  seen  thrombosis  occurring  in  bed 
patients,  and  since  our  sanatorium  population  is 
getting  older,  we  shall  see  more  of  it.  The  increas- 
ing use  of  major  surgery  in  chest  diseases  make  its 
occurrence  still  more  probable.  We  often  see  in- 
stances of  temporary  deterioration  of  the  patient 
and  development  of  new  x-ray  shadows.  In  the 
absence  of  the  classic  symptoms  of  embolism  such 
instance  may  be  regarded  as  bronchial  obstruction 
or  virus  infections  or  actual  spread  of  tuberculosis. 
Only  when  the  clearing  is  too  rapid  for  tuberculosis 
do  we  rule  that  out.  I suspect  we  miss  the  diagnosis 
of  embolism  at  times. 

Old  subjects  have  a way  of  requiring  careful  re- 
view in  the  light  of  new  developments  in  medical 
science.  First,  virus  infection  is  the  great  catch-all 
of  diagnosis  at  the  present  time.  Fully  a third  of 
tuberculosis  cases  now  come  into  our  clinic  with  such 
a diagnosis.  Only  when  they  do  not  respond  to 
usual  treatment  is  tuberculosis  suspected.  I know' 
that  cases  of  embolism  are  similarly  overlooked  and 
suspect  others  may  have  had  the  same  experience. 
Second,  there  is  some  proof  that  antibiotics  decrease 
blood  coagulation  time.  If  present  or  new  antibiot- 
ics prove  to  have  such  an  effect,  we  must  be  alert 
to  its  possibility.  Third,  since  ACTH  and  cortisone 
have  a depressing  effect  on  inflammatory  reactions, 
it  may  be  that  they  will  have  a place  along  with 
antibiotics  in  the  control  of  thrombosis. 

It  would  be  a great  help  if  we  had  a method  of 
knowing  when  thrombosis  is  occurring  and  embolism 
imminent.  Dr.  Sternberger  of  New  York  State 
Laboratory  believes  that  thrombin  may  be  present 
in  excess  amount  not  detectable  by  current  methods 
due  to  its  association  with  antithrombin  and  that  it 
may  be  dissociated  and  recorded  in  absolute  and  not 
relative  figures  by  the  use  of  25  per  cent  ethanol. 
In  certain  suspect  cases  or  after  surgery,  tested  a 
few  days  after  operation,  we  could  then  try  this 
test  to  determine  when  to  use  anticoagulation  ther- 
apy prophylactically. 


Concentration  of  power  is  what  always  precedes  the  destruction  of  human  liberties. — Wood- 
row  Wilson 
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IT  IS  very  much  taken  for  granted  that  when 
an  active  case  of  pulmonary  tuberculosis  is 
found,  the  best  place  for  treatment  of  this  in- 
dividual is  in  a sanatorium  or  a hospital.  The 
i rightness  of  this  prevailing  opinion  has  stood  the 
test  of  time  with  perhaps  the  recent  modification 
that,  due  to  the  rapid  ascendancy  of  the  surgical 
treatment  of  this  disease,  the  hospital  rather  than 
the  sanatorium  beckons  the  tuberculous  patient. 
Many  modern  writers  on  tuberculotherapy 
I mention  in  passing,  however,  that  certain  cases 
■I  of  tuberculosis  of  the  lower  respiratory  tract  can 
be  safely  managed  at  home.  The  very  limited 
I indications  for  such  therapeutic  approach  have 
not  been  elucidated  since  the  ailment  in  question 
showed  signs  of  yielding  to  the  remarkably  effec- 
tive antibiotics  on  the  one  hand  and  pulmonary 
resection  on  the  other.  To  many  practitioners 
and  to  some  patients,  the  antibiotics  served  as  a 
temptation  to  treat  the  person  with  active  pul- 
i monary  tuberculosis  at  home,  while  pulmonary 
resection,  offering  the  hope  of  quick  and  safe 
eradication  of  the  disease  process,  could  serve  as 
a lure  to  get  the  reluctant  consumptive  under 
badly  needed  isolation  and  institutional  care. 

It  is  the  purpose  of  this  paper  to  dwell  upon 
the  limitations  of  treatment  of  the  tuberculous 
at  home,  mindful  of  the  fact  that  not  a few  suf- 
I ferers  from  this  malady  can  do  well  and  then 
stay  well  after  such  a regime.  Not  infrequently, 
the  alternative  to  good  home  care  might  mean  no 
care  at  all  during  a critical  period  of  waiting  for 
an  institutional  bed  which  is  still  long  in  coming. 
I must  hasten  to  add  that  neither  the  latter 
motive  nor  the  desire  to  save  public  funds  should 
be  the  prevailing  reason  for  selecting  our  patients 
I for  treatment  at  home.  The  practice  of  good 
medicine  can  be  cheap  neither  to  the  individual 
| nor  the  state. 

Because  the  embarkation  upon  home  treat- 
ment of  the  tuberculous  is  a matter  of  grave 
responsibility  for  the  clinician,  candidates  for 
management  of  their  active  disease  outside  an 
institution  should  be  very  carefully  selected. 
The  criteria  to  be  used  for  this  purpose  should 
be  based  upon  a good  knowledge  of  the  behavior 
of  the  ailment  in  the  past  and  of  accepted  modes 
of  therapy  at  this  time.  A wise  selection  of  the 
few  eligible  candidates  could  yield  gratifying- 
results  which  would  not  be  attended  by  the  tragic 
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appearance  of  new  cases  of  pulmonary  tuberculo- 
sis in  the  household.  The  selection  should  be 
made  along  the  following  lines:  (1)  the  nature 
and  extent  of  the  lesion,  (2)  the  emotional  and 
mental  makeup  of  the  patient,  and  (3)  the  home 
environment. 

Quality  and  Quantity  of  the  Disease 

Active  Primary  Tuberculosis. — There  is  general 
agreement  that  up  till  the  age  of  three,  this 
disease  is  attended  with  a high  morbidity  and 
high  mortality.  The  serious  outlook  in  this 
age  group  is  greater  among  the  dark-skinned 
races.  The  danger  is  not  only  from  hematog- 
enous dissemination,  but  also  from  local  spread 
and  lung  destruction.  Although  poor  resistance 
may  be  a factor  in  its  characteristic  behavior 
during  the  first  years  of  life,  it  is  also  true  that 
the  more  intimate  exposure  of  these  hapless 
infants  to  open  tuberculosis  and  the  ensuing 
overwhelming  infection  make  the  outlook  more 
serious  than  in  active  primary  tuberculosis  in 
older  children.  Except  under  rare  circumstances, 
therefore,  the  infants  under  question  had  best 
be  treated  in  a hospital.  On  the  other  hand, 
active  primary  tuberculosis  in  the  preschool  and 
young  elementary  school  child  is  not  so  serious 
a disease.  Levine,  Myers,  and  Hall  have  ob- 
served just  as  good  results  with  home  treatment 
as  with  hospital  care  in  these  cases.1-3  Not 
only  may  public  funds  be  saved  by  carefully 
handling  such  children  at  home,  but  what  is 
equally  important,  these  youngsters  will  be  spared 
the  emotional  deprivation  that  a protracted 
stay  away  from  the  family  will  entail.  Indeed, 
it  is  the  practice  in  many  communities4’5  to 
allow  elementary  school  children  with  small 
active  primary  lesions  that  cause  no  symptoms 
to  continue  their  schooling  in  modified  form. 
Although  a certain  percentage  of  these  cases 
yields  positive  results  on  culture  of  their  gastric 
contents  for  tubercle  bacilli,  there  is  no  cleai- 
cut  evidence  that  they  are  a menace  to  their 
household  associates  or  their  classmates. 

Case  1. — R.  U.  was  a seven-year-old,  white  boy 
when  his  father  was  found  to  have  open  tubercu- 
losis. The  source  case  went  to  a sanatorium,  and 
an  x-ray  of  his  son  on  August  14,  1947,  disclosed 
active  primary  tuberculosis  (Fig.  1).  With  only 
slight  modification  of  school  and  home  activities  for 
a short  period  after  this  discovery,  this  youngster 
has  fared  very  well  during  the  past  four  years  of 
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Fig.  1.  Case  1 — Active  primary  tuberculosis 
with  moderately  enlarged  right  hilar  nodes.  Lesion 
discovered  on  routine  contact  examination  of  asymp- 
tomatic patient. 


Fig.  2.  Case  1 — Four-year  follow-up  on  October 
26,  1951,  showed  active  lesion  disappeared  without 
a trace. 


Fig.  3.  Case  2 — X-ray  evidence  of  infiltrate  in 
the  left  upper  lobe  and  regional  mediastinal 
node  involvement  consistent  with  diagnosis  of  pri- 
mary tuberculosis. 


observation,  and  the  primary  lesion  has  disappeared 
without  a trace  (Fig.  2). 

Case  2. — C.  J.,  a Negro  truck  driver,  age  twenty- 
eight,  was  first  seen  on  May  2,  1949,  because  of  left 
lower  chest  pain.  A chest  x-ray  was  consistent  wdth 
primary  tuberculosis  in  the  left  upper  lobe  (Fig.  3). 
More  than  a month  later,  on  June  28,  an  erosion  of 
the  left  sixth  anterior  rib,  characteristic  of  tubercu- 
lous involvement  of  this  bone,  was  noted  (Fig.  4). 
With  a combination  of  rest  for  three  months  at  home 
and  streptomycin  injections  intramuscularly,  re- 
markable healing  of  the  rib  and  disappearance  of 
the  primary  lesion  took  place  (Fig.  5).  He  has  con- 
tinued in  good  health  to  the  present  time. 

Pleurisy  with  Effusion. — In  infants  and  children 
a pleural  effusion  is  not  infrequently  seen  accom- 


Fig. 4.  Case  2 — Two  months  later,  x-ray  showed 
some  clearing  of  “primary  process”  and  appearance 
of  moth-eaten  left  sixth  rib  (near  costochondral 
junction),  presumptive  evidence  of  tubercular  osteo- 
myelitis of  this  rib. 

panying  active  primary  disease.  The  treat- 
ment of  the  exudate  in  the  latter  case  is  that  of 
the  primary  complex.  Likewise,  where  a pleural 
effusion  is  found  jointly  with  an  active  reinfection 
process,  the  greatest  concern  is  for  the  proper 
handling  of  the  parenchymal  lesion.  On  the 
other  hand,  unilateral  tuberculous  pleural  effu- 
sion in  the  young  adult  without  radiologic 
evidence  of  pulmonary  invasion  may  occasionally 
be  treated  at  home.  If  good  nursing  care  is 
obtainable,  one  can  often  bring  about  fairly 
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Fig.  5.  Case  2 — Primary  complex  no  longer  seen 
on  May  9,  1950,  and  involved  rib  healed  nicely 
under  home  streptomycin  treatment. 


Fig.  6.  Case  3 — Left  apical  lesion  and  large  left 
hilar  component. 


rapid  subsidence  of  the  exudate  by  the  judicious 
combination  of  bed  rest,  intramuscular  strepto- 
mycin, and  chest  aspiration.  If  the  patient  is 
very  ill  due  to  the  mechanical  discomfort  of 
fluid  or  because  of  toxemia  or  if  the  individual 
develops  a rarely  occurring  bilateral  effusion, 
such  cases,  at  least  initially,  belong  in  a hospital. 
In  the  former  instance,  the  nursing  and  medical 
care  are  too  big  a job  for  home  management, 
while  with  the  latter  the  threat  of  hematogenous 
dissemination  is  too  great  to  trust  to  home 
observation  and  treatment. 

It  is  worth  while  emphasizing  here  that  the 
treatment  of  uncompl  icated  exudative  tuberculous 
pleurisy  should  not  end  with  the  disappearance 
of  the  fluid  and  the  cessation  of  symptoms. 


Fig.  7.  Case  3 — Appearance  of  pleural  effusion 
four  years  after  primary  disease  was  accidentally 
discovered. 


Fig.  8.  Case  3 — Two-year  follow-up  x-ray  re- 
vealed normal  lung  fields.  Recovery  followed  one 
bout  of  asymptomatic  and  one  bout  of  symptomatic 
thoracic  tuberculosis. 

Prolonged  bed  rest  at  home  or  away  from  home 
is  required  to  lessen  the  hazard  of  the  late  develop- 
ment of  parenchymal  disease  during  the  critical 
five-year  period  subsequent  to  the  acute  attack. 

Case  3. — A high-school  x-ray  survey  late  in  1944 
disclosed  that  H.  S.,  an  asymptomatic  Negress  of 
sixteen,  had  a left  lung  lesion  consistent  with  pri- 
mary tuberculosis.  She  refused  to  stay  in  a sana- 
torium. Six  months  later,  June  19,  1945,  the  lesion 
remained  unaltered  (Fig.  6).  She  stayed  home  for  a 
year.  Symptoms  of  obstructive  emphysema  de- 
veloped but  subsided  spontaneously  without  treat- 
ment. On  August  12,  1949,  the  patient  developed  a 
left-sided  pleural  effusion,  which  cleared  up  in  three 
weeks  at  home  on  bed  rest,  streptomycin  injections, 
and  chest  aspirations  (Fig.  7).  She  has  remained 
well  now  for  over  two  years  (Fig.  8). 
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TABLE  I. — Summary  of  16  Cases  of  Home  Treatment 


Case 

Age 

Sex 

Race 

Lesion 

Treatment 

Remarks 

W.  B. 

•55 

M 

White 

Mixed  lesion;  weight  and  strength 
loss 

Bed  rest,  streptomycin. 
PAS 

Arrested  close  to  3 years 

V.  A. 

S3 

F 

White 

Grumbling  mildly  advanced;  left- 
sanatorium  after  1 year  because 
no  improvement 

Bed  rest.,  streptomycin. 
PAS 

Arrested  21/,  years 

IS.  s. 

21 

F 

W hite 

Reactivated  minimal,  after  1 year 
sanatorium  stay 

Bed  rest,  streptomycin. 

PAS 

Arrested  1 ’/;  years 

M.  R. 

58 

M 

White 

Minimal  exudative;  signed  out 
hospital 

Bed  rest,  streptomycin. 
PAS 

Arrested  14  months 

R.  S. 

27 

F 

White 

Reactivated  minimal 

Bed  rest,  streptomycin 

Arrested  4 years 

E.  I. 

33 

F 

White 

Persistent  grumbling  left;  old  tho- 
racoplasty right 

Bed  rest,  streptomycin 

Arrested  4l/s  years 

.1.  L. 

49 

M 

White 

Minimal  exudative  discovered  rou- 
tine x-ray 

Bed  rest,  streptomycin, 
PAS 

Rapid  clearing;  arrested  20 
months 

S.  H. 

26 

F 

White 

Minimal  exudative  appeared  same 
side  6 months  after  re-expansion 
lung 

Minimal  exudative;  progressed 

under  ambulatory  streptomycin 
treatment 

Bed  rest,  streptomvcin, 
PAS 

Progression;  pneumonectomy; 
arrested  2 years 

N.  G.* 

33 

M 

White 

Bed  rest,  PAS,  artificial 
pneumonia 

Arrested  2 Vs  years 

V.  W. 

15 

F 

Non  white 

Moderate  advanced  exudative; 
progressed  without  symptoms 
on  5 months  ambulation 

Bed  rest 

Home  teacher;  arrested  5 year?- 

C.  W. 

9 

F 

Non  white 

Moderate  advanced  exudative; 
calcific  primary  complex  left 

Bed  rest 

Home  teacher;  arrested  l1/* 
years 

J.  L. 

17 

F 

White 

Reactivated  minimal,  seen  shortly 
after  return  from  sanatorium 

Bed  rest 

Refused  to  return  to  sanator- 
ium; arrested  2 years 

B.  M. 

35 

F 

Non  white 

Minimal  exudative;  weight  and 
strength  loss;  signed  out  hospi- 
tal 

Minimal  exudative;  1 year  after 
wet  pleurisy 

Bed  rest 

Arrested  3 years 

M.  F. 

19 

F 

White 

Bed  rest 

Arrested  2 years 

I.  H. 

16 

F 

White 

Minimal  exudative  9 months  after 
wet  pleurisy 

Bed  rest,  streptomycin 

Arrested  2 years 

P.  G. 

27 

F 

White 

Grumbling  lesion  picked  up  on  sur- 
vey 

Bed  rest,  streptomycin 

Arrested  21/,  years 

* Total  diabetic. 


Reinfection  Pulmonary  Tuberculosis. — If  the 
dangers  entailed  in  the  home  care  of  the  latter 
two  less  frequent  varieties  of  intrathoracic 
tuberculosis  are  not  too  great,  it  is  a different 
matter  with  the  more  numerous  reinfection  type. 
Here,  even  with  the  most  carefully  chosen  case, 
the  cost  to  the  family,  the  long  haul,  the  difficulty 
of  prognostication,  and  the  possibility  of  infecting 
household  associates  weigh  heavily  for  institu- 
tional care  of  the  active  disease.  Under  the 
circumstances  the  safest  lesion  to  select  for  home 
treatment  in  this  group  should  therefore  be  one 
that  is  least  likely  to  be  contagious  and  that  stands 
a reasonable  certainty  of  responding  in  a rela- 
tively short  time  to  a wise  combination  of  rest 
and  antibiotics  with  perhaps  the  assistance  of 
reversible  collapse  therapy  where  indicated. 
Thus,  the  clinically  silent  minimal  exudative 
lesion  would  appear  to  be  the  most  likely  to 
respond  favorably  to  careful  treatment  at  home. 
Occasionally,  a moderately  advanced  process  of 
this  type  or  a “grumbling”  lesion  with  few  symp- 
toms may  also  respond  to  therapy  in  this  milieu. 
On  the  contrary,  it  is  obviously  bad  clinical  judg- 
ment to  undertake  treatment  at  home  of  exten- 
sive parenchymal  disease,  of  caseous  pneumonia, 
or  of  longstanding  fibrocavernous  involvement. 
Patients  with  the  latter  can  look  forward  to  no 
early  change  in  their  lesions;  they  might  miss 
the  chance  of  effective  surgical  treatment  of 
their  disease,  and  home  care  here  may  risk  serious 
infection  to  other  members  of  the  household. 


It  is  regrettable  that  too  many  of  these  hard- 
core cases  are  still  able  to  convince  their  physi- 
cians to  give  them  a trial  of  streptomjuun  treat- 
ment by  interrupted  house  or  office  visits  and  are 
thus  lulled  into  a false  sense  of  security  by  the 
good  symptomatic  response  that  often  occurs 
after  initiation  of  antibiotic  therapy.  There 
is  the  added  danger  that  protracted  streptomycin 
treatment  here  may  cause  needless  irreparable 
damage  to  the  nervous  system.  Another  risk 
could  be  that  close  contacts  contracting  the  dis- 
ease may  do  so  with  organisms  that  have  become 
resistant  to  this  potent  bacteriostatic  drug.6 

Emotional  and  Mental  Makeup  of  the 
Patient 

The  cornerstone  of  effective  therapy  for  active 
pulmonary  tuberculosis  is  still  bed  rest.  Other 
things  being  favorable,  if  we  are  to  succeed  in 
stabilizing  the  disease,  the  patient  on  home  care 
must  have  the  intelligence  and  mental  fortitude 
to  withstand  bed  rest  discipline  for  some  time, 
although  in  the  true  sense  of  the  word  he  may 
not  be  ill.  It  is  bad  thing  to  permit  the  patient 
to  compromise  with  rest  treatment  because  he 
is  also  getting  streptomycin  and/or  collapse 
therapy.  It  is  precisely  where  the  latter  ad- 
juncts are  used  that  the  person  so  treated  finds 
it  easier  to  take  the  prescribed  rest.  It  is  hoped, 
therefore,  that  research  now  going  on  will  endorse 
the  extension  of  antibiotic  treatment  to  the  early 
smaller  parenchymal  lesion. 
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Fig.  9.  Case  4 — Diffuse  right  upper  lobe  infiltration. 


Another  elementary  requirement  for  home 
treatment  is  the  ability  of  the  patient  to  carry 
out  the  usual  precautionary  measures  against 
the  spread  of  tuberculosis  to  other  members  of 
the  family. 

Home  Environment 

If  the  first  two  criteria  for  the  successful  home 
treatment  of  the  active  tuberculous  can  be  met, 
it  is  usually  the  third  principle  that,  in  most 
circumstances,  cannot  be  satisfied.  The  crowded 
home  of  the  low-income  worker  or  the  relief 
client  who  may  be  a victim  of  the  disease  is  a 
very  unfavorable  background  for  the  treatment 
of  this  fickle,  contagious,  chronic  lung  ailment. 
Basically,  the  individual  who  is  to  respond  to 
this  type  of  care  should  be  able  to  stand  the  great 
cost  or  have  some  one  else  foot  the  bill.  Ade- 
quate hygienic  surroundings  and  a separate  cheer- 
ful room  should  be  provided.  The  home  should 
be  one  in  which  isolation  precautions  can  be 
followed  without  difficulty.  In  particular,  where 
the  mother  is  the  patient,  it  is  best  that  young 
offspring  be  maintained  elsewhere  for  their 
protection  as  well  as  for  the  peace  of  mind  and 
body  of  the  sick  one.  There  should  be  an  atmos- 
phere of  deep  concern  and  affection  and  willing- 
ness of  the  other  members  of  the  household  to 
help  along  in  enforcing  the  rules  of  recovery  of 
the  person  being  treated  in  their  midst. 

From  the  statistics  of  the  New  York  City 
Health  Department,  I have  estimated  that  in 
this  city,  toward  the  close  of  1951,  some  2,500 
cases  of  active  pulmonary  tuberculosis  were 
under  treatment  of  private  physicians  at  home. 


Fig.  10.  Case  4 — Lesion  progressed  while  the 
patient  inadvertently  continued  her  schooling. 


Fig.  11.  Case  4 — Follow-up  on  October  19,  1950, 
showed  good  result  on  home  cure.  The  only  treat- 
ment was  bed  rest. 


This  number  represents  15  per  cent  of  the  active 
cases  in  New  York  City. 

Following  is  a small  group  of  16  consecutive 
cases  of  reinfection  pulmonary  tuberculosis, 
which,  having  met  the  criteria  for  home  treat- 
ment, were  cared  for  at  home  (Table  I). 

.Although  15  of  the  16  patients  emerged  with 
stabilized  disease  and  have  been  followed  an 
average  period  of  two  years,  it  would  be  unwise 
at  this  time  to  draw  any  conclusions  about  the 
efficacy  of  this  therapeutic  regime.  There 
were  two  Negro  school  children  among  them  who, 
with  moderately  advanced  exudative  disease, 
did  well  on  bed  rest  alone  and  during  this  treat- 
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Fig.  12.  Case  5— Mixed  type  lesion  in  the  right 
upper  lobe  with  small  area  of  necrosis. 


ment  received  school  instruction  at  home.  Where 
streptomycin  was  ordered,  the  expense  of  the 
treatment  could  be  minimized  by  having  an 
intelligent  member  of  the  family  give  the  injec- 
tions after  instruction  by  the  Visiting  Nurse 
Service.  The  course  of  the  disease  was  followed 
by  monthly  chest  x-rays  and  by  cultures  of  the 
gastric  contents  for  tubercle  bacilli  from  time  to 
time.  An  effort  was  made  to  secure  at  least  six 
months  of  strict  bed  rest  for  all  the  home-treated 
patients.  Thus  far,  no  new  cases  of  tuberculosis 
have  appeared  in  the  families  of  these  cases. 
Two  of  this  group  are  of  sufficient  interest  to  be 
discussed  in  detail. 

Case  4. — Y.  W.,  a Negro  female  of  fifteen,  was 
the  only  child  of  an  Army  chaplain.  Her  lesion  was 
discovered  in  a high-school  survey  on  November  27, 
1945  (Fig.  9).  Due  to  error  in  follow-up,  she  was  not 
seen  again  until  five  months  later,  March  25,  1946, 
when  the  exudative  lesion  had  progressed  from  a 
minimal  one  to  moderately  advanced  (Fig.  10). 
Nevertheless,  she  had  been  feeling  fine  and  even 
gaining  weight  during  this  period.  After  about 
nine  months  of  bed  rest  at  home,  during  which  time 
a teacher  was  provided  by  the  Board  of  Education, 
the  girl  gradually  resumed  her  normal  activities  and 
has  remained  well  to  date  (Fig.  11). 

Case  5. — W.  G.,  white  male  of  fifty-five,  was  sent 
for  a chest  x-ray  on  January  9,  1949,  because  of 
progressive  weight  and  strength  loss.  This  re- 
vealed a moderately  advanced  mixed  lesion  in  the 
right  upper  lobe  (Fig.  12).  He  received  a combina- 
tion of  bed  rest,  streptomycin,  and  PAS  at  home. 
Follow-up  for  almost  three  years  has  revealed  arrest 
and  stabilization  of  the  disease.  A recent  tomogram 
(October  16,  1951)  disclosed  a residual  tuberculoma- 
like lesion  (Fig.  13). 


Fig.  13.  Case  5- — Three-year  end  result  after 
home  treatment  of  bed  rest,  streptomycin,  and  PAS. 
Tuberculoma-like  lesion  is  seen  on  tomogram. 


Conclusion 

The  treatment  of  pulmonary  tuberculosis  has 
undergone  a revolutionary  change  in  the  past 
few  years  with  the  introduction  of  effective  anti- 
biotics and  excisional  surgery.  As  a result,  it  is 
apparent  that  the  best  interests  of  the  patient 
and  the  public  are  served  when  victims  of  this 
disease  receive  treatment  in  a good  hospital 
or  sanatorium.  However,  a very  limited  number 
of  these  cases  can  be  safely  handled  at  home. 
The  criteria  and  safeguards  for  the  careful  home 
management  of  selected  patients  have  been  out- 
lined, and  the  importance  of  bed  rest  as  the  main- 
spring of  successful  treatment  is  emphasized. 
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Addendum 

This  paper  was  submitted  a short  while  before 
the  thrilling  accounts  of  the  tuberculostatic  ef- 
fect of  isonicotinic  acid  and  its  derivatives  cap- 
tured the  headlines.  Experience  thus  far  ob- 
tained with  the  use  of  this  newer  antibiotic  in 
the  treatment  of  active  tuberculosis  does  not 
warrant  a broadening  of  the  limited  indications 
for  the  home  management  of  this  disease  as 
herein  described. 


PRESENT  TRENDS  IN  THE  TREATMENT  OF  THE  PNEUMONIAS 

Paul  A.  Bunn,  M.D.,  Syracuse,  New  York 

( From  the  Department  of  Medicine,  State  University  of  New  York,  College  of  Medicine  at  Syracuse) 


DESPITE  the  availability  of  at  least  six 
effective  antimicrobial  agents  in  the  therapy 
! of  acute  pulmonary  infections,  exclusive  of  tuber- 
> culosis,  the  results  of  treatment  of  pneumonia 
have  not  changed  appreciably  during  the  past 
I five  or  six  years.  There  have  been  various  new 
I regimens  of  treatment  described  for  each  of  them, 
including  multiple  combinations  of  drugs  for 
' some,  but  none  has  proved  to  be  appreciably 
more  satisfactory  or  more  effective  than  pro- 
grams described  in  the  middle  1940’s.  For 
instance,  the  results  of  therapy  for  pneumococcal 
pneumonia,  reported  by  Dr.  Tillett  in  1944, 
i.e.,  10,000  units  of  penicillin  given  intramus- 
cularly three  to  six  times  daily,  has  not  been  im- 
proved significantly.1  Nor  have  newer  regi- 
mens altered  the  disease  picture  with  respect 
to  clinical  course,  number  of  bacteremic  cases, 
number  of  serious  complications,  and,  most 
importantly,  incidence.  Not  only  has  pneu- 
monia not  been  eradicated  in  New  York  State, 
but  there  has,  indeed,  been  a greater  incidence 
this  year  of  the  pneumococcal  type,  including 
those  with  bacteremia,  than  in  the  previous  ten 
years.  Furthermore,  in  the  Central  New  York 
area  at  least  the  mortality  rate  during  the  past 
seven  months  has  far  exceeded  the  expected  5 
per  cent.  Perhaps  it  is  now  time  to  reevaluate 
the  thinking  about  how  all  pneumonias  should 
be  treated,  and,  more  importantly,  how  they 
should  not  be. 

The  sole  thesis  in  therapy  of  pneumonia,  or 
of  any  other  infection  for  that  matter,  is  that 
the  causative  organism  be  recognized  and  anti- 
bacterial therapy  be  directed  specifically  toward 
and  against  that  microbe  to  the  extent  that  spread 
is  impossible,  relapse  prevented,  and  cure  ex- 
pected. Unless  the  invading  micro-organism 
is  identified  by  smear  or  by  culture  there  can  be 
no  science  in  therapy  and  no  reasonable  assurance 
of  success.  The  use  of  broad  spectrum  anti- 
microbial agents,  such  as  aureomycin,  chloram- 
phenicol, or  terramycin,  as  a standard  routine 
to  avoid  the  necessity  of  a concerted  effort  to 
identify  the  etiologic  agent  in  the  laboratory 
is  reprehensible,  and  on  many  occasions  their 
use  singly  or  in  combination  may  result  in  un- 
necessary prolongation  of  resolution  or  less  than 
ideal  therapy.  The  identification  of  the  invad- 
ing micro-organism  in  the  sputum  is  usually 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Chest  Diseases,  May  16,  1952. 


simple;  gram  stain  and  microscope  are  all  that 
are  necessary. 

Four  organisms  are  the  major  bacterial  patho- 
gens capable  of  producing  primary  pneumonia 
in  man:  Pneumococcus,  Klebsiella,  Hemophilus, 
and  Streptococcus.  With  the  exception  of 
tubercle  bacilli  all  other  micro-organisms  found 
in  sputum  of  patients  with  pneumonia  occur, 
for  the  most  part,  only  in  association  with  a pre- 
viously established  extrapulmonary  infection, 
and  the  lung  disease  is  secondary  to  or  meta- 
static from  that.  Treatment  for  all  of  these  latter 
infections  is  primarily  directed  toward  the  mother 
lesion. 

The  pneumococcus  is  by  far  the  most  common 
bacterial  cause  of  primary  pneumonia  in  man, 
and  penicillin  continues  to  be  the  antibacterial 
agent  of  choice  in  its  treatment.  There  are 
three  commonly  used  regimens  of  treatment: 
(1)  multiple  daily  intramuscular  injections  of  an 
aqueous  penicillin;  the  usual  program  calls  for 
from  50,000  to  100,000  units  every  three  or 
four  hours;  (2)  the  use  of  a single  daily  dose  (1  to 
2 cc.)  of  an  insoluble  preparation,  such  as  pro- 
caine penicillin;  preparations  containing  an 
added  100,000  units  of  soluble  penicillin  in  the 
1 cc.  suspension  are  not  needed;  the  extra  amount 
adds  appreciably  to  the  cost  and  nothing  to  the 
efficacy;  (3)  discontinuous  administration  of 
penicillin  either  parenterally  or  orally.  Any  one 
of  these  schedules  supplies  the  patient  with 
sufficient  amounts  of  penicillin  to  combat 
pneumococcal  pneumonia  successfully.  Only 
those  individuals,  such  as  the  alcoholic  or  the 
aged,  who  are  incapable  of  mobilizing  satisfac- 
tory defenses  will  not  respond  to  these  various 
drug  schedules.  Furthermore,  those  who  do  not 
improve  impressively  with  one  of  these  regimens 
will  not  respond  in  better  fashion  if  given  vastly 
greater  amounts  of  penicillin.  The  regimen  uti- 
lizing 500,000  units  penicillin  twice  daily  by 
mouth  (administered  at  times  when  the  stomach 
is  empty)  is  recommended,  primarily  because 
of  its  simplicity.2  In  those  patients  in  whom 
there  is  gastric  distention  or  intestinal  paresis 
of  any  degree,  the  twice  daily  dose  can  be  re- 
duced to  200,000  to  300,000  units  given  intra- 
muscularly. With  two  large  doses  daily  ade- 
quate amounts  of  penicillin  are  offered  the  patient 
who  has  pneumococcal  pneumonia,  and  larger 
or  more  frequent  amounts  will  not  more  favor- 
ably affect  the  drug-organism  relationship,  nor, 
therefore,  the  clinical  results.2-4 
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Pneumococcal  pneumonia  can  also  be  success- 
fully managed  with  aureomvcin,  terramycin,  and 
chloramphenicol,  and  streptomycin  is  also  active 
against  the  organism.5  In  any  single  instance 
it  is  not  possible  to  state  that  one  drug  is  better 
than  another  or  that  in  any  series  of  cases  the 
mortality  rate  in  the  group,  or  the  morbidity 
rate,  or  the  incidence  of  complications  will  vary 
from  the  precedent  set  by  penicillin.  The  deci- 
sion to  recommend  penicillin  then  is  made  be- 
cause of  its  ease  of  administration  (two  oral 
doses  a day),  its  cheapness  (approximately  one 
half  of  the  cost  of  one  of  the  other  three  drugs), 
its  lack  of  untoward  side-reactions  (no  gastroin- 
testinal distress  of  any  type),  and  because  it 
does  not  affect  the  bacterial  flora  of  the  bowel. 
Dosage  of  aureomycin,  terramycin,  and  chloram- 
phenicol, if  used,  should  be  2 Gm.  daily,  given  in 
at  least  three  divided  doses  and  preferably  four. 

The  purulent  complications  of  pneumococcal 
pneumonia  must  be  treated  with  penicillin.  Its 
antimicrobial  activities  in  pleural  pus  or  in  joints 
or  upon  the  vegetation  of  endocarditis  are  supe- 
rior to  those  of  the  other  agents.  There  can  be 
no  question  also  that  pneumococcal  meningitis 
can  be  treated  only  with  penicillin.6-7  With 
the  presence  of  any  one  of  these  complications 
dosage  regimens  must  be  changed  so  that  more 
is  given  oftener  than  is  necessary  with  pneumonia 
alone. 

Acute  pneumonia  due  to  the  Klebsiella  group 
of  organisms  is  a devastating  disease  requiring 
prompt  and  energetic  therapy.  Without  it, 
the  lung  is  rapidly  destroyed,  the  infection  be- 
comes overwhelming,  and  the  patient  dies  with 
sepsis,  sloughing  his  lung.  Untreated,  the  in- 
fection carries  a mortality  rate  of  approximately 
80  per  cent  and  a chronic  morbid  state  in  the 
other  20  per  cent  of  cases.  With  best  treatment 
a lowering  of  both  the  mortality  and  morbidity 
can  be  accomplished.  With  early  and  best 
treatment  the  lowering  of  both  rates  can  be 
further  improved.  The  expeditious  finding  of 
gram-negative  encapsulated  organisms  in  the 
initial  smear  of  sputum  becomes  imperative, 
for,  even  with  the  delay  of  from  twelve  to  four- 
teen hours  which  is  required  for  preliminary 
interpretation  of  a culture,  the  ultimate  and  rap- 
idly unremitting  infection  will  have  irreversibly 
progressed.  Although  Klebsiella  are  the  causa- 
tive organisms  in  less  than  5 per  cent  of  all 
primary  pneumonias,  their  quick  diagnosis  is 
so  essential  for  successful  therapy  that  routine 
smears  of  sputum  become  all  the  more  essential 
in  every  patient  with  pneumonia. 

It  is  impossible  to  describe  what  is  best  therapy 
for  Friedlander’s  pneumonia  for  there  is  as  yet 
no  final  definition  of  which  drug  or  drugs  can 
accomplish  the  most.8  A long  succession  of 


agents  has  been  described  as  offering  some 
activity,  but  none  has  proved  itself  far  superior 
to  the  others.  Streptomycin  must  remain  the 
basic  ingredient  in  any  therapeutic  program  for 
its  record  seems  best ; if  used,  it  must  be  adminis- 
tered in  large  amounts,  2 to  4 Gm.  daily.  Be- 
cause results  with  it  alone  are  not  satisfactory, 
a combination  of  streptomycin  and  a second  drug 
seems  sensible.  Chloramphenicol,  terramycin, 
or  a sulfonamide  seem  the  logical  ones  to  choose 
because  each  singly  has  also  been  shown  to  have 
in  vitro  activity  against  the  organism,  although 
alone  they  have  not  proved  to  be  more  effective 
clinically  than  streptomycin.  They,  too,  should 
be  administered  in  large  amounts,  75  to  100  mg. 
per  Kg.  body  weight  daily  orally,  or  50  mg.  per 
Kg.  parenterally.  The  total  daily  amount  of 
streptomycin  with  terramycin  or  chloramphenicol 
is  divided  into  at  least  four  equal  doses,  and  per- 
haps six  would  be  more  efficacious.  It  must  be 
emphasized  that  these  combinations  have  re- 
ceived little  clinical  experience  but  are,  nonethe- 
less, recommended  because  some  laboratory 
evidence  indicates  that  there  is  more  than  an 
additive  effect  when  a second  drug  is  used  with 
streptomycin.  Any  combination,  therefore,  is 
worthy  of  more  in  vivo  experience.  Unlike 
the  interfering  effects  of  aureomycin,  chloram- 
phenicol, and  terramycin  upon  the  antimicrobial 
activity  of  penicillin,  there  is  now  sufficient  evi- 
dence to  state  that  these  same  three  drugs  seem 
to  enhance  the  activity  of  streptomycin,  to 
varying  degrees,  upon  all  gram-negative  organisms 
that  have  been  so  tested.9 

Few  words  need  be  added  about  pneumonia 
due  to  Hemophilus  influenzae  or  streptococcal 
organisms.  The  clinical  picture  of  each  will 
not,  on  most  occasions,  be  sufficiently  clear-cut 
to  make  bacteriologic  confirmation  unnecessary. 
Because  both  are  acute  illnesses  and  because 
both  organisms  are  capable  of  producing  pro- 
gressive destruction  of  pulmonary  tissue  without 
adequate  therapy,  smear  and  culture  of  first 
sputum  is  essential.  Influenzal  pneumonia  can 
be  well  treated  with  any  one  of  four  or  five  drugs — 
terramycin,  aureomycin,  chloramphenicol,  strep- 
tomycin, and  the  sulfonamides.10  It  is  unknown, 
as  in  the  case  of  Friedlander’s  pneumonia,  whether 
combined  therapy,  using  two  or  more  drugs, 
is  better  than  single  drug  treatment.  Like  the 
pneumococcal  type,  streptococcal  pneumonia 
deserves  treatment  with  penicillin.  Since  cer- 
tain of  the  causative  alpha  strains  are  partially 
penicillin-resistant,  the  dosage  schedule  initi- 
ally at  least  should  include  large  single  doses  of 
an  aqueous  material,  frequently  administered 
parenterally,  e.g.,  200,000  to  250,000  units  every 
three  hours.  Not  until  the  characteristics  of 
the  organism  are  determined  in  the  laboratory 
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should  the  dosage  be  changed  to  a simpler  regi- 
men or  a more  potent  one.  It  is  in  this  type  of 
pneumonia  that  a measurement  of  the  sensitivity 
of  the  offending  organism  to  various  antimicro- 
bial agents  can  be  of  great  help  to  the  physician. 

Atypical  pneumonias  of  unknown  etiology  are 
probably  viral  in  etiology.  Because  the  causa- 
tive agent  (s)  have  not  been  isolated  it  becomes 
impossible  to  define  therapy  in  terms  of  drug- 
organism  relationship.  Therefore,  all  evalua- 
tion of  best  therapy  for  viral  pneumonias  is 
made  only  by  subtly  dangerous  clinical  observa- 
tions. From  the  factual  evidence  at  hand,  no 
presently  commonly  used  drug  has  consistently 
been  shown  to  be  of  benefit  to  patients  with  viral 
pneumonia.11  From  innumerable  clinical  re- 
ports aureomycin,  chloramphenicol,  terramycin, 
and  perhaps  the  sulfonamides  have  each  been 
described  as  exerting  a beneficial  effect  upon 
some  cases.  Accurate  description  then  of  how 
best  to  treat  the  large  numbers  of  acute  respira- 
tory infections  with  patchy  areas  of  pneumonitis 
cannot  be  given,  and  each  physician  must  use 
his  own  best  judgment.  It  must  be  emphasized 
that  there  is  no  convincing  evidence  that  specific 
antimicrobial  therapy  aids  in  altering  the  natural 
course  of  atypical  pneumonia  of  unknown  etiol- 
ogy. 

The  development  of  a secondary  infection 
of  bacterial  origin  in  the  patient  with  viral  pneu- 
monia has  been  frequently  discussed.11,12  If  it 
occurs,  it  must  do  so  uncommonly.  The  deci- 
sion to  use  a single  antibacterial  agent  to  avoid 
this  complication  is,  on  the  other  hand,  made 
commonly,  and  a broad-spectrum  drug  like  aureo- 
mycin, terramycin,  or  chloramphenicol  is  the 
general  choice.  Standard  dosage  of  from  iy2 
to  2 Gm.  daily  is  recommended  if  a drug  is  to  be 
used.  Although  the  use  of  a drug  for  prophy- 
lactic reasons  in  pneumonia,  or  in  many  other 
instances  in  clinical  medicine,  cannot  be  con- 
demned, there  are  certain  disadvantages  to  their 
widespread  use  in  the  human.  And  these  un- 
comfortable evidences  of  toxicity  are  not  worthy 
of  endurance  if  there  are  not  proper  indications 
for  the  initial  administration  of  the  agent. 

Some  of  these  disadvantages  arising  from  the 
use  of  antimicrobial  agents  need  mention.  It  is 
becoming  apparent  that  micro-organisms  often 
upon  exposure  gain  resistance  to  a single  broad- 
spectrum  antimicrobic  and  that  this  resistance 
can  be  carried  over  to  other  drugs  to  which  no 
previous  exposure  existed.13  The  development 
of  cross-resistance  of  a species  of  micro-organism 
to  two  or  three  antagonists  without  ever  being 
exposed  to  them  has  far-reaching  connotations, 
none  good. 

During  the  course  of  treatment  of  pneumonia 
with  one  or  more  antimicrobial  drugs,  the  ap- 


pearance of  a new  organism  or  groups  of  organisms 
is  not  uncommonly  observed,  particularly  in 
older  patients.  Although  the  contaminant  is 
generally  inherently  resistant  to  the  drug  being 
administered,  its  presence  does  not  necessarily 
indicate  an  unfortunate  or  serious  complication. 
It  does,  however,  serve  to  point  up  both  the  prob- 
lem of  superinfection  and  the  probability  that 
underlying  the  acute  pneumonia  there  is  chronic 
lung  pathology.  Whenever  Escherichia  coli 
or  Hemophilus  or  other  gram-negative  organism 
is  discovered  in  routine  follow-up  sputum  cul- 
tures taken  from  patients  being  treated  for  pneu- 
mococcal pneumonia,  there  should  simultane- 
ously occur  a high  index  of  clinical  suspicion 
of  bronchiectasis,  tumor,  emphysema,  or  some 
other  basic  pulmonary  abnormality.  Usually 
the  contaminant  appears  at  the  end  of  the  first 
week  of  therapy,  does  not  often  deserve  specific 
antibacterial  therapy,  and  will  disappear  with 
cessation  of  the  initial  drug.  In  certain  in- 
stances, fortunately  uncommon,  the  secondary 
organisms  usher  in  a severe  superinfection,  which 
clinically  is  easily  recognized  and  which  does  de- 
serve a rapid  change  in  specific  chemotherapy, 
the  exact  change  being  dependent  solely  upon 
the  second  offending  micro-organism.  Once 
seen,  a serious  superinfection  leaves  a lasting 
and  distasteful  impression. 

There  is  never  a contraindication  to  the  use 
of  antimicrobial  agents  in  the  presence  of  a spe- 
cific pneumonia  caused  by  organisms  susceptible 
to  one  or  more  of  them.  There  is  serious  ques- 
tion of  their  administration  in  patients  whose 
infection  is  not  bacteriologically  possible  of 
diagnosis  or  in  whom  a virus  etiology  can  be 
presumed.  The  enthusiasm  for  the  widespread 
use  of  chemotherapeusis  and  chemoprophylaxis 
has  become  so  great  in  the  past  few  years  that 
it  has  aroused  considerable  concern  on  the  part 
of  many  investigators.  There  is  little  doubt 
that  these  agents  are  being  employed  in  far 
too  many  situations  where  they  are  not  applic- 
able and  that  their  misuse  may  do  serious  harm 
by  bringing  about  the  development  of  a variety 
of  untoward  reactions : resistant  organisms,  aller- 
gies, cross-resistance,  superinfections,  and  dis- 
turbances in  bacterial  flora  of  the  intestinal  tract 
so  that  symptoms  develop  which  are  unwanted, 
irritating,  and  interrupting,  often  enough,  the 
absorption  of  essential  foodstuffs  from  the  gas- 
trointestinal tract. 

The  issue  then  is  not  what  drug  to  use,  for 
the  indications  for  each  are  reasonably  well  des- 
cribed, but  when  to  use  one — or  more  than  one. 
Intelligently  applied,  the  available  antimicrobial 
agents,  all  of  them  effective,  are  a useful  and 
wonderful  boon  to  the  welfare  of  man.  Used 
haphazardly,  they  constitute  a source  of  serious 
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danger  to  him,  and  their  indiscriminate  pre- 
scription must  be  censured. 

Proper  drug  therapy  is,  of  course,  the  major 
responsibility  of  the  physician  in  the  treatment 
of  pneumonia.  Other  supportive  and  sympto- 
matic measures  remain  as  in  the  past  and  are 
important.  Rest,  adequate  fluids  and  nutrition, 
attention  to  pain  and  distention,  and  oxygen 
for  dyspneic  patients — all  are  needed,  and  little 
new  has  been  added  either  to  the  physician’s 
knowledge  or  his  armamentarium.  One  signal 
advance  has  been  made  since  the  advent  of 
easily  obtainable  adrenal  hormones.  Of  pa- 
tients with  pneumonia  who  die,  a striking  num- 
ber go  into  the  clinical  picture  of  shock  before 
death.  The  syndrome  is  often  abrupt  in  onset 
and  in  the  past  has  been  difficult  to  reverse. 
Transfusions  and  other  measures  designed  to 
elevate  blood  pressure  have  universally  failed. 
Because  the  syndrome  may  represent  adrenal 
exhaustion  from  the  continued  marked  stress 
of  an  infection,  replacement  therapy  seems  wise. 
It  must  be  adequate  if  used,  and  the  program 
includes  high  dosage  of  many  extraordinarily 
expensive  materials  which  may  not  always  be 
successful.  The  administration  of  aqueous  ex- 
tract of  whole  adrenal  gland  in  amounts  necessary 
to  maintain  blood  pressure  is  required,  and 
this  may  actually  mean  the  infusion  of  from  750 
to  1,000  cc.  in  an  eighteen  to  twenty-four-hour 
period.  The  activity  of  the  aqueous  material 
may  be  augmented  by  the  twelve  to  twenty-four 
hourly  administration  of  from  10  to  20  cc.  of 
lipoadrenal  extract  intramuscularly.  The  use 
of  cortisone  is  avoided,  for  like  ACTH  it  may  be 
deleterious  to  the  body’s  response  to  the  local 
infection  itself.14  It  is  not  yet  possible  to  assay 
accurately  the  effect  that  this  regimen  accom- 
plishes in  the  patient  with  pneumonia  who  goes 
into  shock,  but  clinical  experience  so  far  recorded 
indicates  that  the  program  warrants  further 
study. 

Summary 

The  treatment  of  pneumonia  has  been  reviewed 
briefly.  The  infection  continues  to  be  a common 
one  in  society,  and  to  date  antimicrobial  therapy 
has  not  appreciably  lessened  its  incidence  nor 
its  morbidity.  The  physician  is  faced  always 
with  treating  a seriously  ill  patient,  and  although 
antimicrobics  have  made  it  easier  to  treat  and 
to  predict  cure,  there  remains  the  delicate  prob- 
lem of  which  drug  or  drugs  to  use  and,  more 
importantly,  when  not  to  use  them.  Of  most 
importance,  however,  is  the  recognition  that  a 
patient  is  being  treated,  and  it  is  he  who  must 
finally  eradicate  both  the  infecting  pathogen 
and  the  results  of  its  tissue  damage.  When 
suitable  chemotherapy  is  initiated,  control  of 


the  infection  results  from  combined  actions  of 
drug  and  his  own  defense  mechanisms.15  If 
the  human  host  cannot  muster  sufficient  num- 
bers of  his  own  effective  phagocytes  and  anti- 
bodies and  other  defenses,  then  drug  therapy 
alone  will  never  suffice,  regardless  of  its  dose. 
Treat  the  patient — not  the  infecting  micro- 
organism alone. 
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Discussion 

Vernon  Knight,  M.D.,  New  York  City. — We 
certainly  agree  with  Dr.  Bunn  that  pneumococcal 
pneumonia  continues  to  be  an  important  problem 
both  as  to  frequency  of  its  occurrence  and  its 
seriousness.  Moreover,  his  recommendation  that 
penicillin  is  the  first  choice  in  therapy  is  supported 
by  a vast  favorable  experience.  Dr.  Bunn  em- 
phasized that  larger  doses  of  penicillin  are  not  apt 
to  be  successful  when  smaller  ones  have  failed,  and 
this  point  is  strongly  endorsed.  I am  sure  that 
much  penicillin  is  needlessly  wasted  because  of 
overdosage. 

Our  experience  with  the  broad  spectrum  agents, 
aureomycin,  chloramphenicol,  and  terramycin,  in 
pneumonia  continues  to  be  satisfactory,  and  they 
are  quite  generally  employed  on  our  service.  We 
have  yet  to  see  a pneumonia  patient  develop 
pneumococcal  meningitis  after  treatment  with  these 
agents.  This  point  is  of  interest  because  a few 
patients  on  our  service  and  elsewhere  have  de- 
veloped this  complication  in  the  face  of  penicillin 
therapy  in  moderate  doses. 

Dr.  Bunn’s  recommendation  that  penicillin  is  the 
choice  of  therapy  for  the  complications  of  pneumo- 
coccal pneumonia,  empyema,  endocarditis,  and 
meningitis  undoubtedly  represents  the  opinion  of 
most  investigators  at  present.  That  represents 
our  view  as  well.  It  is  worth  mentioning,  however, 
that  the  treatment  of  pneumococcal  meningitis  is 
attended  by  far  less  favorable  results  than  with 
meningococcal  meningitis  and  presents  an  impor- 
tant problem  in  infectious  diseases. 

On  the  Cornell  Medical  Service  at  Bellevue  Hos- 
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pital  in  recent  years  the  mortality  rate  for  this 
disease  has  been  approximately  75  per  cent,  with 
regimens  of  therapy  approximating  those  referred 
to  by  Dr.  Bunn.  One  important  factor  in  this 
very  high  mortality  rate  is  the  fact  that  many  of 
our  patients  are  admitted  in  a moribund  state  after 
I the  disease  has  become  far  advanced.  These  cases 
are  often  characterized  by  marked  purulence  of 
the  spinal  fluid,  and  in  an  effort  to  combat  that 
problem  we  have,  in  addition  to  penicillin,  recently 
begun  the  use  of  streptokinase  and  streptodornase 
intrathecally  in  selected  cases.  This  therapy  may 
cause  serious  reactions,  but  evidence  is  already 
accumulating  that  the  enzymes  may  greatly  assist 
in  lysing  purulent  exudate  in  the  subarachnoid  space. 

Bacteriologic  events  in  pneumonia  patients  follow- 
ing antimicrobial  therapy  are  now  receiving  more 
intensive  observation.  Dr.  Bunn  has  indicated 
that  this  is  a problem  which  is  large  in  scope  and 
has  noted  that  a variety  of  potential  pathogens, 
perhaps  chiefly  staphylococci,  may  be  present  in  the 
sputum  of  pneumonia  patients  after  treatment. 
Most  often  they  are  present  in  what  is  otherwise 
an  uncomplicated  recovery  from  pneumonia,  but 
on  occasions  they  are  associated  with  fever  and 
symptoms  and  appear  to  be  true  secondary  infec- 


tions. These  organisms  are  often  resistant  to  peni- 
cillin and  other  agents,  and  at  times  these  infec- 
tions have  been  offered  as  evidence  of  an  untoward 
effect  of  antimicrobial  therapy.  If  therapy  actually 
sets  the  stage  for  a complicating  infection,  as  it 
appears  in  some  cases,  then  modifications  such  as 
shortening  the  period  of  therapy  should  be  tested 
with  a view  toward  reducing  the  incidence  of  this 
complication. 

If  secondary  infections  are  in  reality  inevitable  in 
some  pneumonia  patients  as  a result  of  pre-existing 
pulmonary  disease,  as  some  suspect,  therapy  of  the 
original  infection  may  merely  act  to  determine  the 
secondary  infecting  species.  In  any  event  these 
infections  are  usually  resistant  to  antibiotics,  and 
we  have  now  not  infrequently  limited  our  treat- 
ment to  symptomatic  measures  with  reasonably 
satisfactory  results. 

I wish  to  thank  Dr.  Bunn  for  a wisely  chosen 
series  of  recommendations  on  the  treatment  of 
pneumonia,  a subject  which  has  become  more  com- 
plicated as  each  new  antibiotic  has  appeared  on  the 
scene.  He  has  pointed  out  problems  which  now 
complicate  therapy  and  the  best  means  available 
to  avoid  difficulties  in  the  treatment  of  this  ever 
important  group  of  diseases. 
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WE  SEE  more  patients  with  cancer  of  the 
lung  each  year.  For  the  most  part,  the 
lesions  are  epidermoid  in  character,  but  a small 
percentage  are  adenocarcinomas  of  mucous  gland 
origin,  and  a few  are  anaplastic  cancers  of  the 
oat  cell  type.  In  our  accumulated  material, 
which  now  numbers  over  2,000  cases,  we  have 
noted  with  increasing  frequency  a type  lung 
lesion  which  we  have  classified  as  “alveolar  cell 
lung  cancer.” 

This  comparatively  new  tumor  entity  has  re- 
cently attracted  considerable  interest  because  of 
its  apparent  origin  from  cells  lining  pulmonary 
alveoli,  its  tendency  to  multicentric  origin,  and 
its  striking  morphologic  similarity  to  “jagziekte” 
of  sheep.  “Jagziekte”  is  a word  of  Dutch  deri- 
vation: “jagt”  means  to  drive  and  “ziekte” 

means  sickness.  The  combination  of  the  two 
means  “driving  sickness”  and  indicates  that  ini- 
tial symptoms  of  this  disease  first  become  notice- 
able when  the  animals  are  driven  for  some  dis- 
tance. 

Jagziekte  is  a known  virus  disease  readily 
transmitted  to  healthy  sheep  when  they  are 
housed  with  diseased  animals.  In  the  United 
States  it  is  called  “Montana  chronic  progressive 
pneumonia,”  and  it  attacks  sheep,  horses,  and 
guinea  pigs.  Its  marked  histologic  similarity  to 
human  alveolar  cell  cancer  raises  the  question  of 
a possible  viral  etiology  for  this  malignant  growth 
in  man. 

Material 

The  first  case  of  alveolar  cell  lung  cancer  in  our 
series  was  encountered  in  1932,  and  since  then 
a total  of  60  patients  has  been  studied.  It  is 
noteworthy  that  48  of  these  have  come  to  us  in 
the  past  seven  years,  an  indication,  I believe, 
that  this  particular  type  of  lung  cancer  is  for 
some  reason  becoming  more  common.  One 
notes,  at  the  same  time,  how  frequently  the  diag- 
nosis of  virus  or  “atypical”  pneumonia  is  made 
in  general  practice,  and  75  per  cent  of  our  pa- 
tients with  lung  cancer  have  had  at  least  one 
previous  attack  of  so-called  “virus  pneumonia.” 
We  are  aware  of  the  fact  that  cancer-destroy- 
ing viruses  have  been  demonstrated  by  intensive 
animal  experimentation,  and  it  is  now  also  known 
that  Egypt  Virus  101,  when  used  to  infect  human 
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beings,  has  demonstrated  its  ability  to  exert  a 
remarkable  growth-inhibiting  power  over  several 
types  of  cancer.  From  the  purely  theoretic  point 
of  view,  it  seems  logical,  then,  to  expect  that 
there  are  other  virus  strains  that  may  have  an 
equal  and  opposite  effect,  namely,  a cancerogenic 
effect  as  against  a cancerocidal  effect. 

Terminal  alveolar  lung  cancer  does  not  closely 
resemble  other  lung  cancers  in  its  symptomatol- 
ogy or  clinical  course.  Twenty-one  per  cent  of 
our  patients  had  no  symptoms  referable  to  the 
chest,  and  their  silent  tumors  were  discovered  by 
chance  radiography.  However,  since  this  type  of 
growth  tends  to  be  located  in  the  periphery  of 
the  lung,  it  invades  the  visceral  pleura  early  in 
its  development,  and  so  pain  may  be  a frequent 
and  early  symptom. 

The  disease  varies  greatly  in  aggressiveness. 
Death  may  occur  within  a few  months  after  onset 
of  symptoms,  or  the  disease  may  prove  to  be 
localized  and  relatively  benign,  as  in  the  case  of 
two  of  our  patients,  who  are  alive  and  well  more 
than  five  years  after  surgical  excision.  Metastases 
were  demonstrable  or  suspected  in  all  43  of  the 
patients  who  have  died  so  far.  Skeleton,  brain, 
and  lung  in  that  order  were  the  most  common 
sites  of  fatal  metastases. 

Symptomatology. — On  hospital  admission  70 
per  cent  of  the  patients  gave  a history  pointing 
to  primary  lung  disease,  but  in  at  least  25  per 
cent  an  inflammatory  type  of  lung  disease  was 
simulated  by  the  cancer.  Thirteen  patients  had 
no  symptoms  referable  to  the  chest.  Cough  was 
the  presenting  symptom  in  16  cases,  while  chest 
pain  was  the  first  sign  in  18  cases.  Hemoptysis 
was  noted  only  four  times  and  was  the  first  symp- 
tom in  one  case. 

Age  and  Sex. — In  our  total  series  of  lung  cancer 
cases,  the  disease  was  nine  times  more  common 
in  men  (89  per  cent  to  1 1 per  cent).  With  alveolar 
cell  lung  cancer,  however,  the  figures  were  70  per 
cent  men  and  30  per  cent  women.  The  average 
age  of  the  females  was  fifty'  years  against  fifty- 
seven  years  for  males. 

Diagnosis. — The  commonest  roentgenographic 
finding  was  a single,  peripherally  located,  circular 
area  of  increased  density,  usually  2 to  4 cm.  in 
diameter.  This  nodule,  as  in  almost  any  primary 
lung  cancer  that  occurs  away  from  the  hilus. 
seemed  to  differ  from  the  usual  metastatic  nodule 
in  that  it  appeared  to  be  slightly  larger,  more 
irregular,  less  homogeneous,  less  sharply  out- 
lined, and.  in  many  instances,  less  dense.  A single 
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nodule  or  mass  was  noted  in  17  cases,  multiple 
nodular  densities  in  one  lung  in  six  cases,  and  the 
disease  was  bilateral  in  three  instances.  A sus- 
picious shadow  or  patchy  lung  density  was  re- 
1 ported  12  times.  In  only  one  instance  were  the 
' x-ray  studies  considered  to  be  negative. 

Only  in  the  late  stages  of  alveolar  cell  cancer 
is  a bronchus  invaded,  and  for  this  reason  bron- 
choscopy does  not  often  reveal  the  tumor  so 
that  a biopsy  can  be  obtained.  In  only  two 
cases  (3.3  per  cent)  was  the  diagnosis  established 
on  bronchoscopic  biopsy. 

Bronchial  cytology  studies  were  done  by  Dr. 
Papanicolaou  in  35  cases  and  reported  positive 
for  cancer  (class  IV  and  class  V)  in  13  instances 
or  37  per  cent,  suspicious  (class  III)  in  nine 
cases,  and  negative  in  13.  It  is  of  interest  and 
quite  logical  too  that  Dr.  Papanicolaou  has  been 
abje  to  identify  the  exfoliated  cells  from  alveolar 
ceff  lung  cancer  and  make  the  correct  histologic 
diagnosis. 

Chance  radiographic  findings,  through  routine 
mass  surveys,  pre-employment  chest  x-rays,  etc., 
gave  the  first  indication  of  a silent  alveolar 
cell  lung  cancer  in  13  cases  or  21  per  cent  of  the 
entire  series. 

The  diagnosis  in  11  of  our  first  19  cases  was 
made  only  at  the  time  of  autopsy  (up  to  1948). 
In  the  next  41  cases  the  diagnosis  was  established 
before  death. 

Pathology. — Alveolar  cell  cancer  occurs  almost 
always  in  the  peripheral  portions  of  the  lungs, 
either  in  a nodular  or  a diffuse  form.  A gross 
anatomic  characteristic  of  this  disease  is  the  ab- 
sence of  involvement  of  the  bronchi  in  the  early 
lesions.  In  some  cases  multiple  nodules  seemed 
to  coalesce  to  form  diffuse  masses,  which  grossly 
gave  the  appearance  of  lobar  pneumonia  in  the 
stage  of  gray  hepatization.  Atelectasis  was  not 
observed,  nor  was  suppuration  a common  find- 
ing as  it  is  in  other  types  of  lung  cancer. 

The  microscopic  anatomy  of  alveolar  cell  can- 
cer shows  the  distinguishing  characteristics  of 
the  disease.  The  alveoli  may  be  distended  and 
completely  filled  with  proliferating  epithelium. 
Single  cells  or  clusters  containing  large  multi- 
nucleated  giant  cells  may  be  found  lying  free  in 
the  alveolar  spaces.  These  are  the  same  cells 
that  Papanicolaou  describes  as  characteristic  of 
alveolar  cell  cancer  as  seen  in  his  cytologic  stud- 
ies of  the  sputum.  The  individual  cells  have  a 
varying  degree  of  pleomorphism,  the  nuclei  are 
hypochromatic,  rounded,  vesicular,  or  irregular  in 
outline.  Mitoses  are  not  common;  the  cell 
cytoplasm  is  acidophilic  and  relatively  abundant. 

Signet-ring  cells,  so  characteristic  of  adeno- 
carcinomas of  gastrointestinal  origin,  were  found 
in  one  half  of  the  cases.  The  vacuoles  of  the 


TABLE  I. — Results  of  Treatment  in  GO  Cases  of  Lung 
Cancer  up  to  1952 


Number  of 

Patients 

Treatment 

Cases 

Alive 

Operations 


Pneumonectomy 

18 

1 (5  years) 

2 (2  years) 

5 (1  year  or  less) 

Lobectomy 

4 

1 (8  years) 

2 (2  years) 
1 (1  year) 

Segmental  resection 

2 

0 

Exploratory  thoracotomy 

10 

0 

X-ray  therapy 

17 

3(1  year  or  less) 

Symptomatic  therapy 

6 

0 

Nitrogen  mustard 

3 

0 

Total 

60 

15 

TABLE  II. — Five-Year  Results  in  17  Cases  of  Alveolar 
Cell  Lung  Cancer  Treated  up  to  1947 

Treatment 

Number  of  Cases 

Alive  1952 

Excisional  surgery 

5 

2 (40%) 

X-ray  therapy 

6 

0 

Symptomatic  therapy 

6 

0 

Total 

17 

2 (12%) 

signet-ring  cells  contained  mucin  and  were  in- 
distinguishable microscopically  from  those  seen 
elsewhere  in  carcinomas  arising  in  mucus-pro- 
ducing glands.  The  microscopic  appearance  of 
the  tumor,  together  with  the  failure  to  demon- 
strate origin  from  either  primary  or  secondary 
bronchi,  supports  the  view  that  this  type  of 
cancer  arises  from  the  lining  cells  of  the  terminal 
bronchioles  or  alveoli. 

Treatment  and  Results. — Thirty-four  or  57  per 
cent  of  the  patients  came  to  operation  (Table  I). 
Seventeen  received  x-ray  therapy,  and  six  were 
suitable  for  only  symptomatic  care.  Three  pa- 
tients were  treated  with  nitrogen  mustard  which 
had  no  apparent  beneficial  effect  on  the  patient 
or  the  cancer  and  so  will  not  be  employed  again 
by  us. 

Our  observations  indicate  that  radiation  as  a 
primary  means  of  treatment  has  little  value.  Of 
the  34  patients  coming  to  surgery,  24  (70  per 
cent)  had  an  excisional  type  of  procedure  carried 
out,  and  there  were  only  ten  nonresectable  le- 
sions. We  have  five-year  results  on  17  cases 
(treated  up  to  1947),  of  which  two  (12  per  cent) 
are  alive  inl952  (Table  II). 

Summary 

A brief  clinical  and  histologic  study  of  60  pa- 
tients with  alveolar  cell  lung  cancer  is  reported. 
Chest  pain  and  cough  were  the  common  pre- 
senting symptoms.  Twenty-one  per  cent  of  the 
patients  had  no  symptoms,  and  their  disease  was 
discovered  by  routine  roentgenographic  studies 
of  the  chest.  A positive  cytologic  diagnosis  was 
made  preoperatively  in  13  cases.  The  only  effec- 
tive treatment  is  surgical  excision. 
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PENTAERYTHRITOL  tetranitrate,  a power- 
ful explosive,  was  first  investigated  pharma- 
cologically by  the  U.S.  Public  Health  Service  to 
determine  its  possible  toxicity  for  workers  in  the 
industry.1  Pentaerythritol  tetranitrate,*  re- 
ferred to  throughout  this  paper  by  the  abbrevia- 
tion “PETN,”  has  the  following  chemical  for- 
mula: 

h2  h2 

o2no — yb— ono2 

c 

o2no— cZ  \c— ono2 

i2  i2 

These  studies  indicated  that  pentaerythritol 
tetranitrate  was  not  absorbed  through  the  skin 
but  was  absorbed  from  the  lungs  and  the  intes- 
tinal tract.  In  dogs  PETN  caused  a fall  in  blood 
pressure,  a moderate  rise  in  venous  pressure, 
and  a rise  in  spinal  fluid  pressure.  Limited 
experiments  in  man  showed  no  effect  on  blood 
pressure  or  heart  rate.  Chronic  toxicity  studies 
in  rats  indicated  that  the  drug  produced  few  or 
no  toxic  manifestations.  It  was  concluded  that 
PETN  was  less  toxic  than  nitroglycerine  and 
erythritol  tetranitrate  and  that  it  created  no 
health  hazard  to  workers  who  manufactured  it. 

Although  PETN  had  been  known  as  a chemical 
entity  for  some  time,  it  had  not  been  used  thera- 
peutically until  a group  of  French  investigators 
called  attention  to  its  usefulness  as  a coronary 
vasodilator  in  angina  pectoris.2-4  In  view  of  the 
findings  reported,  it  appeared  that  PETN  was 
worthy  of  further  study  in  coronary  artery 
disease. 

After  the  present  study  was  completed,  three 
reports  appeared  in  this  country  suggesting  the 
usefulness  of  PETN  in  coronary  and  peripheral 
vascular  disease.5-7  Winsor  and  Humphreys 
administered  the  drug  in  amounts  varying  from 
10  to  60  mg.  per  day  to  patients  with  angina 
pectoris.5  Patients  with  chest  pain  not  anginal 
in  origin  served  as  controls  to  test  the  analgesic 
and  psychologic  effects  of  the  drug.  Seventy-eight 
per  cent  of  patients  with  angina  showed  a satis- 
factory response  to  the  drug  in  that  attacks  were 
virtually  eliminated  or  reduced  markedly  in 
number  and  severity.  Little  or  no  response  was 


* Peritrate  (PETN)  tablets,  designated  as  CII-27  during 
clinical  investigation,  were  supplied  by  Chilcott  Laboratories, 
Morris  Plains,  New  Jersey. 


noted  when  placebos  were  substituted  for  PETN 
tablets. 

Exercise  tolerance  tests  showed  that  the  PETN 
tablets  prevented  or  minimized  S-T  segment 
shifts  or  inversion  of  the  T wave.  The  effects  of 
aminophylline,  khellin,  and  theobromine-calcium 
salicylate  were  also  compared  with  PETN  which 
was  found  superior  to  these  three  drugs  so  fre- 
quently used  in  angina  pectoris. 

The  three  commonest  side-effects  observed 
were  headache,  nausea,  and  rash.  In  general,  the 
headache  disappeared  in  three  to  four  days, 
but  it  also  could  be  controlled  with  aspirin. 
Nausea  was  severe  enough  in  two  cases  to  neces- 
sitate stopping  the  medication.  Rash,  ap- 
parently allergic  in  origin,  was  severe  enough 
to  cause  cessation  in  one  case.  Methemoglo- 
binemia was  not  demonstrated  in  any  patient, 
nor  did  tolerance  appear  to  develop  to  PETN 
after  as  long  as  seven  months  medication. 

Selection  of  Cases  and  Method  of  Study 

The  difficulties  involved  in  controlling  a clinical 
study  of  angina  pectoris  are  almost  insurmount- 
able. Many  factors  are  concerned,  the  most 
important  of  which  is  the  psychologic  one. 
In  the  patient  suffering  with  angina  pectoris, 
there  is  the  well-known  human  failing  for  want- 
ing any  new  remedy  to  work. 

The  first  precaution  taken  in  this  series  was 
to  establish  rigid  clinical  criteria.  No  patient 
was  included  who  did  not  have  all  signs  of  classic 
angina  pectoris.  None  was  accepted  without 
unquestionable  electrocardiographic  changes. 
This  meant  that  response  to  PETN  was  not 
used  as  evidence  for  or  against  a diagnosis  of 
angina  pectoris.  Nitroglycerine  was  also  used, 
and  response  to  this  drug  was  considered  valid 
clinical  evidence  for  considering  the  diagnosis  of 
angina  pectoris. 

Placebo  tablets  of  the  same  size  and  shape  as 
PETN  were  used  in  all  cases.  After  a period 
of  observation,  during  which  the  patient’s 
symptoms  and  response  to  exercise  and  nitro- 
glycerine were  noted  the  study  period  was  begun. 
In  most  instances,  it  was  thought  wisest  to  start 
with  the  placebo  for  two  or  three  days,  then  the 
drug  and  the  placebo  were  given  on  alternate 
days.  As  far  as  possible,  a further  precaution 
was  employed,  one  which  should  be  followed  in 
all  clinical  investigations  of  this  type.  Neither 
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the  patient  nor  the  physician  observer  knew 
which  bottle  contained  the  placebos  and  which 
the  drug  until  the  results  were  reported  and 
charted 

Ambulatory  patients,  who  were  in  the  majority 
in  this  series,  were  encouraged  to  carry  on  their 
normal  day-to-day  activities  during  the  trial 
period.  In  some,  two-step  tests  of  exercise 
tolerance  were  carried  out 

Thirty  ambulatory  patients  with  typical  angina 
of  effort  and  with  abnormal  cardiograms  were 
observed.  No  patient  was  included  unless  his 
angina  was  severe  enough  to  warrant  the  use  of 
at  least  one  tablet  of  nitroglycerine  a day.  The 
patient’s  dependence  upon  nitroglycerine  tvas 
accepted  as  a criterion  of  the  severity  of  his 
illness. 

On  the  basis  of  nitroglycerine  dosage  patients 
were  classified  into  two  groups.  Group  A in- 
cluded 15  patients  with  mild  angina  who  used  I 
to  3 nitroglycerine  tablets  a day.  Group  B 
was  comprised  of  15  patients  with  moderately 
severe  angina  who  habitually  used  4 to  12  nitro- 
glycerine tablets  daily.  Five  in  Group  B and  two 
in  Group  A had  some  degree  of  night  angina 
unrelated  to  effort.  In  addition,  five  patients 
with  status  anginosis  were  studied. 

Six  patients  with  angina  pectoris  but  without 
electrocardiographic  evidence  of  myocardial  in- 
volvement received  the  drug  but  were  excluded 
from  the  present  series  since  they  did  not  fulfill 
the  criteria  originally  set  up. 

Dosage 

The  beginning  dosage  was  in  all  cases  10  mg. 
( 1 tablet  of  PETN)  three  times  a day  taken  one- 
half  hour  after  meals.  In  many  cases  better 
results  were  observed  when  an  extra  tablet  was 
taken  on  retiring.  If  this  schedule  gave  incom- 
plete relief,  it  was  found  that  10  mg.  every  three 
hours  was  more  successful  than  increasing  the 
individual  dosage.  The  increased  frequency 
was  well  tolerated.  Doses  of  21  mg.  were  found 
to  be  too  large  and  disturbed  some  patients  by 
causing  mild  toxic  symptoms.  In  the  latter 
half  of  this  study,  it  was  found  that  in  some 
persons  a dose  of  15  mg  four  times  a day  was  a 
desirable  routine.  It  appeared  to  make  little 
difference  whether  the  drug  was  taken  before 
or  after  meals  as  far  as  gastric  disturbances  were 
concerned.  Most  patients,  however,  elected 
to  take  the  tablets  after  meals  except  in  some 
cases  of  postprandial  angina  where  a tablet 
before  food  was  preferred. 

Results  in  Angina  Pectoris 

Of  the  30  patients  described  as  group  A and 
group  B two  failed  to  continue  the  treatment. 


TABLE  I. — Results  in  Angina  Pectoris 


Number  of 
Patients 

Number 

Continuing 

Drug 

Materially 

Benefited 

Toxic 

Reactions 

Group  A 

15 

13 

n 

3 

Group  B 

15 

15 

13 

4 

Total 

30 

28 

24 

7 

Of  the  28  patients  who  continued  with  PETN 
in  this  study,  24  received  beneficial  results 
(Table  I).  In  all  of  these  cases  the  placebos 
gave  no  or  minimal  relief.  In  all  cases  the 
amount  of  nitroglycerine  used  during  therapy 
with  PETN  was  reduced  to  half  or  less  the 
amount  used  in  the  control  period. 

Four  of  the  patients  in  Group  A were  able  to 
discontinue  the  use  of  nitroglycerine  altogether; 
none  of  those  in  Group  B were  able  to  remain 
comfortable  without  some  nitroglycerine,  al- 
though the  requirements  w'ere  reduced  consider- 
ably. 

Patients  with  angina  decubitus  showed  the 
most  gratifying  results.  Six  of  these  patients 
reported  striking  relief  by  taking  10  or  15  mg. 
of  PETN  on  retiring.  Two  of  these  patients 
found  it  necessary  to  take  1 or  more  nitroglycer- 
ine tablets  during  the  night  or  to  repeat  the  dose 
of  PETN.  All  six  who  were  helped  were  pleased 
with  the  fact  that  insomnia  due  to  pain  was 
much  reduced,  and  they  were  able  to  enjoy 
reasonably  good  sleep. 

Results  in  Status  Anginosis 

Five  patients  with  prolonged  coronary  in- 
sufficiency (status  anginosis)  wdio  required 
large  amounts  of  nitroglycerine  day  and  night 
were  also  studied.  Each  of  these  patients  had 
electrocardiographic  changes  and  had  suffered 
previously  with  mild  angina.  Attacks  in  these 
patients  had  recently  increased  in  intensity 
and  frequency  rather  abruptly.  In  three  cases 
location  and  character  of  pain  had  also  altered. 
Although  it  could  not  be  proved,  it  was  assumed 
that  there  had  been  recent  changes  in  coronary 
circulation,  possibly  the  result  of  occlusion  of 
small  vessels  or  that  there  was  “impending  in- 
farction.” In  each  of  these  persons  PETN  gave 
considerable  relief  reducing  nitroglycerine  re- 
quirements by  half  or  more  and  allowing  the 
patients  unbroken  sleep  for  several  hours.  One 
person  was  able  to  dispense  with  nitroglycerine 
entirely.  After  two  weeks  none  had  evidence 
of  extensive  new  infarction. 

Results  in  Other  Conditions 

Six  patients  with  angina  pectoris  but  without 
electrocardiographic  evidence  of  myocardial  in- 
volvement also  received  PETN.  While  not  in- 


2014 


MILTON  PLOTZ 


[N.  Y.  State  J.  M. 


eluded  in  the  study  because  of  lack  of  electro- 
cardiographic changes,  these  patients  were  bene- 
fited by  the  reduction  in  anginal  attacks  which 
followed  the  use  of  PETN. 

The  drug  was  also  administered  to  four  pa- 
tients with  acute  myocardial  infarction.  We 
did  not  expect  that  any  strikingly  beneficial 
results  would  be  obtained  in  these  patients,  and 
such  was  the  cas ;. 

Effects  on  Circulation 

During  the  time  patients  were  receiving  PETN, 
blood  pressure  readings  were  made  at  frequent 
intervals.  In  no  case  was  there  a sharp  drop 
in  blood  pressure.  In  eight  patients  there  was 
no  change;  in  the  others  there  was  an  average 
fall  in  systolic  pressure  of  11  mm.  of  mercury 
and  in  diastolic  of  5 mm.  meicury.  The  greatest 
fall  was  18/10.  The  degree  of  fall  in  tension 
bore  no  relation  to  the  previous  blood  pressure. 
Patients  with  hypertension  showed  no  greater 
fall  than  normotensive  individuals.  No  patient 
had  symptoms  referable  to  hypertension  such  as 
headache,  etc.,  so  that  we  were  unable  to  say 
whether  this  drug  was  effective  in  making  hyper- 
tensive patients  more  comfortable.  No  effect 
on  pulse  rate  was  noted. 

Side-effects 

Of  the  30  patients  suffering  with  angina  pec- 
toris, two  persons  did  not  continue  the  use  of 
PETN  after  a few  days  because  of  nausea.  In 
one  the  nausea  occurred  with  placebos  as  well 
as  with  PETN  and  was  therefore  thought  to 
be  of  psychogenic  origin.  Four  other  patients 
complained  of  nausea  but  not  to  a sufficient  de- 
gree to  cause  its  discontinuance.  Two  others 
felt  that  they  were  helped  sufficiently  to  warrant 
continuation  of  the  therapy;  the  other  two  were 
not  willing  to  continue  the  treatment.  There 
were  no  vomiting,  diarrhea,  or  gastric  symp- 
toms except  for  mild  anorexia  in  the  four  patients 
who  complained  of  nausea.  One  patient  com- 
plained that  the  drug,  not  the  placebos,  accentu- 
ated his  symptoms,  and  he  was  unwilling  to 
continue  beyond  the  initial  trial  period. 

Case  Reports 

Case  1. — S.  M.,  male,  aged  sixty-four,  had  had  an 
infarction  of  the  anterior  wall  three  years  previously. 
Since  then  he  had  been  suffering  from  angina  pec- 
toris, most  troublesome  when  walking  after  break- 
fast. The  average  ingestion  of  nitroglycerine  dur- 
ing a test  period  of  two  weeks  was  6 tablets  a day, 
never  less  than  5.  The  patient  reported  that  during 
cold  weather  it  was  necessary  to  take  not  less  than 
10  tablets  a day.  While  taking  PETN,  he  was  able 
to  get  along  on  2 tablets  a day  or  less.  A dose  of 


15  mg.  before  breakfast  was  sufficient  to  prevent 
postprandial  distress. 

Case  2. — S.  B.,  male,  aged  sixty,  had  had  an  in- 
farction of  the  posterior  wall  two  years  previously. 
Since  then,  he  had  had  mild  angina  requiring  2 or 
more  tablets  of  nitroglycerine  a day.  Ten  days  prior 
to  admission  to  the  Long  Island  College  Hospital, 
he  had  noticed  an  abrupt  increase  in  severity  of  his 
symptoms.  The  attacks  of  pain  were  much  more 
frequent  and  less  adequately  controlled  by  nitroglyc- 
erine. He  required  20  or  more  tablets  a day  to  keep 
him  comfortable.  On  40  mg.  of  PETN  a day,  he 
was  much  more  comfortable  and  was  able  to  sleep 
five  or  more  hours  at  a time.  The  placebo  had  no 
effect.  After  twenty  days  of  bed  rest  he  no  longer 
had  severe  angina  pectoris  and  did  not  require  more 
than  1 or  2 tablets  of  nitroglycerine  a day.  At  no 
time  was  there  any  change  in  the  electrocardio- 
graphic picture  which  showed  the  residual  changes 
of  an  old  posterior  wall  infarction.  It  was  felt,  at 
the  time  of  his  admission,  that  he  would  probably 
have  an  infarction  of  a major  vessel,  but  fortunately 
this  did  not  materialize. 

Summary 

Thirty-five  patients  with  coronary  disease 
and  angina  pectoris  were  treated  with  PETN. 
Fifteen  had  mild  angina,  15  moderately  severe 
angina,  and  five  status  anginosis.  Two  patients 
were  unable  to  continue  treatment  throughout 
a satisfactory  study  period.  Control  periods 
and  the  use  of  placebos  helped  to  establish  the 
validity  of  the  results.  Eleven  of  15  patients 
with  mild  angina  were  benefited;  13  of  15  with 
severer  symptoms  and  all  five  of  those  with  status 
anginosis  noted  good  results. 

The  drug  had  a mild  hypotensive  action  but 
no  other  effects,  except  those  described,  on  the 
circulatory  system.  Two  patients  were  forced 
to  discontinue  treatment  because  of  gastric  symp- 
toms; four  others  complained  of  nausea;  one  had 
accentuation  of  anginal  pain. 

Although  beneficial  results  were  obtained  in  a 
high  percentage  of  cases,  no  patient  with  moder- 
ate to  severe  angina  was  able  to  dispense  with 
nitroglycerine  altogether. 

Conclusions 

1.  Pentaerythritol  tetranitrate  (Peritrate; 
PETN)  in  doses  of  10  to  15  mg.  three  or  four 
times  a day  has  been  used  in  the  treatment  of 
coronary  disease  with  angina  pectoris. 

2.  The  results  in  a cautious  clinical  experi- 
ment in  more  than  40  cases  seemed  to  indicate 
a high  percentage  of  beneficial  results. 

3.  Patients  with  angina  decubitus  which 
interfered  with  sleep  showed  especially  gratifying 
improvement. 
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4.  Further  trial  of  this  drug  in  a larger  series 
seems  warranted  and  is  under  way. 

1120  Church  Avenue 
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FAILURE  OF  HYALURONIDASE  TO  INCREASE  THE  RATE  OF 
ABSORPTION  OF  DEPOT  INSULIN 

Charles  Weller,  M.D.,  Larchmont,  New  York,  and  William  Licc  one,  M.D.,  Valhalla, 
New  York 

( From  the  Division  of  Internal  Medicine,  Grasslands  Hospital,  Valhalla) 


ONE  of  the  newer  enzymes  that  seems  to  have 
great  possibilities  in  various  fields  of  med- 
icine is  hyaluronidase.  In  1929  hyaluronidase  was 
noted  to  be  a “spreading  factor,”1  and  later  it 
was  observed  to  be  a mucolytic  enzyme.2  Its 
usefulness  in  hypodermoclysis  is  well  annotated 
through  its  properties  of  increasing  tissue  per- 
meability and  fluid  absorption.  Other  sub- 
stances which  have  been  reported  to  be  absorbed 
more  rapidly  by  the  addition  of  hyaluronidase  in- 
clude penicillin,  streptomycin,  epinephrine,  and 
procaine.3  In  view  of  this  evidence  the  question 
was  raised  as  to  what  effect  hyaluronidase  would 
have  when  mixed  with  a depot  insulin.  Regular 
insulin  has  been  mixed  with  protamine,  zinc, 
globin,  and  other  substances  to  prolong  the  action 
of  the  insulin.  The  action  of  insulin  is  modified 
by  the  presence  and  proportion  of  metals,  certain 
proteins,  and  the  pH  of  these  combinations. 

Material 

This  study  was  done  on  five  patients  on  the 
general  wards  at  Grasslands  Hospital  to  deter- 
mine what  effect  the  addition  of  hyaluronidase  to 
depot  insulins  would  have  on  the  rapidity  of 
effect  and  degree  of  action  of  the  depot  insulins. 
Patients  were  eliminated  from  this  study  who  had 
cardiovascular,  renal,  or  hepatic  disease,  derange- 
ments of  the  pancreas,  or  history  of  diabetes  or 

This  study  was  aided  by  a grant  from  G.  D.  Searle  and  Co., 
Chicago,  Illinois.  The  hyaluronidase  preparation  used  was 
“ Alidase." 


glycosuria.  No  attempt  was  made  to  alter  the 
activity  or  diet  of  the  patients  in  the  hospital 
during  the  course  of  this  observation. 

Methods 

The  first  day  represented  the  control  period,  dur- 
ing which  blood  sugar  determinations  were  made 
at  8,  9,  10,  11,  12  noon,  4 p.m.,  8 p.m.,  12  mid- 
night, 4 a.m.  After  an  interval  of  twenty-four 
hours,  12  units  of  a long-acting  insulin  mixed  with 
a volume  of  hyaluronidase  equal  to  one  half  the 
volume  of  the  insulin  preparation  was  injected 
into  the  soft  tissues  of  the  arm  at  the  same  time 
intervals  as  the  control  period.  The  insulins 
used  were  all  of  the  U40  strengths.  The  con- 
centration of  hyaluronidase  was  500  viscosity 
units  per  ampule.  Following  an  interval  of 
twenty-four  hours  for  those  cases  that  had  re- 
ceived NPH  or  globin  insulin  plus  hyaluroni- 
dase  and  forty-eight  hours  for  those  who  had 
received  protamine  zinc  insulin  plus  hyaluroni- 
dase, 12  units  of  the  same  insulin  without  the 
hyaluronidase  were  again  given  to  each  individual. 
Blood  sugar  determinations  were  again  made  at 
the  time  intervals  stated  previously.  Of  the 
five  cases  that  were  given  a depot  insulin  plus 
hyaluronidase,  three  were  given  NPH  insulin,  one 
globin  insulin,  and  one  protamine  zinc  insulin. 
The  Folin-Wu  method  was  used  for  blood  sugar 
determinations.  Indicated  below  are  the  types 
of  patients  included  in  this  study: 

Case  1 was  a fifty-year-old  white  male  con- 
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TABLE  I. — Blood  Sugar  Determinations 


12 

NOON 

12 

MIDNIGHT 

4 

A.M. 

8 

9 A 

10 

11 

4 

8 

Case  1 

101 

77 

80 

78 

89 

100 

98 

105 

100 

No  insulin 

91 

93 

84 

87 

115 

80 

87 

93 

93 

Protamine  zinc  plus  hyaluronidase 

92 

126 

100 

79 

94 

99 

95 

94 

86 

Protamine  zinc  alone 

Case  2 

72 

93 

77 

76 

77 

93 

86 

91 

83 

No  insulin 

88 

116 

87 

92 

82 

85 

91 

78 

85 

NPH  plus  hvaluronidase 

101 

133 

91 

91 

84 

72 

86 

66 

64 

NPH  alone 

Case  3 

110 

92 

92 

89 

109 

80 

83 

91 

80 

No  insulin 

75 

125 

66 

73 

66 

77 

90 

83 

84 

NPH  plus  hyaluronidase 

84 

70 

106 

68 

111 

99 

83 

82 

77 

NPH  alone 

Case  4 

74 

85 

74 

83 

76 

85 

83 

89 

73 

No  insulin 

85 

87 

79 

74 

76 

74 

89 

71 

75 

NPH  plus  hyaluronidase 

83 

76 

87 

69 

76 

68 

79 

67 

60 

NPH  alone 

Case  5 

112 

98 

88 

94 

104 

106 

94 

91 

85 

No  insulin 

100 

117 

77 

63 

64 

85 

83 

86 

80 

Cdobin  plus  hyaluronidase 

82 

82 

77 

74 

75 

75 

96 

80 

87 

Globin  alone 

valescing  from  a comminuted  fracture  of  the  left 
tibia  and  fibula.  This  patient  received  the  pro- 
tamine zinc  insulin  preparation. 

Case  2 was  a forty-four-year-old  white  male 
convalescing  from  a midthigh  amputation  of  the 
light  leg  secondary  to  frostbite  sustained  two 
years  previously.  This  patient  received  the 
NPH  insulin  preparation. 

Case  3 was  a thirty-nine-year-old  Negro  male 
convalescing  from  repeated  orthopedic  procedures 
in  order  to  correct  the  patient’s  feet  for  proper  am- 
bulation, occasioned  by  a transection  of  the 
spinal  cord  existing  since  1940.  This  patient  was 
in  good  general  health  and  receiving  rehabilitative 
physiotherapy.  This  patient  received  the  NPH 
insulin  preparation. 

Case  4 was  a thirty-year-old  white  male  con- 
valescing from  a tendon  transplant  occasioned  by 
a previous  attack  of  poliomyelitis.  This  patient 
received  the  NPH  insulin  preparation. 

Case  5 was  a sixty-four-year-old  white  male 
convalescing  from  an  abdominal-perineal  resec- 
tion for  a primary  adenocarcinoma  of  the  rectum. 
No  metastases  were  apparent,  and  liver  studies 
were  within  normal  limits.  This  patient  re- 
ceived the  globin  insulin  preparation. 

Results 

The  blood  sugar  curves  are  illustrated  in 
Table  I. 

The  differences  in  blood  sugar  levels  are  more 


apparent  than  real,  indicating  no  augmentation 
of  therapeutic  effect  of  depot  insulin  by  adding 
hyaluronidase.  The  differences  in  values  fall 
within  the  range  of  error  inherent  in  the  labora- 
tory methods  used. 

Comment 

In  view  of  encouraging  reports  in  recent  med- 
ical literature  concerning  the  effectiveness  of 
hyaluronidase  in  relation  to  tissue  absorption,  it 
was  deemed  worthy  to  use  this  enzyme  in  con- 
junction with  depot  insulin  preparations  and  to 
study  the  effect  of  such  mixtures  in  normogly- 
cemic individuals.  Five  patients  were  selected 
who  were  apparently  within  normal  metabolic 
limits.  Control  blood  sugars  and  blood  sugar 
determinations  following  the  administration  of 
depot  insulins  and  hyaluronidase  and  depot  in- 
sulins alone  were  made. 

Summary 

Mixtures  containing  the  spreading  factor, 
hyaluronidase,  with  depot  insulins  do  not  cause 
any  significant  effect  in  enhancing  the  rapidity 
or  intensity  of  effect  of  depot  insulins  in  nor- 
moglycemic individuals. 
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COMMITTEE  REPORT  OX  FEDERAL  MEDICAL  SERVICES 


A progress  report  summarizing  extensive  research 
which  is  being  conducted  on  Federal  medical 
services  to  dependents  of  servicemen  and  to  veterans 
with  nonservice-connected  disabilities,  and  the 
processing  of  patients  between  armed  forces  and 


veterans  hospitals  was  submitted  to  the  A.M.A.'s 
House  of  Delegates  meeting  in  June.  The  special 
subcommittee  expects  to  make  a complete  report, 
with  specific  recommendations,  in  December. — 
A.M.A.  News  Notes , July,  1952 


SEDATION  WITHOUT  SIDE-EFFECTS  BY  USE  OF 
NIACIN  HYDROBROMIDE 

Theodore  M.  Feinblatt,  M.D.,  and  Edgar  A.  Ferguson,  Jr.,  Brooklyn,  New  York 


MAINTENANCE  of  sedative  action  without 
side-effects  has  been  demonstrated  in  a 
clinical  series.  While  sedation  was  sustained, 
niacin  amide  hydrobromide  prevented  bromide 
rash  and  other  symptoms  related  to  bromism. 

I Niacin  amide  hydrobromide  supplies  the  integral 
I portion  of  the  molecule  of  coenzyme  I and  co- 
enzyme II  which  function  in  promotion  of  cellular 
oxidations.1  Bromism  and  pellagra  are  both 
caused  by  poisoning  or  deficiency  of  the  di-  and 
tri-phosphopyridine  nucleotides.  Niacin  (nico- 
tinic acid)  is  pyridine-3-carboxylic  acid  and 
supplies  the  essential  portion  of  the  molecule  of 
the  two  coenzymes.2  Bromism  and  pellegra3 
have  characteristic  signs  and  symptoms  refer- 
able to  the  skin.  Areas  most  affected  are  those 
exposed  (such  as  forehead,  neck,  and  the  back). 
The  face  and  other  areas,  exposed  to  light,  often 
show  acneform  and  other  irritative  lesions.4 

It  has  been  demonstrated  that  bromides  in- 
jected intravenously  at  once  entered  the  spinal 
fluid.5  The  serum  contained  a lower  concentra- 
tion of  bromine  ions  than  the  spinal  fluid,  while 
the  reverse  is  true  of  the  chlorine  ion.  It  was 
generally  shown  by  Cushny  that  when  the  body 
is  saturated  with  bromides,  the  blood  plasma  and 
all  the  fluids  contain  as  much  bromide  as  chloride 
ion.5  For  example,  during  bromide  therapy  the 
gastric  juice  may  contain  even  more  hydro- 
bromic  acid  than  hydrochloric  acid.  The  bro- 
mides are  not  simply  added  to  the  normal  salt  of 
the  blood  but  replace  the  chlorides.  Bromides 
are  excreted  in  such  quantities  that  the  total 
normal  salt  concentration  of  the  blood  is  main- 
tained, although  the  chloride  ion  is  much  dimin- 
ished. 

Cushny  showed  that  during  bromism  there  was 
not  only  an  excess  of  bromide  in  the  body  but 
also  a deficiency  of  chlorides.5  In  his  time  it  was 
questioned  whether  the  symptoms  of  bromism 
and  the  sedative  effects  of  bromide  arose  from  the 
action  of  bromide  directly  or  were  results  of  the 
deficiency  of  chloride.  It  was  felt  that  this 
balance  between  bromide  and  chloride  ions  ex- 
plained completely  the  action  of  the  bromides. 

It  was  later  shown  by  Wuth  that  high  serum 
bromide  levels  were  responsible  for  symptoms  of 
bromism.6  Much  stress  was  laid  on  the  symp- 
toms of  mental  confusion.7-6  Later  reports 
have  shown  that  bromide  medication  is  safe  and 
does  not  cause  insanity  but  a reversible  psycho- 
sis.9 All  these  investigators  emphasized  that 
the  concentration  of  bromide  ion  caused  the 


symptoms  of  bromism.  However,  the  question 
was  not  asked  as  to  why  this  increase  in  bromide 
ion  caused  such  symptoms.  It  should  be  re- 
membered, in  consideration  of  this  point,  that 
it  is  more  impressive  to  note  that  the  patient 
will  still  remain  alive  with  almost  complete  sub- 
stitution of  bromide  for  chloride  ion.  This 
should  cause  more  speculation  than  the  fact  that 
symptoms  of  bromism  and  stupor  are  prominent. 
No  other  ion  may  be  so  substituted  in  the  body 
without  causing  death.  While  Cushny  and 
Wuth  showed  that  the  bromide  ion,  rather  than 
deficiency  of  chloride  ion,  was  responsible  for 
narcotizing  of  animals,  the  critical  question  of 
why  bromide  caused  bromism  was  not  answered. 
Description  only  was  essayed  in  terms  of  tissue 
and  blood  levels  of  bromide  ion. 

Present  researches  of  Harris  and  Derian  have 
shown  that  this  critical  question  is  answered  by 
investigation  of  the  coenzyme  mechanism  of 
tissue  oxidation.1  The  relation  of  this  mech- 
anism to  porphyrinurea10  has  been  shown  in 
pellagra.11-13  Thus,  it  has  been  shown  that 
the  presence  of  bromides  causes  impairment  of 
the  function  of  di-  and  tri-phosphopyridine 
neucleotides  (coenzymes  I and  II).14,15 

Material 

The  purpose  of  this  report  is  to  show  the 
clinical  counterpart  of  the  above  related  chemical 
and  laboratory  findings.  Clinical  findings  dem- 
onstrate that  niacin  amide  hydrobromide  in 
combination  with  bromides  causes  symptoms 
of  bromism  to  disappear.  The  dose  used  was 
5 mg.  (V12  grain)  of  niacin  amide  hydrobromide 
to  450  mg.  (7V2  grains)  of  bromides  in  the  form 
of  an  equal  quantity  of  ammonium  and  potas- 
sium bromide.  When  niacin  amide  hydro- 
bromide was  included  in  the  bromide  medication 
from  the  beginning,  bromism  did  not  develop. 
This  is  the  exact  clinical  counterpart  of  the 
observation  that  while  serum  levels  of  bromide 
remain  high,  the  symptoms  of  bromism  disap- 
pear.1 This  reversal  of  symptoms  of  bromism 
with  no  change  in  serum  level  of  bromides  de- 
monstrates clearly  that  the  mechanism  of  bro- 
mism is  entirely  explained  by  the  poisoning 
effect  of  bromide  on  the  coenzyme-nucleotide- 
oxidative  process.  Whether  this  mechanism  is 
affected  by  the  deficiency  of  chloride  as  well  as 
the  increase  in  bromide  level  cannot  now  be 
answered. 

Forty  females  and  ten  males,  ranging  in  age 
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TABLE  I. — Untoward  Effects  in  50  Cases  Treated  with  Triple  Bromides 
and  Bromides  plus  Niacin  Amide  Hydrobromide 


— Untoward  Effects 

Bromides  Plus  Niacin 

Triple  Bromides  U.S.P.* . . Amide  Hydrobromide* 


Itch 

Rash 

Mental 

Nausea  Confusion 

Itch 

Rash 

Mental 

Nausea  Confusion 

Symptom  present 

12 

18 

4 2 

1 

Symptom  increased 

1 

1 

Symptom  partially 
relieved 

1 

1 

2 

2 

* Equivalent  doses  of  bromides. 


from  twenty-three  to  sixty-six  years,  with  an 
average  of  forty-five  years,  were  treated  with 
equivalent  doses  of  triple  bromides  and  bromides 
plus  niacin  amide  hydrobromide.  Table  I shows 
a comparison  of  the  two  forms  of  bromide  therapy. 

Case  Reports 

The  following  case  histories  are  illustrative. 

Case  2. — D.  B.,  age  thirty  years,  height  62  inches, 
weight  100  pounds,  was  a married  female  with  no 
children.  She  showed  signs  of  hyperthyroidism. 
Her  main  complaint  was  nervousness.  She  suffered 
from  insomnia,  loss  of  appetite,  and  wept  easily 

Physical  examination  was  normal.  Laboratory 
findings  indicated  a slight  rise  in  the  metabolic  rate 
and  a normal  blood  chemistry.  The  heart  rate  was 
normal,  and  blood  pressure  was  unchanged. 

It  was  felt  that  this  was  a case  of  functional  nerv- 
ousness and  could  best  be  treated  by  simple  bromide 
t herapy.  While  taking  7 ‘A  grains  of  triple  bromides 
daily,  the  patient  showed  partial  relief  from  all 
symptoms,  nervousness,  insomnia,  weeping,  and  loss 
of  appetite. 

While  taking  this  bromide  therapy,  she  developed 
itch  and  rash  on  the  back  and  face.  This  appeared 
within  one  week.  When  it  was  found  that  the  rash 
and  itch  persisted,  the  medication  was  changed  to  a 
compound  of  bromides  with  niacin  amide  hydrobro- 
mide, the  same  total  dose  of  bromides  being  given. 
Within  a few  days  both  rash  and  itch  completely 
disappeared. 

This  demonstrates  the  effect  of  the  compound  of 
bromides  plus  niacin  amide  hydrobromide  in  re- 
lieving bromism  while  continuing  sedative  therapy. 
While  taking  this  medication,  the  patient  experi- 
enced complete  relief  from  all  symptoms,  nervous- 
ness, insomnia,  weeping,  poor  appetite,  and  irritabil- 
ity. 

Case  4- — R.  D.,  age  thirty-seven  years,  height  63 
inches,  weight  125  pounds,  married  female  with  two 
children.  This  patient’s  main  complaint  was  nerv- 
ousness. Worry  about  a nonexistent  heart  condi- 
tion caused  her  much  distress.  She  found  it  diffi- 
cult to  sleep,  wept  frequently,  and  was  irritable  and 
very  tired  most  of  the  time. 

Physical  examination  was  normal.  Laboratory 
findings  indicated  a normal  metabolic  rate  and  blood 
chemistry.  The  heart  rate  was  normal,  and  no 
heart  disease  was  revealed.  The  blood  pressure  was 
normal. 

It  was  felt  that  this  was  a case  of  functional  nerv- 


ousness and  could  best  be  treated  by  simple  bromide 
therapy.  While  taking  7‘A  grains  of  triple  bromides, 
this  patient  had  partial  relief  from  all  symptoms, 
nervousness,  insomnia,  weeping,  irritability,  and 
tiredness.  While  taking  this  bromide  therapy,  she 
developed  a rash  on  her  face  and  arms.  She  did  not 
complain  of  itch.  She  did  complain  of  feeling  men- 
tally confused. 

When  the  patient  returned  ten  days  later,  the 
medication  was  changed  to  a compound  of  bromides 
with  niacin  amide  hydrobromide,  the  same  total 
dose  of  bromides  being  given.  The  rash  com- 
pletely disappeared,  and  the  patient  no  longer  ex- 
hibited mental  confusion.  This  demonstrates  the 
effect  of  the  compound  of  bromides  and  niacin  am- 
ide hydrobromide  in  relieving  bromism  while  contin- 
uing sedative  therapy.  While  taking  this  medica- 
tion, this  patient  had  partial  relief  from  nervousness, 
insomnia,  irritability,  tiredness,  and  complete  relief 
from  weeping. 


Conclusions 

Almost  every  case  of  untoward  reaction  due  to 
bromide  therapy  cleared  when  bromides  were 
given  together  with  niacin  amide  hydrobromide. 
This  demonstrates  the  salutary  effect  of  niacin 
amide  hydrobromide  in  clearing  bromism  while 
continuing  bromide  therapy. 
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NARCOANALYSIS  IN  ULCERATIVE  COLITIS 

Wilfred  Dorfman,  M.D.,  Brooklyn,  New  York 
( From  the  Medical  Service  of  the  Maimonides  Hospital) 


Narcoanalysis  s a method  by  winch 

repressed  emotional  material  is  quickly 
brought  to  the  surface  of  consciousness.  Sodium 
Amytal  and  Pentothal  given  intravenously  will 
often  cause  a patient  to  reveal  thoughts  and 
feelings  hitherto  kept  secret.  These  drugs 
produce  a state  of  euphoria  and  drowsiness,  a 
feeling  of  serenity,  and  a desire  to  communicate 
with  others,  especially  about  personal  problems.1-3 
There  is  also  a heightened  susceptibility  to  the 
effects  of  persuasion  and  suggestion,  just  as  in 
hypnotic  states.3,4  Although  it  is  probable 
that  most  of  the  information  obtained  in  this 
manner  could  eventually  be  obtained  through 
a prolonged  period  of  doctor-patient  relation- 
ship, the  use  of  these  drugs  often  provides  a 
quicker  method  for  overcoming  the  patient’s  re- 
sistances.5-7 In  the  treatment  of  psychoso- 
matic states,  where  frequently  a desperate 
medical  situation  may  make  long  psychoanalytic 
investigation  decidedly  impractical,  narcoanaly- 
sis may  offer  a unique  opportunity  to  provide 
more  rapid  psychotherapy. 

Ulcerative  colitis  is  a disease  in  which  precise 
knowledge  of  cause  is  lacking,  although  psy- 
chogenic factors  have  long  been  recognized  to 
play  some  role  in  its  etiology.8  The  use  of  anti- 
biotics has  proved  to  be  of  value  in  the  treat- 
ment of  some  of  the  acute  febrile  exacerbations 
ot  the  illness,  but  they  have  often  failed  to  alter 
its  basic  course.9  Murray  was  struck  by  the 
close  time  relationship  between  the  outbreak  of 
symptoms  and  emotional  disturbances.10  He 
also  found  emotional  immaturity  to  be  present 
in  all  of  his  cases  and  felt  that  diarrhea  repre- 
sented an  infantile  reaction  to  fear.  Conflicts 
centering  about  marital  relationships  were  found 
to  be  the  most  common  psychogenic  factors  in 
precipitating  the  illness.  Sullivan  found  that 
his  patients  showed  an  obsessive  sense  of  neat- 
ness.11 The  housewives  were  of  the  fussy  variety, 
and  emotional  tension  was  an  outstanding  charac- 
teristic. They  often  gave  a history  of  financial 
worry  and  were  preoccupied  with  money  mat- 
ters. Abnormally  close  attachment  to  the  mother 
and  to  other  relatives  was  frequent.  He  stated 
that  his  patients  were  helped  more  by  improve- 
ment of  their  personality  than  by  treatment 
directed  toward  their  colon.  Wittkower  re- 
ported that  in  28  of  40  patients  clear-cut  emo- 
tional trauma  was  the  precipitating  factor.12 
Daniels  noted  a self-destructive  suicidal  com- 
ponent in  the  personality  of  his  colitis  patients.13 


One  of  the  most  frequent  problems  noted  was 
that  of  emancipation  from  a domineering  rela- 
tive. Childbirth,  when  associated  with  emotional 
conflict,  was  also  a frequent  precipitating  factor. 
Daniels  felt  that  emotional  conflict  furnished  the 
most  consistent  recurring  factor.  Alexander 
found  that  his  patients  did  not  stand  responsi- 
bility well,  and  in  some  cases  the  colitis  masked 
a severe  depression.14  Groen,  an  internist,  noted 
that  specific  conflictual  situations  often  imme- 
diately preceded  the  outbreak  of  the  disease.15 
He  found  his  patients  to  be  passive,  fearful, 
lacking  in  “normal  aggression,”  and  in  great 
need  of  love.  They  usually  denied  the  presence 
of  emotional  conflict  and  outwardly  often  ap- 
peared  to  be  well  composed.  White  and  Jones 
found  that  over  two  thirds  of  their  100  cases 
of  mucous  colitis  had  a recurrence  of  the  disease 
as  a result  of  some  psychogenic  factor.16 

Despite  the  tendency  for  some  authors  to 
delineate  a specific  and  definitive  personality, 
it  seems  more  probable  that  these  traits  are 
really  not  specific  for  ulcerative  colitis,  for  they 
can  be  found  in  other  illnesses  in  which  psy- 
chosomatic correlations  may  be  present,  such  as 
peptic  ulcer,  asthma,  hypertension,  eczema,  coro- 
nary disease,  and  obesity.  These  traits  are  also 
seen  in  patients  who  have  a clear-cut  neurosis 
but  are  free  from  organic  disease.  At  any  rate, 
there  seems  to  he  a distinctive  inability  for  many 
of  these  patients  to  assert  themselves.17  They 
are  often  extremely  submissive  and  dependent 
and  have  an  almost  ceaseless  need  for  love,  af- 
fection, and  attention.  They  often  achieve 
security  through  a lack  of  freedom  of  expression. 
Even  normal  and  quite  reasonable  displays  of 
anger  are  kept  in  check  at  any  cost  since  they  are 
unable  to  express  the  slightest  bit  of  hostility 
in  interpersonal  relationships.  They  must  be 
careful  to  be  nice  to  everyone,  lest  they  suffer 
anxiety  through  the  fear  of  the'r  subsequent 
disapproval . 

Grace,  Wolf,  and  Wolff  provided  an  oppor- 
tunity for  the  study  of  the  colon’s  response  to 
emotion  in  patients  with  fistulous  openings.18 
During  periods  of  tranquillity  they  noted  the 
bowel  to  be  pale  and  relatively  immobile  with  a 
secretion  that  was  low  in  lysozyme.  During 
anger  and  resentment  the  bowel  was  redder, 
hyperactive,  and  showed  an  increase  in  the  con- 
centration of  lysozyme.  Through  the  sign  oido- 
scope  Dennis  observed  petechial  lesions  to  occur 
during  anger.19  Lium  showed  that  sustained 
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contraction  of  the  bowel  resulted  in  engorgement 
and  ultimate  ulceration  of  the  mucous  mem- 
brane.20 

The  concept  of  the  etiology  of  ulcerative  colitis 
may  thus  lie  along  the  following  pattern  of  events: 

(1)  a primary  etiologic  factor  (as  yet  unknown), 

(2)  chronic  anger  and  resentment  due  to  repressed 
hostility  lead  to  engorgement  of  the  intestinal 
mucosa,  (3)  continued  hypermotility  produces 
bleeding  in  an  engorged  mucosa,  (4)  increasing 
lysozyme,  by  enzymatic  action,  further  devita- 
lizes and  erodes  the  fragile  mucous  membrane, 
and  (5)  bacterial  invasion  finds  a fertile  field  in 
this  severely  damaged  mucosa,  producing  an 
acute,  toxic  febrile  illness. 

In  using  Sodium  Amytal  for  narcoanalysis,  the 
patient  must  first  be  prepared  by  preliminary 
interviews,  in  which  the  nature  of  the  procedure 
is  discussed  and  anxiety  is  allayed.  An  amount 
of  drug  is  used  which  is  sufficient  to  produce 
drowsiness.  The  dosage  varies  from  0.1  to  0.8 
Gm.  (1.5  to  12  grains).  A 10  per  cent  solution 
is  used,  the  usual  dose  being  7l/2  grains  dissolved 
in  10  cc.  of  distilled  water.  The  rate  of  flow  is 
about  1 grain  per  minute  intravenously.  An 
ampule  of  caffeine  is  kept  available,  to  be  used 
in  case  of  untoward  reaction.  Questioning  should 
be  as  innocuous  as  possible,  the  method  of  free 
association  being  used.3  The  patient  should 
be  permitted  to  express  his  thoughts  freely  with- 
out too  much  interruption  or  attempts  at  forced 
insight.  Definite  dangers  do  exist  in  providing 
the  patient  with  rapid  insight,  since  acute  de- 
pression and  severe  anxiety  may  follow  in  the 
wake  of  a rapid  breakdown  of  the  patient’s 
emotional  defenses.  Reasurrance  throughout 
the  session  is  important.  Helping  the  patient 
to  dramatize  an  emotionally  charged  experience 
is  often  of  extreme  value.6 

Case  Report 

Mr.  I.  G.,  a fifty-two-year-old  plumber,  was  ad- 
mitted to  the  Maimonides  Hospital  medical  service 
on  July  23,  1951,  with  a history  of  diarrhea  of  seven 
months  duration.  He  was  apparently  in  good  health 
until  that  time,  when  he  noted  a sudden  onset  of 
profuse,  watery  diarrhea.  His  stools  were  brown  in 
color,  about  eight  to  ten  per  day,  without  gross 
bleeding.  There  were  no  associated  constitutional 
symptoms.  The  diarrhea  did  not  respond  to  the 
usual  constipating  agents.  Appetite  remained  good, 
but  there  was  a 10-pound  weight  loss  up  until  five 
weeks  prior  to  admission  when  the  bowel  move- 
ments were  noted  to  be  grossly  bloody.  A gastro- 
intestinal x-ray  was  made  and  a barium  enema  given, 
and  the  patient  was  told  that  he  had  ulcerative 
colitis.  The  total  weight  loss  from  the  onset  of 
illness  to  the  time  of  admission  was  25  pounds. 
Two  days  prior  to  hospitalization,  the  bloody  diar- 
rhea became  more  marked,  chills  and  fever  were 
noted,  and  the  patient  was  admitted. 


Temperature  was  101.8  F.,  respirations  20  pulse 
108.  Patient  was  a well-developed,  fairly  well- 
nourished  white  male,  appearing  pale  and  chroni- 
cally ill.  Chest  was  emphysematous.  Lungs  were 
clear.  Heart  was  not  enlarged  to  percussion.  Regu- 
lar sinus  rhythm  was  present  at  a rate  of  108.  A 
blowing,  grade  II  systolic  murmur  was  heard  at  the 
mitral  area,  transmitted  to  the  axilla.  A harsh, 
grade  II  systolic  murmur  was  also  heard  at  the  aor- 
tic area,  with  complete  obliteration  of  the  first 
sound.  There  were  no  thrills.  Blood  pressure  was 
135/60.  Abdomen  was  soft,  and  no  tenderness  was 
elicited.  Rectal  examination  showed  blood  and 
mucus  on  the  examining  finger.  Capillar}'  pulsation 
was  visible  in  the  fingers. 

Urine  examination  on  admission  showed  plus- 
minus  protein,  no  glucose,  4 plus  acetone,  occasional 
white  blood  cell,  10  granular  casts,  and  an  occasional 
hyaline  cast.  Admission  blood  count  showed  72 
per  cent  hemoglobin,  with  3,280,000  red  blood  cells, 
10,650  white  blood  cells  with  50  per  cent  segmented, 
12  per  cent  bands,  2 per  cent  metamyelocytes,  25 
per  cent  lymphocytes,  5 per  cent  eosinophils,  and 
6 per  cent  monocytes.  Sedimentation  rate  was  30 
(normal  value  10  to  15  mm.).  Serology  was  nega- 
tive. Stool  was  positive  for  blood  but  negative  for 
ova  and  parasites.  Chest  plate  on  July  25  showed 
an  aortic,  hypertensive  heart  contour.  There  was 
moderate  engorgement  of  the  vascular  tree  with 
emphysema.  Blood  sugar  was  126  mg.  per  cent, 
blood  urinary  nitrogen  9 mg.  per  cent,  serum  pro- 
teins were  5.3  mg.  per  cent,  albumin  2.7  per  cent, 
and  globulin  2.6  per  cent.  Cephalin  flocculation 
was  negative.  Cholesterol  was  150  mg.  per  cent 
with  35  mg.  in  the  free  state  (23.4  per  cent).  Elec- 
trocardiogram showed  sinus  tachycardia. 

The  patient  was  treated  with  a high-protein, 
low-residue  diet,  complete  bed  rest,  codeine,  tinc- 
ture of  opium,  parenteral  liver  extract,  vitamin  B, 
sulfaguanidine,  and  sulfasuxidine.  He  showed  little 
to  no  improvement  and  continued  to  be  febrile 
with  frequent  loose  bowel  movements.  The  treat- 
ment was  then  supplemented  by  vitamin  K,  tinc- 
ture of  belladonna,  and  frequent  transfusions.  Be- 
cause of  lack  of  improvement,  oral  streptomycin  was 
substituted,  without  success,  for  one  week.  (Aureo- 
mycin  had  been  given  orally  in  daily  dosage  of  2 
Gm.  per  day  for  three  weeks  prior  to  admission.) 

It  was  then  that  the  first  Amytal  interview  was 
attempted  (August  9,  1951).  During  the  prelimi- 
nary interviews,  prior  to  the  use  of  Amytal  and  also 
during  the  taking  of  the  history,  the  patient  had 
repeatedly  denied  any  worries  or  emotional  trauma 
preceding  his  illness.  In  fact,  he  had  stated  em- 
phatically that  he  was  not  the  “worrying  type”  and 
was  “quite  easygoing.”  Under  Amytal,  however, 
he  related  many  instances  where  he  was  very  angry 
and  upset.  He  was  particularly  hostile  toward  his 
wife,  for  he  was  certain  that  she  had  “ruined  his 
business.”  When  asked  if  he  had  expressed  any 
anger  or  resentment  toward  her  openly,  he  said  that 
he  could  not  do  this  because  it  was  not  “in  my 
character”  to  be  angry.  He  also  displayed  evi- 
dences of  anger  toward  his  business  associates.  He 
traced  the  onset  of  his  illness  to  the  day  his  partners 
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“locked  him  out  of  the  business.”  He  did  not  dis- 
play any  outward  anger  toward  them  but  soon  after- 
ward became  too  ill  to  go  to  business.  On  the  same 
evening  of  the  interview  the  patient  became  eu- 
phoric, singing  loudly  in  the  ward.  The  next  day 
he  referred  to  the  interview  as  the  most  enjoyable 
experience  of  his  life.  He  was  quite  talkative 
throughout  the  day.  On  August  11  he  was  afebrile 
but  seemed  depressed.  When  questioned,  he  stated 
that  he  had  argued  with  one  of  the  orderlies  the  night 
previously  because  he  had  refused  to  change  his 
wet  bedclothes.  He  remarked  that  it  was  unusual 
for  him  to  argue  with  anyone  because  he  didn’t  like 
“to  bother”  people.  He  continued  to  be  afebrile, 
and  on  August  13  the  stool  was  negative  for  blood. 
A second  interview  was  attempted  on  August  14. 
Following  this  he  once  again  became  euphoric, 
singing  loudly  and  becoming  very  talkative.  Dur- 
ing the  interview  he  repeated  the  story  of  “domina- 
tion” by  his  wife,  citing  many  examples  of  this  and 
relating  his  inability  to  express  any  outward  anger 
toward  her.  Following  his  interview,  the  patient 
was  afebrile  for  one  day,  but  the  temperature  began 
to  climb  again  on  the  second  day,  reaching  101  F. 
on  August  28.  The  diarrhea  continued,  but  the 
patient  seemed  to  be  clinically  improved.  On 
August  30  there  was  a third  Amytal  interview,  and 
following  this  he  once  again  became  afebrile.  His 
temperature  remained  normal  thereafter  for  the 
rest  of  his  hospital  stay.  His  diarrhea  had  now 
improved  so  that  he  had  only  two  to  three  move- 
ments per  day,  and  these  were  fairly  well  formed. 
At  this  time  a second  barium  enema  was  given 
(August  29,  1951)  and  showed  the  presence  of 
ulcerative  colitis,  but  there  was  an  additional  finding 
of  an  indenture  and  filling  defect  in  the  distal  trans- 
verse colon.  This  was  interpreted  as  either  spasm, 
polyp  formation,  or  possibly  new  growth.  A repeat 
study  on  September  24  and  again  on  October  27 
confirmed  these  x-ray  findings.  His  clinical  status, 
however,  was  quite  good.  There  was  a weight  gain 
of  15  pounds,  absence  of  diarrhea,  and  the  stools 
were  negative  for  blood.  It  was  decided  to  dis- 
charge him  temporarily  to  a convalescent  home. 
He  was  readmitted  on  November  23,  1951,  for 
follow-up,  and  the  barium  enema  at  this  time  showed 
a marked  diminution  in  the  lesion,  favoring  the 
diagnosis  of  inflammation  rather  than  malignancy. 
The  patient  was  then  discharged  to  be  followed  in 
the  gastrointestinal  clinic  of  the  hospital. 

Comment 

Although  ulcerative  colitis  is  a disease  in  which 
spontaneous  and  unpredictable  remissions  can 
and  do  occur,  it  would  seem  that  the  effects  of 
psychotherapy  in  this  patient  were  more  than 
might  be  expected  from  pure  coincidence.  This 


man  was  desperately  ill  and  had  not  reacted  to 
the  usual  medical  measures.  Following  the  use 
of  Sodium  Amytal  intravenously,  it  was  found 
that  the  clinical  course  and  defervescence  were 
as  impressive  as  that  reported  from  the  use  of 
antibiotics.  The  appearance  of  a lesion  simulat- 
ing malignancy  was  a complication,  but  the 
general  clinical  picture  warranted  further  ob- 
servation in  preference  to  radical  surgery.  It  is 
not  implied  that  Sodium  Amytal  is  a panacea  for 
ulcerative  colitis;  it  was,  however,  of  definite 
aid  in  permitting  a more  rapid  approach  to  the 
conflicts  of  this  particular  patient. 

Summary 

1 . The  background  for  the  use  of  narcoanaly- 
sis in  the  treatment  of  ulcerative  colitis  is  re- 
viewed. 

2.  A case  study  is  presented  to  corroborate 
further  the  marked  palliative  and  ameliorative 
effect  that  can  be  produced  by  the  judicious  use 
of  psychotherapy  in  the  management  of  a patient 
with  ulcerative  colitis. 

3.  The  technic  described  is  one  that  is  readily 
available  to  the  internist  interested  in  the  emo- 
tional factors  in  disease. 

1921  Newkirk  Avenue 
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AUTOMATIC  CLIP  INSERTER 

Alfred  Haas,  M.D.,  New  York  City 


THE  union  of  operative  and  accidental  wounds 
by  clips  (Agraffes  de  Michel)  has  gained 
considerable  popularity  for  obvious  reasons,  the 
most  important  of  which  is  noncommunication 
of  the  suture  line  with  the  deeper  layers  of  the 
skin. 

Clips  should  not  be  used  to  take  up  tension 
and  should  be  removed  early  in  order  not  to 
leave  any  marks.  The  application  is  not  limited 
to  skin  sutures.  With  the  demand  for  ever 
stricter  and  more  incisive  aseptic  measures  clips 
are  used  now  extensively  for  the  fixation  of 
draping  and  stockinettes  to  the  edges  of  the 
operative  wound. 


The  instrument  holds  50  clips  at  a time 
which  should  suffice  for  any  practical  purpose 
(Fig.  1).  The  clips  are  placed  on  a sliding  bar. 
A locking  device  at  the  top  of  the  bar  holds  the 
clips  in  place,  even  when  the  instrument  is  in- 
verted. With  every  opening  and  closing  act  of 
the  forceps,  a clip  drops  automatically  and 
accurately  between  the  ends  of  the  inserting 
forceps,  which  have  the  usual  slot  for  holding 
clips.  The  insertion  of  the  clips  and  the  adap- 
tion of  skin  is  done  by  the  same  person.  This 
insertion  of  clips  is  possible  in  very  rapid  suc- 
cession and  greatly  cuts  the  time  in  which  even 
the  most  extensive  wound  may  be  closed. 


Fig.  1.  Automatic  clip  inserter:  (A)  pusher,  ( B ) retainer,  ( C ) sliding  bar,  (D)  lock. 


Up  to  now  the  application  of  the  clips  was 
somewhat  complicated  and  slow  because  they 
were  passed  individually  in  a forceps.  Several 
instruments  for  insertion  of  clips  in  quick 
succession  have  been  found  unreliable  in  opera- 
tion. The  instrument  briefly  described  below 
has  been  developed  by  the  author  in  collaboration 
with  Leonhard  Vollmer,  mechanic.*  It  has 
been  found  to  function  reliably  in  practice  over 
a period  of  two  years. 


* Distributed  by  L.  Vollmer,  New  York  City. 


In  opening  and  closing  the  forceps,  the  ‘‘pusher'’ 
forces  the  sliding  bar  back  and  forth.  The 
pusher’s  action  is  regulated  by  a spring.  A 
guiding  pin  holds  the  two  branches  of  the  forceps 
vertically  opposite  each  other  to  hold  the  clip 
firm.  The  pusher  really  governs  the  whole- 
operation.  It  releases  one  clip  at  the  right 
moment  and  snaps  back  the  retainer  to  block 
the  following  clips  while  the  first  clip  is  closed. 

Initial  shortcomings  have  been  eliminated. 
The  instrument  should  simplify  and  accelerate 
clip  inserting  procedures. 

1 43  East  88th  Street 
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DENATURED  INSULIN:  A SIMPLIFIED,  RAPID  MEANS  OF  TREAT- 
MENT OF  ALLERGY  TO  INSULIN  COMPLICATING 
DIABETIC  KETOSIS 


Henry  Dolger,  M.D.,  New  York  City 
( From  the  Diabetes  Clinic  of  Mount  Sinai  Hospital ) 

AN  EXASPERATING  therapeutic  problem 
confronts  the  physician  when  severe  allergic 
manifestations  to  insulin  develop  in  diabetic 
patients  desperately  in  need  of  treatment  with 
this  hormone. 

The  generalized  allergic  reactions  represent 
sensitization  to  insulin  protein  itself  and  do  not 
appear  during  the  initial  period  of  treatment. 
Typical  of  other  forms  of  allergy,  sensitization 
is  developed  gradually  so  that  generalized  symp- 
toms become  manifest  only  after  the  first  or 
second  week  of  treatment  or  immediately  follow- 
ing the  reintroduction  of  insulin  therapy  after 
a lapse  of  several  months  or  years.  The  usual 
nonspecific  clinical  picture  of  general  urticaria, 
dyspnea,  stridor,  arthralgias,  etc.,  characterizes 
this  type  of  reaction  to  insulin.  Naturally  the 
complication  interferes  with  the  planned  treat- 
ment and  in  rare  instances  forms  the  basis  for 
resistance  to  insulin. 

Generalized  allergic  reactions  to  insulin 
respond  unsatisfactorily  to  antihistaminic  ther- 
apy administered  either  parenterally  or  orally. 
Jorpes  reported  that  insulin  which  had  been 
recrystallized  6 to  7 times  produced  no  allergic 
reactions,  but  unfortunately  this  product  is  not 
procurable  in  this  country.1  In  an  acute  in- 
sulin emergency  only  two  procedures  are  avail- 
able: (1)  rapid  desensitization  to  insulin  which 
requires  twenty-four  to  forty-eight  hours  to 
become  effective  and  (2)  the  use  of  denatured  in- 
sulin. In  an  emergency  the  use  of  denatured 
insulin  is  preferable  to  rapid  desensitization  since 
it  offers  the  simplest  and  quickest  means  of 
obtaining  urgently  needed  insulin  effects  in  the 
presence  of  severe  constitutional  allergic  re- 
actions to  the  hormone. 

The  concept  of  denaturing  insulin  by  heat 
(boiling)  evolved  from  an  analogy  to  the  common 
practice  of  using  denatured  egg  in  the  desensiti- 
zation of  patients  allergic  to  that  particular  food 
protein.  This  was  suggested  further  by  the  fact 
that  the  molecular  weight  of  insulin  is  about  equal 
to  that  of  egg  albumin,  namely  36,000  to  46,000. 
Furthermore,  regular  and  crystalline  zinc  in- 
sulin, being  in  an  acid  medium  (pH  3.0),  can  with- 
stand boiling  for  three  hours  and  retain  more 
than  half  of  its  physiologic  activity.2  In  fact, 
boiling  for  fifteen  minutes  results  in  a loss  of  only 
10  to  20  per  cent  of  insulin  activity,  according 


to  recent  estimates  by  Dr.  F.  B.  Peck  of  the  Lilly 
Research  Laboratories.2 

Consequently  in  May,  1949,  when  the  author 
was  confronted  with  a severe  generalized  allergic 
reaction  to  insulin  in  a patient  with  diabetic 
ketosis,  a Hal  of  crystalline  zinc  insulin  was  de- 
natured by  immersion  in  boiling  water  for  a 
period  of  thirty  minutes.  The  dramatic  result 
obtained  is  described  in  the  case  below  and  led  to 
the  use  with  equal  success  of  this  simply  prepared 
material  for  the  treatment  of  patients  with  severe 
local  cutaneous  reactions  to  insulin.3  Of  course 
only  the  clear,  rapidly  acting,  unmodified  in- 
sulins, regular  and  crystalline  zinc,  can  be  used 
for  denaturing  by  heat,  a process  which  is  not  ap- 
plicable to  the  modified  types  protamine  zinc, 
globin,  and  NTH  insulin.  This  makes  it  neces- 
sary' to  resort  to  several  daily  injections  as  is 
customary  when  using  regular  insulin.  Once 
desensitization  has  been  accomplished,  in  about 
two  to  three  weeks,  any  commercially  available 
insulin  may  be  used  without  provoking  allergic 
reactions,  either  localized  or  systemic.  Transfer 
of  such  patients  to  protamine  zinc,  globin,  and 
NTH  insulin  has  been  effected  without  difficulty. 

The  following  case  illustrates  the  problem  and 
its  management  . 

A forty-nine-year-old  physician  with  a history  of 
mild  diabetes  of  sixteen  years  duration  had  taken 
insulin  intermittently  in  the  past  six  years  for  brief 
periods.  Ten  days  after  the  very  first  administra- 
tion he  developed  generalized  urticaria,  dyspnea, 
and  malaise,  requiring  epinephrine  for  relief  of 
Symptoms.  Insulin  was  discontinued,  and  at 
various  times  attempts  to  reinstate  it  evoked  the 
same  generalized  allergic  pattern,  regardless  of  the 
type  of  insulin  used  or  the  coincidental  administra- 
tion of  antihistaminic  therapy  in  large  doses. 

When  seen  in  May,  1949,  he  presented  the  classic 
symptoms  of  diabetes — thirst,  polyuria,  asthenia, 
and  loss  of  weight,  at  which  time  glycosuria  (5  per 
cent),  acetonuria  (4  plus),  and  hyperglycemia  (the 
blood  sugar  level  being  428  mg.  per  cent)  were  pres- 
ent. In  view  of  the  allergic  history,  0.1  cc.  or  4 
units  of  crystalline  zinc  insulin  (Lilly)  were  adminis- 
tered subcutaneously.  Within  five  minutes  the 
patient  developed  generalized  urticaria  and  laryn- 
geal stridor  necessitating  repeated  injections  of 
0.5  cc.  of  1 : 1,000  solution  of  epinephrine. 

A vial  of  crystalline  zinc  insulin  (U80)  was  boiled 
for  thirty  minutes  as  described  above,  and  10  units 
were  injected  subcutaneously  four  hours  after  the 
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initial  allergic  reaction  had  subsided.  No  allergic 
manifestations  having  appeared,  this  was  repeated 
in  an  hour  and  every  two  hours  thereafter.  A 
total  of  60  units  had  been  given  by  the  next  morning 
when  glycosuria  and  acetonuria  as  well  as  the  dia- 
betic symptoms  had  disappeared.  At  that  time  a 
blood  sugar  level  of  70  mg.  per  cent  was  obtained. 
Free  from  all  allergic  and  diabetic  symptoms,  the 
patient  proceeded  on  a regimen  of  20  units  of  the 
denatured  insulin  twice  daily.  After  one  month 
this  was  changed  to  a single  daily  injection  of  40 
units  of  globin  insulin,  because  he  now  planned 
to  return  to  his  native  country  where  the  eating 
habits  appeared  more  suited  to  the  activity  of  this 
type  of  insulin  (main  meal  at  lunch,  four  o’clock  tea, 
light  dinner).  The  transfer  to  globin  insulin  was 
effected  uneventfully.  He  has  continued  his 
professional  activities  in  the  past  two  years  without 
any  disturbance  from  the  daily  administration  of 
insulin. 

Once  desensitization  has  been  accomplished 
in  the  patient  with  generalized  allergic  reactions, 


a period  requiring  some  two  to  three  weeks,  any 
type  of  commercially  available  insulin  may  be 
used  without  difficulty.  To  date  four  patients 
with  constitutional  allergic  reactions  and  six 
patients  with  fairly  severe  local  cutaneous 
reactions  have  been  treated  by  denatured  insulin 
with  uniform  success. 

Summary 

Severe  constitutional  or  generalized  allergic 
manifestations  represent  a true  allergy  to  the  in- 
sulin protein  itself.  This  need  not  be  a deterrent 
to  the  use  of  insulin  when  necessary,  since  de- 
naturing by  heat  can  yield  a physiologically  po- 
tent insulin  without  sensitizing  properties. 

1049  Park  Avenue 
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REMOVAL  OF  PART  OF  STOMACH  IN  ULCER  CASES  SAFER  AND  MORE  EFFECTIVE 


Removal  of  part  of  the  stomach  today  is  a safer 
and  much  more  effective  method  of  treatment  of 
cases  of  gastric,  gastrojejunal,  and  duodenal  ulcers 
than  it  was  a generation  ago,  according  to  Drs. 
Alfred  A.  Strauss,  Siegfried  F.  Strauss,  Arthur  H. 
Schwartz,  David  D.  Kram,  and  Walter  W.  Masur, 
of  Chicago.  This  conclusion  is  based  on  a study 
of  1,796  nonselected  ulcer  victims  so  treated  over 
a period  of  thirty-three  years.  A follow-up  in 
1,200  of  the  cases  revealed  that  95  per  cent  of  the 
atients  were  well,  on  a full  diet  without  medicine, 
ad  a normal  blood  picture,  and  showed  an  increase 
of  weight  from  15  to  50  pounds. 

“The  use  of  spinal  anesthesia  in  conjunction  with 
chemotherapy  and  the  antibiotic  drugs,  we  believe, 
explains  the  difference  in  the  mortality  of  the  groups, 
since  it  has  so  effectively  reduced  the  incidence  of 
fatal  pulmonary  complications,”  the  authors  stated. 

The  cases  studied  were  divided  into  two  groups: 
950  patients  treated  between  1917  and  1938  and  846 
treated  between  1938  and  1950.  In  the  earlier 
group  682  patients  received  a general  anesthetic, 
156  a spinal  anesthetic,  and  112  a local  anesthetic. 
The  mortality  of  this  group  was  33  (3.5  per  cent). 
In  the  1938  to  1950  group  792  received  a spinal 
anesthetic  and  only  54  a general  anesthetic.  In 
this  later  group  the  mortality  was  1.4  per  cent 
(12  deaths). 


According  to  the  doctors,  gastric  ulcers  should 
always  be  treated  surgically  since  there  is  no  method 
for  definitely  diagnosing  a gastric  lesion  as  an  ulcer 
or  a beginning  cancer  without  microscopic  study  of 
a section  of  the  lesion.  Another  reason  for  surgical 
intervention  in  such  cases,  the}’  said,  is  that  the 
gastric  lesion  may  penetrate  the  pancreas  of  the 
lesser  peritoneal  cavity  and  cause  severe  symptoms 
which  may  end  with  a fatal  hemorrhage.  Duodenal 
ulcers  should  have  the  benefit  of  at  least  one  thorough 
course  of  medical  management  before  surgery  since 
many  patients  with  such  ulcers  that  do  not  bleed 
or  are  not  perforating  are  usually  relieved  of  their 
symptoms  after  rest  in  bed  for  two  weeks  and  rou- 
tine medical  management.  Some  bleeding  ulcers 
may  be  treated  conservatively  while  others  require 
surgery.  Penetrating  ulcers  and  a ruptured  duo- 
denal ulcer  require  prompt  surgical  intervention. 

“The  removal  of  about  75  per  cent  of  the  stomach 
is  one  of  the  most  important  factors  in  the  success 
of  subtotal  gastrectomy.  The  amount  of  the  stom- 
ach resected  does  not  affect  the  mortality  and 
morbidity.  Subtotal  gastrectomy  is  indicated  for 
patients  with  a history  of  a second  hemorrhage, 
a mechanical  obstruction  of  the  pylorus  or  duodenum, 
or  those  who  have  not  responded  to  medical  therapy 
after  a sufficient  trial. — Journal  of  the  American 
Medical  Association,  July  19,  1952 


PALLIATIVE  TREATMENT  OF  OSTEOARTHRITIS  (DEGENERATIVE 
JOINT  DISEASE)  BY  THE  INTRA-ARTERIAL  INJECTION  OF 
PRISCOLINE 

Selvan  Davison,  M.D.,  and  Maurice  Wolf,  M.D.,  New  York  City 

( From  the  Arthritis  Clinic  of  the  Mount  Sinai  Hospital) 


IN  THE  course  of  the  study  of  degenerative 
joint  disease  (osteoarthritis),  we  became  in- 
terested in  the  influence  of  peripheral  circulatory 
factors  upon  articular  pain  and  function.  Hol- 
lander and  Horvath  have  demonstrated  a de- 
creased synovia]  blood  flow  in  degenerative  joint 
disease.1  Technics  such  as  intra-articular  pro- 
caine injections  and  local  histamine  iontophoresis 
quickly  effect  temporary  increased  mobility  where 
a spastic  condition  exists.  The  association  of 
vascular  changes  with  synovial  ischemia  and 
muscular  spasm  may  be  a primary  consideration 
producing  joint  pain  and  disability. 

In  accordance  with  this  line  of  thought,  we 
decided  to  investigate  the  effect  of  Priscoline 
(2-benzylimidazoline  hydrochloride)*  upon  de- 
generative joint  disease.  Priscoline  is  an  adren- 
olytic and  sympatholytic  agent  with  a direct 
action  upon  the  autonomic  nerve  endings.2-4 
Wien  administered  orally  and  intravenously,  no 
appreciable  relief  of  arthritic  symptoms  was 
noted.  The  intra-arterial  technic  employed  in 
therapy  of  peripheral  vascular  disease  was  then 
adopted.5-7  Intra-arterial  injections  into  the 
femoral  artery  have  been  reported  as  developing  a 
maximum  increase  in  circulation  in  the  corre- 
sponding extremity,  greater  than  by  oral  or  intra- 
venous channels.6 

In  arteriosclerotic  peripheral  vascular  disease, 
intra-arterial  Priscoline  producing  an  increased 
blood  flow  to  the  affected  part  often  relieves  pain 
and  disability.  A comparable  circulatory  effect 
could  be  anticipated  in  and  around  a joint. 
Therefore,  we  have  investigated  the  value  of 
Priscoline  intra-arterially  (femoral  artery)  as  a 
palliative  measure  in  degenerative  joint  disease 
of  the  knees.  The  method  has  been  employed  in 
20  patients.  The  results  obtained  with  this  in- 
expensive and  relatively  simple  procedure  were 
sufficiently  encouraging  to  prompt  this  pre- 
liminary clinical  report.  We  have  been  unable 
to  discover  any  other  references  in  the  literature 
regarding  intra-arterial  Priscoline  in  the  therapy 
of  arthritis. 

Selection  of  Cases 

Of  the  20  cases  15  wrere  female  and  five  male. 
Their  ages  ranged  from  forty  to  seventy-three 

* Priscoline  used  in  this  study  was  supplied  by  the  Ciba 
Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey. 


years  and  averaged  sixty  years.  Roentgenolo- 
gic changes  seen  in  degenerative  joint  disease 
(osteophyte  and  cyst  formation,  narrowed  joint 
spaces,  eburnation)  were  moderate  to  extensive 
in  13  instances,  minimal  in  six,  and  absent  in  one. 
In  all  patients  there  was  disability,  walking  pain, 
pain  at  rest  and  in  bed,  and  tenderness.  Some  de- 
gree of  objective  swelling  was  found  in  12  patients. 
In  all  instances  other  therapeutic  measures  had 
been  used  with  indifferent  results.  In  each 
patient  both  objective  and  subjective  evidences 
of  pain  and  disability  were  recorded.  Severity, 
in  terms  of  degrees  of  tenderness,  swelling, 
disability,  walking  pain,  and  resting  pain,  was 
graded  as  minimal,  moderate,  marked,  very 
marked,  and  incapacitating.  This  was  charted 
on  a 1 to  5 graph  scale. 

Methods 

Eight  cases  were  treated  solely  with  Priscoline 
(Table  I) . Asa  control,  in  12  patients  the  prelimi- 
nary treatment  was  intra-arterial  saline.  In  two 
patients  presenting  bilateral  knee  involvement 
saline  was  injected  into  one  femoral  artery  and 
Priscoline  into  the  other.  They  are  reported 
below.  At  all  times  the  patient  was  unaware  of 
the  type  of  medication,  and  care  was  taken  not  to 
mention  a “new”  treatment.  The  dosage  of 
Priscoline  was  25  mg.,  but  it  was  soon  discovered 
that  15  mg.  produced  an  adequate  response  in 
a number  of  cases. 

A 20-gauge,  l'/Vinch  needle  was  used,  attached 
to  a 2-cc.  syringe.  The  femoral  artery  was 
palpated  just  distal  to  the  inguinal  ligament, 
steadied  between  two  fingers,  and  the  needle  in- 
serted at  right  angles  to  the  artery.  A rhythmic, 
pulsating  upwrard  pressure  in  the  syringe  of 
bright  red  blood  denoted  a successful  intra- 
arterial puncture.  Within  a few  seconds  follow- 
ing injection  of  the  Priscoline,  there  was  a diffuse 
warmth  and  erythema  of  the  ipsilateral  lower 
extremity,  sometimes  accompanied  by  a sensation 
of  heat  and  tingling.  A piloerector  phenomenon 
was  frequently  observed.  Injections  were  per- 
formed once  or  twice  weekly  except  in  one  patient 
where  there  was  an  opportunity  to  treat  on  four 
consecutive  days. 

Results 

These  were  graded  according  to  the  following 
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TABLE  I. — Summary  of  20  Cases  Treated 


Number 

Age 

(Years) 

Sex 

Duration 

(Years) 

X-ray 

Changes 

Clinical 

Severity 

. — Grade  of  Improvement — - 
Saline  Priscoline 

Number  of 
Treatments 
(Priscoline) 

Folio  w-up 
(Weeks) 

1 

63 

F 

10 

Extensive 

Very  marked 

Moderate 

4 

15 

2 

60 

F 

5 

Moderate 

Marked 

Unimproved 

Very  marked 

1 

i 

3 

72 

F 

13 

Extensive 

Marked 

Unimproved 

Unimproved 

1 

4 

4 

62 

M 

4 

Minimal 

Very  marked 

Very  marked 

3 

23 

5 

67 

F 

10 

Extensive 

Marked 

Unimproved 

2 

8 

6 

54 

F 

6 

Extensive 

Very  marked 

Unimproved 

Marked 

9 

26 

7 

44 

F 

6 

Minimal 

Marked 

Unimproved 

Marked 

2 

2 

8 

62 

F 

15 

Moderate 

Marked 

Unimproved 

Unimproved 

2 

2 

9 

56 

F 

10 

Extensive 

Marked 

Unimproved 

Unimproved 

3 

2 

10 

70 

F 

5 

Moderate 

Very  marked 

Moderate 

5 

20 

11 

73 

M 

10 

Moderately 

extensive 

Very  marked 

Unimproved 

Moderate 

3 

18 

12 

54 

F 

1 

Moderate 

Marked 

Marked 

2 

2 

13 

59 

M 

1 

Absent 

Moderate 

Very  marked 

2 

18 

14 

49 

F 

1 

Minimal 

Very  marked 

Unimproved 

Marked 

6 

18 

15 

40 

F 

1 

Minimal 

Moderate 

Unimproved 

Moderate 

2 

1 

16 

66 

F 

2 

Moderately 

extensive 

Moderate 

Marked 

2 

5 

17 

64 

M 

10 

Minimal 

Very  marked 

Moderate 

4 

20 

18 

60 

M 

2 

Extensive 

Marked 

Unimoroved 

Marked 

4 

10 

19 

73 

F 

1 

Minimal 

Very  marked 

Unimproved 

Very  marked 

3 

6 

20 

62 

F 

4 

Moderately 

extensive 

Very  marked 

Unimproved 

Marked 

8 

20 

criteria  of  improvement:  unimproved  0 to  50 
per  cent;  moderate  50  to  75  per  cent;  marked 
75  to  90  per  cent;  very  marked  90  to  100  per 
cent.  Results  noted  below  are  not  the  immediate 
observations  but  those  of  the  follow-up  period. 

1.  Eight  patients  received  only  Priscoline, 
and  the  results  were  as  follows : 


Very  marked  improvement  2 

Marked  improvement  2 

Moderate  improvement  3 

Unimproved  1 


2.  Twelve  cases  were  initially  injected  with 
physiologic  saline  solution.  Virile  in  several 
instances  there  was  immediate  benefit,  it  was 
short  lived,  usually  under  an  hour.  At  the  follow- 
ing visit  intra-arterial  Priscoline  was  used  and 
continued  in  each  case,  and  where  improvement 
occurred,  it  was  most  often  dramatic.  For  ex- 
ample, several  patients  entered  using  a cane,  limp- 
ing badly,  flexing  the  knee  incompletely  and  with 
exquisite  pain,  and  mounting  the  treatment  table 
with  difficulty.  After  the  injection  of  the  Prisco- 
line, the  knee  was  fully  flexed  and  with  little  or  no 
pain.  They  walked  comparatively  normally  and 
did  not  need  their  canes.  Relapse  was  reported 
in  some  instances  within  twenty-four  to  seventy- 
two  hours,  but  in  all  but  four  cases  further  in- 
jections evoked  a satisfactory  response  (moderate 
to  very  marked)  for  as  long  as  twenty-six  weeks 
at  the  last  follow-up.  The  following  indicates 
the  degree  of  improvement  of  the  above  group: 


Very  marked  2 

Marked  5 

Moderate  2 

Unimproved  3 


The  number  of  treatments  varied  from  one  to 
nine.  The  average  was  a little  more  than  three. 


The  over-all  results  of  all  20  patients  who 
received  Priscoline  intra-arterially  were  as 
follows: 


Very  marked  improvement  4 

Marked  improvement  7 

Moderate  improvement  5 

Unimproved  4 


Regarding  the  two  cases  with  bilateral  knee 
involvement,  the  injection  of  saline  in  one  ex- 
tremity and  Priscoline  in  the  other  resulted  in 
definite  improvement  in  the  latter  and  no  relief  in 
the  limb  injected  with  saline.  Following  fai  lure 
with  saline,  Priscoline  was  successful. 

Follow-up  was  not  possible  beyond  two  weeks 
in  six  patients  since  they  failed  to  return.  Of 
this  number,  two  had  been  benefited  by  Prisco- 
line. Fourteen  patients  were  observed  for 
periods  ranging  from  four  to  twenty-six  weeks. 
Decided  improvement  was  maintained  in  eight 
instances,  while  comparatively  complete  relapse 
was  reported  by  six  patients  over  four  to  ten 
weeks.  Additional  injections  have  aided  five  of 
these  six  cases. 

Untoward  side-reactions  were  absent  in  all 
our  cases.  No  evidence  of  postural  hypotension, 
tachycardia,  weakness,  or  generalized  flush  ap- 
peared following  the  intra-arterial  injection  of 
Priscoline.  Levels  of  50  mg.  are  commonly  em- 
ployed in  peripheral  vascular  disease  clinics 
without  manifestations  of  undesirable  reac- 
tions.6-6 We  discovered  no  evidence  of  damage  to 
the  artery  or  surrounding  tissues. 

Comment 

It  is  realized  that  in  the  field  of  arthritis  the 
report  of  a gratifying  response  to  a new  thera- 
peutic measure  must  be  carefully  examined. 
Psychogenic  factors  arc  important,  particularly 
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when  injections  are  used.  All  patients  in  this 
series  had  at  some  time  in  the  course  of  their 
disease  received  other  forms  of  antirheumatic 
treatment,  usually  including  physiotherapy,  often 
radiotherapy,  and  some  type  of  injection  such  as 
intravenous  Pontocaine  or  intramuscular  for- 
eign protein.  In  those  patients  reporting  bene- 
fit from  intra-arterial  Priscoline,  no  other  thera- 
peutic) measures  had  produced  relief  as  rapidly 
and  for  as  long  a period. 

In  general,  relief  of  pain  was  more  prominent 
than  relief  of  disability.  However,  considerable 
and  rapid  improvement  in  maneuverability  al- 
most always  accompanied  diminished  pain  and 
included  increased  range  of  motion  of  the  joint. 
Such  rapid  and  marked  improvement  indicates 
relaxation  of  soft  tissue  spasm,  presumably  fol- 
lowing vasodilatation  and  increased  blood  supply. 
Where  structural  changes  and  bony  union  ex- 
isted, greatly  augmented  range  of  joint  move- 
ment was  not  to  be  expected. 

Summary  and  Conclusions 

1.  Injection  of  Priscoline  into  the  femoral 
artery  has  been  employed  as  a palliative  meas- 


ure in  the  therapy  of  degenerative  joint  disease 
of  the  knees. 

2.  Twenty  cases  have  been  so  treated.  Six- 
teen reported  moderate  to  very  marked  benefit 
while  four  were  unimproved. 

3.  Unfavorable  side-reactions  were  not  en- 
countered. 

4.  A possible  mechanism  for  the  action  of 
intra-arterial  Priscoline  is  discussed. 

5.  Further  investigation  of  the  relationship 
of  peripheral  vascular  changes  and  degenerative 
joint  disease  and  the  mechanism  of  action  of  Pris- 
coline intra-arterially  on  joint  pain  and  disability 
is  indicated.  Such  a program  is  being  pursued 
in  this  clinic. 

129  East  79th  Street 
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MAGNUSON  PLAN  FOR  ANNUAL  EXAMINATION  OF  SCHOOL  CHILDREN 


A novel  plan  has  been  projected  by  Dr.  Paul  B. 
Magnuson,  whose  position  as  chairman  of  the  Com- 
mission on  the  Health  Needs  of  the  Nation  gives 
him  considerable  prestige  in  this  administration 
for  solving  three  of  the  serious  health  problems. 

In  brief,  the  Federal  government  would  set  aside 
enough  money  to  pay  for  the  cost  of  an  annual 
physical  examination  for  every  school  child  at  $10.00 
per  examination.  To  do  the  job,  hospitals  and 
medical  schools  would  set  up  special  clinics  that 
would  return  substantial  profits,  helping  the  schools 
and  hospitals  financially. 

Dr.  Magnuson  estimates  that  not  1 per  cent  of 
the  31,000,000  children  between  five  and  eight 
years  of  age  receive  physical  examinations  each 
year  unless  they  become  sick.  Furthermore,  he 
condemns  most  of  the  examinations  given  today 
as  “cursory.” 


Dr.  Magnuson  says  that  the  $10.00  examinations 
could  provide  lung  roentgenograms,  blood  count, 
urinalysis,  and  studies  of  bone  growth  and  develop- 
ment and  still  be  profitable. 

Under  the  proposals,  hospitals  and  medical 
schools  would  collect  about  $310,000,000  together- 
each  year  from  the  Federal  government.  Critics 
of  the  idea  suggest  several  points  which  they  believe 
Dr.  Magnuson  has  probably  overlooked.  They 
say  that  his  estimate  of  the  need  is  far  out  of  line, 
that  most  school  children  receive  adequate  medical 
care,  either  from  private  physicians  or  through  free 
clinics  of  one  sort  of  another.  Also,  these  critics 
claim  that  elaborate  tests  are  not  needed  for  children 
and  that  there  would  be  no  way  to  bring  examina- 
tions to  the  many  rural  children  who  now  present 
the  most  critical  medical  care  problem. — Modern 
Medicine , June  1 , 1952. 


CORNELL  CONLERENCES  ON  THERAPY 


Departments  of  Pharmacology  and  Medicine,  Cornell 
University  Medical  College  and  New  York  Hospital 

'T'HESE  are  stenographic  reports,  which  have  been  edited,  of  conferences  by  the  mem- 
bers of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  ETniversity 
Medical  College  and  New  York  Hospital.  The  questions  and  discussion  involve  par- 
ticipation by  members  of  the  staff  of  the  college  and  hospital,  students,  and  visitors.  A 
selected  group  of  these  conferences  is  published  in  an  annual  volume,  Cornell  Confer- 
ences on  Therapy,  by  the  Macmillan  Company. 


Treatment  of  Pneumonia 


Dr.  George  Reader:  Modern  antimicrobial 
therapy  has  become  so  broad  in  scope  that  today 
we  can  attempt  in  one  conference  a discussion  of 
the  complex  problems  of  pneumonia.  In  the  past 
it  would  have  been  considered  well  worth  while 
to  spend  an  entire  hour  on  a single  form  of  the 
disease. 

We  have  the  privilege  today  of  having  one  of 
our  own  staff  members  to  open  the  discussion, 
Dr.  Tompsett. 

Dr.  Ralph  Tompsett:  As  a basis  for  the  dis- 
cussion today  I would  like  to  present  a brief  sum- 
mary of  the  current  opinions  on  the  choice  of 
antimicrobial  agents  in  the  treatment  of  primary 
pneumonia.  It  seems  appropriate  at  this  time, 
as  in  previous  conferences,  to  review  what  may 
be  considered  as  the  objects  in  the  treatment  of 
pneumonia,  in  order  to  place  these  remarks  in 
their  proper  light  with  reference  to  the  problem 
as  a whole.  The  aim  of  all  therapy  in  pneu- 
monia may  be  considered  as  threefold:  first,  to 
select  and  administer  properly  that  antimicro- 
bial agent  or  combination  of  agents  which  has 
the  greatest  likelihood  of  being  effective  in  con- 
trolling the  infection,  second,  to  promote  the 
patient’s  comfort  during  the  period  of  acute  ill- 
ness and  subsequent  convalescence,  and,  third, 
whenever  possible  to  prevent  complications  or 
irreversible  anatomic  and  physiologic  changes 
during  the  period  required  for  control  of  the  in- 
fection. 

My  remarks  this  afternoon  will  be  devoted  al- 
most entirely  to  the  first  aim  of  therapy,  namely, 
that  of  choosing  and  administering  the  proper 
antimicrobial  agent  for  the  control  of  the  infec- 
tion. This  choice  of  antimicrobial  agent,  which 
has  the  greatest  likelihood  of  exerting  the  most 
effective  specific  activity  in  any  given  form  of 
pneumonia,  rests  entirely  on  a precise  bacteri- 
ologic  diagnosis.  This  requires  time,  and  as 


you  know,  valuable  time  would  be  lost  were  we 
always  to  wait  for  a truly  precise  bacteriologic 
diagnosis.  To  be  practical  then,  in  the  majority 
of  patients  one  must  institute  antimicrobial 
therapy  prior  to  the  establishment  of  the  bac- 
teriologic diagnosis,  and,  therefore,  the  therapy 
must  at  times  be  a compromise.  I will  postpone 
discussion  of  this  important  subject,  however 
until  we  have  reviewed  what  is  considered  to  be 
the  optimal  therapy  for  the  various  forms  of 
primary  pneumonia  when  the  etiology  is  estab- 
lished. 

One  may  divide  the  various  forms  of  primary 
pneumonia  into  the  bacterial  forms  and  a mis- 
cellaneous group  in  which  is  included  primary 
atypical  pneumonia.  Among  the  bacterial  pneu- 
monias are  pneumococcal  pneumonia,  which  is 
by  far  the  most  common  of  these  forms,  Fried- 
lander’s  pneumonia,  and  tuberculous,  staphy- 
lococcal, and  streptococcal. 

The  etiology  of  primary  atypical  pneumonia, 
as  you  know,  has  not  been  established,  and  indeed 
this  term  undoubtedly  includes  a group  of  diseases 
of  various  etiology.  Of  importance  for  our  con- 
sideration today,  however,  is  a relatively  small 
number  of  these  cases  in  which  the  clinical  fea- 
tures are  those  of  primary  atypical  pneumonia 
but  which  are  caused  by  the  large  viruses  of  the 
ornithosis-psittacosis  group. 

The  drug  of  choice  in  pneumococcal  pneumonia 
is  penicillin.  It  may  be  administered  in  a variety 
of  ways  which  provide  what  one  might  call  mini- 
mal penicillin  therapy.  Perhaps  the  most  con- 
venient way  is  the  daily  intramuscular  admin- 
istration of  1 cc.  of  one  of  the  slowly  absorbed 
forms  of  penicillin,  which  contains  300,000  units 
of  procaine  penicillin,  or  what  is  now  called  forti- 
fied penicillin,  which  contains  both  the  300,000 
units  of  procaine  penicillin  and  100,000  units  of 
sodium  penicillin  This  daily  therapy  should  be 
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j continued  in  pneumococcal  pneumonia  for  a mini- 
mum period  of  seven  days  and  preferably  for  ten 
days.  The  so-called  “broad-spectrum  anti- 
, biotics,”  aureomycin,  chloramphenicol,  and  terra- 
i mycin,  are  also  effective  in  terminating  the  acute 
phase  of  illness  in  pneumococcal  pneumonia.  It 
remains  an  open  question,  however,  as  to  whether 
these  latter  drugs  are  as  effective  in  preventing 
! complications  as  is  penicillin.  It  is  conceivable 
that  they  may  be  even  more  effective  than  peni- 
cillin in  reducing  an  already  low  incidence  of 
empyema  and  meningitis  secondary  to  pneu- 
mococcal pneumonia.  Nevertheless,  it  seems  ad- 
visable to  continue  the  use  of  penicillin  in  those 
patients  in  whom  the  diagnosis  of  pneumococcal 
pneumonia  can  be  established  with  reasonable 
certainty  until  further  information  can  be  ob- 
tained on  the  incidence  of  these  complications  in 
controlled  studies. 

In  acute  Friedlander’s  pneumonia  the  treat- 
ment of  choice  is  concurrent  administration  of 
dihydrostreptomycin  and  one  of  the  broad- 
spectrum  drugs  which  I have  named,  terramycin, 
aureomycin,  and  chloramphenicol.  Dihydro- 
streptomycin may  be  given  in  doses  of  40  to  60 
mg.  per  Kg.  per  day  (approximately  2 to  3 Grn. 
a day  in  the  average  adult)  by  intramuscular 
administration  throughout  the  period  of  acute 
illness.  With  this  dosage  schedule  there  is  very 
little  risk  of  toxic  reactions.  As  I have  men- 
tioned, in  addition  to  dihydrostreptomycin  in 
Friedlander’s  pneumonia,  it  is  believed  one 
should  administer  one  of  the  other  three  drugs. 
There  is  very  little  to  choose  among  them.  Prob- 
ably it  is  most  reasonable  to  give  terramycin  in 
view  of  the  fact  that  on  the  basis  of  in  vitro  sensi- 
tivities in  general  these  strains  are  more  sensitive 
to  terramycin.  Other  serious  Friedlander’s  in- 
fections have  been  found  to  respond  favorably  to 
one  of  these  drugs  without  the  use  of  the  dihy- 
drostreptomycin. This  experience,  however,  is 
relatively  limited,  and  one  would  hesitate  to 
recommend  that  reliance  be  placed  solely  on  one 
of  these  drugs  in  such  a severe  fulminating  in- 
fection as  is  characteristic  of  Friedlander’s  pneu- 
monia. It  is  believed  that  dihydrostreptomycin 
oi’  streptomycin  provides  the  maximum  anti- 
microbial activity  against  Friedlander’s  infection, 
and  the  supplemental  administration  of  a second 
drug,  as  we  mentioned,  not  only  provides  addi- 
tional antimicrobial  activity  itself,  but  also 
affords  a means  of  prolonging  the  effectiveness 
of  streptomycin  through  avoidance  of  the  emer- 
gence of  resistant  strains. 

The  third  most  common  form  of  bacterial  pneu- 
monia is  probably  tuberculous  pneumonia.  The 
antimicrobial  therapy  of  choice  here  would  ap- 
pear to  be  streptomycin  administered  concur- 
rently with  p-amino  salicylic  acid.  There  is  no 


one  regimen  of  therapy  which  is  generally  agreed 
upon  as  being  optimal  in  pulmonary  tuberculosis. 
The  two  most  generally  used  vary  only  in  fre- 
quency of  administration  of  streptomycin.  The 
first  of  these  uses  20  mg.  per  Kg.  per  day,  or  ap- 
proximately 1.0  Gm.  a day  given  in  two  equally 
divided  doses  over  a period  of  at  least  sixty  days 
and  preferably  much  longer.  The  second  method 
of  administration  is  to  give  the  same  dosage  per 
day  of  streptomycin  but  to  give  it  on  only  two 
days  of  the  week,  such  as  each  Monday  and 
Thursday.  The  total  duration  of  therapy  is  the 
same  in  this  regimen  as  in  the  one  mentioned 
previously.  In  tuberculous  pneumonia  it  seems 
advisable  to  use  more  intensive  therapy  initially 
because  of  the  gravity  of  this  form  of  the  disease. 

The  second  drug  used  in  tuberculous  pneu- 
monia is  p-amino  salicylic  acid  which  is  given 
along  with  either  one  of  the  regimens  mentioned 
above.  The  dosage  is  10  to  15  Gm.  a day  in 
divided  doses  of  2 or  3 Gm.  in  each  dose  by  oral 
administration. 

Staphylococcal  pneumonia  is  a rare  clinical 
entity,  one  which  is  seldom  encountered  by  the 
average  physician.  It  is  a disease  which  is  gen- 
erally recognized  only  at  times  when  influenza 
is  prevalent.  No  single  regimen  of  antimicrobial 
therapy  can  be  stated  to  be  optimal  in  these  pa- 
tients. In  general,  it  appears  that  penicillin  is 
most  frequently  indicated  and  should  be  given 
in  large  doses  of  the  order  of  half  a million  units 
of  the  sodium  salt  every  two  hours  around  the 
clock.  In  vitro  sensitivity  tests  are  especially 
important  here  to  aid  in  the  choice  of  the  drug  and 
the  dosage.  It  is  generally  considered  that  a 
second  drug  should  be  given  in  staphylococcal 
pneumonia,  but  again  there  is  no  unanimity  of 
opinion  on  the  choice  of  the  various  drugs  which 
might  be  given.  We  have  employed  here,  with 
some  degree  of  success,  the  combination  of  peni- 
cillin in  the  dosage  mentioned  together  with 
streptomycin  or  dihydrostreptomycin,  2 Gm.  a 
day.  A few  cases  have  been  reported  elsewhere 
in  which  patients  appear  to  have  been  satisfac- 
torily treated  with  aureomycin  or  terramycin. 
It  must  be  emphasized  that  this  disease  is  one 
with  a high  fatality  rate  at  best  and  one  in  which 
the  progression  to  the  formation  of  lung  abscess 
and  empyema  is  very  rapid.  Thus,  to  be  at 
all  effective,  antimicrobial  therapy  must  be 
administered  early,  and  the  results  even  then 
have  been  generally  only  fair. 

I can  say  very  little  about  the  treatment  of 
streptococcal  pneumonia  on  the  basis  of  per- 
sonal experience.  It  seems  reasonable  to  assume 
the  choice  of  therapy  would  be  penicillin  in  aver- 
age doses. 

We  come  then  to  consider  the  group  of  diseases 
called  primary  atypical  pneumonia.  Although 
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in  any  one  case  the  clinical  features  of  primary 
atypical  pneumonia  are  often  not  sufficiently 
characteristic  to  allow  us  to  make  the  diagnosis 
categorically,  in  general,  we  are  familiar  with  the 
clinical  pattern  as  it  has  evolved  in  recent  years. 
I need  only  mention  that  the  disease  runs  a 
relatively  short  self-limited  course,  and  rarely  are 
the  patients  dangerously  ill.  Indeed  it  is  doubt- 
ful whether  any  fatalities  have  ever  occurred  due 
to  primary  atypical  pneumonia  alone.  In  the 
past  couple  of  years  a considerable  amount  of 
time  and  effort  has  been  expended  to  prove  or 
disprove  the  contention  that  any  one  of  the  three 
broad-spectrum  antibiotics  has  an  effect  on  the 
clinical  course  of  primary  atypical  pneumonia. 
There  is  no  general  agreement  about  this  particu- 
lar aspect  of  antimicrobial  therapy  at  the  present 
time.  Our  own  belief  is  that  convincing  evidence 
is  still  lacking  that  any  of  these  three  drugs  has 
an  important  degree  of  activity  in  primary 
atypical  pneumonia.  I must  say,  however,  that 
we  have  made  no  very  intensive  investigation  of 
this  subject,  and  indeed  a number  of  investigators 
have  arrived  at  the  opposite  conclusion.  Re- 
gardless of  this  it  seems  inevitable  that  patients 
with  primary  atypical  pneumonia  will  be  treated 
with  one  of  the  broad-spectrum  antibiotics.  One 
should  be  aware  of  the  possibility  that  an  occa- 
sional case  which  has  the  clinical  features  of  pri- 
mary atypical  pneumonia  will  be  caused  by  one 
of  the  large  viruses  of  the  ornithosis-psittacosis 
group.  These  cases  are  of  particular  interest  to 
us  in  that  we  believe  one  can  anticipate  a very 
dramatic  response  to  one  of  the  three  broad- 
spectrum  drugs,  and,  in  fact,  some  of  the  most 
dramatic  responses  that  have  been  reported 
seemed  suspiciously  like  cases  of  ornithosis. 

To  go  back  for  a moment  to  the  recurrent 
question  of  the  most  reasonable  way  to  initiate 
antimicrobial  therapy  in  the  patient  who  is  seen 
for  the  first  time  and  found  to  have  the  signs  and 
symptoms  of  pneumonia  and  in  whom  the  etiol- 
ogy of  the  pneumonia  must  still  be  established, 
it  is  our  experience  that  with  a careful  history 
and  physical  examination  and  with  a minimum  of 
laboratory  work,  but  this  minimum  is  very  es- 
sential, in  the  vast  majority  of  patients  one  can 
arrive  at  a reasonably  accurate  conclusion  as  to 
the  etiology.  A decision  should  first  be  reached 
whether  the  disease  is  a bacterial  pneumonia  or 
whether  it  is  primary  atypical  pneumonia.  We 
can  all  cite  examples  of  cases  in  which  this  dif- 
ferentiation would  have  been  entirely  impossible, 
but  I believe  most  people  would  agree  that  on  the 
whole  an  accurate  conclusion  can  often  be 
reached  without  much  difficulty.  If  we  then  de- 
cide it  is  a bacterial  pneumonia,  the  main  prob- 
lem is  to  differentiate  one  type  from  the  other, 
that  is,  pneumococcal  from  Friedlander’s  or  from 


staphylococcal  pneumonia.  This  cannot  be  done 
in  less  than  eighteen  or  twenty-four  hours  with- 
out at  least  doing  a gram-stained  smear  of  the 
sputum  and  a leukocyte  count.  If  these  are  done, 
however,  and  if  due  attention  is  paid  to  the  de- 
tails of  the  history  and  physical  examination,  in 
most  patients  a conclusion  can  be  reached  as  to 
the  probable  etiologic  agent  of  the  disease.  To 
differentiate  tuberculous  pneumonia  from  the 
others,  although  it  may  be  truly  difficult  at 
times,  in  the  majority  of  cases  requires  only 
that  we  remember  that  tuberculous  pneumonia 
can  occur  and  simulate  any  of  the  others  men- 
tioned. Then  if  we  separate  the  occasional  case 
of  tuberculous  pneumonia  and  of  Friedlander’s 
pneumonia,  which  should  receive  both  dihydro- 
streptomycin and  another  drug  as  well,  and  also 
the  cases  of  primary  atypical  pneumonia,  which 
would  be  treated  or  not,  depending  upon  your 
convictions,  there  remain  the  patients  with 
pneumococcal  pneumonia  who  should  receive 
penicillin.  The  two  most  difficult  to  differen- 
tiate are  pneumococcal  from  primary  atypical 
pneumonia.  In  those  patients  where  differen- 
tiation does  not  seem  to  be  possible,  it  seems 
wisest  to  give  penicillin  or  one  of  the  three  broad- 
spectrum  antimicrobial  agents. 

Dr.  Reader  : Are  there  any  questions  at  this 
point? 

Dr.  Walter  Modell:  I am  not  clear  why 
patients  in  whom  a specific  diagnosis  could  not 
be  readily  made  should  not  be  given  aureomycin 
or  terramycin  without  penicillin. 

Dr.  Tompsett:  The  only  way  we  can  answer 
that  is  to  go  through  the  list  of  the  pneumonias 
to  decide  what  we  would  be  doing  in  that  case. 
If  the  pneumonia  happens  to  be  pneumococcal 
pneumonia,  the  only  objection  to  giving  aureo- 
mycin or  terramycin  would  be  the  fact  that  the 
experience  to  date  does  not  cover  enough  cases  to 
decide  whether  it  is  as  good  as  penicillin  in  cut- 
ting down  the  incidence  of  empyema  and  meningi- 
tis. 

If  aureomycin  or  terramycin  is  given  to  a pa- 
tient with  Friedlander’s  pneumonia,  we  cannot 
say  for  sure  that  you  would  be  making  a mistake. 
One  can  certainly  say  that  you  would  be  omitting 
what  we  believe  to  be  the  most  effective  drug, 
namely,  dihydrostreptomycin. 

If  the  case  were  staphylococcal  pneumonia,  we 
might  be  doing  all  right  but  cannot  say  for  sure. 
If  it  were  tuberculous  pneumonia,  we  would  be 
practically  wasting  our  time.  Finally,  if  it  were 
primary  atypical  pneumonia,  the  patient  would 
get  well  anyway,  anti  there  you  have  it. 

I might  add  that  it  is  our  conviction  that  one 
seldom  has  to  accept  such  a situation  in  which 
the  etiology  of  the  pneumonia  is  completely  un- 
diagnosed. 
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Dr.  Modell:  I am  asking  you  to  accept  that 
' situation.  What  would  you  do,  assuming  that 
: you  were  uncertain  as  to  the  cause? 

Dr.  Tompsett:  Then  it  would  be  a question 
of  whether  or  not  the  patient  seemed  dangerously 
i ill.  If  so,  the  most  rational  procedure  seems  to 
be  to  give  large  doses  of  penicillin  and  dihydro- 
. streptomycin  which  would  very  likely  protect 
him  for  the  most  part  against  the  most  serious 
infections,  pneumococcal,  staphylococcal,  Fried- 
lander’s,  and  tuberculous  pneumonia.  If  he  is 
not  seriously  ill,  as  judged  simply  on  clinical 
grounds,  then  I would  give  aureomycin  or  terra- 
mycin  until  the  diagnosis  was  established. 

Dr.  Reader:  I would  presume  that  aureomy- 
cin or  terramycin  would  actually  do  no  harm  if 
given  for  the  first  twenty-four  hours  in  these  con- 
ditions, or  would  they  obscure  the  picture  and 
make  it  hazardous  for  the  patient? 

Dr.  Tompsett:  I think  in  several  of  them  it 
might  make  it  more  difficult  to  ascertain  the 
diagnosis.  We  have  been  assuming  throughout 

i1  this  discussion  that  all  the  necessary  specimens 
j for  culture  are  taken  prior  to  the  start  of  therapy. 
If  this  has  been  done,  then  aureomycin  or  terra- 
mycin would  not  be  likely  to  obscure  things  more 
than  any  of  the  other  drugs. 

Dr.  Harry  Gold:  I did  not  hear  Dr.  Tomp- 
sett mention  the  sulfa  drugs  in  Friedlander’s 
i pneumonia.  Did  you  mean  to  leave  them  out? 
Dr.  Tompsett:  Yes. 

Dr.  Gold  : Why? 

Dr.  Tompsett:  Because  I don’t  think  they 
have  any  place  in  the  treatment  of  Friedlander’s 
, infection  at  the  present  time. 

Dr.  Reader:  Certainly  not  in  any  other  type 
of  pneumonia. 

Dr.  Sidney  Rothbard:  I would  like  to  ask 
Dr.  Tompsett  to  review  the  treatment  of  a type 
I of  pneumonia  in  which  it  is  very  difficult  to  evalu- 
ate the  etiology,  namely,  that  pneumonia  which 
follows  aspiration.  It  is  found  frequently  in 
alcoholics  or  follows  tonsillectomy  or  removal  of 
a tooth.  In  short,  the  pneumonia  that  precedes 
]>  the  so-called  putrid  lung  abscess. 

Dr.  Tompsett:  That  constitutes  one  of  the 
important  kinds  of  secondary  pneumonia  which 
we  were  hoping  to  push  into  the  background  this 
afternoon  because  of  its  complexity.  The  etiolo- 
gies of  these  pneumonias  are  quite  varied  as  is  the 
associated  anatomic  damage,  and  it  is  so  difficult 
I to  make  any  general  statements  about  them  that 
I will  not  attempt  it.  Two  points  are  worthy  of 
mention  with  respect  to  suppurative  pneu- 
monia. As  always,  we  attempt  to  get  an  accu- 
rate bacteriologic  diagnosis,  and  here  we  can 
usually  wait  the  time  it  takes.  Second,  in 
these  cases  it  may  be  possible  to  rely  on  clinical 
trial  of  one  or  another  of  the  antibiotics.  It  is  in 


such  a situation  that  the  broad-spectrum  anti- 
biotics are  very  useful.  I believe  in  such  a situ- 
ation where  it  is  not  possible  to  predict  what  the 
etiology  is,  then  they  are  most  useful  because  they 
provide  a range  of  antimicrobial  activity  which 
cannot  be  approached  with  penicillin. 

Dr.  Rothbard:  We  found  that  penicillin  and 
sulfadiazine  gave  a remarkably  good  response  in 
a series  of  patients.  We  then  tried  dihydro- 
streptomycin when  that  became  available.  I 
would  like  to  corroborate  the  statement  you 
made  that  sulfonamides  have  little  usefulness  in 
the  treatment  of  pneumonia.  The  combination 
of  dihydrostreptomycin  and  penicillin  gives  a re- 
markably good  response. 

Dr.  J.  Vernon  Knight  : I would  like  to  offer  a 
slightly  different  view  on  the  choice  of  drugs.  I 
am  in  entire  accord  with  the  treatment  regimen 
which  Dr.  Tompsett  suggested.  I agree  entirely 
that  the  value  of  the  new  broad-spectrum  agents 
for  pneumonia  has  not  been  adequately  eluci- 
dated. I must  say,  however,  that  on  the  basis 
of  cases  I have  seen  in  the  past  season,  I am 
impressed  with  the  value  of  these  three  broad- 
spectrum  agents  in  the  treatment  of  pneumo- 
coccal pneumonia.  I am  also  impressed  that 
they  have  a very  appreciable  effect  in  Friedland- 
er’s infection. 

If  it  is  assumed  that  the  broad-spectrum  agents 
are  as  effective  in  pneumococcal  pneumonia  as  is 
penicillin,  which  may  very  well  be  true,  then 
using  one  of  them  at  the  outset  in  a patient  with 
an  undiagnosed  pneumonia  would  be  an  accept- 
able procedure.  Then  if  the  patient  was  later 
shown  to  have  a Friedlander’s  infection,  strepto- 
mycin could  be  added,  thereby  avoiding  the  loss 
of  time  which  would  have  occurred  had  he  been 
under  penicillin  therapy  alone.  This  point  of 
view,  as  I said,  rests  in  part  on  assumption,  but 
I think  there  is  a good  deal  of  evidence  to  support 
it,  and  I therefore  present  it  as  an  alternative 
method  of  approach  to  the  treatment  of  pneu- 
monia. 

Dr.  Reader:  Are  there  comments  on  Dr. 
Knight’s  remarks? 

Dr.  Walsh  McDermott:  Dr.  Knight  has 
again  raised  the  question  which  Dr.  Tompsett 
posed  in  his  opening  remarks.  The  question  is 
how  good  are  aureomycin,  terramycin,  and 
chloramphenicol  in  the  treatment  of  pneumo- 
coccal pneumonia?  As  Dr.  Knight  said,  if  a pa- 
tient with  pneumococcal  pneumonia  is  given 
chloramphenicol,  aureomycin,  or  terramycin,  a 
very  dramatic  series  of  events  follows  charac- 
terized by  crisis.  It  can  be  said  from  this  that 
the  particular  drug  has  a very  substantial  anti- 
pneumococcal  effect,  but  the  trouble  is  that  the 
same  thing  can  be  said  about  sulfapyridine  which, 
you  will  recall,  has  substantial  antipneumococcal 
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effects.  The  problem  is  that  the  difference  be- 
tween sulfapyridine  and  penicillin  in  pneumo- 
coccal pneumonia  treatment  is  manifested  in 
but  a very  small  fringe  of  all  the  patients  with 
pneumoccal  pneumonia.  That  is,  95  per  cent  of 
them  will  do  just  as  well  on  sulfapyridine  as  they 
will  on  penicillin.  The  advantage  of  penicillin 
has  been  manifest  in  that  percentage  of  patients 
who  develop  metastatic  complications,  in  the 
few  sulfonamide-resistant  cases,  and  in  the  few 
cases  who  are  in  shock  at  the  time  therapy  is 
started.  It  is  in  that  group  that  we  believe  an 
advance  has  been  made  by  substituting  penicillin 
for  sulfapyridine.  It  is  a difficult  situation  be- 
cause, as  Dr.  Knight  points  out,  if  we  could  prove 
that  aureomycin,  terramycin,  or  chloramphenicol 
was  the  equivalent  of  penicillin,  it  certainly 
would  be  preferable  to  give  that  drug  first  and 
add  to  it  if  necessary.  Since  we  have  no  proof 
of  that  at  the  present  time,  it  seems  to  me  pref- 
erable, although  I agree  it  is  a debatable  point, 
to  proceed  as  Dr.  Tompsett  recommends,  namely, 
to  consider  penicillin  as  the  most  powerful  anti- 
pneumococcal  agent  until  proved  otherwise,  and 
the  most  powerful  antistaphylococcal  and  anti- 
streptococcal  agent  until  proved  otherwise,  and  to 
use  it  in  the  more  serious  cases. 

With  reference  to  the  question  Dr.  Modell 
asked,  I certainly  think  that  Dr.  Tompsett  made 
a very  important  point  in  saying  that  in  the  treat- 
ment of  pneumonia,  as  in  most  infections,  we 
must  proceed  on  clinical  diagnosis.  That  is,  we 
have  a paradoxic  situation  in  which  if  our  drugs 
are  to  be  of  any  value,  they  must  be  chosen  on 
the  basis  of  etiology  and  administered  as  soon  as 
possible.  Yet  to  administer  them  rapidly  is  im- 
possible if  we  are  to  wait  until  the  etiology  is 
established.  All  we  can  do  is  to  attempt  to 
recognize  clinical  situations  and  to  think  in  terms 
of  the  biologic  characteristics  of  the  various  in- 
fections. 

For  example,  one  situation  is  represented 
by  the  patient  with  a fulminating  pneumonia 
of  very  rapid  onset  with  severe  pain  and  perhaps 
leukopenia.  That  picture  can  be  caused  by  a 
few  instances  of  pneumococcal,  by  many  cases 
of  Friedlander’s,  and  by  many  instances  of 
staphylococcal  pneumonia.  When  you  see  that 
clinical  situation,  you  should  say,  “It  may  be 
pneumococcal  pneumonia,  in  which  case  penicillin 
is  all  right.  It  may  be  Friedlander’s  or  staphylo- 
coccal, in  which  case  dihydrostreptomycin  will 
be  all  right,  so  let  us  give  the  two  drugs  until 
we  have  more  definite  information.” 

In  milder  cases  Dr.  Tompsett  implied  that  it 
made  little  difference  which  antibiotic  was  given, 
the  gist  of  his  statement  being  that  aureomycin, 
terramycin,  or  chloramphenicol  would  be  equally 
acceptable,  and  I quite  agree  with  that. 


Dr.  Rothbard  raised  a very  important  point 
covering  suppurative  pneumonia  and  presented 
some  interesting  observations  on  it.  It  is  my 
own  feeling  that  although  the  infecting  organ- 
isms are  diverse,  still  most  of  them  are  penicillin- 
sensitive.  I think  the  treatment  should  be  the 
same  as  for  a patient  with  empyema.  The  acute 
suppurative  pneumonias  should  be  treated  in 
close  association  with  the  surgeon,  and  one  should 
not  attempt  to  do  much  other  than  initiate  anti- 
microbial therapy,  in  which,  as  Dr.  Rothbard  sug- 
gests, penicillin  and  dihydrostreptomycin  are 
satisfactory. 

Dr.  Carl  Muschenheim:  I would  like  to 
ask  Dr.  Tompsett  what  the  objections  are  to  the 
practice,  which  I believe  is  prevalent,  of  giving 
penicillin  plus  one  of  the  broad-spectrum  anti- 
biotics at  the  onset  in  most  cases  of  pneumonia. 

Dr.  Tompsett:  Part  of  the  question  has  al- 
ready been  answered.  One  objection  to  giving 
the  two  drugs,  penicillin  and  aureomycin,  in  this 
way  is  that  the  drug  we  believe  should  be  given 
to  the  patients  who  are  critically  ill  is  not  in- 
cluded, namely,  dihydrostreptomycin.  I believe 
what  Dr.  Muschenheim  may  be  getting  at  is 
whether  there  is  any  antagonism  between  these 
compounds.  There  has  been  considerable  work 
in  the  past  few  years  indicating  that  there  may  be 
antagonism  between  penicillin,  on  the  one  hand, 
and  any  of  the  three  broad-spectrum  drugs  on 
the  other.  Such  antagonism  can  certainly  be  i 
shown  to  be  operative  in  the  test  tube.  It  can 
also  be  shown  in  animals,  provided  certain  condi- 
tions are  met.  It  is  necessary  to  give  a dose  of 
penicillin  which  is  not  greatly  above  the  mini- 
mum curative  level,  and  the  broad-spectrum  drug 
must  be  given  to  the  animal  first  rather  than 
penicillin  in  order  to  demonstrate  this. 

Now  despite  the  fact  that  clinical  proof  of  the 
significance  of  these  laboratory  studies  is  lacking, 

I still  believe  that  they  should  not  be  ignored.  I 
think  that  if  one  feels  obliged  to  give  penicillin 
plus  one  of  the  broad-spectrum  drugs,  while  we 
have  a suspicion  that  there  may  be  antagonism, 
one  should  err  on  the  side  of  giving  larger  doses 
of  penicillin  than  one  would  ordinarily  give  be- 
cause in  all  of  the  laboratory  studies  the  antago- 
nism could  be  negated  by  sufficiently  large 
amounts  of  penicillin. 

Dr.  Reader:  Dr.  Tompsett,  what  about  add- 
ing p-amino  salicylic  acid  to  streptomycin  in  the 
treatment  of  tuberculous  pneumonia.  Do  you 
think  that  is  a necessity? 

Dr.  Tompsett:  I believe  Dr.  Muschenheim 
should  answer  that. 

Dr.  Muschenheim:  I think  it  is  a necessity. 
We  never  give  streptomycin  in  tuberculosis  now 
without  giving  p-amino  salicylic  acid  with  it 
because  of  the  very  convincing  evidence  that  the 
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ini  combination  delays  the  emergence  of  resistance 
«i  to  streptomycin. 

a;  Dr.  Reader:  Does  it  delay  resistance  signifi- 
® cantly  beyond  what  is  obtained  with  strepto- 
> mycin  alone? 
it  Dr.  Muschenheim:  Yes. 

!{  Dr.  Reader:  How  long  is  that  period  on  the 
m average? 

ill  Dr.  Muschenheim:  In  general,  streptomycin 

i-  given  alone,  in  about  half  the  cases  of  tuberculosis, 
?■  ceases  to  give  a response  in  two  to  three  months, 
re  and  at  the  same  time  those  cases  show  a pre- 
dominance of  resistant  strains. 

:o  When  p-amino  salicylic  acid  is  given  at  the  same 
ie  time,  it  is  a rather  more  complicated  situation 
ig  from  the  clinical  side.  There  is  continued  im- 
i-  provement  for  a longer  period  of  time,  some- 
times even  upward  of  a year,  and  combined  treat- 
• ment  has  been  given  effectively  for  a year  or 
g longer. 

s i What  happens  in  the  bacteriology,  I under- 
i ! stand,  is  that  a very  large  proportion  of  these 
- patients  will  fail  to  yield  positive  cultures,  even 
; though  the  cavities  may  persist.  If  they  do  yield 
positive  cultures,  the  strains  will  be  predomi- 
nantly sensitive  to  streptomycin. 

Dr.  Reader:  Do  you  mean  to  imply  that 
streptomycin  plus  p-amino  salicylic  acid  is  the 
last  word  as  far  as  treatment  of  tuberculous  pneu- 
1 1 monia  is  concerned?  Is  it  in  any  sense  eradicative 
1 1 therapy  or  therapy  comparable  to  the  treatment 
of  pneumococcal  pneumonia  with  penicillin? 

Dr.  Muschenheim:  In  early  tuberculous 
pneumonia  which  has  not  progressed  to  case- 
ation, there  may  be  almost  complete  resolution, 
j and  in  that  sense  it  is  quite  comparable.  It  is 
very  difficult,  however,  to  tell  whether  much 
caseation  necrosis  has  taken  place.  Actually 
that  is  not  known  until  the  patient  has  been 
treated  for  a month  or  so  and  there  has  been 
opportunity  to  observe  how  much  resolution 
has  taken  place  and  how  much  organization  and 
cavitation  remain. 

Dr.  Gold:  Have  we  used  p-amino  salicylic 
acid  alone  without  the  antibiotics  in  tubercu- 
losis? 

Dr.  Muschenheim:  Yes,  it  is  sometimes  used 
alone.  It  does  have  a demonstrable  antimicro- 
bial effect,  not  only  in  vitro  but  in  vivo.  The 
order  of  its  activity  is  very  much  less  than  strep- 
tomycin. Aside  from  this,  the  only  objection  to 
using  it  alone  is  that  there  is  the  phenomenon  of 
resistance  to  p-amino  salicylic  acid  also,  so  that 
one  might,  theoretically  at  least,  be  handicap- 
ping the  later  use  of  p-amino  salicylic  acid  with 
streptomycin.  I would  like  to  know  what  Dr. 
Tompsett  thinks  about  that. 

Dr.  Tompsett:  Resistance  to  p-amino  sali- 
cyclic  acid  has  been  recorded,  but  it  has  not  oc- 


curred with  regularity,  and  its  degree  has  not  been 
anywhere  nearly  as  great  as  that  which  occurs  to 
streptomycin.  Streptomycin  is  unique  in  the 
regularity  with  which  strains  will  become  highly 
resistant.  None  of  the  other  drugs  has  that 
remarkable  property  to  that  degree,  and  conse- 
quently when  the  degree  of  resistance  reported 
is  only  twofold,  fourfold,  or  eightfold  to  a drug 
like  p-amino  salicylic  acid,  its  significance  is  more 
difficult  to  assess. 

I think  it  would  be  hard  to  say  whether  the 
drug  is  useful  as  an  adjunct  to  streptomycin  after 
the  organisms  become  resistant. 

Dr.  Rothbard  : I wonder  if  Dr.  Muschenheim 
could  tell  us  how  much  p-amino  salicylic  acid  he 
employs  in  conjunction  with  the  streptomycin, 
and  also,  perhaps,  if  he  has  had  any  occasion  to 
use  the  sodium  salt  of  p-amino  salicylic  acid. 

Dr.  Muschenheim:  P-amino  salicylic  acid, 
as  used  commonly  in  conjunction  with  strepto- 
mycin in  tuberculosis,  is  given  by  mouth,  either 
as  the  acid  or  the  sodium  salt.  I think  the  so- 
dium salt  is  usually  better  tolerated.  It  can  be 
given  in  tablet  form  or  as  a powder.  Usually  we 
give  3 Gm.  four  times  a day  or  4 Gm.  three  times 
a day.  Most  adult  patients  can  tolerate  12  Gm., 
but  not  more.  Occasionally  patients  cannot 
tolerate  that  much.  Most  patients  will  go  along 
very  well  for  a week  or  two,  or  even  for  a month, 
and  then  they  will  find  they  are  having  nausea, 
heartburn,  maybe  a little  bit  of  mild  diarrhea. 
If  they  stop  for  a day  or  two,  they  can  start  it 
again  with  the  full  dosage  and  continue  by  omit- 
ting it  for  several  days  every  two  or  three  weeks. 

Dr.  Reader:  Have  you  applied  it  locally? 

Dr.  Muschenheim:  It  has  been  used  locally  in 
empyema,  but  I have  had  no  personal  experience 
with  it.  We  have  used  it  parenterally  in  some  of 
the  patients  with  tuberculous  meningitis.  The 
patients  have  tolerated  it  either  intravenously 
or  subcutaneously  in  a special  preparation — it 
has  to  be  in  pure  preparation — for  as  long  as  a 
month. 

Dr.  Rothbard  : I would  like  to  add  one  point. 

I am  sure  Dr.  Muschenheim  is  well  aware  that 
the  Swedish  work  with  p-amino  salicylic  acid, 
when  it  first  became  available,  emphasized  that 
it  was  necessary  to  obtain  very  high  blood  levels, 
and  this  requires  very  large  doses.  We  had  ex- 
perience with  as  much  as  20  Gm.  daily  in  some 
patients,  and  strangely  enough  they  were  able 
to  tolerate  it  fairly  well,  but  I doubt  whether 
such  doses  could  be  given  to  seriously  ill  patients. 

Dr.  Muschenheim:  In  the  Veterans  Admin- 
istration Cooperative  Study  a regimen  of  24 
Gm.  daily  was  tried.  It  had  to  be  given  up  be- 
cause there  were  not  enough  patients  who  could 
tolerate  it. 

Dr.  Reader:  Dr.  Timpanelli,  there  was  one 
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question  that  Dr.  Tompsett  did  not  cover  in  de- 
tail with  which  you  might  help  us.  Is  there  any 
important  choice  as  to  how  penicillin  may  he 
given  in  the  patient  with  pneumococcal  pneu- 
monia? Is  it  necessary  to  give  more  than  one 
dose  a day?  Is  “fortified  penicillin”  preferable  to 
procaine  penicillin?  Should  we  use  penicillin  with 
aluminum  monostearate?  Is  penicillin  satis- 
factorily given  by  mouth  to  a patient  with  pneu- 
mococcal pneumonia? 

Dr.  Alphonse  E.  Timpanelli:  I think  every- 
body now  agrees  that  in  a patient  with  pneu- 
mococcal pneumonia  it  does  not  really  make  any 
difference  how  penicillin  is  given.  It  has  been 
proved  in  many  studies  that  the  actual  dosage 
schedule  does  not  matter.  Daily  single  doses  of 
300,000  units  of  sodium  penicillin  in  aqueous  solu- 
tion have  worked.  Similar  doses  of  procaine 
penicillin  with  or  without  aluminum  monostear- 
ate work.  In  some  of  the  other  divisions  at 
Bellevue  many  other  schedules  have  been  tried, 
and  they  all  seem  to  do  very  well.  All  the  studies 
corroborate  the  original  work  done  by  Tillett  and 
his  associates  who  proved  that  it  really  takes 
very  small  amounts  of  penicillin  to  cure  pneu- 
mococcal pneumonia.  Difficulty  arises  when  we 
are  not  actually  dealing  with  pneumococcal 
pneumonia  or  when  we  are  dealing  with  pneu- 
mococcal pneumonia  on  which  has  already  been 
superimposed  a complication  which  has  not  been 
recognized.  Those  are  the  patients  who  do  not 
respond  well,  in  other  words,  the  misdiagnosed 
cases  and  the  cases  which  have  some  complica- 
tion. 

In  addition  to  our  study  of  the  various  dosages 
of  penicillin  in  pneumonia,  we  have  been  study- 
ing the  so-called  broad-spectrum  antibiotics. 
Our  experience  is  not  great,  and  it  would  require 
the  experience  of  a lot  of  people  actually  to  say 
anything  about  the  incidence  of  complications, 
mortality,  and  so  on.  Thus  far,  it  appears  that 
the  broad-spectrum  drugs  are  as  good  as  peni- 
cillin in  the  cases  of  pneumonia  we  have  treated. 
Still,  we  don’t  have  the  broad  experience  with 
these  newer  drugs  that  we  have  with  penicillin. 
I think  that  is  the  important  point. 

Dr.  Knight:  It  should  be  pointed  out  that 
purulent  complications  of  pneumonia  occur  with 
penicillin  therapy.  We  should  not  leave  with  the 
idea  that  with  penicillin,  pleural  effusion,  empy- 
ema, and  meningitis  are  completely  prevented. 
These  complications  are  still  seen  in  a very  small 
percentage  of  cases. 

In  the  same  connection  I might  say  that  in  the 
Bellevue  service  in  the  past  two  years  more  than 
200  patients  with  pneumococcal  pneumonia  have 
been  treated  with  oneof  thebroad-spectrum drugs, 
and,  to  my  knowledge,  no  case  has  developed 
pneumococcal  meningitis  following  such  treat- 


ment. A few  cases  of  empyema  have  occurred, 
and  it  has  been  presumed  this  was  present  on 
the  patient’s  admission  to  the  hospital.  Even 
in  these  cases  no  surgical  treatment  within  the 
past  year  has  been  necessary.  Treatment  by 
needle  aspiration  has  been  successful.  The 
patients  all  improved  and  left  the  hospital 
without  surgical  treatment.  That  applies  even 
to  two  cases  of  fulminating  Friedlander’s  pneu- 
monia who  were  treated  with  the  broad-spectrum 
agents  in  conjunction  with  streptomycin,  and  j 
even  those  cases  left  the  hospital  without 
surgical  treatment.  There  is  accumulating, 
therefore,  a fairly'  impressive  fund  of  information: 
first,  that  there  are  complications  with  penicillin 
alone,  and  second,  that  their  frequency  may  be 
as  low  or  lower  with  the  broad-spectrum  agents 
as  with  penicillin. 

Dr.  Muschenheim:  I would  like  to  ask  Dr. 
Knight  what  dosage  of  the  broad-spectrum  anti- 
biotics he  uses  in  pneumococcal  pneumonia. 

Dr.  Knight:  We  have  used  2 Gm.  a day  of  | 
aureomycin  and  terramycin  and  3 Gm.  a day  of  ! 
chloramphenicol.  There  is  a good  deal  of  evi- 
dence now  to  suggest  that  these  doses  are  more 
than  are  actually  necessary.  We  have  not  tested  , 
them  out  in  a series  of  patients,  but  1 Gm.  a day  I 
may  very  well  prove  to  be  adequate  for  aureomy-  I 
cin  and  terramycin,  and  possibly  for  chloram- 
phenicol. 

Dr.  Walter  Modell:  From  time  to  time 
diseases  alter  in  virulence.  I wonder  if  there  is 
any  evidence  that  over  the  years  pneumococcal 
pneumonia  has  changed  in  character. 

Dr.  McDermott:  It  has  been  pointed  out 
that  pneumococcal  infections  were  far  less  ma- 
lignant infections  in  England,  Scotland,  and  Aus- 
tralia in  the  twenties  and  thirties  than  in  this 
country.  Visitors  from  abroad  were  always  im- 
pressed by  the  malignancy  of  the  pneumococcal 
pneumonia  seen  here.  I don’t  think  there  is 
really  any  solid  proof  of  this.  Certainly  whey 
pneumococcal  pneumonia  is  allowed  to  go  un- 
treated today,  it  can  be  just  as  malignant  as  ever. 

I would  like  to  ask  Dr.  Knight  how  he  would 
treat  a fifty-year-old  patient  who  presents  the 
characteristic  findings  of  pneumococcal  pneu- 
monia and  in  whose  sputum  on  direct  smear  there 
are  gram-positive  diplococci.  The  patient  com- 
plains of  a very  severe  headache,  much  more 
severe  than  would  be  anticipated  on  the  basis  of 
the  headache  that  may  accompany  fever.  I 
know  he  has  given  thought  to  that  question. 

Dr.  Knight:  I suspect  Dr.  McDermott  is 
wondering  whether  this  patient  has  pneumo- 
coccal meningitis  as  well  as  pneumococcal  pneu- 
monia. I would  at  least  investigate  that  point. 

Dr.  McDermott:  Let  us  say  you  find  noth- 
ing in  the  cerebrospinal  fluid. 


August  15,  1952] 


TREATMENT  OF  PNEUMONIA 


2055 


Dr.  Knight:  That  does  not  exclude  the  possi- 
bility that  the  patient’s  cerebrospinal  fluid  actu- 
ally is  inoculated  with  pneumococci.  I think  we 
must  consider  the  therapy  with  the  worst  com- 
plication in  mind  and  choose  a regimen  for  the 
treatment  of  pneumococcal  meningitis.  To  be 
i'  sure,  it  would  also  be  effective  against  the  pneu- 
monia. In  such  a situation  I would  choose  the 
regimen  of  a million  units  of  penicillin  every  two 
hours. 

Summary 

Dr.  Reader:  This  afternoon  we  have  heard 
a discussion  of  the  current  concepts  of  the  anti- 
microbial therapy  of  pneumonia.  Discussion  has 
centered  on  the  treatment  of  the  various  forms  of 
primary  pneumonia,  including  pneumococcal, 
Friedlander’s,  tuberculous,  staphylococcal,  strep- 
tococcal, and  primary  atypical  pneumonia.  The 
i importance  of  accurate  bacteriologic  diagnosis 
f has  been  re-emphasized,  but  it  has  also  been 


pointed  out  that  necessity  generally  dictates  that 
therapy  be  instituted  prior  to  the  establishment  of 
accurate  bacteriologic  diagnosis.  The  thesis 
has  been  advanced  that  the  multiplicity  of  drugs 
available,  their  specificity,  and  rapidity  of  ac- 
tion have  increased  the  need  for  making  accurate 
clinical  judgment  at  the  time  the  patient  is  first 
seen  and  therapy  is  instituted.  The  interesting 
idea  has  been  proposed  that,  lacking  more  pre- 
cise information  in  any  given  case,  considerable 
significance  can  be  attached  to  the  clinical  sever- 
ity of  the  pneumonia  in  choosing  the  appropriate 
antimicrobial  therapy. 

The  discussion  has  also  touched  on  some  of 
the  problems  presented  by  the  various  suppur- 
ative pneumonias  in  which  the  etiology  may  be 
quite  varied. 

Some  of  the  experiences  in  the  treatment  of 
pneumonia  with  the  newer  broad-spectrum  anti- 
biotics has  been  mentioned,  and  an  attempt  has 
been  made  to  clarify  the  extent  to  which  these 
drugs  have  supplanted  penicillin. 


ROLE  OF  HEPARIN  IN  BODY’S  ABILITY  TO  HANDLE  FAT 


New  research  findings,  which  may  lead  to  a rou- 
tine blood  test  for  detection  of  early  hardening  of 
the  arteries  and  at  the  same  time  provide  physicians 
with  a blueprint  to  counter  defects  in  blood  causing 
I the  condition,  have  been  reported  by  the  Public 
• Health  Service  of  the  Federal  Security  Agency. 

The  findings  stem  from  a nine-month  investigation 
I of  the  role  of  heparin  in  the  body’s  ability  to  handle 
fat  conducted  by  Drs.  Christian  B.  Anfinsan, 

, Ray  Iv.  Brown,  and  Edwin  Boyle  as  a part  of  the 
! research  program  of  the  National  Heart  Institute 
i laboratories  in  Bethesda,  Maryland.  The  study 
1 is  specifically  related  to  atherosclerosis,  which  is 
characterized  by  the  development  of  fatty  lesions 
in  blood  vessel  walls  and  is  the  major  cause  of  hard- 
ened arteries. 

As  a result  of  their  work,  the  Heart  Institute 
scientists  report  the  identification  and  partial 
purification  of  two  plasma  components  and  one 
tissue  component,  which  act  in  conjunction  with 
heparin  to  clear  up  the  milky  appearance  produced 
in  blood  by  heavy  fat  diets.  Physical  studies  of 
plasma,  employing  a fast-spinning  ultracentrifuge, 
indicate  that  clusters  of  certain  giant  molecules 
are  broken  down  to  smaller  components  as  a result 
of  chemical  reaction  in  the  blood  serum  when  suit- 
able amounts  of  those  components  are  added.  In 
normal  persons  the  milky  appearance  in  blood  is 
dissipated  in  a matter  of  hours.  In  persons  with 


atherosclerosis  and  in  experimental  rabbits  fed  fatty 
diets,  however,  evidence  has  been  accumulated  by 
many  investigators  that  fats  are  not  properly 
handled  and  fail  to  break  down  completely,  leaving 
abnormal  giant  molecules  floating  around  in  the 
blood. 

A “clearing  factor”  produced  from  the  plasma 
components  and  heparin  was  tested  by  the  doctors 
in  a series  of  preliminary  investigations  on  individ- 
uals with  proved  myocardial  infarction.  The 
findings  indicated  that  the  milky  appearance  in  blood 
was  cleared  by  the  clearing  factor.  Additional 
work  by  them  using  the  ultracentrifuge  showed  a 
typical  reduction  in  the  number  of  abnormal  mole- 
cules, with  a simultaneous  increase  in  the  number  of 
normal  molecules  in  the  blood  plasma. 

The  current  study  opens  the  possibility  that  spe- 
cific tests  for  blood  plasma  components  associated 
with  hardening  of  the  arteries  can  be  developed  which 
will  provide  physicians  with  delicate  tools  for  the 
study  and  care  of  patients  with  this  condition.  They 
point  out  that  such  tests  would  not  be  the  basis 
for  curing  an  already  well-established  condition. 
At  most  they  would  more  properly  relate  to  the 
prevention  of  fatty  material  from  being  laid  down 
in  blood  vessel  walls.  The  prevention,  thus, 
would  more  closely  parallel  the  treatment  for  dia- 
betes, where  a specific  deficiency  is  artificially  re- 
placed 
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ClNCE  the  treatment  of  Stevens-Johnson  syn- 

drome  (erythema  multiforme  exudativum)  has 
been  mainly  unsatisfactory  in  the  past  and  the 
disease  often  ran  a protracted  course  regardless  of 
the  therapy  instituted,  we  wish  to  report  two  addi- 
tional cases  of  this  syndrome  which  responded  rather 
remarkably  to  aureomycin  and  terramvcin. 

Case  Report 

Case  1. — C.  B.,  a nineteen-year-old  white  male 
student,  first  noticed  that  his  eyes  were  irritated  on 
the  morning  of  July  8,  1949.  That  evening  he 
noticed  “flecks  of  flesh”  in  his  mouth  and  also  com- 
plained of  rhinitis.  The  mouth  discomfort  and  in- 
flammation of  the  eyes  increased  the  following  day. 
His  local  doctor  gave  him  “antiallergy”  pills  at  that 
time.  On  July  10,  1949,  his  temperature  rose 
abruptly,  and  his  doctor  then  gave  him  antidiph- 
theria treatment.  Smears  and  cultures  of  the 
throat  on  that  day  were  negative  for  diphtheria  and 
Vincent’s  organisms.  He  became  progressively  worse 
and  was  unable  to  take  solid  foods.  The  same  even- 
ing, he  noticed  a profuse  white,  milky  urethral  dis- 
charge accompanied  by  pain  on  urination.  He  was 
admitted  to  the  University  Hospital  on  July  12. 
His  past  medical  history  revealed  an  attack  of  polio- 
myelitis at  the  age  of  three  with  residual  deformity 
of  one  leg.  There  was  no  history  of  drug  ingestion. 

On  admission  the  patient  appeared  somewhat 
malnourished  and  acutely  ill.  Temperature  on 
admission  was  103  F.  orally,  blood  pressure  124/62. 
and  pulse  120.  Physical  examination  disclosed 
the  following  salient  findings:  The  skin  presented 
no  eruption;  the  conjunctivae  and  sclerae  were 
acutely  injected  with  a serous,  crusting  discharge: 
there  were  shallow  areas  of  ulceration  around  the 
lips;  the  mouth  and  pharynx  manifested  numerous 
ulcerations  with  ragged  edges  and  hemorrhagic 
bases  and  a few  intact  bullae.  The  tongue  was  un- 
involved; the  cervical  glands  were  moderately  en- 
larged and  nontender,  and  there  was  also  a profuse, 
white,  purulent  urethral  discharge. 

Laboratory  findings  were  as  follows:  The  white 
blood  count  showed  a total  of  13,000  leukocytes  per 
cu.  mm.  with  a differential  of  67  polymorphonuclear 
leukocytes,  1 eosinophil,  27  lymphocytes,  and  5 
monocytes.  In  all  other  respects  the  hemogram 
was  normal.  A urethral  smear  was  negative  for 
gonococci.  Repeated  throat  cultures  revealed  only 
scattered  colonies  of  alpha  streptococci.  A Wasser- 
mann  test  and  urinalysis  gave  negative  results, 


The  patient  was  given  250  mg.  of  aureomycin 
hydrochloride  every  four  hours,  and,  in  addition,  two 
drops  of  aureomycin  ophthalmic  solution  were  in- 
stilled in  the  conjunctival  sacs  every  two  hours. 
The  patient  manifested  considerable  improvement 
within  twenty-four  hours.  He  became  afebrile  in 
two  days;  a day  later,  there  was  noticeable  healing 
of  the  pharyngeal  ulcers.  On  July  18,  the  conjuneti- 
vae  appeared  healed,  and  the  urethral  discharge  had 
disappeared.  At  this  time  he  was  able  to  eat  solid 
foods  fairly  well.  On  July  23  oral  ulcerations  were 
no  longer  present,  and  the  patient  was  discharged 
as  symptom-free  the  next  day. 

Case  2. — P.  C.,  a fifteen-year-old  white  male  stu- 
dent, first  noticed  soreness  and  “blisters”  appearing 
on  the  lips  on  September  13,  1951,  one  week  prior  to 
admission.  The  bullae  spread  rapidly  to  involve 
the  entire  mouth  and  throat.  The  following  day. 
numerous  bullae  appeared  around  the  penis  and  a 
few  discrete  scattered  bullae  appeared  on  the  trunk. 
The  patient  had  considerable  difficulty  in  swallow- 
ing and  moderate  pain  on  urination.  His  family 
doctor  administered  penicillin,  dosage  unknown,  for 
a week  without  any  benefit.  The  patient  denied 
any  ingestion  of  drugs. 

On  admission  to  the  University  Hospital  on 
September  20  the  patient  appeared  acutely  ill. 
His  temperature  was  104  F.  orally,  blood  pressure 
115/50,  and  pulse  100.  Physical  examination  re- 
vealed the  following:  a bilateral  diffuse  conjunctival 
injection  without  visual  disturbances  or  corneal 
ulceration:  dry  and  fissured  lips;  the  labial,  palatal, 
buccal,  gingival,  and  glossal  areas  manifested  dif- 
fuse bullous  lesions  covered  with  dirty  membranes: 
and  many,  large  bullae  around  the  glans  penis. 

The  laboratory  findings  were  as  follows:  The  red 
blood  count  was  normal ; white  blood  count  revealed 
a total  of  9,400  leukocytes  per  cu.  mm.  of  blood  with 
a differential  of  55  polymorphonuclear  leukocytes, 
7 eosinophils.  26  lymphocytes,  and  12  monocytes. 
A Wassermann  reaction  and  urinalysis  were  nega- 
tive. Throat  cultures  were  negative  for  Vincent's 
organisms. 

A diagnosis  of  Stevens-Johnson  syndrome  was 
made.  The  following  therapy  was  instituted:  Be- 
cause of  difficulty  in  swallowing,  the  patient  was 
given  liquids  and  daily  infusions  of  5 per  cent  glu- 
cose in  saline;  terramvcin  hydrochloride  was  given 
orally  in  doses  of  500  mg.  every  six  hours,  3 per  cent 
aureomycin  ointment  was  applied  locally  to  the 
lips,  and  aureomycin  ophthalmic  solution  to  the 


2036 


August  15,  1952] 


STEVEN S-JOHN SON  SYNDROME 


2037 


j eyes.  The  following  day,  aureomycin  hydrochlo- 
ride, 500  mg.  every  six  hours,  was  given  in  addition 
to  the  terramycin.  This  schedule  was  continued 
for  two  day's,  after  w hich  the  dosage  of  both  aureo- 
invcin  and  terramycin  was  halved.  Within  three 
days  there  was  noticeable  healing  of  the  bullae  with 
no  new'  lesions  appearing.  He  became  afebrile 
within  five  days.  The  patient  began  taking  solid 
. food  easily,  and  the  soreness  of  the  mouth  disap- 
peared. Progressive  improvement  continued,  and 
the  patient  was  discharged  on  the  tenth  hospital 
, day. 

Comment 

In  1922  Stevens  and  Johnson  reported  what  they 
believed  to  be  a new  syndrome  in  which  they  had 
( found  a generalized  cutaneous  eruption,  stomatitis, 
and  conjunctivitis.1  Six  years  previously',  Reiter 
had  described  for  the  first  time  a disease  entity  con- 
: sisting  of  conjunctivitis,  arthritis,  and  urethritis.2 
In  1937  Behcet  reported  what  he  believed  to  be  a 
new  disease  with  similar  symptoms  including  severe 
ocular  lesions,  and  in  the  same  year,  Ivlauder  de- 
scribed the  first  cases  of  ectodermosis  erosiva  plur- 
iorificialis  in  the  American  literature.3,4 

Many  authors  contend  that  the  name  of  Stevens- 
Johnson  syndrome  should  be  applied  to  cases  of 
ery'thema  multiforme  exudativum  with  ocular  in- 
volvement.5-8 Recently,  Robinson  and  McCrumb 
in  comparative  studies  concluded  that  these  above- 
listed  entities  are  probably  all  variants  of  erythema 
multiforme,  the  one  possible  exception  being  Reiter’s 
disease.9  The  etiology  of  all  these  conditions  re- 
mains obscure. 

Stevens-Johnson  syndrome  usually'  runs  a three- 
week  course  or  longer,  but  occasionally  the  ocular 
symptoms  may  persist  for  several  months.  If  the 
ocular  involvement  is  severe  and  persistent,  it  may 
result  in  partial  or  even  total  loss  of  vision.10, 11 

The  treatment  of  this  syndrome  in  the  past 
has  been  varied;  in  the  main,  it  has 
been  largely  symptomatic  and  supportive  only. 
Penicillin  has  apparently  been  successful  in  pre- 
venting secondary  infection  but  has  played  little 
role  in  shortening  the  course  of  the  disease.  Re- 
ports as  to  the  efficacy'  of  aureomycin  have  been 
somewhat  conflicting.  Wright  and  Jenkins  re- 
ported two  cases  which  failed  to  respond  to  therapy, 


and  the  patients  remained  hospitalized  over  a long 
period  of  time  with  frequent  recurrences.12  Chipps 
reported  a case  in  w hich  aureomy'cin  wras  of  no  bene- 
fit.13 It  is  interesting  to  note  that  Bleier  and 
Schwartz  recorded  a case  in  which  intensive  aureo- 
mycin therapy'  systemically  and  locally  resulted  in 
improvement  as  far  as  toxicity  and  fever  were  con- 
cerned, but  the  erythema  multiforme  eruption 
continued  to  appear  and  the  severe  eye  and  mouth 
symptoms  persisted.14  However,  dramatic  re- 
sponse followed  the  use  of  a total  of  600  mg.  of 
cortisone  given  over  a period  of  three  days.  Very 
recently,  Wammock,  Biederman,  and  Jordon  re- 
ported a case  which  responded  very  dramatically  to 
adrenocorticotropic  hormone  in  individual  doses 
of  25  mg.  intramuscularly  with  a total  dosage  of  225 
mg.  given  in  a period  of  five  days.15 

Summary 

A brief  discussion  is  submitted  of  Stevens-Johnson 
syndrome  and  its  possible  relationship  to  other 
mucocutaneous  ocular  syndromes.  The  clinical 
features  and  course  of  two  cases  of  this  syndrome 
and  their  response  to  antibiotic  therapy  are  re- 
ported. The  first  case  responded  well  to  aureomy- 
cin therapy  and  the  second  to  aureomycin  combined 
with  terramycin.  The  literature  on  recent  forms  of 
therapy  is  reviewed. 
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USE  OF  A PRESSOR  AGENT  IN  SHOCK  ACCOMPANYING  MYOCARDIAL 
INFARCTION 

Irwin  R.  Cohen,  M.D.,  and  J.  Scott  Butterworth,  M.D.,  New  York  City 
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CNF  ALL  the  acute  emergencies  one  encounters  in 
clinical  medicine,  shock*  accompanying  myo- 
cardial infarction  remains  one  of  the  most  dramatic 
and  perplexing.  Various  therapeutic  measures 
have  been  advocated,  but  the  method  of  choice  re- 
mains controversial.1-4  Recently,  the  use  of  pres- 
sor agents  has  received  considerable  attention. 3,5,6 
On  theoretic  grounds  this  would  seem  a logical  ap- 
proach to  the  problem.1 

The  following  case  report  is  presented  to  illus- 
trate the  striking  effects  observed  with  the  use  of  such 
an  agent  in  the  shock  state  of  myocardial  infarc- 
tion. 

Case  Report 

E.  D.,  a thirty-five-year-old  white  male,  was  ad- 
mitted to  University  Hospital  on  January  2,  1951, 
with  the  chief  complaint  of  intractable  substernal 
pain  at  rest,  made  worse  by  the  slightest  activity. 
Two  years  before,  he  suffered  a posterior  myocardial 
infarction,  confirmed  by  electrocardiographic  study. 
From  that  time  until  admission  he  experienced  pro- 
gressive angina  and  used  nitroglycerine  almost  con- 
stantly for  relief.  He  was  admitted  at  this  time  for 
further  evaluation  and  therapy. 

The  patient  was  well-developed  and  well-nour- 
ished. The  sclerae  were  clear.  Fundoscopic  ex- 
amination revealed  arteriovenous  nicking.  There 
was  no  distention  of  the  neck  veins.  The  thyroid 
gland  was  not  palpable.  The  lungs  were  clear  to 
palpation,  percussion,  and  auscultation.  Cardiac 
rhythm  was  regular.  The  heart  sounds  were  of  fair 
quality  and  force,  with  no  murmurs,  rub,  or  gallop. 
The  blood  pressure  was  130/90.  The  pulse  rate  was 
80.  The  abdominal  examination  was  negative. 
The  peripheral  pulses  were  present  bilaterally  with 
no  cyanosis,  clubbing,  or  peripheral  edema. 

Laboratory  data  were  as  follows:  red  blood  count 
4,000,000;  hemoglobin  12.6  Gm. ; white  blood  count 
10,050  with  polymorphonuclears  61  per  cent,  eosino- 
phils 4 per  cent,  basophils  1 per  cent,  lymphocytes 
30  per  cent,  and  monocytes  4 per  cent.  Urinalysis 
was  normal.  Blood  chemistry  revealed  a cholesterol 
of  290  mg.  per  cent,  urea  nitrogen  11.5  mg.  per  cent, 
erythrocyte  sedimentation  rate  15  mm.  per  hour. 
The  basal  metabolic  rate  was  7 per  cent  below  the 
average  normal. 

The  hospital  course  was  marked  by  persistent 
attacks  of  anginal  pain.  Walking  to  the  lavatory 
precipitated  typical  episodes,  relieved  only  partially 
by  nitroglycerine.  It  was  felt  that  medical  therapy 
had  little  to  offer,  and  the  patient  was  seen  by  a sur- 
gical consultant,  who  agreed  that  an  upper  thoracic 
sympathectomy  should  be  performed.  The  patient 
was  operated  upon  on  the  fourth  hospital  day.  A 
left  upper  thoracic  sympathectomy  with  removal  of 
the  stellate  and  second  to  sixth  thoracic  ganglia  was 
performed. 

* The  term  shock  as  used  herein  is  defined  as  a persistent 
fall  in  the  systolic  blood  pressure  to  levels  below  80  to  90 
inm.  Hg  accompanied  by  the  signs  of  circulatory  failure: 
cyanosis,  weakness,  cold  and  clammy  skin,  tachycardia,  di- 
minished pulse  pressure,  and  lethargy. 


L’pon  completion  of  the  surgical  procedure,  the 
patient  suddenly  became  pale,  cold,  and  clammy 
with  rapid  pulse  and  imperceptible  blood  pressure. 
Electrocardiographic  tracings  revealed  an  acute 
anterior  myocardial  infarction.  A portable  chest 
film  showed  no  evidence  of  hemothorax  or  pneu- 
mothorax. He  was  returned  to  the  medical  ward 
where  examination  revealed  the  absence  of  blood 
pressure  (both  by  auscultation  and  palpation), 
feeble  pulse,  and  marked  cyanosis.  The  neck  veins 
were  moderately  distended,  and  there  were  bilateral 
basal  rales.  Heart  tones  were  barely  audible  and 
disclosed  a tick-tock  rhythm.  An  intratracheal 
catheter  was  passed  and  pink  frothy  sputum  ob- 
tained. The  patient  was  given  oxygen  immediately. 
An  intravenous  infusion  of  1 L.  of  5 per  cent  glucose 
in  water  containing  6 ml.  of  1 per  cent  phenyl- 
ephrine (Xeo-Synephrine)  solution  (60  mg.)  was 
started,  the  rate  of  flow  adjusted  so  that  the  patient 
received  2.5  mg.  of  the  drug  in  each  fifteen-minute 
interval.  Thirty  minutes  after  the  institution  of 
this  therapy,  the  blood  pressure  was  recorded  at 
108/90  with  a regular  pulse  rate  of  116.  He  was 
digitalized  with  intravenous  Digoxin  and  received 
Mercuhydrin,  2 ml.  intramuscularly. 

Following  the  completion  of  the  first  phenyl-  I 
ephrine  (Xeo-Synephrine)  infusion,  it  was  decided  to 
discontinue  its  use.  However,  within  twenty  min- 
utes following  cessation  of  therapy,  the  blood  pres- 
sure could  not  be  recorded,  and  the  pulse  rate  was 
130  and  weak.  .Another  intravenous  infusion  of  1 
L.  of  5 per  cent  glucose  in  water  containing  60  mg. 
of  phenylephrine  (Xeo-Synephrine)  was  started 
with  prompt  return  of  the  systolic  blood  pressure 
to  levels  slightly  above  100  mm.  Hg.  Throughout 
the  course  of  treatment  many  attempts  were  made 
to  discontinue  the  phenylephrine  (Xeo-Synephrine) 
therapy,  but  these  were  followed  by  drops  in  blood 
pressure  to  imperceptible  levels.  When  the  systolic 
blood  pressure  had  stabilized  to  a level  above  100 
mm.  Hg,  the  infusions  were  slowed  in  order  to  deter- 
mine the  optimal  requirements  of  the  drug.  In- 
variably, it  was  necessary  to  increase  the  rate  of 
infusion  in  order  to  keep  the  blood  pressure  at  safe 
levels.  Two  and  one-half  milligrams  of  phenyl- 
ephrine (Xeo-Synephrine)  in  each  fifteen-minute 
interval  was  the  required  dosage  during  the  first 
forty-eight  hours;  thereafter  1 to  2 mg.  in  each 
fifteen-minute  interval  was  adequate  to  produce  the 
desired  effect. 

The  pulmonary  congestive  changes  were  well  con- 
trolled with  intravenous  Digoxin  and  mercurial  di- 
uretics during  the  first  three  days  following  the  onset 
of  shock.  In  analyzing  the  time  relationship,  it  was 
impossible  to  correlate  the  salutary  blood  pressure 
responses  with  the  administration  of  Digoxin.  On 
the  fourth  day  following  the  onset  of  shock,  the  pa- 
tient appeared  to  be  responding  less  to  Digoxin  and 
mercurials,  and  increasing  congestive  changes  be- 
came evident.  On  this  day  the  patient  began  to 
expectorate  frothy,  blood-tinged  sputum,  and  he  ex- 
pired on  the  morning  of  the  fifth  day  following  the 
onset  of  the  shock  state. 

Postmortem  Examination. — -The  heart  weighed  350 
Gm.  The  left  ventricle  appeared  quite  dilated  and 
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felt  flabby.  The  interventricular  septum  presented 
a generalized  mottling  with  a diffuse  yellowish-gray 
color  running  from  apex  to  base.  The  posterior  wall 
of  the  left  ventricle  was  similar  in  appearance.  The 
coronary  ostia  were  not  unusual.  At  a point  ap- 
proximately 1 cm.  from  the  origin  of  the  left  coro- 
nary artery  a calcified,  gritty  material  had  completely 
occluded  the  vessel.  The  left  circumflex  artery  was 
generally  reduced  to  pinpoint  size  by  an  eccentric 
atherosclerotic  process.  The  left  anterior  descend- 
ing artery  presented  similar  features.  The  right  cor- 
onary artery  had  a pipestem  appearance.  At  a point 
approximately  4 cm.  from  the  origin  of  this  vessel, 
there  was  an  occlusion  of  the  lumen  by  calcified  ma- 
terial. 

Microscopic  examination  of  the  heart  showed 
marked  intimal  sclerosis  of  the  coronary  arteries 
with  calcification  and  narrowing.  The  anterior  wall 
of  the  heart  revealed  areas  of  fibrosis  and  areas  in 
which  the  muscle  fibers  showed  granularity  and 
loss  of  striation.  Sections  from  the  right  auriculo- 
ventricular  junction  showed  areas  of  hemorrhage 
with  collections  of  polymorphonuclear  leukocytes 
and  a few  monocytes  in  the  myocardium. 

Examination  of  the  lungs  revealed  bilateral  con- 
gestion, the  surfaces  pitting  on  pressure. 

The  summary  of  the  pathologist  was  “severe  cor- 
onary sclerosis,  evidence  of  occlusive  thrombus, 
organization  and  recanalization  of  the  left  coronary 
artery.  The  left  ventricular  wall  and  interventricu- 
i lar  septum  were  extensively  involved  in  myocardial 
infarction.” 

Comment 

There  is  no  doubt  that  in  this  case  the  adminis- 
tration of  phenylephrine  (Neo-Synephrine)  was  a 
lifesaving  procedure  during  the  first  four  days  of 
shock.  The  patient  received  the  drug  at  a rate  of 
2.5  mg.  in  each  fifteen-minute  interval.  This  was 
administered  with  infusions  containing  5 per  cent 
glucose  in  water,  the  patient  receiving  between 
2,000  and  2,500  ml.  of  fluid  intravenously  per  day. 
This  amount  of  fluid  was  required  to  preserve  the 
optimal  water  balance  and  includes  the  losses  im- 
posed by  his  febrile  state.  Repeated  attempts 
throughout  the  course  of  his  illness  to  discontinue 
the  agent  precipitated  a shocklike  state,  relieved 
only  by  the  administration  of  the  pressor  substance. 
The  use  of  Digoxin  bore  no  relationship  to  his  blood 
pressure  levels.  It  is  to  be  emphasized  that  despite 
the  presence  of  severe  coronary  sclerosis  with  very 
little  normal  myocardium,  the  total  of  620  mg.  of 
phenylephrine  (Neo-Synephrine)  failed  to  affect 
his  regular  sinus  rhythm;  even  premature  contrac- 
tions were  rare.  Ventricular  rupture,  in  spite  of  the 
tremendous  dosage,  did  not  occur. 


The  rationale  for  the  use  of  a pressor  agent  is  based 
upon  the  ability  of  the  drug  to  raise  the  cardiac  out- 
put and  to  increase  coronary  flow,  thereby  insuring 
patency  of  the  intercoronary  arterial  anastomoses 
and  support  of  the  uninfarcted  muscle.4,5,7-9 

The  use  of  digitalis  and  mercurial  diuretics  should 
receive  strong  consideration  in  this  condition.  Evi- 
dence favors  the  presence  of  congestive  heart  fail- 
ure in  these  patients,4,10  even  in  those  who  show 
predominant  signs  of  shock.  If  we  accept  failure  of 
the  left  ventricle  as  a probable  etiologic  factor,’ 
then  the  use  of  digitalis  seems  indicated.  It  is 
advisable  under  these  conditions  to  use  a fast-acting 
and  rapidly-excreted  digitalis  preparation  such  as 
Digoxin  in  order  to  produce  a prompt  response  and 
to  prevent  the  complications  of  overdigitalization.11 
In  this  individual  the  early  use  of  Digoxin  was 
gratifying  and  seemed  to  control  the  progression  of 
pulmonary  congestion.  A good  response  to  the 
intravenous  administration  of  Digoxin  was  observed 
for  the  first  four  days,  but  after  that  time  congestive 
heart  failure  became  intractable.  Postmortem 
examination  revealed  an  almost  completely  fibrotic 
myocardium,  with  practically  no  remaining  normal 
muscle. 

Summary 

1.  A case  is  presented  illustrating  the  dramatic 
effects  observed  with  a pressor  agent  in  the  treat- 
ment of  the  shock  state  of  myocardial  infarction. 

2.  The  administration  of  620  mg.  of  phenyl- 
ephrine (Neo-Synephrine)  over  a four-day  period 
did  not  provoke  cardiac  arrhythmias  or  lead  to 
ventricular  rupture. 

3.  On  theoretic  and  practical  grounds  the  use  of 
a pressor  agent  in  this  condition  should  receive 
strong  consideration. 
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PR  WORKSHOP  SET  FOR  SEPTEMBER 
School  bells  will  be  ringing  for  all  state  and  county 
public  relations  personnel  when  “classes”  convene 
September  4 and  5 at  the  first  Public  Relations 
Institute.  Sponsored  by  the  American  Medical 
Association  as  a supplement  to  the  annual  Medical 


Public  Relations  Conference,  the  Institute  will 
feature  clinics  on  a variety  of  practical  PR  problems. 
The  sessions,  designed  primarily  for  lay  public 
relations  employes  of  state  and  county  medical 
societies,  will  be  held  in  Chicago. — .4. M. A News 
Notes,  July,  1952 


TORSION  OF  THE  APPENDIX  TESTIS 

Milton  E.  Klinger,  M.D.,  Brooklyn,  New  York 

{From  the  Department  of  Urology,  Central  Medical  Group  of  Brooklyn,  and  the  Division  of  Urology , 
Jewish  Hospital  of  Brooklyn) 


V\7’IIILE  the  vestigial  structures  and  embryonic 
v v remnants  in  and  about  the  testicle  and  epi- 
didymis are  of  little  practical  or  physiologic  impor- 
tance so  long  as  they  lie  dormant  and  undisturbed, 
they  may,  however,  become  the  subjects  of  consid- 
erable clinical  significance  when  they  undergo 
pathologic  change.  The  principal  event  which  leads 
to  such  a situation  is  some  as  yet  unsatisfactorily 
explained  mechanical  episode  which  causes  a twist 
of  one  of  these  structures.  Under  such  circum- 
stances interesting  and  often  puzzling  problems  in 
differential  diagnosis  may  be  presented. 

The  sudden  onset  of  lower  abdominal  discomfort, 
testicular  pain,  scrotal  swelling,  and  the  appearance 
of  ill-defined  and  poorly  delineated  testieuloepi- 
didymal  swelling  pose  the  question  of  whether  the 
etiologic  basis  is  inflammatory,  mechanical,  vascu- 
lar, or  neoplastic  and,  furthermore,  whether  the 
treatment  should  be  expectant  or  surgical.  Bear- 
ing in  mind  the  clinical  picture  associated  with  tor- 
sion of  one  of  these  vestiges  will  enable  one  to  resolve 
at  least  one  of  these  frequently  enigmatic  lesions  ex- 
peditiously. 

While  it  is  true  that  in  most  cases  a rather  typical 
picture  presents  itself,  it  is  a fact,  as  judged  from  the 
case  reports  contained  in  the  literature,  that  mam- 
cases  are  misdiagnosed  and  the  true  nature  of  the 
lesion  discovered  at  operation.  The  diagnosis  most 
commonly  made  is  torsion  of  the  spermatic  cord  and 
testicle.  This  error  occurred  in  the  case  herewith 
presented.  There  are  likewise  unquestionably  many 
instances  thought  to  be  epididymitis  in  youthful  pa- 
tients which  in  actuality  are  cases  of  torsion  of  one 
of  the  vestigial  intrascrotal  structures.  Torsion  of 
these  remnants  is  also  undoubtedly  frequently  mis- 
diagnosed as  idiopathic  orchitis  or  virus  orchitis. 

In  1939  Randall  first  introduced  the  subject  to 
the  American  surgical  and  urologic  literature,  which 
before  then  was  singularly  devoid  of  any  reference 
to  it.1  Since  then,  however,  a dozen  or  more  reports 
on  the  subject  have  appeared. 

The  history  is  one  of  pain  beginning  in  the  lower 
abdomen  or  testis,  frequently  after  insignificant 
trauma.  The  pain  may  not  be  severe  and  not  as 
dramatic  in  onset  as  that  associated  with  acute  tor- 
sion of  the  cord.  The  patient  may  appear  relatively 
comfortable  as  long  as  he  lies  quietly.  Nausea  and 
vomiting  are  usually  not  present.  There  are  no  uri- 
nary symptoms.  The  temperature  is  normal  unless 
the  case  is  late,  and  some  febrile  reaction  results 
from  gangrene  or  necrosis  of  the  involved  hydatid. 
On  examination  one  is  struck  by  the  marked  edema 
of  the  scrotum  on  the  involved  side.  The  scrotal 
skin  may  likewise  be  reddened,  although  this  is  not 
so  uniformly  striking  as  the  edema.  The  homo- 
lateral scrotal  content  may  be  retracted  upward 
toward  the  inguinal  canal,  as  is  frequently  the  case 
in  torsion  of  the  cord.  The  testis  and  epididymis  form 
a swollen,  poorly  delineated  mass  at  the  time  the 


case  is  usually  seen.  In  some  cases  a tender  pal- 
pable nodule  has  been  described  at  the  site  of  the 
lesion,  but  this  is  so  only  in  early  cases  or  in  ones  of 
slight  severity  only.  Prehn’s  sign*  should  be  sought 
for,  and  it  may  be  positive  in  this  type  of  case  as  it 
is  in  torsion  of  the  spermatic  cord,  although  no  spe- 
cific mention  has  been  made  of  this  fact  in  the  papers 
reviewing  the  subject.  In  the  case  to  be  presented 
it  was  markedly  positive.  The  involved  structures 
are  exceedingly  tender  to  the  touch.  The  urinalysis 
is  normal,  and  the  total  and  differential  white  blood 
cell  counts  are  normal.  One  is  impressed  by  the 
apparent  severity  of  the  local  findings  in  contra- 
distinction to  the  apparent  well-being  of  the  patient 
and  the  meagerness  of  the  underlying  pathology. 

The  course  in  untreated  cases  is  ultimate  resolu- 
tion of  the  swelling  and  a subsidence  of  the  local 
process  with  atrophy  of  the  vestige.  This  sequence 
of  events  is  accompanied,  however,  by  a period  of 
discomfort  and  disability  which  are  eliminated  by 
prompt  surgical  intervention  and  excision  of  the 
affected  structure.  Furthermore,  prompt  surgical 
intervention  is  compelling  because  of  the  almost 
invariable  difficulty  in  differentiating  this  lesion 
from  a true  torsion  of  the  spermatic  cord,  in  which 
case  surgical  correction  is  mandatory  if  the  testicle 
is  to  be  salvaged.  The  operation  is  simple,  brief, 
and  should  be  attended  by  no  morbidity. 

Case  Report 

J.  B.,  aged  thirteen,  was  seen  in  consultation  on 
March  25,  1951,  with  Dr.  Paul  Rapoport.  He  pre- 
sented the  following  history:  Approximately  one 

week  earlier  he  had  "bunked”  his  left  testicle  while 
dismounting  from  his  bicycle.  Several  days  sub- 
sequently he  began  to  have  recurrent  pain  in  the 
left  side  of  the  abdomen,  unassociated  with  nausea, 
vomiting,  diarrhea,  or  fever.  The  pain  subsided 
spontaneously  after  lasting  twenty-four  hours.  On 
the  following  day,  however,  there  were  pain  and 
swelling  in  the  left  testicle.  No  urinary  symptoms 
were  present.  There  was  no  fever. 

Examination  showed  a markedly  edematous  left 
hemiscrotum.  The  scrotal  contents  on  the  left  were 
retracted  high  in  the  sac.  They  were  swollen  and 
exquisitely  tender.  The  left  testicle  and  epididymis 
were  indefinable  as  separate  structures.  Elevation 
of  the  scrotal  contents  caused  a pronounced  aggra- 
vation of  the  pain.  The  remainder  of  the  external 
genitalia  was  normal.  The  prostate  and  seminal 
vesicles  were  normal  to  palpation.  A diagnosis  of 
torsion  of  the  left  spermatic  cord  was  made,  and  the 
patient  promptly  admitted  to  the  hospital.  On 
admission  the  only  change  in  the  findings  was  an 
elevation  in  temperature  to  101  F.  The  urinalysis 
and  blood  count  were  normal. 

At  operation  the  contents  of  the  scrotum  were 
exposed  through  an  incision  in  the  anterolateral 


* Prehn's  Sign:  Elevation  of  the  scrotal  content  causes 
increase  in  severity  of  the  pain  in  torsion  of  the  cord  whereas 
in  acute  epididymitis  a similar  maneuver  causes  a reduction 
in  the  amount  of  pain. 
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aspect  of  the  scrotum.  The  skin  and  spermatic 
fascial  layers  were  markedly  edematous.  The 
j'  tunica  vaginalis  contained  a small  amount  of  clear 
|:  yellow  fluid.  The  cord  was  not  twisted.  The  testis 
and  epididymis  were  of  normal  color  and  appear- 
| ance,  save  for  pronounced  swelling.  Surmounting 
the  testis  at  its  superomedial  margin  just  below  the 
epididymis  was  a black  twisted  appendage.  It  re- 
quired three  complete  turns  of  360  degrees  each  to 
untwist  the  appendage.  The  base  of  the  hydatid  was 
. clamped  and  tied  and  the  appendage  removed.  The 
tunica  vaginalis  and  the  scrotal  wall  were  then 
closed  without  drainage.  The  patient’s  convales- 
cence was  completely  uneventful,  and  he  left  the 
hospital  on  the  sixth  postoperative  day. 

Follow-up  examinations  of  the  patient  were  en- 
[ tirely  negative  with  respect  to  the  scrotum  and  its 
contents. 

The  pathologist  reported  that  the  excised  tissue 
showed  a wall  that  was  densely  infiltrated  with  extra- 


vasated  blood ; the  blood  vessels  were  markedly 
engorged;  in  places  the  surface  was  lined  by  co- 
lumnar or  cuboidal  cells,  but  no  definite  architecture 
could  be  made  out.  The  pathology  diagnosis  was 
“hydatid  of  Morgagni  with  hemorrhagic  infarction.” 

Summary 

1 . The  clinical  picture  associated  with  torsion 
of  the  appendix  testis  is  briefly  described. 

2.  A case  of  torsion  of  the  appendix  testis  is  pre- 
sented in  which  the  hydatid  had  undergone  three 
complete  turns. 

3.  Prompt  surgical  excision  of  the  offending 
structure  is  advised  as  the  treatment  of  choice. 

60  Plaza  Street 
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VASA  PREVIA 

Forrest  A.  Rowell,  M.D.,  Al  Amendes  Morrone,  M.D.,  and  Robert  Onorato,  M.D., 
1 Yonkers,  New  York 

: ( From  the  Obstetric  Service  of  the  Yonkers  General  Hospital) 


DY  TRUE  vasa  previa  is  generally  meant  that 
condition  of  presentation  of  velamentous  cord 
| vessels  across  the  internal  os  and  their  preceding  of 
the  presenting  fetal  part.  These  vessels  lie  in  front 
of  the  presenting  part  and  across  its  path  of  de- 
livery and  therefore  expose  themselves  to  rupture 
or  compression  with  the  advance  of  the  baby  and 
I often  with  resultant  fetal  death.  A low-lying  pla- 
j centa  would  favor  this  condition,  but  it  is  not  neces- 
sary for  the  placenta  to  be  low,  as  indeed  this  case 
illustrates.  Velamentous  insertions  may  occur  high 
in  the  uterus  and  may  rupture,  but  strictly  these 
should  not  be  called  vasa  previa.  It  is  clinically 
important  to  bear  in  mind  the  possibility  of  cord 
rupture  in  a maternity  case  whether  or  not  vela- 
mentous cords  be  high  or  low.  In  diagnosis  the  low- 
lying  velamentous  cords  tend  to  be  palpable  through 
the  internal  os  upon  vaginal  examination  and  per- 
haps prior  to  any  bleeding,  as  in  the  case  presented; 

I with  the  high-lying  vessels  the  condition  might  be 
! suspected  from  bloody  amniotic  fluid  or  bleeding 
i following  ruptured  membranes.  The  diagnosis  of 
vasa  previa  should  be  considered  in  the  presence  of 
irregular  fetal  beats.  Torrev  finds  that  fetal 
mortality  is  up  to  80  per  cent.1  He  has  suggested 
that  whenever  fetal  bleeding  is  suspected,  a blood 
l smear  will  confirm  its  presence  if  normoblasts  are 
| present. 

Case  Report 

A short,  heavy  set,  twenty-nine-year-old  primi- 
para  was  admitted  to  the  obstetric  service  of  the 
Yonkers  General  Hospital  on  February  3,  1952, 
with  a history  of  ruptured  membranes  of  fifty-one 


hours  duration  and  mild  to  moderate  labor  pains. 
Upon  abdominal  examination  the  head  was  felt  at 
the  fundus,  and  the  fetal  heart  was  heard  in  the  right 
upper  quadrant,  the  rate  varying  between  92  and 
152.  There  was  a thick  meconium  discharge. 
There  was  2 to  3 plus  pretibial  edema  and  blood 
pressure  155/100.  A catheterized  urine  specimen 
showed  3 plus  albumin.  Rectal  examination  re- 
vealed no  engaged  presenting  part  and  a cervix  one 
finger  dilated  and  not  effaced.  A vaginal  examina- 
tion disclosed  high-up,  a tense  nonmovable  cord 
lying  transversely  across  the  internal  os.  Cross- 
matched  blood  was  obtained  from  the  bank,  and  the 
patient  was  transferred  to  the  operating  room  with 
a diagnosis  of  forelying  cord,  primiparous  breech 
presentation,  and  pre-eclamptic  toxemia.  A low 
flap  cesarean  section  under  120  mg.  novocaine 
spinal  anesthesia  was  performed,  and  an  8-pound. 
7-ounce  infant  was  delivered  by  podalic  extraction 
from  frank  breech  position.  The  placenta  was  im- 
planted high  up  on  the  left  anterolateral  wall,  and 
there  was  some  difficulty  separating  it  as  it  lay 
above  a retraction  ring.  About  25  cm.  from  the 
placenta  the  cord  diverged  into  three  separate  ves- 
sels, one  of  which  attached  to  the  placenta  about  3 
inches  from  the  margin  and  the  others  attached  at 
the  edge.  It  was  one  of  these  loops  which  was  in 
front  of  the  breech.  The  section  in  this  case  prob- 
ably averted  a fetal  death  which  would  have  oc- 
cured  from  pressure  on  the  cord  or  rupture  of  it.  The 
patient  made  an  excellent  recovery  and  the  post- 
partum course  was  afebrile.  The  baby  was  breast 
fed  and  its  weight  increased  seven  ounces  in  five 
days.  Patient  was  discharged  on  the  eighth  day. 
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LEIOMYOMA  OF  THE  PROSTATE  GLAND 

Allan  K.  Swersie,  M.D.,  F.A.C.S.,  and  James  F.  Walsh,  M.D.,  New  York  City 

( From  the  Department  of  Urology,  French  Hospital) 


T-TISTOLOGICALLY,  the  prostate  gland  is 
comprised  of  a group  of  branched  tubulo- 
alveolar  glands  embedded  in  a mass  of  smooth 
muscle  tissue  to  which  they  are  bound  by  a connec- 
tive tissue  stroma.  The  smooth  muscle  forms  one 
quarter  of  the  bulk  of  the  gland. 

The  usual  type  of  benign  enlargement  takes  the 
form  of  small  adenomata  appearing  simultaneously 
in  various  parts  of  the  gland.  These  gradually 
increase  in  size  and  coalesce.  Less  common  but 
certainly  not  rare  is  a fibrous  hyperplasia  of  the 
prostate  gland  in  which  the  growth  and  contraction 
of  connective  tissue  compresses  the  tubules  render- 
ing them  markedly  atrophic,  as  viewed  on  section 
study.  Extremely  rare  is  a leiomyomatous  enlarge- 
ment clinically  obstructive  and  not  differentiable 
from  the  adenomatous  type  except  by  histologic 
examination. 

Small  nodules  of  muscle  tissue  are  not  uncommon 
in  the  prostate  gland  and  in  many  other  parts  of 
the  body.  According  to  Stout,  the  source  of  the 
structural  elements  from  which  these  small  masses 
arise  may  in  many  cases  be  found  in  the  smooth 
muscle  of  neighboring  vessels.1  In  seeking  a basis 
for  the  explanation  of  growth  of  large  leiomyomatous 
masses,  we  may  consider  the  work  of  Reischauer.2 
In  1925  this  investigator  demonstrated  that  the 
initial  lesion  in  benign  enlargement  is  development 
of  a fibromuscular  nodule.  Secondarily,  there  is 
invasion  by  epithelial  cells  proliferating  from  adja- 
cent. duct  or  gland  tissue.  It  seems  likely  that  in 
leiomyoma  of  the  prostate  there  is  an  imbalance  in 
the  progression  of  the  growth  due  to  failure  of  the 
epithelial  elements  to  respond  to  the  stimulation  of 
the  growing  muscle  which  assumes  a dominant 
status. 

A growing  awareness  of  this  condition  is  indicated 
by  recent  more  frequent  appearances  of  case  re- 
ports. Accepting  the  findings  of  Carson3  who  re- 
views the  literature  and  reports  a case  in  1950  and 
noting  a subsequent  report  by  Gray  and  Thompson,'1 
we  believe  our  addition  constitutes  the  twenty- 
seventh  report  of  a leiomyoma  of  the  prostate. 

Case  Report 

A sixty-nine-year-old  white  male  was  admitted  to 
the  French  Hospital,  complaining  of  low  abdominal 
pain  and  inability  to  void  for  the  past  eighteen 
hours.  For  about  two  years,  the  patient  had  ex- 
perienced moderate  prostatism  but  for  the  past 
few  days  had  been  voiding  with  extreme  straining 
and  had  been  dribbling.  There  wars  a palpable 
suprapubic  mass  which  disappeared  as  the  passage 
of  a 16  F.  Coude  catheter  with  some  difficulty 
yielded  1,100  cc.  of  urine.  The  past  history  indi- 
cated an  operation  for  hernia  at  the  age  of  fifty 
and  an  attack  of  pneumonia  at  forty-four.  Liver, 
spleen,  and  kidneys  were  not  palpable  on  examina- 
tion. The  heart,  lungs,  and  blood  pressure  were 
normal.  Rectally,  the  prostate  was  elastic,  smooth, 
enlarged  with  obliteration  of  the  median  sulcus, 


Fig.  1.  Low  power  photomicrograph  showing 
leiomyoma  of  prostate.  Smooth  muscle  dominates. 
There  is  absence  of  acini.  (70  X) 


Fig.  2.  High  power  photomicrograph  of  Fig.  1 
showing  smooth  muscle  cells  throughout.  (300  X) 


and  considered  benign  clinically.  It  was  not  possible 
to  reach  the  upper  limits  of  the  gland.  Preopera- 
tive laboratory  study  showed  normal  values  for 
blood  urea,  nonprotein  nitrogen,  and  sugar.  An 
electrocardiogram  was  satisfactory.  Intravenous 
urography  showed  no  upper  tract  abnormalities. 
A urethrocystogram  showed  bladder  trabeculation 
with  irregularity  of  contour,  elevation  of  the  bladder 
floor,  and  narrowing  of  the  posterior  urethra  with 
elongation. 

On  September  t),  1951,  under  spinal  anesthesia 
a 61-Gm.  tumor  mass  consisting  of  two  irregular 
lateral  lobes  with  posterior  commissural  thickening 
was  enucleated  with  ease  through  suprapubic 
approach. 

Multiple  sections  of  the  specimen  were  stained 
with  the  van  Gieson  and  hematoxylin  and  eosin 
methods.  These  showed  large  nodules  of  muscle 
tissue  arranged  in  whirls,  intermixed  with  fibrous 
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tissue  (Figs.  1 and  2).  The  pathology  report  was 
“leiomyoma  of  the  prostate  gland.” 

Postoperative  recovery  proceeded  uneventfully, 

(and  the  patient  was  discharged  from  the  hospital 
on  October  6,  1951. 

123  East  83rd  Street 
324  West  30th  Street 
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SUPPURATIVE  LYMPHADENITIS  CONCOMITANT  WITH  INFECTIOUS 
MONONUCLEOSIS 

David  Krapin,  M.D.,  New  Rochelle,  New  York 


INFECTIOUS  mononucleosis  is  usually  classified 
! as  anginose  or  lymphatic  depending  on  the  pre- 
dominance of  the  pharyngeal  or  the  lymphatic  com- 
ponent of  the  disease.  In  the  lymphatic  or  Pfeiffer 
group  it  has  been  generally  accepted  and  remarked 
, that  the  involved  lymph  nodes  do  not  suppurate. 
The  following  case  is  one  of  infectious  mononu- 
cleosis first  made  clinically  apparent  by  a suppu- 
rating anterior  cervical  lymph  node.  It  is  published 
because  of  its  rarity  and  the  diagnostic  problems  in- 
volved. 

Case  Report 

T.  D.,  a ten-year-old  white  male,  presented  him- 
self for  treatment  of  a three-day-old,  marble-sized 
swelling  at  the  angle  of  the  left  jaw.  This  was  ac- 
companied by  fever  of  101  F.  (rectal),  malaise,  and 
chilly  sensations  and  followed  the  next  day  by  the 
appearance  of  a similar  smaller  swelling  at  the  angle 
of  the  right  jaw.  The  past  history  was  not  contribu- 
tory. 

Physical  examination  revealed  the  following  per- 
tinent findings.  The  temperature  was  100.4  F., 
respirations  20,  and  pulse  86.  The  pharynx  was 
injected.  There  was  a 3 by  4 cm.,  freely  movable, 
fluctuant  swelling  of  the  left  anterior  cervical  lymph 
node  from  which  was  exuding  a slight  amount  of  thick 
yellow  pus.  A firm,  1 by  2 cm.,  slightly  tender  right 
anterior  cervical  node  and  several  shotty,  pea-sized, 
movable  nodes  in  the  right  posterior  cervical  chain 
were  present.  No  other  palpable  lymph  nodes  were 
found.  The  remainder  of  the  physical  findings  were 
essentially  normal. 

The  laboratory  studies  revealed  a fasting  blood 
sugar  of  110,  red  blood  cell  count  of  4,000,000,  11.7 
Gm.  hemoglobin,  8,900  leukocytes  with  50  per  cent 


neutrophils,  3 eosinophils,  41  lymphocytes,  and  6 
monocytes.  The  urine  was  within  normal  limits. 
A throat  culture  revealed  Streptococcus  viridans 
and  Staphylococcus  albus.  Culture  of  the  lymph 
gland  discharge  was  sterile  after  twenty-four  hours 
but  in  seventy-two  hours  grew  out  a Staphylococcus 
albus.  A heterophil  antibody  test  done  one  week 
after  the  initial  symptoms  appeared  was  positive 
in  1 : 1,048  dilution.  An  x-ray  of  the  neck  and  chest 
revealed  no  extrinsic  calcification.  There  was  a 
moderately  advanced  bullous  emphysema  of  the 
lungs. 

The  gland  drained  a slight  amount  but  became 
progressively  more  fluctuant  and  was  incised  on  the 
sixth  day  after  its  appearance.  Five  cubic  centi- 
meters of  thick  yellow  pus,  having  the  cultural  char- 
acteristic described,  were  evacuated.  The  wound 
healed  in  three  days. 

Ten  days  after  clinical  onset  of  the  disease,  the 
liver  and  spleen  became  palpably  enlarged,  and  a 
generalized,  shotty  lymphadenopathy  was  manifest. 

The  subsequent  course  of  the  disease  was  un- 
eventful, and  the  patient  recovered  without  se- 
quelae. The  final  diagnosis  was  infectious  mono- 
nucleosis and  suppurative  lymphadenitis,  left  an- 
terior cervical  gland. 

Comment 

Lymph  node  suppuration  in  glandular  fever  has 
not  previously  been  reported.  In  the  case  herein 
described  it  was  felt  to  be  coincidental  and  not  part 
and  parcel  of  the  major  disease.  This,  of  course,  is 
speculative  but  seemed  to  lie  borne  out  by  the  course 
of  the  disease.  The  diagnostic  problem  involved  is 
obvious. 
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Walter  Arthur  Bastedo,  M.D.,  of  New  York  City, 
died  on  July  21  at  the  age  of  seventy-nine.  Dr. 
Bastedo  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1899  and 
interned  at  St.  Luke’s  and  Sloane  Hospitals.  Dur- 
ing World  War  I,  he  was  a member  of  the  advisory 
council  of  the  New  York  Department  of  Health,  and 
during  World  War  II  he  was  a member  of  the  Na- 
tional Research  Council.  Since  1920  he  had  been  a 
trustee  and  a member  of  the  revision  committee  of 
the  United  States  Pharmacopoeia.  Dr.  Bastedo  had 
been  professor  of  pharmacology  and  therapeutics  at 
Columbia  University  and  was  consulting  physician 
at  St.  Luke’s  Hospital,  New  York  City,  and  St. 
Vincent’s  Hospital,  Staten  Island. 

President  of  the  American  Pharmacopoeial  Con- 
vention from  1930  to  1940,  Dr.  Bastedo  was  the 
author  of  Laboratory  Exercises  in  Materia  Medico 
for  Medical  Students  and  of  A Textbook  on  Materia 
Medica,  Pharmacology,  and  Therapeutics.  A Fellow 
of  the  American  College  of  Physicians,  Dr.  Bastedo 
was  a member  of  the  American  Gastro-Enterological 
Association,  the  American  Proctologic  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
Gastroenterological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  Y’ork,  and  the  American  Medical  Association. 

Harrison  Betts,  M.D.,  of  Yonkers,  died  on  July 
14  at  St.  John’s  Riverside  Hospital,  Y'onkers,  at 
the  age  of  sixty-seven.  Dr.  Betts  was  graduated 
from  Cornell  University  Medical  College  in  1910  and 
interned  at  Bellevue  Hospital.  During  World  War  I 
he  served  with  the  333rd  Field  Hospital  in  France. 
Dr.  Betts  was  emeritus  surgeon  at  St.  John’s 
Riverside  Hospital,  chief  gynecologist  at  St.  John’s 
Riverside  Hospital  Outpatient  Department,  and 
consulting  gynecologist  at  the  Dobbs  Ferry  Hospital. 
Dr.  Betts  was  a member  of  the  Yonkers  Academy 
of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Brumberg,  M.D.,  of  Buffalo,  died  on 
June  15  at  his  home  at  the  age  of  sixty-three.  Dr. 
Brumberg  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1913  and  interned  at 
the  Deaconess  Hospital  in  Buffalo.  During  World 
War  II  he  served  in  France  with  the  U.S.  Army 
Medical  Reserve  Corps.  Dr.  Brumberg  was  con- 
sulting dermatologist  and  syphilologist  at  the  Buf- 
falo State  Hospital  and  chief  dermatologist  and 
syphilologist  at  Emergency  Hospital.  A Diplomate 
of  the  American  Board  of  Dermatology  and  Syphilol- 
ogy,  he  was  a member  of  the  American  Academy  of 
Dermatology  and  Syphilology,  the  Buffalo-Rochester 
Dermatological  Society,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Davidson,  M.D.,  of  Brooklyn,  died  on 
July  16  at  Maimonides  Hospital  at  the  age  of  sixty- 


seven.  Dr.  Davidson  was  graduated  from  the 
Cornell  LTniversity  Medical  College  in  1908  and 
had  practiced  in  Brooklyn  for  forty-four  years.  He 
was  consulting  physician  at  the  Beth  Moses  Hos- 
pital and  chief  of  diabetes  at  the  Good  Samaritan 
Dispensary  and  Hospital.  A Diplomate  of  the 
American  Board  of  Internal  Medicine,  Dr.  Davidson 
was  a member  of  the  Clinical  Society  of  the  New 
York  Diabetes  Association,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  Y'ork,  and  the  American  Medical  Association. 

Lillian  Sample  De  Arndt,  M.D.,  of  Albany,  died 
on  July  6 in  Tallahassee,  Florida,  at  the  age  of  sixty- 
two.  Dr.  De  Arndt  received  her  medical  degree 
from  the  Boston  University  School  of  Medicine  in 
1926  and  had  been  chief  of  the  school  health  service 
of  the  New  Y'ork  State  Education  Department  for 
twenty-five  years  until  her  recent  retirement.  She 
was  a member  of  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  Y’ork,  and 
the  American  Medical  Association. 

Sidney  I.  Goldberg,  M.D.,  of  New  Y'ork  City, 
died  on  July  13  at  his  home  at  the  age  of  fifty-four. 
Dr.  Goldberg  received  his  medical  degree  from  the 
New  Y'ork  University  and  Bellevue  Hospital 
Medical  School  in  1921  and  interned  at  the  Lincoln 
and  Flower  and  Fifth  Avenue  Hospitals.  He  was 
associate  attending  physician  at  the  Metropolitan 
Hospital  and  the  Welfare  Island  Dispensary,  asso- 
ciate attending  physician  (chest)  at  St.  Joseph’s 
Hospital  in  the  Bronx,  and  attending  physician  at 
the  New  Y'ork  City  Department  of  Health  tubercu- 
losis clinic.  A Fellow  of  the  American  College  of 
Chest  Physicians,  Dr.  Goldberg  was  a member  of  the 
American  Public  Health  Association,  the  American 
Trudeau  Society,  the  New  Y'ork  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
Y’ork,  and  the  American  Medical  Association. 

Louis  Herly,  M.D.,  of  New  Y'ork  City,  died  on 
July  14  at  the  New  Y'ork  Polyclinic  Hospital  at  the 
age  of  seventy.  Dr.  Herly  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1903.  During  World  War  I he  served 
as  a captain  in  the  U.S.  Army  Medical  Reserve 
Corps.  Dr.  Herly  had  been  engaged  in  cancer  re- 
search at  the  Institute  for  Cancer  Research,  Me- 
morial Hospital,  and  Columbia  L’niversity  since  1920. 
In  1947  he  discovered  a simple  blood  test  for  the 
diagnosis  of  cancer  in  animals.  Dr.  Herly  was  a 
member  of  the  American  Association  for  Cancer 
Research,  the  New  Y'ork  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  Y'ork,  and 
the  American  Medical  Association. 

David  Ide,  M.D.,  of  New  Y'ork  City,  died  on 
July  17  at  his  office  at  the  age  of  fifty-five.  Dr.  Ide 
received  his  medical  degree  from  New  Y'ork  L'ni- 
versity  and  Bellevue  Hospital  Medical  School  in 
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1920  and  interned  at  Lebanon  Hospital.  Dr.  Ide 
was  attending  otorhinolaryngologist  at  the  Jewish 

ij  Memorial  Hospital,  attending  otolaryngologist  and 
bronchoscopist  at  Lebanon  Hospital,  director  of 
otolaryngology  at  the  Lebanon  Hospital  Outpatient 
Department,  attending  otolaryngologist  at  the  Wel- 
fare Island  Dispensary,  and  attending  surgeon  in 
rhinolaryngology  at  the  City  Hospital.  A Diplo- 
mate  of  the  American  Board  of  Otolaryngology, 
Dr.  Ide  was  also  a Diplomate  of  the  International 
Board  of  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Bronx 
Otolaryngology  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Daniel  James  Kelly,  M.D.,  of  Portchester,  died 
on  July  15  at  United  Hospital,  Portchester,  at  the 
age  of  forty-one.  Dr.  Kelly  received  his  medical 
degree  from  the  Tufts  College  Medical  School  in 
1933.  He  was  assistant  attending  surgeon  at  the 
United  Hospital. 

John  Leonard  Lavan,  M.D.,  of  New  York  City, 
died  on  May  29  at  Harper  Hospital,  Detroit, 
Michigan,  at  the  age  of  sixty-two.  Dr.  Lavan  re- 
ceived his  medical  degree  from  the  University  of 
Michigan  School  of  Medicine  in  1914.  A Diplo- 
mate of  the  American  Board  of  Preventive  Medicine 
and  Public  Health,  he  was  a member  of  the  Ameri- 
can Public  Health  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Adelbert  W.  Marsh,  M.D.,  of  Syracuse,  died  on 
June  21  at  his  home  at  the  age  of  ninety-four.  Dr. 
Marsh  received  his  medical  degree  from  the  Syra- 
cuse University  College  of  Medicine  in  1891.  He 
was  a founder  of  the  Crouse-Irving  Hospital  in 
Syracuse  and  for  twenty-seven  years  a surgeon  for 
the  New  York  Central  Railroad. 

Jacques  Neuer,  M.D.,  of  New  York  City,  died 
on  May  12  at  the  Park  East  Hospital  at  the  age  of 
fifty-eight.  A native  of  Austria,  Dr.  Neuer  re- 
ceived his  medical  degree  from  the  University  of 
Vienna  in  1920.  Before  coming  to  this  country  he 
headed  the  Workmen’s  Benefit  Association  of  the 
Viennese  Merchant’s  Guild.  Dr.  Neuer  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clarence  Joseph  Ohlbaum,  M.D.,  of  Brooklyn, 
died  on  July  11  at  his  home  at  the  age  of  fifty-five. 
Dr.  Ohlbaum  received  his  medical  degree  from  the 
Eclectic  Medical  College  in  Cincinnati,  Ohio,  in 

1921  and  began  his  practice  in  Brooklyn  the  follow- 
ing year.  He  was  attending  obstetrician  and  gynecol- 
ogist and  chief  of  staff  at  the  Prospect  Heights 
Hospital,  Brooklyn.  A Diplomate  of  the  Inter- 
national Board  of  Surgery,  Dr.  Ohlbaum  was  a 


Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  M.  Ringrose,  M.D.,  of  Boonville,  formerly 
of  Constableville,  died  on  June  18  at  Faxton  Hos- 
pital, Utica,  at  the  age  of  eighty-five.  Dr.  Ringrose 
was  graduated  from  Syracuse  University  College  of 
Medicine  in  1894  and  interned  at  the  Lying-In 
Hospital,  New  York  City.  In  1896  he  opened  his 
practice  in  Constableville  where  he  continued  for 
more  than  fifty  years.  For  forty-two  years  he 
served  as  health  officer  in  six  districts  of  Lewis 
County,  including  West  Turin,  Lewis,  Highmarket, 
and  Turin.  He  was  also  Lewis  County  coroner  for 
several  years  and  served  as  president  of  the  Village 
of  Constableville  and  as  president  of  the  Constable- 
ville Board  of  Education.  For  many  years  he  was 
a member  of  the  staff  of  the  Lewis  County  General 
Hospital  at  Lowville.  Dr.  Ringrose  retired  in  1947 
and  moved  to  Boonville.  He  was  a member  of  the 
Lewis  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Moritz  Salomonski-Rosen,  M.D.,  of  New  York 
City,  died  on  July  11  at  St.  Luke’s  Hospital  at  the 
age  of  seventy-two.  Dr.  Salomonski-Rosen  was 
born  in  Berlin,  Germany,  and  received  his  medical 
degree  from  the  University  of  Berlin  in  1904.  He 
came  to  the  United  States  in  1939.  Dr.  Salomonski- 
Rosen  was  senior  clinical  assistant  dermatologist 
at  the  Mount  Sinai  Hospital  Outpatient  Depart- 
ment. He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Edward  Skidmore,  M.D.,  of  Brooklyn, 
died  on  June  19  at  the  Long  Island  College  Hospital 
at  the  age  of  sixty-seven.  Dr.  Skidmore  received  his 
medical  degree  from  the  Long  Island  College  Hos- 
pital Medical  School  in  1913.  During  World  War  I 
he  served  in  France  with  the  U.S.  Army  Medical 
Corps.  Dr.  Skidmore  was  consulting  gynecologist 
and  obstetrician  at  the  Long  Island  College  Hospital. 
A Fellow  of  the  American  College  of  Surgeons,  he 
was  a member  of  the  Brooklyn  Gynecological 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  E.  Stott,  M.D.,  of  Albany,  died  on  July 
16  at  his  home  at  the  age  of  sixty-six.  Dr.  Stott  was 
graduated  from  Albany  Medical  College  in  1912. 
He  was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elisabeth  Mathilde  Weil,  M.D.,  of  Pearl  River, 
died  on  July  8 at  the  Bronx  Hospital  at  the  age  of 
fifty-three.  Dr.  Weil  was  a member  of  the  Rockland 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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State  Health  Department  Announces  Plan  for  Reporting  Narcotics  Users 


DR.  Herman  E.  Hilleboe,  New  York  State  Com- 
missioner of  Health,  has  announced  that  the 
Department  has  put  into  operation  a plan  to  im- 
plement the  law  requiring  the  reporting  of  narcotic 
addicts.  The  law,  enacted  by  the  1952  Legislature, 
requires  every  attending  or  consulting  physician  to 
report  to  the  State  Health  Department  the  name 
and  if  possible  the  address  of  every  habitual  user  of 
narcotic  drugs. 

For  the  purpose  of  the  law  the  Department,  in  a 
letter  to  all  practicing  physicians,  defined  an  habit- 
ual user  as  “a  person  who  through  repeated  use  of  a 
narcotic  drug  is  impelled  to  seek  periodic  or  chronic 
intoxication  with  that  drug  to  the  extent  that  its  con- 
tinued use  becomes  an  important  motive  in  his  ex- 
istence.” It  is  not  intended  that  physicians  re- 
port cases  who  require  a narcotic  drug  for  the  re- 


lief of  pain  in  the  advanced  stages  of  a fatal  disease, 
the  Department  stated. 

Reporting  by  physicians  will  be  done  through  dis- 
trict State  health  officers,  full-time  county  health 
commissioners,  or  full-time  city  health  officers  who 
will  provide  report  forms.  In  New  York  City  re- 
ports will  be  made  through  the  New  York  City 
Health  Department. 

Reports  which  will  be  forwarded  by  l6cal  health 
officials  to  the  State  Department  of  Health  will  be 
kept  confidential  and  will  be  open  for  inspection 
only  to  Federal,  State,  and  municipal  officers  whose 
duty  it  is  to  enforce  the  laws  of  this  State  or  of  the 
United  States  relating  to  narcotic  drugs,  or  who  are 
concerned  with  the  commitment,  care,  treatment, 
and  rehabilitation  of  persons  addicted  to  the  use  of 
narcotic  drugs. 


Research  Grants  Awarded  by  Several  Organizations 


GRANTS  for  research  and  study  have  been  an- 
nounced by  several  national  organizations  and 
foundations  to  physicians  and  institutions  in  New 
York  State,  as  follows: 

American  Heart  Association — Rounding  out  its 
fourth  year  of  financial  support  for  research  into 
heart  and  blood  vessel  diseases,  the  American  Heart 
Association  has  approved  72  grants-in-aid  totaling 
•1361,522.50.  These  include  the  following  from 
New  York  State: 

Albany  Medical  College — Dr.  Harold  C.  Wiggers, 
physiologic  changes  in  animals  with  deformed 
valves,  $5,250. 

Mary  Imogene  Bassett  Hospital,  Cooperstown — 
Dr.  James  Bordley  III,  relationship  of  lung  volume 
to  breathing  in  normal  persons  and  those  with  di- 
seases of  the  heart  or  lungs,  $5,250,  and  Dr.  Joseph 
W.  Ferrebee,  cell  damage  in  relation  to  the  circula- 
tory system,  $7, 1 40. 

Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City — Dr.  Stanley  R.  Bradley, 
reaction  of  blood  vessels  in  the  kidneys  and  liver 
in  patients  with  glomerulonephritis,  essential  hyper- 
tension, and  cirrhosis,  $3,675,  and  Dr.  George  H. 
Humphreys  II,  cardiovascular  problems  related  to 
surgery,  $4,200. 

Cornell  University  Medical  College,  New  York 
City — Dr.  McKeen  Cattell,  effects  of  drugs  on  the 
heart  muscle,  $4,971.35,  and  Dr.  Robert  F.  Pitts, 
relationship  of  the  adrenal  and  pituitary  glands  to 
the  retention  of  fluid  and  salts  in  the  body  as  a re- 
sult of  congestive  heart  failure,  $8,085. 

Mount  Sinai  Hospital,  New  York  City — Dr.  Al- 
fred P.  Fishman,  respiration  in  people  with  diseases 
of  heart  and  lungs  and  continuing  studies  of  heart 
failure  in  dogs,  $3,675,  and  Dr.  Jonas  H.  Sirota, 
evaluation  of  the  role  of  the  kidney  in  the  develop- 
ment of  heart  failure,  $3,150. 

New  York  University-Bellevue  Medical  Center — 
Dr.  John  J.  Osborn,  effect  of  refrigeration  on  the 


circulation  and  the  use  of  a new  type  of  artificial 
heart-lung,  $5,670. 

State  University  of  New  York  School  of  Medicine 
and  Medical  Center  at  Syracuse — Dr.  Alfred 
Farah,  effects  on  heart  muscle  of  enzyme  sub- 
stances found  in  the  body,  $4,410;  Dr.  Samuel 
Mallov,  effects  of  alcohol  on  the  metabolism  of  the 
muscle  and  other  tissues,  $525,  and  Dr.  Otto  W.  Sar- 
torius,  nervous  control  of  the  elimination  of  water 
and  salts  by  the  normal  kidney,  $4,515. 

Council  on  Rheumatic  Fever  and  Congenital 
Heart  Disease,  New  York  City,  cooperative  re- 
search study  of  the  relative  effectiveness  of  ACTH 
and  cortisone  in  the  treatment  of  rheumatic  fever 
and  prevention  of  rheumatic  heart  disease,  $3,500. 

National  Foundation  for  Infantile  Paralysis — 
A total  of  $2,395,039  in  March  of  Dimes  funds  has 
been  allocated  for  polio  research  and  professional 
education  to  26  medical  schools,  hospitals,  research 
institutions,  and  educational  organizations  in  this 
country  by  the  National  Foundation  for  Infantile 
Paralysis.  These  include  the  following  in  New 
York  State: 

Columbia  University,  New  York  City,  for  in- 
vestigation dealing  with  virus  research,  Dr.  Hattie 
E.  Alexander,  $32,495. 

New  York  University  College  of  Medicine,  New 
York  City,  to  increase  the  numbers  of  skilled  pro- 
fessional persons  required  in  carrying  on  research 
and  in  providing  adequate  care  for  patients,  Dr. 
Howard  A.  Rusk,  chairman,  Department  of  Physi- 
cal Medicine  and  Rehabilitation,  $10,000. 

National  Cancer  Institute,  National  Institutes  of 
Health — Twenty-one  grants  to  aid  cancer  control 
projects  in  hospitals,  medical  schools,  universities, 
and  other  non-Federal  institutions  have  been  an- 
nounced by  the  U.S.  Public  Health  Service,  to  be 
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administered  by  the  National  Cancer  Institute  of 
the  National  Institutes  of  Health.  These  include 
the  following  in  New  York  State: 

Cornell  University  Medical  College,  New  York 
City — Dr.  George  N.  Papanicolaou  and  Dr.  John 


MEDICALLY 

Donors  Announced — Physicians  from  New  York 
4 1 State  who  have  made  recent  donations  to  the  Ameri- 
i1  can  Medical  Education  Foundation,  sponsored  by 
the  American  Medical  Association,  include  the  fol- 
lowing: Dr.  Nathan  Bander,  Dr.  Michael  A.  Bot- 
talico,  Dr.  Edward  Flood,  Dr.  Moses  H.  Krakow, 
Dr.  Armando  J.  Lauritano,  Dr.  Walter  Menaker, 
Dr.  Z.  J.  Vaclavik,  Dr.  Earl  M.  Clark,  and  the 
staff  of  St.  Francis  Hospital,  all  of  New  York  City; 
Dr.  Jennie  D.  Carson  and  Dr.  William  It.  Carson, 
Potsdam;  Dr.  R.  B.  Cuthbert,  Jr.,  and  Dr.  George 
S.  Pixley,  Canastota;  Dr.  Bruno  Landau,  Franklin 
Square,  and  Dr.  Lyon  Steine,  Valley  Stream. 

Academy  Announces  Graduate  Fortnight — The 

twenty-fifth  Graduate  Fortnight  of  the  New  York 
Academy  of  Medicine  will  be  held  October  6 to  17, 
on  the  subject  “Hormones  in  Health  and  Disease.” 
The  program  will  include  21  evening  lectures,  four 
j morning  panel  discussions,  20  afternoon  hospital 
j clinics,  and  scientific  exhibits.  Speakers  at  the 
evening  lectures  will  be  Drs.  Fuller  Albright, 
David  P.  Barr,  D.  M.  Bergenstal,  Francis  J.  Brace- 
land,  George  F.  Cahill,  Frank  L.  Engel,  Joseph  W. 
Jailer,  E.  C.  Kendall,  Joseph  B.  Kirsner,  Abbie  I. 
Knowlton,  Charles  Ragan,  Rulon  W.  Rawson,  I. 
Snapper,  Louis  J.  Soffer,  DeWitt  Stetten,  Jr.,  Cyrus 
C.  Sturgis,  Howard  C.  Taylor,  Jr.,  H.  B.  van  Dyke, 
Sidney  C.  Werner,  Abraham  White,  and  Lawson 
] Wilkins. 

Participating  hospitals  include  Bellevue,  Beth 
Israel,  Flower-Fifth  Avenue,  Harlem,  Memorial, 
Montefiore,  Morrisania,  Mount  Sinai,  New  York, 
Polyclinic,  Presbyterian,  Roosevelt,  St.  Luke’s, 

! University,  and  the  Veterans  Administration  Hos- 
| pitals. 

Further  information  may  be  obtained  from  the 
Secretary,  Graduate  Fortnight,  New  York  Academy 
of  Medicine,  2 East  103rd  Street,  New  York  29,  New 
j York. 

Van  Meter  Prize  Award — The  American  Goiter 
Association  again  offers  the  Van  Meter  Prize  Award 
of  $300  and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work  on  prob- 
lems related  to  the  thyroid  gland.  The  award  will 
be  made  at  the  annual  meeting  of  the  Association 
which  will  be  held  in  Chicago,  Illinois,  May  7,  8,  and 
9,  1953,  providing  essays  of  sufficient  merit  are  pre- 
sented in  competition.  Further  information  may 
be  obtained  from  the  secretary,  Dr.  George  C.  Shiv- 
ers, 100  East  Saint  Vrain  Street,  Colorado  Springs, 
Colorado. 

Ophthalmology  Group  To  Meet — The  seventeenth 
International  Congress  of  Ophthalmology  will  be 
held  in  New  York  City  in  the  autumn  of  1954, 
it  has  been  announced  by  Dr.  Bernard  Samuels, 
New  York  City,  who  will  serve  as  president  of  the 
congress.  Four  national  bodies  in  the  United  States 
joined  in  the  invitation  to  the  International  Council 
of  Ophthalmology  to  bring  the  congress  to  this 
country,  including  the  American  Ophthalmological 
Society,  the  Section  on  Ophthalmology  of  the  Ameri- 
can Medical  Association,  the  Association  for  Re- 


F.  Soybolt,  study  and  instruction  in  the  cytologic 
method  of  cancer  diagnosis,  $35,073. 

Memorial  Hospital,  New  York  City — Dr.  Fred 
W.  Stewart,  postgraduate  study  in  tumor  pathology, 
$25,000. 

SPEAKING— 

search  in  Ophthalmology,  and  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology. 

Hospital  Construction  Reported — The  status  of 
Hill-Burton  hospital  construction  in  New  York 
State,  as  of  July  1,  1952,  is  as  follows: 

Completed  and  In  Operation:  Forty-one  projects 
at  a total  cost  of  $30,531,223,  including  Federal 
contribution  of  $9,719,869  and  supplying  1,966 
additional  beds. 

Under  Construction:  Twenty-three  projects  at  a 
total  cost  of  $29,826,020,  including  Federal  con- 
tribution of  $8,964,887  and  designed  to  supply 
1,573  addit  ional  beds. 

Approved  but  not  yet  Under  Construction:  Six 
projects  at  a total  cost  of  $8,559,200,  including 
Federal  contribution  of  $1,989,027  and  designed  to 
supply  270  additional  beds. 

Memorial  Gift  Presented — In  memory  of  the  late 
Dr.  Richard  Kovacs,  of  New  York  City,  who  was 
clinical  professor  of  physical  therapy  at  the  New 
York  Polyclinic  Medical  School  and  Hospital,  an 
ebony  and  silver  gavel  and  block  was  presented  to 
the  International  Federation  of  Physical  Medicine 
at  the  recent  meeting  of  the  representatives  of  na- 
tional societies  held  in  London,  England.  The  pre- 
sentation was  made  by  Mrs.  Kovacs. 

Bills  for  Treatment  of  Army  Personnel — Colonel 
Paul  A.  Keeney,  deputy  surgeon,  Headquarters 
First  Army,  has  requested  that  the  following  an- 
nouncement be  called  to  the  attention  of  members 
of  the  Medical  Society  of  the  State  of  New  York. 

“Bills  for  authorized  medical  care  and  treatment 
of  Army  personnel  should  be  submitted  to  the  com- 
manding officer  of  the  organization  to  which  the  pa- 
tient belongs  or  to  the  military  authority  who  pro- 
vided the  authorization  for  the  medical  service. 
If  the  location  of  these  individuals  is  not  readily 
known,  the  bill  should  be  sent  to  the  military  au- 
thority listed  below: 

“For  services  rendered  in  the  First  Army  area, 
which  includes  Connecticut,  Maine,  Massachusetts, 
New  Hampshire,  New  Jersey,  New  York,  Rhode  Is- 
land, and  Vermont,  submit  bills  to:  The  Surgeon, 
First  Armv,  Governor’s  Island,  New  York  4,  New 
York.” 

Examination  for  Medical  Officers — A competi- 
tive examination  for  appointment  of  medical  offi- 
cers to  the  regular  corps  of  the  United  States  Public 
Health  Service  will  be  held  on  October  7,  8,  and  9, 
1952,  at  a number  of  points  throughout  the  United 
States,  located  as  centrally  as  possible  in  relation  to 
the  homes  of  candidates.  Applications  must  be 
received  no  later  than  August  26,  1952. 

Application  forms  and  additional  information  may 
be  obtained  bv  writing  to  the  Chief,  Division  of 
Commissioned  Officers,  Public  Health  Service,  Fed- 
eral Security  Agency,  Washington  25,  D.C. 

To  Give  Lecture  Series — The  Faculty  of  Medi- 
cine, Columbia  University,  has  announced  a series 
of  lectures  on  “Occupational  Medicine”  to  be  given 
from  9:00  to  10:00  a.m.  on  Saturd' y mornings 
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beginning  on  September  20,  at  the  College  of  Phy- 
sicians and  Surgeons,  630  West  168th  Street,  New 
York  City.  The  lecturers  will  be  members  of  the 
staff  of  the  Division  of  Occupational  Medicine  of 
the  School  of  Public  Health. 

Interested  members  of  the  medical  and  allied 
professions  are  invited  to  attend.  There  will  be  no 
formal  registration  and  no  tuition  fee.  The  schedule 
for  the  series  is  as  follows: 

September  20 — “History  of  Occupational  Medi- 
cine”; September  27 — “Scope,  Objectives,  and 
Practice  of  Occupational  Medicine”;  October  4 — 
“Industrial  Toxicology,  General  Principles”;  Octo- 
ber 11 — “Toxic  Metals  I”;  October  18— “Toxic 
Metals  II”;  October  25 — “Toxic  Solvents  I”;  No- 
vember 1 — “Toxic  Solvents  II”;  November  8 — 
“Toxic  Dusts”;  November  15 — “Toxic  Gases”; 
November  22 — “Occupational  Dermatoses  and  In- 
fections”; November  29 — “Ventilation,  Lighting, 
Noise”;  December  6 — “Elementary  Nuclear  Phy- 
sics; Radiation  Hazards,”  and  December  13 — 
“Workmen’s  Compensation.” 

Center  Announces  Affiliation — Nassau  County’s 
new  $500,000  Cerebral  Palsy  Diagnostic  and  Treat- 
ment Center,  recently  completed  at  Roosevelt,  Long 
Island,  has  become  affiliated  with  New  York  Medi- 
cal College,  Flower-Fifth  Avenue  Hospital,  it  was 
announced  recently.  Purpose  of  the  affiliation  is  to 
make  available  to  the  center  the  services  of  special- 
ists on  the  hospital’s  staff,  while  at  the  same  time 
providing  training  in  the  diagnosis  and  treatment  of 
cerebral  palsy  for  medical  students  and  doctors. 
A research  program  will  be  conducted  at  the  center 


to  determine  the  best  types  of  equipment  for  use 
in  the  treatment  of  cerebral  palsy. 

To  Induct  Physicians — The  Department  of  De- 
fense has  requested  the  Selective  Service  System 
to  deliver  to  Armed  Forces  induction  stations  355 
doctors  of  medicine  during  the  month  of  September. 
The  Armed  Forces  will  assign  180  physicians  to  the 
Army  and  175  to  the  Air  Force.  This  September 
call  for  physicians  brings  to  a total  of  1,522  the  num- 
ber of  physicians  requested  since  July,  1951. 

Services  Available  at  Clinic — To  provide  diagnos- 
tic and  consultation  services  for  children  under 
twenty-one  years  of  age  suffering  with  congenital 
defects  of  the  palate  and  lip,  the  J.  Sutton  Regan 
Cleft  Palate  Foundation  has  been  established  at  the 
Children’s  Hospital,  Buffalo.  Cases  may  be  re- 
ferred directly  from  the  attending  physician  or  sur- 
geon handling  the  case  or  from  the  various  district 
health  officers  in  upstate  New  York.  A board  of 
directors  has  been  appointed  to  act  as  a steering 
committee  and  in  an  advisory  capacity  to  the  cleft 
palate  program,  with  representatives  from  the 
Children’s  Hospital,  Erie  County  Health  Depart- 
ment, Erie  County  Medical  Society,  children’s 
courts,  Western  New  York  Hospital  Council,  Uni- 
versity of  Buffalo,  boards  of  education,  the  spe- 
cialized field  of  plastic  surgery  and  orthodontia,  and 
other  interested  groups. 

Clinic  appointments  may  be  made  and  informa- 
tion obtained  from  the  secretary,  J.  Sutton  Regan 
Cleft  Palate  Foundation,  room  616,  City  Hall, 
Buffalo. 


MEETINGS 

PAST 


Nassau  Pediatric  Society 

Dr.  Daniel  Blitz,  Woodmere,  was  elected  presi- 
dent of  the  Nassau  Pediatric  Society  at  the  annual 
meeting  held  June  9.  Dr.  David  J.  Posner,  Levit- 


town,  was  elected  secretary-treasurer.  Guest 
speaker  at  the  meeting  was  Dr.  H.  Yannet  of  the 
Yale  School  of  Medicine  who  discussed  “Mental 
Retardation  in  Childhood.” 


FUTURE 


Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 

In  conjunction  with  “Jewish  Sanitarium  and 
Hospital  for  Chronic  Diseases  Month”  a special 
Pediatric  Day  program  will  be  presented  on  Tues- 
day, September  9,  at  the  hospital,  beginning  at  9: 30 
a.m.  The  morning  session  will  feature  a seminar  in 
chronic  pediatrics,  with  papers  to  be  presented  by 
Dr.  Sigmund  S.  Kahn,  Dr.  Richard  Turin,  Dr. 
Ernest  T.  Heffer,  Dr.  Ben  Philips,  Drs.  Abram 
Kanof,  Samuel  Losner,  and  Bruno  Volk,  and  Dr. 
Leo  Koven. 

Following  a buffet  luncheon,  a round  table  dis- 
cussion on  problems  of  childhood  rehabilitation  will 
be  held  with  Dr.  Benjamin  Kramer  as  chairman, 
and  Drs.  A.  J.  Berman,  Samuel  G.  Feuer,  Doris 
Milman,  Nathan  Pilock,  and  Samuel  Rothfeld  par- 
ticipating. At  2:00  p.m.  rounds  will  be  conducted 
by  Dr.  Richard  Slater  and  members  of  the  cardio- 
vascular research  and  pediatric  staffs. 

International  College  of  Surgeons 

The  seventeenth  annual  assembly  of  the  United 
States  and  Canadian  chapters  of  the  International 
College  of  Surgeons  will  be  held  in  the  Conrad 
Hilton  Hotel,  Chicago,  Illinois,  September  2 through 


5.  Lord  Thomas  Horder,  London,  England,  phy- 
sician to  Queen  Elizabeth,  chairman  of  the  Fellow- 
ship for  Freedom  in  Medicine,  and  a member  of  the 
council  of  the  British  Medical  Association,  will  be 
guest  speaker  at  the  convocation  on  “Freedom 
in  Medicine.” 

Steuben  County  Medical  Society 

Dr.  Joseph  E.  McManus,  assistant  professor  of 
surgery,  University  of  Buffalo  School  of  Medicine, 
will  speak  on  “Surgical  Remedy  for  Cardiac  Disease 
Including  Mitral  Stenosis”  at  a meeting  of  the 
Steuben  County  Medical  Society  to  be  held  Thurs- 
day, September  11,  at  the  Hornell  Country  Club, 
Hornell.  The  program  is  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation 
with  the  New  York  State  Department  of  Health. 
Utica  Academy  of  Medicine;  Herkimer,  Madi- 
son, and  Oneida  Counties  Medical  Societies,  and 
Oneida  County  Chapter,  American  Academy  of 
General  Practice 

Guest  speaker  at  a joint  meeting  of  the  Utica 
Academy  of  Medicine,  the  Medical  Societies  of  the 
[Continued  on  page  2056] 
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FIRST  INJECTABLE  QUINIDINE  COMMERCIALLY 
AVAILABLE  IN  AMERICA 
TRIED  - TESTED  - DEPENDABLE  - STABLE 

For  those  cases  of  auricular  fibrillation  and  paroxysmal 
tachycardia  where  QUINIDINE  is  indicated  and  cannot  be 
given,  or  is  not  effective,  orally  — ■ 

INTRAMUSCULARLY  or  if  necessary  INTRAVENOUSLY 

AoCdJvaJfJj^:  Quinidine  Hydrochloride  Injectable  (0.6  Gm.)  in  5 cc.  ampul 
Quinidine  Hydrochloride  Injectable  (0.18  Gm.)  in  I cc.  ampul 
REFERENCES: 

1.  Sturnick,  M.  I.;  Riseman,  J.  E.  F.;  and  Sagall,  E.  I.:  Studies  on  the 
Action  of  Quinidine  in  Man:  J.  A.  M.  A.  121 ; 917  (March  20)  1943 

2.  Sagall,  E.  I.;  Horn,  C.  D.;  and  Riseman,  J.  E.  F.:  Studies  on  the 
Action  of  Quinidine  in  Man:  Arch.  Int.  Med.  71;  460  (April)  1943 

3-  Armbrust,  Chas.  A.  Jr.  and  Levine,  Samuel  A.:  Paroxysmal  Ventricular 
Tachycardia:  A Study  of  107  Cases:  Circulation,  _1_;  28-39  (Jan.)  1950 

4.  Bell,  G.  O. ; Bradley,  R.  B.;  and  Hurxthal,  L.  M.:  Paroxysmal  Tachy- 
cardia, Experiences  with  Massive  Doses  of  Quinidine  Intravenously  in  a 
Refractory  Case:  Circulation,  _1_:  939  (April  Part  II)  1950 

For  additional  information  — just  send  your  blank  marked  14QU8 
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Quinidine  Sulfate  Tablets  and  Capsules 
(3  gr.)  in  bottles  of  100,  500  <Sk  1000. 


BREWER  6*  COMPANY,  INC. 

67  UNION  STREET  WORCESTER  8,  MASS. 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue. 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Surgical  Gynecology.  Including  Important  Ob- 
stetric Operations.  By  J.  P.  Greenhill,  M.D.  Illus- 
trated by  Angela  Bartenbach.  Octavo  of  350  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1952. 
Cloth,  $8.50.  (A  Handbook  of  Operative  Surgery) 

Allergic  Pruritis.  Stephan  Epstein,  M.D.,  Editor. 
With  Panel  Discussion.  An  official  publication  of 
the  American  College  of  Allergists,  Inc.  Duodecimo 
of  76  pages,  illustrated.  St.  Paul.  Bruce  Publishing 
Co.,  1952.  Cloth,  $2.50. 

The  1951  Year  Book  of  Neurology  and  Psychiatry. 

(November,  1950-October,  1951).  Neurology  edited 
by  Roland  P.  Mackay,  M.D.  Psychiatry  edited  by 
Nolan  D.  C.  Lewis,  M.D.  Duodecimo  of  556  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1952. 
Cloth,  $5.50. 

Cybernetics.  Circular  Causal  and  Feedback  Mech- 
anisms in  Biological  and  Social  Systems.  Transac- 
tions of  the  Eighth  Conference  March  15  16,  1951, 
New  York,  N.  Y.  Edited  by- Heinz  von  Foerster. 
Assistant  Editors,  Margaret  Mead,  Hans  Lukas 
Teuber.  Octavo  of  240  pages.  New  York,  Josiah 
Macy,  Jr.,  Foundation,  1952.  Cloth,  $4.00. 

Cold  Injury.  Transactions  of  the  First  Conference 
June  4-5,  1951.  New  York,  N.Y.  Edited  by  M. 
Iren6  Ferrer.  Octavo  of  248  pages,  illustrated.  New 
York,  Josiah  Macy,  Jr.,  Foundation,  1952.  Cloth, 
$3.25. 

A Synopsis  of  Neurology.  By  W.  F.  Tissington 
Tatlow,  M.D.,  J.  Amor  Ardis,  M.B.  (Bristol),  and 
J.  A.  R.  Bickford,  D.P.M.  Duodecimo  of  513  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  C’o., 
1952.  Cloth,  $6.50. 

Modern  Drug  Encyclopedia  and  Therapeutic  In- 
dex. Edited  by  Marion  E.  Howard,  M.D.  Fifth 
edition.  Octavo  of  1,431  pages,  illustrated.  New 
York,  Drug  Publications,  Inc.,  1952.  Cloth,  $15. 

Clinical  Sonnets.  By  Merrill  Moore,  M.D. 
Octavo  of  72  pages.  New  York.  Twavne  Publishers, 
1949.  Cloth,  $2.50. 

Bacitracin.  A review  and  digest  of  the  literature 
up  to  and  including  January,  1952.  Research  Divi- 
sion, S.  B.  Penick  & Co.  Octavo  of  127  pages,  illus- 
trated. New  York,  S.  B.  Penick  & Co.,  1952.  Cloth, 
$4.00. 

Living  in  Balance.  By  Frank  S.  Caprio,  M.D. 
Octavo  of  246  pages.  Washington,  DC.,  Arundel 
Press,  1951.  Cloth,  $3.75. 

A Sex  Guide  to  Happy  Marriage.  By  Edward  F. 
Griffith,  M.R.C.S.  [American  edition).  Octavo  of 
352  pages,  illustrated.  New  York,  Emerson  Books, 
1952.  Cloth,  $3.00. 

The  Fight  Against  Tuberculosis.  An  Autobiog- 
raphy. By  Francis  Marion  Pottenger,  M.D. 
Octavo  of  276  pages,  illustrated.  New  York,  Henry 
Schuman,  1952.  Cloth,  $4.00. 

Between  Two  Worlds.  The  Memoirs  of  a Physi- 
cian. By  Benjamin  L.  Gordon,  M.D.  Octavo  of 
354  pages,  illustrated.  New  York,  Bookman  Asso- 
ciates, 1952.  Cloth,  $4.00. 


The  Thyroid.  By  Thomas  Hodge  McGavack, 
M.D.  With  a Section  on  Surgery  by  James  M. 
Winfield.  M.D.  and  Walter  L.  Mersheimer,  M.D.. 
and  a Section  on  History  by  Dorothy  B.  Spear,  Ph. 
B.  and  Thomas  Hodge  McGavack.  Quarto  of  646 
pages,  illustrated.  St.  Louis,  C.  V.  Mosbv  Co.,  1951. 
Cloth,  $13.50. 

Diseases  of  the  Nose,  Throat  and  Ear.  A Hand- 
book for  Students  and  Practitioners.  By  I.  Simson 
Hall,  M.B.  (Edin.)  Fifth  edition.  Duodecimo  of  463 
pages,  illustrated.  Baltimore.  Williams  & Wilkins 
Co.,  1952.  Cloth,  $4.00. 

Bone  Tumors.  By  Louis  Lichtenstein,  M.D 
Quarto  of  315  pages,  illustrated.  St.  Louis,  C.  Y. 
Mosbv  Co.,  1952.  Cloth,  $10.50. 

Hemifacial  Spasm.  A Clinical  and  Pathophysio- 
logical Study.  By  Robert  Wartenberg,  M.D. 
Octavo  of  86  pages,  illustrated.  New  York,  Oxford 
University  Press,  1952.  Cloth,  $4.00. 

Principles  of  Refraction.  By  Sylvester  Judd 
Beach.  M.D.  Octavo  of  158  pages,  illustrated.  St. 
Louis,  C.  Y.  Mosby  Co.,  1952.  Cloth,  $4.00. 

Principles  and  Practice  of  Anesthesiology.  By 
Vincent  J.  Collins,  M.D.  Octavo  of  528  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1952.  Cloth, 
$10.00. 

The  Unipolar  Electrocardiogram,  A Clinical  In- 
terpretation. By  Joseph  M.  Barker,  M.D..  assisted 
by  Joseph  J.  Wallace,  M.D.,  advised  by  Wallace  M. 
Yater,  M.D.  Octavo  of  655  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1952.  Cloth. 

Poisoning.  A Guide  to  Clinical  Diagnosis  and 
Treatment.  By  W.  F.  von  Oettingen,  M.D.  Octavo 
of  524  pages.  New  York,  Paul  B.  Hoeber,  1952. 
Cloth,  $10.00. 

The  Medical  Clinics  of  North  America.  New 
York  Number.  May,  1952.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1952. 
Published  Bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

Introduction  to  Clinical  Neurology.  By  Gordon 
Holmes.  Second  edition.  Octavo  of  189  pages,  illus- 
trated. Baltimore,  Williams  Wilkins  Co.,  1952. 
Cloth,  $4.00. 

The  Scalp  in  Health  and  Disease.  By  Howard 
T.  Behrman,  M.D.  Quarto  of  566  pages,  illustrated. 
St.  Louis,  C.  Y.  Mosby  Co.,  1952.  Cloth,  $12.50. 

Medical  Biographies.  The  Ailments  of  Thirty- 
Three  Famous  Persons.  By  Philip  Marshall  Dale, 
M.D.  Octavo  of  259  pages,  illustrated.  Norman. 
Oklahoma,  University  of  Oklahoma  Press,  1952. 
Cloth,  $4.00. 

Functional  Endocrinology.  From  Birth  through 
Adolescence.  By  Nathan  B.  Talbot,  M.D.,  Edna 
H.  Sobel.  M.D.,  Janet  W.  McArthur,  M.D.,  and 
John  D.  Crawford,  M.D.  Quarto  of  638  pages,  illus- 
trated. Cambridge,  Massachusetts,  Harvard  l ni- 
versity  Press  for  the  Commonwealth  Fund,  1952. 
Cloth;  $10.00. 
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new  triple- strength  Bi2  drops 


Dodecavite  T.  S.  Drops 

(triple  strength)  " 


growth  factor 
appetite  stimulant 

Paralleling  its  growth-promoting 
properties  in  animals,  vitamin 
B 1 2 orally  produced  definite 
stimulation  of  growth  and 
accelerated  weight  gain  in  both 
“clinically  normal”  and 
chronically  ill  children.1 


30 


meg. 


vitamin  B,2  per  cc. 


“Increased  physical  vigor,  alertness,  better  general 
behavior,  but  above  all,  a definite  increase  in  appetite” 
were  observed  as  well  as  growth  response  in 
malnourished  children  after  oral  vitamin  B12  was 
added  to  an  otherwise  already  stabilized  complete 
nutritional  regime.2 


Dodecavite  T.S.  Drops 

(triple  strength) 

30  meg.  B 1 2 per  cc.* 

Bottle  of  15  cc.  with  dropper 


Dodecavite  Drops 

10  meg.  B 1 2 per  cc.* 

Bottles  of  15  cc.  and 
60  cc.  with  dropper 

*as  streptomyces  fermentation  extractives. 


1.  Chow,  B.  F.:  ].  Nutrition  43:323,  1951 

2.  Wetzel,  N.  C.  et  al.:  Science  110:651,  1949 


Professional  samples 
and  literature 
upon  request. 


u.  s.  vitamin  corporation 

Casimir  Funk  Laboratories,  Inc.  (affiliate) 
250  East  43rd  Street,  New  York  17,  N.  Y. 
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Prescription 

Perfect 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland — using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky-making. 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820  . . .still  going  strong 

Johnnie 
Walker 

SCOTCH  WHISKY 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y., 
Sole  Importer 
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Figure  della  Medicina  Contemporanea  Italiana. 

By  Giovanni  P.  Arcieri,  M.D.  Octavo  of  350  pages, 
illustrated.  Milan,  Italy,  Fratelli  Bocca  Editori 
(New  York,  S.  F.  Vanni),  1952. 

When  Doctors  are  Patients.  Edited  by  Max 
Pinner,  M.D.,  and  Benjamin  F.  Miller,  M.D.  Octavo 
of  364  pages.  New  York,  W.  AY.  Norton  & Co. 
1952.  Cloth,  $3.95. 

Advances  in  Pediatrics.  Editor,  S.  Z.  Levine, 
M.D.  Associate  Editors,  Allan  M.  Butler,  M.D., 
Margaret  Dann,  M.D.,  L.  Emmett  Holt,  Jr.,  M.D.. 
and  A.  Ashley  AYeech,  M.D.  A’olume  V.  Octavo  of 
273  pages,  illustrated.  Chicago,  Year  Book  Pub- 
lishers, 1952.  Cloth,  $7.00. 

The  Case  Against  Psychoanalysis.  By  Andrew 
Salter.  Duodecimo  of  179  pages.  New  York,  Henry 
Holt,  1952.  Cloth,  $2.50. 

The  Story  of  the  Adaptation  Syndrome  (Told  in 
the  form  of  Informal,  Illustrated  Lectures).  By 
Hans  Selye,  M.D.  Octavo  of  225  pages,  illustrated. 
Montreal,  Canada,  Acta,  1952.  Fabricoid,  $4.50. 

Diagnostic  Electroencephalography.  By  Hans 
Strauss,  M.D.,  Mortimer  Ostow,  M.D.,  and  Louis 
Greenstein,  M.D.  Quarto  of  282  pages,  illustrated. 
New  York,  Grune  & Stratton,  1952.  Cloth,  $7.75. 

Textbook  of  Medicine.  By  A’arious  Authors. 
Edited  by  Sir  John  Conybeare,  D.M.  (Oxon.)  and 
W.  N.  Mann,  M.D.  Tenth  edition.  Octavo  of  912 
pages,  illustrated.  Baltimore,  AA'illiams  & AA’ilkins 
Co.,  1952.  Cloth,  $8.00. 

Text  Book  of  Ophthalmology.  By  Sir  Stewart 
Duke-Elder,  M.D.  A'olumeA’.  The  Ocular  Adnexa. 
Octavo.  Page  4,631  to  page  5,713.  Illustrated.  St. 
Louis,  C.  A’.  Mosby  Co.,  1952.  Cloth,  $22.50. 

Physical  Medicine  in  General  Practice.  AA'ith 
twenty-two  contributors.  Edited  by  AA'illiam  Bier- 
man,  M.D.,  and  Sidney  Licht,  M.D.  Third  edition. 
Octavo  of  798  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1952.  Cloth,  $12.50. 

The  Toxemias  of  Pregnancy.  By  AA’illiam  J. 
i Dieckmann,  M.D.  Second  edition.  Octavo  of  710 
| pages,  illustrated.  St.  Louis,  C.  A’.  Mosbv  Co.,  1952. 

| Cloth,  $14.50. 

Advances  in  Medicine  and  Surgery.  From  the 
Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania.  Quarto  of  441  pages,  illustrated. 
Philadelphia,  AA'.  B.  Saunders  Co.,  1952.  Cloth, 
$8.00. 

Reaction  to  Injury.  Pathology  for  Students  of 
Disease.  A’olume  II.  The  Reactions  of  Submission 
and  Adaptation  and  the  Disease  Entities  Arising  out 
of  their  Elaboration.  By  Wiley  D.  Forbus,  M.D. 
Quarto  of  1,110  pages,  illustrated.  Baltimore,  AA'il- 
liams & Wilkins  Co.,  1952.  Cloth,  $20. 

Biochemistry  and  Human  Metabolism.  Bv 
1 Burnham  S.  AYalker.  M.D.,  AYilliam  C.  Boyd,  Ph.D'.. 
and  Isaac  Asimov,  Ph.D.  Octavo  of  812  pages,  illus- 
trated. Baltimore.  AA'illiams  & AA’ilkins  Co..  1952. 
Cloth,  $9.00. 


BOOKS  REA'IEAA’ED 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1952.  Octavo.  Philadelphia, 
AA'.  B.  Saunders  Co.,  1952.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $18  net;  paper,  $15 
net. 

This  issue  of  the  Medical  Clinics  has  a valuable 

symposium  on  heart  disease  which  embodies  most  of 


l 


August  15,  1952] 


BOOKS 


2053 


the  recent  advances  in  this  field.  It  contains  some 
material  not  found  even  in  recent  textbooks.  In  ad- 
dition, there  are  fine  clinics  on  miscellaneous  topics, 
all  of  them  worth  reading.  Milton  Plotz 

Obstetrical  Practice.  By  Alfred  C.  Beck,  M.D. 
Fifth  edition.  Quarto  of  1,073  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1951.  Cloth, 
•110.00. 

This  edition,  the  fifth,  upholds  the  standards  of  the 
previous  texts.  With  the  use  of  many  new  illustra- 
tions and  revisions,  the  subject  matter  is  completely 
and  clearly  covered.  The  material  is  presented  as  a 
man  like'  Beck,  who  has  had  long  teaching  ex- 
i perience,  would  present  it. 

To  be  commended  are  the  chapters  on  manage- 
ment of  pregnancy,  mechanism  of  labor,  and  the 
toxemias.  Also  to  be  noted  are  recommendations  as 
to  management  of  obstetric  complications. 

The  students  of  obstetrics,  as  well  as  the  specialist, 
will  find  this  an  excellent  text. 

William  C.  Meagher 

Clinical  Uses  of  Intravenous  Procaine.  By  David 

J.  Graubard,  M.D.,  and  Milton  C.  Peterson,  M.D. 
Octavo  of  104  pages,  illustrated.  Springfield, 
Charles  C Thomas.  1950.  (Publication  # 73,  Ameri- 
I can  Lecture  Series.) 

This  monograph  presents  an  excellent  basic  re- 
1 view  of  the  chemistry  and  pharmacology  of  Procaine 
and  covers  all  clinical  applications  to  date.  It  ex- 
plains in  detail  methods  of  administration,  equip- 
ment, dosage,  indications,  contraindications,  com- 
plications, and  their  treatment.  Its  greatest  con- 
tribution is  that  it  discusses  the  use  of  a valuable 
drug  in  several  branches  of  medicine.  This  book  has 
something  to  offer  every  practitioner. 

Irving  M.  Pallin 

Penicillin  Decade.  1941  1951.  Sensitizations 
and  Toxicities.  By  Lawrence  Weld  Smith,  M.D., 
and  Ann  Dolan  Walker,  R.N.  Octavo  of  122  pages, 
Washington,  Arundel  Press,  1951.  Cloth,  $2.50. 

The  authors  have  reviewed  the  literature  for  a ten- 
year  period  (1941-1951 ) on  the  subjects  of  sensitiza- 
tions to  penicillin  and  toxicity  from  its  use.  The 
number  and  variety  of  reactions  to  penicillin  which 
have  been  reported  are  startling.  The  authors  cau- 
tion against  indiscriminate  use  anti  restate  the  dic- 
tum that  “antibiotics  are  only  of  value  for  the  treat- 
ment of  infections  due  to  organisms  sensitive  to  the 
specific  antibiotics  being  employed.”  The  book  is 
very  well  written  and  contains  an  extensive  bibliog- 
raphy. Leon  M.  Levitt 

Heredity  in  Uterine  Cancer.  By  Douglas  P. 
Murphy,  M.D.  Octavo  of  128  pages.  Cambridge, 
Massachusetts,  Commonwealth  Fund  by  Harvard 
University  Press,  1952.  Cloth,  $2.50. 

Dr.  Murphy,  an  ardent  student  of,  and  distin- 
guished contributor  to  the  field  of  genetics,  has  pub- 
lished the  results  of  his  long  study  of  the  inheritance 
of  disposition  to  cancer.  The  material  includes  a 
study  of  the  relatives  of  201  women  who  were  suffer- 
ing from  cancer  of  the  uterine  cervix,  as  compared 
with  the  findings  in  a similar  investigation  of  215  con- 
trol families.  Altogether,  some  6,445  individuals 
were  included. 

Analysis  of  his  statistics  shows  that  genetic  factors 
play  a significant,  though  small,  role  in  the  etiology 
of  cancer.  Alexander  H.  Rosenthal 


...salts 


"I  clean  the  poisons  out  every  day,”  he 
says— but  he  doesn’t  realize  he  is  whip- 
ping a tired,  irritated  bowel. 


Put  this  character  on  a treatment  of  Turicum. 
Explain  to  him  it  is  not  a one-shot  cathartic 
but  a restorative  treatment  that  should  be 
kept  up  for  several  days  to  help  the  bowel 
back  to  normal  reflex  peristalsis. 

TURICUM 

Each  tablespoonful  contains  methylcellulose  0.3  Gm., 
magnesium  hydroxide  0.6  Gm. 

lubricoid  action  without  oil 

It  is  pleasant  and  easy  to  take. 

WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 


Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  AUGUST  15,  1952—23,105 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. 

Cayuga 

Chautauqua . . 
Chemung 
Chenango ... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York ... 
Niagara 

Oneida 

Onondaga  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond 
Rockland 
St.  Lawrence. 

Saratoga 

Schenectady  . 
Schoharie  .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy  Bronx 
Ben  L.  Matthews. Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centcrwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan.  Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . Lake  Placid 
William  A.  Gaspar.  . . .Malone 
Kumjian  Durand.  . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  0.  Persons.  . .Lexington 
Harold  T.  Golden 

Herkimer 

E.  A.  Maxwell 

Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen  . Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  Amsterdam 
J.  M.  Galbraith ....  Glen  Cove 

G.  W.  McAuliffe.  . .New  York 

Wilfrid  M.  Anna 

Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price . . . Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . .Oneonta 

A.  Vanderburgh Brewster 

F.  C.  Cerniglia.  . . Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger  Staten  Island 
A.  S.  Moscarella  . Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro.  . Schenectady 
Franz  Konta.  . Richmondville 
Milton  J.  Daus.  . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Horaell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurley ville 

Seymour  M.  Bulkley . . Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr.  Kingston 

S.  L.  Edmunds.  . . Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit.  . . Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer ....  Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore.  . Bronx 
N.  R.  Occhino.  . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood. . .Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco.  . . .New  Berlin 
I.  Robert  Wood.  . . Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley.  . .McGraw 
Robert  H.  Gelder Sidney 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin. . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Larner.  . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers.  . .Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett. . . Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin.  .Rockville  Centre 

Herbert  S.  Ogden. . .New  York 
Charles  M.  Dake,  Jr 

Niagara  Fads 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . .Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury .Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . Forest  Hills 
Vincent  T.  Laquidara. . . Troy 
James  Poulton  Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . Schenectady 
Donald  R.  Lyon . . . Middleburg 
W.  F.  Tague. . . .Montour  Fads 
David  L.  Koch 

Seneca  Fads 

Rudolph  J.  Shafer.  . Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn  . .Glens  Fads 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Did Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson . . . Penn  Yan 


T reasurer 

Frances  Vosburgh Alban 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss.  . . Binghamton 
Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher.  . .Dunkirk 

Lawrence  L.  Hobler Elmira 

Angelo  Franco.  . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles.  . Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman  ...  Buffalo 
James  E.  Glavin . . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
W.  H.  Raymond.  . .Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson.  .Catskill 

H.  F.  Schwartz J 

Salisbury  Center 

Lawrence  Henderson I 

Watertown 

Harry  Mandelbaum . Brooklyn  i 
John  P.  Myers.  Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 

.Anthony  J.  Zaia Oneida  1 

R.  J.  Calihan Rochester 

Max  Dreyfuss Amsterdam 

I.  Drabkin. . Rockville  Centre 
Gerald  D.  Dorman . . New  York 

G.  Norris  Miner 1 

North  Tona wanda 

Robert  C.  Had Utica 

C.  A.  Gwynn Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury. Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

M.  Jacobs Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Trov 

A.  Leikensohn . . . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  Elder Massena 

Joseph  Lebowich Saratoga 

Carl  F.  Runge Schenectady 

Duncan  L.  Best . . . Middleburg 

W.  F.  Tague Montour  Fads 

David  L.  Koch 

Seneca  Fads 

Rudolph  J.  Shafer.  . . .Coming 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

Henry  B.  Wightman ...  Ithaca 
Herbert  B.  Johnson . Kingston 

F.  P.  Becker Glens  Fads 

R.  E.  Borrowman 

Fort  Edward 

J.  A.  Perillo Newark 

H.  J.  Dunlap New  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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IODEX  C Methyl  Sal 

provides  the  stimulating  and  metabolic  effects 
of  the  combined  Iodine*  and  the  analgesic 
action  of  Methyl  Salicylate. 

Iodex  c Methyl  Sal  is  also  an  adjuvant  in  the 
treatment  of  rheumatic  and  arthritic  pains. 

*The  Iodine  in  Iodex  c Methyl  Sal  is  slowly  split  ojj  through  percutaneous  absorption. 


FOR  SPORTS 


MINOR  INJURIES 


SPRAINS  • STRAINS  • BRUISES  MUSCLE  SORENESS 


MENLEY  & JAMES,  LTD.  70  West  40th  Street,  New  York  18,  N.  Y. 


2056 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  oF  alkali  salts.  Fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


IN  BRONCHIAL  ASTHMA 

Around  the  Clock  Protection.  A DAY 

and  NIGHT  difference  in  treatment  with 
high  oral  doses  of  aminophylline. 


DAINITE  DAY  TABLETS 

Each  tablet  contains: 

Sodium  Pentobarbital 

Aminophylline 

Ephedrine  HCI  .... 

Benzocaine 

Aluminum  Hydroxide  . 

Give  t.i.d.  a.c. 

DAINITE  NITE  TABLETS 

Each  tablet  contains: 

Phenobarbital Vt  gr. 

Sodium  Pentobarbital  . . Vi  gr. 

Aminophylline 4 gr. 

Benzocaine  . . 'A  gr. 

Aluminum  Hydroxide  . . 2'/i  gr. 

Give  at  10  P.M. 


hm 


IRWIN,  NEISLER  & C 


[Continued  rom  page  2048] 

Counties  of  Herkimer,  Madison,  and  Oneida, 
and  the  Oneida  County  Chapter  of  the  American 
Academy  of  General  Practice  will  be  Dr.  Frederick 
W.  Williams,  New  York  City,  associate  professor 
of  clinical  medicine,  Xew  York  Medical  College. 
Dr.  Williams’  subject  will  be  "Gangrene;  Infection 
and  Management  of  the  Surgical  Diabetic.”  The 
meeting  will  be  held  Thursday,  September  18,  at  the 
Hotel  Utica,  Utica. 

The  program  is  postgraduate  instruction  ar- 
ranged by  the  Council  Committee  on  Public  Health 
and  Education  in  cooperation  with  the  State  Depart- 
ment of  Health. 


PERSONALITIES 

Appointed 

Dr.  Sarkis  J.  Anthony,  Williamsville,  as  acting 
superintendent  of  Meyer  Memorial  Hospital,  Buf- 
falo . . . Dr.  Stanhope  Bavne-Jones,  Xew  York  City, 
civilian  technical  director  of  Army  Medical  Re- 
search . . . Dr.  E.  Jefferson  Browder,  Brooklyn, 
executive  officer  of  the  newly-established  Depart- 
ment of  Xeurology  and  Neurosurgery  at  the  State 
University  College  of  Medicine  in  Brooklyn  . . . Dr. 
James  A.  Campbell,  dean  of  Albany  Medical  Col- 
lege, to  the  medical  board  of  the  New  York  State 
Employes’  Retirement  System  . . . Dr.  J.  Gerard 
Converse,  former  assistant  in  anesthesia  at  the 
Children’s  Hospital,  Boston,  Massachusetts,  as 
assistant  professor  of  anesthesiology  at  Albany 
Medical  College  . . . Dr.  Ferdinand  J.  Haase,  Jr., 
former  executive  director  of  Littauer  Hospital, 
Gloversville,  medical  director  of  Albany  Hospital . . . 
Dr.  C.  M.  Landmesser,  former  instructor  in  phar- 
macology at  the  University  of  Pennsylvania  Medical 
College  and  assistant  instructor  in  surgery  at  the 
University’s  hospital,  assistant  professor  of  anes- 
thesiology at  Albany  Medical  College  . . . Dr. 
Nathaniel  E.  Reich,  Brooklyn,  clinical  assistant 
professor  at  the  State  University  of  New  York 
College  of  Medicine  . . . Dr.  Lyle  A.  Sutton,  asso- 
ciate professor  of  gynecology  at  Albany  Hospital 
and  Albany  Medical  School,  as  visiting  professor 
of  gynecology  in  Thailand  . . . Dr.  Ting-Wei-Hsia, 
who  has  just  completed  a surgical  residency  at  the 
Community  Hospital  in  Syracuse,  resident  in  sur- 
gery at  the  Wyoming  County  Community  Hospi- 
tal, Warsaw  . . . Dr.  George  J.  Ward,  Poughkeepsie, 
director  of  the  Vincent  Astor  clinics  of  St.  Francis 
Hospital,  Poughkeepsie  . . . Dr.  Randolph  A.  Wy- 
man, former  medical  superintendent  of  City  Hos- 
pital, New  York  City,  medical  superintendent  of 
the  Bird  S.  Coler  Memorial  Hospital  and  Home. 

Awarded 

Dr.  Albert  H.  Aldridge,  chief  of  the  Woman's 
Hospital,  New  York  City,  an  honorary  LL.D.,  con- 
ferred by  the  University  of  Leeds,  England.  Dr. 
Aldridge  also  delivered  an  address  at  the  British 
Congress  on  Obstetrics  and  Gynecology  . . . For 
outstanding  contribution  to  ophthalmology  in  1952, 
Dr.  Arthur  J.  Bedell,  Albany,  the  prize  in  ophthal- 
mology at  the  recent  meeting  of  the  American 
Medical  Association  in  Chicago  . . . Dr.  Frank  P. 
Gerold,  Dr.  John  M.  Lore,  Dr.  John  L.  Madden,  of 
St.  Clare’s  Hospital,  New  York  City,  the  Ludwig 
Hektoen  Gold  Medal  of  the  American  Medical  As- 
sociation fcr  “originality  of  investigation  and  ex- 
cellence of  presentation.” 
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Elected 

Dr.  C.  Barresi,  Silver  Creek,  as  a trustee  of  Alfred 
University  . . . Dr.  Anthony  S.  Bogatko,  assistant 
professor  of  clinical  surgery  of  the  College  of  Medi- 
cine, New  York  University-Bellevue  Medical  Cen- 
ter, as  president  of  the  Alumni  Association  of  the 
New  York  University  College  of  Medicine  . . . Dr. 
Harold  Brandaleone,  New  York  City,  vice-president 
of  the  Alumni  Association  of  the  New  York  College 
of  Medicine  . . . Dr.  A.  D.  Burr,  Gouverneur,  to  the 
board  of  directors  of  the  New  York  State  Association 
of  School  Physicians  . . . Dr.  Walter  T.  Dannreuther, 
New  York  City,  president  of  the  American  Board 
of  Obstetrics  and  Gynecology  . . . Dr.  John  N.  Dill, 
Yonkers,  president  of  the  Yonker’s  Academy  of 
Medicine  . . . Dr.  P.  A.  Dwyer,  Utica,  chief  of  the 
medical  staff  of  the  St.  John  and  St.  Joseph’s  Home 
. . . Dr.  Frank  C.  Furlong,  of  Schenectady,  presi- 
dent-elect of  the  Albany  Medical  College  Alumni . . . 
Dr.  Bruno  Kisch,  professor  of  physiologic  chem- 
istry at  Yeshiva  University,  president  of  the  Ameri- 
can College  of  Cardiology  . . . Dr.  D.  James  Bennett, 
of  Baldwinville,  vice-president  of  the  board  of  direc- 
tors of  the  New  York  State  Association  of  School 
Physicians  . . . Dr.  G.  L.  Lester,  Chautauqua,  di- 
rector, New  York  State  Association  of  School  Phy- 
sicians . . . Dr.  Madge  C.  L.  McGuinness,  New  York 
City,  secretary-treasurer  of  the  American  Rehabili- 
tation Committee  . . . Dr.  Donald  R.  McKay, 
Buffalo,  chairman  of  the  Board  of  Regents  of  the 
American  College  of  Chest  Physicians  . . . Dr.  Philip 
S.  Platt,  Yonkers,  president  of  the  Westchester 
Nursing  Council,  Inc.  . . Dr.  James  W.  Smith,  New 
York  City,  vice-president  of  the  Alumni  Federation 
of  New  York  University. 

Speakers 

Dr.  William  D.  Carson,  Potsdam,  the  commence- 
ment address  at  Potsdam  State  Teachers  College  . . . 
Dr.  Nicholas  D’Esopo,  chief  of  the  tubercular  serv- 
ice at  the  Sunmount  VA  Hospital,  at  a meeting  of 
the  Veterans  Administration  voluntary  services 
committee  at  Sunmount  . . . Dr.  Albert  D.  Kaiser, 
Rochester,  at  the  dedication  of  the  new  addition 
to  the  Dansville  Memorial  Hospital  . . . Dr.  Marion 
F.  Morse,  of  Endicott,  at  a meeting  of  the  Endi- 
cott  Ideal  Hospital  medical  staff. 

New  Offices 

Dr.  William  George  Abel,  general  practice  in  asso- 
ciation with  Dr.  David  Edwards  in  East  Hamp- 
ton . . . Dr.  Robert  Bryant,  general  practice  in  Syra- 
cuse . . . Dr.  Arthur  P.  Darling,  practice  of  surgery, 
associated  with  Dr.  Edwin  H.  Ober  and  Dr.  M.  W. 
Gurnsey,  Corning  . . . Dr.  Richard  L.  Hatch,  Pots- 
dam, to  Colton,  general  practice  with  Dr.  David 
O.  Clement  . . . Dr.  Walter  Heuman,  general  prac- 
tice in  Pavilion  . . . Dr.  John  Joseph  McCormack, 
general  practice  with  Dr.  Daniel  J.  Bradley  in 
Amityville  . . . Dr.  Kurt  Marx,  practice  of  pedi- 
atrics, in  Rochester  with  Dr.  Jerome  Glazier  and 
Dr.  Richard  Meltzer  . . . Dr.  Ludwig  Neimanis, 
general  practice  in  Catskill  . . . Dr.  Charles  L.  Ran- 
som, practice  of  urology  in  Syracuse  . . . Dr.  Eman- 
uel Rubin,  practice  of  psychiatry  in  New  York 
City  . . . Dr.  Hans  E.  Scheyer,  general  practice  in 
Potsdam  . . . Dr.  Glenn  Van  Gaasbeek,  general 
practice  and  practice  of  surgery  in  Kingston  . . . 
Dr.  J.  Juston  Westover,  general  ’practice  in  Phil- 
mont  . . . Dr.  Roger  Williams,  general  practice  and 
practice  of  surgery,  with  Dr.  Ben  L.  Dodge  in  Bain- 
bridge. 


Unique  Vaginal 

Cleansing  Agent 


The  first  douche  preparation 
combining: 

Acid  pH  (pH  4). 

Efficient  cleansing. 

Dispersion  of  mucus  debris. 
Trichomonacidal  action. 
Antibacterial  action. 
Antifungal  action. 
Astringency. 

An  aid  in  treatment  of : 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

Formulation  contains: 
Benzoic  Acid,  Boric  Acid, 
p-Chlorothymol,  Lactose, 
Menthol,  Sodium  Benzoate, 
Sodium  Chloride,  Sodium 
Salicylate,  Zinc  Sulfate  and 
10%  Sodium  Lauryl  Sulfate. 

Available  at  pharmacies  in 
If  oz.  bottles. 

Samples  and  literature  on  request 


Pharmaceutical  Division 

WALLACE  & TIERNAN 
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STATIONERY 


For  the 

r Medical  Professiorv 

^ PRESCRIPTION  BLANKS:  5M  for  $10.00,  3M  for  ^ 
^8-25,  1M  for  $3.50,  size  4 x 5 V2,  on  fine  linen 
finish  paper — pads  of  100! 

DOCTOR  . . . do  you  wish  the  best  in  stationery!  Years  of 
specializing  in  the  printed  needs  of  the  physician  enable 
us  to  offer  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  of  ordering  by  mail! 

IF  . . . you  prefer  to  see  a sample  of  our  tine  quality 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There’s  no  obligation.  Once  you  see  their  excellent 
quality  you,  too,  will  become  a satisfied  customer.  Order 
them  today!  Check  one  of  the  squares  below. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

I — 5M  PRESCRIPTION 
L BLANKS— $10. 

| j SEND  SAMPLES 

THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 

N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


for  the  successful  treatment^of  • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 


°u 


AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases- 
Polyclinic  Medical  School  and  Hospital. 


-New  Yor  < 


°ok. 


This  technique  is  based  on  a 3 point  program  — 
Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION J 
Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


•»  «.  'OA,  'I 


*ov‘*r: 


DOME  CHEMICALS  INC.  tf.V gf" $ 

Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


W.  *>o  °'r 
6/*'* 

A on  _ 


VVo, 


% 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna's  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  ol  patients  with  large,  wide  problem  ieet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRomercy  7-5504 
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These  Sanborn  Instruments 
make  an  outstanding  diagnostic  team  . . . 
combining  beauty  of  appearance  and  simplicity 
of  operation  w ith  the  reliability  and  accuracy 
that  modern  diagnosis  demands.  Both  are  backed 
by  3 4 years  of  precision  instrument  design  and 
manufacture,  and  both  are  Accepted  by  the 
A.  M.  A.  Council  on  Physical  Medicine 
and  Rehabilitation. 


DIRECT  WRITER 


the  SANBORN 


MODERN  METABOLISM  TESTER 


SALES 

AND 

SERVICE 


) 


SANBORN  COMPANY  Branch  Office 
1860  Broadway,  New  York  23,  N.  Y. 
Phone  Circle  7-5794 


■flair  ® 

IP® 

M 


MANHATTAN  — 34  WEST  36th  St. 
BROOKLYN— 288  LIVINGSTON  St. 
FLATBUSH  — 843  FLATBUSH  AVE. 

Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


1 


Oboce 


BOTH  CAUSES  for  overeating  are  sup-  * 
pressed  by  OBOCELL: 

1.  Obocell  suppresses  bulk  hunger  and 
creates  a sense  of  fullness  and 
satisfaction. 

2.  Obocell  curbs  the  appetite  and  ;i] 
elevates  the  mood. 

Each  OBOCELL  tablet  contains: 

Methylcellulose 150  mg.  ,'j 

Dextro-Amphetamine  Phosphate..  . . 5 mg 

Supplied:  Bottles  of  100,  500,  1000  tablets. 

Now  available:  OBOCELL  LIQUID 


RWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


Mild  mucus  solvent 

for  oral  irritations 


OUfALOL 


The  Alkalol  Company,  Taunton  30,  Mass. 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


lilt.  ItAltMS  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  4ssf.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tive* in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcdsUcia  Sfdc^eniife — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


HOLBROOK  MANOR  NHuoT 

Fiv«  Acres  el  Pinewooded  Ground! 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  groundi  for  CONVALESCENTS 
Hypertensives  Arteriosclerotic:  Al  I Neurological  Disorders 

Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5.4173 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Chargc 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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FOR  RENT 

Adirondacks  town  2500  cover  4500  ten  room  house  office 
combination  with  office  completely  furnished  new  Picker, 
etc.  Rent  reasonable,  good  opportunity  act  quickly.  Box 
560,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Five  room  Doctor's  suite,  suitable  for  any  type  practice. 
Has  been  doctor’s  office  20  years.  Write,  Shepard,  527  Pros- 
pect Ave.,  Mamaroneek,  N.  Y. 


FOR  RENT 


112  East  73  Street.  Delightful  office  suite  suitable  psychia- 
trist. Consultation  room,  waiting  room,  bathroom,  private 
entrance.  Available  Monday  through  Friday,  8 A.M.  to  7 
P.M.  Flexible  schedule  may  be  arranged.  Phone:  Ki. 

7-1000,  Ext.  371. 


FOR  RENT 


Six  room  professional  office  at  main  intersection.  New 
garden  apartment  in  Lawrence,  L.I.  CEdarhurst  9-3491. 


FOR  SALE 


Well  established  general  practice  of  internal  medicine,  in 
large  city,  upstate  New  York.  Would  like  to  turn  over 
well  equipped  office  to  younger  man,  with  experience  in 
internal  medicine.  Four  room  apartment  also  available 
for  living.  First  option  to  buy.  Box  559,  N Y.  St.  Jr.  Med. 


FOR  SALE 


Catskills  residence,  suitable  for  convalescent,  nursing  home. 
18  rooms,  fully  equipped,  modern  improvements,  exc.  con- 
dition. Price  $20,000.  Box  150,  Andes,  N.  Y. 


FOR  SALE 


ROSLYN,  excellent  location,  luxurious  3-bedroom  ranch 
home,  many  extras.  Price:  $42,000.  — Cash  $22,000. 
Alice  Cohn,  124  E.  37th  St.,  New  York  16,  N.  Y. 
MURRAY  HILL  5-8981. 


FOR  SALE 


Desirable  section  Francis  Lewis  Blvd.  Whitestone,  Queens, 
opposite  1800  Family  Project.  New  Ranch,  6 room  house. 
Under  $20,000.  Call  evenings,  Garden  City,  7-4332. 


FOR  RENT 


Offices  for  Specialist  on  Main  Thoroughfare,  Rockville 
Centre,  Long  Island.  Box  545,  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


106  East  85th  St.,  off  Park  Ave.  Waiting,  examining  and 
consulting  room,  furnished.  Diagnostic  equipment  (fluo- 
roscope,  cardiograph,  diathermy,  basal  metabolism,  labo- 
ratory, etc.)  Secretary,  R.  N.  Available  mornings,  other 
hours  arrangeable.  Reasonable.  Phone  RHinelander  4-5291. 


FOR  SALE 


Large  general  practice,  growing  rural  community  on  Hud- 
son River.  Gross  annually  $30,000.  Excellent  hospital 
facilities.  Specializing.  Will  introduce.  ^ Office  rental. 
Purchase  of  home  optional.  Box  564,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


At  low  bargain  prices:  Excellent  office  examining  and 

treatment  table,  cystoscopes,  Kerwin  lithotrite.  All  in  fine 
condition.  J.  D.  Olin.  M.D  , (retired  urologist)  227  Stone 
St.,  Watertown,  N.  Y. 


FOR  SALE 


Office  and  practice  of  general  practitioner  for  sale,  due  to 
sudden  death.  Five  rooms,  fully  equipped,  Basal,  E C G, 
Fluoroscope,  short  wave,  etc,  etc.  Choice  location,  downtown 
Brooklyn.  Box  561,  N.  Y.  St.  Jr.  .Med. 


Middleaged  physician,  successful,  with  excellent  training 
and  experience,  also  interested  in  research,  desires  association 
with  G.  P.,  Surgeon  or  group  or  industrial  work.  Capital 
investment  considered.  Box  557.  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Suburban  General  Practice,  New  City,  Rockland  County. 
25  mi.  G.  W.  Bridge,  home  & office,  liberal  terms,  will 
introduce.  Box  556,  N.  Y.  St.  Jr.  Med. 


OFFICES  TO  SHARE 


61st  St.  near  Park  Ave.  You  pay  only  for  the  number  of 
hours  weekly  that  you  require.  TEmpleton  8-7840. 


WANTED 


General  Practitioner  to  replace  only  doctor  who  is  recalled 
to  military  service.  Village  of  600,  with  surrounding 
rural  territory.  For  details,  please  contact  C.  J.  Smith, 
Clerk,  Village  of  Morris,  N.  Y. 


SALE  OR  RENT 


Medical  building,  practice,  opposite  Brooklyn  project 
Unopposed.  Sale  or  rent.  Excellent  opportunity  young 
man.  Box  562,  N.  Y.  St.  Jr.  Med. 


FREEPORT-SHOWPLACE 


Exceptionally  well  built,  4 yr.  old,  center  hall,  8 rm.  colonial, 
large  corner  plot,  3 baths,  attached  2 car  garage,  fireplaces, 
2 fully  equipt.  kitchens,  master  bedrm.  down,  wall  to  wall 
carpeting,  oil  fired  hot  water  heat.  Excellent  for  professional 
use.  Stillwell  4-0258,  8 A.M.  to  5 P.M.  or  Freeport  9-8739 
after  7 P.M.  $33,000.  Principals  only. 
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you  couldn’t  prescribe  it- 


so  we  had  to  make  it 


Doctors  have  always  wanted  a formula  for 
infant  feeding  that  would  be  as  close  to  human  milk 
as  nutritional  science  could  provide. 

The  problem  was  immense:  the  requirements  were  rigid: 
the  need  was  great.  Borden  took  up  the  challenge, 
and  after  years  of  research  and  many  trials 
and  clinical  tests  the  goal  was  accomplished.  BREMIL 
was  made  available  to  the  profession. 

BREMIL  is  the  first  and,  to  date,  the  only 
infant  food  to  achieve  all  °f  these 
prescription  requirements: 

. . . conforms  to  the  fatty  acid  pattern  of  human  milk 
. . . conforms  to  the  amino  acid  pattern  of  human  milk 
. . . has  a calcium-phosphorus  ratio  (guaranteed  minimum  lVfcsl) 
adjusted  to  the  pattern  of  human  milkT  to  prevent  tetany 
. . . supplies  the  same  carbohydrate  as  human  milk  - lactose 
. . . is  vitamin-adjusted  for  standards  of  infant  nutrition 
. . . offers  a human  milk  size  particle  curd 
. . . is  well-tolerated,  digested,  assimilated 

Clinical  reference  data  and  samples  on  request. 

Now  in  drug  stores  in  1 lb.  cans 


he  BORDEN  Company  • 350  Madison  Avenue  • New  York  17 
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IN  THE  MANAGEMENT  OF  CONSTIPATION 


In  the  management  of  constipation  bland  bulk 

helps  to  reestablish  normal  elimination.  Mucilose  represents 

an  especially  well  suited  product  because  it  is  of  vegetable  origin 

and  absorbs  50  times  its  own  weight  of  water,  forming 

a bland,  non-absorbable,  non-digestible,  soothing  gel. 

With  Mucilose  there  is  the  added  convenience  and  ease  of 
adjusting  the  dosage  form  to  meet  the  clinical  need  of  the  patient. 


Mucilose  Granules  Special  Formula  (with  dextrose), 

lins  of  4 oz.  and  1 lb.  Pleasant  tasting,  crunchy  granules. 

Mucilose  Flakes  Special  Formula  (with  dextrose), 

2 tins  of  4 oz.  and  1 lb.  Pleasant  tasting,  easily 
dispersed  in  water  or  other  liquids. 

Mucilose  Flakes  Concentrated,  tins  of  4 oz.  and  1 lb. 

3 Sugar  free  (non-caloric),  especially  useful  for  the  management  of 
constipation  in  the  diabetic  and  obese  patient. 

m Mucilose  Compound  Tablets,  bottles  of  100  and  1000. 

**  Mucilose  with  methylcellulose.  Easy  to  swallow,  convenient  to  carry. 

Mucilose  with  Cascara  Granules,  tins  of  4 oz. 

!•  Contain  1 grain  of  powdered  cascara  per  heaping  teaspoonful  (5  Gm.). 
**  Particularly  valuable  during  transitional  treatment  of  the 
confirmed  user  of  strong  laxatives. 


Mucilose  should  be  taken  with  1 or  2 glasses  of  water. 


Mucilosr 

BLAND  BULK  HYDROGEL 
WINTHROP- STEARNS  INC.  NEW  YORK  ?*,•  N . Y.  ♦ 

Mucifos*.  trademark  reg.  U.  S.  & Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  tc  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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CAPSULES  ( H L II  l!  .U  II V II R 1 T F,  - Felhim 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7 Vi  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


ZVa  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fe//ows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


t/i  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."* 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.23-* 


DOSAGE:  One  to  two  7Vi  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.1 2 3^ 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman,  H 1 : An  integrated  Practice  of  Medicine  (1950) 

2 Rehfuss.  M R et  al  A Course  In  Practical  Therapeutics  (1948) 

3 Goodman,  l , and  Gilman,  A.:  The  Pharmacological  basis  of 
Therapeutics  (1941),  22nd  printing.  1951. 

5.  Sotlman,  T ; A Manual  of  Pharmacology,  7th  ed.  (1948), 
and  Useful  Drugs,  14th  ed  (194?) 
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Library,  Union  League  Club,  Philadelphia,  Pa. 


New  aureomycin  minimal  dos- 
age for  adults— four  250  mg. 
capsules  daily,  with  milk. 


From  among  all  antibiotics , Dermatologists  often  choose 

AUREOMYCIN 

Hydrochloride  Crystalline 

because 

Aureomycin  provides  mild  bacteriostasis  in  diseases  of  the  skin. 

Aureomycin  has  been  found  effective  in  pinta,  yaws  and  many  bacterial  infections  of  the 
skin  (furunculosis,  impetigo,  pyogenic  dermatitides,  sycosis  vulgaris  and  tropical  ulcer). 
It  is  at  present  considered  preferable  to  administer  the  drug  systemically  in  these  condi- 
tions. Aureomycin  is  also  useful  in  the  control  of  contributing  or  secondary  infections 
associated  with  many  dermatoses. 

Throughout  the  world,  as  in  the  United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of  established  effectiveness. 

Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  ameh/cam Cganamkt coMPAHr 20  Rockefeller  Plaza,  New  York  20,  N.Y. 
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™Trnvert 


® SOLUTIONS 


( INVERT  SUGAR  ) 


for  twice  the  calories  of  5%  Dextrose 


in  equal  infusion  time 
with  no  increase  in  fluid  volume  or  vein  damage 


With  10%  Travert  solutions,  a patient’s  carbohydrate  needs 
can  be  more  nearly  satisfied  within  a reasonable  time 
with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal  clear,  colorless, 
non-pyrogenic  and  non-antigenic.  They  are  prepared  by 
the  hydrolysis  of  cane  sugar  and  are  composed  of  equal  parts  of 
D-glucose  (dextrose)  and  D-fructose  (levulose). 

Travert  solutions  are  available  in  water  or  saline  in  150  cc., 
500  cc.,  1000  cc.  sizes.  For  the  treatment  of  potassium 
deficiency,  10%  Travert  solutions  with  0.3%  potassium  chloride 
are  also  available  in  1000  cc.  containers. 
Travert  is  a trademark  of  Baxter  laboratories,  inc. 
products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
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massage . . 


rr 


an  indispensable  agency 

in  control  oj  significant  features  of  many  disease  processes. 


As  “the  renaissance  in  physical  therapy  promises  that 
this  oldest  of  healing  arts  will  again  come  into  its 
own,”2  physicians,  nurses  and  physical  therapists  have 
become  increasingly  aware  that  the  lubricant  chosen 
may  be  a factor  in  the  success  of  massage  therapy. 


EDISON’S 

dermassaqe 


lotion  of  choice 

for  massage  and  bed  sore  prevention 
measures — now  with  antiseptic  value 

The  soothing,  emollient  character  of  Dermassage,  the 
protective  value  added  by  germicidal  hexachloro- 
phene  and  the  cooling  effect  of  menthol — these  com- 
bine to  make  Dermassage  a logical  aid  to  patient  skin 
care.  The  lanolin  and  olive  oil  content  lubricates  skin 
surfaces,  reduces  likelihood  of  cracks  and  irritation. 
Hexachlorophene  minimizes  the  risk  of  initial  infec- 
tion, gives  added  protection  where  skin  breaks  occur 
despite  precautions. 


' and  2 — "Massage  — Phys- 
iologic Basis,"  Arch  Phys  Med- 
icine, March  1945 . Presented  as 
part  of  Instruction  Course, 
Twenty-third  Annual  Session, 
Amer  Congress  ol  Phys  Med- 
icine, Cleveland,  1 944 


CUP  THIS  CORNER 
to  your  LETTERHEAD 
for  a 

Liberal  Trial  Sample  of 
EDISONITE 

SURGICAL  CLEANSER 

Instruments  come  spotlessly 
dean  and  film-free  after  a 
10-to-20  minute  immersion  in 
Edisonite’s  probing  "chemical 
fingers”  solution.  Harmless  to 
hands,  as  to  metal,  glass  and 
rubber.  EDISON  CHEMICAL 
COMPANY,  30  W.  Washington 
i St.,  Chicago  2. 


Patients  Are  Grateful 
for  DERMASSAGE 
Have  you  tested  it? 


m NYSJ  9-52 

EDISON  CHEMICAL  CO.  

30  W.  Washington,  Chicago  2 

Please  send  me,  WITHOUT  OBLIGATION,  your  Professional 
Sample  of  DERMASSAGE. 

I 

j Dr 
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Frederick  W.  Miebach,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


(ffietrazol  c^iia*** 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  1%  grains.) 
TABLETS  - 1 1/2  grains. 

ORAL  SOLUTION  - (iy2  grains  per  cc.) 

Metrazol.  brand  of  pentamethylentetrazol.  Trade  Mark  Rejr.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 


2072 


2073 


Soluble  Tablets  Crystalline  Potassium  Penicillin  G 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 
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to  meet  the  nutritional  demands  necessary  for 
correction  of  frank  deficiency  states. 

“Even  the  most  carefully  planned  diets  supply  relatively 
little  more  than  maintenance  requirements  of  some  nutrients. 
When  the  patient  with  nutritive  failure  must  be  treated  by 
food  alone,  rehabilitation  is  slow,  tedious  and  costly.”1 


“Since  it  is  well  established  that  deficiency  of  a single  essen- 
tial nutrient  rarely  occurs  in  human  medicine,  therapy  should 
include  supplementation  with  5 to  10  times  the  National 
Research  Council  recommendations  of  the  specific  nutrient 
involved  with  1 to  5 increments  of  the  remaining.”2 

1 , Spies,  T.  D. : Section  on  Metabolism  and  Nutrition  1948  Year  Book  of  Endocrin- 
ology, Metabolism  and  Nutrition  (Year  Book  Publishers,  Inc.,  Chicago)  p.  265. 

2.  Mann,  G.  V.,  and  Stare,  F.  J. : Nutritional  Needs  in  illness  and  Disease,  J.A.M.A. 
142 :409  (Feb.  II)  1950,  p.  412. 


V1TERRA  THERAPEUTIC 
provides  not  only  high  po- 
tency dosages  of  vitamins 
most  commonly  lacking  in 
the  human  dietary  but 
Vitamin  B12,  Minerals, 
and  Trace  Elements,  for 
more  prompt  and  effective 
nutritional  therapy. 


all  in  one  capsule 


VITAMIN  A 25,000  U.S.P.  Units 

VITAMIN  D 1,000  U.S.P.  Units 

VITAMIN  B12 5 meg. 

VITAMIN  B!  10  mg. 

VITAMIN  B2 5 mg. 

NIACINAMIDE 100  mg. 

VITAMIN  C 150  mg. 

CALCIUM 103.0  mg. 

COBAIT 0.1  mg. 

COPPER 1.0  mg. 

IODINE 0.15  mg. 

IRON 10.0  mg. 

6.0  mg. 

1.0  mg. 
0.2  mg. 

80.0  mg. 

5.0  mg. 
1.2  mg. 


/ 


Vi  terra  Therapeutic 


MAGNESIUM 
MANGANESE  _ 
MOLYBDENUM 
PHOSPHORUS _ 
POTASSIUM  _ 
ZINC  


J.  B.  ROERIG  AND  COMPANY,  5 3 6 lake  shore  drive,  Chicago  ii,  ill 
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FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


s\/ 


ARTHRITIS 
RHEUMATISM  < 
BURSITIS  • 
MYOSITIS  • 
NEURITIS  • 
SCIATICA  • 
LUMBAGO  • 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modern 
non-greasy,  stainless,  vanishing 
base  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A- 53 5 contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  lA% , Methyl  Salicy- 
late 12%. 

Rub  A- 53 5 may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


:i  stine 


a GBEASELESS  • STAINLESS  • VANISHING 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  P-29 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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NEW 


Pfizer  Steraject 


Syringe 


holds  2 cartridge  sizes 


Steraject  Penicillin  G 
Procaine  Crystalline 
in  Aqueous  Suspension 
(300,000  units) 


loo^oo  «mi»i 

PENICILLIN  C 

Pr*i *i •• 


ose 


le  cartridges 


- 


the  most 
complete  line 
of  single-dose 
antibiotic 
disposable 
cartridges 


Steraject  Penicillin  G 
Procaine  Crystalline 
in  Oil  with  2%  Aluminum 
Monostearate  (300,000  units) 


piiociuiN  o 

rixalM 


<4  HLAMI  OIL 


Steraject  Pencillin  G 
Procaine  Crystalline  f 

tritAHcr- 

p Induing 

in  Aqueous  Suspension  1 

PrtivlM 

K 

(1,000,000  units) 

==3fi3S-  1 

-J 

Steraject  Combiotic* 
Aqueous  Suspension 
(400,000  units  Penicillin  G 
Procaine  Crystalline, 
0.5  Gm.  D, hydrostreptomycin) 


K 


COMBIOTIC' 

OVS  lUlftMUON 

HwctuB  »»«MsmrraN»c* 

**+-**>  « o « om 


Steraject  Dihydrostreptomycin 
Sulfate  Solution  (1  gram) 


2 cartridge  sizes 


for  only  1 syringe  1 


two  cartridge  sizes  permit  full 

standard  antibiotic  dosage 

cartridges  individually  labeled 
ready  for  immediate  use 
no  reconstitution 


Steraject  Streptomycin  I 
Sulfate  Solution  (1  gram)  I 

Steraject  Cartridges: 

each  one  supplied  with 
sterile  needle,  foil-wrapped 


for  full  details , ask  your  Pfizer 
Professional  Service  Representative 


introduced  by 


world’s  largest  producer  of  antibiotics 


'TRADEMARK.  CHAS.  PFIZER  & CO..  INC. 


ANTIBIOTIC  DIVISION  • CHAS.  PFIZER  a CO..  INC.  • BROOKLYN  6.  N Y 


2078 


m 


The*  is  ^ of  der^  ^ 
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Joring  our  . past  two  * h<  in  °n 

Ba|ti'T’ore  >n  f a 'diaper  e derrrr 

develop"^"*  and  treaty"’ 
year  at  °9  ' b rlC 
Lnlicot.on  of 


BRAND 

“A” 


CONTAINS 

BORIC 

ACID 


BRAND 

"B” 


CONTAINS 

BORIC 

ACID 


<I)ui/HMene  i, 

cm  ton  toe  * 


CORN  STARCH  lid 
SODIUM  BICARBONATE 


MO  BOR/C  AC/ O' 


CmORtBl 


(METHYL  BENZETHONIUM  CHLORIDE) 

BACTERICIDAL  • WAT  E R - M I S C I B L E • SAFE2’* 

The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,”  Baltimore,  Md.,  April,  195T. 

Z Benson,  R.  A.,  et  al. : "The  Treatment  of  Ammonia  Dermatitis  with  Dlaporene,”  J.  Ped.  34.1-49,  Jan.,  19*9. 

3.  Niedelman,  M.  L,  et  al.:  "Ammonia  Dermatitis:  Treatment  with  Dioparene  Chloride  Ointment,”  J.  Ped.  37.5-762,  Nov.,  1950. 


0 


PHARMACEUTICAL  DIVISION,  HOMEMAKERS’  PRCOUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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«*  This  identical  triplet  allergic  to  milk 

MULL-SOY  eliminated  symptoms,  gave 
superior  weight  and  growth  curves 

From  the  Summary*  “A  case  of  gastrointestinal  allergy  caused  by  milk  in  one  of  a 
set  of  identical  female  triplets  is  reported.  Elimination  of  milk  from  the  diet  of  the 
allergic  baby  and  substitution  of  soy  milk  caused  a dramatic  regression  of 
symptoms,  and  weight  gains  which  surpassed  those  of  the  non-allergic  sisters.”  . 

From  the  Conclusions*  “Milk  allergy  need  no  longer  be  the  difficult  infant  feeding 
problem  it  was  formerly.  Complete  elimination  of  milk  and  all  milk-containing 
foods  is  feasible  and  desirable  in  milk  allergy  and  can  now  be  safely  and  simply 
carried  out.  The  soy  preparation  [Mull-Soy]  fed  to  Baby  R gave  weight  and  growth 
curves  equal  to  and  better  than  those  of  the  two  sisters  fed  a cow’s  milk  formula.” 

*Sobel,  S.  H.:  Milk  Allergy  in  a case  of  Triplets,  Clin.  Med..  August  1952. 

EASY— To  prescribe— To  take— To  digest 

a liquid,  homogenized,  vacuum-packed 
food  for  all  patients  allergic  to  milk 

The  BORDEN  Company, 

Prescription  Products  Division, 

350  Madison  Ave.,  N.  Y.  17 


MULL-SOY 


a 


The 


wUctim  jmdlcm 


a more  complete  solution 


OBEDRIN^THE  60-10-70  DIET 


06ecfofo 


A COMPLIMENTARY  PAD  OF  D 
SHEETS  AND  A TRIAL  SUPPLY 
OBEDRIN  SENT  TO  PHYSICIANS  ON 
REQUEST. 


r 

MASSENGILL  BRISTOL,  TENNESSEE 


Obedrin  Tablets  permit  full  utilization  of  the  appe- 
tite depressing  action  of  methamphetamine  hydro- 
chloride but  eliminate  the  central  nervous  stimu- 
lation, so  the  patient  does  not  suffer  from  nervous 
irritability  and  insomnia. 

The  60-10-70  Basic  diet  provides  the  basic  mini- 
mum of  proteins  to  maintain  nitrogen  balance,  the 
basic  minimum  of  carbohydrates  to  "burn  off’  ex- 
cessive fat  in  storage. 

Obedrin  Tablets  and  the  60-10-70  basic  diet  will 
permit  loss  of  weight  with  minimum  discomfort, 
thus  inviting  patient  cooperation. 


FORMULA 


“Semoxydrine 

Hydrochloride 5 mg. 

Pentobarbital  Sodium  . . 20  mg. 

Ascorbic  Acid 100  mg. 

Thiamine 

Hydrochloride 0.5  mg. 

Riboflavin 1 mg. 

Niacinamide 5 mg. 


• Methamphetamine  Hydrochloride 

Obedrin  is  supplied  in  bottles 
of  100,  500  anJ  1.CD0  yellow 
grooved  tablets. 


i vagal  blocking  agent 
for  peptic  ulcer 
vith  LOW  incidence 
SIDE  EFFECTS 


’RANTAL*  methylsulfate  (diphen- 
lethanil  methylsulfate)  is  an 
sffective  anticholinergic  agent 
’or  treatment  of  peptic  ulcer. 
>ain,  pyrosis,  nausea,  and  other 
symptoms  of  this  syndrome  are 
•apidly  relieved.  Troublesome 
side  effects  seldom  occur. 
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in  the  office  . . . 


sick  people 
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need  nutritional  support 
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Merck  & Co.,  Inc 

Philip  Morris  & Co 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D I 

Thiamine  Mononitrate  i 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


nn(»i«Q  -tn  inn  ami  innn 


National  Discount  & Audit  Co 2172 


Physicians  Press 2166 

Picker  X-Ray  Corp 2085 

Chas.  Pfizer  & Co 2077  3rd  Cover 

Pinewood ■ 2169 


Regan  Furniture  Company 2171^ 
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Sharp  & Dohme,  Inc 

Frances  Shortt  Medical  Agency . 

Smith,  Kline  & French  Laboratories.  . 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co 


Varick  Pharmacal  Co  .. 


Wallace  & Tiernan 
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Winthrop-Stearns  Inc. . . . 
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2165 
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Zemmer  Pharmaceuticals 
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in  the  clinic  . . . 
sick  people 


need  nutritional  support 

' 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERA 

GRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains:  

Vitamin  A (synthetic)  A 

r 25,000  U.S.  P.  units 

Vitamin  D 

1,000  U.  S.  P.  units 

Thiamine  Mononitrate  j 

10  mg. 

Riboflavin  *| 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid  V 

150  mg. 

Bottles  of  30,  100  and  1000. 

Squibb 

'THERAGRAN'  IS  A TRADEMARK  OF  E.  R. 
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Edrisai : “an  entirely  adequate 


substitute  for  ordinary  doses  of  codeine...” 

* 

(Am.  J.  Obst.  & Gynec.  6/:1366,  1951) 


but  ‘Edrisai’  contains  no  narcotics! 

Each  ‘Edrisai’  tablet  contains: 

Benzedrine*  Sulfate 

(racemic  amphetamine  sulfate,  S.K.F.) 

Acetylsalicylic  acid  ' . . • 

Phenacetin  . . . . . . . . . . . . . 

Dose:  2 tablets 


2.5  mg. 

2.5  gr. 
2.5  gr. 


I o nntP’  co^or  the  ‘Edrisai’  tablet  has 
P **  • been  changed  from  white  to  blue-green. 


‘Edrisai’  relieves  pain  and  the  depression 
that  magnifies  pain 


Smith,  Kline  & French  Laboratories 

*T.M.  Reg  U.S.  Pat.  Off. 


Philadelphia 


You  said  you  wanted  a modern  two-tube  x-ray  unit,  with  an  efficient 
spot-filming  device,  and  a separate  over-table  tubestand ...  all  this  at  a 
moderate  price.  You  wanted  the  table  to  be  motor-driven  for  any 
angulation  over  the  full  range  between  Trendelenburg  and  vertical. 

You  wanted  the  spoNfjlming  device  to  give  you  a selection  of 

HHSl  (whole  film,  half  film  or  four  "spots"). 


Above  all,  you  wanted  it  to  be  easy-to-operate  (motor-driven,  if  possible) 
but  that  seemed  too  much  to  hope  for 
at  the  price  you  had  in  mind. 


Well,  you  get  all  that — and  much  more 
"Centurion”  X-Ray  Unit  with  a 
and  with  the  famous  Picker 
built  right  into  it. 

Your  local  Picker  representative 
will  be  glad  to  tell  you  all  about  it 

PICKER  X-RAY  CORPORATION 
25  South  Broadway,  White  Plains,  N.  Y. 


in  this  two-tube 
floor-mounted  tubestand. 
motor-driven  "Spotfilmer" 


with  motor-driven  "Spotfilmer” 
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Meat 


• • • 


and  High  Protein  Therapy 
in  Liver  Cirrhosis 


A recent  critical  study  of  the  results  of  dietary  treatment  in  68  pa- 
tients with  liver  cirrhosis  indicates  that  in  its  early  stages  the  disease 
may  respond  to  a nutritious  high  protein  diet.*  In  most  instances,  ad- 
vanced cirrhosis  can  be  stabilized,  if  dietary  and  living  habits  are  properly 
adjusted,  permitting  patients  to  return  to  useful  endeavors. 

Biopsy  was  employed  in  establishing  diagnosis  of  liver  cirrhosis  and 
in  determining  the  extent  of  liver  change.  Individual  patients  were  fol- 
lowed for  from  one  to  three  or  more  years.  The  basic  therapeutic  regimen 
consisted  of  200  Gm.  protein,  500  Gm.  carbohydrate,  sufficient  fat  to 
render  the  food  appetizing,  moderate  vitamin  supplement  (one  thera- 
peutic capsule  daily),  and  one-half  ounce  of  brewer’s  yeast  three  times 
daily.  Variables  included  use  of  a low  calorie  diet  (1,500  calories  or  less) 
with  150  Gm.  protein,  1 Gm.  methionine  four  times  daily,  and  intrave- 
nous injections  of  liver  extract. 

Meat  can  play  a significant  role  in  the  dietary  treatment  of  the  patient 
with  liver  cirrhosis.  It  is  an  outstanding  source  ot  protein  of  excellent 
biologic  quality,  the  B group  ot  vitamins,  iron,  and  other  essential  min- 
erals— nutrients  especially  important  in  the  therapeutic  regimen.  Other 
advantages  of  meat  are  its  palatability,  its  stimulating  effect  upon  the 
flow  of  digestive  juices,  and  its  easy  digestibility. 

‘Davis,  W.  D.,  Jr.:  A Critical  Evaluation  of  Therapy  in  Cirrhosis  of  the  Liver,  South.  M.  J.  -f-f-.STl  (July)  1951. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Obocell  greatly  simplifies  the  ordeal 
of  a reducing  regimen  in  the  manage- 
ment of  obesity.  The  unique  double 
action  of  Obocell  (1)  suppresses  bulk 
(hollow)  hunger  and  (2)  curbs  the  appe- 
tite. Obocell  also  produces  a feeling  of 


well-being,  thus  combating  fatigue  and 
irritability  which  are  commonly  encoun- 
tered when  food  is  restricted.  Patients 
on  Obocell  therapy  eat  less,  do  not 
violate  their  diet,  lose  weight  and  are 
satisfied  and  happy. 


Each  Obocell  tablet  contains  Dextro-Amphetamine  Phosphate,  5 mg.;  Methylcellulose,  150  mg. 


Now  available  OBOCELL  LIQUID  . . . 
a new  palatable  syrup  for  patients  who 
prefer  liquid  medication. 

Dose:  Obocell  is  given  three  times  daily 
one  hour  before  meals  (3  to  6 tablets  daily 


or  3 teaspoonfuls  to  3 tablespoonfuls  of 
liquid  daily  in  a full  glass  of  water). 
Supplied:  Obocell  Tablets  in  bottles  of 
1 00,  500,  1 000;  Obocell  Liquid  in  pints. 
Professional  Literature  on  Request 


IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

Xetea/icA.  & <Sewe  /^/tacZcce 
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The  allergic  patient  is  miserable  enough 
without  having  to  risk  the  discomfort — 
and  hazards — of  drowsiness.  When  patients 
take  Thephorin,  a different  antihistamine,  they 
usually  obtain  gratifying  relief  and  remain 
wide  awake.  Clinical  studies  show  that 
four  out  of  five  hay  fever  sufferers  obtain 
relief  with  Thephorin;  yet  drowsiness  occurs  in 
less  than  3 percent  of  patients.  Thephorin 
is  particularly  valuable  for  motorists, 
machine  operators  and  other  patients  who  must 
be  alert.  Available  in  25-mg  tablets 
and  as  an  anise-flavored  syrup,  containing 
10  mg  per  teaspoonful. 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 

Thephorin H 

(brand  of  phenindamine — 2-methyl-9-phcnyl-2f3 , 

4,9-tetrahydro-l-pyridindenr  hydrogen  tartrate) 


'Roche* 
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a new 
synthetic 
narcotic 


for  longer-lasting 
pain  relief 


Caution:  Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 


DHOMORAN®-brand  of  methorpbioan  (dl-3-hydroxy-N-methyl- 
morphinan) 


* Average  doae 


DROMORAN 

(dl)  Hydrobromide 

‘ROCHE’ 


Hoffmann- La  Roche  Inc.  • Roche  Park  • Nutlet  10  • New  Jersey 


2000 


(fat  turn-over,  literally) 


wychol  provides  an  important  advance  in  lipotropic 
therapy:  it  combines  choline  with  crystalline  inositol. 

The  choline  content  of  wychol  is  more  than  twice  that  of 
most  other  choline  preparations.  The  lipotropic  activity 
of  choline  is  enhanced  by  the  action  of  inositol. 


wychol  is  offered  for  use  in  the  prevention  and  treatment 
of  excessive  fat  infiltration  of  the  liver  or  vascular  system 
and  the  sequels  . . . cirrhosis,  nephrosis,  atherosclerosis, 
diabetes,  hypothyroidism,  etc. 

WYCHOL' 

CHOLINE  AND  INOSITOL  WYETH 
SUPPLIED: 

Syrup  wychol,  bottles  of  1 pint. 

Capsules  wychol,  bottles  of  100  and  1000. 

Incorporated  • Philadelphia  2,  Pa. 
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14  15 


is  the  time  to  begin  giving  . . . 


M-MINUS  4 

to  eliminate  Premenstrual  Tension ...  Dysmenorrhea 


M-MINUS  4 is  the  rational  pharmacologic  approach1-2  and  the  clinically 
effective  treatment2-3''1  for  relief  of  breast  tenderness,  abdominal  distention, 
headache,  cramps,  psychic  upsets  and  general  malaise  preceding  and  accom- 
panying menstruation. 


M-MINUS  4 — an  agent  for  the  effective  control  of  premenstrual  tension 
and  dysmenorrhea  — 

. . . blocks  the  accumulation  of  excess  tissue  fluids  respon- 
sible for  most  of  the  symptoms 
. . . alleviates  aches  and  cramps 
. . . reduces  mental  excitability 


Each  tablet  contains:  N.N-Dimethyl-N'-(2-pyridyl)-N'-(p-methoxybenzyl)  ethylenediamine  8-bromotheophyllinate 
[pyrabrom]  50  mg.,  and  acetophenetidin  100  mg. 


1.  Robinson,  F.  H.,  Jr.,  and  Farr,  L.  E.,  Ann.  Int  Med.f  14:42  (1940) 

2.  Bickers,  W.  and  Woods,  M.,  Texas  Rep.  Biol.  Med.,  9:406  (1951) 

3.  Vainder,  M.,  Indust  Med.  & Surg.,  20:199  (1951) 

4.  Bickers,  W.  and  Woods,  M.,  New  England  J.  Med.,  245:453  (1951) 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES.  INC. 
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In  congestive  heart 
failure,  passive 
congestion  of  the 
lungs  is  a typical 
finding,  as  well 
as  edema  in 
dependent 
tissue. 


° To  ‘ lighten  the  load'  in 
Congestive  Hea  rt  Failure 

Calpurate  is  particularly  indicated: 
When  edem,a  is  mild  and  renal 
function  adequate ...  during  “ rest 
periods”  from  digitalis  and  mercurials 
where  mercury  is  contraindicated 
or  sensitivity  to  its  oral  use  is  present 
...for  moderate,  long-lasting 
diuresis  in  chronic  cases. 


Calpurate 
^ ' therupy  results  in 

increased  urine  output, 
lowered  body  weight, 
and  decreased  edema. 


armony  in  the 
diuresis  program 

Because  of  its  moderate  diuretic  action  and  minimal 
toxicity,  Calpurate  blends  harmoniously  with 
the  long-term  diuretic  regimen  for  edematous 
patients.  Calpurate  is  the  chemical  compound, 
theobromine  calcium  gluconate,  noteworthy 
for  its  remarkable  freedom  from  gastro- 
intestinal and  other  side  effects. 
It  $oes  not  contain  the  sodium  ion. 

Supplied  as  Calpurate  Tablets 
of  500  mg.  (7V2  gr. ) and 
Powder;  also  Calpurate  until 
Phenobarbital  Tablets, 
phenobarbital  16  mg. 
’ ( 1/4  gr.)  per  tablet  — 
especially  useful  in 
hypertension. 


MALT8IE  LABORATORIES,  INC. 
NEWARK  1,  N.  J. 


' 

alpurate 


209:} 


Glycosuria  and 
Ketonuria 

in  Patients  Receiving 
ACTH  or  CORTISONE* 


All  patients  should  have  a complete  urinalysis 
before  receiving  corticotropin  (ACTH)  or  Cor- 
tisone. Particular  attention  should  be  paid  to 
the  presence  of  glucose  or  acetone  in  the  urine. 

Frequent  testing  of  the  urine  for  sugar  and  ace- 
tone is  recommended  during  the  administration 
of  ACTH  or  Cortisone. 

The  proper  examination  of  the  urine  for  sugar 
during  treatment  with  ACTH  or  Cortisone  may 
reveal  a number  of  prediabetics. 

Increase  in  insulin  dosage  is  often  required  in  the 
diabetic  patient  receiving  ACTH  or  Cortisone. 


GALATEST 

(SUGAR-TEST  DENCO) 

The  simplest,  fastest  urine  sugar  test  known. 

ACETONE  TEST 

(DENCO) 


For  the  rapid  detection  of  acetone  in  urine. 


Combination  Kit 


For  Office  — Medical  Bag  — 
Testing  by  patients  at  home. 

Contains  a vial  of  Galatest  and 
Acetone  Test  (Denco),  a dropper 
and  color  chart.  Price  $2.25 


Galatest  and  Acetone  Test  (Denco)  require 
no  special  laboratory  equipment,  test  tubes, 
liquid  reagents,  or  external  sources  of  heat. 

One  or  two  drops  of  the  specimen  to  be  tested 
are  dropped  upon  a little  of  the  powder  and 
a color  reaction  occurs  immediately  if  acetone 
or  reducing  sugar  is  present. 

Patients  are  easily  taught  to  use  Galatest  and 
Acetone  Test  (Denco). 

If  rite  for  descriptive  literature. 

THE  DENVER  CHEMICAL  MANUFACTURING  CO.,  Inc. 

Dept.  y2H,  163  Varick  Street,  New  York  13,  N.  Y 
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Cortove * 

Offers  New  Hope  in  Many  Dermatologic  Conditions 

PEMPHIGUS 


Before  therapy  with  Cortone 


After  therapy  with  Cortone 


Cortone  has  relieved  many  patients  from  the  distressing  and  unsightly 
manifestations  of  angioneurotic  edema,  atopic  dermatitis,  and  allergic  skin 
reactions  to  certain  drugs.  In  addition,  striking  benefits  have  followed  its 
administration  in  certain  serious  conditions  such  as  pemphigus,  disseminated 
lupus  erythematosus,  and  generalized  exfoliative  dermatitis.  In  some  of  these 
cases,  Cortone  has  served  to  prevent  a probably  fatal  outcome. 

In  general,  individualized  dosage,  careful  clinical  observation,  and  simple, 
readily  available  laboratory  procedures  (sedimentation  rates,  urinalyses, 
blood  counts,  frequent  blood  pressure  and  weight  recordings)  are  adequate 
for  the  rehabilitation  and  management  of  most  patients. 

Literature  on  request 

Cortone' 

ACETATE 

(CORTISONE  ACETATE,  Muck) 


MERCK  & CO..  Inc. 

Alanufac/uring  Chemists 

RAHWAY,  NEW  JERSEY 
In  Canada:  MERCK  4 CO.  limittll  - Montreal 


Cortone  is  the  registered  trade-mark  of 
Merck  A Co.,  Inc.  for  its  brand  of  cortisone. 
This  substance  was  first  made  available  to  the 
world  by  Merck  research  and  production. 
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Editorials 

Doctors  and  Social  Security 


The  current  Social  Security  Bill  (H.R. 
7800)  which  was  rejected  by  the  Congress 
on  May  19  of  this  year  contained  one  section 
to  which  the  American  Medical  Association 
objected.  This  was  Section  Three,  subse- 
quently amended  by  the  House  Ways  and 
Means  Committee. 

“Notwithstanding  certain  deletions  in  Sec- 
tion Three,  the  fundamental  purpose  of  this 
bill  to  extend  the  power  and  authority  of 
the  Federal  Security  Administration  remains 
unchanged,  and  the  deletions  which  have  been 
made  are  only  another  attempt  to  hoodwink 
the  public  into  believing  the  section  is  com- 
pletely altruistic.” 

Section  Three  of  the  original  measure,  the 
House  of  Delegates  was  informed,  “provided 
for  the  introduction  of  a new  theory  in  the 
Social  Security  program  which  in  its  imple- 
mentation could  result  in  the  socialization  of 
the  medical  profession,  inasmuch  as  it  would 
provide  that  the  Social  Security  Administrator 
would  (A)  determine  what  constitutes  permanent 
and  total  disability;  (B)  establish  the  types  of 
proof  necessary  to  establish  permanent  and 
total  disability;  (C)  provide  by  regulation 


when  and  where  physical  examinations  should 
be  taken;  (D)  be  authorized  to  prescribe  the 
examining  physician  or  agency  (including 
Federal  installations);  (E)  establish  the  fees; 
(F)  be  authorized  to  pay  travel  expenses  and 
subsistence  incident  to  the  taking  of  such 
physical  examinations,  and  (G)  have  power  to 
curtail  old  age  and  survivors’  insurance 
benefits  because  of  noncompliance  with  regula- 
tions of  this  section.”1 

This  is  the  summary  of  a resolution  voic- 
ing the  objections  of  the  American  Medical 
Association  to  the  amended  bill  now  passed 
by  the  Congress.  It  has  nothing  whatever 
to  do  with  the  question  of  higher  benefits 
for  those  receiving  payments  under  the 
Act. 

The  objections  do  relate,  as  seen  above, 
to  certain  powers  conferred  directly  or  by 
implication  upon  the  Federal  Security 
Administrator. 

The  section  which  the  A.M.A.  says  was  a 
threat  of  “socialized  medicine”  sought  to 
“freeze”  the  social  security  status  of  the  totally 

1 New  York  Times,  June  13,  1952,  p.  25 
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disabled.  The  average  monthly  income,  which 
is  the  basis  for  benefits,  would  not  be  diminished 
by  counting  in  the  unemployment  periods 
of  such  persons.  The  A.M.A.  also  objected 
to  provisions  that  the  Federal  Security  Admin- 
istrator, Oscar  Ewing,  should  in  effect  prescribe 
the  standards  for  determination  of  disability, 
including  the  right  to  reject  certification  of 
disability  by  private  physicians.2 

No  one  who  calls  himself  a student  of 
government  will  deny  that  powers,  unless 
strictly  defined,  will  be  liberally  interpreted 
by  the  agency  of  government  upon  which 
they  are  conferred.  One  has  seen  recent 
examples  of  that.  It  is  surely  desirable 
in  the  public  interest  that  all  reasonable 
objections  to  a new  or  an  amended  act  be 
considered,  as,  for  instance,  those  enumerated 
above,  before  final  action  is  taken.  Powers 
once  conferred  are  difficult  to  curb. 

But  it  is  unfortunate  that  in  legislation 
as  complex  as  the  Social  Security  Act,  public 
interpretation  of  quite  legitimate  objections 
to  specific  provisions  may  be  misconstrued 
to  apply  to  the  whole  act.  In  this  instance, 
no  doctor  and  no  association  of  doctors, 
as  far  as  we  know,  has  any  objection  to  the 
proposed  increase  in  cash  benefits  to  benefi- 
ciaries or  to  liberalization  of  permissible 
earnings  by  persons  over  sixty-five  years  of 
age.  Why  should  they?  Yet  it  is  probable 
that  many  among  the  public  who  learn  by 
reading,  discussion,  or  hearsay  will  interpret 
medicine’s  objections  erroneously. 

One  may  be  for  social  security  or  against 
it  as  a philosophic  concept,  but  it  is  a fact. 
Condensed  into  statutory  law  as  an  act  of 
Congress,  it  becomes  a force  affecting  the 
lives  of  millions  of  people  for  better  or 
worse.  It  takes  from  some  by  taxation 
money  they  earn  but  never  see  and  distrib- 
utes it  to  others  they  may  see  but  never 
know.  It  is  the  law. 

Benefits  under  the  law  take  many  forms, 
and  the  law  itself  must  be  administered. 
Some  of  the  benefits  under  the  law  require 
medical  sendees  in  order  to  qualify  benefi- 
ciaries. These  medical  services  must  be 
provided  by  doctors.  There  is  nothing 
debatable  about  that.  Also  the  law  must 
be  administered.  The  Federal  Security 
Administration  has  this  authority  as  a 
matter  of  fact,  and  being  charged  with  the 
responsibility,  must  be  awarded  the  neces- 

2  New  York  Herald  Tribune,  June  15,  1952,  p.  12. 


sary  power  to  discharge  its  obligations. 
This  seems  to  be  axiomatic,  granted  the 
existence  of  the  law. 

What  the  necessary  power  should  be  is 
debatable.  Section  Three  of  H.R.  78003 
as  amended  defines  the  authority  of  the  ad- 
ministrator. The  amendments  eliminated 
some  provisions,  one  of  which  would  have 
required  totally  and  permanently  disabled 
persons  to  accept  rehabilitation  under 
penalty  of  forfeiture  of  benefits.  Deleted 
also  were  provisions  which  would  have 
(1)  permitted  the  administrator  to  declare 
forfeited  benefits  of  disabled  persons  refus- 
ing to  comply  with  regulations;  (2)  directed 
the  administrator  of  the  Federal  Security 
Agency  to  prescribe  medical  examinations 
to  determine  disability  and  designate  physi- 
cians and  institutions,  including  Federal 
facilities,  to  make  such  examinations,  and 
(3)  authorized  the  administrator  to  reim- 
burse disabled  persons  for  travel  to  desig- 
nated places  for  medical  examination. 

“The  American  Medical  Association  will 
continue  its  fight  in  the  upper  chamber  to 
eliminate  the  entire  section  on  total  and 
permanent  disability.  The  section  of  total 
and  permanent  disability  carries  with  it, 
of  necessity,  medical  determinations  under 
the  direction  and  control  of  the  Federal 
government.”4 

If  the  medical  determinations  for  total 
and  permanent  disability  of  applicants  for 
benefits  are  not  to  be  under  direction  and 
control  of  the  Federal  government  in  case 
the  entire  section  is  eliminated,  how  will 
they  be  made? 

In  private  insurance  business  it  seems  to 
be  usual  practice  for  the  company  payirg 
the  benefits  to  designate  medical  examirers 
to  make  comparable  determinations.  Other 
agencies  of  government,  for  example  the 
Veterans  Administration,  follow  this  course 
also,  as  do  the  armed  forces.  Thus  there 
is  precedent  for  the  procedure  in  Section 
Three  of  H.R.  7800. 

It  is  possible  that  some  alternative  pro- 
cedure can  be  worked  out.  If  so,  will  the 
fight  on  behalf  of  the  doctors  be  carried  fur- 
ther to  alter  the  procedure  in  other  agencies 
of  government  and  the  private  companies? 
It  would  seem  only  logical  to  do  so. 


3 Passed  by  the  House  of  Reoresentatives.  June  17,  1952. 

4 A.M.A.  Bulletin,  No.  52,  June  19,  1952. 
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The  Ethics  of  Hospital-Professional  Relations 

Organized  medicine,  activated  by  fear  that  hospital  ad- 
ministration is  interested  in  expanding  the  system  of  hiring- 
physicians  to  render  service  to  patients  and  then  collecting 
fees  from  patients  for  the  services  rendered  by  such  physi- 
cians, is  trying  to  bring  about  a situation  in  which  all  physi- 
sicians  associated  with  voluntary  hospitals  work  in  rather 
than  for  the  hospital.  At  present,  this  refers  chiefly  to  the 
specialties  of  pathology,  radiology,  and  anesthesiology, 
but  it  refers  also  to  a few  electrocardiologists,  physiatrists, 
and  clinicians. 

An  attempt  is  being  made  by  organized  medicine  to  estab- 
lish, as  an  ethical  principle,  that  receipt  of  remuneration  from 
a hospital  by  a physician,  when  the  hospital  collects  fees 
for  the  services  rendered  by  that  physician,  is  an  unethical 
practice.  Organized  medicine  hopes  for  a general  agreement 
between  hospital  administration  and  hospital  specialists 
that  all  fees  for  services  rendered  by  the  physician  in  the 
hospital  will  be  collected  by  him  rather  than  by  the  hospital 
corporation. 

Attempts  on  the  part  of  organized  medicine  to  carry 
out  punitive  measures  against  hospitals  which  collect  fees  from  patients  and  remunerate 
physicians  for  their  services  have  been  abandoned,  but  there  are  many  who  are  still  agitating 
punitive  measures  against  physicians  who  work  for  hospitals  which  collect  fees  for  the  serv- 
ices rendered  by  them  to  patients.  In  its  annual  report  to  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  May,  1952,  the  Committee  on  Hospital  and  Pro- 
fessional Relations  stated,  “We  cannot  prevent  him  (the  physician)  from  doing  so  (practic- 
ing in  the  manner  being  discountenanced),  but  we  do  not  have  to  retain  him  as  a member  of 
our  Society  if  he  does  not  live  up  to  the  requirements  of  membership.” 

Strictly  speaking,  in  the  ethical  code  this  type  of  practice  is  not  called  unethical  unless 
it  involves  “exploitation  of  the  services  of  the  physician  for  the  financial  profit  of  the  agency 
concerned,”  namely  the  hospital.  But  in  the  “Guides  for  Conduct  of  Physicians  in  Relation- 
ships with  Institutions,”  published  by  the  A.M.A.  in  December,  1951,  under  a listing  of 
general  principles  suggested  as  a basis  for  adjusting  controversies,  is  the  statement  that 
“a  physician  should  not  dispose  of  his  professional  attainments  or  services  to  any  hospital 
....  under  terms  or  conditions  which  permit  the  sale  of  the  services  of  that  physician  by 
such  agency  for  a fee.”  That  is  the  basis  for  the  statement  that  organized  medicine  is  trying 
to  prevent  any  physician  from  working  for  a voluntary  hospital  in  a professional  capacity. 

The  State  Society’s  Committee  on  Hospital  and  Professional  Relations  conducted 
hearings  in  1950-1951  at  four  centers  in  the  State,  at  which  hospital  specialists  were  invited 
to  take  down  their  hair  and  tell  all  their  troubles.  The  committee  reported  that  “the 
majority  of  those  who  attended  appeared  discouraged,  disillusioned,  and  gave  other  indica- 
tions that  their  morale  was  low,  largely  because  of  the  conditions  under  which  they  worked. 
Most  of  the  doctors  practicing  x-ray,  pathology,  electrocardiology,  and  physical  medicine 
are  practicing  unethically.  Ethical  standards  should  be  applied  impartially  to  all  members 
of  the  profession,  whether  members  of  a laboratory  department  or  a clinical  department, 
whether  a professor  or  a recent  graduate,  whether  on  a part-time  or  full-time  basis,  whether 
on  a salary,  percentage,  rental  basis,  or  any  combination  of  these;  to  all  members  of  our 
Society  who  because  of  fees  collected  for  services  rendered  by  them  are  receiving  remunera- 
tion from  a hospital.” 

The  House  adopted  the  report  of  the  reference  committee  on  the  report  of  the  Com- 
mittee on  Hospital  and  Professional  Relations.  That  means  that  the  House  of  Delegates 
expects  each  voluntary  hospital  staff  in  the  State  to  investigate  the  method  of  remuneration 
of  its  hospital  specialists,  and  that  if  the  hospital  is  collecting  fees  from  patients  for  the  serv- 
ices rendered  by  physicians,  attempt  will  be  made  by  the  staff  to  induce  the  physician  and 
the  hospital  administration,  including  the  board  of  directors,  to  eliminate  such  a system 
which  is  allegedly  unethical  and  “beneath  professional  dignity.” 
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It  means  that  if  the  staff  of  the  hospital  is  unable  to  accomplish  such  a change,  the  county 
society  is  expected  to  take  over  and  try  to  accomplish  such  a change  in  order  that  no  hospital 
can  obtain  a profit  from  the  services  of  any  hospital  specialist. 

It  means  that  if  the  county  society  fails,  appeal  can  be  made  to  the  State  Society  to 
take  up  the  matter  with  the  State  Hospital  Association  to  see  what  can  be  done  about  this 
mixture  of  ethics  and  economics,  and  it  means,  finally,  that  the  Judicial  Council  of  the  A.- 
M.A.,  which  “has  jurisdiction  on  all  questions  of  medical  ethics  and  the  interpretation  of  the 
laws  of  the  Association,”  may  be  called  upon  even  “to  request  the  president  (of  the  A.M.A.) 
to  appoint  investigating  juries  to  which  it  may  refer  complaints  or  evidence  of  unethical 
conduct  which  in  its  judgment  are  of  greater  than  local  concern.  Such  investigating  juries, 
if  probable  cause  for  action  be  shown,  shall  submit  formal  charges  to  the  president,  who 
shall  appoint  a prosecutor  to  prosecute  such  charges  against  the  accused  before  the  Judicial 
Council  in  the  name  and  on  behalf  of  the  American  Medical  Association.  The  Council 
may  acquit,  admonish,  suspend,  or  expel  the  accused.” 

Who  are  the  accused?  Hospital  specialists  and  any  other  physicians  who  work  under 
conditions  wherein  the  hospital  collects  fees  from  patients  for  professional  services  rendered 
by  them.  What  are  we  going  to  do  about  this?  What  are  you  and  I,  members  of  the  hospi- 
tal staffs  and  the  county  societies,  going  to  do  about  this  action  of  the  House  of  Delegates 
that  we  must  determine  the  manner  of  remuneration  of  every  physician  who  works  for 
a hospital,  to  the  end  that  he  works  not  for  but  in  the  hospital?  Are  we  ready  to  determine 
labor  union-wise  the  economic  conditions  under  which  every  hospital  specialist  works? 
It  seems  to  me  that  I have  heard  that  planned  economy  is  in  disfavor  among  physicians. 

Isn’t  the  important  thing  to  have  available  a system  wherein  hospital  administration 
and  physicians  working  for  hospitals,  who  are  being  “exploited,”  may  have  their  differences 
aired,  considered,  and  adjudicated  without  fear  of  disruption  of  relationships?  Such  a 
system  is  carefully  outlined  in  the  “Guides  for  Conduct  of  Physicians  in  Relationships  with 
Institutions.”  It  is  a system  which  can  be  applied,  when  requested,  by  hospitals  and  by 
individual  hospital  specialists  who  think  they  are  being  “exploited,  who  are  discouraged 
and  disillusioned  ami  give  other  indications  that  their  morale  is  low  because  of  the  conditions 
under  which  they  work.” 

Let  me  quote  again  from  the  “Guides.”  “In  the  event  of  a controversy  between 
physician  and  hospital  management  on  these  problems,  it  is  recommended  that,  since 
local  conditions  must  be  taken  into  consideration,  these  problems  be  resolved  insofar  as  possible 
at  the  local  level.  There  can  be  no  exploitation  of  the  doctor  or  of  the  hospital  if  everyone 
concerned  in  management  and  on  the  professional  staff  will  work  together  to  supply  the 
greatest  possible  good  quality  medical  and  hospital  services  to  the  public.”  From  the  con- 
cluding paragraph  of  the  “Principles  of  Medical  Ethics  of  the  American  Medical  Associa- 
tion,” “The  life  of  the  physician,  if  he  is  capable,  honest,  decent,  courteous,  vigilant,  and  a 
follower  of  the  Golden  Rule,  will  be  in  itself  the  best  exemplification  of  ethical  principles,” 
and  from  the  “Principles  of  Ethical  Doctor-Hospital  Relationship,”  approved  in  1946  by  the 
American  Medical  Association,  the  American  Hospital  Association,  the  American  College  of 
Surgeons,  and  the  various  hospital  specialty  groups  which  met  to  discuss  this  problem,  “The 
primary  obligation  of  both  physicians  and  hospitals  is  to  serve  the  best  interest  of  patients. 
The  decision  as  to  the  ethical  or  unethical  nature  of  practice  must  be  based  on  the  ultimate 
effect  of  good  or  ill  on  the  public  as  a whole;”  certainly  not  on  the  self-interest  of  the  hospital 
specialist. 

When  one  is  trying  to  make  a determination  on  the  basis  of  ethics,  it  is  necessary  to 
remember  that  ethics  are  ideals  existing  in  a medium  where  individuals  have  freedom  of 
thought  and  expression.  Such  ideals  are  guides  to  action.  They  cannot  exist  under  condi- 
tions of  compulsion,  for  then  they  become  legal  principles  and  subject  to  control  by  unilateral 
interests,  subject  to  vindictiveness  and  authoritarianism.  If  a specialist  organization 
or  organized  medicine  endeavors  to  dictate  the  terms  of  contract  between  hospitals  and 
hospital  specialists,  it  is  exercising  compulsion  rather  than  permitting  individual  freedom 
to  profit  by  initiative  and  capacity.  Guided  by  the  ethical  principle  that  the  greatest 
good  lies  in  that  arrangement  between  hospitals  and  doctors  working  in  them  which  results 
in  the  best  service  possible  to  patients  and  clinical  staff,  institutional  specialists  should  be 
free  to  make  their  own  terms  as  well  as  they  can,  whether  that  be  salary,  commission,  or 
ownership.  It  is  really  an  economic  not  an  ethical  problem. 
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RECENT  TRENDS  IN  THE  EARLY  DIAGNOSIS  OF  CANCER 

Charles  S.  Cameron,  M.D.,  New  York  City 
( Medical  and  Scientific  Director,  American  Cancer  Society ) 

IN  SPITE  of  the  advances  of  surgery 
and  therapeutic  radiology  in  the  past 
fifty  years  and  especially  in  the  past  ten,  the 
: statement  of  the  Roman  physician  Celsus, 

“Only  the  beginnings  of  a cancer  permit  of  a 
cure,”  remains  as  valid  as  ever.  Indeed, 
recently  acquired  knowledge  of  the  natural 
history  of  cancer  verifies  the  truth  of  that 
aphorism  and  heightens  its  contemporary 
significance. 

The  effort  to  achieve  earlier  diagnosis 
through  education  of  the  public  to  cancer’s 
first  signs  and  symptoms  is  now  accepted 
in  the  United  States  as  a reasonable  and 
enlightened  enterprise,  yet  it  is  recent,  as 
history  goes  (thirty-nine  years).  This  recog- 
nition of  the  layman’s  responsibility  and  the 
formal  program  of  getting  him  to  accept  it 
' were  expressions  of  the  frustration  gynecolo- 
gists were  feeling  by  1912  when  they  were 
still  losing  most  of  their  patients  with  cancer 
of  the  cervix,  although  they  now  had  fairly 
effective  treatment  methods  in  radium  and 
x-rays.  The  answer  to  their  plea  for  greater 
general  awareness  of  the  significance  of 
abnormal  vaginal  bleeding  was  the  voluntary 
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agency  now  known  as  the  American  Career 
Society.  There  is  now  some  evidence  that 
this  attempt  to  reduce  the  element  of  delay 
over  which  the  patient  has  so  large  a measure 
of  control  is  no  wild  gleam  in  a health  educa- 
tor’s eye  but  is  a reasonable  and  achievable 
objective. 

But  while  the  delay  for  which  the  patient 
is  culpable  appears  to  be  diminishing,  the 
physician’s  share  of  delay-responsibility 
appears  to  be  increasing  (Fig.  1),  a natural 
consequence  of  seeing  cancer  before  the 
“classical  signs”  have  appeared,  when  the 
tendency  is  to  wait  and  see.  If  the  trend 
which  recent  studies  suggest  is  general, 
it  must  be  conceded  by  all  physicians  that, 
as  cancer  propaganda  brirgs  patients  to 
them  with  smaller  and  less  definitive  lesions, 
their  responsibility  is  to  assume  nothing, 
to  hope  for  nothing,  but  to  see  that  the  nature 
of  these  lesions  is  determined  at  once,  if 
they  are  to  contribute  their  essential  share 
to  the  effort  to  achieve  earlier  diagnosis. 

Reliance  on  the  initial  expressions  of  can- 
cer— -abnormal  bleeding,  persistent  cough, 
change  in  bowel  habits,  and  so  on — has 
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DELAY  IN  THE  DIAGNOSIS  OF  CANCER 

Comporison  of  Responsibility,  1923- 1938  ond  1946 
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proved  useful  in  improving  the  cancer  treat- 
ment record  and  will  undoubtedly  continue 
so ; yet  it  must  be  admitted  that  in  the  light 
of  what  we  now  know  about  cancer’s  develop- 
ment, these  early  signs  and  symptoms 
are  rather  crude  indicators.  For  example, 
abnormal  bleeding  in  cancer  of  the  uterine 
cervix  results  from  ulceration,  and  ulcera- 
tion is  not  an  early  event  in  the  life  of  a 
cancer.  Indeed,  recent  studies  suggest  that 
cancer  of  the  cervix  may  exist  for  years  in  a 
“cocoon”  or  noninvasive  stage  and  present 
no  gross  evidence  of  disease  during  that 
time  although  the  vaginal  smear  will  indi- 
cate it.  Recent  experience  with  mass 
chest  x-rays  and  attention  to  their  cancer 
case-finding  potential  have  shown  that 
cancer  of  the  lung  can— does — exist  as  a 
“silent  shadow,”  identifiable  in  the  x-ray 
film  well  in  advance  of  the  classical  symptoms 
of  cough,  expectoration,  chest  pain,  etc. 
Early  returns  indicate  that  the  rate  of 
resectability  in  asymptomatic  lung  cancer 
is  twice  as  great  as  it  is  in  patients  with 
symptoms.  Again,  cancer  of  the  rectum 
can  be  felt  in  most  cases,  seen  through  the 
proctoscope  in  all,  when  it  is  no  bigger  than 
a pencil’s  eraser.  At  this  stage  of  growth 
there  are  no  symptoms;  the  classical  signs — 
change  in  bowel  habits,  bleeding — will 
come  later.  The  average  breast  cancer  has 
reached  a diameter  of  4.5  cm.  before  it 
excites  the  patient’s  serious  attention,  and 
by  this  time  over  half  have  metastasized;  yet 
it  is  possible  for  any  intelligent  woman 
as  well  as  any  intelligent  doctor  to  find  a 
lump  a quarter  that  size  provided  the  trouble 
is  taken  to  feel  for  it.  The  listing  of  types 
of  cancer  which  can  today  be  found  early 
enough  to  justify  vastly  increased  hopes  of 
cure  would  properly  include  those  of  the 
oral  cavity  and  of  the  skin,  since  both  sites 


are  foremost  examples  of  accessibility  and 
simplicity  of  instrumentation.  Now,  the 
fact  is  that  these  six  sites  of  cancer  origin — 
cervix,  lung,  rectum,  breast,  mouth,  and 
skin — account  for  nearly  50  per  cent  of 
cancer  deaths  among  women  and  about  25 
per  cent  of  cancer  deaths  among  men. 
Cancer  originating  in  these  sites  presents 
these  features:  (1)  each  is  now  susceptible 
of  discovery  while  it  is  small  and  asympto- 
matic; (2)  each  has  a high  rate  of  curability 
when  properly  treated  while  small  and 
asymptomatic.  Given  the  conditions  of  a 
small,  asymptomatic,  localized  lesion  and 
adequate  treatment,  cancer  of  the  cervix 
could  be  cured  four  times  as  often  as  is  the 
case  generally  at  present ; cancer  of  the  lung 
and  of  the  rectum,  five  times  as  often,  and 
cancer  of  the  breast,  twice  as  often. 

Recognition  of  the  desirability  of  finding 
cancer  before  it  has  given  rise  to  symptoms 
and  signs  has  led  lately  to  the  establish- 
ment of  cancer  detection  centers,  clinics 
where  physical  examinations  of  varying 
extent  are  given  to  presumably  well  persons. 
About  260  such  centers  have  been  set  up 
during  the  past  twelve  years.  Some  give 
complete,  painstaking  examinations  to  rela- 
tively few,  while  others  try  to  give  attention 
to  large  numbers  by  restricting  the  examina- 
tion to  those  areas  where  cancer  is  frequent 
and  which  are  easily  accessible.  Beyond 
their  popular  appeal — a virtue  not  to  be 
regarded  lightly — such  clinics  do  detect 
cancer.  In  a recent  study  of  the  result  of 
52,000  examinations  conducted  in  90  detec- 
tion centers,  the  rate  of  cancer  was  found  to 
be  0.8  per  cent  or  eight  cases  per  thousand 
examined.  However,  the  cancer  rate  varied 
greatly  according  to  age,  and  in  the  group 
sixty  and  over  it  was  40  times  commoner 
(34.4/1,000)  than  in  the  entire  group 
unselected  as  to  age.  Slightly  more  than 
half  of  those  examined  in  cancer  detection 
centers  are  found  to  have  non-neoplastic 
diseases  and  abnormalities  calling  for  further 
diagnosis  or  treatment.  Where  the  services 
of  such  centers  are  made  widely  known 
through  judicious  publicity,  demands  have 
exceeded  capacity.  It  would  seem  that 
the  idea  of  the  routine  physical  check-up, 
long  recommended  by  doctors  but  indif- 
ferently heeded  by  most  people,  can  be  popu- 
larized and  made  to  motivate  if  offered  as  a 
measure  of  protection  against  a fearsome 
disease — cancer.  More  recently  still,  in 
some  areas  where  detection  centers  have  been 
viewed  by  an  alarmed  profession  as  another 
socialistic  ghost,  the  principle,  “Every 


September  1,  1952 — Part,  I] 


CANCER  DIAGNOSIS 


2101 


Site 


Present  Cures  Case-Finding  Method  Cures  Possible 


Routine  use  of  vaginal  smear  in 
all  women,  plus  more  frequent 
use  of  biopsy,  will  disclose 
more  early  uterine  cancer. 


Semiannual  x-rays  of  the  chest 
for  all  men  over  fifty  will  re- 
veal more  lung  cancers  at  a 
time  when  resection  can  be 
performed  and  cure  expected. 


Frequent  palpation  of  the  breasts 
will  uncover  the  mass  of  can- 
cer many  months  before  it  has 
reached  the  size  of  today’s 
average  breast  cancer  as  seen 
by  the  doctor  for  the  first 
time. 


Annual  proctoscopic  examina- 
tion will  identify  rectal  cancer 
at  a time  when  most  patients 
can  be  cured. 


The  ease  of  thorough  examina- 
tion of  the  oral  cavity  and 
larynx  makes  it  possible  to  see 
malignant  tumors  when  they 
are  extremely  small  and  when 
most  of  them  are  curable. 


The  frequency  of  skin  cancer 
plus  precancerous  dermatoses 
calls  for  inspection  of  the 
integument,  an  examination 
performed  in  a few  minutes. 
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Dividends  from  Universal  Application  of  Simple  Cancer  Case-Finding  Procedures  to  Well  Persons 
Effective  reduction  in  delay  before  treatment,  the  key  to  lowered  cancer  mortality,  is  best  achieved  by  repeated  search  for 
preclinical  or  presymptomatic  cancer.  Such  search  is  simple  and  effective  for  the  six  sites  specified — which  together  account 
ior  over  GO  per  cent  of  all  cancer. 
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doctor’s  office  a detection  center,”  has  been 
adopted.  Of  course,  doctors’  offices  have 
always  been  supposed  to  render  this  type  of 
service,  anti  it  may  be  that  the  role  of  the 
detection  center,  like  the  familiar  outpatient 
department,  is  to  offer  a medical  service 
to  those  who  cannot  afford  it  on  a private 
patient  basis. 

Cytology,  in  addition  to  its  established 
usefulness  in  detecting  and  diagnosing  cancers 
of  the  uterus  and  lung,  has  been  employed 
as  a means  of  diagnosis  in  cancer  of  the  stom- 
ach and  cancer  of  the  prostate  with  high 
rates  of  accuracy.  Although  at  present  this 
method  does  not  appear  to  open  the  way  for 
immediate  large-scale  screening  for  cancer 
in  these  sites,  it  presents  possibilities  which 
may  be  realized  by  further  developmental 
research.  Of  the  greatest  value  as  a cancer 
indicator  would  be  a simple  biologic  test 
comparable  to  the  Kahn  test  which  could 


be  given  to  large  numbers  of  a population. 
Several  approaches  have  been  made,  although 
the  desired  degree  of  specificity  is  still 
lacking,  but  an  integrated  search  for  a test 
approximating  the  necessary  criteria  is 
under  way. 

Until  such  a test  is  found,  if  ever,  the 
discovery  of  cancer  at  a time  when  the 
chances  for  a cure  are  greatest  will  have  to 
be  undertaken  the  hard  way.  On  the  other 
hand,  technics  applicable  to  most  of  the 
commoner  types  of  cancer  are  available, 
which  make  the  job  easier  than  it  has  ever 
been.  But  with  all  due  respect  and  credit 
to  recent  trends,  the  office  instrument  of 
greatest  value  in  the  diagnosis  of  early 
cancer  is  still  a well-developed  sense  of 
suspicion.  No  doctor  should  fear  the  reputa- 
tion of  alarmist  as  much  as  he  should  fear 
the  responsibility  for  an  avoidable  death. 

( Number  One  of  a series  on  Cancer  Diagnosis) 
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Ninth 
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Afternoon 

Oct.  3 

Sixth 
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Sampson  Air  Base 
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Afternoon 
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Fourth 

Plattsburg 

Afternoon  (Dinner) 
Evening 

Nov.  25 

Second 

Garden  City 

Afternoon  (Dinner) 
Evening 
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In  Trichomonas 


infection .. 


treatment  "must  not  only  include  a tricho- 
monacide,  but  it  must  furnish  sugars  to  be 
stored  as  glycogen  in  the  vaginal  epithe- 
lium and  provide  a favorable  medium  for 
regenerationof  the  Doderlein’s  bacilli...”* 


The  normal  adult  vaginal  mucosa  is  relatively  thick,  rich  in  glyco- 
gen and  its  secretions  have  an  acidity  within  the  range  of  pH  3.8 
to  4.4.  Glycogen  is  metabolized  to  lactic  acid  by  the  Doderlein 
bacilli,  thus  maintaining  the  normal  acid  state. 


Floraquiri 


"We  prescribe  Floraquin  tablets  which 
contain  Diodoquin  . . . boric  acid,  and  lactose 
and  dextrose.”* 


Searle 


RESEARCH 


IN  THE  SERVICE  OF  MEDICINE 


Boehme,  E.  J.:  Trichomonas  Vaginalis  Vaginitis;  Diagnosis,  Treatment,  Causes  of  Failure  in  Treatment, 
S.  Clin.  North  America  25:545  (June)  1945. 
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when 


maintenance 

dosage 

is 

see-sawing... 


digitaline 


nativelle 


chief  active  principle  of  digitalis  purpurea  for  positive,  controlled  maintenance 


Initial  compensation  of  the  failing  heart  may  now  be  accomplished  in  hours 
rather  than  days  — but  maintenance  of  the  compensated  state  is 
often  a regimen  of  years.  Continuous  adjustment  of  the  daily  cardiotonic  dose, 
which  may  contribute  to  patient  morbidity,  is  often  obviated  when 
a preparation  of  reliable,  constant  and  unvarying  potency  is  employed. 

DIGITALINE  NATIVELLE,  the  pioneer  digitoxin,  is  such  a preparation. 

It  provides  a uniform  dissipation  rate  with  full  digitalis  effect  between  doses. 
Switch  your  "difficult"  patients  to  DIGITALINE  NATIVELLE  for  smoother 
maintenance.  Prescribe  it  for  initial  digitalization.  You  will  be  impressed 
with  its  rapidity  of  action  and  virtual  freedom  from  local  side  effects. 

DIGITALINE  NATIVELLE  is  available,  at  alt  druggists,  in  three  strengths 
lor  precise  dosage  — 0.1  mg.  (Pink),  0.1S  mg.  (Blue),  0.2  mg.  (White). 

Because  ol  the  high  order  of  purity,  most  patients  are  adequately 
maintained  on  0,1  mg.  daily.  The  average  dose  lor  digitalization 
is  1.2  mg.  in  three  equal  doses  at  4-hour  intervals. 

Send  for  brochure:  "Modern  Digitalis  Therapy."  Clinical  sample  available  on  request. 
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Scientific  Articles 


Symposium 

TREATMENT  OF  SKIN  DISEASES 


TINEA  CAPITIS  (MICROSPORUM  AUDOUINI):  HAS  THERE  BEEN 
RECENT  SIGNIFICANT  PROGRESS  IN  THERAPY? 

George  M.  Lewis,  M.D.,  Kathleen  S.  Cawthon,  M.D.,  and  Mary  E.  Hopper,  M.S., 

New  York  City 

( From  the  Department  of  Medicine  ( Dermatology ),  New  York  Hospital  and  Cornell  University 

Medical  College) 


DURING  the  past  ten  years  epidemics  of 
tinea  capitis  have  appeared  in  all  parts  of 
the  United  States.  This  has  afforded  an  oppor- 
tunity to  study  the  disorder  and  at  the  same  time 
lias  challenged  dermatologists  to  develop  better 
methods  of  therapy.  The  result  has  been  the 
publication  of  many  articles,  most  of  which  report 
favorably  on  the  chemotherapy  of  tinea  capitis 
utilizing  a wide  range  of  drugs  and  chemicals. 
The  purpose  of  this  article  is  to  review  the  ex- 
periences of  some  of  these  observers,  to  attempt 
an  evaluation  of  their  results,  and  to  compare  the 
advantages  and  disadvantages  of  such  treatment 
with  the  technic  utilizing  roentgen  epilation. 

Survey  of  the  Literature 

The  articles  forming  the  basis  for  this  analysis 
may  be  considered  representative  rather  than  in- 
clusive. There  are  additional  papers,  but  it  was 
felt  that  the  ones  selected  would  be  sufficient  to 
form  a basis  for  comparison.  Some  reports  were 
deliberately  omitted  from  analysis  because  of 
insufficient  basic  data  or  because  the  information 
contained  was  vague  or  incomplete. 

Spontaneity  of  cure  as  a natural  sequence  in 
infections  due  to  Microsporum  audouini  has  long 
been  recognized  to  occur  at  or  near  the  time  of 
puberty.  The  fact  that  this  may  occur  at  a 
younger  age  level  has  also  been  common  knowl- 
edge, although  it  remained  for  Livingood  and 
Pillsbury1  in  1941  to  report  a large  series  of 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  Yoik,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  May  16,  1952. 


TABLE  I. — Results  Following  Expectant  or  Placebic 
Therapy 


Num- 


ber 

, 

— Cures 

s 

of 

Num- 

Per 

Time 

Treat- 

Author 

Cases 

ber 

Cent 

(Months) 

ment 

Livingood  and 

Pillsbury1 

Noninflamma- 

tory 

105 

28 

26 

3 to  24 

Placebic 

Inflammatory 
Steves  and 

20 

14 

70 

Lynch3 

298 

75 

25 

3 

Placebic 

Rivalier4 

15 

8 

53 

up  to  3 

Iodized 

alcohol 

Totai  s 

438 

125 

28 

3 plus 

patients  and  to  show  that,  statistically,  approxi- 
mately 25  per  cent  of  noninfl  immatory  types  of 
tinea  capitis  due  to  M.  audouini  and  70  per  cent  * 
of  those  showing  inflammation  would  recover 
spontaneously  in  three  to  twenty-four  months. 
The  experiences  of  Steves  and  Lynch3  and  of 
Rivalier4  confirm  this  observation  in  principle 
(Table  I).  Medicaments  used  by  these  authors 
were  considered  by  them  to  be  so  ineffectual  that 
their  use  should  be  considered  placebic  in  type. 
The  results  of  these  studies  then  would  indicate 
that  in  approximately  one  patient  of  four  having 
a scalp  infection  due  to  M.  audouini,  a spon- 
taneous remission  occurs. 

Results  of  13  additional  therapeutic  experiences 
utilizing  drugs  that  have  come  into  vogue  during 
the  past  few  years  are  outlined  in  Table  II.  The 
wide  variation  in  the  results  as  recorded  is  difficult 

* In  a later  communication  Scully,  Livingood,  and  Pills- 
bury on  the  basis  of  a larger  series  place  this  figure  at  90  per 
cent.2 
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TABLE  II. — Results  Attributed  to  the  Topical  Application  if  Various  Chemical  Agents 


Author 

Number 

Cases 

Number 

Cures 

Per 

Cent 

Time 
( Months) 

Treatment 

Carrick5 

17 

7 

41 

4'  \ 

Copper  oleate 

37 

15 

40 

31/* 

Sodium  propionate 
Propionic  acid 

Schwartz,  Peck  et  a/.6 

25 

10 

40 

4 

Undecylenic  acid 
Zinc  undecylenate 

08 

55 

56 

l'/t 
1 '/» 

Salicylanilide 

54 

20 

54 

Copper  undecylenate 

Miller  et  al.1 

48 

1!) 

40 

o 

Pentachlorphenol 

Noninflammatory 

80 

10 

1 1 

? 

Dinitrophenol 

Inflammatory 

1 

1 

100 

? 

Dinitrophenol 

Noninflammatory 

Inflammatory 

30 

1 

4 

10 

? 

Sodium  piopionate 
Propionic  acid 

Noninflammatory 

Inflammatory 

32 

1 

3 

9 

') 

Undecylenic  acid 

MacKee  et  al* 

50 

36 

61 

31  '2 

Pentachlorphenale  Co. 

Rees9 

22 

12 

55 

2 

Salicylanilide 

Combes  et  al.10 

;>2 

10 

1!) 

4 

Undecylenic  acid 
Zinc  undecylenate 

26 

10 

39 

1 >/2  to  6 

Undecylenic  acid 
Copper  undecylenate 

Beyling  and  Markel11 

347 

87 

25 

3 

Salicylanilide 
Calcium  undecylenate 

McGavack  et  al ,12 
Barlow  et  a/.13 

84 

24 

28 

1 

Tetrachloroparabenzoquinone 

Noninflammatory 

21!) 

126 

57 

2 to  3 

Salicylic  acid 
Salicylanilide 

Inflammatory 

42 

42 

100 

2 to  3 

Cuprammonium  hydroxide 
(considered  best) 

Stritzler  et  al. 14 

61 

34 

551 

V»  to  3 

Asterol  dihydrochloride 

Appel  et  al.l& 

24 

5 

21 

3 

Asterol  dihydrochloride 

Rankin  et  a/.16 

10!) 

24 

24 

3 

Tetrachloroparabenzoquinone 

1 1 

50 

3 

(3,20,  and  40  per  cent,  re- 

Young17 

Totals 

30 

20 

70 

3 

spectivelv) 

14 
1 , 544 

0 

603 

64 

40 

1 

Podophyllotoxin 

to  explain.  For  instance,  undecylenic  acid  and 
the  zinc  and  copper  salts  of  this  drug  have  been 
variously  estimated  to  cure  from  9 to  55  per  cent 
of  patients  within  a period  of  four  months  or  less. 
The  figures  for  salicylanilide,  while  not  large  in 
point  of  numbers  of  patients,  indicated  a more 
stable  result  in  three  investigations  totaling  a 
56,  55,  and  40  per  cent  cure  rate  within  a period 
of  two  and  one-half  months  or  less.  However, 
another,  and  perhaps  the  most  impressive  com- 
munication both  as  to  scope  and  numbers  of 
patients,  yielded  less  favorable  results.  This 
report  of  Behling  and  Markel  may  be  cited  as  an 
example  of  the  results  to  be  expected  from  a 
comprehensive,  well-organized  program  relying 
on  local  chemotherapy.11  The  Dermatology 
Section,  Industrial  Hygiene  Division  of  U.S. 
Public  Health  Service,  was  asked  for  assistance 
by  the  State  of  Indiana  in  the  treatment  of  an 
epidemic  of  tinea  capitis  in  Elkhart,  Indiana,  A 
previous  assignment  in  Ilagerstowm,  Maryland, 
had  provided  experience.  All  the  5,810  school 
children  in  the  city  of  Elkhart  were  screened  by 
means  of  the  Wood  light  once  monthly  during  the 
school  year.  Clinics  were  set  up  in  the  largest 
schools,  and  adequate  technical  help  was  avail- 
able. Each  child  was  treated  in  the  clinic  each 
day.  Public  health  measures,  including  peri- 
odic surveillance  of  barber  shops  and  theaters,  was 
enforced.  The  epidemic  gradually  subsided.  At 


the  end  of  three  months,  25  per  cent  of  the  patients 
were  cured.  After  four  months  50  per  cent  were 
cured,  and  after  seven  months  77  per  cent  were 
cured.  This  still  left  23  per  cent  (99  children) 
with  the  infection.  It  was  not  stated  what  the 
further  plan  to  eradicate  the  disease  might  be. 
Asterol  Dihydrochloride  was  reported  by  one 
observer  to  cure  patients  at  the  rate  of  55  per  cent 
within  three  months,  whereas  another  investi- 
gator of  this  drug  could  only  cure  21  per  c6nt  of 
his  patients  in  the  samel  ength  of  time.14’18  In  a 
small  series  of  patients  Podophyllotoxin  used 
locally  was  considered  to  be  effective  and  curative 
in  64  per  cent  of  the  patients.17 

An  analysis  of  these  13  reports  in  which  many 
of  the  new  fungicidal  or  fungistatic  drugs  were 
employed  embraces  the  experience  of  treating 
1,544  patients.  Of  this  number  603  patients,  a 
percentage  of  40,  were  cured  in  approximately 
three  months.  It  is  admittedly  impossible  to 
correct  this  figure  accurately  to  allow  for  spon- 
taneity of  cure;  it  would  seem  safe,  however,  to 
state  that  this  figure  lies  between  20  and  25 
per  cent.  Credit  for  cure  must  also  be  considered 
on  the  basis  of  mechanical  epilation  either  from 
regular  massage  or  from  manual  epilation  which 
was  an  integral  part  of  many  of  the  programs. 
The  longer  treatment  was  continued,  the  higher 
the  percentage  of  cure.  However,  in  no  case  did 
the  investigators  claim  the  cure  rate  to  be  as  high 
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TABLE  III. — Time  Required  for  Cure  of  Tinea  Capitis 
Following  Administration  of  Epilating  Dose  of  X-rays 
(New  York  Hospital) 


Time 

Re- 

quited 

1947 

1948 

1949 

19.50 

1951 

Total 

Per 

Cent 

3 weeks 

8 

7 

5 

12 

8 

40 

48.2 

4 weeks 

4 

2 

i 

1 

2 

10 

12.0 

.5  weeks 

2 

2 

4 

4.8 

6 weeks 

i 

1 

1.2 

8 weeks 

4 

l 

5 

6.0 

10  weeks 

4 

i 

1 

6 

7.2 

3 months 

1 

3 

4 

4.8 

4 months 

1 

1 

1 .2 

5 months 

3 

2 

5 

6.0 

6 months 

1 

1 

2 

4 

4.8 

8 months 

2 

2 

2.4 

10  months 

i 

1 

1.2 

Total 

23 

14 

li 

21 

14 

83 

as  80  per  cent,  even  after  a period  of  seven  months 
of  continuous  and  unrelenting  treatment.  In 
practice,  few  parents  have  the  fortitude  to  con- 
tinue after  three  months  a treatment  program 
necessitating  daily  visits  to  the  doctor  or  treat- 
ment outlined  by  the  doctor  to  be  done  at  home, 
the  daily  application  and  massage  of  an  ointment 
or  other  preparation.  Furthermore,  the  misery 
of  the  patient  during  the  period  of  treatment  and 
1 . is  eventual  resistance  to  it  are  common  observa- 
tions by  any  one  with  experience  in  the  field. 

A surprise  to  us  was  the  total  absence  of  con- 
trols by  the  investigators.  As  Kligman18  well 
points  out,  we  are  lacking  in  comprehension  of 
the  pathogenesis  of  this  infection,  and  unfortu- 
nately the  reports  herein  reviewed  do  not  help  to 
answer  any  questions.  A parallel  series,  partic- 
ularly if  alternate  patients  were  treated  vigor- 
ously with  a placebic  preparation  (indistinguish- 
able from  the  drug  under  investigation),  might 
yield  surprising  results.  Kligman  found  the 
results  to  be  almost  as  good  (63  per  cent  cures) 
with  an  ointment  base  (Carbowax)  as  with  a 
potent  fungistatic  agent  after  a period  of  four 
months.19  One  wonders  what  might  be  accom- 
plished in  three  to  seven  months  with  the  ap- 
plication of  older  drugs  and  chemicals,  such  as 
ammoniated  mercury  incorporated  in  petrolatum, 
if  the  medicament  were  applied  by  a trained 
technician  or  nurse,  vigorously  massaging  the 
scalp  each  day. 

An  epidemic  of  tinea  capitis  in  Sault  Sainte 
Marie  in  1950  and  1951  resulted  in  about  900 
cases  of  the  disease.20  Sampling  cultures  showed 
M.  audouini  consistently.  Most  of  the  newer 
fungicides  were  utilized,  and  the  treatment  was 
supervised  by  the  local  board  of  health.  After 
one  year  there  were  still  350  uncured  cases  (38 
per  cent) . 

Roentgen  Epilation 

It  may  be  restated  that  x-rays  in  the  thera- 
peutic dose  administered  have  no  discernible 


effect  on  the  biologic  activities  of  fungi.  The 
x-rays  are  administered  solely  to  produce  dep- 
ilatiqn  of  scalp  hair.  There  are  numerous 
articles  in  the  literature  attesting  to  the  efficacy 
of  this  form  of  treatment.  The  cure  rate  is 
regularly  stated  to  be  from  90  to  100  per  cent. 
With  this  in  mind  we  have  recently  reviewed  the 
records  of  patients  with  tinea  capitis  due  to  M. 
audouini  observed  at  New  York  Hospital  during 
the  five  years  from  1947  through  1951  (Table  III). 
There  has  been  a sharp  reduction  in  the  number 
of  cases  of  tinea  capitis  since  the  epidemic  years 
of  1941  and  1942.  The  total  number  of  patients 
with  M.  audouini  infections  observed  during  the 
five  years  was  117;  of  these,  83  (70  per  cent)  re- 
ceived roentgen  epilation.  Three  weeks  follow- 
ing the  x-ray  epilation  almost  50  per  cent  of  the 
patients  were  cured.  In  these  favorable  cases, 
when  the  adhesive  cap  was  applied  and  removed 
in  twenty-four  hours,  no  fluorescent  hairs  re- 
mained, and  none  were  found  on  subsequent  visits. 
At  the  end  of  three  months  the  cure  rate  was  84 
per  cent.  The  remaining  16  per  cent  required  up 
to  ten  months  before  a final  cure  was  achieved. 
This  is  a less  favorable  result  than  would  be  ex- 
pected if  the  setting  included  a single  machine, 
a solitary  operator,  and  a steady  flow  of  cases. 
However,  the  difficulties  encountered  in  our 
clinic  may  be  considered  those  that  any  institu- 
tion may  be  called  upon  to  face  in  normal  times. 
The  number  of  cases  was  too  few  to  provide  a 
large  experience  for  any  one  of  the  relatively  in- 
experienced dermatologists  who  performed  the 
epilations.  Technical  perfection  in  this  field  as 
in  any  other  is  dependent  to  a considerable  degree 
on  the  repetition  of  the  procedure.  Misjudg- 
ment  in  directing  the  beam  of  the  x-rays,  over- 
shielding the  margin  of  the  scalp,  or  laxness  in 
watching  for  movement  of  the  patient  or  provid- 
ing adequately  for  it  explains  some  of  the  tedious 
post-treatment  observations.  In  no  case  was  it 
necessary  to  re-epilate  the  scalp,  and  in  almost 
every  instance  only  a small  nucleus  of  infected 
hairs  remained  and  resisted  the  efforts  of  manual 
epilation,  applications  of  adhesive,  the  vigorous 
use  of  ointments,  and  even  in  some  instances 
electrolysis. 

Comment 

We  have  had  no  unfortunate  complications  in- 
cidental to  the  administration  of  x-rays  in  an 
epilating  dose  to  the  scalp.  It  is  known  that 
such  a favorable  condition  does  not  exist  in  every 
city  in  the  United  States.  It  must  therefore  be 
assumed  that  the  use  of  x-rays  for  the  purpose  of 
epilating  the  scalp  hair  is  hazardous,  particularly 
when  undertaken  by  a nondermatologist  with 
little  or  no  experience  in  the  field.  The  technic 
to  be  used  is  a most  particular  one.  Many  be- 
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lieve  that  some  treatment  other  than  x-rays  must 
eventually  be  found  for  the  treatment  of  tinea 
capitis.  While  we  also  share  the  hope  that  a 
better  treatment  procedure  may  eventually  be 
discovered,  it  is  our  opinion  at  this  time  that 
chemotherapy  leaves  a great  deal  to  be  desired 
and  that  the  evidence  is  not  substantial  that 
drugs  now  available  are  specific  in  their  action  on 
the  fungi  causing  tinea  capitis.  In  centers 
where  x-radiation  is  available  under  dermatologic 
supervision,  the  use  of  this  modality,  followed  by 
careful  and  periodic  re-examination  until  cure  is 
established,  constitutes  the  best  form  of  therapy 
for  tinea  capitis  due  to  M.  audouini.  If,  on  the 
other  hand,  patients  are  in  a small  center  of 
population  in  which  x-radiation  is  not  available, 
it  is  comforting  to  know  that  bv  diligent  and  well- 
directed  intensive  local  therapy  a cure  may  be 
expected  in  approximately  40  per  cent  of  the 
patients  within  three  months.  If  there  is  a 
visible  erythematous  component  in  the  patches 
of  tinea  capitis,  the  local  application  of  drugs  is 
almost  certain  to  be  effective.  It  is  our  opinion 
further  that  unless  some  mitigating  circumstance 
is  present,  one  should  in  no  case  delay  roentgen 
epilation  beyond  three  months.  In  selected  cases 
in  which  the  area  of  infection  has  remained 
localized  to  one  small  area,  roentgen  epilation  of 
hair  in  this  local  patch  including  surrounding 
normal  hair  may  be  all  that  is  required. 

Summary 

In  an  analysis  of  the  treatment  of  tinea  capitis 
caused  by  M.  audouini  there  is  evidence  that 
spontaneous  cure  may  occur  at  any  age  in  ap- 
proximately one  patient  out  of  four  after  the 
infection  has  been  present  for  three  months  or 
less.  The  use  of  local  medicaments  developed 
during  the  past  few  years,  particularly  if  the  pro- 
gram is  carried  out  vigorously  with  massage  and 
mechanical  epilation,  has  resulted  in  the  cure  of 
approximately  40  per  cent  after  three  months  of 
treatment.  This  figure  is  less  impressive  when 
the  percentage  of  spontaneous  cures  is  subtracted. 
In  comparison  with  the  results  from  the  use  of 
roentgen  epilation,  modern  chemotherapy  falls 
short  of  the  desired  goal ; however,  chemotherapy 
is  to  be  preferred  to  the  latter  modality  if  expert 
dermatologic  assistance  is  not  available.  In  the 
larger  centers  of  population  and  in  dermatologic 
clinics  in  which  an  x-ray  machine  is  standardized, 
both  mechanically  and  biologically,  and  der- 
matologic supervision  together  with  adequate 
technical  assistance  is  available,  roentgen  epilation 
is  still  the  treatment  of  choice. 
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Discussion 

Marvin  N.  Winer,  M.D.,  Buffalo. — The  authors 
have  summarized  the  results  of  various  local  types 
of  therapy  and  therapy  by  x-ray  epilation  in  a com- 
parable period  of  time.  They  arrived  at  the  not  too 
surprising  conclusion  that  ringworm  of  the  scalp, 
especially  the  type  caused  by  M.  audouini,  is  best 
treated  with  an  epilating  dose  of  x-ray. 

With  the  advent  of  the  newer  fungicides,  there  is 
a general  unanimity  of  opinion  among  trained  der- 
matologists that  at  least  35  to  40  per  cent  of  all 
types  of  ringworm  of  the  scalp  can  be  cured  by  topi- 
cal therapy.  The  resulting  accepted  regimen  of 
therapy  is  first  to  use  topical  therapy  for  t wo  or  three 
months,  and  if  the  response  is  unsatisfactory,  then 
to  use  an  epilating  dose  of  x-ray.  There  are  several 
reasons  for  this  standard  of  therapy: 

1.  Local  therapy  has  more  than  a one-third 
chance  ot  being  successful. 

2.  The  experimental  work  of  Kligman18  has 
shown  that  there  is  a refractory  period  which  usually 
occurs  three  to  four  months  after  inoculation.  The 
refractory  period  is  apparently  an  establishment  of 
host  resistance  to  the  further  spread  of  the  fungus 
and  occurs  immediately  following  the  period  of 
maximum  spread.  If  the  epilating  dose  is  unsuc- 
cessful and  does  not  result  in  a cure  and  if  this 
treatment  is  given  before  the  onset  of  the  refractory 
period,  it  is  theoretically  possible  to  “invite  an  ex- 
plosive spread  of  new  lesions.” 

3.  Kligman  further  shows  that  in  cases  of  local- 
ized tinea,  where  a single  point  on  the  scalp  (instead 
of  four  or  five)  is  to  receive  an  epilating  dose,  it  is 
risky  to  institute  the  treatment  before  the  refractory 
period  is  reached.  The  reason  for  this  is  that  while 
the  hairs  are  beginning  to  fall  out,  newer  removed 
foci  may  be  in  the  incubating  stage  which  usually 
lasts  only  a few  days.  Hence,  when  local  follow-up 
therapy  is  instituted  in  an  attempt  to  empty  the 
hair  follicles  as  is  the  practice  in  most  clinics,  a 
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spread  of  the  spores  and  hyphal  elements  is  facili- 
tated by  the  manual  rubbing  into  the  scalp  of  the 
topical  medicament.  When  one  considers  the  super- 
vention of  the  minor  trauma  to  the  scalp  by  the 
overenthusiastic  “rubbing  in”  process  on  the  part 
of  the  parent,  one  can  see  how  easily  the  infection 
might  spread.  I have  observed  this  phenomenon  of 
spread  in  one  of  my  patients,  who  early  in  the  course 
of  her  disease  was  treated  with  a local  epilating  dose 
at  one  of  the  hospitals  in  Buffalo,  and  subsequently 
was  found  to  have  successful  epilation  at  the  site  of 
treatment,  but  a diffuse  spread  throughout  the  un- 
treated portions  of  the  scalp. 

To  summarize,  then,  local  therapy  is  successful 
in  about  one  third  of  all  treated  cases.  There  is 
little  to  choose  among  the  generally  accepted  fungi- 
cides. Asterol,'  copper  undecylenate,  salicylanilide, 
resin  podophyllin,  the  pentachlorphenol  compounds, 


and  the  various  fatty  acids  are  all  effective  in  the 
management  of  tinea  capitis.  Since  even  infections 
with  M.  audouini  are  eventually  self-limited,  one 
drug  is  often  erroneously  considered  to  be  superior 
to  another.  There  is  still  not  available  a truly  ef- 
fective and  nonirritating  fungicide  for  topical  use. 
A rational  standard  of  treatment  is  to  use  topical 
therapy  for  about  three  months  and,  if  then  unsuc- 
cessful, to  use  x-ray  epilation. 

George  M.  Lewis,  M.D.,  {Closing  Remarks). — 
Claims  advanced  for  specificity  of  cure  of  tinea  ca- 
pitis by  means  of  application  of  drugs  should  be 
discounted  until  well-controlled  investigations  show 
consistent  and  rapid  disappearance  of  the  infection. 
Until  such  evidence  is  available,  main  reliance  for 
cure  within  three  months  must  be  placed  on  roent- 
gen epilation. 


THE  TREATMENT  OF  SEBORRHEIC  DERMATITIS 

Joseph  Lewis  Cirincione,  M.D.,  Schenectady,  New  York 
( From  the  Ellis  and  St.  Clare’s  Hospitals ) 


THE  management  of  seborrheic  dermatitis 
offers  a challenge  from  the  standpoint  of 
diagnosis  and  varied  manifestations  as  well  as  of 
therapeutic  procedures.  Therefore,  in  order  to 
treat  this  condition  effectively  one  must  be 
thoroughly  aware  of  its  various  aspects.  To 
understand  better  the  complicating  picture  and 
treatment  of  seborrheic  dermatitis,  the  various 
phases  will  be  briefly  discussed. 

In  seborrheic  dermatitis  of  the  scalp  there  may 
be  diffuse,  dry  scaliness  or  yellowish,  greasy 
scaling  or  even  erythematous  round  and  oval 
lesions  covered  with  a dry  or  greasy  scale.  Exu- 
dation and  crusting  may  also  be  present.  It  is 
not  unusual  for  this  process  to  involve  the  sides 
of  the  neck,  forehead,  and  ears,  in  which  the  in- 
flammatory reaction  may  spread  to  the  entire 
auricle,  including  the  post-auricular  area  and  the 
external  auditory  canal.  The  dermatitis  may 
spread  to  involve  the  eyelids  and  parts  of  the  face 
or  the  complete  face.  Strangely  enough  the 
clinical  picture  may  be  one  of  dryness  and  scali- 
ness with  or  without  erythema  and  Assuring  or 
acute  inflammation  with  accompanying  exuda- 
tion, crusting,  and  Assuring,  especially  about  the 
ears,  eyelids,  mouth,  and  nose.  Unfortunately, 
loss  of  scalp  hair  in  seborrheic  dermatitis  is  fairly 
common.  The  back  and  chest  are  frequently 
involved  alone  or  in  conjunction  with  other  areas. 
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The  axillary,  inframammary,  umbilical,  in- 
guinal, pubic,  genital,  and  intergluteal  areas  are 
susceptible  to  this  type  of  dermatitis,  which,  be- 
cause of  its  location,  usually  presents  erythema, 
exudation,  and  maceration,  although  at  the  be- 
ginning there  may  appear  dry,  erythematous,  and 
scaly  plaques. 

Uncommonly  one  may  And  a papular  sebor- 
rheic dermatitis  in  which  the  lesions  a e dry 
and  scaly  or  exudative  and  crusted,  which  is  us- 
ually conAned  to  the  face,  but  which  may  also 
be  seen  on  the  trunk. 

It  is  important  to  realize  that  although  sebor- 
rheic dermatitis  may  remain  localized,  even  if 
untreated,  in  many  instances  it  will  spread  by 
contiguity  and  formation  of  satellite  lesions  which 
may  later  coalesce.  Furthermore,  this  type  of 
eruption  may  occur  and  remain  in  any  of  the  sites 
previously  mentioned  without  involving  other 
areas.  On  the  other  hand,  in  rare  instances  it 
may  progress  from  the  original  site  to  become 
generalized  and  even  universal. 

As  far  as  subjective  symptomatology  is  con- 
cerned, the  patient  may  be  entirely  free  of  dis- 
comfort, or  he  may  complain  of  varying  degrees 
of  pruritus  and  pain  due  to  drying  and  Assuring. 

Just  as  the  seborrheic  manifestations  are 
varied,  so  are  the  therapeutic  measures  that  may 
be  employed  in  their  management.  The  selec- 
tion of  a proved  medicament  or  combination  of 
medications  does  not  necessarily  result  in  the 
improvement  of  a speciflc  patient.  Unfortu- 
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nately,  it  is  often  necessary  to  try  several  prep- 
arations before  any  substantial  improvement  is 
obtained.  Not  only  is  this  true  because  the 
medication  is  ineffective,  but  also  because  the 
patient  may  have  developed  a sensitization  or 
irritation  to  the  application.  Of  course,  when 
this  occurs,  specific  treatment  must  be  discon- 
tinued until  the  complicating  dermatitis  has  been 
eliminated  from  the  picture.  In  many  instances 
this  delaying  reaction  can  be  avoided  by  ascer- 
taining whether  the  patient  has  experienced  a 
contact  dermatitis  from  some  previous  ointment. 
Another  complication  to  be  reckoned  with  is 
secondary  infection  of  the  affected  parts,  es- 
pecially of  the  flexural  areas. 

Many  drugs,  either  singly  or  in  combination, 
are  successfully  employed  in  the  treatment  of 
seborrheic  dermatitis.  It  is  good  judgment  to 
use  medications  and  vehicles  which  have  a low 
sensitizing  index.  One  may  become  familiar 
with  a few  such  remedies  and  use  them  almost 
exclusively  with  beneficial  effect  as  well  as  min- 
imum deleterious  action  upon  the  patient’s  skin. 
In  other  words,  the  patient’s  best  interest  will  be 
served  by  the  physician’s  relying  on  preparations 
which  he  knows  well  through  his  own  knowledge 
and  expedience  rather  than  by  his  resorting  to 
those  with  which  he  has  had  no  previous  clinical 
contact. 

With  regard  to  actual  treatment  one  must  be 
guided  by  the  presenting  eruption.  If  one  is 
confronted  with  an  acute,  exudative  condition, 
regardless  of  its  location,  mild  wet  dressings,  such 
as  Burow’s  solution  diluted  one  part  to  20  or  30 
parts  of  water,  2 per  cent  boric  acid  solution,  or 
1 : 5,000  potassium  permanganate  solution,  should 
be  employed.  When  the  acute  phase  has  sub- 
sided, moderate  concentrations  of  the  usual  prep- 
arations may  be  used. 

For  the  sake  of  clarity  in  the  presentation  of 
therapeutic  procedures,  it  is  well  to  discuss  them 
in  relation  to  the  parts  affected. 

Because  of  its  prominence,  it  seems  appropriate 
to  begin  with  the  scalp.  An  ointment  base  which 
does  not  mat  the  hair  and  is  readily  miscible  with 
water  should  be  used.  There  are  several  on  the 
market  which  are  satisfactory,  among  which  are 
Cetaphil  (Texas  Pharmacal),  Aquaphor  (Duke 
Laboratories),  and  Qualatum  (Almay). 

The  following  combinations  have  been  used 
with  success: 


Salicylic  acid 

3.0 

Precipitated  sulfur 

5.0 

Liquor  carbonis  detergens 

10.0 

Base 

qsad  120.0 

Salicylic  acid 

3.0 

Ammoniated  mercury 

5.0 

Liquor  carbonis  detergens  10.0 

Base  qsad  120.0 

For  effective  application,  the  hair  should  be 
parted  in  several  places,  the  ointment  applied  and 
massaged  through  the  entire  scalp,  and  allowed 
to  remain  overnight.  This  is  repeated  the  next 
day,  followed  by  a shampoo  on  the  third  day. 
Depending  on  the  severity  of  the  condition,  this 
routine  may  be  done  twice  weekly  at  first,  and 
then  the  intervals  may  be  lengthened  to  once 
weekly  or  biweekly.  There  are  many  good 
shampoos  available.  Dara  (Dara  Products) 
has  been  found  to  be  very  effective  and  pleasing 
to  the  patients. 

In  less  severe  cases  and  where  ointments  are 
objectionable  to  the  patient,  lotions  may  be  used 
as  follows: 


Salicylic  acid 
Betanaphthol 
Resorcinol  monoacetate 
Alcohol  (70  per  cent) 
Oil  of  heliotrope 


2.0 

2.0 

6.0 

qsad  240 . 0 
qsad  odorem 


Resorcinol  monoacetate 
Tincture  eantharides 
Liquor  carbonis  detergens 
Alcohol  (70  per  cent) 


5.0 
10.0 
15.0 
qsad  240 . 0 


If  the  scalp  is  dry,  it  is  advantageous  to  add 
20.0  cc.  of  castor  oil  to  the  above  lotions.  In  so 
doing  90  per  cent  alcohol  must  be  used  to  allow 
the  oil  to  go  into  solution. 

These  lotions  are  applied  by  means  of  a medi- 
cine dropper  or  a sprinkler  bottle,  and  the  scalp 
is  massaged  once  daily. 

More  recently  selenium  disulfide  has  been  ad- 
vocated in  the  treatment  of  seborrheic  dermati- 
tis of  the  scalp.  This  preparation  has  been 
given  a thorough  clinical  and  laboratory  trial 
with  good  results  and  absence  of  sensitization, 
irritation,  and  systemic  toxicity.1 

In  another  series  of  286  patients  with  seborrheic 
dermatitis  of  the  scalp,  87  per  cent  were  controlled 
with  the  use  of  selenium  disulfide  emulsion 
marketed  under  the  name  of  Selsun  (Abbott). 
Observation  over  a period  of  eight  months  failed 
to  reveal  any  indication  of  sensitization,  irritation, 
or  intoxication.2  Although  this  preparation  is 
not  a cure  for  seborrheic  dermatitis  of  the  seal]), 
it  is  a simple  and  effective  preparation  in  the 
control  of  this  condition. 

In  many  instances  seborrheic  dermatitis  of 
the  glabrous  skin  responds  quite  satisfactorily 
to  the  application  of  a simple  sulfur  or  mercury 
ointment.  The  addition  of  salicylic  acid  or 
resorcinol  monoacetate  is  frequently  desirable. 
In  higher  concentrations  these  act  as  keratolytic 
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agents  in  thickened  scaly  areas,  and  in  lower  con- 
centrations they  exert  a keratoplastic  effect. 

The  following  prescriptions  may  be  applied 
two  or  three  times  daily  with  advantage  in  the 
above  condition: 

Precipitated  sulfur  2.0  to  5.0 


Zinc  oxide 

3.0 

Starch 

15.0 

Hydrosorb  (Abbott) 

qsad 

60.0 

Salicylic  acid 

1.2 

Precipitated  sulfur 

3.0 

Petrolatum 

qsad 

60.0 

Salicylic  acid 

1.0 

Resorcinol  monoacetate 

1.0 

Precipitated  sulfur 

2.0 

Aquaphor 

qsad 

60.0 

Salicylic  acid 

1.0 

Precipitated  sulfur 

2.5 

Liquor  carbonis  detergens 

3.0 

Polysorb  (Fougerr) 

qsad 

60.0 

Ammoniated  mercury  may  be  substituted  for 
sulfur  in  any  of  the  above  prescriptions. 

Vioform  (Ciba),  3 per  cent  in  a cream  or  oint- 
ment base,  has  been  advocated  in  recent  years  in 
the  treatment  of  several  dermatoses.  It  has 
been  found  to  be  of  value  in  many  cases  of  sebor- 
rheic dermatitis.3 

One  may  well  keep  in  mind  Pragmatar  (Smith, 
Kline  and  French),  which  has  proved  itself  to  be 
effective  in  seborrheic  dermatitis. 

The  therapeutic  approach  in  seborrheic  der- 
matitis of  the  flexural  areas  may  have  to  be 
modified.  Here,  because  of  the  apposition  of 
tissues,  maceration  and  exudation  are  frequently 
seen.  In  such  cases  wet  dressings,  as  previously 
described,  are  indicated  until  the  acute  reaction 
subsides.  Then,  prescriptions  as  used  for  the 
glabrous  skin  may  be  applied;  however,  because 
of  the  anatomy  of  these  areas,  treatment  with 
pastes  or  lotions  would  be  more  appropriate. 
One  may  find  that  a great  deal  of  benefit  may  be 
derived  from  applying  three  times  daily  either  of 
the  following: 


Burow’s  solution 
Zinc  oxide 
Starch 
Aquaphor 


10.0 
10.0 
10.0 
qsad  60 . 0 


Burow’s  solution 
Zinc  oxide 
Talc 

Glycerine 
Lime  water 


12.0 
25.0 
25.0 
25.0 
qsad  120.0 


More  specific  treatment  is  in  order  as  the  acute 
phase  disappears.  To  the  above  lotion  one  may 


add  3 to  6 per  cent  sulfur  and  1 to  3 per  cent 
resorcinol  monoacetate.  The  addition  of  2 to  8 
per  cent  liquor  carbonis  detergens  may  be  helpful. 
Vioform  cream  or  ointment  may  also  be  used  as 
such  or  as  3 per  cent  Vioform  powder  added  to 
a simple  lotion.  When  pruritus  is  an  annoying 
symptom,  Vs  to  V4  per  cent  menthol  and  l/2  to  1 
per  cent  phenol  may  be  incorporated  in  the  above 
prescriptions.  The  application  of  30  to  40  per 
cent  precipitated  sulfur  in  petrolatum  has  been 
very  beneficial  in  the  flexural  areas,  even  in  the 
presence  of  exudation. 

Seborrheic  dermatitis  of  the  eyelids  may  be  a 
source  of  irritation  to  the  physician  as  well  as  the 
patient.  It  is  not  unusual  for  many  medica- 
ments to  result  in  failure  in  the  treatment  of  this 
condition.  Quite  frequently  the  eyelids  are 
markedly  inflamed  and  accompanied  by  exuda- 
tion and  Assuring.  In  such  instances  mild  wet 
dressings  are  the  treatment  of  choice.  Yellow 
oxide  of  mercury  (ophthalmic)  has  been  very 
helpful  in  many  cases.  Crude  coal  tar  x per  cent 
or  Vioform  1 per  cent  in  white  vaseline  may  be 
effective. 

On  occasion  a patient  with  generalized  sebor- 
rheic dermatitis  is  encountered.  This  type  of 
individual  requires  mild  local  management  as  well 
as  general  supportive  treatment  and  possibly 
hospitalization.  At  first,  soothing  baths,  such 
as  starch,  oatmeal,  or  potassium  permanganate, 
are  administered  for  sex  end  days.  Bland  oint- 
ments are  also  used,  and  gradually  small  amounts 
of  antiseborrheic  agents  are  added.  Forty  per 
cent  precipitated  sulfur  in  petrolatum  has  been 
very  successful  in  the  treatment  of  these  patients. 

Although  seborrheic  dermatitis  is  thought  of  as 
a local  reaction  in  the  skin  responding  to  topical 
applications,  too  frequently  one  is  confronted 
with  the  patient  who  does  not  respond  to  the  us- 
ual therapeutic  barrage.  It  is  then  that  the 
possibility  of  systemic  influences  is  suspected, 
and  they  are  investigated  with  the  almost  con- 
sent negative  findings.  In  general,  it  is  agreed 
that  some  metabolic  disturbance,  emotional  up- 
set, infectious  disease,  anemia,  toxic  reaction, 
or  habit,  either  singly  or  in  combination,  may 
play  a role  through  the  lowering  of  the  patient’s 
nutrition  or  general  resistance.  On  the  other 
hand,  apparently  healthy  and  normal  individuals 
are  similarly  affected. 

Nevertheless,  in  such  cases  the  patient  should 
be  given  the  benefit  of  a thorough  investigation, 
and  corrective  measures  should  be  instituted. 
In  cases  xvhere  none  appear  to  be  indicated,  as 
well  as  in  the  positive  group,  certain  general  and 
local  remedies  seem  to  be  helixful  and  should  be 
given  consideration. 

Generally,  it  is  important  to  impress  the  patient 
concerning  hygienic  measures  as  related  to 
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various  areas.  Intramuscular  injections  of  crude 
liver  extract  1 cc.  twice  weekly,  vitamin  B com- 
plex, riboflavin,  and  other  B factors  may  be  of 
some  value.  More  recently  B[2  given  intra- 
muscularly at  one  to  three  week  intervals  has 
been  a helpful  adjunct  in  the  treatment  of 
seborrheic  dermatitis.4 

Locally,  sunlight  and  ultraviolet  therapy  are 
helpful  in  many  patients  and  should  be  recom- 
mended, at  least  in  the  less  responsive  cases. 
Fractional  doses  of  x-ray  are  generally  very  help- 
ful, especially  where  rapid  involution  of  lesions  is 
desired,  where  areas  have  become  thickened,  or 
where  lesions  are  recalcitrant  to  the  usual  meas- 
ures.5 

Needless  to  say,  because  of  their  potentially 
harmful  effect  to  the  patient  and  operator,  x-rays 
must  not  be  administered  by  anyone  not  pos- 
sessing specific  training  in  their  use  and  reactions. 

Summary 

1.  The  various  manifestations  and  locations 
of  seborrheic  dermatitis  are  briefly  discussed,  and 
the  importance  of  differential  diagnosis  is  men- 
tioned. 

2.  Therapeutic  problems  and  the  possibility 
of  sensitization  or  irritation  due  to  topical  ap- 
plications are  stressed. 

3.  Various  treatment  routines,  local  and 
general,  are  presented. 

4.  Constitutional  aspects  of  seborrheic  der- 
matitis, their  investigation  and  management  are 
considered. 

5.  Reference  is  made  to  the  beneficial  effects 
of  sunlight,  ultraviolet  light,  and  x-ray  therapy 
in  the  treatment  of  seborrheic  dermatitis,  stress- 
ing the  importance  of  specialized  knowledge  in 
the  use  and  effects  of  x-radiation. 

1530  Union  Street 
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Discussion 

George  C.  Andrews,  M.D.,  New  York  City. — 
Dr.  Cirincione  has  ably  and  comprehensively  de- 
scribed this  common  and  little  understood  disease 
and  the  standard  types  of  treatment  for  it.  Certain 
aspects  of  a controversial  nature  also  might  be 
mentioned. 

One  of  these  is  the  dissociation  oi  this  disease  from 
oily  seborrhea  of  the  face  and  scalp  induced  by 
androgen  activity.  Another  is  the  apparent  rela- 
tionship of  seborrheic  dermatitis  of  the  scalp  and 


other  parts  to  infections  with  Pityrosporum  ovale  as 
shown  by  MacLeod  and  Dowling.®  Although  it  is 
argued  by  many  with  experience  that  this  organism 
is  a nonpathogenic  parasite,  my  experience  has  shown 
such  good  response  to  Alibour  solution  of  copper 
sulfate  that  I believe  the  presence  of  this  parasite 
should  not  be  laid  upon  the  shelf  and  forgotten.  I 
believe  in  its  pathogenicity  just  as  I do  in  the 
pathogenicity  of  the  Demodex  folliculorum  in  some 
cases  of  rosacea,  as  so  persistently  and  ably  pointed 
out  by  Ayres. b 

Although  seborrheic  dermatitis  was  in  1887  sepa- 
rated as  a definite  entity  from  psoriasis  by  Unna,° 
one  encounters  occasionally  a family  in  which  some 
members  have  psoriasis  and  others  have  unquestion- 
able seborrheic  dermatitis.  This  makes  one  specu- 
late as  to  a common  denominator  for  these  two  mani- 
festations, each  of  which  is  still  an  enigma. 

Still  another  facet  of  seborrheic  dermatitis  is  the 
response  of  some  cases  to  antibiotics.  Sensitization 
to  staphylococci  in  some  cases  of  seborrheic  der- 
matitis has  been  substantiated  in  many  instances 
by  staphylococcus  vaccine,  ambotoxoid,  and 
antibiotics.  Penicillin  given  intramuscularly,  or 
terramycin  by  mouth,  or  the  sulfonamides  have  cured 
many  resistant  cases.  Bacitracin,  penicillin,  and 
Polysporin  ointments  have  frequently  cleared  sebor- 
rheic eruptions  about  the  ears,  eyelids,  axillae,  and 
groin. 

In  closing,  I wish  to  corroborate  the  advantages  of 
40  per  cent  sulfur  precipitate  ointment  first  ad- 
vocated by  Abramowitz.d  Cortisone  and  ACTH 
do  not  cure  the  disease  but  may  be  temporarily 
beneficial.  These  hormones  should  never  be  used 
except  in  rare  instances  of  the  severe  generalized 
type. 

Sadie  H.  Zaidens,  M.D.,  New  York  City. — 
Psychiatric  investigations  of  patients  with  sebor- 
rhea reveal  a striking  similarity  in  response  pattern. 
Over  80  per  cent  of  patients  have  noted  a parallel 
correlation  between  their  seborrhea  and  emotional 
stress.  Further  questioning  usually  reveals  sub- 
clinical  gallbladder  disease,  intolerance  to  fatty  and 
spicy  foods,  epigastric  distress,  and  fullness  and 
belching,  particularly  when  under  emotional  strain. 
The  avitaminosis  is  probably  due  to  this  gastro-  ■ 
intestinal  disturbance  whereby  the  assimilation  of 
vitamin  A and  B is  disrupted. 

Patients  with  seborrhea  do  not  show  their  emo-  g 
tional  disturbances  overtly.  They  are  very  well  |i 
controlled— too  well  controlled  for  their  own  good.  1 
They  repress  their  difficulties  inwardly  and  find  that  4 
their  “stomach  is  tied  up  in  a knot”  or  that  they  I 
feel  as  if  they  had  “swallowed  a lump”  when  upset.  I 
The  skin  manifestations  are  usually  secondary  and 
delayed. 

Vitamin  therapy  is  helpful  as  an  adjunct  to  111 
topical  medication.  In  recalcitrant  cases  psycho-  J 
therapy  is  indicated. 

a MacLeod,  .1.  M.  II.,  and  Dowling,  G.  B.:  Brit.  J. 

Dermat.  40:  139  (1928). 

b Ayres,  S.,  Jr.,  and  Anderson,  N.  P.:  J.A.M.A.  100:  645  jjfl 
(Mar.' 4)  1933. 

c Unna,  P. : Monatshafte,  1887,  vol.  7. 

d Abramowitz,  E.  W.:  New  York  State  J.  Med.  43: 

746  (Apr.  15)  1943 


THE  MODERN  TREATMENT  OF  PYOGENIC  INFECTIONS  OF  TH2 
SKIN 

James  W.  Jordon,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Dermatology  and  Syphilclogy,  University  of  Buffalo  School  of  Medicine) 


THE  introduction  of  numerous  antibiotics  into 
the  field  of  therapy  has  radically  changed  the 
treatment  of  pyogenic  infections  of  the  skin.  In 
many  instances  they  have  entirely  supplanted 
older  methods  of  therapy  and  in  others  have 
proved  valuable  adjuncts  to  other  methods  of 
treatment.  It  is  the  purpose  of  this  presentation 
to  discuss  the  use  of  these  substances  in  the  treat- 
ment of  the  common  pyogenic  diseases  of  the 
skin. 

In  preparing  this  manuscript,  I have  gathered 
information  from  the  literature  concerning  both 
the  in  vitro  and  clinical  effectiveness  of  the 
antibiotics  against  organisms  commonly  encoun- 
tered in  pyodermas  and  the  cutaneous  diseases 
produced  by  them.  I have  also  included  data 
concerning  my  personal  experience  in  the  use  of 
antibiotics  in  the  treatment  of  243  patients  with 
such  common  skin  infections  as  impetigo  con- 
tagiosa, ecthyma,  simple  folliculitis,  sycosis  vul- 
garis, external  otitis,  furunculosis,  and  carbun- 
cles. All  were  treated  during  the  past  four  years. 

In  the  majority  of  instances  no  attempt  was 
made  to  culture  the  offending  organisms  from 
the  skin  lesions  of  these  patients.  It  is  well 
known  that  the  common  causative  organisms  of 
pyogenic  infections  of  the  skin  are  various  strains 
of  hemolytic  and  nonhemolytic  staphylococci, 

1 hemolytic  and  nonhemolytic  streptococci,  and  in 
J some  special  instances  certain  gram-negative 
bacilli,  such  as  Bacillus  pyocyaneus.1  Routine 
; cultures,  therefore,  add  little  to  existing  knowl- 
: edge,  are  an  added  expense  to  the  patient,  and 

are  not  necessary,  except  in  special  instances  as  a 
guide  to  proper  antibiotic  treatment. 

In  vitro  tests  show  that  the  majority  of  bac- 
teria commonly  encountered  in  pyodermas  are 
extremely  vulnerable  to  most  antibiotics.  How- 
ever, this  vulnerability  is  a relative  phenomenon. 

'•  Certain  strains  of  streptococci  or  staphylococci 
may  prove  refractory  to  the  effects  of  one  or  more 
antibiotics,  while  many  strains  of  gram-negative 
bacilli  are  relatively  unaffected  by  several  of  the 
common  antibiotics.1,2  Sensitivity  tests  will 
give  information  as  to  the  vulnerability  of  any 
organism  to  the  various  antibiotics,  and  in  certain 
instances  where  a pyoderma  proves  refractory  to 
treatment  or  an  unusual  clinical  picture  exists, 
r culture  and  sensitivity  tests  with  the  organism 
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isolated  may  determine  the  best  antibiotic  to  use 
to  effect  a cure. 

Many  authors  have  reported  on  the  various 
antibiotics  used  topically  on  simple  pyoder- 
mas, such  as  impetigo  contagiosa,  ecthyma,  sim- 
ple folliculitis,  and  infectious  eczematoid  der- 
matitis.3-6 Nearly  all  agree  that  the  percentage 
of  cures  in  these  conditions  is  very  high  with 
most  of  them.  In  more  complicated  refractory 
conditions,  such  as  sycosis  vulgaris  and  otitis 
externa,  there  is  no  such  uniform  agreement.4,7-9 

Material 

In  treating  the  pyodermas  of  the  243  patients, 
the  following  antibiotics  were  used  either  as 
topical  applications,  parenteral,  or  oral  medica- 
tions, singly  or  in  conjunction:  aureomycin, 
bacitracin,  terramycin,  Chloromycetin,  Neomy- 
cin, Aerosporin  (polymixin),  and  penicillin.  The 
antibiotics  used  topically  were  employed  in 
ointments,  aqueous  solutions,  shake  lotions,  and 
occasionally  in  other  media.  Sulfa  drugs,  peni- 
cillin, streptomycin,  and  dihvdrostreptomycin 
were  not  employed  as  topical  applications  in  this 
series  of  cases  because  of  their  well-known  sen- 
sitizing properties  when  used  in  this  manner. 
Penicillin,  however,  was  frequently  employed 
either  orally  or  parenterally  when  special  in- 
dications made  this  advisable. 

For  the  sake  of  brevity,  the  following  tables 
have  been  prepared.  The  data  in  the  tables  con- 
sists of  a combination  of  information  obtained 
from  the  literature  and  from  the  author’s  personal 
observations  concerning  the  physical  and  sen- 
sitizing properties,  available  compounds,  recom- 
mended strength  for  topical  application,  in  vitro 
activity  against  common  pyogenic  bacteria,  and 
therapeutic  effectiveness  for  cutaneous  pyogenic 
infection  of  the  various  antibiotics. 

The  data  presented  show  that  stable  ointments 
may  be  prepared  from  aureomycin,  bacitracin, 
terramycin,  Chloromycetin,  Neomycin,  and  Aero- 
sporin (Table  I).  However,  of  these  six  anti- 
biotics aureomycin  and  bacitracin  deteriorate 
rather  rapidly  in  aqueous  solutions  and,  if  used 
in  this  media,  necessitate  the  frequent  prepara- 
tion of  fresh  solutions,  while  terramycin  rapidly 
precipitates  in  water  which  makes  it  unsuitable 
for  use  in  this  vehicle.  Chloromycetin,  Neomy- 
cin, and  Aerosporin  are  soluble  in  sufficient  con- 
centration for  therapeutic  purposes,  and  solu- 
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TABLE  I. — General  Data  on  Antibiotics  Employed 


Antibiotic 

Available  Compounds 

. Stability 

Oint- 

Water  ment 

Ad- 

minis- 

tration 

Recommended 

Strength 

Cutane- 

ous 

Reactions 

Aureomycin 

50  to  100  capsules,  250  mg. 
Soluble  tablets,  50  mg. 
Ointment,  3% 

48  hours 

Stable 

Oral 

Topical 

Ointment  3% 
Water  0.03  to 
0.05% 

Few 

Bacitracin 

2,000  vials,  10,000  to  50,000  units 
Ointment,  500  units  per  Gin. 

Poor 

Stable 

Topical 

500  units  per  Gm. 
or  cc. 

Rare 

Terramycin 

50  to  100  capsules,  250  mg. 
Soluble  tablets.  50  mg. 
Ointment,  3% 

Poor,  pre- 
cipitate 

Stable 

Oral 

Topical 

Ointment  3% 

Rare 

Chloromycetin  (chlor- 
amphenicol) 

250  kapseals,  50  to  25  mg. 
Ointment,  1% 

2 to  3 
weeks 

Stab'e 

Oral 

Topical 

Ointment  1% 
Water  0. 1 to  0.2% 

Rare 

Neomycin 

Powder,  50  to  500  mg. 
Ointment.  0.5% 

5 months 

Stable 

Topical 

Ointment  0.5% 
Water  0.1  to  0.2% 

Rare 

Aerosporin  (polymixin) 

20  to  50  vials 

Ointment!  10,000  units  Aerosporin 
{500  units  bacitracin 

6 months 

Stable 

Topical 

Ointment  0.1% 
Water  0.1% 

Rare 

tions  are  stable  enough  for  practical  considera- 
tions. The  incidence  of  cutaneous  irritation  and 
sensitivity  is  low  with  all  six.  Aureomycin, 
terramycin,  and  Chloromycetin  can  be  used  not 
only  topically  but  also  systemically.  Their  use 
in  topical  applications  could  conceivably  pro- 
duce cutaneous  sensitivity  and  thus  preclude 
their  later  use  systemically  if  needed.*  Baci- 
tracin, Neomycin,  and  Aerosporin  are  toxic  when 
used  systemically  and  find  their  chief  usefulness 
as  topical  agents.  Because  of  this,  it  is  best  to 
employ  them  for  this  purpose  when  possible. 

Five  of  the  six  antibiotics  discussed  are  very 
effective  in  vitro  against  common  staphylococci 
and  streptococci  which  are  usually  present  in 
pyogenic  infections  of  the  skin.  Aerosporin  is 
relatively  ineffective  against  these  organisms  but 
is  effective  against  many  strains  of  B.  pyocyaneus. 
It  should  not,  therefore,  be  used  in  the  treatment 
of  simple  pyoderma  but  only  in  situations  where 
B.  pyocyaneus  appears  to  be  the  infecting  or- 
ganism. Neomycin  has  the  widest  range  of 
bactericidal  activity  since  it  is  effective  against 
staphylococci,  streptococci,  and  many  gram- 
negative bacilli. 

The  antibiotics  employed  were  highly  success- 
ful in  clearing  up  impetigo  contagiosa,  ecthyma, 
and  simple  folliculitis  in  my  group  of  patients 
(Table  II).  In  the  majority  of  instances  only 
topical  therapy  was  employed.  No  one  anti- 
biotic, however,  was  completely  successful  by 
this  means,  and  in  some  instances  a second  or 
third  was  employed  before  cure  was  effected. 
This  is  in  accord  with  in  -vitro  experiments  which 
show  some  strains  of  simple  pyogenic  bacteria  re- 
fractory to  one  or  more  antibiotic.  When  one  of 
these  conditions  was  widespread,  penicillin  either 
orally  or  parenterally  was  employed,  either  with 
or  without  a topical  application,  and  this  treat- 
ment was  highly  successful. 

The  antibiotics  employed  in  the  treatment  of 
patients  with  external  otitis  rarely  produced  cure 

* Most  of  my  patients  were  treated  with  topical  aureomy- 
cin. This  was  because  of  the  therapeutic  efficiency  of  this 
antibiotic  and  because  some  of  the  others  had  not  yet  been 
introduced  at  the  time  treatment  was  given. 


(Table  III).  Many  patients  were  at  least  bene- 
fited temporarily,  but  relapses  were  common. 
Aureomycin  was  the  commonest  antibiotic  em- 
ployed, and  since  one  of  the  most  common  or- 
ganisms isolated  from  cases  of  this  type  is  B. 
pyocyaneus,  against  which  aureomycin  is  rel- 
atively ineffective  in  vitro,  one  would  not  expect 
a high  percentage  of  cure  from  the  use  of  this 
antibiotic.  Neomycin  and  Aerosporin  are  highly 
effective  in  vitro  against  most  strains  of  B.  pyo- 
cyaneus, and,  therefore,  more  intensive  use  of 
these  agents  in  external  otitis  may  raise  the  per- 
centage of  cures.  Among  a small  number  of 
patients  treated  with  these  antibiotics,  the  re- 
sults were  better.  It  is  questionable,  however, 
whether  B.  pyocyaneus  is  the  sole  cause  of  most 
cases  of  external  otitis  or  whether  it  is  a secondary 
invader,  superimposed  upon  some  other  primary 
condition  such  as  seborrheic  dermatitis. 

In  addition  to  the  data  presented  in  the  tables, 
12  cases  of  sycosis  vulgaris  were  treated  topically 
with  one  or  more  of  the  antibiotics,  and  seven  of 
the  12  were  cured.  The  time  interval  varied 
among  those  successfully  treated  from  two  weeks 
to  three  months.  Also  many  patients  with 
sycosis  vulgaris  were  treated  with  combinations 
of  topical  antibiotics  and  other  older  remedies 
which,  in  the  past,  have  proved  of  great  value  in 
the  treatment  of  this  stubborn,  refractory  con- 
dition. These  few  cases  do  not  lend  themselves 
to  statistical  analysis  but  do  demonstrate  that 
antibiotics  alone  or  in  combination  with  other 
antiseptic  preparations  are  valuable  adjuncts  in 
the  treatment  of  sycosis  vulgaris. 

Cutaneous  irritation  or  sensitivity  was  rarely 
encountered  from  the  topical  application  of 
the  antibiotics  employed.  It  must  be  remem- 
bered, however,  that  most  patients  used  them 
for  an  interval  too  short  for  sensitivity  to  mani- 
fest itself.  Further  application  of  the  same  anti- 
biotic to  a treated  patient’s  skin  may  demon- 
strate definitely  higher  incidence  of  allergy. 

Deep  Pyodermas 

Twenty  patients  with  furunculosis  were  treated 
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TABLE  IT. — Antibiotics  Employed  in  the  Treatment  of  Impetigo  Contagiosa.  Ecthyma,  and  Simple  Folliculitis 


Patients 

Treated 

Failures 

or 

Relapses 

Average 
Length  of 
Time  to 
Clear 
(Days) 

Irritation 

or 

Sensitization 

Impetigo  contagiosa 

Aureomycin  (topical) 

81 

3 

6 

0 

Bacitracin  (topical) 

8 

1 

8 

0 

Terramycin  (topical)1 

5 

2 

7 

0 

Chloromycetin  (topical) 

1 

0 

4 

0 

Neomycin  (topical)2 

5 

0 

5 

0 

Aerosporin  (topical) 

0 

0 

0 

0 

Penicillin  (oral  or  parenteral)3 

8 

0 

7 

0 

Ecthyma 

Aureomycin  (topical)3 

22 

I 

1 1 

0 

Bacitracin  (topical) 

0 

0 

0 

0 

Terramycin  (topical) 

1 

0 

7 

0 

Chloromycetin  (topical) 

4 

0 

10 

0 

Neomycin  (topical)5 

4 

1 

0 

0 

Aerosporin  (topical) 

0 

0 

0 

0 

Penicillin  (oral  or  parenteral)6 

20 

0 

15 

0 

Simple  Folliculitis 

Aureomycin  (topical)7 

20 

2 

16 

1 

Bacitracin  (topical) 

8 

2 

10 

0 

Terramycin  (topical) 

0 

0 

0 

0 

Chloromycetin  (topical) 

1 

0 

4 

0 

Neomycin  (topical) 

0 

0 

0 

0 

Aerosoorin  (topical) 

0 

0 

0 

0 

Penicillin  (oral  or  parenteral) 

7 

1 

10 

0 

1 Terramycin  cleared  1 patient  when  aureomycin  failed. 

2 Neomycin  cleared  2 patients  when  both  aureomycin  and  terramycin  failed. 

3 Topical  antibiotic  therapy  also  employed  in  some. 

4 Aureomycin  cleared  1 patient  when  Neomycin  failed. 

5 Neomycin  cleared  1 patient  when  aureomycin  failed. 

6 Topical  antibiotic  therapy  also  frequently  employed. 

7 Aureomycin  cleared  2 patients  when  bacitracin  failed  and  1 patient  when  penicillin 

failed. 

TABLE  III. — \ntiriotios 

Employed  in  the  Treatment  of  External  Otitis 

Antibiotic  and 

Patients 

Total 

Cleared 

or 

Irritation 

or 

Method  Employed 

Treated 

Failures 

Improved 

Sensitization 

Aureomycin  (topical) 

20 

8 

12 

2 

Bacitracin  (topical) 

0 

0 

0 

0 

Terramycin  (topical) 

0 

0 

0 

0 

Chloromycetin  (tooical) 

5 

3 

2 

0 

Neomycin  (topical) 

2 

0 

2 

0 

Aerosporin  (topical) 

8 

2 

6 

1 

Penicillin  (oral  or  parenteral) 

0 

0 

0 

0 

with  antibiotics.  Topical  antibiotic  treatment 
in  this  group,  when  used,  was  only  an  adjunct  to 
systemic  therapy.  In  all  instances  penicillin  was 

I employed,  usually  by  parenteral  injection,  some- 
times by  mouth,  and  in  some  instances  a com- 
bination of  parenteral  and  oral  penicillin  was 
used.  When  parenteral  therapy  was  given  alone, 
procaine  penicillin  was  employed,  and  injections 
were  given  at  two-day  intervals  for  a total 
number  of  three  to  six.  When  oral  penicillin 
was  employed,  therapy  was  usually  continued 
for  about  two  weeks.  There  were  no  failures,  and 
all  20  patients  cleared  up  in  one  to  two  weeks. 

One  patient  with  furunculosis  had  three  re- 
lapses, but  each  time  penicillin  therapy  caused  in- 
volution of  the  lesions.  This  patient  had  a his- 
tory of  having  had  recurrent  furuncles  for  three 
years.  Following  the  fourth  series  of  penicillin 
injections,  no  new  furuncles  have  appeared  in 
two  years. 

Seven  patients  with  carbuncles  were  treated  by 
parenteral  penicillin,  either  alone  or  in  combina- 
tion with  oral  penicillin.  In  all  instances  the 


treatment  was  successful,  and  there  was  definite 
improvement  noted  in  most  of  them  in  three  or 
four  days. 

Antibiotic  therapy,  either  oral  or  parenteral, 
has  radically  changed  the  treatment  of  deep 
pyodermic  infections  such  as  furuncles  and  car- 
buncles. It  has  proved  far  superior  to  any 
method  of  treatment  previously  employed.  Peni- 
cillin was  so  satisfactory  for  the  treatment  of  deep 
pyogenic  infections  that  other  systemic  antibiotic 
treatment  was  not  employed  in  the  group  of 
patients.  Equally  good  results  could  probably 
be  obtained  with  several  other  antibiotics. 

Summary  and  Conclusions 

1.  Simple  superficial  pyogenic  infections  of 
the  skin  usually  respond  readily  to  topical  treat- 
ment with  one  or  more  antibiotics.  Mdien  one  of 
these  infections  is  widespread,  systemic  antibiotic 
therapy  is  an  aid  to  recovery. 

2.  Topical  antibiotic  treatment  is  an  aid  in  the 
management  of  sycosis  vulgaris  and  external 
otitis,  but  the  percentage  of  complete  cures  of 
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these  conditions  is  much  lower  than  with  the 
simple  infections. 

3.  Routine  culture  or  sensitivity  tests  are  not 
usually  necessary  as  guides  in  the  antibiotic 
treatment  of  simple  pyodermas.  They  may  be 
helpful  in  refractory  cases  or  unusual  clinical  con- 
ditions. 

4.  Neomycin  appears  to  be  the  best  antibiotic 
for  the  topical  treatment  of  superficial  pyodermas 
because  of  its  wide  bactericidal  spectrum,  its 
stability  in  aqueous  solutions  and  ointment  bases, 
its  low  sensitizing  index,  and  because  it  is  seldom 
employed  systemically.  No  one  antibiotic,  how- 
ever is  actively  bactericidal  against  all  strains  of 
organisms  commonly  isolated  from  cutaneous 
pyodermas.  This  may  be  due  to  the  inherent  or 
acquired  resistance  of  certain  strains  of  organisms 
to  any  specific  antibiotic. 

5.  Deep  pyogenic  infections  of  the  skin  such 
as  furuncles  and  carbuncles  usually  respond 
promptly  to  systemic  antibiotic  therapy.  The 
discovery  of  antibiotics  has  radically  changed  the 
treatment  of  these  conditions. 

71  North  Street 
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Discussion 

J.  Lowry  Miller,  M.D.,  New  York  Cily. — Dr. 
Jordon  is  to  be  commended  for  presenting  a clear, 
concise,  comprehensive  discussion  of  the  modern 
treatment  of  pyogenic  infections  of  the  skin.  He 
has  reported  in  chart  form  his  results  in  230  cases 
of  impetigo,  ecthyma,  simple  folliculitis,  and  otitis 
externa.  In  the  body  of  his  paper  he  reported  in 
general  on  his  experience  with  an  additional  12  cases 
of  sycosis  vulgaris  and  27  cases  of  furunculosis  or 
carbuncle. 

The  author  used  six  of  the  more  recent  antibiotics, 
with  the  majority  of  the  patients  being  treated  with 
aureomycin  topically  and  penicillin  either  orally  or 
parenterally,  when  indicated.  He  wisely  excluded 
penicillin  and  the  sulfonamides  locally  since  the  per- 
centage of  sensitivity  the  patient  induced  is  too 
high.  Streptomycin  and  dihydrostreptomycin  are 
not  used  because  of  the  rapidity  of  acquirement  of 
resistance  by  a large  proportion  of  the  organisms. 

In  the  statistically  significant  group  of  81  patients 
with  impetigo  treated  with  aureomycin,  the  average 


time  of  cure  was  six  days.  I was  gratified  to  find 
this  to  be  Dr.  Jordon’s  experience.  Our  group  at 
Columbia  has  found  the  same  time  interval  to  be 
necessary  to  produce  cure.  Individual  patients  may 
be  cured  in  two  or  three  days,  but  as  the  series  in- 
creases, the  average  time  of  cure  of  impetigo  will 
always  be  six  days  if  an  effective  antibiotic  is  used. 
Hence,  we  feel  that  this  time  interval  can  be  used 
as  a gauge  for  judging  effectiveness  of  a new  anti- 
biotic. It  also  probably  represents  the  irreducible 
minimum  of  time  needed  to  produce  cure.  Removal 
of  crusts  is  of  paramount  importance  since  no  anti- 
biotic can  penetrate  a crust.  Removal  is  best  accom- 
plished by  hot  compresses  of  normal  saline.  Oral 
or  parenteral  penicillin  is  needed  in  the  treatment  of 
impetigo  only  if  the  infection  is  very  extensive  or  if 
cooperation  of  the  patient  or  family  is  lacking. 

Our  group  differs  with  the  author  in  feeling  that 
cultures  should  be  taken  on  all  patients  and  the 
organisms  found  and  tested  for  sensitivity  to  various 
antibiotics.  In  support  of  this  view,  it  might  be 
pointed  out  that  as  experience  is  being  gained  by 
these  studies,  more  penicillin-resistant  organisms 
are  being  encountered  today  than  a few  years  back. 
The  same  may  be  found  to  be  true  with  the  newer 
antibiotics  as  their  use  becomes  more  widespread. 
The  value  of  culture  studies  was  demonstrated  by 
Livingood  w-ho  found  that  if  the  hemolytic  strepto- 
coccus was  the  predominant  organism,  the  results 
of  Neomycin  therapy  w'ere,  in  general,  less  favorable 
than  they  would  be  in  infections  due  to  staphylo- 
cocci.11 

Dr.  Jordon’s  conclusion  that  Neomycin  is  ap- 
parently the  best  antibiotic  available  today  is  well 
taken.  Its  wide  spectral  range,  its  stability,  its  low- 
sensitivity  index,  and  the  fact  that  it  is  not  used 
internally,  all  speak  in  its  favor.  However,  Livin- 
good’s  experience  of  finding  seven  instances  of  de- 
velopment of  mondial  infections  while  using  Neo- 
mycin topically  should  be  emphasized.  The  phy- 
sician using  Neomycin  topically  must  always  be  on 
the  lookout  for  this  complication  and  not  necessarily 
ascribe  a reaction  to  sensitivity. 

The  results  reported  today  in  otitis  externa  are 
of  interest.  These  cases  are  noted  as  being  recalci- 
trant to  treatment.  Better  results  with  Neomycin 
and  Aerosporin  are  to  be  anticipated  since  these 
antibiotics,  in  contrast  with  the  older  antibiotics, 
are  effective  against  B.  pvocyaneus.  However,  as 
Kile  pointed  out,  pyocyaneus  became  resistant  to 
Neomycin  in  two  of  his  cases.1’  This  resistance  may 
play  a part  in  the  failure  of  some  of  these  cases,  as 
well  as  the  reasons  advanced  by  the  author. 

It  may  be  that  a combination  of  two  antibiotics 
will  prove  to  be  the  acme  of  treatment.  We  have 
just  finished  a study  on  a combination  of  bacitracin 
and  tyrothricin,  but  our  over-all  results  are  not 
greatly  superior  to  those  attained  by  the  use  of  one 
antibiotic  alone.  Using  both  antibiotics,  we  did  not 
encounter  a higher  rate  of  sensitivity. 


n Livingood,  C.  S.,  Nilasena,  S.(  King,  W.  C.,  Stevenson. 
R.  A.,  and  Mullens,  J.  F.:  J.A.M.A.  148:  334  (Feb.  2)  1952. 

l)  Kile,  R.  L.,  Rockwell,  E.  M.,  and  Schwarz,  J.:  ibid. 

148:  339  (Feb.  2)  1952. 


USES  AND  LIMITATIONS  OF  CORTISONE  AND  ACTH  IN 
DERMATOLOGY 

Joseph  J.  Russo,  M.D.,  Albany,  New  York 
( From  the  Department  of  Dermatology,  St.  Peter’s  Hospital) 


WHILE  it  is  too  early  to  determine  the 
final  position  cortisone  and  ACTH  will 
have  in  dermatology,  the  accumulated  experi- 
ences of  clinical  groups  in  various  parts  of  the 
country  have  had  the  effect  of  crystallizing  our 
thinking  as  to  indications,  contraindications,  and 
complications.  In  general,  the  original  optimism 
of  a panacea  has  vanished,  and  in  fact  many 
early  reports  of  cures  and  impro\  ements  have 
been  replaced  by  those  indicating  relapses, 
exacerbations,  and  other  undesirable  sequelae. 
It  has  required  time,  intelligent  trial  and  error,  ob- 
servation, and  restraint  to  appreciate  the  fact 
that  these  drugs  do  not  directly  cure  any  disease, 
that  their  beneficial  effects  depend  on  the 
establishment  of  some  sort  of  barrier  between 
the  noxious  agent  and  the  cell  at  the  cellular 
level,  and  that  this  barrier,  which  is  of  variable 
effectiveness  from  patient  to  patient,  is  not  per- 
manent, is  characterized  by  “breakthroughs,” 
and  in  many  cases  and  diseases  requires  increasing 
dosage  to  control  signs  and  symptoms.  It  is 
not  surprising,  then,  that  these  hormones  find 
their  greatest  effectiveness  in  the  self-limited 
dermatoses  in  which  the  barrier  can  be  main- 
tained until  the  noxia  are  dissipated. 

Yet  these  drugs  have  found  a place  in  the  ther- 
apy of  the  grave,  prolonged  dermatoses  as  well. 
What  their  ultimate  position  will  be  is  not  pre- 
dictable at  this  time,  but  because  other  thera- 
peutic efforts  have  been  more  or  less  fruitless, 
it  is  not  surprising  that  dermatologists  and  in- 
ternists have  resorted  to  these  drugs. 

It  is  the  purpose  of  this  paper  to  review  briefly 
the  reported  experiences  and  some  personal 
experiences  and  to  attempt  to  draw  conclusions 
that  may  serve  to  guide  the  clinician  in  the  selec- 
tion of  cases. 

Acute  Disseminated  Lupus  Erythematosus 

Brunsting  et  al.,  reporting  on  seven  cases, 
noted  that  all  showed  dramatic  symptomatic 
response  which  was  temporary.1  The  laboratory 
response,  on  the  other  hand,  was  disappointing. 
Anemia  was  occasionally  improved;  leukopenia 
was  less  pronounced.  Five  of  the  patients  had 
severe  albuminuria  as  a constant  feature ; this  was 
not  lessened  by  cortisone  and  at  times  seemed 
to  be  aggravated.  The  serum  albumin  re- 


Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New'  York  City,  Section 
on  Dermatology  and  Syphilology,  May  16,  1952. 


mained  low,  the  albumin-globulin  ratio  remained 
reversed,  the  sedimentation  rate  was  not  singu- 
larly affected.  The  Hargraves  phenomenon  was 
not  abolished.  The  postmortems  showed  typical 
lupus  erythematosus  cells.  Three  of  his  cases  died. 
His  dosage  schedule  was  300  mg.  cortisone  intra- 
muscularly on  the  first  day,  then  200  mg.  daily 
until  the  symptoms  were  controlled,  then  100 
mg.  daily,  in  one  case  for  one  hundred  and  fifty- 
nine  days.  The  untoward  symptoms  were 
acne,  retention  of  salt  and  water,  nervous  and 
mental  symptoms,  restlessness,  insl  ability,  shift- 
ing moods,  and  exaggeration  of  a previous  anxiety 
neurosis,  hypertrichosis,  and  the  masking  of 
severe  septic  processes. 

Thorn  et  al.  using  ACTH  observed  remissions 
of  one  to  six  months  duration  with  repeated 
courses.2  His  dosage  was  25  mg.  every  six 
hours.  Three  of  his  five  cases  subsequently  died. 

Similar  reports  are  numerous  and  demonstrate 
the  same  pattern  of  symptomatic  remission  last- 
ing a variable  period  followed  by  relapse  re- 
quiring retreatment  with  variable  effectiveness 
and  often  complicated  by  infection  or  mental 
disturbances  and  with  many  proceeding  to  rapid 
exodus. 

In  treating  disseminated  lupus  or  any  other 
grave  dermatosis,  it  is  important  not  to  standard- 
ize the  dose.  While  most  cases  respond  to  300 
mg.  of  cortisone  as  an  initial  dose,  dropping 
to  200  mg.  then  100  mg.,  and  to  ACTH,  100  to 
200  mg.  daily,  some  cases  will  require  much 
larger  doses  to  bring  alarming  symptoms  under 
control.  Haserick,  for  example,  used  in  one  case 
of  disseminated  lupus,  doses  of  2,300  mg.  per  day 
of  cortisone  for  four  days,  1,400  mg.,  then  900 
mg.  before  the  convulsive  symptoms  subsided.3 
He  emphasizes  the  necessity  of  maintaining  the 
dose  until  symptoms  abate  and  then  gradually 
decrease.  I believe,  in  the  light  of  recent  ex- 
periences with  intravenous  ACTH,  that  such 
large  doses  would  not  be  necessary. 

In  acute  disseminated  lupus  erythematosus, 
then,  while  there  is  symptomatic  relief  in  most 
cases,  the  basic  disease  process  continues,  com- 
plications are  common,  and  the  prognosis  for 
life  is  probably  not  changed  with  the  advent  of 
these  drugs.  Life  may  be  prolonged  slightly; 
no  cures  are  reported. 

Pemphigus 

Remissions  have  been  reported  in  all  types  of 
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pemphigus.  Lever  obtained  favorable  responses 
in  13  cases  using  300  mg.  ACTH  per  day  for 
three  to  five  weeks  followed  by  a rest  period  until 
symptoms  reappeared.4  He  found  that  main- 
tenance doses  of  100  mg.  were  not  sufficient  to 
prevent  relapse.  All  of  his  cases  were  alive 
at  the  time  of  reporting,  eight  being  completely 
free  of  lesions. 

A few  cases  are  reported  in  which  maintenance 
doses  of  50  to  100  mg.  of  cortisone  per  day  have 
prevented  relapses  for  a year  or  more.  Combes 
and  Canizares  report  on  three  cases  in  which 
daily  maintenance  doses  controlled  signs  and 
symptoms.5  Costello  has  one  case  of  pemphigus 
vulgaris  in  remission  for  two  years  with  50  mg. 
cortisone  daily.®  Copeland  has  kept  one  non- 
toxic case  in  complete  remission  for  two  years 
with  no  maintenance  dose.7  Another  severe 
one,  after  recehing  cortisone,  has  resumed  work 
in  an  iron  foundry;  he  is  receiving  no  cortisone 
and  has  shown  only  an  occasional  bulla.  This 
same  patient  had  responded  only  moderately 
to  Carbarsone  before  cortisone  was  instituted. 
Griggs,  Swartz,  Stone  et  al.  have  kept  a severe 
case  of  pemphigus  in  remission  for  a year  with 
75  to  100  mg.  daily  orally.8  Similar  experiences 
are  multiple.  It  must  not  be  forgotten,  however, 
that  remissions  have  also  been  produced  in  the 
past  with  the  various  arsenicals,  with  other 
medicaments  too  numerous  to  relate,  and  even 
with  no  treatment. 

At  Bellevue  a current  series  has  been  treated 
with  intravenous  ACTH  with  doses  of  20  to  80 
mg.  for  periods  of  three  weeks  to  three  months, 
including  all  types.  Treatment  is  by  slow  intra- 
venous drip  over  an  eight-hour  period.  All 
cases  show  remissions.  Treatment  is  now  being 
continued  with  ACTH  gel  intramuscularly. 
The  intravenous  route  of  therapy  with  ACTH 
is  indicated  in  those  cases  in  which  intramuscular 
therapy  has  failed  or  in  those  demonstrating 
alarming  symptoms  requiring  immediate  re- 
sponse. 

On  the  other  hand,  there  have  been  many 
disappointments  with  steroid  therapy  in  pemphi- 
gus. Guest,  for  example,  reports  on  one  case 
of  pemphigus  vegetans  with  alternating  courses 
of  cortisone  and  ACTH  plus  antibiotics  with  no 
appreciable  response.9  One  personal  case  of 
mild  pemphigus  responded  rapidly  to  moderate 
doses  of  cortisone  but  died  when  his  lesions 
cleared.  Others  report  temporary  response  fol- 
lowed by  rapid  relapse  and  death.  In  still 
others  death  supervenes  even  though  the  cutane- 
ous manifestations  disappear.  Many  complete 
failures  are  reported. 

To  summarize,  in  pemphigus  the  results  being 
obtained  appear  to  justify  a degree  of  optimism 
as  to  the  production  of  temporary  remissions  in  a 


sizable  number  of  cases  of  all  grades  of  severity, 
prolonged  remissions  in  a few  with  or  without 
maintenance  doses,  and  some  possible  cures. 
There  are  many  that  do  not  respond  at  all  or, 
after  an  initial  response,  relapse  and  pursue  a 
downhill  course.  To  be  investigated  further 
in  pemphigus  is  consecutive  and  concurrent 
therapy  with  the  arsenicals,  antibiotics,  and  other 
drugs.  Sulzberger’s  case,  which  responded  with 
a complete  remission  to  cortisone  and  naphuride 
and  only  moderately  to  cortisone  alone,  should 
provoke  some  similar  investigation.10 

Caution  is  advised  in  the  possible  premature 
acceptance  of  the  responsibility  of  these  drugs 
for  prolonged  remissions  in  malignant  pemphigus 
vulgaris  because  of  our  previous  inability  to 
distinguish  between  the  cases  that  pursue  a 
malignant  course  and  those  of  a benign  character 
that  remiss  spontaneously,  five  for  years,  and  die 
eventually  of  some  other  unrelated  disease. 
It  is  believed  that  Civatte’s  findings  of  a charac- 
teristic histologic  picture  in  acute  or  malignant 
pemphigus  vulgaris  will  distinguish  these  two 
types  of  cases.11  It  is  the  opinion  of  this  re- 
porter that  while  the  steroids  are  by  far  the  best 
medicament  yet  discovered,  any  future  estimate 
of  their  efficacy  in  pemphigus  can  be  made  only 
with  due  consideration  for  the  significance 
of  Civatte’s  findings.  'While  remissions  have 
undoubtedly  been  produced  in  malignant  pemphi- 
gus vulgaris,  one  wonders  if  many  of  the  pro- 
longed remissions  and  cures  being  reported  do 
not  belong  in  the  benign  group.  Lapiere, 
Director,  and  Lever  are  in  agreement  with 
Civatte. 12-14 

Scleroderma 

In  four  cases  Kierland  and  Hines  obtained  re- 
sults that  can  be  classified  as  good.15  They  re- 
ported mental  improvement,  improvement  in 
appetite,  complete  relief  from  pain  and  soreness 
in  and  around  joints  in  three  weeks,  mobilization 
of  joints,  increase  of  skin  temperature,  and  in- 
creased resistance  to  cold.  Their  dosage  was 
100  mg.  cortisone  daily.  Lever  reports  only  one 
of  six  cases  improved  with  80  to  100  mg.  ACTH.4 
One  severe  case  in  a young  woman,  treated  by 
Hoffman  and  Einhorn  and  personally  observed, 
obtained  relief  from  joint  symptoms  and  enjoyed 
a feeling  of  well-being,  but  the  disease  progressed 
rapidly  downhill  and  terminated  with  heart 
block.16  The  postmortem  showed  the  character- 
istic unmodified  pathology  of  scleroderma. 

Because  of  the  great  variability  exhibited 
by  patients  with  this  disease,  evaluation  of  treat- 
ment results  is  difficult.  But  it  may  be  stated 
that  the  basic  processes  are  not  influenced  and 
that  fife  is  not  prolonged.  There  seems  to  be 
no  point  in  administering  these  steroids  in  sclero- 
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derma  except  in  those  cases  with  severe  joint 
signs  and  symptoms. 

Dermatomyositis 

The  results  as  yet  are  not  conclusive.  Kier- 
land  et  al.  report  improvement  in  one  of  four 
cases.17  Lever  used  100  to  200  mg.  of  ACTH 
daily  in  11  acute  cases.4  Four  have  died, 
possibly  because  of  late  treatment  or  insufficient 
dosage;  fhe  are  in  remission,  and  two  have 
enjoyed  remission  without  treatment  for  a year. 
Lever  uses  testosterone  in  the  period  of  remission. 
One  personally  managed  adult  with  the  acute 
type  was  restored  to  a useful  status  with  cor- 
tisone after  six  weeks  treatment  and  three 
months  convalescence. 

Atopic  Dermatitis 

In  this  large  and  often  most  recalcitrant  group, 
favorable  responses  are  obtained  in  practically 
all  cases  if  the  dose  is  kept  large  and  the  drug 
given  long  enough.  However,  in  all  cases  there 
is  relapse,  often  with  exacerbation  and  severe 
depression  associated  with  suicidal  tendencies. 
Downing  and  others  would  treat  only  those  very 
severe  atopies  in  whom  all  comentional  modali- 
ties have  failed;  he  recommends  four  to  six 
weeks  of  treatment.18  It  is  perhaps  in  this 
disease  that  we  find  the  sorriest  abuse  of  the 
steroids  by  the  practitioner  who  is  hard  put  to  it 
to  relieve  these  chronic  sufferers.  It  cannot 
be  too  strongly  emphasized  that  the  temporary 
relief  obtained  is  not  justifiable  in  view  of  the 
severity  of  the  rebound  and  that  this  type  of 
therapy  should  be  used  only  in  exceptional  cases 
with  generalized  reactions  developing  spontane- 
ously or  from  medication  and  only  when  conven- 
tional therapy  has  failed. 

Psoriasis 

Uncomplicated  psoriasis  should  never  be 
treated  with  these  drugs.  While  the  psoriasis 
may  temporarily  improve,  relapse  will  always 
occur,  often  in  a more  severe  form.  However, 
in  those  cases  complicated  by  exfoliative  derma- 
titis or  severely  ill  with  psoriatic  arthritis, 
cortisone  and  ACTH  have  been  used  with  satis- 
factory results.  The  psoriasis  will  be  certain 
to  recur  in  this  latter  group  when  the  drug  is 
discontinued,  and  often,  too,  the  arthritic  symp- 
toms. Retreatment  may  then  be  in  order. 

Sarcoidosis 

This  reporter  has  attended  staff  meetings 
from  time  to  time  in  the  past  year  at  which  re- 
ports on  the  results  of  steroid  therapy  in  single 
cases  of  systemic  sarcoidosis  were  made;  they 
all  bore  the  same  tone,  that  is,  temporary  relief 
of  symptoms  with  no  remarkable  objective 


changes.  However,  Sones  et  al.  in  two  cases 
obtained  definite  improvement  in  pulmonary, 
cutaneous,  lacrimal,  parotid,  and  lymph  node 
lesions  in  a period  of  three  weeks.19  Siltzbach 
reported  on  13  cases  carefully  studied  clinically, 
roentgenographically,  and  histologically;  after 
four  to  fifteen  weeks  with  100  to  150  mg.  cor- 
tisone daily,  all  showed  objective  and  subjective 
improvement  of  varying  degree.20  Biopsies 
of  the  same  lesions  studied  before  and  after  treat- 
ment showed  definite  regressive  changes  as  the 
result  of  treatment.  When  treatment  ceased, 
relapses  occurred  in  most  cases.  Thorn  and 
Frawley  in  one  case  with  alarming  pulmonary 
symptoms  obtained  striking  impro\ement  anti  a 
prolonged  remission  with  ACTH.2  They  sug- 
gest retreatment  when  the  remission  periods  ends. 

It  appears  that  sufficient  data  have  been  ac- 
cumulated to  warrant  the  conclusion  that  sys- 
temic sarcoidosis  will  respond  with  symptomatic 
improvement  in  most  cases  and  objective  im- 
provement in  many.  Due  consideration  has  been 
given  in  all  the  reported  material  to  the  natural 
fluctuations  of  this  disease  so  that  the  results 
obtained  cannot  reasonably  be  interpreted  as 
coincidental.  Because  some  cases  follow  a 
benign  course  and  because  others  tend  to  remiss, 
it  is  suggested  that  treatment  be  withheld  for  a 
reasonable  period  of  time  and  instituted  only  in 
those  cases  that  are  progressive  and  in  those  that 
present  alarming  symptoms  of  the  eyes  or  lungs. 
Emphasis  on  retreatment,  which  will  be  neces- 
sary in  most  cases,  should  not  be  forgotten,  and 
due  consideration  must  be  given  to  the  possible 
development  of  tuberculosis,  particularly  in  the 
Negro*  although  tuberculosis  may  not  be  con- 
sidered by  some  to  be  an  absolute  contra- 
indication. 

The  etiology  of  sarcoidosis  is  not  considered 
relevant  to  the  subject  of  this  paper  and  is  there- 
fore studiously  avoided. 

Exfoliative  Dermatitis 

In  general,  the  steroids  are  advised  only  when 
conventional  therapy  has  failed.  In  the  Wilson- 
Brocq  type,  if  the  disease  is  more  or  less  dormant, 
it  would  appear  wise  to  delay  treatment  as  long 
as  possible  because  of  the  severity  of  the  rebound 
when  treatment  is  discontinued.  On  the  other 
hand,  if  the  course  is  steadily  downhill,  there 
is  not  much  to  lose.  In  the  Hebra  type,  I pre- 
sume treatment  is  indicated  in  all  cases,  and  here 
again  tuberculosis  must  be  taken  into  considera- 
tion. 

In  the  more  common  secondary  types  of  ex- 
foliative dermatitis  such  as  follow  psoriasis, 
lichen  planus,  atopic  dermatitis,  etc.,  either 
spontaneously  or  as  the  result  of  treatment, 
conventional  therapy  again  must  be  given  a 
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chance.  If  this  fails  and  the  course  is  progress- 
ively worse,  then  and  only  then  should  the  ster- 
oids be  used. 

In  the  erythrodermas  of  malignant  lymphomas 
some  symptomatic  improvement,  although  tem- 
porary, may  be  obtained  as  well  as  some  tem- 
porary resolution  of  lesions. 

Malignant  Lymphoma 

Hodgkin’s  disease,  mycosis  fungoides,  and  the 
leukemias  show  reduction  in  size  of  tumors  and 
relief  of  pruritus,  but  all  signs  and  symptoms 
rapidly  recur.  The  use  of  the  adrenal  steroids 
for  the  relief  of  the  intractable  pruritus,  even 
though  temporary,  is  probably  justified. 

The  Acute  Dermatoses 

It  is  probably  among  the  self-limited  diseases 
that  cortisone  and  ACTH  will  find  their  greatest 
service.  Favorable  responses  are  reported,  for 
example,  in  severe  erythema  multiforme  of  the 
Stevens-Johnson  type,  in  anaphylactoid  pur- 
pura, in  generalized  eczematous  dermatitis 
resulting  from  autosensitization,  and  erythema 
nodosum  associated  with  rheumatic  fever  or  the 
ingestion  of  drugs. 

In  this  group  may  be  placed  those  dermatoses 
resulting  from  sensitization.  Thorn  concludes 
from  his  studies  that  these  drugs  modify  the 
hypersensitive  state  by  altering  the  allergic  tissue 
reaction  that  follows  the  union  of  antigen  and 
antibody  and  by  inhibiting  the  formation  of  his- 
tamine and  accelerating  its  breakdown.2  Most 
gratifying  results  are  seen,  accordingly,  in 
penicillin  urticaria  and  dermatitis,  gold  derma- 
titis, severe  Furacin  dermatitis,  and  dermatitis 
medicamentosa. 

Summary 

The  use  of  cortisone  or  ACTH  may  be  re- 
garded as  obligatory  in  most  cases  of  acute 
disseminated  lupus  erythematosus,  in  acute 
and  chronic  dermatomyositis,  in  most  cases  of 
pemphigus,  in  most  cases  of  idiopathic  derma- 
titis exfoliativa,  and  in  deteriorating  secondary 
cases.  Results  that  are  tantamount  to  cures  are 
obtained  in  the  acute  group,  such  as  penicillin 
urticaria  and  dermatitis,  gold  dermatitis,  and  in 
other  drug  eruptions,  in  cases  due  to  autosensi- 
tization, in  anaphylactoid  purpura,  and  in 
severe  contact  dermatitis.  In  severe  psoriatic 
arthritis  or  psoriasis  with  exfoliative  dermatitis, 
the  steroids  may  justifiably  be  used  to  afford 
some  measure  of  comfort  and  to  shorten  the 
period  of  morbidity.  The  same  can  be  said  for 
severe  intractable  atopic  dermatitis  not  re- 
sponding to  conventional  therapy.  In  sclero- 
derma with  arthritic  signs,  repeated  courses  may 
give  months  of  relief. 


Further  study  is  needed  to  determine  the  sug- 
gested value  of  these  drugs  in  alopecia  areata, 
postherpetic  neuralgia,  and  herpes  zoster.  Rela- 
tive to  herpetic  eruptions  it  may  be  noted  paren- 
thetically that  Thorn  and  Frawley  have  ob- 
served classic  zoster  often  enough  in  cases 
receiving  the  steroids  to  suggest  a possible  acti- 
vation of  the  virus.2  The  steroids  should  never 
be  used  in  uncomplicated  psoriasis,  discoid  lupus 
erythomatosus,  simple  contact  dermatitis,  or- 
dinary atopic  dermatitis,  seborrheic  dermatitis, 
dermatitis  herpetiformis,  or  in  chronic  recurrent 
eczematous  eruptions,  such  as  nummular  eczema 
or  eczema  of  the  hands. 

As  to  topical  use  of  cortisone,  it  is  of  value 
only  in  syphilitic  interstitial  keratitis  and  pos- 
sibly some  allergic  diseases  of  the  eye. 

Conclusion 

Because  of  the  profound  metabolic  changes 
produced  by  these  drugs,  it  is  incumbent  upon 
anyone  who  uses  them  to  study  their  physiologic 
actions  in  the  classic  works  of  Thorn  et  al., 
Hench  et  al.,  and  Selye.2, 21,22  He  would  do 
well,  also,  to  acquaint  himself  with  Fraw ley’s 
comprehensive  monograph  on  the  prevention 
and  treatment  of  complications.23  From  these 
and  others,  he  will  acquire  a wholesome  respect 
for  these  drugs,  particularly  as  to  their  side-effects, 
such  as  Cushing’s  syndrome,  edema,  psychoses, 
congestive  failure,  antiphlogistic  action  masking 
septic  processes,  interference  with  the  healing 
of  operative  wounds,  etc. 

In  all  cases  requiring  prolonged  use  of  these 
drugs,  the  dermatologist  would  do  well  to  seek 
the  cooperation  of  the  informed  internist  for 
the  pretreatment  examination  of  his  patient 
for  the  detection  of  contraindications,  relative 
or  absolute,  such  as  congestive  failure,  tuber- 
culosis and  other  infections,  diabetes  mellitus, 
peptic  ulcer,  and  psychoneurotic  and  psychic 
states;  during  the  treatment  period  the  intern- 
ist would  be  on  guard  for  the  complications 
and  assist  in  their  management.  The  internist, 
in  turn,  when  inclined  to  shift  his  therapeutic 
efforts  from  the  sacrosanct  domain  of  internal 
medicine  to  the  overtransgressed  sphere  of 
cutaneous  medicine,  could,  without  undue  loss 
of  prestige  and  with  benefit  to  himself  and  pa- 
tient, seek  the  aid  of  the  dermatologist  in  diag- 
nosis, indications,  and  contraindications 
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Discussion 

Maurice  J.  Costello,  M.D.,  New  York  City. — 
When  I read  a paper  on  “Cortisone  in  the  Treat- 
ment of  Cutaneous  Diseases”  before  the  Section  on 
Dermatology  and  Syphilology  at  the  meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  Buffalo 
in  1951,  I stated  that  the  main  therapeutic  indica- 
tion for  cortisone  was  in  the  treatment  of  the  self- 
limited more  or  less  acute  dermatoses,  in  the  exacer- 
bations of  chronic  dermatoses,  and  in  the  treatment 
of  serious  and  at  times  fatal  diseases  with  derma- 
tologic manifestations  such  as  pemphigus  and  lupus 
erythematosus.  I discouraged  its  use  in  chronic  re- 
calcitrant dermatoses  because  of  the  tendency  to 
recurrence  in  these  diseases  and  the  later  occurrence 
of  the  so-called  rebound  phenomenon  (or  worsening 
of  skin  diseases)  when  these  hormones  were  discon- 
tinued. Since  that  time,  I have  treated  over  a hun- 
dred additional  cases,  both  in  hospital  and  in  private 
practice,  and  have  every  reason  to  believe  that  the 
conclusions  of  the  first  65  cases  were  sound. 

In  discussing  Dr.  Russo’s  paper,  I shall  make 
my  comments  regarding  the  various  dermatoses  in 
the  order  in  which  he  discussed  them.  In  his  article 
Dr.  Russo  quoted  the  experiences  of  Brunsting 
et  al.,  Thorn  et  al.,  and  Haserick,  indicating  their  ex- 
periences in  the  treatment  of  acute  lupus  erythema- 
tosus of  the  disseminated  type.  I have  no  reason  to 
change  my  opinion  in  regard  to  the  value  of  admin- 
istration of  cortisone  and  ACTH  not  only  in  the 
treatment  of  acute  lupus  erythematosus  of  the  dis- 
seminated type  but  also  in  the  treatment  of  subacute 
lupus  erythematosus  of  the  disseminated  type  and 
chronic  fixed  discoid  lupus  erythematosus.  The 
hormones  are  only  palliative  in  the  treatment  of  this 
group  of  dermatoses.  There  is  dramatic  favorable 
response  initially,  and  the  therapeutic  effect  is  main- 
tained for  varying  periods  of  time.  Eventually  there 
is  a breakthrough  with  an  increase  and  recurrence 
of  symptoms,  in  spite  of  the  fact  that  the  dose  is 
increased.  When  these  hormones  are  discontinued, 


there  is  prompt  recurrence,  and  this  in  my  experi- 
ence occurs  immediately,  especially  in  the  chronic 
forms  of  lupus  erythematosus.  I have  seen  rela- 
tively long  periods  of  remission  in  the  acute  and 
subacute  types.  The  initial  effect  is  spectacular  in 
that,  form  of  acute  lupus  erythematosus  of  the  dis- 
seminated type  associated  with  the  hemorrhage 
caused  by  a complicating  thrombocytopenic  pur- 
pura. I do  not  believe  that  the  large  doses  of  corti- 
sone and  ACTH  used  by  some  investigators  in  coping 
with  the  convulsive  seizures  associated  with  the  acute 
type  of  lupus  erythematosus  are  necessary.  In 
fact,  large  doses  of  the  hormones  in  the  treatment 
of  dermatoses  may  be  dangerous  and  should  be 
discouraged.  In  some  cases  very  small  doses  of 
cortisone  and  ACTH  (5  to  10  mg.)  are  as  effective  as 
optimum  doses.  Excessive  doses  may  be  less  ef- 
fective than  very  small  doses.  By  and  large,  the 
great  majority  of  the  patients  with  this  disease  re- 
quire between  100  and  150  mg.  of  cortisone  as  the 
optimum  doses  and  between  50  and  100  mg.  of 
ACTH  administered  intramuscularly  as  the  most 
effective  dose.  The  administration  of  ACTH  intra- 
venously, usually  25  mg.  in  500  cc.  of  triple  distilled 
water  or  normal  or  Vs  normal  saline  administered 
over  an  eight-hour  period  is  the  most  effective  rem- 
edy for  these  conditions.  The  administration  of 
ACTH  intravenously  is  economical,  safe,  and  ef- 
fective. However,  hospitalization  is  required. 

What  I have  said  about  cortisone  and  ACTH  in 
the  treatment  of  various  types  of  lupus  erythema- 
tosus is  true  in  the  treatment  of  the  eruptions  of 
pemphigus  vulgaris.  In  my  experience,  and  this  is 
only  a repetition  of  what  I have  said  in  several  papers 
on  the  subject,  cortisone  and  ACTH  are  the  most 
effective  remedies  for  the  treatment  of  these  bullous 
dermatoses.  Again,  large  doses  are  not  necessary. 
The  dose  schedules  outlined  for  the  various  types  of 
lupus  erythematosus  are  exactly  those  used  in  the 
treatment  of  these  vesiculobullous  dermatoses. 
Again,  the  most  effective  mode  of  administration  of 
ACTH  is  by  the  intravenous  route,  usually  25  to 
50  mg.  in  a suitable  diluent  as  mentioned  heretofore. 

Few  of  the  cases  of  pemphigus  vulgaris  are  cured. 
There  are  several  cases  on  record  (one  of  my  own) 
where  the  patients  have  been  completely  free  of 
lesions  while  the  hormone  was  being  administered. 
I have  a patient  who  had  malignant  pemphigus 
and  who  has  been  well  for  a period  of  two  years  and 
two  months  even  though  the  cortisone  was  discon- 
tinued about  a year  ago.  Many  of  the  other  pa- 
tients are  in  partial  remission,  and  there  has  been 
no  progress  of  the  disease.  I have  continued  to 
stress  that  the  optimum  dose  in  the  treatment  of  the 
various  dermatoses  is  about  100  mg.  of  cortisone 
daily.  There  is  one  very  definite  exception  to  this, 
and  that  is  in  the  treatment  of  pemphigus  foliaceus 
which  requires  100  mg.  of  ACTH  intravenously 
over  the  usual  eight-hour  period.  One  of  the  most 
gratifying  experiences  that  I have  seen  in  derma- 
tology is  the  amelioration  of  the  symptoms  and  signs 
of  this  type  of  pemphigus  following  the  adminis- 
tration of  ACTH. 

As  the  author  stated,  many  clinicians  think  that 
one  or  more  of  the  antibiotics  should  be  adminis- 
tered concurrently  with  cortisone  and  ACTH  be- 
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cause  of  the  tendency  of  these  hormones  to  make  the 
patient  more  susceptible  to  infection.  Cases  of  bac- 
teremia with  lethal  outcome  have  followed  the  ad- 
ministration of  cortisone  and  ACTH.  In  the  treat- 
ment of  dermatologic  conditions  associated  with  in- 
fection, cortisone  should  never  be  administered  in 
the  presence  of  infection  (especially  acute  infec- 
tion ) whether  of  the  skin  or  internal  organs. 

Cortisone  and  ACTH  are  of  no  value  in  pemphigus 
vegetans  and  are  contraindicated  in  the  treatment 
of  this  disease  because  of  the  danger  of  bacteremia. 
They  appear  to  be  of  little  value  in  the  treatment 
of  the  other  bullous  dermatoses  with  the  exception 
of  erythema  multiforme,  including  the  Stevens- 
Johnson  type.  Cortisone  and  ACTH  are  relatively 
temporarily  effective  in  the  treatment  of  the  various 
types  of  localized  and  generalized  scleroderma. 
They  are  somewhat  more  effective  in  controlling 
dermatomyositis.  One  should  always  look  for  a 
carcinoma,  especially  ovarian  carcinoma,  when  a 
diagnosis  of  dermatomyositis  is  made.  I have  had 
three  cases  under  my  observation  where  it  was 
proved  that  an  adenocarcinoma  or  a Ivmphoepithe- 
lioma  was  the  initiating  and  perpetuating  cause  of 
this  disease.  I might  add  that  the  use  of  these  hor- 
mones is  for  symptomatic  relief  rather  than  for  re- 
mission or  cure. 

So-called  cortisone  and  ACTH  addiction  is  most 
frequently  seen  in  the  treatment  of  atopic  derma- 
titis, disseminated  neurodermatitis,  and  the  chronic 
exudative  lichenoid  and  discoid  dermatitis.  The 
pruritus  and  itching  is  often  intolerable  in  these 
dermatoses,  and  the  patient  almost  welcomes  the 
risk  attending  their  use  because  of  the  relief  of 
symptoms.  It  is  my  firm  conviction  that  cortisone 
and  ACTH  should  be  used  only  in  the  severe  exacer- 
bations of  this  dermatosis. 

I agree  with  the  author  that  cortisone  should  not 
be  wasted  in  the  treatment  of  psoriasis  vulgaris  be- 
cause it  is  uniformly  ineffective  in  relieving  or  im- 
proving the  cutaneous  manifestations  of  this  condi- 
tion. When  psoriasis  is  associated  with  arthritis 
which  may  have  a common  cause,  cortisone  is  effec- 
tive as  long  as  it  is  administered.  A total  of  50  mg. 
daily  may  be  sufficient  to  control  both  conditions, 
the  arthritis  responding  more  favorably  than  the 
dermatologic  manifestations. 

Dermatitis  exfoliativa  and  generalized  eczemas, 
including  the  chronic  exudative  lichenoid  and  dis- 
coid dermatitis,  respond  well  to  cortisone  therapy. 
If  the  hormone  treatment  is  continued  for  a long 
period  of  time,  these  dermatoses  are  less  lilkev  to  re- 
cur. The  therapy  is  also  effective  in  the  acute  ex- 


acerbations of  these  dermatoses.  Mycosis  fungoides 
responds  well  initially  but  relapses  promptly  when 
the  drug  is  discontinued. 

The  author  has  restated  that  the  principal  indi- 
cation for  cortisone  and  ACTH  is  in  the  treatment 
of  short-lived  pruritic  dermatoses,  such  as  those  re- 
ferred to  as  dermatitis  venenata,  contact  dermatitis, 
and  dermatitis  medicamentosa.  This  is  especially 
true  in  the  treatment  of  severe  urticaria,  angioneu- 
rotic edema,  edema  of  the  glottis,  and  so  forth,  that 
follow  sensitivity  to  penicillin  and  the  other  anti- 
biotics, whether  administered  orally  or  parenterally. 

Cortisone  is  quite  effective  in  the  treatment  of 
dermatitis  venenata  caused  by  plants  such  as  poison 
ivy,  primrose,  etc. 

Dr.  Russo  has  again  listed  the  undesirable  bio- 
logic and  toxic  manifestations  of  cortisone  and 
ACTH.  Large  doses  of  cortisone  and  ACTH  are 
fraught  with  danger.  The  appearance  of  duodenal 
ulcers,  the  reactivation  of  such  lesions,  penetration, 
perforation  of  the  stomach,  and  massive  gastroin- 
testinal hemorrhages  have  followed  larger  doses. 
The  mechanism  involved  here  is  the  prevention  of 
fibrosis  and  healing  of  the  ulcer,  permitting  a naked 
blood  vessel  to  run  across  the  base  of  an  ulcer  with- 
out tissue  support,  rendering  it  vulnerable  to  trauma 
and  changes  in  blood  pressure.  Whenever  there  is 
a history  of  ulcer,  the  presence  of  the  signs  and  symp- 
toms of  peptic  ulcer,  a gastrointestinal  series  should 
be  performed  before  cortisone  therapy  is  under- 
taken. In  addition  to  the  toxic  effects  mentioned 
previously,  I know  of  a case  where  a ruptured 
diverticulum  was  the  cause  of  a lethal  outcome.  One 
should  always  keep  in  mind  the  ever-present  danger 
of  the  reactivation  of  tuberculous  infection  of  the 
lungs  or  the  change  in  immunity  in  the  treatment  of 
sarcoid. 

Cortisone  and  ACTH  may  eventually  be  re- 
placement therapy  as  are  thyroid  and  insulin.  The 
latter  may  be  deleterious  in  patients  not  requiring 
them ; the  same  may  be  true  of  cortisone  and  ACTH. 
There  are  patients  who  are  made  worse  by  these 
hormones,  biologic  and  toxic  effects  ensuing  after  a 
short  period.  There  are  others  who  are  able  to 
take  cortisone  with  therapeutic  benefit  for  months 
without  toxic  effect. 

Whenever  a prescription  for  cortisone  is  written, 
it  is  necessary  to  indicate  that  the  prescription  is 
not  to  be  refilled  without  another  order. 

Radioactive  cortisone,  containing  radioactive 
carbon  for  use  in  medical  research,  will  supply  us 
with  helpful  information  on  the  manner  in  which  it 
will  produce  its  effects  in  health  and  disease. 


MUSIC  HATH  CHARMS 

Music  hath  charms  to  stimulate  the  average 
worker,  many  companies  have  discovered.  A sur- 
vey of  300  plants  in  Cleveland  showed  that  35  were 
broadcasting  music  to  employes  over  the  public  ad- 
dress system  during  the  day.  Companies  claim  that 


it  is  an  effective  morale  booster.  One  firm,  which 
began  the  program  about  two  months  ago,  has  broad- 
cast baseball  games.  The  announcer’s  voice,  states 
the  company,  does  not  divert  workers’  attention 
from  their  jobs. — Executives’  Digest , July,  1052 
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IN  a recent  article  on  the  history  of  leprosy  in 
the  United  States,  Badger  states  that  to  dis- 
cuss this  subject  is  a difficult  task,  since  in  this 
country  little  factual  information  relative  to  the 
disease  is  available.1  A similar  statement  may 
be  made  about  the  disease  as  it  occurs  in  New 
York  State,  especially  since  it  is  not  a reportable 
disease,  and  the  number  of  cases  is  unknown. 

It  is  our  purpose  to  present  our  views  based  on 
many  years  of  study.  We  believe  that  because 
of  changing  circumstances  in  this  State  with 
regard  to  leprosy,  the  medical  profession,  and 
especially  health  authorities,  should  review 
their  attitude  toward  the  disease.  We  also  be- 
lieve that  a change  would  be  beneficial  to  patients 
with  leprosy,  as  well  as  to  those  who  come  in 
intimate  contact  with  them.  We  shall  show  that 
our  views  coincide  with  those  of  many  who  have 
dedicated  their  lives  to  a study  of  this  disease  and 
to  the  personal  welfare  of  those  afflicted  with  it. 

Spread  of  Leprosy  Throughout  the  World 

It  has  been  said  that  leprosy  is  as  old  as  the 
world  itself.  There  are  Egyptian  records  dating 
to  1350  B.C.  referring  to  it  among  slaves  from  the 
Sudan  and  Dafur  regions. 

Possibly  the  disease  spread  from  Africa  to  Asia 
Minor  and  Europe  and  from  India  to  China.  It 
existed  in  Europe  at  the  time  of  the  Crusades. 
During  the  Middle  Ages  it  was  so  prevalent  that 
France  was  stated  to  have  had  2,000  “leper 
houses”  and  Great  Britain  over  200.  Its  decline 
in  Europe  began  in  the  fourteenth  century.  In 
England  it  had  almost  disappeared  at  the  end  of 
the  sixteenth  century,  and  in  France  Louis  XIV 
abolished  the  “leper  house”  in  1685  as  no  longer 
necessary.  It  has  declined  in  prevalence  in 
Spain  and  Portugal  but  is  still  endemic  there  and 
in  the  Baltic  countries,  southern  Europe,  and 
Turkey. 

Many  leprologists  feel  that  the  greatest  factor 
in  its  decline  were  the  rigid  precautions  that  were 
taken,  reducing  the  chances  of  infection  in  infants 
and  children.  This  is  borne  out  by  the  fact  that 
the  disease  continued  unabated  in  those  countries 
where  prophylactic  measures  were  not  enacted 
and  enforced. 

As  far  as  we  know,  leprosy  did  not  exist  in 
America  before  the  sixteenth  century.  At  the 
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time  it  was  disappearing  in  Europe,  it  was  car- 
ried to  the  New  World  by  the  Spanish  conquista- 
dores  and  later  from  highly  endemic  areas  in 
West  Africa  by  slave  traders. 

Reviewing  its  development  in  the  United 
States,  Badger  states  that  it  is  believed  that 
leprosy  existed  in  Mexico  early  in  the  sixteenth 
century.1  There  is  a possibility  that  cases  ap- 
peared at  that  time  in  those  sections  of  the  United 
States  which  were  formerly  part  of  Mexico.  The 
earliest  available  reference  to  the  disease  in  what 
is  now  continental  United  States  may  be  found 
in  Roman’s  “Concise  Natural  History  of  East 
and  West  Florida,”  published  in  1776.  Ref- 
erences show  its  occurrence  in  that  province  as 
early  as  1758.  In  1766  the  Spanish  governor 
established  a hospital  near  the  mouth  of  the 
Mississippi  River  for  the  care  of  individuals 
afflicted  with  the  disease. 

Since  its  first  appearance  leprosy  has  been 
continuously  reintroduced  into  the  United  States, 
early  cases  coming  from  Europe  and  Africa,  later 
from  Asia.  Since  the  acquisition  by  the  United 
States  of  extraterritorial  possessions  in  the  Carib- 
bean and  Pacific,  more  cases  have  been  introduced 
from  these  areas. 

In  Louisiana,  Florida,  and  Texas  the  presence 
of  imported  cases  has  resulted  in  development  of 
foci  where  the  disease  has  shown  a tendency  to 
perpetuate  itself.  In  other  regions  it  shows  little 
tendency  to  become  established  and  has  been 
called  by  McCoy  “negligible”  from  the  stand- 
point of  public  health. 

In  1920  the  Federal  Government  acquired  from 
the  State  of  Louisiana  the  Louisiana  Leper  Home 
at  Carville  which  had  been  in  operation  since  1894 
as  a state  institution.  The  following  year  it 
became  known  as  the  National  Leprosarium, 
and  since  then  it  has  cared  for  most  hospitalized 
cases  in  continental  LTnited  States. 

Contagiousness  of  Leprosy 

The  nearly  universal,  ancient  belief  in  the  in- 
fect iov.sness  of  leprosy  is  well  recognized.  It  is 
best  illustrated  by  the  severe  measures  taken 
ag  inst  its  spread,  both  in  the  time  of  Moses 
and  the  Middle  Ages.  It  is  not  surprising,  as 
Muir  has  pointed  out,  that  exaggerated  opinions 
regarding  its  contagiousness  have  been  held  so 
long. 

Cochrane  states  that  the  only  factors  of  practi- 
cal importance  in  its  epidemiology  are  the  age  of 
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the  individual  at  the  time  of  infection,  the  close- 
ness of  contact,  and  massiveness  of  infection.2 

In  other  words,  leprosy  is  a contact  disease,  and 
any  factors  which  encourage  overcrowding  and 
close  bodily  association  are  of  undeniable  signifi- 
cance. Cochrane  is  of  the  opinion  that  undue 
stress  laid  on  factors  which  can,  at  most,  be  of 
minor  import  is  undesirable,  because  attention  is 
detracted  from  the  overwhelmingly  important 
epidemiologic  causes,  those  of  age,  type  of  disease, 
and  proximity  of  contact.  The  success  of  any 
campaign  against  its  spread  and  control  depends 
upon  the  degree  to  which  the  importance  of  these 
factors  is  appreciated. 

Muir  has  recently  postulated  that  the  risk  and 
gravity  of  infection  are  in  direct  relationship  to 
four  factors:  (1)  closeness  of  contact  (bed, 
room,  house,  neighbor,  employment),  (2)  fre- 
quency and  length  of  contact,  (3)  infectiousness 
of  infector,  and  (4)  susceptibility  of  infectee.3 
Since  most  authorities  agree  with  these  principles, 
they  deserve  more  detailed  study. 

Closeness  of  contact,  frequency,  and  length  of 
contact  are  extremely  important.  Although 
there  are  some  instances  on  record  of  contagion 
following  short  casual  contact,  most  leprologists 
agree  that  long,  intimate  contact  is  a prerequisite 
for  transmission  of  the  disease.  The  best  ex- 
ample is  that  of  a family  living  in  overcrowded 
quarters,  often  in  the  same  room,  and  even  using 
the  same  bed  for  several  members.  Such  living 
conditions  are  common  in  countries  such  as  India 
where  leprosy  is  endemic;  unfortunately  they 
are  not  uncommon  in  certain  slum  areas  of  New 
York  City,  such  as  Harlem.  The  house,  room, 
and  bed  contacts  are  the  most  important  under 
which  the  disease  is  communicated.  The  impor- 
tance of  household  servants  in  its  spread  has  been 
frequently  emphasized.  The  Memel  district  of 
Germany  was  infected  as  a result  of  the  employ- 
ment of  domestic  servants  with  leprosy  imported 
from  Russia.  Conjugal  infections,  oddly  enough, 
are  relatively  rare.  This  may  be  explained  by  the 
fact  that  most  married  persons  at  the  time  of  ex- 
posure have  passed  the  most  susceptible  age. 
Furthermore,  lepromatous  leprosy  commonly 
affects  the  testicles  and  either  materially  de- 
creases or  ends  the  sexual  powers  both  as  regards 
libido  and  procreative  ability. 

Susceptibility  of  the  infectee  is  also  extremely 
important.  Most  leprologists  agree  that  chil- 
dren and  young  adults,  particularly  before  the 
age  of  puberty,  are  especially  apt  to  contract 
leprosy.  The  importance  of  child  leprosy  has 
been  emphasized  by  Rogers,  Muir,  McCoy, 
Fernandez,  Lara,  Cochrane,  and  Rodriquez. 
Most  patients  are  infected  and  show  manifesta- 
tions of  the  disease  before  the  age  of  fifteen. 
This  fact  is  of  great  epidemiologic  importance. 


Leprosy  is  not  a prenatal  disease,  and  children 
born  of  parents  with  open  lesions  are  born  healthy. 

If  immediately  separated  from  their  parents,  they 
remain  free  of  the  disease.  If  this  simple  pro- 
cedure could  be  carried  out  in  every  instance,  it  is 
not  unreasonable  to  assume  that  leprosy  would 
cease  to  exist.  Open  cases,  therefore,  should 
not  live  in  the  same  house  nor  work  in  occupa- 
tions which  bring  them  in  intimate  contact  with 
children.  This  feature  is  of  great  importance  in 
prophylaxis.  Adults  may  on  occasion  contract 
the  disease,  but  then-  susceptibility  is  much  less 
than  that  of  children.  The  infectiousness  of  the 
patient  is  of  paramount  importance.  As  will  be 
shown  later,  only  open  cases  are  contagious. 

Sex  incidence  is  of  interest  since  in  endemic 
areas  the  number  of  adult  male  sufferers  exceeds 
females  two  to  one.  In  children  this  trend  is 
reversed. 

Other  factors  that  play  a role  in  contagiousness 
are  race,  dietary  deficiencies,  migration,  predis- 
posing disease,  family  susceptibility,  climate,  ah', 
food,  and  water. 

Some  races  seem  more  prone  to  develop  the 
severe  lepromatous  type.  Muir  states  that  what- 
ever racial  physiologic  differences  there  may  be  as 
regards  susceptibility  to  leprosy,  hygiene  and 
standards  of  living  are  much  more  important 
factors  in  its  control.  A hot  moist  or  cold  moist 
climate  promotes  leprosy  among  people  with  low 
standards.  Some  believe  that  there  is  little  con- 
clusive evidence  that  climate  plays  a role.  Pre- 
disposing conditions  and  lowered  resistance, 
meaning  poor  health,  have  been  stressed  by  Muir 
and  earlier  writers.  The  role  of  diet  in  leprosy 
has  been  emphasized  since  the  days  of  Jonathan 
Hutchinson  when  he  stated  his  famous,  but  now 
discredited,  “fish  theory.”  It  is  generally  agreed, 
however,  that  a well-balanced  diet  helps  improve 
general  health,  but  its  role  should  not  be  over- 
emphasized. 

In  recent  years  the  tendency  to  isolate  every 
patient  with  leprosy  has  been  abandoned,  and 
only  “open”  cases  or  bacteriologically  positive 
ones  are  considered  infectious.  It  has  been 
shown  that  “closed,”  noninfectious,  bacteriolog- 
ically negative  cases  need  not  be  isolated.  The 
laws  of  13  states  still  require  isolation  of  every 
patient  with  leprosy  regardless  of  type.  In  23 
states,  only  bacteriologically  positive  cases  are 
isolated.  Ten  states  have  no  regulations  other  j 
than  notification.  In  only  two  states,  Vermont 
and  New  York,  is  leprosy  not  a reportable  disease. 

Classification 

The  ancient  term  “lepra”  was  applied  to  a j 
large  group  of  unrelated  dermatoses  featured  by  , | 
scaling.  This  included  psoriasis  (lepra  grae-  > 
corum)  and  pellagra  (Lombardian  lepra). 
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We  now  know  that  it  is  a specific  infectious 
disease  caused  by  a definite  acid-fast  mycobacte- 
rium similar  to  that  which  causes  tuberculosis,  and 
described  in  1873  by  a young  Norwegian,  Ar- 
mauer  Hansen.  Because  of  the  unfortunate 
stigma  attached  to  the  term  “leprosy”  by  reli- 
gious zealots,  in  English  speaking  countries  we 
prefer  to  designate  it  as  “Hansen’s  disease.” 

In  no  other  infectious  process,  with  the  pos- 
sible exception  of  syphilis,  are  the  objective 
clinical  manifestations  so  varied  and  bizarre. 
This  has  resulted  in  considerable  difficulty  in  its 
classification  into  specific  types. 

The  classification  now  in  general  use  is  based 
on  that  proposed  at  the  Pan-American  Conference 
in  Rio  de  Janeiro.  This  Brazilian  Classification 
was  modified  and  officially  accepted  by  the  Con- 
gress held  in  Havana  in  1948. 4 It  divides  the 
disease  on  a basis  depending  primarily  on  histo- 
logic characteristics  and  immunologic  factors  as 
represented  by  the  lepromin  reaction. 

Briefly  the  chief  characteristics  of  these  three 
classes  are  as  follows : 

Lepromatous  Type. — Low  resistance,  poor  prog- 
nosis, large  numbers  of  bacilli,  formation  of 
typical  lepromas,  negative  lepromin  test.  These 
cases  are  capable  of  communicating  the  disease  to 
others  in  endemic  areas  and  are  designated  as 
“infectious”  or  “open”  cases. 

Tuberculoid  T ype. — Good  resistance,  good 
prognosis,  few  or  no  bacilli  demonstrable, 
positive  lepromin  test,  tuberculoid  or  sarcoid- 
like infiltrations.  These  cases,  as  far  as  we  know, 
are  incapable  of  transmitting  the  disease  and  are 
designated  as  “noninfectious”  or  “closed”  cases. 

Indeterminate  Group. — Variable  or  indeter- 
minate as  regards  resistance,  prognosis,  bacteri- 
ology, clinical  features,  and  lepromin  reactivity. 
They  are  usually  “noninfectious”  or  “closed” 
cases. 

Present  Status  in  Europe 

Before  studying  the  situation  in  New  York 
State,  it  may  be  informative  to  review  the  status 
of  leprosy  in  Europe  and  especially  in  two  large 
cities  in  nonendemic  areas,  London  and  Paris. 

In  Europe  at  present,  the  disease  spreads  ap- 
preciably only  in  those  countries  bordering  the 
Mediterranean  and  Baltic  seas.  McCoy  has 
stated  that  in  the  British  Isles  its  tendency  to 
spread  is  so  feeble  that  health  authorities  make 
no  attempt  to  control  it,  and  whatever  measures 
taken  by  patients  are  self-imposed.5 

This  attitude  seems  well  justified  by  experience, 
but  it  must  not  be  assumed  that  the  disease  is 
never  transmitted  in  Britain.  This  fact  is  well 
illustrated  by  a report  made  by  MacLeod  in  1925 
who  reported  four  cases  in  persons  who  had  never 
been  out  of  England.  Three  had  acquired  the 


disease  in  childhood  and  one  in  adult  life.  All 
were  close  family  contacts  of  adults  who  had  ac- 
quired the  disease  in  countries  known  to  harbor 
foci  of  infection.  MacLeod  also  expressed  the 
view  that  from  a practical  standpoint  there  is 
danger  of  infection  and  that  some  supervision  is 
therefore  advisable.6 

In  Paris  the  situation  is  somewhat  similar. 
Flandin  and  Rogu  report  85  new  cases  in  Paris 
in  recent  years;  six  of  these  were  regarded  as 
contracted  in  Paris  or  its  vicinity.7  Gougerot 
mentions  12  patients  who  contracted  the  disease 
in  France  and  states  that  contagion  in  that 
country  is  exceptional  but  certain.8  He  warns 
that  prophylactic  measures  should  not  be  neg- 
lected. 

Leprosy  in  New  York  State 

There  is  little  available  information  on  the  his- 
tory of  Hansen’s  disease  in  New  York.  Howard 
Fox  in  1910  stated  that  he  personally  had  exam- 
ined 30  patients  in  the  course  of  one  year.9  In 
1916  he  stated  that  there  were  50  or  more  cases  in 
New  York  at  all  times  and  that  the  transactions 
of  our  dermatologic  societies  show  that  the  disease 
has  existed  in  New  York  for  nearly  half  a century. 
We  see  no  reason  why  its  existence  as  to  time 
should  be  so  limited. 

Badger  states  that  on  the  basis  of  the  number 
of  admissions  to  Carville  from  New  York  during 
the  past  thirty  years,  it  is  evident  that  a rather 
large  number  of  cases  have  been  diagnosed  in 
this  State.1  During  this  period  144  patients,  two 
of  whom  were  persons  born  here,  have  been 
admitted  to  the  National  Leprosarium  from  New 
York.  Of  the  remaining,  14  were  natives  of  other 
states,  and  128  were  natives  of  other  countries. 
There  has  been  a definite  decrease  in  the  number 
admitted  from  New  York  since  1941.  In  each 
of  the  periods,  1921  to  1930,  and  1931  to  1940, 
58  patients  were  admitted;  only  28,  however, 
were  admitted  from  1941  to  1950. 

During  this  thirty-year  period,  a change  has 
occurred  in  the  native  countries  from  which  the 
majority  of  those  admitted  from  New  York  to 
Carville  originate.  During  tire  period  1921  to 
1930,  approximately  60  per  cent  were  of  Euro- 
pean birth,  but  chning  the  period  1941  to  1950 
only  1 0 per  cent  were  of  European  birth.  During 
the  period  1921  to  1930,  10  per  cent  were  of  West 
Indian  origin,  but  during  the  period  1941  to  1950, 
40  per  cent  were  natives  of  the  West  Indies. 

It  is  evident,  therefore,  that  a significant  num- 
ber of  cases  of  leprosy  have  occurred  in  New 
York  State  over  a period  of  almost  a half  century. 
An  average  of  five  patients  from  this  State  have 
been  admitted  to  the  National  Leprosarium 
annually  for  the  past  thirty  years,  a number 
greater  than  that  from  the  State  of  Florida.  It 
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is  true  that  all  but  two  of  these  occurred  in  in- 
dividuals of  foreign  birth,  the  disease  having  been 
contracted  in  each  instance  before  entering  this 
country.  Badger  states  that  it  is  quite  likely  that 
some  of  these,  after  becoming  residents  of  this 
State,  may  have  been  infected  from  associates. 
He  concludes  his  study  by  stating  that  he  does  not 
believe  that  we  can  rest  assured  that  leprosy 
will  not  spread  in  our  northern  states.  Leprosy 
is  a communicable  disease  transmitted  from  in- 
fected to  healthy  individuals.  Where  factors  favor- 
ing its  spread  exist,  new  infections  will  develop, 
in  the  North  and  South.  Badger  warns  that 
one  must  be  continually  on  the  lookout  for  new 
cases  developing  among  contacts  with  recognized 
and  unrecognized  cases.1  McCoy  states  that 
doubtless  the  time  will  come  when  cases  will  be 
found  clearly  traceable  to  infection  in  New  York 
just  as  was  found  in  Minnesota.5  At  present 
the  situation  in  New  York  State  cannot  be  prop- 
erly evaluated  since  leprosy  is  not  reportable 
and  no  records  are  available. 

The  general  attitude  of  State  health  authorities 
is  that  since  there  is  sufficient  evidence  to  con- 
vince them  that  the  disease  has  never  been  trans- 
mitted within  this  State,  no  specific  restrictive 
regulations  are  necessary. 

In  New  York  City  the  situation  has  been  pre- 
sented by  Dr  John  F.  Mahoney,  Commissioner 
of  Health,  as  follows:10 

“Leprosy  is  a reportable  disease  in  New  York 
City,  as  defined  in  Section  80  of  the  Sanitary 
Code.  An  average  of  5 cases  per  year  is  reported 
to  the  department.  Each  case  is  investigated 
from  a clinical  and  epidemiological  point  of  view, 
and  smears  or  sections  obtained  for  confirmatory 
diagnosis.  At  the  same  time  an  investigation  of 
the  home  is  made  and  all  household  contacts  are 
also  examined. 

“No  unusual  hardships  are  imposed  on  cases  of 
leprosy.  They  are  permitted  to  work  in  all  oc- 
cupations except  that  they  are  discouraged  from 
engaging  in  occupations  in  which  food  is  handled. 
In  spite  of  the  fact  that  contact  with  their  fellow 
men  is  not  limited,  and  in  spite  of  the  fact  that 
more  than  half  have  been  married  and  that  many 
of  them  have  had  children,  no  case  of  leprosy  has 
ever  developed  in  this  city  as  a result  of  contact 
with  a case  of  leprosy.  In  previous  years  new 
cases,  as  they  were  reported,  were  encouraged  to 
go  to  the  leprosarium  at  Carville.  In  recent  years 
patients  have  not  been  urged  to  do  so,  since  it  is  felt 
that  they  can  receive  treatment  in  the  city  ami 
at  the  same  time  carry  on  a useful  occupation 
without  danger  to  themselves  or  risk  to  the  rest 
of  the  community. 

“On  January  1,  1952,  there  were  82  eases  of 
leprosy  under  supervision  of  the  Department  of 
Health  in  the  City  of  New  York.  A tally  of  the 
cases  reported  in  the  past  ten  years  indicates  that 
about  40  per  cent  were  infected  in  the  Caribbean 
area,  about  10  per  cent  in  endemic  areas  in  thp 


United  States  and  the  balance  in  various  parts  of 
Asia,  Europe,  and  Africa.  A few  of  the  cases  re- 
mained in  New  York  City  for  long  periods  of 
time.  Some  have  died  of  other  disease,  some 
have  gone  to  the  leprosarium  at  Carville  and  some 
returned  to  their  place  of  birth.” 

As  far  as  records  show,  only  two  cases  have 
been  discovered  in  New  York  which  by  any  im- 
partial interpretation  of  evidence  might  possibly 
have  been  infected  here.  These  are  as  follows: 

Case  1. — A young  man,  who  had  in  recent  years 
lived  in  New  York  but  whose  earlier  life  had  been 
spent  in  Canada,  was  found  to  have  leprosy.  There 
was  no  history  of  contact  either  in  Canada  or  in  the 
United  States.  Since  that  part  of  Canada  in  which 
this  young  man  had  lived  never  had  been  known 
to  have  produced  a case  of  Hansen’s  disease,  his 
infection  has  tentatively  been  assigned  to  New 
York  with  a full  understanding  that  the  evidence  is 
obviously  unsatisfactory. 

Case  2. — M.  C.,  a male,  aged  thirty-two,  born  in 
New  York  and  living  here  nearly  all  his  life,  was 
found  to  have  lepromatous  leprosy  early  in  1941. 
The  manifestations  were  said  to  have  been  of  four 
months  duration.  Just  prior  to  returning  to  New 
York  where  the  disease  was  detected,  he  had  lived 
in  California,  four  weeks  in  San  Francisco,  and  about 
three  years  in  Los  Angeles.  There  were  no  known 
contacts  either  in  California  or  New  York.  It  is 
known  that  transmission  of  leprosy  in  California  is 
not  common.  This  patient  was  cared  for  by  one  of 
us. 

Obviously  it  is  impossible  to  be  certain  of  the 
source  of  infection  in  either  of  these  two  patients. 

The  apparent  low  communicability  of  leprosy 
in  New  York  is  an  interesting  observation  which 
deserves  special  attention.  In  our  opinion  sev- 
eral factors  play  a role.  The  most  important  is 
that  the  basic  requirements  for  contagion  (an 
“open”  case  in  long  intimate  contact  with  a 
susceptible  individual)  have  not  been  met.  But 
this  situation  is  apparently  changing;  in  recent 
years  we  have  seen  lepromatous  (open)  cases 
coming  from  large  family  groups.  Under  these 
circumstances  the  probability  of  infection  is  pro- 
portionately increased.  Another  factor  is  the 
long  period  of  incubation  which  undoubtedly 
hinders  tracing  of  infections  to  their  source. 

The  period  of  incubation  of  Hansen’s  disease  is 
believed  to  vary  between  six  months  and  twenty 
years  with  an  average  of  two  to  three  years.  Our 
ignorance  of  the  mode  of  infection  and  the  in- 
sidious and  gradual  development  of  symptoms 
make  it  extremely  difficult  to  determine  the  exact 
length  of  the  incubation  period. 

In  addition  to.  this  long  incubation  there  are 
other  factors  which  make  tracing  of  infections 
difficult,  such  as  the  reluctance  shown  by  patients 
to  admit  the  existence  of  the  disease  in  their 
bMiMlies,  lest  they  be  isolated. 
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One  decisive  factor  which  proves  the  conta- 
giousness of  a disease  in  a given  locality  is  dis- 
closure of  a patient  who  develops  the  disease  al- 
though he  has  never  left  that  particular  locality. 
Traveling  has  become  so  common  in  recent  years 
that  it  is  difficult  to  find  anyone  who  has  not  at 
some  time  left  New  York  State,  even  for  a few 
weeks.  If  he  has  visited  an  endemic  area,  the 
tendency  would  be  to  incriminate  that  region  as 
the  source  of  contagion. 


Therapy 

During  the  last  decade  a hopeful  attitude  in  re- 
spect to  the  medical  treatment  of  leprosy  has  been 
effected.  Much  credit  is  due  to  the  work  of  the 
U.S.  Public  Health  Service,  led  and  inspired  by 
the  late  G.  H.  Faget,  who  introduced  the  sulfones. 
After  months  of  discouraging  trials  definite  im- 
provement was  obtained,  first  clinically  and  later 
bacteriologically.  This  led  to  changes  in  the 
public  health  concept  so  that  at  present  there  is  a 
tendency  to  decentralize  treatment,  making 
hospitalization  unnecessary  and  allowing  in- 
dividuals to  be  cared  for  as  outpatients. 

The  three  drugs  of  the  sulfone  group  used  most 
frequently  are  Promin,  Diasone,  and  sulphetrone. 
Promin  is  given  intravenously  in  an  initial  dose 
of  2 Gm.  in  a 5 cc.  solution  daily.  Using  the 
same  dilution  the  dose  is  gradually  increased,  1 cc. 
daily,  until  a dose  of  12.5  cc.  (5  Gm.)  is  reached. 
It  is  given  for  one  to  three  months,  followed  by 
rest  periods. 

Diasone  is  given  orally.  The  recommended 
dosage  is  as  follows:  during  first  week  one  0.3- 
Gm.  tablet  daily  for  six  days  with  one  day  rest. 
This  dose  may  be  gradually  increased,  if  tolerated, 
to  six  tablets  daily. 

Sulphetrone  is  also  given  orally.  The  recom- 
mended dosage  is  0.5  Gm.,  three  times  daily. 
This  may  be  increased  to  6 Gm. 

It  should  be  remembered  that  all  sulfone  drugs 
are  potentially  hemotoxic  and  prone  to  cause 
agranulocytosis.  Iron,  vitamin  B,  and  crude 
liver  extract  should  accompany  all  medication, 
and  appropriate  rest  periods  should  be  prescribed. 

In  certain  stages  of  the  disease  sulfone  ther- 
apy may  cause  exacerbation  of  symptoms.  We 
have  recently  seen,  patients  in  whom  the  disease 
was  aggravated  by  medication  because  the  dos- 
age was  not  properly  individualized.  In  our 
opinion  cautious  administration  of  these  drugs 
with  slow  gradual  increase  in  dosage  is  more  bene- 
ficial than  too  rigid  schedules  with  high  dosages. 

Recently  newer  drugs  have  been  found  effec- 
tive, and  still  others  are  in  the  process  of  investi- 
gation. Diaminodiphenyl  sulfone,  also  called 
D.D.S.,  the  so-called  “mother  substance”  of  the 
sulfone  drugs,  has  been  used.  Lowe  found  that 


other  sulfones.11  This  may  be  given  either  200 
mg.  six  times  a week  or  300  mg.  three  times 
weekly  to  a weekly  maximum  of  about  1 Gm. 

Wade  states  that  D.D.S.  is  not  as  widely  avail- 
able as  might  be  expected.12  It  is  manufactured 
in  England  under  the  trade  name  of  Avlosulfone. 
In  France  it  is  sold  under  the  name  of  Diphone. 
In  the  United  States  it  is  apparently  difficult  to 
obtain.  Kellersberger  has  found  it  much  less 
expensive  than  other  sulfones.11  The  treatment 
may  cost  one  dollar  per  year  per  patient  as  com- 
pared with  thirty  dollars  for  other  sulfones. 

Among  the  medications  now  being  studied  are 
the  hydrazine  derivatives  of  isonicotinic  acid, 
which  have  been  found  so  useful  in  tuberculosis. 
The  close  resemblance  between  this  disease  and 
leprosy  is  a reasonable  indication  for  their  trial. 
Not  enough  clinical  data  are  yet  available  to  draw 
conclusions  as  to  their  value. 


Comments  and  Conclusion 

It  has  already  been  shown  that  the  contagious- 
ness of  leprosy  depends  basically  on  the  presence 
of  an  open  case,  a susceptible  individual,  usually 
a child,  and  on  the  close,  frequent  contact  be- 
tween both.  In  our  opinion,  under  these  con- 
ditions leprosy  may  be  contracted  anywhere. 
This  concept  is  also  shared  by  well-known  leprolo- 
gists  such  as  Kellersberger,  Badger,  and  others. 
The  secondary  factors  of  climate,  food,  etc.,  play 
a minimal  role  in  the  epidemiology. 

The  number  of  reported  cases  in  New  York 
City  at  the  present  time  is  32.  Most  leprologists 
agree  that  for  each  reported  patient  there  are  at 
least  three  unreported  or  undiagnosed.  This 
would  bring  the  estimated  number  of  patients 
to  well  over  100.  Although  we  cannot  prove  it 
statistically,  we  are  of  the  impression  that  the 
number  of  cases  of  leprosy  in  New  York  State  has 
materially  increased  in  recent  years. 

Because  of  the  prevalent  idea  that  leprosy  is 
not  communicable  in  this  State  and  that  the  dis- 
ease does  not  even  exist  here,  the  diagnosis  is 
often  missed.  Many  cases  are  discovered  be- 
cause lepromatous  leprosy  gives  a false  positive 
Wassermann  test.  This  brings  the  patient  under 
medical  supervision,  often  with  a mistaken  diag- 
nosis of  syphilis.  We  have  seen  patients  with 
typical  paresthetic  changes  of  the  hands  treated 
by  neurologists  and  others  with  perforating 
trophic  ulcers  of  the  sole  treated  by  chiropodists. 

A wider  dissemination  of  knowledge  of  the 
common  features  of  the  disease  among  practi- 
tioners and  specialists  and  realization  that  it 
may  be  present  in  patients  in  their  locality  should 
facilitate  an  accurate  diagnosis  in  many  instances. 

Another  important  factor  in  the  epidemiologic 
study  is  the  recent  trend  in  immigration.  In  the 
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shifted,  and  New  York  has  received  large  groups, 
many  from  Russia,  Eastern  Mediterranean  coun- 
tries, Puerto  Rico,  and  other  endemic  areas. 
Since  most  of  these  groups  live  in  New  York 
City,  in  overcrowded  quarters,  it  is  not  un- 
likely that  open  cases  may  continue  to  spread  the 
disease  to  those  with  whom  they  come  in  intimate 
contact.  In  recent  years  housing  conditions  in 
certain  sections  of  New  York  City  have  been  far 
from  satisfactory.  It  is,  therefore,  not  uncom- 
mon to  find  a family  with  several  children  living 
in  one  or  two  rooms.  In  fact,  sometimes  more 
than  one  family  may  occupy  one  room  or  one  bed. 

In  addition,  there  has  been  added  another 
source  of  patients  with  Hansen’s  disease.  This 
consists  of  individuals  discharged  as  “arrested” 
from  the  National  Leprosarium  at  Carville. 
New  York  is  a haven  for  these  individuals  since 
no  restrictions  are  placed  upon  their  habits.  In 
recent  years  many  have  been  discharged  to  this 
State.  While  these  are  all  bacteriologically 
negative  and  noninfectious  on  discharge,  there  is 
no  reason  to  assume  that  they  will  remain  so  in- 
definitely, especially  if  they  reside  under  social 
conditions  predisposing  to  relapse  and  trans- 
mission of  the  disease  and  do  not  remain  under 
medical  supervision. 

In  view  of  these  changing  conditions  and  since 
there  is  no  scientific  basis  for  the  assumption  that 
leprosy  cannot  be  acquired  in  New  York,  we  must 
assume  that  it  may  be  contracted  in  this  State. 
Measures  should  be  taken  to  prevent  such  an 
occurrence.  The  “it  can’t  happen  here”  atti- 
tude should  be  changed  to  one  of  cautious  alert- 
ness with  minimal  supervision.  This  opinion  is 
also  shared  by  the  Advisory  Medical  Board  of  the 
Leonard  Wood  Memorial  and  the  American 
Leprosy  Missions.  It  should  be  emphasized, 
however,  that  we  believe  that  the  danger  of  real 
epidemics  starting  in  this  locality  is  nonexistent. 
This  should  be  clearly  understood  because  of  the 
well-known  prejudice  against  the  disease. 

It  is  our  conviction  that  an  attitude  of  cautious 
alertness  on  the  part  of  health  authorities  will 
benefit  the  patient  himself.  His  cooperation 
should  be  easily  obtained  as  soon  as  he  realizes 
that  the  measures  taken  are  for  his  personal 
benefit. 

The  only  restriction  which  the  city  authorities 
recommend  is  that  patients  be  discouraged 
from  occupations  in  which  food  is  handled. 
On  general  principles  this  is  a good  practice, 
although  the  possibility  of  transmission  by  food  is 
extremely  remote.  Those  who  handle  food,  such 
as  cooks,  frequently  come  in  intimate  con- 
tact with  people;  for  this  reason  the  pro- 
hibition is  made.  Similar  restriction  should  be 
extended  to  domestics  and  those  in  other  occupa- 
tions which  necessitate  close  contact  with  chil- 
dren. 


The  efforts  of  the  city  authorities,  however,  are 
frustrated  by  lack  of  regulations  in  the  rest  of  the 
State.  Any  patient  desiring  to  work  in  New  York 
City  and  still  avoid  the  minimal  regulations 
regarding  his  disease  can  do  this  simply  by  living 
outside  the  city  limits. 

Recommendations 

1.  Leprosy  should  be  made  a reportable 
disease  in  New  York  State.  Careful  records  of 
the  clinical  picture,  biopsies,  smears,  lepromin 
tests,  etc.,  should  be  kept  in  each  case. 

2.  Patients  should  be  required  to  report  for 
medical  treatment  to  a physician.  In  the  event 
that  the  physician  selected  by  the  patient  is  not 
acquainted  with  the  modern  concept  of  leprosy, 
he  should  avail  himself  of  the  facilities  of  con- 
sultants at  State  expense. 

3.  Periodic  examination  of  the  patient  by 
health  authorities  should  be  made  semiannually. 

4.  The  environment,  living  conditions,  and 
members  of  the  family  of  the  patient  should  be 
examined  by  the  health  authorities  when  the  case 
is  reported  and  a periodic  check  made  annually. 

5.  Distinction  should  be  made  between 
“open”  and  “closed”  cases,  but  in  all  cases  the 
advisability  of  the  patient’s  having  his  own  room 
and  avoiding  contact  with  small  children  should 
be  emphasized. 

6.  The  patients,  especially  “closed”  cases, 
should  be  authorized  to  engage  in  any  activity 
with  the  exception  of  the  handling  of  food  and 
those  occupations  which  would  bring  him  into 
close  contact  with  children. 

7.  The  personnel  which  would  come  in  con- 
tact with  the  patient  should  be  carefully  selected 
The  patient  should  be  made  to  understand  that 
any  precautions  taken  are  for  his  benefit  and 
for  that  of  his  family. 

8.  It  should  be  emphasized  that  with  modern 
medications,  hospitalization  at  Carville  is  neither 
necessary  nor  even  desirable  and  that  treatment 
may  be  given  with  a minimum  of  inconvenience 
in  the  patient’s  own  locality. 

9.  For  those  patients  who  are  unable  to 
pay,  medication  should  be  provided  by  the  State 
to  the  physician,  as  is  done  in  the  case  of  other 
contagious  diseases. 

10.  The  knowledge  of  the  common  features 
of  the  disease  should  be  disseminated  among 
practitioners  and  specialists  of  New  York  State. 

3 East  69th  Street 
104  East  40th  Street 
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Discussion 

Eugene  F.  Traub,  M.D.,  New  York  City. — Drs. 
Canizares  and  Combes  have  presented  an  excellent 
and  timely  review  of  the  known  historical  and  sta- 
tistical facts  of  the  disease  over  the  centuries.  Their 
paper  is  timely  because  time  and  space  have  changed 
so  rapidly  in  recent  years  that  diseases  are  brought 
to  us  from  all  parts  of  the  world  by  planes  and  fast 
ships.  Our  city  has  grouped  many  of  these  people 
into  crowded  districts,  often  with  poor  hygienic  sur- 
roundings, and  they  in  turn  mingle  with  others  in 
crowded  subways,  trains,  theaters,  etc.  Certainly 
the  opportunity  for  communication  and  infection  is 
provided.  The  burden  of  their  message  is  that 
leprosy  is  an  infectious  and  communicable  disease 
and  that  there  is  no  reason  why  it  could  not  originate 
in  New  York  State  or  City.  With  this  theory  I 
agree,  but  what  evidence  is  presented  that  it  may 
have  occurred  to  date?  Two  and  only  two  of  the 
numerous  cases  picked  up  in  New  York  over  the 
years  could  possibly  be  suspected,  by  any  impartial 
interpretation  of  evidence,  of  having  been  infected 
here.  The  authors  cite  Case  1,  a young  man  who 
had  lived  all  but  his  few  recent  years  in  Canada,  and 
Case  2,  a man  born  in  New  York  who  had  resided 
in  California  for  somewhat  over  three  years  and 
whose  leprosy  was  discovered  four  months  after 
his  return  to  New  York.  One  might  theorize  in- 
definitely over  two  such  cases,  but  I believe  we  would 
all  have  to  agree  that  neither  would  these  cases 
carry  conviction  in  a court  of  law  nor  would  health 
authorities  take  action  without  more  valid  evidence. 

This  brings  me  to  the  vital  and  still  unsolved  prob- 
lem of  the  mode  of  transmission  of  leprosy  and  the 
question  of  whether  the  Hansen  bacillus  is  the  sole 
causative  factor  in  leprosy.  As  the  authors  have 
stated,  there  seems  to  be  but  little  doubt  that  the 
vast  majority  of  cases  of  leprosy  originate  in  earliest 
infancy.  All  of  us,  of  course,  have  seen  cases  we 
believed  were  acquired  in  adult  life.  In  fact,  most 
of  the  cases  we  see  in  New  York  appear  to  have 
been  so  acquired,  but  that  is  not  the  case  in  endemic 
areas.  Here  the  most  important  eradication  measure 
is  the  protection  of  the  newborn  child  or  infant. 
Where  this  is  done,  the  disease  can  gradually  be 
stamped  out  or  reduced  to  rare  sporadic  cases. 

Despite  the  discovery  by  Hansen  in  1871  of  the 
microbe  Bacterium  lepra,  the  various  Koch  postu- 
lates have  never  been  fulfilled,  and  the  exact  mode 
of  transmission  of  the  disease  is  still  debatable. 
Some  doubt  has  even  been  thrown  on  the  role  of  the 
Hansen  bacillus  as  the  cause  of  leprosy.  One  of  the 
leading  exponents  of  the  theory  that  the  infective 
organism  of  leprosy  is  a form  of  virus  is  Dr.  Christo- 


bal  Manalang.“  Unfortunately,  not  too  much  is 
known  of  the  virus,  if  such  a virus  actually  exists, 
and  it  has  been  thought  that  possibly  the  virus  may 
be  a stage  in  the  life  cycle  of  the  Hansen  bacillus. 
The  fact  that  in  many  early  or  beginning  leprotic 
lesions  and  in  many  of  the  so-called  tuberculoid 
lesions  of  leprosy  the  Hansen  bacillus  is  constantly 
absent  is  difficult  to  explain  if  the  tissue  changes 
and  effects  are  due  to  the  organism.  Of  course  we 
know  that  the  tubercle  bacillus  cannot  always  be 
found  in  tuberculous  lesions  and  that  in  late  syph- 
ilitic gummata  it  is  difficult  to  find  spirochetes. 
Manalang  has  claimed  that  the  virus  is  carried  with 
the  sweat  and  that  inoculation  takes  place  through 
the  pores  of  the  skin  by  means  of  this  sweat-laden 
virus  of  the  leper.  This  he  claims  is  the  explana- 
tion of  the  high  incidence  of  alopecia  leprotica 
among  the  Japanese  lepers,  500  per  1,000,  as 
compared  with  the  incidence  among  lepers  from 
other  countries  where  only  3.2  per  1,000  show  alo- 
pecia leprotica.  The  Shinto  custom  demands  the 
shaving  of  the  heads  of  Japanese  infants  at  the  age 
of  one  hundred  days  in  a universal  Shinto  ceremony 
corresponding  to  christening. 

The  possible  role  of  vectors,  in  my  opinion,  has 
not  been  sufficiently  or  thoroughly  investigated. 
True,  mosquitoes,  bedbugs,  fleas,  and  flies  have  all 
been  suspected,  but  perhaps  some  other  insect  or 
mite  is  responsible.  Certain  types  of  food  and  fish 
have  also  been  suspected  of  having  something  to  do 
with  transmission  of  the  disease,  but  all  of  these 
beliefs  have  been  disproved  by  scientific  tests.  Sur- 
prisingly enough,  spouses  of  lepers  apparently  seldom 
become  infected.  Among  lepers  admitted  to  the 
various  leprosaria  in  the  Philippines,  a little  less 
than  one  half  were  married,  yet  in  only  a very  few" 
cases  were  both  spouses  found  to  have  been  lepers, 
and  in  those  few  cases,  both  spouses  invariably  gave 
a history  of  leprosy  in  the  family.  In  the  Culion 
Leper  Colony  of  the  Philippines,  intermarriage 
among  the  lepers  is  permitted,  and  before  World 
War  II,  the  birth  rate  ranged  from  100  to  130 
yearly. b These  children  were  not  separated  from 
their  leper  parents  earlier  than  six  months  after 
birth,  and  many  were  separated  as  late  as  one  to  two 
years  after  birth.  These  children  had  been  under 
observation  since  birth  by  competent  leprologists, 
and  it  was  found  that  50  per  cent  of  the  children 
had  developed  leprosy  before  the  age  of  five  years 
and  85  per  cent  before  the  age  of  twenty  years. 
These  statistics  have  been  essentially  confirmed  by 
observations  in  India,  Egypt,  Africa,  and  elsew’here. 
The  control  of  the  leper  problem,  therefore,  seems 
to  have  been  well  enunciated  by  Ryre  who  stated, 
“If  we  left  lepers  alone  and  instead  took  all  their 
children  away,  we  might  be  able  to  control  leprosy 
much  quicker  than  at  present.”0  The  susceptibil- 
ity of  adults  to  infection,  despite  the  many  recorded 
cases  that  appear  to  suggest  this,  is  still  not  satis- 
factorily established.  Many  of  you  may  recall  a 
missionary  who  presumably  had  spent  his  life  in 
nonleprous  areas  until  adult  life  but  developed  the 
disease  thirteen  years  after  his  return  to  the  United 
States.  Father  Damien,  who  worked  among  the 
lepers  of  Molokai,  is  another  of  the  classic  cases  in 
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the  literature,  as  well  as  the  oft-repeated  story  of  the 
two  American  Marines,  who  had  been  tattooed,  pre- 
sumably by  a leper,  and  who  developed  their  first 
lesions  at  the  site  of  the  tattoo  marks.  It  has  been 
pointed  out  by  Manalang  that  in  the  case  of  the 
tattooed  Marines,  no  thorough  or  careful  study  had 
been  made  to  determine  whether  they  could  have  or 
had  acquired  leprosy  at  a previous  date  or  whether 
the  tatooing  was  merely  the  trauma  that  induced 
the  site  of  the  lepromata,  as  in  the  production  of  a 
syphilitic  gumma  following  trauma.  Some  145  at- 
tempts have  been  made  to  infect  adult  human  beings 
by  direct  inoculation  of  supposedly  living  lepra 
bacilli  taken  directly  from  diseased  tissue.  All  of 
these  attempts  failed  with  the  possible  exception  of 
one  performed  by  Arning  on  a convict,  Keanu,  who 
developed  evidence  of  the  disease  in  the  vicinity  of 
the  site  of  inoculation.  Darier  stated  that  this  case 
“leaves  little  room  for  doubt,”  but  it  was  later  shown 
that  Keanu  had  a son  and  a relative  confined  in  a 
leprosarium  when  the  experiment  was  performed 
so  that  there  is  considerable  question  as  to  when  he 
was  actually  infected. d 

It  is  apparent,  therefore,  that  when  many,  if  not 
most,  of  the  cases  of  leprosy  acquired  in  adult  life 
are  carefully  weighed,  proof  of  exact  time  or  mode  of 
inoculation  is  actually  lacking.  This  is  undoubtedly 
due  to  two  main  factors: 

1.  The  tremendous  variation  in  time  of  incuba- 
tion that  has  been  observed,  ranging  from  a few 
months  up  to  twenty  or  more  years. 

2.  The  fact  that  observers  have  been  careless  in 
accepting  histories  or  have  jumped  to  conclusions 
that  inoculation  occurred  at  some  specific  date  or 
following  some  special  event,  whereas  investigation 
of  the  possibility  of  an  earlier  infection  was  not  en- 
tertained. An  excellent  example  of  this  was  the 
classic  and  originally  accepted  experimental  case  of 
the  prisoner  Keanu.  Arning’s  experiment  in  this 
case  lost  all  validity  on  the  discovery  that  both  a son 
and  relative  of  his  subject  were  in  leprosaria  at  the 
time  he  was  assumed  to  be  a nonleper  and  used  for 
experimentation. 

In  view,  therefore,  of  the  fact  that  (1)  we  are 
certain  only  that  leprosy  is  readily  transmitted  in 
infancy  or  early  childhood  in  endemic  areas;  (2) 
in  nonendemic  areas  such  as  New  York,  leprosy  has 
apparently  not  been  transmitted  to  adults  or,  for 
that  matter,  even  to  children  up  to  this  date;  (3) 
the  mode  of  transmission  is  still  not  finally  estab- 
lished, and  (4)  the  pure  role  of  the  Hansen  bacillus 
has  even  been  questioned  by  some,  we  have  really 
very  little  to  justify  special  public  health  recommen- 
dations. In  our  clinics  at  Metropolitan  and  Flower 
and  Fifth  Avenue  Hospitals,  where  we  see  many 
Puerto  Ricans  living  practically  in  slum  conditions 
with  cases  of  leprosy  known  to  exist,  since  we  have 
seen  them  in  the  clinic,  we  have  not  yet  seen  a case 
originating  here. 

Therefore,  my  recommendations  would  be  as  fol- 
lows: 

1.  Leprosy  should  be  made  a reportable  disease 
in  New  York  State. 

2.  Facilities  for  treatment  of  lepers  should  be 
made  available  as  is  done  for  syphilitics. 

3.  Lepers  should  not  be  permitted  intimate  con- 


tact with  infants  or  children  in  any  occupations  such 
as  teachers,  nurses,  maids,  etc. 

4.  Children  born  of  a leprous  parent  should  im- 
mediately be  removed  from  their  (intimate)  care. 

5.  As  a matter  of  esthetics,  both  “open”  and 
“closed”  cases  should  not  be  permitted  to  be  food 
handlers  of  any  type. 

a Manalang,  Christobal:  Monthly  Bulletin  of  the  Bureau 
of  Health,  (Mar.- Apr.,  July-Aug.)  1948. 

b Lora,  C.  B.:  ibid.  (Mar.-Apr.)  1948. 

o Ryre,  R.:  Leprosy  Rev.  10:  125  (1938). 

d Darier,  J. : Textbook  of  Dermatology,  Philadelphia. 

Lea  & Febiger,  1920,  p.  578. 

Howard  Fox,  M.D.,  New  York  City. — As  far  as  I 
am  aware,  there  is  no  proved  case  of  infection  with 
leprosy  in  New  York.  In  reference  to  the  two  cases 
quoted  by  the  essayists,  I agree  with  them  that  it  is 
obviously  impossible  to  be  certain  of  the  source  of 
infection  in  either  patient. 

In  1925,  before  the  Atlantic  Dermatologic  Confer- 
ence, Dr.  Maloney  and  I reported  the  cases  of  Mr. 
and  Mrs.  K.  who  had  come  to  this  country  from 
Courland,  Russia,  twenty-six  years  before.  The 
wife  developed  a classic  type  of  lepromatous  leprosy 
with  an  incubation  period  of  about  fourteen  years. 
The  husband  showed  the  first  signs  of  the  tuberculoid 
type  of  the  disease  in  1923.  The  wife  was  a patient 
in  Bellevue  Hospital  later.  Some  years  ago,  the 
Department  of  Health  quoted  this  case  as  a possible 
one  originating  in  New  York.  Neither  the  husband 
nor  the  wife  had  ever  been  away  from  New  York 
since  coming  from  Russia.  If  the  disease  had  been 
contracted  in  Russia,  the  incubation  period  would 
have  been  long  but  within  known  limits.  Against 
the  possibility  of  infection  from  his  wife  is  the  fact 
that  the  disease  is  not  often  conveyed  from  one  of  a 
married  couple  to  the  other. 

The  essayists  kindly  quoted  my  statement  of 
having  examined  30  cases  of  leprosy  in  New  York 
City  in  the  space  of  one  year.  I was  then  taking 
specimens  of  blood  for  the  Wassermann  test.  My 
statement  about  50  cases  at  that  time  in  New  York 
City  was  merely  a guess. 

Dr.  Kellersberger  said  in  a letter  to  a colleague 
that  a debilitating  climate,  especially  with  humid- 
ity, favors  the  spread  of  the  disease,  and  a cold  cli- 
mate tends  to  check  it,  a statement  with  which  I 
agree.  He  added  that  in  the  tropics  there  are  many 
other  factors,  such  as  crowding,  poor  housing,  pov- 
erty, malnutrition,  ignorance,  and  concurrent  dis- 
eases which  enter  into  the  picture.  All  of  these 
conditions  exist  in  the  slums  of  our  city,  but  for  some 
unknown  reason,  unless  it  is  the  climate,  the  disease 
has  not  spread  in  this  State. 

While  I have  seen  several  thousand  cases  of  lep- 
rosy during  my  travels,  I learned  the  most  about  the 
disease  when  I had  17  cases  under  my  care  for  a 
year  and  ten  new  cases  in  the  following  year  in  my 
service  at  the  Riverside  Hospital. 

Frederick  Reiss,  M.D.,  New  York  City. — The 
paper  read  by  Drs.  Canizares  and  Combes  presents 
many  interesting  and  challenging  aspects,  but  I 
would  like  only  to  discuss  shortly  the  patient,  a 
Puerto  Rican  male,  twenty-seven  years  of  age,  born 
in  New  York,  whom  I observed  recently  at  Monte- 
fiore  Hospital. 
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He  was  employed  for  the  last  seven  years  as  a 
hospital  attendant,  and  he  was  hospitalized  on  ac- 
count of  a nephritis.  I was  called  in  consultation 
because  the  family  history  revealed  that  his  mother 
had  died  of  leprosy  when  he  was  seven  years  old. 
Up  to  his  third  year,  he  lived  with  his  mother  in  New 
York,  after  which  he  spent  one  year  in  Puerto  Rico. 
At  the  time  of  the  examination,  there  was  neither 
cutaneous  nor  neural  involvement  suggestive  of 
leprosy,  except  infiltrated  ear  lobules.  Incision- 
scrapings  from  the  ear  lobes  revealed  numerous 
acid-fast  bacilli.  In  addition,  a biopsy  which  was 
done  about  a year  ago  from  a cutaneous  lesion  of  the 
right  arm  was  re-examined  for  acid-fast  bacilli.  The 
section  showed  lepromatous  changes  with  numerous 
acid-fast  organisms. 

I There  are  two  features  which  merit  a few  short 
remarks.  Did  this  patient  acquire  leprosy  in  New 
York  or  while  he  was  in  Puerto  Rico?  From  past 
experience,  we  suspect  that  the  first  five  years  is 
the  most  susceptible  period  of  contracting  leprosy. 
It  is  therefore  likely  that  the  patient  contracted  this 
disease  during  the  first  three  years  living  in  close  con- 
tact with  his  mother  in  New  York.  On  the  other 
hand,  one  cannot  with  any  certainty  exclude  the 
possibility  that  infection  took  place  during  his  stay 
in  Puerto  Rico;  this,  however,  seems  highly  improb- 
able. The  other  remarkable  point  is  that  appar- 
ently most  of  his  lesions  have  disappeared;  the  only 
present  evidence  is  the  enlarged  and  infiltrated  ear 
lobules.  This  region  is  considered  by  many  leprol- 
ogists  the  “reservoir”  of  leprosy  bacilli.  The  spon- 
taneous disappearance  of  the  lesions  reminds  me  of 
the  experiments  conducted  at  the  Molokai  Lepro- 
sarium where  a number  of  patients  were  treated  with 
chaulmoogra  oil  and  a similar  number  given  only  a 
high-protein  and  high-vitamin  diet.  At  the  comple- 
tion of  this  experiment,  the  therapeutic  results  were 
almost  similar.  It  is,  therefore,  conceivable  that 
this  patient’s  improvement  is  mainly  due  to  the  good 
hygiene  and  the  nutrition  which  he  followed. 

E.  R.  Kellersberger,  M.D.,  New  York  City. — 
The  authors  of  this  paper  are  to  be  congratulated 
highly,  having  presented  to  us  one  of  the  most  prac- 
tical discussions  on  leprosy  in  this  country  that  I 
have  ever  read.  As  a whole,  I concur  completely 
with  their  recommendations.  They  have  brought 
to  the  forefront  the  subject  that  by  many  is  not 
considered  important,  but  one  which  is  connected 
with  more  suffering  and  tragedy  than  any  disease 
in  the  world. 

My  experience  around  the  world  with  leprosy  for 
some  twenty-five  years,  with  several  hundred  colo- 
nies and  over  100,000  cases  of  this  disease,  makes  me 
state  frankly  that,  given  certain  conditions,  it  is 
possible  to  get  leprosy  anywhere.  Such  conditions 
exist  here  in  New  York  City.  There  are  at  the  pres- 
ent time  some  early  cases  of  leprosy  developing  in 
this  city.  The  theory  that  “it  can’t  happen  here” 
is  no  longer  tenable.  This  paper  fully  brings  out 
the  changed  conditions  in  which  we  now  live,  not 
only  in  this  city  but  in  the  whole  world.  We  are 
not  alarmists  but  realists.  No  one  ever  expects 
that  there  will  be  an  “epidemic”  of  leprosy  in  this 
I city,  but  indifference  to  an  acceptance  of  this  dis- 


ease and  its  terrible  potentials  is  inexcusable.  As 
stated  by  the  authors,  we  must  be  “alert”  to  these 
conditions.  Leprosy  is  an  insidious  and  very  chronic 
disease  that  must  be  studied  not  in  years  but  in 
decades.  It  is  a body  and  soul-destroying  disease. 
To  state  that  there  is  a “prejudice”  against  the 
disease  is  putting  it  mildly.  My  paper,  “The  Social 
Stigma  of  Leprosy,”  read  before  the  New  York 
Academy  of  Sciences  in  November,  1951,  gives  a 
picture  of  this  attitude  which  has  existed  for  5,000 
years  since  the  time  when  in  China  and  India  leprosy 
was  considered  not  a disease  but  a curse  of  the  gods. 
Leprosy  is  mostly  a disease  of  childhood  and  can  very 
easily  be  prevented. 

There  are  32  cases  now  under  treatment  in  this 
city.  According  to  Dr.  Ernest  Muir  this  should  be 
multiplied  by  four.  We  can,  therefore,  state  that 
with  the  present  influx  for  the  last  five  or  more  years 
of  perhaps  three-quarters  of  a million  of  people  from 
endemic  areas,  there  may  be  200  or  more  cases  of 
leprosy  in  this  city.  There  are  areas  in  this  city 
where  “hotbeds”  are  common  and  conditions  are 
ideal  for  the  spread  of  this  disease.  A few  years  ago 
Dr.  Henry  Meleney  invited  me  to  speak  on  a case  of 
leprosy  in  Bellevue  Hospital.  An  elderly  Puerto  Rican 
woman  with  a fully  developed  lepromatous  case  of 
leprosy  had  been  living  in  this  city  for  over  two  years 
with  her  son  and  his  family.  She  came  to  the  clinic 
for  another  ailment  and  only  accidentally  was  spotted 
as  a case  of  leprosy.  In  the  discussion,  I main- 
tained that  if  every  contact  of  this  case  were  ex- 
amined in  the  next  ten,  fifteen,  or  twenty  years,  there 
would  be  a strong  possibility  that  new  cases  would 
be  found  to  be  developing  from  this  virulent  case. 
There  are  undoubtedly  other  similar  cases  in  this 
city. 

The  recommendations  of  the  authors  of  this  paper 
should  be  studied  carefully  and  adopted.  There 
should  be  a practical  education  of  medical  men  and 
city  and  government  officials  along  this  line.  The 
American  Leprosy  Missions  deals  constantly  with 
tragic  problem  cases  that  are  still  the  pariahs  of 
society,  even  though  then  disease  is  arrested  and, 
we  believe,  in  some  cases  cured. 

The  definite  action  of  the  sulfones  in  arresting 
the  progress  of  the  lepromatous  cases  especially  and 
also  in  helping  other  types  of  the  disease  has  given 
us  a new  approach  which  will  finally  do  away  with 
very  expensive  institutional  isolation  which,  after 
all,  does  not  solve  the  problem  of  leprosy.  Careful 
diagnosis,  confidential  treatment,  and  follow-up 
study  of  cases  in  this  city  will  result  in  confidence 
on  the  part  of  those  who  have  the  disease  and  will 
help  us  to  attack  it  earlier  and  finally  to  eradicate  it. 
Dr.  Muir  recommends  protective  sulfone  therapy 
for  those  who  are  exposed,  especially  children. 

Finally,  a word  about  the  use  of  the  word  “leper.” 
Another  esteemed  colleague  used  this  word  repeats 
edly  in  the  discussions  this  morning.  It  took  us 
some  years  to  have  our  name  changed  from  “Amer- 
ican Mission  to  Lepers”  to  that  of  “American  Lep- 
rosy Missions.”  The  American  Medical  Association 
has  ruled  against  the  use  of  this  word  in  medical 
literature.  At  Havana  it  was  decided  not  to  aban- 
don the  word  “leprosy”  as  a scientific  term,  but  the 


2132 


C AN  I Z ARES  AND  COMBES 


[N.  Y.  State  J.  M. 


word  “Hansen’s  Disease’’  is  a synonym  and  can  be 
used  wherever  desired.  It  has  been  officially 
adopted  as  such  by  the  American  Medical  Associa- 
tion. 


Frank  C.  Combes,  M.D.,  ( Closing  Remarks) — 
I wish  to  thank  the  discussants  for  their  excellent 
suggestions  and  criticisms.  I agree  with  everything 
Dr.  Traub  has  said  and  wish  to  thank  him  also  for 
his  generous  treatment  of  this  controversial  subject. 

Because  of  the  limitations  of  time  I do  not  think 
that  we  stressed  or  elaborated  sufficiently  some  of  the 
points  mentioned.  Our  purpose  in  recommending 
the  reporting  of  Hansen’s  disease  in  New  York 
State  was  to  obtain  available  statistics  for  better 
study  of  its  epidemiology  and  pathogenesis.  What 
are  the  basic  requirements  for  contagion?  If  they 
consist  of  poor  hygiene,  malnutrition,  congestion, 
dirt,  and  a low  standard  of  living,  certainly  in  certain 
sections  of  New  York  these  conditions  exist.  I, 
personally,  doubt  that  these  factors  are  important. 
I know  many  victims  of  the  disease  who  come  from 
the  best  of  economic  strata.  Manalang  of  the 
Philippines  says  that  statistics  there  show  that 
malnutrition  bears  no  relationship  and  that  the 
presence  of  no  other  disease  in  an  individual  predis- 
poses him  to  infection  with  Hansen’s  disease.11 
Furthermore,  he  thinks  that  almost  all  infections 
occur  in  infancy.  The  average  age  of  appearance  of 
clinical  Hansen’s  disease  in  Manila  is  about  twelve 
years.  It  is  more  common  in  men  (1: 1.6). 


It  is  unfortunate  that  in  the  large  cities  of  the 
temperate  zone  where  facilities  are  available  for 
study  of  the  disease,  there  are  but  few  patients 
available,  whereas  in  those  portions  of  the  world 
where  the  disease  is  prevalent,  few  or  no  facilities  for 
study  are  available. 

One  of  the  first  factors  to  be  determined  is  the 
portal  of  entry  of  the  mycobacterium  and  the  incu- 
bation period  of  the  disease.  Elliot  has  shown 
that  the  first  detectable  evidence  of  the  disease  is 
beading  of  the  corneal  nerves  in  the  temporal  quad- 
rants.11 This  may  be  seen  under  slit-lamp  examina- 
tion many  years  before  other  evidence  of  the  disease 
is  apparent.  He  thinks  the  incubation  period  is  not 
unusually  long  and  that  if  slit-lamp  examinations 
were  made  in  endemic  areas,  many  previously  un- 
detected cases  would  be  disclosed. 

A word  or  so  about  the  prevalence  of  the  disease 
in  New  York.  First,  there  has  never  been  a proved 
instance  of  anyone’s  having  contracted  the  disease 
here.  The  increase  in  cases  in  New  York  City  is 
due  to  the  large  Puerto  Rican  immigration.  The 
health  authorities  of  that  island  estimate  that  there 
should  be  somewhat  in  excess  of  60  cases  in  New 
York’s  Puerto  Rican  population.  If  that  is  true, 
the  health  department  statistics  do  not  reflect  it. 
According  to  available  records,  the  number  of  cases 
imported  from  all  states  and  from  all  parts  of  the 
world  does  not  exceed  35. 

a Manalang,  C.:  Personal  communication. 

b Elliot,  D.  C.:  Ann.  New  York  Acad.  Sc.  54:  84  (Mar 

30)  1951. 


COURSE  OF  HEART  DISEASE  USUALLY  NOT  AFFECTED  BY  CONTINUED  EMPLOYMENT 


Continued  employment  when  great  physical  en- 
ergy is  not  required  usually  does  not  have  an  ad- 
verse effect  on  the  course  of  heart  disease,  it  was 
stated  in  the  Archives  of  Industrial  Hygiene  and  Oc- 
cupational Medicine.  This  opinion  was  expressed 
by  Drs.  Leonard  J.  Goldwater,  Lewis  H.  Bronstein, 
and  Beatrice  Kresky,  all  associated  with  the  Adult 
Cardiac  Clinic,  Bellevue  Hospital,  following  a study 
of  580  heart  disease  patients,  469  (81  per  cent)  of 
whom  engaged  in  some  form  of  useful  employment 
following  the  discovery  of  heart  disease.  The  re- 
maining 111  persons  (19  per  cent)  studied  ceased 
working  entirely. 

“Employment  did  not  appear  to  cause  any  deteri- 
oration in  functional  and  therapeutic  classification, 
there  being  no  change  in  about  half  the  patients  in 
both  the  working  and  the  nonworking  group  during 
the  years  they  attended  the  clinic,”  the  doctors 
stated.  “The  functional  and  therapeutic  classifica- 
tion became  worse  in  25  per  cent  of  the  employed  pa- 
tients, compared  with  29  per  cent  of  those  who  re- 
mained unemployed.  In  the  latter  group,  the  older 
individuals  showed  the  greatest  diminution  of  car- 
diac capacity  suggesting  that  age,  rather  than  em- 
ployment, may  be  the  determining  factor  in  the  pro- 
gression of  heart  disease  in  this  series. 


Practically  all  of  the  patients  who  experienced  no 
or  slight  discomfort  upon  ordinary  physical  activity 
continued  working,  the  doctors  pointed  out.  Sixty- 
two  per  cent  of  those  who  experienced  marked  dis- 
comfort upon  engaging  in  ordinary  physical  activity 
or  who  were  unable  to  carry  on  any  physical  activity 
without  discomfort  were  able  to  perform  some  type 
of  useful  occupational  activity. 

Most  of  those  patients  under  t he  age  of  thirty-five 
years,  when  heart  disease  was  discovered,  continued 
working  or  resumed  some  form  of  occupational  activ- 
ity, the  report  disclosed,  while  patients  over  the  age 
of  fifty-five  years  were  more  apt  to  stop  work.  The 
great  majority,  75  out  of  1 1 1,  of  the  patients  who  did 
not  return  to  work  after  being  stricken  with  heart 
disease  were  those  whose  afflictions  had  been  known 
less  than  five  years. 

The  majority  of  those  patients  who  continued 
working  were  engaged  in  white  collar,  domestic,  or 
unskilled  work,  according  to  the  study;  those  in 
domestic  work  were  chiefly  women  doing  their  own 
household  chores.  The  individuals  who  ceased 
working  consisted  for  the  most  part  of  unskilled 
laborers  and  domestics  employed  by  others,  occu- 
pations which,  as  a rule,  require  t he  greatest  amount 
of  physical  effort. 


ASSOCIATED  EYE  AND  SKIN  MANIFESTATIONS  OF  SYSTEMIC 
DISEASE 

Isadore  Givner,  M.D.,  New  York  City 

(From  the  Ophthalmology  cal  Service  of  the  New  York  University  Post-Graduate  Medical  School ) 


FOUR  years  ago,  in  a discussion  of  a similar 
topic,  a number  of  systemic  diseases  having 
both -eye  and  skin  manifestations  were  noted.1 
At  this  time  added  conditions  will  be  described 
with  the  idea  of  stimulating  interest  in  both  these 
systems  as  mirroring  general  disorders.  The 
following  material  will  be  covered  in  the  order 
given : 

A.  Collagen  diseases:  (1)  dermatomyositis; 
(2)  scleroderma;  (3)  acute  disseminated  lupus 
erythematosus;  (4)  periarteritis  nodosa 

B.  Kaposi’s  varicelliform  dermatitis 

C.  Granulomatous  diseases:  (1)  Boeck’s  sar- 
coid; (2)  brucellosis;  (3)  coccioidomycosis; 
(4)  tuberculosis;  (5)  lues 

D.  Erythema  nodosum 

E.  Viral  diseases:  (1)  measles;  (2)  herpes 
zoster;  (3)  variola;  (4)  vaccinia;  (5)  lym- 
phogranuloma venereum 

F.  Pemphigus 

G.  Atopic  dermatitis 

H.  Essential  hypercholesterolemia 

Collagen  Diseases 

Dermatomyositis. — This  disease  is  character- 
ized by  degeneration  of  many  of  the  muscles  of 
the  body  together  with  a nonsuppurative  in- 
flammation and  atrophy  of  the  skin  and  mucous 
membranes.  It  is  one  of  the  collagen  diseases. 
Involvement  of  the  retina  occurs  and  has  been 
reported  by  Bruce2  and  Lisrnan.3  It  may  appear 
acutely  with  severe  and  rapidly  progressive  symp- 
toms, or  it  may  be  seen  in  a subacute  or  chronic 
form  with  remissions  and  exacerbations  and  some- 
times complete  recovery.  The  chronic  form  is 
usually  insidious  in  onset  with  fever  of  low  degree, 
malaise,  anorexia,  loss  of  weight,  and  weakness. 
A rash  is  usually  associated  at  some  stage  and  is 
variable.  The  most  characteristic  cutaneous 
lesion  is  patchy  erythema,  which  is  faintly  in- 
durated, slightly  scaly,  and  dry.  Keil  noted  a 
characteristic  facies  composed  of  two  elements: 
(1)  definitely  swollen  eyelids  with  some  swelling 
of  the  adjacent  portion  of  the  cheek  and  nose 
and  (2)  a background  of  faint  rosy  or  pale  blue 
skin.4  Weakness  of  the  trunk  and  the  extremities 
as  well  as  hoarseness  and  dysphagia  may  occur. 
Subcutaneous  edema  is  a common  finding  and 
may  be  firm  or  pitting. 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  May  15,  1952. 


In  the  average  case  the  eyelids  represent  the 
first  tissue  to  be  involved,  and  the  appearance  is 
important.  As  a rule,  the  lids  are  swollen  and 
pink.  The  rosy  hue  is  due  to  numerous,  closely 
set  telangiectases. 

The  lids  may  be  tender  to  the  touch  owing  to 
involvement  of  the  orbicularis  oculi.  The  edema 
of  the  lids  is  differentiated  from  that  due  to 
glomeruloneph l itis  by  the  absence  of  renal  in- 
volvement and  the  telangiectases.  The  con- 
junctiva may  be  hyperemic.  Paralysis  of  the 
extraocular  muscles  has  been  reported  as  well 
as  ptosis,  iritis,  nystagmus,  and  exophthalmos. 
Retinal  hemorrhages  and  exudates  were  first 
noted  by  Bruce.  The  exudates  do  not  usually 
have  the  striate  appearance  characteristic  of 
acute  lupus  erythematosus. 

Scleroderma. — This  is  a chronic  disease  that  is 
classified  with  the  collagen  diseases.  It  is  charac- 
terized by  a circumscribed,  localized  (morphea), 
or  general  and  more  or  less  diffuse,  usually  pig- 
mented, rigid,  stiffened,  indurated  or  hidebound 
condition  of  the  skin. 

The  diffuse  type  begins  insidiously  or  rapidly. 
The  surface  of  the  skin  is  tense  looking  and  some- 
times shiny.  The  process  extends  and  after 
weeks,  months,  or  years  finally  involves  one  or 
more  regions  or  the  greater  part  of  the  entire 
surface.  If  the  limbs  are  involved,  they  are  stiff 
and  immobile  and  later  become  shrunken  and 
withered,  the  underlying  muscles  also  atrophying. 
If  the  face  is  involved,  the  countenance  is  im- 
mobile. Some  cases  maybe  ushered  in  with  chills 
and  fever,  but  this  is  not  the  common  course. 
Rheumatoid  arthritis,  pigmentation,  and  local 
pain  may  be  associated.  The  course  is  essentially 
chronic.  The  disease  is  not  common  in  the  dif- 
fuse type.  It  is  chiefly  found  between  the  ages 
of  fifteen  to  forty-five  in  both  sexes,  possibly 
more  in  the  female.  The  cause  is  undetermined. 
Pathologically  the  changes  are  first  seen  in  the 
collagen.  Both  in  the  true  skin  and  subcutan- 
eous tissue  there  is  marked  increase  of  the  con- 
nective tissue  element  with  thickening  and  con- 
densation. 

Werner’s  disease  is  a rare  syndrome  character- 
ized by  sclerodermatous  changes  in  the  skin,  pre- 
cocious graying  of  the  hair,  dystrophies  of  teeth 
and  nails,  bilateral  juvenile  cataract,  premature 
senility,  and  various  endocrine  disorders.  It  is  a 
heredofamilial  disorder  with  a history  of  con- 
sanguinity. The  cataract  is  cortical  and  similar 
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in  many  respects  to  the  cataract  in  atopic  der- 
matitis. The  anterior  cortex  is  often  enmeshed 
with  fine  fibrils  while  the  posterior  cortex  has  a 
stellate  opacity.  Endocrine  dysfunction  is  com- 
mon. 

Agatston  recently  had  a case  (unpublished) 
with  the  retinal  appearance  not  dissimilar  to 
that  found  in  dermatomyositis  and  acute  dis- 
seminated lupus  erythematosis.  Fluffy  exudate 
was  found  in  the  retina  with  some  striations  sug- 
gestive of  acute  lupus  erythematosus.  This  must 
be  a rare  finding  but  one  not  unexpected  in  that 
scleroderma  is  one  of  the  collagen  diseases. 

Acute  Disseminated  Lupus  Erythematosus — 
Klemperer  has  written  on  degenerative  changes 
that  occur  widespread  throughout  the  mesenchy- 
mal tissues  in  the  form  of  fibrinoid  alterations  of 
the  collagen  fibers  and  the  mucinoid  nature  of  the 
extracellular  ground  substance.5  This  has  led 
to  the  development  of  the  concept  of  the  collagen 
diseases.  Similar  changes  are  known  to  occur  in 
scleroderma  and  dermatomyositis.  The  etiology 
is  unknown. 

Distinctive  pathologic  features  of  acute  lupus 
erythematosus  include  (1)  endocardial  vegeta- 
tions, (2)  periarterial  fibrosis  of  the  spleen,  and 
(3)  wire  looping  of  the  renal  glomeruli  and  hya- 
line thickening  of  the  walls  of  the  glomerular 
capillaries. 

Certain  hemotoxylin  stained  bodies  that  occur 
in  the  endocardium  and  kidneys  have  been  sub- 
jected to  intensive  study  by  newer  cytochemical 
technics  and  identified  as  altered  nuclear  material 
in  the  form  of  depolymerized  desoxyribose  nucleic 
acid. 

In  1948  Hargrave  observed  a peculiar  phe- 
nomenon that  appears  in  the  bone  marrow  re- 
moved from  persons  with  acute  lupus  erythe- 
matosus.6-7 The  essential  features  comprised 
agglutination  of  cells,  nucleolysis,  and  phago- 
cytosis of  homogenous  material  by  leukocytes 
with  formations  of  so-called  “L.E.”  cells  (Fig. 
IB).  Haserick  found  that  when  blood  plasma 
from  such  patients  was  added  to  leukocytes  in 
vitro,  or  to  bone  marrow  from  normal  persons, 
or  even  to  dog  marrow,  the  same  reaction  took 
place.8  The  responsible  factor  was  found  to  be 
associated  with  the  gamma  globulin  factor  of  the 
plasma;  the  effect  is  inhibited  by  heat,  bacterial 
contamination,  or  by  addition  of  PABA  or  anti- 
bodies developed  in  the  rabbit  against  the  gamma 
globulin  of  the  plasma  of  a patient  with  acute 
lupus  erythematosus. 

The  specificity  of  the  immune  reaction  applies 
only  to  the  acute  stage  of  the  disease,  a finding 
confirmed  by  others.  Recently  Lee  and  Ids  co- 
worker have  identified  the  contents  of  the  “L.E.” 
cells  with  the  modified  nucleic  acid  found  in  the 
hematoxylin  stained  bodies.5 


Fig.  1.  Acute  disseminated  lupus  erythematosus: 
(A)  striate  exudates  in  fundus  of  this  disease,  (B) 
“L.E.”  cell,  (C)  cytoid  bodies  in  the  retina. 

Theories  as  to  whether  the  male  possesses 
some  protective  function  or  the  female  a more 
catalytic  accelerating  factor  are  interesting  but 
not  confirmed.  One  third  of  acute  lupus  ery- 
thematosus cases  have  had  a chronic  phase  with 
discoid  lesions,  according  to  McCreight  and 
Montgomery.6 

There  is  an  elevation  of  serum  globulin.  The 
disease  may  be  fatal  in  twelve  to  eighteen  months 
from  intercurrent  infection  or  renal  or  cardiac 
failure.  Gold  and  bismuth  are  contraindicated. 
Testosterone  to  restrict  loss  of  protein  and  to 
temper  the  course  in  women  has  been  tried. 

Before  this  clinical  syndrome  is  sufficiently 
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well  developed  to  permit  diagnosis,  a fundus 
examination  may  lead  the  internist  to  the  correct 
diagnosis.  Wagener  has  stated,  “It  seems  pos- 
sible that  from  more  universal  studies  of  the 
retina  in  these  cases,  a reasonable  characteristic 
picture  might  evolve.  In  my  experience  the  toxic 
retinopathy  is  most  frequently  encountered. 
Gross  involvement  of  the  retinal  vessels  is  much 
less  common.”9  Keil  advanced  the  vascular 
concept  of  the  disease.10  He  assumed  the  pres- 
ence of  a theoretic  toxin  that  has  a selective 
affinity  for  the  vascular  system,  chiefly  the  capil- 
laries. Renal  involvement  occurs  in  practically 
every  case. 

In  these  cases  where  the  retina  showed  in- 
volvement the  presence  of  some  form  of  exudate 
was  regularly  found.  Kurz  in  1938  was  the  first 
to  demonstrate  the  histology  of  the  white  patches, 
namely,  varicosities  of  the  nerve  fiber  layer  (Fig. 
1C).11 

In  five  cases  I have  observed,  the  striate  ap- 
pearance of  the  exudates  indicating  its  locali- 
zation in  the  nerve  fiber  layer  has  been  sufficiently 
impressive  to  lend  diagnostic  import  in  less  de- 
veloped and  less  definite  cases.  Whereas  the 
diagnosis  depends  chiefly  on  the  cutaneous  le- 
sions, occasionally  no  cutaneous  lesions  may  be 
present. 

Such  a case  is  M.  F.,  a man  aged  thirty-three. 
His  original  complaint  was  disturbance  of  vision 
and  edema  of  the  bulbar  conjunctiva.  The  symptoms 
had  come  on  after  he  had  been  in  the  sun  in  Florida. 
He  subsequently  developed  loss  of  appetite,  nausea, 
and  low-grade  fever,  followed  by  pronounced  as- 
cites, hydro  thorax,  and  marked  fluid  accumulation 
in  the  pericardium.  His  physician  suspected  acute 
lupus  erythematosus  and  referred  the  patient  for  a 
fundus  study.  Both  retinas  were  filled  with  many 
exudates  each  of  which  had  a striate  appearance 
diagnostic  of  a nerve  fiber  localization  (Fig.  1A). 
Eight  months  later  a rash  appeared  on  the  cheek 
that  was  diagnosed  as  part  of  the  lupus  erythema- 
tosus picture.  A year  later  the  patient  died.  He 
showed  endocardial  vegetation,  and  “L.E.”  cells 
had  been  found  prior  to  his  demise. 

Other  cases  that  have  come  to  autopsy  em- 
phasize the  need  for  bearing  this  diagnosis  in 
mind  when  striate  exudates  in  a patient  with  no 
hypertension  or  vessel  attenuation  are  observed 
in  a case  of  continued  fever.  The  aggravation  of 
the  skin  lesions  by  sunlight  and  sulfonamides 
lends  further  information  leading  to  the  diag- 
nosis of  acute  lupus  erythematosus. 

In  a report  of  lupus  erythematosus  in  the  male 
by  Pastor  et  al.,  27  per  cent  of  cases  seen  at  Phila- 
delphia General  Hospital  from  1936  to  1949  were 
males  (ten  of  36  cases).12  One  of  the  mostc  on- 
sistent  early  clinical  features  was  arthritis  fre- 
quently mistaken  for  early  rheumatoid  arthritis 
or  rheumatic  fever.  The  subsequent  involve- 


ment of  the  renal  and  cardiovascular  systems,  the 
polyserositis,  and  the  progressively  downhill 
course  was  helpful  in  differentiating  lupus  erythe- 
matosus from  these  clinical  entities. 

Periarteritis  Nodosa. — The  general  picture  is 
that  of  a subacute  illness  with  remissions  and 
acute  exacerbations  generally  associated  with 
fever,  tachycardia,  weakness,  and  acute  pains  in 
various  regions.  Eosinophilia  is  commonly  pres- 
ent, suggesting  hypersensitivity  as  an  etiologic 
factor.  Rich  has  shown  that  hypersensitivity  to 
serums  and  sulfonamides  may  result  in  peri- 
arteritis nodosa.13  The  disease  may  progress 
rapidly  and  terminate  fatally  within  a few  weeks, 
but  many  cases  have  been  described  recently  in 
which  the  disease  lasted  a few  years.  Several 
recoveries  have  been  reported. 

Histopathologically,  a necrotizing  arteritis  or 
fibrinoid  necrosis  of  the  arterial  wall  has  been 
found.  The  arterioles,  smaller  arteries,  and 
often  the  veins  may  be  involved.  The  necrosis 
occurs  in  the  media  and  intima,  usually  a segment 
rather  than  the  entire  circumference  of  a vessel. 

The  disease  occurs  from  childhood  to  old  age 
and  in  males  over  females  in  a ratio  of  4:1.  The 
skin  manifestations  vary  from  simple  erythema  to 
erythema  multiforme  or  erythema  nodosum,  urti- 
caria, and  even  purpura.  Subcutaneous  nodules 
develop  which  occasionally  are  followed  by  vesic- 
ular, pustular,  or  necrotic  lesions  depending  on 
the  size  of  the  vessel  involved  and  the  situation 
and  depth  of  the  nodule.  The  lesions  may  be 
single  or  multiple  and  may  occur  along  the 
course  of  a superficial  artery.  They  usually 
are  painful  to  pressure. 

In  80  per  cent  of  the  cases  the  kidneys  are  in- 
volved. This  may  lead  to  a general  arterial 
constriction  and  to  an  increase  in  blood  pressure. 
Retinal  changes  simulating  diffuse  nephritis  may 
occur,  but  the  eye  involvement  is  not  common. 
Goldsmith  found  that  81  per  cent  of  cases  show 
no  change  in  the  fundi;  19  per  cent  show  different 
stages  of  angiospastic  retinitis.14  Yellow  eleva- 
tions beneath  the  retina  may  correspond  to 
periarteritis  nodosa  nodules  of  the  choroid. 

Widespread  retinal  detachment  has  occurred. 
A picture  similar  to  eclampsia  with  hypertensive 
retinitis  and  retinal  detachment  has  been  re- 
ported as  well  as  bilateral  closure  of  the  central 
retinal  artery.  Lesions  have  occurred  in  the 
extraocular  muscles  producing  paresis.  Ring 
ulcer  of  the  cornea  and  perforating  necrosis  of  the 
sclera  have  occurred. 

Biopsy  of  a nodule  may  confirm  the  diagnosis. 
As  to  treatment,  freeing  the  patient  from  contact 
with  the  antigen  to  which  he  is  hypersensitive 
may  be  of  value.  Cortisone  may  bp  of  temporary 
aid.  Histologically,  two  case-  with  complete 
healing  of  all  arterial  lesions  after  cortisone  were 
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reported  by  Baggenstoss  et  al.lb  Both  patients 
eventually  died  of  cardiac  and  renal  failure. 

Kaposi’s  Varicelliform  Dermatitis 

Kaposi  in  1887  defined  the  disease  which  is  a 
specific  varioliform  manifestation  of  herpes.  The 
skin  lesions  resemble  smallpox  and  chickenpox. 
The  onset  is  sudden,  and  new  lesions  appear  for 
several  days.  Umbilicated  erythematous  vesic- 
ular elements  rapidly  develop  on  the  face,  head, 
neck,  elbows,  and  wrists.  They  become  pustular 
and  desiccate.  Scarring  is  common.  Fever  pre- 
cedes the  eruption  by  twenty-four  hours  and  per- 
sists for  one  to  two  weeks  followed  by  lysis. 

Of  67  cases,  53  had  atopic  dermatitis  preceding. 
Barton  and  Brunsting  demonstrated  the  herpes 
virus  in  one  of  their  patients  as  did  Francis  Lynch 
and  his  coworkers.  This  disease  is  now  known  to 
be  a clinical  syndrome  characterized  by  a virus 
infection  superimposed  on  a chronic  dermatitis, 
usually  an  atopic  eczema.  The  responsible  virus 
is  either  the  herpes  simplex  virus  or  the  vaccina 
virus.  When  the  etiologic  agent  is  known,  the 
disease  is  more  aptly  called  “disseminated  herpes 
simplex”  or  “generalized  vaccinia.” 

In  the  past  the  two  virus  infections  of  the  skin 
could  usually  be  differentiated  only  by  specialized 
laboratory  procedures  or  by  the  microscopic  dem- 
onstration in  biopsies  of  early  vesicles  of  the  in- 
clusion bodies  characteristic  of  herpes  simplex 
(Lipschutz  bodies)  or  of  vaccinia  (Guarnieri 
bodies).  Tzanck  has  proposed  a technic  for 
demonstrating  the  “virus  type  giant  cells”  in 
smears  prepared  from  the  base  of  the  vesicles 
that  make  it  possible  to  establish  the  diagnosis  of 
herpes  simplex  with  ease.16  Such  cells  are  seen 
only  in  herpes  simplex,  zoster,  and  varicella. 
Blank  has  confirmed  the  accuracy  and  simplicity 
of  this  procedure  which  is  feasible  in  any  medical 
laboratory.17 

Technic:  The  bulla  is  sponged  with  alcohol, 

blister  incised,  excess  fluid  removed.  Base  of  blister 
is  gently  but  thoroughly  scraped.  Gross  bleeding  is 
prevented  by  pinching  the  base  of  the  lesion.  Ma- 
terial is  spread  on  slide  and  dried  in  air.  Giemsa 
stain  using  distilled  water  with  pH  of  7 was  used. 
For  control,  smears  have  been  examined  from  all 
other  diseases  of  skin  and  mucous  membranes  charac- 
terized by  vesicles  and  bullae,  such  as  variola, 
vaccinia,  erythema  multiforme,  and  pemphigus.  No 
cells  of  this  type  were  found. 

As  to  eye  involvement,  I have  seen  three  cases 
in  which  dendritic  keratitis  appeared.  In  one 
case  it  was  bilateral  and  responded  to  aureomycin 
locally.  The  other  two  cleared  with  curettage 
and  iodinization. 

Granulomatous  Diseases 

Boeck’s  Sarcoid. — This  is  a chronic,  relatively 


benign  disorder  of  unknown  cause  with  particular 
predilection  for  the  lymphatic  tissue  or  the  retic- 
uloendothelial system.  The  two  main  types 
of  cutaneous  lesions  associated  with  the  disease, 
the  superficial  and  the  deep,  have  a predilection 
for  the  face,  the  external  surfaces  of  the  arms  and 
shoulders,  and  the  trunk  but  may  be  found  in 
other  areas.  The  superficial  lesions  are  papular 
and  nodular  elevations  varying  in  size  from  that 
of  a pinhead  to  that  of  a pea.  They  are  sharply 
outlined,  dark  red,  and  may  be  surrounded  by 
adherent  scales.  The  larger  lesions  are  subcuta- 
neous and  nodular  and  have  either  faint  or  sur- 
rounding erythema.  The  eye  is  one  of  the  favorite 
sites  of  the  disease  (50  per  cent  of  sarcoid  patients 
show  ocular  involvement),  and  many  patients 
first  consult  the  ophthalmologist.  The  most  fre- 
quent lesion  is  an  inflammation  of  the  anterior 
portion  of  the  uveal  tract.  In  Levitt’s  analysis 
of  43  cases  of  ocular  sarcoid  the  lids  were  af- 
fected in  seven  patients,  the  conjunctiva  in  six, 
the  lacrimal  gland  in  nine,  and  the  uveal  tract  in 
28. 18  According  to  Woods  and  Guyton  5 to  10 
per  cent  of  uveitis  is  due  to  sarcoid.19 

Lids:  Small  nodules  of  sarcoid  may  occur,  oc- 
casionally resembling  chalazia. 

Lacrimal  Gland:  Painless,  nodular  swelling, 

not  attached  to  the  skin.  May  be  unilateral  or  bi- 
lateral. May  be  connected  with  enlargement  of 
submaxillarv,  salivary,  and  cervical  lymph  glands, 
with  or  without  uveitis.  Occasionally  parotids  may 
be  involved  (Mikulicz  syndrome).  At  times  sar- 
coids may  take  on  the  form  of  Parinaud’s  ocular 
glandular  syndrome. 

Iris:  Characteristically  nodular,  painless  with 

slight  inflammatory  signs.  Usually  larger,  pinker, 
and  more  vascular  than  tubercles.  Large  keratic  pre- 
cipitates of  the  mutton  fat  type  may  be  present. 
Retinal  lesions  may  occur.  Negative  tuberculin: 
characteristic  changes  in  hands  and  feet  as  evidenced 
by  x-ray.  So-called  naked  tubercles  without  casea- 
tion, increase  in  plasma  globulins.  (Rarefaction 
and  reticulation  of  the  medulla  of  the  long  bones, 
especially  the  phalanges.)  Lung  changes  showing 
fibrosis  radiating  out  from  the  hilus,  especially  in 
the  lower  fields.  Ten  per  cent  of  the  patients  may 
later  develop  tuberculosis. 

Franceschetti  and  Babel  described  lesions  of 
the  choroid,  retina  (internal  layer),  sclera,  and 
optic  nerve.20  The  lesions  showed  a center  of 
epithelioid  cells  surrounded  by  lymphocytes. 

Boeck  in  1899  first  described  the  skin  lesion 
microscopically.21  In  1889  Besnier  called  it  lupus 
pernio.22  Kienbock  (1902)  described  the  cysts  in 
the  bones  of  the  fingers.  Heerfordt  (1909)  noted 
involvement  of  the  uveal  tract  and  parotid  gland. 
In  1941  Schaumann  showed  it  to  be  a widespread 
disease  syndrome  and  demonstrated  the  histo- 
logic relationship  between  the  skin  and  bone 
lesions.  In  1924  he  related  all  the  characteris- 
tics of  sarcoid  into  one  disease  syndrome. 
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Friedman  stated,  “When  the  lid  margins  are 
involved  in  a skin  disease,  sarcoid  should  be  con- 
sidered, for  such  lid  involvement  is  rare  in  other 
diseases.”23 

In  1941  Kveim  described  what  he  considered  a 
specific  skin  test  for  sarcoidosis.24  When  a heated 
salt  suspension  of  lymph  glands  from  active  cases 
of  sarcoid  was  injected  intradermally,  a small, 
dark  red,  hard  papule  appeared  after  several 
weeks.  After  four  to  six  weeks  a punch  biopsy 
shows  a picture  similar  to  an  active  case.  Ac- 
cording to  Sulzbach  the  Kveim  test  is  not  posi- 
tive with  other  diseases.  It  does  give  a negative 
response  with  syphilis  and  lupus  vulgaris.  There 
is  evidence,  however,  that  killed  tubercle  bacilli 
intracutaneously  can  produce  a similar  reaction. 
Nelson  studied  11  cases  of  sarcoidosis  in  Negroes; 
seven  out  of  1 1 were  positive,  but  no  healed  or 
inactive  case  showed  a positive  Kveim.25  The 
patients  who  gave  positive  Kveim  reactions  also 
gave  positive  response  to  a suspension  of  normal 
human  spleen.  Leider  says  Kveim  is  a valuable 
test  but  needs  to  be  standardized.  He  feels  it  is 
evidence  for  tubercular  anergy.  Lemmy  re- 
ported similar  responses  with  BCG  vaccine. 

Under  cortisone  treatment  from  three  to  five 
days,  the  skin  lesion  of  Kveim  will  flatten  with 
less  induration.  Regressive  changes  may  occur 
after  stopping  the  treatment  with  cortisone. 

Brucellosis. — This  is  a disease  of  manifold 
symptoms.  The  eye  is  one  of  the  many  sites  of 
its  manifestations.  In  its  acute  or  chronic  form 
brucellosis  is  second  to  no  other  disease  in  its 
ability  to  masquerade  under  innumerable  guises. 
In  1939  Green  published  one  of  the  earliest  reports 
concerned  exclusively  with  ocular  manifestations 
in  brucellosis.26  He  reported  four  of  his  own  cases 
and  cited  28  others  from  the  literature.  They 
included  iritis,  optic  neuritis,  choroiditis,  uveitis, 
palsies  of  the  ocular  muscles,  and  retinitis. 

Harris  in  a personal  communication  stated, 
“In  my  experience  quite  characteristic  skin  les- 
ions appeared  and  disappeared  along  with  other 
symptoms  definitely  attributable  to  brucellosis 
in  8.9  per  cent  of  the  first  247  cases  tabulated.” 
They  fell  into  12  main  groups,  and  often  more 
than  one  type  was  present  in  the  same  patient: 

1.  Macula,  pink  or  red,  and  scattered,  itchy 
lesions  usually  of  the  forehead,  temple,  cheek,  and 
occasionally  the  arms  and  trunk. 

2.  Maculopapular  or  papular  eruption  in 
small  groups  anywhere  in  the  body,  often  orange 
red  in  color  and  occasionally  with  small  central 
vesicles. 

3.  Erysipelas-like  lesions  usually  in  extrem- 
ities, painful,  tender,  and  accompanied  by 
fever. 

4.  Multiple  patches  of  dusky,  cyanotic, 
tender  painful  nodules  resembling  erythema 
nodosum. 


5.  Diffuse  erythematous  rash  of  entire  body; 
high  fever  resembling  scarlet  fever. 

6.  Scaly,  reddish-brown,  itching  lesions, 
usually  confined  to  arms  and  wrists,  sometimes 
resembling  psoriasis  but  lacking  the  typical 
scales. 

7.  Crusty,  seropurulent  lesions,  usually  on 
arms  and  legs,  somewhat  resembling  impetigo 
and  perhaps  due  to  secondary  infection. 

8.  Circinate  and  macular,  pink,  scaly  lesions, 
closely  resembling  pityriasis  rosea. 

9.  Papular,  maculopapular,  and  pustular 
contact  dermatoses  with  distribution  corre- 
sponding to  exposed  areas. 

10.  Ulcerative  dermatitis. 

1 1 . Purpura  patches. 

12.  Eczematous  lesions  and  other  unclassi- 
fiable  skin  conditions. 

Coccidioidomycosis  or  Coccidioides  Granuloma. — 
This  is  a fungous  disease  first  described  by  Wer- 
nicke in  Argentina  in  1892.  The  pathology  is  a 
granuloma  resembling  tuberculosis.  The  lesions 
may  be  cutaneous  and  pulmonary.  One  may 
get  lesions  in  the  meninges.  If  limited  to  a 
small  area,  it  simulates  intracranial  neoplasm. 
Papilledema  may  develop.  Levitt  reported 
vitreous  opacities,  and  Lovekin  niAed  retinal 
exudates  and  hemorrhages  in  this  disease  27 
Skin  tests  with  Coccidioides  immitis  antigen  can 
give  positive  test  with  focal  reaction  in  eye. 

Tuberculosis. — Tuberculous  lesions  of  the  skin 
may  be  of  two  types: 

1 . Localized 

A.  Primary  tuberculous  complex  in  the 
skin 

B.  Tuberculous  verrucosa  cutis 

C.  Tuberculous  cutis  orificiales 

D.  Scrofuloderma 

E.  Lupus  vulgaris 

2.  Hematogenous  types 

A.  Acute  miliary  tuberculosis 

B.  Multiple  disseminated  tuberculosis  of 
the  skin 

1.  Miliary  lesions  of  the  face 

2.  Rosacea-like  tuberculosis 

3.  Tuberculous  cutis  indurata  (erythema 
induratum) 

C.  Tuberculid  with  hyperergic  immunity 

1.  Lichen  scrofulosa 

2.  Papulonecrotic  tuberculid 

D.  Tuberculid  with  hyperergic  immunity 

(sarcoid) . 

Ocular  tuberculosis  is  not  common  in  patients 
who  have  active  tuberculosis  lesions  in  other 
foci  or  among  those  who  are  seen  in  institutions 
for  the  treatment  of  tuberculosis.  On  the  other 
hand,  it  is  found  commonly  in  those  who  show 
evidences  of  healed  lesions.  The  nature  of  the 
eye  manifestation  depends  principally  on  the 
virulence  of  the  infection  and  secondly  on  the 
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allergic  and  immunologic  state  of  the  patient. 
The  Mantoux  test  determines  the  presence  of  the 
cutaneous  sensitivity  or  the  state  of  allergy  in  the 
patient. 

In  tuberculosis  of  the  conjunctiva  tubercle 
bacilli  may  be  found  here  as  well  as  in  aspirations 
of  the  preauricular  gland.  Phlyctenular  con- 
junctivitis is  frequently  an  allergic  reaction  to 
tuberculoprotein . 

A primary  infection  of  the  cornea  with  tuber- 
cle bacillus  may  be  either  ulcerative  or  infiltra- 
tive, but  this  is  rare.  Secondary  infection  occurs 
either  (1)  by  direct  spread  from  the  conjunctiva 
and  limbus  in  the  form  of  sclerosing  keratitis 
from  the  sclera  or  by  way  of  the  ligamentum 
pectinatum  from  the  uveal  tract,  (2)  by  inocula- 
tion of  the  cornea  from  the  anterior  chamber  from 
tuberculous  lesions  of  the  iris,  or  (3)  allergically, 
producing  a superficial  phlyctenular  keratitis  or 
an  interstitial  keratitis. 

Uveal  tuberculosis  may  occur  as  an  original 
infection  in  which  case  there  will  be  chronic  pro- 
liferation without  marked  inflammation,  or  it 
may  be  a superimposed  infection  in  an  already 
sensitized  individual  with  allergic  reaction  and 
acute  inflammatory  response. 

In  the  iris  cells  are  deposited  from  the  aqueous 
on  to  the  ectodermal  pupillary  border  or  on  the 
mesodermal  iris  stroma  as  Koeppe  nodules  or 
Busacca  floccules. 

There  is  little  cellular  response  in  the  vitreous 
and  aqueous,  but  there  are  localized  scotomata 
with  tuberculosis  of  the  choroid  superficially.  If 
the  deeper  layers  of  the  choroid  are  affected,  there 
is  present  a vitreous  haze  with  sector  defects  in  the 
field.  Deposits  on  Descemet’s  membrane  also 
occur. 

Primary  tubercle  of  the  retina  is  rare,  but 
tubercular  periphlebitis  does  occur. 

The  optic  nerve  is  rarely  involved.  The  in- 
flammatory process  may,  however,  reach  here  by 
spread  from  the  lesion  in  the  eye,  orbit,  or 
brain  or  metastatically  through  the  blood  stream. 

Lues. — Syphilids  are  the  cutaneous  mani- 
festations of  syphilitic  infection.  In  early  syphi- 
lis the  syphilids  will  be  macular,  maculopapular, 
papular,  papulopustular,  or  pustular.  In  late 
syphilis  they  will  be  nodular,  squamous,  or  gum- 
matous. In  the  eye  the  conjunctiva  may  be  the 
site  of  a primary  sore  or  chancre. 

From  the  ages  of  two  to  eight  interstitial  kerati- 
tis is  the  usual  ocular  complication.  After  eight 
years  of  age  interstitial  keratitis,  eighth  nerve  deaf- 
ness, neurosyphilis,  and  optic  atrophy  may  occur. 

Of  532  patients  with  interstitial  keratitis  8 
per  cent  had  chorioretinitis,  8 per  cent  had 
neurosyphilis,  40  per  cent  dental  stigmata,  35 
per  cent  bone  and  joint  lesions,  and  10  per -cent 
labyrinthine  diseases. 


When  one  eye  is  involved  in  interstitial  kerati- 
tis, the  disease  becomes  bilateral  in  one  month  in 
42  per  cent  and  within  ten  years  in  79  per  cent 
of  the  cases.  From  the  ages  of  five  to  twenty- 
five  years  is  the  usual  range  in  which  intersti- 
tial keratitis  may  appear.  In  the  treatment  of 
interstitial  keratitis  fever  therapy  is  excellent, 
and  metal  chemotherapy  and  penicillin  are  also 
indicated. 

About  2 per  cent  of  all  eye  diseases  are  caused 
by  syphilis.  Lewis  observed  that  in  the  syphili- 
tic children  of  infected  women  50  to  75  per  cent 
become  afflicted  with  eye  disease.  Berens  and 
Goldberg  found  the  percentage  of  positive  Was- 
sermann  reactions  in  interstitial  keratitis  to  be 
53.8  per  cent,  kerato-uveitis  50  per  cent,  Argyle- 
Robertson  pupil  41.7  per  cent,  optic  neuritis  and 
papillitis  20  per  cent,  iritis  and  iridocyclitis  15.4 
per  cent,  uveitis  14.2  per  cent,  and  choroiditis 
12.4  per  cent. 

Extraocular  muscle  paralyses  and  ophthal- 
moplegia interna  may  occur  during  the  course  of 
syphilis.  Iritis  and  even  gumma  of  the  iris  may 
occur.  The  most  common  and  characteristic 
form  of  choroiditis  in  syphilis  was  described  by 
Forster.  It  is  found  in  the  secondary  stage  of 
syphilis,  although  it  may  occur  late  in  the  disease. 
A ring  scotoma  is  not  uncommon.  Retinitis  and 
optic  neuritis  occur. 

Freebie  and  Donohue  in  a study  of  the  cause  of 
blindness  in  Ohio  found  syphilis  as  first  in  the  ten 
leading  causes;  7.9  per  cent  of  the  cases  were  due 
to  syphilis.  Of  the  pathologic  lesions  in  luetic 
blindness,  optic  atrophy  is  by  far  the  greatest 
primary  factor  (67.7  per  cent).  The  second  cause 
is  interstitial  keratitis  (10.4  per  cent).  Since  the 
average  time  existing  between  the  initial  injection 
and  loss  of  sight  is  seventeen  years,  the  routine  of 
taking  frequent  field  studies  in  all  luetic  cases  at 
regular  intervals  before  optic  nerve  involvement 
may  direct  attention  to  more  intensive  therapy 
when  it  can  be  of  value. 

Erythema  Nodosum 

The  skin  lesions  are  frequently  painful,  nodular, 
and  erythematous.  They  most  commonly  in- 
volve the  shins  but  also  at  times  the  upper  ex- 
tremities. In  most  instances  evidence  of  sys- 
temic involvement,  such  as  fever,  arthritis,  or 
arthralgia,  exists.  For  many  years  these  skin 
lesions  were  regarded  as  manifestations  of  either 
tuberculosis  or  rheumatic  fever.  Recently,  how- 
ever, there  has  been  a large  percentage  of  cases 
found  to  be  associated  with  infection  due  to  the 
hemolytic  streptococcus,  meningococcus,  and  co- 
ccidioidomycosis and  following  the  administration 
of  drugs. 

The  extraocular  muscles  may  be  involved,  re- 
currently as  well  as  successively.  The  conjunc- 
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tiva  may  show  chemosis  with  vesicles,  and  scleri- 
tis  as  well  as  episcleritis  has  been  reported. 

Viral  Diseases 

Measles. — An  acute  catarrhal  conjunctivitis 
occurs  almost  as  a rule  early  in  the  course  of 
measles,  and  typical  Koplik  spots  may  appear  in 
the  caruncle  before  the  rash  appears  on  the  skin. 
If  we  examine  the  cases  that  have  extensive 
lacrimation  and  photophobia,  we  will  find  the  cor- 
nea studded  with  punctate  lesions  which  disap- 
pear after  the  rash  fades,  leaving  no  scars  or  effect 
on  the  refraction.  It  is  at  this  time,  however, 
that  one  has  to  be  careful  not  to  introduce  second- 
ary infections  which  produce  the  ulcers  and 
scarring  that  does  cause  visual  loss  after  measles. 
Iritis,  panophthalmitis,  and  optic  neuritis  have 
been  reported.  This  disease  is  caused  by  a virus. 
Immune  globulin  is  of  value  in  the  contact  stage; 
even  if  it  is  given  from  five  to  nine  days  in  the  in- 
cubation period  the  disease  may  be  favorably 
modified. 

Herpes  Zoster.- — The  virus  of  this  disease  fre- 
quently affects  the  first  division  of  the  fifth  nerve, 
the  frontal  usually,  the  lacrimal  and  nasociliary 
not  infrequently.  When  the  latter  is  involved, 
the  cornea  becomes  affected,  reducing  vision  by 
vascularization  and  scarring.  Iridocyclitis  with 
or  without  secondary  glaucoma  may  occur  when 
the  cornea  is  involved.  Scleritis  and  paralysis 
of  the  third,  fourth,  sixth,  and  seventh  nerves  have 
been  reported.  Optic  neuritis  may  occur. 

Secondary  zoster,  according  to  Duke-Elder, 
is  caused  by  the  same  virus  with  lues,  tuber- 
culosis, meningitis,  tabes,  skull  fractures,  drug 
intoxications,  leukemia,  and  spinal  cord  tumors 
acting  as  exciting  factors.28 

Most  workers  believe  that  a close  relationship 
exists  between  the  virus  of  varicella  and  herpes 
zoster.  Some  believe  varicella  is  the  dermatropic 
form  and  zoster  the  neurotropic  form  of  the  same 
virus.  Varicella  may  affect  the  cornea  in  two 
types,  superficial  and  deep.  The  latter  occurs 
ten  to  twenty-one  days  after  the  eruption.  This 
is  rare.  Disciform  keratitis,  if  it  develops,  may 
last  five  to  six  months. 

By  transplanting  Thiersch  grafts  in  the  chorio- 
allantoic membrane  of  a chick,  takes  can  be  had 
on  the  transplanted  skin.  The  herpes  zoster 
virus  does  not  grow  otherwise  on  any  other  ex- 
perimental animal  or  media.  Acidophilic  intra- 
nuclear inclusion  bodies  occur  in  the  epithilial 
cells,  particularly  at  the  base  of  the  vesicles. 
Cases  have  been  reported  in  which  the  cornea  has 
been  affected  before  the  skin  lesion  appeared. 

Gundersen  reported  transfusions  of  zoster  con- 
valescent blood  to  be  successful  in  reducing  the 
frequency  and  severity  of  ocular  complications  if 
given  early  in  the  disease.29 

Aureomycin,  Chloromycetin,  and  terramycin 


have  all  proved  of  some  value  in  some  cases  but 
not  consistently. 

Variola. — In  variola  the  eyelids  are  usually  in- 
volved in  a cutaneous  eruption,  and  a catarrhal 
conjunctivitis  develops.  The  cornea  may  be  in- 
volved with  pustules,  especially  if  secondary 
bacterial  infection  ensues.  According  to  Duke- 
Elder  leukomas  from  hypopyon  ulcers  of  variola 
produced  many  cases  of  blindness  in  the  pre- 
vaccination  days.  Involvement  of  the  iris, 
choroid,  and  optic  nerve  has  been  reported. 

Vaccinia. — The  lids  are  not  infrequently  in- 
volved from  contact  with  vaccination.  The  con- 
junctiva and  cornea  may  become  involved  pri- 
marily or  secondarily  to  lid  infection.  The  lid 
margins  and  conjunctiva  may  heal  without  seque- 
lae, but  the  corneal  involvement  may  produce  a 
loss  of  vision.  Ocular  paralysis  and  postvaccinial 
retinitis  and  encephalitis  have  been  reported. 
Optic  neuritis  and  choroiditis  have  been  reported 
as  a rarity.  Variola  and  vaccinia  are  caused  by  a 
single  virus,  modified  by  the  passage  through  the 
calf,  accompanied  by  loss  of  virulence  from  man, 
but  retaining  the  ability  to  produce  effective 
immunity.  The  immunity  may  appear  as  early 
as  the  sixth  day  and  becomes  complete  in  two 
to  fourteen  days.  The  papule  is  not  evidence  of 
a take.  A vesicle  must  be  present.  The  cornea 
does  not  participate  in  the  immunity  in  all  cases. 
Inoculation  of  the  rabbit’s  cornea  may  cause  a 
severe  keratitis  to  develop.  Here  one  finds 
Guarnieri  bodies. 

Lymphogranuloma  Venereum. — In  1913  Dur- 
and, Nicolas,  and  Favre  published  the  first  com- 
prehensive description  of  lymphogranuloma  ven- 
ereum.30 In  1925  Frei  described  the  intradermal 
test  (antigen  prepared  by  sterilizing  pus  from 
unruptured  buboes  of  lymphogranuloma  vener- 
eum; persons  with  the  disease  get  a specific  in- 
flammatory reaction).  In  1930  Hellerstrom  and 
Wassen  demonstrated  the  causal  agent  as  a 
filtrable  virus. 

This  is  a disease  of  the  lymphatic  system. 
Elephantiasis  of  the  external  genitalia  may  occur 
with  chronic  ulceration  of  the  rectum  and  anus 
leading  to  fistula  and  rectal  strictures.  The 
eye  may  present  a picture  of  Parinaud’s  oculo- 
glandular  syndrome.  The  conjunctival  lesion 
occurs  as  a primary  manifestation  of  the  disease. 
Neuritis,  uveitis,  keratitis,  and  episcleritis  may 
occur. 

The  virus  filters  through  the  Berkfield  filter 
(size  is  between  100  to  140  millimicrons).  It  has 
been  grown  in  tissue  culture  and  on  the  chorio- 
allantoic membrane  of  a chick.  Elementary  bod- 
ies have  been  reported  by  Miyagawa.31  False 
positive  Frei  tests  are  almost  unknown.  The 
virus  is  sensitive  to  sulfonamides.  A number  of 
fundus  lesions  have  been  reported  in  association 
with  genitourinary  lymphogranuloma  venereum. 
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Fig.  2.  Ocular  pemphigus:  (A)  scarring  of  upper 
lid  in  pemphigus  vulgaris;  (B)  lid  adhesions  in 
pemphigus  vegetans;  (C)  subconjunctival  fibrosis. 


Kitagawa  and  Espildora  and  Coutts  reported 
peripapillary  edema  and  tortuosity  of  the  retinal 
vessels,  and  Kornblueth  reported  a case  with 
retinal  hemorrhage.32’34 

Meger  and  Reber  noted  corneal  ulceration  in  a 
case  with  systemic  disease.86  Sclerokeratitis  has 
also  been  reported.  Sonck  reported,  “in  view  of 
the  marked  cutaneous  allergy  evidenced  by  the 
virus  in  infected  subjects,  phlyctenulosis,  recurrent 
iritis,  and  episcleritis  is  not  surprising.  The 
patients  had  proctitis  or  rectal  strictures.”36 

Erythema  nodosum  was  also  present.  The 
virus  was  isolated  from  conjunctivitis  and  pre- 


sumed to  be  present  in  other  lesions.  Thygeson 
has  concluded  that  “cases  of  human  uveitis  will 
eventually  be  shown  to  have  been  caused  by  this 
virus.”37  Miagawanella  lymphogranulomatosis 
can  be  grown  in  tissue  culture,  but  from  human 
diseases  intracerebral  inoculations  of  mice  or  in- 
jection into  the  yolk  sac  are  the  best  corroborative 
method.  In  addition  to  sulfonamides,  aureomy- 
cin,  Chloromycetin,  and  terramycin  are  all  active 
against  it. 

Pemphigus 

This  disease  not  infrequently  attacks  the  con- 
junctiva, leading  to  progressive  cicatrization  and 
shrinkage  of  the  membrane.  The  etiology  has 
not  been  definitely  established,  but  a viral 
causal  agent  is  seriously  entertained.  German 
workers  have  claimed  elementary  bodies  in  bul- 
lous fluid  and  conjunctival  scrapings  and  the  pro- 
duction of  transmissible  and  filtrable  lesions  in 
mice,  a finding  confirmed  by  Grace  and  Suskind. 
The  present  writer  has  been  unsuccessful  in  such 
demonstrations.  Eighty  per  cent  of  cases  have 
shown  a streptococcus  in  the  conjunctiva,  even 
though  this  usually  is  found  in  only  3 per  cent  of 
cases.  Apparently  the  habitat  produced  is  con- 
ducive to  the  development  of  the  organism.  One 
should  be  careful  in  the  beginning  of  the  disease 
that  lashes  should  not  rub  against  the  cornea, 
since  with  the  production  of  a corneal  ulcer  the 
condition  progresses  on  to  complete  clouding  over 
the  cornea.  Pemphigus  vegetans  may  produce 
lid  adhesions  with  no  conjunctival  involvement 
(Fig.  2). 

Cortisone  in  systemic  pemphigus  can  be 
dramatically  effective  while  being  given,  clearing 
up  the  whole  body  in  a week.  However,  this  is 
not  constantly  true,  nor  is  it  permanent. 

Atopic  Dermatitis 

Brunsting  in  101  patients  found  14  that  had 
lens  opacities.38  Personal  experiences  coincide 
with  Cowan’s39  findings  of  8 per  cent  of  patients 
with  atopic  dermatitis  developing  lens  opacifica- 
tion. The  condition  is  more  frequent  in  females, 
mostly  in  the  third  decade,  although  cases  have 
been  reported  in  an  infant  of  fourteen  weeks  and 
in  a f o rty-s i x-year-old  man. 

Eczema  preceded  the  onset  of  cataract  by  a 
decade.  Despite  its  insidious  onset  the  cataract 
matures  rapidly,  often  showing  advanced  stages 
within  several  months.  The  cataract  occurs 
unilaterally  in  30  to  50  per  cent  of  cases. 

Bellows  says,  “Disturbance  of  the  autonomic 
nervous  system  is  frequent,  nervous  exhaustion 
and  instability  are  almost  invariably  frequent. 
Since  the  lens  is  of  ectodermal  origin,  it  might  be 
affected  in  hypersensitive  persons  just  as  the  skin 
is.”40 
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In  the  skin  pruritus  and  erythematous  plaques 
appear  on  the  flexor  surfaces  of  the  elbows  and 
knees,  eyelids,  external  auditory  canal,  behind  the 
ears,  upper  arms,  forearms,  legs,  thighs,  genitalia, 
and  trunk.  In  chronic  cases  widespread  thicken- 
ing and  lichenification  results. 

The  cataract  appears  in  the  anterior  and  pos- 
terior cortex  and  is  plaque  or  shield-like.  In  the 
pupillary  area  it  is  at  first  in  the  superficial  layer 
of  the  cortex,  and  the  capsule  is  normal.  The 
posterior  cortex  is  twice  as  often  involved  as  the 
anterior  cortex.  Striae  and  punctate  opacities 
with  irridescent  deposits  occur. 

A small  percentage  of  cases  have  associated 
detachment  of  the  retina.  Mylius  has  stressed 
vasomotor  disturbances  and  abnormal  reaction  of 
the  sympathetic  nervous  system  to  explain  it. 
It  is  possible  that  some  are  caused  by  the  patient. 
The  dermatologists  have  warned  against  scratch- 
ing the  face  to  relieve  the  itching  because  of  the 
possibility  of  getting  scarring.  Instead  of  this 
the  patient  constantly  hits  her  head  for  days, 
weeks,  and  months. 

Given  an  individual  with  a susceptibility  to- 
wards detachment,  this  could  be  a competent  pro- 
ducing agent.  Education  of  the  patient  by  the 
dermatologist  on  this  point  may  prevent  some 
cases  of  retinal  detachment. 

Primary  Xanthomatosis  ^Essential  Hyper- 
cholesterolemia) 

Xanthelasma  of  the  eyelid  appears  commonly 
in  the  medial  corners  and  on  points  on  the  lid 
subject  to  pressure.  They  are  yellowish-orange 
plaques,  1 to  30  mm.  in  size  and  level  with  the 
skin  or  slightly  elevated.  They  usually  appear 
around  the  age  of  thirty  but  sometimes  in  patients 
in  the  third  decade.  High,  normal  or  elevated 
cholesterol  content  of  the  blood  is  found. 

One  should  differentiate  between  this  type  and 
the  pinhead  size  of  disseminated  xanthoma.  The 
first  type  occurs  simultaneously  with  xanthoma 
tuberosum  of  the  elbows  and  tendons.  The 
second  type  occurs  with  xanthoma  on  neck, 
axilla,  and  heads  of  elbows  and  knees.  The 
cholesterol  of  the  blood  is  normal.  If  treated 
with  caustic,  they  will  recur.  Diet  is  of  no  value. 

The  hypercholesteric  form  may  occur  at  any 
age  and  may  be  familial.  Although  the  skin 
lesions  are  the  commonest  manifestations,  these 
are  often  associated  with  changes  in  internal 
organs.  Xanthomatosis  of  heart  and  vessels 
occurs,  and  patients  may  die  from  cardiac  failure. 
Treatment  is  dietetic,  but  this  is  disappointing; 
splenectomy  is  of  no  value. 

Genuine  essential  hypercholesterolemia  is  due 
to  a dominant  gene.  If  one  parent  bas  hyper- 
cholesterolemia, about  half  of  the  offspring  will 
inherit  the  disease,  boys  and  girls  equally  often. 


Fig.  3.  Essential  hypercholesterolemia:  (A)  arcus 
senilis,  (B)  xanthoma  tuberosum,  (C)  xanthoma 
palpebrum. 

The  disease  is  not  connected  particularly  with  a 
definite  type  of  constitution.  Half  of  the  in- 
dividuals with  hypercholesterolemia  have  a latent 
xanthomatosis,  presenting  no  other  sign  than 
hypercholesterolemia  while  the  other  half  suffer 
frpm  manifest  xanthomatosis.  The  serum  chol- 
esterol level  is  probably  high  from  childhood. 
Extrapalpebral  manifest  xanthomatosis  with 
normal  serum  cholesterol  values  has  never  been 
observed. 

Of  patients  with  generalized  xanthomatosis, 
50  per  cent  present  palpebral  xanthlasma,  while 
in  nearly  all  of  these,  xanthomas  in  the  tendon  are 
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present.  About  half  of  the  patients  with  xantho- 
matosis present  arcus  senilis  as  well  (Fig.  3). 
(This  lesion  was  present  in  only  four  out  of  21 
cases  with  latent  xanthomatosis.)  Angina  pec- 
toris was  observed  in  16  of  52  patients  with 
hypercholesterolemia. 

If  xanthomas  have  not  appeared  before  forty 
they  are  hardly  likely  to  appear.  The  histo- 
pathology  is  similar  to  xanthoma,  in  general,  and 
includes  all  stages  from  typical  xanthoma  to 
fibrotic  changes.  As  a rule,  relatively  few  Tou- 
ton  giant  cells  are  present.  There  is  an  increase 
in  the  lattice  fibers  lying  between  and  surround- 
ing the  xanthoma  cells.  Twenty-five  per  cent  of 
cases  of  xanthoma  tuberosum  and  disseminate 
xanthoma  have  xanthoma  palpebrum,  suggesting 
xanthoma  palpebrum  is  an  accompaniment  of 
systemic  disease. 

Polaro  found  all  cases  of  xanthoma  tuberosum 
had  an  increase  in  cholesterol  and  total  lipoids 
in  blood,  the  cholesterol  esters  predominating 
even  in  cases  in  which  a moderate  degree  of  hepa- 
tic damage  was  present.  In  disseminated  xan- 
thoma no  increase  in  lipoids  is  seen.  (Diabetes 
insipidus  is  high  in  disseminated  type  of  xan- 
thoma.) Treatment  includes  diet  poor  in  choles- 
terol and  fat  and  thyroid  extract.  Serum  lipoid 
may  fall  on  such  diet,  but  no  effect  on  angina  or 
eyelids  occurs. 

Two  patients  on  thyroid  showed  diminution  in 
nodes  but  no  lowering  of  serum  lipoids.  One  case 
that  developed  hyperthyroidism  had  xanthoma 
of  the  palms  disappear,  and  the  serum  cholesterol 
changed  to  normal. 

Summary 

The  appearance  of  lesions  in  both  the  skin  and 
eye  as  manifestations  of  general  disease  makes  it 
important  to  be  familiar  with  the  expressions  in 
both  systems  for  the  better  recognition  and  han- 
dling of  systemic  disorders. 
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Discussion 

Helen  O.  Curth,  M.D.,  New  York  City. — Der- 
matologists are  certainly  greatly  indebted  to  Dr. 
Givner  for  having  called  to  our  attention  the  fact 
that  skin  and  eyes  either  simultaneously  or  alter- 
nately are  frequently  involved  in  systemic  disorders. 
Not  infrequently,  however,  the  manifestations  do 
not  stay  confined  to  skin  and  eyes.  Dr.  Givner, 
himself,  mentioned  arthritis  as  a cardinal  sign  of 
Reiter’s  disease,  kidney  involvement  of  lupus  ery- 
thematosus and  periarteritis  nodosa,  and  the  joints 
are  often  inflamed  in  instances  of  aphthosis.  Lately 
involvement  of  the  central  nervous  system  has  also 
been  noted  in  this  syndrome.  In  many  of  the  sys- 
temic disorders  the  lesion  of  the  skin  is  located  on 
the  genitals  and  in  the  oral  cavity.  But  notwith- 
standing the  regularity  with  which  these  favorite 
locations  are  seen,  the  reasons  why  these  areas  are 
the  predilection  sites  of  the  various  disorders  may 
differ  from  one  syndrome  to  another,  the  explana- 
tion being  anatomic  structure,  embryonic  origin,  etc. 

Not  only  do  the  causes  of  the  syndrome  van-,  but  also 
the  lesions  themselves  and  the  involved  parts  of  the 
eye  are  different  in  each  syndrome.  Herpes  simplex 
causes  inflammation  of  the  cornea;  essential  shrink- 
age of  the  conjunctiva  takes  place  in  the  cul-de-sac; 
in  Behcet’s  syndrome  the  first  disturbance  is  usually 
a uveitis,  and  the  ocular  manifestation  of  pemphigus 
vulgaris  is  conjunctivitis.  The  oral  cavity  not  being 
so  complex  an  organ  as  the  eye,  nevertheless,  shows 
a variety  of  manifestations:  The  lesion  of  herpes 

simplex  is  a superficial  blister,  of  Behcet’s  syndrome 
a superficial  or  deep,  discrete  or  confluent  ulceration, 
of  pemphigus  vulgaris  essentially  a bulla. 

Of  all  the  syndromes,  the  one  we  perhaps  under- 
stand best  is  herpes  simplex  which,  I admit,  rarely 
causes  a systemic  disorder.  The  herpes  virus  has  a 
predilection  for  ectodermal  tissue  and  would,  even  if 
introduced  intravenously,  cause  the  characteristic 
signs  in  these  particular  tissues.  Attacks  of  the 
disease  recur  indefinitely  and  are  uninfluenced  by 
the  circulating  antibodies.  Recurrent  attacks  are 
another  striking  feature  of  many  of  the  syndromes 
under  discussion,  but  the  explanation  may  not  be 
the  same  as  for  herpes  simplex,  chiefly  for  the  reason 
that  virus  studies  carefully  undertaken,  e.g.,  in 
Behcet’s  syndrome,  have  given  negative  results. 

While  I agree  that  eyes  and  skin  are  involved  in 
systemic  disorders  with  striking  frequency,  the 
variety  of  the  manifestations  is  noteworthy. 
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THERE  is  an  old  saying  that  the  study  of 
clinical  dermatology  is  the  study  of  gross  and 
microscopic  pathology  of  the  skin  in  the  living. 
In  recent  years  the  physiology  of  the  skin  of  the 
human  is  becoming  better  understood.  As  a 
result,  the  practice  of  modern  clinical  dermatol- 
ogy has  become  even  more  exciting  because  it 
encompasses  not  only  the  understanding  and 
correlation  of  gross  and  microscopic  structural 
changes  of  the  skin,  but  also  the  “applied  physi- 
ology” of  the  skin.  When  your  program  chair- 
man suggested  that  this  discussion  might  include 
some  physiologic  approaches  to  the  understanding 
of  skin  disorders,  it  seemed  timely  to  stress  how 
we  all,  as  clinicians,  are  utilizing  this  applied 
physiology  of  the  skin  in  our  daily  study  and  treat- 
ment of  the  dermatologic  patient. 

So  much  fascinating  basic  physiologic  material 
has  come  to  light  in  recent  years  that  it  would  be 
impossible  to  include  it  all  in  such  a meeting  as 
this.  Because  of  the  limitation  of  time,  it  was 
decided  to  limit  the  discussion  to  some  of  the 
physiologic  approaches  which  may  be  used  in  our 
daily  practices  of  medicine  and  dermatology. 
For  the  sake  of  convenience,  the  material  will  be 
presented  under  the  headings  of  the  various  com- 
ponent parts  of  the  skin. 

Sebaceous  Glands 

The  ability  of  a sebaceous  gland  to  produce 
sebum  is  correlated  directly  with  its  size;  a large 
gland  secretes  a lot  of  fat,  a small  one  only  a little. 
(Unlike  the  sweat  gland,  the  sebaceous  gland  does 
not  depend  upon  the  autonomic  nervous  system 
for  its  activity.)  The  size,  and  therefore  the 
activity,  of  a sebaceous  gland  can  be  increased 
with  androgen  stimulation  and,  contrariwise, 
estrogens  will  make  an  oil  gland  small.1  This  in- 
formation is  utilized  in  treating  skin  diseases  as- 
sociated with  such  an  increase  in  oil  gland  size, 
and  therefore  activity,  such  as  acne  vulgaris, 
seborrhea,  and  even  senile  sebaceous  adenoma.2 
Estrogens  should  be  used  in  the  treatment  of  acne 
vulgaris  in  the  female  in  order  to  regulate  an  ab- 
normal menstrual  cycle.  They  are  also  of  great 
value  in  the  management  of  the  severe  cystic  acne 
vulgaris  problem  in  either  sex.  Adequate  doses 
of  oral  diethylstilbestrol  will  abruptly  stop  the 
progress  of  the  disease  so  that  the  clinician  can 
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“get  ahead”  of  the  problem  by  the  usual  measures 
of  therapy.  The  adequate  dose  will  vary  with 
the  individual  (0.5  mg.  to  5 mg.  each  day);  one 
can  be  certain  from  the  clinical  aspect  that  ade- 
quate estrogen  levels  are  present  if  breast  hyper- 
plasia develops  in  the  male  and  if  the  menses  are 
stopped  in  the  female.  Any  amount  of  estrogen 
used,  short  of  these  goals,  is  ineffective  in  the 
management  of  the  basic  mechanisms  of  this 
disease.  Estrogen  therapy  should  be  continued 
as  long  as  is  necessary  to  control  the  development 
of  new  lesions,  a minimum  of  one  month  or  an 
average  of  three.  Estrogens  should  not  be  dis- 
continued abruptly,  but  rather  gradually  in  de- 
creasing amounts  (“cyclic”  in  the  female),  using 
the  clinical  clues  (new  acne  lesions  or  exacerba- 
tion of  old,  breast  hyperplasia,  menses)  to  regulate 
the  withdrawal.  In  the  same  manner,  the  severe 
sebaceous  gland  hyperplasia  (with  tumors  and 
seborrhea)  of  senile  sebaceous  adenoma  can  Ire 
controlled  with  diethylstilbestrol. 

The  accumulation  of  sebum  on  the  surface  of 
the  skin  is  largely  controlled  by  the  viscosity  of 
the  surface  fats  and  thus  is  altered  by  tempera- 
ture; the  lower  the  temperature,  the  less  fluid  the 
sebum.  This  lowered  viscosity  largely  affords 
resistance  to  further  flow  of  sebum  from  the  gland 
orifice,  thus  in  one  way  regulating  the  accumula- 
tion of  sebum  on  the  surface  of  the  skin.  If  the 
surface  fat  of  the  skin  is  removed,  as  in  frequent 
washings  with  soap  and  water,  the  stored  fat  in 
the  sebaceous  gland  flows  to  the  surface,  giving 
an  apparent  rapid  rate  of  secretion.  The  clini- 
cian might  at  this  point  question  the  advisa- 
bility of  such  cleansing  in  the  treatment  of 
seborrhea.  However,  depletion  of  the  stored  fat 
in  the  gland  is  then  accompanied  by  a decreasing 
rate  of  flow  until  this  flow  falls  to  the  level  of  the 
continuous  rate  of  fat  formation  by  that  gland. 
It  is  not  until  this  phase  is  reached  that  the 
clinician  will  be  able  to  estimate  the  true  baseline 
of  seborrhea  for  any  given  patient. 

The  amount  of  fat  then  on  a given  area  of  skin 
is  a result  of  (I)  the  number  of  sebaceous  glands 
(which  cannot  be  altered  clinically);  (2)  the  size 
of  the  sebaceous  glands,  and  therefore  the  amount 
of  fat  formation  (which  can  be  altered  with  estro- 
gens) ; (3)  the  rate  of  fat  flow  from  the  gland 
(which  can  be  altered  by  temperature  [viscosity] 
and  washings);  and  (4)  the  rate  of  fat  spread 
over  the  surface  of  the  skin  (which  is  dependent 
upon  the  wetness  of  skin  surface). 
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When  one  thinks  of  skin  oils  and  lubricants,  one 
naturally  thinks  of  the  treatment  of  dry  skin; 
whether  the  dry  skin  is  the  result  of  simple  “chap- 
ping” or  the  result  of  an  inflammatory  derma- 
tosis, the  treatment  problem  is  the  same.  Per- 
haps the  greatest  fundamental  contribution  to 
topical  therapy  in  recent  years  has  been  made  by 
Blank,  who  has  demonstrated  that  a “dry  skin” 
is  not  one  without  adequate  oil  but  one  without 
adequate  water.3  The  role,  then,  played  by  any 
topically  applied  oil  is  to  prevent  the  evaporation 
of  water  from  the  surface  cells  (stratum  corneum). 
When  the  relative  humidity  of  the  atmosphere 
falls  below  50  per  cent,  water  will  evaporate  from 
the  surface  of  the  skin  faster  than  it  can  be  re- 
placed by  diffusion  from  the  deeper  tissue.  To 
treat  properly  any  skin  that  is  flaky  and  rough,  or 
less  flexible,  and/or  fissured,  one  must  first  soak 
the  part  in  tap  water  (preferably  at  skin  tempera- 
ture) for  fifteen  to  twenty  minutes.  During  this 
hydration  procedure  the  patient  will  lose  the 
roughness,  flakiness,  and  inflexible  quality  of  the 
dry  skin.  As  soon  as  adequate  hydration  is  com- 
plete, a film  of  a hydrophobic  lubricant,  such  as 
plain  white  petrolatum,  must  be  applied  while  the 
skin  is  still  wet.  It  is  very  difficult  for  water 
molecules  to  get  through  a film  of  petrolatum. 
In  the  extensively  desquamating  and  Assuring 
phase  of  any  dermatosis  (acute  or  chronic),  such 
a procedure  might  need  to  be  repeated  three  to 
four  times  in  a twenty-four-hour  period;  this  is 
especially  so  in  the  winter  months  when  the  at- 
mospheric humidity  is  low  and  the  hydration  of 
the  skin  from  active  (temperature-regulation) 
sweating  is  also  apt  to  be  low.  During  the  hot, 
humid,  summer  months,  the  intensity  of  the 
“hydration-lubrication”  therapy  can  be  lessened. 

Hair 

There  are  three  main  stages  in  the  develop- 
mental cycle  of  a a hair  follicle : (1)  anagen,  the 
phase  of  active  growth  and  development;  (2) 
catagen,  the  phase  of  growth  cessation,  club  hair 
formation,  and  the  setting  aside  of  the  dormant 
hair  germ  for  the  next  hair  generation ; and  (3) 
telagen,  the  resting  phase. 1,4,5 

Chase  and  Montagna  point  out  that  the  type 
and  extent  of  damage  that  can  occur  to  hair  fol- 
licles will  depend  upon  the  particular  stage  of 
development  that  they  are  in  at  the  time  of  the 
damage.6  Unlike  some  animal  hair,  human  hair 
follicles  are  not  all  in  the  same  stage  of  develop- 
ment at  the  same  time.  This  explains  why  the 
clinician  has  difficulty  interpreting  hair  loss. 
For  example,  roentgen  radiation  in  the  anagen 
phase  results  in  cessation  of  development  in  the 
follicle  and  loss  of  any  growing  hair.  No  such 
hair  loss  occurs  during  the  catagen  or  telagen 
stages.  In  contrast,  repeated  applications  of 


irritants  (potassium  phosphate,  ether,  benzine, 
etc.)  have  no  effect  on  hairs  in  anagen  but  cause 
loss  of  hair  in  the  telagen  phase.  Pigment  loss  for 
ensuing  hair  generations  is  greatest  in  follicles  x- 
rayed  in  the  catagen  or  telagen  stage.  Kligman 
and  Strauss,  producing  experimental  tinea  capitis 
in  children,  indicate  that  they  are  only  able  to 
infect  with  Mierosporum  audouini  a hair  follicle 
that  is  actively  growing.7 

Since  the  studies  by  Myers  and  Hamilton  on 
the  regeneration  rate  and  growth  rate  of  human 
hair,  the  clinician  has  been  able  to  give  patients 
with  certain  types  of  alopecia  a more  exact  prog- 
nosis as  to  when  a normal  regrowth  of  hair  will 
occur.8  From  the  time  a hair  is  lost  (plucked) 
from  the  scalp,  approximately  four  and  one-third 
months  will  elapse  before  the  follicle  has  regener- 
ated so  that  it  can  begin  to  produce  a new  hair. 
The  rate  of  growth  (0.35  mm.  per  day)  is  such 
that  approximately  another  six  months  will 
elapse  before  the  hair  itself  reaches  its  maximum 
growth.  This  explains  why  it  takes  a patient 
with  alopecia  areata  of  the  scalp  at  least  nine 
months  to  achieve  a normal  regrowth  of  hair. 
Such  data  are  available  for  all  types  of  human  hair 
(axilla,  thigh,  chin,  eyebrow,  etc.).  According  to 
Flesch,  the  life  span  of  a human  scalp  hair  is  six- 
months,  that  of  an  eyelash  is  three  months,  and 
that  of  an  eyebrow  hair  is  three  weeks.9  Such  in- 
formation also  makes  it  possible  for  the  clinician 
to  know  the  exact  duration  of  the  hair  loss  if  he 
sees  new  hair  growing.  In  this  way,  a more  exact 
history  can  be  elicited  from  the  patient.  Of 
course,  the  implications  of  the  effectiveness  of  any 
given  therapy  for  any  given  hair  loss  is  obvious. 

Sweat  Glands 

Eccrine. — It  has  been  well  established  in  recent 
years,  both  clinically  and  experimentally,  that  the 
miliaria  (prickly  heat)  group  of  diseases  (miliaria 
crystallina,  miliaria  rubra,  miliaria  profunda,  and 
pustular  miliaria)  result  from  sweat  retention 
phenomena.10  Any  damage  to  the  skin,  mild  or 
severe,  will  produce  thickening  in  the  stratum 
corneum  which  in  turn  may  plug  the  openings  of 
the  sweat  pores.  This  clinical  syndrome  then 
complicates  and  is  secondary  to  almost  all  inflam- 
matory changes  in  the  skin. 

The  eccrine  sweat  glands  on  all  the  body  sur- 
faces, excluding  the  palms  and  soles,  secrete  in  an 
attempt  to  regulate  body  temperature.11  The 
eccrine  sweat  glands  that  respond  to  mental  work 
are  usually  thought  to  be  limited  to  the  palms, 
soles,  axillae,  and  anogenital  areas.  However, 
such  emotional  sweating  can  occur  on  any  area  of 
the  body  in  some  individuals.  Much  of  the 
pruritus  ani  and  vulvae  and  plaques  of  localized 
neurodermatitis  elsewhere,  of  functional  origin, 
can  present  a miliaria  component  resulting  from 
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retained  emotional  sweating.  It  is  difficult  to 
control  environmental  temperatures  and  thermal 
sweating.  It  is  even  more  difficult  to  control 
emotional  sweating.  Both  types  of  sweating  are 
cholinergic  in  origin  (stimulated  by  acetylcholine 
and  cholinergic  emotions,  such  as  anxiety,  em- 
barrassment, resentment,  etc.).  Anticholinergic 
drugs,  such  as  atropine,  wall  tend  to  inhibit  such 
sweating.  However,  Shelley  and  Horvath  point 
out  that  although  atropine  will  decrease  this 
sweating,  it  is  futile  to  attempt  to  produce  com- 
plete inhibition  in  this  manner;  the  anhidrotic 
effect  can  be  achieved  only  through  the  use  of 
large  toxic  doses  of  atropine,  and  even  then  only 
for  a short  time.12  On  the  other  hand,  in  small 
areas  of  involved  skin,  as  in  the  areas  of  localized 
neurodermatitis,  sweating  can  be  “turned  off”  for 
several  days  by  the  intradermal  injection  of  from 
0.1  to  1.0  cc.  of  atropine,  1:100,000  without  the 
danger  of  any  systemic  action  of  the  drug.13  This 
method  gives  the  clinician  a therapeutic  diagnostic 
tool  when  it  is  necessary  to  produce  an  area  of 
anhidrosis  in  order  to  understand  the  complexities 
of  a given  dermatosis. 

Apocrine. — Recently  Shelley  and  Hurley  have 
focused  their  attention  on  the  physiology  of  the 
apocrine  sweat  glands  (scent  glands).14  These  are 
located  in  the  axillae,  anogenital  area,  around  the 
areolae  of  the  nipples,  etc.  They  give  evidence 
that  Fox-Fordyce  disease  may  be  a “miliaria  apoc- 
rina.”  Contrary  to  cholinergically  stimulated 
eccrine  glands,  the  apocrines  respond  only  to 
adrenergic  stimuli  (epinephrine  and  adrenergic 
emotions,  such  as  anger,  fear,  sex,  etc.).  And,  of 
course,  atropine-like  drugs  will  have  no  effect  on 
apocrine  gland  secretion. 

The  patient  with  axillary  hyperhidrosis  does 
not  differentiate  between  eccrine  and  apocrine 
sweat  secretion,  of  course.  It  is  of  value  to  ex- 
plain some  basic  facts  to  such  an  individual. 
Eccrine  sweat  is  profuse  but  has  no  odor. 
Apocrine  sweat  has  odor,  but  the  patient  cannot 
see  the  small  amount  of  milky,  waxy  secretion 
that  is  deposited  upon  the  skin.  The  emotions 
that  cause  profuse  (eccrine))  sweating  do  not  pro- 
duce axillary  odor.  The  emotions  that  produce 
axillary  odor  do  not  produce  profuse  sweating. 
The  drugs  that  will  inhibit  the  one  type  of  axillary 
sweating  do  not  inhibit  the  other. 

Although  the  mitotic  activity  of  apocrine 
glands  is  slightly  greater  than  that  of  eccrine 
glands,  both  are  so  low  that  x-ray  therapy  will 
have  no  effect  on  their  function  or  structure.15,16 

Cutaneous  Blood  Vessels 

The  blood  vessels  of  the  skin  also  respond  to 
ij  adrenergic  (epinephrine-like)  and  cholinergic 
(acetylcholine-like)  stimuli.13  They  also  respond 
to  those  emotions  which  imitate  or  are  associated 
with  such  stimuli.  The  physician  is  constantly 


recognizing  such  vascular  changes  of  the  skin  as 
flare,  blanch,  cold,  and  warmth  in  his  evaluations 
of  the  clinical  and  emotional  problems  of  the 
patient.  Skin  color  is  dependent  upon  the 
amount  and  type  of  the  blood  in  the  capillary  bed. 
Skin  temperature,  as  well  as  skin  hue,  on  the 
other  hand,  is  controlled  by  the  rate  of  blood  flow 
through  the  arteriolar  bed.  A skin  can  therefore 
be  warm,  but  not  necessarily  red,  and  contrari- 
wise, it  can  be  red  and  not  warm.17 

Sensation 

The  physiology  of  itching  is  being  better  under- 
stood.18 Itching  is  “weak  pain,”  it  is  mediated 
by  pain  receptors  and  pain  fibers,  and  like  pain, 
it  is  of  two  types:  (1)  a short,  intense  “prickly 
itch”  that  is  well  localized  and  disappears  in  a few 
minutes  but  sets  the  stage  for  (2)  “itchy  skin” 
that  is  diffuse,  poorly  localized,  and  of  long  dura- 
tion (hours  to  days).  Tickle  is  the  same  as  itchy 
skin  plus  the  additional  element  of  movement. 

The  control  of  itching  should  be  as  exact  a 
science  as  the  control  of  pain,  of  which  it  is  a part. 
It  has  been  shown  that  none  of  the  local  anes- 
thetics or  antihistaminics,  when  applied  locally, 
could  penetrate  the  intact  normal  or  injured  skin 
sufficiently  to  alter  the  pain  or  itch  threshold.19 
Recently  54  topical  antipruritic  preparations 
commonly  prescribed  were  found  to  have  no  effect 
on  histamine  pruritus  experimentally  produced  in 
man.20  Superficial  x-ray  therapy,  however,  was 
shown  to  raise  the  itch-threshold  in  such  experi- 
mentally produced  itch.21  The  internal  medica- 
tion of  greatest  value  in  holding  down  the  in- 
tensity of  the  itch  sensation  is  the  salicylate 
group.  In  other  words,  aspirin  is  still  our  best 
anodyne  and  “anti-itch”  drug. 

Pigmentation 

Five  pigments  contribute  to  skin  color.  These 
are  (1)  reduced  hemoglobin  and  (2)  oxyhemo- 
globin of  the  blood,  (3)  melanin,  (4)  melanoid, 
and  (5)  carotene.22  It  is  not  within  the  scope  of 
this  discussion  to  include  recent  developments  of 
biochemistry  of  the  skin.  However,  the  following 
is  so  important  a discovery  for  the  clinician  that 
it  should  be  included,  even  if  not  elaborated  upon. 
Lerner  and  Fitzpatrick  were  able  to  obtain  a 
mammalian  tyrosinase  (a  copper  protein),  thus 
establishing  at  long  last  the  enzymatic  oxidation 
of  tyrosine  to  melanin  in  mammals.23  With  this 
biochemical  reaction  in  mind,  the  clinician  can 
now  better  understand  the  mechanisms  of  ab- 
normal pigmentation  in  any  patient.  Time  does 
not  permit  elaboration  of  such  fascinating  clinical 
applications.  However,  all  physicians  should  be 
familiar  with  this  essential  information,  and  they 
are  therefore  referred  to  the  review  article  by 
Lerner  and  Fitzpatrick  in  which  the  biochemical 
basis  for  melanin  formation  is  discussed.23 
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Conclusions 

The  physiology  of  the  skin  has  received  much 
attention  in  recent  years.  The  practice  of  mod- 
ern dermatology  encompasses  such  “applied 
physiology”  of  the  skin.  A few  such  clinical  ap- 
plications of  skin  physiology  are  presented,  show- 
ing their  value  in  the  diagnosis,  treatment,  and 
understanding  of  a patient’s  problem. 
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Discussion 

Carl  T.  Nelson,  M.D.,  New  York  City. — I feel 
that  Dr.  Lobitz  should  be  congratulated  for  the 
clear-cut  manner  in  which  he  has  shown  how  valu- 
able a knowledge  of  underlying  physiology  may  be 
in  understanding  many  of  the  day-to-day  problems 
encountered  in  dermatologic  practice.  As  this 
knowledge  is  expanded,  all  of  us,  as  clinicians,  will 
be  able  to  utilize  it  more  and  more. 

Regarding  sebaceous  secretion,  I think  we  would 
all  agree  that  there  is  now  excellent  evidence  that 
the  size  and  activity  of  the  sebaceous  glands  can  be 
increased  with  androgen  stimulation.  On  the  other 
hand,  the  evidence  that  the  administration  of  estro- 
gens in  the  usual  dosage  will  diminish  the  size  and 
activity  of  the  oil  glands  is  not  so  impressive.  In- 
deed, this  inference  seems  to  be  based  mainly  on  the 
finding  that  estrogens  in  massive  doses  may  cause 
atrophy  of  the  sebaceous  glands  in  the  female  rat  .” 
While  many  of  us  have  seen  good  results  from  estro- 
gen therapy  in  severe  cystic  acne,  not  many  of  us 
would  agree  with  Dr.  Lobitz  on  the  necessity  for 
pursuing  this  therapy  to  the  point  of  developing 
breast  hyperplasia  in  the  male  or  causing  complete 
cessation  of  menses  in  the  female.  It  may  be  that 
amounts  of  estrogen  used  short  of  these  goals  are 
ineffective  in  controlling  the  basic  mechanisms  of 


acne,  but  I think  that  more  moderate  doses  of  estro- 
gen, combined  with  the  usual  local  therapy,  may 
still  give  gratifying  clinical  results.  The  sex  hor- 
mones undoubtedly  have  some  bearing  on  the  etiol- 
ogy and  treatment  of  acne,  but  it  should  still  be 
borne  in  mind  that  these  hormones  may  not  be  the 
only  factors  influencing  the  sebaceous  glands.  . 

If  time  permitted,  I am  sure  Dr.  Lobitz  would 
have  discussed  the  recent  investigations  on  the 
temporary  local  depilatory  effect  of  certain  naturally 
occurring  compounds  having  unsaturated  double- 
bond carbon  atom  linkages.6  When  such  unsatu- 
rated compounds  are  applied  to  the  skin  of  experi- 
mental animals,  they  cause  a localized  type  of  hair 
loss,  presumably'  by  interfering  with  the  function  of 
sulfhy'drvl  compounds  which  are  necessary'  for 
normal  keratinization  and  hair  growth.  Three  of 
these  naturally'  occurring  unsaturated  compounds, 
squalene,  oleic  acid,  and  linoleic  acid,  are  normal 
components  of  human  sebum,  and  they',  as  well  as 
human  sebum  itself,  can  cause  hair  loss  when 
applied  to  the  skin  of  rabbits.  The  implications  are 
that  certain  normal  constituents  of  sebum  may'  be 
factors  in  the  production  of  some  types  of  human 
baldness,  although  so  far  there  is  no  experimental 
evidence  in  humans  to  support  this.  In  any  event, 
this  is  the  first  instance  in  which  a substance  ex- 
creted onto  normal  skin  has  been  shown  to  influence 
the  process  of  hair  growth  and  keratinization.  This 
may  offer  a chemical  clue  to  the  etiology  of  human 
baldness.  It  certainly'  suggests  that  sebum  can  no 
longer  be  considered  to  be  merely'  an  inert  lubri- 
cating agent. 

Vitamin  A is  another  naturally'  occurring  un- 
saturated compound  which  has  been  shown  to  have 
this  depilatory  action  in  experimental  animals. 
Vitamin  A,  however,  does  not  inhibit  sulfhydryl 
compounds  in  vitro,  and  its  depilatory'  effect  may  be 
due  to  some  mechanism  other  than  interference 
with  the  function  of  sulfhy'dryl  compounds.  That 
this  may  be  of  more  than  passing  theoretic  interest 
is  suggested  by  the  recent  clinical  report  by'  Sulz- 
berger and  Lazar  of  hair  loss  following  the  excessive 
intake  of  vitamin  A.c 

a Ebling,  F.  J.:  J.  Endocrinol.  5:  297  (1948). 

b Flesch,  P.,  and  Hunt,  M. : Arch.  Dermat.  & Syph.  65: 
261  (1952). 

c Sulzberger,  M.  B.,  and  Lazar,  M.  P.:  J.A.M.A.  146:  788 
(1951). 

Walter  C.  Lobitz,  Jr.,  ( Closing  Remarks)-  I want 
(o  thank  Dr.  Nelson  for  his  interesting  discussion. 

I appreciate  his  comments  and  am  glad  that  he 
mentioned  Dr.  Flesch’s  studies  on  sebum.  This 
work,  as  well  as  many  other  important  studies, 
should  be  discussed. 

It  must  be  re-emphasized  that  only  in  patients 
with  severe  cystic  acne  vulgaris  do  we  advocate 
the  use  of  estrogens.  Such  therapy,  when  ade- 
quate, will  prevent,  the  development,  of  new 
lesions,  while  the  old  lesions  are  being  controlled 
with  the  usual  measures  of  topical  therapy,  acne 
surgery,  and,  at  times,  x-ray.  Since  no  practical 
laboratory  procedures  exist  to  tell  us  the  exact  levels 
of  androgens  or  estrogens  in  any  given  patient,  as  ‘ 
clinicians  we  are  then,  in  a sense,  titrating  the  new 
acne  lesion  against  male  breast  hyperplasia,  etc., 
with  the  estrogen  therapy. 


SPOROTRICHOSIS 
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(From  the  Southside  Hospital,  Bay  Shore,  and  the  Department  of  Dermatology,  New  York  Polyclinic 
Medical  School  and  Hospital) 


IN  THE  fifty-four  years  since  Schenck  and  E.  F. 

Smith  collaborated  to  identify  and  establish 
the  mycologic  etiology  of  sporotrichosis,  academic 
interest  has  been  maintained  by  the  steady,  al- 
though scanty,  reporting  of  this  disease  through- 
out the  country.1  Foerster  has  emphasized  the 
economic  importance  of  this  infection  and  the 
hazards  of  overlooking  the  diagnosis.2’3 

It  is  not  possible  to  determine  accurately  the 
number  of  cases  which  have  occurred  in  these 
years  since  many  instances  of  sporotrichosis 
do  not  reach  medical  print,  and,  on  the  other 
hand,  patients  with  Sporothrix  infection  un- 
doubtedly escape  recognition.  According  to 
Gastineau,  Spolyar,  and  Haynes,  206  instances  of 
this  mycosis  had  been  published  before  1940. 4 
We  have  been  able  to  find  four  more  case 
references  for  this  period  of  time  and  in  re- 
viewing the  literature  since  January,  1940,  to 
the  end  of  1951  have  collected  65  additional  case 
publications,  making  a total  of  275  for  the  United 
States.  In  Table  I the  above  statistics  are 
compared  by  states.  It  is  evident  that  prior  to 
1940  the  Midwest  and  the  Mississippi-Missouri 
River  Valley  harbored  the  greatest  incidence 
of  infection.  Since  the  causative  organism, 
Sporotrichum  schenckii,  had  been  demonstrated 
to  exist  saprophytically  on  many  forms  of  vege- 
tation, it  was  assumed  that  there  was  a greater 
concentration  of  the  fungus  in  the  agricultural 
Midwest  with  a preference  for  certain  local  types 
of  plant  life  and  environmental  conditions.  Em- 
mons stated  that  the  medical  profession  in  this 
region  was  well  aware  of  the  disease  and  on  the 
lookout  for  sporotrichosis.5  A high  humidity  has 
also  been  shown  to  influence  favorably  the  growth 
of  this  fungus.  Brown,  Weintroub,  and  Simpson 
in  studies  during  the  epidemic  in  the  South 
African  gold  mines  (when  2,825  cases  of  sporo- 
trichosis were  detected  between  the  years  1941 
and  1944)  showed  that  mine  timbers  which  were 
the  source  of  the  mold  would  only  support  growth 
of  the  Sporotrichum  when  the  relative  humidity 
was  between  95  and  100  per  cent.6  In  Uruguay, 
MacKinnon  noted  that  sporotrichosis  occurred 
most  frequently  during  the  autumn  and  early 
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winter  when  relative  humidity  was  highest.' 
This  might  explain  the  absence  of  the  disease  in 
our  arid  Southwest  but  not  the  complete  lack  of 
sporotrichosis  from  the  Pacific  Northwest  where 
the  conditions  of  high  humidity  should  favor  the 
mycosis. 

Leiby,  Sulzberger,  and  Baer  in  1945  reviewed 
the  occurrence  of  sporotrichosis  in  the  State  of 
New  York  and  found  26  published  clinical  re- 
ports of  which  only  ten  had  confirmatory  cul- 
tures.8 These  authors  added  two  proved  cases 
of  their  own.  Since  then  seven  more  acceptable 
cases  of  sporotrichosis  were  reported  in  New  York, 
to  bring  the  total  for  this  State  to  19  confirmed 
infections  and  16  presumptive  cases  of  sporotri- 
chosis.9-14 It  should  be  emphasized  that  all  of  the 
12  proved  cases  in  this  State  since  1940  were  pre- 
sented at  clinical  meetings  in  New  York  City  and 
originated  within  a radius  of  75  miles. 

Despite  the  contentions  of  de  Beurmann  and 
Gougerot,  most  American  mycologists  recognize 
a single  strain,  Sporotrichum  schenckii,  as  the 
responsible  pathogenic  organism.15  Differences 
of  pigment  formation,  spore  formation,  and 
fermentation  reactions,  which  were  the  bases  for 
separation  into  several  species  by  the  French 
scientists,  were  considered  in  the  United  States 
too  indefinite  and  well  within  the  limits  of  vari- 
ability of  a single  specific  organism. 

Clinically,  the  disease  has  been  classified 
chiefly  by  the  anatomic  distribution  of  lesions. 
The  latter  show  a protean  morphology  which  is 
characteristic  for  the  disease.  Lewis  and  Hopper 
described  six  clinical  types,  as  follows:  (o)  lo- 

calized lymphangitic,  (6)  disseminated  subcu- 
taneous, (c)  disseminated  ulcerating,  (d)  systemic, 
(e)  epidermal,  and  (/)  a type  with  allergic  lesions 
or  sporotrichids. 16  Fortunately  in  this  country 
the  lymphangitic  type  is  most  prevalent.  This 
is  featured  by  a primary  lesion,  the  gummatous 
subcutaneous  nodule,  at  the  site  of  inoculation 
which  usually  ulcerates  to  form  the  sporotri- 
chotic  chancre.  At  times  the  initial  lesion  may  as- 
sume the  appearance  of  a verrucous  plaque  or  an 
abscess.  Since  the  disease  often  follows  an  in- 
jury in  farmers,  florists,  and  horticulturists,  the 
fingers  and  hands  are  the  commonest  sites  for  the 
primary  lesion.  Other  exposed  skin  regions,  as 
the  face  and  the  lower  extremities,  have  been  in- 
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TABLE  I. — Summary  of  Casf.  Reports 


Case 

Num- 

ber 

Age 

Sex 

Date 

of 

Onset 

Occupa- 

tion 

Possible 
Source  of 
Fungus 

Site 

Primary 

Lesion 

Clinical 

Type 

Mycologic  Findings 
Skin 

Culture  Test 

Response 

to 

Iodides 

i 

23 

M 

May,  1937 

Labor, 

bulb 

farm 

Salt  hay, 
cactus 

Volar 

fore- 

arm 

Ulcer 

Ascending 

lymphangitic 

Not 

done 

Not 

done 

Cleared 

10 

weeks 

2 

1 1 

M 

November, 

1949 

School- 

boy 

Salt  hay 

Palpebral 

con- 

junc- 

tiva 

Papule 

Descending 

lymphangitic 

Positive 

Positive 

Cleared 

13 

weeks 

3 

40 

M 

December, 

1949 

Labor, 

bulb 

farm 

Salt  hay 

Right 

hand 

Ulcerated 

nodule 

Ascending 

lymphangitic 

Positive 

Positive 

Cleared 

14 

weeks 

4 

8 

M 

December, 

1949 

School- 

boy 

Salt  hay 

Right 

fourth 

finger 

Red 

nodule 

Ascending 

lymphangitic 

Negative 

Positive 

Cleared 

4 

weeks 

5 

13 

M 

October, 

1950 

School- 

boy 

Pets  (?) 

Elbow 

Verrucous 

patch 

Ascending 

lymphangitic 

Positive 

Positive 

Cleared 

14 

weeks 

6 

53 

F 

August, 

1950 

House- 

wife 

Cats 

Right 
hand 
and  left 
wrist 

Nodules 

Multiple 
primary  (?) 

Positive 

Not 

done 

Cleared 

20 

weeks 

7 

20 

M 

January, 

1951 

Labor, 

bulb 

farm 

Salt  hay 

Right 

nares 

Verrucous 

patch 

Descending 

lymphangitic 

Positive 

Positive 

Cleared 

10 

weeks 

8 

10 

M 

October, 

1951 

School- 

boy 

Salt  hay 

Right 

thumb 

Chancre 

Ascending 

lymphangitic 

Positive 

Positive 

Cleared 

8 

weeks 

volved  to  a lesser  degree.  After  a variable  period 
of  time  following  the  primary  lesion,  a lymphan- 
gitis evolves  with  the  formation  of  secondary 
subcutaneous  nodules  along  the  course  of  these 
lymph  vessels.  The  classic  lymphangitic  form  of 
sporotrichosis  is  described  as  producing  an  as- 
cending lymphangitis  since  the  inoculation  usually 
occurs  on  the  fingers  and  the  lymphatics  draining 
the  digits  anatomically  ascend.  On  the  head 
and  neck,  however,  the  lymph  vessels  drain  by 
descending.  Therefore,  in  a previous  publica- 
tion, the  terminology  of  sporotrichosis  with  de- 
scending lymphangitis  was  proposed.17  Use  of 
this  descriptive  term  may  result  in  recognition  of 
unusual  forms  of  the  disease.  The  secondary 
nodules  along  the  course  of  the  lymphatics  even- 
tually adhere  to  the  overlying  skin  and  may  ul- 
cerate, discharging  a viscid  to  serous  pus.  The 
patient  is  usually  asymptomatic  despite  the 
alarming  appearance  of  the  skin  lesions.  The 
regional  lymph  nodes  are  infrequently  involved. 

Besides  the  six  clinical  types  previously  men- 
tioned, there  have  been  recent  publications  sug- 
gesting another  clinical  variety  consisting  of  a 
localized  verrucous  or  granulomatous  dermati- 
tis.18-^ 

The  causative  organism  of  sporotrichosis  is 
rarely  found  in  the  pus  or  tissues  of  human  in- 
fection. Biopsy  findings  depend  on  the  type  of 
lesion  sectioned.  The  typical  sporotrichotic  nod- 
ule is  described  as  a granuloma  in  the  cutis  and 
consists  of  a central  zone  of  necrosis  or  suppura- 
tion containing  polymorphonuclear  neutrophils, 
eosinophils,  erythrocytes,  and  macrophages.  In 
the  intermediate  zone  there  are  epithelioid  cells 
and  giant  cells  of  the  Langerhans  type.  Tubercle 
formation  may  be  simulated.  The  outer  zone  is 


one  of  proliferation  with  connective  tissue  cells, 
lymphocytes,  and  plasma  cells.  This  has  been 
called  the  syphiloid  zone.  When  the  lesion  is 
verrucous,  the  epidermis  shows  pseudoepithelio- 
matous  proliferation  with  a dense  cellular  in- 
filtration in  the  upper  cutis.  The  cellular  reaction 
may  show  a predominance  of  polymorphonuclear 
leukocytes  with  microabscesses.  When  abscesses 
are  absent,  the  infiltrate  consists  largely  of 
lymphocytes  with  other  cells.  Variability  in 
vascular  dilatation  has  also  been  reported. 

Diseases  to  be  considered  in  a differential 
diagnosis  are  syphilis,  tuberculosis,  pyogenic  in- 
fections, tularemia,  glanders,  blastomycosis  and 
other  deep  mycoses,  granulomas  due  to  drugs,  and 
leishmaniasis. 

Therapy  with  potassium  iodide  is  practically 
specific,  especially  in  the  lymphangitic  type  of 
the  disease.  Ray  and  Rockwood  found  only 
eight  instances  of  unsatisfactory  response  to  this 
medication  in  the  United  States.20 

Case  Reports 

Attention  to  sporotrichosis  in  our  locality 
followed  detection  of  Case  2.  The  possible  en- 
demic prevalence  of  this  mycosis  was  discussed 
at  our  local  hospital  meeting  and  resulted  in  dis- 
covery of  two  active  infections  where  the  fungus 
etiology  was  not  previously  suspected.  Other 
patients  have  since  been  referred  to  one  of  us 
(J.I.S.)  with  a clinical  diagnosis  of  sporotrichosis 
as  a result  of  the  above  experience.  Except  for 
Case  1,  the  patients  of  this  series  were  observed 
within  a period  of  two  years.  All  patients  lived 
and  worked  on  the  south  shore  of  Suffolk  County 
in  an  area  of  less  than  30  square  miles  (Fig.  1). 

Case  I, — A.  C.,  white  male,  age  twenty-three,  was 
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Fig.  1.  Location  of  cases  of  sporotrichosis  in 
Suffolk  County:  numbers  1 to  8 represent  present 
series;  G,  Graham’s  cases,  1946;  T,  Turrell’s  cases, 

1911. 

employed  on  a flower  bulb  farm  at  Islip,  New  York. 
He  was  first  seen  and  attended  by  his  family  physi- 
cian, Dr.  W.  It.  Carman,  in  May,  1937,  for  a crater- 
like ulceration  on  the  volar  aspect  of  the  left  fore- 
arm, just  above  the  wrist,  of  a few  weeks  duration. 
This  lesion  enlarged,  and  secondary  nodules  ap- 
peared on  the  volar  aspect  of  the  forearm,  extending 
in  linear  formation  to  the  middle  of  the  arm.  Most 
of  the  nodules  ulcerated.  Wassermann  test  was 
negative,  and  there  was  no  history  of  exposure  to 
animals.  In  his  work  the  patient  had  handled 
flower  bulbs,  cacti,  and  contacted  salt  hay.  There 
were  no  constitutional  symptoms,  and  the  lesions 
were  painless. 

When  there  was  no  response  to  local  therapy  and 
sulfonamides,  the  possibility  of  sporotrichosis  was 
entertained  and  iodide  therapy  instituted  by  the  end 
of  June,  1937.  Healing  was  steady,  and  the  pa- 
tient was  discharged  as  cured  on  September  1,  1937. 
The  next  March  several  of  the  healed  lesions  again 
showed  inflammation  with  slight  ulceration  and  some 
discharge.  Healing  was  again  prompt  after  iodide 
therapy.  The  patient  had  been  examined  by  the 
compensation  insurance  carrier  and  the  diagnosis  of 
sporotrichosis  accepted.  There  have  been  no  further 
recurrences,  and  at  present  scars  with  a typical 
lymphangitic  distribution  may  be  seen.  The  pa- 
tient refused  sporo trichin  skin  testing. 

Case  2. — This  patient  has  been  reported  in  de- 
tail elsewhere.13,17  K.  E.,  white  boy,  age  eleven 
years,  was  first  treated  by  his  family  physician  and 
ophthalmologist  in  early  December,  1949,  for  in- 
flammation of  the  right  conjunctiva.  A palpebral 
subconjunctival  nodule  was  also  seen,  and  preauricu- 
lar  adenitis  was  noted  early  in  the  disease  but  sub- 
sided later.  Local  antibiotics  and  2,700,000  units  of 
penicillin  did  not  prevent  extreme  edema  of  the  right 
eyelids  and  the  development  of  four  distinct,  rub- 
bery, pea  to  cherry-sized  nodules  along  the  course  of 
lymph  vessels  on  the  right  cheek.  At  this  time  there 
were  two  adjacent  hempseed-sized  papules  on  the 
inner  aspect  of  the  lower  lid  near  the  outer  canthus. 
Wassermann  and  tuberculin  tests  were  negative. 
On  December  31,  1949,  the  upper  right  lid  was  in- 
cised and  a thick,  creamy  pus  evacuated.  This  was 
cultured  bacteriologically  and  on  Sabouraud’s  glu- 


cose agar.  Direct  examination  of  the  pus  failed 
to  reveal  organisms.  The  bacteriologic  laboratory 
reported  growth  of  a pure  culture  of  hemolytic 
staphylococcus.  Growth  was  also  obtained  on  the 
mv cologic  media  which  was  identified  as  S.  schenckii 
after  eight  days. 

Further  questioning  revealed  that  two  to  four 
weeks  prior  to  onset  of  ocular  symptoms  the  patient 
had  played  in  salt  hay  on  a flower  bulb  farm  be- 
hind his  home.  The  mother  distinctly  remembered 
brushing  the  hay  out  of  his  hair  and  off  his  face. 

Therapy  with  a saturated  solution  of  potassium 
iodide  was  well  tolerated  up  to  a total  of  90  drops 
daily.  He  was  considered  cured  on  April  1,  1950. 
The  facial  nodules  subsided  without  ulceration  or 
significant  scarring.  Sporotrichin  skin  test  on  Feb- 
ruary 23,  1952,  after  two  years  was  markedly  posi- 
tive. 

Case  3. — T.  C.,  white  male,  aged  forty,  while 
working  on  the  same  bulb  farm  in  I.slip  where  the 
preceding  case  is  believed  to  have  become  infected, 
accidentally  punctured  the  right  hand  near  the  base 
of  the  fifth  finger  with  a pitchfork  while  loading  salt 
hay  on  December  3,  1949.  He  was  treated  for  a 
pyogenic  infection.  Secondary  nodules  appeared  on 
the  forearm  and  arm  along  the  course  of  the  lymph- 
atics. Several  had  been  treated  surgically  without 
improvement.  On  January  20,  1950,  the  diagnosis 
of  sporotrichosis  was  suggested,  and  pus  was  aspi- 
rated from  a nodule  from  which  S.  schenckii  was 
cultured.  The  patient  responded  to  oral  iodides  and 
was  considered  cured  May  1,  1950.  Sporotrichin 
skin  test  on  February  21,  1952,  was  markedly  posi- 
tive. 

Case  4- — D.  M.,  white  bov,  eight  and  one-half 
years  old,  had  played  in  salt  hay  in  a bulb  field  near 
Bay  Shore  on  Thanksgiving  Day,  1949.  In  Decem- 
ber, 1949,  a red  nodule  appeared  on  the  lateral  side 
of  the  right  fourth  finger  near  the  first  phalangeal 
joint.  On  December  24,  1949,  this  lesion  was 
incised  and  dressed  with  bacitracin  ointment.  In 
the  middle  of  January  another  nodule  appeared  on 
the  back  of  the  right  hand  and  a little  while  later 
one  on  the  forearm.  Further  incisions  were  per- 
formed. Agglutination  tests  for  Brucella  and  Bac- 
terium tularense  were  negative.  Bacteriologic 
culture  was  also  negative.  A diagnosis  of  sporo- 
trichosis was  suggested,  and  on  March  2,  1950,  io- 
dide therapy  was  started.  The  patient  was  very  un- 
cooperative, and  it  was  impossible  to  obtain  proper 
material  for  culture.  Response  to  the  iodides  was 
rapid  with  healing  by  March  31,  1950.  Sporotrichin 
test  March  9,  1952,  was  markedly  positive. 

Case  5. — E.  D.,  white  boy,  age  thirteen,  was  re- 
ferred on  October  28,  1950,  by  his  family  physician 
because  of  the  possibility  of  sporotrichosis.  He 
stated  that  at  the  beginning  of  October,  1950,  a tiny 
pustule 'appeared  on  the  right  elbow  which  subse- 
quently enlarged.  One  week  before  this  consulta- 
tion nodules  were  noted  on  the  inner  aspect  of  the 
arm.  There  were  no  subjective  symptoms.  The 
boy  had  pet  rabbits,  cats,  and  dogs  at  home.  He 
gave  no  history  of  playing  in  salt  hay.  One  of  his 
cats  was  said  to  have  had  nodules  on  the  skin  and 
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had  disappeared  from  the  household.  A plaque 
1 inch  in  diameter  was  noted  on  the  right  elbow. 
The  center  was  covered  by  a brownish  crust,  and  the 
periphery  was  dull  red  and  papillomatous  with  a 
few  small  pustules.  On  the  inner  aspect  of  the  arm 
was  a chain  of  pea-sized  or  larger,  deep  nodules  cor- 
responding to  the  ascent  of  the  regional  lymphatics. 
The  axillary  nodes  were  not  enlarged.  Pus  from  a 
tiny  abscess  was  cultured  on  Sabouraud’s  glucose 
agar,  and  S.  schenckii  identified.  Potassium  iodide 
was  started  immediately,  and  he  was  cured  by 
February  1,  1950.  Maximum  dose  was  75  drops 
of  the  saturated  solution  daily.  Sporotrichin  skin 
test  on  March  8,  1952,  was  strongly  positive. 

Case  6. — E.  B.,  white  female,  age  fifty-three, 
living  in  Babylon,  had  two  pet  cats  who  developed 
ulceration  on  the  legs  in  January,  1950.  The  owner 
suspected  contact  with  a pile  of  peat  moss  in  which 
the  cats  liked  to  play  as  the  source  of  infection.  The 
animals  were  taken  to  a veterinarian  who  tried  nu- 
merous remedies,  and  finally  on  August  28,  1950, 
pus  samples  were  sent  to  a local  laboratory  where  S! 
schenckii  was  cultured  from  specimens  of  both  cats. 
During  this  period  of  time  the  cats  were  also  at- 
tended by  the  patient  who  dressed  the  wounds.  In 
August,  1950,  a nodule  appeared  on  the  right  hvpo- 
thenar  eminence  and  two  nodules  in  linear  formation 
on  the  dorsa  of  the  left  wrist.  These  later  discharged 
a purulent  material.  The  regional  lymphatics  be- 
came bright  red,  and  the  epitrochlear  lymph  nodes 
were  enlarged  and  tender.  She  went  to  the  labo- 
ratory which  had  cultured  the  cats,  and  S.  schenckii 
was  also  recovered  from  both  hands.  Potassium 
iodide  therapy  was  administered  for  the  fungus  in- 
fection and  sulfonamides  for  the  secondary  pyo- 
genic infection.  The  iodides  were  poorly  tolerated 
and  irregularly  taken.  The  sporotrichosis  was  fi- 
nally cured  in  February,  1951.  In  April,  1951,  symp- 
toms of  uveitis  appeared  which  ran  a severe  and  pro- 
tracted course.  The  skin  testing  was  not  performed 
for  fear  of  relighting  the  eye  inflammation. 

Case  7. — H.  K.,  (also  reported  elsewhere21),  age 
twenty,  first  examined  March  1,  1951,  had  im- 
migrated to  the  United  States  from  Holland  one 
year  before.  His  first  job  was  in  a tree  nursery,  and 
last  November  he  went  to  work  for  a flower  bulb 
grower.  In  early  January,  1951,  the  patient  de- 
veloped a swelling  of  the  neck  and  an  eruption  on 
his  nose.  Both  lesions  had  been  progressing.  Ex- 
cept for  an  acne  for  the  last  year,  past  dermatologic, 
history  was  negative.  Since  January  the  patient  had 
received  two  penicillin  injections  and  aureomycin 
for  this  condition  without  relief. 

On  the  medial  and  superior  aspects  of  the  right 
nares  was  a keratotic  and  verrucous  plaque  of  der- 
matitis. From  this  patch  a chain  of  small  deep 
nodules  descended  to  a cystic  submental  swelling 
and  larger  firm  nodules.  There  was  no  apparent 
systemic  reaction. 

On  March  1,  1951,  several  cc.  of  serosanguinous 
fluid  was  aspirated  from  the  cystic  mass  and  streaked 
on  Sabouraud’s  glucose  media.  Colonies  of  S. 
schenckii  grew  readily.  Potassium  iodide  therapy 
was  started  immediately  and  increased  gradually  to 
a maximum  of  90  drops  daily.  In  May  the  patient 


complained  of  a diffuse  enlargement  of  the  thyroid 
gland.  No  pathology  of  this  gland  was  discovered. 
On  June  1,  1951,  the  fungous  infection  was  con- 
sidered cured.  Sporotrichin  skin  test  on  February 
28,  1952,  gave  a positive  reaction. 

Case  8. — R.  S.,  ten-year-old  white  boy,  living  in 
Amityville,  scratched  the  phalangeal  joint  on  the 
right  thumb  in  October,  1951,  while  playing  in  .salt 
meadow  hay  on  a tulip  bulb  farm  near  his  home. 
After  five  days  a pustule  developed  and  two  weeks 
later  nodules  were  present  on  the  forearm.  He  was 
treated  by  his  family  doctor  for  two  months  with 
oral  penicillin,  sulfonamide  powder,  sulfonamide 
ointment,  and  bacitracin  ointment  without  im- 
provement. 

When  first  examined  on  December  21,  1951,  the 
picture  was  of  the  lymphangitic  type  of  sporotricho- 
sis with  a dirty  ulcer  on  the  back  of  the  phalangeal 
joint  of  the  right  thumb,  adjacent  pustules,  and 
nodules  extending  along  the  first  phalanx  of  the 
thumb  up  the  lateral  aspect  of  the  wrist  and  along 
the  forearm.  The  epitrochlear  node  was  spared, 
and  on  the  inner  side  of  the  arm  four  deep  nodules  in 
linear  formation  were  palpable.  The  axillary  lymph 
nodes  on  both  sides  were  discrete  but  not  enlarged 
or  tender.  The  boy  felt  well  and  was  afebrile. 

Initial  culture  from  superficial  pustules  on  the 
thumb  and  sides  of  the  ulcer  failed  to  produce  any 
growth  on  Sabouraud’s  glucose  agar.  After  one 
week  about  2 cc.  of  serosanguinous  fluid  was  aspi- 
rated from  a nodule  on  the  forearm  and  inoculated 
into  the  same  type  media.  W ithin  a week  typical 
growth  of  S.  schenckii  was  obtained. 

Biopsy  was  taken  from  the  sides  of  the  ulcer  on 
the  thumb  and  stained  by  the  Hotchkiss-McManus 
method.  No  organisms  were  detected.  Pus  from 
the  nodule  on  the  forearm  was  likewise  stained  and 
studied  without  finding  Sporotrichum. 

The  patient  was  immediately  placed  on  a satu- 
rated solution  of  potassium  iodide  by  mouth,  5 drops, 
and  increased  rapidly  to  25  drops  three  times  a day. 
The  ulcer  and  nodules  healed  by  February  16,  1952. 
Sporotrichin  skin  test  in  February,  1952,  was 
strongly  positive. 

Comment 

The  endemic  occurrence  of  sporotrichosis  in 
our  country  has  been  recognized  on  several  oc- 
casions. Foerster  in  1926  published  observa- 
tions on  18  cases  he  had  studied  over  a period 
of  five  years.3  Since  then  he  has  seen  very 
little  sporotrichosis  as  is  shown  in  Fig.  2 for 
Wisconsin  and  reported  by  personal  communica- 
tion. Fourteen  of  his  patients  were  employed  by 
a tree  nursery,  and  at  least  ten  acquired  the  in- 
fection by  inoculation  with  thorns  of  the  barberry 
shrub.  Gastineau  and  associates  in  1941  re- 
ported a series  of  six  cases  which  occurred  in  a 
single  year  among  florists  of  Indiana.4  A moss 
used  in  the  shops  of  the  patients  was  the  suspected 
source  of  the  Sporothrix.  Foerster  failed  to 
culture  the  Sporotrichum  from  the  barberry 
shrub,  whereas  the  U.S.  Public  Health  Service 
succeeded  in  growing  the  S.  schenckii  from  one  of 
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Fig.  2.  Distribution  of  reported  cases  of  sporo- 
trichosis: Column  A,  cases  reported  up  to  January, 
1940  (Gastineau);  Column  B,  cases  reported  from 
January,  1940,  to  the  end  of  1951. 

* Includes  Case  2 of  present  series 

t Four  additional  cases  (one  each  from  Ohio,  Michigan,  New 
York,  and  North  Carolina)  for  period  up  to  1940  found  in 
literature  and  not  shown  above. 


several  specimens  of  moss,  along  with  other 
plants,  submitted  to  them  by  Gastineau.  We 
have  learned  that  Gastineau  continues  to  see 
several  cases  of  sporotrichosis  yearly  from  south- 
ern Indiana,  but  these  patients  have  no  findings 
in  common. 

It  was  difficult  to  explain  the  lack  of  case  re- 
ports in  the  last  decade  from  the  Dakotas,  Ne- 
braska, Kansas,  and  Oklahoma  where  the  dis- 
ease had  previously  been  most  prevalent.  An 
inquiry  was  mailed  to  several  dermatologists  in 
these  states  to  learn  of  their  experience  with 
sporotrichosis  in  recent  years.  From  Fargo, 
North  Dakota,  we  heard  that  only  two  cases 
were  seen  in  the  last  five  years.  Three  patients 
with  sporotrichosis  were  seen  in  the  same  number 
of  years  in  South  Dakota  by  one  doctor  and  three 
cases  in  eleven  years  by  another.  In  Omaha, 
Nebraska,  two  physicians  reported  that  there 
was  a definite  decrease  with  two  cases  seen  be- 
tween them  in  the  last  five  years.  However,  in 
Lincoln,  Nebraska,  one  man  saw  six  cases  in  the 
last  three  years.  One  or  two  cases  a year  was  the 
average  from  Kansas  City,  Missouri.  It  was 
also  learned  that  a few  years  ago  about  a dozen 
children  contracted  the  mycosis  from  a junk 
dump  in  the  latter  city.  There  was  no  decrease 
in  the  disease  in  Oklahoma  City  where  at  least 
two  or  three  cases  are  seen  yearly.  These  replies 
indicate  that,  in  general,  there  has  been  no  de- 
crease in  the  incidence  of  sporotrichosis  in  the 
Middle  West,  but  there  may  be  a shift  in  the 
geographic  center  of  frequency  southward.  The 
sporadic  occurrence  of  the  disease  is  again 
demonstrated.  Except  for  New  York,  North 
Carolina,  Maryland,  and  Georgia,  there  has  been 
little  change  in  the  relative  number  of  cases  re- 
ported from  the  eastern  section  of  the  country. 


Our  series  of  eight  cases  of  sporotrichosis  is 
the  second  largest  for  this  country.  A salt 
marsh  grass  used  extensively  on  local  flower  bulb 
farms  was  soon  suspected  as  the  source  of  fungous 
contamination.  Our  three  adult  male  patients 
worked  on  bulb  farms  and  had  intimate  contact 
with  this  type  of  vegetation  (Table  I).  Their 
disease  was  accepted  as  occupational  by  the  re- 
sponsible insurance  carrier,  and  Case  1 becomes 
tire  first  occupational  instance  of  sporotrichosis 
in  New  York.  Three  other  contacts  with  salt 
marsh  grass  were  boys  who  had  played  in  stacks 
of  the  hay  immediately  prior  to  the  appearance  of 
the  initial  lesion.  Only  two  cases  (3  and  8)  gave 
a history  of  injury  at  the  site  of  inoculation  prior 
to  infection. 

Graham,  seven  years  ago,  presented  a young 
girl  who  developed  sporotrichosis  after  playing  in 
similar  hay  on  a tulip  bulb  farm  in  the  same 
county.9  He  later  saw  four  other  children  who 
also  played  in  the  hay  and  showed  lesions  typical 
of  sporotrichosis.  Only  the  first  patient  was 
cultured. 

The  hay  which  is  the  suspected  source  of  in- 
fection in  most  of  our  patients  is  known  botani- 
callv  as  Spartina  patens.22  The  official  name  is 
marsh  hay  cord  grass,  but  it  is  also  locally  known 
as  salt  hay.  It  is  a perennial  marsh  plant  from 
various  parts  of  the  world  with  about  ten  species 
being  recognized,  most  of  which  are  found  in  the 
saline  marshes  of  the  seacoast.  The  grass  is  pre- 
ferred as  an  insulating  ground  cover  or  mulch  over 
planted  flower  bulbs  during  winter  months  since  it 
contains  no  weed  seeds.  Another  species  of  this 
plant  known  as  prairie  cord  grass  is  common  in 
fresh  water  marshes  across  the  continent  in  the 
northern  states.  Numerous  attempts  by  us  to 
culture  sporotricha  directly  from  the  hay  have 
failed.  Additional  investigations  are  in  progress. 

Although  vegetation  is  considered  the  com- 
monest source  of  the  Sporothrix  causing  human 
infection,  there  are  a few  instances  of  trans- 
mission to  man  from  animals.  Despite  the  fre- 
quency of  equine  sporotrichosis,  Hopkins  and 
Benham  accept  only  one  instance  of  spread  from 
horse  to  man  in  this  country.23  Single  cases 
from  a rat  bite,  a mouse  bite,  a hen  peck,  and  con- 
tact with  gophers  have  been  noted.  Although 
dogs  are  spontaneously  infected,  man  has  not 
contracted  sporotrichosis  from  this  animal  in  the 
United  States.  The  first  report  of  feline  sporo- 
trichosis in  this  country  appears  in  the  history  of 
Case  6.  The  mycosis  in  addition  was  trans- 
ferred to  the  cat’s  owner.  The  Sporothrix  has 
also  been  recovered  from  the  mouths  and  integ- 
ument of  healthy  animals. 

A diagnosis  of  sporotrichosis  is  acceptable  when 
S.  schenckii  is  cultured  from  pus  of  lesions  con- 
sistent with  the  clinical  picture  of  the  disease. 
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Fig.  3.  Slide  culture  of  S.  schenckii  one  week  old. 
(600  X) 


Recovery  of  the  fungus  is  usually  simple  and 
rapid  on  Sabouraud’s  glucose  agar  incubated 
aerobically  at  room  temperature.  The  colony 
is  discernible  about  the  fourth  day  as  a small, 
white,  moist,  and  shiny  growth  resembling  bac- 
teria. As  it  enlarges,  pigmentation  appears, 
turning  to  cream  to  brown  to  black.  The  central 
portions  become  tougher,  wrinkled,  and  irregular 
to  the  point  of  being  cerebriforme  (Fig.  3).  At 
the  periphery  the  filamentous  nature  of  the  mold 
can  be  seen  on  transillumination.  Microscopic 
examination  of  a slide  culture  reveals  a fine 
filamentous  growth,  the  hyphae  being  about  2 
microns  in  diameter  (Fig.  4).  Attached  to  the 
sides  of  the  hyphae  and  at  the  tips  of  lateral 
branches  are  pear-shaped  or  ovoid  conidia.  The 
conidia  are  attached  by  a very  narrow  stalk,  part 
of  which  may  remain  on  the  spore  as  a spine  when 
they  are  detached.  At  the  terminals  of  hyphae 
and  lateral  branches  the  spores  are  arranged  in 
small  clusters  resembling  a flower  petal  or  a 
rosette. 

While  a positive  culture  is  the  sine  qua  non  for 
diagnosis  of  sporotrichosis,  occasions  arise  where 
other  criteria  are  needed  to  establish  the  pres- 
ence of  sporothrix  infection.  In  this  respect  it 
is  interesting  to  note  that  Foerster  reported  that 
the  fungus  was  recovered  by  culture  in  only  53 
per  cent  of  the  United  States  cases,  three  fourths 
of  which  were  contracted  in  the  Middle  West.* 1 2 3 
The  sporotrichin  skin  test,  while  possibly  not  100 
per  cent  accurate,  appears  sufficiently  reliable 
to  be  used  in  accordance  with  the  outline  as  a 
diagnostic  aid  for  sporotrichosis  (Table  II).  The 
sporotrichin  skin  testing  material  supplied  to 
us  by  Dr.  Norman  F.  Conant  of  the  Duke 
University  School  of  Medicine  gave  definite  posi- 
tive reactions  in  six  of  our  cases.  Case  1 refused 
testing,  and  we  desisted  in  the  instance  of  Case  6 


Fig.  4.  Colony  of  S.  schenckii  five  weeks  old. 


for  fear  of  relighting  the  uveitis.  Four  physicians 
were  used  as  controls  for  the  skin  testing  extract 
and  gave  negative  results. 

Seasonal  incidence  is  striking  in  that  six  of  our 
patients  contracted  the  disease  between  the 
months  of  October  and  January.  Meteorologic 
data  by  the  U.S.  Weather  Bureau  is  not  available 
for  Long  Island.  However,  a study  of  relative 
humidity  findings  from  other  weather  stations 
throughout  the  country  indicates  an  increase  in 
relative  humidity  during  the  fall  and  winter 
months.  These  observations  are  in  agreement 
with  MacKinnon.7  Although  humidity  figures 
were  not  available  for  Long  Island,  the  weather 
station  on  Block  Island,  which  is  off  the  coast  of 
Rhode  Island  and  the  tip  of  Long  Island,  reports 
relative  humidity  averages  16  per  cent  higher 
than  New  York  City  and  Albany  and  13  per  cent 
higher  than  Buffalo.  Studies  correlating  seasonal 
incidence  of  the  disease  with  relative  humidity 
from  other  parts  of  the  country  appear  to  be  in 
order. 

. Summary 

1.  Sporotrichosis  remains  prevalent  in  the 


TABLE  II. — Suggested  Criteria  for  the  Diagnosis  of 
Sporotrichosis 


A.  Skin  or  other  lesions  consistent  with  the  clinical  picture 

plus  culture  typical  of  the  organism  (S.  schenckii)  ob- 
tained from  the  pus  or  other  material 

B.  Skin  or  other  lesions  consistent  with  the  clinical  pic- 

ture and  with  syphilis  excluded  plus  two  of  the  follow- 
ing: . ... 

1 Rapid  involution  of  lesions  with  suitable  iodide  ther- 

apy 

2 Demonstration  of  acknowledged  fungous  elements 

in  pus  or  tissues 

3 Positive  sporotrichin  test  or  sporoagglutination  test 
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Midwest  with  a possible  shift  in  the  center  of 
maximum  intensity  southward.  Infrequency  of 
published  case  reports  from  this  region  renders 
statistics  unreliable. 

2.  There  has  been  an  increase  in  the  reporting 
of  this  disease  from  the  State  of  New  York,  with 
all  of  the  12  cases  in  the  last  eleven  years  orig- 
inating in  New  York  City  or  Long  Island. 

3.  A series  of  seven  proved  cases  and  one 
presumptive  case  of  sporotrichosis  has  been  pre- 
sented. All  patients  in  this  group  resided  in  a 
limited  area  of  Suffolk  County,  Long  Island. 
Six  of  the  patients  contracted  the  disease  on 
flower  bulb  farms,  and  a mulch,  marsh  hay  cord 
grass,  is  the  suspected  source  of  the  fungus. 

4.  The  first  case  of  cat  sporotrichosis  with 
transmission  to  a human  in  the  United  States 
was  included  in  the  series. 

5.  Etiologic  factors  and  diagnostic  criteria 
are  discussed. 


The  authors  wish  to  express  appreciation  to  their  colleagues 
at  the  Southside  Hospital,  Bay  Shore,  through  whose  coop- 
eration most  of  the  above  cases  were  made  available.  We 
also  thank  Dr.  Rhoda  W.  Benham  and  Miss  P.  McCormack 
of  the  Department  of  Dermatology,  College  of  Physicians  and 
Surgeons  of  Columbia  University,  for  their  technical  assist- 
ance. 
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Discussion 

Herbert  H.  Bauckus,  M.D.,  Buffalo. — This  very 
excellent  paper  by  Dr.  Joseph  I.  Singer  on  sporo- 
trichosis is  a helpful  portrayal  of  the  characteristics 
of  this  unusual  infection. 

In  1947  and  in  1949  I cared  for  two  cases  of  sporo- 
trichosis in  which  the  diagnosis  was  confirmed  by 
finding  the  S.  schenckii  in  the  discharges  and  bv 
culture.  The  sporotrichin  skin  tests  were  not  made. 
Both  patients  lived  in  Buffalo,  New  York. 

The  first  case,  a boy,  age  seven,  in  the  fall  of  1947 
was  found  in  the  Deaconess  Hospital  with  numerous 
lesions  of  one  leg  and  thigh.  There  was  consider- 
able ulceration  of  the  leg  with  markedly  excessive 
granulation  tissue  formation.  This  case  had  prog- 
ressed for  several  weeks  and  was  producing  toxic 
symptoms.  This  boy  had  played  in  the  fields  and 
the  barns  of  the  nearby  country  but  had  no  contact 
with  commercial  flower-growing. 

The  other  patient,  age  sixty-five,  managed  a 
greenhouse  and  worked  in  it.  Her  occupation  in- 
cluded the  growing  of  roses.  About  the  first  of  Octo- 
ber, 1949,  while  in  the  greenhouse,  the  patient  is 
certain  she  was  stung  by  a bee.  The  place  of  the 
sting  was  above  the  flexor  surface  of  the  wrist,  and 
this  was  the  site  of  the  first  lesion.  The  area  became 
more  inflamed  about  a week  later  at  which  time 
small  lumps  appeared  in  a linear  fashion  extending 
to  the  axilla.  When  I finally  saw  the  patient  on 
October  19,  1949,  there  were  six  lesions  of  the  arm 
and  a granulomatous  deep  ulcer  with  induration  in 
the  region  of  the  elbow.  On  October  22  there  was 
a pure  culture  of  S.  schenckii  from  one  of  the  lesions. 

Both  patients  responded  well  to  potassium  iodide 
and  x-ray.  Final  resolution  did  not  take  place  until 
after  a few  months,  but  the  acute  relief  of  signs  and 
symptoms  was  prompt.  I have  had  no  experience 
with  other  therapy  in  this  disease. 


PLEASE  NOTE  PROGRAMS  OF  DISTRICT  BRANCH  MEETINGS 

ON  PAGE  2160. 


AN  ANALYSIS  OF  THE  NEEDS  FOR  THE  CEREBRAL  PALSIED  IN 
A REPRESENTATIVE  SUBURBAN  COUNTY  AND  A PLAN  FOR 
THEIR  MANAGEMENT 

Robert  V.  Martin,  M.D.,  Brooklyn,  New  York 

( From  the  Cerebral  Palsy  Diagnostic  and  Treatment  Center,  Roosevelt) 


WITH  the  planning*  of  a new  building, 
the  needs  for  the  cerebral  palsied  of 
Nassau  County  had  to  be  evaluated.  The 
formulation  of  a plan  of  operation  for  the  Diag- 
nostic and  Treatment  Center  in  Nassau  County 
was  based  upon  the  exact  needs  of  the  county. 
The  Center  has  been  in  operation  three  years, 
and  it  was  upon  this  statistical  study  that  certain 
needs  became  noted. 

The  children  were  divided,  according  to  age, 
into  three  major  groupings: 

Group  I — Preschool  (under  six  years) 

Group  II — School  age  (six  to  sixteen  years) 
Group  III — Vocational  age  (seventeen  to 
thirty  years) 

Three  subdivisions  for  each  group  were  estab- 
lished. This  was  based  on  progress  under  con- 
trolled treatment  at  the  Center.  They  were 
(1)  advanced  group  in  which  the  children  made 
average  or  better  than  average  progress;  (2) 
slow  progress  group  in  which  the  children  made 
progress,  although  slow;  (3)  no  progress  group 
in  which  the  children  made  no  progress  because 
of  severity  of  handicap  or  mental  defectiveness. 

This  is  based  on  observation  of  treatment  and 
schooling  from  six  months  to  three  years.  The 
only  other  subdivision  was  applied  to  the  school 
age  group  which  comprised  those  children  who 
needed  medical  checkups  and/or  treatment  and 
who  attended  regular  school.  Under  these  group- 
ings the  number  of  cases  are  tabulated  with 
their  need  of  physiotherapy  and/or  speech 
therapy  (Table  I). 

Total  number  of  cerebral  palsy  children  recorded 
at  this  time  was  295.  Total  number  of  physio- 
therapy treatments  of  all  groups,  except  “No 
Progress  Group”  was  246  per  week  (123  needed 
physical  therapy  twice  a week).  Total  number 
of  occupational  therapy  treatments  for  all  groups 
except  “No  Progress  Group”  was  140  per  week. 
Total  number  of  speech  treatments  for  all  groups 
except  “No  Progress  Group”  was  82  per  week. 

A therapist  works  thirty-two  and  one-half 
hours  per  week  (treatment  hours).  A physical 
therapist  averages  eight  treatments  per  day  or 
40  treatments  per  week.  Thus  246/40  equals  6.1 
or  six  therapists.  An  occupational  therapist 
averages  ten  treatments  per  day  or  50  treatments 
per  week.  Thus  140/50  equals  2.8  or  three 
therapists.  A speech  therapist  averages  ten 


TABLE  I. — Thehapv  Needs  in  295  Cerebral  Palsied 
Children 


Xum- 

ber 

Therapy  Required 

Groups 

of 

Physi-  Occupa- 

Cases 

cal  tional  Speech 

Preschool  (107  cases) 

Advance 

52 

40 

10 

14 

Slow  progress 

20 

1 5 

12 

14 

Xo  progress 

Severe  handicap 

3 5 
5 

5 

5 

. 

Mental  defective 

30 

15 

0 

School  age  (141  cases) 
Children  that  attend 

regular  school* 

51 

19 

13 

11 

Advance 

31 

28 

24 

14 

Slow  progress 

15 

13 

10 

10 

Xo  progress 

Severe  handicap 

44 

5 

5 

5 

5 

Mental  defective 

39 

14 

9 

15 

Vocational  age  (47  cases) 

Advance 

24 

8 

1 

i 

Slow  progress 

9 

0 

0 

0 

Xo  progress 

Severe  handicap 

14 

1 

1 

1 

Mental  defective 

7 

0 

0 

0 

* Twenty-two  of  these  children  required  no  therapy,  only 
medical  checkups. 


treatments  per  day  or  50  treatments  per  week. 
Thus  82/50  equals  1.6  or  two  therapists. 

For  the  “No  Progress  Groups”  some  may  be 
helped.  This  then  increases  the  case  load  as 
follows: 

1.  An  additional  80  physiotherapy  treatments 
are  added  per  week.  Thus,  a total  of  246  plus 
80  or  326  treatments  are  needed;  326  40  equals 
eight  physical  therapists  required. 

2.  An  additional  52  occupational  therapy 
treatments  are  added  per  week.  Thus  a total 
of  140  plus  52  or  192  treatments  are  needed; 
192/50  equals  3.8  or  four  occupational  therapists 
needed. 

3.  An  additional  32  speech  treatments  are 
added;  82  plus  32  equals  114  treatments  are 
needed,  and  114/50  equals  2.3  or  three  speech 
therapists  needed. 

This  is  based  upon  actual  work  done  by  thera- 
pists. The  average  number  of  treatments  done 
was  calculated  to  include  the  over-all  average 
of  30  per  cent  absences.  Thus  if  a 100  per  cent 
attendance  occurred,  this  same  group  could  still 
handle  them.  Up  to  this  point,  the  basic  needs 
are  itemized. 

In  my  opinion,  it  is  not  right  to  treat  children 
that  make  little  or  no  progress  in  a formal  pro- 
gram set  up  to  take  care  of  physical  handicap  as 
its  main  objective.  This  is  because  (1)  it 
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gives  false  hope  to  the  parents,  (2)  it  is  difficult 
for  the  therapist  when  there  is  no  response  from 
the  patient,  and  (3)  it  is  costly  treatment  with- 
out appreciable  results.  A child  to  be  placed  in 
this  group  is  one  that  has  had  a reasonable 
trial  (three  months  to  one  year)  in  the  progressive 
groups.  Every  child  except  those  who  upon  im- 
mediate recognition  present  evidence  of  very  low 
mentality  is  worth  the  trial  because  (1)  it 
gives  the  parents  the  satisfaction  of  knowing  they 
have  tried,  and  (2)  it  is  fair  to  the  child.  The 
“No  Progress  Group’’  should  be  in  a program 
which  is  primarily  set  up  to  treat  mental  handi- 
cap. A child  may  change  from  one  group  to  an- 
other at  any  time  when  progress  so  warrants  the 
change. 

The  Diagnostic  and  Treatment  Center  of 
Nassau  County  has  for  its  objective  the  treatment 
and  care  of  the  county’s  cerebral  palsied.  Justi- 
fication for  its  existence  lies  not  only  in  the  formal 
treatment  of  the  cerebral  palsied,  but  also  in  its 
service  to  the  community,  that  is,  the  treatment 
of  the  mentally  handicapped  cerebral  palsied 
as  well  as  diagnostic  services  that  cannot  be 
obtained  elsewhere.  Thus  the  basis  of  this 
plan  of  operation  is  to  fit  the  program  to  the  in- 
dividual child  and  not  the  child  to  the  program. 

The  number  of  children  in  the  school  age 
Group  II  that  should  be  educated  academically 
in  special  cerebral  palsy  classes  should  be  the 
31  children  in  the  advanced  group  and  the  15  in 
the  slow  group,  making  a total  of  46.  The  “No 
Progress  Group”  should  have  a different  setup 
entirely  based  on  a mentally  retarded  program 
to  include  specially  trained  personnel. 

Also  recorded  is  the  fact  that  23  children 
needed  cerebral  palsy  inpatient  care.  This  was 
based  on  (1)  severity  of  handicap  and  (2) 
need  for  concentrated  treatment.  This  group 
is  larger  than  23  since  family  problems,  such  as 
separations,  divorces,  other  children,  and  financial 
problems,  were  not  taken  into  consideration. 

Therefore,  a plan  of  operation  for  treatment 
must  consist  of  a complete  program  to  fit  the 
actual  needs  of  the  Nassau  County  cerebral 
palsied  utilizing  all  possible  facilities  existing  at 
the  present  time.  The  complete  clinical  program 
is  broken  down  into  four  major  divisions:  (1) 
progressive  cerebral  palsy  groups  treated  as  out- 
patients, (2)  cerebral  palsy  group  of  mental  de- 
fectives treated  as  outpatients,  (3)  progressive 
cerebral  palsy  groups  that  need  institutional  care 
(cerebral  palsy  inpatient  care),  and  (4)  cus- 
todial care  for  severe  handicaps  and  mental  de- 
fectives. At  the  present  time,  there  is  no  facility 
for  divisions  3 and  4 in  the  present  setup. 

For  preschool  group  A (mentally  retarded)  and 
group  B (not  mentally  retarded)  there  should  be  a 
preschool  play  group  with  its  program  designed 


to  meet  the  needs  of  the  progressive  groups  and 
another  play  group  for  the  “No  Progress  Group.” 

In  addition  to  the  formal  therapy  required 
by  the  preschool  progressive  groups,  two  play 
groups  are  needed  so  that  these  children  learn 
how  to  play  with  others.  Each  group  will  need 
a teacher  having  a knowledge  of  play  activities 
as  well  as  cerebral  palsy.  Depending  on  the  size 
of  the  groups,  the  teacher  may  need  an  assist- 
ant. The  latter  does  not  need  to  have  special 
training  in  cerebral  palsy.  The  estimated  size 
of  the  groups  would  be  about  36.  Many  of  the 
children  of  the  preschool  age  group  can  play 
with  normal  children  (better  than  33y3  per 
cent).  A total  of  72  (less  one  third)  children 
would  be  eligible  for  this  group. 

The  school  age  progressive  groups  need  no 
play  program.  Such  a program  is  incorporated 
into  their  daily  activities,  and  they  have  a full 
day. 

The  remaining  group  is  the  vocational  age 
group.  This  group  should  be  in  charge  of  a 
person  with  experience  in  work  shop,  prevoca- 
tional  training,  vocational  training,  and  aptitude 
testing.  There  are  a total  of  47  in  this  age 
group  of  which  nine  are  not  treatable  at  all. 
The  remaining  38  would  have  to  have  aptitude 
testing  and  medical  evaluations  to  see  into  which 
subgroup  they  would  fall:  (1)  prevocational 

group,  (2)  sheltered  work  shop,  or  (3)  vocational 
training  (job  training  and  placement). 

No  mention  of  the  very  severely  handicapped 
has  been  made.  They  belong  in  the  “No 
Progress  Group”  but  should  not  be  treated  in 
the  program  for  the  mentally  deficient.  At 
present  there  are  five  in  the  preschool  group, 
five  in  the  school  age  group,  and  seven  in  the 
vocational  group.  I believe  that  this  total  of 
17  should  be  placed  for  custodial  care  since  the 
prognosis  as  to  response  to  treatment  is  bad. 
The  cost  of  treatment  for  such  a group  would 
be  prohibitive  with  expectant  poor  results. 

A program  for  the  mentally  retarded  cerebral 
palsied  would  be  grouped  into  preschool,  school, 
and  adult  (seventeen  and  over).  At  the  present 
time  there  are  30  preschool,  39  school,  and  seven 
adults,  making  a total  of  76. 

. In  addition  to  the  above,  staff  needed  for 
both  programs  would  be  as  follows: 

A.  A social  worker  (full  time)  for  child  guid- 

ance and  parent  counseling  and  for 
follow-up  in  the  home. 

B.  A part-time  clinical  psychologist,  whose 

duties  are  as  follows: 

1.  Intellectual  evaluation  of  patients: 

(a)  To  determine  educability 
(5)  To  determine  best  methods  of 
instruction 

2.  Personality  evaluation  of  patients. 
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3.  Coordination  witi)  therapists  to  estab- 

lish motivation  for  program. 

4.  Contacts  with  parents  (parent  counsel- 

ing) 

5.  Referrals  for  psychotherapy. 

C.  Further  program  would  consist  of  a 
consultant  staff  of  a child  psychiatrist 
and  a general  psychiatrist. 

Summary 

In  summary,  at  the  present  time,  the  following 
professional  staff  is  required:  medical  director 
and  consultant  staff,  eight  physical  therapists, 
four  occupational  therapists,  three  speech  thera- 
pists, one  psychologist  (part-time),  one  social 
service  worker,  seven  teachers  trained  in  handling 
mental  defectives,  five  teachers  trained  in  han- 
dling physical  handicapped  (cerebral  palsy), 
and  one  vocational  therapist.  Also  two  per- 
sonnel for  prevocational  group,  one  for  sheltered 
work  shop,  and  one  for  job  training  and  place- 
ment would  be  needed. 

Practically,  we  know  of  295  children  and 
young  adults  after  three  years  of  operation. 
Not  counting  1949,  an  average  of  120  patients 
have  been  seen  per  year,  of  which  34  per  cent  are 
noncerebral  palsy  (a  diagnostic  service  rendered 
to  the  community).  In  other  words,  there  are 
80  new  cerebral  palsy  patients  found  per  year. 
In  nine  years  there  should  be  720  new  cases  at 


this  rate;  295  plus  720  equals  1,015  total  cerebral 
palsied.  However,  this  rate  of  increase  is  prob- 
ably not  correct  (1)  because  of  the  influx  of  already 
known  patients,  and  (2)  although  the  actual 
population  increase  in  the  last  three  years  was 
27  per  cent  (1949  estimate  was  500,000;  1951  esti- 
mate 716,000),  it  is  estimated  that  the  increase 
for  the  next  nine  years  will  be  only  20  per  cent. 

Further  planning  in  a complete  program  will 
include  (1)  a summer  day  camp  for  all  using 
personnel  and  volunteers.  This  whole  setup  is 
located  on  the  grounds  about  the  clinic.  Later 
this  program  is  to  be  integrated  into  a resident 
camp  program  when  an  inpatient  facility  can  be 
established ; (2)  formation  of  both  boy  and  girl 
scout  troops;  (3)  evening  adult  recreation  and 
treatment  programs,  (4)  establishment  of  a 
special  orthopedic  ungraded  class.  It  would  be 
used  in  some  cases  as  a stepping  stone  to  regular 
classes. 

Up  to  this  point,  the  program  has  been  purely 
clinical.  A planned  research  program  includes 
statistical  research,  studies  concerning  prevention 
in  association  with  hospitals,  drug  research  (clini- 
cal), experimentation  with  new  equipment, 
experimentation  with  new  technics  of  physical,  oc- 
cupational, and  speech  therapy,  bracing  research, 
psychologic  research,  and  vocational  testing  and 
training  research. 

57  Montague  Street 


ABUSE  OF  TB  DRUG  FEARED  IN  BRITAIN 

The  Medical  Research  Council  in  London  has 
ordered  an  investigation  into  the  clinical  effects 
of  INH  (isonicotinic  acid  hydrazide),  one  of  the 
new  antituberculosis  drugs.  Because  it  has  not 
yet  been  listed  as  a poison,  this  drug  can  be  bought 
in  any  British  drug  store.  There  are  reports  that 
tuberculosis  patients  are  buying  it  and  treating 
themselves,  and  some  authorities  suspect  that  it  is 
being  smuggled  into  hospitals  and  sanatoria  at 
many  times  the  market  price.  Staff  clinicians  of 
the  Medical  Research  Council  are  carrying  out 
trials  in  40  British  hospitals,  including  the  famed 
Brompton  Chest  Institution  in  London.  If  it 
can  be  proved  that  INH  has  toxic  qualities,  it  will 
be  placed  on  the  official  poisons  register  of  the  Home 
Office  and  become  available  only  on  medical  pre- 
scription. 

At  the  moment  t he  drug  falls  between  the  adminis- 


trative powers  of  the  Ministry  of  Health,  which 
controls  antibiotic  substances  like  penicillin,  and 
the  Home  Office,  which  regulates  the  use  of  toxic 
or  habit-forming  chemicals,  such  as  arsenic  or  mor- 
phia. This  medical  legal  quirk  has  provoked  a 
welter  of  editorials  and  correspondence  in  leading 
medical  papers  in  London.  The  danger  is  that  the 
injudicious  use  of  the  drug  may  produce  a super- 
resistant  strain  of  the  tuberculosis  bacillus,  the 
spread  of  which  would  deprive  thousands  of  patients 
of  the  potential  benefits  of  the  drug. 

The  anti  tuberculosis  drugs  were  approved  on 
.June  4 by  the  U.S.  Food  and  Drug  Administra- 
tion for  general  use  under  close  medical  supervision, 
and  they  can  be  bought  only  by  prescription.  By 
this  ruling  the  administration  held  that  the  com- 
pounds are  of  low  toxicity. — New  York  Times, 
July  2,  1952 


FLICKER  PHOTOMETRY  AND  ELECTROCARDIOGRAPHY: 

A CORRELATION 

Lawrence  H.  Golden,  M.D.,  and  Edward  M.  Cordasco,  M.D.,*  Buffalo,  New  York 
( From  the  Millard,  Fillmore  Hospital  and  the  University  Hospital) 


IN  RECENT  months  there  has  been  an  applica- 
tion of  the  old  and  much  discussed  physio- 
logic phenomenon  of  flicker  fusion  that  can,  we 
believe,  prove  useful  in  the  evaluation  of  patients 
with  coronary  vessel  disease  or  hypertension. 

In  a paper  published  by  Krasno  and  Ivy,1  a 
relatively  simple  machine  is  described  and  uti- 
lized whereby  a patient’s  flicker  fusion  threshold 
can  be  measured  before  and  after  the  adminis- 
tration of  a simple  vasodilator  such  as  nitro- 
glycerine. From  these  observations  presump- 
tive evidence  of  early  cardiovascular  disease 
may  be  obtained. 

The  phenomenon  of  flicker  is  not  a new  one; 
as  long  ago  as  1760  Musschenbrock  in  a treatise 
called  “Introduction  to  Natural  History”  de- 
scribed “rotating  tops”  as  a method  of  studying 
the  phenomenon.2  Several  decades  ago  exten- 
sive luminosity  studies  were  carried  out  to 
produce  a similar  response  by  use  of  the  “epi- 
scotister.”2  When  the  incidence  of  periodic 
stimuli  was  sufficiently  rapid,  a sensation  of 
' uniform  brightness  was  produced.  The  bright- 
ness of  the  resultant  sensation  bears  a definite 
relationship  to  the  luminosity  of  the  stimulating 
lights  and,  within  limits,  is  the  same  as  if  the 
intermittent  light  had  been  continuous  over  the 
whole  period. 

The  critical  frequency  of  flicker  is  determined 
by  increasing  the  rate  of  presentation  of  succes- 
sive stimuli  to  a point  where  the  sensation  curve 
is  prolonged  at  or  near  the  maximum  of  its  pri- 
mary rise.  It  is  at  this  point  and  above  that 
fusion  is  considered  present.  In  all  probability 
this  is  a central  nervous  system  response.  If 
the  rate  of  incidence  is  less  but  still  falls  within 
the  duration  of  the  primary  response  of  the 
sensation  curve,  rapid  oscillations  appear,  and  the 
resultant  sensation  giving  a fine  tremulous  sen- 
sation that  is  known  as  flicker.  If  the  rate  is 
further  slowed,  the  flickering  passes  through  a 
coarse  but  regular  stage  until  finally  a separate 
sensation  for  each  individual  stimulus  is  exper- 
ienced. 

A flicker  test  is  considered  abnormal  or  posi- 
tive when  the  visual  response  to  flicker  is  lowered 
60  or  more  revolutions  per  minute  after  the  ad- 
ministration of  nitroglycerine.  A normal  or 
negative  response  is  when  visual  acuity  is  im- 
paired after  the  use  of  nitroglycerine,  and  the 

* Present  address:  Cleveland  Clinic.  Cleveland  6,  Ohio. 


Fig.  1.  Flicker  response  in  normal  subjects. 


level  of  response  to  flicker  is  raised  60  or  more 
revolutions  per  minute. 

The  value  of  flicker  fusion  threshold  is  de- 
pendent on  the  nature  of  the  stimulating  light, 
the  illumination  of  the  surrounding  field,  and 
the  retinal  area  stimulated.3  The  determination 
of  the  flicker  fusion  threshold  and  the  response 
to  '/Go  grain  of  nitroglycerine  in  our  series  was 
after  the  method  described  by  Krasno  and  Ivy.1 
The  purpose  of  this  work  is  primarily  to  evaluate 
the  relationship  of  positive  flicker  responses  to 
the  abnormal  electrocardiogram. 

Figure  1 represents  a group  of  51  so-called 
normal  subjects  consisting  of  attending  physi- 
cians, house  staff,  and  nurses  of  the  Millard 
Fillmore  Hospital.  Of  these,  94  per  cent  had 
negative  flicker  responses.  The  three  physicians 
with  positive  responses  denied  any  history  sug- 
gestive of  coronary  vessel  disease,  but  all  were 
smokers.  Further  study  of  this  group  is  now 
under  investigation. 

Figure  2 illustrates  a very  close  correlation 
between  the  flicker  response  and  abnormal  elec- 
trocardiograms. In  21  cases  of  myocardial 
infarction,  all  21  had  abnormal  flicker  responses. 
However,  two  of  these  had  initial  normal  elec- 
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Heart  Disease) 

Fig.  2.  Correlation  between  flicker  response  and 
abnormal  electrocardiograms. 

trocardiograms  that  subsequently  changed  to 
abnormal  ones.  In  a group  of  55  cases  of  angina 
and  coronary  insufficiency  there  were  two  patients 
who  showed  evidence  of  myocardial  damage 
with  normal  flicker  responses.  In  the  24  cases 
of  hypertensive  heart  disease,  all  showed  ab- 
normal electrocardiograms  and  abnormal  flicker 
responses. 

Figure  3 shows  the  correlation  between  cardiac 
diseases  of  specific  etiologies  and  the  electro- 
cardiogram. The  graphs  are  limited,  but  in  the 
total  of  ten  cases  the  ratio  of  abnormality  is 
constant.  The  basis  for  this  abnormality  is 
speculative  since  in  none  could  we  definitely 
establish  coexistent  coronary  vessel  disease. 

Summary 

The  close  correlation  between  the  abnormal 
electrocardiogram  and  the  positive  flicker  re- 


Cases 


Cases  12  3 4 

Abnormal  Electrocardiogram 

Fig.  3.  Correlation  between  flicker  response  in 
cardiac  diseases  of  specific  etiologies  and  the  elec- 
trocardiogram. 

sponse  is,  we  believe,  clear  in  this  group  of  hyper- 
tensive, arteriosclerotic,  and  assorted  types  of 
heart  disease.  The  over-all  correlation  was  97 
per  cent.  The  mechanism  of  the  production 
of  the  abnormal  flicker  response  is  clear,  but 
whether  we  can  consider  an  exact  correlative 
relationship  between  retinal  vessel  and  coronary 
vessel  state,  while  of  prime  clinical  significance, 
is  beyond  the  scope  of  this  paper. 
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A.M.A.  SURVEYS  DOCTORS  ON  DISCHARGE 
In  an  effort  to  find  out  how  effectively  the  armed 
forces  utilize  medical  personnel,  the  A.M.A.’s  Coun- 
cil on  National  Emergency  Medical  Service  cur- 
rently is  initiating  a survey  of  doctors  newly-dis- 
charged from  active  military  service.  From  com- 
ments. suggestions,  and  criticisms  submitted  by 


FROM  ARMED  FORCES 
these  physicians,  the  Council  hopes  to  draw  up  an 
effective  yardstick  for  re-examination  of  the  doctor 
draft  law  which  will  be  up  for  renewal  July  1,  1953. 
Questionnaires  are  being  sent  to  all  physicians  who 
have  been  discharged  from  service  since  June  25, 
1950. — A.il/.  A.  News  Notes,  July,  1952 
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pleasant-tasting 

Dlcalet  tablets  t.i.d. 

supply 


mi 


OF  THE  RDA* 


2 DICALETS  t.i.d.  provide: 


Vitamin  A . 

8000  U.S.P.'  Units 

(synthetic) 
Vitamin  D . 

400  U.S.P.  Units 

Vitamin  Bi  . . . 

1.5  mg. 

Vitamin  B>  . . 

3 mg. 

Nicotinamide 

15  mg. 

Vitamin  C 

150  mg. 

Iron 

15  mg. 

Calcium  . . 

1 500  mg. 

Phosphorus 

1 500  mg. 

Pyridoxine  , . 

1.5  mg. 

Vitamin  Bi>  . . 

3 meg. 

Folic  Acid  . . . 

1.2  mg. 

Cobalt 

0.3  mg. 

Copper 

3 mg. 

Iodine 

0.45  mg. 

Magnesium 

18  mg. 

Manganese  . 

3 mg. 

Potassium  . . 

15  mg. 

Zinc 

3.6  mg. 

Percent  of  RDA# 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 


6 essential  vitamins 
of  iron 
of  calcium : 
of  phosphorus 


for  pregnancy 

and  lactation 


^Recommended  Daily  Dietary  Allowances  for  Pregnancy  and  Lactation. 
*RDA  in  pregnancy  1500  mg.,  in  lactation  2000  mg. 

**MDR  not  yet  established. 


PLUS  B12,  Folic  Acid , 
Pyridoxine  and  7 Trace  Minerals 
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FORTY-SIXTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NEW  YORK 

PROGRAMS 


NINTH  DISTRICT  BRANCH 

Wednesday,  September  17,  1952 
New  Tower  Home 
Vassar  Brothers  Hospital 
Poughkeepsie,  New  York 


Afternoon  Session 

2:30  p.m. — “Sarcoidosis” 

F.  J.  Lovelock,  M.D.,  Director  of 
Chest  Service,  Veterans  Adminis- 
tration Hospital,  Bronx 
David  Stone,  M.D.,  research  asso- 
ciate, Department  of  Medicine, 
Veterans  Administration  Hospital, 
Bronx 

“Pulmonary  Edema:  Clinical  Im- 

plications” 

David  Spain,  M.D.,  Director  of 
Laboratories,  Grasslands  Hospital, 
Valhalla,  and  medical  examiner, 
Westchester  County 
“Report  on  the  International  Confer- 
ence of  Chest  Physicians,  Brazil, 
South  America” 

Aleksei  Leonidoff,  M.D.,  Director  of 
Medicine,  St.  Francis  Hospital, 
Poughkeepsie 

Election  of  officers 

5:30  p.m. — Cocktail  hour,  Nelson  House,  Pough- 
keepsie 

Evening  Session 

7:00  p.m. — Dinner,  Nelson  House,  Poughkeepsie 
Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Andrew  A.  Eggston,  M.D., 
Mount  Vernon,  president-elect,  Medi- 
cal Society  of  the  State  of  New  York 


Remarks  by  Mrs.  Harry  I.  Norton, 

Rochester,  president,  Woman’s  Auxil- 
iary to  the  Medical  Society  of  the 
State  of  New  York 
“Today  Behind  the  Iron  Curtain” 
Colonel  Nelson  Dingley,  superintend- 
ent, New  York  Military  Academy 
Cornwall;  former  military  attache, 
United  States  Embassy,  Warsaw. 
Poland,  and  Stockholm,  Sweden 


Officers — Ninth  District  Branch 


President 

Morley  T.  Smith,  M.D., 
New  Rochelle 

First  Vice-President  . 

John  F.  Rogers,  M.D  . 
Poughkeepsie 

Second  Vice-President 

Harold  S.  Heller,  M.D.. 
Spring  Valley 

Secretary  

Earl  C.  Waterbury.  M.D.. 
Newburgh 

Treasurer 

Reid  R.  Heffner,  M.D.. 
New  Rochelle 

Presidents  of  Component  County  Societies 

Dutchess 

John  K.  Deegan,  M.D., 
Castle  Point 

Orange 

Carlos  E.  Fallon.  M.D.. 
Newburgh 

Putnam 

Ferdinand  Lehr,  M.D., 
Carmel 

Rockland 

Alfreds.  Moscarclla.  M.D., 
Spring  Valley 

Westchester. . 

Margaret  Loder,  M.D..  Rye 

[Continued  on  page  21621 
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PROOF  WITH  ONE  PUFF? 


So  distinct  is  the  superiority  of  Philip  Morris 
over  any  other  leading  brand,  that  we  believe 
you  will  notice  the  difference  with  a single  puff. 
Won’t  you  try  this  simple  test.  Doctor,  and  see? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 

1.  Light  up  either  one  first.  Take  a puff  — get  a good 
mouthful  of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come 
directly  through  your  nose. 

2.  Now.  do  exactly  the  same  thing  with  the  other  cigarette. 


Notice  that  philip  morris  is  definitely  less  irritating,  definitely  milder. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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[Continued  from  page  2160] 

THIRD  DISTRICT  BRANCH 

Thursday,  September  18,  1952 
Sterling-Winthrop  Research  Institute 
Rensselaer,  New  York 


Morning  Session 

0:00  a.m. — Registration 

Conducted  tour  through  Sterling-Win- 
throp  Research  Institute 

10:00  a.m. — Symposium:  “Bleeding  as  a Diagnostic 
Sign  in  Cancer” 

“Urology” 

John  E.  Heslin,  M.D.,  professor  of 
urology,  Albany  Medical  College 
“Gastrointestinal  ’ ’ 

Stanley  E.  Alderson,  M.D.,  assist- 
ant professor  of  surgery,  Albany 
Medical  College 
“Gynecology” 

Arthur  J.  Wallingford,  M.D.,  pro- 
fessor of  gynecology  and  director, 
Department  of  Gynecology  and 
Obstetrics,  Albany  Medical  Col- 
lege 
“Chest” 

Allan  Stranahan,  M.D.,  instructor 
in  surgery  (thoracic),  Albany 
Medical  College 

11:00  a.m. — “Advancing  Frontiers  in  Therapeutics” 
Maurice  L.  Tainter,  M.D.,  director, 
Sterling-Winthrop  Research  In- 
stitute 

11:30  a.m. — Conducted  tour  through  research  de- 
partments of  Institute 

12:00  noon — Business  meeting 

12:30  p.m. — Luncheon 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president,  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Harry  I.  Norton, 
Rochester,  president,  Woman’s  Auxil- 
iary to  the  Medical  Society  of  the 
State  of  New  York 

Afternoon  Session 

2 : 00  p.m. — “I  'se  of  Cortisone  and  ACTH  in  General 
Practice” 

Thomas  F.  Frawley,  M.D.,  assistant 
professor  of  medicine,  Albany 
Medical  College 


2:30  p.m. — “Common  Problems  in  Obstetrics” 

John  Hayes,  M.D.,  assistant  pro- 
fessor of  gynecology-  and  obstetrics, 
Albany  Medical  College 

3:00  p.m. — “Management  of  Acute  and  Chronic 
Arterial  Disease” 

A.  Wilbur  Duryee,  M.D.,  clinical  pro- 
fessor of  medicine,  New  York 
University  Post-Graduate  Medical 
School 
Discussion 

4 : 00  p.m. — “Longevity  and  Some  of  Its  Problems  in 
General  Practice” 

Theodore  G.  Klump,  M.D.,  chairman. 
President  Truman’s  Committee  on 
Geriatrics 

5:00  p.m. — Cocktails,  compliments  of  Sterling- 
Winthrop  Research  Institute  and 
Winthrop-St earns  products 


Officers — Third  District  Branch 


President 

First  Yice-President . . 
Second  Vice-President 

Secretary  

Treasurer 


William  C.  Rausch,  M.D.. 
Albany 

John  H.  Wadsworth.  M.D., 
Cobleskill 

Ranald  E.  Mussey,  M.D.. 
Troy 

Roger  C.  Bliss,  M.D. 
Hudson 

William  M.  Rapp,  M.D., 
Catskill 


Presidents  of  Component  County  Societies 


Albany-.  . . . William  A.  Milner,  M.D.,  Albany 
Columbia.  . E.  A.  Jacobs,  M.D..  Hudson 

Greene Alfred  O.  Persons,  M.D.,  Lexington 

Rensselaer.  Henry  C.  Engster,  M.D.,  Troy 
Schoharie.  . Franz  Ixonta,  M.D..  Richmondville 
Sullivan.  ..  Harry- Jacobs,  M.D..  Hurleyville 
Ulster.  Robert  Moseley,  Jr.,  M.D..  Kingston 


TOUGH  QUESTION 

Can  the  Federal  government  purchase  health  in- 
surance from  private  carriers?  Both  Frank  Dickin- 
son, Ph.D.,  A.M. A.  economist,  and  Wendell  Milk- 
man, independent  actuary,  have  pointed  out  that  the 
moment  the  Federal  government  becomes  an  insured 
of  a J private  insurance  company,  it  makes  the  sover- 


eign power  of  government  subservient  to  a private 
business  institution.  This  creates  a relationship 
contrary-  to  public  policy-.  This  question  is  one  of 
the  most  important  and  complex  which  must  be 
considered  by-  the  medical  profession. — A..1/..4. 
News  Notes,  July,  1952 
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“Use  MARCHING  FIRE  — and 
follow  me!”  Shouting  this  command, 
Lieutenant  Carl  Dodd  struck  out  in  ad- 
vance of  his  platoon  to  lead  the  assault 
on  Hill  256,  near  Subuk,  Korea.  During 
the  fierce  in-fighting  that  followed,  he 
constantly  inspired  his  men  by  his  per- 
sonal disregard  of  death.  Once,  alone, 
he  wiped  out  a machine  gun  nest;  an- 
other time,  a mortar.  After  two  furious 
days.  Dodd’s  outnumbered,  but  spirited, 
force  had  won  the  vital  hill. 

“You  were  helping,  too,”  says  Lieu- 
tenant Dodd.  “You  and  the  millions  of 
other  citizens  who  have  bought  Defense 
Bonds.  For  your  Bonds,  which  keep 
America  strong,  were  behind  the  pro- 
ductive power  that  gave  us  the  weapons 
we  used. 

“I  hope  you’ll  go  on  buying  Bonds — 
always.  Because  your  Bonds — and  our 
bayonets — make  an  unbeatable  com- 
bination for  keeping  safe  the  land  that 
we  all  love!” 


First  Lieutenant 


★ ★ * 

t Now  E Bonds  earn  more!  1)  All  Series  E 
I Bonds  bought  after  May  1,  1952  average  3% 
j interest,  compounded  semiannually ! Interest 
now  starts  after  6 months  and  is  higher  in  the 
early  years.  2)  All  maturing  E Bonds  auto- 
matically go  on  earning  after  maturity—  and 
at  the  new  higher  interest ! Today,  start  invest- 
ing in  better-paying  Series  E Bonds  through 
the  Payroll  Savings  Plan  where  you  work!  Or 
i inquire  at  any  Federal  Reserve  Bank  or 
Branch  about  the  Treasury’s  brand-new  Bonds, 
1 Series  H,  J,  and  K. 


Carl  H.  Dodd 
Medal  of  Honor 


Peace  is  for  the  strong!  For  peace  and  prosperity 
save  with  U. S.  Defense  Bonds! 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  America . 


MEDICAL  NEWS 


Seek  Missing  Youth  — 

Physicians  of  New  York 
State  are  requested  to  aid 
in  the  search  for  a Brook- 
lyn youth,  missing  since 
last  August,  who  may 
have  been  treated  some- 
where in  the  State  during 
the  past  year.  Allen  Leh- 
man, son  of  Mr.  and  Mrs. 
George  Lehman,  8305 
20th  Avenue,  Brooklyn, 
was  last  traced  to  Billings, 
Montana,  where  he  cashed 
a traveler’s  check  on 
August  10,  1951.  while  on 
a hiking  trip.  Exhaustive 
searches  have  failed  to 
reveal  any  trace  of  him,  and  doctors  in  New  York 
State  are  urged  to  check  their  files  to  see  if  they 
may  have  treated  him  during  the  past  year. 

Allen  Lehman  is  twenty-two  years  old,  five  feet, 
eight  inches  in  height,  weight  i 50  lbs.,  with  light 
complexion,  dark  brown  hair  parted  on  the  left  side. 
He  wears  glasses  and  has  a small  scar  under  the 
chin.  He  was  entering  his  final  term  at  City  College 
of  New  York. 

Any  physician  who  has  any  information  is  asked 
to  communicate  with  his  parents  immediately. 

New  Research  Laboratory — A new  type  of  heart 
research  laboratory  has  been  voted  by  the  American 
College  of  Cardiology  and  will  be  the  first  electron- 


microscopic  research  laboratory  in  the  world  de- 
voted entirely  to  cardiology.  Dr.  Bruno  Kisch, 
New  York  City,  recently  elected  president  of  the 
American  College  of  Cardiology,  has  been  appointed 
director  of  the  laboratory. 

Multiple  Sclerosis  Research  Grants — Five  re- 
search grants  totaling  828,000  have  been  made  by 
the  National  Multiple  Sclerosis  Society  for  studies 
in  multiple  sclerosis,  including  two  in  New  York 
State.  A grant  of  $8,167  has  been  made  to  the 
LTniversity  of  Rochester  Medical  Center,  under  the 
direction  of  Dr.  Richard  C.  Fowler,  for  a study  on 
the  variations  of  the  lipid  and  lipid-like  composition 
of  body  fluids  and  tissues  in  multiple  sclerosis.  The 
Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases, in  Brooklyn,  has  received  a grant  of  $6,000, 
under  the  direction  of  Dr.  Bruno  W.  Volk,  for  a 
study  to  develop  a technic  for  determining  the 
protein  changes  which  take  place  in  the  cerebrospinal 
fluid  in  multiple  sclerosis  patients. 

Cancer  Control  Grants — U.S.  Public  Health 
Service  grants  to  aid  cancer  control  studies  have 
been  announced,  including  the  following  in  New 
York  State:  Sloan-Kettering  Institute  for  Cancer 
Research,  Memorial  Center  for  Cancer  and  Allied 
Diseases,  New  York  City,  Dr.  Henry  T.  Randall, 
for  development  of  improved  cancer  surgery, 
$15,360;  American  Cancer  Society,  New  York 
City,  Dr.  Charles  S.  Cameron,  for  second  National 
Cancer  Conference,  $22,593,  and  for  publication  of 
the  proceedings  of  the  second  National  Cancer 
Conference,  $12,500. 


MEETINGS 

PAST 


Warren  County  Medical  Society 

Dr.  Donald  Childs,  clinical  professor  emeritus  of 
radiology,  Syracuse  University  Medical  College, 
spoke  on  “X-ray  and  the  General  Practitioner”  at 
a meeting  of  the  Warren  County  Medical  Society 
held  in  April  at  the  Glens  Fails  Country  Club. 
Plans  were  completed  for  the  emergency  medical 
service  which  began  functioning  June  1. 

Chemung  County  Medical  Society 

Dr.  L.  Maxwell  Lockie  and  Dr.  B.  M.  Norcross, 
University  of  Buffalo  School  of  Medicine,  spoke  on 
“Management  of  Arthritis”  at  a joint  meeting  of 
the  Chemung  County  Medical  Society  and  the 
Academy  of  General  Pract  ice  held  in  May  in  Elmira. 
Dr.  W.  T.  Boland  and  Dr.  R.  Scott  Howland  re- 
ported on  the  House  of  Delegates  meeting  at  the 


annual  convention  of  the  Medical  Society  of  the 
State  of  New  York. 

Albany  County  Medical  Society- 

Dr.  E.  M.  Papper,  director  of  the  Department  of 
Anesthesia,  Presbyterian  Hospital,  New  York  City, 
spoke  on  “The  Contribution  of  Anesthesiology  to 
the  Practice  of  Medicine”  at  a meeting  of  the  Albany 
County  Medical  Society  held  June  25  in  Albany. 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

The  annual  summer  party  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association  was 
held  June  26  at  the  Glens  Falls  Country  Club,  with 
Dr.  L.  A.  Hulsebosch  in  charge  of  the  committee  on 
arrangements.  A business  meeting  followed  a social 
program  and  dinner.  The  new  president,  Dr. 
Martin  Freund,  succeeded  Dr.  Harry  Miller. 


FUTURE 


American  College  of  Surgeons 

The  thirty-eighth  annual  clinical  congress  of  the 
American  College  of  Surgeons  will  be  held  at  the 
Waldorf-Astoria  Hotel,  New  York  City,  September 
22  through  September  26.  The  program  will  in- 
clude clinics,  postgraduate  courses,  forums,  panel 


discussions,  color  television,  medical  motion  pic- 
tures, and  scientific  and  technical  exhibits.  Dr. 
Frank  Glenn  is  chairman  of  the  New  York  commit- 
tee on  arrangements. 

[Continued  on  page  2166] 
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American  Trudeau  Society 

The  annual  meeting  of  the  Eastern  Section  of  the 
American  Trudeau  Society  will  be  held  Friday  and 
Saturday,  October  31  and  November  1,  at  the 
Bellevue-Stratford  Hotel,  Philadelphia,  Pennsyl- 
vania. Members  of  the  Society  desiring  to  present 
papers  are  urged  to  communicate  promptly  with 
the  chairman  of  the  program  committee,  Dr.  Kath- 
arine R.  Boucot.  31 1 Juniper  Street,  Philadelphia. 

PERSONALITIES 

Honored 

Dr.  J.  Lewis  Amster,  Bronx,  by  the  Bronx  Rotary 
Club  at  a weekly  luncheon  meeting,  on  his  fiftieth 
anniversary  as  a borough  physician. 

Retired 

Dr.  Budge  P.  MacLean,  of  Huntington,  after 
serving  twenty  years  as  deputy  health  commissioner 
of  the  Suffolk  County  Department  of  Health. 

Appointed 

Dr.  Robert  S.  Breault,  Troy,  resident  physician 
in  surgery  at  Ellis  Hospital,  Schenectady  . . . Dr. 
Andrew  A.  Eggston,  Mount  Vernon,  as  chairman 
of  the  Blood  Banks  Commission  . . . Dr.  Albert 
Kaiser,  Rochester,  to  six-year  term  on  the  State 
Mental  Hygiene  Council  . . . Dr.  Henry  AY.  Kolbe, 
Bronx,  as  general  medical  superintendent  of  the 
Department  of  Hospitals  in  the  boroughs  of  Brook- 
lyn. Bronx,  and  Queens  . . . Dr.  Milton  J.  Matzner. 
Brooklyn,  as  attending  gastroenterologist  at  the 
Brooklyn  State  Hospital  . . . Dr.  Bernard  B.  Nadell, 
Bronx,  as  superintendent  of  Harlem  Hospital  . . . 
Dr.  John  H.  Reid.  Troy,  as  assistant  resident  physi- 
cian in  psychiatry  at  Ellis  Hospital.  Schenectady  . . . 
Dr.  Sander  V.  Smith,  Bronx,  as  medical  superin- 
tendent of  Lincoln  Hospital  . . . Dr.  Norbert  J. 
Roberts,  New  York  City,  as  chief  medical  officer 
of  the  Pennsylvania  Railroad  . . . Dr.  John  J. 
Thorpe.  New  York  City,  as  assistant  medical  di- 
rector of  Esso  Standard  Oil  Company  . . . Dr. 
George  M.  Wheatley.  New  York  City,  to  the  chair- 
manship of  the  Health  Division  of  the  Welfare  and 
Health  Council  of  New  York  City. 


Notice 

Doctors  who  registered  at  the  exhibit  of 
Dr.  Irving  J.  Kane  at  the  annual  meeting 
in  the  Hotel  Statler,  New  York  City,  in 
May  to  receive  reprints  of  his  article  are 
requested  to  renew  their  registrations  with 
Dr.  Kane,  since  the  notebook  containing 
the  names  and  addresses  of  those  registered 
was  lost  from  the  exhibit.  Dr.  Kane’s 
exhibit  was  “Segmental  Localization  of 
Pulmonary  Disease.” 

All  who  registered  with  Dr.  Kane  for 
reprints  of  his  article  are  asked  to  contact 
him  at  his  address,  1127  Park  Avenue, 
New  York  28,  New  York,  to  renew  their 
request  for  this  reprint. 

I . 
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Harry  Aranow,  M.D.,  of  New  York  City,  died  on 
July  31  at  the  Columbia-Presbyterian  Medical 
Center  at  the  age  of  seventy-three.  Dr.  Aranow 
was  graduated  from  Cornell  University  Medical 
College  in  1904  and  interned  at  Lebanon  Hospital 
in  the  Bronx.  Dr.  Aranow,  a founder  of  United 
Medical  Service,  had  been  a member  of  the  staff  of 
the  Lebanon  Hospital,  was  the  first  director  of  ob- 
stetrics at  Morrisania  Hospital,  and  was  chairman 
of  the  legislation  committee  of  the  Medical  Society 
of  the  State  of  New  York  during  the  1930’s,  presi- 
dent of  the  New  York  Obstetrical  Society,  a former 
clinical  professor  of  obstetrics  at  the  College  of  Phy- 
sicians and  Surgeons  of  Columbia  University,  a past 
vice-president  of  the  New  York  Academy  of  Medi- 
cine, and  past-president  of  the  Bronx  County  Medi- 
cal Society  and  the  Bronx  County  Gynecological  and 
Obstetrical  Society.  He  was  consulting  gynecolo- 
gist and  obstetrician  at  the  Morrisania  and  Lebanon 
Hospitals  and  consulting  obstetrician  at  the  Bronx 
Hospital. 

A Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Aranow  was,  in  addition  to 
the  organizations  already  mentioned,  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jay  Elliot  Arliss,  M.D.,  of  Brooklyn,  died  on  July 
30  at  Israel  Zion  Hospital  in  Brooklyn,  at  the  age 
of  forty-six.  Dr.  Arliss  was  graduated  from  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1930.  He  was  an  assistant  attending 
physician  at  the  Kings  County  Hospital  and  Mai- 
monides  Hospital  in  Brooklyn.  Dr.  Arliss  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Leonard  Byrnes,  M.D.,  of  Hudson  Falls, 
died  on  July  11  in  the  Glens  Falls  Hospital,  at  the 
age  of  sixty-one.  In  1913,  Dr.  Byrnes  was  graduated 
from  the  Albany  Medical  College  and  interned  at 
St.  Francis  Hospital,  Hartford,  Connecticut.  Dur- 
ing World  War  I,  he  served  as  a lieutenant  in  the 
U.S.  Army  Medical  Corps.  Dr.  Byrnes  was  a 
cardiologist  at  Glens  Falls  Hospital  and  a past- 
president  of  the  Glens  Falls  Academy  of  Medicine 
and  of  the  Washington  County  Medical  Society. 

Dr.  Byrnes  was  a member  of  the  Glens  Falls 
Academy  of  Medicine,  the  Washington  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harry  E.  Ehrlich,  M.D.,  of  New  York  City,  died 
at  his  home  on  July  31  at  the  age  of  forty-three.  He 
was  graduated  from  Long  Island  College'  of  Medicine 
in  1933  and  served  his  internship  in  Kings  County 
Hospital.  From  1942  to  1946,  he  was  a Rockefeller 
fellow  and  chief  surgical  resident  at  Memorial  Hos- 
pital, New  York  City,  associate  editor  of  Cancer,  a 
[Continued  on  page  2168] 
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fellow  in  surgical  pathology  at  Beth  Israel  Hospital, 
and  a member  of  the  staff  of  Mount  Sinai  Hospital. 

Dr.  Ehrlich  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Radium 
Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Petherick  Foreman,  M.D.,  of  Syracuse, 
died  at  his  home  on  July  7 at  the  age  of  seventy-two. 
He  was  graduated  from  Syracuse  University  College 
of  Medicine  in  1916,  where  he  started  teaching  in 
the  college  and  became  assistant  attending  physi- 
cian in  pediatrics  at  Syracuse  Memorial  Hospital, 
and  in  recent  years  was  the  senior  attending  pedi- 
atrician there. 

A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Foreman  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Syracuse  Academy  of  Medicine, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Washington  Goldsmith,  M.D.,  of  Lyn- 
brook.  died  on  June  30  at  the  age  of  seventy-four. 
Dr.  Goldsmith  was  graduated  from  Long  Island 
College  of  Medicine  in  1905. 

Patrick  P.  Grosso,  M.D.,  of  Brooklyn,  died  on 
March  27  at  the  age  of  sixty-one.  Dr.  Grosso  was 
graduated  from  Fordham  Medical  School  in  1916. 

Howard  Bert  Kayton,  M.D.,  of  Bellerose  Manor, 
died  on  March  26  at  the  age  of  sixty-two.  Dr. 
Kayton  received  his  medical  degree  from  the  L’ni- 
versity  of  Munich  in  1914.  He  was  a member  of  the 
Queens  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Mark  G.  Kliatshco,  M.D.,  of  Mount  Vernon,  died 
on  July  24  at  the  Mount  Vernon  Hospital  at  the 
age  of  fifty.  Dr.  Kliatshco  was  graduated  from  the 
medical  school  of  the  University  of  Michigan  in 
1924.  He  was  a past-president  of  the  Mount  Ver- 
non Medical  Society  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Aaron  Levin,  M.D.,  of  Brooklyn,  died  re- 
cently at  the  age  of  sixty-three.  He  was  graduated 
from  New  York  University  and  Bellevue  Hospital 
Medical  School  in  1921.  Dr.  Levin  was  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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George  I.  Miller,  M.D.,  of  Brooklyn,  died  on 
July  30  at  his  home  at  the  age  of  eighty-one.  He 
was  graduated  from  New  York  University  Medical 
School  in  1896.  Dr.  Miller  was  chief  attending 
surgeon  at  Unity  Hospital,  Brooklyn,  and  was 
formerly  on  the  staffs  of  Post-Graduate.and  Brook- 
lyn Jewish  Hospitals.  He  was  a Fellow  of  the  Inter- 
national College  of  Surgeons  and  a member  of  the 
Brooklyn  Surgical  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 
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Joseph  George  Raia,  M.D.,  of  New  York  City, 
died  on  August  2 at  the  Veterans  Administration 
Hospital,  Bronx,  at  the  age  of  forty-five.  He  was 
graduated  from  Loyola  University  Medical  School, 
Chicago,  Illinois,  in  1934.  During  World  War  II, 
Dr.  Raia  was  awarded  the  Silver  Star  for  his  serv- 
ices overseas.  He  was  assistant  in  medicine  at  the 
Good  Samaritan  Dispensary  and  Hospital.  Dr. 
Raia  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Meer  Rischin,  M.D.,  of  Brooklyn,  died  on  July  1 
at  his  home  at  the  age  of  sixty-five.  He  received 
his  medical  degree  in  1918  from  the  University  of 
Bern,  Switzerland,  and  served  as  resident  physician 
at  the  Bern  University  Hospital  and  the  Sani- 
tarium for  Pulmonary  Diseases  in  Liberty,  New 
York. 


Thomas  Joseph  Spelman,  M.D.,  of  New  Rochelle, 
died  on  July  25  at  the  New  Rochelle  Hospital  at  the 
age  of  thirty-six.  Dr.  Spelman  was  graduated  from 
the  Long  Island  College  of  Medicine  in  1941  and 
interned  at  Cumberland  Hospital,  New  York  City. 
He  was  an  assistant  attending  surgeon  at  Kings 
County  Hospital  and  adjunct  attending  surgeon  at 
the  New  Rochelle  Hospital. 

Dr.  Spelman  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St  — Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  1 1 7 


Ethical- — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


HOLBROOK  MANOR  N^G 

Fiv*  Acres  of  Pine  wooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 
Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4175 


UU.  ItAltM  S SAMTAItll.U 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


CIVIL  DEFENSE  BOOKLET 
For  the  first  time,  a series  of  articles  covering 
various  medical  problems  involved  in  civil  defense 
have  been  compiled  in  one  booklet,  “Medical  Aspects 
of  Civil  Defense,”  by  the  A.M.A.’s  Council  on 
National  Emergency  Medical  Service.  Included 
are  items  on  civil  defense  organization,  medical 
aspects  of  biologic  warfare,  chemical  defense,  atomic 
burn  injury,  nature  of  air  raid  casualties,  mental 
health,  and  atom  bomb  injury.  Copies  are  being 
distributed  to  all  chairmen  of  state  emergency  medi- 
cal service  committees.  Additional  booklets  at  25 
cents  per  copy  are  available  on  request  through  the 
Council. — A.M.A.  News  Notes,  July,  1952 


WEST  H/I.f. 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  [New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  !<i n 3sbridge  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  1,  1952—23,105 


County 
Albany  ... 

Allegany 

Bronx  

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer ... 

Jefferson 

Kings 

Lewis 

Livingston  . 
Madison ... 
Monroe  . 
Montgomery . . 

Nassau 

New  York 
Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 
Richmond 
Rockland 
St.  Lawrence. 

Saratoga 

Schenectady  . 
Schoharie 
Schuyler 
Seneca 

Steuben 

Suffolk 

Sullivan 
Tioga 
Tompkins . 

Ulster 

Warren 

Washington 

Wayne 

Westchester 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Itoper Belmont 

Thomas  F.  McCarthy  . Bronx 
Ben  L.  Matthews. Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe  Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan.  .Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart. . . Lake  Placid 
William  A.  Gaspar.  . .Malone 
Kumjian  Durand.  . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden 

Herkimer 

E.  A.  Maxwell 


Carthage 

C.  H.  Loughran Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . .Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  Amsterdam 
J.  M.  Galbraith  . . Glen  Cove 
G.  W.  McAuliffe  . .New  York 
Wilfrid  M.  Anna 


Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price.  . .Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . Oneonta 

A.  Vanderburgh Brewster 

F.  C.  Cerniglia.  . . Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger  Staten  Island 
A.  S.  Moscarella. Spring  Valley' 

Henryr  Vinicor Norwood 

M.  J.  Magovern.  .Saratoga 
Isaac  Shapiro ...  Schenectady 
Franz  Konta.  . . Richmondville 
Milton  J.  Daus  Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Ilomell 

C.  E.  Dry'sdale Northport 

Harry’  Jacobs Hurley'ville 

Seymiour  M.  Bulkley  Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley’,  Jr.  Kingston 

S.  L.  Edmunds.  . . Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit.  . Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer. . . .Albany 

J.  H.  Gray’,  Jr Friendship 

Goodlatte  B.  Gilmore.  . Bronx 
N.  R.  Occ.hino.  . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood . . . Auburn 
Edgar  Bieber  Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco  . . .New  Berlin 
I.  Robert  Wood.  . . Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley’. . .McGraw 
Robert  H.  Gelder Sidney 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin. . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Larner.  . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury’  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede. . .Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . Rockville  Centre 

Herbert  S.  Ogden. . .New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury’. Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley’ Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . Forest  Hills 
Vincent  T.  Laquidara. . . Troy 
James  Poulton . . Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . Schenectady 
Donald  R.  Lyon  Middleburg 
W.  F.  Tague. . . .Montour  Falls 
David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer.  . . Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn  . .Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  lVrillo Newark 

John  N.  Dill  Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson . . Penn  Yan 


T reasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss. . . Binghamton 
Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher.  . .Dunkirk 

Lawrence  L.  Hobler Elmira 

Angelo  Franco.  . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson  ; 

Robert  Corey' Cortland 

George  G.  Miles.  Downsville 
A.  A.  Rosenberg . Poughkeepsie 
Floyd  W.  Hoffman  ...  Buffalo 
James  E.  Glavin. . .Port  Henry- 
Daisy  H.  Van  Dyke . . . Malone 
W.  H.  Raymond.  . .Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson.  .Catskill 

H.  F.  Schwartz 71 

Salisbury  Center 

Lawrence  Henderson .1 

Watertown 

Harry’  Mandelbaum . Brooklyn 
John  P.  Myers.  . .Port  Ley’den 
Vincent  I.  Bonafede.  . .Sonyea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester 

Max  Drey’fuss Amsterdam 

I.  Drabkin  . .Rockville  Centre 

Gerald  D.  Dorman.  New  York 
G.  Norris  Miner 

North  Tona wanda 

Robert  C.  Hall Utica 

C.  A.  Gwynn Sy’racuse 

J.  A.  Stringham  .Canandaigua 
Earl  C.  Waterbury . Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

M.  Jacobs Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn  . . Staten  Island 
Marjorie  R.  Hopper.  . Nvaok 

Maurice  Elder Massena 

Joseph  Lebowich Saratoga 

Carl  F.  Runge ....  Schenectady 
Duncan  L.  Best . . . Middleburg 
W.  F.  Tague. . . .Montour  Falls 
David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer.  . Coming 

Warren  H.  Eller Say’ville 

Deming  S.  Pay’ne Liberty- 

Jack  Bailey’ Owego 

Henry’  B.  Wight  man. . . Ithaca  ^ 
Herbert  B.  Johnson  Kingston  i 

F.  P.  Becker Glens  Falls  §r 

R.  E.  Borrowman j' 

Fort  Edward  • 

J.  A.  Perillo Newark 

II.  J.  Dunlap New  Rochelle  Al 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan  i 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  * N.Y.,  N.Y.  * OUR  ONLY  STORE 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief’  of  severe 

bronchial  asthma 


dubin  | 
aminophyllin 


(theophylline-ethylenediamine) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-on-Hudson,  New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week. 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


AVOID  "OVERTREATMENT  DERMATITIS" 

“Overtreatment  dermatitis  is  today  a prevalent  and  often  disabling  cutaneous  disturbance.”*  1ft 

*lane,  C.  G , Therapeui.c  Decmotiiij,  New  fng  i Med.,  24677-81.  1952  ^ 

AVEENO  . , . the  mild,  soothing  concentrate  from  oatmeal  provides  colloidal  pro- 
^ lection  and  emollient  relief  for  irritated  and  itching  skin  areas ...  in  colloid  baths  .wsl 
and  in  local  applications. 


E.  FOUGERA  & CO.,  INC. 

75  VARICK  ST..  NEW  YORK  13,  N.  Y. 

Please  send  professional  samples  of  AVEENO®* 
__MD. 


ADDRESS. 
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LESSEE1  BROWN’S  MU.ay  Hill 

MEDICAL  BUREAU 

7 East  42  Strsat,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical.  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y, 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave..  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

!30  W.  41  St.  New  York  18,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  me 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  U 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 


Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D..  Phvsician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


THE  WOODS  SCHOOLS 

for  exceptional  children  . . . 
founded  in  1913 

Our  function  is  to  train  and  educate  the  ex- 
ceptional child  and  to  help  him  and  his  par- 
ents find  a reasonable  adjustment  in  accord- 
ance with  individual  capacities  and  needs. 
Special  treatment  prescribed  by  the  family 
physician,  pediatrician,  psychiatrist,  or  con- 
sultant faithfully  followed,  with  reports  sub- 
mitted regularly. 

Send  for  literature  and  catalog. 

THE  WOODS  SCHOOLS 

Langhorne  11,  Pa.  Mollie  Woods  Hare,  founder 


FOR  RENT 


Starling  Ave.,  2145.  Corner  Purdy  St.,  (one  block  from 
Parkchester.)  3*/2  room  Professional  Apartment,  in  200 
family  modern  apartment  building.  Private  street  entrance. 
Supt  on  premises  or  TA-3-8900 


FOR  SALE 


Rural,  upstate  home  and  office.  2 complete  6 room  apart- 
ments. Doctor  deceased.  Open  staff  hospitals,  nearby 
cities.  Box  568.  N.  V.  St.  Jr.  Med. 


FOR  SALE 


Well  established  practice,  in  a city  central  New  York  State. 
Will  sell  for  value  of  inventory.  Reason  for  selling.  Special- 
izing. Box  567,  N.  Yr.  St.  Jr.  Med. 


FOR  SALE 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


CLASSIFIED  See  Page  2173 


FOR  RENT 


Office  with  equipment  to  sublease.  Manhattan  85  St.  near 
Park  Ave.  Call  MU  8-2219  10-5  except  Saturday  and 
Sunday. 


FOR  SALE 


10  room,  private  home,  with  2 car  garage.  All  modern 
equipment;  in  superior  condition.  In  “Doctors’  Row’’  of 
preferred  Flatbush  Brooklyn,  residential  neighborhood. 
Corner  location,  near  all  transportation.  Principals  only. 
Phone  HYacinth,  7-3740. 


OFFICE  TO  SHARE 


Specialist  wishes  to  share  his  fully  equipped  modern  office, 
half  time.  61  St.  between  Park  and  Madison  Aves.  Te-8- 
6370  or  Box  565.  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


FOR  SALE — fine  large  dwelling,  corner  plot,  seven  room 
doctors  offices — fully  equipped.  DR.  WAHLIG,  Sea  Cliff. 
N.  Y. 


OFFICE  AVAILABLE 


Completely  equipped,  pediatrician’s  office.  New  building. 
Excellent  location.  Will  rent  to  obstetrician,  internist  or 
other  specialist.  Hours  to  suit.  Call  Olinville,  5-8108 
between  6-7,  P.  M. 


Examining  Table,  cabinet  type.  Good  condition.  Reason- 
able. Phone  Hempstead,  2-0458. 
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FOR  RENT 


Beautiful,  furnished  4 room  office  on  Central  Ave.,  in 
Lawrence,  Long  Island.  Growing  community.  Fine  clien- 
tele. Easily  accessible.  Suitable  specialist.  Box  563,  N. 
Y.  St.  Jr.  Med. 


SALE  OR  RENT 


Medical  building,  practice,  opposite  Brooklyn  project. 
Unopposed.  Sale  or  rent.  Excellent  opportunity  young 
man.  Box  562,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


112  East  73  Street.  Delightful  office  suite  suitable  psychia- 
trist. Consultation  room,  waiting  room,  bathroom,  private 
entrance.  Available  Monday  through  Friday,  8 A.M.  to  7 
P.M.  Flexible  schedule  may  be  arranged.  Phone:  Ki. 

7-1000,  Ext.  371. 


FOR  RENT 


,!  Five  room  Doctor's  suite,  suitable  for  any  type  practice. 

IHas  been  doctor’s  office  20  years.  Write,  Shepard,  527  Pros- 
pect Ave.,  Mamaroneck,  N Y. 


OFFICE  FOR  SALE 


Middletown,  New  York.  Fully  equipped.  Heavy  duty, 
X-Ray.  Low  overhead.  Leaving  town.  Records  free 
Wonderful  opportunity  for  internist.  Box  566,  N.  Y.  St 
Jr.  Med. 


FOR  SALE 


At  low  bargain  prices:  Excellent  office  examining  and 

1 treatment  table,  oystoscopes,  Kerwin  lithotrite.  All  in  fine 
condition.  J.  D.  Olin,  M.D.,  (retired  urologist)  227  Stone 
St.,  Watertown,  N.  Y. 

" ■ ■ 




FOR  SALE 


Well  established  general  practice  of  internal  medicine,  in 
large  city,  upstate  New  York.  Would  like  to  turn  over 
It  well  equipped  office  to  younger  man,  with  experience  in 
internal  medicine.  Four  room  apartment  also  available 
I for  living.  First  option  to  buy.  Box  559,  N Y.  St.  Jr.  Med. 


WANTED 


Physician  for  general  practice,  New  Hampshire.  Unopposed 
wide  territory.  Two  towns  will  subsidize  81000.00  each. 
Hospitals  nearby.  J.  R.  Evers,  M.D.,  Wentworth,  N.  H. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


WANTED 


General  Practitioner  to  replace  only  doctor  who  is  recalled 
to  military  service.  Village  of  600,  with  surrounding 
rural  territory.  For  details,  please  contact.  C.  J.  Smith, 
Clerk,  Village  of  Morris,  N.  Y. 


Middleaged  physician,  successful,  with  excellent  training 
and  experience,  also  interested  in  research,  desires  association 
with  G.  P.,  Surgeon  or  group  or  industrial  work.  Capital 
investment  considered.  Box  557.  N.  Y.  St..  Jr.  Med. 


FOR  SALE 


Suburban  General  Practice.  New  City.  Rockland  County 
25  mi.  G.  W.  Bridge,  home  & office,  liberal  terms,  will 
introduce.  Box  556,  N.  Y.  St.  Jr.  Med. 


OFFICES  TO  SHARE 


61st  St.  near  Park  Ave.  You  pay  only  for  the  number  of 
hours  weekly  that  you  require.  TEinpleton  8-7840. 


INSURANCE— EDITH  ItAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance.  Write-Phone 
Edith  Rafsk.v,  60  East  42nd  St..  N.  Y.  C.  17.  MU  2-1630. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct. -Jan. -March.  $75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


IDEAL  SANATORIUM 


Saratoga  Springs,  finest  district  4 luxuriously  equipped 
houses  add.  ample  garage,  storage  and  servants  space. 
Oil  heat,  park.  Accommodating  90  people.  Reasonable. 
Terms.  Exclusive  Agent  ALICE  COHN,  124  East  37th 
Street,  N.  Y.  16.  MU  5-8981. 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  NY-9-52 

THE  ZEMMER  CO.,  Pittsburgh  13,  Po. 
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New 

a chemical  derivative  of  penicillin 
which  concentrates  in  the  lung  and  sputum 

NEOPENIL’ 

for  aqueous  injection 


Comparison  of 
average  sputum 
levels  in  humans, 
from  Heathcote.1 


'Neo-PeniT  is  a long-acting  injectible  penicillin,  which  not  only  assures  prolonged 
blood  levels,  but  also  gives  high  concentrations  in  certain  body  tissues.  For  example, 
'Neo-Penil’  produces  high  concentrations  in  lung  tissue  and  in  sputum , and  thus  offers 
an  encouraging  prospect  in  the  treatment  of  bronchopulmonary  disease. 

Indications:  All  infections  that  respond  to  repository  penicillin. 

Available:  At  retail  pharmacies — in  single-dose,  silicone-treated  vials  of  500,000  units. 
Full  information  accompanies  each  vial. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


♦Trademark  for  penechamate  hydriodide,  S.K.F.  (penicillin  G diethylaminoethyl  ester  hydriodide) 

Patent  Applied  For  1.  Lancet  1:1255  (June  9)  1951. 
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Relief  of  spastic  pain  and  distress ...  easing  of  tension 

Worry,  anxiety,  fear  — 
such  “pressures”  often  account 
for  visceral  spasticity.  To  offset 
them,  Trasentine-Phenobarbital 
provides  mild  sedation  — 
as  well  as  effective  spasmolysis, 
rapid  relief  of  pain. 

Whenever  you  suspect  a 
psychosomatic  factor  in  visceral 
spasm,  Trasentine-Phenobarbital 
is  a logical  prescription. 

Each  tablet  contains  50  mg. 
Trasentine  hydrochloride 
and  20  mg.  phenobarbital. 

Bottles  of  100  and  500. 

Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jersey. 


Trasentine  - Phenobarbital 

(brand,  of  adiphenine) 

CgnlbSi 


t/  1W3M 
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DIASAL' 


to  Aet/i  Aim  btay  on  Aii  diet 


DIASAL  is  an  outstanding  salt  substitute. 

In  addition  to  its  fine  salt  taste,  it  contains  glutamic 
acid  to  bring  out  the  natural  flavor  of  each  food 
— and  it  can  be  used  in  cooking.  At  the  same 
time  its  high  potassium  content  protects 
your  patient  against  potassium  depletion, 
a hazard  of  low-sodium  diets.1 


DIASAL  LOOKS  LIKE  SALT 
DIASAL  TASTES  LIKE  SALT 
DIASAL  POURS  LIKE  SALT 

DIASAL  IS  SAFE 


'Of  all  the  products  [salt  substitutes]  studied, 
DIASAL  most  closely  approximates 
sodium  chloride  in . . . pour-quality, 
appearance  and  stability/*2 


Contains  No  Lithium  • No  Sodium  • No  Ammonium 

Constituents:  potas«ium  chlorid*.  glutamic  acid  and  inert  excipients. 


DIASAL  may  be  freely  prescribed  in  congestive  heart  failure, 
hypertension,  arteriosclerosis  and  toxemias  of  pregnancy. 

It  is  contraindicated  only  in  severe  renal  disorders  and  oliguria. 

DIASAL  — in  2-oz.  shakers  and  8-oz.  bottles  at  all  pharmacies. 

Samples,  literature  and  pads  of  low-sodium  diets  available  on  request. 

1.  Fremont,  R.  E.;  Kimmermaa,  A.  B.,  and  Shaitel,  H.  E.:  Postgrad.  Med.  J 0:2 16,  1951. 

*JL  Hammerman,  A.  B.,  et  al:  Am.  Pract.  5 Digest  Treat.  2:168, 1951. 
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in  functional 


distress 


though  findings  are  negative,  patients  remain  positive  of  their  many  symp- 
toms—belching,  flatulence,  nausea,  indigestion  and  constipation. 


prompt  and  effective  relief 

can  be  given  most  of  these  patients  by  prescribing  Decholin /Belladonna  for 
alleviating  spasm  and  stimulating  liver  function. 

® 

DECHOLIN  with  BELLADONNA 


reliable  spasmolysis 


The  belladonna  component  of  Decholin/Belladonna  effectively  relieves 
pain  due  to  spasm  and  incoordinate  peristalsis,  and  facilitates  biliary  and 
pancreatic  drainage  through  relaxation  of  the  sphincter  of  Oddi. 


improved  liver  function 

Dehydrocholic  acid  (Decholin),  the  most  powerful  /nx/rocholeretic  known, 
increases  bile  flow,  flushes  the  biliary  tract  with  thin  fluid  bile  and  provides 
mild  laxation  without  catharsis. 


DOSAGE 

One  or,  if  necessary,  two  Decholin /Belladonna  Tab- 
lets three  times  daily. 

COMPOSITION 

Each  tablet  of  Decliolin/Belladonna  contains  Decholin 
(brand  of  dehydrocholic  acid)  3%  gr.,  and  ext.  of 
belladonna,  */6  gr.  (equivalent  to  tincture  of  bella- 
donna, 7 minims).  Bottles  of  100. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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'4  Xe w 2 -Way  Aid  in  ACNE 


Now  hide  and  treat  acne  blemishes  simultaneously  with  new 
AR-EX  R.M.S.  Lotion.  Complexion  tinted.  Contains  resor- 
cinol monoacetate  and  sulphur  in  gentle  AR-EX  Foundation 
Lotion.  Non-astringent. 


AR-EX 


103 b Id.  Vo  Bu.en  Srj :>,fnj[|  f 


Send  for  Free  Sample. 
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“Not  all  antihistamines  cause  exactly  the 
same  reactions.  Therefore,  it  is 
a matter  of  selecting  the  most  effective 
drug  for  the  individual  which 
will  cause  the  fewest  side  reactions." 1 
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FAD  I L® 


• HIGHLY  EFFECTIVE 


• WELL  TOLERATED 

Antihistaminic 


THENFADIL  was  introduced  to  the  medical  profes- 
sion only  after  it  had  proved  its  effectiveness  and  relative 
safety  during  three  years’  intensive  evaluation. 

Pharmacologic  studies  showed  Thenfadil  to  be  up  to 
eight  times  as  effective  as  several  leading  preparations.2'3 

Clinical  studies  in  hundreds  of  cases  showed  Thenfadil  to 
possess  an  average  efficiency  of  84.5  per  cent  — statistically 
superior  to  eleven  other  antihistaminics  showing  only 
66  per  cent  effectiveness.  Moreover,  Thenfadil  proved 
relatively  well  tolerated. 


Clinical  Results  with  Thenfadil 

Cases 

Improved 

Unimproved 

% Benefited 

Hay  Fever 

210 

183 

27 

87 

Rhinitis 

136 

110 

26 

81 

Asthma 

132 

108 

24 

82 

Urticaria 

41 

40 

1 

98 

Contact  Dermatitis 

28 

22 

6 

79 

Miscellaneous 

23 

19 

4 

83 

Total 

570 

482 

88 

85 

Effective  adult  dosage  ranges  from  15  to  90  mg.  (1  to  6 tablets) 
daily  in  divided  doses.  Available  in  tablets  of  15  mg.,  bottles  of  100. 


Also  THENFADIL  — A. P.C. 

Combined  antihistaminic,  analgesic,  antipy- 
retic for  the  common  cold. 

Description:  Each  tablet  contains  1 5 mg. 
(14  grain)  Thenfadil  hydrochloride;  0.3  Gm. 
(5  grains)  acetylsalicylic  acid;  0.2  Gm. 
(3  grains)  phenacetin;  15  mg.  (14  grain) 
caffeine.  Bottles  of  50  tablets. 


1.  Baughn,  William  L.:  Indnst.  Med.  & Surg., 
19:413,  Sept.,  1950. 

2.  Lands,  A.  M„  Hoppe,  J.  O.,  Siegmund,  O.  H., 
and  Luduena,  F.  P.:  Jour.  Pharmacol.  & Exper. 
Therap.,  95:45,  Jan.,  1949. 

3.  Luduena,  F.  P.,  and  Ananenk’o,  Estelle:  Jour. 
Allergy,  20:434,  Nov.,  1949. 

Thenfadil,  trademark  reg.  U.  S.  & Canada,  brand  of  dethyl- 
andiamine  [N,N- dimethyl-N'- (3-thenyl)-N'-(2-pyridyl) 
ethylenediamine] 
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Aminodrox,  a tablet  containing  colloidal 
aluminum  hydroxide  with  1V£  or  3 gr. 
of  aminophylline  provides  a dependable 
method  of  oral  administration  of  amino- 
phylline in  doses  large  enough  to  pro- 
duce the  same  high  blood  levels  obtain- 
able with  parenteral  administration. 


is  possible  with  Aminodrox  because 
*ic  disturbance  is  avoided. 


Aminodrox  now  makes  it  possible  to  dis-  _ 
card  the  inconvenience  and  potential 
hazards  of  non-emergency  parenteral 
aminophylline.  Besides  its  use  as  a diu- 
retic, it  is  now  feasible  to  use  oral  amin- 
ophylline therapy  in  the  treatment  of 
congestive  heart  failure,  bronchial  and 
cardiac  asthma,  status  asthmaticus,  and 
paroxysmal  dyspnea. 


al  studies*  attest  to  the  large  dose  toler- 
of  Aminodrox.  A dose  of  36  grains  daily 
ced  blood  levels  higher  than  would  be  cus- 
•ily  aimed  at  with  parenteral  administra- 
[n  hospitalized  patients  on  this  excessively 
ve  dosage,  only  27%  showed  gastric  dis- 
Contrast  this  to  the  42%  intolerance  to 
aminophylline  with  only  12  grains  a day. 


G.,  Justice,  T.  T.,  and  King,  J.  S., 
Approach  to  Increasing  Tolerance 
inophylline — to  be  published. 

T.,  Jr.,  Allen,  G.,  and  Cronheim,  G., 
l Two  New  Theophylline  Prepara- 
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during  pregnancy 
and  lactation 


P® 

recalcin 

CAPSULES 

Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous)  0.65  Gm. 

Bone  Phosphate  ...  0.15  Gm. 

Vitamin  A Acetate,  Crystalline  . . .2000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol).  400  U.S.P.  Units 

Thiamine  Hydrochloride 3.00  mg. 

Riboflavin  2.00  mg. 

Niacinamide 10.00  mg. 

Ascorbic  Acid 30.00  mg. 

Ferrous  Gluconate 45.00  mg. 

DOSAGE:  One  or  two  PRECALCIN  capsules  t.i.d.  or  as 
indicated. 

SUPPLIED:  In  bottles  of  100,  500,  and  1000  capsules. 


WaCketo 


LABORATORIES,  INC. 
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SULFACETAMIDE 


SULFADIAZINE 


SULFAMERAZINE 

the  "extra  advantage” 
in  this  triple  sulfonamide  is 
sulfacetamide 

Tricombisul®  (acet-dia-mer-sulfonamides-Schering)  provides  not  only 
sulfadiazine  and  sulfamerazine — standard  components 
of  almost  all  triple  sulfonamide  mixtures  — but  also  sulfaceiamicfe. 

Sulfacetamide  brings  to  the  combination  extremely  high  solubility,  high 
bacteriostatic  activity,  and  greater  safety  for  the  urinary  tract. 


TRICOMBISUL 


TRICOMBISUL 


this  preparation  is  indicated  in: 


Pneumonia 
Purulent  rhinitis 
Nasal  pharyngitis 
Streptococcal  sore  throat 
Bacillary  dysentery 


Acute  sinusitis 

Bronchitis 

Tonsillitis 

Otitis  media 

Urinary  tract  infections 


I i. 


ESKACILLIN  100-SULFAS’ 


( formerly  ' Eskacillin-Sulfas  ) 

the  original  and  outstanding  FLUID 
penicillin-sulfonamide  combination 


this  preparation  has  important  advantages: 

1.  Increased  antibacterial  spectrum. 

2.  Potentiation  of  antibacterial  intensity 
in  certain  infections  (see  graphs). 

3.  High  maintenance  of  penicillin  blood  concentrations. 

4.  Greatly  increased  safety  of  triple  sulfonamide  therapy. 

5.  Lessened  chance  of  resistant  strains. 


’Eskacillin  100-Sulfas’  is  so  pleasant-tasting  that  children  enjoy 
taking  whatever  amount  you  prescribe.  You  will  find  this  fluid 
penicillin-sulfonamide  combination  a logical  preparation  to  use  in 
treating  many  of  the  common  bacterial  infections  of  childhood. 


Formula: 


Each  leaspoonful  (5  cc.)  supplies:  crystalline  potassium  penicillin  G, 
100,000  Units:  sulfadiazine,  0.167  Gm.;  sulfamerazine,  0.167  Gm.; 
sulfamethazine,  0.167  Gm. 

Available:  On  prescription  only,  in  2 fl.  oz.  bottles. 


Smith , Kline  & French  Laboratories , Philadelphia 

‘Eskacillin’  T.M.  Reg.  U.S.  Pal.  Off. 


the  effect  of  single  and  combined  therapy  of  triple 
sulfas  and  penicillin  on  mice  receiving 
1,000  M.L.D.  of  infectious  organisms 

1 

(Streptococcus  C203) 

(Klebsiella  Type  B) 

triple  sulfas 
penicillin 

triple  sulfas  + penicillin 


(Pneumococcus  Type  1) 


15  mc/Ks  5 000  Units  ^ eng/ Kg  + 
8/8  3,UUUU  ' 5,000  Units 


50  mg/Kg  25  Units  50 
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to  reduce  blood  pressure 
and  relieve 
hypertensive  symptoms 

Methium 

TRADEMARK  C H LO  RIDE 

{ brand  of  hexamethonium  chloride } 

a new  oral  hypotensive 


Blood  pressure  profoundly  altered 

Marked  reduction  in  blood  pressure  in  many  cases  of  essential  hyperten- 
sion has  been  achieved  with  orally  administered  Methium.  A ganglionic 
blocking  agent  which  inhibits  vasoconsrricting  impulses  through  the 
autonomic  nervous  system,  Methium  frequently  returns  pressure  to 
normal  or  near  normal  levels.  Extensive  use  indicates  that  it  may  be 
effective  where  other  therapy  has  failed. 

Symptomatic  improvement 

Disappearance  of  headache,  dizziness,  fatigue,  palpitation  normally 
occurs  as  pressure  subsides.  However,  even  where  pressure  may  not  be 
lowered,  relief  of  hypertensive  symptoms  with  Methium  is  often 
possible.  Marked  reduction  will  not,  of  course,  occur  in  all  cases,  may 
not  be  advisable  for  some. 


Long  term  therapy 

The  objective  of  Methium  therapy  is  to  lower  blood  pressure  gradually 
with  dosage  slowly  increased  over  several  days  or  weeks.  Once  maxi- 
mum reduction  is  reached,  it  can  often  be  maintained  indefinitely. 

Methium  should  be  prescribed  with  due  regard  for  the  drug’s  potency,  and  great 
care  is  advised  m impaired  renal  function,  coronary  artery  disease  and  existing  or 
possible  cerebral  vascular  accidents.  Complete  information  on  the  use  of  Methium 
will  be  sent  promptly  on  written  request. 

Methium  is  available  in  both  1 25  mg.  and  250  mg.  tablets  in  bottles  of  100  and  500. 


CHILCOTT 


/A/C. 


MORRIS  PLAINS.  NEW  JERSEY 


FORMERLY  THE  MALTINE  COMPANY 
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Inactivation  of  lysozyme  . . . with  a proven  antilysozyme, 
sodium  lauryl  sulfate.  Laboratory  research 1,2,3  and  clinical 
results4  indicate  that  the  enzyme  lysozyme  is  one  of  the  etiologic 
agents  of  peptic  ulcer.  By  inhibiting  or  inactivating  lysozyme, 
KOLANTYL — and  only  KOLANTYL — provides  the  important 
4th  factor  toward  more  complete  control  of  peptic  ulcer. 


Neutralizing  hyperacidity.  KOLANTYL  includes  a superior 
antacid  combination  (magnesium  oxide  and  aluminum  hydroxide, 
also  a specific  antipeptic)  for  two-way,  balanced  antacid  activity. 

Protecting  the  crater.  KOLANTYL  includes  a superior  de- 
mulcent (methylcellulose,  a synthetic  mucin)  which  forms  a 
protective  coating  over  the  ulcerated  mucosa. 

Blocking  spasm.  KOLANTYL  includes  a superior  antispasmodic 
(Bentyl)  which  provides  direct  smooth-muscle  and  parasym- 
pathetic-depressant qualities  . . . without  "belladonna  backfire.” 


Not  three... hut 


Four  factors  are  now 


in  the  treatment  of  peptic  ulcer . . . 


Merrell 


1828 


DOSAGE:  Two  tablets  every  three  hours  as 
needed  for  relief.  Mildly  minted,  Kolantyl  tablets 
may  be  chewed  or  swallowed  with  ease. 


New  York  • CINCINNATI  • Toronto 

1. Meyer,  K.  et  al.  Am.  J.  Med.  5:482,1948.  2.  Wang,  K.  J.  and  Crossman,  M.  I.  Am.  J.  Phys.  155:476,1948.  3.Cracc,  W.  J.  Am.  J.Med.  Sc.  217:241,1949. 

4.  Hufiord,  A.  R.  Rev.  of  Castroentcrology,  18:588,  1951.  Trademarks  "Kolantyl,”  "Bentyl” 
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To  cope  with  emergencies . . . 
a needed  item  for  the  physician's  bag 

Anesthesia  requirements  in  accidents  and  other  emergencies  make 
Vinethene  a desirable  item  in  every  physician's  bag.  Vinethene  is 
a practical  inhalation  anesthetic  for  short  periods  of  anesthesia. 
Administered  by  open-drop  technic,  it  induces  anesthesia  rapidly 
and  blandly,  and  is  characterized  by  prompt  recovery  with  a 
minimum  of  postoperative  nausea. 

Literature  on  request 

VINETHENE* 

(Vinyl  Ether  for  Anesthesia  U.S.P.  Merck) 

AN  INHALATION  ANESTHETIC  FOR  SHORT  OPERATIVE  PROCEDURES 


MERCK  & CO.,  Inc. 

Manufacturing  Ckt mists 

RAHWAY,  NEW  JERSEY 
In  C.n.d*:  MERCK  & CO.  Limited  - MontrMl 


Research  and  Production 

for  the  Nation  s Health 


new 

exclusive 

effective 


1 

2 To  aid  tissue  healing  in  endocervicitis,  cervical  erosions, 
vaginitis  and  vaginal  irritations 


T.M. 


Chlorophyll-lactose  vaginal  douche 

For  prompt  deodorization  instead  of  disguise 


3 To  assist  in  the  therapy  and  control  of  vaginitis  and  leukor- 
rhea  due  to  trichomonas  and  monilia 


4 To  afford  relief  of  itching  in  vaginitis,  leukorrhea  and 
pruritus  vulvae 

5 To  promote  healthy  vaginal  flora 

6 To  foster  vaginal  mucosal  glycogen  replenishment  for 
maintenance  of  lactic  acid  production  and  an  acid  pH 

7 To  deodorize  hygienic  pads  during  menses  and  after  de- 
livery by  direct  application  of  powder  to  pad 


Chlorogiene  is  packaged  for  individual  dosage,  3 gm.  Duch- 
eltes,  18  to  the  box.  Each  Duchelle,  when  dissolved  in  a quart 
of  lukewarm  water,  provides  a solution  of  concentrated  water- 
soluble  derivatives  of  chlorophyll  "a"  and  of  lactose.  The  low 
surface  tension  assures  mucosal  penetration  and  greater  effi- 
cacy. Clinical  samples  and  literature  available  on  request. 
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need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

» Vitamin  A (synthetic)  25,000  U.S.  P.  units 
Vitamin  D 1,000  U.S.  P.  units 

Thiamine  Mononitrate  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30.  100  and  1000. 

Squibb 

* TH  £ ft AG  R AH  * 13  A TftA&EMAR*  Of  E.  ft.  SQUIBB  t,  SONS.^ 
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in  the  office  . . . 

I 

sick  people 
need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1,000. 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
• 10  mg. 

5 mg. 
150  mg. 
150  mg. 


Squibb 
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to  transform 
the  day-like 

feces  of  CHRONIC 

CONSTIPATION 


KONDREMUL 
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penetrates, 


r'  o 


softens, 


" bulks  up" 
the 

fecal  mass . . . 


thus 

encouraging 

more 

nearly  normal 
evacuation 


KONDREMUL  consists  of  millions  of 
microscopic  droplets,  each  enveloped  in 
a tough  film  of  Irish  moss.  When  proper- 
ly administered,  KONDREMUL  does  not 
interfere  with  absorption  of  nutrients, 
and  danger  of  oil  leakage  is  minimized. 

KONDREMUL  p/a»'n — Pleasant-tasting, 
safe,  and  non-habit-forming.  Contains  55% 
mineral  oil.  Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  CascaraJ-0.66 
Gm.  nonbitter  Ext.  Cascara  per  table- 
spoon. Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) 

—0.13  Gm.  phenolphthalein  (2.2  gr.)  per 
tablespoon.  Bottles  of  1 pt. 

For  bulk  taxation  without 
danger  of  impaction 

KONDRETABS*  — Irish  moss  concen- 
trate-methylcellulose  tablets.  KONDRE- 
TABS begin  to  liquefy  in  the  stomach . . . 
do  not  gel  until  they  reach  the  colon, 
where  velvety,  easily  evacuated  bulk  is 
formed.  Bottles  of  50  and  100  flavored 
tablets. 


THE  E.  L.  PATCH  COMPANY 

STONEHAM  • MASSACHUSETTS 


♦Trademark  of  The  E.  L.  Patch  Co. 


facilitates  tissue  repair 


"On  clinical  trial 
CHLORESIUM 

Solution  and 
Ointment  appear 
to  be  effective  agents 
in  facilitating  growth 
of  granulation 
tissue  and 
epithelization.’ 


(hi  ores!  um 


ft 


Ointmen  t 

and  I I 

Solution  (Plain) 


A new  study*  of  103  patients  with  various  dermatoses  and  cutaneous 
wounds  emphasizes  CHLORESlUM’s  antipruritic  effects  in  addition 
to  its  encouragement  of  normal  tissue  repair.  “Another  significant 
action  observed  most  strikingly  in  the  patients  with  pemphigus 
was  its  ability  to  deodorize  foul-smelling  lesions  secondarily 
infected  by  anaerobic,  proteolytic  bacteria.” 

Chloresium  Ointment  and  Solution  (Plain)  contain 
water-soluble  derivatives  of  chlorophyll  “a”  as  standardized  in  N.N.R. 
In  the  topical  therapy  of  wounds,  ulcers,  burns  and  dermatoses, 
these  derivatives,  concentrated  and  highly  purified,  provide 
the  optimum  therapeutic  benefits  obtainable  from  chlorophyll. 

CHLORESIUM  OINTMENT  -1-ounce  and  4-ounce  tubes 
CHLORESIUM  SOLUTION  (Plain)  -2-ounce  and  8-ounce  bottles 

•Combe*,  F.  C. ; Zuckerman,  R.,  and  Kern,  A.  B.:  Chlorophyll 
in  Topical  Therapy,  New  York  State  J.  Med.  52:1025,  1952. 
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A&wm 


(Pronounced  Xi  lo*  coin) 


AS  Tit  A 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XVlOCAINE 


nt  mOR  oC* 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  • dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May -June)  1950. 

aISTILI  pharmaceutical  products,  inc.  Worcester,  mass,  u.s.a. 

*U.S.  Patent  No.  2,441,498 


MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 

J ADVANTAGE  NUMBER  10:  You  benefit  from  the  experience  of 

• the  Group  Plan:  32  years  of  continuous,  dependable  malpractice 
£ protection  in  behalf  of  the  members  of  your  State  Medical  Society. 

• 

• *Carried  by  Ihe  Employers  Mutual  Liability  Insurance  Company 

| • 

• HARRY  F.  WANVIG 

J Indemnity  Representative 

2 iftle-iJical  £!i>orietp  of  tfje  ;§>tate  of  jBteto  fforfe 

2 70  Pine  St.,  New  York  5 Tel.:  DIGBY  4-7117 
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in  ARTHRITIS 

and  allied  disorders 


New. . . 

Non-Hormonal . . . 
Orally  Effective . . . 
Synthetic 


BUTAZOLIDI  Nf 

(brand  of  phenylbutazone*) 


for  relief  of  pain  plus 
improvement  of  function 


Now  available  on  prescription,  BUTAZOLIDIN  is  a new  and  potent 
agent  that  has  yielded  outstandingly  favorable  results  in  arthritis 
and  other  painful  musculoskeletal  disorders. 

On  the  basis  of  the  first  national  reports1'4  BUTAZOLIDIN: 

• Produces  therapeutic  benefit  in  virtually  all  forms  of  arthritis 
and  allied  disorders  such  as  bursitis  and  fibrositis. 

• Effectively  relieves  pain  in  approximately  75  per  cent  of  non- 
gouty  cases  and  in  almost  100  per  cent  of  cases  of  acute  gout. 

• Affords  functional  improvement  ranging  up  to  complete  remis* 
sion  in  a substantial  proportion  of  treated  cases. 

A totally  new  synthetic,  BUTAZOLIDIN  is  chemically  unrelated  to 
the  steroid  hormones.  It  is  orally  effective  and  seldom  produces 
toxic  reaction  of  a serious  character.  Moderate  in  cost,  BUTAZOL.* 
IDIN  may  be  prescribed  even  for  patients  of  limited  means. 

*U.  S.  PAT.  NO.  2,562.830 

1.  Kuzell,  W.  C. ; Schaffarzick,  R.  W. ; Brown,  B.,  and  Mankle,  E.  A.:  Phenylbutazone 
(Butazolidin)  in  Rheumatoid  Arthritis  and  Gout.  J.A.M.A.  149: 729  (June  21)  1952. 

2.  Steinbrocker,  0.;  Berkowitz,  S. ; Carp,  S. ; Ehrlich,  M.,  and  Elkind,  M. : Therapeutic 
Observations  on  Butazolidin  (Phenylbutazone)  in  Some  Arthritides  and  Related  Condi- 
tions. Paper  read  before  the  Annual  Meeting  of  the  American  Rheumatism  Association, 
Chicago,  111.,  June  6,  1952. 

3.  Freyberg,  R.;  Kidd,  E.  C.,  and  Boyce,  K.  C. : Studies  of  Butazolidin  and  Butapyrin 
in  Patients  with  Rheumatic  Diseases.  Paper  read  before  the  Annual  Meeting  of  the 
American  Rheumatism  Association,  Chicago,  111.,  June  6,  1952. 

4.  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W. : Phenylbutazone  (Butazolidin)  and  Butapyrin 
in  Arthritis  and  Gout.  Paper  read  before  the  California  Medical  Association  Meeting  in 
Los  Angeles,  April  29,  1952. 


In  order  to  ensure  optimal  results  and  to  avoid  untoward  reactions, 
physicians  are  urged  to  send  for  the  BUTAZOLIDIN  brochure  or  to 
read  the  package  circular  carefully  before  prescribing. 

GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Company,  Inc.,  220  Church  Street,  New  York  13,  New  York 
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October  13-lSth 


1 4th  national 

posture 

week 


• • . makes  America  conscious 
of  the  value  of  yood  posture 


For  the  14lh  consecutive  year,  once  again  National 
Posture  Week  will  focus  the  attention  of  thousands  of 
men  and  women  on  the  importance  of  good  posture 
for  greater  physical  fitness  and  a more  alert,  healthier 
nation!  And  again  also  as  in  the  past,  every  acceptable 
means  of  publicity  will  be  used  to  dramatize  good 
posture  and  point  to  its  effect  on  health,  efficiency  and 
a greater  and  fuller  enjoyment  of  life. 


for  better  health 


You  play  an 
important  part  in 
National  Posture  Week! 


As  a prominent  citizen  and  professional  authority  whose 
opinion  is  important  in  helping  to  mold  public  thought, 
your  support  and  cooperation  play  an  important  part  in 
this  far-reaching  program.  Posters  and  literature  are 
furnished  without  cost. 


S.  H.  CAMP  and  CO. 

Jackson,  Michigan,  U.S.A. 
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krramVcin 
ORAl  SUSPENSION 

Ecch  leojp <.arfu  • SicJ-co" 

250  me 


'A UIO-* 


Antibiotic  Division 
CHAS.  PFIZER  & CO.,  INC. 
Brooklyn  6,  /V.  V! 


world's  largest  producer  of  antibiotics 


111®* 


Broad  spectmm  antibiotic  therapy 

HoW  ih  O^r 


CRYSTALLINE 

lerramyi 


pressure,  diet,  work,  worry, 
emMumed  dislitrbances,  mscerojwuj^sh 
cause  Nervous  Indigestion  . . . 


BENTYL 


offers  effective,  comfort- 


able, sustained  relief  from  pain,  cramps,  general  discomfort  due  to 
functional  gastrointestinal  spasm.  In  clinical  studies1’2’3  BENTYL  gave 
gratifying  to  complete  relief  in  308  of  338  cases,  yet  was  * . virtually 
free  from  undesirable  side  effects.”3 


EACH  CAPSULE  OR  TEASPOONFUL  SYRUP  CONTAINS: 


BENTYL 10  mg. 

For  safe,  double-spasmolysis 


BENTYL 10  mg. 


with  PHENOBARBITAL 15  mg. 

When  synergistic  sedation  is  desired 


DOSAGE — ADULTS:  2 capsules  or  2 tea- 
spoonfuls syrup  3 times  daily,  before  or  after 
meals.  If  necessary,  repeat  dose  at  bedtime. 

IN  INFANT  COLIC:  H to  1 teaspoonful 
syrup  3 times  daily  before  feeding.4 


Merrell 


1828 


New  York  • CINCINNATI  • Toronto 


I.  Hod,  C.  W. : J.  Mtd.  Assn.  Ga.  40:22,  1951  • 2.  llufford,  A.  R. 

J.  Mich.  St.  Med.  Soc.  49:1308,  1950  • 3.  Chamberlin,  D.  T.:  Castro 
224.  1951  • 4.  Pakula.  S.  F,:  Poatarad.  Med.  11:123, 1951 
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when  other 
external  therapy 
seems  to  get 

nowhere... 


accelerate  healing  with 


Study1,  after  study2  after  study3 
corroborates  the  “notable"1  success  of 
Desitin  Ointment  in  easing  pain  and 
stimulating  smooth  tissue  repair  in  lacerated, 
denuded,  chafed,  irritated,  ulcerated 
tissues  — often  in  stubborn  conditions 
where  other  therapy  fails. 

Protective,  soothing,  healing, 
Desitin  Ointment  is  a non-irritating, 
blend  of  high  grade,  crude 
Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high 
potency  vitamins  A and  D in  proper 
ratio  for  maximum  efficacy),  zinc 
oxide,  talcum,  petrolatum,  and 
lanolin.  Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exudate,  urine 
or  excrements.  Dressings  easily  applied  and  painlessly 
removed.  Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  literature 

CHEMICAL  COMPANY 

70  Ship  Street,  Providence  2,  R.  I. 


DESITIN 

OINTMENT 

the  pioneer  external 


cod  liver  oil  therapy 


in  wounds 


(especially  slow  healing) 

burns 

ulcers 

(decubitus,  varicose,  diabetic) 


3.  Heimer,  C.  B..  Grayzel,  H.  G..  and  Kramer 
B.:  Archives  Pediat.  68:382,  1951. 
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• they  solve  the  incompatability  of  vitamins  B12 
and  C in  a liquid. 

• they  promote  growth,  appetite  and  well  being. 
These  twins  are  the  symbol  of  Ives-Cameron's 
achievement  in  incorporating— for  the  first  time 
—all  the  benefits  of  the  essential  vitamins  in  the 
child’s  diet  with  Duolvite  Drops.  This  devel- 
opment permits  the  inclusion  of  both  Vitamin 
Bi2  and  Vitamin  C in  a single,  comprehensive 
multi-vitamin  formula.  The  incompatability  of 
Vitamin  B12  and  Vitamin  C in  a liquid  no  longer 
necessitates  the  writing  of  two  prescriptions . . . 


easier  for  you,  easier  for  your  patient. 
Accumulating  clinical  evidence  seems  to  show 
that  Vitamin  Bi2  may  be  an  important  human 
growth  factor.1,2  Indeed,  recent  work2  seems  to 
indicate  that  the  weight  gain  over  a 3 months’ 
period  of  both  clinically  healthy  and  chroni- 
cally ill  children  may  be  expected  to  be  almost 
twice  that  of  controls  without  B12  supplementa- 
tion of  the  diet.  Increased  physical  vigor  . . . 
alertness  . . . and  a definite  increase  in  appetite 
are  reported  by  Wetzel.1  in  his  work  with  school 
children  showing  growth  failure. 


•Trademark 

{SUGGESTED  DAILY  DOSAGE:  As  a vitamin  supplement- 

infants  and  children  under  12- K to  % cc.  from  each  bottle. 

Children  over  12  and  adults— As  directed  by  the  physician. 
Premature  infants- under  the  supervision  of  a physician. 

I.  Wetzel,  N.  C.,  et  al.:  Science  110:651  (Dec.  26)  1949. 

2.  Chow,  B.  F.:  J.  Nutrition  43:323  (Feb.)  1951. 

n it  a i uirr  iii 

SEach  cc.  contains: 

Vitamin  A (Synthetic)  10,000  USP  Units 

Vitamin  D 2,000  USP  Units 

Vitamin  C 125  mg. 

Mixed  Tocopherols 3 mg. 


(Equivalent  by  biological  assay  to  1.5  mg. 
d,  Alpha  Tocopherol) 


INTERNATIONAL  VITAMIN  DIVISION 

22  East  40th  Street  • New  York  16,  N.  Y. 


DUOLVITE  DROPS  come  in  a single,  conveni- 
ent packagecontainingtwo  bottleslDUOLVITE 
DROPS  'A’,  blue  label,  and  DUOLVITE  DROPS 
‘B’.grey  label)  each  containing  part  of  the 
complete  Duolvite  formula. 


Each  cc.  DUOUITE'B  contains: 

Vitamin  B12  USP  10  meg. 

Vitamin  Bi 3 mg. 

Vitamin  B2 I mg. 

Vitamin  B6  ....  1.6  mg. 

Panthenol 3 mg. 

Niacinamide ....  20  mg. 
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WHAT  IS  DENCOTAR-? 


DENCOTAR  is  a trademark  designating  products  containing  a specially  processed 
crude  coal  tar  recently  developed  in  the  laboratories  of  The  Denver  Chemical  Mfg.  Co., 
Inc.  There  is  no  other  coal  tar  just  like  that  contained  in  DENCOTAR  Products. 

The  special  processing  of  crude  coal  tar  does 

1.  Removes  low  molecular  irritants. 

2.  Removes  inert  sludge. 

3.  Combines  tar  with  a vegetable  oil  in  which 
is  produced  ozonides  (organic  peroxides). 

DENCOTAR  OINTMENT  Sulphurated ..  .contains  specially 
processed  crude  coal  tar,  precipitated  sulphur,  and  menthol  in 
non-greasy  cosmetic  base  containing  starch.  The  base  permits 
absorption  of  the  active  ingredients  well  beyond  that  effected 
by  ordinary  bases  and  therefore  minimum  amounts  of  the  proc- 
essed crude  coal  tar  are  required  to  produce  maximum  thera- 
peutic effects. 

INDICATIONS  ...  for  all  skin  conditions  requiring  tar.  dencotar  ointment  Sulphurated 
should  be  the  treatment  of  choice  in:  Eczema  — subacute  or  chronic.  Nummular  eczema. 
Psoriasis,  Atopic  dermatitis,  Neuro-dermatitis,  Seborrheic  dermatitis  (body  and  scalp),  all 
chronic  dermatoses,  with  or  without  itching. 

FORMULA:  Menthol.  .125%,  Precipitated  Sulphur,  1%,  Specially  processed  crude  coal  tar,  1.5%,  Starch,  5%, 
Non-greasy,  water  miscible  base,  Qs. 

DENCOTAR  SHAMPOO  ...  is  a delightful  new  shampoo  con- 
taining 1%  of  the  specially  processed  crude  coal  tar  in  a pure 
castile  soap  base,  dencotar  shampoo  has  a stimulating  effect  on 
the  scalp,  and  combined  with  massage,  should  be  used  regularly 
to  maintain  a healthy  state  of  scalp  and  follicles. 

SEBORRHEIC  DERMATITIS  OF  THE  SCALP  . . . Dencotar 
Shampoo  is  indicated  for  use  with  dencotar  ointment  Sulphura- 
ted in  the  treatment  of  scalp  conditions.  It  is  particularly  helpful 
in  combatting  seborrheic  dermatitis,  including  dandruff. 

DENCOTAR  PRODUCTS  contain  a new  and  different  type  of  crude  coal  tar.  To  the 
best  of  our  knowledge  no  other  products  containing  crude  coal  tar  of  this  type  have  ever 
been  offered  to  the  medical  profession. 

SAMPLES  AND  LITERATURE  ON  REQUEST 
These  Products  are  Advertised  Only  to  the  Medical  Profession 

THE  DENVER  CHEMICAL  MFG.  CO.,  INC. 

DA-9  163  Varick  Street,  New  York  13,  N.  Y. 


three  things: 


Control 


in  ANGINA  PECTORIS 
and  BRONCHIAL  ASTHMA 


otor 


with  minimal  side  effects.  Tissue  saturation  can  be  main- 
IVIN  enteric  coated  tablets. 


arenterally  administered  and  supplemented  orally,  is  well 


AVAILABLE : 


and  bronchodilator.  Par- 
effective  tissue  saturation 


MIVIN  in  therapeutic  dosage  has  a wide  margin  of  safety.  Even  after 
prolonged  administration  it  does  not  affect  the  blood  pressure  or  pulse 
rate,  alter  kidney  function,  increase  the  oxygen  requirements  of  the 
heart  or  stimulate  the  nervous  system. 


[IVIN  permits  extreme  flexibility  of  dosage  and  administration.  It 
is  available  in  solution  for  intramuscular  injection  and  in  enteric  coated 
tablets. 

MM 


Ammivin  tablets  (enteric  coated):  two  poten- 
cies—10  mg.  per  tablet,  bottles  of  100;  20  mg. 
per  tablet,  bottles  of  40  and  100. 
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This  identical  triplet  allergic  to  milk 


MULL-SOY  eliminated  symptoms,  gave 
superior  weight  and  growth  curves 


From  the  Summary*  “A  case  of  gastrointestinal  allergy  caused  by  milk  in  one  of  a 
set  of  identical  female  triplets  is  reported.  Elimination  of  milk  from  the  diet  of  the 
allergic  baby  and  substitution  of  soy  milk  caused  a dramatic  regression  of 
symptoms,  and  weight  gains  which  surpassed  those  of  the  non-allergic  sisters.” 


From  the  Conclusions*  “Milk  allergy  need  no  longer  be  the  difficult  infant  feeding 
problem  it  was  formerly.  Complete  elimination  of  milk  and  all  milk-containing 
foods  is  feasible  and  desirable  in  milk  allergy  and  can  now  be  safely  and  simply 
carried  out.  The  soy  preparation  [Mull-Soy]  fed  to  Baby  R gave  weight  and  growth 
curves  equal  to  and  better  than  those  of  the  two  sisters  fed  a cow’s  milk  formula.” 
*Se>bel,  S.  H.:  Milk  Allergy  in  a case  of  Triplets,  Clin.  Med.,  August  1952. 
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EASY— To  prescribe— To  take— To  digest 

a liquid,  homogenized,  vacuum-packed 
food  for  all  patients  allergic  to  milk 

The  BORDEN  Company, 

Prescription  Products  Division, 
350  Madison  Ave.,  N.  Y.  17 


MULL-SOY' 
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for  a fresh  response 


and  a vigorous  improvement 


armatinic  a&wzfeL 

FOR  COMPREHENSIVE  ANTIANEMIA  THERAPY 

armatinic 

FOR  THE  PATIENT  WHO  DOES  NOT  TOLERATE  IRON 


ARMATINIC 

ARMATINIC 

ACTIVATED 

SPECIAL 

Capsulettes 

COMPOSITION 

Capsulettes 

200  mg. 

Ferrous  Sulfate 
Exsiccated 

No  Iron  Salt 

10  meg. 

‘Crystamin  (812) 

10  meg. 

350  mg. 

Liver  Fraction  II  with 
Desiccated  Duodenum 

350  mg. 

1 mg. 

Folic  Acid 

1 mg. 

50  mg. 

Ascorbic  Acid  (C) 

50  mg. 

‘The  Armour  Laboratories  Brand  of 
Crystalline  B 1 2 


References 

F.  H.:  Univ. 
et  a I . : Ann. 
145:  66-71 
(6)  Luhley, 
Univ.)  3:  1, 
Acad.  Med. 

E.  F.:  J.  Am. 

F. ,  Morales, 


Effective  potencies  of  all  hemopoietic 
factors  are  supplied  in  Armatinic 
Capsulettes  for  comprehensive 
antianemia  therapy. 

Vitamin  Bj2  PLUS  Activator — 
The  Intrinsic  Factor 
The  additive  influence  of  the  intrinsic 
factor — desiccated  duodenum  — has  a 
marked  stimulating  hemopoetic 
effect.  According  to  recent  research, 
orally  ingested  vitamin  Bj2  has  an 
antianemia  efficacy  similar  to  that  of 
injectable  Bj 2 preparations  when 
activated  and  potentiated  by 
desiccated  duodenum.1'4  Moreover, 
folic  acid  has  been  shown  to  be  one  of 
the  most  active  vitamin  Bi 2 
potentiators.5'9 

Armatinic  Activated  may  be  used  in 
either  the  macrocytic  or  microcytic 
anemias  (except  in  the  initial  treatment 
of  pernicious  anemia),  whereas 
Armatinic  Special  fulfills  a unique 
requirement  for  the  macrocytic  anemia 
patient  in  supplying  the  most  potent 
activated  hemopoetic  factors 
without  iron. 


: (1)  Hall,  B.  £.:  Brit.  Med.  J.  2 585-589,  1950,  (2)  Bethell, 
Hosp.  Bull.,  Ann  Arbor  15:  49,  1949;  (3)  Bethell,  F.  H., 
Int.  Med.  35:  518-528,  1951,  (4)  Spies,  T.  D.:  J.A.M.A. 
, 1951,  (5)  May,  C.  D.:  Am.  J.  Dis.  Child.  80  2,  1950; 
A.  L.,  and  Wheeler,  W.  E.:  Health  Center  J.  (Ohio  St. 
1949,  (7)  Reisner,  E.  H.,  and  Weiner,  L.  Bull.  New  York 
. 27:  391,  1951,  (8)  Griffenhagen,  G.  B.,  and  De  Guia, 
Pharm.  Assn.,  Sc.  Ed.  41  181-184,  1952,  (9)  Diez,  Rivas, 
F.  H.,  and  Meyer,  L.  M Ann.  Int.  Med.  36  1076,  1952. 
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THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 

- -rssiLoCe- 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


before 
and  after 
taking 


(the  concentrated  bulk  laxative  gou've  been  waiting  for) 


inside  storif  of  a 
VETERAN  OF  LAXATION 


7 DAYS  OF  CONSTIPATION! 

Note  extreme  redundancy  of  colon.  Film 
taken  168  hours  (7  days)  after  a routine 
barium  meal.  Traces  of  barium  are  still 
visible  in  cecum  and  ascending  colon. 
Transverse  colon  is  filled  with  fecal  mass. 
Solid  fecal  segments  fill  entire  descending 
colon  and  sigmoid  loops.  Head  of  fecal 
column  is  in  rectum. 


2 DAYS  AFTER  KALPIN! 


Same  patient  48  hours  after  Kalpin.  No 
barium  in  cecum,  ascending  colon  or  right 
half  of  transverse  colon.  Virtually  all 
barium  is  in  sigmoid  and  rectum.  There 
was  a bowel  movement  several  hours  be- 
fore the  film  and  a large  one  4 hours  after 
which  got  rid  of  all  of  the  barium. 


( 77in  observation  is  one  of  many  made  at  a I Iniversily  Hospital  Clinic. ) 
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the  pictures  tel)  the  storq . . . 

but  not  all! 


nr  nj^  w A natural  (non-synthetic)  concentrated  bulk  laxa- 

tive  derived  from  algae  of  the  sea  was  tested  on  a 
group  of  “veterans  of  laxation”  of  colonic  and 
spastic  types. 


It  was  found  that  the  stool  bulk  was  doubled  with 
less  than  half  the  dosage  of  other  “bulk”  laxatives 
. . . that  no  swelling  occurred  in  gastric  juice  . . . 
bulking  occurs  in  the  intestine  only;  peristalsis  was 
stimulated  through  the  “stretch  reflex”  and  was 
90  per  cent  effective  without  griping,  bloating  or 
impaction. 


K1LPIV 


Kalpin  is  not  chemically  fortified  and  is  a pleasant- 
tasting  powder  which  insures  patient-cooperation. 
It  is  non-allergenic  and  sugar-free.  With  consider- 
ably less  dosage  it  produces  smooth  liquid-retaining 
mass  which  promotes  normal  physiologic  bowel- 
function.  Kalpin  needs  only  normal  amounts  of 
water  to  produce  swelling  and  the  dosage  is  one 
level  teaspoon  daily. 


Send  for  a liberal  test  supply  and  literature  on 
in  vitro  and  in  vivo  action  of  Kalpin. 


T\  / 

K 1 1 I V 

(a  true  bulk  laxative  from  natural  source) 


Wallace  Laboratories,  Mate 

NEW  BRUNSWICK.  NEW  JERSEY 
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to  fight  both 

and  drowsiness. •• 


The  allergic  patient  is  miserable  enough 
without  having  to  risk  the  discomfort — 
and  hazards — of  drowsiness.  When  patients 
take  Thephorin,  a different  antihistamine,  they 
usually  obtain  gratifying  relief  and  remain 
wide  awake.  Clinical  studies  show  that 
four  out  of  five  hay  fever  sufferers  obtain 
relief  with  Thephorin;  yet  drowsiness  occurs  in 
less  than  3 percent  of  patients.  Thephorin 
is  particularly  valuable  for  motorists, 
machine  operators  and  other  patients  who  must 
be  alert.  Available  in  25-mg  tablets 
and  as  an  anise-flavored  syrup,  containing 
10  mg  per  teaspoonful. 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 

Thephorin 

( brand  of  phenindamine — 2 -me  thy  1-9 -phenyl -2, 3 y 

4,9-tetrahydro-l-pyridindrne  hydrogen  tartrate) 


'Roche' 


a new 
synthetic 
narcotic 

for  longer-lasting 
pain  relief 


Caution:  Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 


DROMORAN®-brand  of  rnethorphinan  (dl-3-hydroxy-N-methyl- 
morph  i nan) 


* Average  dose 


DROMORAN 

(dl)  Hydrobromide 

‘ROCHE’ 


Hoffmann- La  Roche  Inc.  • Roche  Park  • Nutt.ey  10  • New  Jersey 
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1.  IMMEDIATE 


2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin:  Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


1 . Sollman , T. : A Manual  of  Pharmacology, 
W.  B.  Saunders  Co.,  1942. 


RAYMER 


3-stage  action 
to  control  hypertension 

^a/i&uleb 

RAYTROre 

/Jut ft  t fitter/ 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg. 


RAYMER  PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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In  the  treatment  of  alcoholism  with  "Antabuse"... 


No . 4 of  a series 


Can  an  "Antabuse"- 
alcohol  reaction  result 
from  any  other  cause 
than  the  intake  of 
alcoholic  beverages? 


Yes.  A reaction  may  be 
produced  by  any  medicament 
or  food  in  which  alcohol  is 
present,  such  as  elixirs, 
certain  tonics  and  cough 
remedies,  wine  sauces,  etc. 

A reaction  may  also  be  caused 
by  alcohol  rubs  as  well  as  by 
inhalation  of  alcoholic  vapors 


The  above  is  typical  of  the  countless  questions 
received  from  the  medical  profession.  Should  you 
require  further  information  regarding  this  or  any 
other  aspect  of  "Antabuse"  therapy,  please  feel 
free  to  call  on  us.  Descriptive  literature  is  available 
on  request. 


“ANTABUSE! 

Brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide 
...a  "chemical  fence"  for  the  alcoholic 


Supplied  in  tablets  of  0.5  Gm.  , 
bottles  of  50  and  1,000 

Ayerst,  McKenna  & Harrison  Limited 
New  York,  N.  Y.  • Montreal,  Canada 
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WHEN  DRUG  THERAPY 


JncicaS«>  Ai  i t/uent  T?»’ch  u 1 numb 


The  administration  of  many  drugs  can  sharply 
increase  the  patient’s  requirements  for  vari- 
ous essential  nutrients.  The  presence  and 
action  of  certain  drugs  in  the  organism  may 
alter  normal  utilization  of  nutrients  to  pur- 
poses of  detoxication  of  these  drugs. 

In  some  instances,  drugs  may  impair  ab- 
sorption of  nutrients,  increase  their  destruc- 
tion within  the  digestive  tract,  interfere  with 
their  metabolism,  or  hasten  their  elimination. 
With  prolonged  administration,  therefore, 
unless  the  intake  of  various  nutrients  is  in- 
creased, deficiency  states  maybe  precipitated. 

The  dietary  supplement  Ovaltine  in  milk 
can  significantly  increase  the  nutrient  intake 


of  the  patient  when  therapy  makes  this  adjust- 
ment necessary.  As  shown  by  the  table  below, 
it  provides  substantial  amounts  of  all  nutri- 
ents known  to  be  essential.  Its  excellent 
quality  protein  furnishes  an  abundance  of 
all  the  indispensable  amino  acids. 

Because  of  its  delicious  flavor,  Ovaltine 
in  milk  is  universally  enjoyed  by  patients. 
It  is  easily  digested,  bland,  and  its  nutrients 
are  quickly  available  for  utilization.  The  two 
varieties  of  Ovaltine,  plain  and  chocolate 
flavored,  both  similar  in  high  nutrient  con- 
tent, allow  choice  according  to  flavor  pref- 
erence. Children  particularly  like  Chocolate 
Flavored  Ovaltine. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


r 


V. 


J 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for  Daily  Use  Provide  the  Following  Amounts  of  Nutrients 


(Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


•CALCIUM 
CHLORINE 
COBALT 
♦COPPER 
FLUORINE 
•IODINE  .. 
•IRON 


MINERALS 

1.12  Gm.  MAGNESIUM 

120  mg. 

•ASCORBIC  ACID 

VITAMINS 

37  mg.  PYRIDOXINE  . 

0.6  mg. 

900  mg. 

MANGANESE 

0.4  mg. 

BIOTIN 

0.03  mg.  •RIBOFLAVIN 

2.0  mg. 

0.006  mg. 
0.7  mg. 
3.0  mg. 
0.7  mg. 

•PHOSPHORUS ... 

940  mg. 

CHOLINE 

200  mg.  -THIAMINE 

1.2  mg. 

POTASSIUM 

1300  mg. 

FOLIC  ACID  

0.05  mg.  'VITAMIN  A 

3200  I.U. 

SODIUM 

560  mg. 

•NIACIN 

6.7  mg.  VITAMIN  Bi: 

. 0.005  mg. 

12  mg. 

ZINC 

2.6  mg. 

PANTOTHENIC  ACID 

3.0  mg.  'VITAMIN  D 

420  I.U. 

•PROTEIN  (biologically  complete)  . 32  Gm. 

-CARBOHYDRATE  65  Gm. 

•FAT 30  Gm. 


‘Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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BACTERICIDAL . . 


The  NEW  O-TOS-MO-SAN 


is  a Specific  in  Suppurative  Ear  Infections  — 
both  Acute  and  Chronic,  also  External  Otitis 
because  it  is  . . . 

(GRAM-POSITIVE  - GRAM-NEGATIVE)  - it  KILLS 
BACTERIA,  including  BACILLUS  PROTEUS, 

B.  PYOCYANEUS,  E.  COLI,  BETA  HEMOLYTIC 
STAPHYLOCOCCUS  AUREUS 

(Isolated  from  ear  infections  and  found  resistant 
to  antibiotics  in  laboratory  tests) 


FUNGICIDAL...  it  KILLS  FUNGI  - including  ASPERGILLI, 

TRICOPHYTON,  MONILIA,  and 
MICROSPORUM 


NON-TOXIC  • 
STABLE 


NON-IRRITATING 
• CLEAR 


PROVED  EFFECTIVE  AGAINST  ANTIBIOTIC  RESISTANT  STRAINS  OF  ORGANISMS 


FORMULA: 

A NEW,  improved  process,  using 
Doho  glycerol  base,  results  in  a 
chemical  combination  having 
these  valuable  properties. 

Urea  2.0  GRAMS 

Sulfathiazole  1.6  GRAMS 

Glycerol  (DOHO)  Base 

16.4  GRAMS 
(Highest  obtainable  spec,  grav.) 


Substantiating  Laboratory  and  Clinical  data  in  press. 


TRY  NEW  O-TOS-MO-SAN  in  your 
most  stubborn  cases,  the  results  will 
prove  convincing. 


UNITS  PENICILLIN  PER  CC. 
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the 


new 


penicillin  co 


BICILLIN  PROCAINE  POTASSIUM 

Average  penicillin  blood  concentrations 
following  oral  liquid  doses  of  Bicillin, 
potassium  G and  procaine  penicillin.  Sin- 
gle dose  of  300,000  units.  30  adult  sub- 
jects in  3 groups  of  10.  Each  group 
received  a different  penicillin  on  each  of 
3 succeeding  days. 


effective 


produces  higher  blood  levels  at 
6 hours  than  similar  fluid  oral 
procaine  or  potassium  penicil- 
lin preparations  in  equivalent 
doses. 


palatable 


no  penicillin  taste  or  aftertaste. 
Children  and  adults  willingly 
adhere  to  dosage  schedule. 


stable 

for  at  least  18  months  at  ordi- 
nary room  temperature  (77°F.) . 

ready  to  use 

no  tedious  preparation. 

1 teaspoonful  (5  cc.),  supplies  300,000 
units  (approximately  300  mg.). 

May  easily  be  diluted  for  fractional 
dosage. 

SUPPLIED:  Bottles  of  2 fl.  oz. 


oral  suspension 

BICILLIN* 


® 

♦Trademark 


Benzethacil 

N ,N'-dibenzylethylenediamine  dipenicillin  G 


2219 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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SYMBOL  OF  DEPENDABILITY  ANO  PERFORMANCE  IN 


Be  if  battle-front  or  civilian  surgical  duty— a 
BOVIE  electrosurgical  unit  serves  with  equal 
distinction.  Bovie  precision  and  dependability, 
unequalled  by  any  other  electrosurgical  appar- 
atus, is  the  result  of  more  than  34  years  contin- 
uous research  and  technological  improvement 
by  L-F  engineers — augmented  by  military  ex- 
perience in  three  wars. 

Today's  Military  BOVIE  is  built  for  fast-moving 
global  war  and  the  most  extensive  and  de- 
manding surgical  needs.  Portable  and  rugged 
enough  for  rough  transport  and  parachute 
drop,  it  will  resist  tropical  fungus  and  drenching 
rains,  or  arctic  ice  and  snows.  The  development 
of  this  unit  makes  the  same  safe  cutting  and 
coagulating  currents  available  to  the  military 
as  are  so  successfully  used  by  the  civilian 
surgeon. 

Whether  you're  in  uniform  or  out.  Bovies  are 
available  for  your  use.  The  Army,  Navy,  and 
Air  Force  are  taking  only  a portion  of  today's 
accelerated  output. 


Military 


ELECTROSURGICAL  APPARATUS  • ELECTROMEDICAL  APPARATUS 

X-RAY  SPECIALTIES  RECOGNIZED  THE  WORLD  OVER 


THE  LIEBEL-FLARSHEIM  COMPANY 


CINCINNATI  2,  OHIO 


Now  we  are  announcing  the  availability 
of  Corticotropin  (AC.TH). 


Sterile  Corticotropin  (Upjohn) 
able  in  two  potencies:  in  vials  containing 
25  U.S.P.  units  and  in  vials  containing 
40  U.S.P.  units. 

Upjolin’s  extensive  experience  in  the 
research  and  manufacture  of  adrenal  cor- 
tical products  has  made  it  possible  to  pro- 
vide the  medical  profession  with  both 
Cortisone  and  Corticotropin. 


•‘4%* 




.... 


'fcv 


-U 
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to  to/s  era  of  metabolic  medicine 
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ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


IS 


(Jonseri/atii/e  t/ierafu 


SAFE,  INEXPENSIVE 


Buffered  formic  acid  and 


colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36<?  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2- to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  (S9.00), 
50(516.50),  and  100(530.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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In  ECZEMA 
INFANTILE  ECZEMA 
PSORIASIS 
FOLLICULITIS 
SEBORRHEIC 
DERMATITIS 
INTERTRIGO 
PITYRIASIS 
DYSHIDROSIS 
TINEA  CRURIS 
VARICOSE  ULCERS 


Tarbonis  combines  the  three  features  needed  for  success- 
ful management  of  a host  of  dermatologic  conditions: 

It  presents  all  the  therapeutic  properties  of  crude 
tar,  but  in  a form  liberated  from  the  undesirable  proper- 
ties which  so  long  have  made  tar  therapy  unacceptable 
to  physician  as  well  as  patient. 

It  is  so  nonirritant,  in  spite  of  its  dependable  efficacy, 
that  it  is  safely  used  for  infants  and  on  the  tenderest 
body  areas. 

Tarbonis  presents  a specially  processed  liquor  carbonis 
detergens  (5  per  cent),  together  with  lanolin  and  menthol, 
in  a vanishing-type  cream  base.  It  is  greaseless,  free  from 
all  tarry  odor,  and — since  it  leaves  virtually  no  trace  on 
proper  application — is  appreciated  by  the  patient,  espe- 
cially when  exposed  body  surfaces  are  involved. 

TARBONIS  is  available  through  all  pharmacies  upon 
prescription.  For  dispensing  purposes  TARBONIS  is 
packaged  in  1-lb.  and  6-lb.  jars  through  Physicians’  and 
Hospital  Supply  Houses. 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


f 


Physicians  are  invited  to  send 
for  clinical  test  samples  to  dem- 
onstrate the  antipruritic,  decon- 
gestant, remedial  properties  of 
Tarbonis  in  the  conditions  listed 
above. 


THE  TARBONIS  CO.,  Dept.  NYSJM9. 
4300  Euclid  Ave.,  Cleveland  3,  Ohio 

You  may  send  me  a sample  of  Tarbonis. 


_M.D. 


Address. 
City 


.Zone State. 
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The  acute  diarrheal  disturbances  seen  so  frequently  in  adults,  infants  and 
children  during  the  warm  months  are  promptly  controlled  by  Arobon. 

Made  of  specially  prepared  carob  flour,  Arobon  produces  its  excellent  results 
because  of  its  high  natural  content  of  pectin  and  lignin.  These  substances  are 
demulcent  and  soothing  and  they  adsorb  offending  bacteria  and  toxins. 

Controlled  clinical  studies  1-  2- 3 have  shown  that  Arobon  leads  to  thickening  of 
the  stools  in  24  hours  and  to  formed  stools  in  48  hours  in  most  patients. 

Indicated  in  all  types  of  diarrhea,  not  only  in  infants  and  children,  but  also  in 
adults,  Arobon  is  palatable  and  readily  accepted.  It  may  be  used  as  the  sole 
medication  in  non-specific  diarrheas.  In  the  more  severe  dysenteries,  it  is  a valuable 
adjuvant.  Arobon  is  easily  prepared  for  adults  and  children  by  simply  mixing 
it  with  milk,  and  for  infants  by  mixing  it  with  skim  milk  or  water  and  boiling 
for  \<2  minute. 

1 . Smith,  A.  E.,  and  Fischer,  C.  C. : The  Use  of  Carol)  Flour  in  the  Treatment  of  Diarrhea 
in  Infants  and  Children,  J.  Pediat.  35:422  (Oct.)  1949. 

2.  Kaliski,  S.  R.,  and  Mitchell,  D.  D.:  Treatment  of  Diarrhea  with  Carob  Flour,  Texas 
State  J.  Med  46: 675  (Sept.)  1950. 

3.  Plowright,  T.  R : The  Use  of  Carob  Flour  (Arobon)  in  a Controlled  Series  of  Infant 
Diarrhea,  J.  Pediat.  39:16  (July)  1951. 

/ 

THE  NESTLE  COMPANY,  INC.,  2 William  Street,  White  Plains,  New  York 


POWDERED  CAROB  FLOUR 
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Creating 

the 

right 

attitude... 


optimism  and  cooperation 
are  encouraged  by 


Methedrine’.. 

Methamphetamine  Hydrochloride,  COMPRESSED 

Subtle  improvement  in  mood  and  outlook 
follows  oral  administration  of  small  doses 
of  ‘Methedrine’.  This  helps  carry 
depressed  patients  through  their  troubles, 
toward  normal  adjustment. 

For  those  whose  troubles  stem  from 
eating  too  much,  ‘Methedrine’  makes  all 
the  difference  between  continual 
self-denial  with  consequent  irritability, 
and  easy  acceptance  of  a reducing  diet; 
it  dispels  excessive  desire  for  food. 


Literature 


will  be 
sent  on 


request 


‘Methedrine’  brand  Methamphetamine  Hydrochloride, 
5 mg.,  Compressed,  scored 

Bottles  of  100  and  1,000 


Burroughs  Wellcome  & Co.  (U.S.A.)  Inc.  Tuckahoe  7,  New  York 
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Sergeant  Charles  Turner,  of  Boston,  Massachu- 
setts— Medal  of  Honor,  Korea.  On  September  1,  1950.  near  Yongsan.  Korea, 
Sergeant  Turner  took  over  an  exposed  turret  machine  gun  on  a tank.  Despite 
fifty  direct  hits  on  the  tank,  he  stayed  by  his  gun  and  destroyed  seven  enemy 
machine  gun  nests  before  he  was  killed. 

You  and  your  family  are  more  secure  today  because  of  what  Charles  Turner  did 
for  you. 

Sergeant  Turner  died  to  keep  America  free.  Won’t  you  see  that  America  stays 
the  land  of  peace  and  promise  for  which  he  gave  his  life?  Defending  the  things 
he  fought  for  is  your  job,  too. 

One  important  defense  job  you  can  do  right  now  is  to  buy  United  States 
Defense*  Bonds  and  buy  them  regularly.  For  it’s  your  Defense  Bonds  that  help  keep 
America  strong  within.  And  out  of  America’s  inner  strength  can  come  power  that 
guarantees  security — for  your  country,  for  your  family,  for  you. 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  a 
personal  cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond-A-Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


'hU.  S.  Savings  Bonds  are  De/ense  Bonds  - Bat/  them  regularly! 


The  V.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 


OF  THE  OLDER  PATIENT 


GERIPLEX 

TRADE  MARK 

multivitamin  preparation 
to  protect  against 
the  aging  process. 


Given  health,  the  mature  years  can  be  a golden 
time  — and  to  help  keep  the  middle-aged  and 
elderly  well,  GERIPLEX  provides  seven  pro- 
tective factors. 


Each  serves  a purpose  in  combating  vascular 
and  metabolic  disorders  and  preventing  de- 
ficiency of  important  vitamins.  There’s  rutin, 
for  example,  to  combat  excessive  capillary 
fragility  and  permeability  and  other  important 
vitamin  components  to  assist  the  physiologic 
needs  of  the  older  patient. 

Each  GERIPLEX  Kapseal®  contains: 

Rutin 25  mg. 

Riboflavin  (Vitamin  B2) 5 mg. 

Vitamin  E 10  Int.  units 

Vitamin  A 5000  Int.  units 

Vitamin  Bt  (Thiamine  Hydrochloride)  . 5 mg. 

Vitamin  C ( Ascorbic  Acid ) 50  mg. 

Niacinamide  (Nicotinamide)  ....  15  mg. 

Formulated  specifically  for  the  older  patient, 
GERIPLEX  simplifies  vitamin  therapy. 


Dosage : 

One  Kapseal  daily,  at  mealtime,  is  usually  adequate 
though  dosage  may  be  increased  by  the  physician  in 
febrile  illnesses,  in  preoperative  preparation  or  during 
postoperative  care,  or  whenever  potentialities  of  vitamin 
deficiency  states  are  increased. 
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XV/  rbo- Res  in 5 1 h crapy 

Simplifies  Control  of  Edema 

• Permits  more  liberal  salt  intake,  enhances 
palatability  of  diet 

• Safely  removes  sodium  from  intestinal  tract 
and  prevents  its  reabsorption 

• Decreases  the  frequency  of  need  for  mercurial 
diuretics  by  potentiating  their  effectiveness 

• May  be  lifesaving  therapy  for  patients  who 
have  developed  a resistance  to  mercury 

• Useful  in  congestive  heart  failure,  cirrhosis 
of  the  liver,  edema  of  pregnancy,  hyperten- 
sion, or  whenever  salt  restriction  is  advisable 

Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.A. 


New  recipe  bock  helps  keep  patients  on  f Carho-Resin ’ 

A new  unflavored  'Carbo-Resin,'  which  can  be  incorporated  in 
cookies,  puddings,  fruit  juices,  and  the  like,  is  now  available.  Printed 
recipes  giving  complete  directions  for  preparing  a variety  of  tasty 
dosage  forms  in  the  home  can  be  obtained  from  the  Lilly  medical 
service  representative  or  direct  from  Indianapolis  upon  request. 


CAUTION:  Only  unflavored  'Carbo-Resin'  is  suitable  for  incor- 
poration in  recipes. 
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Editorials 

Cobalt-60 


Recent  publication  in  the  popular  press 
of  articles  on  the  value  of  cobalt  for  treat- 
ment of  neoplastic  disease  has  reportedly 
raised  hopes  of  a cure  for  cancer  in  the  public 
mind. 

Cobalt-60  teletherapy  is  unquestionably  a 
valuable  addition  to  surgery  and  x-ray  in 
the  treatment  of  neoplastic  disease.  The  ef- 
fect, however,  of  recent  publicity  has  caused 
many  patients  to  question  their  local  hospi- 
tals as  well  as  their  attending  physicians 
about  this  new  modality. 

In  order  that  physicians  may  have  the 
pertinent  facts  to  answer  these  questions 
we  publish  herewith  at  the  suggestion  of  a 
correspondent  a brief  statement  relative  to 
cobalt-60. 

“The  cobalt  teletherapv  unit,  or  so-called 
bomb,  provides  a source  of  radiation  similar 
to  that  of  a 3-million-volt  x-ray  machine. 
Compared  with  conventional  200-250  kv. 
roentgen  rays  the  advantages  are  higher 
depth  dose,  lower  skin  dose  as  maximum  ioni- 
zation occurs  about  0.5  cm.  below  the  skin, 


absorption  in  bone  is  relatively  less  com- 
pared with  soft  tissue,  and  lower  integral,  or 
volume,  dose  for  same  tumor  dose. 

“While  these  advantages  of  cobalt-60 
gamma  rays,  or  3 mv.  x-rays,  are  significant, 
they  certainly  do  not  justify  the  impression 
given  that  cobalt  may  be  the  cure  for  cancer. 
This  impression  is  particularly  unfortunate 
as  cobalt-60  is  not  readily  available  and  will 
not  be  for  several  years  due  to  the  lack  of 
space  in  the  nuclear  reactors  (atomic  piles) 
where  cobalt-60  is  produced. 

“Only  a few  American  cancer  and  teaching 
hospitals  will  have  cobalt  teletherapy  units 
by  the  end  of  this  year,  and  these  have  been 
ordered  several  years  ago.  The  1,200- 
curie  unit  for  Delafield  Hospital  will  cost 
about  $40,000;  in  addition  there  is  the  cost 
of  housing  and  shielding  which  may  be 
another  $40,000.  It  is,  therefore,  not  likely 
that  the  cobalt-60  will  replace  roentgen  rays 
in  the  treatment  of  deep-seated  cancer  at 
least  for  some  years  to  come. 

“However,  in  the  planning  of  new  hospi- 
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t.als  it  may  be  advisable  to  provide  space  for 
teletherapy  with  cobalt-60  if  an  active  can- 
cer service  is  expected.  The  cobalt  treat- 
ment room  should  preferably  be  on  the  bot- 
tom floor  in  order  to  reduce  the  cost  of  shield- 
ing. 

“In  summary,  cobalt-60  teletherapy  is  an 
improvement  over  conventional  roentgen 


therapy.  There  is,  however,  no  reason  to 
believe  that  the  cobalt  gamma  rays  are  more 
effective  than  3 mv.  x-ra3rs.” 

This  statement  presents  the  advantages 
and  disadvantages  of  cobalt-60,  and  it  is 
hoped  that  it  may  serve  to  correct  the  im- 
pression that  this  new  modality  is  a cure  for 
cancer. 


Problems  of  Leadership 


Dr.  Louis  H.  Bauer,  new  president  of  the 
American  Medical  Association,  goes  di- 
rectly to  the  point  in  his  monthly  message 
of  July  26,  in  the  Journal  of  the  A.M.A., 
when  he  says,  “I  have  become  increasingly 
convinced  that  the  general  public  and  our 
own  members  still  need  to  know  more  about 
the  American  Medical  Association  and  its 
activities.”1 

Through  the  years  the  A.M.A.  has  grown 
importantly  in  the  scope  of  its  activities. 
But  in  the  daily  life  of  the  practitioner  it 
seemingly  has  little  place.  His  personal  con- 
tact with  the  organization  and  with  its  of- 
ficers, its  councils,  and  its  other  machinery 
is  quite  limited,  often  nil.  True,  he  some- 
times reads  about  it,  but  to  him  it  is  remote, 
impersonal. 

At  county  society  meetings  he  sometimes 
hears  reports  of  some  A.M.A.  activities 
through  the  local  delegates  to  his  state  so- 
ciety if  he  happens  to  be  present.  He  may 
or  may  not  receive  the  Journal  of  the  A.M.A. 


> J.A.M.A.  149:  1227  (July  26)  1952. 


or  listen  to  the  various  excellent  broadcasts. 
Once  a year  he  pays  his  dues. 

Dr.  Bauer  has  in  his  message  shown  that 
the  A.M.A.  is  a truly  democratic  organiza- 
tion. His  clear  statement  of  procedure  in 
the  House  of  Delegates  points  up  the  rights 
of  the  individual  member  to  a voice  in  the 
formation  of  A.M.A.  policy.  We  hope 
that  his  subsequent  messages  will  continue 
to  deal  with  the  relationships  of  the  indi- 
vidual member  and  the  national  society.  It 
is  evident  that  in  Dr.  Bauer  the  A.M.A.  has 
acquired  energetic  leadership.  He  has  from 
vast  experience  a real  grasp  of  the  perplexi- 
ties of  the  ordinary  practitioner  and  a com- 
prehensive view  of  the  problems  that  face 
him. 

If  Dr.  Bauer  can  succeed  in  breaking  down 
t he  barrier  of  remoteness  which  seems  to  sep- 
arate the  A.M.A.  from  the  physician  in  the 
field,  he  will  have  performed  a distinguished 
service  for  both.  We  urge  our  readers  to 
pay  particular  attention  to  the  content  of 
his  present  and  subsequent  monthty  presi- 
dential messages. 


Current  Editorial  Comment 


Medical  School  Expansion  Proposed.  One 

hears  of  the  alleged  shortage  of  physicians 
and  of  the  dire  consequences  to  be  antici- 
pated in  the  future  unless  the  Federal 
government  steps  into  the  medical  education 
picture.  What  are  the  facts?  Says  the 
American  Medical  Association:1 

A recent  survey  conducted  by  the  New  York 
Times  showed  the  greatest  expansion  program 
in  the  history  of  medical  education,  to  cost 
250  million  dollars,  is  now  underway  in  the 
United  States.  The  Times  surveyed  80  medi- 
cal colleges  and  48  state  commissioners  of 

1 J.A.M.A.  148:  1135  (Mar.  29)  1952. 


education  through  questionnaires.  According 
to  the  survey,  medical  colleges  will  spend  within 
the  next  few  years  50  million  dollars  for  labora- 
tories, 30  million  dollars  for  classrooms,  and 
20  million  dollars  for  dormitories.  Another 
100  million  dollars  is  earmarked  for  research 
and  special  projects.  In  addition,  the  immedi- 
ate cost  for  establishing  new  medical  institu- 
tions will  be  more  than  50  million  dollars, 
making  an  over-all  expansion  program  of  a 
quarter  of  a billion  dollars.  The  Times  re- 
ported that  to  meet  the  increasing  demands  for 
more  physicians  and  medically  trained  men,  at 
least  10  states  have  taken  steps  to  build  new 

[Continued  on  page  2232] 
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THE  PREVENTION  OF  PARALYTIC  POLIOMYELITIS 

Recent  Research  Suggests  Cautious  Optimism 


The  advent  of  another  poliomyelitis  season 
brings  with  it  uncertainty  as  to  whether 
New  York  State  will  again  experience  an 
unusual  incidence  of  the  disease.  For  the 
last  three  years,  the  tradition  of  alternating 
or  widely  spaced  epidemic  years  has  been 
broken,  since  in  1949,  1950,  and  1951  unusual 
numbers  of  cases  were  reported  from  many 
parts  of  the  State. 

Nevertheless,  one  cannot  escape  the  con- 
clusion that  practical  and  effective  control 
measures  are  not  an  impossible  goal  and  may 
become  available  in  the  foreseeable  future. 

The  demonstration  by  Horstmann1  and 
Bodian2  that  poliomyelitis  virus  may  be 
recovered  from  the  circulating  blood  of 
monkeys  and  chimpanzees  during  the  period, 
three  to  seven  days,  after  virus  ingestion, 
before  specific  poliomyelitis  antibodies  de- 
velop, brings  with  it  the  implication  that  the 
pathogenesis  of  the  disease  in  humans  in- 
cludes a hematogenous  phase  before  central 
nervous  system  invasion,  when  the  virus  may 
be  subject  to  attack  by  passively  or  actively 
acquired  antibodies.  Human  gamma  glob- 
ulin is  known  to  be  rich  in  neutralizing 
antibodies  to  the  three  recognized  types  of 
poliomyelitis  virus.  Bodian  has  shown  in 
both  chimpanzees  and  monkeys  that  signifi- 
cant passive  immunity  is  acquired  by  the 
administration  of  human  gamma  globulin  to 
animals  who  were  immediately  fed  with 
poliomyelitis  virus.3  Thus,  in  a total  of 
104  monkeys  which  received  intramuscular 
gamma  globulin  in  doses  of  10  to  0.1  ml. 
per  Kg.  of  body  weight,  no  poliomyelitic 
paralysis  occurred,  while  paralysis  occurred 
in  27  of  97  monkeys  fed  virus  without  the 
benefit  of  passive  immunity.  The  dose  of 
gamma  globulin  needed  was  small,  and  it 


was  estimated  that  the  effect  would  persist 
for  probably  a month. 

Obviously,  these  findings  in  experimental 
animals  suggested  the  need  for  trial  of  this 
procedure  in  humans.  Unfortunately,  be- 
cause of  the  low  attack  rate  of  poliomyelitis 
in  humans,  the  conclusive  demonstration  of 
this  protective  effect  requires  the  carrying 
out  of  an  experiment  on  a grand  scale.4  Ac- 
tually, such  a trial  was  carried  out  last  sum- 
mer by  Hammon  in  Provo,  Utah,  where  a 
sample  of  5,800  children  exposed  to  the 
disease  during  an  epidemic  was  studied.5 
Half  of  these  volunteers  received  gamma 
globulin  and  half  a placebo  injection.  De- 
spite the  size  of  this  experiment,  it  was  by  no 
means  large  enough  to  settle  the  question. 
Thus,  further  trials  along  similar  lines  are 
being  conducted  this  summer  by  Hammon 
with  the  support  of  the  National  Foundation 
for  Infantile  Paralysis.  Newspaper  ac- 
counts serve  as  the  most  recent  report  on 
this  study.6  These  indicate  that  35,000 
children  are  under  study  in  similar  fashion  in 
Houston,  Texas,  where  the  disease  is  occur- 
ring epidemically.  It  is  planned  to  increase 
the  experience  to  a total  of  75,000  persons. 
Based  on  these  findings,  it  is  hoped  that  a 
clear-cut  answer  will  be  derived  as  to  the 
practical  value  of  gamma  globulin  in  pre- 
venting the  paralytic  disease. 

It  is  unfortunate  that  newspaper  publicity 
has  tended  to  glamorize  these  studies  and  to 
some  extent  develop  false  hopes  in  the  minds 
of  the  public  and  profession.  Certainly,  it 
is  premature  to  suggest  the  routine  use  of 
gamma  globulin  in  preventing  poliomyelitis. 
Obviously,  one  must  await  the  conclusion 
of  experiments  under  way.  Even  though 
these  studies  may  ultimately  demonstrate 
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significant  prophylactic  value  of  gamma 
globulin  against  paralytic  poliomyelitis, 
this  procedure  may  not  be  a practical  one  for 
actual  application  on  a mass  basis. 

To  many  investigators  the  production  of 
active  immunity  to  poliomyelitis  seems  to 
offer  a more  fruitful  approach  to  control,  de- 
spite many  difficulties  still  obstructing  the 
practical  accomplishment  of  this  goal.  The 
successful  cultivation  of  all  three  recognized 
types  of  poliomyelitis  virus  in  cultures  of 
neural  and  non-neural  tissues,  both  of  human 
beings  and  monkeys,7-9  has  created  a tool 
both  for  the  successful  isolation  of  virus 
from  patients  and  for  the  cultivation  of  a 
vaccine.  Furthermore,  studies  by  Paul  and 
his  coworkers  indicate  that  neutralizing 
antibodies  to  all  three  types  of  poliomyelitis 
virus  persist  for  many  years.10  The  crucial 
observations  were  made  in  remote  Alaskan 
Eskimo  communities,  where  the  clinically 
recognized  disease  had  been  absent  for  pro- 
onged  periods.  Serologic  surveys  showed 
the  persistence  of  Lansing  neutralizing  anti- 
bodies for  at  least  twenty  years  and  anti- 
bodies to  the  Brunhilde  and  Leon  types  for 
at  least  forty-five  and  thirty-five  years,  re- 
spectively. 

Obviously,  in  a disease  such  as  poliomye- 
litis which  produces  clinical  illness  in  such  a 
small  fraction  of  the  population,  the  vaccine 
developed  must  be  completely  safe  as  well 
as  effective.  It  must  provide  significant 
persistent  immunity  against  all  of  the  com- 
mon types  of  poliomyelitis  virus.  Much 
additional  work  needs  to  be  done  before  such 
a vaccine  becomes  an  actuality.  One  ap- 
proach to  the  productioh  of  active  immunity 
is  suggested  by  Koprowski  et  al.  in  a study 
which  involved  the  feeding  of  a rodent- 
adapted  strain  of  Lansing  poliomyelitis  virus 
to  20  human  volunteers.11  A carrier  state 


developed  in  most  of  these  individuals  in  the 
absence  of  any  associated  illness,  and  sero- 
logic evidence  of  immunity  appeared  in  all 
of  the  nonimmune  volunteers.  Further  re- 
feeding of  12  of  these  volunteers  at  a later 
date  failed  to  demonstrate  the  re-establish- 
ment of  a carrier  state  or  a rise  in  antibody 
level  in  ten.  Tins  general  approach  to  im- 
munization has  theoretic  appeal  to  the  in- 
vestigator and  practical  appeal  to  the  public 
health  administrator.  However,  extensive 
studies  for  the  purpose  of  evaluating  the 
effectiveness  of  this  technic,  as  applied  to  the 
three  recognized  types  of  virus  and  satis- 
factory demonstration  of  the  complete  safety 
of  the  procedure,  are  needed  before  one  may 
indulge  in  more  than  wishful  thinking. 

Since  essentially  all  of  the  studies  referred 
to  above  are  products  of  research  carried  out 
during  the  past  year,  it  would  seem  that  the 
phrase,  “cautious  optimism,”  used  in  the 
title  is  not  a misnomer,  even  though  the  prac- 
tical tools  for  preventing  poliomyelitis  in 
the  population  are  not  yet  available. 

Robert  F.  Korns,  M.D.,  Director 
Bureau  of  Epidemiology  and 

Communicable  Disease  Control 
New  York  State  Department  of  Health 
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medical  schools  or  expand  their  two-year  basic 
science  schools  into  four-year  institutions. 
“In  the  current  academic  year,  1951-1952,” 
the  Times  said,  “the  medical  colleges  admitted 
the  largest  freshman  classes  in  recent  history,  a 

total  of  7,381 Despite  the  expansions 

now  taking  place,  large  numbers  of  qualified 
applicants  are  unable  to  gain  admittance  to  any 
medical  college  in  this  country.  Many  of  them 
seek  places  in  foreign  institutions.  The  records 
indicate  that  20,000  individuals  applied  for  ad- 
mission to  American  medical  schools  for  the 


current  college  year.  As  many  of  them  applied 
to  more  than  one  institution,  the  total  number 
of  applications  was  more  than  70,000,  or  an 
average  of  3.5  a student.” 

This  survey  would  seem  to  indicate  that 
reasonably  complete  measures  are  under  way 
to  assure  an  increasing  supply  of  medical 
men  and  women  to  meet  the  nation’s  needs 
for  the  immediate  future.  Governmental 
aid  should  be,  in  our  view,  invoked  only  when 
private  enterprise  cannot  provenly  meet  the 
need. 
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Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Antimetabolites 


A metabolite  is  any  substance  involved  in 
the  chemical  processes  by  which  living  cells 
are  produced  and  maintained.  This  sub- 
stance may  be  synthesized  by  the  organism 
or  supplied  to  it  from  dietary  sources.  An 
antimetabolite  is  a compound  that  inhibits 
the  proper  functioning  of  a metabolite. 

Earlier  in  this  century  some  isolated  obser- 
vations were  made  of  inhibitory  analogs  of 
several  metabolites.  Ethionine,  for  ex- 
ample, when  fed  to  rats  in  place  of  methio- 
nine, caused  toxic  symptoms.1  It  was  not 
until  1940,  when  Woods  explained  the  struc- 

Jtural  relationship  between  sulfanilamide 
and  para-aminobenzoic  acid,  that  real  in- 
terest arose  in  compounds  that  were  structur- 
ally related  to  metabolites.2  Since  then 
thousands  of  compounds  have  been  synthe- 
j sized  with  the  aim  of  producing  antivitamins, 
antihormones,  antiamino  acids,  etc.  In 
some  cases,  potent  inhibitors  have  been 
made;  in  many  more  instances  the  new 
compounds  have  shown  no  activity  at  all, 
or  some  slight  positive  action.  Besides  the 
structural  analogs,  there  are  other  types  of 
antimetabolites.  There  are  enzymes  that 
destroy  metabolites,  proteins  that  combine 
, with  and  inactive  metabolites,  and  antien- 
zymes formed  by  injecting  crystalline  enzymes 
into  animals.  The  antagonisms  that  occur 
between  sodium  and  potassium  and  be- 
tween magnesium  and  zinc  are  now  looked 
upon  as  competition  between  the  ions  for 
specific  enzyme  systems  in  which  one  of  the 
pair  functions. 

The  most  widely  studied  antimetabolites 
I are  the  competitive  inhibitors,  those  com- 
pounds Avhich  are  Structural  analogs  of  the 
metabolite. 

The  explanation  for  the  inhibition  of  these 
I structurally  related  substances  is  based  upon 
the  current  theory  of  enzyme  action.  The 
enzyme  combines  Avith  its  specific  substrate 
to  form  an  enzyme-substrate  complex,  which 
dissociates  into  the  enzyme  and  product(s), 
as  follows: 


substrate  + enzyme  ;=±  enzyme-substrate 
complex  enzyme  + product(s) 

The  antimetabolite  differing  slightly  in 
chemical  structure  from  the  substrate  enters 
the  same  site  on  the  enzyme  surface  and 
forms  a complex  with  it.  This  complex, 
however,  does  not  undergo  the  second  reac- 
tion, or  if  it  does,  it  forms  a product  which 
is  inactive  or  inhibitory  in  itself.  In  so 
doing  the  antimetabolite  has  prevented  the 
metabolite  from  combining  with  the  enzyme. 
Since  these  reactions  are  reversible,  in- 
creasing amounts  of  the  metabolite  will 
nullify  the  adverse  effect  of  the  inhibitor. 
In  competitive  inhibition,  the  inhibition 
index  (number  of  molecules  of  inhibitor 
per  molecule  of  metabolite  necessary  for 
50  per  cent  inhibition)  is  constant  over  a 
wide  range  of  concentrations.  This  index 
is  actually  a measure  of  the  relative  affinities 
of  the  metabolite  and  antimetabolite  for 
the  enzyme  molecule.  A low  index  for  an 
antimetabolite  indicates  a potent  inhibitor. 

Certain  antimetabolites  are  noncompeti- 
tive in  nature.  In  this  instance  the  metabo- 
lite is  unable  to  reverse  the  effects  of  the 
analog  or  does  so  only  at  very  low  concen- 
trations. There  are  two  types  of  noncom- 
petitive inhibitors,  those  related  in  struc- 
ture to  the  metabolite  which  enter  the 
enzyme  site  of  the  metabolite  but  form  an 
irreversible  complex  and  those  that  are  un- 
related chemically  and  associate  with  a part 
of  the  enzyme  molecule  other  than  the  sub- 
strate site.  An  example  of  the  first  is 
aminopterin,  structurally  related  to  folic 
acid,  and  of  the  second  is  fluorine,  a a veil- 
known  enzyme  poison. 

There  are  several  examples  of  antimetabo- 
lites that  possess  some  nutritional  signifi- 
cance. Avidin,  a protein  found  in  raAv 
egg-Avhite,  combines  Avith  biotin  and  makes 
it  unavailable  to  the  animal,  resulting  in  a 
biotin  deficiencjr.  In  this  case  the  antimetab- 
olite is  a protein  having  an  affinity  for 
biotin,  thus  preArenting  biotin  from  being 
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absorbed  from  the  digestive  tract.  The 
need  for  this  vitamin  was  first  discovered  in 
the  disease  known  as  “egg-white  injury.” 
Egg-white  injury  has  been  produced  experi- 
mentally in  man.3  Dieumarol  was  dis- 
covered to  be  the  toxic  agent  in  spoiled  sweet 
clover  hay  which  caused  cattle  to  bleed  to 
death  following  the  consumption  of  it. 4 
This  compound  is  a structural  analog  of 
vitamin  Iv.  Chastek  paralysis  in  foxes  was 
shown  to  be  caused  by  an  enzyme,  thiamin- 
ase,  which  splits  thiamine  into  two  parts, 
thus  making  it  inactive.  This  enzyme  occurs 
in  certain  raw  fish  and  mollusks.  Dietary 
thiamine  corrected  the  disease.6, 6 Fern 
poisoning  of  horses  and  cattle  is  an  induced 
thiamine  deficiency  caused  by  a heat-stable 
substance  that  may  prove  to  be  a struc- 
tural analog  of  thiamine.7 

One  of  the  most  recent  of  the  antimetabo- 
lites encountered  in  nutrition  is  methionine 
sulfoximine.  Agene,  nitrogen  trichloride, 
was  used  until  recently  in  the  bleaching  of 
wheat  flour.  This  bleached  flour  when  fed 
to  dogs  produced  “running  fits.”  The 
toxic  factor  was  produced  by  the  action  of 
agene  on  the  protein  of  the  flour,  forming  a 
potent  antimetabolite  of  methionine.  Me- 
thionine sulfoximine  is  believed  to  bring  about 
a methionine  deficiency  of  the  nervous  tissue 
and  thus  to  produce  canine  hysteria. 

Antimetabolites  are  being  used  as  chemo- 
therapeutic agents  in  the  treatment  of 
many  infectious  diseases.  A general  though 
not  invariable  finding  has  been  that  an 
organism  or  animal  that  synthesizes  a 
metabolite  is  not  inhibited  by  the  structural 
analog.  The  analog  affects  those  species 
that  require  it  as  a nutrient.  Thus,  in 
designing  antibacterial  agents  it  is  impor- 
tant to  know  the  nutrition  and  metabolism 
of  the  micro-organism  and  host.  To  be 
useful  an  antimetabolite  must  be  selectively 
active  against  the  parasite  and  relatively 
nontoxic  to  the  host.  Para-aminobenzoic 
acid  is  a nutrient  for  many  bacterial  species 
but  of  little  importance  to  animals;  thus, 
sulfonamides  have  been  very  effective  anti- 
bacterial agents.  Pantothenic  acid  was 
shown  to  be  an  important  nutrient  for  the 
malarial  parasite,  so  various  analogs  were 
prepared  and  tested  against  that  micro- 
organism and  with  animals.  As  a result 
phenylpantothenone  was  found  to  be  as 
active  an  antimalarial  for  man  as  quinine, 
yet  of  low  toxicity  itself.  Since  the  older 
synthetic  antimalarials  were  commercially 
available,  this  product  was  not  marketed. 


The  antitubercular  drug,  para-amino- 
salicylic  acid,  was  introduced  after  the 
tubercle  bacilli  were  showm  to  use  salicylic 
acid  as  a nutrient.  Many  analogs  of  sali- 
cylic acid  have  been  tested,  but  the  para- 
amino  derivative  was  the  most  effective. 
Isonicotinic  acid  derivatives,  now-  being 
used  in  the  experimental  treatment  of 
tuberculosis,  are  related  chemically  to  the 
vitamin,  nicotinic  acid.  Other  antimetabo- 
lites which  have  been  used  in  medicine  are 
Dieumarol,  which  prevents  blood-clotting 
by  antagonizing  vitamin  K,  and  physostig- 
mine,  which  inhibits  cholinesterase,  the 
enzyme  that  destroys  acetylcholine.  The 
antibiotic,  Chloromycetin,  is  a derivative  of 
the  amino  acid,  phenylalanine.  When  the 
biochemic  actions  of  other  antibiotics  are 
known,  many  may  be  shown  to  function  as 
antimetabolites. 

Antifolic  acids  have  been  used  extensively 
in  the  chemotherapy  of  leukemias.  This 
development  was  the  result  of  animal  ex- 
periments in  which  folic  acid  deficiency 
produced  a marked  decrease  in  the  number 
of  white  blood  cells.  Aminopterin  (4- 
aminofolic  acid)  has  been  widely  used  but 
with  only  temporary  remissions  occurring, 
and  toxic  reactions  to  the  drug  were  marked. 
Folic  acid  analogs  are  not  the  solution  to  the 
problem,  but  they  point  the  way  to  the  use 
of  various  antimetabolites  in  conjunction 
with  others,  in  the  hope  that  the  blocking 
of  several  different  metabolic  pathways 
may  yield  a successful  approach  to  the  prob- 
lem of  malignancy.  Purine  and  pyrimi- 
dine analogs  offer  some  promise,  in  view  of 
the  structural  make-up  of  nucleic  acid,  and 
their  importance  in  cellular  and  virus  pro- 
teins. 

Several  excellent  reviews  of  this  subject 
are  now  available.8-10 

Louise  J.  Daniel,  Ph.D. 
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1 TT  IS  common  knowledge  that  cancer 
1;  -L  ranks  second  as  a cause  of  death  in  this 
country,  but  probably  less  well  known  are 
the  facts  about  the  incidence  of  the  disease 
and  the  most  usual  sites  involved.  Mor- 
tality records,  until  recent  years,  were  our 
chief  source  of  information  regarding  the 
occurrence  of  cancer  in  man.  A more 
accurate  picture  of  cancer  incidence  is 
probably  found  in  morbidity  records,  pro- 
vided that  these  are  reasonably  complete. 
In  New  York  State,  exclusive  of  New  York 
City,  such  data  have  been  collected  since 
January  1,  1940,  when  cancer  reporting 
became  mandatory  by  law.  Figure  1 indi- 
cates that  the  incidence  rate  for  cancer 
(number  of  reported  cases  per  100,000  popu- 
lation) as  based  on  reports  received  in  the 
Bureau  of  Cancer  Control  of  the  New  York 
State  Department  of  Health  has  increased 
over  the  last  ten  years,  and  that  the  death 
rate  (number  of  cancer  deaths  per  100,000 
population)  has  stayed  fairly  constant. 

Mortality  statistics  that  are  universally 
available  in  all  states  are  usually  employed 
to  measure  the  cancer  problems  and  to  plan 
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Fig.  1.  Reported  cancer  incidence  and  mortality 
rates  (crude)  for  New  York  State  (exclusive  of  New 
York  City),  1942  to  1950. 
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TABLE  1. — Ten  Most  Frequently  Reported  Sites  of  Cancer  Incidence*  and  Mortality  in  Upstate  New  YoRKt  and 

the  United  states  (1946-1948) 


Rates  per  100.000  Population s 

Rank 

Incidence, 

-■ Mentality — - 

Incidence, 

' Mortality * 

Upstate 

L pstate 

United 

U pstate 

Upstate 

United 

Site 

New  York 

New  York 

States 

New  York 

New  York 

States 

Breast 

30.6 

17.8 

12.7 

i 

3 

3 

Skin 

27.8 

2 

Intestine 

22.9 

20.6 

15.6 

3 

1 

2 

Stomach 

17.7 

18.6 

18. 1 

4 

2 

1 

Cervix 

13.9 

7.8 

5.4 

5 

7 

8 

Prostate 

12.7 

9.2 

7.8 

6 

6 

5 

Rectum 

12.6 

9.4 

7.3 

7 

5 

7 

Lung  and  bronchus 

10.6 

12.1 

10.2 

8 

4 

4 

Bladder 

8.7 

6.0 

4.2 

9 

10 

Fundus 

7.7 

4.0 

5.4  + 

10 

9 

Pancreas 

6.  1 

5.3 

9 

10 

Liver  and  biliary  passages 

6. 5 

7.4 

8 

6 

* Includes  cases  reported  by  death  certificate  only, 
t New  York  State  exclusive  of  New  York  City. 

t Estimated,  based  on  upstate  New  York  ratio  of  fundus  to  all  uterus  except  cervix. 


control  activities,  but  mortality  data  not 
only  understate  the  total  incidence  of  cancer 
but  present  a distorted  picture  of  the  relative 
incidence  of  cancer  in  different  sites. 
In  the  New  York  State  data  for  1946  to 
1948.  a comparison  of  mortality  and  inci- 
dence rates  reveals,  as  would  be  expected, 
that  not  only  is  the  reported  incidence  higher 
than  mortality  but  that  the  relative  site 
incidence  differs  from  site  mortality  (Table 
I).  The  most  frequent  sites  of  cancer 
according  to  deaths  are  as  follows:  intestine, 
stomach,  breast,  lung  and  bronchus,  rectum, 
prostate,  and  cervix  uteri.  The  most 
frequent  sites  according  to  reported  cases 
are  breast,  skin,  intestine,  stomach,  cervix 
uteri,  prostate,  and  rectum.  The  striking 
fact  is  that  cancer  of  the  breast  is  the  most 
frequently  reported  form  of  human  cancer 
in  upstate  New  York.  This  fact  alone  justi- 
fies the  intensified  program  of  breast  self- 
examination  currently  being  sponsored  by 
the  medical  profession,  the  American  Cancer 
Society,  and  the  State  Health  Department. 

In  1950,  18,796  new  cancer  cases  were 
reported  among  residents  of  New  York 
State,  exclusive  of  New  York  City.  These 
cases  were  divided  about  equally  among 
men  and  women,  although  in  women  14.9 
per  cent  of  the  cases  were  under  forty-five 
years  of  age,  and  in  men  8.8  per  cent  of  the 
cases  were  under  forty-five.  Based  on  the 
number  of  cases  with  stage  of  disease 
indicated,  one  third  of  these  cases  (33.2 
per  cent)  were  reported  as  “early’’  carcinoma. 
The  percentage  of  early  cases  reported  can 
be  used  as  an  index  of  early  case-finding 
and  early  diagnosis.  It  is  gratifying  to 
note  that  the  percentage  of  “early”  cases 


reported  has  increased  from  27.6  in  1947 
to  33.2  in  1950.  Since  it  is  generally  ac- 
cepted that  the  early  case  has  the  best 
chance  for  cure,  it  is  important  to  realize 
that  only  one  third  of  the  cases  were  con- 
sidered early  by  the  physician  at  the  time 
diagnosis  was  made.  The  entire  medical 
profession  must  continue  its  efforts  for 
early  case-finding  and  prompt  diagnosis 
so  that  in  future  years  a greater  number 
of  cancer  cases  seeking  treatment  will  be  in 
the  group  favorable  for  cure. 

One  interesting  fact  is  the  preponderance 
of  cases  in  accessible  sites,  especially  in  the 
female.  In  considering  the  areas  easih 
reached  ki  a careful  routine  physical  ex- 
amination and  without  needing  elaborate 
instruments,  breast,  cervix,  and  skin  in 
the  female  accounted  for  42.7  per  cent  of  the 
cases  of  cancer  reported  in  the  female  in 
1950.  In  the  male,  skin,  prostate,  and  rec- 
tum account  for  31  per  cent  of  the  cases, 
as  based  on  reports  received  during  1950  for 
upstate  New  York.  The  most  common  forms 
of  cancer  and  those  easiest  to  discover  and 
to  treat  successfully— skin  in  men  and 
breast,  uterus,  and  skin  in  women — com- 
prise, as  in  previous  years,  about  a third 
of  the  total  new  cases. 

This  brief  review  of  the  cancer  problem 
in  upstate  New  York  shows  that  much 
can  be  done  today  to  control  cancer.  The 
medical  profession,  by  the  early  detection 
and  prompt  treatment  of  cancer  cases,  not 
only  decides  the  fate  of  the  individual  patient 
but  also  plays  a vital  role  in  promoting  the 
over-all  control  of  this  disease. 

(Number  Two  of  a Scrim  on  Cancer  Diagnosis) 
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NEOHYDRIN 


THE  DIURETIC  TABLETS  THAT  WORK 

LIKE  AN  INJECTION 


lifetime  therapy  — 

neohydrin  helps  keep  the  cardiac  patient  in 
fluid  and  electrolyte  balance  for  his  lifetime 
— a lifetime  that  might  be  impossible  with- 
out such  control  of  water  and  salt  metabolism. 

day  in,  day  out  diuresis  — 

neohydrin  daily,  maintains  a steady,  unin- 
terrupted diuresis.  This  allows  more  liberal 
salt  intake  which  benefits  the  patient  psycho- 
logically. Even  more  important,  liberalized 
salt  intake  permits  the  daily  physiologic  in- 
take and  output  of  sodium  required  by  the 
body  and  safeguards  against  salt  depletion. 


now  to  use  this  new  drug 

Maintenance  of  the  edema-free  state  has  been  accom- 
plished with  as  little  as  one  neohydrin  Tablet  a day. 
Often  this  dosage  of  neohydrin  will  obtain  per  week 
an  effect  comparable  to  a weekly  injection  of  mercu- 
hydrin.®  When  more  intensive  therapy  is  required  one 
tablet  or  more  three  times  daily  may  be  prescribed  as 
determined  by  the  physician. 

Gradual  attainment  of  the  ultimate  maintenance  dosage 
is  recommended  to  preclude  gastrointestinal  upset  which 
may  occur  in  occasional  patients  with  immediate  high 
dosage.  Though  sustained,  the  onset  of  neohydrin 
diuresis  is  gradual.  Injections  of  Mercuhydrin  will  be 
initially  necessary  in  acute  severe  decompensation. 
Contraindicated  in  acute  nephritis  and  nephrosclerosis. 
Any  patient  receiving  a diuretic  should  ingest  daily  a 
glass  of  orange  juice  or  other  supplementary  source  of 
potassium. 


prescribe  neohydrin  when  indicated  in 

congestive  heart  failure  • recurring  edema  and  ascites  * cardiac  asthma  • hypertensive  heart  disease 
dyspnea  of  cardiac  origin  • arteriosclerotic  heart  disease  • fluid  retention  masked  by  obesity  • and, 
for  patients  averse  to  their  low-salt  diet. 


TRADEMARK  APPLIED  FOR 


packaging  Bottles  of  50  tablets.  There  are  18.3  mg. 
of  3-chloromercuri-2-methoxy-propylurea  in  each  tablet. 
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Piromen 

(DISPERSION  OF  DESACCHROMIN) 


a new  therapeutic 

agent  for  HAY  FEVER 


Piromen  alleviates  the  immediate  symptoms  of  pollenosis, 
and  maintains  effective  control.  Even  cases  which  have  failed 
to  show  improvement  to  desensitization  and  antihistaminics 
usually  respond  promptly  to  the  administration  of  Piromen. 

Piromen  is  also  useful  in  the  treatment  of  many  other 

allergies  and  dermatoses. 

Piromen  is  supplied  in  10  cc.  vials  containing  4 gamma 
(micrograms)  per  cc.  and  in  10  cc.  vials  containing  10 
gamma  per  cc. 

Piromen  on  your  Rx  will  bring  you  our  new  booklet 
detailing  the  use  of  this  new  therapeutic  agent. 
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ACUTE  PANCREATITIS:  THE  ANTITHROMBIN  TITER  AS  AN  AID 
IN  DIAGNOSIS  AND  PROGNOSIS 


Irving  Innerfield,  M.D.,  New  York  City 


( From  the  Department  of  Medicine,  New  York  Medical  College,  and  the  Department  of  Pathology, 

Jewish  Memorial  Hospital) 


ACUTE  pancreatitis  is  a distinct  clinical 
/i-  entity  characterized  ’ v upper  abdominal 
pain  of  variable  severity  and  accompanied  by 
increased  concentration  of  serum  amylase  and 
lipase  levels.  We  have  recently  described  a new 
diagnostic  criterion  for  pancreatic  disturbance, 
namely,  consistently  elevated  plasma  anti- 
thrombin  titers.1  Prior  to  the  development  of  pre- 
cise laboratory  aids  in  clinical  diagnosis,  acute 
pancreatitis  was  seldom  recognized  before  the 
appearance  of  such  fulminating  signs  as  agonizing 
abdominal  pain,  ashy  cyanosis,  and  shock.  Ap- 
praisal of  the  severity  of  presenting  symptoms  in 
55  patients  with  acute  pancreatitis  indicated  that 
the  initial  symptoms  of  pancreatitis  are  often  sur- 
prisingly mild.2  Except  in  patients  with  sup- 
purative pancreatic  disease,  the  best  clinical  re- 
sults followed  conservative,  judicious  medical 
management,  provided  the  precise  diagnosis  was 
established  early.  It  is  the  purpose  of  this  paper 
to  present  data  supporting  the  validity  of  anti- 
thrombin determinations  as  a diagnostic  and 
prognostic  aid  in  patients  with  acute  pancreatitis. 
In  addition,  we  shall  present  a classification  of  the 
acute  pancreatitides  based  upon  findings  with 
the  antithrombin  test,  and  illustrating  for  the 
first  time  the  stage  of  pancreatitis  occuring  during 
the  natural  course  of  certain  disease  entities 
(Table  I). 

Primary  Pancreatitis 

Acute  Pancreatitis. — In  a recent  communica- 
tion we  reported  data  obtained  from  the  deter- 
mination of  the  antithrombin  level  in  a series  of 
659  patients.8  The  patients  were  subdivided 
into  four  groups,  namely,  (1)  150  normal  con- 
trols consisting  of  healthy  medical  students,  in- 
terns, and  laboratory  technicians,  (2)  150  con- 
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TABLE  I. — Classification  of  Patients  with  Acute 
Pancreatitis* 


I.  Primary 

A.  Acute  pancreatitis 

1.  Interstitial  (edematous) 

2.  Necrotic  (suppurative) 

B.  Exacerbation  of  chronic  relapsing  pancreatitis 

(often  associated  with  duct  stricture,  interstit- 
ial edema,  and  pancreatic  duct  calculi) 

C.  Traumatic  pancreatitis 

1.  Extra-abdominal 

2.  Intra-abdominal 

a.  Pregnancy  (uterine  pressure) 

b.  Operative  injury  (direct,  following 

T-tube  injury  to  pancreatic  duct) 

D.  Chemical  pancreatitis 

1.  Alcohol,  arsenic 

2.  Ethionine,  in  rats 

3.  Reflux  of  infected  bile  (often  associated 

with  stone  in  ampulla  of  Vater,  spasm 
of  the  sphincter  of  Oddi,  edema  of  the 
sphincter  of  Oddi) 

4.  Excessive  cholinergic  stimulation 

II.  Secondary 

A.  Direct  extension  (posterior  erosion  of  gastric 

ulcers,  gallbladder  or  kidney  inflammatory 
disease) 

B.  Indirect  extension 

1 . Blood  stream 

2.  Lymphatics 

C.  Complication  of  other  diseases  (mumps,  typhoid, 

scarlet  fever,  diphtheria,  and  smallpox 

D.  Vascular  accidents  (emboli,  thrombi,  cardiac 

decompensation) 

III.  Acute  pancreatitis  occurring  in  the  natural  course  of 

certain  diseases  (pancreatic  duct  obstruction 
associated  with  uninterrupted  acinar  secretion 
of  enzymes) 

A.  Early  cancer  of  the  head  of  the  pancreas  asso- 

ciated with  jaundice 

B.  Fibrocystic  disease  of  the  pancreas 

C.  Metastatic  disease  of  the  pancreas 

D.  Benign  tumors  (adenoma) 

E.  Cyst 


* Markedly  elevated  antithrombin  titers 

secutive  ambulatory  patients  visiting  the  office 
of  an  internist,  (3)  304  cases  of  the  “acute 
abdomen,”  and  (4)  55  cases  of  acute  pancreatitis. 
No  elevation  in  antithrombin  titer  was  observed 
in  the  control  group  of  150  patients.  Three  of  the 
150  ambulatory  patients  of  the  second  group 
yielded  distinct  elevations  in  antithrombin  titer 
(2  per  cent).  In  97.3  per  cent  of  the  third  group 
of  304  patients,  diagnosed  “acute  surgical  abdo- 
men,” the  antithrombin  titers  were  entirely 
normal.  In  50  of  the  55  patients  (90  per  cent) 
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with  acute  pancreatitis  a strongly  positive  (ele- 
vated) result  was  obtained.  It  is  noteworthy 
that  although  the  antithrombin  titer  was  deter- 
mined at  intervals  varying  from  three  hours  to 
two  weeks  following  the  onset  of  symptoms  of 
acute  pancreatitis,  remarkable  correlation  was 
obtained  with  the  actual  clinical  course  of  the 
disease.  This  was  strikingly  apparent  in  in- 
stances of  pancreatic  suppuration  and  necrosis. 
Moreover,  a fall  in  antithrombin  level  could  be 
correlated  with  the  degree  of  clinical  improve- 
ment. It  would  appear,  therefore,  that  in  pa- 
tients with  acute  interstitial  or  suppurative 
pancreatitis,  plasma  antithrombin  determina- 
tions aid  in  establishing  precise  diagnosis,  clinical 
evaluation,  and  serve  as  a reliable  prognostic 
index. 

Chronic  Relapsing  Pancreatitis. — From  the 
standpoint  of  the  family  physician,  chronic  re- 
lapsing pancreatitis  is  of  particular  interest, 
since  patients  with  this  disorder  are  frequently 
ambulatory  and  are  usually  seen  by  the  general 
practitioner.  Elevated  antithrombin  levels  con- 
sistently appear  during  periods  of  acute  exacer- 
bation in  relapsing  pancreatitis.  It  is  significant, 
however,  that  it  is  now  possible  to  establish  a 
diagnosis  of  relapsing  pancreatitis  during  the 
period  of  remission  when  antithrombin  titers  are 
otherwise  normal.  It  is  precisely  during  this 
quiescent  stage  in  the  natural  course  of  the  disease 
that  the  diagnosis  is  obscure,  and  indeed,  often 
confused  with  primary  gastrointestinal  or  gall- 
bladder disturbance.  The  following  procedure 
has  been  found  extremely  helpful  in  establishing 
the  diagnosis  of  chronic  pancreatitis.  One  cc. 
of  1 : 2,000  Prostigmin  is  administered  subcutane- 
ously, and  the  antithrombin  titer  is  determined  in 
plasma  obtained  one  hour  later.  This  postin- 
jection antithrombin  titer  is  compared  with  that 
of  a fasting  control  sample  obtained  prior  to 
Prostigmin.  Markedly  elevated  antithrombin 
titers  follow  cholinergic  (Prostigmin)  stimulation 
in  patients  with  intrinsic  pancreatic  disease. 
This  “post-Prostigmin  antithrombin  test”  not 
only  is  of  considerable  value  in  the  chronic  re- 
lapsing pancreatitis  group,  but  also  has  proved 
beneficial  in  those  instances  characterized  by 
“moderate”  or  “doubtful”  antithrombin  eleva- 
tion. A pronounced  rise  following  Prostigmin  is 
considered  prima  facie  evidence  of  intrinsic  pan- 
creatic inflammatory  disturbance. 

Traumatic  Pancreatitis. — Because  of  its  an- 
atomic position,  direct  injuries  to  the  pancreas 
are  uncommon.  The  proximity  of  the  body  of 
this  organ  to  the  first  lumbar  vertebra,  however, 
makes  it  possible  for  the  pancreas  to  be  torn  or 
ruptured  by  nonpenetrating  trauma  to  the  ab- 
domen. Cassel  and  Malewitz  have  reported  cases 
of  pancreatitis  in  pregnancy,  following  direct  or 


indirect  pressure  of  the  gravid  uterus  and  ob- 
struction of  the  pancreatic  duct.4  In  either 
group  the  signs  and  symptoms  are  not  sufficiently 
pathognomonic  to  incriminate  the  pancreas. 
Innerfield  and  Ciancimino  have  recently  reported 
markedly  elevated  antithrombin  titers  in  a pa- 
tient with  traumatic  pancreatitis  and  postopera- 
tive shock.5  We  are  now  determining  antithrom- 
bin titers  in  obstetric  patients  complaining  of 
persistent  abdominal  pain,  nausea,  and  vomit- 
ing, especially  during  the  third  trimester  of 
pregnancy,  in  order  to  rule  out  pancreatitis. 

The  pancreas  is  often  injured  during  operative 
procedures.  According  to  Stern  most  injuries 
follow  gallbladder  operations,  retroduodenal 
palpation,  operations  for  stones  in  the  common 
duct,  incision  for  pancreatic  calculi,  diagnostic 
biopsy  of  the  pancreas,  subtotal  gastric  resection 
for  duodenal  ulcer,  splenectomy,  and  nephrec- 
tomy of  the  right  kidney.6  The  types  of  post- 
operative pancreatic  disease  were  listed  by  Stern 
as  follows : 


Acute  pancreatic  necrosis  58  cases 

Purulent  pancreatitis  15  cases 

Pancreatic  abscess  10  cases 

Pancreatic  fistula  18  cases 

Fat  necrosis  without  pancreatic 
change  3 cases 

Total  104  cases 


It  should  be  noted  that  acute  pancreatic- 
necrosis  is  the  most  common  type  of  pancreatic 
lesion  induced  by  operative  procedures.  It  is 
significant  that  in  our  studies  acute  pancreatic 
necrosis  is  associated  with  extremely  high  anti- 
thrombin levels  throughout  the  course  of  the 
illness. 

Chemical  Pancreatitis. — Various  agents  are 
capable  of  stimulating  the  flow  of  pancreatic 
juice,  either  by  action  on  the  innervation  of  the 
pancreas  (vagal  or  cholinergic  stimulation)  or  by 
contact  with  the  mucosa  of  the  upper  intestine 
(hormonal  mechanism)  or  both.  It  should  be 
borne  in  mind  that  one  of  the  basic  mechanisms 
for  the  production  of  interstitial  pancreatitis  is 
the  secretagogue  effect  of  acinar  stimulation  in 
the  presence  of  pancreatic  duct  or  ductular  ob- 
struction. Also  acinar  disruption  with  extrava- 
sation of  enzymes  follows  the  reflux  of  infected 
bile  or  injection  of  ethionine  in  the  experimental 
animal. 

We  reported  a 25  per  cent  incidence  of  acute 
pancreatitis  in  a series  of  16  patients  with  acute 
alcoholic  gastritis.3  This  interesting  observation 
supports  the  hypothesis,  repeatedly  stated  by 
other  investigators,  that  several  cases  of  so-called 
acute  alcoholic  or  nonalcoholic  gastritis  either  are 
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instances  of  acute  pancreatitis  or  have  concomi- 
tant acute  interstitial  edema  of  the  pancreas. 

Secondary  Pancreatitis 

It  is  immediately  apparent  that  pancreatitis 
may  result  from  infection  of  the  biliary  tract  or 
pyloroduodenal  region.  According  to  Deaver, 
the  infection  is  transmitted  to  the  head  of  the 
pancreas  by  the  lymphatics,  causing  a pancreatic 
lymphangitis.7  In  our  studies  approximately 
two  thirds  of  patients  with  pancreatitis  have 
cholelithiasis  and  one  fourth  of  patients  with  gall- 
bladder disease  have  pancreatic  disease.  Duo- 
denal ulcer  is  next  in  point  of  frequency  as  an 
antecedent  lesion.  Acute  infections,  such  as 
mumps,  typhoid  fever,  and  diphtheria  are  etio- 
logic  factors  of  minor  importance. 

Utilizing  antithrombin  determinations  as  a 
means  for  differential  diagnosis  in  instances  of 
the  “acute  abdomen,”  we  found  that  the  follow- 
ing patients  had  acute  pancreatitis:  three  pa- 
tients out  of  39  with  acute  cholecystitis  (7.7  per 
cent);  one  patient  out  of  nine  with  perforated 
peptic  ulcer  (11.1  per  cent);  four  out  of  16  pa- 
tients with  acute  gastritis  (20  per  cent) ; two  out 
of  15  patients  with  empyema  of  the  gallbladder 
(13.3  per  cent).3  In  the  entire  group  of  304  pa- 
tients there  were  ten  instances  of  acute  pancreati- 
tis (3.1  per  cent).  If  we  include  the  55  patients 
with  acute  pancreatitis  in  the  over-all  series  of 
359  patients  whose  admission  diagnosis  was 
“acute  surgical  abdomen,”  then  60  patients,  or 
18.6  per  cent,  had  acute  pancreatitis  with  anti- 
thrombin  titers  in  a diagnostic  range. 

Pancreatitis  Appearing  in  the  Natural 
Course  of  Certain  Diseases 

Thirteen  patients  with  proved  fibrocystic  dis- 
ease of  the  pancreas  were  studied  from  the  stand- 
point of  antithrombin  deviations.8  The  youngest 
patient,  aged  ten  days,  had  extremely  depressed 
antithrombin  levels,  thereby  implying  impaired 
pancreatic  enzyme  production.  At  autopsy, 
classic  cystic  fibrosis  of  the  pancreas  was  found. 
In  the  next  age  group,  three  to  eighteen  months, 
each  of  three  patients  had  very  high  antithrombin 
titers.  Low  normal  titers  were  obtained  in  the 
remaining  nine  patients,  aged  two  to  twelve 
years.  Since  publication  of  the  report  on  this 
series,  we  have  studied  four  additional  patients  in 
the  age  group  three  to  eighteen  months,  and  each 
has  had  extremely  high  antithrombin  titers. 
This  significant  finding  strongly  supports  the 
view  that  early  in  the  natural  course  of  fibrocystic 
disease  of  the  pancreas,  there  is  a stage  of  enzy- 
matic overflow  secondary  to  congenitally  ob- 
structed ductular  channels  containing  inspis- 
sated, thick,  mucoid  secretions.  Thus,  inter- 
stitial pancreatitis  invariably  occurs,  and  charac- 


teristic changes  in  antithrombin  levels  appear. 
Concomitant  with  subsequent  healing  and  fibro- 
sis (repair),  normal  or  “low  normal”  antithrombin 
levels  were  demonstrable.  Dorothy  Andersen 
has  made  a similar  observation  of  the  stage  of 
pancreatitis  occurring  during  the  clinical  evolution 
of  cystic  fibrosis  of  the  pancreas  and  preceding 
the  healed  end  stage  of  diffuse  pancreatic  fibrosis 
and  atrophy.9 

Early  in  the  natural  course  of  cancer  of  the 
head  of  the  pancreas,  with  or  without  jaundice, 
antithrombin  titers  were  elevated.2  This  is  due 
to  the  early  development  of  interstitial  pan- 
creatitis and  parenchymatous  extravasation  of 
enzymes  subsequent  to  neoplastic  invasion  or 
obstruction  of  the  pancreatic  duct.  In  a series 
of  23  icteric  patients  with  proved  cancer  of  the 
head  of  the  pancreas,  1 1 had  elevated  antithrom- 
bin titers  of  diagnostic  range.  The  duration  of 
jaundice  was  less  than  six  weeks  in  each  of  these 
11  patients.  In  the  remaining  12  patients,  each 
jaundiced  more  than  six  weeks,  antithrombin 
titers  were  normal  or  low.  In  a control  group 
of  246  patients  with  retention  or  regurgitation 
jaundice,  significant  antithrombin  elevations 
were  obtained  in  less  than  1 per  cent.  In  the  dif- 
ferential diagnosis  of  patients  with  obstructive 
jaundice,  therefore,  consistently  elevated  anti- 
thrombin levels  should  focus  attention  upon  the 
possibility  of  an  intrapancreatic  lesion. 

In  each  of  eight  patients  with  pancreatic  cyst, 
plasma  antithrombin  titers  were  significantly 
elevated. 10  Following  surgery  in  six  instances,  the 
titers  remained  elevated.  This  unexpected  find- 
ing illustrated  the  manner  in  which  antithrombin 
determinations  may  be  employed  to  appraise 
physiologically  the  adequacy  of  certain  operative 
procedures. 

Comment 

Clinical,  pathologic,  and  experimental  data 
support  the  hypothesis  that  the  plasma  anti- 
thrombin level  is  an  intravascular  response  to 
blood  trypsin.1  In  each  of  the  clinical  conditions 
described,  hypertrypsinemia  could  be  demon- 
strated. In  experiments  presently  in  progress  in 
our  laboratory,  evidence  is  accumulating  that 
antithrombin  may  be  a specific  trypsin  inhibitor 
or  may  act  as  a specific  antibody  produced  in  re- 
sponse to  a trypsin  antigen  or  to  a trypsin  acti- 
vated antigen.  Electrophoretically,  antithrombin 
appears  to  be  a beta  globulin.  Preliminary 
studies  identify  antithrombin  with  fraction  III-3 
of  Cohen’s  blood  fractionation.  Enormously 
elevated  antithrombin  levels  were  occasionally 
obtained  in  trypsin-sensitized  rabbits  and  dogs 
given  challenging  doses  of  trypsin  intravenously. 
These  studies  suggest  that  the  shocklike  com- 
ponent of  acute  pancreatitis  may  sometimes  be 
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anaphylactoid  and  not  merely  “peptone  shock” 
due  to  rapid  proteolysis.  Further  study  on 
“pancreatitis  shock”  is  required  before  a trypsin 
antigen-antithrombin  antibody  complex  can  be 
accepted  as  the  basis  for  the  reaction. 

The  first  prerequisite  to  diagnosing  acute  pan- 
creatitis is  awareness  of  its  possibility  in  patients 
afflicted  with  recurring  attacks  of  upper  abdom- 
inal pain.  When  the  pain  and  associated 
tenderness  are  maximal  in,  or  extend  to,  the  left 
upper  part  of  the  abdomen  and  are  associated 
with  increased  concentrations  of  serum  amylase 
and  lipase,  a presumptive  diagnosis  of  pancrea- 
titis can  usually  be  made.  The  diagnosis  can  be 
proved  almost  beyond  question  when  plasma 
antithrombin  titers  in  the  “acute  pancreatitis 
range”  are  observed.  It  is  of  interest  to  mention 
that  serum  amylase  levels  are  rarely  of  value 
longer  than  twenty-four  hours  following  the  on- 
set of  symptoms,  whereas  antithrombin  seems  to 
parallel  the  total  clinical  course. 

In  our  experience,  the  simple  expedient  of  sus- 
pecting the  possibility  of  pancreatitis  in  individ- 
uals experiencing  episodes  of  persistent  upper 
abdominal  pain  and  of  drawing  a sample  of  blood 
during  the  attack  or  shortly  thereafter  for  deter- 
mination of  the  antithrombin  titer  in  addition  to 
concomitant  serum  amylase  studies  resulted  in  a 
distinct  upsurge  in  diagnostic,  therapeutic,  and 
prognostic  accuracy  for  this  elusive  disease. 

Summary 

1.  The  diagnosis  of  acute  pancreatitis  is 
facilitated  by  plasma  antithrombin  determina- 
tions. 

2.  Acute  pancreatitis  is  not  a rare  abdominal 
episode  and  not  only  occurs  secondarily  to  other 
acute  intra-abdominal  conditions,  but  also  ap- 
pears during  the  natural  course  of  such  diseases 
as  congenital  fibrocystic  disease  of  the  pancreas 
and  cancer  of  the  pancreas. 

3.  The  shocklike  manifestations  of  acute  pan- 
creatitis may  be  anaphylactoid  in  nature,  in 
which  the  antigen  is  trypsin  and  the  antibody  is 
antithrombin.  Whether  or  not  shock  is  present 
in  acute  pancreatitis,  increased  antithrombin 
titers  correlate  with  increased  levels  of  blood 
trypsin. 

4.  Chronic  relapsing  pancreatitis,  in  a stage 
of  remission,  may  be  accurately  diagnosed  by  a 
new  test,  “Prostigmin-antithrombin”  determina- 
tion. 

1 1 4 East  84th  Street 
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Discussion 

R.  O.  Gregg,  M.D.,  Syracuse. — I have  enjoyed 
Dr.  Innerfield’s  paper  concerning  the  use  of  the  anti- 
thrombin titer  in  the  diagnosis  of  acute  pancreatitis. 
Estimations  of  serum  amylase  and  serum  lipase 
have  been  useful  in  the  diagnosis  of  pancreatitis  for 
some  time.  Apparently  a direct  measure  of  serum 
trypsin  is  impractical,  but  the  antithrombin  titer 
which  Dr.  Innerfield  and  his  associates  have  in- 
vestigated extensively  is  in  effect  an  indirect  measure 
of  trypsin  activity.  Trypsin  in  the  blood  or  tissue 
apparently  produces  a breakdown  of  tissue  protein 
which  in  turn  stimulates  the  production  of  anti- 
thrombin.  The  test  as  described  is  simple  to  per- 
form and  easy  to  interpret. 

In  order  for  this  test  to  be  specific  for  pancreatitis, 
it  must  be  positive  in  a very  high  percentage  of  cases 
afflicted  with  the  disease  and  negative  in  all  cases 
which  are  not  suffering  from  pancreatitis.  The  anti- 
thrombin  titer  was  found  to  be  quite  uniformly  in- 
creased in  cases  of  acute  pancreatitis.  The  level  was 
not  increased  in  normal  subjects,  although  the  ef- 
fects of  drugs  upon  the  level  of  antithrombin  titer 
has  not  been  reported. 

In  patients  suffering  an  acute  surgical  abdominal 
condition,  there  were  but  3 per  cent  who  showed  a 
high  antithrombin  titer  in  whom  the  diagnosis  of 
pancreatitis  had  not  already  been  established.  I 
would  like  to  ask  how  many  of  the  ten  patients 
showing  a high  antithrombin  titer  were  actually 
proved  to  be  suffering  from  pancreatitis  as  confirmed 
by  exploration,  autopsy,  or  simultaneous  amylase 
determination?  Will  not  the  antithrombin  titer 
rise  in  cases  of  perforation  of  the  small  intestine  or 
in  a case  of  a high  closed  loop  small  bowel  obstruc- 
tion? In  these  situations  enzymes  get  into  the  peri- 
toneal cavity,  and  .one  would  expect  an  antigenic 
response  manifested  by  a rise  in  antithrombin  titer. 

In  patients  suffering  early  pancreatic  carcinoma 
the  antithrombin  titer  was  found  to  be  elevated. 
Dr.  Innerfield  ascribes  this  phenomenon  to  an  inter- 
stitial pancreatitis  secondary  to  obstruction  of  the 
duct.  May  it  not  be  due  to  enzymatic  overflow 
because  of  duct  obstruction  without  the  necessity 
for  the  production  of  inflammation? 

The  use  of  a Prostigmin-induced  elevated  anti- 
thrombin level  may  establish  the  diagnosis  of  latent 
pancreatitis,  but  before  we  can  draw  an  unequivocal 
conclusion  we  need  control  studies  in  normal  sub- 
jects. 

Dr.  Innerfield  has  done  us  all  a great  service,  I 
believe,  in  point  ing  out  that  there  are  many  forms  of 
pancreatitis  which  are  secondary  to  other  disorders. 
In  these  conditions,  obviously  our  attention  must  be 
focused  upon  the  primary  disease.  Whereas  the 
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generally  accepted  therapy  of  acute  primary  pan- 
creatitis is  nonoperative,  operative  intervention  may 
be  urgently  necessary  in  many  situations  in  which 
pancreatitis  may  be  present  but  only  secondary  to  a 
more  serious  condition,  for  example,  perforated 
duodenal  ulcer. 

Since  the  serum  amylase  has  become  rather  uni- 
versal, the  diagnosis  of  pancreatitis  has  become  a 
popular  one.  A careful  evaluation  of  all  the  clinical 
considerations  in  every  case  of  the  acute  surgical 
abdomen  is  necessary  so  that  an  elevated  serum 
amylase  or  antithrombin  titer  will  not  unduly  in- 
fluence one’s  decision. 

Let  me  close  my  discussion  with  a citation  of  my 
own  failure  in  diagnosis  because  I allowed  a labora- 
tory test  to  influence  unduly  my  surgical  opinion. 
A.  C.  underwent  a gastric  resection  cholecystec- 
tomy and  choledochostomy  for  intractable  ulcer  and 
cholelithiasis.  The  immediate  postoperative  course 
was  uneventful.  Nineteen  days  after  operation  while 
at  home  he  developed  severe  upper  abdominal  pain 
which  radiated  into  the  left  epigastrium.  Rigidity, 
tenderness,  and  low  grade  fever  developed  rapidly. 
Amylase  determination  in  the  blood  and  in  the  fluid 
aspirated  from  the  abdomen  gave  a reading  slightly 
more  than  two  times  the  normal.  Because  of  this 
laboratory  result  we  thought  he  was  suffering  from 
acute  pancreatitis.  Three  days  later  we  half  rea- 
lized our  error  and  drained  a 2,000  cc.  collection  of 
small  bowel  content  through  an  incision  just  below 
the  left  costal  margin.  Fortunately,  the  small  bowel 
fistula  closed  and  he  recovered.  Two  months  later 
he  developed  the  same  symptoms.  This  time  he 
was  operated  promptly.  At  exploration  we  found  no 
evidence  whatever  of  disease  in  the  pancreas  but  a 
new  intestinal  obstruction  due  to  adhesions  and 
definite  evidence  of  a previous  perforation  in  the 
jejunum  approximately  two  feet  beyond  the  liga- 
ment of  Treitz,  which  undoubtedly  had  been  due  to 
a previous  torsion  and  closed  loop  obstruction. 

Niels  C.  Klendshoj,  M.D.,  Buffalo. — It  is  not  my 
purpose  to  discuss  Dr.  Innerfield’s  paper  from  the 
standpoint  of  our  own  experiences  with  antithrom- 


bin titers  inasmuch  as  we  have  not  as  yet  had  the 
opportunity  to  apply  these  tests.  I am  very  inter- 
ested in  the  statistics  and  data  presented  by  Dr. 
Innerfield,  and  I am  sure  that  we  can  all  agree  that 
improvements  in  accuracy  in  establishing  a diagno- 
sis of  pancreatitis  are  most  desirable.  Certainly  rela- 
tively recent  observations  in  many  places  have 
demonstrated  the  truth  of  Dr.  Innerfield’s  statement 
that  this  disease  is  much  more  prevalent  than  it  was 
assumed  to  be  not  so  many  years  ago. 

Our  own  experiences  with  amylase  and  lipase 
tests  have  been  parallel  to  those  in  other  places,  and 
we  certainly  place  a good  deal  of  emphasis  on  these 
tests.  Were  it  not  for  the  frequent  use  of  serum 
amylase  determinations  we  would  no  doubt  miss 
many  diagnoses  of  acute  pancreatitis.  The  amylase 
and  lipase  tests  are  limited  in  their  usefulness  be- 
cause it  is  not  always  possible  to  obtain  specimens 
at  the  right  time,  and  on  many  occasions  in  the  past 
we  have  been  impressed  by  the  very  transient  period 
of  elevation  when  judged  in  proportion  to  the  dura- 
tion of  the  disease  in  individual  cases.  I recall  one 
instance  where  I hospitalized  a patient  for  over  two 
weeks  until  I was  able  to  study  him  in  a moment  of 
the  occasional  discomfort  of  which  he  had  complained 
associated  with  a slight  elevation  in  temperature 
and  a marked  elevation  in  the  serum  amylase  level 
at  that  moment.  These  observations  were  made 
late  in  the  afternoon,  and  on  the  morning  of  the 
following  day  they  were  repeated  and  found  to  be 
normal  again. 

I am  presently  very  much  interested  in  finding 
diagnostic  procedures  which  can  be  applied  in  ob- 
scure toxicologic  cases.  On  many  occasions  I 
have  reflected  on  the  facility  with  which  we  explain 
digestive  disturbances  in  people  with  suspected 
mild  poisoning  mostly  as  a result  of  industrial  ex- 
posures. Even  if  mild  changes  can  be  detected  as 
having  taken  place  in  the  liver,  it  does  not  seem  to 
me  that  the  injury  to  the  liver  and  the  possible 
direct  effect  on  the  gastrointestinal  mucosa  always 
adequately  explains  the  patient’s  complaints. 
Perhaps  Dr.  Innerfield’s  procedure  in  such  cases 
may  be  able  to  detect  associated  pancreatic  injury. 


SIMPLE  RULES  TO  PREVENT  FOOD  POISONING 


A sanitary  kitchen  and  proper  hygienic  measures 
in  handling  and  preparing  food  will  prevent  the  oc- 
currence of  two  of  the  most  common  types  of  food 
poisoning,  according  to  Dr.  Edward  A.  Lane,  White 
Plains,  writing  in  Today's  Health.  Few  people  go 
through  life  without  sometimes  becoming  ill  from 
something  they  have  eaten.  The  two  most  common 
forms  of  such  disorders  follow  the  eating  of  food  that 
contains  either  Salmonella  bacteria  or  a poison  pro- 
duced by  Staphylococcus  germs. 

Ways  to  guard  against  these  types  of  food  poison- 


ing are  (1)  scrupulous  cleanliness  of  the  kitchen, 
(2)  prohibiting  handling  and  preparation  of  food  by 
anyone  who  has  any  infection  on  the  exposed  sur- 
faces of  the  skin,  any  symptoms  of  inflammation  of 
the  mucous  membranes  of  the  nose  or  throat,  or  has 
any  other  illness;  (3)  keeping  all  foods,  except  dry 
or  packaged  groceries,  in  a refrigerator  until  they  are 
prepared  for  cooking  or  serving;  (4)  thoroughly 
cooking  those  foods  that  are  most  apt  to  be  natural 
sources  of  Salmonella  bacteria  infection,  such  as 
meats,  fowl,  eggs,  and  egg  products. 


ANEMIAS  OF  BLOOD  LOSS  AND  IRON  DEFICIENCY  ASSOCIATED 
WITH  GASTROINTESTINAL  DISEASE 

Edwin  W.  Edwards,  M.D.,  Rochester,  New  York 

(American  Cancer  Society  Fellow  in  Medicine,  University  of  Rochester  School  of  Medicine  and  Dentistry 


THE  anemia  of  blood  loss  is  by  far  the  most 
common  associated  with  diseases  of  the 
gastrointestinal  tract.  The  object  of  this  pres- 
entation is  threefold:  (1)  to  show  how  careful 
hematologic  examinations  can  lead  the  clinician 
to  suspect  acute  or  chronic  blood  loss,  (2)  to 
emphasize  that  sources  of  gastrointestinal  bleed- 
ing may  be  difficult  to  demonstrate,  and  (3)  to 
discuss  briefly  the  rare  condition  of  iron  deficiency 
anemia  associated  with  poor  iron  absorption. 

Anemia  is  in  many  instances  the  only  indica- 
tion of  bleeding  into  the  digestive  tract,  but 
too  frequently  the  patient  is  treated  for  anemia 
without  adequate  search  for  its  cause.  During 
recovery  from  acute  gastrointestinal  hemorrhage 
the  blood  picture  may  be  macrocytic  because  of  the 
presence  of  numerous  reticulocytes.1  The  large 
basophilic  reticulocytes  seen  on  a Wright’s  stained 
smear  should  not  be  confused  with  the  macro- 
cytes of  normal  color  seen  in  anemia  and  related 
disorders.  In  patients  suffering  from  chronic 
blood  loss  with  resultant  iron  deficiency,  hypo- 
chromia and  microcytosis  are  prominent  features. 
The  following  case  reports  illustrate  why  the 
clinician  should  suspect  blood  loss  when  con- 
fronted with  either  type  of  blood  picture. 

Henoch-Schonlein  Syndrome 

Case  1. — A thirty-one-year-old  student  nurse 
first  became  ill  at  twenty-five  years  when  she  had 
pharyngitis,  giant  urticaria,  microscopic  hematuria, 
and  migratory  polyarthritis.  Two  years  later  she 
was  admitted  to  a U.S.  Naval  hospital  because  of 
melena  and  guaiac  positive  stools.  Repeated 
massive  hematemesis  preceded  three  subsequent 
hospital  admissions. 

Physical  examination  revealed  only  pallor  of  the 
skin  and  mucous  membranes.  Hematocrit  was 
25.0  per  cent.  The  capillary  blood  smear  showed 
slight  hypochromia,  anisocytosis  and  poikilocytosis, 
and  numerous  polychromatophilic  erythrocytes. 

Extensive  studies  for  bleeding  tendencies  were 
negative.  Multiple  roentgenographic  examinations 
of  the  digestive  tract  were  negative,  and  careful 
surgical  exploration  of  the  entire  gastrointestinal 
tract  on  two  occasions  failed  to  disclose  any  lesion. 

This  case  is  presented  as  a probable  example 
of  the  Henoch-Schonlein  syndrome,2  an  impor- 

Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Gastroenterology  and  Proctology,  May  14, 
1952. 
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Fig.  1.  Pronounced  accentuation  of  central  pallor 
of  red  blood  cells. 


tant  feature  of  which  is  recurrent  gastrointestinal 
hemorrhage. 

Hereditary  Hemorrhagic  Telangiectasia 

Case  2. — A forty-six-year-old  man,  who  com- 
plained of  easy  fatigue  and  pallor,  had  not  been 
aware  of  any  gastrointestinal  bleeding  despite  the 
fact  that  his  stools  were  consistently  guaiac  positive 
over  a period  of  several  years. 

Physical  examination  revealed  small  hemangio- 
mata over  the  cheek,  nose,  lips,  and  buccal  mucosa. 

The  hemoglobin  was  9.0  Gm.  per  cent,  and  the 
blood  smear  revealed  marked  hypochromia.  The 
outstanding  characteristic  of  the  red  blood  cells  was 
pronounced  accentuation  of  their  central  pallor 
(Fig.  I).3  Repeated  proctoscopic  and  gastrointes- 
tinal roentgenographic  examinations  were  negative 
as  were  the;  usual  studies  of  hemostasis. 

A diagnosis  of  hereditary  hemorrhagic  telangiec- 
tasia4'6 with  bleeding  into  the  alimentary  canal 
was  substantiated  in  this  case  when  it  was  dis- 
covered that  the  patient’s  sister  had  similar  lesions 
on  her  face  and  nose.  She  was  troubled  chiefly 
with  severe  epistaxis. 

Case  3. — A twenty-nine-year-old  postman  was 
admitted  with  a two-dav  history  of  melena  and  two 
bouts  of  hematemesis  the  evening  of  admission. 
There  were  no  signs  of  circulatofy  collapse,  but  the 
hematocrit  was  23.0  per  cent.  Over  a five-day 
period  massive  whole  blood  transfusions  did  not 
effect  a rise  in  the  hematocrit.  Upon  exploratory 


2244 


September  15,  1952] 


ANEMIAS  OF  BLOOD  LOSS 


2245 


laparotomy  no  local  lesion  was  found,  but  -the 
stomach  was  filled  with  clotted  and  fresh  blood. 
A subtotal  gastrectomy  was  elected.  Examination 
of  the  surgical  specimen  resulted  in  no  diagnosis. 
There  was  no  further  bleeding,  and  he  was  discharged 
on  the  ninth  postoperative  day. 

One  month  later  he  was  readmitted  with  a one- 
day  history  of  repeated  episodes  of  bright  red  rectal 
bleeding.  His  clinical  status  was  comparable  to 
the  original  admission.  Physical  examination  now 
revealed  small  telangiectatic  lesions  of  the  lips,  left 
cheek,  and  left  posterior  neck.  Additional  history 
was  pertinent  for  repeated  epist.axis  in  the  patient 
and  his  father.  The  latter  having  died  several 
years  previously  was  not  available  for  examination. 
No  similar  lesions  were  found  on  the  mother  and  his 
two  sisters.  Gastrointestinal  series,  barium  enema, 
and  proctoscopic  examinations  were  negative. 

It  is  felt  that  this  also  is  a case  of  hereditary 
hemorrhagic  telangiectasis  in  the  younger  age 
group  and  with  less  obvious  lesions.  This  inter- 
esting disorder,  transmitted  as  a Mendelian  dom- 
inant, is  frequently  overlooked  as  an  important 
cause  of  blood  loss  because  the  lesions  about  the 
face  may  be  inconspicuous. 

Reticulocytosis  Following  Iron  Therapy 
for  Chronic  Blood  Loss 

The  next  two  cases  are  cited  to  show  that  iron 
therapy  in  cases  of  chronic  blood  loss  produces 
a reticulocytosis  that  may  be  confused  with 
macrocytosis  due  to  other  causes.  The  hypo- 
chromia of  the  erythrocytes  subsequently  dis- 
appears. 

Case  4-' — A fifty-one-year-old  woman,  had  been 
anemic  for  one  year  and  had  shown  an  unsatis- 
factory response  to  liver  extract,  folic  acid,  iron,  and 
vitamin  Bi2. 

Physical  examination  revealed  only  pallor  and  the 
dry,  scaly,  thin  skin  of  ichthyosis  congenita.  The 
erythrocyte  count  was  2,800,000.  The  blood  smear 
revealed  many  large  polychromatophilic  cells,  and 
the  reticulocyte  count  was  4.5  per  cent,  presumably 
reflecting  a response  to  iron  therapy  (Fig.  2). 
Stools  were  guaiac  positive.  The  barium  enema 
revealed  a constricting  filling  defect  of  the  ascending 
colon  which  proved  to  be  a carcinoma.6 

Anemia  due  to  Unusual  Carcinomas  of 
Both  Large  and  Small  Bowel 

Case  5. — A seventy-three-year-old  woman  was 
found  to  be  anemic  while  being  followed  for 
other  illnesses.  For  fifteen  months  she  received 
oral  iron  therapy,  and  her  blood  values  were  normal. 
In  one  month  after  discontinuing  iron  therapy 
because  of  vague  abdominal  symptoms  her  hemo- 
globin had  fallen  to  8.0  Gm.  per  cent.  The  blood 
picture  was  similar  to  the  previous  case.  Stools 
now  examined  were  guaiac  positive.  Proctoscopic 
examination  revealed  a malignant  polyp  12  cm.  from 
the  anal  ring,  and  laparotomy  subsequently  dis- 
closed a second  carcinoma  in  the  terminal  ileum.7 


Fig.  2.  Blood  smear  revealing  many  large  polychro- 
matophilic cells. 


Postoperative  review  of  the  gastrointestinal  series 
demonstrated  an  irregular  filling  defect  of  the  ter- 
minal ileum  that  had  previously  been  overlooked. 
The  importance  of  careful  roentgenographio  study 
in  cases  of  this  type  cannot  be  overemphasized. 

Case  6. — This  case  also  illustrates  the  importance 
of  roentgenographic  study.  The  persistence  of 
severe  hypochromic  anemia  in  this  sixty-one-year- 
old  woman  despite  many  transfusions  and  iron  ther- 
apy suggested  that  blood  was  being  lost  more 
rapidly  than  it  could  be  replaced  by  activity  of  bone 
marrow.  Since  the  stools  were  intermittently  guaiac 
positive,  three  gastrointestinal  series  were  carried 
out  within  a few  weeks,  and  the  third  examination 
revealed  a filling  defect  in  the  proximal  portion  of 
the  horizontal  segment  of  the  duodenum.3  At 
operation  this  proved  to  be  a carcinoma.  Un- 
relenting search  by  the  radiologist  was  again  re- 
warded by  demonstration  of  an  unusual  lesion. 

Iron  Deficiency  Anemia  due  to  Ulcerative 
Colitis  and  Carcinoma  of  Colon 

Case  7. — A twenty-two-year-old  housewife  had 
chronic  ulcerative  colitis  and  hypochromic  anemia. 
Since  she  had  been  unable  to  tolerate  iron  by 
mouth,  she  was  given  1,500  mg.  of  saccharated 
oxide  of  iron  intravenously.  This  was  followed  by  a 
gratifying  improvement,  but  during  the  next  few 
months  she  developed  hypochromic  anemia  and 
chemical  evidence  of  iron  deficiency.  Stools  were 
guaiac  positive.  Barium  enema  revealed  a smooth, 
contracted  colon  with  loss  of  haustral  pattern,  a 
serrated  margin,  and  a persistent  narrowing  of  the 
lower  descending  colon.  The  surgical  specimen 
showed  acute  and  chronic  ileocolitis  with  carcinoma 
of  the  distal  and  middle-sigmoid  colon.9 

Chronic  Blood  Loss  from  Diverticulosis 

Case  8. — A seventy-year-old  school  teacher  was 
seen  for  a refractory  anemia  of  one-vear  duration. 
During  this  year  she  had  complained  of  persistent 
weakness,  dizzy  spells,  and  pounding  in  the  head. 
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Her  anemia  was  first  detected  on  admission  to  an- 
other hospital  for  bronchitis.  Barium  enema  and 
gastrointestinal  series  were  negative  there.  Clinic- 
ally she  was  much  improved  after  transfusions  and 
oral  iron  therapy  only  to  return  gradually  to  her 
previous  state. 

Physical  examination  revealed  vital  signs  com- 
mensurate with  her  age,  moderate  pallor,  and  deep 
tenderness  in  the  left  upper  quadrant  of  the  abdo- 
men. Blood  values  were  hemoglobin  9.2  Gm.  per 
cent  and  erythrocyte  count  3,000,000.  The  capil- 
lary smear  showed  hypochromia,  microcytosis,  and 
polvchromasia.  Stools  were  guaiac  positive.  Gas- 
trointestinal series  was  again  negative.  Barium 
enema  disclosed  diverticulosis  of  the  upper  sigmoid 
and  descending  colon. 10  Her  subsequent  course  has 
supported  this  as  the  site  of  her  bleeding. 

Although  it  is  concluded  generally  that  colonic 
diverticulae  seldom  bleed,  one  should  be  aware 
of  such  potentiality. 

Iron  Deficiency  Anemia  of  Poor  Iron 
Absorption 

Case  9. — An  eighteen-year-old  Italian  girl  had 
been  followed  five  years  for  coeliac  disease.  In  the 
spring  of  1951  she  began  to  have  regular  menses 
and  by  that  fall  had  an  hematocrit  of  28.0  per  cent, 
hemoglobin  of  7 Gm.  per  cent,  and  a capillary  smear 
showing  marked  hypochromia  and  microcytosis. 
The  fasting  serum  iron  concentration  was  25  micro- 
grams per  cent  and  the  free  erythrocyte  proto- 
porphyrin 228  micrograms  per  cent.  Orally  she 
was  given  8 cc.  of  elixir  of  ferrous  sulfate  containing 
200  mg.  of  iron,  and  ninety  minutes  later  the  serum 
iron  was  only  80  micrograms  per  cent.  Because 
of  this  finding  and  the  presumed  poor  absorption  of 
other  minerals,  fats,  and  fat  soluble  vitamins,  it  was 
concluded  that  iron  absorption  was  probably  in- 
adequate. 

Over  a three-month  period  she  received  1,020 
mg.  of  saccharated  oxide  of  iron  intravenously  and 
the  hematocrit  rose  to  40.0  per  cent  and  the  hemo- 
globin to  12  Gm.  per  cent. 

Comment 

The  mechanisms  of  iron  deficiency  are  four: 

(1)  defective  intake,  (2)  defective  absorption, 
(3)  increased  metabolic  demand,  and  (4)  blood 
loss.  The  major  portion  of  this  presentation  has 
concerned  blood  loss  from  the  gastrointestinal 
tract.  In  the  last  patient  anemia  was  due  to  a 
combination  of  poor  absorption,  increased  met- 
abolic demands  for  growth,  and  the  onset  of 
blood  loss  through  menstruation.  A similar 
situation  could  obtain  in  other  small  bowel 
diseases  causing  defective  iron  absorption.  A\e 
have  seen  an  example  of  poor  iron  absorption 
following  subtotal  and  total  gastrectomy.  Pre- 
sumably this  was  due  to  bypassing  the  duodenum 
which  is  believed  to  be  the  chief  site  of  iron  ab- 
sorption.11 It  has  been  shown  that  iron  absorp- 
tion is  relatively  poor  in  the  lower  portions  of 


the  small  bowel  unless  large  doses  of  iron  are 
given.  From  recent  observations  it  would  seem 
that  gastric  anacidity  plays  little  part  in  the 
absorption  of  food  iron.12  On  the  other  hand 
ferrous  or  reduced  iron  is  more  readily  absorbed.13 

It  should  be  stressed  that  defective  absorption 
is  not  a frequent  cause  of  iron  deficiency  anemia. 

In  summary,  it  should  be  re-emphasized  that 
during  recovery  from  acute  gastrointestinal 
hemorrhage  the  blood  picture  may  be  macrocytic 
due  to  numerous  reticulocytes.  The  large 
basophilic  or  polychromatophilic  reticulocytes 
seen  on  the  Wright’s  stained  smear  should  not 
be  confused  with  the  orthochromatic  macrocytes 
seen  in  pernicious  anemia  and  allied  disorders. 
Hypochromia  and  microcytosis,  on  the  other  hand, 
are  prominent  features  in  the  blood  smears  of 
patients  suffering  from  chronic  blood  loss.  With 
either  type  of  blood  picture  the  clinician  should 
suspect  blood  loss.  He  should  further  appreciate 
the  fact  that  sources  of  bleeding  into  the  gas- 
trointestinal tract  may  in  some  cases  be  difficult 
to  demonstrate  and  that  uncommon  lesions  must 
be  kept  in  mind. 

260  Crittenden  Boulevard 
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Discussion 

Paul  Reznikoff,  M.D.,  New  York  City. — Dr. 
Edwin  W.  Edwards  has  presented  the  problem  of 
anemia  associated  with  gastrointestinal  disease  and 
has  emphasized  some  interesting  features  of  this 
condition. 

There  are  several  points  which  should  be  men- 
tioned and  which  are  overlooked  in  many  examina- 
tions. It  is  not  necessary  for  me  to  tell  the  members 
of  this  section  how  important  a proctoscopic  examina- 
tion is  whenever  a lesion  in  the  gastrointestinal  tract 
is  suspected.  This  is  very  often  omitted  by  the 
internist,  however,  and  in  this  way  the  cause  of 
bleeding  may  be  missed.  It  should  also  be  em- 
phasized that  lesions  are  not  always  seen  by  the 
roentgenologist  at  the  time  of  the  first  examination 
and,  in  fact,  may  not  be  spotted  even  after  many 
studies.  Another  defect  in  many  otherwise  com- 
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plete  examinations  is  the  failure  to  examine  the 
stools  routinely  for  blood.  Often  it  takes  several 
examinations  to  determine  that  a patient  is  bleeding 
from  the  gastrointestinal  tract. 

Two  further  conditions  which  should  be  empha- 
sized as  a cause  of  bleeding  are  ulceration  of  a hiatus 
hernia  and  esophogeal  varices. 

One  of  the  most  important  studies  in  the  cases  of 
anemia  is  a hematocrit  determination.  Without 
this  blood  loss  is  sometimes  difficult  to  detect. 

Bleeding  from  the  gastrointestinal  tract  may  be 
due  to  a lesion  in  this  system  or  may  be  due  to  a 


generalized  hemorrhagic  state.  Therefore,  in  all 
cases  of  bleeding  one  must  consider  that  blood  loss 
anywhere  may  be  indicative  of  such  conditions  as 
thrombocytopenic  purpura,  leukemia,  or  aplastic 
anemia,  and  thorough  hematologic  studies  are 
usually  indicated.  I have  seen  gastrointestinal 
bleeding  secondary  to  vitamin  C deficiency  or  sub- 
clinical  scurvy,  and  this  was  not  suspected  until  a 
dietary  history  was  obtained. 

One  cannot  overemphasize  the  importance  of  a 
complete  examination,  including  history,  physical 
examination,  and  laboratory  studies. 


TUMORS  OF  THE  SMALL  BOWEL 

Walter  A.  Gunkler,  M.D.,  Jamestown,  New 
( From  the  Strong  Memorial  Hospital,  Rochester) 

WE  HAVE  had  138  cases  of  primary  small 
bowel  tumor  at  Strong  Memorial  Hospital 
from  1926  through  1949.  In  112  cases  the  lesion 
was  an  incidental  autopsy  finding  and  not  of 
clinical  significance.  There  have  been  26  cases 
in  which  the  small  bowel  tumor  was  the  relevant 
pathology.  In  19  of  these  cases  the  diagnosis 
was  made  before  death ; in  seven  cases  the  diagno- 
sis was  made  at  autopsy. 

Small  bowel  tumor  is  an  infrequent  cause  of 
gastrointestinal  symptoms,  but  the  diagnosis 
must  be  considered  in  the  investigation  of  a 
patient  with  gastrointestinal  symptoms.  Table 
I shows  the  pathologic  types  of  the  tumors  we 
have  encountered. 

Carcinoma 

Carcinoma  of  the  ampulla  of  Vater  is  excluded 
from  our  figures  because  of  the  symptom  complex 
produced  solely  by  the  anatomic  location  of  the 
tumor  and  the  difficulty  in  establishing  its  actual 
origin. 

In  our  series  there  have  been  seven  verified 
cases  of  carcinoma  primary  in  small  bowel. 
One  of  these  patients  is  living  and  well  eleven 
years  after  operation.  One  patient  died  five 
years  after  operation  from  extension  of  the 
disease.  The  other  five  patients  died  within  a 
few  months  after  the  diagnosis  was  made. 
These  deaths  might  have  been  prevented  by 
early  diagnosis.  We  can  emphasize  this  point 
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TABLE  I. — 19  Cases  of  Small  Bowel  Tumok 


Histologic  Type 

Number  of  Cases 

Carcinoma 

7 

Lymphangioma 

1 

Fibrosarcoma 

1 

Hemangioma 

2 

Lymphosarcoma 

4 

Fibroma 

1 

Argentaffinoma 

3 

by  a case  report.  This  case  has  been  reported 
in  detail  elsewhere  by  Scott,  Segal,  and  Watson.1 
It  is  with  their  permission  that  we  repeat  some 
of  the  essential  details. 

Case  1. — A fifty-two-y ear-old  male  was  admitted 
to  the  hospital  in  November,  1941.  There  was  a 
one-year  history  of  midepigastric  pain  relieved  by 
food.  There  had  been  two  episodes  of  gastro- 
intestinal bleeding.  The  hemoglobin  content  was 
5.5  Gm.;  the  red  blood  cell  count  was  1,810,000. 
After  admission  the  sto®ls  became  negative  for 
occult  blood.  A gastrointestinal  series  showed  the 
stomach  and  duodenal  cap  to  be  normal.  The  upper 
portion  of  the  jejunum  on  the  first  examination 
showed  a constricted  area,  but  on  re-examination 
this  could  not  be  demonstrated.  In  January,  1942, 
a repeat  gastrointestinal  series  showed  some  narrow- 
ing of  the  duodenal  cap  which  was  interpreted  as 
probably  a healed  duodenal  ulcer.  In  February, 
1943,  the  patient  was  readmitted  because  of.  weak- 
ness and  tarry  stools.  A gastrointestinal  series 
showed  no  lesion  in  the  duodenum.  On  this  ad- 
mission the  diagnosis  of  duodenal  ulcer  was  dis- 
carded, and  suspicion  was  directed  to  a lesion  of  the 
small  intestine.  Symptoms  of  duodenal  obstruc- 
tion developed,  and  a gastrointestinal  series  done  in 
March,  1943,  showed  a filling  defect  in  the  upper 
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jejunum  just  beyond  the  duodenojejunal  flexure. 
Laparotomy  was  done  in  May,  1943.  A mass  10 
cm.  in  diameter  which  extended  into  the  mesentery 
was  present  in  the  first  portion  of  the  jejunum. 
Resfection  with  primary  anastomosis  was  carried  out. 
Microscopic  diagnosis  was  carcinoma  of  the  jejunum 
with  invasion  of  lymph  nodes.  Eight  months  later 
the  patient  developed  small  bowel  obstruction,  and 
exploration  revealed  the  jejunum  to  be  involved  in 
a nonresectable  mass. 

This  man,  then,  was  first  seen  and  examined 
because  of  gastrointestinal  bleeding.  Correct 
diagnosis  was  not  made  until  eighteen  months 
later  because  it  was  thought  that  his  bleeding  was 
due  to  duodenal  ulcer. 

The  early  symptoms  of  carcinoma  of  the  small 
bowel  are  nonspecific.  The  only  surviving 
patient  in  our  series  had  an  annular  constricting 
lesion  which  caused  obstruction  early  in  its 
development.  However,  three  other  patients 
with  obstruction  had  metastases  at  the  time  of 
operation.  Melena  was  the  earliest  manifesta- 
tion in  two  patients.  X-ray  is  of  little  value  in 
the  early  diagnosis.  The  only  hope  for  early 
diagnosis  lies  in  the  early  exploration  of  those 
patients  with  unexplained  melena  or  obstructive 
symptoms.  The  most  fortunate  patient  is  the 
one  who  has  obstruction  from  intussusception 
at  the  site  of  a small  tumor. 

Lymphosarcoma 

We  have  had  many  cases  in  which  lympho- 
sarcoma involved  the  small  bowel  as  part  of  a 
widespread  abdominal  lesion,  but  these  cases 
are  not  included  in  this  report.  Only  those 
cases  are  presented  in  which  there  is  reasonable 
certainty  that  the  malignant  process  originated 
in  the  small  bowel.  We  have  had  four  such  cases, 
three  diagnosed  at  operation  and  one  at  autopsy. 

Case  2. — A fifty-six-year-old  white  male  was 
admitted  to  Strong  Memorial  Hospital  with  the  sole 
complaint  of  weakness.  He  stated  that  for  six 
months  preceding  admission  he  had  felt  increasingly 
tired  and  worn  out.  He  had  visited  several  doctors 
during  this  time  who  had  given  him  “tonics.”  For 
several  months  preceding  admission  there  had  been 
loose  bowel  movements  without  tenesmus.  Stools 
had  been  dark  in  color  but  not  tarry.  Physical 
examination  on  admission  showed  no  significant 
positive  findings.  Red  blood  cell  count  was  2,- 
270,000;  hemoglobin  content  was  3.5  Gm.  Guaiac 
test  on  the  stool  was  strongly  positive.  Barium 
enema  was  negative.  A gastrointestinal  series  was 
Hot  completely  satisfactory,  but  there  were  no  posi- 
tive findings.  The  patient  was  given  multiple 
blood  transfusions  in  preparation  for  operation. 
Exploratory  laparotomy  was  carried  out  fourteen 
days  after  admission.  An  annular  constricting 
lesion  was  found  in  the  first  portion  of  the  jejunum. 
There  were  numerous  enlarged  nodes  in  the  adjacent 
mesentery,  and  involvement  of  nodes  about  the 


superior  mesenteric  artery  made  resection  im- 
possible. A sidetracking  lateral  enteroenterostomy 
was  carried  out.  One  of  the  involved  nodes  was 
removed  for  examination.  Sections  showed  the 
lesion  to  be  a reticulum  cell  sarcoma.  The  patient’s 
postoperative  course  was  satisfactory,  and  after 
recovery  from  operation  x-ray  therapy  was  in- 
stituted. He  was  last  seen  eight  years  following 
operation;  he  had  been  well  and  had  not  had 
symptoms  referable  to  the  gastrointestinal  tract. 

Case  3. — A seven-year-old  boy  was  admitted  to 
the  hospital  because  of  increasing  pallor  and  bloody 
8 tools.  The  parents  stated  that  he  had  been  per- 
fectly well  until  two  weeks  before  admission  when 
he  passed  two  “purplish,  foamy  stools  which  looked 
like  pieces  of  liver.”  Ten  days  before  admission 
the  mother  first  noted  pallor  which  increased  until 
the  time  of  admission.  On  the  day  of  admission 
the  boy  had  had  three  tarry  stools.  Physical 
examination  showed  a well-developed  and  well- 
nourished  seven-year-old  boy  appearing  chronically 
ill.  Abdominal  examination  showed  the  liver 
edge  to  be  palpable  3 cm.  below  the  costal  margin. 
The  tip  of  the  spleen  was  palpable.  Red  blood  cel) 
count  was  2,800,000.  Hemoglobin  content  was 
6.5  Gm.  Guaiac  test  on  the  Stool  was  strongly  posi- 
tive. Barium  enema  was  negative.  Gastrointes- 
tinal series  showed  a partial  holdup  of  barium  in  the 
mid-jejunum.  Multiple  blood  transfusions  were 
given  in  preparation  for  exploration.  Laparotomy 
was  carried  out  eighteen  days  after  admission.  An 
8 by  10-cm.  mass  was  found  on  the  antimesenteric- 
border  of  the  mid-jejunum  which  was  partially  ob- 
structing the  lumen.  Numerous  enlarged  nodes  in 
the  mesentery  were  palpable.  Resection  with  pri- 
mary anastomosis  was  carried  out.  Microscopic 
examination  showed  lymphosarcoma  of  the  jejunum 
with  hyperplasia  of  the  lymph  nodes.  Patient  had 
an  uneventful  postoperative  course.  Three  years 
after  this  operation  he  developed  acute  appendicitis. 
When  appendectomy  was  carried  out,  there  was 
no  evidence  of  recurrence.  One  year  following  this 
the  boy  was  in  apparent  good  health  without  symp- 
toms. 

Fibrosarcoma 

We  have  had  one  case  of  fibrosarcoma  pri- 
mary in  the  small  bowel  which  was  diagnosed 
at  operation. 

Case  4 ■ — A forty-five-year-old  male  was  first  seen 
in  the  outpatient  department  complaining  of  supra- 
pubic, midline  pain.  There  were  no  positive  physi- 
cal findings  at  that  time.  Cystoscopic  examination 
was  negative.  Two  years  later  he  was  again  seen 
because  of  suprapubic  pain.  There  were  no  urinary 
symptoms.  Patient  was  referred  to  the  orthopedic 
clinic  because  of  backache.  On  one  of  his  visits  to 
the  orthopedic  clinic  he  complained  of  right  lower 
quadrant  pain.  The  attending  orthopedic  surgeon 
considered  investigation  of  the  gastrointestinal  tract 
advisable,  but  for  some  reason  not  clear  from  the 
record,  this  investigation  was  not  made.  He  was 
admitted  to  the  hospital  two  years  after  his  original 
visit  because  of  abdominal  pain.  Physical  examina- 
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tion  showed  no  positive  findings.  Red  blood  cell 
count  was  5,350,000.  Hemoglobin  content  was 
10.5  Gm.  Repeated  stool  examinations  were  posi- 
tive for  occult  blood.  Gastrointestinal  series  and 
barium  enema  were  negative.  He  was  discharged 
from  the  hospital  two  weeks  after  admission  but  was 
readmitted  seven  months  later.  Physical  examination 
at  this  time  showed  a large,  movable  mass  in  the 
right  lower  quadrant  of  the  abdomen.  Exploratory 
laparotomy  was  carried  out  with  the  finding  of  a 
large  mass,  3 by  4 inches  in  size,  involving  mid- 
jejunum and  adherent  to  bladder.  Resection  and 
anastomosis  was  carried  out.  Histologic  examina- 
tion of  the  tumor  showed  it  to  be  a fibrosarcoma. 
The  patient  had  an  uneventful  postoperative  course 
but  died  sixteen  months  later  of  widespread  me- 
tastases. 

The  patient’s  first  symptoms  occurred  three 
years  before  exploration.  His  stools  were  per- 
sistently positive  for  occult  blood,  but  because 
of  negative  x-ray  examinations,  the  significance 
of  this  finding  was  minimized. 

Other  Small  Bowel  Tumors 

In  compiling  the  data  for  this  report  we  have 
looked  up  the  records  of  every  patient  on  whom 
the  diagnosis  of  small  bowel  tumor  was  made 
either  at  operation  or  at  autopsy.  There  have 
been  22  hemangiomata  of  the  small  bowel.  Two 
of  these  had  caused  severe  gastrointestinal  bleed- 
ing which  led  to  operation.  Single  adenoma 
of  the  small  bowel  has  been  found  in  seven  cases 
at  autopsy.  There  is  no  record  of  these  having 
caused  significant  symptoms.  Adenoma  and 
adenomatous  hypertrophy  of  Brunner’s  glands 
of  the  duodenum  &re  rare.  We  have  had  three 
cases  which  are  to  be  reported  elsewhere  by 
Scott  and  Masters.2  There  have  been  12  myomata 
found  at  autopsy.  There  have  been  nine  fibro- 
mata, eight  of  which  were  found  at  autopsy.  In 
one  case  laparotomy  was  done  because  of  obstruc- 
tion, and  an  intussusception  headed  by  a fibroma 
was  found.  There  have  been  43  cases  of  argen- 
taffinoma  primary  in  small  bowel.  Of  these,  seven 
have  been  malignant  with  distant  metastases. 

Comment 

All  physicians  know  that  tumors  of  the  small 
bowel  exist.  They  know  that  tumor  of  the  small 
bowel  may  cause  abdominal  pain,  weight  loss, 
diarrhea,  obstruction,  and  rectal  bleeding. 
Any  combination  of  these  symptoms  is  usually 
caused  by  some  condition  other  than  small 
bowel  tumor.  The  alert  physician  will  properly 
hesitate  to  make  a diagnosis  of  a rare  condition 
if  the  presence  of  a common  disease  will  effec- 
tively explain  the  clinical  findings.  One  must  be 


wary,  however,  that  consideration  of  small 
bowel  tumor  is  not  neglected  simply  because  of 
its  infrequency. 

Conclusions 

1.  At  Strong  Memorial  Hospital  from  1929 
through  1949  there  have  been  19  cases  of  primary 
small  bowel  tumor  diagnosed  antemortem. 

2.  X-ray  examination  is  unreliable  in  the 
diagnosis  of  the  early  nonobstructing  lesion. 

3.  The  patient  with  unexplained  gastrointesti- 
nal bleeding  should  have  exploratory  laparotomy. 

417  Prendergast  Avenue 
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Discussion 

W.  S.  Wiggins,  M.D.,  Syracuse. — Dr.  Gunk- 
ler’s  presentation  highlights  the  necessity  of  always 
making  every  attempt  to  explain  all  clinical  findings. 
The  finding  of  blood  in  the  stool  certainly  must  in  all 
instances  be  adequately  accounted  for,  and  it  would 
be  difficult  to  understand  how  anyone  could  dis- 
agree with  Dr.  Gunkler’s  statement  that  explora- 
tion must  be  done  if  an  adequate  explanation  is  not 
arrived  at  by  other  means.  I would  stress  that 
under  these  circumstances,  one  is  not  justified  in 
using  time  as  a diagnostic  tool. 

I cannot  entirely  agree  with  the  author’s  statement 
that  x-ray  is  of  little  value  in  the  early  diagnosis  of 
small  bowel  neoplasms.  It  would  seem  only  reason- 
able to  expect  that  in  the  presence  of  a lesion  of  suf- 
ficient extent  to  produce  symptoms  with  or  without 
melena,  careful  radiologic  examination  of  the  small 
bowel  would  in  some  instances  locate  the  site  of  the 
lesion  and  thus  be  of  definite  value  to  the  surgeon. 
Pridgen1  in  reporting  the  experience  at  the  Mayo 
Clinic  states  that  in  19  patients  in  whom  small 
bowel  studies  were  done  because  of  suspicion  of 
tumor,  the  site  of  the  lesion  was  found  in  all  but  one 
instance.  Certainly  if  such  study  does  not  reveal 
the  cause  of  bleeding,  as  Dr.  Gunlder  states,  explora- 
tion must  be  done. 

The  fifty-six-year-old  white  male  with  an  inoper- 
able reticulum  cell  sarcoma  reported  here  is  of  par- 
ticular interest.  This  patient  was  subsequently 
treated  with  x-ray  therapy  and  known  to  be  alive 
and  well  for  at  least  eight  years.  Marcuse  and 
Stout,b  in  reviewing  primary  lymphoma  of  the  small 
bowel  two  years  ago,  were  able  to  find  only  two  long 
survivors  treated  solely  by  x-ray.  All  other  long 
survivors  had  surgical  resection  with  or  without  post- 
operative x-ray  therapy. 

a Pridgen,  J.:  Surg.,  Gynec.  & Obst.  90:  513  (1950). 

b Marcuse, 5P.  M.,  and  Stout,  A.  P.:  Cancer  3:  459  (1950). 


PSYCHOSOMATIC  INVESTIGATION  AND  MANAGEMENT  OF 
GASTROINTESTINAL  DISORDERS 

George  C.  Ham,  M.D.,  Chapel  Hill,  North  Carolina 

(From  the  University  of  North  Carolina ) 


AS  IMPLIED  in  the  title  of  this  paper,  the 
definitive  management  of  any  illness  is  re- 
lated to  the  accuracy  and  completeness  of  under- 
standing of  the  total  process  being  observed.  In 
this  regard,  the  word  psychosomatic  indicates  not 
a specialty  in  medicine  nor  a separate  group  of 
diseases  or  processes  but  an  approach  to  the 
understanding  of  any  and  all  diseases  which  may 
be  investigated.  The  psychosomatic  approach 
actually  consists  in  the  evaluation  of  a disturb- 
ance through  viewing  the  process  both  with  an 
instrument  designed  to  measure  and  evaluate 
physiologic  processes  and  at  the  same  time  with 
another  instrument  designed  to  measure  and 
evaluate  what  are  called  psychologic  processes. 
These  observations  by  two  different  measuring 
instruments  are  directed  at  the  same  disease  proc- 
ess and  in  reality  measure  two  aspects  of  the  re- 
sponse of  the  total  organism.  It  is  as  though  one 
had  a microscope  with  two  objectives,  one  de- 
signed to  give  sharp  definition  of  physiologic, 
electrolytic,  hormonal,  and  cellular  abnormalities 
and  another  designed  to  give  clear  and  sharp  defi- 
nition of  the  psychologic  and  emotional  integ- 
rative aspects  of  the  same  process. 

As  a result  of  the  psychosomatic  approach,  it  is 
well  established  that  emotional  influences  can 
stimulate  or  inhibit  the  function  of  any  organ. 
The  term  “functional  disturbances”  has  now 
been  clarified,  and  it  is  understood  that  in  such 
cases  even  the  finest  study  of  the  tissues  does  not 
reveal  any  discernible  morphologic  changes.  In 
recent  years  clinicians  began  to  suspect  that 
functional  disorders  of  long  duration  may  grad- 
ually lead  to  serious  organic  disorders  associated 
with  morphologic  changes.  These  disorders, 
according  to  this  view,  develop  in  two  phases: 
First,  the  functional  disturbance  is  caused  by  a 
chronic  emotional  disturbance,  and,  second,  the 
chronic  functional  disturbance  gradually  leads  to 
tissue  changes  and  to  an  irreversible  organic 
disease.  It  is  most  probable  that  in  a future 
great  chapter  of  medicine,  which  might  be  called 
“Chronic  Diseases  of  Unknown  Origin,”  many 
diseases  will  fall  into  this  category. 

It  is  the  purpose  of  this  presentation  to  discuss 
the  various  conceptual  frameworks  and  technics 
which  have  been  used  to  obtain  psychosomatic 
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data  in  gastrointestinal  disorders,  and  to  derive 
from  this  knowledge  certain  concepts  of  manage- 
ment of  gastrointestinal  disorders  for  general  use. 

Long  before  the  advent  of  the  experimental 
method  in  medicine  and  before  the  introduction  of 
psychodynamic  concepts,  clinicians  were  aware 
that  emotional  disturbances  can  effect  gastroin- 
testinal function.  Beaumont’s  observation  on 
Alexis  St.  Martin,  Pavlov’s  demonstration  of  the 
influence  of  psychic  factors  on  gastric  secretion, 
Cannon’s  observations  on  the  influence  of  various 
emotional- states  on  gastric  function,  Freud’s  in- 
troduction of  the  psychoanalytic  method  and  his 
demonstration  that  the  unconscious  plays  a role 
in  physiologic  dysfunction,  Wolf  and  Wolff’s  now 
classic  studies  on  Tom,  Alexander’s  psychoana- 
lytic investigation  of  patients  with  peptic  ulcer, 
and  the  observations  of  many  others  have  estab- 
lished the  fact  that  emotional  disturbances  play 
a role  in  the  genesis  of  gastrointestinal  dis- 
orders.1-10 

The  precise  nature  of  the  emotional  factors 
that  may  be  involved  in  these  disturbances  and 
the  precise  mechanism  whereby  such  factors  in- 
fluence the  development  of  gastrointestinal  dys- 
function are  still  the  subject  of  much  controversy. 
Rather  than  discuss  in  detail  the  various  postu- 
lates that  have  been  proposecT,  I prefer  to  present 
at  this  time  a possible  explanation  for  the  dif- 
ferences in  findings  and  in  formulations. 

The  validity  of  the  evaluation  of  any  bodily 
disturbance  from  a psychosomatic  point  of  view 
can  vary  over  a wide  spectrum  and  is  dependent 
upon  the  completeness  and  accuracy  of  the  meth- 
ods used.  At  one  end  of  the  spectrum,  the 
observation  of  the  process,  both  from  the  physio- 
logic and  psychodynamic  points  of  view,  can  be 
entirely  impressionistic.  This  might  be  called 
the  blue  end  of  the  spectrum.  In  this  approach 
no  actual  measurements  are  done  of  gastroin- 
testinal function  under  controlled  conditions, 
and  no  exacting  evaluation  of  the  psychologic 
functions  under  similarly  controlled  conditions 
are  performed.  The  literature  contains  many 
papers  of  this  type,  and  although  much  has  been 
learned  in  medicine  by  the  application  of  this 
more  or  less  impressionistic  method,  exact  knowl- 
edge usually  has  come  from  later,  more  accurate 
evaluation  of  these  impressionistic  conclusions. 
In  contrast,  and  at  the  other  or  red  end  of  the 
spectrum,  representing  possibly  the  ideal  scien- 
tific situation,  is  the  investigation  of  the  disturbed 
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process  by  highly  trained  specialists  who  are 
competent  to  design  a carefully  controlled  ex- 
periment and  to  evaluate  the  data  obtained  on 
physiologic  activity.  At  the  same  time,  and  in 
the  same  patient,  investigators  with  equal  com- 
petence and  armed  with  technics  of  the  most  ac- 
curate and  penetrating  type  would  investigate 
the  emotional  or  psychodynamic  aspects  of  the 
process.  This  latter  technic  offers  without  any 
doubt  the  best  opportunity  for  careful  correla- 
tion and  evaluation  of  the  total  process.  Spread 
along  the  spectrum  between  the  hypothetic  red 
and  blue,  and  with  various  mixtures  of  red  and 
blue,  are  several  other  approaches  to  this  prob- 
lem. Among  these  is  the  application  of  the 
highly  penetrating  and  exact  measuring  tool  of 
psychoanalytic  investigation  which  has  been 
applied  by  many  competent  people  to  problems 
of  gastrointestinal  disorders.  In  most  instances, 
unfortunately,  the  physiologic  evaluation  of  the 
process  in  the  same  patient  has  been  either  totally 
or  partially  impressionistic.  No  detailed,  con- 
tinuous, accurate  physiologic  measurements  have 
been  made  by  most  of  these  investigators,  and 
they  have  relied  largely  on  subjective  statements 
of  the  patient  regarding  the  physiologic  activity  or, 
in  some  instances,  on  routine  clinical  evaluation 
by  internists  at  widely  spaced  intervals.  Ob- 
viously, this  method  is  extremely  useful  in  ob- 
taining data  on  the  psychodynamic  aspects  of  the 
individual  problem  but  has  limited  application 
if  one  wishes  to  show  sharp  and  close  correlation 
and  interrelationship  of  two  processes. 

At  another  position  in  the  spectrum  of  pos- 
sible technics  are  investigations  in  which  highly 
developed  tools  of  physiologic  research  have  been 
applied  to  patients  with  gastrointestinal  dis- 
orders but  in  which  a much  more  naive  and 
superficial  evaluation  of  the  psychologic  factors 
has  been  conducted.  In  these  studies,  the  fact 
of  response  of  the  gastrointestinal  system  to 
gross,  nonspecific,  and  cont  rived  psychologic  stress 
has  been  very  adequately  demonstrated.  The 
observations  on  the  psychodynamic  aspects  of 
the  process  in  the  individual  were  viewed  largely 
from  a behavioristic,  phenomenologic,  and  con- 
scious viewpoint.  Thus  the  relationship  of  the 
particular  stress  imposed  to  the  total  psychody- 
namic process  going  on  in  the  individual  and  a 
complete  knowledge  of  the  emotional  structure 
and  dynamic  substrate  in  the  individual  was  not 
known.  These  studies  do  not  yield  the  type  of 
specific  information  which  will  result  in  accurate 
understanding  of  the  total  mechanism  and  in 
turn  will  lead  to  more  accurate  knowledge  re- 
garding treatment. 

The  lack  of  time  precludes  the  description  of 
the  findings  of  all  the  various  types  of  investi- 
gation described  above,  and  I will  proceed  there- 


fore to  a presentation  of  an  example  of  an  investi- 
gation which  lies  definitely  at  the  red  end  of  the 
spectrum  in  which  both  aspects  of  the  problem 
were  investigated,  using  the  most  accurate  and 
incisive  tools  of  research  simultaneously  on  the 
same  individual.  It  will  be  shown  that  this  ap- 
proach yields  more  accurate  knowledge  of  the 
process  which  is  occurring  and,  in  fact,  opens  up 
new  vistas  of  understanding  of  physiologic  re- 
sponse. 

Recently,  Margolin  and  his  coworkers  have 
published  such  a study.11-13  The  particular 
woman  patient  with  a gastrostomy  who  was  the 
subject  of  this  research  presented  a unique  op- 
portunity to  demonstrate  the  value  of  the  em- 
ployment of  equally  accurate  psychologic  and 
physiologic  measuring  technics,  inasmuch  as  she 
had  previously  been  studied  by  another  group  of 
investigators  who  used  exact  and  quantitative 
physiologic  technics  but  whose  methods  of  psy- 
chologic investigation  were  largely  phenomeno- 
logic.1415 In  fact,  the  findings  of  the  first  group 
of  workers  using  the  more  superficial  and  non- 
specific psychologic  technics  indicated  that  there 
was  a distinct  difference  in  the  physiologic  re- 
sponse of  this  woman  patient  to  “stress,”  a result 
which  differed  from  those  reported  on  Tom  by 
Wolf  and  Wolff  who  used  a similar  technic. 
These  findings  were  interpreted  as  explaining  the 
apparent  sexual  difference  in  the  physiologic 
reactions  of  the  stomach  and  were  generalized  to 
explain  the  greater  incidence  of  a duodenal  ulcer 
in  males. 

In  the  study  of  this  same  patient  by  Margolin 
and  his  coworkers,  the  patient  was  placed  under 
psychoanalytic  observation  and  therapy  for  three 
to  five  sessions  a week.  The  usual  technic  of 
psychoanalysis  was  employed,  and  it  is  important 
to  point  out  that  this  technic  differs  from  that 
used  by  the  previous  investigators  of  this  patient 
in  which  psychologically  stressful  material  and 
situations  were  deliberately  contrived.  In  Mar- 
golin’s study,  the  patient’s  daily  life  situation, 
especially  the  periods  of  the  physiologic  observa- 
tions, spontaneously  determined  her  psychic  state 
and  behavior.  The  psychiatrist,  in  accordance 
with  the  technic  of  psychoanalysis,  limited  his 
activity  to  interpretations  of  her  verbalizations 
and  behavior.  At  no  time  did  he  participate  in 
the  actual  performance  of  the  physiologic  ob- 
servations. The  psychoanalyst  functioned  as  the 
expert  investigator  of  one  aspect  of  this  process, 
namely,  the  spontaneous  psychic  activity  of  the 
patient’s  unconscious,  and  as  the  therapist  of  the 
patient. 

Independently  of  the  psychotherapeutic  ses- 
sions and  without  the  participation  of  the  psy- 
choanalyst, the  patient  was  subjected  three  times 
a week,  by  trained  physiologists,  to  prolonged 
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periods  of  physiologic  observation  and  experi- 
mentation. The  physiologic  observation  dealt 
with  the  following  variables  of  gastric  function: 

(1)  gastric  motility,  which  was  recorded  by  con- 
ventional balloon-tambour-kymograph  method; 

(2)  the  color  of  the  gastric  mucosa  (as  an  index  of 
mucosal  blood  flow),  estimated  by  colorimetric 
comparison;  (3)  the  volume  of  gastric  secretion; 
(4)  quantitative  determination  of  hydrochloric 
acid  concentration;  (5)  quantitative  analysis  of 
pepsin  concentration. 

The  alterations  of  these  five  functions  were 
observed  under  varying  conditions:  (1)  contin- 
uous night  readings  without  stimulation;  (2) 
daytime  readings  with  the  application  of  physical 
stimuli  such  as  heat  and  cold;  (3)  administration 
of  pharmacologic  agents  such,  as  histamine,  in- 
sulin, Prostigmin,  acetylcholine,  Urecholine,  and 
adrenaline;  (4)  sham  feedings  under  various 
conditions  in  which,  for  example,  the  patient 
was  allowed  a free  choice  of  food  or  in  which  the 
food  was  chosen  for  her;  (5)  observations  of  the 
secretory  activity  of  different  regions  of  the  mu- 
cosa. 

Several  outstanding  developments  occurred. 
The  physiologic  function  of  the  stomach  under 
the  five  modalities  mentioned  above  could  not  be 
correlated  with  either  overt  behavior  or  the  con- 
scious mental  content  of  the  patient;  strikingly, 
however,  physiologic  response  could  clearly  be 
correlated  with  the  unconscious  mental  content 
of  the  patient  and  could  be  predicted  from  a 
knowledge  of  the  unconscious  mental  content. 
In  addition  to  this,  it  was  discovered  that  the 
patient  by  no  means  showed  a constant  response. 
It  was  demonstrated  that  on  certain  occasions 
there  is  a variability  from  hyperactivity  to  hy- 
poactivitv  and  that  this  again  is  related  to  the 
unconscious  mental  content  of  the  patient.  This 
indicates,  therefore,  that  no  one  human  subject 
can  be  used  as  a basis  for  generalization. 

In  the  previous  study  of  this  patient,  using 
exact  physiologic  technics  but  dealing  only  with 
spontaneous  or  imposed  conscious  emotional 
states,  and  likewise  in  the  study  of  Tom  by  Wolf 
and  Wolff,  it  was  found  that  all  of  the  functions 
measured  varied  together  in  a synchronous  way, 
that  is,  there  was  hypermotility  associated  with 
hyperemia  and  hypersecretion,  etc.,  or  all  of  the 
activities  were  depressed.  The  application  of 
the  finer  psychologic  technics  by  Margolin  and  his 
coworkers  in  this  patient  has  revealed  a striking 
finding,  the  significance  of  which  has  yet  to  be 
determined  but  which  offers  additional  explana- 
tion for  some  of  the  previously  confusing  data 
and  offers  opportunities  for  future  investigation. 
During  the  course  of  this  investigation,  it  was 
found  that  one  could  understand  and  predict 
whether  there  would  be  hyperfunction  or  hypo- 


function  of  the  stomach  while  functions  increased 
or  decreased  together  in  a synchronized  way. 
Synchronous  activity  was  associated  with  periods 
of  unconscious  conflict.  Increase  or  decrease  of 
all  functions  studied  could  be  understood  and 
related  only  to  the  unconscious  conflict  at  the 
time.  In  addition  to  this,  it  was  discovered  that 
at  certain  times  this  synchronization  of  all  func- 
tions disappeared  and  was  replaced  by  random 
fluctuation  or  a dissociation  of  function  in  which 
one  function  might  be  high,  another  low,  a third 
medium,  etc.  Correlation  of  this  striking  ob- 
servation of  physiologic  asynchrony  or  dissocia- 
tion with  the  psychoanalytic  data  revealed  that 
asynchrony  occurred  during  periods  when  the 
psychologic  defense  mechanisms  had  succeeded  in 
establishing  psychic  equilibrium.  This  correla- 
tion became  so  exact  that  the  physiologic  dis- 
sociation could  be  predicted  from  the  material 
obtained  by  the  psychoanalyst  in  a previous  hour. 
Obviously,  this  finding  is  of  great  significance  in 
that  it  indicates  that  widely  divergent  results 
obtained  by  various  workers  with  various  tech- 
nics may  be  explained  on  the  basis  of  the  fact  that 
physiologic  activity  of  the  stomach  is  not  related 
to  the  consciously  observable  behavior  nor  to  the 
conscious  mental  content  of  the  patient.  There- 
fore, without  taking  into  consideration  the  exact 
unconscious  factors,  the  investigation  of  the  ad- 
ministration of  new  drugs  or  other  technics  and 
manipulations  may  have  no  direct  relationship  to 
the  particular  drug  or  test  being  evaluated  be- 
cause the  response  will  be  determined  by  the  un- 
conscious meaning  of  the  procedure  rather  than 
the  impression  of  the  investigator.  These  ob- 
servations have  great  significance  in  all  physio- 
logic research  and  are  not  by  any  means  limited  to 
investigation  of  gastrointestinal  diseases. 

Time  does  not  permit  the  presentation  of  more 
of  this  interesting  material  and  its  ramifications; 
however,  I think  it  is  obvious  that  the  application 
of  this  method  of  study  will  lead  to  an  increasingly 
definitive  method  of  management  as  more  exact 
relationships  are  understood.  It  would  be  our 
hope  that  this  method  of  study  could  be  applied 
not  to  one  patient  with  gastrointestinal  illness 
but  to  many  with  the  same  disturbance  and  to 
many  patients  exhibiting  all  of  the  various  dis- 
turbances of  the  gastrointestinal  system,  includ- 
ing abnormalities  in  the  esophagus,  the  stomach, 
the  small  bowel,  the  ileum,  the  colon,  and  the  anus. 

In  view  of  the  fact  that  most  of  the  data  which 
wTe  now  have  available  from  which  management 
technics  can  be  derived  is  based  on  investigation 
of  a widely  varying  type  as  described  earlier,  our 
knowledge  is  more  impressionistic  and  less  exact 
than  it  will  be  when  more  data  such  as  Margo- 
lin’s is  available.  However,  the  picture  is  not  as 
grim  as  it  might  seem.  Despite  the  fact  that  we 
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have  not  yet  determined  in  a highly  exact  and 
scientific  way  the  psychologic  factors  of  the  un- 
conscious and  their  correlation  to  equally  exact 
physiologic  measurements,  a development  which 
undoubtedly  will  lead  to  greater  precision  in 
management,  there  exists  a large  body  of  knowl- 
edge gathered  in  other  ways  which  has  been,  and 
is,  effective. 

Long  before  any  attempt  was  made  to  evalu- 
ate either  the  physiologic  or  the  psychologic 
operations  in  patients  with  gastrointestinal  ill- 
nesses, physicians  and  nonphysicians  learned  that 
emotional  factors  were  related  to  the  onset,  the 
intensity,  and  the  chronicity  of  gastrointestinal 
diseases  and  likewise  learned  intuitively  that  cer- 
tain attitudes  and  intuitive  approaches,  still  in- 
cluded under  the  “art”  of  medicine,  were  beneficial 
in  dealing  with  these  illnesses.  It  is  our  position 
that  intuition  is  merely  a description  of  what  can 
more  accurately  be  defined  as  unconscious  and 
therefore  unformulated  knowledge,  knowledge 
gained  through  empiric  observation  and  prag- 
matic application  of  unformulated  facts  regarding 
human  relationships.  This  knowledge  has  been 
enlarged  and  is  being  codified  as  a result  of  the  in- 
creasing attention  being  paid  to  these  factors  in 
human  illness  and  by  the  application  of  the  more 
exact  tools  of  psychoanalytic  investigation  of 
patients  and  of  the  interpersonal  relationships  be- 
tween people  and  between  patients  and  doctors. 
It  is  now  a common  experience  and  part  of 
common  practice  to  realize  that  a patient 
with  a gastrointestinal  disturbance  of  a chronic 
nature  probably  has  some  emotional  conflict 
which  is  disturbing  him,  that  his  illness  may 
have  been  precipitated  by  his  problems  of 
adapting  socially,  economically,  or  emotionally 
in  an  interpersonal  relationship,  and  that  his  re- 
sponse to  pharmacotherapy  or  other  therapies 
may  be  impeded  or  accelerated  depending  upon 
the  amelioration  of  the  emotional  conflict.  The 
empiric  observation  that  the  so-called  business 
executive  finds  it  necessary  to  conduct  himself 
in  a frenetic  and  driving  way  like  an  engine  run- 
ning at  top  capacity,  thus  burning  the  resources 
of  his  total  being  in  an  extravagant  and  inefficient 
way,  is  a common  one.  Even  though  the  patient 
realizes  this,  he  is  unable  to  slow  down  until  the 
physician  gives  him  the  permission  to  do  so.  The 
importance  of  the  role  of  the  physician  in  relation- 
ship to  this  type  of  patient  is  indicated  by  the 
fact  that  the  patient  requires  the  backing  of  the 
physician  to  accept  the  reality  of  his  need  to  give 
in  to  being  taken  care  of  and  the  fact  that  in  the 
end  he  may  have  to  give  himself  multiple  and 
frequent  feedings  of  solid  or  sippy  food  like  a very 
small  child.  Without  repeating  what  most  of 
you  know  from  your  own  experience  and  from  the 
constant  publication  of  articles  in  this  area,  these 


people  have  an  obvious  psychologic  difficulty 
which  makes  it  necessary  for  them  to  run  and  to 
waste  their  resources  in  riotous,  driving  work 
beyond  what  is  even  consciously  reasonable  to 
them.  It  is  now  known  that  this  may  be  related 
to  the  need  to  deny  that  they  would  like  to  relax 
and  take  it  easier,  to  be  taken  care  of  in  a way 
which  could  be  visualized  as  almost  diametrically 
opposite  to  the  way  they  are  behaving,  namely, 
to  be  comforted  and  taken  care  of,  to  be  fed  fre- 
quently, and  to  have  little  responsibility.  Their 
overt  behavior  is  almost  a mirror  image  of  the  un- 
conscious longing.  Without  specific  knowledge 
of  unconscious  psychodynamics,  the  physician 
automatically,  if  he  is  a kind  person  who  rec- 
ognizes the  irrationality  of  the  man’s  overt  be- 
havior and  his  overt  rationalizations  and  ex- 
planations of  why  he  must  drive  himself  in  this 
way,  can  serve  as  an  acceptable  substitute  for  the 
longed-for  mirror  image  wish  to  be  given  in  to,  to 
be  fed,  to  be  comforted,  and  to  assume  less  re- 
sponsibility. The  doctor  stands  as  a respected 
person  in  the  community  whose  advice  is  given  in 
the  best  interest  of  the  patient  and  is  therefore 
acceptable  to  the  personality  of  this  type  of  in- 
dividual. In  addition  to  a careful  evaluation  of 
the  somatic  disturbance,  this  same  physician  who 
can  allow  a patient  early  in  the  doctor-patient 
relationship  to  let  down  his  hair  and  who  ap- 
pears ready  to  listen  to  the  patient  in  an  interes- 
ted and  non  judging  manner  can  offer  these 
people  a tremendous  relief.  This  function  of  the 
physician  as  a person  to  whom  things  can  be  told 
which  will  be  kept  in  confidence  and  which  will 
not  be  judged  is  a potent  force  if  used  in  re-estab- 
lishing psychic  equilibrium  and  consequent  re- 
duction in  somatic  disturbance.  Without  in- 
cisive investigation  of  the  unconscious  but  merely 
through  the  kindly  acceptance  and  rational 
evaluation  of  conscious  objective  facts,  there 
can  grow  from  this  relationship  a realignment  of 
emotional  conflict  which,  when  lowered  in  inten- 
sity, will  be  associated  with  a reduction  in  the  in- 
tensity of  the  physiologic  response  which  has  led 
to  the  pathologic  state  in  the  gastrointestinal 
system. 

In  fact,  it  is  now  known  that  in  certain 
cases  of  ulcerative  colitis  great  improvement  can 
take  place  through  the  development  of  a relation- 
ship based  on  the  kindly  human  principles  de- 
scribed above.  In  contrast  to  this,  investigation 
of  the  unconscious  adaption  of  the  patients  with 
ulcerative  colitis  may  produce  a disturbance  of 
the  psychic  equilibrium  of  the  patient  which  can 
lead  to  an  intensification  of  the  disease  rather 
than  amelioration  and,  in  some  instances,  can 
lead  to  the  development  of  an  even  more  severe 
psychologic  illness.  The  alternation  between 
severe  ulcerative  colitis  and  the  development  of 
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psychoses  in  such  investigative  procedures  has 
been  reported  by  several  workers. 

It  is  a fact  that  a reduction  in  the  severity  of 
such  pathophysiologic  states  as  cardiospasm, 
peptic  ulcer,  pylorospasm,  colitis,  perianal  itch- 
ing, etc.,  occurs  as  a result  of  treatment  by  a non- 
psychoanalytic  physician.  Likewise  physiologic 
improvement  frequently  occurs  so  early  in  the 
relationship  with  the  psychoanalyst  investigating 
the  unconscious  manifestations  of  the  person’s 
illness  that  it  would  be  impossible  to  have  exact 
knowledge  of  the  mechanism  involved.  This 
indicates  that  offering  a patient  an  atmosphere 
and  a relationship  in  which  he  feels  secure,  sup- 
ported, understood,  accepted,  but  not  judged 
either  morally,  authoritatively,  socially,  etc.,  can 
lead  to  a marked  reduction  in  the  tension  of  the 
psychic  conflict  without  manipulation  of  the 
minutecletails  of  the  unconscious  conflict. 
^''Atfthis  point  it  will  be  wise  to  discuss  the  mean- 
ing of  these  facts  in  relation  to  management  of  the 
various  types  of  gastrointestinal  illnesses  which 
are  seen  in  daily  practice.  As  has  been  pointed 
out,  we  do  not  yet  have  as  complete  knowledge  of 
the  psychosomatic  mechanisms  in  these  illnesses 
as  would  be  desirable  for  defining  either  exact 
psychologic  or  physiologic  management.  How- 
ever, we  do  have  a large  body  of  less  exact  ex- 
perience which  indicates  that  physiologic  dis- 
turbance along  the  entire  gastrointestinal  axis 
may  be  related  to  chronic  emotional  disequilib- 
rium. Recent  evidence  such  as  Margolin’s  in- 
dicates that  the  change  in  physiologic  state  is 
related  to  unconscious  factors  whose  elucidation 
and  evaluation  require  technics  not  generally 
available.  However,  associated  with  these  states 
of  psychic  disequilibrium  are  overt  behavior  and 
conscious  mental  values  which  will  be  obvious  to 
any  alert,  kindly,  mature  physician.  This  same 
physician  can,  therefore,  because  of  the  role  and 
the  strength  with  which  the  patient  endows  him, 
offer  an  opportunity  and  technics  for  the  accom- 
plishment of  emotional  equanimity  for  the  patient. 
Levine  has  described  this  process  and  the  avail- 
able technics  in  his  book,  Psychotherapy  in  Gen- 
eral Practice.™  In  addition  to  careful  physiologic 
evaluation  which  in  itself  offers  reassurance,  if 
done  in  a thorough,  kindly,  and  assured  manner, 
the  physician  can  offer  the  patient  an  opportunity 
to  incise  and  drain  some  of  the  walled-off,  puru- 
lent conflicts.  This  opportunity  for  the  patient 
to  be  able  to  find  for  a while  an  acceptable  rela- 
tionship in  which  he  can  be  dependent  in  an  ac- 
ceptable manner,  discuss  ideas  and  feelings  with  a 
person  of  authority  who  does  not  judge  and  who 
offers  friendly  help  and  advice,  can  have  dra- 
matic effect.  Thus,  after  the  completion  of  a 
careful  medical  workup  and  the  institution  of 
required  immediate  pharmacotherapy  or  other 


treatment  but  before  the  institution  of  more 
radical  procedures  such  as  routine  dilatation  of  a 
spastic  esophageal  cardia,  vagotomy,  gastric  re- 
section, resection  of  the  colon  or  ileum,  the  pa- 
tient should  be  offered  the  opportunity  discussed 
above.  Obviously,  as  with  any  form  of  therapy, 
there  will  be  those  who  require  immediate,  radical 
intervention.  This  may  be  true  psychologically 
as  well  as  physiologically.  Likewise,  there  will 
be  those  in  whom  the  emotional  disturbance  is 
obvious  but  in  whom  the  severity  and  com- 
plexity of  the  emotional  state  requires  the  inter- 
vention and  assistance  of  a specialist.  In  the 
majority  of  cases,  however,  it  is  wise  to  give  the 
patient,  as  standard  practice,  the  opportunity  to 
avail  himself  of  the  healing  aspects  that  the 
physician  potentially  has  with  every  patient. 
Probably  the  most  important  ingredient  in  this 
approach  is  time.  It  is  the  duty  of  the  physician 
to  offer  this  time  as  a necessary  ingredient  of  good 
medicine  and,  as  in  the  past,  to  educate  the  pa- 
tient in  the  economic  realities  that  are  inherent. 
My  experience  and  that  of  others  has  revealed 
that  when  such  matters  are  presented  in  a realis- 
tic and  objective  manner,  the  majority  of  people, 
within  their  means,  are  willing  to  pay  for  quality. 

What  has  been  suggested  above  is  a synthesis 
of  knowledge  which  when  applied  in  practice  can 
be  labeled  “good  medicine.” 

Additions  to  our  therapeutic  armamentarium 
will,  of  course,  eventuate  from  continued  in- 
vestigations of  disease  processes  by  careful 
quantitative  and  inclusive  methods  and  become 
increasingly,  if  only  gradually,  available  to  all 
physicians. 
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PSYCHOLOGIC  ASPECTS  OF  THE  MANAGEMENT  OF  PATIENTS 
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A NUMBER  of  competent  investigators  have 
provided  evidence  for  the  importance  of 
psychologic  factors  in  the  genesis  and  course  of 
ulcerative  colitis.1-10  Others  have  regarded  the 
psychologic  disturbances  as  a consequence  of 
the  organic  process.11-12  It  is  not  our  purpose 
at  this  time  to  examine  critically  the  validity 
of  these  divergent  points  of  view.  We  will, 
however,  state  our  own  position.  It  has  long 
been  inferred  and  more  recently  demonstrated 
directly  that  changes  in  emotional  states  may  be 
accompanied  by  observable  changes  in  the  motor, 
vascular,  and  secretory  behavior  of  the  colon. 
10,  13-15  On  the  other  hand,  little  information  is 
as  yet  available  as  to  whether  such  processes  lead 
to  the  more  or  less  characteristic  lesions  of  ulcera- 
tive colitis  or  what  the  precise  mechanisms  are 
whereby  psychic  stress  influences  the  process  in 
the  colon.  That  there  may  be  some  pre-existing 
organic  peculiarity  of  genic,  constitutional,  or 
acquired  origin  which  determines  the  characteris- 
tic reactivity  and  pathology  of  the  colon  in  this 
disease  has  been  neither  proved  nor  disproved 
and  certainly  remains  an  important  hypothesis 
to  be  tested.  Whatever  the  pathophysiologic 
mechanisms  may  be,  careful  psychologic  studies, 
of  which  our  own  merely  provide  confirmation, 
repeatedly  demonstrate  that  the  onset  and  exacer- 
bations of  the  disease  most  often  follow  some 
significant  disturbance  in  the  psychologic  adjust- 
ment and  interpersonal  relations  of  these  patients. 
Such  a statement,  however,  cannot  have  meaning 
without  some  clarification  of  the  role  of  psycho- 
logic adjustment  and  interpersonal  relations  in 
health  and  disease  and  some  indication  as  to 
what  constitutes  a,  “significant"  psychologic 
stress.  Otherwise,  it  becomes  impossible  to 
understand  how  one  able  clinician  could  write, 
“In  my  own  rather  extensive  experience  I have 
seen  only  one  case  where  the  causal  relationship 
of  a severe  psychic  trauma  was  intimately  related 
to  the  onset  of  ulcerative  colitis"  (an  instance  of 
“forced  rape”),11  while  another  could  identify 
“emotional  trauma”  as  important  in  only  33  of 
2,000  patients.12  Clearly  these  authors  must 
either  differ  sharply  from  us  as  to  what  consti- 
tutes a significant  psychologic  stress,  or  they  have 
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failed  to  apply  appropriate  technics  to  elicit  the 
data,  much  less  interpret  it.  Yet  to  embark  upon 
an  exposition  of  the  principles  of  psychopathology 
at  this  time  is  well  beyond  the  scope  of  this  paper. 
Therefore,  we  will  direct  our  comments  primarily 
to  those  who  are  able  to  accept  the  premise  that 
disturbances  in  the  psychologic  and  social  spheres 
play  a role  in  the  genesis  and  course  of  ulcerative 
colitis.  Others  we  would  refer  to  a general  con- 
sideration of  a unified  concept  of  health  and 
disease  published  elsewhere16  and  to  the  detailed 
literature  on  ulcerative  colitis  already  cited. 
Our  discussion  will  also  exact  another  concession, 
namely,  that  two  other  premises  be  accepted 
without  further  evidence:  (1)  Present  behavior 
and  psychologic  organization  are  determined, 
to  a significant  degree,  by  past,  and  especially 
childhood,  experience  and  interpersonal  relations, 
and  (2)  injected  into  the  doctor-patient  relation- 
ship are  many  components  of  these  past  relation- 
ships. Upon  the  validity  of  these  two  concepts 
rests  much  of  the  justification  for  developing  a 
psychologic  approach  based  on  the  past  history 
of  the  patient. 

We  do  not  propose  in  this  paper  to  discuss  the 
psychotherapy  of  ulcerative  colitis.  Rather 
we  intend  to  outline  certain  psychologic  principles 
which  our  experience  leads  us  to  believe  are  of 
therapeutic  value  in  the  management  by  the 
general  physician  of  the  sick  colitis  patient. 
These  involve,  chiefly,  aspects  of  the  behavior 
and  attitudes  of  the  physician,  nurses,  atten- 
dants, and  others  which  are  of  help  in  meeting 
the  needs  of  these  patients.  It  looks  to  the  alle- 
viation of  the  attack  and  not  to  the  cure  of  the 
disease.  The  indications  and  contraindications 
for  more  intensive  psychotherapy  will  be  briefly 
commented  on. 

Our  conclusions  and  recommendations,  which 
are  still  preliminary  in  nature,  are  based  on  data 
from  the  literature  and  on  personal  experience 
over  the  past  six  years  with  15  women  and  one 
man  with  colitis.  The  fact  that  all  but  one  of 
our  patients  have  been  women  may  be  impor- 
tant since  some  of  the  principles  of  management 
that  we  recommend  may  not  be  appropriate  for 
men  with  this  disease.  The  patients  were  all 
seen  by  the  author  but  not  all  in  the  same  role. 
In  some  instances  I undertook  the  responsibility 
for  all  aspects  of  the  care  of  the  patient;  in 
other  instances  I was  asked  in  consultation  by 
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an  internist  or  surgeon.  In  some  of  the  latter 
cases  I participated  actively  in  the  medical 
management  of  the  patients  in  collaboration  with 
the  other  doctors,  while  in  other  cases  I functioned 
more  strictly  in  a formal  psychotherapeutic  role. 
In  general,  when  patients  entered  into  a more 
intensive  psychotherapeutic  relationship,  I relin- 
quished any  active  participation  in  the  medical 
management,  which  was  taken  over  by  a collab- 
orating internist.  The  excellent  working  rela- 
tionship with  the  internists  and  surgeons,  who 
permitted  me  to  take  over  or  modify  aspects  of 
medical  management  when  this  seemed  psycholog- 
ically advantageous,  aided  tremendously  in  the 
care  of  these  patients  and  in  gaining  some  of  the 
understanding  which  I will  attempt  to  share 
with  you  today. 

Psychologic  Aspects  of  the  Illness 

The  patient  with  active  ulcerative  colitis  is  a 
physically  sick  person.  This  in  itself  is  of 
great  importance  in  determining  the  psychologic 
approach.  It  means  that  apart  from  the  more 
or  less  specific  psychologic  aspects  of  the  disease, 
there  are  nonspecific  psychologic  problems  related 
to  the  physical  disturbance  itself.  Like  all 
physically  ill  persons,  the  patient  is,  to  varying 
degrees,  physically  disabled,  deprived  of  various 
means  of  dealing  actively  with  his  environment 
and  his  own  interpersonal  problems,  and  much 
of  his  attention  is  focused  on  the  physical  symp- 
toms. His  psychologic  resources  are  limited 
by  the  physical  process,  and  his  reserves  are 
depleted.  He  is  relatively  helpless  and  corres- 
pondingly dependent  on  others.  This  has 
advantage  as  well  as  disadvantage  for  the  ulcera- 
tive colitis  patient.  On  the  one  hand,  it  helps 
to  remove  him  from  the  immediate  life  situation 
in  which  the  attack  developed,  but,  on  the  other 
hand,  it  may  lead  to  the  revival  of  other  conflicts 
of  early  life  when  the  patient  was  also  so  depen- 
dent and  helpless.  For  example,  problems 
about  soiling  and  cleanliness  may  be  intensified. 
Further,  while  the  actuality  of  the  physical 
manifestations  makes  such  a dependent  situation 
more  easily  acceptable  to  the  patient,  at  the 
same  time  the  physical  illness  reduces  greatly 
the  patient’s  means  of  coping  with  stresses  and 
frustrations. 

There  are  still  other  ways  in  which  the  physical 
process  and  the  psychologic  situation  complicate 
each  other  in  a circular  fashion.  Bowel  activity, 
to  begin  with,  is  influenced  by  psychologic  stimuli, 
but  once  ulcerations  and  damage  to  bowel  wall 
have  occurred,  the  bowel  becomes  even  more 
irritable.  Reflexes  arising  from  the  bowel  wall 
itself  or  from  the  stomach  (gastrocolic  reflex) 
are  intensified,  both  in  response  to  physical  and 
psychologic  stimuli.  Szasz  has  called  attention 


to  a possible  connection  between  psychologically 
determined  changes  in  stomach  function  leading 
to  diarrhea  via  the  gastrocolic  reflex,  a mechanism 
which  may  well  be  involved  in  some  of  these 
patients.17  Some  patients  show  diarrhea  after 
eating,  especially  after  being  offered  food  that 
displeases  them  or  after  being  served  by  someone 
with  whom  they  are  in  conflict,  as  well  as  in 
general  psychologic  situations  in  which  frustra- 
tion of  dependent  needs  is  prominent. 

Still  another  complication  of  the  physical 
process  stems  from  the  sensations  arising  in  the 
diseased  bowel  and  during  the  bowel  movements. 
These  may  become  psychologically  elaborated 
and  may  even  achieve  a pleasurable  quality  for 
the  patient.  One  woman,  as  she  began  to 
recover,  actually  spoke  of  missing  her  frequent 
toilet  experiences  which  she  used  to  describe  in 
terms  which  left  little  doubt  as  to  their  pleasura- 
ble significance  to  her.  The  reactions  of  many 
of  these  patients  to  an  ileostomy  is  often  of  a 
similar  character.  This  combination  of  both 
pleasurable  and  painful  sensations  may  seriously 
interfere  with  the  patient’s  ability  and  inclina- 
tion to  re-establish  a more  active  and  outgoing 
relationship  with  his  environment  and  is  remin- 
iscent of  some  of  the  child’s  mixed  experience 
with  bowel  movements. 

The  more  specific  psychologic  aspects  of  these 
patients  are  much  more  difficult  to  define.  We 
do  not  feel  prepared  at  this  time  to  offer,  either 
from  our  own  experience  or  from  data  in  the 
literature,  any  specific  dynamic  psychologic 
constellation  leading  to  ulcerative  colitis.  On 
the  other  hand,  we  are  impressed  with  the  fre- 
quency with  which  certain  findings  are  encount- 
ered among  these  patients.  Similar  findings  are 
noted  in  patients  without  ulcerative  colitis,  but 
since  our  main  preoccupation  in  this  paper  is 
management  and  not  the  problem  of  specificity, 
this  need  not  concern  us  here.  Also  we  readily 
acknowledge  the  limitations  of  methodology. 
What  is  most  obvious  or  what  is  most  uniform 
may  not  be  the  most  basic  or  important  factors. 
Psychologic  phenomena  are  multidetermined 
and  multifaceted.  In  spite  of  the  complexity 
of  the  material,  we  have  attempted  to  cull  from 
it  certain  data  which  will  permit  of  generalization, 
with  all  the  attendant  risks  thereof.  Our  data 
are  admittedly  incomplete,  and  the  reader  will 
undoubtedly  find  exceptions  in  his  own  experi- 
ence. All  but  one  of  our  patients  were  women, 
and  it  may  not  be  valid  to  apply  these  conclu- 
sions to  men,  whose  psychologic  development 
differs  in  many  important  ways.  We  protect 
ourselves  against  the  charge  of  unwarranted 
generalization  by  suggesting  that  our  thera- 
peutic recommendations  are  derived  from  and 
apply  to  the  considerable  group  of  colitis  patients 
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who  reveal  these  particular  psychologic  back- 
grounds. In  all  cases  psychologic  management 
must  still  be  individualized. 

We  have  been  most  impressed  with  the  nature 
of  the  relationship  that  existed  between  the 
patient  and  a parent,  almost  from  birth  on.  This 
important  parent  is  generally  the  mother  but 
may  be  father  or  any  other  adult  who  assumes 
the  mother  role  (this  will  be  assumed  when  we 
speak  of  mother  hereafter).  These  mothers 
themselves  are  often  emotionally  sick  people, 
occasionally  close  to  psychotic  or  actually  psy- 
chotic who  unconsciously  use  their  children  in  an 
attempt  to  resolve  their  own  difficulties  and 
satisfy  their  own  needs.  This  becomes  especially 
prominent  when  the  child’s  innate  behavior 
pattern  or  even  physical  appearance  threatens 
the  mother’s  modes  of  adjustment.  The  child 
becomes,  as  it  were,  an  appendage  of  the  mother 
in  a symbiotic  way,  an  attempt  on  the  part  of 
both  to  establish  a modus  vivendi.  Throughout  ’ 
mother’s  life  this  situation  exists  and  is  trans- 
ferred by  the  patient  to  the  other  relations  he 
establishes.  Such  a child  finds  himself  dependent 
for  his  satisfactions  on  the  vicissitudes  of  mother’s 
often  disturbed  behavior.  To  be  loved  depends 
on  the  success  the  child  has  in  satisfying  the 
mother’s  needs  and  demands,  which  often  are 
inconsistent.  “If  you  are  good,  mother  will 
love  you”  becomes  the  operational  formula,  where 
“good”  refers  to  the  child’s  success  in  pleasing 
mother  and  satisfying  her  needs.  This  makes  for 
a precarious  existence  for  the  child . F or  example, 
one  patient  told  how  her  mother  would  hold  her 
on  her  lap  and  say,  “You  don’t  love  your  mother, 
do  you?  If  you  did,  you  wouldn’t  behave  this 
way.”  The  little  girl  would  protest  her  love, 
but  the  mother  would  doggedly  persist  in  the 
accusation  until  the  little  girl  cried  in  despair  and 
begged  for  respite.  The  same  mother  would 
provoke  her  daughter  to  anger  at  the  father  by 
making  all  sorts  of  accusations  but  then  would 
upbraid  the  girl  for  disloyalty  if  she  expressed 
any  anger  toward  him.  In  another  case  the 
father  (who  played  this  role),  overtly  a compul- 
sively clean  man,  satisfied  his  own  neurotic 
interest  in  feces  by  compulsive  attention  to  his 
daughter’s  bowel  movements,  including  regular 
administration  of  enemas  and  castor  oil  but 
then  would  reject  her  violently  if  she  soiled  or  if 
she  resisted  his  ministrations.  Even  in  adult 
life  he  still  accused  her  of  deliberately  messing 
up  his  house  by  not  controlling  the  normal 
exuberance  of  her  three  year-old  daughter. 
Many  variations  on  this  theme  are  to  be  found. 
The  mother  may  express  her  own  sibling  rivalry 
by  provoking  similar  situations  among  her  own 
children  and  then  punishing  one  or  another 
child.  The  mother  imposes  her  own  burden  of 


guilt,  on  the  child,  and  she  punishes  the  child  for 
acting  out  her  own  forbidden  wishes.  The 
consequence  of  this  situation  is  that  the  child 
suffers  a rejection  if  its  expressions  and  needs  do 
not  coincide  with  the  mother’s  but  may  suffer 
a further  rejection  when  the  mother  becomes 
upset  about  her  own  impulses  as  expressed  by 
the  child.  This  leads  to  a serious  crippling  in 
development  and  maturation,  especially  as  it 
pertains  to  the  development  and  expression 
of  the  child’s  individuality.  It  is  difficult  for 
the  child  to  grow  away  from  such  a mother 
figure  for  it  is  as  if  the  child  literally  has  learned 
only  one  technic  of  adjustment,  a symbiotic  one 
with  this  particular  type  of  mother.  And  yet 
such  a child  is  constantly  subjected  to  frustration 
and  danger  of  rejection,  a separation  which  it 
cannot  tolerate. 

This  background  makes  understandable  the 
settings  in  which  the  disease  becomes  worse. 
One  common  denominator  is  any  situation  which 
threatens  a disruption  of  this  symbiotic  relation- 
ship, either  as  it  exists  directly  with  the  mother 
or  with  another  figure  with  whom  the  patient 
has  developed  a similar  relationship.  It  may 
be  an  intolerable  degree  of  rejection  by  this  per- 
son; or  their  illness,  death,  or  departure;  or 
the  growing-away  attempts  by  the  patient  (as 
with  adolescence,  marriage,  pregnancy) ; or 
the  threatened  outbreak  of  hostility  by  the  patient 
toward  this  object.  Lindemann,  for  example, 
found  bereavement  due  to  death,  rejection,  or 
disillusionment  with  a key  figure  as  the  precipita- 
ting psychologic  experience  in  75  of  87  patients 
with  ulcerative  colitis.5  Prugh,  reporting  on  12 
children,  mentions  precipitating  events  signifi- 
cant of  actual  or  threatened  severing  of  such  ties 
among  nine  patients.9  Among  our  16  cases  such 
a relationship  was  clear  in  1 1 . With  some  patients 
it  seemed  that  other  figures,  sometimes  the  other 
parent  or  a sibling,  provided  a buffer  of  protec- 
tion from  the  rejecting  parent,  and  it  was  the 
separation  from  this  person  which  was  the  precip- 
itating event. 

Psychologic  Management 

On  the  basis  of  the  material  so  far  presented, 
we  make  certain  suggestions  concerning  the 
psychologic  management  of  these  patients.  This 
will  take  into  account  the  psychologic  significance 
of  the  physical  process,  the  meaning  of  the 
precipitating  event,  and  the  characteristics  of 
the  early  child-parent  relationship.  In  approach- 
ing these  patients  we  emphasize  the  importance 
of  achieving  a correct  psychologic  relationship 
and  avoiding  a prematurely  direct  psychologic 
inquiry.  The  technic  of  interview  we  regard 
as  a cornerstone  of  the  approach  to  these  patients, 
many  of  whom  are  totally  unable  to  face  the 
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prospects  of  a psychiatric  interview  or  consulta- 
tion. They  are  somatically  oriented,  which  in 
itself  provides  them  with  an  important  line  of 
defense  against  facing  or  dealing  with  their 
disturbing  psychologic  conflicts.  I prefer  to  be 
introduced  to  these  patients  as  “a  doctor  who  is 
interested  in  patients  with  ulcerative  colitis.” 
I orient  the  first  interviews  around  the  somatic 
complaints  but  listen  for  and  follow  up  any 
reference  to  an  interpersonal  relationship  or  a 
psychologic  experience,  thus  allowing  the  patient 
to  bring  up  the  material  rather  than  confronting 
him  with  direct  or  intrusive  questions.  With 
time  and  patience,  careful  attention,  and  gentle 
inquiry,  it  is  usually  possible  to  elicit  in  the 
course  of  the  medical  history  the  important 
psychologic  facts  which  will  guide  the  physician 
in  achieving  the  therapeutically  correct  psycho- 
logic approach.  This  is  not  yet  psychotherapy 
consciously  entered  into  by  the  patient  but 
rather  the  application  of  a psychotherapeutic 
atmosphere  by  the  physician.  At  tunes  this 
moves  into  more  intensive  psychotherapy,  which 
is  the  province  of  the  professional  psychotherapist. 
The  seriously  ill  ulcerative  colitis  patient  is 
usually  in  no  position  to  face  his  psychologic 
problems  directly,  but  that  should  not  deter  the 
physician  from  utilizing  the  psychotherapeutic 
possibilities  of  the  doctor-patient  relationship 
until  the  patient  reaches  such  a point,  if  he  does. 

The  first  and  major  requirement  of  the  correct 
psychotherapeutic  approach  is  a vigorous  and 
conscientious  attention  to  the  physical  aspects 
of  the  disease.  This  includes  the  appropriate 
treatment  of  infection,  anemia,  dehydration, 
malnutrition,  etc.,  as  well  as  meticulous  atten- 
tion to  symptom  relief  wherever  possible.  This 
helps  to  minimize  some  of  the  psychologic  compli- 
cations stemming  from  the  physical  process 
and  to  assure  satisfaction  of  some  of  the  needs 
of  these  regressed  patients,  and  it  provides  an 
important  vehicle  for  the  establishment  of  a 
helpful  doctor-patient  relationship.  The  patient 
is  usually  “organically”  oriented  at  this  point 
and  more  able  to  establish  a relationship  with 
the  doctor  who  attends  to  these  needs  first. 
Hut  the  doctor  must  not  overlook  the  oppor- 
tunity during  this  period  to  open  channels  of 
communication  with  the  patient  by  being  a 
good  listener  and  observer  within  the  limits  of 
the  patient’s  capacity  to  relate.  With  allevia- 
tion of  some  of  the  physical  symptomatology, 
the  patient  gains  some  strength  to  face  problems. 

Xo  less  important  than  this  attention  to  the 
physical  aspects  is  the  attitude  and  behavior  of 
the  doctor  toward  the  patient.  The  general 
formulation  of  the  parent-child  relationship 
among  these  patients  offers  a guide  for  a first 
approach  to  what  this  attitude  should  be. 


Obviously,  however,  the  physician  is  in  a vastly 
more  secure  position  if  he  is  able  to  supplement 
the  information  by  direct  contact  with  the  patient 
and  family,  and  he  must  devise  an  approach 
according  to  the  individual  and  situation.  But. 
in  general,  the  points  which  we  will  now  list  prove 
a reasonably  safe  guide: 

1 . The  doctor  should  make  every  effort  to  be 
consistent,  predictable,  and  reliable.  This  in- 
cludes every  aspect  of  his  behavior.  A general, 
attitude  of  calmness,  self-confidence,  optimism, 
and  conscientiousness  is  important,  as  is  a capac- 
ity to  deal  with  the  vicissitudes  of  the  patient’s 
affect  and  behavior  with  equanimity.  The 
patient  must  feel  that  the  doctor  is  available  to 
him  and  will  not  disappoint  him.  Sitting  down  at 
the  bedside  rather  than  standing,  even  if  only 
briefly,  enhances  the  atmosphere  of  exclusive 
interest  in  the  patient,  as  does  seeing  the 
patient  alone,  without  the  usual  retinue  of  doctor 
and  nurses.  Frequent  visits,  even  if  brief,  at 
predictable  and  arranged  times  help  to  secure 
this  feeling.  If  the  doctor  cannot  keep  an 
appointment  or  is  delayed,  word  should  be  gotten 
to  the  patient.  If  the  doctor  must  be  away, 
the  patient  should  be  prepared  well  in  advance 
and,  if  necessary,  a substitute  provided  to  cam- 
on  in  his  absence,  even  if  only  for  a day.  A 
doctor  should  not  undertake  the  care  of  a colitis 
patient  unless  he  can  be  reasonably  sure  of  being 
able  to  see  the  case  through.  These  patients, 
especially  when  very  sick,  literally  live  in  dread 
and  expectation  of  rejection  and  desertion  by 
the  important  figures,  and  the  doctor,  above  all, 
must  avoid  subjecting  the  patient  to  such  an 
experience.  Over  and  over  again  I have  seen 
an  exacerbation  of  symptoms  follow  promptly 
such  a disappointment  of  the  patient  by  the 
doctor,  and  often  the  doctor  has  no  idea  of  the 
tremendous  impact  on  the  patient  of  some  minor 
failure  on  his  part.  In  my  experience,  to  be 
consistent,  reliable,  and  predictable  are  the 
cornerstones  of  the  correct  psychotherapeutic 
attitude.  This  is  usually  just  what  the  patient 
felt  the  parent  was  not. 

2.  Personal  attention  to  food,  eating,  drugs, 
and  other  physical  care  are  very  important. 
Above  and  beyond  the  nutritional,  pharmacologic, 
or  physical  aspects  of  these  measures  are  the 
psychologic  aspects.  Food  which  the  patient 
likes  or  which  is  positively  invested  emotionally 
or  which  is  associated  in  the  patient’s  mind  with 
the  good,  giving  doctor  is  often  much  better 
tolerated  than  food  which  is  considered  only 
from  the  point  of  view  of  blandness  to  the 
intestinal  tract.  I have  repeatedly  found  food 
idiosyncracies  among  these  patients  to  be  related 
to  psychologic  conditioning  and  to  disappear 
when  the  same  food  l>ecomes  associated  with  the 
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doctor.  I have  not  hesitated  at  times  to  give 
these  patients  bland  or  even  inactive  medications 
by  mouth  or  injection  and  to  personalize  it 
further  by  instructing  the  nurse  to  tell  the  patient 
with  each  administration,  “This  is  the  medicine 
Dr.  Engel  ordered.”  Back  rubs,  hot  water 
bottles,  abdominal  binders,  and  a host  of  similar 
( levices  may  be  used  in  the  same  way  to  emphasize 
the  physician’s  attention  to  the  patient’s  needs. 

3.  In  the  hospital  the  physician  represents 
only  one  of  a number  of  people  who  are  involved 
in  the  care  of  the  patient,  and  actually  his  con- 
tacts with  the  patient  may  be  the  briefest.  The 
physician  must,  therefore,  also  assume  responsi- 
bility for  the  behavior  of  the  resident  staff, 
the  nurses,  attendants,  dieticians,  and  others 
having  contact  with  the  patient.  He  must  spend 
time  with  many  of  these  personnel,  clarifying 
for  them  the  needs  of  the  patient  and  the  physi- 
cian’s expectation  as  to  their  roles.  Nurses, 
especially,  have  the  greatest  contact  with  the 
patient  and,  if  not  properly  instructed  or  if  not 
emotionally  secure  with  these  regressed,  provoca- 
tive, soiling  patients,  can  easily  undo  the  doctor’s 
best  efforts.  Warm,  maternal,  comfortable 
nurses  often  are  a greater  asset  than  nurses  with 
high  professional  competence  who  lack  such 
qualities.  The  physician  has  to  be  the  executive 
head  in  the  hospital  setting.  He  must,  at  times, 
take  the  patient’s  side  in  dealing  with  other, 
personnel,  even  to  the  extent  of  dismissing  them 
from  further  contact  with  the  patient.  By 
having  discussed  some  of  the  special  issues  in- 
volved beforehand,  unpleasant  personnel  prob- 
lems are  more  easily  avoided. 

Other  problems  in  the  hospital  have  to  do 
with  conflicts  with  administrative  policies  or 
rivalry  with  other  patients.  Here  again  the 
physician  may  have  to  do  diplomatic  spade  work 
to  modify  policies  in  the  interest  of  the  patient 
or  to  reduce  their  impact  on  the  patient  if  this 
is  not  possible  Particularly  in  shared  rooms, 
care  must  be  taken  not  to  put  the  ulcerative 
colitis  patient  in  with  a patient  who  is  sicker, 
more  demanding,  or  who  has  more  attentive 
visitors. 

4.  The  physician’s  relationship  with  the 
family  is  more  difficult  to  discuss.  One  must 
avoid  overidentifying  with  the  patient  and  assum- 
ing a hostile  or  condemning  attitude  toward  the 
family.  One  must  not  ignore  the  mutual  and 
symbiotic  needs  between  members  of  the  family 
and  the  danger  inherent  in  forcing  a separation. 
At  the  same  time,  the  doctor  can  at  times  act 
as  a buffer  between  patient  and  family  and 
thereby  reduce  the  tension.  Also  he  may  help 
to  alleviate  some  of  the  feelings  of  the  family 
member  who  experiences  guilt  when  the  patient 
is  seriously  ill  The  whole  matter  of  handling 


the  family  is  one  which  requires  a great  deal  more 
attention  and  has  promise  as  a therapeutic- 
lever. 

With  such  an  approach,  and  particularly  as 
some  of  the  more  acute  physical  symptoms 
begin  to  subside,  the  patient  usually  becomes 
more  inclined  to  talk  and  express  feelings.  It 
is  here  that  knowledge  of  the  usual  nature 
of  the  precipitating  circumstance,  essentially 
a bereavement,  is  important.  Lindemann  has 
laid  great  stress  on  approaching  the  situation  as 
one  does  acute  grief.5  One  avoids  probing, 
and  one  avoids  confronting  the  patient  with 
feelings  that  he  does  not  overtly  express,  as,  for 
example,  hostility  toward  the  mother.  On  the 
other  hand,  if  the  patient  expresses  feelings 
toward  a peripheral  person,  a nurse  or  another 
patient,  and  recognizes  increase  in  symptoms  to 
follow  this,  it  sometimes  can  be  mentioned  to  the 
patient  with  beneficial  effect.  Here  the  effort  is 
to  permit  the  patient  the  expression  of  feeling 
without  guilt.  This  is  particularly  likely  to  help 
if  the  object  of  the  feeling,  a nurse  for  example, 
can  be  helped  to  accept  the  expression  of  the  feel- 
ing without  retaliation.  By  and  large,  one  tends 
to  side  with  the  patient  and  not  bring  up  material 
beyond  what  the  patient  does.  The  patient  who 
wants  to  push  ahead  in  exploring  feelings  and 
who  recognized  a connection  between  feelings 
and  diarrheal  symptoms  is  usually  ready  for 
more  intensive  psychotherapy,  and  it  is  at  this 
point  that  such  a specialist  may  be  introduced. 

We  make  no  claim  that  the  technic  we  suggest 
provides  a ready  and  simple  answer  to  the  prob- 
lem of  the  management  of  the  sick  patient  with 
ulcerative  colitis.  Not  only  is  it  based  on  broad 
generalizations,  some  of  which  may  prove  unten- 
able, but  also  there  are  too  many  variables  in  the 
hospital  setting,  the  family  structure,  and  our 
own  personalities  that  may  frustrate  our  best  in- 
tentions. Yet  attention  to  these  aspects  of  the 
disease  has,  in  our  experience,  proved  helpful  in 
seeing  most  patients  through  the  acute  phase  of 
the  illness.  Some  patients  are  too  sick,  physically 
and  psychologically,  and  recourse  must  be  had  to 
surgery  or  to  the  more  radical  psychologic  ap- 
proaches, such  as  that  used  by  Margolin.18 

But  even  among  the  patients  who  do  well,  the 
very  procedure  we  suggest  may  carry  with  it  the 
seed  of  its  own  undoing.  Some  patients,  beyond 
a certain  point,  are  no  longer  able  to  accept  such 
conscientious  help  from  the  physician.  After  an 
initial  period  of  improvement,  the  patient  not. 
only  suddenly  begins  to  get  worse  but  also  quite 
obviously  withdraws  from  the  doctor.  We  have 
found  two  important  elements  leading  to  such  an 
impasse.  One  is  that  the  patient,  feeling  more 
and  more  indebted  and  dependent  upon  the  doc- 
tor, experiences  too  much  guilt  when  any  hostile 
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feelings  toward  the  doctor  develop.  No  doctor 
can  possibly  conduct  himself  in  such  a way  that 
he  does  not  at  times  mobilize  realistic  or  neurotic 
anger  by  the  patient.  The  doctor  must  be  alert 
to  such  developments  and  must  help  the  patient 
to  recognize  these  feelings,  and  he  himself  must 
be  able  to  accept  them.  When  successful,  such  a 
maneuver  may  have  very  significant  therapeutic 
value.  The  second  problem  arises  from  the  pa- 
tient’s mounting  tension  in  anticipation  of  the 
rejection  or  frustration  that  always  came  at 
mother’s  hand.  The  doctor’s  behavior,  so  to 
speak,  is  “too  good  to  be  true,”  and  the  patient 
begins  to  withdraw  from  or  to  provoke  the  doctor 
in  order  to  ward  off  the  pain  of  the  anticipated 
sudden  rejection.  This  may  be  associated  with 
exacerbation  of  symptoms  and  is  a source  of  dis- 
illusionment to  the  physician  who  was  just  de- 
veloping confidence  in  his  approach.  In  the 
hands  of  the  general  physician,  this  situation  is 
best  met  by  an  intensification  of  the  consistent 
psychotherapeutic  attitude  which  we  have  out- 
lined. When  the  patient  turns  his  back  on  the 
physician,  the  latter  should  not  respond  by  walk- 
ing out  but  should  sit  down  and  spend  more  time, 
even  if  the  patient  will  not  communicate.  A 
reaffirmation  of  interest  and  a definite  arrange- 
ment to  see  the  patient  again  is  of  value.  This  is 
often  a crucial  point  in  the  management,  both  for 
patient  and  physician,  one  at  which  our  best 
efforts  may  fail.  Recourse  to  surgery  is  often 
necessary  at  such  times,  but  even  here  one  must 
keep  in  mind  the  fact  that  the  patient  may  solicit 
surgery  as  part  of  his  withdrawal  from  the  doctor, 
and,  at  times,  as  a self-destructive  act.  Such  pa- 
tients see  the  surgery  not  as  a curative  procedure 
but  as  the  means  of  their  own  destruction.  They 
occasionally  openly  acknowledge  the  suicidal 
wish  hidden  behind  the  acceptance  of  surgery, 
and  there  is  reason  to  believe  that  the  patient 
submitting  to  surgery  under  such  circumstances 
has  a poorer  prognosis.  Such  a suicidal  solution 
by  the  patient  may  thwart  every  effort  of  the 
physician  and  surgeon  and  should  therefore  be 
regarded  as  an  ominous  sign.  Clinical  signs  of  de- 
pression, disinterest  in  survival,  and  direct  suici- 
dal preoccupation  should  be  considered  urgent 
indications  for  psychiatric  help,  even  though  it  is 
far  from  ideal  to  introduce  the  psychiatrist  only 
after  things  have  reached  such  a desperate  im- 
passe. The  anaclitic  technic  of  Margolin18  and 
other  special  technics  may  prove  lifesaving. 
ACTH  may  turn  the  tide  sufficiently  to  permit 
some  level  of  psychotherapy,  now  preferably  in 
the  hands  of  a skilled  therapist. 

Intensive  Psychotherapy 

Our  discussion  so  far  has  concerned  the  psycho- 
logic aspects  of  the  management  by  the  general 


physician  of  the  seriously  sick  patient  with  ulcer- 
ative colitis.  We  have  intentionally  not  dis- 
cussed the  more  formal  aspects  of  psychotherapy, 
but  it  may  be  pertinent  to  mention  without  any 
discussion  some  criteria  which  we  have  found 
helpful  in  indicating  which  patients  are  suitable 
for  more  intensive  psychotherapy,  including 
psychoanalysis. 

1.  The  patient  who  early  in  the  course  of  the 
type  of  management  we  have  just  described  be- 
gins to  speak  spontaneously  of  psychologic  prob- 
lems and  notes  a relationship  between  exacerba- 
tions of  symptoms  and  feelings  and  the  patient 
who  begins  to  relate  how  an  event  in  the  hospital 
or  a conflict  with  a member  of  the  family  exacer- 
bated symptoms  are  often  approaching  the  point 
where  a psychiatric  referral  may  be  made. 

2.  The  patient  who  falls  ill  under  an  obviously 
serious  stress  and  who  has  had  a relatively  suc- 
cessful life  experience  up  to  this  point  offers  a 
more  hopeful  prognosis  for  successful  psycho- 
therapy. 

3.  The  patient  whose  current  life  situation 
and  current  adult  family  is  significantly  different, 
in  a positive  sense,  from  his  childhood  situation 
has  greater  sources  of  strength  in  his  real  world 
which  can  be  exploited  in  service  of  maturation. 
Conversely,  the  patient  whose  current  life  situa- 
tion is  very  unfavorable  will  have  significant  bar- 
riers to  his  attempts  to  achieve  a more  mature 
relation  with  the  figures  of  his  childhood.  The 
patient  who  has  duplicated  his  childhood  situa- 
tion in  his  marriage,  for  example,  is  a poor  risk. 

4.  The  patient  who  is  able,  even  when  sick,  to 
express  some  feelings  about  key  people  often  re- 
veals a greater  capacity  to  deal  with  these  feel- 
ings at  a verbal  or  behavioral  level  and  therefore 
may  do  well. 

5.  Purely  empirically,  we  have  observed  that 
patients  who  give  a history  of  headaches  before 
the  onset  of  colitis  have  a better  prognosis.  With 
the  disappearance  of  the  colitis,  headaches  re- 
turn. Indeed,  in  some  cases  the  development  of  a 
headache  has  invariably  heralded  the  end  of  the 
colitis  attack.  The  explanation  of  this  phenome- 
non is  not  yet  evident,  and  it  will  be  the  subject 
of  further  discussion  in  a later  communication.19 

Needless  to  say,  the  psychiatrist  and  not  the 
general  physician  makes  the  judgment  as  to  the 
treatability  of  the  patient.  But  the  above  points 
offer  a guide  to  the  physician  as  to  which  pa- 
tients might  be  referred  to  a psychiatrist  and 
when. 
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THE  MANAGEMENT  OF  MASSIVE  HEMORRHAGE  FROM 
GASTRODUODENAL  ULCERATION 

William  F.  Lipp,  M.D.,  Elmer  Milch,  M.D.,  and  A.  H.  Aaron,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Medicine  of  the  University  of  Buffalo  School  of  Medicine  and  the 
Buffalo  General  Hospital) 


IT  IS  estimated  that  in  approximately  25 
per  cent  of  patients  with  peptic  ulcer  hemor- 
rhage of  varying  degrees  will  occur.  Inasmuch 
as  bleeding  of  a moderate  degree  or  less  is  ordi- 
narily controlled  with  institution  of  the  early 
feeding  regimen  introduced  by  Meulengracht1 
in  1933  or  a modification  thereof,  it  is  appropriate 
that  our  attention  and  efforts  should  be  directed 
towards  the  problems  surrounding  the  manage- 
ment of  so-called  massive  hemorrhage  which  is 
often  associated  with  a high  mortality  rate. 
According  to  our  definition,  massive  hemorrhage 
is  severe  continuing  hemorrhage  into  the  upper 
gastrointestinal  tract  with  an  exhibition  of  the 
classic  picture  of  collapse:  pallor,  sweating,  air 
hunger,  hypotension,  tachycardia,  acute  anemia, 
diminished  blood  volume,  and  reduced  hemato- 
crit. The  red  blood  cell  count  is  usually  below 
2,500,000  per  cu.  mm.  However,  in  several 
instances  in  our  group  of  cases  death  occurred 
in  patients  with  erythrocyte  counts  of  more  than 
; 3,000,000  per  cu.  mm.  It  must  be  remembered 
that  the  values  of  the  laboratory  determinations 
such  as  the  red  blood  cell  count,  hemoglobin, 
hematocrit,  and  blood  volume  do  not  always 
furnish  an  accurate  index  of  the  severity  of  the 
bleeding,  while  careful  and  frequently  repeated 
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observations  of  the  clinical  picture  with  its 
changing  manifestations  do  have  reliable  prognos- 
tic value. 

Massive  hemorrhage  is  a major  disaster,  and  a 
satisfactory  standard  method  of  management 
has  not  as  yet  been  evolved.  With  any  form  of 
treatment  it  is  to  be  expected  that  some  patients 
will  die.  It  has  been  pointed  out  before  that 
there  are  only  three  basic  forms  of  therapy,  and 
only  the  first  two  of  these  will  provide  data  of 
real  comparative  value:  (1)  All  patients  may  be 
treated  on  a conservative  medical  regimen;  (2) 
all  patients  may  be  treated  with  gastric  resection, 
and  (3)  an  attempt  can  be  made  to  select  those 
patients  to  be  treated  by  either  medical  or  sur- 
gical methods.  Each  plan  of  treatment  has  some 
advantages  and  certain  limitations. 

As  practitioners,  it  is  necessary  for  us  to  adopt 
a realistic  and  practical  attitude  towards  the 
management  of  massive  hemorrhage  so  that  when 
the  catastrophe  occurs  we  will  be  decisive  in 
our  action  and  not  doubtful  or  wavering.  At 
the  present  time  we  believe  that  in  the  majority 
of  instances  this  usually  critical  state  will  respond 
to  intensive  medical  treatment  consisting  of 
massive  and  continuous  multiple  transfusions, 
oxygen,  and  opiates;  that  in  a certain  small 
group  of  patients  surgical  intervention  with  gas- 
tric resection  will  be  required ; and  that  members 
of  this  group  can  be  rather  readily  determined 
through  their  failure  to  respond  to  transfusion.2 
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The  strength  of  such  a position  is  further  en- 
hanced by  its  general  applicability  throughout  the 
country. 

During  the  past  several  years  there  have  been 
innumerable  reports  concerning  the  management 
of  massive  hemorrhage  from  peptic  gastroduodenal 
ulceration.  Many  of  these  have  supported  medi- 
cal treatment,  while  some  have  favored  early 
surgical  intervention.  It  is  now,  as  it  has  been 
in  the  past,  our  contention  that  the  persistent 
controversy  between  medical  and  surgical  forms 
of  treatment  not  only  is  unnecessary  but  is 
misleading  to  the  practitioner.  The  usefulness 
of  both  forms  of  therapy  must  be  apparent  to 
anyone  called  on  to  treat  large  groups  of  bleeding 
patients.  Although  it  is  well  known  that  the 
majority  of  patients  with  hemorrhage  will 
respond  to  conservative  medical  treatment,  a 
certain  number  who  have  bleeding  lesions  that  are 
susceptible  to  surgical  treatment  will  not  survive. 
On  the  other  hand,  because  of  the  relatively 
high  mortality  rate  of  early  gastric  resection, 
even  in  competent  hands  with  highly  specialized 
facilities,  the  routine  use  of  this  operation  cannot 
be  considered  the  treatment  of  choice  in  massive 
hemorrhage  at  the  present  time. 

It  should  be  remembered  that  operative  inter- 
vention requires  a team  of  six  to  eight  highly 
trained  persons,  painstaking  preoperative  prep- 
aration, and  postoperative  care  including  labora- 
tory studies,  a skilled  surgeon,  resident,  and 
nursing  staff,  and  adequate  supplies  of  blood. 
And  in  the  majority  of  instances  this  intensely 
coordinated  activity  will  take  place  during  the 
night  when  bleeding  so  frequently  occurs.  Fur- 
thermore, acceptance  of  the  concept  of  early 
gastric  resection  requires  the  security  of  the  cor- 
rect diagnosis,  and  this  is  not  always  apparent. 
Although  the  probability  of  peptic  ulcer  is  great 
(approximately  80  to  85  per  cent  of  patients  with 
massive  hemorrhage)  and  the  diagnosis  is  usually 
evident,  there  are  other  sources  of  bleeding  in 
which  emergency  operative  procedures  may  not 
be  indicated.  Moreover,  it  is  not  generally 
appreciated  that  successful  surgical  intervention 
requires  considerable  surgical  treatment,  such 
as  the  removal  of  the  ulcer  (the  point  of  bleeding) 
as  part  of  the  gastric  resection.  This  can  often 
be  technically  difficult  and  sometimes  impossible. 
It  should  be  at  once  obvious  that  such  a service 
is  not  generally  available.  Nevertheless,  it  is 
to  be  hoped  that  studies  in  this  direction  will 
be  continued  because  they  do  much  to  illuminate 
the  problem  of  the  treatment  of  massive  hemor- 
rhage. From  these  studies,  such  as  those  of 
Stewart,3  much  valuable  information  has  resulted. 
The  use  of  large  amounts  of  blood  has  been 
emphasized  and  encouraged ; it  has  been  demon- 
strated that  high  resection  can  bo  performed  with 


relative  safety  in  seriously  ill  patients.  The 
provocative  and  controversial  question  has  been 
raised  of  whether  all  hemorrhage  patients  should 
not  be  admitted  on  surgical  services  where  experi- 
ence in  transfusion  and  other  emergency  measures 
are  more  readily  available.  Of  course,  this  last 
point  should  not  operate  to  the  detriment  of  the 
intimate  surgeon-internist  cooperation  which  is 
essential  to  the  successful  care  of  the  bleeding 
patient.  With  more  experience  it  is  likely  that 
a reduction  in  surgical  mortality  rates  will  occur, 
thus  permitting  the  operation  of  gastric  resection 
to  be  more  widely  used  as  a method  to  attack 
the  bleeding  at  its  source.  No  one  can  deny 
that  local  control  with  mechanical  measures 
is  the  most  efficient  means  of  arresting  hemor- 
rhage in  whatever  part  of  the  body  it  may  occur-. 

In  dew  of  the  relative  success  of  conservative 
medical  management  and  because  of  the  definite 
need  of  gastric  resection  in  certain  patients  who 
fail  to  respond  to  medical  treatment,  it  is  our 
continuing  belief  that  the  plan  of  treatment 
must  be  individualized  to  fit  the  special  needs 
of  the  patient.  The  many  reports  that  have 
appeared  in  recent  years  with  mortality  figures, 
cited  as  evidence  favoring  one  method  of  treat- 
ment over  the  other  and  with  generalizations 
and  conclusions  drawn  from  series  of  patients, 
become  grossly  inadequate  when  one  is  confronted 
with  a patient  with  massive  hemorrhage.  The 
individual  patient  remains  an  individual  prob- 
lem in  management  in  spite  of  classifications 
and  criteria.  This  is  as  it  should  be,  for  the 
fundamental  weakness  in  the  study  of  any  large 
series  of  patients  is  the  failure  to  take  into  con- 
sideration the  extremely  variable  and  the  fre- 
quently unpredictable  reaction  of  individual 
patients  to  hemorrhage,  and  this  is  due  largely 
to  the  rate  of  blood  loss.  Unfortunately  the 
reports  in  the  literature  cannot  be  compared 
because  there  Is  lack  of  uniformity  in  the  classi- 
fication of  bleeding  patients  and  because  the 
interpretation  of  the  term  massive  hemorrhage 
varies  from  group  to  group.  There  is  little 
doubt  that  it  is  frequently  difficult,  if  not  impossi- 
ble, to  segregate  patients  on  the  basis  of  any 
selected  criteria.  The  same  data  are  susceptible 
to  various  interpretations  by  different  examiners, 
and  eve,n  unintentional  statistical  manipulation 
may  occur,  resulting  in  unreliable  analysis.  For 
instance,  statistics  based  on  the  results  of  con- 
servative plans  of  treatment  would  be  reliable 
only  if  all  patients  were  treated  medically.  But 
obviously  there  will  be  some  patients  who, 
because  of  unsatisfactory  progress  and  failure  of 
response,  will  be  referred  for  emergency  resection, 
perhaps  in  a moribund  state.  The  evaluation 
of  the  results  of  routine  surgical  management  is 
more  reliable,  although  it  is  quite  prohable  that 
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some  of  the  operated  patients  would  have  recov- 
ered on  a medical  regimen.  And  if  the  third 
plan  of  management  is  employed,  that  based  upon 
the  concept  of  selection,  it  is  impossible  to  obtain 
reliable  data  indicating  the  advantages  of  one 
form  of  treatment  over  the  other.  It  has  been 
suggested  before4  that  mortality  statistics  for 
hemorrhage  should  be  the  “hospital  rate”  of 
both  medical  and  surgical  services  combined. 
We  are  further  convinced  that  it  is  this  variation 
in  the  inclusion  and  exclusion  of  cases,  and  not 
necessarily  the  particular  method  of  treatment 
employed,  that  has  led  to  the  discrepancies  in 
mortality  figures  which  range  from  2.5  to  40 
per  cent. 

On  the  basis  of  our  own  experience,  which  is  in 
keeping  with  that  of  others,  there  are  four  cate- 
gories of  patients  who  require  special  observation 
because  a high  mortality  may  be  anticipated: 
(1)  patients  in  older  age  groups,  (2)  patients  in 
whom  hematemesis  occurs  for  it  usually  indicates 
sudden  and  massive  expulsion  of  blood  into  the 
upper  gastrointestinal  tract,  (3)  patients  in  whom 
hemorrhage  recurs  while  under  observation  and 
medical  treatment,  and  (4)  patients  who  have 
any  of  several  additional  diseases  (portal  cirrhosis, 
essential  hypertension,  or  cardiac  failure). 
Patients  subscribing  to  any  of  these  conditions 
will  need  frequent  and  careful  observation  for  it 
is  probable  that  surgical  intervention  will  be 
mandatory. 

Results  of  Medical  Management 

During  the  years  1938  to  1949  there  were  101 
patients  admitted  to  the  Buffalo  General  Hospital 
who  could  reasonably  be  considered  to  have 
massive  hemorrhage  of  less  than  one-week 
duration,  although  even  this  attempt  at  segrega- 
tion may  be  open  to  some'  question.2  Conserva- 
tive medical  management  was  employed  in  all 
instances.  Fifteen  deaths  occurred,  all  in  men, 
a mortality  rate  of  14.8  per  cent. 

The  study  can  be  subdivided  into  two  six- 
year  periods  (Table  I).  In  the  first  period  (1938- 
1943)  there  were  40  cases  with  ten  deaths,  a 
mortality  rate  of  25  per  cent;  in  the  second  period 
(1944-1949)  there  were  61  cases  with  five  deaths, 
a mortality  rate  of  8.2  per  cent.  A brief  analysis 
of  the  deaths  is  shown  in  Table  II.  It  will  be 
noted  that  in  the  first  period  (1938-1943),  seven 
of  the  ten  patients  were  over  fifty  years  of  age, 
and  of  these  six  were  aged  sixty  or  more.  Three 
patients  had  associated  diseases  (two  portal 
cirrhosis  and  one  pneumonia) ; one  man  collapsed 
and  died  suddenly  after  radiographic  examination 
of  the  stomach  and  duodenum.  However,  in  all 
seven  died  (including  three  patients  under  fifty 
years  of  age)  of  hemorrhage  alone. 

In  the  second  period  (1944-1949),  all  five 


TABLE  I. — Results  of  Medical  Management  in  101 
C A8Es  of  Massive  Hemorrhage  (1938-1949) 


Period 

Number 

of 

Cases 

Deaths 

Mortality 
(Per  Cent) 

1938-1943 

40 

10 

25.0 

1944-1949 

61 

5 

8.2 

Total 

101 

15 

14.8 

Table  II. — Analysis  of  15  Deaths  Occurring  in  101 
Cases  of  Massive  Hemorrhage 


Age 

Sex 

Remarks 

74 

M 

1938-1943  (10  Cases) 

Improving;  sudden  exsanguination 

74 

M 

Died  within  24  hours 

66 

M 

62 

M 

Portal  cirrhosis 

61 

M 

Portal  cirrhosis;  died  in  3 hours 

60 

M 

Death  followed  x-rav  examination 

51 

M 

Pneumonia 

49 

• M 

48 

M 

31 

M 

78 

M 

1944-1949  (5  Cases) 
Hypertension,  nephrosclerosis 

74 

M 

Arteriosclerosis,  peripheral  vascular 

71 

M 

occlusion 

69 

M 

Sudden  exsanguination  while  under  ob- 

51 

M 

servation 
Portal  cirrhosis 

patients  who  died  were  over  fifty  years  of  age, 
and  of  these  four  were  over  sixty  and  three  over 
seventy  years  of  age.  Three  of  these  five  patients 
had  additional  diseases  (one  hypertension,  one 
portal  cirrhosis,  and  one  advanced  generalized 
arteriosclerosis  with  peripheral  vascular  occlusion 
and  gangrene).  One  of  the  two  patients  dying 
of  bleeding  alone  had  a single  sudden  massive 
hemorrhage  while  in  the  hospital  for  treatment 
of  intractable  ulcer. 

It  is  evident  that  when  adequate  medical  ther- 
apy is  given,  it  is  less  usual  for  patients  to  die  of 
hemorrhage  alone,  and  frequently  there  is  a 
coexisting  disease. 

Statistics  relative  to  conservative  treatment 
after  1949  will  not  be  available,  because  since 
that  year  we  have  employed  the  selection  princi- 
ple to  be  described  later. 

The  chief  factor,  we  believe,  that  will  explain 
the  decrease  in  the  mortality  rate  from  25  to  8.2 
per  cent  is  the  more  liberal  use  of  transfusions. 
Of  course,  it  is  reasonable  to  assume  that  the 
patients  in  the  later  period  had  the  advantages 
of  the  application  of  more  recent  medical  knowl- 
edge, closer  observation,  and  the  wider  use  of 
laboratory  studies.  If  the  mortality  rate  for 
patients  with  hemorrhage  who  are  under  modern 
medical  management  is  between  8 and  9 per  cent, 
it  is  difficult  to  justify  abandonment  of  such  a 
successful  form  of  therapy.  It  is  reasonable  to 
expect  that  deaths  will  continue  to  occur  in 
patients  of  advanced  years  with  coexisting 
diseases.  Yet  it  is  obvious  that  certain  of  the 
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deaths  could  have  been  and  can  be  prevented  by 
radical  surgical  intervention  with  gastric  resec- 
tion. It  has  already  been  pointed  out  that  many 
of  the  suggested  criteria  for  operative  interven- 
tion are  inadequate  and  difficult  to  apply  in  the 
individual  case.  However,  there  is  one  criterion 
that  is  not  only  relatively  reliable  but  also  availa- 
ble for  general  application,  and  that  is  the  “test 
of  transfusion.” 

Test  of  Transfusion 

The  recognition  of  the  prognostic  value  of 
the  response  to  blood  transfusion  is  not  new,  and 
it  is  our  chief  purpose  to  describe  a plan  of  selec- 
tion which  has  proved  generally  successful,  practi- 
cal, and,  most  important,  available  in  most 
institutions.  The  decision  to  operate  is  based 
upon  the  utilization  of  clinical  manisfestations 
rather  than  the  results  of  laboratory  determina- 
tions. The  regimen  implies  close  hour-to-hour 
observation. 

The  patient  who  has  massive  continuing  hemor- 
rhage with  the  classic  picture  of  collapse  should 
immediately  have  multiple  transfusions  in  addi- 
tion to  the  usual  supportive  therapy  (oxygen, 
nasogastric  drainage,  and  opiates)  with  as 
much  as  2,000  cc.  of  blood  being  administered 
in  an  hour  if  necessary.  At  the  end  of  three 
hours  of  this  treatment,  if  there  is  no  apprecia- 
ble clinical  improvement  in  the  patient  as  indi- 
cated by  a rise  in  blood  pressure,  reduction  in 
pulse  rate,  and  disappearance  of  air  hunger,  the 
patient  is  a candidate  for  immediate  operative 
intervention  inasmuch  as  it  is  apparent  that  he  is 
losing  blood  as  rapidly  as  it  is  being  replaced. 
Of  course,  if  this  persists  for  a few  more  hours,  the 
shock  state  will  become  irreversible  so  that  resec- 
tion cannot  save  the  patient. 

However,  if  at  the  end  of  three  hours  clinical 
improvement  is  manifested,  the  treatment  is 
continued,  and  at  the  end  of  six  hours  blood 
replacement  is  interrupted  and  the  patient 
carefully  watched  for  further  evidence  of  bleed- 
ing. If  the  patient  once  again  starts  to  bleed 
massively,  transfusions  are  again  inaugurated, 
and  surgical  operation  is  performed  at  once. 
However,  if  the  patient  does  not  show  evidence 
of  massive  bleeding  after  discontinuance  of  trans- 
fusion, the  medical  plan  of  treatment  is  continued 


with  close  observation.  Under  this  regimen  as 
much  as  5 L.  (5,000  cc.)  of  blood  may  be  adminis- 
tered in  the  six-hour  period.  It  is  at  once  obvious 
that  the  success  of  such  a plan  will  depend  upon 
close  cooperation  between  internist  and  surgeon 
with  hourly  observation  of  the  severely  bleeding 
patient. 

Since  1949,  12  patients,  all  in  older  age  groups, 
have  been  subjected  to  gastric  resection  after 
having  failed  to  meet  the  transfusion  test.  There 
was  one  postoperative  death,  a mortality  rate 
for  surgical  intervention  of  8.3  per  cent. 

Summary  and  Conclusions 

1.  The  continuing  controversy  between  pro- 
ponents of  medical  and  surgical  forms  of  treat- 
ment for  massive  hemorrhage  is  both  unnecessary 
and  the  cause  of  real  confusion.  Neither  routine 
medical  nor  routine  surgical  care  is  at  present  de- 
sirable. Both  methods  of  treatment  possess  areas 
of  usefulness  as  well  as  certain  disadvantages. 
For  obvious  reasons  the  plan  of  therapy  must  be 
individualized  to  fit  the  special  needs  of  the 
patient 

2.  The  majority  of  patients  with  acute  mas- 
sive hemorrhage  will  respond  to  conservative 
medical  treatment  which  emphasizes  the  liberal 
use  of  blood. 

3.  Higher  mortality  rates  are  associated  with 
those  patients  of  advanced  years,  those  in  whom 
hematemesis  occurs,  those  who  bleed  while  under 
observation  and  medical  treatment,  and  those 
with  additional  serious  diseases,  such  as  portal 
cirrhosis  and  hypertension. 

4.  A method  of  selection  of  those  patients  re- 
quiring gastric  resection,  based  upon  the  re- 
sponse to  transfusion,  has  been  outlined.  Such  an 
approach  to  the  problem  of  massive  hemorrhage 
possesses  the  additional  advantage  of  being  avail- 
able for  general  application. 
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Two  things  are,  essential  to  a restful  holiday.  The  first  is  not  to  possess  a map.  The  second 
is  not  to  possess  a car. — Robert  Lynd 
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ULCERATIVE  colitis  is  a disease  of  unknown 
etiology  with  a characteristic  pathologic 
picture  and  a pronounced  tendency  toward 
chronicity.  In  the  absence  of  specific  therapy,  the 
management  of  the  severe  forms  of  this  disorder 
taxes  the  resources  of  the  physician  to  the  utmost. 
The  treatment  of  the  patient  during  periods  of 
exacerbation  is  essentially  supportive  in  character 
with  the  expectation  that  in  most  instances  re- 
mission will  occur  after  varying  periods  of  time. 
In  the  present  paper  the  chief  measures  which  are 
available  for  such  supportive  therapy  will  be  dis- 
cussed. 

From  the  standpoint  of  management  it  is  use- 
ful to  distinguish  between  several  degrees  of 
severity  of  the  disease.  In  the  milder  form  the 
patient  is  ambulatory  and  usually  complains  of 
mild  or  moderate  diarrhea  with  or  without  bleed- 
ing. The  area  of  large  bowel  which  is  involved 
by  the  disease  is  often  limited  to  the  rectum  and 
rectosigmoid.  Radiologic  examination  of  the 
colon  often  reveals  little  or  no  evidence  of  disease. 
Such  individuals  usually  respond  well  to  medical 
management  over  a period  of  weeks  or  a few 
months.  After  variable  intervals  of  time  the 
symptoms  are  prone  to  recur,  but  in  most  cases 
the  extent  of  involvement  of  the  colon  does  not 
become  much  greater.1  Approximately  half  of 
the  patients  with  ulcerative  colitis  fall  into  this 
general  group. 

The  opposite  extreme  is  the  picture  presented 
by  the  patient  with  fulminating  disease  mani- 
fested by  severe  bloody  diarrhea  and  marked 
constitutional  symptoms.  This  form  may  ap- 
pear out  of  the  blue  but  is  more  frequently  an 
exacerbation  of  a previously  existent  chronic 
disease.  The  average  hospitalized  patient  with 
ulcerative  colitis  presents  a similar  but  somewhat 
milder  clinical  picture.  There  is  radiologic 
evidence,  as  a rule,  of  involvement  of  the  entire 
colon  and  occasionally  of  the  terminal  ileum. 
The  period  of  clinical  exacerbation  is  usually 
measured  in  terms  of  months  rather  than  weeks. 

The  long-term  prospect  for  cure  in  this  disease 
is  very  poor.  A recently  reported  ten-year  study, 
for  example,  indicated  that  only  6 per  cent  of 
patients  had  continued  to  be  well  enough  during 
the  period  of  observation  to  remain  continuously 
at  work.2  On  the  other  hand,  we  have  been  im- 
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pressed  by  the  fact  that  most  of  the  patients  with 
ulcerative  colitis  whom  we  have  observed  over  a 
period  of  years  have  seldom  been  completely  in- 
capacitated by  the  disease. 

Efforts  have  been  made  to  demonstrate  a 
specific  organism  to  which  this  disease  might  be 
attributed.  A large  number  of  bacteria  have  been 
implicated,  including  the  Enterococcus,  dysentery 
bacillus,  and  Bacillus  necrophorum.  Studies 
have  revealed  the  presence  of  one  or  another  of 
these  organisms  in  the  stools  of  a large  proportion 
of  patients.  These  organisms,  however,  are  also 
commonly  found  in  control  subjects. 

Attention  has  been  turned  accordingly  to  other 
hypotheses  of  the  etiology  of  this  disease.  Meyer 
and  his  coworkers,  who  found  a high  content  of 
lysozyme  in  the  stools  of  patients  with  ulcerative 
colitis,  suggested  the  possibility  that  this  enzyme 
might  be  responsible  for  mucosal  destruction.3 
Recent  investigations  have  demonstrated,  how- 
ever, that  the  fecal  lysozyme  is  derived  largely, 
if  not  entirely,  from  leukocytes  in  exudate  from 
the  bowel.4  The  high  lysozyme  titer  of  the  stools 
is  apparently  a result  rather  than  a causative 
factor  in  this  disease. 

Increased  attention  has  been  devoted  to  psy- 
chologic factors  in  ulcerative  colitis.  Many  pa- 
tients with  the  disease  present  evidence  of  a severe 
maladjustment  and  appear  to  be  emotionally 
immature,  frightened,  and  resentful  toward  their 
environment. 

Maintenance  of  Nutrition 

In  the  treatment  of  the  acutely  ill  patient,  the 
problem  of  maintenance  of  nutrition  is  of  first 
importance  and  is  susceptible,  in  large  measure , 
to  methods  of  clinical  appraisal.  Diarrhea  re- 
sults not  only  in  the  loss  of  water  and  perhaps 
blood  but  in  the  loss  of  many  essential  substances. 
Microscopic  examination  of  the  stools  reveals 
evidence  of  undigested  fat,  starch,  or  meat  fibers. 
Balance  studies6'6  have  revealed  an  excessive 
calorie  loss  in  the  feces  with  creatorrhea  and 
steatorrhea.  Other  factors  contributing  to  mal- 
nutrition include  inadequate  food  intake  and  the 
metabolic  requirements  during  fever.  Small  in- 
testinal dysfunction  may  be  present,  as  suggested 
by  the  radiologic  finding  of  an  abnormal  small 
bowel  pattern.  Associated  hepatic  insufficiency 
has  been  reported  in  half  of  the  patients  studied 
with  ulcerative  colitis.  This  is  usually  mani- 
fested by  a positive  cephalin  flocculation  reaction 
or  abnormal  bromsulfalein  retention.7 
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Laboratory  studies  frequently  reveal  a variety 
of  changes  in  the  serum  electrolyte  pattern. 
Serum  sodium  and  chloride  may  Ire  lowered,  the 
latter  accompanied  at  times  by  a rise  in  carbon 
dioxide  combining  power.  Serum  potassium 
may  be  depressed.  Correction  of  these  various 
( listurbances  depends  upon  the  use  of  transfusions 
and  other  appropriate  intravenous  fluids,  selected 
from  mixtures  of  sodium  and  potassium  chloride 
with  or  without  glucose.  The  malnutrition  may 
be  reflected  by  the  presence  of  a low  serum 
albumin.  A low  serum  calcium  may  result  from 
a loss  of  calcium  combined  with  fatty  acid  in  the 
feces. 

The  deficiency  picture  in  ulcerative  colitis  may 
include  a lack  of  various  vitamins.  Clinical 
signs  of  vitamin  B complex  deficiency  are  not 
uncommon.  Low  carotene  and  vitamin  A blood 
levels  are  encountered.  In  view  of  the  uncer- 
tainties of  absorption,  large  oral  doses  of  all  vita- 
mins seem  indicated,  or  parenteral  administra- 
tion should  be  undertaken  if  the  preparations 
cannot  be  taken  orally.  Deficient  absorption  of 
vitamin  K,  associated  hepatic  disease,  or  anti- 
biotic therapy  may  result  in  a prolongation  of  the 
prothrombin  time.  This  should  i>e  treated  by 
the  oral  or  parenteral  administration  of  vitamin 
K. 

The  above-mentioned  measures  are  of  course 
supplementary  to  a high  caloric  diet.  Some  at- 
tempt is  usually  necessary  to  restrict  the  amount 
of  roughage  included  in  the  diet,  although  in- 
sistence on  an  extreme  type  of  low-residue  diet 
seems  unnecessary  and  many  patients  tolerate  a 
small  amount  of  roughage  without  increase  in 
symptoms. 

Drug  Therapy 

The  hypermotility  of  the  colon  in  ulcerative 
colitis  appears  to  be  attributable  primarily  to  the 
inflammatory  process  itself.  It  is,  nevertheless, 
a common  clinical  observation  that  excessive 
colonic  activity  occurs  during  the  active  stages  of 
periods  of  increased  emotional  stress.  Medica- 
tions which  are  administered  for  the  purpose  of 
reducing  colonic  motility  appear  to  be  limited  in 
their  effectiveness  with  the  exception  of  the 
opiates.  Large  doses  of  barbiturates  may  be 
used.  A variety  of  autonomic  blocking  agents 
are  available.  Atropine  and  belladonna  appear 
to  have  little  effect  upon  diarrhea  in  ulcerative 
colitis. 

Banthine  has  recently  become  available  as  an 
anticholinergic  drug.  This  drug  produces 
marked  inhibition  of  propulsive  motility  in  the 
stomach  and  intestines  which  may  last  for  six  hours 
after  oral  administration.  It  has  been  our  ex- 
perience. however,  that  it  has  limited  value  in  the 
enntrol  of  diarrhea  in  ulcerative  colitis,  perhaps 


Ijecause  the  underlying  mechanism  for  diarrhea 
involves  the  colon  directly.  In  ulcerative  colitis 
the  small  intestinal  transit  time,  as  determined  by 
radiologic  examination,  is,  as  a rule,  either  within 
normal  limits  or  delayed.  Large  doses  of  Banthine 
under  these  conditions  may  occasion  marked 
atony  of  the  small  bow'el  and  yet  appear  to  have 
no  effect  upon  the  motility  of  the  inflamed  colon. 
However,  in  some  patients  Banthine  has  been 
useful  in  reducing  diarrhea  and  depressing  the 
gastrocolic  reflex,  and  it  has  been  our  policy  to 
employ  it  for  this  purpose  and  to  discontinue  it  if 
beneficial  effects  do  not  appear  within  forty-eight 
hours. 

Opium  and  its  derivatives,  which  act,  in  large 
measure,  directly  on  the  smooth  muscle,  are  usu- 
ally quite  effective  in  reducing  the  diarrhea  of 
ulcerative  colitis.  The  possibility  of  addiction 
usually  renders  their  use  inadvisable,  with  the 
exception  of  codeine.  Morphine,  demerol.  and 
other  drugs  which  may' cause  addiction  are  sel- 
dom required  for  the  relief  of  pain. 

Control  of  Infection 

A wide  choice  of  agents  for  the  control  of  in- 
fection in  ulcerative  colitis  is  nowT  available. 
While  earlier  hopes  that  such  drugs  might  prove 
to  Ire  specific  in  the  treatment  of  the  disease  have 
not  been  fulfilled,  their  use  seems  justified  for  the 
protection  of  the  acutely  ill  patient  against 
secondary  infection.  It  is  difficult  to  find  any 
basis  for  the  selection  of  a particular  drug  for  this 
purpose.  In  the  various  reported  series  of  pa- 
tients with  ulcerative  colitis8  treated  with  sulfa 
drugs,  improvement  has  been  observed  in  ap- 
proximately 60  to  80  per  cent.  The  use  of 
aureomycin  or  Chloromycetin  has  likewise  been 
followed  by  improvement  in  the  majority  of 
patients,  although  correlation  between  clinical 
improvement  and  changes  in  the  fecal  flora  such 
as  in  the  number  of  Escherichia  coli  and  strepto- 
cocci have  not  been  shown.9  Less  favorable  re- 
sults have  been  reported  statistically  for  the  use 
of  penicillin  and  streptomycin.  These  drugs, 
nevertheless,  may  be  useful  in  the  protection  of 
the  acutely  ill  patient.  There  is  some  theoretic 
justification  for  rotating  the  drugs  administered 
at  intervals  during  treatment,  in  view  of  the  fact 
that  the  reduction  in  bacterial  counts  observed 
after  these  various  agents  is  temporary.  At 
times,  the  untoward  effects  of  the  antibiotics, 
which  include  exacerbation  of  diarrhea  or  the 
development  of  moniliasis,  limit  their  usefulness. 

Amebacidal  treatment  is  frequently  indicated 
in  patients  with  ulcerative  colitis.  Endameba 
histolytica  is  encountered  occasionally  in  the 
stools  of  patients  with  a proctoscopic  picture 
which  seems  to  1m*  that  of  ulcerative  colitis  rather 
than  amebiasis.  An  etiologic  relationship  be- 
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tween  amebiasis  and  ulcerative  colitis  in  such 
instances  seems  unlikely,  but  treatment  of  the 
amebic  infestation  is  obviously  indicated.  In 
the  average  patient  with  ulcerative  colitis  the 
possibility  of  amebiasis  is  remote  if  several  ade- 
quate stool  examinations  have  been  negative. 
However,  with  relatively  nontoxic  amebacidal 
agents  at  our  disposal,  if  there  has  been  any  sus- 
picion whatever  of  amebic  infection,  it  has  been 
our  policy  to  administer  a course  of  Diodoquin. 

Hormone  Therapy 

Experience,  to  date,  with  the  use  of  ACTH  in 
the  treatment  of  ulcerative  colitis  has  been 
encouraging.10-12  The  administration  of  this 
agent  is  commonly  followed  by  improvement  in 
the  emotional  state,  appetite,  and  nutrition. 
Diarrhea  and  constitutional  symptoms  tend  to 
decrease,  at  times  rather  promptly.  The  procto- 
scopic picture  has  usually  improved  more 
slowly.  At  the  present  time  ACTH  appears  to  be 
a useful  tool  in  inducing  a remission  in  some 
patients.  The  observed  effects  are  not  necessar- 
ily sustained,  however,  and  relapse  often  follows 
the  withdrawal  of  the  drug. 

Our  experience  with  the  use  of  ACTH  and 
cortisone  has  been  limited  largely  to  the  treat- 
ment of  severely  ill  patients  with  this  disease. 
The  results  observed  in  ten  patients  so  treated 
have  been  rather  uneven. 

The  following  patients  exemplify  some  of  the 
results  of  hormone  therapy  and  the  problems 
which  arise  in  connection  with  their  administra- 
tion. 

Case  1. — A thirty-eight-year-old  man  was  first 
seen  in  October,  1950,  because  of  ulcerative  colitis 
since  1933  and  Marie-Strumpell’s  arthritis  since 
1947.  In  1936  a partial  resection  of  the  colon  had 
been  performed  with  an  anastomosis  of  the  ileum 
to  the  sigmoid  colon.  He  had  been  essentially  free 
from  gastrointestinal  symptoms  following  this  until 
soon  after  the  onset  of  arthritic  symptoms  in  1947. 
Since  then  he  had  had  continuous  diarrhea  with 
stools  usually  averaging  six  per  day. 

Proctoscopic  examination  at  this  time  revealed 
the  characteristic  findings  of  moderately  active 
ulcerative  colitis.  The  patient  was  placed  on  corti- 
sone in  a dosage  of  100  mg.  per  day  parenterally 
for  three  weeks,  then  100  mg.  every  other  day  for 
two  months,  and  then  75  mg.  daily.  This  was  con- 
tinued until  June,  1951,  when  the  patient  was  lost 
sight  of.  He  had  received  cortisone  for  seven  months. 
During  this  period  he  continued  to  have  about  five 
to  six  stools  per  day.  Repeated  proctoscopic  ex- 
aminations revealed  no  significant  improvement 
throughout  the  period  of  treatment. 

Cortisone  in  a dosage  of  approximately  100  mg. 
daily  by  parenteral  injection  was  used  in  three 
other  patients.  In  one  individual  with  moder- 
ately severe  disease  with  indolent  appearing 


ulcers  in  the  rectum  and  radiologic  evidence  of 
disease  of  the  entire  colon,  there  was  distinct  im- 
provement in  sense  of  well-being.  Weekly 
proctoscopic  examination  revealed  no  evidence  of 
improvement,  and  after  one  month  of  trial  on 
cortisone  the  patient  was  subjected  to  vagotomy. 

Case  2. — Another  patient  with  severe  disease  for 
which  an  ileostomy  had  been  performed  appeared  to 
be  moribund  ten  days  after  operation  and  was  treated 
with  cortisone  in  a dosage  of  approximately  100  mg. 
twice  a day.  Immediately  following  the  exhibition 
of  the  drug,  the  patient  improved  subjectively,  and 
the  temperature  fell  from  104  F.  to  approximately 
normal  ranges.  It  was  believed  that  the  drug  prob- 
ably was  a lifesaving  measure. 

V 

One  other  patient  treated  with  cortisone  died 
with  a pulmonary  embolus  on  the  second  day  of 
treatment. 

The  effects  of  ACTH  have  been  variable  in  six 
patients  who  were  treated  with  this  preparation. 
The  following  is  an  example  of  a satisfactory 
result. 

Case  3. — A sixteen-year-old  girl  first  came  under 
treatment  for  severe  symptoms  of  ulcerative  colitis 
with  fever  and  bloody  diarrhea  two  months  after 
onset.  Radiologic  and  proctoscopic  examinations 
showed  total  involvement  of  the  colon.  With  sup- 
portive treatment,  transfusions,  antibiotics,  and 
psychotherapy,  the  symptoms  gradually  subsided 
completely,  and  the  inflammatory  changes  visible 
in  the  rectum  decreased  to  minimal  severity. 
Shortly  following  her  return  home,  the  clinical  pic- 
ture flared  up.  On  readmission  she  was  again  acutely 
ill  with  fever  and  profuse  diarrhea.  Fifteen  milli- 
grams of  ACTH  every  six  hours  were  administered 
for  ten  days,  after  which  smaller  amounts  Were  con- 
tinued for  another  week.  The  patient  again  became 
symptom-free  and  the  proctoscopic  picture  improved 
although  it  did  not  return  to  normal.  In  this 
patient  ACTH  appeared  to  be  of  benefit  in  inducing 
a remission. 

In  the  following  individual,  however,  the  drug 
appeared  to  have  no  effect  other  than  improve- 
ment in  sense  of  well-being  and  appetite. 

Case  J.— A forty-nine-year-old  man  had  a history 
of  intermittent  bloody  diarrhea  for  two  years,  pre- 
ceded by  constipation  of  twenty-five  years  dura- 
tion. At  the  time  of  hospitalization  he  was  passing 
approximately  15  stools  in  twenty-four  hours  and 
complaining  of  severe  tenesmus.  There  was  moder- 
ate weight  loss  and  moderate  anemia.  Procto- 
scopic and  radiologic  studies  revealed  involvement 
of  the  distal  half  of  the  colon.  Initial  treatment  in- 
cluded sulfathalidine,  streptomycin,  penicillin,  terra- 
mycin,  and  Chloromycetin  successively.  He  con- 
tinued to  average  approximately  ten  stools  per  day. 
ACTH  was  administered  in  a dosage  of  100  mg. 
daily  for  thirteen  days,  followed  by  smaller  doses  for 
nine  days  without  change  in  the  amount  of  diarrhea 
or  other  convincing  clinical  evidence  of  benefit . 
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Following  this  the  patient  gradually  improved 
while  receiving  various  supportive  measures  and 
antibiotics. 

In  another  individual  who  developed  diffuse 
ulcerative  colitis  following  a sidetracking  opera- 
tion for  regional  ileitis  with  involvement  of  the 
ileum  and  cecum,  ACTH  produced  subjective 
improvement  but  was  without  effect  on  the 
diarrhea  or  proctoscopic  picture. 

Two  other  patients  with  severe  diffuse  ulcera- 
tive colitis  developed  psychoses  while  receiving 
ACTH.  In  one  of  these  patients  the  psychotic 
symptoms  appeared  on  the  tenth  day.  The  drug 
was  discontinued,  and  resection  of  the  colon  was 
carried  out  shortly  thereafter.  The  other  patient 
improved  very  materially  in  terms  of  symptoms 
and  general  nutritional  state  while  on  the  drug. 
The  development  of  psychotic  symptoms  ne- 
cessitated its  withdrawal,  at  which  time  symp- 
toms again  flared  up.  The  drug  was  resumed  in 
gradually  increasing  dosage  and  was  well  toler- 
ated during  the  second  course.  This  patient 
gradually  went  into  a symptomatic  remission. 

One  other  patient  sustained  a severe  hemor- 
rhage on  the  fourteenth  day  of  treatment  with 
ACTH,  and  an  emergency  ileostomy  was  carried 
out  followed  by  subtotal  colectomy  at  a later 
date. 

ACTH  appears  to  be  a useful  adjunct  in  the 
management  of  ulcerative  colitis.  In  some  pa- 
tients its  effectiveness  appears  to  be  limited 
chiefly  to  improvement  in  appetite  and  sense  of 
well-being.  In  others,  there  may  occur  a gradual 
decrease  in  the  severity  of  the  inflammatory 
changes  as  seen  on  proctoscopy. 

The  available  evidence  on  the  action  of  ACTH 
and  cortisone  in  ulcerative  colitis  is  consistent 
with  the  view  that  these  substances  act  by  di- 
minishing the  inflammatory  response  in  the 
disease.  In  this  respect,  the  effect  of  these  sub- 
stances appears  to  be  comparable  to  that  ob- 
served in  rheumatoid  arthritis,  although  it  is 
much  less  marked. 

Psychotherapy 

The  important  role  played  by  the  psychiatrist 
in  the  management  of  the  patient  with  ulcerative 
colitis  will  be  discussed  elsewhere  in  this  section 
meeting.  It  is  the  feeling  of  our  group,  as  well  as 
others,  that  the  psychiatrically  oriented  internist 
may  contribute  a great  deal  to  the  treatment  of 
these  patients.  Oftentimes,  patients  who  would 
strongly  resent  psychiatric  consultation  and 
treatment  may  accept  similar  treatment  if  in- 
stituted by  the  internist.  In  few  diseases  is  the 
personal  relationship  between  patient  and  phy- 
sician as  important  as  in  ulcerative  colitis.  Inas- 
much as  the  periods  of  exacerbation  of  the  disease 
are  often  very  protracted,  the  internist  or  psy- 


chiatrist should,  if  possible,  be  prepared  to  con- 
tinue assuming  responsibility  for  management 
for  many  months. 

Summary 

Current  medical  management  of  the  acute 
phases  of  chronic  ulcerative  colitis  consists,  in 
large  measure,  of  supportive  therapy.  A con- 
siderable number  of  therapeutic  agents  are  avail- 
able. These  include  measures  for  the  correction 
of  the  numerous  nutritional  and  metabolic  dis- 
orders which  may  accompany  the  disease.  Sulfa 
drugs  and  antibiotics  may  be  useful  in  controlling 
secondary  infection.  Corticotropin  and  corti- 
sone may  be  of  real  value  as  supportive  measures 
and  assist  in  tiding  the  patient  over  an  acute 
exacerbation.  In  some  instances  these  prepara- 
tions appear  to  initiate  a clinical  remission.  Fur- 
ther study  seems  indicated,  however,  to  deter- 
mine whether  these  hormones  have  any  effect 
upon  the  specific  disease  process. 

Psychotherapy  is  needed  by  a large  number  of 
the  patients  with  this  disease  and  should  be 
carried  out  in  conjunction  with  other  medical 
measures,  either  by  the  psychiatrically  oriented 
internist  or  by  the  psychiatrist. 
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Discussion 

Charles  V.  Demong,  M.D.,  Syracuse. — I must 
apologize  to  the  authors  of  these  fine  papers  on 
ulcerative  colitis  for  not  confining  my  remarks  to  the 
subject  matter  of  their  papers.  The  chairman,  Dr. 
Segal,  asked  me  to  comment  briefly  on  surgical  treat- 
ment of  ulcerative  colitis. 

Approximately  80  per  cent  of  patients  with  chronic 
ulcerative  colitis,  who  are  afforded  good  medical 
treatment,  can  make  satisfactory  economic  and 
social  adjustments.  The  other  20  per  cent,  because 
of  certain  complications  or  because  they  are  invalided 
by  their  disease  in  spite  of  adequate  medical  treat- 
ment, will  require  surgical  treatment.  Remarkable 
improvements  and  greater  safety  in  the  surgical 
treatment  of  this  disease  have  been  achieved.  The 
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use  of  the  antibiotics,  supportive  measures,  arid 
refinements  in  surgical  technic  have  all  been  factors 
in  obtaining  these  results. 

An  ileostomy  certainly  will  never  be  a desirable 
thing.  However,  the  current  type  of  ileostomy  and 
the  newer  ileostomy  appliances  enable  the  patient 
to  lead  a normal  or  near  normal  life.  They  are  ce- 
mented to  the  skin  around  the  ileostomy  opening  and 
are  leakproof,  odorless,  and  prevent  damage  to  the 
skin  by  the  intestinal  contents. 

The  indications  for  surgical  treatment  in  chronic 
ulcerative  colitis  are  (1)  severe  hemorrhage,  (2) 
perforation,  (3)  polypoid  changes  in  the  colon,  (4) 
perianal  complications,  (5)  stricture  of  the  bowel, 
(6)  malignant  change,  (7)  medical  intractability, 
(8)  arthritis,  and  (9)  some  of  the  acute  fulminating 
cases.  There  is  general  agreement  that  all  patients 
who  require  ileostomy  will  require  complete  colec- 
tomy. Perforation,  hemorrhage,  or  malignant 
change  may  occur  in  the  diseased  colon  if  it  is  al- 
lowed to  remain.  There  is  very  little  prospect  of 


cure  for  carcinoma  which  arises  in  the  ulcerated 
colon. 

There  is  a decided  trend  to  perform  partial  colec- 
tomy simultaneously  with  the  performance  of  the 
ileostomy,  even  in  the  acute  fulminating  forms  of  the 
disease.  The  postoperative  course  is  often  smoother 
than  when  only  an  ileostomy  is  performed.  Ap- 
parently the  removal  of  a large  part  of  the  diseased 
colon  decreases  the  toxic  absorption  and  has  a favor- 
able influence  on  the  proper  functioning  of  the  ileos- 
tomy. The  diseased  colon  in  these  cases  has  been 
compared  to  a deep  burn  with  fecal  contamination. 
In  a few  carefully  selected  cases,  the  entire  proce- 
dure— ileostomy,  colectomy,  and  removal  of  the 
rectum  and  anus  in  one  stage — has  been  done  suc- 
cessfully. 

Needless  to  say,  if  only  one  stage  of  the  total 
procedure  can  be  safely  eliminated,  there  will  be 
lower  morbidity  and  less  expense  to  the  patient, 
and  it  will  hasten  his  return  to  a normal  state  of 
health. 
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THE  medical  management  of  thyroid  dis- 
orders has  become  increasingly  successful 
during  the  past  ten  years  because  of  the  intro- 
duction of  important  new  diagnostic  and  thera- 
peutic technics.  Successful  management  of  any 
disorder  implies  accurate  diagnosis,  and  fortu- 
nately our  ability  to  evaluate  thyroid  function 
has  been  enhanced  by  two  new  objective  diagnos- 
tic tests  which  supplement  but  do  not  outmode 
the  basal  metabolic  rate  determination.  A con- 
sideration of  these  diagnostic  measures  and  their 
apparent  relative  value  at  the  end  of  ten  years  of 
study  and  use  is  a logical  preface  to  a considera- 
tion of  newer  therapies. 

Salter  and  his  coworkers  introduced  in  1941  the 
clinical  use  of  measurements  of  serum  protein- 
bound  iodine  as  a means  of  estimating  the  level 
of  circulating  thyroid  hormone.1  During  the  in- 
tervening ten  years  the  determination  of  protein- 
bound  iodine  has  been  refined  so  that  now  many 
centers  find  it  a clinically  useful  test,  even  as  a 
routine  procedure.  Measurement  of  the  serum 
protein-bound  iodine  provides  an  accurate  esti- 
mate of  the  level  of  thyroid  hormone  which  the 
gland  has  already  secreted.  Fortunately,  there 
is  generally  a clear-cut  differentiation  between 
normal  and  abnormal  values,  with  relatively 
little  overlap.  Unfortunate^,  the  chemical  de- 
termination of  protein-bound  iodine  is  time-con- 
suming and  difficult,  requiring  a considerable 
degree  of  analytic  skill.  The  test  is  therefore 
expensive  and  is  available  only  in  larger  centers. 
As  with  most  tests,  false  values  are  occasionally 
encountered  under  certain  circumstances.  The 
prior  administration  of  iodine-containing  organic 
materials,  such  as  Diodrast,  Priodax,  or  Lipiodol, 
may  result  in  high  values  for  a considerable  period 
of  time,  while  these  organic  iodine-containing 
substances  persist  in  the  serum. 

More  recently,  the  radioactive  iodine  tolerance 
test  has  come  into  fairly  widespread  use  as  a 
means  of  measuring  the  functional  activity  of  the 
thyroid  gland  itself,  as  reflected  by  the  degree  of 
absorption  of  iodine  by  the  gland.  This  method 
has  the  advantage  of  simplicity  and  economy 
once  the  facilities  and  technics  for  handling  radio- 
active iodine  and  counting  the  activity  produced 
in  the  gland  by  a given  dose  of  radioactive  iodine 
have  been  established.  The  radioactive  iodine 
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tolerance  test  is  especially  adaptable  for  use  in 
centers  where  large  numbers  of  patients  are  en- 
countered since  it  lends  itself  to  “assembly  line” 
use.  The  technic  of  the  test  is  simple.  A small 
“tracer”  dose  of  I131  in  solution  is  administered 
by  mouth.  The  fate  of  the  ingested  I131  can  be 
measured  directly  by  placing  a suitable  counting 
instrument  over  the  gland  and  estimating  the 
percentage  of  the  administered  dose  which  is 
taken  up  by  the  gland  or  by  measuring  the 
amount  excreted  in  the  urine,  that  is,  the  amount 
not  taken  up  by  the  gland  in  a fort3r-eight-hour 
period.  A few  centers  make  both  determinations, 
but  this  does  not  appear  to  be  necessary.  The 
results  of  this  test  are  accurate  and  reproducible. 
Erroneous  results  may  occur  when  the  io- 
dine balance  of  the  individual  is  upset,  either  be- 
cause of  severe  iodine  lack,  which  will  result  in  an 
abnormally  high  iodine  uptake,  or  following  inor- 
ganic iodine  therapy,  which  may  result  in  a de- 
creased uptake  of  iodine  by  the  already  surfeited 
gland.  The  first  situation  is  seldom  encountered 
today,  thanks  to  our  varied  diet  and  frequent 
use  of  iodized  salt.  Inorganic  iodine  therapy, 
which  will  reduce  the  uptake  of  radioactive  iodine 
by  the  gland,  is  of  course  frequent.  The  iodine 
administration  is  obvious  when  it  is  in  the  form  of 
Lugol’s  solution  or  potassium  iodide  solution 
directed  at  treating  the  thyroid  but  may  be  over- 
looked when  the  iodine  is  a constituent  of  a cough 
medicine  or  complex  “blood  pressure”  pill,  as  is 
frequently  the  case. 

The  chemical  determination  of  protein-bound 
iodine  and  the  determination  of  radioactive  iodine 
uptake  are  of  no  greater  accuracy  and  no  greater 
use  than  the  old,  reliable,  tried-and-true  basal 
metabolic  rate  determination.  All  these  tests  are 
excellent,  but  all  fail  under  certain  circumstances. 
They  should  be  considered  as  a battery  of  tests 
with  differing  limitations,  which  therefore  can  be 
of  unusual  value  when  used  together  in  the  dif- 
ferential diagnosis'  of  obscure  or  complicated 
thyroid  disease.  Obviously,  none  of  these  tests 
will  be  needed  to  diagnose  severe  myxedema  or 
the  outspoken  thyrotoxicosis  of  Graves’s  disease 
occurring  in  a young  individual.  Clinical  acumen 
alone  will  suffice.  On  the  other  hand,  they  will 
be  most  useful  in  the  differential  diagnosis  of 
borderline  or  obscure  cases.  A few  of  these  are 
worthy  of  consideration. 

One  frequent  and  puzzling  problem  is  the  diag- 
nosis of  masked  hyperthyroidism  in  elderly  pa- 
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tients  with  cardiac  insufficiency.  This  group 
deserves  recognition  since  antithyroid  therapy 
may  greatly  benefit  the  cardiac  situation.  Basal 
metabolic  rate  determinations  are  not  satis- 
factory for  differentiation  since  a moderate  eleva- 
tion of  the  basal  metabolic  rate  is  frequent  in  pa- 
tients with  cardiac  failure  without  hyperthyroid- 
ism, presumably  because  of  the  extra  work  of 
breathing  occasioned  by  the  dyspnea  and  pul- 
monary edema  which  are  present.  The  presence 
of  an  elevated  protein-bound  iodine  level  or  of  an 
increased  radioactive  iodine  uptake  is,  however, 
conclusive  evidence  of  hyperthyroidism  in  such  a 
patient.  It  is  well  to  remember  that  elderly  pa- 
tients with  masked  hyperthyroidism  may  have  a 
normal  radioactive  iodine  uptake,  however,  since 
the  disease  may  be  of  long  standing  and  asso- 
ciated with  a nodular,  well-involuted  gland  with 
only  a normal  avidity  for  iodine. 

Elevated  basal  metabolic  rates  are  encountered 
in  certain  other  conditions,  such  as  leukemia, 
pheochromocytoma,  certain  instances  of  hyper- 
tension, and  in  a rather  unusual  group  of  patients 
whose  condition  is  designated  as  hypermetabolism 
without  hyperthyroidism.  In  these  cases  one  can 
eliminate  the  diagnosis  of  hyperthyroidism  by  the 
finding  of  normal  serum  protein-bound  iodine 
levels  or  of  a normal  tracer  iodine  uptake,  despite 
the  elevated  basal  metabolic  rate. 

Hypothyroidism  has  always  been  a medical 
problem.  Hypofunction  of  the  thyroid  may  be 
primary,  secondary  to  pituitary  failure,  or  second- 
ary to  surgical  extirpation  of  the  gland.  It  may 
also  follow  treatment  with  radioactive  iodine  or 
temporarily  overzealous  therapy  with  a thiouracil 
derivative.  Regardless  of  the  cause  of  the  hypo- 
thyroidism, the  therapy  is  medical.  Fortu- 
nately, hypothyroidism,  when  recognized,  is  one  of 
our  simplest  therapeutic  problems.  The  only 
necessaiy  treatment  is  replacement  therapy  with 
thyroid  extract  administered  by  mouth.  It  must 
be  emphasized,  however,  that  the  hypothyroid 
patient  is  intolerant  of  thyroid;  treatment  should 
be  started  with  small  doses,  usually  15  mg.  (y4 
grain)  daily,  and  the  dose  should  be  increased  at 
intervals  of  three  or  four  weeks'  by  small  incre- 
ments until  a total  dose  of  60  to  120  mg.  (1  to  2 
grains)  is  achieved.  Occasional  patients  may 
require  as  much  as  180  mg.  (3  grains)  daily. 
Overzealous  treatment  or  too  rapid  increase  in 
dosage  level  not  infrequently  leads  to  symptoms 
of  angina  pectoris  and  may  bring  about  the  pre- 
cipitation of  coronary  occlusion.  Whenever 
angina  is  encountered,  the  possibility  of  impend- 
ing coronary  occlusion  should  be  considered  and 
the  dosage  reduced.  Particular  care  must  be 
exercised  in  treating  patients  with  pituitary 
hypothyroidism  since  the  increase  in  metabolic 
rate  accompanying  thyroid  administration  may 


precipitate  acute  adrenal  insufficiency,  with  all 
its  attendant  hazards  to  survival. 

In  passing,  it  should  be  emphasized  that  signifi- 
cant hypothyroidism  is  an  uncommon  condition 
and  that  thyroid  extract  is  not  indicated  in  every 
tired  female  with  a basal  metabolic  rate  of  minus 
10  to  15. 

The  remaining  disorders  of  the  thyroid  gland 
may  be  considered  from  either  an  anatomic  or 
functional  aspect;  there  is  a definite  overlap  be- 
tween them.  Anatomically,  the  gland  may  be 
diffusely  hyperplastic,  inflammatory  (including 
thyroiditis),  or  involved  in  tumor  production. 
The  tumors  may  be  single  or  multiple,  benign  or 
malignant,  hyperfunctioning  or  functionless. 
Functionally,  the  remaining  disorders  of  the  thy- 
roid divide  themselves  into  those  associated  with 
hyperfunction,  those  associated  with  a euthyroid 
state,  and  those  associated  with  reduced  activity. 

Hyperthyroidism  is  the  commonest  thyroid 
disorder,  at  least  in  the  northeastern  United 
States.  The  treatment  of  hyperthyroidism  can 
be  divided  conveniently  into  three  eras.  Prior  to 
1923  there  were  no  effective,  generally  accepted 
medical  therapies,  and  surgery  of  exophthalmic 
goiter  was  accompanied  by  a high  incidence  of 
complications  and  a high  mortality,  frequently  as 
a result  of  crisis  or  storm.  The  second  or  surgi- 
cal era  began  with  the  introduction  into  the  Uni- 
ted States  of  iodine  therapy  by  Plummer  in  1923. 
Iodine  provided  a means  of  ameliorating  the 
severity  of  the  hyperthyroidism,  at  least  tem- 
porarily, so  that  surgery  could  be  undertaken 
with  reasonable  assurance  that  crisis  would  not 
occur  and  an  unhurried,  uncomplicated  operation 
could  be  performed.  During  the  succeeding 
twenty  years  surgery  became  a safe  and  highly 
effective  method  of  managing  hyperthyroidism 
and  was  essentially  the  only  definitive  therapy 
available. 

The  third  or  medical  era  in  the  treatment  of 
hyperthyroidism  began  in  1941  with  the  use  of 
radioactive  iodine  and  was  given  an  even  greater 
impetus  by  the  introduction  of  the  thiouracil 
group  of  drugs  in  1943.  The  use  of  one  or  the 
other  of  these  therapies  has  enabled  the  medical 
man  to  achieve  results  in  hyperthyroidism  com- 
parable in  success  to  those  of  the  surgeon. 

A brief  review  of  the  mode  of  action  of  the  med- 
ical measures  available  for  treating  hyperthyroid- 
ism is  a logical  prelude  to  a consideration  of  their 
indications  and  use.  Inorganic  iodine,  the  oldest 
known  effective  drug  for  treating  hyperthyroid- 
ism, is  capable  of  bringing  about  a reduction  in 
the  activity  of  the  thyroid  gland  except  in  an  oc- 
casional patient  whose  gland  is  already  saturated 
with  iodine.  The  exact  manner  in  which  iodine 
reduces  thyroid  activity  is  not  certain,  but  the 
anatomic  findings  of  decreased  vascularity,  de- 
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crease  in  papillary  projections  and  height  of  ac- 
inar epithelium,  decrease  in  mitotic  figures,  and 
increase  in  the  amount  of  stored  colloid  suggest 
that  iodine  brings  about  an  increased  storage  of 
hormone,  accompanied  by  a decreased  secretion 
of  thyroid  hormone  into  the  circulation.  This 
thesis  of  iodine  action,  that  is,  the  promotion  of 
hormone  storage  rather  than  release  into  the  cir- 
culation, is  lent  credence  by  the  fact  that  the  con- 
tinued, long-term  administration  of  iodine  to  a 
patient  with  hyperthyroidism  usually  will  be  ac- 
companied in  time  by  an  escape  from  the  iodine 
effect  and  a return  of  the  signs  and  symptoms  of 
toxicity.  In  addition,  as  already  noted,  patients 
whose  thyroid  glands  are  already  fully  saturated 
with  iodine  may  fail  to  respond  to  iodine  adminis- 
tration. 

The  effectiveness  of  radioactive  iodine  (I131)  in 
controlling  hyperthyroidism  is  based  upon  the 
fact  that  I131  emits  a high-energy  beta  radia- 
tion which  brings  about  necrosis  of  cells  re- 
ceiving a sufficient  intensity  of  radiation.  Since 
the  thyroid  is  the  only  gland  or  tissue  of  the  body 
which  retains  or  concentrates  iodine  to  an  ap- 
preciable degree,  the  thyroid  will  be  the  only 
organ  or  tissue  to  be  affected  by  a reasonable  dose 
of  radioactive  iodine.  The  effect  of  a proper  dose 
of  radioactive  iodine  is  fibrosis  and  shrinkage  of 
the  thyroid  gland,  with  a reduction  in  both  size 
and  function.  The  acinar  epithelium  shows 
acute  necrosis,  followed  by  healing  with  fibrosis, 
and,  later,  active  attempts  at  regeneration  of  the 
epithelium.  It  generally  requires  from  six  to 
seven  weeks  after  therapy  for  patients  to  reflect 
the  full  effect  of  the  treatment. 

Radioactive  iodine,  therapy  has  the  advantage 
of  avoiding  any  early  complications  and  of  sim- 
plicity. It  does,  however,  have  certain  disadvan- 
tages. To  begin  with,  it  is  difficult  to  determine 
the  proper  dose  of  radioactive  iodine,  since  this 
depends  upon  a clinical  estimate  of  the  exact 
weight  of  the  thyroid  to  be  treated.  Since  it 
takes  about  seven  weeks  for  a given  dose  to  mani- 
fest its  full  effect,  one  cannot  tell  for  almost  two 
months  whether  the  given  dose  was  insufficient, 
correct,  or  excessive.  An  inadequate  dose  can  be 
followed  up  by  further  radioactive  iodine  and  a 
further  effect,  but  an  excessive  dose  may  lead  to 
hypothyroidism.  Another  drawback  to  radio- 
active iodine  therapy,  at  least  theoretically,  is  the 
possibility  that  cancer  might  arise  in  the  gland  or 
its  capsule  many  months  or  years  after  treatment. 
Carcinoma  is  a recognized  complication  of  irradia- 
tion of  many  other  tissues,  and  while  it  has  not  yet 
been  reported  following  radioactive  iodine  treat- 
ment in  man,  there  remains  the  possibility  that  it 
may  occur. 

The  thiouracil  compounds  affect  thyroid  func- 
tion by  their  presence.  They  block  the  formation 


of  thyroid  hormone  by  preventing  the  introduc- 
tion of  iodine  into  the  parent  molecule.  They 
only  block  synthesis  of  thyroid  hormone  when 
present  in  sufficient  concentration ; if  the  level  of 
thiouracil  compound  drops  below  the  effective 
level,  active  synthesis  of  hormone  will  occur.  In- 
asmuch as  the  thiouracil  derivatives  are  excreted 
rapidly,  it  is  essential  that  adequate  amounts  be 
administered  at  regular  intervals.  The  interval 
between  doses  should  not  be  more  than  six  or,  at 
most,  eight  hours. 

The  interference  with  thyroid  hormone  syn- 
thesis following  the  administration  of  a thiouracil 
derivative  is  accompanied  by  an  intensification  of 
the  stimulating  effect  of  anterior  pituitary  thyro- 
tropic hormone  on  the  thyroid  gland.  Therefore, 
adequate  administration  of  a thiouracil  derivative 
results  in  histologic  evidence  of  an  increased  at- 
tempt at  thyroid  production.  The  gland  be- 
comes increasingly  hyperplastic,  the  number  of 
mitotic  figures  is  greater,  papillary  infoldings  of 
the  epithelial  lining  of  the  acini  increase,  and  the 
amount  of  stored  colloid  lessens.  Grossly,  the 
gland  enlarges,  becomes  softer,  and  increases  in 
vascularity.  Frequently  glands  which  have  been 
diffusely  enlarged  may  develop  definite  nodular- 
ity after  prolonged  treatment  with  a thiouracil 
derivative. 

As  already  mentioned,  the  thiouracil  deriva- 
tives interfere  with  thyroid  hormone  production 
by  blocking  iodinization  of  the  parent  molecule. 
Therefore,  the  time  interval  between  the  start  of 
adequate  antithyroid  therapy  and  the  realization 
of  a significant  fall  in  metabolic  rate  depends  on 
the  functional  state  of  the  gland  at  the  time  ther- 
apy is  begun.  If  the  gland  is  intensely  hyper- 
plastic and  very  little  colloid  is  present,  the 
metabolic  rate  will  fall  rapidly,  reaching  normal  in 
two  to  three  weeks.  If  colloid  storage  is  marked, 
possibly  as  a result  of  prior  iodine  administration 
with  accompanying  thyroid  involution,  then  the 
metabolic  rate  may  not  fall  for  a considerable 
period,  in  occasional  instances  for  as  long  as  three 
or  four  months.  Provided  an  adequate  dose  of 
ch  ug  is  given  regularly  at  sufficient  intervals,  the 
metabolic  rate  ■ eventually  will  fall  in  all  pa- 
tients. When  a normal  rate  is  reached,  it  is 
necessary  to  reduce  the  dosage  level  in  order  to 
prevent  the  development  of  hypothyroidism. 
The  dose  should  be  reduced  to  the  least  amount 
which  will  maintain  a euthyroid  state.  Unfor- 
tunately this  dose  varies  widely  from  patient  to 
patient  and  must  be  worked  out  on  an  individual 
basis.  Dosage  reduction  should  be  in  amount  per 
dose  rather  than  frequency  of  administration 
since  irregular  or  infrequent  administration  may 
result  in  a sufficient  fall  in  level  to  permit  hor- 
mone synthesis  to  proceed  between  doses.  This 
result  is  especially  serious  when  iodine  is  also  be- 
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ing  administered  since  a higher  than  normal  con- 
centration of  iodine  from  which  thyroid  hormone 
may  be  produced  will  be  present  and  hormone 
synthesis  will  be  rapid. 

Thiouracil,  introduced  in  1943,  was  soon  noted 
to  have  toxic  effects  of  sufficient  severity  in  over 
10  per  cent  of  cases  to  contradict  its  continued 
use.  Unfortunately,  agranulocytosis  occurred 
in  an  appreciable  number  of  patients.  Frequent 
leukocyte  counts  were  necessary  to  detect  leu- 
kopenia before  serious  agranulocytosis  developed, 
and  this  complicated  the  therapeutic  routine. 
Skin  rashes  and  drug  fever  were  noted  with  dis- 
turbing frequency.  Many  related  compounds 
were  tested,  therefore,  for  the  purpose  of  finding 
substances  with  adequate  antithyroid  activity 
which  were  reasonably  devoid  of  toxic  effects. 
Three  substances  have  withstood  the  test  of  time 
and  are  now  generally  available.  Two  of  them, 
propylthiouracil  and  methylthiouracil,  are  direct 
derivatives  of  thiouracil.  The  third,  mercapto- 
imidazole,  is  a simpler  chemical  substance  which 
may  be  a normal  in  vivo  degradation  product  of 
the  thiouracil  compounds.  Propylthiouracil  ap- 
parently is  the  least  toxic  of  the  three  and  is  there- 
fore the  drug  of  choice  in  most  instances.  All 
three  have  a sufficiently  low  order  of  toxicity  to 
permit  their  prolonged  routine  use  without  the 
necessity  for  frequent,  periodic  blood  studies. 
Patients  should  be  instructed  to  report  any  un- 
usual rash,  fever,  or  sore  throat;  further  control 
measures  are  not  needed. 

Propylthiouracil,  methylthiouracil,  and  mer- 
captoimidazole  (available  under  the  trade  name 
of  Tapazole)  appear  to  be  about  equally  effective 
when  given  in  sufficient  dosage.  Occasional  pa- 
tients will  show  evidences  of  toxicity  or  respond 
poorly  to  one  of  the  three ; when  this  occurs,  an- 
other should  be  tried.  The  initial  dose  of  propyl 
or  methylthiouracil  should  be  at  least  400  mg. 
daily,  given  in  four  divided  doses.  Smaller  doses 
may  be  ineffective.  Once  control  is  established,  the 
maintenance  dose  is  usually  between  50  to  200 
mg.  daily,  depending  on  the  individual  response. 
Mercaptoimidazole  (Tapazole)  is  approximately 
ten  times  as  potent  as  the  substituted  thiouracil 
compounds.  The  initial  dose  required  to  bring 
patients  under  control  is  40  mg.  per  day;  the 
maintenance  dose  after  a euthyroid  state  has  been 
established  is  between  5 and  20  mg.  daily.  Mer- 
captoimidazole has  been  reported  to  produce  a 
more  rapid  fall  in  metabolic  rate,  writh  greater 
likelihood  of  the  development  of  hypothroidism ; 
we  have  not  shared  this  experience  in  patients 
receiving  the  drug  in  the  outpatient  clinic  of  the 
Buffalo  General  Hospital.  At  present,  we  use 
propylthiouracil  unless  patients  show  some  evi- 
dence of  toxicity  or  intolerance ; then  we  use  either 
mercaptoimidazole  or  methylthiouracil. 


The  three  above-mentioned  drugs  are  all  effec- 
tive in  controlling  hyperthyroidism  as  long  as 
their  administration  is  continued.  Unfortunately, 
50  per  cent  of  selected  patients  will  have  a re- 
crudescence of  their  hyperthyroidism  if  their 
drug  is  withdrawn  after  six  months  of  continued 
therapy.  When  this  occurs,  antithyroid  drug 
therapy  is  reinstituted,  and  the  patient  is  re- 
evaluated for  the  possibility  of  surgery  or  radio- 
iodine therapy.  If  surgery  is  decided  against, 
then  antithyroid  drug  therapy  is  continued  for 
another  six  months,  following  which  the  drug  is 
again  withdrawn  in  hopes  of  a continued  remis- 
sion. If  surgery  is  considered  indicated,  the 
hyperthyroid  state  is  again  brought  under  control 
by  the  administration  of  an  antithyroid  drug,  fol- 
lowing which  the  antithyroid  drug  is  withdrawn 
and  iodine  is  administered  in  adequate  dosage  for 
two  weeks,  after  which  surgery  is  performed. 
This  regime  of  antithyroid  drug  withdrawal  fol- 
lowed by  two  weeks  of  iodine  administration  has 
been  arrived  at  in  consultation  with  our  surgical 
colleagues,  who  find  that  a significant  exacerba- 
tion of  the  hyperthyroidism  does  not  occur  in  this 
period  but  that  a reasonable  degree  of  involution 
of  the  previously  highly  vascular  hyperplastic 
thyroid  has  occurred,  so  that  a technically  simple 
operation  can  be  performed.  In  our  experience, 
the  use  of  propyl  or  methylthiouracil  or  of  mer- 
captoimidazole (Tapazole)  followed  by  iodine 
therapy  is  more  effective  than  the  use  of  an  iodi- 
nated  thiouracil  derivative  such  as  5-iodothiouracil 
(Itrumil).  Furthermore,  iodine  tracer  studies  are 
difficult  to  interpret  after  iodothiouracil  therapy. 

One  of  the  major  problems  in  the  management 
of  hyperthyroidism  is  selection  of  cases  for  medi- 
cal management  or  for  surgery.  No  hard  and  fast 
rules  are  possible,  but  certain  criteria  have  be- 
come apparent.  In  general,  the  younger  patients 
seem  to  do  well  and  have  a high  rate  of  permanent 
remission  on  drug  therapy.  We  believe  this  is 
especially  true  of  adolescent  or  postadolescent 
unmarried  females,  who  lose  a certain  spark  of 
desirability  following  thyroidectomy.  The  indi- 
vidual who  develops  hyperthyroidism  in  middle 
life,  when  his  behavior  patterns  are  well  fixed,  is 
a better  candidate  for  surgery  and  is  less  likely 
to  obtain  a permanent  remission  on  medical 
therapy.  Another  important  criterion  in  select- 
ing cases  is  the  size  of  the  thyroid  gland.  A 
patient  with  a large  gland  is  generally  not  suitable 
for  continuing  medical  management  since  the 
gradual  increase  in  the  size  of- the  gland  during 
antithyroid  drug  therapy  will  lead  to  local  pres- 
sure symptoms  which  eventually  necessitate 
thyroidectomy.  Of  course,  medical  therapy  is 
especially  indicated  in  those  patients  who,  be- 
cause of  cardiac  or  other  chronic  disease,  are  poor 
surgical  risks. 
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Economic  situations  may  tip  the  balance  in 
favor  of  medical  or  surgical  therapy.  In  our  ex- 
perience the  indigent  clinic  patient  frequently 
refuses  surgery,  even  when  it  is  proffered,  and  in- 
sists on  continuing  medical  management  which 
presents  neither  a burden  nor  a hazard.  Many 
breadwinners  or  self-sustaining  individuals,  on 
the  other  hand,  will  reject  the  burden,  as  much 
with  respect  to  time  as  to  money,  imposed  In- 
continuing  medical  management  and  will  insist 
on  the  more  definitive  approach  supplied  by  the 
surgeon. 

Finally,  the  development  of  significant  nodu- 
larity in  the  thyroid  following  medical  therapy 
requires  the  surgical  approach  since  the  possi- 
bility" of  malignancy  cannot  be  eliminated  in  any 
other  way  and  since  malignancy  is  known  to 
occur  in  approximately  1 per  cent  of  patients 
with  Graves’s  disease. 

Our  experience  with  radioactive  iodine  therapy 


is  still  too  limited  to  permit  an  adequate  evalua- 
tion of  its  relative  position  with  respect  to  drug 
treatment  or  surgery,  although  a total  of  11  pa- 
tients have  received  therapeutic  doses  of  I131 
since  its  introduction  into  Buffalo  this  year. 
Those  centers  with  wider  experience  are  generally 
most  enthusiastic;  for  the  present,  we  are  con- 
tent to  limit  its  use  to  those  patients  who  present 
a poor  surgical  risk  or  who  fail  to  respond  to  drug 
therapy.  The  results  noted  so  far  in  our  clinic 
patients  are  encouraging,  and  it  is  quite  possible 
that  our  enthusiasm  for  radioactive  iodine  ther- 
apy will  increase  with  the  passage  of  time  and 
experience. 
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ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

195  3 ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Beverly  C.  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  Xew  York 

The  Annual  Meeting  will  be  held  May  4 to  8.  19.53,  at  the  Hotel  Statler.  Buffalo. 

Xo  applications  ran  be  considered  after  January  12,  1958. 

There  will  be  two  groups  of  awards: 

Group  1 : Awards  in  Croup  1 are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  //:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


CIRCULATORY  DISEASES  OF  THE  EXTREMITIES 

A.  Wilbur  Duryee,  M.D.,  New  York  City 

( From  the  Department  of  Medicine , New  York  University  Post-Graduate  Medical  School) 


WITH  the  control  of  infectious  diseases, 
with  a better  management  of  the  meta- 
bolic diseases,  and  with  perhaps  an  over-all 
excessive  food  intake  by  a large  number  of  the 
people  in  this  country:]  the  problems  associated 
with  cardiovascular  pathology  are  becoming  more 
common.  Arteriosclerosis  of  the  vessels  of  the 
extremities,  varicose  veins,  and  phlebitis  make 
up  an  ever-increasing  part  of  the  general  practi- 
tioner’s problems. 

The  management  of  these  conditions  is  slowly 
becoming  clarified  after  two  decades  of  rather 
intensive  study.  As  in  any  field  of  medicine, 
increasing  research  leads  to  various  new  modali- 
ties of  therapy  which  in  their  early  trials  are 
received  with  great  enthusiasm,  but  after  a 
period  of  careful  analysis  and  evaluation  many 
are  found  to  be  valueless  or  in  rare  cases  harmful. 

I shall  attempt  to  discuss  some  of  these  thera- 
pies and  try  to  give  you  as  honest  an  evaluation 
of  their  place  in  peripheral  vascular  disease  as 
possible.  One  must  realize  that  the  longer  a 
therapy  has  been  used,  the  greater  the  chance  that 
its  true  value  will  be  determined.  Therefore, 
my  opinions  of  more  recent  methods  of  treatment 
may  be  more  subject  to  change  than  those  which 
deal  with  older  procedures. 

Instead  of  discussing,  in  the  limited  allotted 
time,  a regime  of  management  for  individual 
diseases,  I shall  attempt  to  evaluate  certain 
modalities  as  they  apply  to  various  peripheral 
vascular  diseases.  The  place  of  vasodilator 
drugs,  antibiotics,  anticoagulants,  mechanical 
agents,  and. surgery  in  peripheral  vascular  disease 
will  be  reviewed. 

Vasodilating  Drugs 

Since  the  principal  purpose  of  most  therapy  is 
to  increase  circulation  to  or  from  an  extremity, 
one  of  the  obvious  approaches  is  by  the  use  of 
so-called  vasodilating  drugs.  These  are  used 
chiefly  to  block  reflex  pathways  leading  to  vaso- 
spasm or  to  act  directly  to  overcome  normal 
vascular  tone  in  order  to  permit  a greater  blood 
volume  rate  of  flow  in  the  involved  extremities. 
In  the  occlusive  arterial  diseases  such  as  arterio- 
sclerosis or  thromboangiitis  obliterans,  diseased 
vessels  are  no  longer  capable  of  vasodilatation, 
but  collateral  vessels  and  healthy  segments  of 
involved  vessels  are.  Therefore,  such  drugs 
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should  be  used  to  dilate  these  vessels  to  their 
maximum  degree*. 

Unfortunately  much  of  the  experimental  work 
with  these  drugs  has  been  done  on  normal  animals 
or  on  individuals  with  healthy  blood  vessels. 
As  a result  of  this  work  there  has  been  created 
in  the  minds  of  most  physicians  a false  sense  of 
their  value  when  they  are  applied  to  the  individ- 
ual with  diseased  vessels.  To  illustrate:  if  a 
potent  sympathetic  blocking  agent,  such  as  the 
popular  Priscoline,  is  given  to  an  individual  with 
normal  vessels,  one  finds  an  excellent  vasodilata- 
tion of  the  skin  vessels  over  the  entire  body. 
However,  if  such  a drug  is  given  parenterally  or 
orally  or  intravenously  to  an  individual  with  one 
extremity  having  markedly  impaired  arterial 
supply,  the  general  vasodilatation  may  shift  the 
available  blood  volume  from  the  inelastic  diseased 
vessels  to  other  parts  of  the  body  where  more 
normal  vessels  are  dilated  and  accept  the  avail- 
able blood.  The  huge  splanchnic  vascular  bed 
may  therefore  be  filled  with  blood,  while  the  sick 
extremity  may  be  depleted  of  blood  instead  of 
receiving  an  increased  supply. 

However,  if  their  action  can  be  diverted  largely 
to  the  control  of  the  vessels  in  the  involved 
extremity,  then  the  desired  effect  may  be  ob- 
tained. There  are  several  ways  of  achieving 
this.  A paravertebral  nerve  block,  if  correctly 
done,  will  temporarily  remove  the  sympathetic 
control  of  those  vessels  capable  of  dilatation  anti 
will  therefore  increase  the  total  circulatory  blood 
in  the  “blocked”  extremity.  The  intra-arterial 
use  of  one  of  these  drugs  will  concentrate  the 
maximum  effect  on  the  vessels  supplied  by  the 
artery  into  which  the  drug  is  introduced.  Al- 
though much  of  the  drug  may  pass  through  prox- 
imal shunts  of  the  venous  channels,  sufficient 
may  reach  the  periphery  where  its  effect  is 
usually  most  indicated.  The  marked  reflex 
spasm  associated  with  venous  thrombotic  lesions 
can  also  be  handled  by  these  approaches  and  may 
in  some  cases  respond  to  oral  or  parenteral 
routes. 

A method  used  for  twenty  years  or  more  is 
frequently  overlooked  or  not  used  because  of  its 
more  complicated  application.  Local  vasodilata- 
tion of  skin  vessels  can  be  quite  dramatically 
obtained  by  applying  a vasodilating  drug  such 
as  acetyl-beta  methylcholine  chloride  (Mecholyl) 
by  iontophoresis.  Such  a method  of  application 
can  be  utilized  to  overcome  sluggish  flow  in 
skin  vessels  associated  with  venous  stasis  problems 
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and  even  in  small  pregangrenous  ulcerations  due 
to  arterial  deficiency.  Special  care  must  be 
taken  to  avoid  electric  burns  when  this  method 
is  used. 

When  you  prescribe  these  vasodilating  drugs, 
a careful  evaluation  of  the  vascular  problem  must 
be  made  and  the  mode  of  action  of  each  drug 
understood  if  they  are  to  produce  results.  Their 
therapeutic  claims  have  not  been  substantiated 
by  clinical  trials  to  anywhere  the  degree  the 
first  enthusiasm  for  the  use  indicated. 

Antibiotics 

Many  an  extremity  is  intact  and  useful  to  a 
patient  today  because  of  the  use  of  these  newer 
substances  so  valuable  in  the  control  of  infec- 
tion. Once  the  enveloping  skin  of  an  extremity 
with  impaired  arterial  or  venous  supply  is  broken, 
it  frequently  is  the  invasion  of  the  ischemic  or 
congested  tissues  by  an  organism,  either  bacterial 
or  fungous,  which  precipitates  the  gangrene  and 
leads  to  the  loss  of  part  or  all  of  the  extremity. 

Sulfa  drugs  are  being  used  to  control  cellulitis 
and  lymphangitis,  and  in  the  chronic  venous 
insufficiency  states  they  may  be  used  prophylac- 
tically  over  years.  In  acute  arterial  “shut-offs” 
due  to  thrombosis  or  embolism  an  antibiotic 
with  a broad  bacterial  spectrum  should  be  used 
to  prevent  the  development  of  infection  in  the 
ischemic  tissues.  Chloromycetin  at  present  seems 
to  be  the  drug  of  choice,  not  only  because  of 
its  broad  effect  but  also  because  there  is  considera- 
ble evidence  that  it  may  act  indirectly  as  an  anti- 
coagulant. It  may  increase  the  prothrombin 
time  through  its  sterilization  of  the  intestine 
preventing  the  formation  of  vitamin  Iv  necessary 
to  maintain  normal  clotting. 

Whatever  antibiotic  is  used,  it  should  be  given 
in  large  doses  so  that  therapeutic  levels  of  the 
drug  will  reach  the  tissues  with  impaired  blood 
supply.  It  is  frequently  wise  to  use  a combina- 
tion of  antibiotics  since  culture  studies  are  un- 
reliable, and  the  time  necessary  for  the  findings 
to  be  reported  is  too  long  to  wTait  before  prescrib- 
ing a “specific”  agent. 

In  addition,  one  must  use  fungicides  in  order 
to  prevent  the  invasion  of  various  fungi.  The 
more  necrotizing  ones  should  be  avoided  because 
of  the  possible  destruction  of  ischemic  tissue. 
Solutions  of  1:5,000  potassium  permanganate 
seem  to  offer  the  most  satisfactory  effect  without 
tissue  destruction.  Sensitization  is  infrequent, 
and  one  can  readily  determine  whether  the  patient 
is  using  it  by  its  staining  property. 

Anticoagulants 

Anticoagulants  play  an  important  role  since 
most  peripheral  vascular  problems  are  associated 
with  an  increased  clotting  tendency.  Their 


use  is  indicated  in  thrombophlebitis,  in  acute 
arterial  occlusion  due  to  embolization  or  throm- 
bosis, and  in  certain  unexplained  diseases  with 
.increased  clotting  tendencies. 

In  patients  suffering  from  acute  arterial  closure 
it  is  extremely  important  to  use  a rapidly  acting 
anticoagulant  to  prevent  the  proximal  progression 
of  a thrombus  which  in  turn  would  cut  off  more 
of  the  entire  blood  supply.  Therefore,  heparin 
in  aqueous  solution  should  be  given  as  soon  as 
the  diagnosis  is  made  and  its  use  continued  until 
the  effect  of  a more  slowdy  acting  drug,  like 
Dicumarol,  can  be  brought  into  play.  A total 
of  50  to  75  mg.  should  be  administered  intra- 
venously every  three  to  four  hours  and  the  dose 
varied  to  maintain  a clotting  time  of  about  two 
times  the  control,  using  the  modified  Lee- White 
technic.  Smaller  or  larger  doses  should  be  given, 
depending  on  the  clotting  time  determined  just 
before  the  dose  is  to  be  given.  Tromexan 
or  Dicumarol  should  also  be  given  simultaneously 
with  the  first  dose  of  heparin  so  that  when  their 
optimum  effect  on  the  prothrombin  time  is 
reached,  the  heparin  can  be  discontinued.  We 
still  feel  that  daily  doses  of  Dicumarol  or  Tro- 
mexan given  twice  a day  is  more  satisfactory  than 
initial  large  doses  followed  by  several  days  without 
the  drug.  The  schedule  of  300  mg.  of  Dicuma- 
rol, followed  in  twenty-four  hours  by  200  mg., 
and  then  by  daily  doses  depending  on  the  daily 
prothrombin  determinations,  seems  to  effect  the 
most  constant  prothrombin  level.  This  opti- 
mum level  is  about  two  to  two  and  one-half  times 
the  control  level.  In  all  acute  cases  the  prothrom- 
bin determinations  must  be  done  daily,  but  when 
the  drug  is  to  be  used  in  ambulatory  treatment 
or  in  easily  controlled  cases,  once  every  week 
may  be  sufficient.  Tromexan  has  its  initial 
effect  on  the  prothrombin  time  earlier  than 
Dicumarol,  usually  within  twenty-four  hours. 
Moreover,  its  effect  is  dissipated  much  more 
rapidly  so  that  in  about  thr  ee  days  the  prothrom- 
bin time  returns  to  normal.  Its  dosage  schedule 
is  about  five  times  that  of  Dicumarol.  Other 
cournarin  derivates  are  being  studied,  and  a few 
are  in  use,  but  our  experience  with  them  is  limited. 
Before  instituting  treatment  with  these  drugs, 
one  must  be  sure  that  all  contraindications  have 
been  eliminated,  such  as  hemorrhagic  tendencies 
of  any  form,  advanced  renal  disease,  and  liver 
pathology. 

They  should  be  continued  as  long  as  the  condi- 
tions which  warranted  their  use  persists.  In 
the  acute  thrombophlebitis  the  patient  should 
be  well  ambulated  after  the  process  subsides  and 
while  the  anticoagulant  effects  of  the  drug  are  at 
high  optimal  levels.  In  rheumatic  heart  disease 
with  auricular  fibrillation,  with  one  or  more 
previous  episodes  of  embolism,  it  is  frequently 
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wise  to  use  anticoagulants  for  an  indefinite 
period. 

In  most  instances  overdoses  of  Dicumarol  or 
Tromexan  can  be  corrected  by  large  parenteral 
doses  of  vitamin  K,  Ki,  or  K oxide.  Fresh  blood, 
likewise,  will  bring  down  the  prothrombin  blood 
level  from  dangerously  high  levels. 

Mechanical  Therapy 

Mechanical  therapy  can  be  rather  briefly 
reviewed.  We  have  found  that  the  suction 
pressure  boot,  despite  its  sound  principles,  has 
been  ineffective  due  to  the  inherent  difficulties 
of  application.  Alternate  venous  occlusion  has 
not  lived  up  to  its  original  claims.  The  oscillat- 
ing bed  has  perhaps  had  the  most  wide  trial 
and,  if  properly  adjusted  to  the  individual  needs, 
appears  to  improve  venous  drainage  and  arterial 
inflow. 

Surgery 

Finally  a medical  man  would  like  to  outline 
briefly  the  indications  for  surgery  in  peripheral 
vascular  disease.  In  arterial  problems  em- 
bolectomy  is  urgently  indicated  when  the  clot 
involves  the  bifurcation  of  the  aorta,  the  iliacs, 
or  upper  femoral  arteries.  It  should  be  done 
within  six  to  eight  hours,  rarely  being  success- 
ful after  twenty-four  hours.  Emboli  lodging 
more  peripherally  or  in  the  arteries  of  the  upper 
extremities  are  better  treated  medically.  In 
chronic  arterial  occlusion  arterectomy  may  be 
used  to  remove  a diseased  segment  if  it  can  be 
located  by  such  means  as  with  arteriography. 
Such  procedure  will  remove  a nidus  which  would 
frequently  set  up  a reflex  arc  and  by  reflex  vaso- 
spasm cause  further  reduction  in  blood  flow. 

Segments  of  damaged  arteries  may  be  replaced 
by  autogenous  vein  grafts.  Trauma  or  malig- 
nancy may  destroy  a vessel  over  such  a large 
area  that  end-to-end  suturing  is  impossible. 
However,  a graft  from  an  adjacent  vein  or  from 
a vein  in  another  extremity  can  be  used  to  fill 
in  this  arterial  defect.  The  distal  end  of  the 
vein  graft  should  be  sutured  to  the  end  of  the 
proximal  artery.  Vascular  channels  so  recon- 
structed will  function  most  satisfactorily,  and 
peripheral  pulses  supplied  by  these  repaired 
arteries  may  be  approximately  normal. 

The  surgeon  also  is  the  one  to  repair  or  remove 
peripheral  aneurysms.  These  arterial  defects, 
congenital  or  acquired  from  trauma  or  disease, 
usually  are  slow  in  developing,  and  adequate 
time  elapses  for  the  development  of  collateral 


channels.  Therefore,  if  the  sac  is  destroyed 
and  the  wall  left  in  place,  the  distal  parts  are 
usually  adequately  supplied  -with  blood.  In 
instances  of  rapidly  growing  aneurysms  following 
trauma,  a vein  graft  may  be  indicated  to  replace 
the  damaged  segment  of  the  artery. 

In  acquired  arteriovenous  shunts  surgical 
repair  must  not  be  delayed,  especially  if  large 
vessels  are  involved.  Cardiac  enlargement  and 
failure  may  result  if  they  persist  for  too  long  a 
period.  Cardiac  abnormalities  resulting  from 
the  increased  pressure  in  the  venous  return  are 
reversible  if  the  process  has  not  been  in  existence 
for  too  long  a period. 

Finally,  the  surgeon  is  often  confronted  with 
the  problem  of  doing  a sympathectomy  to  an 
extremity  with  impaired  blood  supply.  Unless 
tests  indicate  a fair  degree  of  vasospasm  associ- 
ated with  such  diseases  as  arteriosclerosis  or  throm- 
boangiitis obliterans,  such  surgery  is  usually 
useless.  When  there  is  an  adequate  factor  of 
vasospasm,  then  sympathectomy  may  be  per- 
formed to  preserve  the  skin  from  gangrene. 

There  is  little  evidence  that  this  surgical  pro- 
cedure will  increase  the  blood  supply  to  the  mus- 
cles and  thereby  relieve  intermittent  claudication, 
despite  the  claims  of  many  outstanding  surgeons 
to  the  contrary.  The  improvement  in  claudica- 
tion frequently  noted  after  sympathectomy  can 
be  demonstrated  as  frequently  in  patients  on 
simple  medical  regimes  or,  in  fact,  on  no  treat- 
ment at  all.  There  is  often  a spontaneous 
development  of  collateral  circulation  of  a marked 
degree,  especially  to  the  muscles  if  they  are 
used  within  their  tolerance. 

Conclusions 

There  are  no  specific  therapies  in  peripheral 
vascular  disease.  A regime  of  management  must 
be  outlined  for  each  case,  and  vasodilators,  anti- 
biotics, anticoagulants,  mechanical  modalities, 
and  surgery  must  be  applied  as  indicated  after  a 
careful  analysis  of  each  problem.  No  outline  of 
treatment  can  be  given  which  would  fit  even  the 
majority  of  patients  suffering  from  any  one  of 
the  usual  peripheral  vascular  diseases. 

We  will  be  faced  with  these  problems  more  and 
more  frequently  in  the  next  few  years.  Do  not 
let  your  enthusiasm  for  any  one  modality  of  treat- 
ment tempt  you  to  depend  on  it  alone.  Realize 
that  much  of  the  improvement  is  spontaneous, 
and  do  not  give  credit  to  a particular  therapy 
without  just  reason. 

140  East  54th  Street 


Approximate  tissues,  don't  strangulate  ’em. — Dr.  Eldridge  Eliason 


THE  TREATMENT  OF  CARDIAC  EMERGENCIES 
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MAJOR  emergencies  of  cardiac  origin  result 
from  paroxysmal  supraventricular  tachy- 
cardias, including  paroxysmal  auricular  fibrilla- 
tion, ventricular  tachycardia,  complete  heart 
block,  acute  left  ventricular  failure,  and  shock  in 
myocardial  infarction.  Most  of  these  emergencies 
can  be  diagnosed  correctly  at  bedside  examina- 
tion, although  some  require  precision  instruments 
such  as  the  electrocardiograph.  However,  in  this 
presentation  only  the  therapeutic  procedures  em- 
ployed in  their  management  will  be  discussed. 

Paroxysmal  Tachycardias 

Auricular  tachycardia  is  the  commonest  of  all 
paroxysmal  tachycardias  and  occurs  most  often 
in  patients  who  are  free  from  structural  heart 
disease.  Despite  the  benign  nature  of  most  of 
these  episodes,  medical  help  is  not  infrequently 
sought,  especially  during  the  initial  episode  or  for 
paroxysms  which  do  not  respond  to  simple  mea- 
sures which  most  patients  learn  to  use  after  ex- 
periencing repeated  attacks.  Among  these  are 
prolonged  holding  of  the  breath,  compression  of 
the  neck,  twisting  the  head  in  extreme  rotation  to 
either  side,  the  induction  of  vomit  ing,  and  several 
other  procedures.  Rest,  reassurance,  a rapidly 
acting  barbiturate,  and/or  carotid  sinus  massage 
are  sufficient  to  revert  most  attacks  to  normal 
rhythm.  If  the  paroxysm  still  persists,  then  other 
methods  should  be  used. 

Ouinidine  sulfate  is  still  preferred  by  many 
physicians.  After  a test  dose  of  3 grains,  6 to  10 
grains  are  given  by  mouth  every  two  to  three 
hours  for  approximately  five  doses.  If  the  at- 
tack is  not  terminated  with  this  schedule  of  ad- 
ministration, increased  doses  of  12  to  15  grains 
may  be  used  in  a similar  manner  for  subsequent 
trials.  Rapidly  acting  glycosides  of  digitalis  are 
now  being  used  more  frequently  by  many  practi- 
tioners as  the  drug  of  choice.  I might  add  at  this 
point  that  with  infants  and  young  children,  who 
not  infrequently  become  critically  ill  in  the  pres- 
ence of  auricular  paroxysmal  tachycardia,  the 
intravenous  administration  of  a glycoside  is  not 
only  effective  but  may  actually  be  lifesaving. 

Ouabain,  given  intravenously,  is  an  excellent 
preparation  for  the  rapid  conversion  of  paroxys- 
mal tachycardia  but  should  not  be  employed  if  the 
patient  has  received  digitalis  within  the  previous 
two  weeks.  The  initial  dose  for  adults  is  0.5  mg. 
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followed  every  hour  by  0.1  mg.  until  the  paroxysm 
ceases  or  a total  of  1.0  mg.  has  been  administered. 
Most  patients  obtain  full  therapeutic  effect  with 
0.8  mg.  If  ouabain  is  not  available,  or  if  pre- 
ferred, lanatoside  C (Cedilanid)  may  be  given  in- 
travenously. Digoxin,  also  given  intravenously, 
is  another  good  preparation  for  rapid  digitaliza- 
tion in  the  treatment  of  paroxysmal  tachy- 
cardia. 

A number  of  other  therapeutic  agents  have 
been  used  for  the  treatment  of  paroxysmal  tachy- 
cardias, and  of  these  an  old-fashioned  remedy  is 
used  quite  effectively  by  many  general  practi- 
tioners, namely,  syrup  of  ipecac  in  doses  of  1 to  2 
teaspoonfuls. 

Paroxysmal  Auricular  Fibrillation 

Quinidine  is  usually  considered  by  most  clini- 
cians to  be  the  drug  of  choice  in  converting  par- 
oxysmal auricular  fibrillation  to  sinus  rhythm, 
regardless  of  the  underlying  type  of  heart  disease 
or  even  in  the  absence  of  heart  disease.  However, 
in  the  presence  of  a recent  myocardial  infarct, 
mitral  stenosis,  or  any  heart  disorder  in  which  em- 
bolism is  likely  to  occur  or  has  occurred,  anti- 
coagulant therapy  should  also  be  administered. 

The  schedule  to  be  followed  is  the  same  already 
discussed  in  the  treatment  of  paroxysmal  tachy- 
cardia. However,  if  heart  failure  ensues  or  a 
rapid  ventricular  rate  is  present  as  a result  of 
auricular  fibrillation,  then  a digitalis  preparation 
is  indicated,  given  by  mouth  or  intravenously, 
depending  on  the  urgency  of  the  situation. 

Ventricular  Tachycardia 

Ventricular  tachycardia  occurs,  as  a rule,  m the 
presence  of  serious  structural  changes  in  the 
heart,  especially  during  myocardial  infarction.  It 
should  be  abolished  as  soon  as  possible  since  a 
fatal  outcome  is  an  ever-present  possibility. 

Treatment  consists  of  absolute  rest,  induced,  if 
necessary,  by  morphine  sulfate  administered  sub- 
cutaneously or  intravenously.  At  present,  quini- 
dine still  remains  the  drug  of  choice.  A dose  of  10 
to  12  grains  should  be  given  orally  immediately. 
It  should  be  repeated  every  hour  or  two  until  the 
rhythm  reverts  to  one  of  sinus  origin  or  until 
there  are  evidences  of  toxicity.  It  is  well  to  take 
frequent  electrocardiograms,  preferably  before 
each  successive  dose,  and  observe  for  increase  in 
QRS  and  QT  intervals  (conduction  defects)  and 
lowering  of  voltage.  Quinidine  may  be  given  in- 
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tramuscularly  without  serious  reactions,  but  only 
in  desperate  cases  should  it  be  used  intraven- 
ously. 

A fairly  new  drug,  procaine  amide  hydrochlo- 
ride (Pronestyl,  Squibb),  is  now  used  in  the  con- 
trol of  ventricular  tachycardia.  Although  it  may 
be  employed  orally  and  intravenously,  the  latter 
should  only  be  used  if  oral  administration  has 
failed  or  if  the  patient  is  unable  to  take  oral 
medication.  It  has  been  observed  to  cause  a 
marked,  although  transient,  fall  in  blood  pressure 
when  given  intravenously.  Evidence  suggests, 
however,  that  it  is  less  dangerous  when  given  in- 
travenously than  quinidine  given  by  the  same 
route. 

The  dosage  schedule  for  oral  use  is  5 capsules 
of  250  mg.  (1.25  Gm.)  as  the  initial  dose  which  by 
itself  is  frequently  effective.  If  there  has  been  no 
response  in  one  hour  or  no  signs  of  toxicity,  a 
second  dose  of  3 capsules  (750  mg.  or  0.75  Gm.) 
may  be  given.  Further  doses  of  2 capsules  (0.5 
Gm.)  may  be  given  at  two-hour  intervals,  as  re- 
quired, to  terminate  the  rhythm. 

For  parenteral  (intravenous)  use  Pronestyl  is 
available  in  ampules  of  10  cc.,  each  cc.  equivalent 
to  100  mg.  The  maximum  rate  of  intravenous  ad- 
ministration should  be  200  mg.  per  minute,  stop- 
ping the  treatment  when  the  rhythm  reverts  to 
normal  or  when  a maximum  dose  of  1 Gm.  has 
been  given. 

Complete  Heart  Block 

With  the  occurrence  of  an  Adams-Stokes  seiz- 
ure, including  dizziness  and  syncope  with  or  with- 
out convulsions,  this  rhythmic  disturbance  be- 
comes an  emergency.  Since  it  may  also  be  ini- 
tiated by  ventricular  tachycardia  or  ventricular 
fibrillation  as  well  as  by  complete  ventricular 
asystole,  differential  diagnosis  is  essential  since 
treatment  is  different  depending  upon  which  of 
these  mechanisms  is  responsible. 

If  the  Adams-Stokes  syndrome  is  due  to  ven- 
tricular tachycardia  or  fibrillation,  quinidine  or 
procaine  amide  appear  to  be  the  drugs  of  choice 
and  are  used  as  outlined  previously.  If  it  is  the 
result  of  asystole  of  the  ventricles,  epinephrine  is 
the  drug  to  be  used.  It  is  injected  into  the  heart 
using  1 cc.  of  1: 1,000  solution.  If  standstill  con- 
tinues, paredrine  hydrobromide  should  be  tried , 
injecting  it  also  into  the  heart. 

Acute  Left  Ventricular  Failure 

This  emergency  occurs  commonly  in  patients 
with  hypertensive  heart  disease  but  is  also  en- 
countered in  other  etiologic  types.  The  promi- 
nent symptom  is  paroxysmal  dyspnea  with  or  with- 
out cough,  pulmonary  edema,  and  pink,  frothy 
sputum. 

Morphine  sulfate,  '/<  grain,  and  atropine  sul- 


fate, Vioo  grain,  should  immediately  be  adminis- 
tered hypodermically.  Nitroglycerine,  when 
given  early,  seems  to  benefit  some  patients. 
Fowler’s  position  or  a chair  may  be  preferred  to  a 
bed.  Oxygen  therapy  should  be  started  as  soon 
as  possible  but  in  high  concentration,  regardless 
of  the  mode  of  administration. 

If  the  patient  has  not  had  any  digitalis  prepara- 
tion in  the  previous  two  weeks,  ouabain,  Digoxin, 
or  any  other  rapidly  acting  glycoside  should  be 
given  intravenously  regardless  of  the  rhythm. 
Aminophylline  (33/4  grains)  may  be  administered 
intravenously  but  given  slowly  to  avoid  head- 
ache, vertigo,  palpitation,  or  substernal  oppres- 
sion. 

“Bloodless  phlebotomy”  may  be  an  effective 
adjunct  to  treatment,  especially  if  pulmonary 
edema  is  present.  It  is  accomplished  by  applying 
blood  pressure  cuffs  to  all  four  extremities  with 
three  of  the  cuffs  inflated  at  a time  to  a pressure 
slightly  higher  than  the  level  of  the  patient’s 
diastolic  pressure.  Release  of  each  cuff  is  done  in 
rotation  every  fifteen  minutes.  If  this  is  not  suc- 
cessful in  relieving  the  acute  failure,  phlebotomy 
with  the  rapid  withdrawal  of  at  least  500  cc.  of 
blood  should  be  performed. 

Shock  in  Myocardial  Infarction 

This  complication  is  of  very  serious  prognostic 
significance  since  it  is  one  of  the  main  causes  of 
death  in  the  initial  period  following  infarction. 
Therapy  should  be  based  upon  an  understanding 
of  the  abnormal  physiology  which  is  responsible 
for  this  condition.  Unfortunately,  fundamental 
data  concerning  its  hemodynamics  are  inadequate 
and  incomplete.  There  remains  considerable 
controversy  as  to  whether  the  primary  mechan- 
isms are  of  cardiac  origin  or  due  to  factors  related 
to  the  peripheral  vascular  system.  Because  this 
process  is  not  understood,  the  treatment  of  shock 
in  myocardial  infarction  varies  from  “judicious 
neglect”  to  the  use  of  a wide  variety  of  drugs  and 
procedures,  based  upon  varied  theoretic  concepts. 

The  following  are  acceptable  measures:  Eleva- 
tion of  the  foot  of  the  bed  is  of  some  value.  High 
concentration  of  oxygen  should  be  instituted  as 
soon  as  possible.  The  patient  should  be  kept 
comfortably  warm  by  means  of  blankets  but  not 
by  artificial  heating,  and  excessive  sweating- 
should  be  avoided.  Bandaging  the  lower  extrem- 
ities from  ankles  to  mid-thigh  is  thought  by 
some  to  be  of  value. 

Recently  the  use  of  vasoconstrictor  or  pressor 
drugs  has  been  increasing  considerably,  although 
the  question  of  their  indication  in  this  type  of 
shock  is  controversial.  Ideally,  of  course,  these 
drugs  should  elevate  blood  pressure  and  increase 
peripheral  resistance  and  coronary  flow  without 
decreasing  output  or  causing  arrhythmias  or 
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other  serious  side-effects.  These  include  Neo- 
synephrine,  ephedrine,  Paredrine,  Wyamine,  and 
possibly  nor-epinephrine.  The  dosage  of  Neo- 
Synephrine  is  5 to  10  mg.  subcutaneously,  or  it 
may  be  given  in  amounts  up  to  60  mg.  in  dilute 
solution  intravenously  over  a period  of  an  hour 
or  two.  Wyamine  in  doses  of  35  mg.  may  be  em- 
ployed the  same  way.  Morphine  is  only  indicated 
if  the  patient  is  extremely  restless,  anxious,  or  in 
considerable  pain. 

Even  though  shock  complicating  myocardial  in- 
farction may  be  treated  with  the  above  measures, 
the  mortality  is  still  very  high,  about  80  per  cent. 
In  view  of  this,  more  dynamic  forms  of  therapy,  if 
not  potentially  too  dangerous,  would  seem  to  be 
indicated.  Until  the  causative  factors  of  this 
form  of  shock  are  adequately  understood,  we  can 
only  be  guided  in  its  treatment  by  experimental 
and  clinical  results  following  trial  with  various 
therapeutic  measures. 

In  recent  years  some  clinicians  have  advised 
and  employed  transfusions.  Reported  experi- 
ences with  intravenous  transfusion  in  the  treat- 
ment of  this  form  of  shock  indicate  that  while 


transfusions  are  not  as  yet  of  proved  value,  they 
have  usually  resulted  in  at  least  transient  im- 
provement. Where  they  have  failed,  it  has  ap- 
peared that  larger,  or  more  frequent,  or  more 
rapidly  administered  transfusions  might  have 
reversed  the  shock  picture  or  prevented  its  reap- 
pearance. 

Experimental  studies  in  the  dog  and  some 
clinical  trials  in  man  indicate  that  intra-arterial 
transfusion  may  be  superior  to  intravenous  trans- 
fusion in  the  treatment  of  this  form  of  shock. 
In  view  of  these  experiences  the  use  of  intra- 
arterial transfusions  of  blood  or  plasma  in  the 
treatment  of  shock  in  myocardial  infarction  war- 
rants further  trial  and  evaluation. 

Conclusion 

In  conclusion,  I merely  wish  to  state  that  in  the 
time  allotted  to  cover  this  topic,  it  has  only  been 
possible  to  give  you  a brief  sketch  of  some  of  the 
acceptable  measures  employed  in  the  manage- 
ment of  the  more  common  cardiac  emergencies. 
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VISITING  NURSE  SERVICE  NEEDED  IN  COMMUNITY  HEALTH  PROGRAMS 


Visiting  nurse  service  is  an  essential  element  in 
organized  community  health  programs,  according  to 
Drs.  William  P.  Shepard  and  George  M.  Wheatley, 
of  the  health  and  welfare  division  of  the  Metropoli- 
tan Life  Insurance  Company,  New  York.  Many 
medical  services  today  can  be  efficiently  rendered  in 
t he  home,  and  the  visiting  nurse  plays  an  important 
part  as  a member  of  the  medical  care  team  in  making 
home  care,  in  appropriate  cases,  as  beneficial  to  the 
patient  as  hospital  care.  The  authors  stated,  “To- 
day major  factors  that  tend  to  re-emphasize  the 
home  as  an  important  place  where  medical  care  may 
be  rendered  are  the  increasing  cost  of  hospitaliza- 
tion; the  growing  number  of  older  persons  with 
chronic  disease,  many  of  whom  may  be  adequately 
cared  for  at  home  with  proper  planning  and  services; 
the  development  of  potent  therapeutic  agents,  such 
as  antibiotics,  enabling  the  physician  to  treat  cases 
at  home  for  which  formerly  hospitalization  was 
necessary;  and  recognition  of  the  importance  of 
social  and  psychologic  factors  in  illness.” 

Visiting  nurse  service  in  North  America  began  in 
New  York  City  in  1877  to  supplement  the  physi- 
cian’s care  in  the  home,  according  to  the  doctors. 


Today  there  are  1,038  visiting  nurse  associations  in 
the  United  States,  employing  4,774  graduate  nurses; 
about  8,000  cities  and  towns  in  the  United  States  and 
Canada  are  being  serviced. 

These  nurses  generally  average  about  2,000  visits 
each  a year.  It  may  be  estimated  that  these  organ- 
izations are  responsible  for  approximately  10,000,000 
visits  per  annum,  servicing  about  2,000,000  patients 
in  the  course  of  the  year.  A survey  has  shown  that 
approximately  8.7  per  cent  of  the  visits  made  are  at 
the  request  of  physicians.  However,  the  doctors 
added,  a considerably  larger,  but  immeasurable, 
number  of  calls  and  visits  are  made  by  the  nurse 
associations  upon  the  prompting  of  physicians  or  by 
requests  made  by  patients,  employers,  and  others. 

The  cost  per  visit  by  a nurse  is  about  $2.50,  the 
doctors  stated.  Fees  paid  by  individual  patients 
make  up  about  16  per  cent  of  the  total  income  of 
voluntary  nursing  agencies;  contracts  with  insur- 
ance companies,  industry,  and  other  organizations 
pay  for  approximately  12  per  cent;  and  the  Com- 
munity Chest,  individual  contributors,  and  others 
make  up  the  difference. — Journal  of  the  American 
Medical  Association,  June  7,  11)52 


LIMITATIONS  IN  THE  USE  OF  ACTH  AND  CORTISONE 

B.  J.  Duffy,  Jr.,  M.D.,  Rochester,  New  York 

( From  St.  Mary’s  Hospital  and  the  University  of  Rochester  School  of  Medicine  and  Dentistry) 


IT  WAS  in  the  year  1605  that  Francis  Bacon 
wrote  in  his  “Advancement  of  Learning”  that 
“cures  come  first  and  then  knowledge  of  the  dis- 
ease.” This  lag  in  understanding  is  nowhere 
better  illustrated  than  in  the  use  of  the  new  ad- 
renal agents,  ACTH  and  cortisone.  Frequently 
referred  to  as  a brilliant  new  era  in  medicine, 
these  three  years  since  the  first  use  of  ACTH  by 
Hench  in  the  treatment  of  arthritis  in  1949  have 
been  marked  by  an  increased  recognition  of  the 
limitation  of  our  knowledge.  It  is  time  to  sum 
up  these  first  results  and  enter  at  least  a tem- 
porary definition  of  the  broad,  but  nonetheless 
limited,  usefulness  of  ACTH  and  cortisone  in  the 
treatment  of  disease. 

Structure 

ACTH  remains  a protein  structure  or  at  least 
a complex  peptide.  Cortisone  has  been  synthe- 
sized from  bile  acid,  and  the  present  indications 
are  that  there  will  be  an  increasing  availability  of 
the  compound.  The  formula  of  corticosterone 
and  its  derivatives  (compounds  E and  F)  em- 
phasizes the  importance  of  minor  structural 
variations  in  the  biologic  activity  of  the  resultant 
steroids  (Fig.  1). 

Administration 

ACTH  (corticotropin)  may  be  given  both  in- 
tramuscularly and  intravenously,  but  it  cannot  be 
administered  by  mouth  since  it  loses  its  biologic 
activity  with  enzymatic  digestion  of  its  protein 
structure  by  the  stomach.  Cortisone  has  the 
great  added  advantage  of  oral  administration. 
The  oral  use  of  cortisone  will  comprise  the  burden 
of  this  review  since  it  is  axiomatic  in  medicine 
that  ease  of  administration  is  an  important  prop- 
erty of  a medication,  and  few  drugs,  with  the 
conspicuous  exception  of  insulin,  survive  long 
solely  as  parenteral  agents.  The  unique  property 
of  insulin  has  never  been  duplicated  in  a non- 
protein substance  which  is  not  the  case  with 
ACTH,  whose  main  effects  are  equally  well 
achieved  with  the  steroid  cortisone. 

Mechanism  of  Action 

There  is  tremendous  activity  in  the  clinics 
and  research  laboratories  the  country  over  in  an 
effort  to  discover  the  basic  action  of  ACTH  and 
cortisone.  It  is  all  very  well  to  state  that  they  are 
“homeostatic  agents”  which  supply  a needed 
substance  to  the  cells  during  times  of  “stress,”  but 


Fig.  1.  Corticosterone  (Compound  B):  ( A and 
B ) These  groupings  are  characteristic  of  the  mineral 
metabolism  regulating  steroids  and  seem  to  be  es- 
sential to  all  adrenocortical  activity.  (C)  Either  a 
hydroxy  or  a ketone  group  in  this  position  is  essen- 
tial for  carbohydrate  metabolism  regulation.  It 
also  probably  reduces  the  mineral  metabolism  regu- 
lating effect.  ( D ) If  a hydroxy  group  is  attached 
here  as  in  Compounds  E and  F,  it  intensifies  the 
carbohydrate  metabolism  regulating  effect  and  still 
further  reduces  the  mineral  metabolism  regulating 
effect.  {Adapted  from  Thorn) 

the  situation  is  far  more  complex  than  this  super- 
ficial explanation  allows. 

Much  of  the  confusion  arises  from  the  earlier  con- 
cept of  Selye1  that  there  is  a constant  overactivity 
of  the  adrenal  cortex  in  a wide  variety  of  stresses 
which  result  in  a state  of  hypercorticism  (and 
the  development  of  the  “adaptation  diseases”) 
with  eventual  hypocorticism  and  adrenal  “ex- 
haustion.” This  concept  derived  largely  from 
the  experimental  work  in  which  induced  hyper- 
corticism under  certain  experimental  conditions 
(unilateral  nephrectomy,  high-sodium  diet)  re- 
sulted in  the  development  of  hypertension  and 
arteritis.  The  same  procedures  did  not  result 
in  vascular  damage  in  the  adrenal-insufficient 
animal.  Ingle  has  recently  pointed  out  the  dis- 
tinction between  the  role  of  the  adrenal  causing 
and  maintaining  such  disease  with  the  following 
analogy:  “Consider  an  automobile  (organism) 
whose  speed  (primary  consequences  of  cortical 
hormone  action)  is  kept  constant  by  a mechanical 
governor  (anterior  pituitary).  When  the  load 
(stress)  is  increased,  the  fuel  supply  (cortical 
hormones)  must  undergo  an  increase  in  order  to 
keep  the  speed  constant.  Under  usual  condi- 
tions, the  response  of  the  governor  serves  to 
maintain  normality  under  load.  A weakened 
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mechanism  (unilateral  nephrectomy)  meeting 
additional  obstacles  (high-sodium,  high-protein 
diet)  is  much  more  likely  to  wreck  (“adaptation 
diseases")  if  it  sustains  a constant  speed  than  is  a 
similar  automobile  which  is  caused  to  run  slowly 
or  stall  by  restriction  of  its  fuel  supply.  Nothing 
is  assumed  to  be  wrong  with  the  operation  of 
the  governor,  but  it  plays  an  essential,  though 
not  the  primary,  causative  role  in  the  resulting 
damage.”2 

Sayers,  in  a masterful  monograph  entitled, 
The  Adrenal  Gland  and  Homeostasis,  has  rightly 
emphasized  the  many  unknown  factor's  in  the 
pituitary-adrenal-tissue  cell  relationships  in 
health  and  disease.3 

It  might  be  just  as  well  for  us  to  admit  flatly 
that  although  it  is  probable  that  ACTH  and  cor- 
tisone exert  their  effect  at  the  cellular,  indeed 
enzymatic,  level,  this  is  entirely  deductive  reason- 
ing, and  there  is  no  worth-while  evidence  to  sup- 
port any  theory  of  action  at  this  writing. 

Treatment  with  ACTH  and  Cortisone 

The  conditions  in  which  the  agents  may  be  used 
can  be  broadly  separated  into  hormone-deficient 
states  and  those  which  are  nonhormonal  (as  far 
as  can  now  be  determined).  In  the  first  group, 
naturally,  fall  the  hypopituitary  and  hypoadrenal 
cases  and,  recently,  those  with  adrenal  imbalance 
(adrenogenital  syndrome)  wherein  excessive  an- 
drogen production  can  be  suppressed  with  corti- 
sone. 

In  the  second,  “nonhormonal”  goup  fall  the 
diseases  in  which  there  is  a tissue  reaction  of 
hypersensitivity,  the  allergic  disorders.  In  this 
are  included  acute  rheumatic  fever  and  inflam- 
matory disease,  asthma,  hay  fever,  drug  sensi- 
tivity, rheumatoid  arthritis,  and  conditions  re- 
sulting in  physiologic  shock  such  as  overwhelm- 
ing infection  and  severe  burns. 

In  all  of  these  latter  cases  where  the  hormones 
are  given  as  supportive  therapy,  it  might  be  .said 
that  the  agents  modify  and  indeed  abort  the 
reversible  reactions,  but  they-  have  essentially  no 
effect  on  the  irreversible  residue  of  disease.  It  is 
in  this  sense  that  ACTH  and  cortisone  “do  not 
cure  anything.”  If,  however,  a drug  can  prevent 
pain  and  incapacitation  and  provide  lifegiving 
reserve  in  severe  shock,  we  should  not  be  overly 
conservative  in  assessing  the  potential  role  of 
these  compounds  in  the  treatment  of  disease 
states. 

Hormonal  Diseases 

In  the  rare  panhypopituitary  case  and  the  not 
so  rare  Addisonian,  the  use  of  corticoid  replace- 
ment therapy  has  now  shown  itself  to  be  of  real 
value.  Small  doses  of  oral  cortisone  have  been 
remarkably  effective  in  the  control  of  adrenal  in- 


sufficiency. Thorn  has  recently  presented  in 
interesting  and  detailed  fashion  the  problems  in 
diagnosis  and  treatment  of  adrenal  insufficiency.1 
The  Addisonian  and  panhypopituitary  case  which 
formerly  could  only  be  treated  in  a special  en- 
docrine clinic  are  now  within  the  scope  of  the  in- 
formed general  physician. 

Nonhormonal  Diseases 

No  matter  the  political  barriers  to  the  passage 
of  information  there  are  probably  few  doctors  in 
the  world  today  who  are  not  aware  of  the  fact 
that  ACTH  and  cortisone  were  first  shown  to  be 
effective  against  rheumatoid  arthritis  by  Hench 
and  coworkers  at  the  Mayo  Clinic.  Their  “be- 
fore and  after”  presentation  burst  on  the  medical 
world  as  the  greatest  twelve  minutes  of  medical 
film  ever  recorded-  and  highlighted  the  most 
dramatic  discovery  since  the  demonstration  of  the 
effects  of  antibiotics  in  sepsis.  Those  who  were 
present  at  the  first  announcement  of  this  dis- 
covery at  the  Atlantic  City  meeting  of  the  As- 
sociation of  American  Physicians  in  1949  will  not 
forget  the  wave  of  enthusiasm  and  anticipation 
that  swept  that  meet  ing  at  the  sight  of  the  lame 
and  crippled  arthritics  of  Dr.  Hench  being  mirac- 
ulously restored  with  the  injection  of  a pituitary 
tropic  hormone  previously  unsuspected  (except 
by  Hench)  to  be  related  to  the  rheumatoid  state. 
No  one  should  live  in  this  adrenal  age  without 
reading,  “The  Potential  Reversibility  of  Rheu- 
matoid Arthritis,”  Hench ’s  own  account  of  the 
reasoning  which  lead  him  to  the  use  of  ACTH. 

Rheumatoid  Arthritis. — Since  the  use  of  ACTH 
and  cortisone  was  first  demonstrated  in  the 
treatment  of  rheumatoid  arthritis,  this  condition 
has  served  as  the  important  test  medium  for  new 
methods  of  treatment.  There  is  growing  evi- 
dence of  the  place  of  the  adrenal  agents  in  a 
variety  of  disease  states,  but  the  solid  bedrock 
of  therapeusis  still  rests  on  the  effects  noted  in  the 
rheumatoid  arthritics. 

The  first  cases  treated  by  the  Mayo  group  re- 
ceived large  doses  of  corticotropin,  up  to  300  mg. 
at  the  start,  and  maintenance  doses  of  between 
100  and  150  mg.  per  day.  It  is  true  that  oc- 
casional cases  were  brought  down  to  lower  main- 
tenance doses,  but  the  great  majority  of  cases  re- 
ceived doses  which  would  now  be  considered  un- 
necessarily high.  Many  of  the  symptoms  re- 
ferable to  overdosage  were  noted  in  these  patients. 

The  whole  complexion  has  now  changed  with 
the  advent  of  depot  ACTH  and  oral  cortisone 
preparations.  Reports  on  the  latter  have  only 
recently  been  forthcoming  from  the  Boston  and 
Mayo  groups.  Concerning  the  long-acting 
ACTH  preparations,  the  confident  representa- 
tives of  several  large  pharmaceutic  houses  assure 
us  that  preparations  are  practically  ready  for 
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( after  Kinsell).  This  treatment  schedule  might  he 
utilized  if  ACTH  and/or  cortisone  is  ineffective. 

release  which  will  lower  the  close  of  ACTH  and 
reduce  the  number  of  injections  to  as  few  as  one  a 
week  for  maintenance  therapy. 

The  choice  of  either  ACTH  or  cortisone  in  the 
initial  treatment  of  rheumatoid  arthritis  is  at  the 
present  time  so  arbitrary  that  we  have  chosen  as  a 
representative  illustration  the  method  outlined 
recently  by  Kinsell.5  This  method  of  combined 
therapy  may  well  indicate  the  future  trend  of 
treatment  with  the  adrenal  substances.  We 
have  had  little  personal  experience  with  this  com- 
bination of  ACTH  and  cortisone,  but  it  is  en- 
tirely reasonable  (Fig.  2). 

If  one  is  to  use  ACTH  (aqueous),  the  present 
feeling  is  to  start  with  the  minimal  dose  necessary 
to  get  a therapeutic  effect  and  then  to  reduce 
dosage  as  quickly  as  possible  to  the  level  at  which 
the  patient’s  symptoms  are  just  held  in  check. 
Initial  suppression  of  symptoms  can  usually  be 
accomplished  with  100  mg.  of  ACTH  daily  for 
a few  days  to  approximately  a week.  After 
a response  is  obtained,  the  dose  is  reduced 
by  10  to  25-mg.  decrements  until  symptoms 
of  relapse  are  noted  and  the  patient’s  mainten- 
ance dose  thus  determined.  The  intramuscular 
use  of  regular  ACTH  is  enhanced  by  two  injec- 
tions daily  at  twelve-hour  intervals  during  sup- 
pressive treatment. 

The  situation  with  cortisone  is  quite  similar. 
Both  oral  and  parenteral  cortisone  will  be  con- 
sidered together  since  much  that  had  been  estab- 
lished with  iujectible  compound  E has  now  been 
duplicated  with  the  oral  form.  The  initial  dose 
of  oral  cortisone  for  suppression  of  the  signs  and 
symptoms  of  rheumatoid  arthritis  is  about  100  mg. 
in  four  divided  doses.  Again  when  the  therapeu- 
tic effect  is  discernible,  the  dose  is  reduced  by 
decrements  of  12.5  to  25  mg.  at  intervals  varying 
from  two  to  seven  days.  It  usually  requires 
more  cortisone,  on  a weight  basis,  than  ACTH 
to  effect  a response,  but  prolonged  therapy  is 
possible  without  signs  of  overdosage  (Cushing's 
syndrome) . 

There  are  few  rheumatoid  arthritics  who  will 
not  show  some  beneficial  response  to  the  admin- 


istration of  ACTH  or  cortisone,  but  the  duration 
of  effect  and  the  dose  needed  will  vary  greatly 
from  patient  to  patient  and  in  different  stages  of 
the  same  disease. 

The  results  of  treatment,  when  carefully  and 
judiciously  applied,  are  an  extreme  degree  of 
supportive  palliation.  The  large  swollen  joints 
persist,  but  they  are  no  longer  painful  and  can  be 
moved  by  the  patient  and  the  physician.  This 
latter  mobility  of  previously  fixed  joints  is  not 
only  spectacular  and  heartening  to  the  patient, 
but  also  it  permits  physiotherapy  and  orthopedic 
correction  so  important  to  the  arthritic  if  he  is 
going  to  be  able  to  live  with  his  disease. 

The  problem  of  the  acute,  active  rheumatoid 
infection  is  still  being  debated,  but  it  seems  reas- 
onable to  state  that  the  prompt  defervescence 
and  fall  in  sedimentation  rate  indicate  a pro- 
found effect  on  at  least  part  of  the  underlying 
process,  and,  as  with  rheumatic  carditis,  there  is 
no  evidence  that  the  disease  breaks  out  with  any 
increased  activity  when  cortical  therapy  is  stop- 
ped. 

Allergic  States. — A great  variety  of  skin,  blood 
vessel,  and  pulmonary  manifestations  of  allergy 
can  be  benefited  with  adrenal  corticoid  therapy. 
The  choice  of  agent  here  to  be  used  is  more  in- 
dividual, and  there  is  no  set  regimen  which  will 
cause  a remission  in  all  patients.  The  general 
rule,  as  always,  is  to  employ  that  smallest  dose 
which  will  control  symptoms.  Occasionally,  one 
sees  the  allergic  patient  who  does  not  respond  to 
cortisone  but  who  has  a remission  with  ACTH. 
The  rationale  for  this  might  be  that  ACTH 
stimulates  the  secretion  of  something  more  than 
compound  E which  benefits  the  patient. 

There  is  a great  variability  in  the  response  of 
the  allergic  patient  to  adrenal  steroid  therapy. 
The  dose  may  vary  from  a few  milligrams  to  a 
massive  combined  therapy  before  a response  is 
elicited.  In  general,  the  same  rules  hold  true  in 
straight  allergic  states  as  in  the  arthritics  with 
the  added  requirement  that  the  physician  resist 
the  temptation  to  treat  so  benign  a condition  as 
nasal  polyps,  for  example,  with  these  powerful 
agents.  This  would  be  the  equivalent  of  “driv- 
ing a tack  with  a sledge  hammer.” 

Infections. — Although  there  is  a considerable 
amount  of  literature  on  the  subject  of  the  adrenal 
gland  in  infection,  there  is  little  or  no  evidence 
that  ACTH  or  cortisone  is  of  specific  value  for 
anything  but  possibly  the  shock  of  overwhelming 
sepsis.  Most  of  the  animal  experiments  show 
evidence  that  although  fever  and  some  systemic 
effects  are  lessened  by  the  administration  of  these 
compounds,  the  pathologic  changes  are  in  no  way 
diminished,  and,  indeed,  in  experimental  strepto- 
coccus and  tuberculosis  infection,  and  possibly 
poliomyelitis,  the  infection  is  actually  enhanced. 
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Oue  rather  remarkable  example  of  cortisone 
blocking  the  development  experimentally  of  a 
viral  central  nervous  system  disease  is  the  work 
of  Kabat  in  acute  disseminated  encephalomye- 
litis in  monkeys.6  But  again  the  animal  data  are 
essentially  of  interest  only  in  demonstrating  that 
a diversity  of  effects  is  obtained  when  the  time- 
dose  relationship  is  altered  in  a variety  of  in- 
fections.7 

In  the  treatment  of  human  disease  it  is  now 
evident  that  there  is  real  danger  in  employing 
these  drugs  in  the  presence  of  latent  infection, 
particularly  in  the  young.  The  effect  might  be 
one  of  breaking  down  the  body  defenses,  possibly 
by  increased  hyaluronidase  activity.  If,  on  the 
other  hand,  the  infection  is  already  widespread 
and  vigorous  chemotherapy  is  being  employed 
without  sufficient  effect,  the  use  of  the  adrenal 
corticoids  is  sometimes  justified.  This  might 
explain  the  paradoxic  effect  in  tuberculosis. 
ACTH  and  cortisone  are  strictly  contraindicated 
in  the  active  infection  which  is  localized,  but 
cases  of  tuberculous  meningitis  are  now  recorded 
in  which  the  drugs  were  apparently  lifesaving.5 

Generalized  peritonitis,  severe  systemic  infec- 
tions, burns,  and  severe  shock  may  all  be  con- 
ditions wherein  the  use  of  ACTH  and  cortisone 
may  be  mandatory.  It  is  also  absolutely  nec- 
essary that  chemotherapy  be  utilized  to  its  full 
potential  in  such  states.  This  is  also  true  in 
those  patients  with  iritis,  keratitis,  and  chorio- 
retinitis of  both  known  and  unknown  etiology 
who  sometimes  respond  so  dramatically  to  local 
cortisone  application  in  conjunction  with  chemo- 
therapy. 

This  would  seem  to  lead  us  to  the  final  group 
of  metabolic  disorders  in  which  ACTH  and/or 
cortisone  have  been  shown  to  be  of  value.  In 
this  loose  grouping  are  undoubted  infections  and 
allergic  conditions,  but  there  is  common  to  all 
an  unknown  etiology,  variable  course,  and  lack  of 
specific  therapy.  Treatment  results  in  this  group 
are  unpredictable,  and  the  use  of  the  adrenal 
compounds  is  not  undertaken  unless  other  sup- 
portive measures  are  without  avail  and  the 
patient’s  condition  necessitates  treatment.  A 
list  of  these  diseases  showing  variable  rsponse  to 
ACTH  and  cortisone  therapy  would  include  (1) 
pulmonary  granulomatosis,  (2)  idiopathic  ul- 
cerative colitis,  (3)  dermatomyositis,  (4)  gout, 
(5)  pemphigus,  (6)  eclampsia,  (7)  lupus  erythe- 
matosus, (8)  periarteritis,  (9)  nephrosis,  and  (10) 
liver  disease. 

General  Considerations. — In  this  final  section 
we  will  briefly  consider  some  of  the  adjunctive 
measures  and  limitations  to  treatment  which 
must  be  considered  by  those  who  use  ACTH  and 
cortisone.  The  treatment  chart  proposed  by 
Kinsell  presents  some  of  the  measures  which  must 


be  employed  (Fig.  2).  Chief  among  these  are  the 
low-sodium  diet  and  the  supplementation  with 
potassium  salts  to  lessen  the  complications  due 
to  sodium  retention  and  the  metabolic  alka- 
losis attendant  on  excess  corticoid  activity. 
The  nitrogen  loss  following  ACTH  and  cortisone 
can  usually  be  successfully  combated  by  the  ad- 
ministration of  a high-protein  diet  and  testos- 
terone in  small  doses.  Only  recently  has  it 
become  apparent  that  a considerable  number  of 
the  cases  which  have  failed  to  have  a satisfactory 
response  to  therapeutic  doses  of  ACTH  and 
particularly  cortisone  can  be  restored  to  their 
previous  status  with  the  administration  of  desic- 
cated thyroid.  Cortisone  inhibition  of  endoge- 
nous adrenal  function  is  not  a serious  side-effect 
with  smaller  maintenance  doses  of  cortisone  or 
its  combined  use  with  ACTH  (Fig.  2). 

The  level  of  circulating  eosinophils  is  a valua- 
ble index  of  adrenal  activity,  but  there  is  no 
strict  correlation  with  therapeutic  response. 
Estimation  of  the  blood  pressure,  body  weight, 
and  fasting  blood  sugar  must  be  done  regularly 
to  anticipate  possible  effects  of  overdosage. 

Finally  there  are  some  patients  who  just  do  not 
do  well  on  ACTH  and  cortisone.  These  include 
the  very  young,  the  cardiacs,  those  with  focal 
infections,  and  the  depressed  or  emotionally 
unstable.  In  the  young  and  potentially  septic 
cases  vigorous  antibiotic  therapy  is  absolutely 
necessary.  In  the  cardiacs  the  fluid  balance 
must  be  maintained  with  great  care.  If  the 
emotionally  unstable  patient  must  be  treated, 
great  caution  should  be  exerted  that  an  acute 
psychosis  is  not  precipitated. 

The  Present  Status  of  ACTH  and  Cortisone 
in  Treatment 

ACTH  and  cortisone  are  changing  the  practice 
of  medicine.  We  now  have  powerful  allies  in  the 
blocking  of  inflammation.  Rheumatoid  joints 
can  be  mobilized,  acute  allergic  reactions  checked, 
and  metabolic  shock  counteracted.  The  under- 
lying pathologic  physiology  may  not  be  altered 
in  the  chronic  disease  states,  but  the  patient  is 
better  able  to  live  with  his  disease. 

The  limitations  to  the  use  of  ACTH  and  corti- 
sone are  largely  being  overcome,  and  with  the  in- 
creased availability  of  cheaper  preparations,  the 
obligation  of  the  physician  is  to  understand  fully 
the  proper  application  of  these  new  and  powerful 
agents  which  (in  a mysterious  but  wonderful 
manner)  stand  between  the  patient  and  his  dis- 
ease. 

References 

1.  Selye,  H.:  Stress,  1st  ed.,  Montreal,  Canada,  Acta. 

Inc.,  19.50. 

2.  ingle,  D.  J.:  Ann.  Int.  Med.  35:  669  (1951). 

3.  Sayers,  O.:  Physiol.  Rev.  30:  241  (1950). 

4.  Thorn,  G.  W.:  The  Diagnosis  and  Treatment  of 


September  15,  1952  J 


USE  OF  ACTU  AND  CORTISONE 


2285 


Adrenal  Insufficiency,  2nd  ed.,  Springfield.  Illinois,  diaries 
C Thomas.  1951. 

.5.  Kinsell,  L.  W.:  Ann.  Int,.  Med.  35:  641  (1951). 

6.  Kabat,  E.  A.,  Wolf,  A.,  and  Beyer,  A.  E.:  Presented 


at  a meeting  of  the  American  Association  of  Immunologists, 
Cleveland,  Ohio.  Apr.  30,  1950. 

7.  Duffy,  B.  J.,  Jr.,  and  Morgan,  H.  R. : Proc.  Soc.  Exper. 
Biol.  & Med.  78:  687  (1951). 


ANNOUNCEMENT 


PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  II.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  4 to  8, 
1953,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2,  1953,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Mather  Cleveland,  M.D.,  Chairman 
Committee  on  Prize  Essays 


POLYCYSTIC  DISEASE  OF  THE  LIVER:  A POSSIBLE  CAUSE  OF 

GASTROINTESTINAL  HEMORRHAGE 

Edwin  Boros,  M.D.,  and  Jur.ius  Fink,  M.D.,  New  York  Citv 

{From  the  Bronx  Hospital) 


'"THE  infrequent  occurrence  of  nonparasitic  cysts 
of  the  liver  is  of  itself  of  interest  and  worthy  of 
consideration.  Its  association  with  massive  gastro- 
intestinal bleeding  introduces  an  additional  feature 
of  clinical  importance  presaging  a diagnostic 
dilemma  as  well  as  therapeutic  and  prognostic 
uncertainties.  Previous  reports  of  this  condition 
have  not  been  by  any  means  limited,1-7  and  it  is 
not  unlikely  that  its  clinical  recognition,  by  reason 
of  its  silent  existence,  might  escape  detection.  It 
has  occurred  in  fetal  life,  as  well  as  in  the  extremes  of 
old  age,  but  is  most  common  bet  ween  the  ages  of  forty 
and  sixty.  The  lesion  may  be  single  or  multiple,  the 
latter  being  more  characteristic  in  children ; the  adult 
more  usually  embodies  a solitary  cyst  formation. 
Munroe’s  observations  place  a four  to  one  incidence 
in  women.8 

From  the  etiologic  viewpoint  most  of  the  reported 
nonparasitic  cysts  of  the  liver  are  regarded  as  con- 
genital in  origin.  The  seed  for  the  development 
of  this  disorder  may  be  set  in  an  intrahepatic  obstruc- 
tion of  the  bile  duct  or  in  an  aberrant  extrahepatic 
bile  duct  blockage.7’9  A proliferative  or  degenera- 
tive process  (cystadenomatous)  or  impairment  of 
the  lymph  in  the  liver  as  a sequence  of  inflammation 
or  congenital  dilatation  may  likewise  be  its  starting 
point.  Endothelial  cysts  as  well  as  dermoid  cysts 
add  to  the  general  picture  under  consideration  and 
serve  to  enhance  the  complicity  of  factors  which  add 
to  the  uncertainty  of  its  mode  of  origin. 

Anatomically,  the  cyst  appears  as  a smooth, 
glistening  tumor,  not  unlike  an  ovarian  tumor  with 
many  dilated  veins,  its  size  varying  from  a mere 
microscopic  unit  to  one  so  massive  as  to  involve  the 
entire  abdomen.10’11  It  may  involve  the  entire  lobe 
of  the  liver  which  it  can  destroy.  Pedunculated 
forms  have  been  likewise  described,  both  single  and 
multiple,  their  association  with  cysts  of  other  organs 
such  as  kidneys,  pancreas,  spleen,  lung,  and  brain 
being  not  uncommon.  In  children  especially, 
other  developmental  anomalies  in  the  form  of  cleft 
palate,  hare  lip,  and  spina  bifida  have  been  encoun- 
tered. Little  opportunity  has  been  afforded  to 
gauge  the  mol  hod  of  growth  of  this  type  of  tumor. 
It  enlarges  slowly,  and  its  developmental  features 
still  require  much  to  be  explained. 

The  existence  of  a nonparasitic  cyst  may  be  com- 
pletely hidden,  only  to  be  found  accidentally  at 
operation  or  autopsy.  On  physical  examination 
one  may  palpate  an  enlarged  liver  or  attached 
mass.  A protrusion  at  the  lower  aspect  of  the 
liver  may  simulate  a hydrops  of  the  gallbladder. 
A gastrointestinal  hemorrhage  might  focus  one’s 
thoughts  in  this  direction.  Xiemetz  has  described 
a patient  with  a solitary  cyst  of  the  liver  with  tarry 
stools.12  Acute  symptom  may  be  brought  about 
by  actual  bleeding  within  the  cyst  itself,  or  there 
may  be  a complicating  suppuration  or  twisting  of 


Fig.  1.  Intact  liver  parenchyma  is  present  in  tin- 
upper  part  of  the  photomicrograph.  Beneath  it  is 
a dense  hyalinized  connective  tissue  which  contains 
six  cysts  lined  for  the  most  part  by  cuboidal  or  flat- 
tened epithelium.  Some  interstitial  hemorrhage 
and  round  cell  infiltration  are  present. 

its  pedicle  with  violent  accompanying  symptomatol- 
ogy such  as  nausea,  vomiting,  fever,  jaundice, 
etc.  It  is  worthy  of  note  that  in  a survey  of  recorded 
cases  liver  function  tests  have  been  uniformly 
negative,  a seeming  paradox  in  the  light  of  the 
massive  involvement  to  which  the  liver  stricture 
has  been  subjected.  Roentgen  diagnostic  attempts 
add  to  its  recognition  in  some  instances,  and  the 
performance  of  a pneumoperitoneum  or  peritoneo- 
scopy has  had  its  value. 

Case  Report 

A.  S.,  male,  age  sixty-one,  was  told  by  his  physi- 
cian seventeen  years  ago  that  he  had  a duodenal  i 
ulcer,  but  during  this  period  of  time  he  was  rela-  I 
tively  asymptomatic  until  December,  1950,  when  t 
he  complained  of  postprandial  pain  and  heartburn 
which  was  relieved  by  alkali.  In  May,  1951,  he  I 
was  examined  at  the  Mount  Sinai  Hospital  consults-  I 
tion  clinic  where  a liver  enlargement  of  four  linger-  I 
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Fig.  2.  Section  is  taken  from  the  wall  of  one  of 
the  larger  cysts.  It  consists  of  a hyalinized  con- 
nective tissue  lined  by  low  cuboidal  or  flattened 
epithelium  (arrow). 


breadths  below  the  costal  margin  was  noted,  in 
addition  to  an  orange-sized,  lobulated,  and  pulsating 
mass  which  was  regarded  as  an  aneurysm  of  the 
abdominal  aorta.  A study  of  his  gastrointestinal 
tract  at  this  time  presented  completely  negative 
findings.  No  ulcer  was  demonstrated.  A Graham 
test  likewise  revealed  no  abnormality. 

Two  months,  later,  the  patient  experienced  a 
massive  gastrointestinal  hemorrhage  for  which  he 
was  hospitalized  at  the  Monticello  Hospital.  There 
his  hemoglobin  values  sank  to  43  per  cent,  and 
there  were  2,600,000  red  blood  cells.  A trans- 
fusion was  followed  by  elevation  of  his  blood  values 
with  a genera]  state  of  improvement,  were  it  not 
that  a severe  transfusion  reaction  accompanied 
by  high  temperature  and  a painful  swelling  of  his 
right  knee  marred  his  progress  for  a time.  A 
subtotal  gastrectomy  was  recommended. 

On  July  29,  1951,  he  was  admitted  to  the  Bronx 
Hospital  with  a complaint  of  epigastric  pain  and 
weight  loss,  in  addition  to  heartburn  after  meals. 
Physically,  there  were  no  findings  of  note  in  his 
lungs  or  heart.  His  blood  pressure  was  normal, 
and  abdominal  palpation  demonstrated  the  pre- 
viously observed  hepatic  enlargement  with  its 
attached  mass  just  below  the  costal  margin. 

On  admission,  red  blood  count  was  4,620,000, 
hemoglobin  88  per  cent  (12.8  Gm.),  and  white 
blood  count  3,900  with  eosinophils  2,  segmented 
forms  52,  lymphocytes  36,  and  monocytes  10  per 
cent.  The  urine  was  negative  and  showed  no  uro- 
bilinogen. On  August  14,  his  hemoglobin  dropped 
to  78  per  cent  (1 1.3  Gm. ).  At  this  time  his  prothrom- 


bin time  level  was  at  94  per  cent.  On  August 
11,  he  had  an  84  per  cent  hemoglobin  (12.7  Gm.). 
Bromsulfalein  test  revealed  a 5 per  cent  retention 
in  his  first  specimen  and  a 2 per  cent  retention  in 
his  second  specimen.  His  total  protein  measured 
6.3  mg.  per  cent,  albumin  3.6  and  globulin  2.7. 
Cephalin  flocculation  was  negative,  and  the  thymol 
turbidity  reading  amounted  to  2.0. 

A gastric  analysis  revealed  a fasting  content  of 
0 free  and  24  total  acidity. 
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A roentgen  survey  failed  to  demonstrate  any 
disorder  of  his  chest  or  gastrointestinal  system. 
An  ulcer  could  not  be  demonstrated.  A barium 
enema  likewise  failed  to  show  any  disorder  with 
the  exception  of  a few  diverticulas.  The  lower 
liver  edge  was  prominent,  and  the  Graham  test 
was  normal.  Esophageal  varices  could  not  be 
seen  roentgenologically.  Intravenous  pyelography 
showed  an  incomplete  filling  but  no  other  abnormal- 
ity of  the  kidneys.  An  esophagoscopy  did  not  reveal 
anything  but  a normal  esophageal  lumen.  No 
varices  were  present.  Gastroscopy  was  likewise 
unrewarding. 

Accordingly,  on  August  18,  it  was  decided  to 
perform  an  exploratory  operation.  No  evidence  of 
ulcer,  either  of  the  stomach  or  intestines,  could  be 
detected,  nor  was  there  any  palpable  reason  for 
his  bleeding  and  symptoms.  However,  multiple 
cysts  of  various  sizes,  involving  the  entire  liver,  were 
noted.  One  of  these  was  5 inches  in  diameter  and 
lay  on  the  undersurface  of  the  liver  and  pressed 
against  the  lesser  curvature  of  the  stomach.  There 
were  no  other  signs  of  portal  congestion.  An 
omentopexy  was  performed. 

The  pathologic  report  by  Dr.  Joseph  Felsen  was 
as  follows:  Section  of  the  liver  tissue  reveals  a 
moderate  amount  of  hepatic  parenchyma  which 
exhibits  some  cloudy  swelling  and  fatty  change. 
Immediately  adjacent  to  the  liver  cords  are  seen  a 
number  of  small  and  large  cystic  areas  lined  by  low, 
cuboidal,  or  flattened  epithelium.  The  lining  of  a 
part  of  one  cyst  wall  is  columnar  in  type.  These 
cysts  are  embedded  in  a rather  dense,  hyalinized 
connective  tissue  which  is  the  seat  of  focal  and 
diffuse  round  cell  infiltration  (Fig.  1).  Another 
section,  apparently  taken  from  a larger  cyst,  is 
composed  entirely  of  hyalinized  connective  tissue, 
the  inner  lining  of  which  consists  of  cuboidal  or 
flattened  cells  (Fig.  2).  Some  interstitial  hemor- 
rhage is  present. 

The  patient  did  well  after  the  operation  and  was 
discharged  on  September  4,  1951.  He  seemed  to 
progress  and  gained  about  20  pounds  of  weight  when 
he  again  sought  admission  to  the  Bronx  Hospital 
on  October  28,  1951,  for  a repeated  episode  of  tarry 
stools  three  days  previously.  His  blood  level 
reached  a hemoglobin  of  72  per  cent  (10.4  Gm.). 
After  a week  stay  he  was  discharged.  His  bleeding 
had  been  controlled. 

Comment 

A patient  has  been  presented  whose  history  sug- 
gested the  existence  of  an  ulcer  over  many  years, 
and  yet  despite  frequent  attempts,  at  no  time  was  it 
possible  to  establish  its  presence  roentgenologically. 
Surgical  exploration  eventually  was  carried  out, 
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but  here  too  it  was  not  possible  to  account  for  the 
patient’s  symptoms  on  an  ulcer  basis.  Esophagos- 
copy  and  gastroscopy  ruled  out  with  reasonable 
certainty  these  regions  as  a factor  in  his  blood  loss. 
His  gastric  acid  contents  were  within  normal  limits. 
A hemorrhage  recurred  after  exploratory  surgery. 

In  previous  reports  evidence  has  been  presented 
of  melena  complicating  a case  with  solitary  cysts 
of  the  liver.12,13  It  is  suggested  that  gastrointestinal 
bleeding  might  arise  in  the  course  of  liver  damage  as 
described.  While  it  is  true  that  massive  gastro- 
intestinal hemorrhage14  prevails  in  the  face  of 
unexplained  clinical,  roentgenologic,  and  surgical 
exploration  and  that  an  ulcer  or  other  lesion  might 
well  lie  at  its  root  despite  detection,  can  one  justifia- 
bly ignore  as  a causative  factor  cystic  tumor  forma- 
tion of  the  liver?  Cettainly,  one’s  decision  might 
augur  favorably  or  invite  untold  anxiety  and  uncer- 
tainty under  more  unfavorable  circumstances  were 
an  “essential  gastrointestinal  hemorrhage”  assumed 
in  the  presence  of  other  complicating  organic  find- 
ings. Being  confronted  by  such  a situation,  would 
the  surgeon  be  free  to  proceed  in  the  performance  of  a 
subtotal  gastrectomy  for  massive  hemorrhage  under 
these  conditions,  or  should  not  some  restraint  be 
practiced  in  the  light  of  the  existence  of  a cyst  which 
might  well  invite  his  surgical  endeavor?15- 17  A liver 


cyst  may  well  be  the  seat  of  hemorrhage,  or  its 
wall  might  rupture  and  discharge  its  bloody  con- 
tents into  the  bile  ducts  and  thus  flow  into  the  intesti- 
nal lumen,  simulating,  to  all  intents  and  purposes, 
that  type  of  massive  hemorrhage  so  commonly  found 
in  other  lesions  of  the  alimentary  tract. 

1067  Fifth  Avenue 
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UNUSUAL  TUMOR  OF  THE  SPERMATIC  CORD 

Mardoqueo  I.  Salomon,  M.D.,  Bronx,  New  York,  and  Gerhart  Harry  Sachs,  M.D., 
New  York  City 


'\T7’HILE  neoplasms  of  the  male  genitourinary 
v system  are  relatively  frequent,  those  originat- 
ing in  the  ductus  spermaticus  and  adjacent  structures 
are  quite  rare.  Even  otherwise  comprehensive 
textboooks  of  pathology  and  general  or  special  sur- 
gery usually  limit  their  description  of  tumors  of  the 
spermatic  cord  to  one  or  two  paragraphs,  thus 
reflecting  the  indubitable  rarity  of  their  occur- 
rence.1-3 Indeed,  a rather  complete  survey  of  the  field 
in  a recent  interesting  article  on  the  subject  mentions 
only  286  cases  in  the  world  literature,  including 
two  described  by  the  authors  of  that  paper.4 

This  rarity,  on  one  hand,  and  the  highly  unusual 
character  of  our  case,  on  the  other  hand,  induce  us  to 
publish  the  findings  in  a patient  we  observed 
recently  in  our  private  practice. 

Case  Report 

A twenty-year-old  Puerto  Rican  boy  consulted 
one  of  us  (M.I.S.)  on  account  of  a “tumor  near  the 
testicle.”  As  a matter  of  fact,  examination  dis- 
closed the  presence  inside  the  scrotum  of  a mass, 
situated  about  2 cm.  above  the  left  testicle.  The 
mass  had  the  size,  shape,  and  consistency  of  a normal 
testicle,  only  slightly  smaller  than  his  left  testicle. 


It  adhered  firmly  to  the  spermatic  cord.  Curiously 
enough,  even  energetic  palpation  of  that  mass  was 
practically  painless.  Indeed,  the  patient  had  never 
experienced  any  pains  related  to  his  tumor.  He  was 
never  cognizant  of  its  presence  until  told  of  it  in 
the  army  induction  center;  incidentally,  he  was 
rejected  from  the  army  only  on  account  of  that  mass 
for  he  was  otherwise  a very  healthy  man.  His 
family  history  was  irrelevant.  The  routine  labora- 
tory examination  of  the  patient  (blood  serology, 
blood  count,  urinalysis)  was  entirely  negative  as 
was  a roentgenogram  of  his  chest. 

In  view  of  the  fact  that  the  patient  wanted  the 
mass  removed  as  soon  as  possible  because  he  feared 
cancer,  he  was  referred  to  the  Hunts  Point  Hospital 
where  one  of  us  (G.H.S.)  performed  the  operation. 
Parenthetically,  we  must  add  that  the  patient 
denied  having  suffered  any  trauma,  any  serious 
contagious  disease,  or  any  blood  dyscrasia  at  any 
time  in  his  life.  The  preoperative  diagnosis,  based 
on  the  history  and  clinical  findings,  was  tumor  of 
the  spermatic  cord,  probably  fibroma  or  lipoma, 
possibly  teratoma. 

The  operation  was  performed  under  local  anesthe- 
sia. The  left  half  of  the  scrotum  was  incised,  the  cord 
prepared,  and  a rather  hard  tumor,  size  of  a hazelnut 
was  exposed,  adherent  to  the  tunica  vaginalis. 
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Fig.  1.  Section  of  the  tumor  mass.  (5  X) 


Although  it  was  embedded  in  old  adhesions,  it  could 
be  peeled  out  with  relative  ease  and  with  very  little 
bleeding.  It  consisted  of  a yellowish,  cheeselike 
mass.  The  tunica  vaginalis  and  the  scrotum  were 
sutured.  The  patient  was  ambulatory  on  the  fol- 
lowing day,  and  his  recovery  was  uneventful. 

The  pathologic  examination  revealed  the  follow- 
ing: Spongy  rounded  mass,  almost  completely 

encapsulated  except  for  a small  area  at  one  pole. 
The  center  of  the  mass  consists  of  a cheesy  material 
of  an  olive  drab  color.  Microscopically,  the  mass 
turned  out  to  be  an  old  thrombus  showing  organiza- 
tion with  fibrous  tissue  granulation  and  deposition 
of  cholesterol  needles  (Figs.  I and  2). 


Comment 

This  case  is  interesting  for  two  reasons:  (1) 

Tumors,  including  this  kind  of  “tumor,”  of  the 
spermatic  cord  are  exceedingly  rare  and  therefore 
deserve  publication.  (2)  Clinically,  in  this  patient 
the  mass  adherent  to  the  spermatic  cord  was  indis- 
tinguishable from  a fibroma  or  lipoma ' and  yet 
consisted  of  an  organized  thrombus,  although  no 
history  explaining  its  origin  could  be  obtained  from 


Fig.  2.  High-power  photomicrograph  of  Fig.  1. 
(300  X) 


our  patient,  an  alert,  intelligent,  and  observing 
youth. 

1450  Bryant  Avenue 
145  West  86th  Street 

We  are  indebted  to  Dr.  J.  C.  Ehrlich,  pathologist  of  the 
Hunts  Point  Hospital,  for  his  kind  cooperation  in  the  inter- 
pretation of  the  pathologic  specimen,  and  to  Dr.  J.  Gude- 
mann  who  helped  us  in  the  preparation  of  the  photographs. 
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QUESTION  OF  INTERNSHIP  UP  FOR  STUDY 
The  whole  status  of  medical  internship,  including 
supply  and  demand,  is  being  restudied  by  a special 
committee  under  the  auspices  of  the  A.M.A.’s 
Council  on  Medical  Education  and  Hospitals. 
Dr.  Victor  Johnson,  director  of  the  Mayo  Founda- 


tion for  Medical  Education  and  Research,  is  chair- 
man of  the  committee  which  is  made  up  of  out- 
standing leaders  in  the  hospital  field  throughout  the 
United  States. 

— A.M.A  News  Notes,  July,  1952 


Special  Articles 

PHYSICAL  DISABILITY  AS  A SOURCE  OF  PUBLIC  DEPENDENCY  IN 

WESTCHESTER  COUNTY 

William  Hammond,  M.D.,  and  Virginia  A.  Megowen,  White  Plains,  New  York 

( From  the  Westchester  County  Department  of  Family  and  Child  Welfare) 


T X ACCORDANCE  with  Title  XIV  of  the 
Social  Security  Act,  as  amended  in  1950,  Federal 
grants  became  available  to  states  with  approved 
plans  for  providing  assistance  to  needy,  disabled 
persons  between  the  ages  of  eighteen  and  sixty-five. 
This  amendment  recognized  that  the  states  needed 
help  in  carrying  this  responsibility,  and  immediately 
New  York  State  decided  to  participate  in  this 
program,  known  in  New  York  State  as  Aid  to  the 
Disabled.  Thus  it  became  necessary  for  all  local 
public  welfare  districts  to  assess  and  classify  all 
recipients  of  public  assistance  who  might  fall  within 
this  grouping.  This  is  a report  of  the  findings  of 
one  such  unit,  namely,  the  Department  of  Family 
and  Child  Welfare  of  Westchester  County,  New 
York. 

Westchester  County,  according  to  the  census  of 
1950,  has  a population  of  630,000  people.  Its  area 
is  457.5  square  miles,  bordered  on  the  south  by 
New  York  City,  on  the  east  by  Long  Island  Sound 
and  Connecticut,  on  the  north  by  Putnam  County, 
and  on  the  west  by  the  Hudson  River. 

It  is  to  some  extent  a dormitory  area  for  people 
with  occupations  in  New  York  City.  However, 
there  is  a substantial  amount  of  large  and  small 
industry,  well  established  and  growing,  and  there 
is  a small  amount  of  farming.  This  could  be 
apportioned  roughly  as  suburban  70  per  cent,  indus- 
trial 20  per  cent,  and  rural  10  per  cent. 

There  are  six  cities  ranging  in  size  from  20,000 
to  154,000,  18  towns,  and  22  villages.  The  industry, 
comprising  over  900  different  operations  largely 
centered  in  the  cities,  manufactures  such  things  as 
rugs,  carpets,  electric  elevators,  wire  and  cable, 
automobile  assembly,  railroad  repair.  The  largest 
of  these  factories  employs  up  to  7,000  people.  The 
smaller  industry  varies  from  dress  manufacture, 
pharmaceuticals,  and  precision  instruments  to 
candy-making  and  bread-making,  and  some  of  them 
employ  as  few  as  five  to  ten  people. 

One  could  say  that  the  majority  of  the  people  in 
the  county  are  engaged  in  clerical  and  executive 
work  or  are  highly  skilled  workmen.  Their  stand- 
ard of  living  is  high  and  particularly  vulnerable 
to  the  loss  of  productivity  due  to  injury  or  illness. 

The  medical  resources  available  to  welfare  clients 
in  Westchester  County  are  of  good  number,  widely 
distributed,  and  provide  a great  variety  of  services. 
There  are  1,310  practicing  physicians,  539  practicing 
dentists,  2,500  registered  nurses  (it  is  estimated  that 
800  of  these  are  doing  private  duty),  six  nurse 
registries,  and  16  Visiting  Nurse  Associations, 
employing  62  nurses. 


TABLE  I. — Hospital  and  Other  Clinics  Available  in 
Westchester  County 


Branch  of  Medicine 
or  Surgery 

Number  of 

Hospitals  Other  Agencies 

Allergy 

9 

Arthritis 

6 

Tumor  clinics 

9 

Cardiac 

8 

Chest 

3 

9 branches  of  Health  De- 

partment 

Cystoscopic 

7 

Dental 

7 

o other  agencies 

Dermatology 

n 

Diabetes 

6 

Ear,  nose,  and  throat 

12 

Endocrinology 

6 

Eye 

10 

Gastrointestinal  (includ 

ing  gastroscopy) 

6 

Genitourinary 

ii 

Gynecology 

10 

Hematology 

5 

Medical 

12 

Metabolic 

5 

Neurology 

4 

2 centers  for  encephalog- 

raphy 

Obstetric 

12 

6 Health  Department 

agencies 

Orthopedic* 

10 

6 Health  Department 

agencies 

Pathology 

15 

Pediatrics 

10 

Peripheral  vascular 

6 

Plastic  surgerv 

2 

Proctology 

6 

Surgical 

11 

Mental  hygiene 

1 

3 units  operating  under 

Health  Department  and 
10  guidance  centers  un- 
der other  agencies 


* Eleven  institutions  have  active  physiotherapy  depart- 
ments and  four  have  rehabilitation  evaluation  clinics. 

There  are  15  general  hospitals  with  a total  bed 
capacity  of  3,202.  The  largest  of  these  has  800 
beds  and  is  owned  and  operated  by  the  county.  It 
provides  the  services  of  psychiatric,  tuberculosis, 
and  contagious  divisions,  as  well  as  general  hospital 
services.  In  addition,  there  are  seven  convalescent 
hospitals  with  a total  bed  capacity  of  772.  There 
are  two  tuberculosis  sanitaria  with  a total  bed 
capacity  of  121.  There  is  one  institution  for  termi- 
nal cancer  with  a capacity  of  100  beds. 

Clinics  available  in  one  or  more  of  the  hospitals 
in  the  county  cover  the  various  branches  of  medicine 
and  surgery  listed  in  Table  I. 

There  were  in  the  county  at  the  time  of  this  reclas- 
sification 15,000  people  receiving  public  assistance 
of  some  sort.  Elimination  of  all  those  outside  the 
age  group  eighteen  to  sixty- five  left  2,600  from  among 
whom  we  had  to  determine  those  receiving  public 
aid  because  of  physical  disability. 

This  was  done  by  securing  information  on  two 
simplified  forms  for  each  person  having  a physical 
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TABLE  II. — Causes  op  Disability 


Disability 

Number 

of 

Cases 

Per 

Cent 

Average 

Age 

Cardiac 

208 

22.6 

52.9 

Bronchopulmonary 

170 

18.4 

45.0 

Bone  and  joint 

135 

14.8 

53 . 5 

Neurologic 

117 

12.7 

48.2 

Mental 

87 

9.4 

45.8 

Complications  of  diabetes 

51 

5 . 5 

56.0 

Malignant  neoplasm 

43 

4.7 

37.3 

Gastrointestinal 

42 

4.6 

51.0 

Liver  diseases 

31 

3.4 

52.0 

Blood  dyscrasias 

17 

1.8 

41.8 

Genitourinary 

15 

1.6 

43.0 

disability.  One  form  concerned  the  social  histon 
of  the  person  and  gave  background  facts  concerning 
family,  education,  work  pattern,  character,  etc. 
This  form  was  completed  by  the  person’s  social 
worker  as  the  one  most  familiar  with  these  back- 
ground facts.  The  other  form  was  furnished  by 
the  person’s  attending  physician  and  gave  a picture 
of  the  diagnosis,  disabling  symptoms,  response  to 
treatment,  probable  outlook,  and  recommendations 
as  to  use  of  any  medical  resource  that  might  improve 
the  person’s  condition.  This  information,  both 
social  and  medical,  was  correlated  and  reviewed  by 
the  writers,  the  medical  social  work  supervisor  and 
the  medical  consultant  to  the  Department. 

The  best  skills  of  the  medical  profession  were 
basic  in  the  analysis  of  the  physical  impairment. 
The  interrelationship  of  its  effect  on  the  individual 
in  the  light  of  his  age,  training,  and  experience  was 
the  crux  of  measuring  the  extent  of  the  disability. 
The  decision,  therefore,  in  each  case,  was  made 
through  the  team  approach  by  a physician  and  a 
medical  social  worker. 

A total  of  1,065  cases  were  submitted  in  the  period 
October  1,  1950,  to  October  1,  1951.  Of  these, 
920  were  approved  as  being  physically  disabled,  and 
145  were  disapproved.  These  figures  include  11 
which  were  changed  from  disapproved  to  approved 
I on  the  basis  of  further  medical  information  provided 
by  the  attending  physician. 

The  cases  accepted  as  disabled,  466  males  and 
| 454  females,  were  further  classified  into  Group  I, 

; whose  conditions  were  known  to  be  unalterable, 
and  Group  II,  whose  conditions  were  thought  to 
be  susceptible  of  improvement.  We  were  guided 
in  these  groupings  by  the  natural  history  of  the 
disease,  the  dynamics  of  the  disease  as  it  appeared 
in  the  particular  person,  the  response  to  recognized 


inodes  of  therapy,  and  the  social  limitations.  Of  the 
920  accepted  cases,  552,  or  about  60  per  cent,  were 
placed  in  Group  I,  and  368,  or  about  40  per  cent, 
were  placed  in  Group  II. 

The  broad  purpose  of  this  report  is  to  show  the 
diversity  of  disabling  conditions  that  hamper  this 
particular  segment  of  our  county  community,  the 
age  and  sex  distribution,  the  work  pattern  and 
social  background,  the  medical  care  provided  to 
suppport  the  Group  I cases,  and  the  medical  care 
provided  to  improve  the  Group  II  cases  and  to 
suggest  what  could  be  done  in  the  social  case  work 
field  and  in  the  medical  field  to  improve  the  lot  of 
these  people.  Increased  emphasis  upon  rehabilita- 
tion, where  possible,  not  only  holds  forth  hope  ol 
restoration  to  usefulness  for  many  of  these  people 
but  should  also  hold  forth  a good  possibility  of 
ultimate  reduction  in  cost  of  their  maintenance. 

Analysis  of  Disabling  Conditions 

Causes  of  disability  were  divided  arbitrarily  for 
purposes  of  this  study  into  11  large  groups  according 
to  the  number  of  cases  (Table  II). 

Cardiac  Disability. — The  average  age  of  the  208 
cardiac  cases  was  52.9  years  (Table  III).  This  is 
about  twelve  years  before  the  average  retirement 
age  of  sixty-five  and  represents  a considerable  waste 
of  human  and  economic  resources.  It  is  conceivable 
that  medical  attention  applied  early  and  continuously 
might  have  picked  up  the  early  hypertension  or 
the  early  heart  lesion  and,  by  channeling  these 
people  into  occupations  and  ways  of  life  less  stress- 
ful to  the  cardiovascular  system,  have  prevented 
some  of  this  early  invalidism. 

Bronchopulmonary  Disorders. — The  bronchopul- 
monary group  is  at  the  stage  of  invalidism  at  an 
average  age  of  forty-five,  having  lost  seven  more 
productive  years  than  the  cardiacs.  Fifty-seven 
per  cent  of  the  pulmonary  invalidism  is  due  to 
tuberculosis  (Table  IV).  This  points  up  the  fact 
that  we  cannot  for  a moment  relax  in  our  efforts 
to  identify  and  control  this  disease  which,  from  a 
public  health  standpoint,  is  so  definitely  preventable. 
The  asthmatic  presents  a particularly  difficult  prob- 
lem because  environmental  and  psychogenic  factors 
often  play  such  a large  part  in  the  course  of  the 
disease.  Every  effort  is  made,  by  use  of  allergy 
clinics  and  mental  hygiene  clinics,  to  discover  the 
exciting  factors  and  apply  therapy,  but  frequently 
the  reaction  pattern  is  so  deeply  set  as  to  be  unaltera- 
ble. 


TABLE  III. — Analysis  of  Cases  of  Cardiac  Disability 


Types  of  Heart  Disease 

Number 

of 

Cases 

Females 

Males 

Average 

Age 

Youngest 

Patient 

Per 

Cent 

Hypertensive 

75 

46 

29 

57 

37  (F) 

36 

Arteriosclerotic 

50 

29 

21 

50 

45  (F) 

24 

Arteriosclerotic  and  hypertensive 

24 

16 

8 

59.2 

43  (F) 

11.5 

Rheumatic 

32 

20 

12 

42.3 

19  (F) 

15.3 

Coronary  artery 

13 

4 

9 

54 . 5 

47  (M) 

6.2 

Luetic* 

10 

3 

7 

57  5 

47  (M) 

4.8 

Chronic  cor  pulmonale 

3 

0 

3 

56.3 

48  (M) 

1.7 

Congenitalf 

1 

0 

1 

28 

0.5 

Total 

208 

118 

90 

* There  were  four  aortic  aneurysms  in  this  group. 

t This  case  of  coarctation  of  the  aorta  has  been  carefully  studied  and  rejected  for  surgery. 
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TABLE  IV. — Analysis  of  Cases  of  Bronchopulmonary  Disability 


Bronchopulmonary 

Disorders 

Number 

of 

Cases 

Females 

Males 

Average 

Age 

Youngest 

Patient 

Per 

Cent 

Pulmonary  tuberculosis* 

100 

42 

58 

43 

19  (M) 

57.8 

Xontuberculous 

Bronchial  asthma 

30 

17 

13 

48.1 

31  (F) 

17.4 

Chronic  bronchitis 

12 

2 

10 

52.5 

24  (M) 

6.8 

Emphysema 

10 

0 

10 

58.2 

42  (M) 

6.6 

Bronchiectasis 

10 

5 

5 

46.4 

18  (F) 

6.6 

Pleurisy 

2 

0 

2(21)  + 

21  (M) 

1.2 

(35)  + 

Lung  abscess 

2 

1 (56)  + 

1 (42)  + 

42  (M) 

1.2 

Pulmonary  fibrosis 

2 

1 (59)  + 

1 (59)+ 

59 

1.2 

Bronchopleural  fistula 

! 

0 

1 (38)  + 

0.6 

Silicosis 

i 

0 

1 (47)  + 

0.6 

Total 

170 

68 

102 

46.8 

21  (M) 

42.2 

* There  were  five  inactive 

, 11  minimal,  48  moderately  advanced,  and  36  far-advanced,  (22  of  the  total  had  pleural  effu- 

sion). 

t Figures  in  parentheses  indicate  ages  of  patients. 

TABLE  V. — Analysis  of  Cases  of  Bone  and  Joint  Disorders 

Nu  mber 

of 

Average 

Per 

Bone  and  Joint  Disorders 

Cases 

Females 

Males 

Age 

Cent 

Rheumatoid  arthritis 

34 

22 

12 

49 

25.6 

Arthritis,  undifferentiated 

30 

18 

12 

55 

22.1 

Trauma* 

30 

11 

19 

49 

22.1 

Osteoarthritis 

28 

15 

13 

58 

20  6 

Osteomyelitis 

9 

5 

4 

51.5 

6.6 

Paget’s  disease 

2 

0 

2(53)  + 

1 . 5 

(64)  + 

1.5 

Tuberculosis  (hip) 

2 

1 (6Dt 

1 (41)  + 

1 . 5 

Total 

135 

72 

63 

* Fractures  of  the  vertebrae  and  hip  predominated;  there  were  also  five  herniated  disks, 
t Figures  in  parentheses  indicate  ages  of  patients. 


Bone  and  Joint  Disorders. — Bone  and  joint  dis- 
orders, totaling  14.8  per  cent  of  all  disabilities, 
were  predominantly  the  various  forms  of  arthritis 
(Table  V).  These  arthritic  patients  have  arrived 
at  a point  in  their  disease  where  it  is  impossible  to 
restore  the  affected  joints  to  normal,  and  our  objec- 
tive must  be  to  prevent  extension  and  to  promote 
accommodation  to  the  existing  deformity.  Here 
new  drugs  and  dynamic  physiotherapy  give  great 
promise  of  containment  until  such  time  as  we  can 
find  the  cause  and  definitive  treatment  for  these 
very  disabling  conditions. 

Neurologic  Conditions. — The  large  number  of 
neurologic  conditions  (117  cases  or  12.7  per  cent) 
included  26  cases  of  hemiplegia,  the  reason  for 
inclusion  here  being  that  the  actual  disabling  results 
were  always  neurologic,  even  though  the  condition 
was  almost  always  vascular  (two  due  to  brain  tumor 
and  one  to  brain  abscess). 

The  average  age  of  all  the  neurologic  cases  is  under 
fifty  years  and  represents  a group  of  severely  damaged 
and  handicapped  people  (Table  VI).  Here  we 
need  greatly  intensified  efforts  in  education  and  re- 
education of  these  people  to  use  weak  and  palsied 
limbs  and  to  cross  the  line  from  absolute  helplessness 
to  any  possible  fragment  of  self-care.  Improved 
anticonvulsant  drugs  make  it  possible  for  many  of 
the  prime  aged  group  of  epileptics  to  be  usefully 
employed  if  special,  safe  conditions  of  employment 
can  be  provided  for  them. 

Mental  Cases. — The  mental  cases  numbered  87 
or  9.2  per  cent  of  the  disabled.  They  were  almost 
equally  divided  between  congenitally  mentally 


defective  and  psychotic  (Table  VII).  All  of  the 
psychotic  cases  had  had  one  or  more  admissions 
to  mental  institutions  and  were  either  discharged 
or  under  parole  to  these  institutions.  The  psycho- 
neurotic cases  were  so  severe  as  to  border  on  actual 
psychoses  and  were  of  such  nature  as  to  make  them 
totally  inadequate  to  face  responsibility.  The 
mental  hygiene  clinics  are  doing  everything  possible 
to  give  these  people  insight  into  their  condition. 

It  is  the  only  thing  we  have  to  offer  them  at  this 
time. 

Diabetes  ( Table  VIII). — Of  51  cases  of  diabetes 
there  were  29  cases  with  complications  of  diabetes:  , 

ten  circulatory  disturbance  of  the  legs  which  led  to 
amputation  in  four  cases,  two  bilaterally;  six 
cases  of  neuropathic  disturbance  of  the  lower 
limbs;  five  retinitis;  five  cataracts;  two  pancreati- 
tis, and  one  case  of  severe  renal  damage. 

Diabetes  was  mentioned  as  being  present  in 
nine  of  the  hypertensive  cardiac  cases  and  seven  of 
the  arteriosclerotic  cardiac  cases,  in  two  of  the 
hemiplegic  cases,  two  tuberculous  cases,  two 
arthritic  cases,  and  in  five  other  conditions.  The 
presence  of  diabetes  in  7.5  per  cent  of  the  cardiac 
cases  is  noteworthy.  This  is  something  that  can 
be  looked  for  and  dealt  with.  Control  could  be 
expected  to  improve  the  outlook  in  these  cases. 

Malignant  Tumor  ( Table  Vlll). — It  seems 

significant  to  point  out  that  30  of  the  43  malignant 
tumors  were  in  accessible  positions  for  examination 
arid  detection  without  elaborate  diagnostic  pro- 
cedures (Table  IX).  The  comparatively  low  rate 
of  malignant  tumors,  4.7  per  cent  of  920  cases  of 
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TABLE  VI. — Analysis  of  Cases  of  Neurologic  Disability 


Number 

of 

Average 

Per 

Neurologic  Disorder 

Cases 

Females 

Males 

Age 

Cent 

Hemiplegia* 

26 

10 

16 

57 

22.2 

Epilepsy 

21 

11 

10 

42 

18.0 

Parkinson’s  disease! 

19* 

12 

7 

48 

16.2 

Residual  of  poliomyelitis 

9 

2 

7 

39.5 

7.6 

Congenital  spastic  paralysis 

8 

7 

1 

43 

6.8 

Multiple  sclerosis 

7 

3 

4 

50 

6.0 

Central  nervous  system  lues 

7 

0 

7 

52 

6.0 

Traumatic  paralyses** 

7 

2 

5 

49.8 

6.0 

Progressive  muscular  atrophy 

2 

0 

2 (51) 
(56) 
5 

1.8 

Othersft 

11 

6 

9.4 

* Both  upper  and  lower  extremities  involved  in  all  cases,  right  side  16  and  left  side  10. 

t Ten  cases  postencephalitic  and  nine  arteriosclerotic. 

**  Four  cases  of  paralysis  due  to  trauma  of  brachial  plexus,  two  to  trauma  of  cord  affecting  bladder  and  lower  limbs,  one 
case  of  traumatic  encephalitis. 

tt  One  case  of  syringobulbia  (male,  aged  43);  one  case  syringomelia  (male,  38);  one  case  spinal  tract  degeneration  in  asso- 
ciation with  pernicious  anemia  (female,  62) ; one  case  of  amyotrophic  lateral  sclerosis  (male,  58) ; one  case  of  peripheral  neuritis, 
presumably  due  to  alcohol  (female,  37) ; one  case  of  aphasia  due  to  cerebral  thrombosis  (female,  40) ; one  case  of  parasitic  in- 
fection of  spinal  cord  by  cysticercus;  two  brain  tumors  (female  32,  59);  one  brain  abscess  (female,  53);  and  one  cord  tumor 
(male,  63). 


TABLE  VII. — Analysis  of  Mental  Cases 


Condition 

Number 

of 

Cases 

Fe- 

males 

Males 

Average 

Age 

Age 

Range 

Mental  defectives 

34 

21 

13 

41.7 

19  to  65 

Psychotics 

34 

20 

14 

51.7 

21  to  64 

Psychoneurotics 

19 

8 

11 

44 

22  to  64 

Total 

87 

49 

38 

TABLE  VIII— Analysis 

of  Other  Causes  of  Disability 

Disease 

Number 

of 

Cases  Females 

Males 

Average 

Age 

Diabetes  and  complica- 
tions 

51 

38 

13 

56 

Malignant  tumor 

43 

23 

17 

37.3 

Gastrointestinal  disorders 

42 

12 

30 

51 

Liver  disease 

31 

7 

24 

49 

Blood  dyscrasias 

17 

9 

8 

45 

Renal  and  genitourinary 
diseases 

15 

5 

10 

43 

TABLE  IX. — Regional  Incidence  of  Malignant  Tumors 


Number 


Region  and  Type  of  Tumor 

of 

Cases 

Females 

Males 

Carcinoma 

Breast 

9 

9 

0 

Cervix 

6 

6 

0 

Body  of  uterus* 

4 

4 

0 

Ovary 

i 

1 

0 

Rectum 

4 

2 

2 

Cecum 

1 

0 

1 

Larynx 

1 

0 

1 

Lung 

3 

0 

3 

Prostate 

2 

0 

2 

Penis 

T 

0 

1 

Skin  of  face 

i 

0 

1 

Seminoma  of  testicle 

i 

0 

1 

Lymphosarcoma 

i 

0 

1 

Sarcoma  of  bone  (elbow) 

i 

0 

1 

Malignant  melanoma 

i 

1 

0 

Leukemia 

2 

0 

2 

Brain  tumor 

2 

2 

0 

Spinal  cord  tumor 

1 

0 

1 

Metastatic  anaplastic  carcinoma 

(source  undetermined) 

1 

0 

1 

Total 

43 

25 

18 

* The  youngest  patient  in  the  group  of  malignant  tumors 
was  a female,  aged  28,  with  carcinoma  of  the  body  of  the 
uterus  with  metastases. 


disability,  may,  to  some  extent,  be  accounted  for 
by  the  presence  in  the  county  of  an  important  and 
valued  medical  resource,  Rosary  Hill,  an  institution 
for  terminal  cancer  run  by  the  Sisters  of  St.  Dominic. 
Undoubtedly  more  malignant  conditions  would 
appear  in  this  survey  if  this  splendid  resource  were 
not  available. 

Gastrointestinal  Disorders  ( Table  VIII). — There 
were  42  persons  disabled  because  of  gastrointestinal 
disorders.  Twenty-six  of  these  were  due  to  recur- 
rent or  complicated  peptic  ulcer  with  six  listed  as 
gastric  and  20  as  duodenal.  Four  cases  had  had 
gastrectomy.  Of  these  the  males  numbered  22 
and  the  females  four  with  an  average  age  of  fifty- 
one. 

Other  gastrointestinal  disorders  varied  widely: 
three  cases  of  colitis;  three  cases  of  gastroenteritis; 
two  cases  of  diverticulitis;  three  cases  with  colos- 
tomy as  a result  of  nonmalignant  obstruction,  one 
of  these  due  to  lymphogranuloma  venereum,  another 
due  to  stricture  of  the  rectum,  and  one  due  to  adhe- 
sions from  ruptured  duodenal  ulcer;  two  cases  of 
gastric  and  esophogeal  varices;'  one  case  of  proctitis; 
one  case  of  anorexia  nervosa;  and  one  case  of  duo- 
denal choledochal  fistula. 

The  large  number  of  intractable  ulcer  cases,  with 
surgery  in  only  four,  would  indicate  a need  for  a 
more  general  consideration  of  what  surgery  has  to 
offer.  Certainly,  a combined  medical  and  surgical 
evaluation  of  all  these  cases  should  be  made. 

Liver  Disease  ( Table  VIII). — Thirty  of  31  cases 
of  liver  disease  were  classified  as  cirrhosis  of  the 
Laennec  type,  and  one  case  was  hemochromatosis. 
Four  cases  had  recurring  ascites,  and  two  had  bleed- 
ing varices. 

Blood  Dyscrasias  ( Table  VIII). — Of  17  cases  of 
blood  dyscrasia  there  were  seven  cases  of  pernicious 
anemia,  seven  cases  of  severe  secondary  anemia, 
two  cases  of  anaplastic  anemia,  and  one  case 
of  hemophilia  (Table  X).  This  latter  condition  has 
been  reasonably  well  controlled  for  some  time  by 
means  of  weekly  transfusion  of  plasma. 

Renal  and  Genitourinary  Cases  ( Table  VIII). — 
The  15  renal  and  genitourinary  cases  were  divided 
as  follows:  pyelonephritis  four,  chronic  glomerulone- 
phritis four,  hydronephrosis  two,  polycystic  kidney 
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TABLE  X.  -An  alysis  ok  Blood  Dyscrasias  as  Causes  of 
Disability 


Blood  Dyscrasia 

Number 

of 

Cases 

Females 

Males 

Pernicious  anemia 

7 

5 

2 

Secondary  anemia 

7 

4* 

3 

Aplastic  anemia 

2 

0 

2 (38)  t 
(56)  t 

Hemophilia 

1 

0 

1 (18)  + 

Total 

17 

9 

8 

* One  of  these,  a 20-year-old  girl,  also  had  generalized 
moniliasis. 

t Figures  in  parentheses  indicate  ages  of  patients. 


two  (both  males,  aged  thirty-five  and  sixty-two), 
tuberculosis  of  kidney  two,  and  chronic  cystitis 
one. 

Occupations  of  Disabled 

The  previous  occupations  of  the  920  persons 
embraced  more  than  60  major  occupations  with  wide 
variety  of  skills,  and  it  is  noteworthy  that  the  great 
majority  had  been  well-adjusted,  self-maintaining 
people.  There  were  a great  number  of  skilled 
technicians  whose  work  is  a tangible  loss  in  defense 
industry.  There  were  many  who  were  store  owners 
or  in  other  self-employment  until  illness  became 
severe,  and  funds  were  exhausted  by  medical  ex- 
penses and  inability  to  earn.  A large  incidence  of 
laborers,  domestics,  and  others  in  strenuous  occupa- 
tions where  heart  disease  or  cerebral  hemorrhage 
might  be  related  to  the  occupation  was  noted.  All 
walks  of  life,  all  cultural  backgrounds  are  repre- 
sented, verifying  that  chronic  illness  and  disability 
are  taking  a toll  in  every  segment  of  the  population. 
In  the  professions  there  were  architects,  registered 
nurses,  mechanical  engineers,  artists,  and  teachers. 
In  essential  community  services  there  were  clerks, 
plumbers,  electricians,  carpenters,  piano-tuners, 
bakers,  truck  drivers,  and  others. 

Comment 

The  entire  group  of  disabled  persons  is  being 
treated  by  the  privately  practicing  physicians  of 
the  county.  As  many  as  possible  attend  the  various 
clinics  where  these  doctors  serve,  others  are  treated 
in  their  homes  or  at  the  doctor’s  office.  More  than 
150  are  attended  at  nursing  homes.  Free  choice 
of  physician  tends  to  make  for  a wide  distribution  of 
these  handicapped  people  among  the  doctors.  All 
known  medical  measures  to  maintain  the  optimum 
status  and  comfort  of  the  Group  I cases  are  employed . 

The  now  broadly  accepted  concept  of  treating  the 


whole  person  and  not  merely  the  narrow  occurrence 
of  a medical  or  surgical  entity  has  led  to  happier, 
better  adjusted  patients  and  ones  more  easily  cared 
for.  There  is  no  one  as  well  equipped  as  the  attend- 
ing physician  to  give  the  patient  a sensible  under- 
standing of  his  handicap  and  what  is  to  be  done 
about  it. 

A well-briefed  patient  is  the  first  requisite  for 
rehabilitation.  With  a hard  core  of  doctor-patient 
interest  in  rehabilitation  the  ancillary  resources  of 
therapists,  hygienists,  etc.,  can  hope  to  be  effective. 
Without  this  continuing  interest  they  become  as 
handicapped  as  the  patient. 

We  are  now  prepared  to  evaluate  and  treat  the 
patient  who  is  transportable  to  the  four  rehabilita- 
tion clinics  in  the  county.  We  must  work  out  a 
method  of  bringing  this  service  to  the  nontrans- 
portable patient.  As  a first  step  in  this  direction 
the  Burke  Mobility  group  is  giving  a short  course 
in  rehabilitation  technics  to  visiting  nurses  so  that 
they  may  carry  these  methods  into  the  homes  to 
be  used  under  the  attending  doctor’s  directions. 
The  aim  in  rehabilitating  the  Group  II  case  is  to 
extend  their  capabilities  within  their  handicap  to 
the  end  point  of  individual  mental  and  physical 
capacity. 

While  the  majority  of  patients  had  been  receiving 
good  medical  care,  the  Aid  to  the  Disabled  program 
has  served  to  focus  attention  upon  these  people  and 
to  increase  efforts  on  their  behalf.  A number  of 
those  in  nursing  homes,  for  example,  previously 
considered  hopeless,  have  been  re-evaluated  and 
treatment  accelerated,  with  the  result  that  they 
have  been  able  to  leave  the  nursing  homes.  In 
their  own  homes  they  have  been  taught  self-care, 
thus  releasing  a potential  wage  earner.  The  interest 
of  the  social  workers  has  been  heightened,  as  well 
as  the  concern  of  other  persons  and  resources  poten- 
tially a link  in  rehabilitation.  The  program  has 
also  pointed  up  the  need  for  new  resources,  among 
them  a Sheltered  Workshop  to  develop  work  toler- 
ance. Significant  facts  have  been  furnished  to  the 
Westchester  County  Council,  the  Westchester 
County  Medical  Society,  and  businessmen  who  are 
studying  this  project  together. 

It  may  be  reassuring  to  all  of  us  as  taxpayers  and 
to  welfare  administrators  to  know  that  one  out  of 
every  four  and  a half  adults  receiving  public  assists 
ance  under  the  age  of  sixty-five  in  this  county  is 
seriously  disabled.  Yet  those  same  figures,  in 
revealing  the  startling  extent  and  cost  of  disability, 
both  in  dollars  and  human  values,  should  serve  as  a 
challenge  to  all  to  seek  ways  and  means  to  improve 
the  record. 


PRESIDENT’S  COMMISSION  CALLED  POLITICAL  TOOL 
The  A.M.A.’s  House  of  Delegates  endorsed  the  meeting  in  Chicago.  The  Association  believes 

stand  taken  previously  by  its  officers  in  criticizing  that  the  commission  was  appointed  in  an  adroit 

the  political  motives  of  the  President’s  Commission  move  to  pull  the  question  of  socialized  medicine 

on  the  Health  Needs  of  the  Nation  at  its  June  out  of  the  elections  this  fall. — -4..1/..4.  News  Notes 


MEDICAL  EDUCATION  FOR  NEGROES:  A REPORT  OF  PROGRESS 

Peter  Marshall  Murray,  M.D.,  New  York  City 


A MAJORITY  of  the  Negro  physicians  are  grad- 
^ L uates  of  one  of  two  schools,  Howard  University 
in  Washington,  D.C.,  and  Meharry  Medical 
College  in  Nashville,  Tennessee.  The  output  of 
these  two  schools  in  the  past  ten  years  has  been 
fairly  stationary.  The  average  number  of  graduates 
is  about  70  each  or  140  per  year.  This  number 
barely  furnishes  replacements  from  death  or  retire- 
ments among  Negro  physicians. 

Meharry  has  had  difficulties  in  securing  ample 
financial  support  desperately  needed  for  its  upkeep 
to  say  nothing  of  strengthening  its  program.  For- 
tunately, the  financial  picture  there  has  been  mate- 
rially improved  in  the  past  two  or  three  years. 
Howard,  partially  supported  by  the  Federal  govern- 
ment, has  ambitious  plans  for  improving  the  quan- 
tity and  quality  of  its  output.  A building  program 
for  a significant  increase  in  its  preclinical  facilities 
and  a careful  search  for  additional  well-trained 
teachers  are  already  under  way. 

Those  familiar  with  medical  education  will  at 
once  recognize  that  it  takes  more  than  mere  finan- 
cial support,  as  indispensable  as  this  is,  to  bring 
about  an  orderly  expansion  of  faculty  and  facilities 
to  the  point  where  a considerable  increase  in  the 
number  of  well-trained  graduates  in  medicine  can 
be  expected. 


Statistics 

Where  shall  we  look  for  the  increased  number  of 
Negro  medical  graduates  absolutely  necessary  to 
meet  the  pressing  needs  of  this  segment  of  our 
population? 

In  1950  there  were  about  4,000  Negro  physicians 
and  surgeons  out  of  a total  of  209,040  for  the  United 
States,  a ratio  of  one  for  every  720  people  in  the 
United  States,  but  only  one  Negro  physician  to 
each  3,500  Negroes.  In  only  two  cities  in  the 
country  does  the  ratio  of  Negro  doctors  to  Negro 
population  approach  the  general  ratio,  St.  Louis 
and  Washington,  D.C.  To  maintain  a minimal 
standard  of  medical  service  it  is  accepted  that  there 
should  be  one  physician  to  1,500  population.  In 
Mississippi  the  ratio  of  Negro  doctors  to  Negro 
population  is  one  to  18,527.  The  figures  are  cited 
not  with  the  idea  that  Negro  physicians  necessarily 


do  or  should  have  only  Negro  patients  or  that 
Negro  patients  necessarily  should  be  cared  for  by 
Negro  physicians,  but  to  indicate  that  Negroes 
have  not  enjoyed  equitable  opportunities  in  medi- 
cine and  that  in  the  long  run  this  must  have  an 
adverse  effect  upon  the  practice  of  medicine  and 
consequently  upon  the  public  health.1 

Present  Progress 

As  we  march  toward  our  common  goal  of  making 
America  a true  democracy,  no  area  of  American 
life  is  of  more  vital  concern  than  that  of  the  health 
of  all  our  citizens.  Of  special  significance  is  that 
during  the  past  few  years  several  Southern  universi- 
ties have  enrolled  Negro  students  in  their  medical 
schools,  among  them  the  Universities  of  Arkansas, 
North  Carolina,  Maryland,  -Texas,  and  Louisville, 
in  addition  to  Washington  University  in  St.  Louis, 
St.  Louis  University,  and  the  Medical  College  of 
Virginia,  in  Richmond.  Also  the  number  of  colored 
students  admitted  to  the  unsegregated  medical 
schools  in  the  entire  country  shows  a marked 
increase.  In  1947  to  1948  there  were  85  Negroes 
enrolled  in  20  such  institutions  as  against  25,000 
whites.  In  1948  to  1949  there  were  117,  in  1949  to 
1950  the  number  rose  to  143,  distributed  over  43 
institutions,  an  increase  of  318  per  cent  since  1938 
to  1939  when  there  were  only  45  Negroes  enrolled 
in  unsegregated  medical  schools.  If  Negro  students 
were  enrolled  in  medicine  in  the  proportions  in 
which  they  are  present  in  the  population,  there  would 
be  approximately  2,600  in  training  instead  of  the 
700  at  present,  including  the  two  so-called  segre- 
gated schools.  Thus,  although  the  rate  of  increase 
is  rapid  and  appears  still  to  be  mounting,  the  need 
if  far  from  being  met.1 

M Therefore,  substantial  support  of  the  American 
Medical  Education  Foundation  is  being  reflected 
in  expanding  opportunities  for  all  segments  of  our 
population  in  meeting  their  needs  for  soundly 
trained  physicians  in  increasing  quantity  and  quality. 


Reference 

1.  From  The  Five  Year  Report  of  Activities  1946-1951 
National  Medical  Fellowships,  Inc 


TYRANNOSAURUS  REX? 

Oscar  R.  Ewing,  Federal  Security  Administrator, 
asserted  that  Republican  presidential  nominee, 
General  Dwight  D.  Eisenhower,  revealing  his  “true 
colors”  at  Abilene,  Kansas,  had  “definitely  associated 


himself  with  the  dinosaur  wing  of  the  Republican 
party.” 

What  will  Mr.  Ewing  say  if  Mr.  Eisenhower 
comes  out  against  socialized  medicine? 
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Louis  Joseph  Allen,  M.D.,  of  Forest  Hills,  died  on 
July  29  at  his  home  at  the  age  of  fifty-one.  Dr. 
Allen  was  graduated  from  George  Washington  Med- 
ical School  in  1925.  He  was  clinical  assistant  at- 
tending physician  at  the  Queens  General  Hospital 
Outpatient  Department  and  a member  of  the  medi- 
cal staff  of  Consolidated  Edison  Company  of  New 
York,  Inc.,  as  well  as  examining  physician  for  many 
insurance  companies  in  New  York  City. 

Clarence  Henry  Bellinger,  M.D.,  of  Brooklyn, 
died  on  August  12  at  the  Brooklyn  State  Hospital 
at  the  age  of  sixty-five.  Dr.  Bellinger  was  gradu- 
ated from  Syracuse  University  College  of  Medicine 
in  1910,  interned  at  St.  Lawrence  State  Hospital, 
and  then  became  junior  assistant  physician  at  Bing- 
hamton State  Hospital.  In  1916,  he  was  senior  as- 
sistant physician  at  Utica  State  Hospital  and  in 
1926  was  named  director  of  clinical  psychiatry. 
From  1934  to  1935,  he  was  assistant  medical  inspec- 
tor of  the  New  York  State  Department  of  Mental 
Hygiene.  Since  1937,  Dr.  Bellinger  had  been  pro- 
fessor of  psychiatry  at  the  Long  Island  College  of 
Medicine,  and  during  World  War  II  he  served  as 
chairman  of  the  Committee  on  Nutrition  and  Con- 
servation of  the  Empire  Boulevard  Branch  of  the 
Brooklyn  Civil  Defense  Volunteer  Office. 

At  the  time  of  his  death,  Dr.  Bellinger  was  senior 
director  of  Brooklyn  State  Hospital.  In  May,  1952, 
he  became  a member  of  the  American  Board  of  Le- 
gal Medicine,  Inc.  Dr.  Bellinger  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  Society  for  Clinical  Psychiatry, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Mortimer  Bellows,  M.D.,  formerly  of 
Brooklyn,  died  on  August  6 at  St.  Joseph’s  Hospital 
in  Albuquerque,  New  Mexico,  at  the  age  of  ninety. 
Dr.  Bellows  was  graduated  from  Bellevue  Medical 
College  in  1883  and  had  served  on  the  staffs  of  Belle- 
vue and  Mount  Sinai  Hospitals.  He  was  a mem- 
ber of  the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Velie  Brooks,  M.D.,  of  Buffalo,  died 
July  29  in  Lafayette,  New  York,  at  the  age  of  sev- 
enty-six. Dr.  Brooks  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1901. 
During  World  War  I,  he  was  a captain  in  the 
United  States  Army  Medical  Corps.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  Augustus  Collins,  M.D.,  died  on  August  12 
at  his  home  in  New  York  City  at  the  age  of  sixty- 
seven.  Dr.  Collins  received  his  medical  degree 
from  the  New  York  Homeopathic  Medical  College  in 
1913.  At  the  time  of  his  death,  Dr.  Collins  was 
chief  ophthalmologist  at  Harlem  Hospital. 


Bernhard  Dattner,  M.D.,  of  New  York  City,  died 
on  August  11  at  his  home  at  the  age  of  sixty-five. 
Dr.  Dattner  received  his  medical  degree  from  the 
University  of  Vienna  in  1919.  A consultant  in 
neurology  at  the  Marine  Hospital,  Staten  Island, 
and  at  Ellis  Island,  Dr.  Dattner  had  also  been  spe- 
cial consultant  of  the  L'nited  States  Public  Health 
Service  in  Washington.  He  had  been  an  associate 
clinical  professor  of  neurology  at  New  York  Univer- 
sity School  of  Medicine  and  assistant  clinical  profes- 
sor of  neurology  at  the  College  of  Physicians  and 
Surgeons  of  Columbia  University.  At  the  time  of 
his  death,  he  was  associated  with  the  Gold  water 
Memorial  Hospital,  the  Montefiore  Hospital,  and 
Bellevue  Hospital. 

Dr.  Dattner  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a member 
of  the  New  York  Academy  of  Medicine,  the  Amer- 
ican Neurological  Society,  the  New  York  Neurologi- 
cal Society,  an  honorary  fellow  of  the  Mexican 
Society  of  Neurology  and  Psychiatry,  as  well  as  a 
corresponding  member  of  the  Vienna  Medical 
Society  and  the  Vienna  Neuro-Psychiatric  Society. 
The  author  of  several  books,  Dr.  Dattner  was  also 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frederick  Joseph  De  Natale,  M.D.,  of  Poughkeep- 
sie, died  on  August  4 at  Vassar  Brothers  Hospital  at 
the  age  of  forty-seven.  He  was  graduated  from 
George  Washington  University  School  of  Medicine 
in  1929  and  interned  at  Cumberland  Hospital  in 
Brooklyn.  He  had  served  on  the  staff  of  the  St. 
Lawrence  State  Hospital  in  Ogdensburg  and  at  the 
time  of  his  death  was  the  supervising  psychiatrist  of 
the  reception  service  at  the  Hudson  River  State 
Hospital  in  Poughkeepsie. 

Dr.  De  Natale  was  a member  of  the  Association 
for  the  Advancement  of  Psychotherapy,  the  Amer- 
ican Psychiatric  Association,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Mark  Fishberg,  M.D.,  of  Brooklyn,  died  on 
August  19  at  the  Brooklyn  Hospital  at  the  age  of 
fifty-five.  Dr.  Fishberg  was  graduated  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal School  in  1921.  He  was  attending  urologist  at 
the  Brooklyn  and  Brooklyn  State  Hospitals,  as  well 
as  a consultant  in  urology  at  the  Unity  Hospital  in 
Brooklyn.  A Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  American  Board 
of  Urology,  he  was  a member  of  the  American  Uro- 
logical Association,  the  Brooklyn  Urological  Associa- 
tion, the  New  York  Academy  of  Medicine,  the  New 
York  Urological  Association,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Warren  Long  Gipple,  M.D.,  of  Alden,  died  on  July 
15  at  the  Buffalo  General  Hospital,  at  the  age  of 
fifty-four.  Dr.  Gipple  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1920 
and  interned  at  the  Buffalo  General  Hospital.  Dr. 
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Gipple  was  attending  physician  at  the  Erie  County 
Penitentiary  Hospital,  as  well  as  an  associate  on  the 
staff  of  the  Buffalo  General  Hospital.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Felix  L.  Harry,  M.D.,  of  Mount  Vernon,  died  on 
August  6 in  the  Mount  Vernon  Hospital  at  the  age 
of  fifty-six.  Dr.  Harry  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1919.  He  had 
been  a member  of  the  staff  in  dermatology  and 
syphilology  at  Lebanon  Hospital  and  the  Hospital 
for  Joint  Diseases  in  New  York  City.  He  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  J.  Johnson,  M.D.,  of  Jamestown,  died  on 
July  30  at  his  home  at  the  age  of  seventy.  Dr. 
Johnson  was  graduated  from  Cornell  University 
Medical  College  in  1905  and  interned  at  Bellevue 
Hospital,  New  York  City.  During  World  War  I, 
Dr.  Johnson  held  the  rank  of  first  lieutenant  in  the 
U.S.  Army  Medical  Corps.  For  many  years,  he  had 
served  as  physician  for  the  Gustavus  Adolphus 
Children’s  Home  and  the  Lutheran  Home  for  the 
Aged.  At  the  time  of  his  death,  he  was  a member 
of  the  medical  staff  of  the  Jamestown  General  Hospi- 
tal and  the  Women’s  Christian  Association  Hospi- 
tal, in  Jamestown.  A Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Johnson  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Jamestown  Medi- 
cal Society,  the  Chautauqua  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Parrish  Lee,  M.D.,  of  Huntington,  died  on 
August  14  at  the  Huntington  Hospital  at  the  age  of 
thirty-nine.  In  1935,  Dr.  Lee  was  graduated  from 
the  College  of  Physicians  and  Surgeons  of  Columbia 
University,  New  York  City,  and  served  as  intern  at 
the  Roosevelt  Hospital,  New  York  City.  During 
World  War  II,  he  was  a lieutenant  in  the  U.S.  Navy 
Medical  Corps  and  was  stationed  in  the  European 
Theatre  of  War.  Dr.  Lee  was  an  associate  attend- 
ing physician  at  Long  Island  College  Hospital  and 
the  Huntington  Hospital,  and  attending  cardiologist 
and  assistant  attending  physician  at  the  Roosevelt 
Hospital  Outpatient  Department.  Dr.  Lee  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Francis  McDonald,  M.D.,  of  New  York 
City,  died  on  August  15  in  St.  Vincent’s  Hospital 
at  the  age  of  seventy-five.  Dr.  McDonald  was 
graduated  from  the  Syracuse  University  College  of 
Medicine  in  1911  and  interned  at  the  Mayo  Clinic. 
He  had  been  on  the  staffs  of  St.  Clare’s  and  St. 
Elizabeth’s  Hospitals  as  neurologist  and  psychia- 
trist, as  well  as  consulting  neurologist  and  psychia- 
trist at  Fordham  Hospital,  New  York  City,  and  St. 


Joseph’s  Hospital,  Yonkers,  and  consulting  psychia- 
trist for  St.  Vincent’s  Hospital. 

A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  McDonald  was  a member  of 
the  American  Academy  of  Neurology,  the  New 
York  Neurological  Society,  the  Association  for  the 
Advancement  of  Psychotherapy,  the  Bronx  Society 
of  Neurology  and  Psychiatry,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Le  Roy  Jakway  Osborne,  M.D.,  of  Owego,  died  on 
July  14  at  his  home  at  the  age  of  sixty-two.  Dr. 
Osborne  was  graduated  from  the  University  of  Buf- 
falo School  of  Medicine  in  1913.  During  World 
War  I,  he  served  in  the  United  States  Army  Medical 
Corps.  At  one  time  he  was  associated  with  St. 
Christopher’s  Hospital  for  Children  and  the  Episco- 
pal Hospital  in  Philadelphia,  Pennsylvania.  He  was 
on  the  staff  of  the  Tioga  County  General  Hospital. 
Dr.  Osborne  was  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Tioga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  L.  Rood,  M.D.,  of  Ithaca,  died  on  July  25 
at  the  Margaret  Baker  Nursing  Home  at  the  age  of 
ninety-seven.  Dr.  Rood  was  graduated  from  the 
Eclectic  College  of  Medicine,  Cincinnati,  Ohio,  in 
1883.  Although  retired  from  active  practice  since 
1936,  Dr.  Rood  was  a member  of  the  Tompkins 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

David  Sheitlis,  M.D.,  of  New  York  City,  died  on 
August  11  at  his  home  at  the  age  of  seventy-two. 
Dr.  Sheitlis  was  graduated  from  the  Cornell  Llniver- 
sity  Medical  College  in  1902  and  interned  at  Beth 
Israel  Hospital,  New  York  City.  He  had  been  an 
adjunct  visiting  physician  and  assistant  pathologist 
at  the  Beth  Israel  Hospital  since  1927.  Dr.  Sheit- 
lis was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Skapier,  M.D.,  of  New  York  City,  died  on 
August  16  at  Memorial  Hospital  at  the  age  of  forty- 
eight.  Dr.  Skapier  received  his  medical  degree  in 
1935  from  the  University  of  Paris.  A Goodheart 
Fellow  in  Pathology,  he  arrived  from  France  in 
1943  and  served  as  a laboratory  resident  oncologist 
at  Kings  County  Hospital  until  1945,  after  which  he 
joined  the  staff  of  the  Goldwater  Memorial  Hospital. 
In  1951,  Dr.  Skapier  was  named  director  at  the 
Strang  Prevention  Clinic  at  Memorial  Center  for 
Cancer  and  Allied  Diseases.  Dr.  Skapier  was  a 
member  of  the  American  Association  for  Cancer 
Research,  the  New  York  Pathological  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


The  noble  habit  of  doing  nothing  at  all  is  being  neglected  in  a degree  which  seems  to  me  to 
threaten  the  degeneration  of  the  whole  race. — G.  K.  Chesterton 


FORTY-SIXTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NEW  YORK 

PROGRAMS 


SIXTH  DISTRICT  BRANCH 

Friday,  October  3,  1952 
Farmers’  Museum 
Cooperstown,  New  York 


Morning  Session 

10:45  a.m. — “Cancer:  The  Problem  of  Early 

Diagnosis” 

Motion  picture,  in  color,  fur- 
nished by  the  New  York  State 
Department  of  Health 

11:15  a.m. — “The  Modern  Treatment  of  Peptic 
Ulcer” 

Sara  M.  Jordan,  M.D.,  Lahey 
Clinic,  Boston,  Massachusetts 

12:30  p.m. — Luncheon 


Afternoon  Session 

2:00  p.m. — Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president,  Medi- 
cal Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Harry  I.  Norton, 
president,  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of 
New  York 

2:30  p.m. — Address  by  Dr.  Louis  C.  Jones,  direc- 
tor, New  York  State  Historical  As- 
sociation 

3:00  p.m. — Acceptance  and  dedication  of  the 
Doctor’s  Office,  restored  at  the 
Farmers’  Museum 


Officers — Sixth  District  Branch 


President 

First  Vice-President 
Second  Vice-President 
Secretary . 

Treasurer. 


Elton  R.  Dickson,  M.D., 
Binghamton 

Gilbert  M.  Palen,  M.D., 
Margaretville 
James  Greenough,  M.D.. 
Oneonta 

James  L.  Palmer,  M.D., 
Binghamton 

C.  Stewart  Wallace, 
M.D.,  Ithaca 


Presidents  of  Component  County  Societies 


Broome. . Ben  L.  Matthews,  M.D.,  Bing- 

hamton 

Chemung  J.  J.  McConnell,  M.D.,  Elmira 

Chenango  Everett  T.  Centerwall,  M.D., 

Greene 

Cortland.  William  A.  Shay,  M.D.,  Cort- 

land 

Delaware  Sheldon  G.  Edgertou,  M.D.. 

Delhi 

Otsego John  Constantine,  M.D.,  O- 

neonta 

Schuyler Milton  J.  Daus,  M.D.,  Watkins 

Glen 

Tioga Seymour  M.  Bulklev,  M.D.. 

Spencer 

Tompkins..  John  W.  Ilirshfeld,  M.D., 

Ithaca 
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EIGHTH  DISTRICT  BRANCH. 

Thursday,  October  16,  1952 
Genesee  Memorial  Hospital 
Batavia,  New  York 


Afternoon  Session 

1 : 30  p.m. — Registration 

2:00  p.m. — “Changing  Concepts  and  Practices  in 
Hematology” 

Marvin  Bloom,  M.D.,  instructor 
in  medicine,  University  of  Buf- 
falo School  of  Medicine,  and  at- 
tending in  hematology,  Vet- 
erans Administration  Hospital, 
Buffalo 

2:40  p.m.' — “The  Diagnosis  and  Treatment  of 
Jaundice” 

Ray  Fletcher  Farquharson,  M.B., 
F.R.C.P.  (Canada),  F.R.C.P. 
(London),  F.A.C.P.,  professor 
of  medicine,  University  of 
Toronto,  and  physician-in- 
chief,  Toronto  General  Hospi- 
tal, Toronto,  Ontario,  Canada 

3:20  p.m. — “Surgery  of  the  Aged” 

John  D.  Stewart,  M.D.,  professor 
of  surgery,  University  of  Buf- 
falo School  of  Medicine,  and 
chief  of  surgery,  Meyer  Memo- 
rial Hospital,  Buffalo 

4:00  p.m. — “X-ray  Moving  Pictures  at  the  Uni- 
versity of  Rochester  School  of 
Medicine  and  Dentistry” 
Charles  E.  Sherwood,  M.D., 
instructor  in  radiology,  Uni- 
versity of  Rochester  School  of 
Medicine  and  Dentistry,  and 
assistant  radiologist,  Strong 
Memorial  Hospital,  Rochester 


Evening  Session 

6:30  p.m. — Dinner,  Elks’  Home,  Batavia 

Introduction  of  officers  of  the 
Medical  Society  of  the  State  of 
New  York 


Address  by  Edward  T.  Wentworth, 

M.D.,  Rochester,  president, 
Medical  Society  of  the  State  of 
New  York 

Remarks  by  Mrs.  Harry  I.  Norton, 

Rochester,  president,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 
Address:  Dr.  Thomas  R.  McCon- 
nell, Chancellor,  University  of 
Buffalo 


Officers — Eighth  District  Branch 


President 

First  Vice-President 
Second  Vice-President 

Secretary 

Treasurer. 


Henry  S.  Martin,  M.D., 
W arsaw 

Sydney  L.  McLouth, 
M.D.,  Corfu 
Elmer  T.  McGroder, 
M.D.,  Buffalo 
Clyde  L.  Wilson,  M.D., 
Jamestown 

Wilfrid  M.  Anna,  M.D., 
Lockport 


Presidents  of  Component  County  Societies 


Allegany Leon  F.  Roper,  M.D.,  Belmont 

Cattaraugus.  Richard  A.  Loomis,  M.D.,  Elli- 
cottville 

Chautauqua  Edward  L.  Schwabe,  M.D.,  Broc- 
ton 

Erie Samel  Sanes,  M.D.,  Buffalo 

Genesee  Joseph  S.  Diasio,  M.D.,  Oakfield 

Niagara Wilfrid  M.  Anna,  M.D.,  Lockport 

Orleans Walter  Shifton,  M.D.,  Albion 

Wyoming.  . C.  J.  Regan,  M.D.,  Warsaw 


TREATMENT  OF  INFANTILE  COLIC  AND  RELATED  DISORDERS  WITH  A NEW  ANTI- 
SPASMODIC 


Bentyl  hydrochloride  proved  to  be  an  effective 
antispasmodic  agent  in  experience  with  127  children, 
helping  to  relieve  symptoms  associated  with  infan- 
tile colic,  regurgitation,  and  unclassified  functional 
disorders.  Some  measure  of  relief  was  noted  in 
pylorospasm  and  gastroenterospasm.  The  prep- 
aration is  potent  but  palatable  and  well  tolerated, 
put  up  in  the  form  of  pleasant  tasting  syrup.  It 
was  given  orally  in  doses  of  2.5  to  10  mg.  three  or 


more  times  daily  before  meals.  Sufficient  patients 
were  treated  to  show  a significant  statistical  dif- 
ference in  improvement  of  those  with  infantile 
colic  as  against  control  groups.  The  author  sug- 
gests further  trial  of  this  syrup  in  combination  with 
phenobarbital  for  patients  who  need  sedation. 

— Sidney  F.  Pakula,  M.D.,  Postgraduate  Medicine, 
February,  W52 


CORRESPONDENCE 


THE  USE  OF  DORMISON 


To  the  Editor: 

A journal  publication  and  an  article  published  by 
a pharmaceutical  concern  serve  different  purposes. 

Your  article  about  Dormison  [New  York  State 
J.  Med.  52:  572  (Mar.  1)  1952]  confirmed  most  of 
the  claims  of  the  producer  of  the  drug,  but  in  my 
limited  experience  (20  cases  in  private  practice)  I 
have  failed  to  see  one  case  which  experienced  the 
soporific  action  described  in  the  paper.  More  im- 
portant than  this  failure  is  the  very  annoying  side- 
reaction  of  bad  taste  experienced  by  all  of  my 
patients,  persisting  for  man)’  hours. 


The  purpose  of  this  letter,  if  you  see  fit  to  publish 
it  in  part  or  in  full,  is  to  find  out  from  the  “grass 
roots”  of  medicine  (1)  whether  other  general  prac- 
titioners have  discovered  similar  effects  of  the  drug 
in  question  and  (2)  why  the  scientists  have  failed  to 
mention  the  side-effect  described. 

Gerhard  M.  Bexdix,  M.D. 

114  East  54th  Street 
New  York  City 
May  19,  1952 


Comment  by  Dr.  McGavack 


To  the  Editor: 

In  our  earlier  work,  a considerable  number  of 
patients  obtained  some  soporific  effects  from  as 
little  as  100  mg.  However,  we  are  now  recommend- 
ing that  the  dosage  be  started  at  the  500-mg.  level 
and  reduced  or  increased  as  necessity  requires. 

With  the  earlier  smaller  doses,  we  saw  very  few 
side-reactions.  At  the  present  time  with  larger 
doses  some  type  of  side-effect  has  been  observed 
in  about  11  per  cent  of  all  patients.  Belching  with  a 
bad  aftertaste  was  present  in  all  of  those  who 
showed  any  type  of  side-reactions.  However,  this 
action  can  be  markedly  minimized  by  increasing  the 
fluid  intake  with  each  dose. 

Dr.  Bendix’s  failure  to  obtain  any  of  the  soporific 
action  of  the  drug  is,  I must  confess,  rather  sur- 
prising. However,  it  may  be  explained  in  this  way; 
namely,  that  he  has  given  Dormison  only  to  patients 
who  have  been  accustomed  to  taking  other  sedatives 


of  the  barbiturate  class.  We  have  yet  to  find  a 
patient  using  such  sedation  who  is  not,  at  first,  dis- 
appointed in  Dormison — not  because  it  does  not  put 
him  to  sleep  but  because  it  lacks  the  prodormal 
symptoms  through  which  the  patient  passes  on  his 
way  to  sleep  after  taking  barbiturates.  We  have 
considered  this  point  very  carefully  and  had  many 
patients  accustomed  to  barbiturates  tell  us  they  did 
not  sleep  “at  all”  on  Dormison  or  “took  two  to 
three  hours  to  get  to  sleep,”  but  statements  of  some 
of  these  patients  have  actually  been  checked  by  ob- 
servers who  found  that  Dormison  sleep  has  often 
been  induced  in  as  little  as  ten  minutes,  while  the 
patient  next  day  was  quite  sure  it  took  him  two  to 
three  hours  to  get  to  sleep. 

Thomas  H.  McGavack,  M.D. 

New  York  City* 

June  30,  1952 


EXERCISE  TOLERANCE  TESTS 


To  the  Editor: 

We  wish  to  take  decided  issue  with  the  views  ex- 
pressed by  Drs.  Seymour  H.  Rinzler,  Hyman 
Bakst,  and  Sidney  Rosenfeld  in  an  article  published 
in  the  New  York  State  Journal  of  Medicine, 
May  15,  1952,  p.  1277,  “The  Comparison  of  the  Use- 
fulness of  the  Dock  Electromagnetic  Ballistocardio- 
gram and  the  Exercise  Tolerance  Test  in  the  Detec- 
tion of  Coronary  Insufficiency.”  Dr.  Rinzler  and 
his  co workers  speak  of  exercise  tests,  but  one 
doesn’t  know  exactly  which  one  they  employ. 
However,  they  frequently  speak  of  the  Master  2- 
step.  If  they  employ  the  Master  2-step,  they  must 


know  that  a negative  single  2-step  signifies  little; 
the  double  2-step  must  then  be  performed  [Ann.  Int. 
Med.  38:  842  (May)  1950].  The  onty  reason  for 
beginning  with  the  single  2-step  is  that  it  is  safer  to 
do  it  that  way. 

Rinzler  and  his  coworkers  state  that  the  exercise 
and  anoxemia  tests  are  only  confirmatory  of  coronary 
disease  50  per  cent  of  the  time.  This  is  incorrect  as 
far  as  it  concerns  the  Master  2-step.  The  latter  is 
confirmatory  of  coronary  disease  in  more  than  90 
per  cent,  probably  in  at  least  95  per  cent  of  the  cases 
[Bull.  New  York  Acad.  Med.  27:  383  (June)  1951]. 


2300 


September  15,  1 052] 


CORRESPONDENCE 


2301 


There  is  a great  deal  that  is  superficial,  confusing 
(thoughtless),  and  incorrect  in  the  article  in  ques- 
tion. They  write  of  five  exercise  tests  which  were 
not  performed  because  of  dizziness  and  because 
osteoarthritis  was  present.  A patient  does  not  be- 
come dizzy  if  the  Master  2-step  technic  is  followed. 

The  authors  mention  that  there  is  a hazard  of 
myocardial  infarction  in  performing  the  2-step  test. 
If  they  are  referring  to  the  Master  2-step  test  we 
must  say  that  we  have  never  had  an  accident 
in  thousands  of  tests,  nor  have  others  [J.A.M.A. 
149 : 98  (May)  1952] . The  test  is  never  done  unless 
the  resting  electrocardiogram  is  normal;  second,  the 
single  2-step  test  is  performed  first. 

Rinzler,  Bakst,  and  Rosenfeld  write,  “Out  of 
seven  patients  in  group  I (typical  angina)  three  (44 
per  cent)  had  normal  exercise  tolerance  tests.  The 
resting  ballistocardiogram,  however,  was  also  nor- 
mal so  that  no  additional  objective  evidence  of 


coronary  artery  disease  was  obtained  by  the  ballisto- 
cardiogram. However,  the  high  direct  correlation 
between  the  findings  on  the  resting  ballistocardio- 
gram and  the  exercise  tolerance  test  would  indicate 
that  one  could  substitute  for  the  other  but  was  no 
better.”  One  does  not  need  to  be  either  a statis- 
tician, mathematician,  or  a physicist  to  see  the  falla- 
cies here.  Using  a percentage  for  three  cases  out  of 
seven  and  with  only  seven  patients  altogether,  they 
speak  of  a high  percentage  of  correlation!  In  the 
paper  as  a whole  they  studied  24  patients;  how  even 
this  number  lends  itself  to  “high  correlation”  is 
beyond  us. 

We  have  seldom  witnessed  such  complete  mis- 
understanding and  confusion  in  one  article. 

Arthur  M.  Master,  M.D. 

New  York  City 
June  3,  1952 


SINUS  HEADACHE 


To  the  Editor: 

In  your  issue  of  June  1,  Dr.  Conrad  E.  Gale  states 
in  his  article,  “Psychosomatic  Approach  to  Sinus 
Headache,”  that  less  than  10  per  cent  of  his  patients 
complaining  of  sinus  headache  have  causative  sinus 
pathology.  At  the  same  time,  psychosomatic  ap- 
proach to  this  problem  is  advocated. 

May  I indicate  that  headaches,  including  many  of 
the  so-called  sinus  headaches,  craniofacial  pains,  and 
dysesthesias,  encompassing  also  the  “persistent  and 
unbearable  orolingual  paresthesias”  discussed  in  the 
same  issue  by  Dr.  George  Stein  and  bis  coworkers  in 
their  paper,  “Theory  of  Idiopathic  Orolingual 
Paresthesias,”  may  and  frequently  do  arise  in 
patients  suffering  from  pathologic  lesions  of  the 
cervical  spine,  especially  discopathy. 

The  enumerated  heterotopic  pains  causing  so 
much  discomfort  are  often  brought  about  through 
irritation  of  the  ventral  roots  of  the  cervical  spinal 
nerves. 

In  accordance  with  newer  neuroanatomic  knowl- 
edge (Laruelle),  sympathetic  centers  are  present 
in  the  spinal  cord  already  at  the  fifth,  sixth,  seventh, 
and  eighth  cervical  levels.  The  sympathetic  fibers 
emerging  from  these  centers  travel  in  the  ven- 
tral roots  and  establish  synaptic  contact  with 
postganglionic  neurons  in  the  small  ganglia  of  a 
deep  sympathetic  chain  which  accompanies  the 
vertebral  artery  (Delmas,  Laus,  and  Guerrier). 

The  headaches  and  facial  pains  of  cervical  origin 
occur  in  sympathetic  areas,  especially  in  the  dis- 
tribution of  the  external  carotid  artery  and  its 
branches.  To  these  arterial  channels,  the  pregangli- 


onic irritation  caused  by  lesions  of  the  cervical  spine 
is  transmitted  via  the  postganglionic  neurons. 

Hence,  in  headaches,  facial  pains,  and  dysesthesias 
that  are  so  baffling  to  the  physican  not  well  ac- 
quainted with  the  bizarre  features  of  sympathetic 
pains,  roentgenologic  exploration  of  the  cervical 
spine  should  be  performed.  It  often  reveals  the 
underlying  organic  cause  of  idiopathic  and  psycho- 
genic headaches  and  craniofacial  pains,  a condition 
not  infrequently  designated  as  “specialists’  disease.” 

The  reason  for  the  name  is  that  in  such  cases 
dentists,  otolaryngologists,  ophthalmologists,  and 
other  specialists  are  consulted;  roentgenograms 
which  usually  fail  to  disclose  important  findings  are 
made  of  the  skull,  the  nasal  cavities,  the  accessory 
nasal  sinuses,  the  orbits,  the  ears,  the  jaws,  and  the 
teeth,  and  many  types  of  treatment,  including  sur- 
gery, are  employed,  but  to  no  avail.  Eventually, 
some  patients,  despairing  of  relief,  become  neurotic 
and  resort  to  narcotic  drugs  to  alleviate  their  suf- 
ferings. Finally,  the  physicians,  unable  to  discover 
signs  of  organic  pathology,  make  an  ultimate  diag- 
nosis of  psychosomatic  pains.  Such  a mistake  may 
be  serious. 

Hence,  in  all  cases  of  headache,  craniofacial  pain, 
and  dysesthesias  of  obscure  origin,  the  cervical  spine 
should  be  at  least  clinically  and  roentgenologically 
investigated. 

E.  Neuwirth,  M.D. 

11  Lindner  Place 
Ma' verne,  New  York 
June  16,  1952 


Comment  by  Dr:  Gale 


To  the  Editor: 

One  psychosomatic  approach  in  the  practice  of  the  problem  of  sinus  headache  reveals  that  less  than 

medicine  is  the  total  approach.  Its  application  to  10  per  cent  of  patients  complaining  of  sinus  head- 
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ache  have  causative  sinus  pathology.  The  somatic 
investigations  which  are  incorporated  in  the  psycho- 
somatic approach  should  be  as  all-inclusive  as 
possible.  The  same  holds  true  for  the  psychologic 
approach. 

If  the  physician  will  not  unconsciously  accept  the 
patient’s  complaint  as  the  diagnosis,  then  the  true 


causative  factors  will  be  revealed  more  readily  and 
more  accurately.  Conrad  K.  Gale,  M.D. 

P.S.  Dr.  Neuwirth  writes  of  but  one  facet  of  the 
somatic  approach  which  is  beyond  the  limited  scope 
of  my  paper. 

25  West  81st  Street 
New  York  24,  New  Yrork 


THE  USE  OF  EFOCAINE 


To  the  Editor: 

In  the  issue  of  June  1,  1952,  Drs.  J.  M.  Gross  and 
H.  E.  Shaftel  in  their  article,  “Role  of  Efocaine  in 
Anorectal  Anesthesia  and  .Analgesia,”  very  properly 
give  me  credit  for  being  the  first  to  use  a suspension 
of  procaine  base  to  produce  prolonged  local  anes- 
thesia. However,  their  paper  gives  one  the  impres- 
sion that  they  believe  that  Efocaine,  a solution  of 
procaine  base  and  butyl  arrinobenzoate  in  propylene 
glycol  and  polyethylene  glycol,  is  the  first  such 
preparation  to  be  described.  This  is,  however,  not 
the  case.  In  the  Journal  of  the  American  Medical 
Association  [133 : 496  (1947)],  there  is  a note  stating 
that  an  Israeli  physician,  Rappoport,  (Acta  Med. 
Orient,  April  5,  1946),  reported  the  preparation  of  a 
solution  in  urethane  methyl  acetamide  of  benzo- 
caine,  which  is  chemically  ethyl  para-aminoben- 
zoate.  When  this  solution,  similar  to  Efocaine,  is 
injected,  the  benzocaine  is  immediately  precipitated 
by  the  tissue  fluid  and  exerts  a prolonged  local  anes- 


thesia. In  rabbits  it  persisted  for  from  two  to  four 
weeks.  Spira,  in  the  same  issue,  reported  the  use  of 
this  solution  in  47  cases,  including  a number  of 
pruritus  ani  patients.  In  some  cases  anesthesia 
lasted  as  long  as  fourteen  months. 

I believe  a note  of  warning  is  not  out  of  place  re- 
garding benzocaine  and  butyl  aminobenzoate.  They 
both  have  a much  higher  sensitization  index  than 
procaine.  For  this  reason,  it  would  be  wise,  before 
injecting  a large  amount  of  either,  to  do  a sensitiza- 
tion test  immediately  and  another  ten  days  later. 
If  both  tests  are  negative,  it  would  be  safe  to  proceed 
with  treatment.  Otherwise,  there  is  always  the 
possibility  of  a severe  reaction  in  susceptible  in- 
dividuals. 

Samuel  Monash,  M.D. 

2 East  54th  Street 
New  York  22,  New  York 
June  7,  1952 


Comment  by  Dr.  Gross 


To  the  Editor  : 

We  should  like  to  point  out  that  our  connection 
with  the  drug,  Efocaine,  is  merely  that  of  the  clinical 
investigator,  and  we  believe  we  were  the  first  to 
describe  and  explore  the  scope  of  this  drug  in  proc- 
tology. Our  work  with  this  agent  has  progressed 
now  for  more  than  a year,  and  we  have  found  it  to  be 
a very  efficient  agent  when  used  properly  in  the 
doses  recommended.  The  pain  relief  afforded  by 
this  drug  is  a distinctly  new  experience  and  a most 
pleasant  contrast  to  the  ordeal  to  which  the  average 
hemorrhoidectomy  patient  has  resigned  himself. 

We  are  sorry  that  we  were  unaware  that  similar 
pain  relief  had  been  reported  elsewhere  utilizing  dif- 
ferent drugs.  Not  being  pharmacologists  and  dis- 
claiming credit  for  the  development  of  this  drug,  we 
would  suggest  that  Dr.  Monash  contact  the  manu- 
facturer, E.  Fougera  & Company,  75  Varick  Street, 
New  Yrork  City,  for  additional  information  re  the 
development  of  this  anesthetic  product. 

While  none  of  our  patients  has  shown  any  allergic 
manifestations  and  we  have  heard  of  none  by  others. 


nevertheless  it  is  to  be  expected  that  any  drug  might 
affect  someone.  We  should  like  to  point  out  that 
benzocaine  is  not  in  this  solution.  While  we  appre- 
ciate Dr.  Monash’s  comments  on  sensitivity  reac- 
tions, we  cannot  accept  his  recommendation  of 
waiting  ten  days  after  skin  testing.  Anj’  drug  so 
prone  to  reactions  should  not  be  used  at  all. 

Dr.  Monash’s  report  of  anesthesia  of  fourteen 
months  duration  poses  the  problem  of  either  encap- 
sulation of  the  active  ingredient  or  neurodegenera- 
tion. It  is  significant  that  neither  of  these  factors 
has  ever  been  observed  following  the  injection  of 
Efocaine.  Also,  the  complete  absorption  of  the 
anesthetics  has  been  established  by  Dr.  T.  Weinberg, 
chief  pathologist  of  the  Sinai  Hospital  in  Baltimore, 
Maryland. 

Joseph  M.  Gross.  M.D. 

88  Rugby  Road 
Brooklyn  26,  New  York 
July  17,  1952 
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Fig.  1. 


FINAL  plans  for  the  dedication  of  the  Early 
American  Doctor’s  Office  at  the  Farmers’  Mu- 
seum, Cooperstown,  have  been  completed,  and  the 
program  will  be  held  in  conjunction  with  the  meeting 
of  the  Sixth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  on  October  3 in  Coopers- 
town. 

The  building  was  moved  to  the  site  of  the  Village 
Crossroads  at  the  Farmers’  Museum  in  1951. 
Figures  1 and  2 show  the  waiting  room  and  the  doc- 
tor’s office,  originally  built  in  1829.  On  view  in  the 
doctor’s  office,  not  found  in  every  doctor’s  office  of 
the  period,  is  the  famous  lithopedion,  upon  which 
Samuel  Hopkins  Adams  based  his  popular  book, 
Canal  Town. 

Physicians  reading  this  may  note  in  the  illustra- 
tions items  which  they  have  contributed  in  the 
' furnishing  of  this  building  which  was  for  over 
seventy-five  years  the  office  of  physicians  in  West- 
ford,  Otsego  County.  Museum  officials  are  still 
searching  for  an  examining  couch  made  before  1830 
and  for  anatomic  wall  charts. 


The  program  for  the  Sixth  District  Branch  meet- 
ing will  include  a morning  scientific  program,  a 
luncheon,  and  the  afternoon  session  during  which 
there  will  be  addresses  by  Dr.  Edward  T.  Went- 
worth, Rochester,  president  of  the  Medical  Society 
of  the  State  of  New  York;  Mrs.  Harry  I.  Norton, 
Rochester,  president  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York,  and 
Dr.  Louis  C.  Jones;  director  of  the  New  York  State 
Historical  Association. 

Following  the  addresses  the  ceremony  of  accept- 
ance and  dedication  of  the  Early  American  Doctor's 
Office  in  the  Farmers’  Museum  will  be  held. 

Opening  this  spring  on  a temporary  basis,  the 
Doctor’s  Office  is  an  integral  part  of  the  exhibits  of 
the  Farmers’  Museum,  which  is  located  on  route  80 
one  mile  north  of  Cooperstown  and  operated  by  the 
New  York  State  Historical  Association.  It  is  open 
daily  from  9 a.m.  to  6 p.m.,  May  1 through  October 
31. 

Physicians  who  have  materials  which  could  be 
used  are  asked  to  communicate  with  Dr.  Jones. 
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Fig.  2. 


American  Medical  Education  Foundation 


THE  National  Fund  for  Medical  Education  made 
a class  A grant  to  each  of  the  79  medical  schools 
in  the  United  States  on  July  31,  1952.  A class  A 
grant  amounts  to  $15,000  for  each  four-year  school 
and  $7,500  for  each  two-year  school.  The  total 
amount  to  be  distributed  will  approximate  $1,132,- 
500. 

Contributors  to  the  American  Medical  Education 
Foundation  from  New  York  State  during  the  month 


of  July  included  the  following:  Dr.  Pasquale 

Ciaglia  and  Dr.  Frederick  \Y.  Ninde,  New  York 
City;  Dr.  David  Dominic  Colucci,  Rochester;  Dr. 
Henry  J.  Ehresman,  Dr.  Anthony  Jaroszewicz,  and 
Dr.  Louis  J.  Strobino,  Utica;  Dr.  Vrooman  S.  Higby, 
Dr.  Spencer  Z.  Selleck,  Dr.  Ernest  P.  Smith,  and 
Dr.  Alexander  F.  Wahlig,  Bath;  Dr.  S.  William 
Hoffs,  Brooklyn;  Dr.  Albert  N.  Meyerstein,  Farrn- 
ingdale,  and  Dr.  Stephen  J.  Walker,  Whiteshoro. 


MEETINGS 

FUTURE 


State  University  of  New  York  at  Syracuse 

The  Department  of  Medicine  of  the  State  Uni- 
versity of  New  York  at  Syracuse,  College  of  Medi- 
cine announces  its  annual  fall  postgraduate  course  in 
medicine  and  electrocardiography.  These  courses 
will  begin  on  Thursday,  October  2,  and  will  continue 
each  Thursday  through  November  20.  Further  in- 
formation may  be  obtained  from  the  office  of  the 
Dean,  State  University  of  New  York  at  Syracuse, 
College  of  Medicine,  706  Irving  Avenue,  Syracuse 
10,  New  York. 


Albany  Medical  College 

Dr.  Virginia  K.  Frantz,  of  Columbia  University 
College  of  Physicians  and  Surgeons,  will  speak  on 
“Carcinoma  of  the  Thyroid,”  at  the  Albany  Medical 
College  on  Friday,  September  20,  from  12  noon  to 
1:00  p.m. 

“Some  Observations  on  the  Natural  Course  of 
Cancer”  will  be  the  topic  of  the  lecture  on  Friday, 
October  24,  from  12  noon  to  1.00  p.m.,  to  be  given 


by  Dr.  J.  Englebert  Dunphy,  associate  professor  of 
surgery  at  Harvard  Medicai  College. 

These  lectures  are  open  to  the  medical  public  and 
are  part  of  the  cancer  teaching  program  at  the 
Albany  Medical  College. 

Kessler  Institute  for  Rehabilitation 

“Rehabilitation  of  the  Paraplegic”  will  be  pre- 
sented by  the  Kessler  Institute  of  Rehabilitation  in 
West  Orange,  New  Jersey,  on  October  10.  Guest 
speaker  will  be  Dr.  Ludwig  Guttmann,  director  of 
the  Spinal  Injuries  Center,  Stoke-Mandeville, 
England.  During  the  afternoon  session,  there  will 
be  a series  of  panel  discussions  presided  over  by 
Drs.  Donald  Munro,  Herbert  Conway,  Herbert 
Talbot,  and  Howard  A.  Rusk. 

Further  information  may  be  obtained  from  the 
Registrar,  Kessler  Institute  for  Rehabilitation, 
Pleasant  Valley  Way,  West  Orange,  New  Jersey. 

National  Gastroenterological  Association 

The  seventeenth  annual  convention  and  scientific 
sessions  of  the  National  Gastroenterological  Associ- 
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ation  will  be  held  in  New  York  City  at  the  Hotel 
Statler  October  20  to  22. 

New  York  Academy  of  Medicine 

The  twenty-fifth  Graduate  Fortnight  of  the  New 
York  Academy  of  Medicine  will  be  held  from  Octo- 
ber 6 to  17,  on  “Hormones  in  Health  and  Disease.” 
The  morning  panels  will  be  held  at  the  Academy  on 
Wednesdays  and  Fridays,  hospital  clinics  will  be 
held  at  local  hospitals,  and  the  scientific  exhibits  will 
be  open  Mondays  through  Fridays  at  the  Academy. 

American  Public  Health  Association 

The  eightieth  annual  meeting  of  the  American 
Public  Health  Association  will  be  held  in  the  Public 


Auditorium,  Cleveland,  Ohio,  October  20  to  24. 
The  Lasker  Awards  for  1952  and  the  Sedgwick 
Memorial  Medal  will  be  awarded  during  the  meet- 
ing. Local  arrangements  are  being  made  under  the 
direction  of  Dr.  Harold  J.  Knapp,  Commissioner  of 
Health  of  Cleveland. 

Central  New  York  Surgical  Society 

A resume  of  the  survey  on  the  treatment  of  carci- 
noma of  the  breast  wall  be  the  subject  at  the  meeting 
of  the  Central  New  York  Surgical  Society  at  Syra- 
cuse, Thursday,  October  30,  in  the  Hotel  Syracuse, 
beginning  at  4 p.m.  Dr.  Daniel  Burdick  of  Syracuse 
and  Dr.  Frank  L.  Adair  of  Memorial  Hospital, 
New  York  City,  will  be  the  speakers. 


PERSONALITIES 


Appointed 

Dr.  Vincent  J.  Battista,  Watertown,  as  resident 
gynecologist  at  the  Kapiolani  Maternity  and 
Gynecology  Hospital  in  Honolulu.  . .Dr.  Bernard  C. 
Glueck,  Jr.,  Ossining,  director  of  New  York  State’s 
study  of  convicted  sex  offenders . . . Dr.  Robert  C. 
Schwartz,  Syracuse,  chief  of  pediatric  service  at 
Crouse-Irving  Hospital  in  Syracuse. 

Awarded 

Dr.  Frederick  Lee  Liebolt,  New  York  Hospital- 
Cornel]  Medical  Center,  the  Cornell  University 
Medical  College  first  prize,  the  Medical  Society  of 
the  State  of  New  York  first  prize,  and  the  American 
Academy  of  Orthopedic  Surgeons  Gold  Medal  for  his 
exhibit. 

Elected 

Dr.  Emanuel  Schwartz,  Brooklyn,  president  of  the 
section  on  allergy  of  the  Medical  Society  of  the 
County  of  Kings;  Dr.  Harry  Markow,  Brooklyn, 
vice-president;  Dr.  Harry  Leibowitz,  St.  Albans, 
secretary;  Dr.  Solomon  Slepian,  Brooklyn,  treas- 
urer, and  Dr.  Albert  F.  R.  Andresen,  Brooklyn,  and 
Dr.  Bela  Schick,  New  York  City,  honorary  member- 
ships. 

Speakers 

Dr.  Charles  L.  Schepens,  Howe  Eye  Laboratory, 
Boston,  the  sixth  annual  Mark  J.  Schoenberg  Lec- 
ture at  the  New  York  Academy  of  Medicine,  Mon- 
day, December  1. 


New  Offices 

Dr.  Bernard  Friedson,  Bronx,  practice  in  eye,  ear, 
nose,  and  throat  diseases  in  Saratoga  . . . Dr.  Theo- 
dore I.  Jacobus,  New  York  City,  in  Cortland,  prac- 
tice of  obstetrics  and  gynecology  . . . Dr.  L.  R. 
Koukal,  general  practice  in  Corning. 

Dr.  John  R.  Anderson,  general  practice  in  Mexico 
. . Dr.  James  J.  Doyle,  practice  of  ophthalmology, 
in  Ogdensburg . . . Dr.  Phillip  Hust,  formerly  of 
Delhi,  general  practice  in  Sidney.  . .Dr.  Zenta 
Krauklia,  general  practice  in  Syracuse.  . .Dr. 
Arthur  F.  McEvoy,  Jr.,  general  practice  in  Hudson 
. . Dr.  Daniel  Marshall,  general  practice  in  Port 
Chester  in  association  with  Dr.  Nathaniel  H. 
Schwartz  and  Dr.  Burton  D.  Robinson.  . Dr. 
Donald  W.  Preston,  general  practice  in  Hamburg.  . . 
Dr.  Richard  J.  Rebasz,  practice  of  obstetrics  and 
gynecology,  in  association  with  Dr.  Howard  Beach 
and  Dr.  Edward  Hixson,  in  Oneida... Dr.  Daniel 
Schonfeld,  general  practice  in  Port  Chester.  . .Dr. 
Alvin  Turken,  practice  of  orthopedic  surgery  in 
Ossining.  . .Dr.  Robert  S.  Weinstein,  general  prac- 
tice in  Port  Chester. 

Retired 

Dr.  Francis  W.  Dodge,  orthopedic  surgeon  and 
radiologist  in  Albany  for  twenty-seven  years,  to  live 
in  Tibitha,  Virginia. 

Honored 

Dr.  Clayton  E.  Shaw,  Hoosick  Falls,  on  August  14 
at  the  one  hundred  and  twenty-fifth  anniversary  of 
the  incorporation  of  the  village,  in  recognition  of  his 
fifty-third  year  of  practice. 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


The  Clinical  Use  of  Fluid  and  Electrolyte.  By 

John  H.  Bland,  M.D.  Quarto  of  259  pages,  illus- 
trated. Philadelphia,  AY.  B.  Saunders  Co.,  1952. 
Paper,  $6.50.  (American  Monograph  Series) 

This  work  is  an  excellent  presentation  of  the 
fundamental  facts  on  the  fluids  of  the  body  and  their 
disturbances  in  various  disorders,  as  well  as  in  pedi- 
atric, surgical,  and  geriatric  practice.  The  diagrams 
which  clarify  the  text  are  numerous  and  vividly  em- 
phasize the  facts.  Those  on  changes  in  the  electro- 
cardiogram with  potassium  loss  or  retention  are 
noteworthy.  The  therapeutic  suggestions  are  sound 
and  detailed.  There  is  an  excellent  bibliography 
after  each  chapter.  William  Dock 

Diabetes  Insipidus.  By  Harry  Blotner,  M.D. 
Edited  by  Henry  A.  Christian,  M.D.  Octavo. 
Various  pagination.  Illustrated.  Xew  York,  Ox- 
ford University  Press,  1950.  Cloth,  $4.50. 

This  monograph  on  Diabetes  Insipidus  covers  the 
subject  very  completely  in  155  pages,  It  is  built 
about  a bibliography  of  470  references.  The  history, 
abnormal  physiology,  pathology,  clinical  and  labora- 
tory findings,  diagnosis,  and  treatment  are  very  ably 
and  interestingly  covered. 

This  volume  is  a reprint  from  Oxford  Loose-leaf 
System  of  Medicine.  It  will  make  a valuable  addition 
to  those  library  shelves  which  do  not  contain  this 
system.  George  E.  Anderson 

A Text-Book  of  Medicine.  Edited  by  E.  Noble 
Chamberlain,  M.D.  Octavo  of  962  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1951. 
Cloth,  $10.00. 

This  is  a text  by  British  authors,  with  rather 
fewer,  though  hardly  lesser  contributors  than  the 
American  counterparts  of  comparable  size  and  scope. 
It  is  comprehensive  in  coverage,  but  short  on  detail. 
As  indicated  in  the  preface,  it  is  designed  principally 
for  the  student,  to  provide  him  with  a succinct  (al- 
most an  outline)  source  of  practical  information, 
with  emphasis  on  the  clinical  aspects  of  disease.  The 
organization  of  the  work  is  good,  and  many  of  the 
numerous  illustrations  are  excellent,  helping  to  adapt 
the  volume  for  ready,  rather  than  extensive,  refer- 
ence use.  Robert  V . Hillman 

Schizophrenic  Art:  Its  Meaning  in  Psycho- 

therapy. By  Margaret  Naumburg.  Quarto  of 
246  pages,  illustrated.  New  York,  Grune  & Strata 
ton,  1950.  Cloth,  $10.00. 

In  this  unique  book,  Margaret  Naumburg  pre- 
sents the  case  histories  of  two  schizophrenic  girls 
through  their  artistic  productions.  Paintings,  draw 
ings,  and  sculptured  material  are  reproduced  in  color 
and  black  and  white  photographs  and  are  inter- 
preted pari  passu  with  the  clinical  history.  The  book 
indicates  how  an  experienced  and  sympathetic 
person  like  the  author  can  use  art  truly  as  a t herapeu- 
tic  instrument  along  with  other  clinical  media.  The 
author  blazed  a trail  and  set  an  important  example  in 
psychiatry  for  others  to  follow  and  develop. 

Theodore  Meltzer 


Liver  Disease.  A Ciba  Foundation  Symposium. 

Consulting  Editor,  Sheila  Sherlock,  M.D.  Octavo 
of  249  pages,  illustrated.  Philadelphia,  Blakiston 
Co.,  1951.  Cloth,  $5.00. 

At  the  suggestion  of  Dr.  Sheila  Sherlock,  the  Ciba 
Foundation  sponsored  an  International  Conference 
on  Liver  Disease  in  the  summer  of  1950  in  London. 

The  papers  included  here  are  brief  and  to  the  point, 
each  one  followed  by  short  discussions.  Many  of  the 
papers  are  illustrated  by  charts,  graphs,  and  numer- 
ous photomicrographs. 

For  anyone  interested  in  diseases  of  the  liver,  this 
little  book  should  be  very  worth-while  reading.  The 
Ciba  Company  is  to  be  commended  and  congratu- 
lated for  making  possible  the  Conference  and  the 
publication  of  this  book.  Reuben  Finkelstein 

Prescription  for  Medical  Writing.  A Useful 
Guide  to  Principles  and  Practice  of  Effective  Scien- 
tific Writing  and  Dlustration.  By  Edwin  P.  Jordan. 
M.D.,  and  Willard  C.  Shepard.  Octavo  of  112 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1952.  Cloth,  $2.50. 

This  slender  and  inexpensive  book  should  be  in  the 
library  of  anyone  who  writes,  or  plans  to  write, 
medical  articles.  It  is  a valuable  supplement  to  the 
standard  book  by  Fishbein  on  this  subject  and  con- 
tains some  material  not  to  be  found  there.  Most 
doctors  pay  little  attention  to  literary  style  so  that 
much  of  their  writing  is  dull,  often  obscure.  They 
will  find  here  advice  and  useful  hints  which  cannot 
fail  to  improve  the  readability  of  their  papers. 

Milton  Plotz 


Angiocardiography.  By  Charles  T.  Dotter, 
M.D.,  and  Israel  Steinberg,  M.D.  Volume  20  of  the 
“Annals  of  Roentgenology.”  Quarto  of  304  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1951. 
Cloth,  $16. 

The  first  109  pages  of  this  work  are  devoted  to 
historical  facts,  technic  of  method,  roentgenographic 
equipment  required,  contrast  substances  used,  and  a 
very  fine  chapter  on  the  normal  angiocardiogram. 

The  next  four  chapters  are  on  the  various  types  of 
acquired  heart  disease.  Perhaps  the  greatest  clinical 
application  in  this  group  is  the  demonstration  of 
syphilitic  aortitis  and  aneurysm. 

The  next  two  chapters  are  devoted  to  noncyanotic 
congenital  heart  disease  and  cyanotic  congenital 
heart  disease  respectively  There  can  be  no  doubt 
that,  in  the  hands  of  the  authors,  many  important 
diagnostic  facts  are  revealed  in  both  groups.  How- 
ever. cardiac  catheterization  frequently  gives  more 
important  physiologic  data,  a fact  which  is  frankly 
conceded  by  the  authors. 

In  the  remaining  three  chapters,  perhaps  the  least 
appreciated  value  of  this  method  of  study  is  very' 
dramatically  proved.  In  differential  diagnosis  of 
mediastinal  tumors,  the  method  clearly  defines  the 
avascular  tumors  and  their  pressure  effects  upon  the 
surrounding  blood  vessels,  lungs,  and  bronchi. 

Those  specialists  interested  in  cardiology'  and  pul- 
[Continued  on  page  2308] 
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f$  Thesodate  — Brewer  IN  ANGINA  PECTORIS 
(Theobromine  Sodium  Acetate  7I/2  gr.  enteric  coated) 

Thesodate  has  been  proven  effective  in  increasing 
the  capacity  for  work  in  individuals  suffering  from  coronary 
artery  disease.  One  Thesodate  tablet  four  times  a day 
(after  meals  and  at  bedtime)  helps  to  maintain  improved 
heart  action  and  increased  coronary  artery  circulation. 


En  kide  — Brewer  IN  LUETIC  HEART  DISEASE 
(Potassium  Iodide  one  gram  or  half  gram  enteric  coated) 

Enkide  is  useful  as  an  adjuvant  in  tertiary  syphilis 
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full  and  complete  use  of  the  entire  amount  prescribed. 
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monary  disease  will  find  in  this  work  much  new  and 
valuable  as  well  as  practical  information. 

Henry  D.  Fearox 

A Practical  Handbook  of  Midwifery  and  Gynaeco- 
logy. For  Students  and  Practitioners.  By  W.  F.  T. 
Haultain,  M.B.,  B.Ch.  (Camb.)  and  Clifford  Ken- 
nedy, M.B.,  Ch.B.  (Edin).  Including  a Section  on 
the  Management  of  the  Infant  and  Neo-Natal 
Conditions  by  J.  L.  Henderson,  M.D.  Fourth  edi- 
tion. Octavo  of  412  pages,  illustrated.  Edinburgh, 
E.  & S.  Livingstone,  Ltd.  (Baltimore,  Williams  & 
Wilkins  Co.),  1952.  Cloth,  $6.00. 

In  this  fourth  edition  the  authors  have  included 
in  concise  form  the  whole  of  modern  practical  teach- 
ing relating  to  obstetrics  and  gynecology.  The 
greater  part  of  the  book  deals  with  obstetrics.  Much 
of  the  text  is  in  outline  form,  which  should  make  it 
especially  valuable  to  the  student.  It  represents  the 
teaching  of  the  Edinburgh  school,  which  has  long 
enjoyed  a rich  reputation  in  obstetrics. 

Alexander  H.  Rosenthal 

The  Health  of  the  Mind.  By  J.  R.  Rees,  M.D. 
Octavo  of  207  pages,  illustrated.  New  York,  W.  W. 
Norton  Co.,  1951.  Cloth,  $2.75. 

The  author  of  this  book  is  the  Director  of  the 
World  Federation  of  Mental  Health.  He  played  a 
prominent  role  in  the  management  of  neuropsy- 
chiatric disorders  during  the  last  world  war.  He  has 
written  a book  on  mental  health  to  bring  before  the 
average  intelligent  lay  person  the  basic  principles  of 
human  behavior  and  the  factors  precipitating  mental 
illnesses.  It  is  an  instructive  little  book  that  will 
prove  of  benefit  to  all  who  are  interested  in  the  sub- 
ject. It  is  highly  recommended  for  teachers  and 
educators.  Irving  J.  Sands 

The  Quiet  Art.  A Doctor’s  Anthology.  Compiled 
by  Robert  Coope,  M.D.  Duodecimo  of  284  pages, 
illustrated.  Edinburgh,  E.  & S.  Livingstone,  Ltd. 
(Baltimore,  Williams  & Wilkins  Co.),  1952.  Cloth, 
$3.00. 

The  Quiet  Artis  a delightful  anthology  of  quotable 
stories,  poems,  and  other  material  concerning  the 
doctor’s  life  and  problems.  It  will  give  pleasure, 
comfort,  even  instruction,  to  all  who  dip  into  it.  I 
can  think  of  no  better  inexpensive  gift  for  the  physi- 
cian, medical  student,  or  even  general  reader. 

Milton  Plotz 

Hospital  Staff  Appointments  of  Physicians  in 
New  York  City.  By  Hospital  Council  of  Greater 
New  York.  Octavo  of  151  pages,  illustrated.  New 
York,  Macmillan  Co.,  1951.  Cloth,  $3.25. 

Hospital  Staff  Appointments  of  Physicians  in  Xew 
York  City  is  a report  of  the  findings  and  recommenda- 
tions of  a study  conducted  by  the  Hospital  Council 
of  Greater  New  York.  This  study  was  to  consider 
the  question  of  larger  availability  of  hospitals  to 
eligible  physicians  not  now  having  staff  appointments 
or  courtesy  privileges.  Many  statistical  tables  and 
charts  are  used  very  effectively  to  illustrate  the  need 
for  more  staff  appointments  in  both  municipal  and 
voluntary  hospitals  for  physicians  in  New  York 
City.  Every  hospital  should  give  serious  considera- 
tion to  the  recommendations  listed  in  this  fine  re- 
port. I.  L.  Magelaner 

The  Medical  Clinics  of  North  America.  Tulane- 
Toronto  Number.  March,  1952.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Published 
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Bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

This  issue  of  the  Medical  Clinics  of  North  America 
contains  two  symposia,  one  on  symptoms,  from  New 
Orleans,  and  the  other  on  psychologic  aspects  of 
medicine,  from  Toronto.  The  volume  contains  much 
valuable  material.  The  clinic  by  the  Drs.  Oille  on 
“Pain  or  Distress  Wrongly  Attributed  to  the  Heart” 
will  repay  reading  and  rereading. 

Milton  Plotz 

Fractures  and  Joint  Injuries.  By  Sir  Reginald 
Watson-Jones,  M.Ch.Orth.  Fourth  edition.  Vol- 
ume I.  Octavo  of  443  pages,  illustrated,  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $22  set  of  2 
volumes. 

Volume  I of  Watson-Jones’  fourth  edition  is  ex- 
cellent. The  author  stresses  the  man-made  dis- 
abilities. If  his  edicts  such  as,  “Every  fracture  must 
be  treated  by  complete  and  continuous  immobiliza- 
tion until  union  is  sound,”  and  “Every  joint  which 
does  not  need  to  be  immobilized  must  be  exercised 
actively  from  the  first  day  of  injury”  were  obeyed, 
many  disabilities  would  not  occur. 

Reading  this  volume  was  most  enjoyable.  We 
could  practice  more  of  Sir  Reginald’s  ideas. 

Otho  C.  Hudson 


When  they’re  too 
shy  to  ask  you 


Atlas  of  Genito-Urinary  Surgery.  By  Philip  R. 
Roen,  M.D.  Illustrations  by  Charles  Stern.  Octavo 
of  325  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1951.  Cloth,  $8.00. 

Seventy-one  of  the  important  operations  of  uro- 
logic  surgery  are  illustrated  by  simplified  line  draw- 
ings in  this  325  page  volume.  The  important  steps 
of  each  procedure  are  illustrated  and  accompanied 
by  a terse  caption.  Written  primarily  as  a teaching 
aid,  the  atlas  should  prove  a handy  reference  for 
those  who  are  training  in  urologic  surgery. 

Robert  M.  Gabrielson 


Some  young  girls  and  their  mothers 
are  a little  too  shy,  a little  too  embar- 
rassed, to  ask  all  the  questions  they  really 
want  to  ask  about  menstruation. 

That’s  why  many  doctors  find  it  help- 
ful to  supplement  their  talks  on  this 
delicate  subject  with  two  well-written, 
informative  booklets  prepared  by  the 
makers  of  Modess. 


Chronic  Disease  and  Psychological  Invalidism. 
A Psychosomatic  Study.  By  Jurgen  Ruesch,  M.D., 
in  collaboration  with  Robert  E.  Harris,  Ph.D., 
Carole  Christiansen,  M.A.,  Susanne  H.  Heller, 
B.A.,  Martin  B.  Loeb,  B.A.,  et  al.  Quarto  of  191 
pages,  illustrated.  Berkeley  & Los  Angeles,  Uni- 
versity of  California  Press,  1951.  Paper,  $3.50. 

It  is  a matter  of  common  knowledge  that  people 
vary  in  their  capacity  to  recover  from  chronic  ill- 
nesses. Certain  factors  seem  to  influence  their  recovery 
rate.  What  these  factors  are  has  been  a subject  of  a 
study  at  the  Langley  Porter  Clinic  in  San  Francisco 
by  members  of  the  Division  of  Psychiatry  at  the 
University  of  California  Medical  School.  The  book 
is  both  a highly  scientific  and  yet  a practical  work 
that  will  prove  of  tremendous  value  to  all  physicians, 
be  they  general  practitioners  or  specialists.  It  is 
highly  recommended  for  all  who  are  in  the  active 
practice  of  medicine.  Irving  J.  Sands 

Hospital  Staff  and  Office  Manual,  By  T.  M. 

Larkowski,  M.D.,  and  A.  R.  Rosanova,  M.D. 
Duodecimo  of  428  pages,  illustrated.  Great  Neck, 

1 New  York,  Romaine  Pierson  Publishers,  1951. 
Cloth,  $4.95. 

Hospital  Staff  and  Office  Manual  by  Larkowski 
1 and  Rosanova,  is  designed  for  the  use  of  the  general 
practitioner.  It  is  too  brief  and  too  superficial  for 
the  specialist,  but  it  is  an  excellent  office  manual  for 
quick  reference  for  the  busy  general  practitioner.  A 
wide  variety  of  material,  including  routine  hospital 
[Continued  on  page  2310] 


For  Mothers : “How  Shall  I Tell  My 
Daughter?”  describes  how  . . . what  . . . 
when  to  tell  a preadolescent  girl  about 
menstruation.  Charmingly  illustrated. 

For  Young  Girls:  “Growing  Up  and 
Liking  It”  explains  the  physical  facts  of 
menstruation,  has  many  valuable  tips  on 
health,  beauty  and  poise. 

FREE ! You  may  order  as  many  copies  of 
these  valuable  booklets  as  you  wish.  Just 
mail  the  coupon  below. 


Anne  Shelby,  Personal  Products  Corp., 

Box  5278-9,  Milltown,  N.  J. 

Please  send  me  in  plain  wrapper: 

. . .copies  of  “How  Shall  I Tell  My  Daughter?’ 
. . .copies  of  “Growing  Up  and  Liking  It!” 
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_P.O._ 


State_ 


( Offer  good  only  in  U.  S.  A .) 
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technics,  laboratory  procedures,  electrocardiogram, 
and  surgical  technic,  is  covered  in  this  manual  in  a 
very  practical  manner.  I.  L.  Magelaner 

Diagnostic  Bacteriology.  A Textbook  for  the 
Isolation  and  Identification  of  Pathogenic  Bacteria. 

By  Isabelle  Gilbert  Schaub,  A.B.,  and  M.  Kath- 
leen Foley,  M.A.  Fourth  edition.  Octavo  of  356 
pages.  St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth, 
$4.50. 

This  book  in  its  fourth  edition  presents  bacteriol- 
ogy in  its  clinical  application.  It  describes  in  great 
detail  procedures  for  the  isolation  and  identification 
of  the  various  bacteria  as  found  in  clinical  material, 
including  new  and  improved  culture  media.  The 
text  has  been  thoroughly  revised  and  brought  up  to 
date.  This  book  should  be  very  useful  to  anyone  in- 
terested in  the  determination  of  the  causative  bac- 
teria in  disease.  Edward  H.  Nidish 

Hope  and  Help  for  the  Alcoholic.  By  Harold 
W.  Lovell,  M.D.  Duodecimo  of  215  pages.  Garden 
City,  N.Y.,  Doubleday  & Co.,  1951.  Cloth,  82.75. 

The  author  is  a psychiatrist  who  has  interested 
himself  in  the  problem  of  alcoholism.  He  regards 
the  alcoholic  as  a sick  person,  and  his  thesis  is  one  of  a 
physician  treating  a sick  person.  The  book  is  writ- 
ten for  popular  consumption,  but  it  covers  the  broad 
field  of  alcoholism,  calling  attention  to  the  present 
concepts  of  etiology  as  well  as  the  modern  methods 
of  therapy.  It  is  a good  book  that  will  serve  the  pur- 
pose of  enlisting  popular  interest  in  the  treatment  of 
the  alcoholic.  It  is  recommended  to  all  who  are  in- 
terested in  this  subject.  Irving  J.  Sands 

Incontinence  in  Old  People.  By  Major  John 
C.  Brocklehurst,  R.A.M.C.  Octavo  of  161  pages, 
illustrated.  Edinburgh,  E.  & S.  Livingstone,  Ltd. 
(Baltimore,  Williams  & Wilkins  Co.),  1951.  Cloth, 
$6.50. 

This  volume  is  informative  and  will  be  of  value  to 
those  interested  in  the  subject. 

Mark  Fishberg 

Untoward  Reactions  of  Cortisone  and  ACTH. 

By  Vincent  J.  Derbes,  M.D.,  and  Thomas  E.  Weiss, 
M.D.  Octavo  of  77  pages,  illustrated.  Springfield. 
Charles  C Thomas,  1951.  Fabricoid,  $2.25. 

The  authors  of  this  little  monograph  serve  a useful 
purpose  by  compiling  in  one  place  certain  of  the  un- 
pleasant actions  of  cortisone  and  ACTH.  Since 
these  hormones  have  been  in  use  for  a relatively 
short  time,  very  little  is  known  of  their  long  term  un- 
toward effects.  It  is  to  be  hoped,  therefore,  that  the 
authors  will  publish  an  expanded  edition  as  soon  as 
more  data  on  long  term  therapy  is  at  hand. 

Charles  M.  Pixrrz 

The  Pharmacologic  Principles  of  Medical  Prac- 
tice. A Textbook  on  Pharmacology  and  Thera- 
peutics for  Medical  Students,  Physicians,  and  the 
Members  of  the  Professions  Allied  to  Medicine. 
By  John  C.  Krantz,  Jr.,  and  C.  Jelleff  Carr.  Second 
edition.  Octavo  of  1,116  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1951.  Cloth,  $10.00. 

This  well-written  textbook  of  pharmacology  is  up- 
to-date,  including  most  of  the  newer  drugs.  The 
authors  stress  clinical  usefulness  and  _ technics 
rather  than  the  irrelevant  material  which  is  usually 
found  in  pharmacology’  texts.  The  book  is  enthusias- 
tically recommended,  both  as  a student  text  and  as  a 
reference  for  the  clinician.  Leon  M.  Levitt 
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The  Menopause.  By  Lena  Irvine.  M.D.,  and 
Beka  Doherty.  Octavo  of  198  pages.  New  York, 
Random  House,  1952.  Cloth,  $2.75. 

This  is  another  book  for  the  laity  on  the  meno- 
pause. It  attempts  to  explain  the  menopause  and 
allay  the  fear9  of  patients  and  states  what  therapy 
includes.  Alexander  H.  Rosenthal 

Your  Diabetes.  A Complete  Manual  for  Patients. 

By  Herbert  Pollack,  M.D.,  and  Marie  V.  Krause, 
M.S.  Revised  edition.  Duodecimo  of  212  pages, 
New  York,  Paul  B.  Hoeber,  1951.  Cloth,  $3.00. 

This  is  another  small  handbook  on  diabetes  to 
help  make  it  possible  for  the  person  with  diabetes  to 
live  comfortably  with  his  disease.  The  book  tells  in 
simple  language  what  diabetes  is,  what  insulin  does, 
the  story  of  the  thermodynamics  of  food,  and  the 
technic  of  insulin  administration.  It  tells  about  un- 
usual insulin  requirements,  and  about  complications 
in  diabetes.  Consideration  is  also  given  to  diet. 

Your  Diabetes,  in  the  hands  of  the  patient,  will  be 
found  to  be  an  admirable  addition  to  the  armamen- 
tarium of  the  physician,  not  a substitute  for  his 
ministrations,  but  an  adjuvant. 

George  E.  Anderson 

Rheumatic  Diseases.  Based  on  the  Proceedings 
of  the  Seventh  International  Congress  on  Rheumatic 
Diseases.  Prepared  by  the  Committee  on  Publica- 
tions of  the  American  Rheumatism  Association. 
Charles  H.  Slocumb,  M.D.,  Chairman.  Octavo  of 
449  pages,  illustrated.  Philadelphia.  W.  B.  Saunders 
Co.,  1952.  Cloth,  $12. 

This  book  is  a monumental  addition  to  the  litera- 
ture concerning  rheumatic  diseases.  It  is  based 
largely  on  the  talks  that  were  presented  at  the 
Seventh  International  Congress  on  Rheumatic  Dis- 
eases. 

The  format  of  the  book  is  good  and  the  illustra- 
tions excellent.  It  is  hoped  that  the  publishers  will 
continue  to  print  proceedings  of  future  international 
meetings  and  that  they  will  not  allow  four  years  to 
elapse  between  the  meeting  and  publication. 

Charles  M.  Plotz 

Pathological  Histology.  By  Robertson  F.  Ogilvie,  | 
M.D.  Fourth  edition.  Octavo  of  506  pages,  illus-  j 
trated.  Baltimore,  Williams  & Wilkins  Co.,  1951. 
Cloth,  $8.00. 

This  work  stresses  the  microscopic  description  of 
pathologic  lesions  in  a comprehensive  and  under- 
standable manner.  A brief,  concise,  anatomic  state- 
ment precedes  the  detailed  and  complete  histologic 
text.  The  295  colored  plates  are  magnificent,  well 
legended,  and  representative.  As  a matter  of  fact, 
they  virtually  constitute  an  atlas  of  histology,  and 
cannot  be  overpraised.  To  the  student,  teacher,  and 
practical  pathologist  alike  the  book  constitutes  an 
invaluable  aid.  Max  Lederer 

Fertility  in  Men  and  Women.  The  How  and 
Why  of  Having  Children.  By  James  Alan  Rosen, 
M.D.  Octavo  of  177  pages.  New  York,  Coward 
McCann,  1952.  Cloth,  $3.00.  (In  Preparation  for 
Health  Series) 

This  book  is  one  of  a health  series  for  the  laity.  It 
is  well  done.  In  a simple,  clear  style  the  author  de- 
scribes the  anatomy  and  physiology  of  the  sexual 
organs,  and  explains  the  routine  procedures  in  infer- 
tility studies.  Case  histories  and  the  problem  of 
artificial  insemination  are  included. 

Alexander  H.  Rosenthal  • 
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of  the  enema... 

Sometimes  this  type  will  admit  taking  a 
2-quart  enema  every  week  or  even  more  fre- 
quently. 

Aside  from  the  inconvenience,  it  provides 
only  temporary  relief  and  isactually  irritating. 

Here  is  where  Turicum  can  be  a big  help 
in  establishing  normal  function. 

It  is  not  a one-dose  laxative  but  a treat- 
ment that,  taken  for  a few  days,  helps  restore 
normal  function. 

TURICUM 

Each  tablespoonful  contains  methylcellulose  0.3  Gm., 
magnesium  hydroxide  0.6  Gm. 

LUBRIC0ID  ACTION  WITHOUT  OIL 

WHITTIER  LABORATORIES 

CHICAGO  11,  ILLINOIS 


A DIVISION  OF  NUTRITION  RESEARCH  LABORATORIES,  INC. 
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Capable  Hands 
for  your  Patient 


Your  patient  at  the  Spa  is  in  capable  hands. 
The  treatment  which  you,  yourself,  recom- 
mend for  him  is  faithfully  carried  out  by  a 
well-trained  staff.  Here  in  a restful  setting 
of  great  natural  beauty,  a person  suffering 
from  cardiac  disorders  of  a chronic  nature,  or 
a digestive  disorder,  arthritis  and  allied  ail- 
ments, or  hypertension,  finds  mental  and 
physical  relaxation  which  enables  the  Spa’s 
naturally  carbonated  mineral  waters  to  exert 
their  full  measure  of  therapeutic  benefit. 
Thus  the  Spa  lightens  your  heavy  burden, 
with  added  relief  in  the  assurance  that  your 
patient  will  receive  the  best  of  care  to  pre- 
pare him  for  your  continued  medical  direc- 
tion. 

A list  of  capable  physicians  who  are  available 
in  Saratoga  Springs  for  consultation  with 
your  patient  on  the  details  of  the  program 
is  available  on  request. 

“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH” 


Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and  phy- 
sician’s sample  carton  of 
bottled  waters,  with  their 
'analyses,  write  W.  S. 
McClellan,  M.D.,  Medical 
Director,  Saratoga  Spa, 
155  ' Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


The  Empire  Stole's  Contribution  to  the  Medical  Profession 
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Antibiotic  Therapy.  By  Henry  Welch,  Ph.D.,  and 
Charles  N.  Lewis,  M.D.  Octavo  of  562  pages,  illus- 
trated. Washington,  .Arundel  Press,  1951.  Cloth, 
$10.00. 

The  book  presents  a complete  and  up-to-date  dis- 
cussion of  all  the  presently  available  antibiotics. 
The  first  portion  is  taken  up  with  discussion  of  the 
antimicrobial  activity,  pharmacology",  and  dosage  of 
the  individual  antibiotics,  while  the  succeeding  pages 
are  devoted  to  the  treatment  of  specific  infections. 
The  book  is  replete  with  charts.  Each  chapter  has 
an  extensive  bibliography".  The  book  is  recom- 
mended highly"  as  a concise  guide  for  antibiotic  ther- 
apy. Leon  M.  Levitt 

Metabolic  Methods.  Clinical  Procedures  in  the 
Study  of  Metabolic  Functions.  B\r  C.  Frank  Con- 
solazio,  Robert  E.  Johnson,  M.D.,  and  Evelyn 
Marek,  M.A.  Octavo  of  471  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1951.  Cloth,  $6.75. 

This  very  practical  quick  reference  book  on  method- 
ology in  laboratory  procedures  used  in  clinical 
medicine  and  biochemical  research  meets  a real  need 
of  the  researcher  and  clinical  laboratory  worker.  It 
is  of  value  also  to  the  practitioner  of  medicine  who 
desires  to  grasp  in  a few  minutes  some  reliable 
method  for  a given  determination.  The  material  is 
in  succinct  outline  form.  The  volume  is  not  encyclo- 
pedic in  scope  but  rather  covers,  in  each  phase, 
methods  which  have  been  well  tried  by  the  writers 
and  found  to  be  most  reliable.  Reference  lists  are 
carefully  selected  and  liberal. 

George  E.  Anderson 

The  Photography  of  Patients.  Including  Dis- 
cussions of  Basic  Photographic  and  Optical  Prin- 
ciples. Byr  H.  Lou  Gibson.  Octavo  of  118  pages, 
illustrated.  Springfield,  Illinois,  Charles  C Thomas, 
1952.  Cloth,  $5.50.  (Publication  Xo.  95  American 
Lecture  Series) 

In  this  small  volume  of  approximately  100  pages, 
there  is  concentrated  a large  amount  of  material  and 
information.  The  book  is  so  written  that  its  con- 
tents may’  be  readily’  grasped  by  the  beginner,  and 
yret  it  progresses  to  the  point  of  serving  as  a reference 
and  guide  for  the  expert  as  well.  It  is  well  illus- 
trated in  both  color  and  black  and  white.  Consider- 
able space  is  devoted  to  practical  suggestions  on 
posing  and  lighting.  It  is  devoted  entirely’  to  photog- 
raphy of  patients  and  their  lesions,  and  does  not  in- 
clude photography  of  gross  specimens  or  photomicrog- 
raphy which  employ  somewhat  different  technics. 

J.  Thornton  Wallace 

Progress  in  Allergy  (Fortschritte  der  Allergie- 
lehre  ).  Volume  III  Paul  Kallos,  Editor,  Octavo 
of  572  pages,  illustrated.  Basel  and  New  York,  S. 
Karger  (New  York,  Interscience  Publishers),  1952. 
Cloth,  $16.50. 

This  volume  of  572  pages  is  the  third  in  the  series, 
the  second  having  been  published  in  1949.  .Among 
the  contributions  by  Americans  are  “Allergy"  in 
Children,”  by  Peshkin,  “Bronchial  Asthma,”  byr 
Unger,  “Cardio-Vascular  Allergy’,”  by  Harkavy  and 
“Drug  Allergy,”  by  E.  A.  Brown.  Other  subjects 
covered  include  pulmonary  physiology,  purpura, 
and  the  ergot  alkaloids,  their  chemistry  and  relation 
to  allergy  and  the  autonomic  nervous  system. 

Allergists  will  be  interested  in  having  this  book  in 
their  library.  Max  Marten 
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• Complete  Safety 

• For  Sustained  Treatment 


Veratrite  produces  a calm,  gradual  fall  in 
blood  pressure  in  mild  and  moderate  hyper- 
tension . . . without  disrupting  circulatory 
equilibrium.  Advantages  of  therapy  are 
economy,  simplified  dosage. 


Each  VERATRITE  tabule  contains: 

Veratrum  Viride 40  C.S.R.  Units* 

Sodium  Nitrite 1 grain 

Phenobarbital ....  V*  grain 

*Carotid  Sinus  Reflex  (40  C.S.R.  Units  approxi- 
mately equivalent  to  3 Craw  Units). 

Supplied:  Bottles  of  100,  500,  1000. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Toxicity  of  Sedatives  - 
The  Clinical  Factors 

Rise  in  the  use  of  sedatives  can  be  traced  direcdy 
to  living  under  tension  and  the  resultant  increase 
in  cases  of  benign  nervousness. 

The  sedative  employed  to  allay  daytime  nervous- 
ness and  enable  more  restful  sleep  should : 

1 . effectively  reduce  tension  j thus  permitting 

2.  have  low  toxicity  ( the  patient 

3.  be  non-habit-forming  f to  carry  out  usual 

4.  be  non-soporific  J daytime  activity. 

It  has  been  observed  that  the  double  salt  cal- 
cium bromido-galactogluconate  meets  these  criteria 
particularly  well,  since  the  bromine  and  calcium 
exert  synergistic  sedation,  and  at  the  same  time,  the 
calcium  counter-acts  bromine  toxicity.  (See  table.) 

Calcium  bromido-galactogluconate  is  known  as 
Calcibronat. 


PROPERTIES  OF  SEDATIVES  COMPAREO 


PROPERTY 

UNDER 

CONSIDERATION 

BARBITURATES 

ALKALINE 
BROMIDES 
(salts  of  Na.  K 
&.  Ammonium) 

CALCIBRONAT 

Intensity  of 

daytime 

sedation 

Greater  than  ne- 
cessary-results 
in  drowsiness 

Satisfactory- 
no  drowsiness 

Satisfactory- 
no  drowsiness 

Habit-forming? 

Yes 

N* 

No 

Cumulative 

toxicity 

Relatively 

high 

Tendency  to 
broimsra 

Low 

Palatability 

Bitter,  but  can 
be  given  in 
tablet  form. 

Poor  (disagree- 
able saltiness) 

Good  (no  dis- 
agreeable 
taste) 

Gastric 

toleration 

Satisfactory 

Poor  (alkalin- 
ity leads  to 
gastric  upset) 

Good  (no  gastric 
irritation) 

Calcibronat  is  a mild  neuro-sedative,  mseful  in 
treating  cases  of  "nervousness.”  Its  particular  at- 
tributes are: 

1.  It  does  not  cause  sluggishness  during  wak- 
ing hours. 

2.  It  can  be  taken  orally  for  prolonged  use. 

3.  Because  of  its  rapid  onset  of  action,  it  can 
be  used  parenterally  in  unusually  dis- 
turbed patients. 

4.  It  is  non-habit-forming  and  non-toxic. 

Reference:  ALPERT,  B.:  Year  Book  Of  General  Thera- 
peutics, Chicago,  Year  Book  Publishers,  1940,  p.  371. 

For  further  data  on  the  use  of  this  drug  in 
the  control  of  unpleasant  symptoms,  nervous- 
ness and  pruritus  associated  with  dermatologic 
conditions,  write  to: 

Sandoz  'Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
Scientific  Dept., 68  CHARLTON  ST.,  NEW  YORK,  N.  Y. 
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DOCTOR— 


What’s  happening 
to  your  income  ? 


Are  taxes  eating  it  up?  First  the  in- 
come from  your  practice — taxes  take 
a big  bite  out  of  that.  Then  your 
income  from  investments,  taxed  at 
an  even  higher  rate.  The  net  return 
from  your  investments  may  hardly 
justify  risking  your  capital. 

But  there  is  a way  to  save  “top 
bracket”  income  from  the  tax  collec- 
tor— let  it  come  to  you  tax-free  by 
way  of  tax-exempt  municipal  securi- 
ties. 

Suppose  you  own  a 2V2 % tax-free 
municipal  bond.  Here’s  what  you’d 
have  to  receive  from  a taxable  secur- 
ity in  order  to  equal  the  return  on 
your  municipal: 


If  your  taxable 
income  is: 

$20,000 

30.000 

40.000 

50.000 

60.000 


You'd  need* 


4.31% 

5.32% 

6.58% 

7.35% 

7.58% 


‘Figures  based  on  joint  tax  returns.  For  un- 
married taxpayers,  municipals  mean  even 
greater  saving. 

. . . and  where  could  you  get  such 
returns  with  safety  comparable  to 
that  of  municipal  securities? 

Municipals  have  long  been  known  to 
banks,  insurance  companies,  trustees 
and  other  institutions  seeking  the 
maximum  of  safety  with  the  maxi- 
mum of  tax  saving.  They  are  just 
as  attractive  for  individuals  in  the 
middle  and  upper  brackets.  For 
complete  information  on  tax-free 
municipals,  just  send  us  a post  card, 
or  telephone  — 


ROOSEVELT  & CROSS 

INCORPORATED 

Tax  Exempt  Bonds 
40  Wall  Street  New  York  5,  N.  Y. 

Telephone  WHitehall  4-2600 


IN  BRONCHIAL  ASTHMA 

Around  the  Clock  Protection.  A DAY 

and  NIGHT  difference  in  treatment  with 
high  oral  doses  of  aminophylline. 


DA  I N I T E DAY  TA  BL  ETS 

Each  tablet  contains: 

Sodium  Pentobarbital 

Aminophylline 

Ephedrine  HCI  .... 

Benzocaine 

Aluminum  Hydroxide  . 

Give  t.i.d.  a.c. 

DAINITE  NITE  TABLETS 

Each  tablet  contains: 

Phenobarbital J/»  gr. 

Sodium  Pentobarbital  . . '/j  gr. 

Aminophylline 4 gr. 

Benzocaine _ 'A  gr. 

Aluminum  Hydroxide  . . 2'/i  gr. 
Give  of  10  P.  M. 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


DOCTOR.... 

IS  THIS  ONE  OF  YOUR  PATIENTS? 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

«1  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 


Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patnicia  Zdc^eniif — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


Buy  Savings  Bonds 


for  the  successful  treatment.of  . . . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  Yor< 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  y"L«lh n! v! 

Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4 n x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula”  consisting  of  zme 
oxide,  glycerine,  gelatin  and  calamine  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


AN  EXCELLENT  ADJUNCT 

• Ln  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRomercy  7-5504 
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The  Royal  Victoria  Hospital  will  conduct  a 
five-day  course  for  General  Practitioners 
from  November  17th  to  21st,  inclusive.  This 
Course  will  cover  those  conditions  most  com- 
monly encountered  in  general  practice  with 
emphasis  on  practical  office  procedures  used 
in  Medicine,  Surgery  and  Obstetrics  and 
Gynaecology 

Fee  for  Course  $50.00.  Limited  to  50  ap- 
plicants. 

For  further  particulars,  or  application,  ad- 
dress the  Post-Graduate  Board,  Royal  Vic- 
toria Hospital,  687  Pine  Avenue  West, 
Montreal. 


sH°fL  ^ 

Feiifoime 

REG.  U S.  PAT.  OFF. 

FOOTWEAR 


MANHATTAN  34  WEST  36th  ST. 
BROOKLYN  288  LIVINGSTON  ST. 
FLATBUSH  843  FLATBUSH  AVE. 

Other  Stores  Located  At: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR 

SHOE  ALTERATION  FOLDER 


WEDGES 


»K.  IMirXKS  SANITARIUM 

STAMFORD.  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR  NHU^NEG 

Five  Acres  of  Pinewoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  parlc  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  V.  Office:  GRamercy  5-4875 


%-WIN  ELMS 


A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  incIudingOccupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-tlie-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgc  9-8440 
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Oboe 


BOTH  CAUSES  for  overeating  are  sup-  5 

pressed  by  OBOCELL: 

1.  Obocell  suppresses  bulk  hunger  and  9 
creates  a sense  of  fullness  and  <T 
satisfaction. 

2.  Obocell  curbs  the  appetite  and 
elevates  the  mood. 

Each  OBOCELL  tablet  contains: 

Methylcellulose 150  mg. 

Dextro-Amphetamine  Phosphate..  . . 5 mg. 

Supplied:  Bottles  of  100,  500,  1000  tablets.; 

Now  available:  OBOCELL  LIQUID 

' L'-i'' il il'.  1 •.  i iy.  ijf. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL 


OFFICES  TO  SHARE 


6l8t  St.  near  Park  Ave.  You  pay  only  for  the  number  of 
hours  weekly  that  you  require.  TEmpleton  8-7840. 


Professional  Men  • Opportunity  Unlimited 
Rare  chance  to  BUILD  ACCORDING  TO 
YOUR  NEEDS  under  extremely  favorable 
finance  terms 

KROWN  RANCH 

(property  4 blocks  South  of  Malverne  RR  Station) 

100%  location  for  Home  and/or  Office 

Ask  about  KROWN  RANCH — Ask  your  colleagues  about 
the  professional  opportunities  open  to  you  in  Magnifi- 
cent Malverne. 

COME  OUT  TODAY  to  discuss  this  exciting  new  adventure 
in  living  and  professional  freedom 

PHONE:  RO  6-4548 


WANTED 


General  Practitioner  to  replace  only  doctor  who  is  recalled 
to  military  service.  Village  of  600,  with  surrounding 
rural  territory.  For  details,  please  contact  C.  J.  Smith, 
Clerk,  Village  of  Morris,  N.  Y. 


FOR  RENT 


Valley  Stream;  4 room  office.  Entire  1st  floor.  Chiropo- 
dist, Dentist.  Orthodonist,  Obs-Gyn,  Optometrist  on  ground 
floor.  Dr.  Shangold,  Va  5-0034. 


FOR  SALE 


NEW  YORK  CITY  — KEW  GARDENS,  GENERAL 
PRACTICE,  established  15  years.  Top  location;  1 min- 
ute from  open  hospital.  Growing  residential  community. 
Beautiful  HOME-OFFICE-COMBINATION.  9 rooms. 
Office  suite,  consisting  of  2 rooms,  waiting  room,  bathroom, 
separate  street  entrance.  Equipment  and  records.  Doctor 
specialized.  Accepted  Government  position.  Box  569,  N.Y. 
St.  Jr.  Med.,  or  call  Virginia,  7-6723. 


FOR  SALE 


Rural,  upstate  home  and  office.  2 complete  6 room  apart- 
ments. Doctor  deceased.  Open  staff  hospitals,  nearby 
cities.  Box  568.  N.  Y.  St.  Jr.  Med. 


FOR  SALE. 


FOR  SALE — fine  large  dwelling,  corner  plot,  seven  room 
doctors  offices — fully  equipped.  DR.  WAHLIG,  Sea  Cliff, 
N.  Y. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  S75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


FOR  RENT 


112  East  73  Street.  Delightful  office  suite  suitable  psychia- 
trist. Consultation  room,  waiting  room,  bathroom,  private 
entrance.  Available  Monday  through  Friday,  8 A.M.  to  7 
P.M.  Flexible  schedule  may  be  arranged.  Phone:  Ki. 

7-1000,  Ext.  371. 


OFFICE  FOR  RENT 


Psychiatrist’s  Office.  Partially  furnished.  Share  waiting 
| room.*  51  East  73rd.  St.  Sc  4-2724. 


ERNST  I.  CAHN 


Earn  more  on  your  money.  3%  and  3>A%.  Insured  up  to 
$10,000.  No  service  charge.  Ernst  I.  Cahn,  29  B’ way,  N.  Y. 
BO  9-0531 

■ 


FOR  RENT 


11  East  68th  Street.  Attractive  room  in  newly  furnished 
office  suite.  Full  time  or  part  time.  Share  waiting  room. 
Secretary-receptionist.  Especially  suited  for  psychiatrist 
or  neurologist.  REgent  7-2656. 


FOR  SALE 


For  sale  because  of  illness,  unopposed  general  practice  in  fast 
developing  suburban  area,  L.  I.  Well  equipped  office  in- 
cluding fluoroscope,  B.M.R.,  E.K.G.,  Diathermy,  etc.  Box 
572,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  Practitioner?  Office.  Retiring.  Long-established; 
upper  Central  Park  West.  Resonable.  Box  571,  N.  Y.  St. 
Jr.  Med. 


FOR  RENT 


Boulevard  Medical  Center.  Corner  Yellowstone  Blvd.  and 
66  Ave.,  Forest  Hills,  L.  I.,  one  block  from  Forest  Hills 
General  Hospital  now  under  construction.  Limited  space 
available  to  specialists  only.  X-ray,  laboratory  and  modern 
treatment  facilities.  Rare  opportunity.  For  information 
call  Oregon  3-6334.  TW  7-0255. 


FOR  RENT 


2 room  private  office,  and  share  waiting  room  with 
Dentist.  Residential  neighborhood.  Upper  Manhattan. 
72  Seaman  Ave.  LOrraine  7-9261  or  OLinville  5-8612. 
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prompt  and 
prolonged 

decongestion 

in  COLDS 

1 ...SINUSITIS 


Neo-Synephrine  hydrochloride,  through  immediate  and  prolonged 
decongestive  action,  not  only  restores  nasal  patency,  but  also 
helps  to  reestablish  and  protect  the  physiologic  defense  mechanisms 
of  the  nasal  cavity:  sinus  drainage  and  aeration. 

Neo-Synephrine  hydrochloride  is  notable  for  its  relative  freedom 
from  sting  and  for  virtual  absence  of  compensatory  congestion. 
Furthermore,  it  does  not  usually  produce  systemic  side  effects  such 
as  nervous  excitation,  cardiac  reaction  or  insomnia. 

The  decongestive  action  of  Neo-Synephrine  hydrochloride  is  undi- 
minished by  repeated  use  — insuring  relief  throughout  the  dura- 
tion of  the  illness. 

34%  solution  (plain  and  aromatic),  1 oz.  bottles 
V2  and  1%  solutions  (when  stronger  vasoconstrictive  action  is 
needed),  1 oz.  bottles 
34%  water  soluble  jelly,  % oz.  tubes 


Neo  - Synephrine ’ 


HYDROCHLORIDE 


nephnne,  trademark  reg.  U.  S.  & Canada,  brand  of  phenylephrine 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Illustrated  booklet  mailed 

Address  all  Communications  to  B. 

Clifton  Springs,  N ( 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


to  physicians  on  request. 

A.  Watson,  M.D.,  Superintendent 
»w  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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CirSVlBS  CHLORAL  HVDRATE-Mw 


ODORLESS 


NON-BARBITURATE 


TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE- Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  ond  WHITE 
CAPSULES 

bottles  of  24's 
100's 

Th  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3%  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


PA  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


DOSAGE:  One  to  two  7Vi  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3-* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman.  H T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss.  M R.  et  al:  A Course  in  Practical  Therapeutics  (1948) 

3.  Goodman,  L.,  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics  (1941),  22nd  printing,  1951. 

1.  Sollman,  T : A Manual  of  Pharmacology,  7th  ed.  (1948U 
and  Useful  Drugs,  14th  ed  (i947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  “Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.2'34 
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prolonged  treatment  of 


The  hypotensive  efficacy  of  Vera- 
trite  restores  to  the  circula- 
tion its  physiologic  state  through  physiologic 
action.  Both  systolic  and  diastolic  blood  pressure 
become  stabilized  at  a lower  level  without  the 
risk  of  postural  hypotension.  The  vital  organs 
benefit  from  improved  blood  supply:  foremost 
in  and  the  retina. 


Veratrite  has  shown  sus- 
tained efficacy  and  com- 
plete safety  throughout 
many  years  of  adminis- 
tration to  patients  with 
mild  and  moderate 
hypertension. 


Each  tabule  contains: 
Whole-powdered 

Veratrum  Viride . . 40  C.S.R.*  Units 


Sodium  Nitrite.  ....  1 grain 

Phenobarbital !4  grain 


IRWIN,  NEISLER  & CO. 


DECATUR.  ILLINOIS 


& Sewe 


*lrwin-Neisler  whole-powdered 
Veratrum  viride  specialties  are 
now  assayed  by  the  Carotid 
Sinus  Reflex  method  (40  C.S.R. 
Units  approximately  equivalent 
to  3 Craw  Units.) 
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Current  Editorial  Comment 2352 
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llletrazol  Council  Accepted 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  iy2  grains.) 
TABLETS  - IV2  grai  ns. 

ORAL  SOLUTION  - ( I Vz  grains  per  cc.) 

Metrazol.  brand  of  peotamethylentetra/ol.  Trade  Mark  Reir.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 
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™~fravert 


© SOLUTIONS 

( INVERT  SUGAR  ) 

for  twice  the  calories  of  5%  Dextrose 
in  equal  infusion  time 
with  no  increase  in  fluid  volume  or  vein  damage 


-U 


With  10%  Travert  solutions,  a patient’s  carbohydrate  needs 
can  be  more  nearly  satisfied  within  a reasonable  tune 
with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal  clear,  colorless, 
non-pyrogemc  and  non-antigenic.  They  are  prepared  by 
the  hydrolysis  of  cane  sugar  and  are  composed  of  equal  parts  of 
D-glucose  (dextrose)  and  D-fructose  (levulose). 
Travert  solutions  are  available  in  water  or  saline  in  150  cc., 
500  cc.,  1000  cc.  sizes.  For  the  treatment  of  potassium 
deficiency,  10%  Travert  solutions  with  0.3%  potassium  chloride 
are  also  available  in  1000  cc.  containers. 
Travert  is  a trademark  of  Baxter  laboratories,  inc. 


A 


products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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In  the  menopause 

. . the  great  majority  of  menopausal 
women  require  no  endocrifte  treatment 
at  all.” 

Ross.  M.:  Am.  Pract.& Dig. Treat.  2:955  (Nov.)  1951 


Dexamyl*  relieves  anxiety 

Combined  in  ‘Dexamyl’,  Amobarbital’s 
calming,  euphoric  effect  relieves  anxiety, 
while  Dexedrine’s  smooth  antidepressant 
action  counteracts  barbiturate-induced 
depression. 

‘Dexamyl’  relieves  depression 

Both  Amobarbital  and  Dexedrine’ 
ameliorate  mood.  They  act  together  to 
relieve  depression  without  producing 
excitation. 

‘Dexamyl’  restores  self  esteem 

By  relieving  anxiety  and  depression, 
‘Dexamyl’  enables  the  menopausal 
patient  to  regain  her  normal  self-esteem. 

now  in  two  dosage  forms: 

'Dexamyl’  Tablets 

new ! ‘Dexamyl’  Elixir 


Each  ‘Dexamyl’  Tablet  contains  Amo- 
barbital (Lilly),  1 2 gr.;  and  Dexedrine* 
Sulfate  (dextro-amphetamine  sulfate, 
S.K.F. ),  5 mg.  Each  5 cc.  teaspoonful 
of  the  Elixir  is  the  dosage  equivalent  of 
one  tablet. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.  S.  Pat.  Off. 
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PYRIDIUM 

(Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  registered  trade-mark  of  Nepera  Chemical 
Co.,  Inc.  for  its  brand  of  phenylazo-diamino-pyridine  HC1. 
Merck  & Co.,  Inc.  sole  distributor  in  the  United  States. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 
In  Canada:  MERCK  & CO.  Li  m ited  - Montreal 


a matter  of  minutes  . . , 


GRATIFYING  RELIEF 

From  Urogenital  Pain, 


Burning,  and  Frequency 

Two  tablets  of  Pyridium  promptly  and  safely  relieve  the  distressing  urinary 
symptoms  of  patients  suffering  from  cystitis,  prostatitis,  urethritis,  and 
pyelonephritis. 

Since  Pyridium  is  compatible  with  dihydrostreptomycin,  penicillin,  and 
the  sulfonamides,  or  other  specific  therapy,  it  may  be  administered  con- 
comitantly to  provide  the  twofold  therapeutic  approach  of  symptomatic 
relief  and  corrective  action. 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.34  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

t 

o 

o 

Raysal 

325  mg. 

( representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination) 

Succinic  Acid 

130  mg 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J.,  Lombardi , A. A.,  and  Svigals , C.:  New  York  Med. 
College  Bull.,  13:91 , 1950. 

2.  Meyer , K.  and  Ragan , C.:  Mod.  Concepts  of  Card . Disp .,  17:2,  1948. 

3.  Quick , A.J..  J.  Biol.  Chem.y  101.475,  1933. 

4.  Guerra , J.:  J.  Pharm.  Exper.  Ther.,  87:1943 , 1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets , Philadelphia  34,  Pa. 


wit  ptrfiiAs' 

iff 


pain-free  activity 


''The  best  results  were  obtained  in  patients  . . . 
treated  with  sodium  gentisate  and  salicylate ”* 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 


announcing 


for  intranasal  infections 

‘ DrilitoV 

now  available  in  2 forms 


‘Drilitol  Spraypak’  combines  the 
superior  intranasal  coverage  of  a 
spray  from  a full-sized  atomizer 
with  the  economy  of  a nose-drop 
bottle. 


‘Drilitol  Spraypak’  covers  the  nasal 
mucosa  — in  a fine,  even  mist. 

Drilitol  Spraypak'  costs  the  patient 
no  more  than  ‘Drilitol’  Solution. 

In  prescribing,  be  sure  to  specify: 

‘ Drilitol  Spraypak'  or 
'Drilitol'  Solution 


DRILITOL* 

SOLUTION 


*T.M  Re*.  U S Rat  Off 
‘Spraypak'  Trademark 


for  intranasal  infections 


‘Drilitol  Spraypak’ — the  new  form  of  ‘Drilitol’ 

Now  there  are  two  forms  of  ‘Drilitol’,  S.K.F.’s  widely  accepted 
intranasal  preparation:  (1)  ‘Drilitol’  Solution,  with  which  you  are 
familiar,  and  (2)  the  new  convenient  form,  ‘Drilitol  Spraypak’. 


‘Drilitol’  contains  two  antibiotics: 

Anti-gram  positive  gramicidin 
Anti-gram  negative  polymyxin 

‘Drilitol’  also  contains: 

A vasoconstrictor,  Paredrinej 
An  antihistaminic,  thenylpyramine 


now  available  in  forms: 


‘Drilitol  Spraypak’ 

‘Drilitol’  Solution 

antibiotic,  decongestive,  anti-allergic 


1 l.M.  Reg.  US.  I*at  Off.  for  hydroxyamphetamine  hydrobromide,  S.K.F. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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Endo  Products  Inc.,  Richmond  Hill  18,  N.Y. 


for  effective  cough  therapy 


Hycodan* 

W (Dihydrocod) 


BITARTRATE 

( Dihydrocodeinone  Bitartrate ) 


Three  forms  available:  Oral  Tablets  (5  mg.  per  tablet). 
Syrup  (5  mg.  per  teaspoonful) , Powder  (for  compounding). 

May  be  habit  forming;  narcotic  blank  required. 
Average  adult  dose  5 mg.  Literature  on  request. 


& ido 


head  off! 
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Glycosuria  and 
Ketonuria 

in  Patients  Receiving 
ACTH  or  CORTISONE* 


All  patients  should  have  a complete  urinalysis 
before  receiving  corticotropin  (ACTH)  or  Cor- 
tisone. Particular  attention  should  be  paid  to 
the  presence  of  glucose  or  acetone  in  the  urine. 

Frequent  testing  of  the  urine  for  sugar  and  ace- 
tone is  recommended  during  the  administration 
of  ACTH  or  Cortisone. 

The  proper  examination  of  the  urine  for  sugar 
during  treatment  with  ACTH  or  Cortisone  may 
reveal  a number  of  prediabetics. 

Increase  in  insulin  dosage  is  often  required  in  the 
diabetic  patient  receiving  ACTH  or  Cortisone. 


GALATEST 

(SUGAR-TEST  DENCO) 

The  simplest,  fastest  urine  sugar  test  known . 

ACETONE  TEST 

(DENCO) 

For  the  rapid  detection  of  acetone  in  urine . 


I Same  Technique 
u for  Both  Tests 


A little 
urine- 
A little 
powder 

Color  Reaction 
Immediately 


Combination  Kit 

For  Office  — Medical  Bag  — 
Testing  by  patients  at  home. 

Contains  a vial  of  Galatest  and 
Acetone  Test  (Denco),  a dropper 
and  color  chart.  Price  $2.25 


Galatest  and  Acetone  Test  (Denco)  require 
no  special  laboratory  equipment,  test  tubes, 
liquid  reagents,  or  external  sources  of  heat. 

One  or  two  drops  of  the  specimen  to  be  tested 
are  dropped  upon  a little  of  the  powder  and 
a color  reaction  occurs  immediately  if  acetone 
or  reducing  sugar  is  present. 

Patients  are  easily  taught  to  use  Galatest  and 
Acetone  Test  (Denco). 

VP  rite  for  descriptive  literature. 

THE  DENVER  CHEMICAL  MANUFACTURING  CO..  Inc. 

Dept.  102H.  163  Varick  Street,  New  York  13.  N.  Y 


'BIBLIOGRAPHY 

'Cortisone”— J . M.  Carlisle,  M.D..  A. 
Gibson,  M.D.,  E.  Schmatolla,  M.D. 
—Postgraduate  Medicine,  Aug.,  1950. 

'Oral  Cortisone  Therapy  in  Intract- 
able Bronchial  Asthma”  — E. 
Schwartz,  M.D.  - Journal  of  the 
American  Medical  Association,  De- 
cember 29,  1951. 

'Cortisone  ( Compound  E),  Summary 
of  Its  Clinical  Uses”—J.  M.  Carlisle. 
M.D. —British  Medical  Journal,  Sep- 
tember 9,  1950. 

‘Cortisone  and  ACTH— A Review  of 
Certain  Physiologic  Effects  and  Their 
Clinical  Implications”  — Randall  G. 
Sprague,  M .D.— American  Journal  of 
Medicine,  May,  1951. 
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Great 


in  tiny  form 


the  therapeutic  multivitamin 
tablet  with  B12  and  Synthetic  A 


s 


mallest  of  its  kind,  an  Optilet  provides 


potent,  new 


advantages  in  vitamin  therapy.  Each  easy-to-swallow  tablet 
contains  therapeutic  amounts  of  six  synthetic  vitamins  plus 
B12.  Since  Optilets  have  synthetic  vitamin  A,  there  are 
no  allergic  reactions,  no  fishy  aftertaste,  no  "burp.  ” 

Because  they  are  tablets — not  capsules— they  can't  leak, 
won't  stick  together.  Therapeutic  dose  is  one 
Optilet  or  more  daily.  Cost  no  more  than  ordinary 
therapeutic  formula  vitamins.  Available  at  all 
pharmacies  in  bottles  of  o n 
50,  100 and  1 000  tablets.  (XoiTott 


Optilets 

(Abbott’s  Therapeutic  Formula  Vitamin  Tablets) 

Each  OPTILET  tablet  contains: 


actual  size 


-»  Vitamin  A (synthetic) 

25,000  U.S.P.  units 
Vitamin  D (Viosterol) 

1000  U.S.P.  units 


Thiamine  Mononitrate  10  mg. 

Riboflavin 5 mg. 

Nicotinamide 150  mg. 

-*  Vitamin  B,2  (as  vitamin 

Bt  2 concentrate) 6 meg. 

Ascorbic  Acid 150  mg. 
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Out  of  the  vast  clinical  experience  that  has  accumulated  from  the  increas- 
ing use  of  Veriloid  has  come  a simplified  dosage  schedule  which  rapidly 
produces  relief  from  the  distressing  discomfort  of  hypertension.  Within  a 
short  period,  patients  volunteer  that  they  “feel  better,”  even  before  the 
blood  pressure  begins  to  drop. 

Here  is  the  new  daily  dosage  schedule  which  proves  satisfactory  for 
initial  therapy  in  9 patients  out  of  10: 


1st  Dose:  After  breakfast 2 mg. 

2nd  Dose:  6 to  8 hours  later 2 mg. 


3rd  Dose:  6 to  8 hours  thereafter 2 to  3 mg. 

According  to  this  plan,  the  second  dose  is  taken  about  two  hours  after  the 
noon  meal,  the  third  dose  about  two  hours  after  the  evening  meal. 

VERILOID 

BRAND  OF  ALKAVERVIR 

This  schedule  simplifies  dosage  calculation,  is  quickly  productive  of 
clinical  results,  minimizes  nausea  and  other  side  actions.  Dosage  should  be 
increased  by  1 mg.  per  day  every  third  day  until  a satisfactory  blood 
pressure  drop  is  achieved.  The  evening  dose  is  usually  1 or  2 mg.  larger 
than  the  other  two  doses  of  the  day.  For  the  average  patient,  a daily  dose 
of  9 to  15  mg.  proves  effective  and  rarely  causes  side  actions. 

Veriloid,  brand  of  alkavervir,  is  a unique  alkaloidal  fraction  of  Veratrum 
viride.  It  is  indicated  in  the  treatment  of  all  grades  of  essential  hypertension 
and  in  hypertension  of  renal  origin.  Available  on  prescription  at  all  phar- 
macies, in  1,  2,  and  3 mg.  tablets.  Order  your  free  copy  of  the  booklet  de- 
scribing Veriloid  therapy  today. 

RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  Los  Angeles  48,  California 
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in  the  office  . . . 
sick  people 

need  nutritional  support 


INDEX  TO  ADVERTISERS 
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Brown’s  Medical  Bureau 2428 
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Halcyon  Rest 2427 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate  | 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


,1 

i 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


'TMCKAr.flAN*  IS  A 7MASCMA1K 


cquioo  a 


S.  E.  Massengill  Company 2425 

Mead  Johnson  & Company 4th  cover 

Men  ley  & James 2342 

Merck  & Company 2329 


National  Discount  & Audit  Co 2428 

New  York  Polyclinic  Medical  School  and  Hospital.  2347 


Chas.  Pfizer  & Co 3rd  cover,  2343  2344-2345 

Physicians’  Press 2428 

Pinewood 242/ 


Raymer  Pharmacal  Company 
Regan  Furniture  Company.  . . 

Riker  Laboratories 

J.  B.  Roerig  <fc  Company.  . . . 


2331 

2347 

2337 

2350 


Schieffelin  & Company 2419 

G.  D.  Searle  & Company.  .......  2360 

Sharp  & Dohine,  Inc 2349 

Frances  Shortt  Medical  Agency.  2428 

Smith,  Kline  <fc  French  Labs.  . . 2327,  2332-2333,  2346,  2430 

E.  R.  Squibb  & Sons ....  2338-2339 

Standard  Pharmaceutical  Co 2420 


Wallace  & Tiernan. . 

West  Hill 

Winthrop-Stearns  Inc. 
Wyeth  Incorporated. 


2422 

2427 

2319 

2415 


2330 


INDEX  TO  ADVERTISED  PRODUCTS 


Aldiazol-M  (S.  E.  Massengill  Co.) 2425 

Alpha  Estradiol  (Chicago  Pharmacal  Co.) 2421 

Aminophyllin  (H.  E.  Dubin  Laboratories) 2347 

Aureomycin  (Lederle  Laboratories) 2359 

Beminal  (Ayerst,  McKenna  & Harrison)  Between  2334-2335 

Bicillin  L-A  (Wyeth  Incorporated). . 2415 

Buro-Sol  (Doak  Company) 2419 

Ce-Vi-Sol  (Mead  Johnson  & Co.) 4th  cover 

Chloral  Hydrate  (Fellows  Medical  Mfg.  Co.) 2321 

Dexamyl  (Smith,  Kline  & French  Labs.) 2327 

Diaparene  (Homemakers’  Products  Corp.) . . 2426 

Dramamine  (G.  D.  Searle  & Co.) 2360 

Drilitol  (Smith,  Kline  & French  Labs.) 2332—2333 

Galatest  (Denver  Chemical  Mfg.  Co.) 2335 

Gentarth  (Ray mer  Pharmacal  Co.) 2331 

Gerifort  (American  Pharmaceutical  Co.) 2423 

Hycodan  (Endo  Products) 2334 

Index  (Menley  & James) 2342 
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Lorzinex  (Wallace  & Tiernan) 2422 

Metrazol  (Bilhuber-Knoll  Corp.) 2324 

Neo-Penil  (Smith,  Kline  & French  Labs.) 2430 

Neo-Synephrine  (Winthrop-Stearns  Inc.)  . 2319 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 2420 

Nupercainal  (Ciba  Pharmaceutical  Co.) 2nd  cover 

Optilets  (Abbott  Laboratories) 2336 

Penalev  (Sharp  & Dohme) 2349 

Premarin  (Ayerst,  McKenna  & Harrison) . Between  2334—2335 

Presto-Boro  (Standard  Pharmaceutical  Co.) 2420 

Pyridium  (Merck  & Co.) 2329 

Quotane  Ointment  (Smith,  Kline  <fc  French  Labs.)  2346 

Rub  A-535  (Denver  Chemical  Mfg.  Co.) 2413 

Sedulon  (Hoffmann-La  Roche,  Inc.) 2340-2341 

Terramycin  (Chas.  Pfizer  & Co.)  3rd  cover,  2343-2344-2345 

Theragran  (E.  R.  Squibb  & Sons) 2338-2339 

Travert  (American  Hospital  Supply  Corp.) 2325 

Veratrite  (Irwin,  Neisler  & Co.) 2323 

Veriloid  (Riker  Laboratories) 2337 

Vitamin  Supplements  (Mead  Johnson  & Co.) 4th  cover 

Viterra  (J.  B.  Roerig  & Co.)  2350 

Miscellaneous 

Benenson  Realty  Co.. 2417 

Cognac  (Schieflelin  & Co.) 2419 

Office  Furniture  (Regan  Furniture  Corp.) 2347 

Prescription  Blanks  (Physicians  Press) 2428 


in  the  clinic  . 
sick  people 


need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

Therapeutic  Formula 

Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

4 25,000  U.S.P.  units 

Vitamin  D 

1 1,000  U.  S.  P.  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

1 5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

1 150  mg. 

Bottles  of  30,  100  and  1000. 

'THERAGRAN'  IS  A TRADEMARK  OF 

E R SQUIBB  4 SONS. 
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non-narcotic— in  place  of  codeine 


2341 


“I  coughed  all  night” 

patient 


HOFFMANN-LA  ROCHE  INC. 


FOR  SPORTS 


MINOR  INJURIES 


SPRAINS  • STRAINS  • BRUISES  MUSCLE  SORENESS 


IODEX  C Methyl  Sal 

provides  the  stimulating  and  metabolic  effects 
of  the  combined  Iodine*  and  the  analgesic 
action  ol  Methyl  Salicylate.. 

Iodex  c Methyl  Sal  is  also  an  adjuvant  in  the 
treatment  of  rheumatic  and  arthritic  pains. 

* The  Iodine  in  Iodex  C Methyl  Sal  is  slowly  split  off  through  percutaneous  absorption. 


MENLEY  & JAMES,  LTD.  70  West  40th  Street,  New  York  18,  N.  Y. 


. . . as  shown  by  the  recent  discovery 
of  its  molecular  structure 
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for  TOLERATION 

EFFECTIVENESS 

PURITY 

POTENCY 


ANTIBIOTIC  DIVISION,  CHAS.  PFIZER  fle  CO..  INC..  BROOKLYN  ©,  N.  Y. 


hl’s  largest  producer  of  antibiotics 


With  a typical  "-caine”  type  topical  anesthetic  ointment1, 
you  can  expect  one  case  of  sensitivity  for  every  12  patients. 

With  'Quotane’,  S.K.F.’s  new  topical  anesthetic,  the  initial  clinical 
studies  revealed  not  only  more  pronounced  antipruritic  activity  but 
only  2 instances  of  sensitivity  in  3000  cases — in  other  words, 

only  one  ease  of  sensitivity  for  every  1500  patients. 
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Quotane*  Ointment  ‘Quotane’  Lotion 

for  dry  lesions  for  moist  lesions 


Both  'Quotane’  Ointment  amt  'Quotane’  Lotion  provide  a 0.5'  < concentration  of 
l-(/3-dimethylaminoethoxy)-3-n-butylisoquinoline  hydrochloride,  S.k.F. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


1.  Journal  Lancet  70:266 


*T.M.  Reg.  U.S.  Pat.  Off. 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  tall  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL 


(The  Pioneer  Post-Graduate  Medical  Institution  in  America,  Organized  in  1881) 


PROCTOLOGY  and 
GASTROENTEROLOGY 
A combined  course  comprising  attendance  at 
clinics  and  lectures;  instruction  in  examin- 
ation, diagnosis  and  treatment:  witnessing  op- 
erations ward  rounds;  demonstration  of  cases; 
pathology;  radiology;  anatomy;  operative 
proctology  on  the  cadaver;  attendance  at 
departmental  and  general  conferences. 

For  information  about  these  and  other  courses  Address.  THE 


EYE,  EAR,  NOSE  AND  THROAT 
A three  months’  full  time  refresher  course  consisting 
of  attendance  at  clinics,  witnessing  operations,  lec- 
tures, demonstration  of  cases  and  cadaver  demon- 
strations; operative  eye,  ear,  nose  and  throat  on  the 
cadaver;  clinical  and  cadaver  demonstrations  in 
bronchoscopy,  laryngeal  surgery  and  surgery  for 
facial  palsy;  refraction;  radiology;  pathology,  bac- 
teriology and  embryology;  physiology;  neuro- 
anatomy;  anesthesia;  physical  medicine;  allergy; 
examination  of  patients  preoperatively  and  follow-up 
postoperatively  in  the  wards  and  clinics. 

DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 


Aminophyllin . . . 

a “most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


dubin  [ 
aminophyllin 


(theophylline-ethylenediamine) 


"useful  as  a peripheral  vasodilator  and 
myocardial  stimulant"  in 


pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS • AMPULS 

POWDER 

SUPPOSITORIES 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 
medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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PenaleV'b  Soluble  Tablets  of  crystalline  potassium  penicillin -G  are  free  from  | 
excipients  or  binders;  dissolve  promptly  in  liquids— particularly  useful  for 
administration  to  infants  during  regular  bottle  feedings.  Also  simplify  prep- 
aration of  solutions  for  aerosol  therapy.  50,000  units— vials  of  12,  boxes  of 
24  (in  foil  strips),  and  bottles  of  100.  100,000  units— vials  of  12  and  bottles 
of  100. 250,000  units— vials  of  12.  Sharp  & Dohme,  Philadelphia  1,  Pennsylvania.  ! 
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“Nutrition  must  be  considered  as  an  entity.  No  particu- 
lar constituent  is  more  important  than  another.  Each 
nutrient  should  be  present  in  its  optimum  quantity.”1 
“If  one  nutrient  is  not  adequate,  this  may  also  interfere 
with  the  functioning  of  other  nutrients  in  the  body.”2 
Vitamins,  Minerals  and  Trace  Elements  each  play  a 
specific  important  role  in  nutrition. 


1.  Simonnei,  H. : Nutrition  in  Pregnancy,  Canad.  M. 
A.  J.,  58:556,  (June)  1948,  p.  60. 

2.  The  Nutrition  of  Industrial  Workers;  Second  Re- 
port of  the  Committee  on  Nutrition  of  Industrial 
Workers,  Food  and  Nutrition  Board,  National  Re- 
search Council.  Reprint  and  Circular  Series  No.  123. 
(Washington,  D.  C. : National  Research  Council), 
Sept.,  1945,  p.  13. 


10  Vitamins 


11  Minerals  and 
Trace  Elements 
All  in  One  Capsule 


Vi  terra 


J.  B.  ROERIG  AND  COMPANY 

536  LAKE  SHORE  OR.,  CHICAGO  II.  ILLINOIS 


Vitamin  A 5,000  U.  S.  P.  Units 

Vitamin  D 500  U.S.  P.  Units 

Vitamin  B12 1 meg. 

Thiamine  Hydrochloride. ...  3 mg. 

Riboflavin 3 mg. 

Pyridoxine  Hydrochloride.  0.5  mg. 

Niacinamide 25  mg. 

Ascorbic  Acid 50  mg. 

Calcium  Pantothenate 5 mg. 

MixedTocopherols(TypelV)  5 mg. 

Calcium 213  mg. 

Cobalt 0.1  mg. 

Copper 1 mg. 

Iodine 0.15  mg. 

Iron 10  mg. 

Manganese 1 mg. 

Magnesium 6 mg. 

Molybdenum 0.2  mg. 

Phosphorus 165  mg. 

Potassium 5 mg. 

Zinc 1-2  mg. 
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Editorials 


Improved  Health  Outlook  for  the  Aged 


The  increase  of  life  expectancy  in  this 
country  in  the  last  fifty  years  has  been  a 
notable  achievement  to  which  the  medical 
profession  can  point  with  pride.  While 
much  of  the  credit  belongs  to  medical 
science,  engineering  and  allied  professions 
have  aided  significantly. 

Reductions  in  mortality  at  the  earlier  age 
groups  marked  the  beginnings  of  the  im- 
provement in  life  expectancy,  for  which  the 
pediatricians  were  to  a great  extent  responsi- 
ble. Now  it  appears  that  spectacular  re- 
ductions in  mortality  at  the  earlier  ages  of 
life  have  tended  to  obscure  the  appreciable 
improvement  that  has  occurred  in  old  age.1 
In  less  than  twenty  years,  from  1930  to 
1949,  the  death  rate  for  white  women  in  the 
United  States  fell  25  per  cent  at  ages  sixty- 
five  to  seventy-four  years  and  20  per  cent 
at  seventy-five  to  eighty-four  years.  Al- 
though the  record  is  not  so  favorable  for 

1 Statistical  Bulletin,  Metropolitan  Life  Insurance  Co., 
July,  1952,  p.  3. 


white  men  at  the  advanced  ages,  the  de- 
creases in  mortality  among  them  have  been 

far  from  negligible Particularly 

significant  is  the  fact  that  in  each  sex 
virtually  all  the  gains  have  been  made  since 
1936 — that  is,  in  the  period  immediately 
following  the  introduction  and  development 
of  the  sulfa  drugs  and  subsequently  of  the 
antibiotics. 

It  would  thus  seem  that  our  elderly 
citizens  may  achieve  greater  life  expectancy 
by  virtue  of  antibiotics,  a seeming  contra- 
diction in  terms.  But,  according  to  the 
Bulletin,  it  appears  likely  that  further 
progress  will  be  made  in  reducing  the  gen- 
eral death  rate  among  the  aged  in  our 
country.  For  one  thing,  the  control  already 
achieved  over  the  infectious  diseases  en- 
sures that  in  the  years  to  come  a decreasing 
proportion  of  people  entering  the  older  ages 
will  have  serious  organic  impairments  of 
infectious  origin.  At  the  same  time,  medi- 
cal care  and  public  health  facilities  are 
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improving  in  quality  and  are  spreading 
into  all  areas  of  the  country;  official  and 
private  health  agencies  are  giving  added 
support  to  health  education,  community 
programs,  and  medical  research,  and  the 
rapid  growth  of  voluntary  hospital,  surgical, 
and  medical  care  insurance  is  encouraging 
larger  numbers  of  people  to  give  early  atten- 
tion to  their  ailments,  when  they  are  gen- 
erally most  amenable  to  treatment. 

All  these  developments  will  help  men  and 
women  to  survive  to  extreme  old  age. 
This  means,  of  course,  that  the  problems  of 
our  aging  population  will  become  more 
intensive  and  challenging. 

The  prospect  at  once  raises  the  question 
of  our  present  rather  unrealistic  approach 
to  the  employment  possibilities  for  our 
elderly  citizens.  As  this  group  increases 
in  number,  the  burden  of  their  support  will 
necessarily  fall  on  the  shoulders  of  the 


young,  the  productive,  employed  fraction 
of  the  population.  Assuming  a higher 
level  of  health  for  the  aged  group  together 
with  increased  longevity  in  the  future,  can 
we  rely  on  industrial  and  trade  expansion 
alone  to  carry  the  burden?  Of  course, 
with  the  necessarily  higher  taxation  and  a 
program  of  “austerity”  as  a corollary? 

Increased  length  of  life  without  an  ob- 
jective seems  a sterile  prospect  little  suited 
to  the  enjoyment  of  “liberty  and  the  pur- 
suit of  happiness”  as  conceived  by  the 
founders  of  this  nation.  Recreation  pro- 
grams alone,  although  valuable,  should  be 
held  to  their  place  and  function  as  adjuncts 
to  productive  work  within  the  capacity  of 
the  individual  to  perform  it.  This  seems 
to  be  at  least  a partial  solution  to  some  of 
the  problems  of  our  aging  population  who, 
in  passing,  do  not  lose  their  franchise  at 
age  sixty. 


Current  Editorial  Comment 


Classification  of  Occupations  in  England, 

VVe  are  indebted  to  The  Lancet  for  the  follow- 
ing item.1  It  may  be  seen  that  difficulties 
beset  our  overseas  colleagues  to  an  extent 
not  hitherto  generally  realized  here.  Says  a 
puzzled  correspondent  of  our  esteemed  con- 
temporary publication: 

I have  been  working  with  that  enthralling 
but  tantalising  publication,  the  Registrar- 
General’s  Classification  of  Occupations,  which 
tells  us  every  occupation  followed  in  Great 
Britain  and  its  social  class.  In  1950  there  were 
something  like  36,000  separate  occupations, 
many  of  them  with  names  which  delight  the 
ear  but  leave  one  no  wiser  regarding  their  na- 
ture. What,  for  instance,  is  a Trolloper,  a 
Whammeller,  a Nidger,  a Jumbler,  or  a Woffler? 
WTiat  are  the  precise  functions  of  a Coussie 
Runner,  a Dook  Footer,  or  a Scotchman? 
What  is  the  daily  work  of  a Buttocker,  an  Im- 
pregnator,  a Pipe  Doctor,  or  a Motion  Minder? 
Can  Fossil  Sorters  and  Colorado  Beetle  Opera- 
tors, Snow  Removers,  and  Cone  Collectors 
really  be  occupied  full  time?  How  does  one  tell 
a Flat  Walker  from  a Walk  Flatter?  Is  a Betty 
Dod  Mangier  a rival  of  a Tommy  Dodd 
Mangier?  Which  is  the  healthiest  occupation, 
a Masticator  (Heavy  Chemicals),  a Final 


Viewer  of  Bullets,  or  a Night  Smoker?  Would 
a Crow  Picker  or  a Table  Splitter  be  a nice  man 
to  know?  How  about  the  legality  of  working 
as  a Skull  Breaker,  an  Underhand  Busheller,  a 
Swinger,  a Slosher,  a Lyncher,  or  a Highway- 
man? We  need  not  inquire  further  about 
Mediaeval  Furniture  Makers.  Is  the  average 
Joy  Loader  as  happy  as  Nature  intended? 
Perhaps  only  when  he  forgathers  at  the  local 
with  the  Bogie  Man  and  the  Pom  Pom  Man. 
Suppose  my  favourite  godson  wants  to  be  a 
Spitter;  should  I encourage  him,  to  give  us 
some  influence  in  the  food  trade?  Or  will  he 
spit  in  my  eye  when  he  grows  up  for  not  urging 
the  counterattractions  of  the  life  of  a Creeper 
Lad,  an  Idle  Back  Maker,  a Sagger  Wad  Pug- 
man,  or  a Fish  Eater  Bolster  Stamper? 

It  is  all  very  difficult.  True,  I have  learnt 
that  a Drawing  Mistress  is  employed  in  the 
manufacture  of  canvas,  that  a Last  Remover  is 
not  an  undertaker  but  something  in  the  leather 
trade;  and  that  a Stump  Extractor  is  not  what 
you  think  at  all.  But  I wish  the  Registrar- 
General  would  put  us  still  further  in  his  debt  by 
producing  a Dictionary  of  Occupations.  Then 
I could  find  out  whether  a Bar  Reeler  will  be 
the  best  part-time  job  for  me  when  I retire. 

One  solution  which  we  offer  gratis  to  our 
unknown  colleague’s  ultimate  quandary: 
Don’t  retire. 


' May  3,  1-952. 
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The  Economics  of  Hospital-Professional  Relations 

The  physician  is  only  one  part  of  the  medical-social  whole. 
He  cannot  alone  determine  his  destiny.  He  is  confronted  on 
all  sides  by  groups  intent  upon  some  objective,  usually  a 
worthy  social  one,  which  involves  shifting  of  physicians  from 
individual  private  practice  to  a position  of  being  retained  by 
some  agency  rather  than  by  individual  patients. 

One  such  agency,  and  certainly  the  last  one  which  would 
do  the  physician  any  harm,  is  the  hospital,  particularly 
the  hospital  which  is  an  integral  part  of  a medical  school. 
Nevertheless,  there  are  a great  many  complaints  being  voiced 
by  physicians  that  these  agencies  are  “practicing  medicine” 
and  thereby  interfering  with  the  normal  economic  progress 
of  those  physicians  who  practice  in  the  immediate  vicinity  of 
such  institutions. 

The  physician  who  is  really  dedicated  to  his  professional 
work  profits  economically  by  working  in  the  vicinity  of  a 
medical  school  or  a hospital  because  of  the  remarkable  op- 
portunities furnished  him  by  those  institutions,  whether  he 
is  officially  connected  with  them  or  not,  constantly  to  improve 
his  diagnostic  and  therapeutic  technics  and  to  acquire  a sound 
philosophic  point  of  view  of  his  mission  in  life.  It  would  be  a great  mistake  not  to  recognize 
and  evaluate  these  positive  values  in  any  consideration  of  hospital-professional  relations. 

In  our  own  State,  by  certain  actions  of  the  House  of  Delegates,  it  is  manifest  that  a 
strong  effort  is  being  made  to  prevent  hospital  practice  of  medicine,  to  make  it  impossible 
for  any  hospital  to  retain  doctors  as  agents  to  render  service  to  patients  from  whom  the 
hospital  collects  fees  for  the  services  rendered.  There  are  two  principal  reasons  lying  behind 
this  movement.  One  is  to  do  everything  possible  to  retain  the  individual  private  practice 
of  medicine  for  all  people  in  a position  to  pay  for  it.  The  other  is  to  do  everything  possible 
to  prevent  “exploitation”  of  the  physician  whose  work  is  entirely  inside  the  hospital.  It  is 
an  attempt  to  enable  the  hospital  specialist  to  retain  his  individual  independence.  Whether 
this  type  of  economic  relationship  is  in  conformity  with  the  ethical  code  is  in  controversy, 
but  there  is  no  question  about  its  being,  in  some  instances  at  any  rate,  a matter  of  economic 
importance  to  the  hospital  specialist. 

What  is  feared  is  the  power  inherent  in  the  law  which  places  full  responsibility  for  hos- 
pital policy  and  management  in  the  hands  of  boards  of  directors  which  see  to  it  that,  with 
astonishingly  few  exceptions,  there  are  no  doctors  on  the  board.  It  is  not  lay  control  of,  or 
even  intervention  in  professional  decisions  that  is  feared  but  replacement  of  private  practice 
with  its  individual  business  relationships  between  doctors  and  patients  by  hospital-controlled 
distribution  of  medical  care.  We  are  assured  by  board  members  and  hospital  administrators 
that  they  have  no  thought  of  expanding  their  chartered  function  to  care  for  the  sick,  to  the 
extent  of  control  of  medical  practice.  It  seems  almost  ridiculous  to  think  that  hospital 
boards  would  want  to  take  on  any  such  responsibility,  but  is  it  not  equally  ridiculous  for  a 
lay  group  to  have  complete  control  of  a professional  institution?  The  practitioner’s  fear  of 
the  inherent  tendency  on  the  part  of  any  agency  to  expand  its  power,  a tendency  often  quite 
unstudied  by  the  individuals  concerned,  is  natural  and  excusable. 

The  practitioner  is  apt  to  look  upon  institutional  specialists  as  the  beginnings  of  such  an 
aggrandizement  by  hospitals  which,  if  carried  through  to  its  possible  end,  might  be  little 
different  from  socialized  medicine,  except  insofar  as  the  individuals  on  hospital  boards 
might  well  be  less  actuated  by  power  motives  than  are  some  politicians.  The  experienced 
private  practitioner  more  than  the  neophyte  is  aware  of  the  value  to  the  public  of  retention 
of  individual  private  practice.  At  present  he  is  so  sensitized  to  the  evils  inherent  in  mass 
control  of  practice  that  he  is  somewhat  blind  to  the  advantages  inherent  in  full-time  hospital 
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practice  by  laboratory  specialists.  He  recognizes  that  such  practice  makes  for  efficiency 
and  better  medical  care  to  the  hospital  patient,  but  he  fears  that  it  is  the  entering  wedge  of  a 
system  to  include  clinical  care  both  inside  and  outside  of  the  hospital. 

I hold  no  brief  for  the  proprietary  hospital  or  heavily  endowed  hospital  which  hires  an 
entire  hospital  staff  for  the  purpose  of  rendering  complete  hospital  medical  care,  but  I see 
no  danger  that  even  this  will  ever  interfere  much  with  the  private  practice  of  medicine. 
Government  hospitals  established  for  specific  purposes  do  not  enter  the  discussion.  Neither 
do  I see  any  reason  why  the  voluntary  hospital  is  justified  in  hiring  clinical  practitioners  to 
serve  within  the  hospital  or  outside  of  it  except  insofar  as  is  necessary  to  carry  on  an  educa- 
tional program. 

But  before  medicine  tries  to  dictate  that  no  hospital  shall  retain  the  services  of  a 
pathologist,  a radiologist,  an  anesthesiologist,  an  electrocardiologist,  or  a physiatrist  when 
it  collects  fees  from  patients  for  services  rendered  to  them  bjr  such  specialists,  there  are 
many  economic  facts  which  must  be  given  due  consideration. 

In  this  discussion  the  word  “exploitation”  will  frequently  be  used.  It  will  be  used  in  its 
economic  sense  of  depriving  an  individual  of  something  he  has  earned.  The  word  “profit” 
will  be  used  in  the  meaning  of  excess  of  income  over  expenses  involved  in  getting  that  in- 
come. Voluntary  hospitals  do  not  make  a profit.  If  ever  they  get  out  of  the  red  for  any 
extended  period  they  must  reduce  charges.  They  are  chartered  by  the  state  as  nonprofit 
membership  corporations  to  care  for  the  sick,  which  includes  the  training  of  individuals  to 
carry  out  that  function.  The  hospital  has  to  look  at  all  of  its  work  as  a service  to  humanity. 
Some  parts  of  that  service  are  better  than  self-supporting.  Some  parts  are  entirely  dependent 
upon  outside  support.  Some  enjoy  limited  income  but  have  expenses  in  excess  of  receipts. 
All  of  these  services  are  inextricably  interwoven  to  make  up  the  institution’s  humanitarian 
service. 

It  is  not  reasonable  to  conclude  that  to  prevent  exploitation  of  hospital  specialists  each 
department  must  be  run  on  a balanced  budget.  There  are  other  ways  to  prevent  exploita- 
tion. In  industry  and  merchandising  some  departments  are  run  at  a loss  and  carried  along 
by  other  profit-making  departments.  We  do  not  think  of  those  working  in  the  profit-making 
departments  as  being  exploited.  Where  the  end  product  is  humanitarian  service,  where  there 
is  no  such  thing  as  monetary  profit  to  any  individual,  how  can  one  conclude  that,  if  one  de- 
partment which  can  make  money  helps  out  another  department  which  cannot  meet  ex- 
penses, always  those  working  in  financially  successful  departments  are  being  exploited? 

In  the  first  place  profit  alone  is  not  synonymous  with  exploitation.  Industry  employs 
salaried  physicians  to  run  its  medical  bureaus  because  it  is  profitable.  The  profit  lies  in  time 
spent  by  employes  going  to  the  doctor,  profit  involved  in  hiring  doctors  and  nurses  on  a 
salary  basis  for  less  than  it  costs  in  fees  to  individual  practitioners,  profit  in  employe  satis- 
faction in  his  employment  because  of  the  many  little  medical  advices  and  services  rendered 
by  the  company  doctors — services  which  do  not  come  under  the  compensation  law,  services 
for  which  the  employe  pays  nothing  in  time  or  money.  Such  services  are  really  a part  of  the 
employe’s  wages.  Hospital  and  medical  care  has  been  held  by  the  courts  to  be  a part  of  wages, 
properly  subjected  to  collective  bargaining  by  unions  and  employers.  If  there  were  no  profit 
in  it  industry  would  not  be  hiring  doctors.  Medicine  has  accepted  such  hidden  profits  as 
proper  and  says  nothing  about  exploitation  of  doctors  who  make  such  profits  possible.  It  is 
hard  to  see  how  profit  alone  constitutes  exploitation. 

The  profit  to  industry  made  by  physicians  working  on  a salary  constitutes  a small  by- 
product in  that  health  service  is  not  the  real  business  of  industry,  health  service  is  not  what 
industry  sells.  Nevertheless,  profit  obtained  from  what  the  industry  does  make  or  sell  is  de- 
pendent to  a very  large  degree  upon  the  efficiency  of  employed  personnel  whose  wages  con- 
stitute the  largest  factor  in  costs.  Health  of  the  wage  earner  can  easily  be  considered  as  a 
very  important  part  of  the  real  business  of  any  industry. 

If  one  attempts  to  eliminate  all  profit  to  the  hospital  from  a successful  department 
some  very  embarrassing  situations  arise.  If  the  head  of  a hospital  department  receives  all  of 
the  fees  from  patients,  he  could  and  sometimes  does  underpay  his  staff  and  keep  for  himself 
an  income  entirely  out  of  proportion  to  that  possible  to  any  fellow  specialist  who  does  not 
enjoy  his  noncompetitive  position.  It  is  an  inescapable  fact  that  the  hospital  specialist 
enjoys  a pre-established  practice  which  is  conducted  on  a mass  basis. 
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If,  to  eliminate  departmental  profit,  the  fees  to  patients  are  reduced  to  a balanced  budget 
level,  so  much  of  the  work  of  a community  would  be  done  in  the  hospital  that  the  private 
practitioner  would  really  be  in  economic  trouble.  Hospital  fees  and  outside  fees  for  labora- 
tory services  have  to  be  about  the  same.  We  all  need  the  services  of  these  hospital  special- 
ists for  our  hospital  patients.  It  is  such  a convenience  to  be  able  to  go  over  with  the 
specialist  the  conditions  of  our  in-hospital  and  outside  patients  at  one  place  and  time  that 
attempts  to  show  the  practitioner  the  wisdom  of  supporting  the  private  practitioner  rather 
than  the  hospital  specialist  have  to  be  made  over  and  over  and  without  complete  success. 
If  the  fees  for  services  in  hospital  where  work  is  done  on  a mass  basis  were  reduced  as  low  as 
they  could  be  without  financial  loss  in  the  department,  no  progress  whatever  could  be  made 
toward  gaining  support  for  the  outside  practitioner. 

To  limit  the  profit  which  is  possible  to  an  individual  who  enjoys  a monopoly  provided 
by  virtue  of  his  working  in  a noncompetitive  position  on  a mass  production  basis  can  hardly 
be  called  exploitation.  In  fact,  to  give  him  all  of  that  profit  means  that  he  isn’t  paying  any- 
thing for  his  monopoly. 

This  must  not  be  construed  as  argument  against  investigation  and  correction  of  con- 
ditions where  hospitals  do  exploit  institutional  specialists  for  financial  profit.  Profit  alone, 
however,  does  not  constitute  exploitation,  a condition  which  can  hardly  be  defined  in 
general  terms.  The  specialist  might  receive  $25,000  net  and  be  exploited.  He  might  re- 
ceive $15,000  and  not  be  exploited.  That  depends  upon  the  size  of  the  community,  upon  the 
mean  of  professional  income  and  the  mean  of  income  in  his  specialty  in  the  community,  upon 
the  income  of  other  hospital  specialists  in  the  same  hospital,  upon  the  income  of  other 
specialists  of  the  same  category  in  comparable  hospitals  in  the  same  or  similar  regions,  upon 
the  particular  qualifications  of  the  specialist  involved,  upon  whether  he  carries  a heavy 
teaching  and  research  schedule  in  addition  to  patient  care,  upon  how  much  is  left  after  ex- 
penses of  the  department  are  met,  upon  the  quality  of  the  environment  in  which  he  works 
and  the  adequacy  of  equipment  and  auxiliary  personnel. 

There  is  danger  that  the  specialist  limited  to  hospital  work  may  lose  his  independence 
to  the  authority  of  governing  boards  and  administrators  if  he  sells  his  services  to  them 
rather  than  to  individuals  receiving  them.  It  is  necessary  for  the  profession  to  fight  that 
tendency,  but  it  is  an  economic  battle  rather  than  an  application  of  ethical  principle.  It  is 
a battle  to  be  fought  where  exploitation  exists  rather  than  by  an  ethical  attack  upon  all 
hospital  specialists,  many  of  whom  are  entirely  happy  about  their  working  arrangements, 
and  some  of  whom  for  a multiplicity  of  minor  reasons,  chiefly  personality  defects,  don’t  get 
along  well  with  either  the  staff  or  the  administration. 

Wherever  a physician  working  for  a voluntary  hospital  thinks  he  is  being  exploited,  let 
us  go  to  work  with  the  system  outlined  in  the  “Guides  for  Conduct  of  Physicians  in  Rela- 
tionships with  Institutions,”  published  by  the  A.M.A.  in  December,  1951.  Let  us  ascertain 
if  he  is  being  exploited  and,  if  so,  do  our  utmost  to  correct  that  situation.  But  let  us  not 
expect ’governing  boards  or  the  public  to  see  any  determining  force  in  a statement  that  “A 
physician  should  not  dispose  of  his  professional  attainments  or  services  to  any  hospital 

under  terms  or  conditions  which  permit  the  sale  of  the  services  of  that  physician 

by  such  an  agency  for  a fee”  “because  it  is  unethical”  and  “beneath  professional  dignity.” 
Let  us  attack  with  a reasonableness  which  enables  us  to  discern  the  differences  inherent  in 
individual  practitioners  and  existing  in  different  communities  rather  than  by  the  uni- 
versality of  the  closed  shop  method  which  fails  to  recognize  the  only  finite  source  of  social 
progress — freedom  to  exercise  individual  imagination  and  intelligence.  Let  us  not  deny 
every  hospital  specialist  an  ethical  standing  in  medicine  just  because  he  works  for  a hospital 
which  collects  fees  for  his  services  rendered.  Let  us  meet  bad  conditions  of  employment, 
where  they  exist,  in  a business-like  manner,  dealing  with  facts  and  specific  offenders,  rather 
than  by  marching  around  the  town  bearing  baby-blue  escutcheons  emblazoned  in  gold, [No 
doctor  is  ethical  who  works  for  a hospital  which  collects  fees  for  his  services  rendered.  It  is  be- 
neath professional  dignity. 
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THE  need  for  earlier  diagnosis  of  lym- 
phoid tumors  has  become  more  evident 
in  the  experience,  particularly,  of  the  past 
decade.  Data  from  several  sources  show 
the  possibility  of  long  control,  if  not  cure, 
of  some  cases.  The  usual  existence  of 
several  measurable  signs  such  as  size  of 
nodes,  spleen,  and  liver,  the  blood  and 
marrow  changes,  lesions  shown  by  x-rays, 
and  fever  has  given  these  diseases  greater 
prominence  in  oncology  as  good  test  objects 
for  trials  of  new  constitutional  agents  against 
cancer.  The  demonstrated  greater  sensi- 
tivity of  these  diseases  as  compared  to  most 
forms  of  cancer,  to  some  of  the  constitu- 
tional agents,  has  meant  a considerable 
expansion  of  the  therapeutic  possibilities  for 
them.  Hence,  a shift  from  an  attitude  of 
therapeutic  nihilism  or  of  expecting  only 
minimal  palliation  to  one  of  hopeful  yet 
judicious  aggressiveness  and  continued  at- 
tention for  patients  suffering  from  these 
diseases  is  now  not  only  fully  justified 
but  obligatory.  The  hopeful  approach  na- 
turally includes  alertness  for  earliest  possible 
diagnosis. 

Tumors  of  lymphoid  derivation  are  with 
few  exceptions  malignant  or  potentially 
malignant  in  the  sense  that  they  can  pro- 


gress to  a more  or  less  generalized  lethal 
stage.  They  include  the  various  diseases 
commonly  grouped  under  the  heading  of 
malignant  lymphoma  and  include  also 
lymphocytic  leukemia.  Other  conditions 
which  may  be  somewhat  loosely  considered 
in  this  general  category  are  plasmacytoma, 
plasma  cell  myeloma  and  plasma  cell  leu- 
kemia, the  Schilling  type  of  monocytic 
leukemia,  and  the  nonlipoid  reticuloendothe- 
lioses.  This  discussion  will  be  limited  to  the 
malignant  lymphomas  and  lymphocytic 
leukemia. 

The  malignant  lymphomas  are  considered 
as  including  Hodgkin’s  disease,  the  sub- 
classes of  lymphosarcoma  (follicular,  lym- 
phocytic, and  reticulum  cell  sarcoma), 
and  mycosis  fungoides.  Any  of  the  lym- 
phosarcomas may  develop  a blood  picture  of 
lymphocytic  leukemia,  chronic  or  acute. 

Three  prerequisites  stand  out  as  essential 
for  progress  in  achieving  earliest  possible 
diagnosis  of  this  complex  group  of  neo- 
plasms: (1)  a high  index  of  suspicion  on  the 
part  of  the  first  physician  consulted  by  the 
patient,  as  with  any  form  of  cancer;  (2)  a 
belief  in  the  possibility  of  accomplishing 
something  worth-while  for  the  patient  who 
has  one  of  these  diseases,  a belief  that  should 
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now  be  amply  supported  by  evidence  from 
many  clinics;  (3)  competent  hematologic 
and  histopathologic  aid  and,  in  certain  cases, 
competent  roentgenologic  aid. 

Since  these  diseases  are  derived  from  lym- 
phoid tissue,  it  follows  that  in  many  cases, 
with  the  exception  of  mycosis  fungoides,  the 
first  evidence  of  which  the  patient  becomes 
aware  is  the  enlargement  of  a lymph  node 
or  nodes  somewhere.  Any  enlarged  lymph 
node  demands  an  investigation  and  should 
not  be  lightly  dismissed  as  inflammatory, 
and  probably  transitory,  unless  good  evi- 
dence of  a source  of  infection  within  its 
drainage  territory  can  be  found.  Certainly 
the  persistence  of  enlargement  of  a node  or 
nodes  longer  than  three  weeks  should  be 
ample  cause  for  a complete  investigation. 
Such  investigation  should  include  a complete 
history  and  physical  examination,  searching 
for  all  evidence  of  the  possible  existence  of 
disease  elsewhere  to  correlate  with  that 
which  the  patient  has  presented.  Too 
often  neglect  of  a complete  blood  count  has 
delayed  a diagnosis  of  leukemia  or  of  an 
anemic  state  that  should  have  been  further 
reason  for  complete  study  of  the  patient. 
Thorough  investigation  of  the  sources  of 
drainage  to  the  node  in  question,  (for  ex- 
ample, nasopharynx,  tonsils,  and  adjacent 
regions  for  a possible  primary  lymphosar- 
coma in  a case  presenting  an  enlarged  node 
in  the  upper  cervical  region),  biopsy  of  the 
primary  tumor  if  one  is  found,  or,  if  no  pri- 
mary lesion  is  found,  a biopsy,  without 
crushing,  of  the  node  in  question  and  sub- 
mission of  the  biopsy,  properly  fixed,  to  the 
pathologist — these  are  indispensable  steps. 

It  should  be  emphasized  that  the  first 
biopsy  in  a case  that  later  proves  to  be  one  of 
malignant  lymphoma  may  be  misleading, 
being  interpreted  as  benign,  often  as  a 
hyperplastic  node,  chronic  lymphadenitis, 
or  perhaps  as  sarcoid,  or  resembling  derma- 
topathic  lymphadenitis.  Without  a high 
index  of  suspicion,  such  a report  may  be 
fully  accepted  and  may  lead  to  unwarranted 
procrastination  in  seeking  to  prove  the  diag- 
nosis, when  other  biopsy  material  remains 
available.  When  more  than  one  node  is 
accessible  for  biopsy  it  is  important  to  choose 
one  which,  on  the  basis  of  the  history  of 
duration  of  the  various  nodes  and  their 
physical  characteristics,  seems  likely  to  be 
representative,  rather  than  to  select  one 
which  is  small,  on  the  periphery,  and  perhaps 
easier  to  remove,  with  less  disfigurement. 
In  general  it  is  preferable  not  to  select  an 
inguinal  or  femoral  node,  if  any  other  that 
seems  significant  is  available,  because  the 


groin  nodes  may  have  been  so  altered  by 
past  insults  from  lesions  such  as  epidermo- 
phytosis on  the  lower  extremities  that  inter- 
pretation of  them  may  be  difficult. 

There  are,  of  course,  cases  of  malignant 
lymphoma  in  which  early  diagnosis  cannot 
be  made  by  biopsy.  These  include  the  ones 
in  which  the  only  node  available  fails  to 
show  a diagnostic  pattern,  the  ones  with 
obscure  internal  disease  offering  no  accessible 
biopsy  material,  and  a very  few  in  which, 
despite  several  available  biopsy  sites,  all 
early  biopsies  fail  to  show  characteristic 
patterns.  There  are  relatively  few  cases, 
however,  in  which  biopsy  is  so  inconclusive, 
inaccessible,  or  hazardous  that  one  is  justified 
in  proceeding  with  treatment  without  proof 
of  diagnosis  and  solely  on  a clinical  guess. 

Enlargement  of  external  lymph  nodes, 
although  in  many  cases  the  first  objective 
evidence  of  a tumor  of  lymphoid  origin, 
is  by  no  means  to  be  expected  routinely. 
In  mycosis  fungoides  the  disease  is  charac- 
teristically a cutaneous  one  in  the  beginning. 
It  may  assume  the  form  of  a more  or  less 
diffuse  change  of  the  skin  to  a thickened, 
red.  dry,  scaly  state,  or  the  appearance 
of  tumor-like  thickenings  growing  here  and 
there  in  what  looks  like  chronic  eczema  or 
psoriasis,  or  the  appearance  of  similar  raised 
red  tumor-like  plaques  on  an  apparently 
normal  skin  (mycosis  fungoides  d’emblee) . 

Lymphosarcoma  may  first  show  itself  as  a 
single,  slightly  thickened,  pink  or  purplish 
plaque  on  the  skin,  particularly  of  the  scalp 
in  young  adults. 

Some  of  the  lymphomas  appearing  about 
the  orbit,  as  subconjunctival  infiltrations  or 
infiltrations  in  or  about  the  lacrimal  gland, 
and  which,  on  biopsy,  may  be  regarded  as 
benign,  have  been  the  first  signs  of  a process 
making  itself  known  within  a few  months  or 
years  as  a generalizing  lymphosarcoma. 

Reticulum  cell  sarcoma  may  appear  first  in 
a bone,  especially  a long  bone  in  the  region  of 
the  metaphysis,  causing  local  pain  and  ten- 
derness and  in  the  earliest  stages  showing 
only  patchy  areas  of  osteolysis  on  the  roent- 
genogram. It  is  diagnosable  only  by  biopsy. 

Lymphosarcoma  of  the  tonsil  may  readily 
be  overlooked,  as  it  may  present  at  first  as  a 
painless,  smooth,  rubbery,  nonulcerated  en- 
largement of  a tonsil. 

A single  firm  lump  in  a woman’s  breast 
may  not  be  a cyst,  fibroadenoma,  or  carci- 
noma but  may  be  the  first  evidence  of  a lym- 
phosarcoma. 

In  the  gastrointestinal  tract  a lesion  that 
looks  like  ulcer  or  carcinoma  may  prove  to  be 
a malignant  lymphoma,  and  there  are 
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records  of  long  survivals  following  resection 
of  apparently  primary  lymphosarcoma  or 
Hodgkin’s  disease  of  stomach  or  bowel. 

Simulation  of  goiter  or  even,  clinically, 
of  cancer  of  the  thyroid  by  malignant  lym- 
phoma growing  about  or  in  the  thyroid 
region,  usually  as  part  of  a superior  medias- 
tinal lesion,  is  fairly  common.  Careful 
palpation  of  the  mass  in  the  thyroid  region, 
together  with  chest  roentgenograms,  will 
usually  indicate  the  likelihood  that  the  mass 
is  not  of  thyroid  origin. 

Symptoms  of  mediastinal  disease,  such  as 
a sense  of  substernal  pressure,  fullness  at  the 
base  of  the  neck,  puffiness  of  the  eyes  or 
face  on  arising,  cough,  wheezing,  and  dysp- 
nea, may  indicate,  among  other  conditions, 
the  presence  of  a mediastinal  tumor  which 
may  be  Hodgkin’s  disease  or  lympho- 
sarcoma. Besides  thorough  roentgen  study 
with  fluoroscopy,  posteroanterior  and 
straight  lateral  films,  and,  if  necessary, 
oblique  films  and  tomograms,  it  is  important 
to  search  carefully  for  a significant  node 
that  may  be  biopsied,  so  as  to  avoid  the 
need  for  thoracotomy  to  establish  the  diag- 
nosis. Such  a node  may  be  found  deep  at 
the  base  of  the  neck,  in  the  left  or  right 
“signal  node”  position,  between  the  two 
lower  insertions  of  the  sternocleidomastoid 
muscle,  somewhat  behind  the  clavicle,  and 
may  best  be  felt  by  gentle  palpation. 

While  the  preceding  descriptions  cover 
some  of  the  main  ways  in  which  malignant 
lymphomas  may  first  make  their  appearance, 
a high  index  of  suspicion  will  keep  the  possi- 
bility of  malignant  lymphoma  in  mind  in 
many  other  situations.  Since  these  diseases 
may  arise  wherever  lymphoid  tissue  occurs, 
there  are  many  bizarre  guises  under  which 
they  can  appear.  Examples  of  such  unusual 
modes  of  onset  are  simulation  of  appendicitis 
by  abdominal  malignant  lymphoma,  simula- 
tion of  ulcer  or  cancer  of  the  gastrointestinal 
tract,  obstructive  jaundice  caused  by  lym- 
phoma about  the  biliary  duct  system,  simu- 
lation of  cardiac  malformation  by  a medias- 
tinal mass,  and  onset  with  symptoms  of  a 
spinal  cord  tumor. 

Lymphocytic  leukemia  is  not  diagnosable, 
strictly  speaking,  in  its  earliest  stage,  since, 
by  definition,  it  must  be  recognizable  in 
blood  at  least,  if  not  in  marrow,  before  a 
diagnosis  can  be  made,  and  hence  has  al- 
ready become  a generalized  disease.  The 
only  way  to  discover  lymphocytic  leukemia 
as  early  as  possible  is  by  a differential  blood 
count.  The  total  white  cell  count  need  not 
be  elevated;  in  fact,  it  may  be  well  below 
normal. 


While,  usually,  by  the  time  a diagnosis  of 
chronic  lymphocytic  leukemia  is  made,  the 
patient  presents  a more  or  less  symmetric 
enlargement  of  soft  to  firm  discrete  periph- 
eral lymph  nodes  and  some  degree  of 
hepatosplenomegaly,  there  are  occasional 
cases  lacking  any  evidence  of  enlargement 
of  nodes,  spleen,  or  liver  for  a considerable 
time  after  onset.  The  writer  has  seen  one 
case  in  which  ten  years  elapsed  following  the 
diagnosis  before  any  enlargement  of  spleen, 
liver,  or  nodes  became  perceptible.  In 
other,  relatively  rare  cases,  the  splenic  en- 
largement may  be  so  great,  accompanied 
by  little  or  no  nodal  enlargement,  that  one 
would  expect  to  find  the  leukemia  to  be  of 
the  myelocytic  type.  Given  a patient  with 
the  total  white  cell  count  at  about  normal 
or  below  normal,  with  the  differential  count 
showing  only  50  to  75  per  cent  small  lym- 
phocytes, the  marrow  puncture  revealing 
no  more  lymphocytes  than  one  might  expect 
as  a result  of  the  unavoidable  admixture  of 
peripheral  blood,  and  with  no  perceptible 
enlargement  of  liver,  spleen,  or  nodes,  the 
differential  diagnosis  between  a benign  lym- 
phocytosis and  true  leukemia  becomes  a 
matter  of  further  study  and  may  not  be 
resolvable  without  prolonged  observation. 

Acute  leukemia,  more  common  in  children 
and  young  adults,  may  occur  at  any  age, 
usually  with  more  or  less  acute  or  subacute 
symptoms,  and  with  or  without  enlargement 
of  nodes,  spleen,  and  liver.  In  children 
the  onset  is  often  masked  as  a poor  recovery 
from  some  acute  childhood  disease.  In 
adults  it  may  represent  a transition  from  a 
previously  unrecognized  chronic  leukemia. 
One  should  be  skeptical  of  a diagnosis  of 
acute  lymphocytic  leukemia  in  a person  of 
middle  or  advanced  age,  the  likelihood  being 
that  the  leukemia  is  actually  of  the  mvelo- 
blastic  type,  and  the  confusion  arises  from 
the  resemblance  of  small  myeloblasts  to 
lymphoid  forms.  In  the  leukopenic  forms 
in  which  a good  differential  count  is  difficult, 
rapid  preparation  of  a leukocytic  cream 
together  with  study  of  the  marrow  will 
usually  solve  the  problem  of  diagnosis. 

Although  no  form  of  leukemia  is  curable 
by  present  methods,  the  possibility  of  effec- 
tive palliation  and  prolongation  of  survival 
has  been  greatly  enhanced  in  recent  years 
by  the  additions  to  therapeutic  agents. 
For  the  malignant  lymphomas  the  concept 
of  unicentric  origin  and  aggressive  treatment 
of  the  earliest  regionally  confined  disease  has 
seemed  capable  of  bringing  the  reward 
of  greatly  improved  control,  if  not  cure. 

1 lence  t he  plea  for  earliest  possible  diagnosis. 
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From  among  all  antibiotics , 
Ophthalmologists  often  choose 
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because 

Aureomycin  penetrates  the  ocular  tis- 
sues and  fluids,  after  passing  the  blood- 
aqueous  barrier. 

Aureomvcin  in  0.5%  solution  is 
well  tolerated  by  the  conjunctiva. 

Aureomycin  may  be  used  locally 
in  appropriate  solution;  or  by  mouth; 
or,  in  emergency,  intravenously;  or 
by  a combined  approach,  depending 
upon  the  seriousness  of  the  infection. 

Aureomycin  has  proved  of  value 
in  a number  of  ocular  infections  in 
which  other  remedies  have  failed. 

Aureomycin  has  been  reported  to 
be  effective  against  susceptible  organ- 
isms in  the  following  conditions  com- 
monly seen  by  ophthalmologists: 
Blepharitis 
Conjunctivitis 
Dendritic  Keratitis 
Epidemic  Keratoconjunctivitis 
Episcleritis 
Periorbital  Infection 
Acute  Trachoma 
Uveitis 

Throughout  the  world,  as  in  the 
United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of 
established  effectiveness 

Capsules:  50  mg. — Bottles  of  25  and  100. 

250  mg.  — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution 
prepared  by  adding  5 cc.  of  distilled 
water. 
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THE  PROBLEM  OF  RECURRENT  HEADACHE 


George  A.  Wolf,  Jr.,  M.D.,  New  York  City* 

( From,  the  New  York  Hospital  and  the  Department  of  Medicine,  Cornell  University  Medical  College) 


THE  title  of  this  paper  indicates  that  recurrent 
headache  is  a problem  to  the  physician.  Al- 
though the  following  material  is  given  in  an  effort 
to  help  physicians,  remember  that  the  headache 
belongs  to  the  patient. 

Too  often  in  dealing  with  headache  patients,  it 
is  assumed  that  the  headache  represents  the  pa- 
' tient’s  primary  difficulty  and  the  reason  for  visit- 
ing the  doctor.  To  expand  on  this  point,  two 
illustrative  patients  merit  attention. 

One  was  a fifty-year-old  woman  who  made  her 
way  through  the  complicated  administrative  rig- 
; marole  of  a large  hospital  outpatient  department 
! to  arrive  under  the  careful  and  painstaking  scru- 
tiny of  a fourth-year  medical  student.  At  the 
! end  of  two  hours  of  careful  history-taking  and 
physical  examination,  he  presented  the  patient 
to  his  instructor  as  a case  of  headache.  The 
. teacher,  preoccupied  with  the  niceties  of  descrip- 
tion of  head  pain,  persistently  attempted  to  de- 
termine from  the  student  and  the  patient  the 

(exact  qualities  of  the  discomfort  of  which  the  pa- 
tient complained.  Under  this  medical  third  de- 
gree the  patient  broke  down.  She  admitted  that 
she  had  used  her  “headache”  as  a means  of  cir- 
cumventing the  complicated  rules  for  admission 
which  exclude  patients  who  do  not  have  physical 
, | complaints.  She  wanted  to  have  her  blood  pres- 
sure taken  at  clinic  fees. 

The  second  patient  was  a woman  in  her  late 
[ thirties.  Following  the  death  of  her  husband,  a 
lawyer,  she  entered  law  school  and  returned  to  a 
life  barren  of  attention  and  affection,  to  carry  on 
i in  her  husband’s  place.  Depression  and  with- 
drawal to  a protective  hospital  environment 
through  the  means  of  muscle  tension  headaches 
j resulted  in  an  unsatisfactory  adaptation  to  life. 
The  demerol  and  morphine  to  which  she  was  ad- 
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dieted  did  much  more  for  her  than  relieve  the 
slight  pain  in  her  head  of  which  she  complained. 
Attention  focused  on  the  primary  problem  of  the 
patient  who  complains  of  headache  will  assist  in 
diagnosis  and  management. 

Evaluation  of  Patient’s  Complaints 

The  initial  effort  in  studying  the  patient  who 
complains  of  headache  should  be  an  accurate 
delineation  of  his  problem.  It  is  rare  that  the 
problem  is  primarily  and  completely  pain  in  the 
head.  Furthermore,  in  many  instances  the  prob- 
lem is  easier  to  manage  than  is  the  pain  in  the 
head,  as  such.  The  significance  of  the  head  pain 
to  the  patient  should  be  considered  first.  If 
the  symptom  is  frightening  and  represents  a 
threat,  accurate  study  and  reassurance  will  in- 
crease the  patient’s  ability  to  tolerate  the  pain  if 
not  remove  it.  The  headache  may  be  related  to 
the  daily  performance  of  activities  of  the  patient. 
Does  it  represent  an  excuse  for  serious  defects  in 
the  patient’s  performance  or  does  it  interfere  with 
the  accomplishment  of  highly  desirable  aims? 
In  the  former  instance  it  is  not  unlikely  that 
treatment  would  be  highly  ineffective  and  that 
prognosis  would  be  poor;  in  the  latter,  active, 
vigorous  encouragement  in  evaluation,  by  the  pa- 
tient, of  the  desirability  of  the  aims  which  are  be- 
ing interfered  with  may  promise  a good  result. 
Needless  to  say,  the  above  orientation  is  had  by 
most  physicians  in  dealing  with  the  average  pa- 
tient, but  in  many  instances  one  gains  the  im- 
pression that  when  considering  headache  the 
physician  focuses  much  too  much  attention  upon 
head  pain  and  may  lose  his  broader  outlook. 

The  second  step  in  evaluating  a patient  with 
head  pain  is  to  obtain  an  accurate  description  of 
the  quality,  intensity,  location,  periodicity,  and 
frequency  of  the  head  pain  and  accompanying 
physiologic  phenomena.  Objective  signs  ac- 
companying headache  are  so  few  that  a diagnosis 
depends  primarily  upon  accuracy  and  detailed 
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history-taking.  Constant  awareness  and  famili- 
arity with  the  mechanisms  of  head  pain  help  one 
to  classify  the  symptom  with  sufficient  accuracy 
to  allow  the  physician  security  in  his  diagnosis. 
If  the  described  qualities  of  the  pain  cannot  be 
related  to  the  mechanisms  involved,  a diagnosis 
cannot  and  should  not  be  made  without  addi- 
tional data. 

Trial  of  drugs  for  diagnostic  purposes  may  be 
of  value,  such  as  the  use  of  ergotamine  tartrate  in 
defining  the  migraine  syndrome,  but  most  often 
conclusions  reached  by  such  a means  should  be 
viewed  with  caution.  A forty-five-year-old  fright- 
ened patient,  who  had  been  told  by  a general 
practitioner  that  he  had  a brain  tumor,  entered 
the  wards  of  a large  hospital  complaining  of  head- 
ache. His  head  pain  was  repeatedly  relieved 
under  observation  by  5 grains  of  aspirin.  On  one 
occasion  the  patient  indicated  that  his  pain  was 
completely  gone  one  minute  after  the  ingestion  of 
an  aspirin  tablet.  Nevertheless,  subsequent 
studies  revealed  that  the  patient  had  a chromo- 
phobe adenoma  of  the  pituitary. 

Headache  Mechanisms  and  Their  Relation 
to  Diagnosis  and  Treatment 

For  more  than  twenty  years  Dr.  Harold  Wolff 
and  numerous  colleagues  have  been  delineating 
the  mechanisms  of  head  pain.1  Suitable  and 
often  ingenious  technics  applied  to  the  living 
human  revealed  many  of  the  pain  sensitive  struc- 
tures of  the  head  and  the  means  by  which  they  are 
stimulated  to  produce  headache.  It  was  dis- 
covered that  traction,  displacement,  inflamma- 
tion, and  distention  of  pain-sensitive  structures 
could  produce  pain.  It  was  also  shown  that  sus- 
tained contraction  of  skeletal  muscle  about  the 
head  was  often  painful.  The  pain-sensitive 
structures  involved  in  headache  were  found  to  be 
the  large  arteries  at  the  base  of  the  brain, 
branches  of  the  external  carotid  artery,  the  small 
tributaries  to  the  venous  sinuses,  certain  of  the 
cranial  nerves,  and  skeletal  muscle  of  the  scalp. 
It  was  found  that  distention  of  the  arteries  men- 
tioned produced  diffuse,  poorly  localized,  throb- 
bing head  pain  capable  of  reaching  very  high  in- 
tensities. These  vascular  headaches  could  be 
relieved  by  administration  of  vasoconstrictor 
drugs  and  by  compression  proximal  to  the  painful 
artery.  The  walls  of  the  involved  artery  fre- 
quently became  thickened  so  that  those  in  super- 
ficial location  were  found  to  be  palpable  and  ten- 
der. Muscle  tension  headaches  were  found  to  be 
characterized  by  sustained  contraction  in  the 
muscles  of  the  scalp  which  resulted  in  pain.  The 
quality  of  the  pain  was  of  low  intensity  and  con- 
tinuous. Palpation  of  the  painful  muscles  re- 
vealed tender  spots,  and  heat  and  manipulation 
relieved  the  pain.  The  pain  arising  from  the 


sinuses  was  found  for  the  most  part  to  stem  from 
the  ostia  coincident  with  engorgement  and  swell- 
ing of  the  mucous  membrane,,  most  commonly 
with  associated  nasal  symptoms.  Similarly 
allergic  engorgement  of  the  mucous  membranes 
produced  referred  pain  to  the  head.  Tlie  quality 
of  the  pain  was  usually  dull,  aching,  continuous, 
poorly  localized,  and  frequently  dramatically  re- 
lieved by  cocainization  of  the  ostia  of  the  sinuses 
involved  in  the  inflammatory  or  allergic  process. 
Pain  from  the  eyes  occurred  most  commonly  in 
association  with  inflammation  and  increase  in 
intraocular  tension.  However,  it  was  found  that 
convergence  defects  and  farsightedness  were  oc- 
casionally associated  with  pain  referred  to  the  | 
head  from  the  eye.  With  these  mechanisms  in 
mind,  therefore,  one  may  approach  the  average 
patient  with  recurrent  headaches  with  confidence 
and  ultimately  classify  the  headache.  The  classi- 
fication must  be  supported  by  the  usual  medi- 
cal history,  complete  physical  and  neurologic 
examinations.  When  classification  is  difficult, 
the  usual  examination  should  be  supplemented 
with  x-rays  of  the  skull  and  sinuses,  refraction  of 
the  eyes,  electroencephalogram,  lumbar  puncture, 
neurologic  consultation,  and,  if  necessary,  air  en- 
cephalography. The  patient  should  not  be 
forced  into  these  diagnostic  clinical  classifications 
arbitrarily  even  though  it  is  probable  that  the 
large  majority  of  patients  with  recurrent  head- 
ache will  fall  into  one  or  the  other  of  the  above 
groups. 

Management 

The  term  management  instead  of  treatment 
has  been  used  as  a subtitle  of  this  paragraph  be- 
cause indeed  management  of  the  patient  in  rela- 
tion to  his  headache  is  frequently  more  important 
than  treatment  of  the  headache  as  an  isolated 
symptom.  As  indicated  in  the  beginning,  the  key 
to  management  and  prognosis  rests  largely  in  the 
physician’s  ability  to  define  the  patient’s  prob- 
lem. More  specifically,  the  management  of  the 
headaches  may  be  discussed  under  their  various 
diagnostic  classifications. 

Vascular  Headaches. — Recurrent  vascular 

headaches  associated  or  unassociated  with  hyper- 
tension most  frequently  occur  in  the  setting  of 
some  form  of  life  stress.  Although  the  details  of 
the  mechanisms  which  bring  about  this  associa- 
tion have  not  been  thoroughly  worked  out,  one 
readily  recognizes  that  the  episodes  of  headache 
occur  not  uncommonly  in  some  relation  to  events 
and  attitudes  occurring  during  the  course  of 
everyday  life.  A person  whose  personality  or 
life  circumstance  demands  high  standards  of  per- 
formance or  behavior  and  who  applies  himself 
diligently  to  the  achievement  of  these  standards 
frequently  experiences  vascular  headaches. 
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Management  of  such  persons  involves  changing 
the  attitudes  or  lowering  their  standards  or  the 
pressures  of  the  environment  responsible  for  the 
tensions  which  result  in  headache.  To  alter  the 
patient’s  attitudes,  which  have  been  based  on 
many  years  of  training  and  experience,  is  fre- 
quently difficult,  but  suitable  guidance  by  the 
physician  in  attempting  to  bring  about  an  under- 
standing in  the  patient  of  the  relationship  of  his 
headache  to  his  attitudes  may  be  helpful  in  per- 
mitting the  patient  to  change  his  own  high  stand- 
ards. Allowing  the  patient  to  speculate  on  his 
ultimate  life  goal  and  the  main  objective  of  his 
existence  will  frequently  clarify  in  his  mind  the 
unnecessary  and  fruitless  efforts  which  he  may 
be  expending  on  unimportant  matters  and  pur- 
suits. More  commonly  a good  result  can  be  ob- 
tained by  altering  the  patient’s  environment  and 
work  habits  through  the  medium  of  simple  sug- 
gestions, suitably  spaced  vacations,  adequate 
recreation,  additional  interest  of  a diverting 
nature,  and  rearrangements  of  the  daily  or  weekly 
work  schedule.  Patients  with  vascular  head- 
aches may  also  be  helped  by  the  use  of  sedatives, 
tepid,  relaxing  baths,  and  ergotamine  tartrate 
parenterally  if  hypertension  is  not  present. 

Muscle  Tension  Headache. — Muscle  tension 
headaches  most  commonly  occur  in  those  pa- 
tients who  are  depressed,  although  situations  re- 
sulting in  sustained  muscular  tension  will  often 
give  rise  to  acute  headaches.  The  cause  of  these 
acute  muscle  tension  headaches  may  be  prolonged 
driving,  witnessing  a movie  or  some  exciting 
sports  event,  and  the  like.  Chronic  recurrent 
and  continuous  headaches  are  much  more  difficult 
to  deal  with  therapeutically.  The  tension  pro- 
ducing circumstances  must  be  looked  into  and 
those  factors  in  the  life  situation  resulting  in  de- 
pression must  be  evaluated.  Many  times  formal 
psychotherapy  is  indicated  since  the  personality 
difficulties  in  patients  who  have  recurrent  muscle 
tension  headaches  may  be  deep  rooted  enough  to 
make  them  inaccessible  to  superficial  psycho- 
therapy. This  fact  does  not  preclude  an  attempt 
on  the  part  of  the  physician  to  allow  the  patient 
to  discuss  his  difficulties  freely.  Reassurance 
and  support  are  helpful,  but  the  use  of  drugs, 
particularly  narcotics,  is  to  be  condemned  be- 
cause addiction  is  common  in  this  group  of 
patients.  Frequently  pain  in  the  head  itself 
is  not  very  intense,  and  doses  of  aspirin  will  pro- 
duce effective  relief.  Occasionally  relaxing  tepid 
tubs  for  twenty-five  to  thirty  minutes  a day  or 
intensive  physiotherapy  for  periods  of  six  weeks 
will  produce  good  results  in  selected  patients. 

Other  types  of  head  pain  referred  to  usually 
come  to  the  attention  of  the  eye  or  ear,  nose,  and 
throat  specialist.  It  is  important  that  the  gen- 
eral physician  accurately  define  the  problem  and 


assure  himself  of  the  necessity  of  specialist  serv- 
ices before  referring  patients  with  head  pain  to 
subspecialists. 

Summary 

Recurrent  headache  unassociated  with  serious 
progressive  disease  of  the  head  is  discussed.  The 
importance  of  considering  the  headache  in  rela- 
tion to  the  patient’s  basic  problem  in  diagnosis 
and  treatment  is  stressed.  Methods  of  evaluat- 
ing patient’s  complaints  are  given.  Headache 
mechanisms  are  discussed,  and  methods  of  treat- 
ment are  indicated. 
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Discussion 

Irving  Hyman,  M.D.,  Buffalo.- — Dr.  Wolf  has 
presented  a review  of  the  causes  and  management  of 
recurrent  headache.  The  head  pain  is  merely  a 
symptom  of  some  underlying  disease  process  and 
must  not  be  considered  as  a final  diagnosis.  In  the 
evaluation  of  headache  as  a symptom,  the  back- 
ground of  the  individual  with  emotional  conflict, 
the  various  difficulties  that  have  taken  place  during 
his  development,  and  the  present  situation  are 
considered.  A comprehensive  history  is  probably 
the  most  important  single  factor  in  diagnosis  of  the 
causes  for  headache.  The  history  must  include  in- 
formation regarding  the  emotional  as  well  as  organic 
spheres.  The  tense,  anxious,  overly  meticulous, 
rigid,  “crossing  bridges  before  they  are  built” 
individual,  constantly  striving  for  a goal  just  out  of 
reach,  represents  the  type  of  personality  apt  to  have 
headache  as  a symptom.  This  person  may  be  ex- 
cessively kind,  patient,  submissive,  and  go  to  great 
lengths  to  avoid  criticism.  The  latter  group  of 
symptoms  covers  up  the  underlying  aggressive,  hos- 
tile feelings,  and  the  conflict  between  urges  and 
actual  performance  is  represented  by  headache. 

In  purely  organic  problems,  localized  headache 
may  be  a valuable  symptom  in  the  diagnosis  of 
supratentorial  tumor,  brain  abscess,  chronic  sub- 
dural hematoma,  and  intracranial  aneurysm.  The 
vascular  headache  syndrome  has  been  described  by 
Dr.  Wolf.  Headache  from  sinus  disease,  ocular  dis- 
turbance, and  metabolic  dysfunction  such  as  uremia 
ought  not  be  overlooked.  Chronic  meningitis  from 
fungus  infection  or  chronic  meningococcemia  are 
also  possibilities.  Hypertensive  headache  occurs 
from  traction  on  the  intracranial  vessels.  The 
character,  location,  mode  of  onset,  and  mode  of 
cessation  may  give  clues  as  to  the  etiology.  Morning 
headaches  may  occur  with  nephritis.  Tension  head- 
aches disappear  during  activity.  Evening  head- 
aches may  result  from  eyestrain,  fatigue,  or  emotional 
stress  involving  the  daily  activities. 

Too  often  disease  in  the  neck  has  been  overlooked 
as  a cause  for  recurrent  headache.  Cervical  ar- 
thritis, fibrositis,  and  myalgias  produce  occipital 
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and  cervical  pain  with  radiation  forward  to  the 
temporal  region. 

The  syndrome  of  the  uncovertebral  joint  has  been 
given  some  attention.  In  the  upper  cervical  region, 
the  superior  surface  of  the  vertebra  forms  a letter 
“U.”  The  lip  is  called  the  uncus  and  furnishes  a 
seat  in  which  the  next  vertebra  sits.  This  is  called 
the  uncovertebral  joint.  Bony  overgrowth  at  this 
joint  may  cause  pressure  upon  cervical  roots,  trac- 
tion on  the  cervical  cord,  or  traction  and  compres- 
sion of  the  vertebral  artery.  The  traction  on  the 
various  structures  named  may  produce  headache  in 
the  cervical  and  occipital  region  with  radiation  for- 
ward to  the  temporal  area.  The  pain  is  usually 
unilateral,  recurrent,  and  is  initiated  or  aggravated 
by  neck  turning.  The  diagnosis  of  this  cervical 
syndrome  is  made  chiefly  by  history  and  x-ray  ex- 
amination. 

In  evaluation  of  headache  as  a symptom,  there  is 
no  substitute  for  a complete  history  and  physical 
examination,  including  a careful  neurologic  study. 
Laboratory  studies  such  as  x-ray  of  the  skull  and 
cervical  spine,  electroencephalography,  spinal  fluid 
studies,  air  encephalography,  Wassermann  reaction, 
and  determination  of  blood  urea  and  blood  sugar 
are  useful  diagnostic  aids.  Jumping  to  conclusions 
and  utilizing  various  medications  for  relief  from  pain 
without  first  establishing  an  accurate  diagnosis  is  a 
dangerous  procedure.  The  role  of  the  cervical  region 
in  the  production  of  headache  has  been  noted. 

Frederick  H.  Hesser,  M.D.,  Albany. — Dr.  Wolf’s 
paper  reaffirms  one  of  the  most  persistent  and  chal- 
lenging problems  confronting  the  physician  in  every- 
day practice.  Paraphrasing  Oliver  Wendell  Holmes, 
“If  I wished  to  show  a student  the  difficulties  of 
medical  practice,  I should  give  him  a headache  to 
treat.” 

As  a neurologist,  I find  that  most  headache  pa- 
tients are  referred  to  us  not  because  we  are  any 
better  equipped  than  the  practitioner  to  define  the 
patient’s  problem  or  to  distinguish  or  treat  clinical 
varieties  of  headache,  but  chiefly  for  the  purpose  of 
attempting  to  exclude  serious  intracranial  disease. 
In  these  instances,  a relatively  low  incidence  of 
organic  disorder  comes  to  light  even  after  the 
majority  of  patients  have  been  carefully  screened. 
In  addition,  we  see  those  patients  whose  anxieties 
about  brain  tumor  have  led  to  their  insistence  upon 
seeing  a specialist.  You  well  know  how  difficult  it  is 
to  convince  an  apprehensive  individual  otherwise, 
once  he  is  overwhelmed  by  suggestion  from  well- 
meaning  friends,  lay  literature,  and  his  own  imagina- 
tion. Nor  is  it  easy  to  protect  him  from  the  attrac- 


tions of  nostrums,  cranks,  and  fads  even  after  we 
have  reassured  him  neurologically.  This  is  the 
individual  whose  complaints  are  so  emotionally 
colored  as  to  defy  disease  classification.  We  may 
call  him  “neurotic,”  but  deciding  whether  to  recom- 
mend accessory  headache  studies  and  risk  further 
fixation  of  an  emotional  disorder  or  whether  to 
avoid  further  manipulation  and  risk  missing  a brain 
tumor  is  entirely  a matter  of  clinical  experience  and 
acumen.  It  is  my  opinion  that  repeated  careful 
clinical  observation  at  appropriate  intervals  offers 
the  best  solution  to  this  dilemma  without  neces- 
sarily calling  upon  the  physician  to  assume  the 
psychiatric  “transference”  of  a large  number  of  truly 
neurotic  patients.  Additional  and  often  more  ac- 
curate information  can  be  obtained  from  patient, 
family,  or  friends  on  return  visits  while  questionable 
ophthalmoscopic  or  reflex  changes  are  being  fol- 
lowed. 

When  faced  with  those  patients  who  have  been 
screened  to  neurology  by  competent  physicians, 
however,  I find  myself  somewhat  less  confident  than 
Dr.  Wolf  in  being  able  to  classify  their  headaches 
ultimately  by  the  usual  history  and  physical  exam- 
ination based  on  a practical  understanding  of 
recognized  headache  mechanisms.  The  body  can 
react  pathophysiologically  only  in  a limited  number 
of  ways  to  practically  limitless  varieties  of  organic 
or  situational  stress.  It  cannot  be  denied,  for  in- 
stance, that  the  symptoms  of  intracranial  aneurysm 
may  simulate  migraine.  Mechanical  compression 
of  certain  cranial  nerves  may  reproduce  some  of  the 
classical  neuralgias  of  the  head.  Disease  of  the  cer- 
vical spine  can  cause  typical  tension  headache. 
Posterior  fossa  tumor  may  create  symptoms  and 
signs  indistinguishable  from  those  of  hypertensive 
occipital  headache  and  may  even  mimic  the  mani- 
festations of  pheochrome  tumor.  The  initial  signs 
of  cerebral  glioma  are  not  infrequently  headache 
and  neurotic  behavior.  We,  in  neurology,  are  per- 
haps overly  sensitized  to  these  situations,  so  much 
so  that  we  may  be  too  conservative  with  our  psy- 
chiatric diagnoses  and  all  too  prone  to  call  upon 
supplementary  diagnostic  methods.  However,  we 
have  too  often  observed  instances  where  unmis- 
takable signs  of  organic  disease  developed  insidiously 
and  went  unnoticed  for  tragically  long  periods  of 
time  after  the  patient  was  initially  labeled  “psy- 
choneurotic.” Here  again,  the  physician’s  reliance 
upon  a label  rather  than  repeated  objective  clinical 
study  is  the  critical  factor.  I can  only  reiterate 
Dr.  Wolf’s  observation  that  the  management  of  the 
patient  in  relation  to  his  headache  is  more  important 
than  treatment  of  headache  as  an  isolated  symptom. 


We  think  the  ancients  were  foolish  who  worshipped  the  sun.  I would  worship  it  forever  if  I 
had  the  grace  to  do  so. — Thoreau 
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HEART  disease  is  presently  the  greatest  cause 
of  death  in  the  United  States.  Coronary 
thrombosis  is  the  most  important  cause  of  heart 
disease,  and  its  incidence  is  expected  to  increase 
as  more  infectious  and  other  diseases  are  brought 
under  control.  Atherosclerosis  of  the  coronary 
arteries  is  responsible  for  around  95  per  cent  of 
the  cases  of  acute  coronary  occlusion.  However, 
it  has  not  been  generally  appreciated  that  several 
important  diseases  affecting  the  ascending  aorta 
are  capable  of  causing  a less  rapid  stenosis  of  the 
coronary  ostia.  This  usually  results  in  progres- 
sive myocardial  damage  and  failure  rather  than 
myocardial  infarction.  Although  coronary 
branches  may  be  concomitantly  affected  by  the 
same  or  another  process,  in  some  instances  the 
more  serious  lesion  exists  at  the  coronary  openings, 
thereby  interfering  with  the  entire  coronary  blood 
flow  (Figs.  1 and  2). 

Experimental  observations  and  clinicopathologic 
correlations  have  shown  that  gradual  narrowing 
of  a major  coronary  artery  near  its  origin  results 
in  the  development  of  anastomotic  vessels.  This 
may  provide  a collateral  circulation  sufficient 
to  prevent  infarction,  even  when  the  occlusion 
finally  becomes  complete.  It  is  possible  to  visu- 
alize the  entire  coronary  arterial  tree  in  these  cases 
by  the  injection  of  contrast  medium  into  one 
ostium  only.  The  widths  of  the  anastomosing 
vessels  have  been  shown  to  be  increased  as  much 
as  fivefold.  The  age  and  degree  of  involvement 
of  the  coronary  arterial  branches  as  well  as  the 
heart  and  other  organs  are  important  factors  in 
determining  the  possibilities  for  infarction.  Dif- 
fuse fibrosis  eventually  develops  in  the  myocar- 
dium and  progresses  to  failure  in  most  instances. 
Actual  infarction  occurs  in  a smaller  percentage 
of  these  patients.  For  example,  although  steno- 
sis of  the  coronary  ostia  occurs  in  up  to  one  third 
of  all  cases  of  luetic  aortitis,  only  7 per  cent  of 
these  patients  develop  myocardial  infarction. 

The  following  lesions  of  the  aorta  and  coronary 
ostia  will  be  considered:  syphilis,  rheumatic 
fever,  acute  and  subacute  bacterial  infections, 
dissecting  aneurysm,  and  positional  anomalies  of 
the  coronary  ostia. 

Syphilis 

A diffuse  inflammation  of  the  aorta  is  by  far 
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the  most  frequent  manifestation  of  syphilis  of  the 
cardiovascular  system  and  commonly  produces 
stenosis  of  the  coronary  ostia.  There  is  a pri- 
mary involvement  of  the  lymphatics  which  ac- 
company the  small  nutrient  vasa  vasorum  into 
the  adventitia  and  media.  Since  the  ascending 
aorta  is  especially  rich  in  these  lymphatics,  the 
most  common  point  of  attack  is  around  2 to  5 
cm.  above  the  aortic  valve.  Destruction  of  the 
connective  and  elastic  tissues  of  the  media  and 
central  areas  of  necrosis  is  found.  Collagen 
replacement  eventually  results  in  diffuse  scarring, 
distortion,  and  aneurysmal  formation,  which  may 
directly  affect  the  coronary  ostia  (Fig.  3).  Com- 
plete occlusion  is  not  rare,  and  aneurysms  of  the 
proximal  portion  of  the  coronary  arteries  have 
also  been  reported.  Sudden  death  due  to  acute 
coronary  insufficiency  may  occur  before  there  is 
time  for  myocardial  infarction  to  develop.  Iso- 
lated instances  of  gumma  involvement  of  the 
ostia  with  myocardial  infarction  are  also  on  rec- 
ord.1 

Symptoms  result  from  relative  ischemia  of  the 
myocardium  due  to  the  progressive  narrowing 
of  the  ostia.  There  may  be  eccentric  or  concen- 
tric narrowing  of  varying  degree.  The  combina- 
tion of  the  decreased  coronary  blood  flow  and  the 
low  pressure  under  which  blood  is  forced  into  the 
ostia  in  the  many  cases  with  concomitant  aortic 
valve  insufficiency  leads  to  particularly  rapid  de- 
grees of  left  ventricular  failure  with  or  without  a 
characteristic  anginal  syndrome.  Substernal 
pain  of  uncomplicated  luetic  aortitis  is  localized, 
dull,  aching,  and  relatively  constant.  It  is  nei- 
ther influenced  by  exertion  nor  referred  down  the 
arms  as  in  intrinsic  coronary  artery  disease. 
Aneurysms  also  produce  pain  by  pressure  and 
erosion  of  neighboring  structures,  such  as  the 
spine  and  intercostal  nerves.  The  electrocardio- 
gram is  normal  in  uncomplicated  cases.  T wave 
and  ST  segment  changes  are  found  in  the  pres- 
ence of  coronary  insufficiency  owing  to  stenosis 
of  the  ostia.  These  must  not  be  confused  with 
left  ventricular  strain  owing  to  aortic  insuffi- 
ciency. X-rays  reveal  calcification  of  the  ascend- 
ing aorta  in  half  the  cases  of  syphilitic  aortitis 
(Figs.  4 and  5).  The  serologic  reactions  for 
cardiovascular  syphilis  are  strongly  positive  in 
approximately  85  to  95  per  cent  of  all  cases. 

Penicillin  now  has  a definitely  established  posi- 
tion in  the  treatment  of  cardiovascular  syphilis. 
It  has  become  apparent  that  the  occurrence  of 
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Fig.  1.  Anatomy  of  the  coronary  ostia:  (A)  longitudinal  section  of  the  aorta  spread  to  show  the  struc- 
ture of  tiie  aortic  cusps  and  coronary  ostia;  ( B ) origin  of  aorta  and  aortic  valve.  ( From  Reich,  N.  E.: 
Diseases  of  the  Aorta,  New  York,  Macmillan  Co.,  1949) 


Fig.  2.  Anatomy  of  the  coronary  ostia:  normal 
aortic  valve  viewed  from  above.  ( From  Reich, 
N.  E.:  Disease  of  ihe  Aorta,  New  York,  Macmillan 
Co.,  1949 ) 


AORTITIS 


FUSIFORM  DILATATION 
With  aortic  insufficiency 


NARROWING  OF  THE 
CORONARY  OSTIA 


Normal  Eccentric  Concentric 


Fig.  3.  Effects  of  syphilis  on  the  ascending  aorta 
and  coronary  ostia.  (From  Reich,  N . E.:  Diseases 

of  the  Aorta,  New  York,  Macmillan  Co.,  1949 ) 


therapeutic  shock  ( Herxheimer  reaction)  following 
penicillin  has  been  greatly  exaggerated.  Deterio- 
ration of  the  cardiovascular  apparatus  (therapeu- 
tic paradox)  during  the  healing  phase  is  also  very 
rare,  although  it  is  possible  for  fibrosis  to  shrink 
the  coronary  ostia  or  for  regurgitation  to  in- 


crease as  the  aortic  valves  are  further  separated. 
Occasionally,  impressive  results  are  obtained  with 
relief  of  the  angina  syndrome  or  even  diminution 
in  size  of  a fusiform  or  saccular  widening  of  the 
aorta.  Once  evidences  of  myocardial  or  coro- 
nary insufficiency  have  developed,  the  benefits  of 
antiluetic  therapy  are  doubtful.  Nitrites,  xan- 
thines, and  papaverine  may  be  useful  for  the 
relief  of  pain.  When  severe  anginal  attacks  per- 
sist despite  all  therapy,  paravertebral  alcohol 
block  often  gives  symptomatic  relief. 

Rheumatic  Fever 

It  is  a well-known  fact  that  distortion  of  the 
aortic  valve  owing  to  rheumatic  fever  may  give 
rise  to  coronary  insufficiency.2  Aortic  valve 
stenosis  produces  this  effect  by  enormously  in- 
creasing the  work  of  the  left  ventricular  myocar- 
dium with  a tendency  toward  relative  ischemia  of 
the  heart  muscle.  In  addition,  the  outflow  of 
blood  is  markedly  decreased.  It  has  been  sug- 
gested that  the  great  velocity  at  which  blood  is 
ejected  through  the  narrowed  aortic  orifice  may 
exert  an  actual  suction  on  the  coronary  ostia 
during  systole,  thus  producing  a significant  drop 
in  coronarj'  blood  flow.  The  diminished  dias- 
tolic blood  pressure  of  aortic  regurgitation  re- 
sults in  an  impoverished  coronary  circulation  due 
to  the  “sucking”  effect  of  regurgitation. 

As  a rule,  the  lesions  of  rheumatic  fever  are 
found  in  the  small  branches  and  not  in  the  major 
coronary  vessels.  However,  it  is  not  generally 
appreciated  that  rheumatic  involvement  of  the 
aorta  itself  may  give  rise  to  coronary  ostial  ste- 
nosis. In  severe  cases  of  rheumatic  fever  the 
aorta  may  be  affected  in  a manner  similar  to  that 
found  in  the  heart,  other  blood  vessels,  and  in 
certain  other  sites  where  collagen  tissue  is  found 
(Fig.  6A).  The  gross  appearance  reveals  trans- 
luscent,  yellow,  wrinkled  plaques  on  the  intimal 
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Fig.  4.  Fusiform  dilatation  of  the  aorta  due  to 
lues  and  involving  the  aortic  valve  and  coronary 
ostia. 


surface  of  the  ascending  aorta.  The  usual  mi- 
croscopic picture  of  rheumatic  fever  is  found,  in- 
cluding the  presence  of  the  characteristic  Aschoff 
body.  Acute  lesions  usually  heal  without  caus- 
ing severe  damage  in  the  form  of  dilatation  or 
aneurysm.  In  chronic  active  forms  scarring  is 
found  about  the  vasa  vasorum  in  the  media  and 


adventitia.  With  complete  healing  dense  avas- 
cular flame-shaped  scars  occur  about  the  vasa 
vasorum  (Fig.  6B).  Extensive  valvular  calci- 
fication may  occur  as  an  end  stage  of  aortic 
valvulitis  and  may  also  interfere  with  the  coro- 
nary blood  flow  (Fig.  6C). 

Clinical  consideration  of  coronary  ostial  in- 
volvement due  to  rheumatic  fever  is  possible  only 
when  concomitant  rheumatic  lesions  exist.  The 
occurrence  of  precordial  pain  in  the  presence  of 
acute  rheumatic  fever  is  significant  since  no 
proof  exists  that  inflammation  of  the  aortic  wall 
can  cause  pain  unless  the  coronary  ostia  also  are 
involved.  The  appearance  of  systolic  or  dias- 
tolic murmurs  at  the  base  is  commonly  confused 
with  valvulitis.  The  systolic  element  is  either 
functional  or  due  to  roughening  of  the  aortic  wall. 
The  diastolic  murmur  may  be  due  to  aortic  re- 
gurgitation owing  to  the  stretching  of  the  aortic 
orifice. 

Fluoroscopy  and  kymography  delineate  the 
widening  and  increased  pulsations  of  the  as- 
cending aorta.  Calcific  aortic  valve  stenosis 
occurs  as  a final  healing  stage  which  may  be  vis- 
ualized on  x-rays  and  which  may  reveal  motion  on 
fluoroscopic  examination  (Fig.  7). 

Control  of  the  inflammatory  process  is  now 
possible  by  the  use  of  cortisone  or  ACTH.  Ex- 
perimental studies  with  gentisic  acid  are  en- 
couraging. 


Fig.  5.  Aneurysm  of  ascending  aorta:  (A)  angiocardiogram  of  the  left  oblique  anterior  view,  nine- 
second  film  showing  mitral  valve  (1-1)  and  aortic  valve  (2).  ( B ) Kymogram  showing  increased  pulsations 

along  left  ventricular  border  {!)  synchronous  with  those  of  aorta  (2). 
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Fig.  6.  (A)  Intimal  lesion  in  rheumatic  aortitis. 

There  is  a broad  band  of  acellular  necrotic  collagen 
against  the  internal  aspect  of  which  large  irregular 
hyperchromatic  nuclei  have  applied  themselves  in 
palisade  formation.  Between  this  zone  and  the 
endothelial  surface  there  is  a moderately  intense 
lymphocytic  reaction. 

(B)  Rheumatic  aortitis.  A flame-shaped  scar  ex- 
tends into  the  media  from  the  adventitia  disrupting 
the  continuity  of  musculoelastic  tissue.  The  lesion 
is  an  inactive  one  and  is  acellular  save  for  a few  scat- 
tered lymphocytes. 

(C)  Calcification  of  the  aortic  valve.  A large  mass 
of  calcified  material  is  embedded  in  fibrous  tissue 
which  protrudes  into  the  sinus  of  Valsalva.  The 
proximal  portions  of  the  leaflet  and  the  entire  ven- 
tricular aspect  show  little  change.  ( Nomenclature 
and  Criteria  for  Diagnosis  of  Diseases  of  the  Heart, 
4th  ed.,  New  York,  New  York  Heart  Association, 
1939) 

Acute  and  Subacute  Bacterial  Endaortitis 

Bacterial  lesions  of  the  aorta  may  be  caused  by 
many  different  types  of  micro-organisms.  These 
may  affect  the  endothelial  lining  directly  or  in- 
vade the  media  through  the  vasa  vasorum.  Such 
infections  give  rise  to  mural  thrombosis  (Fig.  8), 
mycotic  aneurysm,  or  abscess  of  the  aortic  wall  in 
the  vicinity  of  the  coronary  ostia.  Most  im- 
portant of  all,  mushrooming  verrucous  forma- 
tions are  capable  of  directly  invading  and  occlud- 
ing the  neighboring  coronary  ostia  (Fig.  9). 
When  the  aorta  is  primarily  involved,  the  infec- 
tion is  usually  engrafted  on  a syphilitic  plaque, 
congenital  lesion,  or  atheromatous  ulcer.  More 
commonly,  there  is  a direct  extension  of  the  in- 
fected thrombus  from  the  aortic  valve  to  the 
aortic  wall.  This  possibility  is  enhanced  by  the 
fact  that  the  aortic  valve  is  more  predisposed  to 
involvement  in  cases  without  antecedent  disease 
than  is  the  mitral  valve. 

Coronary  ostial  involvement  must  be  clinically 
suspected  when  the  characteristic  picture  of 
coronary  insufficiency  or  occlusion  occurs  in  the 
presence  of  an  acute  or  subacute  bacterial  in- 
volvement of  the  aortic  wall  or  valve.  It  is  also 
possible  for  emboli  to  enter  the  coronaiy  circula- 
tion owing  to  myocardial  infarction  with  mural 
thrombus  or  auricular  fibrillation  or  from  ver- 


Fig.  7.  Calcification  of  aortic  valve.  Movement 
also  visualized  on  fluoroscopy. 

rucae  engrafted  on  the  mitral  or  aortic  valves. 
Since  the  ostia  lie  behind  the  aortic  valve  leaflets 
and  are  more  protected  than  the  other  aortic 
branches,  embolization  to  the  coronary  arteries  i 
is  rare. 

Treatment  is  now  effective  in  most  instances 
following  the  use  of  the  proper  antibiotic  in  ade- 
quate dosage. 

Dissecting  Aneurysm 

The  most  frequent  site  of  aortic  dissection  be- 
gins around  3 cm.  above  the  aortic  cusps.  Di- 
rect compression  of  the  coronary  ostia  occurs  due 
to  the  advancing  hemorrhage  (Figs.  10B  and 
IOC).  Dissection  also  may  progress  along  the  • 
coronary  vessels.  Since  most  dissecting  aneu- 
rysms terminate  rapidly  in  cardiac  tamponade,  ex- 
ternal compression  of  the  coronary  vessels  may 
occur  only  in  the  chronic  form.  In  the  acute  type 
the  cardiac  chambers  and  large  veins  are  tightly 
squeezed,  and  the  heart  fails  to  fill  before  the 
coronary  picture  is  manifested. 

Pain  due  to  dissection  has  no  set  pattern  since 
it  depends  on  the  amount  of  shock,  extent  of 
tear,  location,  and  the  time  element  involved  in 
the  tearing  process.  It  is  usually  sudden  in  onset  I 
and  is  described  as  tearing,  rending,  crushing,  or 
knifelike  and  usually  radiates  along  the  course  of 
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Fig.  8.  Acute  bacterial  aortitis.  A large  vegeta- 
tion consisting  mainly  of  fibrinous  material  is  de- 
posited on  the  ulcerated  intima.  Cellular  infiltra- 
tion can  be  seen  about  and  in  the  underlying  media. 
(Nomenclature  and  Criteria  for  Diagnosis  of  Diseases 
of  the  Heart,  4th  ed.,  New  York,  New  York  Heart  A s- 
sociation,  1939). 

dissection.  Ecchymosis  about  the  neck,  chest, 
or  abdominal  wall  may  become  apparent.  Signs 
of  aortic  insufficiency  may  appear  occasionally 
as  a result  of  the  deformity  occurring  at  the  aortic, 
ring.  Involvement  of  other  aortic  branches  may 
produce  paralysis  of  the  legs,  absent  pulses,  palpa- 
ble masses  over  the  blood  vessels,  edema,  and 
renal  findings.  Serial  x-rays  may  reveal  a supra- 
cardiac  widening  or  deformity  which  increases  in 
size  either  slowly  or  rapidly  (Fig.  10A).  The 
electrocardiogram  reveals  no  typical  pattern. 
However,  when  direct  compression  of  the  ostia 
occurs,  electrocardiographic  changes  characteris- 
tic of  coronary  insufficiency  are  noted.1 

Definitive  treatment  of  dissecting  aneurysm  is 
now  possible  by  the  application  of  “Polythene 
Cellophane  (PT300)’’  around  the  aneurysm  in 
order  to  produce  fibrotic  support.  Filipuncture 
or  the  use  of  sclerosing  agents  may  be  attempted 
in  localized  lesions.  It  is  too  early  to  evaluate 
the  efficacy  of  these  therapeutic  measures  at  the 
present  time. 

Positional  Anomalies  of  the  Ostia 

Anomalous  origins  of  the  coronary  arteries  are 
not  uncommon  but  are  frequently  overlooked 
during  postmortem  examinations  (Fig.  11). 
Normally,  the  coronary  arteries  arise  as  two  endo- 
thelial buds  in  the  truncus  arteriosus.  A septum 
then  forms,  dividing  the  main  trunk  into  the 
aorta  and  pulmonary  artery  and  incorporating  the 
coronary  ostia  into  the  aorta  (Fig.  12).  Anom- 
alous sites  of  origin  result  either  from  misplaced 
primordial  buds  of  the  coronary  arteries  or  from 


Fig.  9.  Subacute  bacterial  endocarditis  and  endaor- 
titis  obliterating  right  coronary  orifice. 


rotation  of  the  septum.  Hence,  the  coronary 
ostia  may  be  found  in  the  ascending  aorta  as  high 
as  the  right  common  carotid  artery,  or  they  may 
arise  from  the  pulmonary  arteries.2  The  follow- 
ing anomalies  of  the  coronary  arteries  are  found 
alone  or  in  conjunction  with  other  congenital 
anomalies : 

1.  The  coronary  arteries  occasionally  arise 
from  the  base  of  the  pulmonary  artery  (Fig.  11  A). 
The  left  coronary  artery  is  most  frequently  in- 
volved, and  this  has  been  recognized  clinically. 
Since  the  left  side  of  the  heart  fails  to  receive  an 
adequate  supply  of  oxygenated  blood,  the  left 
ventricle  becomes  progressively  scarred  and  di- 
lated. Death  occurs  from  cardiac  failure  be- 
tween the  third  and  fifth  months  of  life.  Signs 
of  shock  have  been  noted  during  feeding  and  are 
presumably  due  to  myocardial  ischemia  induced 
by  the  exertion  of  feeding.  Gallop  rhythm  is 
frequently  observed,  but  murmurs  and  cyanosis 
are  absent.  Signs  of  left  ventricular  failure  occur 
terminally.  X-rays  show  marked  enlargement  of 
the  left  ventricle,  and  fluoroscopy  presents  weak 
pulsations  of  this  chamber  in  the  left  oblique 
position.  The  electrocardiogram  reveals  inver- 
sion and  low  amplitude  of  the  T waves  and  QRS 
complexes  owing  to  the  myocardial  damage,  but 
improvement  in  the  tracing  may  be  noted  follow- 
ing digitalization.  The  prognosis  is  poor,  al- 
though digitalization  affords  temporary  relief. 

2.  Eisenmenger’s  complex  consists  of  a dex- 
troposed  aorta  with  a high  ventricular  septal  de- 
fect. This  is  usually  associated  with  deformity 
of  an  aortic  cusp  which  may  result  in  regurgita- 


Fig.  10.  Dissecting  aneurysm:  (A)  X-ray  shows  widening  and  elevation  of  the  aortic  arch  and  typical 
obliteration  of  the  left  border  of  the  aortic  knob.  (B)  Postmortem  injection  confirms  findings.  There  is  an 
old  dissecting  aneurysm  on  the  left  and  a new  dissecting  aneurysm  on  the  right  which  had  ruptured  causing 
pericardial  tamponage  (Army  Institute  of  Pathology).  (C)  Drawing  showing  involvement  of  coronary  ar- 
tery and  its  ostium. 


A.  B. 


Fig.  1 1.  Congenital  defects  of  the  coronary  ostia: 
{A)  origin  of  left  coronary  artery  from  the  pulmo- 
nary artery;  (B)  upward  displacement  of  the  ostia  in 
Eisenmenger’s  complex:  (C)  truncus  arteriosus; 

(/))  hypoplasia  of  ascending  aorta  and  coronary 
blood  supply;  ( E ) accessory  (conus)  coronary  ar- 
tery; (/'')  single  coronary  ostium. 


tion.  The  coronary  ostia  are  frequently  dis- 
placed upward  and  originate  from  the  aorta  at  or 
above  the  top  of  the  semilunar  cusps  (Fig.  11B). 
This  anomalous  origin  may  produce  a mechanical 
interference  with  the  efficiency  of  the  coronary 
circulation.  As  the  patient  grows  older,  the 
anomaly  induces  or  aggravates  an  existing  coro- 
nary insufficiency. 

3.  Aneurysm  of  the  right  sinus  of  Valsalva 
produces  acute  symptomatology  following  rup- 
ture into  the  right  heart  or  pulmonary  artery. 
This  condition  occurs  owing  to  a congenital 
weakness  in  the  wall  of  the  heart  at  the  base  of 
the  aorta,  but  some  cases  may  be  due  to  syphilis 
or  mycotic  aneurysm.  Severe  pain  and  other 
symptoms  of  coronary  occlusion  may  occur  if  the 
aneurysm  involves  a coronary  orifice.  The  elec- 
trocardiogram shows  characteristic  changes  of 
coronary  insufficiency  in  such  instances.  Intra- 
ventricular block  is  frequently  caused  by  en- 
croachment of  the  aneurysm  upon  the  bundle  of 
His. 

4.  In  aortic  atresia  or  marked  hypoplasia  of 
the  aortic  orifice,  there  is  imperfect  development 
of  the  left  ventricle  (Fig.  13).  The  coronary'  ori- 
fices may  be  narrowed  and  distorted  by  the  atre- 
tic aorta  from  which  they  originate.  The  coro- 
nary arteries  may  receive  a deficient  blood  supply  1 
from  the  narrowed  aorta,  but  more  frequently 
they  obtain  their  nutrition  from  the  back  flow  of 
blood  to  the  base  of  the  aorta  through  a patent 
ductus  arteriosus  (Fig.  11D). 

5.  Truncus  arteriosus  is  a single  large  vessel  t 
which  receives  all  the  blood  from  both  ventricles  f 
and  conveys  it  to  both  the  systemic  circulation 
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Fig.  12.  Formation  of  the  aorta  and  pulmonary  artery  by  the  division  of  aortic  sac  and  bulbus  arteriosus 

and  their  relation  to  the  heart  development. 


and  the  lungs  (Fig.  11C).  In  the  absence  of  the 
pulmonary  artery  the  bronchial  arteries  arising 
from  the  aorta  usually  enlarge  in  order  to  supply 
the  lungs.  The  coronary  arteries  arise  from  the 
base  of  the  common  trunk.  They  are  normal  or 
rotated  counterclockwise,  but  their  circulation 
is  usually  adequate.  Anomalous  branches  may 
arise  from  the  coronary  and  other  arteries  when 
the  ductus  does  not  remain  patent  in  order  to 
supply  the  pulmonary  circulation. 

6.  Miscellaneous  anomalies  are  as  follows: 

(а)  When  the  right  or  left  coronary  artery  is 
absent,  a common  orifice  is  found  and  the  single 
artery  is  usually  quite  large  in  order  to  compen- 
sate for  the  loss  of  one  major  branch  (Fig.  1 IF). 

(б)  An  accessory  right  coronary  artery  (conus 
artery)  is  not  uncommon  and  arises  from  the 
right  anterior  sinus  of  Valsalva  (Fig.  11E).  It 
provides  an  excellent  collateral  circulation  in  pa- 
tients that  develop  thrombosis  of  the  marginal 
branch  of  the  right  coronary  artery  later  in  life, 
(c)  One  or  both  coronaiy  arteries  may  be  con- 
genitally hypoplastic,  leading  to  coronary  in- 
sufficiency early  in  life. 

Conclusions 

1.  Several  important  lesions  of  the  aorta  and 
coronary  ostia  are  capable  of  seriously  affecting 
the  coronary  blood  flow.  They  are  caused  by 
syphilis,  rheumatic  fever,  acute  and  subacute 


bacterial  infections,  dissecting  aneurysm,  and 
positional  anomalies  of  the  coronary  ostia. 

2.  Progressive  myocardial  damage  owing  to 
slow  stenosis  of  the  ostia  and  terminating  in 
heart  failure  is  the  rule,  although  myocardial  in- 
farction may  also  occur. 
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Discussion 

Walter  T.  Zimdahl,  M.D.,  Buffalo. — Dr.  Reich’s 
presentation  of  this  interesting  subject  certainly 
focuses  our  attention  upon  another  etiologic  factor 
which  results  in  progressive  myocardial  damage  and 
failure.  Clinicians  are  frequently  faced  with  the 
clinical  syndrome  of  this  type  where  no  evidence  of 
an  acute  or  past  myocardial  infarction  is  found. 
By  keeping  Dr.  Reich’s  ideas  in  mind,  possibly  our 
clinical  acuity  may  be  greatly  increased. 

I agree  with  the  statements  Dr.  Reich  has  made 
concerning  luetic  aortitis.  It  must  be  remembered, 
however,  that  the  symptoms  depend  on  the  level  at 
which  the  luetic  process  starts  in  the  aorta.  Most 
instances  show  the  ostia  to  be  free  of  involvement. 
A complete  occlusion  of  the  coronary  ostia  among 
the  white  population  is  the  exception  rather  than 
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Fig.  13.  Angiocardiogram  (left  oblique  an- 
terior view)  illustrating  segmental  constriction  of 
aortic  arch.  When  this  occurs  in  the  ascending  aorta, 
the  coronary  circulation  is  directly  affected. 

the  rule,  and  one  is  surprised  with  the  paucity  of 
obstruction  in  pathologic  conditions  of  syphilis. 

Although  penicillin  may  help  in  the  treatment  of 
cardiovascular  syphilis  with  anginal  symptoms  and 
involvement  of  the  coronary  ostia,  its  exact  status 
and  efficacy  have  not  yet  been  established.  I have 
observed  three  patients  with  cardiovascular  syphilis 
in  whom  penicillin  therapy  has  greatly  relieved 
anginal  syndrome  and  chest  pain. 

True  rheumatic  aortitis  producing  classic  changes 
in  the  wall  of  the  aorta  is  a very  rare  condition. 
It  gives  a picture  similar  to  that  of  mesoaortitis, 
and  congenital  syphilis  always  must  be  considered 
and  ruled  out.  Rheumatic  aortitis  can  have  the 
same  effects  as  syphilitic  aortitis,  as  Dr.  Reich  brings 
out  in  his  paper.  I question  the  fact  that  reduced 
cardiac  output  with  decreased  coronary  blood  flow 
per  se  should  be  considered  as  a lesion  of  the  coro- 
nary ostia.  Certainly  the  combination  of  aortic 
valvular  stenosis  and  this  latter  phenomenon  may 
produce  coronary  insufficiency. 

Embolic  occlusion  of  the  coronary  arteries  is  a 
very  rare  occurrence.  However,  it  is  probably  not 
as  rare  as  the  reports  in  the  literature  would  lead 
one  to  believe.  It  depends  upon  the  size  of  the  em- 
bolus. Navasquez  examined  the  heart  histologically 
in  20  unselected  cases  of  bacterial  endocarditis  and 
found  emboli  resembling  fragments  of  vegetations  in 
80  per  cent  of  them.®  lie  considered  that  the  scar- 
city of  myocardial  infarcts  was  due  to  the  small  size 
of  the  occluded  vessels.  Emboli  which  may  occlude 
the  coronary  arteries  may  come  from  several  pos- 


sible sources:  (1)  bacterial  vegetations,  (2)  mural 
thrombus  on  an  arteriosclerotic  or  syphilitic  lesion 
in  the  ascending  aorta,  (3)  intracardiac  mural 
thrombi,  (4)  thrombi  in  the  peripheral  veins  (para- 
doxical embolism),  and  (5)  thrombi  in  the  pulmo- 
nary veins. b 

I recently  observed  two  interesting  patients. 
One  was  a young  girl  of  about  ten  and  a half  with 
rheumatic  fever.  She  had  a history  of  nine  hospital 
admissions  since  the  age  of  seven  months,  each 
characterized  by  fever,  cough,  severe  cyanosis,  and 
dyspnea.  During  the  years  she  developed  progres- 
sive cardiac  enlargement,  a harsh  systolic  murmur 
at  the  pulmonic  area  and  a diastolic  at  the  apex. 
On  the  ninth  admission  she  had  a chronic  unpro- 
ductive cough,  pain  in  the  lower  chest  which  in- 
creased in  severity,  marked  dyspnea,  and  cyanosis. 
She  became  progressively  worse  and  expired. 

Postmortem  examination  revealed  the  heart  to 
be  markedly  enlarged  and  hypertrophied  and  weigh- 
ing 460  Gm.  The  endocardium  showed  very  marked 
fibrosis.  At  the  apex  of  the  left  ventricle  there  were 
firmly  organized  thrombi.  Primary  aortitis  involv- 
ing the  entire  ascending  aorta  with  very  marked 
stenosis  of  its  lumen  was  present.  The  ascending 
aorta  appeared  outwardly  as  a fibrous-appearing, 
comparatively  narrow  vessel,  with  distinctly  whitish 
discoloration  and  thickening  of  the  adventitia  within 
the  pericardial  sac.  The  wall  of  the  aorta  was  un- 
usually thick.  At  the  angles  of  the  attachment  of 
the  semilunar  leaflets  to  the  wall  of  the  aorta  there 
was  considerable  thickening  and  a fairly  complete 
fusion  of  these  leaflet  parts  with  each  other.  Most 
of  the  sinus  of  Valsalva  of  the  right  coronary  artery 
was  occluded  by  the  distinctly  thickened  free  borders 
of  the  semilunar  valve.  The  circumference  of  the 
aorta  just  above  the  valve  is  about  2 cm.  as  com- 
pared with  about  5 cm.  of  the  pulmonary  ostium. 

The  second  patient  was  a fifty-five-year-old  male 
with  a history  of  heart  trouble  for  sixteen  years. 
He  had  frequent  periods  of  decompensation  and 
three  weeks  before  the  present  admission  began  to 
fibrillate  and  was  digitalized  again.  He  developed 
pain  in  the  chest  which  was  continuous  and  radiated 
to  the  right  shoulder.  One  day  before  death  he  de- 
veloped marked  cyanosis.  A loud  systolic  murmur 
was  heard  over  the  precordium  with  some  enlarge- 
ment of  the  heart.  Electrocardiogram  showed 
bundle  branch  block  with  auricular  fibrillation. 
The  diagnosis  was  coronary  thrombosis  with  possible 
pulmonary  thromboembolism. 

Postmortem  examination  revealed  a markedly 
dilated  and  hypertrophied  heart  weighing  950  Gm. 
The  right  atrium  was  dilated,  the  wall  of  the  right 
ventricle  measured  0.07  to  0.08.  A patent  ductus 
arteriosis  was  present,  and  interventricular  septal 
defect  was  present.  There  was  an  aneurysmal  sac- 
culation of  a sinus  of  Valsalva  which  was  protruding 
into  the  right  ventricle  just  above  the  septal  defect. 
It  extended  to  2.5  cm.  into  the  right  ventricle  and 
pressed  against  the  right  coronary  ostia.  The 
coronary  arteries  themselves  were  normal. 


Navasquez,  S. : J.  Path.  49:  33  (1939). 
b Hammon,  L. : Am.  Heart  J.  21:  401  (1941). 
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THE  present-day  meaning  of  “accident”  as 
defined  by  Webster  is  an  event  which  is  un- 
intended, unforeseen,  and  unfortunate  or  un- 
pleasant. That  an  accident  is  unpleasant  can 
hardly  be  debated,  but  serious  questions  can  be 
raised  about  its  alleged  “unintended”  and  “un- 
foreseen” nature.  The  public  has  always  in- 
terpreted the  unforeseen  quality  as  indicative  of 
the  “happenstance”  or  unavoidable  element  in 
accidents.  This  attitude  has  presented  the 
greatest  of  stumbling  blocks  to  accident  pre- 
vention efforts.  In  fact,  the  history  of  the  acci- 
dent prevention  movement  could  be  written  in 
terms  of  a consistent  campaign  to  show  the  public 
that  many  accidents  can  be  foreseen,  that  they 
result  from  definite  causes,  that  there  is  nothing 
fortuitous  or  “accidental”  about  them.  That 
;;  this  campaign  has  been  prosecuted  consistently 
over  many  years  with  no  more  than  moderate 
success  would  indicate  either  that  this  popular 
prejudice  is  very  deeply  rooted  or  that  the 
educational  methods  used  to  combat  it  need  re- 
examination and  should  perhaps  be  supplemented 
with  more  effective  technics. 

The  public  generally  is  not  aware  of  the  im- 
portance of  accidents  as  a cause  of  suffering, 
disability,  and  death.  It  is  estimated  that  there 
are  over  ten  million  accidental  injuries  yearly  in 
the  United  States,  resulting  in  over  370,000  per- 
i manently  disabled  Americans.  As  a cause  of 
death,  accidents  rank  fourth,  and  if  evaluated  on 
the  basis  of  age,  they  are  the  leading  cause  of 
death  in  males  below  the  age  of  thirty-five.  The 
financial  burden  of  this  lamentable  loss  of  life 
and  permanent  impairment  of  function  exceeds 
ten  billion  dollars  annually.  Yet  it  is  only  in 
recent  years  that  there  has  been  any  very  notice- 
able interest  in  safety  on  the  part  of  govern- 
mental and  community  agencies,  and  the  vast 
majority  of  state  health  departments  still  do  not 
have  accident  prevention  bureaus  nor  do  they 
actively  carry  on  safety  campaigns.  Real  interest 
in  accident  prevention  is  still  largely  confined  to 
that  narrow  segment  of  the  public  with  a definite 
financial  stake  in  it,  namely  the  employers  who 
are  legally  liable  for  the  medical  and  indemnity 
costs  of  their  injured  workers. 

The  placing  of  this  legal  and  financial  burden 
upon  employers  by  the  workmen’s  compensation 
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laws  marked  the  beginning  of  safety  engineering 
some  forty  years  ago.  During  the  intervening 
period  much  excellent  progress  has  been  made  and 
much  has  been  learned  about  accident  causation . 
Concurrently,  new  industrial  processes  and  prod- 
ucts, combined  with  increasing  mechanization, 
have  multiplied  industrial  accident  hazards. 

In  the  beginning,  the  safety  engineer’s  attitude 
toward  accidents  was  similar  to  that  of  the  public 
at  large:  Accidents  were  unpleasant  and  un- 
foreseen events.  However,  accidents  also  inter- 
rupted production  and  were  costly.  They  could 
be  controlled  only  if  they  could  be  attributed  to 
definite  causes  and  if  these  latter  could  be  elimi- 
nated. Consequently,  the  safety  engineer  was  led 
to  assume  that  although  accidents  were  largely 
due  to  so-called  “luck”  and  “happenstance,” 
there  nevertheless  were  certain  causal  factors 
involved. 

It  is  worth  remarking  that  the  safety  engineer- 
ing profession  still  labors  under  a semiscientific 
approach  to  the  accident  causation  problem.  It 
is  believed  that  “on  the  whole”  or  “for  the  most 
part”  accidents  can  be  traced  back  to  definite 
causes  but  that  there  is  still  a residue  of  lawless, 
causeless  factors  which  renders  the  outcome  of  the 
accidental  event  uncertain.  This  is  a decided 
handicap  to  the  profession,  placing  definite 
limits  on  its  progress.  Witness  such  common 
statements  as,  “The  severity  of  an  accident  is  a 
matter  of  luck;  the  same  cause  can  result  in 
either  a sprained  ankle  or  a fractured  skull.” 
Such  a statement  simply  reveals  lack  of  clear 
thinking  and  failure  to  apply  consistently  the 
basic  premise  of  all  scientific  investigation, 
namely,  that  every  event  can  be  analyzed  into 
definite  causal  antecedents. 

During  the  early  years,  the  most  obvious 
accident  causes  were  singled  out.  This  meant 
that  attention  was  directed  predominantly  to 
physical  hazards  such  as  the  point-of-operation 
and  moving  parts  of  machines,  defective  ladders 
and  other  climbing  equipment,  plant  house- 
keeping, and  readily  recognized  fire  hazards. 
Attention  to  these  physical  conditions  brought 
fruitful  results.  The  frequency  and  severity  of 
accidents  were  consistently  reduced  year  by 
year.  Moreover,  as  a side-effect,  productive 
efficiency  increased.  However,  as  data  on  large 
numbers  of  accidents  were  gathered  and  analyzed, 
it  became  evident  that  physical  conditions  ac- 
counted for  less  than  20  per  cent  of  all  accidents; 
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the  remainder,  more  than  SO  per  cent,  were 
traceable  to  faulty  human  actions. 

This  discoveiy  meant  that  a really  effective 
attack  called  for  more  than  the  safeguarding  of 
physical  conditions;  it  meant  that  even  more 
important  was  the  correction  of  the  unsafe  acts 
of  the  workers.  Even  those  accidents  involving 
hazardous  machines  and  faulty  physical  equip- 
ment would  not  have  occurred,  in  many  instances, 
except  for  the  faulty  action  of  the  injured  em- 
ploye. For  example,  many  machines  required 
periodic  adjustment  or  cleaning.  Employes  are 
forbidden  to  adjust  or  clean  them  while  the 
machines  are  running,  but  to  save  time  or  effort 
employes  often  disobey  the  rules  and  run  the  risk 
of  being  injured  by  the  moving  machine  parts. 
When  such  an  injury  occurs,  it  is  classed  as  a 
machine  accident  although  it  is  obvious  that  the 
faulty  act  of  the  worker  is  equally  responsible. 
In  other  cases,  the  employer  provides  machines 
with  safety  devices  but  the  misguided  employe 
removes  them  or  renders  them  inoperative. 
The  resulting  injuries  are  usually  classed  as 
machine  accidents  but  again  are  assuredly  just 
as  correctly  described  as  due  to  faulty  human 
actions.  Such  examples  could  be  multiplied 
indefinitely,  but  suffice  it  to  say  that  the  analysis 
of  any  large  random  sample  of  accidents  in- 
variably reveals  the  preponderance  of  faulty 
human  actions. 

When  this  fact  was  recognized  by  the  safety 
engineers,  they  applied  the  only  preventive 
known,  safety  education.  Conventional  educa- 
tional technics  were  utilized  with  the  purpose  in 
mind  of  modifying  the  behavior  of  the  individual 
through  knowledge,  skill,  and  discipline.  It  was 
believed  that  an  effective  educational  program 
called  for  the  following:  (1)  the  conviction  on  the 
part  of  top  management  that  the  work  could  be 
done  safely  and  that  it  paid  to  take  the  time  and 
effort  necessary  to  assure  safe  operations,  (2)  a 
similar  acceptance  on  the  part  of  the  workers,  (3) 
a system  of  training  in  safe  work  methods,  (4)  a 
measure  of  disciplinary  control,  through  super- 
visory personnel,  to  insure  obedience  to  safe  work 
practices. 

To  secure  management  support  it  was  neces- 
sary to  show  convincingly  that  safer  operations 
result  in  greater  efficiency  and  lowered  production 
costs.  Although  the  humanitarian  appeal  is 
not  to  be  neglected,  it  must  be  admitted  that  the 
profit  motive  is  the  fundamental  activating 
force  in  industry;  hence,  any  argument  that 
shows  the  way  to  increased  profits  through 
lowered  expenses  carries  great  weight.  The 
enlightened  elements  of  management  generally 
accepted  the  safety  engineers’  thesis  and  accord- 
ingly lent  necessary  backing,  within  limits. 

Strangely  enough,  the  employe,  the  one  who 


loses  most  through  accidental  injuries,  was  slower 
to  accept  safety  as  a part  of  his  job.  As  a 
general  rule,  it  required  the  disciplinary  threat  of 
his  superiors  together  with  the  other  educational 
technics  to  modify  his  older  attitudes  gradually 
and  bring  about  the  realization  that  safe  opera- 
tions not  only  indirectly  aid  management  but 
directly  benefit  him.  Employes  as  a whole  have 
accepted  this  argument  only  partially.  The  best 
that  can  be  said  is  that  the  importance  of  safety 
is  more  generally  recognized  by  the  industrial 
worker  today  than  twenty  years  ago,  but  much 
remains  to  be  done  to  achieve  universal  accept- 
ance even  on  a passably  satisfactory  scale. 

As  for  the  system  of  training  in  safe  work 
methods,  it  today  includes  job  indoctrination 
with  emphasis  upon  safety,  group  safety  meetings 
designed  to  enhance  the  value  of  safe  work 
methods  and  usually  illustrated  by  films,  handout 
literature,  review  of  the  due  consequences  of  past 
accidents,  and  the  probable  unpleasant  results  of 
any  future  violations  of  safety  rules.  In  addition, 
most  plants  have  a hard  core  of  important  safety 
regulations,  the  rigid  enforcement  of  which  is 
backed  up  by  explicitly  stated  penalties.  These 
rules  usually  pertain  to  smoking  restrictions,  use 
of  intoxicating  beverages,  horseplay,  and  certain 
important  safety  rules  dictated  by  the  specific 
circumstances  of  the  individual  plant  operations. 

In  general,  it  might  be  said  that  current  em- 
ploye safety  education  technics  are  designed  to 
show  the  employe  both  what  accident  hazards 
are  involved  in  his  particular  job  and  how  he  can 
avoid  injury  by  cultivating  safe  work  habits. 
The  implicit  assumption  here  is  that  once  the 
employe  is  shown  how  reasonable  and  sensible  it  is 
to  cultivate  safe  work  methods,  he  will  auto- 
matically and  without  question  accept  the  reason- 
ing and  become  a safety-minded  worker. 

This  implicit  assumption,  however,  has  disre- 
garded a most  important  aspect  of  human  nature. 
It  accepts  without  question  that  man  is  a rational 
animal  but  ignores  that  he  is  also,  and  pre- 
dominantly, an  emotional  animal.  Man  acts 
from  motives,  and  motives  have  an  emotional 
basis.  His  reason  serves  as  a guide  only  to  show 
him  what  methods  he  must  use  to  achieve  the 
goals  dictated  by  his  emotions.  This  means  that 
if  you  want  to  change  a man’s  goal  you  must  deal 
with  his  motivations. 

Now,  consider  for  a moment  just  why  a person 
might  want  to  have  an  accident.  By  “accident” 
we  are  excluding  temporarily  those  really  “acci- 
dental accidents”  which  happen  to  a person 
through  no  faulty  action  on  his  part  but  simply 
and  purely  through  external  circumstances.  In 
short,  we  are  confining  our  discussion  to  accidents 
which  can  be  traced  incidentally,  often  primarily, 
to  the  unsafe  action  of  the  employe  himself. 
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Granted  that  accidental  injuries  are  painful, 
result  in  reduction  of  income,  and  often  leave 
! permanent  impairment  of  function ; nevertheless, 
there  are  definite  advantages  on  the  other  side  of 
the  ledger,  and  it  is  to  these  we  must  look  to  gain 
deeper  insight  into  why  the  worker  injures  him- 
self. This  is  not  to  play  down  the  importance  of 
physical  hazards  and  other  externally  operating- 
accident  causes  but  is  merely  to  restrict  attention 
for  the  moment  to  the  human  element. 

We  are  all  familiar  with  the  prolonged  convales- 
cence that  occasionally  occurs  in  the  case  of  a 
worker  whose  compensation  claim  is  still  pending 
in  the  courts.  This  is  not  necessarily  malingering. 
Malingering  connotes  deliberate  and  conscious 
deceit  and  exaggeration  of  illness.  Most  of  these 
people  are  unaware  that  their  desire  to  obtain 
compensation  prevents  the  symptoms  from  dis- 
appearing. In  the  same  manner  the  worker  may 
| create  an  accident  to  obtain  benefits  and  ad- 
1 vantages  without  any  awareness  on  his  part  of  his 
own  motives.  Let  us  examine  the  possible  effects, 
other  than  physical  trauma,  of  an  accident. 

The  injured  individual  becomes  the  center  of 
attention.  People  evidence  their  interest  in  him 
i by  caring  for  his  injury  at  some  cost  or  incon- 
venience to  themselves.  He  is  catered  to, 
coddled,  and  fussed  over,  and  for  a brief  period 
becomes  the  most  important  person  in  the  group. 
Furthermore,  the  routine  is  changed.  Some 
excitement  has  come  into  his  life.  Illness  and 
injury  may  be  the  one  and  only  excuse  that  his 
I society  will  accept  as  a reason  for  a break  in 
routine.  People  are  sorry  for  him,  and  his  illness 
i gives  them  a chance  to  demonstrate  their  affection 
and  interest.  For  the  injured  person,  it  is  a 
! chance  to  test  their  love. 

Ordinarily  the  injured  person  expresses  dismay 
at  what  has  happened  but  does  not  necessarily 
deny  participation  in  the  act.  Many  will  say, 
“Why  did  this  happen  to  me?”  The  question 
j indicates  either  that  he  thinks  he  is  unfortunate 
and  hence  should  be  the  object  of  sympathy  or 
possibly  that  he  is  being  punished  for  some  real 
or  fancied  wrong.  His  injury  and  the  attendant 
pain,  inconvenience,  and  loss  are  punishment  for 
some  act.  Pain  and  suffering  are  the  usual 
penances  for  guilt.  Also,  since  an  injured  in- 
dividual is  functionally  not  the  equal  of  a well 
person,  certain  unpleasant  jobs  may  be  avoided, 
including  the  necessity  to  compete.  Failure  to 
achieve  success  or  superiority  can  be  explained  by 
the  handicap  imposed  by  the  injury.  If  the 
| effects  of  the  accident  wipe  away  some  hidden 
' anxiety,  then  must  we  not  postulate  that  a person 
may  be  motivated,  if  not  to  create  the  accident,  at 
least  not  to  avoid  it  and  to  accept  the  accident  as 
“unforeseen.”  Advantages  of  these  kinds  are  as 
meaningful  and  rewarding  as  the  economic  ones 


and  offer  an  explanation  for  personal  participa- 
tion. 

It  should  be  mentioned  that  any  given  accident 
is  seldom,  if  ever,  attributable  to  a single  factor. 
In  practice,  one  finds  a constellation  of  causes, 
with  frequently  one  or  two  emotional  elements 
standing  out  quite  prominently  and  several 
others  dimly  discernible  upon  closer  investigation. 
In  fact,  it  would  be  difficult  to  demonstrate  con- 
vincingly how  a single  factor,  the  satisfaction  of 
a single  emotional  need,  could  in  itself  constitute 
adequate  motivation  to  outweigh  the  pain  and 
suffering  of  an  accident  of  moderate  severity. 
However,  if  several  of  these  factors  are  at  work 
simultaneously,  they  re-enforce  one  another  and 
jointly  provide  an  emotional  stress  intense  enough 
to  make  an  accidental  injury  appear  the  lesser  of 
two  evils.  An  accident  then  becomes  the  ill- 
conceived  solution  of  an  emotional  problem. 

The  expression  “ill-conceived  solution”  is  used 
advisedly:  It  is  a solution  conceived  illy  by  a 
person  who  is  in  a very  real  sense  actually  ill. 
An  accidental  injury  as  the  solution  of  an  emo- 
tional problem  could  be  condoned  perhaps  if  it 
were  the  only,  or  even  the  best,  solution.  To  the 
misguided  “accident-prone”  it  appears  to  be 
either  the  only  or  the  best  solution.  To  a well- 
adjusted  mind,  on  the  contrary,  it  appears  as  a 
symptom  of  emotional  disturbance  which  serves 
no  socially  useful  purpose. 

With  this  we  come  to  the  veiy  center  of  our 
problem.  As  stated  before,  current  safety 
educational  technics  are  concerned  with  pointing 
out  what  and  where  the  accident  hazards  are  and 
showing  how  to  avoid  them.  This  is  primarily 
an  intellectual  approach  based  upon  the  assump- 
tion that  recognition  of  the  hazard  and  knowledge 
of  how  to  avoid  it  will  serve  as  an  adequate  pre- 
ventive. 

Our  contention  is  that  emotional  factors  play 
a preponderant  role  in  accident  causation  and 
accordingly  only  an  educational  technic  which 
penetrates  beyond  the  intellectual  and  into  the 
emotional  life  of  the  individual  can  hope  to  effect 
any  permanent  modification  of  attitude  and 
change  in  habits. 

The  key  to  the  kinds  of  emotional  appeals  best 
calculated  to  achieve  results  is  given  in  the  pre- 
vious partial  enumeration  of  the  advantages  of 
accidents.  We  called  accidents  the  “ill-con- 
ceived solution”  to  the  problems  growing  out  of 
these  emotional  tensions.  The  educational  prob- 
lem therefore  resolves  itself  into  showing  the 
individual  that  there  is  a better  and  more  socially 
useful  solution  to  his  problem,  or  showing  him  what 
his  real  motives  are  and  demonstrating  their 
immature  and  harmful  nature.  In  the  latter 
case,  the  immature  motive  can  be  displaced  only 
by  implanting  a stronger  incompatible  one. 
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For  example,  an  individual  who  is  gaining 
attention  and  sympathy  through  accidental 
injuries  and  is  simultaneously  relieving  strong 
guilt  feelings  will  be  impervious  to  the  usual 
safety  educational  technics.  He  does  not  need  to 
learn  how  to  avoid  accidents;  he  needs  motiva- 
tion that  will  make  him  want  to  avoid  accidents. 
If  he  is  shown  that  he  can  gain  attention  through 
outstanding  skill  in  workmanship  or  through  de- 
velopment of  some  aptitude  for  which  he  is 
peculiarly  fitted  or  even  by  setting  a standard  of 
safe  work  methods,  this  need  will  be  channeled 
from  a neurotically  vicious  circle  into  socially 
useful  achievement.  The  redirection  of  his  urge 
to  be  the  center  of  attention  and  the  object  of 
sympathy  will  reflexly  alleviate  much  of  his  guilt 
feeling,  and  the  end  result  will  be  a permanently 
happier,  healthier,  and  safer  employe.  Other 
cases  could  be  analyzed  similarly.  In  every  in- 
stance, however,  it  is  important  to  remember  that 
motives  must  be  used  to  fight  motives. 

Emotional  factors  can  also  profitably  be  applied 
to  group  education.  Groups,  like  individuals, 
cultivate  certain  patterns  of  motivations.  Take, 
for  instance,  the  case  of  a group  of  steel  erection 
workers.  Their  work  is  hazardous  and  entails 
exposure  to  extremes  of  heat  and  cold.  As  a re- 
sult, the  work  appeals  only  to  a hardy  type  of 
individual.  Within  the  group  there  exists  a 
definite  code  of  conduct  and  set  of  ideals.  Each 
worker  is  judged  by  his  fellow-workers  in  accord- 
ance with  this  code.  It  is  obvious  that  a pre- 
mium is  placed  on  physical  courage  and  tough- 
ness. A safety  educational  program  for  such  a 
group  has,  of  necessity,  to  take  into  account  the 
motivations  peculiar  to  the  type  of  individual 
attracted  to  such  hazardous  work.  The  usual 
explanations  of  the  hazards  involved  and  exhor- 
tations to  be  careful  will  not  be  effective  unless 
they  are  tied  into  the  motivational  pattern.  The 
worker  with  a desire  to  gain  attention  by  taking 
unnecessary  chances  must  be  shown  that  by  so 
doing  he  is  shirking  his  responsibility  both  to  his 
fellow  workers  and  to  his  family,  that  he  is  setting 
a bad  example  to  younger  workers  and  endanger- 
ing the  lives  of  his  fellow  workers,  and  is  also 
selfishly  grasping  at  a brief  bit  of  applause  by 
sacrificing  the  future  security  of  his  family. 

Ultimately,  a coherent  and  sustained  safety 
educational  program  based  on  emotional  factors 
must  be  the  responsibility  of  the  safety  engineer. 
It  is,  however,  the  industrial  doctor  who  must 
originate  and  direct  this  move.  The  same  modali- 
ties for  safety  education  which  are  now  used 
could  be  utilized.  All  that  is  needed  is  a re- 
orientation in  the  concepts  of  the  role  and  origin 
of  personal  factors  in  accident  causation. 
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Discussion 

Harry  E.  Tebrock,  M.D.,  New  York  City. — Al- 
though concern  over  the  question  of  safety  education 
Has  been  intensive  over  the  past  many  years,  the 
recognition  that  emotional  factors  play  a most 
prominent  part  in  the  causation  of  accidents  has 
been  noticeably  lacking.  The  advantages  of  keep- 
ing free  of  injury  are  obvious  to  the  well-balanced 
individual. 

However,  it  is  the  emotionally  disturbed,  the 
unbalanced  individual,  that  provides  us  with 
concern.  Emotional  disturbances  can  be  of  either 
minor  or  major  intensity,  but  regardless  of  the 
degree  of  emotional  disturbance,  it  must  be 
recognized  that  its  influence  upon  the  individual 
may  be  tremendous.  These  emotions  need  not  be 
stirred  solely  as  a result  of  mere  influence  in  the  work- 
shop, since  they  very  definitely  may  extend  to  or 
begin  outside  of  work  hours.  These  emotional  dis- 
turbances may  range  all  the  way  from  deliberate 
action  on  the  part  of  an  individual,  as  an  ill-conceived 
solution  to  avoid  or  excuse  an  emotional  problem,  to 
emotional  disturbances  which  may  so  absorb  the 
thoughts  and  actions  of  the  individual  that  every- 
thing else  including  his  own  safety  is  forgotten  or 
becomes  subordinate  to  his  immediate  problem. 

Merely  recognizing  that  emotional  factors  are  of 
paramount  importance  in  accident  causation  is  not 
enough.  It  becomes  very  necessary  that  we  actively 
do  something  about  the  problem.  Probably  the 
most  fundamental  manner  in  which  to  attack  such  a 
problem  is  through  education,  anti  this  education 
should  be  with  the  supervisory'  group  as  well  as  the 
safety  engineers,  industrial  medical  personnel,  and 
the  individual  himself.  This  is  a matter  for  under- 
standing in  human  relations.  It  does  not  necessarily 
mean  that  we  all  have  to  be  psychologists  or  psychia- 
trists, but  it  does  mean  that  we  should  have  some 
knowledge  of  human  behavior  and  should  be  able 
to  recognize  deviation  from  the  patterns  of  so-called 
normal  behavior. 

If  the  supervisory  group  can  be  taught  to  recog- 
nize deviation  from  so-called  normal  behavior,  to 
secure  the  confidence  of  the  individual  concerned, 
and  then  to  incorporate  agencies  at  his  disposal 
such  as  the  plant  medical  department  for  solution  of 
these  problems,  it  is  very  likely  that  we  will  be  able 
to  salvage  some  of  these  emotionally  disturbed 
individuals  before  they  become  casualties,  the  vic- 
tims of  their  own  devices. 

The  recognition  of  a problem  of  emotional  insta- 
bility resulting  in  accidents  suggests  as  a partial 
solution  that  even  greater  emphasis  should  be  placed 
upon  physical  guarding  of  machinery.  Mechanical 
factors  should  be  made  as  foolproof  as  possible  so 
that  they  will  not  be  dependent  upon  human  factors 
of  error  relative  to  machine  operation.  However, 
more  important  is  the  education  of  the  individual 
and  his  supervisors  to  recognize  that  emotional  dis- 
turbances can  be  cumulative,  and  that  unless  they' 
are  managed  early  and  properly,  they  may  develop 
into  patterns  of  behavior  resulting  either  deliberately 
or  otherwise  in  serious  accidents. 
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; TN  THE  development  and  progress  of  medical 

(-L  science  more  and  more  emphasis  has  been  placed 
on  preventive  medicine.  In  the  course  of  educa- 
tion and  training  the  physician  has  become  well 
I indoctrinated,  not  only  with  the  importance  of 
prevention  but  also  with  the  realization  that  in 
some  instances  it  is  the  only  effective  solution 
to  date.  Accordingly,  the  doctor  in  industry 
approaches  his  task  with  at  least  an  acquired 
; if  not  a natural  aptitude  for  the  industrial  pro- 
gram in  the  prevention  of  accident  and  occupa- 
| tional  disease.  In  fact,  the  primary  purpose 
of  the  doctor  in  industry  is  his  effectiveness  in 
decreasing  the  loss  due  to  accident  and  occupa- 
I tional  disease. 

During  the  last  fifteen  years  the  effectiveness 
of  accident  prevention  has  cut  the  loss  due  to 
b!  industrial  accident.  The  National  Safety  Coun- 
I cil  reports  a frequency  rate  of  9.30  in  1950  as 
j compared  with  a frequency  rate  of  13.11  during 
; the  years  1935  to  1939.  The  severity  rate  dropped 
i!  from  1.55  to  0.94.  This,  together  with  the 
increasing  realization  that  the  employe  loses  far 
more  time  from  accident  and  disease  not  related 
to  his  job,  has  placed  emphasis  on  the  over-all 
health  problem  of  the  employe.  However,  there 
I is  still  need  for  decreasing  the  loss  due  to  accidents 
of  industrial  origin.  The  vigilance  along  this 
front  must  not  be  relaxed.  It  is  our  purpose 
I here  to  examine  the  role  the  doctor  in  industry 
' plays  in  the  accident  and  occupational  disease 
i prevention  program  and  to  examine  some  of  the 
tools  and  procedures  by  which  he  accomplishes 
his  mission. 

The  extent  to  which  the  doctor  in  industry 
participates  in  the  direct,  before-the-fact  accident 
prevention  program  will  depend  upon  the  size  of 
the  industry,  the  type  of  the  product  or  service 
sold,  and  the  organizational  structure  established 
by  management.  It  is  entirely  feasible  that  in 
the  small  industry  that  does  have  a plant  physi- 
j cian,  the  whole  scope  of  the  safety  program  falls 
I wTithin  the  function  of  the  doctor.  Where  the 
number  of  employes  or  the  type  and  size  of  the 
industry  do  not  warrant  the  services  of  a safety 
1 engineer  or  industrial  hygienist,  the  plant  physi- 
i cian  will  make  recommendations  as  to  where 
guards  should  be  placed  on  machines,  when 
* goggles  should  be  used,  and  when  safety  shoes 
I should  be  worn.  He  will  emphasize  the  value 
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of  good  housekeeping,  check  on  proper  lighting, 
ventilation,  and  sanitary  requirements,  conduct 
the  safety  education  program,  and  assume  many 
other  functions  that  in  the  larger  industries 
are  normally  those  of  the  safety  engineer  and  the 
industrial  hygienist. 

In  industries  where  a major  part  of  the  product 
is  the  individual  services  of  the  employe,  as  in  a 
sales  organization,  the  doctor  will  have  the  major 
role  in  the  safety  program.  The  manufacturing- 
industries  involving  extensive  use  of  machines, 
complicated  manufacturing  processes,  the  use  or 
production  of  chemicals,  or  the  handling  of 
toxic  materials  require  the  services  of  other 
specialists  trained  in  the  protection  of  the 
workers,  namely,  the  safety  engineer  and  the 
industrial  hygienist.  For  example,  in  the  new 
industrial  establishments  dealing  with  nuclear 
energy  the  physician  and  safety  engineer  are 
not  sufficient.  The  services  of  the  industrial 
hygienist  and  health  physicist  are  also  required. 

In  those  industries  where,  because  of  the  size  of 
the  organization  or  the  type  of  manufacturing 
process,  the  direct  preventive  program  is  the 
function  of  the  safety  engineer  and  the 
industrial  hygienist,  the  doctor  should  still 
be  kept  an  active  part  of  the  team.  He  should 
be  kept  informed  of  the  safety  rules  and  regula- 
tions and  consulted  on  proposed  changes  and 
improvements.  He  should  be  a member,  at  least 
in  a consulting  capacity,  of  the  committee  that 
reviews  and  analyzes  the  cause,  classification, 
and  determination  of  responsibility  of  the  acci- 
dents that  do  occur.  He  should  be  informed 
when  new  processes  are  introduced  or  new  ma- 
terials used  or  manufactured.  It  is  cause  for 
speculation  as  to  how  often  impairment  of  the 
health  of  the  workers  could  have  been  avoided 
had  a new  process  or  the  manufacture  of  a new 
product  been  reviewed  first  by  the  doctor 
in  industry  who  has  an  inquiring  mind  and  is 
well  steeped  in  the  doctrine  of  prevention.  The 
simple  procedure  of  assaying  the  health  of  the 
employes  before  they  are  assigned  to  the  new 
unit  and  keeping  them  under  medical  observation 
not  only  could  well  prevent  impairment  of  their 
health  but  might  establish  that  the  new  process 
does  not  present  an  accident  or  health  hazard. 

The  ideal  and  desired  approach  to  a prevention 
program  is  to  study,  analyze,  visualize,  and 
imagine  all  the  factors  that  may  develop  in  a 
situation  or  process  that  may  cause  accident 
or  disease  and  correct  or  guard  against  these 
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factors  before  the  first  accident  occurs  or  before 
the  first  occupational  disease  develops.  Un- 
fortunately, too  often  another  approach  must 
be  utilized,  that  is,  after-the-fact  prevention. 
After  the  first  accidental  injury  or  the  first 
occupational  disease  has  developed,  the  hazard 
is  recognized  and  corrected,  and  steps  are  taken  to 
prevent  subsequent  accidents  or  disease.  This 
practice  of  making  the  reporting  of  accidents 
or  occupational  disease  mandatory  and  the 
thorough  investigation  in  each  instance  with 
careful  analysis  as  to  cause  and  classification  has 
been  and  still  is  a very  effective  procedure.  In 
the  smaller  industries  the  plant  physician  may 
have  the  full  responsibility  for  this  program.  In 
the  larger  industries,  while  the  safety  engineer 
may  carry  out  this  function,  the  doctor  should 
be  kept  informed  and  called  upon  in  a consulting 
capacity.  The  statistical  analysis  of  the  records 
of  the  well-organized  industrial  medical  depart- 
ment is  often  effective  in  this  connection.  An 
increased  rate  of  foot  injuries  in  a particular 
department  or  division  may  indicate  that  safety 
shoes  should  be  worn  by  that  group  of  employes. 
An  increased  number  of  employes  reporting  eye 
injuries  in  another  group  may  direct  attention 
to  an  unsafe  condition  which  can  be  corrected 
or  which  may  warrant  safety  goggle  protection 
for  the  employes. 

The  prevention-minded  doctor  in  industry 
may  apply  the  after-the-fact  approach,  irrespec- 
tive of  where  or  how  the  reporting  and  analyzing 
of  industrial  accidents  is  accomplished.  The 
doctor  by  his  history  taking  or  examination  may 
discover  a hazard  not  reported  or  entered  on  the 
accident  record  tabulation.  For  example,  in 
1935  an  employe  reported  to  the  medical  depart- 
ment with  complaints  characteristic  of  gastro- 
enteritis. The  supervisor  did  not  have  any 
suspicion  that  the  complaints  were  related  to  the 
employe’s  work.  In  fact,  an  exhaustive  study 
failed  to  reveal  that  the  complaints  were  the  re- 
sult of  the  employe’s  work.  However,  a careful 
history  revealed  that  the  employe  on  occasions 
used  carbon  tetrachloride  in  his  work.  The 
medical  department  made  inquiry  to  management 
as  to  how  much,  where,  and  how  this  solvent  was 
used,  warned  as  to  potential  hazards,  and  made 
recommendations.  It  was  learned  that  literally 
barrels  of  the  solvent  were  used.  Operating 
procedures  were  either  revised  to  eliminate  the 
use  of  this  solvent  or  redesigned  to  make  its  use 
safe.  Supervisors  and  employes  were  warned  of 
the  hazard  presented  by  this  material.  During 
the  past  seventeen  years  there  have  been  no 
cases  of  carbon  tetrachloride  poisoning  in  that 
company. 

So  far  we  have  discussed  functions  and  technics 
in  the  prevention  program  that,  according  to  the 


particular  industrial  circumstances,  the  doctor  in 
industiy  may  assume  entirely,  share  with  the  ■ 
safety  engineer,  or  may  participate  in  merely 
as  a consultant.  Now  we  will  mention  pre-  | 
ventive  procedures  which  primarily  are  functions 
of  the  physician  and  which  cannot  be  delegated  to 
or  shared  by  other  members  of  the  industrial 
organization,  although  the  physician  will  often 
consult  with  them  to  attain  the  objective  of  the 
primarily  medical  procedure.  Chronologically, 
the  first  among  these  is  the  preplacement  ex- 
amination. The  identification  by  the  medical 
department  of  any  physical  and,  at  times,  mental 
or  emotional  limitations  presented  by  the  appli- 
cant is  of  utmost  importance.  By  this  means  the 
employment  manager  and  operat  ions  manager  can 
avoid  placing  the  applicant  on  a job  where,  be- 
cause of  a particular  limitation,  the  individual 
would  be  a hazard  to  the  health  and  safety  of 
himself  or  others. 

Obviously  the  extent  of  the  physical  examina- 
tion and  those  portions  recei  ving  special  emphasis 
would  depend  on  the  nature  of  the  occupations 
found  in  the  particular  industry.  For  example, 
the  problem  presented  in  the  preplacement  medi- 
cal examination  of  aeroplane  pilots  or  locomotive 
engineers  would  differ  somewhat  from  that  pre- 
sented by  chemists  and  laboratory  workers  ap- 
plying for  work  in  a chemical  plant  or  sales 
people  in  a department  store.  However,  any 
preplacement  examination  should  be  sufficiently 
thorough  to  identify  any  impairment  of  the  basic 
physical  and  physiologic  functions  of  the  individ- 
ual.  Any  significant  deficiencies  in  musculo-  I 
skeletal  structure  or  defects  in  any  of  the  five  I 
senses  should  be  noted.  Sufficient  evaluation 
of  the  body  systems  by  history  and  examination 
should  be  made  to  identify  any  organic  or  func- 
tional disease  that  would  probably  impair  normal 
functioning  of  the  individual  even  for  temporary 
periods. 

It  is  important  that  the  examining  doctor 
identify  the  physical  restriction  with  sufficient 
clarity  in  terms  of  occupational  limitations  so  that 
the  employment  manager  and  department  or 
division  head  can  intelligently  interpret  whether 
the  physical  limitation  makes  the  applicant  a 
hazard  if  employed  for  the  job  in  question.  As  a 
rule,  it  is  not  necessary  to  give  the  diagnosis  of  the 
condition  causing  the  limitation  to  the  employ- 
ment manager.  Aside  from  the  fact  that  the 
confidential  relationship  between  the  doctor  and  i 
the  applicant  should  not  be  violated,  giving  the 
diagnosis  not  only  is  not  necessary  but  often  leads 
to  confusion  in  determining  whether  the  applicant 
can  safely  do  the  job  for  which  he  applied.  The 
recommendation  that  the  applicant  “not  lie  I 
required  to  do  work  requiring  acute  normal  | 
vision”  is.  of  much  more  practical  value  to  I 
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management  than  a diagnosis  of  one  of  the  several 
eye  conditions  which  may  be  responsible  for  the 
findings  upon  which  the  medical  department’s 
conclusion  is  based.  When  the  recommendation 
is  “no  work  involving  strenuous  use  of  the  right 
upper  extremity,”  it  is  immaterial  to  the  employ- 
ment manager  whether  the  basis  is  a birth 
palsy,  a history  of  repeated  dislocation  of  the 
shoulder,  or  a malunited  fracture  of  the  forearm. 
The  employment  manager  should  be  free  to 
consult  the  plant  physician  whenever  he  needs 
further  clarification  of  the  description  of  the 
physical  limitation. 

Any  program  of  preplacement  medical  ex- 
amination as  an  accident  prevention  procedure 
is  deficient  if  it  is  not  supplemented  by  medical 
evaluation  of  the  individual  after  his  or  her  em- 
ployment, whenever  transfer  to  a different  type 
of  work  is  considered.  This  is  particularly  so 
if  the  new  work  assignment  has  a potential 
accident  or  occupational  health  hazard  or  even 
is  a material  change  in  physical  requirements. 
An  applicant  presenting  no  physical  limitations 
who  is  assigned  to  sedentary  clerical  work  and 
after  five  years  so  employed  is  then  transferred 
to  a job  requiring  heavy  manual  labor  may  be 
found  to  be  physically  unsuitable  for  such  work 
as  the  result  of  a medical  condition  acquired  dur- 
ing the  five  years. 

Another  important  distinctly  medical  pro- 
cedure in  the  prevention  program  is  the  periodic 
health  examination.  Here  again  the  frequency 
of  this  examination,  the  extent,  and  what  aspect 
of  the  medical  evaluation  of  the  employe  is 
emphasized  depends  upon  the  particular  accident 
or  health  hazards  of  the  occupation  as  compared 
with  so-called  nonhazardous  employment.  As 
an  example  of  the  effectiveness  of  this  program, 
during  1951  all  employes  of  the  Consolidated 
Edison  Company  driving  company  motor  vehicles 
were  examined.  This  group  of  employes  has 
been  examined  yearly  for  several  years.  In 
1951,  2,876  were  examined.  Of  this  number,  32 
were  found  to  be  permanently  unqualified,  from  a 
medical  standpoint,  to  drive  company  motor 
vehicles.  Seventy -one  were  found  to  have  physi- 
cal limitations  which  were  corrected,  but  if  not 
corrected,  would  have  medically  disqualified  them. 
The  latter  were  temporarily  medically  disquali- 
fied until  the  conditions  were  corrected. 

Fully  as  important  as  the  preplacement,  pre- 
transfer, and  periodic  examinations  is  the  medical 
evaluation  from  a prevention  standpoint  of  the 
employe  when  he  returns  to  work  following  an 
absence  due  to  sickness  or  injury.  It  is  then 
that  the  physical  limitations  resulting  from  de- 
generative disease  processes  may  first  become 
apparent.  In  the  group  of  2,876  mentioned 
above,  22  were  found  to  be  medically  unfit  to 


drive  company  motor  vehicles  in  the  course  of 
their  routine  contacts  with  the  medical  depart- 
ment during  1951.  Not  only  will  careful  evalu- 
ation and  intelligent  interpretation  of  the  physical 
limitations  protect  the  employe  from  accidental 
injury,  but  with  job  readjustment  when  indicated, 
the  productive  life  of  the  employe  may  be  pro- 
longed. 

Anyone  experienced  or  familiar  with  accident 
prevention  work  is  thoroughly  sold  on  the 
philosophy  that  any  safety  program  is  not  effec- 
tive unless  the  immediate  supervisor  and  the 
employe  himself,  the  people  actually  exposed  to 
the  hazard,  are  convinced  of  the  effectiveness  of 
the  prevention  procedures.  The  plant  physician 
and  his  nursing  staff  with  their  intimate  and 
personal  contact  with  the  employe  have  an  ex- 
cellent opportunity  to  serve  as  missionaries  for 
the  cause  of  safety.  Aside  from  this  personal 
and  individual  contact  with  the  worker,  they 
may  take  an  active  part  in  the  educational  pro- 
gram depending  on  the  organizational  structure 
of  the  industry.  The  medical  department  offices 
are  ideal  locations  for  the  dissemination  of  in- 
formation that  will  protect  the  health  of  the 
employe  on  the  job. 

I have  limited  this  discussion  to  the  problem 
of  preventing  the  accident  as  it  involves  the 
physician  directly  associated  with  the  industry. 
The  term  “accident”  has  been  used  to  include 
either  personal  injury  or  occupational  disease 
arising  out  of  and  in  the  course  of  employment. 
The  scope  of  the  subject  of  this  paper  does  not 
include  another  important  role  of  the  physician 
both  within  and  outside  of  the  industrial  plant, 
namely,  that  of  preventing  or  curtailing  the  lost 
time  and  permanent  impairment  of  function 
resulting  from  industrial  accident  or  disease  by 
the  effectiveness  of  his  treatment  and  manage- 
ment of  the  injured  worker. 

The  doctor  in  industry  should  be  on  guard 
lest  his  enthusiasm  to  protect  the  worker  from 
injury  and  disease  cause  him  to  be  so  impractical 
that  his  recommendations  work  a hardship  on  the 
employe  and  are  a burden  to  the  industry.  In 
evaluating  the  work  capabilities  or  limitations  of 
the  individual  with  respect  to  safety,  a certain 
amount  of  calculated  risk  must  be  taken  at  times. 
The  medical  evaluation  of  the  limitations  of 
individuals  to  work  safely  in  the  industrial  en- 
vironment must  be  on  a sound  clinical  basis  and 
interpreted  from  a practical  viewpoint  in  the 
light  of  present  experience  and  knowledge.  As 
physicians  we  should  be  ready  to  accept  and 
adjust  to  new  concepts,  new  values,  and  new 
information,  given  us  by  experience  and  research, 
on  this  problem  of  man  participating  safely 
in  this  environment  afforded  by  the  rapidly 
increasing  industrialization. 
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Summary 

The  primary  purpose  of  the  doctor  in  industry 
is  his  effectiveness  in  decreasing  loss  due  to  acci- 
dent and  occupational  disease.  The  extent  to 
which  the  physician  participates  in  the  company’s 
safety  program  will  depend  on  the  size,  type,  and 
organizational  structure  of  the  particular  in- 
dustry. Some  of  the  procedures  in  the  preven- 
tion program  which  are  primarily  the  function 
of  the  medical  department  are  discussed.  The 
problem  of  evaluating  man’s  capabilities  of 
safely  taking  his  place  in  the  industrial  environ- 
ment is  an  important  one  requiring  further  study 
and  research. 

130  East  15th  Street 

Discussion 

Raymond  J.  Murray,  M.D.,  Great  Neck. — As  re- 
cently as  last  month  I read  in  Medical  Economics  the 
following  question  and  answer:  “What  qualifica- 
tions does  a physician  need  in  order  to  become  a 
higher-bracket  industrial-practice  specialist?  In  the 
words  of  one  prominent  man  in  the  field,  he  must  be 
first  of  all  a good,  all-around  surgeon;  he  must  have 
the  ability  to  handle  the  medical-legal  phases  of 
workmen’s  compensation;  ability  to  be  an  expert 
witness  in  court  and  before  industrial  commissions 
and  special  qualifications  as  an  industrial  relations 
leader.”  The  context  of  this  quote  evidences  a 
common  misconception  of  the  field  of  occupational 
medicine.  The  author  magnifies  and  glorifies  an 
incidental  facet  of  an  industrial  physician’s  work, 
which  is  simply  being  a good  doctor.  I could  name 
ten  medical  directors  in  the  metropolitan  area  who 
are  responsible  for  the  health  (on  the  job)  of  more 
than  200,000  employes,  who  have  today  little  more 
than  a nodding  acquaintance  with  a scalpel,  and 
their  court  appearances  are  less  frequent  than  the 
average  dermatologist  in  his  second  year  of  practice. 
But  these  same  men  are  well  acquainted  with  the 
problems  involved  in  the  placement  of  cardiacs, 
diabetics,  tuberculars,  or  other  handicapped  from 
our  labor  market. 

More  realistically,  Dr.  Eckelberry  has  presented 
clearly  and  precisely  an  important  and  vitally  time- 
consuming  function  of  today’s  plant  physician. 
This  thesis  could  be  added  “in  toto”  as  a chapter  in 
our  textbooks  of  occupational  medicine  since  there  is 
no  authoritative  text  which  gives  adequate  coverage 
to  the  physician’s  role  in  industry  relative  to  accident 
and  sickness  prevention.  Medical  educators  have 
justifiably  classified  occupational  medicine  in  either 
the  departments  of  public  health,  preventive  medi- 
cine, or  environmental  medicine,  where  the  basic 
concept  is  the  prevention  of  disease. 

Allow  me  to  personalize  by  quoting  our  experience 


in  a campaign  to  make  practical  the  preventive 
principles  for  reduction  of  occupational  accidents  or 
illnesses.  The  responsibility  for  safe  working  condi- 
tions is  usually  assigned  to  the  safety  department, 
but  too  frequently  their  work  becomes  entirely  cura- 
tive or  corrective.  By  reversing  the  process  and 
making  the  designing  or  project  engineers  respon- 
sible for  all  aspects  of  health  and  safety  in  the  final 
manufacturing  of  their  product,  we  can  eliminate 
our  hazards  before  the  prints  leave  the  drawing 
board.  The  medical  department  with  its  specialists 
in  toxicology,  industrial  hygiene,  internal  medicine, 
and  safety  serves  as  consultants  to  the  research 
department.  The  project  engineer  in  cooperation 
with  the  quality  and  standards  control  laboratory 
evaluates  the  potential  hazards  in  his  project.  A 
problem  is  then  presented  to  the  medical  depart- 
ment for  evaluation  of  risk  involved  and  possibility 
of  adequate  control. 

Here  are  a few  examples.  Our  materials  control 
laboratory  in  the  foundry  is  interested  in  a new  proc- 
ess of  precision  casting,  using  mercury  which  is 
frozen  and  later  melted  at  room  temperature.  Was 
it  possible  to  have  an  extensive  process  involving  a 
toxic  substance  perfectly  safe?  Mercurialism  be- 
comes an  expensive  compensation  claim.  The  proj- 
ect was  delayed  for  more  than  two  months,  while 
the  medical  department  studied  the  problem  and 
later  presented  to  management  the  degree  of  risk 
involved.  In  this  instance,  the  project  was  allowed 
to  continue. 

One  other  example:  A chemical  engineer  became 
enthused  with  a new  process  of  electroplating  he  had 
seen  at  a convention.  It  was  a demonstration  of  a 
“gas-plating”  process  using,  among  other  essential 
raw  materials,  carbon  monoxide  and  nickel  carbonyl. 
The  economic  incentives  were  alluring  since  plating 
time  could  be  cut  from  hours  to  minutes.  Our 
engineers  were  aware  of  the  dangers  of  satisfactory 
ventilation  for  carbon  monoxide;  they  were  not 
cognizant  of  a nickel  carbonyl  hazard.  The  indus- 
trial hygienist  and  safety  engineer  were  satisfied  that 
the  gas  could  be  controlled  but  the  internist  and 
toxicologist  would  not  approve  of  the  use  of  nickel 
carbonyl.  There  was  sufficient,  well-substantiated 
evidence  to  show  that  this  volatile,  colorless  liquid 
had  carcinogenic  properties.  The  project  was 
dropped. 

Cooperation  from  all  developmental  and  product 
control  laboratories  is  essential  for  satisfactory  func- 
tioning of  this  preventive  program.  The  success  or 
failure  of  an  industrial  physician  in  selling  his  pro- 
gram to  management  is  ultimately  based  on  his 
ability  to  keep  accidents  and  illness  at  a minimum. 
A vice-president  or  general  manager  prefers  to  see 
accident  frequency  and  severity  rates  decline  than 
to  applaud  a feat  of  restorative  surgery  or  to  read  an 
article  by  his  medical  director  on  12  proved  cases  of 
agranulocytosis  due  to  toxic  exposure. 


What  humbugs  we  are,  who  'pretend  to  love  nature  and  live  for  beauty  but  never  get  up  to  see  the 
dawn! — Emerson 
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I AM  happy  to  have  a few  minutes  to  discuss  the 
occupational  diseases  with  a group  of  practic- 
ing physicians.  Curiously  enough,  such  oppor- 
tunities are  relatively  infrequent  since  these 
diseases  tend  to  be  reserved,  almost  exclusively, 
for  industrial  health  meetings.  And  few  medical 
practitioners  attend  such  meetings  because  the 
emphasis  there  tends  to  be  on  the  industrial 
environment  and  its  control  rather  than  upon 
clinical  medicine.  The  fact  remains,  however, 
that  when  a worker  gets  sick,  he  first  consults 
his  own  doctor,  so  that  this  doctor  is  really  in  the 
front  line  when  it  comes  to  the  need  to  recognize 
an  occupational  disease  clinically  and  to  make  a 
correct  diagnosis. 

To  the  medical  profession  the  occupational 
j:  diseases  are  always  somewhat  baffling  because 
they  have  their  origins  in  environmental  con- 
ditions which  are  unfamiliar.  Unlike  the  com- 
l munity  environment  where  the  medical  problems 
are  always  largely  epidemiologic  in  character, 
the  industrial  environment,  being  man-made, 
presents  problems  in  fields  somewhat  further 
removed  from  the  physician’s  conventional  train- 
ing and  experience,  fields  such  as  industrial 
toxicology  or  radiation. 

There  are  literally  thousands  of  potentially 
i toxic  chemicals  which  are  either  being  produced  in 
industry  or  are  being  used  in  the  production  of 
other  goods,  with  new  ones  being  added  all  the 
time  by  our  research  chemists  Aside  from  skin 
i contact  workers  are  exposed  to  many  of  these 
substances  in  the  form  of  dusts,  gases,  fumes, 
vapors,  or  mists  which  become  disseminated 
into  the  air  of  the  workroom.  While  inhalation 
1 is  by  far  the  most  important  source  of  injury 
to  health  from  exposure  to  toxic  chemicals, 
skin  absorption,  and  even  ingestion  may  play 
important  roles  under  certain  circumstances. 

Less  familiar,  perhaps,  are  a variety  of  other 
abnormalities  in  the  working  environment 
which  are  equally  serious  as  potential  health 
hazards.  Aside  from  dangerous  machinery  there 
are  abnormal  temperatures  and  humidities; 
infrared  and  ultraviolet  light;  compressed  air  in 
I tunnel  construction;  continuous  vibration  in 
! the  use  of  pneumatic  tools;  excessive  noise,  even 
in  the  supersonic  ranges;  radiation,  as  in  radium 
dial  painting  operations,  or  the  use  of  the  x-ray 
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or  fluoroscope,  as  industrial  inspection  devices; 
inadequate  or  improper  illumination  with  glare, 
etc.  The  industrial  environment  is,  indeed,  as 
complex  and  as  fluid  as  modern  technologic 
research  and  development  itself. 

For  the  individual  worker  health  hazards  will 
vary  from  industry  to  industry,  from  plant  to 
plant,  from  workroom  to  workroom,  and  often 
from  one  process  to  another  in  a single  workroom. 
Since  labor  is  highly  mobile,  workers  tend  to  go 
from  one  industry  to  another  and  from  one  type 
of  work  to  another  in  various  parts  of  the  country. 
Accurate  evaluation  of  their  occupational  ex- 
posures, particularly  on  any  long-time  basis,  may 
therefore  present  difficulties. 

For  some  reason  the  occupational  diseases  have 
always  held  a place  somewhat  removed  from  the 
rest  of  clinical  medicine.  The  fact  of  their  so- 
called  “common  etiology,”  the  occupation,  has 
perhaps  carried  with  it  a subtle  implication  that 
they  represent  a cohesive  group  in  which  there 
is  a relatively  limited  number  of  fairly  clear-cut 
clinical  entities  and  that  these  are,  on  the  whole, 
characterized  by  distinguishing  earmarks  which 
suggest  particular  occupations.  Actually,  the 
occupational  diseases  range  over  much  of  the 
entire  field  of  clinical  medicine  since  they  reflect 
all  of  the  physiologic,  biochemic,  and  metabolic 
changes  which  develop  in  the  body  in  response 
to  working  conditions  which  are  inimical  to 
health,  including  many  compensatory  responses 
initiated  by  the  body  for  purposes  of  self-pres- 
ervation. 

Nor  does  the  individual  clinical  picture  neces- 
sarily suggest  the  existence  of  an  occupational 
etiology.  Far  less  does  it  point  to  any  specific 
occupation  as  the  etiologic  factor.  This  is  in 
part  due  to  the  fact  that  many  of  the  same  toxic 
chemicals  and  the  same  abnormal  environmental 
conditions  are  to  be  found  in  greatly  diverse 
industries  and  occupations.  More  important, 
however,  is  the  fact  that  many  occupational 
diseases  are  indistinguishable  clinically  from 
similar  diseases  which  are  nonoccupational  in 
origin.  Only  the  etiology  is  different.  However, 
its  recognition  may  provide  the  only  opportunity 
for  saving  the  patient’s  life. 

Aplastic  anemia  or  leukemia,  for  example,  are 
the  same  hematologic  entities  whether  they  are 
idiopathic  in  origin  or  have  been  contracted  in  a 
factory  workroom  as  a result  of  exposure  to  ben- 
zol or  excessive  radiation.  Epitheliomata  of  the 
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bladder  produced  by  exposure  to  betanaphthyla- 
mine  in  the  manufacture  of  aniline  dyes  cannot 
be  differentiated  from  nonoccupational  epithelio- 
mata  of  the  bladder,  either  clinically,  on  cysto- 
scopic  examination,  or  on  microscopic  section. 
Even  their  slow  clinical  course  is  the  same. 
Asthma  and  dermatitis  venenata,  whether  of 
occupational  origin  or  not,  are  clinically  the  same. 
Only  the  precise  antigen  responsible  may  be  one 
which  is  characteristic  of  a particular  occupation, 
as  in  the  case  of  the  paraphenylene  diamine  dyes 
to  which  fur  workers  are  exposed. 

Some  of  the  irritant  gases  present  similar 
difficulties  in  differential  diagnosis.  Ammonia 
gas,  for  example,  is  so  highly  irritating  that 
few  persons  would  voluntarily  remain  in  its  pres- 
ence long  enough  to  inhale  a toxic  dose.  An 
accidental  break  in  a pipeline  could  subject 
workers  to  sufficient  absorption  to  produce  a 
pneumonitis,  pneumonia,  or  even  edema  of  the 
lungs,  however.  These  conditions  are  not  pathog- 
nomonic for  ammonia  gas.  Only  an  occupa- 
tional history  will  reveal  what  happened  and 
provide  necessary  guidance  for  the  management 
of  the  case. 

The  nitrous  fumes  from  welding  operations, 
especially  in  enclosed  spaces  as  in  the  holds  of 
ships,  are  more  insidious  because  they  are  less 
obviously  irritating.  As  a result,  relatively 
large  amounts  may  be  inhaled  without  warning. 
However,  after  an  interval  of  eight,  ten,  or  even 
twelve  hours  their  caustic  action  in  the  lungs 
may  result  in  death  from  pulmonary  edema. 
The  long  latent  period  tends  to  obscure  causal 
relation  unless  one  is  familiar  with  this  type  of 
situation  and  inquires  into  the  occupational 
exposure.  Standard  procedure  for  saving  a 
worker’s  life  is  to  put  him  to  bed  immediately 
following  a known  exposure  to  nitrous  fumes, 
even  in  the  complete  absence  of  any  clinical 
manifestations  of  injury  to  health. 

In  carbon  tetrachloride  poisoning  one  is  usually 
dealing  with  a toxic  hepatitis,  a nephrosis,  or  a 
combination  of  both  There  is  nothing  in  the 
clinical  picture,  however,  which  specifically 
points  to  carbon  tetrachloride  as  the  etiologic 
agent  or,  indeed,  suggests  that  one  is  dealing 
with  some  occupational  disease.  If  the  patient 
is  jaundiced  when  he  first  consults  his  physician, 
obstructive,  catarrhal,  or  infectious  jaundice 
immediately  come  to  mind.  The  possibility 
of  a toxic  hepatitis  is  usually  the  last  to  be  con- 
sidered and  is  often  not  considered  at  all.  In 
the  early  stages,  however,  there  may  be  no  jaun- 
dice, and  the  patient  comes  to  his  physician  com- 
plaining only  of  vague  gastrointestinal  symp- 
toms. In  the  absence  of  an  occupational  history 
of  exposure  to  a hepatotoxic  chemical  the  patient 
may  be  given  a cathartic  and  dismissed.  By  the 


time  jaundice  develops  it  may  be  too  late  to 
save  his  life.  This  has  occurred. 

In  exposure  to  carbon  tetrachloride  one  is 
particularly  impressed  by  the  great  differences 
in  individual  susceptibility.  A drink  of  alcohol 
may  make  the  difference  between  life  and  death. 
These  marked  differences  in  individual  suscepti- 
bility are  not  well  understood.  They  are  by 
no  means  confined  to  the  occupational  diseases 
but  pervade  the  whole  of  clinical  medicine.  In  a 
poliomyelitis  epidemic,  for  example,  almost  even  - 
one  is  exposed,  but  relatively  few  contract  the 
disease.  Nevertheless,  physicians  are  prone 
to  assume  that  if  no  one  else  in  a plant  is  sick, 
his  patient’s  illness  cannot  be  due  to  his  occupa- 
tion. This  is  contrary  to  all  experience.  Of 
two  workers  having  an  identical  exposure  to 
benzol  at  a workbench  one  may  die  of  an  aplastic 
anemia  and  the  other  be  unaffected. 

Among  the  pneumoconioses  silicosis  is  perhaps 
the  most  familiar.  Physicians  are  becoming 
increasingly  adept  at  recognizing  the  x-ray 
shadows  of  first,  second,  and  third  stage  silicosis. 
Less  familiar,  perhaps,  are  the  pneumoconioses 
produced  under  appropriate  conditions  of  exposure 
by  other  types  of  dust  such  as  asbestos  talc,  car- 
borundum, or  mica.  The  extent  to  which  there 
may  be  fundamental  differences  in  pathologic 
response  to  dust  inhalation  is  also  not  sufficiently 
appreciated.  For  example,  asbestosis  and  the 
inhalation  of  certain  of  the  chromate  dusts  ap- 
pear to  play  etiologic  roles  in  the  production  of 
lung  cancer  whereas  silica  dust  does  not.  Iron 
dust  will  produce  characteristic  x-ray  shadows 
of  “siderosis”  without  apparently  injuring  the 
lungs  at  all.  Pulmonary  granulomatosis  pro- 
duced by  the  inhalation  of  beryllium  indicates  a 
totally  different  mechanism  at  work.  Whatever 
the  pulmonary  pathology,  however,  and  no  matter 
how  characteristic  the  x-ray  shadows  may  be,  it  is 
pretty  well  accepted  at  the  present  time 
that  the  x-ray  pictures  are  never  pathognomonic. 
The  resemblance  between  third  stage  silicosis 
and  miliary  tuberculosis  may  be  truly  striking; 
beryllium  granulomatosis  may  be  readily  mis- 
taken for  Boeck’s  sarcoid.  “More  fibrosis 
than  usual”  or  pleural  calcifications  are  par- 
ticularly difficult  to  interpret  without  a history 
of  exposure. 

Here  again,  then,  an  investigation  of  the  occupa- 
tional history  of  the  patient  is  indispensable. 
To  be  of  real  value,  however,  this  occupational 
history  must  be  carried  beyond  the  patient  s 
present  job  to  include  the  whole  of  his  working 
life  in  so  far  as  possible,  for  the  pneumoconioses 
arc  chronic  diseases  which  may  take  many  years 
to  develop.  Occupational  cancer  or  lead  poison- 
ing are  in  the  same  category.  In  addition,  it  is 
important  to  appreciate  the  fact  that  a particular 
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job  classification  does  not  necessarily  provide 
precise  information  as  to  the  nature  of  the  occu- 
pational exposure.  To  learn  that  one’s  patient 
is  a “foundryman,”  for  example,  means  little 
unless  one  knows  whether  he  is  a “moulder”  who 
handles  sand,  whether  he  pours  molten  metals 
which  are  toxic,  whether  he  is  a sandblaster,  or 
whether  he  operates  an  x-ray  machine  to  detect 
flaws  in  finished  castings.  Accurate  and  com- 
plete occupational  histories  of  patients  are  often 
difficult  to  obtain  because  of  the  technical  com- 
plexities inherent  in  the  subject  and  the  failure 
of  patients  to  present  the  whole  story.  Even  a 
well-informed  chemist  who  contracts  an  occupa- 
tional disease  in  his  laboratory  will  not  necessarily 
give  a complete  list  of  all  of  the  substances  which 
he  handles,  although  unlike  most  workers,  he 
knows  exactly  what  they  are.  He  tends  rather 
to  be  selective,  listing  only  those  of  which  he  is 
suspicious.  Memory  failure  for  occupations 
years  back  obviously  further  complicates  the 
problem,  but  if  one  persists,  a useful  occupational 
history  is  usually  forthcoming. 

When  it  is  discovered  that  a patient  has  been 
working  in  a dusty  atmosphere,  there  is  a tend- 
ency to  concentrate  attention  solely  upon  x-ray 
evidences  of  a pneumoconiosis,  forgetting  that 
many  dusts  never  reach  the  lungs  at  all  since  the 
particles  are  larger  than  5 microns  in  size;  for- 
getting that  such  dusts  may,  nevertheless,  be 
highly  irritating  to  the  nose  and  throat  or  to 
the  upper  respiratory  passages;  and  forgetting 
further  that  it  is  the  toxicologic  properties  of  a 
substance  rather  than  the  portal  of  entry  which 
tend  to  determine  the  site  of  injury  in  the  body. 
Thus,  inhalation  of  betanaphthylamine  dust  can 
cause  cancer  of  the  bladder  but  never  cancer  of 
the  lungs.  Similarly,  lead,  whether  inhaled  as 
dust  or  fumes,  reaches  the  alveoli  of  the  lungs, 
but  it  does  not  produce  lung  pathology.  In- 
stead, it  is  carried  away  in  the  blood  stream  and 
causes  lead  poisoning,  a systemic  disease.  All 
of  the  industrial  solvents  enter  the  body  by  in- 
halation, but  their  toxicologic  effects  are  else- 
where. Carbon  tetrachloride  has  a predilection 
for  the  liver  and  kidneys,  benzol  for  the  hema- 
topoietic system,  carbon  disulfide  for  the  nervous 
system,  etc.  Zinc  fumes  cause  a deposition  of 
fine  particles  of  zinc  oxide  on  the  mucous  mem- 
branes of  the  upper  respiratory  passages  to  which 
there  is  an  anaphylactic  reaction,  commonly 
referred  to  as  “zinc  chills.” 

Skin  contact  with  toxic  chemicals  may, 
similarly,  produce  systemic  disease  with  or 
without  a local  dermatitis  when  there  is  skin 
absorption.  Unlike  the  inorganic  lead  com- 
pounds tetraethyl  lead  is  readily  absorbed 
through  the  skin  and  has  a predilection  for  the 
central  nervous  system.  Nitrobenzene  on  the 


skin  can  produce  a dangerous  cyanosis  with 
methemoglobinemia.  Where  there  is  exposure 
to  a combination  of  chemical  substances,  re- 
gardless of  precise  portals  of  entry,  the  principle 
of  synergism  enters  to  complicate  the  clinical 
picture  further. 

Among  the  gases  carbon  monoxide  is  always 
good  for  a full  day’s  session  as  soon  as  someone 
raises  the  question  of  “chronic  carbon  monoxide 
poisoning.”  Actually,  whether  or  not  there  is  a 
clinical  entity  such  as  “chronic”  carbon  monoxide 
poisoning  is  entirely  a matter  of  definition. 
That  varying  degrees  of  anoxia  may  be  present 
in  persons  exposed  to  concentrations  of  this  gas 
which  are  insufficient  to  produce  acute  asphyxia 
is  well  known  to  all  students  of  the  subject. 
In  industry  cases  of  acute  asphyxia  are  relatively 
rare.  More  often,  workers  are  exposed  to  rela- 
tively low  concentrations  for  long  periods  of 
time.  The  typical  picture,  as  one  sees  it  in  garage 
workers,  for  example,  is  that  of  an  extremely 
intense  and  throbbing  occipital  headache,  usually 
associated  with  dizziness,  nausea,  nervous  in- 
stability, psychologic  susceptibility,  insomnia,  and 
gastrointestinal  symptoms.  There  are  two  strik- 
ing points  about  the  headache:  (1)  Clinically,  it 
immediately  suggests  a brain  tumor,  and  (2)  it 
continues  for  a great  many  hours  after  the  carbon 
monoxide  has,  obviously,  been  eliminated  from 
the  body.  It  is  an  important  cause  of  absen- 
teeism among  garage  workers.  Yet  it  is  this 
continuation  of  the  headache,  even  into  the  fol- 
lowing day,  which  always  causes  doubt  to  be 
thrown  upon  carbon  monoxide  as  a possible  cause. 
When  one  considers  the  pathology,  this  seemingly 
puzzling  situation  becomes  perfectly  clear. 
Trephine  operations  on  animals  exposed  to  carbon 
monoxide  gas  have  demonstrated  the  presence 
of  edema  of  the  brain  associated  with  increased 
intracranial  pressure.  This  immediately  ex- 
plains the  clinical  similarity  between  the  carbon 
monoxide  headache  and  brain  tumor.  On  the 
other  hand,  while  carbon  monoxide  is  rapidly 
eliminated  from  the  body,  usually  within  the 
first  hour  or  two,  edema  of  the  brain  takes  many 
more  hours  to  subside.  The  headache  continues 
during  all  this  long  period.  Incidentally,  quanti- 
tative determinations  of  carbon  monoxide  in 
blood  are  often  carried  out  hours  after  exposure 
when  the  patient  finally  reaches  a hospital. 
Obviously,  these  can  be  of  little  value  since 
practically  all  of  the  gas  has  long  since  dis- 
appeared. 

Another  point  not  sufficiently  appreciated  is 
that  a worker  with  a 40  per  cent  oxygen  displace- 
ment due  to  carbon  monoxide  is  suffering  from  a 
far  greater  degree  of  anoxia  for  practical  purposes 
than  is  an  individual  with  a 60  per  cent  hemo- 
globia  and  a corresponding  oxygen  lack  due  to 
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anemia,  for  example.  This  is  because  the  oxy- 
gen dissociation  curve  with  carbon  monoxide  is 
such  that  what  oxygen  is  present  is  far  less  readily 
available.  A garage  worker  may  collapse  on 
sudden  exertion  under  such  circumstances, 
while  the  patient  with  the  corresponding  anemia 
still  has  a considerable  ready  reserve  of  oxygen 
at  his  immediate  disposal. 

I will  not  attempt  to  discuss  lead  poisoning 
except  to  point  out  that  most  of  the  difficulties 
in  diagnosis  arise  from  failure  to  differentiate 
between  lead  absorption  and  lead  poisoning  and 
failure  to  visualize  the  medical  findings  in  terms 
of  a constantly  shifting  metabolic  balance  be- 
tween absorption,  storage,  and  excretion.  These 
difficulties  are  peculiarly  characteristic  of  a 
whole  group  of  occupational  diseases  which  de- 
velop as  a result  of  exposure  to  cumulative 
poisons.  In  an  effort  to  be  brief,  one  might 
say  that  diagnosis  rests  upon  three  pillars: 
(1)  evidence  of  significant  exposure,  (2)  a charac- 
teristic clinical  picture,  and  (3)  laboratory  data, 
particularly  quantitative  data  as  to  the  lead 
content  of  the  urine  and  the  blood  and  the  hema- 
tologic picture.  Sound  clinical  medicine  re- 
quires that  the  findings  in  all  three  categories 
must  be  interpreted  together.  The  laboratory 
data  cannot  be  interpreted  without  the  others. 

“Evidence  of  significant  exposure”  stresses  the 
need  for  accurate  information  as  to  dosage. 
Dosage  in  industry  is  quite  as  important  as 
in  a doctor’s  prescription.  The  fact  that  a person 
works  with  a toxic  chemical  or  that  he  has  been 
exposed  to  .radiation,  for  example,  does  not 
per  se  indicate  that  his  health  has  been  injured 
thereby.  The  question  is  always,  “How  much?” 
Frequently  the  only  way  in  which  this  can  be 
answered  is  by  a technical  evaluation  of  the 
industrial  environment.  This  may  require  dust 
counts,  chemical  air  analyses,  radiation  or  noise 
measurements,  or  the  application  of  a variety 
of  other  measuring  sticks  to  the  particular  prob- 
lem at  hand.  These  findings  can  then  be  com- 
pared with  accepted  safe  standards,  the  so-called 
Maximum  Allowable  Concentrations  (M.A.C.), 
always  taking  into  account  individual  differences 
in  susceptibility  among  people.  The  practicing 
physician  is  obviously  not  equipped  to  make  such 
tests.  In  New  York  State  he  can  always  call 
upon  the  Division  of  Industrial  Hygiene  in  the 
Department  of  Labor  for  assistance.  The  serv- 
ices of  its  professional  staff  of  physicians,  chem- 
ists, and  engineers  are  always  at  his  disposal 
without  charge. 

In  these  days  when  everyone  is  psychiatrically 
minded,  there  is  an  increasing  tendency  to  refer 
workers  showing  personality  changes  to  a psy- 
chiatrist without  stopping  to  consider  the  pos- 
sibility of  a toxic  etiology,  possibly  occupational. 


There  are  a number  of  industrial  chemicals  which 
are  capable  of  producing  psychoneuroses,  psy- 
choses, and  even  neurologic  conditions  which 
cannot  always  be  distinguished  from  those  which 
are  nonoccupational  in  origin.  Least  serious, 
perhaps,  are  some  of  the  less  toxic  solvents  which 
are,  nevertheless,  narcotic  in  their  effects,  j 
Workers  exposed  to  trichlorethylene,  for  example, 
may  under  certain  circumstances  become  drowsy,  ] 
irritable,  and  restless,  and  they  may  complain 
of  vague  gastrointestinal  disturbances  which  are 
not  easy  to  verify  on  physical  examination.  In 
the  manufacture  of  rayon,  workers  exposed  to 
toxic  concentrations  of  carbon  disulfide  have 
developed  mild  to  serious  psychoneuroses  and 
psychoses  which  for  a long  time  were  not  recog- 
nized as  being  due  to  this  exposure,  and  many 
were  confined  to  psychiatric  hospitals.  A charac- 
teristic Parkinsonian  syndrome  may  develop  in 
manganese  poisoning.  In  the  manufacture  of 
fur-felt  hats  workers  are  exposed  to  low  concen- 
trations of  mercury  for  long  periods  of  time. 
Here,  instead  of  the  severe  renal  damage  with 
possible  uremia  which  one  sees  in  a patient  who 
has  swallowed  some  bichloride  of  mercury  tablets, 
we  find  an  intention  tremor  and  remarkably 
complicated  personality  changes.  The  Mad 
Hatter  in  Alice  in  Wonderland  is  a true  case  of 
industrial  mercury  poisoning!  And  so,  it  is 
highly  important  at  this  time  to  caution  against  f 
jumping  to  conclusions  that  what  the  patient 
needs  is  a psychiatrist. 

Summary 

In  conclusion  I would  say  that  most  patients 
are  workers.  Few  workers  nowadays  succeed 
in  escaping  the  hazards  to  health  which  modern 
technology  has  put  in  their  path.  Toxic  chemi- 
cals not  only  are  to  be  found  in  industry,  but  they 
are  used  in  the  home  and  in  many  hobbies  as  well. 
Carbon  tetrachloride  is  a popular  cleaning  fluid 
with  the  housewife;  benzol  is  a common  con- 
stituent of  rubber  cements,  and  potentially  toxic 
moth  proofing  materials  and  insecticides  are  in 
common  use  by  almost  everyone.  For  that 
reason,  a history  of  exposure  is  of  the  essence. 

One  must  never  fail  to  consider  the  possibility 
of  an  occupational  etiology  in  every  differential 
diagnosis. 

I wish  to  stress  again  the  fact  that  ascertaining  , 
the  occupational  etiology  in  a given  case,  where 
it  exists,  may  be  the  only  means  of  saving  the  I 
patient’s  life,  since  no  amount  of  treatment  will  j 
be  effective  unless  he  can  be  immediately  re-  | 
moved  from  further  exposure.  Beyond  that  I 
would  like  to  direct  your  attention  to  the  fact  ■ 
that  recognition  of  the  occupational  etiology 
contributes  to  proper  reporting  of  occupational  l 
diseases,  thereby  making  more  accurate  the 
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occupational  disease  statistics  available.  Very 
few  people  realize  that  we  have  no  reliable  data 
at  the  present  time  as  to  the  statistical  incidence 
of  any  of  the  occupational  diseases,  principally 
because  physicians  fail  to  recognize  them.  With 
the  best  intentions  in  the  world  a physician  will 
not  report  a case  of  “aplastic  anemia”  if  it  does 


not  occur  to  him  that  it  is  occupational  in  origin. 
Practicing  physicians,  therefore,  have  a great 
contribution  to  make,  as  individuals,  in  the 
matter  of  prevention  in  that  they  can  provide 
public  health  agencies  with  accurate  morbidity 
and  mortality  statistics  which  are  the  building 
stones  of  all  public  health  programs. 
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EVALUATION  OF  NEWER  DIAGNOSTIC  TESTS  FOR  CORONARY 
ARTERY  DISORDERS  IN  THE  PATIENT  WITH  CHEST  PAIN 
AND  A NORMAL  ELECTROCARDIOGRAM* 

Seymour  H.  Rinzler,  M.D.,  New  York  City 

( From  the  Cardiovascular  Research  Unit,  Beth  Israel  Hospital,  and  the  Department  of  Pharmacology, 
Cornell  University  Medical  College ) 


CHEST  pain  of  typical  effort  angina  and  myo- 
cardial infarction  may  be  simulated  by  dis- 
orders of  structures  of  the  chest  beside  the  heart.1 
These  include  myalgia  of  chest  muscles,  cervical 
and  upper  thoracic  spondylitis  and  neuritis, 
pulmonary  infarction  and  embolism,  cardio- 
spasm, esophageal  hiatus  hernia,  etc.  The  dif- 
ferential diagnosis  of  cardiac  pain  is  rendered 
difficult  when  cardiovascular  physical  findings 
and  routine  electrocardiograms  are  normal. 
This  may  occur  in  about  25  to  40  per  cent  of  pa- 
tients with  a typical  history  of  angina  pectoris.2 

Under  these  circumstances  in  order  to  deter- 
mine whether  chest  pain  is  of  coronary  artery 
origin  one  turns  to  objective  tests.  These  in- 
clude (1)  the  12-lead  electrocardiogram,  (2)  the 
exercise  tolerance  test,  (3)  the  ballistocardiogram, 
(4)  the  level  of  serum  lipoprotein  molecules  of 
St  10-20  class  (Gofman  Test),  and  (5)  the  ratio 
of  serum  phospholipids  to  total  cholesterol. 
Some  or  all  of  these  tests  were  carried  out  on  12 
male  patients  in  whom  a diagnosis  of  either  an- 
gina pectoris  or  myocardial  infarction  was  made 
by  one  or  several  physicians,  on  one  or  several 
occasions,  on  history  alone  and  without  definite 
physical  findings  or  the  usual  laboratory  evidence 
for  this  diagnosis  (Table  I).  The  results  of  these 
tests  and  a discussion  of  their  usefulness  in  the 
evaluation  of  the  patient  with  chest  pain  form 
the  basis  of  this  report. 

Methods 

The  Electrocardiogram. — The  routine  electro- 
cardiogram, when  indicative  of  myocardial  dam- 
age, is  useful  in  substantiating  the  impression 
that  chest  pain  is  due  to  coronary  insufficiency. 
Riseman  and  Josephs  found  that  the  12-lead 
electrocardiogram  gave  more  information  of  value 
in  angina  pectoris  than  could  be  obtained  from 
the  three  standard  leads  plus  one  apical  lead.3 
Odle,  Wechsler,  and  Silverberg  indicated  that  even 
when  the  12-lead  electrocardiogram  was  normal, 
electrocardiographic  leads  demonstrating  the 
left  ventricular  cavity  may  give  specific  objective 
evidence  of  coronary  insufficiency.4  In  this 
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method  the  exploring  electrode  is  placed  in  the 
left  supraclavicular  fossa  over  the  clavicle  at  the 
lateral  border  of  the  sternocleidomastoid  muscle. 
In  five  out  of  100  patients  in  whom  such  electro- 
cardiograms were  taken,  changes  were  demon- 
strated in  the  left  ventricular  cavity  leads  but  in 
none  of  the  other  leads.  The  normal  pattern  is  a 
QS  and  inverted  T.  In  abnormal  patterns  either 
upright  T waves,  elevation  of  the  S-T  segment, 
appearance  of  a prominent  R wave,  or  combina- 
tions of  the  latter  occurred.  These  five  patients 
had  clinical  evidence  of  angina  pectoris  and  yet 
showed  no  electrocardiographic  abnormalities  by 
standard  and  unipolar  limb  and  precordial  leads. 

Exercise  Tolerance,  Anoxemia  Test,  and  Ergono- 
vine  Test. — As  Master  has  stated,  “At  least  40 
per  cent  of  patients  with  coronary  disease  do  not 
present  any  objective  evidence  of  heart  disease. 
The  physical  examination,  chest  roentgenogram, 
and  resting  electrocardiogram  all  may  appear  to 
be  entirely  normal.”2  The  standard  exercise 
tolerance  and  anoxemia  tests  will  give  confirma- 
tory evidence  of  coronary  artery  disease  in  about 
50  per  cent  of  these  patients  (Table  II).  Wood 
was  able  to  obtain  positive  confirmation  of  angina 
pectoris  in  88  of  100  patients  with  clinical  angina 
but  normal  resting  electrocardiograms  when  they 
were  pushed  to  the  point  of  maximum  effort  as 
regulated  by  the  onset  of  pain,  dyspnea,  or  fa- 
tigue.7 The  electrocardiographic  changes  con- 
sisted of  flat  or  sagging  depression  of  the  RS-T 
segment  from  1 to  4 mm.  below  the  P-Q  level  or 
of  a completely  flat,  diphasic,  or  inverted  T wave 
in  left  ventricular  surface  leads  or  their  equiva- 
lents. The  normal  controls  showed  flat  depres- 
sion of  the  RS-T  segment  no  greater  than  0.5 
mm.  Wood  further  pointed  out  that  when  the 
heart  rate  after  effort  was  at  least  90  beats  a 
minute,  95  per  cent  of  88  patients  with  angina 
pectoris  developed  diagnostic  electrocardio- 
graphic changes. 

Littman  and  Rodman  point  out  that  tachycar- 
dia, however  induced,  alters  the  recovery  period 
of  the  myocardium.11  This  so  changes  the  re- 
lationship of  the  postulated  monophasic  com- 
ponents of  the  electrocardiogram  that  S-T  de- 
pression and  T wave  lowering  or  inversion  may 
occur.  For  the  above  reasons,  they  do  not  take 
the  postexercise  electrocardiogram  until  the  pulse 
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TABLE  I. — Results  in  12  Male  Patients  with  Chest  Pain 


- 

1 

2 

3 

4 

5 

6 7 

8 

9 

10 

11 

12 

Age  (years) 

50 

52 

38 

46 

54 

44 

45 

54 

52 

47 

42 

51 

Resting  electrocardiogram  (12  leads) 

TV* 

TV 

TV 

TV 

TV 

N 

N 

TV 

N 

AT 

N 

TV 

Resting  ballistocardiogram 

V 

abn 

TV 

N 

abn 

TV 

TV 

TV 

N 

TV 

abn 

abn 

Exercise  tolerance  test 
Gofman  test 

Serum  lipoprotein  molecules  of  Sf 

TV 

abn 

TV 

N 

N 

TV 

N 

TV 

None 

TV 

abn 

TV 

10-20  class  (mg.  per  cent)t 
Percentage  increase  in  level  as  com- 
pared with  average  for: 

20 

100 

49 

33 

44 

18 

74 

47 

32 

40 

34 

31 

Normals  of  same  age  and  sex 
Patients  with  myocardial  infarction, 

17 

98 

71 

41 

64 

14 

91 

67 

39 

57 

39 

36 

of  same  age  and  sex 

5 

90 

35 

13 

27 

4 

71 

31 

12 

21 

16 

11 

Total  cholesterol  (mg.  per  cent)t 

295 

274 

287 

248 

252 

295 

213 

243 

161 

275 

220 

Serum  phospholipid  (mg.  per  cent)f 

845 

258 

270 

233 

245 

260 

195 

213 

150 

193 

Serum  uric  acid  (mg.  per  cent)t 

3.4 

3.1 

1.7 

3.7 

4-7 

3.1 

4.2 

4-8 

2 . 8 

2.3 

Phospholipid-total  cholesterol  ratio  t 
Cholesterol  (mg.  %)  X 

1.2 

0.94 

0.94 

0.93 

0.97 

0.88 

0.91 

0.88 

0.93 

0.88 

uric  acid  (mg.  %)  X 100 
Lipid  phosphorus  (mg.  %) 

73 

82 

43 

96 

120 

86 

114 

137 

75 

65 

* N = normal ; abn  or  italic  figure  = abnormal, 
t Normal  values  for  serum: 

Lipoproteins  (Sf  10-20  class)  = 25  mg.  per  cent  or  less. 
Total  cholesterol  = 180-220  mg.  per  cent. 

Phospholipid  = 180-260  mg.  per  cent. 

Uric  acid  = 2-4  mg.  per  cent. 

Phospholipid- total  cholesterol  ratio  = 0.89  or  greater.25 
Uric  acid  ratio:50 

Mean  value  for  healthy  group  = 90. 

Mean  value  for  coronary  group  = 119. 


TABLE  II. — Evaluation  op  Exercise  Tolerance  and  Anoxemia  Tests  in  the  Diagnosis  of  Coronary  Artery  Disease 


Author 

Exercise  Tolerance 
or 

Anoxemia  Tests 

Number  of  Cases 
with 

Angina  Pectoris 

Per  Cent  Positive 
Tests 

Master  et  al.6 

Exercise  tolerance 

83 

30  or  46  depending 
on  “standard”  or 
“double  standard” 
tests 

48.3 

Unterman  and 
DeGraff6 

Exercise  tolerance 

31 

Wood,  et  al.7 

Exercise  tolerance 

100 

88  or  95  depending 

Levy  et  al .8 

to  limit  of  capac- 
ity 

Anoxemia  test 

73 

on  heart  rate 
55 

Pruitt  et  al .* 

Anoxemia  test 

92 

53.2 

Weintraub  and 
Bishop10 

Anoxemia  test 

20 

55 

rate  has  slowed  to  100  per  minute  or  less.  Litt- 
man  and  Rodman  have  modified  the  Master  test 
in  that  the  test  is  run  in  the  midafternoon  fol- 
lowing a medium  or  large  noon  meal;  the  pa- 
tient performs  the  exercise  while  holding  in  each 
hand  approximately  4 ounces  of  gauze-wrapped 
ice;  the  patient  walks  over  the  usual  Master  steps 
at  his  own  rate  if  it  is  not  too  slow  and  walks  un- 
til he  experiences  pain  or  until  he  is  forced  to  stop 
by  dyspnea  or  fatigue.  If  these  symptoms  do 
not  occur,  the  test  is  continued  until  100  single 
or  50  round  trips  have  been  completed. 

Stein  has  recently  introduced  the  use  of  ergono- 
vine  in  testing  for  coronary  insufficiency.12  In- 
travenous administration  of  from  0.2  to  0.4  mg. 
of  ergonovine  maleate  in  1.0  or  2.0  cc.  of  distilled 
i water  effected  electrocardiographic  changes  in 
suitable  subjects  similar  to  that  obtained  after 
exercise.  The  author  cautions  that  excessive 
dosage  must  be  avoided  and  such  vasodilator 
drugs  as  amyl  nitrite  and  nitroglycerine  must  be 
available  for  immediate  use. 


The  Ballistocardiogram .* — Starr  and  then 
Brown  indicated  that  the  resting  ballistocardio- 
gram may  show  abnormalities  indicative  of 
coronary  insufficiency  when  the  resting  electro- 
cardiogram is  normal.13-14  The  introduction  of 
simpler  methods  of  recording  the  ballistocardio- 
gram by  Dock  gave  a great  impetus  to  the  use  of 
this  instrument  in  clinical  cardiology.15 

Our  study16  and  those  of  others13-  17-19  indicate 
that  abnormal  ballistocardiographic  patterns  in 
coronary  artery  disease  are  represented  by  certain 
changes:  (1)  The  H wave  amplitude  may  be 
equal  or  higher  than  the  J wave,  producing  an 
“M”-shaped  wave  in  early  ballistocardiographic 
systole;  (2)  the  I wave  diminishes  in  amplitude 
or  disappears;  (3)  the  J wave  becomes  “M”- 
shaped  at  its  peak  in  late  ballistocardiographic 
systole;  and  (4)  the  pattern  may  be  totally  bi- 
zarre. The  experimental  production  of  the  "M”- 


* The  instruments  used  were  the  Glennite  ballistocardl- 
ograph  made  by  the  John  Peck  Laboratories,  New  York,  and 
an  electromagnetic  ballistocardiograph. 
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shaped  pattern  under  conditions  of  induced  anox- 
emia in  a subject  with  angina  pectoris  has  been 
demonstrated  by  Scarborough  and  his  co- 
workers.20 

Taymor  and  his  coworkers  found  that  the  bal- 
listocardiogram was  abnormal  in  70  (93  per  cent) 
of  75  patients  with  angina  pectoris,  normal  rest- 
ing electrocardiograms,  and  positive  2-step  tests.17 
They  also  found  that  27  (23  per  cent)  of  113  pa- 
tients with  negative  2-step  electrocardiographic 
tests  had  abnormal  ballistocardiograms  at  rest 
or  after  standard  exercise.  This  means  that  in 
156  (83  per  cent)  of  188  patients  there  was  a di- 
rect correlation  between  positive  ballistocardio- 
grams and  positive  exercise  tolerance  tests  and 
between  negative  ballistocardiograms  and  neg- 
ative exercise  tolerance  tests.  Published  data16 
and  further  unpublished  observations  by  us  con- 
firm this  approximate  percentage  level  of  direct 
correlation  found  by  Taymor.17 

Serum  Lipoproteins  of  Sr  10-20  Class  ( Gofman 
Test). — Biochemical  tests  at  present  under  in- 
vestigation for  their  relationship  to  atherosclero- 
sis were  chosen  for  study.  This  seemed  impor- 
tant since  coronary  insufficiency  and  atherosclero- 
sis of  the  coronary  arteries  are  intimately  re- 
lated. As  Zoll  and  his  associates  have  stated, 
“We  therefore  believe  that  a diagnosis  of  angina 
pectoris  is  tantamount  to  a diagnosis  of  organic 
heart  disease;  furthermore,  in  90  per  cent  of 
anginal  patients  coronary  artery  disease  is  the 
cause.”21 

Gofman  and  his  associates  studied  the  corre- 
lation between  levels  of  various  serum  lipopro- 
teins and  atherosclerosis  using  normal  subjects 
versus  patients  with  myocardial  infarcts  as  test 
groups.22  They  found  that  the  highest  correla- 
tion occurred  in  the  lipoprotein  spectrum  of  the 
Sf  10-20;  a similar  correlation  was  also  found  for 
the  Sf  12-20  class.23  When  expressed  in  milli- 
grams per  cent,  a level  of  25  mg.  per  cent  was 
taken  as  indicating  the  presence  of  atherosclerotic 
activity.  The  clinically  normal  male  population 
at  age  twenty-five  years  has  a median  concentra- 
tion of  Sf  12-20  molecules  of  28  mg.  per  cent, 
at  age  thirty  of  39  mg.  per  cent,  and  beyond 
thirty  years  of  age  shows  no  further  significant 
change  even  through  the  sixtieth  year.  The 
clinically  normal  female  reaches  the  Sf  12-20 
level  for  the  male  of  thirty  years  during  her  fif- 
tieth to  sixtieth  years. 

The  Phospholipid-Total  Cholesterol  Ratio. — 
Phospholipids  and  cholesterol  exist  in  human 
blood  sera  in  an  equimolar  ratio.  The  phospho- 
lipids keep  the  cholesterol  stabilized  in  the  col- 
loidal form.  Increases  in  phospholipid  are  not 
disturbing  to  this  chemical  state,  but  on  the 
other  hand,  increases  in  cholesterol  beyond  the 
equimolar  state  alter  the  colloidal  stability  of  the 


lipid  emulsion.  The  genesis  of  arteriosclerosis 
has  been  linked,  therefore,  not  to  elevation  of  the 
serum  cholesterol  concentration  per  se  but  to 
abnormal  ratios  of  cholesterol  to  phospho- 
lipids.24-27 

Morrison,  Gonzalez,  and  Wolfson  analyzed  the 
ratios  of  serum  phospholipid  and  total  cholesterol 
in  relation  to  atherosclerosis.28  Ninety-two  nor- 
mal persons  had  an  average  ratio  of  1.23  with 
only  10  per  cent  of  the  ratios  below  1.0.  In  124 
patients  with  proved  coronary  thrombosis  and 
myocardial  infarction,  the  average  phospholipid- 
total  cholesterol  ratio  was  0.977,  and  66  per 
cent  were  below  1.0. 

Pomeranze  and  Kunkel  studied  the  phospho- 
lipid-cholesterol ratios  in  50  patients,  25  of  whom 
had  severe  arteriosclerosis  as  judged  by  electro- 
cardiographic evidence  of  coronary  disease,  x-ray 
evidence  of  arterial  calcification,  or  signs  of  arte- 
riosclerosis in  the  retina.29  Of  these  25  patients, 
21  (84  per  cent)  had  phospholipid-cholesterol 
ratios  below  0.89.  Since  we  have  used  Pomer- 
anze’s  technic  in  the  determination  of  serum 
phospholipid  and  cholesterol,  we  have  used  his 
value  of  0.89  as  the  critical  level. 

More  recently,  Gertler  and  coworkers  have 
introduced  the  “CUP”  ratio  as  having  a possible 
selective  and  predictive  value  in  atherosclero- 
sis.30-32 This  is  based  on  the  ratio  of  the  choles- 
terol times  the  uric  acid  to  the  lipid  phosphorus 
levels  in  the  serum.  The  mean  value  obtained 
for  the  healthy  group  was  90  and  for  the  coronary 
group  (patients  with  myocardial  infarcts)  119. 
They  state  that  “at  present  there  is  no  satisfac- 
tory explanation  as  to  how  cholesterol  and  uric 
acid  interrelate  in  coronary  heart  disease.  It  is 
possible  that  uric  acid  in  its  lactum  state  may  be 
a powerful  cationic  surface  agent,  and  perhaps 
attach  itself  to  a larger  cholesterol  molecule  and 
bring  the  cholesterol  molecule  into  contact  with  a 
surface  such  as  arterial  intima.” 

Results 

In  our  series  all  five  objective  tests  were  ob- 
tained in  ten  patients;  in  none  of  this  group  were 
all  of  these  tests  either  uniformly  normal  or  ab- 
normal (Table  I).  On  the  other  hand,  the  data 
obtained  on  the  remaining  two  patients  in  this 
series,  although  incomplete,  were  all  normal  in 
Patient  1 and  all  abnormal  in  Patient  11.  Pa- 
tient 1 had  a normal  ballistocardiogram,  exercise 
tolerance  test,  and  Gofman  test,  but  no  serum 
cholesterol  or  serum  phospholipid  was  deter- 
mined. Patient  11  had  an  abnormal  ballisto- 
cardiogram, exercise  tolerance  test,  Gofman  test, 
and  serum  cholesterol,  but  no  phospholipid-total 
cholesterol  ratio  was  obtained. 

Two  patients  (Patients  2 and  11)  had  abnormal 
ballistocardiograms  and  exercise  tolerance  tests, 
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Vi  V2  Vs  V4  Vs  Ve 

Fig.  1.  The  12-lead  resting  electrocardiogram,  taken  October  26,  1951,  is  normal.  (Retouched  photo- 
graph; white  dot  represents  R and  S of  QRS  complex.) 


and  their  Gofman  tests  were  abnormal.  The 
phospholipid-total  cholesterol  ratio  and  the 
V “QUP”  ratio  were  obtained  in  one  of  these  two 
patients,  and  both  tests  were  normal.  However, 
in  both  patients  the  serum  cholesterol  was  ab- 
■ ' normal. 

Two  patients  (Patients  5 and  12)  had  abnormal 
ballistocardiograms  but  normal  exercise  tolerance 
>n  tests.  Their  Gofman  tests  were  both  abnormal. 
Patient  5 had  an  abnormal  total  cholesterol  with 
normal  phospholipid-total  cholesterol  and  “CUP” 
ratios,  while  Patient  12  had  a normal  total  choles- 
terol and  “CUP”  ratio  but  an  abnormal  phos- 
pholipid-total cholesterol  ratio. 

The  eight  remaining  patients  had  normal 
ballistocardiograms.  Seven  had  exercise  toler- 
ance tests  performed,  and  these  were  normal. 
The  eighth  patient  (Patient  9)  had  intermittent 
I claudication  and  was  not  exercised.  Six  of  the 
Gofman  tests  were  abnormal;  two  were  normal. 
In  seven  of  these  eight  patients  (excepting  Pa- 
tient 1),  the  phospholipid- total  cholesterol  and 
“CUP”  ratios  were  obtained.  Of  these,  five  had 
! abnormal  serum  cholesterols,  three  abnormal 
“CUP”  ratios,  and  two  abnormal  phospholipid- 
total  cholesterol  ratios.  In  only  one  patient  were 
all  three  tests  abnormal,  and  this  patient  (Pa- 
tient 9)  had  roentgen  evidence  of  peripheral 
arteriosclerosis. 

The  following  three  case  reports  are  illustrative 
of  the  type  of  problem  involved. 

Case  Reports 

Case  2. — A fifty-two-year-old  white  male  was  first 


seen  on  October  26,  1951,  with  the  complaint  that 
two  weeks  prior  to  the  office  visit  he  developed  chest 
pain  all  over  the  anterior  chest  and  dyspnea  while 
going  up  the  subway  steps.  These  symptoms  dis- 
appeared quickly  on  resting.  These  attacks  have 
been  recurrent  on  similar  effort.  Two  years  before,, 
he  had  difficulty  in  walking.  He  was  told  that  he 
had  no  right  posterior  tibial  artery  pulse  and  that 
he  had  arteriosclerosis  obliterans.  He  stopped 
smoking  and  took  papaverine.  Within  a few  months 
the  pulse  again  was  felt.  There  was  no  history  of 
diabetes  or  hypertension. 

Physical  examination  of  the  cardiovascular  system 
revealed  normal  fundi,  clear  lungs,  a normal  sized 
heart  (confirmed  by  x-ray  and  fluoroscopy),  normal 
sounds,  and  a blood  pressure  of  130/88  mm.  Hg. 
Both  posterior  tibial  pulses  were  elicited,  but  the 
left  amplitude  was  greater  than  the  right. 

The  resting  electrocardiogram  was  normal  (Fig. 
1).  The  exercise  electrocardiogram  revealed  de- 
pression of  ST2  and  inversion  of  T4  indicative  of 
coronary  insufficiency  (Fig.  2).  The  resting  ballisto- 
cardiogram revealed  an  “M”-shaped  component  in 
systole  which  is  abnormal  (Fig.  3). 

The  serum  lipoproteins  of  the  Sf  10-20  type  were 
taken  on  November  5,  1951,  and  were  markedly 
abnormal  at  100  mg.  per  cent.  The  serum  choles- 
terol at  295  mg.  per  cent  and  the  serum  phospholipid 
at  345  mg.  per  cent  were  abnormal.  The  uric  acid 
was  normal  at  3.45  mg.  per  cent.  The  phospholipid- 
total  cholesterol  ratio  and  the  “CUP”  ratio  were 
normal  at  1.2  and  73,  respectively. 

In  this  patient  the  resting  ballistocardiogram,  the 
exercise  tolerance  test,  the  Gofman  test,  and  the 
serum  cholesterol  were  all  abnormal  and  confirmed 
the  impression  of  angina  pectoris.  The  phospholipid- 
total  cholesterol  ratio  and  “CUP”  ratio,  however, 
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Fig.  2.  The  exercise  tolerance  test  taken  October 
27,  1951,  was  done  by  the  Master  technic.  After 
walking  27  trips  of  the  required  42  trips  for  the 
double  test,  the  patient  developed  substernal  pain, 
and  the  test  was  terminated.  The  control  electro- 
cardiogram consisting  of  limb  leads  I,  II,  and  III 
and  precordial  lead  V4  is  normal.  The  electrocardio- 
gram taken  immediately  after  exercise  shows  a de- 
pression of  the  ST;  segment  of  about  0.75  mm.  and 
a lowering  of  the  T wave  in  V4.  One  minute  after 
exercise,  the  T wave  in  V4  became  inverted  and  did 
not  become  upright  until  the  electrocardiogram 
taken  ten  minutes  after  exercise.  (Retouched  pho- 
tograph; white  dot  represents  R of  QRS  complex.) 


were  normal.  On  the  night  of  November  19,  1951, 
he  was  awakened  at  3 a.m.  with  severe  substernal 
pain.  He  died  within  an  hour. 

Case  3. — A thirty-eight-year-old  male  was  first 
seen  on  March  14,  1951.  In  the  early  part  of 
November,  1950,  the  patient  noted  that  while  rush- 
ing to  a drugstore  to  get  something  for  his  wife, 


he  had  epigastric  pressure  radiating  to  his  chest. 
It  lasted  for  half  a minute  and  then  disappeared 
spontaneously.  Following  this  he  felt  nauseated 
every  morning.  This  was  accompanied  by  a heart- 
burn which  he  attributed  to  the  ingestion  of  an  egg 
at  breakfast.  However,  even  after  eliminating  the 
egg,  nausea  and  heartburn  continued.  About  two 
weeks  after  the  first  symptom  he  was  called  to  see 
a very  sick  patient,  and  he  remembers  rushing  to 
get  to  the  hospital.  As  he  entered  the  hospital, 
he  felt  that  his  heart  was  palpitating  and  skipping 
beats.  As  he  was  going  up  the  elevator,  he  had  a 
substernal  pain  which  lasted  a minute  or  so.  He 
took  care  of  the  patient  and  returned  to  his  home. 
In  the  foyer  of  his  apartment  palpitation  returned. 
This  was  sufficient  to  alarm  him  and  he  went  to  bed. 
A cardiologist  was  called,  and  it  was  decided  to 
hospitalize  him. 

There  were  no  abnormal  cardiovascular  physical 
findings.  All  electrocardiograms,  sedimentation 
.rates,  blood  counts,  and  the  temperature  were  nor- 
mal. The  patient  stayed  in  the  hospital  about  two 
weeks  and  then  was  discharged.  Exercise  tolerance 
tests  taken  in  January  and  March,  1951,  were  nor- 
mal. The  symptoms  following  hospitalization  were 
minimal.  Occasionally  there  might  be  some  sub- 
sternal  pressure  on  going  up  a hill  or  some  skipped 
beats  when  the  patient  was  very  tired.  On  March 
14,  1951,  the  resting  electrocardiogram  and  the 
ballistocardiogram  were  normal.  A fasting  blood 
sugar  was  123  mg.  per  cent.  A lipoprotein  study 
done  on  May  31,  1951,  was  abnormal  at  49  mg.  per 
cent.  At  this  time  the  electrocardiogram  was  still 
normal. 

Blood  studies  in  August,  1951,  revealed  an  ab- 
normal total  cholesterol  of  274  mg.  per  cent,  a 
normal  serum  phospholipid  of  258  mg.  per  cent,  and 
a normal  uric  acid  of  2.0  mg.  per  cent.  The  phos- 
pholipid-total cholesterol  ratio  was  normal  at  0.94. 
The  “CUP”  ratio  was  normal  at  82. 

Case  10. — A forty-seven-year-old  white  male  was 
admitted  to  the  hospital  on  December  4,  1950,  be- 
cause of  repeated  episodes  of  anterior  chest  pain 
during  the  three  days  before  admission.  The  first 
attack  was  squeezing  in  nature  and  lasted  fifteen 
minutes.  That  same  evening,  a similar  attack  of 
squeezing  anterior  chest  pain  lasted  several  hours. 
Two  days  before  admission,  the  patient  developed 
diarrhea  and  noted  that  during  defecation  he  had 
transient  episodes  of  precordial  oppression.  On  the 
day  of  admission  to  the  hospital,  the  patient  was 
awakened  out  of  his  sleep  by  severe  precordial  pain 
which  radiated  down  the  left  arm.  This  pain  had 
lasted  several  hours  before  he  was  admitted.  The 
blood  pressure  on  admission  was  150/100  mg.  Hg. 
The  pulse  rate  equalled  the  ventricular  rate  and  was 
80  beats  per  minute  and  regular.  The  patient  was 
regarded  as  having  sustained  a coronary  occlusion 
with  acute  myocardial  infarction  and  was  so  treated. 

The  patient  was  hospitalized  for  thirteen  days. 
He  was  completely  afebrile.  The  sedimentation  rate 
was  10  mm.  per  hour.  The  complete  blood  count 
was  normal.  The  fasting  blood  sugar  was  88  mg. 
per  cent.  Repeated  resting  electrocardiograms  (12 
leads)  were  normal.  Because  of  the  totally  normal 
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Fig.  3.  The  resting  ballistocardiogram  taken  October  26,  1951,  is  abnormal.  It  shows  an  “M”-shaped 
component  beginning  at  the  height  of  the  J wave  during  ballistocardiographic  systole. 


findings  an  exercise  tolerance  test  was  done  one  week 
after  admission,  and  this  was  also  found  to  be  normal. 
A resting  ballistocardiogram  on  the  same  day  was 
also  normal.  Other  causes  for  chest  pain  were 
sought,  and  in  the  workup  the  cholecystogram  re- 
vealed a normally  filling  gallbladder  and  the  gastro- 
intestinal series  a small  hiatus  hernia.  The  diag- 
nosis of  myocardial  infarction  was  not  substantiated. 

The  patient  complained  of  numerous  episodes  of 
mild  precordial  distress  and  was  discharged  on 
December  16,  1950. 

These  frequent  episodes  of  mild  precordial  pain 
necessitated  his  readmission  on  December  19,  1950. 
At  this  time  the  blood  pressure  was  155/90  mm.  Hg. 
The  electrocardiogram  was  normal.  The  blood 
count  was  normal.  There  was  no  fever.  The  sedi- 
mentation rate  was  found  to  be  54  mm.  per  hour. 
He  was  hospitalized  for  thirteen  days  during  which 
time  he  had  numerous  episodes  of  precordial  dis- 
tress. At  the  end  of  hospitalization  the  sedimenta- 
tion rate  was  40  mm.  per  hour.  He  was  discharged 
on  December  31,  1950,  and  sent  back  to  work. 

On  June  18,  1951,  a serum  lipoprotein  test  re- 
vealed an  abnormal  level  of  40  mg.  per  cent. 

The  patient  was  re-examined  on  October  18, 
1951.  The  chest  pains  remained  as  before,  recur- 
ring in  intermittent  periods.  His  cardiac  physical 
findings,  his  electrocardiogram,  and  ballistocardio- 
gram were  normal.  The  serum  cholesterol  was  161 
mg.  per  cent,  the  serum  phospholipid  150  mg.  per 
cent,  and  the  uric  acid  2.8  mg.  per  cent.  The  phos- 
pholipid-total cholesterol  ratio  was  0.93,  and  the 
“CUP”  ratio  was  75.  These  tests  were  all  normal. 

Comment 

The  typical  history  of  pain  on  walking  has  al- 
ways been  regarded  as  a most  important  criterion 
in  the  diagnosis  of  angina  pectoris.  Its  descrip- 
tion by  Heberden  remains  accurate  and  poignant 
from  his  time  to  ours.  After  a large  experience 
with  clinicopathologic  correlation  of  angina 
pectoris,  Blumgart  and  his  group  give  the  follow- 
ing definition:  “We  accept  the  term  angina  pec- 
toris to  denote  a syndrome  consisting  of  paroxys- 
mal substernal  or  precordial  pain  or  discomfort 
of  short  duration,  frequently  radiating  to  the 
shoulders  and  inner  aspects  of  the  arms,  precipi- 
tated by  exertion,  emotion,  or  other  states  in 


which  the  work  of  the  heart  is  increased,  and  re- 
lieved by  rest  or  nitroglycerine.”21 

If  objective  criteria  for  the  diagnosis  of  angina 
pectoris  were  always  obtainable  and  when  ob- 
tainable, always  without  question,  no  such 
stress  would  be  placed  on  the  accurate  and  ade- 
quate taking  of  the  history.  It  has  been  our 
experience  in  this  study  that  the  objective  evi- 
dences of  coronary  insufficiency  in  patients  with 
both  chest  pain  resembling  angina  and  normal 
routine  electrocardiograms  do  not  correlate  to  a 
high  degree  in  the  individual  patient. 

What  explanation  can  one  offer  for  the  lack  of 
specificity  between  the  functional  and  biochemi- 
cal tests,  and,  indeed,  within  the  biochemical 
group  itself?  This  may  lie  within  the  limitations 
of  the  tests  themselves. 

Follow-up  studies  of  100  cases  with  negative 
single  and  negative  double  “2-step”tests  revealed 
that  the  presence  of  coronary  insufficiency,  or- 
ganic or  functional,  was  practically  excluded.33 
Yet  6.5  per  cent  of  normal  persons  may  have  pos- 
itive single  or  double  “2-step”  tests.34  The  rest- 
ing ballistocardiogram  and  exercise  tolerance 
tests  show  a correlation  of  positivity  in  93  per 
cent  of  anginal  patients  with  normal  resting 
electrocardiograms;  however,  the  usual  exercise 
tolerance  or  anoxemia  tests  are  positive  in  only 
about  50  per  cent  of  persons  with  a typical  his- 
tory of  angina  pectoris  and  a normal  electrocar- 
diogram.16 

The  level  of  serum  lipoproteins  of  the  St  10-20 
class  even  in  definite  coronary  insufficiency22 
may  vary  from  the  limit  of  resolution  (less  than 
5 mg.  per  cent)  to  over  80  mg.  per  cent.  The 
test  indicates  the  presence  of  atherosclerotic 
activity  but  not  the  site  of  this  activity  so  that  the 
presence  of  high  levels  of  these  abnormal  lipo- 
proteins does  not  specifically  indicate  disease  of 
the  coronary  arteries  sufficient  to  cause  angina 
pectoris.  Keys,  in  discussing  the  diagnostic 
value  of  the  serum  cholesterol  and  the  serum 
lipoproteins  in  coronary  patients,  states  that 
“neither  measurement,  however,  is  a good  dis- 
criminator between  such  patients  and  healthy 
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persons.  If  there  is  any  advantage  to  one  of 
these  measurements  over  the  other  in  detecting 
or  predicting  coronary  disease,  the  evidence  is  in 
favor  of  total  cholesterol.  There  is  no  evidence 
that  a level  of  G concentration  in  the  blood  may 
be  of  practical  value  as  an  indicator  of  the  prob- 
ability of  present  or  impending  coronary  dis- 
ease.”35 

Phospholipid-total  cholesterol  ratios  of  0.89 
or  less  are  present  in  patients  who  have  definite 
evidence  of  atherosclerosis.29  As  originally  de- 
rived, this  ratio  existed  in  diabetics  with  abnor- 
mal electrocardiograms,  a point  which  was  not 
substantiated  by  the  present  study  in  which  all 
resting  electrocardiograms  were  normal. 

The  “CUP”  ratio  of  Gertler,  Garn,  and  Levine 
seems  to  depend  for  a good  part  on  the  level  of 
the  serum  uric  acid,  a determination  which  even 
the  authors  admit  may  be  subject  to  some  in- 
dividual or  systematic  error.30  Were  the  total 
cholesterol  250  mg.  per  cent  and  the  lipid  phos- 
phorus 10  mg.  per  cent,  a small  change  in  the 
uric  acid,  from  4 mg.  per  cent  to  4.5  mg.  per  cent, 
would  raise  the  mean  value  from  100  to  112.5 
a relatively  wide  variation  when  the  mean  normal 
value  is  90  and  the  mean  coronary  value  is  119. 

These  variations  in  the  tests  employed  when 
brought  down  to  the  individual  patient  may  re- 
sult in  the  difficulty  of  complete  correlation. 

Summary 

1.  The  ballistocardiogram,  the  exercise  toler- 
ance test,  the  level  of  serum  lipoproteins  of  Sf 
10-20  class,  the  phospholipid- total  cholesterol 
ratio  and  the  cholesterol-uric  acid-lipid  phos- 
phorus ratio  were  studied  in  part  or  all  in  12  male 
patients  who  presented  a history  suggestive  of 
angina  pectoris  or  recent  myocardial  infarction 
but  with  normal  cardiac  physical  findings  and 
normal  12-lead  resting  electrocardiograms. 

2.  Abnormal  levels  of  the  serum  lipoproteins 
of  the  St  10-20  class  or  abnormal  phospholipid- 
total  cholesterol  ratios,  either  alone  or  together, 
may  indicate  atherosclerotic  activity  but  cannot 
be  used  as  proof  that  chest  pain  in  a particular 
patient  is  due  to  coronary  artery  disease.  It 
would  seem,  therefore,  that  in  the  individual  pa- 
tient direct  evidence  of  coronary  artery  insuffi- 
ciency is  obtained  by  the  finding  of  abnormalities 


of  the  electrocardiogram  (at  rest  or  after  exercise) 
and  of  the  ballistocardiogram. 

120  Central  Park  South 


References 


1',  T,I\L1,er’  s-  H-:  Cardiac  Pain,  Springfield.  Illinois, 

Charles  C Thomas.  1951. 

, *■,  ?Iaster.  A.  M„  Dack,  S..  Field,  L.  E.,  and  Horn  H • 
J.A.M.A.  141:  887  (1949). 

3.  Riseman,  J.  E.  F„  and  Josephs,  B.  N.:  Am.  Heart  J 
40:  260  (1950). 

4.  Odle,  S.  G.,  Wechsler,  L.,  and  Silverberg,  J.  H : 
ibid.  39:  532  (1950). 

5.  Master,  A.  M.,  Friedman,  R..  and  Dack,  S.:  ibid 
24:  777  (1942). 

2156671UG948)an’  D’’  3nd  DeGraff'  A-  C.:  Am-  J-  M.  Sc. 

, 7.  tVood,  P.,  McGregor,  M.,  Magidson,  O.,  and  Whit- 
taker, W.:  Brit.  Heart  J.  12:  363  (1950). 

8.  Levy,  R.  L.,  Bruenn,  H.  G.,  and  Williams,  N.  E : 
Am.  Heart  J.  19:  629  (1940). 

9.  Pruitt,  R.  D.,  Burchell,  H.  B„  and  Barnes,  A.  R : 
J.A.M.A.  128:  839  (1945). 

10.  W'eintraub,  H.  J.,  and  Bishop,  L.  F.:  Ann  Int 

Med.  26:  741  (1947). 

11.  Littman,  D.,  and  Rodman,  M.  H.:  Circulation  3: 

875  (1951). 

12.  Stein,  I.:  Am.  Heart  J.  37:  36  (1949). 

13.  Starr,  I.,  and  Wood,  F.  C.:  ibid.  25:  81  (1943). 

14.  Brown,  H.  R.,  Jr.,  Hoffman,  M.  J.,  and  de  Lalla 
V.,  Jr.:  Circulation  1:  132  (1950). 

15.  Dock,  W.,  and  Taubman,  F. : Am.  J.  Med.  7:  751 
(1949). 

16.  Rinzler,  S.  H.,  Bakst,  H.,  and  Rosenfeld,  S. : New 

York  State  J.  Med.  52:  1277  (1952). 

17.  Taymor,  R.  C.,  Pordy,  L.,  Chesky,  K.,  Moser,  M„ 
and  Master,  A.  M.:  J.A.M.A.  148:  419  (1952). 

18.  Turner,  L.  B.:  J.  Mt.  Sinai  Hosp.  17:  1060  (1951). 

19.  Brown,  H.  R.,  Jr.,  de  Lalla,  V.,  Jr.,  Epstein,  M.  A., 

and  Hoffman,  M.  J. : Clinical  Ballistocardiography,  New 

York,  Macmillan  Co.,  1952. 

20.  Scarborough,  W.  R.,  Penneys,  R.,  Thomas,  C.  B.. 

Baker,  B.  M.,  Jr.,  and  Mason,  R.  E.:  Circulation  4:  190 

(1951). 

21.  Zoll.  P.  M.,  Wessler,  S.,  and  Blumgart,  H.  L.:  Am.  J. 
Med.  11:  331  (1951). 

22.  Gofman,  J.  W.,  Jones,  H.  B.,  Lindgren,  F.  T.,  Lyon, 
T.  P.,  Elliot,  H.  A.,  and  Strisower,  B.:  Circulation  2:  161 
(1950). 

23.  Gofman,  J.  W. , Jones,  H.  B.,  Lyon,  T.  P.,  Lindgren, 

F.,  Strisower,  B.,  Colman,  D.,  and  Herring,  V.:  ibid.  5: 

119  (1952). 

24.  Ahrens.  E.  H. : Bull.  New  York  Acad.  Med.  26:  151 
(1950). 


25.  Kellner,  A..  Correll,  J.  W.,  and  Ladd,  A.  T. : Am. 
Heart  J.  38:  460  (1949). 

26.  Steiner,  A.,  Kendall,  F.  E.,  and  Mathers,  J.  A.  L.: 
Circulation  5:  605  (1952). 

27.  Barr,  D.  P.,  Russ,  E.  M.,  and  Eder,  H.  A.:  Am.  J. 
Med.  4:  480  (1951). 

28.  Morrison,  L.  M.,  Gonzalez,  P.,  and  Wolfson,  E.: 
Circulation  2:  472  (1950). 

29.  Pomeranze,  J.,  and  Kunkel,  H.  G. : Proc.  Am. 

Diabetes  A.  10:  217  (1950). 

30.  Gertler,  M.  M.,  Gam,  S.  M.,  and  Levine,  S.  A.: 
Ann.  Int,  Med.  34:  1421  (1951). 

31.  Gertler,  M.  M.,  Garn,  S.  M.,  and  Bland,  E.  F.: 
Circulation  2:  517  (1950). 

32.  Gertler,  M.  M.,  Garn,  S.  M.,  and  White,  P.  D. : 
J.A.M.A.  147:  621  (1951). 

33.  Chesky,  K,  Pordy,  L.,  and  Master,  A.  M.:  Bull. 

New  York  Acad.  Med.  27:  383  (1951). 

34.  Scherlis,  L.,  Sandberg,  A.  A.,  Wener,  J..  Dvorkin, 
J.,  and  Master.  A.  M.:  J.  Mt.  Sinai  Hosp.  17:  242  (1950). 

35.  Keys,  A.:  J.A.M.A.  147:  1514  (1951). 


PLEASE  SEE  IMPORTANT  ANNOUNCEMENTS  IN  THIS  ISSUE 
ON  PAGES  2385,  2408  AND  2411. 


HOSPITALS  FOR  THE  CHRONICALLY  ILL 

A.  P.  Merrill,  M.D.,  F.A.C.H.A.,  New  York  City 

{Superintendent,  St.  Barnabas  Hospital ) 


THE  largest  challenge  to  the  medical  and 
hospital  professions  during  the  last  half  of 
the  twentieth  century  will  be  to  improve  the  lot 
of  the  chronic  and  aged  sick  person.  This  is  our 
: number  one  public  health  problem  today. 

The  chronic  sick  person  has  been  neglected 
: during  the  past  fifty  years  because  the  primary 
focus  of  interest  has  been  the  more  dramatic  and 
interesting  acutely  sick  person,  whose  medical 
and  hospital  problems  to  a great  extent  have  been 
solved.  During  the  past  three-quarters  of  a 
century  medical  science,  the  medical  profession, 
and  public  health  workers  have  added  twenty-five 
to  twenty-six  years  to  the  life  span  of  man  thirty- 
nine  years  of  age.  Dr.  C-E.  A.  Winslow,  pro- 
fessor emeritus  of  public  health  of  Yale  Univer- 
sity, considers  this  the  most  astounding  social 
I change  in  so  short  a period  in  the  history  of  the 
human  race. 

Leading  medical  authorities,  heartened  by  the 
advances  in  treating  acute  illness,  see  the  possi- 
bility of  similar  gains  in  the  battle  against  chronic 
diseases.  Our  hospitals  and  related  institutions 
should  be  geared  to  this  new  role  during  the  next 
fifty  years  in  the  same  way  they  served  humanity 
in  the  role  of  acute  medicine  in  the  past  half 
century. 

The  Challenge 

How  can  the  American  hospital  system  meet 
this  new  public  health  challenge?  The  answer 
is  complex,  for  it  involves  not  only  methods  of 
medical  and  hospital  care,  but  economic  policies, 
the  functions  of  Federal,  state,  and  local  govern- 
ments in  society,  as  well  as  the  participation  of  all 
! voluntary  health  and  welfare  agencies,  including 
private  enterprises  and  institutions. 

The  cost  of  caring  for  the  chronic  sick  person 
and  the  quality  of  care  received  vary  enormously 
in  different  types  of  institutions.  At  present, 
the  largest  burden  of  chronic  illness  still  falls 
' upon  the  indigent  and  semi-indigent  person. 

After  a year  or  two  of  financial  burden  in  paying 
! for  the  cost  of  prolonged  illness,  an  average  family 
can  become  converted  into  a state  of  medical 
indigency. 

A chronic  or  aged  sick  person  may  be  refused 
entry  to  the  general  hospital  but  be  readily  ac- 
cepted in  the  special  hospital  or  nursing  home. 
Conversely,  some  types  of  patients  are  rejected 
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by  the  special  hospital  or  nursing  home  but  wel- 
comed in  the  general  hospital.  The  chronic 
sick  person’s  other  problem  is  the  fact  that  an 
institution  seldom  will  assume  the  responsibility 
of  his  complete  care  from  inception  of  his  illness 
to  his  recoveiy.  Often  several  institutions, 
widely  separated,  even  in  different  states,  are 
involved.  They  may  include  a general  hospital,  a 
special  hospital,  a nursing  home,  a home  for  the 
aged,  and  a boarding  house  or  county  infirmary. 
Each  of  these  offers  a specialized  type  of  care, 
usually  vastly  different  in  type  and  quality  from 
that  preceding  or  following.  The  patient  be- 
comes a pawn  to  the  many  different  doctors, 
nurses,  technicians,  and  professional  aides  in- 
volved, all  with  diverse  points  of  view  and  in- 
terests with  respect  to  whether  or  not  he  recovers 
or  is  restored  to  community  usefulness.  Finan- 
cial barriers  to  integrated  medical  care  are  com- 
mon, too,  since  community  financial  support  may 
be  withdrawn  on  transfer  to  different  types  of 
institutions. 

These  are  some  of  the  problems  involved  in 
caring  for  the  chronic  sick  person.  No  wonder 
he  is  bewildered  and  confused  by  the  com- 
plexity of  institutions  and  the  multiplicity  of 
doctors  and  nurses  he  confronts  from  the  begin- 
ning until  recovery  in  prolonged  illness.  Usually, 
no  community  agency  is  available  for  advice  as 
to  proper  placement.  He  thereby  feels  utterly 
abandoned  in  his  pitiable  plight  and  stricken 
state. 

Remedies 

Our  community  hospitals,  whether  general  or 
special  in  character,  can  overcome  the  existing 
dilemma  and  confusion  by  comprehensive  com- 
munity planning  and  by  progressive  administra- 
tion. The  community  hospital,  from  an  ideal 
standpoint,  should  be  willing  to  assume  complete 
responsibility  for  care  of  the  chronic  sick  person 
from  the  beginning  of  his  illness  to  his  complete 
restoration.  This  should  be  assumed  within  the 
walls  of  the  community  hospital  or  jurisdiction 
extended  outside  to  wherever  the  patient  is 
transferred.  Such  interrelation  between  various 
types  of  institutions  caring  for  the  chronic  sick 
would  improve  materially  the  quality  and  stand- 
ards of  medical  care.  At  St.  Barnabas  Hospital, 
for  example,  the  horizon  of  community  service 
has  been  extended  so  that  the  chronic  sick  person 
may  be  cared  for  adequately  from  the  inception 
of  his  disease  until  complete  recovery.  Com- 
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munity  physicians  may  bring  their  private  pa- 
tients to  the  hospital  at  the  onset  of  illness  and 
retain  jurisdiction  until  complete  restoration  is 
achieved.  In  addition,  the  hospital  is  affiliated 
with  several  types  of  other  hospitals  and  institu- 
tions to  accomplish  the  same  objective.  If  a 
possibility  of  rehabilitation  exists,  a chronic 
patient  is  accepted  from  any  general  hospital. 
Similarly,  a patient  is  transferred  to  the  affiliated 
Braker  Memorial  Home  when  he  has  recovered 
sufficiently  to  require  no  further  hospital  bedside 
services.  Homes  for  the  aged,  nursing  homes, 
and  other  related  institutions  are  urged  to  trans- 
fer their  patients  to  the  jurisdiction  of  St.  Barna- 
bas Hospital  when  an  acute  phase  of  illness  super- 
sedes an  underlying  chronic  state.  In  short, 
every  possible  means  is  used  to  serve  the  chronic 
and  aged  sick  from  the  beginning  of  illness  to 
recovery. 

In  like  manner,  many  general  community 
hospitals  have  established  chronic  disease  facili- 
ties to  accomplish  the  same  objective.  Of  the 
85  new  chronic  disease  projects  throughout  the 
country,  65  receive  assistance  through  Hill- 
Burton  funds.  Of  these,  20  new  projects  are  for 
chronic  disease  hospitals,  and  45  add  chronic 
beds  to  general  hospitals.  About  12,500  hospital 
beds  are  involved  in  these  85  new  projects, 
an  increase  of  22  per  cent  over  existing  ear- 
marked capacity.  Of  the  65  Federally  assisted 
programs  of  about  3,700  beds,  an  equal  number  of 
beds  are  in  chronic  disease  hospitals  or  added  to 
general  hospitals. 

Of  the  million  hospital  beds  needed  during  the 
next  fifteen  or  twenty  years,  two  thirds  will  be  for 
the  chronic  sick,  including  mental  and  tuber- 
culous patients.  Of  the  300,000  beds  needed 
for  general  categories  of  chronic  illness,  about 
175,000  will  be  required  for  active  medical  care 
and  125,000  for  related  care.  This  compares  with 
about  128,000  existing  hospital  beds  for  the 
chronic  sick  at  the  present  time,  equally  divided 
between  about  320  special  hospitals  and  similar 
institutions  and  4,713  general  hospitals,  to  the 
extent  of  10  per  cent  of  their  capacity.  In  ad- 
dition, an  estimated  quarter  of  a million  geriatric 
patients  are  housed  in  many  other  types  of 
institutions,  including  nursing  homes  and  wel- 
fare institutions,  where  the  quality  of  medical 
care  may  not  always  be  adequate  and  where  the 
program  may  fail  to  meet  modern  standards. 

Geriatric  Patients 

There  are  three  major  categories  of  geriatric 
patients:  (1)  The  short-term  patient  with  an 
illness  under  six  months  ordinarily  is  subject  to 
rapid  rehabilitation.  This  patient  frequently  is 
cared  for  by  the  general  hospital.  (2)  The  long- 
term patient  requires  care  from  six  months  to  two 


or  three  years;  he  may  even  make  a much  slower 
recovery.  He  frequently  is  found  in  the  special- 
ized hospital  for  chronic  diseases.  (3)  Patients 
with  extreme  handicaps  and  severe  impairments 
of  health  have  a less  encouraging  outlook  for 
complete  recovery  but,  nevertheless,  can  improve. 
They  generally  are  found  in  chronic  disease  hos- 
pitals, in  welfare  institutions,  custodial  and 
nursing  homes,  and  even  homes  for  the  aged. 

In  planning  community  programs  for  the  care 
of  these  three  types  of  patients,  two  fundamental 
principles  should  be  recognized.  The  first  applies 
to  the  dynamic  concept  of  the  medical  state  of 
chronic  disease  patients,  who  are  either  getting 
well  or  worse.  The  continual  interchange  among 
these  three  basic  categories  demands  a compre- 
hensive community  program  for  appropriate 
facilities  which  would  enable  patients  to  be  trans- 
ferred to  accommodations  most  suitable  to  their 
medical  conditions.  The  second  principle  is 
that  medical  care  for  all  categories  of  the  chroni- 
cally ill  should  be  integrated  and  continuous  so 
that  a person  changing  from  one  dynamic  medical 
state  to  another  is  not  penalized  for  lack  of 
adequate  medical  and  nursing  care. 

The  community  hospital,  whether  special  or 
general,  can  fulfill  the  conditions  of  these  two 
principles  when  the  other  types  of  institutions 
concerned  are  affiliated  or  where  appropriate 
facilities  and  program  are  established  within 
the  environment  of  the  community  hospital 
itself.  The  affiliation  between  the  community 
hospital  and  other  types  of  institution  might  be 
developed  along  many  lines:  medical,  financial 
and  economic,  social,  and  administrative.  The 
medical  staff  of  the  community  hospital  should 
maintain  jurisdiction  over  the  chronic  sick  when 
placed  in  nursing  homes,  homes  for  the  aged, 
or  other  related  institutions.  A division  of  geriat- 
rics of  the  medical  staff  would  promote  such  a 
feature. 

Many  physicians  interested  in  this  phase  of 
medical  work  often  accept  appointments  as 
consultants  to  homes  for  the  aged  and  nursing 
homes.  This  practice  should  be  developed  on  a 
more  formal  basis  with  recognition  by  medical 
societies  and  medical  staff  organizations  of 
hospitals. 

This  intimate  relationship  and  jurisdiction  of 
the  community  hospital  over  the  chronic  sick 
can  be  promulgated  during  the  planning  stage  so 
that  appropriate  facilities  are  erected  in  proximity  \ 
to  each  other.  This  plan  has  prevailed  at  St. 
Barnabas  Hospital,  for  example,  where  the  affili- 
ated Braker  Memorial  Home  is  operated  under 
the  jurisdiction  of  the  hospital.  The  community 
general  or  special  hospital  operated  successfully 
in  accordance  with  the  principles  outlined  for 
the  common  benefit  of  the  chronic  and  aged  I 
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sick  would  prevent  existing  gaps  in  services  and 
quality  of  care. 

The  Chronic  Disease  Hospital 

The  chronic  disease  hospital,  as  a community 
institution,  should  be  a center  for  professional 
and  public  education,  prevention  and  research, 
for  new  advances  in  care  and  treatment,  for 
training  professional  and  auxiliary  personnel, 
and  for  developing  administrative  leadership. 

A community  of  100,000  people  would  require 
a 450-bed  chronic  disease  facility:  200  beds  for 
active  medical  care  and  250  for  the  custodial, 
domiciliary,  or  infirm  aged.  Such  a facility 
could  be  operated  independently  in  a physical 
sense  or  integrated  with  an  existing  general 
hospital.  There  is  not  just  one  pattern  of  hos- 
pital care  for  the  geriatric  and  chronic  disease 
patient  that  will  fit  every  conceivable  situation. 
Each  community  should  study  its  individual 
needs  and  act  accordingly. 

Serious  planning  mistakes  were  made  in  the 
past  with  respect  to  chronic  hospitals,  including 
mental  and  tuberculous,  as  to  their  location 
in  rural  areas  and  omission  of  essential  profes- 
sional departments.  Modern  planning  should 
not  repeat  these  grave  and  sometimes  fatal 
handicaps. 

The  design  and  arrangement  of  the  modern 
chronic  disease  hospital  are  of  a technical  nature. 
All  modalities  of  physical  medicine  and  rehabilita- 
tion should  be  provided,  including  departments 
for  speech  therapy,  therapeutic  or  curative  work- 
shops, and  vocational  training  facilities.  Suffi- 
cient lounge  areas,  balconies,  and  solaria  are  im- 
portant to  obviate  unnecessary  restriction  of 
\ patients  to  their  rooms.  Other  technical  con- 
siderations involve  accommodations  for  patients 
! who  are  in  bed,  in  wheelchairs,  or  ambulant  and 
| on  crutches. 

In  the  design  of  the  ward  layout,  auxiliary 
I space  for  obvious  reasons  may  require  15  per 
i cent  greater  allowance  than  for  the  general  hos- 
pital. Sanitary  facilities  demand  one  water 
I closet  and  one  means  of  bathing  for  every  ten 
patients,  compared  with  every  20  patients  for 
the  general  hospital.  The  total  space  allocated 
| for  professional  services  may  be  twice  that  needed 
I for  the  average  general  hospital  because  of  the  large 
| areas  necessary  for  physical  medicine,  rehabilita- 
l tion,  occupational  therapy,  and  sheltered  and 
I vocational  therapeutic  shops. 

Because  of  the  low  turnover  of  patients  in 
j chronic  hospitals,  the  volume  of  service  in  some 
i departments  is  diminished.  A lesser  number  of 
1 personnel  is  required,  thereby,  so  that  in  the 
aggregate  a ratio  of  one  employe  per  patient 
is  often  sufficient,  as  compared  with  a ratio 
of  two  to  one  in  the  average  general  hospital. 


A chronic  disease  facility  often  can  be  operated 
at  a third  less  expense;  in  fact,  the  facility  might 
be  constructed  for  two  thirds  the  cost  of  a general 
hospital  of  equivalent  bed  capacity. 

The  most  important  consideration,  however, 
is  to  design  a plant  that  fulfills  a broad  scope  of 
service  so  that  complete  and  integrated  medical 
care  can  be  rendered  to  all  categories  of  chronic 
sick.  Many  such  modern  chronic  hospitals, 
completed  recently  or  under  construction,  will 
help  solve  the  practical  problems  of  adequate 
care  which  now  exist  in  many  communities. 

Other  Community  Services 

Aging  and  chronic  disease  are  not  synonymous, 
yet  there  is  a large  interrelation  between  them 
which  should  be  considered.  Aging,  moreover, 
complicates  chronic  illness.  Disabling  chronic 
disease  is  four  times  more  prevalent  in  persons 
between  forty-five  and  sixty-four  years  than  be- 
tween fifteen  and  twenty-four  years,  and  six 
times  as  great  above  the  age  of  sixty -five  years. 

In  the  larger  sense,  of  course,  the  problem  of 
chronic  disease  embraces  a great  many  facets, 
such  as  incidence  and  detection,  prevention  and 
research,  social  and  economic  problems,  and 
finally,  care  and  treatment.  Its  best  solution  is 
more  research  to  discover  the  causes  and  pre- 
vention of  chronic  disease.  The  life  span,  in  the 
meantime,  will  increase,  reaching  at  least  seventy 
years  in  the  United  States  in  the  next  ten  years. 

Although  reduction  in  chronic  disease  would 
lighten  the  economic  burden  greatly  in  caring 
for  the  elderly  population,  the  problem,  according 
to  current  estimates,  will  become  more  formi- 
dable. By  1980,  of  an  estimated  40  million  per- 
sons with  chronic  sickness  in  the  nation,  one  third 
may  need  hospital  care  for  diagnosis,  treatment, 
or  rehabilitation. 

Today  there  are  26,500,000  victims  of  chronic 
disease.  Half  of  these  are  under  the  age  of  forty- 
five  years  and  one  in  every  six  under  twenty-five. 
In  days  when  manpower  is  a precious  measure  of  a 
nation’s  strength,  it  is  sad,  indeed,  that  1,600,000 
complete  invalids  cause  the  loss  of  one  and  one- 
quarter  billion  days  a year  from  constructive 
pursuits.  This  is  equivalent  to  the  loss  of  working 
time  of  five  and  one-quarter  million  persons. 

Chronic  disease  causes  three  times  as  much 
disability  as  acute  illness  and  the  sacrifice  each 
year  of  one  million  American  lives,  which  is  two 
thirds  of  our  nation’s  civilian  death  toll,  com- 
pared with  only  one  fifteenth  seventy  years  ago. 
The  total  population  of  the  United  States  has 
doubled  since  1900,  yet  the  number  of  persons 
sixty-five  years  of  age  and  over  has  nearly  quad- 
rupled. In  1900,  only  three  million  people,  or 
one  in  every  twenty-five,  were  sixty-five  years 
and  over.  Today  there  are  1 1 million,  or  almost 
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one  in  thirteen.  By  1960  this  group  will  number 
15  million;  by  1975,  20  million. 

The  problem  of  caring  for  the  aged,  sick  person 
is  likely  to  become  more  serious,  therefore,  in 
spite  of  preventive  programs.  It  is  an  over- 
whelming medical  and  hospital  issue  even  today 
when  three  out  of  every  four  hospital  beds  are 
occupied  by  victims  of  long-term  illnesses,  in- 
cluding mental  and  tuberculous.  The  care  of 
the  geriatric  patient  in  modern  society  will  re- 
quire development  of  extensive  community  and 
institutional  resources  under  both  governmental 
and  voluntary  auspices.  Central  services  for  the 
chronically  ill  to  function  as  general  educational 
and  coordinating  agencies  are  especially  desirable. 
Other  integration  and  control  programs  should 
be  established  through  voluntary  and  govern- 
mental agencies.  Every  state  health  depart- 
ment, for  example,  should  have  a department 
of  geriatric  or  chronic  disease  control. 

Eight  varied  types  of  program  should  be  de- 
veloped in  local  communities  dealing  with  chronic 
disease : 

(1)  study  and  investigation,  (2)  institu- 
tional care,  (3)  case-finding,  (4)  rehabilita- 
tion, (5)  hospital  facilities,  (6)  outpatient  serv- 
ices and  ambulatory  treatment,  (7)  home  care, 
and  (8)  information  and  planning.  Seven 
groups  of  persons  or  agencies  responsible  for  these 
programs  include:  (1)  the  practicing  physician 
whose  role  is  fundamental,  (2)  official  health 
departments,  (3)  hospitals,  (4)  welfare  depart- 
ments and  social  agencies,  (5)  national  voluntary 
agencies.  (6)  state  commissions  and  legislative 


bodies,  and  (7)  the  organized  medical  profession 
through  committees  on  chronic  disease. 

Methods  should  be  devised  for  financing  the 
cost  of  hospital  and  institutional  care  for  the 
chronically  ill  and  infirm  aged.  Voluntary  and 
private  insurance  programs  should  be  broadened 
and  extended  to  cover  long  periods  of  sickness 
and  disability,  which  currently  are  excluded. 
Amendments  to  the  Social  Security  Act  are  fea- 
sible, as  well  as  medical  assistance  programs  from 
Federal,  state,  and  community  sources.  The 
economic  aspects  of  the  problem  are  momentous 
but  upon  their  solution  depends  largely  the  satis- 
factory outcome  of  all  health,  medical,  and  related 
problems. 

Conclusion 

In  the  past  fifty  years  medical  science  in  its 
relentless  campaign  against  infectious  diseases 
has  added  years  to  life.  Our  mission  during  the 
next  fifty  years  is  to  add  life  to  those  years. 
Modern  medicine  can  help  and  rehabilitate 
patients  suffering  from  many  types  of  sickness. 

If  society  will  recognize  the  importance  of  chronic 
disease  care  and  treatment  and  establish  adequate 
community  resources  following  the  few  model 
patterns  which  now  exist,  the  future  will  be  a 
happy  one  for  the  ill  and  their  loved  ones. 

A tremendous  amount  of  research,  education, 
and  prevention  are  required  if  chronic  disease  ! 
is  to  follow  acute  disease  in  the  direction  of  ob- 
livion. If  his  knowledge  and  resources  are 
mobilized,  the  twentieth-century  American  may 
become  “the  durable  man.” 


NEW  DRUG  REPORTED  USEFUL  IN  TREATMENT  OF  GOUT  AND  ARTHRITIS 


All  48  patients  suffering  from  gout  who  were 
treated  with  a new  drug,  phenylbutazone,  showed 
some  degree  of  clinical  benefit,  according  to  an  arti- 
cle in  the  June  27  issue  of  the  Journal  of  the  American 
Medical  Association.  Forty  of  the  48  gouty  pa- 
tients had  chronic  gouty  arthritis  and  were  uni- 
formly better  on  oral  maintenance  therapy  with 
phenylbutazone  than  with  previous  conventional 
therapy.  Twenty-five  of  the  48  patients  experi- 
enced complete  remission  in  forty-eight  hours  or 
less,  and  in  some  instances  marked  analgesia  became 
apparent  within  a matter  of  minutes  after  intramus- 
cular administration  of  the  drug. 

Of  the  29  patients  with  rheumatoid  arthritis 
treated  with  the  drug,  21  showed  complete  remission 
of  symptoms  or  a major  improvement  within  forty- 
eight  hours  or  less.  However,  it  was  stressed  that 
the  drug  acted  only  as  a suppressive  agent  in  cases  of 


rheumatoid  arthritis,  and  there  was  prompt  return 
of  symptoms  four  to  seven  days  after  discontinuance 
of  medication.  Eleven  patients  with  rheumatoid 
arthritis  of  the  spine  were  given  the  drug,  and  all 
showed  some  measure  of  improvement;  ten  of  the 
11  patients  with  rheumatoid  arthritis  and  osteoar- 
thritis responded  favorably;  three  patients  with 
osteoarthritis  showed  major  improvement  after 
administration  of  the  drug,  three  others  showed 
minor  improvement,  and  four  were  unchanged. 

Phenylbutazone  was  administered  orally  in  the 
form  of  coated  tablets  containing  125  or  200  mg.  as 
well  as  intramuscularly  in  a 20  per  cent  solution  of 
its  sodium  salt.  The  range  of  oral  dosage  was  be- 
tween 1 and  6 tablets  daily;  parenteral  adminis- 
tration was  reserved  for  acute  situations,  in  which 
the  range  was  0.6  to  1.0  Gm.  once  daily  until  relief 
of  symptoms  was  obtained. 


PRACTICAL  PSYCHOTHERAPY  IN  GENERAL  PRACTICE 


Charles  E.  Goshen,  M.D.,  Hempstead,  New 
( From  the  Nassau  Neuropsychiatric  Service ) 

inpHERE  are  certain  general  principles  of  treat- 
L ment  which  are  applicable  in  many  different 
| areas,  such  as  the  internist’s  treatment  of  a pa- 

Itient  with  pneumonia,  the  surgeon’s  treatment  of 
a patient  with  appendicitis,  a mother’s  treatment 
of  a child,  a teacher’s  treatment  of  a pupil,  or 
an  employer’s  treatment  of  an  employe,  all  hav- 
ing something  in  common  with  a psychiatrist’s 
method  of  treatment  of  a neurotic  patient.  In 
each  case  the  treatment  will  consist  of  the  partic- 
ular way  in  which  the  one  person  who  is  doing 
the  treating  offers  his  skills,  knowledge,  and  hu- 
man resources  to  help  meet  the  needs  of  the  other 
person  who  is  being  treated.  The  quality  of  the 
! treatment  will  depend  upon  (1)  the  resources 
which  the  first  person  has  to  offer,  (2)  the  will- 
ingness and  ability  of  the  second  person  to  accept 
the  treatment,  and  (3)  the  way  in  which  these 
two  factors  are  brought  together  in  a working 
relationship.  The  psychiatrist  offers  a specific 
skill  which  can  facilitate  this  third  factor,  and 
what  we  have  learned  in  this  regard  can  be  useful 
to  other  physicians,  teachers,  leaders,  employers, 
and  parents. 

The  obstacles  to  successful  treatment  will  be 
bound  up  in  the  barriers  which  exist  in  bringing 
together  the  therapist’s  ability  to  help  and  the 
patient’s  need  for  help.  To  overcome  these,  the 
! therapist  (or  parent  or  teacher)  seeks  to  learn 
what  the  patient  (or  child  or  pupil)  needs.  Un- 
fortunately, human  beings  are  prone  to  ask  for 
things  which  they  do  not  need,  in  a misguided 
i attempt  to  satisfy  a need  which  has  been  felt 
but  not  fulfilled.  For  example,  a child  who  has 
! the  need  to  get  loving  attention  from  a mother 
j who  is  leaving  him  to  go  to  a party  may  not 
i specifically  ask  for  her  to  stay  but  may,  instead, 
ask  her  to  read  him  a story  in  order  to  achieve 
this.  Another  person  may  have  a need  for  greater 
confidence  in  facing  his  work  but  instead  of  fac- 
ing this  issue  may  ask  for  alcohol  in  a vain  at- 
tempt to  achieve  greater  confidence.  Likewise,  a 
patient  with  acute  appendicitis  has  the  need  to 
rid  himself  of  a dangerous  infection  but  is  apt, 
instead,  to  ask  for  a sedative  or  analgesic  to 
relieve  the  pain.  In  the  latter  case  the  physician 
would  quickly  realize  that  what  is  best  for  the 
patient’s  interests  is  not  always  what  the  patient 
asks  for. 

Psychodynamic  psychiatry  seeks  to  learn  what 
| the  patient’s  real  needs  are,  although  they  may 
be  hidden  behind  a barrage  of  behavior  and  ver- 
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balizations  which  are  designed  to  conceal  rather 
than  reveal  the  real  needs.  This  phenomenon, 
which  is  so  characteristic  of  the  neurotic,  is  one 
which  the  general  practitioner  sees  in  operation 
repeatedly  in  his  office,  but  he  may  often  be  un- 
aware of  it. 

An  extremely  common  mistake  which  the  gen- 
eral practitioner  makes  is  to  arrive  at  a diagnosis 
of  neurosis  or  emotional  problem  or  of  psychoso- 
matic disorder  by  a process  of  exclusion.  Emo- 
tional disorders  are  highly  specific  entities  with 
typical  histories,  symptoms,  and  observable  ir- 
regularities which  can  be  diagnosed  in  their  own 
right  and  do  not  require  a process  of  exclusion. 
Patients  who  are  sent  to  us  psychiatrists  have 
usually  gone  through  an  extensive  series  of  diag- 
nostic procedures  which  have  wound  up  with  the 
doctor’s  conclusion  that  he  could  find  nothing 
wrong  and,  therefore,  the  patient  must  be  neurotic. 
When  this  patient  comes  to  us,  he  is  apt  to  have 
a chip  on  his  shoulder,  expecting  us,  too,  to  insist 
that  there  is  nothing  wrong,  that  his  complaints 
are  just  imaginary,  and  that  it  will  be  up  to  him 
to  correct  them  himself.  This  is  not  conducive 
to  his  offering  full  cooperation  in  his  treatment. 

The  patient  with  emotional  problems  will 
present  complaints  which  will  add  up  to  the  un- 
comfortable feelings  resulting  from  fear,  anger, 
or  tension  and  can  be  as  easily  recognized  as  the 
fact  that  fever  usually  indicates  the  presence  of 
infection . F or  example,  when  the  patient  comes  to 
the  doctor  saying  that  he  is  afraid  he  might  have 
polio,  it  is  easy  to  recognize  that  the  complaint  is 
fear  and  not  the  complaints  which  might  arise 
from  polio.  When  the  physician  realizes  this,  he 
can  then  get  a life  history  of  the  patient’s  fears 
and  understand  what  the  nature  of  the  problem 
is.  If,  however,  he  seeks  to  learn  only  a polio 
history  and  to  make  an  examination  for  polio 
only,  he  may  completely  miss  the  boat. 

Another  area  in  which  many  mistakes  are  made 
lies  in  many  physicians’  tendency  to  depreciate  the 
patient’s  knowledge  and  sophistication  in  regard 
to  the  significance  of  emotional  factors.  I have 
found  that  over  half  of  the  patients  referred  to  me 
by  other  physicians  have  initiated  the  idea  them- 
selves. In  many  cases  the  patients  have  asked  to 
be  referred  to  a psychiatrist,  but  the  physician 
himself  put  obstacles  in  the  way  by  offering 
another  form  of  treatment.  The  other  method 
usually  offered  has  been  through  the  adminis- 
tration of  vitamins,  sedatives,  or  liver  injections. 
The  ineffectiveness  of  these  procedures  will  often 
result  in  the  physician's  losing  that  person  and  his 
friends  and  relatives  as  potential  patients.  The 
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public  has  achieved  a rather  high  level  of  sophis- 
tication about  this  kind  of  treatment,  and  it  is 
an  insult  to  many  people’s  intelligence  today  to 
suggest  that  phenobarbital  or  thiamine  chloride 
might  make  them  less  fearful  or  less  angry. 
This  kind  of  reasoning,  based  on  a belief  that 
drugs  can  alter  human  emotions,  is  reminiscent 
of  medieval  witchcraft. 

A third  area  in  which  the  physician  can  seri- 
ously jeopardize  his  chances  of  helping  the  patient 
is  by  falling  into  a trap  which  the  neurotic  char- 
acteristically sets  for  himself  and  other  people. 
The  neurotic  has  sufficient  insight  into  his  diffi- 
culties to  realize  that  some  sort  of  change  is 
necessary  in  order  for  him  to  feel  more  comfort- 
able. He  will,  almost  inevitably,  try  to  change 
something  in  his  environment,  however,  rather 
than  something  in  himself.  The  physician  can 
easily  be  convinced,  when  hearing  the  patient’s 
complaints  about  job,  school,  husband,  wife, 
neighbors,  etc.,  that  changing  the  environment 
would  be  a reasonable  solution.  This  approach 
loses  sight  of  the  fact,  however,  that  the  patient 
himself  has  played  a major  role  in  causing  things 
to  reach  the  point  where  they  seem  so  disagree- 
able. In  other  words,  the  physician’s  attention 
needs  to  be  focused  on  the  patient’s  own  responsi- 
bility for  the  troubles  he  gets  into,  rather  than  on 
the  justification  of  the  patient’s  complaints.  The 
physician  who  assumes  the  responsibility  of  recom- 
mending a change  of  job,  change  of  marital 
partner,  change  of  home,  etc.,  as  a solution  to  the 
patient’s  difficulties  may  be  getting  himself  into 
more  trouble  than  he  realizes  unless  he  has  taken 
into  very  serious  consideration  the  role  the 
patient  himself  plays  in  his  own  difficulties. 

Do  not  make  the  mistake  of  believing  that  you 
can  solve  an  emotional  problem  by  proving  to 
the  patient  that  he  is  not  sick.  For  example,  a 
middle-aged  man  who  presents  himself  with  a fear 
that  he  might  have  heart  disease  will  not  be 
helped  by  proving  to  him  that  he  doesn’t  have 
heart  trouble.  Even  if  he  accepts  your  con- 
firmation of  good  health,  he  will  only  seek  some 
other  unrealistic  answer  to  his  unhappiness.  He 
may  return  or  go  to  another  doctor  expressing  a 
fear  of  cancer  after  having  been  reassured  that 
his  heart  is  all  right.  If  he  does  become  reassured 
that  his  health  is  good,  he  will  pick  on  something 
else.  If  you  recognize  the  fact  that  the  patient  is 
expressing  these  fears  in  an  effort  to  find  out  what 
is  wrong  with  his  life,  you  can  get  him  to  focus 
on  the  real  problem,  which  probably  will  not  in 
any  way  be  related  to  his  health. 

In  general,  the  patients  I see  who  have  come 
from  their  physicians  have  complained  more  of 
lack  of  interest  than  of  lack  of  understanding  on 
the  part  of  the  other  physician.  This  extremely 
important  point  will  be  taken  up  in  the  positive 
things  we  can  do  for  our  patients. 


The  first  step  in  sizing  up  the  neurotic  patient’s 
problem  lies  in  finding  out  why  the  patient  comes 
to  us  and  why  he  comes  at  that  particular  time 
in  his  life.  From  the  very  beginning  the  physician 
can  ease  the  situation  by  making  it  clear  to  the 
patient  that  he  is  prepared  to  listen  to  the  pa- 
tient’s complaints  without  its  being  necessary  to 
have  physical  symptoms  stand  in  the  way  of  an 
understanding  of  the  problem.  This  can  be  ac- 
complished simply  by  a line  of  questioning  into 
the  patient’s  manner  of  living  instead  of  orient- 
ing questions  exclusively  to  the  organs  of  the 
body.  This  approach  is  valuable  in  dealing  with 
any  patient,  regardless  of  the  nature  of  his  ail- 
ments, because  it  is  so  highly  conducive  to  the 
patient’s  feeling  convinced  of  the  doctor’s  inter- 
est in  him  as  a person. 

The  initial  interview  is  a highly  important  one 
in  getting  off  on  the  right  foot,  and  some  remarks 
might  be  made  here  as  to  technic.  Many  phy- 
sicians are  afraid  to  try  to  deal  with  a patient’s 
emotional  problems  because  of  their  ignorance  of 
psychiatric  technics.  I would  like  to  reassure 
them  on  a very  significant  point.  A sincere 
interest  in  helping  people  is  worth  a hundred 
times  more  than  a technical  knowledge  of  psy- 
chiatry. If  you  can  convince  the  patient  of  your 
interest,  assuming  you  are  interested  of  course, 
you  can  help  the  patient.  If  the  physician  shows 
an  interest  in  the  direction  of  wanting  to  under- 
stand the  patient  and  his  attitudes  toward  life, 
the  patient  can  then  be  encouraged  to  re-examine 
his  attitudes  and  take  measures  to  change  them. 
For  example,  if  a woipan  comes  in  to  see  you  with 
the  complaint  that  she  has  been  married  for  ten 
years  and  during  this  entire  period  her  husband 
has  treated  her  cruelly  or  indifferently,  instead  of 
agreeing  with  her  that  her  husband  is  no  good, 
try  to  focus  her  attention  on  the  more  significant 
issue  of  why  she  married  him  to  begin  with  and 
why  she  continued  an  unsatisfactory  marriage  for 
so  long  without  trying  to  change  it.  Another  , 
important  point  to  consider  in  convincing  the 
patients  of  your  interest  is  to  deal  with  them  in 
as  unhurried  a way  as  possible.  By  the  way  you 
sit,  not  stand,  and  by  the  tone  of  your  voice,  , 
indicate  that  you  have  nothing  else  to  do  except 
listen  to  the  patient’s  story  until  the  time  al- 
lotted for  tliis  is  up. 

In  questioning  a patient  about  the  nature  of 
his  problems,  employ  the  same  principles  you 
use  in  investigating  the  cause  of  an  abdominal 
pain.  You  can  direct  your  questions  to  finding 
out  how  disabling  the  problem  is,  in  what  kinds 
of  situations  it  comes  up,  what  the  history  of  it 
is,  and  what  has  been  done  to  try  to  correct  it. 
Keep  in  mind  that  in  the  same  way  that  the 
pathology  of  an  abdominal  pain  lies  in  the 
anatomy  and  physiology  of  the  contents  of  the 
abdomen,  the  pathology  of  human  unhappiness 
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lies  in  our  relationships  with  other  people.  The 
one  bit  of  technical  orientation  that  is  helpful 
to  know  is  that  in  the  neurotic’s  life,  his  relation- 
ships with  others  are  jeopardized  by  his  par- 
ticular set  of  attitudes,  ideas,  opinions,  and 
expectations  of  others  and  himself.  When  at  a 
loss  for  words  to  use  in  pursuing  an  investigation 
of  the  patient’s  problem,  ask  him  what  certain 
phenomena  he  speaks  about  mean  to  him  or 
what  he  tries  to  do  about  it.  For  example,  a 
patient  may  speak  of  being  afraid  of  something. 
It  is  important  to  know  what  being  afraid  means 
to  him.  He  will  often  reveal  that  being  afraid 
means  being  weak,  being  weak  means  being 
helpless,  being  helpless  means  being  dependent, 
and  being  dependent  means  being  constantly 
in  fear  of  being  let  down  by  others.  If  we  dis- 
cover this  particular  vicious  circle  in  the  patient’s 
attitudes,  we  have  learned  a lot  about  his  per- 
sonality and  can  help  him  get  out  of  the  dilemma 
by  pointing  out  that  there  may  be  other  inter- 
pretations of  fear,  and  we  can  offer  the  inter- 
pretation that  being  afraid  is  an  integral  and 
important  feature  of  being  human,  that  fear  is  a 
; signal  of  danger  without  which  we  would  be 
dead,  rather  than  the  interpretation,  as  the 
patient  sees  it,  that  being  fearful  means  being 
helpless. 

When  the  patient  presents  a predominant 
emotional  symptom,  it  is  important  to  learn  about 
the  life  situations  in  which  it  occurs.  These 
situations  will  usually  have  some  important 
factor  in  common  with  each  other.  When  the 
common  factor  is  discovered,  we  will  learn  what 
characteristic  emotional  problems  the  patient  is 
trying  to  cope  with.  For  example,  a woman 
may  report  that  on  certain  days  she  gets  up  in  the 
morning  with  a headache  which  lasts  the  rest  of 
the  day,  but  on  other  days  she  does  not  have  the 
headaches.  Sometimes  it  can  be  found  that  they 
j occur  on  specific  days  of  the  week,  such  as  week 
ends.  When  this  is  the  case,  it  becomes  rela- 
tively easy  to  find  what  particular  problems  she 
faces  on  those  days  and  not  on  others.  When 
they  occur  irregularly,  it  will  usually  be  found 
that  on  certain  days  the  patient  anticipates 
criticism  from  someone,  or  an  interference  with 
her  plans,  or  facing  a difficult  social  situation,  or 
facing  a day  with  nothing  planned.  Whatever 
it  is  that  she  faces  with  sufficient  tension  to 
produce  a headache  will  show  what  kind  of  life 
situations  have  always  been  difficult  for  her. 

After  bringing  the  patient’s  problem  into 
focus,  the  next  step  is  to  get  a history  of  the 
problem  (not  a history  of  the  symptom).  This 
will  consist,  ultimately,  of  helping  the  patient 
discover  the  particular  way  in  which  he  learned 
to  cope  with  fife,  what  his  characteristic  hopes, 
fears,  and  resentments  are,  what  he  feels  success- 
ful at,  and  what  he  expects  to  represent  failure. 


His  problem  will  have  something  to  do  with  the 
latter  inasmuch  as  it  will  reflect  wThat  character- 
istic types  of  failures  he  expects  (such  as  criti- 
cism, social  ostracism,  other  people’s  disliking  him, 
not  winning  in  competition  with  others,  being 
dominated,  not  being  able  to  control  others,  etc.), 
and  what  he  does  in  life  to  avoid  these  failures. 
His  way  of  defending  himself  against  these  an- 
ticipated failures  will  be  an  essential  part  of  his 
character  structure  and  will  be  the  basis  of  his 
symptoms.  We  get  this  history  by  starting  with 
the  kind  of  relationship  the  patient  had  with  his 
parents  where  he  learned  a particular  way  of 
relating  to  people  wrhich  he  carries  out  in  adult 
life  in  relationships  with  others. 

The  next  step  is  to  help  the  patient  find  a 
solution  to  the  problem.  This  may  seem  to  be 
extraordinarily  difficult  if  you  feel  that  you  are 
the  one  who  has  to  offer  the  solution.  If,  how- 
ever, you  make  it  a question  of  helping  the 
patient  to  find  his  own  solution,  it  will  not  be  so 
difficult.  Along  these  lines,  it  may  be  worth 
mentioning  that  we  psychiatrists  do  not  actually 
solve  the  patients’  problems  for  them,  but  we 
try  to  help  the  patient  develop  a way  of  solving 
problems  which  he  can  use  successfully  himself 
in  solving  the  problems  which  inevitably  come 
up  in  a person’s  life.  This  really  boils  down  to 
the  goal  of  helping  the  patient  gain  self-confi- 
dence through  experience  in  making  his  own  plans 
and  decisions.  The  obstacles  that  stand  in  the 
way  of  the  patient’s  solving  his  own  problems  lie 
in  the  distorted  ideas  he  has  about  himself  and 
others.  If  the  patient’s  attitude  toward  the 
world  is  colored  by  a feeling  that  others  are  out 
to  take  advantage  of  him,  he  will  have  to  be 
constantly  on  the  defensive  with  people.  This 
will  result  in  his  tending  to  fight  his  way  through 
life,  thus  estranging  himself  from  others  and 
proving  his  original  hypothesis.  In  other  words, 
the  neurotic’s  way  is  a self-defeating  one.  When 
we  can  demonstrate  this  principle  to  the  patient, 
we  are  making  useful  interpretations.  The  pa- 
tient is  not  likely  to  accept  these  at  face  value, 
but  we  hope  that  he  can  use  them  to  view  him- 
self in  a different  light  and  prove  these  inter- 
pretations to  himself.  The  criterion  of  the  suc- 
cess in  one’s  interpretations  lies  in  whether  or 
not  the  patient  uses  them  to  develop  a different 
attitude.  The  degree  to  which  the  patient  will 
cooperate  in  understanding  himself  will  depend 
largely  on  how  much  he  trusts  the  physician’s 
interest  in  him.  If  the  physician  achieves  only 
the  goal  of  helping  the  patient  to  understand 
that  there  may  be  different  ways  of  looking  at 
life,  at  himself,  and  at  others  and  that  a specific 
assortment  of  facts  and  observations  do  not  in- 
evitably lead  to  the  conclusions  the  patient  has 
reached,  he  can  get  the  patient  on  the  road  to 
rational  living.  58  Washington  Street 
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Treatment  of  Hiatus  Hernia 


Dr.  George  Reader:  Today  we  have  an  un- 
usual opportunity.  We  have  a subject,  treat- 
ment of  hiatus  hernia,  and  a speaker  who  has  done 
considerable  creative  thinking  about  it.  Dr. 
Maisel  is  going  to  give  us  a theory  about  the 
origin  of  these  hernias  and  a means  of  treatment 
based  upon  his  conclusions.  Dr.  Maisel! 

Dr.  Bernard  Maisel:  Hernias  through  the 
esophageal  hiatus  have  been  regarded  by  some 
as  coincidental  and  interesting  findings  without 
any  particular  clinical  importance.  However, 
by  others  they  have  been  considered  to  be  a 
serious  problem  and  one  which  is  a therapeutic 
challenge. 

There  are  four  types  of  esophageal  hiatus 
hernia:  the  true  congenital  type,  which  comprises 
approximately  1 per  cent  of  the  reported  cases ; the 
paraesophageal  hernia  which  accounts  for  20  to 
25  per  cent  of  the  cases;  the  “sliding”  type,  com- 
prising about  70  per  cent  of  the  total,  and,  finally, 
combinations  of  paraesophageal  and  sliding  her- 
nias, occurring  in  about  5 per  cent  of  the  cases. 
The  sliding,  paraesophageal,  and  combined 
hiatus  hernias  appear  most  frequently  in  the 
fourth  and  fifth  decades  of  life.  They  are 
more  common  in  females  than  in  males. 

The  true  congenital  type  of  esophageal  hernia 
is  really  not  a hernia  but  a mediastinal  stomach. 
The  diaphragm  is  formed  from  the  transverse 
septum  and  from  the  tw'O  pleuroperitoneal  folds 
which  lie  on  either  side  of  the  midline.  These 
structures  develop  in  the  cervical  area  of  the  em- 
bryo and  move  caudad  into  the  trunk.  When 
the  embryo  is  approximately  12  mm.  in  length, 
they  should  be  well  down  into  the  trunk.  The 
skeletal  muscle  of  the  diaphragm  develops  from 
the  mesoderm  much  later.  As  the  diaphragm 
moves  caudad,  the  stomach,  which  is  formed  from 


the  foregut,  should  move  simultaneously  into  the 
trunk.  If  it  does  not  migrate  adequately,  var- 
ious lengths  of  the  stomach  may  persist  in  the 
mediastinum  or  thorax,  uncovered  by  peritoneum 
(Fig.  1).  The  esophagus  is  short,  and  the  esopha- 
gocardiac  junction  is  above  the  diaphragm.  The 
phrenoesophageal  ligament  is  approximately  of 
normal  length  but  is  attached  to  the  stomach 
rather  than  to  the  esophagus.  This  is  not  a true 
hernia. 

The  paraesophageal  type,  however,  is  a true 
hernia.  It  is  produced  by  a segment  of  the  gas- 
tric cardia  bulging  through  the  esophageal  hiatus 
into  the  mediastinum  or  either  pleural  cavity 
(Fig.  1).  The  hernia  mass  is  covered  completely 
by  a double  layer  of  gastric  serosa  and  of  peri- 
toneum reflected  from  the  diaphragm.  The  eso- 
phagus is  of  normal  length  and  enters  the  stomach 
below  the  diaphragm.  The  phrenoesophageal 
ligament  is  likewise  normal.  The  hernia  usually 
lies  anterior  or  lateral  to  the  esophagus,  only 
rarely  being  posterior. 

The  sliding  type  hernia  is  quite  different.  The 
esophagocardiac  junction  and  the  proximal  end 
of  the  cardia  dissect  between  the  leaves  of  peri- 
toneum, passing  through  the  hiatus  into  the 
mediastinum  or  either  pleural  space  (Fig.  1). 
Most  of  the  peritoneum  and  serosa  are  stripped 
off  so  that  the  herniated  mass  is  largely  uncovered 
except,  of  course,  by  thoracic  tissue.  The  phre- 
noesophageal ligament  is  stretched  and  also 
dragged  through  the  hiatus.  The  esophagus, 
which  is  actually  of  normal  length,  becomes  re- 
dundant. Usually  the  esophagus  contracts  lon- 
gitudinally so  that  it  appears  shortened.  Thus, 
many  of  these  cases  are  referred  to  in  the  litera- 
ture as  a hiatus  hernia  with  a short  esophagus. 
The  normal  angulation  between  the  esophagus 
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Fig.  1.  Diagrammatic  representation  of  types  of 
esophageal  hiatus  hernias  and  of  normal  structures: 
(E)  esophagus,  (J)  esophagocardiac  junction,  (L) 
phrenoesophageal  ligament,  (S)  stomach,  (D)  dia- 
phragm, (P)  diaphragmatic  peritoneum,  and  (G) 
gastric  serosa. 

and  the  stomach  is  lost.  Finally,  the  closing 
mechanism  between  the  esophagus  and  the  stom- 
ach becomes  incompetent,  and  fluids  are  re- 
gurgitated into  the  esophagus. 

In  brief,  sliding  hernias  differ  from  paraesopha- 
geal hernias  in  the  apparent  length  of  the  eso- 
phagus, position  of  the  esophagocardiac  junction, 
length  of  the  phrenoesophageal  ligament,  covering 
of  the  herniated  mass,  and  degree  of  angulation 
between  the  esophagus  and  stomach.  Combina- 
tions of  both  types  can  occur. 

In  addition  to  the  anatomic  defects,  the  pathol- 
ogy includes  ulcerations  which  may  develop  in 
the  mucosa  of  the  herniated  segment  of  gastric 
cardia.  The  ulcerations  may  be  of  varying 
depth,  and  following  ulceration  there  may  be 
varying  amounts  of  bleeding.  Bleeding  from  the 
sliding  hernias  is  not  generally  dramatic.  It  is 
rather  an  oozing  loss,  producing  anemia,  cachexia, 
and  hypoproteinemia  over  a long  period  of  time. 
The  ulceration  that  may  occur  with  paraesopha- 
geal hernias  seems  to  be  deeper,  and  the  hemor- 
rhage from  this  type  of  hernia  is  usually  severe. 
As  the  inflammation  extends  through  the  wall  of 
the  stomach,  the  herniated  segment  may  become 
fixed  to  surrounding  structures  by  fairly  dense 
adhesions.  If  perforation  of  the  stomach  ulcer 
occurs,  the  perforation  may  be  into  the  medias- 
tinum or  into  either  pleural  space,  producing  an 
empyema. 

No  one  knows  why  these  hernias  develop  in  the 
fourth  and  fifth  decades.  There  have  been  many 
attempts  to  explain  this.  Some  have  suggested 
that  fat  which  is  laid  down  at  this  age  in  the  loose 


areolar  tissue  at  the  esophageal  hiatus  may 
stretch  the  ligament  between  the  diaphragm  and 
the  esophagus  sufficiently  to  induce  a hernia.  A 
much  more  tempting  explanation  is  that  of  Dye 
and  Gilbert,  who  reproduced  some  old  German 
work.  They  found  that  the  esophagus  is  capable 
of  longitudinal  as  well  as  circumferential  con- 
traction. This  longitudinal  contraction  of  the 
esophagus  may  be  produced  by  a variety  of  stim- 
uli, including  electrical  stimulation  of  the  vagus, 
distention  of  the  gallbladder  or  common  duct, 
scratching  of  the  parietal  peritoneum,  or  pinch- 
ing of  the  gastric  muscle.  Atropine  will  reduce 
or  abolish  the  contraction.  It  is  not  inconceiv- 
able that  a hiatus  hernia  might  have  its  origin  in 
such  a vagovagal  reflex.  Once  it  started  and 
mucosal  ulcerations  occurred,  there  could  be 
further  neurogenic  elements  which  would  then 
reproduce  the  original  vagal  stimulation,  thereby 
giving  rise  to  a larger  hernia  and  greater  ulcera- 
tion. 

Now,  projecting  this  work,  it  is  possible  that 
psychogenic  factors  may  produce  the  necessary 
original  vagal  stimulation.  Also  we  know  that 
the  eating  habits  of  some  individuals  include 
belching  and  rumination  after  meals.  This  could 
presumably  produce  irritation  of  the  esophageal 
mucosa  and  then,  by  a vagal  reflex,  produce 
longitudinal  contracture  of  the  esophagus,  thus 
weakening  the  phrenoesophageal  ligament  and 
producing  the  hernia.  That  is  only  a theory. 
As  I said,  no  one  knows  the  cause  of  these  hernias. 

The  sliding  hernia  generally  has  a clinical  pic- 
ture like  that  of  a peptic  ulcer.  There  is  burning 
epigastric  pain  which  may  radiate  to  the  back. 
If  the  inflammation  in  the  wall  of  the  gastric  car- 
dia extends  to  involve  the  diaphragm,  the  pain 
may  radiate  to  the  left  shoulder,  or  at  times  there 
may  be  severe  substernal  pain.  If  sufficient  ul- 
ceration of  the  mucosa  develops,  with  scar  forma- 
tion and  spasm  of  the  lower  end  of  the  esophagus, 
there  may  be  difficulty  in  swallowing  with  the 
sensation  of  food  sticking  in  the  middle  of  the 
chest.  The  symptoms  are  generally  much  worse 
in  the  recumbent  position.  These  individuals 
will  tell  you  that  they  have  a great  deal  of  discom- 
fort at  night.  When  walking  or  sitting,  they  may 
be  relieved. 

The  picture  of  paraesophageal  hernia  is  essen- 
tially the  same,  except  thatb  leeding  is  generally 
more  severe.  Also,  rumination  of  food  is  gen- 
erally not  as  easily  accomplished,  and  vomiting 
does  not  occur  as  frequently. 

As  you  can  gather,  the  differential  diagnosis  of 
these  hernias  must  include  arteriosclerotic  hyper- 
tensive cardiovascular  disease.  The  hernias  are 
frequently  found  in  the  older  age  group,  and  the 
symptoms  of  precordial  distress,  with  pain  radiat- 
ing to  the  left  shoulder,  may  simulate  angina  or  a 
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coronary  occlusion.  Frequently,  the  electro- 
cardiogram in  this  age  group  may  show  equivocal 
changes.  It  is  often  difficult  to  make  the  differ- 
ential diagnosis.  One  must,  too,  rule  out  a peptic 
ulcer  of  either  the  stomach  or  the  duodenum. 
Gallbladder  disease  must  be  considered,  particu- 
larly since  many  of  these  patients  are  women  of 
pyknic  habitus  who  may  have  vague  epigastric 
pain  with  food  intolerance.  This  food  intoler- 
ance is  generally  not  related  to  fatty  foods.  In- 
asmuch as  some  of  the  patients  present  them- 
selves with  the  clinical  picture  of  cachexia,  ane- 
mia, and  hypoproteinemia,  one  must  rule  out 
neoplasm  or  other  gastrointestinal  tract  path- 
ology. This  is  particularly  so  if  the  stool  is  guaiac 
positive  and  they  have  been  bleeding  slowly  over 
a long  period  of  time. 

The  diagnosis  is  generally  established  by  the 
roentgenologist,  and  Dr.  Evans  will  discuss  this 
aspect.  I shall  only  mention  again  the  fact  that 
in  the  sliding  type  of  hernia,  the  esophagus  may 
be  redundant  or  of  normal  length.  However,  if 
it  has  contracted  longitudinally,  it  may  seem 
short.  This  accounts  for  the  fact  that  in  most 
of  the  literature  the  sliding  hiatus  hernia  has  been 
called  a hiatus  hernia  with  a short  esophagus. 
In  the  barium  studies  the  herniated  segment  of 
gastric  cardia  may  extend  into  the  mediastinum, 
press  against  the  inferior  or  dorsal  aspect  of  the 
heart,  or  extend  into  the  right  or  left  pleural 
space.  One  of  the  characteristic  x-ray  findings 
associated  with  the  sliding  hernia  is  the  loss  of 
normal  angulation  of  the  barium  stream  as  it 
passes  into  the  stomach.  The  esophagus  seems 
to  extend  straight  into  the  stomach.  Regurgita- 
tion of  barium  from  the  stomach  into  the  esopha- 
gus is  easily  accomplished  by  repositioning 
the  patient  into  the  Trendelenburg  position.  In 
paraesophageal  hernias  the  barium  swallow  visual- 
izes a normal  esophagus,  and  the  stream  enters 
the  stomach  with  a normal  angle.  The  herniated 
segment  of  the  gastric  cardia  bulges  alongside  the 
lower  end  of  the  esophagus. 

Esophagoscopy  may  be  of  particular  value  in 
determining  the  cause  of  any  ulceration  that  may 
be  present  at  the  lower  end  of  the  esophagus  and 
in  disclosing  the  presence  of  a neoplasm  at  that 
site.  Dr.  Allison,  by  means  of  an  esophagoscope, 
introduced  silver  clips  into  the  mucosa  at  the 
lower  end  of  the  esophagus  at  the  point  of  transi- 
tion to  gastric  mucosa.  By  means  of  these  clips 
he  was  better  able  in  x-ray  studies  to  evaluate  the 
presence  or  absence  of  a hiatus  hernia.  This  is 
particularly  useful  in  the  diagnosis  of  a sliding 
hernia. 

If  one  is  faced  with  a differential  diagnosis  be- 
tween cardiovascular  disease  and  hiatus  hernia, 
pneumoperitoneum  may  be  of  some  value.  Ap- 
proximately 1,500  cc.  of  air  are  introduced  into 


the  peritoneal  cavity  through  the  abdominal  wall 
in  the  left  subcostal  area.  Since  the  peritoneal 
air  elevates  the  diaphragm,  the  herniated  segment 
of  the  stomach  may  descend  from  the  hernia  sac. 
Thus  it  is  possible  to  obliterate  symptoms  if  due 
to  a hiatus  hernia.  However,  it  may  not  be  pos- 
sible to  reduce  the  herniated  gastric  cardia  if  it 
has  been  fixed  by  adhesions. 

Therapy  may  roughly  be  divided  into  medical 
and  surgical  types.  Actually,  medical  therapy  is 
symptomatic.  It  does  not  reduce  the  hernia. 
Since  it  is  symptomatic,  it  probably  should  be 
used  only  in  individuals  who  are  not  suitable 
candidates  for  surgical  repair.  This  may  repre- 
sent a radical  approach  to  some  of  you,  but  we 
feel  that  this  is  the  correct  view  because  of  the 
complications  that  may  develop:  perforation, 
hemorrhage,  and  cicatricial  stenosis  of  the  esoph- 
agus. The  medical  treatment  consists  of  a 
bland  diet  and  the  use  of  vagal  blocking  drugs 
such  as  atropine,  belladonna,  or  Banthine.  I 
noted  atropine  seems  to  obliterate  the  longi- 
tudinal contraction  of  the  esophagus.  Inasmuch 
as  these  individuals,  particularly  those  with  the 
sliding  type  hernia,  have  accentuated  difficulty  at 
night,  it  is  useful  to  use  8 or  10-inch  wood  blocks 
placed  beneath  the  head  of  the  bed  so  that  the 
patient  never  sleeps  flat.  If  the  gastric  acidity 
is  elevated,  it  is  well  to  use  antacids.  There  are 
patients  who  have  severe  cardiovascular  or  renal 
or  pulmonary  disease  or,  who,  because  of  cachex- 
ia or  age,  are  not  candidates  for  surgical  repair. 
If  medical  therapy  as  already  outlined  is  not 
successful  in  these  patients,  particularly  if  there 
is  hemorrhage,  it  may  be  of  value  to  use  pneumo- 
peritoneum therapeutically.  However,  if  the 
individual  has  significant  signs  and  symptoms  and 
is  in  reasonably  good  condition,  operative  repair 
is  usually  the  procedure  of  choice. 

I want  to  say  a word  about  the  use  of  the  phrenic 
crush.  Meyer  and  Pickhardt  at  Lenox  Hill 
Hospital  and  Cutler  at  Goldwater  Memorial 
Hospital  have  been  enthusiastic  about  the  use  of 
the  phrenic  crush  in  elderly  patients.  They  re- 
port that  a nerve  crush  may  relieve  most  of  the 
symptoms.  However,  there  are  objections. 
Phrenic  crush  does  not  reduce  the  hernia.  It  does 
not  prevent  rumination  of  gastric  contents  into  the 
esophagus.  It  certainly  reduces  the  ventilatory 
function  in  older  patients,  and  inasmuch  as  10 
per  cent  of  all  crushes  are  permanent,  paralysis  ol 
the  diaphragm  with  atrophy  of  the  diaphragmatic  ' 
muscle  may  ensue  with  resulting  enlargement  o 
the  hiatus.  So  for  those  reasons  we  feel  thai 
phrenic  crush  should  not  be  employed  in  therapj  j 
of  hiatus  hernia. 

In  the  operative  repair  Harrington  at  the  May<  I 
Clinic  approached  the  hernia  through  the  abdo 
men.  This  is  unsatisfactory  because  of  the  pres 
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ence  of  the  liver  and  because  one  is  not  able  to 
dissect  out  the  hernial  sac  satisfactorily.  In 
addition,  he  apparently  did  not  realize  that  the 
muscle  fibers  of  the  diaphragm  originate  from  the 
second  and  third  lumbar  vertebral  bodies  and 
pass  anteriorly  about  the  esophagus,  leaving  a 
defect  posteriorly  along  the  vertebral  column. 
In  this  repair  Harrington  displaced  the  esophagus 
posteriorly  against  the  vertebrae  and  closed  the 
hiatus  snugly  anteriorly.  This  obviously  should 
lead  to  some  recurrences  because  there  is  no  satis- 
factory way  of  keeping  the  esophagus  from  mov- 
ing along  the  vertebral  column  in  the  loose  areolar 
tissue  that  is  present  dorsally.  In  spite  of  this 
fact,  in  his  series  of  343  cases  he  reports  only  nine 
recurrences  of  the  hernia. 

Allison  recognized  the  fact  that  the  muscle 
fibers  that  form  the  hiatus  develop  from  the  mid- 
dle crus  and  swing  anteriorly  around  the  esopha- 
gus. These  fibers  come  largely  from  the  right 
side.  He  proposed  that  the  esophageal  sac 
should  be  dissected  out  by  working  through  the 
pleural  space,  the  stomach  being  replaced  in  the 
peritoneal  cavity  and  the  repair  done  by  dis- 
placing the  esophagus  anteriorly  against  the  dia- 
phragm, closing  the  hiatus  snugly  behind  the 
esophagus.  After  the  hiatus  was  closed  through 
' an  incision  in  the  diaphragm,  he  then  entered  the 
peritoneal  cavity  to  fix  the  stomach  and  esophagus 
to  the  underside  of  the  diaphragm. 

Drs.  Meridino,  Varco,  and  Wangensteen  did  a 
[ similar  repair.  They  incised  the  diaphragm  to 
the  dome  and  displaced  the  stomach  into  the 
peritoneal  cavity.  Then  they  closed  the  dia- 
phragm snugly  about  the  esophagus. 

The  prognosis  with  medical  treatment  is  not 
entirely  satisfactory.  The  disease  is  progressive. 
Hemorrhages  may  recur,  and  cicatricial  stenosis 
of  the  lower  third  of  the  esophagus  may  develop. 
Medical  treatment  should  be  used  in  those  cases 
not  suitable  for  surgical  repair.  Surgical  correc- 
tion will  relieve  the  symptoms,  permit  healing  of 
ulcerations,  and  prevent  the  progress  of  the  dis- 
ease. The  mortality  from  the  operation  in  se- 
lected cases  should  be  less  than  that  of  a thora- 
cotomy, which  is  less  than  1 per  cent.  It  is  our 
feeling  that  when  signs  and  symptoms  are  present 
with  a hiatus  hernia,  operative  repair  should  be 
seriously  considered.  The  repair  of  choice  is 
probably  Dr.  Allison’s. 

Dr.  Reader:  Thank  you!  Dr.  Evans,  you 
1 have  been  doing  a study  on  the  x-rays  in  this 
condition.  I wonder  if  you  could  tell  us  about 
it  in  a few  minutes? 

Dr.  John  A.  Evans:  Esophageal  hiatus  hernia 
is  a frequent  finding  during  the  roentgen  examina- 
tion of  the  gastrointestinal  tract.  A survey  done 
1 at  the  Mayo  Clinic  in  1944  revealed  that  diaphrag- 
matic hernias  are  present  in  1 or  2 per  cent  of  all 


gastrointestinal  x-rays.  This  corresponds  closely 
to  our  own  experience.  Further,  esophagitis,  ul- 
ceration, or  stenosis  was  present  in  approximately 
15  per  cent  of  our  cases  with  sliding  hernias. 

As  Dr.  Maisel  has  stated,  the  important  distin- 
guishing feature  between  the  two  varieties  of 
hernia  is  the  location  of  the  esophagocardiac 
junction.  In  the  paraesophageal  type  the  esoph- 
agocardiac junction  remains  fixed  below  the  dia- 
phragm, and  the  closing  mechanism  remains  com- 
petent, whereas  in  the  sliding  type  of  hernia  the 
junction  is  above  the  diaphragm  forming  part  of 
the  hernia.  The  closing  mechanism  at  the  cardia 
in  the  latter  variety  is  incompetent  and  allows  re- 
flux of  gastric  acid  juices  into  the  lower  esophagus. 
This  results  in  esophagitis,  ulceration,  and  finally 
cicatricial  stenosis  with  shortening  of  the  distal 
esophagus  and  fixation  of  the  herniated  stomach. 
Surgical  correction  in  this  late  stage  then  be- 
comes a formidable  procedure.  It  is  important, 
therefore,  that  sliding  esophageal  hiatal  hernia  be 
recognized  early  so  that  corrective  surgery  will 
result  in  restoring  the  competence  of  the  closing 
mechanism. 

The  recognition  of  sizable  protrusions  of  the 
stomach  above  the  diaphragm  presents  little  dif- 
ficulty to  the  roentgenologist.  In  order,  how- 
ever, to  understand  the  difficulties  in  interpreting 
small  supradiaphragmatic  pouches  during  exam- 
ination of  the  upper  gastrointestinal  tract,  it  is 
necessary  to  appreciate  some  of  the  confusion  that 
exists  regarding  the  anatomy  and  physiology  of 
the  lower  esophagus.  That  a closing  mechanism 
between  the  esophagus  and  the  stomach  exists  is 
agreed  upon  by  all  investigators,  but  the  nature 
of  this  mechanism  has  been  the  subject  of  con- 
siderable disagreement. 

The  difficulty  for  the  roentgenologist  arises  in 
differentiating  the  small,  clinically  important 
sliding  hiatus  hernia  from  the  clinically  unimpor- 
tant dilatations  of  the  lower  esophagus.  The 
phrenic  ampulla  offers  little  difficulty  in  recogni- 
tion. It  is  a smooth  dilatation  of  the  lower  esoph- 
agus with  a conical  apex  approximately  2 to  4 
cm  above  the  diaphragm,  frequently  showing 
two  small  lateral  notches.  The  nature  of  the 
lateral  notches  is  not  known.  They  can  be  seen 
during  the  roentgenoscopic  examination  and  do  not 
move  or  change  in  position.  It  is  possible  that 
these  lateral  indentations,  which  are  constant  in 
position  may  represent  the  attachments  of  the 
phrenoesophageal  elastic  membrane.  A dis- 
tended cardiac  antrum  may  appear  as  a small 
dilatation  above  the  diaphragm.  Anatomically, 
this  seems  to  account  for  many  of  the  small  hiatal 
protrusions  that  have  been  attributed  to  hiatal 
insufficiency;  by  this  term  is  meant  abnormal 
laxity  of  the  esophageal  hiatus.  This  may  be 
congenital  or  acquired.  Harrington  has  shown 
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that  in  a significant  proportion  of  individuals  the 
esophageal  hiatus  may  be  quite  patulous.  In  the 
course  of  1,000  abdominal  operations  he  digitally 
palpated  the  hiatus  and  found  that  in  10  per  cent 
of  the  cases  he  could  insert  two  or  more  fingers. 
Acquired  laxity  of  the  hiatus  occurs  in  old  age. 
Schatzske  showed  by  x-ray  studies  that  50  per 
cent  of  a series  of  30  elderly  unselected  cases  had 
hiatal  hernias,  and  this  could  be  increased  to  73 
per  cent  when  the  intra-abdominal  pressure  was 
increased.  A small  hiatal  hernia,  therefore,  may 
have  the  same  radiographic  appearance  as  the 
clinically  unimportant  supradiaphragmatic  pro- 
trusion caused  by  a distended  cardiac  antrum. 
This  cannot  be  differentiated  on  the  basis  of  roent- 
gen anatomy  alone  unless  it  happens  to  be  of 
the  paraesophageal  variety  and  the  esophagus  can 
be  demonstrated  lying  along  the  side  of  the  herni- 
ated pouch.  Moreover,  the  mucosal  appearance 
cannot  be  used  as  a reliable  diagnostic  aid.  The 
important  differentiating  feature  is  not  an  ana- 
tomic factor  but  a physiologic  one,  namely,  the 
competence  of  the  cardiac  sphincter. 

The  adequacy  of  the  closing  mechanism  of  the 
stomach  can  be  tested  during  the  fluoroscopic 
phase  of  the  examination  by  increasing  the  intra- 
abdominal pressure.  This  may  be  done  by  plac- 
ing the  patient  in  the  Trendelenburg  position  and 
applying  manual  pressure  to  the  abdomen.  The 
prone  position  (Trendelenburg)  and  the  Valsalva 
maneuver  may  also  be  used.  In  this  latter  posi- 
tion the  angle  at  the  esophagogastric  junction  is 
less  acute  than  in  the  supine  position.  A recently 
described  means  of  increasing  the  intra-abdominal 
pressure  is  to  have  the  patient  stand  sideways  to 
the  fluoroscope  screen  after  the  stomach  has  been 
filled  with  barium  and  bend  over  and  touch  the 
toes.  In  the  case  of  hiatus  hernia,  as  the  intra- 
abdominal pressure  increases,  the  hernia  will 
distend  with  barium  refluxing  through  the  in- 
competent cardiac  sphincter.  If  the  cardiac 
sphincter  is  competent  and  prevents  the  regur- 
gitation of  barium,  then  the  small  supradiaphrag- 
matic pouch  is  of  no  clinical  significance. 

The  importance  of  early  diagnosis  and  surgical 
correction  of  sliding  hiatus  hernia  lies  in  the  dis- 
tressing symptoms,  debilitation,  and  physical 
incapacitation  that  it  eventually  produces.  A 
vicious  cycle  of  esophagitis,  ulceration,  cicatriza- 
tion, stenosis,  shortening,  and  fixation  of  the 
hernia  ultimately  occurs.  In  the  advanced  stage 
the  deformity  and  stenosis  of  the  distal  esophagus 
may  closely  simulate  carcinoma. 

Dr.  Reader:  Thank  you  Dr.  Evans.  Do  we 
have  any  questions  at  this  point? 

Dr.  Thomas  P.  Almy:  Would  Dr.  Maisel  give 
us  an  estimate  of  the  recurrence  rate  of  hiatus- 
hernia  after  modern  surgical  repair? 

Dr.  Maisel:  We  can’t  give  any  figures  because 


our  newer  concept  has  been  applied  in  such  a 
small  group.  However,  I think  one  of  the  in- 
teresting things  about  Harrington’s  series  is  that 
although  he  did  not  use  what  can  be  considered  a 
good  anatomic  repair,  he  reported  only  nine  re- 
currences in  343  cases.  If  he  is  able  to  achieve 
that  with  his  repair,  one  could  expect  to  do  a 
great  deal  better  today.  Another  thing,  his 
series,  going  back  over  twelve  or  fifteen  years,  had 
an  operative  mortality  of  less  than  2 per  cent. 
That  included  cases  with  complications  which 
could  not  be  handled  then  as  well  as  now.  There 
were  not  the  antibiotics,  and  anesthesia  was  not 
as  satisfactory. 

Intern  : I wonder  if  Dr.  Almy  would  give  his 
estimate  of  the  virtues  of  purely  medical  manage- 
ment. 

Dr.  Almy:  The  most  surprising  thing  I heard 
today  is  that  surgery  is  now  to  be  considered  the 
primary  treatment.  That  opinion  is  widely 
questioned.  I think  that  in  the  experience  of 
most  large  gastrointestinal  clinics,  well  over  80 
per  cent  of  these  patients  may  be  helped  and  kept 
in  reasonably  good  health  year  after  year  without 
resort  to  surgery.  I think  we  shall  continue  to 
consider  these  as  primarily  medical  problems  with 
surgery  reserved  for  the  failures  of  medical  ther- 
apy. 

We  should  be  prepared  to  make  prompt  ex- 
ceptions in  two  important  situations.  One  is  the 
patient  who  has  bled  extensively  from  a hiatus 
hernia.  In  such  a case  I would  yield  to  the  sur- 
geon without  hesitation,  assuming  that  there 
were  no  serious  medical  contraindications  to 
operation.  The  second  exception  is  the  patient 
with  a sliding  hernia  who  already  shows  the 
warning  signs:  dysphagia,  heartburn,  and  acid 
regurgitation,  indicative  of  beginning  esopha- 
gitis. I think  when  a patient  manifests  con- 
tinued symptoms  of  that  kind,  even  if  one  cannot 
actually  demonstrate  esophagitis  at  the  moment, 
it  should  be  an  indication  for  operation  without 
further  delay. 

Dr.  Reader:  It  has  been  my  experience  that  i 
sometimes  a hiatus  hernia  is  an  incidental  finding. 

A gastrointestinal  series  shows  it,  and  yet  the 
patient  actually  has  no  symptoms  referable  to  the  J 
cardia  of  the  stomach.  I wonder  whether  many  | 
patients  have  this  as  an  incidental  asymptomatic  J 
phenomenon. 

Dr.  Sidney  Weintraub  : I agree.  Many  cases  i 
with  really  large  hernias  have  no  symptoms  at  all.  i 
The  question  is  whether  they  should  be  operated  ' 
upon. 

Incidentally  it  is  interesting  that  suddenly  4 
everybody  has  become  Allison-minded.  I have  | 
been  through  this  problem  of  hiatus  hernia  foi 
more  years  than  I would  like  to  tell  and  have  seer 
many  different  classifications.  I don’t  know 
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whether  or  not  we  now  have  the  final  classifica- 
tion. It  started  with  Ackerlund  twenty-five 
years  ago.  Then  we  thought  Harrington  had  the 
last  word  on  hiatus  hernia;  yet,  as  was  pointed 
out,  he  missed  the  boat.  Personally  I too  think 
Allison  has  the  answer,  but  we  must  not  become 
too  set. 

Dr.  Maisel  : It  seems  to  me  that  a satisfactory 
answer  would  be  along  this  line.  If  the  patient 
has  recurrent  episodes  of  hemorrhage,  I don’t 
think  anyone  would  deny  the  indication  for  sur- 
gery. If  there  is  a perforation,  that  is  an  obvious 
indication  for  surgery.  If  there  is  fairly  severe 
esophagitis  with  some  degree  of  persistent  spasm 
that  will  not  respond  to  medical  treatment,  that 
too  is  a definite  indication  for  surgeiy,  particu- 
larly if  there  is  evidence  of  a developing  cicatrix. 
The  hardest  group  to  evaluate  is  certainly  those 
patients  who  have  hiatus  hernias  without  symp- 
toms. I don’t  think  that  I would  ever  recom- 
mend an  operation  for  those  individuals.  As  I 
pointed  out,  I recommend  operation  only  for 
those  with  persistent  signs  and  symptoms. 

I believe  that  anyone  who  is  significantly  af- 
fected should  be  submitted  to  operation.  We 
know  the  repair  is  a good  one,  and  it  should  not 
have  a high  operative  mortality. 

Dr.  Reader:  I got  the  impression  that  you 
consider  these  lesions  to  be  progressive  so  that 
even  if  they  are  found  before  developing  these 
serious  complications,  you  would  consider  them 
for  surgery.  Is  that  right? 

Dr.  Maisel:  That  is  my  opinion.  Dr.  Evans 
has  the  best  proof  that  the  disease  is  a progressive 
one.  I therefore  would  urge  operation.  The 
complications  are  severe,  and  they  occur  in  older 
people  who  develop  contraindications  to  opera- 
tion with  the  added  years.  One  should  operate 
when  the  time  is  most  opportune  for  them  if  only 
to  avoid  a cicatrix. 

The  management  of  a stenosis  or  cicatrix  at  the 
lower  end  of  the  esophagus  is  very  difficult. 
There  have  been  many  procedures  advocated : the 
Heineke-Mikulicz  type  plastic,  the  Heller  type 
plastic,  and  the  one  Dr.  Barnes  has  most  recently 
used.  I think  all  of  them  have  given  very  poor 
results  so  that  if  development  of  this  difficulty 
can  be  obviated,  it  is  worth  while. 

Dr.  Frank  C.  Ferguson:  So  far  we  have  dis- 
cussed only  the  extreme  cases,  those  with  no 
symptoms  at  all  and  those  with  severe  intractable 
symptoms  and  sequelae.  The  decision  concern- 
ing operation  can  be  easily  made  in  those.  It 
strikes  me  that  the  really  difficult  cases  are  those 
in  between.  Suppose  a patient  has  a proved 
hernia  but  no  ulceration,  stenosis,  etc.  However, 
he  does  have  symptoms  which  are  bothersome 
but  not  incapacitating  and  not  constant.  What 
would  you  do  with  him? 


Dr.  Maisel:  Well,  of  course,  every  decision 
must  be  individualized.  I would  operate  on  a 
patient  like  that.  Dr.  Almy  undoubtedly  would 
treat  him  conservatively. 

The  thing  that  I cannot  ignore  is  the  fact  that 
the  disease  is  progressive.  The  very  fact  that  there 
are  significant  symptoms  indicates  that  the  pa- 
tient has  started  down  the  road.  The  only  way 
the  cycle  can  be  stopped  is  by  surgery. 

Dr.  Reader:  Dr.  Barnes,  are  you  as  enthusi- 
astic as  Dr.  Maisel  about  surgery  in  this  condi- 
tion? 

Dr.  William  A.  Barnes:  I think  it  is  very 
difficult  to  give  definite  criteria  as  to  which  cases 
should  be  operated.  Certainly  most  cases  of 
paraesophageal  hernia,  as  pointed  out,  are  not 
associated  with  the  more  serious  complications 
of  esophagitis,  stenosis,  and  bleeding,  and  in  the 
absence  of  conspicuous  symptoms,  medical  man- 
agement may  be  indicated.  I think  surgery  is 
more  often  indicated  in  patients  with  the  sliding- 
type  of  esophageal  hiatus  hernia.  Once  esopha- 
gitis begins  in  this  condition,  it  eventually  will 
lead  to  very  serious  complications.  Such  people 
should  be  operated  on  in  the  early  stages.  Sur- 
gery which  will  prevent  regurgitation  of  the  gas- 
tric contents  into  the  esophagus  is  the  only  thing 
that  will  halt  continuation  of  this  process. 

As  Dr.  Maisel  indicated,  the  operations  for  the 
obstruction  that  arises  are  unsatisfactory.  Dr. 
Wangensteen’s  idea  of  anastomosing  the  esopha- 
gus to  the  lower  end  of  the  stomach,  removing 
most  of  the  stomach  as  in  patients  with  cardio- 
spasm, is  not  applicable  to  lesions  that  extend 
well  up  in  the  esophagus.  An  end-to-end  anas- 
tomosis may  not  be  possible.  We  have  tried,  al- 
though our  experience  is  limited,  doing  an  esopha- 
gojejunostomy.  We  bypass  the  stomach, 
while  leaving  part  or  all  of  it  in  place,  and  anas- 
tomose the  esophagus  to  the  jejunum  in  Roux-Y 
fashion. 

A pyloroplasty  may  be  done.  This  proce- 
dure prevents,  we  hope,  regurgitation  of  gastric 
contents  in  the  esophagus,  which  is  the  im- 
portant factor  in  producing  esophagitis.  This 
operation  is  still  in  an  experimental  stage  and  is 
formidable,  but  it  does  seem  to  have  theoretic 
advantages  over  other  procedures. 

The  original  question,  which  cases  to  operate 
on,  still  remains  an  individual  problem,  but  when- 
ever there  are  symptoms  and  signs  of  esophagitis, 
I think  there  is  no  question  that  something  must 
be  done  to  prevent  continuation  of  the  process. 

Intern:  If  repair  of  the  hernia  is  so  difficult 
and  unsatisfactory  once  cicatrix  of  the  esophagus 
has  developed,  is  it  worth  doing? 

Dr.  Maisel:  Definitely  yes.  Granted  that  a 
more  extensive  procedure  is  needed  and  that  the 
relief  may  be  inadequate,  still  repair  is  the  only 
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thing  that  will  prevent  obstruction.  One  is  ob- 
liged to  operate. 

Dr.  Evans:  I would  like  to  say  that  I have  be- 
come surgically  minded  after  going  through  my 
group  of  cases.  I have  been  impressed  with  the 
rapidity  with  which  the  chain  of  events  continues 
once  esophagitis  sets  in  and  how  quickly  stenosis 
and  fixation  ensue.  At  that  time  surgery  be- 
comes an  extremely  formidable  procedure.  I 
think  that  any  case  that  begins  to  show  esoph- 
agitis should  have  early  surgical  correction. 

Dr.  Reader:  How  quickly  can  the  anatomic 
changes  develop? 

Dr.  Evans  : I remember  one  woman  who  had 
had  a gastrointestinal  series  done  elsewhere. 
Reportedly  it  was  negative.  We  repeated  the 
examination  twelve  months  later.  There  was 
an  extremely  severe  stenosis,  almost  completely 
obstructive,  of  the  lower  end  of  the  esophagus. 
In  fact,  it  looked  at  first  like  a carcinoma.  The 
changes  were  so  marked  that  it  is  impossible  that 
anything  remotely  similar  could  have  been  missed 
the  year  before. 

Dr.  Harold  L.  Leder:  A number  of  people 
that  we  see  in  the  gastrointestinal  clinic  have 
functional  symptoms,  and  many  have  hiatus 
hernias.  In  the  absence  of  objective  complica- 
tions that  can  be  found  on  x-ray,  it  is  difficult  to 
determine  whether  the  hernia  is  responsible  for 
the  symptoms.  For  all  we  know  the  presence  of 
the  hernia  may  be  coincidental.  This  may  pos- 
sibly be  reflected  in  the  figures  on  the  recurrence 
or  persistence  of  symptoms  following  an  opera- 
tion which  is  apparently  successful  by  x-ray.  I 
wonder  if  there  are  any  available  figures.  It  was 
mentioned  that  Dr.  Harrington  had  nine  re- 
currences in  a large  group.  Did  he  state  what 
percentage  had  symptoms? 

Dr.  Maisel:  I assume,  since  he  had  to  repair 
five  of  the  nine,  that  they  had  recurrence  of  sym- 
toms  too. 

Dr.  Leder:  I referred  to  the  cases  who  had  no 
demonstrable  anatomic  recurrence. 

Dr.  Maisel:  I cannot  tell  you  his  figures. 
However,  I have  had  personal  experience  with  11 
cases  operated  on  by  the  newer  methods.  There 
was  complete  relief  of  symptoms  in  all  without 
recurrence. 

Dr.  Reader:  Dr.  Hauser,  you  must  have  had 
a number  of  patients  who  had  the  operation. 
What  is  your  opinion? 

Dr.  Louis  A.  Hauser:  The  ones  I have  seen 
after  operation  have  not  been  too  happy,  but  I 
have  no  statistics.  During  the  past  three  months 
I have  seen  two  patients  with  complications  of 
hiatal  hernia.  One  had  a hernia  that  had  been 
repaired,  following  which  she  had  more  regurgita- 
tion of  gastric  fluids  and  developed  an  ulcer  of  the 
lower  esophagus.  The  symptoms  were  very 


severe.  The  other  case,  without  operation,  has 
developed  cicatrization,  a demonstrable  niche  at 
the  lower  esophagus,  and  some  dysphagia,  yet 
he  refuses  to  undergo  surgery.  In  the  past  I have 
kept  these  people  on  a medical  routine.  As  Dr. 
Almy  said,  at  least  80  per  cent  do  pretty  well,  but 
probably  we  should  operate  on  some  of  these 
cases  earlier. 

Dr.  Reader:  Once  operation  is  decided  on, 
it  should  be  done  as  soon  as  possible? 

Dr.  Hauser:  Yes.  This  patient  I mentioned 
has  gone  too  far.  I don’t  know  what  operation 
would  be  suitable  now. 

Dr.  Weintraub:  I would  like  to  mention  in- 
terruption of  the  phrenic  nerve.  I have  seen 
occasional  cases  in  elderly  people,  who  could  not 
be  expected  to  withstand  the  major  operation 
which  you  propose,  get  prolonged  relief  from 
phrenicotomy. 

Dr.  Maisel:  The  experiences  of  Pickhardt, 
Willy  Meyer,  and  Cutler  suggested  that  that  is 
true  in  the  older  age  group.  There  are  theoretic 
objections  to  its  use  which  I have  discussed.  I 
think  our  results  at  the  New  York  Hospital  fol- 
lowing phrenic  crush  were  not  particularly  spec- 
tacular, but  it  is  probably  true  that  an  occasional 
individual  will  be  benefited. 

Dr.  Solomon  Garb:  I gather  that  the  only 
real  danger  of  a paraesophageal  hernia  is  hemor- 
rhage. Stenosis  and  ulceration  apparently  do  not 
occur.  Why  is  that? 

Dr.  Evans:  That  is  apparently  related  to  the 
fact  that  the  closing  mechanism  of  the  cardia  is 
competent.  Thus  there  is  little  regurgitation  of 
gastric  contents  into  the  esophagus,  and  esopha-  , 
gitis  does  not  develop. 

Dr.  Garb:  Why  is  the  “sliding”  hernia  so 
called? 

Dr.  Maisel:  Perhaps  it  is  a poor  term.  The 
basis  for  the  name  is  that  there  is  actual  move- 
ment, or  sliding,  of  a fixed  point,  the  esophago-  . 
cardiac  juncture,  into  the  chest.  In  the  para-  j 
esophageal  hernia,  it  is  simply  a bulging  of  a 
freely  movable  section  of  the  stomach  through 
the  hiatus. 

Dr.  Reader:  Dr.  Modell,  do  you  have  a 
question? 

Dr.  Walter  Modell:  I hoped  to  get  it  in. 

I was  rather  surprised  that  the  results  by  medical 
treatment  were  so  good  that  symptoms  were 
relieved  in  80  per  cent  of  cases.  I would  like  to  i 
know  what  that  plan  of  treatment  was. 

Dr.  Reader:  Dr.  Hauser. 

Dr.  Hauser:  Much  the  treatment  that  Dr 
Maisel  mentioned.  We  do  emphasize  that  thest 
patients  should  lose  weight.  The  great  majority 
are  heavy,  obese  individuals.  They  do  bettei 
when  they  lose  weight  and  also  keep  on  a blanc 
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diet,  avoid  food  within  three  hours  before  retir- 
ing, and,  possibly,  use  some  antacid  preparation. 

Visitor:  In  view  of  the  vulnerability  of  the 
esophagus  to  digestion  by  hydrochloric  acid,  do 
you  think  the  major  medical  problem  is  to  con- 
trol the  hydrochloric  acid  production  of  the  stom- 
ach? 

Dr.  Hauser:  We  assume  that  those  who  de- 
velop ulcers  have  hyperacidity.  However,  we  have 
not  paid  too  much  attention  to  the  acidity.  As 
a matter  of  fact,  we  rarely  do  a gastric  analysis, 
but  at  least  antacids  do  help  control  the  symp- 
toms. 

Dr.  Reader:  How  about  a gastric  resection? 
Does  that  have  a beneficial  effect? 

Dr.  Maisel:  Dr.  Wangensteen  did  this  opera- 
tion, not  for  this  particular  problem  but  for  esoph- 
agitis in  the  lower  end  of  the  esophagus,  and  he 
was  happy  with  his  results.  We  have  not  had 
any  experience  with  it  as  a direct  therapeutic 
measure.  It  was  done  in  one  case  in  which  a 
lower  esophageal  carcinoma  was  unfortunately 
missed. 

Dr.  Barnes:  That  is  one  reason  why  gastrec- 
tomy is  not  a procedure  of  choice.  Second,  it 
may  be  that  gastric  enzymes  are  as  important 
as  acid,  as  witnessed  by  the  fact  that  patients  may 
be  vagotomized,  eliminating  acid  production, 
without  benefit.  Esophagitis  may  persist  in  the 
presence  of  achlorhydria. 
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Intern:  I am  a little  confused.  Do  the  ulcers 
in  this  condition  appear  in  the  esophagus  or  the 
gastric  cardia? 

Dr.  Maisel:  They  may  be  in  either.  The 
esophagus  is  more  frequently  involved,  and  ulcers 
there  lead  to  more  serious  difficulties.  Some- 
times both  areas  are  ulcerated.  Incidentally  I 
have  been  unable,  in  several  cases  with  bleeding 
and  with  ulceration  in  both  sites,  to  determine 
which  spot  was  giving  rise  to  the  bleeding.  Wan- 
gensteen found  that  30  to  40  per  cent  of  his  cases 
with  esophageal  ulcers  also  had  duodenal  ulcers. 
That  was  part  of  the  basis  for  his  use  of  gastrec- 
tomy in  treating  the  esophagitis. 

Dr.  Modell:  May  I ask  one  more  question? 
Can  a hiatus  hernia  be  definitely  excluded  by  a 
negative  x-ray? 

Dr.  Evans:  I would  say  that  if  incompetence 
of  the  sphincteric  mechanism  is  not  demonstrated 
at  the  gastric  cardia,  then  a sliding  hernia  is  ab- 
sent. Paraesophageal  hernias  are  rather  easily 
excluded. 

Dr.  Weintraub  : It  might  be  a good  procedure 
in  some  of  the  cases  with  vague  or  mild  symptoms 
to  have  them  esophagoscoped  at  frequent  inter- 
vals. It  is  not  a formidable  procedure  any  more, 
and  this  will  reveal  what  is  going  on,  whether 
there  is  esophagitis  or  not. 


Summary 

Dr.  Ferguson:  Hiatus  hernias,  at  least  in  the 
case  of  the  sliding  type,  cannot  be  considered 
benign  lesions.  Such  sliding  hernias  often  lead 
to  severe  degrees  of  esophagitis.  As  the  condi- 
tion progresses,  ulceration  develops  in  the  esoph- 
agus and  gastric  cardia.  This  ulceration  may 
produce  chronic,  slow  bleeding,  anemia,  cachexia, 
and  hypoproteinemia.  Eventually  adhesions  to 
neighboring  structures,  perforation  into  the 
thorax,  stenosis,  or  obstruction  may  ensue.  Once 
esophagitis  sets  in,  these  changes  may  follow  in  a 
comparatively  short  time.  Paraesophageal  hia- 
tus hernias,  on  the  other  hand,  usually  produce 
only  bleeding,  which  may  be  severe. 

The  two  main  varieties  of  esophageal  hiatus 
hernia,  the  sliding  type  and  the  paraesophageal 
type,  are  quite  different  anatomically  and  physi- 
ologically. In  the  former  type  the  esophago- 
gastric junction  moves  into  the  chest,  and  the 
closing  mechanism  becomes  incompetent.  The 
regurgitation  of  gastric  contents  is  responsible  for 
the  development  of  esophagitis.  The  para- 
esophageal type  may  be  viewed  simply  as  an 
eventration  of  a portion  of  the  gastric  cardia 
through  the  esophageal  hiatus.  Since  the  abdom- 
inal esophagus  remains  in  its  normal  position 
and  the  closing  mechanism  operates,  regurgitation 
into  the  esophagus  with  subsequent  esophagitis 
does  not  occur.  The  two  types  of  hernia  also 
differ  in  the  apparent  length  of  the  esophagus, 
condition  of  the  phrenoesophageal  ligament,  and 
the  presence  of  a hernial  sac.  Combinations  of 
the  two  hernias  sometimes  occur.  Congenital 
hiatus  hernias  are  rare  and  represent  embryolo- 
gic  defects  rather  than  true  hernias.  These  are 
of  little  clinical  significance  in  adults. 

Diagnosis  of  hiatus  hernias  and  differentiation 
between  sliding  and  paraesophageal  lesions  rest 
primarily  with  the  roentgenologist.  In  the  slid- 
ing hernias  the  esophagus  seems  shortened  or 
redundant,  wfah  the  esophagogastric  junction 
above  the  diaphragm,  and  barium  enters  the 
stomach  without  the  angulation  normally  seen 
between  the  esophagus  and  stomach.  Of  diagnos- 
tic importance  is  the  fact  that  incompetence  of  the 
junction  can  be  demonstrated  fluoroscopically  with 
increases  in  intra-abdominal  pressure.  In  the 
paraesophageal  variety  of  hernia  the  esophagus  is 
of  normal  length  and  enters  the  stomach  below  the 
diaphragm,  while  the  hernial  mass  may  be  seen 
adjacent  to  the  esophagus.  The  barium  stream 
exhibits  a normal  angulation  as  it  enters  the  stom- 
ach, and  there  is  no  regurgitation  into  the  esoph- 
agus. 

Another  diagnostic  aid  is  esophagoscopy. 
This  may  be  particularly  valuable  in  demonstrat- 
ing a neoplasm.  Pneumoperitoneum,  which  us- 
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ually  abolishes  the  symptoms,  may  also  be  of  aid 
in  differential  diagnosis. 

Little  is  known  of  the  etiology  of  these  hernias. 
Development  may  be  due  to  spontaneous  enlarge- 
ment of  the  esophageal  hiatus  with  age  or  to  de- 
position of  fat  weakening  the  ligamentous  struc- 
tures. A hypothesis  has  been  presented  relating 
these  hernias  to  longitudinal  contractions  of  the 
esophagus.  Such  contractions  might  possibly  be 
induced  by  psychic  factors  or  certain  food  habits. 

Management  of  hiatus  hernia  is  a controversial 
issue.  Dr.  Almy  feels1  that  most  patients  can  be 
maintained  indefinitely  on  a medical  routine  and 
that  operation  should  be  performed  only  in  those 
cases  with  established  or  developing  complica- 
tions. Dr.  Maisel,  concerned  with  the  rapid  pro- 
gression of  the  disease  and  the  inadequacy  of 
treatment  once  stenosis  is  present,  is  inclined  to 
operate  early  on  any  patient  with  significant 
symptoms  or  evidence  of  esophagitis.  He  feels 
that  medical  therapy  should  be  restricted  to 
asymptomatic  or  inoperable  cases. 

Various  surgical  repairs  have  been  recom- 
mended. The  Harrington  procedure,  although 
it  apparently  has  yielded  good  results,  is  theoret- 


ically poor.  Similarly  there  are  objections  to 
partial  gastrectomy  as  treatment.  The  technic 
of  Allison  seems  to  be  the  method  of  choice. 
This  procedure  gives  good  anatomic  and  symp- 
tomatic relief  with  a mortality  of  less  than  1 per 
cent  and  without  recurrences.  When  stenosis 
and  adhesions  exist,  surgery  becomes  more  for- 
midable. An  esophagojej unostomy  is  then  us- 
ually necessary. 

Medical  or  conservative  handling  is  similar  to 
that  for  peptic  ulcer  in  the  stomach  or  duodenum 
with  a bland  diet,  antacids,  and  vagal  blocking 
drugs.  Since  symptoms  are  worst  when  the  pa- 
tient is  lying  down,  it  is  also  helpful  to  prohibit 
food  before  bedtime  and  elevate  the  head  of  the 
bed.  Also,  weight  reduction  may  be  of  value. 

There  are  differences  of  opinion  about  the  use- 
fulness of  phrenic  crush.  Some  reports  indicate 
that  this  procedure  will  adequately  control  the 
symptoms,  particularly  in  the  elderly  who  are  un- 
able to  tolerate  more  drastic  methods.  However, 
phrenic  crush  is  open  to  objection.  It  does  not 
correct  the  defect,  and  hence  cannot  relieve 
esophagitis  and  may  even  cause  enlargement  of 
a hiatus  hernia. 
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CECTION  86  of  the  New  York  City  Sanitary  Code 
^ lists  several  diseases  and  conditions  which  must 
be  reported  by  physicians  and  hospitals  to  the 
Department  of  Health.  According  to  this  section, 
food  poisoning  and  carbon  monoxide  poisoning  are 
both  reportable  conditions.  Both  cause  gastro- 
intestinal symptoms  of  varying  degrees  of  severity. 
It  has  been  the  experience  of  the  Department  that 
when  a case  of  poisoning  occurs  in  which  several 
persons  are  affected  with  gastrointestinal  symptoms, 
the  chances  are  that  it  will  be  reported  as  a food  or 
“ptomaine”  poisoning. 

In  many  cases  investigation  by  the  Health  De- 
partment reveals,  however,  that  the  illness  was 
caused  not  by  spoiled  or  contaminated  food,  but 
by  coal  gas  from  a defective  furnace  or  obstructed 
chimney,  by  an  improperly  operating  gas  appliance 
such  as  a refrigerator  or  heater,  or  by  carbon  mon- 
oxide from  some  other  source. 

Several  cases  in  which  incorrect  diagnoses  were 
made  will  be  described  in  this  article.  These  cases 
will  illustrate  the  need  for  an  awareness  on  the  part 
of  physicians  of  the  possibility  of  carbon  monoxide 
poisoning  so  that  proper  measures  can  be  taken  to 
render  the  home  safe,  in  order  that  patients  may  not 
return  to  an  environment  that  will  make  them  sick 
again  and  may  endanger  their  lives.  The  physi- 
cian should  be  familiar  with  both  types  of  poisoning 
and  the  conditions  under  which  each  occurs. 

Food  poisoning  may  be  caused  by  different  agents: 
bacteria,  poisonous  chemicals,  and  foods  which  are 
intrinsically  poisonous,  as  certain  mushrooms  and 
mussels.  Most  food  poisoning  is  caused  by  bac- 
teria. 

The  distinctive  feature  of  an  outbreak  of  food 
poisoning  is  the  sudden  illness  of  several  individuals 
following  ingestion  of  a common  meal.  Usually, 
a particular  item  of  food  served  at  the  meal  is  the 
incriminating  factor.  The  victims  suffer  any  or  all 
of  the  following  symptoms:  diarrhea,  cramps, 

nausea,  vomiting,  and  fever.  These  symptoms  may 
or  may  not  be  sufficiently  severe  to  require  treat- 
ment by  a physician  or  emergency  treatment  at  a 
hospital. 

Outbreaks  of  carbon  monoxide  poisoning  are 
similar  to  the  above  in  that  several  individuals 
suddenly  become  ill  and  suffer  from  nausea  and 
vomiting.  Additional  symptoms  are  present,  how- 


ever, including  headache,  dizziness,  and  weakness. 
In  very  severe  cases  there  is  mental  confusion,  col- 
lapse, and  convulsions,  and  death  may  ensue.  If 
the  victim  has  a pink  flush  and  the  lips  are  redder 
than  usual,  carbon  monoxide  poisoning  is  indicated. 
However,  even  if  such  coloring  is  not  present,  carbon 
monoxide  poisoning  may  still  be  indicated.  The 
symptoms  may  come  on  so  gradually  that  the  vic- 
tims are  unaware  that  they  are  suffering  from  poison- 
ing. When  the  symptoms  do  become  sufficiently 
severe,  emergency  treatment  becomes  necessary, 
and  the  members  of  the  family  or  group  are  rushed 
to  the  hospital.  The  absence  of  diarrhea  is  sug- 
gestive of  carbon  monoxide  poisoning,  particularly 
if  the  patients  are  sick  enough  to  require  hospitaliza- 
tion. 

As  mentioned  previously,  the  common  factor  in 
food  poisoning  is  a particular  item  or  several  items 
of  food.  The  absence  of  a common  meal  or  food 
item  should  therefore  focus  attention  on  the  possi- 
bility of  gas  poisoning.  In  carbon  monoxide  poi- 
soning, however,  the  common  factor  is  location. 
When  people  who  have  eaten  different  foods  but 
live  at  the  same  place  become  ill  with  symptoms  of 
gastroenteritis,  carbon  monoxide  poisoning  is  a 
likelihood.  Frequently,  a large  group  of  individuals 
have  shared  a common  meal,  have  remained  on  the 
premises,  and  have  become  ill,  while  those  who  lived 
elsewhere  and  departed  did  not  become  ill,  indicat- 
ing that  the  food  was  not  involved.  When  carbon 
monoxide  is  involved,  individuals  do  not  become  ill 
after  leaving  the  location,  whereas  in  a food  poi- 
soning outbreak  those  who  ate  the  contaminated 
food  will  become  ill  after  leaving  the  premises. 
When  two  separate  groups  who  live  in  the  same 
building  and  eat  different  meals  suffer  common 
symptoms  at  the  same  time,  carbon  monoxide 
poisoning  should  be  suspected. 

Outbreaks  of  carbon  monoxide  poisoning  occur 
most  frequently  during  cold  weather  when  there  is 
danger  from  coal  gas  from  defective  furnaces  or 
obstructed  chimneys,  and  from  improperly  operat- 
ing gas  appliances.  It  is  during  cold  weather  also 
that  ventilation  is  apt  to  be  reduced  to  a minimum, 
allowing  toxic  concentrations  of  carbon  monoxide 
to  be  built  up.  When  an  entire  family  is  brought  to 
a hospital  on  a cold  day,  the  possibility  of  carbon 
monoxide  poisoning  should  not  be  overlooked. 
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Each  year,  a large  number  of  outbreaks  are  re- 
ported as  food  poisoning,  the  illness  being  attrib- 
uted to  specific  items  of  food.  Several  such  out- 
breaks, which  were  revealed  by  subsequent  investiga- 
tion to  have  been  incorrectly  diagnosed  as  food 
poisoning  rather  than  carbon  monoxide  poisoning, 
will  be  discussed  in  detail. 

Case  1. — A family  of  six  became  ill  at  about  the 
same  time  with  headache,  nausea,  and  vomiting. 
Eight  hours  previously,  they  had  eaten  pork  stew, 
but  none  of  the  stew  remained,  so  no  sample  could 
be  taken  for  analysis. 

Case  2. — A family  of  six,  living  in  the  same  mul- 
tiple dwelling  as  Case  1,  became  ill  with  headache, 
nausea,  and  vomiting  on  the  same  day  as  Case  1. 
The  turkey  and  stuffing  they  had  had  for  dinner  the 
previous  evening  were  suspected.  Samples  were 
taken,  but  bacteriologic  tests  showed  no  significant 
enteric  organisms  in  the  food.  This,  plus  the  fact 
that  there  had  been  no  diarrhea  in  the  sick  persons 
and  that  another  family  which  had  eaten  different 
foods  had  also  become  ill  in  the  same  apartment 
house,  pointed  to  the  probability  of  carbon  mon- 
oxide poisoning,  although  the  hospital  had  reported 
food  poisoning.  The  two  cases  were  turned  over  to 
the  Bureau  of  Sanitary  Engineering  for  investiga- 
tion and  the  following  conditions  were  found  on 
the  premises:  “Breeching,  stack,  and  combustion 
passes  obstructed.  Boiler  room  not  properly 
vented;  ash  pits  not  cleaned.”  The  conclusion 
reached  was  that  the  two  families  had  been  poisoned 
by  coal  gas. 

Case  3. — A family  of  four  became  ill  almost  simul- 
taneously. The  symptoms  were  headache,  nausea, 
vomiting,  and  pain  in  the  cervical  spine.  They 
had  eaten  meat  and  beans,  but  no  sample  was  avail- 
able. The  meal  had  been  eaten  by  seven  persons, 
but  the  three  who  lived  elsewhere  did  not  become  ill. 
Inspection  revealed  a defective,  water-cooled  gas 
refrigerator  in  operation.  A test  with  the  Mine 
Safety  Appliance  detector  showed  carbon  monoxide 
present  in  the  atmosphere  in  toxic  quantities. 

Case  4-—N  family  was  brought  to  a city  hospital 
ill  with  gastroenteritis,  diagnosed  as  “ptomaine 
poisoning.”  On  interviewing  the  father  of  the 
family,  the  inspector  found  that  the  father  had  had 
a headache  and  had  left  the  house  but  had  returned 
to  find  his  wife  and  children  in  a state  of  collapse, 
vomiting  violently  and  complaining  of  severe  head- 
aches. In  attempting  to  administer  first  aid,  the 
father  himself  succumbed  to  the  same  symptoms 
as  the  rest  of  the  family.  At  the  hospital  every- 
body recovered  very  rapidly. 

The  symptoms  and  the  rapid  recovery  led  the 
inspector  to  suspect  that  carbon  monoxide  poisoning, 
not  food  poisoning,  was  responsible  for  the  illness. 
He  investigated,  and  while  checking  the  gas  ap- 
pliances in  the  home,  himself  developed  a severe 
headache.  He  discovered  a defective  gas  refrig- 
erator and  high  concentrations  of  carbon  monoxide 
at  various  points  in  the  apartment,  especially 
near  the  refrigerator. 

These  case  histories  indicate  the  kinds  of  symp- 
toms and  conditions  found  when  carbon  monoxide 
rather  than  food  is  involved  in  poisoning.  As 
illustrated  in  Case  3,  the  people  who  ate  the  same 
food  as  the  victims  but  who  lived  elsewhere  did  not 
become  ill,  thus  pointing  up  the  importance  of  loca- 


tion in  carbon  monoxide  poisoning.  Case  4 further 
emphasizes  this  factor.  The  father  did  not  suffer 
the  same  symptoms  as  his  wife  and  children  until 
he  had  remained  in  the  house  for  a period  of  time, 
while  the  Health  Department  inspector,  who  merely 
investigated  the  case,  developed  a severe  headache 
by  remaining  for  a time  in  the  gas-filled  apartment. 
In  Cases  1 and  2 it  is  shown  that  when  people  who 
live  in  the  same  building  but  have  eaten  different 
foods  become  ill,  carbon  monoxide  should  be  sus- 
pected. 

Case  5. — This  case,  involving  eight  individuals, 
is  presented  in  Table  I.  As  shown  in  the  table,  all 
eight  persons  living  in  the  same  apartment  became 
ill  about  the  same  time,  a situation  typical  of  carbon 
monoxide  poisoning.  The  three  children  who  ate 
only  steak  became  ill,  although  they  had  not  shared 
the  same  food  the  others  had  eaten.  The  table 
indicates  also  that  diarrhea  and  fever  were  absent 
in  all  individuals.  The  absence  of  these  is  to  be 
expected  in  carbon  monoxide  poisoning  but  would 
be  unusual  if  this  were  a' food  poisoning  case. 

Further  investigation  revealed  the  premises  to 
be  a small  four-room  apartment  with  oil  stoves  in 
the  front  and  rear  bedrooms.  Also,  there  was  a 
defective  gas  refrigerator  in  the  kitchen  and  a loose 
gas  connection  at  the  kitchen  range.  The  tenant 
kept  all  windows  tightly  shut.  One  of  the  victims 
stated  that  when  she  left  the  house  to  enter  the 
ambulance,  her  headache  was  greatly  relieved  in 
the  open  air. 

It  is  worth  noting  that  four  of  the  above  five 
cases  occurred  during  the  winter  months. 

Proper  diagnosis  of  poisoning  outbreaks  is  im- 
portant for  several  reasons.  It  will  facilitate  proper 
treatment  with  a minimum  of  suffering  and  will 
lead  to  more  rapid  recovery.  It  will  save  the  time 
expended  in  analyzing  food  samples  when  food  is 
not  involved,  and  in  the  case  of  carbon  monoxide 
poisoning  it  will,  as  mentioned  before,  cause  a 
search  for  the  source  of  carbon  monoxide  to  be  made 
so  that  the  danger  of  patients’  returning  to  a house 
with  a defective  furnace  or  gas  appliance  and  becom- 
ing sick  again  will  be  avoided. 

In  carbon  monoxide  poisoning  the  desired  objec- 
tive of  treatment  is  to  get  the  carbon  monoxide  out 
of  the  system  as  rapidly  as  possible,  thus  relieving 
the  anoxemia  and  decreasing  the  possibility  of 
serious  after-effects,  which  may  include  muscular 
pains,  mental  derangement,  and  temporary  blind- 
ness. In  mild  cases  fresh  air  is  all  that  is  necessary. 
The  victims  often  recover  in  the  ambulance  on  the 
way  to  the  hospital.  In  more  severe  cases  the  ad- 
ministration of  oxygen  mixed  with  5 to  7 per  cent  of 
carbon  dioxide  is  recommended.  Headache  or 
dizziness  may  persist  for  some  time  after  the  re- 
moval of  the  victims  from  the  carbon  monoxide 
atmosphere  since  it  takes  time  for  the  gas  to  be 
eliminated  from  the  blood. 

It  should  be  noted  that  gas  poisoning  is  associated 
in  the  public  mind,  as  well  as  in  that  of  many  phy- 
sicians, with  attempts  at  suicide.  When  a group 
of  individuals  is  brought  to  a hospital  in  an  emer- 
gency case  with  symptoms  of  nausea  and  vomiting 
and  no  indications  of  a suicide  attempt  are  dis- 
covered, the  house  physician  usually  diagnoses  the 
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TABLE  I. — Description  of  a Case  of  Poisoning  Involving  8 Individuals* 


Symptoms 

Vomit- 

ing 

Individuals 

Age 

Food 

Diar- 

rhea 

Cramps 

Nausea 

Fever 

Head- 

ache 

Dizzi- 

ness 

A 

33 

Heart,  lungs,  plantain, 
cooked  bananas,  po- 
tatoes 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

B 

12 

Steak 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

C 

12 

Steak 

No 

Yes 

Yes 

Yea 

No 

Yes 

Yes 

I) 

57 

Same  as  A 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

E 

7 

Same  as  A 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

F 

9 

Steak 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

G 

10 

Steak 

No 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

H 

21 

Same  as  A 

No 

Yes 

Yes 

. Yes 

No 

Yes 

Yes 

* Onset  in 

all  eight  patients  was  on  February  3, 

1952,  between  4 and  6 

A.M. 

case  as  food  poisoning  unless  the  victims  themselves 
suspect  gas  poisoning.  During  the  investigation 

Iof  one  of  these  outbreaks,  the  epidemiologic  picture 
with  the  classic  syndrome  of  symptoms  definitely 
characterized  this  outbreak  as  a gas  poisoning.  The 
inspector  telephoned  the  hospital  and  suggested 
to  the  doctor  to  have  the  patients’  blood  tested  for 
carbon  monoxide.  His  answer  was  prompt  and 
astonishing,  “Since  when  do  we  have  mass  suicide 
attempts?” 

The  best  method  of  diagnosing  carbon  monoxide 

I poisoning  is,  of  course,  testing  for  carbon  monoxide 
in  the  blood.  Gonzales,  Vance,  and  Helpern 
describe  several  qualitative  tests  for  carbon  mon- 
oxide in  the  blood,  and  Jacobs  describes  the  pyro- 
tannic  acid  quantitative  test.1>2  Peters  and  Van 
Slyke  describe  the  quantitative  Van  Slyke  method.3 

Two  suggestions  are  made  for  procedure  in  all 
cases  exhibiting  symptoms  common  to  both  food 


poisoning  and  carbon  monoxide  poisoning.  One  is 
to  suspect  all  gas  appliances  in  the  victims’  houses.4 
The  other  is  to  test  for  carbon  monoxide  in  the  blood 
of  the  victims.  It  is  hoped  that  such  routine  check- 
ing and  testing  will  have  the  effect  of  reducing  the 
number  of  incorrect  diagnoses  and  thus  will  result 
in  more  accurate  reporting  to  regulatory  agencies 
and,  more  importantly,  in  decreasing  the  number 
of  recurring  gas  poisonings  due  to  unrecognized 
sources  of  danger  in  the  home. 
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Date 

District 

Place  of  Meeting 

Time  of  Session 

Oct.  3 

Sixth 

Cooperstown 

Morning 

Afternoon 

(Luncheon) 

Oct.  15 

Seventh 

Sampson  Air  Base 

Morning 

Afternoon 

(Luncheon) 

Oct.  16 

Eighth 

Batavia 

Afternoon 

Evening 

(Dinner) 

Oct.  23 

Fifth 

Watertown 

Afternoon 

Evening 

(Dinner) 

Nov.  5 

Fourth 

Plattsburg 

Afternoon 

Evening 

(Dinner) 

Nov.  25 

Second 

Garden  City 

Afternoon 

Evening 

(Dinner) 

FORTY-SIXTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NEW  YORK 

PROGRAMS 


SEVENTH  DISTRICT  BRANCH 

Wednesday,  October  15,  1952 
Sampson  Air  Base 
Geneva,  New  York 


Morning  Session 

9:00  a.m. — Motion  pictures — -“The  Atom  Strikes,” 
“Damaging  Effects  of  the  A- 
Bomb,”  “The  Soviet  Union  and 
Its  People,”  and  “Air  Power” 

10:15  a.m. — Coffee  will  be  served. 

10:30  a.m. — Panel  Discussion:  “Medical  Econom- 

ics and  Public  Relations” 

Floyd  S.  Winslow,  M.D.,  Rochester, 
chairman,  Committee  on  Public 
Relations,  Medical  Society  of  the 
State  of  New  York,  Moderator 
Panel:  R.  J.  Azzari,  M.D.,  Bronx; 
Frederick  W.  Miebach,  New  York 
City;  Donovan  M.  Jenkins, 
M.D.,  Webster;  Carl  T.  Weber, 
Rochester 

12:15  p.m.- — Business  meeting 

Introduction  of  officers  of  the  Medi- 
cal Society  of  the  State  of  New 
York 

Address  by  Andrew  A.  Eggston, 
M.D.,  Mount  Vernon,  president- 
elect, Medical  Society  of  the  State 
of  New  York 

Address  by  Mrs.  Harry  I.  Norton, 

Rochester,  president,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 

1:00  p.m. — Luncheon 

Afternoon  Session 

2:00  p.m. — “Meningococcic  Meningitis,  with 

Special  Emphasis  on  the  Water- 
house-Friderichsen Syndrome  and 
Its  Treatment” 

Captain  Richard  Whelton 


2:30  p.m. — “Treatment  of  Simple  Fractures  in 
General  Practice” 

Captain  Michael  P.  Mandarino,  Jr. 

Each  presentation  will  be  followed  by 
discussion. 

3:00  p.m. — Coffee  will  be  served. 

3:15  p.m. — Clinicopathologic  Conference,  pre- 

sented by  the  hospital  staff 
Discussion  from  the  floor 
4:00  p.m. — Motion  picture:  “Desert  Victory” 

Officers — Seventh  District  Branch 


President Samuel  A.  Munford,  M.D., 

Clifton  Springs 

First  Vice-President. . Glenn  C.  Hatch,  M.D., 
Penn  Yan 

Second  Vice-President  Everet  H.  Wood,  M.D., 
Auburn 

Secretary Eldred  J.  Stevens,  M.D., 

Hammondsport 

Treasurer Joseph  A.  Lane,  M.D., 

Rochester 

Presidents  of  Component  County  Societies 

Cayuga...  E.  S.  Platt,  M.D.,  Auburn 
Livingston  Victor  M.  Breen,  M.D.,  Dansville 
Monroe...  Donovan  M.  Jenkins,  M.D.,  Webster 
Ontario. . . Robert  Price,  M.D.,  Clifton  Springs 
Seneca. . . . William  Magenheimer,  M.D.,  Waterloo 
Steuben  . . R.  E.  Travis,  M.D.,  Hornell 
Wayne.  . . Raymond  W.  DeSmit,  M.D.,  William 
son 

Yates.  . . Glenn  C.  Hatch,  M.D.,  Penn  Yan 

[Continued  on  page  2414] 
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FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


ARTHRITIS  < 
RHEUMATISM  • 
BURSITIS  • 
MYOSITIS  • 
NEURITIS  • 
SCIATICA  • 
LUMBAGO  • 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modern 
non-greasy,  stainless,  vanishing 
base  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A- 53  5 contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  M%,  Methyl  Salicy- 
late 12%. 

Rub  A- 53 5 may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


nnphloei  stine 

r- — , o 

=■ OBEASELESS  • STAINLESS  • VANISHING 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  210 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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FIFTH  DISTRICT  BRANCH 


Thursday,  October  23,  1952 
Hotel  Woodruff 
Watertown,  New  York 


Afternoon  Session 

2:00  p.m. — Welcome — E.  A.  Maxwell,  M.D.,  presi- 
dent, Medical  Society  of  the 
County  of  Jefferson 
“Newer  Knowledge  of  the  Pancreas  and 
Related  Organs” 

William  F.  Lipp,  M.D.,  instructor  in 
medicine,  University  of  Buffalo 
School  of  Medicine 

“Rehabilitation  of  the  Hemiplegic 
Patient” 

Donald  A.  Covalt,  M.D.,  clinical 
director,  New  York  Universitv- 
Bellevue  Medical  Center  Institute 
of  Physical  Medicine  and  Re- 
habilitation 
“Epilepsy” 

D.  Naldrett  White,  M.D.,  M.A., 

B. Chir.,  M.R.C.P.  (London),  F.R. 

C. P.  (Canada),  assistant  professor 
of  medicine,  Queen’s  University, 
Kingston,  Ontario,  Canada 

There  will  be  a question  period  after 
each  lecture. 

Medical  motion  pictures 

Evening  Session 

5:45  p.m. — Social  hour 
6:30  p.m. — Dinner 

Address  by  Mrs.  Harry  I.  Norton, 

Rochester,  president,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 


Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president,  Medi- 
cal Society  of  the  State  of  New 
York 

Address:  “Your  Public  Relations  Is 

Showing” 

Mr.  Leo  E.  Brown,  Chicago,  Illinois, 
director,  Department  of  Public 
Relations,  American  Medical  As- 
sociation 

Officers — Fifth  District  Branch 

President Arthur  F.  Gaffney,  M.D., 

Clinton 

First  Vice-President. . Richard  B.  Cuthbert,  Jr., 
M.D.,  Canastota 

Second  Vice-President  Donald  C.  Tulloch,  M.D., 


Ogdensburg 

Secretary Olin  J.  Mowry,  M.D., 

Oswego 

Treasurer Charles  A.  Gwynn,  M.D., 

Syracuse 

Presidents  of  Component  County  Societies 

Herkimer.  . . Harold  T.  Golden,  M.D.,  Herkimer 
Jefferson.  . E.  A.  Maxwell,  M.D.,  Carthage 

Lewis Gunter  Bach,  M.D.,  Croghan 

Madison. . . . Edward  G.  Hixon,  M.D.,  Oneida 
Oneida.  . . Harold  L.  Pender,  M.D.,  Utica 
Onondaga  . I.  L.  Ershler,  M.D.,  Syracuse 
Oswego Milton  W.  Kogan,  M.D.,  Oswego 


St.  Lawrence  Henry  Vinicor,  M.D.,  Norwood 


TECHNIC  FOR  INTRAVENOUS  THERAPY  IN 

A simple  technic  using  polyethylene  tubing  for 
intravenous  infusions  in  infants  and  children  has 
been  reported  by  Gans  of  the  Children’s  Memorial 
Hospital,  Chicago,  Illinois.  Said  to  be  superior  to  a 
steel  needle  or  cannula,  it  has  proved  successful  in 
94  of  100  unselected  cases;  30  of  the  patients  in  this 
series  were  infants  less  than  one  month  old. 

The  tubing  is  connected  to  the  intravenous  solu- 
tion by  a needle  which  fits  snugly  into  its  lumen. 

It  is  threaded  into  the  exposed  vein  for  a distance  of 
2 to  3 inches;  a ligature  is  tied  around  the  vein  and 
tubing,  and  the  tubing  and  needle  are  taped  to  the 
skin. 

The  tubing  makes  it  possible  to  maintain  intrave- 
nous support  without  changing  the  venotomy.  Since 


INFANTS  AND  CHILDREN 
it  is  fluid-repellent,  it  delays  blood  clotting  within 
its  lumen— an  especial  advantage  in  treating  infants 
when  fluids  must  be  administered  slowly.  Slipping 
of  the  needle,  tearing  of  the  vein,  and  thrombophle- 
bitis are  minimized.  The  flexibility  of  the  tubing 
eliminates  the  need  for  uncomfortable,  rigid  immo- 
bilization. 

In  94  of  100  cases,  the  same  intravenous  catheter 
was  used  as  long  as  needed — -up  to  ten  days.  Only 
six  cases  of  phlebitis  were  observed.  The  author 
concludes  that  with  polyethylene  tubing  “fluids  can 
be  administered  for  the  duration  of  the  illness  by 
merely  adding  or  changing  bottles  and  regulating 
drip.” — S.  L.  Gans,  M.D.,  Postgraduate  Medicine, 
March,  1952 


2415 


NOW. . . 


tablets  daily 


for  effective , 
continuous 

oral  penicillin  tablet  therapy 


PENICILLIN  HOURS  PENICILLIN 

PER  CC  • PER  cc 

SERUM  DEMONSTRABLE  BLOOD  LEVELS  FOR  12  HOURS  WITH  A SINGLE  TABLET  SERUM ’ 


Tablets 

sg  BICILLIN*  L-A 

® 

BENZETHACIL 

Dibenzylethylenediamine  dipenicillin  G 


Supplied: 

Pink,  scored  tablets  con- 
taining 200,000  units  per 
tablet.  Bottles  of  36. 


'Trademark 


NECROLOGY 


Florence  Atwood  Black,  M.D.,  of  Brooklyn,  died 
on  August  31  at  the  Brooklyn  Hospital  at  the  age  of 
sixty-five.  Dr.  Black  received  her  medical  degree 
from  the  New  York  Medical  College  and  Hospital 
for  Women  in  1911.  She  was  associate  attending 
bacteriologist  at  the  Brooklyn  Hospital.  Dr.  Black 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Oliver  Cole,  M.D.,  of  Gasport,  died  on 
August  9 at  his  home  at  the  age  of  seventy-three. 
Dr.  Cole  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1903  and  had  prac- 
ticed in  Gasport  for  more  than  forty  years.  For 
twenty  years  he  served  as  health  officer.  Dr.  Cole 
was  a member  of  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Walter  Cramp,  M.D.,  of  Brooklyn,  died 
on  May  20  at  the  age  of  fifty-six.  Dr.  Cramp  re- 
ceived his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1923  and  interned 
at  the  Methodist  Hospital.  He  was  director  of 
radiology  at  Methodist  Hospital  and  consulting 
roentgenologist  at  St.  Luke’s  Hospital  in  Newburgh. 
A Diplomate  of  the  American  Board  of  Radiology,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
Fellow  of  the  American  College  of  Radiology,  Dr. 
Cramp  was  a member  of  the  Radiological  Society  of 
North  America,  the  New  York  Roentgen  Society, 
the  Association  of  Military  Surgeons  of  the  United 
States,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bertram  Cecil  Eskell,  M.D.,  of  New  York  City, 
died  on  August  15  at  the  age  of  sixty-six.  Dr. 
Eskell  received  his  medical  degrees  from  the  Royal 
College  of  Physicians  and  the  Royal  College  of  Sur- 
geons of  London,  England,  in  1910  and  from  the 
University  of  Bristol  Faculty  of  Medicine  in  1912. 
Dr.  Eskell  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Moses  David  Lederman,  M.D.,  of  New  York 
City,  died  on  September  7 at  Lebanon  Hospital,  the 
Bronx,  at  the  age  of  eighty-four.  Dr.  Lederman  re- 
ceived his  medical  degree  from  the  University  of 
Pennsylvania  Medical  School  in  1889.  During 
World  War  I he  served  as  a captain  in  the  U.S. 
Army  Medical  Corps.  Dr.  Lederman  had  been 
associated  with  Lebanon  Hospital  since  1899  and 
was  consultant  and  director  of  laryngology  and 
otolaryngology  there.  He  was  also  professor  of 
laryngology  and  rhinology  at  Polyclinic  Hospital. 
Formerly  an  associate  editor  of  Laryngoscope,  Dr. 
Lederman  was  the  author  of  more  t han  fifty  articles 
on  subjects  in  his  fields.  A Diplomate  of  the 
American  Board  of  Otolaryngology  and  a Fellow  of 
the  American  College  of  Surgeons,  he  was  a member 
of  the  American  Laryngological,  Rhinological  and 


Otological  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Donald  F.  MacDonnell,  M.D.,  of  Medina,  died  on 
August  9 at  his  home  at  the  age  of  seventy-two. 
Dr.  MacDonnell  received  his  medical  degree  from 
the  McGill  University  School  of  Medicine  in  Mon- 
treal, Canada,  in  1908.  During  World  War  I he 
served  as  a captain  in  the  Royal  Canadian  Army  j 
Medical  Corps.  He  was  on  the  medical  staff  of  the 
Medina  Memorial  Hospital.  Dr.  MacDonnell  was  a 
member  of  the  Orleans  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kenneth  Maclnnes,  M.D.,  of  Brooklyn,  died  on 
August  11  at  his  home  at  the  age  of  fifty-six.  Dr. 
Maclnnes  received  his  medical  degree  from  the  Long  , 
Island  College  Hospital  Medical  School  in  1922  and 
interned  at  Norwegian  Hospital.  He  was  associate 
attending  physician  at  the  Victory  Memorial  Hos- 
pital. 

William  J.  M.  A.  Maloney,  M.D.,  of  New  York 
City,  died  on  September  3 while  visiting  relatives  in 
Edinburgh,  Scotland,  at  the  age  of  sixty-nine.  Dr.  I' 
Maloney  received  his  medical  degree  from  the  i 
University  of  Edinburgh  in  1905.  He  was  formerly 
professor  of  nervous  and  mental  diseases  at  Fordham 
University  Medical  College  and  adjunct  professor  Ij 
at  the  New  York  Post-Graduate  Hospital  and 
Medical  School.  He  had  been  consulting  neurolo- 
gist at  City  Hospital. 

John  Anthony  Metzen,  M.D.,  of  Buffalo,  died  on 
August  2 at  his  summer  home  in  Wanakah  at  the 
age  of  sixty-one.  Pr.  Metzen  was  graduated  from 
the  University  of  Buffalo  School  of  Medicine  in  1913 
and  interned  at  the  Sisters  of  Charity  Hospital. 
During  World  War  I he  served  with  the  U.S.  Army 
Medical  Corps.  Dr.  Metzen  was  attending  physi- 
cian at  the  Lafayette  General  Hospital  and  associate 
attending  physician  at  the  Millard  Fillmore  Hos- 
pital, both  in  Buffalo.  He  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Heymen  Rudolph  Miller,  M.D.,  of  New  York 

City,  died  on  August  23  at  his  summer  home  in 
Poundridge  at  the  age  of  sixty-four.  Dr.  Miller  was  i 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1911  and  interned  at  j 
Mount  Sinai  Hospital.  During  World  War  II  he 
served  as  chief  of  the  Climatic  Research  Laboratory 
of  the  Signal  Corps  at  Fort  Monmouth,  New  Jersey. 
Dr.  Miller  had  been  instructor  in  bacteriology  at  the 
Columbia  University  College  of  Physicians  and  Sur- 
geons and  assistant  professor  of  medicine  at  the  New 
York  Post-Graduate  Hospital  and  Medical  School. 

He  was  a member  of  the  New  York  Academy  of 
[Continued  on  page  2418] 
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Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edgar  Cooper  Person,  Jr.,  M.D.,  of  New  York 
City,  died  on  September  5 at  New  York  Hospital  at 
the  age  of  forty-two.  Dr.  Person  was  graduated 
from  the  Cornell  University  Medical  College  in  1935 
and  interned  at  New  York  Hospital.  Because  of  a 
special  interest  in  Pan-Americanism,  he  lectured  fre- 
quently at  hospitals  in  Ecuador,  Peru,  Venezuela, 
and  Panama,  and  in  1948  was  a member  of  a special 
committee  of  the  American  Medical  Association 
which  made  a survey  of  medical  facilities  in  the 
Caribbean  countries.  Dr.  Person  was  assistant 
attending  surgeon  at  New  York  Hospital  and 
associate  attending  physician  at  Bellevue  Hospital. 
A Diplomate  of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College  of  Surgeons, 
Dr.  Person  was  a member  of  the  Society  of  Univer- 
sity Surgeons,  the  New  York  Academy  of  Medicine, 
the  New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Milton  Harris  Redish,  M.D.,  of  New  York  City, 
died  on  August  29  at  his  home  at  the  age  of  forty. 
Dr.  Redish  was  graduated  from  the  New  York 
University  College  of  Medicine  in  1936  and  interned 
at  Montefiore  and  New  York  Post-Graduate  Hos- 
pitals. During  World  War  II  he  served  in  the  Pacific 
with  the  U.S.  Navy  Medical  Corps.  Dr.  Redish 
was  chief  of  gastroenterology  at  the  Veterans 
Administration  Hospital,  Staten  Island,  until  that 
hospital  was  closed,  and  at  the  time  of  his  death 
held  a similar  position  at  the  Veterans  Administra- 
tion Hospital  in  Brooklyn.  A Fellow  of  the  Ameri- 
can College  of  Physicians,  Dr.  Redish  was  a member 


of  the  American  Gastro-Enterological  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Siebner,  M.D.,  of  Norfolk,  died  on 
June  8 at  the  age  of  fifty-two.  Dr.  Siebner  received 
his  medical  degree  from  the  University  of  Vienna  in 
1926.  He  was  on  the  staff  of  the  Potsdam  Hospital 
and  a member  of  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ernest  Ketchum  Tanner,  M.D.,  of  Cortland,  died 
on  August  30  at  the  Cortland  County  Hospital  at  the 
age  of  seventy-five.  Dr.  Tanner  received  his  medi- 
cal degree  from  the  New  York  University  and  j 
Bellevue  Hospital  Medical  College  in  1904  and 
interned  at  Brooklyn  Hospital.  During  World 
War  I he  served  in  France  with  the  U.S.  Army 
Medical  Corps.  For  many  years  Dr.  Tanner  was 
clinical  professor  of  surgery  at  Long  Island  Medical 
College  and  attending  surgeon  at  Brooklyn  Hospital. 

He  also  served  as  consulting  surgeon  at  Pratt  Insti- 
tute and  Brooklyn  Training  School  for  Girls.  At 
his  retirement  in  1948,  he  became  emeritus  surgeon 
at  the  Brooklyn  Hospital. 

A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Tanner  was  a member  of  the  Brook! yn  Surgical 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Albertus  Vandewater,  M.D.,  of  Jamaica. 

died  on  August  20  at  the  age  of  seventy-three.  Dr. 
Vandewater  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1904. 


IMPROVED  RESULTS  FROM  INDIVIDUAL  INTENSIVE  HORMONAL  TREATMENT  OF 
CERTAIN  EYE  DISEASES  REPORTED  TO  RESPOND  POORLY  TO  ACTH  OR  CORTISONE 


Experience  with  a series  of  33  patients  convinces 
the  authors  that  the  reason  for  indifferent  results  of 
hormone  therapy  in  certain  chronic  or  recurrent  in- 
flammatory disorders  of  the  posterior  ocular  seg- 
ment or  optic  nerve  has  been  suboptimal  intensity 
and  duration  of  treatment.  In  such  cases,  as  well  as 
a significant  number  of  patients  with  acute  nonrecur- 
rent inflammatory  disorders  of  these  structures,  the 
authors  were  able(to  get  gratifying  results  by  individ- 
ualized intensive  treatment  with  long-acting 
ACTH.  Of  the  33  patients  treated  in  this  series, 
useful  or  normal  vision  was  restored  to  29  by  exer- 
cising selectivity  in  dosage  and  duration.  These 
patients  had  previously  been  reported  as  nonre- 
sponsive  to  hormone  therapy.  There  were  no  re- 
lapses. The  authors  report  that  every  patient  w ho 
obtained  a satisfactory  initial  response  wras  main- 
tained in  prolonged  remission  at  the  level  of  maxi- 
mum improvement.  To  do  this  in  some  cases, 
maintenance  therapy  has  been  necessary,  however. 

The  authors  list  the  following  factors  which  they 
feel  have  been  important  in  producing  the  improved 
results:  (1)  Recognition  that  although  the  dosage 


required  to  produce  remission  is  much  greater  than 
heretofore  realized,  these  patients  appear  singularly 
resistant  to  the  dangerous  manifestations  of  induced 
hypercorticoidism.  (2)  Willingness  to  give  main- 
tenance hormonal  treatment,  where  necessary,  care-  I 
fully  adjusted  to  individual  needs.  (3)  Recogni- 
tion that  in  some  chronic  and  severe  acute  disorders, 
there  may  be  an  extended  latent  period  (in  these 
cases  sometimes  thirty  to  one  hundred  seventy-five 
days)  before  noticeable  improvement  begins.  (4)  ’ 
Unwillingness  to  accept  signs  supposedly  indicative 
of  lesion  irreversibility  as  actual  signs.  In  some 
cases  useful  vision  was  restored  despite  “irreversible 
disk  pallor  of  secondary  optic  atrophy”  and  “irre- 
versible pigmented  lesions  of  chorioretinitis.” 
(5)  Recognition  that  overdosage  may'  cause  cessa- 
tion of  improvement  as  well  as  underdosage.  The 
authors  discuss  in  detail  dosage  adjustment  and  use 
of  adjuvant  therapy  to  avoid  hypercorticoid  mani- 
festations. 

— James  R.  Quinn,  M.D.,  and  William  Q.  Wolf  son 
M.D.,  University  of  Michigan  Medical  Bulletin 
January,  1952 
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MEDICAL  NEWS 


• MEDICALLY  SPEAKING— 

• 

Fellowship  for  Research  in  Diabetes — The  Xew 

York  Diabetes  Association  has  the  sum  of  $2,000 
available  for  aid  in  research  on  diabetes  for  residents 
or  prospective  residents  of  Greater  New  York. 
This  may  be  applied  for  in  its  entirety  or  in  part  and 
may  be  devoted  to  the  purchase  of  materials  or 
other  expenses  for  entire  projects  or  for  the  aid  in 
projects  which  are  being  undertaken  for  which 
insufficient  funds  are  available. 

Deadline  for  receipt  of  applications  is  November 
1,  1952.  Further  information  may  be  obtained 
from  the  New  York  Diabetes  Association,  2 East 
103rd  Street.  New  York  29,  New  York. 

Report  on  Hospital  Construction — The  status  of 
Hill-Burton  hospital  construction  in  New  York 
State  as  of  August  1 is  as  follows: 

Completed  and  in  Operation — 41  projects  at  a total 
cost  of  $30,573,912,  including  Federal  contribution 
of  $9,730,765  and  supplying  1,966  additional  beds. 

Under  Construction — 24  projects  at  a total  cost  of 
$30,487,563,  including  Federal  contribution  of 
$9,156,868  and  designed  to  supply  1,573  additional 
beds. 

Approved,  but  not  yet  Under  Construction — Five 
projects  at  a total  cost  of  $7,926,500,  including 
Federal  contribution  of  $1,778,461  and  designed  to 
supply  270  additional  beds. 

Blue  Cross  To  Provide  Visiting  Nursing  Service — 

Associated  Hospital  Service,  New  York’s  Blue  Cross 
Plan,  cooperating  with  three  member  hospitals  and 
three  visiting  nursing  services,  will  provide  visiting 
nursing  service  to  a limited  number  of  members 
upon  their  discharge  as  hospital  patients,  Louis  H. 
Pink,  chairman  of  the  board  of  directors,  has  an- 
nounced. The  project  will  be  conducted  on  an 
experimental  basis  for  a two-year  period.  Cooperat- 
ing hospitals  are  Lenox  Hill  Hospital,  Brooklyn 
Hospital,  and  New  Rochelle  Hospital,  and  the  co- 
operating nursing  agencies  are  the  Visiting  Nurse 
Associations  of  New  York  City,  Brooklyn,  and  New 
Rochelle. 

Louis  Livingston  Seaman  Fund — The  New  York 

Academy  of  Medicine  announces  the  availability  of  : 
the  Louis  Livingston  Seaman  Fund  for  the  further- 
ance of  research  in  bacteriology  and  sanitary  science. 
Nineteen  hundred  dollars  is  available  for  assignment 
in  1952.  This  Fund  was  made  possible  by  the 
terms  of  the  will  of  the  late  Dr.  Louis  Livingston  i 
Seaman  and  is  administered  by  a committee  of  the 
Academy. 

Applications  from  institutions  or  individuals  will 
be  received  up  to  December  1.  Communications 
should  be  addressed  to  Dr.  Wilson  G.  Smillie,  1300 
York  Avenue,  New  York  21,  New  York. 

Civilian  Medical  Officer  for  Korea — The  Depart- 
ment of  the  Army  is  seeking  a civilian  medical 
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officer  (public  health)  for  Korea.  Major  duties  are 
to  implement  and  adapt  the  national  medical  care 
and  public  health  program  to  meet  the  needs  of  an 
assigned  geographic  area,  to  give  technical  advice 
and  guidance  to  Korean  provincial  public  health 
officials  in  planning  and  operating  a provincial 
medical  care  and  public  health  program,  and  to 
determine  long-range  training  and  permanent  type 
medical  facilities  and  equipment  needed.  Further 
information  may  be  obtained  from  the  Department 
of  the  Army,  Office  of  the  Secretary  of  the  Army, 
Office  of  Civilian  Personnel,  Overseas  Affairs  Divi- 
sion, 346  Broadway,  room  505,  New  York  13,  New 
York. 

Monroe  County  Speakers  Bureau — Doctors  of  the 
Monroe  County  Medical  Society  are  offering  their 
services  as  speakers  for  organizations  interested  in 
general  health  topics  and  medical  economics  sub- 
jects throughout  the  western  New  York  area.  The 
Speakers  Bureau  is  sponsored  jointly  by  the  Monroe 
County  Medical  Society  and  the  Rochester  Academy 
of  Medicine  for  groups  such  as  Parent-Teachers 
Associations,  service  clubs,  and  special  study  groups. 

Need  Medical  Officers  at  U.S.  Naval  Reserve 
Centers — Several  U.S.  Naval  Reserve  training 
centers  in  the  Third  Naval  District  (States  of  New 
York,  Connecticut,  and  northern  New  Jersey)  re- 
quire the  services  of  a medical  officer.  Duties  con- 
sist of  conducting  physical  examinations,  giving 
inoculations,  teaching  first  aid,  self-aid,  hygiene,  and 
the  general  supervision  of  the  hospitalmen  and 
medical  department.  Medical  officers  associated 
with  training  centers  are  in  attendance  two  or  more 
hours  one  night  a week  for  forty-eight  weeks  a year 
and  annually  may  take  two  weeks  training  duty 
aboard  a ship  or  at  a Naval  hospital  or  other  Naval 
activity. 

Additional  information  may  be  obtained  by  con- 
tacting the  nearest  U.S.  Naval  Reserve  Training 
Center  or  the  District  Medical  Officer,  room  1404, 
90  Church  Street,  New  York  City. 


MEETINGS 

FUTURE 

American  Association  of  Bloodbanks 
The  fifth  annual  meeting  of  the  American  As- 
sociation of  Blood  Banks  will  be  held  in  Milwaukee 
at  the  Hotel  Schroeder  from  October  9 to  11.  Dur- 
ing the  meeting  there  will  be  discussion  groups,  panel 
discussions,  refresher  courses,  commercial  and 
scientific  exhibits,  a business  meeting,  and  enter- 
tainment. 


New  York  Society  for  Circulatory  Diseases 

The  New  York  Society  for  Circulatory  Diseases 
will  hold  its  fifth  regular  meeting  on  Tuesday,  Octo- 
ber 14,  at  8:30  p.m.  at  the  New  York  Academy  of 
Medicine.  The  program  will  be  the  second  mem- 
orial tribute  to  Dr.  Franz  M.  Groedel,  first  president 
of  the  American  College  of  Cardiology.  Dr.  Simon 
Dack  will  preside. 

Guest  speakers  at  the  session,  devoted  to  a sym- 
posium on  critical  evaluation  of  graphic  registrations 
[Continued  on  page  2422] 
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antLcience, 


IN  ESTROGENIC 
*«►/  THERAPY 

To  restore  hormone 
balance  in  treatment  of 
the  menopausal  syn- 
drome, functional 
primary  amenor- 
rhea, ovarian  hypo- 
gonadism, senile 
vaginitis,  pruritus 
vulvae  . . . 


ALPHA-ESTRADIOL,  U.  S.  P.  Chimedic 

For  Intramuscular  Administration 


The  primary  follicular  hormone  as  secreted  by 
the  ovary — provides  rapid  control  of  symptoms, 
yet  is  absorbed  slowly  and  uniformly  assuring 
prolonged  estrogenic  activity  and  efficient 
utilization  of  the  hormone. 

According  to  the  U.  S.  Dispensatory,  among 
thenaturalestrogens".  . . only  estradiol, estrone 
and  estriol  have  sufficient  activity  to  warrant 
their  use  individually.  When  given  by  injec- 
tion, estradiol  is  the  most  active  of  the  three 
substances  . . A1 


DIETH YLSTILBESTROL,  U.  S.  P. Chimedic 

For  Oral  Administration 


A pure  synthetic  estrogen — is  the  most  potent 
of  the  stilbene  compounds.  "Diethylstilbestrol 
possesses  the  advantage  of  being  highly  active 
by  mouth  . . ,”2  "Its  physiologic  activity  dupli- 
cates practically  all  the  known  actions  of 
natural  estrogens.”2 

Diethylstilbestrol  Chimedic  provides  a con- 
venient oral  form  of  estrogenic  therapy  with 
uniform  level  of  estrogenic  activity. 

1.  U.  S.  Dispensatory,  24th  ed.,  p.  432 
2.  New  and  Nonofficial  Remedies,  1952,  p.  342  , 

For  the  treatment  of  estrogenic  hormone  deficiency 
states,  CHIMEDIC  hormone  preparations  satisfy 
the  most  exacting  requirements  for  purity,  potency 
and  effectiveness. 

HIGHLY  POTENT  WELL  TOLER  ATED  RAPIDLY  EFFECTIVE 

CHICAGO  PHARMACAL  COMPANY 

5547  N.  Ravenswood  Ave.,  Chicago  40,  Illinois 
Pacific  Coact  Branch:  1161  W.  Jefferson  Blvd.,  lot  Angeles  7,  Calif. 
Northwest  Branch:  5513  Airport  Way,  Seattle  8,  Wash. 
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MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


Unique  Vaginal 

Cleansing  Agent 

The  first  douche  preparation 
combining : 

Acid  pH  (pH  4). 

Efficient  cleansing. 

Dispersion  of  mucus  debris. 
Trichomonacidal  action. 
Antibacterial  action. 
Antifungal  action. 
Astringency. 

An  aid  in  treatment  of : 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 

Formulation  contains: 
Benzoic  Acid,  Boric  Acid, 
p-Chlorothymol,  Lactose, 
Menthol,  Sodium  Benzoate, 
Sodium  Chloride,  Sodium 
Salicylate,  Zinc  Sulfate  and 
10 7o  Sodium  Lauryl  Sulfate. 

Available  at  pharmacies  in 
If  oz.  bottles. 

Samples  and  literature  on  request 


Pharmaceutical  Division 


WALLACE  & TIERNAN 
PRODUCTS,  INC. 

Belleville  9,  N.  J.,  U.S.A. 


[Continued  from  page  2421] 

in  cardiology,  will  include  Dr.  Bruno  Kisch,  New 
York  City,  historic  introduction;  Dr.  Hubert  Mann, 
New  York  City,  “Vectorcardiography”;  Dr.  John 
S.  Graettinger,  U.S.  Naval  School  of  Aviation 
Medicine,  Pensacola,  Florida,  “Comparison  of 
Electrocardiographic  and  Vectorcardiographic  Ap- 
proach to  the  Study  of  the  Cardiac  Electrical  Field 
in  the  Frontal  Plane”;  Dr.  J.  E.  Smith,  Medical 
Standards  Branch,  Civil  Aeronautics  Administra- 
tion, Washington,  D.C.,  “Calibrated  Instrumenta- 
tion of  the  Ballistocardiograph,”  and  Dr.  Arthur 
Briskier,  New  York  City,  “New  Approach  to  Re- 
cording of  Heart  Acoustics.” 

During  the  meeting  there  will  be  an  exhibit  in 
collaboration  with  the  Rare  Book  Department  of 
the  Library  of  the  New  York  Academy  of  Medicine. 
Apparatus  from  the  collection  of  Dr.  Philip  Reichert  ! 
will  also  be  shown  to  illustrate  the  history  of  graphic  1 
registration.  The  meeting  is  open  to  all  members 
of  the  medical  profession. 

New  York  University-Bellevue  Medical  Center 

The  Post-Graduate  Medical  School  of  the  New 
York  University-Bellevue  Medical  Center  in  co- 
operation with  the  United  States  Atomic  Energy7 
Commission  will  hold  a two-week  special  course 
covering  all  aspects  of  radiologic  safety  at  the  Insti- 
tute of  Industrial  Medicine  of  the  Post-Graduate 
Medical  School  beginning  October  20. 

Further  information  on  the  course  and  registra- 
tion may  be  obtained  from  the  Office  of  the  Dean, 
New  Yrork  University  Post-Graduate  Medical 
School,  477  First  Avenue,  New  York  16,  New  York. 


PERSONALITIES 


Speakers 

Dr.  Alvan  L.  Barach  and  Dr.  J.  Maxwell  Cham- 
berlain, New  York  City,  at  the  Second  International 
Congress  on  Diseases  of  the  Chest  in  Rio  de  Janeiro, 
Brazil,  from  August  24  to  30. 

Appointed 

Dr.  William  L.  Lanyon,  as  county  coroner  of 
Madison  County. . Dr.  John  H.  Powell,  Elmira,  as 
school  physician  for  the  Board  of  Cooperative 
Educational  Services  of  the  First  Oneida  Supervisory 
School  District. .. Dr.  Jaroslaw  Sachno,  former 
Champlain  College  physician,  as  health  officer  and 
school  physician  in  West  Leyden,  Lewis  County. . . 
Dr.  Lawrence  Sweeney,  Poughkeepsie,  as  assistant 
attending  physician  in  psychiatry  and  neurology  at 
St.  Francis  Hospital,  Poughkeepsie. 

Honored 

Dr.  Thomas  A.  Lewis,  by  the  people  of  Hammond 
for  serving  his  community  for  over  forty-five  years. 

New  Offices 

Dr.  Martin  Brandt,  formerly  of  Bombay,  general 
practice  in  Norfolk. ..  Dr.  J.  W.  Esper,  general 
practice  in  Gloversville.  . Dr.  Peter  J.  Sackett, 
general  practice  in  Schoharie.  . . Dr.  Charles  P. 
Scuderi,  general  practice  in  Newburgh. 


October  1,  1952] 
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BOOKS 


Lipotropics  plus 


Fluid  Balance.  A Clinical  Manual.  By  Carl  A. 
Moyer,  M.D.  Duodecimo  of  191  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1952.  Cloth,  $3.75. 

This  is  a book  written  by  the  professor  of  surgery 
at  Washington  University.  He  is  deeply  interested 
in  the  biochemical  aspects  of  medicine,  and  his  book 
demands  an  attentive  reader,  sihce  it  is  brief  and 
packed  with  information  and  closely  reasoned  dis- 
cussions of  pathogenesis  and  treatment  of  the  subtle 
disturbances  of  intra-  and  extracellular  fluid  and 
electrolyte  levels.  The  case  histories  add  greatly  to 
the  book’s  value,  as  does  the  historical  introduc- 
tion. William  Dock 

A Textbook  of  Orthopedics.  With  a Section  on 
Neurology  in  Orthopedics.  By  M.  Beckett  Howorth, 
M.D.  In  Association  with  Fritz  J.  Cramer,  M.D., 
A.  Wilbur  Duryee,  M.D.,  Donovan  J.  McCune, 
M.D.,  J.  William  Littler,  M.D.,  and  Walter  A. 
Thompson,  M.D.  Octavo  of  1,110  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1952. 
Cloth,  $16. 

This  is  one  of  the  best  and  most  comprehensive 
textbooks  on  the  subject  of  orthopedics  that  has  ap- 
peared in  years. 

The  authors  have  prepared  a complete,  one-volume 
review  of  the  subject.  The  chapters  on  “Posture,” 
“Vascular  Diseases,”  and  the  “Section  on  Neurology 
in  Relation  to  Orthopedic  Practice,”  are  excellent. 
As  a source  of  quick  checking  on  some  subject  per- 
taining to  orthopedics,  the  bibliography  and  index 
are  ideal. 

This  textbook  should  appeal  to  all  medical  men 
and  to  specialists.  It  should  be  read  widely. 

Otho  C.  Hudson 

Understanding  Children’s  Play.  By  Ruth  E. 
Hartley,  Lawrence  K.  Frank,  and  Robert  M.  Gold- 
enson.  Octavo  of  372  pages,  illustrated.  New 
York,  Columbia  University  Press,  1952.  Cloth, 
$3.50. 

This  book  is  the  culmination  of  a study  of  the  use 
of  play  in  developing  healthy  personality  in  child- 
hood. It  contains  specific  chapters  on  the  function  of 
play  in  the  child’s  development,  the  use  of  blocks, 
water,  clay,  paint,  and  music. 

The  book  is  of  primary  use  to  teachers,  parents, 
and  social  workers.  Stanley  S.  Lamm 

Post-Graduate  Lectures  on  Orthopedic  Diagnosis 
and  Indications.  By  Arthur  Steindler,  M.D.  Vol- 
ume III.  Section  A:  Tuberculosis  of  the  Skeletal 
System.  Section  B:  Osteomyelitis.  Quarto  of  284 
pages,  illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  1952.  Cloth,  $8.75. 

This  represents  the  third  and  last  volume  in  this 
series. 

The  first  half  of  the  work  is  devoted  to  tubercu- 
losis of  the  osseous  system  and  discusses  each  region 
separately.  The  newer  drugs  such  as  hydrazine  de- 
rivatives of  isonicotinic  acid  are  not  mentioned.  The 
second  half  of  this  volume  is  devoted  to  acute  and 
chronic  osteomyelitis  in  its  various  forms  and  mani- 
festations. 

The  illustrations  and  arrangement  of  the  ma- 
terials, as  in  the  previous  two  volumes,  are  excel- 
lently done.  Carmelo  C.  Vitale 


minerals  plus  vitamins 


so  that  life  after  40  may  be 
more  vigorous  • more  useful 
• more  enjoyable  • even  longer 


Gerifort 


CAPSULES 


£PC 


vitamin  B12  included 


Vitamin  A (Synthetic). . .28,000  U.S.P.  Unit* 

Vitamin  Bi 14  Mg. 

Vitamin  B2 14  Mg. 

Vitamin  B6 5 Mg. 

Vitamin  C 210  Mg. 

Vitamin  D 2,800  U.S.P.  Unit* 

Niacinamide 180  Mg. 

Iron 20  Mg. 

Calcium 188  Mg. 

Phosphorus 160  Mg. 

3 GERIFORT  Calcium  Pantothenate. ...  20  Mg. 

Capsules  :::::::::  M 

. _ . . Vitamin  B12 5 Meg. 

(recommended  Choline  DihYdrogen 

daily  dose)  Citrate 200  Mg. 

Inositol 100  Mg. 

nrnvide*  dl-Methionine 20  Mg. 

Rutin 60  Mg. 

Biotin 50  Meg. 

Cobalt 0.1  Mg. 

Copper 0.2  Mg. 

Magnesium 2 Mg. 

Manganese 0.5  Mg. 

Potassium 0.05  Mg. 

Zinc 1.5  Mg. 


Sample  of  GERIFORT  Capsules  on  Request 


AMERICAN  PHARMACEUTICAL  COMPANY 

Manufacturing  Chemists,  New  York  54,  N.Y. 


Over  35  years  of  service  to  the  profession. 


Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  OCTOBER  1,  1952—23,054 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady . . 
Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington . 

Wayne 

Westchester. 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy.  .Bronx 
Ben  L.  Matthews . Binghamton 

R.  A.  Loomis Ellicottville 

E.  S.  Platt Auburn 

Edward  L.  Schwabe . . Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart. . . Lake  Placid 
William  A.  Gaspar.  . . . Malone 
Kumjian Durand.  . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden 

Herkimer 

E.  A.  Maxwell 


Carthage 

Louis  Berger Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen ....  Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson . . Amsterdam 

John  N.  Shell Glen  Cove 

G.  W.  McAuliffe.  . .New  York 
Wilfrid  M.  Anna 


Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price . . . Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . Oneonta 

A.  Vanderburgh Brewster 

F.  C.  Cerniglia.  . . .Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger . . Staten  Island 
A.  S.  Moscarella. Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro.  . . Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Homell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurley ville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr..  Kingston 

S.  L.  Edmunds.  . . .Glens  Falls 

Philip  Harff 

Cambridge 

It.  W.  De  Smit.  . . .Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer. . . .Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore.  . Bronx 
N.  R.  Occhino.  . .Johnson  City 

Fred  W.  Kehr Olean 

Mary  W.  Kirkwood. . .Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco. . . .New  Berlin 
I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley.  . .Cortland 
George  G.  Miles.  .Downsville 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin. . .Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Larner. . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers.  . .Port  Leyden 
Vincent  I.  Bonafede . . . Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett ....  Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . .Rockville  Centre 

Herbert  S.  Ogden. . .New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . . Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury.  Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer Forest  Hills 

Vincent  T.  Laquidara Troy 

James  Poulton ..  Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . .Schenectady 
Donald  R.  Lyon . . . Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer ....  Corning 

Edwin  P.  Kolb Patchogue 

Ralph  S.  Breakey.  .Monticello 

Jack  Bailey Owego 

C.  Douglas  Darling ...  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn.  . .Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson ...  Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss. . . .Binghamton 
William  R.  Casey Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher. . .Dunkirk 

Lawrence  L.  Hobler Elmira 

Angelo  Franco. . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles . . . Downsville 
A.  A.  Rosenberg.  Poughkeepsie 
Floyd  W.  Hoffman.  . . .Buffalo 
James  E.  Glavin . . . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
W.  H.  Raymond . . .Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson . . Catskill 

H.  F.  Schwartz j 

Salisbury  Center 

Lawrence  Henderson 

Watertown 

Nicholas  Ryan Brooklyn 

John  P.  Myers . . . Port  Leyden 
Vincent  I.  Bonafede . . . Sonyea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester 

Max  Dreyfuss Amsterdam 

I.  Drabkin. . .Rockville  Centre 
Gerald D.  Dorman.  .New  York 

G.  Norris  Miner 

North  Tonawanda 

Robert  C.  Hall Utica 

C.  A.  Gwynn Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury. Newburgh 

John  Ellis Albion  : 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

M.  Jacobs Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn . . . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  Elder Massena 

Joseph  Lebowich Saratoga 

Carl  F.  Runge Schenectady 

Duncan  L.  Best . . . Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch I 

Seneca  Falls 

Rudolph  J.  Shafer.  . . .Corning 

Warren  H.  Eller Sayville 

Ralph  S.  Breakey. .Monticello 

Jack  Bailey Owego 

Henry  B.  Wightman Ithaca 

Herbert  B.  Johnson.  Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman 

Fort  Edward 

J.  A.  Perillo Newark 

H.  J.  Dunlap New  Rochelle 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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Aldiazol-M  brings  a high  degree  of  safety  to  sulfonamide 
therapy.  This  alkalizing  suspension  of  equal  parts  of  micro- 
crystalline sulfadiazine  and  sulfamerazine  is  safer  because  it 
decreases  the  danger  of  crystalluria  and  reduces  the  incidence 
of  allergic  reactions.  It  offers  these  advantages: 

Greater  Efficacy,  achieved  through  decreased  acetylation 
of  the  absorbed  sulfonamides,  and  rapid  absorption  of  the 
microcrystalline  form. 

Highly  Palatable.  Aldiazol-M  is  pleasantly  flavored,  mak- 
ing it  acceptable  to  virtually  all  patients.  It  is  readily  taken 
by  children,  making  for  universal  patient  cooperation  and 
permitting  its  use  whenever  sulfonamide  therapy  is  indicated. 

Greater  Urinary  Solubility  is  produced  by  sodium  citrate 
which  increases  urinary  solubility  of  the  combined  sulfon- 
amides by  more  than  400%. 

The  maintenance  dose  of  Aldiazol-M  is  2 teaspoonfuls  (1 
Gm.  of  total  sulfonamides)  every  4 hours;  initial  dose,  2 to  4 
teaspoonfuls  (3  to  6 Gm.  of  total  sulfonamides).  Aldiazol-M 
is  available  at  all  pharmacies  in  pint  and  gallon  bottles. 


fy&simulci 

Each  teaspoonful  (5  cc.)  of 
Aldiazol-M  contains: 
Sulfadiazine 
(microcrys- 
talline)   0.25  Gm. 

Sulfamerazine 
(microcrys- 
talline)   0.25  Gm. 

Sodium  Citrate . 1.0  Gm. 


THE  S.  E.  MASSENGILL  COMPANY 
Bri  stol,  Ten  n.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 
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NO  BOR/C  AC/Of 


CHLORIDE 


(METHYl  BENZETHONIUM  CB10RI0E) 

BACTERICIDAL  • WAT E R -M I S C I BLE  • SAFE23 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  add. 


1.  Rsher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner/’  Baltimore,  Md.,  April,  195?. 

2.  Benson,  R.  A.,  et  ol.:  'The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Ped.  34.1-49,  Jan.,  1949. 

3.  Nledelmon,  M.  L,  et  al.s  "Ammonia  Dermatitis:  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37.5-762,  Nov.,  1950. 


<3> 


PHARMACEUTICAL  DIVISION,  HOMEMAKERS'  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander — 59  E.  79th  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Aye. — Rh  4-3700 — Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 
Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  Xsmeg 

Five  Acrts  of  Pin.woodtd  Groundi 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 


Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


SKY  VIEW  TERRACE 

Albany  Post  Road  Route  9 Tel.  Croton  1-4731  Croton-on-Hudson,  New  York 

Nursing  home  and  hospital  for  convelescents  and  chronics.  We  offer  de  luxe  accomodations  for  all  types  of  post  operatives,  convalescents,  pa- 
tients with  chronic  diseases  such  as  arthritis,  cardiacs,  cancer,  etc.,  aged  and  rest  cases.  Beautiful,  safe,  stone  and  brick  structure  over-looking 
Hudson  River.  94  beds.  Every  room  with  bath.  Elevator  service.  Lounge  and  recreation  room  air-cooled  in  summer.  Treatments  and 
medication  outlined  by  patient's  private  physician  but  hospital  physician  available  when  necessary.  Rates  begin  at  $60.00  per  week.  Brochure 
on  request. 

FILOMENA  DOHERTY,  R.  N.  GEORGE  VOGEL,  M.  D. 

Director  Supervising  and  Attending  Physician 

35  miles  from  New  York  City 
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CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 
Onetime $1.35 


3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 00 

24  Consecutive  times 85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


INSURANCE— EDITH  RAFSKY 


Doctors  Insurance.  Malpractice,  Automobile,  Office  Lia- 
bility, Fire,  Theft.  Floaters.  Life  Insurance.  Write-Phone 
Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17,  MU  2-1630. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  S75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


PHONE:  CH  2-8686- 


Foi  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N,  Y, 


GLADYS  BROWN 
Owner -Director 


BROWN’S 


MEDICAL  BUREAU 


MUrray  Hill 
7-1819 


7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical.  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


104  E.  40th  Off  Park  Ave. 
MU-3-2443 


Office  Nurses,  Secretaries,  Med.  Assts. 
Research,  Med.  Writers- Artists,  Doctors 
and  Related  Personnel 

Skillfully  and  Confidentially  Screened 
for  Individual  Employers’  Requirements 

DRUSILLA  ZUBER 

Director  Licensee 


WANTED 


General  Practitioner  to  replace  only  doctor  who  is  recalled 
to  military  service.  Village  of  600,  with  surrounding 
rural  territory.  For  details,  please  contact  C.  J.  Smith, 
Clerk,  Village  of  Morris,  N.  Y. 




PARTNERSHIP 

Partnership  wanted  in  New  York  state;  general  practice 
and  obstetrics.  Large  practice  in  Czechoslovakia  and 
Germany;  3 years  hospital  practice  in  U.  S.  A.  Box  573, 
N.  Y.  St.  Jr.  Med. 


WANTED 


Industrial  physician  work  in  New  York  state.  Experience; 
18  years  as  industrial  physician.  In  answering,  furnish  de- 
tailed information.  Box  572.  N.  Y.  St.  Jr.  Med. 


r 10W  COST  1 

If* 


3 


HIGH  dUAUTVk 


STATIONERY 


For  the 

r Medical  Profession’ 


I 


PRESCRIPTION  BLANKS:  5M  for  $10.00,  3M  for 
$8.25,  1M  for  $3.50,  size  4 x 5 Vi,  on  fine  linen 
finish  paper — pads  of  100! 


DOCTOR  ...  do  you  wish  the  best  in  stationery!  Years  of 
specializing  in  the  printed  needs  of  the  physician  enable 
us  to  offer  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  of  ordering  by  mail! 

IF  . . . you  prefer  to  see  a sample  of  our  fine  quality 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There’s  no  obligation.  Once  you  see  their  excellent 
quality  you,  too,  will  become  a satisfied  customer.  Order 
(hem  today!  Check  one  of  the  squares  below. 


X 


SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

□ 

| | SEND  SAMPLES 


SM  PRESCRIPTION 
BLANKS— $10. 


THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 


N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 
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CLASSIFIED  ADVERTISEMENTS 


FOR  SALE  AND  FOR  RENT 


OFFICES  TO  SHARE 


61st  St.  near  Park  Ave.  You  pay  only  for  the  number  of 
hours  weekly  that  you  require.  TEmpleton  8-7840. 


FOR  SALE 


Deceased  doctor's  office.  Equipped.  Excellent  location. 
Corner  apartment  house,  in  Jackson  Heights,  Queens,  for 
sale.  Call  HAvemeyer  9-0228,  mornings. 


FOR  SALE 


Medical  office,  spacious,  beautifully  furnished.  Suitable 
general  practice  or  specialty.  Central,  modern  building. 
P.  O.  Box  1385,  Hartford,  Conn. 


FOR  SALE 


MEDICAL  PRACTICE  & HOME.  Long  Island  Estab- 
lished, 26  yrs.  SI 5,000  yr.  2 story  detached  home.  Fully 
equipped.  Asking  $25,000;  liberal  terms.  David  Jaret  Co. 
150  Montague  St.,  Bklyn.,  N.  Y.  UL  2-5600. 


FOR  SALE 


FOR  SALE — fine  large  dwelling,  corner  plot,  seven  room 
doctors  offices — fully  equipped.  DR.  WAHLIG,  Sea  Cliff, 
N.  Y. 


FOR  SALE 


Rural,  upstate  home  and  office.  2 complete  6 room  apart- 
ments. Doctor  deceased.  Open  staff  hospitals,  nearby 
cities.  Box  568.  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


New,  Air-Conditioned  Medical  Arts  Bldg.  15  Suites  — 
Rapidly  expanding  area — Excellent  area  for  all  specialties. 
I Massapequa,  L.  I.  Massapequa  6-2448. 


— 

FOR  SALE 

Year-round  Country  Home,  Millbrook,  Dutchess  Co.  N.Y. 


I Charming  white  house,  red  barn,  outbuildings.  7 rooms, 
3 baths,  GE  hot  water  oil  heat,  large  fireplace,  flagstone 
, terraces,  one  screened.  14  acres.  Exclusive  location,  1^ 

' miles  from  Millbrook  village  and  country  club.  Shade  and 
apple  trees,  woodland,  brook,  garden,  grapes,  berries. 
$35,000.  C.  B.  Wilkes,  60  East  42nd  St.  MU  2-2610  or 
I NE  2-0166. 


FOR  SALE 


Physician,  with  well  established  general  practice  in  thriv- 
ing Queens  suburban  community,  desires  to  sell  attractive 
home,  which  includes  well-equipped  5-room  office.  Leaving 
to  specialize.  Phone  evenings,  Hollis  4-1818. 


FOR  SALE 


Corner  property  in  Cathedral  Gardens  Section,  West  Hemp- 
stead, Long  Island,  N.  Y.  Four  bedrooms,  three  and  one 
half  baths.  Excellent  opportunity  in  location  for  physician. 
V.  Stanley  McAllister,  147  Groton  Place,  West  Hempstead, 
N.  Y.  Hempstead  7-8475. 


FOR  RENT 


Boulevard  Medical  Center.  Corner  Yellowstone  Blvd.  and 
66  Ave.,  Forest  Hills,  L.  I.,  one  block  from  Forest  Hills 
General  Hospital  now  under  construction.  Limited  space 
available  to  specialists  only.  X-ray,  laboratory  and  modern 
treatment  facilities.  Rare  opportunity.  For  information 
call  Oregon  3-6334.  TW  7-0255. 


FOR  SALE 


General  Practitioners  Office.  Retiring.  Long- established; 
upper  Central  Park  West.  Resonable.  Box  571,  N.  Y.  St. 
Jr.  Med. 


RENT  OR  SELL 

DOCTOR’S  OFFICE  AND  3 APARTMENTS. 


FOR  RENT 


i Office  in  Professional  Building  of  Valley  Stream,  for  rent. 
Suitable  for  two,  three  Doctors,  Dentists  or  other  profes- 
| 9ional  use.  Parking  lot  with  building.  Monthly  rental 
reasonably  priced  at  only  $125.  Kamen  Realty  Co.,  88 
Lynwood  Drive,  Valley  Stream,  Valley  Stream  5-2063. 


Army  Plaza  Section,  Brooklyn.  4 story  converted  brown- 
stone,  with  specially  constructed  doctor’s  office.  Large 
waiting  room  and  examination  rooms,  4 treatment  rooms, 
3 tenants  pay  $295,  monthly.  Owner  in  U.  S.  Army.  Will 
rent  or  sell.  Jacob  Rubin,  150  Broadway,  New  York  38, 
New  York. 


FOR  SALE 


3-room,  corner  house,  suitable  Doctor’s  office  and  residence, 
main  boulevard.  Central  residential  area,  Queens.  Ad- 
joining 2 new  housing  developments.  Box  579,  N.  Y.  St. 
Ir.  Med. 


FOR  RENT 


11  East  68th  Street.  Attractive  room  in  newly  furnished 
office  suite.  Full  time  or  part  time.  Share  waiting  room. 
Secretary-receptionist.  Especially  suited  for  psychiatrist 
or  neurologist.  REgent  7-2656 


FOR  SALE 


I Doctor’s  home  and  attached  office  for  sale,  established  for 
i )ver  twenty  years.  Located  on  Doctor’s  row,  Far  Rockaway, 
L.  I.  Call  at  7 p.m.  Phone  Fa  7-6914. 


WANTED 


Locum  tenens.  Capable  GP  wanted  immediately,  for  1-2 
years.  For  busy  practice  in  N.Y.C.  Excellent  remunera- 
tion. No  investment.  Entering  service.  Box  574,  N.  Y. 
St.  Jr.  Med. 
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Clinicians  are  reporting  on 

NEO-PENIL* 


. . . the  new,  long-acting  derivative  of  penicillin 


. . . about  its  ability  to  concentrate  in  the  lung: 

".  . . concentrations  of  this  drug  in  the  lungs  after  intramuscular  injection  are 
five  to  ten  times  higher  than  those  of  benzylpenicillin  [penicillin  G].”1 

. . . about  its  ability  to  concentrate  in  sputum: 

"Neo-Penil  gave  rise  to  significantly  higher  concentrations  of  penicillin 
in  bronchial  secretions  than  did  procaine  penicillin  . . .”2 

. . . about  its  effectiveness  in  bronchopulmonary  disease: 

"Our  own  evidence  would  indicate  that  it  is  a more  effective  form  of  penicillin 
in  patients  with  chronic  pulmonary  emphysema  and  bronchopulmonary  infection.”3 

"This  compound  appeared  to  have  a unique  value  in  respiratory  infections  due 
to  gram-positive  bacteria.”1 


Bibliography : l.  Barach,  A.L.,  et  al.:  Bull.  New  York  Acad.  Med.  28/353  (June)  1952. 

2.  Flippin,  H.F.,  et  al.:  Report  distributed  at  the  Chicago  Session  of  the  A M. A.  (June)  1952. 

3.  Segal,  M.S.,  et  al.:  GP,  in  press. 


'Neo-Penil'  is  available  at  retail  pharmacies,  in  single-dose,  silicone-treated  vials 
of  500,000  units.  Full  information  about  ' Neo-Penil ’ accompanies  each  vial, 
or  may  be  obtained  by  writing  to: 

Smith,  Kline  & French  Laboratories,  Philadelphia 

JfiT.M.  Reg.  U.S.  Pat.  Off.  for  penethamate  hydriodide,  S.K.F. 

(penicillin  G diethylaminoethyl  ester  hydriodide)  Patent  Applied  For 
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as  an  antihistaminic  agent 


And  the  same  is  true  in  the  many 
other  allergic  manifestations  in  which 
antihistamines  are  prescribed: 
allergic  rhinitis,  serum  sickness, 
angioneurotic  edema,  drug  reactions, 
and  itching  skin  conditions  such  as  atopic 
and  contact  dermatitis  and  urticaria. 
Recognized  for  its  excellent  therapeutic 
effectiveness  and  wide  range  of 
usefulness,  Pyribenzamine  is  prescribed 
today  as  it  was  when  it  first  became 
known  for  maximum  relief  with 
minimal  side  effects. 

Ciba  Pharmaceutical  Products,  Inc., 
Summit,  N.  J. 

PYRIBENZAMINE  (BRAND  OF  TR I PELEN  N AM  I N e) 


(S  2,1b  si 


2/  1746M 


< 
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it’s  new! 


it’s  therapeutic! 


vi-aqua  therapeutic 

AQUEOUS  MULTIVITAMIN  THERAPEUTIC  CAPSULES 


faster,  more  certain,  more  complete  utilization 

1.  more  certain  absorption,  particularly  in 
conditions  associated  with  poor  fat 
absorption  (dysfunction  of  the  liver, 
pancreas,  biliary  tract  and  intestine). 

2.  faster  recovery  from  deficiencies  with 
speedier  convalescence  in  medical 
and  surgical  patients. 

3.  100%  natural  vitamin  A,  therapeutic 
activity  proven  by  clinical  use  over  many 
years  (contains  no  synthetic  A). 

4.  no  fish  taste  or  odor  (special  processing 
removes  fish  oils  and  fats);  well  tolerated 
even  by  sensitive  patients. 


Each  VI-AQUA  THERAPEUTIC  CAPSULE  provides: 


Vitamin  A*  (natural) 

12,500  Units 

Vitamin  D*  (calciferol) 

1,000  Units 

Ascorbic  Acid  (C) 

150  mg. 

Thiamine  Mononitrate  (Bi) 

=) 

10  mg. 

Riboflavin  (B2) 

O 

UJ 

5 mg. 

Vitamin  B 1 2 

Z> 

2 meg. 

Niacinamide 

< 

100  mg. 

Pyridoxine  HCI  ( Be » 

1 mg. 

d,  Calcium  Pantothenate 

10  mg. 

dl,  Alpha-Tocopheryl  Acetate  (E)* 

5 mg. 

'oil-soluble  vitamins  made  water-soluble  with  sorethytan 
esters;  protected  by  U.S.  Patent  2,417,299. 


REQUEST  SAMPLES  AND  LITERATURE  FROM  ... 

U.  S.  VITAMIN  CORPORATION 

CASIMIR  FUNK  LABORATORIES,  INC.  (affiliate) 
250  EAST  43rd  ST.,  NEW  YORK  17,  N.  Y. 
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Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  386  Fourth  Ave.,  New  York  16,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  pier  copy— 
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SCIENTIFIC  ARTICLES 

Surgery  of  Mitral  Stenosis,  Robert  FI.  XVylie , M.D .......  2477 

Newer  Graphic  Methods  in  the  Diagnosis  of  Heart  Disease,  Simon  Dack,  M.D 2481 

Historical  Development  of  Treatment  of  Pituitary  Tumors,  Leo  M.  Davidoff,  M.D.  2491 

Notes  On  a Series  of  Brain  Tumors,  Francis  C.  Grant , M.D 2495 

The  Modern  Treatment  of  Intracranial  Aneurysms,  Wallace  B.  Flamby,  M.D 2497 

The  Place  of  Neurosurgery  in  the  Treatment  Program  of  a Department  of  Mental 

Hygiene,  H.  Brill , M.D 2503 

A Review  of  the  Medical  and  Surgical  Treatment  of  the  Dyskinesiae,  Jefferson  Browder, 

M.D.,  and  Harry  A.  Kaplan,  M D 2508 


CASE  REPORTS 
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prompt . ..  prolonged . . . 

presented  relief  of  pain 

APAMIDE 


BRAND • TRADEMARK 


tablets 

(N-acetyl-p-aminophenol,  0.3  Gm.) 

analgesic-antipyretic 


rapid,  direct  analgesia 

Apamide  quickly  relieves  pain  and  reduces  fever  through  direct 
analgesic-antipyretic  action.  It  avoids  the  delay  inherent  in  compounds 
that  require  metabolic  transformation  to  produce  analgesia. 

prolonged  relief  of  pain 

Apamide  goes  to  work  fast.  It  raises  the  pain  threshold  substantially  within 
30  minutes,  reaches  peak  effect  in  about  2Vi  hours  and  continues  to  be  effective 
for  approximately  4 hours. 


well-tolerated  analgesic 

Apamide  is  a pure,  active  agent  that  does  not  produce  extraneous,  possibly 
toxic  metabolites.  High  dosages  over  long  periods  have  not  been  shown  to  cause 
toxic  reactions  or  gastric  upsets.  It  is  extremely  valuable  in  patients  who 
cannot  tolerate  salicylates. 


R only 


APROMAL 


tablets 


Available  only  on  your  prescription,  Apamide  permits  precise  control 
of  dosage  and  duration  of  treatment  by  you.  Prescribe  it  for  relief  of  pain 
and  reduction  of  fever  in  respiratory  infections,  functional  headache, 
muscular  or  joint  pain  and  dysmenorrhea.  Average  adult  dose,  1 tablet 
every  four  hours. 


for  a sedative-analgesic 
prescribe 


(N-acetyl-p-aminophenol,  0.15  Gm.  and  acetylcarbromal,  0.15  Gm.) 

non-narcotic,  non-barbiturate 


Apromal  is  especially  valuable  in  those  cases  where  pain  coexists  with  tension,  anxiety, 
restlessness,  excitement,  nervousness  and  irritability.  Apromal  contains  Apamide 
and  the  widely  used,  gentle  daytime  sedative,  acetylcarbromal.  Enhancement  of  both 
analgesia  and  sedation  is  secured  by  this  combination.  Average  adult  dose, 

1 tablet  every  4 hours. 


AMES 

COMPANY,  INC.,  ELKHART,  INDIANA 


Ames  Company  of  Canada,  Ltd.,  Toronto 
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It  is  natural  for  our  retired,  aged  colleagues 
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RELAXES  RIGIDITY 
ELEVATES  MOOD 
RELIEVES  TREMOR 


IN 

PARKINSON’S 

DISEASE 


PIPANOL  hydrochloride 


brand  of  trihexyphenidyl 


Potent  and  prompt  in  its  action,  Pipanol  hydrochloride  has 
shown  great  usefulness  against  parkinsonism.  Pipanol 
markedly  diminishes  muscular  rigidity;  decreases  intensity  of 
tremor  and  improves  the  gait.  It  also  elevates  the  mood  and 
increases  alertness. 

Pipanol  is  well  tolerated.  If  started  in  small  doses  which  are 
gradually  increased  until  optimal  benefit  is  obtained,  more  than 
80  per  cent  of  the  patients  notice  no  side  effects. 

■ 

?:: s&m.  ?,tt  .mmmmmm 

Supplied:  Scored  tablets  of  2 mg.  in  bottles  of 
100  and  1000.  Write  for  pamphlet  giving  admin - 
istration  and  dosage  details: 


NEW  YORK  13.  N.  Y.  • WINDSOR.  ONT. 


Pipanol,  trademark  reg.  U.  S.  Pat.  Off. 
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nutritional  debility 


nervous  tension 


smooth  muscle  spasm 


in  this  circling  syndrome.. 


DONASEDA' 

Smooth  muscle  spasm  — initiated  by  nervous  tension  or  as  a 
consequence  of  organic  diseases  — is  most  often  accompanied  by  a loss 
of  appetite  leading  to  nutritional  debility.  When  this  self-perpetuating 
cycle  is  created,  "Donaseda  ' provides  threefold  corrective  action. 

The  specially  prepared,  whole  leaf  Belladonna  Alkaloids  and 
phenobarbital,  carefully  blended,  provide  the  desired  spasmolytic  and 
sedative  actions.  The  inclusion  of  B complex  factors  (particularly 
Bx  and  B12)  helps  to  increase  appetite,  maintain  proper 
nutritional  status,  and  safeguard  the  integrity  of  nervous  tissue. 

Whether  the  origin  of  the  smooth  muscle  spasm  is  central  or  local,  Donaseda 
is  useful  because  its  ingredients  are  compounded  to  quiet,  relax,  and  nourish. 


DONASEDA 

Each  tablet  contains: 

Powdered  Extract 

Belladonna,  USP  0.25  grain 

Phenobarbital  USP  0.25  grain 

Warning:  May  be  habit  forming 
Vitamin  Bi  ( Thiamine  HC1 ) 5.0  mg. 

Vitamin  B2  (Riboflavin)  2.0  mg. 

Vitamin  Ba  ( Pyridoxine  HC1 ) 0.5  mg. 

Vitamin  Bi2  USP  1.5  meg. 

Niacinamide  10.0  mg. 

Dosage:  1 tablet  t.i.d.,  or  as  needed 
Supplied: 

Bottles  of  100’s  on  prescription  only 


TABLETS 

ELIXIR 


Each  5 cc.  (ltsp. ) contains: 

Total  Belladonna  Alkaloids  0.2  mg. 

Phenobarbital  USP  0.25  grain 

Warning:  May  be  habit  forming 
Vitamin  Bi  (Thiamine  HC1 ) 5.0  mg. 

Vitamin  B2  (Riboflavin)  2.0  mg. 

Vitamin  B8  (Pyridoxine  HC1 ) 0.5  mg. 

Vitamin  B12  USP  1.5  meg. 

Niacinamide  10.0  mg. 

15%  Alcohol  (By  volume) 

In  a flavored  sherry-wine  base 


Dosage:  1 tsp.  t.i.d.,  or  as  needed 
Supplied : 

Bottles  of  16  oz.  on  prescription  only 
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For  Vaginal  Tract  Infections 

/ / 


IMPROVED 

(Allanlomide  VAGINAL  CREAM ) 


In 

TRICHOMONIASIS 
MONILIASIS 
MIXED  INFECTIONS 


AVC  Improved  is  a 
time  tested  formula 
for  the  treatment 
and  prophylaxis 
of  vaginal  tract 
infections. 


Seceucte  . . . 

AVC  Improved  is  indi- 
cated in  a wide  range  of 
infections  of  the  exo- 
cervix, vagina  andvulva: 

• Trichomoniasis 

• Moniliasis 

• Specific  and  non- 
specific bacterial 
infections 

• Mixed  infections. 


THE  NATIONAL 


QUICK  RELIEF  ■ EASILY  APPLIED  • NON -IRRITATING 


“3ec<zu4e  . . . 

AVC  Improved  re- 
establishes the  nor- 
mal flora  and  the 
normal  pH. 


S’ecaxde 


AVC  Improved  sup- 
presses secondary  in- 
vaders ...  an  important 
therapeutic  goal. 


DRUG  COMPANY 


PHILADELPHIA  44,  PENNSYLVANIA 

More  Than  Haifa  Century  of  Service  to  the  Medical  Profession 


TRICHOMONICIDAL 

...  It  Kills  Trichomonas — 

FUNGICIDAL 

...  It  Kills  Fungi — 
Especially  monilia. 

BACTERICIDAL 

...  It  Kills  Bacteria  — 
Especially  certain  gram-posi- 
tive and  gram-negative  cocci 
and  bacilli. 

DEODORANT 

...  It  Kills  Odors— 
Especially  objectionable  and 
unpleasant  odors. 


IT  WORKS!!! 

Use  AVC  Improved  in  your 
most  stubborn  cases.  The  re- 
sults will  please  you,  and 
your  patients  will  be  grateful. 

Formula:  9-Aminoacridine  Hydrochloride 
0.2%,  Sulfanilamide  15%,  Allantoin 
2%,  specially  prepared  buffered 
water-miscible  base. 

Available:  In  4 ounce  tubes,  with 
or  without  applicator. 

Literature  supplied  on  request. 


Gantrisin 


'Roche* 


antibacterial  action  pins 


• • • 


^ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkolinization. 


Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 

economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 

less  sensitization 

Gantrisin  is  a single  drug— not  o mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brond  of  sulfisoxozofe 
(3.4-dimethyl-5*sulfonilomido*i$oxozole) 

TABLETS  • AMPULS  • STIUP 


higher  blood  level 


Roche  Park 


Nulley  10  • New  Jersey 
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a new 
synthetic 
narcotic 

for  longer-lasting 
pain  relief 


Caution:  Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 


DROMORAN  ©-brand  of  methorpbioan  (dl-3-hydroxy-N-methyl- 
morphinan) 


* Average  dose 


DROMORAN 

(dl)  Hydrobromide 

‘ROCHE’ 


Hoffmann-La  Roche  Inc.  • Roche  Park  • Nutley  10  • New  Jersey 
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ganglionic  block  in  hypertension 

to  reduce  blood  pressure  and  relieve  symptoms  — a new,  potent  oral  hypotensive 


Extensive  clinical  use  has  demonstrated 
Methium’s  ability  to 

1.  reduce  blood  pressure  to  more  normal 
levels 

2.  relieve  hypertensive  symptoms 

3.  provide  symptomatic  relief  in  some  cases 
even  where  pressure  cannot  be  lowered. 

An  autonomic  ganglionic  blocking  agent, 
Methium  ( hexamethonium  chloride ) inhib- 
its nerve  impulses  that  produce  vasoconstric- 
tion—thereby  causing  blood  pressure  to  fall. 

In  successfully  treated  patients,  receding 
pressure  is  accompanied  by  relief  of  head- 


ache, dizziness,  palpitation  and  fatigue.  In 
other  cases,  where  blood  pressure  does  not 
respond  to  therapy,  symptomatic  improve- 
ment may  nonetheless  be  noted. 

Methium  is  a potent  drug  and  should  be  used 
with  great  caution  when  complications  exist 
—impaired  renal  function,  coronary  artery 
disease  and  existing  or  threatened  cerebral 
vascular  accidents.  Complete  instructions  for 
prescribing  Methium  are  available  on  writ- 
ten request  or  from  your  Chilcott  detail  man 
and  should  be  consulted  beforeusing  the  drug. 

Methium  is  supplied  in  both  125  mg.  and  250 
mg.  tablets  in  bottles  of  100  and  500. 


Methium' 


(BRAND  OF  HEXAMETHONIUM  CHLORIOCI 


C M I la  G O T T c ' 


MORRIS  PLAINS.  NEW  JERSE 


r THE  MALTINE  COMPANY 


3 V* 


dual  approach 
to  better. carbohydrate 
metabolism 


TAKA-COMBEX* 


When  the  nutritional  status  is  threatened,  TAKA-COMBEX 

provides  a dual  action  which  assures  adequate  vitamin 
intake  as  well  as  proper  absorption  and  utilization 

of  carbohydrates.  TAKA-COMBEX  supplies 
important  factors  of  the  B complex  plus  Taka-Diastase,® 

one  of  the  most  potent  starch  digestants  known. 
In  addition  the  Kapseals  also  contain  vitamin  C. 


In  pregnancy,  during  illness  and  convalescence, 
and  in  the  management  of  geriatric  patients, 

this  enzyme-vitamin  combination  is  a most  valuable 
dietary  adjunct:  the  vitamins  assist  carbohydrate 

metabolism,  while  the  enzyme  not  only  facilitates  starch 
digestion  but  also  enhances  absorption  of  vitamin  B. 


KAPSEALS®  TAKA-COMBEX 
Each  Kapseal  contains: 

Taka-Diastase  (Aspergillus  Oryzae 


Enzymes) 2l/z  gr. 

Vitamin  Bi  (Thiamine 
Hydrochloride)  . . . . 10  mg. 
Vitamin  B2  (Riboflavin)  . . 10  mg. 
Vitamin  Bo  (Pyridoxine 
Hydrochloride)  ....  0.5  mg. 
Vitamin  B12 

(Cyanocobalamin)  ...  1 meg. 
Pantothenic  Acid  (As  the 

Sodium  Salt) 3 mg. 

Nicotinamide  (Niacinamide)  10  mg. 
Vitamin  C (Ascorbic  Acid)  . 30  mg. 
Liver  Concentrate  N.F.  . 0.17  Gm. 
Liver  Fraction  No.  2 N.F.  0.17  Gm. 
In  bottles  of  100  and  1000. 


ELIXIR  TAKA-COMBEX 
Each  teaspoonful  (4  cc.)  contains: 

Taka-Diastase  (Aspergillus  Oryzae 


Enzymes) 2%  gr. 

Vitamin  Bi  (Thiamine 
Hydrochloride)  .....  2 mg. 

Vitamin  B2  (Riboflavin)  . . 1 mg. 

Vitamin  Bo  (Pyridoxine 

Hydrochloride) 0.5  mg. 

Pantothenic  Acid  (As  the 

Sodium  Salt) 2 mg. 

Nicotinamide  (Niacinamide)  . 5 mg. 

In  16-ounce  bottles. 


C 


t * 


► 


when  one  mus 


When  thrombo  - embolism  threatens,  pro- 
phylactic heparinization  is  often  indicated, 


A single,  deep,  subcutaneous  injection 
(30,000  to  40,000  U.S.P.  units— approxi- 
mately 300  to  400  mg.)  protects  against 
the  threat  of  thrombo-embolism  for 
approximately  24  hours. 

Each  cc.  of  Depo-Heparin  Sodium  contains: 

Heparin  Sodium . . . 20,000  U.S.P.  units 
(approx.  200  mg.) 

Gelatin 180  mg. 

Dextrose,  Anhydrous 80  mg. 

Water  for  Injection q.s. 

Preserved  with  sodium  ethyl  mercuri 
thiosalicylate  1:10,000. 

Supplied  with  sterile  disposable  1 cc. 
cartridge  syringe. 

* Trademark . U.  5.  Pat.  Off 


Woceed  with  caution 


product 


for  Medicine  . . . Produced  with  care  . . . Designed  for  health 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains : 

C 

Vitamin  A (synthetic) 

*4  25,000  U.S.  P.  units 

Vitamin  D 

, 1 1,000  U.S.P.  units 

Thiamine  Mononitrate  i 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

^ 150  mg. 

Bottles  of  30,  100  and  1000. 

f , ~ . 

J!  * Ij 

k. 

'iMCHACnAU'  IS  A TRAUMAS*  0 f 

C.  R.  SSVltO  A SONS. 
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Pyribenzamine  (Ciba  Pharmaceutical  Products) 2431 

Randamin  B (Rand  Pharmacal  Company) 2547 
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Robalate  (A.  H.  Robins  & Co.) Between  2446-2447 

Sedamyl  (Schenley  Laboratories) 2476 

Sulfose  (Wyeth  Inc.) 2466 
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Thum  (Num  Specialty  Company) 2553 
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Orthopedic  Shoes  (Pediforme  Shoe  Co.) 2550 

Orthopedic  Shoes  (Winkler  Shoes) 2454 
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Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 2432 

Spring  Water  (Saratoga  Springs  Authority) 2548 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

Therapeutic  Formula 

Vitam'n  Cap'ules  Sqjibb 

Each  Capsule  contains. 
Vitamin  A (synthetic) 

'i  25,000  U S.  P.  units 

Vitamin  D 

( ^ 1,000  U.S.P.  urits 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

1 150  mg. 

Bottles  of  30.  100  and  10?'). 

* T M £ R AC  HAN'  is  A T KAOCM  AUK  0 

r c.  n.  csuieio  i son z . 
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1.  IMMEDIATE 


2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin : Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


1 . Soil  man,  T.:  A Manual  of  Pharmacology , 
W . B.  Saunders  Co.,  1942. 


RAYMER 


3-stage  action 
to  control  hypertension 

waAtoi/eb 

RAY-TROTE 

'tym/ito  ref/ 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg. 


RAYMER  PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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1.  Control  Discharge: 

Control  of  leukorrhea  and  vaginal  infections  due  to  trichomonas, 
monilia  or  non-specific  organisms  is  possible  with  Chlorogiene 
Duchettes.1  Simultaneously,  healthy  vaginal  flora  is  promoted, 
and  lactic  acid  production  and  physiologic  restoration 
of  vaginal  acid  pH  are  fostered  tending  to  prevent  return 
of  infection  and  discharge. 

2.  Control  Odor  and  3.  Control  Pruritus: 

When  applied  iopically,  chlorophyll  is  recognized  as  an  active 
deodorant  and  as  an  effective  antipruritic.2’  3 

The  beneficial  healing  properties  of  water-soluble  chlorophyll 
derivatives  are  also  well  established2  and  are  a valuable  aid 
in  the  treatment  of  endocervicitis,  cervical  erosions,  and  vaginitis 
as  well  as  following  electro-coagulation  of  the  cervix. 

Chlorogiene  is  presented  exclusively  to  the  medical  profession. 
Your  prescriptions  are  invited. 


(I)  Klein,  Leo  L.:  To  be  published.  (2)  Council  on  Pharmacy  and  Chemistry: 
New  and  Non-Official  Remedies,  746:34  1951.  (3)  Severinsson,  I.: 

Chi  orophyll,  Svenska  Lakartidninger,  48,  49: 2939,  1951. 


PHARMACEUTICALS  FOR  THE  MEDICAL  PROFESSION  • NEW  YORK  14 
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* For  a consistent  and  prolonged  fall 
in  blood  pressure  within  a wide  margin 
of  therapeutic  safety. ..the  advantages 
of  whole-powdered  Veratrum  viride. 

Each  VERTAVIS-PHEN  tablet  contains: 
Whole-powdered  Veratrum  Viride  ....  130  C.S.R. ‘Units 

Phenobarbital 14  grain 

‘Carotid  Sinus  Reflex  (130  C.  S.R.  Units  ap- 
proximately equivalent  to  10  Craw  Units.) 

Supplied:  Bottles  of  100,  500,  1000  tablets. 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL 


BUY 


SAVINGS  BONDS 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Mild  mucus  solvent 
for  nose  and  throat 


The  Alkalol  Company,  Taunton  30,  Mass. 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  P1RST  AVENUE,  NEW  YORK  3,  N.  Y.  GRomerey  7-5504 


Oreton-M  Buccal  Tablets  containing  methyltestosterone 
dissolved  in  Polyiiydrol,®  a unique  solid  solvent,  provide 
a more  effective  and  convenient  form  of  male  sex  hormone. 

The  buccal  route  permits  methyltestosterone  to  reach  the 
circulation  directly.  Indicated  for  definitive  relief  of  menopausal 
symptoms  in  special  circumstances;  for  preventing  pain 
of  functional  dysmenorrhea;  and  to  relieve  discomfort  of 
breast  engorgement. 

Freedom  from  masculinizing  side  effects  can  be  expected  with 
recommended  dosage  of  one-half  to  one  and  one-half 
10  mg.  Oreton-M®  (Methyltestosterone  U.S.P.)  Buccal  Tablets 
dailv  (5-15  mg.). 

ORETON-M 

Axccoi.  t cMlJX/ 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


in  J\  O 


ORETON-M  Buccal  Tablets 
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WAtlACE  LABORATORIES.  InC- 


a nut  tuut  laxative  mom  a natuui 

SOURCE ...  FOR  THE  PHYSIOIOOKM 
mAimiNT  OF  CONSTIPATION 


A speoully  prepared  complex  ot  so**®  y 
atgiiMire  and  (olcium  elginote  forimej 
o hydrophilk  colloid  derived  fro* 
MatrocysHs  pyrrfera.  Contains  no  i»9"  j 

CONTENTS:  Mi  OUNCES  X 


ntrated  bulk  laxative  you've  been  waiting  for 
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A new  natural  concentrated  bulk  laxative  derived 
from  algae  of  the  sea  — not  a synthetic! 


90  per  cent  effective  in  controlled  clinical  tests  on 
“veterans  of  laxation”  (colonic  and  spastic  types) 
without  griping,  bloating  or  impaction. 


Because  of  its  marked  water  absorbing  and  retaining 
power  Kalpin  doubled  the  stool  bulk  with  less  than 
half  the  dosage  of  other  “bulk”  laxatives.  Larger  bulk 
stimulated  peristalsis  through  “stretch  reflex”. 


K %■  PIV 


Kalpin  has  been  designed  to  be  inactive  in  the  stom- 
ach but  to  be  fully  active  in  the  bowel  — a new,  exclu- 
sive feature. 


A pleasant-tasting  powder  easy  to  take,  ensuring 
greater  patient-cooperation  . . . with  considerably  less 
dosage  it  produces  smooth  liquid-retaining  mass  which 
promotes  normal  physiologic  bowel-function. 


Non-allergenic  . . . sugar-free  . . . not  chemically  forti- 
fied, it  needs  no  large  quantities  of  water  to  produce 
swelling!  Just  one  level  teaspoon  daily  with  normal 
amounts  of  water. 


Send  for  liberal  test  supply  and  literature  on  in  vitro 
and  in  vivo  action. 


KALPI M 

(a  true  bulk  laxative  from  natural  source) 


Wallace  Laboratories,  Inc. 

NEW  BRUNSWICK.  NEW  JERSEY 


BACITRACIN-NEOMYCIN  OINTMENT 


indications 

impetigo  ecthyma  paronychia 

infectious  eczematoid  dermatoses 
furunculosis  pustular  folliculitis  otitis  externa 

cutaneous  ulcers  surgical  dressings 

impetiginized  dermatoses  seborrheic  dermatitis 

infected  burns  and  wounds  hemolytic  streptococcal  dermatoses 


Neomycin  was  more  effective  for  most  skin  infections  than  other  topical 
agents  used  in  a series  of  675  cases.* 


Supplied:  Vi  at.  tubes 


Bacitracin  has  been  widely  favored  for  local  treatment  of  skin  infections.1 
The  combination  of  both  antibiotics  extends  the  broad-spectrum  activity 
of  each.1 

Literature  available  including  antibiotic  comparison  chart. 


LABORATORIES,  INC. 


MT.  VERNON.  N.  Y. 


I.  Kile.  R.  L..  and  Rockwell.  C.  M.:  J.A.M.A.  148.339.  19S2.  S 
J A M. A.  148:494.  1992.  3.  Rhoads.  P.  9.:  O R.  9:87.  1992. 


.ivingood.  C.  S . ct  ai-: 


2459 


feol  if  ot it  toioboduotn -diet  faUient 

DIASAL 

to  Ziet/i  /um  btaif  on  nib  diet 


DIASAL  is  an  outstanding  salt  substitute. 

In  addition  to  its  fine  salt  taste,  it  contains  glutamic 
acid  to  bring  out  the  natural  flavor  of  each  food 
— and  it  can  be  used  in  cooking.  At  the  same 
time  its  high  potassium  content  protects 
your  patient  against  potassium  depletion, 
a hazard  of  low-sodium  diets.1 


DIASAL  LOOKS  LIKE  SALT 
DIASAL  TASTES  LIKE  SALT 
DIASAL  POURS  LIKE  SALT 


f "Of  all  the  products  [salt  substitutes]  studied, 
I DIASAL  most  closely  approximates 
\ sodium  chloride  in . . . pour-quality, 
appearance  and  stability."2  - ' 


< 


DIASAL  IS  SAFE 


Contains  No  Lithium  • No  Sodium  • No  Ammonium 

Constituents:  potassium  chloride,  glutamic  acid  and  inert  excipients. 


DIASAL  may  be  freely  prescribed  in  congestive  heart  failure, 
hypertension,  arteriosclerosis  and  toxemias  of  pregnancy. 

It  is  contraindicated  only  in  severe  renal  disorders  and  oliguria. 

DIASAL  — in  2-oz.  shakers  and  8-oz.  bottles  at  all  pharmacies. 

Samples,  literature  and  pads  of  low-sodium  diets  available  on  request. 

1.  Fremont,  R.  E.;  Rimmerman,  A.  B.,  and  Shaltel,  H.  E.:  Postgrad.  Med.  10: 216, 1951. 

2.  Rimmerman,  A.  B.,  et  al:  Am.  Pract.  & Digest  Treat.  2:168,  1951. 


E.  FOUGERA  <£  COMPANY,  INC* 

75  Varick  Street,  New  York  13.  New  York 
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Acid  Control  in  Peptic  Ulcer 

... WITHOUT  CONSTIPATION 


Modern  antacid  therapy  with  alu- 
mina gel  is  usually  successful.  But  in 
many  cases  constipation  ensues. 

Then  you  have  the  incongruous  sit- 
uation of  the  patient  dosing  himself 
daily  with  laxatives  in  addition  to  his 
regular  alumina  gel  intake. 

You  can  help  nearly  every  patient 
avoid  this  disturbance  by  prescribing 
Gclusil.  Unlike  most  alumina  gel  prep- 
arations, it  is  singularly  free  of  consti- 
pating action.1 ,2’3-4  Gclusil  embodies  a 


unique  form  of  non-reactive  aluminum 
hydroxide  gel  combined  with  magnesi- 
um trisilicate.  It  helps  control  gastric 
hyperacidity  without  causing  consti- 
pation. 

Prescribe  Gclusil  in  liquid  or  tab- 
lets. Bottles  of  6 or  12  oz.:  boxes  of  50 
or  100  tablets. 

1.  Seley,  S.  A.:  Am.  J.  Dig.  Dis.  IS  :SSS  (July)  191,6. 

Rossien.  .1.  A'.:  Rev.  of  Gastroenterol.  10:31,-5! 
(Jan.)  191,9.  :S.  Rossien,  A.  X.  and  Victor,  A.  W.: 
Am.  J.  Dig.  Pis.  I ',  :JJG-J“!>  (Join)  191,7.  4.  Batter- 
man,  R.  C.  and  lilirenfeld.  I.:  Gastroenterol.  9:11.1 
(August)  191,7. 


Gelusil 

THE  NON-CONSTIPATING  ANTACID  ADSORBENT 

DIVISION  OF  WARNER-HUDNUT,  INC. 
NEW  YORK  11,  N.  Y. 


WILLIAM  R.  WA  R N E R 
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in  ARTHRITIS 

and  allied  disorders 


BUTAZOLIDI  Nf 


New. . . 

Non-Hormonal . . . 
Orally  Effective  . . . 
Synthetic 


(brand  of  phenylbutazone*) 


for  reliej  of  pain  plus 
improvement  of  function 


Now  available  on  prescription,  BUTAZOLIDIN  is  a new  and  potent 
agent  that  has  yielded  outstandingly  favorable  results  in  arthritis 
and  other  painful  musculoskeletal  disorders. 


On  the  basis  of  the  first  national  reports1'4  BUTAZOLIDIN: 

• Produces  therapeutic  benefit  in  virtually  all  forms  of  arthritis 
and  allied  disorders  such  as  bursitis  and  fibrositis. 

• Effectively  relieves  pain  in  approximately  75  per  cent  of  non- 
gouty  cases  and  in  almost  100  per  cent  of  cases  of  acute  gout. 

• Affords  functional  improvement  ranging  up  to  complete  remis* 
sion  in  a substantial  proportion  of  treated  cases. 

A totally  new  synthetic,  BUTAZOLIDIN  is  chemically  unrelated  to 
the  steroid  hormones.  It  is  orally  effective  and  seldom  produces 
toxic  reaction  of  a serious  character.  Moderate  in  cost,  BUTAZOL- 
IDIN may  be  prescribed  even  for  patients  of  limited  means. 

*U.  S.  PAT.  NO.  2,562.830 
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read  the  package  circular  carefully  before  prescribing. 
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the  hemorrhoidal 
patient  may  sit,  move 
and  walk  in  greater  comfort 
as  Desitin  Hemorrhoidal  Suppositories  with 
Cod  Liver  Oil  act  promptly  to . . . 

• relieve  pain  and  itching 

• minimize  bleeding 

• reduce  congestion 

• guard  against  trauma 

• promote  healing  by  virtue  of  their  con- 


it's  the  influence 

of  cod  liver  oil 

that  makes  the  great  difference  in 

DESITIN 

hemorrhoidal 


Prescribe  Desitin  Hemorrhoidal  Sup- 
positories in  hemorrhoids  (non-surgical), 
pruritus  ani,  uncomplicated  cryptitis,  papil- 
litis, and  proctitis. 


i 


Composition:  crudt 
Norwegian  cod  liver  oil, 
lanolin,  zinc  oxide,  bis- 
muth subgallate,  balsam 
peru,  cocoa  butter  base. 
No  narcotic  or  anes- 
thetic drugs  to  mask 
rectal  disease.  Boxes  of 
12  foil-wrapped  sup- 
positories. 


tents  of  high  grade  crude  Norwegian  cod  liver  oil,  rich 
in  vitamins  A and  D and  unsaturated  fatty  acids  (in 
proper  ratio  for  maximum  efficacy). 


.Wldl  samples 


DESITIN  CHEMICAL  COMPANY  • 

70  Ship  Street  • Providence  2.  R.  I. 


2463 


2464 


stimulation 


relaxation 


When  spasm  of  the  sphincter  of  Oddi 
(left)  is  relaxed  (right),  bile  pours 
into  the  duodenum. 

In  many  biliary  conditions, 
combined  hydrocholeretic  and 
antispasmodic  therapy  is  indicated 
for  best  results  to  flush  the  bile 
ducts  with  a greater  volume  of 
bile  and  to  relax  spasm  in  the 
sphincter  of  Oddi. 


Dehydrocholic  acid,  the  most 
potent  hydrocholeretic  known, 
stimulates  copious  secretion  of 
thin,  free-flowing  bile... increases 
volume  output  by  as  much  as 
190% ...  is  the  least  toxic  of  any 
bile  salt,  bile  acid,  or  their 
derivatives. 

f/omtftropine  met  hylhr  amide 
and  phenobarbital,  by  their 
synergistic  spasmolytic-sedative 
actions,  relax  spasm  of  the 
sphincter  of  Oddi— and  neutralize 
hypertonic  dysfunction  of  the 
biliary  tract. 

Choian-HMB  contains,  in 
addition  to  dehydrocholic  acid- 
Maltbie,  250  mg,  ( 334  gr.)  per 
tablet,  the  spasmolytic  homa- 
tropine  methylbsomide  2,5  mg. 

( 1/24  gr.),  and  phenobarbital 
8 mg.  ( V8  gr. ) . 


free-flowing  bile 


of  spasm  in  sphincter  of  Odd 


MALTBIE  LABORATORIES,  INC,  Newark  1,  N.  J 

MALTBIE  . . . first  to  develop  American  process  for 
converting  crude  viscous  ox-bile  into  chemically  pure 
dehydrocholic  acid.  A 


In  the  treatment  of  alcoholism  with  "Antabuse". 


Q.  Does  "Antabuse"  potentiate  the 
sedative  effect  of  barbiturates? 


A.  No.  We  have  seen  no  clinical 
evidence  that  there  is  a potentia- 
tion of  the  sedative  effect  of 
barbiturates  by  "Antabuse"  when 
both  drugs  are  used  in  ordinary 
therapeutic  dosages.  In  animals, 
however,  a potentiating  effect  has 
been  shown  but  only  when  doses  of 
barbiturates  far  beyond  the 
clinical  range  were  employed. 


The  above  is  typical  of  the  count- 
less questions  received  from  the 
medical  profession.  Should  you 
require  further  information  re- 
garding this  or  any  other  aspect 
of  "Antabuse"  therapy,  please  feel 
free  to  call  on  us.  Descriptive 
literature  is  available  on  request. 


Brand  of  specially  prepared  and  highly  purified 
tetraethylthiuram  disulfide 

. . .ji  "chemical  fence"  for  the  alcoholic 

Supplied  in  tablets  of  0.5  Gm., 
bottles  of  50  and  1,000 

Ayerst,  McKenna  & Harrison  Limited 

New  York,  N.  Y.  • Montreal,  Canada 


2466 


NO  OTHER  SULFONAMIDE  PREPARATION 
EQUALS  SULFOSE 

SULFOSE  is  most  effective 

• highest,  most  prolonged  blood  levels 

• superior  tissue  distribution 

• most  powerful  antibacterial  action 

• fewest  daily  doses  required 

SULFOSE  is  safest 

• least  tissue  toxicity  (least  damage  to  blood  cells,  lowest  incidence 
of  anorexia,  nausea,  vomiting,  vertigo,  etc.) 

• lowest  incidence  of  sensitization 

• less  likely  to  produce  crystalluria  in  acid  urine 

SULFOSE  is  more  convenient 

• low  daily  dosage  requirement  . . . minimal  interference  with 
patient’s  rest 

• alkali  adjuvant  less  likely  to  be  needed 

SULFOSE  is  more  economical 

• on  basis  of  cost  per  dose,  and  . . . 

• on  basis  of  daily  dosage  cost 

SULFOSE  is  unusually  palatable 

• makes  therapy  acceptable  to  young  and  old 

SUSPENSION 

SULFOSE 

Triple  Sulfonamides  Wyeth 

Supplied:  Bottles  of  1 pint.  Each  teaspoonful  (5  cc.)  supplies  0.5  Gm.  total  sulfonamides 
(0.167  Gm.  each  of  Sulfadiazine,  Sulfamerazine  and  Sulfamethazine)  in  a special  alumina 
gel  base. 

Also  available:  Tablets  SULFOSE,  0.5  Gm.;  bottles  of  100. 

Incorporated,  Philadelphia  2,  Pa. 


£ 
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Tracinets®  Troches  provide  effective  topical  treatment  for  mild  throat  and  mouth  infections. 
Containing  50  units  of  bacitracin  and  1 mg.  of  tyrothricin,  these  pleasant-tasting  troches  exert 
a synergistic  antibiotic  effect  for  more  rapid  and  effective  clinical  control  of  certain  suscep- 
tible throat  infections.  Tracinets  Troches  also  contain  benzocaine  to  relieve  local  irritation 
and  discomfort.  Supplied  on  prescription  only  Vials  of  12.  Sharp  K Dohme,  Philadelphia  1,  Pa. 
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Easy- to -Take  Antibacterial 
for  Infections  in  Children 

When  hypos  frighten  and  tablets  stiek  in  re- 
luctant throats,  both  child  and  parent  wel- 
come palatable  Suspension  ‘Neopenzine.’  In 
it  the  three  “ideal’’  sulfonamides  are  com- 
bined with  penicillin — G to  provide  broad- 
spectrum  antibacterial  action.  The  usual 
twenty-four-hour  dose  (one  teaspoonful  four 
times  a day)  provides  800,000  units  of  peni- 
cillin— G and  2 Gm.  of  the  “diazine”  sulfona- 
mides. If  the  urinary  output  is  normal,  no 
alkalies  are  necessary.  Prescribe  the  60-cc. 
potency-protector  combination  package  — 
available  at  pharmacies  everywhere. 

Eli  Lilly  and  Company 
Indianapolis  6,  Indiana , U.S.A. 


children  like 


SUSPENSION 


.5  CC  \ {appioximately  one  teaspoon ful)  contain: 

Penicillin — G,  Crystalline- 

Potassium  (Buffered) 200.000  units 

"Diazine”  Sulfonamides.  ...  .0.5  Gm. 

(Sulfa:  Diazine-  Merazine-Methazine , 
of  each , 0.167  Cm.) 


Neopenzine 

(PENICILLIN  WITH  SULFONAMIDES,  LILLY) 
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Editorials 

Changing  American  Habits 


The  Secretary  of  Labor  on  August  18, 
1952,  reported  that  the  average  city  family 
in  this  country  overspent  its  income  “by 
more  than  1400  in  1950.”1  In  that  year 
average  urban  family  income  was  about 
$4,300  after  payment  of  personal  taxes,  but 
the  family  paid  out  $4,700  and  “therefore 
had  to  draw  on  savings  or  increase  its  in- 
debtedness by  ‘several  hundred  dollars’  to 
cover  its  purchases  of  consumer  goods  and  to 
cover  services  and  donations.”  The  survey 
covered  91  cities,  small,  medium,  and  large, 
and  among  other  significant  data  showed 
that  personal  tax  payments  of  families  in  the 
survey  were  fairly  uniform,  ranging  from  7 
to  9 per  cent  of  their  incomes.  Personal  in- 
surance premiums  varied  from  $150  to  $250 
a year,  with  wage  and  salaried  workers  car- 
rying less  insurance  than  other  families, 
their  average  being  about  4.5  per  cent  of 
their  disposable  incomes.  The  investigators 
found  that,  if  personal  insurance  premiums 
were  considered  as  increases  in  family  assets 
they.,  would  about  cancel  out  the  net  defi- 
cits reported. 


“In  all,”  the  report  said,  “families  paid  out 
about  6 per  cent  more  in  1950  than  they  had 
current  income  available  for  spending  after 
paying  taxes  amounting  to  7 per  cent  of  their 
total  income.”1 

Physicians  should  be  particularly  in- 
terested in  the  findings  of  the  Bureau  of 
Labor  Statistics  since  they  deal  in  great 
measure  with  average  families.  But  the 
family  lives  within  county,  state,  anti  Federal 
governments.  Of  family  overspending  the 
World-Telegram  and  Sun  says  editorially:2 

Since  the  government  is  setting  such  a glori- 
ous example  of  it,  small  wonder  so  many  tax- 
payers choose  to  spend  more  than  they  make. 

Taxes  have  gone  up.  So  have  prices.  But 
many  people  have  had  pay  increases  in  the  last 
year,  and  they  hardly  could  expect  prices  to 
stand  still  while  wages  go  up. 

The  worst  victims  of  inflation  are  the  people 
who  used  to  be  considered  our  best  citizens — 
the  thrifty.  The  dollars  they  saved  years  ago 
are  woefully  shrunken  in  value. 

It  is  alarming,  however,  that  so  many  people 

1 New  York  Times,  August  18,  1952,  p.  1. 

s World-Teleeram  and  Sun,  August  19,  1952,  p.  18. 
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either  cannot  or  will  not  make  ends  meet.  They 
are  going  to  realize  some  cold  morning  that  only 
governments  have  that  privilege.  And  even 
governments  can’t  do  it  forever. 

Spending  habits  of  states  appeared  in  the 
news  stories  at  nearly  the  same  time.  One  of 
these  stories  was  based  on  a survey  of  state 
spending  habits,  and  it  showed  that  the  lat- 
ter, since  the  war,  have  developed  a decided 
taste  for  red  ink.  This  survey,  conducted  by 
the  Tax  Foundation,  shows  that  whereas  in 
1946  only  one  state  spent  more  than  it  re- 
ceived, the  number  had  risen  to  16  by  1948 
and  to  36  by  fiscal  1950.  (It  fell  off  to  27  in 
1951.)  State  expenditures  have  risen  each 
year  since  1940,  climbing  from  $5.1  billions 
in  that  year  to  $13.9  billions  in  1951. 3 

It  is  probable  that  the  current  estimated 
national  deficit  of  $10.3  billion  dollars  will 
put  the  Federal  government  in  the  red 
$267,505,000,000. 4 One  might  say,  after  re- 


3  New  York  Times,  August  20,  1952,  p.  22. 

4 Daily  News,  August  20,  1952,  p.  4. 


flection,  that  matters  are  becoming  serious. 

One  can  comprehend  a matter  of  $400 
overspending  on  earnings  of  $4,300  by  an 
average  family.  It  is  not  a good  report  or  a 
happy  situation,  but  it  is  understandable  by 
plain  folks  because  they  can  visualize  400 
objects  said  by  experts  to  be  dollars.  Also, 
an  average  urban  family  can,  by  the  exercise 
of  some  restraint,  do  something  to  correct 
the  deficit.  But  who  can  visualize  $267  bil- 
lion units  of  any  kind?  Yet  these  units  are 
being  overspent  on  behalf  of  individuals  and 
the  average  families  by  governmental  agents 
and  agencies  to  an  extent  that  defies  com- 
prehension. As  a result  very  few  persons  try 
to  understand,  much  less  do  anything  about 
it. 

So,  from  top  to  bottom,  deficits.  Debt. 
Why  save  when  you  can  borrow?  Is  this  to 
be  the  new  habit  pattern  for  America?  We 
hope  not,  but  the  present  trend  seems  to  be 
in  that  direction.  Is  it  too  much  to  hope  that 
possibly  new  leadership  at  the  top  may  re- 
verse the  trend? 


Current  Editorial  Comment 


Attention  Pediatricians.  What  is  really  tribution  to  describe  the  probability,  p,  of  1,  2, 
known  about  the  burping  habits  of  infants?  3,  . . . n burps,  thus: 

The  Lancet,  through  a correspondent,  con- 
tributes weightily  to  this  subject,  as  fol- 
lows:1 


m2  m3  , m 
1 + m + 2f  + 3!  • • • + 


“You  can’t  get  very  far  in  medicine  without 
statistics,”  my  scientific  colleague  told  me,  and 
I have  never  ceased  to  be  grateful  for  the  ad- 
vice. As  a subject  for  my  thesis  I had  chosen 
indigestion  in  infants  and  was  making  little 
progress  despite  long  and  painstaking  clinical 
observation.  Then  my  colleague’s  remark 
came  back  to  me,  and  my  well-known  “Statis- 
tical Analysis  of  Burping  in  Infants”  was  the 
result.  A brief  summary  will  show  how  a 
simple  statistical  approach  enlivens  the  dullest 
subject. 

...  An  analysis  has  been  made  of  the  age, 
sex,  weight,  and  abdominal  circumference  of 
the  infants  and  their  mothers,  together  with  the 
effects  of  breast-feeding,  bottle-feeding,  father’s 
occupation,  age  of  siblings,  and  economic 
status  of  the  family.  Assuming  a random  oc- 
currence of  burps  one  can  use  the  Poisson  dis- 

> May  3,  1952,  p.  921. 


Our  experimental  investigation  covered  a 
period  of  18  burp-houis  made  by  12  independ- 
ent observers  (11  degrees  of  freedom).  The 
burp-multiplicity  (m)  = 0.283  per  burp-hour. 
“Student”  t test  gave  t = 7.138,  which,  for  112 
degrees  of  freedom  (there  were  113  burps  per 
observer),  gives  a chi-square  of  3.8.  Analysis 
of  variance  showed  that  the  variation  within 
observers  gave  a mean  variance  of  ± 14.6. 
which,  for  11  degrees  of  freedom,  can  safely  be 
neglected.  The  variance  within  burps  is  ±5.3 
for  112  degrees  of  freedom.  The  correlation  coef- 
ficient, r,  = 0.789. 

My  statistical  colleague  tells  me  that  these 
results  are  highly  significant — of  what,  I 
wonder. 

Our  esteemed  colleague  is  in  doubt.  Surely 
there  must  be  some  among  us  who  could  be 
helpful.  Possibly  the  mean  variance  of 
± 14.6  for  11  degrees  of  freedom  can  not 


October  15,  1952] 


EDITORIALS 


2471 


“safely  be  neglected.”  If  one  is  neglectful, 
one  may  lose  eleven  degrees  of  freedom  and 
the  Bill  of  Rights  in  the  bargain.  Remember 
to  register-  and  vote.  Statistically,  the  re- 
sults can  be  highly  significant.  Burping  in- 
fants will  some  day  go  to  the  polls,  or  will 
they?  Now,  we  wonder! 


Worry  is  interest  paid  by  those  who  borrow 
trouble. — George  W.  Lyons 


Drafting  of  Physicians.  Selective  Service 
headquarters  has  ordered  local  draft  boards 
to  start  classification  of  priority  3 physicians 
and  dentists.  These  are  the  men  registered 
under  the  doctor-draft  law  who  have  had  no 
active  duty  in  any  of  the  armed  services 
subsequent  to  September  16,  1940.  The 
Armed  Forces  Medical  Policy  says,  however, 
that  it  does  not  anticipate  that  any  of  this 
group  will  be  called  before  April  or  May  of 
next  year.  It  estimates  that  the  pool  of 
priority  1 physicians  will  be  exhausted  by 
the  end  of  this  year  and  of  priority  2 physi- 
cians by  March  or  April  of  next  year.  When 
priority  3 physicians  are  called,  they  will  be 
selected  for  induction  in  the  order  of  dates 
of  birth,  with  the  youngest  being  selected 
first,  according  to  present  plans  of  Selective 
Service.  This  is  because  this  group  has  had 
no  military  service,  the  council  explained. 


There  is  no  greater  folly  in  the  world  than 
for  a man  to  despair. — Cervantes 


Apparent  Decline  in  Average  Tempera- 
tures. From  the  American  Geographical 
Society  via  the  seventeenth  congress  of  the 
International  Geographical  Union  comes 
word  from  Dr.  Hans  W.  Ahlmann,  “world- 
famed  climatologist  and  diplomat,”1  that 
sometime  in  the  nineteen-forties  average 
northern  hemisphere  temperatures  began  to 
decline  for  the  first  time  in  many  decades. 

To  those  of  us  here  who  have  recently  ex- 
perienced the  hottest  July  on  record  re- 
portedly, Dr.  Ahimann’s  views  seem  more 
than  acceptable.  All  the  same  we  shall  hold 


on  to  our  air  conditioner  for  a few  years 
longer,  just  in  case.  That  our  decision  seems 
justified  is  indicated  by  the  doctor’s  conclud- 
ing observations. 

Whether  the  leveling  off  is  just  a temporary 
phase  of  a continuing  increase  in  temperature 
or  whether  it  presages  a decrease  in  northern 
world  temperatures  remains  to  be  seen,  Dr. 
Ahlmann  said.  The  past  increase  has  been 
readily  apparent,  he  added.  Pines  and  spruces 
are  now  growing  farther  and  farther  north,  the 
introduction  of  new  cereal  crops  into  the  Far 
North  has  been  accomplished,  and  a great 
shift  in  northern  economic  life  is  under  way. 

The  increased  area  made  available  for  the 
planting  of  cereal  crops  by  retreat  of  the  ice 
could  be  a great  factor  in  the  provision  of 
better  nutrition  for  millions  over  the  years 
to  come  and  might  well  be  a means  of  secur- 
ing a better  prospect  for  lasting  peace. 


Self-reliance  and  self-respect  are  about  as 
valuable  companions  as  we  can  carry  in  our 
pack  through  life. — Luther  Burbank 


Small  Communities.  It  may  interest  the 
membership  that,  according  to  recent  in- 
formation, most  Americans  still  live  in  small 
communities.1  Says  the  Bulletin: 

The  United  States  is  generally  pictured  in 
terms  of  its  skyscrapers,  giant  industrial  plants, 
and  large  crowded  cities.  Actually,  most  of  the 
people  in  our  country  live  in  fairly  small  com- 
munities or  in  rural  areas.  According  to  the 
census  of  1950,  three  fifths  of  our  population 
lives  in  places  with  fewer  than  25,000  inhab- 
itants. 

Little  more  than  one  tenth  of  the  people  in 
the  United  States  reside  in  the  five  cities  of 

1.000. 000  or  over;  less  than  one  quarter  live  in 
cities  with  populations  exceeding  250,000.  In 
fact,  25  states  do  not  have  any  cities  as  large  as 

250.000,  and  of  these,  13  have  no  cities  above 
the  100,000  mark. 

The  total  population  of  the  United  States 
has  doubled  in  the  past  half  century,  and  the 
number  of  people  living  in  cities  has  grown  even 
faster.  Nevertheless,  by  1950  there  were  only 
seven  states  in  which  more  than  half  the  people 
lived  in  cities  larger  than  25,000;  the  list  iiv- 
cludes  a contiguous  group  of  northeastern 
states  consisting  of  Massachusetts,  Rhode 


1 New  York  Times,  August  7,  1952,  p.  23. 


1 Stat  Bull.  Met.  Life  Ins.  Co.  35:  1 (April)  1952. 
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Island,  Connecticut,  New  York,  and  New 
Jersey,  as  well  as  Illinois  and  California.  Over 
the  rest  of  the  country,  people  in  relatively 
small  towns  and  rural  areas,  notwithstanding 
the  trend  toward  urbanization,  still  constitute 
a clear  majority  of  the  population. 

This  is  of  significance,  it  would  seem,  to 
young  physicians  seeking  to  locate  and  to 
build  new  practices.  With  taxes  in  urban 
areas  rising  rapidly  and  automobile  insurance 
rates  on  the  upward  swing,  more  particu- 
larly in  New'  York  City,  the  small  com- 
munity as  a place  to  live  and  work  has  its  ad- 
vantages still. 

We  urge  those  young  men  and  women  in 
medicine  who  will  shortly  start  in  for  them- 
selves to  consider  the  present  advantages  of 
the  small  communities.  With  population 
growth  still  increasing,  small  communities 
have  a way  of  growing  up  to  larger  ones  in 
the  course  of  time.  It  is  worth  thinking 
over. 


Use  of  Gamma  Globulin  in  Prevention  of 
Paralytic  Poliomyelitis.  Whether  gamma 
globulin  w ill  be  effective  in  the  prevention  of 
paralytic  poliomyelitis  is  not  now  known. 
On  the  basis  of  animal  experiments  and  pre- 
liminary study  on  humans,  it  is  possible  that 
globulin  will  have  value  in  human  polio- 
myelitis, but  serious  questions  remain  to  be 
answered  before  such  a hope  can  be  substan- 
tiated. Nevertheless,  public  dissemination 
of  information  on  the  status  and  objectives 
of  current  studies,  incompletely  presented 
or  misunderstood,  has  created  a demand 
for  gamma  globulin  w'hich  cannot  be  met. 

Virtually  the  entire  output  at  current  pro- 
duction rates  is  required  to  meet  the  demand 
for  prevention  or  modification  of  the  course 
of  measles  and  infectious  hepatitis. 

Under  the  circumstances,  it  is  obvious 
that  the  existing  limited  supply  and  cur- 
rent production  of  gamma  globulin  should  be 
reserved  for  use  in  these  diseases  in  which 
its  efficacy  has  been  established. 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 
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THE  DIAGNOSIS  OF  LEUKEMIA 

Joseph  H.  Burchenal,  M.D.,  New  York  City 

( From  the  Chemotherapy  Service,  Memorial  Center  for  Cancer  and  Allied  Diseases,  and  the  Sloan-Ketlering 

Institute  for  Cancer  Research ) 


THE  most  important  factor  in  making 
the  diagnosis  of  leukemia  is  a high  index 
of  suspicion  on  the  part  of  the  clinician. 
Except  in  rare  instances,  the  diagnosis  once 
suspected  is  easily  made,  although  the  dif- 
ferentiation into  type  may  be  considerably 
more  difficult.  The  laboratory  studies 
needed  for  a diagnosis  of  any  type  of  leuke- 
mia are  a total  white  blood  cell  and  differ- 
ential count,  red  cell,  hemoglobin,  and  plate- 
let determinations  on  the  peripheral  blood, 
and  a differential  count  on  a bone  marrow 
aspiration,  usually  obtained  from  the  ster- 
num or  the  iliac  crest.  In  chronic  lympho- 
cytic leukemia,  a biopsy  of  an  enlarged  node 
may  be  helpful  in  making  the  diagnosis. 
Since  in  leukemia  the  basic  lesion  is  the  re- 
placement of  the  normal  elements  of  the 
bone  marrow  by  immature  neoplastic  cells, 
derived  from  the  blood  forming  tissues,  the 


This  investigation  was  supported,  in  part,  by  a research 
grant  from  the  National  Cancer  Institute  of  the  National 
Institutes  of  Health,  U.S.  Public  Health  Service,  in  part  by 
an  institutional  grant  from  the  American  Cancer  Society, 
and  in  part  by  funds  from  the  Damon  Runyon  Memorial 
Fund  for  Cancer  Research,  Inc.,  the  Lasker  Foundation,  and 
the  Grant  Foundation. 


symptoms  of  the  disease  can  be  divided 
roughly  into  three  categories  according  to 
whether  they  are  caused  by  changes  in  the 
production  of  normal  white  cells,  red  cells, 
or  platelets. 

In  acute  leukemia  the  marrow  contains 
an  abnormally  high  percentage  of  very  im- 
mature cells  of  the  white  cell  series  (Fig.  1). 
It  is  usually  hyperplastic  but  occasionally 
may  be  hypoplastic.  In  most  cases  there  is 
almost  complete  replacement  of  the  normal 
marrow  elements  by  lymphoblasts,  myelo- 
blasts, promyelocytes,  or  very  immature 
undifferentiated  cells  which  are  usually 
termed  stem  cells.  In  certain  early  cases, 
however,  particularly  those  of  the  subacute 
granulocytic  variety,  the  percentage  of  blast 
cells  may  be  much  lower.  In  most  cases  of 
acute  leukemia  the  examination  of  a marrow 
aspiration  stained  with  Wright’s  stain  will 
make  the  diagnosis  certain. 

In  the  peripheral  blood  the  total  white 
blood  cell  count  may  be  high,  normal,  or 
low,  but  since  most  of  the  cells  are  abnormal 
in  type  the  patient  is  less  able  to  combat  in- 
fection. Ulceration  and  infection  of  the 
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mouth,  gums,  and  anus  are  not  infrequently 
seen,  and  abscesses  and  cellulitis  from  minor 
cuts  and  scratches  are  common.  In  the  pa- 
tient in  whom  antibiotics  are  not  used, 
streptococcic  or  staphylococcic  tonsillitis 
and  pharyngitis  or  any  of  the  previously 
mentioned  infections  may  rapidly  progress 
to  a bacteremia.  Infiltration  of  tissues  by 
the  neoplastic  leukemic  cells  causes  lym- 
phadenopathy,  splenomegaly,  hepatomeg- 
aly, and  occasionally  hypertrophy  of  gums 
and  skin  infiltrations.  In  children,  infiltra- 
tion of  bones  and  joints  is  common,  causing 
bone  pain  and  joint  swelling  which  may  sim- 
ulate rheumatic  fever. 

The  absence  of  erythroid  activity  in  the 
marrow  and  possibly  a decreased  life  span  of 
the  circulating  red  blood  cells  leads  to  a 
severe  anemia  with  the  accompanying  symp- 
toms of  pallor,  easy  fatiguability,  and  dysp- 
nea on  exertion.  The  hemic  murmur  which 
is  present  because  of  this  anemia  again  helps 
to  confuse  the  disease  with  rheumatic  fever 
in  children.  The  decreased  megakarvocytie 
activity  in  the  bone  marrow  and  the  decrease 
of  platelets  in  the  circulating  blood  lead  to 
peteehiae,  ecchymoses,  bleeding  gums,  epis- 
taxes,  melena,  hematuria,  and  cerebral  hem- 
orrhage. 

In  chronic  myelocytic  leukemia,  the  mar- 
row is  hyperplastic  with  an  abnormally  high 
percentage  of  myelocytes  and  promyelo- 
cytes (Fig.  2).  In  the  peripheral  blood 
the  total  leukocyte  count  is  usually  markedly 
elevated  with  a high  percentage  of  myeloid 
elements,  ranging  from  myelocytes  and 
metamyelocytes  to  mature  polymorpho- 
nuclear leukocytes.  In  the  early  stages 
these  patients  are  not  as  susceptible  to  in- 
fections as  those  with  the  acute  or  with  the 
chronic  lymphocytic  forms  of  the  disease. 
Splenomegaly  is  the  characteristic  early 
physical  finding  on  these  patients,  but  hepa- 
tomegaly usually  appears  later.  Except  in 
the  late  stages,  lymphadenopathy  does  not 
occur,  and  when  present  it  is  a bad  prog- 
nostic sign. 

The  erythroid  activity  is  frequently  de- 
pressed in  the  early  untreated  case,  and  a 
mild  anemia  is  present.  In  contrast  to  the 
acute  leukemias  or  chronic  lymphocytic 
leukemia,  the  platelets  are  usually  normal 
or  elevated  rather  than  decreased  in  the 
chronic  myelocytic  form  of  the  disease,  and 
there  is  less  of  a hemorrhagic  tendency. 

Tn  chronic  lymphocytic  leukemia,  the 
marrow  is  hyperplastic,  and  the  normal  ele- 
ments are  almost  completely  replaced  by 
small  lymphocytes  (Fig.  3).  In  the  periph- 


eral blood  the  white  cell  count  is  usually 
elevated  with  a high  percentage  (over  80 
per  cent)  of  mature  lymph ocytes.  The 
lymph  nodes  are  usually  markedly  enlarged, 
but  splenomegaly  is  generally  not  so  striking 
as  in  the  chronic  myelocytic  form.  Skin 
infiltrations  and  tumors  may  be  present,  and 
low  grade  infections  are  frequent.  The 
erythroid  activity  is  eventually  depressed 
with  the  consequent  development  of  anemia, 
pallor,  and  easy  fatiguability,  but  in  the 
early  stages  the  patient  may  show  no  ane- 
mia. The  platelets  are  usually  depressed, 
but  a true  bleeding  diathesis  may  not  be 
present  early  in  the  disease. 

Acute  leukemia  can  be  differentiated  from 
thrombocytopenic  purpura  by  the  presence 
in  leukemia  of  abnormal  white  cells  in  blood 
and  mafrow,  by  the  marked  anemia,  and  by 
the  absence  of  megakaryocytes  in  the  mar- 
row. It  can  be  differentiated  from  infec- 
tious mononucleosis  and  infectious  lympho- 
cytosis of  children  by  the  low  platelet  count, 
by  the  anemia,  and  by  the  abnormal  marrow. 
In  addition,  in  leukemia  the  heterophile  ag- 
glutination is  usually  negative,  while  in  in- 
fectious mononucleosis  it  is  usually  positive. 
Some  types  of  acute  leukemia  are  occasion- 
ally confused  with  a leukemoid  reaction  due 
to  tuberculosis  or  overwhelming  sepsis. 
This  is  a very  rare  condition,  however,  and 
most  cases  of  suspected  leukemoid  reaction 
to  infection  turn  out  to  be  leukemia.  Blood 
and  marrow  studies  distinguish  leukemia 
from  rheumatic  fever,  although  the  clinical 
similarity  may  be  striking. 

Chronic  myelocytic  leukemia  can  be  dif- 
ferentiated from  myeloid  metaplasia  by  the 
usually  higher  white  cell  count,  relative  ab- 
sence of  normoblasts  in  the  peripheral 
blood,  and  bv  the  leukemic  marrow;  from 
polycythemia  vera  by  the  normal  or  low 
hematocrit  and  red  cell  count,  and  from  a 
leukemoid  reaction  by  the  appearance  of  a 
large  spleen  in  the  absence  of  symptoms  of 
infection. 

Chronic  lymphocytic  leukemia  can  be  dif- 
ferentiated from  Hodgkin's  disease  by  the 
high  percentage  of  small  lymphocytes  in  the 
peripheral  blood  and  from  both  Hodgkin’s 
disease  and  lymphosarcoma  by  node  biopsy. 

In  summary,  it  is  usually  easy  to  make  the 
diagnosis  of  leukemia  if  it  is  suspected,  and  a 
carefid  history,  physical  examination,  and  a 
few  simple  laboratory  studies  are  done.  The 
diagnosis  should  be  confirmed  in  all  cases  by 
examination  of  a bone  marrow  aspiration. 

( Number  Four  of  a Series  on  Cancer' Diagnosis) 


Fig.  1.  Marrow  of  patient 
with  acute  leukemia. 
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Fig.  2.  Marrow  of  patient  with 
chronic  myelocytic  leukemia. 


Fig.  3.  Marrow  of  patient  with 
chronic  lymphocytic  leukemia. 
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SURGERY  OF  MITRAL  STENOSIS 


Robert  H.  Wylie,  M.D.,  New  York  City 


(From  the  Department  of  Surgery,  Columbia  University  College  of  Physicians  and  Surgeons,  and  the 

First  Surgical  Division,  Bellevue  Hospital) 


ALTHOUGH  the  concept  of  opening  the 
stenotic  mitral  valve  surgically  occurred  to 
Brunton  and  Samvvays  at  the  beginning  of  this 
century,  it  was  not  until  the  early  1920’s  that  any 
practical  study  of  carrying  out  this  idea  was 
made.1'  2 At  this  time  Cutler  and  his  associates, 
after  a thorough  appraisal  of  the  problem,  ac- 
cepted seven  patients  for  an  operation  performed 
through  the  ventricle  with  blind  excision  of  a 
portion  of  the  stenotic  valve.3,  4 Only  one  pa- 
tient survived,  and  the  procedure  was  given  up. 
At  this  time  also,  Souttar  in  England  operated 
with  success  upon  one  patient  with  mitral  steno- 
sis.5 He  used  an  approach  to  the  valve  through 
the  auricular  appendage  and  dilated  the  valve 
with  his  finger,  thus  heralding  the  present  attack 
upon  the  problem.  However,  it  was  not  until 
approximately  four  years  ago  that  progress  in  the 
surgery  of  the  mitral  valve  was  realized  under  the 
leadership  of  Bailey  and  Harken.6-8 

It  will  be  the  purpose  of  this  paper  to  examine 
in  some  detail  the  anatomy  and  function  of  the 
mitral  valve,  to  describe  the  technic  of  the  opera- 
tion for  opening  the  stenotic  valve,  and  to  em- 
phasize the  importance  of  selection  and  follow-up 
of  these  patients.  These  latter  considerations 
are  crucial  because  now  that  the  mitral  valve  can 
be  opened  with  a reasonable  mortality,  there  is 
a great  responsibility  upon  the  physician  as  well 
as  the  surgeon  in  the  close  examination  of  indi- 
cations for  this  operation. 

The  success  of  the  present  attack  upon  the  mi- 
tral valve  is  dependent,  first,  upon  a relatively  safe 
approach  to  the  mitral  valve  through  the  auricular 
appendage  with  the  finger  so  that  the  opening  of 
the  valve  is  guided  by  palpation  and,  second,  upon 
the  discoveiy  that  the  stenosed  mitral  valve  can 
be  opened  in  the  commissures,  thus  relieving  the 
block  at  the  valve  without  producing  regurgita- 
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tion.  To  understand  fully  how  the  mitral  valve 
can  thus  be  opened  while  still  preserving  its 
function,  it  is  necessary  to  consider  the  anatomic, 
pathologic,  and  physiologic  aspects  of  the  mitral 
valve. 

This  valve  is  a slightly  conical  cuff,  its  base 
attached  at  the  mitral  ring  and  its  apex  secured 
by  the  guy  ropes  of  the  chordae  tendineae  to  the 
ventricular  wall.  The  attachments  of  the  chordae 
are  grouped  most  heavily  in  two  areas  to  form  a 
large  anteromedial  or  aortic  leaflet  and  a smaller 
posterolateral  or  ventricular  leaflet.  The  large 
aortic  leaflet,  which,  because  of  its  origin  at  the 
base  of  the  ring  surrounding  the  aortic  orifice,  ap- 
pears as  a downward  prolongation  from  the  poster- 
ior border  of  the  aorta,  is  by  far  the  most  impor- 
tant structure  in  the  closure  of  the  mitral  valve. 
As  emphasized  by  Harken,  this  leaflet  acts  as  a 
baffle  to  deflect  the  stream  of  blood  in  systole  into 
the  aorta  and  purses  with  the  smaller  posterior 
leaflet  to  close  the  mitral  orifice.  The  second 
mechanism  of  importance  in  the  closure  of  the 
mitral  valve  is  the  sphincter  action  at  the  mitral 
ring  achieved  by  the  contraction  of  the  ventric- 
ular muscle  in  systole.  The  sphincter-like 
action  moves  the  base  of  the  posterior  leaflet  in- 
ward in  systole  to  meet  with  the  bulging  baffle  of 
the  aortic  leaflet  . The  portions  of  this  membran- 
ous cuff  which  lie  between  the  leaflets  become  in- 
folded in  the  closure  of  the  valves,  and  it  is  these 
areas  of  infolding  which  become  fused  in  disease 
to  produce  an  anatomic  reality,  the  commissures. 

In  rheumatic  disease  the  mitral  valve  becomes 
distorted  with  the  contractures  of  fibrosis  and 
often  calcification.  This  distortion  may  be 
limited  in  extent  and  may  resemble  merely  a 
purse-string  fibrous  puckering  of  the  valve  ori- 
fice with  the  main  portions  of  the  leaflets  re- 
maining soft  and  pliable.  In  those  instances 
where  the  valve  orifice  is  mainly  involved,  the 
valve  leaflets  may  close  above  the  rigid  stenotic 
opening  to  prohibit  regurgitation  because  the 
baffle  effect  of  the  aortic  leaflet  and  the  sphincter 
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action  of  the  mitral  ring  of  the  ventricle  are  still 
effective  in  the  closure  of  the  valve.  In  more 
advanced  cases  the  leaflets  themselves  may  be- 
come fibrosed  and  calcified  so  that  the  whole 
valve  becomes  a rigid  calcified  plaque  with  a 
small  ovoid  opening.  In  some  of  these  cases 
where  the  aortic  leaflet  is  involved  and  shortened, 
mitral  regurgitation  may  be  the  predominant 
feature. 

Another  variant  of  the  deformity  of  the  valve 
in  disease  may  be  a tough  fibrosis  of  the  leaf- 
let with  a marked  elongation  of  the  cone  of 
the  valve  due  to  extensive  fibrosis  and  contrac- 
ture of  the  chordae  tendineae.  This  type  does 
not  lend  itself  to  finger  manipulation  but  must  be 
cut  in  the  commissure  with  a knife. 

The  technic  of  opening  the  mitral  valve,  as 
developed  by  Bailey  and  Harken  and  now  prac- 
ticed in  many  clinics  throughout  this  country  and 
abroad,  is  based  on  an  approach  to  the  valve  by 
the  insertion  of  the  index  finger  through  the  auric- 
ular appendage.  In  most  instances  the  valve  may 
be  adequately  opened  by  finger  dissection  in  the 
commissures  of  the  valve.  Where  this  maneuver 
fails,  the  valve  must  be  severed  between  the  leaf- 
let with  a knife.  Any  injury  by  tearing  or  inci- 
sion into  the  large  anterior  aortic  leaflet  has  the 
disastrous  effect  of  causing  an  uncontrollable  re- 
gurgitation. 

The  technic,  as  practiced  at  Bellevue  Hospital, 
is  briefly  as  follows:  With  the  patient  lying  re- 
cumbent on  the  right  side,  the  chest  wall  is  opened 
widely  in  the  fourth  left  interspace  by  an  inter- 
costal incision  extending  from  the  transverse  proc- 
ess of  the  vertebra  to  the  lateral  border  of  the 
sternum  anteriorly.  A small  incision  is  made  in 
the  pericardium,  and  5 cc.  of  5 per  cent  Novocaine 
solution  are  instilled  and  allowed  to  remain  in  the 
pericardial  sac  for  five  minutes.  The  pericar- 
dium is  then  incised  longitudinally  1 cm.  anterior 
or  posterior  to  the  phrenic  nerve  depending  upon 
the  position  of  the  underlying  left  auricular  ap- 
pendage. The  appendage  is  usually  distended 
and  easily  accessible.  However,  in  every  case  of 
auricular  fibrillation  the  appendage  has  been  the 
site  of  an  organized  or  organizing  thrombus  in 
our  experience.  After  infiltration  of  the  base  of 
the  appendage  with  0.5  per  cent  Novocain?,  a 
purse-string  suture  of  number  1 braided  silk  is 
passed  about  the  appendage  at  its  base.  A non- 
crushing clamp  is  placed  in  position  at  the  base  of 
the  appendage,  but  the  appendage  is  incised  at 
its  tip  to  permit  an  outflow  of  blood  before  its 
jaws  are  closed.  This  maneuver  is  carried  out  to 
permit  the  egress  of  any  loose  thrombus  which 
may  be  present  in  the  appendage.  The  tip  of 
the  appendage  is  then  excised  and  saved  as  a 
biopsy.  The  finger  is  slowly  insinuated  into  the 
auricle  through  the  opening  in  the  auricular  ap- 


pendage as  the  purse-string  suture  is  controlled 
by  an  assistant. 

The  finger  is  well  tolerated  in  the  auricle,  and 
exploration  is  carried  out  to  find  the  mitral  ori- 
fice. The  size  of  the  orifice  is  determined,  and 
the  sites  of  the  commissures  are  ascertained.  It 
is  important  to  note  the  presence  or  absence  of  a 
regurgitant  jet  coming  back  through  the  valve 
and  to  determine  the  extent  of  fibrosis  and  calci- 
fication involving  the  valve  leaflets,  particularly 
the  aortic  leaflet.  If  the  disease  has  spared  the 
aortic  leaflet,  it  will  be  felt  to  bulge  forcibly 
against  the  finger  with  each  systole. 

The  finger  is  then  introduced  through  the  ini- 
tial valve  exerting  pressure  in  the  direction  of  the 
anterolateral  commissure  and  then  backward 
toward  the  posterior  commissure.  In  most  in- 
stances the  valve  splits  in  the  commissures  after 
the  initial  resistance  of  the  fibrous  band  at  the 
mitral  ring  is  overcome.  It  has  been  our  ex- 
perience that  about  one  fourth  of  the  cases  do  not 
open  widely  by  this  method.  In  those  instances, 
first  where  the  valve  cone  is  greatly  elongated  with 
a rubbery  aperture  and  second  where  there  is  ex- 
tensive fibrosis  and  calcification  well  back  on  the 
bases  of  the  valve,  an  initial  attempt  at  finger  dis- 
section is  made,  but  if  this  fails,  the  knife  is  em- 
ployed. The  finger  may  be  withdrawn  from  the 
appendage  to  be  reinserted  with  a Bailey'  type  knife 
attached  or  only  partially  withdrawn  leaving  the 
tip  in  the  appendage,  the  knife  applied  to  the 
finger,  and  both  returned  to  within  the  auricle. 
The  hooked  blade  of  this  knife  is  engaged  at  the 
commissures  which  are  cut  by  closing  the  guillo- 
tine mechanism.  The  finger  and  knife  are  now 
withdrawn  from  the  auricle  as  the  purse  string  is 
tied.  The  cut  edges  of  the  appendage  are  over- 
sewn to  insure  closure.  Several  sutures  are  placed 
in  the  pericardial  opening,  but  no  attempt  at  real 
closure  is  made.  The  chest  is  closed  with  inter- 
costal tube  drainage. 

There  will  undoubtedly'  continue  to  be  im- 
provements in  the  technic  of  this  operation,  but  it 
can  be  stilted  that  in  experienced  hands  this 
operation  even  now  has  a low  mortality  in  the 
better  risk  patients.  Harken,  for  instance,  has 
reported  a mortality  of  only'  one  in  22  cases  in 
one  group,  but  in  the  more  seriously  ill  group 
his  mortality  has  been  17  out  of  34  cases  operated 
upon.8  This  is  a striking  difference,  and  if  we 
can  select  patients  in  this  more  favorable  group 
and  feel  certain  that  they  have  a poor  prognosis  <■ 
without  surgery,  the  usefulness  of  this  operation 
will  be  unquestioned. 

It  is  apparent  that  the  emphasis  and  study 
should  lie  directed  toward  the  proper  means  of 
selection  of  these  patients.  It  might  lie  pertinent 
to  give  the  experience  of  the  group  at  Bellevue  j 
Hospital  with  selection  of  patients.  Under  the 
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guidance  of  Urs.  Richards  and  Cournand,  Drs. 
Ferrer  and  Harvey  have  studied  36  cases  as 
candidates  for  surgery.  Since  these  cases  will  be 
reported  later  in  detail  by  them,  only  the  general 
categories  will  be  discussed  here. 

None  of  the  cases  studied  had  clinical  evidence 
of  major  valvular  defect  other  than  mitral  steno- 
sis. These  cases  had  been  ruled  out  as  not  re- 
quiring further  study.  Of  the  36  cases  studied 
eight  were  excluded  on  clinical  grounds  after 
hospital  study.  Four  of  these  were  ruled  out  as 
having  rheumatic  carditis,  and  four  were  dis- 
covered to  have  subacute  bacterial  endocarditis. 

Ten  of  this  group  were  excluded  after  physio- 
logic studies  using  the  cardiac  catheterization 
technic.  By  this  method  any  serious  degree  of 
block  to  the  blood  flow  by  stenosis  at  the  mitral 
valve  will  be  reflected  in  an  increased  pulmonary 
artery  pressure  and  a reduction  of  the  cardiac 
output.  Four  of  the  ten  patients  studied  had  no 
evidence  of  pulmonary  hypertension  in  spite  of 
the  fact  that  one  of  these  patients  had  been 
carried  about  the  house  for  some  months  by  her 
husband  because  of  her  disability  which  we  be- 
lieve now  to  be  psychogenic  in  part.  Four  had  a 
minimal  pulmonary  hypertension  but  a normal 
cardiac  output  and  were  not  severely  enough  dis- 
abled to  require  operation  at  present.  They  will 
be  followed.  Two  had  an  elevated  pulmonary 
arterial  hypertension  due  to  left  ventricular  fail- 
ure as  shown  by  the  effect  of  rapid  digitalization. 
One  was  rejected  because  of  an  aneurysmal  di- 
latation of  the  left  auricle,  and  three  of  the  pa- 
tients studied  refused  surgery. 

It  is  certainly  true  that  many  patients  with 
mitral  stenosis  are  not  disabled,  and  it  is  the 
responsibility  of  the  profession  in  respect  to  this 
operation  to  select  only  those  patients  for  this 
operation  who  show  objective  as  well  as  subjective 
evidence  of  serious  disability  or  definite  progres- 
sion toward  such  a disability.  All  of  the  patients 
that  have  been  selected  for  operation  then  have 
had  an  elevated  pulmonary  artery  pressure  and 
a lowered  cardiac  output  in  addition  to  the  clinical 
evidence  of  pulmonary  hypertension,  as  dyspnea 
and  cough  on  exertion,  paroxysmal  dyspnea,  or 
pulmonary  edema.  Many  of  these  patients  had 
been  in  frank  cardiac  failure,  but  at  the  time  of 
operation  they  were  all  digitalized  and  compen- 
sated. 

In  order  to  learn  which  patients  to  select  and 
in  order  to  have  a sure  judgment  of  the  usefulness 
of  this  operation  a follow-up  of  these  patients 
must  be  close  and  must  utilize  every  objective 
test  we  can  devise  to  evaluate  the  result. 

We  have  now  followed  nine  patients  who  sur- 
vived out  of  13  operated  on.  One  of  these  pa- 
tients died  eleven  months  postoperatively  of 
active  and  progressive  rheumatic  carditis.  The 


eight  surviving  patients  have  been  observed  now 
between  five  months  and  over  two  years;  six  of 
these  patients  are  classified  as  excellent  clinical 
results.  They  have  no  disability  and  are  leading 
normal  lives  without  restriction.  Two  cases  are 
called  good  results.  Although  both  of  these  pa- 
tients are  actively  working  and  have  had  no  re- 
currence of  acute  dyspnea  or  pulmonary  edema, 
one  still  complains  of  some  fatigue  and  has  mild 
exertional  dyspnea  when  digitalis  is  stopped. 
The  other  is  classified  as  good  because  two  months 
after  operation  he  had  an  embolism  to  the  oph- 
thalmic artery  and  has  a unilateral  central 
scotoma. 

F rom  the  evidence  of  our  experience  with  these 
patients  with  mitral  stenosis,  it  is  believed  that 
the  operation  should  not  be  withheld  from  the 
badly  disabled  patient  in  spite  of  a substantial 
risk.  It  is  considered  at  this  time  that  the  opera- 
tion should  be  extended  to  those  patients  with 
less  advanced  disease  only  when  there  is  definite 
objective  proof  of  real  block  at  the  mitral  orifice, 
as  revealed  by  an  elevated  pulmonary  artery 
pressure  and  a diminished  cardiac  output  in  the 
digitalized  patient. 

Now  that  it  has  been  amply  demonstrated  in 
a large  series  of  cases  that  these  better  risk  patients 
can  be  carried  through  operation  with  a mortality 
approaching  5 per  cent,  it  is  hoped  that  patients 
will  be  selected  for  surgery  at  this  phase  of  the 
disease  rather  than  allowing  it  to  progress  to  a 
stage  of  desperation  with  development  of  pul- 
monary arteriosclerosis  and  chronic  right  heart 
failure. 
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Discussion 

Earle  B.  Mahoney,  M.D.,  Rochester. — Dr.  Wylie 
has  given  us  a Very  clear  description  of  the  patho- 
logic physiology  of  the  mitral  valve  and  of  the 
technic  of  the  operative  procedure.  The  operation 
now  seems  to  be  well  established,  and  it  results  in 
marked  improvement  in  properly  selected  patients. 
This  selection  of  patients  for  operation  is  of  utmost 
importance,  and  the  indications  vary  in  different 
clinics.  Our  patients  are  studied  by  a group  of 
physicians  who  are  primarily  interested  in  cardio- 
respiratory physiology.  Facilities  are  available  for 
cardiac  catheterization,  blood  gas  analysis,  exercise 
tolerance  studies,  and  angiocardiography. 
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At  present,  we  consider  the  indications  for  mitral 
commissurotomy  to  be  as  follows: 

1.  Progressive  exertional  dyspnea. 

2.  Repeated  attacks  of  pulmonary  edema. 

3.  Paroxysmal  dyspnea. 

4.  Marked  enlargement  of  the  left  auricle. 

5.  Moderate  to  marked  increase  in  pulmonary 
artery  pressure.  At  present  we  feel  that  a maximum 
pulmonary  artery  pressure  of  50  mm.  Hg  or  above 
and  a mean  pressure  of  35  mm.  Hg  or  above  is  an 
indication  for  surgery. 

6.  Marked  reduction  in  cardiac  output  as  in- 
dicated by  poor  exercise  tolerance  and  as  measured 
by  cardiac  catheterization. 

7.  Mitral  valve  area  of  1 sq.  cm.  or  less. 

The  contraindications  to  mitral  valvulotomy  are 
considered  to  be  (1)  evidence  of  active  rheumatic 
fever,  (2)  presence  of  other  valvular  disease,  (3) 
marked  mitral  regurgitation,  (4)  intractable  right 
heart  failure,  (5)  marked  left  ventricular  enlarge- 
ment, (6)  active  subacute  bacterial  endocarditis, 
(7)  mild  degree  of  mitral  stenosis  without  symptoms, 
and  (8)  serious  associated  disease  such  as  tuberculo- 
sis, nephritis,  etc. 

The  following  are  not  contraindications:  (1) 

auricular  fibrillation,  (2)  healed  inactive  subacute 
bacterial  endocarditis,  and  (3)  cardiac  failure  if  it 
can  be  controlled  with  digitalis.  The  older  individ- 
uals, forty-five  years  and  over,  are  more  serious 
risks,  but  individuals  up  to  sixty  years  have  been 
successfully  operated  upon. 


The  preparation  for  operation  and  the  postopera- 
tive care  are  fully  as  important  as  the  actual  conduct 
of  the  operative  procedure.  Digitalis  is  used  only  if 
the  patient  has  been  in  failure.  Fluids  and  salt  are 
restricted  preoperatively,  and  diuretics  are  given  if 
indicated.  If  anemia  is  present,  the  hemoglobin  is 
restored  to  normal  by  transfusion,  and  Pronestyl 
(procaine  and  amide)  in  doses  of  500  mg.  three  times 
a day  is  given  for  two  or  three  days  prior  to  opera- 
tion to  reduce  the  irritability  of  the  myocardium. 
A period  of  nearly  complete  bed  rest  before  operation 
is  very  important. 

Dr.  Wylie  has  described  the  operative  procedure 
thoroughly.  We  prefer  the  anterior  thoracic  ap- 
proach since  it  permits  more  adequate  expansion  of 
the  left  lung  during  the  cardiac  manipulation. 
Wyamine  is  given  intravenously  if  there  is  a fall  in 
blood  pressure  with  anesthesia.  The  electrocardio- 
gram is  recorded  constantly  during  cardiac  manip- 
ulation, and  measurements  are  taken  of  the  pres- 
sure in  the  auricle  and  pulmonary  artery. 

The  postoperative  period  presents  perplexing 
problems  in  the  management  of  fluid  and  electro- 
lyte balance,  and  the  serum  sodium  should  be 
followed  closely.  Oxygen  is  administered  by  nasal 
catheter  and  digitalis  continued  if  failure  has  been 
present  or  develops.  If  auricular  fibrillation  de- 
velops, quinidine  may  be  used,  but  there  is  danger  of 
embolism  when  the  rhythm  reverts  back  to  normal. 
No  attempt  is  made  to  restore  a normal  rhythm  in 
the  presence  of  chronic  fibrillation. 
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NEWER  GRAPHIC  METHODS  IN  THE  DIAGNOSIS  OF 
HEART  DISEASE 

Simon  Dack,  M.D.,  New  York  City 
( From  the  Cardiographic  Department , Mount  Sinai  Hospital) 


GREAT  strides  have  been  made  in  recent 
years  in  the  study  and  diagnosis  of  cardiac 
disease.  In  the  average  case  of  acute  or  chronic 
heart  disease  an  accurate  diagnosis  can  be  made 
from  the  results  of  a carefully  obtained  history, 
physical  examination,  cardiac  fluoroscopy  or 
roentgenogram,  and  12-lead  electrocardiogram  at 
rest  and  after  2-step  exercise.  The  venous  pres- 
sure and  circulation  time  also  can  be  determined 
to  test  for  the  pressure  of  congestive  heart  failure. 
In  a significant  number  of  cases,  however,  the 
results  of  these  examinations  are  entirely  normal 
even  in  the  presence  of  organic  heart  disease,  or 
the  findings  may  not  be  sufficiently  defined  to 
make  a specific  diagnosis.  In  such  cases  other 
types  of  examinations  may  be  indicated  for  fur- 
ther clinical  evaluation  of  the  cardiac  status. 

Several  newer  graphic  methods  have  been 
recently  introduced  to  supplement  the  routine 
cardiac  examinations.  It  is  the  purpose  of  this 
paper  to  present  these  graphic  methods  in  a sim- 
ple manner  and  to  evaluate  their  usefulness  in 
the  study  of  cardiac  physiology  and  disease. 
These  methods  include  ballistocardiography, 
electrokymography,  and  vectorcardiography. 
In  the  first  two  methods,  the  tracings  are  pro- 
duced by  the  mechanical  activity  of  the  cardiac 
chambers  and  great  vessels  and  give  information 
concerning  cardiac  contraction  and  ejection. 
The  third  method  gives  information  not  obtained 
by  conventional  electrocardiography  concerning 
the  electrical  activity  of  the  myocardium. 

I am  indebted  to  my  colleagues  in  the  Cardio- 
graphic Department  of  the  Mount  Sinai  Hospital 
for  their  kindness  in  making  available  to  me  the 
results  of  their  investigations  with  these  methods. 
Their  original  articles  should  be  consulted  for 
more  complete  technical  and  clinical  data.1-6 

Ballistocardiography 

The  introduction  of  a simple  photo-cell  ballisto- 
cardiograph7  has  stimulated  renewed  interest  and 
clinical  investigation  in  ballistocardiography 
which  had  lagged  following  the  pioneer  work  of 
Starr.8  The  ballistocardiogram  is  a recording 
of  the  longitudinal  movements  imparted  to  the 
body  by  the  contraction  of  the  heart,  the  ejection 
of  blood  from  the  heart  into  the  great  vessels,  and 
the  movement  of  the  blood  column  in  the  aorta 
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Fig.  1.  (A)  A normal  twenty-seven-year-old 

adult  with  normal  ballistocardiogram.  Key:  H— 
apical  thrust,  I — ejection  in  early  systole,  J — 
aortic  arch  impact  and  aortic  acceleration,  K — de- 
celeration in  descending  aorta,  L,  M,  N,  0 — after 
vibrations  or  forced  thrusts. 

( B ) A fifty-year-old  female  with  atypical  anginal 
pain.  EGG  at  rest  and  after  exercise  test  normal 
BCG  abnormal,  absent  I and  broad  K waves. 
One  week  later,  ECG  became  abnormal  during 
anginal  seizure. 

(C)  A forty-eight-year-old  female  with  typical 
angina  pectoris.  Resting  ECG  normal  but  exercise 
ECG  test  positive.  BCG  abnormal,  small  to  absent 
I wave. 

and  peripheral  vessels.  The  tracing  can  now  be 
obtained  by  placing  a metal  bar  over  the  shins  of 
the  patient  lying  on  a firm  wooden  or  metal  table. 
The  bar  rests  in  a beam  of  light  below  the  photo- 
cell, and  the  movements  imparted  to  it  by  the 
body  produce  a phasic  current  in  the  photo-cell 
which  is  recorded  by  a suitable  galvanometer, 
preferably  a direct-writing  electrocardiograph. 

The  form  of  the  ballistocardiogram  is  depend- 
ent in  great  part  upon  the  strength  of  cardiac 
contraction,  the  cardiac  output  during  each  beat, 
the  elasticity  of  the  great  vessels,  and  the  state 
of  the  peripheral  arteries.  A change  in  one  of 
these  factors  produced  by  disease  of  the  heart  or 
arteries  may  produce  variation  in  the  form  and  am- 
plitude of  the  recorded  waves.  Since  the  cardiac 
output  and  peripheral  resistance  may  vary  with 
the  phase  of  respiration,  the  curve  is  recorded 
during  quiet  respiration,  deep  inspiration,  and 
deep  expiration.  Striking  diminution  or  defor- 
mity of  the  curve  during  expiration  is  considered 
abnormal.  The  appearance  of  the  various  waves 
and  the  theoretic  physiologic  basis  for  each  wave 
is  illustrated  in  Fig.  1A. 
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For  timing  purposes,  the  ballistocardiograph 
can  he  recorded  on  a multichannel  apparatus 
simultaneously  with  the  electrocardiogram,  pulse 
tracing,  or  other  reference  tracing.  This  aids  in 
identifying  the  H wave  or  the  onset  of  systole, 
which  may  be  difficult  if  the  curve  is  deformed  or 
bizarre  as  it  often  is  in  the  presence  of  heart  dis- 
ease. The  same  can  be  accomplished  with  the 
ordinary  single-channel  electrocardiograph  by 
superimposing  the  dampened  understandardized 
QRS  of  the  electrocardiogram  on  the  ballisto- 
cardiogram during  several  cycles.  This  is  done 
by  connecting  lead  I and  the  ballistocardiograph 
in  series  or  in  parallel.9 

The  interpretation  of  abnormality  in  the  bal- 
listocardiogram has  not  as  yet  reached  the  degree 
of  accuracy  and  definitiveness  achieved  in  the 
case  of  the  electrocardiogram.  This  is  due  in 
great  part  to  our  inability  to  standardize  the 
amplitude  of  the  various  waves,  particularly  with 
the  simplified  Dock  type  of  apparatus.  Inter- 
pretation of  the  curve  must  be  made,  therefore, 
on  a qualitative  basis  and  is  subject  to  consider- 
able variation.  The  most  significant  and  fre- 
quent abnormalities  observed1  are  (1)  a small  or 
absent  I wave;  (2)  prominent  H wave  with  a rela- 
tively small  I wave  (early  “M”  pattern);  (3) 
notched,  broad,  or  low  J wave  f late  “M  ’ pattern) ; 
(4)  very  small  or  very  deep  K wave;  and  (5)  a low 
amplitude,  bizarre,  distorted  tracing  in  which  the 
various  waves  cannot  be  defined  (Fig.  IB  and  1C). 
Of  these  the  most  frequently  encountered  ab- 
normality is  a small  or  absent  I wave.  This  may 
be  associated  with  myocardial  disease,  particu- 
larly due  to  coronary  sclerosis,  or  it  may  accom- 
pany arterial  hypertension  even  in  the  absence 
of  cardiac  damage.  Therefore,  this  abnor- 
mality, as  well  as  the  others,  is  not  character- 
istic for  a specific  type  of  heart  disease  and  may 
actually  be  produced  by  extracardiac  factors  such 
as  a change  in  the  peripheral  vascular  system. 
The  ballistocardiogram  may  also  become  ab- 
normal with  advancing  age  without  other  signs 
of  cardiac  impairment. 

The  ballistocardiogram  has  attained  its  great- 
est practical  value  in  the  diagnosis  of  coronary 
artery  disease.2, 19  An  abnormal  tracing  in  a 
relatively  young  individual  without  hypertension 
who  complains  of  chest  pain  is  suggestive  evi- 
dence of  impaired  cardiac  contraction  or  ejection 
due  to  coronary  insufficiency  (Fig.  IB  and  1C). 
A normal  tracing  in  individuals  over  fifty  years, 
especially  when  it  remains  normal  during  deep 
expiration  and  after  exercise,  is  presumptive 
evidence  of  normal  cardiac  function.  However,  a 
normal  tracing  does  not  exclude  myocardial 
damage,  since  it  has  been  observed  not  infre- 
quently in  cases  of  old  myocardial  infarction 
or  in  the  presence  of  an  abnormal  electrocardio- 


Fig.  2.  Superimposed  normal  electrocardiograms 
of  left  ventricular  border  (open  line)  and  left  auricle 
(solid  line),  recorded  simultaneously  with  the  elec- 
trocardiogram and  carotid  pulse  tracing.  The  left 
ventricular  curve  shows  a sharp  descent  during 
systole  and  a slower  rise  during  the  rapid  and  slow 
filling  phases  of  diastole.  The  auricular  curve 
consists  of  a downward  movement  (1)  in  presystole 
produced  by  auricular  contraction,  a second  down- 
ward movement  (2)  at  the  onset  of  ventricular 
contraction,  followed  by  upward  movement  (3)  dur- 
ing the  remainder  of  systole  due  to  auricular  filling. 


gram.  Another  drawback  of  the  method,  as 
already  stated,  is  that  the  presence  of  hyper- 
tension or  peripheral  vascular  disease  may  vitiate 
the  proper  interpretation  of  an  abnormal  tracing. 

Final  evaluation  of  the  ballistocardiogram  as  a 
diagnostic  tool  must  await  long-term  clinical 
follow-up  study  and  more  precise  clarification 
of  the  physiologic  basis  of  the  individual  waves. 
At  the  present  time,  it  is  not  possible  to  state 
with  certainty  whether  an  abnormal  ballisto- 
cardiogram in  a young  individual  whose  examina- 
tion is  otherwise  normal  is  indicative  of  signifi- 
cant cardiac  impairment.  The  clinical  findings 
of  Starr11  and  Brown10  and  their  associates  sug- 
gest that  such  an  individual  may  be  in  the  pre- 
coronary stage,  but  this  requires  further  con- 


firmation. 


Electrokymography 

Another  new  method  for  studying  the  mechani- 
cal function  of  the  heart  is  electrokymography. 
Unlike  ballistocardiography,  which  records  the 
movements  of  the  body  imparted  to  it  by  the 
heart,  this  method  records  the  pulsations  and 
movements  of  the  heart  and  great  vessels  and 
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Fig.  3.  Normal  aortic  electrokymogram  obtained 
from  aortic  knob  of  normal  individual.  Phase  1-2, 
isometric  phase  of  systole;  2-3,  ejection  phase  of 
systole;  3-4,  protodiastolic  phase. 

supplements  the  fluoroscopic  examination.  I 
shall  not  go  into  the  details  of  the  technic  of 
recording.12  Briefly,  it  is  based  on  the  use  of  a 
multiplier  photo-tube  which  is  attached  to  the 
fluoroscopic  screen  and  serves  as  a radiation 
detector.  The  slit  of  the  tube  is  placed  over 
the  various  segments  of  the  heart  borders  during 
fluoroscopy.  As  the  borders  move  in  and  out 
and  as  the  underlying  chamber  fills  and  empties 
there  is  set  up  a phasic  flow  of  current  which 
is  amplified  and  recorded  by  a galvanometer. 
Upward  movement  of  the  curve  indicates  out- 
ward movement  of  the  border  or  filling  of  the 
chamber  (increased  density)  and  occurs  during 
diastole  of  the  ventricles.  Downward  movement 
of  the  tracing  indicates  inward  movement  of  the 
heart  border  or  emptying  of  the  underlying 
chamber  (decreased  density)  and  occurs  during 
systole  of  the  ventricles. 


S,  Sr  St 


Fig.  4.  Electrokymogram  of  apex  of  left 
ventricle  in  a case  of  old  myocardial  infarction,  show- 
ing complete  reversal  of  pulsation  (paradoxic  move- 
ment). The  curve  shows  an  upward  movement  in 
the  ejection  phase  (2-3)  which  continues  until  the 
end  of  isometric  relaxation  (5).  There  is  then  a 
downward  movement  in  diastole  (diastolic  collapse). 


There  is  a distinctive  curve  for  the  auricles, 
ventricles,  and  great  vessels.13  In  general,  the 
curve  for  each  chamber  or  great  vessel  resembles  a 
volumetric  or  pressure  curve  with  superimposed 
positional  changes  produced  by  traction  of  the 
heart  and  great  vessels  and  by  changes  in  shape 
of  the  heart  during  systole  and  diastole.  A 
ventricular  electrokymogram  consists  of  a steep 
downward  movement  during  systole,  a slower 
rise  during  diastole  and  brief  superimposed 
upward  positional  movements  at  the  onset  of 
systole  and  diastole  (Fig.  2).  The  aortic  and 
pulmonary  artery  curves  resemble  an  arterial 
pulse  curve  (Fig.  3).  The  atrial  movements 
consist  of  a downward  movement  during  atrial 
systole,  a second  downward  wave  produced  by 
ventricular  tug  at  the  onset  of  systole  and  upward 
filling  movement  during  the  remainder  of  ventric- 
ular systole  which  continues  into  early  diastole 
(Fig.  2).  For  timing  purposes  the  electrokymo- 
gram may  be  recorded  simultaneously  with  other 
reference  tracings  such  as  the  carotid  pulse  curve 
or  phonocardiogram.  This  aids  in  identifying 
the  phases  of  the  cardiac  cycle. 

Electrokymography  has  added  to  our  knowl- 
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Fig.  5.  Electrokymogram  of  left  auricle  in  case  of 
rheumatic  valvular  heart  disease,  demonstrating 
auricular  expansion  during  systole  due  to  mitral 
regurgitation.  The  auricular  curve  shows  sharp 
upward  movement  beginning  in  the  isometric 
phase  of  systole  (1)  and  continuing  as  a plateau 
during  systole  until  the  end  of  isometric  phase  of 
relaxation  (5). 

edge  of  the  events  in  the  cardiac  cycle  and  to  the 
physiology  of  cardiac  contraction  in  normal  and 
abnormal  state.  The  most  important  clinical 
application  is  the  detection  of  impaired  ventricu- 
lar contraction  due  to  myocardial  infarction  and 
other  types  of  myocardial  disease.3  Myocardial 
infarction  may  produce  localized  diminution  or 
absence  of  moyepnent  or,  more  significant, 
partial  or  complete  reversal  of  pulsation  (para- 
doxic movement)  of  the  left  ventricular  border 
(Fig.  4).  This  is  due  to  lack  of  contraction  or 
actual  bulging  of  the  Weakened  left  ventricle,  as 
the  intraventricular  pressure  rises  during  systole, 
and  collapse  of  the  segment  during  diastole. 
Although  these  abnormalities  in  left  ventricular 
contraction  can  lie  visualized  by  routine  fluoros- 
copy or  by  roentgenkymography,  electrokymog- 
raphy is  far  superjor  owing  to  the  tremendous 
amplification  obtained  and  the  ease  of  delineating 
the  abnormal  movements  by  correlation  with 


other  reference  tracings.  Abnormal  ventricular 
movements,  diagnostic  of  previous  infarction, 
have  been  observed  in  patients  whose  electro- 
cardiogram has  returned  to  normal  or  shows 
minor  atypical  or  nonspecific  changes,  or  when  the 
electrocardiographic  signs  of  infarction  are 
masked  by  bundle  branch  block.  Paradoxic 
ventricular  movement  is  not  pathognomonic  of 
previous  infarction,  but  it  indicates  this  diagnosis 
in  9 of  10  cases  in  which  it  is  observed,  even  in  the 
absence  of  other  confirmatory  clinical  signs.  It 
may  also  be  due  to  impaired  contraction  and 
weakening  of  the  ventricular  wall  in  arteriosclero- 
tic or  hypertensive  heart  disease,  particularly 
when  associated  with  dilatation  of  the  left 
ventricle. 

Another  important  application  of  the  ventricu- 
lar electrokymogram  is  in  the  diagnosis  of  con- 
strictive pericarditis,  in  which  there  may  lie 
observed  characteristic  Y-shaped  curves  sepa- 
rated by  a flat  plateau.  This  abnormality 
disappears  following  surgical  removal  of  the  con- 
stricting pericardium  and  restoration  of  normal 
ventricular  filling  and  emptying. 

The  auricular  and  great  vessel  kymograms  are 
of  value  in  the  study  of  rheumatic  and  congenital 
heart  disease.4  Mitral  insufficiency  often  pro- 
duces a characteristic  systolic  plateau  in  the 
left  atrial  kymogram  due  to  regurgitation  into  the 
leftatriumduringventricularsystole (Fig.5).  This 
mayaid  in  differentiation  of  an  organic  from  a func- 
tional apical  systolic  murmur  and  in  determining 
whether  significant  insufficiency  is  associated  with 
mitral  stenosis.  In  congenital  heart  disease 


Fig.  6.  Electrokymogram  obtained  from  the 
periphery  of  the  right  lung  in  a case  of  congenital 
interatrial  septal  defect.  The  prominent  curve 
which  resembles  a delayed  pulmonary  artery  curve 
suggests  the  presence  of  increase!  pulmonary 
artery  circulation. 
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Fig.  7.  (A)  Onset  of  ventricular  depolarization.  Septal  activation  from  the  left  side  produces  an  un- 

apposed vector  force  directed  to  the  right  and  anteriorly.  This  is  represented  by  an  initial  R in  V,  and  a 
small  Q in  V6. 

( B ) Early  ventricular  depolarization.  As  the  right  and  left  ventricular  walls  become  depolarized  the 
instantaneous  vectors  swing  more  anteriorly  and  toward  the  left,  increasing  the  size  of  R in  Vi.  This  is 
represented  in  V«  by  the  onset  of  the  R wave. 

(C)  Late  stage  of  ventricular  depolarization.  The  activation  of  the  predominant  left  ventricular  muscle 
mass  has  resulted  in  vector  forces  directed  first  to  the  left  anteriorly  and  then  left  posteriorly.  This  is  rep- 
resented by  a prominent  R in  V6  and  a deep  S in  V,.  (The  vector  forces  are  drawn  in  the  horizontal  plane 
of  the  body.) 


the  recording  of  the  pulsations  of  the  pulmonary 
artery,  hilar  branches,  and  peripheral  lung  fields 
is  useful  in  determining  whether  there  is  adequate 
or  decreased  pulmonary  blood  flow.  The  ab- 
sence of  recordable  pulsations  in  the  periphery  of 
the  lung  is  suggestive  evidence  of  pulmonic  steno- 
sis, whereas  a large  pulsation  suggests  increased 
pulmonary  circulation  (Fig.  6). 

Electrokymography  is  useful  also  in  the  differ- 
ential diagnosis  of  aortic  aneurysm  and  medias- 
tinal tumor.  The  demonstration  of  an  ex- 
pansile arterial  pulsation  from  the  borders  and 
center  of  the  mass  (densogram)  points  to  an 
aneurysm  rather  than  transmitted  movement  of  a 
nonvascular  tumor. 

Vectorcardiography 

One  of  the  greatest  of  the  recent  advances  in 
the  field  of  electrocardiography  has  been  the  per- 
fection of  a simplified  method  of  recording  and 
interpreting  the  spatial  vectorcardiogram. 5-6>14 
The  latter  is  a graphic  representation  of  the  elec- 
trical field  set  up  around  the  heart  during  de- 
polarization and  repolarization  of  the  myo- 
cardium. At  any  one  instant  the  resultant 
of  all  the  electromotive  forces  produced  in  the 
heart  can  be  represented  by  a spatial  vector  which 
has  magnitude,  direction,  and  sense,  the  latter 
being  indicated  by  the  polarity  of  the  head  of  the 
vector  arrow.  The  magnitude  and  direction  of 
this  vector  is  continually  changing  as  different 


areas  of  the  myocardium  become  activated.  For 
example,  during  the  initial  phase  of  depolariza- 
tion, when  the  interventricular  septum  is  acti- 
vated from  the  left  side  followed  by  activation 
of  the  right  ventricle,  the  balance  of  the  electro 
motive  forces  is  such  that  there  is  set  up  a vector 
which  is  directed  anteriorly,  to  the  right  and 
downward  (Fig.  7A).  As  more  and  more  of  the 
left  ventricular  myocardium  becomes  depolarized 
and  contributes  to  the  resultant  electromotive 
force,  the  instantaneous  vectors  increase  in  mag- 
nitude and  swing  progressively  toward  the  left, 
anteriorly  and  downward  and  finally  left,  poster- 
iorly and  upward  (Fig.  7B  and  7C).  If  it  is 
assumed  that  all  the  instantaneous  vectors  be- 
gin at  the  electrical  center  of  the  heart  and  if 
a line  is  drawn  joining  the  heads  of  all  these 
instantaneous  vectors,  one  circumscribes  a loop 
which  is  called  the  spatial  vector  loop  or  vector- 
cardiogram anil  which  represents  the  electrical 
field  around  the  heart.  The  spatial  vector- 
cardiogram consists  of  three  loops,  one  each  for 
the  P wave,  QRS,  and  T waves  (Fig.  8). 

I shall  not  go  into  the  technical  details  of  re- 
cording the  vectorcardiogram.5’6  Briefly,  by  plac- 
ing electrodes  at  predetermined  points  on  the 
front  and  back  of  the  trunk  to  form  three  ad- 
joining sides  of  a cube,  the  projection  of  the 
spatial  vector  loop  onto  the  frontal,  horizontal, 
and  sagittal  planes  of  the  body  can  be  recorded. 
Each  of  these  has  a distinctive  configuration 
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Fig.  8.  Vectorcardiogram  of  normal  adult  projected  onto  the  horizontal,  sagittal,  and  frontal  planes  of 
the  body.  The  QRS  loop  is  oriented  first  to  the  right  and  anteriorly  and  then  to  the  left  and  posteriorly 
in  the  horizontal  plane,  downward  and  slightly  posterior  in  the  sagittal  plane,  downward  and  to  the  left 
in  the  frontal  plane. 


and  orientation  (Fig.  8).  The  apparatus  re- 
quired consists  of  a 2-channel  electrocardio- 
graph, an  amplifier  system,  a cathode  ray  oscillo- 
scope, and  a suitable  camera  to  photograph  the 
image  of  the  vector  loop  from  the  oscilloscopie 
screen. 

In  correlating  spatial  vectorcardiography  with 
conventional  electrocardiography,  it  can  be 
seen  that  the  standard  and  unipolar  limb  leads 
are  merely  projections  of  the  spatial  vector  loop 
onto  the  axes  of  these  leads  in  the  frontal  or 
vertical  plane  of  the  body.  Similarly,  the  pre- 
cordial leads  and  any  other  leads  derived  from 
the  chest  wall  are  representations  of  the  spatial 
vector  loop  onto  the  axes  of  these  leads  in  the 
horizontal  plane  (Figs.  7 and  8).  The  esophageal 
leads  and  also  VF  can  be  considered  as  projec- 
tions of  the  loop  in  the  sagittal  plane.  A positive 
wave  or  R wave  indicates  that  the  vector  forces 
are  directed  toward  the  exploring  electrode  of  a 
unipolar  lead  or  are  represented  on  the  positive 
side  of  a bipolar  lead  axis.  A negative  wave, 
either  a Q or  S wave,  indicates  that  the  vector 
loop  is  directed  away  from  the  exploring  electrode 
or  is  represented  on  the  negative  side  of  the  bi- 
polar lead  axis.  One  can,  therefore,  from  an 
analysis  of  the  direction  and  orientation  of  the 
spatial  vector  loop  in  the  three  planes  of  the  body, 
derive  with  good  accuracy  the  configuration 
and  direction  of  the  ventricular  complexes  of  any 
conventional  electrocardiographic  lead. 

Vectorcardiography  has  many  advantages 
over  conventional  electrocardiography.  In  the 
latter  system  the  information  obtained  concern- 
ing the  electrical  activity  of  the  heart  is  limited 
by  the  number  of  leads  and  so-called  exploring 
electrodes  one  utilizes.  It  is  doubtful  whether  a 
unipolar  lead  records  only  the  activity  of  the 
myocardium  underlying  or  facing  the  exploring 


electrode.  Rather,  it  records  the  resultant 
electromotive  force  projected  along  the  axis  of  a 
line  from  the  exploring  electrode  to  the  electrical 
center  of  the  heart.  With  the  vectorcardiogram 
one  gains  from  one  tracing  a Unitarian  concept 
of  the  electrical  field  around  the  heart,  since  one 
records  the  vector  forces  acting  in  all  directions 
from  the  electrical  center  of  the  heart.  For 
example,  it  is  well  known  that  abnormalities  of 
the  QRS  and  T waves  may  occur  in  the  pre- 
cordial lead  while  the  limb  leads  remain  normal. 
From  an  analysis  of  the  spatial  vectorcardiogram 
in  such  a case  it  is  seen  that  this  is  due  to  the  fact 
that  the  disturbances  in  the  vector  forces  re- 
sponsible for  the  electrocardiographic  abnor- 
malities are  directed  in  the  horizontal  plane  of  the 
body  and  are  therefore  invisible  in  the  frontal 
plane.  From  simple  inspection  of  the  spatial 
vectorcardiogram  one  can  predict  with  reason- 
able accuracy  the  form  of  the  conventional  elec- 
trocardiogram in  any  lead  or  at  any  point  of  the 
body  surface.  However,  an  attempt  to  predict  the 
spatial  vectorcardiogram  from  the  conventional 
electrocardiogram  leads  to  inaccuracies,  since 
vector  loops  of  different  form  and  direction  and 
of  varying  clinical  significance  may  produce 
similar  precordial  or  limb  leads. 

The  normal  spatial  vectorcardiogram  has  a 
fairly  constant  configuration.  It  is  generally 
directed  downward,  to  the  left  and  somewhat 
posteriorly.  Its  projection  onto  the  horizontal, 
sagittal,  and  frontal  planes  is  illustrated  in  Fig.  S. 
Distinctive  changes  are  produced  by  ventricu- 
lar hypertrophy  and  bundle  branch  block.  One 
of  the  most  useful  applications  of  the  method  is  to 
differentiate  these  two  entities  which  may  pro- 
duce similar  conventional  electrocardiograms. 
Another  application  is  to  differentiate  right 
ventricular  hypertrophy  from  physiologic  pre- 
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Fic,.  9.  (A)  Vectorcardiogram  in  case  of  left  ventricular  hypertrophy  due  to  hypertension.  The  QRS 

vector  loop  in  the  horizontal  plane  (H)  is  of  increased  magnitude  and  oriented  directly  posteriorly  and  to 
the  left,  producing  tall  It  waves  in  V4  to  VG.  In  the  frontal  plane  (F)  the  loop  is  transverse  and  deviated 
to  the  left,  producing  left  axis  deviation  and  prominent  R in  VL.  The  T loop  is  directed  opposite  to  the 
QRS  loop  in  all  planes,  producing  inversion  of  the  T wave  in  leads  1,  VL  ;Tnd  V»  to  Vs. 

( B ) Vectorcardiogram  in  case  of  right  ventricular  hypertrophy  due  to  congenital  pulmonic  stenosis. 
In  the  frontal  projection  ( F ) the  QRS  loop  is  transverse  and  oriented  to  the  right,  resulting  in  right  axis 
deviation.  In  the  horizontal  projection  (H)  the  QRS  loop  is  directed  clockwise  instead  of  counterclockwise 


and  is  oriented  entirely  anteriorly  and  to  the  right, 
deep  S waves  in  V4  to  V6. 

dominance  of  the  right  ventricle  in  infants  and 
children,  which  may  be  impossible  by  unipolar 
precordial  leads. 

The  changes  which  occur  in  the  conventional 
i leads  in  ventricular  hypertrophy  and  bundle 
branch  block  may  be  explained  on  a physiologic 
basis  by  analysis  of  the  vectorcardiograms 
(Fig.  9A  and  B).  For  example,  the  tall  R wave 
in  Vi  and  V2  in  right  ventricular  hypertrophy  is 
produced  by  increased  orientation  of  the  initial 
! segment  of  the  QRS  vector  loop  to  the  right  and 
i anteriorly  due  to  predominance  of  the  right 
ventricular  muscle  mass  (Fig.  9B).  In  right 
I bundle  branch  block,  however,  the  major  part 
of  the  QRS  vector  loop  is  normal,  but  there  is 
| an  additional  terminal  appendage  of  the  loop 
directed  to  the  right  and  anteriorly  which  is  in- 
scribed very  slowly.  This  is  represented  in 
j conventional  precordial  leads  by  a broad  ter- 
minal R on  the  right  side  of  the  chest  (V Q and  a 
! broad  S wave  on  the  left  side  (V4  to  V6). 

The  changes  in  the  QRS  vector  which  occur  in 
myocardial  infarction6’15  confirm  the  concept 
that  the  vectorcardiogram  represents  the  balance 
}f  electromotive  forces  generated  in  all  parts  of 


This  is  represented  by  tall  R waves  in  Vi  and  V2  and 


the  myocardium.  Myocardial  infarction  pro- 
duces an  electrically  inert  area  in  one  or  more  of 
the  ventricular  walls.  This  results  in  a loss  of 
electromotive  force  in  this  area  and  unbalanced 
vector  forces  in  the  area  opposite  to  the  infarct. 
Therefore,  there  are  changes  in  form  and  direc- 
tion of  the  spatial  vector  loop,  depending  upon 
the  location  of  the  infarct.  For  example,  in 
anterior  wall  infarction  there  is  a decrease  in  the 
electromotive  forces  generated  anteriorly,  re- 
sulting in  predominance  of  the  forces  generated 
on  the  posterior  wall.  The  vector  loop  is  there- 
fore shifted  posteriorly,  and  the  resultant  vector 
forces  are  directed  away  from  the  anterior  wall. 
This  produces  a Q wave  in  the  precordial  leads. 
Unless  the  apical  or  lateral  regions  are  involved, 
the  limb  leads  may  remain  normal,  since  the 
“infarction  vector”  is  directed  in  the  horizontal 
plane  of  the  body.  On  the  other  hand,  in  in- 
farction of  the  posterior-basal  or  diaphragmatic 
wall  of  the  left  ventricle  which  faces  downward, 
the  loss  of  electromotive  force  in  this  inferior 
area  results  in  upward  displacement  of  the  spatial 
vector  loop,  and  the  initial  vector  forces  are 
directed  upward  (Fig.  10).  This  results  in  a Q 
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Fig.  10.  Vectorcardiogram  in  case  of  old  infarction  of  posteroinferior  or  diaphragmatic  surface  of  left 
ventricle.  In  the  sagittal  (S)  and  frontal  (F)  projections  the  initial  part  of  the  QRS  loop  is  directed  upward 
owing  to  the  decreased  electromotive  force  produced  in  the  infarcted  inferior  surface.  This  is  represented 
in  the  conventional  electrocardiogram  by  a negative  wave  (Q)  in  leads  3 and  VF.  The  T loop  is  directed 
opposite  to  the  main  portion  of  the  QRS  loop  in  each  projection,  resulting  in  inverted  T waves  in  lead  3. 
VF  and  V6. 


wave  in  VF  and  lead  3,  while  the  precordial  leads 
may  remain  normal. 

The  RST  and  T changes  which  accompany 
myocardial  infarction  can  be  explained  similarly, 
since  the  current  of  injury  in  the,  infarction  area 
changes  the  direction  and  time  of  onset  of  the 
T vector  loop.  The  QRS  loop  does  not  return 
to  the  electrical  center  and  remains  open.  This 
results  in  an  RS-T  vector  which  produces  RST 
elevation  or  depression,  depending  upon  its  direc- 
tion. The  direction  of  the  T loop  changes  in 
relation  to  the  QRS  loop,  and  this  is  represented 
by  T wave  inversion.  The  direction  in  which  the 
RST  and  T vectors  are  displaced  is  dependent 
upon  the  site  and  extent  of  the  infarction 
(Fig.  10). 

Further  modification  and  refinement  of  the 
recording  apparatus  is  contemplated  so  that 
greater  magnification  and  distinctness  of  the  T 
loop  will  be  obtained.6  It  will  then  be  possible 
to  study  changes  in  repolarization  which  may  not 
be  detected  in  the  conventional  electrocardio- 
gram. It  may  also  be  possible  to  differentiate 
the  different  types  of  RST  depression.  For 
example,  the  RST  vector  causing  RST  depression 
in  coronary  insufficiency  may  have  a different 
direction  than  the  RST  vector  in  ventricular 
hypertrophy. 

The  intensive  study  of  the  spatial  vector- 
cardiogram in  normal  individuals  and  in  all  types 
of  acute  and  chronic  heart  disease  should  supple- 
ment our  knowledge  of  electrocardiography 
obtained  heretofore  by  conventional  leads.  A 
great  deal  of  our  present  knowledge  is  based  upon 
empiric  observations  and  the  recognition  of  so- 
called  “patterns”  in  various  pathologic  states. 


In  addition,  our  modern  thinking  is  dominated 
by  the  Wilsonian  concept  in  which  it  is  assumed 
that  in  any  unipolar  or  bipolar  lead  the  exploring 
electrode  faces  a certain  chamber  or  surface 
of  the  heart  and  records  the  change  in  electrical 
potential  produced  in  the  underlying  myo- 
cardium. In  contrast  to  this  the  vectorial  con- 
cept postulates  that  any  unipolar  or  bipolar 
lead  portrays  the  resultant  of  all  the  electro- 
motive forces  generated  in  the  heart  and  not 
merely  those  in  the  myocardium  underhung  or 
facing  the  exploring  electrode.  In  such  a con- 
cept, therefore,  one  cannot  speak  of  a left  ventric- 
ular or  right  ventricular  pattern,  for  each  is  the 
resultant  of  the  electromotive  forces  generated 
in  both  ventricles.  In  fact,  in  certain  pathologic 
states  the  so-called  left  ventricular  pattern  may 
be  recorded  in  a lead  in  which  the  exploring  elec- 
trode apparently  faces  the  right  ventricle. 

Whether  the  spatial  vectorcardiogram  will 
replace  the  conventional  leads  is  unimportant. 
It  has  already  become  a valuable  supplement, 
however,  since  it  gives  a clearer  idea  of  the  po- 
tential changes  produced  by  the  heart  than  a few 
conventional  leads  which  may  miss  the  changes 
unless  the  resultant  vector  forces  are  directed 
toward  the  exploring  electrodes.  Furthermore, 
it  does  away  with  the  need  of  the  student  of 
electrocardiography  or  clinician  to  memorize 
certain  “patterns”  which  are  alleged  to  be  specific  I 
for  certain  types  of  heart  disease,  since  these  can 
all  be  predicted  from  simple  inspection  of  the 
spatial  vectorcardiogram. 

Summary 

An  attempt  has  been  made  to  summarize  the 
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present-day  status  of  three  newer  graphic  meth- 
ods of  cardiac  diagnosis. 

Ballistocardiography  will  probably  prove  of 
aid  in  the  diagnosis  of  coronary  artery  disease 
in  patients  below  fifty  years  of  age  without  other 
objective  signs  of  coronary  insufficiency.  The 
ballistocardiogram  should  be  interpreted  with 
caution  in  the  aged  and  in  the  presence  of  arterial 
hypertension  or  peripheral  vascular  disturbances. 

Electrokymography  has  proved  to  be  valuable 
in  the  diagnosis  of  previous  myocardial  infarction 
when  characteristic  electrocardiographic  findings 
are  absent.  It  is  also  helpful  in  physiologic 
studies  of  the  mechanical  events  in  the  cardiac 
cycle,  in  recording  the  abnormal  cardiac  pulsa- 
tions in  acquired  and  congenital  valvular  heart 
disease  and  pericarditis,  and  in  differentiating 
thoracic  aneurysm  and  tumor. 

Spatial  vectorcardiography  has  provided  a 
simple  and  more  Unitarian  approach  to  electro- 
cardiography. It  has  been  demonstrated  that  all 
conventional  leads,  whether  unipolar  or  bipolar, 
are  projections  of  the  spatial  vector  along  the 
axis  of  these  leads  and  may  be  derived  from  simple 
analysis  of  the  QRS  and  T vector  loops.  The 
method  has  proved  valuable  in  detecting  ventric- 
ular hypertrophy,  myocardial  infarction,  and 
other  cardiac  abnormalities  not  apparent  in  the 
conventional  extremity  or  precordial  leads. 

122  East  78th  Street 
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Discussion 

Herbert  R.  Brown,  Jr.,  M.D.,  Rochester. — Dr. 
Dack  has  certainly  delivered  a concise  review  of  the 
newer  graphic  methods  and  technics  which  are  now 
available,  for  laboratory  worker  and  clinician  alike, 
to  be  used  in  furthering  and  improving  the  diagnosis 
of  various  forms  of  cardiac  abnormality  and  dis- 
ease. 

Perhaps  one  of  the  most  important  developments 


concerned  with  the  new  devices  which  record  various 
phases  of  the  mechanical  heart  action  is  that  much 
more  physiologic  thinking  is  necessary  to  analyze 
and  interpret  the  meaning  of  the  records.  Spatial 
vectorcardiography,  however,  moves  on  from  the 
point  where  the  chest  leads  stop,  just  as  the  de- 
velopment of  the  chest  leads  stopped  beyond  the 
conventional  three-limb  leads  in  the  analysis  of  the 
electrocardiogram.  Considerable  evidence  has  been 
presented  to  show  that  each  of  these  technics  de- 
scribed definitely  contributes  to  an  improved  evalua- 
tion of  the  patient,  his  heart  and  its  function. 

Ballistocardiography  is  of  two-fold  interest  and 
importance;  first,  the  ballistocardiographic  pat- 
terns may  be  empirically  analyzed  depending  on 
changes  in  size  and  shape  of  the  waves  for  diagnostic 
criteria,  or  second,  they  may  be  used  in  the  labora- 
tory for  obtaining  and  measuring  changes  in  rela- 
tive cardiac  output  from  one  moment  to  another. 
This  is  of  less  interest  to  the  clinician  than  is  the 
analysis  of  the  empiric  pattern.  The  greatest  single 
value  of  the  empiric  ballistocardiogram  is  most  likely 
its  use  in  demonstrating  degenerative  heart  disease, 
and  irrespective  of  the  presence  or  absence  of  symp- 
toms, any  deteriorated  or  abnormal  ballistocardio- 
graph  pattern  is  significant,  for  it  points  the  way  to 
an  irregularity  of  the  cardiac  mechanism.  The  great 
concern  over  irregular  patterns  in  individuals  over 
fifty  years  of  age,  for  example,  who  are  often  symp- 
tom-free, certainly  does  not  jibe  with  the  percentage 
of  that  group  who  will  eventually  beget  or  succumb 
to  heart  disease.  Dr.  Starr,  too,  has  always  held 
that  an  irregular  and  abnormal  pattern  is  signifi- 
cant. 

The  use  of  the  ballistocardiogram  has  been  very 
helpful  in  evaluating  patients  with  angina  pectoris, 
pulmonary  disease,  hypertension,  and  coarctation 
of  the  aorta,  and  much  more  remains  to  be  done, 
particularly  in  these  fields.  The  limitations  of  use 
of  the  instrument  relate  to  the  uncooperative  pa- 
tient, tachycardias  with  rates  over  120;  most  forms 
of  congenital  heart  disease,  too,  have  shown  little 
variation,  and  active  rheumatic  heart  disease  has 
not  shown  great  variations  in  pattern  although  tem- 
poral measurements  such  as  the  H-K  time,  just  as 
the  QT  interval  in  the  EKG,  shows  promise  of 
significance  as  to  the  type  of  instrument  to  be  used. 
Much  could  be  said,  but  most  of  the  differences  in 
records  relate  to  the  mechanical  manner  in  which 
the  record  was  obtained.  I am  sure  that,  one  day, 
further  standardization  of  recording  devices  will 
alleviate  this  problem,  which  has  caused  considerable 
plague  and  worry  to  workers  in  this  field. 

The  electrokymograph  is  a more  complicated  pro- 
cedure in  some  respects,  but  as  Dr.  Dack  has  so 
clearly  pointed  out,  it  allows  for  a graphic  record  of 
the  movement  of  the  borders  of  the  heart.  The 
future  of  this  type  of  record,  particularly  as  it  is 
used  simultaneously  with  the  other  events  of  the 
cardiac  cycle — such  as  the  EKG,  intracardiac 
catheter  pressures,  etc.,  will  contribute  greatly  to  a 
more  complete  understanding  of  the  cardiac  cycle. 
The  notable  electrokymographic  changes  seen  in 
myocardial  infarction,  pericarditis,  and  more  re- 
cently in  valvular  disease  are  helpful  contributions 
to  this  field.  This  point  may  be  well  emphasized 
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when  one  considers  the  increasing  problem  of  se- 
lecting cases  for  cardiac  surgery.  There  is  going  to 
be  little  excuse  for  subjecting  an  individual  for 
surgery  when  the  operation  mortality,  particularly 
in  the  newer  procedures,  may  be  relatively  high, 
uidess  one  is  sure  that  the  diagnosis  is  correot  and 
that  the  operation  is  being  performed  for  the  specific 
abnormality,  which  should  be  diagnosed  preopera- 
tively  if  at  all  possible. 

Spatial  vectorcardiography  represents  a great 
step  forward  in  the  field  of  analytic  electrocardi- 
ography in  that  the  electromotive  forces  at  play  are 
simultaneously  combined  at  any  one  moment,  with 
the  resultant  pattern  a spatial  vector.  The  fairly 
broad  assumption  of  right  and  left  ventricular  pat- 
terns previously  alluded  to  and  described  even  when 
we  only  had  three  leads  certainly  needs  re-evalua- 
tion in  light  of  the  contributions  of  vectorcardi- 
ography. 


It  is  not  too  early  to  estimate  that  more  accurate 
prognoses  will  be  made  possible  in  the  various  forms 
of  degenerative  heart  disease  and  heart  block,  for 
example,  as  the  libraries  of  these  records  grow. 

All  of  these  devices  and  procedures  have  largely 
been  developed  in  a period  of  the  last  ten  years. 
The  field  is  new  and  stimulating,  and  these  in- 
struments have  made  notable  contributions. 

Now  is  the  time  for  the  clinician  to  start  to 
utilize  such  procedures  by  asking  for  them  in  his  or 
her  institution  when  they  are  available.  Each  of 
you  may  contribute  greatly  to  the  furthering  of 
knowledge  in  these  areas  by  making  available 
your  puzzling  or  unsolved  cases  for  study.  Frequent 
reviews,  such  as  this  of  Dr.  Dack’s  presentation, 
will  do  much  to  eliminate  the  mystery  and  reluctance 
to  use  new  electronic  devices  by  simply  presenting 
what  one  is  going  to  achieve  by  obtaining  a record 
or  series  of  records  on  a patient. 
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HISTORICAL  DEVELOPMENT  OF  TREATMENT  OF  PITUITARY 
TUMORS 


Leo  M.  Davidoff,  M.D.,  New  York  City 
( From  Mount  Sinai  and  Beth  Israel  Hospitals ) 

IN  AN  erudite  and  absorbing  book  on  Persian 
medicine,  Cyril  Elgood  speculates  on  the 
source  of  medical  knowledge.  “Some  maintain,” 
he  states,  “that  medicine  is  coeval  with  creation. 
Others  following  Hippocrates  and  Galen,  believe 
in  a partly  divine  and  partly  empirical  origin.” 
However,  unlike  the  many  therapeutic  procedures 
that  date  back  to  antiquity  in  connection  with 
other  diseases,  treatment  of  afflictions  originating 
in  the  pituitary  gland  is  strictly  of  modern  origin. 
It  forms  the  apex  of  a pyramid,  the  base  of  which 
is  built  not  only  of  the  two  indispensable  com- 
ponents of  modern  surgery,  asepsis  and  anes- 
thesia, the  additional  developments  of  special 
importance  to  neurosurgery  such  as  hemostasis, 
suction,  and  electrocoagulation,  but  also  the 
understanding  of  the  function  of  this  small  but 
important  keystone  of  the  endocrine  arch. 

Wien  Pierre  Marie  in  1886  linked  his  name  in 
perpetuity  with  diseases  that  afflict  this  organ, 
he  himself  had  no  idea  as  to  the  etiology  of  the 
condition  he  had  named  “acromegaly,”  a felici- 
tous designation  for  those  strikingly  deformed 
human  beings  with  enlarged  acral  parts  of  their 
anatomy.1  Morphologic  studies  at  necropsy, 
a few  of  which  had  preceded  and  the  many 
which  followed  1886,  tended  only  to  confuse 
the  issue.  Thus  in  1884  Fritsche  and  Klebs2 
described  the  postmortem  changes  in  a case  of 
gigantism,  which  we  nowadays  recognize  as  the 
same  disease  as  acromegaly,  except  that  it  starts 
earlier  in  life  before  the  epiphyses  close.  They 
were  struck  by  a tumefaction  of  the  thymus 
gland  to  which  they  ascribed  the  whole  abnor- 
mality of  growth  and  raised  the  significant 
suspicion  of  a relation  of  the  disease  to  dys- 
function of  the  “ductless  glands.”  However, 
even  though  a massive  pituitary  gland  was  also 
present,  they  interpreted  this  as  an  expression  of 
the  general  overgrowth  of  the  body.  They 
were  aware  of  the  disproportionately  large 
hypophysis  even  in  so  gigantic  an  individual 
but  explained  it  on  the  basis  of  an  unusually 
rich  blood  supply  to  this  organ. 

In  1887,  Minkowski  reported  upon  the  case  of  a 
patient  which  he  recognized  as  similar  to  those 
described  by  Marie  the  year  before.3  His 
patient  had  severe  headaches,  was  shown  to 
be  suffering  from  bitemporal  hemianopsia  during 
life,  and  at  necropsy  proved  to  have  a large 
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hypophyseal  tumor.  He  argued  that  since  the 
anterior  part  of  the  pituitary  is  adenomatous 
in  nature,  just  as  the  thyroid  is,  and  since  myxed- 
ema with  trophic  changes  in  the  skin  and  ex- 
tremities is  related  to  the  thyroid,  then  acromegaly 
with  its  skin  and  acral  disfigurements  must  be 
somehow  related  to  the  pituitary.  On  this 
basis,  indeed,  he  took  issue  with  the  “thymus 
theory”  of  Fritsche  and  Klebs. 

This  argument  by  somewhat  far-fetched 
analogy  did  not  quite  satisfy  Marie.  Together 
with  Marinesc.o  (1891)  he  summed  up  their  de- 
tailed studies  of  the  first  case  of  acromegaly  to  be 
investigated  by  them  at  necropsy.1  He  felt  that 
they  were  dealing  with  a general  nutritional 
disease  affecting  chiefly  the  connective  tissue  of 
the  extremities  and  certain  organs  and  mucous 
membranes.  The  reason  for  this  distribution  of 
pathologic  changes,  he  thought,  depended  upon 
the  particular  condition  of  the  circulation  and 
nutrition  of  the  extremities  and  an  embryologic 
predisposition.  From  this  point  of  view,  he 
continued,  the  pituitary  lesion  might  be  con- 
sidered simply  analogous  to  those  in  other  parts 
of  the  body  except  that  (1)  it  was  a constant 
finding  and  (2)  it  consisted  not  simply  of  an 
interstitial  sclerosis  but  a hyperplasia  of  follicles 
as  well.  Marie  and  Marinesco  were  impressed 
by  recent  experiments  of  Rogowitsch  (1889)6  in 
which  he  showed  that  extirpation  of  the  thyroid 
in  animals  resulted  in  hyperplasia  of  the  pituitary 
and  from  which  he  concluded  that  the  thyroid 
and  pituitary  served  to  counteract  various  toxins 
of  the  body.  Marie  then  believed  that  failure 
of  the  pituitary  to  function  might  permit  these 
toxins  to  produce  acromegaly  in  certain  pre- 
disposed individuals.  Indeed,  as  late  as  1911, 
he  wrote  Dr.  Cushing:  “After  having  passed  from 
one  hypothesis  to  another,  I find  myself  in  no 
definite  position  regarding  this  question  [of 
hypo-  or  hyperpituitarism  as  the  cause  of  acro- 
megaly], I wonder  if  the  solution  does  not  lie 
in  a somewhat  different  direction.  That  is  to 
say,  that  the  important  fact  concerns  itself 
less,  perhaps,  with  the  quantitative  function  of 
the  hypophysis  than  with  the  modification  or 
alteration  of  its  secretions.” 

On  the  whole,  however,  up  to  then  Marie  was 
apparently  inclined  toward  an  underfunction 
of  the  hypophysis  as  an  accompaniment  of  acro- 
megaly, and  it  was  this  which  led  Horsley  and 
others  to  attempt  to  reproduce  the  disease  in 
animals  by  extirpation  of  the  pituitary. 
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However,  simultaneously  in  other  quarters, 
more  critical  evaluation  of  the  condition  of  the 
pituitary  gland  in  acromegaly  by  Massalongo 
(1892),  Tamburini  (1894),  and  Brissaud  and 
Meige  (1895)  began  to  crystallize  the  belief  of 
hyperfunction  of  this  organ  in  this  disease.6-8 
In  1900  Benda  invented  special  stains  to  demon- 
strate the  acidophilic  and  basophilic  granules  in 
the  cytoplasm  of  the  anterior  pituitary  cells.9 
By  this  means  he  showed  first  that  the  acido- 
philic cells  predominated  in  the  hypophyses  of 
immature  individuals  during  the  most  rapid 
period  of  growth  and  that  the  pituitary  tumor 
in  acromegaly  consisted  almost  exclusively  of 
cells  with  acid-staining  granules.  These  ob- 
servations clearly  favored  the  view  that  acro- 
megaly is  associated  with  overactivity  of  the 
pituitary. 

Doubts  recurred  in  1901  when  Frohlich 
reported  his  now  famous  case  of  a patient  with 
a clinical  picture  diametrically  opposite  that  of 
acromegaly  but  harboring  a large  tumor  of  the 
hypophysis.10  Then  cases  of  classic  acromegaly 
were  found  without  any  tumor  of  the  pituitary 
gland  at  all. 

But  the  supporters  of  Benda  pointed  out  that 
the  tumor  in  Frohlich’s  case  consisted  of  cells 
without  chromophilic  granules.  Erdheim  (1909) 
then  demonstrated  a sphenoidal  acidophilic 
adenoma  in  a patient  with  acromegaly  in  whom 
the  anterior  lobe  of  the  hypophysis  in  its  normal 
site  was  without  pathologic  changes,  thus  mini- 
mizing the  significance  of  a seemingly  normal 
pituitary  in  acromegaly.11  Finally  Crowe, 
Cushing,  and  Homans  (1910)  successfully  hy- 
pophysectomized  puppies  and  produced  adipose 
animals  with  genital  dystrophy.12 

It  remained  only  for  Evans  and  Long  (1921- 
1924)  to  produce  gigantism  in  rats,  and  Putnam, 
Benedict,  and  Teel  (1929)  experimental  acro- 
megaly in  dogs  by  injecting  extracts  of  anterior 
pituitary  glands  to  bring  the  cycle  to  a close  after 
forty-three  years.13-16  This  finally  firmly  estab- 
lished the  etiology  of  acromegaly  as  an  expression 
of  hypersecretion  of  the  acidophilic  or  eosino- 
philic cells  of  the  anterior  lobe  of  the  pituitary 
gland.  By  the  same  token  the  cessation  of 
growth,  adiposity,  and  hypogenitalism  associated 
with  tumors  incapable  of  secretion  in  the  region 
of  the  hypophysis  were  ascribed  to  compression 
and  diminished  function  of  the  pituitary  and 
probably  also  the  neighboring  hypothalamus. 
The  experimental  and  clinical  proof  for  the  latter 
and  the  fascinating  story  of  the  concept  of  pitui- 
tary basophilism  will  have  to  be  left  for  a more 
leisurely  occasion. 

At  the  same  time  that  the  secrets  locked  in  this 
amazing  little  power  plant  of  the  hypophysis  were 
being  laboriously  deciphered,  clinical  neurology 


and  neurologic  surgery  were  being  developed 
along  other  lines  so  that  patients  suffering  with 
severe  headaches,  bitemporal  visual  field  defects, 
and  primary  optic  atrophy  were  recognized  as 
suffering  from  tumors  on  the  base  of  the  skull, 
however  little  the  nature  of  these  tumors  were 
as  yet  understood.  Moreover,  Sir  Victor  Hors- 
ley,17 who  held  so  many  other  priorities  in  the 
development  of  intracranial  surgery,  had  the 
imagination  and  the  courage  as  early  as  1889 
(although  he  mentioned  it  only  in  1906)  to  enter 
the  cranial  cavity  in  such  a patient  transfrontally 
and  lift  up  the  frontal  lobe  to  expose  the  tumor, 
which,  however,  he  considered  inoperable. 

By  1893  Caton  and  Paul  attempted  to  relieve 
intracranial  pressure  in  an  acromegalic  by  re- 
moving the  right  temporal  bone  with  temporary 
relief.18  In  1900  Krause  had  worked  out  a 
transfrontal  intracranial  approach  to  the  pitui- 
tary which  to  all  intents  and  purposes  resembles 
the  procedure  followed  to  this  day  by  most  neuro- 
surgeons.19 However,  by  the  time  that  the  star 
of  the  then  young  Cushing  was  rising  in  the  first 
decade  of  this  century  in  Baltimore,  very  few  of 
such  operations  had  been  attempted,  and  fewer 
still  had  been  successful. 

At  this  point  the  ancient  fallacy  that  gave 
rise  to  the  name  “pituitary,”  from  the  Latin 
word  pituita  which  means  phlegm,  because  it  was 
thought  that  the  function  of  this  organ  was  to 
supply  mucus  to  lubricate  the  adjacent  upper 
respirator}'  cavities,  turned  the  attention  of 
surgeons  in  various  places  to  the  nose  as  an 
approach  to  the  gland.  Already  in  1897  Gior- 
dano had  worked  out  on  the  cadaver  an  access 
to  the  pituitary  by  way  of  the  anterior  wall  of  the 
frontal  sinuses  and  the  upper  part  of  the  nose.20 

The  discouraging  results  of  the  transfrontal 
or  temporal  approach  gave  an  impetus  to  the 
transnasal  one.  A variety  of  modifications 
were  developed,  and  when  in  1907  Schloffer21 
was  successful  in  removing  a pituitary  tumor  by 
this  route,  many  other  attempts  were  made  by 
Koenig,  von  Eiselsberg,  Hochenberg,  Kocher,  and 
others,  each  in  his  own  way.  .Ml  these  methods 
had  in  common  the  route  through  the  upper  nasal 
cavity,  and  the  operation  consisted,  one  way  or 
another,  of  deflecting  the  nose.  Kocher,22 
however,  had  introduced  the  principle  of  resecting 
the  nasal  septum,  and  this  eventually  led  to  the 
submucous  resection  of  the  septum,  thus  avoid- 
ing entering  the  nasal  cavity  if  the  mucous  mem- 
branes were  not  perforated.  Finally  by  1910, 
using  a combination  of  methods  invented  and 
modified  by  Kanavel,23  Halstead,24  and  Mixter 
and  Quackenbass,25  Cushing  and,  at  about  the 
same  time,  Hirsch  began  to  perform  these  opera- 
tions by  making  the  incision  in  the  mouth  be- 
neath the  upper  lip,  resecting  the  nasal  septum 
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without  entering  the  nasal  cavity,  and  after 
removing  the  vomer  breaking  through  the  floor 
of  the  sella  turcica,  already  depressed  by  the 
tumor  into  the  sphenoid  sinus,  and  thus  reaching 
the  tumor  capsule.  From  this  point  on,  the 
number  of  patients  operated  on  in  this  way  in 
various  parts  of  the  world  increased  rapidly,  and 
single  observers  were  able  to  report  experiences 
with  sizable  series  of  cases. 

It  was  recognized,  however,  that  notwith- 
standing the  survival  of  around  95  per  cent  of 
the  patients  from  the  transphenoidal  operation 
and  in  spite  of  the  remarkably  low  incidence 
of  meningitis  (less  than  2 per  cent)  when  sub- 
mucous resection  was  done,  this  operation  per- 
mitted the  removal  of  only  a very  small  portion 
of  the  intrasellar  part  of  the  tumor,  amounting 
only  to  a decompression,  and  numerous  recur- 
rences took  place.  In  cases  in  which  the  tumor 
had  already  extended  into  the  intracranial  cavity, 
its  usefulness  was  still  further  limited.  Finally, 
a number  of  cases  with  normal-sized  sella  turcicas 
as  demonstrated  by  x-rays  proved  to  have  pituitary 
adenomas  extending  primarily  into  the  intra- 
cranial cavity,  and  other  tumors  such  as  suprasel- 
lar meningiomas  and  craniopharyngiomas  de- 
manded an  intracranial  approach. 

The  intracranial  operation  had,  in  fact,  never 
actually  been  completely  abandoned,  and  by 
the  middle  nineteen-twenties,  when  experience 
with  and  confidence  in  intracranial  surgery  in 
general  had  reached  a high  peak,  the  transfrontal 
operation  finally  almost  completely  replaced  the 
transnasal  approach. 

No  era  in  history  runs  its  course  to  completion 
before  the  next  period  begins.  In  1909  when 
Krause  performed  the  first  successful  intra- 
cranial operation  for  a pituitary  adenoma,  Gra- 
megna26  had  already  tested  the  efficacy  of 
roentgen  irradiation  of  pituitary  adenoma  and 
reported  a case  of  acromegaly  successfully  treated 
by  this  method.  Reports  of  other  cases  so 
treated  became  increasingly  frequent.  Skillful 
I surgeons,  like  Cushing  and  Dandy,  at  first  were 
inclined  to  harshness  in  judging  these  attempts 
and  tended  to  believe  that  the  chief  reason  for 
recourse  to  irradiation  was  the  lack  of  skill  on 
the  part  of  some  of  their  colleagues  in  dealing 
with  these  lesions  surgically.  Grudgingly  some 
efficacy  to  this  form  of  therapy  was  granted. 
However,  only  postoperative  irradiation  was  at 
first  favored.  Later  on,  a trial  by  irradiation  pre- 
operatively  was  admitted  where  no  urgency 
existed,  but  according  to  Grant,  for  a maximum 
! of  six  weeks  only  before  surgery  is  undertaken 
unless  there  is  a marked  improvement  in  the 
visual  fields  by  this  time.27 

The  writer  was  a neurosurgical  resident  (1925- 
1926)  at  the  time  when  Cushing  was  still  per- 


forming the  transphenoidal  operation  but  was 
already  abandoning  it  for  the  transfrontal  one 
and  when  radiation  therapy  was  being  inade- 
quately applied  postoperatively  as  an  adjuvant 
to  surgery.  Since  then  his  own  experience  with 
a series  of  cases  of  pituitary  tumors,  both  chromo- 
phobe and  chromophil  (considering  only  the 
acidophilic  ones  associated  with  acromegaly), 
has  led  him  to  the  following  conclusions  con- 
cerning the  treatment  of  these  cases: 

1.  Treatment  should  be  under  the  general 
supervision  of  a team  consisting  of  a neuro- 
surgeon, neuro-ophthalmologist,  and  radiothera- 
pist. 

2.  Operation  (transfrontal)  should  be  done 
immediately  only  in  cases  in  which  the  patient 
is  in  a very  serious  state  due  to  increased  intra- 
cranial pressure  from  extrasellar  extension  of  the 
tumor  or  in  which  he  is  threatened  with  imminent 
blindness  from  local  compression  of  the  optic 
chiasm. 

3.  Patients  with  a syndrome  suggesting  a 
chromophobe  pituitary  adenoma  with  typical 
visual  field  changes  but  who  have  a normal- 
sized sella  turcica  should  be  operated  on  without 
preliminary  radiation  therapy  for  fear  of  losing- 
time  while  treatment  is  being  applied  to  a tumor 
which  may  prove  to  be  radioresistant  like  a 
suprasellar  meningioma  or  craniopharyngioma. 

4.  Cases  of  acromegaly,  with  or  without 
normal-sized  sella  turcicas,  and  chromophobe 
tumors  producing  enlargement  of  the  sella  turcica 
should  be  treated  by  roentgen  irradiation. 

5.  Irradiation  alone  should  be  used  in  cases  in 
which  the  visual  fields  show  definite  improvement 
or  in  which  progression  in  the  loss  of  visual  fields 
is  definitely  interrupted  by  such  treatment. 

6.  Operation  should  be  done  in  cases  in  which 
continued  visual  field  loss  takes  place  in  spite 
of  irradiation. 

7.  Patients  treated  by  operation  should  re- 
ceive postoperative  irradiation. 

Treated  in  this  way  at  least  60  per  cent  of  cases 
with  acromegaly  and  40  per  cent  of  those  with 
chromophobe  adenomas  may  avoid  operation, 
and  those  operated  upon  will  show  a tendency 
toward  recurrence  in  a very  small  percentage 
of  cases. 
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Discussion 

William  F.  Boswick,  M.D.,  Buffalo.-  Dr.  Davidoff 
has  again  brought  to  us  a reminder  that  we  owe  our 
very  professional  existence  to  the  tireless  and  relent- 
less assault  on  the  bastioned  crypts  of  intracranial 
disease  by  our  medical  forebears.  What  better  ex- 
ample of  diligent  campaigning  could  he  have  elected? 
Having  worked  with  the  great  Harvey  Cushing, 
when  the  master  surgeon’s  energy  and  resources 
were  committed  to  the  objective  of  seeking  out  the 
ideal  attack  to  the  pituitary  tumor,  gives  Dr.  David- 
off an  enviable  heritage.  He  and  the  many  of  his 
close  friends,  who  served  with  Dr.  Cushing  then  and 
later,  contributed  much  to  the  armamentarium  we 
use  and  take  for  granted  today. 

This  paper  concludes  with  seven  acceptable  aphor- 
isms relative  to  the  proper  treatment  of  the  pituitary 
tumor.  I would  re-emphasize  that  in  the  presence 
of  large  visual  field  defect,  accompanied  by  advanced 
optic  atrophy  with  or  without  signs  of  intracranial 
hypertension,  decompression  of  the  optic  chiasma 
should  be  completed  without  delay.  By  actually 


visualizing  the  relationship  of  tumor  to  optic  chiasma 
before  and  after  surgical  attack,  radiation  can  then  > 
be  carried  on  without  fear  that  valuable  time  is 
being  wasted  while  waiting  for  delayed  response  to 
the  latter  therapy. 

Eldridge  Campbell,  M.D.,  Albany. — The  study  i 
of  medical  history  is  of  value  not  only  for  its  intrinsic 
interest  but  for  the  perspective  which  it  alone  pro- 
vides. Neither  the  collection  and  confirmation  of 
observations  nor  their  interpretation  is  ever  the  en- 
tire work  of  any  one  man.  Even  given  the  same  set 
of  facts,  as  in  a case  of  acromegaly,  Pierre  Marie  I 
and  Minkowsky  presented  utterly  different  inter-  ' 
pretations.  While  certain  theories  have  necessarily 
been  dropped,  many  fragments  are  worth  preserv-  1 ■ 
ing.  Dr.  Davidoff’s  paper  has  beautifully  demon-  < 
strated  the  added  richness  of  a picture  when  the  back-  j 
ground  is  sketched  in. 

The  evolution  of  the  present  transfrontal  approach 
to  the  sella  is  a particularly  fascinating  study,  for 
many  of  the  finest  minds  in  surgery  were  devoted  to 
it.  In  1889,  Sir  Victor  Horsley  unsuccessfully 
attempted  such  an  operation;  some  eighteen  years 
later  Schloffer  successfully  attacked  a tumor  by  the 
transnasal  route.  A real  turning  point  in  the  st  ruggle 
came  on  December  7,  1914,  when  a young  resident 
surgeon  at  Johns  Hopkins  first  reported  the  present 
transdural  procedure.  Although  subsequently  modi- 
fied by  Dandy,  it  should  be  called  after  its  originator, 
the  late  George  Heuer. 

One  should  not  be  too  critical  of  those  whose 
operations  were  discarded.  Those  recorded  experi- 
ences were  of  great  value.  Anesthesia  and  hemo- 
stasis were  relatively  primitive  by  modern  standards. 

In  this  group,  or  indeed  in  any  group,  Harvey  Cush- 
ing was  outstanding,  and  yet  it  is  amusing  to  read 
his  comment,  written  in  1912,  on  these  suggested  7 
approaches:  “Intracranial  procedures  of  incon- 

ceivably radical  nature  by  a frontal  approach,  have 
been  proposed  by  Krause,  Hartley  and  Iviliani.” 

It  is  to  his  lasting  credit  that  he  changed  his  view. 
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NOTES  ON  A SERIES  OF  BRAIN  TUMORS 

Francis  C.  Grant,  M.D.,  Philadelphia,  Pennsylvania 
{From  the  Neurological  Clinic  of  the  University  of  Pennsylvania  Hospital ) 


THE  surgical  results  that  can  be  expected  to 
follow  an  attempt  to  extirpate  a brain  tumor 
depend  upon  three  factors:  the  rapidity  of  diag- 
nosis, the  cell  type  of  the  lesion,  and  the  position 
of  the  tumor. 

The  rapidity  with  which  the  diagnosis  is 
reached  is  influenced  by  the  position  of  the  tumor 
and  the  medical  acumen  of  the  attending  physi- 
cian. A tumor  affecting  one  or  the  other  motor 
cortex  and  producing  contralateral  fits  and  motor 
weakness  drives  the  patient  promptly  to  his 
physician  for  help.  The  presence  of  focal  fits 
and  motor  weakness  at  once  suggests  a central 
nervous  system  lesion  and  points  out  the  area 
of  the  brain  involved.  But  if  a tumor  lies  in  a 
silent  area  of  the  brain,  the  frontal  or  temporal 
lobe  in  the  nondominant  hemisphere,  the  mid- 
brain, or  below  the  tentorium  in  the  cerebellar 
vermis,  clear  neurologic  evidence  of  its  presence 
can  be  completely  lacking.  Intermittent  head- 
ache and  vomiting  may  be  the  only  symptoms, 
and  they  can  be  due  to  many  causes  other  than 
brain  tumor.  When  visual  difficulties  appear, 
then  progression  of  headache,  for  the  first  time 
an  intracranial  lesion  is  suspected.  The  neuro- 
surgeon at  times  wonders,  smugly,  why  the  general 
practitioner  was  so  long  in  reaching  a diagnosis. 
The  reason,  of  course,  is  that  the  antecedent 
symptoms  were  far  from  clear.  The  alert  physi- 
cian naturally  considers  the  more  common  causes 
for  the  complaints  produced.  Only  when  re- 
peated and  thorough  examinations  have  ruled 
these  out  or  when  new  symptoms  have  appeared 
that  suggest  an  intracranial  complication,  does 
he  consider  a rather  uncommon  lesion,  such  as  a 
tumor  of  the  brain. 

A few  simple  tests,  which  can  be  carried  out 
as  office  procedures,  will  go  far  to  confirm  or  elim- 
inate the  presence  of  an  intracranial  lesion. 
A brief  and  accurate  neurologic  survey,  of  course, 
comes  first,  followed  by  a study  of  the  eyegrounds 
and  a gross  estimation  of  the  visual  fields  by 
confrontation.  Last,  roentgen  ray  studies 
should  be  done  to  determine  the  position  of  the 
pineal  gland,  the  conformation  of  the  sella  turcica, 
or  other  changes  in  the  cranial  bones.  Lumbar 
puncture  should  be  avoided  until  after  the  retinas 
have  been  examined.  If  the  disks  are  elevated, 
pressure  is  present,  and  lumbar  puncture  may  be 
dangerous. 

Once  an  impression  has  been  gained  that  an 
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intracranial  mass  lesion  is  the  probable  cause  for 
the  clinical  picture,  the  localization  of  the  tumor 
is  never  difficult.  With  modern  roentgen-ray 
technic  re-enforced  by  ventriculography  or 
arteriography,  fully  95  per  cent  of  all  intracranial 
mass  lesions  can  be  accurately  localized. 

The  cell  type  of  the  tumor  and  its  surgical 
accessibility  are  closely  connected  with  the  ulti- 
mate prognosis.  A tumor  may  be  on  the  surface 
of  the  brain  within  easy  reach,  yet  made  up  of 
rapidly  growing,  widely  infiltrating  cells  that 
defy  complete  extirpation.  In  any  discussion  of 
the  surgery  of  brain  tumors,  one  all-important 
fact  must  be  kept  in  mind : Unless  a brain  tumor 
is  completely  extirpated,  it  always  recurs  and 
kills  the  patient.  If  at  times  the  neurosurgeon 
seems  to  take  desperate  chances  to  remove  a 
tumor,  this  fact  forces  him  to  do  so. 

Brain  tumors  fall,  roughly,  into  four  classes. 
First  are  the  gliomas,  which  are  the  true  brain 
tumors,  made  up  of  glial  cells.  These  tumors  are 
potentially  infiltrating  and  require  excision  of 
surrounding  normal  tissue  before  complete  extir- 
pation is  accomplished.  Such  tumors  comprise 
approximately  60  per  cent  of  all  tumors.  At 
least  half  of  the  gliomas  infiltrate  widely,  their 
complete  removal  is  impossible,  and  their  recur- 
rence is  certain.  A second  group  of  tumors  is 
composed  of  fibroblasts,  namely,  the  meningiomas 
and  the  acoustic  neuromas,  which  comprise 
about  20  per  cent  of  all  brain  tumors.  These 
are  not  true  brain  tumors  but  intracranial  tumors, 
since  their  cells  are  not  of  glial  origin.  They  do 
not  infiltrate  the  brain  but  crowd  it  to  one  side. 
If  surgically  accessible,  they  and  their  attach- 
ment to  the  meninges  may  readily  be  completely 
extirpated  without  chance  of  recurrence.  A 
third  group  is  made  up  of  the  glandular  tumors, 
mostly  pituitary  in  origin,  with  an  occasional 
pinealoma.  They  account  for  10  per  cent  of  all 
tumors.  Last,  grouped  together  loosely,  are 
the  metastatic  lesions,  the  congenital  tumors, 
dermoids  and  epidermoids,  the  vascular  tumors, 
and  other  varieties,  again  forming  about  10  per 
cent  of  the  entire  group. 

The  meaning  of  the  term  “surgical  accessi- 
bility” may  now  become  more  apparent.  An 
infiltrating  glioma  in  the  motor  cortex  or  speech 
area  should  be  handled  carefully  with  removal  of 
only  the  center  of  the  mass,  for  fear  of  serious  and 
permanent  neurologic  deficit  if  wide  extirpation 
be  undertaken.  Recurrence  is  certain  within 
a relatively  short  time,  depending  on  the  cell 
type  of  the  tumor.  On  the  other  hand,  a well- 


2495 


2496 


FRANCIS  C.  GRANT 


[N.  Y.  State  J.  M. 


encapsulated  meningioma  in  the  same  location 
is  always  vigorously  attacked,  the  surrounding 
brain  carefully  separated  from  the  mass,  and 
complete  removal  attempted.  The  adjacent 
brain  centers  have  been  crippled  by  compression, 
not  by  infiltration.  Once  the  pressure  is  relieved 
by  tumor  removal,  their  function  may  well  be 
completely  restored.  A meningioma  along  the 
sphenoid  ridge,  where  the  adjacent  carotid  vessels 
may  be  entangled  in  the  tumor,  and  an  acoustic 
neuroma  in  the  cerebellopontine  angle,  in  close 
juxtaposition  to  the  brain  stem  and  lower  cranial 
nerves,  are  examples  of  favorable  tumors  in  a 
position  replete  with  surgical  hazards.  In  such 
a situation  early  diagnosis  is  all-important  so 
that  the  tumor  is  attacked  before  it  has  reached 
a size  that  may  render  complete"  extirpation 
extremely  dangerous. 

In  an  attempt  to  determine  the  outcome  in  the 
surgery  of  brain  tumors,  the  1,357  cases  of  verified 
brain  tumor  recorded  in  the  Neurosurgical 
Clinic  of  the  Hospital  of  the  University  of  Penn- 
sylvania from  1931  through  1945  were  analyzed 
to  see  what  the  results  in  these  four  classes  of 
tumors  might  be  after  a six-year  follow-up  to 
January  1,  1952  (Table  I).  Through  the  careful 
and  persistent  work  of  Miss  Anne  Barnhart, 
R.N.,  chief  of  the  follow-up  service,  we  know  the 
situation  in  every  one  of  these  cases.  None  has 
been  lost.  In  this  group  of  1,357  cases,  373 
postoperative  and  116  nonoperative  fatalities 
occurred,  a case  mortality  of  35  per  cent.  In  the 
1,241  operative  cases,  there  were,  with  operations 
for  recurrences  and  two-stage  procedures,  1,530 
operations  and  373  deaths,  an  over-all  operative 
mortality  of  24  per  cent.  On  January  1,  1952. 
313  cases,  or  25  per  cent,  were  alive.  In  addition, 
37  cases  lived  ten  years  or  longer,  68  from  five  to 
ten  years,  and  450  less  than  five  years.  Among 
the  37  cases  living  ten  years  or  over,  two  finally 
died  of  a recurrence  of  the  tumor;  in  the  five-  to 
ten-year  group  of  68,  41  died  of  a recurrence. 

The  composition  of  the  group  of  418  cases 
surviving  five  years  or  more  is  interesting  because 
it  throws  a light  on  the  growth  habits  of  the 
various  tumor  types.  Included  in  these  are  354 
cases  of  which  123  are  meningiomas  and  37  angle 
tumors  from  the  group  of  lesions  with  fibroblasts  as 
their  basic  cell;  101  tumors  of  pituitary  glandular 
origin;  68  gliomas,  all  in  the  slow-growing  astro- 
cytoma fibrillare  group;  and  25  tumors  originating 
from  blood  vessels  (Table  II).  The  remaining 
64  cases  are  scattered  through  many  subgroups. 
No  patient  harboring  a glioma  of  the  spongio- 
blastoma multiforme  type  or  a malignant  metas- 
tasis to  the  brain  from  the  lungs  or  elsewhere 
survived  over  five  years. 

It  is  obvious,  therefore,  that  the  fibroblastic 
and  glandular  groups  of  tumors,  the  intracranial 
tumors  and  not  the  brain  tumors  of  glial  origin, 


TABLE  I. — Analysis  of  1,357  Cases  of  Verified  Brain 
Tumor  from  1931  to  1946  with  Follow-up  to  January  1, 
1952 


Number 

Total 

1.357 

Number  operated 

1,241  (1,530  operations) 

Postoperative  deaths 

373  (24%) 

Nonoperative  deaths 

116 

Lesions 

Infiltrating  gliomas  or  meta- 

static  cancer 

450  (all  dead  3 years) 

More  favorable  lesions 

791 

Alive  over  5 years 

418  (53%) 

Alive  January  1,  1952 

313  (25%) 

Alive  over  10  years  or  more 

37* 

Alive  5 to  10  years 

68f 

* 2 died  of  recurrence. 

t 41  died  of  recurrence. 

TABLE  II. — Analysis  of  Tumors  in  418  Cases 

Which 

Lived  over  Five  Years 

Number  of 

Tumor 

Cases  Per  Cent 

Fibroblastic  (meningiomas  and 

160 

39 

acoustic  neuromas) 

Glandular  (pituitary  adenomas) 

101 

25 

Gliomas  (astrocytomas  fibrillare) 

68 

15 

Blood  vessel  (hemangiomas) 

25 

7 

Miscellaneous 

64 

14 

have  by  far  the  better  chance  for  recovery  and 
prolongation  of  life.  The  cell  type  of  the  tumor, 
as  well  as  the  position  the  lesion  occupies  within 
the  cranial  cavity,  is  important  in  the  ultimate 
outcome.  If  a glioma  occupies  the  tip  of  a lobe 
of  the  brain  in  the  nondominant  hemisphere  or  is 
situated  in  either  occipital  pole  so  that  an  area 
of  normal  brain  behind  the  tumor  can  be  removed 
with  the  mass  without  producing  serious  and 
permanent  neurologic  deficit,  total  extirpation 
and  cure  can  be  accomplished.  All  the  fibroblas- 
tic tumors,  wherever  located,  should  be  vigorously 
attacked  and  every  reasonable  chance  taken  to 
assure  complete  removal.  Pituitary  adenomas 
respond  well  to  intracapsular,  subtotal  extirpation 
with  or  without  subsequent  roentgen-ray  therapy. 
The  vascular  tumors,  so  commonly  found  in  the 
cerebellum  and  almost  always  cystic,  can  be  cured 
if  the  nubbin  of  tumor  in  the  wall  of  the  cyst  is 
removed. 

The  results  following  intracranial  surgery  for 
tumors  compare  not  unfavorably  with  the  results 
in  tumors  elsewhere.  In  our  group  of  1,241 
operated  cases,  418  or  35  per  cent  lived  five 
years  or  more  after  surgery.  Among  this  group  of 
1,241  cases,  450  had  lesions  that  were  either 
rapidly  recurring  gliomas  or  metastatic  carcino- 
mas. As  stated,  none  of  this  group  lived  over 
five  years,  few  over  three  years.  If  this  hopeless 
group  is  eliminated,  791  cases  remain  with  more  < 
favorable  lesions.  Of  these  791,  418  or  53  per 
cent  lived  five  years  or  more  after  operation, 
and  313  or  40  per  cent  are  living  six  to  twenty 
years  following  surgery. 

The  skill  of  the  surgeon  is  vital  in  the  removal 
of  a brain  tumor.  However,  all  his  skill  can  be 
nullified  by  the  cell  type  of  the  tumor  and  its 
intracranial  position. 
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FOR  all  practical  purposes  the  modern  therapy 
of  intracranial  aneurysms  has  come  to  be 
defined  over  the  past  decade.  Clinical  experi- 
ences have  shown  that  the  majority  of  cases  of 
subarachnoid  hemorrhage  are  due  to  aneurysms 
and  that  with  the  so-called  conservative  therapy 
of  this  disease,  the  mortality  rate  is  around  50  per 
cent.  Obviously,  better  treatment  is  highly  de- 
sirable. The  problem  is  far  from  academic ; intra- 
cranial aneurysms  are  being  found  almost  as  often 
as  are  brain  tumors,  with  which  neurosurgeons 
so  largely  occupy  themselves. 

Until  recently,  unruptured  aneurysms  were 
most  frequently  found  accidentally  at  operation, 
being  localized,  as  are  other  neoplasms,  by  signs 
and  symptoms  caused  by  their  pressure  upon 
neighboring  nervous  structures.  At  times  the 
abrupt  onset  of  the  syndrome  would  alert  the 
clinician  to  the  possibility  of  an  aneurysm  but 
still  did  not  differentiate  the  lesion  from  the  sud- 
den intracranial  expansion  of  a neoplasm.  This 
diagnostic  uncertainty  left  the  surgeon  poorly 
prepared  for  the  best  therapy  of  an  explosive 
aneurysm  when  he  had  expected  a more  docile 
neoplasm.  The  surgical  result  often  fell  short  of 
its  better  possibilities. 

Thanks  to  the  recent,  more  extensive  use  of 
cerebral  angiography,  it  is  now  possible  for  the 
surgeon  to  know  beforehand  that  he  is  operat- 
ing on  an  aneurysm.  He  can  know  the  precise 
location  of  the  lesion,  the  vessel  it  involves,  and 
usually  its  size.  The  surgeon  being  thus  fore- 
warned, the  results  of  therapy  are  measurably 
better  than  in  earlier  years. 

An  aneurysm  is  a localized  dilatation  of  a de- 
fective arterial  tube,  able  to  expand  to  compress 
surrounding  structures  and  possessing  the  in- 
herent capacity  for  leakage  or  rupture.  The 
unruptured  aneurysm  presents  no  problem  until 
it  compresses  neighboring  structures.  It  then 
may  be  localized  clinically,  displayed  by  angiog- 
raphy, and  dealt  with  accurately. 

Conversely,  the  leaking  or  ruptured  aneurysm 
is  a highly  lethal  and  capricious  lesion.  Fre- 
quently these  “berry”  or  congenital  aneurysms 
are  too  small  to  signal  their  presence  by  telltale 
neurologic  signs ; the  first  intimation  of  trouble  is 
a bout  of  subarachnoid  hemorrhage.  If  slight, 
this  may  clear  shortly ; then  the  patient  continues 
with  no  fear  of  consequences,  until  another,  per- 
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Fig.  1.  Table  showing  the  time  of  recurrence 
of  subarachnoid  hemorrhage  in  603  cases  collected 
from  the  literature. 

haps  larger  rent  in  the  aneurysmal  wall  produces 
profound  neurologic  damage  or  even  death. 

Data  from  groups  of  aneurysmal  cases  show 
that  patients  surviving  the  initial  hemorrhage 
are  liable  to  recurrence,  especially  during  the 
first  three  weeks  (Fig.  1).  In  this  time  appear 
half  the  recurrences  of  the  entire  subsequent 
period  and  cause  half  of  the  total  deaths.  These 
figures  indicate  the  importance  of  early  diagnosis. 
Angiography  has  proved  safe  at  any  stage  in  the 
course  of  subarachnoid  hemorrhage.  The  earlier 
it  is  done,  the  more  patients  may  be  protected 
from  perhaps  fatal  recurrences  of  bleeding. 

Conservative  Therapy 

After  conclusive  diagnosis  of  an  intracranial 
aneurysm  one  of  two  courses  of  management  may 
be  followed.  Although  termed  conservative, 
there  actually  is  no  such  therapy  of  aneurysms. 
The  patient  may  be  kept  as  comfortable  as  pos- 
sible while  the  lesion  heals  or  leaks  again,  perhaps 
fatally.  The  odds  are  about  50  per  cent.  In  a 
few  instances  this  course  of  management  is  justi- 
fiable: when  the  lesions  are  multiple  or  bilateral, 
when  arteriosclerotic  globular  or  fusiform  aneu- 
rysms have  produced  minimal  signs,  and  in  cases 
where  studies  have  shown  inadequacy  of  collateral 
circulation  contraindicating  either  direct  or  in- 
direct surgical  approach. 

Surgical  Therapy 

The  only  effective  therapy  of  the  lesion  lies  in 
isolating  it  from  the  blood  stream  or  reducing 
the  pressure  within  its  lumen  to  a level  com- 
patible with  safety  from  rupture.  Two  basic 
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therapies  are  possible;  these  depend  upon  the 
location  and  the  type  of  aneurysm,  proved  by 
angiography. 

Indirect  Surgical  Attack. — Reduction  of  intra- 
aneurysmal  pressure  by  ligation  of  one  or  more 
of  the  ipsilateral  carotid  arteries  is  effective 
treatment  for  most  of  the  subclinoid  carotid 
aneurysms.  This  also  may  be  the  best 
treatment  for  certain  aneurysms  with  broad 
bases  or  short  necks  when  situated  at  the  site  of 
bifurcation  of  the  major  vessels  of  the  circle  of 
Willis.  Some  surgeons  recommend  this  attack 
for  most  intracranial  aneurysms.  Others,  how- 
ever, advise  that  proximal  ligation  should  not 
be  used  for  aneurysms  favorable  for  direct  at- 
tack or  where  it  could  be  of  little  value,  as  when 
the  lesion  is  not  directly  on  the  circle  of  Willis. 

Serious  consequences,  hemiplegia,  or  death  may 
follow  cervical  carotid  occlusion,  and  several 
methods  have  been  devised  in  attempts  to  mini- 
mize these  dangers.  Adequacy  of  collateral  circu- 
lation after  carotid  ligation  may  be  judged  by  the 
Matas  test,  by  contralateral  angiography  while 
occluding  the  affected  carotid,  and  by  preliminary 
clamping  of  the  vessel  before  ligature.  The  vessel 
then  may  be  occluded  by  fascial  band,  cellophane 
tie,  metallic  clip,  plication  suture,  or  by  a liga- 
ture. It  seems  to  be  safer  to  ligate  the  internal 
rather  than  the  common  carotid.  Perhaps  this 
is  because  of  the  greater  incidence  of  arterio- 
sclerotic plaques  in  the  walls  of  the  common  carot- 
id. Damage  to  these  plaques  induces  progres- 
sive thrombosis  in  the  vessel.  From  the  stand- 
point of  development  of  collateral  cerebral  circu- 
lation it  is  safer,  especially  in  older  people,  to  close 
the  common  carotid  in  stages  and  to  follow  this 
with  internal  carotid  ligation  (Fig.  2). 

Especially  in  cases  of  recent  subarachnoid 
hemorrhage,  the  mechanical  stimulation  caused 
by  ligation  produces  reflex  vasospasm  of  the  dis- 
tal intracranial  vessels.  This  may  cause  disas- 
trous cerebral  sequelae.  To  avoid  this  possibil- 
ity some  surgeons  interrupt  the  cervical  sympa- 
thetic chain  or  leave  polyethylene  catheters  in 
contact  with  the  superior  cervical  sympathetic 
ganglion  and  perfuse  it  with  procaine  solution 
for  two  or  three  days  after  operation.  Papaverine 
hydrochloride  may  be  given  intravenously  for  the 
first  few  days  to  prevent  cerebral  vasospasm. 
Anticoagulants  may  be  used  if  the  patient  has 
had  no  fresh  subarachnoid  hemorrhage  within  the 
past  two  weeks.  A normal  blood  pressure  level 
and  proper  oxygenation  should  be  assured  for  a 
few  days  after  ligation.  The  artery  should  not 
be  manipulated  during  dressing  changes  for  fear 
of  dislodging  an  embolus. 

Direct  Surgical  Attack. — In  the  treatment  of 
aneurysms  above  the  level  of  the  clinoid  processes 
cervical  carotid  ligation  can  be  effective  only  by 
reducing  the  pressure  within  the  lesion.  When 


Fig.  2.  Stage  ligation  of  carotid  artery.  The 
common  carotid  is  constricted  about  halfway  with 
a ligature  at  (1);  a week  later,  it  is  closed  com- 
pletely by  a ligature  (fascial)  at  (2);  subsequently, 
the  internal  carotid  is  occluded  (fascia)  at  (3). 


an  internal  carotid  artery  is  ligated,  the  circle  of 
Willis  must  thereafter  carry  enough  blood  to 
supply  both  cerebral  hemispheres  if  cerebral 
anoxia  is  not  to  develop.  As  the  efficiency  of  the 
collateral  circulation  increases  in  an  aneurysm 
having  its  mouth  near  the  circle  of  Willis,  the 
pressure  within  the  lumen  and  the  strain  on  the 
aneurysmal  wall  rapidly  approach  their  original 
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i'  levels.  The  patient  then  is  in  as  great  danger  as 
; before.  Carotid  ligation  for  unruptured  aneu- 
* rysms  has  proved  to  be  safer  than  in  the  case  of 
i|  those  recently  ruptured.  Aneurysms  above  the 
clinoid  processes  rarely  cause  symptoms  until 
they  expand  and  leak  at  least  a small  amount. 
Hence,  the  existence  of  localizing  signs  at  once 
signals  an  increased  expectable  morbidity  and 
mortality  for  carotid  ligation.  These  facts  have 
led  to  the  development  of  technics  by  which 
aneurysms  within  the  cranial  chamber  may  be 
attacked  directly  and  occluded  in  situ  or  re- 
moved completely. 

The  first  successful  operation  of  this  type  ap- 
parently was  that  of  Dott,  who  exposed  a leaking 
3-mm.  aneurysm  at  the  bifurcation  of  the  in- 
ternal carotid  artery  into  its  anterior  and  middle 
cerebral  branches.1  Being  unable  to  separate 
the  lesion  from  its  parent  vessel,  Dott  "patched” 
it  with  a piece  of  skeletal  muscle.  This  treat- 
ment has  been  considered  a compromise  to  be 
used  in  cases  where  the  lesion  cannot  be  sepa- 
rated from  or  isolated  with  a segment  of  its  parent 
trunk  from  the  cerebral  circulation.  A recent 
report  by  Falconer,  however,  shows  that,  in  gen- 
eral, this  is  an  effective  form  of  therapy  in  these 
■.I  cases.2 

In  1938  Dandy  reported  the  first  complete  ob- 
literation of  an  intracranial  aneurysm  by  closing 
a silver  clip  across  its  neck,  leaving  the  carotid 
circulation  intact.3  Direct  attack  upon  and 
obliteration  of  intracranial  aneurysms  have  been 
the  goal  of  neurosurgeons  since  that  time.  Un- 
fortunately, these  are  treacherous  lesions,  prone 
to  rupture  during  exposure  or  manipulation. 
This  poses  an  emergency  with  which  the  surgeon 
' often  is  poorly  prepared  to  deal.  The  immediate 
need  to  stop  the  bleeding  may  lead  to  obliteration 
of  more  vessels  than  is  desirable  and  has  resulted 
in  complicated  sequelae  and  even  death.  A 
few  such  experiences  engender  a healthy  respect 
for  these  lesions  and  a distaste  for  exposing  them. 
Fortunately,  accumulating  reports2,4,5  show  that 
intracranial  aneurysms  can  be  approached  safely 
and  treated  adequately  with  a mortality  rate 
much  lower  than  that  to  be  expected  from  con- 
servative therapy. 

Specific  technics  are  necessary  for  aneurysms 
in  different  locations.  Before  operation  the  sur- 
geon must  know  the  precise  location  of  the  aneu- 
I rysm,  its  situation  on  the  arterial  tree,  the  rela- 
tions of  all  the  vessels  entering  or  leaving  it  (for 
the  lesions  may  be  attached  to  anomalous  arter- 
ies), whether  other  aneurysms  coexist,  and 
whether  collateral  circulation  will  be  adequate 
for  cerebral  requirements  after  occluding  the 
• diseased  segment  of  the  artery.  Such  information 
can  be  obtained  only  from  adequate  angiograms. 
In  specific  instances,  particularly  in  cases  of 
supraclinoid  carotid  aneurysms,  one  may  expose 


them  with  a high  degree  of  accuracy  on  clinical 
findings  alone,  or  even  in  the  face  of  normal 
angiograms.  In  the  long  run,  however,  the  many 
variants  in  the  cerebral  vessels  bearing  aneu- 
rysms require  that  the  surgeon  be  forearmed  with 
as  much  precise  knowledge  of  the  individual  case 
as  he  can  muster. 

Surgical  Exposure  of  Intracranial 
Aneurysms 

Several  slight  modifications  in  the  usual  neuro- 
surgical technic  have  proved  helpful  in  these 
cases. 

Suction  Apparatus. — Hemorrhage  from  an 
aneurysm  ruptured  during  its  exposure  remains  a 
constant  threat  to  the  patient’s  safety.  In  addi- 
tion to  the  usual  neurosurgical  suction  apparatus, 
it  is  helpful  to  have  available  another,  more 
powerful  motor-driven  apparatus  capable  of 
producing  a vacuum  of  about  25  inches.  This  is 
connected  via  heavy-walled  tubing  with  a suc- 
tion tip  having  a bore  of  3 to  4 mm.  With  such 
apparatus  blood  from  a vigorously  bleeding  aneu- 
rysm may  be  taken  up  completely,  permitting 
accurate  visualization  of  the  bleeding  point. 
This  avoids  the  blind  clipping,  in  an  obscuring 
pool  of  blood,  of  vessels  whose  loss  may  produce 
crippling  neurologic  sequelae. 

Transfusion. — Brisk,  voluminous  hemorrhage 
requires  rapid  blood  replacement  to  protect  the 
brain  from  ischemia.  The  usual  18  or  20-gauge 
intravenous  transfusion  needle  may  not  permit 
as  speedy  replacement  as  necessary.  It  is  ad- 
visable to  have  the  anesthetist  install  two  intra- 
venous needles  of  16  or  18-gauge  and  to  have 
them  functioning  adequately  before  the  dura  is 
opened.  Accumulating  evidence  of  the  advan- 
tages of  intra-arterial  transfusion  in  cases  of  rapid 
blood  loss  suggests  this  avenue  of  transfusion  in 
aneurysmal  cases.  At  least  1,000  cc.  of  com- 
patible blood  should  be  on  hand  in  the  operating 
room  before  the  craniotomy  is  begun. 

Spinal  Fluid  Drainage. — Reduction  of  the 
bulk  of  the  intracranial  content  facilitates  the 
exposure  of  the  basal  brain  vessels.  This  may 
be  accomplished  by  tapping  a lateral  ventricle 
after  the  dura  is  opened  and  by  slowly  elevating 
the  frontal  lobe,  aspirating  fluid  from  the  Syl- 
vian subarachnoid  space  and  then  the  chiasmal 
cistern.  Some  surgeons  install  a lumbar  punc- 
ture needle  during  the  preparation  of  the  patient, 
allowing  it  to  drain  as  the  dura  is  opened.  A 
polyethylene  catheter  may  be  passed  through  a 
needle  into  the  lumbar  subarachnoid  space. 
Through  a controlling  stopcock,  fluid  may  be 
drained  away  as  desired,  and  this  may  be  re- 
placed with  saline  solution  injected  by  gravity 
at  the  end  of  the  operation. 

Carotid  Occlusion. — In  the  case  of  aneurysms 
of  the  internal  carotid  artery  the  cervical  carotid 
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Int.  carotid  a. 


Fig.  3.  Approach  to  aneurysms  of  the  internal 
carotid  and  of  the  proximal  anterior  cerebral 
arteries. 

frequently  is  ligated  prior  to  the  craniotomy.  It 
is  helpful  to  have  control  of  the  carotid  circula- 
tion in  cases  where  this  has  not  been  done  and  in 
cases  where  ligation  might  not  be  desirable. 
Such  control  may  be  assured  by  preliminary  tem- 
porary carotid  ligation,  by  carotid  “snares”6 
that  permit  occlusion  of  either  or  both  carotids  at 
will  during  the  operation,  or  by  occlusion  of  the 
carotid  with  a serafine  clamp  or  a noncrushing 
artery  forceps  applied  immediately  before  the 
craniotomy.  The  latter  method  is  probably 
the  simplest  and  permits  the  choice  of  permanent 
occlusion  or  of  restoration  of  carotid  flow  before 
the  craniotomy  is  closed. 

Surgical  Technic 

The  surgical  exposure  of  aneurysms  of  the 
circle  of  Willis  has  been  well  discussed  by  Fal- 
coner.2 The  approach  is  made  through  a frontal 
craniotomy  with  some  modifications  dependent 
upon  the  location  of  the  aneurysm  (Fig.  3).  An 
approach  to  the  optic  chiasm  as  for  pituitary 
tumors  is  adequate  for  aneurysms  of  the  internal 
carotid  and  for  those  of  the  proximal  portion  of 
the  anterior  cerebral  artery. 

For  lesions  involving  the  anterior  communi- 
cating artery  the  medial  edge  of  the  bone  defect 
should  be  at  the  sagittal  sinus  (Fig.  4).  The 
anterior  communicating  artery  then  can  be  ex- 
posed from  above  by  separating  the  frontal  lobe 
from  the  falx  and  dividing  the  genu  of  the  corpus 
callosum.  In  cases  complicated  by  frontal  lobe 
hematomas  this  approach  is  facilitated  by  aspi- 
ration of  the  clot  and  necrotic  brain  tissue  above 
the  lesion. 

Saccular  aneurysms  of  the  internal  carotid  in 
the  neighborhood  of  the  posterior  communicat- 
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Fig.  4.  Midline  approach  to  the  anterior  com-  j 
municating  artery  by  splitting  the  genu  of  the  con- 
pus  callosum,  if  necessary. 

ing,  those  of  the  carotid  bifurcation,  and  those  of  | 
the  middle  cerebral  artery  require  a little  differ-  : 
ent  approach.  The  posterior  edge  of  the  exposure 
is  made  slightly  more  posterior.  The  Sylvian 
vessels  are  identified.  The  arachnoid  of  the  i 
Sylvian  fissure  is  opened  just  above  the  Sylvian  | 
vein  (Fig.  5).  The  fissure  then  is  opened  gradu- 
ally by  cauterizing  and  dividing  arachnoid 
strands  and  a few  bridging  veins.  The  upper 
surface  of  the  temporal  lobe  is  retracted  down- 
ward and  outward.  Thus,  the  middle  cerebral 
vessels  may  be  followed  down  to  the  carotid  bi-  i 
furcation.  The  exposure  is  easily  widened  to  dis-  I 
play  the  entire  ipsilateral  intracranial  carotid  and 
the  proximal  anterior  cerebral  artery. 

When  the  aneurysm  is  exposed,  the  surgeon  | 
must  choose  the  method  best  suited  to  isolate  the 
lesion  from  the  circulation.  These  include  (1) 
occlusion  of  the  aneurysmal  neck  with  a metallic  j 
clip ; (2)  occlusion  of  the  parent  arterial  trunk  by  | 
clipping  the  trunk  on  each  side  of  the  aneurysm; 
trapping  the  aneurysm  with  a tie  on  the  cervical 
carotid  and  a clip  on  the  parent  trunk  distal  to 
the  aneurysm;  if  ruptured  during  exposure,  pack- 
ing the  aneurysm  with  muscle  and  clipping  the 
parent  trunk  proximal  and  distal;  and  (3)  rein- 
forcement of  the  wall  of  the  aneurysm  by  cover- 
ing with  crushed  muscle  and  covering  with  cot- 
ton. 

1.  Occlusion  of  the  Aneurysmal  Neck  with 
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Fig.  5.  More  lateral  approach  to  the  carotid 
bifurcation  and  the  middle  cerebral  artery  through 
I the  Sylvian  fissure. 

Metallic  Clip.  {Fig.  6). — This  is  the  method  of 
choice  but  is  applicable  only  in  specific  instances. 
The  aneurysm  is  rendered  harmless,  and  the 
cerebral  circulation  is  not  compromised.  It  is 
i possible  only  in  cases  where  the  aneurysmal  neck 
i is  narrow  and  2 mm.  or  more  in  length.  It  is  not 
■ possible  in  cases  where  the  aneurysm  is  a more  or 
less  diffuse  outpouching  of  the  arterial  wall. 

The  metallic  clip  to  be  used  should  not  be  taken 
at  random  from  the  clip  rack.  All  too  often 
these  have  sharp  edges  that  cut  the  fragile  vessel 
or  stick  in  the  clip  forceps.  The  aneurysmal 
neck  and  even  parent  vessels  sometimes  tear  as 
the  clip  is  being  teased  out  of  the  forceps.  A use- 
ful suggestion  was  brought  from  Olivecrona’s 
Clinic  by  Henry  Wycis.  Before  the  operation  the 
surgeon  personally  should  inspect  under  visual 
magnification  and  choose  clips  to  be  used  on  the 
vessels  themselves.  Their  edges  and  ends  should 
be  filed  smooth,  and  they  should  fit  the  forceps 
tip  easily  to  avoid  sticking  when  closed. 

The  chosen  clip  then  should  be  placed  on  the 
neck  of  the  aneurysm  and  closed.  It  should  not 
be  crushed  together  with  all  the  tension  inherent 
in  the  forceps;  therein  lies  the  seed  of  disaster 
from  rupture  of  the  aneurysmal  neck  or  from  in- 
timal  injury  and  thrombosis  of  the  parent  trunk. 
Poppen  has  emphasized  that  the  aneurysm 
should  not  be  excised  beyond  the  clip.6  The 
bulk  of  the  lesion  insures  against  subsequent 
slipping  off  of  the  clip.  In  the  neighborhood  of 
the  anterior  communicating  artery,  where  aneu- 
rysms frequently  arise  on  vestigial  or  anomalous 
arterial  buds,  it  is  wise  to  aspirate  the  aneurysm 
to  be  sure  it  is  not  receiving  blood  from  other 
channels.7  In  such  cases  further  exploration  of 


Fig.  6.  Attack  upon  an  intracranial  aneurysm. 
Clip  1 on  the  aneurysmal  neck,  occlusion  of  parent 
trunk  with  clips  2 and  3,  isolation  of  the  diseased 
arterial  segment  between  cervical  ligature  and 
clip  2. 


the  lesion  will  disclose  other  vessels  that  should 
be  clipped.  The  clamp  on  the  cervical  carotid 
artery  then  should  be  removed  to  be  sure  the 
added  force  of  the  arterial  stream  will  be  toler- 
ated. 

2.  Occlusion  of  the  Aneurysm  with  its  Parent 
Trunk,  “ Trapping ” {Fig.  6). — -When  the  aneur- 
ysm has  no  neck  suitable  for  clipping  or  if  it  lies 
on  a vessel  whose  loss  can  be  tolerated  because 
of  adequate  collateral  circulation,  the  lesion  can 
be  rendered  harmless  by  occluding  the  parent 
trunk  with  metallic  clips.  For  aneurysms  of  the 
internal  carotid  artery  the  proximal  occlusion  may 
well  be  made  in  the  neck.  This  should  be  done 
before  the  distal  clip  is  applied;  Poppen  described 
watching  the  displacement  of  a clip  from  the  in- 
ternal carotid  by  the  expansible  force  of  the  blood 
stream.  It  is  important  that  the  internal  carotid 
should  be  tied  in  the  neck:  Falconer  saw  an 

aneurysm  rupture  after  application  of  a distal  clip 
after  the  common  carotid  had  been  tied  in  the 
neck.  Ligation  of  the  internal  carotid  reduced 
the  pressure  to  a safe  level. 

Falconer  emphasized  the  necessity  of  placing 
a clip  between  the  circle  of  Willis  and  aneurysms 
of  the  internal  carotid  when  the  lesion  is  near 


2502 


WALLACE  B.  HAMBY 


[N.  Y.  State  J.  M. 


enough  to  the  circle  to  be  expanded  by  the  force 
of  collateral  circulation  from  above.  Murphey8 
and  Gross9  have  considered  this  unnecessary. 
As  a matter  of  policy,  I would  favor  the  method 
that  most  completely  isolates  the  aneurysm  from 
the  blood  stream  and  from  both  directions. 

In  a few  instances  when  aneurysms  have  rup- 
tured during  exploration  surgeons  have  saved 
their  patients  by  packing  muscle  pledgets  into  the 
open  lumens  of  the  aneurysms.  In  such  cases  it 
is  advisable,  if  possible,  to  clip  the  parent  trunk 
on  the  proximal  side  to  protect  the  muscle  mass 
from  displacement  and  on  the  distal  side  to  pre- 
vent extension  of  thrombus  through  the  distal 
trunk  of  the  artery. 

3.  Reinforcement  of  the  Aneurysmal  Wall. — 
Dandy10  considered  Dott’s1  muscle  reinforce- 
ment an  undependable  and  hazardous  method  of 
treatment  of  aneurysms.  At  the  time  of  writing 
my  monograph,11  I considered  it  a makeshift  to 
be  used  only  for  want  of  something  better  to  do. 

I have  had  insufficient  personal  experience  from 
which  to  evaluate  the  method.  Falconer,  how- 
ever, has  recently  published  a series  of  50  con- 
secutive cases  of  leaking  intracranial  aneurysms 
treated  surgically.  In  cases  of  aneurysms  having 
no  neck  suitable  for  clipping  and  when  sacrifice 
of  the  involved  artery  was  not  advisable,  he  had 
excellent  success  with  reinforcement  of  the 
aneurysmal  wall.  This  was  done  in  the  smaller 
lesions  by  surrounding  the  aneurysm  with  pledgets 
of  hammered  skeletal  muscle.  Jaeger  first  sug- 
gested reinforcement  of  the  wall  with  cotton.4 
The  fibroblastic  stimulating  properties  of  this 
material  is  well  known  to  surgeons.  Falconer 
reported  covering  several  large  aneurysms  first 
with  muscle  and  then  with  a single  layer  of  surgi- 
cal gauze. 

Summary 

Aneurysms  of  the  intracranial  internal  carotid 
artery  often  may  be  diagnosed  from  clinical  signs 
produced  by  compression  of  neighboring  nervous 
structures.  Other  intracranial  aneurysms  usu- 
ally are  suspected  only  with  an  attack  of  suba- 
rachnoid hemorrhage.  Precise  diagnosis  requires 
the  aid  of  cerebral  angiography. 

The  angiogram  should  visualize  both  the  carot- 
id and  vertebral  systems.  By  proper  technics 
the  study  can  show  the  position  of  the  aneurysm, 
its  arterial  connections,  something  of  its  size, 
whether  it  is  single  or  multiple,  and  the  possible 
presence  of  intracerebral  hematomas.  The  test 
also  may  indicate  the  adequacy  of  collateral  cir- 
culation in  case  a carotid  artery  requires  occlu- 
sion and  whether  the  aneurysm  will  fill  by  such 
collateral  circulation  if  the  carotid  is  occluded. 
In  cases  of  subarachnoid  hemorrhage  the  fatality 
rate  is  approximately  50  per  cent,  and  recurrences 
are  most  likely  within  the  first  three  weeks.  It 


is  advisable,  then,  to  perform  the  angiography 
early  in  cases  of  subarachnoid  hemorrhage;  this 
may  be  done  safely  in  any  stage  of  the  disease. 

Aneurysms  of  the  subclinoid  portion  of  the 
internal  carotid  artery  may  be  treated  effectively 
by  occlusion  of  the  cervical  internal  carotid,  pref- 
erably after  stage  ligation  of  the  common  carotid 
in  older  people. 

Supraclinoid  internal  carotid  aneurysms  should 
be  treated  by  cervical  carotid  occlusion  followed 
by  surgical  exploration  of  the  lesion,  either  clip- 
ping its  neck  or  clipping  the  carotid  distal  to  the 
aneurysmal  neck. 

Aneurysms  of  the  carotid  bifurcation  may  be 
treated  by  cervical  carotid  occlusion,  followed  by 
surgical  exposure  and  reinforcement  of  the  wall 
with  crushed  muscle  or  with  a thin  film  of  cotton, 
or  both. 

Middle  cerebral  anemysms  are  treated  by  tem- 
porary cervical  carotid  occlusion,  followed  by 
exposure  of  the  aneurysm,  evacuation  of  a clot 
if  present,  and  either  clipping  the  neck  of  the 
aneurysm,  clipping  its  parent  trunk,  or  reinforc- 
ing its  wall  with  muscle  or  cotton. 

Aneurysms  of  the  proximal  and  distal  anterior 
cerebral  artery  are  treated  by  surgical  exposure, 
clipping  the  aneurysmal  neck,  clipping  the  parent 
trunk  proximally  and  distally,  or  by  reinforcing 
its  wall. 

Aneurysms  involving  the  anterior  communi- 
cating artery  usually  are  treatable  only  by  rein- 
forcement of  their  walls.  Intracerebral  hemato- 
mas are  removed  when  found. 

Posterior  communicating  and  posterior  cerebral 
aneurysms  may  be  diagnosed  by  carotid  and  ver- 
tebral angiography.  They  may  be  approached 
by  subtemporal  route  and  clipped  off  or  rein- 
forced. 

Vertebral  and  basilar  aneurysms  fortunately 
are  more  rare  than  those  on  the  anterior  part  of 
the  circle  of  Willis.  Since  they  are  more  diffi- 
cult to  approach,  rules  for  their  management  are 
not  yet  definite. 

Considerable  improvement  has  been  made  re- 
cently in  the  surgical  management  of  intracranial 
aneurysms.  Lower  morbidity  and  mortality 
may  be  expected  from  treating  all  cases  of  sub- 
arachnoid hemorrhage  as  surgical  emergencies. 
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T TNTIL  recently  neurosurgery  in  psychiatric 
CJ  hospitals  was  limited  to  certain  essentially 
diagnostic  procedures  and  to  occasional  cases 
of  brain  tumor,  head  injury,  and  Jacksonian 
epilepsy,  as  well  as  other  more  unusual  condi- 
tions, all  gross  organic  disorders.  The  actual 
I number  of  operations  was  quite  small  since  the 
entire  brain  tumor  group  comprises  less  than  Vio 
; per  cent  of  the  State  hospital  population,  and  the 
post-traumatic  cases  make  up  only  about  V2  per 
cent  of  the  total.  Even  this  small  number  is  well 
screened  before  admission  to  these  institutions. 
Extensive  autopsy  material  confirms  the  great 
rarity  of  neurosurgical  cases  of  this  category. 

The  advent  of  psychosurgery  has  materially 
changed  the  picture  since  it  is  applied  for  the 
purpose  of  relieving  mental  symptoms  in  the 
so-called  functional  (nonorganic)  psychoses.  De- 
mentia praecox  (schizophrenia)  of  all  types, 
manic-depressive  psychoses,  involutional  mel- 
ancholia, and  certain  extreme  neurotic  states 
have  all  been  subjected  to  these  operations,  and 
many  observers  have  become  convinced  that  the 
results  observed  are  clearly  better  than  could 
have  been  expected  from  any  other  available 
treatment  or  course  of  action.  The  lack  of  any 
demonstrable  brain  pathology  in  this  group  of  dis- 
eases stands  in  contrast  to  the  relatively  specific 
gross  and  microscopic  brain  changes  associated 
with  the  “organic”  psychoses  such  as  paresis, 

! senile  psychosis,  etc.  Neurosurgery  in  the  func- 
tional psychoses  involved  the  exploitation  of  a new 
principle,  the  incision  or  excision  of  normal  ap- 
pearing brain  tissue  to  relieve  symptoms  involv- 
ing the  personality. 

The  importance  of  these  psychoses,  and  partic- 
ularly dementia  praecox,  lies  in  their  large  inci- 
dence and  the  fact  that  they  often  become  chronic 
and  intractable.  They  account  for  two  thirds 
of  the  650,000  patients  in  U.S.  mental  hospitals. 
In  New  York  State  alone  they  number  some  58,- 
000,  of  which  over  46,000  have  dementia  prae- 
! cox,  more  than  half  of  its  entire  State  hospital 
population.  The  problem  of  chronicity  is 
largely  bound  up  with  this  disorder,  and  each 
year  brings  thousands  of  new  cases,  over  22,000 
in  the  country  and  over  5,500  in  the  State. 
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History 

By  the  early  1930’s,  after  many  decades  of 
experience,  there  had  been  developed  a hospital 
regime  for  the  treatment  of  these  patients.  This 
included  psychotherapy,  occupational  therapy, 
recreation,  music,  hydrotherapy,  and  many 
other  modalities  all  working  in  coordination 
under  direction  of  the  hospital  psychiatrist,  and 
this  organization  is  still  basic  in  hospital  manage- 
ment. Properly  carried  out  it  is  definitely 
capable  of  producing  many  good  results,  but  the 
proportion  of  failures  and  chronic  cases  which 
occur  even  in  the  best  hands  has  led  to  contin- 
uous search  for  new  methods,  somatic  treatments 
as  well  as  psychotherapeutic  ones.  A long  series 
of  failures  marked  the  search  for  physical  thera- 
pies and  even  led  to  serious  doubts  whether  any 
but  mental  treatments  were  possible  for  mental 
disorders,  until  the  early  1930’s  when,  in  rapid 
succession,  there  appeared  the  prolonged  sleep 
method  of  Klaesi,  Sakel’s  insulin  shock,  Meduna’s 
Metrazol  treatment,  and  finally  the  electric 
shock  of  Bini  and  Cerletti.  The  controversy 
that  developed  over  the  shock  therapies  is  still 
active  and  probably  will  remain  so  until  newer 
treatments  replace  them. 

It  is  probably  a fair  statement  that  the  over- 
lap between  possible  spontaneous  reactions  and 
the  therapeutic  responses  observed  is  so  great 
that  even  now  the  most  convincing  evidence  on 
the  subject  is  the  personal  experience  of  quali- 
fied observers,  in  spite  of  the  great  masses  of 
statistics  which  have  been  collected.  It  is,  how- 
ever, significant  that  the  volume  of  shock  therapy 
has  continually  increased  since  its  inception. 
Practice  has  varied  less  widely  than  theory  in 
this  matter. 

The  indispensable  nature  of  shock  treatments 
in  mental  hospital,  programs  was  clear  by  the 
early  1940’s,  but  it  was  equally  clear  that  much 
remained  to  be  desired.  There  were  still  many 
therapeutic  failures,  especially  in  dementia 
praecox,  even  when  conditions  were  optimal 
and  cases  were  treated  early.  The  results  be- 
came rapidly  worse  as  the  duration  of  this  dis- 
ease became  greater  than  six  months  or  one  year. 
The  experience  and  organization  developed  in 
connection  with  these  methods  were  now  ready 
for  trial  of  any  new  technic  which  seemed  to 
offer  hope  to  the  residuum  of  cases  which  had  been 
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resistant  to  known  modalities.  The  scope  of  the 
problem  is  indicated  in  the  statistics  at  the  open- 
ing of  this  paper. 

It  was  at  this  point  that  psychosurgery  began 
to  receive  extensive  trial.  The  initial  work  had 
been  done  in  1935.  Egaz  Moniz,  a Portuguese 
neuropsychiatrist,  had  been  led  by  various  con- 
siderations to  the  conclusion  that  incision  of  the 
apparently  normal  white  matter  of  the  frontal 
lobes  might  break  up  chronic  neuronal  circuits 
which  he  thought  account  for  the  manifestations 
of  mental  disorder.  The  first  operation  of  this 
type  was  carried  out  on  November  12,  1935,  by 
the  neurosurgeon  Almeida  Lima,  and  by  June 
of  1936  Moniz  was  able  to  report  on  a series  of 
20  cases.1  Seven  were  considered  recovered  and 
seven  improved.  The  lead  was  quickly  followed 
by  Walter  Freeman  and  the  neurosurgeon  James 
Watts  who  began  their  series  on  September  14, 
1936.  They  developed  an  improved  operative 
procedure  which  has  been  widely  accepted  and  by 
1942  had  carried  out  -a  series  of  99  lobotomies 
which  they  described  in  an  important  monograph.2 
They  felt  that  the  basic  element  in  the  operation 
was  the  division  of  the  frontothalamic  pathways 
and  that  the  affective  function  of  the  thalamus 
was  in  some  way  involved. 

A number  of  important  variations  of  the  orig- 
inal technics  of  Moniz  and  of  Freeman  have  been 
developed.  In  1937  Fiamberti  described  a 
transorbital  operation  which  involves  passage 
of  a trocar-like  instrument  upward  through  the 
fornix  of  the  conjunctival  sac  and  the  roof  of 
the  orbit  into  the  white  matter  of  the  frontal  lobe 
on  either  side,  where  a series  of  fan-shaped  in- 
cisions is  made  in  a coronal  plane.3  The  method 
was  later  adopted  by  Freeman,  and  as  in  the  case 
of  the  original  lobotomy  it  was  his  reports  that 
led  to  extensive  trial  of  this  operation,  which  has 
come  to  be  known  as  “the  ice-pick  operation” 
because  Freeman  at  first  used  an  ice-pick  as  the 
cutting  instrument  demonstrating  the  extreme 
simplicity  of  the  procedure.2  He  has  added  a 
number  of  important  modifications  including 
the  use  of  electric  shock  convulsions  in  series  to 
provide  the  anesthesia. 

Mettler  and  Pool  carried  out  an  extensive  and 
carefully  planned  series  of  operations  (topectomy) 
interrupting  the  frontothalamic  pathways  by  re- 
moving various  specific  areas  of  frontal  cortex  in 
an  attempt  to  clarify  the  nature  of  the  therapeutic 
effect  and  to  evaluate  other  phases  of  psycho- 
surgery.4 Part  of  this  work  was  carried  out  at 
Greystone  Park,  a New  Jersey  state  hospital,  and 
it  was  later  continued  at  the  New  York  Psychi- 
atric Institute  and  the  Rockland  State  Hospital 
of  New  York.  Spiegel  and  his  associates  cut  the 
frontothalamic  circuit  at  the  opposite  end  by 
removing  certain  thalamic  areas.6  Other  methods 


have  been  described.  True  lobectomy,  with  re- 
moval of  both  white  and  gray  matter  of  both 
frontal  lobes,  has  been  carried  out,  and  rather 
recently  a bimedial  lobotomy  has  found  con- 
siderable favor.  This  is  carried  out  in  the  stand- 
ard manner  except  that  the  lateral  fibers  on  each 
side  are  spared  and  the  medial  ones  are  cut.  A 
somewhat  different  operation,  that  of  undercut- 
ting the  cortex  of  the  temporal  lobes,  has  been 
introduced  by  Scofield,  who  based  the  procedure 
on  the  results  of  animal  experimentation.  Efforts 
still  go  on  to  devise  a more  limited  operation 
which  will  give  the  full  therapeutic  effect  of 
lobotomy. 

Both  “closed”  and  “open”  operations  have 
been  used.  The  original  Freeman  operation  was 
done  through  a burr-hole  placed  on  either  side 
of  the  skull  and  was  termed  a “closed”  procedure. 
Some  surgeons  have  been  reluctant  to  operate 
without  full  exposure  and  have  turned  down  a 
bone  flap  over  each  frontal  lobe.  Still  others, 
unwilling  to  face  the  operative  and  postoperative 
problems  involved  in  such  an  extensive  opening, 
have  removed  a large  button  of  bone  to  approach 
the  frontal  lobe  on  either  side.  The  most  usual 
approach  is  now  from  above  rather  than  the  side. 
Probably  the  larger  number  of  operations  have 
been  done  so  far  by  some  modification  of  the 
original  Freeman-Watts  technic  with  this  su- 
perior approach. 

The  extensive  use  of  psychosurgery  has  oc- 
casioned a lively  controversy,  largely  a restate- 
ment of  the  one  on  shock.  As  in  the  case  of 
shock  the  experience  of  various  groups  was  suffi- 
ciently encouraging  to  lead  to  an  ever  wider  ap- 
plication of  the  method.  In  spite  of  its  empiri- 
cism, radical  nature,  and  possible  secondary 
effects,  it  did  offer  results  which  seemed  better 
than  could  be  achieved  in  any  other  way  with 
certain  cases.  By  1949  Freeman  was  able  to 
quote  somewhat  triumphantly  a U.S.  Public 
Health  Service  survey  which  showed  that  8,000 
cases  had  been  done  by  that  year  in  the  United 
States  alone.  During  1949  over  300  titles  had 
been  published  on  the  subject.  In  the  State 
hospitals  of  New  York  no  less  than  800  opera- 
tions of  this  type  were  done  in  1951.  Many 
other  mental  hygiene  departments  have  become 
very  active  in  the  field.  The  significance  of  the 
contribution  to  the  treatment  program  of  these 
organizations  seemed  established. 

Administration 

Hardly  less  important  than  the  question  of  the 
intrinsic  value  of  the  new  psychosurgery  was  the 
determination  of  its  proper  place  with  relation 
to  other  methods  of  treatment  and  its  adminis- 
trative integration  into  the  complex  pattern  of 
existing  facilities  and  practices  of  the  institu- 
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tions.  This  was  particularly  true  if  any  con- 
siderable number  of  cases  was  to  be  done.  Follow- 
ing the  lead  of  the  originators  of  the  method, 
it  has  been  customary  for  the  psychiatrist  and 
neurosurgeon  to  work  closely  as  a medical  team. 
The  psychiatrist  has  been  primarily  responsible 
for  the  choice  of  cases  to  be  operated,  which  is  a 
crucial  detail.  The  surgeon  has  direct  charge 
of  the  preopera tive  surgical  care,  the  operation, 
and  the  immediate  postoperative  procedure.  It 
is  advantageous  for  the  psychiatrist  to  be  in 
close  touch  with  the  operative  procedure  and  to 
be  active  in  supervision  of  the  psychiatric  aspects 
of  the  case,  even  in  the  immediate  postoperative 
period.  Results  are  best  when  the  surgeon  has 
sufficient  leisure  to  devote  a reasonable  amount  of 
time  to  the  work  outside  of  the  operating  room. 
He  cannot  do  this  when  he  is  already  so  over- 
burdened that  he  has  no  time  for  observation  and 
discussion  of  the  cases.  The  importance  of  this 
point  cannot  be  overstressed. 

Since  the  usual  state  hospital  does  not  have  a 
neurosurgical  service,  it  must  develop  one  or  make 
a cooperative  arrangement  with  a hospital  al- 
ready so  equipped,  either  another  state  hospital, 
a group  in  a general  hospital,  or  even  a neuro- 
surgical hospital.  A very  important  program 
has  been  developed  at  the  Boston  Psychopathic 
where  patients  are  received  from  various  Massa- 
chusetts state  hospitals  to  be  operated  and  re- 
turned for  postoperative  care  (late)  and  follow-up. 
Among  the  smaller  hospitals  in  New  York  State 
similar  arrangements  have  been  made  utilizing 
an  operating  group  in  one  institution  to  serve 
several  others. 

Where  the  volume  of  work  exceeds  four  or 
five  cases  per  month  great  advantages  can  be 
had  from  operating  at  the  home  institution.  It 
facilitates  close  and  informative  collaboration 
between  the  psychiatrist,  who  knows  the  patient 
over  a period  of  time,  and  the  operating  surgeon 
and  avoids  the  loss  of  transference  and  interest 
between  patient  and  psychiatrist  which  is  likely 
to  follow  a prolonged  break  in  contact. 

The  author’s  experience  with  lobotomy  was 
gained  in  this  type  of  arrangement  when  he 
worked  with  a series  of  600  cases  of  lobotomy 
done  at  Pilgrim  State  Hospital,  New  York,  be- 
tween the  years  1945  and  1950.6  (The  number  in 
this  series  now  stands  above  1,100.)  Many  of 
the  patients  had  been  known  to  him  for  periods 
of  five  years  and  longer;  each  was  chosen  for 
operation  personally  after  discussion  with  the 
family  and  careful  review  of  the  record.  Ini- 
tiative was  practically  always  taken  by  the 
hospital  and  in  no  case  was  a patient  operated 
at  the  insistance  of  relatives  when  it  seemed  medi- 
cally not  indicated.  Each  case  was  followed 
both  in  and  out  of  the  hospital  by  the  same  per- 


son for  periods  ranging  up  to  five  years.  With 
the  exception  of  the  first  five  cases  all  the  surgery 
was  done  by  Dr.  Henry  Wigderson,  whose 
interest  in  the  work  equalled  my  own. 

Procedure 

The  program  of  preparation  for  lobotomy 
ordinarily  follows  standard  hospital  procedure. 
Our  own  routine  will  be  described  as  a matter 
of  convenience.  After  the  new  admission  of  a 
mentally  ill  person,  a schedule  of  clinical  and 
laboratory  examination  and  of  clinical  observa- 
tion and  recording  is  first  carried  out.  Anamnes- 
tic data  is  secured  and  a diagnosis  established, 
and  there  is  set  in  motion  a formal  therapeutic 
program  including  group  and  individual  pys- 
chotherapy,  occupational  therapy,  recreational 
therapy,  and  other  established  procedures,  as 
indicated.  Various  forms  of  shock  treatment  and 
their  combinations  are  given  a very  careful  trial. 

In  those  cases  which  fail  to  respond  to  this 
regime  the  conservative  course  seems  to  be  to 
consider  prefrontal  lobotomy  when  it  becomes 
clear  that  even  after  an  observation  period  of 
several  months  late  response  is  not  to  take  place. 
This  can  usually  be  done  toward  the  end  of  the 
first  or  in  the  start  of  the  second  year  of  continu- 
ous hospitalization.  Kraepelin  himself  said, 
“Often  enough  the  unmistakable  symptoms  of 
dementia  already  appear  within  the  first  year,”7 
and  we  believe  that  many  cases  of  severe  progno- 
sis can  be  identified  during  this  time.  In  addi- 
tion, behavior  of  such  a nature  as  to  threaten 
life  directly  or  indirectly,  if  it  is  not  amenable 
to  shock,  is  usually  considered  to  be  an  indication 
for  this  operation,  as  is  the  rapid  development  of 
massive  malignant  schizophrenic  signs  in  spite 
of  shock  and  other  therapies.  In  general,  de- 
pressive reactions  are  reported  to  respond  well 
to  psychosurgery,  and  schizophrenic  reactions 
are  less  responsive.  While  there  is  some  dif- 
ference of  opinion  on  the  significance  of  duration 
of  symptoms  as  to  prognosis,  it  is  the  opinion  of 
the  author  that  prognosis  is  closely  correlated 
with  the  duration  of  continuous  hospitalization 
and  that  after  the  first  two  years  the  outlook  for 
release  rapidly  deteriorates.  In  his  series  the 
remission  rate  was  37  per  cent  in  the  second  year 
and  had  fallen  to  10  per  cent  by  the  twelfth  year 
with  no  release  from  the  group  hospitalized  be- 
yond that  period.  In  all  categories  but  the  last 
the  operated  cases  showed  response  far  in  excess 
of  similar  nonlobotomized  patients. 

Lobotomy  also  finds  indications  among  pa- 
tients who,  because  of  chronic  schizophrenia, 
are  no  longer  suitable  for  shock.  Here  opera- 
tion produces  only  a limited  number  of  social 
remissions  of  poor  grade,  but  there  follows  a 
substantial  number  of  apparently  permanent 
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behavior  improvements,  most  noticeable  where 
the  behavior  is  most  severe.  The  theoretic 
and  practical  significance  of  these  responses  is 
clear,  but  it  does  not  seem  that  an  effective 
therapeutic  procedure  should  be  reserved  for 
such  cases  or  withheld  till  chronic  states  develop. 

Results 

In  a mixed  group  of  state  hospital  cases  chosen 
according  to  the  above  criteria,  the  general  rate 
of  social  remissions  will  be  about  one  third  of  the 
cases.  The  remissions  are  in  general  quite 
stable,  and  during  the  course  of  the  first  two  years 
after  operation  their  number  gradually  increases 
due  to  slow  response  among  some  of  the  older 
hospital  patients. 

Clearcut  improvement  in  behavior  is  noted  in 
about  two  thirds  of  those  who  cannot  be  released. 
Such  behavior  characteristics  as  homicidal  as- 
saults, suicidal  tendencies,  psychotic  refusal  of 
food,  destructiveness,  and  regressive  tendencies 
to  wet  and  soil  are  within  the  range  of  disorders 
which  may  be  benefited.  Primary  homosexu- 
ality, psychopathic  behavior  of  the  primary 
type,  alcoholism,  and  various  fringe  antisocial 
tendencies  are  not  benefited,  and  Freeman  has 
advised  against  operating  on  them.  There  is 
no  further  disinhibition  of  an  already  poor  con- 
trol, but  there  is  always  the  danger  that  anti- 
social activity  following  the  operation  will  be 
erroneously  attributed  to  it.  Antisocial  be- 
havior which  did  not  antedate  the  psychosis 
and  homosexuality  complicating  regressive  schiz- 
ophrenia often  show  good  response. 

Operative  mortality  ranges  from  2 per  cent  in 
some  series  to  6 per  cent  or  somewhat  higher  in 
others.  Convulsive  reactions  are  reported  in 
from  4 to  10  per  cent  of  the  cases,  but  almost 
always  they  respond  well  to  Dilantin. 

No  discussion  of  psychosurgery  is  complete 
without  some  consideration  of  what  has  been 
called  “personality  change,”  postoperative  de- 
fects presumed  to  result  from  the  operation  it- 
self, including  oddities  and  crudeness  of  behavior 
and  speech,  lack  of  consideration  for  the  feelings 
of  others,  gluttony,  and  laziness.  The  descrip- 
tions are  reminiscent  of  behavior  seen  in  chronic 
states  of  psychotic  defect,  and  it  may  be  that 
this  is  what  some  of  them  represent.  Others  are 
probably  accurate  observations  and  have  been 
correlated  with  unduly  extensive  cuts,  espe- 
cially the  lateral  sweep  and  cutting  in  a plane  well 
back  of  the  coronal  suture.  The  most  vigorous 
accounts  of  this  type  come  from  clinics  where 
it  is  the  policy  to  release  patients  as  soon  as 
possible  after  operation.  Many  of  these  may 
represent  examples  of  the  temporary  organic  de- 
fect states  which  often  persist  for  a number  of 
months  after  operation,  especially  in  the  more 
chronic  schizophrenics,  with  wetting,  soiling,  and 


confused  behavior.  Since  the  basic  psychosis 
improves  only  slowly  in  these  cases,  it  would  seem 
that  a policy  of  late  release  would  reduce  the 
complaints  noted.  This  complaint  was  not  a 
prominent  one  in  the  author’s  series  where  release 
before  six  months  was  not  usual.  Many  patients 
showed  remission  without  demonstrable  defect, 
either  attributable  to  the  psychosis  or  the  opera- 
tion. Clearcut  antisocial  behavior  did  not 
occur  in  persons  who  did  not  show  it  before  opera- 
tion. The  only  such  behavior  was  a car  theft 
in  the  case  of  a man  who  had  a confirmed  record 
of  this  crime  before  the  operation  and  the  psy- 
chosis. Sexuality  did  not  show  disinhibition 
except  in  the  case  of  one  woman  who  remained 
excessively  erotic  for  a period  of  months  but 
then  returned  to  normal.  The  only  other  noted 
sexual  change  was  in  several  women  previously 
frigid  who  were  noted  to  show  increased  libido 
in  marital  relations.  Permanent  measurable 
changes  of  intellect  do  not  occur. 

While  the  vast  preponderance  of  psychosur- 
gery has  been  done  in  cases  of  so-called  “func- 
tional psychoses”  and  especially  schizophrenia, 
90  per  cent  of  the  author’s  group  belonging  to  this 
last  category,  yet  a certain  number  of  psychotic 
states  complicating  well-recognized  organic  le- 
sions have  been  operated.  Among  cases  so 
treated  have  been  a number  of  epileptics,  mental 
defectives,  paretics,  and  scattered  cases  of  post- 
encephalitic Parkinsonism,  muscular  dystro- 
phy, and  other  neurologic  conditions.  It  has 
been  found  that  the  basic  organic  state  is  not 
aggravated  by  the  operation,  and  the  accom- 
panying psychosis  reacts  in  the  same  manner  as  if 
it  existed  independently  of  the  organic  lesion. 
From  the  literature  and  from  his  own  experiences 
the  author  has  the  impression  that  the  most 
favorable  type  of  case  is  one  in  which  the  func- 
tional symptoms  are  prominent.  Far-advanced 
organic  deterioration  or  severe  organic  crippling 
seems  to  be  a contraindication  and  may  present 
an  increased  risk  to  life.  Similar  results  in 
such  conditions  have  already  been  reported  from 
the  use  of  electric  shock  therapy.  These  findings 
may  eventually  result  in  a clarification  of  the 
nature  of  the  relationship  between  psychosis  and 
brain  disease. 

While  now  overshadowed  by  psychosurgery, 
the  surgical  approach  to  epilepsy  was  until  re- 
cently perhaps  the  most  important  phase  of 
neurosurgery  in  mental  hospitals.  Operations 
were  at  first  limited  to  sequelae  of  head  injury 
with  cortical  scar,  only  the  scar  being  removed 
on  the  assumption  that  it  was  this  which  caused 
the  attacks  by  irritating  the  surrounding  normal 
looking  tissue.  Electroencephalograms  and  local 
stimulation  soon  demonstrated  that  there  were 
firing  points  in  this  tissue  which  also  had  to  be 
removed.  Still  later,  work  by  Penfield  and  others8 
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indicated  that  such  local  firing  points  may  be 
associated  with  shrunken  gyri  rather  than  gross 
scars  and  sometimes  exist  in  normal  appearing 
tissue.  The  academic  interest  in  this  demonstra- 
tion of  the  pathogenic  capacity  of  normal  looking 
brain  tissue  is  very  great  in  relation  to  the  main 
problem  already  outlined,  but  at  the  present  time 
there  is  relatively  little  practical  applicability 
among  institutionalized  patients.  While  there  are 
some  4,000  epileptics  in  New  York  hospitals  the 
number  amenable  to  neurosugery  in  its  present 
form  seems  to  be  extremely  low.  Even  in  grossly 
organic  states  it  has  been  established  by  Walker 
and  others  that  medical  treatment  rather  than 
surgery  is  the  method  of  choice.9  Of  equal  in- 
terest is  the  recent  demonstration  of  the  fact  that 
psychomotor  epilepsy  may  be  associated  with 
focalized  electroencephalographic  abnormalities 
in  the  temporal  lobes,  quite  normal  to  gross 
and  microscopic  examination.10  Seizures  so 
identified  may  be  amenable  to  surgical  inter- 
vention by  ablation  of  this  tissue.  Since  this 
variant  of  epilepsy  sometimes  includes  such  ele- 
ments as  hallucinations,  delusions,  and  appar- 
ently trend-motivated  behavior,  the  significance 
of  this  work  for  neuropsychiatry  is  apparent. 

The  development  of  active  neurosurgical  ser- 
vices in  mental  hospitals  has  brought  an  increase 
of  such  procedures  as  ventriculography  and  air 
encephalography.  So  far  their  chief  value  has 
been  in  the  positive  identification  of  such  condi- 
tions as  presenile  degenerations,  tuberose  sclero- 
sis, aneurysms,  congenital  defects,  and  pre-  and 
postnatal  damage.  It  is  to  be  hoped  that  as 
therapy  develops  these  procedures  will  become 
even  more  important. . 

Summary  and  Conclusions 

A brief  review  of  the  present  status  of  neuro- 
surgery in  the  therapeutic  program  of  a mental 
hygiene  department  is  offered.  Psychosurgery 
and  especially  prefrontal  or,  as  it  is  more  cor- 
rectly called,  frontal  lobotomy  are  by  far  the 
most  commonly  used  operations.  Modifications 
are  under  trial,  and  especially  the  bimedial  inci- 
sion seems  to  offer  good  results  from  a more  limi- 
ted operation.  The  use  of  psychosurgery  is 
limited  almost  entirely  to  psychotic  states,  usu- 
ally dementia  praecox  (schizophrenia),  which 
are  not  responsive  to  other  methods  of  treat- 
ment, including  psychotherapy  and  adequate 
shock  therapy. 

There  is  substantial  agreement  in  the  litera- 
ture that  about  one  third  of  such  hospitalized 
cases  show  a remission  of  sufficient  quality  to 
allow  them  to  leave  the  institutions,  and  another 
third  show  a striking  improvement  in  behavior 
even  when  there  has  been  chronic  serious  be- 
havior disorder  for  many  years  previous  to  the 
operation.  Prognosis  of  the  operation  is  con- 
sidered by  the  author  to  be  closely  linked  to  the 


duration  of  hospitalization.  The  best  results 
are  achieved  within  the  first  two  or  three  years 
of  hospital  residence,  and  after  ten  years  the  re- 
sults are  relatively  meager.  Deaths  are  reported 
in  from  2 to  6 per  cent  of  cases,  and  convulsions 
are  reported  in  from  4 to  10  per  cent  or  even 
slightly  higher  in  various  series.  Convulsions 
are  usually  well  controlled  by  medication.  Per- 
sonality change  after  the  operation  is  still  men- 
tioned by  many  authors,  but  the  interpretation 
of  the  findings  is  open  to  some  degree  of  question, 
and  other  authors  have  found  this  to  be  no  serious 
problem. 

Thousands  of  operations  of  this  type  have  been 
carried  out  all  over  the  world,  and  the  status  of 
the  procedure  can  be  considered  well  established. 
Operation  has  been  carried  out  in  a small  number 
of  cases  suffering  from  psychoses  complicating 
organic  states,  and  benefits  have  been  described. 
Psychosurgery  is  not  recommended  for  psy- 
chopathic behavior  or  various  other  border- 
line antisocial  states.  Psychoses  in  mental 
defectives  of  higher  levels  have  responded  nor- 
mally to  the  operation,  but  behavior  disorder  in 
idiots  and  low  grade  imbeciles  has  shown  poor 
response.  Neurosurgery  has  an  important  but 
rather  circumscribed  place  in  the  treatment  of 
traumatic  epilepsy,  being  in  general  reserved 
for  those  seizures  which  cannot  be  controlled  by 
medication.  Neurosurgery  is,  however,  being 
developed  for  certain  cases  of  focal  epilepsy 
not  associated  with  gross  brain  change  and  for 
psychomotor  epilepsy,  in  those  cases  which  show 
focal  electroencephalographic  findings. 

Within  recent  years  it  has  become  evident  that 
under  certain  conditions  brain  function  may  be 
favorably  influenced  by  incision  or  excision  of 
specific  areas  of  apparently  normal  looking  brain 
tissue.  The  practical  results  of  the  application 
of  this  principle  to  the  frontal  lobes  in  the  form 
of  psychosurgery  have  already  been  consider- 
able, but  the  theoretic  implications  seem  even 
more  important,  and  it  is  to  be  expected  that 
work  along  these  lines  may  lead  to  further  ad- 
vances both  in  the  fields  of  neurosurgery  and 
psychiatry. 
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ACCORDING  to  available  documents,  the 
dawn  of  medicine  probably  occurred  at  ap- 
proximately 3000  b.c.  The  oldest  medical  papy- 
rus in  existence  at  the  present  time  is  the  Kahun 
Medical  Papyrus  which  was  supposedly  written 
in  1900  b.c.  and  dealt  with  the  diseases  of  wo- 
men.1 The  Edwin  Smith  Surgical  Papyrus  and 
the  predominantly  medical  Ebers  papyrus  were 
allegedly  written  in  1600  and  1550  b.c.,  respec- 
tively. Both  of  these  papyri  compiled  at  the 
end  of  the  Hyksos  period  are  actually  copies  of 
much  older  texts  that  may  go  back  to  the  Py- 
ramid Age.2,3  They  contain  glosses  referring 
to  the  Book  on  the  Vessels  of  the  Heart  which 
was  supposedly  compiled  in  the  First  Dynasty 
(about  3000  b.c.)  for  His  Majesty,  The  King  of 
Upper  and  Lower  Egypt,  Usephais.  At  that 
time,  so  far  as  can  be  determined,  the  brain  was 
not  considered  to  have  any  great  significance  in 
the  body  function.1  Many  other  papyri  have 
been  found,  but  these,  like  all  ancient  manu- 
scripts, are  not  originals  but  copies  of  copies  with 
all  the  errors  and  changes  that  go  with  an  oft- 
translated  document. 

The  use  of  the  term  “brain”  was  first  employed 
in  the  Smith  papyrus.4  In  the  translation  of  the 
Ebers  papyrus,  the  word  “epilepsy”  is  employed,3 
and  in  discussing  diseases  of  muscles  and  liga- 
ments, the  word  “trembles”  is  used.2  The  fact 
that  injuries  to  the  brain  affected  other  parts 
of  the  body,  especially  the  lower  limbs,  was  known 
by  the  Egyptian  physicians  as  described  in  the 
Edwin  Smith  papyrus.2  They  were  aware  that 
one  foot  would  drag  as  a result  of  a cranial  wound. 
The  word  used  for  shuffle  was  carefully  explained 
by  the  ancient  commentator  compiling  the  papy- 
rus. They  were  also  aware  that  the  side  of 
weakness  of  the  extremity  varied  with  the  side 
of  the  head  injured.  Yet  they  were  unable  to 
grasp  any  direct  connection  between  brain  injury 
and  motor  dysfunction. 

Diseases  were  regarded  by  the  early  Egyptian 
physicians  as  being  due  to  demoniacal  intrusions. 
They  did  not  categorize  neuropsychiatric  dis- 
turbances, probably  because  it  was  thought  that 
these  were  out  of  the  realm  of  the  physician. 
Treatment  consisted  frequently  of  spells  and 
incantations  which  are  a part  of  primitive  folk 
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medicine.  Their  whole  outlook  on  the  world, 
like  their  concept  of  illness  and  disease,  was  that 
of  spiritualistic  superstition.  Furthermore,  there 
was  no  need  for  any  great  diagnostic  ability 
since  no  matter  what  the  complaint,  the  physi- 
cian was  never  at  a loss  for  a remedy.  There 
were  21  prescriptions  for  cough  alone.  Most 
early  writings  of  the  ancients  cover  a consider- 
able series  of  ailments  arranged  roughly  accord- 
ing to  the  external  part  of  the  body  primarily 
affected.  While  the  complete  dissociation  of 
medicine  from  magic  and  religion  was  the  achieve- 
ment of  the  Greeks,  it  was  not  a sudden  trans- 
formation. Mysticism  and  superstition  were 
gradually  replaced  by  an  inductive  process  of 
reasoning.  The  long-accepted  notion  that  the 
seat  of  consciousness  and  intelligence  was  located 
in  the  heart  and  abdomen,  as  expounded  by  the 
ancient  Egyptian  philosophers,  gave  way  to  our 
modern  concept  of  their  location,  although  sup- 
ported by  a tenuous  hypothesis  of  their  function. 
During  the  era  of  Hippocrates  the  Greeks  be- 
lieved in  the  pneuma  theory.  Of  the  many  ele- 
ments that  comprise  man,  the  fifth  or  pneumatic 
principle  was  held  responsible  for  the  main- 
tenance of  the  vital  processes.  During  respira- 
tion this  element  was  taken  into  the  body  with 
air  and  finally  reached  the  brain  to  be  set  free 
to  enter  the  blood  and  carry  out  its  vital  activi- 
ties. Phlegm  getting  into  the  brain  was  thought 
to  affect  the  freeing  process  and  produce  fits, 
paralysis,  and  unconsciousness.  Thus,  the  blood 
vessels  assumed  a position  of  importance  in  motor 
and  sensory  function.  Epilepsy  is  the  only 
neuropsychiatric  complex  which  the  “Corpus 
Hippocraticum”  specifically  describes  as  a 
disease;  however,  many  of  the  disorders  now 
termed  dyskinesiae  may  at  that  time  have  been 
grouped  under  the  one  large  heading  of  epilepsy. 
Focal  seizures  were  ascribed  to  too  large  a quan- 
tity of  pneuma  shunted  into  restricted  channels 
due  to  obstruction  of  the  usual  pathways.6 

In  the  third  century  b.c.  great  strides  were 
made  in  the  furtherance  of  knowledge  concern- 
ing the  mechanism  and  function  of  the  nervous 
system.  At  this  period,  Erasistratus  of  Alexan- 
dria distinguished  between  the  nerves  and  ves- 
sels, and  Herophilus  demonstrated  the  connec- 
tion between  the  brain,  the  spinal  cord,  and  the 
peripheral  nervous  system. 

In  the  first  century  b.c.,  Asclepiades,  tradi- 
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tionally  considered  as  the  forerunner  of  the 
Methodist  school  of  medicine,  held  that  the  body 
consisted  of  atoms  moving  about  in  pores  and 
that  disease  was  due  to  some  interference  with 
this  normal  motion.  According  to  this  doctrine, 
the  basic  types  of  disease  were  (1)  an  excessively 
dry,  tense,  and  stringent  state,  (2)  an  excessively 
fluid,  relaxed,  atonic  state,  and  (3)  a condition 
which  involved  both  of  these  abnormal  states. 
Asclepiades  avoided  the  use  of  numerous  drugs, 
which  was  quite  a swing  from  the  accepted  pro- 
cedure of  that  day.  His  emphasis  was  on  mas- 
i sage,  exercise,  bathing,  and  the  use  of  wine.6 
One  of  the  most  prominent  Methodist  physicians 
who  practiced  from  98  to  138  a.d.  was  Soranus 
of  Ephesus.7  From  the  book,  On  Acute  Diseases 
and  on  Chronic  Diseases,  which  is  supposedly  a 
translation  of  a work  of  Soranus  by  Caelius 
Aurelianus6  in  the  fifth  century  a.d.,  we  are 
able  to  gain  data  from  a physician  whose  teach- 

Iings  were  for  centuries  accepted  on  a par  with 
Hippocrates  and  Galen.  In  this  book  is  cited 
the  belief  that  the  ruling  part  of  the  soul  is  located 
in  the  head.  He  attributes  to  Demetrius,  the 
Herophilian,  the  concept  that  spasm  differs  from 
saltus  and  tremor:  In  bodies  attacked  by  spasm 
the  motion  takes  place  by  way  of  extension  and 
contraction,  while  in  those  attacked  by  tremor, 
the  motion  takes  place  by  repeated  shaking. 
Tremor  and  not  spasm  is  associated  with  old  age, 
and  he  goes  on  to  say  that  Hippocrates  thought 
the  blood  vessels  of  the  forehead  were  subject 
to  saltus  (pulsation)  and  that  no  tremor  took 
place  in  these  parts,  tremor  being  an  affection 
of  the  sinews.8 

In  the  second  century  a.d.,  Galen  did  much 
original  work  on  the  anatomy  of  the  nervous 
system,  but  he  followed  quite  closely  the  teach- 
ings of  Hippocrates  in  his  clinical  views.  It  was 
the  Hippocratic  and  Galenic  methods  which 
withstood  the  test  of  time  and  finally,  after 
■ several  centuries,  completely  replaced  the  skeptic 
viewpoint  of  the  Methodist  school. 

Paulus  Aegineta,9  a great  physician  who  lived 
i sometime  between  the  fourth  and  seventh  cen- 
turies a.d.,  took  a middle  of  the  road  course, 
accepting  the  Methodist  theory  of  the  cause  of 
disease  but  employing  the  empiric  therapy  of 
Hippocrates  and  Galen.  He  believed  that 

When  spasms  come  on  at  the  commencement 
of  the  complaint,  or  nearly  so,  and  are  protracted, 
they  have  their  origin  in  plethora;  but  when  they 
supervene  after  copious  sweatings,  vomiting,  dis- 
charges from  the  bowels,  hemorrhage,  watchful- 
ness, hunger  or  much  and  violent  exercise,  they 
proceed  from  depletion.  If  they  suddenly  attack 
a person  in  health,  they  must  necessarily  proceed 
from  plethora;  but  when  from  ardent  fevers,  the 
nerves  and  whole  body  are  dried,  and  then  spasms 


come  on  owing  to  dryness,  this  is  one  of  the  worst 

possible  cases,  and  is  almost  incurable When 

the  rest  of  the  body  is  not  affected,  but  one  of  the 
lips,  eyebrows  or  tongue  is  contracted,  the  symp- 
tom is  to  be  reckoned  dangerous  and  alarming,  al- 
though the  parts  affected  be  but  small  in  size.  . . . 
Trembling  is  generally  occasioned  by  a weakness 
of  the  nerves  (old  age  is  a proof  of  this);  but  there 
are  many  particular  causes  which  occasion  it;  for 
it  arises  from  a cold  intemper  ament,  from  draughts 
of  cold  water,  more  especially  if  taken  unseason- 
ably during  a fever,  also  from  a redundance  of  cold 
and  viscid  humours,  and  from  the  too  liberal  use  of 
wine.  Those,  therefore,  who  have  tremblings 
from  any  obvious  error  in  regimen,  must  abstain 
from  the  things  which  prove  injurious  to  them. . . . 
Those  who  have  tremblings  from  drinking  wine 
must  abstain  from  wine  altogether,  until  a com- 
plete cure  takes  place.9 

For  approximately  the  next  thousand  years, 
the  practice  of  medicine  was  a mere  repetition 
of  that  of  the  Hippocratic  and  Galenic  periods 
with  the  possible  exception  of  some  changes  for 
the  better  in  surgical  technics.  Scattered 
throughout  the  lay  literature  of  the  Dark  Ages, 
one  finds  descriptions  of  people  with  afflictions 
characterized  by  peculiar  movements.  Cervan- 
tes, for  example,  in  the  book  on  Don  Quixote 
written  in  the  early  sixteenth  century,  refers  to 
the  “palsyish  race  called  the  Perlerinas.”10 
The  Renaissance  again  saw  the  advent  of  new 
thoughts  and  progress  in  many  fields.  Among 
the  more  prominent  physicians  of  this  era  was 
Thomas  Willis  who  in  about  1670  evolved  a 
theory  for  muscle  movement.11  He  thought 
that 

the  animal  spirits,  which  flowing  continually 
from  the  head  to  refresh  the  forces  of  the  implanted 
spirits,  are  carried  to  the  muscle  by  the  nerves, 
do  move  to  it  quietly  and  easily,  and  being  then 
presently  received  by  the  membranaceous  fibers, 
they  go  apart  into  the  tendons;  which  kind  of 
relief,  although  it  should  be  but  little  in  bulk, 
yet  because  it  is  carried  night  and  day  by  a con- 
stant course,  it  easily  arises  to  a sufficient  provi- 
sion for  the  continual  filling  up  of  the  tendons. 
The  animal  spirits  disposed  among  the  muscles 
themselves,  by  reason  of  a taint  or  evil  derived 
from  the  Brain,  or  from  the  Blood,  or  perhaps 
often  times  from  both  together,  are  infected 
with  certain  heterogene  Particles,  by  reason  of 
which  they  cannot  rest  or  lie  quiet  in  their  Cells; 
but  being  always  unquiet  and  restless,  leap  out 
of  their  own  accord  from  the  tendinous  Fibers 
into  the  flesh,  and  so  often  times  produce  fre- 
quent and  cruel  convulsions.  Heterogene  Par- 
ticles from  the  blood  and  nervous  juice  when  very 
much  vitiated  grow  to  the  Spirits  in  the  muscles 
and  affect  them  with  madness,  so  as  they  cannot 
continue  peaceably  together,  or  rest  within  the 
tendons,  but  being  divided  and  distracted  one 
from  another,  leap  out  from  thence  by  bands  into 
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the  flesh,  and  there  stir  up  the  lesser  and  most 
frequent  spasms  or  convulsions.  In  like  manner, 
by  reason  of  the  Spirits  inhabiting  the  muscles, 
some  laboring  with  an  inveterate  scurvy,  cannot 
contain  their  limbs  in  the  same  site  or  position, 
but  are  necessitated  sometimes  to  extend  the 
hands  or  feet,  sometimes  to  fling  them  about  here 
and  there,  to  transfer  them  variously,  and  some- 
times to  subdue  their  madness  by  running,  leap- 
ing or  other  hard  labors. 

One  gathers  from  these  writings  that  the  spirit 
principle  still  existed;  however,  the  dominance 
of  the  head  structures  with  the  transmission 
along  the  nervous  system  of  these  materials  to 
activate  the  peripheral  mechanism  represents 
a considerable  advance  in  theory  from  the  Egyp- 
tian and  Hippocratic  eras.  Syndromes  were 
still  placed  into  large  single  categories,  but  physi- 
cians were  showing  evidence  of  greater  interest 
in  individual  case  problems  by  the  more  exten- 
sive and  detailed  reports  of  various  entities  as 
manifested  from  problem  to  problem.  Willis, 
still  grouping  all  syndromes  of  abnormal  involun- 
tary movements  into  the  large  wastebasket  of 
convulsive  disorders,  gave  an  excellent  descrip- 
tion of  what  appears  to  be  paralysis  agitans 
afflicting  one  man  and  hereditary  chorea  in  a 
young  female  whose  father  had  a similar  disturb- 
ance.11 The  case  simulating  paralysis  agitans, 
according  to  the  author,  had  not  been  reported 
before  and  is  described  as 

a gentleman  with  almost  continual  convulsive 
motions,  and  painful  extensions  of  every  part  of 
the  body. . . .all  muscles  were  perpetually  drawn 
together  with  repeated  leapings,  all  at  once,  and 
that  not  without  great  torment.  The  only  means 
he  had  for  quieting  them  was  to  exercise  his  whole 
body.  There  was  profuse  perspiration  and  copious 
spitting.  The  tongue  shook  and  the  words  were 
brought  forth  imperfectly.  He  could  not  lift 
his  hands  or  feet  but  on  some  sudden  joyous 
occasion,  he  would  be  able  to  suddenly  rise  out 
of  his  chair  and  without  help  of  another,  to  stand 
upright,  and  to  jump,  and  which  lasted  only  a 
minute  of  an  hour.  He  lived  for  twelve  years. 

Thomas  Sydenham  reported  in  the  Schedula 
Monitoria  in  1686,  as  a part  of  a report  “On  the 
Appearance  of  a New  Fever,”  the  syndrome  now 
known  as  Sydenham’s  chorea.7  This  same 
syndrome,  known  by  many  as  chorea  sancti 
viti,  had  been  referred  to  by  ancient  authors  as 
a variety  of  convulsive  palsy. 

Probably  the  first  classic  description  of  a tremor 
syndrome  was  that  of  the  essay  on  the  shaking 
palsy  by  James  Parkinson.12  He  tells  of  different 
forms  of  tremors  noted  by  Galen,  Sylvius  de  la 
Boe,  Juncker,  Cullen,  and  Sauvages.  Juncker 
distinguished  tremors  into  active,  those  proceed- 
ing from  sudden  affection  of  the  mind  such  as 
terror,  anger,  etc.,  and  passive,  dependent  on 


debilitating  causes,  such  as  advanced  age,  palsy, 
etc.  A much  more  satisfactory  and  useful  dis- 
tinction was  made  by  Sylvius  de  la  Boe  who 
described  those  tremors  which  are  produced  by 
attempts  at  voluntary  motion  and  those  which 
occur  while  the  body  is  at  rest.  Sauvages  dis- 
tinguished the  latter  of  these  species  (tremor 
coactus)  by  observing  that  “the  tremulous  parts 
leap,  and  as  it  were  vibrate,  even  when  supported ; 
whilst  every  other  tremor  ceases  when  the  volun- 
tary exertion  for  moving  the  limb  stops,  or  the 
part  is  supported,  but  returns  when  we  will  the 
limb  to  move;  whence  tremor  is  distinguished 
from  every  other  kind  of  spasm.”  To  Gaubio, 
Parkinson  credits  the  description  of  propulsion 
as  follows:  “Cases  occur  in  which  the  muscles 
duly  excited  into  the  action  by  the  impulse  of  the 
will,  do  then,  with  an  unbidden  agility,  and  with 
an  impetus  not  to  be  repressed,  accelerate  their 
motion,  and  run  before  the  unwilling  mind.  It 
is  a frequent  fault  of  the  muscles  belonging  to 
speech,  nor  yet  of  these  alone;  I have  seen  one, 
who  was  able  to  run,  but  not  to  walk.”  Parkin- 
son attempted  to  understand  the  pathophysiol- 
ogy of  the  disease,  but  the  lack  of  adequate 
scientific  investigation  up  to  this  time  caused  him 
to  wander  further  and  further  from  a logical 
solution  of  the  problem  as  he  tried  to  link  the 
syndrome  named  after  him  with  pathologic 
material  obtained  from  postmortem  examina- 
tions of  patients  with  entirely  different  disease 
entities. 

The  careful  clincopathologic  studies  of  the 
nineteenth  century  have  not  aided  to  any  meas- 
urable degree  in  solving  the  pathophysiologic 
mysteries  attending  the  various  dyskinesiae. 
Charcot  was  the  first  to  distinguish  between  the 
symptom  complex  of  paralysis  agitans  and  the 
disease  entity  of  multiple  sclerosis.7  The*  first 
half  of  the  nineteenth  century  dealt  for  the  most 
part  with  microscopic  pathology  which,  when 
employed  in  correlation  with  clinical  data,  prob- 
ably misled  more  than  it  aided  in  the  search  for 
regional  brain  function.  Angelo  Dubini  in  1846 
referred  to  a case  of  myoclonic  seizures  as  elec- 
tric chorea.13  During  the  second  half  of  the 
nineteenth  century  improved  methods  in  micro- 
scopic neuropathology  made  it  possible  to  clarify 
and  separate  disease  entities.  In  1876  Dickinson 
described  small  hemorrhages  present  in  the  corpus 
striatum  in  a case  of  chorea.  These  lesions  were 
accepted  by  Hughlings  Jackson  as  a possible 
cause  of  physiologic  dysfunction.7  Hammond 
in  1871  was  the  first  to  use  the  term  athetosis 
and  believed  the  pathology  to  lie  in  the  corpus 
striatum.14  Hereditary  chorea,  now  known  as 
Huntington’s  chorea,  was  reported  in  1872  by 
George  Huntington.16 

During  the  latter  part  of  the  nineteenth  cen- 
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tury  and  early  twentieth  century,  innumerable, 
careful  postmortem  studies  of  brains  added  little 
to  our  knowledge  of  localization  of  brain  func- 
tion. Rather  frequently  lesions  could  not  be 
correlated  with  the  clinical  syndromes.  Physio- 
logic experimentation  has  added  little  more  to 
our  knowledge  of  dyskinesiae  than  did  the  pathol- 
ogy studies.  Inability  to  reproduce  the  clinical 
features  of  these  syndromes  in  laboratory  animals 
has  been  a deterring  factor  in  the  furtherance  of 
our  knowledge. 

Numerous  theories  relative  to  the  mechanism 
of  nervous  system  dysfunction  have  arisen  since 
the  middle  of  the  nineteenth  century.  The  con- 
ception that  the  symptoms  of  paralysis  agitans 
developed  because  of  a release  phenomenon 
through  damage  to  the  inhibiting  neural  mecha- 
nism was  proposed  by  Hughlings  Jackson  and  ex- 
panded by  Wilson.16-17  Hughlings  Jackson 
viewed  rigidity  as  “tremor  run  together”  and 
considered  that  the  two  symptoms  differ  in 

(degree  only,  both  being  aspects  of  the  same  dis- 
ease process.16  Wilson  believed  the  functions 
of  the  corpus  striatum  were  those  of  control  of 
muscle  tonus  and  inhibition  of  rhythmic  move- 
ments inherent  within  the  old  motor  system.18 
Wilson  regarded  the  parkinsonian  tremor,  rigid- 
ity, and  attitude  as  nonstriatal  in  origin.  Tremor 
was  the  outcome  of  activity  of  a low-grade 
physiologic  mechanism  released  from  a non- 
volitional  prespinal  center,  the  lenticulorubro- 
spinal  path.  He  found  no  reason  to  implicate 
the  cortex  in  its  production.  Choreoathetosis, 
on  the  other  hand,  was  considered  a product  of  a 
neural  mechanism  entirely  apart  from  that  of 
tremor,  namely,  the  cerebellomesencephalo- 
thalamocortical  pathway.  The  flexor  attitude 
and  muscular  rigidity  of  parkinsonism  were 
considered  as  manifestations  of  release  of  the  old 
motor  system  by  disease  of  the  striatum.  The 
Vogts  regarded  tremors,  chorea,  and  athetosis 
as  secondary  to  disease  of  the  caudate  nucleus 
and  putamen  with  release  of  substriatal  struc- 
ture mechanisms.19  They  alluded  to  disease 
of  the  globus  pallidus  as  the  basis  for  rigidity. 
Foerster20-22  believed  that  the  effector  mechanism 
is  the  globus  pallidus  which  is  released  by  lesions 
of  the  caudate  nucleus  and  putamen,  as  had  been 
shown  by  the  Vogts.  Jakob,23  agreeing  essenti- 
ally with  Foerster  and  the  Vogts,  regarded  choreic 
movements  as  manifestations  of  a striopallidal 
ataxia  from  disease  of  the  small  ganglion  cells 
in  the  striatum  as  a result  of  which  such  an  in- 
sufficient number  of  sensory  impulses  from  the 
thalamus  reach  the  large  ganglion  cells  in  the 
striatum  that  the  motor  synergies  of  the  pallidal 
centers  are  deprived  of  adequate  striatal  regula- 
tion with  a resulting  grotesque  distortion  of 
movement.  According  to  Jakob,  similar  condi- 


tions prevail  in  congenital  athetosis  and  in  athe- 
tosis of  early  childhood  as  well  as  in  tic,  in  which, 
owing  to  a more  focal  involvement  of  the  small 
ganglion  cells  in  the  striatum,  the  abnormal  move- 
ments affect  only  circumscribed  muscle  areas. 
Hunt  held  that  disease  of  the  large  cell  complex 
of  the  basal  ganglia  produces  hypertonus,  pro- 
nounced attitudes,  tremor,  and  suppression  of 
automatic  associated  movements.24-26  He  re- 
garded tremor  as  particularly  referable  to  the 
pallidonigral  system.  Ranson  and  Ranson  main- 
tained that  tremor,  athetosis,  or  rigidity  are 
probably  due  to  involvement  of  the  striatal 
system,  the  fibers  of  which  terminate  in  the  sub- 
stantia nigra  and  in  the  subthalamic  nucleus.26 

Mettler  views  the  striatum  as  an  inhibitory 
apparatus  and  the  pallidum  as  exerting  a posi- 
tive motor  effect.27  He  attributes  the  tremor 
in  Wilson’s  disease  to  the  pallidal  lesion  which 
disturbs  reciprocal  innervation  while  the  rigidity 
is  a manifestation  of  a secondary  interference 
with  the  efferent  pathways  from  the  inhibitory 
corpus  striatum.  In  parkinsonism,  on  the  other 
hand,  the  efferent  pathways  from  the  corpus 
striatum  remain  intact  so  that  the  tremor  is  less 
marked  during  voluntary  activity.  Bucy  after 
an  analysis  of  the  experimental  data  together 
with  surgical  experience  in  humans  concluded 
that  the  involuntary  movements  of  choreo- 
athetosis were  produced  by  nervous  impulses 
arising  from  the  precentral  motor  cortex,  travel- 
ing from  there  to  some  subcortical  center,  and 
thence  being  relayed  by  secondary  or  tertiary 
neurones  down  the  spinal  cord  via  the  anterior 
fasciculus  to  the  anterior  horn  cells.28  Choreo- 
athetosis arises  when  a circular  controlling  path- 
way passing  from  the  precentral  motor  suppressor 
area  (area  4S)  and  from  area  8 to  the  caudate 
nucleus  and  thence  to  the  globus  pallidus,  the 
ventrolateral  nucleus  of  the  thalamus,  and  back 
to  the  precentral  motor  cortex  (areas  4 and  6)  is 
destroyed  in  the  caudate  nucleus  or,  less  com- 
monly, in  the  thalamus  or  even  the  globus  pal- 
lidus. Tremors  are  divided  into  two  types,  inten- 
tion tremor  and  tremor  at  rest.  These  tremors 
are  produced  by  impulses  passing  from  the  pre- 
central motor  cortex  to  the  anterior  horn  cells  via 
the  pyramidal  tract.  Intention  tremor  develops 
when  a circular  controlling  pathway,  which 
passes  from  the  precentral  motor  cortex  to  the 
pons,  the  cerebellar  cortex,  the  dentate  nucleus, 
through  the  red  nucleus  to  the  contralateral 
nucleus  of  the  thalamus,  and  thence  back  to  the 
precentral  motor  cortex,  is  destroyed  in  the 
dentate  nucleus,  the  dentatorubrothalamic  fiber 
bundle,  or  in  the  thalamus.  Tremor  at  rest  is 
associated  with  multiple  subcortical  lesions,  al- 
though those  in  the  substantia  nigra  appear  to 
be  the  most  constantly  present.  Such  tremor 
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may  develop  because  of  interruption  of  a cir- 
cular controlling  neural  mechanism  which  passes 
from  the  precentral  motor  cortex  to  the  substan- 
tia nigra,  globus  pallidus,  ventrolateral  nucleus 
of  the  thalamus,  and  thence  back  to  the  precen- 
tral motor  cortex. 

Rabiner  postulates  a prominent  efferent  mecha- 
nism in  the  production  of  the  dyskinesiae.29  He 
states  that  if  basal  ganglia  type  of  abnormal  in- 
voluntary movements  cannot  be  reproduced  by 
experimental  stimulation  of  any  part  of  the  cen- 
tral nervous  system,  we  must  look  elsewhere  for 
their  origin.  Seemingly,  these  movements  are 
abolished  when  consciousness  is  interrupted  and 
recur  immediately  when  consciousness  is  restored. 
The  stimuli,  therefore,  enter  through  the  sen- 
sorium,  for  when  the  curtain  of  consciousness 
is  lowered,  they  are  halted  and  do  not  then  stream 
into  the  organism.  Whenever  and  wherever 
they  enter  the  organism,  these  varying  forms  of 
molecular  displacements  traverse  the  ascending 
pathways;  however,  before  they  can  reach  the 
descending  cortico-  or  subcorticospinal  path- 
ways through  which  all  motor  impulses  must  pass 
to  reach  the  final  common  motor  pathway,  im- 
portant physiologic  alterations  take  place.  The 
basal  ganglia  nuclear  masses  alter,  check,  in- 
hibit, divert,  synchronize,  or  neutralize  the  stream 
of  molecular  displacements  so  that  cortical  and 
subcortical  spinal  pathways  then  transmit  to 
the  lower  motor  neuron  influences  which  result 
in  the  normal  synchronized  motor  functions 
present  in  all  animal  life.  When  any  of  these 
basal  ganglia  are  unable  to  function  normally, 
there  then  pass  through  them,  on  to  and  down 
through  the  descending  motor  pathways,  those 
original  unaltered  molecular  displacements  which 
then  produce  in  the  musculature  the  patterns  of 
abnormal  involuntary  movements  and  tonus 
alterations  which  result  in  the  clinical  syndromes 
of  the  dyskinesiae  that  have  been  regarded  as 
typical  of  basal  ganglia  disease. 

The  therapy  of  the  dyskinesiae  or,  actually, 
of  diseases  in  general  was  a product  of  antiquity 
up  to  a hundred  years  ago.  In  1804,  Laennec, 
one  of  the  great  pioneers  of  modern  medicine, 
wrote  a challenging  critique  of  the  methods  of 
Hippocrates  and  those  of  his  own  teacher,  and 
as  late  as  1839,  Emile  Littrd  wrote  that  the  pur- 
pose of  his  translation  of  the  works  of  Hippocrates 
was  to  make  available  to  physicians  the  Hip- 
pocratic writings  in  such  a way  that  they  might 
be  read  and  understood  like  a contemporary  book.1 
A radical  change  in  therapy  along  with  the  great 
strides  made  in  the  basic  sciences  took  place  in 
the  latter  half  of  the  nineteenth  century.  Up  to 
the  beginning  of  the  twentieth  century  treat- 
ment of  the  dyskinesiae  was  primarily  medical. 

It  must  be  conceded  that  our  knowledge 


concerning  the  pathophysiology  of  tremors  is 
grossly  deficient.  As  a matter  of  convenience 
in  discussion,  one  may  divide  tremors  into  three 
main  groups:  (1)  those  associated  with  general 
physical  disorders  such  as  thyrotoxicosis,  debili- 
tated states,  etc.,  (2)  the  arrhythmic  tremors 
commonly  referred  to  as  neostriatal  in  origin, 
and  (3)  the  rhythmic  tremors  presumably  as- 
sociated with  pallidal  disease.  Although  the 
mechanism  of  tremors  is  poorly  understood, 
those  occurring  in  patients  of  group  1 are  favor- 
ably modified  by  treatment  of  the  general  physi- 
cal disease. 

In  the  empiric  treatment  of  patients  in  group 
2 with  neostriatal  tremors  and  with  choreo- 
athetotic  movements  in  particular,  Phelps30 
and  Carlson31  have  reported  improvement 
through  retraining  when  the  condition  is  sta- 
tionary and  the  intellect  good.  Hassin  reported 
improvement  in  two  cases  of  athetosis  and  one  of 
torticollis  following  the  use  of  quinine.32  For 
the  most  part,  medicinal  therapy  of  all  kinds  has 
been  found  ineffectual.  The  first  surgical  proce- 
dures to  be  performed  for  the  relief  of  the  dyskine- 
siae were  carried  out  on  patients  with  neostriatal 
disease.  In  1890  and  1909,  Horsley33*34  operated 
with  favorable  results  on  a patient  with  athetosis 
affecting  one  upper  extremity.  He  resected  the 
anterior  portion  of  the  corresponding  “motor” 
cortex.  An  incomplete  paralysis  and  a sensory 
loss  resulted.  In  1910  Anschuetz  repeated  this 
operation,  as  did  Payr  in  1921,  Nazaroff  in  1927, 
and  Polenow  in  19‘29.35-38  In  1932  Bucy  and 
Buckanan  reported  relief  of  choreoathetosis 
implicating  the  left  upper  extremity  by  removal 
of  area  6 of  the  right  precentral  gyrus.39  Sachs 
in  1935  reported  three  cases  of  precentral  gyrus 
removal  for  athetosis.40  In  the  belief  that 
athetoid  movements  had  their  abnormal  impulses 
carried  over  nonpyramidal  pathways,  Putnam 
performed  anterolateral  cordotomies  at  the  upper 
cervical  segments  with  good  results.41  Various 
operative  procedures  have  been  employed  for 
relief  of  hemiballismus.  Walker  performed  a 
mesencephalic  pedunculotomy  for  relief  of  ab- 
normal movements  in  a patient  with  hemibal- 
lismus.42 Meyers  reported  improvement  in  a 
case  of  hemiballismus  after  a linear  cortico- 
subcortical  separation  of  area  4 from  areas  4S 
and  6. 43  Klemme  has  reported  good  results  in  a , 
large  series  of  premotor  cortical  excisions  for 
relief  of  dystonia.44  Operations  for  spasmodic  , 
torticollis  have  dealt  mainly  with  nerve  root 
section,  the  most  frequently  employed  procedure 
being  section  of  the  anterior  roots  of  the  upper 
three  cervical  spinal  nerves  with  section  of  the 
fibers  of  the  spinal  accessory  nerves  either  in  the 
spinal  canal  or  as  they  enter  the  sternocleido- 
mastoid muscle.  In  our  personal  experience  we 
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have  been  unable  to  alter  abnormal  movements 
of  choreoathetosis  favorably  without  producing 
an  undesirable  and,  in  our  opinion,  an  unaccept- 
able, paralysis  of  the  involved  extremities. 

Group  3,  or  the  rhythmic  tremors,  appear  to  be 
more  amenable  to  medical  therapy.  The  sympto- 
matology of  paralysis  agitans  has  been  a constant 
target  for  a multitude  of  therapeutic  attacks. 
Much  has  been  written  on  the  use  of  physical 
medicine  and  psychotherapy  in  the  treatment  of 
this  condition.  Rabiner  and  Hand  reported 
improvement  following  physical  activity  as  a 
therapeutic  measure.45  Therapy  with  drugs  in 
this  condition  appears  to  be  entirely  symptomatic. 
The  first  drugs  employed  were  arsenic,  strych- 
nine, and  opium.  For  about  one  hundred  years 
the  alkaloids  of  the  solanaceous  (belladonna) 
group  of  plants  have  been  employed.  Gowers 
credits  Charcot  with  suggesting  hyoscyamine, 
later  largely  replaced  by  hyoscine,  as  recom- 
mended by  Babinski  and  many  others.46  In 
1926  Raeff,  a plant  collector,  treated  patients 
with  parkinsonism  with  an  extract  from  the  bella- 
donna root,  and  this  became  known  as  the  “Bul- 
garian treatment.”  Rabellon,  Yinobel,  and 
Bellabulgara,  all  root  extracts,  seemed  to  give 
favorable  results  in  postencephalitic  parkinson- 
ism, Bellabulgara  seemingly  being  the  most 
effective. 

In  1930,  Kleeman  and  Roemer  working 
independently  reported  the  use  of  massive 
doses  of  atropine  sulfate  in  the  treatment  of 
postencephalitic  parkinsonism  with  good  re- 
sults.47’48 During  the  past  five  years,  Artane, 
Panparnit,  Diparcol,  Benadryl,  Tolserol,  and 
Dexedrine  have  been  used  independently  or  in 
combination  in  the  treatment  of  parkinsonism. 

In  an  attempt  to  understand  more  fully  the 
problem  of  the  medical  and  surgical  therapy  in 
paralysis  agitans,  we  carried  out  a project  as  a 
part  of  a larger  study  of  the  disease  to  determine 
the  effect  of  various  drugs  against  the  effect  of  a 
placebo.49  In  terms  of  reports  by  the  patients  of 
improvement  in  their  general  status,  Artane, 
Panparnit,  and  Hyoscine  were  found  to  be  clearly 
superior  to  a placebo,  and  Artane  and  Panparnit 
seemed  somewhat  superior  to  hyoscine.  How- 
ever, application  of  psychomotor  testing  failed  to 
reveal  any  significant  improvement  in  function 
in  patients  taking  drugs  over  those  taking  a 
placebo. 

Because  of  the  frequently  associated  rigidities 
of  the  rhythmic  tremor  syndrome,  most  of  the 
early  surgical  approaches  for  its  relief  were 
carried  out  on  the  peripheral  nervous  system. 
Between  1920  and  1930,  based  on  the  work  of 
Hunter,  a number  of  sympathectomies  were 
carried  out  for  relief  of  symptoms  of  paralysis 
agitans  with  little  improvement.60,51  In  1930 


Pollock  and  Davis  reported  sectioning  of  the 
posterior  spinal  roots.52  Operations  on  the 
posterior  columns  of  the  spinal  cord  were  carried 
out  by  Puusepp  and  Rizzotti  and  Moreno.63,54 
Putnam  reported  satisfactory  results  with  lateral 
pyramidal  tract  section  in  the  cervical  region  in 
the  treatment  of  tremor  of  paralysis  agitans.41 
Oliver  in  1950  reported  on  79  cordotomies  for 
the  treatment  of  parkinsonism.55  In  six  cases, 
using  a 4-mm.  cut  in  the  lateral  column  similar 
to  the  procedure  of  Putnam,  the  results  were  not 
enduring.  In  55  cases,  using  a 5-mm.  cut  in- 
stead of  4-mm.,  worth-while  results  were  obtained 
in  18.  In  18  cases  the  entire  lateral  fasciculus 
from  the  entrance  zone  of  the  dorsal  root  to  the 
exit  zone  of  the  anterior  root  was  cut.  This 
latter  group  had  the  best  results.  The  complica- 
tions encountered  were  temporary  hemiplegia, 
permanent  hemianalgesia  and  hemithermhyp- 
esthesia  of  the  opposite  side  of  the  body,  and 
Horner  syndrome  on  the  same  side  as  the  incision. 

Delmas-Marsalet  and  Yon  Bogaert  damaged 
the  dentate  nucleus  of  the  cerebellum  in  an  at- 
tempt to  relieve  the  tremor  of  parkinsonism.56 
Rigidity  was  lessened,  but  the  tremor  became 
worse. 

Walker  has  advocated  sectioning  of  the  an- 
terolateral portion  of  the  cerebral  peduncle 
for  relief  of  the  parkinsonian  tremor.42  Bucy 
in  1937  performed  operative  procedures  on  the 
cortex  for  relief  of  rhythmic  tremor  due  to  parkin- 
sonism.28 He  has  since  performed  removal  of 
the  precentral  gyrus  from  the  central  to  the  pre- 
central fissure  with  abolition  of  the  tremor  in 
several  patients  with  this  syndrome.  Sachs 
in  1942  reported  having  abolished  tremor  only 
after  a second  operation  to  remove  completely 
the  gyrus  after  finding  that  removal  of  half  of 
the  precentral  gyrus  alone  did  not  favorably 
alter  the  tremor.57  Meyers  reported  best  results 
following  section  of  tire  pallidofugal  fibers  and  the 
procedure  of  extirpation  of  the  head  of  the  caudate 
nucleus  with  interruption  of  the  fibers  of  the 
anterior  limb  of  the  internal  capsule.58  We 
have  carried  out  the  following  surgical  procedures 
for  the  relief  of  paralysis  agitans:  undercutting 
the  premotor  area,  excision  of  the  premotor 
area,  section  of  the  anterior  limb  of  the  internal 
capsule,  cerebral  peduncle  section,  and  dorso- 
lateral cervical  cordotomy.59-61  Of  these  pro- 
cedures section  of  the  fibers  of  the  anterior  limb 
of  the  internal  capsule  and  ablation  of  the  ad- 
jacent anterior  portion  of  the  putamen  transven- 
tricularly  has  proved  the  most  effective  method 
of  abolishing  or  favorably  modifying  both  alternat- 
ing tremor  and  rigidity  without  residual  paresis. 
Removal  of  a portion  or  all  of  the  head  of  a cau- 
date nucleus  alone  does  not  alter  either  tremor 
or  rigidity. 
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Conclusion 

Perusal  of  the  extant  literature  related  to 
abnormal  movements  reveals  the  diversity  of 
opinion  that  exists  concerning  the  physiology 
and  pathology  of  these  disorders.  Treatment 
consisting  of  medicinal,  physiotherapeutic,  and 
surgical  measures  is  at  the  present  time  wholly 
empiric.  Surgery  in  selected  patients  seemingly 
gives  greater  objective  relief  than  can  be  obtained 
from  drugs. 
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MAN 

and  diathermy  have  been  employed  in  an  effort  to 
destroy  the  worm,  but  none  has  proved  successful. 
However,  Dr.  Parsons  expressed  the  hope  that  it 
could  be  reached  safely  and  destroyed  by  diathermy 
needles  in  the  future. 

The  worm  was  described  as  small,  white,  anc 
threadlike;  it  is  nonsegmented  and  tapered  at  eacl 
end.  On  occasion  it  is  extremely'  active,  with  the 
two  ends  apparently'  equally  active.  Dr.  Parson: 
classified  the  worm  as  an  immature  Ascaris. — Ar 
chives  of  Ophthalmology 


Case  Reports 


PAROXYSMAL  VENTRICULAR  TACHYCARDIA  COMPLICATED  BY 

PONTINE  INFARCTION 

Morris  Kleinfeld,  M.D.,  and  Morris  Axelrod,  M.D.,  Brooklyn,  New  York 

( From  the  Coney  Island  Hospital ) 


npHE  occurrence  of  transient  cerebral  symptoms  in 

cases  of  paroxysmal  tachycardia  has  been  de- 
scribed.1-4 Barnes  observed  such  symptoms  in 
15  of  104  patients  with  assorted  types  of  paroxysmal 
tachycardia.1  Ten  of  these  15;  had  no  evidence  of 
organic  heart  disease.  The  patients  presented  dis- 
turbances such  as  vertigo,  hemianopsia,  blindness, 
syncope,  and  epileptiform  seizures.  Mills  and 
Smith  reported  the  case  of  a young  athlete  with  no 
evidence  of  organic  heart  disease  who  developed 
repeated  and  prolonged  attacks  of  unconsciousness 
during  episodes  of  paroxysmal  tachycardia.2  The 
diminished  cardiac  output  occurring  in  patients 
during  an  attack  of  paroxysmal  tachycardia  may 
precipitate  angina  pectoris,  congestive  heart  failure, 
peripheral  circulatory  collapse,  cerebral  anoxia, 
and  ischemic  changes  in  the  extremities.  Peripheral 
symmetric  gangrene  of  all  four  extremities  may  oc- 
cur.5 This  report  presents  an  unusual  complication 
of  paroxysmal  ventricular  tachycardia,  namely, 
infarction  of  the  pons. 

Case  Report 

A.  B.,  a fifty-three-year-old  white  male,  was  ad- 
mitted to  the  Coney  Island  Hospital  on  June  26, 
1950,  with  a story  of  severe  substernal  pain  of 
several  hours  duration.  The  past  history  revealed 
the  presence  of  exertional  dyspnea  but  no  orthopnea 
or  other  evidence  of  diminished  cardiac  reserve. 
The  patient  denied  any  hypertensive  history  or 
symptoms  referable  to  the  central  nervous  system. 
A gastrointestinal  review  revealed  history  of  peptic 
ulcer  twenty-five  years  ago  which  subsequently  re- 
quired a gastroenterostomy.  The  patient  had  been 
free  of  ulcer  symptoms  for  the  past  two  years. 

Physical  findings  on  admission  revealed  a well- 
developed,  well-nourished  male  in  no  acute  distress. 
There  was  no  venous  distention  of  the  neck  veins. 
The  lungs  revealed  congestive  changes  at  both  bases. 
The  heart  sounds  were  of  fair  quality;  rhythm  was 
regular  at  the  rate  of  104  per  minute.  There  was 
no  cardiac  enlargement  clinically.  The  blood  pres- 
sure was  120/80,  respiration  20  per  minute,  the 
temperature  98.8  F.,  and  pulse  76.  No  abdominal 
masses  were  felt.  The  extremities  revealed  no 
edema.  The  reflexes  were  physiologic,  and  no 
abnormal  reflexes  were  elicited.  An  electrocardio- 
gram taken  on  the  day  of  admission  revealed  changes 
consistent  with  an  acute  posterior  wall  infarction 
(Fig.  1).  The  patient  was  given  Dicumarol. 
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Fig.  1.  Serial  electrocardiograms:  (A)  Tracing 
taken  June  26,  1950,  shows  a recent  posterior  wall 
infarction;  (B)  tracing  taken  July  25,  1950;  (C) 
tracing  taken  August  7,  1950,  shows  a paroxysmal 
ventricular  tachycardia  at  a ventricular  rate  of  180; 
(D)  tracing  taken  August  9,  1950,  shows  a return  to 
normal  sinus  rhythm.  (Retouched  photograph; 
black  dots  mark  R of  QRS  complex) 

Hospital  Course. — On  the  evening  of  the  day  of 
admission,  the  patient  developed  moderately  severe 
left  ventricular  failure  for  which  he  was  digitalized. 
On  the  following  day,  June  27,  1950,  the  patient  was 
in  a state  of  vascular  collapse.  He  was  given  a 
plasma  infusion,  and  his  general  condition  improved. 
On  June  28,  1950,  he  was  observed  to  expectorate 
blood-tinged  sputum.  A bedside  x-ray  of  the  chest 
revealed  marked  degree  of  pulmonary  congestion 
and  edema  with  no  parenchyma!  infiltration.  Two 
days  later  the  sputum  was  no  longer  blood-tinged. 
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On  July  4,  1950,  he  was  observed  to  pass  dark  tarry 
stools,  and  on  the  same  evening  he  again  showed 
evidence  of  vascular  collapse.  A blood  transfusion 
of  500  cc.  was  given,  vitamin  K was  administered, 
and  Dicumarol  was  discontinued.  The  prothrombin 
time  on  that  day  was  56  seconds.  The  melena  de- 
creased after  several  days,  and  on  July  11,  1950,  the 
stools  were  guaiac  negative. 

The  patient  continued  to  show  progressive  im- 
provement, but  on  August  6,  1950  (sixth  week  of 
illness)  he  complained  of  chest  discomfort.  The 
heart  rate  was  180,  and  the  electrocardiogram  re- 
vealed paroxysmal  ventricular  tachycardia.  He 
was  given  quinidine,  3 grains  every  two  hours,  but 
the  tachycardia  continued  and  peripheral  collapse 
developed.  A plasma  infusion  was  given,  and 
quinidine  was  continued  in  dosage  of  6 grains  every 
four  hours.  On  August  7,  1950,  thirty-six  hours 
from  onset,  the  tachycardia  terminated. 

Concomitant  with  the  state  of  peripheral  vascular 
collapse  the  following  neurologic  signs  were  noted: 
right  facial  (nuclear  type),  partial  loss  of  conjugate 
gaze  to  the  right  and  a nystagmus  on  looking  to  the 
left  (no  paralysis  of  the  extremities  and  no  Babinski 
were  found),  ataxia  in  the  left  finger  to  nose  test, 
diminished  vibratory  sensation  on  left  side,  and 
hypesthesia  to  pain  and  temperature  on  left  side  of 
body,  including  face. 

A diagnosis  of  a right  pontine  vascular  lesion  was 
made.  On  the  following  day  the  patient  was  out  of 
shock.  During  the  following  week  the  neurologic 
findings  improved  slightly.  The  power  of  right 
lateral  gaze  increased,  and  the  nystagmus  decreased. 
A right  sixth  nerve  palsy  was  now  evident. 

On  August  25,  1950,  the  patient  was  improved 
sufficiently  to  be  permitted  out  of  bed.  He  showed 
no  further  discomfort,  and  on  September  7,  1950, 
he  was  discharged  with  the  following  residual  neu- 
rologic findings:  right  facial  paralysis,  a right  sixth 
nerve  palsy  with  diplopia,  and  sensory  loss  over  the 
left  side  of  the  face  and  trunk. 

Re-examination  on  October  17,  1951,  revealed  the 
persistence  of  the  neurologic  residua. 

Comment 

This  patient  was  apparently  recovering  from  his 
myocardial  infarction  when  on  the  forty-second  day 
of  illness  he  developed  paroxysmal  ventricular 
tachycardia  which  precipitated  a state  of  vascular 
collapse.  Concomitant  with  this  state  of  vascular 
collapse,  signs  of  pontine  involvement  appeared. 
We  believe  that  the  mechanism  which  best  explains 
this  focal  neurologic  lesion  is  a segmental  narrowing 
of  the  vessels  to  the  pons  by  an  arteriosclerotic 
patch.  When  superimposed  anoxia  occurs,  as  in 


vascular  collapse,  infarction  of  the  region  may  de- 
velop. In  view  of  the  known  patchy  disturbance  of 
the  arteriosclerotic  process,  this  postulation  is  not 
unlikely. 

It  might  be  argued  that  an  embolism  to  the  pons 
occurred  in  our  patient.  However,  this  is  quite  un- 
likely since  cerebral  embolism  almost  invariably 
involves  the  middle  cerebral  artery  or  one  of  its 
branches  and  less  commonly  the  anterior  cerebral 
artery.6  Aring  reports  the  case  of  a seventy-year- 
old  man  who  developed  softening  of  the  midbrain 
following  a myocardial  infarction.7  Autopsy  showed 
no  evidence  of  vascular  thrombosis  of  the  midbrain. 
Cole  et  al.  reported  three  cases  of  hemiplegia  as- 
sociated with  acute  myocardial  infarction  in  which 
postmortem  findings  revealed  only  an  arteriosclerotic 
narrowing  of  the  vessels.' 

Since  total  cerebral  blood  flow  depends  mainly  on 
extracerebral  factors,  namely,  systemic  blood  pres- 
sure and  venous  pressure,  the  protection  of  the 
nervous  system  from  the  dangers  of  cerebral  ischemia 
requires  the  prompt  and  adequate  therapy  of  cir- 
culatory insufficiency.  The  occurrence  of  arrhyth- 
mias which  further  embarrass  the  circulation  may 
be  the  final  straw  in  precipitating  a cerebral  lesion. 
It  is  therefore  necessary  to  prevent  paroxysmal 
tachycardia  from  occurring  and  to  treat  it  promptly 
on  its  first  appearance. 

Summary  and  Conclusions 

1.  A case  is  reported  in  which  myocardial  in- 
farction complicated  by  paroxysmal  ventricular 
tachycardia  led  to  ischemic  infarction  of  the  pons. 

2.  The  role  of  circulatory  insufficiency  in  the 
causation  of  cerebrovascular  lesions  is  stressed. 

3.  The  prevention  and  prompt  therapy  of  par- 
oxysmal tachycardia  is  urged  because  of  the  serious 
sequelae  that  may  ensue. 
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EARLY  CORRECTION  URGED  IN  FOOT  DEFORMITIES 


Experience  at  Geisinger  Memorial  Hospital,  Dan- 
ville, Pennsylvania,  has  shown  that  the  most  com- 
mon footf  deformities  in  infants — congenital  flat  feet 
or  calcaneus  deformities — can  be  corrected  within  a 
few  weeks,  if  diagnosed  at  birth  or  soon  after. 

Calcaneus  deformities  are  characterized  by  ex- 
cessive dorsiflexion,  with  calf  muscles  being  stretched 
and  weak.  On  standing,  the  entire  foot  prongtes. 
Treatment  of  this  condition  depends  on  the  age  at 
which  the  diagnosis  is  made.  In  the  first  three  to 
four  months,  stretching  the  foot  in  the  opposite  di- 


rection, i.e. , into  the  equinovarus  position,  “will 
often  completely  correct  the  deformity.”  (It  is 
never  outgrown).  In  resistant  cases  and  de- 
formities seen  in  infants  four  to  nine  months  old, 
equinovarus  casts,  plus  stretching  exercises,  will 
ultimately  invert  the  feet.  Later,  when  the  child 
stands,  rigid-soled  leather  shoes,  usually'  with  longi- 
tudinal arch  supports,  are  prescribed.  The  authors 
emphasize  that,  as  a rule,  the  younger  the  child,  the 
earlier  will  correction  be  achieved. — L.  F.  Bush, 
M.D.,  and  W.  H.  Love,  M.D.,  GP,  April,  1952 


DISSECTING  ANEURYSM  OF  THE  AORTA  WITH  PERFORATION  INTO 
THE  ESOPHAGUS 

Solomon  E.  Gittleman,  M.D.,  and  Melvyn  Leichtling,  M.D.,  Brooklyn,  New  York 
( From,  the  Belh-El  Hospital) 


7"\ISSECTING  aneurysm  of  the  aorta  is  not  a rare 
condition.  Intimal  tears,  with  medial  necro- 
sis, dissection,  and  then  perforation  into  the  pleural 
cavity,  pericardium,  or  into  an  abdominal  organ  is 
seen  not  infrequently  in  any  institution.  These 
however,  as  reported,  are  almost  invariably  in  the 
younger  age  groups.  Perforation  of  such  an  an- 
eurysm into  the  esophagus  is  very  uncommon. 
There  has  not  been  a single  case  reported  in  the 
American  literature  in  the  past  ten  years.  Two 
cases  of  a syphilitic  aneurysm  with  rupture  into  the 
esophagus  have  been  reported  in  the  French  litera- 
ture by  Lutembacher.1 

We  are  reporting  the  following  case  not  to  discuss 
the  etiology  of  dissecting  aneurysms  but  rather 
because  of  the  unusual  features  noted:  (1)  The 
patient  was  sixty-six  years  of  age;  (2)  there  was  an 
unusual  case  history;  (3)  the  patient  developed 
perforations  twice,  surviving  until  the  last  and 
fatal  one;  (4)  the  aneurysm  perforated  into  the 
esophagus;  (5)  an  antemortem  diagnosis  was  cor- 
rectly made. 

Case  Report 

The  patient,  E.  G.,  was  a sixty-six-year-old  white 
female.  She  had  been  observed  by  one  of  us, 
(S.  E.  G.)  since  January,  1950,  at  which  time  she 
complained  of  weakness,  loss  of  weight,  and  various 
aches  and  pains.  Her  past  history  revealed  a 
thyroidectomy  for  hyperthyroidism  in  1932.  She 
had  had  “gallbladder  trouble”  for  years.  The 
essential  findings  in  1950  were  as  follows:  diabetes 
mellitus,  and  a calcified  plaque  in  the  arch  of  the 
aorta.  The  diabetes  was  easily  controlled  by  diet 
and  15  to  20  units  of  protamine  zinc  insulin  daily. 
In  July  of  1950  she  had  an  episode  of  diabetic 
acidosis.  She  promptly  recovered  under  treatment. 
She  was  seen  again  on  January  10,  1951.  At  this 
time  she  complained  of  severe  excruciating  pain 
about  the  left  shoulder,  left  pectoral  region,  and 
upper  left  back,  radiating  to  the  left  side  of  the 
neck.  She  had  been  taking  her  insulin  as  usual. 
Examination  revealed  no  unusual  findings.  There 
was  a trace  of  acetone  in  the  urine.  The  heart 
showed  no  changes.  The  electrocardiogram  re- 
vealed a perfectly  normal  pattern.  She  was  ad- 
vised to  increase  the  insulin,  and  analgesics  were 
prescribed.  She  was  seen  at  home  two  days  later 
because  the  pain  had  persisted  and  she  had  begun 
to  vomit.  She  now  had  signs  of  ketosis.  Elevation 
of  her  temperature  to  101  F.  was  noted.  It  was 
obvious  that  this  diabetic  patient  had  some  inter- 
current affection  which  was  throwing  her  into  acid- 
osis. She  was  hospitalized  at  the  Beth-El  Hos- 
pital on  January  14, 1951. 

Examination  here  revealed  acidosis  and  no  find- 
ings which  might  account  for  the  severe  left-sided 
pain.  The  electrocardiogram  revealed  a normal 
pattern.  X-ray  of  the  chest  revealed  enlargement  of 
the  heart  to  the  left  and  a widening  of  the  aorta. 
X-rays  of  the  shoulder  and  cervical  spine  were 
negative.  The  urine  showed  glycosuria  and  ace- 


Fig.  1.  Electrocardiogram  taken  January  18, 1951. 
Elevation  of  ST  segments  in  limb  and  precordial  leads. 

tone.  The  hemoglobin  was  85  per  cent,  white 
blood  cells  9,150,  polymorphonuclear  leukocytes 
73  per  cent,  a sedimentation  rate  37  mm.  per  hour 
(Wintrobe),  hematocrit  41,  urea  nitrogen  13.5  mg. 
per  cent,  blood  sugar  ranging  from  118  to  330  mg. 
per  cent. 

Therapy  was  directed  primarily  toward  the  acid- 
osis which  was  controlled  at  first  on  an  hourly 
basis  and  then  from  day  to  day.  No  cause  could  be 
found  for  the  pyrexia  which  continued  after  the 
diabetes  was  under  control.  The  patient  was  given 
300,000  to  600,000  units  of  procaine  penicillin  daily. 
This  had  no  effect;  aureomycin  also  had  no  effect. 
The  pain  was  severe  and  required  100  mg.  of  demerol 
three  to  four  times  daily.  By  the  fourth  hospital 
day,  the  pain  was  more  localized.  She  pointed 
to  the  left  pectoral  region  as  being  the  most  painful. 
The  electrocardiogram  was  repeated  (Fig.  1).  It 
showed  elevation  of  the  ST  segments  in  leads  1 and  2 
and  in  the  precordial  leads,  suggestive  of  a peri- 
carditis. Because  of  the  age  of  the  patient,  the 
possibility  of  a myocardial  infarction,  and  the  pro- 
longed bed  rest,  she  was  placed  on  prophylactic 
anticoagulant  therapy.  Serial  electrocardiograms 
confirmed  the  presence  of  a pericarditis  (Fig.  2). 
The  pain  had  subsided  considerably.  X-rays  of  the 
chest  showed  no  increase  in  the  size  of  the  cardiac 
silhouette.  The  patient’s  general  condition  im- 
proved, but  dysphagia  became  a prominent  symp- 
tom, so  much  so  that  she  swallowed  with  great 
difficulty  and  severe  pain.  The  difficulty  occurred 
with  any  type  of  food,  liquid  or  solid.  At  this  time 
there  was  no  clinical  or  roentgenologic  evidence  of  a 
pericardial  effusion  which  might  account  for  the 
dysphagia.  The  pain  was  confined  to  the  sub- 
sternal  region  and  radiated  to  the  back ; it  was  burn- 
ing and  tearing  in  character  and  became  worse  on 
swallowing.  The  blood  count  and  prothrombin 
levels  were  carefully  watched.  On  January  29,  a 
precipitous  drop  in  hemoglobin  occurred,  from  85  per 
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Fig.  2.  Electrocardiogram  taken  January  24, 
1951.  Depression  and  inversion  of  ST  segments  and 
T waves  in  limb  and  precordial  leads. 


cent  to  70  per  cent.  There  were  no  obvious  signs 
of  bleeding.  The  prothrombin  level  was  within 
safe  limits,  54  per  cent  of  normal.  Early  on  Janu- 
ary 30,  she  complained  of  severe  excruciating  sub- 
sternal  pain  followed  by  massive  hematemesis. 
Transfusions  were  given.  Dicumarol  had  been 
discontinued,  and  large  doses  of  vitamin  K were 
given  intravenously.  She  continued  to  vomit  small 
amounts  of  blood  and  to  have  voluminous  tarry 
stools  that  necessitated  continuous  transfusions. 
By  February  2,  the  vomiting  had  subsided,  the 
hemoglobin  was  brought  up  to  75  per  cent  and  re- 
mained at  that  level.  On  February  6,  it  was 
thought  that  the  patient’s  condition  was  good 
enough  to  undergo  an  examination  with  a barium 
swallow.  Dysphagia  was  still  present  but  to  a lesser 
degree.  On  February  9 an  esophagogram  revealed 
an  abnormal  communication  between  the  esophagus 
and  the  aorta.  There  were  also  outlined  two  con- 
cave tracts  extending  above  and  below  the  fistula 
(Fig.  3).  This  was  felt  to  be  consistent  with  the  diag- 
nosis of  a dissecting  aneurysm  of  the  aorta  communi- 
cating with  the  esophagus.  On  February  11.  the 
patient  suddenly  complained  of  severe  unbearable 
substerna]  pain  that  required  immediate  sedation  and 
the  attention  of  three  attendants  to  hold  her  down. 
While  her  blood  pressure  was  within  normal  limits 
and  her  pulse  only  slightly  elevated,  there  was  noted 
a continuous  and  progressive  blanching  of  the  con- 
junctivae.  A diagnosis  of  an  internal  hemorrhage 
was  made,  and  the  patient  was  immediately  trans- 
fused. There  was  a massive  hematemesis  shortly 
after  the  transfusion  was  started,  so  massive  that 
after  one  quart  of  blood  had  been  administered, 
the  hemoglobin  was  45  per  cent  after  a previous  75 
per  cent.  Transfusions  were  continued.  The 
bleeding  was  apparently  under  control.  On  Febru- 
ary 12  at  about  9 a.m.,  while  receiving  blood,  she 
again  complained  of  severe  substernal  pain.  There 
was  evidence  of  massive  bleeding,  and  she  died  of 
cxsanguination  shortly  thereafter. 

Pathologic  Findings. — The  pertinent  pathologic 
findings  were  limited  to  the  heart  and  the  aorta. 
These  changes  will  be  described  in  detail. 

The  body  was  that  of  a well-developed,  well- 
nourished,  white  female.  The  autopsy  was  per- 
formed three  hours  after  death. 


Fig.  3.  Barium  swallow  done  February  9,  1951. 
Outline  of  aortoesophageal  tract. 


The  peritonea]  cavity  contained  a few  adhesions. 
The  pleural  cavities  showed  dense  adhesions  at  the 
apices.  Both  cavities  contained  free  fluid ; the 
right  pleural  cavity  contained  220  cc.  of  blood- 
tinged  fluid  and  left  hemithorax  300  cc.  of  serous 
fluid. 

The  pericardial  cavity  contained  about  100  cc. 
of  straw-colored  fluid.  Over  the  surface  of  the  heart 
the  pericardium  formed  a smooth  thin  lining. 
The  heart  weighed  385  Gm.  No  softening  or 
fibrosis  of  the  myocardium  was  seen  grossly.  The 
chordae  tendineae  showed  mild  fibrosis  beneath 
the  endocardium.  The  coronary  arteries  were 
thickened  and  calcified  throughout  most  of  their 
course  with  diminution  in  the  caliber  of  the  lumen. 
No  thrombosis  or  occlusion  could  be  found. 

Eight  centimeters  from  the  aortic  valve  in  the  wall 
of  the  aortic  arch  was  the  proximal  edge  of  an  ulcera- 
tion in  the  wall  of  the  aorta  measuring  2 by  4 cm. 
This  ulcer  had  penetrated  into  the  adventitia  and 
ruptured  into  the  esophagus.  Dissection  of  the 
media  had  occurred  for  a distance  of  6 cm.  in  length 
down  the  thoracic  aorta  to  about  2 cm.  above  the 
bifurcation  of  the  trachea.  A large  clot  occupied 
this  space  and  had  extended  into  the  esophagus 
through  the  ulceration  at  the  upper  part  of  the  an- 
eurysm. The  right  lung  weighed  360  Gm.  The 
left  lung  weighed  370  Gm.  The  lung  was  well 
aerated  except  for  some  congestion  at  the  bases 
Recently  clotted  blood  filled  both  main  bronchi. 

The  stomach  contained  1,000  cc.  of  dark  clotted 
blood.  The  ulceration  in  the  esophagus  at  the  level 
of  the  arch  of  the  aorta  had  smooth  clean-cut  edges, 
and  a large  granular  clot  was  present  at  this  site 
(Fig.  4) 
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Fig.  4.  Thrombus  facing  into  esophagus  at  point 
of  rupture. 


The  remainder  of  the  gross  examination  showed  no 
significant  lesions. 

The  only  microscopic  change  of  interest  was  found 
in  the  heart.  The  epicardium  was  thickened  by  a 
large  fat  pad.  Along  the  epicardium  there  were 
several  areas  that  showed  an  infiltration  of  poly- 
morphonuclear leukocytes,  some  plasma  cells,  and 
predominantly  lymphocytes.  Some  macrophages 
were  seen  filled  with  hemosiderin.  The  heart  valves 
and  endocardium  appeared  smooth  and  without 
pathology.  There  were  several  areas  of  subendo- 
cardial degeneration  with  vacuolization  of  the  muscle 
fibers.  There  were  also  areas  which  showed  fresh 
necrosis  of  the  myocardium  with  moderate  poly- 
morphonuclear infiltration  while  other  areas  pre- 
sented evidence  of  old  necrosis  with  predominantly 
lymphocytic  infiltration.  Within  these  necrotic 
areas  there  was  complete  destruction  of  the  myo- 
cardial fibers  leaving  a cavity  which  was  replaced 
by  macrophage  and  polymorphonuclear  infiltration. 
A gram  stain  of  the  necrotic  areas  revealed  no  evi- 
dence of  bacteria  within  the  abscess  section.  In 
some  fields  fibrosis  of  the  myocardium  was  seen 
presumably  representing  healing  of  the  necrotic 
areas.  These  various  stages  represented  the  start, 
reactive  stage,  and  healing  stage  of  myocardial 
necrosis.  The  coronary  vessels  were  carefully 
examined  and  no  evidence  of  occlusion  could  be 
found.  There  was,  however,  intimal  thickening  of 
the  coronary  vessels.  The  aorta  showed  a thicken- 
ing of  the  intima  and  a normal  media  with  evidence 
of  cholesterol  deposition. 

A section  of  the  aortic  lesion  as  seen  in  Figure  4 
was  not  taken  because  the  specimen  was  accidently 
discarded. 

Final  pathologic  diagnosis  was  as  follows: 

1.  Dissecting  aneurysm  of  the  arch  of  the  aorta 
ulcerating  into  the  esophagus,  massive  hemorrhage 
into  the  entire  intestinal  tract. 

2.  Focal  necrosis  and  abscess  formation  in  the 
myocardium,  subacute  focal  pericarditis. 

3.  Focal  atelectasis  of  the  lungs:  bilateral  pleural 
effusions,  apical  adhesions,  (old). 

4.  Arteriosclerosis  of  the  aorta,  (moderate). 

Comment 

In  view  of  the  fact  that  this  patient  had  electro- 
cardiographic changes  consistent  with  a pericarditis 


early  on  admission  to  the  hospital,  the  clinical 
course  during  that  period  was  explainable.  The 
electrocardiograms  taken  on  January  18,  1951,  and 
January  24,  1951,  (Figs.  1,  2)  show  the  progressive 
changes  of  the  ST  segments  and  T waves  in  leads  1 
and  2 and  in  the  precordial  leads  V 2,3,5.  However, 
the  dysphagia  and  hematemesis  complicated  the 
picture.  Visualization  of  the  esophagus  by  barium 
(Fig.  3)  revealed  a fistulous  tract  leading  to  or  from 
the  esophagus.  Knowing  that  this  patient  had  had 
massive  hematemesis  during  her  hospital  stay,  and 
that  a previous  esophagogram  (1950)  was  normal,  it 
was  concluded  that  the  barium  outlined  a tract 
leading  from  the  aorta  and  communicated  with  the 
esophagus.  The  concave  outline  of  barium  around 
the  tract  visualized  the  dissecting  portion  of  the 
aneurysm.  Figure  4 illustrates  the  gross  patho- 
logic findings.  The  arrow  points  to  the  head  of  a 
thrombus  facing  into  the  esophagus  at  the  point  of 
rupture. 

We  believe  that  the  following  sequence  of  events 
may  explain  the  clinical  manifestations.  This 
elderly  female  suddenly  showed  decompensation  of 
her  diabetic  status  concomitantly  with  the  onset 
of  her  cardiovascular  disturbance.  The  pain  may 
be  accounted  for  by  one  or  all  three  of  the  following 
factors:  (1)  dissection  of  the  aneurysm,  (2)  irrita- 
tion of  the  pericardium,  (3)  erosion  of  the  esophagus. 
The  structures  closest  to  the  aneurysm,  the  pericar- 
dium and  the  esophagus,  were  involved  by  con- 
tiguity. Pericardial  irritation  and  inflammation 
w-ere  responsible  for  the  electrocardiographic  pat- 
tern. The  esophagus  became  adherent  to  the  aortic 
lesion  producing  a paraesophagitis  which  accounted 
for  the  marked  dysphagia  in  the  beginning.  Then, 
because  of  the  constant  intra-aortic  pressure,  the 
esophagus  was  eroded,  leading  to  the  massive  hema- 
temesis and  finally  exsanguination.  The  micro- 
scopic findings  of  subendocardial  necrosis  can  be 
explained  on  the  basis  of  coronary  insufficiency  due 
to  blood  loss  and  shock.  The  Dicumarol  had  no 
effect  in  preventing  clot  formation  because  at  the 
time  of  the  initial  hemorrhage  the  prothrombin  level 
was  above  the  therapeutic  range  and  the  patient 
received  vitamin  K and  blood  transfusions  to  coun- 
teract any  Dicumarol  effect. 

Summary 

In  summary  we  have  presented  a case  of  an 
elderly  diabetic  female  who  developed  a pericarditis 
at  the  onset  of  her  illness  which  was  complicated  by 
marked  dysphagia  and  hematemesis.  Roentgeno- 
grams of  the  esophagus  taken  antemortem  revealed  a 
fistulous  tract  between  the  aorta  and  the  esophagus. 
Autopsy  confirmed  the  antemortem  diagnosis  of  a 
dissecting  aneurysm  of  the  aorta  which  ruptured  into 
the  esophagus. 


We  wish  to  thank  Dr.  M.  Dannenberg,  Chairman  of  the 
Department  of  Roentgenology,  for  the  use  of  the  x-ray  films 
and  Dr.  P.  Gruenwald,  Director  of  Laboratories,  for  the 
autopsy  findings. 
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HISTAMINIC  CEPHALGIA 

A.  V.  Winchell,  M.D.,  Rochester,  New  York 


nrilE  problem  of  vascular  headaches  is  complicated 
"L  by  the  various  forms  which  the  different  types  of 
headache  conditions  can  assume.  Histaminic  ce- 
phalgia, although  well  described  by  Horton,1-3  can 
be  confusing  because  of  the  various  symptoms  that 
can  be  observed  in  such  cases.  I have  reported  this 
case  because  its  symptoms  and  therapy  have  been 
perplexing  to  me,  both  as  patient  and  physician. 
I believe  the  observations  of  this  case  will  be  helpful 
to  others  who  encounter  such  cases. 

Case  Report 

A.  V.  W.,  age  forty,  was  first  seen  in  October, 
1945,  complaining  of  severe,  frequent  unilateral  head- 
aches. The  headaches  were  of  short  duration  and 
were  accompanied  by  profuse  watering  and  conges- 
tion of  the  eyes  and  nose. 

These  headaches  began  while  the  patient  was  on 
active  military  duty  in  World  War  II.  He  re- 
called frequent  periods  of  nasal  congestion  that 
were  considered  to  be  of  allergic  nature.  Skin 
testing  thirty  years  ago  demonstrated  apparent 
sensitivity  to  the  box  elder  tree  (Acer  negundo), 
the  tree  of  heaven  (Ailanthus  glandulosa),  roses, 
corn  pollen,  and  eating  corn,  with  particular  allergic 
reaction  being  evoked  by  corn. 

In  addition,  the  patient  had  observed  that  in  the 
past  twenty  years,  on  awakening  after  sleeping  late 
in  the  morning,  he  either  had  a headache  or  de- 
veloped one  during  that  day.  For  this  reason,  he 
seldom  slept  late  and,  therefore,  does  not  recall  the 
nature  of  these  specific  headaches  to  compare  them 
with  the  presently  occurring  headaches. 

In  addition  to  his  parents,  he  has  one  brother  and 
three  sisters,  none  of  whom  suffered  from  headaches, 
cancer,  mental  disease,  or  migraine. 

He  seldom  drinks  alcoholic  beverages.  He  has 
been  a continuous  but  moderate  smoker.  He  seldom 
drank  coffee  (patient  was  not  aware  that  drinking 
coffee  was  of  any  particular  significance  in  stopping 
his  headache  attacks). 

Attacks  of  severe  head  pain  may  be  limited  to  one 
or  two  a day  or  may  recur  at  two-  to  three-hour  in- 
tervals. The  most  consistent  time  for  the  onset  of 
the  pain  is  one  to  one-and-one-half  hours  after  re- 
tiring. The  attack  usually  is  initiated  by  pains  on 
one  side  deep  in  the  nose,  best  described  as  near  the 
sphenopalatine  ganglia.  It  is  a sharp  boring  pain 
which  gradually  extends  to  the  infraorbital,  supra- 
orbital, and  temporal  regions  along  the  course  of 
vessels  and  nerves.  Temporal  pain  may  be  near 
the  ear  or  near  the  eye.  Pain  may  extend  to  the 
region  of  the  maxilla  and  side  of  the  neck.  This  may 
be  associated  with  hyperesthesia  of  the  upper  teeth 
and  even  the  side  of  the  tongue.  The  pain  is 
usually  restricted  to  one  side  and  may  extend  over 
the  top  of  the  head  to  the  occipital  region.  The 
pain  seldom  occurs  on  both  sides  at  the  same  time 
and  wall  rarely  change  from  one  side  of  the  face  to 
the  other  during  the  attack.  There  has  been  no 
indication  when  the  attacks  would  shift  to  the  op- 
posite side,  but  during  the  past  years  of  the  duration 
of  this  disability  the  attacks  of  pain  have  shifted 
sides  several  times.  When  this  has  happened,  the 
pain  usually  continues  on  the  opposite  side  for 
several  months  at  least.  More  recently  the  shift 
has  been  to  the  opposite  side  for  a single  attack. 


Following  the  deep  nose  pain,  lacrimation,  photo- 
phobia, and  a markedly  congested  nose  (all  on  the 
same  side)  will  occur.  When  the  pain  in  the  nose 
stops,  the  other  affected  areas  will  subside  within  a 
few  minutes.  Occasionally,  short  periods  of  pain 
which  involve  only  the  forehead  and  temporal 
regions  will  occur.  The  episodes  in  these  regions  are 
of  short  duration.  Most  head  pain  attacks,  how- 
ever, last  from  sixty  to  ninety  minutes  with  the  longer 
attacks  sometimes  leaving  a residual  soreness  for 
several  hours.  If  the  patient  goes  to  sleep  during 
an  attack,  the  pain  may  still  be  present  two  hours 
later  when  he  awakens.  After  he  awakens  and 
moves  around,  the  pain  leaves.  If,  however,  the 
patient  goes  to  sleep  when  the  attack  has  subsided, 
the  pain  will  be  gone  when  he  awakens  later. 

Frequent  attacks  are  usually  associated  with 
attacks  of  long  duration.  An  alcoholic  drink  is 
very  likely  to  be  followed  within  minutes  by  the 
commencement  of  pain.  If  the  patient  stays  in  a 
warm  room  for  thirty  minutes  or  more,  an  attack 
is  likely  to  develop.  Frequent  antecedents  of  the 
pain  are  a period  of  anxiety,  nervous  tension,  bodily 
fatigue,  or  insufficient  sleep.  If  the  patient  is  in  the 
midst  of  an  attack  and  he  is  exposed  to  emotional 
strain,  the  attack  will  increase  in  severity.  Occa- 
sionally, the  onset  of  the  head  pain  may  be  pre- 
ceded by  a feeling  of  soreness  in  the  shoulders  and 
hips.  This  muscle  soreness  becomes  increasingly 
severe  and  involves  both  shoulders  and  both  hips 
and  the  back.  The  back  pain  is  most  adequately 
described  as  being  like  a lumbago.  Within  an  hour 
the  usual  facial  locations  of  pain  are  involved  with 
severe  pain  if  the  patient  does  not  get  up  to  activate 
his  muscles  or  take  some  medication,  coffee,  or  per- 
haps a cigaret.  If  the  patient  retires  being  aware  of 
the  pain  in  the  shoulder,  an  attack  will  probably 
develop  within  an  hour.  X-ray  studies  of  the 
shoulders,  elbows,  and  hips  showed  no  abnormal- 
ities. 

Some  prodromal  symptoms  have  been  recognized. 
The  sensation  of  hyperesthesia  of  the  nose,  lip,  and 
cheek  without  pain  has  been  noticed.  This  period 
of  hyperesthesia  lasts  only  a few  minutes  before  the 
first  feeling  of  pain  is  noticed  deep  in  the  nose  and 
cheek.  Sleepiness  and  yawning  may  be  noticed  ten 
to  fifteen  minutes  before  the  period  of  hyperesthesia 
or  pain.  Feeling  of  warmth  in  a stuff}'  or  confined 
room  may  be  an  occasional  prodromal  symptom. 
If  the  patient  is  able  to  get  into  open  or  cooler  air, 
the  attack  may  be  prevented. 

Horton  has  described  this  condition  and  has  done 
much  work  in  an  attempt  to  find  the  best  means  of 
controlling  such  attacks.1-3  Horton  believes  that 
the  cause  of  such  attacks  is  maladjustment  of  the 
body  to  the  handling  of  histamine  and  observed  that 
the  patients  responded  best  to  histamine  desensitiza- 
tion. He  advocated  gradually  increasing  daily  in- 
jections of  histamine  to  the  point  of  a facial  flush  or 
a feeling  of  pressure  in  the  head. 

This  plan  of  treatment  was  followed  carefully  in 
this  case,  and  it  was  found  that  the  management  of 
the  dose  of  histamine  was  difficult  and  puzzling. 
The  determination  of  the  tolerance  dose  was 
accomplished  only  with  patience  and  perseverance. 
The  first  dosage  regulation  attempts  were  made  with 
about  0.2  cc.  All  histamine  used  has  been  the 
histamine  diphosphate  (0.27  mg.  per  cc.)  twice  per 
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day.  This  dose  was  increased  by  0. 1 cc.  per  dose  on 
every  third  day.  This  plan  was  followed  until  the 
dose  reached  1 cc.  twice  per  day.  The  dosage  was 
maintained  at  1 cc.  subcutaneously  twice  a day  for 
about  two  months  without  any  apparent  beneficial 

(change  in  the  headaches.  Then  the  histamine  was 
stopped  entirely  for  several  months. 

When  the  injections  were  again  started,  it  was 
with  the  idea  that  they  be  started  at  0.15  cc.  twice  a 
day  for  four  days  and  then  increased  by  0.05  cc. 

(twice  a day  for  another  four  days.  The  endpoint  to 
be  reached  was  to  be  a flush  of  the  face  and  an  in- 
tracranial feeling  of  pressure.  The  feeling  of  pres- 
sure appeared  to  come  when  the  dose  reached  0.35 
cc.,  but  the  facial  flush  was  not  recognized.  The  in- 
jections were  stopped  for  three  days  and  then 
started  at  0.3  cc.  twice  per  day.  This  dosage  was 
maintained  for  two  to  three  months  until  the  head 
pressure  again  developed.  Again  the  histamine 
medication  was  stopped  for  several  days  and  then 
started  at  a dose  of  0.25  cc.  Several  such  intervals 
of  medication  and  decreasing  dosage  including  the 
reduction  of  injection  to  once  a day  lasted  over  a 
period  approaching  two  years.  The  problem  arose 
of  what  was  going  to  happen  when  the  dosage  came 
to  zero  and  further  withdrawal  would  not  be  pos- 
sible. This  specific  situation  developed  in  1951, 
and  the  histamine  was,  perforce,  discontinued. 
After  having  been  stopped  for  almost  three  months 
the  severity  of  attacks  was  extremely  great  as  was 
also  the  severity  of  the  muscular  pains.  Histamine 
was  started  again  at  0.1  cc.  three  times  per  week. 
The  improvement  was  dramatic  with  decrease  of 
facial  pain  and  absolute  loss  of  the  muscular  pain. 
This  dosage  was  continued  for  about  four  months 
when  again  the  symptoms  of  head  pressure  became 
apparent.  The  histamine  this  time  was  stopped 
and  has  not  again  been  started  as  a routine  proce- 
dure. Twice  since  then,  the  muscle  pains  have 
become  prominent  and  twice  have  been  aborted  by 
single  injections  of  0.1  cc.  histamine.  It  is  this 
stage  that  the  patient  and  doctor  are  now  investi- 
gating. 

The  desirable  dose  of  histamine  is  somewhat  be- 
low that  amount  of  histamine  which  will  produce 
toxic  symptoms.  This  particular  dose  should  then 
be  continued  until  head  pressure  and  facial  flush 
again  develop.  This  period  may  be  as  long  as  eight 
months.  If  these  symptoms  again  develop,  the 
daily  doses  should  again  be  reduced.  The  amount 
of  reduction  may  be  as  little  as  0.02  cc.  This  small 
reduction  may  again  bring  on  the  development  of 
head  pressure  and  flush  in  a relatively  short  time. 
If  the  dosage  is  reduced  by  0.05  cc.,  the  interval 
before  another  reduction  may  be  quite  long.  Should 
the  dosage  be  reduced  by  too  great  an  amount,  sore 
muscles  or  stiffness  will  develop.  The  regions  in- 
volved are  the  shoulders,  hips,  elbows,  and  back. 

A single  joint  may  be  involved,  but  more  fre- 
quently several  will  develop  pains  at  a time.  This 
soreness  of  the  tissues  is  most  frequently  observed  in 
the  early  morning  when  it  will  often  awaken  the 
patient  from  his  sleep.  If  the  patient  gets  up  and 
remains  up  for  fifteen  or  thirty  minutes,  the  soreness 
will  appear  to  be  gone.  Should  he  return  to  bed,  the 
soreness  will  soon  return  associated  with  an  attack 
of  pain. 

At  this  time  treatment  is  being  determined  by 
the  frequency  of  attacks  of  head  pain,  muscle  sore- 
ness, and  head  pressure.  While  the  attacks  of  hista- 
minic  cephalgia  are  not  gone,  they  are  weak,  less 
frequent,  and  less  disabling.  Head  pressure  is  in- 
terpreted as  too  much  histamine  and  muscle  soreness 
and  increasing  cephalgia  as  too  little  histamine. 


Comment 

A number  of  specific  drugs  can  be  employed  to 
stop  the  attack.  The  most  effective  is  an  in- 
travenous injection  of  dihydroergotamine  (DHE  45). 
This  drug  given  intravenously  rather  quickly  may 
produce  a sensation  of  nausea,  but  it  will  relieve  the 
pain  within  five  minutes.  A slow  injection  will  not 
produce  nausea  and  will  arrest  the  pain  in  a short 
time.  If  the  dihydroergotamine  is  given  intra- 
muscularly, the  effective  time  for  relief  of  pain  is 
longer,  but  it  will  maintain  the  patient  free  of  pain 
for  a considerably  longer  period  of  time.  After  the 
intravenous  injection  the  patient  may  develop  a 
new  attack  in  twelve  to  fifteen  hours.  However, 
following  the  intramuscular  administration  a second 
attack  will  not  develop  within  twenty-four  hours. 
Dihydroergotamine  may  produce  some  muscular 
twitching  and  some  muscle  soreness;  the  twitching 
may  last  a few  minutes  while  the  soreness  may  last 
for  thirty  minutes.  A subcutaneous  injection  of 
dihydroergotamine  will  produce  a tissue  soreness 
which  will  last  longer.  The  effectiveness  of  medi- 
cation has  as  long  a duration  as  the  intramuscular 
injection  but  is  slower  acting. 

Ergotamine  tartrate  may  be  given  intramuscularly 
instead  of  dihydroergotamine  and  will  produce  about 
the  same  results.  Horton  has  reported  that  the 
continued  and  prolonged  use  of  ergotamine  tartrate 
may  produce  some  undesirable  side-effects.  For 
this  reason,  dihydroergotamine  is  the  preferred  drug. 
If  a decreasing  effectiveness  of  dihydroergotamine  is 
noticed,  a single  dose  of  ergotamine  tartrate  has 
been  found  to  re-establish  the  effectiveness  of 
dihydroergotamine. 

Cafergone  is  the  newest  drug  for  the  treatment  of 
vascular  headaches.  It  is  effective  in  aborting  the 
attacks  if  taken  early.  One  tablet  is  usually  given 
at  the  first  signs  of  an  attack;  it  takes  about  fifteen 
minutes  to  achieve  effect.  If  it  fails  to  give  relief, 
the  dose  should  be  increased  to  two  tablest.  Again 
if  treatment  fails,  a dose  of  three  tablets  should  be 
used.  An  attack  will  be  aborted  or  reduced  in 
severity  if  cafergone  is  given  early  enough  in 
sufficient  quantities.  Cafergone  appears  to  be  well 
tolerated  since  this  patient  has  taken  as  many  as 
20  tablets  in  a day  and  for  a considerable  length  of 
time  has  taken  in  the  neighborhood  of  ten  tablets 
per  day.  The  only  recognizable  symptom  which  has 
been  attributed  to  the  drug  has  been  abdominal 
cramps  if  the  tablets  are  taken  too  rapidly.  The 
actual  usage  of  cafergone  has  been  found  best  to  be 
two  tablets  upon  arising,  two  tablets  before  lunch, 
two  tablets  about  4 p.m.,  two  tablets  about  7 p.m. 
(before  dinner),  two  tablets  about  9 p.m.,  and  finally 
two  tablets  just  before  retiring. 

Aspirin  and  other  analgesics,  fortunately,  relieve 
the  pain  but  do  not  abort  an  attack.  Coffee  helps 
to  stop  the  pain  but  seems  more  effective  when 
taken  either  very  early  in  the  attack  or  very  late 
when  the  pain  has  greatly  subsided.  Tuamine  in- 
halers (2-amino  heptame)  have  given  some  good  re- 
sults in  easing  the  pain.  If  this  medication  is  used 
as  the  attack  is  subsiding,  the  rest  of  the  attack 
seems  to  disappear  more  rapidly.  Tuamine,  if 
used  early  in  the  attack,  may  act  to  stop  it  quickly. 
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Tuamine  is  most  effective  in  its  ability  to  open  up  a 
stuffed  nostril  and  to  keep  it  open.  Deep  inhalation 
of  a Tuamine  inhaler  seems  to  ease  the  pain  for 
several  minutes,  even  when  the  pain  is  at  its  worst. 
Coughing,  which  is  present  during  an  attack  of  pain, 
usually  makes  the  head  pain  worse.  This  aggrava- 
tion of  the  pain  is  greatly  diminished  by  the  use  of 
the  Tuamine  inhaler.  Since  nasal  congestion, 
swelling,  and  stridor  are  uncomfortable  symptoms 
associated  with  an  attack,  such  action  by  the  Tua- 
mine inhaler  is  effective  in  reducing  discomfort. 
Other  nasal  inhalants  do  not  seem  to  alter  the  pain 
of  an  attack. 

Cocainizing  the  nasal  mucous  membrane  will 
stop  an  attack,  but  several  other  attacks  may  occur 
during  the  day.  Since  repeated  cocainizing  is  not 
desirable,  this  therapeutic  procedure  is  not  advised. 
The  smoking  of  cigarets  seems  to  be  of  benefit  at 
times  in  stopping  the  pain. 

Application  of  pressure  is  rather  interesting. 
Reports  have  appeared  that  pressure  on  the  carotid 
artery,  and  more  specifically  the  external  carotid, 
will  relieve  the  pain.  This  patient  has  been  unable 
to  accomplish  this.  Pressure  on  the  supraorbital 
artery  at  the  superior  orbital  margin  will  stop  the 
pain  in  an  area  reached  by  this  vessel.  Pressure  on 
the  anterior  temporal  region  may  free  the  patient  of 
pain  when  the  pain  is  present  in  this  area.  Like- 
wise, pressure  on  the  preauricular  region  may  free 
the  patient  of  pain  when  it  is  present  in  the  pre- 
auricular area.  If  the  supraorbital  area  becomes 
free  of  pain  and  another  area  is  hurting,  pressure  on 
the  painful  area  or  areas  will  stop  the  pain  locally 
but  will  also  start  it  in  the  other  region.  Pressure 
on  two  or  three  areas  at  the  same  time  may  stop  the 
pain  distal  to  the  pressure,  but  it  will  continue 
proximally.  When  the  distal  pains  are  stopped,  the 
proximal  pains  seem  to  become  more  severe,  and  the 
deep  nasal  pain  increases  in  severity.  In  spite  of 
all  these  variations,  pressure  is  helpful  in  getting 
relief  in  a given  region. 

The  massage  of  the  blood  vessels  in  the  direction 
of  blood  flow  seems  to  produce  relief.  Massage  will 
not  aggravate  the  pain,  and  although  it  may  not 
always  decrease  the  pain,  it  does  make  the  patient 


feel  better.  If  massage  is  used  for  any  length  of 
time  and  then  stopped,  the  pain  along  the  distribu- 
tion of  the  vessel  increases  in  intensity.  Massage 
will  not  shift  the  pain  to  another  region.  Massage 
appears  to  move  the  pain  distally  toward  the  vertex 
of  the  skull  and  even  to  the  back  of  the  skull.  The 
widening  of  the  pain  distribution  makes  the  local 
and  concentrated  pain  less  prominent. 

When  the  pain  is  present,  it  seems  to  become  less 
intense  if  the  body  is  immersed  in  cold  water.  This 
does  not  necessarily  change  the  course  of  attack. 
It  seems  to  decrease  the  intensity  and  shorten  the 
duration  of  an  attack.  Exposing  the  face  to  cold 
air  and  deep  breathing  of  cold  air  through  the  nos- 
tril on  the  painful  side  apparently  have  a beneficial 
effect  on  the  pain.  The  pain  appears  to  be  aggra- 
vated if  exposure  to  cold  is  discontinued. 

If  the  attack  occurs  during  the  night,  an  upright 
position  seems  to  reduce  the  intensity.  Sitting  up 
is  better  than  lying  down,  and  standing,  walking, 
or  striding  is  even  better  than  sitting.  If  the  patient 
engages  in  hard  physical  exercise,  the  pain  seems 
less.  This  may  be  due  to  the  fact  that  his  attention 
is  sufficiently  diverted  to  give  some  relief.  The 
duration  of  the  attack  may  not  be  shortened. 

Conclusions 

An  attack  of  histaminic  cephalgia  may  appear 
with  various  symptoms  and  pains.  Horton  has 
shown  a relationship  between  histamine  sensitivity 
and  histaminic  cephalgia.  For  this  reason  histamine 
medication  is  indicated.  Ergotamine  tartrate  is 
helpful  in  reducing  subjective  symptoms  of  an  at- 
tack. Cafergone,  if  taken  in  proper  quantities  and 
early,  may  completely  abort  the  attack.  Medi- 
cation by  the  Tuamine  inhaler  may  considerably 
ease  the  attack.  Certain  specific  measures  are 
helpful  in  reducing  the  severity  and  duration  of  an 
attack.  Some  of  these  may  be  psychologic  and  are 
not  necessarily  on  a physiologic  basis. 
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DRAFTING  OF  PHYSICIANS 

Selective  Service  headquarters  has  ordered  local 
draft  boards  to  start  classification  of  priority  3 phy- 
sicians and  dentists.  These  are  the  men  registered 
under  the  doctor-draft  law  who  have  had  no  active 
duty  in  any  of  the  armed  services  subsequent  to 
Sept.  16,  1940.  The  Armed  Forces  Medical  Policy 
Council  says,  however,  that  it  does  not  anticipate 
that  any  of  this  group  will  be  called  before  April  or 
May  of  next  year.  It  estimates  that  the  pool  of 


priority  1 physicians  will  be  exhausted  by  the  end  of 
this  year  and  of  priority  2 physicians  by  March  or 
April  of  next  year.  When  priority  3 physicians  are 
called,  they  will  be  selected  for  induction  in  the  order 
of  dates  of  birth,  with  the  youngest  being  selected 
first,  according  to  present  plans  of  Selective  Sendee. 
This  is  because  this  group  has  had  no  military  serv- 
ice, the  council  explained. — Journal  of  the  A merican 
Medical  Association,  August  16, 1952 


Special  Article 

THE  PHYSICIAN’S  ROLE  IN  WELFARE  MEDICAL  CARE 

I.  Jay  Brightman,  M.D.,  F.A.C.P.,  Albany,  New  York 
( From  the  New  York  State  Department  of  Social  Welfare  and  the  New  York  State  Department  of  Health ) 


"PEW  people  realize  that  in  this  period  of  prosperity 
■L  and  minimal  unemployment  there  are  each  month 
in  New  York  State  almost  a half  million  persons  who 
require  financial  assistance  from  official  welfare 
agencies.  If  these  persons  were  brought  together 
into  one  community,  they  would  form  a city  mid- 
way in  size  between  Buffalo  and  Rochester.  Since 
there  is  considerable  turnover  among  welfare  re- 
cipients from  month  to  month,  the  actual  number 
of  persons  receiving  public  assistance  during  the 
year  is  considerably  larger. 

It  is  well  recognized  that  in  the  general  popula- 
tion chronic  illness  and  disability  constitute  the 
major  public  health  and  medical  care  problem  of 
the  present  era.  National  estimates  indicate  that 
about  25,000,000  persons,  or  one  sixth  of  the  popula- 
tion, are  affected  by  such  illness  or  disability,  with 
about  1,500,000  being  total  invalids.  In  our  hy- 
pothetic community  of  welfare  recipients,  the  medi- 
cal needs  would  be  far  greater  than  in  cities  of  cor- 
responding size.  In  contrast  with  the  situation  in 
the  1930’s  when  lack  of  available  employment  was 
the  most  significant  factor  responsible  for  the  relief 
rolls,  the  majority  of  persons  now  requiring  public 
assistance  do  so  because  of  old  age,  chronic  illness, 
or  disability.  Thus,  of  the  approximately  432,000 
persons  receiving  aid  in  June,  1952,  117,000  were 
sixty-five  years  of  age  or  more,  31,000  were  classi- 
fied in  the  category  of  “Aid  to  the  Disabled,”  4,000 
were  blind,  and  181,000  were  eligible  under  the 
category  of  “Aid  to  Dependent  Children,”  which 
includes  a large  number  of  families  in  which  the 
father  is  disabled.  The  remaining  99,000  were  on 
the  general  assistance  or  home  relief  roll,  but  even 
in  this  group,  chronic  illness  rather  than  lack  of  em- 
ployment opportunities  is  often  the  more  important 
factor.1 

I At  the  beginning  of  this  century,  persons  sixty-five 

years  of  age  and  over  constituted  about  4 per  cent 
of  the  population.  Today  they  comprise  about  8 
per  cent  of  the  total,  and  it  is  expected  that  the  figure 
will  reach  10  per  cent  by  1975  or  1980.  The  corre- 
sponding figures  for  persons  forty-five  years  of  age 
and  over  are  17  per  cent,  23  per  cent,  and  40  per  cent. 
Thus,  the  extent  of  chronic  illness  and  disability,  so 
prevalent  among  persons  of  these  age  groups,  will 
be  progressively  intensified.  Obviously,  the  social- 
economic  problems  will  be  correspondingly  in- 
creased. It  has  been  stated  that  old  age,  disabil- 
ity, and  indigency  form  an  “unholy  triumvirate.” 
According  to  a recent  report,  “As  their  numbers  in- 
crease, the  burden  of  maintaining  them  (the  older, 
chronically  ill  persons)  falls  more  heavily  on  the 
relatively  diminishing  number  of  productive  work- 
ers, and  unless  the  present  rate  of  increase  is  checked, 


it  may  indeed  become  unmanageable.  While  the 
economic  aspects  of  the  problems  are  grave  indeed, 
they  are  secondary  in  importance  to  the  possible 
deterioration  of  individual  and  community  morale 
which  may  take  place  unless  a full-scale  effort  is 
made  to  turn  back  the  tide  of  dependency  at  its 
source,  through  the  fullest  possible  use  of  preventive 
and  rehabilitative  services.”2 

Welfare  medical  care  may  be  viewed  along  verti- 
cal and  horizontal  planes.  Vertically,  it  is  part  of 
the  total  medical  care  problem  of  the  community 
applying  to  all  economic  levels.  As  such,  it  is  de- 
pendent upon  available  professional  personnel,  hos- 
pital and  related  facilities,  public  health  resources 
in  the  community,  and  particularly  upon  the  atti- 
tudes and  practices  of  the  local  physicians.  The 
welfare  medical  problem  presents  a threefold  chal- 
lenge to  the  medical  profession.  First,  it  is  essential 
to  provide  the  necessary  services  not  only  to  meet 
emergency  needs  but  to  rehabilitate  the  disabled  so 
that  they  may  be  restored  to  self-dependency  to  the 
greatest  extent  possible.  Second,  the  services  to  the 
indigent  must  provide  for  prevention  and  early  de- 
tection of  disease  among  all  family  members  in  order 
to  prevent,  whenever  possible,  intensification  of  the 
problem  within  the  group  through  additional  illness 
and  disability.  Third,  it  is  necessary  to  expand  com- 
prehensive medical  services  for  the  entire  population, 
including  prevention,  early  detection  of  disease, 
adequate  treatment,  rehabilitation,  and  optimal 
health  promotion,  so  that  the  number  of  persons 
entering  the  indigency  categories  for  medical  rea- 
sons may  be  reduced  to  a minimum. 

Horizontally,  welfare  medical  care  is  one  part  of 
the  total  welfare  program.  As  such,  it  is  dependent 
upon  various  laws,  rules,  and  regulations,  upon 
welfare  funds  appropriated  by  local,  state,  and  Fed- 
eral legislatures,  upon  the  attitude  of  the  general 
population  as  to  how  much  should  be  done  for  the 
welfare  recipient,  and  particularly  upon  the  atti- 
tude and  ability  of  the  local  welfare  officers  and  their 
staffs.  A full  understanding  of  the  socioeconomic 
aspects  of  chronic  illness  and  old  age  is  essential  if 
a progressive  and  effective  program  is  to  be  planned 
and  administered. 

Administration  of  Welfare  Medical  Program  in 
New  York  State 

It  is  well  recognized  that  the  five  elements  of  a 
comprehensive  medical  service,  namely,  optimal 
health  promotion,  disease  prevention,  early  detec- 
tion of  illness,  treatment,  and  rehabilitation,  while 
being  distinct  concepts,,  do  not  have  well-defined 
margins  and  often  fade  imperceptibly  one  into  the 
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other.  Thus,  it  is  essential  to  bring  about  close 
integration  of  the  activities  of  various  agencies  con- 
cerned with  the  development  and  operation  of  medi- 
cal programs  covering  one  or  more  of  these  elements 
and  reaching  part  or  all  of  the  population.  For 
many  years,  official  and  voluntary  health  agencies 
have  worked  closely  with  state  and  local  medical 
societies  in  advancing  better  programs  in  health  pro- 
motion and  disease  prevention  or  detection  for  the 
entire  population.  More  recently,  a similar  joint 
approach  has  been  made  for  rehabilitation.  On  the 
other  hand,  treatment  services  for  the  indigent  have 
been  administered  by  the  state  and  local  public  wel- 
fare agencies,  working  in  conjunction  with  the  medi- 
cal societies  but  usually  with  little  or  no  coordination 
with  the  public  health  programs. 

Recognizing  the  desirability  of  considering  the 
welfare  medical  problem  as  part  of  the  total  com- 
munity medical  problem,  and  the  essentiality  of 
broadening  welfare  medical  care  to  cover  all  five  ele- 
ments of  a comprehensive  medical  service,  health 
and  welfare  authorities  have  been  giving  much 
thought  to  the  coordination  of  interests  and  efforts 
in  these  fields.  In  the  States  of  Maryland  and 
Washington,  and  in  62  communities  in  other  states, 
attempts  have  been  made  to  secure  this  integration 
by  transferring  the  welfare  medical  program  from 
the  welfare  to  the  health  departments.3  This  ap- 
proach is  only  partly  satisfactory  since  the  majority 
of  clients  require  assistance  for  more  than  medical 
care.  The  determination  of  eligibility  and  the  pro- 
vision of  assistance  for  such  items  as  food,  rent, 
clothing,  and  fuel  are  entirely  the  responsibilities  of 
welfare  departments.  With  current  emphasis  upon 
the  importance  of  social  workers,  looking  upon  their 
clients  as  whole  personalities,  a dichotomy  of  re- 
sponsibilities may  offer  some  disadvantages. 

In  New  York  State,  this  problem  has  been  a sub- 
ject of  study  by  the  Commissioners  of  Social  Welfare 
and  of  Health  for  several  years.  In  April,  1952,  a 
new  plan  was  instituted  whereby  the  Department 
of  Health  assigns  one  of  its  assistant  commissioners 
to  the  Department  of  Social  Welfare  on  a full-time 
basis  to  direct  the  welfare  medical  program.  This 
health  officer,  whose  title  is  Assistant  Commissioner 
for  Welfare  Medical  Services,  retains  his  official 
status  within  the  Department  of  Health,  is  respon- 
sible to  the  Commissioner  of  Health  for  professional 
guidance,  and  has  direct  access  to  all  health  depart- 
ment personnel,  information,  and  facilities  which  he 
may  call  upon  as  necessary. 

He  is  administratively  responsible  to  the  Com- 
missioner of  Social  Welfare,  has  his  office  located  in 
the  latter’s  department,  and  exercises  supervision 
over  the  medical,  social  service,  and  related  per- 
sonnel of  the  Bureau  of  Medical  Care.  He  is  re- 
sponsible for  developing  policies  and  procedures  for 
the  local  public  welfare  medical  programs  adminis- 
tered by  the  66  local  public  welfare  departments 
in  the  State,  and  for  assisting  these  local  agencies  in 
developing  and  operating  adequate  medical  serv- 
ices. In  addition,  he  is  charged  with  developing 
the  medical  standards  employed  in  the  State  De- 
partment of  Social  Welfare’s  supervision  and  in- 
spection of  451  hospitals,  90  dispensaries,  800  nurs- 


ing and  convalescent  homes,  58  local  public  homes 
and  their  infirmaries,  and  other  agencies  and  insti- 
tutions for  adults  and  children  supervised  by  the 
Department.  It  is  his  duty  to  supervise  the  medi- 
cal activities  of  the  State  Commission  for  the  Blind 
and  the  medical  care  given  in  the  Department’s  four 
training  schools  for  children,  its  school  for  Indian 
children,  and  its  home  for  aged  veterans.  He  is  also 
to  assure  that  adequate  medical  care  programs  are 
provided  for  Indians  living  on  the  reservations  in 
New  York  State,  this  being  a legal  responsibility  of 
the  State  Department  of  Social  Welfare. 

The  ultimate  objective  of  this  program  is  to  pro- 
vide for  the  fullest  coordination  and  maximal  utiliza- 
tion of  existing  resources  in  providing  comprehensive 
medical  services  to  welfare  recipients  and  to  assure 
high  quality  of  medical  care  to  all  persons  dependent 
for  such  care  in  whole  or  in  part  upon  official  or 
voluntary  agencies  and  institutions.  Since  many  of 
these  agencies  and  institutions  serve  higher  eco- 
nomic levels  as  well  as  the  indigent,  the  benefits  of 
the  program  will  be  extended  to  all. 

It  seems  particularly  important  that  services  for 
optimal  health  promotion,  disease  prevention,  early 
detection  of  disease  and  rehabilitation,  administered 
for  the  benefit  of  the  entire  population  by  city  and 
county  health  departments  or  district  State  health 
officers,  and  to  a lesser  extent  by  voluntary  health 
agencies,  be  fully  utilized  by  welfare  clients  as  well 
as  by  higher  economic  groups.  It  is  essential  that 
these  community  health  programs  cut  across  all 
economic  and  social  barriers,  for  certainly  the  needs 
of  the  indigent  are  as  great  as,  or  considerably 
greater  than,  those  of  their  more  fortunate  brethren. 

Need  for  Emphasis  on  Rehabilitation 

Regarding  rehabilitation,  it  must  be  recognized 
that  a great  many  relief  recipients  are  quite  ad- 
vanced in  age  or  have  acquired  such  severe  disabili- 
ties that  restorative  services  have  little  to  offer. 
However,  recent  advances  have  clearly  demon- 
strated that  many  disabled  persons  do  have  consid- 
erable reserve  capacities  which  can  be  developed  to 
a degree  permitting  self-sufficiency,  if  not  full  or  part- 
time  employment.  Important  as  vocational  re- 
habilitation is,  the  importance  of  self-care  alone 
cannot  be  underestimated  in  terms  of  self-respect 
and  satisfaction  to  the  patient  and  the  costs  of  pro- 
viding care  for  him  either  in  his  own  home  or  in  a 
nursing  or  convalescent  home. 

In  commenting  on  the  specific  problem  of  hemi- 
plegia, Rusk  has  stated,  “In  the  past,  the 
attitude  generally  has  been  one  of  passive  ac- 
ceptance. Sedation,  potassium  iodide  and  psycho- 
therapy, usually  without  too  much  conviction,  have 
been  the  bases  for  management.  With  a dynamic 
approach  to  the  problems  of  hemiplegia,  much  can 
be  accomplished The  heart  of  the  rehabili- 

tation evaluation  from  a functional  standpoint  is 

the  activities  of  daily  living  test Each  item 

measures  one  activity,  such  as  the  patient’s  ability 
to  move  from  place  to  place  in  bed,  to  get  from  the 
bed  to  the  wheelchair  and  back  to  bed,  to  dress  and 
undress,  and  to  comb  the  hair.  . . . Rehabilitation 
for  the  feasible  hemiplegic  patient  should  be  insti- 
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tuted  early  in  the  course  of  his  illness With 

such  a program,  many  of  the  complications  usually 
following  apoplexy  can  be  avoided  and  a great  deal 
of  time  and  ability  salvaged.”4 

In  many  instances,  the  retraining  of  a disabled 
I person  may  be  undertaken  in  his  own  home,  being 
* administered  under  a physician’s  supervision  by  a 
therapist,  a nurse,  or  even  a member  of  the  family. 
Other  patients  may  require  visits  to  a rehabilitation 
clinic  on  an  ambulatory  basis,  while  several  can 
achieve  maximal  reablement  only  through  intensive 
treatment  as  inpatients  in  specialized  hospital  facili- 
ties. 

Although  facilities  for  restorative  services  in  the 
State  are  not  yet  adequate,  they  have  been  increas- 
ing during  the  last  few  years.  Actually  there  are  a 
few  hospitals  whose  facilities  for  rehabilitation  serv- 
ices are  not  being  fully  utilized.  Under  the  “Aid 
to  the  Disabled”  category  of  public  assistance, 
which  was  introduced  in  October,  1950,  local  welfare 

(agencies  may  receive  Federal  and  State  reimburse- 
ment when  they  provide  hospital  service  for  dis- 
abled persons. 

Need  for  Interest  of  Medical  Profession 

Considering  the  number  of  persons  receiving  some 
form  of  assistance  in  securing  adequate  medical 
care,  it  is  important  for  individual  physicians  and 
for  county  medical  societies  to  take  an  active  inter- 
est in  this  program.  In  observing  the  various  local 
medical  care  plans  in  New  York  State,  it  becomes 
obvious  that  the  most  effective  plans,  from  the 
viewpoints  of  adequacy,  acceptability  to  physicians, 
welfare  agencies,  and  recipients,  costs,  and  control 
of  abuse,  are  seen  in  those  areas  where  the  county 
medical  societies  have  accepted  active  leadership 
in  bringing  the  practicing  physicians  into  the  pro- 
gram and  have  extended  their  complete  cooper- 
ation to  progressive  commissioners  of  welfare  in 
formulating  and  executing  medical  policies. 

An  effective  medical  program  requires  the  ap- 
pointment of  a practicing  physician  to  consult  with 
the  Commissioner  of  Welfare  regarding  medical 
matters  and  to  supervise  the  medical  care  program 
of  the  local  welfare  agency  under  the  general  direc- 
tion of  the  Commissioner.  It  does  not  seem  suffi- 
i cient  for  an  agency  simply  to  designate  a physician 
whose  responsibility  will  be  limited  to  answering 
problems  on  individual  cases  or  routinely  signing 
or  initialing  a great  many  forms  which  he  never  re- 
views. The  medical  supervisor  should  be  a physi- 
cian with  a community  interest,  who  is  willing  to 
study  the  local  'situation  and  help  the  local  welfare 
commissioner  to  develop  and  operate  adequate  medi- 
cal services  for  the  various  recipients.  He  should 
be  considered  a member  of  the  agency  staff,  with 
supervision  over  the  nurses,  medical  social  workers, 
and  others  who  are  concerned  with  medical  mat- 
ters. However,  it  is  important  to  emphasize  that 
his  specific  duties  should  be  limited  to  those  requir- 
ing his  professional  competence  and  that  he  should 
be  given  adequate  assistance  in  order  to  relieve  him 
of  nonmedical  administrative  chores. 

At  the  State  level,  there  has  been  for  several  years 
a special  committee  appointed  by  the  Medical  So- 


ciety of  the  State  of  New  York  to  meet  with  the 
State  Department  of  Social  Welfare  to  advise  the 
latter  regarding  its  medical  care  program.  This 
committee,  the  chairman  of  which  is  Dr.  Denver  M. 
Vickers,  has  rendered  invaluable  assistance  to  the 
Department  by  keeping  the  latter  informed  on  mat- 
ters of  Medical  Society  policy,  advising  on  methods 
of  fitting  welfare  medical  care  programs  into  exist- 
ing patterns  of  medical  care,  and  interpreting  to  the 
profession  the  nature  and  policies  of  the  welfare 
program. 

This  medical  committee  frequently  meets  jointly 
with  a similar  committee  appointed  by  the  Newr 
York  State  Public  Welfare  Association,  the  chair- 
man of  which  is  Leon  H.  Abbott.  This  committee 
has  likewise  been  of  inestimable  help  to  the  Depart- 
ment in  keeping  the  latter  informed  regarding  local 
problems  of  welfare  medical  care  affecting  the  local 
welfare  districts,  in  advising  as  to  how  the  Depart- 
ment can  help  the  districts  in  meeting  these  prob- 
lems, in  assisting  the  Department  when  new  regu- 
lations need  to  be  formulated,  and  in  interpreting 
the  policies  of  the  Department  to  the  local  welfare 
commissioners  and  their  medical  supervisors. 

The  joint  meeting  of  these  two  cooperating  com- 
mittees with  the  Department  staff  is  a most  valuable 
mechanism  for  bringing  into  focus  all  pertinent  as- 
pects of  welfare  medical  care  problems  and  is  an 
excellent  example  of  the  desirability  of  examining 
such  problems  from  both  the  vertical  and  horizontal 
planes  referred  to  above. 

The  medical  care  advisory  committee  of  the 
county  medical  society  can,  and  in  many  instances 
does,  serve  equally  effectively  in  assisting  the  local 
welfare  commissioner  and  his  medical  supervisor  in 
the  administration  of  the  local  program.  In  a new 
State  plan  for  welfare  medical  care  now  under  study, 
the  functions  of  a county  medical  care  committee 
have  been  outlined  to  be  as  follows: 

1.  Advise  on  all  matters  relating  to  the  medical 
care  of  recipients  of  assistance  and  care  that  are 
referred  to  it  by  the  Medical  Supervisor. 

2.  Advise  on  the  formulation  of  medical  stand- 
ards, procedures,  and  fee  schedules. 

3.  Evaluate  periodically  the  nature,  scope,  vol- 
ume, and  costs  of  the  agency’s  medical  care  pro- 
gram so  as  to  interpret  it  to  the  medical  profession 
and  promote  good  relations  between  the  profession 
and  the  agency. 

4.  Review  special  problems  presented  to  it  by 
the  Medical  Director  with  respect  to  physicians 
and  related  personnel  and  to  make  recommenda- 
tions in  situations  involving  controversial  practices. 

5.  Advise  on  problems  of  individual  patients  re- 
ferred to  it  by  the  Medical  Supervisor  in  order  to 
determine  the  adequacy  of  the  agency’s  policy  or  fee, 
or  the  treatment  of  the  individual  case. 

6.  Advise  on  the  judicious  use  of  community 
medical  and  health  services. 

The  Committee  on  Indigent  Care  of  the  American 
Medical  Association’s  Council  on  Medical  Service 
has  recognized  this  need  for  local  medical  society 
initiative  and  is  preparing  a series  of  articles  de- 
scribing plans  in  which  medical  participation  has 
been  most  productive.  The  first  of  these,  depicting 
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the  praiseworthy  role  of  the  Erie  County  (New 
York)  Medical  Society  in  assisting  the  Erie  County 
welfare  medical  program,  has  already  been  pub- 
lished.6 Although  the  Committee  was  able  to  find 
several  other  examples  of  effective  programs,  it 
stated  that  “from  the  data  available,  it  is  evident 
those  medical  societies  need  to  become  more  inter- 
ested in  medical  care  for  the  indigent  in  order  that 
adequate  programs  may  be  developed.” 

In  any  large  scale  program,  there  will  always  be 
abuses  by  a few  who  place  their  own  interests  above 
those  of  their  colleagues,  their  patients,  and  their 
communities.  Control  of  such  abuse  by  physi- 
cians themselves,  through  the  Medical  Supervisor 
and  the  Advisory  Committee,  will  go  far  toward 
maintaining  the  great  confidence  in  the  profession 
by  the  community  agencies. 

It  has  been  stressed  above  that  welfare  medical 
care  is  part  of  the  total  medical  care  problem  of  the 
community.  As  such,  it  must  follow  the  general 
pattern  of  medical  practice  in  the  community  to  the 
greatest  extent  possible.  As  with  voluntary  health 
insurance  plans  to  which  welfare  medical  programs 
have  certain  resemblances,  there  must  be  certain 
minimum  administrative  regulations  if  efficient  and 
effective  programs  are  to  be  achieved.  The  physi- 
cian has  a responsibility  to  assure  that  such  regula- 
tions are  sound  and  to  abide  by  them  when  they 
are  in  operation. 

The  relationship  between  professional  freedom  and 
professional  responsibility  has  been  excellently 
stated  by  Hilleboe  as  follows: 


“Indeed,  what  we  seek  is  freedom  to  serve.  To  be 
sure,  the  practicing  physician  should  have  every 
freedom  in  the  exercise  of  his  judgment  in  the  care 
of  his  patients.  Much  of  the  value  of  medicine  rests 
on  the  willingness  of  sincere  physicians  to  spend  un- 
limited time  and  effort  because  they  feel  responsible 
for  the  patient’s  life  and  happiness.  When  this 
personal  feeling  is  artificial  or  absent,  the  work  of 
doctors  descends  to  a low  level  of  effectiveness. 

“I  wish  to  propose,  therefore,  that  we  strive  for 
and  insist  upon  two  things  that  can  be  co-existent — 
professional  freedom  and  professional  responsibility. 
Properly  viewed,  the  work  of  the  whole  medical 
profession,  which  includes  public  health  (of  which 
public  medical  care  is  a part),  is  not  done  in  our 
private  interests  but  in  the  interest  of  the  com- 
munity.”6 
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TREATMENT  OF  NEPHROSIS  WITH  PITUITARY  ADRENOCORTICOTROPIN 


After  treating  14  patients  suffering  from  nephrosis 
with  courses  of  ACTH,  the  authors  conclude  that 
administration  of  this  hormone  is  followed  by  elimi- 
nation of  edema  and,  in  a large  proportion  of 
cases  treated,  by  improvement  of  the  other  abnor- 
malities of  nephrosis.  They  further  conclude  that 
of  the  physiologic  changes  which  regularly  precede 
or  accompany  elimination  of  edema  the  most  im- 
portant are  (1)  increasing  renal  clearance  of  “creat- 
inine,” (2)  increasing  urine  flow,  (3)  increasing 
sodium  concentration,  and  (4)  decreasing  sodium- 
retaining  activity  of  the  urinary  corticoids.  They 


believe  that  elimination  of  edema  is  apparently 
the  result  of  some  fortunate  combination  of  factors 
which  may  occur  during  or  right  after  administra- 
tion of  ACTH.  Both  edema  and  proteinuria  in- 
crease in  the  first  days  of  treatment  and  usually 
decrease  together  either  during  or  after  treatment. 
These  parallel  changes  suggest  they  are  regulated 
by  closely  related  mechanisms.  The  exact  role 
of  these  steroids  in  aggravating  or  improving  renal 
disturbance  remains  uncertain. — John  A.  Luetscher, 
Jr.,  and  associates.  Journal  of  Clinical  Investigation, 
December,  1951 


DEPARTMENT  OF  MEDICAL  CARE 
INSURANCE 

Conducted  by  George  P.  Farrell,  Director 
Bureau  of  Medical  Care  Insurance 
Medical  Society  of  the  State  of  New  York 


"Denefits  paid  for  doctors’  services  for  the  six- 
month  period  ending  June  30,  1952,  in  the 
New  York  State  Blue  Shield  Plans,  amounted  to 
$12,509,727,  which  is  in  excess  of  two  million  dollars 


per  month.  During  the  above  period  membership 
increased  by  239,808  members,  making  the  total 
membership  3,621,902. 

Statistical  tables  follow. 


TABLE  I. — Comparison  of  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium  Income  for 

Six  Months  Ending  June  30,  1952,  and  1951 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

< Earned  Premium  Income 
June  30,  1952 
June  30,  1951 

$12,471 ,721 
9,769,316 

$1  ,573,059 
1,176,611 

$1,170,635 
. 583,331 

$345,475 

233,403 

$663,193 

574,824 

$668,734 

469,305 

$16,892,817 

12,806,790 

Claim  Expense  Incurred 
June  30,  1952 
June  30,  1951 

$ 9,335,378 
7,710,717 

$1,188,054 
1 ,096,804 

$ 991,648 
474,760 

$243,129 
181 ,681 

$502,217 

448,238 

$584,854 

409,149 

$12,745,280 

10,321,349 

c Administrative  Expense 
June  30,  1952 
June  30,  1951 

$ 2,146,628 
1,465,397 

$ 126,949 

94,958 

$ 129,104 

74,872 

$ 54,990 
31 ,256 

$108,201 

97,658 

$ 72,959 
56,358 

$ 2,638,831 
1 ,820,499 

Claim  Expense  Ratio  to  Earned 
Premium  Income 
June  30,  1952 
June  30,  1951 

74.85 

78.93 

75.52 

93.22 

84.71  • 

81.39 

70.38 

77.84 

75.73 

77.98 

87.46 

87.18 

75.45 

80.59 

Administrative  Expense  Ratio  to 
Earned  Premium  Income 
June  30,  1952 
June  30,  1951 

17.21 

15.00 

8.07 

8.07 

11.03 

12.84 

15.92 

13.39 

16.31 

16.99 

10.91 

12.01 

15.62 

14.21 

TABLE  II. — Comparative  Claim  Data  for  Six  Months  Ending  June  30.  1952,  and  1951  (Paid  Basis) 


Plan  Location  and 
Types  of  Contracts 

Number  of 
Claims 

-1952 

Amount 

Ratio  to 
Earned 
Premium 

Number  of 
Claims 

-1951 

Amount 

Ratio  to 
Earned 
Premium 

New  York 
Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

74,766 

58,739 

59,731 

$ 

4,918,255 

3,537,722 

703,082 

74.98 

71.59 

72.42 

61,881 

36,392 

50,772 

$4,287,901 

2,341,916 

629,897 

74.81 

81.04 

84.98 

Total 

193,236 

$ 

9,159,059 

73.44 

149,045 

$7,259,714 

74.31 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

41 ,335 
3,030 

$ 

1 ,090,437 
69,616 

74.17 

67.67 

31 ,430 
2,972 

$ 

908,463 

72,341 

85.38 

64.27 

Total 

44,365 

$ 

1,160,053 

73.74 

34,402 

$ 

980,804 

83.36 

Rochester 

Surgical 

20,058 

$ 

913,306 

78.02 

10,512 

$ 

371 ,429 

63.67 

Syracuse 

Surgical 

Surgical  and  Medical 

1,022 

10,058 

$ 

34,267 

204,704 

93.98 

66.24 

630 

7,895 

$ 

19,397 

154,111 

70.79 

74.81 

Total 

11,080 

$ 

238,971 

69.  17 

8,525 

$ 

173,508 

74.34 

Utica 

Surgical 

Surgical,  In-Hospital  Medical 

9,049 

13,937 

$ 

195,916 

303,364 

84.64 

70.27 

7,662 

10,149 

$ 

191 ,691 
248,199 

86.39 

70.32 

Total 

22,986 

$ 

499,280 

75.28 

17,811 

$ 

439,890 

76.53 

Albany 

Surgical,  In-Hospital  Medical 

12,026 

$ 

539 ,058 

80.61 

8,979 

$ 

377,823 

80.51 

Grand  Total 

303,751 

$12,509,727 

74.05 

229,274 

$9,603,168 

74.98 
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TABLE  III. — Membership  Progress — Quarter  Ending  June  30,  1952 


By  Types  of  Contracts 

New  York 

Buffalo 

Rochester  Syracuse 

Utica 

Albany 

Jamestown  Totals 

Surgical 

June  30,  1952 
March  31,  1952 

1 ,512,413 
1,525,591 

359,340 

356,677 

241 ,501 
236,656 

10,429 

10,006 

68,217 

68,726 

5,512 

3,472 

2,197,412 

2,201,128 

Increase 

-13,178 

2,663 

4,845 

423 

-509 

2,040 

-3,716 

Surgical,  In-IIospital  Medical 
June  30,  1952 
March  31,  1952 

1,027,736 

953,633 

16,833 

17,357 

95,515 

91,226 

141,555 

135,331 

1,281,639 

1,197,547 

Increase 

74,103 

-524 

4,289 

6,224 

84,092 

Surgical-Medical  (Home,  Office,  Hospital) 
June  30,  1952 
March  31,  1952 

88,655 

93,896 

54,196 
45 ,095 

142,851 

138,991 

Increase 

-5,241 

9,101 

3,860 

Grand  Totals 
June  30,  1952 
March  31,  1952 

2,628,804 

2,573,120 

376,173 

374,034 

241,501 

236,656 

64,625 

55,101 

163,732 

159,952 

141,555 

135,331 

5,512 

3,472 

3,621 ,902 
3,537,666 

Increase 

55,684 

2,139 

4,845 

9,524 

3,780 

6,224 

2,040 

84,236 

TABLE  IV. — Comparative  Statement  op  Membership  Increases  for  Six  Months  Ending  June  30,  1952,  and  1951 


By  Types  of  Contracts 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Surgical 
June  30,  1952 
June  30,  1951 

12,154 

131,753 

• 

23 , 535 
19,063 

16,442 

74,811 

2,090 

1,195 

829 

-397 

55,050 

226,425 

Surgical,  In-Hospital  Medical 
June  30,  1952 
June  30,  1951 

155,857 

134,901 

-477 

-194 

9,718 

6,437 

9,702 

13,654 

174,800 

154,798 

Surgical-Medical  (Home,  Office,  Hospital) 
June  30,  1952 
June  30,  1951 

-8,270 

5,852 

12,716 

3,262 

4,446 

9,114 

Grand  Totals 
June  30,  1952 
June  30,  1951 

159,741 

272,506 

23,058 

18,869 

16,442 

74,811 

14,806 

4,457 

10,547 

6,040 

9,702 

13,654 

234,296 

390,337 

TABLE  V. — Claim  Data  (Paid  Basis) — Year  to  June  30,  1952 


Claim 

Ratio 

Average 

Incidence 

Number 

to 

Cost 

per  1,000 

Average 

Plan  Location  and 

of 

Earned 

per 

Participants 

Exposure 

Types  of  Contracts 

Claims 

Amount  Premium 

Claim 

per  Annum 

Participants 

New  York 


Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

74,766 

58,739 

59,731 

$ 4,918,255 
3,537,722 
703,082 

74.98 

71.59 

72.42 

$65.78 

60.23 

11.77 

98.4 
124.8 
1 .269.8 

1,519,086 

940,956 

94,077 

Total 

193,236 

S 9,159,059 

73.44 

$47.40 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

41,335 

3,030 

$ 1 ,090,437 
69,616 

74. 17 
67.67 

$26.38 

22.97 

237.0 

353.9 

348,763 

17,120 

Total 

44,365 

$ 1,160,053 

73.74 

$26. 15 

Rochester 

Surgical 

20,058 

$ 913,306 

78.02 

$45.53 

169.9 

236,543 

Syracuse 

Surgical 

Surgical,  In-Hospital  Medical 

1,022 

10,058 

$ 34,267 

204,704 

93.98 

66.24 

$33.53 

20.35 

217.8 

420.5 

9,384 

47,838 

Total 

11 ,080 

$ 238,971 

69.17 

$21.57 

Utica 

Surgical 

Surgical,  In-Hospital  Medical 

9,049 

13,937 

$ 195,916 

303,364 

84.64 

70.27 

$21.65 

21.77 

266.9 

307.5 

67,803 

90,656 

Total 

22,986 

$ 499,280 

75.28 

$21.72 

... 

Albany 

Surgical,  In-Hospital  Medical 

12,026 

$ 539,058 

80.61 

$44.82 

175.9 

136,704 

Grand  Total 

303,751 

$12,509,727 

74.05 

$41.18 
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TABLE  VI. — Distribution  of  Earned  Premium  Income,  Adjustments,  and  Amounts  Available  for  Unassigned 

Surplus,  Six  Months  Ending  June  30.  1952 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Earned  Premium 
Income 

$12,471 ,721 
100.00% 

$1,573,059 
100  00% 

$1,170,635 

100.00% 

$345,475 

100.00% 

$663,193 

100.00% 

$668,734 

100.00% 

$19,976 

100.00% 

Incurred  Claim  Expense  S 9,335,378 
74.85% 

$1 ,188,054 
75.52% 

$ 991,648 
84.71% 

$243,129 

70.38% 

$502,217 

75.73% 

$584,854 

87.46% 

$ 9,770 
48.91% 

Administrative  Expense 

$ 2,146,628 
17.21% 

$ 126,949 

8.07% 

$ 129,104 

11.03% 

$ 54,990 
15.92% 

$108,201 

16.31% 

$ 72,959 
10.91% 

$ 3,184 
15.94% 

Provision  for  Future 
Maternity  Benefits 

$ 223,000 

1.79% 

$ 27,000 

1.72% 

-$  54,270 

-4.64% 

$ 4,000 
0.59% 

$ 2,958 
14.81% 

Provision  for  Special 
Contingent  Surplus 

$ 536,042 

4.30% 

$ 63,992 

4.07% 

$ 49,573 

4.23% 

$ 13,819 
4.00% 

$ 26,235 
3.96% 

$ 26,749 
4.00% 

$ 733 
3.67% 

Profit  and  Loss  Items 

$ 106,339 

0.85% 

-$  2,899 

-0-18% 

-$  9,084 

-0.78% 

-$  122 
-0.02% 

- $ 867 

-0.13% 

-$  120 
-0.60% 

Increase  in  Reserve  for 
Physicians  Care 

$ 2,494 
12.48% 

Available  for  Unas- 
signed Surplus 

$ 124,334 

1.00% 

$ 169,876 

10.80% 

$ 63,664 

5.45% 

$ 33,536 
9.70% 

$ 26,662 
4.02% 

-$  18,961 
-2.83% 

$ 957 

4.79% 

TABLE  VII. — Income,  Gain  and  Loss  for  Six  Months  Ending  June  30,  1952 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Jamestown 

Earned  Premium  Income 
Claims  and  Expenses  Incurred 

$12,471,721 
11 ,482', 006 

$1,573,059 
1 ,315,003 

$1,170,635 

1,120,752 

$345,475 

298,120 

$663,193 

610,418 

$668,734 

657,813 

$19,976 

12,954 

Gain  from  Underwriting 

$ 

989,715 

$ 

258,056 

$ 

49,883 

$ 47,355 

$ 52,775 

$ 10,921 

$ 7,022 

Underwriting  Adjustments: 
Deferred  Maternity  Benefits 
Profit  and  Loss  Items 
Increase  in  Reserve  for  Un- 
reported Claims 

-$ 

223,000 

106,339 

-$ 

27,000 

2,812 

$ 

9 , 084 

$ 

$ ... 
122 

-$  4,000 
867 

-$  2,958 
120 

- 2,494 

Total 

-$ 

329,339 

-$ 

24,188 

$ 

9,084 

$ 122 

-$  3,133 

-$  5,332 

Adjusted  Gain  from  Under- 
writing 

Gain  from  Investments 

$ 

660,376 

119,680 

$ 

233,868 

11,140 

$ 

58,967 

6,755 

$ 47,355 
1 ,375 

$ 52,897 
8,687 

$ 7,788 
2,482 

$ 1,690 

Gain  from  Underwriting  and 
Investments 

$ 

780,056 

$ 

245,008 

$ 

65,722 

$ 48,730 

$ 61,584 

$ 10,270 

$ 1,690 

Surplus  Adjustments: 
Provisions  for  Special  Con- 
tingent Surplus 
Reduction  in  Maternity 
Reserve 
Contribution 

Difference  between  90  per 
cent  and  Parity  (Feb- 
ruary 1 to  June  30, 1952) 

-$ 

536,042 

-$ 

63,992 

-$ 

49,573 

54,270 

150,000 

50,485 

-$  13,819 

-$  26,235 

-$  26,749 

-$  733 

Total 

-$ 

536,042 

-$ 

63,992 

$ 

205,182 

-$  13,819 

-$  26,235 

-$  26,749 

-$  733 

Increase  or  Decrease  in  Un- 
1 assigned  Surplus 

$ 

244,014 

$ 

181 ,016 

$ 

270,904 

$ 34,911 

$ 35,349 

-$  16,479 

$ 957 

To  travel  successf  ully  is  first  to  know  what  to  leave  behind. — Arthur  Pendenys 


FORTY-SIXTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NEW  YORK 

PROGRAMS 


FOURTH  DISTRICT  BRANCH 

Wednesday,  November  5,  1952 
Physicians  Hospital 
Plattsburg,  New  York 


Morning  Session 

10:30  a.m. — Registration  of  officers,  delegates,  and 
planning  committee 

10:45  a.m. — Meeting  of  officers  and  delegates,  meet- 
ing of  planning  committee 

12:00  N'oon — Luncheon  for  officers,  delegates,  and 
planning  committee 

12:30  p.m. — Registration  for  clinical  session 

Afternoon  Session 

1 :00  p.m. — Meeting  of  the  Northeastern  New  York 
Diabetes  Association 
“A  Twenty-Year  Study  of  Diabetic 
Pregnancies” 

Harold  L.  Grice,  M.D.,  and  asso- 
ciates, Ellis  Hospital,  Schenectady 
‘‘The  Diabetic  and  His  Disease” 
Walter  deM.  Scriver,  M.D.C.M., 
Royal  Victoria  Hospital,  Montreal, 
Quebec,  Canada 

2:00  p.m. — “County  Society  Public  Relations” 

John  C.  McClintock,  M.D.,  Albany, 
member,  Council  Committee  on 
Public  Relations,  Medical  Society 
of  the  State  of  New  York 

2:30  p.m. — “The  Adrenal  Hormones  and  Their 
Meaning  in  Disease” 

John  Beck,  M.D.C.M.,  research 
fellow,  University  Clinic,  Royal 
Victoria  Hospital,  Montreal,  Que- 
bec, Canada 

Discussion:  Louis  Lowenstein, 

M.D.,  F.A.C.P. ; Louis  G.  John- 
son, M.D.C.M.,  F.R.C.P.,  and 
J.  Gordon  Petrie,  M.D.C.M., 

Royal  Victoria  Hospital 


“Clinicopathologic  Conference” — Cas 
histories  for  discussion  will  b 
distributed. 

Walter  deM.  Scriver,  M.D.C.M 
Royal  Victoria  Hospital,  and  pri 
lessor  of  medicine,  McGill  Univei 
sity,  Montreal;  Douglas  Waugl 
M.D.C.M.,  associate  professor  < 
pathology,  McGill  University 
Montreal,  Quebec,  Canada 

Evening  Session 

6:30  p.m. — Cocktails  and  dinner,  Elks’  Clul 
Plattsburg 

Introduction  of  officers  of  the  Medic 
Society  of  the  State  of  New  York 
Address  by  Edward  T.  Wentwort 
M.D.,  Rochester,  president,  Medic 
Society  of  the  State  of  New  York 
Address  by  Mrs.  Harry  I.  Norto 
Rochester,  president,  Woman 
Auxiliary  to  the  Medical  Society 
the  State  of  New  York 
Business  meeting,  election  of  officers 

Officers — Fourth  District  Branch 

President William  E.  Gazeley,  M.I 

Schenectady  I 

First  Vice-President. ..  .J.  Frederick  Sarno,  M.I 
Johnstown  I 

Second  Vice-President.  Alfred  A.  Hartmann,  M.I 
Malone 

Secretary Walter  B.  McClellan,  M.I 

Saratoga  Springs  i 

Treasurer Leonard  J.  Schiff,  M.I 

Plattsburg 
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Presidents  of  Component  County  Societies 


linton Eric  D.  Pearson,  M.D.,  Plattsburg 

ssex George  G.  Hart,  M.D.,  Lake  Placid 

•anklin William  A.  Gaspar,  M.D.,  Malone 

llton Kumjian  Durand,  M.D.,  Northville 


Montgomery ...  George  Ferguson,  M.D.,  Amster- 
dam 


Saratoga Malcolm  J.  Magovern,  M.D.,  Sara- 

toga 

Schenectady ....  Isaac  Shapiro,  M.D.,  Schenectady 

Warren Stanley  L.  Edmunds,  M.D.,  Glens 

Falls 

Washington.  . . .Philip  Harff,  M.D.,  Cambridge 


SECOND  DISTRICT  BRANCH 

Tuesday,  November  25,  1952 
Garden  City  Hotel 
Garden  City,  New  York 


fternoon  Session 

! : 30  p.m. — Registration 

1:00  p.m. — “The  Significance  of  Enlarged  Lymph 
Nodes” 

Lloyd  F.  Craver,  M.D.,  assistant  pro- 
fessor of  clinical  medicine,  Cornell 
University  Medical  College;  at- 
tending physician,  Memorial  Hos- 
pital, New  York  City 

1:00  p.m. — Address 

Ambassador  Ernest  A.  Gross,  L'nited 
States  representative  to  the  United 
Nations 

3:00  p.m. — Business  meeting 

vening  Session 

>:30  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Andrew  A.  Eggston,  M.D., 
Mount  Vernon,  president-elect,  Medi- 
cal Society  of  the  State  of  New  York 


Address  by  Mrs.  Harry  I.  Norton, 

Rochester,  president,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 


Officers — Second  District  Branch 

President Austin  B.  Johnson,  M.D., 

Cedarhurst 

First  Vice-President.  ...  George  P.  Bergmann, 
M.D.,  Mattituck 

Second  Vice-President.  .LeoT.  Flood,  M.D.,  Hemp- 


stead 

Secretary William  R.  Carman,  M.D., 

Islip 

Treasurer Irving  Drabkin,  M.D., 

Rockville  Centre 

Presidents  of  Component  County  Societies 

Nassau John  N.  Shell,  M.D.,  Freeport 

Suffolk Cyril  E.  Drysdale,  M.D.,  Northport 


■ 


EG  STUDIES  SUGGEST  ORIGIN  OF  ENURESIS 


Encephalographic  studies  tend  to  support  the  con- 
,'Pt  of  central  nervous  system  immaturity  as  a 
.use  of  long-continued  enuresis  in  children.  Ninety 
mretic  children  without  demonstrable  organic 
sions  were  divided  into  two  groups:  those  who  had 
dry  period  for  one  year  or  more  and  those  who  had 
ways  been  wet.  There  appeared  to  be  a significant 
fference  in  EEG  findings,  with  a “marked  prepon- 
;rance  of  pathologic  records  in  the  ‘never  dry’ 
oup.” 

Authors  consider  this  division  a rather  important 
ie  since,  in  practice,  the  prognosis  for  the  two 


groups  will  differ.  In  children  who  have  had  a dry 
interval  of  one  year  or  more,  the  enuresis  can  often 
be  shown  to  involve  a neurotic  mechanism,  and  in 
many  cases,  psychotherapy  can  effect  cures.  The 
simplest  example  of  this  is  the  child  who  is  dry  but 
starts  to  wet  with  the  birth  of  a younger  sibling. 
Among  the  children  of  the  “never  dry”  group  are 
some  who  do  not  show  any  neurotic  traits,  or  only 
mild  symptoms  resulting  from  the  enuresis,  itself. 
The  prognosis  of  enuresis  in  these  children  “seems 
rather  bad.” — S.  Gunnerson,  M.D.,  and  K.  A. 
Melin,  M.D.,  Acta  Paediatrica,  November,  1951 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  June  19,  1952,  from  9:50 
a.m.  to  12:55  p.m.  at  the  Society’s  offices. 

Report  of  Executive  Committee 

The  Executive  Committee  met  on  June  18,  1952, 
and  acted  on  the  following  matters. 

Communications. — 1.  Letter  and  resolution  dated 
May  23,  1952,  from  Dr.  Herbert  S.  Ogden,  secretary, 
Medical  Society  of  the  County  of  New  York,  regard- 
ing the  removal  of  Dr.  Walter  F.  Schreiber,  Nazi 
physician,  from  the  United  States. 

The  Secretary  was  instructed  to  write  to  Dr. 
Ogden  and  quote  the  action  in  the  House  of  Dele- 
gates. The  House  adopted  a reference  committee 
report  which  stated  in  part,  “In  short,  this  whole 
matter  is  one  which  concerns  the  military.  As  such, 
we  have  neither  the  right  nor  the  authority  to  take 
any  action  other  than  to  condemn  the  atrocious  prac- 
tices mentioned  in  the  resolution.” 

2.  Letter  dated  May  9,  1952,  from  Dr.  Gordon 
M.  Hemmett,  secretary  of  the  Medical  Society  of 
the  County  of  Monroe,  regarding  the  removal  from 
medical  usage  of  preparations  of  methyl  salicylate 
and  boric  acid. 

It  was  voted  to  refer  this  to  the  Committee  on 
Public  Health  and  Education. 

3.  Letter  dated  April  11,  1952,  from  Dr.  John 
L.  Norris,  regarding  coordination  of  activities  on 
problems  of  alcoholism  in  the  metropolitan  area. 

It  was  voted  to  table  this. 

4.  Letter  dated  April  30,  1952,  from  the  National 
Committee  on  Alcoholism  thanking  the  Society  for 
releasing  the  balance  of  $150  left  in  the  account  of 
the  Coordinating  Committee. 

It  was  voted  to  table. 

5.  Letter  dated  April  19,  1952,  from  Dr.  Henry 
Vinicor,  president  of  the  Medical  Society  of  the 
County  of  St.  Lawrence,  relating  that  Dr.  Theodore 
J.  Curphey  had  addressed  a joint  meeting  of  that 
society  and  the  St.  Lawrence  County  Bar  Associa- 
tion. He  stated  that  Dr.  Curphey  made  an  excel- 
lent speech  on  very  short  notice,  in  an  emergency 
caused  by  the  illness  of  the  scheduled  speaker,  Mr. 
William  F.  Martin. 

It  was  voted  to  refer  this  to  Legal  Counsel. 

6.  Correspondence  regarding  the  membership 
status  of  Dr.  Richard  W.  Rommel  of  Binghamton 
was  referred  to  the  Council. 

Dr.  Richard  W.  Rommel  of  Binghamton  was 
elected  and  paid  dues  in  1943  to  the  county  and 
State  societies.  He  was  in  military  service  1944 
through  1950,  when  his  dues  were  remitted;  and 
the  American  Medical  Association  dues  were  re- 
mitted for  1950,  1951,  and  1952  on  account  of  resi- 
dency training.  In  1950  and  1951  Dr.  Rommell  did 
not  receive  any  bills  for  his  State  and  county  society 
dues.  He  has  been  in  residency  training.  He  has 
been  willing  to  pay  his  1952  dues.  It  is  the  recom- 
mendation of  the  Executive  Committee  that  the 
Council  vote  to  remit  Dr.  Rommell’s  1950  and  1951 
State  Society  dues  if  the  Medical  Society  of  the 
County  of  Madison  concurs  and  takes  similar  action. 
It  was  so  voted. 

7.  Letter  from  Dr.  Louis  II.  Bauer,  secretary- 
general  of  the  World  Medical  Association,  in  regard 
to  a representative  at  the  Sixth  General  Assembly 


of  the  World  Medical  Association  in  Athens,  Greece,  I r 
October  11-17,  1952. 

It  was  voted  that  the  Council  extend  power  to  the  j L 
President  to  appoint  such  a representative  if  one 
is  available. 

8.  Letter  from  Dr.  M.  J.  Fein,  secretary  of  the 
New  York  State  Society  of  Pathologists,  requesting 
that  the  matter  of  the  Knickerbocker  Hospital 
offering  a $40  Diagnostic  Test  Package  be  referred  ~ 
to  the  Committee  on  Hospital  and  Professional 
Relations. 

After  discussion,  it  was  voted  to  so  refer. 

9.  A letter  to  Dr.  Kenney  and  one  to  Dr.  | 
Anderton  from  Dr.  Bruno  Tyson,  each  with  a mimeo- 
graphed statement  suggesting  that  the  State  Society 
consider  helping  aging  physicians  to  obtain  employ- 
ment. The  Executive  Committee  felt  that  this 
should  be  referred  to  the  Economics  Committee.  If 

It  was  so  voted. 

10.  The  Executive  Committee  voted  to  table 

the  communication  with  considerable  literature  from  - 
Dr.  Gerald  I.  Scher  regarding  the  matter  of  Dr 
Schreiber,  which  was  taken  care  of  by  the  House  ol  j 
Delegates.  I 

11.  They  also  voted  to  table  a rambling  anc 
long  typewritten  letter  from  one  Miss  Julie  Glenn 
an  inmate  of  the  Kings  Park  State  Hospital. 

12.  A letter  from  Lt.  John  E.  Coe,  Headquarters  | 
933  Medical  Clearing  Company,  L*.S.  Army,  regard 
ing  a more  intelligent  utilization  of  personnel  in  the ' 
Army,  was  tabled. 

13.  The  Executive  Committee  voted  to  table  : 

letter  from  the  Treasury  Department,  War  Saving 
Bonds  Division,  requesting  that  a letter  be  sent  ou 
by  the  Medical  Society  of  the  State  of  New  Yorl 
over  Dr.  Wentworth’s  signature  to  our  membership 
calling  attention  to  the  new  current  income  Defens 
Bond — the  Series  H Bond.  ] 

14.  Letter  from  the  Medical  Society  of  th 
State  of  Pennsylvania  requesting  that  representa 
fives  be  named  to  their  annual  meeting  in  Phila 
delphia,  September  29  to  October  3,  1952. 

It  ivas  voted  that  the  President  be  empowered  t 
appoint  representatives  to  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  Pennsy 
vania,  the  Medical  Society  of  New  Jersey,  th 
Connecticut  State  Medical  Society,  anil  th  I 
Vermont  State  Medical  Society.  ■' 

Dr.  Wentworth  stated  that  he  and  Dr.  Anderto 
would  represent  the  Society  in  Pennsylvania,  thi 
Dr.  Vickers  would  attend  the  Vermont  meeting,  an  j 
that  the  representatives  to  Connecticut  and  Ne  I 
Jersey  would  be  appointed  later.  j 

Secretary’s  Report. — The  Executive  Commits  I 
also  voted  to  approve  the  report  of  the  Seeretar 
including  his  recommendation  that  annual  dues  1 I 
remitted  for  four  members  for  1952,  one  for  195  I 
and  one  for  1950  because  of  illness  and  for  35  mer  I 
bors  for  1952  because  of  service  in  the  armed  force  1 
Further  recommendations  of  the  Secretary  we  j 
that  remission  of  1952  annual  State  dues  of  E I 
William  Candib,  voted  in  February,  1952,  be  r j 
scinded  due  to  the  fact  that  he  is  no  longer  in  servic  I 
that  1952  annual  State  dues  of  Dr.  Harry  A.  Britt* 
be  refunded  as  he  was  elected  a retired  member  t 
May,  1952,  and  that  the  American  Medical  Ass  | 
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ciation  be  requested  to  remit  its  annual  dues  for  one 
member  for  1950,  one  member  for  1951,  and  35 
members  for  1952. 

The  report  also  stated:  It  is  a pleasure  to  report 
to  you  that  the  1952  convention  had  the  largest 
attendance  on  record  both  of  physicians  and  guests. 
The  scientific  program  was  of  very  high  caliber, 
and  the  exhibits,  both  scientific  and  commercial, 
were  much  appreciated.  The  Convention  Com- 
mittee, its  subcommittees,  and  all  others  who  con- 
tributed so  generously  of  their  time  and  efforts 
deserve  much  thanks  and  commendation.  A card 
of  thanks  goes  to  each  speaker  and  scientific  ex- 
hibitor. 

The  contents  of  the  seventh  floor  of  292  Madison 
Avenue  were  moved  to  the  19th  floor  of  386  Fourth 
Avenue,  New  York  City,  on  Wednesday  and 
Thursday,  May  28  and  29,  1952.  Mr.  Thomas  E. 
Alexander,  office  manager,  deserves  much  commen- 
dation for  directing  this  operation. 

On  May  18,  your  secretary  attended  the  unveiling 
of  busts  of  Susan  B.  Anthony  and  Thomas  Paine  at 
the  Hall  of  Fame  of  New  York  University.  On  May 
20,  he  attended  a luncheon  for  Dr.  George  W.  Kos- 
mak,  given  by  the  staff  of  the  New  York  State 
Journal  of  Medicine.  May  27,  there  was  a meet- 
ing of  the  executive  committee  of  the  Sixth  District 
Branch  at  the  Hotel  Arlington,  Binghamton,  and 
the  following  evening  of  the  Fifth  District  Branch  at 
the  Hotel  Onondaga,  Syracuse.  The  Fifth  District 
Branch  will  meet  at  Watertown,  October  23,  and 
the  Sixth  will  meet  at  Cooperstown,  Friday,  October 
3.  May  29,  he  conferred  with  Dr.  Harold  B.  Smith, 
executive  officer,  in  Albany,  regarding  Dr.  Smith’s 
employment  in  1953,  regarding  Miss  Briggs,  and 
I certain  legislative  matters.  En  route  between 
Binghamton  and  Syracuse,  he  conferred  with  Rev. 
E.  F.  Mellott  at  Munnsville  regarding  opportunity 
for  a general  practitioner. 

It  is  your  secretary’s  plan  at  the  writing  of  this 
report  to  attend  the  meeting  of  the  Civil  Defense 
Advisory  Committee  of  the  New  York  State  Health 
Department  and  meetings  of  the  department’s 
members  at  Lake  Placid,  June  3 and  4.  On  June  6 
| a meeting  of  the  Eighth  District  Branch  executive 
committee  is  scheduled  in  Buffalo.  June  8,  I hope 
to  attend  a luncheon  in  honor  of  Dr.  Joseph  S. 
Lawrence  at  the  Palmer  House  in  Chicago  and  con- 
ference of  presidents  and  other  officers  of  state  and 
county  medical  societies.  The  following  four  days 
will  be  mainly  devoted  to  meetings  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

Your  secretary  respectfully  requests  approval  of 
his  referring  to  the  Planning  Committee  for  Medical 
i Policies  the  resolution  of  the  House  of  Delegates 
1 requiring  an  Oath  of  Allegiance  to  the  United  States 
of  America,  for  each  member,  in  order  to  speed 
i implementation. 

It  was  voted  that  the  report  of  the  Executive  Com- 
mittee as  a whole  be  approved. 

Secretary’s  Supplementary  Report 

The  Council  voted  to  remit  annual  State  dues  of 
jone  member  for  1951  and  nine  members  for  1952 
| because  of  illness  and  of  four  members  for  1952  be- 
cause of  service  in  the  armed  forces. 

It  was  also  voted  that  the  American  Medical  Asso- 
ciation be  requested  to  remit  dues  of  one  member 
for  1950,  of  17  members  for  1951,  and  of  nine  mem- 
i bers  for  1952. 

Dr.  Anderton  read  a letter  from  Dr.  James  Green- 
ough  stating  that  he  was  unable  to  attend  the 


Council  meeting  because  he  had  recently  undergone 
an  operation.  He  also  reported  that  Dr.  James 
Reuling  was  recovering  satisfactorily  at  home  from 
his  operation. 

He  was  instructed  to  send  the  cheering  congratu- 
lations of  the  Council  to  Dr.  Greenough  and  Dr. 
Reuling. 

Matters  Referred  from  the  House  of  Delegates 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IV 

Blood  Banks  ( Section  173) — The  House  approved 
a resolution  establishing  a Blood  Bank’s  Commission 
of  the  Medical  Society  of  the  State  of  New  York  de- 
lineating its  composition  and  recommending  appro- 
priation for  it  of  $2,000  with  a recommendation  for 
“further  study.” 

After  discussion,  it  was  voted  to  recommend  to  the 
Board  of  Trustees  that  $2,000  be  appropriated 
for  the  Blood  Banks  Commission. 

Report  of  the  Reference  Committee  on  Report  of 
the  Council,  Part  X 

Workmen’s  Compensation  ( Section  133) — (1)  Fee 
Schedule — The  House  of  Delegates  approved  com- 
mittee report  recommending  that  the  chairman  of 
Workmen’s  Compensation  Board  “give  prompt  con- 
sideration to  an  increase  in  fees  for  general  prac- 
titioners with  special  reference  to  the  first  office 
visits  which  should  be  $5.00  instead  of  $3.00.  Sub- 
sequent office  visits  should  be  $3.00  instead  of  $2.50 
with  proportionate  increases  for  home  and  hospital 
visits  by  general  practitioners.  Fee  for  subsequent 
visits  to  specialists  should  be  restored  to  $5.00  from 
the  present  $3.00.”  The  House  also  voted  “that 
the  chairman  of  the  Workmen’s  Compensation 
Board  be  urged  to  revise  upward  the  fees  for  testi- 
mony before  referees,  there  having  been  no  change 
since  this  was  originally  set  in  1936.” 

After  discussion,  it  was  voted  to  refer  this  to  the 
Workmen’s  Compensation  Committee  with  the 
suggestion  that  a letter  be  addressed  to  Miss 
Mary  Donlon  for  President  Wentworth  to  sign. 

(2)  Podiatry  Bill — The  House  urged  “that  every 
effort  be  made  to  have  repealed  the  law  permitting 
podiatrists  to  treat  cases  under  the  Workmen’s 
Compensation  Law  independently,  ‘before  Septem- 
ber 1,  1953,  the  date  for  this  law  to  become  effec- 
tive’.” 

It  was  voted  to  refer  this  jointly  to  the  Workmen’s 
Compensation  Committee  and  the  Legislation 
Committee. 

(3)  The  reference  committee  recommended  and 
the  House  endorsed  the  recommendation  of  the 
Workmen’s  Compensation  Committee  that  bills  be 
reintroduced  in  the  1953  Legislature  to  restore  the 
function  of  the  four  medical  societies  in  New  York 
counties  having  a population  of  one  million  or  more 
dealing  with  problems  of  arbitration  and  methods 
of  settling  disputed  medical  bills,  the  same  as  in 
1952. 

(4)  The  House  of  Delegates  concurred  in  the 
reference  committee  opinion  regarding  restoration 
to  county  medical  societies  in  New  York  City  the 
functions  with  which  they  were  formerly  vested 
under  the  Workmen’s  Compensation  Law  by  means 
of  a Medical  Practice  Committee.  It  was  felt  that 
such  decentralization  of  responsibility  should  be 
effectuated  in  the  near  future. 

It  was  voted  that  items  3 and  4 be  referred  jointly 


2534 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


to  the  Legislation  Committee  and  the  Workmen’s 
Compensation  Committee. 

(5)  The  House  also  voted  that  “the  chairman  of 
the  Workman’s  Compensation  Board  again  be  urged 
to  recognize  the  subspecialty  of  thoracic  surgery 
under  the  Workmen’s  Compensation  Law  and  M-17 
as  its  code  letters.” 

It  was  voted  that  item  5 be  referred  to  the  Work- 
men’s Compensation  Committee. 

Report  of  the  Reference  Committee  on  Report  of 
Legislation,  Part  IX 

Free  Choice  of  Insurance  Plan  ( Section  154) — The 
House  of  Uelegates  instructed  the  Council  to  cause 
the  reintroduction  in  the  1953  Legislature  of  a bill 
similar  to  the  Condon-Raybin  bill  of  1952  (Senate 
Intro.  2416,  Assembly  Intro.  2745)  and  to  work  ac- 
tively for  its  passage  and  that  “some  latitude  is 
allowed  of  the  wording  for  varying  the  bills  to  meet 
possible  legislative  objections.” 

It  was  voted  that  this  be  referred  to  the  Legislation 
Committee. 

Free  Choice  of  Physicians  ( Section  156) — The 
Council  was  instructed  by  the  House  of  Delegates 
“to  cause  the  introduction  in  the  1953  ....  legislature 
. ...  of  a bill  similar  to  the  Panken  Bill  of  1952 
(Senate  Intro.  1082),  and  to  work  actively  for  its 
passage,  but  with  some  leeway  allowed  in  carrying 
it  out.” 

It  was  voted  that  this  be  referred  to  the  Legislation 
Committee. 

Study  of  Panken  and  Condon-Raybin  Bills  of  1952 
( Section  158) — The  House  of  Delegates  voted  that 
the  “Panken  and  Condon-Raybin  bills  of  1952  be 
studied  by  the  Medical  Society  of  the  State  of  New 
York  along  with  all  other  legislation  having  to  do 
with  contractual  provisions,  with  a view  to  decision 
as  to  action  which  the  Society  may  advisedly  take 
to  conserve  the  best  interests  of  the  medical  pro- 
fession.” It  was  also  voted  that  a comprehensive 
report  of  such  findings  be  published  in  the  New 
York  State  Journal  of  Medicine  before  the  next 
annual  meeting. 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

Injunction  ( Section  159) — The  House  voted  that 
the  Society  cause  the  reintroduction  in  the  1953 
Legislature  of  a bill  authorizing  the  State  Attorney- 
General  to  apply  for  relief  by  injunction  in  restraint 
of  any  act  which  is  illegal  under  the  Medical  Prac- 
tice Act,  similar  to  the  1949  Senate  Intro.  94,  and  to 
work  actively  for  its  passage. 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

Hospital  Practice  of  Medicine  ( Section  160) — 
It  was  voted  bv  the  House  of  Delegates  to  cause  the 
reintroduction  of  the  Friedman  Bill  of  1949  (Senate 
Intro.  2402)  “designed  to  prohibit  any  hospital  from 
practicing  medicine  as  defined”  and  that  the  Society 
should  “work  actively  for  its  passage.” 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

Evaluation  of  Legislative  Activities  ( Section  161) — 
Expressing  the  hope  for  “constructive  results”  it 
was  voted  by  the  House  that  a special  committee  be 
appointed  by  the  president  to  evaluate  activities  of 
the  Legislation  Committee  and  Albany  office  and 
expressing  the  thought  “that  a study  be  made  by 
this  committee  as  to  the  feasibility  of  a different 


approach  to  our  legislative  program  which  may  in- 
sure satisfactory  results.” 

The  president  asked  for  and  received  suggestions  | 
and  advice  on  the  membership  of  this  committee.  1 
(Subsequently,  Dr.  Harold  Davidson,  New  York 
City;  Dr.  Charles  Loughran,  Brooklyn,  and  Dr. 
Ezra  Wolff,  Queens,  chairman,  were  appointed.) 

Practice  of  Psychiatry  ( Section  162) — It  was  voted 
by  the  House  of  Delegates  “that  the  Legislature  of 
the  State  of  New  York  be  requested  to  protect  the 
public  interest  further  by  strengthening  the  Edu- 
cation Law,  accomplishing  this  by  specifically  includ- 
ing mental  and  nervous  diseases  within  the  meaning 
of  the  law,  confining  the  diagnosis  and  treatment 
of  such  conditions  to  duly  licensed  physicians,  and 
that  the  Medical  Society  of  the  State  of  New  York 
cause  to  be  introduced  a bill  (similar  to  Senate 
Intro.  1836  in  the  year  1949)  earning  out  the  intent 
of  this  resolution  and  actively  work  for  its  passage.” 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

Chiropractic  ( Section  163) — It  was  resolved  by 
the  House  that  the  Medical  Society  of  the  State  of 
New  Yrork  oppose  any  bills  for  the  licensing  of 
chiropractors  and  other  cultists,  that  the  Medical 
Society  of  the  State  of  New  York  take  measures  to 
secure  the  cooperation  of  all  interested  persons  and 
groups  in  opposing  any  bills  to  license  chiropractors 
and  other  cultists,  and  that  the  Medical  Society  of 
the  State  of  New  York,  with  the  assistance  of  such 
other  persons  and  groups,  develop  and  conduct  a 
program  for  the  education  of  the  people  of  the  State 
of  New  York  in  the  dangers  of  cult  practice. 

The  president  stated  the  committee  had  been 
appointed  and  approved.  The  chairmen  of  the 
Legislation  Committee,  the  Public  Relations  Com-  i 
mittee,  and  the  Public  Health  and  Education  Com- 
mittee had  been  designated,  and  the  president  had 
been  given  power  to  appoint  any  one  else.  When 
this  committee  feels  the  need  of  further  appointees, 
they  will  be  designated. 


Report  of  Reference  Committee  on  Report  of 
Planning  Committee  for  Medical  Policies 

Scientific  Sessions — Annual  Meetings  ( Section  138)  I 
— On  recommendation  of  the  Planning  Committee  j 
for  Medical  Policies,  a reference  committee  and  the 
House  of  Delegates  voted  in  regard  to  scientific  j 
sessions  at  annual  meetings  “that  in  future  pro- 
grams more  time  be  allotted  to  large  general  sessions 
on  subjects  that  are  timely  and  of  outstanding  im-  , 
portance  to  all  physicians.” 

Dr.  Williams  stated  that  in  the  opinion  of  the 
Constitution  and  Bylaws  Committee  this  does  not  I 
require  any  change  in  the  Constitution  and  Bylaws.  i| 
It  was  voted  to  approve  the  report  of  the  Committee  | 
on  Constitution  and  Bylaws. 

After  discussion  of  the  program  as  proposed  by  I 
Dr.  Ingegno,  chairman  of  the  Scientific  Program  j 
Subcommittee,  approval  was  voted,  and  it  was  I 
referred  to  the  Scientific  Program  Subcommittee  1 
to  implement. 

Training  in  Public  Relations  for  Interns  and  Resi-  ,) 
dents  ( Section  139) — The  House  approved  a reso-  ' 
lution  advocating  training  in  public  relations  foi  j 
interns  and  residents  and  that  steps  be  taken  to  re- 
quest hospital  medical  boards  to  arrange  for  instruc- 1 
t ion  with  a selection  of  lecturers  to  come  from  thos< 
general  practitioners  “who  deserve  a reputation  foi 
displaying  great  personal  care  and  concern  for  thei 
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patients.”  Furthermore,  the  delegates  to  the 
American  Medical  Association  were  instructed  to 
present  a resolution  to  the  House  of  Delegates  of 
that  body  favoring  establishing  a course  in  medical 
colleges  to  teach  students  the  art  of  understanding 
the  patient’s  emotional  and  environmental  prob- 
lems as  well  as  showing  him  that  his  physician 
understands  him  and  his  difficulties  and  is  interested 
in  helping  solve  them.  However,  as  this  was  recom- 
mended in  principle  and  referred  to  the  Council  for 
action  the  secretary  did  not  feel  empowered  to 
transmit  this  matter  to  the  delegates  to  the  American 
Medical  Association  for  its  1952  session. 

It  was  voted  to  refer  this  to  the  Planning  Com- 
mittee for  Medical  Policies. 

Medical  Economic  Information  ( Section  HI) — The 
following  resolution  as  a program  was  agreed  to  ‘‘in 
principle”  by  the  House  although  its  reference  com- 
mittee was  “unable  to  determine  the  cost,”  and  was 
referred  to  the  Council: 

“Whereas,  the  changing  social  order  is  creat- 
ing many  problems  which  seriously  affect  the 
medical-economic  aspects  of  our  profession;  and 
“Whereas,  although  some  attention  is  neces- 
sarily paid  to  these  problems  by  various  com- 
mittees of  our  State  Medical  Society,  much  bene- 
fit from  the  vast  body  of  data  thus  obtained,  un- 
fortunately, is  lost  because  of  the  lack  of  a specific 
committee  or  individual  charged  with  the  re- 
sponsibility of  coordinating  all  such  medical- 
economic  data  and  of  making  same  readily  avail- 
able for  study  in  order  to  determine  an  effective 
course  of  study;  now  therefore,  be  it  hereby 
“Resolved,  that  the  Council  of  the  State  Medical 
Society  make  suitable  provision  for  the  gathering 
of  medical-economic  data  from  all  possible  sources, 
the  filing  and  crossfiling  of  such  data  in  easily 
digestible  form  at  the  executive  offices  of  this 
State  Medical  Society,  the  regular,  timely  publi- 
cation of  such  data  in  our  State  Medical  Journal, 
and,  when  considered  advisable,  the  issuance  of 
medical-economic  releases  in  the  State  Medical 
Society’s  Newsletter.” 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Economics  to  report  to  the  Council  as  to  its 
feasibility,  with  the  suggestion  that  the  gentleman 
who  introduced  the  resolution  be  invited  to  meet 
with  the  committee. 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XII 

History  ( Section  191) — The  House  of  Delegates 
reference  committee  reported  regarding  a proposed 
history  of  the  Medical  Society  of  the  State  of  New 
York.  It  recommended  “a  small  brochure  describ- 
ing the  growth  and  development  of  the  Society  with 
j a chronologic  table  of  meetings  and  principal  officers, 
perhaps  appearing  as  a special  issue  of  the  Journal.” 
The  House  concurred  in  this  and  also  deemed  it 
inadvisable  to  spend  the  sums  of  money  previously 
contemplated  for  this  project. 

It  was  voted  to  refer  this  to  the  Publication  Com- 
mittee. 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI 

Hospital  and  Professional  Relations  ( Section  116) — 
; Several  matters  from  the  report  of  the  reference 
committee  which  studied  the  annual  report  of  the 
Committee  on  Professional  and  Hospital  Relations 
| were  referred  to  the  Council. 


1.  Educational  program  in  the  Journal  and  the 
Newsletter  recommending  that  physicians  refer 
private  patients  needing  x-rays  or  pathologic  exami- 
nations to  private  practitioners  rather  than  to  hos- 
pital departments  “when  equal  quality  of  service 
can  be  obtained  from  men  in  private  practice.” 

After  discussion,  it  was  voted  to  refer  this  to  the 
Committee  on  Hospital  and  Professional  Relations 
to  advise  the  Publication  Committee  how  to  im- 
plement this  program. 

2.  The  recommendation  that  the  Workmen’s 
Compensation  Committee  consider  and  the  Journal 
print  a special  article  regarding  the  Workmen’s 
Compensation  Law  for  its  practical  application 
when  bills  are  rendered  by  a hospital  for  service  in 
pathology  or  radiology. 

It  was  voted  to  refer  this  to  the  Committee  on 
Workmen’s  Compensation  and  through  them  to 
the  Publication  Committee. 

3.  A recommendation  that  the  Legislation  Com- 
mittee study  and  report,  regarding  revamping  the 
Medical  Practice  Act  so  as  to  declare  practice  of 
pathology,  x-ray,  anesthesiology,  and  electrocardi- 
ography as  practices  of  medicine. 

It  was  voted  that  this  be  referred  to  the  Legislation 
Committee. 

4.  A recommendation  that  the  appropriate  com- 
mittee of  the  State  Society  meet  representatives  of 
the  State  Hospital  Association  to  explore  problems 
and  misunderstandings  common  to  both  and  at- 
tempt to  settle  them  on  a fair  and  equitable  basis 
using  the  following  principles: 

(а)  The  practice  of  pathology,  x-ray,  anesthesi- 
ology, physical  medicine,  and  electrocardiography, 
and  the  treatment  of  nervous  and  mental  diseases  are 
the  practice  of  medicine. 

(б)  The  physician  should  have  control  of  his  pro- 
fessional services. 

(c)  Neither  the  hospital  nor  the  doctor  shall  ex- 
ploit the  patient  or  each  other. 

( d ) The  authority  for  medical  standards  is  vested 
in  the  medical  profession. 

(e)  “A  physician  should  not  dispose  of  his  profes- 
sional attainments  or  services  to  any  hospital,  cor- 
poration or  lay  body,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions  which 
permit  the  sale  of  the  services  of  the  physician  for  a 
fee.  Such  a procedure  is  beneath  the  dignity  of  pro- 
fessional practice  and  is  harmful  .alike  to  the  pro- 
fession of  medicine  and  the  welfare  of  the  people.” — 
(Principles  of  Professional  Conduct). 

After  discussion,  it  was  voted  that  the  matter  is 
within  the  province  of  the  Hospital  and  Pro- 
fessional Relations  Committee. 

Group  Disability  Insurance  for  Members  ( Section 
117) — The  House  voted  “disability  insurance  for 
illness  and  accident  be  made  available  to  our  mem- 
bers and  that  the  proper  group  or  committee  investi- 
gate available  types  and  complete  arrangements  as 
soon  as  practical.” 

After  discussion,  it  was  voted  to  refer  this  to  the 
Committee  on  Economics. 

Retirement  Funds  for  Self-Employed  Individuals 
( Section  119) — It  was  voted  by  the  House  to  approve 
the  principles  embodied  in  the  Reed-Keogh  Bills 
and  the  Ives  amendment  in  the  United  States  Con- 
gress regarding  the  retirement  funds  for  self- 
employed  individuals,  and  that  the  Society  work  for 
enactment  of  such  a law. 

It  was  voted  to  refer  this  to  the  Committee  on 
Legislation. 
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Establishment  of  General  Practice  Residencies  in 
Hospitals  ( Section  121) — A resolution  was  passed 
that  “this  Society  strongly  urge  every  voluntary 
hospital  in  the  State  to  consider  the  establishing  of 
general  practice  residencies  at  the  earliest  possible 
date.” 

After  discussion,  it  was  voted  that  the  chairman 
of  the  Hospital  and  Professional  Relations  Com- 
mittee be  empowered  to  write  a letter  to  the 
president  of  the  New  York  State  Hospital  Asso- 
ciation and  the  Hospital  Association  of  Greater 
New  York  requesting  that  they  print  in  their 
publications  a statement  of  such  beliefs  as  have 
been  expressed. 

Establishment  of  General  Practice  Departments  in 
Voluntary  Hospitals  ( Section  122) — Furthermore, 
the  House  resolved  that  “the  Committee  on  Hospital 
and  Professional  Relations  report  at  the  148th 
Annual  Meeting  about  data  obtained  on  the  hospital 
census  in  the  State  concerning  integration  of  general 
practitioners  into  hospital  staffs,  with  a special 
analysis  of  the  general  practice  departments.” 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
General  Practice. 

Care  of  Aging  Population  ( Section  123) — After 
seven  “whereas”  paragraphs  regarding  illness 
among  the  aged  and  compulsory  as  compared  with 
voluntary  prepayment  insurance,  the  House  resolved 
“that  a study  be  made  by  the  Public  Medical  Care 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  of  a plan  to  be  presented  to  the  New 
York  State  Legislature  whereby  ‘such  problems  can 
be  alleviated  by  State  aid.’  ” 

After  discussion,  it  was  voted  that  this  be  referred 
to  the  Public  Medical  Care  Subcommittee  with 
the  suggestion  that  Dr.  Leonard  Horn  of  Roch- 
ester be  invited  by  the  subcommittee  to  dis- 
cuss the  matter. 

Report  of  the  President  ( Section  135) — In  consider- 
ing the  report  of  the  president,  the  House  supported 
establishment  of  a Council  Committee  on  Industrial 
Health  and  referred  the  matter  to  the  Council  for 
“further  development.” 

It  was  voted  that  this  be  referred  to  the  Planning 
Committee  for  Medical  Policies. 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A 

Preceptor  ship  in  General  Practice  in  Medical 
Schools  ( Section  143) — The  House  in  approving  the 
report  of  the  Reference  Committee  on  Miscellaneous 
Business  A resolved  that  the  Medical  Society  of  the 
State  of  New  York  approve  the  principle  of  pre- 
ceptorship  training  in  general  practice  for  medical 
students  and  that  this  principle  be  referred  to  the 
Council  for  study  and  implementation  in  coordina- 
tion with  the  medical  schools. 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
General  Practice  of  the  Council  Committee  on 
Public  Health  and  Education. 

Report  of  Reference  Committee  on  Reports  of  the 
Secretary,  Censors,  and  District  Branches 

District  Branches  ( Section  129) — The  House  rec- 
ommended that  the  Council  refer  to  the  Planning 
Committee  for  Medical  Policies  for  further  study 
the  resolution  “that  the  nine  district  branches  be 
abolished  in  so  far  as  their  scientific  programs  are 
concerned,”  and  “that  a study  be  undertaken  to 
modernize  the  functions  of  the  nine  district  branches 
to  relate  them  more  realistically  to  the  present-day 


needs  of  the  Medical  Society  of  the  State  of  New 
York.” 

It  was  voted  to  refer  this  to  the  Planning  Committee 
in  conformity  with  the  expressed  desire  of  the 
House. 

The  Treasurer’s  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Harold  B.  Smith  reported  as  follows: 

“A  great  deal  of  the  legislation  was  recommended 
by  the  House  of  Delegates  to  be  incumbent  upon  the 
Legislation  Committee  and  myself  to  try  to  secure 
its  passage.  I would  like  to  point  out  that  a great 
deal  of  the  ground  work  on  these  legislative  pro- 
posals has  been  done  by  Council  or  special  com- 
mittees. Presumably  they  have  made  studies  of 
the  problem,  and  it  would  be  of  great  assistance  to 
me  in  Albany  if  those  committees  would  prepare 
briefs  setting  forth  the  facts  and  reasons  which 
caused  them  to  make  the  conclusions  they  did,  in  a 
form  that  could  be  used  in  presentation  to  the  Legis- 
lature, so  that  they  will  be  altogether  clear  as  to  what 
the  point  of  view  of  the  Council  has  been.  There  has 
been  a great  deal  of  difficulty  in  the  past  in  making 
general  recommendations  to  the  Legislation  Com- 
mittee without  an  adequate  documentation  of  the 
reasons  we  are  making  certain  legislative  proposals. 
I just  say  that  as  a thought,  perhaps,  toward  getting 
a more  effective  legislative  program.” 

Reports  of  Committees 

Legislation. — Dr.  J.  Stanley  Kenney,  chairman, 
stated  that  the  special  committee  appointed  in  May 
to  “consult  with  any  agency  interested  in  defeating 
a chiropractic  bill  and  take  whatever  measures  are 
possible  at  the  earliest  possible  moment”  expected 
to  arrange  meetings  for  this  purpose  only  after  a 
conference  with  Governor  Dewey  and  attendance  at 
the  interdepartmental  conference  of  State  depart- 
ments. In  response  to  a letter  from  Dr.  Kenney, 
the  Governor  suggested  a conference  after  his  return 
from  the  Republican  convention.  It  was  expected 
that  the  interdepartmental  conference  would  take 
place  some  time  in  July.  In  the  meantime,  an 
acknowledgment  of  his  April  14  letter  on  the  subject 
had  been  sent  to  Dr.  George  Baehr,  chairman  of  the 
Committee  on  Public  Health  Relations  of  the  New 
York  Academy  of  Medicine. 

Reporting  that  House  Resolution  7800  had  been 
reintroduced  into  the  House  of  Representatives  and 
had  been  passed,  Dr.  Kenney  stated  that  a reso- 
lution adopted  by  the  American  Medical  Association 
expressed  very  clearly  the  objections  of  the  Asso- 
ciation to  Section  3 of  this  bill.  He  urged  that 
Council  members  obtain  copies  of  the  American 
Medical  Association  resolution  and  make  use  of  it 
in  informing  the  senators  from  this  State  of  the 
reasons  for  opposing  the  bill.  He  thanked  the 
secretary  for  informing  members  of  the  House  of 
Representatives  of  the  opposition  of  this  Society  to 
the  provisions  of  Section  3. 

Dr.  Joseph  A.  Geis  stated  he  had  sent  telegrams 
to  members  of  the  House  of  Representatives  in  refer- 
ence to  Bill  7800,  to  the  amount  of  $33.75.  As  he 
was  no  longer  chairman  when  this  was  done  he  re- 
quested approval  by  the  Council  of  this  expenditure. 
A pproval  was  voted. 

Economics. — Dr.  Renato  J.  Azzari,  chairman, 
stated:  “I  wish  to  call  your  attention  to  the  first 
item  in  the  report  of  the  Bureau  of  Medical  Care 
Insurance,  ‘April  23,  1952,’  in  which  the  director  of 
the  Bureau  reports  that  he  attended  the  twelfth 
anniversary  of  the  Western  New  York  Plan  in 
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Buffalo,  which  had  the  signal  honor  of  enrolling  the 
twenty-two  millionth  Blue  Shield  member  nation- 
ally. Timothy  Farrell,  son  of  your  director,  who 
was  the  first  Blue  Shield  child  born  under  the  Plan, 
was  presented  with  an  award  by  Dr.  Carlton  E. 
Wertz,  president.” 

Referring  to  the  March  31,  1952,  progress  report 
of  the  New  York  State  Blue  Shield  Plans,  he  stated: 

“I  would  particularly  call  your  attention  to  com- 
ments regarding  the  progress  report.  You  will  note 
that  the  Chautauqua  Region  Medical  Service,  Inc., 
of  Jamestown,  appears  for  the  first  time  in  the 
quarterly  progress  report  for  the  period  ending  the 
31st  of  March,  1952.  The  membership  in  the  seven 
plans  increased  to  3,537,666,  which  is  an  increase 
for  the  quarter  of  153,761,  as  compared  to  146,464 
for  the  same  period  in  1951,  an  increase  of  7,297.  The 
earned  premium  income  amounted  to  $8,003,228  for 
the  quarter,  as  compared  to  $6,149,813  for  the  same 
period  in  1951,  an  increase  of  $1,853,415.  The 
benefits  paid  amounted  to  $5,737,035  for  the  quarter, 
as  compared  to  $4,356,507  for  the  same  period  in 

1951,  an  increase  of  $1,380,528.” 

Following  is  the  report  of  the  Bureau  of  Medical 
Care  Insurance,  George  P.  Farrell,  director. 

April  23,  1952 — Your  director  attended  the 
twelfth  anniversary  of  the  Western  New  York 
Medical  Plan  in  Buffalo,  which  had  the  signal  honor 
of  enrolling  the  twenty-two  millionth  Blue  Shield 
member  nationally.  Timothy  Farrell,  son  of  your 
director,  who  was  the  first  Blue  Shield  child  born 
under  the  Plan,  was  presented  with  an  award  by 
•Dr.  Carlton  E.  Wertz,  president. 

May_  8,  1952 — Your  director  attended  the  Middle 
Atlantic  States  Regional  Conference  in  Philadelphia. 

Your  Director  attended  the  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  May 
12-15,  1952,  at  the  Hotel  Statler  in  New  York  City. 
The  Bureau  had  an  exhibit  showing  the  progress  of 
Blue  Shield  Plans  in  New  York  State  and  distributed 
descriptive  literature  on  each  plan,  as  well  as  a com- 
posite progress  report  on  all  plans  approved  by  the 
Medical  Society  of  the  State  of  New  York.  Your 
director  appeared  before  reference  committees  con- 
sidering problems  relative  to  Medical  Care  Insurance 
Plans. 

May  10,  1952— Your  director  attended  the  tenth 
anniversary  of  the  Medical-Surgical  Plan  of  New 
Jersey  in  Atlantic  City,  and  on  June  2,  1952,  was 
present  at  a meeting  in  the  offices  of  United  Medical 
Service  to  consider  a uniform  contract  for  the 
Sylvania  Electric  Products  Corporation,  on  a na- 
tional basis. 

Chautauqua  Region  Medical  Service,  Inc.,  of 
Jamestown,  is  included  in  the  Bureau’s  Quarterly 
Progress  Report  for  the  period  ending  March  31, 

1952,  on  the  New  York  State  Medical  Care  Plans 
approved  by  the  State  Society. 

Medical  Licensure  and  Medical  Service. — Dr. 

Leo  E.  Gibson,  chairman,  reported: 

“We  had  a meeting  with  some  of  the  representa- 
tives of  the  Hospital  Association  on  the  matter  of 
foreign  residents  in  hospitals  from  nonaccepted 
schools.  I was  the  only  member  of  our  committee 
present,  and  the  meeting  ended  with  a group  of 
hospital  people  disagreeing  among  ourselves,  so  we 
had  nothing  to  recommend  and  nothing  to  consider. 
We  wanted  another  meeting,  which  we  dated  as  of 
yesterday,  but  they  wrote  a letter  about  ten  days 
ago  asking  that  the  meeting  be  postponed  until 
September.  It  is  the  Department  of  Education 
which  wants  the  opinion  of  the  State  Society  in  this 
matter.” 


Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  reported  that  the  committee 
had  met  on  June  18,  1952,  and  that  various  routine 
matters  had  been,  considered.  He  stated,  “The 
committee  inspected  the  new  office  and  noted  cer- 
tain cramped  conditions.  It  was  the  sense  of  the 
meeting  that  an  additional  500  to  1,000  square  feet 
is  needed  without  consideration  of  the  possibility  of 
addition  of  new  departments. 

“The  committee  extended  a vote  of  sincere  thanks 
to  the  staff  for  its  cooperation  in  moving  to  the  new 
offices.” 

Planning  Committee  for  Medical  Policies. — At 

the  request  of  Dr.  Di  Natale,  who  was  unable  to  be 
present,  Dr.  Anderton  reported  that  the  Planning 
Committee  recommended  that  this  Society  decline 
the  invitation,  extended  last  May,  to  join  the  New 
York  State  Nutrition  Committee.  The  recommen- 
dation was  based  on  a statement  by  Dr.  Norman  S. 
Moore,  of  a subcommittee. 

The  recommendation  was  approved. 

Prize  Essays. — Dr.  Andrew  A.  Eggston,  chair- 
man, reported,  “I  ran  into  a snag  on  the  recom- 
mendation of  the  Committee  for  the  Prize  Awards. 
As  you  recall,  the  Lucien  Howe  Prize  of  $100  was  to 
be  presented  for  an  essay  on  surgery,  preferably  in 
opthalmology.  The  Merrit  Cash  Prize  is  on  any 
phase  of  medicine  or  surgery.  We  had  presented 
to  us,  and  very  beautifully  illustrated,  an  essay  on 
optic  atrophy  with  150  kodachrome  slides  and  a brief 
analysis  of  all  of  the  cases.  I took  this  question  up 
with  three  ophthalmologists,  and  being  connected 
with  an  eye  hospital  myself,  I could  not  figure  that 
optic  atrophy,  and  the  rest  of  the  committee  con- 
curred, that  optic  atrophy  is  any  type  of  surgery. 
As  far  as  we  know  now,  no  type  of  surgery  is  appli- 
cable to  optic  atrophy.  They  used  to  do  sinus 
operations  for  it,  but  no  longer.  We  commended 
this  essay  very  highly  and  stated  that  if  it  had  been 
submitted  for  the  Merrit  Cash  Prize,  it  would  have 
been  seriously  considered. 

“The  following  letter  was  received  from  the 
author: 

Having  been  told  of  your  laudatory  report  regarding 
the  Hippocrates  article,  Hippocrates  for  the  following  rea- 
sons respectfully  requests  a review  of  your  decision  not  to 
make  an  award: 

1.  The  donor  of  the  Lucien  Howe  Fund  stated  in  his 
bequest — -“The  interest  on  this  amount,  or  any  which  may 
be  added  to  it,  shall  be  used  by  the  Society  for  a prize, 
either  in  money  or  in  the  form  of  a suitable  medal,  for  the 
best  original  contribution  to  our  knowledge  of  some 
branch  of  surgery — preferably  of  ophthalmology.” — 
New  York  State  Journal  or  Medicine,  February, 
1906,  page  42. 

2.  Ophthalmology  is  a branch  of  surgery  and  is  so 
listed  in  all  college  catalogs. 

3.  Optic  atrophy  is  often  an  indication  for  an  oper- 
ation, orbital,  nasal,  or  intracranial. 

4.  The  Howe  Award  has  rarely,  if  ever,  been  given  for 
a surgical  essay  but  almost  invariably  for  ophthalmologic 
investigations  similar  in  type  to  the  one  under  consider- 
ation. 

Convinced  that  your  Committee  will  reconsider,  Hippoc- 
rates rests. 

“That  is  one  reason  I thod^ht  this  should  be 
brought  to  the  Council.  We  weighed  that  surgical 
aspect  a great  deal  and  concluded  it  was  not  an 
appropriate  essay  for  that  prize.  This  is  since  re- 
ceiving the  letter.  Also,  I think  the  committee 
should  still  stand  by  its  original  decision  in  this 
matter.” 

It  was  the  consensus  of  opinion  that  the  House 
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had  approved  the  report  of  the  committee  and  the 
Council  should  not  take  action. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  submitted  a'report  in  which  he 
stated  that  he  had  arranged  11  postgraduate  lec- 
tures in  eight  counties.  He  had  attended  a meeting 
of  local  members  of  the  Cancer  Subcommittee  to 
consider  material  on  that  subject  for  the  New  York 
State  Journal  of  Medicine,  and  that  he  attended 
the  annual  meeting  of  the  New  York  State  Asso- 
ciation of  School  Physicians  at  Lake  Placid,  where 
he  had  delivered  an  address  on  “Cancer  in  Child- 
hood,” executive  board  meetings  of  the  Blood  Banks 
Association  of  New  York  State  at  Albany  and  at  the 
Hotel  Statler,  New  York  City,  and  meetings  at  the 
American  Medical  Association  convention  to  dis- 
cuss the  formation  of  a national  society  of  post- 
graduate medical  education.  During  the  Annual 
.Meeting  he  had  been  present  at  the  scientific  session 
of  the  Blood  Banks  Association,  the  Postgraduate 
Education  Teaching  Day,  the  luncheon  for  Post- 
graduate Education  Committee  chairmen  from 
county  medical  societies,  and  a meeting  of  the  Sub- 
committee on  General  Practice. 

His  report  covered  various  fields  of  the  com- 
mittee’s activity  as  follows: 

Blood  Banks  Association — At  the  April  5 meeting 
of  the  Blood  Banks  Association’s  executive  board  it 
was  recommended  that  a resolution  be  introduced  to 
the  annual  meeting  of  the  Association  on  May  12 
to  the  effect  that  a Blood  Banks  Commission  be  set 
up  by  the  Medical  Society  of  the  State  of  New  York, 
and  this  resolution  was  approved  by  the  Association. 
It  was  submitted  to  the  House  of  Delegates  of  the 
Medical  Society  on  May  13  and  subsequently 
was  approved  after  certain  amendments.  The 
Commission  is  to  be  appointed  by  President  Went- 
worth. 

The  May  11  meeting  of  the  executive  board  of 
the  Blood  Banks  Association  devoted  its  attention 
to  the  wording  of  the  above  resolution,  to  the  con- 
sideration of  certain  bills  which  had  been  incurred 
by  the  Association  in  preparation  for  its  scientific 
session  on  May  12,  and  to  deciding  who  should  be 
eligible  to  vote  at  the  annual  meeting  of  the  Asso- 
ciation, the  next  evening.  It  was  agreed  that  for 
the  purpose  of  the  annual  meeting  any  physician 
who  was  a member  of  the  Medical  Society  of  the 
State  of  New  York  and  who  was  actively  associated 
with  a nonprofit  blood  bank  in  the  State  would  be 
considered  as  representing  an  institutional  member- 
ship. 

The  scientific  session  of  the  Blood  Banks  Asso- 
ciation the  afternoon  of  May  12  offered  a superlative 
program  of  numerous  outstanding  authorities  in 
the  field,  together  with  excellent  exhibits  and  demon- 
strations. To  Dr.  John  Scudder,  chairman  of  the 
Committee  on  Education,  Research,  and  Scientific 
Standards,  goes  credit  for  this  program. 

At  the  annual  meeting  of  the  Blood  Banks  Asso- 
ciation on  May  12  the  resolution  from  the  executive 
board  was  approved  as  follows: 

Whereas,  the  Blood  Banks  Association  of  New 
York  State  was  organized,  adopted  a constitution 
and  bylaws,  and  elected  officers  and  an  executive 
board  in  Albany,  New  York,  on  March  2,  1952; 
and 

Whereas,  the  executive  board  of  the  Blood 
Banks  Association  of  New  York  State  on  April  5, 
1952,  voted  to  recommend  to  the  Blood  Banks 
Association  of  New  York  State  and  the  Medical 
Society  of  the  State  of  New  York  that  a com- 
mission be  created  by  the  Medical  Society  of  the 


State  of  New  York  to  be  known  as  the  Blood 
Banks  Commission  of  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  the  aforesaid  recommendation  was 
adopted  by  the  Blood  Banks  Association  of  New 
York  State  on  May  12,  1952;  therefore  be  it 
Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  hereby 
creates  the  Blood  Banks  Commission  of  the 
Medical  Society  of  the  State  of  New  York;  and 
be  it  further 

Resolved,  that  the  Blood  Banks  Commission  of 
the  Medical  Society  of  the  State  of  New  York  is 
hereby  directed  to  report  annually  to  this  House 
of  Delegates  and  at  intervals  to  the  Council;  and 
be  it  further 

Resolved,  that  the  Board  of  Trustees  is  re- 
quested to  allocate  funds  to  the  Commission. 

The  40-odd  persons  present  at  the  meeting  elected 
the  following  officers  and  executive  board  of  the 
Association,  for  one-year  terms:  Dr.  Jacob  Geiger, 
president;  Dr.  Ernest  Witebsky,  vice-president; 
Dr.  Robert  S.  Jenks,  secretary;  Dr.  Morris  Maslon, 
treasurer,  and  Dr.  Milton  A.  Carvalho,  Dr.  John  J. 
Clemmer,  Dr.  Quentin  M.  Jones,  Dr.  John  Scudder, 
and  Dr.  Lester  J.  Linger,  executive  board. 

Teaching  Day — The  Teaching  Day  on  May  13 
proved  very  popular,  with  the  innovation  of  tele- 
vision programs  in  color  originating  at  Bellevue 
Hospital.  Nine  different  subjects  were  presented 
during  the  day;  a spot  count  at  2 : 30  p.m.  showed  an 
attendance  of  224. 

Postgraduate  Luncheon — There  were  only  24 
county  medical  society  postgraduate  education  pro- 
gram chairmen  present  at  the  luncheon  held  on  the 
Teaching  Day  at  the  Hotel  Statler.  However,  lively 
and  constructive  discussion  evolved,  with  special 
emphasis  on  the  desirability  of  stimulating  the 
interest  of  the  hospitals  in  the  county  medical  so- 
ciety postgraduate  programs,  the  possibility  of  form- 
ing regional  postgraduate  committees  following  the 
geographic  lines  of  the  district  branches,  the  wider 
dissemination  of  programs  by  modern  methods, 
particularly  telephone  transmission,  a more  careful 
analysis  by  the  local  chapters  of  the  Academy  of 
General  Practice  of  the  wishes  of  the  membership 
with  regard  to  postgraduate  education  subjects,  the 
necessity  for  channeling  through  the  county  medical 
society  requests  from  local  chapters  of  the  Academy 
of  General  Practice. 

General  Practice  Subcommittee — The  discussion  of 
this  subcommittee  at  the  May  15  meeting  centered 
chiefly  on  postgraduate  education  opportunities  for 
the  general  practitioner.  Again  was  pointed  out 
the  necessity  for  utilizing  facilities  already  available 
and  for  condensing  information  thereon  to  be  pub- 
licized among  the  members  of  the  Academy  of 
General  Practice. 

In  response  to  the  repeated  demand  for  “practical” 
courses,  Dr.  Aaron  offered  to  start  at  the  University 
of  Buffalo  courses  of  ten  weeks  each  (one  full  day  a 
week)  whereby  general  practitioners  can  be  put  on 
hospital  rounds  as  regular  participating  physicians 
on  all  the  different  services.  They  could  also  be 
taken  into  the  offices  of  faculty  members  who  have  a 
service  at  the  hospital  and  a fairly  large  amount  of 
clinical  material  in  their  offices. 

There  was  discussion  of  the  need  to  inform  all 
physicians  in  the  State  as  to  how  they  can  best  fight 
the  chiropractic  bill  in  the  coming  legislative  session. 

Another  outcome  of  the  meeting  was  the  decision 
to-explore  the  possibility  of  combining  the  State-wide 
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publication  of  the  Academy  of  General  Practice 
with  the  New  York  State  Journal  of  Medicine. 

Immunizing  Injections — Commissioner  Herman 
E.  Hilleboe  requested  our  opinion  of  a letter  he  pro- 
posed to  circulate  among  upstate  doctors  relative  to 
immunizing  injections  during  the  poliomyelitis 
“season.”  In  1951  the  State  Health  Department, 
with  our  approval,  urged  that  only  absolutely  neces- 
sary immunization  injections  be  administered  to 
persons  over  six  months  of  age,  between  June  and 
October.  This  year,  after  a review  of  new  evidence, 
it  is  suggested  that  “elective  injections  be  continued 
except  when  poliomyelitis  becomes  prevalent  in  the 
area  in  which  the  patient  resides.”  Dr.  Frederick 
Wilke,  representing  the  Subcommittee  on  Maternal 
and  Child  Welfare,  agreed  that  this  letter  was  satis- 
factory. 

Dr.  Curphey  continued,  “There  is  one  point  in 
our  report  where  I would  like  instruction  by  the 
Council.  This  body  might  remember  that  several 
meetings  ago  it  endorsed  the  cosponsoring  of  a pub- 
lication called  the  ‘Heart  Bulletin,’  jointly  with  the 
State  Health  Department,  and  to  be  distributed  by 
the  Heart  Assembly,  which  is  a subdivision  of  the 
State  Charities  Aid  Association.  Since  that  action 
by  the  Council,  Dr.  Garlan,  the  president  of  the 
State  Academy  of  General  Practice,  has  written  to 
the  editor  of  the  Bulletin  requesting  that  the  Acad- 
emy of  General  Practice  be  included  on  the  fly 
sheet  as  a sponsoring  organization.  Dr.  Cumley, 
the  editor,  wrote  to  him  that  before  he  could  do  so, 
he  would  have  to  be  authorized  by  the  Medical  So- 
ciety of  the  State  of  New  York,  and  he  sent  me  a 
copy  of  his  letter  to  Dr.  Garlan.” 

At  this  point  Dr.  Curphey  read  correspondence 
pertaining  to  this  request. 

The  Council  voted  to  table  the  matter. 

A budget  entitled  “Financial  Brochure,  Blood 
Banks  Association  of  New  York  State,  Sponsored  by 
the  Medical  Society  of  the  State  of  New  York”  was 
distributed  and  is  attached  to  the  copy  of  the  Coun- 
cil minutes  in  the  office  of  the  Society. 

The  report  as  a whole  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

Much  of  the  activity  of  the  Public  Relations 
Bureau  during  the  past  two  months  centered  around 
publicizing  the  annual  convention,  which  was 
covered  by  the  largest  number  of  correspondents 
ever  to  attend  a State  Society  Annual  Meeting. 
Reporters  from  various  newspapers  and  wire  services 
and  special  writers  totaled  an  all-time  high  of  39, 
while  the  photographers  from  news  agencies  and 
papers  numbered  five.  As  a result,  the  meeting 
received  wide  coverage  in  the  press  throughout  the 
State,  which  included  a front  page  story  in  the 
New  York  Times,  editorials  in  both  the  New  York 
Times  and  the  New  York  Herald  Tribune,  as  well  as 
stories  with  photographs  of  Dr.  Percy  G.  Waller, 
“outstanding  general  practitioner  for  1951.” 

Prior  to  the  meeting,  numerous  releases,  covering 
various  phases,  were  distributed.  Following  the 
practice  inaugurated  last  year,  a special  effort  was 
made  to  provide  abstracts  of  the  leading  scientific 
papers  in  the  form  of  news  releases.  There  was 
much  favorable  comment  by  members  of  the  press 
in  regard  to  the  professional  quality  of  the  releases, 
which  were  prepared  by  Mr.  Messinger  and  Mr. 
Tracey.  Since  the  press  made  good  use  of  these 
abstracts,  the  end  result  was  better  and  more  accu- 
rate publicity  for  the  scientific  sessions.  A word  of 
thanks  is  due  Dr.  George  Schwartz,  a member  of 


your  committee,  for  selecting  the  topics  to  be  ab- 
stracted and  for  checking  the  accuracy  of  the  com- 
pleted releases. 

The  Bureau  also  prepared,  for  Dr.  W.  P.  Ander- 
ton’s  signature,  a special  letter  addressed  to  hospital 
superintendents  inviting  interns  to  attend  the 
Annual  Meeting.  This  letter  was  mailed  to  the 
heads  of  the  hospitals  in  greater  New  York  and  the 
Hudson  River  Valley. 

Due  to  preliminary  arrangements  made  by  Mr. 
Walsh,  through  the  Speakers  Bureau,  Dr.  Percy  G. 
Waller,  Outstanding  General  Practitioner  for  1951, 
made  two  appearances  on  television.  He  was  a 
guest  of  Dave  Garroway  on  the  show,  “Today,”  car- 
ried over  the  NBC  network  and  was  interviewed  by 
Bill  Slater  on  his  program  over  the  Dumont  network. 
Many  favorable  comments  were  received  in  regard 
to  both  appearances.  Because  of  negotiations  with 
radio  and  television  outlets  this  year,  it  is  hoped 
these  media  may  be  used  more  next  year  to  publi- 
cize scientific  sessions  and  to  present  Society  officials 
to  the  public. 

The  field  representatives,  "who  continued  their 
field  work  when  not  engaged  with  convention  activi- 
ties, devoted  much  time  to  the  annual  meeting. 
Mr.  Brown,  Mr.  Messinger,  and  Mr.  Walsh  assisted 
reporters  and  special  writers  through  the  facilities 
of  a special  press  room.  Mr.  Tracey  and  Mr.  Mie- 
bach,  Public  Relations  Bureau  director,  were  present 
at  the  sessions  of  the  House  of  Delegates  for  the 
purpose  of  compiling  complete  and  accurate  infor- 
mation for  the  press.  Special  releases  were  pre- 
pared on  the  election  of  the  Society’s  officers  and  on 
the  selection  of  the  Woman’s  Auxiliary  officials.  A 
number  of  photographs  were  made  of  incoming  and 
outgoing  officers  as  well  as  of  the  speakers  at  the 
banquet,  the  outstanding  general  practitioner,  and 
the  public  relations  booth. 

The  Public  Relations  Bureau’s  exhibit,  prepared 
by  Mr.  Tracey  and  serviced  during  the  meeting  by 
Mr.  Brown,  attracted  favorable  attention.  Built 
around  the  theme,  “Doctor,  What’s  Your  PR 
Batting  Average?”  the  exhibit  featured  question- 
naires on  doctors’  PR  activities  and  the  News  Letter, 
which  were  mailed  to  the  Public  Relations  Bureau 
after  the  meeting  by  interested  physicians.  Almost 
150  persons  were  interviewed  at  the  exhibit  by  Mr. 
Brown. 

A near-capacity  audience  of  75  physicians  and 
guests  attended  the  first  Public  Relations  Session 
in  the  history  of  the  State  Medical  Society.  The  re- 
action of  many  was  that  it  was  a meeting  that 
would  be  difficult  to  surpass  next  year.  A recording 
was  made  of  the  proceedings  for  the  purpose  of  pub- 
lishing them. 

The  News  Letter  also  was  utilized  in  publicizing 
the  meeting  before  the  convention.  Prior  to  the 
meeting,  a calendar  of  events  listing  the  scientific 
programs  was  featured  on  the  first,  page  of  the  May 
issue.  After  the  meeting,  a digest  of  the  high  lights 
of  the  proceedings  in  the  House  of  Delegates  and 
the  election  of  officers  were  reported  in  the  June 
issue. 

At  the  request  of  the  State  president  of  the 
Woman’s  Auxiliary,  prior  to  the  Auxiliary’s  annual 
meeting,  a conference  was  arranged  during  which 
the  material  to  be  covered  at  the  round  table  con- 
ferences conducted  at  the  annual  meeting  was  re- 
viewed. The  subjects  included  Today’s  Health, 
legislation,  public  relations,  and  program.  In  re- 
gard to  the  poster  contest  of  the  Woman’s  Auxiliary, 
a plan  of  action  was  drawn  up  and  endorsement  of 
the  contest  secured  from  the  Departments  of  Edu- 
cation of  New  York  State  and  New  York  City. 


2540 


MINUTES  OF-  THE  COUNCIL 


[X.  Y.  State  J.  M. 


Your  committee  draws  attention  to  the  fact  that 
due  to  an  apparent  oversight  an  additional  appro- 
priation of  $500  which  was  to  be  provided  in  the 
Public  Relations  budget  for  the  school  health  poster 
contest,  sponsored  by  the  Woman’s  Auxiliary,  has 
not  been  provided.  Instead  this  amount  is  charged 
against  the  existing  budget,  which  has  led  to  elimi- 
nation of  the  appropriation  intended  to  pay  the  cost 
of  exhibits.  It  is  respectfully  requested  that  the 
Council  recommend  to  the  Board  of  Trustees  that 
provisions  be  made  for  the  $500  to  remain  in  the 
budget  as  an  additional  appropriation. 

It  is  further  recommended  that  authority  be  given 
to  the  Public  Relations  Committee  to  offer  certain 
surplus  books  now  in  the  office  of  the  director  of 
public  relations  to  the  library  of  the  Kings  County 
Medical  Society  in  the  interest  of  saving  space. 

Mr.  Miebach,  director,  Public  Relations  Bureau, 
participated  in  two  panel  discussions  conducted 
under  the  auspices  of  county  medical  societies.  On 
April  28,  he  took  part  in  a program  dealing  with 
public  relations  at  the  New  York  County  Medical 
Society,  and  on  May  20  he  was  a discussant  on  an 
emergency  medical  call  services  panel  sponsored  by 
the  Monroe  County  Medical  Society.  Mr.  Miebach 
also  was  reappointed  as  a member  of  the  advisory 
committee  to  the  director  of  public  relations,  Ameri- 
can Medical  Association,  for  a period  of  three  years. 

Your  chairman  and  Mr.  Miebach  attended  two 
health  conferences.  On  May  8,  they  attended  the 
Middle  Atlantic  States  Regional  Conference  in 
Philadelphia,  where  your  chairman  reported.  They 
also  were  present  at  the  48th  Annual  State  Health 
Conference  at  Lake  Placid. 

Ur.  John  C.  McClintock,  a member  of  your  com- 
mittee, completed  an  analysis  of  the  returns  on  the 
questionnaire  regarding  reasons  for  nonattendance 
at  county  society  meetings.  This  analysis  will  be 
considered  by  your  committee  at  its  next  meeting. 

For  the  third  year  in  succession,  the  Public  Rela- 
tions Bureau  prepared,  under  Mr.  Tracey’s  direc- 
tion, an  exhibit  for  the  Hall  of  Springs  in  Saratoga, 
which  was  visited  by  more  than  85,000  persons  last 
year.  The  theme  is  “Helping  Your  Doctor  Help 
You,”  and  emphasizes  the  services  the  State  Medical 
Society  renders  to  the  public  through  its  physician- 
members. 

Dr.  Winslow  stated,  “There  are  a couple  of  points 
in  the  report  that  need  some  discussion.”  He  rec- 
ommended an  appropriation  of  $500  for  the  school 
health  poster  contest. 

After  discussion,  it  was  voted  to  approve. 

Dr.  Winslow  continued,  “The  second  point  is 
your  chairman  received  from  the  secretary  a letter 
from  the  Association  of  American  Physicians  and 
Surgeons,  requesting  us  to  sponsor  an  essay  contest 
on  why  the  private  practice  of  medicine  furnishes 
this  country  with  the  finest  medical  care.  The 
Woman’s  Auxiliary  of  our  Society  is  now  sponsoring 
a poster  contest,  so  it  is  recommended  that  the 
Association  of  American  Physicians  and  Surgeons  be 
notified  accordingly.  We  don’t  want  to  participate 
in  both.” 

It  was  so  voted. 

“The  third  item  is  the  red  draft  that  you  have  in 
front  of  you,  distributed  to  the  members  of  the 
Council  this  morning.  I want  at  the  outset  to  say 
that  is  purely  a proposed  tentative  draft  of  the 
policy  for  combating  cults  during  the  coming  year, 
which  was  brought  out  pursuant  to  the  action  of 
the  recent  House  of  Delegates.  They  resolved 
that  we  maintain  our  former  stand  of  complete  oppo- 


sition to  cults  in  any  form,  and  this  is  a proposed 
method  of  handling  it.  It  needs  no  action  today. 
We  would  like  to  have  it  in  your  hands  for  study. 
We  are  in  this  position:  If  we  did  not  do  anything 
before  the  summer  vacation  you  might  think  we 
were  remiss;  if  we  did  do  it,  you  might  think  we  were 
too  far  ahead.  So  we  did  what  we  thought  was  best 
and  put  it  up  as  a draft  for  you  to  consider.  There 
are  certain  effects  on  the  budget  if  we  adopt  this 
or  any  part  of  it.  We  have  also  prepared  the 
budgetary  framework,  which  we  can  give  you.  If 
anybody  wants  to  know  what  it  is  going  to  cost, 
please  ask  Dr.  Anderton  or  Mr.  Miebach  and  you 
will  receive  an  outline  of  the  cost.  It  is  merely  a 
tentative  suggestion  for  the  program  for  the  coming 
year.” 

The  report  of  the  committee  as  a whole  was 

adopted. 

Publication  Committee. — Dr.  Laurance  D.  Red- 
way, editor,  reported: 

“Dr.  Masterson,  who  could  not  be  here,  submitted 
a report  of  the  committee,  which  held  a meeting 
on  June  18.  Routine  matters  were'  considered. 
One  point  for  your  information:  There  have  been 
through  Dr.  Cflrphey’s  Subcommittee  on  Cancer,  18 
articles  prepared  on  the  early  diagnosis  of  cancer, 
which  are  to  be  published  in  the  Journal.  There 
are  three  agencies  connected  with  it:  Dr.  Curphey’s 
committee,  the  New  York  State  Health  Department, 
and  the  New  York  Committee  of  the  American 
Cancer  Society.  This  involves  having  a number  of 
colored  illustrations  made.  To  meet  the  expense 
the  Society  will  underwrite  the  printing,  which  is  a 
regular  expense  of  the  Journal.  The  State  Health 
Department  has  undertaken  to  supply  the  paper 
for  the  special  color  engravings  and  to  subsidize  the 
hand  insertion  of  those  engravings  in  the  articles  in 
which  they  belong.  And  the  American  Cancer  So- 
ciety has  undertaken  to  underwrite  the  expense  of 
making  the  illustrations  and  the  engravings.  That 
means  that  this  State  Society  will  have  nothing  but 
the  regular  Journal  publication  costs.  The 
$2,500  or  thereabouts  will  be  met  by  the  State 
Health  Department  under  a contract  which  was  sub- 
mitted for  the  approval  of  our  counsel,  and  which  I 
understand  has  been  signed  this  morning,  so  that 
they  may  make  funds  available  to  us  on  presentation 
of  vouchers,  and  that  the  Society  may  be  re- 
imbursed.” 

The  report  was  approved. 

Veterans  Administration,  Liaison  with — Dr. 

Anderton  stated  under  date  of  June  17,  1952,  Dr. 
Bauckus  had  written  him  in  part  as  follows:  . 

“If  it  is  convenient  to  do  so  would  you  please 
announce  to  the  Council  the  signing  of  the  contract 
with  the  Veterans  Administration  for  another  year 
ending  June  30,  1953.  I would  also  like  to  report 
that  on  Thursday,  June  12,  1952,  I had  a detailed 
conference  with  Dr.  Frere,  deputy  administrator  of 
the  Veterans  Administration.” 

It  was  voted  to  approve  the  report. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man, reported  that  the  major  item  of  the  Auxiliary’s 
annual  convention  program  was  a round  table  dis- 
cussion of  Today’s  Health,  legislation,  program,  and 
public  relations,  including  civil  defense,  voluntary 
health  insurance,  nurse  recruitment,  and  the  health 
poster  contest. 

The  health  poster  contest  and  the  nurse  recruits 
ment  and  scholarship  program  were  also  the  subjects 
of  a conference  between  the  new  president,  Mrs. 
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Harry  I.  Norton  of  Rochester,  and  Mr.  Leo  Brown, 
public  relations  director  of  the  American  Medical 
Association. 

Dr.  Mott  stated  that  a guide  for  county  auxiliary 
presidents  had  been  prepared  by  Mrs.  Norton  and 
that  she  had  also  supplied  him  with  a list  of  the  new 
State  officers  and  chairmen.  The  three  projects  on 
which  the  Auxiliary  is  immediately  engaged  are  the 
exhibit  at  the  New  York  State  Fair,  the  nursing 
scholarship  and  recruitment  campaigns,  and  the 
health  poster  contest.  At  least  17  county  auxiliaries 
will  participate  in  this  contest,  which  has  received 
the  approval  of  the  assistant  commissioner  of  edu- 
cation of  New  York  State.  He  offered  the  assist- 
ance and  cooperation  of  the  State  Education  Depart- 
ment and  expressed  confidence  that  local  school 
authorities  also  would  be  found  to  be  cooperative. 

The  report  was  adopted. 

Report  of  Delegates  from  the  Medical  Society  of 
the  State  of  New  York  to  the  American  Medical 
Association 

Dr.  Floyd  S.  Winslow,  chairman  of  the  delegation, 
reported,  “Our  Society  was  represented  at  the  House 
of  Delegates  of  the  American  Medical  Association 
in  Chicago  June  9,  10,  11,  and  12,  1952,  by  Drs.  J. 
Stanley  Kenney,  John  J.  Masterson,  Maurice  J. 
Dattelbaum,  Peter  M.  Murray,  A.  H.  Aaron,  Renato 
J.  Azzari,  Edward  T.  Wentworth,  Thomas  M. 
d’Angelo,  Thomas  A.  McGoldrick,  Peter  J.  Di 
Natale,  W.  P.  Anderton,  Albert  F.  R.  Andresen, 
Carlton  E.  Wertz,  Herbert  H.  Bauckus,  Leo  F. 
Schiff,  Floyd  S.  Winslow,  Edward  P.  Flood,  Norman 
S.  Moore,  Harold  F.  R.  Brown,  and  Denver  M. 

| Vickers.  Drs.  Di  Natale  and  Vickers  were  alter- 
nates for  Drs.  George  W.  Kosmak  and  James  R. 
Reuling,  respectively,  who  were  unable  to  attend. 

Monday,  June  9,  the  delegates  had  a breakfast 
meeting  which  was  also  attended  by  Dr.  Harvey 
Matthews,  Brooklyn,  delegate  from  the  Section  on 
Obstetrics  and  Gynecology,  Dr.  Charles  Gordon 
Heyd,  Dr.  Edward  R.  Cunniffe,  Mr.  George  P.  Far- 
rell, Mr.  Frederick  W.  Miebach,  and  Miss  Doris  K. 
Dougherty.  After  a report  regarding  Dr.  James 
R.  Reuling’s  illness  the  five  resolutions  from  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  were  assigned. 

Dr.  Carlton  E.  Wertz  introduced  the  resolution 
which  called  upon  the  Council  on  Medical  Educa- 
tion and  Hospitals  to  limit  its  approval  of  specialty 
boards  to  those  which  comply  with  “Essentials  for 
Approved  Examining  Boards  in  Medical  Special- 
ties” and  limiting  approval  to  holders  of  the  degree 
of  doctor  of  medicine.  Although  this  was  not 
adopted  by  the  House  of  Delegates  it  was  referred 
for  study  to  the  Board  of  Trustees  and  Council  on 
Medical  Education  and  Hospitals.  Dr.  J.  Stanley 
Kenney  introduced  the  resolution  regarding  at- 
tempt of  the  International  Labour  Organization 
to  socialize  medicine  in  the  United  States.  This  was 
, reported  favorably  by  the  Reference  Committee  on 
Legislation  and  Public  Relations  and  adopted.  Also 
adopted  was  the  resolution  about  restriction  of 
American  Medical  Association  membership  on  ac- 
count of  race,  by  certain  county  medical  societies. 
This  was  introduced  by  Dr.  Herbert  H.  Bauckus 
and  approved  by  the  Reference  Committee  on  Mis- 
cellaneous Business.  Dr.  Leo  F.  Schiff  introduced 
the  resolution  advocating  participation  by  special- 
ists in  local  emergency  medical  services,  without 
injuring  their  specialty  status.  It  was  adopted. 
The  resolution  urging  that  Congress  adopt  the 
Reed-Keogh  bills,  which  was  introduced  by  Dr. 


W.  P.  Anderton,  was  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations,  and 
adopted. 

The  following  were  members  of  reference  com- 
mittees: Dr.  Harold  F.  R.  Brown,  Reports  of 

Board  of  Trustees  and  Secretary;  Dr.  John  J. 
Masterson,  Medical  Education  and  Hospitals; 
Dr.  Leo  F.  Schiff,  chairman,  Amendments  to  Con- 
stitution and  Bylaws;  Dr.  J.  Stanley  Kenney, 
Insurance  and  Medical  Service;  Dr.  Renato  J. 
Azzari,  chairman,  Industrial  Health;  Dr.  W.  P. 
Anderton,  Medical  Military  Affairs,  and  Dr.  Peter 
M.  Murray,  Miscellaneous  Business. 

At  the  second  meeting  of  your  delegates,  Wednes- 
day, June  11,  1952,  from  5 to  6 p.m.  in  Room  1272 
of  the  Palmer  House,  Drs.  Alfred  H.  Allison  and 
Wendall  Stover  of  Indiana  appeared  to  discuss  the 
feasibility  of  Dr.  Cleon  Neafe,  of  Indianapolis,  being 
nominated  for  trustee  of  the  American  Medical 
Association.  There  was  discussion  of  the  candida- 
cies of  Dr.  Francis  F.  Borzell  of  Pennsylvania,  and 
Dr.  E.  J.  McCormick  of  Ohio,  for  the  office  of  presi- 
dent-elect. There  was  discussion  regarding  the 
candidacy  of  Dr.  James  R.  McVay  of  Missouri  for 
trustee.  The  opinion  was  general  that  Dr.  James 
R.  Reuling  would  be  unopposed  in  the  selection  of 
speaker  and  that  Dr.  E.  Vincent  Askey  of  California 
would  be  nominated  for  vice-speaker.  The  caucus 
agreed  to  favor  the  selection  of  Dr.  Carlton  E. 
Wertz  for  membership  in  the  Council  on  Medical 
Service  and  Dr.  Charles  Gordon  Heyd  for  mem- 
bership in  the  Council  on  Medical  Education  and 
Hospitals. 

The  following  New  Yorkers  were  elected  by  the 
House  of  Delegates:  Dr.  Leo  F.  Schiff,  vice-presi- 
dent; Dr.  James  R.  Reuling,  speaker;  Dr.  Herman 
G.  Weiskotten,  member  of  Council  on  Medical 
Education  and  Hospitals,  and  Dr.  Carlton  E.  Wertz, 
member  of  Council  on  Medical  Service. 

Your  delegates  under  the  chairmanship  of  Dr. 
Floyd  S.  Winslow  were  regular  and  diligent  in  their 
attendance  at  meetings  of  the  House,  reference 
committees,  and  various  social  functions. 

It  is  a pleasure  to  report  to  you  that  Dr.  James 
R.  Reuling  has  recovered  from  his  recent  attack  of 
acute  intestinal  obstruction  and  had  a satisfactory 
postoperative  course  at  the  Flower-Fifth  Avenue 
Hospital.  He  has  returned  to  his  home  at  Bayside. 

Again,  I take  pleasure  in  advising  the  Council 
of  the  tireless  and  efficient  service  of  our  secre- 
tary, Dr.  Anderton.  To  him  the  meeting  of  the 
House  of  Delegates  is  a real  job,  and  he  works  hard 
and  conscientiously  to  carry  out  the  interests  of  this 
Society.  Therefore,  he  should  have  a great  deal  of 
credit  from  this  group  for  the  work  he  accomplishes. 

The  secretary  responded,  “Again,  may  I say, 
somewhat  like  last  year,  what  little  I could  con- 
tribute to  the  work  of  the  delegates  at  Chicago  was 
entirely  due  to  the  splendid  leadership  of  our  chair- 
man, Dr.  Winslow.” 

It  was  voted  to  adopt  the  report. 

New  Business 

Members  of  the  Staff  Invited  to  Council  Meetings. 

— Dr.  Anderton  stated,  “It  is  customary  for  the 
Council  each  year  to  invite  certain  members  of  the 
staff  to  be  guests  at  the  Council  meetings.  I,  there- 
fore, move  that  Mr.  Thomas  Alexander,  Mr.  George 
P.  Farrell,  Mr.  Frederick  W.  Miebach,  Dr.  David 
J.  Kaliski,  Dr.  Harold  Smith,  and  Mr.  William  F. 
Martin,  counsel,  be  invited  to  attend  the  meetings 
of  the  Council  of  the  Society  during  the  current 
Society  year.” 
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It  was  so  voted. 

Session  Officers. — Dr.  Anderton  stated,  “It  is 
important  for  the  officers  of  the  scientific  sessions, 
not  sections  but  sessions,  to  be  appointed  in  the 
near  future  in  order  that  they  can  start  their  pro- 
grams. I,  therefore,  move  that  the  president  be 
delegated  power  to  appoint  the  officers  of  the  ses- 
sions for  the  current  Society  year.” 

It  was  voted. 

National  American  Legion  Convention. — Dr. 

Anderton  read  a letter  from  Dr.  George  Schwartz, 
dated  June  18,  1952,  addressed  to  the  Council,  sug- 
gesting that  the  Society  give  a cocktail  party  on 
August  27  for  all  physician  members  of  the  Ameri- 
can Legion,  officials  of  the  Veterans  Administra- 
tion, officials  of  the  American  Medical  Association, 
and  officials  of  the  Medical  Society  of  the  State  of 
New  York.  Dr.  Schwartz  stated  that  Dr.  Hender- 
son of  the  American  Medical  Association  and  Dr. 
Booher  of  the  American  Legion  had  requested  him 
to  make  this  suggestion. 

After  discussion,  it  was  voted  that  this  matter  be 
resolved  by  the  Executive  Committee  and  sug- 
gested that  Dr.  Henderson,  chairman  of  the 
Coordinating  Council  of  the  A.M.A.,  be  con- 
tacted. 

Dr.  Harold  B.  Smith. 

It  was  voted  that  the  employment  of  Dr.  Harold 
B.  Smith,  executive  officer  for  1953  be  referred 
to  the  Board  of  Trustees. 

A.M.A.  1953  Convention,  Local  Chairman  of  Ar- 
rangements— Dr.  Wentworth  proposed  the  appoint- 
ment of  Dr.  J.  Stanley  Kenney  as  chairman  of  the 
Local  Committee  on  Arrangements  of  the  American 
Medical  Association  for  its  1953  Convention  in 


New  York  City.  The  procedure  is  that  the  Society 
nominates  the  chairman  of  the  Local  Committee 
on  Arrangements  to  the  A.M.A.  which  appoints  him 
and  that  the  rest  of  the  committee  is  arranged  be- 
tween the  A.M.A.,  the  A.M.A.  Convention  Bureau, 
and  this  chairman. 

Dr.  Anderton  was  instructed  to  write  to  the 
American  Medical  Association  that  the  Medical 
Society  of  the  State  of  New  York  suggests  that  Dr. 
Kenney  be  so  appointed. 

The  Council  voted  approval. 

Medical  Society  of  New  Jersey,  Annual  Meeting. 
— Dr.  J.  Stanley  Kenney  represented  this  Society  at 
the  annual  meeting  of  the  Medical  Society  of  New 
Jersey  and  reported  that,  when  addressing  their 
House  of  Delegates,  he  had  pointed  out  the  simi- 
larity of  their  problems  and  our  own  and  had  sug- 
gested that  Dr.  Murray,  president  of  that  society, 
have  informal  conferences  with  our  officers,  to  ex- 
change views  and  ideas  how  some  of  these  problems 
might  be  jointly  attacked. 

Middle  Atlantic  States  Hospital  Assembly. — 
Dr.  Kenney,  who  represented  the  Society  at  the 
Middle  Atlantic  States  Hospital  Assembly,  stated 
that  in  addition  to  the  Hospital  Associations  of  New 
Jersey,  New  York,  Maryland,  Pennsylvania,  and 
Delaware  many  ancillary  groups,  such  as  medical 
librarians,  medical  records  clerks,  nurses,  and 
social  service  workers,  had  been  represented  at  the 
meeting.  He  attended  those  programs  having  to 
do  with  hospital  administrative  problems  in  con- 
nection with  medical  care  and  had  heard  papers  by 
Dr.  Bluestone  and  by  the  dean  of  the  Hospital  Ad- 
ministration School  of  Columbia  University. 

Committee  Appointments. — Committees  ap- 
pointed on  May  14  and  June  19  are  as  follows: 


COUNCIL  COMMITTEES— 1952-1953 


Constitution  and  Bylaws 

Frederick  W.  Williams,  Bronx,  chairman 
Norman  C.  Lyster,  Norwich 
Homer  L.  Nelms,  Albany 
James  R.  Reuling,  Bayside,  adviser 

Convention 

Carlton  E.  Wertz,  Buffalo,  chairman 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum,  Brooklyn 

Thomas  E.  Alexander,  New  York  City,  adviser 

A rrangements 

William  J.  Orr,  Buffalo,  chairman 
Banquet 

Edward  F.  Driscoll,  Buffalo,  chairman 
Max  Cheplove,  Buffalo 
Henry  S.  Martin,  Warsaw 
Roy  E.  Seibel,  Buffalo 
Publicity 

James  II.  Borzilleri,  Buffalo,  chairman 
A.  H.  Aaron,  Buffalo 
Herbert  II.  Bauekus,  Buffalo 
Sydney  L.  McLouth,  Corfu 
John  R.  Paine,  Buffalo 
Harold  P.  Jarvis,  Buffalo,  adviser 
Reception 

Thurber  Le  Win,  Buffalo,  chairman 
Antonio  F.  Bellanca,  Buffalo 
Wilfrid  M.  Anna,  Lockport 
L.  Lloyd  Burrell,  Buffalo 


Floyd  W.  Hoffman,  Buffalo 
Harriet  Hosmer,  Buffalo 
A.  Wilmot  Jacobsen,  Buffalo 
Mary  J.  Kazmierczak,  Buffalo 
Stockton  Kimball,  Buffalo 
John  C.  Kinzly,  North  Tonawanda 
John  W.  Kohl,  Buffalo 
Alfred  R.  Lenzner,  Buffalo 
Elmer  T.  McGroder,  Buffalo 
Samuel  Sanes,  Buffalo 
Clyde  L.  Wilson,  Jamestown 
Scientific  Program — Room  Assignments  and 
Equipment 

Joseph  R.  Saab,  Lackawanna,  chairman 
Russell  S.  Kidder,  Jr.,  Buffalo 
Amos  J.  Minkel,  Jr.,  Hamburg 
Stephen  A.  Graczyk,  Buffalo 
Benjamin  E.  Obletz,  Buffalo 
Guy  S.  Philbrick,  Niagara  Falls 
Everett  A.  Woodworth,  Kenmore 
Scientific  Awards  Subcommittee 

Charles  D.  Post,  Syracuse,  chairman 
Clayton  W.  Greene,  Buffalo 
John  Scudder,  New  York  City 
Scientific  Exhibits  Subcommittee 

Beverly  C.  Smith,  New  York  City,  chairman 
J.  G.  Fred  Hiss,  Syracuse 
Arthur  Purdy  Stout,  New  York  City 
W.  Warriner  Woodruff,  Saranac  Lake 
Samuel  Sanes,  Buffalo 

[Continued  on  page  2544) 
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[Continued  from  page  2542] 

Scientific  Program  Subcommittee 

Alfred  P.  Ingegno,  Brooklyn,  chairman 
Chairmen  of  Sections  and  Sessions 

Dental  Health  (Joint  committee  of  State  medical  and 
dental  societies) 

Medical  Society  of  the  State  of  New  York 

Douglas  B.  Parker,  New  York  City,  chairman 
Robert  M.  McCormack,  Rochester 
Dental  Society  of  the  State  of  New  York 
(To  be  appointed) 

Economics 

Renato  J.  Azzari,  Bronx,  chairman 
Irwin  E.  Siris,  New  York  City 
Gerald  B.  Manley,  Geneseo 
Medical  Expense  Insurance  Subcommittee 
Carlton  E.  Wertz,  Buffalo,  chairman 
Charles  Lakeman,  Rochester 
Leo  E.  Gibson,  Syracuse 
Fred  M.  Miller,  Jr.,  Utica 
Stephen  H.  Curtis,  Troy 
Chas.  Gordon  Heyd,  New  York  City 
C.  Otto  Lindbeck,  Jamestown 
Reid  R.  Heffner,  New  Rochelle 
George  P.  Farrell,  New  York  City,  adviser 
Public  Medical  Care  Subcommittee 

Denver  M.  Vickers,  Cambridge,  chairman 
Christopher  Wood,  White  Plains 
Charles  F.  Rourke,  Schenectady 
John  C.  Kinzly,  North  Tonawanda 
Samuel  Z.  Freedman,  New  York  City 
Seymour  Fiske,  New  York  City 

Ethics,  Questions  on 

Thurman  B.  Givan,  Brooklyn,  chairman 
William  B.  Rawls,  New  York  City 
Ezra  A.  Wolff,  Forest  Hills 

Finance 

Maurice  J.  Dattelbaum,  Brooklyn,  chairman 
Frederic  W.  Holcomb,  Kingston 
Thomas  M.  d’ Angelo,  Jackson  Heights 

Hospital  and  Professional  Relations 

Harold  F.  Brown,  Buffalo,  chairman 
Carlton  F.  Potter,  Syracuse 
Gerald  D.  Dorman,  New  York  City 
Advisory  Subcommittee 

M.  J.  Fein,  New  York  City,  chairman 
Vincent  J.  Collins,  New  York  City 
Madge  C.  L.  McGuinness,  New  York  City 
E.  Forrest  Merrill,  Rochester 
James  J.  Toomey,  Poughkeepsie 
Samuel  A.  Garlan,  New  York  City 
W.  Tilden  Boland,  Elmira 
II.  Leonard  Schlesinger,  Plattsburg 
Lee  S.  Preston,  Oneida 

Legislation 

J.  Stanley  Kenney,  New  York  City,  chairman 

John  C.  Brady,  Buffalo 

Jurgens  H.  Bauer,  Syracuse 

Paul  C.  Clark,  Syracuse 

Elton  It.  Dickson,  Binghamton 

Thomas  O.  Gamble,  Albany 

Keith  B.  Preston,  Utica 

Joseph  A.  Lane,  Rochester 

Aaron  Kottler,  Brooklyn 

George  J.  Lawrence,  Jr.,  Flushing 

James  A.  Lynch,  Bronx 

George  A.  Howley,  Bronx 

Samuel  Z.  Freedman,  New  York  City 

John  J.  Goller,  Staten  Island 


John  M.  Galbraith,  Glen  Cove 
Edwin  McD.  Stanton,  Schenectady 
Henry  W.  Kaessler,  Bronxville 
Douglas  Quick,  New  York  City 

Cults 

J.  Stanley  Kenney,  New  York  City,  chairman 
Floyd  S.  Winslow,  Rochester 
Theodore  J.  Curphey,  Forest  Hills 

Medical  Licensure  and  Medical  Service 

Leo  E.  Gibson,  Syracuse,  chairman 
Ivan  N.  Peterson,  Owego 
Theodore  R.  Proper,  Newburgh 
Stiles  D.  Ezell,  Alban}',  adviser 
Rural  Medical  Service  Subcommittee 
James  Greenough,  Oneonta,  chairman 
Norman  S.  Moore,  Ithaca 
Gerald  B.  Manley,  Geneseo 
M.  H.  Wyttenbach,  Elmira 
Glenn  C.  Hatch,  Penn  Yan 
Granville  W.  Larimore,  Albany,  adviser 

Nursing  Education 

Joseph  A.  Geis,  Albany,  chairman 
Elton  R.  Dickson,  Binghamton 
Norman  S.  Moore,  Ithaca 

Office  Administration  and  Policies 

Fenwick  Beekman,  New  York  City,  chairman 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum,  Brooklyn 

Andrew  A.  Eggston,  Mount  Vernon 

John  J.  Masterson,  Brooklyn 

Thomas  E.  Alexander,  New  York  City,  adviser 

Publication 

John  J.  Masterson,  Brooklyn,  chairman 
Laurance  D.  Redway,  Ossining 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
Thomas  E.  Alexander,  New  York  City,  adviser 

Pharmaceutical  Association  of  New  York  State  and 
Medical  Society  of  the  State  of  New  York, 
Joint  Committee 

Medical  Society 

Frederick  Schroeder,  Brooklyn,  chairman 
Eli  A.  Leven,  Rochester 
L.  Maxwell  Lockie,  Buffalo 
Pharmaceutical  Association 

Nicholas  S.  Gesoalde,  New  York  City,  chairman 
Calvin  Berger,  New  York  City 
John  F.  O’Brien,  Rochester 

Public  Health  and  Education 

Theodore  J.  Curphey,  Forest  Hills,  chairman 
A.  H.  Aaron,  Buffalo 
Charles  D.  Post,  Syracuse 
Herman  E.  Hilleboe,  Albany,  adviser 
John  F.  Mahoney,  New  York  City,  adviser 
Albert  D.  Kaiser,  Rochester,  adviser 
Cancer  Subcommittee 

George  C.  Adie,  New  Rochelle,  chairman 

Harry  Golembe,  Liberty 

Charles  S.  Cameron,  New  York  City 

Paul  R.  Gerhardt,  Albany 

Victor  C.  Jacobsen,  Troy 

E.  Forrest  Merrill,  Rochester 

Timothy  J.  Riordan,  New  York  City 

Irwin  Siris,  New  York  City 

James  Craig  Potter,  Rochester 

Bradley  L.  Coley,  New  York  City 
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MERCK  & CO.,  I nc.,  Rahway,  N.  J. — as  a major  manufacturer  of  Vitamins — serves 

the  Medical  Profession  through  the  Pharmaceutical  Industry. 


i Merck  & Co.,  Inc. 


MERCK. 


“ . . and  don't  forget  the  VITAMINS !” 

Prolonged,  strenuous  physical  exertion  may  accelerate 
metabolic  activity  up  to  fifteen  times  the  basal  rate, 
with  increase  in  requirements  for  water-soluble 
vitamins.  A balanced  vitamin  preparation  serves  to 
safeguard  both  health  and  productivity. 


2546 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  page  2544] 

Diabetes  Subcommittee 
Frederick  W.  Williams,  Bronx,  chairman 
Leonard  J.  Schiff,  Plattsburg 
Edwin  W.  Gates,  Niagara  Falls 
Film  Review  Subcommittee 
John  L.  Norris,  Rochester,  chairman 
Edward  C.  Hughes,  Syracuse 
Louis  J.  Girard,  New  York  City 
Kenneth  B.  Olson,  Albany 
Granville  W.  Larimore,  Albany,  adviser 
General  Practice  Subcommittee 

Floyd  C.  Bratt,  Rochester,  chairman 
Louis  Bush,  Baldwin 
Samuel  A.  Garlan,  New  York  City 
Vito  S.  Lee,  Utica 
Garra  L.  Lester,  Chautauqua 
Jacob  A.  Mishkin,  Watertown 
Howard  R.  Seidenstein,  New  Rochelle 
Geriatrics  Subcommittee 
Frederic  D.  Zeman,  New  York  City,  chairman 
C.  Ward  Crampton,  New  York  City 
Scott  Lord  Smith,  Poughkeepsie 
Edward  L.  Schwabe,  Brocton 
Heart  Disease  Subcommittee 

Arthur  M.  Master,  New  York  City,  chairman 
George  M.  Wheatley,  New  York  City 
J.  G.  Fred  Hiss,  Syracuse 
Morris  E.  Missal,  Rochester 
Maternal  and  Child  Welfare  Subcommittee 
Charles  A.  Gordon,  Brooklyn,  chairman 
Ralph  L.  Barrett,  New  York  City 
Edward  C.  Hughes,  Syracuse 
William  J.  Orr,  Buffalo 
Frederick  H.  Wilke,  Brooklyn 
Thurman  B.  Givan,  Brooklyn 
James  K.  Quigley,  Rochester 
Eugene  R.  Duggan,  Rochester 
Michael  F.  Mogavero,  Buffalo 
Physical  Medicine  and  Rehabilitation  Subcommittee 
Walter  S.  McClellan,  Saratoga  Springs,  chair- 
man 

Arthur  S.  Abramson,  Bronx 
Gustave  Aufricht,  New  York  City 
Donald  A.  Covalt,  New  York  City 
Louis  A.  Goldstein,  Rochester 
Alfred  L.  Lane,  Rochester 
George  M.  Raus,  Syracuse 
Willis  M.  Weeden,  New  York  City 
Cerebral  Palsy  Subcommittee 

George  G.  Deaver,  New  York  City,  chairman 
Austin  J.  Canning,  West  Haverstraw 
Russell  P.  Schwartz,  Rochester 
School  Health  Subcommittee 

William  Elmer  Ayling,  Syracuse,  chairman 

Joseph  A.  Geis,  Albany 

Edgar  Bieber,  Dunkirk 

Mary  Steichen,  Great  Neck 

Floyd  A.  Reed,  Yonkers 

Public  Relations  • 

Floyd  S.  Winslow,  Rochester,  chairman 

George  Schwartz,  New'  York  City 

Walter  Cane,  Hempstead 

John  C.  McClintock,  Albany 

Edward  Siegel,  Plattsburg 

David  II.  MacFarland,  Utica 

C.  F.  Ryan,  Oneonta 

Charles  S.  Lakeman,  Rochester 

John  D.  Naples,  Buffalo 

Henry  E.  McGarvey,  Bronxville 


Veterans  Administration,  Liaison  with 

Herbert  H.  Bauckus,  Buffalo,  chairman 
W.  P.  Anderton,  Newr  York  City 
Laurance  D.  Redwray,  Ossining 
James  R.  Reuling,  Bayside 
Joseph  A.  Lane,  Rochester 
Gervais  W.  McAuliffe,  New  York  City 
Francis  O.  Ilarbach,  Syracuse 

War  Memorial 

Fenwick  Beekman,  New  York  City,  chairman 
Edward  R.  Cunniffe,  Bronx 
Maurice  J.  Dattelbaum,  Brooktyn 

Woman’s  Auxiliary,  Advisory  to 

Walter  W.  Mott,  White  Plains,  chairman 
Carlton  E.  Wertz,  Buffalo 
Charles  D.  Post,  Syracuse 

Workmen’s  Compensation 
John  J.  H.  Keating,  New  York  City,  chairman 
John  H.  Garlock,  New  York  City 
Milton  B.  Speigel,  Brooklyn 
Arthur  Edwrard  Corwith,  Bridgehampton 
Theodore  R.  Proper,  Newburgh 
Stanley  E.  Alderson,  Albany 
Walter  S.  Bennett,  Granville 
Dwight  V.  Needham,  Syracuse 
James  Greenough,  Oneonta 
Charles  D.  Squires,  Binghamton 
Joseph  P.  Henry,  Rochester 
Guy  S.  Philbrick,  Niagara  Falls 
Harry  Golembe,  Liberty 
David  J.  Kaliski,  New  York  City,  adviser 


SPECIAL  COMMITTEES 

Alcoholism,  Problems  of 

John  L.  Norris,  Rochester,  chairman 
Marvin  A.  Block,  Buffalo 
Ruth  Fox,  New'  York  City 
Harold  W.  Lovell,  New'  York  City 
Daniel  F.  Luby,  Syracuse 
Milton  G.  Potter,  Buffalo 
John  D.  Thomson,  Syracuse 

American  Medical  Education  Foundation 

William  C.  Rausch,  Albany,  chairman 
Arthur  M.  Master,  New'  York  City 
William  E.  Pelow,  Syracuse 
Edw’in  P.  Russell,  Rome 
Joseph  A.  Lane,  Rochester 
William  J.  Orr,  Buffalo 

Blood  Banks  Commission 

Andrew  A.  Eggston,  Mount  Vernon,  chairman 

Edward  T.  Wentworth,  Rochester 

Theodore  J.  Curphey,  Forest  Hills 

Floyd  S.  Winslow,  Rochester 

Samuel  Sanes,  Buffalo 

Herbert  Brown,  Jr.,  Rochester 

William  Markel,  New  York  City 

Quentin  Jones,  Utica 

Lester  J.  Unger,  New  York  City 

John  Scudder,  New'  York  City 

Ernest  Witebsky,  Buffalo 

John  J.  Clemmer,  Albany 

Herman  E.  Hilleboe,  Albany 

Jacob  Geiger,  New  York  City 

Executive  Committee 

Edward  T.  Wentworth,  Rochester,  chairman 
Andrew  A.  Eggston,  Mount  Vernon 
[Continued  on  page  2548] 
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Each  3 capsules  contain: 

Choline  dihydrogen  citrate  300  mg. 
Inositol  150  mg. 

Vitamin  B,  (Thiamin  HC1)  75  mg. 

Vitamin  B,  (Riboflavin)  36  mg. 

Vitamin  B„  (pyridoxine)  4.5  mg. 

Calcium  pantothenate  15  mg. 

Niacin  amide  375  mg. 

Secondary  liver  fraction  Q.  S. 
Dried  yeast  Q.  S. 


THERAPEUTICALLY  EFFECTIVE 
MASSIVE  DOSAGE 
ENTIRE  VITAMIN  B COMPLEX 
plus 

CHOLINE  & INOSITOL 


or  Geriatric  Patients 
or  Treatment  of: 

Impaired  Liver  Function 
Atherosclerosis 

is  Adjunctive  Therapy  in  Diabetes 
o Correct  Endocrine  Imbalance 
is  an  Adjunct  to  Antibiotic  Therapy 


References : l.New  and  non-official  remedies,  1948, p.  426;  Beams,  A.  J. : J.A.M.  A. 

130:190  (Jan.  26)  1946;  Morrison,  L.  M.:  J.  A.M.  A.  134 :673(June21) 
1947 ; Steigmann,  F. : J.  A.  M.  A.  137 :239  (May  15)  1948. 

2.  Morrison,  L.  M. : Am.  Hearst  J.  36:473  (Sept.)  1948. 

3.  Jukes,  T.  H.:  Annual  Review  of  Biochemistry,  1947. 

4.  Biskind,  M.  S.  and  Schrier  H. : Report,  N.  Y.  Acad. Med., (June)  1945. 

5.  Biskind,  M.  S. : J.  Clin.  Endocr.  3:227,  1943. 


COMPLETE  literature 
and  Clinical  Trial  Package  on  request 


pharmaceutical  co.,  inc. 


alb  a n y,  n.  y. 


(Pronounced  Xi  lo*  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XriOCAINf 

-S^OCHLORIO^ 


, ssruA  , 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


dispensed  in  50  cc  and  20  cc 
nultiple  - dose  vials  containing 
•■5%,  1%  or  2%  solution.  All 
olutions  available  without 
‘pinephrine  and  with  epine- 
shrine  1:100,000.  2%  solution 
ilso  supplied  with  epinephrine 
1 1:50,000. 

TOCKED  BY  LEADING  WHOLE- 
ALE  DRUGGISTS  AND  SURGICAL 
UPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

ASTItA  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

‘U.S.  Potent  No.  2,441,498 
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We  Share  with  You 
the  Care  of  Your  Patient 

Here  at  the  Spa,  the  care  of  your  patient  conforms 
to  a medical  guidance  which  you,  yourself,  have 
initiated. 

With  the  modern  facilities  at  the  Saratoga  Spa, 
your  patient  with  a coronary  condition,  digestive 
disorder,  arthritis  and  allied  ailments,  or  hyper- 
tension, receives  benefit  from  the  treatment  with 
naturally  carbonated  mineral  waters. 

A list  of  capable  physicians  who  are  available  in 
Saratoga  Springs  for  consultation  with  your 
patient  on  the  details  of  t he  program,  is  available 
on  request. 

In  peace  and  quiet,  a sick  person  achieves  the 
mental  and  physical  relaxation  that  gives  full 
scope  to  the  therapeutic  influences  of  the  Spa’s 
famed  waters. 

“PHYSICIAN,  GIVE  HEED  TO  THINE  OWN  HEALTH” 

Many  physicians  have 
come  to  the  Spa  for  the 
same  kind  of  treatments 
that  have  helped  their 
patients  here.  After  a 
restorative  “cure”  at  the 
Spa,  you,  too,  will  return 
to  your  practice  refreshed 
— revitalized — ready  for 
the  busy  days  that  lie 
ahead. 

For  professional  publica- 
tions of  the  Spa,  and 
physician’s  sample  carton 
of  bottled  waters,  with 
their  analyses,  write  W.  S. 
McClellan,  M.D.,  Medi- 
cal Director,  Saratoga 
Spa,  155  Saratoga  Springs, 
New  York. 

Listed  by  the  Committee  on 
American  Health  Resorts  of  the 
American  Medical  Association. 


The  Empire  State’s  Contribution  to  the  Medicyl  Profession 
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W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
J.  Stanley  Kenney,  New  York  City 
Renato  J.  Azzari,  Bronx 
Floyd  S.  Winslow,  Rochester 

Malpractice  Insurance  and  Defense  Board 

Thomas  M.  d’Angelo,  Jackson  Heights,  chairman 

Leo  F.  Schiff,  Plattsburg 

Charles  Gordon  Heyd,  New  York  City 

John  F.  Kelley,  Utica 

Christopher  Wood,  White  Plains 

John  C.  Brady,  Buffalo 

Joseph  A.  Lane,  Rochester 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum,  Brooklyn 

William  F.  Martin,  New  York  City 

Harry  F.  Wanvig,  New  York  City 

Medical  Defense 

John  J.  Masterson,  Brooklyn,  chairman 
W.  P.  Anderton,  New  York  City 
Theodore  J.  Curphey,  Forest  Hills 
Andrew  A.  Eggston,  New  York  City 
Herman  E.  Hilleboe,  Albany 
J.  G.  Fred  Hiss,  Syracuse 
Joseph  W.  Howland,  Rochester 
J.  Stanley  Kenney,  New  York  City 
Abraham  M.  Rabiner,  Brooklyn 
Edward  T.  Wentworth,  Rochester 
Carlton  E.  Wertz,  Buffalo 
Floyd  S.  Winslow,  Rochester 
James  E.  McAskill,  Watertown 

Nominating 

Charles  D.  Post,  Syracuse,  chairman 
John  J.  Masterson,  Brooklyn 
John  M.  Galbraith,  Glen  Cove 
Homer  L.  Nelms,  Albany 
William  E.  Gazelev,  Schenectady 
Norman  S.  Moore,  Ithaca 
Leo  F.  Simpson,  Rochester 
John  C.  Kinzly,  North  Tonawanda 
Earl  C.  Waterburv,  Newburgh 
Arthur  M.  Master,  New  York  City 
Edward  P.  Flood,  Bronx 

Planning  Committee  for  Medical  Policies 

Peter  J.  Di  Natale,  Batavia,  chairman 
Edward  T.  Wentworth,  Rochester 
Andrew  A.  Eggston,  New  York  City 
W.  P.  Anderton,  New  York  City 
Frederic  W.  Holcomb,  Kingston 
Dan  Mellen,  Rome 
George  Schwartz,  New  York  City 
Charles  C.  Murphy,  Amityville 
Edward  F.  Shea,  Kingston 
Leonard  J.  Schiff,  Plattsburg 
Arthur  F.  Gaffney,  Clinton 
Norman  S.  Moore,  Ithaca 
Theodore  B.  Steinhausen,  Rochester 
John  F.  Rogers,  Poughkeepsie 
John  J.  Bourke,  Albany 

Prize  Essays 

Mather  Cleveland,  New  York  City,  chairman 
William  P.  Van  Wagenen,  Rochester 
Arthur  B.  Raffl,  Syracuse 

Committee  to  Evaluate  Legislative  Activities 

Ezra  A.  Wolff,  Forest  Hills,  chairman 
Harold  B.  Davidson,  New  York  City, 

Charles  II.  Loughran,  Brooklyn 
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October  15,  1952] 


NECROLOGY 


1 

Joseph  Daniel  Hallman,  M.D.,  of  Richmond  Hill, 
died  on  August  30  at  the  age  of  sixty-six.  Dr. 
Hallinan  was  graduated  from  the  Long  Island  Col- 
lege Hospital  School  of  Medicine  in  1908.  At  the 
time  of  his  death,  Dr.  Hallinan  was  chief  of  the  sur- 
gical staff  of  the  Jamaica  Hospital  and  a member  of 
the  Associated  Physicians  of  Long  Island  and  the 
Queensboro  Surgical  Society.  In  addition  to  the 
|societies  already  mentioned,  Dr.  Hallinan  was  a 
Diplomate  of  the  International  Board  of  Surgery, 
a Fellow  of  the  International  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Henry  Harris,  M.D.,  of  New  York  City,  died  re- 
cently at  the  age  of  sixty.  Dr.  Harris  was  graduated 
from  Fordham  University  School  of  Medicine  in 
1917. 


Max  Lederer,  M.D.,  of  Brooklyn,  died  on  Septem- 
ber 13  at  his  home  at  the  age  of  sixty-seven.  Dr. 
Lederer  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1906, 
and  interned  at  Sydenham  Hospital  and  the  Jewish 
Hospital  in  Brooklyn.  From  1943  until  his  death,  he 
served  as  consulting  pathologist  at  the  Jewish  Hos- 
pital of  Brooklyn.  At  one  time,  he  had  been  consult- 
ing pathologist  at  the  Rockaway  Beach  Hospital  and 
Adelphi  Hospital.  He  had  been  an  associate  pro- 
i fessor  of  pathology  at  Long  Island  College  of  Medi- 
cine from  1927  to  1939,  director  of  laboratories  of 
' Trinity  Hospital  from  1929  to  1940,  and  a former  ad- 
, visory  member  of  the  Council  on  Hospital  and 
Medical  Education. 

Dr.  Lederer  was  a Diplomate  of  the  American 
Board  of  Pathology  as  well  as  a member  of  the  New 
York  Pathological  Society,  the  Kings  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


David  Stanley  Likely,  M.D.,  of  New  York  City, 
died  on  September  11  at  his  home  at  the  age  of 
seventy-one.  Dr.  Likely  received  his  medical  de- 
j gree  from  McGill  University  Medical  School  in 
Montreal,  Canada,  in  1905,  and  served  his  intern- 
ship at  City  Hospital,  Welfare  Island.  From  1943 
t to  1946,  Dr.  Likely  was  clinical  professor  of  medicine 
at  New  York  Medical  College.  From  1930  to  1946 
he  was  attending  physician  at  the  City  Hospital, 
Welfare  Island,  and  until  his  death  served  as  con- 
suiting  physician  there.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member 
of  the  New  York  Gastroenterological  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Stress 


Stressor  factors  which  evoke  autonomic  responses 
occur  often  in  our  civilization.  They  are  not  always 
of  external  origin;  frequently,  stress  springs  from 
the  "well  of  uncertainties,  the  fears,  the  angers,  and 
the  hostilities  that  an  inadequate  childhood  nurtures 
in  troubled  people  in  a troubled  world.”  1 


■ 

■ 
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After 


Relationship  Between  Life  Stress  And  Symptoms  — 
Stevenson,  I..  G.P.  4:  67  (Dec.)  1951 


When  emotions  aroused  by  these  stresses  are  not 
dissipated  in  appropriate  biological  behavior,  height- 
ened autonomic  impulses  beat  against  a "moored” 
physique. 1 

Incessant  "emotional  buffeting”  impinged  on 
labile  autonomic  pathways  is  likely  to  produce 
deviations  from  normal  body  function  and  a rash 
of  symptoms.  In  such  cases,  both  branches  of  the 
autonomic  nervous  system  are  involved.  For  symp- 
tomatic relief  oral  administration  of  cholinergic 
and  adrenergic  blocking  agents  and  central  sedation 
has  proven  successful.  Drugs  effective  for  the  sev- 
eral actions  respectively  are:  Bellafoline,  ergotamine 
tartrate  and  phenobarbital. 

In  the  majority  of  cases  inhibition  of  the  several 
branches  of  the  autonomic  nervous  system  is  neces- 
sary to  restore  it  to  more  stable  function  and  thereby 
"dampen”  the  overactivity  of  the  disturbed  organ 
systems.  Therefore  a preparation  of  the  above  sev- 
eral drugs  has  been  made  available  as  Bellergal ; 
each  tablet  of  Bellergal  contains: 

Bellafoline  0.1  mg. 

Ergotamine  tartrate  0.3  mg. 

phenobarbital  20.0  mg. 

Detailed  literature  on  the  subject  will  gladly  be 
sent  on  request. 

1 Cleghorn,  R.  A.  and  Graham,  B.  F.:  Recent  Progress 
in  Hormone  Research,  Vol.  IV,  New  York,  Academic 
Press,  Inc.,  1949,  P ■ 323. 


Sandoz  Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 
68  CHARLTON  STREET,  NEW  YORK  14.  N.  Y. 
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MANHATTAN  — 34  WEST  36th  St. 
BROOKLYN  — 288  LIVINGSTON  St. 
FLATBUSH  — 843  FLATBUSH  AVE. 


Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


These  Sanborn  Instruments 
make  an  outstanding  diagnostic  team  . . . 
combining  beauty  of  appearance  and  simplicity 
of  operation  with  the  reliability  and  accuracy 
that  modern  diagnosis  demands.  Both  are  backed 
by  34  years  of  precision  instrument  design  and 
manufacture,  and  both  are  Accepted  by  the 
A.  M.  A.  Council  on  Physical  Medicine 
and  Rehabilitation. 


the  SANBORN 
CAItDIETTE 

DIRECT  WRITER 


SANBORN 


MODERN  METABOLISM  TESTER 
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Howard  Edward  Lindeman,  M.D.,  of  New  York 

City,  died  on  September  10  at  Montauk,  Long  Island, 
at  the  age  of  sixty-nine.  Dr.  Lindeman  was  grad- 
uated from  Columbia  University  College  of  Phy- 
sicians and  Surgeons  in  1906  and  served  as  intern  at 
Mount  Sinai  Hospital,  New  York  City.  Formerly  a 
chief  resident  at  the  Lying-In  Hospital,  Dr.  Linde- 
man had  been  associate  gynecologist  and  chief  of  the 
gynecological  clinic  at  Beth  David  Hospital  as  well 
as  adjunct  attending  gynecologist  and  chief  of  clinic 
at  the  Bronx  Hospital.  At  the  time  of  his  death,  he 
was  consulting  gynecologist  at  the  Hospital  for  Joint 
Diseases.  Dr.  Lindeman  was  a Fellow  of  the  Ameri- 
can College  ol  Surgeons  and  a member  of  the  New 
York  Obstetrical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


William  John  Maby,  M.D.,  of  Mechanicville,  died 
on  August  29  at  the  Albany  Veterans  Hospital  at  the 
age  of  seventy-four.  Dr.  Maby  received  his  medical 
degree  from  McGill  University  in  Montreal,  Canada, 
in  1903.  A veteran  of  the  Spanish-American  War, 
Dr.  Maby  was  a member  of  the  Saratoga  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  Abram  Garfield  MacPhail,  M.D.,  died  on 
September  1 1 at  his  home  in  Mount  Ivisco  at  the  age 
of  seventy.  Dr.  MacPhail  was  graduated  from  New 
York  University  and  Bellevue  Hospital  Medical 
School  in  1903.  One  of  the  founders  of  the  Northern 
Westchester  Hospital,  where  he  was  honorary  at- 
tending surgeon,  Dr.  MacPhail  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Yrork,  and  the  American 
Medical  Association. 

Allie  Long  Mitchell,  M.D.,  of  East  Aurora,  died  on 
May  30  at  the  age  of  ninety-eight.  Dr.  Mitchell  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1898. 


Dominick  Parrella,  M.D.,  of  Brooklyn,  died  on 
June  6 at  the  age  of  fifty-eight.  Dr.  Parrella  was 
graduated  from  the  Eclectic  Medical  College  in 
Cincinnati,  Ohio,  in  1922,  and  in  1947  received  an- 
other degree  from  the  University  of  Rome,  in  Rome, 
Italy.  Dr.  Parrella  was  assistant  attending  ob- 
stetrician and  gynecologist  at  Caledonian  Hospital 
in  Brooklyn  at  the  time  of  his  death.  He  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Raymond  George  Perkins,  M.D.,  of  Malone,  died 
on  September  18,  at  the  age  of  sixty-two.  He  was 
graduated  from  Syracuse  University  College  of 
Medicine  in  1911.  Dr.  Perkins  served  as  attending 
surgeon  at  the  Alice  Hyde  Memorial  Hospital  in 
Malone.  He  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Franklin  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


SALES 

AND 

SERVICE 


SANBORN  COMPANY  Branch  Office 
1860  Broodway,  New  York  23,  N.  Y. 
Phone  Circle  7-5794 


Jarvis  L.  Thorpe,  M.D.,  of  Clyde,  died  on  Septem- 
ber 6 at  the  age  of  seventy-nine.  Dr.  Thorpe  was 
[Continued  on  page  2552) 


ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


IS 


SAFE,  INEXPENSIVE 


Buffered  formic  acid  and 


colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36 i a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50  ($16.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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NECROLOGY 


[N.  Y.  State  J.  M. 


[Continued  from  page  2550] 

graduated  from  Hahnemann  Medical  College  and 
Hospital  of  Philadelphia  in  1899.  He  was  a member 
of  the  Wayne  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Henry  William  Weber,  M.D.,  of  Brooklyn,  died 
on  August  30  at  the  Jewish  Hospital  of  Brooklyn  at 
the  age  of  fifty.  Dr.  Weber  was  graduated  from 


Marquette  University  Medical  School  in  1927  and 
interned  at  Jewish  Hospital.  An  associate  attending 
obstetrician  and  endocrinologist  at  the  Jewish 
Hospital,  Dr.  Weber  was  also  associate  attending 
gynecologist  and  obstetrician  at  Adelphi  Hospital  at 
the  time  of  his  death.  Dr.  Weber  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology 
and  a member  of  the  Brooklyn  Gynecological  So- 
ciety, the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 


ACCIDENTS  GREATEST  SINGLE  DANGER  TO  YOUNGSTERS’  LIVES 


Accidents  are  a greater  threat  to  the  lives  of  young 
children  than  any  single  disease,  Dr.  George  M. 
Wheatley,  New  York  pediatrician,  said  in  an  article 
in  the  August  issue  of  Today’s  Health. 

“Accidents  kill  about  5,000  children  between  the 
ages  of  one  and  four  every  year,”  Dr.  Wheatley  re- 
ported. “The  natural  drive  in  children  to  explore 
the  bright  new  world,  to  put  objects  in  their  mouth, 
and  to  climb  and  run  about  all  combine  with  im- 
maturity of  body  and  mind  and  inadequate  parental 
teaching  and  supervision  to  contribute  to  this  ap- 
palling loss  of  young  lives.  Fuller  understanding  of 
child  behavior,  greater  use  of  minor  injuries  as 
learning  experiences,  and  keener  awareness  of  the 
accidents  likely  to  occur  are  guides  to  parents  in 
‘immunizing’  the  preschool  child  against  serious  in- 
jury or  untimely  death.” 

“The  chief  weapon  against  the  common  child- 
hood diseases  has  been  immunization,”  Dr.  Wheat- 


HOME CARE  FOR  POLIO  PATIENT  IN  SOME 
INSTANCES 

Home  care  in  selected  cases  of  poliomyelitis, 
rather  than  hospitalization,  was  suggested  by  Dr. 
Philip  M.  Stimson  of  the  Department  of  Pediatrics, 
New  York  Hospital-Cornell  Medical  Center.  Most 
patients  with  suspected  polio  and  many  of  the  mild 
forms  of  the  disease  “might  better  be  cared  for  at 
home.”  This  is  particularly  true,  he  added,  if  lo- 
cal health  authorities  can  aid  the  family  physician  to 
differentiate  poliomyelitis  from  other  conditions  and 
can  provide  the  family  physician  with  visiting  nurs- 
ing and  physical  therapy  to  care  for  the  patients  on 
the  home. 

Among  other  reasons  given  by  the  author  for  home 
care,  if  possible,  were  (1)  many  parents  prefer  to 
keep  their  child  home;  (2)  there  is  far  less  emotional 
disturbance;  (3)  financial  costs  are  less;  (4)  the 
family  physician  can  remain  in  touch  with  his  pa- 
tient, and  (5)  homo  care  releases  many  hospital 
beds  and  nurses  for  the  care  of  more  serious  cases. — 
Journal  of  the  American  Medical  Association,  June 
27.  1952 


ley  said.  “Against  accidents,  the  main  weapon  is 
education — particularly  of  parents.” 

Motor  vehicle  mishaps  are  the  most  common 
cause  of  fatal  injuries,  with  burns  a close  second. 
Drowning,  falls,  and  poisoning  are  other  major 
causes  with  almost  half  of  these  accidents  occurring 
in  or  around  the  home.  Because  of  participation  in 
many  outdoor  activities,  such  as  ball-playing  and 
other  street  games,  boys  are  nearly  twice  as  likely 
to  be  killed  by  a car  as  girls.  An  insurance  com- 
pany’s report  (Metropolitan)  showed  that  four  out 
of  five  drownings  among  insured  children  between 
one  and  four  were  boys.  The  greatest  drowning 
danger  period  for  children,  Dr.  Wheatley  said,  is  be- 
tween the  ages  of  one  and  two.  Each  year,  more 
than  400  in  that  age  group  are  drowned — often  in 
their  own  backyards.  About  one  fourth  of  all 
accidental  poisonings  are  in  children  of  preschool 
age,  mostly  from  one  to  two. 


WORK  FOR  CONVALESCENTS 

The  Altro  Work  Shops,  Inc.,  is  a garment  factory 
in  the  Bronx  where  men  and  women  convalescing 
from  tuberculosis  and  cardiac  ailments  have  an 
opportunity  to  continue  work  habits  so  they  may 
lead  useful  lives  despite  their  handicaps.  Now 
celebrating  its  thirty-seventh  year  as  a nonprofit, 
nonsectarian  organization,  Altro  expects  shortly 
to  break  ground  for  a $500,000  building  that  will 
accommodate  additional  working-patients. 

Although  its  service  to  nearly  2,000  patients  since 
its  inception  would  appear  superficially  to  denote 
limited  usefulness,  such  a conclusion  would  be  highly 
erroneous.  As  a pioneer  institution  in  its  field, 
Altro,  which  manufactures  hospital  uniforms  and 
similar  garments  and  sells  them  in  the  ordinary 
channels  of  trade  on  a competitive  basis,  has  in- 
spired similar  ventures  in  Great  Britain,  New  Zea- 
land, and  Australia.  It  has  also  served  as  a pilot 
to  industries,  influencing  them  to  provide  part- 
time  or  full-time  work  for  their  own  handicapped 
employes. 

— New  )'ork  Times.  June  9.  1952 
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COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


/.I 


Oboe 


BOTH  CAUSES  for  overeating  are  sup- 
pressed by  OBOCELL: 

|.  Obocell  suppresses  bulk  hunger  and  -3 
creates  a sense  of  fullness  and  i 
satisfaction. 

2.  Obocell  curbs  the  appetite  and  | 
elevates  the  mood. 

Each  OBOCELL  tablet  contains: 

Methylcellulose 150  mg. 

Dextro-Amphetamine  Phosphate..  . . 5 mg. 

Supplied:  Bottles  of  100,  500,  1000  tablets. 

Now  available:  OBOCELL  UQUID 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL 


for  the  successful  treatment,  of  • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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PONDETS,  the  delicious  antibiotic  troches 
that  look  and  taste  like  candy,  are  active 
against  a wide  variety  of  pathogens  commonly 
found  in  the  mouth  and  throat. 

Penicillin  and  Bacitracin,  each  highly  effective 
when  employed  locally  against  infections  of 
the  mouth  and  pharynx,  are  especially  effective 
when  combined.  Together,  they  exhibit 
marked  synergism.12 

PONDETS  dissolve  slowly,  supplying  an 
uninterrupted  high  concentration  of  each 
antibiotic  to  the  infected  oral  and 
pharyngeal  mucosa. 


PENICILLIN  - BACITRACIN  TROCHES 

Each  PONDET  contains  20,000  units  crystalline 
potassium  penicillin  G and  50  units  bacitracin. 
Vacuum-packed  in  tins  of  48. 


1.  Eagle,  H.,  and  Fleischman,  R.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  65:415  (June)  1948. 

2.  Bachman,  M.C.:  J.  Clin.  Invest.  25:864  (Sept.)  1949. 


You’ll  get  a lot  more  out  of  the 


all-new 

GE  Inductotherm 


GENERAL  ® ELECTRIC 


Now  you  can  give  your  patients  the 
desired  quality  and  intensity  for  the 
full  range  of  diathermy  treatments. 
New  GE  Model  F Inductotherm 
combines  all  the  latest  advances  in 
induction  heating  therapy. 

As  shown  in  the  pictures  below, 
this  handsome,  trouble-free  unit  pro- 
vides for  a wide  range  of  diathermy 
technics.  Output  has  been  raised  to 
200  watts  — for  most  efficient 
utilization  of  induction  heating 
methods.  Unit  is  crystal  controlled 
for  absolute  adherence  to  FCC-ap- 
proved  frequency. 

Demand  for  the  Model  F is  al- 
ready great.  To  insure  getting  one 
of  these  great  new  Inductotherm 
units  soon,  call  your  GE  x-ray 
representative  right  away.  For  illus- 
trated literature,  write 


Direct  Factory  Branches 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 203  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodlawn  Ave.  SYRACUSE  — 1020  Genesee  St. 


Fully  adjustable  contour 
following  electrode  is  part 
of  the  basic  unit. 


Optional  is  the  12  ft.  treat- 
ment cable.  Note  how 
electrodes  attach  in  rear. 


Also  available:  fully  ad- 
justable air-spaced  con- 
densor  type  electrode. 


Surgical  facilities,  integral 
part  of  unit,  for  all  medi- 
um and  light  technics. 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 

HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye7-0550  Write  for  illustrative  booklet. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Hates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  often  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


l»lt.  IKAItXES  SA.MTAHU  .U 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  N™G 

Five  Acrti  of  Pinawoodtd  Groundi 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio  sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 
Madieal  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamerey  5-4875 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE 


Fifteen  years  established  general  practice  (physician  and 
surgeon)  80  miles  from  N.Y.C.  Home-Office-Combination 
with  9 office  rooms  equipped;  for  sale  or  rent  with  option  to 
buy  $20,000  and  better  income.  Marvelous  opportunity  for 
a young  doctor.  Retiring  because  of  health.  Box  578,  N.  Y. 
St.  Jr.  Med. 


DENTIST 


Interested  in  joining  or  buying  partnership  in  medical 
group  in  New  York  State.  1947  graduate.  Release  from 
service  December.  Open  to  any  ethical  offer.  Box  580, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE  BY  WIDOW 


Beautiful  new  home  in  Freeport,  L.  I.,  with  three  room  office 
attached.  Large  corner  plot,  conveniently  located.  Six 
rooms,  iy$  baths  down.  Two  rooms,  with  full  bath  up. 
Two  car  attached  garage.  Box  581,  N.  Y.  St.  Jr.  Med. 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  Hanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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WANTED 


Large  Ambulatory  Clinic  requires  services  of  Full  Time 
Physicians.  State  previous  experience,  training  and  avail- 
ability. Box  576,  N.  Y.  St.  Jr.  Med. 


WANTED 


Large  Ambulatory  Clinic  requires  services  of  Physicians 
throughout  day  and  evening.  Box  577,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


I Corner  property  in  Cathedral  Gardens  Section,  West  Hemp- 
stead, Long  Island,  N.  Y.  Four  bedrooms,  three  and  one 
half  baths.  Excellent  opportunity  in  location  for  physician. 
V.  Stanley  McAllister,  147  Groton  Place,  West  Hempstead, 
| N.  Y.  Hempstead  7-8475. 


FOR  RENT  OR  SALE 


Brooklyn,  New  York  Ave.  Nine  rooms,  fully  equipped. 
Ear,  Nose,  Throat  office.  One  floor  waiting  consultation 
record  and  exam,  rooms.  One  floor  operating.  X-Ray 
and  two  rest  rooms.  Upper  two  floors  rented.  Carry 
building  cost.  Established  Practice,  30  years.  Phone 
RE  7-2589. 


PROFESSIONAL  OFFICE— BROOKLYN 


Greenpoint,  Noble  St.  4 rooms,  bath.  Attractive  ground 
floor.  Brick  building,  completely  remodeled.  O’Reilly, 
155  Noble  St.,  after  6 P.  M. 


PARTNERSHIP 


Partnership  wanted  in  New  York  state;  general  practice 
and  obstetrics.  Large  practice  in  Czechoslovakia  and 
Germany;  3 years  hospital  practice  in  U.  S.  A.  Box  573. 
N.  Y.  St.  Jr.  Med. 


WANTED 


Industrial  physician  work  in  New  York  state.  Experience; 
18  years  as  industrial  physician.  In  answering,  furnish  de- 
tailed information.  Box  589,  N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  $75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


OFFICES  TO  SHARE 


61st  St.  near  Park  Ave.  You  pay  only  for  the  number  of 
hours  weekly  that  you  require.  TEmpleton  8-7840. 


FOR  RENT 


11  East  68th  Street.  Attractive  room  in  newly  furnished 
office  suite.  Full  time  or  part  time.  Share  waiting  room. 
Secretary-receptionist.  Especially  suited  for  psychiatrist 
1 or  neurologist.  REgent  7-2656. 


FOR  RENT 


Office  in  Professional  Building  of  Valley  Stream,  for  rent. 
Suitable  for  two,  three  Doctors,  Dentists  or  other  profes- 
sional use.  Parking  lot  with  building.  Monthly  rental 
reasonably  priced  at  only  $125.  Kamen  Realty  Co.,  88 
Lynwood  Drive,  Valley  Stream,  Valley  Stream  5-2063. 


104  E.  40th  Off  Park  Ave. 
MU-3- 2443 


Office  Nurses,  Secretaries,  Med.  Assts. 
Research,  Med.  Writers-Artists,  Doctors 
and  Related  Personnel 

Skillfully  and  Confidentially  Screened 
for  Individual  Employers’  Requirements 

DRUSILLA  ZUBER 

Director  Licensee 


WANTED 


The  Out-Patient  Department  of  large,  voluntary  Man- 
hattan hospital  has  vacancies  on  its  Rheumatology  and 
Arthritis  Staff,  afternoon  sessions.  Opportunities  for  ward 
service  available,  and  foi  training  in  rheumatic  disorders 
and  the  use  of  current  procedures.  Physicians  interested 
apply  to  Box  583,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Professional  Apartment.  Parkchester.  4 rooms.  Dr.  or 
Dent.  $100.00.  1956  McGraw  Ave.  TA  8-3048. 


FOR  RENT 


Boulevard  Medical  Center.  Corner  Yellowstone  Blvd.  and 
66  Ave.,  Forest  Hills,  L.  I.,  one  block  from  Forest  Hills 
General  Hospital  now  under  construction.  Limited  space 
available  to  specialists  only.  X-ray,  laboratory  and  modern 
treatment  facilities.  Rare  opportunity.  For  information 
call  Oregon  3-6334.  TW  7-0255. 


WANTED 


General  Practitioner  to  replace  only  doctor  who  is  recalled 
to  military  service.  Village  of  600,  with  surrounding 
rural  territory.  For  details,  please  contact  C.  J.  Smith, 
Clerk,  Village  of  Morris,  N.  Y. 


WANTED 


General  practice  or  partnership  wanted.  Suburban  N.  Y. 
State,  within  40  miles  of  N.  Y C.  With  or  without  house. 
Will  invest.  Box  582,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


New,  Air-Conditioned  Medical  Arts  Bldg.  15  Suites  — 
Rapidly  expanding  area — Excellent  area  for  all  specialties. 
Massapequa,  L.  I.  Massapequa  6-2448. 


TO  SHARE 


Roentgenologist — New  York  City,  midtown,  West  Side — - 
Large  apartment,  excellent  layout,  fully  equipped,  tech- 
nician. Secretarial  services,  some  radiology  work  guaran- 
teed to  offset  part  of  rent.  Endicott  2-2443  or  Box  600, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage,  dark 

room.  Retiring  doctors  fully  equipped  office.  Furniture 
for  sale.  Good  location.  HOneywood  6-1449. 


FOR  SALE 


Physician,  with  well  established  general  practice  in  thriv- 
ing Queens  suburban  community,  desires  to  sell  attractive 
home,  which  includes  well-equipped  5-room  office.  Leaving 
to  specialize.  Phone  evenings,  Hollis  4-1818. 
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The  headache,  vertigo,  dyspnea  and 
malaise  associated  with  severe  hyper- 
tension can  be  promptly  controlled  or 
greatly  mitigated  by  Solution  Intra- 
muscular Veriloid.  This  intramuscularly 
administered  hypotensive  agent  leads  to 
a prompt,  sustained,  and  significant  fall 
in  blood  pressure,  providing  welcome 
relief  from  distressing  discomfort. 

A single  injection  of  Solution  Intra- 
muscular Veriloid  lowers  the  blood  pres- 
sure for  3 to  6 hours.  In  many  instances, 
symptomatic  relief  persists  for  consider- 
ably longer  periods.  Through  repeated 
injections,  the  arterial  tension  may  be 
depressed  for  many  hours  or  even  days. 
Thereafter,  suitable  oral  medication 
may  be  employed.  This  hypotensive 
agent  is  indicated  in  hypertensive  states 


accompanying  cerebral  vascular  disease, 
malignant  hypertension,  hypertensive 
crises  (encephalopathy),  toxemia  of 
pregnancy,  eclampsia  and  pre-eclampsia. 

Solution  Intramuscular  Veriloid,  con- 
taining 1 mg.  per  cc.  of  alkavervir  in 
buffered  isotonic  saline  solution,  drops 
the  blood  pressure  by  central  action.  It 
has  no  influence  on  ganglionic  activity 
and  has  no  direct  relaxing  action  on  the 
blood  vessels.  Alkavervir,  a unique  frac- 
tion of  the  hypotensive  alkaloids  derived 
from  Veratrum  viride,  is  biologically 
standardized  in  dogs  for  hypotensive 
potency. 

Solution  Intramuscular  Veriloid  is 
supplied  in  boxes  of  six  2 cc.  ampuls. 
Complete  instructions  for  use  accom- 
pany each  package. 


INTRAMUSCULAR  VERILOID® 

BRAND  OF  ALKAVERVIR 


RIKER  LABORATORIES,  INC. 


8480  Beverly  Blvd.,  Los  Angeles  48,  Calif. 
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Relaxed 

but  awake 


In  emotional  and  nervous  disorders, 
Mebaral  exerts  its  calming  influence 
without  excessive  hypnotic  action. 
Mebaral  is  also  a reliable  anticonvulsant. 


Tablets  of: 

32  mg.  (Zj  grain ) 
bottles  of  100. 
0.1  Gm.  (JZj  grains) 
bottles  of  100  and 
0.2  Gm.  (3  grains) 
bottles  of  100  and  50( 


Tasteless  TABLETS 


WINTHROP-STEARNS  INC.  .New  York  18,  N.Y.,  Windsor,  Ont 


7 


INDICATIONS: 

Because  of  its  high  degree  of  sedative 
effectiveness,  Mebaral  finds  a great  field 
of  usefulness  in  the  regulation  of 
agitated,  depressed  or  anxiety  states, 
as  well  as  in  convulsive  disturbances. 
Specific  disorders  in  which  the  calming 
influence  of  Mebaral  is  indicated 
include  neuroses,  mild  psychoses,  nervous 
symptoms  of  the  menopause,  hyper- 
tension, hyperthyroidism  and  epilepsy. 


Mebaral,  trademark  reg.  U.  S.  & Canada,  brand  of  mephobarbital 


mUKmBS 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 


CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful  I 
decorations.  A special  feature  is  made  of  I 
occupational  therapy  of  all  kinds  with  I 
competent  staff  and  facilities.  Other  fea-  I 
tures  are  large  cheerful  solarium,  billiard  I 
room,  complete  gymnasium,  complete  bath  I 
and  massage  department.  The  spacious  I 
grounds  include  a nine-hole  golf  course.  I 
All  the  sanitarium  facilities  are  open  to  f 
guests  who  do  not  wish  examination  and  > 
medical  care,  but  come  simply  for  the  if 
baths  and  massages  and  rest  and  recrea-  II 
tion.  Modern  medical  equipment  and  | 
superb  location  offer  the  combined  advan-  I 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 


Soluble  Tablets  Crystalline  Potassium  Penicillin  G 


Penalev®  Soluble  Tablets  Crystalline  Potassium  Penicillin  G are  readily  soluble  in  water,  milk,  fruit 
juices  or  infant  formulas  for  convenient  administration  to  infants  and  children.  Since  gastric  destruction  of 
oenicillin  is  considerably  less  pronounced  in  infants  and  young  children,  unbuffered  Penalev  Tablets 
provide  effective  therapy  without  any  possibility  of  creating  the  minor  gastrointestinal  disturbances  charac- 
eristic  of  citrated  or  otherwise  buffered  oral  penicillin  preparations.  Supplied  in  packages  of  12, 24  and  100 
50,000  units),  packages  of  12  and  100  (100,000  units),  and  in 
)ackagesof  12(250,000  units).  Sharp  & Dohme,  Philadelphia  1,  Pa. 


Sharp  £c  Dohme 
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DOUBLES  THE  POWER  TO  RESIST  FOOD 


Obocell  ...  an  effective  therapeutic  substitute  for  will 
power  . . . suppresses  bulk  (hollow)  hunger  and  curbs  the 
appetite.  Obocell  also  produces  a feeling  of  well-being, 
thus  combating  the  fatigue  and  irritability  commonly  en- 
countered when  food  is  restricted.  Patients  on  Obocell 
therapy  eat  less,  do  not  violate  their  diet,  lose  weight, 
and  are  satisfied  and  happy.  Obocell  LIQUID  is  also  avail- 
able for  patients  who  prefer  liquid  medication. 


Each  Obocell  tabletcontains  Dextro-Amphetamine  Phosphate,  5mg.; 

Nicel,  150  mg.  (Nicel  is  Irwin-Neisler’s  brand  of  high-viscosity  methylcellulose). 

IRWIN,  NEISLER  & COMPANY  • DECATUR,  ILLINOIS 

XeteasicA  & Seme  r^uicZcce 
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Buy  Savings  Bonds 


The  Non-barbiturate  Daytime  Sedative — 


BromuraL 

brand  of  Bromisovalum  ( bromisovalerylurea ) 


Soothes  the  Nerves,  Induces  Refreshing  Sleep. 
5-grain  tablets  and  powder.  Dose:  1 to  3 Tablets. 


BILHUBER-KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 


2564 


2565 


for  twice  the  calories  of  5%  Dextrose 

in  equal  infusion  time 

with  no  increase  in  fluid  volume  or  vein  damage 

With  10%  Travert  solutions,  a patient’s  carbohydrate  needs  can  be  more  nearly  satisfied 
within  a reasonable  time  with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal-clear,  colorless,  non-pyrogenic, 
and  nan-antigenic.  They  are  prepared  by  the  hydrolysis  of  cane  sugar  and  are 

composed  of  equal  parts  of  D-glucose  (dextrose)  and  D-fructose  (levulose). 

Travert  solutions  are  available  in  water  or  saline  in  150  cc.,  500  cc.,  1000  cc.  sizes. 

For  the  treatment  of  potassium  deficiency,  10%  Travert  solutions 
with  0.3%  potassium  chloride  are  also  available  in  1000  cc.  containers. 

Travert  is  a trademark  of  BAXTER  LABORATORIES,  INC. 
products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

• ISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
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BEFORE 

TREATMENT 


ECZEMATOI  D DER  MATITIS 


AFTER  lO  DAYS’ 
TREATMENT 


VIOFORM 


ioform 


CREAM 


FOR 


eczema 


Despite  the  diagnostic  complexities  of 
the  many  forms  of  eczema— acute, 
subacute,  chronic,  infectious,  etc.,  treatment 
with  Vioform  Cream  or  Vioform  Ointment 
is  uniformly  simple,  convenient,  and, 
above  all,  consistently  effective.  Vioform® 

(brand  of  iodochlorhydroxyquinoline) 

has  been  termed  “one  of  the  best  antieczematous, 

mildly  soothing  . . . remedies.’’* 

Issued:  Vioform  Cream  3%  and  Vioform 
Ointment  3%,  50-Gm.  tubes,  1-lb.  jars. 

Ciba  Pharmaceutical  Products,  Inc. 

Summit,  N.  J. 

*Sulzberger,  Marion  B.,  and  Wolf,  J.:  Dermatologic 
Therapy  in  General  Practice,  ed.  3,  Chicago, 

Year  Book  Publishers,  Inc.,  1948,  p.  107. 
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Oral  Preparations  for  Anemia 

*Armatinic  Activated 
Capsulettes 

*Armatinic  Special  Capsulettes 
*Armatinic  Liquid 
*Crystamin  Forte  Capsules 
L.I.R.B.M. 

Liver  Extract  .Solution  U.S.P. 
Liver  and  Yeast  with  Iron 
Tablets 


Crystalline  Vitamin  B12 
Injectables 

*Crystamin  '30' 
*Crystamin  ’60’ 
*Crystamin  '120' 


Liver  Injectables 

Liver  Injection  Crude,  U.S.P., 

2 meg. 

Liver  Injection,  U.S.P.,  10  meg. 
Liver  Injection,  US.P.,  20  meg. 
*New  products  of  The  Armour  Laboratories 


This  is  the  age  of  greater  knowl- 
edge and  research  for  new  anti- 
anemia agents.  The  Armour 
Laboratories  has  been  a leader 
in  this  important  field  for  more 
than  60  years.  Such  accomplish- 
ment is  predicated  upon  the 
reality  of  research,  upon  exten- 
sive clinical  investigations  and 
upon  practice-proven  products 
to  assure  optimum  response. 
For  the  best  in  hematinics,  rely 
upon  Armour. 


THE  ARMOUR 


PHYSIOLOGIC  THE 


LABORATORIES  CHICAGO  11.  Illinois 

RAPEUTICS  THROUGH  BIORESEARCH 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1952-1953 


ANESTHESIOLOGY 

Moses  H.  Krakow,  Chairman Bronx 

Samuel  Guest,  Vice-Chairman Buffalo 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

Arthur  Q.  Penta,  Chairman Schenectady 

Charles  E.  Hamilton,  Secretary Brooklyn 

David  Ulmar,  Delegate New  York  City 

DERMATOLOGY  AND  SYPHILOLOGY 

Frank  A.  Dolce,  Chairman Buffalo 

Anthony  C.  Cipollaro,  Secretary. . . .New  York  City 
George  M.  Lewis,  Delegate New  York  City 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Alfred  P.  Ingegno,  Chairman Brooklyn 

Lester  S.  Knapp,  Vice-Chairman Buffalo 

Charles  A.  Flood,  Secretary New  York  City 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

Samuel  A.  Garlan,  Chairman New  York  City 

Floyd  C.  Bratt,  Vice-Chairman Rochester 

Garra  L.  Lester,  Secretary Chautauqua 

William  A.  Buecheler,  Delegate Syracuse 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Donald  B.  Sanford,  Chairman Syracuse 

C.  Douglas  Sawyer,  Vice-Chairman Brooklyn 

James  H.  Sterner,  Secretary Rochester 

S.  Charles  Franco,  Delegate New  York  City 

MEDICINE 

George  F.  Koepf,  Chairman Buffalo 

Arthur  E.  Lamb,  Vice-Chairman Brooklyn 

Edward  I).  Cook  Secretary Buffalo 

Edward  D.  Cook,  Delegate Buffalo 

NEUROLOGY  AND  PSYCHIATRY 

Harold  R.  Merwarth,  Chairman Brooklyn 

Irving  Hyman,  Secretary Buffalo 

William  F.  Beswick,  Delegate Buffalo 


OBSTETRICS  AND  GTNECOLOGY 


Henry  S.  Acken,  Jr.,  Chairman Brooklyn 

Eugene  R.  Duggan,  Vice-Chairman Rochester 

J.  Edward  Hall,  Secretary Brooklyn 

Raymond  J.  Pieri,  Delegate Syracuse 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Martin  L.  Gerstner,  Chairman Buffalo 

Franklin  R.  Webster,  Secretary Syracuse 

Everet  H.  Wood,  Delegate Auburn 

ORTHOPEDIC  SURGERY 

John  W.  Ghormley,  Chairman Albany 

Frederick  L.  Liebolt,  Secretary New  York  City 

Halford  Hallock,  Delegate New  York  City 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Maurice  N.  Richter,  Chairman New  York  City 

Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 

Russell  B.  Scobic,  Chairman Newburgh 

Harold  W.  Dargeon,  Vice-Chairman  New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTn 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman  Buffalo 

William  C.  Spring,  Jr.,  Secretary.. . .New  York  City 
Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman  New  York  City 

Thomas  N.  Sickcls,  Secretary Watertown 

Frank  J.  Borrelli,  Delegate New  York  City 

SURGERY 

Walter  S.  M alls,  Chairman Buffalo 

Edward  J.  Donovan,  Secretary . . . . New  York  City 
William  F.  MacFec,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm,  Chairman Brooklyn 

JohnS.  Fitzgerald,  Vice-Chairman Utica 

Thomas  A.  Morrissey,  Secretary.  New  York  City 

John  S.  Fitzgerald,  Delegate Utica 


SESSIONS 

1952-1953 

HISTORY  OK  MEDICINE  PHYSICAL  MEDICINE 

(To  be  appointed ) (To  be  appointed) 

PUBLIC  RELATIONS 
(To  be  appointed) 
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Why  physicians  are  using  a suspension 


rather  than  a solution  in  treating 


intranasal  infections... 

How  P.S.S.  dings  Lo  mucosa  3 hours  after  instillation 


Vasoconstriction 
in  minutes 
Bacteriostasis 
for  hours 


■ unlike  antibacterial  agents 
in  solution,  does  not  quickly 
wash  away.  It  actually  deposits 
bacteriostatic  crystals  on  the 
infected  mucosa.  There  they 
remain  in  intimate  contact  with 
the  infection — the  most  important 
reason  why  so  many  physicians 
find  the  Suspension  strikingly 
effective  against  nasal  infections 
and  sore  throat. 

A suspension  of  Micraform*  sulfathiazole, 
5%,  in  an  isotonic  aqueous  medium  with 
'Paredrine"  Hydrobromide  (hydroxyamphet- 
amine  hydrobromide,  S.K.F.),  1%; 
preserved  with  ortho-hydroxyphenyl- 
mercuric  chloride,  1:20,000. 

*T.M.  Reg.  U.S.  Pat.  Off. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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Think  of  Ca Ipnra te  for 
Con  gestive  Hea  rt  Fa  i l ti  re  - 

When  edema  is  mild  and  renal 
function  normal . . . during 
“ rest  'periods”  from  digitalis  and 
mercurials . . . ivhere  mercury  is 
contraindicated  or  sensitivity  to 
its  oral  use  present . . . for 
moderate,  long-lasting  diuresis 
in  chronic  cases. 


C alp  urate  is  the  crystalline  compound  — 
theobromine  calcium  gluconate  — distinguished 
for  its  moderate  diuretic  action  and  minimal 
toxicity.  It  is  remarkably  free  from  gastro- 
intestinal and  other  side-effects,  and  does  not 
contain  the  sodium  ion. 


Calpurate  is  helpful  in  other  cardiac  conditions 
because  it  stimulates  cardiac  output.  Calpurate 
with  Phenobarbital  is  useful  in  relieving  anxiety 
and  tension,  as  in  hypertension.  Calpurate, 
supplied  as  Tablets  (500  mg.)  and  Powder; 
Calpurate  with  Phenobarbital  (16  mg.) , as  Tablets. 

MALTBIE  LABORATORIES,  INC.,  NEWARK 


kO 


The  moderate , non-toxic 
diuretic 


Photomicrograph  of  Calpurate 
hexagonal  crystals 
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EUPHASED 

Trodemork 


[d- DESOX  YEPHEDRINE  HYDROCHLORIDE  AND  ACETYLBROMDIETHYLACETYICARBAMID  SCHENLEY] 


combines  mood-lifting  desoxyephedrine 
(more  potent  but  less  upsetting  than 
amphetamine')  with  gentle,  calming 
Sedamyl*  Inot  a barbiturate) 

SUPPLIED:  In  bottles  of  100  tablets 
Each  tablet  contains: 

2.5  mg.  d-desoxyephedrine  hydrochloride 

0. 26  Gm.  (4  gr.)  Sedamyl  (acetylbrom- 

diethylacefylcarbamid  Schenley). 

1.  Douglas,  H.  S.:  West.  J.  Surg.  59:238,  195! 


SCHENLEY  LABORATORIES,  INC.  Lawrenceburg,  Indiana 

©Schenley  laboratories,  Inc. 


•Trademark  of  Schenley  Laboratories,  Inc. 
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Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first.  Take  a puff  — get  a good  mouthful 
of  smoke  — and  s-l-o-w-l-y  let  the  smoke  come  directly  through 
your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 
Notice  that  PHILIP  MORRIS  is  definitely  less  irritating,  definitely  milder. 


Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


Doctor, 
be  your  own 
judge... 
try  this 
simple  test 


With  so  many  claims 
made  in  cigarette  ad- 
vertising, you,  Doc- 
tor, no  doubt  prefer 
to  judge  for  yourself. 
So  won’t  you  make 
this  simple  test? 


A vagal  blocking  agent 
for  peptic  ulcer 
with  LOW  incidence 
of  SIDE  EEEECTS 


PRANTAL*methylsulfate  (diphen- 
methanil  methyl  sulfate ) is  an 
effective  anticholinergic  agent 
for  treatment  of  peptic  ulcer. 
Pain,  pyrosis,  nausea,  and  other 
symptoms  of  this  syndrome  are 
rapidly  relieved.  Troublesome 
side  effects  seldom  occur. 


PR ANTAL 


f^apid 


FOR 

MUSCULO-SKELETAL 
ACHES  AND  PAINS 


ARTHRITIS 
RHEUMATISM 
BURSITIS 
MYOSITIS 
NEURITIS 
SCIATICA 
LUMBAGO  « 


Rub  A-535’s  combination  of  time- 
proven  ingredients,  in  a modern 
non-greasy,  stainless,  vanishing 
hase  facilitates  rapid  analgesic  and 
counter-irritant  action  in  the  symp- 
tomatic treatment  of  a wide  range  of 
musculo-skeletal  conditions. 

Rub  A- 53  5 contains  four  active  in- 
gredients: Camphor  1%,  Menthol  1%, 
Oil  Eucalyptus  M%,  Methyl  Salicy- 
late 12%. 

Rub  A- 53  5 may  be  used  following  dia- 
thermy, infra-red  lamps,  baking  and  other 
forms  of  physio-therapy. 


For  a Professional  Sample  of  Rub  A-535,  Write  Dept.  F-211 

THE  DENVER  CHEMICAL  MFG.  CO.,  Inc. 

163  Varick  Street,  New  York  13,  N.  Y. 
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New  aureomycin  minimal 
dosage  for  adults — Jour  250  mg. 
capsules  daily , with  milk. 


a low  cost  antibiotic  in  the  broad -spectrum  field  is 

AUREOMYCIN 

Hydrochloride  Crystalline 

because 

Low  dosage  of  aureomycin  has  very  frequently  been  reported  in  the 
literature  to  be  entirely  effective. 

Small  amounts  of  aureomycin  may  reduce  disability,  or  hospital  stay, 
to  a few  days. 

Early  use  of  aureomycin  may  forestall  those  failures  that  have 
been  reported  in  the  literature  following  penicillin  and  streptomycin. 

The  proven  range  of  clinical  usefulness  of  aureomycin  is  so  wide 
that,  when  clinical  diagnosis  is  established,  prolonged  and  costly 
laboratory  studies  are  largely  unnecessary. 

Capsules:  50  mg. — Vials  of  25  and  100. 

100  mg. — Vials  of  25  and  bottles  of  100. 

250  mg. — Vials  of  16  and  bottles  of  100. 

Ophthalmic  Solution:  Vials  of  25  mg.;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  American  Gianamid company 
30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 

Bottles  of  30,  100  and  1000. 


25,000  U.S.P.  unit! 
1,000  U.S.P.  units 
10  mg. 
5 mg 
150  mg. 
150  mg. 


Squibb 


AOC^ABK  OF  t.  R.  SQUIBB  4 i 
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NO  BOR/C  ACtO  / 


BACTERICIDAL  • WAT E R - M I S C I B L E • SAFE23 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse’s  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dusting 
powder  and  ointment  containing  no  boric  acid. 


1.  Fisher,  R.  S.  "Notes  from  The  Office  of  the  Chief  Medical  Examiner,"  Baltimore,  Md.,  April,  I95T. 

2.  Benson,  R.  A.,  et  al. : "The  Treatment  of  Ammonia  Dermatitis  with  Diaparene,"  J.  Ped.  34: 1-49,  Jon.,  1949. 

3.  Nledelman,  M.  L,  et  al.s  "Ammonia  Dermatitis*  Treatment  with  Diaparene  Chloride  Ointment,"  J.  Ped.  37.5-762,  Nov.,  1950. 
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PHARMACEUTICAL  DIVISION,  HOMEMAKERS’  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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supplemental  ultraviolet  therapy  in  the 
patient’s  home  ...a  valuable  adjunct 
in  physical  rehabilitation 


The  value  of  ultraviolet  ancil- 
lary treatment  in  physical  reha- 
bilitation is  generally  recognized. 
For  making  up  dietary  deficien- 
cies, increasing  blood  hemoglobin 
levels,  improving  the  absorption 
of  calcium,  iron,  nitrogen  and 
phosphorus,  and  for  many  other 
bactericidal  or  therapeutic  uses, 
proper  exposure  of  the  patient  to 
ultraviolet  has  proved  highly  ef- 
fective. 

Busy  physicians  have  found 
they  can  ease  their  schedules  by 
prescribing  home  ultraviolet  treat- 
ments. And  the  Hanovia  Prescrip- 
tion Model  Ultraviolet  Quartz 
Lamp  has  been  developed  espe- 
cially to  deliver  the  most  effective 
wavelengths  in  the  stimulating 
portion  of  the  ultraviolet  spec- 
trum, as  shown  in  the  chart. 

For  supplementary  home  treat- 
ments your  patients  can  purchase 
Hanovia  Prescription  Model  Ul- 
traviolet Lamps  on  convenient 
payment  terms.  Write  for  litera- 
ture and  the  name  of  our  nearest 
representative  or  dealer.  Ilanovia 
Chemical &Mfg.  Co.,  Dept.JM-11 
100  Chestnut  St.,  Newark  5,  N.  J. 


Hnnoum 

WORLD'S  LARGEST  PRODUCERS  OF  ULTRAVIOLET  EQUIPMENT  FOR 

HOSPITALS  • THE  MEDICAL  PROFESSION  INDUSTRY  • THE  LABORATORY  • THE  HOME 
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non-narcotic  — in  place  of  codeine 


2583 


“I  coughed  all  night” 

patient 


HOFFMANN-LA  ROCHE  INC. 
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Aldiazol-M  brings  a high  degree  of  safety  to  sulfonamide 
therapy.  This  alkalizing  suspension  of  equal  parts  of  micro- 
crystalline sulfadiazine  and  sulfamerazine  is  safer  because  it 
decreases  the  danger  of  crystalluria  and  reduces  the  incidence 
of  allergic  reactions.  It  offers  these  advantages: 

Greater  Efficacy,  achieved  through  decreased  acetylation 
of  the  absorbed  sulfonamides,  and  rapid  absorption  of  the 
microcrystalline  form. 


Each  teaspoonful  (5  cc.)  of 
Aldiazol-M  contains: 
Sulfadiazine 
(microcry  c- 

talline) 0.25  Gm. 

Sulfamerazine 
(microcrys- 
talline)   0.25  Gm. 

Sodium  Citrate.  1.0  Gm. 


THE  S.  E.  MASSENGILL  COMPANY 
Bri  stol,  Ten  n.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Highly  Palatable.  Aldiazol-M  is  pleasantly  flavored,  mak- 
ing it  acceptable  to  virtually  all  patients.  It  is  readily  taken 
by  children,  making  for  universal  patient  cooperation  and 
permitting  its  use  whenever  sulfonamide  therapy  is  indicated. 


Greater  Urinary  Solubility  is  produced  by  sodium  citrate 
which  increases  urinary  solubility  of  the  combined  sulfon- 
amides by  more  than  400%. 

The  maintenance  dose  of  Aldiazol-M  is  2 teaspoonfuls  (1 
Gm.  of  total  sulfonamides)  every  4 hours;  initial  dose,  2 to  4 
teaspoonfuls  (3  to  6 Gm.  of  total  sulfonamides).  Aldiazol-M 
is  available  at  all  pharmacies  in  pint  and  gallon  bottles. 


new  convenience  in  broad-spectrum  therapy 


Introducing  new  flexibility  in  broad-spectrum 
antibiotic  therapy  with  the  most  familiar  and 

acceptable  form  of  medication  for  your  patients  — 
well-tolerated,  rapidly-effective  Crystalline  Terramycin 

Amphoteric  Tablets  (sugar  coated)  are  prepared  from 
the  pure,  natural  antibiotic  substance,  assuring 
availability  throughout  the  pH  range  of  the 
gastrointestinal  tract.  Will  not  contribute  to  gastric  acidity. 


tablets 


amphoteric 


mmvci  n 


Dl  HYDRO  STREPTOMYCIN 


Supplied:  250  mg.  tablets,  bottles  of  16  and 
100;  100  mg.  and  50  mg.  tablets, 
bottles  of  25  and  100. 


Pfizer \ 


world's  largest  producer  of  antibiotics 

ANTIBIOTIC  DIVISION,  CHAS.  PFIZER  Be  CO,.  INC..  BROOKLYN 


2oJSu 


PROVED  effective  in  three  years’  clinical  use 


ACETATE 

(CORTISONE  ACETATE,  Merck) 


Typical  experience: 

Administration  of  CORTONE, 

systemically,  reduced  rheumatoid  arthritis  symptoms 
in  all  of  100  patients  treated. 

Daily  maintenance  doses  of  50  mg.  or  less,  orally, 
were  adequate  in  53  per  cent  of  cases. 

Word,  E.,  Slocumb,  C.  H„  Polley,  H.  F.,  Lawman,  E.  W.,  and  Hench,  P.  S., 
Proc.  Staff  Meet.  Maya  Clin.  26:  3 61,  Sept.  26,  195?. 


CORTONE  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
r its  brand  of  cortisone. 


' M N 
MERCK 

m c m 

, K , 


MERCK  & CO..  Inc. 

Manufiiciuring  Chemists 
RAHWAY.  NEW  JERSEY 
J«  Canada;  MERCK  4 CO.  Limited  — Montreal 


fAttt.k  & Co  , Inc 
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Glycosuria  and 
Ketonuria 

in  Patients  Receiving 
ACTH  or  CORTISONE" 


All  patients  should  have  a complete  urinalysis 
before  receiving  corticotropin  (ACTI1)  or  Cor- 
tisone. Particular  attention  should  be  paid  to 
the  presence  of  glucose  or  acetone  in  the  urine. 

Frequent  testing  of  the  urine  for  sugar  and  ace- 
tone is  recommended  during  the  administration 
of  ACTH  or  Cortisone. 

The  proper  examination  of  the  urine  for  sugar 
during  treatment  with  ACTH  or  Cortisone  may 
reveal  a number  of  prediabetics. 

Increase  in  insulin  dosage  is  often  required  in  the 
diabetic  patient  receiving  ACTH  or  Cortisone. 


GALATEST 

(SUGAR-TEST  DENCO) 

The  simplest,  fastest  urine  sugar  test  known. 

ACETONE  TEST 

(DENCO) 

For  the  rapid  detection  of  acetone  in  urine. 


Same  Technique 
for  Both  Tests 

A little 
urine- 
A tittle 
powder 

Color  Reaction 
Immediately 


Combination  Kit 


For  Office  — Medical  Bag  — 
Testing  by  patients  at  home. 

Contains  a vial  of  Galatest  and 
Acetone  Test  (Denco),  a dropper 
and  color  chart.  Price  $2.25 


Galatest  and  Acetone  Test  (Denco)  require 
no  special  laboratory  equipment,  test  tubes, 
liquid  reagents,  or  external  sources  of  heat. 

One  or  two  drops  of  the  specimen  to  be  tested 
are  dropped  upon  a little  of  the  powder  and 
a color  reaction  occurs  immediately  if  acetone 
or  reducing  sugar  is  present. 

Patients  are  easily  taught  to  use  Galatest  and 
Acetone  Test  (Denco). 

W rile  for  descriptive  literature. 

THE  DENVER  CHEMICAL  MANUFACTURING  CO.,  Inc. 

Dept.  112-H.J63  Varick  Street.  New  York  t3.  N.  Y 
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so  many  new  things 
in  this  iiPir  supplement . . . 

For  almost  forty  years  now  the  Picker  X-Ray  Accessories  Catalog  has  been  the 
standard  of  reference  for  materials  used  in  radiography,  fluoroscopy,  and  radiation 
therapy.  You  will  find  it  on  thousands  of  doctors’  bookshelves. 


But  even  in  the  short  time  since  the  last  200-page  edition  (its  fourteenth). 
Picker  has  introduced  so  many  new  things — the  Picker-Polaroid 
process,  for  example,  which  delivers  a finished  dry  radio- 
graph within  a minute  after  exposure  . . . the  Darex  FlexiCast  “quick 
freeze”  Immobilizing  Cast — dozens  of  things  like  that — that 
we  now  find  it  necessary  to  issue  a 48-page  supplement  to 
include  them  all. 

We’ll  be  glad  to  send  you  the  supplement  if  you  already  have  the 
current  Picker  Accessory  Catalog.  Or  both,  if  you  don’t.  Either  way. 
you’ll  keep  abreast  of  recent  developments  in  this  eventful  field. 


one  source  for  everything  in  x-ray 


PICKER  X-RAY 
2 5 S . Broadway 


CORPORATION 
While  Plains.  N.Y. 
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^c't  tf€«/t  Icw-AooIium  -diet ficiti&nt 


DIASAL 


to  /le/fi  /him  l/atf  on  Atb  diet 


DIASAL  is  an  outstanding  salt  substitute. 

In  addition  to  its  fine  salt  taste,  it  contains  glutamic 
acid  to  bring  out  the  natural  flavor  of  each  food 
— and  it  can  be  used  in  cooking.  At  the  same 
time  its  high  potassium  content  protects 
your  patient  against  potassium  depletion, 
a hazard  of  low-sodium  diets.1 


DIASAL  LOOKS  LIKE  SALT 
DIASAL  TASTES  LIKE  SALT 
DIASAL  POURS  LIKE  SALT 


‘Of  all  the  products  [salt  substitutes]  studied, 
DIASAL  most  closely  approximates 
sodium  chloride  in . . . pour-quality, 
appearance  and  stability,"2  - 


DIASAL  IS  SAFE 


Contains  No  Lithium  • No  Sodium  • No  Ammonium 

ConiUtugnta:  potassium  chloride,  glutamic  acid  and  inert  excipients. 


DIASAL  may  be  freely  prescribed  in  congestive  heart  failure, 
hypertension,  arteriosclerosis  and  toxemias  of  pregnancy. 

It  is  contraindicated  only  in  severe  renal  disorders  and  oliguria. 

DIASAL  — in  2-oz.  shakers  and  8-oz.  bottles  at  all  pharmacies. 

Samples,  literature  and  pads  of  low-sodium  diets  available  on  request. 

1.  Fremont  H.  £.;  Bimmerman,  A.  B„  and  Shaitel,  H.  E-  Postgrad.  Mod,  10:216, 1931. 

2.  Rimmorman,  A.  B.,  et  al;  Am.  Pract  & Digest  Treat  2:168, 1931, 


E.  FOUGERA  & COMPANY,  INC, 

73  Varick  Street  New  York  13,  New  York 


25'JO 


mfo  REFRACTORY  CASES  OF  ANEMIA 
ARE  A WARNING  THAT  MORE 
COMPLETE  THERAPY  IS  NEEDED 


Complete  anemia  therapy  “...should  include  in  ad- 
equate amounts  all  essential  nutritive  elements...”1 

When  the  therapy  is  inadequate,  the  anemia  is  erro- 
neously classified  as  “refractory.”  Investigation  has 
revealed  that  so-called  “refractory  anemias”  usually 
respond  when  all  the  necessary  hemopoietic  and  nu- 
tritional factors  are  supplied.  HEPTUNA  PLUS  con- 
tains Vitamin  Bi2,  Ferrous  Sulfate,  Folic  Acid,  and 
Ascorbic  Acid  ...  for  maximal  hemoglobin  synthesis 
and  more  effective  hemopoiesis  . . . PLUS  other  es- 
sential Vitamins,  Minerals,  and  Trace  Elements 
necessary  for  blood  regeneration  and  for  the  main- 
tenance of  an  optimal  nutritive  state. 


For  Complete  Anemia  Therapy 

ALL  IN  ONE  * CAPSULE 


1.  McLester,  J.  S. : Nutrition  and  Diet  in 
Health  and  Disease.  Ed.  5 (Philadelphia : 
W.  B.  Saunders  and  Co.)  1949,  p.  636. 


J.  B.  ROERIG  AND  COMPANY 

S 3 6 LAKE  SHOIE  DRIVE,  CHICAGO  It,  III. 


FERROUS  SULFATE  U.S.P 4.5  gr. 

VITAMIN  B12 5.0  meg. 

FOLIC  ACID 0.33  mg. 

ASCORBIC  ACID 50.0  mg. 


COBALT 

COPPER 

MOLYBDENUM 

CALCIUM 

IODINE 

MANGANESE  _ 
MAGNESIUM  _ 
PHOSPHORUS. 
POTASSIUM  _ 
ZINC 


0.1  mg. 

1 mg. 
0.2  mg. 

37.4  mg. 
0.05  mg. 
0.033  mg. 

2 mg. 
29.0  mg. 

1.7  mg. 
0.4  mg. 


VITAMIN  A 5,000  u.  s p units 

VITAMIN  D 500  u s p units 

THIAMINE  HYDROCHLORIDE 2 mg. 

RIBOFLAVIN 2 mg. 

PYRID0XINE  HYDROCHLORIDE 0.1  mg. 

NIACINAMIDE 10  mg. 

CALCIUM  PANTOTHENATE 0.33  mg. 

With  other  B-Complex  Foctors  from  Liver 
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Editorials 

November  Fourth 


This  editorial  is  a last  call  to  the  physi- 
cians of  the  Empire  State  and  the  eligible 
voters  in  their  families  to  exercise  their  obli- 
gations as  citizens  at  the  polls.  There  are 
many  excuses  for  failure  to  register  and 
vote — indifference,  forgetfulness,  too  busy, 
too  tired,  not  interested — all  of  them  in- 
valid. It  is  surely  inconsistent,  to  say  the 
least,  that  we  say  we  regard  our  freedoms  as 
precious  possessions,  our  free  elections  as 
essential  to  the  democratic  process;  yet 
only  about  one  half  of  the  electorate  bothers 
to  register  a choice  at  the  polls.  It  is  not  a 
record  to  which  we  can  point  with  pride. 

The  officers  of  the  Medical  Society  of  the 
State  of  New  York  have  exerted  every  effort 
to  impress  upon  the  physicians  of  the  State 


the  necessity  for  each  to  fulfill  his  or  her 
civic  obligation  in  November;  the  Journal 
and  the  Bureau  of  Public  and  Professional 
Relations  have  provided  reminders  to  all 
members;  the  public  press,  radio,  and  tele- 
vision have  presented  fairly  the  views  of  all 
candidates  for  office  and  the  issues  of  the 
campaign. 

-We  sincerely  urge  all  of  our  members  to 
set  an  example  to  the  electorate  this  year  by 
going  to  the  polls  themselves.  Surely  the 
doctors  have  also  an  unparalleled  oppor- 
tunity to  reduce  the  disgraceful  ranks  of  the 
nonvoters  by  urging  their  patients  and  their 
families  to  register  and  vote  if  qualified. 

Now  is  the  time  for  all  good  men  to  come 
to  the  aid  of  the  United  States. 


When  asked,  after  the  ratification  of  the  Constitution  of  the  United  States,  what  sort  of  a 
government  we  have,  Benjamin  Franklin  is  said  to  have  remarked,  “A  republic — if  you  can 

keep  it.” 


2591 


President’s  Page 

THE  LEGAL  ASPECT  OF  HOSPITAL-PROFESSIONAL  RELATIONS 

In  considering  the  advisability  of  any  proposition  of  eco-  I 
nomics  in  medicine,  one  can  well  apply  the  test  of  whether 
he  would  be  willing  to  stand  up  in  public  and  advocate  it. 

If  there  is  anything  about  the  proposition  which  would  give 
him  pause  in  its  defense,  then  there  is  something  wrong  about  ] 
it  or  about  him. 

Allowing  that  it  is  not  in  the  best  interest  of  a patient  for  I 
him  to  lose  completely  the  privilege  of  selecting  the  physi-  I 
cian  or  surgeon  responsible  for  his  care  when  he  is  hospital-  I 
ized,  is  it  wise  that  every  hospital  in  the  State,  both  “charit-  I 
able”  and  “for-profit,”  be  deprived  by  law  of  the  privilege  I 
of  entering  into  contracts  with  those  physicians  whose  work,  I 
because  of  its  nature,  is  necessarily  confined  to  hospitals?  I 
What  objection  is  there  to  permitting  the  hospital  to  collect  I 
fees  from  patients  for  the  professional  services  rendered  by  I 
such  physicians? 

Careful  consideration  is  to  be  given  to  the  interests  of  I 
the  doctors  and  hospitals  of  this  State,  but  the  primary  con-  I 
sideration  in  the  equitable  disposition  of  this  problem  is  that  I 
the  public  interest  be  paramount. 

What  is  the  public  interest?  Simply  stated,  it  is  that  individuals  needing  hospital  | 
care  be  able  to  get  as  complete  medical  and  surgical  attention  as  their  needs  demand,  under  I 
the  supervision  of  a physician  or  surgeon  of  their  own  choosing. 

In  order  to  provide  full  medical  and  surgical  care,  ancillary  services  of  radiologists,  I 
pathologists,  biochemists,  and  bacteriologists,  as  well  as  the  elaborate  and  expensive  equip-  I 
ment  which  they  require,  must  be  available  within  the  hospital. 

In  Federal,  State,  county,  and  municipal  hospitals,  there  is  practically  no  freedom  of  I 
choice  of  physician  by  the  patient.  This  is  made  necessary  partially  by  factors  of  economy  I 
and  efficiency,  but,  by  and  large,  the  public  interest  is  protected  when  the  agencies  involved  ■ 
select  with  care  their  medical  staffs.  It  is  fundamental  in  professional  ethics  that  the  doctor  I 
be  as  loyal  to  such  pat  ients  as  to  his  self-paying  patients. 

Nevertheless,  experience  has  shown  that  usually  if  the  patient  chooses  his  physician  J 
and  pays  him  either  directly  or  through  some  form  of  insurance  coverage,  confidence  in  the  I 
physician  thereby  engendered  results  in  more  effective  therapy.  That  such  personal  con-  \ 
tact  is  necessary  with  reference  to  each  physician  involved  in  ancillary  procedures,  some  of  1 
whom  never  sec  the  patient,  is  open  to  much  doubt.  Moreover,  the  very  valuable  contribu-  I 
tions  of  biochemists,  bacteriologists,  and  various  types  of  technically  trained  people  in  the  I 
pathology  and  x-ray  departments  at  hospitals  are  made  by  people  who  are  not  trained  as  I 
physicians  and  do  not  need  to  be  to  accomplish  their  work  in  a superior  manner  as  long  as  I 
their  objectives  are  outlined  by  the  physician. 

That  hospital  specialists  in  the  laboratory  branches  of  medicine,  such  as  pathology,  §| 
radiology,  and  electrocardiology,  should  wish  to  be  known  as  practitioners  of  medicine  li 
rather  than  as  technicians  is  natural  and  praiseworthy.  They  bring  to  their  ancillary  func-l 
tions  t he  training  of  a physician  which  enables  them  to  evaluate  their  work  in  a way  which 
is  rarely  possible  by  the  doctor  of  philosophy  in  biochemistry,  bacteriology,  and  radio-  fi 
physics.  Such  prestige,  however,  would  seem  to  be  better  obtained  and  more  firmly  fixed  ■ 
in  the  minds  of  the  physicians  and  patients  served  by  demonstration  of  knowledge  and  f 
ability  than  by  any  legally  determined  manner  of  compensation. 

It  has  been  stated  that  “A  recognized  medical  society  has  a right  to  adopt  and  enforce* 
against  its  members  a code  of  ethics  prohibiting  their  engagement  in  activities  which  are|-| 
calculated  to  jeopardize  their  professional  standing  as  physicians.”  However,  there  exists, fc 
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along  with  this  right,  an  obligation  to  make  a careful  study  of  the  activity  such  as  the  one 
here  under  consideration  before  declaring  that  it  is  one  calculated  to  jeopardize  the  standing  of 
the  physicians  involved.  It  must  first  be  determined  unequivocally  that  the  practice 
questioned  is  unethical,  before  any  disciplinary  action  is  taken.  The  procedures  embodied 
in  the  Constitution  and  Bylaws  of  the  State  Society  for  determining  questions  of  unethical 
conduct  were  adopted  to  protect  the  best  interests  of  both  the  public  and  the  profession  and 
must  be  rigidly  followed.  The  adoption  by  the  House  of  Delegates  of  a resolution 
declaring  that  every  physician  who  receives  remuneration  from  a hospital  which  collects 
fees  for  his  services  rendered  is  practicing  unethically  raises  a serious  question  whether  the 
applicable  procedures  outlined  in  the  Constitution  and  Bylaws  have  been  properly  adhered 
to. 

Another  serious  problem  arises  in  connection  with  this  whole  question.  A practice 
which  the  medical  profession  may  consider  unethical  may  be  completely  proper  under  the 
present  state  of  the  law.  A doctor,  like  any  other  individual,  may,  under  the  present  laws 
of  New  York  State,  hire  out  his  services  to  a charitable  hospital. 

The  question  of  whether  or  not  it  is  detrimental  to  the  public  welfare  for  a hospital  to 
collect  fees  from  a patient  for  services  rendered  him  by  both  the  hospital  and  the  doctor  and 
for  the  hospital  then  to  remunerate  the  doctor  for  his  services  is  one  of  far  greater  import 
than  simply  whether  or  not  the  canons  of  professional  ethics  have  been  violated.  It  is  one 
which  requires  broad  consideration  by  the  legislature.  The  whole  field  of  corporate  practice 
of  medicine  by  hospitals  is  under  fire. 

Do  Hospitals  Practice  Medicine? 

Voluntary  hospitals  are  chartered  by  the  State  as  nonprofit,  benevolent  corporations. 
They,  like  all  corporations,  are  creatures  of  the  law,  possessing  only  those  powers  conferred 
by  their  charter,  either  expressly  or  as  incidental  to  their  existence.  They  are  chartered 
to  care  for  the  sick,  a purpose  which  can  be  expressed  and  performed  only  through  the  efforts 
of  natural  persons  trained,  licensed,  and  authorized  professionally  to  care  for  the  sick. 

The  courts  of  New  York  State  exempt  charitable  hospitals  from  the  prohibition  that 
no  one  except  a licensed  physician  may  practice  medicine,  in  that  such  institutions  possess 
legislative  authority  to  practice  medicine  through  the  medium  of  their  staffs  of  licensed 
physicians  and  surgeons  who,  themselves,  perform  the  professional  functions  of  the  hospital. 
These  professional  functions  are  performed  by  persons  skilled  in  the  various  aspects  of  the 
medical  art ; whether  a charge  is  made  for  the  services  by  the  hospital  or  payment  is  made 
to  the  physician  is  not  determinative  of  the  practice  of  medicine. 

The  law  in  New  York  State  views  private,  “for-profit”  hospitals  in  a different  light, 
however.  They  are  relegated  to  the  role  of  a specialized  hotel  where  the  sick  may  be 
treated  by  physicians  of  their  own  choosing  who  are  expressly  or  impliedly  employed  by 
them.  Such  proprietary  hospitals  may  not  recover  for  medical  or  surgical  services  and  are 
forbidden  to  engage  in  the  practice  of  medicine.  Of  course,  under  certain  circumstances, 
private,  “for-profit”  hospitals  do  properly  employ  physicians  on  a full-time  basis  as,  for 
example,  in  the  case  of  resident  physicians.  It  is  clear  that  there  is  no  justification  for 
profiteering  on  medical  services  by  the  organization  of  a business  corporation  to  conduct  a 
hospital  for  profit,  or  for  profiteering  in  any  part  of  medical  service,  such  as  blood  banking  or 
cosmetic  surgery. 

The  organized  medical  profession  in  New  York  State  has  appealed  to  the  legislature  in 
the  past  and  has  charged  its  officers  again  to  appeal  to  the  legislature  in  1953,  “to  amend 
the  general  business  law  in  relation  to  the  conduct  of  hospitals,”  by  enacting  that  hospitals, 
“may  employ  physicians  and/or  surgeons  under  a contract  or  salary  arrangement  for  the 
medical  diagnosis  and/or  treatment  of  patients,  only  when  such  diagnosis  and  treatment  is 
a public  charge ”;  and  that,  “in  all  other  cases  such  medical  diagnosis  and/or  treatment 
shall  be  rendered  to  patients  in  such  hospital  independently  of  other  hospital  charges  and 
under  contractual  relationship  between  the  patient  and  the  physician,  or  physicians”; 
and  that,  “it  shall  be  unlawful  for  any  hospital  corporation  to  be  the  vendor  of  medical 
diagnosis  and/or  treatment”;  even  that  “hospital  fees  for  first  aid  in  accident  cases  and  in 


251)4 


PRESIDENT’S  PAGE 


IN.  Y.  State  J.  M. 


cases  of  extraordinary  emergency  shall  be  limited  to  charges  for  bed,  food,  dressings,  and 
supplies  and  other  institutional  services,  exclusive  of  medical  diagnosis  and/or  treatment.” 

Before  accepting  a bill  such  as  the  one  in  question  as  being  in  the  public  interest  and 
working  for  its  passage,  the  individual  physician  must  consider  that  it  will  tend  to  make  i 
the  conditions  under  which  hospital  specialists  render  services  extremely  unstable.  The 
interest  of  the  public  lies  in  having  available  as  a part  of  hospitalization  all  of  the  profes- 
sional services  of  these  specialists  at  all  times.  Why  the  public  interest  lies  in  the  details 
of  the  remuneration  of  the  specialists  is  not  clear.  People  could  probably  get  used  to  re- 
ceiving a few  more  bills  from  individual  physicians  instead  of  receiving  a package  bill  from 
the  hospital.  In  fact,  some  might  get  satisfaction  out  of  getting  more  specific  information 
on  where  the  money  for  their  hospital  costs  goes,  but  wherein  their  therapeutic  and  eco- 
nomic interests  would  be  improved  is  not  clear. 

The  logical  implication  of  this  bill  is  that  if  the  hospital  collects  no  fee  for  the  hospital 
specialist’s  service,  it  does  not  practice  medicine,  but  if  it  collects  a fee  it  does  practice  medi- 
cine and,  in  corollary,  that  to  establish  beyond  peradventure  that  the  pathologist  and 
radiologist  are  practitioners  of  medicine,  they  must  be  compelled  to  collect  the  fee  for  their  ■ 
services  rendered. 

The  trouble  with  this  bill  is  that  it  merely  prohibits  the  existing  possibility  of  the  hos- 
pital’s collecting  fees  for  services  rendered  by  physicians  and  making  whatever  financial  ar-  i 
rangements  with  the  physicians  working  therein  as  are  mutually  acceptable.  It  is  de- 
signed to  prevent  the  hospital  corporation  from  retaining  the  excess  of  income  over  ex- 
penses in  any  professional  department,  but  it  does  not  provide  what  is  to  be  done  with  such 
departmental  profit  except  by  inference  that  the  hospital  specialist  will  get  it. 

What  will  the  public  think  about  its  “interest”  in  that  respect?  Will  it  think  it  is  j 
better  served  by  having  the  hospital  use  that  profit  or  by  having  the  individual  physician 
use  it?  Probably  the  first  thing  it  will  think  is  that  there  shouldn’t  be  any  profit.  It  will 
quickly  grasp,  however,  that  voluntary  hospitals  do  not  make  profit  and  will  quickly  be  ! 
shown  that  under  the  law  they  are  not  permitted  to  do  so.  If  the  public  gets  any  impression 
that  these  departmental  profits  are  of  sufficient  moment  to  raise  an  issue  about  the  pro- 
priety of  a hospital's  using  the  profit  in  one  department  as  a source  of  income  to  aid  in  its  : 
charitable  work,  what  will  be  the  natural  thinking  of  the  propriety  of  any  individual’s  re-t 
ceiving  that  profit?  The  legislature  charged  with  protecting  the  public’s  interest  will  de-| 
cide.  And  medicine  will  continue  on  its  costly  and  limping  way  of  trying  to  cure  rather 
than  prevent  the  disease  of  bad  public  relations. 
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ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 
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CANCER  OF  THE  THYROID 

William  L.  Watson,  M.D.,  F.A.C.S.,  New  York  City 


MAKING  an  accurate  preoperative  diag- 
nosis in  an  early  case  of  thyroid  cancer 
is  usually  difficult,  and  in  a certain  group 
of  cases  it  may  not  be  possible.  In  the 
late  or  advanced  stages  of  the  disease,  the 
diagnosis  is  as  easy  as  the  prognosis  is  poor. 

In  New  York  State  and  along  the  Eastern 
seaboard,  the  majority  of  thyroid  tumors 
are  of  the  discrete  embryonal  adenoma 
type,  and  the  danger  of  carcinomatous 
degeneration  taking  place  in  such  lesions  is 
very  real.  The  surgical  pathologist,  who 
carefully  sections  all  the  likely  portions  of 
a discrete  thyroid  adenoma  sent  to  him 
from  the  operating  room,  will  probably 
make  most  of  the  diagnoses  of  early  thyroid 
cancer.  Nearly  GO  per  cent  of  all  early 
cases  of  thyroid  cancer  are  discovered  in 
his  manner. 

Cancer  of  the  thyroid  occurs  more  fre- 
quently in  females,  the  proportion  being 
ibout  2 females  to  1 male.  In  the  majority 
if  cases,  it  occurs  in  adults  between  the  ages 
>f  forty  and  sixty  years,  but  it  may  occur 
it  any  age  between  the  first  and  ninth 
lecade  of  life.  On  one  tumor  service  in  a 
'lew  York  City  hospital  during  a recent 


twelve  months  interval,  we  discovered  4 cases 
of  thyroid  cancer  with  cervical  lymph  node 
metastases  in  patients  less  than  ten  years  of 
age.  These  were  treated  by  radical  surgical 
measures.  Six  per  cent  of  thyroid  cancers 
occur  in  patients  less  than  eighteen  years  of 
age.  On  the  other  hand,  my  oldest  patient 
was  eighty-six  years  of  age  when  she  came 
to  surgery,  and  she  remained  well  more  than 
five  years  after  operation. 

In  18  per  cent  of  a consecutive  series  of 
62  cases  of  primary  operable  thyroid  cancer, 
the  true  nature  of  the  disease  was  masked 
by  what  clinically  appeared  to  be  a benign 
adenoma  of  the  thyroid  gland.  Other  re- 
ports indicate  early  cancer  developing  in 
10  to  20  per  cent  of  all  fetal  thyroid  ad- 
enomas. 

Discrete  fetal  adenomas  of  the  thyroid 
vary  greatly  in  size.  As  the  small  lesions 
should  be  regarded  with  justifiable  suspicion, 
it  is  important  that  they  be  discovered  by  the 
examining  physician.  To  do  this,  the  pa- 
tient’s head  should  be  tilted  slightly  to  the 
side  of  the  suspected  lesion  in  order  to  relax 
the  sternocleidomastoid,  omohyoid,  and 
strap  muscles.  Then  the  larynx  should  be 
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dislocated  laterally  by  the  fingers  of  one 
hand  while  the  thyroid  lobe  is  manipulated 
out  of  its  bed  by  the  fingers  of  the  other 
hand.  In  this  fashion,  even  a small  pos- 
teriorly placed  adenoma  may  be  readily 
palpated. 

Patients  with  thyroid  cancer  may  have 
no  symptoms,  and  the  disease  is  often 
picked  up  on  routine  physical  examination 
(Figs.  1,  2,  and  3).  In  60  per  cent  of  the 
cases,  the  first  complaint  is  a lump  in  the 
thyroid  gland  (goiter).  In  about  20  per 
cent  of  the  cases,  the  first  finding  is  a lump 
in  the  neck  (cervical  metastases),  and  in 
about  12  per  cent  of  the  cases  the  chief 
complaint  is  bone  pain,  dysphagia,  or  dysp- 
nea (distant  metastases).  In  the  advanced 
stages  of  thyroid  cancer,  a frequent  com- 
plaint is  a peculiar,  low  grade,  persistent, 
spiking  type  of  fever.  This  is  especially 
true  when  skeletal  metastasis  has  taken 
place. 

In  three  instances,  patients  complaining 
of  difficulty  in  swallowing  and  a lump  in  the 
throat  were  found  to  have  cancer  of  the 
lingual  thyroid  type.  The  possibility  of 
cancer  developing  in  embryonic  thyroid 
tissue  at  the  base  of  the  tongue  must  be 
kept  in  mind. 

As  with  some  breast  tumors,  so  it  is  with 
discrete  thyroid  adenomas;  the  pathologist 
is  often  the  only  one  who  can  make  a pos- 
itive differential  diagnosis  between  benig- 
nancy  and  malignancy.  The  operator  at 
the  time  of  surgery  should  remove  the  entire 
thyroid  lobe  containing  the  discrete  ad- 


enoma and  send  it  to  the  pathologist  for  , 
formal  sectioning.  Frozen  section  and 
aspiration  biopsy  diagnoses  at  the  time 
of  surgery  may  be  helpful  but  are  not  always  i 
as  reliable  as  they  are  in  breast  surgery,  j 

The  most  common  diagnostic  error  en- 
countered clinically  is  brought  about  by  the 
remarkable  similarity  between  the  neck 
setting  in  Hashimoto’s  or  Riedel’s  struma 
and  thyroid  cancer.  Here  again,  there  is  no  : 
satisfactory  method  of  making  an  accurate  i 
differential  diagnosis  short  of  submitting  : 
an  adequate  block  of  fresh  tissue  for  micro-  ? 
scopic  study  by  an  experienced  pathologist.  I 

Basal  metabolic  studies  have  not  been  !j 
helpful  in  the  diagnosis  of  thyroid  cancer. 
Readings  ranging  from  a low  of  “minus  25”  I 
to  a high  of  “plus  74”  occurred  in  our  group 
of  patients,  and  no  consistent  trend  could 
be  determined  even  in  the  far  advanced  and 
terminal  cases. 

Radioactive  iodine  (I131)  is  diagnostically  , 
useful  in  determining  the  presence  and 
extent  of  metastases  in  those  thyroid 
cancers  which  pick  up  the  material,  but  it 
has  little  value  in  the  diagnosis  of  early 
thyroid  cancer. 

All  discrete  adenomas  of  the  thyroid 
should  be  surgically  removed  by  thyroid 
lobectomy,  as  the  possibility  of  malignant 
degeneration  in  these  growths  is  more  than 
1 to  10.  Radical  thyroidectomy  combined 
with  neck  dissection  is  indicated  when  a « 
definite  diagnosis  has  been  established  (Figs  * 
4,  5,  and  6). 
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Nov.  5 Fourth  Plattsburg 

Nov.  25  Second  Garden  City 


Time  of  Session 
Afternoon  (Dinner) 
Evening 

Afternoon  (Dinner) 
Evening 


Fig.  1.  A visible  rounded  neck 
mass  which  moves  upward  and 
downward  on  swallowing  is  al- 
most certainly  a thyroid  tumor. 


Fig.  3.  A systematic  exami- 
nation of  the  entire  neck 
for  evidence  of  lymph  node 
involvement  is  necessary. 


Fig.  2.  With  the  neck  relaxed,  a 
deeply  situated  thyroid  tumor 
becomes  palpable  when  the  lar- 
ynx is  dislocated  laterally  and 
the  examining  fingers  placed 
behind  the  gland. 
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Fig.  4.  When  cancer  of  the  thyroid  has 
been  diagnosed,  a radical  neck  dissection 
combined  with  subtotal  thyroidectomy  is 
clearly  indicated. 
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Fig.  5.  The  neck  dissection  in- 
cludes resection  of  the  sterno- 
mastoid,  strap,  and  omohyoid 
muscles,  the  internal  jugular  vein, 
the  thyroid  with  its  tumor,  as 
well  as  the  lymph  node  and  areo- 
lar tissue  contents  of  the  various 
neck  triangles. 


Metastatic  cancer 
in  lymph  nodes 
posterior  triangle 
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Invasion  of 
Internal  jugular 
vein  by  cancer 


Fig.  6.  Surgical  specimen  show- 
ing an  advanced  cancer  of  the 
thyroid  with  direct  invasion  of 
the  internal  jugular  vein  and  sec- 
ondary spread  to  the  lymph  nodes. 


Primary  cancer 
of  Thyroid 


Internal  jugularvein 


2597 


CM  OF 


H 0 
2 


1 1 1 1 1 1 1 1 1 1 

IOO  120 

MINUTES 

The  effect  of  100  mg.  of  Banthine  on  sigmoid  motility.  The  con- 
tractions did  not  return  during  the  experimental  period.1 


In  Intestinal  Hypermotility— Banthine" 

. .has  a prolonged  inhibitory  effect  on  human 

gastrointestinal  motility 

The  duration  of  its  action  is  striking , 5,1 


It  has  also  been  observed  that  definite  retardation  in  gastro- 
intestinal transit  time  in  individuals  with  hypermotility  was 
attributable  to  the  therapeutic  effect  of  Banthine.2 

B/ > N r H I N E Bromide  (brand  of  methantheline  bromide)— 
a true  anticholinergic— is  available  for  oral  and  parenteral  use. 


1.  Kern,  F.,  Jr.;  Almy,  T.  P.,  and  Stolk,  N.  J. : Effects  of  Certain  Anti- 
spasmodic  Drugs  on  the  Intact  Human  Colon,  with  Special  Reference  to 
Banthine  (/3-Diethylaminoethyl  Xanthene-9-Carboxylate  Methobromide), 
Am.  J.  Med.  11:61  (July)  1951. 

2.  Lepore,  M.  J. ; Golden,  R.,  and  Flood,  C.  A.:  Oral  Banthine,  an  Effec- 
tive Depressor  of  Gastrointestinal  Motility,  Gastroenterology  77:551  (April) 
1951. 
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the  trend  is  to  tablets 
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safety 
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ORAL  diuretics  are  simpler 
ORAL  diuretics  are  safer 

ORAL  diuretics  can  be  gives  with  greater  regularity 
ORAL  diuretics  are  more  convenient  for  patient  and  physician 

Among  oral  diuretics  THE  TREND  IS  TO  — 


in 

controll 
■ ■ 

ing 

umMERCUHYDRIN 

uMv  [lid owi&  OjcjuL 


the  simplest  method  of  outpatient  maintenance 

EFFECTIVE  AND  WELL  TOLERATED 

To  secure  the  greatest  efficacy  and  all  the  advantages  of 
Tablets  mercuhydrin  with  Ascorbic  Acid,  a three-week  initial 
supply  should  be  prescribed ...  25  to  50  tablets. 

Dosage:  One  or  two  tablets  daily — morning  or  evening — preferably  after  meals. 

Available:  Bottles  of  100  tablets.  Each  tablet  contains  meralluride  60  mg. 
and  ascorbic  acid  100  mg. 
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Symposium 

MULTIPHASIC  SCREENING  PROGRAMS 


INTRODUCTORY  REMARKS 


Arthur  B.  Robins,  M.D.,  New  York  City. — 
This  seminar  on  the  subject  of  multiphasic 
screening  has  been  arranged  as  a joint  meeting 
of  the  Section  on  Industrial  Medicine  and 
Surgery  and  the  Section  on  Preventive  Medi- 
cine and  Public  Health  because  of  the  great 
importance  of  this  topic  to  both  groups.  In 
the  field  of  preventive  medicine  we  have  seen 
the  progressive  reduction  in  morbidity  and 
mortality  from  acute  disease  and  the  growing 
importance  of  the  conditions  of  later  life. 
These  conditions  are  characterized  by  their 
insidious  nature  and  the  fact  that  they  are 
usually  asymptomatic  at  their  onset.  The 
same  can  be  said  for  many  of  the  industrial 
hazards  now  commonly  encountered.  At  the 
same  time  the  training  of  the  physician  has 
become  more  and  more  highly  specialized,  and 
the  necessity  for  the  conservation  of  his  time 
has  become  steadily  more  important.  These 
two  factors  have  made  it  essential  for  us  to 
study  technics  which  will  aid  in  the  detection 
of  these  insidious  ailments  and  also  conserve 
the  time  of  the  physician  through  the  fuller 
use  of  the  services  of  ancillary  personnel. 
This  has  prompted  the  arrangement  of  this 
seminar. 

These  considerations  are  particularly  ap- 
plicable to  chronic  disease  and  the  chronic 
disease  program  and  will  be  discussed  in  the 
paper  of  Dr.  Levin  and  Dr.  Brightman  on 
“The  Place  of  Multiphasic  Screening  in  the 
Chronic  Disease  Program.” 

One  of  the  facets  of  this  subject  which  we 


Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Joint 
Meeting  of  the  Section  on  Industrial  Medicine  and  Surgery 
and  the  Section  on  Preventive  Medicine  and  Public  Health, 
May  14,  1952. 


felt  required  special  attention  was  the  matter 
of  technics  and  technical  problems.  These 
include  the  choice  of  conditions  to  be  included 
in  multiscreening  examinations  since  a balance 
must  be  struck  between  inclusion  of  conditions 
which  are  so  frequent  that  screening  is  hardly 
appropriate  and  conditions  which  are  so  in- 
frequent as  to  make  the  procedure  of  screen- 
ing unnecessary.  The  question  of  the  ac- 
curacy of  screening  procedures  both  in  terms 
of  the  frequency  of  “missed”  diagnoses  and  of 
false  positives  is  of  great  importance,  as  is  cost 
and  facility  of  examination.  Last,  but  not 
least  important,  is  the  question  of  the  place  of 
the  history  and  physical  examination  in  the 
multiple  screening  procedure.  This  entire 
subject  will  be  covered  by  Dr.  Vlado  A.  Get- 
ting of  Massachusetts  in  his  paper,  “The  Cost 
and  Evaluation  of  Multiple  Screening  Proce- 
dures.” 

In  our  consideration  of  the  place  of  multi- 
phasic screening  in  the  programs  of  various 
agencies  and  of  the  technical  factors  and 
problems  connected  with  the  procedure  we 
should  never  lose  sight  of  the  most  funda- 
mental question  of  all:  Is  this  method  of 

examining  patients  good  medicine?  Is  it 
sound  clinically?  This  is  a phase  of  the  sub- 
ject that  has  been  of  particular  interest  to 
Dr.  Wilson  G.  Smillie  of  New  York  City,  and 
he  will  consider  it  at  length  in  his  paper, 
“Inherent  Inadequacies  of  Multiphasic  Screen- 
ing.” 

The  discussion  of  these  three  papers  will  be 
opened  by  Dr.  George  Rosen  of  New  York 
City  who  will  give  special  attention  to  the 
relationship  between  the  services  and  the 
education  of  the  public  concerned  in  multi- 
phasic screening  programs. 
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THE  PLACE  OF  MULTIPHASIC  SCREENING  IN  THE  CHRONIC 
DISEASE  PROGRAM 

Morton  L.  Levin,  M.D.,  and  I.  Jay  Brightman,  M.D.,  Albany,  New  York 

( From  the  Division  of  Medical  Services  of  the  New  York  State  Department  of  Health  and  the  Division  of 
Welfare  and  Medical  Care  of  the  New  York  State  Department  of  Social  Welfare) 


IT  IS  well  accepted  that  a complete  attack 
on  a disease  calls  for  a four-pronged  approach : 
(1)  primary  preventive  services  directed  at 
absolute  avoidance  of  disease,  (2)  secondary 
preventive  services  directed  at  the  earliest 
possible  detection  of  existing  disease  so  that 
progression  of  the  disease  process  may  be  halted 
or  slowed  and  complications  avoided  or  minimized, 
(3)  complete  treatment  services,  and  (4)  re- 
habilitation services  directed  at  training  and 
equipping  the  patient  to  compensate  for  any 
resulting  handicap  by  making  maximal  use  of  his 
residual  abilities.  Continued  research  is  needed 
to  develop  and  improve  each  of  these  approaches 
to  the  control  of  chronic  disease  and  disability. 
The  more  successful  the  first  type  of  service,  the 
less  need  to  call  upon  the  others.  With  many 
of  the  infectious  diseases  primary  prevention 
has  been  an  achievable  objective  and  has  been 
responsible  for  remarkably  successful  control 
programs. 

Lack  of  information  regarding  control  of  causa- 
tive factors  seriously  limits  the  current  possibilities 
of  primary  prevention  of  many  chronic  illnesses. 
Therefore,  it  is  necessary  to  concentrate  largely 
on  the  objectives  of  early  detection,  treatment, 
and  rehabilitation. 

Of  these  three,  provision  of  treatment  services 
for  discovered  illness  is  undoubtedly  the  most 
advanced.  Rehabilitation  of  chronically  ill  or 
disabled  persons  is  a relatively  new  field,  but  it  is 
rapidly  being  accepted  and  rehabilitation  centers 
are  being  developed  in  many  cities  of  the  State. 
On  the  other  hand,  the  majority  of  our  population 
has  not  been  taking  adequate  advantage  of  avail- 
able information  and  scientific  tools  for  the  earli- 
est possible  detection  of  chronic  disease.  This 
is  an  unfortunate  situation  because  the  more 
successful  a program  in  early  detection,  the  less 
will  be  the  demands  for  the  more  expensive  and 
too  often  less  effective  services  directed  at  treat- 
ment and  rehabilitation  of  advanced  disease. 

The  problem  of  chronic  illness  is  a direct  chal- 
lenge to  many  groups  besides  the  medical  profes- 
sion. It  is  of  direct  concern  to  industry,  which 
not  only  requires  a large  reservoir  of  manpower 
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but  cannot  afford  to  lose  the  skills  of  well-trained 
workers  with  long  experience  in  highly  technical 
occupations.  It  is  of  importance  to  social,  edu- 
cational, and  recreational  agencies  who  are  direct- 
ing their  efforts  toward  making  the  extra  years 
which  have  been  added  to  the  average  person’s 
life  more  fruitful  and  satisfying.  It  is  of  very 
great  importance  to  welfare  agencies,  whose 
clients  in  increasing  numbers  consist  of  persons 
unable  to  work  because  of  chronic  disability 
According  to  a recent  report  of  the  Special  Com- 
mittee on  Social  Welfare  in  New  York  State,1 
in  two  sample  surveys  of  welfare  loads  chronic 
illness  was  the  determining  factor  in  65  to  80 
per  cent  of  the  cases.  “As  their  numbers 
(the  chronically  ill)  increase,  the  burden  of 
maintaining  them  falls  more  heavily  on  the 
relatively  diminishing  number  of  productive 
workers,  and  unless  the  present  rate  of  increase  I 
is  checked,  it  may  indeed  become  unmanageable. 
While  the  economic  aspects  of  the  problems  are 
grave  indeed,  they  are  secondary  in  importance 
to  the  possible  deterioration  in  individual  and 
community  morale  which  may  take  place  unless  j 
a full-scale  effort  is  made  to  turn  back  the  tide 
of  dependency  at  its  source,  through  the  fullest 
possible  use  of  preventive  and  rehabilitative 
services.” 

Analysis  of  current  death  reports2  indicates 
that  78  per  cent  of  all  deaths  are  attributable  to 
chronic  diseases.  About  one  fourth  of  these 
deaths  are  caused  by  diseases  which  could  be 
considered  detectable.  The  major  diseases  in 
this  category  are  chronic  nephritis,  respiratory 
tuberculosis,  diabetes  mellitus,  various  forms 
of  cancer,  heart  disease,  and  syphilis.  There  are 
many  other  chronic  diseases  which  are  detectable 
and  which  are  responsible  for  a significant  per- 
centage of  chronic  illness  and  disability.  The 
problems  at  hand  are  (1)  what  are  the  most  prac-  , 
tical  methods  which  may  be  utilized  to  detect 
these  diseases  and  (2)  what  will  be  gained  by 
such  detection  in  terms  of  prolongation  of  life  i 
and  prevention  of  progress  of  the  disease. 

Single  Versus  Multiple  Disease  Detection 

Case-finding  along  categorical  lines  has  been 
an  accepted  procedure  for  many  years  and  has1 
been  stressed  particularly  in  the  development 
of  programs  in  tuberculosis,  syphilis,  cancer,  and  a 
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diabetes.  Much  of  the  success  of  these  programs 
has  been  attributable  to  the  concentration  upon 
the  one  disease  by  official  and  voluntary  agencies. 
This  “singular”  approach  has  been  due  to  several 
factors:  (1)  The  agencies  became  interested  in 
the  problem  because  of  high  morbidity  and  mor- 
tality rates  in  their  communities;  (2)  there  was 
something  that  could  be  done  about  the  problem 
if  cases  were  discovered  early;  (3)  appropriating 
legislative  agencies  could  be  influenced  by  dra- 
matic descriptions  of  the  ravages  of  the  disease, 
and  (4)  the  same  dramatic  efforts  could  be 
brought  to  bear  upon  the  public  to  get  them  to 
submit  to  examinations  and  also  to  make  finan- 
cial contributions  to  the  interested  voluntary 
agencies. 

When  the  practicability,  or  at  least  the  pos- 
sibility, of  mass  detection  programs  in  these 
four  fields  was  determined,  the  advantages  of 
testing  for  several  diseases  at  one  time  be- 
came obvious.  Also  obvious  was  the  attractive 
idea  of  adding  more  tests  to  the  examination  to 
make  the  process  as  comprehensive  as  possible. 
The  advantages  and  disadvantages  of  this  mul- 
tiple approach  have  been  well  reviewed  by 
Mountin.3  In  brief,  multiple  screening  utilizes 
the  same  administrative  and  educational  activi- 
ties for  several  diseases  at  the  same  time.  It  pre- 
pares a larger  proportion  of  the  population  for  a 
greater  number  of  screening  tests  than  could  be 
done  by  single  methods  along  categorical  lines. 
On  a test  basis  it  is  relatively  inexpensive,  par- 
ticularly when  physicians’  examinations  are  not 
included.  The  facilities  for  taking  the  test  can  be 
made  readily  accessible  to  large  segments  of  the 
population.  The  testing  takes  little  of  the  pa- 
tient’s time.  The  program  is  of  educational  value 
and  is  helpful  in  referring  patients  to  physicians 
j;  after  they  go  through  the  screening  tests.  Be- 
cause it  has  a potentiality  for  reaching  large 
segments  of  the  population,  it  can  give  a crude 
index  of  the  prevalence  of  various  chronic  diseases 

i in  a given  community  and  thus  help  in  the  future 
planning  of  public  health  programs. 

Among  the  disadvantages  is  the  lack  of  a 
| specific  target,  such  as  exists  in  the  single-disease 
l categorical  approach.  Multiple  disease  screening 
I is  a form  of  shotgun  method,  whereas  programs 
for  case-finding  in  tuberculosis,  syphilis,  and  dia- 
betes can  be  directed  toward  segments  of  the 

ii  population  recognized  as  having  higher  preva- 
lences of  disease  than  the  population  as  a whole. 

The  procedures  used  in  multiple  screening 
are  not  diagnostic  tests.  They  are  simply  pre- 
sumptive tests  utilized  to  screen  persons  who 
upon  further  examination  may  be  proved  to  have  a 
i chronic  disease,  in  order  to  reduce  the  number  of 
persons  to  whom  the  definitive  diagnostic  pro- 
cedure need  be  applied.  They  are  designed  for 


simplicity  and  cheapness.  Therefore,  their  relia- 
bility, at  the  present  time  at  least,  is  less  than 
desirable. 

It  has  been  said,  in  opposition  to  multiple  de- 
tection by  way  of  the  screening  method,  that  the 
apparently  comprehensive  nature  of  multiple 
screening  may  give  persons  an  unwarranted 
sense  of  security  and  decrease  the  possibility 
of  the  patient’s  going  to  the  physician  for  a com- 
plete examination.  On  the  other  hand,  the  re- 
porting of  false  positives  may  cause  unnecessary 
concern  on  the  part  of  the  patient  before  the  pos- 
sibility of  disease  is  eliminated. 

These  are  serious  objections  if  they  are  true. 
They  would  apply  largely  to  the  situation  in 
which  apparently  well  persons  are  brought  first 
into  the  multiple  screening  procedure  and  then 
are  sent  to  the  physician  of  their  choice  for  a re- 
port on  the  results  of  the  tests  and  for  further 
diagnostic  procedures  indicated  by  the  tests. 

The  experience  with  one  large-scale  multiple 
screening  program,  that  in  Richmond,  Virginia, 
may  be  cited  with  respect  to  these  objections. 
An  independent  study  of  the  program  made  by 
the  Health  Information  Foundation4  indicates 
that  about  two  thirds  of  the  persons  who  went 
through  the  screening  procedure  subsequently 
went  to  their  private  physicians  for  a complete 
physical  examination.  Thus,  in  the  great 
majority  of  instances  the  family  physician  had 
the  opportunity  of  allaying  unnecessary  concern, 
and  it  is  evident  that  the  multiple  screening 
procedure,  far  from  keeping  persons  from  seeking 
a family  physician,  encourages  them  to  do  so. 
For  example,  11  per  cent  of  the  persons  who  went 
through  the  screening  procedure  in  Richmond 
made  their  first  contact  with  a family  physician 
as  a direct  result  of  this  experience.  Seventy 
per  cent  of  physicians  interviewed  stated  that 
they  had  received  reports  from  persons  who  had 
never  before  come  to  them  as  patients.  Although 
this  experience  indicates  that  the  objections  of 
false  security  and  unnecessary  alarm  need  not 
obtain  in  a majority  of  cases,  nevertheless,  their 
possibility  remains,  particularly  when  detection 
is  directed  in  the  first  instance  to  persons  who  do 
not  consider  themselves  in  need  of  medical  care. 

The  Applicability  of  Multiple  Screening 

It  would  seem  highly  desirable,  whenever 
possible,  for  multiple  detection  to  be  kept  within 
the  framework  of  the  physician-patient  relation- 
ship. At  the  recent  National  Conference  on  Pre- 
ventive Aspects  of  Chronic  Disease,  held  in 
Chicago  in  March,  1951,  the  Committee  on  Early 
Detection  and  Screening  in  Private  Practice 
concluded  that  “the  best  way  to  detect  chronic 
disease  in  its  earliest  stages  is  for  every  doctor 
to  practice  detection  in  his  own  office.”6  The 
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committee  recommended  that  office  examina- 
tions for  detection  of  chronic  disease  include  a 
history,  physical  examination,  test  for  visual 
acuity,  hearing  loss,  increased  intraocular  pres- 
sure, laboratory  examination  of  a blood  sample 
for  hemoglobin  and  glucose  content,  serologic 
examination  for  syphilis,  x-ray  of  the  chest,  and 
urinalysis.  It  was  recommended  also  that  detection 
procedures  be  applied  to  all  members  of  the  family 
in  which  there  was  discovered  a case  of  rheumatic 
fever,  diabetes  mellitus,  hypertension,  blindness, 
deafness,  epilepsy,  tuberculosis,  or  syphilis. 

Recognizing  that  this  type  of  examination  is  an 
ideal  difficult  to  achieve  under  present  conditions, 
the  committee  went  on  to  say:  “The  tremendous 
demands  on  the  doctor’s  time  and  the  great 
expense  of  doing  many  of  these  procedures  on  an 
individual  basis  require  the  development  of 
technics  which  will  lighten  the  burden  on  the 
doctor  and  be  economically  feasible.  Such 
technics  are  utilized  in  mass  screening.  Since 
doctors  must  follow  through  suspicious  cases  to 
definitive  diagnosis  and  treatment,  it  is  important 
that  mass  screening  programs  for  communities 
be  cooperative  ventures  with  the  physician  as- 
suming a major  responsibility.” 

This  last  sentence  of  the  committee’s  recom- 
mendation deserves  special  emphasis.  The  peri- 
odic examination  is  the  responsibility  of  the 
physician.  Multiple  screening  may  well  serve 
as  an  initial  step  or  as  a final  step  to  this  examina- 
tion, but  it  does  not  replace  it.  The  establish- 
ment of  a multiple  disease  screening  facility  can 
serve  a useful  purpose  only  if  it  is  designed  as  a 
means  to  an  end,  rather  than  as  an  end  itself. 
The  important  thing  is  that  any  mass  screening 
program  must  be  incorporated  into  the  existing 
pattern  of  medical  care  rather  than  be  established 
as  a superstructure  whose  connections  with  or- 
ganized medical  practice  are  rather  loosely  drawn. 

The  question  arises  as  to  whether  a multiple 
screening  facility  should  be  established  primarily 
for  certain  readily  reachable  groups  of  persons,  or 
on  the  other  hand,  should  be  made  available  to 
the  general  public.  A major  multiple  screening 
program  conducted  in  San  Jose  in  1948  was  or- 
ganized essentially  for  the  employes  at  four 
industrial  plants.  The  Alabama  program  was 
built  around  the  law  requiring  all  persons  be- 
tween the  ages  of  fourteen  and  sixty-five  to  have 
their  blood  tested  for  syphilis.  In  carrying  out 
this  law,  the  Alabama  State  Department  of 
Health  modified  its  basic  program  in  order 
to  include  tests  for  anemia  and  diabetes  on  blood 
samples  for  syphilis  and  to  look  for  cardiac 
as  well  as  nontuberculous  pulmonary  diseases  in 
the  miniature  chest  x-ray  plates.  The  subjects 
were  easily  reached  through  the  administration  of 
the  law.  On  the  other  hand,  the  major  programs 


in  Boston,  Richmond,  and  Atlanta  have,  for  the 
most  part,  been  open  to  the  general  public,  al- 
though in  some  instances  the  testing  units  were 
carried  into  industrial  plants  and  schools.4 

Obviously,  the  sample  will  vary  in  its  com- 
position with  the  population  groups  served. 
For  example,  when  the  Richmond  multitest 
clinic  was  made  available  to  the  general  public, 
a random  sample  of  persons  entering  the  clinic 
indicated  that  73  per  cent  were  women  and  only 
27  per  cent  men.  Also,  the  proportion  of  Negroes 
in  the  sample  was  low  in  comparison  to  the  pro- 
portion of  Negroes  in  the  Richmond  population, 
namely,  13  per  cent  compared  to  31  per  cent. 
The  effectiveness  of  arranging  for  follow-up  will 
vary,  depending  upon  the  degree  of  liaison  be- 
tween the  screening  program  and  organized  medi- 
cal care  programs. 

In  determining  which  population  group  a 
screening  facility  can  set  we  most  effectively, 
it  is  important  to  consider  the  various  methods 
by  which  diseases  may  reach  diagnosis.  We  may 
distinguish  three  desirable  patterns  of  identifying 
diseases,  namely,  early  clinical  diagnosis,  clinical 
detection,  and  nonclinical  detection.  Early 
clinical  diagnosis  refers  to  the  identification  of  the 
nature  or  cause  of  illness  early  in  its  clinical 
course,  i.e.,  as  soon  as  it  produces  symptoms  of 
illness.  Clinical  detection  is  the  diagnosis  of 
disease  before  the  clinical  course  has  begun,  the 
existence  of  the  disease  being  detected  in  the 
course  of  an  examination  performed  for  some  un- 
related complaint.  Nonclinical  detection  implies 
discovery  of  the  existence  of  a disease  by  a physi- 
cian in  a completely  asymptomatic  (nonclinical) 
patient  during  the  course  of  an  examination  for 
checkup  purposes  only.  Screening,  which  is  the 
application  of  presumptive  tests  to  determine 
whether  there  is  a need  for  the  application  of  more 
definitive  diagnostic  procedures,  is  only  a pre- 
liminary, although  often  a necessary  one,  to  any 
of  these  three  types  of  diagnosis.  Thus,  screen- 
ing may  be  of  considerable  assistance  to  a 
physician  in  his  routine  examinations  of  asymp- 
tomatic patients,  in  searching  for  suggestive 
evidence  of  disorders  other  than  those  related 
to  a patient’s  chief  complaint,  and  in  get- 
ting quick  laboratory  information  which  may 
guide  him  in  reaching  a diagnosis  referable  to  the 
patient’s  complaint.6  Multiple  screening  as  a 
principle  is  not  new;  it  is  as  old  as  modern  medi- 
cine. What  is  new  is  the  proposal  to  make  the 
laboratory  and  technical  aspects  of  multiple 
screening  more  readily  and  widely  available. 

Multiphasic  Screening  as  a Service  to 
Existing  Medical  Programs 

Setting  up  a major  facility  for  multiple  disease 
screening  leading  to  nonclinical  detection  for  the 
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general  public  is  difficult  to  put  on  a sustaining 
basis,  reaching  all  elements  of  the  population 
and  being  well  integrated  with  the  pattern  of 
medical  care  in  the  community.  It  would  require 
intensive  educational  activities  to  keep  a stream 
of  patients  coming  in,  and  there  would  probably 
be  periods  of  waxing  and  waning  leading  to 
poor  utilization  of  personnel,  time,  and  funds. 
On  the  other  hand,  a screening  facility,  rendering 
services  to  persons  who  are  already  seeking 
medical  attention  for  any  complaints  whatsoever, 
or  otherwise  coming  within  the  framework  of  a 
medical  care  program,  would  assure  the  facility  of 
regular  referral  of  examinees  and  of  follow-up  for 
confirmation  and  treatment  of  detected  disorders. 

Suggested  Sources  of  Referral 

Private  Physicians. — This  would  be  a reversal 
of  the  pattern  followed  by  the  larger  demon- 
stration programs.  Under  the  suggested  pro- 
gram patients  would  be  urged  to  go  to  their  private 
physicians  for  routine  examinations  periodically. 
If,  upon  requesting  the  appointment  with  the 
physician,  the  patient  could  be  referred  first  to  the 
screening  facility,  the  results  of  the  screening 
test  could  then  be  available  to  the  physician  at 
the  time  of  the  examination.  The  time  required 
of  the  busy  physician  would  thus  be  conserved 
and  the  cost  to  the  patient  reduced  in  contrast  to 
the  situation  in  which  all  the  tests  are  done  in  the 
doctor’s  office.  Also,  the  entire  health  examina- 
tion could  be  done  by  the  physician  in  one  visit 
rather  than  having  the  patient  return  to  take 
laboratory  tests  or  obtain  his  results. 

Patients  coming  .to  the  physicians  for  specific 
complaints  could  be  referred  to  the  detection 
center  to  facilitate  the  completeness  of  the  doc- 
tor’s workup,  help  establish  the  diagnosis  of  the 
complaint  in  question,  or  to  discover  other  dis- 
eases which  may  be  present  but  not  related  to  the 
complaint. 

It  has  been  estimated  that  there  are  approxi- 
mately 51,000,000  visits  to  physicians’  offices 
i yearly.  Although  the  number  of  individual  pa- 
tients is,  of  course,  considerably  less,  the  referral  of 
these  patients  to  a screening  facility  would  affect  a 
very  large  segment  of  the  population.7 

Application  of  Screening  to  Hospitalized  Pa- 
tients.— The  number  of  admissions  to  general  hos- 
pitals in  1950  has  been  estimated  at  15,800,000.7 
Here  is  an  excellent  opportunity  to  carry  out 
multiple  disease  screening  for  detection  of  dis- 
eases other  than  that  for  which  the  patient  is 
hospitalized.  Routine  chest  x-ray  examina- 
tions are  now  being  given  to  patients  on  admission 
in  many  hospitals  of  this  State.  Other  hospitals 
for  many  years  have  been  doing  such  routine  tests 
I as  complete  blood  counts  and  blood  chemistries 


on  all  admitted  patients.  The  potentialities  of 
an  expanded  program  in  this  field  are  considerable. 

Screening  of  Industrial  Workers. — At  the  present 
time  only  the  larger  industrial  plants,  maintaining 
full-time  medical  services  or  significant  part-time 
services,  perform  complete  examinations  on  all 
applicants  for  employment,  including  laboratory 
and  x-ray  screening  tests.  Very  few  plants  re- 
peat such  examinations  annually  or  at  any  regu- 
lar intervals.  The  establishment  of  a screening 
facility,  serving  all  industrial  plants,  large  and 
small,  to  which  industrial  plants  or  trade  union 
organizations  could  refer  industrial  workers  regu- 
larly, has  considerable  potentialities.  Both 
plants  and  unions  could  share  in  the  responsi- 
bility for  encouraging  persons  with  positive  find- 
ings to  seek  medical  care. 

Insurance  Examinations  — It  is  well  known 
that  the  ordinary  examination  for  life  insurance 
consists  often  of  a perfunctory  urinalysis  and 
blood  pressure  determination.  Referral  of  all 
applicants  to  the  screening  iacility  could  serve 
to  the  mutual  advantage  of  the  applicant  and 
company  as  well. 

Likewise,  all  applicants  for  health  insurance, 
and  possibly  even  for  hospital  insurance  policies, 
could  be  referred  to  the  screening  center  as  a 
condition  for  policy  acceptance.  Positive  find- 
ings should  not  exclude  the  individual,  provided 
that  active  treatment  of  detected  disorders  were 
pursued.  Complete  periodic  health  examinations 
are  an  integral  part  of  some  of  the  better  organ- 
ized health  insurance  programs,  particularly  that 
of  Health  Insurance  Plan  of  New  York  City. 

Welfare  Recipients. — It  has  been  pointed  out 
above  that  the  ranks  of  welfare  recipients  are 
being  swelled  considerably  by  the  increasing  prev- 
alence of  chronic  illness,  especially  among  the 
aging  population.  Treatment  and  rehabilitation 
services  for  the  diseases  responsible  for  disability 
should  be  accompanied  by  screening  for  other 
chronic  diseases  so  that  the  patients  may  be  re- 
stored to  useful  occupations  as  quickly  as  possible. 
The  screening  procedures  could  be  applied  also 
to  the  families  of  the  relief  recipients  as  a means 
of  preventing  or  minimizing  further  medical 
problems  in  the  family.  The  number  of  persons 
on  public  assistance  in  New  York  State,  459,111 
in  January,  1952,  for  whom  a total  of  $20,564,716 
was  spent  that  month,  indicates  the  magnitude 
of  this  problem.8 

Comment 

Early  detection  of  chronic  disease  must  be  the 
prime  objective  of  the  public  health  approach  to 
this  problem  in  view  of  the  present  limitations  of 
primary  prevention.  Of  the  78  per  cent  of  all 
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deaths  commonly  attributable  to  chronic  dis- 
eases, about  one  fourth  are  considered  to  be 
detectable  through  available  diagnostic  methods. 
This  can  best  be  done  by  widespread  application 
of  the  principles  of  periodic  health  examinations. 

Unfortunately,  the  present  situation  regarding 
periodic  health  examinations  seems  very  unsatis- 
factory. On  the  one  hand,  there  is  a constantly 
increasing  demand  for  such  examinations,  stimu- 
lated by  practically  all  agencies  engaging  in  pub- 
lic education.  Leadership  in  creating  this  de- 
mand was  taken  by  the  American  Medical  As- 
sociation in  1925  when  it  published  “A  Manual  of 
Suggestions  for  the  Conduct  of  Periodic  Ex- 
aminations of  Apparently  Healthy  Persons.” 
State  and  local  medical  societies  and  official  and 
voluntary  health  agencies  have  joined  in  directing 
broadsides  of  appeals  to  the  public  to  seek  peri- 
odic examinations  of  a general  nature  or  for  spe- 
cific diseases. 

On  the  other  hand,  the  “supply”  of  such 
examinations  is  nowhere  commensurate  with  the 
demand.  It  is  reported  to  be  a common  experi- 
ence for  a person  trying  to  secure  a complete 
physical  examination  either  to  be  put  off  with  a 
perfunctory  examination  or  to  be  given  an  ap- 
pointment in  the  indefinite  future  “when  the  doc- 
tor is  not  so  overburdened  with  his  treatment  of 
the  sick.” 

This  limited  provision  for  periodic  examinations 
in  private  practice  is  understandable.  To  a cer- 
tain extent,  it  is  attributable  to  minimal  interest 
on  the  part  of  practicing  physicians  consequent  to 
lack  of  emphasis  in  medical  education  upon  the 
preclinical  aspects  of  disease.  However,  even 
where  interest  does  exist,  the  factors  of  time  and 
costs  are  important.  Commenting  on  the  Ameri- 
can Medical  Association’s  Manual  of  1925,  White 
states  that  “the  examination  proposed  was 
overly  cumbersome  and  could  hardly  have  been 
completed  even  then  for  the  suggested  fee  of 
$5.00. ”9  Modern  methods  of  examination  will 
well  augment  these  costs  when  performed  on  an 
individual  basis. 

Surely  the  public  is  entitled  to  a clarification  of 
the  issues  concerning  periodic  examinations. 
Certainly  some  experimentation  should  be 
directed  toward  reducing  the  costs  and  the  re- 
quired time  of  these  examinations  and  still  main- 
taining an  effective  procedure.  It  seems  squarely 
up  to  the  medical  societies,  the  health  depart- 
ments, and  the  voluntary  agencies  to  re-examine 
their  educational  policies  and  program  planning  to 


make  certain  that  “supply”  is  available  to  meet 
the  “demand”  they  are  trying  to  stimulate.  It  is 
up  to  these  same  groups  to  explore  jointly  the 
possibilities  of  tying  in  screening  procedures  with 
existing  patterns  of  medical  care  with  the  goal  of 
significantly  increasing  the  supply. 

Summary 

1.  Inadequate  information  regarding  causa- 
tive factors  detracts  from  the  potentialities  of 
primary  prevention  of  chronic  illness  and  leads  to 
emphasis  on  early  detection. 

2.  At  the  present  time,  it  is  questionable 
whether  full  advantage  is  being  taken  of  available 
information  and  scientific  tools  for  the  earliest 
possible  detection  of  chronic  disease. 

3.  Present  facilities  are  not  adapted  to  meet- 
ing the  demands  for  periodic  health  examinations 
being  created  by  the  public  health  educational 
policies  of  medical  societies,  health  departments, 
and  voluntary  health  agencies. 

4.  Multiphasic  screening,  utilizing  presump- 
tive tests  to  determine  whether  there  is  a need  for 
the  application  of  more  definitive  diagnostic 
procedures,  with  proper  safeguards,  is  an  excel- 
lent preliminary  procedure  to  any  form  of  ex- 
amination and,  by  reducing  the  cost  and  time  fac- 
tors, may  make  it  possible  to  extend  periodic 
examinations  to  significantly  larger  groups  of  the 
population. 

5.  The  goal  of  multiphasic  testing  must  be  to 
fit  the  plan  into  the  existing  pattern  of  medical 
care,  including  services  given  to  private  patients, 
welfare  recipients,  insurance  examinees,  and 
others.  This  method  seems  preferable  to  that  of 
establishing  a new  structure  which  cannot  be 
readily  integrated  with  present  programs. 
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The  great  art  of  learning  is  to  understand  but  little  at  a time. — John  Locke 


THE  COST  AND  EVALUATION  OF  MULTIPLE  SCREENING 
PROCEDURES 

Vlado  A.  Getting,  M.D.,  and  Herbert  L.  Lombard,  M.D.,  Boston,  Massachusetts 
( From  the  Department  of  Public  Health,  Commonwealth  of  Massachusetts) 


ANEW  concept  of  multiple  screening  com- 
pletely different  from  that  practiced  twenty 
years  ago  has  been  developed  during  the  past 
decade.  In  1910  the  U.S.  Maritime  Quarantine 
Service  developed  a screening  program1  consist- 
ing of  hurried  and  specialized  examinations  of 
immigrants  made  by  physicians  of  the  Public 
Health  Service  in  order  to  weed  out  undesirable 
aliens.  Following  the  1935  study  of  the  Com- 
mission on  the  Cost  of  Medical  Care,  an  attempt 
was  made  to  implement  the  recommendations  of 
an  annual  physical  examination  through  the  de- 
velopment of  the  simplest  history,  physical  ex- 
amination, and  laboratory  routine  which  could 
enable  the  doctor  to  pick  up  the  major  causes  of 
death  and  disability  in  adult  life.2 

The  modern  concept  of  multiple  screening  con- 
sists of  the  application  of  laboratory  tests  by 
technicians  to  apparently  well  persons.  The 
objectives  are  to  (1)  refer  persons  with  suspicious 
screening  results  to  their  family  physician  to  ob- 
tain the.  maximum  benefit  from  early  diagnosis 
and  treatment,  (2)  find  unrecognized  or  unsus- 
pected early  cases  of  progressive  diseases  for 
which  the  screening  procedures  are  administered, 
(3)  motivate  people  to  develop  a consciousness  of 
the  value  of  good  health  and  to  seek  health  super- 
vision and  early  medical  care,  (4)  motivate  phy- 
sicians to  practice  health  supervision  and  pre- 
ventive medicine,  (5)  prevent  disability  and  pre- 
mature death  due  to  the  development  and  prog- 
ress of  chronic  illness,  and  (6)  prevent  economic 
loss  to  the  individual  and  to  the  community  from 
unemployment,  prolonged  medical  care,  and  wel- 
fare costs. 

The  ultimate  objective  of  multiple  screening  is 
not  the  finding  of  positive  screening  results  in 
apparently  well  persons,  but  rather  it  is  the  mo- 
tivation of  people  with  suspicious  test  results  to 
seek  early  medical  care.  As  a matter  of  fact,  in 
Massachusetts  we  were  accused  by  some  of  being 
an  agency  acting  in  the  interest  of  the  physician  by 
channeling  apparently  well  persons  into  the  pri- 
vate doctor’s  office.  Our  reply  to  this  criticism 
was  simple.  If  an  apparently  well  person  has  a 
disease  of  winch  he  is  not  aware,  he  belongs  in 
the  physician’s  office  where  he  will  receive  early 
medical  care.  An  indictment  of  the  multiple 
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screening  program  on  the  basis  that  it  is  a mass 
diagnostic  procedure  and  that  its  main  objective 
is  case-finding  is  fallacious  for  it  is  based  on  false 
premises,  namely,  a complete  misunderstanding 
of  the  purposes  and  objectives  of  the  program. 
The  goal  of  multiple  screening  is  to  find  those 
conditions  which  require  early  attention  from  the 
physician  and  to  obtain  the  correction  of  the  con- 
dition in  the  physician’s  office.  It  is  this  latter 
part,  the  referral  of  the  patient  to  the  physician’s 
office  for  early  care,  that  is  the  prime  objective  of 
multiple  screening. 

Modern  multiple  screening  has  been  developed 
as  a result  of  experience  with  mass  screening  pro- 
grams. These  procedures  were  proved  to  be 
valuable  in  the  finding  of  suspicious  cases  and  in 
obtaining  early  diagnosis  and  treatment  from  the  *■ 
physician  or  clinic.  Unfortunately,  the  cost  for 
each  case  found  is  high.  Another  objection  to 
the  mass  screening  program  is  the  missed  oppor- 
tunity of  checking  on  the  presence  of  other  dis- 
eases. Sometimes  persons  develop  a false  sense 
of  security  if  they  receive  a report  of  negative 
findings.  These  facts  lead  to  the  use  of  the  com- 
bination of  several  mass  screening  procedures, 
such  as  photofluoroscopic  x-ray  of  chest  and  the 
blood  test  for  syphilis,  diabetes,  and  anemia.  To 
these,  other  screening  procedures  have  been  added 
as  technics  or  tests  have  been  evolved.  Such 
screening  programs  are  not  intended  to  replace 
the  diagnostic  skill  of  the  physician,  but  rather  are 
attempts  to  motivate  apparently  healthy  persons 
whose  tests  show  possible  presence  of  progressive 
diseases  in  order  that  they  may  seek  early  medi- 
cal care  from  their  physicians. 

Multiple  screening  is,  therefore,  not  a low- 
grade,  short-cut  practice  of  medicine;  it  is  a well 
conceived,  highly  integrated  system  of  laboratory 
tests,  the  results  of  which  make  available  to  the 
practitioner  information  about  his  patient  which 
he  does  not  otherwise  have.  Multiple  screening, 
moreover,  brings  to  the  doctor  patients  who 
would  not  ordinarily  consult  him  until  the  disease 
was  more  advanced. 

In  Massachusetts  multiple  screening  began  in 
1949.  After  several  months  of  planning  the 
Massachusetts  Department  of  Public  Health  pre- 
sented to  the  State  Medical  Society  a program3 
calling  for  the  development  of  research  multiple 
screening  clinics.  Simultaneously,  the  Director 
of  Postgraduate  Education  of  the  Massachusetts 
Medical  Society  presented  a similar  program. 
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After  a series  of  meetings  of  several  committees, 
the  Council  of  the  Massachusetts  Medical  So- 
ciety voted  at  its  annual  meeting  in  May  of  19494 
to  approve  the  establishment  of  five  pilot  clinics. 
At  the  same  time,  a committee  of  the  State  So- 
ciety on  pilot  clinics  was  set  up  to  advise  and  as- 
sist the  Massachusetts  Department  of  Public 
Health  in  developing  the  program.  The  Massa- 
chusetts program6  was  designed  (1)  to  evaluate 
the  specificity  and  sensitivity  of  the  screening 
tests  as  measured  against  a physical  examination 
and  against  a clinical  history,  (2)  to  study  the 
various  motivations  which  bring  people  to  the 
clinic,  and  (3)  to  study  the  cost  and  administra- 
tive technics  for  the  application  of  screening  in  a 
health  department,  in  a hospital  both  for  in- 
patients and  outpatients,  and  in  the  private 
practitioner’s  office. 

First  Pilot  Clinic 

The  first  pilot  clinic,  known  as  the  Health  Pro- 
tection Clinic,  was  opened  on  December  1,  1949, 
at  the  New  England  Center  and  Pratt  Diagnostic 
Hospital.  It  was  jointly  sponsored  by  the 
Massachusetts  Medical  Society  and  the  State 
Department  of  Public  Health.  Funds  were  ob- 
tained from  the  Public  Health  Service,  the  State 
Department  of  Public  Health,  the  Massachusetts 
Heart  Association,  and  the  American  Cancer  So- 
ciety through  the  Massachusetts  Division.  This 
initial  session  ended  on  June  30,  1950,  at  which 
time  2,620  persons  had  been  screened. 

A second  similar  session  was  held  in  the  same 
hospital  beginning  in  October,  1950,  and  con- 
tinuing through  June,  1951,  during  which  over 
5,000  persons  were  screened.  A third  session 
began  in  March,  1952,  at  the  Peter  Bent  Brigham 
Hospital  and  closed  in  June,  1952. 

Procedures  in  the  Massachusetts  Health 
Protection  Clinics 

Prior  to  his  visit  each  person  was  sent  a 222- 
question  form,  the  Health  Protection  Sclf- 
Screener,  which  issimilar  to  the  Cornell  Medical  In- 
dex but  has  been  adapted  for  special  use  in  the 
clinic.  At  the  first  session  of  the  clinic  the  pa- 
tient received  all  of  the  available  screening  tests 
and  a physical  examination;  at  the  second  session 
the  physical  examination  was  reduced  to  ten 
minutes,  and  at  the  third  session  it  was  elimi- 
nated. The  purpose  of  the  physical  examination 
was  the  evaluation  of  the  screening.  The  tests 
used  were  as  follows: 

1 . Self-screener  clinical  history 

2.  Blood  test  for  serology,  sugar,  and  hemo- 
globin 

3.  Urine  test  for  sugar  and  albumin 

4.  Vision  test 

5.  Hearing  test 


6.  70-mm.  chest  x-ray 

7.  Measurement  of  height  and  weight 

8.  Recording  of  blood  pressure  readings 

9.  Temperature  recording 

10.  Pulse  and  respiration  record 

1 1 . Hematest  for  occult  blood 

12.  Papanicolaou  smear 

13.  Electrocardiogram:  one-lead  and  12-lead 
check  on  suspicious  one-lead  cases  (test 
not  used  at  the  first  session) 

Through  the  application  of  these  three  types  of 
procedures,  namely,  the  screening  tests,  the  his- 
tory, and  the  physical  examination,  it  was  pos- 
sible to  make  statistical  evaluation  of  one  against 
the  other  two.  Persons  who  were  found  to  have 
positive  results  were  referred  to  the  family 
physician  or  to  an  outpatient  department  of  a 
hospital  for  diagnosis  and  treatment.  The  phy- 
sician was  asked  to  report  his  final  diagnosis.  If 
no  answer  was  received  after  a reasonable  length 
of  time,  a public  health  nurse  called  on  the  doctor 
to  determine  whether  or  not  the  patient  had  con- 
sulted him.  If  the  patient  had  not  visited  his 
doctor,  a social  service  worker  followed  up  the 
case. 

A second  pilot  clinic  has  been  opened  in  a 
community  of  less  than  30,000  and  is  located  in  a 
public  school  building.  This  second  clinic  con- 
sists entirely  of  laboratory  tests  and  the  self- 
screener,  omitting  the  physical  examination  en- 
tirely. 

The  cost  of  a research  program  is  much  greater 
than  that  of  a service  program.  The  total  cost 
per  person  in  the  first  session,  exclusive  of  central 
administration  and  research,  was  $10.04.  The 
total  cost  per  person  in  the  second  session  was 
$8.29.  These  costs  included  the  physical  ex- 
amination, the  screening  tests,  the  self-screener, 
the  salaries  of  all  personnel  including  the  follow- 
up with  the  family  physician,  all  supplies,  and 
rent. 

The  cost  per  person  without  the  physical  ex- 
amination was  $6.07  to  $5.92.  Detailed  analy- 
sis of  the  costs  can  be  obtained  in  the  study  of 
Table  I.  The  cost  of  applying  the  screening  tests 
ranged  from  $2.82  to  $1.83.  This  reduction  in 
the  second  session  was  due  to  the  screening  of  a 
larger  number  of  persons. 

Table  II  analyzes  the  cost  for  each  screening 
test.  The  cost  for  applying  the  screening  tests, 
exclusive  of  the  Papanicolaou  test,  was  $2.45  for 
the  first  session,  $1 .63  for  the  second;  the  weighted 
average  without  the  vaginal  smear  was  $2.04. 
The  weighted  average  cost  of  the  self-screener  or 
history  was  $0.30.  Thus  in  a service  program, 
the  application  of  the  screening  procedures  and 
the  self-screener  or  history  would  average  $2.34. 
In  a service  program  with  larger  numbers  of 
persons  being  screened,  the  cost  could  be  re- 
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TABLE  I. — Cost  of  Health  Protection  Clinics  per 
Person 


Cost  Per 
Person  at 
First  Clinic 
(2,620  Persons) 

Cost  Per 
Person  at 
Second  Clinic 
(5,057  Persons) 

Physical  examination 

$3,97 

$2.37 

Rent,  etc.* 

1.52 

2.11 

Screening  tests 

2.82 

1 . 83 

Self-screener  (history) 

.36 

,26 

Receptionist  and  admin- 
istrative nurse 

.39 

.29 

Follow-up  and  letters  to 
physicians 

98 

1.43 

Subtotal 

$10.04 

$8.29 

Central  administration 

6 23 

3 60 

Total 

$16.27 

$1 1 89 

* In  second  clinic  rent  included  laundry,  replacements,  and 
central  supplies.  Biggest  items  of  these  were  sheets,  bath- 
robes, syringes,  needles,  and  rubber  gloves. 


TABLE  II. — Estimated  Cost  of  Screening  Tests  (Per 
Person) 


First  Clinic  Second  Clinic 
(2,620  Persons)  (5,057  Persons) 


Vision 

$.22 

$.21 

Hearing 

. 17 

. 12 

X-ray  of  chest 

.69 

.28 

LTrinalysis 

.26 

. 17 

Blood  sugar 

.43 

32 

Hinton 

.20 

. 10 

Hemoglobin 

.20 

. 10 

Papanicolaou 

.38* 

.20* 

Hematest 

Height,  weight,  and  blood 

.02 

.03 

pressure 

.26 

.20 

Electrocardiogram 

. 10 

Totals 

Cost  per  person  (all  tests 

$2.83 

$1  83 

without  vaginal  smear) 
Weighted  average  cost 
(without  vaginal  smear) 
Weighted  average  cost  of 
self-screener 

Total  multiple  screen  tests 
including  history 

$2 . 45 

$2.04 

.30 

$2.34 

$1.63 

* $3.91  is  actual  cost  per  patient  having  test. 


, duced  to  approximately  $2.00  per  person.  Such 
i a figure  would  be  affected  by  the  type  of  tests 
utilized  and  the  number  of  persons  tested.  Un- 
1 fortunately,  time  does  not  permit  a more  de- 
tailed discussion  of  the  cost  per  condition  found 
1 or  the  cost  per  diagnosis  confirmed  by  the  family 

physician. 

ox*! 

Evaluation  of  the  Screener  and  Multiple 
Tests  Against  the  Examination  of  the  Family 
Physician 

While  the  family  physician  was  sent  the  find- 
ij  ings  for  all  patients,  only  62  per  cent  of  the  in- 
dividuals in  the  second  session  were  requested  to 
go  to  their  doctor.  The  physician  was  asked  to 
report  the  diagnosis  to  the  clinic.  The  family 
physicians  reported  on  1,399  persons.  They 
. stated  that  among  1,252  persons,  2,065  conditions 
»!  were  found,  an  average  of  1.65  conditions  per 
I person.  Of  the  remaining  147  persons  checked 
!]  by  the  family  physician,  214  conditions  could  not 
be  confirmed.  The  physicians  also  failed  to 
mention  3,098  conditions  screened  by  the  clinic 
|j  on  this  same  group  of  1,399  persons.  It  is  not 
known  whether  the  physicians  considered  that 


TABLE  III. — Evaluation  of  Self-Screener  or  Clinic 
History  (Based  on  1,399  Persons  On  Whom  Family  Phy- 
sicians Reported) 


Total  Positive 

Ratio  of  Confirmation 

Screening 

by  Family  Physician 

No  disease  screened 

48 

Eye 

355 

1 in  12.7 

Ear 

320 

1 in  11.9 

Respiratory 

178 

1 in  19  7 

Allergy 

331 

1 in  55 . 2 

Hypertension 

361 

1 in  2.7 

Heart 

274 

1 in  7.2 

Hyperthyroidism 

157 

1 in  17.4 

Arteriosclerosis 

96 

1 in  96.0 

Varicose  veins 

397 

1 in  8.6 

Mouth 

4 

1 in  0 

Hemorrhoids  or  rec- 

tal  polyp 

691 

1 in  10.2 

Other 

gastrointestinal 

213 

1 in  10. 1 

Rheumatism 

202 

1 in  10.6 

Skin 

573 

1 in  16.9 

Diabetes 

174 

1 in  7.9 

Breast 

55 

1 in  110 

Cystocele 

229 

1 in  17.6 

Female  genitals 

345 

1 in  3.5 

Prostate 

75 

1 in  6.3 

Other  male  genitals 

48 

1 in  24  0 

Urinary 

654 

1 in  26 . 2 

Overweight 

538 

1 in  1.8 

Underweight 

79 

1 in  6.5 

Organic,  nervous 

204 

1 in  68  0 

Mental  and  psycho- 

somatic 

306 

1 in  8.3 

Liver 

157 

1 in  22 . 4 

these  conditions  were  not  present  or  were  so 
minor  that  they  did  not  consider  them  worth 
mentioning,  or  whether  the  physicians  forgot  to 
mention  them.  Inasmuch  as  approximately  64 
per  cent  of  the  physicians  replied,  it  is  fair  to  as- 
sume that  the  physicians  tried  to  cooperate,  even 
if  they  did  not  consider  all  of  the  conditions  re- 
ferred to  them  in  each  individual  person. 

Evaluation  of  Self-Screener  or  History 

The  greatest  difficulty  in  evaluations  of  the 
validity  of  the  screening  test  is  that  there  is  no 
absolute  criteria  of  what  diseases  the  individual 
really  has.  The  family  physician  is  in  the  best 
position  to  make  this  determination.  Unfortu- 
nately, when  the  family  physicians  replied,  they 
recorded  some  conditions  but  made  no  mention  of 
others.  Consequently,  with  the  information  at 
its  disposal,  the  Department’s  staff  must  base  its 
conclusions  only  upon  those  conditions  for  which 
replies  were  received  from  the  family  physician, 
although  other  conditions  may  or  may  not  have 
been  confirmed  as  being  present.  Assuming 
that  some  of  the  conditions  were  confirmed  but 
not  reported  by  the  family  physician  the  self- 
screener  or  clinical  history  is  certainly  better 
than  is  indicated  in  the  ratio  of  one  to  ten.  The 
ratio  of  confirmation  of  screening  results  found  by 
the  self-screener  as  confirmed  by  the  physician 
varied  greatly  for  the  various  categories,  as  can  be 
seen  in  Table  III.  Altogether  of  the  3,098  con- 
ditions not  mentioned  the  following  corpprised 
63.9  per  cent:  hearing,  heart,  hypertension, hypo- 
tension, overweight,  vision,  cervical  pathology, 
hemorrhoids,  skin,  varicose  veins,  mental,  and 
psychosomatic  conditions.  An  analysis  reveals 
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TABLE  IV.-  Evaluation  of  Multiple  Screening  Tests 
(Based  on  1,399  Persons  On  Whom  Family  Physicians 
Reported) 


TABLE  V. — Comparison  of  the  Findings  of  Local  Phy- 
sician and  Clinic  (Assuming  Local  Physician  Correct) 
Percentages  of  Erroneous  Screenings 


Screening  Ratio  of 
Total  Confirmed  by  Confirmation 
Positive  Family  By  Family 

Screening  Physician  Physician 


Anemia 

108 

70 

1 in 

1.5 

Hearing 

167 

28 

1 in 

6.0 

Heart 

106 

41 

1 in 

2.6 

Hypertension 

324 

176 

1 in 

1.9 

Renal  disease 

72 

11 

1 in 

6.5 

Overweight 

Tuberculosis, 

554 

347 

1 in 

1.6 

lung 

3 

1 

1 in 

3.0 

Respiratory 

32 

10 

1 in 

3.2 

Syphilis 

7 

5 

1 in 

1.4 

Underweight 

5 

0 

1 in 

0 

Vision 

202 

66 

1 in 

3.1 

Diabetes 

66 

40 

1 in 

1.7 

Glycosuria 

87 

6 

1 in 

14,5 

Vaginal  smear 

21 

6 

1 in 

3.5 

Hematest 

29 

11 

1 in 

2.6 

Hypotension 

122 

4 

1 in  30 . 5 

Abnormalities 

shown  by  x-ray 

121 

17 

1 in 

7.1 

that  the  ratio  of  confirmation  by  the  family 
physician  of  the  history  was  high  in  heart, 
varicose  veins,  hemorrhoids,  diabetes,  mental, 
and  psychosomatic  conditions  but  was  low  in 
urinary  conditions,  male  genitals  other  than  pros- 
tate, and  organic  nervous  conditions. 

If  we  omit  the  diseases  that  appear  to  be 
poorly  screened  and  obtain  an  average  of  all 
others  by  combining  the  five  different  ratios,  the 
result  is  about  one  confirmed  case  for  every  seven 
suspected  on  the  basis  of  the  self-screener. 
Therefore,  it  is  our  opinion  that  for  the  majority 
of  the  diseases  the  self-screener  or  clinical  history 
is  reasonably  good,  but  for  a minority  of  the 
diseases  it  is  of  little  value.  Further  evaluation 
and  adjustment  of  the  self-screener  based  upon 
additional  experience  is  indicated. 

Confirmation  of  Screening  Tests 

Screening  tests  were  limited  to  17  different  cate- 
gories (Table  IV).  The  evaluation  of  the  multi- 
ple screening  tests  as  measured  by  the  family 
physicians  was  extremely  good;  it  was  poor  in 
glycosuria  and  miscellaneous  abnormalities  re- 
vealed by  x-ray  such  as  scoliosis,  etc.,  and  very 
poor  in  hypotension.  The  average  of  all  others 
was  about  one  diagnosis  for  every  two  positive 
screening  tests.  In  other  words,  one  out  of  two 
screening  tests  was  confirmed  as  positive  by  the 
family  physician.  The  clinic  findings  included 
the  use  of  the  physical  examination,  laboratory 
tests,  and  the  history.  Table  V presents  the 
listing  of  the  conditions  found  at  the  clinic  by  all 
the  methods  and  compares  these  with  the  find- 
ings of  the  family  physician  assuming  that  the 
family  physician  was  correct.  Data  are  not  yet 
available  to  evaluate  the  specificity  and  sensitiv- 
ity of  each  of  the  screening  tests. 

In  addition  to  the  evaluation  of  the  screener 
and  screening  tests  against  the  examination  by  the 
family  physician,  these  procedures  were  evaluated 
by  the  physical  examination  of  the  clinic  physi- 


„ ..  False  negative  False  positive* 

Condition  (Per  Cent)  (Per  Cent) 


Anemia 

Hearing 

Heart 

Hypertension 
Nephritis 
Overweight 
Underweight 
Cancer  lung 
Tuberculosis  lung 
Other  Respiratory 
Syphilis 
Vision 
Diabetes 
Glycosuria 
Carcinoma 
Uterus 
Breast 
Rectum 

Other  gastrointestinal 

Prostate 

Skin 

Mouth 

Other 

Chronic  cystic  mastitis 

Other  breast 

Fibroid 

Cystocele 

Cervical  pathology 

Other  female  genitals 

Ateriosclerosis 

Allergy 

Other  buccal 

Peptic  ulcer 

Hernia 

Hemorrhoids 

Rectal  polyp 

Liver  and  gallbladder 

Other  gastrointestinal 

Eyes 

Ears 

Goiter 

Hyperthyroidism 

Hypothyroidism 

Prostatic  hypertrophy 

Other  male  genitals 

Rheumatism 

Skin 

Urinary 

Varicose  veins 

Connective 

Mental  and  Psychosomatic 

Nervous,  organic 

111  defined 

Others 

Hypotension 

Menopause 

Healed  Lesions 


60 

15 

3 

7 

14 

14 

18 

10 

0 

28 

2 

1 

24 

0 

100 

0 

50 

75 

17 

17 

0 

29 

6 

20 

20 

29 

25 

62 

0 

78 

75 

75 

0 

67 

67 

67 

50 

0 

0 

100 

0 

0 

100 

0 

22 

18 

33 

27 

0 

18 

6 

4 

2 

4 

33 

21 

67 

0 

12 

12 

0 

0 

46 

12 

9 

9 

3 

5 

0 

25 

41 

35 

26 

29 

17 

0 

33 

0 

13 

7 

21 

15 

71 

0 

0 

12 

29 

29 

31 

0 

6 

0 

5 

5 

2 

2 

44 

12 

27 

4 

30 

22 

67 

67 

50 

14 

43 

20 

100 

0 

24 

0 

* Cases  not  mentioned  by  local  physician  are  omitted. 


cian  anil  by  an  analysis  of  the  data  made  by  the 
clinic  administrator,  who  was  also  a physician. 
Time  does  not  permit  the  presentation  of  these 
data,  but  in  general,  the  findings  of  the  clinic 
physician  and  the  clinic  medical  administrator 
were  the  same  as  those  of  the  family  physician. 

By  Return  Visit. — In  an  attempt  to  evaluate 
the  reliability  of  the  screening  tests,  about  900  of 
the  clinic  patients  were  requested  to  return  one 
year  later  for  a second  screening.  It  was  realized 
that  any  new  findings  might  be  the  result  of 
either  (1)  a missed  case  or  (2)  subsequent  devel- 
opment of  a new  case,  and  that  in  many  instances 
it  would  be  impossible  to  separate  these  two. 
Nevertheless,  in  spite  of  its  inadequacy  this 
method  seemed  to  be  the  best  available.  A total 
of  521  individuals  returned  for  the  second  screen- 
ing. The  duration  between  the  two  visits  to  the 
clinic  averaged  12.(3  months  with  a standard  de- 
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viation  of  1.1  month.  The  range  extended  from 
six  to  seventeen  months  with  over  90  per  cent  of 
all  observations  between  twelve  and  fourteen 
months.  Of  the  521  persons  who  returned  for 
the  second  screening,  163  persons  had  positive 
findings  as  a result  of  screening  tests  in  the  first 
session,  159  had  conditions  screened  by  other 
than  the  screening  tests  in  the  first  session,  and 
199  had  no  conditions  found  in  the  first  session. 

Of  163  individuals  who  had  positive  findings 
picked  up  by  the  screening  tests  in  the  first  ses- 
sion, only  73  of  these  conditions  were  found  in  the 
same  group  of  individuals  in  the  second  session, 
an  apparent  cure  of  55.2  per  cent. 

A total  of  141  new  conditions  were  found  at  the 
second  session;  86  of  these  were  found  by  the 
multiple  screening  tests,  55  others  by  the  history. 
In  addition,  266  new  conditions  were  reported  by 
the  physician  who  made  a ten-minute  examina- 
tion. It  would  be  desirable,  of  course,  to  sepa- 
rate the  141  new  conditions  found  by  the  self- 
screener  and  the  screening  tests  into  those  which 
were  missed  at  the  first  session  and  those  which 
were  new  entities.  However,  there  appears  no 
way  to  do  this. 

An  evaluation  of  the  screener  and  the  multiple 
tests  against  the  physical  examination  among 
these  521  individuals  indicates  that  (1)  11  per  cent 
of  the  persons  developed  new  conditions  during  the 
year  which  were  determined  by  the  screener,  and 
one  out  of  seven  such  conditions  was  confirmed 
as  being  present  by  the  family  physician;  (2) 
17  per  cent  of  the  persons  developed  new  con- 
ditions during  the  year  which  were  determined  by 
the  multiple  tests,  and  one  out  of  two  such  condi- 
tions was  confirmed  as  being  present  by  the  family 
physician;  and  (3)  when  the  new  findings  by 
both  the  screener  and  the  multiple  tests  are 
combined,  there  are  141  new  developments,  or 
27  per  cent  of  the  persons  had  new  conditions 
which  developed  during  the  year,  one  out  of  four 
being  confirmed  by  the  family  physician.  These 
data  are  being  carefully  analyzed  to  evaluate  the 
specificity  and  sensitivity  of  both  the  screener 
and  the  multiple  tests  on  the  basis  of  subsequent 
examinations. 

Conclusion 

In  1,252  persons  who  were  screened  at  the  clinic 
and  upon  whom  confirmatory  reports  were  ob- 
tained from  the  family  physician,  848  conditions 
were  found  by  the  screening  tests,  474  were  found 
by  the  self-screener  or  clinical  history,  and  365 
were  found  by  the  clinic  physician.  Thus  a total 
of  1 ,687  conditions  were  found  at  the  clinic.  If  no 
clinic  physician  had  been  in  attendance,  1,322 
conditions  would  have  been  picked  up  by  the 
multiple  screening  and  the  self-screener  com- 
bined. The  family  physician  on  examining  the 
patient  and  having  available  to  him  the  multiple 
screening  tests  and  self-screener  results  found 


2,065  conditions  or  743  conditions  more  than 
were  found  by  the  multiple  screening  tests  and 
the  self-screener.  Thus,  approximately  two 
thirds  of  the  conditions  which  could  be  found  by  a 
combination  of  physical  examination,  laboratory 
tests,  and  a self-screener  can  be  found  without 
the  assistance  of  a physician. 

The  modern  concept  of  multiple  screening  en- 
ables the  individual  to  benefit  in  a single  visit 
from  the  most  recent  developments  in  preventive 
medicine  and  health  supervision.  Multiple 
screening  enables  the  physician  to  do  more  for 
his  patient  by  giving  to  him  data  which  are 
generally  not  available  to  him.  Multiple  screen- 
ing causes  apparently  well  persons  who  were  not 
aware  that  they  might  have  a progressive  disease 
to  consult  their  physician.  The  cost  of  applying 
multiple  screening  should  approximate  $2.00  per 
person,  depending  upon  the  number  and  type  of 
tests  used.  A multiple  screening  program  is  a 
program  of  prevention6  and  has  been  accepted  by 
the  community,  by  the  persons  screened,  and  by 
the  physicians  in  other  states  as  well  as  in  Massa- 
chusetts. 

The  evaluation  of  the  screening  procedures 
utilized  in  the  Massachusetts  Health  Protection 
Clinic  indicates  a high  ratio  of  confirmations  by 
the  family  physician  of  tests  made  in  the  clinic. 
For  the  valid  screening  tests  one  out  of  two 
screening  findings  were  confirmed  by  the  family 
physician;  of  the  valid  questions  of  the  self- 
screener  or  history  one  out  of  seven  conditions 
were  confirmed  by  the  family  physician.  Since 
the  family  physician  did  not  evaluate  all  condi- 
tions reported  to  him  by  the  clinic  in  the  follow-up 
it  is  possible  that  this  ratio  of  confirmations 
could  be  even  greater.  Many  of  the  screening 
procedures,  such  as  the  blood  tests  for  sugar, 
hemoglobin,  and  serology  for  syphilis,  the  urinal- 
ysis, the  recording  of  height,  weight,  blood  pres- 
sure, and  temperature  are  applicable  in  a private 
practitioner’s  office.  All  of  these  procedures  can 
be  applied  in  a health  center  or  in  a hospital  for 
both  in-  and  outpatients.  The  Massachusetts 
Department  of  Public  Health  is  evaluating  the 
use  of  various  multiple  screening  tests  and  the 
self-screener  under  these  different  circumstances. 
Because  of  our  present  experience  we  are  con- 
vinced that  multiple  screening  will  prove  to  be  a 
valuable  program  for  both  the  patient  and  the 
physician  to  whom  he  is  referred. 
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INHERENT  INADEQUACIES  OF  MULTIPHASIC  SCREENING 

Wilson  G.  Smillie,  M.D.,  and  Richard  G.  Hahn,  M.D.,  New  York  City 

( From  the  Department  of  Preventive  Medicine  and  Public  Health,  Cornell  Medical  College,  and  the  Division 
of  Medicine  and  Public  Health,  Rockefeller  Foundation) 


MULTIPHASIC  screening  is  an  administra- 
tive device  in  public  health  which  has  been 
developed  in  order  to  promote  the  early  detection 
of  chronic  degenerative  disease  on  a community- 
wide basis.  It  is  based  on  an  extensive  public 
health  experience  with  monophasic  screening  in 
which  the  mass  detection  of  pulmonary  tuber- 
culosis and  serologic  procedures  in  uncovering 
syphilis  are  notable  and  successful  examples. 
The  philosophy  underlying  these  procedures  is 
sound  and  the  methods  that  have  been  devised  to 
implement  these  ideas  have  much  to  recommend 
them.  Nevertheless,  multiphasic  screening,  as 
it  has  been  practiced,  has  certain  inherent  defects 
which  are  so  important  that  they  not  only  nullify 
the  value  of  the  methods  but  eventually  bring  dis- 
credit to  the  organized  health  services  of  the 
community.  We  shall  demonstrate  that  multi- 
phasic screening,  as  it  has  been  planned  and  prac- 
ticed, is  based  on  untenable  premises.  It  repre- 
sents inadequate  medicine  and  is  not  good  public 
health.  It  will  render  a disservice  to  the  individ- 
uals who  are  examined  and  will  reflect  unfavor- 
ably on  the  official  or  voluntary  health  organiza- 
tions that  render  the  service. 

We  shall  summarize  briefly  some  of  these  de- 
fects: 

1.  One  important  defect  of  multiphasic 
screening  is  that  the  physician  who  is,  after  all, 
the  person  who  is  responsible  for  the  early  diag- 
nosis of  degenerative  disease  has  no  opportunity 
to  secure  an  intimate  knowledge  of  the  individual. 
The  detection  of  degenerative  disease  requires  a 
detailed  knowledge  of  the  person : his  habits,  his 
environment,  his  family  history,  his  past  illnesses, 
and  his  mode  of  life.  Under  the  mass  screening 
plan  only  those  who  are  found  to  have  positive  or 
presumptive  tests  are  referred  to  a physician  at 
all.  The  remainder  are  seen  by  technicians  only. 
Of  1 ,000  adults  who  are  tested  at  random,  950 
will  be  informed  that,  presumably  at  least,  they 
are  well  and  thus  do  not  need  medical  supervision. 
No  history  or,  at  most,  a very  cursory  and  frag- 
mentary one  is  taken  at  the  time  that  the  initial 
tests  are  made,  and  there  is  no  opportunity  for  an 
appraisal  of  the  “negative”  group  by  a physician. 
This,  we  believe,  is  not  good  medical  care. 
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2.  The  various  clinical  tests  that  are  em- 
ployed in  multiphasic  screening  are  considered  as 
diagnostic  tests  or  diagnostic  aids.  The  major 
difficulty  is  that  the  tests  that  have  been  em- 
ployed are  not  truly  diagnostic,  that  is  to  say, 
there  is  no  general  agreement  as  to  whether  or 
not  a given  “reading”  has  significance.  Does  it 
lie  within  the  “normal”  range  and  thus  within 
normal  physiologic  variation,  or  is  the  finding  a 
true  indication  of  disease?  As  a matter  of  fact, 
in  most  of  the  tests  that  are  employed,  we  do  not 
possess  even  an  approximately  precise  value  or 
measure  which,  on  the  one  hand,  may  indicate 
that  a finding  is  within  physiologic  limits  or,  on 
the  other  hand,  is  really  indicative  of  a disease 
process. 

This  lack  of  a precise  end  point  must  lead  in- 
evitably to  (a)  certain  false  positive  interpreta- 
tion of  results,  (6)  a series  of  false  negative  find- 
ings. This  is  true  whether  we  are  considering 
such  simple  measurements  as  weight  or  systolic 
blood  pressure  or  whether  we  are  concerned  with 
a more  complex  interpretation  of  the  findings  re- 
lating to  sugar  content  of  the  blood  or  increased 
intraocular  tension. 

False  positive  interpretations  lead  to  (a)  undue 
and  unnecessary  apprehension  for  those  who  have 
been  selected  from  the  mass,  ( b ) unnecessary  ex- 
penditure of  money  and  time  by  those  who  have 
comprehensive  follow-up  examinations  as  a re- 
sult of  the  initial  finding,  and  (c)  a resultant  lack 
of  faith  and  confidence  in  the  medical  profession 
and  in  the  public  health  department.  False 
negative  findings  lead  to  an  assurance  by  the  per- 
son who  has  been  found  negative  in  all  tests  that 
he  is  in  good  physical  condition  and  need  give  his 
health  no  further  concern.  Even  though  moder- 
ately severe  symptoms  of  illness  may  occur,  the 
screened  out  person  is  induced  to  delay  seeking 
medical  attention  because  he  has  been  told  that 
all  his  tests  are  negative.  The  false  interpreta- 
tions of  apparently  positive  results  are  not  too 
serious  since  the  person  will  be  referred  to  a physi- 
cian for  subsequent  evaluation,  but  a false  nega-  1 
tive  interpretation  may  be  serious  since  the  person 
assumes  an  entirely  unjustified  conclusion  that  he  ■ 
is  perfectly  well. 

3.  Screening  tests  are  static.  The  findings  I 
represent  a very  limited  cross  section  of  a popu- 
lation and  a simple  profile  of  an  individual  at  a 
particular  moment  and  bear  little  if  any  relation 
to  the  factors  which  have  a continuous  influence 
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on  the  life  of  the  individual.  It  is  true  that  the 
tests  may  he  repeated  at  regular  (yearly)  intervals 
and  thus  circumvent  this  difficulty  in  part. 

4.  Clinical  tests  of  any  type,  whether  they  are 
done  in  the  laboratory  or  in  an  office,  are  not  an 
end  in  themselves  but  are  only  a means  to 
an  end.  A positive  Wassermann  does  not  repre- 
sent a diagnosis  of  syphilis,  or  a systolic  blood 
pressure  of  170  does  not  make  a diagnosis  of 
chronic  hypertension.  Good  medicine  requires 
that  the  physician  utilize  all  the  necessary  clinical 
tests  that  aid  him  in  making  a diagnosis.  After 
considering  these  findings,  together  with  an  ap- 
praisal of  the  entire  mental  and  physical  makeup 
of  the  individual,  he  then  is  able  to  evaluate  the 
situation  and  make  a suitable  diagnosis.  The 
clinical  tests  which  are  carried  out  by  technicians 
are  of  little  value  unless  they  are  interpreted  in 
proper  proportion  and  perspective. 

5.  We  have  assumed  that  mass  multiple 
screening  will  be  effective  because  of  the  success 
of  mass  monophasic  screening.  The  analogy 
between  mass  tests  for  diagnosis  of  a given  infec- 
tion, such  as  tuberculosis  or  syphilis,  and  multiple 
tests  for  detection  of  degenerative  disease  is  not 
valid.  We  learned  long  since  and  perhaps  have 
forgotten  that  mass  measures  for  detection  of  in- 
fectious disease  were  of  little  diagnostic  signifi- 
cance. The  chief  public  health  value  of  those  tests 
lay  in  (a)  the  epidemiologic  knowledge  that  was 
secured,  (6)  determination  of  sources  of  infection, 
(c)  aid  in  follow-up  of  contacts,  and  (d)  develop- 
ment of  better  control  measures. 

It  is  conceivable  that  mass  detection  of  the 
early  phases  of  degenerative  disease  will  bring  us 
better  epidemiologic  information  in  regard  to 
these  conditions,  and  this  will  result  in  more  ef- 
fective control  measures.  As  these  multiphasic 
screening  tests  are  formulated  at  the  present 
time,  however,  these  desirable  objectives  will  not 
be  obtained. 

In  conclusion,  multiphasic  screening,  as  pres- 
! ently  conceived  and  formulated,  does  not  rep- 
resent adequate  medical  care.  It  is  not  an 
effective  public  health  procedure.  It  is  basically 
unfair  to  the  great  majority  of  the  people  who 
are  given  the  tests  in  that  it  gives  them  a sense 
i of  security  and  wrell-being  which  is  not  justified. 

We  believe  a system  can  be  devised  that  will 
utilize  the  mass  method  in  an  advantageous  way 
through  utilization  of  a limited  number  of  tests 
which  are  designed  to  detect  early  manifesta- 
tions of  degenerative  disease.  We  believe  that 
these  tests  may  be  incorporated  properly  in  an 
integrated  plan  for  adequate  early  diagnosis  and 
treatment  of  chronic  disease.  But  these  tests 
must  not  be  used,  as  at  present,  as  an  index  and 
criterion  of  the  existence  of  disease.  Rather  the 
results  must  be  utilized  simply  as  a small  segment 


of  accurate  clinical  information  which  will  be 
fitted  into  the  total  picture  of  the  individual  who 
is  to  be  considered  as  a human  being  and  not 
treated  as  a machine  on  an  assembly  line. 

Discussion  of  Papers 

George  Rosen,  M.D.,  New  York  City. — 
Consideration  of  the  educational  aspects  of 
multiple  screening  should  start  from  a recog- 
nition that  screening  is  an  instrument.  Con- 
sequently, any  educational  activity  carried  on 
in  connection  with  a screening  program  will  be 
determined  by  the  purposes  with  which  the 
instrument  is  to  be  used  and  by  the  social 
and  medical  framework  within  which  it  is  used. 
This  means  that  in  the  largest  sense  the  edu- 
cational phase  of  multiple  screening  requires 
consideration  and  planning  in  terms  of  com- 
munity needs  and  resources.  In  other  words, 
if  the  maximum  educational  potential  is  to  be 
derived  from  a screening  program,  the  problem 
must  be  approached  from  an  ecologic  point  of 
view. 

This  view'  of  the  matter  has  been  implied, 
if  not  expressly  stated,  in  all  three  of  the  papers 
presented  at  this  session.  Furthermore,  this 
view  is  strengthened  if  screening  is  con- 
sidered in  terms  of  a selective  approach.  As 
Dr.  Levin  points  out,  the  application  of  the 
screening  instrument  to  certain  segments  of 
the  population  (industrial  workers,  appli- 
cants for  life  insurance  policies,  school  and  col- 
lege students,  welfare  recipients)  would  in  a 
sense  determine  the  kind  of  educational  ac- 
tivity to  be  undertaken.  In  general,  how- 
ever, two  basic  principles  should  be  kept  in 
mind:  (1)  that  people  must  be  informed  con- 
cerning the  purposes  of  screening  as  a part  of 
preventive  medical  care  and  be  guided  to  ac- 
cept it  and  (2)  that  no  educational  program 
is  adequate  if  it  does  not  include  the  medical 
profession  and  its  organizations  in  the  com- 
munity. 

An  obvious  corollary  of  these  principles  is 
the  need  for  fitting  the  educational  program 
of  the  screening  activity  into  the  ongoing 
voluntary  and  official  health  education  pro- 
grams in  the  community.  There  seems  to  be 
small  doubt  that  the  selective  screening  of 
population  groups  provides  a proper  basis  for 
a focused  educational  program,  but  it  can  be 
optimally  effective  only  if  the  cooperating 
physicians  are  led  to  realize  the  important 
educational  role  they  may  play  in  this  ac- 
tivity. One  thing  is  certain.  Only  by  think- 
ing through  the  problems  and  trying  out 
possible  ways  of  handling  them  will  we  be 
able  to  arrive  at  the  goal  we  seek,  namely, 
maintenance  of  health  and  prevention  of 
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disease.  Voluntary  prepayment  plans  can 
play  an  important  part  by  integrating  screen- 
ing into  their  programs.  This  in  turn  means 
an  extension  of  health  education  and  of  pre- 
ventive service  to  the  community,  in  general. 

Remarks 

S.  Charles  Franco,  M.D.,  New  York  City. — 
For  a long  time  we  have  known  that  approxi- 
mately 90  per  cent  of  the  absenteeism  ex- 
perienced by  most  industrial  organizations  is 
due  to  nonoccupational  illness  and  accidents, 
illness  making  up  the  great  bulk  of  the  cause  of 
absenteeism.  The  impact  of  pension  plans 
and  State  Disability  Laws  has  made  non- 
occupational illness  an  increasing,  direct  con- 
cern to  industry.  Chronic  disease,  especially 
that  involving  the  cardiovascular  system,  poses 
the  major  problem,  and  to  a lesser  extent, 
diabetes,  arthritis,  tuberculosis,  and  cancer. 
The  prevention  of  these  diseases  by  early  de- 
tection and  early  clinical  diagnosis  is  advanced 
as  the  best  means  of  attacking  the  problem. 
Our  own  personal  experience  leads  us  to  the 
conclusion  that  the  best  way  to  detect  chronic 
disease  in  its  earliest  stages  is  by  the  periodic 
physical  examination. 

In  industrial  medicine  the  periodic  physical 
examination  already  has  a relation  to  safety, 
productivity,  selective  placement  of  workers 
handicapped  by  illness  and  injury,  and  utiliza- 
tion of  the  older  worker.  The  shortcomings 
of  the  periodic  physical  examination  mainly 
involve  administrative  factors  of  time  and 
cost.  The  clinical  deficiencies  have  been 
largely  reduced  by  improved  technics.  The 
shortcomings  of  the  periodic  examination  pro- 
gram will  not  be  overcome  by  screening  tech- 
nics which  are  really  applicable  only  to  those 
chronic  diseases  where  the  regular  laboratory 
or  x-ray  studies  can  make  a presumptive  diag- 
nosis such  as  in  diabetes,  syphilis,  tubercu- 
losis, and  perhaps  chronic  nephritis.  I doubt 
that  cancer  and  heart  disease  will  lend  them- 
selves to  early  detection  by  methods  other 
than  complete  clinical  examination. 

Our  major  problem  in  chronic  illness  arises 
from  cardiovascular  disease  in  its  various 
forms,  especially  coronary  artery  disease. 
Of  nearly  2,000  cases  of  heart  disease  that  we 
reviewed  at  Consolidated  Edison  in  1950, 
almost  45  per  cent  were  connected  with 
coronary  artery  disease  in  some  form.  While 
the  electrocardiogram  has  proved  a valuable 
tool,  its  shortcomings  are  realized  even  by 
the  layman  who  knows  that  sudden  catastrophe 
from  coronary  artery  disease  can  follow  a 
normal  electrocardiogram.  To  overcome  this 


blind  spot  in  the  diagnosis  of  latent  heart 
disease,  the  ballistocardiogram  has  been  ad- 
vocated as  a means  of  detecting  the  heart 
disease  tendency,  and  its  employment  in 
multiphasic  screening  examination  has  been 
recommended.  Our  own  experience  discloses 
changes  from  the  normal  ballistocardiogram 
pattern  depending  on  age  and  weight  and  un- 
associated with  the  development  of  heart  dis- 
ease in  a three  year  follow-up. 

In  people  over  the  age  of  forty-five  years  the 
large  percentage  of  false  positives  in  ballistocar- 
diograph  surveys,  running  close  to  50  per  cent, 
would  greatly  reduce  the  applicability  of  this 
tool  in  a case-finding  program  for  heart  disease. 

Multiphasic  screening  tests,  as  pointed  out 
by  Dr.  Levin,  can  well  serve  as  the  initial  step 
in  the  periodic  examination  to  expedite  it  and 
to  allow  the  examination  to  be  performed  in 
one  visit.  The  procedure  could  be  further  im- 
proved if  the  patient  were  to  answer  a short 
history  questionnaire  prior  to  the  examination. 
On  the  other  hand,  in  industries  where  workers 
are  exposed  to  specific  toxic  hazards,  periodic 
screening  for  specific  intoxication  by  labora- 
tory tests  would  be  very  feasible. 

Up  to  the  present  time,  in  the  program  for 
the  detection  of  chronic  disease,  no  laboratory 
test  has  replaced  the  diagnostic  acumen  of  the 
examining  physician,  nor  can  it  be  a substitute 
for  the  doctor-patient  relationship. 

Leo  Price,  M.D.,  New  York  City. — Multi- 
phasic screening  developed  as  a result  of  the 
appreciation  of  the  advantages  of  mass  chest 
x-ray  surveys  for  the  detection  of  pulmonary 
tuberculosis.  It  was  felt  that  screening  through 
the  use  of  other  rapid  simple  procedures,  such 
as  blood  tests,  urinalyses,  and  electrocardio- 
grams, applied  to  large  numbers  of  available 
persons,  might  prove  equally  useful  in  de- 
tecting early  asymptomatic  disease.  Simul- 
taneous application  of  a number  of  these  tests 
developed  into  multiphasic  screening  pro- 
cedures. 

This  device,  introduced  by  public  health 
members  of  the  medical  profession,  aroused 
the  interest  of  physicians.  The  tests  could  be 
applied  by  easily  trained  technicians  and  later 
completed  in  a well-equipped  and  staffed 
laboratory  and  evaluated  by  a team  of  physi- 
cians so  that  a high  degree  of  accuracy  could 
be  expected.  This  device  seems  to  have  been 
accepted  by  the  public  because  it  requires 
little  loss  of  time,  and  in  most  cases  in  the  past 
the  expense  was  borne  either  completely  or 
partially  by  voluntary  or  government  agencies. 

Multiphasic  screening  helped  to  educate 
large  portions  of  the  population  to  the  value 
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of  a health  review,  although  the  ultimate  bene- 
fit of  the  method  depends  upon  the  extent  of 
the  subsequent  follow-up  and  the  opportunity 
afforded  for  the  person  undergoing  the  screen- 
ing to  discuss  the  findings  with  a physician. 

The  current  shortage  of  physicians  and 
medical  personnel  in  some  areas  can  be  offset 
to  a certain  degree  by  multiphasic  screening 
which  enables  many  more  people  to  secure 
medical  diagnostic  service.  It  enables  the 
physician  to  spread  his  skills  over  a larger  area 
through  his  supervision  of  technicians  who  per- 
form examinations  and  his  review  of  their  work 
to  probe  for  possible  pathology. 

The  simple  tests  may  be  rapidly  and  con- 
veniently performed  and  often  obviate  or  re- 
duce to  a minimum  the  use  of  complex  tests 
which  require  highly  trained  personnel.  This 
type  of  screening  makes  the  best  use  of  multi- 
ple diagnostic  studies  and  provides  the  indica- 
tion for  further  follow-up. 

Recent  constructive  criticism  of  this  trend 
toward  multiphasic  screening  has  pointed  out 
that  some  of  the  tests  used  are  unreliable  be- 
cause their  correct  and  final  interpretation 
does  not  reach  a sufficiently  high  percentage 
of  accuracy.  Also  false  negative  reports  may 
instill  a false  sense  of  security  in  the  persons 
screened. 

On  the  other  hand,  hasty  and  inconclusive 
physical  examinations  by  physicians  also  hold 
this  danger  and  may  occur  as  frequently  as  a 
finding  is  missed  in  a screening  examination, 
despite  the  physician’s  advantage  of  a per- 
sonal interview. 

Multiphasic  screening  emphasizes  the  value 
of  a series  of  diagnostic  procedures  used 


routinely  with  the  physical  examination.  In 
clinics  such  as  the  Union  Health  Center,  where 
as  many  as  3,000  services  are  rendered  to  2,000 
patients  daily,  this  device  is  valuable  because 
(1)  it  provides  a number  of  diagnostic  tests 
for  large  numbers  of  patients;  (2)  the  tests 
selected  have  a high  degree  of  validity;  (3) 
the  costs  are  reasonable,  and  (4)  the  clinic  can 
carefully  follow  up  each  case  with  interpreta- 
tion, discussion,  and  consultation  with  the 
physician  and  specialist  who  may  become  in- 
volved in  the  problem  uncovered.  This  fol- 
low-up makes  multiphasic  screening  reason- 
able and  practical  in  any  clinic  which  operates 
with  large  personnel  and  has  access  to  a great 
number  of  patients. 

The  Union  Health  Center  performs  as  an 
annual  routine  about  23,000  urinalyses,  20,000 
hemoglobin  determinations,  30,000  70-mm. 
chest  films,  10,000  serology  determinations. 
These  tests  are  given  each  new  patient  and 
any  patient  who  has  not  undergone  these  pro- 
cedures within  a year. 

Other  routines  which  the  clinic  would  like 
to  apply  as  soon  as  these  can  be  organized 
economically  and  efficiently  are  finger  rectal 
samples  of  feces,  blood  sugar,  electrocardiograms 
for  men  over  forty  years  old,  and  Papanicolaou 
smears  for  women  over  thirty  years  of  age. 

A difference  exists  between  series  of  diag- 
nostic tests  done  as  a routine  for  every  patient 
in  a large  clinic  and  screenings  of  large  masses 
of  persons  who  present  themselves  for  only 
one  examination. 

Naturally  more  value  can  be  secured  in  tests 
given  within  the  framework  of  a medical 
service  program. 


THE  VALUE  AND  LIMITATIONS  OF  SCREENING  TECHNICS  IN 
INDUSTRIAL  HYGIENE 

David  W.  Fassett,  M.D.,  and  James  H.  Sterner,  M.D.,  Rochester,  New  York 


( From  the  Eastman  Kodak  Company) 

THE  prevention  and  detection  of  occupational 
disease  are  becoming  problems  of  increasing 
magnitude  and  difficulty.  While  occupational 
disease  is  far  outranked  by  accidents  and  or- 
dinary illness  as  a cause  of  disability,  there  are 
good  reasons  why  increased  effort  and  study  are 
needed  in  this  field  of  preventive  medicine.  The 
great  technical  advances  in  all  types  of  indus- 
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try  have  been  brought  about  to  a large  degree 
by  advances  in  chemistry.  The  result  has  been 
the  introduction  in  all  industries,  both  large  and 
small,  of  an  enormous  variety  of  organic  and  in- 
organic chemicals,  many  of  which  were  nonexis- 
tent a few  years  ago.  New  physical  agents  have 
likewise  appeared.  In  the  past,  we  have  been  in 
more  or  less  complete  ignorance  about  the  extent 
of  daily  exposure  and  the  effect  of  these  agents 
on  the  human  body.  The  difficulties  of  diag- 
nosis and  the  lack  of  reporting  have  left  us  in 
complete  ignorance  of  the  present  extent  of  occu- 
pational disease. 
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While  these  exposures  can  he  well  controlled 
by  programs  such  as  will  be  outlined,  the  meas- 
ures required  are  difficult  to  carry  out  in  small 
plants.  When  it  is  realized  that  about  90  per 
cent  of  plants  in  the  United  States  employ  less 
than  100  workers,  that  plants  employing  under 
500  account  for  60  to  70  per  cent  of  the  total 
number  of  workers,  and  further  that  the  full- 
time services  of  a physician  are  available  to  only 
15  per  cent  of  workers,  the  extent  of  this  difficulty 
becomes  obvious.1 

These  two  factors,  namely,  the  expanding- 
variety  of  chemical  exposures  and  the  preponder- 
ance of  exposures  occurring  in  small  plants  where 
control  is  more  difficult,  are  justification  for  an 
evaluation  of  various  methods  being  used  in  the 
fields  of  toxicology,  environmental  studies,  ami 
clinical  investigation. 

Development  and  Evaluation  of  Methods 

The  methods  used  for  study  of  occupational 
diseases  and  for  control  of  chemical  exposures 
have  been  described  previously  and  can  be  classi- 
fied as  toxicologic,  environmental,  and  clinical.2’  3 
In  any  problem  of  the  diagnosis  or  prevention  of 
occupational  disease,  it  is  the  integration  of  all 
knowledge  in  these  three  fields  which  makes  pos- 
sible correct  interpretations  and  control  measures. 
Physicians  in  general  apparently  ignore  the  im- 
portance of  a quantitative  knowledge  of  the  work- 
ing environment  as  an  essential  part  of  the  diag- 
nosis of  occupational  disease.  This  fact  is  re- 
sponsible for  many  faulty  diagnoses.  While  this 
paper  deals  chiefly  with  the  clinical  examination 
of  workers,  our  present  approaches  in  toxicology 
and  environmental  study  will  be  described. 

Experimental  toxicologic  studies  have  become 
an  indispensable  part  of  the  program,  particularly 
in  industries  making  or  using  large  numbers  of 
new  chemicals.  The  growth  of  screening  tech- 
nics in  this  field  has  largely  been  due  to  the  es- 
tablishment of  toxicologic  laboratories  within 
industry  or  the  wider  use  of  laboratories  sup- 
ported by  them.  The  development  and  function 
of  so-called  “range  finding”  methods  have  been 
the  subject  of  a recent  review.4  They  are  de- 
signed to  provide  rapid,  efficient  answers  to  var- 
ious questions  about  chemicals:  Is  it  highly 
toxic?  What  type  of  symptoms  might  be  ex- 
pected? Will  the  liquid  or  vapor  be  irritating  to 
the  skin,  eyes,  or  lungs?  Is  it  a skin  sensitizer? 
Can  it  be  absorbed  through  the  skin?  How  can 
it  be  removed  from  the  skin,  etc.?  This  data  is 
of  value  not  only  to  the  industry  making  the 
chemicals  but  in  furnishing  advice  to  all  who  use 
them. 

Progress  in  the  study  of  the  environment  has 
been  chiefly  in  the  field  of  better  analytic  meth- 
ods. New  physical  instruments  such  as  the 


mass  spectrometer  make  it  possible  to  measure 
multiple  substances  in  a single  small  sample.5 
Simple  field  instruments  such  as  carbon  mon- 
oxide, benzene,  or  halogen  detectors  have  been 
very  useful  since  they  give  instantaneous  meas- 
urements. In  the  case  of  volatile  materials 
having  characteristic  odors,  attempts  are  being 
made  to  correlate  subjective  descriptions  of  odor 
with  known  air  concentrations.  This  informa- 
tion is  invaluable  to  the  trained  observer.  Knowl- 
edge of  the  type  and  extent  of  exposure  in  com- 
mon practice  is  dependent  to  a considerable  ex- 
tent, however,  on  simple,  repeated,  and  detailed 
observations  of  the  job. 

While  the  present  emphasis  in  industrial  hy- 
giene is  on  prevention,  the  final  answer  must  be 
given  by  detailed  information  about  the  health 
of  the  workers.  Our  objective  with  regard  to 
occupational  illness  is  not  so  much  that  of  spot- 
ting obvious  disease  as  of  detecting  the  earliest 
possible  deviation  from  normal.  If  one  considers 
the  great  variety  of  exposures,  this  is  clearly  a 
diagnostic  problem  of  the  first  order.  Another 
objective,  no  less  important  than  the  first,  is  the 
demonstration  of  lack  of  any  deviation  from 
normal  in  groups  of  workers  in  known  working 
environments.  It  is  only  from  this  latter  type  of 
study  that  maximum  allowable  concentrations 
can  be  predicted  with  any  certainty. 

We  have  essentially  three  ways  to  obtain  these 
objectives.  One  might  be  called  the  epidemio- 
logic approach  and  consists  of  statistical  analysis 
of  such  general  factors  as  total  absence  from  work, 
per  cent  of  time  lost  due  to  illness,  cause  of  visits 
to  medical  departments,  incidence  of  specific 
symptoms  or  diseases,  etc.  The  second  involves 
study  of  individuals  by  the  taking  of  histories  and 
physical  or  laboratory  examinations.  The  third 
method  uses  a careful  statistical  analysis  of  the 
data  obtained  on  such  examinations  and  com- 
pares the  findings  in  the  exposed  groups  with  non- 
exposed  groups  of  comparable  age,  sex,  etc. 

As  illustrative  of  the  first  approach,  we  would 
like  to  mention  data  on  absenteeism  obtained  in  a 
ten-year  study  of  a butyl  alcohol  exposure.6 
When  the  total  absence  and  the  absence  due  to 
sickness  for  all  men  in  the  plant  were  compared 
with  that  for  the  exposed  group,  no  difference  was 
found.  The  ratio  of  per  cent  of  scheduled  time 
lost  due  to  illness  with  total  time  lost  was  again 
not  different  in  treated  or  control  groups. 

Similar  studies  have  been  made  of  absentee 
data  in  groups  of  workers  exposed  to  acetone  and 
also  to  chlorinated  solvents,  and  again  no  indica-  i 
tion  was  found  that  such  exposures  affected  ab-  < 
sence  rates.  This  type  of  data  is,  however,  rela-  i 
tively  insensitive  as  an  indicator  of  occupational 
disease.  If,  for  example,  the  total  time  lost  due 
to  illness  (as  per  cent  of  scheduled  hours)  is  2.5  | 
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per  cent,  we  would  expect  about  0.15  per  cent  to 
be  due  to  accidents  occurring  on  the  job  and  prob- 
ably less  than  0.001  per  cent  to  be  due  to  oc- 
cupational disease.  Furthermore,  absentee  rates 
tend  to  show  rather  wide  fluctuations  from  month 
to  month  or  even  from  year  to  year  so  that  ob- 
servations over  fairly  long  periods  are  necessary. 

A better  approach  is  the  study  of  specific  com- 
plaints or  diseases  in  exposed  versus  control 
groups.  An  example  of  this  was  given  in  a study 
on  acetone  exposures.7  Here  it  was  found  that 
over  a fifteen-year  period  the  average  person  in 
the  exposed  group  visited  the  medical  department 
a total  of  1 1 .37  times  per  year  as  compared  to 
11.04  times  per  year  in  the  control  group.  The 
average  visits  per  person  per  year  for  colds  was 
1.38  in  the  exposed  and  1.64  in  the  control  group. 
The  number  for  headaches  was  1.64  in  the  exposed 
group  and  2.0  in  the  controls.  The  number  of 
visits  for  indigestion  was  1 .61  in  the  exposed  com- 
pared to  0.94  for  the  controls.  The  number  for 
eye  irritation  was  0.26  in  the  exposed  and  0.44  in 
the  control  group.  In  no  case  was  the  difference 
statistically  significant.  The  extraction  of  this 
data  from  medical  department  records  in  large 
industries  is  next  to  impossible  unless  current 
statistical  summaries  are  made  in  such  a way  as  to 
be  handled  by  machine  methods. 

The  second  method  involves  the  actual  exam- 
ination and  study  of  the  patient.  This  is  cer- 
tainly the  most  difficult  and  time  consuming,  but 
in  general,  the  most  rewarding  of  all  procedures. 
The  type  of  examination  carried  out  depends  to 
some  extent  on  the  character  of  the  exposure.  If 
there  is  any  possibility  of  repeated  intake  of 
chemicals  through  inhalation  or  by  skin  absorp- 
tion, a comprehensive  history,  physical,  and 
laboratory  study  is  made.  Many  toxicologists 
are  now  agreed  that  the  earliest  signs  of  chemical 
toxicity  may  be  associated  with  minor  and  revers- 
ible disturbances  in  physiology  rather  than  with 
gross  cellular  damage.  The  detection  of  these 
early  changes  may  be  brought  about  either  by 
some  chemical  study  of  cell  function  or  by  notic- 
ing an  increased  incidence  of  such  symptoms  as 
headaches,  gastrointestinal  disturbances,  neuro- 
logic symptoms,  etc.  Since  these  latter  may  be 
very  common  in  the  general  population,  such 
studies  must  be  carefully  designed  and  carried 
out  under  the  most  uniform  conditions. 

The  findings  must  be  recorded  on  a form  in 
such  a way  that  all  essential  data  can  later  be  ab- 
stracted and  tabulated.  The  development  of 
such  a form  has  been  the  subject  of  much  study  by 
others  and  by  ourselves,  and  this  problem  has  by 
no  means  been  solved.  Our  present  form  is  rela- 
tively simple  but  combines  in  one  sheet  those 
features  of  the  examination  which  experience  has 
shown  will  “pay  off.”  The  questions  are  de- 


signed to  alert  the  examiner  to  the  presence  of 
either  occupational  or  nonoccupational  disease. 
The  results  are  recorded  in  most  instances  as  pres- 
ent or  absent  or  in  some  cases  by  a simple  grading 
system.  Any  major  findings  will  be  incorporated 
in  more  detail  in  the  regular  chart  of  the  patient. 

The  practical  details  of  scheduling  such  exam- 
inations are  of  some  importance  and  are  as 
follows:  When  a department  is  to  be  studied,  a 
complete  list  of  exposed  workers  is  obtained  and, 
where  possible,  broken  down  into  types  and  ex- 
tent of  chemical  contact.  A definite  time  sched- 
ule is  arranged  for  the  laboratory  and  x-ray 
studies,  which  are  incorporated  in  the  form  when 
completed.  The  worker  is  then  given  a subse- 
quent appointment  for  the  final  examination  by 
the  physician.  About  twenty  to  thirty  minutes 
are  allowed  per  patient  for  this  examination. 
The  total  time  spent  away  from  work  is  seldom 
greater  than  one  to  one  and  a half  hours  per 
worker  using  such  an  appointment  system. 

The  findings  on  these  examinations  will  not  be 
detailed  here  since  they  are  similar  to  those  re- 
ported elsewhere  for  industrial  groups.8  The 
incidence  of  nonoccupational  illness  or  defects 
depends,  of  course,  on  the  age  distribution  of  the 
group  being  examined.  In  one  recent  study  of  a 
slightly  older  age  group,  an  average  of  two  condi- 
tions was  found  per  person  examined  based  on 
history,  physical,  and  laboratory  studies.  For 
every  definite  diagnosis  made  by  history  alone, 
about  three  were  made  from  combined  studies. 

Dermatitis,  chemical  burns,  and  simple  irrita- 
tion of  nose,  eyes,  and  throat  make  up  most  of  the 
occupational  disease  in  this  particular  industry. 
Recognizing  this,  more  frequent  studies  are  made 
to  determine  the  incidence  of  dermatitis  in  any 
department  where  it  is  a problem.  Examination 
of  the  hands,  arms,  face,  and  neck  is  made  on  a 
monthly  basis  by  the  departmental  supervision 
and  the  records  kept  by  department.  Any  per- 
sons found  to  show  any  type  of  skin  lesions  are 
referred  to  the  medical  department  and  studied 
further  to  determine  the  cause.  In  the  groups 
studied,  the  incidence  of  nonoccupational  der- 
matitis is  about  of  the  order  of  1 per  cent  or  less. 
If  the  incidence  in  a group  rises  to  2 or  3 per  cent, 
there  is  increasing  likelihood  that  a dermatitis 
hazard  is  present.  Similar  limited  studies  are 
made  for  eye,  nose,  and  throat  irritation  in 
workers  exposed  to  irritating  gases  such  as  sulfur 
dioxide  or  formalin.  In  other  instances  surveys 
may  be  made  for  detection  of  early  pigmentation 
of  mucosal  surfaces  due  to  metals  such  as  silver 
or  organic  compounds  such  as  quinone.9  A num- 
ber of  special  studies  of  vision  have  been  made  to 
determine  requirements  for  good  performance  in 
certain  tasks  requiring  critical  vision  such  as  in 
inspection  of  color  film.  Studies  on  vision  of 
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workers  who  have  spent  many  years  in  dark 
rooms  have  revealed  no  abnormalities  which 
could  be  attributed  to  the  environment.  In  re- 
cent years  hearing  surveys  have  been  conducted. 
As  far  as  occupational  disease  detection  is  con- 
cerned, in  many  instances  these  special  studies 
are  a considerably  less  expensive  method  than 
that  of  the  general  examinations. 

The  laboratory  phase  of  the  program  has  been 
described  in  a number  of  previous  publications 
and  is  especially  useful  in  groups  exposed  to  chem- 
icals whose  effect  is  unknown  or  indeterminate 
by  ordinary  clinical  examination.  The  measure- 
ment of  specific  excretory  products  is  assuming 
major  importance  as  a tool  in  evaluating  degree 
of  exposure  of  workers  to  certain  types  of  sub- 
stances.10 In  addition  to  the  use  of  labora- 
tory data  as  a guide  to  diagnosis  in  individuals, 
the  analysis  of  group  data  by  statistical  methods 
is  a powerful  tool  in  spotting  early  deviations 
from  normal.11 

These  laboratory  studies  which  we  refer  to  as 
“hazard  studies”  consist  ordinarily  of  the  follow- 
ing tests:  hemoglobin,  erythrocyte  count,  cell 
volume,  white  count  and  differential,  reticulocyte 
count,  sedimentation  rate,  icteric  index,  cephalin 
flocculation,  thymol  turbidity,  and  urinalysis. 

From  1939  through  1950,  9,226  hazard  studies 
were  made  at  our  Rochester  plants,  8,039  of  which 
were  of  men.  The  total  number  of  procedures 
carried  out  was  101,486.  The  number  of  de- 
partments represented  amounted  to  48,  a number 
of  these  being  examined  up  to  nine  or  ten  times  in 
the  twelve-year  interval.  About  half  this  num- 
ber of  studies  have  been  carried  out  at  our  plant 
in  Kingsport,  Tennessee. 

In  many  departments  the  turnover  in  personnel 
is  very  small  so  that  a large  proportion  of  individ- 
uals has  been  studied  repeatedly.  The  great 
bulk  of  this  data  has  been  obtained  by  the  same 
small  group  of  three  or  four  medical  technologists 
using  the  same  methods  and  apparatus.  Under 
such  circumstances,  the  position  of  the  mean 
value  for  the  various  tests  and  the  standard  devia- 
tion and  standard  error  are  known  with  consider- 
able certainty. 

The  following  illustration  is  cited  as  evidence 
for  the  need  of  extraordinary  care  in  standardiza- 
tion of  methods  and  equipment  in  order  to  utilize 
group  data.  In  1948  the  mean  value  for  hemo- 
globin in  a series  of  departments  suddenly  shifted 
from  15.5  to  16.2.  Since  no  obvious  reason  could 
be  found  for  this,  each  step  in  the  method  was 
reviewed,  and  the  photoelectric  equipment  re- 
standardized against  the  Van  Slyke  apparatus. 
Finally,  the  cause  was  found  to  be  in  the  substi- 
tution of  a new  light  filter.  While  this  filter  had 
its  peak  transmission  exactly  at  the  same  wave 
length  as  the  previous  one,  the  shape  of  the  trans- 


TABLE  I. — Statistical  Data  on  Certain  Laboratory 
Tests 


Type  of  Test 

Mean 

Standard 

Devia- 

tion 

Coeffi- 

cient 

of 

Varia- 

tion 

(Per 

Cent) 

Standard 

Error 

Hemoglobin 

15.5 

0.82 

5.3 

0.05 

Red  count 

5 . 45 

0.45 

8 3 

0 03 

Cell  volume 

48  3 

2.54 

5.2 

0.14 

Reticulocyte  count 

0.51 

0 26 

52 

0 02 

Sedimentation  rate 

10.5 

7.2 

09 

0.38 

Icteric  index 

4.01 

1 37 

34 

0 08 

Leukocyte  count 

7.5 

1.9 

25.2 

0.1 

(thousand) 

Polymorphonuclear* 

56 . 3 

9 05 

16 

0.50 

Lymphocytes 

33  8 

8.75 

20 

0.48 

Monocytes 

8 18 

2.50 

30 

0.14 

Eosinophils 

3 34 

2.1 

03 

0.12 

Basophils 

1 26 

0.4 

32 

0.02 

mission  curve  was  slightly  different.  This  mi- 
nute change  in  a piece  of  optical  apparatus  was 
detected  with  a high  degree  of  certainty  by  sta- 
tistical methods,  although  the  most  delicate 
physical  instruments  were  needed  to  determine 
the  difference  between  old  and  new  filters.  Our 
statistical  tests  have  been  of  standard  type  con- 
sisting of  the  “T”  test  for  the  standard  error  of 
the  difference  between  two  means,  the  variance 
ratio  or  “F”  test  where  several  means  were  in- 
volved, or  the  chi-square  test  for  determination  of 
significance  of  frequency  of  events  in  groups. 
Table  I gives  the  mean,  standard  deviation,  and 
standard  error  of  the  mean  for  certain  types  of 
tests.  These  values  were  obtained  from  a group 
of  327  males  whose  age  varied  from  twenty  to  I 
sixty-five  with  a mean  of  about  thirty-five  years. 
The  position  of  these  means  and  the  errors  has  ; 
not  shifted  significantly  since  that  time. 

The  hemoglobin,  red  cell  count,  and  cell  vol-  i 
ume  have  been  of  most  value  in  the  analysis  of  j 
group  data.  An  instance  of  the  use  of  these  tests  j 
in  detecting  an  early  change  of  a group  of  spray 
painters  has  been  described  previously.11  While 
we  considered  the  various  indices  such  as  mean 
corpuscular  volume  and  mean  corpuscular  hemo- 
globin to  be  useful  in  the  past,  repeated  data  has  I 
shown  that  spurious  differences  in  these  ratios  I 
arise  frequently  when  the  original  data  on  which 
they  are  based  seem  normal.  The  difficulty  may  f 
arise  in  the  greater  coefficient  of  variation  in  the  \< 
red  count  compared  to  either  hemoglobin  or  cell  1 
volume.  Possibly  some  other  statistical  a])-  ■ 
proach  will  straighten  out  this  difficulty,  but  this 
does  not  seem  probable  at  present.  We  have  not  J 
found  group  data  on  sedimentation  rates,  icteric,  jl 
indexes,  or  white  counts  to  be  particularly  worth 
while,  probably  because  of  the  large  variation  seen,  ji 

The  cephalin  flocculation  test  has  consistently  | 
proved  to  be  by  far  the  most  sensitive  index  of  ' 
liver  function,  although  it  must  be  performed  I 
with  great  care  in  clean  glassware  and  maintain- 
ing the  antigen  in  nearly  sterile  condition.  The 
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correlation  of  this  test  with  positive  findings  on 
history  or  physical  examination  has  been  practi- 
cally 100  per  cent.  While  most  of  these  cases 
have  been  in  the  nature  of  infectious  hepatitis  or 
alcoholic  cirrhosis,  it  will  respond  to  chemical 
liver  injury  as  well.  The  thymol  turbidity  test 
has  proved  to  be  rather  insensitive  in  our  hands. 
The  urinary  examinations  are  invaluable  since 
they  so  frequently  detect  diabetes,  renal  disease, 
or  infections. 

Summary 

This  discussion  indicates  that  the  pattern  of 
occupational  disease  screening  tests  will  depend 
on  the  extent  of  our  knowledge  of  the  substance 
and  conditions  of  exposure.  Where  little  is 
known  about  a substance,  complete  clinical  and 
laboratory  studies  will  be  necessary  to  detect  in- 
jury. When  toxicologic  studies  indicate  specific 
types  of  injury  or  detoxifying  mechanisms  and 
when  the  conditions  of  exposure  are  known,  more 
specific  and  less  costly  tests  can  be  used.  The 
application  of  such  tests  by  small  plants  would 
seem  to  be  practical  in  many  instances.  The 
most  efficient  test  will  sometimes  be  a type  of 
history  or  physical  examination,  or  again  the 
measurement  of  some  specific  excretory  product 
may  be  sufficient. 

Occupational  disease  screening  differs  some- 
what from  other  types  of  screening  in  that  the 
primary  object  is  often  the  detection  of  slight 
shifts  in  group  characteristics,  rather  than  the  un- 
covering of  manifest  disease  in  individuals.  Our 
experience  indicates  that  hemoglobin,  cell  volume, 
white  and  differential  counts,  cephalin  floccula- 
tion, urine  studies,  and  x-rays  will  be  the  most 
efficient  of  the  common  laboratory  tests  in  de- 
tection of  either  occupational  or  nonoccupational 
disease. 

The  fact  that  we  have  found  little  occupational 
illness  in  our  screening  of  workers,  even  when 
the  most  comprehensive  medical  and  laboratory 
measures  have  been  used,  suggests  the  need  for 
still  further  refinement  and  specificity  in  our 
methods. 

We  would  again  emphasize  the  fact  that  the 
prevention  of  occupational  disease  is  dependent 
on  three  types  of  information:  toxicity  studies 
which,  tell  us  the  capacity  of  substances  to  pro- 
duce injury,  environmental  studies  which  es- 
tablish the  likelihood  that  injury  will  occur  in 
actual  practice,  and  clinical  studies  which  finally 
decide  whether  or  not  preventive  measures  have 
been  effective. 
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Discussions 

Anthony  J.  Lanza,  M.D.,  New  York  City. — 
Dr.  Fassett  and  Dr.  Sterner  have  presented 
a paper  which  is  not  only  timely  but  important. 
Several  items  which  they  have  so  clearly 
pointed  out  deserve  special  emphasis. 

Keeping  in  mind  that  over  80  per  cent  of 
wage  earners  are  employed  in  small  industries 
and  that  this  situation  presents  a great  untilled 
field  in  industrial  medicine,  we  hope  that  some 
of  the  basic  procedures  which  the  authors  have 
outlined  are  applicable  to  small  industries. 
They  stressed  the  environmental  factor  and 
its  importance  in  arriving  at  a diagnosis.  The 
environmental  factor,  in  other  words,  the 
working  conditions,  is  the  one  that  is  least 
understood  and  most  often  disregarded.  Here- 
in lies  a situation  which  calls  for  action  by 
community  and  state  societies.  Many  com- 
munity societies  make  available  short  courses 
of  instruction  for  physicians,  and  many  more 
should  be  encouraged  to  follow  this  example. 
This  is  the  most  practical  means  of  reaching 
the  multitude  of  physicians  who  give  part  of 
their  time  to  industry  and  who  need  this  type 
of  instruction.  The  matter  of  dosage  is  fre- 
quently disregarded.  The  fact  that  an  in- 
dividual may  have  handled  or  been  exposed  to 
a toxic  substance  is  too  frequently  considered 
a reason  for  making  a positive  diagnosis,  re- 
gardless of  the  fact  that  the  circumstances  of 
exposure  may  have  been  such  that  no  toxic 
action  could  have  resulted. 

The  authors  stressed  the  epidemiologic  ap- 
proach and  in  so  doing  put  their  finger  upon 
one  of  the  most  important  phases  of  the  whole 
question  of  health  in  industry.  A great  many 
industrial  establishments  of  all  kinds  keep 
what  they  consider  accurate  records,  and  some- 
times these  record  systems  are  quite  elaborate. 
They  are  not  so  designed,  however,  to  make 
possible  their  analysis  and  correlation  at  suf- 
ficient intervals  of  time  to  make  possible  an 
understanding  of  the  epidemiologic  factors  of 
any  situation  that  may  be  present.  Within 
the  past  few  years  I have  come  across  several 
instances  in  which  there  was  an  acknowledged 
occupational  disease  factor  in  an  industrial 
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plant  or  in  a group  of  industrial  plants.  In 
each  instance  allegations  were  made  that  these 
hazards  within  the  plant  were  reflected  upon 
the  surrounding  community.  When  prelimi- 
nary inquiries  were  made  both  by  the  consti- 
tuted authorities  and  the  industries,  there 
was  not  sufficient  information  upon  which  to 
base  a conclusion.  There  were  only  a lot  of 
opinions  which  in  some  cases  were  coupled 
with  hysterical  fears  on  the  part  of  many 
persons  in  the  community.  Even  among  the 
medical  profession  there  was  a lack  of  appreci- 
ation of  what  did  or  did  not  constitute  a 
hazard  to  health. 

The  authors  have  stressed  the  necessity  for 
keeping  statistical  summaries  in  such  a manner 
that  they  can  be  handled  by  machine  methods. 
This  may  be  expensive  but  in  the  long  run  will 
prove  far  less  expensive  than  trying  to  correct 
local  or  popular  misapprehensions  as  to  the 
dangers  emanating  from  any  given  plant. 

Obviously,  the  screening  technics  must  be 
adapted  to  the  specific  industry  since  these 
will  vary  widely  with  respect  to  potential 
health  hazards.  Nevertheless,  there  are  cer- 
tain basic  types  of  information  which  should 
come  from  industrial  medical  departments  and 
industrial  physicians  that  we  do  not  have 
at  the  present  time,  at  least  not  nearly  to  a 
sufficient  degree.  The  correlation  of  sickness 
absences  with  the  conditions  of  the  job  done 
may  be  very  illuminating,  but  this  particular 
procedure  is  all  too  frequently  neglected. 

It  is  to  be  hoped  that  Dr.  Fassett  and  Dr. 
Sterner  will  continue  to  make  further  contri- 
butions to  this  very  important  phase  of  health 
in  industry. 

Theodore  Rosenthal,  M.D.,  New  York 
City. — It  seems  to  me  that  all  the  discussions 
this  morning  expressed  the  same  basic  philoso- 
phy; the  points  at  issue  were  not  real  but 
essentially  academic  or  even  semantic.  No 
one  can  find  fault  with  the  consensus  that  the 
modern  attack  on  chronic  disease  embraces 
four  disciplines:  prevention,  diagnosis,  treat- 
ment, and  rehabilitation.  The  precise  me- 
chanics of  multiple  screening  procedures,  or 
multiphase  screening,  are  not  rigid,  but 
flexible,  and  may  vary  with  local  medical 
thought  and  opinion.  Here  one  may  repeat 
the  thought  expressed  by  Drs.  Brightman  and 
Levin:  “.  . . any  mass  screening  program 

must  be  incorporated  into  the  existing  pattern 
of  medical  care.” 

I was  interested  in  the  possibility  expressed 
by  Dr.  Smillie  that  official  health  agencies 
might  assist  the  practicing  physician  by  sup- 
plying the  necessary  laboratory  tests  in  his 


own  program  of  periodic  health  examinations 
with  his  own  patients.  Many  of  you  may 
know  that  already  an  approach  in  this  direc- 
tion has  been  made  by  the  New  York  City 
Department  of  Health.  A diagnostic  service 
center  has  been  in  operation  for  almost  two 
years.  This  facility  receives  low-income 
patients,  presenting  diagnostic  problems,  re- 
ferred by  their  own  physicians.  Complete 
diagnostic  examinations  are  made,  and  both 
the  reports  and  the  patients  returned  to  the 
referring  physicians. 

Another  element  in  the  total  program  de- 
scribed today  requires  emphasis.  We  have 
heard  discussion  of  the  part  played  by  state 
health  departments,  local  health  departments, 
health  insurance  groups,  medical  branches  of 
industry,  and  other  organized  bodies  in  render- 
ing or  setting  up  multiphase  screening.  It 
would  seem  to  me  that  properly  the  greatest 
emphasis  should  be  placed  on  aiding  the  prac- 
titioner himself  to  go  about  the  very  important 
business  of  giving  his  own  patients  the  bene- 
fit of  such  periodic  examinations.  In  the  final 
analysis  the  population  served  by  the  private 
physicians  of  this  country  assuredly  exceeds 
those  individuals  who  are  beneficiaries  of 
organized  medical  plans  either  in  industry, 
prepaid  insurance  plans,  or  through  some  other 
activity. 

Summary  Remarks 

Wilson  G.  Smillie,  M.D.,  New  York  City. — 
This  symposium  has  brought  out  the  important 
fact  that  a definition  is  needed  for  “multi- 
phasic  screening.”  We  are  discussing  entirely 
different  concepts.  My  understanding  of  the 
term  is  contained  in  the  paper  by  Dr.  Getting. 
He  has  summarized  the  results  of  a technic  in 
which  a large  number  of  presumably  normal 
adult  persons  are  given  a series  of  clinical  tests, 
with  no  medical  history  and  no  contact  with  a 
physician  during  the  examinations.  These 
tests  are  compiled  and  reviewed  by  a physi- 
cian. Those  persons  with  suggestive  findings 
are  so  advised  and  are  urged  to  consult  a 
physician  for  physical  checkup.  I believe 
that  the  definition  for  his  demonstration  clinic 
used  by  Dr.  Getting  at  the  annual  meeting  of 
the  National  Tuberculosis  Association  follows 
these  principles.  This  type  of  medical  service 
I consider  inappropriate  and  ineffective. 

Dr.  Levin  has  presented  an  entirely  different 
program.  This  plan  consists  of  a series  of 
diagnostic  aids  which  will  be  utilized  by  prac- 
ticing physicians  and  which  are  directed 
toward  early  detection  of  degenerative  disease. 
They  will  be  furnished  by  the  health  depart- 
ment free  of  charge.  This  is  quite  in  accord 
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with  precedent.  For  a long  time  the  health 
department  has  furnished  physicians  with 
single  diagnostic  aids  such  as  Wassermann 
tests,  chest  x-ray  interpretation,  cancer  biopsy, 
etc.  A well-planned  battery  of  tests  to  serve 
as  an  aid  to  the  gerontologist  is,  to  me,  quite 
appropriate.  But  it  is  not  multiple  screening. 

At  present,  one  of  us  (Dr.  Hahn)  is  develop- 
ing a series  of  clinical  diagnostic  tests  that  will 
be  set  up  at  the  entrance  of  a hospital  out- 
patient department.  Every  admitted  patient 
will  receive  these  clinical  tests  before  the 
patient  is  seen  by  a physician.  This  is  an 
efficient  and  simple  method  of  making  certain 
that  all  outpatients  receive  adequate  medical 
service.  This  is  not  multiple  screening  but 
diagnostic  aid. 

Morton  L.  Levin,  M.D.,  Albany. — This 
symposium  and  the  very  stimulating  discus- 
sion confirm  the  view,  which  many  of  us  inter- 
ested in  this  field  have  held,  that  much  of  the 
difference  of  opinion  regarding  multiple  screen- 
ing and  detection  has  been  based  on  differing 
concepts  of  what  was  meant  by  the  term  and 
the  program  rather  than  differences  in  funda- 
mental philosophy.  I was  particularly  glad 
to  hear  Dr.  Smillie  clarify  his  position  so  ably. 
Certainly,  if  the  screening  program  succeeds 


in  bringing  under  medical  care  persons  who  can 
benefit  from  it  and  who  otherwise  would  not 
seek  it,  its  value  will  be  great. 

Vlado  Getting,  M.D.,  Boston,  Massachu- 
setts.— First  of  all,  I would  like  to  thank  the 
discussants  for  their  remarks. 

Since  practicing  physicians  are  reluctant  to 
fill  out  questionnaires  and  in  many  instances 
fail  to  report  a diagnosis  and  at  times  even 
diseases  which  are  reportable,  it  is  obvious 
that  we  did  not  get  as  complete  information 
on  the  verification  of  the  tests  and  screener  as 
would  be  ideal.  In  other  words,  if  we  had 
answers  from  all  the  doctors,  I am  sure  that 
the  confirmation  of  the  findings  of  both  the 
tests  and  screener  would  be  higher.  As  a re- 
sult of  our  experience  we  have  come  to  the 
conclusion  that  certain  tests  obviously  have  to 
be  discarded  and  others  have  proved  their 
value. 

Finally,  may  I say  that  most  doctors  to 
whom  the  patients  were  sent  were  most  favor- 
able to  the  clinic.  Doctors’  main  apprehen- 
sion of  a screening  program  is  that  if  it  is  held 
in  a hospital  it  may  take  away  patients.  An 
informational  program  for  doctors  as  well  as 
for  the  public  must  accompany  any  screening 
program. 


ANNOUNCEMENT 
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Walter  C.  Levy,  M.D.,  Syracuse,  New  York 
( District  Health  Officer,  New  York  Slate  Department  of  Health) 


ALTHOUGH  tularemia  cases  have  been  re- 
ported infrequently  in  past  years  in  New  York 
State,  most  of  the  cases  have  been  traced  to 
rabbits  and  only  rarely  to  muskrats. 1,2  The  cases 
last  known  in  the  Montezuma  swamp  area  did,  in 
fact,  originate  from  muskrats  trapped  on  the 
Vanderbilt  Estate  near  Savannah,  Wayne 
County,  in  1942. 3 Two  other  cases  among  musk- 
rat trappers  in  the  Town  of  Schroeppel  but  not 
near  the  Montezuma  swamps  had  been  reported 
from  Oswego  County  in  1939. 3 

Nevertheless,  I have  considered  it  of  sufficient 
interest  to  report  a field  epidemiologic  study  of  a 
group  of  nine  cases  of  tularemia  and  four  sus- 
pected cases.  I have  had  the  assistance  of  Dr. 
William  R.  Donovan,  Geneva,  and  Dr.  D.  W. 
Hargrave,  Rochester,  and  cooperation  from 
the  Cayuga  County  Laboratory  and  the  Cayuga 
County  Public  Health  Nursing  Service. 

Two  cases  were  first  brought  to  my  attention 
simultaneously  by  the  receipt  in  the  Syracuse 
District  Office  of  reports  from  the  Wayne  County 
Laboratory  at  Newark  State  School  of  positive 
agglutination  tests  for  Bacterium  tularense  on 
blood  specimens  submitted  by  Dr.  Richard 
Banner,  Savannah,  from  P.  H.  and  his  wife 
M.  H.,  in  titer  of  1 : 320  and  1 : 160,  respectively. 
With  the  approval  of  Dr.  Banner,  the  investi- 
gation started  with  these  two  persons. 

When  P.  H.  and  M.  H.  were  interviewed, 
they  were  found  to  be  most  helpful  in  recounting 
the  history  of  their  illnesses  and  in  furnishing 
leads  to  the  discovery  of  additional  cases  and,  in 
the  case  of  P.  H.,  actually  serving  as  guide  in 
visiting  a number  of  his  relatives  and  friends. 

Case  Reports 

Case  1. — Mrs.  M.  II.,  age  twenty-eight,  was  one  of 
the  earliest  of  the  acute  cases.  She  recalled  that  on 
March  12,  1951,  she  cut  her  left  index  finger  near  the 
distal  interphalangeal  joint  while  skinning  and  gut- 
ting muskrats.  About  two  days  later,  redness  and 
swelling  appeared  in  the  location  of  the  cut  along 
with  pain  and  tenderness,  as  if  it  were  infected.  On 
the  next  day  there  was  even  greaterswellingand  feeling 
of  tightness,  so  that  she  opened  the  swelling  with  a 
needle,  but  to  her  surprise  no  pus  appeared.  On 
March  16,  she  opened  it  again  with  a needle.  At 
this  time  there  was  exuded  a small  amount  of  thick, 
whitish  material  which  later  became  thin  and  watery. 
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On  March  17,  she  had  severe  throbbing  headache, 
general  malaise,  fatigue,  and  drowsiness.  During 
the  night,  she  had  chills,  aching  joints  and  muscles, 
profuse  perspiration,  and  an  increase  in  severity  of 
the  headache. 

She  visited  her  physician  who  found  her  to  have 
a temperature  of  102  F.  and  also  mentioned  finding 
a large  lump  in  her  left  axilla.  At  that  time  there 
was  a raw  sore  or  ulcer  on  the  dorsoradial  aspect  of 
her  left  index  finger  near  the  distal  interphalangeal 
joint.  The  diagnosis  was  influenza,  which  was 
prevalent  at  the  time.  She  was  given  some  oral 
medication  and  also  an  injection  of  penicillin.  Her 
symptoms  continued  only  slightly  abated,  and  on 
the  next  visit  she  was  given  another  injection  of 
penicillin  and  some  capsules  of  chloramphenicol. 
' She  was  next  seen  by  the  physician  at  her  home, 
at  which  time  tularemia  was  suspected,  and  such  a 
diagnosis  was  tentatively  suggested  to  her.  She 
was  given  additional  chloramphenicol,  which  she  no- 
ticed had  a beneficial  effect  on  her  symptoms  and  on 
the  enlarged  node  in  her  left  axilla.  On  April  6, 
the  blood  specimen  was  taken  which  was  reported 
positive  for  Bact.  tularense  in  dilution  1:160. 


Case  2. — Her  husband,  P.  H.,  age  thirty-two, 
has  been  engaged  in  muskrat  trapping  for  many 
years.  In  1951,  between  January  6 and  the  middle 
of  February,  he  did  no  trapping  because  of  an  injury 
to  his  left  leg.  He  resumed  his  trapping  activities 
about  the  middle  of  February.  In  addition  to 
skinning  and  gutting  muskrats  which  he  himself 
had  trapped,  he  was  also  engaged  in  skinning  musk- 
rats trapped  by  his  father,  a brother,  and  a friend 
on  the  Montezuma  Migratory  Bird  Refuge  in  return 
for  the  carcasses.  -An  uncle  and  a brother-in-law 
also  gave  him  the  carcasses  of  muskrats  for  which 
he  had  a market  in  Baltimore,  Maryland,  where 
they  are  sold  as  “marsh  rabbit.” 

P.  H.  did  not  recall  actually  cutting  himself  on 
the  hand  or  finger,  but  he,  too,  had  a small,  tender 
swelling  on  his  right  thumb  about  March  13  or  14, 
1951,  which  never  developed  into  an  ulcer.  On 
March  17,  he  had  a chill,  fever,  and  profuse  per- 
spiration for  which  he  took  some  self-prescribed 
household  medication.  There  was  a lump  or  swelling 
in  his  right  axilla,  noticed  the  following  day.  Al- 
though he  was  more  easily  fatigued  than  usual  and 
had  a sore  right  thumb  and  achy  feeling  of  the  right 
arm,  he  did  not  go  to  bed  but  remained  up  and  about 
to  do  the  housework,  because  his  wife  was  ill  and 
prostrated  at  this  time.  He  accompanied  his  wife 
on  her  visit  to  the  doctor  on  April  6,  at  which  time 
he  was  given  an  injection  of  penicillin,  and  the  blood 
specimen  wras  taken  and  submitted  for  an  agglu- 
tination test  which  was  subsequently  reported  posi- 
tive for  Bact.  tularense  in  dilution  of  1 : 320. 

P.  II.  was  able  to  furnish  me  with  infornta- 
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tion  regarding  the  identity  of  relatives,  friends, 
and  acquaintances  who  had  been  engaged  in 
muskrat  trapping,  with  and  without  history  of 
similar  illness.  From  this  source,  information 
was  obtained  concerning  his  brother. 

Case  3. — R.  H.,  age  thirty-five,  had  a. history  of  an 
illness  characterized  by  chills  and  fever,  on  or  about 
March  16,  1951,  which  he  thought  might  be  a recur- 
rence of  malaria  and  for  which  he  was  given  an  injec- 
tion of  penicillin.  A blood  specimen,  taken  by  me  on 
April  20,  was  reported  by  the  Division  of  Laborator- 
ies and  Research,  Albany,  as  positive  in  dilution 
1 : 320  for  agglutination  of  Bact.  tularense. 

Case  4 ■ — His  brother-in-law,  I.  G.,  age  twenty- 
five,  gave  a history  of  having  cut  his  finger  while 
skinning  muskrats  during  the  first  week  in  March, 
1951.  He  developed  a sore,  which  later  became  an 
open  ulcer,  on  the  dorsum  of  the  middle  finger  of  the 
right  hand  at  the  distal  interphalangeal  joint.  He 
had  a chill  and  fever,  also  lassitude  and  fatigue,  so 
that  he  was  unable  to  attend  his  trap  lines  for  about 
two  days.  He  did  not  see  a physician  but  took 
quinine  for  what  he  thought  was  a recurrence  of 
malaria.  He  also  had  enlargement  of  a lymph  node 
in  the  right  axilla.  A blood  specimen,  taken  on 
April  24,  was  reported  by  the  Division  of  Labora- 
tories and  Research  as  showing  agglutination  with 
Bact.  tularense  in  dilution  1 : 320. 

Blood  specimens  taken  on  three  other  imme- 
diate and  close  associates  in  the  muskrat  trapping 
business  were  negative  for  agglutinins  of  Bact. 
tularense. 

A visit  was  made  to  the  Montezuma  Migratory 
Bird  Refuge  and  from  Elton  Clarke,  the  superin- 
tendent, the  names  of  some  seven  other  fur  trap- 
pers were  obtained,  most  of  whom  were  examined 
by  Dr.  Donovan,  Geneva.  Of  these,  one,  R.  B., 
showed  a level  of  agglutinins  of  Bact.  tularense 
in  dilution  1 : 40.  Because  of  this  low  level  of 
agglutinins  and  the  history  of  fur  trapping,  I have 
considered  this  as  one  of  the  suspicious  cases. 

Dr.  Dudley  Hargrave,  Rochester,  obtained 
from  the  Raw  Fur  Dealers  Association  of  New 
York  State,  a list  of  their  members.  I was  able 
to  visit  six  of  them  living  in  the  Syracuse  district 
and  was  able  to  identify  one  additional  positive 
case,  G.  A.,  age  sixty,  Throop,  and  another 
suspicious  case,  A.  B.,  age  forty-eight,  Syracuse. 
Both  of  these  men  have  been  fur  buyers  for  many 
years. 

Cases  5 and  6. — G.  A.,  age  sixty,  whose  blood 
showed  agglutination  of  Bact.  tularense  in  dilution 
1 : 150,  had  a history  of  an  illness  in  March,  1951, 
characterized  by  chills,  fever,  and  severe  prostration 
of  about  one  week  duration.  He  took  some  medi- 
cine which  had  been  left  for  his  wife  and  apparently 
was  greatly  benefited.  He  recalled  that  one  of  the 
trappers  from  whom  he  buys  furs,  A.  J.  B.,  had 
brought  him  a fresh  muskrat  which  had  some  “pus 
pockets”  under  the  skin. 


I visited  A.  J.  B.,  age  thirty-four,  in  Weedsport 
and  took  a blood  specimen  on  him.  He,  too,  re- 
called the  muskrat  with  the  “pus  pockets”  and  also 
told  of  having  suffered  an  attack  of  what  he  con- 
sidered to  be  “flu”  in  March,  1951.  It  was  not 
surprising  when  the  report  of  his  blood  specimen  was 
received  and  showed  agglutination  of  Bact.  tular- 
ense in  1 : 80  dilution. 

Up  to  this  point,  about  the  middle  of  August, 
1951,  we  were  aware  of  six  cases  of  tularemia  and 
two  additional  persons  considered  suspicious. 
With  the  assistance  of  some  of  the  Cayuga 
County  Public  Health  nurses,  I made  lists  of  the 
persons  who  had  obtained  trappers  licenses  in 
1951  in  the  nine  towns  of  Montezuma,  Mentz, 
Brutus,  Cayuga,  Aurelius,  Throop,  Sterling, 
Conquest,  and  Victory  in  Cayuga  County. 
Arrangements  were  made  for  a series  of  blood 
drawing  clinics  held  in  seven  different  locations 
in  Cayuga  County.  Attendance  at  these  clinic 
sessions,  which  were  held  in  the  evening,  varied 
from  three  to  12  with  a total  of  47.  As  a result 
of  the  examination  of  these  blood  specimens,  two 
additional  cases  were  found. 

Case  7. — One  of  these,  J.  O.,  age  twenty,  Mon- 
tezuma, had  an  agglutination  with  Bact.  tularense 
antigen  in  dilution  1 : 1,280.  A history  was  ob- 
tained which  indicated  that  he  was  a muskrat 
trapper  and  had  been  an  associate,  previously 
unidentified,  of  one  of  the  first  cases,  P.  H.  He  had 
been  ill  during  the  latter  part  of  February,  1951, 
with  cough  and  fever  which  was  diagnosed  as  pneu- 
monia and  treated  with  penicillin.  He  recovered 
from  this  illness  in  about  five  or  six  days. 

Case  8. — The  other  case  discovered  in  the  blood 
drawing  clinics,  B.  C.,  age  thirty-eight,  Port  Byron, 
had  cut  his  right  index  finger  while  skinning  a musk- 
rat and  had  developed  an  ulcer  and  soreness  under 
the  right  arm.  He  was  treated  with  penicillin  in- 
jections and  recovered  after  about  ten  days  illness. 

One  other  procedure  used  in  connection  with 
this  study  consisted  of  routine  testing  for  agglu- 
tinins of  Bact.  tularense  in  the  blood  of  all 
persons  in  the  northern  part  of  Cayuga  County 
and  in  parts  of  Wayne  and  Seneca  Counties 
whose  blood  was  submitted  to  the  Cayuga 
County  Laboratory  at  Auburn  for  any  purpose. 
These  included  blood  specimens  submitted  for 
Wassermann  tests  (premarital,  prenatal,  diag- 
nostic, pre-employment)  or  for  other  agglutination 
tests,  such  as  Widal,  brucellosis,  heterophil 
antibody,  etc.  This  routine  testing  for  aggluti- 
nation of  Bact.  tularense  began  in  May,  1951,  and 
has  continued  for  about  a year.  Until  April 
1,  1952,  459  blood  specimens  had  been  examined. 
Several  of  the  cases  who  had  previously  been 
known  or  discovered  through  other  procedures 
again  turned  up  in  the  routine  tests. 


2022 


WALTER  C.  LEVY 


[N.  Y.  State  J.  M. 


TABLE  I.  -Tularemia  Cases  and  Suspects  According  to 
Clinical  Classification  and  Contact  with  Muskrats 


Clinical 

Classifica- 

tion 

Contact 

with 

Muskrats 

No  Contact 
with 

Muskrats 

Unknown 

Contact 

Totals 

Ulcero- 

glandular 

4 

0 

0 

4 

Typhoid 

4 

1 

0 

5 

Total  Cases 

8 

1 

0 

9 

Suspects 

3 

0 

1 

4 

Case  9. — One  additional  ease,  E.  L.,  age  thirty, 
Weedsport,  was  discovered.  The  agglutination 
titer  in  this  ease  was  1 : 040.  llis  blood  had  been 
submitted  for  premarital  Wassermann  test.  On 
interviewing  him,  we  learned  that  he  is  a game 
warden,  employed  by  the  State  Department  of 
Conservation,  lie  gave  a history  of  a relatively 
mild  illness  consisting  of  several  episodes  of  fever 
and  excessive  fatigue  over  a period  of  about  six  weeks 
in  October  and  November,  1951.  He  had  had  no 
recent  contact  with  muskrats  but  had  handled 
freshly  killed  deer  and  rabbits.  The  source  of  in- 
fection in  this  case  was  not  definitely  ascertained. 

Two  additional  persons,  both  women,  were 
found  to  have  agglutinin  titers  of  1 : 40.  In 
each  case  the  blood  specimen  had  been  submitted 
to  the  laboratory  for  a prenatal  Wassermann 
test.  One  of  these,  B.  G.,  is  the  wife  of  one  of 
the  previously  identified  cases  whose  home  I 
had  visited  in  April,  1951,  and  who  had  at  that 
time  refused  to  submit  a blood  specimen.  She 
gave  no  history  of  illness,  but  she  had  helped  her 
husband  in  skinning  muskrats  and  preparing  the 
pelts.  I have  considered  her  one  of  the  suspects. 

Of  the  nine  definite  cases  of  tularemia,  four 
appear  to  fall  into  the  category  of  ulceroglan- 
dular  type  and  five  into  that  of  the  typhoid  type, 
since  no  history  could  be  elicited  of  anything  but 
a febrile  illness  of  greater  or  lesser  severity. 
(Tables  I and  II). 

Summary 

By  way  of  summarizing  this  experience  in 
connection  with  several  procedures  used  for  the 
discovery  of  tularemia  cases,  it  appears  that 
the  most  productive  has  been  the  home  visiting 
and  blood  testing  of  individuals  identified  by  the 


known  and  reported  cases  as  being  engaged  in 
trapping,  buying,  and  selling  or  otherwise  han- 
dling muskrats  or  muskrat  carcasses  or  pelts.  Of 
20  persons  in  this  group  examined,  there  were  six 
diagnosed  as  cases  or  suspects. 

By  the  procedure  of  conducting  blood  drawing 
clinics,  two  cases  out  of  47  examined  were  diag- 
nosed as  tularemia  after  securing  additional 
history. 

In  the  routine  testing  for  agglutinins  of  Bact. 
tularense  in  blood  specimens  submitted  from  the 
area  in  which  the  cases  had  occurred,  one  addi- 
tional case  and  two  suspects  were  discovered  in 
the  examination  of  459  blood  specimens. 

Conclusions 

1.  An  outbreak  of  tularemia  in  the  vicinity 
of  the  Montezuma  swamps  has  been  studied  with 
nine  cases  and  four  suspected  cases  reported  to 
the  present  time. 

2.  With  the  exception  of  one  case,  all  the 
cases  and  suspects  brought  to  light  during  the 
investigation  had  some  connection  with  muskrats 
as  trapper,  fur  dealer,  or  handler.  The  source 
of  the  infection  in  these  cases  is  ascribed  to 
infected  muskrats.  In  one  case  the  source  of 
infection  was  not  determined. 

3.  Of  the  various  procedures  used  in  connec- 
tion with  this  study,  that  of  “shoe-leather” 
epidemiology,  which  included  identifying,  visiting, 
history-taking,  and  procuring  blood  specimens 
for  testing  for  agglutinins,  was  the  most  pro- 
ductive in  the  discover}-  of  additional  cases. 

4.  From  this  study,  it  would  appear  that 
tularemia  from  muskrats  is  more  common  than 
has  been  previously  known  and  that  it  should  be 
suspected  or  tentatively  diagnosed  in  a febrile 
illness  in  persons  who  have  been  engaged  in 
occupations  as  muskrat  trapper,  fur  dealer,  or 
handler. 
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TABLE  II.  Tularemia  Cases,  Montezuma  Swamp  Area.  Cayuga  County,  1951 


✓ — Identification — * 
Name  Age 

Onset 

(1951) 

Clinical  Type 

Contact  with 
Muskrats 

Mode  of  Discovery 

M.H. 

28 

March  12 

Ulceroglandular 

Skinning 

Attending  physician 

P.H. 

32 

March  13 

Ulceroglandular 

Trapping  and 

skinning 

Attending  physician 

R.H. 

3.5 

March  16 

Typhoid 

Trapping 

Follow-up  of  trappers 

I.G. 

25 

March 

Ulceroglandular 

Trapping  and 

skinning 

l'ollow-up  of  trappers 

G.A. 

60 

March 

Typhoid 

I'ur  buyer  and 

handler 

l ollow-up  of  fur  dealers 

A.J.B. 

34 

March 

Typhoid 

Trapping  and 

skinning 

hollow-up  of  trappers 

J.O. 

20 

February  or 

Trapping  and 

Blood  test  clinic  for 

March 

Typhoid 

skinning 

tra  ppers 

B.C. 

38 

March  15 

Ulceroglandular 

Trapping  and 

Blood  test  clinic  for 

skinning 

trappers 

E.L. 

30 

October 

Typhoid 

None 

Routine  blood  test 
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3.  Bureau  of  Epidemiology  and  Communicable  Disease 
Control,  New  York  State  Department  of  Health,  Albany: 
Unpublished  reports. 

Discussion 

I.  J.  Tartakow,  M.D.,  Garden  Cilij. — Dr.  Levy’s 
paper  demonstrates  how  the  alert  epidemiologist 
may  use  reporting  as  a springboard  for  intelligent 
investigation  of  communicable  diseases.  From 
two  known  cases  of  tularemia,  he  was  able,  through 
well-directed  efforts,  to  uncover  seven  additional 
related  cases  and  four  suspects. 

A review  of  the  literature  on  tularemia  reveals 
that  48  vertebrates  are  known  to  be  susceptible  to 
the  disease  and  capable  of  transmitting  it  to  man. 
Although  various  forms  of  wild  rabbits  and  wild 
hare  are  the  direct  cause  of  over  90  per  cent  of  human 
cases  in  the  United  States,  the  reservoir  of  infection, 
besides  the  muskrat,  includes  the  ground  and  tree 
squirrel,  woodchuck,  opossum,  raccoon,  skunk, 
beaver,  fox,  shrew,  chipmunk,  guinea  pig,  deer,  bull 
snake,  and  various  types  of  rats  and  mice.  Among 
birds,  infections  have  been  reported  in  grouse, 
quail,  sage  hen,  owl,  and  gull.  The  domestic  dog, 
cat,  sheep,  and  calf  have  also  been  found  infected. 
The  disease  is  transmitted  to  animals  principally 
by  the  bite  of  infected,  bloodsucking  arachnida  or 
insects  such  as  the  tick,  deer  fly,  louse,  and  various 
fleas.  Occasionally  animals  contract  the  disease  by 
eating  the  carcass  of  an  infected  animal,  and  in  the 
case  of  beavers  and  muskrats,  the  possibility  of  in- 


fection by  the  water  of  the  streams  or  ponds  they 
inhabit  must  be  considered. 

The  distinct  seasonal  distribution  of  cases  of 
tularemia  varies  with  the  type  of  contact  or  means 
by  which  infection  takes  place.  In  areas  where  in- 
fection of  humans  is  derived  from  contact  with 
rabbits,  a large  proportion  of  cases  occurs  in  the  hunt- 
ing season,  namely,  in  November,  December,  and 
January.  In  areas  where  ticks  are  the  vectors  of  in- 
fection, tick-borne  tularemia  occurs  most  frequently 
in  the  months  of  May,  June,  and  July,  when  adult- 
forms  of  Dermacentor  andersoni  and  D.  variabilis  are 
most  numerous.  In  the  Rocky  Mountain  area 
where  the  deer  fly  (Chrysops  discalis)  is  found, 
nearly  all  cases  which  are  associated  with  bites  of 
this  fly  appear  in  June,  July,  and  August.  It  is 
interesting  to  note  that  all  eight  cases  reported  by 
Dr.  Levy  with  known  contact  with  muskrats  oc- 
curred during  the  month  of  March,  and  the  four 
previously  reported  cases  in  muskrat  trappers  in 
New  York  State  had  their  onset  in  April. 

From  Dr.  Levy’s  study,  it  appears  that  tularemia 
is  an  occupational  disease  of  persons  engaged  in 
trapping  or  skinning  of  muskrats.  Information 
regarding  danger  of  infection  and  preventive  meas- 
ures should  be  made  available  to  those  exposed  to 
this  hazard,  through  such  agencies  as  the  Fish 
and  Wild  Life  Service  of  the  U.S.  Department  of  the 
Interior,  the  New  Y’ork  State  Conservation  Depart- 
ment, and  the  various  trade  and  sports  organiza- 
tions. 


ANNOUNCEMENT 


PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  Y’ork,  May  4 to  8, 
1953,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  YTork  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  tlie  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2,  1953,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  Y’ork, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Mather  Cleveland,  M.D.,  Chairman 
Committee  on  Prize  Essays 


THE  INFLUENCE  OF  PRIOR  INJECTIONS  OF  IMMUNIZING  AGENTS 
AND  OF  PENICILLIN  ON  THE  OCCURRENCE  AND 
SEVERITY  OF  POLIOMYELITIS 

Morris  Greenberg,  M.D.,  and  Harold  Abramson,  M.D.,  New  York  City 

( From  the  Bureau  of  Preventable  Diseases,  New  York  City  Department  of  Health) 


THERE  are  a number  of  reports  in  the  litera- 
ture which  indicate  that  various  factors  play 
a part  in  predisposing  individuals  to  a higher 
incidence  or  a more  severe  type  of  poliomyelitis.* 1 
The  latest  of  these  factors  to  be  implicated  are 
subcutaneous  or  intramuscular  injections,  par- 
ticularly of  pertussis  vaccine,  diphtheria  toxoid, 
and  tetanus  toxoid.  The  experience  of  New  York 
City  for  1949  and  1950  was  presented  at  the  an- 
nual meeting  of  the  American  Public  Health 
Association  in  1951.1 

Method 

The  present  report  covers  the  three-year 
period  of  1949  to  1951,  and  includes  cases  of 
poliomyelitis  in  children  five  years  or  less  of  age 
reported  to  the  Department  of  Health  of  New 
York  City  for  the  three-year  period.  The  method 
of  study  was  the  same  as  in  the  earlier  report. 
Briefly,  it  consisted  of  an  epidemiologic  investi- 
gation bv  medical  epidemiologists  of  all  cases  of 
poliomyelitis  in  the  city  within  a week 
after  the  report  of  a case  and  a follow-up  visit  by 
a nurse  about  a month  later. 

In  addition  to  the  usual  data  obtained,  specific 
information  was  sought  on  all  injections  or  inocu- 
lations received  by  the  patient  in  the  past,  in- 
cluding the  site  of  inoculation,  the  exact  date  if 
this  was  not  more  than  a year  preceding  onset  of 
poliomyelitis,  and  the  injecting  material  used. 
For  the  year  1950  only,  this  information  was  ob- 
tained for  children  ten  years  or  less  of  age  and  for  a 
control  group  of  the  same  age  in  neighboring 
families  in  which  no  case  of  poliomyelitis  had 
occurred. 

The  information  obtained  from  the  family, 
particularly  the  date,  the  site  of,  and  the 
material  used  for  the  inoculations,  was  checked 
for  accuracy  with  the  written  record  of  the  physi- 
cian who  gave  the  injections,  for  all  cases  and 
controls  injected  within  three  months  prior  to 
onset  of  poliomyelitis.  If  the  physician  had  no 
record,  the  mother’s  statement  was  accepted 
only  if  her  reliability  was  judged  to  be  good  as 
indicated  by  collateral  evidence.  Otherwise  the 
case  was  not  used. 

Presented  at  the  146th  Annual  Meeting  of  the  Medieal 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Preventive  Medicine  and  Public  Health,  May  15,  1952. 


TABLE  I. — Relation  Between  Injected  and  Paralytic 
Limb  After  Inoculation  with  DPT  or  Penicillin,  in 
Children  Five  Years  or  Less  of  Age,  New  York  City, 
1949-1951 


Paralyzed 

Interval  Between  in  Injected 

Last  Injection  and  Number  In-  Limb 
Agent  Onset  of  Poliomyeli-  jected  in  Num-  Per 

Used  tis,  in  Months  Known  Site  ber  Cent 


DPT 

0 to  1 

30 

10 

33.0 

1 to  12 

64 

9 

14.0 

Penicillin 

0 to  1 

11 

5 

45.0 

1 to  12 

27 

8 

30.0 

Results 

The  number  of  cases  studied  in  the  age  group 
five  years  and  under  was  1,136,  of  which  676  were 
males  and  460  females.  Only  the  effects  of  im- 
munizing injections  and  of  penicillin  could  be 
evaluated.  Inoculations  with  other  substances, 
such  as  smallpox  vaccine  virus,  pollens,  gamma 
globulin,  etc.,  were  too  few  to  offer  valid  data  for 
statistical  conclusions.  The  immunizing  sub- 
stances to  which  reference  is  made  were  diph- 
theria toxoid,  pertussis  vaccine,  and  tetanus 
toxoid,  used  either  singly  or  in  any  combination. 
There  were  not  enough  cases  to  allow  for  the 
analysis  of  each  of  them  individually.  The 
evaluation  was  made  for  the  entire  group  of 
immunizing  substances.  About  SO  per  cent  re- 
ceived diphtheria  toxoid,  65  per  cent  pertussis 
vaccine,  and  50  per  cent  tetanus  toxoid. 

Paralysis  in  Injected  Limbs. — The  relation 
between  the  site  injected  and  the  limb  paralyzed 
has  been  studied  in  three  ways: 

1.  There  was  a group  of  children  that  had 
been  injected  with  DPT*  in  a known  site,  on  a 
known  date.  Table  I indicates  that  of  30  in- 
jected in  a specific  limb  not  more  than  a month 
preceding  onset  of  poliomyelitis,  ten  or  33  per  cent 
were  paralyzed  in  the  injected  limb,  whereas  of 
64  injected  more  than  a month  before  onset  of 
poliomyelitis,  nine  or  14  per  cent  were  paralyzed 
in  the  injected  limb.  The  difference  is  statisti- 
cally significant. 

Where  the  substance  injected  was  penicillin, 
no  great  difference  was  observed.  When  the 
period  between  inoculation  and  onset  of  polio- 
myelitis was  a month  or  less,  five  of  1 1 children, 

* By  DPT  is  meant  diphtheria  toxoid,  pertussis  vaccine,  and 
tetanus  toxoid,  singly  or  in  any  combination. 
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TABLE  II.  Relation  Between  Injected  and  Paralyzed 
Limbs  in  Cases  of  Poliomyelitis  Injected  with  DPT  in 
the  Arms  and  Penicillin  in  the  Legs,  but  which  Arm  or 
Leg  not  Specified  in  Children,  Five  Years  or  Less  of 
Age,  New  York  City,  1949-1951 


Interval  Between 
Last  Injection 
and  Onset  of 
Agent  Poliomyelitis, 
Used  in  Months 

Number 

Injected 

Number 
Paralyzed 
in  Limbs 

Number 

Paralyzed 

DPT 

0 to  1 

24 

18 

Arms 
10  (56%) 

1 to  12 

68 

49 

11  (22%) 

Penicillin 

0 to  1 

65 

39 

Legs 

34  (87%) 

1 to  12 

97 

53 

48  (90%) 

or  45  per  cent,  were  paralyzed  in  the  injected 
limb,  and  when  the  period  was  longer  than  a 
month,  eight  of  27  children,  or  30  per  cent,  were 
similarly  paralyzed,  a difference  which  has  no 
statistical  significance. 

2.  Another  group  of  children  was  known  to 
have  been  injected  with  DPT  in  the  arms  or 

I penicillin  in  the  legs,  but  it  was  not  known  which 
arm  or  leg  received  the  injection.  In  Table  II 
[ it  will  be  noted  that  24  children  were  injected 
with  DPT  in  the  arms  not  more  than  a month 
( before  onset  of  poliomyelitis;  18  became  para- 
l lyzed  in  the  limbs,  and  ten  or  56  per  cent  in  the 
| arms.  However,  of  68  children  injected  more 
than  a month  before  onset  of  poliomyelitis,  49 
f developed  paralysis  in  the  limbs,  and  11  or  22 
per  cent  in  the  arms,  a statistically  significant 
difference. 

When  the  same  comparison  was  made  in  the 
children  that  received  penicillin,  the  difference 
between  those  recently  and  those  more  remotely 
injected  faded.  There  were  65  children  who  were 
injected  with  penicillin  in  the  legs  within  a month 
prior  to  onset  of  poliomyelitis;  39  were  paralyzed 
in  the  limbs,  and  34  or  87  per  cent  in  the  legs. 
Of  97  children  injected  with  penicillin  in  the  legs 
more  than  a month  before  onset,  53  were  para- 
lyzed in  the  limbs  and  48  or  90  per  cent  had  the 
paralysis  in  the  legs. 

3.  The  third  method  was  to  compare  the 
ratio  of  leg  paralysis  to  arm  paralysis  in  all 
children  injected  with  DPT  or  penicillin.  It  was 


known  that  the  vast  majority  of  DPT  inocula- 
tions were  made  in  the  arm  and  that  almost  all 
penicillin  injections  were  made  in  the  legs.  It 
will  be  seen,  by  reference  to  Table  III,  that  in 
children  not  inoculated  the  ratio  of  legs  to  arms 
paralyzed  was  about  3,  whether  one  counted 
the  number  of  children  or  the  number  of  limbs 
paralyzed.  This  ratio  held  true,  also,  for  children 
injected  with  DPT  from  one  to  twelve  months 
or  more  than  twelve  months  before  onset  of  polio- 
myelitis. However,  in  the  children  injected  not 
more  than  a month  before  onset,  the  ratio  of 
leg  to  arm  paralysis  was  about  1 j -j,  indicating 
that  almost  as  many  arms  as  legs  were  paralyzed. 

For  the  children  who  received  penicillin  in- 
jections, most  of  which  were  in  the  legs,  one  would 
have  expected  a higher  ratio  of  leg  to  arm  paraly- 
sis in  those  injected  less  than  a month  before 
onset  of  poliomyelitis  than  in  those  injected 
more  than  a month  before,  if  the  injections  of 
penicillin  exerted  the  same  influence  that  in- 
jections of  DPT  did.  Actually,  there  was  such 
a difference,  but  the  difference  was  not  statistic- 
ally significant. 

One  must  conclude  from  these  observations 
that  there  is  evidence  that  injections  of  DPT, 
if  given  within  a month  preceding  the  onset 
of  poliomyelitis,  predisposed  to  the  localization 
of  the  paralysis  in  the  injected  limb,  but  that 
this  does  not  hold  for  injections  with  penicillin. 

Interval  Between  Injection  and  Onset,  by  ITeefcs. 
— An  analysis  has  been  made  of  the  cases  that 
were  injected  within  a month  preceding  onset 
of  poliomyelitis  to  note  whether  or  not  a con- 
centration of  cases  occurred  in  any  particular 
week  of  that  month.  The  results  are  given  in 
Table  IV.  It  will  be  noted  that  of  the  58  cases 
injected  with  DPT  in  the  four  weeks  preceding 
onset,  19,  or  a third  of  the  total  number,  occurred 
in  the  second  week  following  injection.  This  is 
the  accepted  incubation  period  of  poliomyelitis. 
The  rest  of  the  cases  were  about  equally  distrib- 
uted in  the  other  three  weeks.  Furthermore, 
all  the  19  cases  were  paralytic,  whereas  in  the 
other  three  weeks  85  per  cent  of  the  cases  were 
paralyzed. 


TABLE  III. — Ratio  of  Leg  to  Arm  Paralysis  in  Children,  Five  Years  or  Less  of  Age,  Inoculated  with  DPT  or 
Penicillin,  or  Not  Inoculated,  New  York  City  1949-1951 


Interval  Between 
Last  Injection 

and  Onset  of  Children  Limbs 


Agent 

LTsed 

Poliomyelitis, 
in  Months 

^ — Paralyzed  in 
Arms  Legs 

Limb — ' 
L/A 

Arms 

■Paralyzed- 

Legs 

L/A 

DPT 

0 to  1 

23 

36 

1.6 

28 

47 

1.7 

1 to  12 

26 

100 

3.8 

31 

135 

4.4 

12  and  over 

73 

286 

3.9 

99 

385 

3.9 

Penicillin 

0 to  1 

10 

42 

4.2 

10 

60 

6.0 

1 to  12, 

25 

59 

2.4 

29 

76 

• 2.6 

12  and  over 

0 

4 

0 

7 

None 

Not  inoculated 

11 

31 

2.9 

13 

42 

3.2 
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TABLE  IV. — Cases  of  Poliomyelitis  Occurring  in  the 
Four  Weeks  Following  Last  Injection  with  DPT  or 
Penicillin,  By  Days  After  Injections,  Children  Five 
Years  or  Less  of  Age,  New  York  City,  1949-1951 


Days  After 
Injection 

r*  • -ip 

Cases 

Paralyzed 

Cases 

Paralyzed 

1 to  7 

12 

10 

41 

31 

8 to  14 

19 

19 

13 

8 

15  to  21 

14 

12 

9 

5 

22  to  28 

13 

11 

10 

b 

Total 

58 

52 

73 

50 

A totaJly  different  picture  was  presented  for  the 
cases  of  poliomyelitis  that  had  been  injected  with 
penicillin  in  the  four  weeks  before  onset.  Nearly 
60  per  cent  of  these  children  were  injected  in  the 
first  week  preceding  onset,  the  majority  of  them 
in  the  first  three  days.  There  is  a strong  pre- 
sumption that  the  penicillin  was  given  as  a thera- 
peutic measure  after  the  onset  of  poliomyelitis 
but  while  the  symptoms  were  not  yet  definite 
enough  to  warrant  a positive  diagnosis.  One 
must  conclude  from  this  table  that  the  influence 
of  an  injection  of  DPT  on  poliomyelitis  is  opera- 
tive during  the  incubation  period  and  that  no 
such  influence  is  evident  when  the  injected  ma- 
terial is  penicillin. 

Severity  of  Poliomyelitis 

The  more  frequent  occurrence  of  the  bulbar 
type  of  poliomyelitis  as  a result  of  tonsillectomy 
performed  during  the  incubation  period  has  been 
repeatedly  demonstrated.2,3  It  was  therefore 
of  importance  to  determine  whether  this  held 
true  also  for  injections  of  DPT  and  penicillin. 
The  cases  are  arranged  in  Table  V according  to 
type  and  time  of  injection.  The  percentage 
distribution  of  bulbar,  paralytic,  and  non- 
paralytic cases  is  approximately  the  same  whether 
the  last  injection  was  given  not  more  or  more 
than  a month  before  onset  of  poliomyelitis  and  is 
also  about  the  same  if  no  injection  was  given. 
The  conclusion  is  reached  that  prior  injections 
of  DPT  or  penicillin  do  not  determine  the  type  of 
poliomyelitis  that  will  occur. 

Cases  and  Controls 

In  I960  only,  data  were  gathered  on  the  im- 
munization histories  of  children  with  poliomyelitis 
ten  years  or  less  of  age,  and  similar  histories  were 


obtained  about  children  of  the  same  age  from 
neighboring  families  where  no  cases  had  occurred. 
These  data  were  entered  on  cards  and  arranged 
according  to  age  and  sex.  For  each  case  a card 
was  pulled  at  random  from  the  corresponding 
control  group  and  the  date  of  onset  of  the  case 
entered  on  it.  The  period  between  the  assigned 
date  and  the  date  of  inoculation  was  comparable 
to  the  interval  between  inoculation  and  onset 
among  the  cases. 

As  is  shown  in  Table  VI,  of  the  78  cases  that 
gave  a history  of  having  received  an  injection 
with  DPT  in  the  previous  year.  26  or  33  per  cent 
had  received  the  last  injection  not  more  than  a 
month  before  onset  of  poliomyelitis.  On  the 
other  hand,  only  six  or  10  per  cent  of  63  controls 
had  received  their  last  injection  with  DPT  within 
a month  before  the  assigned  date  of  onset.  A 
similar  but  not  so  significant  difference  occurred 
between  the  cases  and  controls  that  gave  a history 
of  having  been  injected  with  penicillin.  It 
must  be  remembered,  as  previously  pointed  out, 
that  most  of  the  injections  of  penicillin  were 
given  a few  days  before  the  apparent  onset  of 
poliomyelitis.  It  appears  probable  that  they 
were  administered  therapeutically,  after  onset 
but  before  diagnosis. 

The  data  indicate  that  a history-  of  recent 
injection  with  DPT  is  more  commonly  obtained 
in  cases  of  poliomyelitis  than  in  controls.  They 
do  not  indicate  the  reverse,  namely,  that  cases 
of  poliomyelitis  are  more  common  in  recently 
injected  children.  They-  do,  however,  allow  for 
speculation  as  to  whether  recent  injectionsof  DPT 
may  not  influence  the  occurrence  of  a recognizable 
case,  which  might  not  have  had  any  symptoms  if 
no  injection  had  been  given. 

Korns,  Albrecht,  and  Locke,  using  similar 
data  but  on  a larger  scale,  have  attempted,  by- 
making  certain  assumptions,  to  arrange  their 
material  in  such  a way  as  to  obtain  an  incidence 
rate  for  poliomyelitis  among  injected  and  nonin- 
jected  individuals.4  They  arrived  at  the  con- 
clusion that  the  incidence  was  twice  as  great  in  the 
former  as  in  the  latter.  They  did  so  with  reserva-  i 
tions,  due  to  the  inherent  technical  difficulties  i 
of  their  method.  The  conclusion  should  not  be 


TABLE  V. — Cases  of  Poliomyelitis  According  to  Clinical  Type  and  History  qf  Previous  Injection  with  DPT  or 
Penicillin,  Children,  Five  Years  or  Less  of  Age,  New  York  City,  1949-1951 


Interval  Between  Last  Inoculation  and 
Onset  of  Poliomyelitis,  in  Months 


Agent 

Used 

Type  of  Case 

, 0 to  1 — - 

Num-  Per 
ber  Cent 

^-1  to  12 — » 
Num-  Per 
ber  Cent 

Not  Inoculated 
Num-  Per 
ber  Cent 

DPT 

Nonparalytic 

7 

11.0 

24 

15  0 

7 

15.0 

Paralytic 

48 

76.0 

108 

70  0 

35 

72  0 

Bulbar 

8 

13.0 

23 

15.0 

6 

13  0 

Penicillin 

Nonparalytic 

22 

30.0 

37 

30  0 

Paralytic 

45 

62.0 

68 

56  0 

Bulbar 

6 

8.0 

17 

14.0 
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TABLE  VI. — Comparison  op  the  Histories  of  Injections 
with  DPT  or  Penicillin  in  Cases  of  Poliomyelitis,  Ten 
Years  or  Less  of  Age,  and  in  their  Matched  Controls, 
New  York  City,  1950 


Agent 

Used 

Interval  Between 
Last  Injection 
and  Onset  of 
Poliomyelitis, 
in  Months 

— Cases ' 

Num-  Per 
ber  Cent 

✓ — Controls — 
Num-  Per 
ber  Cent 

DPT 

0 to  1 

26 

33,0 

6 

10.0 

I to  12 

52 

67.0 

57 

90.0 

0 to  12 

78 

100.0 

63 

100.0 

Penicillin 

0 to  1 

27 

24.0 

13 

14.0 

1 to  12 

84 

76,0 

91 

86  0 

0 to  12 

111 

100.0 

104 

100.0 

accepted  definitely  until  further  confirmed. 
They  pointed  out,  however,  that  even  if  the 
doubling  of  the  attack  rate  during  the  month 
following  an  injection  were  true,  the  incidence 
during  the  peak  month  of  September,  1950,  in 
upstate  New  York  would  have  increased  only 
0.2  of  a case  per  1,000  individuals. 

That  the  possible  increase  in  the  attack  rate  of 
pbliomyelitis  should  not  interfere  with  the  usual 
immunization  program  in  average  years  is  indi- 
cated in  Table  VII.  It  is  now  generally  accepted 
that  immunization  against  diphtheria,  pertussis, 
and  tetanus  should  be  completed  by  the  end  of 
the  first  year.  It  will  be  noted  that  for  the  three 
years  1949  to  1951,  4,065  cases  of  poliomyelitis 
were  reported  in  the  city,  and  1 11  or  fewer  than  3 
per  cent  were  in  children  under  one  year  of  age, 
although  one  of  the  three  years  was  an  epidemic 
one.  In  1951,  which  was  an  average  year,  ten 
cases  under  one  year  of  age  were  reported,  and 
only  three  of  them  had  received  DPT  within  a 
month  before  onset  of  poliomyelitis.  Assuming 
that  such  an  injection  doubled  the  attack  rate, 
only  one  or  two  children  were  exposed  to  the  extra 
risk.  Since  the  population  of  that  age  group  was 
about  150,000,  the  risk  was  one  in  100,000.  Such 
a risk  is  small  enough  to  take  in  order  to  avoid 
the  greater  risk  from  diphtheria,  whooping  cough, 
and  tetanus. 


TABLE  VII. — Cases  of  Poliomyelitis  in  Children  Under 
One  Year  of  Age  Inoculated  with  DPT  not  More  Than 
a Month  Prior  to  Onset,  New  York  City,  1949-1951 


Year 

Number  of 
Reported  Cases 
(All  Ages) 

Number  Reported 
in  Infants  Under 
One  Year  of  Age 

Inoculated 
0 to  1 Month 
Prior  to 
Onset 

1949 

2,446 

78 

27 

1950 

1 ,064 

23 

10 

1951 

555 

10 

3 

Total 

4,065 

111 

40 

It  has  been  indicated  that  the  evidence  that 
recent  injections  may  increase  the  incidence 
of  poliomyelitis  is  not  yet  firmly  established. 
There  is  even  less  evidence  to  indicate  that  it 
plays  a part  in  increasing  the  risk  of  paralysis. 
This  is  shown  in  Table  VIII  separately  for  age 
groups  under  one,  one  to  five,  and  six  to  ten. 
In  the  first  of  these  age  groups  the  paralytic  rate 
was  about  95  per  cent  and  varied  little  whether 
there  had  been  an  injection  or  not,  and  if  there  had 
been  one,  whether  the  time  interval  between  in- 
jection and  onset  of  poliomyelitis  was  less  or 
more  than  a month.  In  the  age  group  one  to 
five,  the  average  paralytic  rate  was  in  the  neigh- 
borhood of  72  per  cent,  irrespective  of  whether 
the  child  had  or  had  not  received  an  injection 
and  irrespective  of  whether  the  injection,  if 
deceived,  was  given  more  or  less  than  a month 
preceding  onset  of  poliomyelitis  or  whether  the 
injected  agent  was  DPT  or  penicillin.  The 
same  was  true  for  the  six  to  ten-year  age  group 
except  that  there  was  a lower  paralytic  rate. 
Lieben,  too,  noted  this  in  a small  group  of  children 
but  thought  that  it  applied  only  to  infants.6 
The  conclusion  to  be  drawn  from  the  data  is  that 
recent  injections  of  DPT  or  penicillin  do  not 
predispose  to  a higher  attack  rate  of  paralysis. 

Comment 

The  results  of  the  present  investigation  indi- 
cate that  recent  injections  of  DPT  in  children 
five  years  or  less  of  age  tended  to  cause  a localiza- 


TABLE  VIII. — Number  and  Per  Cent  of  Cases  of  Paralytic  Poliomyelitis,  According  to  Age  and  Time  of  Prior 
Inoculation  with  DPT  or  Penicillin,  New  York  City,  1949-1951 


✓ DPT ' ✓ Penicillin ^ 

Interval  Between  Last  Interval  Between  Last 

Injection  and  Onset  Injection  and  Onset 

- of  Poliomyelitis ' - of  Poliomyelitis ' 

0 to  1 Other  0 to  1 Other  Not 


- — Month — ' ^ 

—Intervals — • 

✓ — Month — s 

✓ — Intervals — ' 

. — Inoculated- 

Num- 

Per 

Num- 

Per 

Num 

- Per 

Num- 

Per 

Num- 

Per 

Age 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

ber 

Cent 

0 to  1 year 

Total  cases 

41 

23 

Small  Numbers 

20 

Paralyzed 
1 to  5 years 

40 

98 

21 

91 

19 

95 

Total  cases 

22 

644 

71 

162 

28 

Paralyzed 
6 to  10  years 

16 

73 

478 

74 

50 

70 

113 

70 

22 

79 

Total  cases 

6 

192 

4 

47 

Paralyzed 

3 

50 

101 

53 

3 

75 

31 

66 

2(528 
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tion  of  paralysis  in  the  injected  limb.  This  is  in 
agreement  with  the  findings  of  practically  all 
other  investigators.  The  evidence  indicated 
that  the  same  phenomenon  did  not  apply  to 
injections  of  penicillin.  The  data  were  insuffi- 
cient to  indicate  whether,  when  such  paralysis 
occurred,  it  was  apt  to  be  more  severe  than  in 
children  not  recently  injected,  as  suggested  by 
others.4,6  They  did  indicate,  however,  that  the 
percentage  of  nonparalytic,  paralytic,  and  bulbar 
cases  did  not  vary  whether  the  children  were 
injected  or  not  and,  if  injected,  whether  the  im- 
munization was  recent  or  remote.  The  percent- 
age of  paralytic  cases  that  occurred  was  a factor 
of  age  and  did  not  appear  to  be  influenced  by 
recent  or  remote  injections. 

The  study  of  cases  and  controls  in  the  year 
1950  indicated  that  many  more  of  the  former 
than  of  the  latter  gave  a history  of  recent  in- 
jections. While  this  suggests  that  recent  in- 
jections with  DPT  may  play  a part  in  increasing 
the  incidence  of  recognizable  poliomyelitis,  a 
final  determination  cannot  be  made  until  a study 
is  projected  in  which  the  incidence  of  poliomyelitis 
can  be  evaluated  in  corresponding  groups  of  im- 
munized and  nonimmunized  children. 

Finally,  it  must  be  pointed  out  that  polio- 
myelitis is  a disease  with  a low  incidence  and  that 
children  under  one  year  of  age  make  up  less  than 
3 per  cent  of  the  total  reported  cases.  It  is  in 
this  age  group  that  immunizations  are  routinely 
performed.  Even  if  the  risk  as  a result  of  recent 
immunizations  is  doubled,  the  extra  hazard 
would  involve  so  few  in  an  ordinary  year  that  it 
would  be  outweighed  by  the  risk  of  pertussis 
and  diphtheria  from  failure  to  immunize.  In 
epidemic  years  consideration  might  be  given  to 
delaying  the  procedure.  However,  even  in 
epidemic  years  immunization  should  not  be 
delayed  in  infants  under  six  months  of  age, 
since  they  compose  a negligible  part  of  the  re- 
ported cases.  Xo  conclusive  evidence  has  been 
presented  to  implicate  other  types  of  parenteral 
injections,  such  as  vaccination,  penicillin,  gamma 
globulin,  pollen  mixtures,  etc.,  and  it  is  reason- 
able to  advise  their  continued  use  at  all  times. 
Failure  to  use  a therapeutic  or  immediate  pro- 
phylactic injection  is  a greater  hazard  to  the 
health  or  life  of  a child  than  the  risk  of  a possible 
effect  on  poliomyelitis. 

Summary 

1.  Injections  of  DPT  in  children,  if  adminis- 
tered within  a month  prior  to  onset  of  polio- 
myelitis, show  a greater  tendency  to  localize 
the  paralysis  in  the  injected  limb  than  if  given 
at  a more  remote  time  from  the  onset.  This 
does  not  hold  true  for  penicillin. 

2.  Injections,  recent  or  remote,  do  not  in- 


fluence the  development  of  paralytic  or  bulbar 
types  of  poliomyelitis. 

3.  More  cases  of  poliomyelitis  than  of  controls 
give  a history  of  recent  inoculations.  However, 
to  determine  definitely  whether  the  recent  inocu- 
lations cause  an  increased  incidence  of  polio- 
myelitis a study  must  be  undertaken  to  deter- 
mine the  relative  risks  of  poliomyelitis  in  nonim- 
munized, recently  immunized,  and  remotely 
immunized  children. 

4.  Children  under  one  year  of  age  compose 
less  than  3 per  cent  of  reported  cases.  In  an 
average  year  the  extra  hazard,  even  if  it  occurs, 
is  so  small  that  a postponement  of  immunization 
is  not  justified.  In  an  epidemic  year  elective 
immunizations  might  be  postponed  except  in 
infants  under  six  months  of  age,  since  the  inci- 
dence of  poliomyelitis  in  this  age  group  is  negli- 
gible. 
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Discussion 

Hollis  Ingraham,  M.D.,  Albany. — The  discussion 
of  the  relationship  of  injections  to  poliomyelitis  has 
been  conducted  on  a highly  emotional  plane.  Emo- 
tion has  apparently  been  aroused  in  some  health 
officers  by  fear  that  immunizations  would  be  greatly 
curtailed,  in  allergists  and  in  others  by  dread  that 
their  income  would  be  reduced,  and  even  in  scien- 
tific investigators  by  suspicion  that  experiments 
would  be  hampered.  The  recent  statement  pub- 
lished in  the  Journal  of  the  American  Medical  .4s- 
sociation  continues  to  reflect  this  emotional  approach, 
and  as  a result  is  a rather  weak  and  vacillating  state- 
ment. However,  poor  as  this  statement  is,  it  does 
represent  the  consensus  of  the  medical  thinking  in 
the  country,  and  the  staff  of  the  New  York  State 
Health  Department  will  perforce  agree  with  the 
recommendations. 

At  this  time  a year  ago,  the  State  Health  Depart- 
ment had  just  finished  conducting  a very  extensive 
survey  and  was  in  possession  of  more  data  than  had 
heretofore  been  gathered,  information  that  did  and 
does  indicate  that  persons  immunized  during  the 
poliomyelitis  season  are  more  likely  to  contract 
poliomyelitis.  Under  these  circumstances,  it  was 
absolutely  necessary  to  make  a definite  and  bold 
recommendation  lest  the  Department  suffer  a loss  of 
public  confidence  and  be  open  to  accusation  that  it 
was  more  concerned  with  protecting  the  good  name 
of  immunization  than  with  the  health  of  the  public. 

Vlado  Getting,  M.D.,  Boston,  Massachusetts. — 

I am  afraid  that  we  in  Massachusetts  are  not  com- 
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pletely  in  accord  with  the  health  authorities  of  New 
York  State.  I believe  the  joint  statement  recently 
released  from  Washington  is  a good  one,  that  the 
statement  was  made  after  consideration  by  qualified 
persons  and  after  careful  consideration  of  all  the 
facts.  As  a result  of  such  a statement  there  should 
not  develop  the  pronouncement  of  different  policies 
by  health  authorities  which  both  confuse  the  public 
and  profession  and  at  the  same  time  make  them 
lose  confidence  in  the  health  department.  Health 
departments  must  be  prepared  to  take  a calculated 
risk.  Immunizations  against  whooping  cough,  diph- 
theria, and  tetanus  are  certainly  providing  for  the 
greater  risk,  more  so  than  the  failure  to  give  such  im- 
munizations. The  true  measure  is  not  the  two 
deaths  of  diphtheria  that  may  have  been  reported  in 
New  York  State  but  the  total  number  of  cases  and 
deaths  that  were  prevented  by  an  immunization 
program  against  diphtheria.  We  in  Massachusetts 
have  recommended  that  immunization  procedures  be 
carried  on  with  greater  intensity,  particularly  be- 
cause of  civil  defense  requirements,  but  that  during 
the  summer  months  mass  immunization  clinics  not 
be  scheduled.  There  is  no  argument  with  facts. 
It  is  the  interpretation  of  these  facts  that  may  be 
questioned.  We  in  Massachusetts  are  prepared  to 
take  the  calculated  risk  and  not  to  lose  the  ground  we 
have  gained  through  intensive  immunization  pro- 
grams. 

William  C.  Spring,  Jr.,  M.D.,  Ithaca. — Unfortu- 
nately, no  practicing  pediatricians  seem  to  be  present 
to  state  their  opinions  on  this  matter.  Perhaps  by 
summarizing  our  actions  last  year  in  Tompkins 
County  I may  present  another  viewpoint.  Our 
pediatricians  were  concerned  that  the  initial  im- 
munizations of  infancy  might  be  postponed,  es- 
pecially by  physicians  who  were  still  reluctant  to 
start  immunizations  during  the  first  few  months  of 
life.  After  discussing  this  problem  together,  the 
County  Health  Department  and  the  practicing 
pediatricians  in  the  community  agreed  to  promote  a 
modified  program  urging  essentially  what  is  now 
proposed  but  emphasizing  that  the  greater  risk  in 
infancy  lies  from  whooping  cough  and  diphtheria 
rather  than  from  poliomyelitis.  All  physicians  in 
the  area  were  informed  of  the  conclusions  and  the 
reasons  therefore.  This  philosophy  was  publicized 
in  the  local  press  and  radio,  and  it  was  emphasized 
that  the  final  decision  in  any  case  lay  with  the 
private  physician. 

We  believed  that  there  were  two  fundamental 
principles  involved.  The  first  was  that  individual 
rather  than  blanket  medical  judgment  is  to  be  pre- 
ferred. In  the  last  analysis,  the  family  physician  is 
responsible  for  the  judgment  he  exercises  in  each 
case.  The  public  health  physician  should  stand 
ready  to  advise  him  generally  and  specifically,  but  by 
advice  and  guidance  rather  than  by  dictation, 
whether  such  dictation  be  direct  or  through  public 
opinion. 


The  second  principle  is  that  of  the  “calculated 
risk”  that  Dr.  Getting  has  mentioned.  The  health 
officer  is  a physician.  He  should  be  as  ready  as  the 
clinician  to  take  the  calculated  risk.  He  can  no 
more  hide  behind  a prepared  statement  than  the 
clinician  can  shrug  off  his  responsibility  to  the  in- 
dividual patient.  Only  as  a team  can  the  health 
officer  and  the  clinician  best  calculate  the  individual 
risks  involved. 

In  interpreting  this  policy  to  the  community,  we 
have  found  it  helpful  to  liken  the  increased  risks  in 
poliomyelitis  following  injections  to  “doubling  the 
weight  of  a feather.” 

William  E.  Mosher,  M.D.,  Buffalo. — In  Erie 
County,  a marked  reduction  in  reported  immuniza- 
tions during  1951  was  observed  which  was  attribu- 
ted to  the  discontinuing  of  inoculations  for  diph- 
theria and  whooping  cough  during  the  summer 
months.  In  addition,  attendance  at  our  Well 
Child  Conferences  in  Buffalo  and  Erie  County  de- 
creased 36  per  cent  during  the  third  quarter  of  1951 
as  compared  with  the  same  period  in  1950.  Clinic 
visits  totaled  5,726  in  the  third  quarter  of  1950  com- 
pared with  3,720  in  1951.  In  our  opinion,  this  can 
be  attributed  to  the  ban  on  immunizations  during  the 
summer. 

Morris  Seigal,  M.D.,  New  York  City. — I should 
like  to  ask  Dr.  Greenberg  whether  he  has  any  in- 
formation on  the  relative  effect  of  specific  antigens. 
Have  not  the  European  figures  tended  to  incriminate 
pertussis  antigen  more  than  other  materials? 

Dr.  Greenberg,  Closing  Remarks. — There  is  no 
question  that  Dr.  Korns  was  the  boldest  of  the  in- 
vestigators in  this  country.  He  had  the  courage  to 
attempt  to  arrive  at  an  incidence  rate  from  a retro- 
spective study.  He  was  aware  of  the  technical  dif- 
ficulties and  snags  and  offered  his  conclusions  tenta- 
tively, awaiting  confirmation  by  a projected  investi- 
gation. I cannot  agree  with  him  that  the  effects  of 
penicillin  injections  are  similar  to  those  of  immuniz- 
ing injections.  It  is  true,  as  Dr.  Korns  points  out, 
that  the  individual  tables  show  differences  for  peni- 
cillin which,  even  though  not  statistically  significant, 
follow  the  differences  for  immunizing  injections. 
However,  as  was  pointed  out  in  the  paper,  these  dif- 
ferences are  largely  wiped  out  if  the  penicillin  injec- 
tions given  in  the  week  preceding  onset  of  poliomyeli- 
tis are  omitted.  There  is  a strong  suspicion  t<hat 
these  injections  were  given  after  onset  but  before  a 
definite  diagnosis  was  made.  Dr.  Siegel’s  objection 
to  the  lumping  of  the  immunizing  injections  in  one 
group,  rather  than  determining  the  effect  of  each  one 
singly,  is  a valid  one.  However,  as  stated  in  the 
presentation,  there  were  not  enough  cases  to  make 
statistically  significant  a determination  of  the  ef- 
fect of  pertussis  vaccine,  diphtheria  toxoid,  and 
tetanus  toxoid,  separately.  Only  by  adding  the 
three  were  the  numbers  large  enough  for  statistical 
evaluation. 


Time  you  enjoy  wasting  is  not  wasted  time. — Anon. 
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MY  TASK  is  to  present,  with  reasonable 
brevity,  some  of  the  thinking  of  a group 
assembled  by  the  American  Public  Health  Associ- 
ation to  study  the  programs  of  the  Department  of 
Health  of  New  York  City.  The  study  was  made 
at  the  request  of  the  Mayor’s  Committee  on 
Management  Survey  which  is  studying  many 
phases  of  the  city’s  government.  The  study  had 
a directing  team  consisting  of  Professors  Ira  V. 
Hiscock,  Sc.D.,  Yale  University;  Hugh  R.  Lea- 
ved, M.D.,  Harvard;  Abel  Wolman,  Dr.  Eng., 
Johns  Hopkins  University;  and  the  author. 
Twenty-eight  consultants  were  recruited  pri- 
marily from  the  schools  of  public  health. 
Twenty-five  other  persons  with  relevant  special 
knowledge  were  consulted.  The  objective  was 
to  try  to  forecast  the  kind  of  public  health  activi- 
ties which  should  be  carried  out  in  the  next 
decade  or  so  here  in  New  York  City.  You  are 
not  likely  to  be  surprised  by  the  fact  that  this 
look  into  the  future  did  not  reveal  a clear  image. 

Two  basic  points  seemed  to  the  surveyors  to 
stand  out.  One  is  that  in  this  complex  City  of 
New  York  there  is  a great  deal  of  the  traditional 
public  health  work  which  must  still  be  done  dur- 
ing the  next  several  years.  In  some  smaller 
areas  there  have  been  such  great  changes  that 
much  of  the  sanitation  and  communicable  disease 
control  can  be  said  to  have  been  accomplished  and 
to  be  now  only  of  minor  consideration.  In  New 
York  City,  in  spite  of  considerable  progress,  a 
significant  amount  of  basic  services  in  these  fields 
must  be  maintained  for  some  years. 

At  the  same  time  there  must  be  study,  bold 
experimentation,  and  leadership  in  the  more  dif- 
ficult and  widening  fields  of  disease  control, 
particularly  among  the  more  chronic  diseases 
such  as  rheumatic  fever  and  cancer. 

The  Central  Picture 

In  many  instances  New  York  City  can  find 
pride  in  its  public  health  record.  For  example, 
the  New  York  City  death  rate  from  tuberculosis 
was  the  lowest  of  the  five  citiesover  1 ,000,000  pop- 
ulation in  1943  to  1947.  The infantdeath rate  was 
the  lowest  among  ten  large  cities  in  1948,  and  the 
puerperal  death  rate  was  sixth  among  this  same 
group.  On  the  other  hand,  over-all  rates  tend  to 
conceal  both  the  instances  of  superior  low  rates 

Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Preventive  Medicine  and  Public  Health, 
May  15,  1952, 


and  the  high  rates  still  prevalent  in  problem 
areas.  These  are  good  examples  of  the  general 
situation — not  bad,  but  in  each  there  is  real  need 
to  do  better  in  specific  ways. 

Last  year  the  Department  spent  about  813.6 
million  out  of  a budget  of  817  million,  of  which 
almost  half  came  from  the  State.  There  are 

5.000  employes.  The  Department  of  Hospitals 
had  a budget  request  of  896,500,000  for  1951-1952 
and  has  about  30,000  employes.  The  Depart- 
ment of  Welfare  has  a 810,000,000  medical  pro- 
gram if  hospital  reimbursements  are  included. 
The  Department  of  Education  and  the  Depart- 
ment of  Health  share  responsibility  for  the  health 
program  for  New  York  City’s  school  children. 
The  approximate  budget  of  the  Department  of 
Education  for  health  and  guidance  sendees  was 

81.167.000  in  1950-1951. 

There  are  79  voluntary  general  care  hospitals 
of  which  69  have  outpatient  departments.  There 
are  over  50  voluntary  agencies  with  main  inter- 
ests in  health,  having  annual  expenditures  ap- 
proximating 813,000,000. 

Getting  the  city  departments  to  work  with 
maximum  effectiveness  with  each  other  and  with 
the  rich  voluntary  resources  is  still  a major  un-  i 
solved  problem. 

Personal  Health  Services 

Among  the  personal  health  or  medical  areas 
three  were  particularly  emphasized  as  likely  to  be 
of  major  importance  in  the  next  decade  or  so. 
They  are  the  health  of  mothers  and  children, 
adult  health  including  chronic  disease  control, 
and  the  control  of  tuberculosis.  They  illustrate 
three  types  of  activity,  three  ways  of  attacking  ; 
public  health  problems,  yet  they  have  at  least 
one  important  point  in  common,  namely,  that 
neither  the  Department  of  Health  nor  any  other  > 
department,  agency,  or  group  of  people  could  | 
solve  these  problems  by  itself. 

The  health  services  for  mothers  and  children  i 
require  further  increase  in  quality,  and  in  specific  ft. 
instances,  in  quantity. 

New  York  City  has  had  a creditable  record  in  j 
maternal  and  child  health  anti  at  various  times  j 
has  led  the  way.  At  present,  imagination  and  I < 
industry  are  mixed  with  low  salaries,  expensive  ij 
turnover,  key  vacancies,  and  frustration. 

There  is  a good  deal  of  evidence  that  prenatal  : ; 
care  of  those  dependent  upon  publicly  supplied 
medical  care  is  far  from  satisfactory.  Pertinent 
data  were  collected  by  us  and  previously  by  the 
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New  York  Academy  of  Medicine.  There  are 
sometimes  long  waits  for  admission  to  clinics, 
delays  in  initial  examinations  and  inadequate 
examinations,  cursory  follow-up,  and  lack  of 
nutrition  services.  Some  of  the  remedies  involve 
substantial  improvement  in  the  general  outpa- 
tient services,  particularly  in  the  city  hospitals, 
and  that  is  not  an  easy  task.  Sharing  of  staff  by 
the  Departments  of  Health  and  Hospitals  seems 
to  be  worth  more  extensive  trial.  There  appear 
to  be  sufficient  maternity  beds  in  the  city,  al- 
though further  joint  planning  and  possible  addi- 
tional subsidy  by  the  city  for  the  care  of  patients 
in  voluntary  hospitals  would  be  needed  to  secure 
adequate  distribution  and  better  quality  care. 
Deliberate  policies  leading  to  full  use  of  voluntary 
hospital  facilities  are  indicated. 

The  Department  of  Health  has  been  able  to 
secure  impressive  improvements  in  maternity 
hospital  facilities  through  its  patient,  wise,  and 
skillful  use  of  Section  110  of  the  Sanitary  Code. 
The  study  recommends  that  Section  110  be  re- 
vised to  provide  minimum  standards  for  ante- 
partum outpatient  departments.  This  could  be 
done  promptly.  While  compliance  with  the 
Sanitary  Code  by  the  voluntary  hospitals  has 
been  satisfactory,  the  city  hospitals  have  not  yet 
been  able  to  achieve  this. 

The  study  seriously  explored  the  question 
“How  good  are  the  school  health  services?” 
without  finding  a definite  answer.  They  had 
sufficient  confidence,  however,  in  the  basic  philos- 
ophy, the  staff  of  the  Department  of  Health,  and 
the  record  so  far  to  recommend  that  the  services 
be  strengthened  in  several  ways  and  gradually 
extended  to  cover  all  the  secondary  schools. 
Effective  extension  to  the  secondary  schools 
would  require  that  they  be  custombuilt  services 
which  would  not  be  the  pattern  used  in  the  ele- 
mentary schools.  The  Astoria  Plan  was  noted  as 
a real  contribution  of  New  York  City  which  im- 
proved its  own  and  influenced  other  school 
health  services  throughout  the  country. 

Adult  Health 

Dramatic  opportunities  lie  in  the  maximum  ap- 
plication of  measures  for  the  promotion  and 
maintenance  of  the  health  of  adults.  Increasing 
demands  for  service  from  the  people  may  be  an- 
ticipated. Substantial,  continued  increase  of 
service  and  financial  support  are  desirable,  in- 
evitable, and  wise,  since  the  hope  of  avoiding 
overwhelming  public  costs  of  chronic  illness  is  to 
be  found  in  prevention.  Such  services  need  not 
be  exclusively  tax  supported. 

The  major  health  needs,  treatment  excluded,  of 
the  adult  population  of  New  York  City  are  three- 
fold: diagnostic  services,  detection  services,  and 
health  education,  information,  and  guidance,  or 


perhaps  a broader  approach  at  health  main- 
tenance containing  elements  of  all  three. 

One  of  the  most  controversial  points  of  inquiry 
concerned  the  Diagnostic  Consultation  Center 
operated  by  the  Health  Department  at  the 
former  Lower  West  Side  Health  Center.  The 
report  recommends  that  this  center  be  continued 
under  close  departmental  supervision  and  scru- 
tiny (1)  to  provide  diagnostic  consultation  serv- 
ice, (2)  to  gain  necessary  experience,  and  (3)  to 
carry  on  applied  research  in  technical  and  ad- 
ministrative methods. 

The  center  has  been  a factor  in  stimulating  the 
development  of  other  facilities  in  hospitals.  Its 
values  in  securing  vital  experience  and  data  for 
the  Department  of  Health  and  for  good  health 
administration  have  scarcely  begun  to  be  ex- 
plored. We  did  not  agree  that  diagnostic  facili- 
ties can  be  operated  only  in  hospitals,  although 
the  obvious  advantages  and  common  sense  of 
maximum  use  of  facilities  make  this  association 
preferable.  As  a matter  of  fact,  diagnostic  serv- 
ices are  now  being  provided  in  New  York  City 
by  hospitals,  industry,  labor  unions,  and  insur- 
ance organizations.  It  was  not  felt,  however, 
that  the  Health  Department  should  itself  estab- 
lish additional  diagnostic  centers  until  much 
more  data  regarding  need  and  operation  are  avail- 
able. 

The  Health  Department  has  an  opportunity 
to  make  a unique  contribution  in  the  application 
of  its  epidemiologic  skills  and  leadership  to  the 
control  of  chronic  diseases.  This  essential  ap- 
plication of  epidemiologic  knowledge  and  methods 
will  not  be  made  by  others  on  a community- 
wide basis.  Only  the  Health  Department  is  in 
the  strategic  position  and  has  the  background  and 
staff  to  do  it.  So  far  it  has  not  done  nearly 
enough,  and  its  epidemiologists  are  still  in  a 
bureau  concentrating  on  the  communicable  dis- 
eases. 

Health  maintenance  for  adults  is  a broad  field 
with  ramifications  in  every  direction.  It  requires 
constant  exploration  by  critical  observers  with 
the  will  to  try  out  a variety  of  methods.  One  of 
these  is  the  elusive  field  of  health  education. 
Another  is  health  counseling.  Surely  there  are 
elements  of  the  health  supervision  of  mothers  and 
children  which  can  be  transferred  to  adults.  Our 
social  work  friends,  people  in  group  work,  and  the 
welfare  workers  may  be  ahead  of  us  in  respect  to 
older  people. 

Tuberculosis  Control 

Tuberculosis  remains  a major  problem  of  New 
York  City.  The  hopeful  news  regarding  new 
chemotherapeutic  agents  strengthens  our  belief 
that  the  control  of  tuberculosis  must  be  conducted 
at  maximum  intensity  for  the  next  ten  years. 
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This  is  the  time  for  all-out  efforts  to  eliminate 
tuberculosis. 

This  complex  problem  requires  additional, 
new,  top-level  action.  A Tuberculosis  Control 
Board  appointed  by  the  Mayor,  to  include,  at 
least,  policy-making  representatives  of  the  De- 
partments of  Health,  Hospitals,  and  Welfare,  the 
major  privately  financed  clinics,  and  recognized 
leaders  of  tuberculosis  control  in  the  city,  is  one 
of  the  measures  recommended. 

Hospital  facilities  for  the  tuberculous  in  New 
York  are  deficient  in  both  quality  and  quantity. 
The  deficiencies  are  most  acute  in  Manhattan. 
The  tuberculosis  hospitals  have  been  chronically 
overcrowded  for  a number  of  years.  One  of  the 
reasons  for  the  large  number  of  patients  leaving 
the  hospitals  while  still  infectious  and  before  get- 
ting the  full  benefits  of  treatment  is  that  many  of 
the  city-supported  facilities  are  not  as  good  in 
terms  of  comfort,  food,  attractiveness,  and  auxil- 
iary social  and  rehabilitative  services  as  modern 
government-supported  tuberculosis  hospitals 
must  be  and  are  in  other  parts  of  this  State  and 
other  states. 

On  the  other  hand,  the  facilities  best  adapted 
to  modern  surgical  treatment  of  tuberculosis  are 
not  very  satisfactory  for  the  increasing  number  of 
elderly  patients,  particularly  older  men  who  often 
need  prolonged  custodial  type  of  care. 

The  shortage  of  beds  is  a major  factor  in  mis- 
understandings among  the  several  departments 
and  other  agencies  in  the  tuberculosis  control 
field.  The  most  effective  control  of  tuberculosis 
demands  that  policies  of  admission,  discharge, 
supervision,  and  follow-up  must  be  made  on  the 
basis  of  the  total  control  program  for  the  city  as  a 
whole  and  cannot  successfully  be  left  to  each 
agency  or  institution  to  decide. 

We  have  discussed  three  major  program  areas, 
i.e.,  health  of  mothers  and  children,  adult  health, 
and  tuberculosis  control.  There  are  many  others 
which  cannot  be  covered  here  today.  They 
must  be  supported  by  other  vital  services.  We 
can  consider  two  as  examples,  namely,  the  labora- 
tory and  public  health  nursing. 

Laboratory 

The  public  health  laboratory  of  the  future 
must  be  a major  source  of  applied  research,  vital 
data,  and  leadership  by  which  the  more  com- 
plicated public  health  programs  of  the  next  dec- 
ades will  be  planned  and  guided. 

The  appointment  as  Commissioner  of  Health 
of  New  York  City  of  Dr.  John  Mahoney,  with  his 
record  of  a lifetime  of  outstanding  achievement  in 
the  advancement  of  public  health  through  re- 
search, gives  assurance  that  the  laboratory  will 
fulfill  its  proper  function,  provided  Dr.  Mahoney 
is  given  the  necessary  support. 


The  city  also  supports  the  Public  Health  Re- 
search Institute  at  a rate  of  $400,000  per  year. 

The  Public  Health  Research  Institute  may  be 
thought  of  as  occupying  a position  intermediate 
between  the  pure  science  of  the  Rockefeller  In- 
stitute and  the  applied  and  methodologic  research 
which  should  be  more  actively  prosecuted  in  the 
Bureau  of  Laboratories.  The  establishment  of 
the  Institute  has  had  an  unfortunate  drying  up 
effect  upon  studies  of  methodologic  and  applied 
research  stemming  from  practical  problems  at  the 
working  level  of  the  service  laboratories. 

The  surveyors  believe  that  there  must  be  ap- 
plied research  by  the  Department  of  Health. 
The  city  can  decide  how  much  it  wishes  to  sup- 
port basic  research.  The  surveyors  believe  it 
should  have  a priority  second  to  the  needs  of 
making  the  operating  departments  fully  effec- 
tive. 

The  manufacture  of  biologicals  by  the  city  is 
recommended  to  be  reduced  or  eliminated. 

Public  Health  Nursing 

There  were  981  nurses  on  duty  in  the  Health 
Department  in  March,  1951,  out  of  1,180  budg- 
eted positions.  Here  is  the  backbone  of  any 
public  health  program,  yet  it  is  a seriously  weak 
service. 

The  efforts  of  the  few  nurses  whose  personal 
and  professional  qualifications  are  of  the  best  are 
diluted  by  those  of  the  majority  who  lack  either 
one  or  the  other  or  both  types  of  qualifications  , 
for  discharging  their  responsibilities  effectively,  j 
After  a series  of  setbacks  occurring  before,  during,  : 
and  after  World  War  II,  the  Civil  Service  Com- 
mission announced  an  examination  for  the  posi-  j 
tion  of  public  health  nurse  for  which  the  only  re- 
quirement was  registration  for  licensure — all 
public  health  nursing  requirements  having  been 
omitted.  This  requirement  for  the  position  off 
public  health  nurse  is  impossibly  low  and,  ironi- 
cally enough,  was  introduced  at  a time  when  the 
demands  on  nursing  personnel,  because  of  the  eu- I 
larged  and  expanded  Department  of  Health  pro-  i 
gram,  were  very  great.  Today,  less  than  25  per  i 
cent  of  the  staff  nurses  meet  the  minimum  quali- 
fications recommended  by  professional  organiza-  s 
tions  for  their  positions.  Approximately  30  per  | 
cent  have  no  preparation  for  public  health  nursing 
beyond  basic  nursing  education;  approximately 
one  fifth  of  the  staff  nurses  have  less  than  twc  jj 
years  experience  in  public  health  nursing.  Tlu  I 
situation  is  even  more  serious  because  the  amount 
of  nursing  supervision  is  inadequate  and  nol 
consistently  high. 

The  actual  field  activities  of  the  public  healtl 
nurses  are  necessarily  adjusted  to  their  training 
and  ability.  Hence  this  lack  of  a qualified  staf . 
in  practice  establishes  a ceiling  in  types  of  pro 
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grams  possible  and  tends  to  maintain  a low  level 
of  mediocrity. 

Until  a major  reorganization  of  the  public 
health  nursing  service  is  accomplished,  no  greater 
number  of  public  health  nursing  positions  are 
recommended.  There  must  be  a drastic  revision 
of  the  civil  service  regulations  and  other  proce- 
dures affecting  the  recruitment,  selection,  and 
working  conditions. 

Administration 

These  programs  and  services  must  operate 
within  the  framework  of  government.  This 
fact  presents  administrative  problems,  the  so- 
lutions of  which  are  as  important  toade  quate 
public  health  as  are  the  technical  problems. 

Personnel  and  Fiscal  Controls 

These  problems  involve  the  budget-personnel 
system,  decentralization,  the  health  district  sys- 
tem, and  interdepartmental  relationships. 

There  must  be  further  emphasis  on  quality  of 
services.  While  there  are  quantitative  gaps  and 
deficiencies  to  be  met,  improved  quality  may  off- 
set many  such  lacks.  Quality  is  the  pathway  to 
economy.  Mediocrity  of  service  is  perhaps  the 
greatest  source  of  waste  of  the  city’s  manpower 
and  money.  The  unfortunate  results  of  medioc- 
rity, frustration  of  capable  workers,  inefficiency 
and  lack  of  effectiveness  due  to  poor  personnel 
practices  were  met  at  every  turn  in  this  survey. 

There  are  three  basic  recommendations.  There 
must  be  a drastic  revision  of  the  laws  and  rules 
relating  to  civil  service  and  of  the  personnel 
administration  practices  and  related  budgetary 
controls,  as  an  urgent  need  of  the  New  York  C’ity 
government  in  relation  to  public  health.  The 
responsibilities  and  authority  of  the  Bureau  of 
the  Budget  should  be  redefined  so  that  it  will  not 
be  in  fact  the  controlling  element  of  a personnel 
administration  system  of  the  Department  of 
Health.  The  laws  and  rales  pertaining  to  civil 
service,  on  which  the  personnel  administration  of 
the  health  services  are  based,  must  be  revised, 
using  the  materials  from  this  and  other  parts  of 
the  Management  Survey  as  guides.  Revision 
of  the  Lyon’s  law  is  an  urgent  need. 

The  present  wasteful  and  harassing  methods  of 
1 budget  preparation  and  controls  are  a serious 
obstacle  to  efficient  service.  They  do  not  result 
! in  economy  but  often  in  illogical  and  mediocre 
I service  which  is  unproductive  and  hence  expen- 
sive. 

The  present  method  of  budgetary  control 
which  requires  frequent  rejustification  to  the  Bu- 
I reau  of  the  Budget  for  each  detailed  item,  such  as 
each  staff  position  and  each  equipment  order,  is 
wasteful  of  professional  staff  time  and  effort.  It 
minimizes  sustained  administration  according  to 


plan  and  emphasizes  activities  on  the  basis  of  expe- 
diency. The  method  requires,  in  fact,  for  its  suc- 
cessful execution  the  assumption  of  full  technical 
knowledge  of  the  entire  health  field  as  well  as  a 
degree  of  wisdom  in  details  of  program  adminis- 
tration on  the  part  of  the  Bureau  of  the  Budget 
and  its  staff,  an  assumption  which  places  them  in 
a most  difficult  situation  to  which  no  one  could  do 
justice. 

The  Commissioner  of  the  Department  of 
Health  does  not  determine  the  number  and  kind 
of  personnel,  the  size  and  number  of  clinics,  the 
type  of  equipment,  and  many  other  such  details. 
These  matters  are  apparently  decided  by  the 
director  of  the  Bureau  of  the  Budget  and  his 
staff.  These  controls  are  exercised  through  a 
system  of  having  each  item,  each  appointment 
of  personnel,  even  the  filling  of  vacancies  and 
each  purchase  order,  rejustified  through  the 
Bureau  of  the  Budget,  although  each  has  already 
gone  through  the  normal,  elaborate  budgeting 
process. 

It  is  recommended  that  the  budgeting  and 
fiscal  control  system  be  changed  so  that  the  re- 
sponsibility and  authority  for  the  administration 
of  the  funds  budgeted  rest  squarely  on  the  operat- 
ing agency — the  Department  of  Health  in  this 
instance. 

District  Administration 

Another  problem  area  is  district  administration. 
New  York  C’ity  has  failed  to  develop  a satis- 
factory program  of  district  health  services. 
A fundamental  decision  must  be  made  as  to 
whether  the  services  in  districts  are  to  be  (1)  lo- 
cally directed  on  the  basis  of  known  district  needs, 
pecularities,  and  methods;  closely  coordinated 
locally  with  other  agencies  serving  the  district; 
based  upon  the  intimate  knowledge  and  support 
of  the  people  of  the  district,  or  (2)  centrally 
directed  with  the  extent  and  kind  of  decentraliza- 
tion determined  by  the  program  concerned. 

The  surveyors  are  aware  of  great  difficulties. 
They  considered  many  factors  and  concluded 
that  the  basic  idea  of  decentralization  for  neigh- 
borhood and  district  health  services  is  sound 
and  that  it  can  work  in  New  York  City 
Methods  must  be  found  to  insure  this  type  of 
program  if  the  public  health  services  are  to  be 
of  maximum  effectiveness  and  if  they  are  to  make 
progress  against  the  problems  of  the  next  quarter 
century. 

In  order  to  attain  more  effective  district  health 
services,  extensive  changes  of  attitude  and  prac- 
tice of  both  central  and  field  staff  of  the  Depart- 
ment of  Health  would  be  necessary.  This  could 
be  accomplished  only  if  strong  leadership  dedi- 
cated to  this  concept  can  be  found.  The  staff 
must  have  the  fullest  opportunity  to  evolve  the 
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details  of  the  operation  by  means  of  consistently 
applied  democratic  methods  of  leadership. 
Major  administrative  changes  which  would  be 
required  include: 

1.  The  direction  of  district  health  services 
as  the  responsibility  of  a single  top-level  admin- 
istrator. 

2.  Delegation  of  responsibility  and  authority 
for  the  planning  and  direction  of  services  within 
the  district  to  qualified  district  health  officers. 
Major  responsibility  for  most  of  the  services  to 
the  people  will  then  rest  with  this  group  (ulti- 
mately about  30  in  number).  They  must  ob- 
viously possess  the  highest  caliber  of  leader- 
ship and  be  technically  competent  and  experi- 
enced. The  positions  must  command  commen- 
surate salaries  and  administrative  and  civil 
service  status. 

3.  Adoption  of  the  principle  that  the  central 
office  staff  be  kept  reasonably  small. 

4.  Revision  of  the  budget  so  that  most  field 
sendees  would  be  provided  through  budgetary 
units  for  each  district  health  service.  That  is, 
there  might  be  a budget,  for  example,  for  the 
Fort  Greene  District  Health  Services,  on  which 
the  physicians,  nurses,  sanitarians,  nutritionists, 
and  others  serving  that  district  would  be  carried. 

5.  Decentralization  and  generalization  of  the 
retail  food  control  and  the  general  inspectional 
services  and  their  integration  into  the  district 
health  services. 

6.  Elimination  of  borough  health  offices  ex- 
cept for  a few  services,  such  as  vital  statistics  and 
the  receipt  of  permit  fees. 

This  is  a really  tough  problem.  The  report 
provides  a more  detailed  analysis.  In  spite  of 
the  real  difficulties  we  felt  that  real  decentraliza- 
tion will  be  worth  the  effort. 

The  Future 

The  future  for  public  health  protection  for  the 
people  of  New  York  City  is  bright. 

I want  particularly  to  emphasize  that  the 
report  did  not  say  that  the  Department 
was  “bad.”  The  report  and  this  paper  are 
negativistic  in  order  to  stress  the  opportu- 
nities for  strengthening  the  services.  It 
would  have  been  far  more  pleasant  to  outline 
the  many  fine  qualities  and  extensive  and  some- 
times unique  programs  of  the  Department  of 
Health  and  other  public  health  agencies.  The 
excellent  job  done  on  the  epidemiology  of  rick- 
ettsialpox, the  day-care  program,  the  clever  work 
in  orthodontia,  and  the  research  projects  in 
tuberculosis  and  child  health  conferences  are 
examples.  Furthermore,  I want  to  stress  par- 
ticularly that  among  the  staff  of  the  Department 
of  Health  are  many  thoroughly  capable,  out- 
standing, dedicated  people.  It  is  these  pro- 


fessionally competent,  hardworking,  real  civil 
servants  who  stick  at  the  job  day  by  day  and  who 
are  the  persons  who  provide  the  public  health 
services  in  spite  of  the  frustrations  and  harass- 
ment of  the  government  structure.  It  may  not 
be  wise  to  cite  a specific  example  since  there  are 
literally  hundreds  of  these  faithful  staff  members, 
but  I cannot  resist  directing  your  attention  to  I 
Dr.  Ralph  Muckenfuss  as  a top-flight  example 
of  a thoroughly  capable,  dedicated  member  of  the 
Department.  Dr.  Muckenfuss  was  brought  here  I 
specifically  to  fill  the  critical  vacancy  of  Dr. 
William  S.  Park’s  important  place. 

There  is  now  and  will  be  for  some  time  a con- 
tinued and  urgent  need  for  extensive  “tradi- 
tional” public  health  services,  such  as  laboratory, 
services  to  mothers  and  children,  immunization,  I 
and  control  of  the  environment.  They  will  change 
somewhat,  but  much  of  basic  public  health  must 
be  continued  in  this  huge  city  with  so  many  and 
so  many  kinds  of  neighborhoods. 

Simultaneously,  many  new  sendees  will  be 
needed  related  to  the  chronic  diseases  and  in 
order  to  take  advantage  of  increased  understand- 
ing of  the  emotional  needs  of  people.  The 
organization  of  the  Department  of  Health  and 
of  the  community  health  sendees  in  general 
must  have  sufficient  flexibility  and  imaginative 
leadership  to  provide  sharply  focused  routine 
services  simultaneously  with  exploration  and 
additional  new  activities. 

The  newer  services  will  be  most  effective  when 
they  are  based  on  the  application  of  the  princi- 
ples of  epidemiology  which  have  been  so  bril- 
liantly successful  in  the  control  of  the  acute  com- 
municable diseases.  These  principles  can  also 
be  advantageously  applied  to  many  types  of 
social  ills,  such  as  drug  addiction,  delinquency, 
and  family  disorders.  This  is  one  pathway  by 
which  the  health,  welfare,  social,  and  correctional 
agencies  can  become  a team. 

Pioneering  isn’t  over,  but  the  easy  part  is. 
Individuals  or  single  agencies  will  seldom  make 
the  great  advances  of  the  future  except  as  they  i 
are  supported  by  a vast  network  of  facilities  and 
personnel  with  specialized  training  in  many 
fields.  The  agencies  and  most  of  the  facilities 
are  already  established,  but  their  working  to- 
gether effectively  will  be  the  fundamental  prob- 
lem of  the  next  quarter  century,  and  much  of 
the  pioneering  efforts  in  this  field  has  yet  to  be 
done. 

Discussion 

Henry  E.  Meleney,  M.D.,  New  York  City. — I have 
had  the  privilege  of  reading  the  entire  report  of  this 
study,  made  by  a staff  assembled  by  the  American 
Public  Health  Association.  I agree  with  the  con- 
clusions and  recommendations  of  the  report,  the 
most  important  of  which  have  been  presented  by 
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Dr.  Handle.  The  report  brings  out  the  enormous 
problems  of  administering  a good  public  health 
program  in  such  a large  city.  I shall  limit  my  dis- 
cussion to  two  points  connected  with  this  adminis- 
tration, namely,  budget  and  district  decentraliza- 
tion. 

I have  had  an  opportunity  to  observe  the  opera- 
tions of  the  City  Health  Department  for  the  past 
eleven  years  from  the  vantage  point  of  one  of  the 
district  health  centers  which  is  also  the  teaching 
center  for  preventive  medicine  and  public  health  in  a 
medical  school.  The  City  Health  Department  has 
been  generous  in  allowing  members  of  its  staff  to 
participate  in  the  instruction  of  medical  students,  an 
activity  which  is  justified  by  the  importance  of  pre- 
paring students  to  practice  medicine  in  New  York 
City.  It  has  been  a pleasure  to  work  with  these 
members  of  the  Health  Department,  most  of  whom 
have  been  of  high  caliber,  but  it  has  been  distressing 
to  see  many  of  them  leave  the  service  of  the  city  be- 
cause of  unsatisfactory  working  conditions  and  frus- 
trations. Those  who  have  remained  are  to  be  highly 
commended  for  their  loyalty.  As  the  report  points 
out,  the  efficiency  of  any  service  depends  primarily 
on  the  quality  of  personnel.  Conditions  are  not 
favorable  in  the  City  Health  Department  at  the 
present  time  for  employing  or  holding  personnel  of 
the  highest  quality.  Salaries  for  both  full-time  and 
part-time  positions  are  much  lower  than  can  be  ob- 
tained elsewhere.  The  Lyons  Residence  Law  pre- 
vents the  obtaining  of  the  best  personnel  from  out- 
side the  city.  The  operation  of  the  civil  service  law 
encourages  mediocrity,  and  many  frustrations  are 
encountered  in  the  administration  of  services  through 
interference  by  the  Bureau  of  the  Budget.  Al- 
though some  of  these  problems  will  be  difficult  to 
solve  satisfactorily,  the  Department  of  Health 
should  have  the  power  to  administer  its  own  budget, 
which  has  been  scrutinized  and  approved  before 
adoption.  Its  legitimate  services  should  not  be  in- 
terrupted or  long  delayed  by  refusal  of  the  Budget 
Director  to  permit  the  filling  of  authorized  vacan- 
cies or  the  purchase  of  authorized  and  necessary 
equipment.  I know  of  a district  health  officer  who 
has  been  without  a secretary  for  the  past  six  months 
because  the  Bureau  of  the  Budget  has  refused  au- 
thorization to  fill  the  vacancy.  I also  know  of  a 
situation  in  which  an  important  development  in  the 
program  for  children  with  heart  disease  has  been 
held  up  because  the  Bureau  of  the  Budget  refused  to 
authorize  the  appointment  of  a clerk  for  which  pro- 
vision had  been  made. 

I believe  that  one  of  the  most  important  develop- 
ments for  the  future  should  be  the  effective  decen- 
tralization of  health  services  through  the  health 
center  districts.  As  many  as  possible  of  the  direct 
I services  to  people  should  be  conducted  from  the  dis- 
trict level  under  the  direction  of  the  district  health 
officer,  who  should  have  authority  over  his  entire 
staff  to  plan  and  direct  their  activities  and  to  develop 
the  program  according  to  the  specific  needs  of  the 
district.  Nursing  activities,  maternal  and  child 
health,  epidemiologic  investigations,  communicable 
disease  control,  supervision  of  retail  food  establish- 
ments, and  health  education  should  all  be  ad- 


ministered on  the  district  level  with  only  general 
guidance  from  central  bureaus.  With  adequate 
salaries,  such  a program  should  attract  and  hold 
highly  qualified  district  health  officers,  giving  them 
more  responsibility  and  encouraging  initiative  in- 
stead of  limiting  their  activities,  as  at  the  present 
time,  to  those  of  an  administrative  clerk. 

The  accomplishment  of  effective  decentralization 
will  require  a director  of  district  health  services  who 
really  believes  in  it  and  who  will  give  it  latitude  for 
local  initiative.  It  will  also  require  generous  co- 
operation from  Bureau  directors  who  now  control 
the  services  to  be  decentralized. 

It  is  to  be  hoped  that  the  city  authorities  and  the 
Health  Department  itself  will  take  bold  steps  to 
adopt  the  recommendations  resulting  from  this 
study,  so  that  New  York  City  can  again  take  a posi- 
tion of  leadership  in  the  public  health  movement. 

Franklyn  B.  Amos,  M.D.,  Albany. — Dr.  Handle 
has  emphasized  the  necessity  of  having  adequately 
qualified  people  to  carry  out  programs.  This  may 
well  be  the  most  important  principle  of  public  health 
administration.  It  involves  the  finding  and  selec- 
tion of  those  who  can  become  good  public  health 
workers,  providing  them  with  an  adequate  back- 
ground of  practical  and  academic  training,  appoint- 
ing them  to  the  positions  where  they  can  render  the 
greatest  service,  and  providing  conditions  under 
which  they  can  perform  adequately.  The  latter 
requires  that  compensation  be  adequate  and  the  ad- 
ministrative and  political  structure  be  such  that  the 
worker  may  have  a reasonable  amount  of  job  satis- 
faction. 

The  shortage  of  personnel  faced  by  New  York 
City  is  one  which  is  prevalent  in  upstate  New  York 
as  well.  I know  no  easy  solution  to  this  problem. 
Certainly  standards  and  qualifications  should  not  be 
reduced.  More  adequate  compensation  and  greater 
job  satisfaction,  where  this  can  be  provided,  may  be 
of  assistance. 

Morris  Greenberg,  M.D.,  New  York  City. — I 
realize  that  reappraisal  of  the  needs  of  a bureau  in  the 
City  Department  of  Health  or  in  any  other  organiza- 
tion is  a wise  and  reasonable  procedure  from  time  to 
time.  However,  once  a budget  has  been  approved 
including  certain  positions  it  seems  unreasonable  for 
the  death  or  resignation  of  an  incumbent  to  be  the 
signal  which  touches  off  another  justification  session 
with  the  budget.  Is  there  any  need  for  continuous 
reapproyal  by  the  budget  director  of  positions  of 
professional  personnel  vacated  by  resignation  or 
death? 

Hollis  Ingraham,  M.D.,  Albany. — Dr.  Handle’s 
paper  has  very  clearly  shown  the  great  administra- 
tive difficulties  being  faced  by  the  New  York  City 
Health  Department.  This  Department,  which  has 
contributed  so  greatly  in  the  past,  is  suffering  in  part 
from  the  very  advances  which  it  has  made.  Now 
that  the  days  of  great  epidemics  are  past,  it  is  ex- 
tremely difficult  to  arouse  the  public  so  that  they 
will  demand  a reorganization  of  their  Health  Depart- 
ment which,  to  all  outward  appearances,  is  continu- 
ing to  be  as  effective  as  it  ever  was.  It  is  apparent 
also  that  a considerable  part  of  the  difficulties  in 
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which  the  Department  finds  itself  is  due  to  the  grad- 
ual usurpation  of  power  by  the  Department  of  the 
Budget.  This  is  also  a nation-wide  trend  which  ap- 
parently has  progressed  farther  in  New  York  City 
than  elsewhere.  For  effective  public  administration 
a very  fine  balance  is  required  between  the  power  of 
the  department  head  and  that  of  the  budget.  Un- 
fortunately, experience  has  frequently  demonstrated 
the  necessity  of  budgetary  veto  power  since  many 
specialists  are  unable  to  maintain  a proper  perspec- 
tive as  to  the  relative  importance  to  the  public  wel- 
fare of  their  own  specialty  and  have  made  excessive 
demands  upon  the  public  purse.  Furthermore, 
many  department  heads  have  been  unwilling  to  say 
“no”  to  their  subordinates  and  have  passed  improper 
requests  on  to  the  appropriating  agency.  In  addi- 
tion, it  is  a long-standing  tradition  in  our  form  of 
government  that  war  is  too  important  to  be  trusted 
to  generals,  and,  hence,  that  it  is  better  for  a non- 
technical person  to  oversee  the  operation  of  special- 
ists. 

Vlado  Getting,  M.D.,  Boston,  Massachusetts. — As 
one  of  the  consultants  to  the  survey,  it  was  my  op- 
portunity to  study  closely  the  City  Health  Depart- 
ment in  the  Federal-State-City  relations.  It  was 
my  observation  that  the  budget  officer  was  in  a way 
really  the  health  officer,  and  that  the  health  officer 
could  not  act  as  a head  of  the  Health  Department 
because  of  the  many  restrictions  placed  upon  him 
by  the  Budget  Commissioner.  It  is  extremely 
unusual  to  see  such  a large  amount  of  the  budget  un- 
expended as  was  observed  in  New  York  City,  and 
while  there  is  a tendency  throughout  the  country  for 
budget  commissioners  to  attempt  to  control  the  ex- 
penditures of  various  agencies  of  government,  once 
the  appropriation  has  been  made,  the  responsibility 
for  developing  the  program  should  not  be  in  the 
budget  commissioner’s  hands  but  in  the  hands  of  the 
agency  concerned.  Vacancies  should  be  filled  in  ac- 
cordance with  need  and  not  the  wiles  of  the  budget 
commissioner.  The  greatest  need  in  New  York 
City  is  the  removal  of  the  controls  not  oidy  on  the 
filling  of  vacant  positions  but  also  on  the  purchase  of 
equipment  and  supplies  by  the  Health  Department. 

The  other  great  need  is  in  the  filling  of  an  adequate 
staff  of  competent  personnel.  I can  cite,  for 
example,  one  physician  who,  although  he  had  filled 


a position  with  a great  deal  of  competence  over  a 
period  of  years,  was  not  eligible  to  take  the  same 
position  permanently  because  of  civil  service  regula- 
tions. It  is  my  opinion  that  in  New  York  City 
civil  service  regulations  and  the  administration  of 
the  civil  service  program  have  prevented  the  city 
from  acquiring  and  holding  highly  competent  and 
trained  personnel.  The  salaries  of  the  professional 
personnel  of  the  New  York  City  Health  Department 
are  much  too  low,  and  if  New  York  City  is  to  have  a 
health  department  which  will  attract  competent 
personnel,  there  must  be  considerable  upward  adjust- 
ment in  compensation,  and  professional  people  must 
be  given  freedom  of  action  to  carry  out  the  programs 
on  the  basis  of  professional  judgment  and  as  set 
forth  in  the  budget  without  interference  from  per- 
sons outside  the  Health  Department. 

Morris  Seigal,  M.D.,  New  York  City. — What  in- 
terim action  might  we  district  health  officers  take? 

Sophie  Rabinoff,  M.D.,  New  York  City. — It  is 
time  for  all  groups  and  individuals  to  get  behind 
these  recommendations. 

Dr.  Meleney. — I believe  that  one  method  of  deal- 
ing with  many  of  the  problems  which  face  the  dis- 
trict health  officers  would  be  to  have  them  meet 
personally  at  frequent  intervals  with  the  Commis- 
sioner of  Health  so  as  to  familiarize  him  with  their 
problems.  The  Commissioner  probably  never  hears 
of  many  of  the  difficulties  which  face  the  district 
health  officers.  If  he  could  hear  of  them  first-hand, 
I am  sure  he  would  be  of  assistance  in  meeting  them. 

Dr.  Kandle  ( Closing  Remarks). — The  report  un- 
doubtedly raises  many  controversial  issues.  It  is 
evident,  however,  that  there  is  agreement  on  many 
of  the  fundamental  issues.  The  work  of  the  Mayor’s 
Committee  appears  to  offer  an  unusual  opportunity 
to  get  some  of  these  issues  straightened  out  provided 
there  is  full  support  and  action  by  all  of  you.  There 
isn’t  much  to  be  gained  at  this  stage  by  divergence 
on  the  details.  The  Health  Department  has  already 
begun  to  strengthen  its  program.  The  changes  in 
the  ophthalmologic  services  and  services  to  handi- 
capped children  are  examples.  I wish  to  thank  Dr. 
Meleney  for  his  discussion  and  all  of  you  for  your 
attention  and  comments. 


ODDS  AND  ENDS 

Apparently  all  over  the  world  more  and  more 
diverse  objects  are  battering  the  descendants  of 
Adam. 

Automobiles  as  missiles  are  becoming  com- 
monplace, bombs  are  old  hats,  meteors  seem  to  fall  in 
wide  open  spaces  mostly  for  some  curious  reason, 
cosmic  rays  hit-  and  run  without  apparently  serious 
damage  to  man.  Trees  and  other  objects  such  as 
falling  planes  take  their  occasional  toll  of  human  life, 
but  then  infrequently  a new  missile  is  heard  of,  in 
this  case  a pyramid: 


NO  AWARD  FOR  BOY  HIT  BY  A PYRAMID. 

Cairn,  July  13  ( U.P. )-  -An  appeals  court  ruled  today  that 
the  killi  ng  of  a student  by  a great  block  of  stone  tumbling 
down  a pyramid  in  11)48  was  an  art  of  providence.  The  rul- 
ing quashed  a lower  court  judgment  awarding  the  parents  of 
Emile  Fahim  Lukas  a large  sum  in  damages  to  be  paid  by  the 
government  Department  of  Antiquities.1 

Apparently,  the  Egyptian  Department  of  Anti- 
quities is  not  liable  for  maintaining  an  “attractive 
hazard”  or  whatever  the  legal  term  is  here. 

1 Daily  News,  July  14,  1952,  p.  20. 
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PERIDURAL  anesthesia  is  by  no  means  a 
new  method  of  anesthesia.1  Because  of  the 
technical  difficulty  associated  with  its  adminis- 
tration and  the  relatively  high  incidence  of  un- 
successful blocks  resulting  from  its  use,  it  has  not 
received  the  attention  given  other  methods  of 
anesthesia.  Its  increasing  popularity  during 
recent  years  may  be  attributed  to  the  following : 
(1)  the  introduction  of  new  and  better  technics 
based  on  sound  anatomic  and  physiologic  con- 
cepts, (2)  the  introduction  of  superior  local  anes- 
thetic drugs,  (3)  an  increasing  number  of  trained 
anesthesiologists,  and  (4)  recognition  of  the  many 
advantages  offered  by  this  method  of  anesthesia. 

The  sacral  hiatus  was  the  first  frequently 
used  approach2,3  to  the  peridural  space  relative 
to  its  use  in  obstetric  and  gynecologic  surgery. 
Subsequent  investigators  4-7  adapted  the  technic 
to  suit  their  various  needs,  thereby  describing 
and  utilizing  approaches  to  the  space  through 
the  lumbar  and  thoracic  areas.  Perhaps  the 
greatest  boon  to  peridurals  should  be  accredited 
to  Hingson8  who  popularized  this  method  of 
anesthesia  in  obstetrics  to  a point  where  it  re- 
ceived international  recognition.  In  1944  Vas- 
concelos9  reported  the  use  of  peridural  anesthesia 
for  thoracoplasties,  pneumonectomies,  lobec- 
tomies,* and  esophagectomies  and  stated  that  he 
believed  it  to  be  the  method  of  choice  in  thoracic 
surgery.  At  the  Missouri  State  Chest  Center 
peridural  anesthesia  has  been  administered  to 
more  than  1,200  cases  of  thoracic  surgery5  and 
is  the  technic  of  choice  in  over  98  per  cent  of 
the  operations,  the  exceptions  being  children 
under  nine  years  and  minor  procedures  where 
local  anesthesia  suffices. 

Peridural  anesthesia  is  a method  of  regional 
anesthesia  in  which  obtundation  of  nerve  impulses 
is  obtained  by  the  injection  of  a local  anesthetic 
drug  into  the  space  surrounding  the  spinal  dura 
mater  but  within  the  vertebral  canal.  This 
1 space  is  referred  to  as  the  peridural  or  extradural 
space  and  extends  from  the  sacral  hiatus  to  the 
foramen  magnum.  It  contains  venous  and 
arterial  plexuses,  lymph  vessels,  adipose  and 
connective  tissues,  and  serves  as  a dispersal  center 
for  the  anesthetic  solution.  The  drug  must 
| then  spread  to  each  paravertebral  foramen  where 
the  spinal  nerve  roots  have  joined  to  form  a 

Scheduled  for  presentation  at  the  146th  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York,  New  York 
: City,  Section  on  Anesthesiology.  May  15,  1952.  Because  of 
author’s  illness  this  paper  was  not  read. 


mixed  spinal  nerve  and  is  no  longer  ensheathed 
by  the  dura  mater.  Conduction  is  blocked  at 
this  area,  and  the  resulting  anesthesia  is  actually 
a multiple  paravertebral  block. 

The  technic  to  be  described  involves  all  cervical 
and  thoracic  nerves.  Since  these  particular  seg- 
ments of  the  nervous  system  control  most  of  the 
muscles  of  respiration,  interruption  of  their 
motor  elements  would  be  hazardous.  Con- 
siderable attention  must,  therefore,  be  given 
the  anesthetic  drug.  For  the  anesthesia  to  be 
satisfactory  the  drug  must  be  in  sufficient  con- 
centration to  offer  sensory  but  not  motor  anes- 
thesia. It  must  offer  a rapid  onset  and  be  suffi- 
ciently prolonged  to  outlast  the  surgical  proce- 
dure. Finally,  the  resulting  anesthesia  must  be 
profound  enough  in  nature  to  allow  ex- 
tensive surgical  manipulation. 

Xylocaine  has  proved  decidedly  superior  to 
any  other  local  anesthetic  drug  for  peridural 
anesthesia.  Prior  to  its  introduction  it  was  neces- 
sary to  allow  for  a latency  period  of  twenty  to 
twenty-five  minutes.  This  has  now  been  reduced 
to  ten  minutes.  Because  of  its  unusual  diffusion 
ability  the  incidence  of  incomplete  or  partial 
block  is  unbelievably  small.  It  offers  a very 
profound  anesthesia  in  dilute  solutions  which 
in  turn  has  markedly  lowered  the  incidence  of 
toxic  reactions  as  was  previously  experienced 
with  stronger  solutions  of  procaine.  Satisfactory 
anesthesia  can  be  obtained  from  Xylocaine  solu- 
tions of  0.5  to  1.0  per  cent.10  The  smaller  con- 
centration will,  on  occasion,  result  in  insufficient 
analgesia,  while  the  1 per  cent  solution  offers  a 
mild,  but  unnecessary  incidence  of  intercostal 
paralysis.  The  most  satisfactory  concentration 
is  0.8  per  cent  with  1 : 100,000  epinephrine  and 
will  offer  a duration  of  one  hour.  The  addition 
of  pontocaine  in  concentrations  of  0.07  per  cent 
to  the  Xylocaine  solutions  will  prolong  the  dura- 
tion by  100  per  cent.  Pontocaine  should  never 
be  used  in  concentrations  stronger  than  0.1  per 
cent  in  this  technic.  The  average  adult  should 
receive  a volume  of  30  cc.  with  the  initial  in- 
jection and  with  each  succeeding  injection  with 
few  exceptions. 

Technic 

Following  the  usual  preliminaries  of  applying 
the  blood  pressure  apparatus  and  checking  all 
emergency  equipment,  the  patient  is  placed  in 
the  sitting  position  on  the  side  of  the  operating 
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table  with  the  neck  acutely  flexed,  the  back 
kyphosed,  and  the  arms  crossed  anteriorly.  The 
assistant  faces  the  patient  and  places  his  chin 
over  the  patient’s  occiput  to  keep  the  head  flexed. 
He  further  supports  the  patient  by  holding  the 
patient’s  arms  crossed  anteriorly  which  in  turn 
pulls  the  shoulder  girdle  away  from  the  site  of 
injection.  This  position  extends  the  spinous 
processes,  bringing  them  into  greater  relief 
and  widening  the  interspace  so  that  the  needle 
can  approach  the  peridural  space  at  approxi- 
mately right  angles. 

The  skin  is  cleansed  and  painted  with  an  anti- 
septic solution.  The  area  is  draped,  and  a skin 
wheal  is  made  with  0.5  per  cent  Xylocaine  over 
the  selected  interspace.  The  seventh  cervical 
and  first  thoracic  interspaces  are  preferred.  A 
larger  needle  is  used  to  leave  an  opening  in  the 
skin  to  aid  the  entrance  of  blunt  peridural  needle. 
The  needle  used  for  the  thoracic  approach  should 
fit  the  following  description:  The  shaft  must  be 
rigid  enough  to  avoid  its  deflection,  have  a large 
hub  to  obtain  maximum  control  for  the  operator 
during  insertion,  and,  most  important,  it  must 
have  a short  blunt  bevel,  which  after  piercing 
the  ligamentum  flavum  will  push  the  flexible 
meninges  away  without  penetration.  Mr.  Sch- 
widetzky  of  Becton-Dickinson  has  made  a needle 
to  fit  these  specifications  which  has  proved  most 
satisfactory  in  clinical  application. 

The  angle  at  which  the  peridural  needle  enters 
the  intraspinous  ligament  depends  on  which 
interspace  is  chosen,  but  the  needle  is  always 
inserted  in  the  midline  parallel  to  the  spinous 
processes  with  the  bevel  cephalad.  Entrance 
through  the  skin  is  made  without  difficulty  be- 
cause of  the  opening  already  created.  In 
penetrating  the  supraspinous  ligament,  however, 
considerable  resistance  may  be  encountered 
owing  to  the  bluntness  of  the  bevel  and  the  den- 
sity of  the  ligament.  Resistance  from  the  in- 
fraspinous  ligament  is  definite  but  considerably 
less  than  from  the  supraspinous  ligament.  The 
needle  is  advanced  to  the  third  point  of  resist- 
ance, indicating  that  the  ligamentum  flavum 
has  been  reached.  Should  bone  be  encountered 
at  this  point,  the  needle  should  be  withdrawn  as 
in  spinal  anesthesia  and  reinserted  at  a more 
suitable  angle.  The  stylet  is  removed,  and  a 
few  drops  of  sterile  saline  solution  are  placed 
over  the  hub  of  the  needle.  The  needle  is  ad- 
vanced carefully  through  the  ligamentum  flavum 
until  a definite  “snap”  is  felt,  indicating  penetra- 
tion of  the  ligament.  The  saline  solution  will 
disappear  into  the  needle,  demonstrating  the 
negative  pressure  now  existing  in  the  peridural 
space.  This  is  referred  to  as  the  “drop  sign,” 
first  described  by  Gutierrez.11  Two  other  meth- 
ods are  used  to  prove  entrance  into  the  peridural 


space:  (1)  the  addition  of  a U-tube  manometer 
or  (2)  the  addition  of  a syringe  filled  with  saline 
solution,  applied  to  the  hub  of  the  needle  when 
the  stylet  is  removed.  When  the  space  is  entered, 
the  manometer  shows  a negative  pressure,  or  if 
the  syringe  is  used,  little  resistance  to  injection 
is  encountered.  These  methods  are  not  as  satis- 
factory as  the  drop  sign  for  upper  thoracic  ap- 
proach. However,  with  the  patient  in  a lateral 
position  the  latter  technics  are  superior.  Five 
cubic  centimeters  of  a normal  saline  solution  are 
now  injected  to  determine  the  resistance  and  to 
push  the  dura  away  from  the  bevel.  This  must 
be  followed  by  gentle  aspiration.  Should  spinal 
fluid  or  blood  appear  or  if  there  is  any  doubt  as 
to  the  placement  of  the  needle,  the  needle  should 
be  withdrawn  and  then  reinserted  until  success- 
ful entrance  into  the  peridural  space  is  assured. 
The  same  interspace  may  be  used  in  subsequent 
attempts. 

A 5 or  10-cc.  syringe  is  used  for  injecting  the 
anesthetic  drug  because  the  force  required  to 
expel  the  contents  of  a larger  syringe  is  so  great 
that  the  needle  could  easily  be  pushed  through 
the  dura  without  the  administrator’s  knowledge. 
While  the  syringes  are  changed,  it  is  possible  to 
recheck  for  the  drop  sign  for  assurance  that  the 
dura  has  not  been  penetrated.  Frequent  as- 
piration should  be  performed  during  injections. 
Sometimes  it  is  necessary  to  wait  between  in- 
jections for  the  patient  to  relax,  at  which  time 
the  negative  pressure  and  drop  sign  invariably 
return. 

After  approximately  5 to  8 cc.  of  solution 
have  been  injected,  the  patient  complains  of 
pain  in  the  shoulders,  back,  or  arms.  This 
pain  may  be  rather  severe,  causing  the  patient  to 
become  tense  and  restless.  The  operator  and 
his  assistant  encourage  the  patient  to  relax,  and  t 
the  rate  of  injection  is  slowed.  This  may  be 
considered  as  further  assurance  that  the  needle 
is  in  the  peridural  space.  It  has  been  our  custom 
to  administer  10  mg.  of  Methedrine  intramus- 
cularly while  the  anesthetic  is  being  adminis-  I 
tered.  The  total  volume  injected  averages  30  cc.  : 
in  the  medium  adult. 

If  the  surgical  procedure  is  of  short  duration 
and  will  definitely  not  exceed  two  hours,  a single  : 
injection  can  be  used  and  the  needle  withdrawn. 
For  prolonged  procedures  a plastic  tubing  may 
be  passed  through  the  needle  and  left  in  place  for 
administration  of  subsequent  volumes  of  anesthe-  ' 
tic  solutions  as  they  are  necessary.  The  plastic  I 
tubing  used  for  the  catheter  is  24  to  30  inches  in 
length.  The  end  to  be  inserted  must  be  smooth  and  i 
well  rounded  to  help  prevent  penetration  of  the  1 
dura.  It  has  been  our  custom  to  dip  the  end  of  the  I 
catheter  in  hot  saline  before  insertion  in  an  effort  to 
soften  the  tip  which  will  contact  the  dura  mater. 
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This  soft,  pliable  tubing  will  not  slip  readily 
through  the  needle  shaft,  and  for  solving  this 
problem  a wire  stylet,  similar  to  the  ones  fur- 
nished with  ureteral  catheters,  is  used.*  This 
guides  the  tubing  as  far  as  the  dura  where  it  is 
withdrawn  1 to  2 inches  prior  to  pushing  the 
catheter  beyond  the  bevel  of  the  needle.  The 
tubing  is  then  passed  approximately  1 inch  within 
the  peridural  space  with  no  significance  being 
placed  on  its  direction  or  position.  Leaving  the 
wire  stylet  within  the  tubing  aids  in  keeping 
the  catheter  in  place  while  removing  the  needle. 
The  stylet  is  now  removed,  the  catheter  is  taped 
in  place,  and  a sterile  10-cc.  syringe  with  short, 
beveled  23-gauge  needle  is  attached  to  the  loose 
end  of  the  tubing.  The  syringe  and  needle  are 
wrapped  in  a sterile  towel  and  placed  near  pa- 
tient’s head.  Experience  has  shown  that  the  an- 
esthetic solution  is  best  injected  prior  to  in- 
sertion of  the  plastic  tubing.  The  patient  may 
be  placed  in  the  operative  position  immediately 
and  preparation  for  the  operation  begun.  The 
incision  may  be  made  in  ten  minutes  following 
completion  of  injection.  Prior  to  the  administra- 
tion of  subsequent  injections,  a volume  of  1 to  2 
cc.  should  be  injected  and  the  patient  observed 
for  purpose  of  verifying  that  the  catheter  did  not 
penetrate  the  dura  or  a blood  vessel  during  its 
insertion. 

Management 

The  technic  of  administering  this  anesthetic 
is  not  unusually  difficult,  but  the  management 
requires  a thorough  knowledge  of  respiratory 
physiology  and  experience  with  regional  anes- 
thesia. It  is  important  that  the  anesthesi- 
ologist be  experienced  in  working  with  a conscious 
patient.  He  must  be  able  to  evaluate  the  patient ’s 
reaction  if  he  is  to  differentiate  between  a psy- 
chic response  to  operative  manipulation,  restless- 
ness, discomfort,  and  actual  pain.  These  re- 
sponses are  distinguishable  to  the  alert  and  ob- 
servant anesthesiologist.  There  are  patients 
who  groan  throughout  surgery  and  complain  of 
everything.  Fortunately,  these  are  few  in 
number.  It  is  easy  to  associate  their  complaints 
with  sounds  from  the  instruments  and  cautery 
and  not  with  painful,  but  silent  stimulation. 
Careful  observation  of  reactions  readily  differen- 
tiates the  patients  who  are  suffering.  Patients 
who  are  tired  from  a prolonged  surgical  proce- 
dure often  move  about  late  in  the  operation,  and 
this  may  be  mistaken  for  pain  instead  of  rest- 
lessness. Those  who  complain  of  discomfort 
will  usually  state  that  they  are  unable  to  describe 
this  feeling.  If  the  block  is  allowed  to  wear 
off,  they  will  inform  you  immediately  by  de- 
scribing and  locating  a burning  sensation  in  the 

* Becton-Dickinson  have  available  the  plastic  tubing  in  30- 
inch  sections  which  includes  a wire  stylet  with  each  piece. 


area  previously  described  as  uncomfortable. 
Usually  a repeat  injection  of  a more  dilute  solu- 
tion (30  cc.  of  0.5  per  cent  Xylocaine)  will  re- 
sult in  complete  relief  in  approximately  five 
minutes. 

There  is  a very  interesting  series  of  events 
which  occur  prior  to  the  ending  of  an  effective 
block.  The  patient  will  gradually  move  his 
hands  and  fingers  without  clenching,  and  ques- 
tioning at  this  time  reveals  there  is  no  pain. 
Moisture  is  then  noticed  on  the  patient’s  arm 
and  head  without  pain  being  present.  This  is 
followed  by  a clenching  of  fists  associated  with 
slight  discomfort.  Very  shortly  thereafter,  and 
cjuite  suddenly,  the  patient  will  describe  a burn- 
ing sensation  in  the  operative  site.  This  all 
takes  place  over  a ten-minute  period  and  readily 
indicates  the  end  point  of  a conduction  anesthe- 
sia. Within  five  minutes  after  injection  of  a 
subsequent  dose  of  Xylocaine  the  patient  will 
again  be  pain  free,  and  all  the  above  signs  will 
disappear.  Obviously,  the  time  to  give  a repeat 
injection  is  just  as  the  first  moisture  appears, 
providing  a proper  interval  has  elapsed  since  the 
previous  injection  to  indicate  the  previous  block 
is  losing  its  effect. 

Blood  loss  with  this  technic  is  unquestionably 
less.  Thoracoplasties  and  similar  procedures 
require  but  one  transfusion  unless  the  patient  is 
unusually  anemic  preoperatively.  The  average 
and  uncomplicated  resection  receives  two  trans- 
fusions, and  the  more  severe  cases  receive  three 
transfusions.  It  is  indeed  unusual  to  administer 
more  than  three  transfusions  for  any  case.  For 
purposes  of  comparison,  I use  either  cyclopro- 
pane, ether,  or  nitrous  oxide-Pentothal  for  tho- 
racic surgery  at  two  institutions.  The  patients 
under  general  anesthesia  will  invariably  lose  more 
blood  and  require  approximately  twice  as  many 
transfusions  for  similar  operative  procedures. 
The  patients  who  have  general  anesthesia  are 
veiy  unstable  during  the  postoperative  period 
and  have  greater  incidence  of  shock. 

The  blood  pressure  shows  a very  small  drop, 
particularly  when  it  is  realized  that  all  of  the 
cervical  and  thoracic  nerves  are  partially  blocked. 
Methedrine  (10  mg.)  is  administered  at  the  be- 
ginning and  repeated  as  necessary  to  maintain 
adequate  peripheral  resistance.  The  total  dose 
of  Methedrine  averages  20  to  30  mg.  for  most 
procedures. 

The  respiratory  problems  are  of  greatest  con- 
cern during  the  operative  procedure.  If  the 
thoracic  cage  is  not  opened  and  there  is  a fair 
vital  capacity,  no  respiratory  problems  exist. 
This  is  true  providing  that  too  concentrated 
solutions,  which  might  cause  an  intercostal 
paralysis,  are  not  used.  Should  this  occur,  the 
anesthetist  must  offer  assisted  respiration  by 
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mask  until  the  drug  effect  is  lost  and  intercostal 
activity  is  resumed. 

Surprisingly  enough,  the  open  chest  does  not 
cause  the  high  incidence  of  respiratory  diffi- 
culty that  would  be  expected.  If  the  patient  is 
allowed  to  breathe  against  a positive  pressure 
when  the  chest  is  first  opened  and  the  pressure 
is  gradually  reduced  to  atmospheric  level  over  a 
fifteen-minute  period,  he  will  be  able  often  to 
continue  without  oxygen  by  mask.  It  is  good 
practice,  however,  to  administer  100  per  cent 
oxygen  throughout  the  procedure.  Assisted 
respiration  is  occasionally  necessaiy  for  the  patient 
whose  breathing  tests  indicate  a small  respiratory 
reserve,  as  in  advanced  tuberculosis  and  patients 
having  had  previous  thoracic  surgery.  Intercostal 
paralysis  also  is  an  indication  for  assisted  respira- 
tion in  the  open  chest.  For  closure  of  bronchi 
and  for  re-expansion  of  collapsed  lung  the  patient 
is  placed  on  positive  pressures  of  oxygen. 

Peridural  anesthesia  has  no  effect  on  the  vagus 
nerve,  allowing  the  patient  to  evacuate  his  bron- 
chopulmonary secretions  constantly  throughout 
surgery.  This  in  turn  markedly  lowers  the  inci- 
dence of  spread  in  the  tuberculosis  patient  and 
almost  eliminates  the  use  of  suction  bronchos- 
copy. Varying  degrees  of  coughing  will  occur 
while  the  adhered  lung  is  being  freed  or  when 
excess  traction  is  applied  to  the  bronchial  tree. 
Most  patients  can  control  this  coughing  as  they 
are  advised  to  do.  The  injection  of  the  vagus 
nerve  with  procaine  or  Xylocaine  will  often  con- 
trol or  minimize  these  coughing  paroxysms. 

At  the  present  time  a study  of  the  blood  chemis- 
try is  under  way,  and  a report  is  not  available. 
However,  serial  pH  studies  under  varied  condi- 
tions have  failed  to  show  that  acidosis  is  a prob- 
lem with  this  method  of  anesthesia.  We  at- 
tribute this  to  the  consciousness  of  the  patient 
whose  reflexes  and  respiratory  center  are  not 
anesthetized,  thereby  combating  the  accumula- 
tion of  excess  carbon  dioxide  in  a normal  manner. 

Complications 

There  are  few  procedures  which  do  not  have 
associated  hazards,  and  this  one  is  certainly  no  ex- 
ception. These  complications  are  potential  with 
any  administration  and  best  treated  by  adopting 
any  routine  which  will  aid  in  their  prevention. 

Subarachnoid  Injection. — This  is  the  most  seri- 
ous complication  that  is  encountered  with  this 
technic.  Large  volumes  of  anesthetic  solutions 
are  injected  close  to  the  cranial  vault  with  only 
the  dura  mater  separating  the  solution  from  the 
cerebrospinal  fluid.  With  the  patient  in  the  sitting 
position  and  with  the  use  of  a large-lxn'e,  18-gauge 
needle,  the  spinal  fluid  is  forced  out  when  the 
bevel  is  within  the  subarachnoid  space.  Fluid 
will  be  withdrawn  by  gentle  aspiration  with  a 


syringe  prior  to  injection  of  the  anesthetic  solu- 
tion. A test  dose  of  2 cc.  of  anesthetic  drug 
followed  by  a five-minute  interval  may  be  used 
as  further  indication  of  needle  placement. 

Treatment  of  this  complication  is  as  follows: 
(1)  aspiration  of  the  spinal  fluid  immediately 
until  at  least  50  cc.  is  removed,  (2)  controlled 
respiration  with  oxygen  by  mask  or  endotracheal 
tube,  and  (3)  stimulants  and  intravenous  fluids 
to  maintain  the  circulation.  Levophed  is  supe- 
rior for  this  problem. 

Intravenous  Injection. — Frequent  aspiration 
will  indicate  whether  the  bevel  of  the  needle  is 
lying  within  a vessel  or  plexus.  This  emergency 
should  be  handled  in  the  same  manner  as  a toxic 
reaction  accompanying  any  form  of  regional 
anesthesia  from  the  use  of  a local  anesthetic 
drug. 

Intercostal  Paralysis. — This  occurs  in  varying 
degrees  and  is  treated  by  assisting  the  respira- 
tory actions  until  the  effect  of  the  anesthesia 
wears  off  and  intercostal  activity  is  resumed. 

Respiratory  Problems  Associated  with  the  Open 
Chest. — These  cases  have  actually  been  few  in 
number  and  of  minor  importance.  Assisted 
respiration  with  positive  pressures  of  oxygen  has 
proved  to  be  satisfactory  for  their  management. 

Comment 

The  general  condition  of  these  patients  during 
and  after  surgery  is  very  appealing  to  all  con- 
cerned. Shock  is  rare  during  and  following  the 
operative  procedures.  The  nursing  care  in  the 
postoperative  period  is  minimized.  The  patients 
complain  of  being  hungry  and  are  given  liquids 
on  returning  to  their  rooms.  There  is  a minimal 
upset  in  the  physiology  or  blood  chemistry  with 
little  or  no  impairment  of  oxygenation.  The 
cautery  may  be  used  safely,  and  blood  loss  is 
small  compared  to  general  anesthesia.  The 
poorer  the  risk,  the  more  applicable  the  technic. 
Children  under  nine  years  of  age  are  the  only 
ones  not  receiving  this  anesthesia,  and,  thus  far, 
no  surgical  procedure  has  contraindicated  its 
use. 

Summary 

The  technic  for  the  administration  of  peridural 
anesthesia  for  thoracic  operations  is  presented. 
The  use  of  a plastic  tubing  placed  within  the 
space  and  used  for  serial  injections  has  proved 
very  satisfactory  for  operations  exceeding  two 
hours  duration.  Xylocaine  is  the  local  anes- 
thetic of  choice  because  of  the  short  latency  period 
which  it  offers  and  its  over-all  superiority  to  other 
local  anesthetic  drugs. 

The  excellent  operative  and  postoperative 
course  is  very  impressive.  The  technic  of  ad- 
ministration and  management  of  patients  who 
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are  receiving  this  method  of  anesthesia  is  not 
difficult  for  the  trained  anesthesiologist.  The 
use  of  peridural  anesthesia  is  worthy  of  consid- 
eration by  all  surgeons  and  anesthesiologists 
interested  in  thoracic  surgery. 

Medical  Arts  Building 
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MEDICAL  EDUCATION  GRANTS  IN  YEAR  PASS  $2,500,000 


More  than  $2,500,000  has  been  distributed  to  the 
medical  schools  of  the  nation  in  the  last  twelve 
months  by  the  National  Fund  for  Medical  Educa- 
tion, of  which  $1,417,752  came  from  the  medical 
profession. 

Announcement  to  that  effect  was  made  in  the 
August  2 Journal  of  the  American  Medical  Associa- 
tion. The  profession’s  participation  was  through 
the  American  Medical  Education  Foundation  and 
included  $1,000,000  contributed  by  the  A.M.A.  and 
the  remainder  by  state  societies,  the  Woman’s  Auxi- 
liary to  the  A.M.A.,  and  individuals.  Commenting 
on  the  part  played  by  doctors  in  the  nation-wide 


program  to  raise  funds  for  medical  education,  the 
Journal  said  editorially:  “It  is  thus  clear  that  the 
medical  profession  is  setting  an  example  of  self-help 
that  should  stimulate  industry  and  other  groups  in 
American  society  to  make  their  contributions  to  this 
important  undertaking.” 

The  American  Medical  Education  Foundation, 
which  is  conducting  the  drive  among  doctors,  has 
set  an  annual  goal  of  $2,000,000.  It  is  hoped  that 
this  goal  will  be  reached  in  1952,  since  the  number 
of  individual  contributions  so  far  this  year  has  been 
42.3  per  cent  more  than  in  all  of  1951.  The  National 
Fund  has  a $5,000,000  annual  goal. 


INFLATED  BALLOON  USED  TO  DIAGNOSE  STOMACH  CANCER 


A new  type  rubber  balloon  with  an  abrasive  sur- 
face has  simplified  the  diagnosis  of  cancer  of  the 
stomach,  according  to  a report  in  the  August  16 
Journal  of  the  American  Medical  Association.  The 
balloon  and  the  technic  of  its  use  were  described  by 
Dr.  Frederick  G.  Panico,  associated  with  the  De- 
partment of  Surgery,  University  of  Maryland  School 
of  Medicine,  and  the  Baltimore  City  Hospitals, 
Baltimore. 

“Because  of  the  abrasive  balloon  test,  lesions  of 
the  stomach  are  no  longer  inaccessible,  and  the  diag- 
nosis of  these  lesions  becomes  not  only  interesting 
but  rapid  and  reliable,”  Dr.  Panico  said. 

The  balloon  is  of  thin  latex  rubber.  Its  surface  is 
roughened  by  attaching  with  rubber  cement  75  to 
100  small,  round  fragments  of  foamed  latex  rubber. 
The  deflated  balloon  is  tied  to  the  end  of  a rubber 
tubing  and  swallowed.  Before  being  inflated,  the 
balloon  is  worked  toward  the  pylorus.  After  the 
inflation,  the  balloon,  which  nearly  fills  the  stomach 


cavity,  is  slowly  drawn  upward  toward  the  entrance 
of  the  stomach  and  the  air  released.  This  is  re- 
peated three  times  before  the  deflated  balloon  is  re- 
trieved. Meanwhile,  peristalsis,  or  the  worm-like 
movement  of  the  stomach,  causes  the  abrasive  sur- 
face to  pick  up  specimens  of  cells  from  the  mucous 
lining.  Cells  from  the  mucosa  of  the  esophagus  also 
are  picked  up  in  the  insertion  and  removal  process. 
The  particles  for  the  most  part  represent  abnormal 
shedding  tissue.  The  gastric  and  esophageal  cells 
are  then  examined  to  determine  whether  or  not  they 
are  of  malignant  type.  The  site  of  the  malignancy 
can  be  determined  by  further  tests. 

The  abrasive  gastric  balloon  technic  was  reported 
in  the  Journal  of  the  .t.d/./l.  two  years  ago  by  Drs. 
Panico,  George  N.  Papanicolaou,  and  William  A. 
Cooper,  working  in  the  Cornell  University  Medical 
College  and  New  York  Hospital,  New  York  City. 
The  rubber  balloon  used  was  covered  with  short 
pieces  of  braided  silk. 


MANAGEMENT  OF  ACUTE  SEVERE  HEAD  INJURIES 

Joseph  H.  Siris,  M.D.,  Flushing,  New  York 
( From  the  Division  of  N eurological  Surgery,  Queens  General  Hospital) 


DESPITE  the  great  importance  attached  to 
them  generally,  the  majority  of  head  in- 
juries involve  no  threat  to  life  and  pose  little  in 
the  way  of  a therapeutic  problem.  Likewise,  in  a 
certain  percentage  a fatal  outcome  is  predeter- 
mined by  the  nature  or  extent  of  injuiy  regardless 
of  treatment.  It  is  with  the  intermediate  group, 
dependent  for  survival  or  optimal  recovery  upon 
appropriate  treatment,  that  this  study  is  con- 
cerned. 

The  impressions  noted  in  this  survey  are  based, 
in  part,  on  experiences  gleaned  from  the  clinical 
material  of  the  neurosurgical  division  of  a large 
municipal  general  hospital  and  also  on  war  ex- 
perience, which  was  weighted  more  heavily  on 
the  side  of  penetrating  head  wounds.  The  period 
covers  the  years  1939  through  mid-1951.  Dur- 
ing the  year  ending  July  31,  1951,  a total  of  479 
head  injuries  were  treated.  There  were  31 
deaths.  Although  the  mortality  of  6.5  per  cent 
compares  favorably  with  other  reported  figures, 
one  must  recognize  that  statistical  studies  in  head 
injuries  are  often  unsatisfactory  because  of  the 
variability  in  clinical  material  in  different  series. 

Criterion  of  Severe  Head  Injury 

A primary  requisite  for  effective  treatment  of 
head  injuries  is  the  identification  of  those  cases 
which  need  early  definitive  care.  For  this  pur- 
pose, various  criteria,  such  as  blood  in  the  spinal 
fluid  and  fracture  of  the  skull,  have  been  sug- 
gested. However,  these  are  not  always  present, 
even  among  those  who  fail  to  survive.  What  is 
common  to  all  the  severely  injured  is  persisting 
coma.  One  study  revealed  a mortality  of  70  per 
cent  among  patients  unconscious  for  twenty-four 
to  forty-eight  hours.1  This  is  the  crucial  period 
beyond  which  the  mortality,  although  still  high, 
tapers  off.  In  our  experience  persisting  uncon- 
sciousness has  been  found  to  be  a reasonably  de- 
pendable criterion  of  severity.  In  any  event, 
the  head-injured  patient  need  not  be  considered  as 
in  any  great  danger  while  still  conscious. 

Mechanism  of  Unconsciousness  and 
Related  Phenomena 

Since  the  hypothalamus  is  currently  assumed 
to  include  a center  for  wakefulness,  the  impair- 
ment of  consciousness  brought  on  by  a head  in- 
jury may  in  turn  indicate  damage  at  that  site.2’3 
Thus,  while  not  necessarily  indicative  of  diffuse 
cerebral  injury,  the  serious  import  of  unconscious- 
ness may  be  gauged  by  the  possible  associated 


damage  to  neighboring  hypothalamic  structures, 
subserving  vital  autonomic  and  metabolic  func- 
tion, and  its  reflection  of  possible  injury  to  the 
brain  as  a whole.  Intimate  anatomic  and  func- 
tional integration  of  the  hypothalamus  and  fron- 
tal cortex  has  been  demonstrated  by  various 
workers,4-5  and  widespread  representation  of 
autonomic  and  metabolic  function  has  been 
shown  to  exist  in  the  frontal  lobes,6-9  as  well  as  in 
the  hypothalamus.  Since  “the  hypothalamic 
vegetative  centers  play  a prominent  role  as 
coordinators  of  homeostatic  mechanisms,’'10  it 
would  not  be  surprising  to  find  that  a profound 
disturbance  of  the  hypothalamofrontal  mecha- 
nism following  a head  injuiy  results  in  impair- 
ment of  vital  functions  paralleling  that  of  con- 
sciousness. 

Assessment  of  the  Unconscious  Patient 

If  on  admission  a patient’s  unconsciousness  ap- 
pears not  to  be  due  to  an  acute  surgical  lesion,  it 
is  reasonable  not  to  disturb  him  unduly  at  first 
but  to  await  the  emergence  of  consciousness. 
However,  should  unconsciousness  persist  beyond 
a period  of  a few  hours,  it  may  be  unsafe  to  delay 
further  active  investigation  and  treatment.  This 
is  particularly  important  with  respect  to  an  ex- 
tradural arterial  clot,  since  the  mortality  following 
removal  of  such  a lesion  is  roughly  in  direct  pro- 
portion to  the  interval  following  injury. 

The  type  of  treatment  instituted  will  depend  on 
the  factor  or  combination  of  factors  responsible 
for  the  production  of  unconsciousness  in  the 
particular  patient.  Experience  indicates  that 
one  or  more  of  the  following  may  be  involved: 
(1)  a pre-existing  intracranial  lesion,  (2)  a coexist- 
ing severe  extracerebral  injury,  (3)  an  intracranial 
clot  requiring  prompt  surgical  evacuation,  or  (4) 
severe  concussion.  In  addition,  such  problems 
may  be  made  more  difficult  by  the  presence  of  con- 
comitant nonurgent  surgical  and/or  nonsurgical 
intracranial  lesions,  such  as  a penetrating  head 
wound,  status  epilepticus,  particularly  if  followed 
by  postconvulsive  hemiplegia,  or  cerebral  con- 
tusion or  laceration  with  secondary  hemiplegia. 

Pre-existing  Intracranial  Lesions 

It  barely  requires  mention  that  an  underlying 
disorder  of  the  nervous  system  producing  uncon- 
sciousness, which  in  turn  has  led  to  ahead  injur}', 
should  not  go  unrecognized.  Generally,  such 
injuries  are  mild,  but  the  associated  stupor  and 
the  fact  that  the  history  rarely  reveals  the  ante- 
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cedent  impairment  of  consciousness  may  serve  to 
mislead.  Among  conditions  observed  in  which  a 
traumatic  intracranial  clot  was  considered  tenta- 
tively have  been  rupture  of  an  intracranial  an- 
eurysm, tuberculous  meningitis,  drug  intoxication, 
cerebral  vascular  accident,  brain  tumor,  hysteria, 
etc. 

A careful  neurologic  examination  is  essential  in 
such  cases,  but  it  is  almost  equally  important  to 
ascertain  from  the  history  whether  the  altered 
state  of  consciousness  may  be  due  to  an  antece- 
dent lesion  to  which  a benign  head  injury  is  sec- 
ondary. 

Concomitant  Extracerebral  Injuries 

Occasionally,  stupor  may  be  intensified  by 
shock  resulting  from  an  unrecognized  extracere- 
bral injury,  such  as  hemothorax  or  ruptured  ab- 
dominal viscus.  For  this  reason,  a systemic  ex- 
amination, possibly  supplemented  by  x-ray  study 
of  the  chest  and  abdomen,  should  also  be  made 
part  of  the  routine  examination  of  any  head-in- 
jured patient. 

Frequently  one  is  asked  whether  an  associated 
head  injury  takes  precedence  over  an  extracere- 
bral injury  or  constitutes  a contraindication  to 
prompt  surgical  treatment  of  the  latter.  Cases 
must  be  individualized.  The  anesthetic  problem 
for  an  extracerebral  injury  is  the  same  as  it  would 
be  if  surgery  were  required  for  the  associated  cere- 
bral lesion.  For  deeply  stuporous  patients  local 
anesthesia  may  be  sufficient.  For  restless  in- 
dividuals suitable  general  anesthesia  with  a con- 
trolled airway  is  necessary. 

Intracranial  Clots  Requiring  Prompt 
Surgical  Intervention 

These  include  the  extradural,  subdural,  and  in- 
tracerebral hematomas.  (The  frequent,  filmlike 
extracerebral  sanguineous  accumulations,  second- 
ary to  light  venous  bleeding,  do  not  properly 
belong  in  this  group.)  Extradural  arterial  hem- 
orrhages, constituting  approximately  1 per  cent 
of  head  injuries,  may  be  regarded  as  the  only  type 
that  always  requires  emergency  surgery.  Occa- 
sionally, such  treatment  may  also  be  necessary 
for  fulminant  intracerebral  and  subdural  hema- 
tomas, the  clinical  picture  of  which  may  be  in- 
distinguishable from  that  of  extradural  arterial 
hemorrhage. 

An  acute  surgical  clot  should  be  suspected  if 
any  one  or  more  of  the  following  criteria  are  pres- 
ent: (1)  a unilaterally  dilated  pupil,  (2)  focal 
weakness,  (3)  jacksonian  convulsions,  (4)  a post- 
traumatic  lucid  period,  followed  by  impaired 
consciousness,  (5)  persistent  impairment  of  con- 
sciousness, or  (6)  downhill  course.  No  one  of 
these  findings  is  incontrovertible  evidence  of  an 
intracranial  hematoma.  For  example,  although 


prolonged  unconsciousness  should  arouse  sus- 
picion of  a clot,  of  itself  it  would  not  be  an  in- 
dication for  operative  intervention. 

The  classic  type  of  extradural  arterial  hemor- 
rhage with  lucid  interval  and  progressive  hemiple- 
gia can  be  produced  by  a relatively  trivial  injury. 
It  merely  requires  that  the  blow  be  of  such  force 
and  so  located  as  to  lacerate  a meningeal  artery. 
However,  if  the  injury  caused  associated  con- 
cussion and  unconsciousness,  the  lucid  interval 
might  be  lacking  and  the  development  of  hemi- 
plegia not  evident.  When  the  features  of  an  ex- 
tradural hemorrhage  are  masked  in  this  manner, 
some  limited  help  may  be  obtained  from  the  fol- 
lowing accessory  diagnostic  measures: 

Radiographs  of  the  Skull. — X-rays  of  the  skull 
may  offer  evidence  of  an  intracranial  c-lot  by  dis- 
closing shift  of  a calcified  pineal  body  or  fracture 
through  a meningeal  channel.  However,  the 
pineal  may  maintain  its  normal  midline  position 
in  bilateral  subdural  hematomas  and  in  an  ap- 
preciable number  of  the  unilateral  variety.  In 
addition,  although  extradural  arterial  hemorrhage 
is  assumed  to  be  due  generally  to  laceration  of  a 
meningeal  artery  resulting  from  a fracture,  the 
fracture  line  coursing  across  the  meningeal  chan- 
nel may  not  be  demonstrable  by  x-ray. 

Diagnostic  Bur  Holes. — Our  tendency  has  been 
to  employ  trephination  with  greater  restraint 
than  formerly.  Ordinarily,  this  procedure,  when 
carried  out  under  local  anesthesia,  is  relatively  in- 
nocuous. However,  many  in  whom  it  is  em- 
ployed, being  in  a markedly  restless  stupor,  re- 
quire general  anesthesia.  Since  coma  following  a 
lucid  interval  is  attributable  to  intracranial  clot 
in  fewer  than  25  per  cent  of  cases,  one  must  expect 
that  diagnostic  trephination  will  have  to  be  per- 
formed in  numerous  cases  where  no  clot  is  pres- 
ent,11 if  no  other  means  of  exclusion  is  available. 
Furthermore,  since  an  extradural  clot  may  occa- 
sionally be  on  the  side  opposite  to  that  of  the  dilated 
pupil  or  on  the  same  side  as  the  patient’s  hemi- 
plegia, and  since  it  may  originate  from  a frontal 
or  occipital  instead  of  the  usual  middle  meningeal 
vessel,  as  many  as  six  bur  holes  may  be  required 
to  demonstrate  it. 

Cerebral  Aerography. — Air  studies  have  been 
found  to  be  of  value  for  patients  whose  condition 
continues  to  deteriorate  after  twenty-four  to 
thirty-six  hours.12  The  procedure  is  not  as  ad- 
vantageous for  acute  clots  requiring  early  evacua- 
tion. In  cases  of  bilateral  clot  aerograms  may  be 
normal. 

Cerebral  Angiography . — The  limitations  inherent 
in  most  accessory  diagnostic  studies  for  detection 
of  an  intracranial  clot  are  minimized  by  radio- 
graphic  demonstration  of  displacement  of  the 
anterior  and  middle  cerebral  arteries.  Generally, 
angiography  can  be  carried  out  by  percutaneous 
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carotid  injection.  Increasing  experience  indi- 
cates that  it  is  more  dependable13-15  and  perhaps 
less  formidable  than  trephination  or  cerebral 
aerography.  It  may  also  be  more  informative 
when  dealing  with  a head  injury  precipitated  by  a 
previously  silent  intracranial  lesion  such  as  tumor 
or  aneurysm. 

Such  studies  in  the  presence  of  a unilateral  clot 
may  disclose  a significant  lateral  shift  of  the  an- 
terior cerebral  artery.  Although  displacement  of 
the  vessel  is  not  to  be  expected  in  cases  of  bi- 
lateral subdural  hematoma,  the  lesion  may  be 
disclosed,  nevertheless,  by  the  “vessel  free”  area 
under  the  calvarium.14 

Nonurgent  Surgical  and  Nonsurgical 
Intracranial  Lesions 

Various  phenomena  resulting  from  a head  in- 
jury, which  ordinarily  do  not  require  immediate 
or  any  surgical  intervention,  may,  when  accom- 
panied by  coma,  bring  up  the  question  of  the  need 
for  urgent  surgery.  These  include  status  epilep- 
ticus,  penetrating  head  wounds,  and  hemiplegia 
resulting  from  cerebral  contusion  or  laceration. 

In  general,  it  may  be  stated  that  prolonged 
coma,  penetrating  head  wound,  generalized  con- 
vulsions, or  hemiplegia  are  not  indications  for 
immediate  surgical  intervention  unless  associated 
with  an  intracranial  clot.  For  example,  it  may 
be  found  that  the  combination  of  a post-traumatic 
lucid  interval,  followed  by  generalized  convul- 
sions, prolonged  stupor,  and  possibly  a postcon- 
vulsive  hemiplegia,  are  not  the  result  of  an  in- 
tracranial clot.  However,  hematoma  should  be 
excluded  with  reasonable  certainty  when  such  a 
combination  of  symptoms  is  present.  On  the 
other  hand,  particularly  if  the  patient’s  condition 
is  precarious,  it  is  highly  important  that  unneces- 
sary surgery  be  avoided. 

Status  Epilepticus 

At  times  frequently  recurring  convulsions  ap- 
pear soon  after  a head  injury.  Although  rarely 
attributable  to  a lesion  requiring  surgery,  they 
must,  neverthless,  be  treated  promptly  and  en- 
ergetically since  the  patient’s  life  may  be  lost  if 
status  epilepticus  persists.  Also  the  accompany- 
ing stupor  may  mask  the  picture  of  an  underlying 
hematoma. 

Experience  teaches  the  importance  of  an  ade- 
quately large  initial  dose  of  anticonvulsant  medi- 
cation when  attempting  to  terminate  status 
epilepticus.  Adults  should  receive  an  initial  dose 
of  6 to  12  grains  of  sodium  phenobarbital  or  to 
6 cc.  of  paraldehyde  injected  intravenously.16 
In  addition,  although  there  is  an  understandable 
reluctance  to  administer  anticonvulsant  drugs  to 
a patient  in  postconvulsive  stupor  and  no  longer 
convulsing,  it  is  essential  that  he  be  started  on  a 


regime  of  prophylactic  anticonvulsant  medica- 
tion if  recurrent  convulsions  arc  to  be  forestalled. 

Penetrating  Head  Wounds 

Except  for  the  clots  alluded  to,  the  definitive 
treatment  of  surgical  intracranial  lesions  is  best 
postponed  until  the  general  condition  of  the  pa- 
tient is  favorable,  for  example,  after  any  associa- 
ted concussion  has  subsided.  Depressed  skull 
fractures  and  focal  foreign  body  wounds  of  the 
brain  are  not  of  themselves  responsible  for  pro- 
longed unconsciousness  and  are,  therefore,  not  to 
be  regarded  as  emergent.  Postponement  of  sur- 
gery in  these  cases  does  not  materially  increase 
the  risk  of  intracranial  infection  since  the  advent 
of  modern  antibiotics. 

Severe  generalized  brain  damage  will  not  be 
improved  by  immediate  definitive  local  surgery 
and  may  be  aggravated  by  the  edema  incident 
upon  operation.  Follow-up  studies  have  tended 
to  show  that  in  so  far  as  end  results  are  concerned 
it  matters  little  whether  fragment  elevation  for 
prophylaxis  of  post-traumatic  epilepsy  is  under- 
taken before  or  after  associated  concussion  sub- 
sides.17 

Severe  Concussion 

Without  considering  concussion  from  the 
standpoint  of  its  as  yet  unsettled  pathology,  ex- 
cept to  mention  that  it  does  not  appear  to  involve 
significant  increase  of  intracranial  pressure  re- 
quiring specific  treatment,  one  may  regard  it 
clinically  as  a traumatic  derangement  of  cere- 
bral metabolism,  characterized  by  unconscious- 
ness of  varying  depth  and  duration.  The  more 
severe  the  injury,  the  more  likely  is  concussion  to 
coexist  with  gross  pathologic  changes,  such  as 
edema,  congestion,  contusion,  laceration,  and 
hemorrhage,  not  ordinarily  regarded  as  part  of 
the  concussive  lesion. 

Having  satisfied  oneself  in  a given  case  that 
prolonged  unconsciousness  is  not  the  result  of  a 
surgical  clot,  an  antecedent  intracranial  lesion, 
etc.,  one  is  confronted  with  the  problem  of  treat- 
ment. This  consists  essentially  of  supportive 
measures  and  scrupulous  nursing  care.  Such 
measures  are  both  of  a general  nonspecific  type 
and  of  a specific  nature  in  which  efforts  are  di- 
rected toward  the  enhancement  of  cerebral  func- 
tion. The  former  include  (1)  the  management  of 
initial  shock;  treatment  does  not  differ  from  that 
of  shock  unassociated  with  head  injury,  except 
that  morphine  is  not  given;  (2)  support  of  the 
patient’s  vital  autonomic  and  metabolic  proces- 
ses until  the  disturbance  caused  by  damage  to  the 
hypothalamofrontal  complex  has  subsided;  this 
includes  maintenance  of  an  optimal  fluid,  pro- 
tein, carbohydrate,  and  electrolyte  intake  by 
parenteral  or  esophageal  tube  feeding,  or  both; 
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(3)  the  control  of  excessively  elevated  body  tem- 
perature, and  (4)  prophylactic  antibiosis  against 
secondary  infection.  Measures  directed  toward 
enhancement  of  cerebral  function  include  (1) 
maintenance  of  cerebral  oxygenation,  (2)  control 
of  restlessness  and  the  arrest  of  nonsurgical  in- 
tracranial bleeding  such  as  subarachnoid  hemor- 
rhage, and  (3)  the  use  of  atropine,  based  upon  the 
demonstration  of  acetylcholine  in  the  cerebro- 
spinal fluid  of  head  injury  patients.18  It  is  pos- 
sible that  the  favorable  effects  of  the  drug  may 
also  result  from  its  influence  on  the  pulmonary 
edema  frequently  associated  with  severe  intra- 
cranial injuries.19 

Brain  Injury  and  Cerebral  Hypoxia 

A notable  advance  in  the  treatment  of  the 
severely  head-injured  patient  has  come  about  by 
the  application  of  some  relatively  recently  eluci- 
dated principles  of  cerebral  metabolism.  Evi- 
dence has  been  adduced  indicating  that  such  in- 
juries are  associated  with  impairment  of  cerebral 
oxidation,20  that  glucose  is  the  principal  food  oxi- 
dized by  the  brain,  and  that  the  cerebrum  is  ex- 
tremely sensitive  to  oxygen  and  glucose  depriva- 
tion.21’22 Thus,  it  would  appear  that  the  sever- 
ity of  a head  injury  may  be  attributable,  in  part 
at  least,  to  the  brain’s  inability  to  oxidize  glucose 
adequately.  The  therapeutic  implication  is  a 
need  for  all  measures  which  may  maintain  cere- 
bral oxidation  to  prevent  irreversible  damage. 
That  oxygen  administration  is  useful  in  brain  in- 
jury has  been  noted  clinically.23  Glucose  ad- 
ministration is  of  value,  but  it  would  appear  that 
its  benefits  are  to  be  attributed  more  to  its  role 
as  the  predominant  brain  food  than  to  any  de- 
hydrating effect  of  the  hypertonic  solution. 

Imperfect  oxygenation  of  the  severely  trau- 
matized brain  may  also  be  ascribable  in  part  to 
secondary  pulmonary  factors,  existing  singly  or  in 
combination,  such  as  local  and  mechanical  ob- 
struction resulting  from  back-falling  of  the  tongue 
and  accumulation  of  nasopharyngeal  secretions  or 
pulmonary  edema  due  to  the  intracranial  lesion.19 

Initially,  any  obvious  respiratory  obstruction 
must  be  corrected.  The  tongue  should  be  kept 
forward,  and  accumulating  nasopharyngeal  se- 
cretions disposed  of  by  suction,  stimulation  of  the 
cough  reflex,  and  postural  drainage.  In  addi- 
tion, available  oxygen  may  be  increased  by  ad- 
ministering it  by  mask  or  nasal  catheter. 

If  unconsciousness  is  prolonged  and  respiratory 
obstruction  exists,  intubation  and  ultimately 
tracheotomy24  may  be  needed  to  facilitate  cere- 
bral oxidation.  It  has  been  suggested  that  tra- 
cheotomy should  be  performed  promptly  if  it  ap- 
pears probable  that  coma  will  persist  beyond 
twenty-four  hours.25  At  times  intubation  for 
the  removal  of  copious  accumulations  in  the  lower 
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bronchial  tree  is  needed  despite  the  absence  of 
gross  evidence  of  respiratory  obstruction. 
Marked  clinical  improvement  has  been  found  in 
cases  so  treated.26 

Restlessness  and  Nonsurgical  Intracranial 
Bleeding 

Occasionally,  traumatic  stupor  may  be  asso- 
ciated with  restlessness.  When  this  latter  symp- 
tom results  from  cortical  irritation  due  to  suba- 
rachnoid bleeding,  a vicious  cycle  can  be  intro- 
duced since  restlessness  may  provoke  further 
bleeding,  which  in  turn  may  intensify  restless- 
ness. Thus,  the  treatment  of  the  two  is  inter- 
related and  involves  specific  sedative  measures 
aimed  at  arresting  bleeding.  It  should  not  be 
forgotten  that  the  full  bladder  of  the  patient  who 
is  in  a restless  stupor  may  also  serve  to  intensify 
restlessness. 

Special  nursing  care  and  appropriate  sedation 
within  the  limits  of  the  patient’s  tolerance  are 
essential  during  the  period  of  restless  stupor  so 
that  restraints  on  the  limbs  will  not  have  to  be 
used.  Such  restraints  serve  to  increase  the  pa- 
tient’s struggles  and  invite  exacerbation  of  in- 
tracranial bleeding.  A means  of  permitting 
limited  freedom  of  the  limbs  for  the  restless  pa- 
tient is  available  by  the  use  of  a back-laced  bed- 
jacket  which  may  be  secured  to  the  sides  of  the 
bed. 

Lumbar  Puncture 

Not  infrequently,  the  question  arises  as  to  the 
diagnostic  or  therapeutic  value  of  lumbar  punc- 
ture in  a case  of  severe  head  injury.  Diagnosti- 
cally, it  may  confirm  the  clinical  impression  of  as- 
sociated subarachnoid  hemorrhage,  the  rare  com- 
plication of  meningitis,  or  an  antecedent  intra- 
cranial lesion.  However,  the  presence  or  absence 
of  blood  in  the  cerebrospinal  fluid  has  no  bearing 
on  the  diagnosis  of  extradural,  subdural,  or  intra- 
cerebral bleeding,  which  may  or  may  not  be  as- 
sociated with  subarachnoid  blood.  Similarly,  the 
pressure  of  the  cerebrospinal  fluid  is  of  little  value 
in  diagnosing  or  excluding  these  conditions.  It 
may  be  excessively  high,  normal,  or  abnormally 
low  with  or  without  a surgically  remediable  clot. 
If  abnormally  low,  it  may  create  a false  sense  of  se- 
curity because  one  tends,  erroneously,  to  exclude 
the  possibility  of  a clot.  On  the  other  hand,  high 
cerebrospinal  fluid  pressure  cannot  of  itself  be 
regarded  as  evidence  of  such  a lesion  inasmuch  as 
cerebral  laceration,  contusion,  edema,  and  con- 
gestion may  cause  it. 

Therapeutically,  lumbar  puncture  has  little  to 
offer  in  such  cases  and  may  do  harm.  Removal 
of  subarachnoid  blood  is  not  hastened  by  spinal 
tap  since  studies  have  shown  that  blood  will  dis- 
appear from  the  cerebrospinal  fluid  in  about  five 
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days,  whether  the  patient  is  tapped  or  not.27  In 
fact,  puncture  may  endanger  the  patient  by  in- 
viting medullary  or  transtentorial  compression  if 
the  intracranial  pressure  is  high  or  by  possibly 
provoking  additional  bleeding  through  sudden 
release  of  extravascular  pressure. 

Summary 

The  rationale  of  utilizing  unconsciousness  as  a 
point  of  departure  in  the  management  of  head  in- 
juries is  considered.  The  problem  presented  by 
the  unconscious  patient  with  an  associated  intra- 
cranial clot,  severe  concussion,  status  epilepticus, 
penetrating  head  wound,  or  nonsurgical  type  of 
hemiplegia  is  outlined. 

Because  of  the  occasional  presence  of  concomi- 
tant lesions  which  may  simulate  or  mask  ur- 
gently surgical  intracranial  clots,  suitable  diag- 
nostic studies,  such  as  cerebral  angiography, 
are  needed  in  doubtful  cases. 

The  basis  of  supportive  therapeutic  measures, 
such  as  facilitation  of  cerebral  oxidation  of  glucose 
and  the  role  of  lumbar  puncture,  are  considered. 

61-34  188th  Street 
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A.M.A.  OFFERS  AID  TO  DOCTORS  DISCHARGED  FROM  MILITARY 


A new  program  has  been  set  up  by  the  American 
Medical  Association  to  acquaint  physicians  newly- 
discharged  from  the  armed  forces  with  existing  op- 
portunities in  private  practice,  industry,  hospitals, 
and  medical  schools  throughout  the  country.  In- 
augurated by  the  Council  on  National  Emergency 
Medical  Service,  the  plan  incidentally  will  also  pro- 
vide replacements  for  physicians  classified  priority 
I under  the  “Doctor  Draft  Law”  who  are  now  de- 
ferred from  active  military  service  because  of  es- 
sentiality. 

The  Council  will  contact  Army,  Navy,  and  Air 


Force  physicians  before  they  are  discharged  to  find 
out  if  they  have  any  postservice  plans.  If  the  doc- 
tor hasn’t  made  any  plans,  he  may.  indicate  to  the 
Council  where  he  wants  to  locate  and  in  what  field 
of  medicine  he  is  interested.  This  information  will 
be  sent  to  state  medical  societies  and  to  state  medi- 
cal advisory  committees  to  the  Selective  Service 
System.  Correspondence  with  individual  physi- 
cians on  these  lists  will  be  handled  by  either  the 
state  advisory  committees  or  the  medical  societies. — 
American  Medical  Association  News  Notes,  August, 
1952 


A NEW  THERAPY  FOR  ACUTE  PULMONARY  EDEMA 


Nathaniel  E.  Reich,  M.D.,  F.A.C.P.,  Benjamin  A.  Rosenberg,  M.D.,  and  Martin  Metz, 
M.D.,  Brooklyn,  New  York 

( From  the  State  University  of  New  York  at  New  York  City,  College  of  Medicine,  and  the  Kings  County 
Hospital) 


PULMONARY  edema  has  been  treated  by 
bleeding,  by  oxygen,  by  morphine,  by  nitro- 
glycerine, which  reduces  venous  return,  and  by 
pressure  breathing  apparatus.  Luisada  has 
recently  suggested  that  alcohol,  which  has  some 
antifoaming  properties,  could  be  of  value  if 
given  by  inhalation.1-4  Many  cases  recover 
spontaneously  after  assuming  a sitting  posture, 
ami  some  fatal  cases  show  such  extensive  myo- 
cardial infarction  or  other  heart  disease  that  it  is 
obvious  no  therapy  could  be  effective.  However, 
any  new  agent  which  could  aid  in  the  alleviation 
of  symptoms  and  findings  of  acute  pulmonary 
edema  would  be  useful.  Mercurial  diuretics  and 
salt-poor  diets  are  of  value  in  prophylaxis  in  those 
who  suffer  recurring  episodes. 

Because  alcohol  had  some  value  in  decreasing 
foam  formation  and  thus  in  improving  ventilation 
of  the  alveoli,  it  was  apparent  to  any  one  who 
had  worked  in  a biochemical  laboratory  that  the 
antifoaming  agent,  caprylic  alcohol,  which  is  not 
too  disagreeable  to  smell  and  is  nontoxic,  might 
be  better.  Several  other  detergents  were  tested 
as  to  their  relative  in  vitro  effectiveness.  At  the 
present  time  2-ethylhexanol,*  a synthetic  closely 
related  to  caprylic  alcohol,  seems  the  best.  It  is 
much  used  in  industry  and  in  chemical  labora- 
tories and  was  found  by  one  of  us  (N.  E.  R.),  by 
in  vitro  tests  with  foamy  columns  of  soap  or  as- 
citic fluid,  to  be  four  to  nine  times  as  rapid-acting 
as  95  per  cent  or  50  per  cent  ethyl  alcohol  in 
causing  disappearance  of  foam.  This  substance, 
on  ingestion,  is  one  sixth  as  potent  as  ethyl  al- 
cohol in  causing  inebriation,  and  animals  have 
breathed  saturated  vapor  for  many  hours  with 
no  lasting  damage.5-7  No  industrial  poisoning 
has  been  reported.8  The  substance  has  a strong 
smell  resembling  the  aroma  of  Roquefort  cheese 
but  is  not  unpleasant,  and  none  of  14  patients, 
breathing  oxygen  saturated  with  this  alcohol  for 
fifteen  to  thirty  minutes  or  longer,  objected  to 
the  vapor. 

Thirteen  of  these  cases  suffered  from  heart 
disease;9  one  case  had  intracranial  disease  only 
and  expired  in  three  hours,  although  pulmonary 
edema  cleared  on  therapy  and  did  not  recur. 
One  case  of  advanced  rheumatic  heart  disease,  in 
his  third  attack,  died  in  spite  of  conventional 
therapy  which  was  instituted  after  one-half  hour 

* Union  Carbide  and  Chemical  Co.  supplied  2-ethylhexanol 
for  these  studies. 


Fig.  1.  Apparatus  used  in  administration  of  2- 
ethylhexanol  in  therapy  for  acute  pulmonary  edema. 


on  the  vapor.  Five  cases  had  striking  relief  in 
fifteen  minutes,  and  two  others  improved  within 
thirty  minutes.  Six  cases  responded  to  con- 
. ventional  therapy  (morphine,  digitalis,  venesec- 
tion, etc.)  after  failure  to  respond  adequately  to 
inhalation  alone.  Further  use  on  patients  with 
heart  disease  or  with  toxic  pneumonitis  from 
fumes  or  smoke  seems  warranted.  Only  by  using 
alternately  oxygen  by  mask  and  oxygen  plus  2- 
ethylhexanol  on  alternate  cases  for  a total  of  at 
least  50  cases  can  one  conclude  that  this,  or  any 
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other  antifoaming  agent,  really  modifies  the 
effects  of  oxygen  therapy  in  a favorable  way. 
However,  the  use  of  such  harmless  and  theoreti- 
cally useful  agents  seems  justified. 

For  those  not  wishing  to  make  critical  tests  of 
various  forms  of  management,  we  should  suggest 
as  ideal  therapy  the  following  routine: 

Place  the  patient  in  a sitting  position,  leaning 
forward  comfortably  on  pillows  on  a table,  and 
insert  one  1/li0  grain  nitroglycerine  tablet  under 
the  tongue  at  once;  repeat  in  ten  minutes.  As 
soon  as  possible,  start  oxygen  with  a closely  fit- 
ting mask,  and  bubble  the  oxygen  not  through 
water  in  the  humidifier,  but  through  2-ethyl- 
hexanol  (Fig.  1).  Patient  must  be  reassured  as 
to  the  need  for  the  mask  and  of  the  odor  of  the 
vapor,  and  informed  of  the  fact  that  the  proce- 
dure will  not  be  continued  longer  than  one-half 
hour.  After  fifteen  minutes,  if  relief  is  not 
marked,  give  Vs  grain  morphine  intravenously 
with  a hypodermic  needle,  taking  at  least  sixty 
seconds  to  complete  the  slow  injection.  If  the 
patient  has  not  been  given  digitalis,  give  0.3  mg. 
ouabain  intravenously,  slowly.  Once  recovery 
is  evident,  a mercurial  diuretic  should  be  given 
intramuscularly  and  inhalation  therapy  discon- 
tinued. 


Conclusion 

A new  method  of  treating  acute  pulmonary 
edema  is  presented.  Favorable  clinical  results 
with  2-ethylhexanol,  an  antifoaming  agent,  are 
reported.  Further  studies  are  warranted. 

We  are  greatly  indebted  to  Dr.  William  Dock  for  valuable 
suggestions  in  the  preparation  of  this  paper. 

Addendum. — Since  this  paper  was  submitted 
for  publication,  preliminary  studies  have  been  in 
progress  employing  nebulized  2-ethylhexanol  in 
combination  with  oxygen  administered  from  a 
positive  pressure  apparatus.  Thus  far,  an  effect 
superior  to  that  obtained  from  the  inhalation  of 
2-ethylhexanol  vaporized  in  a humidifier  bottle 
has  been  evident  in  1 1 patients.  The  details  of 
this  investigation  will  be  reported  shortly  upon 
its  completion. 
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STUDIES  OF  PRIMARY  TUBERCULOSIS  IN  CHILDREN 


That  primary  tuberculosis  in  children  is  “always 
potentially  a serious  disease”  is  revealed  in  studies 
conducted  at  Bellevue  Hospital,  New  York  City. 

Three  major  factors  influencing  the  prognosis  of 
an  individual  case  are  ( 1 ) the  age  of  the  child  when 
he  develops  his  first  infection  with  tuberculosis,  (2) 
the  duration  of  the  primary  tuberculosis,  and  (3) 
to  a lesser  degree,  the  extent  of  the  tuberculous  proc- 
ess. In  a series  of  622  cases,  approximately  90  per 
cent  of  the  deaths,  after  diagnosis  of  primary  tuber- 
culosis, occurred  within  a year.  Therefore,  a child 
surviving  one  year  is  unlikely  to  die  from  complica- 
tions of  the  disease. 

Follow-up  studies  are  also  of  great  value  in  ob- 
taining evidence  regarding  the  pathogenesis  of 


chronic  pulmonary  tuberculosis  in  adolescence  and 
early  adult  life.  Lincoln  has  been  following  a series 
of  1,000  survivors  until  the  age  of  twenty-five  years. 
In  8 per  cent,  chronic  tuberculosis  developed  from 
one  to  fourteen  years  after  primary  infection.  More 
than  half  the  cases  occurred  in  adolescents.  These 
results  demonstrate  the  value  of  follow-up  observa- 
tions of  each  child  with  primary  tuberculosis, 
especially  the  first  year  after  infection.  Even  dur- 
ing the  so-called  “safe  period,”  one  year  after  in- 
fection to  adolescence,  Lincoln  concludes  that  per- 
iodic examination  “is  desirable”  because  of  individ- 
ual variations  in  the  time  of  development  of  late 
complications. — E.  M.  Lincoln,  M.D.,  American  Re- 
view of  Tuberculosis,  November,  1951 


THE  COMBINED  ROENTGEN  EXAMINATION  OF  THE  VISCERA 

Frederick  Elias,  M.D.,  Middletown,  New  York 
( From  the  New  York  Medical  College ) 


THE  symptoms  and  clinical  findings  arising 
from  the  disorders  of  the  abdominal  viscera 
are  so  often  confusing  and  overlapping  that  the 
clinician  is  not  infrequently  in  a dilemma  as  to 
which  organ  to  have  x-rayed  first. 

Visceral  carcinoma  in  its  early  operable  stage 
is  particularly  difficult  to  localize  to  a single 
organ  because  of  its  extremely  subtle  manifesta- 
tions. A negative  roentgen  examination  of  a 
single  organ  may  lull  one  into  an  undeserved 
sense  of  security.  However,  it  is  often  difficult 
to  persuade  a patient  to  submit  to  further  x-ray 
studies  after  the  first  examination  has  been  re- 
ported negative.  The  tedious  and  unpleasant 
preparations,  enemas,  castor  oil,  and  fasting,  con- 
tribute not  a little  towards  this  reluctance  of  the 
patient.  Then,  too,  roentgen  examination  is  the 
most  expensive  of  all  diagnostic  procedure,  not 
only  because  of  the  fee  charged  but  also  because 
of  the  working  time  the  wage-earner  loses  in 
undergoing  examination.  Four  to  seven  days 
may  be  spent  before  x-ray  studies  are  completed. 

It  is  the  purpose  of  this  paper  to  demonstrate 
a practical  and  rapid  method  of  roentgen  exam- 
ination of  the  viscera  which,  while  retaining 
meticulous  detail,  results  in  a more  thorough  and 
economical  diagnostic  procedure.  The  entire 
examination  is  completed  in  a single  session  elimi- 
nating "the  necessity  for  the  patient  to  return 
for  further  study. 

Gianturco1  has  given  the  name  of  “fast  radio- 
logic  visceral  survey”  to  such  an  examination  and 
demonstrated  its  value  to  a diagnostic  clinic. 
He  has  shown  that  there  is  a definite  reduction  to 
the  cost  of  operating  an  x-ray  department.  The 
method  is  equally  effective  in  office  practice. 

The  radiologic  parts  examined  usually  include 
the  chest,  esophagus,  stomach,  duodenum,  upper 
small  bowel,  terminal  ileum,  colon,  and  gall- 
bladder. The  kidneys  are  examined  by  means  of 
scout  film  or  intravenous  pyelogram  when  there 
is  a specific  request  for  same.  The  entire  exam- 
ination is  completed  in  one  session  and  should 
take  no  longer  than  one-half  to  one  hour.  Ob- 
viously, some  difficult  cases  will  take  longer,  and 
time  should  not  be  considered  a prime  factor. 
Table  I illustrates  some  of  the  advantages  of  the 
new  method  over  the  old  method. 

Preparation  of  Patient 

A fat-rich  meal  is  to  be  taken  on  the  afternoon 
previous  to  examination.  Its  purpose  is  to  avoid 
a false,  nonvisualizing  gallbladder2  in  those  pa- 
tients who  have  been  on  a fat-free  diet  for  a long 


TABLE  I. — Advantages  of  New  Method 


Single  Study 

Combined  Study 

Visits 

At  least  5 

1 

Preparation 

3 doses  of  castor  oil 

1 dose  of  castor  oil 

Patient’s  time 

3 enemas 
- At  least  4 days 

No  enemas 
V*  to  1 hour 

Time  of  examina- 
tion 

2l/i  hours 

V2  to  1 hour 

period.  In  the  evening  a double  dose  of  Priodax 
is  given  with  tea,  toast,  and  jam.  The  double 
dose  is  used  both  to  insure  good  concentration  of 
the  dye  and  also  to  take  advantage  of  the  pur- 
gative effect  of  Priodax.  Before  retiring,  the  pa- 
tient is  to  take  1 ounce  of  castor  oil.  An  ex- 
cellent cleansing  of  the  bowel  and  the  elimination 
of  disturbing  gas  shadows  in  the  region  of  the 
gallbladder  are  assured  as  a result  of  the  double 
dose  of  Priodax  plus  the  castor  oil.  The  patient 
reports  on  the  following  morning  without  break- 
fast for  roentgen  examination. 

Roentgen  Examination  of  the  Patient 

Gallbladder. — Upright  and  prone  posteroante- 
rior views  of  the  gallbladder  are  taken.  Multiple 
views  are  unnecessary  since  the  gallbladder  will 
again  be  visualized  on  several  of  the  gastrointes- 
tinal and  barium  enema  films.  The  traditional 
procedure  of  examining  the  gallbladder  after  a 
fat  meal  is  dispensed  with.  Hodges3  has  stated 
that  the  variations  in  the  rate  of  emptying  of  the 
gallbladder  have  little  or  no  diagnostic  value. 
The  ability  of  the  gallbladder  to  concentrate  the 
dye  is  excellent  proof  of  normal  function. 

Kidneys. — An  intravenous  urogram  may  now 
be  done  along  with  the  examination  of  long  bones, 
spine,  pelvis,  or  other  parts  which  may  be  indi- 
cated. 

Colon. — The  colon  is  next  examined  by  means 
of  barium  enema,  and  posteroanterior  and  oblique 
films  of  the  filled  colon  are  taken.  Evacuation  of 
the  enema  is  followed  by  a posteroanterior  view 
for  a mucosal  study.  An  air  contrast  study  may 
be  done  to  rule  out  the  possibility  of  polyp  for- 
mation. The  evacuation  of  the  barium  and  air 
from  the  colon  should  not  take  more  than  ten 
minutes.  The  abdomen  should  be  scanned 
fluoroscopically  to  make  certain  that  the  colon  is 
emptied  of  the  barium  before  the  barium  meal  is 
given  by  mouth. 

Gastrointestinal. — The  esophagus,  stomach,  and 
duodenum  are  next  examined  in  routine  manner. 
Progress  films  of  the  barium  meal  at  two,  three, 
six,  and  twenty-four  hours  are  not  taken.  Tem- 
pleton4 is  of  the  opinion  that  lesions  of  the  stom- 
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TABLE  II. — Distribution  or  Positive  Findings 


Organ 

Number 

of 

Cases 

Esophagus 

Diverticulum 

1 

Cardiospasm 

1 

Stomach 

Neoplasm 

3 

Diverticulum 

1 

Prolapse  of  gastric  mucosa 

1 

Duodenum,  ulcer 

10 

Colon 

Neoplasm 

3 

Diverticulum 

- 

3 

Gallbladder,  calculi 

9 

Total 

32 

ach,  duodenum,  and  the  upper  loops  of  the 
small  intestine  are  rarely,  if  ever,  perceived  on 
progress  films.  Direct  signs  are  much  more  im- 
portant in  the  identification  of  such  lesions. 
Evidences  of  retention  are  recognized  by  observ- 
ing the  amount  of  fluid  present  in  the  stomach  at 
the  beginning  of  the  examination.  Gastric  emp- 
tying times  observed  in  the  average  patient  are  so 
variable  that  they  have  no  real  clinical  signifi- 
cance in  the  absence  of  organic  lesion  demon- 
strated by  direct  means. 

A review  of  100  patients  who  had  such  a vis- 
ceral survey  because  of  vague  symptoms  shows  68 
with  negative  findings  and  32  with  positive  find- 
ings. It  is  remarkable  how  varied  the  lesions  dis- 
covered are  and  in  many  instances  unsuspected. 


Table  II  illustrates  the  pathology  and  distribution 
of  the  32  pathologic  findings. 

Comment 

It  is  quite  obvious  that  this  type  of  roentgen 
examination  of  the  viscera  will  not  be  indicated  in 
every  patient  with  abdominal  complaint.  It 
should  be  reserved  for  those  patients  where  the 
diagnosis  is  difficult  and  in  whom  a survey  is  de- 
sired. It  is  also  most  effective  for  the  medically 
conscious  patient  who  is  anxious  to  have  a “com- 
plete checkup”  yet  has  no  actual  complaint. 

Summary 

A simple  method  of  complete  radiologic  survey 
in  a single  examination  with  a minimum  of  prepa- 
ration is  presented.  The  saving  in  time  to  the 
wage-earner,  the  out-of-town  patient,  and  the 
roentgenologist  should  be  reflected  in  a more  eco- 
nomical procedure  for  all  concerned.  A complete 
examination  will  invariably  produce  improved 
diagnostic  results. 

32  Highland  Avenue 
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CHILDREN’S  INTELLIGENCE  NOT  RETARDED  BY  APNEA  NEONATORUM 


No  significant  difference  was  found  between  the 
intellectual  development  of  children  who  had  suf- 
fered apnea  neonatorum  and  of  those  who  had 
breathed  spontaneously  at  birth,  in  a controlled 
study  at  the  University  of  Cincinnati,  College  of 
Medicine. 

Forty-three  children  who  had  been  apneic  for 
three  minutes  or  more,  and  41  who  had  breathed 
spontaneously  at  birth  were  tested  by  theStanford- 
Binet  Form  L Intelligence  Test.  All  had  been  born 
at  the  Cincinnati  General  Hospital  in  1937,  and  were 
presumably  of  a similar  socioeconomic  background. 
Children  with  other  factors  that  might  have  im- 


paired motor  or  intellectual  development  were  ex- 
cluded. 

The  apneic  group  had  a mean  I.Q.  of  96.2  (range: 
71-130);  the  control  group,  a mean  of  93.0  (range: 
69-129).  Particularly  noteworthy,  a child  who  had 
suffered  a ten-minute  apneic  period  at  birth  had  an 
I.Q.  of  105.  The  two  children  with  the  highest 
I.Q.  (130)  experienced  five-minute  periods  of  neona- 
tal apnea.  Since  the  difference  between  the  two 
groups  was  not  significant,  it  was  concluded  that 
apnea  neonatorum  does  not  affect  intellectual  devel- 
opment.— G.  I.  Usdin,  M.D.,  and  M . L.  Weil,  M.D., 
Pediatrics,  April,  1952 


AN  EVALUATION  OF  PRISCOLINE  BY  ARTERY  IN  THE  TREATMENT 
OF  PERIPHERAL  ARTERIAL  OBLITERATIVE  DISEASE 

% 

Isidor  Mufson,  M.D.,  Lazari  Goldman,  M.D.,  Solomon  Hirschman,  M.D.,  Milton 
Sheiman,  M.D.,  Julius  Blier,  M.D.,  and  Gustave  Steinberg,  M.D.,  New  York  City 

{From  the  Peripheral  Vascular  Service  of  the  Hospital  for  Joint  Diseases ) 


WE  WILL  DESCRIBE  our  pooled  clinical 
experiences  during  the  use  of  Priscoline, 
a synthetic  compound  of  the  imidazoline  group, 
as  a possible  agent  for  the  relief  of  severe  periph- 
eral circulatory  insufficiency  caused  by  the 
obliterative  arterial  diseases.  For  reasons  to  be 
described  in  this  work  only  the  arterial  route  of 
administration  was  used.  The  immediate  effect 
of  a single  injection  of  the  drug  on  the  normal  and 
abnormal  circulations  was  studied.  The  cumu- 
lative effect  of  multiple  arterial  injections  of 
Priscoline  on  walking  and  sleep  tolerances  was 
recorded.  Finally,  we  have  enumerated  the 
side-reactions  encountered  during  treatment, 
some  of  which  were  dangerous  enough  to  further 
limit  the  limited  usefulness  of  Priscoline  which  we 
found  in  the  treatment  of  these  diseases. 

Material 

Patient  material  consisted  of  24  referrals  for 
study  and  treatment  because  of  a marked  re- 
duction in  their  walking  and  sleep  tolerances. 
Of  those  treated,  23  had  endarteritis  obliterans 
due  to  arteriosclerosis  with  or  without  diabetes, 
and  one  had  chronic  thromboangiitis  due  to 
smoking  cigarets.  All  patients  received  a com- 
plete medical  workup  and,  when  indicated, 
special  laboratory  studies.  The  level  and  extent 
of  the  block  was  determined  (Table  I).  Pal- 
pation of  superficial  pulses  showed  that  none  had 
popliteal  pulses.  Oscillometric  readings  were 
low.  Few  had  1.0  or  more  over  the  upper  half  of 
the  leg.  The  presence  and  adequacy  of  their 
collaterals  was  gauged  by  the  subjective  walk  and 
sleep  tolerances.  Six  could  not  sleep  in  bed,  and 
very  few  could  walk  more  than  two  blocks  with- 
out resting.  Trophic  changes  of  the  skin  and  the 
musculoskeletal  system  were  common.  Out- 
patients fell  into  the  group  which  most  examiners 
| would  consider  to  be  “advanced  involvement.” 
Treatment  was  individually  supervised  while 
the  final  analysis  of  the  results  was  made  by 
consultation  between  the  interested  staff  mem- 
bers. Between  1 and  2 cc.  of  the  solution  of 
Priscoline  (1  cc.  contains  25  mg.)  were  injected 
once  or  twice  a week  into  the  femoral  artery. 
This  route  offers  the  greatest  chance  for  success 
for  reasons  to  be  discussed  below.  The  adjacent 
femoral  vein  can  easily  be  entered  and  injected  by 
mistake,  an  error  which  can  be  disastrous  as  well 


as  ineffective.  To  avoid  this  it  has  been  our 
practice  to  use  two  syringes,  one  to  enter  and 
identify  the  arterial  lumen  and  the  other  to  intro- 
duce the  drug.  A burning  sensation  down  the 
thigh  immediately  following  the  rapid  injection 
of  Priscoline  is  not  due  to  vasodilation  but  rather 
to  the  irritating  effect  of  the  hypertonic  solution. 
No  Priscoline  was  given  concurrently  by  mouth 
or  subcutaneously.  Only  patients  with  throm- 
boangiitis were  ordered  to  stop  smoking.  Foot 
hygiene  was  discussed  with  each  patient. 

Skin  temperature  in  many  patients  was  re- 
corded by  a Leeds-Northrup  four-point  auto- 
matically recording  skin  temperature  apparatus 
before  and  after  the  injection  of  drugs.  Thermo- 
couples were  taped  to  the  skin.  With  room  tem- 
perature controlled  an  immediate  rise  after  an 
arterial  injection  was  considered  to  be  indicative 
of  increased  blood  flow  through  the  arteriovenous 
shunts.  If  the  skin  became  pink,  capillary  blood 
flow  was  believed  to  have  increased.  A delayed 
rise  in  skin  temperature  after  twenty  to  thirty 
minutes  may  or  may  not  indicate  an  increase  in 
blood  flow.  Priscoline  is  sympathicolytic,  and 
not  unlike  a procaine  block  of  the  sympathetic 
ganglia,  it  increases  the  electrical  resistance  of  the 
skin  and  decreases  its  radiation  of  heat.  Re- 
tention of  heat  follows,  and  the  gradient  between 
the  constant  temperature  of  circulating  blood  and 
the  skin  is  narrowed.  Under  these  circumstances 
a rise  in  skin  temperature  need  not  indicate  an 
increase  in  blood  flow.  This  discrepancy  we  have 
frequently  observed  after  complete  sympathec- 
tomy. The  skin  became  hot  and  dry,  but  the 
preoperative  signs  and  symptoms  of  circulatory 
insufficiency  were  unrelieved.  A more  detailed 
analysis  of  the  problem  is  available.1 

Results 

To  assay  the  potency  of  Priscoline  as  a vaso- 
dilator of  normal  and  abnormal  arterial  circula- 
tions, the  effect  of  a single  injection  of  the  drug 
was  studied.  This  was  judged  by  noting  the 
resultant  variations  in  the  coloration  of  the  skin 
of  the  lower  extremity,  its  intensity  and  extent, 
filling  of  the  superficial  veins,  and  the  immediate 
changes  in  skin  temperature.  When  the  circu- 
lation was  normal,  an  injection  of  Priscoline  into 
the  artery  was  followed  promptly  by  an  erythema 
which  spread  down  from  the  groin  toward  but 
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TABLE  I. — Summary  of  24  Cases  Treated 


# Case 

Number 

Age 

Oseillometric 

✓ Readings * 

Upper  Lower 

Walking  Tolerance 

/ in  Blocks — ' 

Before  After 

Untoward 

Reaction 

i 

61 

0.7 

0.5 

2 

2 

2 

64 

0 

0 

‘/ 2 

1 

3 

66 

0 

0 

• 2 

7 

4 

63 

0 

0 

0 

0 

5 

74 

0 

0 

0 

0 

6 

44 

0 

0 

5 

5 

Angina 

7 

40 

0 

0 

i 

1 

8 

54 

0 

0 

2 

2 

Died 

9 

66 

1.5 

1.0 

l/i 
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seldom  included  the  foot.  Venous  filling  was 
slight.  The  average  minimum  dosage  required 
to  initiate  a rise  in  skin  temperature  of  the  foot 
was  3 mg.  of  Priscoline.  It  required  50  mg.  of 
Priscoline  in  2 cc.  of  the  diluent  to  cause  a maxi- 
mum rise  to  almost  body  temperature. 

Patients  with  obliterative  arterial  disease  were 
studied  in  the  same  manner.  The  extent  and 
intensity  of  the  erythema  were  much  less  even 
after  doses  of  50  to  75  mg.  of  Priscoline  than 
after  smaller  doses  when  the  circulation  was 
normal.  Venous  filling  was  rarely  seen.  The 
skin  temperature  responses  were  as  variable  as 
the  availability  of  a collateral  arterial  blood 
supply. 

Some  of  our  patients  showed  no  change  in 
temperature.  The  largest  rise  was  4 degrees. 
Others  have  reported  similar  variations.2'3  None 
developed  the  maximum  vasodilation  of  their 
collaterals  of  which  they  were  capable.  This 
was  proved  try  comparing  responses  to  Priscoline 
with  histamine.  Several  patients  had  a rise  of 
2 degrees  after  arterial  Priscoline  but  showed  a 
7-degree  rise  after  an  arterial  infusion  of  hista- 
mine. The  temperature  of  the  forearms  always 
increased  moderately  after  Priscoline  in  the  fe- 
moral artery.  When  no  immediate  change  in 
skin  temperature  followed  Priscoline,  a late  rise 
of  2 degrees  occurred  at  times  twenty  or  twenty- 
five  minutes  after  the  injection.  This  was  never 
associated  with  a change  in  the  color  of  the  skin, 
gave  no  sense  of  warmth  to  the  patient,  and  no 
venous  filling  occurred. 

The  effects  on  the  walking  tolerance  of  24 
patients  which  followed  repeated  arterial  in- 
jections of  between  25  and  75  mg.  of  Priscoline 
are  listed  in  Table  1.  A very  good  response  was 
made  by  only  one  patient  who  walked  seven  or 
more  blocks.  A good  response,  that  is,  at  least 


three  times  the  original  walking  tolerance,  was 
attained  by  six  patients.  Seventeen  failed  to 
obtain  any  relief  or  became  so  sick  from  the  drug 
that  treatment  had  to  be  interrupted.  Six 
patients  who  had  marked  loss  of  sleep  tolerance 
were  not  completely  relieved  by  treatment  with 
Priscoline. 

Complications 

Locally  repeated  arterial  punctures  with  a 
sharp  20-gauge  needle  caused  no  intravascular 
thromboses.  Periarterial  hematomas  sometimes 
occurred.  This  was  due  to  entering  the  vein  by 
mischance  or  a failure  to  compress  the  artery  for 
at  least  four  minutes  after  the  needle  had  been 
withdrawn. 

Immediate,  serious  systemic  reactions  were  en- 
countered in  seven  patients.  A male  patient, 
age  sixty,  had  received  25  mg.  of  Priscoline 
without  untoward  effect.  A week  later  the  same 
dosage  precipitated  a severe  state  of  shock. 
Blood  pressure  was  unobtainable,  pulse  became 
thready  and  rapid,  and  skin  was  clammy  and 
ashen.  After  an  anxious  half  hour  with  patient 
tilted  in  shock  position  and  adrenaline  given  by 
hypodermic,  normal  tension  finally  developed. 
He  felt  weak  for  a month.  Another  patient, 
age  forty-five,  felt  dizzy  and  collapsed  after  25 
mg.  of  Priscoline,  and  he,  too,  recovered  in  about 
one  hour.  Both  reactions  occurred  while  the 
patients  were  still  on  the  treatment  table.  Two 
patients  had  convulsions  after  25  mg.  of  Prisco- 
line;  one  not  listed  in  Table  I received  the  drug 
intravenously.  The  other,  a male,  age  sixty- 
three,  had  received  25  mg.  in  his  femoral  artery 
without  incident  on  his  first  visit.  The  second 
injection,  one  week  later,  caused  a mild  sense  of 
weakness  and  sweating.  The  third  injection  was 
reduced  to  20  mg.  because  of  the  previous  re- 
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actions.  Despite  this,  while  the  patient  was  still 
on  the  table,  he  became  unconscious  and  a mo- 
- ment  later  had  a Jacksonian  type  of  epileptic 
seizure.  A sense  of  impending  death  with  op- 
pression of  chest  forced  the  interruption  of  treat- 
ment in  another  two  cases.  A feeling  of  mental 
agitation  was  complained  of  by  several  patients 

I who  took  the  drug  orally  and  subcutaneously, 
but  this  complaint  was  not  experienced  by  the 
arterial  group.  Death  followed  one  hour  after 
an  arterial  injection  of  25  mg.  of  Priscoline  in  a 

I patient  who  had  received  many  injections  of 
Priscoline  without  incident  before  his  last  four 
injections.  On  these  occasions  he  perspired 

I freely  and  appeared  pale,  the  significance  of 
which  was  not  fully  appreciated.  His  electro- 
cardiogram had  shown  only  minimal  changes  of 
l fibrosis.  After  his  last  injection  he  again  felt 

1>  sick  but  insisted  on  going  home.  On  his  arrival 
there  he  went  to  bed  where  he  was  found  dead  one 
hour  later. 

Paradoxic  gangrene  means  the  development, 
I during  treatment,  of  gangrene  in  a limb  which 
i showed  no  signs  of  impending  gangrene  before 
| treatment.  This  state  developed  in  one  patient 
| after  four,  single,  daily  injections  of  Priscoline. 
S He  had  been  admitted  to  the  hospital  for  treat- 
’ i ment  because  of  a marked  reduction  in  sleep  and 
f.  walking  tolerances  but  with  few  defects  of  the 
skin.  A rapidly  spreading  gangrene  of  the  foot 
and  leg  became  manifest  on  the  fifth  day.  He 
| was  very  toxic,  and  an  emergency  amputation 
1 had  to  be  performed.  Milder  reactions  were 
numerous.  These  were  nausea,  vomiting,  chilli- 
t ness,  and  dizziness,  all  of  which  were  treated  by 
keeping  the  patient  prone  for  ten  or  twenty  min- 
utes. 

Comment 

The  purpose  of  our  study  as  stated  was  to  dis- 
| cover  how  well  and  how  safely  Priscoline  could 
enhance  walking  and  sleeping  tolerances  im- 
paired by  peripheral  obliterative  arterial  disease. 
Our  results  show  that  Priscoline  was  unable  to  re- 
lieve the  pain  caused  by  the  relative  ischemia 
which  results  from  keeping  the  extremity  hori- 
zontally in  bed.  Its  ability  to  increase  walking 
tolerance  was  limited.  The  majority  of  the 
patients  were  not  helped.  Four  of  the  failures 
were  definitely  helped  later  by'  arterial  infusions 
! of  histamine.4 

This  poor  response  to  Priscoline  may  be  predi- 
cated on  the  mild  and  limited  vasodila- 
tion which  followed  the  single  injection  of 
» i therapeutic  dose  of  the  drug.  It  is  apparent 
that  a good  effect  on  normal  circulation  does  not 
ooint  to  therapeutic  success  after  repeated  use. 
l )nly  the  immediate  effect  on  the  abnormal 
■ j Jatient  can  be  made  the  basis  for  prognosis. 


Our  choice  of  the  arterial  route  of  administering 
Priscoline  was  based  on  the  fact  that  many  of  the 
patients  treated  had  previously  received  the  drug 
orally  and  several  subcutaneously  without  help. 
Several  members  of  our  group  had  had  a large 
personal  experience  with  these  methods  and  ob- 
served only  an  occasional  success.  Others  also 
have  found  “no  dramatic  benefit  for  intermittent 
claudication  and  ischemic  rest  pain.”2  The 
arterial  route  permits  the  maximum  effect  of  the 
drug  to  be  localized  in  the  limb  which  alone  needs 
vasodilatation.3,5  This  is  important  because  the 
more  intense  and  prolonged  the  immediate  vaso- 
dilation, the  greater  are  the  chances  for  attaining 
success  by  any  form  of  therapy.  This  has  been 
shown  to  be  true  for  other  methods  of  treat- 
ment.4,6-8 

The  correlation  found  in  our  results  between 
the  poor  vasodilating  response  to  a single 
injection  of  Priscoline  and  the  limited  benefit 
obtained  from  multiple  injections  of  the  drug  also 
supports  this  contention. 

The  basis  for  the  distressing  complications  en- 
countered during  the  use  of  Priscoline  rests  on  the 
pharmacology  of  the  drug.9  The  hydrolization 
time  of  Priscoline  is  long,  much  longer  for  in- 
stance than  histamine.  The  prolonged  effect 
would  appear  to  be  an  advantage.  However, 
clinically,  this  was  found  to  be  no  virtue. 
Despite  the  slow  rate  of  blood  flow  through  the 
limb,  the  action  of  25  mg.  of  Priscoline  quickly  in- 
jected could  not  be  confined  to  the  limb.  Much 
of  the  drug,  unhydrolyzed,  escaped  to  exert  a 
prolonged  systemic  effect.  This  was  proved  by 
the  early  rise  of  the  skin  temperature  of  the  fore- 
arm. It  invited  and  frequently  did  cause  shock 
by  inducing  mild  to  severe  grades  of  generalized 
vasodilation  and  hypotension.  The  drug  pos- 
sessed histamine-like  effects  which  caused  the  de- 
sirable immediate  local  vasodilation.  It  also 
has  an  adrenergic  blocking  action  and  a sym- 
pathomimetic effect  which  caused  widespread 
effects  on  neural  tissues  and  organs.9  Electro- 
cardiographic studies  were  the  basis  for  the  belief 
that  Priscoline  has  a direct  action  on  the  myo- 
cardium, and  its  use  in  older  patients  with  pos- 
sible heart  disease  requires  caution.2  The  block- 
ade of  organ  responses  by  the  drug  are  probably 
the  cause  of  such  milder  but  troublesome  mani- 
festations as  hypotension,  tachycardia,  dread  and 
anxiety,  nausea,  and  vomiting.9  However,  when 
the  organs  are  diseased,  as  they  well  might  be  in 
patients  with  arteriosclerotic  vascular  disease, 
the  sequelae,  as  we  and  others  have  encountered 
them,  become  malignant;  they  did  cause  con- 
vulsions, shock,  death,  and  paradoxic  gangrene. 
Since  we  have  safer  methods  of  treatment,4 
Priscoline  will  have  a very  limited  usefulness  for 
us. 
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Conclusion 

1.  Priscoline  is  a vasodilator  of  limited  effec- 
tiveness in  peripheral  arterial  obliterative  disease, 
although  potent  when  the  circulation  is  normal. 

2.  Repeated  injections  of  Priscoline  into  the 
femoral  artery  of  24  patients  with  reduced  walk- 
ing tolerance  caused  very  good  improvement  in 
only  one,  good  in  six,  and  failed  in  17  patients. 
Sleep  tolerance  was  never  re-established  in  six 
patients  treated. 

3.  There  occurred  in  seven  patients  lethal  and 
near  lethal  incidents  after  the  injection  of  Pris- 
coline which  limited  the  usefulness  of  the  drug  in 


the  treatment  of  peripheral  arterial  obliterative 
disease. 
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THIMBLE  FOR  RUPTURING  MEMBRANES 

Francis  J.  Maher,  M.D.,  North  Tonawanda,  New  York 
( From  the  DeGraff  Memorial  Hospital  and  Kenmore  Mercy  Hospital ) 


IDO  not  intend  to  state  here  the  indications  for 
rupture  of  the  membranes,  but  I am  submit- 
ting a special  device  for  accomplishing  this. 
Figure  1 shows  the  construction  of  the  thimble 
and  the  way  in  which  it  is  used.  Constructed  of 
stainless  steel  and  therefore  easily  sterilized,  it 
can  be  used  either  on  the  index  or  middle  finger 
as  the  physician  desires. 

There  are  several  advantages  to  its  use: 

(1)  Membranes  that  are  tight  against  the  head 
are  easily  ruptured. 

(2)  The  fingers  need  not  be  removed  from  the 
vagina  immediately,  and  the  rate  of  flow  of  the 
amniotic  fluid  can  be  controlled. 

(3)  With  the  finger  in  the  cervix  the  chances 
of  prolapse  of  the  cord  are  much  less. 

(4)  The  head  of  the  baby  will  not  be  injured. 

(5)  It  is  not  uncomfortable  to  the  patient. 
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THE  FLAGELLATE  DIARRHEAS 


B.  H.  Kean,  M.D.,  New  York  City 


OF  THE  five  flagellates  which  may  be  found 
in  the  intestinal  tract  of  man,  Giardia  lam- 
bda, Trichomonas  hominis,  Chilomastix  mesnili, 
Embadomonas  intestinalis,  and  Tricercomonas 
intestinalis,  only  the  first  two  have  pathogenic 
significance.  Although  the  presence  of  Giardia 
lamblia  and  Trichomonas  hominis  has  been  as- 
sociated with  dysentery  for  many  decades,  only 
in  recent  years  has  there  been  any  conviction  that 
flagellates  themselves  may  be  responsible  for 
diarrhea.  Many  experts  formerly  regarded  these 
parasites  as  nonpathogens  and  attributed  their 
great  numbers  in  the  stools  to  the  fact  that  liquid 
feces  offered  excellent  culture  media  for  their 
proliferation. 

Since  the  introduction  of  quinacrine  hydro- 
I chloride  (Atabrine)  for  the  treatment  of  giardia- 
■ sis,  there  has  been  almost  universal  recognition 
of  the  pathogenicity  of  flagellates.  During  the 
i past  five  years  the  author  has  been  impressed  by 
the  frequency  of  flagellate  diarrheas  and,  for  this 
reason,  is  presenting  a brief  summary  of  our 
knowledge  of  these  diseases,  together  with  case 
l reports  illustrative  of  both  typical  and  unan- 
swered problems. 

Giardiasis 

The  parasite  was  probably  first  seen  by  Leeu- 
i wenhoek  in  his  own  stool  examined  with  his 
primitive  microscope,  but  the  first  description  was 
that  of  Lambl  in  1859.  Two  forms  are  known, 
i the  trophozoite  and  the  cyst.  The  trophozoite 
varies  considerably  in  size,  the  average  being  14 
microns  in  length  and  7 microns  in  breadth.  It 
is  a symmetric,  pear-shaped  organism  with  four 
pairs  of  flagella,  two  nuclei,  two  axostyles,  a con- 
vex dorsal  surface,  and  a sucking  disk  located 
toward  the  anterior  end  of  the  ventral  side.  The 
parasite  is  easily  recognized  by  its  typical  move- 
ments which  are  jerky,  twisting,  progressive  in 
character,  and  rapid.  The  movement  across  the 
field  has  been  described  rather  graphically  as 
resembling  a leaf  rolling  in  the  wind.  The  cyst 
i | is  ovoid  or  ellipsoidal  and  measures  8 to  12  mi- 
m crons  in  length  and  6 to  9 microns  in  breadth. 
Two  to  eight  nuclei  (usually  four)  are  present, 

I arranged  in  pairs;  coursing  longitudinally  in  the 
center  of  a cyst,  often  between  nuclei,  are  curved 
fusiform  rods,  the  axostyles  and  flagellar  rem- 
nants. With  the  iodine  stain  the  cytoplasm  is 
generally  brown,  and  the  nuclei  can  be  identified 


without  difficulty.  The  cytoplasm  tends  to 
shrink  away  from  the  wall. 

The  incidence  varies  throughout  the  country 
from  5 to  15  per  cent,  the  parasite  being  ap- 
proximately twice  as  common  in  children  as  in 
adults.  Giardiasis  is  acquired  by  the  ingestion  of 
contaminated  food  or  water.  The  cysts  are  quite 
resistant  in  potable  water  even  if  it  has  been 
mildly  chlorinated. 

The  parasite  lives  in  the  small  intestine  and  is 
most  numerous  in  the  duodenum  and  in  the  upper 
portion  of  the  jejunum.  It  may  invade  the  gall- 
bladder and  has  been  described  on  frequent  oc- 
casions in  the  common  bile  duct.  While  Giardia 
lamblia  is  not  a tissue  invader,  its  presence  is  as- 
sociated with  an  increase  in  mucus  and  a mild 
inflammatory  reaction  in  the  lamina  propria  of 
the  mucosa.  In  addition,  there  may  be  mild  or 
superficial  erosion  of  the  mucosal  epithelium. 

Symptoms  are  variable  and  range  from  mild 
dyspepsia,  a sense  of  flatulence,  and  vague  ab- 
dominal discomfort  to  a full-blown  mucous  colitis. 
The  stools  may  be  bulky,  pale,  and  contain  large 
amounts  of  mucus.  While  there  is  no  particular 
series  of  symptoms  which  are  pathognomonic  of 
giardiasis,  the  parasite  will  be  encountered  in 
situations  which  are  suggestive  but  not  typical  of 
peptic  ulcer,  cholecystitis,  pancreatitis,  hyper- 
trophic gastritis,  sprue,  mucous  colitis,  and  psy- 
choneurosis. 

The  diagnosis  can  be  established  only  by  the 
finding  of  either  the  trophozoites  or  the  cysts. 
Usually  this  presents  no  great  difficulty,  for  if  the 
parasite  is  responsible  for  symptoms,  it  will  be 
present  in  adequate  numbers  in  the  stool.  On 
occasion,  however,  a patient  may  have  many 
parasites  in  one  stool  specimen  and  few  or  none  in 
another.  Material  obtained  by  transduodenal 
intubation  will  often  contain  the  parasite  in  huge 
numbers. 

Treatment  is  simple  and  satisfactory.  The 
only  truly  effective  drug  is  quinacrine  hydro- 
chloride (Atabrine,  Mepacrine).  For  adults  a 
schedule  of  0.5  Gm.  (5  tablets)  in  divided  doses 
the  first  day  and  0.3  Gm.  (3  tablets)  for  the  next 
six  days  is  generally  adequate  and  will  cure  al- 
most 90  per  cent.  A second  course  may  be 
necessary.  The  occasional  nausea  which  devel- 
ops during  treatment  may  be  disregarded.  The 
patient  should  be  warned  that  the  skin  may  turn 
a yellow  tint  during  treatment.  Children  toler- 
ate quinacrine  well.  Up  to  the  age  of  five  years, 
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100  mg.  in  divided  doses  daily  for  seven  days  will 
be  tolerated;  from  five  to  ten  years,  200  mg.  may 
be  given  daily;  from  ten  to  fifteen,  300  mg.  are 
satisfactory. 

Case  1. — The  patient  was  a five-year-old  child 
who,  two  weeks  following  admission  to  school,  de- 
veloped for  the  first  time  diarrhea  with  six  to  eight 
stools  daily.  The  fecal  matter  was  bulky,  frothy, 
and  light.  She  became  irritable  and  restless  at  night. 
Various  diagnoses  were  entertained,  and  finally  the 
child  was  taken  from  school  since  her  psychiatrist 
felt  that  the  symptoms  represented  a spruelike 
syndrome  produced  by  the  psychic  trauma  of  with- 
drawal from  the  home  environment  and  entrance 
into  the  cannibalistic  atmosphere  of  school.  The 
child’s  father,  a physician,  sent  a stool  specimen  to 
the  laboratory  for  fat  determination.  As  part  of 
the  routine  examination  of  the  stool  huge  numbers 
of  Giardia  were  seen.  A course  of  50  mg.  quinacrine 
hydrochloride  three  times  a day  for  seven  days  was 
administered,  and  the  child’s  symptoms  disappeared 
completely.  She  is  now  attending  school  without 
any  psychic  trauma. 

Case  2. — The  patient  was  a New  York  City 
dowager  who  in  her  eighty-second  year,  after  having 
been  bed-ridden  for  a decade,  developed  an  intract- 
able diarrhea.  For  three  months  she  was  treated 
with  a variety  of  medications,  none  of  which  were 
helpful.  It  was  finally  assumed  by  her  clinician  that 
she  probably  had  a carcinoma  of  the  large  bowel,  but 
because  of  her  age  and  her  unwillingness  to  be  ad- 
mitted to  a hospital,  roentgen  ray  studies  by  the 
barium  method  were  not  possible.  Finally,  in  the 
hope  that  tumor  cells  might  be  found  in  the  stool,  a 
specimen  was  sent  to  the  laboratory.  Giardia 
lamblia,  trophozoites  and  cysts,  were  present  in 
great  numbers.  A simple  course  of  quinacrine 
therapy  sufficed  to  remove  all  symptoms  referable 
to  her  intestinal  tract. 

Case  3. — Patient  was  a thirty-year-old  housewife 
who  had  intestinal  symptoms  responsible  for  a dif- 
ferential diagnosis  which  included  hypertrophic 
gastritis,  peptic  ulcer,  and  gallbladder  disease. 
Gastric  expressions,  a gastrointestinal  series  with  the 
aid  of  barium,  and  a gallbladder  series  were  all  done 
and  were  declared  as  within  normal  limits.  In  an 
attempt  to  obtain  cholesterol  crystals  a transduo- 
denal  tube  was  passed  and  the  sediment  examined. 
Giardia  were  present  in  great  numbers.  Following 
a course  of  quinacrine  therapy  all  symptoms  dis- 
appeared. 

Intestinal  Trichomoniasis 

Only  the  trophozoite  of  Trichomonas  hominis 
is  known;  this  is  a small  pyriform  organism, 
measuring  from  7 to  15  microns  in  length,  averag- 
ing 11  microns.  It  has  a distinct  undulating 
membrane,  a pointed  caudal  process,  a protruding 
axostyle,  and  three  to  five  flagella.  Its  motion  is 
active  and  progressive,  and  it  tends  to  whip 
across  the  microscopic  field  rapidly.  However, 


when  sluggish,  the  parasite  may  round  up  and 
release  pseudopodia. 

In  the  United  States,  Trichomonas  hominis  is 
not  frequently  encountered,  but  approximately  1 
per  cent  of  the  population  harbors  the  parasite. 
It  is  apparently  transmitted  by  the  contamination 
of  food  or  water;  the  trophozoite  is  more  resist- 
ant to  destruction  than  the  trophozoites  of 
other  protozoa. 

The  parasite  thrives  in  both  the  small  and  large 
intestine,  but  it  is  especially  numerous  in  the 
terminal  portion  of  the  ileum  and  in  the  proximal 
portion  of  the  large  intestine.  Although  seen  in 
formed  stools,  it  is  present  in  greatest  numbers  in 
liquid  fecal  specimens.  Histologic  sections  of  the 
intestine  taken  from  patients  with  Trichomonas 
hominis  reveal  only  rare  superficial  erosion  and  a 
questionable  inflammatory  reaction  within  the 
lamina  propria.  The  epithelial  elements,  how- 
ever, appear  to  be  somewhat  more  active  than 
normal,  although  even  this  feature  is  not  abso- 
lute. 

No  drug  is  as  specific  for  the  eradication  of 
Trichomonas  hominis  as  is  quinacrine  for  the 
elimination  of  Giardia  lamblia.  In  the  author’s 
own  experience  carbarsone,  usually  given  in  a 
dose  of  0.25  Gm.  three  times  daily  for  ten  days, 
has  been  most  effective,  although  recurrence  is 
not  rare  and  subsequent  retreatment  may  be 
necessary.  Not  infrequently  the  parasite  dis- 
appears from  the  stools  spontaneously.  Efforts 
to  eradicate  the  flagellate  with  the  various  anti- 
biotics have  been  disappointing. 

Case  4- —Patient  was  the  head  of  a government  in 
the  Near  East.  For  several  years  he  had  had  an 
intermittent  diarrhea  for  which  he  had  been  ex- 
amined both  abroad  and  in  two  hospitals  in  the 
United  States.  No  definite  cause  for  the  diarrhea 
had  ever  been  established,  and  he  had  received 
various  medications,  most  of  them  based  upon  the 
assumption  that  he  had  a colitis  associated  with  the 
tension  of  his  position.  Examination  of  a single  stool 
specimen  disclosed  Trichomonas  hominis  in  myriads. 
The  patient  was  given  a course  of  carbarsone,  0.25 
Gm.  three  times  daily  for  ten  days.  His  symptoms 
completely  disappeared;  he  has  remained  well  since 
and  has  stated  that  not  in  several  years  has  his  health 
been  so  good. 

It  is  impossible  to  believe  that  the  great  num- 
bers of  Trichomonas  hominis  could  have  been 
overlooked  in  the  institutions  at  which  he  was 
examined  because  of  the  numbers  of  Trichomonas 
present.  Our  conclusion,  therefore,  is  that  Tri- 
chomonas appeared  in  his  stool  only  intermit- 
tently, and  we  were  fortunate  enough  to  examine 
a specimen  in  one  of  those  days  in  which  they  i 
could  easilj-  be  demonstrated.  The  possibility 
exists,  however,  that  Trichomonas  were  seen  but  |l 
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were  considered  nonpathogenic,  and  the  patient 
was  not  informed  of  their  presence. 

Case  5. — Patient  was  a fifty-five-year-old  execu- 
tive who  began  having  colic  and  diarrhea  four  weeks 
before  he  was  seen.  In  view  of  his  age  and  the  fact 
that  he  had  never  had  intestinal  difficulty  before, 
his  physician  proceeded  to  exclude  carcinoma  of  the 
bowel  by  roentgen-ray  studies  with  a barium  enema 
and  a gastrointestinal  series,  both  of  which  were  re- 
ported as  within  normal  limits.  Following  the 
barium  enema  the  symptoms  disappeared  for  six 
weeks  and  then  recurred.  Again  a barium  enema 
was  done,  and  again  the  symptoms  disappeared  for  a 
period  of  one  month.  When  they  recurred,  it  was 
finally  decided  that  study  of  a stool  specimen  might 
be  appropriate,  and  Trichomonas  hominis  in  great 
numbers  was  seen  at  once.  The  patient  was  treated 
writh  carbarsone,  0.25  Gm.  three  times  daily  for  ten 
days,  and  has  since  been  well. 

Case  6. — Patient  was  a forty-year-old  woman,  a 
lesbian  whose  homosexual  partner  had  been  suffering 
from  a Trichomonas  vaginalis  infection  for  some 
years.  The  patient  developed  moderately  severe 
diarrhea;  Trichomonas  hominis  was  identified  in 
the  stool.  Symptoms  disappeared  following  a course 
of  carbarsone.  Two  months  later  the  symptoms  re- 
appeared, and  again  it  was  necessary  to  treat  her 
with  carbarsone.  Altogether  there  have  been  four 


therapeutic  failures.  At  the  present  time  the 
patient  still  has  an  occasional  parasite  in  the  stool 
but  is  free  of  symptoms. 

It  is  intriguing  to  suggest  that  the  so-called 
therapeutic  failures  really  represent  reinfection 
following  cunnilinguis  with  a homosexual  part- 
ner infected  with  Trichomonas  vaginalis.  The 
consensus  amongst  protozoologists  is  that  Tri- 
chomonas hominis  and  Trichomonas  vaginalis  are 
distinct  species  and  that  the  ingestion  of  Tri- 
chomonas vaginalis  will  not  result  in  the  estab- 
lishment of  a Trichomonas  hominis  infection. 
On  this  score,  however,  some  retain  reservations. 

Summary 

Giardia  lamblia  and  Trichomonas  hominis 
may  be  responsible  for  severe  diarrhea  and  must 
be  considered  in  the  differential  diagnosis  of 
various  other  intestinal  disorders. 

The  diagnosis  is  most  easily  established  by 
examination  of  the  stool. 

Giardiasis  may  be  cured  by  the  use  of  quin- 
acrine  hydrochloride.  Intestinal  trichomoniasis 
is  more  intractable  but  generally  responds  to 
treatment  with  carbarsone. 

710  Park  Avenue 


ANTIBODY  DEFENSE  OF  PREMATURES 
Recent  studies  on  newborn  prematures  suggest 
that  poor  capacity  to  produce  antibodies  and  lack  of 
fetal  supply  of  certain  antibodies  underlie  their  sus- 
ceptibility to  infections. 

The  close  correspondence  of  maternal  and  fetal 
titers  for  some  types  of  antibodies  (diphtheria, 
tetanus,  scarlet  fever,  typhoid  “O”)  at  term,  and  a 
comparatively  rapid  fall  in  the  child’s  titers  after 
birth  indicate  that  maternal  antibodies  are  trans- 
ferred to  the  fetus  via  the  placenta.  Coli  aggluti- 
nins generally  are  not  transmitted  to  the  fetus.  For 
this  reason,  Malmnas  believes  “the  relatively  high 
content  of  antibodies  in  the  colostrum,  particularly 
with  regards  to  coli  agglutinins,  apparently  justifies 


an  administration  of  colostrum  to  all  newborn  in- 
fants, especially  prematures,  as  soon  as  possible 
after  parturition.” 

When  newborn  prematures  were  vaccinated  with 
diphtheria  toxoid,  response  to  a single  injection  was 
delayed,  as  with  full-term  babies;  however,  the  final 
titers  for  prematures  fell  far  below  those  of  the  term 
infants.  Several  prematures  failed  to  show  any  re- 
sponse whatsoever.  It  was  concluded  that  this 
slow,  inefficient  response  “will  probably  suffice  to 
explain  the  predisposition  of  prematures  to  septice- 
mias.” 

— B.  Vahlquisl,  M.D.,  and  E.  Malmnas,  M.D.,  Acta 
Paediatrica,  August,  1951 
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PRIMARY  TUMOR  OF  THE  HEART 


Nathaniel  H.  Schwartz,  M.D.,  and  Margaret  Loder,  M.D.,  Port  Chester 


( From  the  Departments  of  Medicine  and  Palholpgy,  United  Hospital ) 


TDRIMARV  tumor  of  the  heart  is  sufficiently  rare 
to  warrant  the  report  of  individual  cases.  The 
incidence  is  variously  reported  by  different  ob- 
servers and  the  autopsy  rate  lies  somewhere  between 
0.0017  per  cent  and  0.05  per  cent.1-2  Males  predom- 
inate in  the  ratio  of  two  to  one,  and  a significant 
percentage  of  the  cases  has  been  observed  in  young 
adults. 

Case  Report 

F.  J.,  a thirty-seven-year-old  unemployed  colored 
male  entered  the  United  Hospital  on  June  18,  1949, 
complaining  of  retrosternal  pain  of  twenty-four 
hours  duration.  The  past  history  was  of  interest 
only  in  that  he  had  sustained  an  injury  to  the  left 
arm  eleven  years  earlier,  necessitating  disarticulation 
at  the  shoulder  joint. 

One  week  prior  to  entry  he  experienced  a bout  of 
chest  pain,  of  such  short  duration  that  he  sought  no 
medical  assistance.  On  the  day  before  admission 
the  pain  had  begun  as  a dull  ache  in  the  retrosternal 
area  and  was  at  all  times  localized  to  that  region. 
It  had  become  increasingly  more  severe  and  sharp 
in  character  and  was  aggravated  only  by  deep 
breathing.  Effort,  ingestion  of  food,  or  change  of 
position  bore  no  relationship  to  the  pain.  Dia- 
phoresis accompanied  the  pain  for  several  hours. 
No  cough,  dyspnea,  or  orthopnea  was  observed. 

Physical  examination  revealed  an  anxious,  well- 
developed  and  well-nourished  colored  male  of  stated 
age.  The  left  upper  extremity  was  missing.  The 
left  eye  revealed  glaucomatous  changes.  No 
cyanosis  was  noted,  and  the  neck  veins  were  not 
prominent.  The  chest  was  symmetric,  and  the 
lungs  were  clear  to  percussion  and  auscultation. 
The  left  heart  border  was  percussed  in  the  sixth 
interspace  in  the  midaxillary  line.  The  heart 
sounds  were  distant,  and  a pericardial  friction  rub 
was  heard  at  the  base.  The  rhythm  was  regular 
and  the  rate  within  normal  limits.  A pulsus  para- 
doxicus  was  elicited.  The  blood  pressure  was  re- 
corded at  140/90  bilaterally.  Abdominal  examina- 
tion revealed  no  abnormality. 

The  peripheral  blood  count  on  admission  was 
0,750  white  cells  with  a normal  differential,  4,000, 
000  red  blood  cells,  and  a hemoglobin  of  12.5  Gm. 
A random  urine  specimen  showed  a specific  gravity 
of  1.020  and  a faint  trace  of  albumin.  No  reducing 
substance  or  significant  findings  on  microscopic 
examination  were  noted.  The  erythrocyte  sedi- 
mentation rate  was  recorded  at  13.5  mm.  in  one  hour 
(Cutler).  The  Wassermann  reaction  was  negative. 
X-ray  examination  of  the  chest,  performed  two 


Fig.  1.  Chest  teleroentgenogram  revealing  gen- 
eralized enlargement  of  the  cardiac  silhouette  sug- 
gesting the  presence  of  pericardial  effusion. 


days  following  admission,  revealed  generalized  en- 
largement of  the  cardiac  silhouette,  suggesting  the 
presence  of  pericardial  effusion  (Fig.  1).  An 
electrocardiogram  taken  on  the  day  of  admission 
showed  ST  segment  elevations  in  the  conventional 
limb  leads,  aVF  and  V2  through  V6.  The  T waves 
were  low  throughout  all  leads.  Interpretation  was 
“consistent  with  pericarditis.”  A Mantoux  test 
proved  to  be  strongly  positive. 

The  clinical  course  on  this  admission  was  char- 
acterized by  constant  and  continued  progression 
toward  normal.  The  slight  temperature  elevation 
to  101  F.  returned  to  99  F.  on  the  third  hospital  day 
and  remained  at  about  that  level  throughout  his 
hospital  stay  of  four  weeks.  He  was  treated  with 
antibiotics  and  sedatives  and  within  one  week  be- 
came symptom-free.  The  cardiac  silhouette,  which 
on  admission  was  markedly  enlarged,  gradually 
reverted  to  normal  on  the  seventeenth  hospital 
day.  The  ST  elevations  in  the  electrocardiogram 
noted  on  admission  were  not  as  prominent.  T 
wave  inversions  now  appeared  in  the  conventional 
leads  and  in  Vs  through  V6.  The  erythrocyte 
sedimentation  rate  was  now  more  rapid  and  pre-  i 
cipitated  23  mm.  in  one  hour. 
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All  of  the  physical  findings  and  laboratory  in- 
vestigations led  to  a diagnosis  of  pericarditis  with 
effusion  of  undetermined  etiology.  Because  of  the 
rapid  defervescence  of  all  symptoms  and  signs, 
particularly  reabsorption  of  the  pericardial  fluid,  a 
paracentesis  was  not  performed  and  the  patient  was 
discharged  asymptomatic  on  July  13,  1949. 

He  continued  to  enjoy  comparatively  good  health 
for  a period  of  nineteen  months,  during  which  time 
he  was  followed  in  the  outpatient  clinic. 

On  February  9,  1951,  he  was  readmitted  with  a 
recurrence  of  chest  pain  of  several  days  duration. 
The  pain  again  was  retrosternal,  moderately  severe, 
constant,  and  well  localized.  He  had  complained 
as  well  of  a moderate  degree  of  breathlessness,  and 
deep  breathing  had  caused  the  pain  to  become 
sharp  and  more  intense.  During  the  course  of  his 
examination  in  the  admitting  clinic,  he  experienced 
a generalized  convulsive  seizure  of  short  duration 
which  was  followed  by  emesis  of  bright  red  blood. 
Physical  examination  following  the  convulsion  re- 
vealed the  patient  to  be  very  apprehensive  and 
sweaty.  A neurologic  examination  was  not  re- 
warding. The  left  eye  showed  the  glaucomatous 
changes  noted  on  previous  examination.  Physical 
examination  of  the  lungs  revealed  dullness  to  flatness 
with  diminished  breath  and  voice  sounds  over  the 
right  base  posteriorly.  Percussion  revealed  the 
left  heart  border  to  be  in  the  anterior  axillary  line 
in  the  sixth  interspace.  Dullness  was  likewise 
elicited  to  the  right  of  the  sternum.  The  heart 
sounds  were  muffled  and  distant.  The  cardiac 
rhythm  was  regular,  and  the  rate  106  per  minute. 
The  blood  pressure  varied  between  74/52  and  88/70. 
No  paradoxic  pulse  was  demonstrated  nor  was  a 
pericardial  friction  rub  heard,  in  contrast  to  the 
findings  on  the  first  admission. 

The  patient  appeared  much  sicker  than  on  the 
last  entry  and  ran  a febrile  course  from  101  F.  and 
103  F.  during  the  first  three  weeks  of  his  hospital 
stay  which  was  of  thirty-eight  days  duration.  The 
| peripheral  blood  counts  were  not  materially  changed 
from  those  of  his  first  admission,  and  the  urine 
i examination  revealed  no  abnormality.  The  erythro- 
cyte sedimentation  rate,  which  was  9 mm.  on  admis- 
I sion,  soon  became  accelerated  to  25  mm.  in  one  hour, 
i and  remained  at  approximately  that  level  for  the 
duration  of  his  hospital  stay. 

X-ray  examination  of  the  chest  now  revealed  the 
cardiac  silhouette  to  be  enlarged  in  all  diameters 
and  was  again  suggestive  of  pericardial  effusion. 
There  were  also  noted  numerous  scattered  areas  of 
increased  density  throughout  both  lung  fields. 
The  left  costophrenic  area  was  blunted.  A second 
i x-ray  examination  of  the  chest  sixteen  days  later 
showed  essentially  no  change.  An  electrocardio- 
gram revealed  changes  similar  to  those  noted  at  the 
termination  of  his  first  episode.  Paracentesis 
yielded  straw-colored  fluid  from  the  left  pleural 
i cavity  and  a grossly,  bloody  fluid  from  the  pericardial 
I cavity.  Cytologic  and  bacteriologic  studies  failed 
to  reveal  the  presence  of  organisms  or  cellular 
elements  other  than  red  blood  cells. 

The  clinical  course  was  characterized  by  a slow 
defervescence  of  his  temperature  and  pulse  rate. 
However,  the  patient  now  appeared  chronically  ill. 
His  chest  pain  responded  well  to  codeine  and 
demerol  and  gradually  disappeared.  His  only  com- 
> plaint  was  fatigue.  The  most  interesting  feature  of 
his  chest  him  now  was  the  presence  of  numerous, 
diffusely  scattered  irregular,  circular  areas  of  in- 
• creased  density  which  were  suggestive  of  neoplastic 
dissemination.  He  was  discharged  on  March  17, 


Fig.  2.  Serial  teleroentgenogram  on  third  ad- 
mission showing  diminution  in  size  of  cardiac  sil- 
houette and  marked  increase  in  size  and  density  of 
pulmonary  infiltration. 


1951,  with  a diagnosis  of  metastatic  carcinoma  of 
the  lung  and  pericardium. 

Approximately  four  weeks  following  discharge  he 
was  again  admitted  to  the  United  Hospital  com- 
plaining of  persistent  cough,  hemoptysis,  and  dysp- 
nea associated  with  sweats  and  fever.  He 
appeared  both  acutely  and  chronically  ill.  The  pre- 
viously noted  dullness  at  the  right  base  was  still 
present,  and  medium,  moist  rales  were  heard  through- 
out both  lung  fields  anteriorly  and  posteriorly.  The 
left  border  of  cardiac  dullness  was  percussed  in  the 
left  midaxillary  line  in  the  sixth  interspace.  The 
heart  sounds  were  distant  and  no  rub  was  heard. 
Blood  pressure  was  100/65.  The  red  blood  cell 
count  was  now  3,010,000  and  the  hemoglobin  10.5 
Gm.  The  white  blood  cell  count  was  7,900  with 
a normal  differential.  The  urine  was  not  remark- 
able. Blood  proteins  were  albumin  4.7  Gm., 
globulin  3.4  Gm.,  acid  phosphatase  0.75  Bodansky 
units,  alkaline  phosphatase  15.4  Bodansky  units.  A 
sickle  cell  preparation  was  reported  as  negative.  A 
report  of  the  previous  guinea  pig  inoculation  of  the 
pericardial  and  pleural  effusions  failed  to  reveal 
evidence  of  tuberculosis.  The  erythrocyte  sedi- 
mentation rate  was  18  mm.  in  one  hour,  and  the 
electrocardiogram  was  unchanged  from  the  previous 
admission. 

Radiologic  examination  of  the  dorsolumbar  spine 
and  pelvis,  femora,  right  humerus,  and  skull  showed 
no  evidence  of  bone  disease.  An  intravenous  pyelo- 
gram  likewise  was  reported  as  within  normal  limits. 
Radiographic  examination  of  the  chest  again  showed 
the  pulmonary  fields  to  have  an  “appearance  simi- 
lar to  that  caused  by  hematogenous  dissemination  of 
neoplastic  disease”  (Fig.  2).  Pleural  fluid  was  pres- 
ent at  both  bases,  and  the  cardiac  silhouette  ap- 
peared enlarged  in  all  diameters,  although  smaller  in 
size  than  noted  on  the  examination  of  February  27, 
1951. 

The  patient’s  course  on  this  admission  was  char- 
acterized by  persistent  fever  and  diaphoresis.  His 
cough  and  hemoptysis  persisted,  and  he  became 
progressively  weaker  and  more  dyspneic.  He  con- 
tinued this  progressive  downhill  course  unaffected 
by  any  form  of  therapy  and  on  May  5 experienced 
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Fig.  3.  Opened  heart,  showing  papillary  tumor  on 
the  endocardial  surface  of  the  right  auricle. 


an  episode  of  restlessness  and  confusion  followed  by 
sudden  death. 

Necropsy  Findings. — The  body  was  that  of  a well- 
developed  and  nourished  thirty-seven-year-old 
Negro  male.  The  left  arm  was  absent,  having  been 
disarticulated.  The  lips  and  fingernails  were  cya- 
notic. 

Gross  Findings. — The  pericardial  sac  was  enlarged 
and  globular.  A few  soft,  tumor-like,  vascular 
nodules  were  found  on  its  outer  anterior  surface. 
It  contained  30  cc.  of  sanguineous  fluid  and  there 
were  numerous  fibrous  and  fibrinous  adhesions  be- 
tween the  visceral  and  parietal  layers.  In  the  region 
of  the  right  auricle  and  appendage,  the  pericardial 
cavity  was  filled  with  friable,  papillary  tumor  which 
adhered  to  the  epicardium.  The  heart  was  not  en- 
larged, weighing  340  Gm.  and  appearing  flabby. 
The  right  auricle  and  ventricle  were  moderately 
dilated.  Within  the  right  auricle  were  patches  of 
friable,  papillary  pink  tumor  growth  adhering  to  the 
endocardium  and  filling  the  auricular  appendage. 
Similar  tissue,  admixed  with  clotted  blood,  was 
attached  to  several  chordae  tendinae  of  the  tricuspid 
valve,  and  there  was  a ridge  of  soft,  vascular  papil- 
lary tissue  along  the  attached  margin  of  the  valve 
(Fig.  3).  The  myocardium  in  this  area  was  necrotic 
from  endocardium  to  epicardium  and  was  extensively 
replaced  by  highly  vascular,  friable  tumor.  Similar 
tissue  was  found  replacing  patches  of  myocardium 
throughout  the  right  auricle  and  its  appendage. 
The  coronary  arteries  and  great  vessels  showed 
slight  atherosis,  and  the  great  veins  were  unremark- 
able. 

The  lungs  were  voluminous  and  weighed  1,800 
Gm.  together.  Their  pleural  surfaces  were  studded 
with  innumerable  round,  red  nodules  ranging  from 
4 to  12  mm.  in  diameter.  A few,  similar  nodules 
were  attached  to  the  parietal  pleura  in  the  right  apical 
region.  On  section  the  lungs  were  seen  to  contain 
uncountable  numbers  of  tumor  nodules  which 
seemed  to  be  comprised  of  small,  blood-filled  chan- 
nels. Elsewhere  the  pulmonary  tissue  was  hemor- 
rhagic. The  bronchi  and  trachea  were  filled  with 
sanguineous  mucus. 

The  diaphragm  was  not  remarkable.  The  spleen 
was  soft  and  diffluent.  It  contained  a 10  mm. 
nodule  of  soft,  vascular  tissue  just  beneath  the  cap- 
sule. The  bone  marrow  was  normal.  The  cranial 


contents  were  not  examined.  The  peribronchial, 
retroperitoneal,  and  mesenteric  lymph  nodes  were 
hyperplastic.  The  remainder  of  the  organs  showed 
no  unusual  alterations. 

Microscopic  Findings. — Sections  through  the 
tumor  tissue  in  the  heart  showed  a highly  vascular, 
papillary  pattern.  The  cells  were  fusiform  and 
tended  to  form  channels  and  spaces  in  which  abun- 
dant blood  was  seen.  There  was  relatively  little 
stroma.  Tumor  was  present  on  the  epicardial  as 
well  as  the  endocardial  surfaceoftherightauricle,and 
there  was  extensive  infiltration  of  the  myocardium. 
Large  areas  of  necrosis  were  seen  throughout  the 
myocardium  of  the  right  auricle  (Fig.  4). 

The  tumor  nodules  of  the  lung  (Fig.  5)  and  spleen 
were  similar  in  appearance.  Some  of  those  in  the 
lungs  appeared  to  be  within  blood  vessels.  The 
regional  nodes  examined  contained  no  tumor.  The 
remainder  of  the  microscopic  examination  was  not 
significant. 

Anatomic  and  Pathologic  Diagnosis. — Angiosar- 
coma of  the  heart,  primary  in  the  right  auricle. 
Metastatic  angiosarcoma  of  the  lungs. 

Comment 

The  antemortem  diagnosis  of  secondary  tumor  of 
the  heart  when  symptoms  present  themselves  is  not 
infrequently  made.  The  otherwise  unexplainable 
occurrence  of  cardiac  dysfunction  in  the  presence 
of  known  adjacent  or  remote  malignant  disease 
suggests  such  a diagnosis.  Primary  tumor  of  the 
heart,  however,  still  constitutes  a major  diagnostic 
challenge.  Under  exceptional  circumstances  certain 
clues  combined  with  a high  index  of  suspicion  will 
lead  to  this  diagnosis.2-6 

The  classification  and  symptomatology  of  tumor 
of  the  heart,  so  well  described  by  Yater,  continues  to 
be  quoted  by  all  students  of  the  disease.7  This 
entity  is  divided  into  two  distinct  groups,  the 
first  of  which  presents  no  suggestive  simp- 
toms  of  heart  tumor.  In  this  category  are  seen 
cases  in  which  no  symptoms  referable  to  the 
heart  exist,  those  in  which  only  symptoms  of  con- 
gestive heart  failure  occur,  and  others  in  which 
symptoms  consistent  with  subacute  bacterial  endo- 
carditis are  present.  Still  others  experience  a 
sudden,  unexplainable  death.  The  second  group 
presents  signs  and  symptoms  which  do  suggest  the 
presence  of  tumor  of  the  heart  and  includes  cases  of 
heart  block,  others  in  which  signs  resulting  from 
intracavitary  invasion  and  ball-valve  mechanism 
occur,  and  those  in  which  symptoms  of  cardiac 
dysfunction  develop  without  apparent  cause  in  a 
patient  with  a known  malignant  process.  Hemo- 
pericardium,  fixation  of  the  heart,  or  localized  en- 
largements of  the  cardiac  silhouette  are  other  diag- 
nostic clues. 

The  above  patient,  we  believe,  falls  into  the  second 
or  diagnostic  category.  While  it  was  our  impression 
that  the  pulmonary  lesions  and  hemopericardium 
reflected  a neoplastic  process,  we  were  at  a loss  to 
identify  the  original  site  of  the  disease  and  con- 
sidered these  manifestations  as  metastatic.  A care- 
ful analysis  of  the  symptoms  and  sequence  of  events, 
however,  should  have  suggested  the  diagnosis  of 
primary  tumor  of  the  heart.  The  occurrence  of 
hemopericardium  in  an  otherwise  healthy,  young 
adult  followed  by  the  dissemination  of  character- 
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Fig.  4.  Section  through  right  auricle  showing 
tumor  arising  from  the  endocardium  (top  right) 
and  a large  mass  of  tumor  within  the  auricular 
chamber.  ( X 600) 

istic  metastatic  lesions  to  the  lung  should  have 
focused  our  attention  on  the  right  heart  as  the  orig- 
inal site  of  the  disease.  These  facts  take  on  added 
significance  in  that  intensive  clinical  and  laboratory 
investigations  failed  to  disclose  any  other  malignant 
involvement  elsewhere  in  the  body. 

Approximately  one  twentieth  of  all  heart  tumors 
are  primary,  and  one  third  of  those  are  sarcoma.8 
These  may  be  of  all  types,  spindle  cell,  angioma,  and 
lymphoma  having  been  reported.  Most  primary 
cardiac  tumors  arise  in  the  right  auricle  or  ventricle 
and  may  cause  vena  caval  obstruction.  When  the 
pericardium  is  involved,  tumor  cells  may  be  re- 
covered and  identified  in  pericardial  aspirates.9  In 
the  case  reported  by  us,  cytologic  examination  of 
the  pericardial  fluid  was  negative  for  tumor  cells. 


Fig.  5.  Section  of  a metastatic  tumor  nodule 
in  the  lung.  Note  the  vascular  pattern  which  the 
tumor  forms.  ( X 600) 


Summary 

A case  of  primary  angiosarcoma  of  the  heart  with 
metastasis  to  the  lungs  has  been  presented  and  the 
diagnostic  implications  discussed. 
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A.M.A.  CONDUCTS  SURVEY  ON  RESEARCH 
Questionnaires  W'ere  sent  out  in  August  by  the 
A.M.A.’s  Committee  on  Research  to  determine  what 
medical  research  projects  currently  are  in  progress 
throughout  the  country.  The  survey  has  a three- 
fold purpose:  To  establish  an  up-to-date  file  of 
medical  research  projects,  to  evaluate  the  premise 
that  certain  fields  of  medical  research  are  suffering 
from  lack  of  financial  support,  and  to  consider  the 


PROJECTS 

actual  contribution  of  individual  scientists  in  terms 
of  free  time  and  personal  expenditure  of  funds.  A 
random  sample  of  15,000  physicians  from  all  parts 
of  the  United  States  and  selected  personnel  from 
medical  schools,  public  health  services,  and  pharma- 
ceutical firms  will  be  asked  to  participate  in  the  sur- 
vey.— American  Medical  Association  News  Notes, 
August,  1952 


ANENCEPHALIC  TWINS  WITH  RUPTURE  OF  THE  UTERUS 

John  S.  Labate,  M.D.,  and  George  J.  Calvelli,  Jr.,  M.D.,  New  York  City 

( From  the  Obstetric  and  Gynecologic  Service,  St.  Francis  Hospital ) 


nPHIS  case  is  not  presented  as  a rarity  in  the  oc- 
currence  of  twin  anencephaly  but,  rather,  be- 
cause of  its  interesting  aspects  as  a problem  in  man- 
agement. Although  the  exact  circumstances  may 
not  be  encountered  frequently,  we  believe  cases  with 
similar  features  are  met  often  enough  that  the  major 
complication  which  this  case  exhibits  must  always 
be  borne  in  mind. 

Case  Report 

Mrs.  A.  B.,  a twenty-two-year-old  Para  II,  gravida 
3,  was  admitted  to  St.  Francis  Hospital  in  the  thir- 
tieth week  of  gestation.  Her  past  history  revealed 
an  appendectomy  six  years  ago.  The  patient’s 
obstetric  history  was  not  too  clear.  Both  preg- 
nancies terminated  in  another  section  of  the  coun- 
try. The  first,  in  1947,  was  terminated  by  cesarean 
section,  possibly  because  of  a premature  separation 
of  the  placenta.  This  resulted  in  a 9-pound,  6-ounce 
stillbirth.  The  second  pregnancy,  in  1948,  was  also 
terminated  by  cesarean  section  in  the  eighth  month 
and  resulted  in  a 5-pound,  6-ounce  infant  who  died 
after  two  days.  Pneumonia  was  given  as  the  cause 
of  death.  The  patient  received  transfusions  with 
both  deliveries. 

In  the  present  pregnancy  the  total  weight  gain  had 
been  23  pounds.  There  were  no  signs  or  symptoms 
of  toxemia  or  history  of  bleeding.  The  patient  was 
closely  followed  by  the  obstetrician  in  charge.  She 
was  hirst  seen  in  her  twelfth  week  of  gestation.  The 
mode  of  delivery  was  to  be  cesarean  section  at  term 
because  of  the  two  previous  sections.  About  four 
weeks  prior  to  her  admission,  that  is,  in  her  twenty- 
sixth  week,  the  size  of  the  uterus  was  noted  to  be 
larger  than  the  time  would  indicate.  Twins  were 
suspected.  Three  weeks  later,  a polyhydramnios 
was  observed.  The  uterus  was  so  tense  that  the 
fetal  parts  were  unable  to  be  identified.  The 
patient  was  complaining  of  some  distress  at  this  time. 
The  sudden  and  rapid  distention  of  the  uterus 
caused  some  further  alarm  in  view  of  the  existing 
uterine  scar.  In  order  to  rule  out  the  possibility  of 
a fetal  anomaly  associated  with  the  polyhydram- 
nios, the  patient  was  referred  for  a fl;it  (date  of  the 
abdomen.  Taken  one  week  before  admission,  it 
showed  the  presence  of  a twin  pregnancy,  both  feti 
being  anencephalic.  The  management  of  the  case 
was  then  discussed  at  the  weekly  obstetric  confer- 
ence. The  consensus  of  opinion  was  that  the  preg- 
nancy be  terminated  early  by  cesarean  section  since 
the  twins  were  nonviable  at  any  time  in  the  gesta- 
tional period.  Furthermore,  the  possibility  of 
weakening  of  the  uterine  scar  with  resultant  rupture 
due  to  the  marked  and  rapidly  progressing  over- 
distention of  the  uterus  must  be  considered  a 
hazard  to  maternal  life.  This  possibility  would  best 
be  eliminated  by  early  section.  She  was,  therefore, 
referred  for  admission  and  an  elective  cesarean  sec- 
tion scheduled  for  the  following  day. 

On  admission  physical  examination  revealed  a 
well-developed,  well-nourished,  white  multipara  in 
her  thirtieth  week  of  gestation  and  not  in  labor. 
There  was  no  vaginal  bleeding.  The  membranes 
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were  intact.  General  physical  examination  was 
essentially  normal.  The  blood  pressure  was  not 
elevated;  there  was  no  edema;  the  reflexes  were 
normal.  Examination  of  the  abdomen  revealed  the 
fundus  uteri  to  be  three  fingerbreadths  below  the 
xiphoid  process.  The  uterus,  distended  by  a poly- 
hydramnios, was  somewhat  tense  but  nontender. 
The  fetal  parts  were  difficult  to  identify.  No  fetal 
heart  was  obtained.  (Fetal  activity  had  been  ques- 
tionable for  the  past  few  days.)  Laboratory  data 
included  the  following:  urinalysis  negative;  white 
blood  cells  9,650  with  normal  distribution;  red 
blood  cells  3,400,000  with  hemoglobin  9.4  Gm.; 
serologic  test  for  syphilis  taken  during  the  ante- 
partum period  negative. 

On  the  morning  following  admission,  the  patient 
was  taken  to  the  operating  room.  Under  gas-oxy- 
gen-ether anesthesia  the  abdomen  was  opened. 
Inspection  of  the  uterus  revealed  a window  in  the 
anterior  lower  uterine  segment  through  which  a 
knuckle  of  membranes  was  presenting.  This  window 
was  a defect  in  the  uterus  about  3 cm.  in  diameter, 
covered  only  by  the  vesicouterine  reflection  of  peri- 
toneum. The  uterine  incision  was  extended  up- 
wards from  this  rent  and  a low,  classic  cesarean  sec- 
tion performed.  A large  amount  of  amniotic  fluid 
escaped  upon  rupturing  the  membranes.  No  free 
blood  was  found  either  in  the  abdominal  or  uterine 
cavities.  Two  anencephalic,  male,  slightly  macer- 
ated, stillborn  feti  were  then  extracted,  and  a single 
placenta  was  removed  manually  from  its  attach- 
ment in  the  fundus  uteri.  Upon  completion  of  the 
uterine  closure  the  uterine  incision  was  well  approxi- 
mated with  fairly  thick  layers  of  uterine  muscle  on 
either  side.  The  section  was  completed  without 
incident,  and  the  patient’s  immediate  postoperative 
condition  was  good. 

She  had  a nonmorbid,  uncomplicated  postoper- 
ative course.  On  the  eighth  postoperative  day,  the 
patient  was  discharged  in  good  condition. 

Comment 

We  have  observed  four  occult  ruptures  of  this 
type  following  low-flap  cesarean  section  in  the  past 
three  years.  The  policy  of  the  service  is  to  perform 
repeat  sections  whatever  the  indication  for  the  pre- 
vious one. 

To  deliver  a small,  anomalous,  nonviable  fetus 
by  cesarean  section  is  not  the  rule,  even  with  the 
history  of  a previous  section.  Although  delivery 
from  below  might  seem  preferable  in  a case  similar 
to  the  above,  the  danger  of  rupture  should  be  prop- 
erly evaluated. 

The  presence  of  a rapidly  developing  overdisten- 
tion of  the  uterus  by  the  polyhydramnios  associated 
with  an  existing  uterine  scar  is  the  combination  of 
events  that  led  to  the  decision  for  an  early  section. 
Perhaps  the  polyhydramnios  was  not  a causative 
factor  of  the  occult  rupture.  Nevertheless,  there 
is  no  doubt  that  early  section  prevented  more  serious 
difficulty  in  this  case. 

Addendum — On  September  15,  1952,  the  patient 
was  delivered  of  a normal,  living  6'A  pound  infant 
by  cesarean  section.  The  uterus  was  intact  although 
the  lower  segment  was  quite  thin. 
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SPONTANEOUS  EPISTAXIS  PRODUCING  ATELECTASIS  REQUIRING 
BRONCHOSCOPY 


David  Bernstein,  M.D.,  Brooklyn,  New  York 


'T'HE  various  causes  of  epistaxis  are  well  known, 
as  are  the  etiologic  factors  in  pulmonary  atelec- 
tasis. That  blood  and  other  secretions  can  accu- 
mulate in  a bronchus  in  sufficient  quantity  to  pro- 
duce obstruction  to  the  ingress  and  egress  of  air 
should  not  be  regarded  as  unusual.  Yet  when  I 
was  recently  confronted  with  such  a case,  it  was 
not  until  after  the  patient  had  made  a full  recovery 
that  I began  to  think  back  in  my  own  experience 
and  to  search  the  literature  for  such  instances. 
Much  to  my  surprise  I could  neither  recall  nor  find 
a report  of  atelectasis  occurring  in  a conscious,  am- 
bulatory patient  with  spontaneous  nasal  hemor- 
rhage. It  is  for  this  reason  that  the  following  case 
is  presented. 

Case  Report 

D.  H.,  a thirty-eight-year-old  woman,  consulted 
me  on  January  28,  1952,  for  nosebleed  of  six  days 
duration.  It  had  been  treated  expectantly  but 
kept  recurring,  and  rhinologic  consultation  was 
advised.  There  were  bleeding  points  at  the  an- 
terior third  of  the  nasal  septum  on  both  sides  which 
readily  responded  to  cautery.  Gauze  packing  was 
inserted.  It  was  noted  after  bleeding  was  con- 
trolled that  the  patient  was  coughing  and  occa- 
sionally producing  mucoid,  blood-flecked  sputum. 
On  questioning  she  stated  that  she  had  been  taking 
a great  deal  of  various  well-known  proprietary 
cough  remedies  without  avail,  although  she  did  not 
consider  the  cough  particularly  distressing.  No 
chest  pain  was  described. 

X-ray  that  day  revealed  slight  blunting  of  the 
costophrenic  sulcus  on  the  left,  and  in  retrospect 
I thought  I could  detect  mild  emphysema  at  the 
left  base.  No  rales  were  heard,  and  breath  sounds 
were  equally  audible  throughout  both  lung  fields. 
The  patient  was  reassured  but  advised  that  bron- 
choscopy might  be  required.  She  was  in  excellent 
condition  and  did  not  feel  that  she  would  care  to 
submit  to  the  procedure  at  that  time,  nor  did  I con- 
sider it  particularly  urgent.  She  returned  on  Janu- 
ary 30  and  31,  and  it  was  noted  that  the  cauterized 
areas  were  healing  well  and  that  the  cough  was  sub- 
siding. However,  it  was  apparent  that  she  was 
not  her  usual  alert,  responsive  self,  and  I questioned 
her  closely  as  to  the  continued  use  of  sedative  cough 
preparations  to  which  she  finally  admitted.  She 
was  instructed  to  discontinue  their  use  and  to  report 
the  occurrence  of  any  shortness  of  breath  or  chest 
pain  immediately. 

On  February  2,  1952,  the  patient  returned,  com- 
plaining of  the  sudden  onset  somewhat  earlier  of 
severe,  left-sided  chest  pain.  She  was  acutely  ill, 
severely  dyspneic  and  cyanotic,  and  in  pain.  Slight 
oozing  from  the  left  side  of  the  nasal  septum  was 
stopped  by  light  cautery.  Breath  sounds  were 
inaudible  at  the  left  base,  and  on  fluoroscopy  the 
corresponding  area  was  opaque.  Chest  x-ray  re- 
vealed complete  atelectasis  of  the  left,  lower  lobe. 
Oral  temperature  was  98.6  F. 

The  patient  was  admitted  to  the  hospital  and 
bronchoscoped  that  evening.  Preoperative  medi- 
cation consisted  of  Nembutal,  iy2  grains,  and 
Demerol  50  mg.  with  scopolamine  V200  grain.  Pro- 
caine penicillin,  S-R  400,000  units,  was  given  intra- 
muscularly. Following  is  the  operative  report: 


“Larynx  was  anesthetized  by  topical  application 
of  10  per  cent  cocaine  hydrochloride  solution.  A 
number  8 by  40  bronchoscope  passed  directly,  and 
larynx,  carina,  right  main  bronchus,  and  its  sub- 
divisions were  clear.  At  the  level  of  the  left,  upper 
lobe  orifice  and  extending  downward  into  the  left, 
lower  lobe  bronchus  and  its  lobular  subdivisions  and 
completely  obscuring  them  there  was  an  unusually 
large  amount  of  clotted  blood,  both  recent  and 
old.  Firm  fibrin  plugs  were  removed  by  means  of 
grasping  forceps,  and  distal  to  these  a large  num- 
ber of  gelatinous  clots  whre  aspirated.  Removal 
of  plugs  and  aspiration  was  continued  until  the  left, 
upper  lobe  orifice  and  the  customary  lobular  sub- 
divisions of  the  left  lower  lobe  could  be  identified. 
Continuous  aspiration  was  maintained  as  the  bron- 
choscope was  removed.  When  the  instrument  was 
removed,  it  was  noted  that  dyspnea  and  cyanosis 
had  completely  cleared.  The  area  of  the  left,  lower 
lobe  which  had  been  absolutely  flat  and  over  which 
no  breath  sounds  could  be  heard  was  now  cleared  to 
percussion,  and  breath  sounds  were  plainly  audible 
Patient  left  the  operating  room  in  good  condition.” 

Recovery  was  uneventful,  and  patient  was  dis- 
charged on  February  4,  1952.  X-ray  of  the  chest 
following  bronchoscopy  revealed  complete  re-ex- 
pansion  of  the  left  base  and  normal  lung  fields 
throughout.  She  has  continued  entirely  well  to 
date,  going  about  her  usual  duties.  The  nosebleeds 
have  not  recurred,  and  there  have  been  no  abnormal 
pulmonary  signs  or  symptoms.  Complete  blood 
count,  serology,  and  urine  gave  normal  results. 
Blood  pressure  was  128/80. 

Comment 

In  1941  the  Van  Duyns  reported  a case  of  “Pul- 
monary Atelectasis  Due  To  Aspiration  Of  Blood 
Following  Face  Trauma,”  and  in  1942  in  the  Ger- 
man literature  there  appeared  a report  by  Rotter 
entitled  “Danger  of  Aspiration  of  Blood  Following 
Cranial  Injuries,  with  Special  Consideration  of 
Capillary  Oozing  Hemorrhages  from  Mucosa  of 
Nose  and  Its  Sinuses.”1’2  In  both  instances  the 
condition  was  associated  with  head  injuries  and 
periods  of  coma.  Our  case  is  somewhat  compar- 
able in  that  sedative  cough  preparations  were  used, 
perhaps  excessively,  but  there  was  no  injury  or 
period  of  unconsciousness.  The  cough  medicines 
were  very  likely  an  important  contributing  factor 
and  another  instance  of  the  danger  inherent  in  ex- 
cessive self-medication  of  this  type.  It  is  not  un- 
likely that  such  cases  may  masquerade  as  acute 
bronchial  or  lobar  pneumonia.  Where  the  occur- 
rence of  pulmonary  atelectasis  is  recognized  and 
bronchoscopic  aspiration  is  promptly  resorted  to, 
recovery  is  rapid,  and  the  possibility  of  crippling 
residual  pulmonary  manifestation  is  minimized. 
A prolonged  period  of  atelectasis  is  not  only  im- 
mediately dangerous  but  may  lead  to  subsequent 
suppuration  necessitating  repeated  bronchoscopy 
or  even  pulmonary  surgery. 
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Samuel  Ernest  Di  Figlia,  M.D.,  of  Corona,  Long 
Island,  died  on  July  30  at  the  age  of  forty-six.  Dr. 
Di  Figlia  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1931. 
He  was  associate  attending  physician  at  Flushing 
Hospital,  associate  attending  cardiologist  at  Flush- 
ing Hospital  Outpatient  Department,  and  assistant 
attending  physician  at  Queens  General  Hospital. 
A Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Di  Figlia  was  a member  of  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Edson  Burr  Heck,  M.D.,  of  New  York  City,  died 
on  September  25  at  his  home  at  the  age  of  sixty-one. 
Dr.  Heck  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1919 
and  interned  at  Presbyterian  Hospital.  In  1924 
Dr.  Heck  organized  the  student  health  service  for 
the  College  of  Physicians  and  Surgeons  and  di- 
rected it  until  1934.  He  was  a medical  examiner  for 
the  Selective  Service  Board  during  World  War  II, 
and  in  1950  he  was  named  a senior  surgeon  in  the 
United  States  Public  Health  Service.  Dr.  Heck 
was  associate  attending  physician  at  Bellevue 
Hospital,  New  York  City,  and  consulting  physician 
at  the  Margaret  Hague  Maternity  Hospital,  Jersey 
City.  A Diplomate  of  the  American  Board  of 
Internal  Medicine,  he  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association.  • 

Frank  Phenecie  Light,  M.D.,  of  Brooklyn,  died  on 
September  18  at  the  age  of  forty-seven.  Dr.  Light 
received  his  medical  degree  from  the  University  of 
Minnesota  Medical  School  in  1928.  He  was  con- 
sulting obstetrician  and  gynecologist  at  the  Kings 
County  Hospital  and  director  of  obstetrics  and 
gynecology  at  the  Long  Island  College  Hospital  and 
the  Long  Island  College  Hospital  Outpatient  De- 
partment. A Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a Fellow  of  the 
American  College  of  Surgeons,  Dr.  Light  was  a 


member  of  the  Brooklyn  Gynecological  Society, 
the  New  York  Academy  of  Medicine,  the  New  York 
Obstetrical  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Salvator  Charles  Lojacono,  M.D.,  of  Buffalo, 

died  on  September  7 at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Lojacono  was  graduated  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1917  and 
during  World  War  I served  in  France  with  the  U.  S. 
Army  Medical  Corps.  He  was  formerly  surgeon  for 
the  Buffalo  Fire  Department  and  had  recently  been 
appointed  chief  physician  at  the  E.  I.  du  Pont  de 
Nemours  and  Company  in  Niagara  Falls.  A 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Lojacono  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Helen  Druhan  O’Brien,  M.D.,  of  Mount  Vernon, 
died  on  October  4 in  the  Mount  Vernon  Hospital  at 
the  age  of  fifty-three.  Dr.  O’Brien  received  her 
medical  degree  from  the  New  York  University  and 
Bellevue  Hospital  Medical  School  in  1923  and  had 
practiced  in  Mount  Vernon  since  1924.  A Deputy 
Commissioner  of  Health  of  Mount  Vernon,  she  was 
assistant  attending  pediatrician  at  Mount  Vernon 
Hospital.  Dr.  O’Brien  was  a member  of  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Weinberg,  M.D.,  of  Brooklyn,  died  on 
June  2 at  the  age  of  fifty-four.  Dr.  Weinberg 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School 
in  1920.  He  was  associate  attending  surgeon  in  eye, 
nose,  and  throat  diseases  at  Lutheran  Hospital  and 
adjunct  surgeon  in  eye,  nose,  and  throat  at  Unity 
Hospital.  Dr.  Weinberg  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 


THE  RELATIONSHIP  BETWEEN  RECTAL  POLYPS  AND  RECTAL  CARCINOMA 


The  author  marshals  an  impressive  mass  of  sta- 
tistical evidence  to  support  his  thesis  that  “polyp 
detection  is  cancer  prevention”  and  to  implement 
his  plea  for  performance  of  routine  proctoscopy  if 
every  physician’s  office  is  to  become,  in  fact,  a can- 
cer detection  clinic.  He  writes  that  it  is  entirely 
possible  that  8 to  10  per  cent  of  individuals  over 
forty  years  of  age  have  adenomatous  polyps  in  the 
lower  bowel  and  that  probably  only  a quarter  of 
them  have  symptoms  indicating  proctosigmoidos- 
copy or  x-ray. 


In  most  of  them,  therefore,  the  adenomatous 
type  polyps  will  be  found  only  • because  these  ( 
procedures  are  carried  out  routinely.  About  15 
per  cent  of  all  polyps  are  malignant  when  first  dis-  * 
covered,  and  about  the  same  percentage  of  all  co- 
lonic and  rectal  malignancy  presents  evidence  of  h 
originating  in  an  adenomatous  polyp.  He  adds 
that  there  is  presumptive  evidence  that  another  15  ' 
per  cent  of  such  malignancies  can  be  traced  to  the  ’ ! 
same  origin. — Garnet  W.  Ault,  M.D.,  Journal  of  the  < 
Kentucky  Slate  M edical  Association,  March,  1952 
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The  headache,  vertigo,  dyspnea  and 
malaise  associated  with  severe  hyper- 
tension can  be  promptly  controlled  or 
greatly  mitigated  by  Solution  Intra- 
muscular Veriloid.  This  intramuscularly 
administered  hypotensive  agent  leads  to 
a prompt,  sustained,  and  significant  fall 
in  blood  pressure,  providing  welcome 
relief  from  distressing  discomfort. 

A single  injection  of  Solution  Intra- 
muscular Veriloid  lowers  the  blood  pres- 
sure for  3 to  6 homrs.  In  many  instances, 
symptomatic  relief  persists  for  consider- 
ably longer  periods.  Through  repeated 
injections,  the  arterial  tension  may  be 
depressed  for  many  hours  or  even  days. 
Thereafter,  suitable  oral  medication 
may  be  employed.  This  hypotensive 
agent  is  indicated  in  hypertensive  states 


accompanying  cerebral  vascular  disease, 
malignant  hypertension,  hypertensive 
crises  (encephalopathy),  toxemia  of 
pregnancy,  eclampsia  and  pre-eclampsia. 

Solution  Intramuscular  Veriloid,  con- 
taining 1 mg.  per  cc.  of  alkavervir  in 
buffered  isotonic  saline  solution,  drops 
the  blood  pressure  by  central  action.  It 
has  no  influence  on  ganglionic  activity 
and  has  no  direct  relaxing  action  on  the 
blood  vessels.  Alkavervir,  a unique  frac- 
tion of  the  hypotensive  alkaloids  derived 
from  Veratrum  viride,  is  biologically 
standardized  in  dogs  for  hypotensive 
potency. 

Solution  Intramuscular  Veriloid  is 
supplied  in  boxes  of  six  2 cc.  ampuls. 
Complete  instructions  for  use  accom- 
pany each  package. 


INTRAMUSCULAR  VERILOID® 

BRAND  OF  ALKAVERVIR 


RIKER  LABORATORIES,  INC. 


8480  Beverly  Blvd.,  Los  Angeles  48,  Calif. 
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WEIGHT  GAIN  DURING  ISONICOTINYL  HYDRAZIDE  THERAPY 


To  the  Editor: 

Marked  general  health  improvement  of  tuber- 
culous patients  given  INH  (Isonicotinyl  Hydrazide) 
derivatives  was  recently  announced.  “Phenom- 
enal” and  “spectacular”  weight  gains  by  these 
patients  was  particularly  stressed  by  those  television 
and  radio  reporters  modulating  the  original  an- 
nouncement, presumably  to  emphasize  to  the  lay 
listener  the  degree  of  improvement  attained.  There 
is  an  intrenched  association  between  weight  gain 
facility  and  health  in  the  lay  mind,  as  harassed 
pediatricians  can  testify.  All  physicians  are  aware 
that  other  criteria  for  health  restoration,  besides 
weight  gain,  are  likewise  important.  When  these 
other  criteria  for  INH-treated  patients  were  finally 
submitted  to  perusal  by  physicians,  they  turned 
out  to  be  those  that  one  has  learned  over  the 
past  six  years  reasonably  to  expect  from  strepto- 
mycin therapy  also.  Consequently  this  com- 
munication will  be  restricted  to  the  health  param- 
eter of  “weight  gain.” 

Because  I had  previously  noticed  a significant 
health  betterment  in  cancer  patients  receiving  APF 
(“animal  protein  factor”)  doses  of  mycin  anti- 
biotics (as  Fisher  et  al.1  mentioned  to  have  occurred 
in  some  with  inoperable  metastatic  malignancies 
receiving  INH)  and  presuming  INH  to  be  an  anti- 
bacterial with  APF  activity,  a number  of  my  pa- 
tients with  lymphoma,  cancer  with  severe  secondary 
anemia,  and  collagen-vascular  disease — those  in 
whom  I would  ordinarily  employ  the  mycin  anti- 
biotics— have,  instead,  been  receiving  substitute 
equivalent  doses  of  INH.  It  may  be  recalled  that 
APF  doses  of  any  mycin  (comparable  to  those  used 
as  feed  supplements  to  speed  weight  gain  in  certain 
domesticated  animals)  may  elicit  pronounced 
adrenocorticomimetic  effects,  among  which  salt 
and  water  retention  may  reach  prominent  or  even 
dangerous  proportions.  In  switching  to  INH  the 
usual  synchronous  precautions  of  salt  depletion 
and  potassium  repletion,  a routine  with  mycin 
administration,  were  ignored. 1,4 

It  is  now  quite  apparent  that  adrenocorticomi- 
metic effects,  elicited  from  patients  with  adaptation 
disease  by  the  mycins,  may  likewise  be  forthcoming 
from  INH.  The  nature  of  this  effect  precludes 
unequivocal  acceptance  of  weight  gain  figures  unless 
they  are  corrected  for  water  retention,  as  it  also 
enjoins  caution  in  interpretation  of  subjective  factors 
entering  the  health  equation  of  a cachexic  patient 
who  believes  himself  to  be  gaining  weight.  For 
example,  an  extremely  debilitated  outpatient  with 
Pel-Ebstein-Hodgkin’s  disease  was  sent  home  with 


a two  weeks  supply  of  INH  and  asked  to  return 
when  this  was  exhausted.  He  called  gleefully 
at  the  end  of  the  expired  time  to  say  that  his  con- 
dition was  now  superb,  that  he  could  not  make  it 
down  to  the  clinic  because  he  got  all  out  of  breath 
carrying  around  his  newly  acquired  weight;  he 
had  gained  16  pounds.  Of  course  he  immediately 
became  an  inpatient  where  four  days  of  intense 
mercurial  diuresis  and  digitalization  sufficed  to 
rid  him  of  14  of  these  ill-gotten  pounds.  But  he 
liked  no  part  of  it.  Even  though  now  afebrile 
and  with  gland  regression  of  about  the  same  degree 
as  might  have  been  anticipated  from  the  mycins, 
the  loss  of  14  of  the  come-easy,  go-easy  poundage 
was  a psychologic  insult.  Perhaps  the  Merchant 
of  Venice  could  have  mollified  him;  I was  not  able 
to. 

No  general  physician  is  unaware  of  the  meander- 
ing nature  of  that  line  of  demarcation,  on  one  side 
of  which  reported  weight  gain  probably  signifies 
accruing  flesh  of  convalescence,  while  on  the  other 
side  it  might  portend  advancing  cardiac,  renal 
and/or  hepatic  failure.  Some  of  the  over-all  weight- 
gain  rates  mentioned  by  phthisiologists  reporting 
on  INH  therapy  will  therefore  remain  equivocal 
until  further  data  is  available.  However,  it  is  to 
be  stated  emphatically  that  there  is  little  new  in 
the  idea  that  antibiotics  may  have  potential  or 
actual  edema togenic  propensities.  Frank  edema 
was  seen  frequently  in  1946  when  the  clinical  va- 
lency of  streptomycin  was  under  early  study.  In 
1949,  Patrono  and  Valletta  showed  this  antibiotic 
to  cause  release  of  minerocorticoids  from  the  adrenal, 
and  a recent  report  shows  penicillin  injection  like- 
wise to  activate  the  adrenocorticotropic  mecha- 
nism.3,4 Viomycin  was  abandoned  by  phthisiolo- 
gists on  the  basis  of  presumed  toxicity — sodium 
retention  and  potassium  depletion;  apparently 
they  do  not  know  that  terramycin  or  aureomycin 
would  have  the  same  effect,  just  as  they  still  re- 
main unaware  of  the  fact  that  the  best  in  vitro 
inhibitors  of  the  tubercle  bacillus  may  be  the  poorest 
antibiotic  with  which  to  treat  tuberculosis  and  vice 
versa.5 

The  emergence  of  INH  as  an  antibacterial  with 
possible  applicability  to  the  adaptation  diseases, 
including  the  malignant  neoplasia,  may  furnish 
additional  evidence  for  a point  of  view  gaining  head- 
way— that  antibacterials  may  have  a pronounced 
metabolic  action,  not  only  on  the  pathogenic  agent 
where  this  action  is  a matter  of  definition,  but 
[Continued  on  page  2668] 
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MAN  is  the  longest-lived  species 


of  the  animal  Kingdom 

Legend  to  the  contrary,  even  the  longest-lived  animals 
(principally  elephants,  tortoises  and  parrots) 
seldom  attain  ages  beyond  50  years.  The  famous  tortoise 
of  the  island  of  Mauritius  is  one  of  the  rare  exceptions, 
and  is  said  to  have  lived  152  years.* 


*Data  courtesy  of  Roger  Conant, 
Curator  of  Reptiles, 
Philadelphia  Zoological  Garden. 


FOR  THE  AGING  PATIENT 


increase  enjoyment,  help  avoid  degenerative  ailments 


POTENCY  TO  SPARE  . . . The  Longevi-caps  formula  provides  abun- 
dant quantities  of  all  those  vitamins,  minerals,  lipotropic  factors  and  a 
capillary  fragility  antagonist  now  believed  necessary  to  help  maintain 
good  health  in  patients  past  middle  life.  And  there  is  potency  to  spare 
in  Longevi-caps. 


Usual  dose:  One  capsule  daily  for  maintenance,  increased  to  3 or  4 
capsules  daily  as  circumstances  indicate. 


Formula:  Each  two-tone  (brown-orange) 
capsule  contains: 

Vitamin  A 5000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  B12  crystalline  ....  3 meg. 

Thiamine  mononitrate  ....  5 mg. 

Riboflavin 5 mg. 

Niacinamide 15  mg. 

Folic  acid 1 mg. 

Pyridoxine  hydrochloride  . . . 0.5  mg. 

Calcium  pantothenate 5 mg. 

Ascorbic  acid  100  mg. 


Vitamin  E 10  Units 

Choline  bitartrate  100  mg. 

Methionine 50  mg. 

Inositol 50  mg. 

Rutin 25  mg. 

Iron  (as  FeSo,) 20  mg. 

Copper  (as  cupric  gluconate)  . 1 mg. 

Cobalt  (as  CoC03) 1 mg. 

Manganese  (as  MnSO,)  ....  1 mg. 

Molybdenum  (as  Mo03)  ....  0.2  mg. 

Iodine  (as  KI) 0.5  mg. 

Fluorine  (as  CaF2) 0.2  mg. 


Bottles  of  60,  240  and  1000  capsules,  available  in  all  ethical  pharmacies. 


RAYMER 


pharmacal  company,  Jasper  & Willard  Sts.,  Philadelphia  34,  Pa. 
Serving  the  Medical  Profession  For  Nearly  A Third  of  A Century 
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[Continued  from  page  2666] 

on  the  host  as  well.  Part  of  this  action  may  be 
mediated  through  the  adrenocortical  mechanism. 
Further  study  is  clearly  indicated. 

Robert  D.  Barnard,  M.D. 

July  17,  1952 
138-48  231st  Street 
Laurelton,  Long  Island 
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FOLLOW-UP  ON  CASE  OF  MYASTHENIA  GRAVIS 


To  the  Editor: 

I would  like  to  inform  you  as  to  what  happened  to 
the  case  of  myasthenia  gravis  published  in  the  New 
York  State  Journal  of  Medicine  of  June  15, 
1952  [52:  1565  (June  15)  1952].  Although  the  re- 
mission in  this  case  seemed  to  be  related  to  the  use  of 
ACTH,  recent  events  established  this  fact  beyond  a 
doubt. 

The  patient  did  exceptionally  well  without  Pro- 
stigmin  or  any  other  medication  until  June  16,  1952, 
when  his  right  eyelid  closed  and  could  not  be  opened. 
Treatment  with  Acthar  Gel  (1,000  units  admin- 
istered, 50  units  twice  a day),  potassium  chloride,  and 
Prostigmin  was  instituted  July  30,  1952. 


Just  as  previously  reported,  the  day  after  the 
patient  had  received  a total  of  600  units  of  ACTH, 
the  right  eyelid  opened  widely.  The  levator  of  the 
upper  lid  functioned  normally.  There  was  no  di- 
plopia. 

Since  the  spectacular  result  in  this  case  has  been 
duplicated,  I think  this  fact  should  be  published  in 
the  Journal. 

Edgar  L.  Dittler,  M.D. 

August  22,  1952 
124  East  71st  Street 
New  York  City 


HERPES  SIMPLEX  VIRUS  A CAUSE  OF  SYSTEMIC  DISEASE  IN  INFANTS 


Postmortem  studies  at  the  Children’s  Hospital 
in  Michigan  reveal  that  the  herpes  simplex  virus 
“can  cause  a fatal  disease  in  the  newborn  in  the  ab- 
sence of  significant  cutaneous  lesions  and  can  invade 
the  blood  stream  during  herpetic  gingivostomatitis 
in  older  infants,  giving  rise  to  specific  herpetic  hepa- 
titis.” 

Five  newborn  and  three  older  infants  were  in- 
cluded in  the  study. 

In  the  newborn  group,  all  cases  were  remarkably 
similar  with  onset  of  systemic  reaction  on  the  fifth 
to  seventh  days  of  life,  fever  or  hypothermia,  in- 
creasing icterus,  enlargement  of  the  liver  and  some- 
times spleen,  respiratory  distress,  dyspnea,  cyanosis, 
rapid  development  of  circulatory  coilapse,  and  death. 
In  several  instances,  the  skin  lesions  were  absent  or 
were  so  inconspicuous  that  a clinical  diagnosis  of 
herpes  did  not  suggest  itself.  In  one  case,  patho- 


logic evidence  and  clinical  data  were  confirmed  by 
isolation  of  the  virus  from  the  liver. 

In  the  older  group,  a specific  hepatitis  could  be 
demonstrated  in  all  cases,  and  in  one  case,  the  fatal 
outcome  could  be  definitely  attributed  to  herpetic 
hepatitis  following  typical  herpetic  stomatitis. 
Since  herpetic  stomatitis  usually  has  a benign  out- 
come in  infants,  the  authors  raise  the  question  of 
whether  hepatic  lesions  following  typical  herpetic 
stomatitis  are  not  perhaps  a fairly  common  occur- 
rence even  though  obvious  clinical  manifestations  of 
liver  involvement  are  usually  lacking.  It  seems 
probable  that  “at  least  viremia  is  a frequent,  if  not 
regular  phenomenon  in  primary  herpetic  gingivosto- 
matitis of  infants,  in  view  of  the  occurrence  of  sys- 
temic reactions.” — W.  W.  Zuelzer,  M.D.,  and  C.  S. 
Stulberg,  M.D.,  American  .Journal  of  Diseases  of 
Children,  April,  1952 
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for  COUGHS 

of  every  etiology 


Hycodan  is  available  in  three  forms: 

Oral  tablets  (5  mg.  per  tablet). 
Syrup  (5  mg.  per  teaspoonful), 

Powder  (for  compounding). 
Narcotic  blank  required. 

Average  adult  dose,  5 mg. 

Literature  on  request. 

Endo  Products  Inc.,  Richmond  Hill  18,  N.Y. 


MEDICAL  NEWS 


Name  Dr.  Graney  Outstanding  General  Practitioner 


DOCTOR  Charles  D.  Graney,  fifty  years  a doctor 
and  over  twenty-five  years  a school  physician  in 
the  village  of  LeRoy,  near  Buffalo,  has  been  named 
as  the  Outstanding  General  Practitioner  for  1952  by 
the  Medical  Society  of  the  State  of  New  York,  it  has 
been  announced  by  Dr.  Edward  T.  Wentworth, 
president. 

Dr.  Graney’s  name  will  be  submitted  to  the 
American  Medical  Association  as  a candidate  for 
national  honors  when  that  organization  meets  in 
Denver  in  December. 

Now  in  his  eighty-first  year,  Dr.  Graney  was  born 
in  Caledonia  in  western  New  York  on  October  29, 
1871.  He  is  one  of  seven  children,  his  parents  having 
come  from  Ireland  to  this  country  in  1856.  The 
LeRoy  physician  worked  on  a farm  and  attended 
school  in  Caledonia  until  he  was  twenty.  Although 
he  never  went  to  high  school,  the  young  man  took 
examinations  by  the  Board  of  Regents  and  by  pass- 
ing them  satisfactorily  became  a licensed  teacher. 
Previous  to  securing  a teaching  post,  he  worked  in  a 
general  store  and  in  a horse-drawn  store-on-wheels. 

Dr.  Graney  was  twenty-six  years  old  when  he  en- 
tered the  University  of  Buffalo  School  of  Medicine 
for  a four-year  course.  Following  graduation  in 
1901,  he  has  practiced  in  LeRoy. 


Dr.  Graney’s  record  of  community  activities  tes- 
tifies to  the  aptness  of  the  State  Medical  Society’s 
citation  of  him  as  “humanitarian,  citizen,  and  phy- 
sician.” He  is  a trustee  of  St.  Peter’s  Church.  From 
1908  to  1938,  he  was  a member  of  the  Board  of  Edu- 
cation, serving  the  last  eight  years  as  president.  In 
1922,  Dr.  Graney  became  health  officer,  continuing 
in  that  capacity  following  the  consolidation  of  town 
and  village  districts  some  years  ago.  He  has  served 
as  school  physician  since  1927.  Dr.  Graney  is  also 
physician  for  two  LeRoy  industries — the  Lapp  In- 
sulator Company  and  the  Jell-0  Division  of  the 
General  Foods  Corporation. 

Dr.  and  Mrs.  Graney  were  the  parents  of  nine 
children,  six  of  whom  are  living.  His  son,  Dr. 
Charles  M.  Graney,  of  Batavia,  is  a practicing  phy- 
sician and  chairman  of  the  Genessee  County  Medical 
Society’s  emergency  medical  service. 

During  a testimonial  dinner  given  by  the  Genessee 
County  Medical  Society  honoring  Dr.  Graney’s 
fifty  years  of  practice,  his  colleagues  cited  him  for  a 
“wonderful  sense  of  humor  . . . exceptional  human 
and  medical  insight  . . . the  highest  personal  integ- 
rity . . . possessed  of  professional  ability  coupled 
with  a special  attribute  of  the  practical  approach  to 
medicine.” 


MEDICALLY  SPEAKING 


Contributors  Listed — Contributors  from  New 
York  State  during  the  month  of  August  to  the 
American  Medical  Education  Foundation  include 
the  following:  Dr.  Albert  F.  R.  Andresen  and  Dr. 
Morris  Shlanksy,  Brooklyn;  Dr.  Henry  J.  Barrow, 
Dr.  David  Greenberg,  and  Dr.  J.  Irving  Kushner, 
New  York  City;  Dr.  Alvin  R.  Carpenter,  Dr.  Milton 
A.  Carvalho,  Dr.  Ben  L.  Matthews,  and  Dr.  Mary  J. 
Ross,  Binghamton;  Dr.  W.  B.  Hamby,  Buffalo,  and 
Dr.  Leonard  L.  Steed,  Jr.,  Johnson  City. 

New  Journal  To  Be  Published — The  American 
Geriatrics  Society  announces  that  effective  with 
January,  1953,  they  will  publish  their  own  official 
periodical  to  be  called  The  Journal  of  the  American 
Geriatrics  Society.  Dr.  Willard  Thompson  of 
Chicago,  Illinois,  is  president  of  the  Society  and  will 
edit  the  journal.  Dr.  Malford  Thewlis,  of  Wake- 
field, Rhode  Island,  is  permanent  secretary.  All 
physicians  interested  in  diseases  of  the  aging  are  in- 
vited to  join  the  Society.  The  new  journal  will  be 
published  for  the  Society  by  the  Williams  and 
Wilkins  Company,  of  Baltimore,  Maryland. 

Proctology  Award  Contest. — The  International 
Academy  of  Proctology  announces  its  annual  cash 
prize  and  cert  ificate  of  merit  award  contest  for  1952- 
1953.  The  best  unpublished  contribution  on  proc- 
tology or  allied  subjects  will  be  awarded  $100  and  a 
certificate  of  merit.  Certificates  will  be  awarded 
also  to  physicians  whose  entries  arc  deemed  of  un- 


usual merit.  The  competition  is  open  to  all  physi- 
cians in  all  countries,  whether  or  not  affiliated  with 
the  International  Academy  of  Proctology.  The  win- 
ning contributions  will  be  selected  by  a board  of  im- 
partial judges,  and  all  decisions  are  final. 

The  formal  award  of  the  first  prize  and  a presenta- 
tion of  other  certificates  will  be  made  at  the  annual 
convention  of  the  International  Academy  of  Proc- 
tology in  May  of  1953.  The  Academy  reserves  the 
exclusive  right  to  publish  all  contributions  in  its 
official  publication,  the  American  Journal  of  Proc- 
tology and  Gastroenterology.  All  entries  are  limited 
to  5,000  words,  must  be  typewritten  in  English,  and 
must  be  submitted  in  five  copies.  Entries  may  be 
sent  to  the  International  Academy  of  Proctology, 
43-55  Kissena  Boulevard,  Flushing  55,  New  York, 
and  must  be  received  no  later  than  April  1,  1953. 

Prize  Essay  Contest. — The  American  Derma- 
tological Association  announces  that  it  is  offering  a 
prize  of  $300  for  the  best  essay  submitted  for  original 
work,  not  previously  published,  relative  to  some 
fundamental  aspect  of  dermatology  or  syphilology. 
Manuscripts  typed  in  English,  together  with  illus- 
trations, charts,  and  tables,  all  of  which  must  be  in 
triplicate,  are  to  be  submitted  not  later  than  Janu- 
ary 1,  1953.  The  manuscripts  should  be  sent  to  Dr. 
Louis  A.  Brunsting,  secretary,  American  Derma- 
tological Association,  102-110  Second  Avenue 
Southwest,  Rochester,  Minnesota.  Competition  in 
[Continued  on  page  2672] 
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CAPSULES  CHLORAL  HYDRATE  - Fellows 


ODORLESS  • NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

CAPSULES  CHLORAL 
HYDRATE  - Fellows 

3%  gr.  (0.25  Gm.) 
BLUE  ond  WHITE 
CAPSULES 

bottles  of  24's 
100's 

7Vz  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3%  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fellows 


Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 
DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7V2  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3-* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1 Hyman,  H T An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss,  M R.  et  al:  A Course  in  Practical  Therapeutics  (1948) 

3.  Goodman,  l.,  and  Gilman.  A.-.  The  Pharmacological  Bast*  of 
Therapeutics  (1941),  22nd  printing.  1951. 

4.  Sollman,  T : A Manual  of  Pharmacology,  7th  ed.  (1948)* 
end  Useful  Drugs,  14th  ed  (1947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."* 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.1 *'3* 


DOSAGE:  One  to  two  7'/2  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 
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this  prize  contest  is  open  to  scientists  generally,  not 
necessarily  to  physicians. 

The  next  annual  meeting  of  the  American  Derma- 
tological Association  will  be  held  June  9 to  13,  1953, 
at  the  Lake  Placid  Club,  Lake  Placid,  New  York. 
Further  information  regarding  the  essay  contest  may 
be  obtained  by  writing  to  the  secretary. 

Third  Pollitzer  Lecture  Announced. — The  Depart- 
ment of  Dermatology  and  Syphilology  of  the  New 
York  University  Post-Graduate  Medical  School  an- 
nounces that  the  third  Sigmund  Pollitzer  lecture 
will  be  given  by  Professor  Louis  F.  Fieser  on  Janu- 
ary 15,  1953,  at  the  College  of  Medicine,  New  York. 
City.  Professor  Fieser  is  Sheldon  Emery  Professor 
of  Organic  Chemistry  at  Harvard  University.  The 
title  of  his  talk  will  be  “Role  of  Cholesterol  Com- 
panions in  Health  and  Disease.” 

Examinations  for  Medical  Officers. — A competi- 
tive examination  for  appointment  of  medical  of- 
ficers to  the  regular  corps  of  the  U.S.  Public  Health 
Service  will  be  held  on  January  6,  7,  and  8,  1953. 
Examinations  will  be  held  at  a number  of  points 
throughout  the  United  States,  located  as  centrally  as 
possible  in  relation  to  the  homes  of  candidates.  Ap- 
plications must  be  received  no  later  than  November 
25,  1952.  Appointments  will  be  made  in  the  grades 
of  assistant  surgeon  and  senior  assistant  surgeon. 

Application  forms  and  additional  information  may 
be  obtained  by  writing  to  the  chief,  Division  of  Com- 
missioned Officers,  Public  Health  Service,  Federal 
Security  Agency,  Washington  25,  D.C. 

VA  Course  in  Psychiatry  and  Neurology. — The 

Veterans  Administration  is  instituting  a four-month 
intensive  training  course  in  psychiatry  and  neurology 
to  fit  the  needs  of  physicians  without  such  previous 
training  who  are  assigned  to  duty  in  22  predomi- 
nantly psychiatric  hospitals.  Physicians  who  have 
been  engaged  in  general  practice  may  request  this 
training  upon  applying  for  a position  at  one  of  these 
hospitals. 

The  course  will  be  held  at  the  VA  Hospitals  in 
Coatesville,  Pennsylvania;  Palo  Alto,  California; 
and  a joint  Downey-Hines,  Illinois,  program  near 
Chicago,  Illinois.  Physicians  will  be  employed  at 
salaries  commensurate  with  their  training  and  ex- 
perience (salary  range:  .15,500  to  $11,800  per  an- 
num) and  assigned  to  the  course  with  travel  and  per 
diem  for  the  four-month  period. 

Information  and  applications  may  be  obtained 
from  the  nearest.  VA  Hospital  or  regional  office,  or  by 
writing  to  the  Chief  Medical  Director,  Veterans  Ad- 
ministration Central  Office,  Washington  25,  D.C. 

Renewal  of  Grant  -Dr.  Harry  A.  LaBurt,  senior 
director,  Creedmoor  State  Hospital,  announces  re- 
newal of  a contract  bet  ween  the  Creedmoor  Institute 
for  Psychobiologic  Studies  and  the  Atomic  Energy 
Commission  for  the  study  of  the  relationship  between 
skin  groups  and  blood  groups.  This  project  is  under 
the  direction  of  Drs.  Co  Tui,  Arthur,  Mortimer,  and 
Raymond  Sackler,  and  Harry  A.  LaBurt  and  the  ad- 
ministrative supervision  of  the  Department  of  Men- 
tal Hygiene,  and  has  been  in  operation  since  Septem- 
ber, 1951. 

Urology  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1,000  (first  prize 
of  $500,  second  prize  $300,  and  third  prize  $200)  for 
essays  on  t he  result  of  some  clinical  or  laboratory  re- 
search in  urology.  Competition  shall  be  limited  to 
urologists  who  have  been  in  such  specific  practice 


for  not  more  than  five  years  and  to  men  in  training  to 
become  urologists. 

The  first  prize  essay  will  appear  on  the  program  of 
the  forthcoming  meeting  of  the  American  Urological 
Association,  to  be  held  at  the  Hotel  Jefferson,  St. 
Louis,  Missouri,  May  11  to  14,  1953. 

For  full  particulars  write  the  executive  secretary, 
William  P.  Didusch,  1120  North  Charles  Street, 
Baltimore,  Maryland.  Essays  must  be  in  his  hands 
before  January  15,  1953. 

National  Foundation  Fellowships — The  National 
Foundation  for  Infantile  Paralysis  announces  the 
availability  of  a limited  number  of  additional  post- 
doctoral fellowships  to  candidates  whose  interests 
are  research  and  teaching  in  medicine  and  the  re- 
lated biologic  and  physical  sciences.  The  purpose 
of  these  National  Foundation  fellowships  is  to  in- 
crease the  number  of  professional  workers  qualified 
to  give  leadership  in  the  solution  of  basic  and  clinical 
research  problems  of  poliomyelitis  and  other  crip- 
pling diseases. 

The  fellowships  cover  a period  of  from  one  to  five 
years.  Stipends  to  Fellows  range  from  $3,600  to 
$7,000  a year,  with  marital  and  dependency  status 
considered  in  determining  individual  awards.  In- 
stitutions which  accept  Fellows  receive  additional 
compensation  for  expenses  incurred  in  relation  to 
their  training  programs. 

Eligibility  requirements  include  United  States 
citizenship  (or  the  declared  intention  of  becoming  a 
citizen),  sound  health,  and  an  M.D.,  Ph.D.,  or  an 
equivalent  degree. 

Selection  of  candidates  is  made  by  a fellowship 
committee  composed  of  leaders  in  the  fields  of  re- 
search and  professional  education.  The  designation 
“Fellow  of  the  National  Foundation  for  Infantile 
Paralysis”  will  be  given  to  successful  candidates. 
A total  of  144  fellowship  awards  in  these  categories 
has  been  made  by  the  National  Foundation  up  to 
August  31,  1952. 

Complete  information  concerning  qualifications 
and  applications  may  be  obtained  from:  Division 
of  Professional  Education,  National  Foundation  for 
Infantile  Paralysis,  120  Broadway,  New  York  5, 
New  York. 

Lasdon  Foundation  Grants — Grants  for  medical 
research  totaling  $264,424  have  been  appropriated 
for  1952  by  the  Lasdon  Foundation,  New  York 
City.  Among  the  institutions  receiving  grants  was 
New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospital,  for  research  in  the  field  of  arthritis. 

Hill-Burton  Grants  for  Hospital  Construction — As 

of  Sept  ember  1,  two  new  projects  have  been  ap- 
proved for  Hill-Burton  grants  for  hospital  construc- 
tion in  New  York  State.  These  include  Kingston 
Hospital  at  a total  cost  of  $750,000  including  Fed- 
eral contribution  of  $250,000  and  supplying  103  ad- 
ditional beds,  and  Vassar  Brothers  Hospital,  Pough- 
keepsie, at  a tot  al  cost  of  $479,473  including  Federal 
contribution  of  $117,117  and  supplying  40  additional 
beds. 

In  New  York  State  41  projects  are  now  completed 
and  in  operation  at  a total  cost  of  $30,643,540,  in- 
cluding Federal  contribution  of  $9,753,975  and  sup- 
plying 1,965  additional  beds.  Under  construction 
are  25  projects  at  a total  cost  of  $31,896,825,  includ- 
ing Federal  contribution  of  $9,626,622  and  designed 
to  supply  1,644  additional  beds.  Approved  but  not 
yet  under  construction  are  four  projects  at  a total 
cost  of  $5,268,473,  including  Federal  contribution  of 
[Continued  on  page  2674] 
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an  indispensable  agency 

in  control  of  significant  features  of  many  disease  processes. 9,1 


As  “the  renaissance  in  physical  therapy  promises  that 
this  oldest  of  healing  arts  will  again  come  into  its 
own,”2  physicians,  nurses  and  physical  therapists  have 
become  increasingly  aware  that  the  lubricant  chosen 
may  be  a factor  in  the  success  of  massage  therapy. 


1 and  2 — "Massage  — Phys- 
iologic Basis,"  Arch.  Phys  Med- 
icine, March  1945.  Presented  as 
part  of  I nstruction  Course, 
Twenty-third  Annual  Session, 
Amer.  Congress  of  Phys.  Med- 
icine, Cleveland,  1944. 
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lotion  of  choice 

for  massage  and  bed  sore  prevention 
measures — now  with  antiseptic  value 

The  soothing,  emollient  character  of  Dermassage,  the 
protective  value  added  by  germicidal  hexachloro- 
phene  and  the  cooling  effect  of  menthol — these  com- 
bine to  make  Dermassage  a logical  aid  to  patient  skin 
care.  The  lanolin  and  olive  oil  content  lubricates  skin 
surfaces,  reduces  likelihood  of  cracks  and  irritation. 
Hexachlorophene  minimizes  the  risk  of  initial  infec- 
tion, gives  added  protection  where  skin  breaks  occur 
despite  precautions. 
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Instruments  come  spotlessly 
clean  and  film-free  after  a 
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hands,  as  to  metal,  glass  and 
rubber.  EDISON  CHEMICAL 
COMPANY,  30  W.  Washington 
I St.,  Chicago  2. 
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$1,686,783  and  designed  to  supply  393  additional 
beds. 

Annual  Elsberg  Lecture — Dr.  Herbert  Olivecrona, 
professor  of  neurosurgery,  Stockholm,  will  deliver 
the  annual  Charles  A.  Elsberg  Lecture,  established 
by  the  New  York  Society  of  Neurosurgery,  on  Mon- 
day, December  1,  1952,  at  the  New  York  Academy 
of  Medicine,  New  York  City,  at  8. 30  p.m.  His  sub- 
ject will  be  “Hypophysectomy  in  Man.” 

Cancer  Society  Fellowships  Available. — The 

American  Cancer  Society  announces  that  its  pro- 
gram of  clinical  fellowships  started  in  1948  will  con- 


tinue through  the  next  institutional  training  year, 
July  1,  1953,  to  June  30,  1954,  with  fellowship  train- 
ing commencing  Jujy  1.  The  program  for  the  com- 
ing academic  year  will  also  include  support  for  clini- 
cal traineeships  of  the  American  Cancer  Society 
similar  to  its  current  program. 

The  deadline  for  filing  applications  is  November 
10,  1952.  No  application  forms  are  necessary,  but 
letters  of  application  should  be  sent  to  Dr.  Brewster 
S.  Miller,  director,  Professional  Education  Section, 
American  Cancer  Society,  47  Beaver  Street,  New 
York  City.  Selection  of  recipients  of  fellowships  and 
traineeships  is  done  by  institutions  where  these  have 
been  made  available. 


MEETINGS 

PAST 


Medical  Society  of  the  County  of  Albany 

Dr.  John  Gerald  McKeon,  vice-president  and  pres- 
ident-elect of  the  Albany  County  Medical  Society, 
spoke  on  “Thiocyanate  Therapy  in  Hypertension,” 
at  the  meeting  of  the  Society  on  September  24.  The 
meeting  was  held  in  the  auditorium  of  the  Albany 
College  of  Pharmacy. 

Montgomery  County  Medical  Society 

Postgraduate  instruction  was  held  for  the  mem- 
bers of  the  Montgomery  County  Medical  Society  on 
September  30  at  the  Fort  Plain  Hotel.  Dr.  Sydney 
Stringer,  clinical  instructor  in  gynecology,  State 
University  of  New  York  College  of  Medicine  at 
Syracuse,  spoke  on  “Gynecology  in  General  Prac- 
tice.” 

Long  Island  Psychiatric  Society 

The  members  of  the  Long  Island  Psychiatric  So- 
ciety, which  is  affiliated  with  the  American  Psy- 
chiatric Association,  attended  a lecture  by  Dr. 
Benjamin  H.  Balser,  at  the  first  meeting  of  the  1952- 
1953  season,  on  “Adolescent  Psychiatry.” 

American  College  of  Surgeons 

The  thirty-eighth  annual  clinical  congress  of  the 
American  College  of  Surgeons  was  held  in  New  York 
City  at  the  Waldorf-Astoria  Hotel  from  September 
22  through  26. 

Ulster  County  Medical  Society 

Dr.  J.  Scott  Butterworth,  assistant  professor  of 
medicine,  New  York  University  Post-Graduate 
Medical  School,  spoke  on  “The  Management  of 
Acute  Cardiovascular  Emergencies”  at  the  post- 
graduate instruction  program  for  the  Ulster  County 
Medical  Society.  The  meeting  was  held  on  October 
7 in  Kingston. 

Otsego  County  Medical  Society 

The  members  of  the  Otsego  County  Medical  So- 
ciety attended  a meeting  for  postgraduate  instruc- 
tion on  October  8 at  the  Oneonta  Country  Club.  Dr. 
John  Groopman,  clinical  instructor  in  dermatology, 
New  York  University  Post-Graduate  Medical 
School,  spoke  on  “The  Skin  as  a Window  for  In- 
ternal Disease.” 


Hospital  for  Joint  Diseases 

The  alumni  of  the  Hospital  for  Joint  Diseases  held 
their  annual  conference  at  the  hospital  on  October 
30  and  31  and  November  1.  Dr.  Joseph  Trueta, 
Nuffield  Professor  of  Orthopedic  Surgery  at  Oxford, 
England,  presided  over  a follow-up  clinic,  a panel 
discussion,  and  spoke  on  “The  Influence  of  the  Blood 
Supply  in  Controlling  Bone  Growth,”  at  the  evening 
session  as  the  annual  Walter  M.  Brickner  Lecture. 

Dr.  Anthony  F.  DePalma,  professor  of  the  De- 
partment of  Orthopedic  Surgery  at  the  Jefferson 
Medical  College,  Philadelphia,  conducted  a panel 
discussion  on  October  31. 


Richmond  County  Medical  Society 

Postgraduate  instruction  by  Dr.  Thomas  H.  Mc- 
Gavack  on  “Practical  Considerations  in  the  Use  of 
the  Estrogens”  was  presented  to  the  members  of  the 
Richmond  County  Medical  Society  on  October  8,  at 
the  Atlantic  Inn,  Grant  City,  Staten  Island.  Dr. 
McGavack  is  professor  of  clinical  medicine  at  the 
New  York  Medical  College. 

Schoharie  County  Medical  Society 
The  members  of  the  Schoharie  County  Medical 
Society  attended  postgraduate  instruction  on  Octo- 
ber 14  at  the  Cobleskill  Golf  and  Country  Club.  Dr. 
Robert  D.  Whitfield,  assistant  professor  of  surgery, 
Albany  Medical  College,  lectured  on  “Common 
Diagnostic  Problems  in  the  Field  of  Neurology.” 


Fulton  County  Medical  Society 

“The  Diagnosis  and  Treatment  of  Anemias”  was 
t he  subject  of  a postgraduate  lecture  by  Dr.  Scott  N. 
Swisher,  Jr.,  to  the  members  of  the  Fulton  County 
Medical  Society.  The  lecture  was  held  at  the  Hotel 
Johnstown,  on  October  16.  Dr.  Swisher  is  research 
fellow  in  hematology  at  the  University  of  Rochester 
School  of  Medicine  and  Dentistry. 


Geneva  Academy  of  Medicine 

The  Geneva  Academy  of  Medicine  held  its  post- 
graduate instruction  on  October  20  at  Belhurst, 
Geneva.  Dr.  Louis  Faugeres  Bishop,  Jr.,  assistant 
professor  of  clinical  medicine,  New  York  University 
[Continued  on  page  2676] 
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jy()X  John  Allen,  M.D.,  F.R.S.,  wrote  of  bronchial  asthma  in 
his  Summary  View  of  the  Whole  Practice  of  Physick: 
“Peruvian  bark  is  recommended  to  put  off  the  fit.” 
(London,  1761,  Vol.  II) 

19  52  Today,  another  and  more  effective  botanical— ‘Eskef — 
is  finding  a place  in  the  bronchial  asthma  field. 

In  a recent  study,  Derbes  et  aid  reported  that  ‘Eskef — 
a clinically  proved  preparation  of  khellin — provided 
marked  relief  in  60%  of  their  bronchial  asthma  cases. 


1.  Ann.  Allergy  9:354 


in  bronchial  asthma 


Eskel 


Smith,  Kline  & French  Laboratories , Philadelphia 

'Eskel-  T.  M.  Reg.  U.  S.  Pat.  Off. 

'Eskel’  is  a mixture  (9 6%  pure  crystalline  khellin,  4%  other  active 
principles)  extracted  from  Ammi  visnaga. 
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POSTGRADUATE  COURSE 
IN 

CEREBRAL  PALSY 

Dates:  February  2 — April  24,  1953 

For 

Qualified  physicians,  physical  and 
occupational  therapists 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  and  Surgeons, 
Columbia  University 

List  of  scholarship  sources  sent  upon  request 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD'S  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co.,  New  York.  N.Y. 


[Continued  from  page  2674] 

College  of  Medicine,  lectured  on  “The  Management 
of  Cardiovascular  Emergencies.” 

New  York  Academy  of  Medicine 

The  twenty-fifth  graduate  fortnight  of  the  New 
York  Academy  of  Medicine  was  held  in  October  from 
October  6 to  i 7,  at  the  New  York  Academy  of  Medi- 
cine. The  fort  night  consisted  of  a series  of  ten  even- 
ing lectures,  four  panel  meetings,  and  twenty  hos- 
pital clinics,  as  well  as  extensive  exhibits  and  motion 
picture  demonstrations. 

American  Cancer  Society 

The  annual  meeting,  scientific  session,  of  the 
American  Cancer  Society  was  held  at  the  Park 
Sheraton  Hotel,  New  York  City,  from  October  21 
to  October  22.  The  scientific  session  was  concerned 
with  “Radiations  Versus  Cancer:  A Critical 

Evaluation.” 

FUTURE 

New  York  Tuberculosis  and  Health  Association 

Fifty  years  of  progress  of  the  organized  drive 
against  tuberculosis  and  the  “task  ahead”  will  be 
presented  at  a day  and  dinner  session  of  the  New 
York  Tuberculosis  and  Health  Association  on  Fri- 
day, November  21,  at  the  Hotel  Statler,  New  York 
City.  Reservations  for  dinner  may  be  made  through 
the  Association’s  office  at  386  Fourth  Avenue,  Mur- 
ray Hill  5-2240. 

Steuben  County  Medical  Society 

Dr.  William  F.  Lipp,  University  of  Buffalo  School 
of  Medicine,  will  speak  on  “Newer  Treatment  of 
Jaundice  and  Liver  Disease,”  as  postgraduate  in- 
struction for  the  Steuben  County  Medical  Society. 
The  meeting  will  be  held  at  the  Hotel  Steuben,  Bath, 
on  November  13. 

A.  Walter  Suiter  Lecture 

Dr.  David  T.  Smith,  professor  of  bacteriology  and 
associate  professor  of  medicine,  Duke  University 
School  of  Medicine,  Durham,  North  Carolina,  will 
deliver  the  sixth  biennial  A.  Walter  Suiter  Lecture 
of  the  New  York  Academy  of  Medicine  at  8:  30  p.m. 
on  November  6 at  Hosack  Hall  at  the  New  York 
Academy  of  Medicine. 

General  Practitioners  Association  of  Nassau 
County 

Dr.  Frank  H.  Lahey,  Dr.  Charles  L.  Fox,  Jr.,  Dr. 
Harold  W.  Lovell,  anil  Dr.  Stewart  Wolf  will  be  the 
speakers  at  the  third  annual  scientific  assembly  of 
t he  Nassau  County  Chapter  of  the  American  Acad- 
emy of  General  Practice.  The  Academy  will  be  held 
on  November  12  at  the  Garden  City  Hotel,  and  will 
start  at  0 a.m. 

American  College  of  Chest  Physicians 

The  fifth  annual  postgraduate  course  on  “Recent 
Advances  in  Diseases  of  the  Chest,”  sponsored  by  the 
Council  on  Postgraduate  Medical  Education  and  the 
New  York  State  Chapter  of  the  American  College 
of  Chest  Physicians,  will  be  held  at  the  Hotel  New 
Yorker,  New  York  City  from  November  10  to  14. 
Further  information  can  be  obtained  from  the  Ex- 
ecutive Director,  American  College  of  Chest  Physi- 
cians, 1 12  East  Chestnut  Street,  Chicago  1 1,  Illinois. 
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Institute  on  Aging 

A regional  Institute  on  Aging  will  be  sponsored  at 
the  Ann  Lee  Home,  Albany,  on  November  13.  Dr. 
John  J.  Phelan  will  be  the  chairman,  and  the  insti- 
tute will  be  open  to  physicians  and  laymen  who  are 
interested  in  the  problems  of  the  aging. 

Salmon  Lectures 

Dr.  Franz  Josef  Kallman  will  deliver  the  Thomas 
William  Salmon  Lectures  at  the  New  York  Academy 
of  Medicine  on  November  3,  10,  and  18. 

The  lectures  will  begin  at  8:30  p.m.,  and  the  subject 
will  be  “Heredity  in  Health  and  Mental  Disorder.” 


PEDAL  DERMATITIS 

Much  foot  dermatitis  is  caused  by  the  failure  of 
footwear  to  permit  the  absorption  of  thermal  and 
psychogenic  sweat,  according  to  Dr.  L.  Edward 
Gaul,  of  Evansville,  Indiana.  In  a statement  in  the 
Journal  of  the  American  Medical  Association , Dr. 
Gaul  said  that  during  the  past  quarter  century  there 
has  been  a trend  to  use  impervious  materials  in  foot- 
gear, thus  preventing  the  evaporation  of  sweat.  As 
a result,  there  occurs  a train  of  symptoms  and  signs 
on  the  feet  which,  today,  has  been  lightly  passed  off 
as  a touch  of  fungus  infection.  Sweating  is  a con- 
tinuous secretion,  Dr.  Gaul  pointed  out.  However, 
he  said,  little  attention  has  been  paid  to  the  outflow 
of  psychic  or  emotional  sweat  from  the  palms,  soles, 
and  under  arms.  The  importance  of  wearing  ab- 
sorbent sandals  and/or  shoes  to  allow  the  sweat  to 
evaporate  and  the  “pedal  symptoms  and  signs  to 
i subside”  has  been  demonstrated  again  and  again,  he 
j I stated. 

“I  believe  it  is  true  that  whenever  a physiologic 
function  is  interfered  with,  we  can  expect  a train  of 
sequelae.  The  commonest  complaint  we  encounter 
is  that  of  a patient  who  states:  ‘My  feet  sweat 
•-  ! terribly.’  This  is  wrong  because  it  is  not  their  feet, 
but  it  is  impervious  material  preventing  evaporation. 
Along  the  same  line,  parents  complain  of  children 
tl  continually  kicking  off  their  shoes.  Children  prefer 
that  their  feet  be  comfortable.  They  complain  that 
their  feet  are  hot. 

“Certainly,  the  ridicule  would  be  great  if  we  were 
! to  interfere  with  the  secretion  of  tears,  saliva,  or  bile, 
i;  to  say  nothing  of  the  kidneys.  The  importance  of 
1 j these  physiologic  principles  is  recognized,  but  just  as 
important  is  the  function  of  psychic  sweating.  It  is 
most  interesting  to  consider  how  we  have  violated 
this  physiologic  principle.  Present-day  efforts  are 
directed  at  trying  to  stop  it.  Thus,  we  see  a fair 
incidence  of  axillary  dermatitis,  and,  of  course, 
dwarfing  this  incidence  is  that  of  pedal  dermatitis.” 


Unique  Vaginal 

Cleansing  Agent 


The  first  douche  preparation 
combining : 

Acid  pH  (pH  4). 

Efficient  cleansing. 

Dispersion  of  mucus  debris. 
Trichomonacidal  action. 
Antibacterial  action. 
Antifungal  action. 
Astringency. 

An  aid  in  treatment  of : 

MONILIASIS  OF  THE  VAGINA 
VAGINAL  TRICHOMONIASIS 
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p-Chlorothymol,  Lactose, 
Menthol,  Sodium  Benzoate, 
Sodium  Chloride,  Sodium 
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Pharmaceutical  Division 
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Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  1,  1952—23,055 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy.  .Bronx 
Ben  L.  Matthews . Binghamton 

Francis  P.  Keefe Olean 

E.  S.  Platt Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  K.  Deegan.  .Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart. . .Lake  Placid 
William  A.  Gaspar.  . . .Malone 
Kumjian  Durand. . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons . . . Lexington 

Harold  T.  Golden 

Herkimer 

E.  A.  Maxwell 


Carthage 

Louis  Berger Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . .Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  Amsterdam 

John  N.  Shell Glen  Cove 

G.  W.  McAuliffe.  . .New  York 
Wilfrid  M.  Anna 


Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price.  . . Clifton  Springs 

Carlos  E.  Fallon Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . .Oneonta 

A.  Vanderburgh Brewster 

F.  C.  Cemiglia.  . . . Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger . . Staten  Island 
A.  S.  Moscarella. Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro.  . . .Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Homell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurleyville 

Seymour  M.  Bulkley.  Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr.  . Kingston 

S.  L.  Edmunds.  . . Glens  Falls 

Philip  Ilarff 

Cambridge 

R.  W.  De  Smit.  . . . Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer. . . .Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore.  . Bronx 
N.  R.  Occhino.  . .Johnson  City 

R.  A.  Loomis Ellicottville 

Mary  W.  Kirkwood. . .Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco. . . .New  Berlin 
I.  Robert  Wood ....  Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley.  . .Cortland 
George  G.  Miles.  Downsville 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Lamer.  . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

H.  F.  Schwartz 

Salisbury  Center 

C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers.  . .Port  Leyden 
Vincent  I.  Bonafede.  . Sonvea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett. . . .Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . Rockville  Centre 

Herbert  S.  Ogden. . New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury .Newburgh 

Kenneth  Clark  Medina 

Joseph  M.  Ililey Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . Forest  Hills 
Vincent  T.  Laquidara. . . Troy 
James  Pou lton . .Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson.  . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . .Schenectady 
Donald  II.  Lyon. . .Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer.  . . Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey On  ego 

C.  Douglas  Darling.  . Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn.  . Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson . . . Penn  Yan 


T reasurer 

Frances  Vosburgh Albany 

Kurt  /inner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 
William  R.  Casey Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher.  . .Dunkirk 

Lawrence  L.  Hobler Elmira 

Angelo  Franco.  . . New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles.  . .Downsville 
A.  A.  Rosenberg. Poughkeepsie 
Floyrd  W.  Hoffman ....  Buffalo 
James  E.  Glavin. . .Port  Henry 
Daisy  H.  Van  Dyke . . . Malone 
W.  H.  Raymond . . .Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson.  .Catskill 

H.  F.  Schwartz 

Salisbury  Center 

Lawrence  Henderson 

Watertown 

Nicholas  Ryan Brooklyn 

John  P.  Myers.  . .Port  Leyden 
Vincent  I.  Bonafede.  . .Sonvea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester 

Max  Drevfuss Amsterdam 

I.  Drabkin. . Rockville  Centre 
Gerald  D.  Dorman.  .New  York 

G.  Norris  Miner I 

North  Tonawanda 

Robert  C.  Hall Utica 

C.  A.  Gwynn Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury. Newburgh 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

M.  Jacobs Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikcnsohn  . Staten  Island 
Marjorie  R.  Hopper. . . Nvack 

Maurice  Elder Massena 

Joseph  Lebonich Saratoga 

Carl  F.  Runge. . . .Schenectady 
Duncan  L.  Best.  .Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch I 

Seneca  Falls 

Rudolph  J.  Shafer.  . . Corning 

Warren  H.  Eller Sayville 

Deming  S.  Payne Liberty 

Jack  Bailey Onego 

Henry  B.  Wightman. . . Ithaca 
Herbert  B.  Johnson.  .Kingston 

F.  P.  Becker Glens  Falls 

R.  E.  Borrowman 

Fort  Edward 

J.  A.  Perillo Newark  I 

H.  J.  Dunlap New  Rochelle  | 

Paul  A.  Burgeson Warsaw  l 

Paul  C.  Johnson ....  Penn  YaD 
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for  the  man 
under  pressure... 


. . . the  tense,  nervous  woman . . . 
the  hypertensive  patient . . . 
the  overactive,  high-strung  child 
. . . the  anorexic,  too  emotional 
adolescent . . . this  vitamin-rich, 
tranquilizing  preparation 

BEPLETE 

VITAMINS  B COMPLEX  WITH  PHENOBARBETAL 

A pleasant,  palatable  elixir 
Convenient  tablets 

Available  also:  Beplete  with  Belladonna,  for 
the  tense  and  nervous  patient  with  smooth 
muscle  spasm. 
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Meat... 

and  its  Wide  Clinical  Applicability 


That  meat  is  an  important  component  of 
the  high  protein  diet1  employed  in  the  treat- 
ment of  many  pathologic  states  is  evident 
from  the  following  dietary  suggestions  that 
have  been  recommended  by  some  authorities 
in  the  field  of  nutrition: 

Protein  of  good  quality  and  in  adequate 
amounts  is  the  most  effective  dietary  agent 
for  protecting  the  liver  from  damage  and  for 
promoting  its  repair.2  In  the  long-term 
management  of  chronic  liver  disease,  a sug- 
gested diet  includes  at  least  4 ounces  of 
lean  lamb,  veal,  or  beef  in  both  the  noon  and 
evening  meals.3 

Among  the  nutritional  needs  of  patients 
with  chronic  ulcerative  colitis  is  protein.4 5 * *  For 
such  patients  a recommended  diet  includes 
4 ounces  of  tender  meat  with  luncheon  and 
with  dinner. 5a 

In  diabetes  mellitus,  maintenance  of  pro- 
tein reserves  is  important  for  supporting 
well-being  and  vigor,  for  maintaining  resist- 
ance to  infection,  and,  in  conjunction  with 
good  general  management,  for  minimizing 
many  of  the  degenerative  changes  commonly 
seen  in  this  condition.6,7  One  ounce  of  bacon 
at  breakfast  and  214  ounces  of  cooked  meat 

1.  Lewis,  H.  B.:  Proteins  in  Nutrition,  in  Handbook  of 
Nutrition,  American  Medical  Association,  ed.  2,  Phila- 
delphia, The  Blakiston  Company,  1951,  p.  1. 

2.  Patek,  A.  ].,  Jr.:  Evaluation  of  Dietary  Factors  in  Treat- 
ment of  Laennec's  Cirrhosis  of  Liver,  J.  Mt.  Sinai  Hosp. 
14: 1 (May-June)  1947. 

3.  Portis,  S.  A.,  and  Weinberg,  S.:  Recent  Advances  in  the 
Medical  Treatment  of  Cirrhosis  of  the  Liver,  J.A.M.A. 
749.1 265  (Aug.  2)  1952. 

4.  Welch,  C.  S.;  Adams,  M.,  and  Wakefield,  E.  G.:  Metabolic 
Studies  on  Chronic  Ulcerative  Colitis,  J.  Clin.  Investigation 
76.161  (Jan.)  1937. 

5.  (a)  Mayo  Clinic  Diet  Manual,  Philadelphia,  W.  B. 

Saunders  Company,  1949,  p.  89. 

(b)  Ibid.,  p.  133. 


at  each  of  the  other  two  meals  are  valuable 
in  a diabetic  diet.5b 

A program  of  treatment8  found  useful  in 
atherosclerosis  of  the  coronary  vessels  in- 
cludes an  adequate  diet  low  in  fat  (20-25  Gm. 
daily)  and  normal  or  moderately  high  in 
protein  (60-100  Gm.  daily),  in  conjunction 
with  lipotropic  agents.  A sample  menu  of 
this  diet  lists  2 ounces  of  lean  meat  at 
both  the  noon  and  evening  meals. 

Underweight  or  average  weight  patients 
with  persistent  low  blood  sugar  levels  are 
benefited  by  a high  protein  diet  providing 
meat  two  or  three  times  a day.9  In  over- 
weight patients  of  this  type,  lean  meat  is 
served  at  luncheon  and  at  dinner. 

During  convalescence  from  infectious  dis- 
ease, the  importance  of  high  protein-high 
calorie”  diets  including  generous  servings  of 
meat  deserves  emphasis.10  For  this  purpose, 
a suggested  typical  daily  menu  schedule 
which  results  in  weight  gain,  improved  vigor, 
and  a restored  sense  of  well-being  furnishes 
14  ounce  of  bacon  at  breakfast  and  3 ounces 
of  meat  at  each  of  the  other  meals.  Supple- 
mentary feedings  may  include  additional 
amounts  of  meat. 

6.  Mosenthal,  H.  O. : Management  of  Diabetes  Mellitus.  An 
Analysis  of  Present-Day  Methods  of  Treatment,  Ann.  Int. 
Med.  29: 79  (July)  1948. 

7.  McLester,  J.  S.:  Nutrition  and  Diet  in  Health  and  Disease, 
ed.  5,  Philadelphia,  W.  B.  Saunders  Company,  1949,  p.  364. 

8.  Morrison,  L.  M.:  Arteriosclerosis:  Recent  Advances  in  the 
Dietary  and  Medical  Treatment,  J.A.M.A.  745.T232 
(Apr.  21)  1951. 

9.  Low'  Blood  Sugar  Level;  Queriesand  Minor  Notes,  J.A.M.A. 
749:1358  (Aug.  2)  1952. 

10.  Goodman,  J.  I.,  and  Garvin,  R.  O. : Results  of  High 
Calorie  Feeding,  Gastroenterology  6:537  (June)  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  fo  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Each  DAYALET 

Tablet  Contains: 

Vitamin  A 10,000  U.S.P.  units 

(synthetic  vitamin  A palmitate) 

Vitamin  D 1000  U.S.P.  units 
(Viosterol) 

Thiamine  Mononitrate  5 mg. 

Riboflavin  5 mg. 

Nicotinamide  . 25  mg. 

Pyridoxine  Hydrochloride  1.5  mg. 

Vitamin  B12  1 meg. 

(as  vitamin  B12  concentrate) 

Pantothenic  Acid  5 mg. 

(as  calcium  pantothenate) 

Ascorbic  Acid 100  mg. 

NO  FISH-OIL 

TASTE  OR  BURP 

Dayalets 

(Abbott’s  Multiple  Vitamins) 


quick  coffee  boy 


Bolt  his  breakfast  and  gulp  his  lunch, 
gobble  down  dinner  and  Roy  is  another  day 
nearer  a subclinical  vitamin  deficiency.  In 
treating  vitamin  deficients,  many  physicians 
bolster  new  dietary  habits  with  one  or  two 
Dayalets  each  day. 

Dayalets  are  fishless,  burpless  tablets 
containing  synthetic  vitamin  A . . . plus  B12  . . . 
plus  seven  other  important  vitamins.  No 
fish-oil  odor,  taste  or  aftertaste,  no  allergies 
due  to  fish  oil.  Dayalets  can't  leak,  won’t 
stick  together  in  the  bottle.  Sup- 
Dlied  in  bottles  of  50,  100  and  250.CXfiruDxt 
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MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupations' 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


HOLBROOK  MANOR  »E8K89 

Fiv«  Acrai  of  Pinawoodtd  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-scleroties  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Mudlcal  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4175 


Ult.  II  VItVES  S.VMTAItlltl 

STAMFORD,  CONN. 

45  minutes  from  N . Y.  C.  via  Merritt  ParlfWa’i 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  iupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separ 't”  buildings 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  5-1691 


WEST  MiA , 

Went  2.52ml  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients  The  sanitarium  is 
Leautifuliy  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  • Kingsbridge  9-8440 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


THE  SECOND  SIBLING 
A study  of  26  families  with  two  or  more  children 
revealed  that  “the  second  child  in  all  but  two  in- 
stances exhibited  the  more  pronounced  symptoms 
of  abnormal  behavior.  Where  symptoms  were  also 
manifested  by  the  first  born,  they  were  not  as  nu- 
merous, frequent,  well-defined,  or  intense.” 

The  indications  of  emotional  disturbance  in 
younger  siblings  were  slowness  in  speech  develop- 
ment, poor  eating  and  sleeping  habits,  severe  crying 
i spells,  excessive  quietness,  resistance  to  bladder 
training,  restlessness,  destructiveness,  willfulness, 
and  temper  tantrums.  Intense  preoccupation  of  the 
mother  with  the  first  born  and  unconscious  rejection 
of  the  second  child  appear  to  be  underlying  causes 
of  disturbance. 

In  cases  where  the  symptomatology  was  identified 
by  the  pediatrician  and  understood  by  the  parent, 
simple  counselling  proved  effective.  Specific  sug- 
gestions to  divide  love  between  siblings  equally  and 
to  include  the  younger  child  in  the  family  group 
“worked  with  remarkable  success.” 

The  author  of  the  study  points  out  that  “the  best 
course  is  to  attempt  prevention  of  the  situation  in 
the  first  place.  This  can  only  be  done  by  making  the 
mother  aware,  as  early  as  possible  during  the  infancy 
of  her  first  born,  of  the  dangers  inherent  in  an  over- 
attachment and  solicitation  of  the  baby.” — A.  E. 
Fischer,  M.D.,  The  Journal  of  Pediatrics,  February, 
1952 


PRANTAL  METHYLSULFATE 

This  paper  presents  a preliminary  report  on 
clinical  trials  of  Prantal,  a new  parasympathetic 
blocking  agent,  in  a series  of  15  cases  of  ulcer  or 
ulcer-like  syndromes.  The  treatment  was  used  in 
conjunction  with  the  modified  Sippy  diet,  but  ant- 
acids  were  usually  omitted.  The  author  feels  * 
that  Prantal  proved  superior  to  any  similar  blocking 
agents  now  available,  its  marked  advantage  appar- 
ently being  the  fact  that  side-effects  were  rarely 
noted  and  discontinuance  not  necessary  in  any  ease. 

The  author  reports  that  in  sufficiently  high  dosage 
Prantal  freed  certain  patients  of  symptoms  who 
had  previously  been  regarded  as  treatment  failures, 
either  because  of  intolerance  to  the  other  drug  or 
because  of  conservative  therapy.  Also,  oral  ad- 
{ ministration  apparently  reduced  hydrochloric  acid  -- 
production  on  the  stomach. 

Four  of  the  15  patients  had  been  treated  pre- 
viously with  Banthine.  Except  in  one  case  results 
were  equally  good  with  both  drugs  in  so  far  as  thera- 
peutic effect  was  concerned.  However,  Banthine 
produced  one  of  the  usual  side-effects  (dryness  of 
mouth,  constipation,  retention)  in  each  of  the  pa- 
tients, while  none  of  these  undesirable  side-effects 
accompanied  Prantal  treatment.  Since  about  twice 
as  much  Prantal  could  be  given  as  Banthine,  this 
had  a therapeutic  significance.  One  patient  who 
could  not  be  given  sufficient  Banthine  to  produce 
desired  results  was  rendered  symptom  free  on  a 
total  daily  dosage  of  450  mg.  Prantal. — W.  F.  Vogel, 

M . 1).,  Journal  of  the  Medical  Society  of  New  Jersey, 
March,  1952 
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r LOW  COST  1 

IT* 


JHGH  quality! 


STATIONERY 
For  the 

^^Medical  Profession' 

^ PRESCRIPTION  BLANKS:  5M  for  $10.00,  3M  for 
$8.25,  1M  for  $3.50,  size  4 x 5Va , on  fine  linen 
finish  paper — pads  of  100! 

DOCTOR  ...  do  you  wish  the  best  in  stationery?  Years  of 
specializing  in  the  printed  needs  of  the  physician  enable 
us  to  offer  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  of  ordering  by  mail! 

IF  . . . you  prefer  to  see  a sample  of  our  fine  quality 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There's  no  obligation.  Once  you  see  their  excellent 
quality  you,  too,  will  become  a satisfied  customer.  Order 
them  today!  Check  one  of  the  squares  below. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

| — ; 5M  PRESCRIPTION 


1 BLANKS— $10. 


mail  order 

PRINTERS  TO  ... 

THE  PHYSICIAN  ///  

'//  ||  SEND  SAMPLES 

THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 

N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


mdcarpov 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

presto-bobo 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


' STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
253  WEST  26TH  ST..  NEW  YORK  1,  N.  Y. 


SKY  VIEW  TERRACE 

Albany  Post  Road  Route  9 Tel.  Croton  1-4731  Croton-on-Hudson,  New  York 

Nursing  home  and  hospital  for  convclesccnts  and  chronics.  We  offer  dc  luxe  accomodations  for  all  types  of  post  operatives,  convalescents,  pa- 
tients with  chronic  diseases  such  as  arthritis,  cardiacs,  cancer,  etc.,  aged  and  rest  cases.  Beautiful,  safe,  stone  and  brick  structure  over-looking 
Hudson  River.  94  beds.  Every  room  with  bath.  Elevator  service.  Lounge  and  recreation  room  air-cooled  in  summer.  Treatments  and 
medication  outlined  by  patient’s  private  physician  but  hospital  physician  available  when  necessary.  Rates  begin  at  $60.00  per  week.  Brochure 
on  request. 

F1LOMENA  DOHERTY,  R.  N.  GEORGE  VOGEL,  M.  D. 

Director  Supervising  and  Attending  Physician 

35  miles  from  New  York  City 


LOUDEN-KNICKERBOCKER  HALL,  me. 


81  LOUDEN  AVENUE 


Tel.  Amityville  53 


AMITYVILLE,  N.  Y. 


A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
hull  information  furnished  upon  request. 

JOHN  E.  LOUDEN,  President  GEORGE  E.  CARLIN.  M.D..  Phvsician-in-Charge 

NEW  YORK  CITY  OFFICE.  Empire  State  Building.  Tel.  Longaere  3-0799 


Aminophyllm . . . 

a '‘most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 

‘useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 

pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N Y. 


dubin 


aminophyllin 


(theophylline-ethylenediamine) 

readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS • AMPULS 

POWDER 

SUPPOSITORIES 
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Whether  you'refurnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service ... 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y..  N.Y.  . OUR  ONLY  STORE 


BROWN’S  MUrrayHill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical.  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placemen!  ol 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


THE  WOODS  SCHOOLS 

for  exceptional  children  . . . 
founded  in  1913 

Our  function  is  to  train  and  educate  the  ex- 
ceptional child  and  to  help  him  and  his  par- 
ents find  a reasonable  adjustment  in  accord- 
ance with  individual  capacities  and  needs. 
Special  treatment  prescribed  by  the  family 
physician,  pediatrician,  psychiatrist,  or  con- 
sultant faithfully  followed,  with  reports  sub- 
mitted regularly. 

Send  for  literature  and  catalog. 

THE  WOODS  SCHOOLS 

Langhorne  11,  Pa.  Mollie  Woods  Hare,  founder 


104  E.  40th  Off  Park  Ave. 

MU-3-2443 

Office  Nurses,  Secretaries,  Med.  Assts. 
Research,  X-Ray  and  Lab.  Tech.  Doctors 
and  Related  Personnel 

Skillfully  and  Confidentially  Screened 
for  Individual  Employers’  Requirements 

DRUSILLA  ZUBER 

Director  Licensee 


PHONE:  CH  2-8686 

Foi  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  * Eve  Courses 
Co-ed  (Founded  1 936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


EasteniT 

Ucfvooi  FOR  PHYSICIANS'  AIDES 


Buy  Savings  Bonds 
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FOR  RENT 


For  rent  in  Valley  Stream,  L.  I.,  Professional  building. 
Office  with  two  private  entrances;  from  street  and  from 
free  parking  facilities.  Unique  opportunity  for  one  or  more 
doctors,  dentists  or  other  professionals.  Reasonable  rent, 
only  $125  monthly.  Lease  if  requested.  Kamen  Realty 
Co.,  88  Lynwood  Drive,  Valley  Stream,  L.  I.,  Valiev 
Stream  5-2063. 


WANTED 


General  practice  or  partnership  wanted.  Suburban  N.  Y. 
State,  within  40  miles  of  N.  Y C.  With  or  without  house. 
Will  invest.  Box  582,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage,  dark 

room.  Retiring  doctors  fully  equipped  office.  Furniture 
for  sale.  Good  location.  HOneywood  6-1449. 


FOR  SALE 


Corner  property  in  Cathedral  Gardens  Section,  West  Hemp- 
stead, Long  Island,  N.  Y.  Four  bedrooms,  three  and  one 
half  baths.  Excellent  opportunity  in  location  for  physician. 
V.  Stanley  McAllister,  147  Groton  Place,  West  Hempstead, 
N.  Y.  Hempstead  7-8475. 


FOR  SALE 


Fifteen  years  established  general  practice  (physician  and 
surgeon)  80  miles  from  N.Y.C.  Home-Office-Combination 
with  9 office  rooms  equipped;  for  sale  or  rent  with  option  to 
buy  $20,000  and  better  income.  Marvelous  opportunity  for 
a young  doctor.  Retiring  because  of  health.  Box  578,  N.  Y. 
St.  Jr.  Med. 


FOR  RENT 


11  EaBt  68th  Street.  Attractive  room  in  newly  furnished 
office  suite.  Full  time  or  part  time.  Share  waiting  room. 
Secretary-receptionist.  Especially  suited  for  psychiatrist 
or  neurologist.  REgent  7-2656. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  $75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St„  N.  Y.  C.  EN  2-6845. 


WANTED 


General  Practitioner  to  replace  only  doctor  who  is  recalled 
to  military  service.  Village  of  600,  with  surrounding 
rural  territory.  For  details,  please  contact  C.  J.  Smith, 
Clerk,  Village  of  Morris,  N.  Y. 


WANTED 


Wanted:  Associate  for  G.  P.,  in  view  full  partnership. 
Suburban  N.  Y.  Box  602,  N.  Y.  St.  Jr.  Med. 


Experienced,  middleaged  G.  P , successful,  wishes  to  re- 
locate, Nassau  or  Westchseter  County,  preferably  in  part 
nership.  Box  603,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Best  professional  location  in  Great  Neck,  L.  I.  Residence, 
large  garden,  2-car  garage;  for  one  or  two  doctors;  full  or 
part  time.  Write  6 Cedar  Drive,  Tel.  2-3007-J,  mornings. 


FOR  SALE 


Selling  7 Room  House,  on  large  corner  plot,  Oceanside, 
Long  Island.  Ideal  location  for  physician.  Growing  com- 
munity, $18,000.  Box  604,  N.  Y.  St.  Jr.  Med. 


TO  SHARE 


Roentgenologist — New  York  City,  midtown,  West  Side — 
Large  apartment,  excellent  layout,  fully  equipped,  tech- 
nician. Secretarial  services,  some  radiology  work  guaran- 
teed to  offset  part  of  rent.  Endicott  2-2443  or  Box  600, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


New  York  City — Whitestone.  General  practice.  Established 
10  years.  Good  location.  Home-office  combination,  equip- 
ment, records.  On  account  of  death.  Call  Flushing  3-5463. 


WANTED 


DIPLOMATE  IN  RADIOLOGY — -desires  part-time  asso- 
ciation with  hospital,  clinic  or  private  group.  Box  601, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Williston  Medical  Center.  Superbly  located,  Hillside  Avenue. 
The  heart  of  town.  Nassau  County,  Long  Island.  Lim- 
ited amount  of  space  available  to  Specialists  only.  In- 
cluded among  the  present  tenants  are  a clinical  lab.,  radi- 
ologist, and  a number  of  specialists,  established  in  this  area. 
Exceptional  opportunity.  Pediatrician,  Dermatologist,  Oto- 
laryngologist, Urologist,  etc.  100  Hillside  Ave.,  Williston 
Park,  Long  Island.  Garden  City  7-7739. 


OFFICES  TO  SHARE 


41  Eastern  Parkway,  Brooklyn.  2 connecting  suites  of 
doctors’  offices  with  double  reception  room.  Each  suite 
contains  consultation  room  and  2 examining  rooms.  All 
newly  reconstructed,  redecorated,  refurnished  and  re-equip- 
ped. All  hours  available.  BArclay  7-2750. 


^ PHARMACEUTICALS 

W A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  NY-11-52 

£ THE  ZEMMER  CO  tg  Pittsburgh  13,  Po. 
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Here  are  seven  salient  facts 

about  NEO-PENIL* 

. . . the  new,  long-acting  derivative  of  penicillin. 


1.  'Neo-Penil’  gives  higher  concentrations  in  the  lung  than  those  obtained  with 
sodium  or  procaine  penicillin. 


2.  'Neo-Penil’  gives  higher  concentrations  in  the  sputum  than  those  obtained  with 
sodium  or  procaine  penicillin. 


3.  'Neo-Penil'  also  gives  higher  concentrations  in  certain  other  body  tissues 
and  body  fluids  than  those  obtained  with  sodium  or  procaine  penicillin. 


4.  'Neo-Penil'  has  been  used  successfully  in  a wide  range  of  clinical  conditions, 
particularly  in  upper  respiratory  infections. 


5.  Unlike  the  other  new  antibiotics,  'Neo-Penil'  is  no  more  toxic  than 
procaine  penicillin. 


6.  'Neo-Penil'  is  available  at  retail  pharmacies  in  single-dose,  silicone-treated 
vials  of  500,000  units. 


7.  Full  information  about  'Neo-Penil'  accompanies  each  vial , or  may  be 
obtained  by  writing  to: 


Smith,  Kline  & French  Laboratories,  Philadelphia  1,  Pa. 


*T.M.  Reg.  U S.  Pat.  Off.  for  penethamate  hydriodide,  S.K.F.  (penicillin  G dieihylaminoethyl  ester  hydriodide) 
Patent  Applied  For 
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prolonged 


relief 

from 

nasal 

congestion 

within 

2 minutes 

with 


just 

2 drops 
of 


Privine 

(BRAND  OF  NAPHAZOLINE  HYDROCHLORIDE) 


<§> 


hydrochloride  0.05  % 


potent,  prompt-acting 
Privine  is  a virtually 
nonirritating 
nasal  vasoconstrictor 
which  can  be  administered 
to  children  as  well 
as  adults. 


Summit,  N.  J. 


pack  after 
pack! 
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Bemotinic 


more 


than  toon  alone 


. . . may  be  needed  to  accelerate  recovery  in 
microcytic  hypochromic  anemia.  This  is  particularly 
true  when  the  anemia  is  the  result  of  blood  loss.  In  such 
cases,  you  will  want  to  prescribe  not  only  iron  but 
all  the  elements  known  to  be  essential  for  the 
development  and  maturation  of  red  blood  cells. 

"Bemotinic”  provides  all  these  factors. 


Ferrous  sulfate  exsic.  (3  gr.)  . . 200.0  mg. 
Each  I Vitamin  B12U.S.P.  (crystalline)  . 10.0  meg. 

capsule  / Gastric  mucosa  (dried) 100.0  mg. 

contains:  / Desiccated  liver  substance,  N.F.  . 100.0  mg. 

Folic  acid 0.67  mg. 

Thiamine  HC1  (B,) 10.0  mg. 

Vitamin  C (ascorbic  acid)  ....  50.0  mg. 


In  macrocytic  hyperchromic  anemias,  "Bemotinic” 
will  provide  additional  support  to  specific 
therapy,  or  may  be  used  for  maintenance  once 
remission  has  been  achieved.  In  many 
pernicious  anemia  patients  there  is  a need  for 
iron  because  of  a co-existent  iron  deficiency. 

Suggested  Dosage:  One  or  2 capsules  (preferably 
taken  after  meals)  three  times  daily  or  as 
indicated. 

No.  340— Supplied  in  bottles  of  100  and  1,000 

lor  just  the  right  shade  of  red 
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prompt . ..  prolonged . . . 

prescribed  relief  of  pain 

APAM  i DE 


BRAND  • TRADEMARK  tdblCtS 

(N-acetyl-p-aminophenol,  0.3  Gm.) 

analgesic-antipyretic 

rapid,  direct  analgesia 

Apamide  quickly  relieves  pain  and  reduces  fever  through  direct 
analgesic-antipyretic  action.  It  avoids  the  delay  inherent  in  compounds 
that  require  metabolic  transformation  to  produce  analgesia. 

prolonged  relief  of  pain 

Apamide  goes  to  work  fast.  It  raises  the  pain  threshold  substantially  within 
30  minutes,  reaches  peak  effect  in  about  2Vz  hours  and  continues  to  be  effective 
for  approximately  4 hours. 

well-tolerated  analgesic 

Apamide  is  a pure,  active  agent  that  does  not  produce  extraneous,  possibly 
toxic  metabolites.  High  dosages  over  long  periods  have  not  been  shown  to  cause 
toxic  reactions  or  gastric  upsets.  It  is  extremely  valuable  in  patients  who 
cannot  tolerate  salicylates. 

R.  only 

Available  only  on  your  prescription,  Apamide  permits  precise  control 
of  dosage  and  duration  of  treatment  by  you.  Prescribe  it  for  relief  of  pain 
and  reduction  of  fever  in  respiratory  infections,  functional  headache, 
muscular  or  joint  pain  and  dysmenorrhea.  Average  adult  dose,  1 tablet 
every  four  hours. 


for  a sedative-analgesic 
prescribe 

APROMAL 

BRAND  • TRADEMARK  tdblCtS 

(N-acetyl-p-aminophenol,  0.15  Gm.  and  acetylcarbromal,  0.15  Gm.) 

non-narcotic,  non-barbiturate 

Apromal  is  especially  valuable  in  those  cases  where  pain  coexists  with  tension,  anxiety, 
restlessness,  excitement,  nervousness  and  irritability.  Apromal  contains  Apamide 
and  the  widely  used,  gentle  daytime  sedative,  acetylcarbromal.  Enhancement  of  both 
analgesia  and  sedation  is  secured  by  this  combination.  Average  adult  dose, 

1 tablet  every  4 hours. 


AMES 

COMPANY.  INC.,  ELKHART,  INDIANA 


Ames  Company  of  Canada.  Ltd.,  Toronto 
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for  the  successful  treatment^of  • • • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  Yor!< 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing , Modernized  Form  of  Burow's  Solution 
DOMEBORO  — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  t 

Dome  paste  bandage  is  a flesh  colored,  4 " x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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prompt  and 
prolonged 
decongestion 

in  COLDS 
...SINUSITIS 


Neo-Synephrine  hydrochloride,  through  immediate  and  prolonged 
decongestive  action,  not  only  restores  nasal  patency,  but  also 
helps  to  reestablish  and  protect  the  physiologic  defense  mechanisms 
of  the  nasal  cavity:  sinus  drainage  and  aeration. 

Neo-Synephrine  hydrochloride  is  notable  for  its  relative  freedom 
from  sting  and  for  virtual  absence  of  compensatory  congestion. 
Furthermore,  it  does  not  usually  produce  systemic  side  effects  such 
as  nervous  excitation,  cardiac  reaction  or  insomnia. 

The  decongestive  action  of  Neo-Synephrine  hydrochloride  is  undi- 
minished by  repeated  use  — insuring  relief  throughout  the  dura- 
tion of  the  illness. 

V\%  solution  (plain  and  aromatic),  1 oz.  bottles 
H and  1%  solutions  (when  stronger  vasoconstrictive  action  is 
needed),  1 oz.  bottles 
Vi%  water  soluble  jelly,  % oz.  tubes 


' ■ 


Neo  - Synephrine ’ 


HYDROCHLORIDE 


j 

o-Synephrine,  trademark  reg.  U.  S.  & Canada,  brand  of  phenylephrine 
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handle  with  care 


When  the  itching  infant  urgently  needs  re- 
lief, his  tender  skin  must  be  “handled  with 
care”  and  therefore  — no  phenol  (as  in  cala- 
mine c phenol),  no  cocaine,  in  fact  no  irri- 
tating or  sensitizing  agents.  His  loud  and 
insistent  appeal  calls  for 

A BLAND  AND  EFFECTIVE  RESPONSE 

Colmitol  Ointment  affords  potent,  antipru- 
ritic control  (in  contradistinction  to  cala- 
mine1) through  its  active  ingredients  cam- 
phorated chloral,  hyoscyamine  oleate  and 
menthol  (Jadassohn’s  Formula).  Calmitol  is 
“preferred”2  for  safety  because  it  contains  no 
phenol3  (in  contradistinction  to  calamine  c 
phenol)  and  no  antihistaminics  or  sensitiz- 
ing agents. 


CALMITOL 


The  bland  antipruritic 


1 . Goodman,  Herman:  J.A.M.A.  12 9:707,  1945. 

2.  Lubowe,  I.  I.:  New  York  State  Journal  of 
Medicine  50:1743,  1950. 

3.  Underwood,  G.  B.,  Gaul,  L.  E.,  Collins, 
E.,  and  Mosby,  M.:  J.A.M.A.  130-249,  1946. 
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a new  2 ft.  vial  package 


in  addition  to 
the  5 cc.  size 


individually  packed 


For  the  prolonged  relief  of 
BRONCHIAL  ASTHMA 


SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1-200 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY. 


For  the  patient’s 


For  additional  information  just  send 
your  Rx  blank  marked  143P11 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  inhered 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 

Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 

Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  2 cc.  multiple-dose  vials 
(five  to  a package)  and  in  5 cc.  vials  (individually  packaged) 
at  a saving  in  cost  to  both  physician  and  patient. 
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N.E.J.  Med.  227:  p.  736. 
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Samuel  Sanes,  Vice-Chairman Buffalo 

M.  J.  Fein,  Secretary New  York  City 

Harry  P.  Smith,  Delegate New  York  City 

PEDIATRICS 


Russell  B.  Scobie,  Chairman Newburgh 

Harold  W.  Dargeon,  Vice-Chairman  . New  York  City 

Frederick  W.  Bush,  Secretary Rochester 

Frederick  H.  Wilke,  Delegate New  York  City 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Clayton  M.  Steward,  Chairman Saranac  Lake 

Berwyn  F.  Mattison,  Vice-Chairman Buffalo 

William  C.  Spring,  Jr.,  Secretary . New  York  City 
Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Harold  W.  Jacox,  Vice-Chairman  . New  York  City 

Thomas  N.  Sickels,  Secretary Watertown 

Frank  J.  Borrelli,  Delegate New  York  City 

SURGERY 

Walter  S.  Walls,  Chairman Buffalo 

Edward  J.  Donovan,  Secretary . . New  York  City 
William  F.  MacFee,  Delegate New  York  City 

UROLOGY 

Frank  C.  Hamm,  Chairman Brooklyn 

John  S.  Fitzgerald,  Vice-Chairman ..Utica 

Thomas  A.  Morrissey,  Secretary. . . .New  York  City 
John  S.  Fitzgerald,  Delegate Uticti 


SESSIONS 

1952-1953 

HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

(To  he  appointed)  (To  he  appointed) 

PUBLIC  RELATIONS 
(To  he  appointed) 
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ALZINOX 


[Brand  of  Dihydroxy  Aluminum  Aminoacetafe] 


an  Hntacid  WITH  PROMPT 


and  PROLONGED  E F rECTlWNE^ 
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FLEXIBLE  BUFFER  ACTION, 


low  auTmi  m LJ  M CONTENLl 


FREEDpJ 

M FROM  ACID  REBOUND  1 
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CEPTIONAL  PATIENT-APPEAL 

ALZINOX  offers  swift  relief  of  pain  in 
hyperacidity  and  uncomplicated 
cases  of  peptic  ulcers. 

ALZINOX  Tablets  and  ALZINOX  Magma 
are  both  highly  acceptable  to  pa- 
tients. The  tablets  are  small  enough, 
and  disintegrate  rapidly  enough  in 
the  stomach,  to  be  swallowed  with- 
out chewing. 


TH  E 

E.  L.  PATCH  COMPANY 

STONEHAM  • MASSACHUSETTS 


ALZINOX  Tablets- -0.5  Gm.  (7'/2  gr.);  bottles 
of  100  and  500 

ALZINOX  Magma- -0.5  Gm.  (7'/2  gr.)  per 
5 cc.;  bottles  of  8 fl.oz. 

For  extra  sedation  and  spasmolysis: 
Tablets  ALZINOX  with  Phenobarbital 
('A  gr.)  and  Homatropine  Methyl  Bromide 
C/100  gr.),  bottles  of  100  and  500 
Magma  ALZINOX  with  Phenobarbital  (Vs  gr. 
per  5 cc.)  and  Homatropine  Methyl  Bro- 
mide C/100  gr.  per  5 cc.);  bottles  of  8 fl.oz. 
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nutritional  debility 


nervous  tension 


smooth  muscle  spasm 


in  this  circling  syndrome..: 


ONASEDA 


Smooth  muscle  spasm  — initiated  by  nervous  tension  or  as  a 
consequence  of  organic  diseases  — is  most  often  accompanied  by  a loss 
of  appetite  leading  to  nutritional  debility.  When  this  self-perpetuating 
cycle  is  created,  “Donaseda"  provides  threefold  corrective  action. 

The  specially  prepared,  whole  leaf  Belladonna  Alkaloids  and 
phenobarbital,  carefully  blended,  provide  the  desired  spasmolytic  and 
sedative  actions.  The  inclusion  of  B complex  factors  (particularly 
Bx  and  B12)  helps  to  increase  appetite,  maintain  proper 
nutritional  status,  and  safeguard  the  integrity  of  nervous  tissue. 

Whether  the  origin  of  the  smooth  muscle  spasm  is  central  or  local,  Donaseda 
is  useful  because  its  ingredients  are  compounded  to  quiet,  relax,  and  nourish. 


DONASEDA* 


TABLETS 

ELIXIR 


Each  tablet  contains: 

Powdered  Extract 

Belladonna,  USP 0.25  grain 

Phenobarbital  USP  0.25  grain 

Warning:  May  be  habit  forming 
Vitamin  B,  (Thiamine  HC1 ) 5.0  mg. 

Vitamin  B2  (Riboflavin)  2.0  mg. 

Vitamin  B8  (Pyridoxine  HC1)  0.5  mg. 

Vitamin  Bia  USP  1.5  meg. 

Niacinamide  10.0  mg. 


Dosage:  1 tablet  t.i.d.,  or  as  needed 
Supplied : 

Bottles  of  100's  on  prescription  only 


Each  5 cc.  (1  tsp.)  contains: 

Total  Belladonna  Alkaloids  0.2  mg. 

Phenobarbital  USP  0.25  grain 

Warning:  May  be  habit  forming 
Vitamin  Bi  (Thiamine  HC1 ) 5.0  mg. 

Vitamin  B2  (Riboflavin)  2.0  mg. 

Vitamin  B8  (Pyridoxine  HC1 ) 0.5  mg. 

Vitamin  B!2  USP  1.5  meg. 

Niacinamide  10.0  mg. 

15%  Alcohol  (By  volume) 

In  a flavored  sherry-wine  base 
Dosage:  1 tsp.  t.i.d.,  or  as  needed 
Supplied: 

Bottles  of  16  oz.  on  prescription  only 


IVES-CAMERON  COMPANY,  INC.  • 


22  East  40th  Street,  New  York  16,  N.  Y 


*Trade-mark 
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Camp  Supports  give  firm  support  to  the  low  back; 
they  are  easily  intensified  by  reinforcement  and 
afford  a more  stable  pelvis  to  receive  the  superin- 
cumbent load.  They  also  alloiv  freedom  for  con- 
traction of  abdominal  muscles  under  the  support 
in  instances  of  increased  lumbar  curve. 


LUMBOSACRAL 
SUPPORT 
FOR  THE 


Obesity  and  pendulous  abdomen 
are  not  rare  complications  of 
the  “lame  backs”  caused  by 
postural  and  occupational 
strain,  injuries,  arthritis  and 
other  conditions.  Camp  has 
developed  the  illustrated 
garment  when  support  is 
indicated  for  patients 
presenting  such  dual  problems. 
It  is  one  of  several  supports 
available  for  various  patients 
and  their  individual 
requirements.  If  you  do  not 
have  a copy  of  the  Camp 
“Reference  Book  for  Physicians 
and  Surgeons,”  it  will  be  sent 
upon  request. 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


nexcelled  antihistamine... 

in  potency 
in  degree  of  relief 
in  incidence  of  effectiveness 
in  freedom  from  side  effects 


' f 

jf 


IH  LOR  - TRIME  TON 

maleate 


idicaled  in  all  allergies  responding 
■ antihistamine  therapy.  Culoh-Trimetoiv® 
aleatc  (chlorprophcnpyridamine  maleate),  is 
• ailable  in  tablets,  in  syrup,  and  in  solution  for  injection. 


— ^ 

CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


In  Canada:  CM  LOW  TR1METON  is  ki 


as  CHI.OR-TR1POLON 


CH  LOR  - TRIME  TON 
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Employed  as  the  sole  medication,  Arobon  quickly  controls  the  simple 
diarrheas  so  frequently  encountered  in  patients  of  all  ages.  Prepared 
from  specially  processed  carob  flour,  it  provides  a high  natural  content 
of  pectin,  lignin,  and  hemicellulose.  Its  water-binding  action  promptly 
leads  to  formed  stools,  and  the  occluding  activity  of  its  contained  pectin 
and  other  complex  carbohydrates  binds  and  removes  offending  toxins 
and  bacteria.  Arobon  is  pleasant  to  take  and  tends  to  counteract  the 
nausea  associated  with  diarrhea. 


No  Interference  with  Antibiotic  Absorption 

Clinical  studies  have  shown  that  Arobon  does  not  interfere  with  the 
absorption  of  orally  administered  broad  spectrum  antibiotics.  Hence  it 
can  be  given  to  advantage  in  the  specific  dysenteries  in  conjunction 
with  antibiotic  therapy  for  its  valuable  action  upon  intestinal  motility. 

The  average  single  dose  for  adults  is  2 tablespoonfuls  in  4 oz.  of  milk, 
and  for  children,  1 tablespoonful  in  4 oz.  of  milk,  for  infants,  2 tea- 
spoonfuls in  4 oz.  of  water  or  skim  milk  and  boiled 
for  minute. 

Arobon  is  available  in  5 oz. 
bottles  at  all  pharmacies. 


THE  NESTLE  COMPANY,  INC. 

WHITE  PLAINS,  NEW  YORK 
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Globin  Insulin  ‘B.W.&Co. 


for 

the 

new 

diabetic 


In  the  recently  established  case  of  diabetes, 
it  is  often  advantageous  to  stabilize  the  patient 
with  intermediate  acting  Globin  Insulin. 

Most  mild  and  many  severe  cases  can  be  controlled  with  a 
single  injection  daily. 

A clear  solution,  it  permits  accurate  measurement  of  doses. 

When  Globin  Insulin  is  given  before  breakfast  the  peak 
of  action  occurs  in  the  late  afternoon,  when  it  is 
conveniently  balanced  by  distribution  of  the 
carbohydrate  in  the  diet. 

‘Wellcome'®  brand  Globin  Insulin  with  Zinc. 

In  vials  of  10  cc.,  10  units  or  80  units  per  cc. 


Burroughs  Wellcome  & Co.  (U.S.A.)  Inc.,  Tuckahoe  7,  N.  Y. 
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in  the  office  . . . 
sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  E R AG R A M 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate  i 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


INDEX  TO  ADVERTISERS 


Ames  Company,  Inc 2691 

Ar-Ex  Cosmetics  Inc 2828 

Armour  Laboratories 2711 

Astra  Pharmaceutical  Products 2827 
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Dr.  Barnes  Sanitarium 2829 

Baxter  Laboratories 2743 

Bayer  Company 2718 

Beechnut  Packing  Company 2724 
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Brigham-Hall  Hospital 2829 
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sick  people 
need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

Therapeutic  Formula 

Vitamin  Capsules  Squibb 

Each  Capsule  contains: 

Vitamin  A (synthetic) 

25,000  U.S.P.  units 

Vitamin  D 

1 1,000  U.S.P,  units 

Thiamine  Mononitrate 

10  mg. 

Riboflavin 

1 5 mg. 

Niacinamide 

150  mg. 

Ascorbic  Acid 

1 150  mg. 

Bottles  of  30,  100  and  1000. 

IBB 

'THERAGRAN'  IS  A TRADEMARK  Of 

• E.  R.  SQUIOO  & SONS. 
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Inhibitory  action  of  penicillin  (/), 
streptomycin  (2),  and  PenStrep  (3), 
on  a mixed  culture  of  gram-positive 
and  gram-negative  organisms. 


Wide-Spectrum  Bactericidal  Action 
in  TWO  Dosage  Forms 

PENSTREP*  "4  P/i”  \ : PENSTREP*  "4:1” 


PenStrep  contains  a total  of  400,000  units  Crystalline  Penicillin  in  both 
rapid-  and  prolonged-acting  forms,  together  with  Crystalline  Dihydro- 
streptomycin Sulfate — the  purest  form  of  dihydrostreptomycin  available. 
PenStrep  provides  potent,  synergistic  bacteric/t/o/  action  that  is  effective 
over  a wide-range  spectrum. 

Two  forms  of  PenStrep  are  available:  ”4:Vi’\  containing  V2  Gm.  of 
dihydrostreptomycin,  and  ”4:1”,  containing  1 Gm.  It  is  recommended 
that  ”4:1”  be  used  for  short  intensive  periods  of  therapy;  ”4:  Vi”,  for 
prolonged  treatment  periods. 

Supplied:  Both  dosage  forms  in  one-dose  and  fivs-dose  vials. 


•PenStrep  is  a trade-mark  of  Merck  & Co.,  Inc. 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO., Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 
In  Canada : MERCK  4 CO.  Limited  - Montreal 


When  Clinical  Proof  is  Your  Guide 


are  indicated  . . . 


faw/// 

The  NEW  O-TOS -NIO-SAN 

is  a Specific  in  Suppurative  Ear  Infections  — 
both  Acute  and  Chronic,  also  External  Otitis 
because  it  is  . . . 

BACTERICIDAL . . 

• (GRAM-POSITIVE -GRAM-NEGATIVE) -it  KILLS 
BACTERIA,  including  BACILLUS  PROTEUS, 

B.  PYOCYANEUS,  E.  COLI,  BETA  HEMOLYTIC 
STAPHYLOCOCCUS  AUREUS 

(Isolated  from  ear  infections  and  found  resistant 
to  antibiotics  in  laboratory  tests) 

FUNGICIDAL.. 

• it  KILLS  FUNGI -including  ASPERGILLI, 
TRICOPHYTON,  MONILIA,  and 
MICROSPORUM 

NON-TOXIC  • NON-IRRITATING 
STABLE  • CLEAR 

PROVED  EFFECTIVE  AGAINST  ANTIBIOTIC  RESISTANT  STRAINS  OF  ORGANISMS 

FORMULA: 

A NEW,  improved  process,  using 
Doho  glycerol  base,  results  in  a 
chemical  combination  having 
these  valuable  properties. 

Urea  2.0  GRAMS 

Sulfathiazole  1.6  GRAMS 

Glycerol  (DOHO)  Base 

16.4  GRAMS 
(Highest  obtainable  spec,  grav.) 

Substantiating  Laboratory  and  Clinical  data  in  press. 

/// 

TRY  NEW  O-TOS-MO-SAN  in  your 
most  stubborn  cases,  the  results  will 
prove  convincing. 

i 

i 


AURALGAN- After  40  years  STILL 
the  auralgesic  and  deeongestant 


RHINALGAN  — safe  nasal  decongestant. 
Acts  locally  NOT  systemically. 
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Wherever  and  whenever  you  need  it  . . . 

FAST  FACTORY  APPROVED  SERVICE  FOR  YOUR 
CARDIOTRON  and  META-BASAL  PORTABLE 

Prompt,  efficient  service  is  no  further  than  your  phone  when  your  CARDIOTRON  or 
META-BASAL  PORTABLE  requires  any  adjustment  or  repairs. 

In  New  York  City  the  CARDIOTRON  and  META-BASAL  PORTABLE  dealers  are: 

In  Manhattan,  Bronx  and  part  of  Westchester  County: 

Falk  Surgical  Corp.,  1430  3rd  Ave.,  New  York,  N.  Y. 

Also  in  Westchester  County: 

G.  and  0.  Surgical  and  Dental  Supply  Co.,  Inc.,  311  Mamaroneck  Ave., 

White  Plains,  N.  Y. 

In  Brooklyn  and  Staten  Island: 

Mayflower  Surgical  Supply  Co.,  2515  86th  St.,  Brooklyn,  N.  Y. 

In  Queens,  Nassau  and  Suffolk  Counties: 

Fulton  Surgical  Co.,  Inc.  169-01  Jamaica  Ave.,  Jamaica,  N.  Y. 

Throughout  New  York  State: 

The  Kenneth  A.  Love  Co.,  3212  South  Salina  St.,  Syracuse  5,  N.  Y.  is  ready  to  serv- 
ice your  CARDIOTRON  or  META-BASAL  PORTABLE. 

TEIfidnoTlufsical  laboratories,!)  ac. 

65  HARVARD  AVENUE,  STAMFORD,  CONN. 


BASIC 


REG.  U S.  PAT  OFF. 

FOOTWEAR 


MANHATTAN  34  WEST  36th  ST. 
BROOKLYN  288  LIVINGSTON  ST. 
FLATBUSH  843  FLATBUSH  AVE. 

Other  Stores  Located  At: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


WRITE  FOR 

SHOE  ALTERATION  FOLDER 


i WEDGES 


ALTERATIONS 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


DOCTOR  . . . . 

IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cost  from  o children’s  dental  clinic  show- 
ing maloclusion  doe  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...recommend...' 


HUN 


Order  from  your  supply  house  or  pharmacist 


A NEW 
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REPOSITORY  ACTHAR 


To  greatly  expand 
the  usefulness 
of  ACTH 
in  your  practice 


Administered  As  Easy  As  Insulin: 

HP* ACTHAR  Gel  can  be  injected  subcutane- 
ously as  well,  as  intramuscularly  with  a 
minimum  of  discomfort. 

Fewer  Injections:  One  to  two  doses  per 
week  may  suffice  in  many  cases  (see  pack- 
age insert  for  complete  dosage  schedule  or 
write  for  full  information). 

Rapid  Response,  Prolonged  Effect: 
HP*ACTHAR  Gel  combines  the  two-fold  ad- 
vantage of  sustained  action  over  prolonged 
periods  of  time  with  the  quick  response  of 
lyophilized  ACTHAR. 

Much  Loner  Cost:  Recent  significant  re- 
duction in  price,  together  with  the  reduced 
frequency  of  injections,  have  advanced  the 
economy  of  ACTH  treatment  so  markedly 
that  it  is  now  within  everybody’s  reach. 


*Highly  Purified.  ACTHAR®  is  the  Armour  Labor- 
atories Brand  of  Adrenocorticotropic  Hormone  — 
ACTH  (Corticotropin) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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contrast  the  inherent 


SWELLING  pou/er 

/m\K 

of  s 


(the  concentrated  bulk  laxative 
qou’ve  been  waiting  for) 


with  a leading  “bulk”  laxative 
and  methylcellulose 


SWELLING  POWER  AT  38°C.  IN  20  HOURS 
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Note  the  comparative  twenty-four  hour  swelling 
power  of  Kalpin  and  methylcellulose.  At  left 
note  the  sustained  dispersion  of  Kalpin  (37  cc) 
as  opposed  to  methylcellulose  ( 17  cc)  at  end  of 
24  hours. 


« 


Note  the  comparative  twenty- 
four  hour  swelling  power  of 
Kalpin  and  a leading  “bulk” 
laxative.  Note  its  controlled 
swelling  in  water;  its  absence 
of  swelling  in  gastric  juice  and 
its  rapid  continuance  of  swell- 
ing in  intestinal  juice. 


(Built  experiments  made  in  a University  Hospital  Laboratory.) 
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the  charts  tell  the  storq  • • • 

but  not  all  of  iti 


-mr  -mm  t A natural  (non-synthetic)  concentrated  bulk  laxative 

flHL.  J mL  l^kl  derived  from  algae  of  the  sea  was  also  tested  on  “veterans 

of  laxation”  of  colonic,  and  spastic  types. 


It  was  found  that  the  stool  bulk  was  doubled  with  less 
than  half  the  dosage  of  other  “bulk”  laxatives  . . . that 
larger  bulk  in  the  intestine  stimulated  peristalsis  through 
“stretch  reflex”  and  was  90  per  cent  effective  without 
griping,  bloating  or  impaction. 


W W Kalpin  is  a pleasant-tasting  powder  which  insures 

™ patient-cooperation  . . . non-allergenic  . . . sugar-free. 

With  considerably  less  dosage  it  produces  smooth  liquid- 
retaining  mass  which  promotes  normal  physiologic  bowel- 
function.  Kalpin  is  not  chemically  fortified  and  needs 
only  normal  amounts  of  water  to  produce  swelling  and 
the  dosage  is  one  level  teaspoon  daily. 


Send  for  a liberal  test  supply  and  literature  on  in  vitro 
and  in  vivo  action  of  Kalpin. 


NEW  BRUNSWICK,  NEW  JERSEY 
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Q/w£aAXJ)'&Asyyv<sy^  is  the 
most  potent  of  a large  series 
of  spasmolytic  substances 
synthesized  by  Rosenmund 
and  coworkers.3  Outstand- 
ingly effective  in  ihe  control 
of  spasm  associated  with  pep- 
tic ulcers,  gastritis,  colitis, 
cardiospasm,  dysmenorrhea, 
and  other  conditions  involv- 
ing smooth  muscle  spasm.2  4-5 

usua]  a(]u]t  dose, 
1 to  3 tablets  dailv,  taken  after 
meals.  In  cardiospasm,  admin- 
ister before  meals. 

white,  scored 
tablets,  containing  120  mg. 
Antispasmin  Citrate,  bottles 
of  100,  500,  1,000.  Also  avail- 
able: tablets  containing  120 
mg.  Antispasmin  Citrate  and 
15  mg.  Phenobarbital,  bottles 
of  100,  500,  1,000. 

1.  Kulz,  F and  Rosenmund,  K.W.,  Klin. 
Wchnschr.,  17: 344  (1938). 

2.  Weiss,  S.,  Rev.  Gastroenterol.,  12: 436 
(1915). 

3.  Kulz,  1’.,  Rosenmund,  K.W.,  et  nl .,  Ber. 
deut.  chern.  Gesellschaft,  72B;  19;  2161 
(1939). 

4.  I.ux,  K.,  Klin.  Wchnschr.,  77:346(1938). 

5.  Ohr,  A.,  Therapie  d.  Gegenwart,  80: 29 
(1939). 


Safer  — yet  2 to  3 times 

more  powerful  than 


papaverine 


1,2 


Antispa 

(A  -rthy  l-3,.V  <li  phcnyldi propylamine,  Haymer) 

To  relax 

smooth 

muscle  spasm 


ARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  H illard  Streets.  Philaiielphta  34.  Pa. 
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in  ARTHRITIS 

and  allied  disorders 


BUTAZOLIDI N 


New. . . 

Non-Hormonal . . . 
Orally  Effective . . . 
Synthetic 


(brand  of  phenylbutazone*) 


for  relief  of  pain  plus 
improvement  of  function 


Now  available  on  prescription,  BUTAZOLIDIN  is  a new  and  potent 
agent  that  has  yielded  outstandingly  favorable  results  in  arthritis 
and  other  painful  musculoskeletal  disorders. 


On  the  basis  of  the  first  national  reports1-4  BUTAZOLIDIN: 

• Produces  therapeutic  benefit  in  virtually  all  forms  of  arthritis 
and  allied  disorders  such  as  bursitis  and  fibrositis. 

• Effectively  relieves  pain  in  approximately  75  per  cent  of  non- 
gouty  cases  and  in  almost  100  per  cent  of  cases  of  acute  gout. 

• Affords  functional  improvement  ranging  up  to  complete  remis* 
sion  in  a substantial  proportion  of  treated  cases. 


A totally  new  synthetic,  BUTAZOLIDIN  is  chemically  unrelated  to 
the  steroid  hormones.  It  is  orally  effective  and  seldom  produces 
toxic  reaction  of  a serious  character.  Moderate  in  cost,  BUTAZOL* 
IDIN  may  be  prescribed  even  for  patients  of  limited  means. 


‘ Bibliography 


*U.  S.  PAT.  NO.  2,562.830 


1.  Kuzell,  W.  C. ; Schaffarzick,  R.  W.  • Brown,  B.,  and  Mankle,  E.  A.:  Phenylbutazone 
(Butazolidin)  in  Rheumatoid  Arthritis  and  Gout.  J.A.M.A.  749:729  (June  21)  1952. 

2.  Steinbrocker,  0.;  Berkowitz,  S. ; Carp,  S. ; Ehrlich,  M.,  and  Elkind,  M. : Therapeutic 
Observations  on  Butazolidin  (Phenylbutazone)  in  Some  Arthritides  and  Related  Condi- 
tions. Paper  read  before  the  Annual  Meeting  of  the  American  Rheumatism  Association, 
Chicago,  111.,  June  6,  1952. 

3.  Freyberg,  R.;  Kidd,  E.  C.,  and  Boyce,  K.  C. : Studies  of  Butazolidin  and  Butapyrin 
in  Patients  with  Rheumatic  Diseases.  Paper  read  before  the  Annual  Meeting  of  the 
American  Rheumatism  Association,  Chicago,  111.,  June  6,  1952. 

4.  Kuzell,  W.  C.,  and  Schaffarzick,  R.  W. : Phenylbutazone  (Butazolidin)  and  Butapyrin 
in  Arthritis  and  Gout.  Paper  read  before  the  California  Medical  Association  Meeting  in 
Los  Angeles,  April  29,  1952. 


In  order  to  ensure  optimal  results  and  to  avoid  untoward  reactions, 
physicians  are  urged  to  send  for  the  BUTAZOLIDIN  brochure  or  to 
read  the  package  circular  carefully  before  prescribing. 


\ 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Company,  Inc.,  220  Church  Street,  New  York  13,  New  York 


2716 


WHEN  DIETARY 
SUPPLEMENTATION 
IS  NEEDED... 


what  more 


could  a supplement  provide  ? 

If  the  concept  of  an  ideal  dietary  supplement  could  be 
formulated,  it  might  well  be  one  that  provides  qualitatively 
every  substance  of  moment  in  human  nutrition.  It  would  pro- 
vide those  for  which  human  daily  needs  are  established  as 
well  as  others  which  are  considered  of  value,  though  their 
roles  and  quantitative  requirements  remain  unknown. 

How  Ovaltine  in  milk  approaches  this  concept,  and  how 
well  the  recommended  three  glassfuls  daily  augment  the  nutri- 
tional intake,  is  shown  in  the  appended  table.  The  two  forms 
of  Ovaltine  available — plain  and  chocolate  flavored — are 
closely  alike  in  their  nutrient  values. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


r 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for 
Daily  Use  Provide  the  Following  Amounts  of  Nutrients 


( Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 


VITAMINS 


♦CALCIUM 

1.12  Gm. 

CHLORINE 

900  mg. 

COBALT 

0.006  mg. 

♦COPPER 

....  0.7  mg. 

FLUORINE 

3.0  mg. 

♦IODINE 

0.7  mg 

♦IRON. 

12  mg. 

MAGNESIUM 

120  mg. 

MANGANESE 

0.4  mg. 

♦PHOSPHORUS 

940  mg. 

POTASSIUM 

1300  mg 

SODIUM 

560  mg 

ZINC 

2.6  mg. 

♦ASCORBIC  ACID 

BIOTIN 

CHOLINE 

FOLIC  ACID 

♦NIACIN 

PANTOTHENIC  ACID 

PYRIDOXINE 

♦RIBOFLAVIN 

♦THIAMINE 

♦VITAMIN  A 
VITAMIN  B,; 
♦VITAMIN  D 


37  mg. 
0.03  mg. 
200  mg. 
0.05  mg. 
6.7  mg. 

3.0  mg. 
0.6  mg. 

2.0  mg. 
1.2  mg. 

3200  I.U. 
0.005  mg. 
420  I.U 


♦PROTEIN  (biologically  complete) 32  Gm. 

♦CARBOHYDRATE 65  Gm. 

♦ FAT 30  Gm. 

’Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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WHAT  IS  DENCOTAR? 

DENCOTAR  is  a trademark  designating  products  containing  a specially  processed 
crude  coal  tar  recently  developed  in  the  laboratories  of  The  Denver  Chemical  Mfg.  Co.,, 
Inc.  There  is  no  other  coal  tar  just  like  that  contained  in  DENCOTAR  Products. 

The  special  processing  of  crude  coal  tar  does  three  things: 

1.  Removes  low  molecular  irritants. 

2.  Removes  inert  sludge. 

3.  Combines  tar  with  a vegetable  oil  in  which 
is  produced  ozonides  (organic  peroxides). 

DENCOTAR  OINTMENT  Sulphurated . . . contains  specially 
processed  crude  coal  tar,  precipitated  sulphur,  and  menthol  in 
non-greasy  cosmetic  base  containing  starch.  The  base  permits 
absorption  of  the  active  ingredients  well  beyond  that  effected 
by  ordinary  bases  and  therefore  minimum  amounts  of  the  proc- 
essed crude  coal  tar  are  required  to  produce  maximum  thera- 
peutic effects. 

INDICATIONS  . . . for  all  skin  conditions  requiring  tar.  dencotar  ointment  Sulphurated 
should  be  the  treatment  of  choice  in:  Eczema  — subacute  or  chronic.  Nummular  eczema. 
Psoriasis,  Atopic  dermatitis,  Neuro-dermatitis,  Seborrheic  dermatitis  (body  and  scalp),  all 
chronic  dermatoses,  with  or  without  itching. 

FORMULA:  Menthol,  .125%,  Precipitated  Sulphur,  1%,  Specially  processed  crude  coal  tar,  1.5%,  Starch,  5%, 
Non-greasy,  water  miscible  base,  Qs. 

DENCOTAR  SHAMPOO  ...  is  a delightful  new  shampoo  con- 
taining 1%  of  the  specially  processed  crude  coal  tar  in  a pure 
castile  soap  base,  dencotar  shampoo  has  a stimulating  effect  on 
the  scalp,  and  combined  with  massage,  should  be  used  regularly 
to  maintain  a healthy  state  of  scalp  and  follicles. 

SEBORRHEIC  DERMATITIS  OF  THE  SCALP  . . . Dencotar 
Shampoo  is  indicated  for  use  with  dencotar  ointment  Sulphura- 
ted in  the  treatment  of  scalp  conditions.  It  is  particularly  helpful 
in  combatting  seborrheic  dermatitis,  including  dandruff. 

DENCOTAR  PRODUCTS  contain  a new  and  different  type  of  crude  coal  tar.  To  the 
best  of  our  knowledge  no  other  products  containing  crude  coal  tar  of  this  type  have  ever 
been  offered  to  the  medical  profession. 

SAMPLES  AND  LITERATURE  ON  REQUEST 
These  Products  are  Advertised  Only  to  the  Medical  Profession 

THE  DENVER  CHEMICAL  MFG.  CO.,  INC.  * ® 

DA-11,  163  Varick  Street,  New  York  13,  N.  Y. 
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FLAVORED 

CHILDREN’S  SIZE 

BAYER  ASPIRIN 


V w / 

d 

-£T; 

' VJ)  c=/) 

is 

kI  A 

Swallowed  Whole 

Chewed 

Dissolved  on  Tongue 

Or  in  Food 
Or  liquid 


II  e will  be  pleased  to  send  samples  on  request. 

THE  HAYEK  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Hroa.Uav,  N.w  York  18,  N.  Y. 
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in  resistant 

non-healing 

skin  lesions 


r g\\  -u  • • ^ 

i hloresmm 


ointment  and 
solution  (plain  ) 


promotes  normal  repair 

In  a leg  ulcer  of  15  years'  standing,  complicated  by  infection  and  inadequate 

blood  supply,  CuLORESIUM®  OINTMENT  was  used  in  conjunction  with  local  infiltrations 
of  an  antibiotic.  The  lesion  involved  the  entire  circumference  of  the  leg  on  the  site 
of  an  old  burn.  Throughout  treatment  the  patient  remained  ambulatory,  and  in 

seven  months  the  ulcerated  area  was  considered  entirely  healed.  The  investigator 
concluded  that  “.  . . the  time  involved  . . . does  not  detract  from  the  fact  that 
healing  did  occur  in  a lesion  of  15  years’  duration  in  an  ambulatory 
patient  destined  to  work  in  an  unfavorable  environment.”* 

In  a chronic  dermatosis  of  the  leg  of  4 years’  duration  in  a patient  suffering  from 
elephantiasis,  twelve  days  of  ClILORESIUM  OINTMENT  therapy 
eliminated  all  but  a few  of  the  raw,  weepy  areas.  The  remainder 

of  the  skin  was  “soft,  pliable,  not  tender  and  appeared  well  healed.”* 


Chloresium  Ointment  and  Solution 
( Plain)  contain  water-soluble 
derivatives  of  chlorophyll  “a”  as 
standardized  in  N.N.R.  These 
derivatives,  highly  concentrated  and 
purified,  provide  the  optimum 
therapeutic  benefits  obtainable 
from  chlorophyll. 


*Lowry,  K.F.:  Management  of  Resistant, 
Non-healing  Skin  Lesions, 

Postgrad.  Med.  11:523,  1952. 


^2^^225^^  ointment 

-1-ounce  and  4-ounce  tubes 

solution 

(plain  ) 

— 2*ounce  and  8-ounce  bottles 


Mount  Vernon,  New  York 
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Oboe 


1 BOTH  CAUSES  for  overeating  are  sup- 

pressed  by  OBOCELL: 

1 . Obocell  suppresses  bulk  hunger  and 
creates  a sense  of  fullness  and 
satisfaction. 

2.  Obocell  curbs  the  appetite  and 
elevates  the  mood. 

Each  OBOCELL  tablet  contains: 

Methylcellulose 150  mg. 

Dextro-Amphetamine  Phosphate..  . . 5 mg. 

Supplied:  Bottles  of  100,  500,  1000  tablets. 

Now  available:  OBOCELL  LIQUID 


IRWIN,  NEISLER  & CO.,  DECATUR,  ILL. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


SUPERIOR  PERSONNEL  Assistants  and  execu 
tives  in  all  fields  of  medicine— young  physicians,  departmen 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists 
dietitians,  and  technicians 

Pai^Uoia  Zdcje/ilij, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  24)671 


Office  Nurses,  Secretaries,  Med.  Assts.  Physicians, 
X-Ray  & Lab.  Techs,  and  Related  Personnel 
DRUSILLA  ZlIBER  Director 


MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 

I ADVANTAGE  NUMBER  11:  You  are  afforded  the  ad- 
vice and  representation  of  the  State  Society’s  expert 
J Legal  Defense  Service,  which  has  developed  the  principles 

1 of  efficient  defense  of  malpractice  suits  as  a recognized 

• specialty  in  law. 

• 

J * Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

j HARRY  F.  WANVIG 

2 Indemnity  Representative 

• Jflc&tral  ^>ocictp  of  tfje  ^>tatc  of  ifteto  l^orfe 

• 70  PINE  ST.,  NEW  YORK  5 TEL.:  DIGBY  4-7117 
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t 


cavt/tae 


when 

maintenance 

dosage 

is 

see-sawing... 


igitaline  nativelle* 


chief  active  principle  of  digitalis  purpurea  for  positive,  controlled  maintenance 


Initial  compensation  of  the  failing  heart  may  now  be  accomplished  in  hours 
rather  than  days  — but  maintenance  of  the  compensated  state  is 
often  a regimen  of  years.  Continuous  adjustment  of  the  daily  cardiotonic  dose, 
which  may  contribute  to  patient  morbidity,  is  often  obviated  when 
a preparation  of  reliable,  constant  and  unvarying  potency  is  employed. 

DIGITALINE  NATIVELLE,  the  pioneer  digitoxin,  is  such  a preparation. 

It  provides  a uniform  dissipation  rate  with  full  digitalis  effect  between  doses. 
Switch  your  "difficult"  patients  to  DIGITALINE  NATIVELLE  for  smoother 
maintenance.  Prescribe  it  for  initial  digitalization.  You  will  be  impressed 
rith  its  rapidity  of  action  and  virtual  freedom  from  local  side  effects. 

DIGITALINE  NATIVELLE  is  available,  at  all  druggists,  in  three  strengths 
lor  precise  dosage  — 0.1  mg.  (Pink),  0.1S  mg.  (Blue).  0.2  mg.  (White). 

Because  of  the  high  order  of  purity,  most  patients  are  adequately 
maintained  on  0,1  mg.  daily.  The  average  dose  for  digitalisation 
is  1.2  mg.  in  three  equal  doses  at  4-hour  intervals. 

Send  for  brochure:  “Modern  Digitalis  Therapy."  Clinical  sample  available  on  request. 


VARICK  PHARMACAL  COMPANY.  INC.  (DIVISION  OF  E.  FOUGERA  & CO„  INC.)  NEW  YORK  13,  N.  Y. 
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big  enough 
to  meet  the  demand, 


yet  small  enough 
to  specialize 


AG'BOVIE  ELECTROSURGICAl 
UNIT  FOR  HOSPITAL  USE 


I 

I 

I 

I 

SYMBOL  OF  DEPENDABILITY  AND  QUALITY  IN 

ELECTROSURGICAL  APPARATUS 
ELECTROMEDICAL  APPARATUS 
X-RAY  SPECIALTIES 


in 


THE  LIEBEL-FLARSHEIM  COMPANY  Cincinnati  15,  Ohio 
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Ps  a Big  Plant.  Situated  on  an  111/2 
acre  site  with  floor  area  sufficient  for 
nearly  1000  average  hospital  rooms,  this 
modern  one  floor  manufacturing  opera- 
tion greatly  extends  the  range  of  L-F 
service  to  the  medical  profession. 

IPs  a Modern  Plant.  Basic  materials 
are  received,  handled  and  processed  in 
their  flow  through  the  factory,  by  every 
applicable  modern  technique.  The  de- 
velopment, manufacturing  and  testing 
facilities  are  the  finest  and  most  up-to- 
date  in  this  industry.  From  turning  and 


stamping  to  finishing  and  polishing  every 
manufacturing  step  is  quality-controlled. 
Such  modern  facilities  and  exacting  care 
ensures  the  extra  value  which  distinguishes 
the  Liebel-Flarsheim  name. 

IPs  a Plant  for  the  Future  — Yours 
and  Ours!  We  share  our  pride  in  our 
new  home  with  the  M.D.’s  of  America, 
whose  patronage  and  loyalty  have  made 
it  possible.  We  aim  to  justify  your  confi- 
dence by  maintaining  our  long-estab- 
lished reputation  for  dependable  and 
trustworthy  electromedical  products. 


Streamlined  flow  in  manufacturing  ensures  maximum  quality 
ind  dependability  for  BO  VIES,  BUCKYS 
ind  other  L-F  apparatus. 


FLOW  DIAGRAM 
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UROLOGICAL  X-RAY  TABLE 


THE  LIEBEL  FLARSHEIM  CO. 

CINCINNATI,  OHIO,  U.  S.  A. 


POTTER  BUCKY  DIAPHRAGM 
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IT  is  now  clearly  recognized  that  a 
baby’s  whole  future  development 
is  profoundly  influenced  by  his  early 
experiences  with  food. 

Happy  mealtimes  help  a baby 
thrive  emotionally  as  well  as  physi- 
cally. You,  yourself,  have  noticed  how 
often  a sunny  disposition  and  sturdy 
vitality  are  found  in  the  babies  who 
eat  with  zestful  appetite. 

And  as  one  of  the  many  doctors 
who  recommend  Beech-Nut  Foods, 
you  will  be  glad  to  learn  that  there  is 
a wider  choice  of  appealing  varieties 
than  ever  before  — to  keep  mealtimes 
happy  for  your  young  patients. 


thrive  on  them! 

A wide  variety  for  you  to  recom- 
mend: Meat  and  Vegetable  Soups, 
Vegetables,  Fruits,  Desserts  — Cooked 
Cereal  Food,  Strained  Oatmeal  and 
Cooked  Barley. 

Beech-Nut 

FOODS  A BABIES 


Every  Beech-Nut  Baby  Food  has 
been  accepted  by  the  Council  on 
Foods  and  Nutrition  of  the 
American  Medical  Association 
and  so  has  every  statement  in 
every  Beech-Nut  Baby  Food 
advertisement. 
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Carbromal  with  Scopolamine 

A new,  non-barbiturate  formula  for  daytime  use 
To  calm  the  tense  and  nervous  patient 

CAR-SED-INE  fills  a long-felt  need 
for  a non-hypnotic,  non-narcotic 
sedative  that  can  be  safely  pre- 
scribed for  daytime  sedation  with- 
out dulling  the  senses  or  producing 
unwanted  drowsiness. 

CAR-SED-INE  combines  two  drugs 
of  established  clinical  efficacy  and 
safety: 

Carbromal  ”...  a dependable  seda- 
tive. It  allays  excitement 
and  anxiety  and  tends  to 
restore  quietude  and  tran- 
quility.”1 

Scopolamine  ".  . . certainly  ...  is 
effective  in  relieving  the 
patient’s  emotional  disturb- 
ances.”2 

FORMULA:  each  tablet  contains 
Carbromal,  250  mg.,  and  Scopola- 
mine HBr.,  0.1  mg. 

DOSAGE:  one  tablet  (in  rare 
cases,  two)  two  to  four  times 
daily,  as  required. 

Supplied,  on  prescription  only,  in 
bottles  of  100  and  1,000  tablets. 

1.  Krantz,  J.C.  & Carr,  C.J.:  Pharma- 
cological Principles  of  Medical  Practice, 

Williams  & Wilkins  Co.,  Baltimore, 

Md„  1951. 

2.  Goodman,  L.  & Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics. 

The  Macmillan  Co.,  New  York  City, 

1941. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


rving  the  medical  profession  for  nearly  a third  of  a century. 
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DESITIN  Ointment 

proves  in  everyday  prac- 
tice its  ability  to  ease  pain, 
renew  vitality  of  sluggish 
cells,  and  stimulate  smooth 
tissue  repair  in  lacerated, 
denuded,  chafed,  irritated, 
ulcerated  tissues  — in  con- 
ditions often  resistant  to 
other  therapy.1'3 


OINTMENT 

the  pioneer  external  cod. liver  ojl  therapy 

in  WOlindS  (especially  slow  healing) 
UlCOrS  (decubitus,  varicose,  diabetic) 

burns,  perianal  dermatitis 
non-specific  dermatoses 


■4 


FULL 

SPEED 

AHEAD 

in  TISSUE  REPAIR 


Protective,  soothing,  healing,  Desitin  Ointment  is  a non- 
irritating blend  of  high  grade,  crude  Norwegian  cod  liver  oil 
(with  its  unsaturated  fatty  acids  and  high  potency  vitamins  A 
and  D in  proper  ratio  for  maximum  efficacy),  zinc  oxide, 
talcum,  petrolatum,  and  lanolin.  Desitin  Ointment  does  not 
liquefy  at  body  temperature  and  is  not  decomposed  or 
washed  away  by  secretions,  exudate,  urine  or  excrements. 
Dressings  easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,R.  I. 


1.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A, 
Leviticus,  R.:  Ind.  Med.  & Surg.  18  512, 1949. 

2.  Turell,  R.:  New  York  St.  J.  M.  50:2282.  1950. 

3.  Heimer,  C.  B.,  Grayzel,  H.  G.,  and  Kramer,  B : 
Archives  Pediat.  68:382,  1951. 


• PROMPT  SYMPTOMATIC  RELIEF 


• GREATER  STAMINA 


: • IMPROVED  SENSE  OF  WELL-BEING 

The  patient  receiving  Veriloid  experiences  prompt  re- 
lief of  the  very  symptoms  which  caused  him  to  seek 
professional  care.  Shortly  after  dosage  adjustment  is 
completed,  headache  and  malaise  are  greatly  reduced 
in  severity  or  disappear  entirely,  and  a sense  of  well- 
being quickly  develops.  This  subjective  improvement 
usually  precedes  a significant  fall  in  blood  pressure. 

ut  adduum,  Ur 

LOWERING  THE  BLOOD  PRESSURE 

Through  central  action,  Veriloid  produces  a gratifying 
drop  in  arterial  tension  in  a significant  percentage  of 
patients  treated.  A unique,  highly  purified  fraction  of 
Veratrum  viride,  Veriloid  is  indicated  in  all  grades  of 
essential  hypertension.  The  average  patient  requires 
from  9 to  15  mg.  daily  in  divided  doses. 

Veriloid  (brand  of  alkavervir)  is  available  on  pre- 
scription in  1 mg.,  2 mg.  and  3 mg.  tablets. 

RIKER  LABORATORIES,  INC.  8480  Beverly  Blvd.,  Los  Angeles  48,  Calif. 


Gantrisin 


'Roche’ 


antibacterial  action  pins... 


greater  solubility 

Gantrlsin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 

economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization, 

GANTRISIN© -brand  of  sutfisoxozole 
(3,4-dimethyl-5-sulfonilom!do-isoxozole) 

TABLETS  • AMPULS  • SYRUP 


higher  blood  level 


^ less  sensitization 


• Nutley  10  • New  Jersey 


Roche  Porlc 
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a new 
synthetic 
narcotic 

for  longer-lasting 
pain  relief 


Caution : Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 


DROMOR AN®— brand  of  methorphinan  (dl-3-hydroxy-N-methyl- 
morphioan) 


* Aver  age  dote 


DROMORAN 

(dl)  Hydrobromide 

‘ROCHE’ 


Hoffmann-La  Roche  Inc.  • Roche  Park  • Nutlet  10  • New  Jersev 
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to  reduce  blood  pressure 
and  relieve 
hypertensive  symptoms 


Methium 


C H LO  RIDE 

/ brand  of  hexamethonium  chloride } 


a new  oral  hypotensive 


Blood  pressure  profoundly  altered 


Marked  reduction  in  blood  pressure  in  many  cases  of  essential  hyperten- 
sion has  been  achieved  with  orally  administered  Methium.  A ganglionic 
blocking  agent  which  inhibits  vasoconstricting  impulses  through  the 
autonomic  nervous  system,  Methium  frequently  returns  pressure  to  a 
normal  or  near  normal  levels.  Extensive  use  indicates  that  it  may  be 
effective  where  other  therapy  has  failed. 


Symptomatic  improvement 

Disappearance  of  headache,  dizziness,  fatigue,  palpitation  normally 
occurs  as  pressure  subsides.  However,  even  where  pressure  way  not  be 
lowered,  relief  of  hypertensive  symptoms  with  Methium  is  often 
possible.  Marked  reduction  will  not,  of  course,  occur  in  all  cases,  may 
not  be  advisable  for  some. 


i 


Long  term  therapy 


The  objective  of  Methium  therapy  is  to  lower  blood  pressure  gradually 
with  dosage  slowly  increased  over  several  days  or  weeks.  Once  maxi- 
mum reduction  is  reached,  it  can  often  be  maintained  indefinitely. 


Methium  should  be  prescribed  with  due  regard  for  the  drugs  potency,  and  great 
care  is  advised  in  impaired  renal  junction,  coronary  artery  disease  and  existing  or 
possible  cerebral  vascular  accidents.  Complete  information  on  the  use  of  Methium 
will  be  sent  promptly  on  written  request. 

Available  in  both  125  mg.  and  250  mg.  scored  tablets  in  bottles  of  100  and  500. 


G H I L.  C TT  TF  c 

MORRIS  PLAINS.  NEW  JERSEY 


FOR 


E R L Y T 


ALTINE  COMPANY 
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CAFERGOT9 


minutes  are 
of  the  essence  in 
migraine  therapy ... 

Pharmacotherapy,  psychotherapy, 

physiotherapy  and  surgery,  may  be  employed 

individually  or  in  combination 

for  therapy  of  head  pain.  De  Jong's  concept 

of  pharmacotherapy  in  migraine  may 

well  be  employed  to  treat  most  cephalalgias; 

first — treat  or  shorten  the 

individual  attack  and  second — prevent  the 

recurrence  or  lengthen  the  intervals 

between  attacks. 


The  first  principle  in  treating  the  headache  is  to  start  immediately 
when  the  first  sign  of  trouble  appears.  The  earlier  treatment  is 
started,  the  more  successful  it  is  likely  to  be. 

De  Jong,  R.  N.:  Chicago  M.  Soc.  Bull.  54:106  (Aug.)  1951. 


Cafergot  • reg  NNR- 
Ergotamine  tartrate,  1 mg. 
and  caffeine  100  mg. 


Supplies  of  the  pad 

(left)  ", Directions  To  Your  Patient" 

are  available  on  request  to: 


SAN00Z  pharmaceuticals 

division  of  Sandoz  Chemical  Works,  Inc. 
New  York  14,  N.  Y. 
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•trademark.  CHAS.  PFIZER  a CO..  INC. 


for  full  details,  ask  your  Pfizer 
Professional  Service  Representative 


Steraject  Cartridges-. 

each  one  supplied  with 
sterile  needle,  foil-wrapped 


introduced  by 


world’s  largest  producer  of  antibiotics 


Pfizer  Steraject 

holds  2 cartridge  sizes 


Syringe 


Steraject  Penicillin  G 
Procaine  Crystalline 
in  Aqueous  Suspension 
(300,000  units) 


PENICILLIN  C 

Prtcua* 


sterile,  single-dose 


the  most 
complete  line 
of  single-dose 
antibiotic 
disposable 
cartridges 


disposable  cartridges 


Steraject  Pencillin  G 
Procaine  Crystalline 
in  Aqueous  Suspension 
(1,000,000  units) 


Steraject  Combiotic* 
Aqueous  Suspension 
(400,000  units  Penicillin  G 
Procaine  Crystalline, 
0.5  Gm.  Dihydrostreptomycin) 


STt*A>*CT- 

_ O **t  MILLION  UNITS 

PENICILLIN  G 


SVMAJCCT" 
COMBIOTIC  ‘ 

LUWINSIOM 

wwcilih  m w»e*«rttrTa»rfc* 


2 cartridge  sizes 


for  only  1 syringe! 


Steraject  Dihydrostreptomycin 
Sulfate  Solution  (1  gram) 


Steraject  Streptomycin 
Sulfate  Solution  (1  gram) 


two  cartridge  sizes  permit  full 

standard  antibiotic  dosage 

cartridges  individually  labeled 
ready  for  immediate  use 
no  reconstitution 


NEW 
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IN  HARASSING  DCRMATOSSS 


Three  years  of  clinical 
study  have  established 
the  efficacy  of  Histar  in 

Neurodermatitis 

Urticaria 

Papular  Urticaria 
Allergic  Rashes 
Allergic  Eczematous 
Dermatitis 
Atopic  Dermatitis 
Dermatitis  Venenata 
Psoriasis  with 

Allergic  Component 
Idiopathic  and  Secondary 
Pruritus  Ani,  Vulvae, 
and  Senilis 


FOR  PROMPT  SYMPTOMATIC  RELIEF 
AND  HIGH  THERAPEUTIC  EFFICACY 

Histar,  a true  achievement  in  dermatologic  therapeutics,  presents 
a combination  of  pyrilamine  maleate,  2 per  cent,  and  an  extract 
of  carefully  selected  crude  coal  tar  (Tarbonis)  brand,  5 per  cent, 
in  an  emulsified  hydrophylic  base,  non-greasy  and  clean  in  appli- 
cation. In  harassing  skin  conditions,  burdened  with  tormenting 
burning  and  itching  and  refractory  to  other  treatment,  Histar 
has  proved  of  high  therapeutic  value. 

A POTENT  LOCAL  ANESTHETIC 

Pyrilamine  maleate,  a potent  yet  relatively  nontoxic,  nonirritant 
antihistaminic,  neutralizes  the  excessive  histamine  released  into 
the  affected  tissues  by  dermatoses  with  allergic  components;  thus 
it  quickly  overcomes  the  associated  burning  and  pruritus.  Further- 
more, it  is  reported  to  be  a powerful  local  anesthetic  3.3  times  as 
potent  as  procaine.* 


DECONGESTANT 


ANTI-INFLAMMATORY 


The  contained  tar  extract  in  Histar  rapidly  improves  the  lymph 
circulation  in  the  skin  and  lessens  the  edema  accompanying  local 
pathology,  thus  aiding  the  normal  defense  forces  of  the  tissues. 

PHYSIOLOGIC  SYNERGISM 

The  two  therapeutic  agents  in  Histar  not  only  appear  to  potenti- 
ate each  other,  as  indicated  by  their  greater  efficacy  when  applied 
in  this  combination,  but  their  actions  complement  each  other  and 
stimulate  and  enhance  the  natural  defense  mechanism  of  the  body, 
in  histamine  neutralization  and  absorption  and  removal  of 
offending  infiltrates  and  exudates. 

Histar  is  available  on  prescription  through  all  pharmacies, 
in  2 oz.  jars;  for  dispensing,  in  1 lb.  jars  through  surgical 
supply  dealers.  Physicians  are  invited  to  send  for  litera- 
ture (clinical  background)  and  samples. 


♦ Dews,  F.B.,  and  Graham,  J.D.P.:  Antihistamine  Sub- 
stance 2786  R.  1\,  Brit.  J.  Pharmacol.  /:278  (Dec.)  1946. 


THE  TARBONIS  COMPANY 

4300  Euclid  Avenue  • Cleveland  3,  Ohio 


combined 


estrogen-androgen  therapy 

for  chronic  hormone 
deficiency  states 


*«*£%*: ' 


Msnsig©]^: 


with  Methyltestosterone 

(oral  estrogen-androgen.  Parke-Oavis) 


In  such  chronic  hormone  deficiency  states 
as  the  female  or  male  climacteric,  estrogen-androgen 
combination  enhances  the  desired  therapeutic 
response  while  neutralizing  unwanted  side  actions. 


Especially  effective  in  the  metabolic  and  constitutional 
spheres,  MENACEN  WITH  METHYLTESTOSTERONE 
prov  ides  specific  advantages 
for  the  relief  of  menopausal  symptoms : 


• additive  action  for  better  symptomatic  relief 
• optimum  sense  of  well-being 

• greater  effect  in  neurotic  patients  than  estrogen  alone 

• minimizes  both  estrogenic  and  androgenic  side  effects 
• contains  naturally  derived  estrogen;  therefore,  well  tolerated 

• orally  effective  and  economical 


Packaging:  MENACEN  WITH  METHYLTESTOS- 
TERONE: in  bottles  of  100  capsules.  Each  capsule 
contains  MENACEN  equivalent  to  the  estrogenic 
activity  of  10,000  I.  U.  ketohydroxyestratriene,  and 
0 mg.  methyltestosterone. 


at 


DETROIT,  MICHIGAN 


1348  CASES 


• Clinicians  the  world  over  have  noted,  not  only  the  effectiveness,  but 
also  the  rarity  and  mildness  of  reactions  to  Bicillin — the  new  penicillin 
compound. 

Thus,  in  1348  cases,  injected  with  single  doses  of  from  300,000  to 
2,500,000  units  Bicillin,  only  0.3%  developed  penicillin  reactions — 
pruritic  dermatitis  medicamentosa.  In  these  few  cases,  this  did  not  appear 
until  10  days  after  injection,  and  it  cleared  after  2 days  in  spite  of 
persisting  deposit  of  Bicillin  in  the  tissues. 

Remember  that  the  average  rate  of  reactions  to  ordinary  penicillin  is 
approximately  5%. 


INJECTION 

BICILLIN*  L-A 

BENZETHACIL 

D1BENZYLETHYLENEDI AMINE  DIPENICILLIN  G 


penicillin  blood  levels  for  2 weeks  with  single  injection, 
600,000  units 


* Trademark 
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Vegetable  Oil  40%  w/v 

Dextrose,  Anhydrous  10%  w/v 

Preserved  with  Sodium  Benzoate . 0.1% 


Upjohn 
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A Positive  Way  to 
Overwhelm  Bacterial  Invaders 

Occasions  arise  when  there  must  be  no  shred 
of  doubt  that  penicillin  dosage  is  adequate. 
Here  especially  ‘Duracillin  F.A.’  One  Million 
is  indicated.  Penicillin  — G,  sodium,  250,000 
units  (for  immediate  effect),  is  combined  with 
procaine  penicillin — G,  750,000  units  (for  pro- 
longed effect),  for  a total  of  1.000.000  units 
in  a single  dose.  Susceptible  organisms  are 
exposed  to  intense  and  prolonged  antibiotic 
action. 

'Duracillin  F.A.’  One  Million  is  supplied  in  one-dose  and  ten-dose 
waste-free*  ampoules.  Only  0.7  cc.  of  sterile  aqueous  diluent  is 
added  for  each  million-unit  injection.  The  total  volume  of  the 
ready -lo-inject  suspension  is  1.25  cc.  The  dry  penicillin  salts  are 
stable  at  ordinary  temperatures  until  the  diluent  is  added.  Refrig- 
eration is  required  only  after  mixing.  Keep  a supply  on  hand.  Your 
local  pharmacist  will  be  glad  to  serve  you.  Call  him  today. 


Eli  Lilly  and  Company 

Indianapolis  6,  Indiana , U.S.A. 


•Fortified  aquBus  suspension  in 
free-flowing  lined  ampoules 


AMPOULES 


To  avoid  risk  of  undertreatment,  use 


Duracillin  EA. 

ONE  MILLION 

(procaine  penicillin  and  buffered  CRYSTALLINE  PENICILLIN,  LILLY) 

FOR  AQUEOUS  INJECTION 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1952  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D.,  Editor  Emeritus 
Laurance  D.  Redway,  M.D.,  Editor 

i,  Alvina  Rich  Lewis,  Assistant  to  the  Editor  Thomas  E.  Alexander,  Business  Manager 

Publication  Committee 


Maurice  J.  Dattelbaum,  M.D. 
W.  1’.  Anderton,  M.D. 

George  C.  Adie,  M.D. 

Louis  H.  Bauer,  M.D. 

I.  J.  Brightman,  M.D. 

Harold  F.  R.  Brown,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Samuel  A.  Garlan,  M.D. 

Louis  M.  HellmaN,  M.D. 


James  M.  Kelly 
Joseph  A.  Mullaney 


Associate  Editorial  Board, 


Carlton  E.  Wertz,  M.D. 
Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 


Laurance  D.  Redway,  M.D. 

John  J.  Masterson,  M.D.,  Chairman 

Reginald  A.  Higgons,  M.D. 
Norman  S.  Moore,  M.D. 
Peter  M.  Murray,  M.D. 
George  H.  O’Kane,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Howard  A.  Rusk,  M.D. 
Irving  J.  Sands,  M.D. 

Leo  F.  Simpson,  M.D. 


John  A.  Bassett 
Pacific  Coast  Representative 


VOLUME  52  NOVEMBER  15,  1952  NUMBER  22 

Editorials 

Diabetes  Week 


The  Diabetes  Detection  Program  of  the 
American  Diabetic  Association  began  with 
Diabetes  Week  in  1948.  The  interest 
, aroused  from  that  and  subsequent  drives 
has  resulted  in  a marked  increase  in  the 
number  of  appointments  of  diabetic  com- 
mittees in  state  and  county  medical  socie- 
ties. New  York  State  is  no  exception. 

Through  the  cooperation  of  county  medi- 
• cal  societies  the  Diabetes  Detection  Program 
of  the  American  Diabetic  Association  is  im- 
plemented. Each  year  hundreds  of  new 
diabetic  patients  are  detected  and  evalu- 
ll  ated  and  begin  the  therapy  which  may  pre- 

t|  vent  many  of  them  from  having  severe  com- 
plications of  the  disease. 

Diabetes  Week  also  lends  opportunity  for 
dissemination  of  preventive  information  at 
the  grass  roots  level.  Not  only  can  the  im- 
portance of  an  adequate  diet  be  stressed,  but, 
in  addition,  people  who  have  become  over- 
i weight  learn  through  the  press,  radio,  and 
speakers  bureau  of  the  local  medical  society 
( the  increased  hazard  of  diabetes  in  persons 
of  their  weight  status.  Just  how  obesity 


predisposes  one  to  diabetes  is  not  known. 
Nevertheless,  the  fact  remains  that  there  is 
a relationship  between  overweight  and  the 
incidence  of  diabetes.  There  appears  to  be 
a direct  relationship  between  obesity  and 
mortality  in  diabetes.  However,  there  is 
much  evidence  to  show  that  a decrease  in 
weight  in  a diabetic  patient  frequently  is 
followed  by  an  improved  glucose  tolerance. 

Diabetes  Week  is  a good  idea.  It  alerts 
people  to  the  disease.  It  also  gives  oppor- 
tunity for  local  doctors  to  remind  people 
that  eating  properly  and  adequately  is  a 
healthful  measure.  It  gives  a chance,  too, 
to  alert  both  overweight  people  with  and 
without  diabetes  to  the  fact  that  weight 
reduction  for  them  is  a sound  measure — 
protection  from  serious  complications  for  the 
former,  prevention  of  the  disease  for  many 
of  the  latter.  May  the  annual  campaigns 
continue!  They  exemplify  the  traditional 
cooperative  role  which  physicians  and  citi- 
zens play  together  in  constantly  improving 
the  health  of  the  community. 

Diabetes  W eek-N ov ember  16  to  22. 
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EARLIER  DIAGNOSIS  OF  RECTAL  CANCER 

George  E.  Binkley,  M.B.  (Toronto),  New  York  City 


HOPE  for  earlier  diagnosis  of  rectal  can- 
cer rests  with  further  education  of  the 
laity  and  the  profession.  Both  groups  must 
become  more  familiar  with  symptoms  which 
are  frequently  associated  with  early  new 
growths  and  with  the  importance  and  ne- 
cessity of  rectal  examinations.  A better 
understanding  of  early  symptoms  not  only 
will  bring  patients  for  advice  but  will 
indicate  to  the  doctor  the  necessity  of  ex- 
amining the  rectum.  Every  clinician  should 
always  examine  the  rectum  in  doing  general 
physical  examinations. 

A fair  percentage  of  rectal  cancers  orig- 
inate in  epithelial  polyps.  All  epithelial 
polyps  must  be  considered  precancerous 
lesions.  The  logical  method  of  preventing 
cancer  deaths  in  this  group  is  to  find  and 
remove  the  polyps  before  they  have  under- 
gone cancer  change.  It  is  quite  evident 
from  recent  literature  that  about  4 to  8 per 
cent  of  American  males  and  2 to  4 per  cent 
of  females  over  forty-five  years  of  age  are 
playing  host  to  one  or  more  rectal  polyps. 

The  earliest  symptoms  of  rectal  growths 
are  mild  and  often  are  overlooked  for  a time. 
In  advanced  stages  of  cancer,  symptoms 
may  be  sufficiently  severe  to  require  con- 
tinuous use  of  sedatives.  It  is  our  impres- 


sion that  there  are  few,  if  any,  definite  symp- 
toms produced  by  a small,  nonulcerating 
polyp.  There  are,  however,  a group  of 
mild  symptoms  suggesting  impaired  func- 
tion of  the  terminal  intestinal  tract  present 
in  a high  percentage  of  these  cases.  More- 
over, one  often  finds  associated  with  polyps 
such  pathology  as  hemorrhoids,  fissures, 
and  skin  tags  which  produce  mild  rectal 
symptoms.  Because  of  the  absence  of 
outstanding  symptoms,  the  majority  of 
nonmalignant  polyps  are  discovered  by 
those  clinicians  who  practice  routine  proc- 
toscopic examinations  of  all  patients. 

The  symptoms  of  cancer  are  also  mild 
and  indefinite  in  the  beginning,  but  they 
become  more  marked  with  the  onset  of 
ulceration.  Rectal  symptoms  should  al- 
ways be  interpreted  as  indicating  pathology 
of  unknown  origin.  It  is  impossible  to 
make  a definite  diagnosis  from  symptoms 
alone.  There  are  four  symptoms  which 
the  laity  and  the  profession  must  be  taught 
to  remember,  since  their  presence  frequently 
proves  to  be  a danger  signal  of  rectal  cancer. 
These  four  symptoms  are  not  diagnostic  of 
cancer  since  they  are  also  associated  with 
many  inflammatory  forms  of  anal  and 
rectal  pathology.  They  do,  however,  occur 
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Minimum  Equipment  Necessary  for  Rectal 
Examination:  1.25-cm.  Sigmoidoscope;  2.  A no- 
scope ; 3.  Battery,  Cords,  and  Sigmoidoscope 
Light;  4.  Window  and- Inflation  Bulb;  5.  Alli- 
gator Forceps;  6.  Biopsy  Forceps;  7.  Flexible 
Probe;  8.  Suction  Rod;  9.  Cotton  Sponges; 
10.  Finger  Cots;  11.  Tube  of  Lubricant;  12. 
Small  Container  for  Biopsy  Specimens. 


Patient  in  Sims  Position  for  Inspection  and  Palpation  of  Anal  Canal  and  Lower  Rectum 


A Cancer  in  an  Anemic 
Patient  as  Viewed 
Through  a Sigmoido- 
scope 


Adenoma  as  Viewed 
Through  a Sigmoido- 
scope 


Patient  in  Knee-Shoulder  Position  for  Sigmoidoscopic  Examination 
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sufficiently  often  in  early  stages  of  rectal 
cancer  always  to  warrant  detailed  inves- 
tigation. The  presence  of  one  or  more  of 
these  symptoms  calls  for  an  immediate 
| rectal  examination. 

The  four  early  symptoms  of  rectal 
cancer  are  (1)  a mild  change  in  bowel 
habit  in  the  form  of  constipation  or  a 
decrease  in  the  number  of  daily  stools; 
(2)  a change  from  the  normal  bowel  habit 
in  the  form  of  an  increased  number  of 
daily  stools.  The  latter  may  or  may  not 
be  sufficiently  marked  to  be  termed  diar- 
rhea. It  is  not  unusual  to  have  an  altera- 
i tion  of  these  two  symptoms.  In  taking  a 
history  one  should  inquire  as  to  the  number 
and  character  of  daily  stools  rather  than 
ask  if  the  patient  is  constipated  or  having 
diarrhea,  for  the  definition  of  constipation 
and  diarrhea  will  vary  widely  among 
patients.  (3)  Blood  may  be  noted  on  the 
sides  of  the  stool,  on  the  toilet  tissue,  or  in 
the  toilet  bowl.  Occasionally  there  is  a 
mild  hemorrhage  early  in  the  disease. 
Bleeding  in  the  beginning  is  usually  in  the 
form  of  a few  drops  at  irregular  intervals, 
but  as  the  cancer  enlarges,  the  intervals 
( become  shorter  and  the  amount  of  blood 
increased.  (4)  Flatus  is  a very  important 
early  symptom  of  rectal  cancer.  This 
important  cancer  symptom  has  not  received 
adequate  recognition  from  either  the  laity 
or  the  profession.  An  increase  in  the  amount 
of  flatus  shoidd  always  arouse  suspicion  of 
new  growths.  Gas  may  be  passed  at  the 
time  of  stooling  or  between  stools.  In 
the  later  stages  of  disease  the  large  amount 
of  gas  in  the  bowel  may  produce  almost 
j constant  tenesmus.  An  additional  symp- 
tom worthy  of  mention  is  that  of  mild 
distress  which  may  occur  in  rectum,  anus, 
or  left  lower  abdominal  quadrant.  Of 
6 course,  there  are  other  symptoms  asso- 
ciated with  various  stages  of  rectal  cancer. 
A few  of  them  occur  early,  but  the  majority 
are  found  when  the  disease  is  well  estab- 
lished and  need  not  be  discussed  in  this 
paper. 

The  diagnosis  of  rectal  polyps  and  cancer 
is  by  rectal  examinations.  Therefore,  it 
is  impossible,  in  the  face  of  existing  condi- 
' tions,  to  overemphasize  the  importance  of 
such  examinations.  Unfortunately,  too 
many  of  the  present-day  clinicians  while  in 
medical  school  were  not  afforded  the  op- 
portunity of  mastering  the  technic  or  learn- 
ing the  importance  of  such  examinations. 
Nevertheless,  regardless  of  past  education, 
it  behooves  all  members  of  the  profession 


interested  in  the  diagnosis  of  intestinal 
disease  to  become  familiar  with  the  technic 
and  to  practice  it  routinely.  All  clinicians 
should  be  as  adept  with  a proctoscope  as 
they  are  with  a stethoscope  in  the  daily 
routine  of  making  diagnoses. 

Examination  of  a rectum  is  an  office 
procedure  which  can  be  completed  within 
a few  minutes.  It  is  not  necessary,  as  many 
believe,  to  have  these  patients  admitted 
to  hospital.  Examination  consists  of  in- 
spection of  the  perianal  skin  and  lower 
limits  of  the  anal  canal;  palpation  of  the 
anal  canal,  lower  and  midsections  of  the 
rectum  with  a gloved  finger,  and  inspection 
of  the  anal  canal,  rectum,  and  lower  sig- 
moid colon  by  means  of  an  electric-lighted 
speculum.  The  rectum  should  be  free  of 
fecal  material  for  adequate  palpation  and 
sigmoidoscopic  examination.  A few  pa- 
tients will  have  an  empty  bowel  permitting 
completion  of  examination  at  the  first 
office  visit.  The  majority,  however,  will 
have  feces  in  the  rectum  and  will  require  a 
future  appointment.  Preparation  for  sig- 
moidoscopy consists  of  two  ounces  of  castor 
oil  eighteen  to  twenty  hours  before  the 
appointed  time.  The  minimum  equipment 
required  is  a flat  examining  table  and  an 
electric-lighted  instrument  1.5  cm.  in  di- 
ameter and  25  cm.  in  length.  A small 
amount  of  additional  equipment  is  advisable 
for  routine  work.  Anesthesia  is  not  neces- 
sary unless  there  is  inflammation  or  cancer 
involving  the  anal  canal. 

Rectal  examinations  are  usually  carried 
out  in  the  following  manner.  The  patient 
is  placed  in  left  Sims’s  position  and  ade- 
quately draped.  The  perianal  skin  and 
lower  anal  canal  are  inspected.  Common 
forms  of  anal  pathology  seen  at  this  time  are 
skin  tags,  external  fistulous  openings,  anal 
fissures,  and  hemorrhoids.  Occasionally 
a small  melanoma  or  a squamous  cancer  will 
be  found.  The  second  step  is  palpation  of 
the  anus  and  rectum  with  a gloved  finger. 
This  is  completed  while  the  patient  re- 
mains in  the  Sims’s  position.  Straining  or 
bearing  down  by  the  patient  during  palpa- 
tion permits  the  examiner  to  palpate  a 
higher  level.  Usually  tumors  within  7 to 
9 cm.  of  the  skin  margin  can  be  reached. 
Cancers  in  the  rectum  are  easily  recognized 
by  sense  of  touch  because  of  induration 
of  malignant  tissue.  A fair  percentage  of 
polyps  and  about  60  per  cent  of  rectal 
cancers  are  within  reach  of  the  finger. 

The  third  step  is  inspection  of  the  lumen 
of  the  anal  canal,  rectum,  and  lower  sig- 


27-12 


C A A CER  1)1  A C\ OS  IS 


[N.  Y.  State  J.  M. 


moid  by  an  electric-lighted  sigmoidoscope. 
A number  of  different  makes  of  such 
scopes  are  on  the  market.  Sigmoidoscopic 
examination  may  be  performed  with  the 
patient  on  the  side,  back,  knee-chest,  or 
shoulder  position.  The  majority  of  proctolo- 
gists prefer  the  knee-shoulder  position.  The 
lubricated  instrument  is  passed  through  the 
anal  canal  and  the  obturator  withdrawn. 
It  is  then  advanced  for  a full  length  of  25 
cm.  by  direct  vision.  Excessive  mucus  or 
small  pieces  of  feces  which  obstruct  the  view 
may  be  removed  by  means  of  a small  cotton 
ball  on  an  alligator  forceps  or  by  suction. 
The  mucosa  of  the  bowel  is  inspected  as  the 
instrument  is  inserted  and  also  as  it  is  being 
withdrawn.  Double  inspection  in  this 
manner  affords  a good  opportunity  for  not 
overlooking  new  growths.  An  acute  angu- 
lation at  the  rectosigmoidal  junction  in  a few 
patients  may  cause  some  difficulty  in  en- 
tering the  sigmoid.  Such  difficulty  can 
usually  be  overcome  by  changing  the  po- 
sition of  the  patient  or  by  using  a sigmoido- 
scope of  smaller  diameter.  Mild  inflation 
of  bowel  with  air  not  only  facilitates  the 
passing  of  the  instrument  but  provides 
better  visibility  of  the  mucosa.  Too  much 
air  injected  into  the  rectum  may  produce 
mild  distress. 

The  inexperienced  may  encounter  in  the 
first  few  cases  some  difficulty  in  interpreting 
the  picture  presented  at  the  distal  end  of  the 
sigmoidoscope.  Practice  in  looking  through 
these  long  tubes,  together  with  inflating  the 


bowel  with  air  so  that  one  can  see  beyond  the 
end  of  the  instrument,  soon  overcomes  this 
difficulty.  New  growths,  when  viewed 
through  a proctoscope,  appear  either  in- 
flammatory or  cancerous.  AVhen  there  is 
doubt  as  to  the  exact  nature  of  the  tumor, 
the  examiner  should  obtain  a small  piece  of 
tissue  by  means  of  a long  biopsy  forceps  and 
submit  it  to  a tumor  pathologist  for  his- 
tologic examination. 

X-ray  examination,  as  a means  of  diag- 
nosing early  rectal  cancer,  is  mentioned 
only  to  be  condemned,  as  it  is  impossible  to 
demonstrate  the  majority  of  small  rectal 
tumors  by  this  means.  An  x-ray  examina- 
tion, however,  is  the  ideal  method  of  de- 
tecting cancer  of  the  colon  that  is  beyond 
the  reach  of  the  sigmoidoscope.  Barium 
and  air  contrast  studies  should  not  be  carried 
out  prior  to  sigmoidoscopic  examinations. 

Further  education  of  the  laity  as  to 
early  symptoms  and  type  of  examination 
necessary  for  recognition  of  early  cancer  is 
being  constantly  carried  on  by  cancer  so- 
cieties. This  education  is  doing  much  to 
bring  patients  to  their  family  doctors  while 
the  disease  is  in  a favorable  stage.  Thus 
it  behooves  all  members  of  the  profession 
to  become  more  alert  in  recognition  of 
early  symptoms  and  to  insist  upon  the 
proper  examinations.  Further  education 
and  the  co-operation  of  the  laity  and  the 
profession  will  do  much  to  improve  the 
status  of  diagnosis  and  treatment  of  this 
disease. 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 
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Piromen 

(DISPERSION  OF  DESACCHROMIN) 

for  effective 
control  of  a 
wide  variety  of 
ALLERGIES 
and 

DERMATOSES 


Every  day  more  physicians  are  discovering  the  early  clinical  benefits 
effected  by  the  administration  of  Piromen,  employed  either  as  a specific, 
or  concomitantly  with  other  drugs. 


Piromen  is  a biologically-active  bacterial  polysaccharide  which  produces 
a marked  leucocytosis  and  a stimulation  of  the  reticulo-endothelial  system. 

It  is  nonprotein,  nonantigenic,  and  may  be  employed  safely 
within  a wide  range  of  dosage. 

Piromen  is  prepared  in  stable  colloidal  dispersion  for  parenteral  use. 

It  is  supplied  in  10  cc.  vials  containing  either  4 gamma  (micrograms)  per  cc., 
or  10  gamma  per  cc. 


For  a comprehensive  booklet  detailing  the  use  of  this  new  therapeutic  agent, 
merely  write  “P/romen”  on  your  Rx  and  mail  to  — 

•TRADE  mark 

Manufactured  by 


TRAVENOL  LABORATORIES,  INC. 


Subsidiary  of  BAXTER  LABORATORIES,  INC.,  MORTON  GROVE,  ILLINOIS 
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THE  DIURETIC 


lifetime  therapy  — 


EOHYDRIN 

TA  B L E TS  T H AT  W O R K J J J 


now  to  use  this  new 


neohydrin  helps  keep  the  cardiac  patient  in 
fluid  and  electrolyte  balance  for  his  lifetime 
— a lifetime  that  might  be  impossible  with- 
out such  control  of  water  and  salt  metabolism. 

day  in,  day  out  diuresis  — 

neohydrin  daily,  maintains  a steady,  unin- 
terrupted diuresis.  This  allows  more  liberal 
salt  intake  which  benefits  the  patient  psycho- 
logically. Even  more  important,  liberalized 
salt  intake  permits  the  daily  physiologic  in- 
take and  output  of  sodium  required  by  the 
body  and  safeguards  against  salt  depletion. 


Maintenance  of  the  edema-free  state  has  been  accom- 
plished with  as  little  as  one  neohydrin  Tablet  a day. 
Often  this  dosage  of  neohydrin  will  obtain  per  week 
an  effect  comparable  to  a weekly  injection  of  mercu- 
Hydrin.®  When  more  intensive  therapy  is  required  one 
tablet  or  more  three  times  daily  may  be  prescribed  as 
determined  by  the  physician. 

Gradual  attainment  of  the  ultimate  maintenance  dosage 
is  recommended  to  preclude  gastrointestinal  upset  which 
may  occur  in  occasional  patients  with  immediate  high 
dosage.  Though  sustained,  the  onset  of  neohydrin 
diuresis  is  gradual.  Injections  of  mercuhydrin  will  be 
initially  necessary  in  acute  severe  decompensation. 
Contraindicated  in  acute  nephritis  and  nephrosclerosis. 
Any  patient  receiving  a diuretic  should  ingest  daily  a 
glass  of  orange  juice  or  other  supplementary  source  of 
potassium. 


prescribe  neohydrin  when  indicated  in 

congestive  heart  failure  • recurring  edema  and  ascites  » cardiac  asthma  • hypertensive  heart  disease 
dyspnea  of  cardiac  origin  • arteriosclerotic  heart  disease  • fluid  retention  masked  by  obesity  • and, 
for  patients  averse  to  their  low-salt  diet. 


TRAOCMARK  APPLIED  POR 


packaging  Bottles  of  50  tablets.  There  are  18.3  mg. 
of  3-chloromercuri-2-methoxy-propylurea  in  each  tablet. 


a/ced/cfc  LABORATORIES.  INC..  MILWAUKEE  1.  WISCONSIN 


Scientific  Articles 


THE  VALUE  OF  THE  ENDOMETRIAL  SMEAR  IN  THE  DETECTION 

OF  MALIGNANCY 


E.  L.  Hecht,  M.D.,  F.A.C.S.,  New  York  City 


( From  the  Department  of  Obstetrics  and  Gynecology,  the  Post-Graduate  Medical  School,  New  York  University- 

Bellevue  Medical  Center ) 


A TREMENDOUS  amount  of  work  has  been 
done  to  date  in  the  field  of  exfoliative 
cytology.  The  value  of  the  cytologic  method 
in  diagnosing  carcinoma  of  the  cervix  is  uni- 
versally accepted  today,  its  accuracy  approach- 
ing 95  to  98  per  cent.1-4  In  the  early  detection 
of  adenocarcinoma  of  the  endometrium,  however, 

| based  on  vaginal  and  cervical  smear  findings, 
this  degree  of  accuracy  has  not  been  achieved.5 
j Since  endometrial  carcinoma  can  be  cured  nor- 
mally, if  detected  early,  work  has  been  in  pro- 
gress at  the  University  Hospital  of  the  New 
York  University-Bellevue  Medical  Center  to 
develop  a better  technic  for  this  detection; 
i indications  are  that  such  a technic  has  been  found 
in  the  endometrial  aspiration  smear.  This  paper 
proposes,  therefore,  to  establish  the  value  of  the 
endometrial  smear  in  the  cytologic  detection  of 
endometrial  carcinoma. 

Some  of  the  earliest  statistical  work  on  the 
diagnostic  success  of  vaginal  and  cervical  smears 
in  endometrial  cancer  reveals  an  accuracy  of  only 
70  per  cent,  a result  corroborated  by  the  author’s 
own  studies.6’7* * 

In  1943,  Papanicolaou  and  Traut  failed  to 
detect  malignancy  in  seven  of  53  patients  with 


Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  May  14,  1952. 

This  study  was  supported  by  a fellowship  grant  from  the 
American  Cancer  Society,  for  research  in  exfoliative  cytology. 

* It  is  the  author’s  belief  that  an  endocervical  smear  is  far 
superior  to  the  cervical  scraping  advocated  by  Ayre.8>9  The 
disadvantage  of  the  cervical  scraping  is  the  risk  of  missing 
malignant  cells  coming  from  the  upper  part  of  the  endocer- 
vical canal  as  well  as  from  the  endometrium  and  tubes. 
Another  drawback  to  the  use  of  the  cervical  scraping  is  that, 
since  it  is  more  cellular,  it  tends  to  dry  faster  than  an  aspira- 
tion smear.  Drying  causes  enlargement  of  the  cells  and  their 
nuclei  which  frequently  leads  to  erroneous  interpretation. 
This  is  a factor  to  consider  in  the  evaluation  of  false  positive 
smears. 


carcinoma  of  the  endometrium,  giving  an  ac- 
curacy of  86.6  pei’  cent  and  9.3  per  cent  false 
negatives.5  In  1949,  Papanicolaou  reported 
124  cases,  nine  of  which  had  adenocarcinoma  of 
the  endometrium,  eight  detected  by  vaginal  and 
cervical  smear.10  This  is  in  sharp  contrast  with 
the  9.3  per  cent  false  negatives  reported  in  1943. 
Very  few  centers,  however,  have  been  able  to 
duplicate  such  accuracy,  utilizing  cervical  and 
vaginal  smears. 

A study  made  at  the  Jefferson  Medical  College 
Hospital  by  Scheffey,  Rakoff,  and  Hoffman, 
revealed  a 70  per  cent  accuracy  in  diagnosing 
carcinoma  of  the  endometrium  when  the  vaginal 
smear  alone  was  used.11  This  figure  was  in- 
creased to  82.4  per  cent  with  the  combined  use 
of  vaginal  and  cervical  smears. 

The  relatively  poor  showing  of  the  vaginal  and 
cervical  smears  in  detecting  carcinoma  of  the 
endometrium  may  be  attributed  to  three  possible 
causes:  (1)  Extreme  degeneration  of  the  des- 
quamated endometrial  cells  often  takes  place 
before  they  reach  the  vagina  and  posterior  fornix. 
As  a result,  it  is  often  difficult  to  evaluate  ab- 
normalities (Fig.  I ).  (2)  Some  degree  of  cervical 

stenosis  is  commonly  present  in  postmenopausal 
women.  Consequently,  few  desquamated  endo- 
metrial cells  pass  through  the  internal  cervical  os 
into  the  vagina.  The  number  of  cells  presented 
on  the  vaginal  smear  may  therefore  be  insufficient 
to  make  a diagnosis.  (3)  It  may  be  difficult  to 
make  a cytologic  differentiation  between  atypical 
endocervical  cells  and  endometrial  cells. 

On  smear  examination  of  adenocarcinoma  of 
the  endometrium,  the  malignant  cells  seen  are 
of  the  granular  type  and  are  generally  smaller 
than  the  squamous  cells  of  the  cervix.  These 
cells  are  classified  as  differentiated  and  un- 
differentiated, with  reference  to  the  presence 
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Fig.  1.  Degenerated  endometrial  adenocarcinoma 
cells  on  the  vaginal  smear  reflecting  the  difficulty 
involved  in  evaluating  abnormalities  in  cellular 
morphology. 

or  absence  of  cellular  borders.  There  is  no  abso- 
lute correlation  between  a cytologic  and  histo- 
logic classification,  although  it  would  seem  that 
the  differentiated  malignant  cells  conform  more 
closely  to  the  papillary  adenocarcinomas  and  the 
undifferentiated  cells  to  the  anaplastic  malig- 
nancies. 

The  differentiated  carcinoma  cells  have  the 
following  characteristics:  (1)  There  is  a distinct 
cellular  border  which  is  not  quite  as  sharp, 
however,  as  that  of  differentiated  squamous 
carcinoma  cells.  (2)  The  cytoplasm  of  these 
cells  is  often  vacuolated,  occasionally  pushing 
the  nucleus  to  one  side  and  thus  presenting  a 
“signet-i  ing”  appearance.  Not  infrequently,  the 
vacuoles  contain  small  cells  mostly  of  the  leuko- 
cytic type.  (3)  The  nuclei  are  larger,  three  to 
eight  times  the  size  of  a white  blood  cell,  and 
eccentric  rather  than  central  in  location.  (4) 
The  nucleochromatin  presents  the  usual  charac- 
teristics evident  in  all  malignant  cells.  There  is 
an  irregularity  of  the  chromatin  network,  an 
increase  in  chromatin  content,  and  a variation 
in  size  and  shape  of  the  nucleus  (Figs.  2,  3). 

The  undifferentiated  adenocarcinoma  cells 
have  the  following  characteristics:  (1)  They 


Fig.  2.  Endometrial  aspiration  smear  showing  a 
cluster  of  differentiated  adenocarcinoma  cells  in 
which  the  cellular  outlines  are  clearly  defined. 

tend  to  occur  in  tight  groups.  (2)  The  cellular 
borders  are  indistinct,  and  vacuolization  of  the 
cytoplasm,  although  apparent,  is  less  marked 
than  in  the  differentiated  cells  (Figs.  4,  5). 
(3)  The  nuclei  present  the  features  of  malignant 
cells  previously  enumerated.  (On  vaginal  and 
cervical  smears  it  is  difficult  to  determine  whether 
the  origin  of  undifferentiated  adenocarcinoma 
cells  is  cervical  or  endometrial.  The  endometrial 
aspiration  smear  fixes  the  site  of  such  undifferen- 
tiated malignant  cells.) 

The  nuclei  of  endometrial  carcinoma  cells 
show  extreme  variation  in  size,  rather  than  shape. 
Mitotic  figures  are  evident,  whereas  in  cervical 
carcinoma  they  are  somewhat  of  a cytologic 
rarity.  The  tendency  to  tight  clumping  of  cells 
is  more  marked  than  in  cervical  carcinoma. 

At  the  University  Hospital,  the  endometrial 
aspiration  smear  is  utilized  as  an  additional 
cytologic  technic  in  all  cases  of  menometror- 
rhagia  during  the  menarche  and  in  instances  of 
postmenoj  >a  usa  1 bleed  ing. 

The  method  and  material  employed  is  as 
follows:  After  vaginal  and  cervical  smears  have 
been  taken,  the  cervix  and  endocervical  canal 
are  painted  with  Tincture  Merthiolate  and  a 
uterine  cannula  is  introduced  into  the  endometrial 
cavity.  The  cannula  has  a beveled  edge,  is 
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Fig.  3.  Endometrial  aspiration  smear  showing  a 
cluster  of  malignant  cells.  Hyperchromatism  of  the 
nuclei,  vacuolization  of  the  cytoplasm,  and  the 
clearly  delineated  cytoplasmic  borders  are  evident. 

malleable,  and  is  thin  enough  to  pass  through 
the  internal  cervical  os  without  too  much  diffi- 
culty. In  the  event  that  some  difficulty  is  en- 
countered, a tenaculum  is  placed  on  the  anterior 
lip  of  the  cervix.  When  the  cannula  is  intro- 
duced into  the  endometrial  cavity,  a 5 or  10  cc. 
syringe  is  attached  to  the  cannula,  and  gentle 
suction  is  applied.  The  cannula  is  then  removed, 
and  the  aspirated  material  is  expressed  on  a slide 
by  forcing  air  through  the  cannula  with  a syringe. 
The  expressed  material  is  then  spread  on  slides 
and  immediately  immersed  in  fixative  (Fig.  6). 
For  proper  staining,  our  procedure  consists  of 
staining  the  nucleus  with  Harris’  hematoxylin 
and  counterstaining  the  cytoplasm  with  OG6 
and  EA36  or  EA50,  to  insure  a light  and  trans- 
parent coloration  of  the  cytoplasm.  A very 
deep  staining  of  the  nucleus  should  be  avoided 
since  it  may  give  a false  impression  of  hyper- 
chromatism. 

To  date,  the  endometrial  aspiration  smear  has 
been  utilized  in  125  cases,  ranging  in  age  from 
thirty-four  to  seventy-one  years,  86  of  whom 
presented  symptoms  such  as  menometrorrhagia 
and  bleeding.  Fifty-two  of  the  125  cases  were 


Fig.  4.  Low  power  photomicrograph  of  an  endo- 
metrial aspiration  smear  showing  the  profuse  num- 
bers of  adenocarcinoma  cells  which  present  them- 
selves on  the  smear. 

postmenopausal,  73  were  premenopausal.  Of 
the  52  postmenopausal  patients,  35  were  bleeding. 
Sixteen  of  the  125  patients  had  adenocarcinoma 
of  the  endometrium.  Twelve  of  these  or  75 
per  cent  were  discovered  in  the  postmenopausal 
group,  four  among  the  premenopausal  women. 
Cervical  and  vaginal  smears  were  positive  for 
adenocarcinoma  in  ten  of  these  cases  or  62.50 
per  cent.  Endometrial  aspiration  smears  were 
positive  for  adenocarcinoma  in  all  16  cases. 
Six  or  37.50  per  cent  of  these  cases  were  diagnosed 
solely  by  the  endometrial  smears  (Table  I). 
Although  these  findings  in  no  way  detract  from 
the  value  of  vaginal  and  cervical  smears,  they 
clearly  indicate  the  significance  of  the  endometria  1 
smear. 

The  question  may  well  be  asked:  Since  the 
endometrial  cavity  is  entered,  why  not  perform  a 
curettage  or  endometrial  biopsy?  The  answer 
is  this:  The  endometrial  aspiration  has  uni  pie 
advantages.  It  is  extremely  simple,  easily  per- 
formed, with  little  discomfort  and  a minimal  risk 
to  the  patient.  It  is  a practicable  office  pro- 
cedure. Aspiration  of  the  endometrial  cavity 
affords  a widely  diverse  sampling  of  exfoliated 
cells,  and  in  addition,  it  can  be  performed  easily 
and  repeatedly,  without  hospitalization. 
Furthermore,  it  yields  rich  information,  since 
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Fig.  5.  Endometrial  aspiration  smear  showing  a 
cluster  of  undifferentiated  adenocarcinoma  cells. 


Cl 


per  surface  area  of  tissue,  more  malignant  cells 
are  desquamated  than  benign  cells.  Cohesive- 
ness between  cancer  cells  is  less  than  that  be- 
tween normal  cells.  Coman,  in  1944,  showed 
that  to  separate  cells  of  a carcinoma  required 
one  tenth  of  the  force  needed  to  separate  normal 
epithelial  cells.12 

Further  advantages  of  the  endometrial  smear, 
as  indicated  by  the  stud}',  are  as  follows: 

1.  The  difficulty  caused  by  the  confusing 
presence  of  endocervical  cells  is  virtually  elimi- 
nated. 

2.  The  degenerated  forms  of  endometrial 
cells,  which  at  times  are  confused  with  carcinoma 
cells,  are  less  likelj’  to  constitute  a source  of  error. 
With  the  use  of  the  endometrial  smear,  nuclei  are 
fresh  and  wTell  preserved,  facilitating  accurate 
identification  of  abnormal  nuclear  structure. 

3.  Occasionally,  undifferentiated  endometrial 
malignant  cells,  tightly*  grouped,  may  show 
marked  difference  in  size  and  shape,  and  extreme 
variation  in  chromatin  content,  identical  with 
cells  from  undifferentiated  squamous  cell  carci- 
noma of  the  cervix.  Similar  confusion  sometimes 
arises  between  highly  differentiated  malignant 
cells  common  to  “carcinoma  in  situ”  and  well- 
differentiated  adenocarcinoma  cells.  By  the  use 
of  the  endometrial  smear,  it  is  expected  that  these 
difficulties  will  also  be  eliminated. 

In  the  present  study,  not  only  have  six  cases 
of  adenocarcinoma  been  detected  by  the  endo- 
metrial smear  which  were  missed  with  the  cervical 
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Fig.  6.  The  material  employed  in  taking  an  endo- 
metrial aspiration  smear,  showing  the  thin  malleable 
cannula  which  is  introduced  into  the  endometrial 
cavity. 

and  vaginal  smears,  but  in  addition,  cytologic 
patterns  peculiar  to  endometrial  abnormalities 
have  begun  to  emerge.  These  patterns  are 
associated  with  endometrial  hyperplasia,  endo- 
metrial polyps,  and  luteal  phases  of  the  endo- 
metrium (Table  I).  Desquamated  cells  from 
a hyperplastic  endometrium  present  a charac- 
teristic picture  (Fig.  7).  There  is  an  abundance 
of  cells  present  on  the  smear.  The  endometrial 
cells  are  seen  in  tight  groups,  presenting  a 
mosaic-like  appearance  similar  in  morphology  to 
endocervical  cells.  The  cells  are  large,  three  to 
four  times  normal  size,  and  their  borders  are 
clearly  delineated.  The  nuclei  are  large,  round, 
and  ovoid  in  shape,  three  and  four  times  normal 
size,  but  regular  and  benign  in  morphology. 
There  is  very  little  variation  in  size  and  shape. 
The  nuclei  are  heavily  stained  but  show  a 
smoothly  granular  chromatin  network  in  contrast 
to  malignant  cells.  The  cytoplasm  of  the  cells 
is  increased  and  pale-staining.  No  vacuolization 
I of  the  cytoplasm  is  present,  in  contrast  to  cells 
seen  during  a luteal  phase.  Clusters  of  degener- 
ated endometrial  cells  are  not  uncommon.  These 
probably  desquamate  from  the  localized  areas  of 
necrobiosis  present  in  endometrial  hyperplasia. 
Numerous  red  blood  cells  are  present  on  the 
smear.  There  is  no  differentiation  between  endo- 


Fig.  7.  Endometrial  aspiration  smear  showing 
cells  from  a hyperplastic  endometrium.  The  cells 
are  three  to  four  times  normal  size,  the  nuclei  large, 
the  cytoplasm  abundant,  but  the  morphology  is 
normal. 

metrial  polyps  and  endometrial  hyperplasia  as 
seen  on  the  endometrial  aspiration  smear.  The 
cell  morphology  appears  to  be  the  same  in  both 
groups. 

Experiments  to  determine  the  phases  of  the 
cycle  by  studying  the  aspiration  smear  are  in- 
conclusive but  highly  suggestive.  The  cases 
included  in  the  present  analysis  were  those 
histologically  proved  to  possess  a secretory 
endometrium.  The  endometrial  smears  in  these 
cases  showed  an  abundance  of  cells,  including 
endometrial  cells,  leukocytes,  histiocytes,  and 
red  blood  cells.  Large  amounts  of  debris 
were  present  on  the  smears.  The  endometrial 
cells  were  larger  than  normal  although  not  as 
large  as  those  seen  in  cases  with  endometrial 
hyperplasia.  The  nuclei  were  round,  regular, 
and  showed  a compact  dense-staining  chromatin. 
The  nuclei  were  eccentric  and  in  close  proximity 
to  the  cell  border.  The  cytoplasm  was  abundant, 
pale-staining,  irregular  in  outline,  and  filled  with 
numerous  vacuoles  varying  in  size.  This  picture 
of  dense  basal  nuclei  and  marked  vacuolization 
of  the  cytoplasm  in  conjunction  with  the  presence 
of  red  blood  cells,  leukocytes,  histiocytes,  and 
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Fig.  8.  Endometrial  aspiration  smear,  showing  a 
cluster  of  cells  with  dense  basal  nuclei  and  marked 
vacuolization  of  the  cytoplasm  reflecting  secretory 
activity. 

debris  undoubtedly  represents  secretory  activity 
evoked  by  progesterone  secretion  (Fig.  8). 

Smears  from  atrophic  endometria  contained 
relatively  few  cells.  The  endometrial  cells 
obtained  in  such  instances  were  closely  grouped 
and  very  small.  The  nuclei  were  small,  round, 
regular  in  morphology,  and  densely  stained. 
The  cytoplasm  was  very  scant  and  showed  no 
vacuolization.  The  smears  were  relatively  clean 
with  few  red  blood  cells,  leukocytes,  or  debris 
present  (Fig.  9). 

Of  the  125  cases  studied,  18  patients  or  14.40 
per  cent  were  proved  to  have  endometrial  hyper- 
plasia, and  eight  cases  or  6.40  per  cent  endo- 
metrial polyps,  on  pathologic  histologic  examina- 
tion (Table  I).  Each  of  these  26  cases  had  a 
clinical  history  of  menometrorrhagia.  On  vag- 
inal and  cervical  smear  examination  nine  or 
34.61  per  cent  were  diagnosed  as  endometrial 
hyperplasia  or  endometrial  polyp.  Nineteen 
or  73.07  per  cent  of  the  26  cases  were  diagnosed 
as  endometrial  hyperplasia  or  polyp  on  both 
vaginal  and  endometrial  smear  examination. 
There  were  three  (2.40  per  cent)  false  positive 
diagnoses  in  which  curettage  failed  to  sub- 
stantiate the  cytologic  diagnosis.  Seven  or 
26.93  per  cent  were  missed.  In  other  words, 
19  additional  correct  diagnoses  of  endometrial 


Fig.  9.  Endometrial  aspiration  smear  from  an 
atrophic  endometrium,  showing  a cluster  of  endo- 
metrial cells  with  small,  dark,  densely  stained 
nuclei  and  scant}'  cytoplasm. 

hyperplasia  or  polyp  were  based  on  a character- 
istic endometrial  smear  picture.  This  in  itself 
is  emphatically  a worth-while  contribution  of  the 
technic.  Of  these  26  cases,  14  or  53.85  per  cent 
also  presented  a picture  of  hyperestrinism  on  the 
vaginal  smear.  This  figure  conforms  very 
favorably  with  the  author’s  study  of  hyper- 
estrinism.13 

According  to  the  histories,  23  cases  or  18.40 
per  cent  fell  into  a postovulatorv  phase  of  the 
cycle.  Eighteen  or  78.26  per  cent  of  these 
cases  were  diagnosed  on  the  cervical  and  vaginal 
smear.  Fourteen  or  60.87  per  cent  were  so  diag- 
nosed by  the  endometrial  aspiration  smear 
alone. 

These  figures  indicate  that  endometrial  hyper- 
plasia and/or  polyps  can  be  detected  on  the  endo- 
metrial aspiration  smear.  As  a determinant 
of  luteal  phases  of  the  endometrium,  the  method 
is  a potentially  important  contribution  to  steril- 
ity and  fertility  management.  Further  studies 
with  the  smear  should  also  yield  information 
about  atrophic  endometria,  particularly  in 
cases  of  benign  postmenopausal  bleeding. 

Conclusion 

1.  The  endometrial  aspiration  smear  increases 
the  degree  of  accuracy  in  the  diagnosis  of  cndo- 
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metrial  carcinoma,  reliably  uncovering  malignan- 
cies missed  by  vaginal  and  cervical  smears. 

2.  Available  results  clearly  indicate  the  rich 
potential  of  the  method  in  the  field  of  little- 

' known  endometrial  abnormalities. 

3.  The  utilization  of  this  new  smear  augments 
the  value  of  the  cytologic  method  as  a practic- 

! able  gynecologic  office  technic. 

263  West  End  Avenue 
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Discussion 

Leon  Motyloff,  M.D.,  New  York  City. — The  paper 
of  Dr.  Hecht  presents  a provocative  contribution  to 
the  cytologic  approach  in  the  diagnosis  of  cancer. 
It  represents,  as  he  emphasized  himself,  a com- 
promise between  the  purely  cytologic  approach 
which  was  originally  based  on  exfoliation  of  cells 
and  the  conventional  tissue  diagnosis. 

The  cytologic  approach  was  a classic  contribution 
of  Papanicolaou  and  Traut,  who  opened  new 
i avenues  for  the  diagnosis  of  carcinoma  which  have 
many  promising  aspects.  However,  as  it  is  with 
frj  every  new  method  of  diagnosis  and  treatment,  the 
| initial  response  of  the  medical  profession,  supple- 
; mented  by  the  emotional  response  of  the  lay  public 
E fostered  by  the  modern  methods  of  superadvertising, 
brought  the  attitude  of  overestimation  and  super- 
optimism, which  resulted  in  claims  of  discovery  of 
specific  cells  of  carcinoma  and  claims  of  early  diag- 
nosis of  carcinoma  which  were  not  always  well  sub- 
stantiated and  which  were  supported  sometimes  by 
questionable  evidence  only. 

Such  overenthusiastic  statements,  supported  by 
questionable  evidence,  aroused  a natural  reaction, 
threatening  to  undermine  the  confidence  of  the  pro- 
fession in  the  otherwise  well-established  basic  facts 
concerning  the  possibilities  of  cytologic  detection  of 
I cancer  so  brilliantly  represented  in  the  original  com- 
munication of  Papanicolaou  and  Traut  and  so  well 
I illustrated  in  the  paper  presented  by  Dr.  Hecht. 

I believe  that  if  the  new  method  is  to  survive  the 
frequently  unjustified  and  reactionary  supercriti- 
cism, it  must  be  confined  by  certain  limitations  to  its 
realistic  boundaries. 

As  long  as  there  is  no  existent  specific  cell  which 
can  be  singled  out  as  a carcinoma  cell,  a definite, 
positive  diagnosis  of  carcinoma  cannot  be  made  on 


smear  preparations  unless  one  finds  cell  clusters  (as 
emphasized  also  by  Dr.  Hecht)  which  would  permit 
the  correlative  comparison  of  the  individual  cells, 
with  some  evidence  of  correlative  anisocytosis  or 
anisocaryosis  which  may  be  considered  as  a possible 
anaplasia. 

Therefore,  the  final  so-called  cytologic  diagnosis  of 
carcinoma  rests,  actually,  not  on  single  cells,  but  on 
cell  arrangements  even  in  smear  preparations.  This 
statement  should  not  be  misunderstood  as  a com- 
plete denial  of  cytologic  approach  to  the  diagnosis  of 
carcinoma.  It  means,  however,  that  at  the  present, 
at  least,  a purely  cytologic  approach  is  not  at  all 
realistic  and  that  only  a certain  form  of  compromise 
between  conventional  tissue  methods  of  diagnosis 
and  cytologic  evaluation  of  microscopic  prepara- 
tions may  give  the  latter  a true  diagnostic  value. 

This  brings  up  particularly  the  subject  of  cytologic 
screening  as  a method  of  detection  of  cancer.  Be- 
cause of  the  abovementioned,  I believe  that  such 
screening  could  be  made  only  by  persons  who  have  a 
formidable  experience  in  normal  and  abnormal  tissue 
patterns,  or,  in  other  words,  experience  in  histo- 
pathology  of  the  female  genital  tract.  It  is  obvious, 
therefore,  that  the  screening  could  not  be  and 
should  not  be  delegated  to  a person  not  familiar  with 
it,  although  such  situations  exist,  practically  speak- 
ing, in  all  screening  institutions  at  the  present. 

Moreover,  we  have  to  accept  the  fact  that  a purely 
cytologic  examination  is  not  a self-sufficient  diagnos- 
tic procedure.  It  may  be  useful  only  if  it  can  be  re- 
lated to  other  facts  of  pertinent  importance  in  the 
diagnostic  investigation  of  each  respective  patient. 
Only  then  can  it  be  supplemented,  if  necessary,  by 
tissue  biopsy  or  other  methods  of  clinical  investiga- 
tion. Needless  to  say,  such  a program  of  investiga- 
tion is  not  possible  in  a screening  institution.  It 
could  be  applied  successfully,  however,  in  private 
offices  or  in  hospitals  where  a pat  ient  is  treated  as  an 
individual  and  where  a program  of  investigation 
could  be  easily  modified  according  to  individual 
circumstances  which,  of  course,  vary  from  case  to  case. 

I believe  that  with  such  limitations  the  realistic 
usefulness  of  the  cytologic  approach  could  be  en- 
hanced and  its  rightful  place  as  an  important  sup- 
plement to  other  diagnostic  methods  in  the  program 
for  the  detection  of  cancer  could  be  established. 

We  included  the  cytologic  examination,  therefore, 
as  a “must”  in  our  program  of  investigation  at  the 
Woman’s  Hospital,  particularly  because  the  original 
work  of  Papanicolaou  had  its  beginning  in  our  in- 
stitution, a fact  of  which  we  are  very  proud.  In 
spite  of  statistically  unsatisfactory  results  in  cases  of 
obvious  carcinoma  (around  60  per  cent  positive 
only,  uncorrected  by  inclusion  of  suspicious  posi- 
tive smears),  we  could  state  very  definitely  that  the 
cytologic  approach,  this  new  supplement  to  our  con- 
ventional methods  of  tissue  diagnosis,  was  very 
helpful  in  individual  cases. 

With  such  limitations,  we  accept  also  the  endo- 
metrial smear  preparations  recommended  today  in 
the  paper  of  Dr.  Hecht. 

I wish  to  add  only  that  in  our  technic  of  endo- 
metrial biopsy,  we  use  practically  the  same  amount 
of  dilatation  of  cervical  canal  as  recommended  by 
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Dr.  Hecht  in  his  method  of  endometrial  smear  prep- 
arations and  that  with  our  methods,  a histologic 
preparation  (paraffin  embedding)  could  be  obtained 
in  four,  or  at  most,  five  hours. 

The  informative  value  of  endometrial  biopsy  is,  of 
course,  much  superior  to  any  cytologic  smear  prep- 
aration. 

Milton  Carvalho,  M.D.,  Binghamton. — Dr.  Hecht’s 
previous  work  and  this  present  study  have  added 
more  evidence  that  careful  study  of  cytologic  smears 
gives  us  an  additional  diagnostic  method  for  the  de- 
termination of  the  presence  or  absence  of  carcinoma. 
Both  in  theory  and  in  practice,  Dr.  Hecht  has 
demonstrated  the  phenomenal  accuracy  of  his 
method  of  taking  endometrial  smears. 

The  author  states  that  it  is  a practicable  and  rela- 
tively simple  office  procedure,  that  it  may  be  per- 
formed easily  and  repeatedly  without  hospitaliza- 
tion. He  further  points  out  that  the  method 
eliminates  confusion  as  to  the  source  of  abnormal 
cells  discovered  in  routine  vaginal  and  endocervical 
cytologic  smears.  All  of  these  assertions  are  valid. 

In  Broome  County  we  have  about  180,000  popu- 
lation, about  1,200  general  hospital  beds,  and  three 
full-time  pathologists.  These  pathologists  are  fully 
qualified  but  are  kept  so  busy  with  routine  clinical 
and  surgical  pathology  that  they  just  do  not  have 
the  time  to  look  at  and  study  large  numbers  of  rou- 
tine cytologic  smears.  When  approached  on  this 
subject,  they  stated  that  they  could  study  such 
smears  from  the  suspicious  cases  only.  They  have 
no  technicians  trained  in  this  field  who  could  do 
screening  for  them.  Indeed,  all  laboratory  tech- 
nicians are  in  such  short  supply  that  it  is  difficult  to 
keep  up  with  routine  laboratory  work.  It  would 
seem  reasonable  to  suppose  that  these  conditions  are 
not  unique  in  Broome  County,  and  therefore  perhaps 
one  could  say  that  this  discussion  will  be  from  the 
standpoint  of  the  average  practicing  gynecologist. 

We  note  that  in  studying  a case  by  this  method, 
one  takes  vaginal  and  cervical  smears  in  addition  to 
the  endometrial  smears.  Thus,  there  would  be  a 
minimum  of  three  slides,  and  more  likely  six  slides 
per  patient.  Four  years  ago,  it  was  stated  by  some- 
one in  Hertig’s  laboratory  that  screening  of  a nega- 
tive smear  by  a trained  person  took  a half  hour,  and 
that  a suspicious  smear  frequently  required  up  to 
two  hours  of  study.  With  only  three  slides  per  pa- 
tient, the  time  in  the  laboratory  would  be  one-and- 
one-half  to  six  hours.  In  an  eight-hour  day,  as- 
suming all  negative  smears,  the  trained  technician 
could  screen  sixteen  smears,  or  the  slides  from  5.3 


patients.  Perhaps  this  is  an  exaggeration,  but  even 
if  a highly  qualified  individual  could  do  twice  that 
much  work  in  an  eight-hour  day,  where  is  one  to  find 
such  a person  and  what  salary  would  he  command? 
What  general  hospital  could  afford  to  pay  an  in- 
dividual to  do  only  this  sort  of  work?  I am  afraid 
that  such  a hospital  is,  and  will  continue  to  be,  one 
associated  with  an  university  which  has  available 
endowment  funds  assigned  to  research  of  this  kind. 
If  the  current  program  of  recruiting  young  people 
for  training  as  technicians  is  successful,  perhaps  this 
picture  will  change,  and  those  of  us  presently  with- 
out these  facilities  may  aspire  to  them  in  a few  years. 

It  is  disappointing  that  the  essayist  fails  to  make 
clear  whether  or  not  all  sixteen  of  the  carcinoma  cases 
had  bleeding.  Neither  does  he  inform  us  as  to  the 
cause  of  the  bleeding  in  the  remaining  23  or  more 
patients  in  the  postmenopausal  group.  One  must 
believe  that  one  negative,  or  even  repeatedly  nega- 
tive smears,  did  not  deter  the  author  from  doing  a 
diagnostic  curettage  in  patients  developing  post- 
menopausal bleeding.  Since  this  was  a research 
project,  undoubtedly  all  patients  had  a curettage  to 
check  the  accuracy  of  the  smears.  Thus,  one  had  no 
fears  of  missing  a malignant  process.  The  fact  that 
the  method  was  100  per  cent  accurate  in  this  series 
gives  us  some  assurance,  but  does  the  author  suggest 
that  we  rely  on  negative  endometrial  smears  for  re- 
assurance as  to  the  absence  of  malignancy? 

After  careful  consideration  of  this  and  other  stud- 
ies of  cytologic  smear  technics,  we  conclude  that  for 
the  average  practicing  gynecologist  and  certainly 
for  the  general  practitioner  without  these  special 
laboratory  facilities  the  following  are  true: 

1.  The  taking  of  routine  vaginal,  cervical,  and 
endometrial  smears  is  useful  only  in  patients  with- 
out symptoms,  and  then  only  when  a nearby  cancer 
detection  center  will  accept  the  slides  for  study  and 
diagnosis. 

2.  Diagnostic  currettage  is  the  method  of  choice 
to  determine  the  presence  or  absence  of  carcinoma  in 
patients  presenting  abnormal  bleeding  as  a symp- 
tom. 

Dr.  Hecht  is  to  be  congratulated  for  the  arduous 
effort  which  has  been  required  in  a study  of  this 
kind.  We  hope  that  with  the  accumulation  of 
many  more  cases  in  similar  studies,  the  method  will 
continue  to  be  proved  accurate.  And  we  earnestly 
pray  that  he  and  others  in  the  field  will  be  able  to 
train  a sufficient  number  of  technicians  so  that  this 
valuable  diagnostic  procedure  may  be  available  in 
areas  without  university  connections. 


NEW  HEART  DISEASE  TRANSCRIPTIONS  AVAILABLE 


A new  series  of  radio  transcriptions  entitled  “The 
Heart  of  America”  has  been  released  by  the  A.M.A.’s 
Bureau  of  Health  Education.  Dramatizing  various 
aspects  of  the  heart  and  its  diseases,  the  13  pro- 
grams in  the  series  are  summarized  by  outstanding 
cardiologists  and  related  experts.  Subjects  in- 
clude: research  in  heart  disease,  heart  murmur, 
rheumatism  and  rheumatic  heart  disease,  the  con- 
genital heart  disease  program,  the  heart  and  athle- 


tics, coronary  disease,  overweight  and  the  heart, 
arterial  disease,  high  blood  pressure  and  the  heart, 
surgery  for  heart  valve  and  arterial  diseases,  the 
heart  in  relation  to  stresses  and  strains,  rehabilita- 
tion, protecting  the  good  heart  from  injury,  and  how 
to  live  with  a damaged  heart.  The  series  was  pro- 
duced in  cooperation  with  the  American  Heart 
Association. — American  Medical  Association  News 
Notes,  August,  1952 


TECHNICS  AND  INDICATIONS  FOR  ANESTHESIA  IN  CESAREAN 
SECTIONS 

Charles  E.  Flowers,  Jr.,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology,  State  University  of  New  York  at  New  York  City, 
College  of  Medicine  and  Kings  County  Hospital ) 


Z'"''  RADUALLY,  dur  ing  the  last  two  decades 
i VT  the  incidence  of  cesarean  section  has  risen 
to  between  3 and  6 per  cent  of  all  deliveries.1-  2 
This  increase  in  incidence  has  resulted  from  a 
! broadening  of  indications  for  the  operation. 
Cesarean  sections  are  not  limited  now  to  desperate 
maternal  complications  of  obstetrics,  but  are  per- 
formed whenever  there  are  maternal  or  fetal 
complications  which  are  amenable  to  surgery. 
Cesarean  sections  should  be  done  just  as  quickly 
for  fetal  as  for  maternal  salvage. 

If  the  average  national  incidence  of  cesarean 
I section  is  taken  as  4 per  cent,  over  148,000  such 
i,  operations  were  performed  in  1951. 3 This  is  a 
sizable  number,  presenting  an  important  surgical 
and  anesthetic  problem.  The  anesthetic  factor  in 
cesarean  section  has  received  timely  emphasis  in 
the  recent  report  by  Dr.  Charles  Gordon  of  242 
section  deaths.  He  indicated  that  20  per  cent  of 
the  deaths  were  due  to  anesthesia  (Table  I).4 

Thus,  it  is  important  to  study  critically  the 
problem  of  anesthesia  in  cesarean  section.  It  is 
desirable  to  make  the  operation  as  pleasant  as 
possible  for  the  patient,  but  above  all,  safe  for  the 
mother  and  child.  This  can  be  done  only  by 
individualizing  each  case  and  using  the  best 
suited  anesthetic  and  anesthetic  technic. 

Anesthesia  for  the  Surgically  Prepared 
Normotensive  Obstetric  Patient 

The  surgically  prepared  normotensive  patient  is 
an  ideal  candidate  for  any  surgical  procedure. 
The  patient  has  been  prepared  psychically  for  the 
operation,  and  the  gastrointestinal  tract  is  free 
from  solid  and  liquid  material.  One  may  safely 
use  any  type  of  conduction  or  general  anesthesia 
without  intubation.  However,  as  a general  rule, 
spinal  or  peridural  anesthesia  are  preferred  over 
cyclopropane,  ether,  or  Pentothal,  since  these 
patients  are  often  undergoing  repeat  operations 
which  may  require  ten  to  twenty  minutes  of 
anesthesia  before  delivery  of  the  infant.  Since 
the  fetal  concentrations  of  the  systemic  anes- 
thetics increase  in  direct  proportion  to  the  du- 
ration of  anesthesia,5-7  the  use  of  these  agents 
increases  the  incidence  of  asphyxia  neonatorum  in 
repeat  cesarean  sections.  However,  the  use  of 
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TABLE  I. — Causes  of  Death  After  Cesarean  Section 
in  242  C A8E8  Reported  by  Gordon4 


. — Principal  Cause — • 

Contribu- 

tory 

Cause 

Number 

Number 

of  Per 

of 

Cause  of  Death 

Cases  Cent 

Cases 

Anesthesia 

48 

20 

13 

Embolism 

24 

10 

Cardiac  disease 

26 

10.6 

4 

Eclampsia  and  pre-eclampsia 

19 

8 

24 

Infection 

69 

28.4 

Hemorrhage 

41 

17 

31 

Other  undetermined 

15 

6 

Total 

242 

100 

72 

spinal  anesthesia  in  the  obstetric  patient  must  be 
approached  with  caution  and  understanding,  for 
the  pregnant  patient  has  an  extremely  labile 
autonomic  nervous  system  and  may  experience 
severe  falls  in  blood  pressure,  intercostal  paralysis, 
and  even  maternal  and  fetal  death  if  the  physi- 
ology of  spinal  anesthesia  is  not  understood 
The  fall  in  blood  pressure  in  subarachnoid  or 
peridural  anesthesia  is  caused  by  paralysis  of 
the  sympathetic  nervous  system;  this  causes 
vasodilatation  and  an  increased  vascular  bed. 
The  increased  vascular  bed,  plus  the  placental 
circulation,  and  pressure  on  the  great  vessels  by 
the  gravid  uterus  causes  a reduction  in  cardiac 
return.8  This  reduction  in  cardiac  return  may 
produce  a profound  hypotension  resulting  in 
anoxia  to  the  vital  centers.  This  anoxia  may 
cause  loss  of  consciousness  which  may  lead  to 
vomiting,  aspiration,  or  maternal  exodus.  Anoxia 
and  aspiration  causing  atelectasis  are  the  common 
causes  of  maternal  deaths  under  spinal  anesthesia. 
Maternal  hypotension  may  also  cause  a reduction 
in  fetal  oxygenation  and  produce  fatal  anoxia. 
The  dosage  of  spinal  anesthesia  in  cesarean  section 
should  be  kept  to  a minimum,  since  the  increased 
lordosis  and  intradural  pressure  in  pregnancy  will 
push  the  local  anesthetic  to  a higher  level  than  in 
the  nonpregnant  patient. 

In  general,  continuous  spinal  anesthesia  is  the 
safest  type  of  subarachnoid  block,  provided  it  is 
given  properly.  But  it  must  be  administered 
cautiously,  in  small,  divided  doses.  Each  indi- 
vidual dose  should  not  exceed  15  mg.  of  Mety- 
caine  or  50  mg.  of  procaine.  If  continuous  spinal 
anesthesia  is  not  given  according  to  this  schedule 
and  by  standardized  technic,9  with  an  intravenous 


2753 


2754 


CHARLES  E.  FLOWERS,  JR. 


[N.  Y.  State  J.  M. 


Fig.  1.  Technic  employed  in  administration  of 
single  injection  spinal  anesthetic  in  the  normal 
normotensive  obstetric  patient. 


drip  of  vasopressor  available,  profound  hypo- 
tension and  intercostal  paralysis  may  result. 

Despite  its  safety  factors,  continuous  spinal 
anesthesia  requires  considerable  time  for  admin- 
istration, and  occasionally  the  anesthesia  is  not 
sufficiently  profound . Moreover,  it  is  complicated 
by  a 25  per  cent  incidence  of  severe  postspinal 
headache.  In  the  normal  normotensive  obstetric 
patient,  however,  a single-injection  spinal  anes- 
thetic may  be  given  with  expedience  and  safety 
provided  the  following  technic  is  employed  (Fig. 
1). 

The  patient  is  placed  on  her  left  side  in  spinal 
position.  The  left  arm  is  placed  on  an  arm 
board,  and  an  intravenous  drip  is  started  with  a 
17-gauge  needle.  The  intravenous  solutions  are 
prepared  so  that  there  are  two  1,000-cc.  flasks  of 
5 per  cent  glucose  connected  by  a Y-tube  to  the 
main  intravenous  tubing.  Into  one  of  these  1,000- 
cc.  flasks  is  placed  1 cc.  of  noradrenaline  (10  mg.). 
(Neosynephrine  may  be  used  if  noradrenaline  is 
not  available).  The  flask  which  does  not  contain 
the  vasopressor  is  allowed  to  run  at  the  rate  of  60 


drops  per  minute.  The  patient’s  back  is  then 
prepared  with  ether,  alcohol,  and  Merthiolate. 

Fifty  milligrams  of  procaine  is  mixed  with  1 cc. 
of  10  per  cent  dextrose,  5 mg.  of  Pontocaine,  and 
1/i  cc.  of  1 to  2,000  adrenaline.  Each  of  these 
agents  has  a separate  and  distinct  action.  Nor- 
adrenaline and  Neosynephrine  are  the  most 
powerful  vasoconstrictors  available.  They  have 
no  central  or  cardiac  stimulating  action.  They 
merely  cause  an  arteriolar  vasoconstriction 
exactly  and  equally  counterbalancing  the  vaso- 
dilatation caused  by  spinal  anesthesia.  The  5 
mg.  of  Pontocaine  is  the  primary  spinal  agent. 
The  50  mg.  of  procaine  is  used  to  give  a rapid  in- 
dication of  the  segmental  level  of  anesthesia ; the 
adrenaline  is  used  to  prolong  the  anesthesia  to  two 
hours. 

A spinal  tap  is  performed  with  a 22-gauge 
spinal  needle  at  the  third  or  fourth  lumbar  inter- 
space. The  flask  of  dextrose  solution  which  does 
not  contain  the  vasopressor  is  stopped,  and  the 
flask  containing  the  noradrenaline  is  allowed  to 
run,  at  first,  at  the  rate  of  60  drops  per  minute. 
It  is  then  regulated  by  frequent  blood  pressure 
readings  to  maintain  the  patient  with  a normo- 
tensive pressure.  The  prepared  anesthetic  mix- 
ture is  injected  within  three  seconds.  The 
patient  is  rapidly  turned  to  the  supine  position 
and  placed  in  a level  position.  The  glucose  will 
rapidly  carry  the  anesthetic  to  the  ninth  thoracic 
segment.  The  procaine  will  indicate  immediately 
the  height  of  the  anesthesia  since  it  will  cause  an 
anesthetic  level  to  be  apparent  within  forty-five 
seconds.  If  the  procaine  were  not  present,  the 
extent  of  the  anesthesia  would  not  be  indicated  by 
the  Pontocaine  for  three  to  five  minutes,  and  the 
segmental  level  could  be  excessive.  However,  if 
the  height  of  the  anesthesia  is  rapidly  determined 
by  pin  prick,  and  the  patient  is  placed  in  ten  de- 
grees reversed  Trendelenburg  position  as  soon  as 
the  level  of  the  ninth  thoracic  is  reached,  excessive 
anesthesia  and  intercostal  paralysis  will  not  occur 
(Fig.  2). 

One  of  the  most  important  items  in  this  technic 
and  in  all  spinal  anesthesia  for  cesarean  sections  is 
the  maintenance  of  the  patient  in  a normotensive 
state.  The  prophylactic  use  of  50  mg.  of  ephed- 
rine  or  5 mg.  intramuscularly  of  Neosynephrine 
may  be  totally  ineffective  or  may  cause  a severe 
hypertension.  However,  if  the  blood  pressure 
of  the  patient  is  taken  every  twenty  seconds  for 
the  first  five  minutes  of  anesthesia,  and  every  two 
to  three  minutes  thereafter,  the  noradrenaline 
drip  can  be  adjusted  to  maintain  the  blood  pres- 
sure at  any  desired  level. 

Figure  3 illustrates  a composite  of  50  consecutive 
normotensive  patients  who  were  given  either 
single  injections  or  continuous  spinal  anesthesia 
for  cesarean  section  using  a vasopressor  drip. 
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Fig.  2. 


Patient  in  ten  degrees  reversed  Trendelenburg  position  after  level  of  the  ninth  thoracic  has 

been  reached. 


There  were  no  drops  in  blood  pressure  below  90, 
and  no  increases  above  155  systolic. 

The  Hypertensive  and  Cardiac  Patient 

When  patients  with  toxemia  of  pregnancy, 
chronic  hypertensive  disease,  or  cardiac  lesions 
require  cesarean  section,  every  precaution  must  be 
taken  not  to  disturb  the  cardiovascular  balance. 
As  a general  rule,  patients  with  acute  toxemia 
tolerate  continuous  spinal  anesthesia  extra- 
ordinarily well.  The  blood  pressure  in  these 
patients  is  apparently  maintained  by  other 
factors  than  the  sympathetic  nervous  system.8 
However,  patients  with  chronic  hypertensive  and 
cardiac  disease  require  even  greater  attention, 
and  eveiy  possible  safety  device  must  be  utilized. 
Their  needs  are  served  admirably  by  continuous 
peridural  anesthesia  either  through  the  caudal  or 
lumbar  space.  Peridural  anesthesia  differs  from 
subarachnoid  anesthesia  in  that  the  nerves  are 
blocked  distal  to  the  dura  mater.  In  spinal 
anesthesia,  the  sympathetic  ganglia  are  blocked 
within  the  first  sixty  seconds.  In  peridural 
anesthesia  the  sympathetic  ganglia  are  blocked 
segmentally  and  gradually.  The  full  level  of 
anesthesia  is  not  reached  for  approximately  ten 
minutes,  allowing  the  normal  compensatory 
mechanism  of  the  cardiovascular  system  to  ad- 
just itself  to  the  vasodilatation  and  increased 
vascular  bed.  Thus,  by  a carefully  regulated 
continuous  peridural  anesthesia  the  segmental 
level  may  be  controlled,  preventing  intercostal 
paralysis,  and  the  blood  pressure  may  be  brought 
to  a normotensive  level.  In  cardiac  patients, 
the  cardiac  return  can  possibly  be  reduced  to  a 
more  physiologic  level.  However,  continuous 
peridural,  either  lumbar  or  caudal,  should  be  per- 
formed by  an  experienced  anesthetist,  using  a 
standardized  technic.10  The  usual  dose  in  lumbar 
peridural  anesthesia  is  12  cc.  of  2 per  cent 


Xylocaine  every  thirty  to  forty  minutes;  the 
usual  dose  for  continuous  caudal  peridural  is  20 
cc.  of  1 per  cent  Xylocaine  every  thirty  to  forty 
minutes.  But  despite  the  gradual  onset  of 
anesthesia  in  peridural  blocks,  occasional  drops 
in  blood  pressure  will  occur,  and  the  blood  pres- 
sure must  be  maintained  and  guarded  by  the  use 
of  a continuous  vasopressor  drip,  as  illustrated 
for  single  injection  or  continuous  spinal  anes- 
thesia. 

Figure  4 shows  the  anesthetic  record  of  a thirty- 
two-year-old  cardiac  who  underwent  abdominal 
hysterectomy  at  twenty  weeks  because  of  auric- 
ular fibrillation  and  decompensation  at  twelve 
weeks  gestation.  The  blood  pressure  was  main- 
tained by  the  occasional  use  of  the  vasopressor 
drip.  Fifty  milligrams  of  intravenous  demerol 
and  50  mg.  of  intravenous  Nembutal  were  given 
for  basal  anesthesia. 

Figure  5 demonstrates  the  anesthetic  record  of  a 


Fig.  3.  Composite  of  50  spinal  anesthetics  for 
cesarean  section  using  single  injection  and  continu- 
ous spinal  with  a vasopressor  drip. 
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Fig.  4.  Patient  M.  J.,  age  thirty-two,  twenty 
weeks  pregnant.  Hysterectomy  done  for  cardiac 
disease  because  of  cardiac  failure  and  development 
of  auricular  fibrillation. 
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Fig.  5.  Patient  J.  F.  with  chronic  hypertensive 
disease  and  superimposed  acute  toxemia  of  preg- 
nancy. Section  under  lumbar  peridural  with  2 per 
cent  Xylocaine. 


chronic  hypertensive  patient  who  had  cesarean 
section  under  continuous  lumbar  peridural. 
Seventeen  severe  chronic  hypertensive  patients 
have  been  treated  in  this  manner  without  mater- 
nal or  fetal  complications. 

Patients  with  Obstetric  Hemorrhage  and 
Anemia 

These  patients  are  not  suitable  candidates  for 
spinal  or  peridural  anesthesia.  In  hemorrhage 
and  anemia  there  is  reduction  in  the  circulating 
red  cell  mass.  In  spinal  or  peridural  anesthesia 
there  occurs  an  increased  vascular  bed,  and  unless 
excellent  control  of  blood  pressure  is  maintained 
by  the  use  of  vasopressors,  there  is  a reduction  in 
cardiac  return.  It  is  inadvisable  to  risk  the 
superimposition  of  these  two  conditions  on  a 
pregnant  patient. 

General  anesthesia  is  preferred  in  instances  of 
obstetric  hemorrhage  and  anemia.  It  allows 
rapid  admission  to  the  abdomen,  and  when 
properly  administered,  causes  no  effect  on  the 
cardiovascular  system.  General  anesthesia,  how- 
ever, may  be  a factor  in  delayed  fetal  respiration, 
and  it  is  potentially  dangerous  to  the  mother 
because  of  possible  vomiting  and  aspiration.4-11 

The  type  of  general  anesthetic  which  is  given  is 
not  as  important  as  the  ability  of  the  anesthetist 
to  give  it.  Cyclopropane  induction  and  ether 
maintenance  is  probably  the  combination  of 
choice.  Although  cyclopropane  causes  a 20  per 
cent  reduction  in  fetal  arterial  oxygen  satura- 
tion,5 it  is  a rapid  and  pleasant  induction  agent; 
it  also  allows  rapid  administration  and  main- 
tenance of  anesthesia  with  ether.  Ether  causes 
no  reduction  in  the  fetal  arterial  oxygen  satura- 
tion, 6-12-15  and  its  rapid  elimination  across  the 
fetal  alveolar  membrane  is  an  important  factor  in 
infant  resuscitation. 

Ether  and  cyclopropane  diffuse  rapidly  across 
the  placental  membrane,  giving  comparable 


blood  levels  in  the  fetus  and  mother.5-6  Since 
the  fetal  depression  is  directly  proportional  to 
the  concentration  of  the  anesthetic  mixture  and 
the  duration  of  its  administration,  general  anes-  ' - 
thesia  should  not  be  begun  until  the  patient  is 
cleaned  and  draped.  The  induction  should  be  I 
rapid  and  the  level  of  anesthesia  maintained 
between  the  first  and  second  plane  of  the  third  i 
stage.  A good  criterion  for  this  depth  in  general 
anesthesia  is  the  maintenance  of  slight  oscilla- 
tion of  the  eyes. 

Of  fundamental  importance  in  general  anes- 
thesia is  the  problem  of  vomiting  and  aspiration.11 
This  complication  caused  26  deaths  in  Gordon’s  ! 
series  of  242  deaths  in  cesarean  section  patients 
(Table  II).4  This  is  easily  understood  since  i 
during  pregnancy  gastric  motility  is  reduced,  and 
food  and  liquid  may  remain  in  the  stomach  for  as 
long  as  three  hours  following  a meal.  Further- 
more, as  soon  as  painful  uterine  contractions 
begin,  digestion  may  completely  cease.16  Thus, 
when  an  obstetric  emergency  occurs  in  a patient 
who  has  had  a recent  meal  or  has  consumed  food 
or  liquid  during  the  course  of  labor,  and  spinal 
anesthesia  or  peridural  anesthesia  is  contraindi- 
cated, endotracheal  anesthesia  must  be  given.  I 
Administration  of  the  anesthesia  should  be  pre- 
ceded by  adequate  pharyngeal  anesthesia  and 
local  intubation.  There  should  be  no  exceptions 
to  this  rule.  The  rule  applies  equally  well  to 
Pentothal  and  ethylene  as  well  as  to  cyclopropane 
and  ether.  If  a competent  anesthetist  is  not 


TABLE  II. — Anesthesia  as  a Cause  of  Death  in  48 
Cesarean  Sections  as  Reported  by  Gordon* 


Atelec- 

tasis 

Aspira- 

tion 

Toxic 

Total 

Spinal 

9 

12 

21 

Gas,  oxygen,  ether 

8 

8 

1 

17 

Ether 

4 

2 

6 

Combined  forms 

4 

4 

Total 

25 

10 

13 

48 
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available  to  administer  endotracheal  anesthesia, 
local  anesthesia,  even  with  its  shortcomings,  is 
the  method  of  choice.  The  easiest  and  most 
satisfactory  local  technic  in  the  hands  of  the 
! average  obstetrician  is  that  of  Beck.17  One 
' hundred  cubic  centimeters  of  1 per  cent  Xylocaine 

5 with  epinephrine  and  600  turbidity-reducing  units 
of  hyaluronidase  will  give  the  most  satisfactory 
results. 

Patients  with  Fetal  Distress,  Prolonged 
Labor,  and  Miscellaneous  Obstetric 
Complications 

No  one  specific  type  of  anesthesia  can  be  ad- 
vocated for  this  group  of  patients.  Each  situa- 
tion should  merit  careful  consideration.  There 
are,  however,  certain  basic  principles  which 
should  be  followed. 

Patients  with  prolonged  labor  or  intrapartum 
infections  are  quite  often  dehydrated,  slightly 
acidotic,  and  exhausted.  They  should  never  be 
given  a single  injection  spinal  anesthetic  since 
their  vasomotor  systems  are  often  unstable. 
Continuous  peridural  or  continuous  spinal  are 
the  anesthesias  of  choice.  If  general  anesthesia 
I is  used,  it  should  be  endotracheal  since  food  or 
i liquid  is  always  present  in  the  patient’s  stomach. 

Fetal  distress  may  occur  from  many  obstetric 
! complications.  When  the  distress  is  due  to  a 
, prolapse  of  the  umbilical  cord  which  is  to  be 
! treated  by  cesarean  section,  a hypobaric  spinal 
I may  be  given  in  the  knee-chest  position,  or  the 
, patient  may  be  maintained  in  the  knee-chest 
position  until  the  operating  room  is  ready  and 
may  then  be  given  a general  anesthetic  rapidly. 

Patients  with  severe  hemorrhage  or  ruptured 
uteri  should  be  given  endotracheal  general  anes- 
thesia to  maintain  adequate  maternal  oxygena- 
tion during  shock.  Apprehensive  patients  should 
never  be  subjected  to  local  or  spinal  anesthesia. 
Properly  administered  general  anesthesia  is  the 
technic  of  choice  in  these  patients. 

When  spinal  or  peridural  anesthesia  is  not  suc- 
cessful and  a vasopressor  other  than  Neosyneph- 
rine  has  been  used,  cyclopropane  must  not  be 
given.  Cyclopropane,  in  the  presence  of  vaso- 
pressors, may  cause  cardiac  arrest  from  ventric- 
ular fibrillation.  Nitrous  oxide,  oxygen,  ether, 
or  Pentothal  are  the  agents  of  choice. 

When  Pentothal  is  given  following  the  delivery 
i of  an  infant  under  local  anesthesia,  the  same  pre- 
caution should  be  taken  as  in  general  anesthesia. 

| Laryngospasm,  vomiting,  and  aspiration  may  be 
a severe  complication.  Local  anesthesia  loses 
its  margin  of  safety  when  a general  anesthetic  is 
added.  A helpful  adjunct  to  local,  spinal,  and 
peridural  anesthesia  is  the  careful,  slow  adminis- 
tration of  50  mg.  of  demerol  and  100  mg.  of 
Nembutal  intravenously  following  the  delivery  of 
the  infant. 


Comment 

Since  anesthesia  ranks  second  as  the  cause  of 
death  in  cesarean  section  operations,  we  must  give 
it  respect,  thought,  and  careful  consideration. 
This  must  be  done  by  individualizing  each  case 
and  above  all  by  enlisting  the  most  skillful 
anesthesiologic  help  possible.  The  anesthetist 
should  be  skilled  in  all  forms  of  conduction  tech- 
nics and  should  be  an  expert  in  endotracheal 
anesthesia  and  resuscitative  measures.  If  he  is 
not  available,  local  infiltration  should  be  the  anes- 
thesia of  choice.  Only  by  practicing  these  car- 
dinal principles  can  the  obstetrician  carry  out 
his  avowed  function  in  medicine,  that  of  protect- 
ing and  guarding  the  life  of  the  mother  and  her 
unborn  child. 

451  Clarkson  Avenue 
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Discussion 

John  B.  Dalton,  M.D.,  Rochester. — Dr.  Flowers 
deserves  much  credit  for  his  management  of  anes- 
thesia in  cesarean  section  which  he  has  covered  so 
thoroughly.  Should  he  wish  to  change  his  position 
to  the  other  end  of  the  patient  in  the  small  hours  of 
the  morning,  I am  sure  the  anesthesiologists  would 
welcome  him  as  a competent  brother. 

His  statement  that  conduction  anesthesia  is  pref- 
erable to  the  use  of  general  agents  in  the  uncompli- 
cated case  is  certainly  to  be  remembered  by  us  all. 
Although  many  of  us  have  our  ora  variety  of  tech- 
nics for  subarachnoid  block  for  the  management  of 
cesarean  section  analgesia  the  one  here  recommended 
by  Dr.  Flowers  will  be  remarkably  safe  for  both  the 
mother  and  child,  as  evidenced  by  his  reasons  given 
for  the  various  agents  used.  The  use  of  vasopressor 
drip  solution  cannot  be  too  strongly  stressed.  Nor- 
adrenaline or  Neosynephrine  will  rarely,  if  ever,  fail 
to  be  effective. 

In  the  past  several  years  some  of  our  enthusiasm 
for  continuous  spinal  analgesia  has  waned.  The 
most  important  factor  concerned  with  this  change  is 
the  higher  incidence  of  neurologic  complications 
resulting  from  the  catheter  or  plastic  tube.  Also, 
the  15  to  25  per  cent  occurrence  of  postspinal  head- 
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aches  contributes  considerably  to  our  discourage- 
ment. With  the  margin  of  safety  obtainable  by 
using  improved  “one  shot”  methods  and  vasopressor 
agents,  as  outlined  by  Dr.  Flowers,  one  might  be  in- 
clined to  consider  continuous  spinal  analgesia  less 
advantageous. 

As  Dr.  Flowers  tells  us,  the  anemic  patient  should 
be  spared  the  hazard  of  subarachnoid  or  epidural 
block  and  does  much  better  with  inhalation  technics. 
It  has  been  my  practice  to  rely  almost  entirely  on 
light  cyclopropane  anesthesia  until  the  infant  is 
extracted  which  is  usually  fifteen  minutes  or  less 
from  the  time  of  the  skin  incision.  If  it  is  obvious 
that  more  time  than  this  will  elapse,  then  the  addi- 
tion of  ether  is  probably  indicated.  The  advantage 
of  ether  in  a fifteen-minute  period  of  anesthesia  may 
not  justify  its  use,  considering  the  dangers  of  vomit- 
ing and  excitation  which  may  result. 

It  is  not  unusual  for  undigested  food  to  remain  in 
the  stomach  of  the  mother  in  labor  for  periods  of  six 
to  eight  hours.  Dr.  Flowers’  remarks  on  this  sub- 
ject are  therefore  of  particular  interest. 

Concerning  the  problem  of  emergency  surgery, 
I must  agree  with  Dr.  Flowers.  It  is  my  opinion 
that  subarachnoid  or  epidural  block  is  not  con- 
traindicated in  the  patient  whose  stomach  is  not 
empty.  The  conscious  patient  will  not  aspirate. 
The  incidence  of  unconsciousness  occurring  subse- 
quent to  subarachnoid  analgesia  in  the  hands  of  a 
competent  anesthetist  is  extremely  rare,  especially  if 
the  technic  outlined  by  Dr.  Flowers  is  adhered  to. 
In  the  hands  of  even  the  most  experienced  anes- 
thetist, however,  an  occasional  patient  will  re- 
gurgitate or  vomit  and  aspirate  before  tracheal  intu- 
bation can  be  accomplished.  Also,  the  anoxia  inci- 
dent to  a difficult  intubation  may  be  dangerous  to 
the  unborn.  It  is  assumed,  of  course,  that  the 
emergency  is  such  that  aspiration  of  stomach  con- 
tents is  unwise  prior  to  induction  of  anesthesia. 

If  subarachnoid,  epidural,  or  local  infiltration 
analgesia  is  contraindicated  for  reasons  other  than  a 
full  stomach,  then  tracheal  intubation  should  be 
accomplished  on  the  conscious  patient  before  in- 
halation anesthesia  is  started. 

When  Dr.  Flowers  advises  us  that  cyclopropane 
should  not  be  administered  following  the  adminis- 
tration of  a vasopressor  other  than  Neosynephrine, 
he  has  given  us  sound  advice.  It  has  been  my  un- 
fortunate experience  to  have  caused  a fatality  by 
means  of  this  complication. 

In  his  closing  paragraph,  Dr.  Flowers  has  stressed 
the  combination  of  local  infiltration  with  intravenous 
demerol  and  Nembutal.  This  procedure  should 
solve  many  of  our  problems  safely. 

E.  Dean  Babbage,  M.D.,  Buffalo. — For  those  of  us 
fortunate  enough  to  be  associated  with  a hospital  or 
clinic  located  in  a large  community,  Dr.  Flowers’ 
excellent  manuscript  is  stimulating.  But  I wonder 
if  those  of  us  who  are  so  fortunate  are  performing  our 
proper  duty  toward  the  physicians  located  in  smaller 
communities?  We  use  and  describe  complicated 
technics  that  are  commonplace  to  us,  but  can  these 
technics  be  used  with  any  high  degree  of  success  by 
the  occasional  anesthetist  or  the  anesthetist  who  is 
called  on  to  administer  to  a pregnant  patient  re- 


quiring cesarean  section  only  at  long  intervals?  Do 
we  stress  enough  the  dangers  of  complications  of 
spinal  anesthesia?  Do  we  stress  enough  how  to 
avoid  some  of  these  complications  of  spinal  anes- 
thesia? And  are  we  using  the  anesthesia  technic 
that  is  best  for  the  infant? 

In  answer  to  some  of  the  above  questions,  I must 
take  exception  to  Dr.  Flowers  for  advocating  con- 
tinuous spinal  over  the  time-honored  single  injec  ion 
technic.  One  often  hears  this  technic  described  as 
hitting  a tack  with  a sledge  hammer.  Unless  one 
has  had  considerable  experience  with  continuous 
spinal  and  uses  it  frequently,  the  simpler  technic  is 
preferable.  Likewise,  I cannot  agree  with  his 
method  of  continuous  drip  of  either  norepinephrine 
or  Neosynephrine.  The  needle  might  be  misplaced 
from  the  vein  in  shifting  the  patient  from  her  side  to 
her  back,  and  difficulty  could  be  encountered  in  re- 
placing it.  When  such  potent  drugs  are  used  intra- 
venously, constant  supervision  of  blood  pressure 
must  be  maintained.  I have  never  felt  it  necessary 
to  use  such  potent  vasopressors  except  in  a few  cases 
of  thoracolumbar  sympathectomies.  I,  personally, 
want  to  leave  the  use  of  such  vasopressors  only  to 
experts. 

Before  leaving  the  subject  of  spinal  anesthesia,  it 
is  my  belief  that  stress  should  be  placed  upon  the 
method  of  sterilizing  the  anesthetic  ampules.  Work 
of  Nowill  and  Searles  in  our  Research  Institute  has 
shown  that  heat  is  the  only  safe  method  of  steriliza- 
tion of  such  solutions.  It  is  common  practice  to 
immerse  the  ampules  in  one  of  the  popular  antiseptic 
solutions  whether  colored  or  not.  Failure  to  ob- 
serve safe  methods  of  sterilization  has  caused  spinal 
anesthesia  to  be  most  unpopular  in  my  community. 

The  results  of  2,053  cesarean  sections  performed 
in  the  Millard  Fillmore  Hospital  in  Buffalo  since 
January  1,  1946  (that  was  the  date  a recovery 
room  was  instituted  in  the  obstetric  department) 
show  one  death,  that  of  a twenty-year-old  girl  with 
bulbar  polio.  She  had  been  in  an  iron  lung  for 
three  days  before  it  was  decided  that  section  should 
be  done  to  save  her  baby.  The  baby  was  dead  on 
delivery,  and  the  mother  died  three  days  afterward. 

The  total  of  2,053  sections  was  done  by  34  different 
operators.  Anesthesia  was  administered  by  seven 
different  anesthesiologists.  Data  is  not  available  on 
type  of  anesthesia,  but  I am  positive  that  over  50 
per  cent  was  general. 

Fetal  mortality  rate,  corrected,  is  3.16,  more  than 
double  that  of  the  over-all  hospital  rate.  This  is 
where  I think  we  should  direct  our  attention. 

Concerning  general  anesthesia,  I feel,  as  Dr. 
Flowers  does,  that  the  agent  or  agents  are  not  as  im- 
portant as  the  ability  of  the  anesthesiologist.  There 
must  be  two  exceptions  to  this.  Sodium  Pentothal 
and/or  curare  probably  never  should  be  used  before 
the  delivery  of  the  infant. 

In  conclusion  I wish  to  refer  to  one  of  Dr.  Flowers’ 
references,  the  recent  article  of  Dr.  Charles  Gordon. 
He  analyzed  242  deaths  from  cesarean  section.  I 
would  hazard  the  guess  that  if  20  per  cent  of  all 
deaths  in  cesarean  section  were  due  to  anesthesia,  as 
reported  by  Dr.  Gordon,  perhaps  we  had  better  start 
all  over  and  advocate  the  use  of  one  of  the  agents 
still  popular  in  our  community,  chloroform. 


■ k 


I 


THE  MANAGEMENT  OF  PROCIDENTIA:  A SIMPLE  OPERATION  FOR 
ITS  SURGICAL  TREATMENT 

James  V.  Ricci,  M.D.,  and  Charles  H.  Thom,  M.D.,  New  York  City 

( From  the  Departments  of  Gynecology  of  City  Hospital  and  St.  Vincent's  Hospital,  Staten  Island ) 


BEFORE  describing  this  operation  for  the 
management  of  prolapse,  it  is  well  that  we  re- 
view briefly  the  organs  involved — the  histoanat- 
omy  of  the  vagina  and  the  surrounding  struc- 
tures such  as  the  anoperineal  body,  the  rectum, 
the  bladder  and  urethra,  and  the  anterior  cer- 
vicofundal  structures.  The  elimination  of  the 
old  and  mistaken  concepts  of  fascial  structures 
surrounding  the  vagina  and  supposedly  sup- 
porting the  bladder,  uterus,  and  rectum  will  add 
to  the  descriptive  simplification,  and  what  is 
more,  will  render  the  operation  practically  blood  - 
less. 

These  histoanatomic  views  were  based  on  the 
study  of  the  pelvic  organs  and  vulval  structures 
removed  en  masse  from  22  female  cadavers, 
preserving  the  normal  relationship  of  the  vagina 
to  its  adjacent  organs  and  structures.  Several 
thousand  serial  microscopic  sections  were  made 
in  longitudinal  and  cross  section. 

In  brief,  the  vaginal  wall  is  basically  a compact 
fibromuscular-elastic  structure.  The  structural 
elements  present  certain  limited  variations  de- 
pending on  the  age,  and  in  some  degree,  on  the 
various  areas  of  the  vagina. 

Of  greater  importance  is  the  anatomic  relation- 
ship of  the  vaginal  walls  to  the  surrounding 
structures,  and  these  can  best  be  demonstrated 
by  Figs.  1 to  7.  Please  note  that  there  is  a 
complete  fusion  of  the  fibromuscular-elastic  wall 
of  the  vagina  and  the  juxtaposed  wall  of  the  ure- 
thra through  its  entire  length.  These  two  walls 
are  closely  integrated  by  interweaving  strands  of 
collagenous  connective  tissue  and  elastic  fibers. 
No  line  of  separation  is  present.  Between  the 
urethral  wall  and  the  vaginal  wall  there  is 
neither  a cleavage  plane,  areolar  zone,  nor  any 
substance  remotely  resembling  a sheetlike  struc- 
ture of  compact  connective  tissue,  that  is,  a 
fascia. 

The  absence  of  an  areolar  cleavage  plane  be- 
tween the  anterior  vaginal  wall  and  the  wall  of 
the  urethra  and  the  presence  of  a complete  fusion 
of  the  fibromuscular-elastic  structure  of  these  two 
organs  necessitates  blunt  dissection  of  the  fibro- 
muscular-elastic structure  to  effect  a separation 
between  the  urethra  and  the  vagina.  Separation 
of  the  fused  layers  of  tissue  of  these  two  organs 
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Fig.  1.  Diagram  of  the  normal  vagina  and  its 
relationship  to  adjacent  organs.  The  vesicovaginal 
cleavage  plane  separates  the  bladder  from  the 
vaginal  wall  and  cervicofundal  surface.  It  is  avascu- 
lar and  loosely  packed  with  areolar  tissue.  The 
rectovaginal  cleavage  plane  separates  the  posterior 
vaginal  wall  from  the  anterior  rectal  wall  and  is 
limited  cephalad  by  the  cul-de-sac  peritoneum  and 
caudad  by  the  anoperineal  body. 

invariably  leads  to  a manageable  but  unavoid- 
able general  ooze. 

There  is  a definite  line  of  separation,  a cleavage 
plane,  an  areolar  zone  between  the  anterior  va- 
ginal wall  and  the  juxtaposed  wall  of  the  bladder. 
This  line  of  separation  is  marked  by  the  presence 
of  loose  shreds  of  areolar  fibers.  There  is  no 
substance  between  the  bladder  and  the  anterior 
vaginal  wall  which  in  any  way  resembles  a sheet- 
like structure  of  compact  connective  tissue,  a 
fascia. 

This  definite  line  of  separation  or  areolar 
cleavage  plane  between  the  fibromuscular-elastic 
vaginal  wall  and  the  bladder  wall  facilitates  a 
clean-cut  anatomic  and  bloodless  separation  of 
these  two  organs  if  the  operator  enters  this  plane, 
referred  to  as  the  avascular  space. 

There  is  a complete  fusion  of  the  fibromuscular- 
elastic  structure  of  the  outermost  portion  of  the 
posterior  vaginal  wall  as  it  comes  in  contact  with 
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Fig.  2.  A sagittal  midline  section  through  the 
bladder,  urethra,  uterus,  vagina,  rectum,  and  upper 
portion  of  perineal  body.  Anteriorly  the  vesico- 
uterine fold  reaches  the  level  of  the  internal  uterine 
os,  and  an  avascular  zone  of  areolar  tissue  separates 
the  upper  vagina  from  the  bladder  and  urethra. 
Posteriorly  the  rectum  and  vagina  are  separated 
by  an  avascular  zone  down  to  the  tip  of  the  ano- 
perineal  body;  here  vagina  and  anal  musculature  is 
rather  thin  and  of  loose  texture  and  becomes  in- 
creasingly stout  at  its  higher  levels  (hematoxylin 
and  eosin  stain  X 3). 

the  short  perineoanal  canal.  The  point  of  fusion 
ends  approximately  where  the  anal  canal  con- 
tinues as  the  rectum.  Between  this  portion  of 
the  vaginal  wall  and  the  perineoanal  canal  there  is 
no  cleavage  plane,  no  areolar  zone,  no  substance 
which  in  any  way  resembles  a sheetlike  structure 
of  compact  connective  tissue,  a fascia. 


The  absence  of  a cleavage  plane  between  the 
outermost  portion  of  the  posterior  vaginal  wall 
and  the  perineoanal  canal  necessitates  blunt  dis- 
section to  effect  a separation  of  this  portion  of  the 
vagina  from  the  anal  musculature.  Separation 
of  the  fused  layers  of  tissue  of  these  organs  leads 
to  manageable  but  unavoidable  ooze. 

There  is  a definite  line  of  separation,  a cleavage 
plane,  an  areolar  zone,  between  the  posterior 
vaginal  wall  and  the  juxtaposed  rectal  wall.  The 
separation  of  these  two  organs  is  marked  by  the 
presence  of  loose  shreds  of  areolar  fibers.  Be- 
tween the  posterior  vaginal  wall  and  the  rectal 
wall  there  is  no  substance  which  in  any  way  re- 
sembles a sheetlike  structure  of  compact  con- 
nective tissue,  a fascia. 

This  definite  line  of  separation  or  areolar  cleav- 
age plane  between  the  posterior  vaginal  wall  and 
the  rectal  wall  facilitates  a clean-cut  anatomic 
and  bloodless  separation  of  these  two,  provided 
the  operator  enters  this  cleavage  plane,  referred 
to  as  the  avascular  space. 

The  operation  that  we  will  describe  is  for  the 
patient  in  postcoital  life  subject  to  procidentia  or 
complete  prolapse.  Our  usage  of  this  term  ap- 
plies only  to  those  cases  in  which  there  is  com- 
plete eversion  of  the  vaginal  wall  in  addition  to  a 
descent  of  the  uterus  and  bladder  and  where 
there  is  a total  loss  of  resiliency  of  the  cardinal 
ligaments. 

The  purpose  of  this  operation  is  to  correct  per- 
manently a procidentia,  that  is,  an  entity  when 
the  vagina  is  completely  outside  of  the  vulval 
ling;  to  remove  potentially  malignant  organs  and 
to  prevent  the  possibility  of  recurrence  following 
the  more  popular  types  of  operation,  such  as  the 
Le  Fort  or  ventral  fixation. 

Description  of  Operation 

The  anterior  vaginal  wall  is  placed  on  moderate 
tension  by  grasping  each  lip  of  the  cervix  with 
short  (Jackson)  tenacula  and  pulling  the  pro- 
lapsed vagina  outward  and  downward.  The  fused 
portion  of  the  vaginal  wall  is  smooth  and  lacking 
in  rugae.  At  this  point,  which  is  usually  about 
Vi  inch  above  the  external  orifice  of  the  cervix,  ' 
the  vaginal  wall  is  grasped  with  an  Allis  clamp;  j 
another  clamp  is  placed  about  y2  inch  above  the 
first.  Between  these  two  instruments  the  entire 
thickness  of  the  duplicated  vaginal  wall  is  cut 
with  a curved  scissors  pointing  perpendicular  to 
the  cervical  substance. 

This  initial  incision  exposes  an  areolar  packed 
avascular  space  bringing  into  view  the  bladder 
musculature.  The  index  finger  displaces  the 
bladder  from  the  cervical  fundal  surface  with 
ease.  The  cut  transverse  surface  at  the  anterior 
vaginal  wall  is  grasped  at  both  sides  with  Allis 
clamps.  These  instruments  are  held  taut,  and 
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Fig.  4.  A sagittal  section  through  bladder, 
uterovesical  fold,  and  anterior  fornix  lateral  to  the 
midline  showing  the  narrow  avascular  areolar  zone 
separating  bladder  and  vagina  (Verhoeff  stain  X 2). 

tures  are  clamped  with  two  curved  Kelly  instru- 
ments; the  tissue  between  them  is  Incised  and  the 
distal  stump  tied.  Similar  sutures  are  placed  in 
the  broad  ligament  after  an  incision  separates  it 
from  the  uterus.  Here  the  uterine  vessels  ap- 
pear, and  these  are  clamped,  severed,  and  tied. 
With  the  completion  of  these  steps,  the  utero- 
sacral  ligament  comes  clearly  into  view,  partic- 
ularly if  an  outward  traction  of  the  uterus  is  in- 
creased. These  steps  are  repeated  on  the  oppo- 
site side.  This  procedure  completes  the  opera- 
tion in  the  anterior  vaginal  area. 

Then  the  posterior  lip  of  the  cervix,  held  with  a 
Jackson  tenaculum,  is  pulled  upward  and  out- 
ward placing  the  posterior  vaginal  wall  on  ten- 
sion. Just  below  the  point  of  fusion  of  this  wall 
with  the  posterior  substance  of  the  cervix  an  in- 
dentation (dimple)  is  noticeable;  it  marks  the  end 
of  the  fused  area  and  the  beginning  of  a posterior 
avascular  cleavage  plane.  The  vaginal  wall  is 
here  grasped  with  two  Allis  clamps,  about  V* 
inch  apart,  and  the  area  is  cut  between  these 
clamps  exposing  an  avascular  areolar  space. 

The  posterior  vaginal  wall  is  separated  from 
the  posterior  peritoneal  fold,  the  redundant  peri- 
toneum which  formed  the  sac  of  the  enterocele  is 
excised,  and  the  posterior  avascular  space  is  ex- 
posed. 

The  operator  now  exposes  the  remaining  lateral 
vaginal  wall  still  attached  to  the  cervix;  this  is 
incised  by  extending  the  incision  from  the  apex  of 
the  anterior  transverse  incision  to  the  apex  of  the 
posterior  transverse  incision.  Here  the  frail  at- 
tenuated and  non  resilient  cardinal  ligament  fibers 
appear.  This  ligament  is  clamped  and  cut  away 


Fig.  3.  A cross  section  at  a slightly  higher  level 
; through  bladder,  fornices,  cervix,  and  rectum. 
] There  is  a wide  separation  anteriorly  by  avascular 
| areolar  tissue.  Posteriorly  is  the  cul-de-sac  (hema- 
< toxylin  and  eosin  stain  X 3). 

with  a straight  scissors  the  vaginal  wall  is  cut 
| upward  exactly  in  midline.  This  incision  is  con- 
| tinued  up  to  the  urethrovaginal  junction  where 
1 the  cleavage  plane  ends.  To  cut  beyond  this 
' point  may  injure  the  urethral  sphincteric  control. 

The  bladder  wall  is  displaced  from  both  flaps  of 
! the  incised  vaginal  wall  and  from  the  cervico- 
fundal  surface,  exposing  the  vesicouterine  peri- 
i toneal  fold.  The  peritoneal  fold  is  grasped  with 
a Kelly  forceps  and  incised.  The  index  finger  is 
introduced  and  the  pelvis  explored. 

Next  the  fundus  is  grasped  and  delivered  either 
by  the  use  of  tenacula  or  by  suture  “bites”;  it  is 
i then  pulled  to  one  side  in  order  to  expose  the 
uterine  insertion  of  the  tube,  round  ligament,  and 
I the  utero-ovarian  ligament.  These  three  struc- 
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Fig.  5.  A higli-power  view  of  the  urethrovaginal 
wall  showing  the  tight  fusion  and  the  solid  fibro- 
muscular-elastic  structure  (hematoxylin  and  eosin 
stain). 

from  the  cervical  attachment.  The  procedure  is 
repeated  on  the  opposite  side. 

The  uterus  and  cervix  are  removed,  and  the  at- 
tenuated and  tenseless  cardinal  ligaments  are 
tied  and  sutured  in  midline.  The  posterior  vag- 
inal wall  is  exposed  and  held  taut  by  Allis  clamps 
and  is  cut  in  midline  with  scissors  beginning  at  its 
free  incised  edge  down  to  the  fused  anoperineal 
body.  The  anterior  and  lateral  vaginal  wall  is 
cut  along  the  mucocutaneous  margin  of  the  vag- 
inal introitus  until  the  anterior  point  of  fusion  is 
reached  at  the  urethrovaginal  junction.  This  is 
performed  on  the  opposite  side. 

Beginning  at  the  urethrovaginal  junction,  the 
exsected  anterior  and  lateral  walls  are  closed 
with  interrupted  sutures  placed  l/t  inch  apart. 
The  posterior  vaginal  wall  is  held  taut  by 
Allis  clamps  and  is  cut  in  midline  with  scissors 
beginning  at  its  free  incised  edge  down  to  the 
fused  anoperineal  body.  This  procedure  has 
now  bisected  the  vagina  so  that  the  redundant 
vaginal  wall  can  be  exsected  beginning  posteriorly 
at  the  perineal  body  by  placing  Kelly  clamps 
along  the  mucovaginal  junction  and  cutting  on 
them  with  curved  scissors  along  the  lateral  wall 
of  the  vaginal  introitus  until  the  last  interrupted 


suture  of  the  closed  anterior  wall  is  reached. 
This  is  performed  on  the  opposite  side. 

Beginning  at  the  last  anterior  suture  the  ex- 
sected posterior  and  lateral  walls  are  obliterated 
with  a continuation  of  interrupted  sutures  placed 
V4  inch  apart  down  to  the  anoperineal  body. 
The  remaining  fused  mucosa  of  the  vagina  over 
the  perineal  body  and  the  skin  over  the  perineum 
are  denuded  similarly  as  in  performing  a perine- 
orrhaphy. 

Finally,  the  perineum  is  reconstructed  by 
placing  two  or  three  deep  interrupted  sutures  into 
the  pubococcygeus  muscles  on  either  side  and  ap- 
proximated in  midline.  The  perineal  bod}'  is 
deliberately  reconstructed  higher  than  normal  to 
re-enforce  the  closed  vaginal  orifice.  The  free 
cut  edges  of  the  skin  are  sutured  in  midline  by 
means  of  a continuous  subcuticular  suture. 

Conclusion 

In  closing  we  would  like  to  quote  a few  words 
from  Emmet’s  editorial  on  plastic  surgery,  written 
in  1899. 1 “They  may  predict  with  certainty  not 
merely  a symptomatic  cure  but  an  anatomical  one. 
And  the  indication  of  the  disease  is  squarely  met 
and  completely  fulfilled.  It  is  neither  ignored, 
covered  up,  nor  ablated.” 

Reference 

1.  Emmet,  J.  D.:  Am.  J.  Obst.  & Gynec.  15:  155  (1899). 

Discussion 

Clyde  L.  Randall,  M.D.,  Buffalo. — Thank  you 
for  the  privilege  of  discussing  this  timely  paper.  I 
suspect  many  of  us  feel  so  familiar  with  the  indica- 
tions, technics,  and  difficulties  of  vaginal  hysterec- 
tomy that  we  are  in  danger  of  being  satisfied  with 
our  knowledge  and  results. 

In  all  probability,  most  of  us  limit  vaginal  hys- 
terectomy to  women  indicating  surgery  primarily  for 
some  degree  of  repair.  The  combination  of  hys- 
terectomy with  anterior  and  posterior  repair  is, 
therefore,  a familiar  one.  Yet,  many  will  appreciate 
this  demonstration  and  an  operative  procedure 
which,  by  obliteration  of  the  vagina,  assures  against 
the  misfortune  of  recurring  relaxation  and  a poor 
result.  Obviously,  recurrence  is  particularly  unde- 
sirable in  the  older,  poor  risk  patient.  Fortunately, 
in  this  same  group,  the  disadvantages  of  vaginal 
closure  are  minimal,  and  the  procedure  is  certainly 
to  be  recommended  in  selected  cases.  It  has  been 
our  experience  that  many  poor  risk  patients,  for- 
merly relegated  to  the  use  of  a frequently  unsatis- 
factory pessary,  can,  in  this  manner,  be  assured  of  a 
satisfactory  operative  result. 

It  is  a privilege,  not  only  to  have  heard  Dr.  Thom 
discuss  this  subject,  but  to  have  an  opportunity  to 
pay  tribute  to  the  work  that  Drs.  Ricci,  Thom,  and 
associates  have  brought  to  our  attention  in  recent 
years.  In  a series  of  beautifully  illustrated,  clearly 
worded  reports,  they  have  emphasized  the  frequency 
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Fig.  6.  A sagittal  section  through  the  perineal 
body,  showing  a high  point  of  fusion  with  the  rec- 
tum and  a low  point  of  fusion  with  the  vagina;  the 
perineal  body  is  rich  in  elastica  (Verhoelf  stain 
X 2). 

of  a misconception,  occurring  not  among  our  pa- 
tients, but  among  gynecologists  themselves.  The 
recommendations  made  by  the  authors  today  are 
based  upon  a work  so  well-conceived,  so  adequately 
developed,  and  so  admirably  delivered  that  it  might 
well  serve  as  an  example  of  the  correct  and  convinc- 
ing way  to  present  additions  or  corrections  to  the 
knowledge  we  regard  as  basic. 

The  anatomic  demonstrations  alone  have  quali- 
fied this  work  for  publications  few  clinicians  would 
have  seen.  We  are  fortunate,  indeed,  that  the 
authors  permitted  no  hiatus  between  the  demon- 
stration of  gross  anatomic  findings,  the  histologic 
confirmation  of  their  point,  and  its  clinical  applica- 
tion. 

It  would  be  most  unfortunate  should  the  signifi- 
cance of  these  observations  be  lost  in  the  thought 
that  this  is  a matter  of  mere  academic  ego.  Some- 
one will  say,  “What  difference  does  it  make — 


Fig.  7.  High-power  view  of  vaginoanorectal  wall 
showing  tight  fusion  of  the  vaginal  wall  to  the  ano- 
perineal  body. 

whether  it  is  fascia  or  a less  dense,  indefinite  layer 
of  loose,  connective  tissue,  muscle  fibers,  and  aerolar 
‘filler’ — the  actual  repair  is  done  the  same  way.” 
Such  a concept  seems  to  express  belief  that  tissue 
handling  and  suture  technics  would  be  the  same — 
fascia  or  no  fascia.  With  such  oversimplification, 
I can  not  agree. 

Fascial  planes  on  the  one  hand  might  well  be 
approximated  under  some  tension,  with  longer  last- 
ing sutures.  Restoration  of  a loose  connection  tissue 
layer,  on  the  other  hand,  means  preservation  of 
vascularity  and  muscle  fibers,  for  eventual  elasticity 
must  be  preserved.  With  the  latter  in  mind,  ade- 
quate mobilization  and  tissue  approximation  without 
tension  must  be  emphasized. 

In  adapting  the  principles  advocated  to  one’s 
own  operative  procedure,  it  may  be  found  helpful  to 
employ  sutures  so  fine  as  constantly  to  remind  the 
operator  that  strangulating  tension  is  to  be  avoided. 

Having  indulged  in  the  skepticism  of  the  too- 
easily-satisfied  surgeon  for  several  years,  I have 
been  rather  slow  to  admit  the  significance  of  the 
authors’  thesis.  However,  I am  now  convinced  that 
the  principles  demonstrated  again  today  are  not 
only  of  academic  interest,  because  they  are  anatom- 
ically correct,  but  the  absence  of  true  fascial  planes 
must  be  realized  by  the  gynecologist  contemplating 
a repair.  I strongly  suspect  that  appreciation  of  the 
principles  long  advocated  by  the  authors  will  usu- 
ally precede  the  development  of  one’s  ability  to  do 
better  vaginal  surgery. 
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Goode  R.  Cheatham,  M.D.,  Endicotl. — I shall 
make  no  attempt  to  enter  into  any  detailed  technical 
discussion  of  this  operation  but  shall  confine  my 
remarks  to  a few  generalized  observations  on  gyneco- 
logic surgery  in  general  and  vaginal  plastic  surgery 
in  particular.  Neither  shall  I follow  the  conven- 
tional type  of  discussion  and  present  a series  of 
similar  procedures  for  comparison,  for  the  simple 
reason  that  I have  no  such  series. 

Let  us  very  briefly  review  the  history  of  gynecol- 
ogy. We  must  remember  that  gynecology  is  one 
of  the  newer  members  of  the  fast  growing  family  of 
specialties.  It  was  only  approximately  one  hundred 
and  fifty  years  ago  that  Ephraim  McDowell  per- 
formed his  now  historic  oophorectomy  in  1808,  and  no 
later  than  1856  Marion  Simms  had  to  get  special 
permission  from  the  Board  of  Trustees,  Woman’s 
Hospital  of  New  York  City,  to  repair  a cystocele. 

The  growth  of  gynecologic  surgery  as  a specialty 
was  at  first  rapid  in  the  larger  medical  centers  and 
extremely  slow  in  the  less  populated  areas.  Many 
of  our  present  ideas  are  based  on  concepts  formed 
many  years  ago  at  our  large  teaching  centers  and 
handed  down  by  many  of  our  standard  textbooks 
year  after  year  without  question.  Only  very  re- 
cently has  there  been  a tendency  to  challenge  older 
concepts  and  conclusions  drawn  largely  from  a trial 
and  error  basis.  This  is  beautifully  illustrated  in 
the  work  you  have  just  witnessed.  The  authors 
have  shown  the  many  and  varied  opinions  on  so 
basic  a fact  as  the  anatomic  and  histologic  structure 
of  the  vagina  and  its  surrounding  structures. 

I am  sure  that  many  were  brought  up  on  the 
standard  technic  of  the  inverted  T incision,  separa- 
tion of  the  anterior  vaginal  wall  and  underlying 
fascia,  so-called  in  the  textbooks,  by  blunt  dissec- 
tion and  elevating  the  bladder  similarly,  thus  caus- 
ing the  underlying  fascia  to  assume  the  form  of 
lateral  pillars  and  thereby  rendering  the  suturing  of 
this  fascia  more  simple  and  effective,  thus  prevent- 
ing a descent  of  the  bladder.  This  is  described  as 
the  procedure  of  choice  in  one  of  our  standard  text- 
books on  gynecologic  surgery  published  in  1946.  I 
must  confess  that  it  came  as  somewhat  of  a shock 
to  me  to  learn  that  when  I was  doing  the  blunt  dis- 
section by  finger  or  gauze,  with  its  inevitable  blood 
loss  and  slowness,  that  I was  “anatomically  lost.” 
I shall  spend  more  time  in  the  future  looking  for  the 
cleavage  spaces  and  less  in  blunt  dissection. 


I have  mentioned  the  fact  that  gynecology  was  not 
accepted  as  a specialty  outside  our  teaching  centers 
and  large  population  areas  until  very  recently.  I 
wonder  how  many  of  you  of  New  York  City  would 
believe  it  if  I told  you  that  I knew  a man,  superbly 
trained  in  one  of  your  city’s  leading  medical  schools 
and  teaching  hospitals,  who  did  practically  no  gyne- 
cologic surgery  until  about  ten  years  ago. 

The  major  portion  of  gynecologic  surgery  done 
today  is  not  done  by  the  qualified  gynecologist; 
it  has  not  been  generally  accepted  as  a specialty  by 
either  the  public  or  the  profession  until  very  re- 
cently. 

There  are  several  reasons  for  this:  (1)  No  active 
surgeon  wishes  to  give  up  gynecologic  surgery; 
(2)  it  is  comparatively  safe  surgery  and  many  pro- 
cedures are  simple  operations;  (3)  this  combines 
to  give  low  mortality  rates;  (4)  a mistaken  diag- 
nosis or  uncalled  for  surgery  is  usually  not  a calam- 
ity, and  from  the  patient’s  viewpoint,  she  recovered 
rapidly  from  a major  operation.  The  classical  ex- 
ample of  this  type  of  work  is  the  diagnosis  of  ovarian 
cyst,  the  excision  of  a normal  ovary  with  a corpus 
luteum  cyst. 

Under  the  circumstances  it  is  not  surprising  that 
many  men  doing  gynecologic  surgery  are  not  cog- 
nizant of  the  increasing  array  of  procedures  which 
are  available  for  very  specific  gynecologic  conditions. 
Often  the  gynecologic  diagnosis  is  far  from  accurate, 
and  an  over-all  procedure  has  gradually  developed  to 
cover  all  past,  present,  or  future  needs.  The  so- 
called  “Blue  Plate  Special”  usually  runs  something 
like  this: 

Prep  patient  for  lap  and  vaginal,  procedure  sus- 
pension, appendix,  tubal  ligation,  dilatation  and 
curettage,  some  type  of  cervical  amputation,  and 
anterior  and  posterior  repair. 

It  is  in  correcting  this  routine  over-all  procedure, 
by  substituting  more  accurate  diagnosis  and  apply- 
ing proper  surgical  procedure  to  those  cases  requiring 
surgery,  that  gynecology  as  a specialty  can  make 
real  progress,  and  the  authors  have  done  just  this. 

First,  they  have  defined  and  limited  the  cases  to 
complete  procidentia  in  women  over  sixty. 

Second,  they  based  their  procedure  on  sound  ana- 
tomic knowledge  based  on  gross  and  microscopic 
study. 

Third,  they  offer  a simplified  operative  procedure 
for  the  permanent  correction  of  a specific  condition. 


ALWAYS  A FAILURE 

The  communistic  idea  in  its  gentler  and  more 
idealistic  forms  has  been  written  about  for  centuries 
and  has  had  its  appeal  for  immature  idealists  in  every 
generation.  Both  Jamestown  and  Plymouth  started 
out  on  this  basis  but  soon  abandoned  it  as  a failure, 
due  to  its  lack  of  incentives.  Captain  John  Smith 
wrote  shortly  after  the  abandonment:  “When  our 
people  were  fed  out  of  the  common  store,  and  labored 
jointly  together,  glad  was  he  who  could  slip  from 
his  labor  or  slumber  over  his  task  he  cared  not  how; 


nay,  the  most  honest  among  them  would  hardly 
take  so  much  true  pains  in  a week,  as  nou'  for  them- 
selves they  will  do  in  a day;  neither  cared  they  for 
the  increase,  presuming  that  howsoever  the  harvest 
prospered,  the  general  store  must  maintain  them,  so 
that  we  reaped  not  so  much  corn  from  the  labor  of 
30,  as  now  three  or  four  do  provide  for  themselves.” 
How  little  human  nature  has  changed  since  then! 
Individuals  and  Incentives — Dr.  Robert  E.  11  tlson, 
June,  1952 


PRACTICAL  CONSIDERATIONS  FOR  THE  GENERAL  PRACTITIONER 
IN  HIS  ROLE  AS  GYNECOLOGIST 

Louis  G.  Fournier,  M.D.,  Syracuse,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology,  St.  Joseph’s  Hospital ) 


WHEN  asked  to  present  this  paper,  I en- 
deavored to  determine  in  my  mind  exactly 
what  a physician  in  general  practice  would  care  to 
derive  from  this  type  of  discussion.  From  my 
i past  experience  in  general  practice  I decided  to 
present  some  practical,  easily  applied  procedures 
in  office  gynecology  to  enable  the  reader  more 
i adequately  to  meet  his  gynecologic  problems. 

This  seemed  more  rational  than  a discussion  of 
I specialized  interest,  leaving  a mass  of  material 
difficult  of  practical  application.  The  things  to 
be  discussed  are  not  entirely  new  or  entirely  un- 
known, but  by  these  presentations  I feel  we  can 
I crystallize  our  thoughts  on  these  subjects  and 
I make  them  more  usable. 

The  general  physician  of  today  has  a tremen- 
dous amount  of  material  to  remember  and  to 
apply  to  his  patients.  It  becomes  paramount  to 
attempt  to  digest  this  material  into  small,  pli- 
' able,  but  adequate,  procedures.  The  physician 
cannot  dodge  gynecologic  responsibilities. 
Women  make  up  a large  percentage  of  any  prac- 
tice anywhere.  One  can  rather  safely  assert  that 
I very  few  women  cover  the  expected  span  of  their 
lifetime  without  some  gynecologic  disorder. 
This  contributes  to  making  gynecology  an  im- 
portant cog  in  general  practice. 

A good  diagnosis  cannot  be  arrived  at  if  one 
does  not  take  an  adequate  history  or  do  an  ade- 
quate physical  examination.  That  is  funda- 
mental. I will  not  waste  your  time  expounding 
details  of  history  taking  or  examination.  You 
all  have  your  methods  of  gleaning  this  informa- 
tion. It  is  sufficient  to  say  that  symptoms,  such  as 
pain  or  bleeding,  have  no  great  value  unless  they 
■ are  completely  exploited  as  to  nature,  location, 
mode  of  onset,  duration,  and  relation  to  all 
bodily  functions.  By  this  means,  a symptom 
becomes  an  education.  It  is  discouraging  still 
to  meet  patients  who  have  had  the  usual  run  of 
illnesses  plus  one  or  two  pregnancies  and  have 
never  had  their  clothes  off  in  a physician’s  ex- 
amining room. 

The  pelvic  examination  is,  of  course,  the  heart 
and  soul  of  gynecology.  It  must  be  complete 
and  thorough.  It  is  not  complete  without  a 
bimanual  vaginal  examination,  a specular  ex- 
amination of  the  vagina  and  cervix,  plus  a recto- 
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vaginal  examination.  Again,  I am  not  going 
into  the  minute  details  of  the  vaginal  examination 
except  to  say  that  you  should  have  a fixed  method 
of  approach  as  a guide  for  every  pelvic  examina- 
tion. From  a practical  viewpoint  I can  offer  a 
few  suggestions.  First,  be  gentle.  You  cannot 
barge  roughly  into  a vagina,  causing  embarrass- 
ment, discomfort,  and  pain,  and  expect  to  out- 
line adequately  the  contents  of  that  particular 
pelvis.  Many  pathologic  findings  are  missed 
only  because  of  this  lack  of  consideration  in  the 
pelvic  examination,  causing  resistance  and  muscle 
spasm  that  completely  masks  the  findings. 
Second,  you  can  read  procedures  forever,  but  the 
only  way  to  familiarize  yourself  with  what  you 
feel  or  should  feel  in  a pelvis  is  to  do  enough 
pelvic  examinations.  Do  not  keep  neglecting 
the  many  opportunities  you  have  to  do  pelvic 
examinations  in  your  office.  You  must  first  be 
able  to  recognize  a normal  pelvis  before  you  can 
recognize  the  abnormal  one. 

Third,  always  terminate  your  pelvic  with  a 
rectovaginal  examination.  This  is  to  a great 
extent  forgotten  except  in  a gynecologist’s  office. 
It  will  pay  dividends  to  remember  this,  since  many 
masses  in  the  pelvis  cannot  be  felt  on  a bimanual 
vaginal  examination  but  become  simple  to  feel 
and  to  outline  with  a rectovaginal  examination. 
More  than  once  I have  been  ready  to  label  a 
pelvis  as  having  no  pathology  until  the  recto- 
vaginal examination  has  disclosed  its  presence. 
Fourth,  do  not  handicap  yourself  by  attempting 
to  make  a pelvic  diagnosis  on  a woman  with 
urine  in  the  bladder.  It  seems  too  simple  to 
mention,  but  you  will  make  some  bad  mistakes  in 
diagnosis  if  this  is  forgotten.  I am  sure  these 
simple  procedures  are  frequently  ignored  in  the 
rush  and  bustle  of  a busy  practice.  Urine  in  the 
bladder  may  simulate  a tumor  mass  and  at  times 
be  mistaken  for  one.  Conversely,  urine  in  the 
bladder  makes  outlining  the  pelvic  contents  im- 
possible, and  pathology  may  go  undetected. 
Give  yourself  an  even  break  to  begin  with  in 
these  relatively  simple  but  important  items  and 
you  will  be  surprised  at  the  results. 

A problem  frequently  referred  to  the  gynecolo- 
gist is  the  examination  of  a child  or  an  adult  with 
an  intact  hymen.  It  appears  that  somehow 
many  doctors  feel  that  these  are  obstacles  diffi- 
cult to  surmount.  This  is  not  necessarily  true, 
and  they  may  be  as  adequately  examined  by  you  as 
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by  a gynecologist  many  times.  Unless  the  vag- 
inal introitus  will  admit  one  finger  without  pain 
no  attempt  is  made  to  do  a bimanual  vaginal  ex- 
amination. One  can  examine  these  patients 
bimanually  with  an  abdominal  hand  and  a finger 
in  the  rectum.  It  is  relatively  satisfactory  when 
done  carefully  and  gently.  The  cervix  and  va- 
gina can  be  visualized  rather  well  by  inserting  a 
small  Kelley  endoscope  into  the  vagina.  With  a 
little  practice  one  can  rather  readily  scan  the 
vagina  and  cervix  without  discomfort  to  the  pa- 
tient. It  is  worth  remembering  since  the  endoscope 
can  be  attached  to  a small  cautery  rheostat 
that  practically  everyone  has  in  his  office.  For 
cases  where  examination  is  unsatisfactory  because 
of  apprehension,  obesity,  pain,  or  other  reasons, 
let  me  mention  examination  under  anesthesia. 
We  use  it  rather  frequently.  It  is  an  excellent 
means  of  obtaining  necessary  information  that 
may  otherwise  be  lost  and  make  a diagnosis 
impossible. 

I will  now  consider  some  of  the  specific  con- 
ditions met  in  your  daily  care  of  the  female  pa- 
tient. 

The  diagnosis  of  the  majority  of  cancers  of  the 
female  genitalia  should  be  made  by  you.  Carci- 
noma of  the  vulva  and  vagina  is,  fortunately, 
rather  infrequent.  However,  it  is  strange  that  a 
lesion  so  easily  seen  and  reached  by  both  the 
patient  and  the  physician  is  notoriously  diag- 
nosed and  treated  late.  The  only  sure  diagno- 
sis of  cancer  is  by  tissue  biopsy.  This  is  done 
easily  in  these  lesions  by  simple  excision,  under 
local  anesthesia,  of  the  tumorous  or  ulcerated 
area  in  whole  or  in  part.  Hope  of  cure  must 
come  from  local  surgery  and  gland  dissection 
before  the  lesion  is  advanced.  Unfortunately, 
too  often  these  patients  are  given  ointments, 
powders,  and  sitz  baths  for  a considerable  time 
before  a thought  is  given  to  biopsy  diagnosis. 
This  is  deplorable  and  can  be  prevented  if  you 
will  only  remember  to  rule  out  carcinoma  first 
and  then  treat  the  lesion.  One  can  hardly  leave 
the  diagnosis  of  vulvar  lesions  without  mention- 
ing other  common  lesions.  Among  these  are 
chancre,  diagnosed  by  spirochetes  in  the  dark 
field  examination;  chancroid,  diagnosed  by 
scrapings  showing  Ducrey’s  bacillus;  granuloma 
inguinale,  diagnosed  by  scrapings  showing  the 
Donovan  bodies,  and  lymphogranuloma  vener- 
eum, diagnosed  by  the  Frei  test. 

Carcinoma  of  the  cervix  makes  up  the  bulk  of 
genital  carcinomas.  Again,  the  proper  procedure 
is  relatively  simple.  First,  one  must  visualize 
the  cervix  by  means  of  a vaginal  speculum. 
Then,  do  not  assume  any  cervical  lesion  is  be- 
nign until  you  prove  it  is  not  malignant.  The 
usual  erosion,  ulceration,  excrescence,  eversion, 
and  cervicitis  can  easily  be  seen.  These  areas 


should  be  biopsied  before  any  treatment  is  in- 
stigated. You  cannot  tell  the  carcinoma  from 
the  benign  lesion  by  appearance.  Frequently 
doctors  have  said  to  me,  “I  am  sure  it  is  not 
carcinoma  because  I couldn’t  make  it  bleed.” 
That  is  an  erroneous  generalization.  Be  safe. 
Biopsy  all  cervical  lesions. 

Biopsy  of  the  cervical  lesion  is  simple.  Any 
one  of  the  biopsy  punch  instruments  can  be  used. 
Obtain  a good  piece  of  tissue,  preferably  at  the 
periphery  of  the  lesion.  Do  not  be  content  with 
one  specimen  from  one  area;  obtain  tissue  from 
all  the  suspicious  areas  of  the  cervix.  Do  not 
use  electrical  loops  and  such  for  obtaining  your 
biopsies;  all  you  send  the  pathologist  for  diag- 
nosis is  a piece  of  toasted  or  roasted  tissue  with 
distorted  and  useless  cell  structure. 

Carcinoma-bearing  areas  in  a cervix  cannot 
always  be  seen  by  the  naked  eye,  and  an  area 
that  should  be  biopsied  can  easily  be  missed  at 
times.  To  avoid  this  pitfall  the  very  simple 
Schiller  test  can  be  utilized.  This  consists  of 
painting  the  cervix  with  Lugol’s  solution  by 
means  of  a cotton  swab.  The  normal  tissue 
takes  a deep  mahogany  brown  with  the  iodine. 
Any  denuded  areas  will  not  take  the  stain  as  well 
and  will  be  pale  in  comparison.  These  areas  can 
then  be  biopsied.  This  test  is  not  a test  for 
carcinoma.  Its  usefulness  is  merely  in  pointing 
out  the  logical  areas  to  biopsy.  By  this  method 
we  have  been  able  to  make  some  of  our  earliest 
histologic  diagnosis  of  carcinoma,  namely,  carci- 
noma in  situ  or  intraepithelial  cancer.  The  rec- 
ognition by  you  of  these  early  lesions  reduces  the 
mortality  from  this  disease.  At  the  time  of 
cervical  biopsy  you  should  also  curette  the  cer- 
vical canal.  This  is  easily  done  in  the  office  by 
using  a small  sharp  curette,  a procedure  not 
commonly  done.  It  should  be  done,  since  it  will 
increase  your  diagnostic  rate.  It  allows  you  to 
pick  up  those  carcinomas  originating  in  the  canal 
and  not  found  in  the  usual  cervical  biopsies. 
This  is  particularly  true  of  the  adenocarcinomas 
of  the  cervix. 

I believe  carcinoma  of  the  cervix  is  still  best 
treated  by  irradiation  therapy  in  general,  surgery 
being  reserved  for  the  very  early  in  situ  group,  ; 
the  radioresistant  group,  and  possibly  the  hope- 
lessly advanced  case. 

The  most  common  cervical  lesion  seen  in  the 
office  is  the  simple  erosion.  You  should  biopsy  | 
this  lesion  before  treatment.  The  simple  benign  > 
erosion  responds  to  simple  cauterization  with  the  . 
nasal  tip  cautery.  This  is  done  easily  in  the 
office  and  gives  no  pain.  Discomfort  results  if 
you  leave  the  hot  cautery  in  the  vagina  too  long,  j 
Cauterize  in  a radial  fashion,  stripping  the  cervix,  | 
and  avoid  too  deep  cautery  into  muscular  tissue. 
Give  ample  time  between  cauterizations  for 
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healing.  The  main  faults  I have  seen  are  too 
frequent  and  too  much  cauterization  for  good  re- 
sults. May  I caution  you  at  this  point  not  to 
cauterize  an  endocervix  with  any  evidence  of  in- 
fection unless  you  want  to  accept  the  subsequent 
parametritis  that  at  times  will  occur.  I practically 
never  cauterize  the  endocervix.  Many  of  the 
endocervicitis  cases  with  a thick,  sticky,  yellowish 
discharge  from  the  endocervix  clear  readily  on  a 
few  daily  injections  of  penicillin.  This  is  much 
simpler  and  less  dangerous.  The  badly  lacer- 
ated, cystic,  and  infected  cervix  with  a recalci- 
trant endocervicitis  can  be  better  treated  by 
conization  if  chemotherapy  and  simple  cauteriza- 
tion fail. 

We  cannot  pass  by  the  cervix  without  con- 
sidering cervical  polyps.  These  lesions,  as  a 
rule,  cause  vaginal  discharge  and  bleeding.  The 
diagnosis  is  rather  easily  made  by  specular  ex- 
amination, and  the  typical  bluish-red,  friable, 
pedunculated  tumor  mass  is  seen  in  the  cervix  or 
protruding  through  the  external  os.  All  polyps 
presenting  at  the  cervix  are  not  cervical  in  origin 
and  may  be  uterine  polyps.  I do  not  believe 
polyps  can  be  adequately  removed  in  the  office. 
Poor  visualization  and  bleeding  interfere  with  the 
proper  excision  of  the  base  of  the  polyp.  This  is 
dangerous  because,  while  the  incidence  of  malig- 
nancy in  polyps  is  low,  malignancy  does  occur. 
When  it  occurs  in  a polyp  it  is  found  at  the 
base.  If  you  do  not  give  the  pathologist  the 
base  he  cannot  diagnose  the  malignancy.  Thus 
I believe  that  all  polyps  should  be  removed  in  the 
hospital  and  that  polypectomy  should  be  accom- 
panied by  a uterine  and  cervical  curettage. 

Leukorrhea,  as  your  patient  familiarly  des- 
ignates her  vaginal  discharge,  can  be  of  vulvar, 
vaginal,  or  cervical  origin.  We  have  considered 
some  of  the  lesions  of  the  vulva  and  cervix  such 
as  polyps,  erosion,  ulcers,  and  carcinoma  that  give 
rise  to  leukorrhea.  Now  let  us  consider  for  a 
moment  the  common  vaginal  causes  we  see. 
The  urethra  and  Skene’s  glands  should  be  milked, 
and  the  discharge  smeared  and  cultured.  This 
is  a definite  early  aid  in  the  diagnosis  of  gonor- 
rhea. If  discharge  can  be  obtained  from  Bar- 
tholin’s glands  it  likewise  should  be  smeared  and 
cultured.  Probably  the  most  common  annoying 
discharge  is  caused  by  Trichomonas  vaginalis 
infection.  Clinically  it  is  often  very  characteris- 
tic, causing  itching,  burning,  and  vulvar  irrita- 
tion. The  discharge  is  usually  a frothy,  odorif- 
erous, rather  profuse,  bubbling  discharge,  and 
the  vagina  may  show  the  characteristic  petechial 
areas  over  the  generalized  reddened  mucosa. 
The  diagnosis  can  be  made  by  finding  the  T. 
vaginalis  organisms  in  the  discharge.  The 
simplest  way  is  by  means  of  a pipette,  mixing  a 
little  warm  saline  with  the  discharge  in  the  va- 


gina. It  can  then  be  immediately  examined 
under  the  microscope  and  the  active  trichomonas 
found.  Another  aid  is  to  have  a small  piece  of 
Nitrazine  paper  at  hand.  By  placing  it  in  the 
vagina  the  pH  can  easily  be  determined.  In 
this  condition  the  pH  is  strongly  alkaline,  usually 
ranging  from  5 to  7.  Treatment  is  based  on 
drying  and  acidifying  the  vagina  plus  the  in- 
corporation of  some  drug  toxic  to  the  tricho- 
monas. I have  found  the  use  of  Floraquin  sup- 
positories and  lactic  acid  or  vinegar  douches 
as  generally  efficacious  as  any  of  the  innumerable 
treatments  proposed.  t 

The  recalcitrant  and  recurrent  cases  pose  a 
problem.  Let  me  suggest  that  in  these  cases  you 
first  look  for  a chronic  nest  of  trichomona  in 
Skene’s  or  Bartholin’s  glands  in  the  cervix,  or  in 
the  urine  of  the  patient.  Second,  do  not  forget 
the  husband.  He  may  have  trichomona  infec- 
tion in  the  prostate  or  vestibular  glands  and  be 
the  source  of  the  infection.  Third,  be  sure  you 
are  not  dealing  with  a monilia  or  yeast  vaginitis 
instead  of  trichomonas.  Typically  the  monilia 
discharge  is  adherent,  thick,  and  patchy,  but  not 
always.  The  diagnosis  can  be  made  by  a 
stained  smear  for  the  yeast  organisms.  The  pH 
in  this  condition  is  usually  3 to  3.5.  Douches  in 
this  condition  should  be  alkalinizing.  The  old 
treatment  with  aqueous  gentian  violet,  while 
efficacious,  is  entirely  too  messy.  I have  had  ex- 
cellent results  with  the  use  of  Propion  Gel,  a 
propionic  acid  preparation  inserted  in  the  vagina 
once  or  twice  a day.  All  douches  should  be  taken 
with  the  patient  lying  down. 

The  vagina  is  seldom  involved  in  gonorrhea  in 
the  adult,  but  commonly  the  endocervix  is  inva- 
ded. Diagnosis  is  made  by  smear  and  culture  of 
the  endocervical  secretions.  Lower  genital  tract 
gonorrhea  clears  rapidly  with  penicillin  therapy. 

Pruritus  vulvae  is  classically  a symptom  but  to 
me  is  a disease  and  one  of  the  worst  in  gynecology. 
Many  of  these  patients  wander  from  doctor  to 
doctor  for  relief.  Let  me  assure  you  that  many 
of  them  are  difficult  to  treat.  The  causes  are  mul- 
tiple, and  one  can  thank  his  lucky  stars  if  the  cause 
is  obvious.  Obvious  causes  such  as  systemic 
diseases,  as  diabetes,  cardiacs,  blood  dyscrasias, 
and  local  causes,  such  as  vaginal  discharge  or 
vulvar  lesions,  require  the  specific  treatment  of 
those  causes.  If  the  condition  is  curable,  then 
the  itching  is  relieved.  In  another  group  it  is 
merely  a question  of  good  hygiene.  It  is  amaz- 
ing to  see  women  meticulously  clean  everywhere 
else  on  their  body  except  the  vulvar  region. 
For  some  reason  they  seem  to  think  this  area  is 
out  of  bounds  and  never  approximate  good  hy- 
giene in  this  region.  This  group  can  be  easily 
relieved. 

Two  other  causes  for  pruritus,  particularly  in 
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the  postmenopausal  group,  are  kraurosis  vulvae 
and  leukoplakia.  Examination  in  kraurosis 
reveals  a thickening  of  the  vulvar  skin  with  a 
leathery  appearance  frequently  accompanied  by 
cracking,  weeping,  and  Assuring  of  the  skin. 
This  condition  should  be  biopsied  for  evidence  of 
malignancy.  If  nonmalignant,  the  conditions 
react  reasonably  well  at  times  to  local  cleanliness, 
high  vitamin  dosage  of  A,  D,  B,  and  C,  and  estro- 
genic therapy.  Leukoplakia  of  the  vulva  shows 
the  same  characteristic  white  plaques  of  skin  as 
leukoplakia  elsewhere.  Leukoplakia  of  the  vulva 
is  always  at  least  a precancerous  lesion  in  contra- 
distinction to  leukoplakia  of  the  cervix  which  is  a 
benign  lesion.  I believe  a true  leukoplakia  of 
the  vulva  should  be  treated  by  vulvectomy,  as 
the  transition  to  true  malignancy  of  the  vulva  is 
insidious  and  rapid.  The  cases  of  pruritus  with 
no  demonstrable  cause  generally  run  the  gamut 
of  treatment  by  drugs,  psychotherapy,  and  local 
injections  and  many  end  with  a vulvectomy. 

In  considering  uterine  bleeding,  other  than  in 
the  subjects  already  discussed,  we  must  consider 
the  bleeding  complications  of  pregnancy,  neo- 
plasms of  the  uterine  corpus,  tubes,  and  ovaries, 
infectious  processes  of  the  adnexae,  and  so-called 
functional  bleeding.  Suffice  it  to  say  these  condi- 
tions are  diagnosed  by  proper  pelvic  examination, 
diagnostic  dilatation  and  curettage,  etc.  The 
treatment  is  generally  surgical  and  does  not  enter 
the  scope  of  this  paper.  I will  mention  that  you 
should  never  send  your  selected  fibroids  for  x-ray 
therapy  without  a preliminary  dilatation  and 
curettage.  They  may  have  adenocarcinoma  and 
the  fibroid  may  be  only  incidental.  Adenocarci- 
noma should  be  suspected  in  any  woman  with 
menopausal  or  postmenopausal  bleeding,  and  she 
should  have  a dilatation  and  curettage.  Pelvic 
examination  alone  may  be  of  no  value. 

Papanicolaou  smears  are  simple  to  take  and 
should  be  a part  of  your  armamentarium.  They 
can  be  examined  locally,  if  you  have  a trained 
technician  available,  or  sent  to  Albany  for  read- 
ing. The  technic  is  a simple  office  procedure. 
We  are  not  ready  to  accept  it  as  a sure  diagnosis 
of  the  presence  or  absence  of  cancer  but  we 
should  use  it  as  any  other  laboratory  aid  as  an 
added  help  in  early  diagnosis.  It  is  not  a sub- 
stitute for  biopsy. 

One  of  the  most  common  referrals  in  a gyne- 
cologist’s office  is  the  patient  sent  in  because  of 
backache.  My  experience  has  been  that  gyne- 
cologic conditions  play  a minor  role  in  female 
backaches.  The  physician  has  been  slow  in  ac- 
cepting this,  and  the  public  never  seems  to  accept 
it.  The  possible  causes  of  backache  are  many 
and  varied.  The  most  common  are  found  in  the 
back  itself  first  under  orthopedic  classifications; 
second,  certain  types  of  urinary  conditions,  and 


third,  certain  gastrointestinal  diseases.  Retro- 
displacements  of  the  uterus  seem  to  be  the  offend- 
ers in  the  minds  of  most  referring  physicians. 
In  my  mind  the  simple  retrodisplacement  of  the 
uterus  is  asymptomatic  and  is  not  characterized 
by  backache  until  you  tell  the  patient  she  has  it. 
Retrodisplacement  postpartum  or  retrodisplace- 
ment accompanied  by  pelvic  inflammatory  dis- 
ease may  contribute  to  backache.  Certainly  be- 
fore any  suspension  type  of  operation  is  contem- 
plated for  a retroversion  the  uterus  should  first 
be  reposited  and  a pessary  inserted.  If  all  symp- 
toms are  relieved  while  wearing  the  pessary  and 
recur  when  the  pessary  is  out,  only  then  should 
surgery  be  considered. 

Nearing  the  limit  allotted  to  this  paper,  I find 
we  must  omit  probably  discussion  of  many  items  of 
interest.  However,  I shall  finish  with  some  dis- 
cussion of  the  hormone  situation  as  of  today.  It  is 
estimated  that  75  per  cent  of  the  endocrine  ther- 
apy in  the  United  States  is  given  by  the  general 
practitioner.  It  is  well  to  keep  in  mind  that 
these  glandular  preparations  are  powerful  chem- 
ical agents  and  their  actions  are  not  all  well 
understood.  For  this  reason  they  should  be 
used  with  caution  and  respect.  They  should 
never  be  used,  as  they  are  so  frequently,  without 
first  ruling  out  organic  disease.  Dysfunctional 
uterine  bleeding  may  be:  (1)  menorrhagic  due  to 
excessive  ovarian  function  with  overgrowth  of 
the  endometrium;  (2)  polymenorrhea — shorten- 
ing of  cycles  to  fourteen  to  twenty-four  days,  prob- 
ably due  to  ovarian  deficiency  with  premature 
disintegration  of  the  corpus  luteum  (these  are 
both  associated  with  ovulatory  cycles) ; (3)  metro- 
pathia hemorrhagica  which  accounts  for  50  per 
cent  of  the  clinical  cases  of  functional  bleeding 
(it  is  characterized  by  prolonged  bleeding  or  fre- 
quent bleeding ; it  is  thought  to  be  due  to  failure 
of  ovulation  and  constant  stimulation  of  the  endo- 
metrium by  estrogens  at  bleeding  levels);  (4) 
continuous  bleeding  started  at  time  of  period  and 
continuing  days  or  weeks  (this  is  due  to  pro- 
longed defective  desquamation  and  is  the  only 
type  of  functional  bleeding  cured  by  curettage). 

The  most  widely  used  gland  preparation  is  des- 
iccated thyroid.  It  is  apparently  used  for 
everything  and  anything.  I believe  it  has  defi- 
nite place  in  those  women  with  a low  metabo- 
lism. In  cases  of  sterility  it  can  be  used  in  those 
women  with  a normal  rate.  The  tendency  fre- 
quently is  to  give  too  much  thyroid,  and  the  dan- 
ger is  that  therapy  may  decrease  the  intrinsic 
activity  of  the  gland  and  result  in  a subsequent 
hypothyroidism . 

Estrogens  are  produced  by  the  ovaries.  There 
is  no  need  for  all  the  estrogenic  injections  that  are 
given,  as  potent  estrogenic  preparations  are 
available  for  oral  use.  These  are  much  cheaper 
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and  spare  the  patient  expense  and  unnecessary 
office  visits.  If  we  accept  the  theory  that  there  is 
a bleeding  and  an  amenorrheic  level  of  estrogens, 
then  we  must  accept  the  fact  that  giving  estro- 
gens can  stop  bleeding  and  not  produce  more 
bleeding.  These  are  depressing  to  the  ovary, 
not  stimulative,  through  inhibiting  F.S.H.  from 
the  pituitary.  Since  the  ovary  works  in  cycles,  it 
I;  seems  reasonable  to  give  estrogens  in  a cyclic 
manner. 

Estrogens  may  be  used  as  follows:  (1)  In  the  girl 
with  poor  sexual  development,  a daily  dose  given 
in  a cyclic  fashion  for  several  months  may  bring 
about  remarkable  changes.  (2)  Functional 
bleeding  may  often  be  stopped  by  large  doses  of 
estrogens  daily.  (3)  Irregular  cycles  may  be 
frequently  restored  to  regular  cyclic  bleeding  by 
I cycles  of  estrogen  and  progesterone.  (4)  Meno- 
pausal symptoms  are  helped  at  times  by  sub- 
stitution estrogen  therapy.  The  therapy  should 
be  with  as  small  dosage  as  possible  and  not  pro- 
longed over  more  than  six  months.  The  change 
should  not  be  postponed  indefinitely  by  estrogens. 
The  conflicts,  domestic,  financial,  and  psycho- 
logic, occurring  at  this  time,  will  not  be  cured  by 
estrogen.  Mild  sedation  is  frequently  much 
better  therapy  than  estrogenic  substance. 

Progesterone  is  the  hormone  produced  by  the 
corpus  luteum.  Progesterone  is  important  in  the 
regulation  of  the  menstrual  cycle,  in  the  prepara- 
tion of  the  endometrium  for  pregnancy,  and  in 
the  physiology  of  pregnancy.  Progesterone 
exerts  a great  influence  through  its  action  on  the 
metabolism  and  excretion  of  estrogens  and  in  the 
ovarian-stimulating  functions  of  the  pituitary, 
i It  is  available  in  potent  oral  forms  but  is  much 
more  expensive  than  estrogens.  We  use  it  in 
conjunction  with  stilbestrol  in  threatened  and 
habitual  abortions  and  feel  it  definitely  has  been 
effective  in  some  cases.  We  also  use  it  in  the 
cyclical  treatment  of  uterine  bleeding  dysfunc- 
tions, the  progesterone  being  given  for  ten  days 
i following  twenty  days  of  estrogens.  Quite  fre- 
quently normal  ovarian  and  pituitary  functions 
1 are  resumed  after  three  or  four  cycles  of  treat- 
ment. I have  found  it  very  beneficial  in  the  pro- 
longed or  profuse  first  period  following  parturi- 
tion, 20  to  50  mg.  progesterone  daily  for  two  or 
three  days  usually  stopping  the  bleeding.  The 
: same  holds  true  for  prolonged,  profuse  periods 
when  the  only  finding  pelvicly  is  an  enlarged 
cystic  ovary.  These  cases  are  probably  ovarian 
failure  and  respond  well  to  the  same  therapy. 

The  various  gonadotropin  preparations  have 
been  found  to  be  of  no  value  in  any  instance. 
Certainly  there  is  no  proof  of  any  human  female 
1 1 ovulating  after  the  use  of  any  of  these  prepara- 
tions. Our  sterility  cases  have  done  better  with 


0.1  mg.  stilbestrol  daily  for  its  retrograde  action 
on  the  pituitary. 

Testosterone  is  used  to  some  extent  in  gynecol- 
ogy. I use  the  oral  preparation  of  methyl 
testosterone  in  10-mg.  doses  for  cases  of  functional 
uterine  bleeding  not  controlled  by  the  female 
hormones.  The  dosage  should  be  kept  under 
400  mg.  a month  to  avoid  masculinizing  effect. 

Discussion 

Hiram  Salter,  M.D.,  Bronxville. — At  first,  one 
might  think  that  some  of  the  precautions  Dr.  Four- 
nier has  mentioned  concerning  a routine  pelvic  ex- 
amination are  too  fundamental  to  call  to  our  atten- 
tion at  this  time,  but  I can  assure  you  that  they  are 
not.  If  one  follows  his  suggestions,  then  the  pelvic 
findings  will  be  far  more  accurate  than  if  one  neglects 
one  or  more  of  them. 

I might  add  that  if  one  sees  a patient  in  consulta- 
tion for  the  first  time  in  a hospital  bed,  a more  satis- 
factory examination  can  be  made  if  the  patient  can 
be  placed  on  an  examining  table,  if  one  is  available. 
A vaginal  and  rectovaginal  examination  is  more  ac- 
curate then,  and  a visual  examination  of  the  cervix 
with  a good  light  will  sometimes  give  as  much  or 
more  information  than  the  bimanual  checkup. 
Often,  the  findings  of  ectopic  pregnancy  and  salpin- 
gitis may  be  almost  identical,  including  the  blood 
counts  and  temperature,  but  the  cervix  in  ectopic 
pregnancy  will  be  clean  in  appearance  with  a little 
brownish  bloody  discharge  from  the  os,  whereas,  in 
salpingitis,  there  is  usually  a purulent  discharge  with 
rarely  any  blood.  Also,  many  cases  of  moderate 
chronic  pelvic  pain  may  be  due  to  parametritis, 
secondary  to  an  erosion  of  the  cervix,  which  can  be 
determined  by  a careful  visual  examination.  If  one 
finds  a fibroid  of  the  uterus  on  bimanual  examina- 
tion and  then  does  a supracervical  hysterectomy 
without  visualizing  the  cervix  and  misses  a carci- 
noma there,  the  error  can  be  fatal  to  the  patient. 
These  are  but  a few  examples  of  how  some  all-im- 
portant information  may  be  gained  from  a visual 
speculum  examination,  if  only  the  time  is  taken  to 
do  it. 

It  might  be  worth  adding  at  this  time  that  not  in- 
frequently an  x-ray  plate  taken  of  the  lower  abdo- 
men will  be  reported  by  the  roentgenologist  as 
showing  a pelvic  tumor  mass.  This  report  is  some- 
times passed  on  to  the  patient  or  her  family  before  a 
careful  pelvic  examination  has  been  done.  In  our 
experience,  such  a tumor  suggested  by  x-ray  is  al- 
most never  found  in  bimanual  checkup. 

We  have  not  relied  too  much  on  the  Schiller  test 
for  carcinoma  of  the  cervix,  but  prefer  instead  a 
routine  Papanicolaou  smear  on  all  cervices  if  there  is 
any  reason  at  all  to  be  suspicious.  If  the  smear 
is  reported  suspicious  or  positive,  no  treatment  is 
started  until  it  has  been  checked,  with  a dilatation 
and  curettage  and  a biopsy  of  the  cervix  done,  tissue 
being  removed  for  examination  from  four  quadrants 
of  the  cervix,  rather  than  just  one  area.  If  a good 
pathologist  is  not  available  locally  for  reading  the 
Papanicolaou  smear,  these  may  be  sent  through  the 
mail  as  suggested. 
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Dr.  Fournier  has  spoken  of  the  many  proposed 
treatments  of  Trichomonas  vaginalis  infestation  and 
the  difficulty  sometimes  in  cleaning  up  this  condi- 
tion. I certainly  agree  with  him.  If  there  is  a 
focus  of  infestation  in  the  male,  the  problem  is  in- 
deed difficult,  as  there  appears  to  be  no  effective 
urologic  treatment  at  present  to  eradicate  the 
condition  in  the  husband;  hence,  the  reinfesta- 
tion of  the  woman  after  an  apparent  cure.  However, 
if  the  patient  complains  of  dysuria,  frequency,  and  a 
burning  on  urination  in  conjunction  with  her  leukor- 
rhea  and  vaginitis,  the  chances  are  that  there  is  a 
trichomonas  focus  in  the  urethra.  Local  vaginal 
treatment  alone  will  not  clear  this  up,  but  a good 
degree  of  success  may  be  obtained  by  insufflating 
Cinquarsin  powder  into  the  vagina  and  instilling 
Cinquarsin  solution  into  the  bladder  every  other 
day  for  six  treatments. 

If  the  vaginitis  is  found  to  be  due  to  Monilia 
albicans,  it  is  worth  while  to  check  the  urine  rou- 
tinely for  the  presence  of  sugar,  as  occasionally  an 
unsuspected  case  of  diabetes  mellitus  may  be  found 
in  this  way.  Monilia  is  often  found  in  normal  in- 
dividuals, causing  no  trouble,  but  may  proliferate 


and  cause  extreme  itching  in  diabetics,  pregnancies, 
menopausal  syndromes,  and  other  conditions. 

Dr.  Fournier’s  advice  regarding  a dilatation  and 
curettage  of  the  fibroid  uterus  before  further  treat- 
ment is  undertaken  is  certainly  a sound  suggestion. 
Not  infrequently  the  bleeding  may  be  found  to  be 
due  to  benign  polyps  or  an  unsuspected  placental 
polyp  with  the  fibroid  being  incidental.  In  such 
cases,  the  dilatation  and  curettage  will  cure  the 
bleeding.  However,  if  the  fibroids  are  the  principal 
pathology,  we  prefer  a complete  hysterectomy  with 
the  retention  of  the  ovarian  function  rather  than 
x-ray  therapy. 

Dr.  Fournier  has  also  given  some  sound  advice 
concerning  the  use  and  frequent  abuse  of  the  hor- 
monal preparations.  In  addition  to  his  suggestions, 
the  androgenic  hormone  may  often  be  found  to  give 
good  results  in  the  treatment  of  dysmenorrhea  and 
premenstrual  tension.  The  oral  form  given  para- 
bucally  in  doses  of  10  mg.  three  times  a day  for  four  to 
six  days,  starting  on  the  tenth  day  of  the  cycle,  will 
often  relieve  dysmenorrhea,  and  if  given  in  smaller 
doses  for  seven  to  ten  days  before  the  onset  of  the 
period  will  often  relieve  premenstrual  tension. 


WARN  THAT  CARBON  TETRACHLORIDE  POISONING  HAZARD  IS  INCREASING 


Carbon  tetrachloride,  a solvent  used  extensively 
as  a home  and  commercial  cleaning  fluid  and  for 
various  industrial  purposes,  is  a poison  hazard  of 
increasing  importance,  according  to  a warning 
sounded  in  an  article  in  the  Archives  of  Industrial  Hy- 
giene and  Occupational  Medicine. 

The  deadly  effects  from  inhaling  the  fumes  or 
swallowing  the  product  were  related  by  two  United 
States  Public  Health  surgeons,  Dr.  Albert  V.  Myatt 
of  the  malaria  project  at  the  Federal  penitentiary  in 
Atlanta,  and  Dr.  James  A.  Salmons  of  the  U.S. 
Public  Health  Service  Hospital  in  San  Francisco. 
One  finding  of  a joint  study  was  that  persons  drink- 
ing alcoholic  beverages  are  more  likely  to  be  affected. 
They  reported  that  15  persons  suffering  from  carbon 
tetrachloride  poisoning  were  admitted  to  the  San 
Francisco  Hospital  from  January,  1948,  to  May, 
1951,  an  incidence  of  about  one  per  1,000  admissions. 
Of  these,  three  died  and  the  others  recovered. 
Seven  patients  were  seaman  electricians  who  used 
the  product  to  clean  motors;  three  other  patients 
used  it  as  a degreaser.  Three  swallowed  the  solvent; 
case  histories  were  not  obtainable  in  two  others. 


“The  public  believes  carbon  tetrachloride  to  be  a 
relatively  safe  cleaning  agent,”  the  surgeons  re- 
ported. “Its  nonflammability  is  one  reason  for  its 
widespread  use.  The  average  nonmedical  user 
does  not  know  that  the  toxicity  of  carbon  tetra- 
chloride is  enhanced  in  alcoholics  or  in  malnourished 
persons.  The  exact  mechanism  of  the  increase  in 
alcoholics  is  not  clear.  The  increased  toxicity  may 
be  due  to  increased  absorption  of  the  carbon  tetra- 
chloride, or  it  may  be  due  to  previous  damage  done 
to  the  liver  and  the  kidneys  by  alcohol,  or  both.” 

Carbon  tetrachloride  is  used  for  many  purposes 
other  than  as  a cleaning  fluid  or  degreaser  and  is  sold 
under  many  trade  names.  It  is  used  as  a commer- 
cial solvent,  in  fire  extinguishers,  insecticides,  and 
soap  solutions;  as  a delousing  agent,  as  a dry-hair 
shampoo,  and  in  other  ways. 

Because  of  the  death  of  “at  least  12  New  Yorkers 
last  year,”  the  New  York  City  Board  of  Health 
recently  added  a section  to  the  city’s  sanitary  code 
requiring  manufacturers  of  cleaning  fluid  containing 
carbon  tetrachloride  to  label  their  products  with 
special  warnings  against  misuse. 


CHORIONEPITHELIOMA:  AN  ANALYSIS  OF  EIGHT  CASES 
OBSERVED  DURING  THE  PAST  TWELVE  YEARS 

James  H.  Flynn,  M.D.,  F.A.C.S.,  Albany,  New  York 

( From  the  Department  of  Gynecology,  Albany  Hospital  and  Albany  Medical  College) 


DURING  the  past  twelve  years  there  have 
been  in  the  Albany  Hospital  eight  cases 
originally  diagnosed  as  choriocarcinoma.  These 
patients  were  cared  for  by  various  members  of  the 
gynecologic  staff.  Subsequent  review  carried 
out  in  the  present  study  has  led  to  a reclassifica- 
tion of  this  material.  It  is  believed  that  four 
represent  undoubted  choriocarcinoma  and  a 
fifth  the  very  rare  ovarian  teratomatous  chorio- 
carcinoma. One  case  is  classified  as  invasive 
mole  or  chorioadenoma  destruens,  one  as  syncy- 
tial endometritis,  and  one  as  a benign  mole  with 
marked  proliferation  of  the  trophoblast.  It  is 
the  purpose  of  this  paper  to  appraise  and  report 
these  cases. 

Review  of  the  Literature 

Incidence. — Choriocarcinoma  is  an  admittedly 
rare  disease  with  an  incidence,  according  to  Schu- 
mann and  Voegelin,1  of  one  in  13,850  pregnan- 
cies, while  hydatidiform  mole  is  generally  cited 
with  an  incidence  of  one  in  every  2,500  pregnan- 
cies. According  to  Novak2  approximately  1 
per  cent  of  moles  become  malignant,  although 
much  higher  figures  have  been  quoted  by  other 
authors,  depending  on  histologic  criteria  used. 

Etiology. — The  etiology  of  the  disease  is  almost 
universally  attributed  to  malignant  proliferation 
of  the  trophoblastic  epithelium,  invariably  fol- 
lowing pregnancy  with  the  exception  of  the  very 
rare  teratomatous  lesion.  According  to  the 
generally  quoted  figures,3  50  per  cent  of  the  cases 
follow  mole,  while  the  remaining  are  about 
equally  divided  following  abortion  and  full-term 
pregnancy. 

Pathologic  Aspects. — Much  has  been  written 
concerning  the  pathologic  considerations  of  this 
provocative  and  in  many  ways  controversial 
disease.  The  fundamental  contributions  of 
Novak  and  of  Hertig  and  his  associates  in  inter- 
pretation of  the  pathology  have  been  outstand- 
ing, while  Mathieu  and  Holman  and  Schirmer 
have  contributed  heavily  to  our  knowledge  with 
their  excellent  analyses  of  a wide  material.2- 4-10 
Hertig  and  Sheldon  have  focused  attention  on 
the  importance  of  attempting  histologic  classifica- 
tion of  chorionic  lesions,  with  a view  to  predict- 
ing the  probable  subsequent  clinical  course  of  the 
case  and  accordingly  suggesting  the  appropriate 
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treatment.4  Their  classification  of  moles  on  a 
histologic  basis  as  (1)  benign,  (2)  probable  benign, 
(3)  possible  benign,  (4)  possible  malignant,  (5) 
probable  malignant,  and  (6)  malignant  has 
clarified  for  many  a very  confused  area.  Novak 
has  stressed  the  importance  of  attention  to  cer- 
tain clinical  and  laboratory  features  of  the  dis- 
ease, as  well  as  various  pathologic  points,  as  a 
guide  to  diagnosis  and  treatment.2  He  em- 
phasizes that  the  presence  of  a well-defined  villous 
pattern  makes  the  diagnosis  of  choriocarcinoma 
most  unlikely,  despite  marked  trophoblastic  pro- 
liferation. 

Symptoms.— The  most  common  clinical  in- 
dication of  the  disease  is  hemorrhage,  manifested 
as  vaginal  bleeding  following  pregnancy,  whether 
after  full-term  pregnancy,  abortion,  or  mole. 
Not  infrequently,  however,  the  hemorrhage  is 
secondary  to  a metastatic  lesion,  vaginal,  pul- 
monary, or  cerebral.  Occasionally,  intra-abdom- 
inal hemorrhage  occurs  as  a result  of  complete 
penetration  of  the  uterine  wall  by  the  tumor. 

Diagnosis. — While  the  histologic  picture  is  im- 
portant in  the  diagnosis,  certain  pertinent  clinical 
and  biologic  features  play  contributory  roles. 
Persistent  vaginal  bleeding  and  subinvolution  of 
the  uterus  must  always  be  held  suspect,  regard- 
less of  the  type  of  termination  of  the  pregnancy, 
but  particularly  after  passage  of  a mole.  The 
possibility  of  an  intervening  pregnancy  must,  of 
course,  always  be  kept  in  mind.  The  use  of  re- 
peated Friedman  tests,  quantitative  where  pos- 
sible, repeated  curettage  if  necessary,  as  well  as 
chest  x-rays,  will  all  bear  fruit  in  contributing  to 
the  recognition  of  these  cases  at  the  earliest  pos- 
sible date.  It  is  the  case  where  a positive  and 
clear-cut  histologic  diagnosis  is  not  possible  that 
presents  the  real  problem  in  handling  this  con- 
dition. Novak  and  Holman  and  Schirmer  have 
emphasized  that  if  the  cure  rate  for  choriocar- 
cinoma is  to  be  increased,  hysterectomy  will  have 
to  be  performed  in  cases  of  persistent,  strong, 
biologic  tests  or  rising  titer,  despite  lack  of  histo- 
logic confirmation.2-10  Many  of  these  speci- 
mens will  reveal  benign  intramural  molar  rem- 
nants, but  there  appears  no  alternative  to  save 
the  rarer  cases  of  true  malignancy. 

Treatment. — Whenever  a definite  diagnosis  of 
choriocarcinoma  is  made,  hysterectomy  is  the 
treatment  of  choice.  Whether  or  not  the  ovaries 
should  be  removed  as  well  is  a moot  point.  Hol- 
man and  Schirmer  have  advocated  conservation 
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of  the  ovaries  unless  they  are  involved  by  direct 
extension  or  metastases,  pointing  out  that  there 
is  no  evidence  of  detrimental  effect  of  ovarian 
hormones  on  chorionic  metastases.10  Irradia- 
tion is  frequently  employed  as  an  adjunct  to 
surgery,  particularly  for  inaccessible  metastatic 
lesions,  although  at  least  one  case  has  been  re- 
ported11 where  lobectomy  was  successfully  em- 
ployed in  the  treatment  of  pulmonary  metasta- 
ses. Some  authors  feel,  however,  that  x-ray 
therapy  is  of  little  value  in  the  treatment  of  this 
disease.12’  13  Estrogens  also  have  been  em- 
ployed and  have  been  found  to  have  a palliative 
effect  but  no  curative  value.14 

Prognosis. — Because  of  the  confusion  in  the 
diagnosis  of  choriocarcinoma  resulting  in  the  in- 
clusion in  the  literature  of  what  surely  are  large 
numbers  of  benign  cases,  the  figures  published 
have  varied  greatly.  Perhaps  the  most  widely 
accepted  figure  for  fatal  termination  is  the  70  to 
80  per  cent  given  by  Novak.3  There  can  be  no 
question  that  the  vast  majority  of  the  truly  ma- 
lignant cases  have  a rapidly  fatal  outcome,  usu- 
ally within  one  or  two  years  of  the  onset. 

Case  Reports 

Case  1. — E.  S.,  age  sixteen,  single,  gravida  0,  was 
admitted  to  the  tuberculosis  service  on  June  19, 
1940,  with  a history  of  sharp,  intermittent  chest 
pains  of  increasing  severity  for  one  year.  She  de- 
veloped a dry  cough  two  months  before  admission, 
and  this  was  followed  by  the  appearance  of  blood- 
streaked  sputum.  The  menses  had  begun  at  twelve 
years  but  were  irregular,  with  an  interval  varying 
from  four  to  twelve  months.  The  last  menstrual 
period  had  been  eight  months  before  admission. 
Physical  examination  revealed  dullness  and  rales  at 
the  base  of  the  right  lung,  a symmetric  mass,  the 
size  of  a four  to  five  months  pregnancy,  in  the  ab- 
domen, and  questionable  masses  in  both  lower  quad- 
rants. The  sputum  was  negative  for  tubercle  bacilli ; 
the  Friedman  test  was  positive.  The  chest  plate 
showed  parenchymatous  infiltration  through  both 
lungs,  more  marked  at  the  bases,  consistent  with 
tuberculosis.  A low-grade  fever  to  100.4  F.  con- 
tinued throughout  hospitalization.  Friedman  test 
was  positive  on  two  occasions.  Further  informa- 
tion obtained  revealed  that  patient  had  been  crimi- 
nally assaulted  six  months  previous  to  admission. 
A diagnosis  of  pregnancy  was  made;  abdominal 
hysterotomy  for  termination  of  the  pregnancy  was 
recommended  by  the  obstetric  service  but  not  con- 
curred in  by  the  psychiatric  consultant,  and  the 
procedure  was  not  carried  out.  Clinical  condition 
grew  steadily  worse  with  cough,  bloody  sputum,  and 
dyspnea.  Patient  expired  six  weeks  following  ad- 
mission. The  autopsy  report  was  choriocarcinoma 
of  uterus  with  diffuse  pulmonary  metastases,  asso- 
ciated with  bilateral  polycystic  ovaries.  Micro- 
scopic description  of  the  uterine  wall  invaded  by 
choriocarcinoma  stated  that  the  neoplastic  tissue 
was  composed  of  a greater  amount  of  clear,  vesicular, 


light-staining  Langhans  cells  and  a lesser  amount  of 
hyperchromatic,  deeply  basophilic  syncytial  cells. 
The  tumor  cells  were  pleomorphic  in  character  and 
often  showed  cell  gigantism.  They  grew  in  strands 
and  compressed  sheets,  in  a highly  anaplastic  fashion. 
Invasion  of  blood  vessels  was  a frequent  observation. 
In  no  area  was  there  a resemblance  to  chorionic  villi. 
There  were  scattered  foci  of  necrotic  material  in  the 
uterine  wall  and  especially  in  the  tissue  which  was 
contained  in  the  cavity  of  the  uterus. 

Case  2. — R.  F.,  age  forty-two,  married,  gravida  6, 
Para  IV,  was  admitted  on  July  12,  1949,  because  of 
irregular  uterine  bleeding  of  six  weeks  duration. 
The  last  menstrual  period  was  three  weeks  pre- 
viously. The  last  known  pregnancy,  a normal,  full- 
term  delivery,  was  six  years  before.  Physical 
examination  showed  the  uterus  to  be  enlarged  approx- 
imately one-and-one-half  times.  Operation  con- 
sisted of  panhysterectomy,  left  salpingo-oophorec- 
tomy,  and  appendectomy.  Incision  of  the  specimen 
revealed  a mass  in  the  fundus,  5 cm.  in  diameter, 
resembling  a degenerating  submucous  myoma. 
Pathologic  examination  revealed  choriocarcinoma  of 
the  corpus  uteri  and  a hemorrhagic  corpus  luteum 
of  the  ovary.  Chest  plate  showed  no  evidence  of 
pulmonary  metastases.  Friedman  test  one  week 
postoperatively  was  positive.  Four  days  later 
quantitative  Friedman  test  was  positive  in  1:10 
and  1 : 50  and  negative  in  1 : 100  dilutions.  Examina- 
tion of  the  patient  in  the  office  three  weeks  after 
discharge  was  negative,  but  the  Friedman  test  was 
positive.  Check  ups  at  two  and  four  months  after 
discharge  were  also  negative,  and  by  the  latter  date 
the  Friedman  test  was  reported  as  negative.  Exam- 
ination at  seven  months  was  negative.  Friedman 
specimen  was  never  submitted,  and  the  patient 
failed  to  report  again.  Correspondence  with  the 
family  revealed  that  the  patient  had  a “stroke” 
fourteen  months  after  operation  with  paralysis  of 
left  side  of  body.  Her  course  was  gradually  down- 
hill, and  she  died  twenty  months  after  operation. 

Case  3.—J.  R.,  age  twenty-one,  married,  gravida 
1,  Para  I,  was  admitted  on  November  16,  1947, 
because  of  irregular  vaginal  bleeding  of  two  months 
duration.  She  had  had  a normal,  full-term  preg- 
nancy eleven  months  previous  to  admission.  A 
curettage  was  done,  and  microscopic  examination  of 
the  curettings  revealed  edematous  hemorrhagic 
endometrium  in  luteal  phase.  A diagnosis  of  func- 
tional uterine  bleeding  was  made.  Patient  was  re- 
admitted nine  months  later  because  of  vaginal 
hemorrhage.  Curettage  recovered  what  appeared  to 
be  placental  tissue.  The  pathologic  report  was  as 
follows:  acutely  inflamed,  hemorrhagic,  and  hyalin- 
ized  placental  tissue,  with  trophoblastic  invasion  of 
the  myometrium  or  syncytial  endometritis.  Patient 
was  admitted  for  the  third  time,  three  weeks  later, 
because  of  profuse  bleeding  for  one  week.  Curettage 
yielded  a moderate  amount  of  what  appeared  to  be 
necrotic  and  hemorrhagic  placental  tissue.  This 
diagnosis  was  confirmed  on  pathologic  examination. 
A fourth  hospital  admission  was  necessitated  two 
weeks  later  because  of  continued  vaginal  bleeding. 
Curettage  recovered  a large  amount  of  tissue.  The 
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of  j pathologic  report  described  fragments  of  myome- 
ls.  trium  infiltrated  by  anaplastic  choriocarcinoma. 
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Panhysterectomy,  bilateral  salpingo-oophorectomy, 
and  appendectomy  were  then  carried  out.  At  opera- 
tion the  uterus  was  noted  to  be  enlarged  and  the 
serosal  surface  studded  with  ten  or  twelve  dark  pur- 
plish nodules.  The  left  ovarian  veins  were  throm- 
bosed. Pathologic  examination  showed  anaplastic, 
infiltrating,  focally  necrotic  choriocarcinoma  of  the 
uterus.  This  tumor  infiltrated  widely  and  was 
growing  in  many  blood  channels.  The  ovaries 
contained  small  follicular  cysts.  Re-examination, 
at  that  time,  of  the  tissue  obtained  on  the  original 
and  second  admissions  revealed  choriocarcinoma. 
On  the  second  postoperative  day  slight  hemoptysis 
occurred,  but  a chest  plate  was  negative  for  metas- 
tases.  Friedman  test  on  the  day  of  operation  was 
strongly  positive  undiluted,  positive  in  1 : 10  dilu- 
tion, and  negative  in  1:100  dilution.  Patient  was 
readmitted  three  weeks  later  because  of  hemoptysis. 
X-ray  of  chest  showed  diffuse  nodules  throughout 
both  lungs,  consistent  with  metastatic  tumor. 
Testosterone  propionate,  200  mg.,  was  administered. 
The  patient  was  discharged  after  four  days  but 
again  admitted  one  month  later  because  of  repeated 
hemoptyses,  dark  red  swelling  of  the  vulva,  and 
dysuria.  On  the  following  day,  she  developed 
paralysis  of  the  left  arm  and  leg;  she  became  coma- 
tose and  expired,  thirteen  months  after  first  seen. 
Autopsy  was  not  obtained.  The  final  diagnosis  was 
choriocarcinoma  of  uterus  with  metastases  to  lungs, 
brain,  and  vagina. 

Case  4- — G.  R.,  age  twenty-one,  single,  gravida  0, 
was  admitted  on  April  24,  1941,  because  of  daily 
uterine  bleeding  for  three-and-one-half  months. 
There  had  been  no  previously  missed  periods,  but 
patient  later  admitted  to  having  had  a recent  crimi- 
nal abortion.  Curettage  was  performed  with  re- 
moval of  necrotic-appearing  tissue  accompanied  by 
a large  amount  of  bleeding.  She  was  transfused 
with  500  cc.  of  whole  blood.  Pathologic  diagnosis 
was  choriocarcinoma.  On  the  following  day  pan- 
hysterectomy, bilateral  salpingo-oophorectomy,  and 
appendectomy  were  carried  out.  The  uterus  was 
enlarged  approximately  three  times,  and  a dark  red 
mass  of  tissue  projected  from  the  left  posterior 
serosal  surface  of  the  corpus.  The  omentum  was 
adherent  to  this  mass.  The  ovaries  were  normal  in 
size  and  contained  simple  cysts  and  a corpus  hemor- 
rhagicum.  Section  of  the  specimen  revealed  a dark 
red,  ulcerated,  and  superficially  necrotic  mass  6 cm. 
in  diameter,  originating  on  the  posterior  wall  of  the 
uterine  cavity. 

High  voltage  x-ray  was  administered,  a total  of 
1,600  r to  each  of  four  (15  by  15  cm.)  portals  cover- 
ing the  entire  anterior  abdomen. 

Friedman  test  two  weeks  postoperatively  was 
positive  in  1 : 100  dilution.  Friedman  test  five  weeks 
postoperatively  was  negative.  X-ray  of  chest  was 
negative  for  metastases.  Patient  was  seen  in  the 
office  two  months  following  discharge  and  had  no 
complaints;  the  Friedman  test  was  negative. 
There  was  no  change  at  four  months.  Seven  and  ten 
year  follow-ups  were  negative.  Patient  is  now  living 
and  well  eleven  years  after  operation. 


Fig.  1.  Case  2 — Photomicrograph  of  choriocar- 
cinoma of  uterus  showing  solid  masses  of  pleomor- 
phic Langhans  cells  and  of  syncytium  invading  my- 
ometrium. ( 120  X ) 

These  four  cases  are  considered  to  be  true 
choriocarcinoma.  Three  are  dead,  from  six 
weeks  to  twenty  months  after  initial  observation. 
All  died  with  distant  metastases.  The  fourth 
case  is  living  and  well  eleven  years  after  opera- 
tion. 

The  histologic  pattern  in  all  the  material  stud- 
ied conforms  with  the  usual  criteria  for  true 
chorionic  malignancy.  There  was  nowhere 
evidence  of  villi,  but  hemorrhage  and  coagulation 
necrosis  of  the  myometrium  were  present  in  all 
cases.  All  showed  clear-cut  invasion  of  vascular 
channels  and  solid  masses  of  pleomorphic  Lang- 
hans cells  (Fig.  1).  In  the  third  case  there  was 
almost  complete  predominance  of  Langhans  cells, 
with  numerous  mitoses.  In  the  fourth  case  the 
tumor  completely  penetrated  the  uterine  wall 
but  did  not  produce  remote  metastases.  Histo- 
logically there  was  vascular  invasion  and  pene- 
tration and  destruction  of  myometrium  by  ana- 
plastic trophoblast  (Fig.  2).  Variation  in  the 
size  of  the  Langhans  cells  was  noted,  some  ap- 
pearing larger  and  deeper  staining,  with  large 
nucleoli.  No  villi  were  present.  This  case  satis- 
fies all  of  the  morbid  anatomic  changes  of  chorio- 
carcinoma in  the  uterus.  Despite  the  fact  of 
survival,  it  would  seem  logical  to  classify  it  as  a 
true  choriocarcinoma  with  cure,  rather  than  as 
chorioadenoma  destruens.  Treatment  consisted 
of  prompt  hysterectomy,  supplemented  with 
adequate  high  voltage  x-ray. 

None  of  these  cases  followed  a molar  preg- 
nancy, so  far  as  can  be  determined. 

Case  5. — M.  C.,  age  fifty-eight,  married,  gravida 
0,  was  admitted  on  April  4,  1948,  with  chief  com- 
plaints of  lower  abdominal  pain,  anorexia,  fatig- 
ability, mastalgia,  back  and  groin  pain.  She  had 
had  a vaginal  hysterectomy  and  repair  three  years 
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Fig.  2.  Case  4 — Photomicrograph  of  choriocar- 
cinoma of  uterus  showing  invasion  of  a vascular 
channel  and  of  surrounding  myometrium  by  solid 
masses  of  anaplastic  Langhans  and  syncytial  ele- 
ments. (300  X) 

before  for  uterine  prolapse  and  a normal  menopause 
sixteen  years  previously.  On  pelvic  and  rectal 
examination  a mass  was  palpable  in  the  right  pelvis. 
At  operation  an  adherent  mass  larger  than  a grape- 
fruit was  found  filling  the  pelvis,  originating  from 
the  right  ovary.  It  was  freed  and  removed  with 
difficulty.  Pathologic  report  described  a hemor- 
rhagic, focally  necrotic  embryonal  carcinoma  grow- 
ing in  places  as  a choriocarcinoma.  Postoperatively 
a Friedman  test  was  positive.  Androgen  therapy 
was  instituted,  800  mg.  testosterone  propionate 
being  given.  The  patient’s  course  was  gradually 
downhill.  She  became  jaundiced  and  developed 
chest  signs  consistent  with  pulmonary  metastases, 
confirmed  by  x-ray.  The  patient  expired  on  the 
twenty-sixth  postoperative  day.  The  autopsy  re- 
port described  metastatic  carcinoma  of  the  lungs, 
gastrointestinal  tract,  and  liver,  secondary  to  a pri- 
mary embryonal  adenocarcinoma  of  the  ovary.  In 
places  the  primary  tumor  grew  as  a choriocarcinoma, 
and  the  metastatic  foci  were  reported  to  resemble 
more  closely  that  feature  of  the  primary  tumor. 

After  studying  the  case  in  the  present  review, 
it  is  believed  that  it  may  represent  one  of  the 
extremely  rare  choriocarcinomas  of  teratomatous 
origin.  The  patient  was  fifty-eight  years  of  age, 
had  never  been  pregnant,  and  was  sixteen  years 
past  the  menopause.  She  had  had  a hysterec- 
tomy three  years  before.  The  growth  originated 
in  the  ovary.  The  Friedman  test  was  positive. 
In  various  portions  of  the  ovarian  sections,  as 
well  as  in  the  metastatic  lesions,  what  appeared  to 
be  clear-cut  Langhans  cells  and,  to  a lesser  ex- 
tent, syncytial  elements  were  present  (Fig.  3). 
Other  areas  resembled  embryonal  adenocarci- 
noma. 

The  possibility  of  pregnancy  as  a source  of  the 
tumor  seems  to  be  excluded  in  this  case,  leaving  a 
teratomatous  origin  as  the  sole  possibility,  if  we 
accept  the  histologic  picture  as  that  of  chorio- 


Fig. 3.  Case  5 — Photomicrograph  of  section  of 
ovary  from  primary  ovarian  choriocarcinoma  show- 
ing what  appear  to  be  typical  Langhans  cells  and 
syncytium.  ( 300  X ) 

carcinoma.  That  it  should  be  interpreted  as  I 
choriocarcinoma  is  attested  to  not  only  by  the 
characteristic  histologic  picture  but  also  by  the 
positive  Friedman  test.  Brewer  has  called  at- 
tention to  considerable  experimental  and  clinical 
evidence  showing  that  chorionic  gonadotropin  is  ) 
produced  solely  by  chorionic  tissue  and  not  by 
other  embryonal  elements.16  No  tissue,  other 
than  chorionic,  is  known  to  produce  this  hor- 
mone. Brewer,  it  would  seem,  has  presented  a 
cogent  argument  for  the  necessary  presence  of 
chorionic  elements  in  any  tumor  giving  a positive 
Friedman  test,  whether  it  is  classified  as  a tera-  | 
torna,  seminoma,  or  embryonal  carcinoma. 

Primary  choriocarcinoma  of  the  ovary  is  an 
extremely  rare  lesion,  only  24  cases  having  been 
reported  in  the  world  literature  according  to  a 
recent  review.16 

Case  6. — V.  M.,  age  sixteen,  single,  gravida  0. 
was  admitted  on  September  17,  1946,  because  of 
massive  vaginal  hemorrhage.  Her  menstrual  periods 
had  been  regular  with  no  history  of  amenorrhea. 
The  last  period,  described  as  normal,  ended  ten 
days  before  admission.  This  was  followed  by  three 
profuse  vaginal  hemorrhages,  nausea,  vomiting  and 
fever  (103  F.).  Massive  hemorrhage  continued,  and 
on  admission  the  patient  was  comatose  and  in  shock. 
Temperature  was  102  F.,  pulse  160,  and  respiration 
20;  blood  pressure  was  60/0,  hemoglobin  4.25  Gm., 
red  blood  cells  965,000.  The  shock  was  vigorously 
treated  with  whole  blood  and  plasma,  following 
which  t he  patient  was  taken  to  the  operating  room 
where  a large,  fungating,  eroding  growth  was  found 
occupying  the  entire  anterior  vaginal  wall  from  the 
cervix  to  the  urinary  meatus.  Biopsy  was  obtained, 
the  ulcerated  area  closed  with  mattress  sutures,  and  I 
the  vagina  packed  to  control  profound  hemorrhage. 
Curettage  was  precluded  by  the  extremely  hemor- 
rhagic friable  mass  filling  the  vagina.  Pathologic 
diagnosis  was  choriocarcinoma,  metastatic  to  vaginal 
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wall.  On  the  second  postoperative  day  there  was 
■ evidence  of  bilateral  bronchopneumonia  which  was 
, treated  vigorously  with  sulfa  drugs  and  penicillin, 
ij  In  the  meantime,  deep  x-ray  and  male  sex  hormone 
; therapy  was  instituted.  The  pneumonia  cleared 
after  a week.  Deep  x-ray  had  to  be  discontinued 
,*  after  the  patient  had  a total  of  3,500  r divided  among 
t,  several  portals  covering  the  lower  abdomen  front 
and  back  and  the  perineum  because  of  recurrent 
vaginal  bleeding  resulting  from  transportation  to 
the  x-ray  department.  Testosterone  propionate,  50 
mg.  daily,  was  administered  for  over  two  months, 
a total  of  3,250  mg.  Signs  of  virilism  developed, 

! consisting  of  deepened  voice,  hirsutism,  and  en- 
largement of  the  clitoris.  Two  Friedman  tests,  four 
I,  and  six  weeks  after  admission,  were  negative.  Five 
weeks  after  admission  a final  vaginal  packing  was 
removed  in  the  operating  room,  and  careful  inspec- 
tion of  the  vagina  revealed  the  tumor  to  have  com- 
pletely disappeared.  Unfortunately  no  tissue  was 
obtained  from  the  uterus.  A month  after  the 
pneumonia  had  subsided  a bronchopleural  fistula 
developed  on  the  left  with  pyopneumothorax.  No 
evidence  of  tumor  cells  or  the  tubercle  bacillus  was 
found  in  repeated  examination  of  the  empyema 
fluid  and  the  sputum.  Repeated  chest  plates  were 
negative  for  metastatic  tumor.  Following  thora- 
| centesis  and  postural  drainage,  the  lung  re-expanded. 
The  patient  was  discharged,  recovered,  three  months 
after  admission.  She  was  seen  in  the  gynecologic 
clinic  two  months  later;  she  felt  wrell  and  had  gained 
eight  pounds;  her  voice  was  coarse,  acne  was  pres- 
ent, legs  showed  hypertrichosis,  menses  had  not  been 
resumed.  She  refused  pelvic  examination,  but  ad- 
mitted having  had  sexual  intercourse  prior  to  hos- 

Ipitalization.  Correspondence  with  the  family  phy- 
sician reveals  that  the  patient  is  now  living  and  well 
over  five  years  after  treatment. 

This  case  wTas  clinically  benign.  It  is  believed 
i to  represent  an  invasive  mole  or  chorioadenoma 
destruens.  There  was  a large  vaginal  metastasis 
and  no  evidence  of  remote  metastases.  Marked 
hemorrhage  and  necrosis  were  present.  The 
. villous  pattern  was  wTell  preserved,  and  the  cover- 
ing trophoblast  was  irregular  and  hyperplastic 
(Fig.  4).  The  marked  autonomous  proliferation 
of  Langhans  cells  and  syncytium,  wdthout  chori- 
onic villi,  characteristic  of  choriocarcinoma  was, 
however,  not  present,  nor  wras  there  evidence  of 
1 stromal  invasion.  This  probably  represents  a 
case  of  spontaneous  regression,  which  is  known  to 
occur  writh  metastatic  lesions  of  this  nature  and 
occasionally  with  the  primary  tumor  as  well. 
It  is  tempting  to  speculate,  of  course,  as  to  what 
part,  if  any,  the  androgen  administration  may 
have  played,  a total  of  3,250  mg.  of  testosterone 
propionate  having  been  given.  It  is  difficult  to 
believe  that  the  small  amount  of  high  voltage  x-ray 
which  it  was  possible  to  give  played  any  major 
role  in  the  regression. 

Case  7. — A.  A.,  age  twenty-four,  married,  gravida 


Fig.  4.  Case  6 — Photomicrograph  of  vaginal 
metastatic  lesion  secondary  to  invasive  mole,  show- 
ing well-preserved  villous  pattern,  hyperplasia  of 
the  covering  trophoblast,  and  marked  hemorrhage. 
(45  X) 


0,  was  admitted  on  January  29,  1948,  for  treatment 
following  a hydatid  mole.  Her  last  menstrual  period 
occurred  four  months  previously.  This  w7as  followed 
by  vaginal  spotting  and  abdominal  pain,  accom- 
panied by  rapid  and  great  enlargement  of  the  uterus. 
She  delivered  a hydatidiform  mole,  following  which, 
on  the  same  day,  she  was  curetted  in  another  hos- 
pital. A moderate  amount  of  molar  tissue  was  re- 
covered. Two  weeks  later,  at  the  time  of  admission, 
a Friedman  test  was  positive,  the  uterus  was  en- 
larged to  approximately  twice  normal  size,  and  bi- 
lateral adnexal  masses  were  palpable.  Operation 
consisted  of  an  exploratory  hysterotomy,  followed 
by  panhysterectomy,  bilateral  salpingo-oopho- 
rectomy,  and  appendectomy.  When  the  anterior 
surface  of  the  uterus  was  incised  and  the  cavity  ex- 
plored, a densely  adherent  neoplasm  was  found 
occupying  the  entire  posterior  wall  and  showing 
superficial  invasion  of  the  muscularis.  No  hydatids 
wrere  visible.  The  gross  appearance  suggested 
choriocarcinoma,  and  this  was  confirmed  by  frozen 
section.  The  ovaries  were  replaced  by  large  lutein 
cysts  measuring  10  cm.  in  length  by  5 cm.  in  diam- 
eter. The  postoperative  course  wTas  uneventful. 
Friedman  test  was  positive  on  the  first  postoperative 
day  and  negative  on  the  tenth.  X-ray  of  the  chest 
revealed  a small  area  of  increased  density  in  the 
right  lung  between  the  third  and  fourth  ribs  and 
another  at  the  base  of  the  left  lung.  Patient  was 
seen  in  the  office  one  month  following  discharge 
from  hospital.  Examination  and  Friedman  test 
w’ere  negative.  Chest  plate  showed  marked  improve- 
ment in  appearance  of  small  area  of  infiltration  in 
right  lung  field.  There  wTas  no  change  in  area  at 
base  of  left  lung.  Examination  at  seven  months 
following  discharge  was  also  negative.  She  is  now 
living  and  well  more  than  four  years  after  operation. 

This  case  was  originally  diagnosed  as  chorio- 
carcinoma on  frozen  section  and  on  study  of  the 
removed  specimen.  In  a subsequent  review, 
however,  it  was  reclassified  as  syncytial  endome- 
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tritis,  which  the  present  study  has  confirmed. 
There  was  only  superficial  invasion  of  the  my- 
ometrium by  trophoblast,  predominantly  syncy- 
tial, with  slight  cellular  activity,  moderate  hy- 
perchromatosis  and  occasional  mitoses.  There 
was  some  invasion  of  vascular  channels,  and 
numerous  inflammatory  cells  were  noted.  No 
villous  structures  were  present.  It  is  doubtful 
that  the  areas  of  increased  density  described  in 
the  chest  plates  could  represent  metastases,  in 
view  of  the  negative  biologic  tests  done  coincident 
with  the  x-rays  during  hospitalization  and  one 
month  following  discharge.  From  both  histo- 
logic and  clinical  points  of  view,  therefore,  this 
case  is  definitely  benign. 

Case  8. — J.  H.,  age  twenty-five,  married,  gravida 
1,  Para  I,  was  admitted  on  April  17,  1951,  because 
of  slight  vaginal  bleeding  following  an  incomplete 
abortion  at  approximately  two  months  gestation. 
Curettage  was  carried  out  with  recovery  of  a mod- 
erate amount  of  retained  tissue.  The  pathologic 
report  was  chorioma  (malignant  mole)  with  the 
changes  of  early  choriocarcinoma.  Patient  was  re- 
admitted two-and-one-half  weeks  later  for  further 
study.  Friedman  test  and  chest  plate  were  negative. 
Curettage  yielded  a small  amount  of  negative  ap- 
pearing endometrium.  On  microscopic  examination 
no  evidence  of  mole  or  choriocarcinoma  was  found. 
Subsequent  office  examination  and  Friedman  tests 
two  weeks  and  six  weeks  later  were  negative.  Four 
months  after  the  initial  curettage,  the  patient  was 
readmitted  for  further  study.  Curettage  was  carried 
out,  and  the  pathologic  report  showed  edematous 
endometrium  in  luteal  phase.  The  chest  plate  was 
negative.  The  patient  has  been  seen  in  the  office 
at  bimonthly  intervals,  with  persistently  negative 
biologic  tests  and  no  evidence  of  recurrent  disease. 
It  is  now  one  year  since  the  first  curettage. 

Review  of  this  case  would  indicate  that  it  rep- 
resents an  over-proliferative  benign  mole. 
While  hyperplasia  of  the  trophoblast  was  pres- 
ent, there  was  everywhere  sharp  demarcation 
with  no  evidence  of  stromal  invasion.  Neverthe- 
less, the  amount  of  proliferation  present  was 
sufficient  to  cause  the  pathologist  to  make  a 
diagnosis  of  early  choriocarcinoma,  illustrating 
the  difficulty  of  the  problem  of  interpretation  in 
these  cases. 

Summary  and  Conclusions 

1 . Eight  cases  originally  diagnosed  as  chorio- 
carcinoma are  presented.  Review  during  the 
present  study  has  resulted  in  a reclassification  of 
this  material.  Four  cases  are  believed  to  repre- 
sent undoubted  choriocarcinoma  and  a fifth  the 
very  rare  primary  ovarian  choriocarcinoma  of 
teratomatous  origin.  One  case  is  judged  an  in- 
vasive mole  or  choriocarcinoma  destruens,  one 
syncytial  endometritis,  and  the  last  a benign 
mole. 


2.  Fatal  termination  has  occurred  in  four 
cases,  while  the  remainder  are  living  and  well 
from  one  to  eleven  years  after  original  observa- 
tion. The  fatal  cases  died  from  twenty-six  days 
to  twenty  months  after  they  were  first  seen,  sup- 
porting the  contention  that  choriocarcinoma 
kills  within  a year  or  two,  or  not  at  all.  The 
variation  in  the  clinical  courses  of  these  cases 
emphasizes  that  there  must  be  a gradation  in 
the  degree  of  malignancy  of  the  various  chorionic 
lesions. 

3 Choriocarcinoma  occurs  almost  exclusively 
between  the  menarche  and  the  menopause  as  a 
sequel  to  pregnancy,  with  the  exception  of  the 
rare  primary  ovarian  chorioma  of  teratomatous 
origin,  occasionally  reported  in  prepuberal  vir- 
gins and  postmenopausal  women.  The  age  in- 
cidence in  the  present  group  of  cases  was  from 
sixteen  to  fifty-eight  years,  six  being  twenty-five 
years  of  age  or  younger  and  two  sixteen  years  of 
age. 

4.  Of  the  four  cases  judged  to  be  true  gesta- 
tional choriocarcinoma,  none  was  preceded  by 
mole.  One  of  these  cases  followed  a criminal 
abortion.  There  were  three  moles  in  the  series, 
one  of  which  is  interpreted  as  an  invasive  mole  or 
chorioadenoma  destruens,  one  a mole  followed  by 
syncytial  endometritis,  and  the  third  as  an  over- 
proliferative  benign  mole. 

5.  Five  cases  were  preceded  by  vaginal 
bleeding.  Three  cases  had  pulmonary,  two  vag- 
inal, and  two  cerebral  metastases.  Two  cases 
had  large  bilateral  lutein  cysts. 

6.  Androgens  were  employed  as  supplemental 
treatment  in  three  of  these  cases.  This  was  done 
essentially  on  an  empiric  basis.  The  known 
antagonism  of  androgens  to  estrogens  is  well  rec- 
ognized, as  is  the  counteraction  of  estrogens  and 
androgens  to  the  gonadotropins  of  the  anterior 
pituitary.  Possibly  similar  blocking  of  gonado- 
tropin from  other  sources  may  occur.  Therefore 
it  was  felt  that  androgen  therapy  might  offer  a 
palliative  effect.  It  has  been  possible  to  find  only 
two  references  in  the  literature  to  the  use  of 
testosterone  in  the  treatment  of  choriocarci- 
noma,17"18 although  stilbestrol  has  been  used  by 
Ivullanderand  others.14- 19 

While  disappearance  of  the  vaginal  lesion  did 
occur  in  the  case  where  prolonged  androgen 
therapy  was  carried  out,  it  is  impossible  to  ex- 
clude spontaneous  regression  as  the  mechanism 
of  disappearance  in  this  case. 

7.  If  early  diagnosis  is  to  be  accomplished, 
meticulous  histologic  study  of  the  curettings  and 
attention  to  repeated  biologic  tests  must  be  ob- 
served in  all  cases  of  persistent  bleeding  and  sub- 
involution of  the  uterus,  whether  postmolar, 
postabortal,  or  postpartum.  If  malignancy  can 
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be  definitely  identified  histologically,  or  if  a per- 
sistent strongly  positive  Friedman  test  is  en- 
countered, particularly  after  a second  curettage, 
immediate  hysterectomy  should  be  done.  Only 
in  this  way  will  the  notoriously  poor  salvage  rate 
for  this  disease  be  raised.  Irradiation  should  be 
used  as  an  adjunct  to  surgery. 

Despite  an  initial  histologic  diagnosis  of  malig- 
nant mole,  careful  attention  to  the  subsequent 
clinical  course  and  character  of  the  biologic  tests, 
may  render  hysterectomy  unnecessary,  as  illus- 
trated in  the  final  case  of  this  series. 

142  Washington  Avenue 
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Discussion 

Victor  A.  Bacile,  M.D.,  F.A.C.S.,  Poughkeepsie. — 
Dr.  Flynn  and  his  associates  are  to  be  commended 
for  the  way  they  have  managed  and  presented  these 
varied  cases. 

I have  reviewed  with  interest  the  analysis  of  eight 
cases  of  chorionepithelioma  observed  during  the 
past  twelve  years.  That  number  of  cases  in  twelve 
years  speaks  for  a very  active  service.  To  me  chorion- 
epithelioma continues  to  be  a very  rare  disease. 
There  has  not  been  a reported  case  in  either  of  the 
two  hospitals  in  Poughkeepsie  in  the  last  twenty- 
one  years.  Maybe  the  women  in  Dutchess  County 
have  that  lytic  substance  that  Fraenkel  mentions 
in  his  “Lysin  Theory.  ”a  There  have  been  many 
recorded  abortions,  molar  and  normal  pregnancies, 
but  none  that  have  developed  any  benign  or  malig- 
nant chorionic  changes  found  in  chorionepithelioma. 

Cases  4 and  7 particularly  interested  me  for  they 


read  almost  exactly  like  a case  recently  reported  by 
Johnson. b Dr.  Flynn’s  Case  4 was  diagnosed  micro- 
scopically and  had  positive  biologic  findings.  No 
metastases  were  mentioned.  The  patient,  in  addi- 
tion to  surgery,  received  four  1,600  r’s  through  four 
portals,  (15  by  15),  covering  the  entire  abdomen. 
That  patient  is  now  living  and  well  after  eleven  years. 
Case  7 was  originally  diagnosed  as  chorionepi- 
thelioma by  the  pathologist,  had  small  areas  of  in- 
creased densities  in  both  lungs,  and  a positive  bio- 
logic report.  She  received  surgery  but  no  x-ray 
therapy.  That  patient,  too,  is  living  and  wrell  for 
over  four  years.  The  latter  suggests  a case  of  re- 
gression in  the  lung  fields  following  the  removal  of 
the  original  site  of  the  chorionepithelioma. 

Johnson’s  case  had  the  same  history,  physical, 
pathologic,  and  biologic  findings.  Her  lungs  visual- 
ized metastatic  shadows  on  three  different  occasions. 
She  received  surgery  and  nothing  else.  That  pa- 
tient is  living  and  well  after  three  years  with  her 
lung  fields  free  of  any  suspected  pathology. 

The  postoperative  reaction  from  these  two  cases, 
and  others  reported,  leads  me  to  believe  that  there 
must  be  something  to  the  Fraenkel  “Lysin  Theory” 
or  some  other  factor,  as  suggested  by  Novak, c that 
plays  a prominent  part  in  the  end  results.  If  x-ray 
therapy  as  an  adjunct  to  surgery,  or  androgens  plus 
x-ray  therapy  and  surgery  were  the  answer,  we 
should  have  a greater  percentage  of  cures  than  do 
prevail.  In  1889,  Fraenkel  demonstrated  the  lytic 
action  in  the  normal  pregnant  woman’s  serum  on 
placental  tissue  as  a reason  for  destroying  the  phys- 
iologic metastases  of  trophoblastic  tissue  during 
pregnancy.  He  also  found  that  the  serum  of  pa- 
tients with  chorionepithelioma  was  not  able  to  de- 
stroy placental  tissue.  It  seems  reasonable  to  as- 
sume, then,  that  in  some  cases  the  timely  removal 
of  the  original  site  of  the  chorionepithelioma  re- 
establishes in  the  patient  the  lytic  substance  or 
unknown  factor,  able  to  destroy  the  metastatic 
complications.  Until  this  substance  or  factor  is 
definitely  isolated,  the  mortality  rate  of  chorion- 
epithelioma will  continue  to  be  between  70  and  80 
per  cent. 

In  the  interim  all  anomalous  vaginal  bleedings, 
associated  with  pregnancy  or  not,  should  continue 
to  be  thoroughly  investigated.  In  suspected  cases, 
biologic  tests  are  of  great  help.  If  the  pathologist’s 
report  is  doubtful,  repeated  thorough  curettage, 
together  with  the  physical  findings  and  biologic 
tests,  should  clinch  the  diagnosis.  When  such  a 
diagnosis  is  established,  immediate  surgery  is  im- 
perative. 

a Fraenkel,  I.:  Quoted  in  Johnson,  W.  R. : Am.  J.  Obst. 

& Gynec.  61  : 701  (Mar.)  1951. 

b Johnson,  W.  R.:  Am.  J.  Obst.  & Gynec.  61 : 701  (Mar.) 
1951. 

0 Novak,  E.:  Gynecological  and  Obstetrical  Pathology, 

Philadelphia,  W.  B.  Saunders  Co.,  1940,  p.  437. 


The  rule  for  traveling  abroad  is  to  take  our  common  sense  with  us,  and  leave  our  prejudices 
behind. — William  Hazlitt 


ADENOMYOSIS:  ITS  CONSERVATIVE  SURGICAL  TREATMENT  (HYS- 
TEROPLASTY)  IN  YOUNG  WOMEN 

Leonard  Leroy  Hyams,  M.D.,  F.A.C.S.,  New  York  City 

( From  the  Clinic  of  the  Woman’s  Hospital) 


Gynecologists  win  agree  that  the 

management  of  symptom-producing  diffuse 
adenomyosis  in  young  women  eager  for  future 
pregnancies  is  a serious  problem.  In  genera!, 
hysterectomy  has  been  the  accepted  treatment 
when  the  increasingly  severe  dysmenorrhea  and 
menorrhagia  failed  to  respond  to  cervical  dilata- 
tion, uterine  curettement,  and  other  therapeutic 
measures.  Under  such  circumstances,  radical 
surgery  has  been  considered  justifiable,  and  little 
or  no  attention  has  been  given  to  the  develop- 
ment of  conservative  operative  procedures. 

There  is  no  doubt  that  preservation  of  the 
childbearing  function  is  of  the  utmost  impor- 
tance to  most  young  women.  This  report  is 
concerned  with  the  outcome  of  two  young  women 
with  extensive  adenomyosis,  treated  by  a con- 
servative operation  which  will  be  referred  to  as 
a “hysteroplastv.” 

Pathology 

Knowledge  of  the  pathology  is  essential  be- 
cause the  operative  technic  depends  upon  the 
gross  identification  of  the  adenomyosis. 

There  are  two  forms  of  intrauterine  endo- 
metriosis: adenomyo&is  and  adenomyoma.  Dif- 
fuse adenomyosis  is  the  result  of  proliferation 
of  the  uterine  muscle  in  response  to  penetra- 
tion by  endometrial  tissue  (Fig.l).  As  the  name 
implies  it  is  not  circumscribed  but  diffuse  in 
character.  Microscopic  serial  sections  demon- 
strate that  the  invading  tissue  retains  its  con- 
tinuity with  the  normal  endometrium.  Grossly, 
adenomyosis  is  readily  recognized  by  the  coarse, 
white  trabeculations  that  enmesh  the  endo- 
metrial inclusions.  The  aberrant  endometrial 
tissue  appears  as  pinkish  areas  within  the  inter- 
stices of  the  trabeculations.  In  some  cases,  the 
glandular  elements  are  distended  with  blood. 
They  then  may  appear  as  bluish  spots  ranging 
from  pin-point  to  3 mm.  in  size.  On  microscopic 
examination,  similar  spots  may  prove  to  be 
engorged  blood  vessels. 

Adenomyoma,  on  the  other  hand,  is  a discreet, 
circumscribed,  nodular  tumor  grossly  resembling 
a fibroid  (Fig'.  2).  Microscopically,  it  differs 
from  adenomyosis  in  that  the  endometrial  in- 
clusions have  no  traceable  connection  with  the 
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Fig.  1.  Widespread  diffuse  adenomyosis. 


Fig.  2.  Adenomyoma;  circumscribed  and  closely 
resembling  a myoma. 


normal  endometrium.  It  may  be  single  or 
multiple. 

Operative  Technic 

The  “hysteroplasty”  is  essentially  similar  to 
an  extensive  myomectomy  and  in  addition  in- 
volves a painstaking  reconstruction  of  the  uterine 
wall.  It  is  adaptable  to  the  removal  of  the 
adenomyomata  as  well. 

The  pelvis  is  exposed  through  a low  transverse 
abdominal  incision.  The  uterus  is  elevated  by 
a temporary  suture  at  the  top  of  the  fundus  to 
permit  inspection  for  the  presence  of  endome- 
triosis or  other  pathology.  The  uterus  is  pal- 
pated to  locate  the  adenomyosis,  evidenced 
by  the  hypertrophy  and  firm  consistency  of  the 
areas  involved. 
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Fig.  3.  Additional  Ford  T clamps  may  be  neces- 
sary, according  to  the  extent  of  the  incision  and  the 
amount  of  bleeding. 

Since  the  posterior  wall  is  the  site  of  most 

II  frequent  involvement,  the  technic  will  be  de- 
scribed from  this  viewpoint.  A longitudinal 
J incision  is  made  in  the  middle  of  the  posterior 
wall.  Ford  T clamps  are  applied  to  the  wound 
edges  (Fig.  3).  These  clamps  grasp  myome- 
trium of  the  subserous  layer  which,  in  the  average 
case,  is  not  involved  by  the  adenomyosis  and 
may  measure  1 cm.  or  more  in  thickness.  This 
is  sufficient  normal  myometrium  to  permit 
subsequent  reconstruction  of  the  uterus.  The 
clamps  also  include  the  larger  blood  vessels  which 
have  been  pushed  toward  the  subserous  layer 
from  their  normal  central  location.  Bleeding 
is  therefore  minimized. 

The  uterine  wall  is  inspected  for  the  coarse, 
white  trabeculations  characteristic  of  adeno- 
myosis. Wherever  present,  such  tissue  is  re- 
moved piece  by  piece,  with  as  much  of  the  sur- 
rounding normal  tissue  as  possible  being  pre- 
served (Fig.  4).  As  the  adenomyosis  is  removed, 
the  contractile  power  of  the  remaining  muscle 
fibers  is  restored,  and  blood  loss  is  further  checked. 

If  the  anterior  wall  is  involved  as  well  the 
incision  is  extended  over  the  top  of  the  uterus 
and  down  toward  the  bladder.  Wffien  there  is 
involvement  under  the  bladder,  the  bladder 
may  be  displaced  downward,  the  adenomyotic 
tissue  removed,  and  the  organ  replaced. 

Opening  of  the  endometrial  cavity  during  the 
operation,  wffiether  accidentally  or  for  explora- 
tory purposes,  is  of  no  danger  to  the  patient.1 
This  incision  may  be  closed  with  atraumatic  00 
chromic  sutures. 

After  the  adenomyosis  is  removed,  attention 
is  turned  to  restoration  of  the  normal  contour 
of  the  uterus.  The  wound  edges  are  trimmed 


Fig.  4.  The  adenomyotic  tissue  is  removed  piece 
by  piece  with  a sharp-pointed  scissors. 


Fig.  5.  After  all  adenomyotic  tissue  is  removed, 
the  redundant  tissue  is  carefully  trimmed  with  a 
scissors. 

with  a scissors  (Fig.  5).  The  amount  of  tissue 
removed  depends  on  the  extent  to  which  the 
uterus  is  involved.  Allowance  should  be  made 
for  the  contraction  and  thickening  of  the  normal 
muscle  fibers  which  occurs  when  they  are  re- 
leased from  compression  by  the  adenomyosis. 
By  using  the  Ford  T clamps  to  approximate  the 
edges,  the  amount  of  tension  can  be  judged  and 
the  surplus  tissue  removed  more  precisely. 

The  uterine  incision  is  closed  with  a series  of 
“hysteroplasty”  sutures  of  chromic  0 catgut  on 
a Murphy  needle  number  1,  starting  at  the 
lower  angle  of  the  incision  (Figs.  6 to  9).  Each 
suture  is  tied  and  held  until  the  next  suture  is  in 
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Fig.  6.  The  suture  is  applied  on  each  side  through 
the  entire  thickness  of  the  remaining  tissue. 

place.  These  sutures  obviate  the  necessity 
for  several  layers  of  catgut.  In  addition,  they 
provide  excellent  approximation  and  hemostasis. 
As  the  sutures  are  applied,  further  trimming  may 
be  necessary  for  better  apposition  of  the  suture 
line. 

Case  Reports 

Case  1. — L.  L.,  a twenty-six-year-old  colored  fe- 
male, was  first  seen  on  July  12,  1948.  Her  chief 
complaints  were  severe  dysmenorrhea  and  menor- 
rhagia. The  pain  persisted  throughout  her 
periods  and  had  become  progressively  worse. 
Though  regular,  her  periods  were  profuse  and  lasted 
six  to  seven  days.  She  had  two  children  by  a pre- 
vious marriage.  She  strongly  desired  another  child. 

Examination  showed  her  uterus  firm  in  consistency, 
anterior  in  position.  It  was  enlarged  to  the  size  of  a 
two-and-a-half  to  three  months  pregnancy  by  a 
mass  in  the  posterior  wall. 

To  alleviate  the  dysmenorrhea,  the  cervix  was 
dilated,  without  effect.  Analgesic  medication  was 
also  ineffectual. 

On  October  13,  1948,  a dilatation  and  curettage 
was  performed,  followed  by  laparotomy.  The 
copious  curettings  appeared  grossly  benign.  A 
“hysteroplasty”  was  performed.  Except  for  about 
1 cm.  of  myometrium  in  the  subserous  layer,  almost 
all  of  the  posterior  wall,  including  a segment  of  the 
endometrium,  was  removed.  There  was  very  little 
bleeding  during  the  entire  procedure. 


Fig.  7.  The  suture  is  then  continued  superficially 
on  each  side. 


The  pathologic  diagnosis  was  glandular  hyper- 
plasia of  the  endometrium  and  diffuse  adenomyosis. 

The  patient  made  an  uneventful  recovery  and  left 
the  hospital  on  the  eighth  day. 

Three  periods  thereafter  were  regular,  moderate 
in  amount,  of  three  to  four  days  duration,  and  pain- 
less. The  patient  then  became  pregnant.  On 
October  16, 1949,  one  year  after  the  “hysteroplasty,” 
she  was  delivered  of  a full-term  7-pound  child  by 
cesarean  section.  For  two  hours  preceding  the 
operation  she  had  vigorous  first-stage  contractions. 
At  operation  the  uterus  was  explored  and  inspected. 
No  evidence  of  previous  incision  or  adhesions  could 
be  found.  Follow-up  at  regular  intervals  for  three 
and  a half  years  showed  her  uterus  and  adnexa 
normal.  Her  periods  were  regular,  of  three  to  four 
days  duration,  moderate  in  amount,  and  free  from 
pain. 

Case  2. — F.  A.,  a twenty-two-year-old  colored  fe- 
male, was  first  seen  on  April  29,  1948.  She  com- 
plained of  severe  dysmenorrhea  and  menorrhagia. 
The  pain  persisted  throughout  her  periods  and  had 
increased  in  severity.  Her  periods,  though  regular, 
were  profuse  and  of  six  to  seven  days  duration. 
She  had  three  spontaneous  abortions  in  three  years 
of  marriage  prior  to  her  divorce. 
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Fig.  8.  The  suture  has  now  been  completed. 


Examination  showed  her  uterus  enlarged  to  the 
size  of  a two-and-a-half  to  three  months  pregnancy. 
It  was  globular  in  shape,  even  in  contour,  firm  in 
consistency,  tender  to  touch,  and  completely  retro- 
verted. 

Dilatation  of  the  cervix  and  analgesic  medication 
had  no  effect  on  the  dysmenorrhea.  Attempts  to 
reposit  the  uterus  manually  were  unsuccessful. 

On  March  28,  1949,  a dilatation  and  curettage 
was  performed.  The  pathologic  diagnosis  was 
glandular  hyperplasia  of  the  endometrium. 

Three  days  later,  a laparotomy  was  performed. 
Adhesions  which  bound  down  the  uterus  were  sep- 
arated. There  was  no  evidence  of  external  endo- 
metriosis. The  left  ovary  was  enlarged  to  twice  its 
size  by  a cyst. 

A “hysteroplasty”  was  performed.  The  adeno- 
myosis  was  so  extensive  that  it  involved  almost  all 
of  the  myometrium  in  both  the  anterior  and  pos- 
terior walls,  leaving  about  1 cm.  of  normal-appearing 
myometrium  in  the  subserous  layer.  It  was  neces- 
sary to  extend  the  incision  from  the  cervicofundal 
junction  posteriorly  across  the  top  of  the  fundus 
and  down  the  anterior  wall  to  the  bladder. 

In  all,  37  fragments  of  adenomyotic  tissue  were 
removed.  These  ranged  in  size  from  1 to  4 cm.  in 
length.  The  cyst  was  removed  from  the  left  ovary, 
and  the  appendix  was  removed.  At  the  end  of  the 
operation,  the  uterus  was  anterior.  There  was  very 
little  bleeding  during  the  entire  procedure. 

The  pathologic  diagnosis  was  as  follows:  diffuse 


Fig.  9.  The  suture  is  ready  to  be  tied.  Additional 
sutures  will  complete  the  closure. 

adenomyosis;  follicular  cyst,  left  ovary;  and 
chronic  appendicitis. 

The  patient  was  discharged  from  the  hospital  on 
the  seventh  day.  Five  days  later,  she  was  readmit- 
ted because  of  vomiting  and  abdominal  pain.  An 
operation  for  intestinal  obstruction  was  performed. 
Three  loops  of  small  intestine  adherent  to  the  in- 
cision at  the  top  of  the  uterus  were  released. 

The  patient  made  an  uneventful  recovery,  and 
left  the  hospital  eight  days  later.  The  patient’s 
condition,  during  the  three  years  since  the  hystero- 
plasty, may  be  summed  up  in  her  own  words  of 
February  22,  1952:  “My  general  health  is  very  good. 
The  periods  are  regular,  but  I do  not  think  it  lasts 
long  enough.  I do  not  flood  and  it  is  never  more  than 
two  days.  I have  had  no  pains  of  any  kind.” 

Method  of  Management 

The  conservative  surgical  management  of 
adenomyosis  depends  upon  more  than  the  opera- 
tion alone.  The  problem  requires  a systematic 
program  that  takes  advantage  of  every  diagnostic 
and  therapeutic  measure  that  might  contribute 
to  a successful  outcome. 
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Dilatation  and  curettage  is  a preliminary  step 
that  should  be  done  whenever  conservation  of 
the  uterus  is  anticipated.  This  procedure  will 
disclose  and  even  treat  some  coexistent  condi- 
tions outside  the  scope  of  the  “hysteroplasty.” 
Stenotic  or  strictured  cervices,  which  may  con- 
tribute to  the  dysmenorrhea,  are  often  relieved  by 
dilatation  alone.  The  curettage  not  only  shows 
the  presence  of  polyps,  endometrial  hyperplasia, 
submucous  fibroids,  and  carcinoma,  but  the  polyps 
and  endometrial  hyperplasia  would  be  cured  by 
the  process.  In  addition,  the  curettage  helps 
detect  the  adenomyosis  by  establishing  the  depth 
and  contour  of  the  uterine  cavity.  It  is  advis- 
able to  perform  the  curettage  early  enough  before 
the  “hysteroplasty”  to  rule  out  the  possibility 
of  malignancy. 

Where  facilities  are  available,  hysterography 
may  be  used  to  establish  more  clearly  the  topog- 
raphy of  the  uterine  cavity.  This  in  turn 
would  help  locate  the  adenomyosis  and  demon- 
strate the  presence  of  coexisting  pathology  like 
submucous  fibroids,  polyps,  etc. 

When  a “hysteroplasty”  is  indicated,  it  should 
be  done  soon  after  termination  of  a period.  The 
uterus  is  less  congested  and  blood  loss  will  be 
minimized.  Furthermore,  the  next  period  is 
then  distant  enough  so  that  any  bleeding  from 
the  uterus,  in  the  interim,  would  leave  little 
doubt  as  to  its  cause. 

Biopsy  and  frozen  section  will  confirm  the 
diagnosis  of  any  doubtful  tissue  found  in  the 
uterine  wall  during  the  “hysteroplasty.” 

Preventive  measures  against  intestinal  ob- 
struction, which  may  occur  after  any  uterine 
incision,  should  be  included  in  this  regime.  The 
omentum  may  be  used  in  this  connection.  A 
procedure  which  seems  to  have  merit  interposes 
the  omentum  between  the  intestines  and  the 
posterior  uterine  wall.  It  is  tacked  in  that 
position  by  a single  suture  at  a suitable  level 
to  prevent  tension  upon  it.  One  of  the  “hys- 
teroplasty” sutures  may  be  used  for  this  purpose. 

Postoperative  measures  directed  toward  in- 
creasing peristalsis  should  further  reduce  the 
possibility  of  intestinal  obstruction.  This  is 
achieved  by  giving  a mild  cathartic  nightly, 
starting  the  night  of  the  operation.  Frequent 
changes  in  posture  and  early  ambulation  may 
also  be  of  value. 

Comments  and  Summary 

The  prime  objective  in  gynecologic  surgery 
in  young  women  is  to  preserve  the  reproductive 
function,  correct  the  pathology,  and  relieve  the 
symptoms.  The  conservative  surgical  approach 
is  well  established  in  extrauterineendometriosis.2-6 
It  has  received  some  attention  in  intrauterine 
endometriosis  in  the  form  of  adenomyoma.6-9 


The  two  cases  presented  indicate  that  conserva- 
tion of  the  childbearing  function  should  motivate 
the  management  of  diffuse  adenomyosis  as  well. 
Not  all  cases  of  adenomyosis  require  surgery. 
There  are  many  instances  where  the  involvement 
is  insignificant,  or  the  condition,  though  ad- 
vanced pathologically,  remains  asymptomatic. 

The  “hysteroplasty”  is  intended  for  “clini- 
cally significant”  adenomyosis  in  young  women, 
where  the  symptoms  of  dysmenorrhea  and  menor- 
rhagia are  severe  enough  to  interfere  with  normal 
activity  and  fail  to  respond  to  palliative  measures 
such  as  pain-relieving  drugs,  presacral  resection, 
hormone  therapy,  dilatation  and  curettage.  The 
“hysteroplasty”  is  contraindicated  if  any  condi- 
tion exists  that  would  in  itself  prevent  pregnane}', 
such  as  tubal  occlusion,  nonfunctioning  ovaries, 
etc. 

It  is  significant  that  both  cases  reported  were 
in  their  early  twenties.  Our  knowledge  of  the 
incidence  of  adenomyosis  is  almost  entirely 
derived  from  uteri  removed  at  hysterectomy  dur- 
ing the  preclimacteric  and  climacteric  years. 
This  does  not  present  a true  picture  of  the  inci- 
dence of  “clinically  significant”  adenomyosis. 
In  Tyrone’s  series  of  2,000  hysterectomies  for 
all  causes,  at  all  ages,  there  were  14  patients 
under  thirty-five  years  of  age  who  had  increasingly 
severe  dysmenorrhea  and  a generalized  enlarg- 
ment  of  the  uterqs  with  a pathologic  diagnosis  of 
adenomyosis  alone.10  This  report  suggests  that 
adenomyosis  is  present  in  more  young  women 
than  we  now  suspect.  As  a matter  of  fact,  the 
uterus  is  the  organ  most  frequently  invaded  by 
endometrial  tissue.11,12  Therefore,  in  the  course 
of  any  laparotomy,  if  the  uterus  is  enlarged  and 
the  clinical  picture  is  suggestive  of  adenomyosis, 
the  surgeon  need  not  hesitate  to  open  the  uterine 
wall  and  look  for  it. 

Fibroids  and  adenomyosis  are  frequently 
associated.13,14  Some  believe  that  when  both 
are  present,  it  is  the  adenomyosis  that  produces 
the  dysmenorrhea  and  menstrual  disturbances. 
Therefore,  adenomyosis  should  be  kept  in  mind 
in  every  myomectomy. 

How  much  of  the  uterus  may  be  removed 
without  jeopardizing  its  function  is  open  to 
question.  Bonney  reported  the  successful  re- 
moval of  125  fibroids  in  one  case  and  50  to  92 
fifbroids  in  nine  other  cases.15  One  report  on 
adenomyoma  claimed  to  have  removed  “ap- 
proximately two-thirds  of  the  corpus  including 
an  estimated  one-half  of  the  endometrial  cavity” 
in  a twenty-three-year-old  female.16  She  was 
subsequently  delivered  of  a 6-pound,  2-ounce 
infant  by  low  forceps  and  episiotomy.  It  is 
noteworthy  that  the  first  case  in  which  the  “hys- 
teroplasty” was  performed  carried  through  to 
term  and  was  successfully  delivered,  despite  the 
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removal  of  almost  the  entire  posterior  portion 
of  the  uterus,  including  the  posterior  wall  of 
the  endometrial  cavity.  When  many  extensive 
myomectomies  have  been  followed  by  term  preg- 
nancies and  normal  deliveries,  certainly  conserva- 
tion of  the  uterus  in  adenomyosis  is  worthy  of 
attention.1-15 

The  extraordinary  reparative  power  of  the 
uterus  is  well  known.15  The  “hysteroplasty” 
leaves  intact  the  normal  muscle  fibers  of  the  sub- 
serous  layer  which  is  rarely  involved  in  the 
average  case.  When  released  from  their  com- 
pression by  the  adenomyosis,  these  muscle  fibers 
are  again  able  to  contract  and  thicken  in  a nor- 
mal manner. 

Although  it  may  be  difficult  to  determine 
whether  the  adenomyosis  has  been  removed  in 
toto,  the  operation  may  still  relieve  the  symptoms. 
One  explanation  is  that  the  continuity  between 
the  normal  endometrium  and  the  aberrant  tis- 
sue is  interrupted,  and  interference  with  the 
blood  supply  to  these  areas  may  cause  their  re- 
gression.17 

Thus  a conservative  surgical  approach,  similar 
to  one  used  in  multiple  myomectomies,  plus 
reconstruction  of  the  uterus  was  successful  in 
two  young  women  with  “clinically  significant” 
adenomyosis.  In  addition  to  the  operation,  a 
method  of  management  incorporating  certain 
diagnostic  and  therapeutic  measures  was  used. 
Both  patients  were  relieved  of  their  symptoms; 
one  was  delivered  of  a full-term  child  exactly 
one  year  later.  It  is  hoped  that  this  report  will 
stimulate  interest  in  a more  conservative  ap- 
proach to  the  management  of  adenomyosis  in 
young  women  who  have  indications  for  surgical 
treatment. 

901  Lexington  Avenue 
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Discussion 

Joe  V.  Meigs,  M.D.,  Boston,  Massachusetts  (By 
invitation). — Dr.  Hyams’  paper  is  unusual  in  that  it 
describes  an  approach  to  the  relief  of  sterility,  pain, 
and  bleeding  in  young  women  with  a disease  usually 
found  in  older  women.  It  has  always  been  my  im- 
pression that  adenomyosis  is  most  common  in  women 
who  have  borne  many  children,  in  contrast  to  endo- 
metriosis which  is  most  common  in  young  women. 

It  is  obvious  from  Dr.  Hyams’  report  that  this  is 
not  so  and  that  we,  as  surgeons  and  gynecologists, 
must  be  made  aware  of  the  possible  conservative 
surgery  we  may  do  for  young  women  with  this 
disease. 

Dr.  Hyams  is  to  be  admired  for  his  courage  in 
doing  such  subperitoneal  and  subendometrial  dis- 
sections of  the  uterine  wall.  That  adenomyosis  is 
a real  entity  with  a possible  treatment  is  attested  to 
by  his  case  of  a pregnancy  in  a previously  sterile 
patient  and  his  cure  of  another  patient  with  bleeding 
and  pain. 

There  is  a great  deal  to  be  learned  about  the 
surgical  approach  to  many  conditions.  Think  of  the 
position  of  thoracic  surgery  and  the  surgery  of  circu- 
latory disease!  Many  times  we  are  content  to  be- 
lieve that  there  can  be  no  more  surgical  operations 
in  the  pelvis,  and  yet  witness  the  various  operations 
for  incontinence  of  urine,  the  surgery  of  painful 
periods,  and  the  surgery  of  malignant  lesions. 

The  conservative  treatment  of  endometriosis  has 
really  heralded  Dr.  Hyam’s  operation  for  diffuse 
adenomyosis  of  the  uterus  in  young  women.  The 
microscopic  diagnosis  of  adenomyosis  by  the  pathol- 
ogist demonstrated  the  accuracy  of  his  diagnosis 
and  the  perfection  of  his  ability  to  recognize  this 
material  in  the  gross.  I feel  sure  that  many  surgeons 
wonder  at  the  ability  of  some  surgeons  to  pick  up 
lesions  that  are  not  always  visible  to  others.  This 
ability  constitutes  the  most  important  facet  of  the 
work  of  the  operating  surgeon.  Interpretation  of 
the  symptoms  and  then  the  ability  to  visualize  the 
character  of  the  pathologic  entity  are  great  charac- 
teristics. 

It  is  my  belief  that  this  operation  and  its  results 
must  be  confirmed  by  many  more  cases,  but  Dr. 
Hyams  has  made  an  excellent  start  in  a field  that 
has  been  explored  too  infrequently,  if  at  all. 

Samuel  L.  Siegler,  M.D.,  Brooklyn. — The  author 
is  to  be  congratulated  for  his  method  of  treatment 
in  the  surgical  approach  to  the  problem  of  diffuse 
adenomyosis  in  young  women.  I have  had  no  per- 
sonal experience  with  this  operation.  He  also  should 
be  congratulated  for  his  palpatory  acumen  in  locat- 
ing these  lesions  at  laparotomy  to  determine  the 
site  or  sites  of  incisions. 

As  stressed  by  the  author,  the  gross  pathologic 
diagnosis  of  adenomyosis  is  a prerequisite  to  rational 
conservative  surgical  therapy.  It  is  rather  difficult 
to  understand  how  the  essayist,  upon  opening  the 
myometrium  and  discovering  a few  areas  of  diffuse 
adenomyosis,  can  determine  when  he  has  removed 
a sufficient  amount  of  adenomyotic  tissue  to  alleviate 
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the  presenting  complaints  of  the  patient.  How  can 
one  be  sure  that  the  majority  of  adenomyosis  has 
been  removed,  since  in  some  instances  the  islands 
of  mucosa  may  be  found  throughout  the  thickness 
of  the  musculature  and  extending  to  the  serosa  it- 
self. 

I should  like  further  to  emphasize  that  one  should 
suspect  adenomyosis  when  a history  of  progressive 
dysmenorrhea  and  menorrhagia  are  elicited,  and  the 
pelvic  findings  reveal  a uterus  two  or  three  times 
normal  size,  globular,  usually  symmetric,  often  retro- 
verted,  and  frequently  painful.  Rarely,  however, 
can  one  be  certain  of  the  cause  of  uterine  enlarge- 
ment, since  fibromyomas  may  present  similar  phys- 
ical findings.  However,  hysterographic  findings, 
demonstrating  persistent  outpouchings  or  divertic- 
ular-like projections  along  the  border  of  a cavity, 
seem  to  be  corroborative.  This  we  have  seen  in  a 
number  of  instances.  In  his  systematic  approach  to 
the  problem,  the  author  mentions  the  role  of  curet- 
tage. I should  like  to  know  how  he  detects  the  sites 
of  adenomyosis  with  the  curet. 

With  regard  to  the  indication  for  hysteroplasty 
in  young  patients,  as  described  by  Dr.  Hyams,  con- 
servation of  reproductive  function  and  menstruation 
are  most  desirable.  It  has,  however,  been  our  ex- 
perience to  encounter  this  lesion  mostly  in  women  in 
the  fourth  or  fifth  decade  when  childbearing  is 
usually  no  longer  important  to  the  patient.  In  this 
group  hysterectomy  is  the  treatment  of  choice  if  the 
symptoms  are  progressive  and  not  amenable  to 
palliative  therapy.  In  our  series  of  162  cases  of 
endometriosis  recently  reported,  adenomyosis  oc- 
curred in  21  cases  in  the  following  age  groups:  eight 
cases  in  patients  thirty-one  to  forty  years  of  age; 
12  in  the  group  forty-one  to  fifty  years  of  age;  and 
one  in  the  group  fifty-one  to  fifty-five  years  of  age. 
Infertility  status  of  the  patients  was  as  follows: 
Seven  were  nulliparous;  two  had  one  child  each; 
seven  had  two  children  each;  three  had  three  child- 
ren each;  two  had  four  or  more  children.  As  a 
rule  women  with  diffuse  adenomyosis  have  children ; 
hence,  trauma  may  be  the  cause  of  the  invasion  of 
the  myometrium  by  the  endometrial  cells  with  sub- 
sequent enlargement  of  the  uterus  and  progressive 
dysmenorrhea. 

Since  pain  has  a relative  threshold  and  is  a 
variable  factor  in  each  person,  individualization  and 
discrimination  must  determine  the  necessity  for 
surgery  in  these  cases.  Only  by  continued  effort  on 
the  part  of  the  author  and  others  interested  in  this 
problem  may  we  be  able  to  decide  whether  or  not 
the  symptoms  are  permanently  alleviated  with  this 


procedure  of  hysteroplasty,  whether  or  not  fertility 
is  significantly  enhanced,  and  what  effect  the  pro- 
cedure has  on  labor  and  mode  of  delivery  and  the 
rate  of  recurrence. 

Inglis  Frost,  M.D.,  Morristown,  New  Jersey. — 
I wish  to  congratulate  Dr.  Hyams  on  his  excellent 
paper.  I would  like  to  stress  the  need  for  complete 
infertility  studies  on  all  young  women  prior  to  con- 
servative major  surgery.  Dr.  Hyams  has  added 
another  possibility  to  conservative  surgery  which 
demonstrates  clearly  the  extraordinary  powers  of 
the  uterus  to  restore  itself  when  the  diseased  tissue 
has  been  removed. 

Leonard  L.  Hyams,  M.D.,  ( Closing  Remarks). — 
I wish  to  thank  Dr.  Meigs,  Dr.  Siegler,  and  Dr. 
Frost  for  their  able  discussions.  I wish  particularly 
to  thank  Dr.  Meigs  who  took  the  trouble  to  come 
from  Boston  to  discuss  my  paper. 

In  reference  to  Dr.  Siegler’s  discussion  and  his 
question  concerning  the  ability  of  the  operator  to 
determine  the  extent  of  the  adenomyosis,  I wish  to 
restate  that  the  surgeon  can  do  no  more  than  re- 
move all  visibly  involved  areas.  I would  like  to 
point  out  that  adenomyosis  is  far  from  being  a 
clinical  entity,  although  it  is  usually  referred  to  as 
such  in  the  literature.  It  has  the  symptom  complex 
and  palpatory  findings  identical  with  those  of  an 
intramural  myoma.  However,  as  I suggested,  the 
final  diagnosis  can  be  made  by  an  inspection  of  the 
myometrium  and  if  necessary  a frozen  section  done 
at  laparotomy.  As  far  as  detection  of  the  site  of  the 
adenomyosis  by  using  a curet  is  concerned,  I have 
no  special  skill  in  that  connection.  I do  use  the  curet 
to  determine,  as  I stated  above,  the  size,  shape,  and 
contour  of  the  uterine  cavity,  as  well  as  to  remove 
concurrent  pathology.  I would  also  like  to  stress 
that  I do  not  approve  of  unwarranted  surgery. 
It  is  only  when  all  other  means  have  failed  and  a 
diagnosis  of  uterine  enlargement  has  been  made, 
with  what  I have  referred  to  as  "symptom  producing 
adenomyosis”  present,  that  laparotomy  should  be 
considered. 

By  all  means  hysterectomy  is  the  operation  of 
choice  in  women  past  the  childbearing  age  whose 
symptoms  and  findings  warrant  operation.  I do 
not  feel  that  diffuse  adenomyosis  is  common  in 
young  women  but  I do  believe  it  is  more  common 
than  we  realize  at  present.  I feel  that  a review  of  the 
literature  clearly  indicates  that  many  uteri  have 
been  removed  for  symptom-producing  diffuse  ade- 
nomyosis in  young  women  that  might  well  have  been 
saved  to  carry  on  their  reproductive  functions. 


AUREOMYCIN  IN  THE  TREATMENT  OF  INFLUENZAL  MENINGITIS 


Increasing  frequency  of  influenzal  meningitis  and 
improved  results  with  newer  forms  of  therapy  moti- 
vated the  authors  to  report  on  a comparison  of 
treatment  in  54  consecutive  cases  over  a three-year 
period.  Of  the  total,  30  patients  with  II.  Influenzae 
type  B meningitis  were  given  various  combinations 
of  sulfadiazine,  streptomycin,  and  type  specific  anti- 


serum, but  in  this  group  aureomycin  was  added. 
In  both  groups,  mortality  was  12  per  cent,  but  the 
authors  report  that  in  the  aureomycin-treated  group, 
clinical  response  was  more  rapid  and  complete  and 
there  were  fewer  complications. — Joseph  M.  Mc- 
Govern, M.D.,  and  Associates,  Clinical  Proceedings 
of  the  Children’s  Hospital,  April,  1952 


CESAREAN  SECTIONS:  A TWENTY-FIVE-YEAR  SURVEY  IN  A 
TEACHING  HOSPITAL 

W.  T.  Pommerenke,  Ph.D.,  M.D.,  Rochester,  New  York 

( From  the  University  of  Rochester,  School  of  Medicine  and  Dentistry,  and  Strong  Memorial  Hospital) 


WITHOUT  some  special  reason,  should 
not  one  properly  hesitate  to  indulge  in 
still  another  paper  on  cesarean  sections?  Yet 
does  not  the  passing  of  the  first  quarter  century 
milestone  provide  an  obstetric  service  with 
justification  for  an  evaluation  of  the  success  and 
failure  of  its  policies  and  practices  when  viewed 
panoramically  and  from  the  vantage  point  of 
time! 

This  paper,  then,  is  a compilation  of  data  on 
the  cesarean  section  operations  performed  at 
the  teaching  hospital  of  the  University  of  Roch- 
ester School  of  Medicine  and  Dentistry  dur- 
ing the  twenty-five  year  period,  1926-1951. 
During  this  time  there  have  been  few  distinctive 
innovations  in  surgical  technic.  The  lower 
uterine  segment  approach,  however,  has  won  wider 
acceptance  in  this  period.  Furthermore,  the 
ready  availability  of  blood,  the  sulfonamides, 
and  antibiotics  has  contributed  much  to  the 
safety  of  the  operations  which  even  now  are  not 
to  be  regarded  as  wholly  innocuous  as  some 
would  have  us  believe.  Early  ambulation  and 
shorter  hospitalization  are  other  recent  charac- 
teristics of  the  postoperative  care  of  patients. 
Attempts  will  be  made  to  show  how  trends  in 
the  selection  and  care  of  patients  have  changed 
through  these  years,  and  also  what  factors 
contribute  to  the  morbidity  of  mother  and  child. 

Patient  care  is  a highly  personalized  art  and 
science.  The  astuteness  and  clinical  wisdom  of 
the  physician,  the  time  and  type  of  intervention, 
the  biologic  background  of  the  patient  and  her 
response  to  treatment  are  variables  which  make 
detailed  statistical  comparisons  difficult.  Certain 
factors  which  governed  or  modified  given  cases 
are  not  always  listed  in  the  hospital  records,  and 
the  recorded  features  do  not  always  reflect  the 
true  underlying  conditions.  Incomplete  his- 
tories and  incomplete  observations  lead  to  incom- 
plete conclusions,  especially  when  these  are 
studied  in  retrospect.  Often-times  one  can 
merely  cite  the  individual  record  and  let  the 
matter  stand  as  listed.  But  in  spite  of  these 
extenuations,  certain  lessons  and  conclusions 
seem  apparent  from  this  abridgment. 

Material 

The  cases  here  reviewed  are  from  the  files  of 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
| Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Obstetrics  and  Gynecology,  May  15,  1952. 


the  Strong  Memorial  and  Rochester  Municipal 
Hospitals,  regarded  as  a single  unit.  The 
cesarean  section  operations  were  performed  by 
members  of  a closed  staff,  and  no  distinction  is 
made  between  so-called  private,  semiprivate, 
and  division  patients.  Because  of  the  small 
number  of  total  admissions  to  the  hospital  in 
its  early  days,  the  deliveries  in  the  years  1926 
through  1929  are  combined  in  one  group. 

During  the  period  1926-1951,  a total  of 
30,463  deliveries  took  place.  Of  these,  682  were 
effected  by  cesarean  section.  Despite  a diligent 
search,  records  of  17  section  cases  are  not  avail- 
able. Excluded  also  are  three  postmortem 
sections  from  whom  a living  child,  in  each  in- 
stance, was  obtained.  In  these  summaries, 
therefore,  the  figure  665  will  be  regarded  as 
representing  100  per  cent  of  the  cesarean  sections 
performed  among  the  30,463  total  deliveries, 
giving  an  over-all  incidence  of  2.2  per  cent 
(Fig.  1).  The  youngest  person  upon  whom  the 
operation  was  performed  was  aged  fourteen,  the 
oldest,  forty-eight.  Of  the  patients,  96.8  per  cent 
were  Caucasians,  3.2  per  cent  Negroes.  Among 
the  Negroes  47.6  per  cent  had  contracted  pelves. 
Ninety-one  (16.3  per  cent)  patients  had  had 
cesarean  sections  elsewhere,  prior  to  their  ad- 
mission to  this  hospital.  Excluding  these, 
468  (83.6  per  cent)  of  our  patients  had  one  ce- 
sarean section,  81  (14.4  per  cent)  had  two,  10 
(1.8  per  cent)  had  three,  and  1 (0.2  per  cent)  had 
five  sections,  making  a total  of  665  sections 
performed  on  560  patients. 

While  the  maternal  mortality  rates  in  this 
country  have  reached  a near  minimum,  with 
six  states  listing  a rate  as  low  as  0.4  per  thousand, 
and  with  an  over-all  rate  of  about  1.0  per  thous- 
and,1 cesarean  sections  contribute  inordinately 
to  this  figure,  even  though  some  of  the  deaths 
result  from  causes  not  immediately  due  to 
pregnancy.  Few  will  deny  that  sections,  with 
their  unpredictable  and  often  unavoidable  com- 
plications, will  carry  with  them  a morbidity 
greater  than  that  of  properly  conducted  vaginal 
deliveries.  Because  the  statistics  favor  vaginal 
deliveries,  it  becomes  a truism  that  every  ce- 
sarean section  done  should  be  defensible  on  the 
basis  of  valid  and  specific  grounds  and  not  on  the 
desire  to  have  the  patient  conform  to  a prede- 
termined statistical  standard.  Evaluation  of 
the  safety  to  the  mother  and  fetus  should  deter- 
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liveries. 

mine  the  mode  of  delivery.  This  appraisal  is 
based  on  the  particular  circumstances  governing 
each  case,  and  the  author  has  no  mind  here  to 
sit  as  judge  and  censor  of  the  practice  of  a 
colleague  in  his  relationship  to  a patient  he  has 
not  seen,  however  warranted  judgment  might  be. 
He  will,  however,  allow  himself  the  liberty  of 
occasional  editorialization. 

Indications 

Table  I reveals  that  single  indications  were 
given  as  reasons  for  the  cesarean  operation  in 
446  or  67.15  per  cent  of  the  cases. 

Previous  Section. — An  earlier  section  or  sec- 
tions held  the  greatest  incidence  (13.8  per  cent) 
as  a single  indication.  This  fact  is  understand- 
able on  the  basis  that  the  condition  for  which  a 
section  was  originally  performed  as,  for  example, 
contracted  pelvis  or  heart  disease,  may  have 
continued  to  be  the  determining  factor  with  a 
subsequent  delivery,  especially  if  a previous 
section,  per  se,  as  a supplementary  indication 
was  added.  This  clinic  has  not  subscribed  to  the 
dictum,  “a  section  once,  a section  always.”  In 
our  series,  28  of  the  patients  on  whom  cesarean 
section  was  performed,  subsequently  had  suc- 
cessful vaginal  deliveries.  While  no  special 
dexterity  is  required  to  perform  a section,  par- 
ticularly the  initial  operation,  a talented  obste- 
trician can  frequently  obtain  equally  satisfactory, 
if  not  better,  results  by  delivering  subsequent 
pregnancies  from  below.  If  the  condition  for 
which  a section  was  previously  performed  does 
not  again  exist  with  a later  pregnancy,  and  if 
there  is  no  reason  to  believe  that  the  uterine  scar 
is  placed  in  jeopardy,  our  attitude  is  one  that 
expects  successful  delivery  per  vagina.  Yet  one 
must  be  prepared  to  accept  the  risk  of  a uterine 
rupture  at  the  site  of  the  previous  operation. 
Wounds  heal  variously,  and  the  likelihood  of 
rupture  is  greater  with  the  history  of  an  infected 


TABLE  I. — Cesarean  Sections  Done  for  Single  Indica- 

TION8 


Indication 

Number 

Per  Cent 

Previous  section,  here  or  elsewhere 

92 

13.8 

Contracted  pelvis 

69 

10.4 

Pelvic  disproportion  (fetal/maternal) 

7 

1.05 

Kyphoscoliosis  and  scoliosis 

3 

0.45 

Osteoma  of  pelvis 

2 

0.3 

Spondylolisthesis 

1 

0.15 

Congenital  dislocation  of  hips 

1 

0.15 

Premature  separation  of  placenta 

44 

6.6 

Placenta  previa 

Antepartum  hemorrhage,  question  of 

33 

• 5.0 

etiology 

2 

0.3 

Vasa  previa 

1 

0 15 

Cardiac  disease 

29 

4 35 

Tuberculosis 

27 

4 1 

Pleural  effusion,  question  of  tuberculosis 
Pelvic  tumor,  benign  (myomata  and/or 

1 

0.15 

cystomata) 

18 

2.7 

Carcinoma  of  the  cervix 

2 

0.3 

Carcinoma  of  the  rectum 

To  protect  previous  vaginal  and/or 

1 

0.15 

perineal  repair 

History  of  previous  rupture  or  perfora- 

10 

1.5 

tion  of  uterus 

2 

0.3’ 

Extrauterine  pregnancy  at  term 

1 

0.15 

Dystocia 

17 

2.6 

Prolonged  labor 

2 

0.3 

Cervical  stenosis 

2 

0.3 

Uterine  inertia 

7 

1 .05 

Failure  to  go  into  labor 

2 

0.3 

Failure  of  Voorhees’  bag 

1 

O’.  15 

Bandl’s  ring 

Congenital  anomaly:  double  uterus, 

1 

0.15 

cervix,  and  vagina 

1 

0.15 

Vaginal  atresia 

1 

0.15 

Pre-eclamptic  toxemia 

13 

2.0 

Nephritis  and  nephritic  toxemia 

11 

1.65 

Pyelonephritis 

1 

0.15 

Hydronephrosis 

1 

0.15 

Essential  hypertension 

1 

0.  15 

Elderly  primiparity 

3 

0.45 

Rectovaginal  fistula 

2 

0.3 

Cellulitis  of  vulva 

1 

0.15 

Diabetes  mellitus 

3 

0 . 45 

Brain  tumor 

2 

0.3 

Laennec’s  cirrhosis  with  edema 

1 

0.15 

Thrombocytopenic  purpura 

1 

0.15 

Rh  incompatibility 

6 

0.9 

Faulty  position  of  fetus 

4 

0.6 

Monster,  thoracopagus 

1 

0.15 

Fetal  distress 

7 

1.05 

Previous  stillbirth  with  vaginal  delivery 
Previous  difficult  labor  with  vaginal 

6 

0.9 

delivery 

2 

0.3 

Total 

446 

67.15 

uterus  following  section.  Patients  who  had  been 
sectioned  elsewhere  and  of  whom  it  was  not 
known  whether  or  not  the  puerperium  was 
febrile  were  usually  sectioned  as  a precautionary 
measure.  Those  who  gave  a definite  history  of 
postoperative  recovery  complicated  by  infection 
were  almost  invariably  selected  for  elective 
repeat  sections.  A more  conservative  attitude 
was  taken  toward  many  of  our  own  patients, 
some  of  whom  were  permitted  to  go  through 
with  vaginal  delivery,  even  with  a history  of  a 
brief  or  low-grade  elevated  temperature  response 
following  the  previous  abdominal  operation, 
provided  that  there  was  confidence  in  the  healing 
of  the  uterine  wound.  That  this  confidence  for- 
tunately was  not  misplaced  is  evidenced  by  the 
fact  that  we  have  no  knowledge  that  an}"  of  the 
patients  on  whom  cesarean  section  was  performed 
in  this  hospital  had  subsequent  rupture  of  the 
uterus.  The  results,  admittedly,  might  have 
been  otherwise  had  all  these  patients  been  put 
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through  the  test  of  labor  with  subsequent  preg- 
j nancies.  Furthermore,  any  boast  of  this  good 
I outcome  loses  much  of  its  strength  when  it  is 
noted  that  34.1  per  cent  of  the  patients  were 
made  exempt  from  the  possibility  of  this  em- 
barrassing circumstance  by  sterilizing  opera- 
I tions,  tubal  ligation,  or  hysterectomy.  However, 
this  complication,  that  is,  rupture  of  the  uterus, 

! was  encountered  in  this  series  only  once  and  that 
in  a patient  who  had  had  the  previous  section 
performed  elsewhere. 

Contracted  Pelvis. — Significant  as  single  indi- 
i cations  for  the  section  operation  were  contracted 
pelves  (10.4  per  cent)  and  various  other  skeletal 
abnormalities.  While  one  can  measure  objec- 
tively the  dimensions  of  the  planes  of  the  pelvis 
with  x-rays,  one  cannot  necessarily  deduce  from 
these  measurements  the  ability  or  inability  of  the 
woman  to  be  delivered  from  below.  Although 
major  disproportion  between  the  fetal  size  and 
pelvic  capacity  is  an  absolute  indication  for 
cesarean  section,  it  is  equally  true  that  many 
unnecessary  sections  are  performed  for  dispro- 
portion of  a degree  which  could  be  prevented  by 
a safe  vaginal  delivery  after  an  early  induction 
of  labor.  In  other  selected  cases,  the  judicious 
use  of  forceps  will  solve  the  problem  of  delivery. 

The  “Trial  of  Labor”  is  the  tedious,  sweating- 
it-out  period  during  which  the  patient  is  put  to 
test  to  determine  with  reasonable  certainty  her 
ability  to  deliver  through  the  vagina  with 
safety.  Though  this  procedure  is  time-consum- 
ing, nerve-racking,  wearisome,  and  exhausting, 
alike  to  the  patient  and  physician,  to  impose 
cesarean  section  upon  her  without  proper  trial 
of  labor  is  to  invite  a host  of  potential  woes  into 
the  delivery  chamber.  This  waiting  time  affords 
an  excellent  opportunity  for  consultation  with 
colleagues.  During  this  time  the  patient  should 
receive  good  supportive  treatment  with  regard 
to  rest,  hydration,  as  well  as  protection  against 
infection.  Rupture  of  the  membranes  with 
failure  of  the  patient  to  go  into  prompt  progres- 
sive labor,  however,  need  no  longer  necessarily 
call  for  early  section.  The  antibiotics  and 
sulfonamide  drugs  which  make  cesarean  section 
safer  also  decrease  the  instances  when  this 
operation  is  necessary.  With  these  aids,  a 
woman  can  now  safely  be  given  a longer  test  of 
labor  which  in  many  cases  will  be  rewarded 
by  successful  vaginal  delivery.  However,  one 
should  not  hesitate  to  make  a strategic  abandon- 
ment of  the  test  of  labor  in  the  event  that  fur- 
ther waiting  gives  no  promise  of  a favorable  out- 
come. 

Antepartum  Hemorrhage. — Cesarean  section  is 
the  proper  therapeutic  procedure  with  placenta 
previa  centralis.  Furthermore,  a patient  with 
brisk  bleeding  from  premature  placental  separa- 
tion who  also  has  a rigid  and  uneffaced  cervix  is 


rightfully  entitled  to  this  operation.  Many  a 
patient  who  tells  of  vaginal  spotting  in  the  latter 
part  of  pregnancy,  however,  under  rigid  surveil- 
lance may  be  safely  carried  to  a time  when  vi- 
ability of  the  child  seems  assured,  the  delivery 
then  being  permitted  to  occur  through  the  vagina. 
Examination  through  the  cervix  should  be  done 
only  under  conditions  that  allow  for  an  unde- 
layed abdominal  operation,  should  operation 
appear  called  for.  Although  a study  in  this 
same  hospital  attests  to  the  value  of  conservative 
care  of  patients  with  placenta  previa,  that  is, 
rupture  of  the  membranes  and  the  use  of  a 
hydrostatic  bag,2  the  recent  trend  favors  cesarean 
section. 

Toxemia. — Of  33  patients  who  had  pre-eclamp- 
tic  toxemia,  seven  developed  premature  sepa- 
ration of  the  placenta  and  underwent  cesarean 
section  because  of  these  indications.  This 
correlation  between  abruptio  placentae  and  pre- 
eclamptic toxemia  suggests  that  abruptio  pla- 
centae may  be  a manifestation  of  toxemia  and 
agrees  with  published  reports.3-5  One  may 
hope  that  the  eventual  solution  of  the  toxemia 
problem  will  in  consequence  reduce  the  number 
of  cesarean  sections  heretofore  performed  be- 
cause of  the  toxemia,  per  se,  and  also  because  of 
antepartum  bleeding  from  premature  separation 
of  the  placenta. 

Cardiac  Disease. — Severe  heart  disease  has 
for  long  been  regarded  as  an  ample  reason  for 
performing  the  cesarean  operation.  It  is  ad- 
mitted that  the  desire  to  sterilize  the  afflicted 
patient  often  weighs  heavily  in  deciding  on  the 
section.  Hopefully  we  may  some  day  learn  of 
a way  of  objectively  measuring  and  appraising 
the  burden  which  pregnancy  and  labor  place 
upon  the  heart.  In  any  event,  cesarean  section 
and  sterilization  of  the  parturient  should  be  the 
beginning  or  continuation,  not  the  end,  of  the 
care  that  is  given  the  cardiac  patient.  A 
patient  whose  heart  is  incapacitated  to  the  ex- 
tent which  makes  cesarean  section  necessary 
should  remain  under  close  observation  and  super- 
vision of  the  physician  responsible  for  her  over- 
all care. 

Elderly  Primiparity . — Not  infrequently,  only 
the  age  of  the  patient,  that  is,  if  she  is  regarded 
as  an  elderly  primipara,  comes  to  the  aid  of  one 
seeking  justification  for  executing  a section.  A 
healthy  primigravida  of  thirty-five  years  should 
encounter  no  predictable  peril  by  vaginal  deliv- 
ery that  is  offset  by  the  unpredictable  benefits 
or  damages  of  abdominal  section.  However, 
the  risk  that  one  might  readily  take  with  a 
thirty-five-year-old  multipara  should  not  be 
applied  to  a thirty-five-year-old  woman  who  has 
finally  achieved  her  first  pregnancy  after  fifteen 
years  of  infertility. 

T uberculosis. — In  the  early  days  of  the  hospital, 
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tuberculosis  was  a frequent  indication  for  thera- 
peutic abortion  and,  at  term,  accounted  for  numer- 
ous sections.  Emphasis  is  now  placed  on  the  con- 
cept that  pregnancy,  per  se,  constitutes  no  major 
hazard  to  the  patient  if  care  such  as  that  pro- 
vided in  a good  sanatorium  is  available  before 
and  after  delivery.  Early  recognition  and 
active  treatment  of  tuberculosis  has  doubtless 
been  the  factor  which  has  reduced  the  number 
of  admissions  of  patients  with  this  disease  to  our 
service  during  the  more  recent  years. 

Previous  Operation. — Sound  healing  of  the 
uterine  wound  following  myomectomy,  as  with 
hysterotomy  at  term,  should  in  most  instances 
leave  a scar  capable  of  withstanding  the  ordeal 
of  a subsequent  labor.  However,  it  has  usually 
been  our  teaching  that  a woman  who  had  become 
semi-invalided  by  pronounced  symptoms  refer- 
able to  a large  cystocele,  rectocele,  or  a prolapsed 
uterus  and  who  in  addition  had  been  incontinent 
of  urine,  and  who  had  since  undergone  successful 
corrective  surgery,  sometimes  including  ampu- 
tation of  the  cervix,  should  in  the  event  of  future 
pregnancy  be  delivered  by  the  abdominal  route. 

Sterilization. — The  practice  of  advocating 
abdominal  delivery  primarily  as  an  excuse  to 
gain  access  to  the  fallopian  tubes  for  ligation  has 
led  to  a considerable  number  of  sections  which 
might  have  been  avoided  on  stricter  indications. 
Sterilization  on  merited  medical  grounds  needs 
no  further  defense,  but  it  is  our  belief  that  this 
operation,  other  clinical  features  being  equal, 
can  and  should  be  more  safely  performed  as  a 
separate  procedure  a few  days  following  vaginal 
delivery  when  spill  of  the  uterine  contents  into 
the  abdominal  cavity  is  avoided. 

Fetal  Considerations. — Many  women  have 
well-established  patterns  of  performance  on  the 
delivery  table.  They  have  consistently  dif- 
ficult and  prolonged  or  easy  and  short  labors, 
as  the  case  may  be.  The  technics  of  high  forceps 
and  version  and  extraction  are  used  only  in 
situations  where  it  seems  necessary  to  slight 
the  best  interests  of  the  child.  The  unfortunate 
outcome  of  a protracted  labor  and  a gruelling 
delivery,  whether  it  be  an  injured  or  stillborn 
child,  especially  if  the  tragedy  has  occurred  more 
than  once,  would  amply  justify  an  elective  sec- 
tion with  a future  pregnancy. 

Mere  survival  of  the  fetus  is  no  criterion  of  the 
success  of  an  obstetric  procedure.  Calculation 
of  comparative  risks  and  potential  dangers  of 
birth  injuries  enters  into  making  the  decision 
whether  to  employ  section  or  to  chance  a difficult 
vaginal  delivery.  While  the  incidence  and 
sequelae  of  such  birth  injuries  as  Erb’s  paralysis 
or  a fractured  clavicle  can  be  readily  known,  the 
full  significance  of  less  dramatic  traumata  may 
not  reveal  itself  until  later.  Along  this  line, 
the  report  of  Benlap  et  al.  is  particularly  telling.6 


These  authors  found  in  a survey  of  419  children, 
ranging  in  age  from  eight  months  to  fourteen 
years,  with  mental  retardation,  convulsive  states, 
and  various  palsies,  that  more  than  one  half  had 
a strongly  suggestive  history  of  birth  injury. 
In  a study  of  infant  and  fetal  mortality  for  a ten- 
year  period,  Potter  and  Adair  concluded  that 
stillbirths  and  deaths  among  newborn  infants 
are  almost  entirely  due  to  factors  affecting  the 
fetus  before  and  during  birth.7  It  behooves 
one,  therefore,  to  refrain  from  expressing  an 
immodest  pride  in  a low  cesarean  section  rate  if 
this  conservatism  is  brought  at  the  cost  of  pa- 
tient or  latent  fetal  harm.  Fetal  salvage  rate 
is  low  if  such  an  indication  as  the  fetal  distress 
which  results  from  intrauterine  asphyxia  leads  to 
the  section  operation. 

Table  II  (as  opposed  to  Table  I which  gives 
single  indications)  catalogues  the  instances  in 
which  cesarean  sections  were  done  in  view  of 
multiple  factors.  Largely  because  of  brief 
hospital  records,  it  has  often  been  impractical 
to  assign  priority  of  relative  importance  to  var- 
ious separate  factors  in  the  multitude  of  possible 
combinations  of  listings.  Although  the  decision 
to  perform  section  in  some  of  these  cases  must 
have  rested  clearly  on  single  determinants,  more 
often  the  aggregation  of  two  or  more  indications 
added  strength  to  this  decision. 

Type  of  Operations 

Because  of  its  technical  simplicity,  the  so- 
called  classical  cesarean  section  has  been  regarded 
as  particularly  suited  for  patients  for  whom  the 
decision  is  made  to  do  the  section  before  the  on- 
set of  labor,  and  for  other  elective  clean  cases, 
such  as  certain  instances  of  premature  separation 
or  low  implantation  of  the  placenta.  In  our 
clinic  there  has  been  a gradual  tendency  to  favor 
the  low  cervical  type  of  section,  as  is  shown  in 
Fig.  2.  In  part,  this  change  reflects  a belief  that 
this  operation  helps  to  protect  the  patients 
against  infection.  The  decision  on  the  operator’s  • 
part  to  select  or  to  teach  this  operation  to  gain 
experience  and  adeptness  with  the  procedure, 
without  other  indications,  has  also  led  to  its 
increased  usage. 

The  extraperitoneal  type  of  section  has  won 
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TABLE  II. — Cesarean  Sections  Done  for  Multiple  Indications 


Indications 

Number 

Per  Cent 

Indications 

Number 

Per  Cent 

Contracted  pelvis  and 

Toxemia  and 

Previous  section 

30 

4.5 

Cardiac  disease 

4 

0.6 

Pelvic  disproportion 

11 

1.65 

For  sterilization 

2 

0.3 

Elderly  primiparity 

10 

1.5 

Hypertension 

2 

0.3 

Myoma  uteri 

3 

0.45 

Diabetes  and  previous  stillbirth  with 

Faulty  position  of  fetus 

3 

0.45 

vaginal  delivery 

1 

0. 15 

Pre-eclamptic  toxemia 

3 

0.45 

Previous  perineal  repair  and  for 

Pelvic  disproportion  and  elderly  primi- 

sterilization 

1 

0.15 

parity 

2 

0.3 

Elderly  primiparity 

1 

0.15 

Pre-eclamptic  toxemia  and  elderly 

Diabetes 

1 

0.  15 

primiparity 

2 

0.3 

Dystocia 

1 

0.15 

Cardiac  disease 

2 

0.3 

Elderly  primparity  and 

Tuberculosis 

2 

0.3 

Dystocia 

15 

2.25 

Previous  perineal  repair 

2 

0.3 

Large  fetus 

1 

0.15 

Nonengagement  of  the  head  and 

Anemia 

1 

0.15 

previous  stillbirth 

1 

0.15 

Hypertension 

1 

0.15 

Nonengagement  of  the  head  after  un- 

Myoma  uteri  and 

successful  Voorhees’  bag 

I 

0.15 

Elderly  primiparity 

4 

0.6 

Faulty  position  of  fetus  and  cardiac 

Pre-eclamptic  toxemia 

1 

0.15 

disease 

1 

0.15 

Faulty  position  of  fetus 

1 

0.15 

Faulty  position  of  fetus  and  toxemia 

1 

0.15 

Cardiac  disease 

1 

0.15 

Previous  myomectomy 

1 

0.15 

Tuberculosis 

1 

0.15 

Toxemia  and  diabetes 

1 

0.15 

Hernia 

1 

0.15 

Ankylosis  hip 

1 

0. 15 

For  sterilization 

1 

0.15 

Congenital  dislocation  of  hips  and  pre- 

Prolonged  labor  and 

vious  section 

2 

0.3 

Dystocia 

7 

1.05 

Spondylolisthesis  and  faulty  position 

Uterine  inertia 

2 

0.3 

of  fetus 

1 

0.15 

Large  fetus 

1 

0.15 

Pelyic  disproportion  and 
Dystocia 

Floating  head 

1 

0. 15 

11 

1.65 

Previous  stillbirth  with  vaginal  de- 

Hydrocephalus  of  fetus 

1 

0.15 

livery 

1 

0.15 

Psychosis 

1 

0.15 

Dystocia  and  uterine  inertia 

1 

0.15 

Previous  section  and 

Dystocia  and  pre-eclampsia 

1 

0.15 

Myoma  uteri 

3 

0.45 

Dystocia  and 

Faulty  position  of  fetus 

3 

0.45 

Previous  perineal  repair 

1 

0.15 

Previous  perineal  repair 

3 

0.45 

LTterine  inertia  and  previous  perineal 

Rh  incompatibility 

2 

0.3 

repair 

1 

0.15 

Tuberculosis 

2 

0.3 

Cardiac  disease  and 

For  sterilization 

2 

0.3 

Psychosis 

1 

0. 15 

Previous  stillbirth  with  vaginal 

0.15 

Hypertension 

1 

0.15 

delivery 

1 

Tuberculosis  and 

Pelvic  abscess 

1 

0. 15 

For  sterilization 

2 

0.3 

Rectovaginal  fistula 

1 

0 15 

Diabetes 

1 

0.15 

Diabetes 

I 

0.15 

Hypertension 

1 

0.15 

Hernia 

1 

0.15 

Previous  stillbirth  with  vaginal  delivery 

Cervical  stenosis 

1 

0.15 

and 

Dystocia 

1 

0.15 

Previous  perineal  repair 

1 

0. 15 

Cardiac  disease 

1 

0.15 

Previous  difficult  labor 

1 

0. 15 

Toxemia 

1 

0.15 

Multiple  sclerosis  and 

Premature  separation  of  the  placenta  and 

1.05 

Kyphosis 

1 

0.15 

Toxemia 

7 

For  sterilization 

1 

0.15 

Elderly  primiparity 

2 

0.3 

Cervical  stenosis  and  hydramnios 

I 

0.  15 

Faulty  position  of  fetus 

1 

0.15 

For  sterilization  and  feeblemindedness 

1 

0.15 

Previous  section 

1 

0.15 

Fetal  distress  and 

Nephritis 

1 

0.15 

Pelvic  disproportion 

3 

0.45 

Rh  incompatibility 

1 

0.15 

Dystocia 

3 

0.45 

Prolapsed  cord 

1 

0.15 

Elderly  primiparity 

2 

0.3 

Placenta  previa  and 

Toxemia 

1 

0.15 

Faulty  position  of  fetus 

1 

0.15 

Cervical  stenosis 

1 

0.15 

Cardiac  disease 

I 

0.15 

Hypertension 

1 

0.15 

Antepartum  hemorrhage,  question  of 

Cardiac  disease 

1 

0.15 

etiology,  and 

0.15 

Pulmonary  fibrosis 

1 

0.15 

Prolonged  labor 

1 

Myoma  uteri 

1 

0.15 

1 

0 15 

Contracted  pelvis  and  elderly  primi- 
parity 

1 

0.15 

Total 

219 

32.85 

few  advocates  in  this  local  community.  The 
availability  of  antibiotics  certainly  diminishes 
the  instances  when  one  would  regard  this 
operation  as  necessary.  Already  in  1909  Runge 
questioned  the  belief  that  this  operation 
would  grant  immunity  to  intra-abdominal 
infection,  even  though  the  peritoneum  is  left 
intact.8  Certainly,  one  cannot  be  sure  that  a 
peritoneal  laceration  inadvertently  occurring  at 
operation,  even  though  promptly  sutured,  or  a 
peritoneum  traumatized  by  its  separation  from 
adjacent  structures  offers  a complete  barrier  to 
bacterial  infection.  A skilled  operator  may,  how- 
ever, doubtless  salvage  a neglected  parturient  for 


a future  pregnancy  by  utilizing  this  technic  when 
one  more  timorous  would  resort  to  hysterectomy. 

The  modified  Porro  section  was  performed  47 
times  in  this  series,  as  is  indicated  in  Table  III. 
The  presence  of  large  or  numerous  smaller  myo- 
mata was  the  most  frequent  indication  for  the 
operation.  While  high  fundal  fibroids  may  not 
interfere  with  the  natural  birth  process,  sizable 
tumors  situated  low  in  the  corpus  may  prevent 
engagement  and  delivery.  Since  the  removal 
of  a large  tumor  may  leave  the  uterine  wall  in 
jeopardy  with  future  pregnancies,  hysterectomy 
after  the  section  may  be  the  procedure  of  choice. 

Occasional  patients  who,  because  of  religious 
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TABLE  III.— Indication  for  Porro  Section  TABLE  IV.— Additional  Procedures  Performed  at 

. .he  Time  of  the  Cesarean  Section 


Indication 


Number 


Myoma  uteri  14 

For  sterilization  (3  for  cardiac  reasons,  1 for  repeated 
toxemia)  13 

Postoperative  hemorrhage  and  failure  of  uterus  to 
contract  6 

Intrauterine  infection  4 

Failure  of  Voorhees’  bag  3 

History  of  ruptured  uterus  2 

Carcinoma  of  the  cervix  1 

Extrauterine  pregnancy  at  term  1 

Ovarian  cystomata  1 

Prolonged  labor  with  unsuccessful  delivery  of 
thoracopagus  monster  from  below  1 

Not  given  1 

Total  47 


compunctions,  will  not  sanction  operations  which 
are  performed  primarily  to  accomplish  steriliza- 
tion will,  nevertheless,  submit  to  a more  serious 
operation  which  will  have  the  same  net  effect. 
Reference  is  made  to  the  removal  of  a myoma- 
tous uterus  as  against  tubal  resection  after  the 
section.  The  surgeons  have  made  this  com- 
promise in  several  instances  when  it  was  felt  that 
sufficient  contraindications  to  future  pregnancies 
existed  and  thereby  have  contributed  to  the 
increased  incidence  of  this  particular  operative 
procedure. 

Unsuccessful  delivery  from  below  with  associa- 
ted frank  uterine  infection  has  also  led  to  a con- 
siderable number  of  cesarean  hysterectomies. 
Failure  of  the  uterus  to  contract  with  resultant 
hemorrhage  has  likewise  forced  the  hand  of  even 
a conservative  obstetrician.  Recourse  to  this 
operation  might  have  saved  the  life  of  one  of  our 
patients  who  bled  to  death  following  conven- 
tional section. 

Additional  Procedures. — Supplementary  pro- 
cedures, excluding  the  freeing  of  adhesions,  par- 
ticularly in  the  event  of  repeat  sections,  were 
performed  as  indicated  in  Table  IV.  A com- 
ment concerning  the  performance  of  elective 
surgery  at  the  time  of  section:  In  the  event  of 

subsequent  infection,  an  operator  who  had  re- 
moved a seemingly  normal  appendix,  much  less 
an  inflamed  one,  would  certainly  find  himself  on 
the  defensive  when  called  upon  to  explain  his 
decision. 

When  it  appeared  that  all  subsequent  preg- 
nancies would  require  deliveries  by  section,  as  in 
marked  contraction  of  the  pelvis,  it  has  been  our 
policy  to  offer  sterilization  with  the  second  and 
urge  it  with  the  third,  believing  it  best  thereby 
to  reduce  the  likelihood  of  subsequent  surgical 
complications. 

Anesthesia. — The  methods  of  anesthetization 
were  individualized  to  the  patient,  but  often  the 
simple  choice  of  the  operator  and  the  skills  of  the 
anesthetist  were  the  determining  factors.  In- 
halation anesthetics  were  interdicted  in  the  event 
of  acute  or  chronic  respj^t^- 


Additional  procedure 

Number 

Sterilization  only  (tubal  ligation) 
Sterilization  plus 

137 

Repa'r  of  hernia 

2 

Repair  of  hernia  and  myomectomy 

Unilateral  salpingo-oophorectomy 

J 

Parovarian  cystectomy 

1 

Myomectomy 

2 

Porro  hysterectomy 

47 

Myomectomy 

19 

Unilateral  salpingectomy 

1 

Unilateral  oophorectomy 

1 

U nilateral  salpingo-oophorectomy 
Unilateral  salpingo-oophorectomy  and 

2 

appendectomy 

2 

Myomectomy  and  cystectomy 

1 

Appendectomy 

2 

Total 

219 

TABLE  V. — Anesthesia 

Type  of  Anesthesia 

Number 

Per  Cent 

Nitrous  oxide  and  ether 

481 

72.3 

Spinal 

90 

13 . 5 

Ether 

32 

4.8 

Nitrous  oxide 

23 

3.5 

Sodium  Pentothal 

14 

2.1 

Nitrous  oxide  and  Novocain 

7 

1.  1 

Novocain 

6 

0.9 

Evipal  and  Novocain 

3 

0 45 

Avertin  and  nitrous  oxide 

3 

0.45 

Spinal,  nitrous  oxide,  and  ether 

2 

0.3 

Sodium  Pentothal  and  Novocain 

2 

0.3 

Sodium  Pentothal  and  nitrous  oxide 

1 

0.15 

Sodium  Pentothal.  nitrous  oxide. 

and 

ether 

i 

0.15 

Total 

665 

100 . 00 

bution  of  anesthetic  agents  employed  is  enumer- 
ated in  Table  V. 

Morbidity—  The  incidence  of  postoperative 
morbidity,  more  specifically  fever,  is  indicated  by 
Table  VI.  Although  the  table  lists  large  group- 
ings with  reference  to  fever  and  other  postopera- 
tive complications,  it  seems  best  to  observe  a 
cautious  attitude  toward  assigning  specific  causes 
to  all  of  these  complications.  The  exact  etio- 
logic  factors  causing  the  fever  are  not  always 
known,  and  not  all  of  the  effects  of  dehydration, 
respiratory  and  renal  disturbances,  blood  loss, 
and  peritoneal  response  to  uterine  spill  are  ex- 
plained. Distention  and  vomiting,  due  to  pro- 
longed operation  and  bowel  manipulation,  are 
forms  of  morbidity  not  suggested  by  the  fever 
charts.  Furthermore,  it  is  often  difficult  to  de- 
termine how  much  of  a postpartum  fever  is  due 
to  mastitis  and  how  much  to  metritis.  The 
one-day  fever,  dropped  into  a “receptaculum 
innominatum,”  constituted  the  second  greatest 
item  in  the  morbidity  table.  It  must  be  stated, 
however,  that  31.6  per  cent  of  our  postoperative 
patients  did  not  manifest  this  symptom.  Two 
patients,  with  prolonged  high  fever  following  the 
sections,  themselves  furnished  the  probable 
etiologic  clues;  one  admitted  to  having  had 
coitus  the  evening  of  admission  to  the  hospital, 
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TABLE  VI. — Postoperative  Morbidity  Following 
Cesarean  Section 


TABLE  VII. — Febrile  Reaction  Regarded  as  Morbidity 
Following  Cesaerean  Section 


Number  Per  Cent 


Antecedent  to  Morbidity 


Per  Cent 


One-day  fever 

178 

26.8 

Fever  on  two  or  more  days 

196 

29.5 

Urinary  tract  infection 

22 

3.3 

Puerperal  infection 

16 

2.4 

Abdominal  wound  infection 

7 

1.05 

Phlebitis  and  thrombophlebitis 

7 

1.05 

Mastitis 

3 

0.4 

Pneumonia 

1 1 

1.65 

Bronchitis 

1 

0.15 

Pelvic  abscess 

2 

0.3 

Phlebitis  and  pulmonary  infarct 

1 

0.15 

Parametritis 

1 

0.15 

Postpartum  eclampsia 

1 

0.15 

Pulmonary  embolism 

Pulmonary  embolism,  endocarditis, 

1 

0.15 

pneumonia 

Pulmonary  embolism  and  pelvic 

1 

0.15 

thrombosis 

1 

0.15 

Dental  infection 

1 

0.15 

Acute  dilatation  of  stomach 

1 

0.15 

Hemorrhage,  postpartum 

1 

0.15 

Acute  jaundice  from  transfusion 

1 

0.15 

Endocarditis 

1 

0.15 

Cachexia  (brain  tumor) 

1 

0.15 

Morbidity  incidence 

455 

68.4 

Classical  cesarean  section 

Low  cervical  cesarean  section 

Porro  cesarean  section 

Extraperitoneal  cesarean  section 

Additional  operative  procedures  (refer  to  Table  IV) 

Labor 

Prolonged  labor  (36  hours  or  more) 

No  labor 

Ruptured  membranes 
No  ruptured  membranes 


Morbidity  incidence 


the  other  to  having  had  two  abscessed  teeth 
extracted  the  day  before. 

While  over-all  postoperative  morbidity  depends 
on  factors  before,  during,  and  after  section,  it  is 
clearly  shown  in  Table  VII  that  pre-existing  labor, 
particularly  long  labor,  with  rupture  of  the 
membranes  appears  to  predispose  to  postopera- 
tive morbidity. 

The  free  use  of  blood,  sulfonamides,  and  anti- 
biotics, often  prophylactically,  has  doubtless  been 
a factor  in  reducing  postoperative  morbidity. 
The  improvement  of  patient  morale,  the  hasten- 
1 ing  of  convalescence  and  return  of  physiologic 
function,  the  resultant  decrease  in  hospital 
| nursing  care  and  expense  are  considerations 
' which  have  more  recently  led  to  early  ambula- 
tion and  a shorter  hospital  stay,  as  illustrated 
in  Fig.  3. 

The  following  figures  on  morbidity  according 
i to  age  groups  and  on  comparative  morbidity 
between  first  and  subsequent  sections  may  give 
the  paradoxic  impression  that  morbidity  is 
diminished  in  older  age  groups  and  with  sub- 
sequent sections : 

Morbidity  According  to  Age  Group 
Age  in  Years  Per  Cent 

14  to  25  75.9 

26  to  35  68.9 

36  to  48  59.3 

Comparative  Morbidity  Between  First  and 
Subsequent  Sections 
Section  Per  Cent 

First  74.2 

Second  67 . 7 

Third  54.5 

The  probable  explanation  of  this  reduced  mor- 


* Figure  based  on  only  two  cases. 

bidity,  however,  is  that  the  operations  were  often 
performed  electively  on  these  patients  before  the 
onset  of  labor  merely  because  of  age  and  “repeat 
operation”  indications. 

Table  VIII  enumerates  the  circumstances 
surrounding  the  deaths  of  seven  patients  follow- 
ing cesarean  section  in  our  service.  Case  1 
illustrates  that  cesarean  section,  even  when  done 
for  seemingly  elective  reasons,  carries  with  it  a 
definite  risk.  Three  patients  with  severe  cardiac 
disease  were  also  sterilized,  a procedure  shown  by 
the  course  of  events  to  have  been  unnecessary  be- 
cause the  patients  died  shortly  after  the  operation. 
Case  4 might  possibly  have  been  saved  by  a post- 
section hysterectomy.  Case  7 should  hardly  be 
regarded  as  an  obstetric  death,  since  the  opera- 
tion was  performed  on  a dying  woman  for  the 
purpose  of  obtaining  a living  child. 

Table  IX  shows  the  incidence  of  fetal  and 
neonatal  morbidity  in  this  series  of  665  deliveries 
by  section.  It  is  noted  that  the  bleeding  from 
premature  separation  of  the  placenta  and  from 
placenta  previa  ranks  high  as  a cause  of 
fetal  death.  Prematurity  also  is  a frequently 
cited  cause.  Antepartum  bleeding  vies  with  the 
threat  of  prematurity  when  consideration  is 
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Fig.  3.  Decrease  in  duration  of  hospital  stay  fol  - 
lowing  vC$%cean  section. 
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TABLE  IX, — Stillbirths  and  Neonatal  Deaths 


Causes  of  Stillbirth  with  Cesarean  Section* 

Premature  separation  of  the  placenta  is 

Placenta  previa  2 

Prolonged  and  difficult  labor  1 

Ruptured  uterus  1 

Monster,  thoracopagus  I 

Congenital  anomalies,  multiple  1 

Toxemia  of  mother  1 

Undetermined  1 

Total  stillbirths  26 

Causes  of  Neonatal  Death  Following  Cesarean  Sectionf 
Prematurity  16 

Atelectasis  5 

Prolonged  and  difficult  labor  2 

Erythroblastosis  2 

Pre-eclamptic  toxemia  of  mother  2 

Bronchial  pneumonia  1 

Congenital  heart  disease  1 

Intrauterine  infection  of  mother  1 

Hydrocephalus  1 

Diabetes  and  pre-eclamptic  toxemia  of  mother  1 

Unknown  1 

Total  neonatal  deaths  33 

Indications  for  Section  in  Those  Cases  in  Which  Fetal 
Death  was  due  to  Prematurity  (Birth  weight 
under  2,250  Gm.) 

Placenta  previa  2 

Nephritic  toxemia  2 

Premature  separation  of  the  placenta  3 

Cardiac  disease  2 

Previous  section  2 

Pyelonephritis  1 

For  sterilization,  feeblemindedness  1 

Contracted  pelvis  and  previous  section  1 

Contracted  pelvis  and  pre-eclamptic  toxemia  1 

Myoma  uteri  and  tuberculosis  1 

Total  16 


* 3.9  per  cent  of  the  total  number  (672)  of  babies  were 
stillborn. 

t5.1  per  cent  of  the  total  number  (646)  of  live  births 
died  in  neonatal  period. 


given  to  the  hope  of  obtaining  a living  child  in 
the  presence  of  bleeding.  It  would  appear  that 
to  delay  delivery  in  the  event  of  minimal  spotting 
and  to  perform  section  promptly  when  this 
bleeding  becomes  brisk  might  minimize  the 
danger  of  fetal  death.  As  yet  there  appears  to 
be  no  good  substitute  for  the  manner  in  which 
nature  clears  the  fetal  respiratory  passages  at 
vaginal  delivery.  Solution  of  the  enigma  of  pre- 
eclampsia should  also  reduce  the  number  of 
fetal  deaths  that  result  from  section  deliveries. 
Since  safety  of  the  mother  seems  assured  in  a large 
majority  of  instances  of  cesarean  sections,  it 
would  appear  that  more  attention  can  now  be 
given  the  factors  which  affect  the  well-being  of 
the  fetus.  The  elective  section  should  be  post- 
poned until  at  least  such  time  when  the  dangers 
of  prematurity  have  been  safely  passed. 

The  practice  of  performing  section  as  a pro- 
phylaxis against  the  risk  of  developing  erythro- 
blastosis must  be  weighed  against  the  equal 
hazard  of  prematurity.  Close  observation  of  the 
child  at  birth  and  improvement  of  replacement 
transfusion  technic  should  reduce  the  number  of 
sections  done  because  of  Rh  incompatibility. 
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Summary  and  Conclusions 
Of  30,463  deliveries  at  Strong  Memorial  and 
Rochester  Municipal  Hospitals  during  the  years 
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1926-1951,  682  (2.2  per  cent)  were  effected  by 
cesarean  section. 

Preconceived  notions  concerning  the  safety  to 
mother  and  child  should  yield  to  consideration 
of  the  specific  problems  of  each  particular  case. 

Save  when  absolute  indications  for  cesarean 
section  exist,  the  patient  may  often  advantag- 
eously be  given  a test  of  labor  in  anticipation  of 
vaginal  delivery. 

Elderly  primiparity  and  a history  of  a previous 
section  are  not,  per  se,  indications  for  abdominal 
delivery. 

The  low  cervical  type  of  section  is  gradually 
gaining  in  favor,  even  as  an  elective  procedure. 

Sterilization  by  tubal  ligation,  when  indicated, 
should  be  performed  as  a subsequent  separate 
procedure. 

Cesarean  section  when  done  for  health  reasons, 
that  is  heart  or  renal  disease,  should  be  the  be- 
ginning or  continuation,  not  the  end  of  the  phy- 
sician’s responsibility  to  the  patient. 

The  sulfonamides  and  antibiotics  which  make 
the  section  operation  more  safe  also  decrease  the 
instances  when  this  operation  is  indicated. 

The  over-all,  uncorrected  mortality  of  these 
665  sections  was  about  1 per  cent.  Of  the  seven 
patients  who  succumbed  postoperatively,  three 
were  sectioned  because  of  advanced  heart  disease. 

Since  the  operation,  when  performed  for 
maternal  indications,  is  relatively  safe,  more 
emphasis  should  be  given  to  the  interests  of  the 
child  in  determining  the  mode  and  time  of 
delivery. 

260  Crittenden  Boulevard 

The  author  wishes  to  express  his  special  gratitude  to 
Florence  Cargill  for  her  invaluable  cooperation  in  the  com- 
pilation of  the  data  on  which  this  paper  is  based. 
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Discussion 

O.  H.  Bloom,  M.D.,  Brooklyn. — On  reading 
this  paper,  I was  stimulated  to  review  the  cesarean 
>.  sections  for  the  years  1938  to  1950  inclusive,  at 


the  Beth-El  Hospital  of  Brooklyn,  and  to  point 
out  the  comparative  results. 

In  the  main,  the  results  at  the  Beth-El  Hospital 
are  comparable  to  those  of  the  report.  Worthy  of 
note  is  the  increase  in  the  number  of  indications 
as  well  as  their  greater  liberalization.  Once  re- 
stricted almost  entirely  to  cases  of  cephalopelvic 
disproportion,  indications  have  multiplied  to  such 
an  extent  that  this  indication  has  become  com- 
paratively small.  I agree  with  the  reporter  when 
he  says  that  mere  survival  of  the  fetus  is  no  criterion 
of  the  success  of  an  obstetric  procedure  in  weighing 
delivery  by  cesarean  section  as  against  delivery  by 
the  vaginal  route.  I am  sure  that  no  one  would 
advocate  high  forceps,  with  its  attendant  mutilation 
of  both  mother  and  fetus,  in  order  to  avoid  cesarean 
section. 

There  are  several  points,  however,  on  which  I 
am  reluctantly  forced  to  disagree.  One  is  anesthe- 
sia. The  greater  number  or  about  87  per  cent  in 
our  group  were  delivered  under  fractional  spinal 
anesthesia,  whereas  about  72  per  cent  of  the  cases 
reported  by  Dr.  Pommerenke  were  delivered  under 
nitrous  oxide  and  ether,  and  only  13  per  cent  under 
spinal  anesthesia.  I am  sure  that  anyone  who  has 
done  any  considerable  number  of  cases  under 
fractional  spinal  will  find  it  safe  for  both  mother 
and  baby. 

The  second  point  of  difference  is  in  the  type  of 
operation,  namely,  cesarean  hysterectomy  when 
performed  for  infection  as  against  the  extraperi- 
toneal  operation.  In  our  series  of  1,140  cases,  we 
had  eight  cesarean  hysterectomies,  none  of  which 
was  performed  for  infection,  as  against  47  in  the 
reporter’s  group,  four  of  which  were  for  infection. 
During  this  same  period  (1938  to  1950  inclusive) 
our  group  did  92  extraperitoneal  operations,  half 
of  which  were  done  in  the  last  three  years,  1948 
to  1950,  in  these  days  of  whole  blood,  antibiotics, 
and  sulfonamides.  The  vast  majority  were  done 
for  frank  or  potential  infection. 

We  do  not  believe  that  sole  reliance  ought  to  be 
placed  on  blood,  sulfonamides,  and  antibiotics  in 
cases  of  infection.  Extraperitoneal  section  should 
be  done  in  addition.  Even  if  the  peritoneal  cavity 
be  entered  inadvertently  during  the  operation,  the 
patient  is  still  better  off  than  if  a transperitoneal 
operation  were  started.  It  is  obvious  that  we  be- 
lieve that  the  extraperitoneal  operation  and  the 
therapeutic  aides  mentioned  should  be  comple- 
mentary and  that  the  use  of  one  does  not  cancel 
out  the  other.  The  technic  for  the  extraperitoneal 
operation  is  readily  acquired  by  an  average  opera- 
tor, and  in  our  group  we  found  the  paravesical  or 
the  Norton  operation  the  easiest  of  all  the  technics. 
As  stated  by  Dr.  Pommerenke,  a neglected  par- 
turient may  have  her  uterus  saved  for  a future 
pregnancy  by  this  means. 


One  part  of  the  science  of  living  is  to  learn  just  what  our  own  responsibility  is,  and  to  let  other 
people’s  alone. — Harriet  Beecher  Stowe 


DIABETES  COMPLICATING  PREGNANCY 

William  P.  Given,  M.D.,  New  York  City 
( From  the  Department  of  Obstetrics  and  Gynecology,  New  York  Hospital) 


DIABETES  is  not  a contraindication  to  preg- 
nancy. With  rare  exception  the  diabetic 
questioning  the  advisability  of  undertaking  a 
pregnancy  should  be  assured  that  such  a course 
will  in  no  way  permanently  aggravate  her  dia- 
betes or  impose  a hazardous  outlook  on  her  fu- 
ture. It  should  be  stated  plainly  to  the  patient, 
however,  that  even  with  proper  care  the  chances 
for  a living  infant  are  reduced. 

The  patient  with  long-standing,  severe  dia- 
betes, with  advanced  vascular  disease,  hyper- 
tension, and  decreased  renal  function  is  an  ex- 
ceedingly poor  risk.  Whereas  such  a severe  dia- 
betic in  certain  instances  may  be  carried  safely 
through  a gestation,  her  chances  for  a living  in- 
fant are  under  50  per  cent. 

From  a historical  point  of  view,  the  subject  of 
diabetes  complicating  pregnancy  can  be  studied 
in  three  distinct  eras:  The  preinsulin  era  was  a 
time  when  few  diabetic  women  ever  became  preg- 
nant, and  those  who  did  aborted  or  delivered  a 
macerated  infant.  After  the  advent  of  insulin 
therapy  there  followed  a period  of  some  twenty 
to  twenty-five  years  during  which  time  more  and 
more  diabetics  became  pregnant.  In  general,  the 
diabetic  was  managed  as  a normal,  pregnant  indi- 
vidual. It  was  soon  ascertained  that  the  diabetic 
could  be  pregnant  without  any  deleterious  effects 
to  herself  but  that  there  was  an  appalling  fetal 
loss  ranging  from  30  per  cent  to  50  per  cent. 

The  last  ten  years  have  witnessed  a tremendous 
growth  of  interest  in  the  pregnant  diabetic. 
There  has  been  a growing  awareness  of  the  in- 
herent problems,  new  concepts  of  management 
have  been  introduced,  and  finally,  the  last  five 
years  have  been  rewarded  with  a lowering  of  the 
fetal  mortality  rate. 

What  did  we  learn  by  studying  the  patients 
with  diabetes  complicating  their  pregnancy? 
What  happened  to  those  diabetics  in  the  twenty- 
five  years  following  the  introduction  of  insulin,  a 
period  when  the  diabetic  was  handled  as  a nor- 
mally pregnant  individual  and  30  to  50  per  cent 
of  the  babies  were  lost? 

In  the  first  place  it  was  noted  that  there  was  a 
high  fetal  mortality  among  diabetic  patients 
even  if  they  were  pregnant  before  their  diabetes 
became  manifest.  The  prediabetic  did  almost 
as  poorly  as  the  overt  diabetic.  Her  babies  were 
unusually  large  and  displayed  the  same  features 
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that  infants  of  diabetics  show.  The  abortion 
rate  was  possibly  higher  than  average. 

It  was  learned  that  the  course  of  the  diabetic 
through  pregnancy  was  fraught  with  complica- 
tions as  regards  the  pregnancy  per  se  and  the 
control  of  the  diabetes.  In  pregnancy  the  insulin 
requirements  almost  invariably  increase.  There 
is  a greater  tendency  to  the  development  of  upper 
respiratory  and  urinary  tract  infections.  Both 
of  these  factors  explain  the  high  incidence  of 
bouts  of  acidosis  that  was  seen  to  occur  in  the 
diabetic  when  the  patient  was  handled  as  a nor- 
mal, pregnant  individual.  The  terrible  signifi- 
cance of  these  bouts  of  acidosis  was  that  often 
the  infant  died  in  utero  following  such  a period 
of  insulin  insufficiency. 

From  the  point  of  view  of  the  pregnancy,  it  was 
noted  that  the  diabetic  developed  a true  toxemia 
of  pregnancy  with  a frequency  four  to  five  times 
that  of  a normal,  pregnant  individual.  Again 
the  alarming  significance  was  that  whether  the 
pre-eclampsia  was  mild  or  severe,  the  appearance 
of  this  complication  often  was  followed  rapidly  by 
intrauterine  fetal  death.  It  further  was  noted 
that  in  the  hypertensive  diabetic,  the  hyperten- 
sion often  was  aggravated  with  the  appearance  of 
albuminuria  and  hemorrhages  in  the  evegrounds.  ' 
In  many  instances  it  was  impossible  to  distin- 
guish between  progression  of  true  hypertensive 
disease  or  superimposition  of  a true  toxemia  on 
the  hypertensive  state.  In  any  event,  intra- 
uterine fetal  death  was  associated  intimately  with 
progression  of  pre-existing  hypertension. 

A careful  study  of  the  diabetic  patient  re- 
vealed that  a significant  number  gained  excessive 
amounts  of  weight  despite  a normal  caloric  intake, 
became  edematous,  and  developed  hydramnios. 
Despite  the  absence  of  hypertension  or  albu- 
minuria, intrauterine  infant  death  was  noted  to 
follow  the  appearance  of  this  syndrome  of  edema, 
weight  gain,  and  hydramnios. 

Most  of  these  complications  appeared  suddenly 
between  the  thirtieth  and  thirty-fourth  week. 
In  summary,  then,  intrauterine  infant  deaths, 
accounting  for  roughly  a half  of  all  infant  deaths 
among  diabetics,  were  found  to  be  associated 
with  acidosis,  true  toxemia,  progression  of  pre- 
existing hypertension,  and  hydramnios,  all  com- 
plications which  the  patient  had  a considerably 
increased  chance  of  developing. 

This  was  not  the  end  of  the  story.  If  a dia- 
betic was  fortunate  enough  to  reach  term  and  go 
into  labor,  her  course  through  labor  and  delivery 
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was  hazardous.  In  the  first  place  significant  ob- 
stetric errors  were  made  in  allowing  diabetics 
with  excessive-sized  infants  to  deliver  from  below. 
Because  of  the  constant  tendency  to  underesti- 
mate the  weight  of  the  infant  and  the  normal  en- 
gagement of  the  head,  vaginal  delivery  was  at- 
tempted with  resulting  shoulder  impaction. 
Strenuous  efforts  to  deliver  the  infant  with 
shoulders  impacted  in  the  pelvis  often  resulted  in 
serious  trauma  and  in  the  death  of  the  baby. 
Roughly  10  per  cent  of  the  infants  presented  by 
the  breech,  which  is  three  times  a normal  aver- 
age; breech  presentation  with  its  inherent  mor- 
tality, coupled  with  an  excessive-sized  infant, 
accounted  for  a number  of  intrapartum  deaths. 
Finally,  over  a third  of  primigravid  diabetic  pa- 
tients had  labors  prolonged  over  thirty  hours, 
usually  due  to  poor  contractions  plus  a big  baby. 
The  higher  incidence  of  intrapartum  infection 
plus  difficult  forceps  accounted  for  some  infant 
deaths. 

In  summary,  roughly  one  fourth  of  the  babies 
were  lost  during  delivery.  The  high  incidence  of 
breech  presentation,  prolonged  labor,  and  the 
excessive  size  of  many  of  the  infants  were  factors 
responsible  for  their  deaths. 

Unfortunately,  the  problems  did  not  end  here. 
Were  the  pregnant  diabetics  so  unusually  for- 
tunate as  to  deliver  a living  baby,  the  neonatal 
complications  of  the  infant  were  many  and  se- 
rious. Besides  being  of  excessive  size,  the  baby  of 
a diabetic  mother  was  noted  to  have  a large 
amount  of  edema,  cyanosis,  and  weak  respiratory 
movements  with  considerable  rib  retraction. 
The  infants  were  weak,  listless,  and  poor  feeders. 
The  infants  often  succumbed  soon  after  birth,  or 
in  certain  instances,  even  though  the  immediate 
condition  of  the  baby  appeared  excellent,  the  in- 
fant went  into  collapse  and  died  in  twenty-four 
to  forty-eight  hours.  Autopsies  were  striking  in 
that  the  changes  found  were  those  seen  in  pre- 
mature infants.  A high  incidence  of  intracranial 
hemorrhage,  enlarged,  dilated  hearts,  sometimes 
occupying  two  thirds  of  the  chest  cavity;  lungs 
showing  primary  or  secondary  atelectasis  with 
bronchopneumonia  and  intrapleural  hemor- 
rhages ; livers  enlarged,  some  with  fatty  degenera- 
tions, increased  numbers  of  areas  of  extramedul- 
lary erythropoiesis  in  the  liver  and  spleen,  plus 
other  less  significant  findings,  were  noted.  In- 
tracranial hemorrhage,  heart  failure,  atelectasis, 
and  pneumonia  claimed  many  infants  in  the 
neonatal  period.  One  quarter  to  one  third  of  the 
infants  lost  died  after  delivery. 

It  can  be  stated  simply  that  the  diabetic  pa- 
tient runs  a great  risk  of  losing  her  infant  in 
utero,  usually  after  the  thirtieth  week.  Vaginal 
delivery  in  certain  cases  may  end  in  disaster,  and 
because  of  the  inherent  physiologic  immaturity 


of  the  infants  of  diabetic  mothers,  the  infant  has 
a great  chance  of  dying  after  birth. 

As  a result  of  this  past  experience,  two  funda- 
mental facts  become  obvious:  (1)  The  pregnant 
diabetic  cannot  be  managed  as  a normal  pregnant 
woman  without  disastrous  results.  (2)  The  in- 
fant of  a diabetic  mother  cannot  be  managed  as  a 
normal  infant  without  great  risk. 

The  first  principle  of  adequate  care  for  the 
pregnant  diabetic  is  frequent  observations.  The 
pregnant  diabetic  should  be  seen  every  week 
throughout  her  pregnancy.  Such  frequent  visits 
are  necessary  because  of  the  rapidity  with  which 
significant  complications  can  develop.  At  each 
visit  with  the  patient  in  the  fasting  state,  the 
usual  obstetric  observations  are  made,  i.  e.  weight, 
blood  pressure,  fetal  heart  rate,  and  height  are 
measured.  The  urine  is  examined  for  sugar, 
acetone,  and  albumin.  Blood  is  drawn  for  blood 
sugar  and  other  determinations  if  necessary.  The 
eyegrounds  are  examined  each  week.  Experience 
has  shown  that  even  the  well-controlled  diabetic 
suddenly  may  display  hemorrhages  or  transu- 
dates in  the  retina.  This  is  of  considerable 
prognostic  significance,  for  it  is  associated  with 
the  appearance  of  hydramnios  or  toxemia.  In- 
deed, the  severe  diabetic  may  show  transient 
hemorrhages  throughout  pregnancy.  These 
have  a tendency  to  resorb  without  specific  medi- 
cation. 

At  each  visit  the  patient  is  questioned  care- 
fully as  to  the  presence  of  symptoms  of  diabetes. 
After  the  urine  is  examined  the  insulin  dose  is 
adjusted  for  the  following  week.  It  has  been 
our  particular  practice  to  treat  our  patients  by 
the  clinical  technic,  i.e.  a reasonably  free  diet,  one 
dose  of  protamine  and  regular  insulin  in  a one 
to  two  ratio  in  the  a.m.  The  patient  is  con- 
sidered controlled  if  she  is  gaining  weight,  free  of 
the  symptoms  of  diabetes,  and  free  of  acetone. 
Glycosuria  is  disregarded.  We  have  taken  weekly 
blood  sugars  and  have  noted  that  these  values  in 
most  patients  are  not  significantly  high  even 
though  the  insulin  dosage  is  adjusted  by  clinical 
criteria;  the  fundamental  point  is  that  the  pa- 
tient should  be  kept  out  of  acidosis.  The  pa- 
tients test  their  morning  sample  of  urine  at  home 
for  acetone  between  visits.  The  insulin  require- 
ments will  increase  throughout  pregnancy  in 
most  patients,  the  greatest  increase  usually  oc- 
curring around  the  thirtieth  week. 

It  should  be  stated  unequivocally  that  there  are 
diabetic  patients  who  will  escape  all  of  the  com- 
plications discussed  and  who  safely  can  be  al- 
lowed to  go  to  term  and  deliver  vaginally.  In 
general,  the  patient  with  diabetes  of  short  dura- 
tion, which  developed  in  the  late  twenties, 
thirties,  or  older,  well  may  escape  serious  bouts  of 
acidosis,  toxemia,  and  hydramnios.  If  her  in- 
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fant  is  not  of  excessive  size  and  the  cephalopelvic 
relationship  is  good,  as  determined  clinically  and 
by  x-ray  pelvimetry,  spontaneous,  vaginal  de- 
livery may  be  allowed  without  undue  risk.  Dur- 
ing labor  the  patient  should  be  given  a continuous 
infusion  of  10  per  cent  glucose  in  water,  with  1 
unit  of  regular  insulin  for  every  2 Gm.  of  sugar,  at 
the  rate  of  2,000  cc.  every  twelve  hours.  No 
analgesic  agents  are  employed  because  of  their 
depressing  effect  on  an  infant  which  is  essen- 
tially immature.  Some  form  of  conduction  anes- 
thesia, carefully  given  and  supervised  to  avoid 
sharp  or  prolonged  drops  in  the  blood  pressure,  is 
the  anesthesia  of  choice.  Should  labor  become 
prolonged  or  vaginal  delivery  arduous,  delivery 
by  cesarean  section  is  recommended.  Even  if  the 
diabetic  patient  is  uncomplicated  and  vaginal 
delivery  is  accomplished,  the  infant  should  receive 
special  treatment  which  will  be  outlined  below. 

The  complicated  diabetic  requires  specific  and 
energetic  management.  Most  diabetics  have  an 
uneventful  course  until  after  the  thirtieth  week. 
Soon  thereafter,  often  quite  precipitously,  alarm- 
ing complications  may  appear. 

There  often  is  a sudden  increase  in  insulin 
requirements  around  the  thirtieth  week.  Pa- 
tients who  are  well  controlled  and  have  a 
normal  blood  sugar  one  week  may  display 
acetonuria  the  next.  Patients  who  suddenly 
develop  signs  of  insulin  insufficiency  should 
be  hospitalized  immediately  and  given  25  units  of 
regular  insulin  every  one-half  hour  covered  by 
adequate  fluid  and  carbohydrate  intake  until  the 
acetone  clears.  Thereafter,  the  patient  is  con- 
trolled, usually,  on  a mixture  of  protamine  and 
regular  insulin.  It  is  interesting  to  note  that  the 
insulin  requirements  suddenly  may  increase  as 
much  as  25  per  cent  in  several  weeks  tune. 

There  seem  to  be  few  patients  who  display 
this  phenomenon  of  sudden  increase  in  insulin 
needs,  who  do  not  display,  also,  or  develop,  other 
complications  at  the  same  time.  The  most  im- 
portant of  these  is  hydramnios. 

The  development  of  excessive  amounts  of 
amniotic  fluid  is  usually  an  acute  process.  In  a 
week’s  time  the  patient  may  gain  6 or  7 pounds, 
usually  develops  edema,  and  the  uterus  becomes 
considerably  distended  and  firm.  The  develop- 
ment of  hydramnios  is  an  ominous  sign.  The 
infant,  usually  edematous  and  in  exceedingly 
poor  condition,  may  die  unless  the  preg- 
nancy is  promptly  terminated.  We  have  come 
to  consider  hydramnios  the  most  significant  ante- 
partum complication,  because  of  its  associated 
high  fetal  mortality.  The  patient  with  hydram- 
nios and  edema  should  be  admitted  to  the  hospi- 
tal immediately  and  given  Mercuhydrin  and 
other  diuretics  as  well  as  a low  salt  diet.  A flat 
plate  of  the  abdomen  may  show  edema  of  the 
fetus  by  the  presence  of  an  area  of  radiotranslu- 


cency  surrounding  the  head  and  small  parts. 
The  edematous  patient  with  hydramnios  often 
displays  a profuse  diuresis  during  the  first  thirty- 
six  hours  after  the  administration  of  diuretics. 
The  amount  of  hydramnios  and  edema  of  the  in- 
fant do  not  seem  to  be  affected.  The  pregnancy 
should  be  terminated,  for  temporization,  in  the 
face  of  hydramnios,  will  often  result  in  fetal 
death. 

By  the  same  token,  the  appearance  of  pre- 
eclampsia, be  it  mild  or  severe,  is  an  indication  for 
termination  of  the  pregnancy  if  the  infant  is  con- 
sidered viable.  Many  patients  with  edema  and 
hydramnios  would  go  on  to  develop  pre-eclampsia 
if  the  pregnancy  were  not  terminated  prema- 
turely. The  recently  reported  lower  incidence 
of  toxemia  among  diabetics  certainly  reflects  the 
fact  that  more  and  more  patients  are  being  de- 
livered before  toxemia  develops.  The  patient 
with  pre-eclampsia  should  be  hospitalized  im- 
mediately and  as  soon  as  she  has  stabilized  should 
be  delivered  if  the  infant  is  considered  viable. 
Again,  temporization  may  result  in  infant  death 
in  utero.  It  is  reasonable  to  believe  that  once 
toxemia  or  hydramnios  has  developed  the  in- 
fant does  not  benefit  by  further  intrauterine  life. 
In  fact,  in  severe  pre-eclampsia  or  hypertensive 
diseases  the  infant  may  even  stop  growing. 

In  progression  of  pre-existing  hypertensive 
disease  with  the  appearance  of  albuminuria  and 
retinopathy,  which  may  occur  suddenly  after  the 
thirtieth  to  thirty-second  week,  the  patient  runs 
a great  chance  of  losing  her  infant  in  utero. 
Therefore,  the  pregnancy  should  be  terminated. 

No  definite  rule  as  to  the  exact  time  for  ter- 
mination of  the  pregnancy  can  be  made.  If  one 
is  exceedingly  fortunate,  the  patient  may  go  to 
term  without  complications.  Otherwise,  the 
termination  of  the  pregnancy  must  be  effected  as 
soon  as  the  obstetrician  feels  that  further  in- 
trauterine fife  for  the  fetus  is  hazardous.  The 
pregnancy  may  have  to  be  terminated  at  any 
time  from  the  thirty-second  week  to  term.  In 
rare  instances  one  may  be  forced  to  deliver  the 
patient  before  thirty-two  weeks.  In  our  series 
most  of  the  patients  were  delivered  between  the 
thirty-fourth  and  thirty-sixth  weeks. 

The  pregnancy  should  be  terminated  by  the 
easiest  method.  Cesarean  section  may  be  neces- 
sary to  deliver  the  patient  far  from  term.  If  in- 
duction and  vaginal  delivery  can  be  accomplished 
easily,  such  should  be  the  case.  It  can  be  stated 
unequivocally  that  infant  mortality  following 
section  is  just  as  high  as  following  vaginal  de- 
livery, if  the  cephalopelvic  relationship  is  good 
and  the  labor  and  delivery  easy.  Cesarean  sec- 
tion, per  se,  is  not  the  answer  to  lowering  the 
high  infant  mortality  in  diabetic  pregnancies. 
Section  is  merely  a means  of  premature  termina- 
tion of  the  pregnancy. 
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Cesarean  section  should  be  employed  routinely, 
however,  if  the  infant  is  of  excessive  size  and  pre- 
senting by  the  breech  or  if  labor  and  delivery  is 
arduous.  The  great  tendency  is  to  underestimate 
the  size  of  the  fetus  because  of  excessive  amounts 
of  amniotic  fluid  and  edema  of  the  anterior  ab- 
dominal wall.  Cesarean  section  should  be 
routinely  employed  if  the  infant  is  estimated  to 
weigh  4,500  Gm.  or  over.  One  must  exert  good 
obstetric  judgment  in  evaluating  the  diabetic  pa- 
tient as  to  mode  of  delivery. 

Preoperatively  the  patient  is  given  0.0004  Gm. 
of  atropine,  and  no  demerol  or  morphine  should 
be  used.  Conduction  anesthesia  should  be  em- 
ployed in  preference  to  the  inhalation  type  in 
order  to  eliminate  depression  of  the  infant.  Dur- 
ing the  procedure,  the  patient  is  given  an  infusion 
of  10  per  cent  glucose  in  water,  with  1 unit  of  in- 
sulin for  every  2 Gm.  of  sugar.  In  the  immediate 
twenty-four  hours  following  delivery  the  urine 
should  be  examined  every  two  hours  and  only 
regular  insulin  administered  if  necessary.  There 
usually  is  a marked  decrease  in  insulin  require- 
ments for  several  days  postpartum,  and  hypo- 
glycemic shock  readily  may  develop. 

The  prevention  of  neonatal  death  is  the  final 
goal.  The  care  of  the  newborn  infant  is  just  as 
important  as  the  care  of  the  mother.  Immedi- 
ately after  delivery  the  infant’s  nasopharynx  and 
upper  trachea  are  thoroughly  suctioned.  The 
stomach  then  is  suctioned,  for  the  infant  may  re- 
gurgitate and  aspirate  stomach  contents  with 
resulting  pneumonia  and  atelectasis.  When  the 
air  passages  are  thoroughly  clear,  the  infant,  re- 
gardless of  its  size  or  apparent  condition,  is  im- 
mediately transferred  to  an  incubator.  Oxygen  is 
administered  ’constantly.  Aspirations  of  the 
nasopharynx  and  examinations  for  signs  of  heart 
failure  are  made  at  one-half  hour  intervals  for 
twenty-four  hours.  The  development  of  a large 
liver  and  cyanosis  plus  the  finding  of  a large 
heart  on  fluoroscopy  are  indications  for  immediate 
digitalization.  There  may  be  a considerable 
amount  of  primary  atelectasis  with  evident  rib  re- 
traction and  abdominal  breathing.  Penicillin 
and  streptomycin  should  be  used  to  prevent  pneu- 
monia in  such  atelectatic  infants.  No  fluids  or 
glucose  need  be  administered  until  all  clinical 
evidence  of  edema  has  disappeared.  The  im- 
mediate care  of  the  infant  of  a diabetic  mother 
encompasses,  then,  heat  and  oxygen,  digitaliza- 
tion, the  administration  of  antibiotics,  and  dehy- 
dration. If  the  infant  survives  the  first  several 
days,  improvement  thereafter  is  usually  rapid, 
and  normal  care  can  be  instituted. 

The  role-  of  replacement  hormone  therapy  is 
not  clear.  We  have  not  employed  hormone  re- 
placement therapy  because  it  is  difficult  to  see 
how  such  medication  can  prevent  the  complica- 
tions which  lead  to  fetal  death.  The  most  signifi- 


cant fact  is  that  the  advocates  of  hormone  re- 
placement therapy  also  treat  their  diabetics  as 
outlined  in  this  paper.  The  great  danger  is  that 
the  physicians  assume  that  hormone  therapy  is  a 
substitute  for  good  care.  It  cannot  be  empha- 
sized too  strongly  that  hormone  replacement 
therapy  or  cesarean  section  is  not  the  answer  to 
the  successful  treatment  of  the  pregnant  dia- 
betic. 

525  East  68th  Street 

Discussion 

Alvin  J.  B.  Tillman,  M.D.,  New  York  City. — 
Dr.  Given  has  presented  the  results  of  the  experience 
in  the  care  of  the  pregnant  diabetic  patient  gained 
at  one  of  the  great  obstetric  institutions  in  this 
country.  His  comparatively  short  presentation  is 
most  inclusive  and  permits  very  little  disagreement. 
The  views  he  expresses  have  been  derived  by  means 
of  critical  re-examination  of  results  over  a period  of 
years  and  with  few  exceptions  could  be  my  own. 

The  chief  problem  in  the  management  of  diabetes 
in  pregnancy  today  concerns  itself  with  fetal  salvage. 
Maternal  mortality  has  been  practically  nonexistent 
for  years  except  in  those  patients  whose  diabetes 
was  complicated  by  severe  vascular  and  renal  dis- 
ease. 

As  Dr.  Given  has  said,  during  pregnancy  the  in- 
sulin requirements  of  any  individual  are  unpredict- 
able, and  frequently,  although  not  invariably,  sud- 
denly increase.  Acidosis  can  occur  suddenly  in  an 
apparently  well-regulated  individual,  and  in  my  ex- 
perience, in  the  absence  of  the  usual  instigating 
causes.  Toxemia  of  pregnancy,  hypertension,  and 
edema  occur  in  at  least  one  third  of  the  patients. 

These  antepartum  complications  should  be  ex- 
pected in  the  diabetic  patient,  and  all  of  them  are 
hazardous  to  the  fetus  and  are  responsible  for  its 
death  in  utero.  Proper  management,  therefore, 
implies  close  supervision  at  short  intervals  and  fre- 
quent examinations,  including  urinalysis  and  blood 
sugar,  as  well  as  carbon  dioxide  combining-power 
determinations.  Nevertheless,  in  spite  of  ideal  care 
of  the  mother,  large  babies  frequently  are  en- 
countered, and  difficult  vaginal  deliveries  are  com- 
mon. Labor  then  also  can  be  hazardous  for  the  in- 
fant and  requires  good  obstetric  judgment  in  regard 
to  the  method  of  delivery. 

Many  infants  succumb  following  delivery.  Dr. 
Given  described  the  autopsy  findings  in  these  deaths 
as  those  seen  in  premature  infants.  In  a series  re- 
ported at  Sloane  Hospital,  36  per  cent  of  the  live 
infants  were  delivered  before  the  thirty-eighth  week. 
Because  of  their  excessive  size  it  is  impossible  to 
define  prematurity  in  these  babies  by  weight. 

Throughout  the  United  States  today,  diabetes  in 
pregnancy  is  managed  by  three  different  technics. 
The  results  to  the  fetus,  however,  are  identical. 

Priscilla  White  employs  the  hormone  replacement 
technic  together  with  supervision  of  the  diabetes 
and  delivery  by  section  in  75  per  cent  of  her  cases. 
Dr.  Given  and  others  influenced  by  Tolstoi  have 
described  the  “clinical  technic.”  The  majority  of 
us  use,  as  Mosenthal  has  described,  “the  middle  of 
the  road”  technic. 
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The  theoretic  basis  for  the  employment  of  stil- 
bestrol  and  allied  products  is  confusing  and  contra- 
dictory. Reis,  De  Casto,  and  Allweiss  discuss  the 
theoretic  aspects  of  this  subject  fully  in  their  mono- 
graph. In  the  few  carefully  chosen  cases  which  I 
have  observed  the  use  of  stilbestrol  did  not  alter  or 
influence  the  appearance  of  toxemia,  onset  of  pre- 
mature labor,  or  prevent  death  in  utero.  Although 
Dr.  Given  speaks  of  a reasonably  free  diet  covered  by 
insulin,  the  description  of  the  care  of  his  patients 
suggests  that  it  is  identical  with  that  of  the  more 
strict  regime.  Weekly  blood  sugar  determination 
does  not  imply  that  hyperglycemia  is  permitted, 
and  glycosuria  in  pregnant  patients  is  a fact  well- 
known.  At  least  30  to  40  per  cent  in  a series  of  2,000 
nondiabetic  patients  at  Sloane  Hospital  showed  gly- 
cosuria at  some  time  throughout  pregnancy. 

The  middle  of  the  readers  strive  to  maintain 
normal  blood  sugar  values  and  the  absence  of  gly- 
cosuria. This  can  be  accomplished  in  many,  though 
not  all  patients,  without  too  much  disturbance  to 
the  individual  during  pregnancy.  Although  the 
results  during  pregnancy  in  regard  to  fetal  survival 
seem  identical  by  both  methods,  in  the  follow-up, 
when  the  effects  of  hyperglycemia  and  glycosuria 
may  assume  significance,  the  careful  studies  of 
Jackson  and  his  associates  indicate  that  the  level  of 
control  is  important.  These  authors  examined  75 
patients  of  208  juvenile  diabetics,  ten  to  more  than 
twenty  years  after  the  origin  of  their  disease,  and 
concluded  that  “the  level  of  control  as  well  as  the 
duration  of  the  disease  is  an  important  factor  in- 
fluencing degenerative  changes,  and  good  control 
will  delay  and  possibly  prevent  degenerative 
changes.” 

As  the  controversy  inherent  in  these  different 
methods  of  management  is  reviewed,  it  becomes 
clear  that  all  of  the  methods  try  to  achieve  preven- 
tion of  diabetic  complication,  early  delivery  by  the 
method  which  sound  obstetric  judgment  indicates 
at  that  time,  and  expert  pediatric  care.  While 
cesarian  section  is  comparatively  safe  today,  its 
mortality  must  be  compared  with  that  of  vaginal 
delivery  before  it  is  employed  routinely  in  any  dis- 
ease. As  Dr.  Given  points  out,  it  is  a method  of 
interception  of  pregnancy,  and  babies  still  die 
following  its  use. 

Ward  L.  Ekas,  M.D.,  Rochester. — This  paper 
which  Dr.  Given  has  presented  serves  a very  useful 
purpose  in  keeping  before  us  the  fact  that  the  pres- 
ence of  diabetes  mellitus  in  an  individual  is  not  in- 
compatible with  pregnancy  and  delivery,  if  the 
patient  is  followed  carefully  by  an  internist  and  ob- 
stetrician. In  the  historical  part  of  his  paper  he 
mentions  the  tragedy  that  formerly  was  associated 
with  diabetes  and  pregnancy  and  also  the  fact  that 
this  tragedy  was  kept  to  a minimum  because  these 
patients  seldom  became  pregnant,  a fact  which  in 
itself  is  frequently  tragic  to  a married  couple.  He 
so  ably  has  covered  the  story  of  diabetes  and  preg- 
nancy that  I can  emphasize  only  in  my  remarks  some 
of  the  points  that  seem  important  to  me. 

First,  the  treatment  of  each  individual  patient 
must  be  individualized,  and  at  no  time  can  one 
generalize  in  the  treatment.  Individual  problems  of 


infection,  toxemia,  etc.,  though  seen  in  many  pa- 
tients, are  presented  differently  by  each  patient. 

Second,  the  care  of  the  patient  during  the  preg- 
nancy is  the  joint  responsibility  of  the  internist  and 
obstetrician.  The  actual  care  of  the  diabetes  should 
always  be  in  the  hands  of  an  internist.  The  patient 
must  be  studied  thoroughly  to  establish  the  diagnosis 
as  well  as  the  severity  of  the  disease.  She  must  not 
only  be  followed  regularly  but  instructed  to  report 
promptly  any  symptoms  of  infection,  toxemia,  etc. 
It  is  well  to  hospitalize  the  patient  when  any  com- 
plication appears.  I think  it  is  a good  plan  for  the 
internist  and  obstetrician  to  alternate  the  visits  of 
the  patient  so  that  she  is  seen  at  regular,  weekly 
intervals.  I agree  with  Dr.  Given  that  it  is  not 
necessary  to  keep  the  urine  sugar  free,  but  the  dia- 
betes must  be  kept  under  control  either  with  or 
without  insulin  therapy. 

The  age  of  the  patient  unquestionably  has  an  in- 
fluence on  the  prognosis,  the  older  patient  giving  the 
poorer  prognosis.  It  has  not  been  the  policy  on  our 
service  to  use  large  amounts  of  hormone  therapy, 
but  a moderate  dosage  is  used  in  some  cases. 

Third,  the  appearance  of  complications,  particu- 
larly a toxemia,  is  an  ominous  omen  for  action. 
However,  there  is  an  optimum  time  to  terminate  the 
pregnancy,  and  one  must  evaluate  very  carefully 
the  size  of  the  baby  or,  might  I better  say  in  this 
case,  the  age  of  the  baby,  since  many  of  them  seem 
to  be  larger  than  their  age  would  indicate.  It  does 
not  behoove  us  to  deliver  a premature  baby  only  to 
have  it  die  shortly  of  prematurity.  It  has  been 
shown  that  many  of  these  babies  may  be  term  in 
weight,  but  their  organs  and  tissues  are  premature. 
This  also  may  be  true  of  the  oversized  babies  that 
so  frequently  are  seen. 

Fourth,  I believe  it  is  a good  plan  to  take  an  x-ray 
of  the  patient’s  abdomen  before  a decision  is  made 
concerning  the  type  of  delivery  that  is  anticipated. 
The  position  of  the  baby  as  well  as  any  congenital 
anomalies  will  be  revealed.  I take  liltle  cognizance 
of  the  estimated  size  of  the  baby  as  interpreted  by 
an  x-ray,  since  in  my  experience  it  is  usually  over- 
estimated. 

Fifth,  the  type  of  delivery  must  be  a matter  of 
decision  on  the  part  of  the  obstetrician.  If  the 
patient  is  a multipara  or  even  a primipara  with  a 
soft  or  “ripe”  cervix  and  the  presenting  part  fairly 
well  in  the  pelvis,  she  can  be  induced  and  delivered 
through  the  birth  canal.  If  the  patient  is  a primi- 
para or  multipara  with  a long  closed  and  hard 
cervix,  cesarean  section  is  undoubtedly  the  choice  of 
procedure  for  delivery.  We  all  have  had  experience 
with  inductions  w’here  the  cervix  was  not  “ripe” 
or  soft.  The  patient  not  only  did  not  go  into  labor 
for  a time  but  had  a long  labor  as  well.  A carefully 
judged  time  for  delivery  is  one  of  the  niceties  of  judg- 
ment in  these  cases.  I prefer  to  carry  the  patient  to 
the  thirty-sixth  to  thirty-eighth  week  if  she  is  doing 
well.  Certainly  the  fetal  mortality  increases  if 
delivery  is  effected  much  earlier. 

Sixth,  the  care  of  the  baby  should  be  intrusted  to 
a pediatrician  immediately  after  delivery  to  guard 
against  the  fetal  complications  of  anoxia,  hypo- 
glycemia, etc. 
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THE  age  of  Hippocrates  and  Galen  was  the 
age  of  empiricism ; the  age  of  Sydenham  and 
John  Hunter  was  the  age  of  diagnostic  acumen 
, and  anatomy;  the  age  of  Osier  was  the  age  of 
the  clinicopathologic  conference  and  of  thera- 
peutic nihilism;  the  age  of  Menninger  is  the  age 
of  psychiatry.  This  latest  branch  of  medicine 
is  the  mark  of  our  time  and  well  it  might  be. 
According  to  Cooke,  95  per  cent  of  human  suf- 
fering is  mental.1  Hunter  says  that  50  per  cent 
of  all  cases  in  general  medical  clinics  are  mental.2 
Parran  stated  that  there  are  8,000,000  psychi- 
cally ailing  in  the  United  States.3  Pratt  says, 
“More  than  half  the  beds  in  hospitals  are  for 
mentally  ill  patients.  More  than  one-half  of 
all  symptoms  and  complaints  of  patients  can 
not  be  explained  on  an  organic  basis.”4  Hunter 
also  mentions  that  a great  threat  to  our  present 
system  of  medical  care  is  that  in  this  age  of  in- 
creased leisure,  there  is  more  introspection  which 
leads  to  the  development  of  many  ills  which  were 
formerly  unknown  when  people  were  busy.2 
Hence,  people  demand  more  attention,  more 
nurses,  doctors,  and  beds.  We  must  reduce  the 
number  of  these  cases,  if  we  are  to  avoid  a radical 
change  in  our  present  system  of  medical  service, 
and  if  we  are  to  assure  proper  hospitalization  for 
the  acutely  ill. 

Psychiatry,  however,  is  the  answer  to  the  deep- 
seated  belief  and  longing,  so  well  expressed  by 
that  great  portrayer  of  human  emotions,  William 
Shakespeare.  When  Macbeth’s  wife  is  troubled 
with  “thick-coming  fancies”  that  keep  her  from 
her  rest,  Shakespeare  has  the  king  cry  out: 

“Canst  thou  not  minister  to  a mind  diseased, 
Pluck  from  the  memory  a rooted  sorrow; 

Raze  out  the  written  troubles  of  the  brain; 

And  with  some  kind  oblivious  antidote 
Purge  the  stuffed  bosom  of  the  perilous  stuff 
That  weighs  upon  the  heart?” 

To  which  the  court  physician,  definitely  not  a 
psychiatrist,  replies,  “Therein  the  patient  must 
minister  to  himself.” 

The  limitations  of  the  power  of  the  psyche 
are  expressed  in  the  statement  of  Jesus:  “Which 
of  you,  by  taking  thought,  can  add  one  cubit 
unto  his  stature?”  Between  these  two  extremes 
lies  a realm  in  which  there  are  many  phases  of 
I physical  disorders  which  have  a definite  basis 
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in  the  many  variations  of  the  human  psyche — 
that  terrible,  awesome  repository  of  fear,  hatred, 
envy,  adoration,  love. 

In  no  field  of  medicine  do  the  elements  of 
psychiatry  have  more  significance  than  in  obstet- 
rics and  gynecology.  Perhaps  it  is  because 
this  branch  of  medicine  involves  consideration  of 
the  most  fundamental  attribute  of  the  human 
race,  in  fact,  its  raison  d’etre,  namely,  the  process 
of  reproduction,  and  of  the  agent,  woman,  to- 
gether with  the  processes  of  adolescence,  puberty, 
pregnancy,  and  childbirth,  and  the  twilight  of 
the  childbearing  epoch,  the  menopause. 

As  a preface,  may  we  make  the  general  state- 
ment that  from  childhood  woman  is  conditioned 
by  taboos,  fears,  superstitions,  an,d  traditions 
which  make  her  response  to  the  phenomena  of 
the  various  epochs  in  her  life  more  easily  under- 
stood and  more  rational  when  studied  from  the 
standpoint  of  psychiatric  approach.  She  is 
conditioned  to  anticipate  pain,  suffering,  and 
travail  from  early  childhood.  If  she  is  devout, 
she  finds  little  comfort  in  the  fact  that  the  men- 
struating woman  was  regarded  under  Mosaic 
law  as  unclean  and  required  to  undergo  rites  of 
purification.  When  “the  custom  of  women” 
was  upon  her,  she  was  outside  the  pale.  Preg- 
nancy and  parturition  were  the  curse  of  Eve. 
“In  sorrow  shalt  thou  bring  forth  children.” 
Nor  has  the  literature  of  the  ages  offered  much 
to  allay  the  fears  of  childbirth.  The  fact  that 
the  mother  “entered  the  valley  of  the  shadow'” 
to  produce  a new  life  is  more  often  the  picture 
burned  into  her  impressionable  brain,  rather  than 
the  joy  of  giving  life  and  perpetuity  to  the  race! 
Bad  health  and  invalidism  were  usually  described 
as  natural  sequelae  of  childbirth.  The  mother 
was  “never  the  same”  after  the  baby  came.  Un- 
til relatively  recent  times,  the  pregnant  woman 
rarely  set  foot  outside  her  household. 

In  the  light  of  such  traditional  ideas  and  at- 
titudes, the  behavior  of  some  of  our  present  genera- 
tion may  be  explained  on  a psychiatric  basis. 
If  such  is  the  teaching  that  girls  receive  from 
their  mothers,  is  it  any  wonder  that  we  observe 
in  the  adolescent  certain  very  definite  reactions 
of  exhibitionism  in  dress  and  conduct?  Why 
do  many  teen-age  girls  smoke,  drink,  use  nar- 
cotics, even  become  involved  in  acts  of  crime 
and  promiscuity?  Is  it  not  perhaps  a revolt 
against  their  pictured  lot,  an  attempt  at  mas- 
culinization,  a defense  mechanism  against  the 
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idea  that  women  are  still  characterized  as  weak, 
subordinate  to,  and  unequal  to  the  male?  Many 
of  the  phases  of  psychiatric  behavior  in  the  life 
of  women  are  explainable  upon  the  basis  of  a 
revolt  against  that  state  to  which  for  generations 
she  has  been  unjustly  and  unfairly  relegated 
by  traditions,  regulations,  and  prohibitions. 

The  response  of  the  psyche  to  physical  stimuli 
presents  wide  variations.  A woman  in  labor 
may  appear  to  experience  the  very  acme  of  pain 
with  her  contractions.  She  may  complain 
just  as  bitterly  when  the  nurse  administers  a 
sedative  hypodermic.  Thus,  an  accurate  eval- 
uation of  pain  perception  is  difficult  to  obtain. 
Thanks  to  the  work  of  Javert  and  Hardy,5 
there  appears  some  possibility  of  measuring 
accurately  and  practically  the  intensity  of  pain. 
It  is  unlikely,  however,  that  we  shall  ever  develop 
a reliable  method  of  measuring  the  degree  of 
psychic  response  to  the  stimuli  of  pain  or  the 
fear  of  pain.  Herein  lies  most  of  the  drama  of 
disease,  however,  in  the  response  of  the  human 
psyche  to  pain  and  the  disorders  of  body  and 
mind  which  are  either  the  cause  of  or  the  result 
of  pain. 

Our  study  of  psychosomatic  factors  in  this 
field  is  best  illustrated  by  considering  the  aspects 
of  menstruation,  pregnancy,  childbirth,  and  the 
menopause.  Many  of  the  functional  disorders 
of  these  phases  have,  in  the  past,  been  explained 
on  a physical  basis.  Many  such  patients  have 
been  subjected  to  surgery  with  no  results  except 
physical  mutilation  and  more  psychic  trauma. 
Consider  the  matter  of  uterine  retroversion, 
once  so  frequently  regarded  as  the  prime  cause 
of  backache.  Recall  the  various  ingenious  opera- 
tions for  its  correction,  operations  theoretically 
and  mechanically  perfect.  Yet  women  continued 
to  have  backache. 

Today  we  know  that  many  of  these  backaches 
have  a psychic  background,  that  uterine  suspen- 
sion is  not  the  treatment!  This  operation  today 
is  employed  only  in  cases  which  experience  defi- 
nite relief  following  the  trial  of  a pessary.  In 
these  cases  only  is  there  an  indication  for  the 
operation. 

Let  him  who  contends  that  we  have  no  proof 
for  our  assertion  that  many  ills  in  obstetrics 
and  gynecology  depend  upon  a psychosomatic 
background  be  reminded  that  the  psychic  factors 
of  worry,  stress,  and  strain  similarly  invite  peptic 
ulcer,  colitis,  asthma,  migraine,  hypertension, 
and  coronary  disease.  If  such  anxiety  stresses 
may  cause  these  lesions  in  various  organs,  it  is 
also  reasonable  to  assume  that  psychic  stimuli 
can  set  up  pathologic  reactions  in  the  reproduc- 
tive organs.  A typical  case  is  that  of  a woman, 
pregnant  with  twins  at  four  months,  who  prompt- 
ly aborted  when  advised  of  the  death  of  her 


parents  in  an  auto  accident.  During  the  war 
it  was  my  lot  to  attend  many  women  whose 
husbands  were  overseas.  They  complained  of 
many  ailments,  amenorrhea,  oligomenorrhea, 
dysmenorrhea,  menometrorrhagia,  etc.  Most  of 
such  subjective  symptoms  vanished  on  the  re- 
turn of  their  husbands,  or  upon  receipt  of  the 
news  that  they  had  been  discharged  and  were 
on  their  way  home. 

In  the  presence  of  danger,  there  may  be  pallor, 
dry  mouth,  faintness,  tachycardia,  dyspnea, 
elevated  blood  pressure,  and  even  incontinence 
of  urine  or  feces.  Selye  has  definitely  estab- 
lished the  response  of  the  organism  to  stress  by 
increase  in  adrenal  output.6  Hench  reports 
that  stimulation  of  the  adrenal  by  a hormone 
causes  more  adrenaline  to  be  thrown  into  the 
blood  stream.7  This  phenomenon  has  had  far- 
reaching  effects  in  stimulating  the  resources  of 
the  body  to  resist  disease.  Walser  states  that 
fear,  leading  to  tension,  may  disrupt  the  repro- 
ductive function  in  devious  ways,  that  the  ulti- 
mate ramifications  of  its  effects  can  alter  the 
physiology  of  the  human  organism.8  Says  he: 
“If  fear  can  cause  increased  adrenaline  secretion, 
sympatheticatonia,  increased  pulse  rate  and  hy- 
pertensive states,  why  can  not  a similar  origin 
be  the  basis  for  hypertensive,  toxemic  conditions 
in  the  pregnant  patient?”  Since  one  of  the  char- 
acteristics of  the  toxemia  of  pregnancy  is  angio- 
spasm, we  believe  that  his  reasoning  is  logical. 

Menstruation  marks  the  advent  of  puberty 
in  the  adolescent  girl.  The  adolescent  who 
resists  her  feminine  role  may  manifest  many 
emotional  symptoms:  nervousness,  depression, 
a sense  of  rebellion  or  rejection.  This  attitude 
may  pass,  and  she  may  accept  the  feminine 
role  and  become  a normal  wife  and  mother,  or 
her  subconscious  rejection  of  her  role  may  later 
result  in  frigidity,  dyspareunia,  perhaps  even 
habitual  abortion  or  sterility  in  married  life. 
The  aggressive  type  of  girl  may  become  irri- 
table; the  opposite  type  may  become  conditioned 
to  excessive  care  and  remain  dependent  and  im- 
mature emotionally  the  remainder  of  her  life. 
One  may  later  have  premenstrual  tension  and 
anxiety  and  show  relief  when  the  menses  indi- 
cate she  is  not  pregnant.  Another  may-  show 
disappointment  at  its  appearance  because  she 
knows  she  has  failed  to  conceive.  Still  another, 
with  the  onset  of  her  first  period,  may  experience 
a feeling  of  guilt,  or  shame,  having  received  the 
impression  that  the  discharge  is  evidence  of 
injury  or  mutilation.  During  menstruation 
and  the  premenstrual  period,  the  emotions  of 
women  are  in  a state  of  unstable  equilibrium. 
Cooke  mentions  that  a study  of  criminal  records 
in  Paris  over  a stated  period  revealed  that  84 
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per  cent  of  crimes  of  violence  by  women  occurred 
during  the  menses  or  immediately  preceding 
this  time.1 

The  most  amazing  anomaly  of  menstruation 
is  amenorrhea  due  to  psychic  causes.  One 
entity  which  can  be  explained  only  upon  a psy- 
chic basis  is  pseudocyesis,  or  simulated  preg- 
nancy. We  observe  here  enlargement  of  the 
breasts,  pigmentation  of  the  areolae,  weight 
gain,  development  of  the  characteristic  contour 
of  the  abdomen,  appearance  of  milk  in  the  breasts, 
even  increase  of  estrogens  in  the  urine,  in  short, 
all  of  the  subjective  and  physical  changes  of 
pregnancy,  except  increase  in  uterine  size.  These 
cases  usually  occur  in  women  late  in  the  child- 
bearing period,  in  women  who  earlier  have  re- 
jected the  idea  of  pregnancy,  but  who  later 
become  obsessed  with  the  conviction  that  they 
are  pregnant.  Some  are  women  guilty  of  illicit 
sex  relations  who  are  sure  that  their  indiscretion 
is  coming  to  light.  Others,  having  refused  the 
role  of  motherhood  earlier  in  life,  long  for  the 
privilege  later,  unconsciously  hoping  that  this 
change  in  attitude  may  serve  as  expiation  for 
their  previous  guilty  rejection.  Cases  of  this 
i sort,  under  an  anesthetic,  present  a normal  con- 
tour of  the  abdomen.  When  such  a woman  is 
examined  and  definite  proof  of  absence  of  preg- 
nancy is  patiently  exhibited,  she  may  be  con- 
vinced, and  the  symptoms  may  disappear.  Such 
; cases  are  interesting  in  that  they  may  occur  in 
{ women  with  good  ovarian  function  as  evidenced 
by  vaginal  smears,  estrogen  assays,  and  endo- 
metrial  biopsies.  Whatever  the  exact  explana- 
tion of  the  manner  through  which  psychic  in- 
fluences bring  about  this  intriguing  condition, 
the  fact  remains  that  it  cannot  be  explained  on 
any  physical  or  endocrine  basis. 

There  are  quite  divergent  explanations  of 
■■  dysmenorrhea  or  painful  menstruation.  Some 
i would  explain  it  as  due  altogether  to  physical 
causes;  others  would  attribute  it  wholly  to 
1 psychic  causes.  Perhaps  there  is  some  of  both 
in  the  etiology.  Many  cases,  no  doubt,  are 
manifestations  of  emotional  conflict.  Dys- 
menorrhea may  occur  in  the  aggressive,  tomboy 
type  of  girl,  the  boisterous  type  who  deeply 
resents  the  appearance  of  the  menses  as  a defi- 
nite obstacle  to  being  a boy  or  assuming  the 
I masculine  role.  There  may  be  hostility  toward 
the  mother,  because  she  brought  her  into  the 
I world  to  live  as  a woman,  and  toward  men  whom 
she  envies.  Again,  the  condition  may  occur  in 
a definitely  contrasting  type,  that  of  the  com- 
plaining, dependent  child,  never  reaching  mental 
maturity.  In  such  cases  dysmenorrhea  provides 
a method  of  focusing  attention  upon  their  de- 
pendence, or  provides  a cause  for  complaint. 

That  a large  number  of  these  cases  will  re- 


spond to  the  psychotherapy  of  suggestion  has 
been  demonstrated  by  some  research  at  Vassar 
by  the  college  physician.  Excuse  from  classes 
and  intramural  activities  was  frowned  upon,  an 
esprit  de  corps  was  developed  which  caused 
absence  from  school  work  to  be  regarded  as  a 
sign  of  weakness,  a sign  of  abnormality,  rather 
than  a mark  of  femininity.  Once  this  idea  was 
established,  loss  of  time  due  to  dysmenorrhea 
was  reduced  to  a surprising  minimum. 

Pregnancy  and  childbirth  are  approached  by 
women  with  varying  emotions.  Cooke  says 
that  two  primal  instincts  are  here  in  conflict, 
the  maternal  instinct  and  what  he  calls  pregno- 
phobia.1  This  is  understandable.  Since  child- 
hood, the  girl  has  heard  much  about  the  seamy 
side  of  motherhood.  To  the  introspective  girl, 
there  must  occur  moments  of  fear,  dread,  ap- 
prehension, and  doubt  as  to  whether  she  will 
live  through  the  experience.  A certain  amount 
of  such  reflection  occurs,  I feel,  in  almost  all 
cases.  In  everyone  there  must  be  periods  of 
qualm.  During  pregnancy  there  are  certainly 
enough  fears  to  invite  an  anxiety  state.  Many 
such  fears  and  anxieties  originate  from  selfish 
impulses,  but  not  all.  There  is  the  fear  of  being 
less  attractive,  during  both  pregnancy  and  lacta- 
tion, through  the  loss  of  figure,  which  may  result 
in  a loss  of  sexual  attraction  and  diminution  of 
the  husband’s  affection.  There  is  the  fear  of 
the  older  woman  who  has  heard  that  her  chances 
of  survival  are  fewer  than  that  of  younger  women. 
There  is  the  fear  of  subsequent  invalidism, 
or  fear  of  a marked,  defective,  or  stillborn  baby. 
There  may  be  other  factors,  domestic,  social, 
and  economic.  There  may  be  rebellion  that  the 
pregnancy  occurred  at  the  wrong  time.  The 
fact  is  that  to  most  people  there  never  seems  to 
be  a propitious  time.  Relatively  few  pregnancies 
are  planned.  The  bride  may  never  menstruate 
after  marriage.  She  feels  somewhat  overwhelmed 
that  pregnancy  has  intervened  so  soon.  There 
has  been  too  little  time  to  get  adjusted  to  home 
life,  too  little  time  to  share  with  her  husband 
alone.  Hence,  there  is  often  an  unconscious 
jealousy  toward  the  fetus,  as  one  coming  between 
the  woman  and  her  husband.  Again,  there  is 
always  the  economic  factor  to  cause  worry. 
There  is  resentment  that  the  baby  is  coming 
before  the  couple  are  prepared  or  can  “afford”  it. 
The  plans  for  a new  car,  for  erecting  a new  home, 
or  for  the  husband  to  get  his  degree,  all  must  be 
set  aside  for  the  advent  of  the  baby.  The  hospi- 
tal must  be  paid,  and  the  doctor,  too,  she  hopes. 
The  occurrence  of  a second  or  third  pregnancy 
“too  soon,”  in  the  mind  of  the  mother,  only  ac- 
centuates tension  and  rebellion.  Such  reactions 
may  well  bring  on  various  emotional  disturbances 
and  psychic  manifestations  of  various  pains, 
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digestive  disorders,  headaches,  backaches,  pares- 
thesias, etc. 

Let  me  voice  my  greatest  concern  about  the 
present  younger  generation  and  the  times  in 
which  they  have  to  live.  In  too  many  cases, 
through  factors  which  they  cannot  control,  both 
members  of  the  household  must  work.  This 
situation  was  recently  glowingly  reported  in  a 
popular  magazine.  As  a physician  who  is  called 
upon  to  serve  these  couples,  I see  no  good  in  it, 
and  I am  concerned  about  the  future  of  these 
children.  It  is  too  much  to  expect  the  wife 
to  be  a breadwinner  and  a childbearer  at  the 
same  time.  I do  not  believe  she  should  be  ex- 
pected to  help  educate  her  husband,  help  pay 
for  the  house,  and  have  two  or  three  children  on 
the  side.  Such  an  arrangement  does  not  make 
for  domestic  felicity;  it  is  unfair  to  the  children; 
it  wrecks  many  homes.  Many  such  women, 
having  worked  outside  the  home  for  years,  are 
unwilling  to  return  after  the  family  has  achieved 
a measure  of  economic  security.  Having 
learned  to  earn  money,  the  woman  desires  to  con- 
tinue to  satisfy  the  many  wants  which  increased 
income  has  engendered.  It  is  a vicious  cycle. 
It  bodes  no  good  for  the  home  or  society.  The 
remedy  I do  not  know,  but  I have  a sneaking 
suspicion  that  it  does  not  lie  in  the  direction  of 
inflation. 

If  pregnancy  is  the  greatest  achievement  of 
woman,  infertility  or  sterility  are  to  her  an  evi- 
dence of  failure  of  her  mission  in  life.  Perhaps 
this  attitude  explains  many  cases  of  dyspareunia 
and  frigidity,  as  well  as  vaginismus. 

Many  cases  of  infertility  and  sterility  are  un- 
explainable on  a physical  basis.  There  is  evi- 
dence of  gonadal  activity  in  both  partners, 
established  by  various  tests,  yet  no  pregnancy 
ensues.  That  psychic  factors  have  their  in- 
fluence there  can  be  no  doubt,  but  documentary 
proof  of  this  fact  is  difficult  to  establish.  Most 
patients  exhibiting  sterility  fall  into  the  physi- 
cally and  emotionally  immature,  or  into  the  ag- 
gressive, masculine,  competitive  types.  She 
who  unconsciously  rejects  will  sabotage  all  plans 
and  efforts  which  invite  pregnancy.  She  will 
avoid  coitus  at  ovulation  time,  break  appoint- 
ments with  her  doctor,  change  doctors  frequently. 
Outwardly  she  appears  persistent  in  efforts  to 
conceive,  but  the  dynamics  of  rejection  are  in 
the  subconscious  level.  Marsh  and  Vollmer 
contend  that  psychogenic  influences  may  cause 
vascular  changes  such  as  engorgement,  and  vasodi- 
lation, increase  in  ovarian  weight  and  impair- 
ment of  the  growing  follicle.9  There  may  be 
endometrial  hyperplasia  with  repeated  anovu- 
latory cycles  and  unopposed  estrogen  (hyper- 
estrinism).  The  endometrium  becomes  bom- 
barded with  excessive  estrogen,  and  we  have 


endometrial  hyperplasia.  Sterility  is  the  in- 
evitable result.  Tubal  spasm  may  occur  mainly 
at  the  isthmus  and  prevent  passage  of  sperm  or 
ova.  Rubin  concurs  in  this.10  Irregular  con- 
tractions of  the  uterus  may  result  from  general 
muscular  tension  and  materially  affect  implanta- 
tion of  the  ovum.  Also,  the  vascular  supply  to 
the  uterus  may  be  so  altered  that  ischemia 
alternates  with  congestion,  and  nutrition  of  the 
fertilized  ovum  suffers. 

Many  of  the  factors  mentioned  are  used  to 
explain  abortions.  Hamblen  says  emotional 
factors  may  result  in  spontaneous  abortion  due  to 
vascular  accident,  uterine  contractions,  and  endo- 
crine dysfunction.11  Delfs  and  Jones  cite  as  a 
most  consistent  finding  in  patients  who  aborted, 
a low  gonadotropic  level.12  In  1925,  Sellheim 
assumed  that  emotional  factors  are  reflected  in 
overaction  of  the  ovary  and  premature  matura- 
tion of  follicles  and  ova  not  ready  for  fertiliza- 
tion.13 Squier  and  Dunbar  believe  that  some 
persons  develop  an  abortion  habit  just  as  others 
develop  an  accident  habit  and  that  whatever 
may  be  the  external  or  internal  agents  predis- 
posing to  abortion,  the  habit  may  be  broken  by 
well-advised  psychosomatic  treatment.14  Many 
patients,  after  a single  examination  by  their 
physician,  acquire  tranquility  of  mind  and  achieve 
pregnancy,  merely  from  an  understanding  dis- 
cussion of  their  case.  Pregnancy  after  adop- 
tion of  a child  occurs  too  frequently  to  be  regarded 
as  coincidence. 

We  have  all  observed  many  women  who  antici- 
pate the  menopause  with  anxiety.  Here  again 
they  have  been  conditioned  through  the  ages 
by  various  superstitions  and  fallacies.  In 
her  mind  the  woman  presumes  that  the  career 
of  a wife  and  mother  begins  its  decline  at  forty- 
five  and  thenceforth  is  considered  finished. 
With  life  expectancy  today  increased  to  nearly 
seventy  years,  what  outlook  confronts  her  later 
years?  Instead  of  visualizing  this  period  as  one 
of  serenity,  women  often  approach  it  with  terrible 
anxiety,  a feeling  of  loneliness  and  hopelessness, 
a feeling  of  desuetude.  Psychiatrically,  the 
most  potent  cause  of  menopausal  anxiety  is  its 
affront  to  the  woman’s  ego.  “To  the  women,” 
says  Hoskins,  “the  capacity  for  reproduction 
is  a fundamental  symbolic  token  of  personal 
worth.16  Sexual  capacity  is  still  a token  of  her 
power;  the  menopause  in  her  opinion  amounts  to 
castration.11  She  acquires  a sense  of  worthless- 
ness. This  threat  to  her  ego  creates  a feeling 
of  inutility,  a consciousness  of  the  approach  of 
senescence.  Add  to  this  conviction  the  natural 
growth  of  the  family,  the  lessening  of  family 
responsibilities  because  the  children  have  ma- 
tured, married,  and  departed,  the  loss  or  de- 
parture of  contemporaries,  the  loss  of  touch  with 
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life  about  her  and  last  of  all,  with  many  employed 
women,  the  threat  of  economic  insecurity,  the 
loss  of  her  job.  Now  she  develops  a fear  of 
becoming  dependent  upon  her  children,  also  a 
fear  of  loss  of  admiration  and  love  of  her  hus- 
band. As  a reaction  to  this,  there  develops  an 
antagonism  to  and  a suspicion  of  her  husband, 
and  hatred  of  all  other  women  who,  she  con- 
siders, might  be  attractive  to  him.  This  re- 
action becomes  a threat  to  her  self-esteem, 
accentuated  by  her  imagined  loss  of  sexual 
worth. 

There  is  a great  diversity  of  opinion  concerning 
the  disorders  of  this  state.  The  physiologic 
changes  are  endocrine,  a decrease  in  estrogens 
and  increase  in  gonadotropic  substances.  These 
changes  may  cause  many  vasomotor  subjective 
symptoms,  hot  flashes,  sweats,  occipital  head- 
ache, tingling  of  the  extremities,  vertigo,  in- 
somnia. Such  symptoms  usually  yield  dramati- 
cally to  organotherapy.  Weiss  believes  that 
80  per  cent  of  women  have  unpleasant  symp- 
toms, 16  while  Barnacle  says  that  85  per  cent  have 
no  complications.17  Novak  believes  that  only 
a small  minority  of  women  have  symptoms 
! severe  enough  to  interfere  materially  with  health 
i and  happiness  and  that  many  symptoms  com- 
plained of  in  the  fifth  decade  of  life  are  wrongly 
attributed  to  the  menopause.18  Eastman  con- 
I siders  that  management  of  the  psychosomatic 
factors  is  far  more  important  than  treatment  of 
endocrines.19  The  consensus  is  that  personality 
plays  a greater  role  in  the  symptom  picture  than 
any  change  in  glandular  activity  itself.  If  a 
woman  has  not  found  happiness  before  forty- 
five,  she  is  likely  to  receive  little  satisfaction  from 
injections  or  tablets  of  glandular  substances. 

Except  for  the  vasomotor  disturbances,  the 
chief  treatment  of  the  menopause  is  psychic. 
The  reassuring,  resourceful  physician  can  do 
much  to  aid  in  the  reorientation  of  his  patient. 
New  interests  must  be  suggested,  especially 
those  which  promote  contact  with  others  and 
avoid  solitude  and  introspection.  Some  of  the 
best  creative  works  of  women  have  been  accom- 
plished after  the  wear  and  tear  of  the  childbearing 
period  is  over.  Notable  among  these  are  such 
women  as  Schumann-Heink,  Sara  Bernhardt, 
Pearl  Buck,  Julia  Ward  Howe,  and  many  others. 

Conclusions 

1.  A high  percentage  of  human  suffering  is 
due  to  purely  psychic  causes.  Hence,  every 
physician  must  be  something  of  a psychiatrist 
to  recognize  these  cases. 

2.  No  pathology  should  be  classified  as 
psychosomatic  in  origin  until  all  possible  physical 
etiologic  factors  are  eliminated.  We  must  not, 
in  our  zeal  to  recognize  psychic  causes,  overlook 


the  physical  evidences  of  disease.  A woman 
complaining  of  menometrorrhagia  may  have 
psychic  disturbances,  but  we  must  be  certain 
she  is  not  also  harboring  uterine  malignancy. 

3.  The  dangers  of  overemphasis  of  psycho- 
somatic treatment  lie  in  the  possibility  that  we 
may  create  a sense  of  dependence  in  our  patients 
and  minimize  in  them  the  sense  of  personal  re- 
sponsibility and  initiative. 

4.  We  must  be  cautious  in  what  we  say  and 
what  we  do  not  say  to  the  patient.  We  must 
have  a wholesome  regard  for  the  power  of  sug- 
gestion. We  must  not  be  unaware  of  their  own 
imagination.  In  attempting  to  eradicate  one 
harmful  psychic  element,  one  must  avoid  im- 
planting another  equally  detrimental  one. 

5.  In  dealing  with  our  patient  we  must  be 
circumspect.  We  must  avoid  even  the  impli- 
cation of  abnormality.  We  must  inflict  no 
mental  trauma.  We  must  illuminate  the  path, 
and  guide  the  footsteps.  Some  females  at  the 
climacteric  are  but  toddling  infants  upon  the 
threshold  of  a new  life. 

6.  There  is  but  little  research  which  indicates 
a definite  causal  relationship  between  physical 
ills  and  psychic  influences.  Herein  lies  a great 
field  of  investigation  in  which  these  relationships 
may  be  brought  to  light  by  experiment  and  ob- 
servation. 

7.  Once  the  relation  between  a psychic  dis- 
turbance and  a physical  disorder  is  established, 
it  does  not  follow  that  either  physician  or  psy- 
chiatrist can  scientifically  remove  this  stimulus. 
Anxiety  and  tension  are  a part  of  life  in  these 
times.  The  power  of  physicians,  legislators,  or 
social  workers  to  analyze,  alleviate,  or  remove 
the  causes  of  tensions  is  often  limited  or  in- 
effectual. 

8.  Concerning  the  psyche,  there  is  no  science, 
no  mathematical  formula,  no  equation  by  which 
we  can  measure  its  mystic  flights.  Perhaps 
Kahlil  Gibran,  poet  and  philosopher,  provided 
the  answer  when  he  wrote: 

No  man  can  reveal  to  you  aught  but  that 
which  already  lies  half  asleep  in  the  dawning  of 
your  knowledge. 

The  teacher  who  walks  in  the  shadow  of  the 
temple,  among  his  followers,  gives  not  of  his 
wisdom,  but  rather  of  his  faith  and  his  lovingness. 

If  he  is  indeed  wise  he  does  not  bid  you  enter  the 
house  of  his  wisdom,  but  rather  leads  you  to  the 
threshold  of  your  own  mind. 

The  musician  may  sing  to  you  of  the  rhythm 
which  is  in  all  space,  but  he  can  not  give  you  the 
ear  which  feels  the  rhythm  nor  the  voice  that 
echoes  it. 

And  he  who  is  versed  in  the  science  of  numbers 
can  tell  of  the  regions  of  weight  and  measure,  but 
he  can  not  conduct  you  thither. 

For  the  vision  of  one  man  lends  not  its  wings 
to  another  man. 
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And  even  as  each  one  of  you  stands  alone  in 
God’s  knowledge,  so  must  each  one  of  you  be 
alone  in  his  knowledge  of  God  and  in  his  under- 
standing of  the  earth. 
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man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 
Beverly  C.  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 
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There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


CHOLECYSTOSCOPY 


James  A.  DeWeese,  M.D.,  W.  C.  Eikner,  M.D.,  and  R.  M.  Price,  M.D., 

Clifton  Springs,  New  York 

( From  the  Surgical  Department  of  the  Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs,  and  the 
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MANY  surgeons  have  used  a cystoscope  to 
visualize  the  inside  of  a gallbladder 
through  a cholecystostomy  stoma.  Hollenberg 
and  Eikner  and  Babcock  independently  first  re- 
ported the  procedure  in  1937. 1>2  Bartlett  states 
that  he  first  performed  cholecystoscopy  in 
1930. 3 Laubersheimer  has  used  cholecystoscopy 
at  least  30  times  in  the  last  ten  years.4’5 
The  primary  purpose  of  all  who  have  used  the 
procedure  has  been  to  identify  and,  if  possible,  to 
remove  any  stones  which  were  not  removed  at 
the  time  of  cholecystostomy.  Bartlett  uses 
cholecystoscopy  only  after  the  biliary  fistula  has 
been  maintained  by  a catheter  for  at  least  six 
weeks.3  It  has  been  our  practice,  as  well  as 
Laubersheimer’s,  to  use  cholecystoscopy  routinely 
from  nine  to  fourteen  days  after  cholecystostomy. 
We  remove  the  cholecystostomy  catheter  at  the 
time  of  the  procedure.  Laubersheimer  removes 
the  catheter  unless  he  finds  stones  in  which  case 
he  reinserts  the  catheter  and  performs  cholecysto- 
scopy again  at  a later  date.  He  reports  one  case 
where  15  stones  were  removed  at  the  first  chole- 
cystoscopy and  two  more  were  visualized  at  the 
second  procedure.  All  authors  use  essentially  the 
same  method  for  cholecystoscopy.  Ours  will  be 
described. 

Procedure 

The  drainage  tube  is  usually  removed  from  the 
gallbladder  on  the  ninth  to  the  fourteenth  post- 
operative day.  The  cholecystoscopy  is  performed 
at  that  time.  No  anesthesia  is  necessary. 

A McCarthy  foroblique  panendoscope  is  passed 
through  the  drainage  sinus  into  the  gallbladder. 
A constant  flow  of  sterile  water  through  the 
cystoscope  is  necessary,  care  being  taken  to  avoid 
overdistention  of  the  biliary  tract.  The  gall- 
bladder is  inspected,  particular  attention  being 
paid  to  the  appearance  of  the  mucosa,  the  pres- 
ence of  stones,  and  the  appearance  of  the  en- 
trance into  the  cystic  duct.  If  stones  are  present, 
they  are  either  removed  through  the  cystoscope, 
or  if  too  large,  they  are  identified,. the  cystoscope 
removed,  and  the  stones  grasped  with  alligator 
forceps  and  withdrawn  behind  the  sheath  of  the 
cystoscope.  The  opening  of  the  cystic  duct  can 
usually  be  identified  and  ureteral  catheters  may 
even  be  inserted. 

Case  Reports 

Case  1. — M.  S.  was  a fifty-six-year-old  woman 


admitted  to  the  Clifton  Springs  Sanitarium  and 
Clinic  on  October  29,  1935.  Cholecystogram  re- 
vealed multiple  stones  in  the  gallbladder.  On 
November  7,  1935,  she  developed  right  upper  quad- 
rant pain,  chills,  fever,  palpable  distended  gall- 
bladder, leukocytosis,  and  a normal  blood  icteric 
index.  An  operation  was  advised  but  was  not  ac- 
cepted until  November  10,  1935,  when  she  was  very 
acutely  ill.  The  patient  had  “chronic  mitral 
valvulitis”  with  electrocardiogram  showing  left  axis 
deviation,  but  she  had  never  had  evidence  of  heart 
failure.  She  had  diabetes  mellitus  controlled  by 
diet  alone  and  did  not  require  insulin  during  the 
acute  illness.  She  was  very  obese. 

On  Novemer  10,  1935,  cholecystostomy  was  per- 
formed under  local  anesthesia.  The  gallbladder  was 
very  large,  tense,  and  thin-walled  with  areas  of 
necrosis  but  no  free  pus.  Pus  was  aspirated  from  the 
gallbladder  and  about  25  small  stones  removed. 
The  gallbladder  and  the  area  about  the  gallbladder 
were  drained.  The  immediate  postoperative  period 
was  uneventful.  On  the  patient’s  eleventh  post- 
operative day  the  gallbladder  drain  was  removed  and 
cholecystoscopy  performed.  Three  small  stones 
were  removed,  and  the  entire  gallbladder,  including 
ampulla,  carefully  viewed  and  seen  to  be  free  of 
stones.  The  patient  did  well.  She  was  repeatedly 
advised  to  return  for  cholecystectomy  if  she  should 
have  any  further  difficulty  indicative  of  gallbladder 
disease  but  was  not  heard  from  again. 

A follow-up  letter  revealed  that  the  patient  died 
March  22,  1940.  An  autopsy  showed  cause  of 
death  to  be  due  to  a “ruptured  chronic  calculous 
cholecystitis  with  intrahepatic  abscess.” 

Case  2. — I.  M.  Q.,  a woman,  age  fifty-three,  was 
admitted  to  the  Clifton  Springs  Sanitarium  and 
Clinic  on  April  1,  1936.  She  had  had  an  acute 
attack  of  right  upper  quadrant  pain  in  January, 
1936,  following  which  cholecystogram  on  two 
occasions  revealed  a nonfunctioning  gallbladder. 
An  operation  had  been  advised  and  refused.  Two 
days  before  admission  she  developed  mild  right 
upper  quadrant  pain,  and  four  hours  before  admis- 
sion she  developed  severe  right  upper  quadrant  pain 
radiating  to  the  back.  There  was  spasm  and  marked 
tenderness  in  the  right  upper  quadrant  and  a tem- 
perature of  101  F. 

Emergency  operation  was  performed  with  patient 
under  cyclopropane,  oxygen,  and  ether  anesthesia. 
There  was  free,  grayish  fluid  in  the  peritoneal  cavity. 
The  omentum  was  adherent  to  the  gallbladder.  The 
gallbladder  was  acutely  inflamed  and  had  perforated 
at  the  fundus.  One  large  stone  was  found  and  re- 
moved. A drain  was  inserted  into  the  gallbladder, 
and  the  peritoneal  cavity  was  also  drained.  The 
patient’s  immediate  postoperative  period  was  un- 
eventful. 
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Eleven  days  postoperatively  the  drain  from  the 
gallbladder  was  removed  and  cholecystoscopy  per- 
formed. A good  view  of  the  gallbladder,  the  am- 
pulla, and  entrance  into  the  cystic  duct  was  ob- 
tained. No  stones  were  seen.  A cholangiogram  by 
injection  of  the  sinus  with  Lipiodol  was  performed  on 
the  eighteenth  postoperative  day  and  showed  pas- 
sage of  dye  into  the  duodenum.  The  patient  had 
slight  biliary  drainage  until  twenty-one  days  post- 
operatively. 

She  has  done  well  since  operation. 

Case  3—  H.  S.  B.,  a seventy-six-year-old  man, 
was  admitted  to  the  Clifton  Springs  Sanitarium  and 
Clinic  on  January  15,  1937.  One  week  before  ad- 
mission he  had  had  a one-day  episode  of  right  upper 
quadrant  pain  with  nausea  and  vomiting.  About 
ten  hours  before  admission  he  was  awakened  by 
severe  right  upper  quadrant  pain,  nausea,  and  vom- 
iting. On  admission  he  had  a temperature  of 
99.6  F.,  a palpable  tender  mass  in  the  right  upper 
quadrant,  and  white  blood  count  of  15,000. 

The  patient  had  moderately  severe  arteriosclerotic 
and  hypertensive  heart  disease  with  a history  of  two 
mild  cerebrovascular  accidents.  He  took  digitalis, 
l'A  grains  each  day.  He  was  found  to  have  dia- 
betes. 

An  emergency  operation  was  performed  under 
local  anesthesia.  The  gallbladder  was  acutely  in- 
flamed and  semigangrenous.  It  contained  purulent 
bile  and  two  stones,  which  were  removed.  The  gall- 
bladder was  drained.  The  patient  had  an  unevent- 
ful postoperative  course. 

On  the  patient’s  tenth  postoperative  day  the  gall- 
bladder drain  was  removed.  On  the  fourteenth 
postoperative  day  an  unsuccessful  attempt  was 
made  at  cholecystoscopy.  The  sinus  tract  into  the 
gallbladder  had  narrowed  so  that  the  cystoscope 
could  not  be  introduced.  Biliary  drainage  ceased  on 
the  nineteenth  postoperative  day.  A cholecystec- 
tomy was  not  advised. 

The  patient  had  two  myocardial  infarctions  within 
the  next  five  years  and,  on  January  6,  1941,  suc- 
cumbed to  his  latest  infarction.  At  autopsy  no 
stones  were  found  in  the  biliary  tree. 

Case  4. — M.  C.,  a seven ty-one-year-old  woman, 
was  admitted  to  the  Clifton  Springs  Sanitarium  and 
Clinic  on  October  24,  1937.  About  thirty  hours 
before  admission  the  patient  had  onset  of  severe, 
constant,  cramping,  generalized  abdominal  pain 
with  nausea  and  vomiting  and  the  passage  of  some 
light  stools.  On  admission  her  temperature  was  98 
F.,  the  abdomen  was  distended  and  generally  tender, 
white  blood  count  was  18,000,  and  a flat  plate  showed 
no  distended  bowel. 

The  patient  had  hypertensive  cardiovascular 
disease  with  a history  of  anginal  attacks  for  ten 
years  and  was  taking  digitalis.  She  was  found  to  be 
a diabetic  requiring  insulin.  She  was  moderately 
obese. 

Emergency  operation  was  performed  under  cyclo- 
propane anesthesia.  There  was  free  seropurulent 
fluid  in  the  peritoneal  cavity.  There  was  visible  fat 
necrosis  and  edema  with  ecchymosis  about  the  tis- 
sues in  the  region  of  the  pancreas  suggesting  acute 
hemorrhagic  pancreatitis.  The  gallbladder  was 


distended  and  acutely  inflamed.  Numerous  stones 
were  removed.  The  gallbladder  and  peritoneal 
cavity  were  drained.  Postoperative  course  was 
complicated  by  acute  pulmonary  edema  on  the  tenth 
postoperative  day  and  an  acute  cystitis.  On  the 
twelfth  postoperative  day  the  gallbladder  drain  was 
removed,  and  cholecystoscopy  was  performed.  The 
gallbladder  and  the  opening  into  the  cystic  duct 
were  viewed,  and  no  stones  were  seen.  The  biliary 
sinus  had  closed  by  the  twenty-seventh  postopera- 
tive day.  Cholecystectomy  was  not  advised. 

We  were  unable  to  locate  this  patient  for  a follow- 
up. 

Case  5. — E.  L.,  a forty-year-old  man,  was  admitted 
to  the  Clifton  Springs  Sanitarium  and  Clinic  on 
February  17,  1941.  The  patient  had  an  attack  of 
nausea,  upper  abdominal  soreness,  and  jaundice 
about  three  months  before  admission,  which  lasted 
three  to  four  weeks.  Six  weeks  before  admission  he 
had  recurrence  of  the  same  symptoms  but  with  more 
pronounced  jaundice.  On  admission  the  patient  had 
a temperature  of  98  F.  He  was  jaundiced,  and  there 
was  tenderness  in  the  epigastrium.  The  liver  was 
enlarged.  White  blood  count  was  10,800,  and 
icteric  index  was  208. 

Operation  was  performed  on  February  19,  1941, 
under  continuous  spinal  anesthesia.  The  gall- 
bladder was  thickened,  edematous,  and  moderately 
distended.  The  common  duct  was  opened,  and  ob- 
struction was  found  at  the  ampulla  of  Vater.  No 
stones  were  found.  The  gallbladder  was  drained. 
A small  rubber  drain  was  placed  through  the  com- 
mon duct. 

The  patient  did  well  postoperatively.  The  com- 
mon duct  catheter  was  removed  the  ninth  post- 
operative day.  The  gallbladder  drain  was  re- 
moved the  tenth  postoperative  day  and  cholecystos- 
copy performed.  The  gallbladder  was  small,  and 
no  stones  were  seen.  Biliary  drainage  stopped  the 
twelfth  postoperative  day.  The  patient’s  icterus 
disappeared  and  the  stools  became  dark  by  sixty 
days  postoperative. 

On  December  8,  1950,  the  patient’s  wife  reported 
that  her  husband  was  in  good  health  and  had  had  no 
pain  or  jaundice  since  his  hospitalization  here. 

Case  6. — J.  E.  G.,  an  eighty-six-year-old  man,  was 
admitted  to  the  Clifton  Springs  Sanitarium  and 
Clinic  on  September  21,  1948.  About  forty-eight 
hours  before  admission  the  patient  had  acute  onset  of 
right  upper  quadrant  pain,  nausea,  vomiting,  and 
jaundice.  On  admission  his  temperature  was  100.4 
F. ; he  was  jaundiced;  there  was  rigidity  and  ten- 
derness in  the  right  upper  quadrant;  the  white 
blood  count  was  17,200;  icteric  index  was  40,  and 
flat  plate  was  negative. 

The  patient  had  arteriosclerotic  heart  disease  with 
cardiac  enlargement  and  extrasystoles.  He  became 
more  acutely  ill. 

Operation  was  performed  on  September  23,  1948, 
under  local  anesthesia.  The  gallbladder  was  tense, 
enlarged,  and  contained  a thick  purulent  bile,  as 
well  as  numerous  small  stones.  Stones  were  re- 
moved. The  gallbladder  was  drained.  The  patient 
had  a stormy  postoperative  course. 

On  the  ninth  postoperative  day  cholecystoscopy 
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was  performed.  No  stones  were  found.  The  biliary 
fistula  closed  by  about  the  twenty-sixth  postopera- 
tive day. 

The  patient’s  local  doctor  states  he  has  had  no 
further  trouble. 

Case  7. — R.  F.,  a sixty-two-year-old  woman,  was 
admitted  to  the  Clifton  Springs  Sanitarium  and 
Clinic  on  August  17,  1950.  Six  hours  before  ad- 
mission she  had  acute  onset  of  pain  in  her  right 
lower  quadrant  accompanied  by  nausea  and  vom- 
iting. On  admission  her  temperature  was  102  F. 
There  was  exquisite  tenderness  over  the  right  side  of 
the  abdomen,  and  a palpable  mass  in  the  right  mid- 
abdomen. White  blood  count  was  15,500. 

The  patient  had  very  severe  heart  disease  for  the 
past  eleven  to  twelve  years.  She  had  had  a myo- 
? cardial  infarction  ten  years  ago.  She  had  taken 
digitalis  daily,  mercurial  diuretics  every  four  days, 
and  aminophylline  suppositories  four  times  a day  for 
approximately  ten  years.  She  still  had  exertional 
i dyspnea,  orthopnea,  some  ankle  swelling,  and  fre- 
1 quent  attacks  of  chest  pain.  She  was  fibrillating  on 
!'  admission.  She  was  classified  as  an  extremely  poor 
surgical  risk. 

An  emergency  operation  was  performed  under 
local  anesthesia  and  drop  ether.  The  gallbladder 
was  large,  tense,  and  acutely  inflamed.  No  stones 
c :>uld  be  felt.  The  patient  had  a good  postoperative 
course. 

On  the  twelfth  postoperative  day  cholecystoscopy 
I was  performed.  Two  stones  about  1 cm.  in  diameter 
were  removed  with  an  alligator  forceps.  The  cystic 
: duct  opening  could  be  seen  and  was  free.  No  other 
stones  were  seen.  Biliary  drainage  ceased  on  about 
i the  fourteenth  day.  A small  wound  abscess  was 
incised  and  drained  on  September  18,  1950.  Since 
[’  then  she  has  done  well.  Cholecystectomy  has  been 
I suggested  to  her  local  doctor. 

Comment 

Since  cholec.ystoscopy  was  performed  at  the 
J Clifton  Springs  Sanitarium  and  Clinic  in  October, 
1935,  it  has  been  used  in  seven  cases.  A summary 
1 of  these  patients’  histories  with  follow-up  on  six 
■ of  these  patients  has  been  presented.  Chole- 
[ cystostomy  was  performed  on  these  patients 
either  because  of  their  general  condition  or  be- 
cause of  the  findings  at  the  time  of  operation. 
Patients’  ages  varied  from  eighty-six  to  forty 
years.  The  average  age  was  sixty-three.  All 
were  acutely  ill  at  the  time  of  operation.  Five  of 
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the  seven  had  heart  disease.  Three  had  diabetes. 
At  operation  five  of  the  seven  had  empyema  of  the 
gallbladder,  one  of  which  had  ruptured.  One 
patient  had  only  acute  cholecystitis,  but  this  was 
complicated  by  an  acute  hemorrhagic  pancrea- 
titis. Another  patient  was  found  to  have  ob- 
struction at  the  ampulla  of  Vater,  which,  in  retro- 
spect, may  have  been  an  impacted  stone.  Five  of 
the  seven  had  stones  removed  at  operation.  One 
(Case  5)  had  no  stone  demonstrated  but  probably 
had  passed  a stone.  The  other  cases  had  stones 
at  cholecystoscopy. 

Cholecystoscopy  was  attempted  in  all  seven 
of  these  patients.  In  one  case  (Case  3)  the 
rubber  catheter  had  been  removed  on  the  tenth 
postoperative  day,  and  when  cholecystoscopy 
was  attempted  on  the  fourteenth  postoperative 
day,  the  sinus  had  already  contracted  too  much 
to  admit  the  cystoscope.  On  the  other  six,  two 
patients  were  found  still  to  have  stones.  This 
finding  closely  resembles  that  of  Laubersheimer, 
who  in  15  cases  found  five  who  still  had  stones. 
There  were  no  complications  from  cholecystos- 
copy in  our  series  or  in  Laubersheimer’s. 

Conclusion 

We  advocate  cholecystoscopy  routinely  after 
cholecystostomy  in  the  early  postoperative 
period.  The  procedure  is  relatively  simple 
requiring  only  the  necessary  equipment  and  some- 
one familiar  with  the  use  of  a cystoscope.  No 
complications  have  arisen.  By  using  it  in  the 
early  postoperative  period  the  distressing  com- 
plications of  mucous  fistulas,  chronic  draining 
sinus,  and  an  early  recurrence  of  an  acute 
cholecystitis  can  be  avoided.  In  our  experience, 
however,  it  should  be  used  only  as  a temporary 
measure.  Wherever  the  general  condition  of  the 
patient  warrants  it,  an  interval  cholecystectomy 
should  be  performed. 
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SECONDARY  THROMBOCYTOPENIC  PURPURA  FOLLOWING  DDT  EXPOSURE 

Howard  E.  Scalettar,  M.D.,  and  Milton  M.  Mazursky,  M.D.,  Brooklyn,  New  York 


( From  the  Department  of  Pediatrics,  Beth-El  Hospital) 


TAIAMOND  has  emphasized  the  fact  that  “pri- 
mary  thrombocytopenic  purpura  is  diagnosed 
as  such  only  by  the  exclusion  of  all  the  known  under- 
lying causes  for  the  platelet  deficiency.  With  in- 
creasing skill  and  further  investigation,  the  diagno- 
sis of  primary  purpura  becomes  less  common.”1 

Among  the  known  causes  leading  to  thrombo- 
cytopenic purpura  is  exposure  to  chemicals  such  as 
benzol,  sedormid,  and  organic  arsenicals.  In  re- 
cent years  reports  have  appeared  suggesting  that 
DDT  2,2-bis  (p-chlorophenyl)-l,l,l-trichloroethane, 
should  be  added  to  the  above  list.  The  following 
case  report  would  seem  to  indicate  that  DDT  should 
be  included  in  the  group  of  chemicals  capable  of 
producing  thrombocytopenic  purpura. 

Case  Report 

W.  S.,  an  eleven-month-old  white  male,  was  ad- 
mitted to  the  pediatric  service  of  Beth-El  Hos- 
pital on  October  4,  1950,  with  the  chief  complaints 
of  epistaxis,  a rash,  and  easy  bruising.  One  week 
rior  to  admission  the  child,  who  previously  had 
een  in  excellent  health,  was  found  to  have  a “black 
and  blue  mark”  over  the  outer  aspect  of  the  left 
thigh.  That  same  day,  petechiae  appeared  over 
the  buttocks;  there  was  a spontaneous  nosebleed, 
and  vomiting  (nonbloody)  occurred.  In  the  suc- 
ceeding days  the  “rash”  (petechiae)  and  the  ec- 
chymoses  gradually  spread  in  distribution  to  in- 
clude the  face,  trunk,  and  extremities.  During  the 
week,  the  child  remained  afebrile,  showed  no  upper 
respiratory  symptoms,  but  was  anorexic,  fretful, 
and  irritable. 

There  was  no  history  of  bodily  injury.  The 
family  history  was  negative  for  bleeding  and  al- 
lergic tendencies,  and  the  child  had  not  received  any 
medications  recently.  However,  specific  questioning 
revealed  that  the  patient’s  home  had  been  sprayed 
daily  for  more  than  a week  with  a 5 per  cent  DDT 
mixture,  and  in  addition  a DDT-containing  powder 
had  been  placed  along  the  walls  and  in  the  bread- 
box.  The  child  had  been  repeatedly  exposed  to  the 
DDT  powder  and  solution  in  the  course  of  creeping 
and  playing  on  the  floor. 

On  admission,  the  child  was  afebrile  and  irritable 
but  did  not  appear  acutely  ill.  Physical  examina- 
tion revealed  large  ecchymoses  over  the  hips,  thighs, 
and  lower  extremities.  Numerous  petechiae  were 
seen  on  the  soft  palate,  face,  neck,  chest,  and  ex- 
tremities. Hepatomegaly,  splenomegaly,  or  lymph- 
adenopathy  were  not  observed. 

Initial  laboratory  studies  were  as  follows:  Red 
blood  count  was  4.2  million  per  cm.,  hemoglobin 


11.5  Gm.  per  100  cc.,  white  blood  count  was  15,000 
per  cm.,  neutrophils  segmented  23  per  cent,  juve- 
niles 3 per  cent,  lymphocytes  69  per  cent,  eosino- 
phils 2 per  cent,  monocytes  3 per  cent,  platelets 
30,000  per  cm.,  clot  retraction  was  negative  after 
eight  hours,  Rumpel-Leede  test  was  stongly  posi- 
tive, coagulation  time  (Lee- White)  was  four  minutes,  ■ 
and  the  bleeding  time  was  over  ten  minutes,  stopped 
at  that  time  by  firm  pressure. 

Sternal  bone  marrow  picture  showed  a normal 
granulocyte,  erythrocyte  ratio.  Megakaryocytes 
were  considered  morphologically  adequate,  but 
there  were  no  platelets.  Urinalysis  and  liver  func- 
tion tests  were  normal.  Stools  were  negative  for 
ova  and  parasites  and  guaiac  positive. 

The  child  received  no  specific  therapy.  During 
the  next  few  days  after  admission,  the  skin  lesions 
started  to  fade  and  no  new  lesions  appeared.  At  no  > 
time  were  the  spleen  or  liver  palpable.  On  the  third 
day  of  admission  the  hematologic  studies  were  as  | 
follows:  Red  blood  count  was  3.9  million  per  cm.,  j 
hemoglobin  was  11.0  Gm.  per  100  cc.,  and  white 
blood  count  was  10,500  per  cm.  The  bleeding  I 
time  and  clot  retraction  were  still  abnormal. 

Despite  the  gradual  improvement  of  the  skin  i 
and  mucous  membrane  lesions,  the  bleeding  time,  ) 
clot  retraction  ability,  and  platelet  count  continued 
to  show  evidence  of  platelet  suppression  even  up  to  f 
the  time  of  discharge  on  the  tenth  hospital  day.  A 
second  bone  marrow  puncture,  performed  on  the  I 
eighth  hospital  day,  resembled  the  first  one. 

A completely  normal  hematologic  report  was  : 
obtained  three  weeks  after  discharge  on  a follow-up 
examination.  During  the  past  twenty  months,  peri- 
odic follow-up  examinations  have  been  normal. 

Discussion 

There  have  been  enough  published  reports  to 
warrant  the  realization  that  DDT  is  not  an  in- 
nocuous chemical.  Such  a realization  is  very 
important  in  view  of  the  wide  application  of  DDT 
in  industry,  in  the  home,  and  even  therapeutically, 
in  the  treatment  of  papular  urticaria*  and  pedic- 
ulosis.3 Deaths  have  occurred  following  DDT 
ingestion  and  exposure1-6  with  autopsy  findings  of 
degenerative  changes  in  the  liver  and  kidneys.  In 
nonfatal  cases,  clinical  manifestations  referable  to 
the  neurotoxic  action  of  the  chemical  have  been 
reported.7 

The  first  report  to  suggest  that  DDT  was  toxic 
to  the  human  hemopoietic  system  appeared  in 
1945.  Case  reported  the  effect  of  a 2 per  cent  DDT 
solution  on  two  subjects  exposed  under  controlled 
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conditions  for  two  forty-eight-hour  periods.8 
Changes  noted  included  red  cell  destruction,  de- 
crease in  red  cell  mean  corpuscular  volume,  retic- 
ulocytosis,  and  diminution  in  the  number  of  poly- 
morphonuclear leukocytes.  Wright  et  al.  reported 
an  instance  of  DDT  toxicity  on  the  bone  marrow.9 
Following  exposure  to  a DDT  spray  bomb,  a twenty- 
two-year-old  student  developed  fever,  adenopathy, 
ulceration  of  the  tongue,  and  agranulocytosis. 
Shortly  afterward,  Stryker  and  Godfrey  reported 
on  six  adults  with  dermatitis  and  purpura  following 
DDT  exposure,  and  Marshall  reported  a similar 
case  from  South  Africa.10,11  Karpinski,  reporting 
on  five  children,  has  since  presented  the  most  com- 
i plete  picture  of  thrombocytopenic  purpura  follow- 
ing contact  with  solutions  of  DDT. 12  The  majority 
of  his  cases  presented  evidence  of  central  nervous 
1 system  excitability  in  addition  to  the  blood  picture 
findings.  Recovery,  in  his  cases  as  well  as  in  our 
case,  followed  removal  of  the  patient  from  the  home 
area  and  without  any  specific  medication. 

It  should  be  noted  that  the  vehicle  in  which  DDT 
is  prepared  has  been  considered  a possible  cause  of 
marrow  depression.  Available  evidence  seems  to 
place  the  responsibility  on  DDT,  in  view  of  the 
generally  accepted  harmlessness  of  the  solvents  used 
in  DDT  products. 


Summary 

1.  A case  of  thrombocytopenic  purpura  following 
exposure  to  DDT  (the  sixth  such  case  reported  in 
children)  is  presented. 

2.  A careful  history  is  important  in  establishing 
the  diagnosis  as  to  etiology. 

3.  A brief  review  of  the  literature  is  recorded. 

4.  There  is  no  specific  therapy,  but  early  removal 
from  the  source  of  exposure  leads  to  a good  prog- 
nosis. 
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MANY  FACTORS  CONTRIBUTE  TO  FROSTBITE.  STUDY  SHOWS 


Chilling,  wetting,  hunger,  exhaustion,  anxiety, 
blood  loss,  smoking,  and  body  immobility  are  some 
of  the  factors  which  may  contribute  to  the  freezing 
of  limbs,  according  to  a study  made  of  a group  of 
American  soldiers  in  Korea  returned  for  treatment 
of  frostbite.  These  factors  may  cause  a constriction 
of  the  blood  vessels  near  the  surface  of  the  skin,  with 
a resultant  restricted  flow  of  blood  and  a loss  of 
body  heat. 

The  conclusion  was  based  on  an  analysis  of  71 
cases  made  by  Dr.  Edward  A.  Edwards,  Boston, 
consultant  in  surgery  for  the  United  States  Army, 
and  assistant  clinical  professor  of  anatomy  at 
Harvard  Medical  School,  and  Major  Roy  W.  Leeper, 
chief  of  the  section  on  dermatology  and  syphilology 
at  the  Murphy  Army  Hospital,  Waltham,  Massa- 
chusetts. 

“Wetting  of  the  footgear,  either  by  perspiration 
or  by  accidental  immersion,  greatly  increases  the 
tendency  to  freezing,  since  water  transfers  heat  23 
times  more  readily  than  air,”  the  report  said. 
“Even  with  so-called  adequate  clothing,  a man  ex- 
posed to  severe  winter  weather  often  suffers  con- 


siderable chilling  and  peripheral  vasoconstriction. 
Under  ordinary  circumstances  this  chilling  is  not 
allowed  to  continue  uninterrupted  for  many  hours, 
being  relieved  by  eating,  especially  when  food  is  hot, 
and  by  intermittent  shelter  and  warming,  especially 
during  sleep.  When  this  relief  from  chilling  is 
denied,  vasoconstriction  is  unrelieved. 

“Hunger,  exhaustion,  and  anxiety  all  increase  the 
vasoconstriction.  The  vasoconstrictive  effects  of 
tobacco  smoking  may  aid  in  this  process  and  help  to 
induce  freezing.  Wounding  appears  to  be  an  effec- 
tive precipitant  of  freezing,  adding  the  vasoconstric- 
tion of  shock  and  hemorrhage,  loss  of  blood  volume, 
wetting  of  the  part  with  blood,  and  bodily  immo- 
bility.” 

The  doctors  said  that  persons  who  are  sensitive  to 
cold,  or  with  a previous  history  of  cold  injury,  are 
poor  subjects  for  duty  in  freezing  climates.  Pa- 
tients with  a low  basal  metabolism  also  are  more  in- 
clined to  experience  a drop  in  temperature  of  the 
extremities  under  adverse  conditions,  such  as  to- 
bacco smoking,  than  are  patients  with  a higher  rate, 
they  added. — J.  A.  M.  A.,  July  26,  1952 


ACUTE  INFLAMMATORY  HEMORRHAGIC  APPENDICES  EPIPLOICAE 

Samuel  W.  Vernick,  M.D.,  and  Louis  Lahn,  M.D.,  F.A.C.S.,  F.I.C.S.,  New  York  City 


HpHE  authors  wish  to  present  an  interesting,  rare 
■*"  case  of  acute  hemorrhagic  appendices  epiploicae 
with  a pedicle  twisted  360  degrees  which  occurred 
in  a woman,  age  thirty-four.  The  onset  was  sudden 
and  acute  and  resembled  the  classic  clinical  picture 
of  acute  appendicitis  or  evidences  of  an  acutely  in- 
flamed abdomen. 

In  a review  of  the  literature  Klingenstein  made  a 
comprehensive  study  of  this  subject  wherein  he 
found  19  cases  of  intra-abdominal  torsion  of  the 
appendices  epiploicae  and  described  four  of  them  in 
detail.1  The  case  we  wish  to  present  is  of  that  type. 
Klingenstein  freely  quotes  the  excellent  description 
of  the  pathology  of  this  condition  given  by  Sutton. 

Case  Report 

Mrs.  M.  L.,  age  thirty-four,  was  first  seen  on 
October  31,  1951,  complaining  of  severe  lower  right 
abdominal  pain  of  thirty-six  hours  duration.  The 
pain  was  of  such  a severe  nature  that  she  had  to 
flex  the  body  and  support  her  right  lower  abdomen 
with  her  hand.  She  had  slight  nausea  but  no  vomit- 
ing. This  acute  abdominal  distress  had  come  on 
suddenly  and  persisted.  In  the  past  she  had  had  a 
curettage  in  November,  1949,  for  cervical  stenosis 
and  sterility  following  which  she  became  pregnant. 
She  had  had  two  previous  cesarean  sections,  the 
first  on  October  7,  1950,  and  another  in  August, 
1951,  for  cephalopelvic  disproportion.  Both  babies 
were  born  alive  and  are  well. 

Upon  admission  to  the  hospital  on  October  31, 
1951,  physical  examination  revealed  rigidity  and 
tenderness  and  marked  rebound  tenderness  over  the 
right  lower  abdomen,  especially  over  McBurney’s 
point.  There  was  slight  tenderness  and  some  muscle 
spasm  over  the  left  lower  abdomen.  Vaginal  and 
rectal  digital  examinations  revealed  a uterus  normal 
in  size  and  position.  There  were  no  extrauterine 
masses;  both  adnexae  were  normal  in  size  and 
position  and  not  tender.  The  cervix  was  normal  to 
palpation  and  inspection.  The  kidneys  were 
normal  in  position  and  not  tender  on  palpation, 
and  the  Murphy  sign  was  negative.  The  heart  and 
lungs  were  negative.  A catheterized  specimen  of 
urine  was  negative  on  examination.  A blood  count 
showed  hemoglobin  80  per  cent,  red  blood  cells 
4,200,000,  and  white  blood  cells  9,250  with  neutro- 
phils 71  per  cent,  lymphocytes  26  per  cent,  staffs 
2 per  cent,  and  basophils  1 per  cent.  A clinical  diag- 
nosis of  acute  appendicitis  was  made,  and  a lapa- 
rotomy tvas  performed  on  the  night  of  admission. 

Through  a right  rectus  incision  the  abdomen  was 
opened  by  layers.  Numerous  adhesions,  due  to  her 
previous  cesarean  sections,  had  to  be  freed  to  obtain 
proper  exposure.  There  was  no  free  fluid  in  the  peri- 
toneal cavity.  The  uterus  and  adnexae  were  found 
to  be  normal  and  in  proper  position.  The  vermi- 


Fig.  1.  High-power  photomicrograph  of  section 
of  the  appendices  epiploicae  showing  the  acute  in- 
flammatory process  with  neutrophils  and  red  blood 
cell  infiltration.  (340  X ) 


form  appendix  was  free  of  adhesions,  normal  in 
appearance,  movable,  and  measured  5 by  y2  cm. 
The  appendix  was  removed  in  the  usual  manner, 
stump  not  inverted.  A careful  search  was  then 
made  to  determine  the  underlying  cause  for  the 
patient’s  severe  abdominal  pain  since  the  macro- 
scopic appearance  of  the  appendix  did  not  reveal 
sufficient  pathology  to  cause  her  severe  abdominal 
symptoms.  On  further  search  there  was  found  to  be 
present  an  acutely  inflamed,  hemorrhagic,  swollen 
appendices  epiploicae  of  a dark  purplish  hue,  arising 
from  the  anterior  muscular  band  of  the  ascending 
colon  about  U/2  inches  above  the  cecum,  and 
measuring  5 by  2 cm.  or  about  the  size  of  a man’s 
thumb.  It  was  cvlindric  in  shape,  had  a fringed 
border,  and  was  twisted  360  degrees  at  the  base. 
This  was  easily  removed  by  clamp  and  ligature  at 
the  twisted  base.  After  exploring  the  rest  of  the 
intestinal  tract,  gallbladder,  and  liver  and  finding 
no  other  pathology,  the  abdomen  3vas  closed  in  the 
usual  manner  without  drainage. 

Pathologic  report  was  as  follows:  Appendices 

epiploicae  with  hemorrhage  and  acute  inflammation. 
Vermiform  appendix  negative  except  for  lymphoid 
hyperplasia.  The  microscopic  section  showed  the 
appendices  epiploicae  infiltrated  with  neutrophils 
and  red  blood  cells  throughout. 

The  patient  was  out  of  bed  in  two  days  and  left 
the  hospital  in  a week.  She  made  an  uneventful 
recovery  and  has  been  free  of  symptoms  to  date. 

30  West  90th  Street 
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Travel  broadens  the  mind , swells  the  intellect,  and  causes  the  feet  to  spread. — F.  W.  Thomas 
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Hiram  R.  Barringer,  M.D.,  of  Westhampton 
Beach,  died  on  June  7 at  the  age  of  seventy.  Dr. 
Barringer  received  his  medical  degree  from  the  New 
York  University  Medical  College  in  1894.  He  was 
a member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Martin  Barron,  M.D.,  of  Rochester,  died 
on  September  9 at  the  age  of  eighty-four.  Dr. 
Barron  received  his  medical  degree  from  the  Bellevue 
Hospital  Medical  School  in  1892  and  interned  at 
i St.  Mary’s  Hospital  in  Rochester.  He  served  as 
deputy  health  officer  during  the  smallpox  epidemic 
of  1902-1903  and  at  one  time  was  head  of  the  city 
hospital  for  communicable  diseases.  Dr.  Barron 
had  practiced  in  Rochester  until  his  retirement  last 
June  because  of  illness. 

Patrick  H.  J.  Buckley,  M.D.,  of  Buffalo,  died  on 
September  12  at  the  Millard  Fillmore  Hospital  at 
the  age  of  sixty-one.  Dr.  Buckley  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1915  and  interned  at  the  Millard  Fillmore  and 
Buffalo  General  Hospitals.  During  World  War  I 
he  served  as  a first  lieutenant  in  the  U.S.  Army 
: Medical  Corps.  He  was  attending  surgeon  at  Mill- 
ard Fillmore  Hospital.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Buckley  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Buffalo  Surgi- 
cal Society,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  H.  Chetwood,  M.D.,  of  New  York  City 
and  Brooklyn,  died  on  October  15  at  the  French 
Hospital  at  the  age  of  eighty-six.  Dr.  Chetwood 
1 received  his  medical  degree  from  the  Bellevue  Hos- 
pital Medical  School  in  1887  and  interned  at  Belle- 
vue Hospital.  Formerly  a professor  of  genito- 
urinary surgery  at  the  New  York  Polyclinic  Medical 
School  and  Hospital,  he  was  for  twenty-nine  years 
director  of  urology  at  the  French  Hospital  and  at  the 
time  of  his  death  was  consulting  urologist  at  Belle- 
vue, French,  and  Knickerbocker  Hospitals. 

A Fellow  of  the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of  Urology, 
Dr.  Chetwood  was  a member  of  the  American  Asso- 
ciation of  Genito-Urinary  Surgeons,  the  American 
Urological  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harrison  I.  Cook,  M.D.,  of  New  York  City,  died 
| on  September  1 1 at  the  age  of  sixty-four.  Dr.  Cook 
received  his  medical  degree  from  the  New  York  Uni- 
| versity  and  Bellevue  Hospital  Medical  School  in 
1911  and  interned  at  Bellevue  Hospital.  He  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


John  De  Paul  Currence,  M.D.,  of  New  York 
City,  died  on  October  20  at  University  Hospital  at 
the  age  of  fifty-three.  Dr.  Currence  received  his 
medical  degree  from  St.  Louis  University  in  1926. 
He  was  professor  of  physical  medicine  at  the  New 
York  University  School  of  Medicine  and  director  of 
physical  medicine  and  associate  attending  physician 
in  rehabilitation  and  physical  medicine  at  University 
Hospital.  A Fellow  of  the  American  College  of 
Physicians,  Dr.  Currence  was  a member  of  the  New 
York  Academy  of  Medicine,  the  American  Congress 
for  Physical  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Severin  S.  Cytronberg,  M.D.,  of  New  York  City, 
died  on  October  1 at  his  home  at  the  age  of  sixty. 
Dr.  Cytronberg  received  his  medical  degree  from  the 
University  of  Berlin  in  1914.  He  was  clinical  assist- 
ant attending  physician  at  City  Hospital  and  a 
member  of  the  National  Gastroenterological  Asso- 
ciation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Frederick  Ehrhardt,  M.D.,  of  Brooklyn, 
died  on  September  27  at  the  age  of  sixty-eight.  Dr. 
Ehrhardt  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1906  and 
had  practiced  in  Brooklyn  for  more  than  forty  years. 
He  was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Victor  G.  Fuchs,  M.D.,  of  Jackson  Heights,  died 
on  July  2 at  the  age  of  fifty.  Dr.  Fuchs  received  his 
medical  degree  from  the  University  of  Prague  in 
1926.  He  was  clinical  assistant  attending  surgeon 
and  assistant  attending  plastic  surgeon  at  Queens 
General  Hospital  and  assistant  attending  physician 
in  ear,  nose,  and  throat  at  Greenpoint  Hospital. 
Dr.  Fuchs  was  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Willetts  Walton  Gardner,  M.D.,  of  Patchogue, 
died  on  October  15  while  vactioning  in  California, 
at  the  age  of  sixty.  Dr.  Gardner  received  his  medi- 
cal degree  from  the  University  of  Maryland  in  1921 . 
He  was  attending  physician  at  the  Southside  Hos- 
pital in  Bay  Shore  and  at  the  Mather  Memorial 
Hospital  in  Port  Jefferson.  Dr.  Gardner  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Austin  E.  Greenwood,  M.D.,  of  Brooklyn,  died  on 
September  15  at  his  home  at  the  age  of  seventy-one. 
Dr.  Greenwood  received  his  medical  degree  from 
Tufts  Medical  College  in  1906  and  had  practiced  in 
Brooklyn  for  the  past  forty-five  years. 
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Isidor  Hermann  Gunzenhauser,  M.D.,  of  White- 
stone,  died  on  September  28  at  the  age  of  sixty- 
seven.  Dr.  Gunzenhauser  received  his  medical 
degree  from  the  University  of  Wurzburg  in  1912. 
He  was  a member  of  the  Queens  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

D.  Roger  Haggerty,  M.D.,  of  Hornell,  died  on 
September  11  at  St.  James  Mercy  Hospital,  Hornell, 
at  the  age  of  fifty-five.  Dr.  Haggerty  was  gradu- 
ated from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1919  and  interned  at 
Presbyterian  and  St.  Vincent’s  Hospitals  in  New 
York  City.  For  twenty-six  years  he  practiced  in 
Arkport,  moving  his  office  to  Hornell  in  1926.  He 
was  attending  physician  in  eye,  ear,  nose,  and  throat 
at  St.  James  Mercy  and  Bethesda  Hospitals,  both  in 
Hornell.  Dr.  Haggerty  was  a member  of  the  Steu- 
ben County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Robert  Kosiner,  M.D.,  of  New  York  City,  died  on 
October  17  at  the  age  of  forty-seven.  Dr.  Kosiner 
received  his  medical  degree  from  the  University  of  • 
Leipzig  in  1930.  He  was  clinical  assistant  attend- 
ing physician  at  the  Mount  Sinai  Hospital  Out- 
patient Department,  the  Beth  David  Hospital  Out- 
patient Department,  and  the  Greenpoint  Hospital. 
Dr.  Kosiner  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Adrian  Van  Sinderen  Lambert,  M.D.,  of  New 

York  City,  died  on  October  15  in  Doctors  Hospital 
at  the  age  of  eighty.  Dr.  Lambert  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1896  and  interned  at  New  York 
Hospital.  He  was  clinical  professor  of  surgery  at 
the  Columbia  University  College  of  Physicians  and 
Surgeons  until  his  retirement  in  1946.  At  Bellevue 
Hospital  he  was  instrumental  in  founding  the  Tho- 
racic Surgery  Service,  of  which  he  was  director  for 
many  years.  In  1939  he  was  elected  president  of  the 
American  Association  for  Thoracic  Surgery.  He 
was  attending  thoracic  surgeon  and  consulting  sur- 
geon at  Bellevue  and  Presbyterian  Hospitals  in  New 
York  City  and  consulting  thoracic  surgeon  at  Sea 
View  Hospital,  Staten  Island,  and  at  the  Nyack 
Hospital. 

A Fellow  of  the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of  Surgery,  Dr. 
Lambert  was  a member  of  the  American  Association 
for  Thoracic  Surgery,  the  New  York  Academy  of 
Medicine,  the  New  York  Surgical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Paul  Lehman,  M.D.,  of  New  York  City,  died  on 
October  19  in  Mount  Sinai  Hospital,  at  the  age  of 
sixty-six.  Dr.  Lehman  received  his  medical  de- 
gree from  the  University  of  Heidelberg  in  1910.  He 
was  clinical  assistant  attending  pediatrician  at  Beth 
David  Hospital  Outpatient  Department.  Dr.  Leh- 
man was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Bramman  Meding,  M.D.,  of  New  York 
City,  died  on  October  15  at  his  home  at  the  age  of 


eighty-six.  Dr.  Meding  was  graduated  from  the 
Columbia  University  College  of  Physicians  and  Sur- 
geons in  1887  and  became  executive  surgeon  and 
secretary  of  the  Harlem  Eye  and  Ear  Hospital,  a 
post  he  held  for  sixty-five  years.  He  was  also  con- 
sulting ophthalmologist  at  St.  Barnabas  Hospital. 

A Fellow  of  the  American  College  of  Surgeons  and  a 
Diplomate  of  the  American  Board  of  Ophthalmol- 
ogy, Dr.  Meding  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Prime,  M.D.,  of  New  York  City,  died 
on  October  13  at  the  age  of  seventy-one.  Dr. 
Prime  received  his  medical  degree  from  "the  Univer- 
sity of  Pennsylvania  in  1905.  From  1920  to  1939 
he  was  assistant  professor  of  cancer  research  at 
Columbia  University  and  for  many  years  he  was 
consulting  radiotherapist  at  St.  Luke’s  Hospital. 
Dr.  Prime  was  a member  of  the  American  Associa- 
tion for  Cancer  Research,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Remigio  Santeramo,  M.D.,  of  New  York  City, 
died  on  September  17  at  his  home  at  the  age  of 
seventy-two.  Dr.  Santeramo  received  his  medical 
degree  from  the  University  of  Naples  in  1905. 

Oscar  M.  Schloss,  M.D.,  of  Southold,  Long  Island, 
and  New  York  City,  died  on  October  13  at  his  home 
at  the  age  of  sixty-nine.  Dr.  Schloss  received  his 
medical  degree  from  the  Johns  Hopkins  University 
Medical  School  in  1905.  He  was  formerly  chief  ■ 
pediatrician  at  New  York  Hospital  and  professor  of  j 
clinical  pediatrics  at  Cornell  University  Medical  i 
College.  Dr.  Schloss  was  consulting  pediatrician  at  ; 
Willard  Parker  Hospital,  New  York  Hospital,  and 
New  York  Infirmary,  all  in  New  York  City;  Long 
Island  College  Hospital  in  Brooklyn;  North  Country 
Community  Hospital,  Glen  Cove;  Eastern  Long 
Island  Hospital,  Greenport,  and  Central  Suffolk 
Hospital,  Riverhead. 

A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Schloss  was  a member  of  the  American  Academy 
of  Pediatrics,  the  American  Pediatric  Society,  thie 
American  Academy  of  Allergy,  the  American  So- 
ciety for  Clinical  Investigation,  the  Society  for  Pedi- 
atric Research,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maximilian  Schulman,  M.D.,  of  New  York  City, 

died  on  October  3 at  the  age  of  seventy-one.  Dr.  ' 
Schulman  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1905.  j 
He  was  consulting  physician  at  the  Home  and  Hos- 
pital of  the  Daughters  of  Israel  in  New  York  City. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Schulman  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Sylvia  Bennett  Simon,  M.D.,  of  New  York  City,  I 

died  on  October  8 at  her  home  at  the  age  of  forty-  I 
three.  Dr.  Simon  received  her  medical  degree  | 
from  the  University  of  Vienna  in  1936.  She  was 
senior  psychiatrist  at  Bellevue  Hospital  and  a mem- 
ber of  the  American  Psychiatric  Association,  the 


i 


November  15,  1952] 


NECROLOGY 


2813 


New  York  Society  for  Clinical  Psychiatry,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Tannenbaum,  M.D.,  of  Brooklyn,  died  on 
September  25  at  the  age  of  fifty-one.  Dr.  Tannen- 
baum received  his  medical  degree  from  the  Rush 
Medical  School,  Chicago,  Illinois.  He  was  a mem- 
ber of  the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Hellis  Vines,  M.D.,  of  Saratoga  Springs, 
died  on  September  27  at  the  Saratoga  Hospital  at 
the  age  of  seventy-seven.  Dr.  Vines  was  graduated 
from  the  Albany  Medical  College  in  1905  and  during 
World  War  I served  with  the  U.S.  Army  Medical 
Corps  in  France. 

Louis  Tompkins  Wright,  M.D.,  of  New  York 
City,  died  on  October  8 at  his  home  at  the  age  of 
sixty-one.  Dr.  Wright  received  his  medical  degree 
from  Harvard  Medical  School  in  1915  and  during 


World  War  I served  in  France  with  the  U.S.  Army 
Medical  Corps.  In  1919  he  joined  the  staff  of 
Harlem  Hospital,  becoming  director  of  surgery  in 
1943  and  president  of  the  board  in  1948.  He  was 
also  consulting  surgeon  at  Mount  Morris  Park  Hos- 
pital and  a police  surgeon  for  New  York  City.  He 
was  chairman  of  the  board  of  the  National  Asso- 
ciation for  the  Advancement  of  Colored  People  and 
in  1940  was  awarded  the  Spingarn  Medal  for  out- 
standing achievement  by  a Negro  American.  In 
April  of  this  year,  Dr.  Wright  was  guest  of  honor  at 
a testimonial  dinner  at  which  a drive  was  begun  to 
set  up  a Louis  T.  Wright  Medical  Library  at  Harlem 
Hospital. 

A Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons,  and 
a Diplomate  of  the  American  Board  of  Surgery,  Dr. 
Wright  was  a member  of  the  American  Academy  of 
Compensation  Medicine,  the  Manhattan  Central 
Medical  Society,  the  Harlem  Surgical  Society,  the 
New  York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 


ANNOUNCEMENT 


PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  4 to  8, 
1953,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2, 1953,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Mather  Cleveland,  M.D.,  Chairman 
Committee  on  Prize  Essays 


MEDICAL  NEWS 


Refresher  Courses  in  Cardiovascular  Disease  Available 


UNDER  the  fellowship  program  of  the  New  York 
State  Department  of  Health,  the  New  York 
City  Department  of  Health,  and  the  Medical  Society 
of  the  State  of  New  York,  a series  of  refresher  courses 
for  general  practitioners  on  “Cardiovascular  Dis- 
ease’’ have  been  arranged  at  the  Columbia  Univer- 
sity Faculty  of  Medicine  and  the  New  York  Uni- 
versity Post-Graduate  Medical  School. 

Courses  scheduled  include  the  following: 

New  York  University  Post-Graduate  Medical 
School — “Peripheral  Vascular  Diseases,”  November 
17  through  21,  1952,  and  June  22  through  26,  1953; 
“Electrocardiography,”  November  17  through  21, 
1952,  and  March  30  through  April  3,  1953;  “Cardi- 
ology,” June  29  through  July  24,  1953,  and  “Auscul- 
tation of  the  Heart,”  February  2 through  4,  1953. 
Columbia  University  Faculty  of  Medicine — “Ele- 


mentary Electrocardiography,”  January  5 through 
10,  1953;  “Advanced  Electrocardiography,”  Janu- 
ary 12  through  17,  1953;  “Cardiovascular  Diseases,” 
January  19  through  27,  1953. 

The  New  York  State  Department  of  Health  pro- 
vides fellowships  for  physicians  licensed  by  and  living 
in  the  State  of  New  York  for  the  courses  described. 
Because  of  a reduction  in  allocated  funds,  it  will  not 
be  possible  to  provide  living  expense  stipends  this 
year,  it  is  announced. 

Application  blanks  may  be  obtained  from  the 
universities  concerned  or  from  the  New  York 
State  Department  of  Health,  39  Columbia  Street, 
Albany  7,  New  York.  Completed  applications  must 
be  in  the  hands  of  the  university  at  least  two  weeks 
in  advance  of  the  start  of  the  course,  if  the  physician 
is  to  receive  the  benefits  of  the  fellowship  program. 


MEDICALLY  SPEAKING— 


Donors  to  Education  Foundation — Contributors 
from  New  York  State  during  the  month  of  Septem- 
ber to  the  American  Medical  Education  Foundation 
included  the  following:  Dr.  Roy  Chapman  Ains- 

worth, Dr.  Joseph  J.  Bryla,  Dr.  Clarke  T.  Case, 
Dr.  James  Enoch  Compson,  Dr.  Moritz  Elias,  Dr. 
Alfred  Heymann,  Dr.  Arthur  Verne  Johnston,  Dr. 
Quentin  M.  Jones,  Dr.  John  F.  Kelley,  Dr.  Nauftoli 
Michael  Levine,  Dr.  Harry  D.  Parkhurst,  Dr.  Abra- 
ham Louis  Shaheen,  Dr.  Herbert  N.  Squier,  and  Dr. 
Joseph  J.  Witt,  all  of  Utica:  Dr.  Elah  H.  Cook 
Bliss,  Dr.  Roger  Courtnaye  Bliss,  Dr.  Robert  Her- 
riot  Little,  and  Dr.  Heinz  Salm,  all  of  Hudson; 
Dr.  David  D.  Dexter,  Hempstead;  Dr.  Hugh  G. 
Henry,  Germantown;  Dr.  Leroy  John  Holbert, 
Kinderhook;  Dr.  Ralph  Charles  Kahle,  New  York 
City;  Dr.  David  Levine,  Brooklyn;  Dr.  Henry  J. 
Noerling,  Jr.,  Valatie;  Dr.  H.  A.  Pattison,  Livings- 
ton; Dr.  Charles  Rosen,  Chatham,  and  Dr.  Leo  F. 
Schiff,  Plattsburg. 

Postgraduate  Assembly  Planned — The  New  York 
State  Society  of  Anesthesiologists  has  announced 
that  its  sixth  annual  postgraduate  assembly  in 
anesthesiology  will  be  held  December  10  through  13 
at  the  Hotel  New  Yorker,  New  York  City.  The 
meeting  will  include  scientific  sessions,  round  table 
discussions,  technical  and  scientific  exhibits,  and 
luncheons  and  dinners. 

The  following  subjects  will  be  discussed:  “Ob- 

stetric Anesthesia,”  Dr.  Virginia  Apgar;  “Instru- 
ments of  Medical  Measurement,”  Dr.  Albert 
Faulconer;  “Temperature  Regulation,”  Dr.  Eugene 
F.  Dubois;  “Shock  Syndrome,”  Dr.  Ephraim  Shorr; 
“Respiratory  Acidosis,”  Dr.  Herbert  C.  Maier; 
“Considerations  in  the  Use  of  Intravenous  Fluids,” 
Dr.  Henry  T.  Randall;  “Physiologic  Changes 
Accompanying  Cardiovascular  Surgery,”  Dr.  George 
II.  Humphreys;  “Artificial  Respiration,”  Dr.  James 
L.  Whittenberger,  and  “Jurisprudence  in  Anesthesi- 
ology,” Harry  A.  Gair  and  Emile  Z.  Berman. 


Registration  forms  for  the  assembly  may  be  ob- 
tained from  the  office  of  the  New  York  State  Society 
of  Anesthesiologists,  137  West  11th  Street,  New 
York  11,  New  York. 

Hospital  Construction — As  of  October  1.  Hill- 
Burton  hospital  construction  in  New  York  State  in- 
cluded the  following:  49  projects  completed  and  in 
operation,  at  a total  cost  of  $37,149,103,  including 
Federal  contribution  of  $11,922,497  and  supplying 
2,374  additional  beds;  17  projects  under  construc- 
tion at  a total  cost  of  $25,387,895,  including  Federal 
contribution  of  $7,456,978  and  supplying  1.235  addi- 
tional beds,  and  four  projects  approved  but  not  yet 
under  construction,  at  a total  cost  of  $5,268,473,  in- 
cluding Federal  contribution  of  $1,686,783  and  sup- 
plying 393  additional  beds. 

Pan  American  Medical  Association — The  eighth 

international  cruise-congress  of  the  Pan  American 
Medical  Association  will  be  held  January  7 to 
January  19  aboard  the  S.S.  Nieuw  Amsterdam, 
during  a 12-day  cruise  to  South  America  and 
the  West  Indies.  The  scientific  sessions  will  be 
held  each  morning  while  the  ship  is  at  sea  and  will 
include  general  assemblies  and  panel  discussions. 
Further  information  may  be  obtained  from  the  Pa.i 
American  Medical  Association,  745  Fifth  Avenue. 
New  York  22,  New  York. 

Hospital  Building  Dedicated — Senator  Walter  J. 
Mahoney,  Buffalo,  was  principal  speaker  at  cere- 
monies dedicating  the  new  617-bed  medical-surgical 
building  at  Buffalo  State  Hospital  on  October  14. 
Dr.  Henry  Brill,  assistant  commissioner  of  mental 
hygiene,  represented  the  New  York  State  Depart- 
ment of  Mental  Hygiene  at  the  exercises.  The  new 
building  concentrates  medical,  surgical,  and  diag- 
nostic facilities  under  one  roof  and  is  one  of  eight  such 
buildings  in  the  State’s  mental  hospital  construc- 
tion program,  which  will  provide  a total  of  14,000  new 
beds  in  36  new  buildings  at  1 7 institutions. 
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New  Department  Established — The  State  Uni- 
versity of  New  York,  College  of  Medicine  at  New 
York  City,  has  announced  the  establishment  of  a 
Department  of  Neurology  and  Neurosurgery  with 
clinical  services  at  Kings  County  Hospital.  A five- 
year  course  of  graduate  training  in  neurology  and 
neurosurgery  is  being  offered.  Dr.  E.  Jefferson 
Browder  is  the  executive  officer  of  the  department 
and  director  of  the  training  program  in  neurosur- 
gery, and  Dr.  Abraham  M.  Rabiner  is  director  of  the 
graduate  program  in  neurology. 

Medical  School  Dean  Resigns — The  resignation 
of  Dr.  George  H.  Whipple,  Nobel  prize  winner  in 
medicine,  as  dean  of  the  University  of  Rochester 
School  of  Medicine  and  Dentistry,  effective  June  30, 
has  been  announced  by  the  university.  Dr.  Whipple, 
dean  of  the  school  since  its  founding  in  1920,  has 
seen  it  grow  from  a student  body  of  22  to  an  organi- 
zation that  includes  two  hospitals  with  a total  of 
800  beds,  a school  of  nursing,  a psychiatric  clinic,  a 
cerebral  palsy  clinic,  a center  for  treatment  of  neuro- 
muscular diseases,  an  atomic  energy  project,  and  a 
cancer  research  department.  Dr.  Whipple  was  a 
joint  winner  of  the  Nobel  Prize  in  1934  for  his  re- 
search on  the  nature  of  anemia  and  the  potency  of 
liver  as  a builder  of  hemoglobin  in  the  blood.  He 
plans  to  continue  on  the  school’s  staff  as  a professor 
of  pathology. 

Clinical  Session  Geared  for  GP — The  sixth  annual 
clinical  session  of  the  American  Medical  Association, 
meeting  December  2 to  5 in  Denver,  Colorado,  will 
feature  practical  demonstrations  on  various  phases 
of  medicine  of  special  educational  value  to  the 
general  practitioner.  More  than  60  scientific  ex- 
hibits will  provide  the  general  practitioner  with  a 
postgraduate  course  in  such  subjects  as  office 
anesthesia,  cardiology,  dermatology,  endocrinology, 
gynecology,  laboratory  procedures,  otolaryngology, 
pediatrics,  and  proctology.  Emphasis  will  be  on 
diagnosis  and  treatment. 

In  addition  to  scientific  papers  presented  by  lead- 
ing physicians  from  all  over  the  United  States,  high- 
lights of  the  meeting  will  include  a large  technical 
exhibit,  surgical  and  clinical  demonstrations  on  color 
television,  and  motion  pictures.  All  technical  and 
scientific  exhibits  and  scientific  sessions  will  be  held 
at  Denver’s  recently-enlarged  municipal  auditorium. 

Research  Project  by  State  Department  of  Mental 
Hygiene — New  York  State  is  setting  up  a research 
project  in  which  scientists  will  try  by  a new  approach 
to  find  out  more  about  mental  disorders — what  they 
are  and  how  to  cure  or  prevent  them.  Dr.  Newton 
Bigelow,  State  commissioner  of  mental  hygiene, 
announced  that  a staff  is  now  being  assembled  at 
Rockland  State  Hospital,  where  the  research  will  be 
conducted  by  the  Department  of  Mental  Hygiene. 


Appointed  September  1 as  director  of  psychiatric 
research,  Dr.  Nathan  S.  Kline  will  be  in  charge  of 
the  Rockland  project.  To  assist  him,  two  senior 
research  scientists  in  psychology,  A.  N.  Tenney, 
M.S.,  and  Dr.  L.  Feldstein,  have  been  appointed, 
and  Dr.  Y.  Taketomo  has  been  appointed  resident 
research  psychiatrist  and  Dr.  E.  H.  Cranswick, 
endocrinologist.  Other  personnel  to  be  appointed 
for  the  project  will  include  two  biochemists,  two  head 
nurses  and  two  staff  nurses,  a research  secretary,  a 
senior  stenographer  and  a stenographer. 

Positions  Open — Positions  open  at  the  Chronic 
Disease  Research  Institute  of  the  University  of  Buf- 
falo School  of  Medicine  include  the  following:  full- 
time psychiatrist,  paying  $12,000  a year  plus  the 
opportunity  for  private  practice.  The  entire  field  of 
research  and  teaching  in  psychiatry  will  be  available, 
and  the  position  carries  an  associate  professorship 
with  it. 

Full-time  director  of  the  respirator  center,  one  of 
the  five  credited  by  the  National  Foundation  for 
Infantile  Paralysis.  The  position  carries  with  it  an 
appointment  in  the  Department  of  Medicine  and 
the  annual  salary  is  $7,500.  Opportunities  for 
teaching  and  research,  not  only  in  poliomyelitis  but 
in  other  phases  of  chronic  diseases,  are  available. 

Research  fellow,  paying  $1,800  a year.  The  appli- 
cant should  probably  not  have  more  than  two  or 
three  years  of  residency  after  graduation.  The  fel- 
lowship is  devoted  to  research  in  the  field  of  chronic 
diseases,  particularly  in  cardiovascular  problems. 

Research  fellow,  with  a position  available  in  the 
respirator  center  for  the  study  of  problems  in  the 
pulmonary  and  metabolic  fields  of  polio  and  other 
chronic  diseases. 

Further  information  may  be  obtained  from  Dr. 
Walter  T.  Zimdahl,  director  of  the  Institute,  at 
2183  Main  Street,  Buffalo  14,  New  York. 

Physician  Receives  Alumni  Award — At  com- 
mencement exercises  in  June,  the  State  University 
of  New  York,  College  of  Medicine  in  New  York 
City,  announced  the  award  of  its  annual  Alumni 
Medallion  for  Distinguished  Service  to  Medicine  to 
Dr.  Albert  F.  R.  Andresen  of  Brooklyn,  a graduate 
of  the  class  of  1907.  Dr.  Andresen,  following  a 
teaching  career  at  the  Long  Island  College  of  Medi- 
cine which  began  in  1909  when  he  became  instructor 
in  anatomy,  was  named  in  1951  as  clinical  professor 
emeritus.  He  has  participated  in  the  postgraduate 
teaching  program  of  the  Medical  Society  of  the 
State  of  New  York  since  its  inception  more  than 
twenty  years  ago  and  also  as  chairman  of  the  Com- 
mittee on  Scientific  Program  for  five  years  and  as 
Speaker  of  the  House  of  Delegates  for  five  years. 
In  the  American  Medical  Association  he  served  as 
secretary  and  chairman  of  the  Section  on  Gastro- 
enterology and  Proctology. 


MEETINGS 

PAST 


American  Association  of  Blood  Banks 

The  fifth  annual  meeting  of  the  American  Associa- 
tion of  Blood  Banks  was  held  in  Milwaukee,  Wis- 
consin, from  October  9 to  11.  During  the  meeting, 
a refresher  course  for  technicians  was  held.  Among 
the  new  officers  who  were  elected  at  the  business 
meeting  was  Dr.  Aaron  Kellner,  of  New  York  City, 


as  president-elect.  Dr.  Kellner  is  the  director  of  the 
New  York  Hospital  Blood  Bank. 

Long  Island  Psychiatric  Society 

The  second  meeting  of  the  1952-1953  season  of  the 
Long  Island  Psychiatric  Society  was  held  on  October 
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16  at  the  Veterans  Administration  Hospital  in 
Northport.  Dr.  Leo  Alexander,  of  Boston,  Massa- 
chusetts, discussed  “Indications  and  Technic  of 
Electroshock  and  Electrostimulative  Therapy.” 

Schoharie  County  Medical  Society 

Dr.  Simon  Propp,  hematologist  at  the  Albany 
Hospital,  Albany,  discussed  “Diagnosis  and  Manage- 
ment of  Thrombocytopenic  Purpura,”  at  a program 
of  postgraduate  instruction  for  the  Schoharie  County 
Medical  Society.  The  meeting  was  held  on  October 
21  in  Cobleskill. 

On  October  28,  Dr.  Rudolph  Deutl,  assistant 
proctologist  at  St.  Clare’s  Hospital  in  Schenectady, 
talked  on  “Proctology  for  the  General  Practitioner.” 
At  the  November  11  meeting,  “Cardiac  Arrhy- 
thmias” was  the  subject  of  the  talk  given  by  Dr. 
John  C.  Mithoefer,  associate  surgeon  at  the  Mary 
Imogene  Bassett  Memorial  Hospital  in  Coopers- 
town. 

Onondaga  County  Medical  Society 

“The  Management  of  Diabetes”  was  discussed  by 
Dr.  Reed  Harwood,  Massachusetts  General  Hos- 
pital, Boston,  Massachusetts,  at  the  postgraduate 
instruction  course  of  the  Onondaga  County  Medical 
Society  on  November  11.  The  meeting  was  held  at 
the  University  Club  in  Syracuse. 

New  York  Cancer  Society 

The  first  scientific  program  of  the  New  York  Can- 
cer Society  for  the  year  1952-1953  was  held  on 
October  24  at  the  New  York  Academy  of  Medicine. 
At  this  meeting,  “Bronchogenic  Cancer”  was  the 
subject.  Dr.  Harold  L.  Stewart  of  the  National 
Cancer  Institute,  Bethesda,  Maryland,  spoke  on 
“Experimental  Carcinoma  in  Laboratory  Animals”; 
Dr.  Richard  H.  Overholt,  from  the  New  England 
Deaconess  Hospital,  Boston,  Massachusetts,  talked 
on  “Tuberculosis,  Pneumonia,  and  Cancer,”  and 
Dr.  William  E.  Smith,  from  the  New  York  Uni- 
versity-Bellevue  Medical  Center,  New  York  City, 
discussed  “Clinical  Evidence  on  Etiology.” 

The  New  York  Cancer  Society,  which  has  re- 
cently been  organized,  is  a professional  association 
of  clinicians  and  investigators  who  are  especially 
concerned  with  cancer  and  related  subjects. 


Monthly  scientific  meetings  will  be  held  in  the  New 
York  Academy  of  Medicine  and  will  be  open  to  all 
physicians  in  the  Metropolitan  area. 

Albany  County  Medical  Society 

Dr.  David  I.  Schwartz,  chief  of  the  orthopedic 
section,  Veterans  Administration  Hospital,  Albany', 
addressed  the  members  of  the  Albany'  County'  Medi- 
cal Society  on  October  22.  Dr.  Schwartz  spoke  on 
“A  Clinical  Evaluation  of  Subcutaneous  Achilles 
Tenotomy  as  an  Aid  in  the  Treatment  of  Intermit- 
tent Claudication.”  The  meeting  was  held  in  the 
auditorium  of  the  Albany'  College  of  Pharmacy. 

New  York  Academy  of  Medicine 

“Medicine  in  a Changing  Society”  is  the  theme  of 
the  eighteenth  series  of  lectures  to  the  laity,  which 
were  begun  on  October  22  at  the  New  York  Academy' 
of  Medicine.  Dr.  Franz  G.  Alexander,  director, 
Institute  for  Psychoanalysis,  Chicago,  opened  the 
series  with  the  subject  “Adventure  and  Security'  in 
a Changing  World.”  On  November  5,  Dr.  John  A. 
Rose,  supervising  psychiatrist,  Child  Guidance 
Clinic,  Philadelphia,  spoke  on  “Changes  in  Family' 
Life  and  Mental  Health.” 

Future  topics  will  be:  November  19,  “The 

Ministry  of  Religion  in  the  Light  of  Psychiatry,”  by 
the  Reverend  Otis  R.  Rice,  director  of  religious  work, 
St.  Luke’s  Hospital,  New  York  City;  December  3, 
“What  the  Laboratory'  Can  Tell  Us  about  Nervous 
Breakdown,”  by  Dr.  W.  Horsley'  Gantt,  associate 
professor  of  psychiatry,  Johns  Hopkins  University' 
School  of  Medicine;  January  7,  “Organic  Factors 
and  Personality  Functions,”  Dr.  William  Malamud, 
professor  and  chairman  of  the  Department  of 
Psychiatry  and  Neurology,  Boston  University 
School  of  Medicine,  and  on  January  28,  “The  Power 
Revolution  of  the  19th  Century  in  the  United 
States,”  by  P.  LeCorbeiller,  Ph.D.,  professor  of 
general  education  and  applied  phy'sics,  Harvard  Uni- 
versity'. 

The  lectures,  which  begin  at  8:30  p.m.,  are  under 
the  chairmanship  of  Dr.  Harold  B.  Key'es  and  are  de- 
signed to  bring  before  the  public  the  scientists 
whose  different  labors  in  many  fields  sum  up  to 
“progress  in  medicine.” 


FUTURE 


Geneva  Academy  of  Medicine 

“Recent  Trends  in  the  Management  of  the  Dis- 
eases of  Hyperthyroidism”  will  be  discussed  by  Dr. 
Thomas  II.  McGavack,  professor  of  clinical  medi- 
cine, New  York  Medical  College,  New  York  City, 
at  the  postgraduate  instruction  session  for  the 
Geneva  Academy  of  Medicine.  The  meeting  will  be 
held  on  December  15  at  the  Belhurst  in  Geneva  and 
will  begin  at  8: 30  p.m. 

State  of  New  York  Department  of  Mental  Hygiene 

A series  of  Friday  morning  conferences  was  begun 
on  September  12  under  the  auspices  of  the  State  of 
New  York  Department  of  Mental  Hygiene.  The 
conferences,  which  are  held  in  the  Keener  Building 
at  the  Manhattan  State  Hospital,  Ward’s  Island, 
start  at  1 1 a.m. 

Speakers  during  September  were  Dr.  John  II. 
Travis,  who  spoke  on  “Problems  in  Administration 
of  a State  Hospital”;  Dr.  Lawrence  E.  Hinkle,  Jr., 
“Life  Stress  and  Diabetes,”  and  Dr.  Nolan  D.  C. 


Lewis,  “Psychosomatic  Conditions  as  Expressed  in 
Graphic  Art.”  During  the  month  of  October,  Dr. 
Ruth  Fox  discussed  “The  Treatment  of  Alcoholism”; 
Dr.  Kenneth  Gang,  “Diagnosis  and  Treatment  of 
the  Herniated  Cervical  Disc”;  Dr.  Sandor  Rado, 
“The  Obsessive  Pattern”;  Dr.  Paul  H.  Hoch,  “The 
Experimental  Production  of  Abnormal  Mental 
States,”  and  Dr.  Lewis  R.  Wolberg,  “Psy'chological 
Aspects  of  Hy'pnosis.” 

The  November  speakers  in  the  series  are:  Dr. 

Arthur  W.  Grace,  “Life  Stress  and  Ulcerative  Co- 
litis,” and  Dr.  Oskar  Diethelm,  “The  Biochemical 
Aspects  of  Anxiety,”  for  the  first  two  meetings.  The 
final  conference  in  November  will  be  held  on  the 
21  and  Dr.  Paul  J.  Lussheimer  will  talk  on  “Homey’s 
Theory  of  Neurosis.” 

The  conferences  in  December  will  be  held  on  De- 
cember 5 with  Dr.  James  P.  Cattell  speaking  on 
“Psychodynamic  Studies  of  Psychosurgery  Pa- 
tients”; on  December  12,  Dr.  Emil  A.  Gutheil, 
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“Dream  Interpretation  as  a Therapeutic  Technic,” 
and  December  19,  Dr.  Joseph  W.  Vollmerhausen, 
“The  Psychosis  as  a Way  of  Life.” 

The  director  of  the  conferences  is  Dr.  John  H. 
Travis. 

Association  of  Military  Surgeons 

The  annual  convention  of  the  Association  of 
Military  Surgeons  will  be  held  in  Washington, 
D.  C.,  November  17,  18,  and  19.  As  a special  in- 
ducement to  the  Air  Force  Medical  Service  Reserv- 
ists, point  credits  will  be  granted  for  each  day’s 


attendance  at  the  convention,  which  will  increase 
their  reserve  standing. 

American  Academy  of  Dental  Medicine 

A symposium  on  pain  will  be  the  topic  of  the  mid- 
winter meeting  of  the  American  Academy  of 
Dental  Medicine  on  December  7 at  the  Hotel  Statler 
in  New  York  City.  Among  those  taking  part  in 
the  symposium  will  be  Dr.  Nathan  Savitsky  and 
Dr.  Theodor  Blum,  both  of  New  York  City.  Pro- 
grams and  reservations  may  be  made  by  contacting 
Dr.  William  M.  Greenhut,  124  E.  84th  Street,  New 
York  28,  New  York. 


PERSONALITIES 


Honored 

Dr.  Allen  O.  Whipple,  New  York  City,  in  Septem- 
ber at  a dinner  by  the  former  members  of  the  surgi- 
cal house  staff  of  the  Presbyterian  Hospital.  At  the 
dinner,  a portrait  of  Dr.  Whipple  was  unveiled  and 
presented  to  the  Presbyterian  Hospital  . . . Dr. 
William  G.  Niederland,  New  York  City,  the  1952 
“Achievement  Medal”  for  educational  and  scientific 
achievements  in  the  field  of  intercultural  education 
by  the  University  of  Tampa,  Tampa,  Florida  . . . 
Dr.  Dorothy  H.  Andersen,  associate  professor  of 
pathology  and  pediatrics  of  the  College  of  Physicians 
and  Surgeons  at  Columbia  University,  a citation 
from  Mount  Holyoke  College,  South  Hadley,  Massa- 
chusetts . . . Dr.  Virginia  Apgar,  professor  of 
anesthesiology,  Columbia  University;  clinical  direc- 
tor of  anesthesia,  Presbyterian  Hospital,  and  chair- 
man of  the  board  of  governors  of  the  American  Col- 
lege of  Anesthesiology,  a citation  from  Mount 
Holyoke  College,  South  Hadley,  Massachusetts  . . . 
Dr.  George  T.  Pack,  New  York  City,  by  the  medical 
board  of  the  Paterson  General  Hospital,  Paterson, 
New  Jersey  . . . Dr.  Howard  A.  Rusk,  director  of  the 
Institute  of  Physical  Medicine  and  Rehabilitation 
of  the  New  York  University-Bellevue  Medical 
Center,  as  a winner  of  the  seventh  annual  Albert 
and  Mary  Lasker  Foundation  award  given  by  the 
American  Public  Health  Association  for  medical  re- 
search and  public  health  achievement. 

Appointed 

Dr.  Charles  W.  Burklund,  Slingerlands,  as  chief 
of  the  neurosurgical  section  at  the  Veterans  Admin- 
istration Hospital,  Albany  . . . Dr.  E.  Dwight 
Barnett,  director,  Institute  of  Administrative  Medi- 
cine, Columbia  University,  as  a member  of  the  re- 
search advisory  committee  to  the  Research  Council 
for  Economic  Security  . . . Dr.  Caspar  G.  Burn, 
former  professor  of  pathology,  New  York  State  Uni- 
versity Medical  Center,  as  director  of  laboratories 
and  chief  pathologist  at  Samaritan  Hospital,  Troy 
. . . Dr.  James  E.  Fish,  New  York  City;  Dr.  Marvin 
A.  Block,  Buffalo;  Dr.  Harold  W.  Lovell,  New  York 
City;  Dr.  John  L.  Norris,  Rochester  and  Dr.  S. 
Mouchly  Small,  New  York  City,  to  assist  the  New 
York  State  Mental  Health  Commission  . . . Dr. 
Harry  D.  Kruse,  former  member  of  the  Milbank 
Memorial  Fund,  as  secretary  to  the  committee  on 
public  health  relations  of  the  New  York  Academy 
of  Medicine. 

Dr.  Robert  H.  Manheimer,  adjunct  in  medicine  on 

Ithe  staff  of  Montefiore  Hospital,  New  York  City,  as 
medical  director  of  the  New  York  Chapter  of  the 
Arthritis  and  Rheumatism  Foundation  . . . Dr. 
Mark  M.  Ravitch,  former  associate  professor  of 
surgery  at  Johns  Hopkins  School  of  Medicine,  as 
head  of  the  Department  of  Surgery  and  full-time 
surgeon  at  Mt.  Sinai  Hospital,  New  York  City  . . . 


Dr.  Paul  A.  Rothenberg,  formerly  associated  with 
the  Veterans  Administration  Hospital,  Chillicothe, 
Ohio,  as  acting  chief  of  the  neuropsychiatric  service 
of  the  Veterans  Administration  Hospital,  Albany  . . . 
Dr.  Carl  B.  Smith,  Victor,  chief  radiologist  at 
Thompson  Hospital,  Canandaigua  . . . Dr.  I.  Paul 
Train,  New  York  City,  as  associate  professor  of 
surgery  at  New  York  Medical  College  and  attending 
surgeon  at  Flower  and  Fifth  Avenue  Hospitals, 
New  York  City  . . . Dr.  Alfred  S.  Dooneief,  Bedford 
Hills,  as  attending  physician  of  the  division  of  pul- 
monary diseases  at  Montefiore  Hospital,  New  York 
City  . . . Dr.  Clarence  Dennis,  director  of  surgery, 
College  Division  at  the  Kings  Comity  Hospital  in 
Brooklyn  and  professor  of  surgery  at  the  College, 
as  executive  officer  of  the  Department  of  Surgery 
of  the  State  LTniversity  College  of  Medicine  at  New 
York  City  . . . Dr.  Robert  H.  Broh-Kahn,  formerly 
of  Cincinnati,  Ohio,  as  scientific  director  of  the 
Lasdon  Foundation,  Nepera  Park,  Yonkers  . . . Dr. 
Nathan  Beckenstein,  former  director  of  Syracuse 
Psychopathic  Hospital,  as  director  of  the  Brooklyn 
State  Hospital  . . . Dr.  Frank  R.  Ferlaino,  assistant 
clinical  professor  of  industrial  medicine  at  the  Uni- 
versity Post-Graduate  Medical  School  of  the  New 
York  University-Bellevue  Medical  Center,  as  clinical 
instructor  in  public  health  and  industrial  medicine 
at  the  New  York  Medical  College  and  Flower  and 
Fifth  Avenue  Hospitals,  and  as  secretary  of  the 
Council  on  Post-Graduate  Medical  Education  of  the 
American  College  of  Chest  Physicians  . . . Dr. 
Herbert  E.  Klarman,  former  medical  economist  in 
t he  Human  Resources  Office  of  the  National  Security 
Resources  Board  in  Washington,  D.C.,  as  assistant 
director  of  the  Hospital  Council  of  Greater  New 
York  . . . Dr.  Alton  A.  Smahl,  New  York  City 
Health  Department,  as  public  health  specialist  for 
Asia  and  the  Middle  East  for  two  years,  by  the 
United  Nations  World  Health  Organization. 

Retired 

Dr.  Louis  R.  Ferraro,  Poughkeepsie,  as  assistant 
county  medical  examiner  and  pathologist,  to  become 
director  of  pathology  in  a Chicago,  Illinois,  hospital 
. . . Dr.  Arthur  Stokes,  Mt.  Morris,  as  director  of  the 
Mt.  Morris  Tuberculosis  Hospital  . . . Dr.  Franklin 
J.  Youngs,  Delaware  County  coroner,  to  enter  active 
duty  with  the  United  States  Navy. 

Elected 

Dr.  John  Honan  Keating,  attending  physician  and 
director  of  medicine  at  St.  Luke’s  Hospital,  New 
York  City,  as  president  of  the  New  York  Heart 
Association  . . . Dr.  John  F.  Rogers,  Poughkeepsie, 
as  president  of  the  Ninth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York. 
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Speakers 

Dr.  Louis  H.  Bauer,  Hempstead,  at  the  dedication 
of  the  Palsy  Diagnostic  Center  in  Roosevelt,  Long 
Island  . . . Dr.  Louis  F.  Bishop,  New  York  City,  at 
the  annual  meeting  of  the  Rocky  Mountain  Chapter 
of  the  American  College  of  Chest  Physicians  . . . Dr. 
Oswald  S.  Lowsley,  New  York  City,  before  the 
Guatemala  Medical  Society,  Nicaraguan  Medical 
Association,  the  Panamanian  Society  of  Medicine 
and  Surgery,  and  the  Canal  Zone  Medical  Associa- 
tion . . . Dr.  George  T.  Pack,  New  York  City,  be- 
fore the  annual  surgical  congress  of  Ecuador  . . . Dr. 
Cornelius  P.  Rhoads,  New  York  City,  at  North- 
western LTniversity  Medical  School. 

Dr.  George  M.  Wheatley,  New  York  City,  during 
the  third  annual  Winston-Salem  Memorial  Heart 
Symposium  and  Clinics  . . . Dr.  Herbert  Schwartz, 
retiring  superintendent  of  Pine  Crest,  before  the 
Salisbury  Volunteer  Fire  Department  . . . Dr. 
Henry  H.  Kessler,  clinical  professor  of  rehabilitation 
at  New  York  Medical  College  and  director  of  the 
Kessler  Institute  of  Rehabilitation,  Newark,  New 
Jersey,  in  October  at  the  meeting  of  the  Society  of 
the  New  York  Medical  College  . . . Dr.  Jean  A.  Cur- 
ran, dean  of  the  State  University  College  of  Medi- 
cine, New  York  City,  at  the  fifth  Interagency  Insti- 
tute for  Federal  Hospital  Administrators,  meeting 
at  the  Walter  Reed  Army  Medical  Center,  Washing- 
ton, D.C.,  in  October  . . . Dr.  Milton  L.  Kramer, 
associate  professor  of  medicine,  Cornell  Medical 
School,  at  a meeting  of  the  Shawnee  County  Medi- 


cal Society  in  September  . . . Dr.  Marcus  D.  Kogel, 
New  York  City  Commissioner  of  Hospitals,  at  the 
cornerstone  laying  ceremonies  of  the  Long  Island 
Jewish  Hospital  in  October. 

New  Offices 

Dr.  B.  Wesley  Andrews,  formerly  on  the  attending 
staff  of  Bathgate  Hospital,  Stamford,  general  prac- 
tice in  Middleburgh  . . . Dr.  Fred  Feldman,  Jackson 
Heights,  Long  Island,  general  practice  in  Munns- 
ville  . . . Dr.  Malcolm  G.  MacAulay,  New  York 
City,  general  practice  in  Newburgh  . . . Dr.  Richard 
Ney,  South  Dayton,  general  practice  in  Gowanda 
. . . Dr.  John  S.  Reach,  Salamanca,  general  practice 
in  Olean  . . . Dr.  John  Sarno,  New  York  City,  general 
practice  in  Fishkill  . . . Dr.  Jaroslaw  Sachno,  former 
resident  physician  at  Champlain  College,  Platts- 
burg,  general  practice  in  West  Leyden  . . . Dr.  John 
N.  Stark,  general  practice  in  Glens  Falls  . . . Dr. 
Daniel  H.  Webster,  Ausable  Forks,  general  practice 
in  Plattsburg. 

Dr.  John  K.  Meneely,  Jr.,  assistant  dean  of  the 
Albany  Medical  College,  internal  medicine  in 
Albany  . . . Dr.  John  T.  Crissey,  Tonawanda,  prac- 
tice of  dermatology  in  association  with  Drs.  Carl  S. 
Osborne  and  James  W.  Gordon,  in  Buffalo  . . . Dr. 
Robert  W.  Hudson,  formerly  associated  with  the 
Glens  Falls  Hospital,  general  practice  in  Hudson 
Falls. 


ANNOUNCEMENT 

1953  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 


May  4 to  8 


HOTEL  STATLER,  BUFFALO 


BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Spezielle  Klinisch-Chemische  Methoden.  Bv  I. 
Abelin,  M.D.  Octavo  of  311  pages.  Bern,  Verlag 
Hans  Huber,  1952.  Paper,  16.90  Sw.  fr. 

Synopsis  of  Genitourinary  Diseases.  By  Austin 
I.  Dodson,  M.D.,  and  Donald  L.  Gilbert,  M.D. 
Fifth  edition.  Duodecimo  of  313  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $4.00. 

Transactions  of  the  Conference  on  Morale — and 
the  Prevention  and  Control  of  Panic.  Held  under 
the  joint  auspices  of  The  New  York  Academy  of 
Medicine  and  the  Josiah  Macy,  Jr.,  Foundation. 
Quarto  of  76  pages.  New  York  (New  York  Acad- 
emy of  Medicine),  n.d.  Paper. 

Renal  Function.  Transactions  of  the  Third 
Conference  October  18-19,  1951,  New  York,  N.Y. 
Edited  by  Stanley  E.  Bradely,  M.D.  Octavo  of 
210  pages,  illustrated.  New  York,  Josiah  Macy, 
Jr.,  Foundation,  1952.  Cloth,  $3.50. 

Adrenal  Cortex.  Transactions  * of  the  Third 
Conference,  November  15-16,  1951,  New  York,  N.Y. 
Edited  by  Elaine  P.  Ralli,  M.D.  Octavo  of  204 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr., 
Foundation,  1952.  Cloth,  $3.25. 

Psychiatry  and  Medical  Education.  Report  of  the 
1951  Conference  on  Psychiatric  Education  held  at 
Cornell  University,  Ithaca,  New  York,  June  21-27, 

1951.  Organized  and  conducted  by  the  American 
Psychiatric  Association  and  the  Association  of 

1 American  Medical  Colleges.  Editorial  Board,  John 
C.  Whitehorn,  M.D.,  Chairman.  Octavo  of  164 
pages.  Washington,  American  Psychiatric  Associa- 
tion, 1952.  Cloth. 

Childhood  Experience  and  Personal  Destiny. 
A Psychoanalytic  Theory  of  Neurosis.  By  William 
' V.  Solverberg,  M.D.  Octavo  of  289  pages.  New 
York,  Springer  Publishing  Co.,  1952.  Cloth, 
$4.50. 

Annual  Review  of  Medicine.  Windsor  C. 
Cutting,  M.D.,  Editor,  and  Henry  W.  Newman, 
M.D.,  Associate  Editor.  Vol.  3.  Octavo  of  442 
■ pages.  Stanford,  California,  Annual  Reviews,  Inc., 

1952.  Cloth,  $6.00. 

The  1951  Year  Book  of  Endocrinology.  (Janu- 
ary, 1951-January,  1952.)  Edited  by  Gilbert  S. 
Gordan,  M.D.  Duodecimo  of  415  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1952.  Cloth, 
$5.00. 

Essentials  of  Public  Health.  By  William  P. 
! Shepard,  M.D.  With  the  collaboration  of  Charles 
Edward  Smith,  M.D.,  Rodney  Rau  Beard,  M.D., 
and  Leon  Benedict  Reynolds,  Sc.D.  Second 
edition.  Duodecimo  of  581  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1952.  Cloth, 
$6.50. 

World  Population  Problems  and  Birth  Control. 

1 Conference  Chairman:  C.  G.  Hartman.  Octavo  of 
867  pages,  illustrated.  New  York,  New  York 
Academy  of  Sciences,  1952.  Paper,  $3.00.  (An- 
nals of  the  New  York  Academy  of  Sciences,  Volume 
j 54,  Article  5,  pages  729-868,  May  2, 1952.) 

The  Origin  of  Life  and  the  Evolution  of  Living 
Things.  An  Environmental  Theory.  By  Olan  R. 


Hyndman,  M.D.  Octavo  of  648  pages,  illustrated. 
New  York,  Philosophical  Library,  1952.  Cloth, 
$8.75. 

Surgery  of  the  Chest.  By  Julian  Johnson,  M.D., 
and  Charles  K.  Kirby,  M.D.  Illustrated  by  Edna 
Hill.  Octavo  of  387  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1952.  Cloth,  $9.00.  (A 
Handbook  of  Operative  Surgery.) 

Vascular  Diseases  in  Clinical  Practice.  By 
Irving  Sherwood  Wright,  M.D.  Second  edition. 
Octavo  of  552  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1952.  Cloth,  $8.50. 

Clinical  Ballistocardiography.  By  Herbert  R. 
Brown,  Jr.,  M.D.,  Vincent  deLalla,  Jr.,  M.D., 
Marvin  A.  Epstein,  M.D.,  and  Marvin  J.  Hoffman, 
M.D.  Octavo  of  188  pages,  illustrated.  New 
York,  Macmillan  Co.,  1952.  Cloth,  $5.50. 

The  Merck  Index  of  Chemicals  and  Drugs.  An 
Encyclopedia  for  the  Chemist,  Pharmacist,  Physi- 
cian, and  Allied  Professions.  Octavo  of  1167  pages, 
illustrated.  Rahway,  N.J.,  Merck  & Co.,  1952. 
Cloth,  $7.50  regular  edition;  $8.00  with  thumb- 
index. 

Studies  in  Visual  Optics.  By  Joseph  I.  Pascal, 
M.D.  Octavo  of  800  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1952.  Cloth,  $12.50. 

The  Oculorotary  Muscles.  By  Richard  G. 
Scobee,  M.D.  Second  edition.  Octavo  of  512 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1952.  Cloth,  $11.00. 

The  Principles  and  Methods  of  Physical 
Diagnosis.  Correlation  of  Physical  Signs  with 
Physiologic  and  Pathologic  Changes  in  Disease. 

By  Simon  S.  Leopold,  M.D.  With  a chapter  on 
Sounds  from  the  Thorax:  Acoustic  Principles.  By 

S.  Reid  Warren,  Jr.,  Sc.D.  in  E.E.  Octavo  of  430 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1952.  Cloth,  $7.50. 

Correlative  Cardiology:  An  Intergration  of  Car- 
diac Function  and  the  Management  of  Cardiac 
Disease.  By  Carl  F.  Shaffer,  M.D.  and  Don  W. 
Chapman,  M.D.  Octavo  of  525  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Cloth, 
$9.50. 

Manual  of  Electrocardiography.  By  Benjamin 
F.  Smith,  M.D.  Octavo  of  215  pages,  illustrated. 
Houston-New  York,  Elsevier  Press,  1952.  Cloth, 
$4.50. 

Dynamic  Psychiatry.  Transvestism — Desire  for 
Crippled  Women.  By  Louis  S.  London,  M.D. 
Volume  2.  Octavo  of  129  pages,  illustrated. 
New  York,  Corinthian  Publications,  1952.  Cloth, 
$2.50. 

Vocational  Services  for  Psychiatric  Clinic  Patients. 

By  Thomas  A.  C.  Rennie,  M.D.,  and  Mary  F. 
Bozeman.  Octavo  of  100  pages.  Cambridge, 
Mass.,  The  Commonwealth  Fund  (Harvard  Uni- 
versity Press),  1952.  Paper,  $1.25. 

Skin  Therapeutics,  Prescription  and  Preparation 
(Materia  Medica  Dermatologica).  By  M.  K.  Po- 
lano.  Octavo  of  276  pages.  Houston-New  York, 
Elsevier  Publishing  Co.,  1952.  Cloth,  $6.50. 
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Basic  Principles  of  Cancer  Practice.  A Book  on 
Diagnosis,  Prognosis,  and  Treatment  of  Human 
Neoplasms  for  the  General  Practitioner  and  Medical 
Student.  By  Anderson  Nettleship,  M.D.  Octavo 
of  398  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1952.  Cloth,  $7.00. 

The  Human  Pelvis.  By  Carl  C.  Francis,  M.D. 
Octavo  of  210  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1952.  Cloth,  $5.00. 

Improving  Hospital  Service  through  Community 
Planning.  Legislative  Document  (1951)  No.  16. 
The  continuing  development  of  the  Hospital  Plan 
for  New  York  State  through  community  planning 
and  the  progress  of  projects  approved  to  receive 
federal  grants-in-aid  for  construction.  Quarto  of 
73  pages,  illustrated.  Albany,  N.Y.,  New  York 
State  Joint  Hospital  Survey  and  Planning  Commis- 
sion, n.d. 

Human  Locomotion  and  Body  Form.  A Study  of 
Gravity  and  Man.  By  Dudley  J.  Morton,  M.D. 
With  the  collaboration  of  Dudley  Dean  Fuller. 
Octavo  of  285  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $5.00. 

Cardiography  in  General  Practice.  Electro- 
cardiography, Vectorcardiography  and  Ballisto- 
cardiography. By  Abraham  I.  Schaffer,  M.D. 
Duodecimo  of  135  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1952.  Cloth,  $3.00. 

Diseases  of  the  Nervous  System.  Described  for 
Practitioners  and  Students.  By  F.  M.  R.  Walshe, 
M.D.  Seventh  edition.  Octavo  of  365  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1952.  Cloth,  $5.50. 

Normal  Blood  Pressure  and  Hypertension.  New 
Definitions.  By  Arthur  M.  Master,  M.D.,  Charles 
I.  Garfield,  M.D.,  and  Max  B.  Walters,  M.D. 
Octavo  of  144  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1952.  Cloth,  $4.00. 

Kwashiorkor  in  Africa.  By  J.  F.  Brock,  D.M. 
and  M.  Autret,  D.Ph.  Octavo  of  78  pages,  illus- 
trated. Geneva,  World  Health  Organization  (New 
York,  International  Documents  Service,  Columbia 
University  Press),  1952.  Paper,  $1.00.  (World 
Health  Organization.  Monograph  Series,  No.  8) 

Stereoencephalotomy  (Thalamotomy  and  Re- 
lated Procedures)  Part  I.  Methods  and  Stereotaxic 
Atlas  of  the  Human  Brain.  By  E.  A.  Spiegel,  M.D., 


and  H.  T.  Wycis,  M.D.  Quarto  of  176  pages, 
illustrated.  New  York,  Grune  & Stratton,  1952. 
Cloth. 

The  Range  of  Human  Capacities.  By  David 
Wechsler,  Ph.D.  Second  edition.  Octavo  of  190 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1952.  Cloth,  $4.00. 

Pharmacology  in  Clinical  Practice.  By  Harry 
Beckman,  M.D.  Octavo  of  839  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1952.  Cloth, 
$12.50. 

Progress  in  Ophthalmology  and  Otolaryngology. 
A Quadrennial  Review.  Volume  I.  Part  One, 
Ophthalmology.  Edited  by  Meyer  Wiener,  M.D., 
and  A.  Edward  Maumenee,  M.D.  Part  Two, 
Otolaryngology.  Edited  by  Percv  E.  Ireland,  M.D., 
and  Joseph  A.  Sullivan,  M.B.  Octavo  of  666  pages, 
illustrated.  New  York,  Grune  & Stratton,  1952. 
Cloth,  $15.00. 

Physical  Diagnosis.  By  Harry'  Walker,  M.D. 
Quarto  of  461  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1952.  Cloth,  $8.00. 

Pathogenesis  of  Cancer  and  Applied  Therapy. 
By  John  E.  Gregory,  M.D.  Octavo  of  182  pages, 
illustrated.  Boston,  Bruce  Humphries,  1952. 
Cloth,  $7.50. 

Condensed  .Review  of  Pharmacy.  Specially 
Adapted  to  College  of  Pharmacy  Students.  By- 

George  W.  Fiero,  Phar.D.  Octavo  of  122  pages. 
New  York,  John  Wiley  & Sons,  1952.  Cloth, 
$3.25. 

Ophthalmic  Glossary.  By  M.  R.  Goldman,  M.  D. 
Quarto  of  40  pages.  Pittsburgh,  Richard  Rimbach 
Associates,  1952.  Paper,  $2.50. 

Infant  and  Maternal  Care  in  New  York  City. 
A Study  of  Hospital  Facilities.  Sponsored  by  the 
Committee  on  Public  Health  Relations,  The  New 
York  Academy'  of  Medicine.  Under  the  Direction 
of  the  Subcommittee  on  Neonatal  Mortality. 
E.  H.  L.  Corwin,  General  Director  of  Study. 
Octavo  of  188  pages,  illustrated.  New  York, 
Columbia  University  Press,  1952.  Cloth,  $3.50. 

Problems  of  Aging.  Transactions  of  the  Four- 
teenth Conference,  September  7-8,  1951,  St. 
Louis,  Mo.  Edited  by  Nathan  W.  Shock.  Octavo 
of  138  pages,  illustrated.  New  York,  Josiah  Macy, 
Jr.,  Foundation,  1952.  Cloth,  $3.00. 
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Atlas  of  Gynecologic  Pathology.  Color  Film 
Library  and  Descriptive  Manual.  By  Anthony  V. 
Postoloff,  M.D.,  and  David  H.  Nichols,  M.D. 
Octavo  of  74  pages  and  100  Kodachrome  slides. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
$80  for  manual  and  slides 

The  authors  deserve  great  praise  for  their  original- 
ity in  making  certain  visual  aids  available  for  the 
teaching  of  gynecologic  [mthology.  A small  descrip- 
tive manual  explains  the  one  hundred  Kodachrome 
gross  and  microscopic  illustrations  of  all  the  impor- 
tant gynecologic  lesions.  These  lantern  slides  ac- 
company the  text.  For  many  of  the  slides,  the  his- 
tory of  the  patient  is  included  in  the  manual,  as  well 
as  the  gross  pathology  for  some  of  the  microscopic 
illustrations.  The  atlas  is  highly  recommended  for 
the  teaching  of  gynecologic  pathology. 

Alexander  H.  Rosenthal 

Cowdry’s  Problems  of  Ageing.  Biological  and 
Medical  Aspects.  Third  edition  edited  by  Albert  I. 


Lansing,  Ph.D.  Octavo  of  1,061  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1952.  Cloth, 
$15. 

The  third  edition  of  this  important  work  has  been 
issued  under  the  aegis  of  Dr.  Albert  Lansing  who 
has  been  aided  by  many  competent  collaborators. 
This  is  easily  t he  best  available  discussion  of  what  is 
now  called  the  “science  of  geriatrics.”  Certainly' 
the  problems  of  aging  have  become  one  of  the  press- 
ing concerns  of  American  people.  This  is  an  ad- 
mirable presentation  of  these  problems  in  both  their 
general  aspects  and  as  they  concern  the  various 
medical  specialties.  Milton  Plotz 

Management  of  the  Newborn.  By  Arthur  Haw- 
ley Parmelee,  M.D.  Octavo  of  358  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1952.  Cloth,  $7.00. 

This  is  an  excellent  book  on  the  newborn,  and  is 
based  principally  on  Dr.  Parmelee’s  long  experience 
at  the  Cook  County  and  Presbyterian  Hospitals  in 
Chicago. 
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It  includes  chapters  on  the  development  and  phys- 
iology of  the  fetus  and  the  characteristics  of  the 
newborn.  Although  essentially  a pediatric  book,  it 
should  be  valuable  to  the  obstetrician,  since  a con- 
siderable amount  of  the  text  is  devoted  to  disturb- 
ances due  to  prenatal  factors  and  birth  processes. 
The  many  illustrations  are  photographs  of  the  vari- 
ous lesions  seen  in  the  newborn. 

The  book  is  highly  recommended  to  the  profes- 
sion. Alexander  H.  Rosenthal 

Histopathological  Technic.  Including  a Discus- 
sion of  Botanical  Microtechnic.  By  Aram  A.  Kra- 
jian,  Sc.D.,  and  R.  B.  H.  Gradwohl,  M.D.  Second 
edition.  Octavo  of  362  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1952.  Cloth,  $6.75. 

Although  poorly  organized  and  in  need  of  critical 
editing,  this  book  is  valuable  because  of  the  wealth  of 
information  it  contains.  Of  special  value  are  the 
outlines  of  original  methods  originated  or  modified 
by  the  authors.  An  entertaining,  whimsical  chapter 
on  “The  Use  and  Care  of  Microtome  Knives,”  con- 
tributed by  Lorimer  Rutty,  Ph.D.  leaves  the  reader 
with  the  conviction  that  he  had  better  not  attempt  to 
hone  his  own  knives,  that  he  had  better  send  them  to 
Dr.  Rutty — a conclusion  with  which  the  reviewer 
agrees. 

It  would  be  hard  to  refrain  from  criticism  of  the 
inclusion  of  too  many  pictures  of  equipment  bor- 
rowed from  commercial  catalogues  which,  in  effect, 
is  advertisement  for  certain  manufacturers  and 
dealers.  Nevertheless,  the  book  is  well  worth  while. 

J.  Arnold  deVeer 

The  Diagnosis  of  Nervous  Diseases.  By  the 

late  James  Purves-Stewart,  M.D.,  and  C.  Worster- 
Drought,  M.D.  Tenth  edition.  Octavo  of  962 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1952.  Cloth,  $10.00. 

This  is  the  tenth  edition  of  a textbook  that  first 
appeared  in  1906.  The  senior  author  died  before 
the  revision  was  finished,  and  most  of  it  was  done 
by  the  junior  author  who  had  been  associated  with 
Dr.  James  Purves-Stewart  since  1913.  The  book  is 
devoted  more  to  the  description  of  symptom  com- 
plexes than  to  disease  entities.  It  is  unique  in  its 
presentation  and  covers  the  entire  field  of  neurologic 
diagnosis  as  well  as  symptomatology.  This  work 
is  highly  recommended  because  of  its  thoroughness, 
simplicity  of  presentation,  and  the  unique  approach 
to  the  study  of  neurology. 

Irving  J.  Sands 

The  New  Way  to  Better  Hearing.  Through 
Hearing  Reeducation.  By  Victor  L.  Browd,  M.D. 
Octavo  of  226  pages,  illustrated.  New  York,  Crown 
Publishers,  1951.  Cloth,  $3.00. 

At  the  outset  it  must  be  stated  that  any  publica- 
tion or  activity  which  brings  to  the  fore  the  problems 
of  the  hard  of  hearing  is  a step  forward.  The  author 
has  written  this  book  in  a popular  vein,  directing 
his  remarks  primarily  to  the  patient.  He  states 
that  his  new  way  to  better  hearing  “outmodes  and 
replaces  current  programs  wherever  it  is  used.” 
The  writer  also  maintains  that  hearing  reeducation 
reverses  the  process  of  deterioration  that  may  have 
been  going  on  for  years.  We  do  not  quite  agree 
either  with  these  statements  or  with  many  others 
which  occur  in  the  book. 

Dr.  Browd  has  spent  a good  deal  of  time  and  effort 
in  the  preparation  of  his  work  which  contains 
drawings,  word  lists,  and  practice  material.  It 
might  be  worth  while  for  the  physician  and  otologist 
to  read  this  book.  For  the  patient  who  is  hard  of 


hearing  it  may  prove  of  value  when  the  instructions 
are  employed  under  the  guidance  of  a competent 
otologist  or  social  worker. 

Samtjel  Zwerling 

Community  Health  Educator’s  Compendium  of 
Knowledge.  By  Clair  E.  Turner,  Dr.  P.H.  Duo- 
decimo of  266  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1951.  Cloth,  $3.00. 

The  compendium  is  a guide  for  workers  in  health 
education,  stressing  the  role  of  the  professional  health 
educator.  The  basis  of  the  monograph  is  that 
people  should  be  educated  to  do  things  for  them- 
selves. 

A considerable  part  of  the  book  is  devoted  to 
community  organization,  the  organization  and  func- 
tions of  a health  council,  as  the  medium  through 
which  people  should  engage  in  health  activities. 
Although  the  author  discusses  health  councils 
from  a national,  state,  and  local  level,  he  places 
emphasis  for  joint  planning  on  a local  level. 

The  manual  should  prove  of  considerable  value  in 
the  armamentarium  of  a health  educator. 

Jacob  H.  Landes 

Advances  in  Pediatrics.  Editor,  S.  Z.  Levine, 

M. D.  Associate  Editors,  Allan  M.  Butler,  M.D., 
Margaret  Dann,  M.D.,  L.  Emmett  Holt,  Jr.,  M.D., 
and  A.  Ashley  Weech,  M.D.  Volume  V.  Octavoof 
273  pages,  illustrated.  Chicago,  Year  Book  Pub- 
lishers, 1952.  Cloth,  $7.00. 

Volume  V of  Advances  in  Pediatrics  makes  its 
appearance  after  a lapse  of  two  years.  The  series 
is  now  being  published  by  the  well-known  Year  Book 
Publishers,  and  with  the  exception  of  the  substitu- 
tion of  Margaret  Dann  as  an  associate  editor,  the 
editorial  board  remains  unchanged.  The  book 
contains  six  monographs,  three  by  American  and 
three  by  European  pediatricians.  The  reviewer 
regrets  that  limitation  of  space  prevents  a compre- 
hensive and  detailed  review  of  these  articles,  all  of 
which  are  interesting,  informative,  and  stimulating. 

Dr.  Hattie  E.  Alexander,  who  contributed  the 
section  on  “The  Treatment  of  Bacterial  Meningitis” 
in  Volume  II  again  reviews  this  subject  and  brings  it 
up  to  date.  Dr.  Barnett  and  others  have  contrib- 
uted a much-needed  article  on  the  “Nephrotic 
Syndrome  in  Childhood.”  An  authoritative  mono- 
graph on  “Angiocardiographic  Studies  in  Children” 
by  Drs.  Ling  and  Wegelius  from  Norrtulls  Hospital, 
Stockholm,  Sweden,  is  included  in  this  volume. 
This  article  is  profusely  and  beautifully  illustrated 
with  roentgenograms  of  the  normal  and  abnormal 
heart  in  action. 

Perhaps  a word  should  be  said  of  Dr.  Wallgren’s 
section  on  bacille  Calmette  Guerin  vaccination. 
The  entire  story  of  BCG,  including  its  historic 
background,  types  of  vaccine  used,  theory  and  prin- 
ciples of  antituberculosis  vaccination,  methods  of 
administration  of  vaccine,  measurement  of  induced 
immunity,  and  the  clinical  evaluation  of  BCG  and 
other  vaccines  are  all  carefully  described  and  ad- 
vantages and  disadvantages  of  each  discussed. 

Two  additional  works  are  included,  one  on  “The 
Relation  of  Vitamin  K Deficiency  to  Hemorrhagic 
Disease  of  the  Newborn,”  by  Drs.  H.  Dam,  H. 
Dyggve,  Hjalmar  Larsen,  and  P.  Plum  of  Rigs- 
hospitalet,  University  of  Copenhagen,  and  the  other, 
“Iron  Metabolism  in  Infants  and  Children,”  by 
Drs.  Carl  H.  Smith,  Irving  Schulman,  and  Joan  E. 
Morgenthau  of  the  department  of  pediatrics,  New 
York  Hospital,  Cornell  Medical  Center,  New  York, 

N. Y.  Benjamin  Kramer 
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Physical  Medicine  and  Rehabilitation  for  the 
Clinician.  Edited  by  Frank  H.  Krusen,  M.D. 
With  Articles  by  Harold  Dinken,  M.D.,  Earl  C. 
Elkins,  M.D.,  Donald  J.  Erickson,  M.D.,  Hiram  E. 
Essex,  M.D.,  et  al.  Octavo  of  371  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Cloth, 
$6.50. 

This  textbook  is  a compilation  by  twenty-four 
contributors  who  are  experts  in  the  various  phases 
of  physical  medicine  and  rehabilitation.  About 
three  fourths  of  these  writers  are  staff  members  of 
the  Mayo  Clinic.  The  other  participants  are  leading 
specialists  in  physical  medicine  and  rehabilitation 
from  other  university  centers. 

All  in  all  the  volume  is  very  concise,  well  written, 
and  accompanied  by  excellent  illustrations.  It 
would  be  a valuable  addition  to  the  library  of  every 
practicing  physician,  whether  he  is  a general  practi- 
tioner or  a specialist. 

The  reviewer  can  state  that  he  is  in  full  agreement 
with  the  editor  of  this  contribution  when  he  states 
in  his  preface:  “This  work  is  thought  to  be  unique 
because  it  presents,  for  the  first  time  in  recent  years, 
information  prepared  by  a group  of  authoritative 
writers  which  is  needed  by  all  clinicians  to  bring 
them  up  to  date  in  the  various  aspects  of  the  fastest 
growing  of  all  medical  specialties — Physical  Medi- 
cine and  Rehabilitation.” 

Benjamin  Koven 

A Synopsis  of  Neurology.  By  W.  F.  Tissington 
Tatlow,  M.D.,  J.  Amor  Ardis,  M.B.  (Bristol),  and 
J.  A.  R.  Bickford,  D.P.M.  Duodecimo  of  513  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1952.  Cloth,  $6.50. 

This  book  is  an  excellent  synopsis  of  neurology. 
It  covers  thoroughly  the  various  neurologic  dis- 
orders, and  contains  also  an  excellent  section  on 
neuroanatomy.  The  authors  have  put  forward  a 
synopsis  for  the  busy  neurologist  and  student  and 
have  stressed  the  obvious,  namely,  that  the  book 
does  not  replace  the  neurologic  textbook.  This 
work  is  highly  recommended  to  the  busy  neurologist, 
neurosurgeon,  and  psychiatrist,  as  well  as  to  the 
general  practitioner  of  medicine. 

Irving  J.  Sands 

Biological  Antagonism.  The  Theory  of  Biological 
Relativity.  By  Gustav  J.  Martin,  Sc. D.  Octavo  of 
516  pages,  illustrated.  Philadelpliia,  Blakiston  Co., 
1951.  Cloth,  $8.50. 

This  remarkable  volume  is  a preview  of  practical 
biochemistry  and  pharmacology  of  the  future,  in 
that  it  transcends  the  present  “woodeny”  concepts  of 
biochemistry  and  drug  action  and  relates  observed 
phenomena  to  natural  and  artificial  (drug)  antago- 
nisms to  enzyme  systems  of  the  organism.  Consider- 
ing specifically  almost  every  known  essential  en- 
zyme mechanism  in  human  nutrition  and  physiology, 
it  delves  into  all  of  the  recognized  antagonists  and 
synergists  of  each.  Such  concepts  as  the  following 
are  substantiated  by  liberal  example:  “Toxicology 
in  its  broadest  aspects  is  probably  no  more  than  a 
reflection  of  substrate  displacement  and  enzymatic 
inactivation.”  “Pharmacology  is  applied  biological 
antagonism.”  “There  are  no  absolutes  in  biological 
systems  which  might  distinguish  them  from  physical 
systems — there  are  no  absolutes  beyond  time. 
Enzymatic  activity  possesses  only  relative  specific- 
ity. There  is  no  single  example  of  absolute 
specificity.”  “There  are  two  great  classes  of  bio- 
logical antagonists:  the  synthetic  and  the  natural. 
Study  of  the  natural  antagonists  is  the  science  of 
physiology  and  biochemistry.  Study  of  the  syn- 


thetic antagonists  is  the  study  of  pharmacology 
and  chemotherapy.” 

This  book  will  be  most  interesting  to  all  who 
would  drink  deeper  of  fundamental  biochemic 
truth.  Sevag’s  concept  that  .all  proteins  under 
proper  conditions  are  capable  of  functioning  as 
enzymes  is  considered  the  basis  of  adaptive  enzyme 
formation.  “The  amino  acid  chain  and  the  per- 
mutations thereof  based  upon  sequence  of  amino 
acid  units  in  the  chain  is  a manifestation  of  natural 
biological  antagonisms.”  “All  processes  of  life 
are  fundamentally  enzymatic  in  character;  the 
enzyme  is  the  universal  living  element.” 

This  book  is  most  stimulating  and  revealing. 

George  E.  Anderson 

Rosenau  Preventive  Medicine  and  Hygiene. 

By  Kenneth  F.  Maxcy,  M.D.  Seventh  edition. 
Octavo  of  1,462  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1951.  Cloth,  $14. 

The  current  edition  of  this  classic,  the  first  in 
sixteen  years,  is  wholly  in  keeping  with  the  masterful 
Rosenau  precedent.  Thoroughgoing  chapters  on 
the  major  aspects  of  preventive  medicine  provide 
the  note  of  authority  this  book  has  always  enjoyed 
in  its  field.  The  sections  on  prevention  of  com- 
municable diseases  and  on  food  sanitation  are 
especially  comprehensive  and  practical.  One  wishes 
only  that  the  vast  knowledge  of  the  contributors  had 
been  exploited  to  better  advantage  in  other  areas, 
such  as  the  section  on  nutrition  and  deficiency 
diseases,  which  is  treated  broadly  but  at  a disap- 
pointing, elementary  level.  The  work  is  highly 
recommended  for  all  libraries  and  especially  for  those 
people  engaged  in  public  health  and  military  medi- 
cine. Robert  W.  Hillman 

The  Skull  and  Brain  Roentgenologically  Con- 
sidered. Bv  C.  Wadsworth  Schwartz,  M.D.,  and 
Lois  Cowan  Collins,  M.D.  Octavo  of  386  pages, 
illustrated.  Springfield,  Charles  C Thomas,  1951. 
Cloth,  $10.50. 

This  volume,  devoted  exclusively  to  the  common 
roentgenologic  aspects  of  skull  and  brain  lesions, 
accomplishes  exactly  what  its  authors  explicitly 
set  out  to  do.  It  deals  only  with  the  common  lesions 
of  the  bone  and  brain,  and  the  films  depicted  are 
for  the  most  part  almost  self-explanatory. 

The  book  not  only  has  appeal  to  the  neurologist  or 
the  neurosurgeon,  but  is  of  unquestionable  value  to 
the  general  practitioner  and,  in  particular,  to  the 
pediatrician,  since  a surprising  number  of  films 
portraying  changes  in  children  have  been  offered. 

The  reading  matter  in  this  volume  is  minimal  in 
proportion  to  the  large  number  of  plates  presented; 
one  could  learn  much  by  examining  only  the  films 
of  the  various  conditions  described. 

Richard  Grimes 

The  Thyroid.  By  Thomas  Hodge  McGavack, 
M.D.  With  a Section  on  Surgery  by  James  M. 
Winfield,  M.D.,  and  Walter  L.  Mersheimer,  M.D., 
and  a section  on  History  by  Dorothy  B.  Spear,  Ph. 
B.,  and  Thomas  Hodge  McGavack.  Quarto  of  646 
pages,  illustrated.  St.  Louis,  C.V.  Mosby  Co.,  1951. 
Cloth,  $13.50. 

Besides  culling  the  useful  and  important  data  from 
past  vast  accumulations  of  knowledge,  the  author 
has  brought  the  subject  matter  up  to  date  by  clarify- 
ing the  more  recent  contributions  to  the  chemistry 
and  physiology  of  the  thyroid  with  a view  to  the 
reader’s  better  understanding  of  the  various  thyroidal 
syndromes  and  disorders. 

[Continued  on  page  2824) 
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Neomycin  was  more  effective  for  most  skin  infections  than  other  topical 
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Every  drop  of  Johnnie  Walker  is  made  in 
Scotland  using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky-making. 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820  . . . still  going  strong 


Johnnie 
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The  diction  is  precise  and  clear  and,  in  the  re-  , 
viewer’s  opinion,  the  author  has  made  a distinct 
and  worthy  contribution.  As  a ready  and  complete 
volume,  the  book  should  receive  prompt  recognition 
and  wide  acceptance.  Arthur  Goetsch 

Spatial  Vector  Electrocardiography.  Clinical 
Electrocardiographic  Interpretation.  By  Robert 

P.  Grant,  M.D.,  and  E.  Harvey'  Estes,  Jr.,  M.D. 
Octavo  of  149  pages,  illustrated.  Philadelphia 
Blakiston  Co.,  1951.  Cloth,  $4.50. 

“Vector”  is  the  mathematician’s  and  physicist’s 
symbol  for  expressing  the  magnitude  and  direction 
of  a force.  The  authors  discuss  the  advantages  of 
the  vector  method  over  the  empiric  methods  which 
base  their  interpretation  on  the  “pattern”  or  con- 
tour of  the  deflections  on  individual  leads. 

The  authors  state  that  this  is  not  a textbook  on 
electrocardiography',  since  only  the  ventricular 
electrocardiogram  is  considered,  that  is,  the  QRS 
and  the  T deflections. 

The  book  is  well  written;  the  subject  is  very'  diffi- 
cult but  is  handled  competently. 

The  use  of  the  unipolar  leads  in  the  same  figures 
as  the  vector  leads  helps  to  make  for  a better  under- 
standing of  the  subject.  The  chapter  on  the  vectors 
and  myocardial  infarction  is  exceptionally  well 
written  and  finely  illustrated.  There  is  an  excellent 
bibliography'  at  the  end  of  the  book. 

Vincent  Annunziata 

Topics  in  Physical  Chemistry.  A Supplementary 
Text  for  Students  of  Medicine.  By  W.  Mansfield 
Clark,  Sc. D.  Second  edition.  Octavo  of  778  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1952.  Cloth,  $10.00. 

The  intended  scope  of  this  book  is  given  by'  its 
subtitle,  A Supplementary  Text  for  Students  of 
Medicine.  Its  purpose  is  to  supplement  the  usual 
biochemic  or  clinical  chemistry  textbooks  by  pro- 
viding within  the  confines  of  some  777  pages,  com- 
prehensive discussions  of  physicochemical  subjects 
of  importance  to  medical  science. 

The  use  of  mathematics  is  not  avoided  in  this  text. 

Of  special  interest  to  this  reviewer  is  the  excellent 
presentation  of  the  “compound  interest  law  of 
nature”  in  the  appendix  where  it  is  shown  that  this 
basic  law  is  applicable  to  most  of  the  cases  cited  in 
this  text. 

Dr.  Clark  has  been  De  Lamar  professor  of  physi- 
cologic  chemistry  at  Johns  Hopkins  Medical  School 
for  the  past  twenty-five  yrears.  He  is  widely  known 
for  his  researches  in  the  fundamental  processes 
underlying  biologic  oxidation.  Through  his  widely- 
used  text,  The  Determination  of  Hydrogen  Ions,  he 
made  the  measurement  of  “pH”  one  of  the  essentials 
of  biochemic  data.  The  present  book  shows  not 
only  his  eminence  in  his  chosen  field,  but  his  ability 
to  elucidate  practically  any  aspect  of  ph_vsical 
chemistry  he  chooses  to  discuss. 

Physicians  interested  in  understanding  the  prin- 
ciples on  which  modern  clinical  science  is  based 
will  find  the  work  somewhat  difficult  but  very  re- 
warding reading.  It  should  be  of  particular  in- 
terest to  the  medical  research  worker  who  wishes 
to  review  and  bring  up  to  date  his  own  knowledge 
of  a particular  branch  of  physical  chemistry. 

Abraham  Saifer 
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At  your  age ! 

If  you  are  over  21  (or  under 
101)  it’s  none  too  soon  for  you 
to  follow  the  example  of  our 
hero,  Ed  Parmalee  (above) 
and  face  the  life-saving  facts 
about  cancer,  as  presented  in 
our  new  film  “Man  Alive!”. 

You  and  Ed  will  learn  that 
cancer,  like  serious  engine 
trouble,  usually  gives  you  a 
warning  and  can  usually  be 
cured  if  treated  early. 

For  information  on  where 
you  can  see  this  film,  call  us 
or  write  to  “Cancer”  in  care  of 
your  local  Post  Office. 

American  Cancer  Society 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Doctors:  Escorted  Trip 
Around  So.  America 

Feb.  7-Mar.  3 in  conjunction  with 

FIRST  INTERNAT’L  SESSION  OF  THE 
AMERICAN  COLLEGE  OF  SURGEONS 

Feb.  9-12  ’53  Sao  Paulo,  Brazil 

Dear  Doctor: 

You  are  invited  to  join  a small,  conducted 
group  of  Physicians,  who  will  combine  atten- 
dance at  the  Congress  with  a most  interesting 
trip  around  South  America. 

24  days  of  supreme  luxury — 1st  class  flights 
on  streamlined  stratocruisers — finest  hotels — 
fascinating  countries,  Brazil,  Uruguay, 
Argentine,  Chile,  Peru,  Panama — carnival  in 
Rio  and  many  other  outstanding  features. 

As  your  conductor,  I shall  place  at  your 
disposal,  my  diversified  experiences  gained 
on  my  recent  trip  to  those  picturesque  lands. 
Of  course,  this  invitation  is  extended  to  your 
family  and  friends.  Price  $1674  + U.  S.  Tax 
$21.87. 

F or  details  on  this  and  other  trips  please  contact 

Hilde  W.  Gerst 

Transmarine  Tours,  Inc. 

500  5th  Ave.,  New  York  36,  N.  Y. 

Lackawanna  4-5808 


Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  15,  1952—23,152 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 
Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 
Niagara 

Oneida 

Onondaga  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy.  Bronx 
Ben  L.  Matthews . Binghamton 

Francis  P.  Keefe Olean 

E.  S.  Platt' Auburn 

Edward  L.  Schwabe.  .Brocton 

J.  J.  McConnell Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg 

E.  A.  Jacobs Ivinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  Iv.  Deegan . . Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Gaspar ....  Malone 
Kumjian Durand.  . .Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden . . Herkimer 

E.  A.  Maxwell 

Carthage 

Louis  Berger Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . .Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  .Webster 
George  Ferguson.  .Amsterdam 

John  N.  Shell Glen  Cove 

G.  W.  McAuliffe.  . .New  York 

Wilfrid  M.  Anna 

Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price . . . Clifton  Springs 
Carlos  E.  Fallon. . . .Newburgh 

Walter  Shifton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . . .Oneonta 

A.  Vanderburgh Brewster 

F.  C.  Cerniglia.  . . .Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger.  Staten  Island 
A.  S.  Moscarella . Spring  Valley 

Henry  Vinicor Norwood 

M.  J.  Magovern Saratoga 

Isaac  Shapiro ....  Schenectady 

Earl  Eaton Cobleskill 

Milton  J.  Daus . . Watkins  Glen 
William  Magenheimer 

Waterloo 

R.  E.  Travis Homell 

C.  E.  Drysdale Northport 

Harry  Jacobs Hurleyville 

Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr. . . Kingston 

S.  L.  Edmunds.  . . Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit.  . . Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch Penn  Yan 


Secretary 

Albert  Vander  Veer. . . .Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore.  . .Bronx 
N.  R.  Occhino.  . .Johnson  City 

R.  A.  Loomis Ellicottville 

Mary  W.  Kirkwood. . .Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco.  . . .New  Berlin 
I.  Robert  Wood.  . . . Plattsburg 

Roger  C.  Bliss Hudson 

Howard  D.  Kelley.  . .Cortland 
George  G.  Miles.  . Downsville 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . . Port  Henry 
Daisy  H.  Van  Dyke. . .Malone 
Kingston  Lamer.  . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan . Herkimer 
C.  A.  Prudhon 

Watertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers.  . .Port  Leyden 
Vincent  I.  Bonafede. . .Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin. . .Rockville  Centre 

Herbert  S.  Ogden. . New  York 
Charles  M.  Dake,  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr. . . .Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury .Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . .Forest  Hills 
Vincent  T.  Laquidara. . . .Troy 
James  Poulton.  .Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon . . . Middleburg 

W.  F.  Tague Montour  Falls 

David  L.  Koch 

Seneca  Falls 

Rudolph  J.  Shafer.  . . Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling.  . . Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn.  . .Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill Yonkers 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson..  Penn  Yan 


T reasurer 

Frances  Vosburgh Alba 

Kurt  Zinner Wellsvi 

Charles  W.  Frank Bro 

Martin  Weiss ....  Binghamt 
William  R.  Casey Ole 

L.  H.  Rothschild Aubu 

Charles  B.  Mosher. . .Dunki 

Lawrence  L.  Hobler Elmi 

Angelo  Franco.  . . .New  Berl 

K.  M.  Clough Plattsbu 

Roger  C.  Bliss Huds< 

Robert  Corey Cortlai 

George  G.  Miles . . . Downsvi. 
A.  A.  Rosenberg. Poughkeep; 
Floyd  W.  Hoffman ....  Buffa 
James  E.  Glavin . . . Port  Hen 
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Something  New  for  the  Old 

The  Private  Pavilion  at  Kingsbridge  House 

(a.  unit  of  The  Home  for  Aged  and  Infirm  Hebrews  of  New  York) 

A complete  service  designed  for  temporary  or 
long-term  care  and  treatment  of  handicapped 
or  infirm  older  persons  . . . supervised  by  a 
large  resident  staff'  of  graduate  physicians, 
nurses,  therapists  and  social  workers  all  highly 
skilled  in  the  science  of  geriatrics. 

• modern,  spacious  private  and  semi-private  accommodations 

• extensive  diagnostic  and  therapeutic  resources  available 

• carefully  planned  and  conducted  rehabilitation  programs 

• widely  diversified  recreational  services  and  facilities 

• residents  remain  under  the  care  of  their  personal  physician 

The  Private  Pavilion  at  Kingsbridge'House 

100  West  Kingsbridge  Road 
The  Bronx  68,  New  York  CYpress  8-9200 


Write  for  Descrip- 
tive Brochure 


(Pronounced  Xi  lo*  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XnOCAINE 

»^t«tOCHLORtO*T, 


Afc'TBA 

**0(SUCIS, 


ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  * dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE  DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 

(1)  Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

ASTItA  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Patent  No.  2,441,498 
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HELP  WANTED 


Immediate  opening  for  obstetrical  Resident,  fully  approved 
residency.  Apply  Supt.  Mary  Immaculate  Hospital,  152- 
11  89th  Ave.,  Jamaica  32,  N.  Y. 


FOR  SALE 


Fifteen  years  established  general  practice  (physician  and 
surgeon)  80  miles  from  N.Y.C.  Home-OfHce-Combination 
with  9 office  rooms  equipped;  for  sale  or  rent  with  option  to 
buy  $20,000  and  better  income.  Marvelous  opportunity  for 
a young  doctor.  Retiring  because  of  health.  Box  578,  N.  Y. 
St.  Jr.  Med. 


POSITION  WANTED 


Lady  physician,  N.  Y.  State  license,  general  practice  and 
some  administration  experience,  desires  permanent  position 
in  medicine,  research  or  medical  administration.  Box  608, 
N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  $75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


FOR  RENT 


Williston  Medical  Center. ‘Superbly  located,  Hillside  Avenue. 
The  heart  of  town.  Nassau  County,  Long  Island.  Lim- 
ited amount  of  space  available  to  Specialists  only.  In- 
cluded among  the  present  tenants  are  a clinical  lab.,  radi- 
ologist, and  a number  of  specialists,  established  in  this  area. 
Exceptional  opportunity.  Pediatrician,  Dermatologist,  Oto- 
laryngologist, Urologist,  etc.  100  Hillside  Ave.,  Williston 
Park,  Long  Island.  Garden  City  7-7739. 


WANTED 


General  practice  or  partnership  wanted.  Suburban  N.  Y. 
State,  within  40  miles  of  N.  Y C.  With  or  without  house. 
Will  invest.  Box  582,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


X-ray  15  M P — shockproof.  With  Buckey  and  Fluoro- 
scopic attachment.  Like  new.  So.  8-1110. 


Earn  more  on  your  money.  3%  and  3 Y%.  Insured  up 
to  $10,000.  No  service  charge.  Ernst  I.  Cahn,  29  B’way., 
N.  Y.  6.  Bo  9-0531. 


DOCTOR’S  HOUSE  FOR  SALE 


E.  70s,  bet.  Mad.  & Park.  18.9  x 100.  5-sty.  Amer.  base., 
with  extension;  elevator.  M.  E.  Smith  Co.  MU.  3-6360. 


FOR  RENT 


For  rent  in  Valley  Stream,  L.  I.,  Professional  building. 
Office  with  two  private  entrances;  from  street  and  from 
free  parking  facilities.  Unique  opportunity  for  one  or  more 
doctors,  dentists  or  other  professionals.  Reasonable  rent, 
only  $125  monthly.  Lease  if  requested.  Kamen  Realty 
Co.,  88  Lynwood  Drive,  Valley  Stream,  L.  I.,  Valiev 
Stream  5-2063. 


FOR  SALE 


Large  general  practice,  growing  rural  community  on  Hud- 
son River.  Gross  annually,  $30,000.  Excellent  hospital 
facilities.  Specializing.  Will  introduce.  Office  rental. 
Purchase  of  home  optional.  Box  605,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  RENT 


Office  for  rent  Hempstead,  L.  I.  Finest  location  for  spe- 
cialist. Opposite  Professional  Building,  next  to  A <fc  S. 
Share  waiting  room.  Hempstead  2-3704. 


FOR  SALE  OR  RENT 


House  and  offices,  previously  occupied  by  physician  for 
over  20  years — 85  miles  from  New  York  City.  Marty 
Forim,  So.  Fallsburg,  N.  Y. 


FOR  RENT  OR  SALE 


House  and  office,  Suburban  N.  Y.  C.  For  rent  or  sale. 
4 room  office,  Equipment  available.  3 bedrooms.  Active 
practice,  internal  medicine.  Suitable  Pediatrician,  Obste- 
trician or  other  specialist.  Box  607,  N.  Y St.  Jr.  Med. 


FOR  SALE 


Staten  Island:  8 room  house,  large  grounds,  garage,  dark 

room.  Retiring  doctors  fully  equipped  office.  Furniture 
for  sale.  Good  location.  HOneywood  6-1449. 


WANTED 


PHONOGRAPH  RECORDS:  Are  you  converting  to  LP's 
and  disposing  of  your  78's?  Am  buying  old  classical 
vocals  and  instrumentals.  Entire  collections  or  part.  0. 
Bramson,  86  East  38th  St.,  Brooklyn  3,  N.  Y. 


ROUGH  HAND! 

FROM  TOO  MUCH  SCRUBBING 


Soothe  rough,  dry  skin  with  AR-EX  Chop  Cr  I 
Contains  healing  ingredient,  carbonyl  diamide. 
severely  chapped  and  broken  skin.  Pleasant  to  i 
Scented  or  Unscented.  Send  for  sample. 

R-EX  COSMETICS,  INC.,  103S-J  W.  Van  Buren  St.,  Chicatt 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  oi  patients  with  large,  wide  problem  ieet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE.  NEW  YORK  3,  N.  Y.  GRamercy  7-5504 


\H 


• Complete  Safety 

• For  Sustained  Treatment 

Veratrite  produces  a calm,  gradual  fall  in 
blood  pressure  in  mild  and  moderate  hyper- 
tension . . . without  disrupting  circulatory 
equilibrium.  Advantages  of  therapy  are 
economy,  simplified  dosage. 

Each  VERATRITE  tabule  contains: 

Veratrum  Viride 40  C.S.R.  Units* 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 

*Carotid  Sinus  Reflex  (40  C.S.R.  Units  approxi- 
mately equivalent  to  3 Craw  Units). 

Supplied:  Bottles  of  100,  500,  1000. 


i IRWIN,  NEISLER  & CO.,  DECATU R,  I LL. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  IN.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


Guardian 

Mutual 

Fund 


SHARES  AVAILABLE  AT 
NET  ASSET  VALUE  PLUS  2% 


Prospectus  from,  your 
Investment  Dealer  or 

Neuberger  & Berman 

MEMBERS  NEWYORK  STOCK  EXCHANGE 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includingOccupational 
therapy.  Beautifully  located  a short  distance  from  Fye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


HOLBROOK  MANOR  N£KG 

Fivt  Acrts  of  Pin«wood«d  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Mtdical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


WEST  HILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amity ville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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The  average  person  experiences  two  colds  per  year.  If  these  last 
five  days  each,  then  the  population  of  the  United  States  suffers 
IV2  billion  days  of  illness  per  year  due  to  this  cause  alone. 


New  York  18,  N.  Y.  Windsor,  Out. 


WINTHROP  STEAMS 


/^Synergistic  Therapy 

A physiologically  balanced  formulation  of  three 
well  known  and  widely  used  compounds: 

1.  Neo-Synephrine®  HCI,  0.5% — dependable  decongestant 

2.  Thenfadil®  HCI,  0.1% -powerful  antihistaminic 

3.  Zephiran®  chloride  1:5000  - wetting  agent  and 
preservative  for  greater  efficiency 


Nasal  Solution 


TRADEMARK 

well  tolerated  • rapidly  effective 
no  antibiotic  sensitization 

NTZ  is  applied  by  droplet  instillation  12  or  3 drops  to  V2  dropperful), 
tampon,  atomizer  or  nebulizer  (except  those  having  metal  parts). 
Bottles  of  30  cc.  (1  fl.  oz.) 

common  cold  • allergic  rhinitis 
sinusitis 


I'ieo-Synephrine,  Thenfadil  and  Zephiran,  trademarks  reg.  U.  $.  & Canada, 

brand  of  phenylephrine,  dethylandiarrime  and  benzalkomum  chloride  {refined),  respectively 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  tor  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious  I 
grounds  include  a nine-hole  golf  course.  I 
All  the  sanitarium  facilities  are  open  to  1 
guests  who  do  not  wish  examination  and  » 
medical  care,  but  come  simply  for  the  S 
baths  and  massages  and  rest  and  recrea-  I 
tion.  Modern  medical  equipment  and  II 
superb  location  offer  the  combined  advan-  I 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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CAPSULES 

ODORLESS 


CHLORAL  HYORATE- Fellm 

• NON-BARBITURATE  • TASTELESS 


AVAILABLE: 

:apsules  chloral 

HYDRATE- Fellows 
3%  gr.  (0.25  Gm.) 
BLUE  and  WHITE 
CAPSULES 

bottles  of  24's 
100's 

| Th  gr.  (0.5  Gm.) 
BLUE  CAPSULES 

bottles  of  50's 


3%  gr.  (0.25  Gm.)  BLUE  and  WHITE 
CAPSULES  CHLORAL  HYDRATE -Fef/ows 

Small  doses  of  Chloral  Hydrate 
(3%  gr.  Capsules  Fellows)  completely 
fill  the  great  need  for  a daytime 
sedative.  The  patient  becomes  tranquil 
and  relaxed  yet  is  able  to 
maintain  normal  activity. 

DOSAGE:  One  3%  gr.  capsule  three 
times  a day  after  meals. 


7V2  gr.  (0.5  Gm.)  BLUE 
CAPSULES  CHLORAL  HYDRATE  -Fellows 


EXCRETION— Rapid  and  complete,  therefore 
no  depressant  after-effects.3"* 


Professional  samples  and  literature  on  request 


pharmaceuticals  since  1866 
20  Christopher  St.,  New  York  14,  N.  Y. 


1.  Hyman,  H.  T : An  Integrated  Practice  of  Medicine  (1950) 

2.  Rehfuss.  M R.  et  al:  A Course  in  Practical  Therapeutics  (1948) 
3 Goodman,  L.,  and  Gilman,  A.:  The  Pharmacological  Basis  0! 

Therapeutics  (1941),  22nd  printing,  1951. 

4.  Sollman,  T ; A Manual  of  Pharmacology,  7’h  ed.  (1948)- 
and  Useful  Drugs,  14th  ed  U947) 


Restful  sleep  lasting  from  five  to 
eight  hours.  "Chloral  Hydrate  produces 
a normal  type  of  sleep,  and  is 
rarely  followed  by  hangover."1 
Pulse  and  respiration  are  slowed  in 
the  same  manner  as  in  normal  sleep. 

Reflexes  are  not  abolished,  and  the 
patient  can  be  easily  and  completely 
aroused  . . . awakens  refreshed.2'34 


DOSAGE:  One  to  two  7'/2  gr.,  or  two  to 
four  3%  gr.  capsules  at  bedtime. 
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Symposium:  Retrolental  Fibroplasia 

Introduction,  Algernon  B.  Reese,  M.D.,  and  Frederick  C.  Blodi,  M.D 2869 

Retinopathy  of  Prematurity,  Parker  Hearh,  M.D 2875 

Pediatric  Aspects  of  Retrolental  Fibroplasia,  William  A.  Silverman , M.D 2877 

Mandatory  Report  of  Blindness  in  New  York  State,  Raymond  E.  Meek,  M.D.,  F.A.C.S.  2879 

Newer  Concepts  of  Allergy  in  Ear,  Nose,  and  Throat,  Michael  H.  Barone,  M.D 2882 

Ear,  Nose,  and  Throat  Pathology  in  Relation  to  Eye  Disease,  Darrell  G.  Voorhees,  M.D.  2887 

Treatment  of  Carcinoma  of  the  Extrinsic  Larynx  and  Laryngopharynx,  John  F.  Daly, 

M.D 2891 

General  Practice,  Industrial,  Military,  and  School  Audiometry,  Paul  Lindenherg,  M.D., 
and  Edmund  P.  Fowler,  Jr.,  M.D 2897 

The  Use  of  Continuous  Intravenous  Sodium  Pentothal  in  the  Treatment  of  Eclampsia, 

Milton  J.  Goodjriend,  M.D.,  F.A.C.S.,  Milton  D.  Klein,  M.D.,  F.A.C.S.,  and  Irving 
A.  Shey,  M.D 2903 

Preliminary  Report  on  the  Use  of  Adrenergic  Blocking  Agents  in  the  Treatment  of 

Rheumatoid  Arthritis,  Max  Schatgberg,  M.D 2908 
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Cardalin  tablets  rapidly  produce  therapeutic  effects  comparable 
to  the  intravenous  or  rectal  administration  of  aminophylline. 


mm 


tablets 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


provides  5 grains  of  aminophylline  per 
dose  . . . the  highest  concentration  sup- 
plied for  oral  administration.  The  use  of 
two  anti-nausea  factors  (Aluminum  Hy- 
droxide and  Ethyl  Aminobenzoate) 
eliminates  the  nausea,  vomiting  and  gas- 
tric irritation  that  usually  accompany 
high,  oral  aminophylline  dosage. 

Each  Cardalin  tablet  contains: 

Aminophylline 5.0  gr. 

Aluminum  Hydroxide 2.5  gr. 

Ethyl  Aminobenzoate 0.5  gr. 
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The  Non-barbiturate  Daytime  Sedative — 

BromuraL 

brand  of  Bromisovalum  (broinisoraleryhtrea) 


Soothes  the  Nerves,  Induces  Refreshing  Sleep. 
5-grain  tablets  and  powder.  Dose:  1 to  3 Tablets. 


BILHUBER-KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 
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for  twice  the  calories  of  5%  Dextrose 

in  equal  infusion  time 

with  no  increase  in  fluid  volume  or  vein  damage 

With  10%  Travert  solutions,  a patient’s  carbohydrate  needs  can  be  more  nearly  satisfied 
within  a reasonable  time  with  no  increase  in  fluid  volume  or  vein  damage. 

Travert  solutions  are  sterile,  crystal-clear,  colorless,  non-pyrogenic, 
and  non-antigenic.  They  are  prepared  by  the  hydrolysis  of  cane  sugar  and  are 

composed  of  equal  parts  of  D-glucose  (dextrose)  and  D-fructose  (levulose). 

Travert  solutions  are  available  in  water  or  saline  in  150  cc.,  500  cc.,  1000  cc.  sizes. 

For  the  treatment  of  potassium  deficiency,  10  o Travert  solutions 
with  0.3%  potassium  chloride  are  also  available  in  1000  cc.  containers. 

Travert  is  a trademark  of  Baxter  laboratories, INC. 

products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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New!  High  Potency  Anticholinergic  Agent 


Mg.  per  mg., 
the  most  effective 
of  the  newer 
anticholinergics 


BROMIDE 

(Oxyphenonium  bromide  Ciba) 


antrenyl  bromide  is  a new  high  potency 
anticholinergic  agent  indicated  in  the  management  of 
peptic  ulcer  and  spasm  of  the  gastrointestinal  tract.  Milligram 
per  milligram,  it  is  the  most  potent  of  the  newer 
anticholinergics,  recommended  dosage  being  only  about 
one-tenth  that  of  certain  commonly  used  agents. 
antrenyl  has  a marked  inhibitory  effect  on  gastric  secretion 
and  motility  of  the  gastrointestinal  tract.  Side  effects 
are  generally  mild,  and  there  is  usually  no  esophageal  or 
gastric  irritation.  A recent  report1  described  the  side 
effects  as  less  pronounced  than  those  of  other  drugs 
ordinarily  used  in  the  management  of  peptic  ulcer. 

In  this  study,  patients  receiving  antrenyl  usually  obtained 
relief  from  acute  symptoms  within  24  to  36  hours. 
Prescribe  antrenyl  as  adjunctive  therapy  in  your  next 
few  cases  of  peptic  ulcer  and  note  its  advantages. 

Available  as  antrenyl  Bromide  Tablets,  5 mg., 
scored:  bottles  of  100,  and  as  antrenyl  Bromide 
Syrup,  5 mg.  per  teaspoonful  (4  cc.);  bottles  of  1 pint. 
Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 


1.  Rogers,  M.  P.,  and  Gray,  C.  L.;  Am.  1.  Digest.  Dis.,  19:180,  1952. 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.3  4 Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Raysal 

325  rag. 

( representing  43%  Salicylic  Acid  and 

37o  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination ) 

Succinic  Acid 

130  mg 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd,  L.J.,  Lombardi,  A. A.,  and  Svigals,  C.:  New  York  Med. 
College  Bull.,  13:92,  1950. 

2.  Meyer,  K.  and  Ragan,  C.:  Mod.  Concepts  of  Card.  Disp .,  17:2, 1948. 

3.  Quick,  A.J.:  J.  Biol.  Chem.,  101:475,  1933. 

4.  Guerra,  J.:  J.  Pharm.  Exper.  Ther.,  07:1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 
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pain-free  activity 


7 he  best  results  were  obtained  in  patients  , 
treated  with  sodium  gentisate  and  salicylate"1 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 
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Soluble  Tablets  Crystalline  Potassium  Penicillin  G 
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Immediate  2.sustained  3.prolonged 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplement- 
ing therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Cap- 
sules Ray-Trote  introduce  a timing  element 
essential  for  the  safest  and  most  satisfactory 
control  of  hypertension. 

Nitroglycerin:  Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 

Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 

Veratrum  viride:  Veratrum  viride  is  probably 
the  most  active  and  reliable  cardiac  depressant. 

3-stage  action 
to  control  hypertension 

RAY-TROTE 

Capsules  Improved 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  viride  (standardized  to 

1 .0%  alkaloid  content) 65  mg. 

Phenobarbital 15  mg. 


Supplied  in  hollies  of  100 , 500  and  1,000  capsules.  Also 
available.  Capsules  Ray-Trote  with  Rutin.  In  addition  to 
the  Ray-Trote  formula,  each  capsule  contains  Rutin, 
20  nig. 


Although  slow  to  act,  its  depressant  effect  on 
blood  pressure  is  prolonged,  exceeding  that  of 
sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in 
a single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Note:  Raymer  veratrum  viride  is  both  chemically  and 
physiologically  standardized  (see  kymograph  tracings) 
to  insure  uniform  action. 

Phenobarbital:  Capsules  Ray-Trote  also  con- 
tain phenobarbital,  to  maintain  a calmer,  more 
restful  hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


TRIPLE  EFFECT 

OF  RAY-TROTE  IMPROVED 

IN  REDUCING  BLOOD 

PRESSURE 
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1.  Immediate  effect  of  nilroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8 

hours  by  veratrum 

viride 

a.  Pressor  response  to  carotid 
sinus  reflex  (in  dog)  during 


control  period. 


b.  Injection  of  Raymer  standard- 
ized veratrum  viride  effects 
marked  (57%),  and  almost  instan- 
taneous, fall  in  blood  pressure. 

c.  Raymer  standardized  veratrum 
viride  completely  abolishes  pres- 


RAYMER 


sor  response  o carotid  sinus  reflex 
providing  a conclusive  physio- 
logical measure  of  therapeutic 
hypotensive  activity  and  uniform 
potency  of  the  drug. 


RAYMER  PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

Serving  the  Medical  Profession  for  Nearly  a Third  of  a Century 
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NEW 


Pfi  zer  Steraject  Syringe 

holds  2 cartridge  sizes 


Steraject  Penicillin  G 
Procaine  Crystalline 
in  Aqueous  Suspension 
(300,000  units) 


^ Steraject  Pencillin  G — ^ jr-" 
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in  Aqueous  Suspension  | | | 
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(1,000,000  units)  iMr'lL 

Steraject  Combiotic* 
Aqueous  Suspension 
(400,000  units  Penicillin  G 
Procaine  Crystalline, 
0.5  Gm.  Dihydrostreptomycin) 


Steraject  Dihydrostreptomycin 
Sulfate  Solution  (1  gram) 


Steraject  Streptomycin 
Sulfate  Solution  (1  gram) 


0£ 
QtR 
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*#V*oui  iuuovon 
««C1U»  *M  MOMSIIMOTfllffCN 


2 cartridge  sizes 
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for  only  1 syringe! 


siWAjtcr 


OlHYDBOSTRfPTOKYCIK 
SOIUTIOW 

CKA»-  rnXMM  ACOvlAH 


snsAjicr 


(STREPTOMYCIN  ] fiH 

soumaw  /** 

CO.  W<C.  ^..  ^ 


Steraject  Cartridges-. 

each  one  supplied  with 
sterile  needle,  foil-wrapped 


introduced  by 


two  cartridge  sizes  permit  full 

standard  antibiotic  dosage 

cartridges  individually  labeled 
ready  for  immediate  use 
no  reconstitution 

for  full  details,  ask  your  Pfizer 
Professional  Service  Representative 


world’s  largest  producer  of  antibiotics 


•TRADEMARK.  CHAS.  PFIZER  & CO..  INC. 


ANTIBIOTIC  DIVISION  • CHAS.  PFIZER  & CO.  INC  • BROOKLYN  6.  N-  Y 
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THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 

The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 


In  vuamin  therapy 


SPECIFIC  CAN  YOU  BE! 


“Good  nutrition  consists  of  consuming  all  essen- 
tial nutrients  in  amounts  adequate  to  promote 
the  best  growth,  development,  and  maintenance 
of  the  body.  If  tbe  intake  of  any  nutrient  is  habit- 
ually insufficient,  the  functioning  of  several  organs 
may  be  impaired.  If  one  nutrient  is  not  adequate, 
this  may  also  interfere  with  the  functioning  of 
other  nutrients  in  the  body.'1 
VITERRA,  containing  10  Vitamins  and  11  Min- 
erals and  Trace  Elements,  assures  an  adequate  and 
balanced  intake  of  all  these  essential  nutrients. 

For  the  most  reliable  form  of  nutritional  supple- 
mentation, specify,  VITERRA — Multi-Vitamins 
with  Minerals. 

1.  The  Nutrition  of  Industrial  Workers;  Second  Report  of  the  Committee  on  Nutrition  of 
Industrial  Workers,  Food  and  Nutrition  Board,  National  Research  Council.  Reprint  and 
Circular  Series  No.  123. (Washington,  D.  C.:  National  Research  Council),  Sept.,  1945,  p.  13. 


Vi  terra 


All  in  One  Capsule 

Calcium 

Vitamin  A 5,000  U.S.P.  Units 

Cobalt 

Vitamin  D 500  U.S.  P.  Units 

Copper 

Vitamin  B12 

1 meg. 

Iodine  

Thiamine  Hydrochloride. . . 

. 3 mg. 

Iron 

Riboflavin 

. 3 mg. 

Manganese 

Pyridoxine  Hydrochloride. 

0.5  mg. 

Magnesium 

6 mg. 

Niacinamide 

25  mg. 

Molybdenum 

Ascorbic  Acid 

50  mg. 

Phosphorus 

Calcium  Pantothenate  . . . . 

. 5 mg. 

Potassium 

5 mg. 

MixedTocopherols(TypelV)  5 mg. 

Zinc 

J.B.ROERIG  AND  COMPANY  • CHICAGO  11,  ILLINOIS 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


— i _ 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 
Vitamin  A (synthetic) 
Vitamin  0 ^ 

Thiamine  Mononitrate  . 
Riboflavin 
Niacinamide 
Ascorbic  Acid  1 


25,000  U.S.P.  units 
1,000  U.S.  P.  units 


Bottles  of  30,.  100  and  1000. 
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When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Each  Capsule  contains 
Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


Bottles  of  11. ICO  and  Lf,  i 


Cognac  (Schieffelin  <fe  Co.) 

Frozen  Orange  Juice  (Minute  Maid  Corp.) 
Prescription  Blanks  (Physicians’  Press)  . 
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non-narcotic  — in  place  of  codeine 


2851 


“I  coughed  all  night” 


HOFFMANN-IA  ROCHE  INC. 
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POSTGRADUATE  COURSE 
IN 

CEREBRAL  PALSY 

Dates:  February  2 — April  24,  1953 
For 

Qualified  physicians,  physical  and 
occupational  therapists 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  and  Surgeons, 
Columbia  University 

List  of  scholarship  sources  sent  upon  request 

For  full  information  write 

Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 


r LOW  COST  1 
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HIGH  OUAUTVa 


STATIONERY 


» For  the  ^ 
^Medical  Profession^ 

^ PRESCRIPTION  BLANKS:  5M  for  $10.00,  3M  for  ^ 
$8.25,  1M  for  $3.50,  sire  4 x 5 Vi,  on  fine  linen 
finish  paper — pads  of  100! 

DOCTOR  ...  do  you  wish  the  best  in  stationery!  Years  ot 
specializing  in  the  printed  needs  of  the  physician  enable 
us  to  offer  superlative  stationery  at  no  premium  in  price. 
And  you'll  like  the  ease  of  ordering  by  mail! 

IF  . . . you  prefer  to  see  a sample  of  our  fine  quality 
prescription  blank,  and  other  stationery  forms,  simply  request 
them.  There’s  no  obligation.  Once  you  see  their  excellent 
qualify  you,  too,  will  become  a satisfied  customer.  Order 
them  today!  Check  one  of  the  squares  below. 

SATISFACTION  GUARANTEED  OR  MONEY  REFUNDED 

SM  PRESCRIPTION 
BLANKS— $10. 

| | SEND  SAMPLES 


THE  PHYSICIANS’  PRESS 

DIV.  OF  EDW.  JACOBI,  INC. 

N.  E.  COR.  4TH  & GREEN  STS.,  PHILADELPHIA  23,  PA. 


IN 

TIME 
OF 
NEED 

It  is  natural  for  our  retired,  aged  colleagues 
to  turn  to  the  Physicians’  Home  for  financial 
aid  and  reassurance.  Help  us  continue 
this  very  worthy  service! 

PHYSICIANS’  HOME 

63  East  84th  Street 
New  York  City 


BEVERLY  C.  SMITH,  M.D.,  President 
HARVEY  B.  MATTHEWS,  M.D.,  Secretary 
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but  two— potent  antibiotics 


PONDETS,  the  delicious  antibiotic  troches 
that  look  and  taste  like  candy,  are  active 
against  a wide  variety  of  pathogens  commonly 
found  in  the  mouth  and  throat. 

Penicillin  and  Bacitracin , each  highly  effective 
when  employed  locally  against  infections  of 
the  mouth  and  pharynx,  are  especially  effective 
when  combined.  Together,  they  exhibit 
marked  synergism.1'2 

PONDETS  dissolve  slowly,  supplying  an 
uninterrupted  high  concentration  of  each 
antibiotic  to  the  infected  oral  and 
pharyngeal  mucosa. 


PENICILLIN  - BACITRACIN  TROCHES 


Each  PONDET  contains  20,000  units  crystalline 
potassium  penicillin  G and  50  units  bacitracin. 
Vacuum-packed  in  tins  of  48. 

1.  Eagle,  H.,  and  Fleischman,  R.:  Proc.  Soc.  Exper.  Biol.  & 

Med.  68: 415  (June)  1948. 


2.  Bachman,  M.C. : J.  Clin.  Invest.  28: 864  (Sept.)  1949. 


THE  TRUTH  ABOUT 


FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-F rozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 

a.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

C*  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts: 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.2 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer.3 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples— 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 


REFERENCES 

(1)  Rakieten,  M.  L.,  et  a!.. 
Journal  of  the  American  Dietet- 
ic Association,  October,  1951. 

(2)  U.  S.  Department  of  Agri- 
culture Technical  Bulletin  No. 
75S,  December,  19U0. 

( S ) Roy,  W.  R.,  and  Russell,  H. 
E.,  Food  Industries,  Vol.  20, 
pp.  1761,-1765  (19 US). 

(U)  Joslin,  C.  L.,  and  Bradley, 
J.  E.,  Journal  of  Pediatrics, 
Vol.  39,  No.  3,  pp.  325-329 
(1951). 
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MINUTE  MAID  CORPORATION,  488  Madison  Ave.,  New  York  22,  N.  Y. 

Wallace  R.  Roy,  Ph.D.,  Director  of  Research 
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prolonged 

relief 

from 


nasal 

congestion 

within 

2 minutes 

with 

just 

2 drops 
of 


Priviri^ 

BRAND  OF  NAPHAZOLI  N E HYDROCHLORIDE) 


hydrochloride  0.05  % 


potent,  prompt-acting 
Privine  is  a virtually 
nonirritating 
nasal  vasoconstrictor 
which  can  be  administered 
to  children  as  well 
as  adults. 


2/  183SM 


Summit,  N.J. 
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“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NlItARPON 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  •/*  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTD-BOBO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC.  , 
253  WEST  26TH  ST..  NEW  YORK  1,  N.  Y. 


Aminophyllin . . . 

a "most  effective  single  agent 

for  prompt  relief”  of  severe 

bronchial  asthma 


dubin  [ 
aminophyllin 


(theophylline-ethylenediamine) 


'useful  as  a peripheral  vasodilator  and 
myocardial  stimulant”  in 


pulmonary  edema 
paroxysmal  dyspnea 
of  congestive  heart  failure 
Cheyne-Stokes  respiration 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  E.  43rd  St.  • New  York  17,  N.Y. 


readily 
soluble  for 
rapid 

therapeutic 

effect. 

TABLETS  • AMPULS 

POWDER 

SUPPOSITORIES 


NEW  YORK  POLYCLINIC  MEDICAL  SCHOOL  and  HOSPITAL 

THE  PIONEER  POST-GRADUATE  MEDICAL  INSTITUTION  IN  AMERICA— ORGANIZED  1881 


SURGERY  and  ALLIED  SUBJECTS 

A full  time  combined  surgical  course  comprising  gen- 
eral surgery,  traumatic  surgery,  abdomiual  surgery, 
gastroenterology,  proctology,  gynecological  surgery, 
urological  surgery.  Attendance  at  lectures,  witnessing 
operations,  examination  of  patients  pre-opera tive I y and 
post-opera tively  and  follow-up  in  the  wards  post-opera- 
tively  Pathology,  roentgenology,  physical  medicine,  an- 
esthesia. Cadaver  demonstrations  in  surgical  anatomy, 
thoracic  surgery,  proctology,  orthopedics.  Operative 
surgery  and  operative  gynecology  on  the  cadaver;  at- 
tendance at  departmental  and  general  conferences. 

For  Information  about  these  and  other  Courses,  Address: 


A comprehensive  review  of  the  physics  and  higher  math- 
ematics involved,  film  interpretation  all  standard  gen- 
eral roentgen  diagnostic  procedures,  met  hods  of  applica- 
tion and  doses  of  radiation  therapy,  both  x-ray  aud  ra- 
dium, standard  and  special  fluoroscopic  procedures. 

A review  of  dermatological  lesions  and  tumors  suscep- 
tible to  roentgen  therapy  is  given,  together  with  methods 
and  dosage  calculation  of  treatments.  Special  attention 
is  given  to  the  newer  diagnostic  methods  associated  with 
the  employment  of  contrast  media,  such  as  bronchog- 
raphy with  Lipiodol,  uterosalpingography,  visualization 
of  cardiac  chambers,  peri-renal  insufflation  and  myelog- 
raphy. Discussions  covering  roentgen  departmental 
management  are  also  included;  attendance  at  depart- 
mental and  general  conferences. 

THE  DEAN,  345  West  50th  Street,  New  York  19,  N.  Y. 
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a most  widely 
a ccep te d anti b i o t i c 
in  the  broad-spectrum  field  is 


New  aureomycin 
minimal  dosage  for  adults 
— four  250  mg. 
capsules  daily,  with  milk. 


AUREOMYCIN 


because 


Hydrochloride  Crystalline 


Physicians  in  the  United  States  and  throughout  the  world  have  recognized  the 
time-saving  value  of  immediate  use  of  aureomycin  in  cases  of  active  infection. 

The  successful  use  of  aureomycin,  as  described  in  publications  by  physicians 
throughout  the  world,  has  increasingly  encouraged  others  to  use  this  antibiotic 
and  publish  reports  thereon.  To  date,  more  than  7,000  original  reports,  editorials, 
brief  comments,  and  similar  notations  have  appeared  in  the  published  literature. 

The  trend  of  the  literature  clearly  indicates  that  in  desperate  situations  caused 
by  infection,  where  previously  cure  would  have  proved  difficult  or  impossible, 
aureomycin  has  saved  the  day. 


Capsules:  50  mg. — Vials  of  25  and  100.  100  mg. — Vials  of  25  and  bottles  of  100. 

250  mg. — Vials  of  16  and  bottles  of  100. 

Ophthalmic  Solution:  Vials  of  25  mg.;  solution  prepared  by  adding  5 cc.  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  amemcan  Gfanamut  coMPA/vr 
30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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Lipotropics  plus 
minerals  plus  vitamins 


so  that  life  after  40  may  be 
more  vigorous  • more  useful 
• more  enjoyable  • even  longer 


Gerifort 


CAPSULES 


vitamin  B1S  included 


3 GERIFORT 

Capsules 


(recommended 
daily  dose) 


provide: 

I 


Vitamin  A (Synthetic). . .28,000  U.S.P.  Units 

Vitamin  Bi 14  Mg. 

Vitamin  Bz 14  Mg. 

Vitamin  Be 5 Mg. 

Vitamin  C 210  Mg. 

Vitamin  D 2,800  U.S.P.  Units 

Niacinamide 180  Mg. 

Iron 20  Mg. 

Calcium 188  Mg. 

Phosphorus 160  Mg. 

Iodine 0.1  Mg. 

Calcium  Pantothenate.  ...  20  Mg. 

Folic  Acid 1.5  Mg. 

Vitamin  E 10  Int.  Units 

Vitamin  Bn 5 Meg. 

Choline  Dihydrogen 

Citrate 200  Mg. 

Inositol 100  Mg. 

dl-Methionine 20  Mg. 

Rutin 60  Mg. 

Biotin 50  Meg. 

Cobalt 0.1  Mg. 

Copper 0.2  Mg. 

Magnesium 2 Mg. 

Manganese 0.5  Mg. 

Potassium 0.05  Mg. 

Zinc 1.5  Mg. 


Sample  of  GERIFORT  Capsules  on  Request 


AMERICAN  PHARMACEUTICAL  COMPANY 


In  very  special  cases 

A very  superior  Brandy 


★ ir  ★ 


Manufacturing  Chemists,  New  York  54,  N.Y. 


Over  35  years  of  service  to  the  profession. 


THE  WORLDS  PREFERRED 

COGNAC  BRANDY 

Schieffelin  & Co..  New  York.  N. 


Salcedrox  is  highly  useful  whenever  salicylates  are  indicated 
— in  arthritis,  rheumatoid  involvements,  neuromuscular 
pains  and  rheumatic  fever. 

The  buffered  sodium  salicylate  is  more  easily  tolerated 
than  salicylate  alone — virtually  abolishes  gastric  up- 
set, even  with  massive  dosage.  Calcium  ascorbate 
helps  counteract  the  increased  ascorbic  acid  excre- 
tion usually  encountered  in  rheumatic  states  and 
in  salicylate  therapy. 

PROFESSIONAL  LITERATURE  AVAILABLE  ON  RE- 
QUEST. 


Each  Salcedrox  tablet  contains: 

Sodium  Salicylate  . . . 5 gr.  (0.3  Gm.) 

Aluminum  Hydroxide 
Gel,  dried 2 gr.  (0.12  Gm.) 

Calcium  Ascorbate  . . . 1 gr.  (60  mg.)  1 

(equivalent  to  50 
mg.  ascorbic  acid) 

Calcium  Carbonate.  . .1  gr.  (60  mg.) 


S.  E.  MASSENGILL  BRISTOL.  TENNESSEE 


new 


2 


more  potent  members  of  th 


Eskacillin  500’ 


palatable  liquid  penicillin 


S.K.F.  now  offers  ‘Eskacillin’  in  a new,  higher  concentration: 
one-half  million  units  of  procaine  penicillin  G per  teaspoonful. 

‘Eskacillin  500’  gives  you  these  advantages: 

1.  Greater  effectiveness  in  the  more  severe  infections. 

2.  The  convenience  of  b.i.d.  or  t.i.d.  dosage. 

3.  Unusual  palatability— despite  high  potency. 


Here  are  the  other  membe 


250,000  units  of  penicillin  per  teaspoonful 


100,000  units  of  penicillin  per  teaspoonful 


50,000  units  of  penicillin  per  teaspoonful 


kkacillin*  line— for  use  in  the  more  severe  infections: 


'Eskacillin  250-Sulfas’ 


palatable  liquid  penicillin  plus  sulfonamides 

Each  teaspoonful  of  ‘Eskacillin  250 -Sulfas’  delivers  250,000 
units  of  procaine  penicillin  G plus  0.5  Gm.  (0.167  Gm.  each)  of 
3 sulfonamides  (sulfadiazine,  sulfamerazine,  sulfamethazine), 
thus  permitting  convenient  t.i.d.  dosage. 

‘Eskacillin  250-Sulfas’  gives  you  3 advantages  over  penicillin 
or  the  sulfonamides  alone: 

1.  Wide  antibacterial  spectrum. 

2.  High  antibacterial  intensity. 

3.  Lessened  chance  of  the  development  of  resistant  strains. 


hhe  ‘ Eskacillin ’ line: 


100,000  units  of  penicillin  and  a total  of  0.5  Gm.  of 
3 sulfonamides  per  teaspoonful 

(All  strengths  of  ‘Eskacillin’  are  supplied  in  2 fl.  oz.  bottles.) 
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GRATIFYING  RELIEF 

From  the  Distress  of 


In  a matter  of  minutes... 


Urinary  Tract  Symptoms 


Pyridium  acts  quickly  and  safely,  through  an 
entirely  local  mechanism,  to  secure  analgesia  of 
the  sensitive  urogenital  mucosa  of  patients  suf-  ' 
fering  from  cystitis,  pyelonephritis,  prostatitis, 
and  urethritis. 

Pyridium  may  be  administered  concomitantly 
with  crystalline  dihydrostreptomycin  sulfate, 
penicillin,  the  sulfonamides,  or  other  specific 
therapy  to  provide  the  twofold  benefit  of  symp- 
tomatic relief  and  anti-infective  action. 


Pain  and  burning 

decreased  in  93%  of  cases  . . .* 


Urinary  f requency 

relieved  in  85%  of  cases  . . .* 


*As  reported  by  Kirwin,  Lowsley,  and  Menning  in  a study  of 
118  cases  treated  for  symptomatic  relief  with  PYRIDIUM 


PYRIDIUM 

(Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  registered  trade-mark  of  Nepera  Chemical 
Co.,  Inc.  for  its  brand  of  phenylazo-diamino-pyridine  HCI. 
Merck  & Co.,  Inc.  sole  distributor  in  the  United  States. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 
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Editorials 


Problems  of  the  Medical  Profession 


Speaking  at  the  annual  meetings  of  the 
Ninth  and  Third  District  Branches,1  Dr. 
Andrew  A.  Eggston,  president-elect  of  the 
Medical  Society  of  the  State  of  New  York, 
covered  a wide  range  of  problems  presently 
confronting  the  medical  profession.  He 
expressed  concern  with  regard  to  the 
‘attitude,  hesitation,  and  refusals  of  recent 
graduates  to  intern  or  seek  resident  training 
in  our  smaller  hospitals.  This  prevails  in 
spite  of  the  fact  that  many  of  these  institu- 
tions are  well  staffed  and  equipped.  Most 
community  institutions  are  scientifically 
developed  medical  centers  for  the  efficient 
care  of  the  people  in  small  and  rural  com- 
munities and  offer  excellent  training  facili- 
ties for  nurses  as  well  as  physicians.”  He 
commented  further  that  shortage  of  Ameri- 
can medical  graduates  impels  one  to  ques- 
tion and  perhaps  criticize  the  policy  of 
medical  education  in  this  country.  There  is 
nothing  wrong  with  the  education,  but 


1 September  17  and  18,  1952. 


opportunities  to  receive  this  education  are 
frequently  stifled.  Is  there  no  answer  to 
this  need  for  interns?  It  seems  that  en- 
larged medical  student  enrollment  of  exist- 
ing medical  schools  is  one  answer.  Further- 
more, a continuous  program  of  education 
throughout  the  year  would  be  a great  help. 

Dr.  Eggston  gave  credit  to  graduates  of 
foreign  medical  schools  who  have  helped 
“so  many  hospitals  to  exist  and  to  offer 
some  form  of  service  to  the  public.” 

Many  doctors  of  today,  he  said,  are  trained 
in  the  science  of  medicine  to  the  neglect  of 
the  art  of  medicine.  The  latter  is  most 
essential  to  the  patient  and  physician. 
Understanding  patients,  their  weaknesses 
and  their  strong  points,  their  moments  of 
sorrow  and  elation,  is  important  in  the  prac- 
tice of  medicine.  The  human  being  should 
not  be  lost  in  a mosaic  of  cells,  card  indices, 
and  laboratories.  These  are  indeed  wonder- 
ful aids  in  the  management  of  the  sick,  but 
a good  doctor  must  evaluate  many  angles  in 
the  use  of  these  modalities  in  the  solving  of 
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the  countless  problems  in  the  practice  of 
medicine.  Scientists  are  needed  to  explore 
and  discover  natural  laws  and  to  aid  in 
applying  them  to  the  human  medical  econ- 
omy. Chemistry,  biology,  and  physics 
are  the  keystones  in  such  discoveries,  but 
always  the  family  doctor  should  use  his 
God-given  common  sense,  sympathy,  under- 
standing, and  forebearance  in  the  treatment 
and  the  management  of  the  many  intangibles 
in  a sick  person’s  life. 

Dr.  Eggston  also  spoke  on  some  aspects 
of  the  ethics  of  medicine,  particularly  of 
certain  aspects  which  have  an  important 
bearing  upon  medical  public  relations.  He 
then  touched  briefly  upon  ethics  in  connec- 
tion with  the  advertising  of  commercial 
products  and  with  relation  to  the  law. 

No  oath  or  code,  he  said  in  part,  will  toler- 
ate advertising  by  doctors.  Our  lay  friends 
frequently  cannot  understand  this  attitude. 
But  as  advertising  is  not  and  has  never  been 
ethical  for  the  physician,  he  is  likely  to  be 
the  more  critical  of  unproved  promotional 
claims.  Most  doctors  cannot  help  frowning 
upon  and  disapproving  the  wide  circulation 
of  questionable  claims  of  products  affecting 
the  health  of  the  people,  particularly  if 
these  products  have  an  insidiously  harmful 
effect  on  the  body  and  in  many  instances 
have  absolute  negative  value. 

He  mentioned  then  that  doctors,  by  their 
ethics,  attempt  to  control  their  own  conduct 
in  their  patient  relations,  but  the  medical 
profession  has  never  tried  to  impose  a code 
of  ethics  upon  business  or  the  general  public. 
It  may  be  said  in  this  connection  that  this 
lias  not  always  been  true  of  religion,  politics, 
or  sociology.  There  is  a moral  aspect  for 
the  advertiser  to  consider  in  the  promotion 
of  his  wares,  and  it  would  seem  to  be  of  in- 
terest to  the  business  of  advertising  to  ex- 
ercise normal  restraint.  In  the  long  run,  it 
would  be  better  to  hold  to  proved  facts  in 


the  promotion  of  sales.  Exaggerated  claims 
will  ultimately  cause  an  unfavorable  reac- 
tion. Only  true  facts  should  be  the  theme 
of  the  advertisers  when  referring  to  various 
medical  implications  of  a product.  Usually 
false  premises,  as  well  as  claims,  will  not 
endure  when  exposed,  and  the  products  so 
advertised  will  no  longer  appeal  to  the 
public. 

Medical  publications  and  convention 
meetings  unwittingly  aid  in  the  dissemina- 
tion of  many  superficial  claims.  Such  a 
policy  is  certainly  not  realistic,  altruistic, 
or  in  good  taste  when,  silently  and  con- 
sciously, medical  men  know  that  many  of  the 
claims  are  not  true.  Medical  centers  and 
schools  do  not  hesitate  to  proclaim  their 
services  to  the  public  in  newspapers  and 
magazines  to  an  unethical  degree  in  which 
individual  doctors  do  not  dare  participate. 

At  this  point,  Dr.  Eggston  remarked,  a 
word  may  be  said  about  the  inactivity  of 
some  of  the  law  enforcement  agencies,  in 
that  they  will  condone  and  not  investigate 
or  prosecute  many  of  the  medical  cults,  such 
as  chiropractors  and  naturopaths.  The 
greatest  menace  of  all  are  the  herb  doctors, 
who  claim  to  cure  the  queen  bee  killer  of  all, 
cancer.  These  officials  are  negligent  and 
calloused  to  the  good  of  the  public.  The 
actions  of  these  cults  are  infinitely  more  dan- 
gerous than  some  of  the  actions  of  the  medi- 
cal profession,  because  of  their  lack  of  un- 
derstanding of  the  basic  sciences  necessary 
to  render  proper  medical  aid  to  the  public. 
This,  however,  does  not  mean  that  we  can 
condone  the  actions  of  mercenary  doctors. 

It  is  regrettable  that  the  addresses  of  the 
officers  of  the  Society  are  heard  in  full  by  rel- 
atively few  of  the  members  of  the  district 
branches.  With  limited  space  available  the 
Journal  attempts  each  year  to  excerpt  some 
of  the  addresses  for  the  benefit  of  all  mem- 
bers of  the  Society. 


The  reasonable  man  adapts  himself  to  the  world;  the  unreasonable  man  persists  in  trying 
to  adapt  the  world  to  himself. — George  Bernard  Shaw 
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THE  DIAGNOSIS  OF  NEOPLASMS  OF  THE  URINARY  BLADDER 

Albert  J.  Paquin,  M.D.,  and  Victor  F.  Marshall,  M.D.,  New  York  City 

( From  the  Department  of  Urology,  James  Buchanan  Brady  Foundation,  New  York  Hospital — 

Cornell  Medical  Center) 


NEOPLASMS  of  the  urinary  bladder 
are  neither  common  nor  rare,  con- 
stituting about  3 per  cent  of  all  benign 
tumors  and  about  3 per  cent  of  all  malig- 
nant growths.  They  are  three  or  four  times 
more  frequent  in  men  than  in  women. 
The  average  age  at  the  time  of  first  symp- 
toms is  approximately  fifty-five  years. 
These  growths  are  uncommon  under  thirty 
and  rare  under  twenty  years  of  age.  Over 
90  per  cent  are  of  the  epithelial  type.  The 
degree  of  malignancy  varies  extremely,  but 
all  are  at  least  potentially  malignant. 

The  first  step  in  making  the  diagnosis  is 
taking  an  adequate  history.  Painless  inter- 
mittent hematuria  occurs  as  the  first  indi- 
cation in  about  80  per  cent  of  cases,  but 
close  questioning  will  often  reveal  mild 
symptoms  of  vesical  irritability  before  the 
first  gross  hematuria.  The  opportunity  to 
observe  the  source  of  a gross  hematuria  by 
cystoscopy  should  be  seized  promptly,  be- 
fore the  color  has  gone.  In  the  later  stages 
cystitis  is  the  rule,  producing  frequency, 
urgency,  nocturia,  burning  on  urination, 


and  pyuria.  It  is  important  to  note  that 
the  hematuria  is  usually  intermittent  and 
that  the  secondary  infection  which  adds  to 
the  irritation  may  be  reduced  by  modern 
drugs.  Nonspecific  treatments  may  seem 
to  correct  the  trouble,  while  actually  the 
dread  disease  progresses.  The  interval  be- 
tween episodes  of  hematuria  may  be  of 
several  months.  Sometimes  tumor  tissue 
can  be  recognized  in  the  voided  urine. 

Since  the  great  majority  of  neoplasms 
occur  on  the  floor  of  the  bladder,  obstruc- 
tion to  one  or  both  ureters  is  common.  In 
the  late  stages  anuria  may  result.  An 
obstructed  kidney  often  causes  an  ache  in 
the  corresponding  flank,  and  if  infection  is 
superimposed,  as  is  usual  sooner  or  later, 
the  signs  and  symptoms  of  acute  pyelo- 
nephritis appear.  A mysterious  fever  is 
sometimes  traced  to  such  a kidney. 

Metastases  from  the  more  malignant 
types  occur  readily,  but  they  tend  to  appear 
first  in  the  pelvic  lymph  nodes  from  which 
few  early  symptoms  result.  Progression  of 
the  pelvic  metastases  often  involves  the 
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sciatic  plexus,  the  obturator  nerve,  and  the 
ureter.  Blood-borne  metastases  may  occur 
nearly  anywhere,  but  the  lumbar  spine, 
bony  pelvis,  and  lungs  are  the  most  common 
sites.  Thus,  backache  and  sciatica  may  be 
important  symptoms.  Some  vesical  symp- 
toms almost  always  precede  those  from  the 
metastases.  Weight  loss  is  seldom  the  pre- 
senting symptom,  although  common  in  the 
advanced  stages. 

A persistent  or  recurring  urinary  infection 
should  make  the  clinician  think  of  neoplasm, 
obstruction,  stone,  and  tuberculosis.  There 
are  other  fundamental  causes,  but  these 
four  comprise  the  vast  majority.  Treat- 
ment without  adequate  diagnosis  too  often 
produces  fateful  procrastination. 

On  routine  physical  examination  at  the 
time  of  first  symptoms  abnormalities  are 
seldom  found.  Occasionally  the  disease  has 
progressed  to  the  inguinal  lymph  nodes,  or 
abnormal  obturator  nodes  can  be  felt  on 
rectal  examination.  Bimanual  examination 
(especially  with  the  patient  anesthetized) 
often  reveals  induration  of  the  vesical  wall 
and  even  extensions  beyond,  when  the 
growth  is  fully  malignant.  Papillomas  and 
small  tumors  are  almost  never  palpable. 
Prognosis  is  closely  related  to  the  extent  of 
the  growth  as  well  as  to  its  inherent  vitality 
or  grade. 

Microscopic  examination  of  the  urine 
nearly  always  reveals  at  least  a slight  hem- 
aturia, even  in  asymptomatic  periods. 


Pyuria  is  common.  Examination  of  the 
urinary  sediment  by  the  Papanicolaou 
technic  is  helpful  because  the  malignant 
cells  are  usually  plentiful  and  readily  rec- 
ognized. With  the  nearty  benign  papillomas 
however,  it  is  often  difficult  to  demonstrate 
neoplastic  cells  because  they  vary  so  little 
from  the  normal;  even  so,  their  slight  varia- 
tions and  particularly  their  abundance 
usually  raise  suspicion.  False  positive  re- 
ports are  rare,  but  the  method  is  not  suffi- 
ciently sensitive  to  exclude  completely  the 
presence  of  a vesical  neoplasm. 

There  is  no  substitute  for  cystoscopic  ex- 
amination and  biopsy  in  the  diagnosis  of 
vesical  neoplasms.  A suggestive  history, 
hematuria,  neoplastic  cells  in  the  urine,  a 
filling  defect  noted  in  a cystogram,  and  even 
a palpable  mass  require  actual  visualiza- 
tion and  biopsy  for  positive,  definitive 
diagnosis.  A cystoscopically  invisible  but 
symptomatic  vesical  neoplasm  is  a rarity 
(occuring  almost  only  inside  of  the  divertic- 
ula of  markedly  obstructed  bladders). 
Obviously  the  biopsy  must  be  adequate,  not 
only  in  amount  but  also  in  consisting  of 
viable  tissue  from  the  proper  site.  A com- 
plete diagnosis  consists  of  proving  the  pres- 
ence of  neoplasm,  of  estimating  its  extent 
and  grade  of  malignancy,  of  demonstrating 
the  status  of  the  entire  urinary  tract,  and  of 
evaluating  the  patient  as  a whole. 

( Number  Seven  of  a Series  on  Cancer  Diagnosis ) 


ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 


Fig.  1.  Small  papillary  neoplasm  as  seen  through  the 
cystoscope. 


Fig.  3.  A medium-sized  carcinoma  just  above  the 
right  ureteral  orifice  has  metastasized  to  the  nodes  in 
the  right  obturator  region. 


Fic.  6.  The  25-minute  film  of  an  intravenous  pyelo- 
gram.  Note  the  nonfunction  on  the  patient’s  left,  the 
filling  defect  in  the  left  side  of  the  cystogram,  and  the 
normal  right  pyelogram. 


Frc.  2.  Large  infiltrating  carcinoma  occupying  most 
of  the  right  half  of  the  bladder.  It  protrudes  into  the 
lumen  and  also  invades  the  surrounding  fat. 


Fic.  4.  Photomicrograph  of  a low-grade,  almost  be- 
nign papillary  neoplasm. 


Fic.  5.  Photomicrograph  of  a highly  malignant  inva- 
sive carcinoma.  Figures  4 and  5 demonstrate  the 
marked  variation  which  is  so  common  among  vesical 
neoplasms. 


HYDRONEPHROSIS- — _ 


NORMAL 

URETER- 


HYDROURETER- 

NEOPLASM. 


Fic.  7.  This  is  a diagram 
of  what  the  pyelogram 
(Fig.  6)  indicates  is  actu- 
ally present.  The  cancer 
has  obstructed  the  left 
ureteral  orifice. 
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YALLESTRIL' . . . 

(BRAND  OF  METHALLENESTRIl) 

A NEW  PRODUCT 


Clinical  evidence  indicates  that  much  estrogen  therapy  is 
accompanied  by  a high  incidence  of  unfortunate  side  actions 
such  as  withdrawal  bleeding,  nausea  and  edema. 


G.  D.  Searle  & Co.  presents  YALLESTRIL  .... 

H CH* 

i i 

C C — COOH 


as  an  effective  estrogenic  substance  with  a strikingly  low  incidence 
of  these  undesirable  side  effects. 


YALLESTRIL  is  available  in  3 mg.  scored  tablets.  For 
treatment  of  the  phvsiologic  or  artificial  menopause — 3 mg.  (one 
tablet)  twice  daily  for  two  weeks.  Then  a maintenance  dose  of 
one  tablet  daily  for  an  additional  month  or  longer  if  symptoms 
require  continued  administration. 

* Trademark  of  G.  I).  Searle  & Co. 


SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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Crystalline  Vitamin  B12 
Injectables 

*Crystamin  '30' 
*Crystamin  '60' 
*Crystamin  '120' 


Liver  Injectables 

Liver  Injection  Crude,  U.S.P., 

2 meg. 

Liver  Injection,  U.S.P.,  10  meg. 
Liver  Injection,  US.P.,  20  meg. 
*New  products  of  The  Armour  Laboratories 


Oral  Preparations  for  Anemia 

*Armatinic  Activated 
Capsulettes 

*Armatinic  Special  Capsulettes 
*Armatinic  Liquid 
*Crystamin  Forte  Capsules 
L.I.R.B.M. 

Liver  Extract  Solution  U.S.P. 
Liver  and  Yeast  with  Iron 
Tablets 


This  is  the  age  of  greater 
edge  and  research  for  new  anti- 
anemia agents.  The  Armour 
Laboratories  has  been  a leader 
in  this  important  field  for  more 
than  60  years.  Such  accomplish- 
ment is  predicated  upon  the 
reality  of  research,  upon  exten- 
sive clinical  investigations  and 
upon  practice-proven  products 
to  assure  optimum  response. 
For  the  best  in  hematinics,  rely 
upon  Armour. 


THE  ARMOUR  LABORATORIES  Chicago  11.  Illinois 
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PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


Scientific  Articles 
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Symposium 

RETROLENTAL  FIBROPLASIA 


INTRODUCTION 


Algernon  B.  Reese,  M.D.,  New  York  City,  and  Frederick  C.  Blodi,  M.D.,  Iowa  City,  Iowa 
{From  the  Institute  of  Ophthalmology  of  the  Presbyterian  Hospital) 


IN  1942  an  increase  in  the  frequency  of  blind- 
ness of  premature  infants  was  observed.  Terry 
was  the  first  to  call  attention  to  this  fact, 
and  he  thought  that  responsibility  for  the  in- 
crease was  related  to  the  congenital  anomaly 
known  as  persistence  of  the  primary  vitreous 
(tunica  vasculosa  lentis).1  There  ensued  a 
period  devoted  to  defining  and  identifying  the 
disease.  Was  it  a new  disease,  or  was  it  an  in- 
crease in  frequency  of  an  old  one?  Now,  after 
approximately  ten  years,  we  believe  that  the 
condition  has  been  identified  and  delineated  as  a 
specific  entity  of  which  the  manifestations  are 
known  and  the  clinical  course  is  well  understood. 
Also,  the  pathology  of  the  disease  has  been  clearly 
defined. 


Onset  and  Incidence 

(We  know  that  the  clinical  onset  occurs  from 
one  week  to  three  months  after  birth  and  that 
there  is  an  inverse  relationship  between  the  birth 
weight  and  the  age  at  which  the  first  fundus 

(changes  appear.2  Since  infants  with  lower  birth 
weights  manifest  the  disease  later  and  infants 
with  higher  birth  weights  earlier,  it  is  logical  to 
assume  that  the  disease  might  also  appear  in  full- 
term  infants  of  normal  birth  weight.  We  believe 
that  it  does,  in  fact,  occur  in  full-term  infants,  but 
since  the  incidence  in  this  high  birth  weight 
group  is  so  extremely  small,  cases  are  seldom 
seen.  We  have  observed  the  disease  in  its  full- 
blown acute  phase  in  infants  eight  days  of  age, 
and  we  have  on  several  occasions  identified  it  in 
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the  cicatricial  stage  in  infants  born  at  term  and 
of  normal  birth  weight. 

In  our  nurseries  approximately  65  per  cent  of 
premature  infants  weighing  under  3 pounds  (1,500 
Gm.)  and  30  per  cent  weighing  between  3 and 
4 pounds  (1,500  to  2,000  Gm.)  have  the  disease, 
but  the  incidence  may  change  from  year  to  year; 
75  per  cent  of  these  affected  eyes  undergo  a spon- 
taneous regression,  while  the  remaining  25  per 
cent  progress  to  visual  impairment  and  usually  to 
blindness.* 

The  severity  of  the  disease  is  unrelated  to  the 
birth  weight.  Although  the  incidence  of  the  dis- 
ease is  greater  among  the  most  premature,  once 
the  process  begins  the  course  of  the  disease  is  un- 
related to  the  degree  of  prematurity.2  The  dis- 
ease runs  an  acute  or  active  phase,  lasting  ap- 
proximately six  months.  This  is  followed  by  re- 
gression and  the  cicatricial  phase,  the  sequelae  of 
which  cause  changes  in  the  eye  for  several  years 
thereafter. 

It  is  our  feeling  that  there  have  always  been 
sporadic  cases  of  retrolental  fibroplasia  but  that 
because  of  the  infrequency  of  the  condition,  to- 
gether with  its  varied  clinical  manifestations, 
the  occasional  case,  in  the  past,  was  not  appreci- 
ated as  a disease  entity  but  assigned  some  de- 
scriptive term  such  as  metastatic  retinitis,  intra- 
uterine endophthalmitis,  congenital  uveitis,  con- 
genital connective  tissue  formation  in  the  vitreous, 
congenital  retinal  fold,  congenital  membrane  be- 
hind the  lens,  congenital  falciform  detachment 
of  the  retina,  vascular  vitreous  veil,  and  so  forth. 
Thus  the  occasional  case  was  lost  in  the  hetero- 


* Based  on  the  national  vital  statistics,  an  estimate  can 
be  made:  There  are  probably,  as  a result  of  this  disease 
about  700  blind  babies  a year  in  this  country,  assuming  the 
incidence  is  approximately  the  same  all  over  the  country. 
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geneous  group  of  leukokorias  (pseudoretino- 
blastomas) . 

The  disease  has  been  appreciated,  particularly 
in  the  past  ten  years,  because  of  the  coincidental 
greater  survival  rate  among  infants  in  the  birth 
weight  group  in  which  retrolental  fibroplasia  is 
prevalent.  This  seems  apparent  in  the  figures 
available  at  the  Sloane  Maternity  Hospital. 
Between  1936  and  1947,  out  of  54  children  with  a 
birth  weight  of  2 pounds  (1,000  Gm.)  or  less,  only 
three  survived.  Since  the  incidence  of  retrolental 
fibroplasia  in  this  weight  group  is  about  75  per 
cent,  we  would  therefore  expect  two  of  these 
children  to  have  the  disease.  Since  only  one 
fourth  of  the  affected  infants  go  on  to  visual  im- 
pairment, the  chances  are  that  this  would  have 
occurred  in  none  of  these  infants.  During  the 
same  eleven-year  period  there  were  68  children 
with  a birth  weight  between  2 and  3 pounds  ( 1 ,000 
and  1,500  Gm.),  and  39  of  these  survived.  In 
this  weight  group  the  incidence  of  retrolental 
fibroplasia  is  approximately  40  per  cent,  and 
therefore  we  would  expect  ten  of  these  infants  to 
show  the  disease.  One  fourth,  or  two  of  these 
would  have  progressed  to  the  cicatricial  stage. 
During  this  eleven-year  period,  out  of  173  children 
with  a birth  weight  of  3 to  4 pounds  (1,500  to 
2,000  Gm.),  146  survived.  The  incidence  of 
retrolental  fibroplasia  in  this  weight  group  is 
about  12  per  cent,  and  hypothetically,  there- 
fore, 18  children  would  have  been  affected.  One 
fourth,  or  four  of  these  children  would  have  gone 
on  to  serious  impairment  of  vision.  The  inci- 
dence of  retrolental  fibroplasia  in  infants  with  a 
birth  weight  of  4 pounds  (2,000  Gm.)  or  more  is 
too  negligible  to  be  considered  here.  Alto- 
gether, then,  in  this  eleven- year  period  from  1936 
to  1947  in  a large  obstetric  hospital,  we  could  ex- 
pect only  six  cases  of  retrolental  fibroplasia 
with  resultant  seriously  impaired  vision  if  we  as- 
sume that  the  incidence  was  approximately  the 
same  then  as  now.  It  can  be  seen,  therefore,  that 
over  this  long  span  of  years  this  group  of  cases, 
as  an  entity,  could  be  lost  easily  in  the  rather  large 
group  of  simulating  leukokorias. 

In  contrast,  at  Babies  Hospital,  since  the  es- 
tablishment of  the  Premature  Nursery  approxi- 
mately two  years  ago,  we  have  had  18  babies  who 
have  now  a severe  visual  impairment  because  of 
retrolental  fibroplasia.*  At  this  rate,  on  an 
eleven-year  basis  we  would  have  seen  100  severe 
cases  of  retrolental  fibroplasia  in  contrast  with 
the  six  cases  in  the  previously  mentioned  eleven- 
year  period. 

* Besides  the  lower  mortality  of  low  birth  weight  infants 
since  the  advent  of  the  premature  nursery,  other  factors  con- 
cerned in  the  number  of  premature  infants  in  the  retrolental 
fibroplasia  birth  weight  groups  at  Sloane  Hospital  are  that 
the  number  of  beds  at  Sloane  has  increased  and  that  the 
mothers  stay  a shorter  period  following  the  birth  of  the  child 
and  thus  the  turnover  is  more  rapid. 


Comparing  these  two  eleven-year  periods,  we 
can  say  that  at  least  at  our  hospital  we  can  ac- 
count for  the  increase  in  number  of  cases  of  retro- 
lental fibroplasia  on  the  basis  of  frequency.  The 
question  arises  as  to  whether  or  not  frequency  i> 
the  whole  story.  Do  we  tend  to  confuse  inci- 
dence with  frequency?  Is  the  incidence  of  the 
disease  the  same  everywhere  and  the  frequency  in 
direct  proportion  to  the  number  of  premature 
infants  viable  in  the  weight  group  in  which  retro- 
lental fibroplasia  is  prevalent?  An  analysis  of 
our  year-to-year  figures  indicates  that  our  inci- 
dence in  1951  was  higher  than  in  1950. 5 The  dif- 
ference in  these  two  years  cannot  be  explained  by 
any  shift  in  the  population,  that  is,  birth  weight 
groupings,  gestational  age,  or  by  any  change  in 
the  postnatal  treatment  or  care. 

Classification 

The  National  Society  for  the  Prevention  of 
Blindness  has  appointed  a committee  to  formu- 
late a classification  of  retrolental  fibroplasia  in 
the  acute  and  cicatricial  stages.  Dr.  Merrill 
King  of  Boston,  Dr.  William  Owens  of  Baltimore, 
and  one  of  us  (A.B.R.)  are  on  this  committee. 
The  advantages  are  obvious  if  an  acceptable 
classification  can  be  obtained.  The  one  we  have 
submitted  is  as  follows : 

Stages  of  Retrolental  Fibroplasia  in  the 
Active  Phase 

I.  Dilatation  and  tortuosity  of  retinal  vessels 
Hemorrhages  may  or  may  not  be  present  . 
Early  neovascularization  in  the  extreme 
periphery  of  the  visible  fundus  may  be 
present. 

II.  Stage  I plus  neovascularization  and  some 
peripheral  retinal  clouding 
Hemorrhages  are  usually  present. 
Vitreous  clouding  may  or  may  not  be 
present. 

Spontaneous  regression  may  occur. 

III.  Stage  II  plus  retinal  detachment  in  the 
periphery  of  the  fundus 
Spontaneous  regression  unlikely. 

IV.  Hemispheric  or  circumferential  retinal  de- 

tachment 

Elevation  of  the  retina  over  a large  area, 
but  still  with  some  retina  in  position. 

V.  Complete  retinal  detachment 

Grades  of  Retrolental  Fibroplasia  in  Cica- 
tricial Phase 

I.  Small  mass  of  opaque  tissue  in  periphery  of 

the  fundus  without  visible  retinal  de- 
tachment 

The  fundus  may  have  a pale  appearance 
The  blood  vessels  may  be  attenuated. 

II.  Larger  mass  of  opaque  tissue  in  periphery 
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of  the  fundus  with  some  localized  reti- 
nal detachment 

The  disk  is  distorted  by  traction  toward 
the  side  of  the  tissue  which  is  usually 
temporal. 

Cases  ending  in  Grade  I or  II  have  useful 
vision. 

III.  Larger  mass  of  opaque  tissue  in  periphery 

incorporating  a retinal  fold  which  ex- 
tends to  the  disk 

Visual  acuity  varies  from  5/200  to  20/50. 

IV.  Retrolental  tissue  covering  part  of  pupillary 

area 

Small  area  of  attached  retina  may  still  be 
visible  or  only  a red  reflex  over  a sec- 
tor of  the  fundus  may  be  seen. 

V.  Retrolental  tissue  covering  entire  pupillary 

area 

No  fundus  reflex  present. 

Pathology 

We  have  had  the  opportunity  to  study  micro- 
scopically ten  pairs  of  eyes  of  premature  infants 
with  early  retrolental  fibroplasia  established  clin- 
ically by  repeated  ophthalmoscopic  examinations. 
The  patients  died  from  forty-one  to  one  hundred 
and  twenty-five  days  after  birth.  The  duration 
of  the  disease  in  these  infants  varied  from  seven 
to  eighty-four  days.  The  changes  seen  micro- 
scopically are  remarkably  similar  in  all  the  eyes 
and  follow  a well-defined  pattern.  The  process 
is  at  first  confined  to  the  nerve  fiber  layer  of  the 
retina  in  the  equatorial  region.  Here  we  find 
small  nests  of  endothelial  cells,  which,  together 
with  an  increase  in  the  glial  elements,  cause  a dif- 
fuse thickening  of  this  layer.  The  proliferated 
endothelial  cells  canalize  and  break  through  the 
internal  limiting  membrane  forming  masses  of 
angiomatous  tissue  which  are  at  first  interposed 
between  the  retina  and  the  hyaloid  membrane 
and  then  enter  the  vitreous  proper.  Finally, 
hemorrhages  occur  from  the  newly  formed  vessels, 
and  then  organization  and  contracture  produce 
folding  and  detachment  of  the  retina. 

We  have  had  the  opportunity  to  examine  194 
eyes  (97  cases)  of  premature  infants  who  died  at 
birth  or  shortly  afterward,  with  a birth  weight 
ranging  between  300  Gm.  and  2,500  Gm.  In  this 
group  we  found  only  four  eyes  (two  cases)  which 
showed  pathologic  changes  absolutely  identical 
with  those  described  here  as  found  in  early  retro- 
lental fibroplasia.  We  can  see,  therefore,  that 
the  matrix  of  retrolental  fibroplasia  may  be  pres- 
ent at  birth,  but  this  situation  is  certainly  the 
rare  exception  and  not  the  rule.  The  disease, 
therefore,  may  be  congenital,  but  in  the  large 
majority  of  instances  there  is  no  histologic  or 
clinical  evidence  of  the  disease  present  at  birth. 


Relation  to  Skin  Hemangiomas 

We  believe  that  the  evidence  indicates  a rela- 
tionship between  retrolental  fibroplasia  and  skin 
hemangiomas.  The  facts  supporting  this  belief 
can  be  summarized  as  follows: 

1.  The  pathology  of  retrolental  fibroplasia  is 
that  of  hemangiomatous  tissue  extending  from 
the  retina  into  the  vitreous,  and  the  histologic 
characteristics  of  this  tissue  are  the  same  as  those 
of  skin  hemangiomas. 

2.  The  clinical  course  of  skin  hemangiomas 
parallels  that  of  retrolental  fibroplasia  in  that  the 
large  majority  of  skin  hemangiomas  appear  af- 
ter birth  (within  the  first  five  weeks)  and  undergo 
an  active,  progressive  phase  which  is  then  fol- 
lowed by  a regressive,  or  cicatricial  stage. 

We  have  recorded  the  first  appearance  of  skin 
hemangiomas  on  32  infants.  Two  were  present 
at  birth,  and  a large  majority  (27  of  32,  or  84  per 
cent)  appeared  within  five  weeks  after  birth. 
This  is  about  the  same  period  in  which  retrolental 
fibroplasia  has  its  most  frequent  onset. 

3.  The  incidence  of  both  retrolental  fibroplasia 
and  skin  hemangiomas  increases  markedly  as  the 
birth  weight  decreases. 

4.  The  incidence  of  skin  hemangiomas  may  be 
higher  in  infants  who  develop  retrolental  fibro- 
plasia. 

We  found  20  skin  hemangiomas  in  80  prema- 
ture infants  who  developed  retrolental  fibroplasia, 
a total  of  25  per  cent.  We  found  only  23  skin 
hemangiomas  or  11  per  cent  in  207  premature 
infants  who  did  not  develop  retrolental  fibropla- 
sia. These  figures  cannot  be  interpreted  as  indi- 
cating a higher  incidence  in  infants  with  retro- 
lental fibroplasia  because  the  group  of  infants 
with  retrolental  fibroplasia  have  a lower  birth 
weight  than  the  group  without  retrolental  fibro- 
plasia, and  it  is  in  the  lower  birth-weight  groups 
that  hemangiomas  also  have  a higher  incidence. 
We  have  had  two  cases  of  retrolental  fibroplasia 
associated  with  hemangiomas,  one  in  which  there 
were  hemangiomas  of  the  orbit  on  the  side  of  the 
eye  with  the  most  advanced  retrolental  fibropla- 
sia, and  another  case  with  hemangiomas  over  the 
skin  of  that  eye  which  was  more  affected  by  retro- 
lental fibroplasia. 

5.  The  incidence  of  retrolental  fibroplasia 
may  be  higher  in  infants  with  skin  hemangiomas. 

In  the  2-  to  3-pound  (1,000  to  1,500  Gm.) 
group  in  which  the  expected  incidence  of  retro- 
lental fibroplasia  is  about  40  per  cent,  infants 
with  hemangiomas  total  20,  and  nine  (45  per 
cent)  had  retrolental  fibroplasia,  while  the  in- 
fants without  hemangiomas  total  107,  and  41  (38 
per  cent)  had  retrolental  fibroplasia.  The  dif- 
ference in  the  two  groups  is  only  7 per  cent. 

In  the  3-  to  4-pound  (1,500  to  2,000  Gm.) 
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group  in  which  the  expected  incidence  of  retro- 
lental  fibroplasia  is  about  12  per  cent,  it  can  be 
seen  that  the  infants  with  hemangiomas  total  13, 
and  four  (30  per  cent)  had  retrolental  fibroplasia, 
while  the  infants  without  hemangiomas  total  98, 
and  nine  (9  per  cent)  had  retrolental  fibroplasia. 
The  difference  in  the  two  groups  is  21  per  cent 
which  is  strikingly  high.  The  number  of  cases  is 
too  small  to  warrant  conclusions. 

Treatment 

The  disease  has  proved  difficult  and  treacher- 
ous to  assess  from  the  standpoint  of  treatment 
because  of  the  high  frequency  of  spontaneous  re- 
gression. Very  careful  control  groups  with 
random  selection  of  cases  are  necessaiy. 

At  the  present  time  we  know  of  no  effective 
treatment  that  can  be  directed  against  the  dis- 
ease. We  do  not  know  how  to  prevent  it,  to  ar- 
rest it,  or  to  salvage  vision  in  eyes  affected  by  the 
cicatricial  stage.  In  regard  to  this  last  phase,  an 
attempt  was  made  to  excise  the  tissue  back  of 
the  lens  in  order  to  clear  the  pupillary  area  and 
permit  vision,  but  it  was  found  that  the  retina 
invariably  was  completely  detached,  and  no  vi- 
sion was  obtained. 

Possible  etiologic  factors  which  seem  to  have 
been  eliminated  as  significant  are  premature  ex- 
posure of  the  retina  to  light,  vitamin  E,  and 
ACTH. 

There  are  a number  of  avenues  of  therapeutic 
approach  being  explored.  Prominent  among 
these  is  the  investigation  of  oxygen.  To  date, 
we  have  little  reason  to  believe  that  too  little 
oxygen,  or  too  much  oxygen,  or  too  rapid  with- 
drawal from  oxygen  could  be  causative  factors. 
One  of  us  (F.C.B.),  who  is  studying  this  problem 
in  our  premature  nursery,  has  put  every  other 
baby  with  a birth  weight  of  less  than  1,700  Gm. 
on  a high  and  continuous  oxygen  concentration. 
This  procedure  was  continued  during  the  dil- 
ation of  hospitalization.  The  other  babies  were 
taken  off  oxygen  as  soon  as  possible.  So 
far,  we  have  noted  no  difference  in  the  in- 
cidence of  retrolental  fibroplasia  in  the  two 
series.  Furthermore,  we  have  not  observed  that 
the  sudden  stopping  of  the  oxygen  flow  was  a fac- 
tor in  precipitating  the  disease,  nor  have  we  no- 
ticed that  an  increase  in  the  oxygen  concentration 
alters  the  course  of  the  disease  already  starter!. 
Furthermore,  the  direct  measurement  of  the  oxy- 
gen concentration  by  an  oximeter  has  so  far 
failed  to  show  a difference  between  affected  and 
normal  children.  If  discontinuing  the  oxygen 
administration  were  a causative  factor  in  retro- 
lental fibroplasia,  we  would  expect  a close  rela- 
tion between  the  time  of  onset  of  the  disease  and 
the  date  when  the  infant  was  taken  off  oxygen. 
A slight  relationship  between  these  two  factors 


does  exist  in  our  cases,  but  we  believe  this  is  due 
to  the  fact  that  the  infants  with  lower  birth 
weights  get  more  oxygen  and  are  therefore  more 
prone  to  develop  retrolental  fibroplasia.  When 
this  birth  weight  factor  is  excluded,  there  seems  to 
be  no  correlation.  Furthermore,  we  have  seen 
retrolental  fibroplasia  develop  in  11  infants  who 
were  still  in  a high  oxygen  concentration.  In  all 
the  other  infants  retrolental  fibroplasia  was  di- 
agnosed when  the  infants  were  no  longer  subject  to 
supplemental  oxygen.  The  interval  between  the 
withdrawal  of  oxygen  and  the  appearance  of  the 
retrolental  fibroplasia  ranged  from  a few  days  to 
seven  weeks. 

Since  several  hormones  are  furnished  by  the 
placenta  during  the  last  few  months  of  pregnancy, 
the  proposition  that  the  deprivation  of  the  pre- 
mature infants  of  an  adequate  supply  of  these 
may  have  some  etiologic  significance  deserves 
consideration.  Our  effort  to  show  any  relation- 
ship here,  though,  has  not  been  impressive. 

We  have  no  reason  to  feel  that  mother’s  milk 
has  any  virtues  over  cow’s  milk,  as  a causative 
factor  in  the  disease. 

We  are  exploring  the  possibility  of  x-ray  treat- 
ments in  the  early  stages  of  the  disease  when  the 
neovascularization  is  just  starting.  X-ray  is  be- 
ing tried  because  of  the  high  sensitivity  to  radia- 
tion of  angiomatous  tissue  in  infants.  It  is  pos- 
sible that  a very  small  dose  of  x-ray,  properly 
directed,  might  prove  effective.  Our  present  ex- 
periments in  this  regard  are  directed  to  one  eye, 
the  fellow-eye  being  reserved  as  a control.  In 
this  way  the  worth  of  this  particular  therapy 
should  be  rather  easily  determined.  So  far  we 
have  treated  24  eyes,  and  we  have  some  reason 
to  be  encouraged  by  the  results  to  date. 

Summary  and  Conclusions 

The  foregoing  material  summarizes  the  present 
status  of  retrolental  fibroplasia.  For  all  practical 
purposes  we  have  what  is  essentially  a new  disease 
causing  blindness  of  an  estimated  700  infants  a 
year  in  this  country.  We  expect  this  number  to 
double  or  possibly  to  triple  when  the  proposed 
premature  nurseries  all  over  the  country  are  real- 
ized. In  the  New  York  metropolitan  area  twelve 
nurseries  are  planned,  and  to  date  five  have  been 
completed.  Greater  New  York,  therefore,  can 
expect  to  have  more  than  twice  its  present  num- 
ber of  affected  infants.  This  disease  presents  one 
of  the  greatest  challenges  in  medicine  today. 
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been  and  is  doing  magnificent  work  on  a disease 
which  has  been,  and  still  is,  a great  challenge  to 
ophthalmologists  and  to  pediatricians.  Until  the 
beginning  of  1952  we  had  the  same  feeling  of  hope- 
lessness relative  to  a cause  and  cure  as  expressed 
by  Dr.  Reese;  however,  in  the  past  few  months 
there  seems  to  be  a bright  ray  of  hope  on  the  horizon 
which  may  prove  to  be  more  than  a hope. 

My  interest  in  this  subject  dates  back  to  1943 
when  I saw  my  first  case.  Strangely  enough, 
this  happened  while  I was  serving  in  the  Army, 
stationed  at  Walter  Reed  General  Hospital.  At 
this  time  little  “G.I.  Johnny,”  a 2-pound  prema- 
ture born  to  an  enlisted  man’s  wife,  was  brought 
to  the  eye  department  with  the  typical,  now  well- 
known,  sequence  of  events.  All  the  nurses  and 
doctors  worked  hard  to  save  his  life,  and  then  when  he 
was  three  months  of  age,  when  all  were  proud  of  their 
accomplishments,  it  was  noticed  that  he  was  blind. 
Examination  revealed  a bilateral  grayish  mass  behind 
clear  lenses,  vessels  clearly  seen  on  top  of  the  mass, 
narrow  chambers,  dilated  pupils,  elevated  tensions, 
etc.  We  thought  it  to  be  a case  of  bilateral  retino- 
blastoma. In  view  of  the  poor  prognosis,  radiation 
was  employed,  with  some  subsequent  shrinkage 
of  the  newly  formed  tissue  but  no  true  regression 
or  clearing.  When  “G.I.  Johnny”  continued  to 
thrive  physically,  except  for  his  eyes,  and  with 
sporadic  reports  of  retrolental  fibroplasia  occurring 
in  the  literature,  we  began  to  realize  that  this  was  a 
new  disease  entity.  Subsequently,  with  the  advent 
of  more  and  more  cases  and  continued  interest  in 
this  challenging  disease,  we  too  ran  the  gamut  of 
possible  etiologies  and  cures  and  went  through  the 
various  phases  of  mother’s  milk  versus  cow’s  milk, 
transfusions,  iron  therapy,  ultraviolet  light,  vitamin 
E,  Cortone,  ACTI1,  etc.,  with  the  usual  poor  results. 

In  July  of  1950  Dr.  Alvin  Tabankin  became 
associated  with  me,  and  together  with  Dr.  David 
Weintraub,  pediatrician  in  charge  of  the  premature 
nursery  at  the  Children’s  Hospital  of  Buffalo,  our 
work  on  this  subject  began  in  earnest.  Daily,  or  at 
least  every  other  day,  observations  were  made,  and 
I can  assure  you  it  is  a tedious  time-consuming  job, 
examining  these  tiny  prematures  under  sterile 
conditions,  dilating  their  pupils,  taking  them  out  of 
isolets,  etc.  With  the  advent  of  the  startling  report 
of  Dr.  Szewczvk  of  St.  Louis,  we  added  another 
worker,  Dr.  Elizabeth  Eberle,  to  our  group  to  study 
the  oxygen  concentration  of  arterial  blood  in  the 
premature  infant. 

At  the  present  time  we  agree  with  Dr.  Szewczvk 
that  the  cause  of  the  disease  is  anoxia  of  the  retina. 
The  treatment  is  adequately  controlled  oxygen. 
This  has  been  so  well  described  in  Dr.  Szewczyk’s 
article  that  it  does  not  require  repetition. a There 
is  one  pertinent  question.  If  this  premise  is  correct, 
then  we  must  have  confirmatory  evidence  of  oxygen 
content  of  the  blood.  That  is,  if  the  oxygen  con- 
centration is  high  enough,  then  theoretically,  there 
should  be  no  retrolental  fibroplasia.  If  it  is  low, 
retrolental  disease  should  be  present.  This  is  the 
work  which  we  are  engaged  in  at  present.  Obviously, 
it  is  almost  an  impossible  task  to  draw  arterial 
blood  and  do  chemical  studies  daily;  therefore,  the 

a Szewczyk,  T.  S. : Am.  J.  Ophth.  35:  301  (March)  1952. 


oximeter  (photoelectric  cell  method)  was  decided 
upon  as  practical  and  workable,  provided  that  it 
can  be  standardized  and  evaluated  accurately.  We 
are  just  now  in  the  process  of  completing  a set  of 
controls  to  establish  a readable  scale. 

In  support  of  the  anoxia  theory  I can  report  that, 
in  a series  of  ten  cases,  we  have  been  able  in  eight 
cases  to  produce  the  disease  and  then  reverse  the 
process  by  discontinuing  and  then  resuming  the 
oxygen. 

In  conclusion  let  me  say  that  in  our  entire  series 
of  all  cases  we  have  not  seen  a case  of  retrolental 
fibroplasia  in  a full-term  or  rather  full-weight 
infant.  Our  incidence  of  associated  skin  hemangio- 
mas has  been  about  3 per  cent.  In  our  ACTI1 
series  of  30  cases  we  had  15  cases,  or  50  per  cent,  in 
the  group  3 pounds  and  over,  and  15  cases  under 
3 pounds.  The  average  onset  of  the  disease  was 
thirty-six  days  in  the  group  over  3 pounds  and 
forty-four  days  in  the  group  under  3 pounds.  This 
is  in  complete  agreement  with  Dr.  Reese’s  statement, 
“The  greater  the  birth  weight,  the  shorter  the  in- 
terval before  the  disease  appears.”  On  the  basis  of 
clinical  observation  such  as  cyanosis,  the  babies 
over  3 pounds  were  kept  in  the  isolet.  for  an  average 
of  sixteen  days  as  compared  with  the  group  under  3 
pounds  which  received  oxygen  for  an  average  of 
thirty-eight  days.  This  may  be  correlated  with 
the  oxygen  theory  of  the  disease  inasmuch  as  on 
general  clinical  basis,  the  larger  babies  have  been 
removed  from  oxygen  at  an  earlier  age  than  the 
smaller  ones. 

Our  oxygen  concentration  studies  have  really 
just  begun;  for  the  present  we  can  only  surmise. 
It  is  our  sincere  hope  that  in  the  near  future  we 
may  have  something  factual  to  offer. 

Edward  R.  Schlesinger,  M.D.,  Albany. — I am 
glad  to  have  this  opportunity  to  present  briefly  the 
results  of  a study  of  the  incidence  of  gross  visual 
defect  from  retrolental  fibroplasia  in  New  York 
State.  It  is  especially  appropriate  to  report  on  this 
study  at  a meeting  of  the  Medical  Society  of  the 
State  of  New  York,  since  the  Medical  Society 
was  so  helpful  in  carrying  out  the  study.  The 
Council  Committee  on  Public  Health  and  Education 
endorsed  the  objectives  of  the  study  and  an  editorial 
was  published  in  the  New  York  State  Journal 
of  Medicine11  urging  physicians  to  cooperate  in 
providing  requested  information.  A copy  of  this 
editorial  was  enclosed  in  follow-up  letters  to  physi- 
cians. 

Dr.  Reese  has  reported  on  the  incidence  of  retro- 
lental fibroplasia  at  the  Columbia-Presbyterian 
Medical  Center,  with  especial  emphasis  on  the  trends 
of  incidence  at  the  Center  in  the  past  several  years. 
There  have  been  a number  of  reports  from  individual 
medical  centers  and  hospitals,  some  of  which  have 
shown  considerable  variation  from  one  institution  to 
another.  Our  main  purpose  in  the  present  study 
was  to  obtain  a picture  of  the  incidence  from  a 
broader  geographic  area  to  smooth  out  some  of  the 
chance  or  even  specific  factors  making  for  differences 
in  incidence.  Second,  we  wished  to  set  a baseline 
for  future  studies. 

a April  1,  1950, 
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I should  emphasize  that  data  was  obtained  only 
in  relation  to  the  gross  visual  defects  from  the  con- 
dition, corresponding  roughly  to  the  last  two  stages 
of  the  classification  proposed  by  the  Committee  of 
the  National  Society  for  the  Prevention  of  Blindness 
which  was  presented  by  Dr.  Reese.  We  must 
be  quite  clear  about  the  stage  of  the  disease  we  are 
talking  about,  so  that  our  various  reports  may  be 
comparable. 

A questionnaire  was  sent  to  the  parents  of  all 
infants  weighing  less  than  2,000  Gm.,  born  in  up- 
state New  York  in  1948  and  1949,  who  survived 
to  the  age  of  four  months.  This  information  was 
obtained  from  the  birth  and  death  certificates  filed 
with  the  New  York  State  Department  of  Health. 
Of  the  3,667  infants  in  this  group,  replies  were  re- 
ceived for  3,377,  or  92.1  per  cent.  A total  of  50 
cases  with  gross  visual  defect  due  to  retrolental 
fibroplasia  was  reported  in  the  infants  about 
whom  information  was  obtained,  or  an  over-all 
incidence  rate  of  1.5  per  cent.  In  the  birth  weight 
group  under  1,000  Gm.,  a rate  of  15.9  per  cent  was 
found,  in  the  1,000  to  1,500  Gm.  group,  a rate  of 
4.3  per  cent,  and  in  the  1,500  to  2,000  Gm.  group  a 
rate  of  0.7  per  cent  was  found.  As  was  to  be  ex- 
pected, infants  with  the  shortest  periods  of  gestation 
were  found  to  have  the  highest  incidence  of  the 
condition,  the  rate  in  the  group  with  a period  of 


gestation  under  seven  months  being  7.6  per  cent  a? 
compared  with  a rate  of  0.3  per  cent  in  the  group 
whose  gestation  period  was  reported  as  eight 
months  or  more. 

We  were  interested  in  the  relationship  of  the 
combined  factors  of  birth  weight  and  gestation  to 
the  incidence  of  the  condition  studied.  Within 
each  birth  weight  group  the  incidence  was  found 
to  be  inversely  related  to  the  length  of  gestation. 
For  example,  in  the  1,000  to  1,500  Gm.  birth  weight 
group  an  incidence  rate  of  7.0  per  cent  was  found 
among  the  infants  with  a period  of  gestation  of  less 
than  seven  months,  while  a rate  of  1.9  per  cent 
was  found  among  those  whose  period  of  gestation 
was  reported  as  eight  months  or  more. 

No  relationship  was  found  between  the  incidence 
of  the  condition  and  complications  of  pregnancy. 
A slightly  higher  rate  was  found  among  male  infants 
than  among  females,  although  this  difference  was 
not  of  statistical  significance.  There  was  no 
definite  variation  in  incidence  by  month  of  birth. 
There  was  some  variation  in  incidence  according  to 
geographic  area,  with  a rate  of  2.5  per  cent  being 
found  in  the  Buffalo  region  and  gradually  decreasing 
rates  to  1 .0  and  0.9  in  the  Albany  and  White  Plains 
regions  of  the  State.  This  trend  was  due  entirely, 
however,  to  the  geographic  differences  in  incidence 
in  the  birth  weight  group  under  1,500  Gm. 
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RETINOPATHY  OF  PREMATURITY 
A Discussion  of  Histopathologic  Characteristics 
Parker  Heath,  M.D.,  Boston,  Massachusetts 


ABOUT  ten  years  ago  Terry  introduced  to 
the  medical  profession  an  ocular  disease 
which  he  called  retrolental  fibroplasia.1  Since 
his  pioneering  work,  there  have  been  a great  num- 
ber of  clinical  and  statistical  studies  made  and 
a few  reports  relating  to  histopathology.  The 
disease  is  conunon  enough  to  be  of  great  import- 
ance in  various  areas  of  medicine,  especially 
ophthalmology,  pediatrics,  obstetrics,  and  public 
health  fields.  It  is  the  principal  cause  of  blind- 
ness in  the  preschool  child.  The  incidence  aver- 
ages between  12  and  15  per  cent  among  the 
prematures  of  low  birth  weight,  4 pounds  or 
less. 

Definition 

The  retinopathy  of  prematurity  is  a suscepti- 
bility of  the  prematurely  born  infant  to  a vascu- 
lar proliferation  in  the  retina  characterized  by 
edema,  neovascular  formations,  sometimes  hemor- 
rhage, and  spontaneous  regression;  extensions 
of  these  primary  processes  enter  the  vitreous 
in  a variable  percentage  as  secondary  complica- 
tions to  cause  organizing  fibrous  and  membranous 
structures  which  separate  the  retina;  this  and 
other  complications  are  followed  by  atrophy  of 
the  globe. 

Simulating  Diseases 

In  a previous  paper  the  author  has  elucidated 
a number  of  diseases  of  the  eyes  of  prematures, 
full-term  infants,  juveniles,  and  of  adults,  which 
simulate  the  retinopathy  of  prematurity.2  Fol- 
lowing are  some  of  the  sporadic  simulating 
diseases:  remnants  of  hyaloid  vessels  with 

fibrosis,  defect  in  the  posterior  lens  capsule, 
and  fetal  injury  to  the  lens,  all  of  which  are 
primary  diseases  in  the  lens-hyaloid  fossa  region. 
In  a second  group  of  the  sporadic  cases  the  disease 
process  originates  in  the  retina,  and  a secondary 
vitreous  and  retrolental  fibrosis  occurs.  At 
least  four  types  are  known:  (1)  undifferentiated 
retina,  deficiency  of  the  secondary  vitreous;  (2) 
massive  retinal  separations  due  to  a great  variety 
of  causes  such  as  edema,  hemorrhage,  and  cysts; 
(3)  massive  separation  secondary  to  the  many 
causes  of  inflammations,  including  parasites; 
and  (4)  tumerous  glial  and  vascular  angiomatous 
lesions. 


Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Joint  Meeting  of  the  Section  on  Ophthalmology  and 
Otolaryngology  and  the  Section  on  Pediatrics,  May  15,  1952. 


In  my  opinion  the  retinopathy  of  prematurity 
is  a process  limited  to  the  premature.  It  is  not 
seen  apart  from  general  prematurity  or  local 
structural  prematurity.  Only  the  early  stages 
of  this  disease  are  definitive  in  histopathologic 
studies. 

Histopathology  of  the  Three  Stages  of 
Progressive  Retinopathy 

Stage  I. — The  earliest  signs  of  the  disease  are 
seen  microscopically,  bilaterally,  in  the  anterior, 
incompletely  differentiated  retina  at  its  oral 
insertion.  These  earliest  changes  are  edema, 
dilated  capillary  channels,  endothelial  prolifera- 
tions in  the  inner  layers,  and  commonly  hemor- 
rhage. The  changes  can  be  present  at  birth. 
They  may  not  be  recognizable  clinically  and  may 
develop  weeks  later.  The  different  meridians  of 
the  eye  are  unequally  involved,  and  the  bilateral 
processes  often  are  unequal.  In  this  first  and 
definitive  stage  the  retina  alone  is  the  seat  of 
the  disease,  and  the  process  is  reversible.  The 
changes  described  above  are  potentially  destruc- 
tive; they  usually  regress  and  exist  only  as  a 
susceptibility  toward  extension.  Thus  in  stage 
one  of  this  primary  retinal  disease,  single  or 
multiple  factors  can  tip  over  the  elaborate  fetal 
requirements  for  normal  differentiation  and 
growth. 

Stage  II. — Stage  two  represents  extensions  into 
the  fetal  vitreous  of  the  retinal  process.  As  a 
consequence  of  this  intrusion,  extensive  vascular 
leakage  and  active  endothelial  proliferations  of 
a hamartomatous  character  occur.  The  vitreous 
is  organized  by  the  blood  elements  into  vascular 
and  fibrous  strands  which  extend  posteriorly 
to  connect  with  the  retina.  Ultimately,  with 
continued  organization,  the  retina  is  separated. 
This  complication  is  not  reversible. 

Stage  III. — The  third  stage  of  the  process  is 
one  of  late  repair  and  ensuing  ocular  atrophy. 
Herein  are  exhibited  massively  separated  retina, 
contracted  blood  vessels,  marked  atrophic  and 
degenerative  nonspecific  changes  typical  of  those 
seen  in  a reparative  fibrosis  and  limited  necrosis. 
Proliferations  of  pigment  and  mineral  deposition 
are  common.  Local  fatty  cholesterol  accumula- 
tions and  more  or  less  gliosis  occur.  Secondary 
glaucoma  and  inflammation  commonly  are  noted. 

Histopathology  of  Abortive  and  Partially 
Reversed  Processes 

Since  the  emphasis  of  the  fibrous  organization 
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in  the  secondary  stage  can  be  unequal,  greater 
in  one  eye  than  in  the  other,  some  patients 
exhibit  a “hung-state”  of  retinal  separation, 
a partial  reversal  separation.  The  origin  of  the 
disease  ordinarily  is  anterior  at  the  ora,  and  as  it 
extends  farther  posteriorly,  the  anterior  leaking 
vascular  tangle  of  capillaries  is  cut  off  by  occlusive 
fibrosis.  If  this  happens  early  enough  in  the 
second  stage,  the  organization  of  the  vitreous  is 
incomplete  and  only  partial  retinal  separation 
occurs.  The  vascular  remnants  within  the 
posterior  chamber  successively  diy  up  from  an 
anterior  to  a posterior  position,  leaving  little 
fibrous  tags  or  a healed  state  in  the  retina  anter- 
iorly. Ultimately,  with  limited  vitreous  organi- 
zation, the  retina  is  not  all  pulled  off;  it  is  dis- 
placed and  often  dragged  over  the  nerve  head 
and  exhibits  stalks  and  other  anomalies  of 
malposition  and  structure.  The  disastrous  conse- 
quences of  organized  vitreous  are  dependent 
upon  the  outcome  of  the  race  between  both  the 
formation  of  repressive  vascular  inhibitors  and 
maturity  of  structure  against  the  forces  instiga- 
ted by  precocious  demand  on  the  respiratory 
apparatus,  the  fetal  heart,  coupled  with  fetal 
lack  of  substances  favoring  regression  of  newlv- 
formed  vascular  tissue. 

The  premature  is  susceptible  to  the  retinal 
emphasis  of  this  disease  because  (1)  structurally 
his  retina  is  a loose,  incompletely  differentiated, 
rapidly  growing  tissue  which  ill  supports  prolif- 
erative vascular  components;  (2)  factors  favor- 
ing growth  and  proliferation  exist  in  embxyonic 
and  fetal  tissue  (inhibitors  of  growth  and  regres- 
sive capacity  are  not  yet  effective) ; (3)  precocious 
demands  are  placed  upon  the  ill-supported 
embryonic  vascular  structures  of  the  retina  by 
the  shift  from  a maternal-placental  to  an  infan- 
tile heart-lung  circulation.  It  is  probable  that 
the  lungs  of  a premature  of  low  birth  weight  have 
defective  respiratory  capacity,  also  that  oxygen 
transportation  capacity  is  deficient.  Probably 
relatively  variable,  and  at  times  excessive,  venous 
pressure  exists,  ill  regulated  by  nervous  apparatus. 

Comment 

In  line  with  the  statements  made  above,  one 
would  expect  the  following:  (1)  an  incidence  of 
the  disease  proportional  to  the  degree  of  organ 
prematurity;  variations  in  frequency  due  to 
introduced  environmental  factors,  but  with  a 
similar  incidence  in  widely  dispersed  communi- 
ties where  equivalent  conditions  prevail;  wide 
distribution  of  the  susceptibility;  (2)  chief  and 
principal  manifestations  in  tissue  zones  of  least 
maturity  and  of  most  rapid  growth;  (3)  a fetal 
pattern  of  pathologic  process,  and  an  absence 
of  cellular  inflammations  in  the  primary  disease; 
(4)  a rapid  evolution  and  involution  of  the  pri- 


mary disease;  (5)  resolution  with  maturity  and 
at  a rate  parallel  to  structure  and  functional 
maturity;  (6)  a consistent  healing  pattern;  (7) 
formation  of  partial  and  incomplete  stages  and 
early  reversible  stages,  with  partial  separation 
of  the  retina  and  remnants  to  identify  the  process; 

(S)  irreversibility,  without  useful  vision  when 
separation  of  the  retina  is  complete;  (9)  con- 
sistent complications  in  the  secondary  stage, 
shallowing  of  the  anterior  chamber  with  a moving 
forward  of  the  lens,  and  secondary  glaucomas  in 
a fair  percentage  due  to  blocking  of  the  trabecula. 

Conclusions 

The  retinopathy  of  prematurity  exists  in 
three  logical  stages.  In  the  first,  the  retina  is 
the  seat  of  the  disease.  Here  the  process  is 
reversible,  and  it  exists  as  a potential  destruc- 
tive agency  which  is  the  lot  of  all  prematurities, 
a susceptibility  threatening  vision. 

Fortunately,  relatively  few  realize  the  second 
stage  of  the  disease,  that  of  vitreous  organiza- 
tion, because  in  most  instances  the  race  to  form 
a mature  vascular  retinal  structure  against  a 
destructive  organizing  pathologic  vitreous  is  won 
by  the  former.  A variable  of  12  per  cent  experi- 
ences an  overwhelming  continuing  leakage  and 
proliferation  of  embryonic  tissue  in  the  vitreous. 
Only  a few  are  unable  to  overcome  the  fate 
arising  from  precocious  demands  as  a result  of 
being  tricked  by  being  born  too  soon.  This 
disease  does  not  exist  in  the  full-term  infant  unless 
his  visual  apparatus  is  also  immature. 

The  third  stage  is  one  of  atrophy. 

The  causes  precipitating  the  rapidly  evolving 
vitreous  organization  from  the  retinal  fetal  matrix 
can  be  multiple.  One  may  suspect  a single 
factor  such  as  anoxemia,  which  could  tip  over 
the  scale.  However,  the  mature  eye  does  not 
react  to  anoxemia  by  analogous  retinal-vitreous 
pathology. 

Prematurity  of  structure  and  precocious  func- 
tion are  the  essential  facts.  Anoxia  in  a mature 
full-term  infant  does  not  cause  this  disease.  The 
disease  cannot  exist  without  prematurity.  Con- 
tributing factors,  however,  may  well  be  all  those 
related  to  vascular  leakage. 

243  Charles  Street 
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Discussion 

Alfred  Golden,  M.D.,  Buffalo. — I ask  your  indul- 
gence in  allowing  me  to  quote  my  experiences  with 
seven  enucleated  eyes  from  the  files  of  the  Buffalo 
Eye  Laboratory  and  from  those  of  the  Armed  j 
Forces  Institute  of  Pathology  in  Washington,  D.C.  j 
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The  pertinent  clinical  findings  are  summarized  as 


follows: 

Duration 

Birth 

Case 

of  Disease 

Weight 

Sex 

1 

5 months 

2 ‘A  pounds 

F 

2 

8 months 

2V2  pounds 

F 

3 

10  months 

3 pounds 

M 

4 

5V2  months 

4V2  pounds 

F 

5 

6 months 

? but  premature;  in 

F 

incubator  3 months 

6 

5 months 

•? 

M 

7 

3 years 

3V2  pounds 

F 

A consideration  of  the  microscopic  findings  in 
such  eyes  led  us  to  the  following  tentative  concept 
of  the  pathogenesis  of  retrolental  fibroplasia  in  our 
series  of  premature  infants: 

1.  The  disease  is  localized  initially  to  the  region 
of  the  ora  serrata  and  pars  plana  of  the  choroid  body. 
Hyaline  changes,  pigmentary  migration,  and  neo- 
vascularization, medial  to  these  anatomic  land- 
marks, are  processes  that  take  time.  These  are 
present  in  eyes  which  show  fresh  preretina]  and 
retroretinal  hemorrhages  without  organization. 

2.  In  eyes  enucleated  early  in  the  development 
of  the  lesion,  before  gliosis  of  the  detached  retina 
has  occurred,  there  are  localized  in  this  anterior 
portion  of  the  posterior  chamber  of  the  retina  the 
following  changes:  (a)  proliferation  in  small  mounds 
of  retinal  pigment  epithelium  at  the  junction  of 
detached  retina  and  pars  plana  or  ora  serrata,  along 
with  possible  thickening  of  the  retinal  pigment 
epithelium  basement  membrane;  ( b ) proliferation 


of  the  cells  of  the  non-nervous  retina  of  the  pars 
plana  to  layers  three  and  four  cells  deep,  which  meet 
fibrillar  processes  of  the  vitreous  body.  These  stain 
like  collagen.  In  eyes  enucleated  later  in  the  de- 
velopment of  the  disease,  these  fibers  are  incor- 
porated into  the  neovascularized  retrolental  sling. 

Dr.  Heath  described,  and  I have  seen  also,  either 
incomplete  or  altered  development  of  the  internal 
limiting  membrane  of  the  visual  retina.  The  pro- 
liferating capillaries  of  the  retina,  demonstrated  by 
Dr.  Heath,  appear  to  have  incompletely  developed 
basement  membranes,  judging  by  their  irregular 
heaped-up  appearance. 

Therefore,  the  essential  lesions  of  the  retrolental 
fibroplasia  appear  to  be  of  a kind  of  basement 
membrane  disease,  involving  initially  the  pigment 
layer  of  the  retina  in  the  region  of  the  ora  serrata, 
followed  by  collagenizat.ion  or  fibrillar  transforma- 
tion of  the  anterior  portion  of  the  vitreous  body 
which  becomes  incorporated  into  the  retrolental 
sling.  It  should  be  added,  at  this  point,  that  the 
vitreous  body  belongs  biochemically  to  the  collagen 
structure  of  the  body  as  do  the  basement  membranes. 
These  changes  of  the  ora  serrata  region  occur 
simultaneously  with  incomplete  development  or 
transformation  of  the  internal  limiting  membrane  of 
the  retina.  Last,  it  is  possible  that  there  is  a 
basement  membrane  defect  in  the  centrally  pro- 
liferating retinal  capillaries. 

The  later  changes  are  those  of  retinal  detachment, 
organization  of  preretina]  and  retrolental  hemor- 
rhages, folding  and  gliosis  of  the  retina  with  a pulling 
forward  of  the  optic  nerve  head.  The  picture  even- 
tually becomes  indistinguishable  at  times  from 
phthisis  bulbi  due  to  other  injuries. 


PEDIATRIC  ASPECTS  OF  RETROLENTAL  FIBROPLASIA 

William  A.  Silvbrman.  M.D.,  New  York  City 


( From  the  Babies  Hospital) 

DURING  the  two-year  period  1950-1951,  Drs. 

Day,  Blodi,  Locke,  Reese,  and  I have  had 
an  opportunity  to  observe  the  fate  of  437  pre- 
maturely born  infants  admitted  to  the  pre- 
mature nursery  of  the  Babies  Hospital.  During 
this  period  the  fundi  of  every  surviving  infant 
were  examined  at  weekly  intervals  during  the 
nursery  stay,  anil  in  a follow-up  clinic  until  the 
infant  was  three  months  of  age. 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Joint 
Meeting  of  the  Section  on  Ophthalmology  and  Otolaryngology 
and  the  Section  on  Pediatrics,  May  15,  1952. 


During  the  study  period  157  infants  died,  140 
within  the  first  week  of  life,  17  between  one  and 
twelve  weeks  of  age.  In  the  latter  group  five 
infants  developed  retrolental  fibroplasia,  and  at 
the  time  of  their  deaths  the  ocular  globes  were 
obtained  for  pathologic  study.  Complete  au- 
topsies failed  to  reveal  any  changes  which  were 
interpreted  as  related  to  the  retinal  lesions. 

There  were  280  infants  discharged  from  the 
nursery  alive;  75  of  these  children  developed 
retrolental  fibroplasia.  A review  of  the  ex- 
perience shows  that  the  status  of  the  infants  who 
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developed  the  disease  was  in  no  recognizable  way 
different  from  that  of  their  more  fortunate  crib  fel- 
lows. The  type  of  artificial  feeding,  vitamin  prep- 
aration, medicinal  iron,  antibacterial  drugs,  trans- 
fusions of  blood  or  plasma,  exposure  to  light,  and 
the  amount  or  duration  of  oxygen  were  in  no  rec- 
ognizable way  related  causally  to  the  incidence 
or  severity  of  the  disease.  Because  of  recent 
allegations,  our  experience  with  oxygen  should  be 
stated  in  more  detail. 

An  inverse  correlation  existed  between  the 
birth  weight  and  the  age  at  the  time  of  the 
clinical  onset  of  ocular  disease.  A similar  in- 
verse correlation  was  shown  between  birth 
weight  and  the  duration  of  oxygen  administra- 
tion. 

The  correlation  between  the  age  at  onset 
of  disease  and  the  age  at  cessation  of  oxygen  was 
much  more  tenuous.  Since  the  incidence  of 
retrolental  fibroplasia  rose  with  decreasing  birth 
weight,  there  was  a relationship  between  the 
incidence  of  retrolental  fibroplasia  and  the 
amount  of  oxygen  administered.  However,  the 
percentage  incidence  of  severe  cicatricial  residual 
and  the  percentage  incidence  of  “return  to 
normal”  were  both  independent  of  birth  weight 
and  the  amount  of  oxygen  administered. 

The  relationship  between  postnatally  appear- 
ing cutaneous  hemangiomata  and  retrolental 
fibroplasia  appeared  to  be  simply  that  both  con- 
ditions occurred  more  frequently  among  in- 
fants of  low  birth  weight.  Among  those  whose 
birth  weight  was  below  1,200  Gm.  the  incidence  of 
retrolental  fibroplasia  was  approximately  50  per 
cent  of  the  infants  who  had  hemangiomata,  and 
there  was  a similar  percentage  among  those  who 
did  not  develop  hemangiomata. 

The  incidence  of  ocular  disease  during  the 
two-year  period  has  been  subjected  to  particular 
scrutiny.  The  incidence  has  been  examined  in 
relationship  to  narrow  categories  (100  Gm.)  of 
birth  weight  and  has  been  found  to  rise  sharply 
with  decreasing  birth  weight.  In  this  regard  the 
curve  of  incidence  paralleled  in  its  form  the  mor- 
tality curve.  It  was  shown  that  retrolental 
fibroplasia  occurred  more  commonly  among  in- 
fants of  low  birth  weight  and  low  gestational 
age.  However,  this  added  measure  of  the 
degree  of  immaturity  failed  to  describe  the  in- 
fants in  such  a way  as  to  explain  variation  in 
incidence. 

The  incidence  of  retrolental  fibroplasia  in- 
creased in  the  second  year  (1951)  under  consider- 
ation. The  difference  in  incidence  could  be 
explained  neither  by  chance  nor  by  a change  in 
the  population  of  the  surviving  infants  as  de- 
scribed by  birth  weight,  gestational  age,  or  both. 
Xo  other  fact  regarding  the  surviving  infants  or 


the  conduct  of  the  nurseiy  has  as  yet  been 
uncovered  to  explain  this  difference  in  incidence. 

In  attempting  to  relate  the  findings  of  this 
study  to  those  of  published  series  or  neighboring 
nurseries  it  is  painfully  clear  that  there  is  a great 
need  for  a method  of  reporting  the  incidence 
of  retrolental  fibroplasia  uniformly.  The 
ophthalmologists  must  agree  upon  a classification 
of  the  acute  and  cicatricial  stages.  The  pedi- 
atricians must  agree  upon  a more  satisfactory 
method  of  describing  the  populations  of  pre- 
matures exposed  to  risk.  The  conventional  500 
Gm.  birth  weight  categories,  we  would  submit, 
are  not  suited  to  this  disease,  since  the  incidence 
curve  is  so  steep  that  relatively  minor  popula- 
tion shifts  can  account  for  widely  varying  ex- 
perience. Gestational  age  and  several  body 
measurements  should  also  be  used  to  describe 
further  the  degree  of  prematurity. 

Until  the  differences  in  incidence,  both  geo- 
graphic and  temporal,  are  placed  on  a firmer 
statistical  basis,  false  leads  will  continue  to 
hinder  progress  toward  a solution  of-this  problem. 

3975  Broadway 

Discussion* 

Edward  H.  Townsend,  Jr.,  M.D.,  Rochester. — 
To  recount  our  experience  at  the  Rochester  Regional 
Premature  Center  would  serve  only  to  emphasize 
the  points  Dr.  Silverman  has  brought  out.  Our 
experience  falls  in  with  that  of  others,  serving  the 
purpose  of  only  negative  results.  We  can  free  some 
factors  from  blame  etiologically.  We  can  lift  the 
veil  of  credit  from  several  agents  therapeutically. 
But  still  we  seem  to  back-and-fill  in  our  therapeutic 
approach  to  this  disease,  from  vitamin  E through 
ACTH  to  nothing. 

But  the  most  baffling  factor  we  must  face  is  the 
marked  variation  in  incidence,  not  only  within  a 
given  locality  (one  of  our  hospitals  reports  having 
seen  one  case  in  two  years  of  routine  searching) 
but  also  within  a given  center  for  the  care  of  pre- 
matures where  etiologic  variables  are  expected  to 
be  minimal. 

For  this  reason,  I should  like  to  draw  further 
praise  for  the  work  of  Dr.  Silverman  and  his  co- 
workers. They  have  survived  the  trial  of  having 
their  fingers  burned  by  “statistical  significance.” 
They  reported  ACTH  as  a form  of  “successful 
therapy,”  and  then  had  the  intellectual  integrity  to 
reverse  their  claims  when  statistics  proved  their 
results  inconclusive.  This  was  a difficult  task  at 
best.  From  this  experience,  however,  they  have 
achieved  a position  of  respect  which  makes  Dr. 
Silverman’s  presentation  all  the  more  significant. 

We  should  all  heartily  endorse  two  points  which 
Dr.  Silverman  stressed  in  his  presentation.  I be- 
lieve that  these  two  points  should  become  not  only 
part  of  our  State-wide  premature  care  program  but 
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also  part  of  a new  national  concept  of  prematurity. 
The  finer  weight  classification  suggested  by  Dr. 
Silverman  gives  a truer  picture  not  only  of  retro- 
lental  fibroplasia  bat  also  of  the  several  physiologic 
problems  of  prematurity.  The  standardization  in 


nomenclature  of  retrolental  fibroplasia  seems  to  be 
not  only  desirable  but  rather  essential  to  a full 
understanding  and  eventual  conquering  of  the 
disease. 

* Not  presented  at  Section  Meeting. 


MANDATORY  REPORT  OF  BLINDNESS  IN  NEW  YORK  STATE 

Raymond  E.  Meek,  M.D.,  F.A.C.S.,  New  York  City 

( Chairman , Medical  and  Advisory  Committee,  New  York  State  Commission  for  the  Blind) 


THE  New  York  State  Commission  for  the 
Blind  has  asked  me,  as  chairman  of  its 
Medical  and  Advisory  Committee,  to  bring  to 
your  attention  the  mandated  reporting  of  blind- 
ness. Dr.  Everett  H.  Wood  has  very  kindly 
granted  me  a short  period  in  which  I should  like 
to  review  this  matter. 

All  cases  of  legal  blindness  in  New  York  State 
must  be  reported  to  the  Commission  for  the  Blind 
of  the  State  Department  of  Social  Welfare  in 
accordance  with  an  amendment  (Chapter  654 
of  the  Laws  of  1945)  to  the  act  creating  the  New 
York  State  Commission  for  the  Blind.  It  is 
now  the  duty  of  every  health  and  social  agency, 
attending  or  consulting  physician  or  nurse  to 
report  to  the  State  Commission  for  the  Blind,  in 
writing,  the  name,  age,  and  residence  of  persons 
who  are  blind,  within  the  definition  of  blindness, 
and  to  furnish  such  additional  information  as  the 
Commission  shall  request  for  registration  or  pre- 
vention of  blindness. 

This  law  supplements  the  mandated  responsi- 
bility of  the  Commission  for  the  Blind,  Section 
8774,  Title  24,  Chapter  3,  of  the  Unconsolidated 
Laws  to  maintain  a complete  register  of  the  blind 
in  the  State  of  New  York  which  shall  describe 
the  condition,  cause  of  blindness,  capacity  for 
education  and  industrial  training  of  each,  with 
such  other  facts  as  may  seem  to  the  Commission 
to  be  of  value. 

Data  as  required  by  the  Commission  for  the 
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Blind  will  further  the  State’s  effort  to  prevent 
blindness  through  a comprehensive  knowledge  of 
the  facts  relative  to  the  causes  of  blindness. 
This  information  will  also  aid  in  the  earlier 
recognition  and  detection  of  cases  where  remedial 
measures  for  restoration  of  vision  are  still  possible. 
Likewise,  those  who  may  desire  the  services  of 
the  Commission  for  the  Blind  will  be  benefited 
through  acquaintance  with  the  opportunities 
available  to  which  they  are  entitled. 

Legal  blindness  is  defined  as  total  blindness  or 
impaired  vision  of  not  more  than  20/200  visual 
acuity  in  the  better  eye  for  which  a diagnosis  and 
medical  findings  show  that  vision  cannot  be  im- 
proved to  better  than  20/200;  or  one  who  has  loss 
of  vision  due  wholly  or  in  part  to  impairment 
of  field  vision  or  to  other  factors  which  affect  the 
usefulness  of  vision  to  a like  degree. 

Apparent  blindness  should  also  be  reported 
even  though  not  based  on  an  eye  examination. 

For  those  who  may  not  be  familiar  with  the 
reporting  blank,  the  accompanying  illustrations 
(Figs.  1 and  2)  are  included.  One  side  of  this 
form  relates  to  the  reporting  of  blindness.  Here 
you  will  notice  the  question  “Do  you  Approve  a 
Visit  from  the  Commission  for  the  Blind?”  We 
ask  your  cooperation  in  replying  “Yes”  or  “No.” 
Likewise  we  would  appreciate  your  suggestions 
on  the  check  list  of  services  available  to  the  blind. 
The  reverse  side  of  the  reporting  blank  provides 
space  for  the  eye  examination  findings. 

When  reporting  blanks  are  needed,  please 
address  the  New  York  State  Commission  for  the 
Blind,  205  East  42nd  Street,  New  York  17,  New 
York. 
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Name- 
Add  res; 


Reported  by..  _. 
Address 


NEW  YORK  STATE  DEPARTMENT  OF  SOCIAL  WELFARE 

COMMISSION  FOR  THE  BLIND 
205  East  42nd  Street 
New  York  17,  N.  Y. 

MANDATORY  REPORT  OF  BLINDNESS 

Birth 


County. 


Date 


PLEASE  FILL  OUT  MEDICAL  FORM  — REVERSE  SIDE 
THESE  SERVICES  ARE  AVAILABLE  TO  THE  BUND 


PLEASE  CHECK  YOUR  SUGGESTIONS 

Medical-Social  Follow-up □ Rehabilitation Q 

Home  Teaching  — Braille,  etc □ Home  occupation Q 

Pre-school  training Q Talking  Book  machine  □ 


Do  You  Approve  a Visit  from  the  Commission  for  the  Blind 
Yes  □ No  □ 


The  New  York  State  Commission  for  the  Blind  is  required  by  law  to  maintain  a complete  register  of  the  blind 
in  the  State  of  New  York.  Under  Chapter  654  of  the  Laws  of  1945  all  blind  persons  must  be  reported  to  the 
Commission  for  the  Blind. 


NEW  YORK  STATE  COMMISSION  FOR  THE  BLIND 
Qiapter  654  Laws  of  1945 

It  shall  be  the  duty  of  this  commission  to  cause  to  be  maintained  a complete  register  of  the  blind  in  the  State  of  New  York, 
which  shall  describe  the  condition,  cause  of  blindness,  capacity  for  education  and  industrial  training  of  each,  with  such  other  facts 
as  may  seem  to  the  commission  to  be  of  value.  It  shall  be  the  duty  of  every  health  and  social  agency,  attending  or  consulting  physician 
or  nurse  to  report  to  the  state  commission  for  the  blind,  in  writing,  the  name,  age  and  residence  of  persons  who  are  blind  within  the 
definition  of  blindness  as  hereafter  set  forth  and  in  such  cases  to  furnish  such  additional  information  as  the  commission  shall  request 
for  registration  or  prevention  of  blindness. 

A blind  person  shall  be  defined  as  one  who  is  foully  blind  or  has  impaired  vision  of  not  more  than  twenty/two  hundred  visual 
acuity  in  the  better  eye  and  for  whom  a diagnosis  and  medical  findings  show  that  vision  cannot  be  improved  to  better  than 
twenty/two  hundred ; or  who  has  loss  of  vision  due  wholly  or  in  part  to  impairment  of  field  vision  or  to  other  factors  which  effect 
the  usefulness  of  vision  to  a like  degree. 


Fig.  1.  Reporting  blank  for  mandatory  report  of  blindness  in  New  York  State. 
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COMMISSION  FOR  THE  BLIND  A.B.  Serial  No. 

STATE  DEPARTMENT  OF  SOCIAL  WELFARE 


EYE  EXAMINATION  FORM 

NAME  OF  PATIENT Date  of  birth 

ADDRESS County 

Date  of  examination Qinic  No 

Approximate  date  of  onset  of  eye  disease. — 

VISUAL  ACUITY 
Distant  Vision 

Without  ( Right Present  ( Right With  new  Right 

correction  ( Left- — correction  ( Left prescription  Left 

(If  necessary  state  vision  in  terms  of  light  perception,  light  projection,  hand  movements,  or  ability  to  count  fingers.) 

Near  Vision  (rated  on  but*  ot  j »**«■  Tn*«)  With  correction  Right -Left. 

VISUAL  FIELDS 

LEFT  BIGHT 


Please  state  size  of  white  test  object.  Central  scotomata  or  field  determined  with  correction  may  be  plotted  above. 

DIAGNOSIS  Right — — - 

Primary  Secondary 

Left- — - 

Primary  Secondary 

ETIOLOGY  Right. Statistics  of  blindness 

depend  on  these  data. 

Left. - - Please  fill  in. 


Does  patient  have  related  systemic  disease?  If  loss  of  sight  Is  due  to  injury,  indicate  nature  or  circumstance. 
What  Is  the  anticipated  course  of  the  ocular  condition? 


PROGNOSIS  Will  medical  or  surgical  treatment  improve  condition?. 


Do  Not  Write  in  This  Space 


What  treatment  is  recommended  ?. 

Re-examination  in — .months? 


M.D. 


Address 
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Michael  H.  Barone,  M.D.,  Buffalo,  New  York 

(From  the  Department  of  Otorhinolaryngology , Buffalo  Eye  and  Ear  Hospital,  and  the  Wettlaufer  Clinic) 


WITH  the  introduction  of  antibiotics, 
chemotherapy,  and  other  drugs  into  the 
medical  field,  the  specialty  of  otolaryngology 
has  been  affected  more  than  any  other  branch 
of  medicine.  In  the  treatment  of  nasal  and  sinus 
diseases  the  pendulum  has  swung  from  the  sur- 
gical to  the  medical  side.  The  medical  phase 
of  otolaryngology  embraces  the  field  of  allergy, 
and  unless  the  ear,  nose,  and  throat  specialist  is 
able  to  diagnose  and  manage  these  problems,  his 
results  will  be  very  discouraging.  In  our  prac- 
tice we  have  found  that  80  per  cent  of  the  patients 
with  nasal  and  sinus  complaints  have  an  under- 
lying allergic  factor.  Shambaugh  pointed  out 
that  the  chronicity  of  70  to  90  per  cent  of  the 
nasal  and  sinus  infections  was  due  to  allergy.1 
In  allergy  the  upper  respiratory  tract  is  more 
commonly  affected  than  any  other  structure  in 
the  human  body.  In  the  past,  treatment  of 
respiratory  allergy  has  been  avoided  by  the  oto- 
laryngologist because  of  the  intricacies,  complica- 
tions, and  time-consuming  factors  involved. 

In  this  paper,  an  attempt  will  be  made  to 
describe  in  the  allergic  phase  of  medical  otolaryn- 
gology, methods  of  office  treatment  which  are 
devoid  of  constitutional  danger  and  can  be  used 
safely  by  the  beginner.  The  “optimum  dosage” 
form  of  therapy  as  advocated  by  Hansel2  falls  into 
this  category,  and  it  can  be  applied  in  many  of 
the  allergic  nasal  and  sinus  diseases  confronted  by 
the  otolaryngologist.  An  optimum  dosage  is 
that  dose  which  gives  a satisfactory  immuno- 
logic effect,  and  this  form  of  therapy  will  be  consid- 
ered in  the  treatment  of  pollinosis,  house  dust 
hay  fever,  external  otitis,  penicillin  sensitivity, 
and  histamine  cephalgia.  Although  the  latter 
is  not  an  allergic  problem,  it  is  closely  related 
immunologically. 

Pollen  Therapy 

In  the  treatment  of  hay  fever,  the  beginner  is 
confronted  with  many  problems  which,  if  not 
overcome,  will  produce  unsatisfactory  results. 
Treatment  must  be  individualized,  and  it  cannot 
be  solely  that  of  the  administration  of  pollen 
extract.  All  the  complications  associated  with 
hay  fever,  such  as  food  and  inhalant  sensitivi- 
ties, must  be  taken  care  of,  since  they  play  an  im- 
portant part  in  aggravating  the  symptoms  during 
the  hay  fever  season.  Statistics  show  that  70 
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to  80  per  cent  of  the  patients  have  multiple  sen- 
sitivities. In  the  satisfactory  management  of  hay 
fever,  it  is  necessary  that  all  patients  have  a 
complete  series  of  skin  tests  and  detailed  history 
before  the  season.  The  history  should  be  com- 
plete in  covering  the  past  and  present  complaints. 
In  testing  children,  it  is  best  to  use  the  scratch 
tests  with  pollen,  food,  and  inhalants,  and  in 
adults  the  scratch  test  for  pollen  and  the  intracu- 
taneous  test  for  foods  and  inhalants.  Scratch 
tests  for  pollen  testing  in  both  children  and  adults 
are  the  safer  method,  and  the  danger  of  severe 
reaction  is  less.  The  scratch  test  material  con- 
tains 50  per  cent  glycerine  and  remains  stable, 
so  that  it  is  ready  for  use  throughout  the  year. 
The  food  extracts  and  inhalants  used  are  1:10 
dilutions  and  the  pollen  extracts  are  1 : 20  dilu- 
tions. Pollen  extracts  for  intracutaneous  test- 
ing are  made  up  in  a number  of  dilutions  of 
different  strengths  and  are  prepared  freshly 
every  four  to  six  weeks  because  of  deterioration. 
A control  test  should  be  employed  in  all  cases 
to  determine  the  degree  of  reactivity  of  the  skin, 
since  false  reactions  occur  in  sensitive  skins 
and  must  be  determined.  In  testing,  about 
0.01  to  0.02  cc.  of  the  extract  is  injected  and  a 
wheal  of  3 to  4 mm.  is  produced.  The  reaction 
is  recorded  not  as  positive  but  in  millimeters 
according  to  the  size  of  the  wheal.  A positive 
reaction  to  a specific  pollen  does  not  necessarily 
mean  that  this  pollen  is  a cause  of  hay  fever,  and 
treatment  should  not  be  instituted  unless  the 
skin  test  is  correlated  with  the  patient’s  symp- 
toms and  with  the  period  of  pollination  of  the 
plant  in  question. 

There  are  three  common  methods  of  hyposen- 
sitization in  pollinosis — preseasonal,  coseasonal. 
and  perennial.  The  preseasonal,  which  is  the 
one  most  commonly  used,  consists  of  the  adminis- 
tration of  a series  of  injections  starting  with  a 
small  dose  and  increasing  to  the  maximum  dose 
tolerated  by  the  patient.  Injections  are  started 
three  months  before  the  onset  of  the  hay  fever 
season  and  are  given  weekly.  The  initial  dose, 
which  ranges  from  1 to  10  units,  is  determined  by 
the  degree  of  sensitivity  of  the  patient,  and  the 
maximum  dose,  which  is  25,000  to  50,000  units, 
should  be  reached  before  the  season  begins.  Al- 
though this  method  is  the  one  most  commonly 
used,  it  is  not  the  one  for  the  beginner  since  the 
danger  of  toxic  reactions  is  great,  and  unless  one 
is  capable  of  handling  these  reactions,  which  may 
reach  a fatal  degree,  this  method  should  not  be 
employed. 


2882 


December  1,  1952] 


ALLERGY  IN  EAR,  NOSE,  AND  THROAT 


2883 


The  perennial  method  is  instituted  after  the 
season  is  over,  by  continuing  the  injections 
twice  monthly,  the  dose  being  one  half  the  maxi- 
mum dosage.  The  dose  is  then  gradually  increased 
again  before  the  next  season  begins.  Perennial 
and  preseasonal  treatments  by  the  oral  method 
have  also  been  used  along  the  same  plan  with  top 
doses  of  200,000  or  300,000  units.  The  reports 
on  this  method  have  not  been  encouraging. 

The  coseasonal  method  is  the  only  one  that 
can  be  employed  when  the  patient  comes  in 
after  the  season  has  started.  The  optimum 
dosage  coseasonal  therapy  in  pollinosis  is  the 
one  of  choice  for  the  beginner  since  it  is  free  from 
toxic  reactions  and  is  not  time-consuming  for 
either  the  doctor  or  the  patient.  We  have  used 
this  method  and  find  it  satisfactory.  Initial  dose 
is  determined  by  skin  titration  with  pollen  dilution 
ranging  from  100,000,000  to  10,000.  During 
the  season,  intracutaneous  testing  is  carried  out 
at  the  first  visit  with  the  first  three  dilutions, 
which  are  100,000,000,  10,000,000  and  1,000,000, 
and  if  no  reactions  occur,  the  next  two  dilutions 
are  given,  100,000  and  10,000.  It  is  very  rare 
to  resort  to  the  1,000  dilution.  The  amount 
used  in  skin  titration  is  0.01  to  0.02  cc.  of  the 
serial  dilution.  The  optimum  dosage  ranges 
from  1,000,000  to  100,000  in  the  majority  of 
cases  with  0.03  to  0.05  cc.  of  a dilution  that 
produces  a wheal  of  8 to  12  mm.  Injections  are 
given  every  one  to  three  days  or  more  depending 
on  the  period  of  relief  obtained. 

Treatment  may  be  given  subcutaneously 
instead  of  intracutaneously,  but  the  dilutions 
must  be  ten  times  weaker.  For  example,  if 
0.03  cc.  of  10,000  is  used  intracutaneously, 
0.30  cc.  of  100,000  is  given  subcutaneously. 
Along  this  same  line  of  therapy  the  Hansel 
Foundation  has  been  working  with  a small  dosage 
oral  therapy  in  pollinosis  which  merits  attention.3 
Small  oral  doses  of  pollen  extract  are  given  daily 
during  the  season.  Some  patients  need  no  other 
form  of  therapy,  while  others  have  to  receive 
intracutaneous  therapy  along  with  it  in  order  to 
obtain  good  results.  Where  the  cases  are  not 
complicated  with  food  and  inhalant  allergy,  the 
results  are  good.  Children  respond  very  well 
to  this  form  of  coseasonal  therapy. 

House  Dust 

Excluding  pollen,  house  dust  is  the  most  im- 
portant inhalant  factor.  It  is  responsible  for  the 
greater  percentage  of  patients  with  perennial 
nasal  allergy  and  therefore  confronts  the  otolaryn- 
gologist with  a common  problem.  House  dust  is 
composed  of  many  substances  such  as  orris  root, 
feathers,  kapok,  wool,  silk,  animal  hairs,  jute, 
cotton,  and  tobacco,  and  the  allergens  are  derived 
from  a breakdown  aging  process  of  the  fabrics. 


In  treatment,  a stock  dust  is  used  that  con- 
tains the  substances  mentioned,  together  with  a 
mold  extract,  the  proportion  being  nine  parts  of 
house  dust  to  one  part  of  mold  in  a 50  per  cent 
glycerine.  Dilutions  made  from  this  stock  must 
be  made  up  freshly  every  three  or  four  weeks. 
Dust  extracts  in  strong  dilutions  are  very  irritat- 
ing to  the  skin,  and  this  should  be  taken  into  con- 
sideration, since  it  is  not  a true  allergic  response. 
In  house  dust  hay  fever,  there  seems  to  be  no 
relationship  between  skin  reactions  and  the  sever- 
ity of  the  symptoms,  so  that  treatment  depends 
more  on  the  latter.  It  is  needless  to  state  that  a 
diagnosis  of  dust  hay  fever  based  on  careful  his- 
tory, clinical  findings,  and  skin  titration  must  be 
made  before  instituting  treatment. 

The  treatment  of  house  dust  allergy  is  carried 
out  on  the  same  line  as  that  of  pollen  hay  fever. 
In  severe  cases  and  those  complicated  with 
bronchial  asthma  and  hay  fever,  the  optimum 
dosage  ranges  from  ten  billion  to  one  million. 
In  children,  the  dilution  may  vary  from  one 
hundred  billion  to  one  hundred  million  depending 
on  the  severity  of  the  symptoms.  Injections  are 
given  every  three  to  five  days  and  increased  by 
0.10  or  0.05  cc.  at  each  visit  until  the  optimum 
dosage  is  obtained.  The  interval  between  in- 
jections depends  upon  the  relief  obtained.  As 
the  patient  improves,  the  interval  is  extended 
from  seven  to  twenty-one  clays  or  longer.  In 
some  cases,  treatment  may  be  stopped  at  this  point 
or  the  injections  continued  every  thirty  days  at 
the  optimum  dosage  for  three  or  four  months. 
With  this  form  of  therapy,  the  results  have  been 
veiy  satisfactory  in  both  adults  and  children. 

Histamine  Headache 

Headache  is  the  most  common  complaint  in 
the  medical  field,  especially  in  the  practice  of 
ear,  nose,  and  throat;  therefore  it  is  another 
important  problem  for  us  to  recognize  and  treat 
properly  in  order  to  get  satisfactory  results. 
The  types  of  headache  and  head  pain  which  will 
be  discussed  are  those  of  vascular  origin  and  fall 
in  the  nonorganic  group.  Hansel4  classified  the 
nonorganic  types  of  headache  as  follows:  (1) 
migraine,  (2)  atypical  migraine,  (3)  tension 
headache,  (4)  histamine  cephalgia,  (5)  atypical 
histamine  cephalgia,  and  (6)  miscellaneous. 

Horton  first  reported  histamine  cephalgia  and 
described  the  clinical  symptoms  as  follows; 
“Unilateral  headache,  which  usually  begins  in  the 
latter  decades  of  life,  is  of  short  duration  as  it 
generally  lasts  less  than  one  hour,  starts  and  often 
terminates  suddenly,  tends  to  awaken  the 
patient  at  night  one  or  two  hours  after  he  has 
gone  to  sleep,  and  is  frequently  eased  by  the 
patient  sitting  up  or  standing  erect.  It  is  associ- 
ated with  profuse  watering  and  congestion  of  the 
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eye,  rhinorrhea,  or  stuffiness  of  the  nose,  profuse 
sweating  of  the  face  due  to  increased  surface 
temperature  and  often  swelling  of  the  temporal 
vessels  of  the  involved  side  of  the  head.  Pain 
is  the  outstanding  symptom  and  is  excruciating, 
boring,  and  involves  the  eye,  temple,  neck,  and 
sometimes  the  face.”5 

The  pain  is  due  to  vasodilation  of  the  vessels 
and  not  to  vasoconstriction,  and  the  distribution 
of  the  pain  usually  follows  the  course  of  the 
arterial  branches  involved. 

Treatment  in  the  typical  histamine  cephalgia 
and  miscellaneous  group  is  carried  out  with 
histamine.  Although  no  specific  allergic  state 
has  been  known,  there  is  some  similarity  as  the 
patient  responds  to  histamine  desensitization 
therapy.  Optimum  dosage  therapy  has  been 
used  very  successfully  in  the  histamine  type 
of  headache,  including  the  atypical  and  some 
of  the  cases  in  the  miscellaneous  group,  with 
the  best  results  in  the  atypical  cases.  The 
optimum  dosage  range  was  from  10,000,000  to 
100,000  dilution.  The  injections  were  given  sub- 
cutaneously with  a gradual  increase  in  dosage 
depending  on  the  results  obtained.  The  initial 
dose  given  is  0.10  cc.  of  10,000,000  and  sub- 
sequent dosages  are  increased  by  0.01  to  0.10  cc. 
every  three  to  four  days.  If  relief  is  obtained 
with  the  first  injection,  the  patient  does  not 
return  for  treatment  until  the  next  attack  occurs. 
It  is  possible  with  this  form  of  treatment  to  obtain 
periods  of  relief  lasting  from  one  month  to  one 
year  or  longer.  The  periods  of  relief  obtained 
are  much  greater  with  the  atypical  cases.  At  any 
time  during  the  treatment,  if  an  injection  pro- 
duces an  attack  of  headache,  the  dosage  is  de- 
creased by  ten  times.  There  are  other  methods  of 
histamine  therapy  in  which  good  results  are  ob- 
tained, but  the  optimum  dosage  is  safe  and  can 
be  carried  out  as  an  office  procedure. 

Staphylococcus  Toxoid 

The  management  of  certain  allergic  diseases 
by  the  use  of  staphylococcus  toxoid  as  a form  of 
nonspecific  therapy  may  be  briefly  outlined  as 
follows:  The  immunologic  aspect  of  this  phase 
of  therapy  is  unknown,  except  that  it  has  been 
established  that  allergic  reactions  are  alleviated 
by  shock  or  tissue  injury,  as  has  been  seen  follow- 
ing any  form  of  surgery. 

Optimum  dosage  therapy  has  been  used  very 
successfully  with  staphylococcus  toxoid  in  certain 
allergic  diseases  involving  the  ear,  nose,  and 
throat,  such  as  penicillin  reactions,  atopic  eczema, 
contact  dermatitis,  and  infections  of  the  external 
canal  and  pinna  due  to  staphylococcus  and  fungus. 
Time  does  not  permit  a detailed  discussion  of 
each  of  these  conditions  except  to  state  that  they 
are  common  problems  encountered  in  the  prac- 


tice of  otolaryngology  and  can  be  managed  very 
effectively  with  staphylococcus  toxoid  adminis- 
tered in  optimum  dosage  form.  Results  in  some 
urticarial  and  angioedema  reactions  involving 
the  face,  lips,  throat,  etc.  following  penicillin 
injections  were  very  gratifying  after  two  or  three 
injections  of  toxoid. 

Treatment  was  carried  out  as  follows:  A 

stock  solution  of  staphylococcus  toxoid  con- 
taining 100  units  per  cc.  was  used.  Dilutions 
were  made  from  this  by  diluting  ten  times  so 
that  1 cc.  contained  ten  units.  The  initial  dose 
is  one  half  to  one  unit,  given  subcutaneously 
every  three  or  four  days;  the  dosage  is  increased 
or  decreased  until  the  effective  point  is  reached, 
and  then  it  is  maintained  at  that  level.  When  • 
this  is  obtained,  the  interval  between  injections  1 
is  increased  until  a seven-  to  fourteen-day  period 
of  relief  is  reached,  at  which  time  the  injections  > 
are  discontinued.  If  at  any  point  during  treat- 
ment the  symptoms  are  aggravated,  the  dosage 
is  decreased. 

In  infections  of  the  external  canal  due  to 
staphylococcus,  good  results  were  obtained  with 
staphylococcus  toxoid  in  doses  as  mentioned 
above.  Many  of  these  cases  are  complicated 
with  fungus  of  the  monilia,  trichophyton,  and 
epidermophyton  type.  In  these  cases,  a mold 
extract  of  the  above  fungi  was  given  along  with 
the  staphylococcus  toxoid  in  optimum  dosage 
form,  starting  with  an  initial  dose  of  0.10  cc.  of 
ten  million  dilution.  In  cases  that  were  due  to 
fungus  alone,  the  mold  extract  was  administered 
without  the  staphylococcus  toxoid. 

ACTH  and  Cortisone 

With  the  introduction  of  ACTH  and  cortisone, 
a new  concept  was  added  in  the  treatment  of 
allergic  diseases.  By  their  uses,  beneficial  results 
have  been  reported  in  pollinosis,  allergic  rhinitis, 
nasal  polyps,  and  in  other  allergic  disorders  that 
are  not  included  in  our  field.  All  the  reports  on 
the  use  of  ACTH  and  cortisone  agree  as  to  their 
efficacy.  With  these  drugs,  which  give  tempo- 
rary improvement  with  no  cure  of  the  disease, 
their  use  as  an  office  procedure  is  not  warranted. 
The  action  of  these  drugs  in  producing  relief 
in  allergic  diseases  is  unknown,  except  that  they 
break  the  allergic  cycle  and  may  be  considered 
along  the  same  line  as  those  agents  producing 
nonspecific  reactions  which  in  many  cases  produce 
a greater  lasting  effect  than  ACTH  and  cortisone. 

Bordley  reported  very  good  results  in  nasal 
polyps  with  almost  complete  disappearance  of 
the  polyps  after  two  weeks  of  nasal  therapy.6 
His  conclusions  agree  with  most  of  the  reports  on 
ACTH  and  cortisone  in  the  treatment  of  nasal 
allergies  in  that  this  form  of  therapy  offers  very 
little  hope  for  permanent  improvement.  Our 
experience  with  these  drugs  has  been  limited. 
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In  the  cases  of  allergic  rhinitis  without  polyps, 
the  response  has  been  very  slow  in  comparison 
to  those  with  nasal  polyps.  Dill  and  Bolstad 
reported  that  their  results  with  the  local  use  of 
cortisone  in  allergic  rhinitis  produced  temporary 
relief.7  In  conclusion,  it  is  safe  to  state  that  the 
time  is  not  at  hand  when  we  can  safely  add  these 
drugs  to  our  armamentarium  since  the  cost,  time 
factor,  and  danger  involved  certainly  do  not 
warrant  the  use  of  the  drugs  as  an  office  pro- 
cedure in  the  treatment  of  nasal  allergy. 

Pyromen 

Another  drug  recently  introduced  in  the 
treatment  of  allergic  diseases  is  Pyromen.  This 
drug  is  a nonprotein  bacterial  pyrogen,  and  its 
action  is  that  of  generalized  stimulation  of  the 
reticuloendothelial  system  and  stimulation  of  the 
adrenal  cortex.  Because  of  the  action  of  the 
latter  and  the  changes  produced  in  the  blood 
system  in  the  production  of  leukopenia  and 
eosinopenia,  there  is  a similarity  to  ACTH  and 
cortisone. 

Although  therapy  is  advocated  by  the  intra- 
venous route,  we  used  it  parenterally  as  an 
office  procedure  in  many  cases.  Injections  were 
given  three  times  a week,  starting  with  an  initial 
dose  of  one  gamma  and  increasing  one  gamma 
at  each  subsequent  injection  until  the  optimum 
dosage  level  was  obtained.  This  dose  was  main- 
tained with  an  increase  in  the  interval  between 
injections  for  periods  ranging  from  three  weeks 
to  three  months.  In  our  series  of  12  patients 
with  a diagnosis  of  combined  food  and  nasal 
allergy  of  long  standing,  the  results  were  not  too 
encouraging.  Of  the  12  patients,  only  two 
patients  had  relief  of  their  symptoms.  During 
the  treatment,  all  other  forms  of  therapy  were 
discontinued  so  that  the  drug  might  be  better 
evaluated. 

Wittich  reported  the  use  of  Pyromen  in  per- 
ennial respiratory  allergy.8  He  found,  as  did 
other  observers,  that  Pyromen  therapy  is  not  as 
effective  in  controlling  symptoms  caused  by  in- 
halants as  in  controlling  those  caused  by  food 
sensitivity,  and  that  results  were  better  when 
specific  inhalant  therapy  was  combined  with 
Pyromen  treatment.  Regardless  of  the  bene- 
ficial results  reported,  this  new  drug  certainly 
cannot  replace  the  specific  treatment  of  food  and 
inhalant  allergies  by  the  present  methods  of 
elimination  and  desensitization.  One  should  not 
completely  disregard  these  drugs  as  they  are 
introduced  but  should  use  them  with  caution  and 
as  an  adjunct  with  other  specific  forms  of  therapy. 

Summary 

1.  Methods  of  treatment  employing  the 
“optimum  dosage”  form  of  therapy  have  been 
presented. 


2.  This  form  of  therapy  can  be  used  very 
effectively  in  many  allergic  diseases  commonly 
seen  in  the  practice  of  ear,  nose,  and  throat. 

3.  The  optimum  dosage  therapy  was  adminis- 
tered on  an  immunologic  and  nonspecific  basis 
in  the  treatment  of  allergic  diseases. 

4.  It  can  be  administered  in  the  office  and  is 
devoid  of  severe  constitutional  reactions. 

5.  ACTH,  cortisone,  and  Pyromen  should  be 
used  as  an  adjunct  along  with  specific  forms  of 
therapy  in  nasal  and  sinus  allergies. 
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Discussion 

R.  Clark  Grove,  M.D.,  Neiv  York  City. — This 
paper  emphasizes  the  importance  of  the  otolaryngol- 
ogist in  treating  allergic  conditions  which  occur  in  t his 
field  of  practice.  For  years  in  our  clinic  at  the 
Roosevelt  Hospital  we  have  been  emphasizing  the 
importance  of  otolaryngologic  pathology  and  its 
treatment,  if  good  results  are  to  be  obtained  in  the 
allergic  diseases.  At  the  same  time,  in  postgraduate 
courses,  we  have  tried  to  train  the  otolaryngologist 
to  use  the  allergic  methods  of  treatment.  We  re- 
quire our  resident  staff  to  work  in  the  Allergy  Clinic, 
and  I know  that  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital  and  the  New  York  Eye  and  Ear 
Infirmary  are  making  the  same  requirement.  It  is 
all  very  well  to  tell  the  otolaryngologist  to  do  his 
own  allergy  treatments,  but  for  him  to  do  this  in- 
telligently, it  is  necessary  that  he  have  training  in 
the  fundamental  principles  of  allergy.  As  Dr. 
Barone  said,  our  specialty  is  being  curtailed  so  much 
in  recent  years  by  the  use  of  the  antibiotics  and  the 
encroachment  of  other  specialties  that  economically 
it  is  necessary  that  we  branch  out,  and  allergy  is 
certainly  open  to  us. 

The  treatment  of  hay  fever  is  described  very 
clearly  and  needs  no  amplification.  Very  few  of 
the  otolaryngologists  whom  I know  treat  hay  fever, 
and  I would  be  interested  in  knowing  how  many  in 
this  audience  treat  it.  Dr.  Barone  emphasized  the 
importance  of  a complete  survey  by  testing  with  the 
inhalant  and  food  allergens,  and  I agree  with  him. 
I would  like  to  add  that  an  investigation  of  the 
sinuses  is  also  necessary,  since  often  a so-called  hay 
fever  may  be  the  development  of  a vasomotor  rhi- 
nitis or  nasal  polyps. 

As  he  stated,  house  dust  allergy  is  the  most  im- 
portant of  the  inhalant  allergies,  if  we  exclude  the 
pollens.  However,  I would  like  to  emphasize  that  in 
my  experience,  treatment  with  house  dust  to  obtain 
a good  result  requires  proof  with  the  skin  test  of 
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sensitivity  to  house  dust.  Many  allergists  and  oto- 
laryngologists recommend  treatment  of  all  cases  of 
allergic  rhinitis  with  dust,  regardless  of  sensitivity. 
In  these  patients  it  is  also  necessary  to  check  the 
sinuses  for  polyps  and  infection  and  to  check  the 
teeth,  tonsils,  and  adenoids.  I think  we  should  dis- 
courage the  use  of  the  vasoconstrictor  drops.  The 
antihistamines  have  been  helpful  in  some  cases. 

Our  treatment  of  the  histamine  headache  as  de- 
scribed by  Horton  has  been  very  disappoint  ing.  \Ye 
use  the  histamine  therapy  as  outlined  by  Dr.  Barone 
but  with  poor  results. 

I am  glad  he  included  the  use  of  staphylococcus 
toxoid  in  his  paper.  I think  this  is  an  important 
form  of  therapy  for  the  various  conditions  he  de- 
scribed, and  we  often  supplement  it  by  the  addition 
of  vaccines. 

Our  experience  with  ACTH  and  cortisone  has  been 
the  same  as  his  and  that  of  other  investigators. 
These  have  been  helpful  in  treatment  but  never 
curative.  I like  to  use  them  before  removing  nasal 
polyps  since  they  simplify  the  nasal  operation.  It 
is  interesting  that  they  seem  to  have  no  effect  on 
polyps  and  hyperplasia  of  the  maxillary  sinus  mem- 
branes. 

I have  had  no  experience  with  the  use  of  Pyro- 
men,  but  I have  talked  with  several  prominent  al- 
lergists, and  they  did  not  think  this  form  of  therapy 
was  very  valuable. 


In  conclusion,  I would  like  to  congratulate  Dr. 
Barone  on  his  excellent  paper,  and  I think  he  has 
given  us  otolaryngologists  good  advice  when  he 
recommends  that  we  give  more  attention  to  the 
treatment  of  the  allergic  conditions  manifested  in  our 
specialty. 

Lee  R.  Stoner,  M.D.,  Syracuse. — In  recent  years, 
there  have  appeared  articles  in  the  medical  journals 
describing  the  senility  and  gradual  death  of  otolaryn- 
gology as  a specialty  in  medicine.  Dr.  Barone  has 
reminded  us,  in  this  paper,  that  there  are  new  fields 
to  conquer  in  the  problem  of  the  management  of  the 
allergic  patient  and  that  the  otolaryngologist  should 
qualify  himself  to  handle  many  of  these  patients. 

In  children  with  chronic  nasal  discharge  with  or 
without  chronic  secretory  otitis  media,  it  has  been  my 
experience  that  many  will  be  greatly  helped  by  elimi- 
nation of  certain  foods  from  their  diets  and  removal 
of  feather  pillows  and  woolen  blankets  from  their 
bedrooms.  The  foods  I refer  to  are  principally  milk, 
eggs,  wheat,  and  chocolate.  To  eliminate  these 
foods  from  their  child’s  diet  sounds  absurd  to  some 
parents,  but  after  the  first  week  of  abstention  it 
usually  becomes  apparent  that  the  child  not  only 
usually  does  well  with  substitute  foods  but  sympto- 
matically begins  to  improve. 

Daily  dusting  of  the  bedroom  with  an  oiled  cloth, 
while  the  child  is  absent,  is  also  very  helpful. 


WHY  BUSINESS  MEN  HAVE  CORONARIES 
Why  is  there  such  a high  coronary  rate  among 
industrial  executives  nowadays?  Perhaps  the  fol- 
lowing excerpts  from  testimony  given  before  the 
Senate  Banking  Committee  by  William  J.  Grede, 
president  of  the  National  Association  of  Manufac- 
turers, provide  the  answer.  Speaking  in  favor  of 
letting  the  Defense  Production  Act  expire  to  bring 
about  restoration  of  a “free  market,”  Mr.  Grede  used 
this  expressive  language:  “Even  when  prices  are 
below  ceiling,  which  many  are,  the  O.P.S.  compli- 
ance problem  remains.  The  grind  of  administrative 
machinery  is  still  there;  the  interpretative  work  of 
legal  counsel  is  still  there;  the  labors  of  great  corps  of 
accountants  and  clerks  arc  still  there;  the  time- 
consuming  job  of  analyzing  regulations  and  making 
reports  is  still  there;  the  particular  situation  of 
customers  and  suppliers  is  still  there;  prospects  of 


new  regulations  with  another  new  wave  of  interpre- 
tations, analyses,  computations,  surveys,  studies, 
investigations,  determinations,  reports,  protests,  and 
appeals  are  still  there.  These  are  the  difficulties  that 
are  tangible,  physical,  and  measurable.  As  they 
boil  and  flame  in  the  mind  of  management,  their 
fusion  creates  a new  substance  which  is  psycho- 
logical. Its  effect  is  poisonous.  It  may  be  de- 
scribed as  American  psychology  thrown  into  reverse. 
Confidence  is  turned  into  doubt;  courage  becomes 
fear;  resourcefulness  is  replaced  by  caution;  plan- 
ning is  turned  into  waiting;  the  taking  of  normal 
business  risks  gives  way  to  a drawing-in  of  all  com- 
mitments; the  sense  of  freedom  is  thwarted  by  a 
feeling  of  imprisonment.  The  dynamic  motivation 
which  is  the  very  essence  of  business  progress  is 
stifled.” — Ohio  State  Medical  Journal,  July,  11)52 


EAR,  NOSE,  AND  THROAT  PATHOLOGY  IN  RELATION  TO 
EYE  DISEASE 

Darrell  G.  Voorhees,  M.D.,  New  York  City 
I ( From  the  Department  of  Research,  New  York  Eye  and  Ear  Infirmary ) 


rT"1HERE  is  no  avoiding  the  fact  that  the  entire 
X problem  of  ear,  nose,  and  throat  pathology  as 
involved  in  the  etiology  of  nonspecific  inflamma- 
tory diseases  of  the  eye  is  a controversial  issue. 
Yet,  when  the  issue  is  examined  closely,  it  would 
appear  that  the  controversy  does  not  revolve 
around  the  question  as  to  whether  pathology  in 
this  area  ever  causes  nonspecific  inflammation  of 
the  eye,  but  rather  around  such  points  as  fol- 
low: Does  ear,  nose,  and  throat  pathology 

exist?  If  it  does,  is  it  important  as  a focus  of  in- 
fection or  as  an  exciting  agent?  Have  localized 

1 areas  of  infection  in  other  parts  of  the  body  been 
considered?  If  so,  what  is  their  importance  in 
terms  of  the  eye  disease?  It  was  with  this  con- 
cept of  the  controversy  in  mind  that  our  chronic 
infection  group  at  the  New  York  Eye  and  Ear 
Infirmary  approached  its  task.  Having  estab- 
lished the  presence  or  absence  of  foci  in  other 
parts  of  the  body,  we  as  otolaryngologists  set  out 

I to  explore  the  possibility  of  more  meticulous 
means  of  diagnosis  and  more  complete  forms  of 
therapy.  We  hoped  that  by  so  doing  some  addi- 
tional information  might  be  obtained  concerning 
this  vital  problem.  What  we  have  learned  to  date 
I shall  attempt  to  review  at  this  time. 

As  a result  of  our  investigations  and  in  the  light 
of  the  results  of  others  working  on  this  problem, 
it  would  appear  that  an  eye  involved  with  non- 
specific inflammation  such  as  uveitis  is  in  truth 
an  organ  containing  tissue  sensitized  to  some 
noxious  agent.  The  reaction  of  such  tissue  seems 
parallel  to  that  of  a kidney  involved  with  acute 
glomerular  nephritis  or  to  that  of  an  allergic  vaso- 
motor mucosa  as  it  comes  in  contact  with  a spe- 
cific pollen.  If  this  is  true,  it  is  obvious  that 
when  such  sensitized  tissue  is  present,  the  gross 
extent  of  the  pathology  in  any  focus  is  irrelevant, 
and  on  the  other  hand,  when  such  sensitized  tissue 
is  not  present,  the  existence  of  readily  discovered 
ear,  nose,  or  throat  pathology  is  no  argument 
against  a thorough  search  for  minute  foci  when 
the  sight  of  an  eye  is  in  the  offing.  We,  therefore, 
decided  to  be  much  more  critical  in  our  examina- 
tion of  the  ear,  nose,  and  throat  area  than  had 
been  our  custom  when  confronted  only  with  the 
problem  of  relieving  throat  and  sinus  symptoms. 

The  standard  criteria  for  making  the  diagnosis 
of  sinus  disease  are:  transillumination,  inspec- 
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tion  of  the  nose,  x-ray,  diagnostic  irrigation,  and 
evaluation  of  symptoms.  Doubtless  you  are  all 
aware  of  the  shortcomings  of  the  first  two  of 
these.  I would  like  to  point  out  a few  findings  of 
ours  showing  the  failure  of  x-ray  and  diagnostic 
irrigation  to  be  conclusive.  In  several  cases 
sphenoid  x-rays  were  clear.  At  operation  the 
sinus  was  found  to  be  grossly  diseased,  but  the 
lining  membrane  was  for  the  most  part  destroyed, 
leaving  the  interior  of  the  sinus  denuded.  In  a 
few  cases,  the  entire  sinus  was  denuded,  and  the 
remnants  of  the  mucosa  were  found  as  a necrotic 
mass  lying  on  the  floor  of  the  sinus.  The  clear 
x-ray  is  then  explained  upon  the  basis  of  the  ab- 
sence of  membrane  rather  than  the  presence  of 
normal  mucosa.  Clear  antral  x-rays  were  less 
misleading,  but  in  several  instances  disease  was 
found  limited  to  a small  area  not  apparent  in  the 
films.  In  two  cases  the  antral  pathology  was 
limited  to  a small  cyst  filled  with  purulent  exu- 
date from  which  pathogenic  organisms  were 
cultured.  Roentgen  studies  of  the  ethmoids  were 
most  confusing.  In  many  caSes  ethmoid  path- 
ology was  found  to  be  most  extensive  where  x-ray 
studies  were  clearest.  This  was  explained  by  the 
fact  that  in  such  instances  the  intercellular  septa 
were  completely  destroyed,  and  at  operation  the 
ethmoid  was  one  single  cavity  filled  with  hyper- 
plastic tissue.  X-ray  study  of  the  frontal  sinus  is 
also  difficult  to  appraise.  Varying  degrees  of 
thickness  of  the  frontal  cortex  combined  with  dif- 
ferences in  depth  make  accurate  interpretation  a 
problem.  Further  comment  on  this  sinus  I am 
unable  to  make  at  this  time. 

For  years,  we,  as  otolaryngologists,  have  con- 
sidered gross  returns  upon  the  irrigation  of  a 
sinus  as  positive  proof  of  the  presence  of  disease, 
while  by  the  same  token  we  have  been  prone  to 
interpret  clear  returns  as  evidence  of  the  absence 
of  disease.  In  our  studies  we  made  cultures  of  the 
antra  and  sphenoids  in  each  case  routine.  It  is 
interesting  to  report  that  we  found  pathogenic 
organisms  in  sinuses  giving  clear  returns  and  no 
bacteria  in  cases  where  gross  returns  were  present 
following  irrigation.  How  can  we  explain  this? 
If  pathogenic  bacteria  are  found  and  nothing  is 
recovered  by  irrigation,  this  situation  must  mean 
that  neither  exudate  nor  abnormal  amounts  of 
mucus  are  produced  by  the  metabolism  of  these 
bacteria  as  they  flourish  on  the  sinus  membrane. 
If,  on  the  other  hand,  the  culture  is  sterile  in  the 
presence  of  gross  irrigation  returns,  this  situation 
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TABLE  I.— Bacteria  Found  in  a Series  of  60  Antra  and 
29  Sphenoids 


Source 

Antrum 

Sphenoid 

Staphylococcus  aureus 
(toxic,  anaerobic,  in 

6 (10  per  cent 

4(14  percent 

pure  culture) 

of  cases) 

of  cases) 

Staphylococcus  aureus 
(toxic,  aerobic) 

5 

2 

Streptococcus  mitis 

1 (aerobic) 

1 

Streptococcus  salivarius 

1 (anaerobic) 
1 

Streptococcus  pyogenes 

2 

1 

Proteus  vulgaris 

3 

Escherichia  coli 

1 

2 

Pseudomonas  aeruginosa 

1 

1 

Staphylococcus  albus 
(nontoxic,  aerobic) 

5 

3 

must  mean  either  that  viable  bacteria  no  longer 
exist  in  the  sinus,  that  they  do  exist  but  were  not 
recovered,  or  that  our  culture  technic  did  not 
include  a wide  enough  spectra  of  bacteria.  In 
order  to  expand  our  culture  technic  we  started 
the  attempt  to  grow  bacteria  anaerobically. 

A ser  ies  of  60  antra  and  29  sphenoids  was  re- 
viewed from  the  standpoint  of  types  of  bacteria 
found.  An  attempt  was  made  to  correlate  bac- 
teriology with  both  x-ray  results  and  gross  find- 
ings on  sinus  irrigation. 

Our  culture  technic  was  the  same  for  all  cases. 
A sterile  trocar  was  introduced  into  the  sinus 
after  proper  anesthesia  was  obtained.  The  cavity 
was  then  filled  with  sterile  saline;  this  in  turn 
was  aspirated  into  a sterile  syringe  and  sent  for 
study.  Contamination  from  nasal  bacteria  was 
not  considered  an  important  factor.  In  the  first 
place,  in  the  vast  majority  of  cases  nasal  physi- 
ology was  intact  as  determined  from  physical 
examination  and  therefore  kept  the  nasal  cavities 
free  from  pathogenic  bacteria;  in  the  second 
place,  in  those  cases  where  nasal  cultures  were 
taken,  either  they  were  sterile  or  those  bacteria 
recovered  were  not  the  same  as  those  obtained  in 
the  sinus  cultures. 

In  Table  I it  will  be  observed  that  in  six  antra 
or  in  10  per  cent  of  the  cases  toxic  Staphylococcus 
aureus  growing  in  pure  culture  anaerobically  was 
found,  whereas  in  four  sphenoids  or  in  14  per 
cent  of  the  cases  similar  bacteriology  was  re- 
vealed. Granted  this  is  a small  series,  but  never- 
theless the  fact  is  definitely  established  that  a 
sinus  may  harbor  organisms  growing  anaerobi- 
cally in  pure  culture.  It  may  also  be  noted  that 
the  organisms  need  not  be  limited  to  Staph, 
aureus,  for  in  one  antrum  Streptococcus  mitis  was 
also  found  growing  in  pure  culture  anaerobically. 
The  remainder  of  Table  I shows  the  types  of  bac- 
teria recovered  in  the  other  sinuses  studied. 

As  more  and  more  cases  were  studied  in  the 
chronic  infection  clinic  of  the  New  York  Eye  and 
Ear  Infirmary  it  became  apparent  to  us  that  a 
close  correlation  between  x-ray  findings  and 
bacteriology  did  not  exist.  A breakdown  of  the 
same  60  antra  and  29  sphenoids,  as  presented  in 
Table  II,  bears  this  out.  Admittedly  our  culture 


TABLE  II. — Correlation  Between  X-ray  Findings  and 
Bacteriology  and  Between  Clinical  Findings  and  Bac- 
teriology in  a Series  of  60  Antra  and  29  Sphenoids 


^-Bacteriologic  Findings — * 
» — Positive — a -■ — Negative — * 
Nu  in-  Num-  Per  Num-  Per 
ber  ber  cent  ber  cent 


Antruin 


Positive  x-ray 

45 

17 

38 

25 

62 

Negative  x-ray 

15 

4 

28 

11 

72 

Sphenoid 

Positive  x-ray 

17 

6 

35 

11 

65 

Negative  x-ray 

12 

5 

41 

7 

59 

Antrum 

Positive  clinical  findings 
Negative  clinical  find- 

14 

6 

44 

8 

56 

ings 

47 

16 

34 

31 

78 

Sphenoid 

Positive  clinical  findings 
Negative  clinical  find- 

12 

2 

17 

10 

83 

ings 

17 

9 

59 

8 

41 

technic  was  not  infallible,  but  a finding  of  negative 
x-ray  and  positive  bacteriology  is  doubtless 
significant.  In  those  instances  where  there  were 
positive  x-ray  readings  and  negative  cultures,  at 
least  some  of  the  latter  can  be  explained  on  the 
basis  of  failure  to  isolate  the  offending  organism, 
but  it  is  difficult  to  believe  that  this  explanation 
can  be  given  in  all  such  cases. 

Further  comparison  was  made  between  clinical 
findings  and  sinus  culture.  As  presented  in 
Table  II,  “Clinical  Negative”  and  “Clinical 
Positive”  refer  only  to  the  absence  or  presence  of 
gross  returns  in  the  irrigation  solution.  Here  it 
may  be  observed  that  in  both  antra  and  sphe- 
noids, there  were  instances  where  a positive  cul- 
ture was  obtained  in  the  absence  of  any  exudate 
in  the  irrigation  fluid  and  also  where  negative 
bacteriology  was  found  in  the  presence  of  gross 
material  recovered  after  irrigation.  As  stated 
above,  it  seems  highly  unlikely  that  in  the  latter 
situation  failure  to  recover  the  organisms  can  be 
the  entire  explanation.  \Ye  are  convinced  that 
the  presence  of  exudate  following  irrigation  does 
not  always  mean  that  pathogenic  organisms  are 
present  and  viable. 

More  investigation  along  these  lines  will  be  car- 
ried out.  A larger  series  of  cases  is  necessary  be- 
fore any  definite  conclusions  can  be  reached. 

How  can  the  growth  of  bacteria  anaerobically 
in  pure  culture  be  explained  occurring  in  an 
apparently  aerobic  environment?  At  the  onset 
of  the  infection  the  organisms  are  aerobic,  but  as 
their  metabolism  and  multiplication  continue,  a 
state  of  reduced  oxygen  tension  is  created.  The 
organisms  are  then  able  to  adapt  themselves  to 
this  self-imposed  environment  and  carry  on  with 
their  destructive  processes.  Another  explana- 
tion lies  in  the  fact  that  the  bacteria  frequently 
find  themselves  functioning  deep  in  the  mucosal 
tissue.  As  the  infection  endures  and  chronicity 
is  established,  a state  of  hyperplasia  often  comes 
to  exist.  A brief  consideration  of  the  underlying 
pathology  involved  in  mucosal  hyperplasia  will 
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throw  further  light  on  the  explanation  of  reduced 
oxygen  tension. 

The  initial  changes  include  a cellular  perivenule 
and  perilymphatic  cuffing.  This  cuffing  gradu- 
ally goes  on  to  fibroblastic  infiltration.  The  sub- 
sequent stricture  of  the  venules  creates  a state  of 
passive  congestion,  and  the  constriction  of  the 
lymphatics  causes  tissue  edema.  The  former 
obviously  causes  a reduction  in  blood  flow;  the 
latter  creates  narrowing  of  the  arterioles  by  pres- 
sure from  the  edema.  The  end  result  is  reduced 
oxygen  tension  by  virtue  of  the  decrease  in  the 
supply  of  oxygenated  blood  arriving  at  the  tissue. 
Furthermore,  this  state  of  affairs  is  aggravated 
by  the  eventual  narrowing  of  the  arteriolar  lumen 
to  a greater  degree  by  cuffing  and  proliferation  of 
the  intima  as  well.  To  survive,  the  organisms 
must  adapt  themselves  to  this  change. 

Thus,  it  becomes  apparent  that  we  must  con- 
sider with  care  and  reservation  our  time-honored 
criteria  for  establishing  the  presence  of  sinus 
disease;  in  particular,  we  must  discard  the  con- 
cept that  the  absence  of  exudate  in  the  irrigation 
returns  from  a sinus  automatically  rules  out  the 
presence  of  bacterial  infection.  On  the  other 
hand,  we  must  definitely  add  to  this  list  of  cri- 
teria careful  bacteriologic  studies. 

The  nose  itself  as  a focus  of  infection  must  not 
be  overlooked.  The  diagnosis  of  important  in- 
fection here  is  less  difficult  than  in  the  case  of  the 
sinuses  because  of  its  ready  availability.  Because 
of  the  lacrimal  duct,  it  is  in  a peculiarly  strategic 
position  to  affect  the  eye  by  direct  extension ; be- 
cause of  its  propensity  to  involve  the  naso- 
pharynx secondarily  when  diseased,  it  can  also 
bring  about  the  absorption  of  a high  level  of  toxic 
products  and  thus  act  in  the  same  way  as  some 
remote  focus.  When  culture  of  the  nose  reveals 
the  presence  of  pathogenic  bacteria,  it  indicates 
either  a temporary  or  long-standing  loss  of  physi- 
ology. Other  indications  pointing  to  the  fact 
that  the  nose  is  no  longer  able  to  keep  itself  in 
order  and  free  from  such  infection  are  usually 
quite  obvious,  and  the  scope  of  this  paper  does  not 
permit  further  elaboration  on  such  findings.  In 
several  cases  we  have  seen  an  iritis  occur  with 
each  cold  but  fail  to  recur  once  steps  were  taken 
to  enable  the  nose  to  handle  the  acute  infection. 
We  have  seen  other  cases  where  a chronic  iritis 
did  not  clear  until  the  coexisting  chronic  rhinitis 
was  successfully  eliminated.  It  has  been  our  ex- 
perience that  the  major  problem  in  regard  to  the 
nasal  cavities  as  important  foci  was  our  failure  to 
take  this  area  into  due  consideration,  especially 
when  no  sinus  pathology  existed. 

It  is  my  opinion  that  one  of  the  most  difficult 
tasks  confronting  us  is  to  diagnose  the  presence  of 
chronic  tonsillitis.  A history  of  repeated  attacks 
of  tonsillitis  or  of  peritonsillar  abscess  is  helpful, 
but  only  when  positive.  Injection  over  the  an- 


terior pillars,  associated  with  injection  and  edema 
of  the  uvula,  induration  at  the  base  upon  pres- 
sure, the  ability  to  express  fluid  pus  containing 
pathogenic  organisms,  the  presence  of  induration, 
glands,  or  both,  palpated  over  the  neck  at  the 
angle  of  jaw,  are  signs  strongly  suggesting  chronic 
disease  of  the  tonsils.  We  have  routinely  cul- 
tured at  operation  the  cross-section  surface  of 
every  tonsil  removed.  It  has  been  our  impres- 
sion that  this  technic  is  somewhat  more  reliable 
than  preoperative  culture. 

One  hundred  tonsils  or  tags  were  reviewed  as 
regards  the  bacteriology.  Of  these  74  per  cent 
were  found  to  harbor  Str.  mitis  and  Str.  sali- 
varius,  and  17  per  cent  were  infected  with  other 
types  of  pathogenic  bacteria.  In  only  9 per 
cent  were  we  unable  to  isolate  organisms  that 
might  be  considered  important  from  the  stand- 
point of  an  active  focus  of  infection.  In  other 
words,  91  per  cent  of  the  tonsils  were  bacteri- 
ologically  positive.  In  nowhere  near  this  per- 
centage were  we  able  to  find  a history  of  known 
tonsillar  disease.  There  was  only  slightly  better 
correlation  between  positive  cultures  and  positive 
physical  findings  as  outlined  above.  In  my 
hands,  preoperative  tonsil  cultures  have  not  been 
satisfactory.  As  a result  of  these  findings,  the 
accepted  criteria  for  the  diagnosis  of  chronic 
tonsillitis  must  be  seriously  questioned  as  to  their 
usefulness. 

It  would  appear,  then,  that  careful  bacteriologic 
studies  have  proved  that  the  customary  criteria 
alone  for  diagnosing  foci  in  the  ear,  nose,  and 
throat  region  are  inadequate,  and  that  even  with 
the  aid  of  aerobic  and  anaerobic  culture  technics 
one  cannot  be  sure  of  negative  results.  If  such 
is  the  case,  how  are  we  to  identify  and  liquidate 
foci  that  may  be  present  but  have  not  been  dis- 
covered, when  all  the  while  the  patient  is  getting 
nearer  to  total  blindness? 

It  is  my  personal  feeling  at  this  time,  although 
more  work  is  still  required,  that  when  either  uni- 
lateral or  bilateral  blindness  is  threatened,  the 
less  radical  procedure  may  be  to  operate  on  the 
adjacent  sinuses  and  see  what  pathology  is  or  is 
not  present,  provided  of  course,  nasal  physiology 
is  left  intact.  In  a small  series  of  cases  where 
this  was  done,  pathology  was  found,  and  to  date 
the  eye  inflammation  has  remained  under  control. 

Discussion 

William  Reiner-Deutsch,  Ph.D.,  New  York  City 
(By  invitation). — The  bacteriologic  studies  of  sinus 
returns  are  of  great  importance  although  we  must  not 
overlook  the  fact  that  the  presence  of  pathogenic 
micro-organisms  does  not  prove  conclusively  the 
presence  of  a pathologic  condition.  We  would 
rather  state  that  when  pathogenic  staphylococci  are 
obtained  anaerobically  in  primary  cultures,  espe- 
cially from  cases  with  negative  x-ray  and  clinical  find- 
ings, further  investigation  is  definitely  indicated. 
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Quite  recently  the  normal  bacterial  flora  of  the 
pharynx,  saliva,  and  nares  of  individuals  of  good 
general  and  oral  health  was  studied.  This  study  re- 
sulted in  the  recovery  of  different  species  of  staphylo- 
cocci, streptococci,  lactobacilli,  corynebacteria, 
gram-negative  bacilli,  and  yeasts.  Many  of  the 
organisms  which  were  isolated  are  pathogenic. 

The  important  role  of  host  resistance  must  be 
taken  into  consideration.  When  we  realize  that  man 
breathes  over  15,000  liters  of  air  a day  containing 
close  to  200,000  bacteria,  many  of  which  are  patho- 
genic, the  defense  problem  of  the  respiratory  tract 
appears  to  be  stupendous.  It  is  truly  ingenious 
how  the  mechanical  aspects  of  the  respiratory  tract 
contribute  to  host  resistance.  The  hairs  in  the 
outer  nares  trap  many  organisms  in  a simple  but 
effective  way.  The  invading  parasites  must  pass 
through  this  mechanical  defense  to  the  respiratory 
epithelium.  This  progress  depends  also  on  the 
direction,  velocity,  and  turbulence  of  the  air  cur- 
rents. The  lodging  of  micro-organisms  in  turbulent 
air  on  the  mucous  sheath  is  an  efficient  method  of 
removing  them  from  the  inspired  air.  These 
trapped  organisms  are  then  moved  to  a disposal  site, 
that  is,  the  gastrointestinal  tract.  This  is  done  by 
the  cilia  which  move  the  mucous  sheath  of  the  upper 
respiratory  tract  back  and  down.  Of  course  when 
overloading  occurs,  they  are  unable  to  take  care  of 
all  the  organisms. 

In  addition,  other  natural  defense  mechanisms  of 
the  host  prevent  the  parasites  from  invading  the 
host’s  tissues.  Moreover,  even  when  these  defenses 
break  down  and  the  micro-organisms  gain  access  to 
the  tissues,  further  defenses  may  slow  down  or  pre- 
vent the  multiplication  of  the  micro-organisms  and 
their  destruction  of  the  tissues.  A number  of  in- 
vestigators were  able  to  recover  tubercle  bacilli  from 
excised  tonsils  which  upon  histologic  examination 
were  found  to  be  free  of  tubercular  pathology. 

Cultural  findings  of  preoperative  tonsils,  when 
compared  with  those  of  cross-section  surfaces  of  re- 
moved tonsils,  show  correlation  in  most  instances. 
This  correlation  is  more  consistent  in  chronic  ton- 
sillitis than  in  specimens  obtained  from  cases  re- 
cently recovered  from  acute  tonsillitis.  We  must 
bear  in  mind  that  lowered  tissue  resistance  affords  a 
more  favorable  environment  for  the  multiplication 
of  the  secondary  invaders,  and  hence  the  discrep- 
ancy between  the  bacteriologic  findings  of  such  pre- 
operative and  removed  tonsils  can  be  easily  ex- 
plained. 

On  the  other  hand,  in  chronic  tonsillitis  without  a 
history  of  a recent  attack  of  acute  tonsillitis,  the  dif- 
ference in  bacteriologic  findings  is  limited  to  the 
number  of  organisms  and  percentage  of  pathogenic 
strains  present  rather  than  to  the  species  recovered. 

Louis  J.  Girard,  M.D.,  New  York  City  (By  invita- 
tion).— In  certain  nonspecific  inflammations  of  the 
eyes,  especially  t lyit  condition  known  as  uveitis,  the 
ophthalmologist  finds  himself  in  the  frustrating  con- 
dition of  being  able  to  make  a diagnosis  and  then 
having  to  resign  himself  to  a position  of  observer  as 
the  eye  either  spontaneously  recovers  or  becomes 
worse. 

In  many  instances  there  is  little  else  he  can  do. 


Because  of  the  fact  that  many  of  these  lesions  fail  to 
show  the  presence  of  bacteria,  but  instead  demon- 
strate a type  of  allergic  inflammation,  there  is  no 
direct  action  that  can  be  taken.  In  most  instances 
general  measures  such  as  putting  the  ciliary  body  to 
rest  with  atropine,  rest,  nonspecific  protein  shock 
therapy  in  the  form  of  intravenous  typhoid  vaccine, 
hot  compresses,  and  fervent  prayer  result  in  im- 
provement. In  the  acute  conditions  the  advent  of 
ACTH  and  cortisone  therapy  has  appeared  to  help 
considerably.  However,  we  must  not  lose  sight  of 
the  fact  that  they  are  of  little  value  in  the  chronic 
conditions  and  that  the  acute  conditions  tend  to  heal 
spontaneously.  It  is  the  chronic  conditions  to  which 
we  must  direct  our  attention. 

Uveitis  is  known  to  cause  approximately  12  per 
cent  of  blindness.  It  ranks  equally  with  glaucoma 
as  a cause  of  blindness.  In  addition,  recent  patho- 
logic studies  have  shown  that  eyes  enucleated  for 
what  was  considered  clinically  as  primary  glaucoma, 
on  re-examination,  have  been  diagnosed  as  chronic 
uveitis  with  secondary  glaucoma. 

The  importance  of  these  nonspecific  inflammations 
as  known  causes  of  blindness  should  encourage  us  to 
seek  the  etiology  in  every  case. 

Notwithstanding  the  lack  of  absolute  proof  of  the 
theory  of  focal  infection  in  man,  it  seems  likely  that 
there  is  a group  of  endogenous  ocular  inflammations 
produced  by  sensitization  of  the  uveal  tract  or  other 
ocular  tissues  which  may  later  be  activated  by 
bacterial  products  or  by  the  bacteria  themselves. 

The  great  variation  in  the  proportion  of  cases  of 
uveitis  attributed  to  different  infections  by  various 
investigators  indicates  the  complexity  of  the  diag- 
nostic situation.  For  example,  in  France  syphilitic 
treatment  is  administered  even  when  little  evidence 
of  syphilis  exists.  In  Germany  uveitis  patients  are 
treated  for  tuberculosis,  whereas  in  England  foci  of 
infection  are  usually  considered  as  causal.  In  the 
United  States  some  groups  remove  or  treat  foci; 
others  prescribe  for  syphilis  and  tuberculosis. 

From  our  experience  in  the  Focal  Infection  Clinic, 
New  York  Eye  and  Ear  Infirmary,  the  percentage  of 
eye  cases  which  respond  to  the  treatment  of  chronic 
infections  is  considerably  greater  than  usually  re- 
ported. We  attribute  this  response  to  the  careful 
study  which  is  given  each  patient.  Besides  the 
routine  studies  and  examinations,  particular  atten- 
tion is  paid  to  chronic  infections  of  the  head  and 
neck.  In  this  way,  many  infections  have  been  un- 
covered which  might  otherwise  have  been  over- 
looked. 

Although  it  is  too  early  to  make  definite  conclu- 
sions from  our  work,  we  believe  it  is  significant  that 
attention  to  chronic  infections  has  appeared  to  im- 
prove the  eye  condition  present  in  about  50  per  cent 
of  cases.  It  is  most  significant,  as  far  as  this  paper 
is  concerned,  that  of  these  cases  about  90  per  cent  of 
the  infections  were  found  in  the  upper  respiratory 
tract.  We  have  found  that  the  otolaryngologist 
occupies  a key  position  in  the  etiologic  investigation 
of  patients  with  nonspecific  inflammations  of  the 
eye.  His  careful  examination  and  conscientious 
treatment  may  mean  the  difference  between  blind- 
ness or  the  salvation  of  an  eye  in  many  cases. 


TREATMENT  OF  CARCINOMA  OF  THE  EXTRINSIC  LARYNX  AND 
LARYNGOPHARYNX 

John  F.  Daly,  M.D.,  New  York  City 

( From  the  Department  of  Otorhinolaryngology , New  York  University  Post-Graduate  Medical  School) 


UNTIL  1945,  the  interest  in  treatment  of 
laryngeal  carcinoma  was  centered  on  the 
lesions  that  arose  on  the  true  cords  and  their  im- 
mediate vicinity,  the  so-called  intrinsic  growths 
of  the  larynx.  The  high  cure  rate  of  these  lesions, 
when  diagnosed  early,  was  properly  emphasized. 
In  contrast  to  this  was  the  attitude  toward  le- 
sions arising  from  the  supraglottic  structures, 
i.e.,  above  the  edge  of  the  ventricular  bands  and 
from  the  adjacent  parts  of  the  larvngopharynx. 
The  prognosis  of  this  group  was  uniformly  poor. 
Frequently  the  terms  extensive,  advanced,  and 
inoperable  were  applied  to  the  group. 

The  early  hopes  that  radiation  therapy  would 
find  its  greatest  usefulness  in  the  management  of 
extrinsic  carcinoma  of  the  larynx  have  not  ma- 
terialized. Cure  rates  ranging  from  5 to  12  per 
cent  with  radiation  have  not  engendered  any 
enthusiasm.1  Del  Regato,  in  discussing  this,  has 
said,  “In  the  entire  group  of  hypolaryngeal  and 
pharyngolaryngeal  tumors,  the  accomplish- 
ments of  radiotherapy  have  been  rather  poor.”2 
The  search  for  a more  effective  therapy  has 
tinned  again  to  surgery. 

Recent  advances  in  anesthesia,  the  use  of 
antibiotics,  new  surgical  technics,  and  better 
pre-  and  postoperative  care  have  extended  the 
boundaries  of  surgery  to  include  this  entire  re- 
gion. The  principles  of  surgery  for  this  group 
are  becoming  standardized.3,4 

Definitions 

By  extrinsic  larynx  is  meant  that  portion  of 
the  larynx  above  the  free  border  of  the  ventric- 
ular bands.  It  includes  the  vestibule  of  the 
larynx,  the  epiglottis,  aryepiglottic  folds,  ary- 
tenoids.  and  postcricoid  region.  It  does  not  in- 
clude the  subglottic  region  which,  because  of  the 
poor  prognosis  of  tumors  arising  in  this  area,  is 
considered  by  some  authors  as  extrinsic. 

Included  in  this  group  are  lesions  arising  from 
the  intrinsic  larynx  but  invading  secondarily  the 
supraglottic  structures. 

The  larvngopharynx  extends  from  the  pharyn- 
goepiglottic  folds  and  vallecula  to  the  opening  of 
the  esophagus  at  the  inferior  border  of  the  cricoid. 
Its  main  structure  is  the  pyriform  sinus,  which 
lies  lateral  to  the  larynx  on  either  side,  forming 
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two  gutters  which  end  at  the  mouth  of  the  esoph- 
agus. The  free  border  of  the  aryepiglottic 
fold  is  taken  as  the  dividing  line  between  the  ex- 
trinsic larynx  and  the  larvngopharynx. 

Carcinomas  arising  in  these  locations  may  be 
discussed  as  a group  because  of  the  similarity  in 
their  clinical  course,  diagnosis,  and  prognosis  and 
also,  for  the  purpose  of  this  paper,  because  of 
their  accessibility  to  the  newer  extensive  surgical 
technics. 

While  there  is  justification  for  considering  these 
lesions  as  a group,  statistical  analysis  on  such  a 
basis  would  be  without  meaning.  For  reporting 
results  of  therapy,  the  exact  anatomic  location  of 
the  lesion  should  be  used.  Only  on  that  basis 
can  we  compare  results  of  therapy,  for  example,  in 
cancer  of  the  epiglottis,  pyriform  sinus,  ary- 
epiglottic fold,  and  others. 

There  are  many  factors  contributing  to  the 
poor  prognosis  characteristic  of  this  group. 
Among  these  are  the  following: 

1 . Late  Diagnosis. — Carcinoma  of  the  extrinsic 
larynx  arises  in  the  silent  areas,  often  reaching 
considerable  size  before  producing  symptoms. 
Sore  throat  and  slight  pain  on  swallowing  are 
tolerated  by  the  patient  for  months,  as  a slight 
inconvenience,  before  medical  advice  is  sought. 
Not  infrequently  the  symptoms  are  treated 
lightly  by  the  physician,  and  the  patient  is  given 
lozenges  containing  an  antibiotic.  Valuable 
time  is  lost  in  this  way.  Pain  radiating  to  the 
ear  may  be  the  initial  symptom  of  malignant 
ulceration  in  the  throat.  Hoarseness  develops 
when  the  lesion  extends  into  the  larynx  or  pro- 
duces edema  of  the  cords.  Dyspnea  and  dys- 
phagia are  late  symptoms,  occurring  when  the 
lesion  is  large  and  bulky.  Enlargement  of 
cervical  glands  is  the  presenting  symptom  in  30 
per  cent  of  cases. 

2.  Greater  Incidence  of  Cervical  Metastasis  at 
Time  of  Diagnosis. — This  is  due,  in  part,  to  the 
fact  that  the  diagnosis  is  made  late  and  the  lesion 
has  become  extensive;  in  part,  it  is  due  to  the 
rich  lymphatic  plexus  of  the  region,  which  is  con- 
ducive to  metastasis.  Rouviere  has  described 
two  lymphatic  capillary  networks  draining  the 
mucosa  of  the  larynx,  the  subglottic  network  and 
the  supraglottic  network.5  These  are  separated 
from  each  other  by  the  true  vocal  cord,  on  which 
the  lymphatic  vessels  are  scanty. 

The  supraglottic  lymph  capillary  network 
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drains  into  collecting  trunks,  which  gather  lymph 
from  the  vestibule,  epiglottis,  and  aryepiglottic 
fold.  These  cross  the  aryepiglottic  fold  and 
pass  deep  to  the  mucosa  of  the  pyriform  sinus, 
where  they  are  joined  by  the  collecting  trunks, 
which  drain  the  pyriform  sinus  and  lateral  pharyn- 
geal wall.  These  trunks  then  pass  through  the 
thyrohyoid  membrane  with  the  superior  laryngeal 
vessels  and  nerves.  On  the  outer  surface  of  the 
membrane,  the  collecting  trunks  diverge — one 
going  superiorly  to  a subdigastric  node,  another 
going  transversely  to  a node  at  the  junction  of 
the  common  facial  vein  and  the  internal  jugular, 
and  the  third  descending  to  a midjugular  node  in 
the  vicinity  of  the  omohyoid  muscle. 

Collecting  lymphatic  trunks  from  the  posterior 
pharyngeal  wall  pass  outward  near  the  posterior 
border  of  the  thyroid  cartilage  and  empty  into 
the  lateral  retropharyngeal  nodes  or  directly  into 
a node  of  the  internal  jugular  chain.  Spread 
from  the  primary  lesion  takes  place  by  emboliza- 
tion of  the  cancer  cells  to  these  deep  cervical 
nodes.  They  are  the  first  echelon  of  protective 
barriers  which  limit  the  spread  of  cancer  to  the 
other  cervical  nodes  and  beyond  these  to  the  rest 
of  the  body. 

Tumors  of  this  region  are  less  differentiated 
than  those  arising  from  the  true  cord  and  hence 
will  metastasize  more  rapidly. 

These  three  factors,  the  lateness  of  diagnosis, 
the  rich  lymphatic  network,  and  the  more  anaplas- 
tic type  tumor,  combine  to  produce  a poor  prog- 
nosis for  carcinomas  arising  in  the  extrinsic  larynx 
and  laryngopharynx. 

A corollary  to  this  is  that  the  cervical  lymph 
node  metastasis  has  a dominant  part  in  diagnosis, 
prognosis,  and  treatment  of  these  tumors. 

Problems  in  Diagnosis 

1.  Diagnosis  of  the  Primary  Lesion. — The 
size,  extent,  and  exact  anatomic  location  should  be 
determined  in  each  case  by  mirror  and  direct 
laryngoscopic  examination.  The  amount  of  in- 
filtration can,  at  times,  be  determined  by  digital 
palpation  of  the  lesion,  when  it  extends  into  val- 
lecula and  base  of  tongue  and  upper  portion  of  the 
pyriform  sinus.  The  extension  of  a lesion  in- 
teriorly toward  the  esophagus  seriously  alters  the 
prognosis  and  extent  of  surgery;  hence  it  is  im- 
portant to  visualize  the  cricopharyngeus  directly 
in  each  case.  X-ray  visualization  using  a lateral 
soft  tissue  film  of  the  neck,  with  and  without 
barium,  gives  confirmative  information  of  the 
extent  of  the  tumor.  Histologic  examination  of 
tissue,  removed  by  either  direct  or  indirect 
laryngoscopy,  establishes  the  diagnosis. 

2.  Diagnosis  of  Cervical  Lymph  Node  Metasta- 
sis.— The  diagnosis  of  palpable  nodes  in  the  neck 
depends  upon  the  thoroughness  and  experience 


of  the  examiner.  The  location,  size,  degree  of 
firmness,  and  mobility  of  the  nodes  are  noted  and 
compared  with  the  normal  and  with  nodes  of  the 
opposite  side.  From  a clinical  examination,  one 
can  conclude  only  that  nodes  are  palpable  and 
can  estimate  their  size.  Abnormally  enlarged 
nodes  in  the  presence  of  a primary  lesion  are  highly 
suggestive  of  presence  of  metastatic  disease.  The 
positive  diagnosis  of  nodal  metastasis  is  made 
only  by  histologic  examination.  Aspiration 
biopsy  using  special  needles  has  the  advantage  of 
creating  the  least  amount  of  trauma  in  the  op- 
erative field.  Incisional  biopsy  is  objectionable 
because  of  the  inflammatory  reaction  which 
makes  subsequent  neck  dissection  difficult. 

Incisional  biopsy  and  frozen  section  at  the 
time  of  operation  have  been  done,  but  this  pro- 
cedure has  many  weaknesses.  It  assumes  that 
the  surgeon  can  select  the  proper  node  and  that 
the  pathologist  can  pick  up  tumor  tissue  on  one 
or  two  sections  studied.  While  this  would  be 
successful  in  cases  where  nodes  are  obviously  in- 
volved, it  would  frequently  fail  in  the  most  im- 
portant group  where  there  is  real  doubt. 

The  value  of  aspiration  biopsy  will  depend  upon 
a number  of  factors,  the  most  important  being  the 
enthusiasm  of  those  using  the  technic.  It  will 
be  most  successful  when  pursued  diligently  by 
the  surgeon  and  a cooperative  pathologist,  who 
is  willing  to  make  a diagnosis  on  the  small  amount 
of  tissue  submitted. 

X-ravs  of  chest  and  physical  examination 
looking  for  spread  to  mediastinum  and  lung  com- 
plete the  workup. 

After  such  a workup,  it  is  obvious  that  cases 
would  fall  into  two  main  groups:  (1)  cases  with  a 
positive  primary  and  positive  nodes  proved  by 
biopsy  and  (2)  cases  with  a positive  primary  and 
no  palpable  nodes  and  those  with  palpable  nodes 
which  are  negative  on  biopsy. 

Where  the  primary  and  nodes  have  been  proved 
positive,  the  picture  is  clear-cut.  The  consensus 
of  surgeons  is  to  remove  the  entire  cancer-bearing 
field,  the  primary,  intermediate  lymph  vessels, 
and  lymph  nodes,  en  bloc  or  in  continuity.  When 
the  nodes  are  not  palpable  or  cannot  be  proved 
positive,  the  problem  of  management  is  open 
to  differences  of  opinion. 

The  surgeon  must  decide  whether  to  do  a neck 
dissection  in  such  an  instance  or  to  wait  until  the 
nodes  become  palpable  and  positive.  The  term 
prophylactic  has  been  given  to  the  neck  dissec- 
tion carried  out  before  the  nodes  are  clinically 
positive.  It  has  been  pointed  out  that  this  term 
is  an  unfortunate  one  in  this  instance,  because  the 
operation  does  not,  in  the  strict  sense  of  the 
word,  prevent  spread  of  cancer  to  the  cervical 
nodes.6  Nor  is  the  term  made  more  acceptable 
by  redefining  it  in  a more  restricted  sense.  We 
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prefer  the  term  elective  neck  dissection,  because 
it  places  the  emphasis  on  the  fact  that  the  sur- 
geon makes  the  choice.  An  elective  neck  dis- 
section, done  preferably  at  the  time  of  resection  of 
the  primary,  is  recommended  for  the  following- 
reasons  : 

1.  In  all  extrinsic  carcinomas  of  the  larynx 
and  laryngopharynx,  the  incidence  of  metastasis 
is  high — 50  to  71  per  cent. 

2.  In  carcinomas  of  the  larynx  and  laryngo- 
pharynx, where  the  nodes  were  clinically  nega- 
tive, there  was  a high  incidence  of  metastasis,  as 
proved  by  examination  of  surgical  specimens  re- 
moved in  elective  neck  dissections.  Ogura  and 
Bello  report  an  incidence  of  38.8  per  cent.7 

3.  With  the  neck  open  for  the  removal  of  the 
primary  lesion,  the  surgeon  has  the  best  oppor- 
tunity of  doing  a complete  neck  dissection  with- 
out cutting  across  the  lymphatics. 

4.  Where  neck  dissection  was  delayed  until 
nodes  became  clinically  positive,  results  were 
poor  as  judged  by  control  of  local  disease. 

The  case  for  elective  neck  dissection  in  continu- 
ity is  strengthened  by  the  fact  that  the  mortality, 
morbidity,  and  disability  of  the  patient  are  not 
appreciably  increased.  Those  who  reason  against 
the  elective  neck  dissection  point  out  that  a 
large  number  of  needless  neck  dissections  would 
be  done  and  that  the  results  would  not  be  any 
better.  It  will  take  considerable  time  before 
analysis  of  results  from  various  clinics  using  these 
policies  will  provide  the  final  answer.  The 
arguments  in  favor  of  elective  neck  dissection  in 
carcinoma  of  the  extrinsic  larynx  and  laryngo- 
pharynx are  cogent  and  present  a more  logical 
approach  toward  an  otherwise  grim  picture.  In 
our  opinion,  neck  dissection  in  continuity  with 
laryngectomy  is  the  procedure  of  choice. 

The  scope  of  the  surgical  problem  includes  the 
following:  (1)  removal  of  the  primary  lesion  by 
laryngectomy,  partial  pharyngectomy,  and  when 
necessary,  removal  of  base  of  tongue;  (2)  re- 
moval of  the  cancer-bearing  lymph  nodes  of  the 
neck,  and  (3)  the  preservation  of  continuity  of 
the  intermediate  lymphatics. 

The  cervical  lymph  nodes  are  contained  in  the 
soft  tissues  of  the  neck,  enclosed  between  the  skin 
and  the  prevertebral  fascia,  extending  from  the 
mandible  above  to  the  clavicle  below  and  from 
the  anterior  border  of  the  trapezius  to  the  mid- 
line on  each  side.  Rouviere  has  given  the  best 
description  of  lymphatics  of  this  region.5  He 
divides  them  into  two  groups,  a superficial  and  a 
deep  group.  The  superficial  lymphatics  and 
nodes  are  associated  with  the  external  jugular 
vein  and  are  involved  only  when  tumor  tissue 
becomes  attached  to  the  skin.  The  deep  group 
of  nodes  are  (1)  the  internal  jugular  group,  (2) 
the  spinal  accessory  group,  and  (3)  the  transverse 


cervical  group.  The  internal  jugular  nodes  are 
divided  into  three  groups:  (1)  the  upper  deep 
jugular  nodes  or  subdigastric  nodes,  (2)  the  mid- 
jugular, and  (3)  the  inferior  jugular  nodes.  The 
upper  deep  cervical  nodes  are  connected  with  the 
accessory  chain  of  nodes  which  accompany  the 
accessory  nerve  downward  and  interiorly  in  the 
posterior  triangle.  The  transverse  cervical  group 
of  nodes  connects  the  accessory  group  with  the 
jugular  group  in  the  lower  portion  of  the  neck. 
They  accompany  the  transverse  cervical  artery 
and  terminate  at  the  jugular-subclavian  junction. 
The  upper  deep  jugular  nodes  receive  the  collect- 
ing trunks  from  the  parotid  nodes  and  those  in 
the  submandibular  triangle.  Because  of  this 
connection,  they  may  become  a pathway  of  ex- 
tension of  metastasis;  hence  the  nodes  of  the 
tail  of  the  parotid  and  of  the  submandibular  space 
are  included  in  the  surgical  field. 

The  removal  of  cervical  nodes  is  accomplished 
by  removing,  en  bloc,  the  fatty  areolar  tissue  con- 
taining the  nodes  plus  the  sternomastoid  muscle, 
internal  jugular  vein,  and  carotid  sheath. 

Selection  of  Cases 

Patient  must  be  free  of  generalized  metastasis 
as  shown  by  x-ray  of  chest  and  long  bone  and 
spine.  Extension  to  superior  mediastinal  lymph 
nodes  or  beyond  the  field  of  surgery  should  not 
have  taken  place. 

The  patient  must  be  a good  operative  risk. 

The  primary  lesion  should  be  resectable. 

It  is  frequently  stated  that  the  lymph  nodes 
•should  be  movable,  not  fixed  to  the  deep  struc- 
tures of  the  neck.  In  this  regard,  we  have  as- 
sumed a more  liberal  attitude  and  operated  where 
fixation  of  nodes  was  present  and  have  frequently 
found  them  to  be  resectable.  Fixation  to  the 
common  or  internal  carotid  has  been  considered 
by  most  surgeons  as  a limiting  factor  in  complete 
removal  of  tumor  tissue,  because  of  the  40  to  50 
per  cent  mortality  attending  resection  of  these 
vessels.  Even  this  barrier  to  complete  resection 
is  being  removed  with  the  introduction  of  new 
technics  of  vascular  surgery  permitting  the  graft- 
ing of  vein,  when  the  common  and  internal  caro- 
tid are  resected. 

Description  of  Procedure 

Anesthesia  consists  of  Sodium  Pentothal  in- 
travenously, with  nitrous  oxide  and  oxygen. 
The  nitrous  oxide  and  oxygen  are  delivered 
through  a short  anode  tube,  introduced  through  a 
tracheostomy  opening  made  at  the  onset  of 
operation. 

There  are  two  types  of  incision — one,  the  clas- 
sical Y incision,  which  may  be  modified  by  add- 
ing another  limb  interiorly,  and  the  other  a U 
incision  (Fig.  1).  The  latter  is  essentially  a collar 
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Fig.  1.  (A)  Incisions  for  unilateral  radical  neck 

dissection  and  laryngectomy  in  continuity. 

(B)  Incisions  for  bilateral  radical  neck  dissection 
and  laryngectomy  in  continuity. 


Epaiottia  Tumor 


incision  made  below  the  level  of  the  cricoid,  with 
the  vertical  limbs  extending  upward  along  the 
posterior  border  of  the  sternomastoid  muscle  to 
the  mastoid  process.  This  incision  gives  access 
to  both  sides  of  the  neck  and  is  preferred  for 
bilateral  neck  dissections.  We  have  modified  it 
by  adding  a limb  extending  into  the  supraclavic- 
ular fossa  on  each  side.  This  gives  perfect  ex- 
posure of  the  posteroinferior  angles  of  the  neck. 
The  flaps  developed  by  these  incisions  include  the 
platysma.  This  insures  an  adequate  blood  sup- 
ply and  prevents  loss  of  tissue. 

Dissection  of  the  lymph  node-bearing  tissue  is 
started  along  the  anterior  border  of  the  trapezius. 
The  accessory  nerve  is  isolated  early  and  dis- 
sected upward  through  the  sternomastoid.  It  is 
preserved  in  cases  in  which  it  is  not  attached  to 
involved  nodes.  When  the  nerve  is  resected, 
shoulder  droop  develops  and  postoperative  pain 
is  common. 

Next,  the  mass  is  separated  from  the  clavicle, 
and  the  posterior  belly  of  the  omohyoid  is  identi- 
fied and  incised.  The  plane  of  cleavage  for  the 
dissection  is  the  prevertebral  fascia. 

The  sternal  and  clavicular  heads  of  the  sterno- 
mastoid are  separated  from  their  bony  attach- 
ments. The  carotid  sheath  and  its  contents  are 
identified.  The  internal  jugular  is  separated 
from  the  vagus  and  common  carotid,  clamped, 
cut,  and  ligated,  so  that  the  internal  jugular  and 
carotid  sheath  are  taken  with  the  specimen  (Fig. 
2). 

The  phrenic  nerve  is  identified  and  avoided,  as 
it  lies  beneath  the  prevertebral  fascia  and  on  the 
scalenus  anticus.  The  thoracic  duct  is  situated 
at  the  junction  of  the  internal  jugular  and  sub- 
clavian vein.  It  is  identified  before  ligation  of 
the  vein  and,  if  injured  during  the  dissection,  is 
carefully  ligated  to  control  leak  of  chyle. 

The  dissection  is  carried  upward  in  the  plane  of 
the  prevertebral  fascia.  The  superior  attach- 
ment of  the  sternomastoid  muscle  is  severed  from 
the  mastoid  process.  The  tail  of  the  parotid  and 


Fig.  2.  Drawing  of  a surgical  specimen,  showing 
larynx  with  large  exophytic  growth  and  node-bear- 
ing tissue. 

the  contents  of  the  submandibular  and  submental 
triangle  are  dissected  from  above  downward. 
The  jugular  vein  is  ligated  at  the  base  of  the  skull. 
Included  in  the  tissue  mass  are  the  submandibu- 
lar gland  and  lymph  nodes.  The  dissection  is 
carried  down  to  the  superior  border  of  the  hyoid 
bone. 

The  dissection  is  carried  forward  from  the  pos- 
terior triangle  to  the  anterior  triangle,  rolling  the 
specimen  off  the  carotid  artery  and  vagus  nerve, 
like  a carpet.  The  specimen  is  now  attached 
along  the  lateral  border  of  the  laryngopharynx  on 
the  side  of  the  lesion. 

The  larynx  is  now  skeletonized  on  the  side  op- 
posite the  lesion  by  separating  the  pretracheal 
muscles  from  the  larynx  and  hyoid  bone,  and  the 
lobe  of  the  thyroid  gland  is  separated  from  the 
trachea.  The  hyoid  bone  is  dissected  from  the 
muscles  of  the  tongue.  The  pharynx  is  opened 
at  a point  removed  from  the  location  of  the  lesion. 

With  the  lesion  in  view,  the  larynx  and  the  in- 
volved section  of  the  pharynx,  with  the  block  of 
node-bearing  tissue  attached,  is  dissected  from 
the  pharynx.  The  trachea  is  transected  between 
the  second  and  third  ring.  An  opening  is  made 
in  the  midline  of  the  neck  and  the  trachea  sutured 
to  the  skin.  The  pharynx  is  closed  with  a double 
inverting  layer  of  interrupted  black  silk  sutures. 

Drains  are  inserted  in  the  upper  and  lower  ends 
of  the  wound.  A large  pressure  dressing,  rein- 
forced with  elastoplast,  is  applied.  Soft  plastic 
sponges  are  included  in  the  dressing  to  maintain 
an  even  pressure.  A catheter  is  placed  into  the 
esophagus  for  feeding. 

Postoperative  Care 

Penicillin,  400, 000  units,  is  given  twice  a day, 
intramuscularly.  Intravenous  fluids  are  con- 
tinued for  the  first  twenty-four  hours. 
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Fig.  3. 


A 


B 


C 


Postoperative  appearance  of  patient:  (.4)  front  view,  ( B ) lateral  view,  and  (C)  front  view  demon- 
strating the  preservation  of  the  mandibular  branch  of  the  facial. 


Tube  feeding  starts  the  following  day,  with  a 
high  vitamin  diet.  The  patient  sits  up  on  the 
following  day  and  is  encouraged  to  move  about. 

Sutures  are  removed  on  the  sixth  to  tenth  day. 
Feeding  by  mouth  starts  about  the  seventh  to 
tenth  day. 

Postoperative  Complications 

Infection  is  uncommon  and  is  usually  con- 
trolled by  antibiotics.  There  may  be  leak  of  chyle 
from  the  thoracic  duct.  This  should  be  con- 
trolled immediately  by  opening  the  wound  and 
closing  the  duct  with  fine  silk  sutures. 

Hemorrhage,  usually  due  to  slipping  of  suture 
on  major  vessel  or  as  a complication  of  wound 
sepsis,  may  occur.  One  of  our  cases  developed  a 
wound  infection,  and  the  common  carotid  artery 
ruptured.  This  was  successfully  controlled  by 
repair  of  the  artery  and  subsequent  ligation  with- 
out sequela. 

Pneumothorax  and  mediastinal  emphysema 
may  develop.  During  the  early  part  of  the  neck 
dissection,  the  pleura  may  be  injured,  causing  a 
leak  of  air  into  the  pleural  cavity.  This  calls  for 
prompt  action.  Thoracentesis  and  underwater 
drainage  should  be  established  as  soon  as  diagno- 
sis is  made. 

Results 

Since  1948,  31  cases  of  cancer  of  the  extrinsic 
larynx  and  laryngopharynx  have  been  treated 


surgically  in  the  Department  of  Otolaryngology 
at  Bellevue  and  University  Hospitals.  The 
surgical  procedure  consisted  of  laryngectomy  or 
laryngopharyngectomy  with  radical  neck  dis- 
section. In  26  cases  the  neck  dissection  and 
laryngectomy  were  carried  out  as  one  procedure. 
There  was  one  postoperative  death.  This 
patient  died  of  a pulmonary  embolus  on  the  tenth 
day  after  operation,  having  developed  a throm- 
bophlebitis of  the  right  saphenous  vein.  In  four 
cases,  a bilateral  neck  dissection  and  laryngec- 
tomy were  done  in  one  stage,  because  of  bilateral 
lymph  node  metastasis. 

It  is  not  the  purpose  of  this  paper  to  render  a 
statistical  analysis.  We  wish  to  report  that,  in 
our  experience,  the  combined  procedure  of 
laryngectomy  and  neck  dissection  has  been  very 
encouraging  (Fig.  3).  Even  in  instances  when 
distant  metastasis  has  occurred  subsequent  to 
operation,  the  patient  is  far  more  comfortable 
when  relieved  of  the  mass  of  sloughing  tumor, 
w'hich  obstructs  air  and  food  passages. 

Conclusion 

1.  (Metastasis  to  the  cervical  lymph  nodes  is 
the  most  important  factor  in  diagnosis,  prognosis, 
and  treatment  of  cancer  of  extrinsic  larynx  and 
laryngopharynx. 

2.  Radiation  therapy  has  produced  poor  re- 
sults with  this  group  of  tumors. 

3.  Radical  neck  dissection,  plus  laryngectomy 
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or  laryngopharyngectomy  in  continuity,  is  the 
procedure  of  choice. 

4.  In  extensive  carcinoma  of  larynx  or  laryn- 
gopharynx,  an  elective  neck  dissection  should 
be  done  in  continuity  with  laryngectomy  or 
pharyngolaryngectomy,  even  when  lymph  nodes 
are  not  palpable. 

5.  Results  of  this  surgical  technic  are  en- 
couraging, from  the  standpoints  of  both  cure  and 
palliation. 
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“SOFTENED,  BENT,  AND  GUIDED” 

I was  talking  with  a friend  of  mine  and  he  said, 
“Did  you  ever  read  the  last  chapter  of  De  Tocque- 
ville’s  Democracy  in  America ?”  I had  read  some  of 
it  but  I never  got  to  the  last  chapter.  I went  back 
to  the  book  and  found  the  most  amazing  prediction 
of  what  is  threatening  us  today.  De  Tocqueville 
was  a young  French  nobleman  who  came  over  to 
this  country  in  the  1830’s,  120  years  ago,  and  after 
looking  us  all  over  and  examining  democracy  in  its 
operation  in  this  country,  he  wrote  some  words  that 
I think  ought  to  be  imbedded  in  the  consciousness  of 
every  American  because  they  represent  the  threat 
that  faces  us  today.  He  said  in  the  first  place  that 
this  country  never  needs  to  fear  a tyrant  but  it  needs 
to  fear  a guardian. 

Here  is  what  he  said,  and  he  is  talking  about 
government: 

“I  see  a happy  race  of  men.  Above  this  happy 
race  of  men  stands  an  immense  and  tutelary  power 
which  takes  it  upon  itself  alone  to  watch  over  their 
fate.  That  power  is  absolute,  minute,  regular, 
provident,  and  mild.  It  would  be  like  the  authority 
of  a parent  if  like  that  authority  its  object  was  to 
prepare  men  for  manhood;  but  it  seeks,  on  the  con- 
trary, to  keep  them  in  perpetual  childhood.  It  is 
well  content  that  the  people  should  rejoice,  provided 
they  think  of  nothing  but  rejoicing  for  their  happi- 
ness. Such  a government  willingly  labors,  but  it 


chooses  to  be  the  sole  agent  and  the  only  arbiter  for 
that  happiness.  It  provides  for  their  security,  sees 
and  supplies  their  necessities  . . . facilitates  their 
pleasures,  manages  their  principal  concerns,  directs 
their  industries,  regulates  the  descent  of  property, 
subdivides  their  inheritances,  and  what  remains  is 
but  to  spare  them  all  the  care  of  thinking  and  all  the 
trouble  of  living. 

“After  having  thus  successfully  taken  each  mem- 
ber of  the  community  in  its  powerful  grasp  and 
fashioned  him  at  will,  the  supreme  power  then  ex- 
tends its  arm  over  the  whole  community.  It  covers 
the  surface  of  society  with  a network  of  small,  com- 
plicated rules,  minute  and  uniform,  through  which 
the  more  original  minds  and  the  more  energetic  char- 
acters cannot  penetrate  to  rise  above  the  crowd. 
The  will  of  man  is  not  shattered,  but  softened,  bent, 
and  guided.  Men  are  seldom  forced  to  act,  but 
they  are  constantly  restrained  from  acting.  Such  a 
power  does  not  destroy,  it  prevents  existence;  it 
does  not  tyrannize  but  it  compresses,  extinguishes, 
and  stupefies  a people  till  each  nation  is  reduced  to 
nothing  better  than  a flock  of  timid  and  industrious 
animals  of  which  the  government  is  the  chaplain.”  I 

That  is  what  a man  1 20  years  ago  warned  us  about 
and  that  is  the  threat  which  faces  us  today.  That  I 
is  the  Welfare  State. — How  to  Keep  Our  Liberty, 
Raymond  Moley 
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ROUTINE  physical  examinations  in  private 
offices,  hospitals,  industry,  schools,  and 
the  Armed  Services  almost  always  omit  adequate 
evaluation  of  the  hearing.  Yet  the  absence  of 
definitive  records  of  auditoiy  function  in  medical 
histories  later  costs  otologists  and  those  suffering 
from  deafness  a tremendous  amount  of  un- 
necessary tune  and  anguish.  The  most  recent 
occurrence  to  highlight  the  necessity  for  proper 
routine  hearing  tests  in  hospitals  is  deafness  from 
dihydrostreptomycin  poisoning.  Insurance  and 
pre-employment  audiometry  will  soon  be  manda- 
tory if  the  noisy  trades  wish  to  protect  themselves 
from  unwarranted  suits  for  hearing  loss  which 
promise  to  reach  millions  of  dollars. 

Schools  are  already  fairly  well  along  in  their 
adoption  of  screening  audiometry,  but  industry, 
the  courts,  and  compensation  boards  are  far 
behind.  Many  of  you  may  be  in  a position  to 
insist  that  proper  testing  be  done  in  schools, 
industrial,  or  military  establishments,  and  it  is 
to  arm  you  with  the  data  which  makes  rejection 
of  routine  audiometry  inexcusable,  and  to  discuss 
the  relative  merits  of  various  types  of  screening 
procedures  that  this  paper  is  being  presented. 

There  is  no  accurate  test  of  hearing  capacity 
generally  available  except  pure  tone  audiometry. 
It  has  been  known  for  years  that  the  old-fash- 
ioned, unmonitored  spoken  word  tests,  even  when 
done  carefully,  according  to  prescribed  methods, 
are  inadequate  and  grossly  inaccurate.1-3  Yet  for 
compensation  work,  in  the  legal  field,  for  the 
Veterans  Administration,  insurance,  and  the 
Aimed  Services,  the  unmonitored  spoken  word 
test  is  still  the  only  one  which  is  generally  recog- 
nized for  compensation  or  assignment  purposes. 
It  is  not  possible  to  produce  a speech  audiometer 
which  will  measure  satisfactorily  the  hearing  of 
all  types  of  individuals.  Such  a device  will 
not  test  persons  with  language  difficulties.  It  is 
probable,  therefore,  that  some  form  of  pure  tone 
audiometry  will  remain  the  most  acceptable 
universal  test  for  hearing. 

The  Veterans  Administration*  pays  large 
sums  of  money  for  service-connected  deafness. 
If  adequate  audiometric  examinations  had  been 
given  before  the  veteran  had  entered  the  service, 
a great  number  of  otic  casualties  would  have 
been  avoided,  and  many  pre-existing  cases  of 
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deafness  would  not  now  be  paid  unwarranted 
compensation.  As  things  stand  today,  just 
claims  for  compensation  cannot  be  separated 
from  the  false  ones.  Some  men  admitted 
deafness  prior  to  induction.  The  spoken  word 
test  had  failed  to  show  deafness,  and  as  fate 
would  have  it,  many  of  these  men  were  sent  into 
artillery  or  other  noisy  specialties,  such  as 
engine  testing  or  radio  work,  and  a pre-existing 
loss  was  aggravated.  We  have  had  occasion  to 
see  many  veterans  who  stated  that  after  the  first 
day  on  the  rifle  or  machine  gun  range  their 
hearing  declined.  There  is  now  no  way  to  dis- 
prove or  to  substantiate  that  such  was  actually 
the  case.  Fortunately,  the  Armed  Services  are 
now  taking  up  routine  pure  tone  audiometric 
testing,  and  eventually  this  condition  will  change 
in  the  services.  The  advent  of  low-priced,  ac- 
curate, simple  screening  audiometers,  of  the  pure 
tone  type,  makes  it  possible  to  advocate  that  in 
every  place  where  physical  examinations  are 
done  such  a device,  or  its  equivalent f should  be 
used  (Fig.  1).  General  practitioners  and  par- 
ticularly pediatricians  should  consider  the  pur- 
chase of  screening  audiometers  if  they  do  routine 
physical  checkups  of  any  type. 

Many  other  methods  have  been  tried  to  make 
hearing  tests  available  and  at  the  same  time 
accurate,  but  they  have  been  found  wanting  in 
one  way  or  another.  For  example,  in  1924  the 
4A  phonoaudiometer  group  screening  test  was 
introduced  in  New  York  State  for  use  in  schools4 
and  made  mandatory  in  1938.  In  this  test, 
numbers  in  decreasing  intensity  are  produced  by  a 
phonograph,  and  the  listener  writes  down  the 
numbers  on  an  easily  scored  chart.  Such  tests, 
although  more  accurate  than  ordinary  voice  and 
whisper  tests,  have  been  found  to  be  inadequate, 
because  they  do  not  pick  up  the  high  tone  losses 
so  important  for  prognosis  and  for  the  discrimina- 

* The  National  Research  Council  has  devised  a method  for 
figuring  compensation  ratings  for  veterans  from  pure  tone 
audiograms,  but  this  has  not  yet  been  put  into  general  use. 
Also,  it  leaves  something  to  be  desired.  Perhaps  the  new  sys- 
tem evolved  from  the  National  Research  Council  Deafness 
Committee  table  by  the  Veterans  Administration  will  be  the 
answer.  Only  time  will  tell.  The  American  Medical  Associa- 
tion Council  on  Physical  Medicine  and  the  Committee  on  the 
Conservation  of  Hearing  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology  are  also  working  on  a 
schedule  for  compensation  purposes.  This  should  provide,  as 
does  the  Veterans  Administration,  for  pure  tone  testing  as  a 
base  line. 

t Screening  audiometers  are  now  obtainable  from  the  Sono- 
tone  Company,  Elmsford,  New  York,  at  comparatively  low 
cost. 
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Fig.  1.  Screening  audiometer  for  accurate 
testing  of  the  hearing  as  part  of  routine  physical 
examinations. 

tion  of  speech.  Western  Electric  4A  and  4D 
tests  also  suffer  from  the  fact  that  they  are  done 
in  an  ordinary  noisy  schoolroom. 

Pure  tone  group  testing,  as  introduced  in  1937 
by  Munson,  was  an  advance  toward  more  uni- 
versal accurate  hearing  evaluation.6-6  He  used 
a mechanically  controlled  pulse  tone  group 
audiometer.  The  principles  involved  were  later 
used  in  the  World’s  Fair  in  1939  to  test  millions 
of  people  of  all  ages  and  degrees  of  deafness. 
This  method  takes  little  time,  but  it  requires 
trained  personnel  and  large,  soundproof  rooms, 
which  are  broken  up  into  individual  booths. 

At  the  Submarine  School  in  New  London, 
Harris7  used  Munson’s  general  method  but 
improved  upon  it  from  a practical  point  of  view, 
because  he  employed  standard,  readily  obtain- 
able equipment.  Tones  in  spurts  of  one,  two, 
and  three  were  presented  by  manipulating  the 
interrupter  of  a standard,  commercially  available 
pure  tone  audiometer.  These  spurts  of  tone 
were  heard  by  the  listeners  through  multiple 
matched  earphones.  Intensity  steps  from  well 
above  to  well  below  threshold  and  back  to  above 
threshold  again  were  obtained  with  the  regular 
intensity  dials.  The  tested  person  wrote  down 
how  many  spurts  of  tones  he  heard  at  each  in- 
tensity level.  The  test  paper  was  so  arranged 
that  it  could  be  read  at  a glance  or  inserted  in 
counting  machines.  Both  screening  time  and 
recording  time  were  reduced  to  a minimum  by 
this  method.  In  many  ways  this  is  an  acceptable 
method  for  testing  large  numbers  of  service  men 
or  workers  in  an  industry  where  there  is  excessive 
hazard  from  noise. 

To  explore  its  general  adaptability,  in  Febru- 
ary, 1948,  a survey  using  the  Submarine  School 
type  of  group  audiometry  was  done,  with  one  of 
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us  (P.L.)  on  the  team  at  Sampson  College,  New 
York.8  In  four  days,  1,409  young  adults  were  ; 
tested.  The  personnel  used  consisted  of  three 
audiometrists,  one  receptionist,  and  one  otologist. 
The  apparatus  consisted  of  a Western  Electric 
BP  audiometer  with  24  matched  phones,  a 
spare  Western  Electric  6 BP  with  nine  head- 
phones, and  a Maico  audiometer  for  individual 
testing  which  was  done  on  those  who  failed  the 
group  test. 

With  33  matched  group  phones,  66  complete 
air  conduction  audiograms  were  done  per  hour. 
This  procedure  can  be  done  more  rapidly,  if 
organized  for  faster  work,  or  if  three  instead  of 
six  frequencies  are  tested  on  each  ear. 

This  field  trial  demonstrated  that  Harris’ 
New  London  type  of  group  audiometry  requires 
too  great  a number  of  trained  personnel  for  most 
conditions.  The  administration  is  complicated. 

A large  number  of  ear  phones  must  be  carefully 
selected,  and  they  need  constant  testing;  worst 
of  all,  large  rooms  with  ambient  noise  levels  low 
enough  are  very  expensive  to  build.  To  find  a 
large  room,  with  less  than  40  db.  ambient  noise 
level  was  possible  at  Sampson  College  where  the 
buildings  were  in  an  open  field,  near  Lake  Geneva; 
but  quiet  comparable  to  what  was  obtained 
there  would  be  very  difficult  to  find  in  a city, 
without  extensive  sound  treatment  of  the  testing 
rooms.  Only  in  large,  fixed  installations,  and 
with  special  conditions  such  as  exist  at  the 
New  London  Submarine  School,  does  the  method 
have  much  to  recommend  it.8 

The  Massachusetts  Test,  as  described  by 
Johnston,  is  a similar  pure  tone  test  but  done 
with  phonograph  records  and  a maximum  of  40 
phones  at  a time.9  A scoring  sheet  is  given  to 
each  child.  The  child  underscores  “yes”  when  a 
given  tone  is  heard,  and  “no”  if  nothing  is  heard. 

At  the  end,  the  child  counts  the  “no’s.”  De- 
pending on  the  correct  proportion  of  the  “no’s,” 
the  child  passes  the  test  or  is  brought  back  for 
definitive  audiometry  in  case  he  has  failed  the 
test.  The  following  settings  are  used : 

512  cps.  at  20  db. 

I , 024  cps.  at  25  db. 

4,096  cps.  at  25  db. 

I I, 584  cps.  at  30  db. 

This  high  decibel  level  is  used  in  order  to  com- 
pensate for  the  inevitable  high  ambient  loud 
noise  in  this  group  testing  situation.  It  is  said 
that  forty  children  can  be  tested  by  the  Johnston 
method  in  seventeen  minutes.  The  objections 
to  this  test  are  the  same  as  those  we  had  against 
the  group  testing  method  test  used  at  Sampson 
College.  In  addition,  the  screening  level  is  too 
high.  This  test  will  not  pick  up  beginning  deaf- 
ness, especially  in  children.  The  scoring  method 
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Fig.  2.  Demountable  soundproofed  booth,  used 
for  individual  tests,  has  attenuation  of  about  35  db. 
When  large  groups  are  being  tested,  it  is  better  for 
the  testee  to  stand  and  adjust  the  headset  himself, 
while  the  operator  closes  the  door  behind  him 
securely.  The  operator  then  watches  through  the 
window  as  the  testee  indicates  when  he  hears  each 
test  sound  by  raising  his  hand. 

also  appears  to  be  unreliable.  The  use  of  high 
fidelity  matched  receivers  is  too  costly.  In  our 
opinion,  without  matched  phones,  and  in  ordinary 
school  rooms,  pure  tone  phonograph  audiometry, 
as  used  in  Massachusetts  schools,  is  generally 
unsatisfactory  and  only  a little  better  than 
phonograph  audiometry  using  numbers. 

To  simulate  conditions  commonly  existing  in 
military  and  industrial  situations  and  in  a further 
attempt  to  develop  a simple,  more  universally 
practical,  school,  industrial,  and  service  pro- 
cedure, screening  tests  of  the  freshman  class  at 
Columbia  College  were  undertaken  during  their 
regular  physical  examination  session,  in  the  fall 
of  1949,  1950,  and  1951.  It  was  found  that 
sweep  test  pure  tone  audiometry  could  be  brief, 
accurate,  inexpensive,  and  performed  by  un- 
trained personnel. 

The  test  procedure,  as  evolved,  can  be  done 
anywhere  and  does  away  with  most  of  the  ob- 
jections of  the  methods  described  above.  The 
method  itself  is  not  new.1-2  It  simply  combines 


Fig.  3.  Screening  tests  of  the  freshman  class 
at  Columbia  College  given  during  regular  physical 
examination  session,  in  the  fall  of  1949. 


the  best  features  of  previous  experiences  with  the 
sweep  testing  and  some  sound  treatment  of  the 
testing  area.  Audiometers  with  frequency  dials 
and  attenuator,  having  a quick  continuous  swing 
through  the  desired  notes,  and  a demountable 
soundproof  booth  solved  most  of  the  difficulties. 

The  booth  used  was  designed  by  Dr.  William 
Hardy  of  Johns  Hopkins  and  Mr.  Overton  of  the 
Ipsa  Company,  with  some  suggestions  from  us 
(Fig.  2).  It  has  a 4 by  8 foot  floor  space 
and  essentially  a 35  db.  noise  attenuation. 
Three  men  can  assemble  it  in  thirty  minutes, 
after  it  has  been  taken  out  of  shipping  crates. 
The  wall  consists  of  leatherette,  rubber  sheets, 
a light  metal  wall,  air  space,  metal  wall, 
rubber  sheeting  and  leatherette  from  outside  in. 
The  floor  stands  on  rubber-cushioned  wood 
knobs  and  is  made  of  the  same  materials  but  is 
covered  by  a rug.  A ceiling,  also  made  up  of 
the  same  layers,  is  lifted  on  top  when  the  four 
walls  are  hooked  together.* 

The  general  physical  examination  took  place 
in  the  gymnasium  of  Columbia  University  (Fig. 
3).  We  placed  two  booths  at  the  end  of  the 
examining  line.  The  ambient  noise  level  in  this 
reverberating  gymnasium  was  high,  but  not 
higher  than  is  normally  found  in  places  where 
military  or  industrial  personnel  are  usually  tested. 
There  were  about  forty  men  present  in  the  high 
ceilinged  40  by  60  foot  room  at  all  times,  and  the 
average  noise  level  was  between  60  and  70  db. 

With  noise  in  front  of  the  booth  at  a 70  db. 
level,  the  level  inside  was  36  to  34  db.  There 
was  a low  hum  from  a generator  below  which  was 
disturbing,  and  which  accounts  for  some  diffi- 
culty in  testing  the  250  and  500  frequencies. 
We  found  later  on  that  these  two  frequencies 
were  not  attenuated  to  the  same  extent  as  the 
higher  frequencies.  This  is  a situation  which  is 
generally  found  in  quiet  office  rooms.  Low  hum 
from  outside  penetrates  easily  but  rarely  inter- 


* Booth  can  be  obtained  from  the  Ipsa  Company,  Balti- 
more, Maryland. 
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Fig.  4.  Methods  for  recording  screening  tests: 
(I)  Patient  in  a quiet  room  passes  the  test  normally. 
Simple  checks  used.  (II)  Patient  with  a moderate 
high  tone  loss.  Checks  used  for  screening  at  15  db. 
Figures  used  for  lower  levels.  Noise  level  in  room 
necessitated  screening  at  15  db.  Sometimes  this 
level  must  be  20  db.  or  even  25  db.  In  any  case, 
the  patient  should  be  retested  with  a diagnostic 
audiometer,  if  possible.  (Ill)  Under  ideal  condi- 
tions screening  can  be  done  at  0 db  and  if  there  is 
time,  figures  can  be  used  for  all  frequencies.  A com- 
plete audiogram  can  be  done  and  recorded  thus, 
or  as  shown  in  Fig.  5 for  a conduction  deafness. 


feres  to  a great  extent  with  the  frequencies  most 
important  for  speech,  circa  1 ,000  and  2,000. 

At  the  beginning  of  the  general  physical  exam- 
ination experiment  at  Columbia  College,  one 
trained  audiometrist  worked  each  audiometer, 
while  two  men  who  had  never  done  testing  before 
observed.  One  neophyte  was  a premedical 
student,  the  other  an  electronics  student.  They 
learned  the  method  within  ten  minutes,  and  then 
themselves  began  accurate  sweep  check  testing 
without  any  difficulty.  Another  year  we  used  a 
laboratory  technician  and  a medical  student, 
who  required  about  the  same  training  period. 

In  1950  we  tested  a total  of  756  students  in 
three  seven-hour  days;  378  passed  the  sweep 
test  at  all  frequencies;  the  remainder,  or  about 
50  per  cent,  would  theoretically,  at  least,  have 
passed  the  spoken  word  test.  None  of  the  stu- 
dents were  severely  hard  of  hearing.  None  of 
them  needed  a hearing  aid,  but  there  were  140 
cases  that  had  a bilateral  loss  of  at  least  two 
frequencies  in  each  ear,  and  183  had  unilateral 
hearing  losses  of  25  db.  or  more  on  at  least  two 
frequencies.  Without  going  into  detail,  it  is 
safe  to  say  that  some  of  these  ears,  if  exposed  to 
loud  noises  in  the  Armed  Services  or  in  industry, 
might  suffer  significant  losses,  especially  in  the 
high  frequencies.  It  is  for  these  reasons  that 
pure  tone  audiometry  is  so  important  and  should 
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Fig.  5.  Methods  for  recording  pure  tone  audio- 
grams:  (A)  Standard  Graphic  Method.  Example 
shown  is  of  a case  of  otosclerosis  with  normal  bone 
conduction  and  depressed  air  conduction.  (B)  Same 
case  recorded  by  method  for  multiple  copies.  If 
many  audiograms  are  available,  all  air  conduction 
recordings  for  each  ear  should  be  together,  one  below 
the  other,  and  all  bone  conduction  recordings  should 
be  together,  so  that  changes  can  easily  be  seen.  (C) 
Semenov  Method  (same  case).  Briefest,  most  com- 
pact form,  in  bels;  5 db.  indicated  bv  underlining: 
3 middle  frequencies  lined  off,  500,  1,000,  2,000. 


be  used  as  a part  of  every  physical  examination. 
Using  two  neophyte  audiometrists,  there  was  no 
difficulty  in  testing  the  20  to  40  students  per 
hour  that  were  supplied  to  us  through  the  regular 
physical  examination  lines  (heart,  lungs,  abdo- 
men, extremities,  eyes,  etc.).  The  ear,  nose, 
and  throat  examination  took  much  longer  than 
the  screening  test  for  hearing,  so  that  it  was 
possible  to  do  complete  audiograms  on  all  stu- 
dents who  showed  a loss  at  any  frequency,  and 
at  the  same  time  take  less  than  two  minutes  per 
student  on  the  average,  for  the  hearing  evalua- 
tion. The  hearing  losses  were  simply  recorded 
as  shown  in  Figs.  4 and  5B,  thus  reducing 
clerical  work  to  a minimum. 

The  first  year  it  was  found  that  testing  in 
soundproofed  booths  all  day  long,  especially  with 
the  tester  in  the  room,  creates  a considerable 
amount  of  discomfort  to  the  tester  from  excess 
stuffiness  within  the  booth.  Moreover,  as  a 
result  of  the  closing  of  the  door  on  an  average 
of  about  every  two  minutes,  the  pressure  changes 
might  cause  aero-otitis  after  a time.  For  this  rea- 
son, it  is  recommended  that  the  tester  sit  outside 
and  observe  through  the  glass  window,  as  was 
done  in  subsequent  years,  and  as  shown  in  Fig. 
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2.  The  patient  stands,  places  the  phones  on  his 
ears,  and  signals  through  the  window.  Use  of  a 
soundproof  booth,  even  when  the  tester  does  not 
sit  down,  slows  the  procedure  considerably.  Most 
of  the  difficulty  arises  from  trouble  in  adjusting 
the  ear  phones  correctly,  and  in  closing  the  door 
securely. 

In  1951,  therefore,  we  tried  the  sweep  test 
without  the  soundproof  booth.  Seven  hundred 
students  of  the  freshman  class  of  Columbia  Col- 
lege were  tested.  Some  trouble  arose  from  loud, 
disturbing  noises  in  the  large  gymnasium,  since 
the  cooperation  of  the  tested  students  to  remain 
quiet  could  not  always  be  obtained.  We  still 
were  able  to  screen  at  a 15  db.  level  for  1,000  and 
2,000  cps.  but  had  to  go  up  to  a 20  db.  level  at 
250  cps.  and  500  cps.  on  several  occasions.  Next 
year  this  test  will  be  performed  in  a nearby  iso- 
lated room  with  not  too  many  persons  present  at 
the  same  time. 

Recently  we  tested  30  first,  second,  and  third 
graders  in  a private  school.  The  test  was  per- 
formed in  a quiet  dressing  room,  where  it  could 
be  done  at  a 10  db.  level  without  difficulty.  The 
children  had  been  instructed  previously  by  the 
teacher  in  the  procedure.  While  one  child  was 
tested,  two  observed.  One  teacher  kept  the 
children  quiet  on  the  outside,  while  another 
teacher  stayed  in  the  room  and  directed  the  traffic. 
It  took  exactly  two  minutes  per  child  to  do  the 
sweep  test.  This  procedure  is  recommended, 
wherever  possible.  A quiet  room  can  often  be 
found  somewhere,  and  if  so,  expensive  sound- 
proofing is  not  necessary.  A screening  audiom- 
eter, one  tester,  and  someone  to  direct  the  traffic 
and  keep  records  are  the  most  that  is  necessary. 

For  diagnostic  audiometry,  a sound-treated 
room  with  an  ambient  noise  level  below  a 40  db. 
level  is  indicated.  Since  the  cost  of  effective 
sound  treatment  is  high,  a soundproof  booth  of 
the  type  shown  in  Fig.  2 is  recommended,  unless 
sound  levels  are  very  high.  This  is  especially 
desirable  in  tuberculosis  institutions,  where  care- 
ful control  audiograms  are  essential  for  strepto- 
mycin and  dihydrostreptomycin  deafness.  Tests 
of  the  ambient  noise  in  a testing  room 
should  be  made  with  sound  level  meter,  if  pos- 
sible; if  this  fails,  however,  the  National  Re- 
search Council  Committee  on  Hearing  suggests 
that  if  the  pure  tone  audiograms  of  a normal  indi- 
vidual are  not  changed  by  ambient  noise 
when  the  receivers  of  the  audiometer  are  properly 
adjusted,  the  testing  room  can  be  considered 
adequate  for  routine  tests.3 

In  small  institutions,  where  screening  of  hearing 
is  to  be  done  on  a few  individuals  at  the  same 
time,  a regular  diagnostic  audiometer  can  also 
be  used  as  a screening  audiometer,  since  it  is  not 
economical  to  have  two  sets  of  audiometers. 


It  is  concluded  that  individual  pure  tone  audi- 
ometry in  a soundproof  booth  or  quiet  room  is  by 
far  the  most  accurate,  efficient,  and  flexible  type 
of  hearing  test  for  both  diagnostic  and  screening 
purposes.  More  should  have  been  done  about 
instituting  its  universal  use. 

The  reasons  previously  advanced  for  not  doing 
so  have  been  that  (1)  pure  tone  audiometry  was 
too  time  consuming,  (2)  it  was  too  expensive,  (3) 
it  needed  trained  personnel,  (4)  it  needed  sound- 
proof rooms,  and  (5)  speech  testing  was  better. 
We  believe  that  we  have  shown  that  these  reasons 
are  not  valid.  Pure  tone  audiometry  is  the  only 
known  accurate  method  of  testing  hearing  which 
can  be  repeated  all  over  the  countiy  for  all  age 
groups  and  regardless  of  language  difficulties. 
It  is  the  only  known  method  from  which  capacity 
to  hear  speech  can  be  calculated.  It  has  not  been 
generally  appreciated  that  audiometric  testing  of 
large  groups,  whether  speech  is  understood  or 
not,  is  feasible  and  accurate.  Even  in  the  gen- 
eral practitioner’s  office,  a precise  record  of  a per- 
son’s hearing  should  be  made,  along  with  the  rec- 
ord of  his  blood  pressure  and  his  sight.  Particu- 
larly insurance  and  industrial  physicians  and 
pediatricians  who  do  periodic  health  examina- 
tions should  not  be  satisfied  unless  they  do  audio- 
metric testing.  With  the  new  screening  audiom- 
eters, they  or  their  nurses  can  provide  this 
service,  for  we  have  shown  that  it  takes  only  a 
few  moments  for  an  intelligent  person  to  learn 
how  to  do  screening  tests.  It  is  up  to  us  as  physi- 
cians to  disseminate  knowledge  of  the  urgency 
for  proper  hearing  tests  as  part  of  the  general 
physical  examination.  Unless  we  do,  otic  casual- 
ties will  continue  to  suffer  without  recognition, 
pre-existing  defects  will  claim  unwarranted  com- 
pensation, and  valuable  time  will  be  lost  in  the 
treatment  of  preventable  deafness.  Laymen 
have  little  comprehension  of  the  devastating  psy- 
chologic effects  of  deafness  and  its  impact  on  the 
lives  of  the  persons  concerned,  and  they  should 
not  be  permitted  to  dictate  to  us  concerning 
these  matters. 

Summary 

Field  trials  and  the  various  methods  for  group 
testing  in  schools,  industiy,  and  military  estab- 
lishments are  described  and  their  advantages  and 
disadvantages  discussed.  For  routine  use,  a 
preliminary  screening,  using  pure  tone  audiome- 
try technic,  in  a quiet  place,  for  each  individual  is 
advised,  unless  complete  diagnostic  audiometry 
is  desired  and  feasible. 

Individual  pure  tone  sweep  test  audiometry 
adds  two  minutes  at  the  most  to  a routine  physi- 
cal examination  and  gives  a valuable  picture  of 
the  hearing.  It  does  not  take  more  time  than 
the  usually  prescribed,  quantitatively  useless, 
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spoken  voice  and  whisper  test.  Definitive  pure 
tone  audiometry  of  some  type  should  be  used  not 
only  by  general  practitioners  and  pediatricians, 
but  also  in  the  Armed  Services,  in  industry,  in 
health  insurance,  in  schools,  and  in  hospitals,  es- 
pecially if  streptomycin  is  being  used. 
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Discussion 

John  R.  Myers,  M.D.,  Syracuse. — Drs.  Linden- 
berg  and  Fowler  have  very  ably  described  our  pres- 
ent state  of  chaos,  inadequacy,  and  lack  of  uniform- 
ity in  the  testing  and  recording  of  hearing  among 
our  many  institutions  and  Armed  Forces. 

A large  percentage  of  the  correctable  hearing  de- 
fects occur  in  the  preschool  and  early  school  age 
children.  It  is,  therefore,  important  that  these  be 
detected  before  the  changes  become  irreversible. 

The  pediatrician  should  be  deeply  concerned  with 
detecting  these  defects.  However,  testing  could 
hardly  be  done  during  regular  office  hours  because  a 
pediatrician’s  office  at  that  time  is  anything  but  a 
quiet  place. 

It  seems  to  me  that  all  large  public  schools  should 
have  a room,  other  than  a regular  class  room,  that 
could  be  made  partially  noiseproof  permanently  for 
conducting  hearing  tests.  This  room  could  be  used 
for  other  purposes  as  well  as  for  testing  of  ears.  A 


room  of  this  nature  should  be  incorporated  into  the 
architectural  plans  of  all  good  sized  public  schools. 
Over  a period  of  years  it  would  mean  money  eco- 
nomically spent  and  well  used. 

The  phonoaudiometer  is  used  in  New  York  State 
for  group  testing  of  children  who  can  write  numbers. 
The  children  below  this  group  are  allowed  to  repeat 
the  numbers  or  words  of  decreasing  intensity.  If 
they  pass  this  test,  they  usually  have  serviceable 
hearing;  if  they  fail,  then  the  cause  may  be  either 
true  deafness  or,  on  the  other  hand,  inattention  on 
the  part  of  the  pupil,  or  a slip  in  technic.  However, 
the  false  positives  are  weeded  out  later.  As  Dr. 
Lindenberg  has  stated,  this  method  gives  us  no  hint 
as  to  the  high  tones,  and  these  are  important. 
Group  screen  testing  with  pure  tone  sweep  audiome- 
try will  give  this  information.  However,  it  seems 
that  it  would  be  wise  to  test  larger  and  more  as- 
sorted numbers  of  preschool  and  early  school  age 
children  than  have  been  reported,  before  advocating 
a complete  change-over  from  the  present  system. 

I have  been  impressed  with  the  large  number  of 
my  patients,  who  were  otologic  cripples  and  classified 
justly  as  “4  F”  in  the  second  world  war,  who  have 
been  drafted  into  the  Armed  Forces  of  late.  I can 
recall  several  who  have  had  radical  mastoidectomies 
and  others  with  large  perforated  ear  drums  with 
partial  or  unilateral  deafness.  If  this  is  the  general 
policy,  I am  sure  that  the  present  partially  filled 
veterans  hospitals  will  be  less  lacking  for  patients  in 
the  future,  and  the  cost  to  the  taxpayers  for  service- 
aggravated  cases  will  be  a staggering  figure. 

The  pure  tone  sweep  test  may  present  a somewhat 
different  problem  in  the  older  age  group  of  people 
who  have  a natural  drop  in  their  high  tones.  This 
group  may  require  a larger  percentage  of  regular 
pure  tone  audiometric  tests. 

I would  like  to  re-emphasize  the  importance  of  a 
caloric  as  well  as  an  audiometric  hearing  test,  when 
feasible,  for  all  patients  who  are  to  have  streptomy- 
cin therapy  for  over  a week’s  duration. 


“ARMCHAIR”  TREATMENT  OF  ACUTE  CORONARY  THROMBOSIS 


Preliminary  observations  that  patients  with  con- 
gestive heart  failure  seemed  to  improve  after  being 
allowed  to  get  out  of  bed  and  sit  up  in  a chair  en- 
couraged the  authors  to  make  the  clinical  trial  on  a 
series  of  81  patients  reported  in  this  paper.  They 
feel  that  results  justify  the  view  that  strict  bed  rest 
is  injurious  to  the  patient  with  congestive  heart 
failure  and  that  sitting  in  a chair  with  the  feet  de- 
pendent eliminates  some  of  the  hazards  of  1 he  recum- 
bent position.  In  this  series  the  patients  were  kept 


in  a chair  for  varying  lengths  of  time  during  the 
day  after  a maximum  of  one  week  of  strict  bed  rest. 
The  periods  were  progressively  increased.  These 
writers  report  impressive  gains  made  by  desperately 
ill  patients  after  being  allowed  to  sit  up.  Also,  they 
say,  this  method  of  treatment  seemed  to  improve  the 
psychologic  state  of  the  patient  and  had  a stimu- 
lating effect  on  his  rehabilitation. — Samuel  .4. 
Levine,  M.D.,  and  Bernard  Lawn,  M.D.,  Journal  of 
the  American  Medical  Association,  April  19,  1952 


THE  USE  OF  CONTINUOUS  INTRAVENOUS  SODIUM  PENTOTHAL 
IN  THE  TREATMENT  OF  ECLAMPSIA 

Milton  J.  Goodfriend,  M.D.,  F.A.C.S.,  Milton  D.  Klein,  M.D.,  F.A.C.S.,  and 
Irving  A.  Shey,  M.D.,  New  York  City 

( From  the  Departments  of  Obstetrics  of  Morrisania  City  and  Lebanon  Hospitals) 


THERE  is  no  sight  more  terrifying  than  an 
eclamptic  convulsive  seizure.  Although  the 
past  thirty  years  have  seen  a remarkable  re- 
duction in  the  incidence  of  eclampsia,  it  still  re- 
mains a very  serious  complication  in  the  pregnant 
woman.  Aptly  called  the  “disease  of  theories,” 
its  treatment  has  been  empiric  and  rather  un- 
satisfactory. Unfortunately,  the  Stroganoff  regi- 
men, Veratrum  viride,  magnesium  sulfate,  and 
chloral  hydrate  leave  much  to  be  desired  because 
they  do  not  prevent  a recurrence  of  the  convul- 
sions rapidly. 

Recently  O’Donel  Browne  described  the  use  of 
Sodium  Pentothal  by  continuous  venoclysis  as  a 
method  to  control  and  to  prevent  further  con- 
vulsions in  eclampsia.1  His  results  were  so 
gratifying  that  his  procedure,  somewhat  modi- 
fied, was  instituted  during  the  past  year  in  our 
hospitals. 

Method  of  Treatment 

A freshly  prepared  solution  of  0.25  or  0.3  per 
cent  Sodium  Pentothal  in  saline-free  5 per  cent, 
glucose  in  water  is  administered  by  venoclysis  at 
the  rate  of  20  drops  per  minute  as  soon  as  a con- 
vulsion occurs  or  shortly  thereafter.  A Foley 
catheter  is  inserted  into  the  bladder  and  released 
every  four  hours.  The  urine  obtained  is  measured 
and  analyzed.  Oxygen,  suction  apparatus,  laryn- 
goscope, endotracheal  catheter,  and  airway  are 
made  available.  The  pulse,  respiration,  and 
blood  pressure  are  recorded  hourly.  Penicillin 
is  given  prophylactically.  When  the  blood 
pressure,  respiration,  and  pulse  become  sta- 
bilized (usually  twelve  to  twenty-four  hours), 
the  concentration  of  the  Sodium  Pentothal 
solution  is  decreased  to  0.15  per  cent  without 
altering  the  rate  of  flow.  If  restlessness  super- 
venes, the  rate  of  flow  or  concentration  or  both 
may  be  increased.  When  diuresis  occurs,  the 
Sodium  Pentothal  solution  is  further  diluted  to 
0.075  per  cent  and  is  discontinued  when  the 
patient  is  capable  of  taking  fluids  by  mouth. 
When  the  Sodium  Pentothal  is  stopped,  pheno- 
barbital  is  substituted  orally. 

Case  Reports 

Case  1. — Mrs.  F.  R.,  a thirtv-six-year-old  white 
gravida  2,  Para  O,  was  hospitalized  during  her 
thirty-second  week  of  pregnancy  because  of  an  in- 
crease in  her  hypertension  to  160/80  and  the  ap- 
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Fig.  1.  Case  1 — Total  dosage  of  Sodium  Pento- 
thal (6.25  Gm.)  and  its  relationship  to  blood  pres- 
sure, pulse,  respirations,  and  intake  and  output. 

pearance  of  4 plus  albumin  in  the  urine.  Prena- 
tally,  she  was  normal  except  for  a blood  pressure  of 
140/80.  The  urine  and  Wassermann  were  negative. 
She  had  previously  aborted  in  1949. 

On  admission  the  blood  pressure  was  150/100. 
There  was  puffiness  about  the  face  and  slight  ankle 
edema.  The  abdomen  was  enlarged  to  thirty  weeks 
gestation,  and  fetal  heart  was  regular  and  of  good 
quality.  A catheterized  urine  specimen  showed 
4 plus  albumin  and  several  hyalin  and  granular  casts. 
The  blood  chemistry  was  normal.  Therapy  con- 
sisted of  bed  rest,  low-sodium  diet,  restricted  fluid, 
sedation,  and  magnesium  sulfate. 

Seventy-two  hours  after  admission  she  was 
awakened  from  her  sleep  by  a severe  headache  and 
epigastric  distress.  She  vomited  several  times. 
The  blood  pressure  was  220/180.  Despite  addi- 
tional sedation  she  had  a convulsion.  Five  grains  of 
Sodium  Amytal  were  given  immediately  while  a 
0.3  per  cent  Sodium  Pentothal  solution  which  was 
being  prepared  was  administered  shortly  thereafter. 
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Fig.  2.  Case  2 — Total  dosage  of  Sodium  Pento- 
thal  (3.6  Gm.)  and  its  relationship  to  blood  pres- 
sure, pulse,  respirations,  and  intake  and  output. 
(See  Fig.  1 for  legend) 

Within  a short  period  the  patient  was  quietly  asleep. 
The  blood  pressure  dropped  to  150/100.  The 
respirations  were  26  per  minute,  and  the  pulse  was 
120  and  regular.  Urinalysis  showed  4 plus  albumin, 
and  the  blood  chemistry  revealed  urea  nitrogen  31 
mg.  per  cent,  uric  acid  1.6  mg.  per  cent,  carbon  di- 
oxide combining  power  41  volumes  per  cent,  and 
potassium  5.5  mg.  per  cent.  After  twelve  hours  the 
blood  pressure,  respirations,  and  pulse  were  sta- 
bilized, and  the  Sodium  Pentothal  was  diluted  to 
0.15  per  cent  without  changing  the  rate  of  flow. 
She  remained  asleep,  although  she  was  capable  of 
being  readily  aroused.  The  urinary  output  during 
the  first  twenty-four  hours  was  only  103  cc.  and  the 
fluid  intake  1,700  cc.  During  the  next  twenty-four 
hours  the  output  increased  to  500  cc.,  and  the  blood 
pressure  varied  between  110/80  and  150/100.  The 
concentration  of  the  Sodium  Pentothal  solution  was 
further  decreased  to  0.075  per  cent.  After  seventy- 
two  hours  diuresis  occurred,  the  output  totaling  1,420 
cc.  and  the  intake  1,650  cc.  The  urine,  however,  still 
showed  4 plus  albumin.  The  Pentothal  treatment 
was  then  stopped  and  phenobarbital  substituted 
orally.  Two  days  later  a cesarean  section  was  per- 
formed, and  a living  infant  3 pounds,  4 ounces  was 
delivered.  The  baby  showed  no  evidence  of  nar- 
cosis. 

The  patient  was  discharged  on  the  twelfth 
postpartum  day  with  a normal  blood  pressure  and 
1 plus  albuminuria,  which  subsequently  cleared 
within  six  weeks  (Fig.  1). 

Case  2. — Mrs.  V.  O.,  a nineteen-year-old  white 


primigravida,  was  admitted  August  30,  1951,  in 
early  labor.  The  estimated  date  of  confinement  was 
September  15,  1951.  Her  prenatal  care  at  another 
institution  was  uneventful. 

Examination  revealed  a full-term  pregnancy  with 
the  vertex  engaged,  the  cervix  three  fingers  dilated, 
and  membranes  bulging.  There  was  1 plus  ankle 
edema.  The  eyegrounds  were  normal.  The  blood 
pressure  was  160/100.  Urinalysis  showed  1 plus 
albuminuria.  She  was  sedated  with  demerol  and 
magnesium  sulfate.  When  she  was  placed  on  the 
table  for  delivery  several  hours  later,  the  blood  pres- 
sure was  185/100.  Within  a few  seconds  a con- 
vulsion occurred  which  lasted  three  minutes.  Open 
drop  ether  was  immediately  administered  to  control 
convulsions,  following  which  she  was  delivered  of  a 
living  infant  weighing  6 pounds,  7 ounces  by  low 
forceps.  Morphine  sulfate,  ‘/4  grain,  was  then 
given.  However,  while  a fresh  solution  of  Sodium 
Pentothal  was  being  prepared,  a second  convulsion 
occurred  just  prior  to  the  completion  of  the  episiot- 
omv  repair.  This  lasted  forty  seconds.  The 
Sodium  Pentothal  therapy  was  started  shortly 
thereafter.  Within  a few  minutes  the  patient  was 
quietly  asleep.  The  color  was  good,  the  respirations 
regular,  and  the  blood  pressure  150/100.  Xo 
further  convulsions  occurred.  Blood  chemistry  was 
reported  as  follows:  uric  acid  6.4  mg.  per  cent,  urea 
nitrogen  22  mg.  per  cent,  total  protein  6.4  mg.  per 
cent.  The  albumin-globulin  ratio  was  1.  At  the 
end  of  twenty-four  hours  the  urinary  output  was 
1,380  cc.,  and  the  intake  was  1,190  cc.  The  urinaly- 
sis showed  4 plus  albumin  and  several  granular  and 
hyalin  casts.  The  rate  of  flow  was  then  decreased  to 
10  drops  per  minute  and  gradually  discontinued  when 
the  blood  pressure  was  1 10/80,  pulse  72,  and  respi- 
rations 20  per  minute.  The  albumin  disappeared 
from  urine  within  seventy-two  hours.  She  was 
discharged  on  the  eighth  postpartum  day  with  a 
normal  blood  pressure  and  urine.  The  total  amount 
of  Sodium  Pentothal  used  was  3.6  Gm.  in  1,450  cc. 
fluid  (Fig.  2). 

Case  3. — Mrs.  A.  B.,  a thirty-three-year-old  white 
gravida  2,  Para  I,  was  admitted  in  1951  because  of  an 
increase  in  hypertension,  severe  headaches,  vomiting, 
and  epigastric  distress  during  the  thirty-first  week  of 
pregnancy.  The  expected  date  of  confinement  was 
December  5,  1951.  The  previous  pregnancy  was 
uneventful,  but  subsequent  to  delivery  she  developed 
high  blood  pressure. 

The  prenatal  examination  revealed  a blood  pres- 
sure of  160/80.  The  urine  and  Wassermann  exam- 
ination were  negative.  Her  prenatal  course  was 
uneventful  until  August  23,  1950,  when  she  de- 
veloped a pyelonephritis  which  was  successfully 
treated  by  ureteral  drainage,  penicillin,  and  strep- 
tomycin. 

On  admission  the  blood  pressure  was  200/115. 
There  was  puffiness  about  the  face  and  moderate 
ankle  edema.  Fundoscopic  examination  showed 
arteriolar  spasm.  The  abdomen  was  enlarged  to 
twenty-eight  weeks,  but  no  fetal  heart  could  be 
heard.  A catheterized  specimen  of  urine  showed 
4 plus  albumin  and  8 to  10  granular  casts  per  high- 
power  field.  The  urea  nitrogen  was  15  mg.  per 
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Fig.  3.  Case  3 — Total  dosage  of  Sodium  Pento- 
thal  (3.77  Gm.)  and  its  relationship  to  blood  pres- 
sure, pulse,  respirations,  and  intake  and  output. 
(See  Fig.  1 for  legend) 


Fig.  4.  Case  4 — Total  dosage  of  Sodium  Pento- 
thal  (6.3  Gm.)  and  its  relationship  to  blood  pres- 
sure, pulse,  respirations,  and  intake  and  output. 
(See  Fig.  1 for  legend) 


cent.  The  diagnosis  was  toxemia  of  pregnancy 
superimposed  on  a prepregnancy  hypertension. 

Therapy  consisted  of  bed  rest,  500  cc.  of  25  per 
cent  glucose  in  water  intravenously,  magnesium 
sulfate  intramuscularly,  and  sedation  with  demerol 
and  phenobarbital.  Despite  treatment  the  blood 
pressure  continued  to  rise  to  230/140.  Sodium 
Amytal  (7V2  grains)  was  given  intravenously. 
However,  as  the  tourniquet  was  applied,  the  patient 
had  a convulsion  which  lasted  two  minutes.  Sodium 
Pentothal  therapy  was  then  administered.  The 
blood  pressure  dropped  to  150/100  within  thirty 
minutes.  The  respirations  were  regular,  pulse  was 
of  good  quality,  and  the  color  was  good.  She  could 
be  aroused  easily  but  otherwise  slept  quietly. 
Twelve  hours  later  the  concentration  of  Sodium 
Pentothal  solution  was  decreased  by  one  half 
because  it  was  felt  that,  she  would  continue  in  this 
calm  state  despite  the  dilution.  The  intake  for  the 
first  twenty-four  hours  was  1,250  cc.,  and  the 
urinary  output  was  only  270  cc.  After  twenty-four 
hours  the  blood  pressure  became  stabilized  between 
170/140  and  160/130.  The  concentration  of  Sodium 
Pentothal  solution  was  further  decreased  to  0.075 
per  cent.  Shortly  thereafter  it  was  noted  that  the 
patient  had  a left  hemiplegia.  Neurologic  exami- 
nation (by  consultant  neurologist)  revealed  evidences 
of  multiple  cerebral  hemorrhage. 

During  the  third  day  the  patient  became  restless, 
and  it  was  noted  that  she  was  in  labor.  The  Sodium 
Pentothal  solution  was  supplemented  by  injection 
of  3 grains  of  Sodium  Amytal  intravenously.  The 
rate  of  flow  of  the  Sodium  Pentothal  was  then  in- 


creased to  30  drops  per  minute.  Throughout  labor 
she  slept  quietly,  her  blood  pressure  remaining 
around  183/130.  The  color  was  good  and  her 
respirations  deep  and  regular.  After  three  hours 
she  was  delivered  in  bed  of  a premature,  stillborn 
infant.  Twelve  hours  later  the  blood  pressure  was 
150/100,  and  diuresis  was  established.  The  Sodium 
Pentothal  therapy  was  discontinued  and  phenobar- 
bital substituted  orally.  By  the  fifth  postpartum 
day  her  neurologic  signs  improved.  She  was  dis- 
charged from  the  hospital  on  the  twelfth  postpartum 
day  with  a blood  pressure  of  150/100  and  urine  still 
showing  4 plus  albumin. 

Six  weeks  postpartum  the  blood  pressure  was  the 
same,  but  the  urinalysis  showed  only  1 plus  albumin 
with  occasional  casts.  The  neurologic  examination 
revealed  minimal  residual  evidence  of  the  cerebral 
accident  (Fig.  3). 

Case  4—  Mrs.  Z.  D.,  a nineteen-year-old  primi- 
gravida,  entered  the  hospital  on  October  28,  1951,  in 
early  labor.  Her  expected  date  of  confinement  was 
October  31,  1951.  Her  prenatal  course  was  un- 
eventful. X-ray  examination  in  the  thirty-eighth 
week  showed  the  presence  of  twins.  History  re- 
vealed that  twenty-four  hours  prior  to  admission, 
she  had  vomited  on  several  occasions  and  had  spots 
before  the  eyes. 

On  admission  the  blood  pressure  was  150/100. 
Physical  examination  was  negative  except  for  mod- 
erate ankle  edema.  The  abdomen  was  overdis- 
tended by  the  twin  pregnancies,  and  both  fetal 
hearts  were  audible.  No  uterine  contractions  were 


2906 


GOODFRIENI),  KLEIN,  ANI)  SHEY 


[N.  V.  State  J.  M. 


noted.  The  urinalysis  was  normal.  She  was  se- 
dated and,  in  addition,  was  given  magnesium  sulfate. 
Ten  hours  later  she  complained  of  headache  and 
epigastric  distress  and  despite  further  sedation  de- 
veloped a convulsion  lasting  three  minutes.  The 
blood  pressure  was  190/100.  The  Sodium  Pentothal 
therapy  was  administered.  Within  twenty  minutes 
the  patient  was  quietly  asleep,  and  the  blood  pres- 
sure was  128/90.  After  one  hour  the  patient  be- 
came restless,  and  the  rate  of  flow  was  increased  from 
20  to  35  drops  per  minute.  Urinalysis  showed  4 
plus  albumin.  The  blood  chemistry  was  within 
normal  limits.  Six  hours  after  the  convulsion, 
strong  uterine  contractions  started  spontaneously. 
During  her  labor  the  blood  pressure  increased  to 
150/110,  and  she  became  restless.  The  rate  of  flow 
was  therefore  further  increased  to  48  drops  per  min- 
ute. She  was  delivered  under  local  anesthesia,  the 
first  twin  by  low  forceps  and  the  second  by  internal 
version  and  extraction.  Both  infants  were  cyanotic 
and  narcotized  but  responded  to  oxygen  within  a 
few  minutes.  The  infants  weighed  5 pounds,  14 
ounces  and  6 pounds,  5 ounces,  respectively.  After 
twenty-seven  hours  of  treatment  the  blood  pressure 
was  128/90,  pulse  110,  and  respirations  30  per 
minute.  The  Sodium  Pentothal  treatment  was 
then  discontinued.  Within  twenty-four  hours  all 
the  effects  of  drug  had  completely  disappeared. 
The  urinary  output  was  1,240  cc.  and  the  intake 
2,100  cc.  She  was  discharged  on  the  ninth  postpar- 
tum day.  The  blood  pressure  and  urine  analysis 
were  normal  (Fig.  4). 

Case  5. — Mrs.  J.  M.,  a forty-year-old  white  primi- 
gravida,  whose  expected  date  of  confinement  was 
November  27,  1951,  was  admitted  to  the  hospital  on 
November  18,  1951,  because  of  labor  pains.  The 
prenatal  course  had  been  uneventful. 

On  admission  the  intern  noted  the  blood  pressure 
to  be  205/100.  However,  subsequent  readings 
showed  the  systolic  to  be  180  during  uterine  con- 
tractions and  146  between  contractions.  The 
diastolic  level  was  100  during  a pain  and  84  between 
pains.  Physical  examination  was  negative.  The 
urine  contained  a trace  of  albumin.  She  was  se- 
dated with  demerol  and  scopolamine.  Three  hours 
after  admission  vaginal  examination  revealed  the 
cervix  to  be  thin  and  two  fingers  dilated  with  the 
vertex  presenting.  The  membranes  were  ruptured 
artificially.  The  fetal  heart  was  regular  and  of  good 
quality.  The  demerol  and  scopolamine  were  then 
repeated.  After  three  hours  caput  was  visible,  and 
as  the  patient  was  about  to  be  placed  on  the  stretcher 
to  be  taken  to  the  delivery  room,  she  developed  a 
convulsion  which  lasted  about  one  minute.  The 
blood  pressure  was  200/110.  She  was  immediately 
given  oxygen,  Sodium  Luminal  intravenously,  and 
magnesium  sulfate  intramuscularly.  Meanwhile, 
a fresh  solution  of  0.3  per  cent  Sodium  Pentothal 
was  being  prepared.  The  patient  was  delivered  in 
bed  by  outlet  forceps  of  a living  infant  who  cried 
immediately.  ( ,'ontinuous  intravenous  Sodium  Pen- 
tothal therapy  was  started.  Within  a few  minutes 
she  was  soundly  asleep.  The  blood  pressure  was 
170/86.  A catheterized  urine  showed  3 plus  al- 
bumin. After  fourteen  hours  the  intravenous  drip 


was  stopped.  The  blood  pressure  was  126/68. 
There  was  no  suppression  of  urine.  Seven  hours 
later  the  patient  complained  of  headache  and  epi- 
gastric discomfort.  As  a precautionary  measure, 
the  intravenous  Sodium  Pentothal  was  again  ad- 
ministered throughout  the  night.  No  further  con- 
vulsions occurred.  She  was  discharged  on  the 
eighth  postpartum  day  with  a blood  pressure  of 
146/88.  The  urine  contained  only  a trace  of  al- 
bumin. 

Comment 

The  medical  treatment  of  eclampsia  is  aimed  at 
the  control  of  convulsions,  the  correction  of  dis- 
turbed fluid  balance,  and  the  promotion  of 
diuresis.  Morphine  sulfate,  chloral  hydrate, 
magnesium  sulfate,  Veratrum  viride.  hypertonic 
glucose,  and  spinal  tap  have  been  utilized.  To 
these  we  now  add  Sodium  Pentothal.  This  drug 
inhibits  convulsions  by  depressing  the  central 
nervous  system  (cortex).  By  regulating  the  rate 
of  flow  the  amount  of  fluid  intake  can  be  controlled 
and  limited  to  1,500  cc.  in  twenty-four  hours. 
This  is  the  average  quantity  necessary  to  replace 
the  daily  extraurinary  insensible  water  loss,  thus 
maintaining  the  minimal  body  fluid  requirements,  j 

This  method  of  therapy  appealed  to  us  for 
many  reasons.  In  the  first  place  convulsions  are 
immediately  controlled.  Second,  no  special 
equipment  or  training  in  instituting  this  proce- 
dure is  necessary.  Third,  treatment  in  each 
patient  is  individualized.  Our  method  has  been 
to  give  sufficient  Sodium  Pentothal  to  produce  a 
restful  sleep,  good  color,  quiet  respirations,  and  to  i 
allow'  the  patient  gradually  to  regain  conscious-  I 
ness  when  fully  assured  that  the  danger  of  con- 
vulsive seizures  is  no  longer  likely.  The  amount 
necessary  may  differ  in  various  patients  and  may 
vary  from  time  to  time  in  the  same  patient. 
There  can  be  no  “routine”  treatment.  Restless- 
ness that  may  occur  due  to  labor  or  delivery  can 
be  controlled  by  increasing  either  the  rate  of 
flow,  the  concentration,  or  both.  If  necessary, 
the  basal  drip  dosage  could  be  supplemented,  as 
required,  from  time  to  time  by  injecting  addi- 
tional Sodium  Pentothal  into  the  drip  tube. 
Contrary  to  Browne,  we  have  continued  the 
Pentothal  for  longer  periods.  Instead  of  stop- 
ping it  suddenly,  we  have  withdrawn  the  drug 
gradually  by  repeated  dilution  and  by  reduction 
of  the  rate  of  flow  until  fluids  could  be  adminis- 
tered orally.  The  total  dosage  is  too  small  to 
produce  toxic  effects.  There  were  no  ill  effects 
from  this  treatment  even  though  it  was  carried  1 
out  for  as  long  as  seventy-two  hours.  O’Donel 
Browne  in  his  series  also  reported  no  sequelae. 

There  are  certain  potential  dangers  to  this 
method.  These  can  be  avoided  by  adopting  the 
following  safety  measures:  (1)  The  patient  must  j 
be  under  constant  supervision  by  both  the  doctor 
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and  the  nurse  while  the  intravenous  medication  is 
being  administered.  The  pulse,  respiration, 
blood  pressure,  and  color  must  be  noted  fre- 
quently. (2)  Oxygen,  suction  apparatus,  laryn- 
goscope. endotracheal  catheter,  and  airway  must 
he  available  at  all  times.  (3)  Only  freshly  pre- 
pared solutions,  not  over  twenty-four  hours  old, 
should  be  used.  Unless  the  solution  is  abso- 
lutely clear  it  should  not  be  administered. 

Summary 

The  limited  number  of  cases  presented  does  not 
permit  any  definite  conclusions.  However,  this 


preliminary  report,  which  confirms  the  findings  of 
Browne,  has  encouraged  us  to  continue  this 
method  of  treatment.  Five  cases  were  treated 
for  as  long  as  seventy-two  hours  without  danger 
to  the  baby.  The  convulsive  state  was  readily 
and  rapidly  controlled.  No  untoward  effects 
were  noted  in  the  mother. 


We  wish  to  thank  Dr.  Alex  Charlton  for  permitting  us  to 
use  Case  5. 
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THE  recent  introduction  of  the  adrenal  and 
pituitary  hormones  has  advanced  the  under- 
standing and  management  of  the  rheumatoid 
patient.  These  agents,  however,  are  not  perfect 
antirheumatoid  materials,  for  remissions  induced 
by  these  hormones  are  short  and  often  incomplete. 
Studies  on  patients  who  received  compound  E 
suggest  that  it  is  the  common  denominator  in 
pregnancy  and  jaundice  beneficial  to  the  rheuma- 
toid individual. 1 It  is  my  impression  that  another 
factor  common  to  the  two  conditions  exists  which, 
if  corrected,  will  benefit  the  rheumatoid  arthritic. 
This  is  a vagotonic  constitutional  factor.  Con- 
trarily,  I believe  that  the  existence  of  an  adrener- 
gic state  is  an  etiologic  factor  in  producing  the 
rheumatoid  diathesis. 

There  exists  a common  adrenergic  factor  in 
most  of  the  previously  proposed  causative  factors : 
The  systemic  symptoms — weakness,  anorexia, 
fever,  weight  loss,  clamminess  of  skin;  the  etio- 
logic factors — psychic  or  emotional  stress,  ex- 
haustion, and  infection;  the  laboratory  findings — ■ 
increased  sedimentation  rate  and  occasional  leu- 
kocytosis are  all  common  in  the  adrenergic  type 
of  constitutional  reaction.  Trauner  tested  the 
autonomic  response  of  rheumatoid  patients 
and  observed  the  following  results:  There  was 
adrenergic  predominance  in  56  per  cent,  ampho- 
tonia  in  32  per  cent,  and  in  12  per  cent  the 
sympathetic  system  was  not  involved.2 

The  previous  nonhormonal  therapeutic  meas- 
ures, high-caloric  and  high-vitamin  regime,  rest, 
both  psychic  and  physical,  analgesics  and  seda- 
tion, all  aimed,  unknowingly  perhaps,  at  the  re- 
moval of  the  adrenergic  state  and  the  institu- 
tion of  a normal  autonomic  condition. 

It  then  appears  logical  to  suggest  the  use  of  an 
adrenergic  blocking  agent  as  an  antirheumatoid 
drug.  I chose  to  use  the  drug  DHE#.’  It  has 
years  of  clinical  application  in  the  treatment  of 
migraine.  It  is  an  exogenous  material  with  no 
side-effects  of  a hormonal  or  metabolic  type. 

My  clinical  material  was  taken  from  general 
practice.  No  attempt  was  made  at  screening 
or  classification  because  the  medication  is  rela- 
tively nontoxic  and  also  because  classification 
of  arthropathies  is  an  artificial  one.  There  are  no 
pure  forms;  overlapping  of  pathology  and  symp- 
tomatology are  the  rule,  and  therefore  I)HE45 
was  indicated  in  all  types.  The  purpose  of  this 
report  is  to  present  another  approach  to  anti- 
rheumatoid treatment.  I hope  that  other  physi- 
cians may  accept  this  postulate  and  will  aim  at 


the  institution  of  a normal  autonomic  status  as 
part  of  their  therapy. 

My  clinical  experience  in  25  cases  treated  with 
DHE45  ranged  from  those  of  vague  prerheuma- 
toid  aches  and  pains,  acute  rheumatoid  myalgia, 
to  postclimacteric  arthropathies  of  ten  years 
duration,  patients  who  had  received  ACTH  and 
cortisone  and  those  after  gold  salt  therapy.  Al- 
though I did  not  attain  the  desired  results  in  all 
cases,  the  percentage  of  patients  helped  was 
greater  than  in  any  form  of  previously  used 
therapy. 

Therapy  with  DHE#  was  started  by  adminis- 
tering 1 cc.  intramuscularly  daily  for  seven  days. 
Administration  is  preferable  at  5 to  7 p.m.  Since 
this  period  coincides  with  the  daily  shift  from 
sympathomimetic  to  vagotonic  reaction  in  most 
individuals,  DHE  given  at  this  time  is  thus 
potentiated.  Undesirable  side-effects  may  arise 
from  the  gastrointestinal  tract  but  are  easily  con- 
trolled by  administering  belladonna  derivatives. 
Subjective  improvement  is  usually  seen  at  the  end 
of  the  first  week.  The  improvements  are,  in 
the  order  of  their  appearance,  restful  sleep  with 
relief  from  “night  cramps”  in  the  extremities, 
reduction  in  periarticular  edema,  and  reduced 
morning  stiffness.  These  subjective  complaints 
are  primarily  nocturnal. 

The  establishment  of  a physiologic  adrenergic- 
vagotonic  cycle  over  a pathologic,  continuous 
adrenergic  state  is  easier  at  night  when  the  lowest 
adrenergic  level  exists.  Therefore,  the  first 
sign  of  antirheumatoid  activity  is  seen  in  the 
alleviation  of  the  nocturnal  complaints.  Also 
evident  is  the  improved  mental  outlook  of  the 
patient.  Interest  in  surroundings  and  social 
activities  takes  place.  Other  diurnal  improve- 
ments are  seen  in  increased  appetite,  warmer 
skin,  and  a sense  of  ease  and  security. 

The  aim  of  this  therapy  is  the  production  of  a 
normal  adrenergic-vagotonic  cycle.  Correction 
of  the  adrenergic  state  should  be  attempted 
carefully  so  as  to  prevent  a rebound  vagotonia. 
Therefore,  once  the  antirheumatoid  benefits 
of  the  daily  administrations  are  attained,  the 
amount  or  frequency  of  administration  of  DHE# 
should  be  reduced  immediately.  One  cubic 
centimeter  should  be  given  every  second  day  for 
tlnce  doses,  then  1 cc.  every  third  day  for  three 
doses,  then  one-week  interval  before  further 
administration  of  DHE.  The  above  is  only  a 
suggested  guide  for  DHE  therapy.  Should  im- 
provement appear  after  three  or  four  doses, 
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reduction  in  dosage  should  be  initiated.  Should 
maximum  improvement  appear  after  seven 
doses,  dosage  should  be  reduced  rapidly  and 
DHE  withheld  until  reappearance  of  sympto- 
matology. 

Individuals  with  a predominant  vagotonic 
state,  e.g.,  allergy  or  asthma,  and  individuals 
with  cardiac  pathology  characterized  by  brady- 
cardia and  hypotension  should  not  be  placed  on 
this  therapy.  Intense  pain  is  experienced  by 
patients  who  have  had  vein  ligations  or  other 
forms  of  varicose  vein  treatment. 

In  summary,  I would  like  to  postulate  a com- 
mon etiologic  factor  in  rheumatoid  arthritis: 
the  presence  of  a continuous  adrenergic  state. 


The  treatment  of  the  continuous  adrenergic  state 
is  by  a safe  exogenous  substance,  DHE45.  Al- 
though adrenergic  blocking  materials  may  not 
be  the  ideal  antirheumatoid  substances,  they 
indicate  another  useful  approach  to  antirheuma- 
toid investigation.  It  is  our  hope  that  this  work 
will  be  investigated  further  in  an  effort  to  cor- 
roborate or  disprove  our  findings. 

2815  Grand  Concourse 
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TREATMENT  OF  LEUKEMIA 


Dr.  George  Reader:  During  the  past  several 
years  there  have  been  momentous  changes  in 
the  treatment  of  leukemia.  Some  of  the  intro- 
ductions seemed  quite  revolutionary  at  first.  By 
now  it  should  be  possible  to  obtain  a clear  idea 
as  to  the  value  of  these  new  methods  of  therapy. 
The  person  who  is  probably  in  the  best  position 
to  give  us  this  clear  picture  is  a man  who  has  been 
working  with  all  these  new  compounds,  Dr. 
Burchenal  of  Memorial  Hospital. 

Dr.  Joseph  Burchenal:  In  opening  this  dis- 
cussion of  leukemia,  I would  like  to  mention  the 
greatest  difficulty  besetting  the  therapist.  The 
clinician  who  treats  pneumonia  with  penicillin 
can  give  a dose  which  will  kill  the  pneumococcus 
and  will  be  100  times  below  the  toxic  dose  in  man. 
The  therapeutist  who  wants  to  destroy  com- 
pletely the  leukemic  cells  would  have  to  give 
about  ten  times  the  lethal  dose  with  the  agents 
available  today.  There  are  no  agents  at  the 
present  time  which  can  be  given  in  doses  that 
can  be  tolerated  by  the  patient  which  will  ob- 
literate leukemia. 

In  trying  to  summarize  briefly  the  treatment 
of  leukemia,  I would  like  to  separate  the  disease 
into  two  groups  which  differ  clinically,  mor- 
phologically, and  in  their  response  to  therapy. 
These  are  the  acute  leukemias  on  the  one  hand 
and  the  chronic  leukemias  on  the  other. 

In  the  acute  leukemias,  we  have  tried  x-ray 
therapy,  radioactive  phosphorus,  arsenic  in  the 
form  of  Fowler’s  solution,  urethane,  the  nitro- 
gen mustards,  and  triethylene  melamine.  All 
are  generally  of  little  value.  The  folic  acid 
antagonists,  Aminopterin  and  A-methopterin, 
and  the  hormones,  ACTII  and  cortisone,  how- 
ever, can  bring  about  remissions  in  an  appreci 
able  percentage  of  children  and  young  adults  with 
acute  leukemia.  ACTII  and  cortisone  work 


more  rapidly  and  cause  remissions  more  often, 
but  the  antifolics  cause  longer  remissions  and 
greater  prolongation  of  life. 

We  have  evolved  a plan  for  the  selection  of  the 
drugs  to  be  used.  We  feel  that  a patient  under 
the  age  of  ten  with  acute  leukemia,  with  a leu- 
kocyte count  below  50,000  and  a probability 
of  surviving  three  or  four  weeks,  or  long  enough 
to  benefit  from  antifolics,  should  be  treated  with 
A-methopterin.  If,  on  the  other  hand,  the  child 
has  a white  count  above  50,000  or  appears  likely 
to  die  in  a week  or  so  if  untreated,  we  would 
use  either  cortisone  or  ACTH.  In  the  young 
adult  we  employ  cortisone  or  ACTH  at  first, 
although  we  may  later  shift  to  A-methopterin. 

If  the  patient  is  over  the  age  of  thirty-five  or 
forty,  we  would  try  cortisone  or  ACTH,  but  I 
would  be  greatly  surprised  if  anything  really 
beneficial  happened.  The  older  the  patient  with 
acute  leukemia,  the  less  likelihood  there  is  of 
benefit. 

Among  the  antifolics,  we  have  of  late  been 
using  A-methopterin  almost  exclusively.  I am 
not  sure  that  clinically  it  is  much  better  than 
Aminopterin.  although  there  is  evidence  that 
A-methopterin  is  more  effective  against  trans- 
planted tumors  and  leukemias  in  mice.  As 
you  know.  A-methopterin  is  an  antagonist  of 
folic  acid  and  of  the  closely  related  citrovorum 
factor  (folinic  acid).  It  probably  acts  by  pro- 
ducing in  the  body  a relative  deficiency  of  folic 
acid  and  of  citrovorum  factor.  By  virtue  of  the 
fact  that  certain  leukemic  cells  probably  have 
a greater  need  for  citrovorum  factor  than  do  the 
normal  cells,  they  are  affected  more  by  a lack 
of  this  substance. 

We  generally  give  the  patient,  if  a child  of  five  I 
or  six  years  of  age,  a dose  of  2.5  mg.  a day  of 
A-methopterin  by  mouth.  We  keep  on  with 
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the  treatment  until  aspiration  of  the  bone  marrow 
indicates  remission,  with  leukemic  cells  and/or 
lymphocytes  constituting  less  than  20  per  cent 
of  the  total  count.  When  the  marrow  gets  to 
this  point  we  stop  therapy.  If  no  remission  de- 
velops, the  dose  is  increased  to  5 mg.  daily. 
Generally  we  increase  the  dose  every  three  weeks 
until  either  remission  or  toxicity  is  encountered. 
If  signs  of  toxicity  develop  without  a remission, 
we  stop  treatment,  wait  a week,  and  then  start 
again.  This  procedure  is  predicated  on  the  as- 
sumption that  the  patient’s  general  health  has 
not  greatly  deteriorated.  If  this  should  happen, 
we  would  shift  to  cortisone  or  ACTH.  When- 
ever possible,  however,  we  prefer  to  treat  these 
children  with  A-methopterin.  In  our  experience 
and  that  of  others,  the  survival  of  children  treated 
with  folic  acid  antagonists  alone  is  considerably 
longer  than  that  of  a similar  group  receiving 
only  ACTH  or  cortisone.  Although  these  agents 
are  beneficial  in  certain  instances  when  A- 
methopterin  fails,  A-methopterin  still  remains 
our  chief  reliance  in  the  treatment  of  acute 
leukemia  in  children. 

We  give  the  compound  orally  because  we  know 
empirically  that  it  is  effective  by  this  route, 
and  recent  studies  have  shown  that  when  a dose 
of  5 mg.  is  administered  on  an  empty  stomach, 
detectable  levels  are  present  in  the  blood  after 
fifteen  minutes.  The  peak  is  reached  usually 
in  thirty  minutes  to  an  hour.  At  least  40  to  60 
per  cent  of  the  ingested  dose  is  excreted  within 
the  first  twenty-four  hours. 

The  toxic  signs  that  one  must  expect  are, 
first,  ulcerations  of  the  mouth.  These  in  them- 
selves are  not  usually  dangerous  although  ulcera- 
tions of  the  nasopharynx  may  cause  consider- 
able hemorrhage.  If  treatment  is  not  stopped, 
however,  they  are  usually  followed  by  diarrhea 
and  ulceration  farther  down  the  gastrointestinal 
tract  which,  in  a patient  with  a bleeding  tendency, 
is  likely  to  lead  to  serious  or  even  fatal  hemorrhage. 
Other  signs  of  toxicity  are  a too  rapid  fall  in  white 
count,  occasionally  a fall  in  the  platelets,  loss 
of  hair,  and  a skin  rash. 

While  considering  toxicity,  it  should  be  men- 
tioned that  the  toxic  symptoms  of  A-methopterin 
can  be  prevented  but  probably  not  reversed  by 
citrovorum  factor.  While  the  simultaneous 
administration  of  citrovorum  factor  may  en- 
able a patient  to  withstand  ten  times  the  usual 
dose  of  A-methopterin,  I do  not  think  there  is 
any  advantage  in  this  maneuver.  Citrovorum 
factor  prevents  not  only  the  toxic  but  also  the 
antileukemic  effect  of  A-methopterin.  and  the 
dose  is  completely  neutralized.  It  appears  that 
the  citrovorum  factor  would  be  really  useful 
only  if  a patient,  by  mistake,  had  been  given 
within  the  hour  too  large  a dose  of  A-methopterin. 


Then  the  administration  of  large  doses  (3  to 
6 mg.)  of  citrovorum  factor  intramuscularly 
would  prevent  the  development  of  toxic  lesions. 
I doubt  very  much  that  the  patient  who  shows 
evidence  of  severe  toxicity,  but  whose  last  dose 
of  A-methopterin  was  twenty-four  to  forty-eight 
hours  before,  will  benefit  from  the  administra- 
tion of  citrovorum  factor.  In  cases  with  im- 
paired renal  function,  where  the  excretion  of 
A-methopterin  is  markedly  delayed,  citrovorum 
factor  may  be  of  value  even  if  given  late. 

Now  as  to  the  results  of  treatment.  We  can 
induce  a certain  number  of  remissions.  By  this 
I mean  that  the  bone  marrow  appears  to  be- 
come functionally  and  morphologically  normal 
and  that  the  patient  returns  to  health  and  ac- 
tivity. I am  sure,  however,  that  a hematolo- 
gist who  knows  that  the  patient  has  leukemia 
in  most  of  these  cases  can  find  occasional  leu- 
kemic cells.  At  a recent  antifolic  conference, 
some  425  children  were  reported  as  having  been 
treated  with  A-methopterin.  Sixty-eight  per 
cent  were  noted  as  showing  improvement. 
That  does  not  necessarily  mean  that  they  had 
hematologic  and  clinical  remissions  by  our  stand- 
ards. They  did  have  definite  subjective  and 
objective  improvement.  In  our  own  series  of 
119  treated  children,  44  developed  a good  hema- 
tologic and  clinical  remission.  The  remissions 
usually  lasted  one  to  six  months.  Of  the  46 
adults  with  acute  leukemia  that  we  treated,  one 
had  a good  clinical  and  hematologic  remission 
after  treatment  with  the  antifolics.  This  pa- 
tient has  relapsed  only  once  in  the  last  three 
years.  Of  course,  in  this  single  case  it  is  im- 
possible to  rule  out  with  certainty  the  possibility 
that  this  remission  might  have  been  spontaneous. 

Now  let  us  suppose  that  the  patient  has  gone 
into  a remission.  Two  courses  are  left  open, 
either  to  continue  or  to  stop  treatment.  Many 
believe  in  maintenance  therapy;  however,  we 
usually  stop  treatment.  I do  not  believe  that 
the  results  of  the  two  technics  show  much  dif- 
ference. In  the  average  case  in  which  therapy 
is  halted,  marrow  remissions  last  a shorter 
time  than  in  those  treated  by  continuous  therapy. 
On  the  other  hand,  I believe  repeated  remis- 
sions are  more  readily  obtained,  since  in  our 
experience  most  patients  who  respond  well  once, 
will  respond  a second,  a third,  or  more  times  to 
therapy  with  the  antifolics.  The  marrow  may 
relapse  during  intervals  between  treatment. 
By  observing  the  bone  marrow  every  two  weeks 
and  starting  therapy  again  at  the  first  increase 
of  stem  cells,  we  are  able  to  maintain  good  clinical 
remissions  for  long  periods  of  time. 

As  stated,  ACTH  and  cortisone  are  also  useful 
in  the  therapy  of  acute  leukemias.  We  tend 
to  consider  them  as  our  second  line  of  defense; 
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we  rely  on  A-methopterin  until  such  time  as 
it  ceases  to  work  and  then  shift  to  ACTH  or 
cortisone.  The  dosage  of  these  compounds 
is  roughly  100  mg.  a day,  but  there  is  a good 
deal  of  variation.  ACTH  must  be  given  by  intra- 
muscular injection  at  least  four  times  daily 
or  given  in  smaller  dosage  by  continuous  intra- 
venous drip.  Its  action  is  brief,  and  a greater 
effect  is  achieved  by  constant  intravenous  ad- 
ministration of  small  doses  than  by  single  doses 
which  are  much  larger.  With  cortisone  the  intra- 
muscular route  gives  prolonged  action,  and  injec- 
tions once  a day  or  even  once  every  two  days  may 
have  the  desired  effect.  It  is  necessary  to  give 
oral  cortisone  every  six  hours  as  is  the  case  with 
intramuscular  ACTH.  The  side  effects,  of 
course,  are  similar  to  the  signs  and  symptoms  of 
Cushing’s  syndrome  with  which  I think  you  are 
all  familiar. 

Many  small  children  getting  these  hormones 
develop  hypertension  which  necessitates  dis- 
continuance of  therapy.  These  are  patients  who 
do  not  have  any  obvious  retention  of  water  or 
sodium  and  who  are  on  a low  sodium  diet.  If 
salt  is  not  restricted,  they  also  tend  to  retain 
water.  Psychoses  have  not  been  a problem  in 
children  but  must  definitely  be  watched  for  in 
adults. 

Infections  frequently  occur  in  leukemic  patients 
treated  for  a considerable  period  of  time  with 
cortisone  or  ACTH.  The  influence  of  these 
agents  is  hard  to  evaluate  because  leukemic 
patients  frequently  are  susceptible  to  infections. 
Several  studies  in  mice  have  shown  that  cortisone 
decreased  the  resistance  to  infection.  There  are 
two  schools  of  thought  as  to  the  etiology  of  this 
phenomenon.  According  to  one,  the  cortisone 
directly  causes  the  decreased  resistance  to  infec- 
tion. The  other  school  holds  that  when  exoge- 
nous ACTH  or  cortisone  is  given  over  a long  period 
of  time,  the  ability  to  respond  to  stress  decreases 
considerably.  When  the  patient  develops  an  in- 
fection, more  hormone  is  needed,  but  the  quantity 
available  is  only  that  fixed  amount  which  is 
administered  daily. 

In  the  past,  we  have  not  increased  the  amount 
of  hormone  when  infection  appeared.  In  fact 
we  often  have  stopped  therapy,  only  to  see  the 
infection  become  fulminating  frequently  and  to 
see  death  occur.  In  some  cases  we  are  now  in- 
creasing the  dose  of  ACTH  or  cortisone  when 
serious  infection  starts.  It  is  too  early  to  say 
whether  or  not  this  will  be  beneficial. 

The  results  of  treatment  show  that  about  50  to 
70  per  cent  of  new  cases  in  children  respond  to 
ACTH  or  cortisone  therapy.  This  is  a higher 
percentage  than  responds  to  the  antifolics.  In 
our  experience  the  remissions  have  lasted  from 
one  to  twelve  weeks.  They  have  frequently  been 


repeatable  once,  but  in  none  of  our  cases,  even  in 
children,  have  we  been  able  to  get  a third  remis- 
sion. In  adults  we  have  not  been  able  to  get  a 
second  remission,  no  matter  how  dramatic  the 
first  remission  was  or  how  much  the  bone  marrow 
improved.  That,  however,  is  not  the  universal 
experience.  Some  clinics  have  reported  as  many 
as  five  or  six  remissions,  some  of  which  have 
lasted  much  longer  than  twelve  weeks. 

Dr.  Kingsley  Pillers,  in  our  clinic,  took  16 
patients  treated  with  folic  acid  antagonists  who 
had  had  a good  remission  but  who  had  after  about 
a year  developed  resistance  to  the  antifolics,  and 
treated  them  with  ACTH  or  cortisone.  Ten  out 
of  the  16  had  a good  clinical  and  hematologic 
remission;  three  had  a partial  remission,  and 
three  received  no  benefit  at  all.  Thus,  cases 
that  were  resistant  to  the  antifolics  responded  to 
ACTH  or  cortisone.  Conversely,  six  patients 
who  had  been  treated  with  ACTH  and  cortisone, 
and  had  responded  well  at  first  but  had  then 
reached  a stage  of  resistance,  were  treated  with 
antifolics.  In  three  of  these  there  was  a good  re- 
mission, in  one  a partial  remission,  and  in  two  no 
effect.  So  resistance  to  the  antimetabolite  does 
not  necessarily  indicate  resistance  to  the  hor- 
mone, or  vice  versa. 

By  use  of  these  two  methods  of  treatment  I be- 
lieve we  have  significantly  prolonged  life.  Of  our 
first  100  cases,  the  average  survival  time  of  those 
in  whom  we  were  able  to  induce  a remission  was 
fourteen  months  from  the  start  of  the  disease,  or 
twelve  months  from  the  start  of  therapy.  Those 
who  did  not  respond  to  treatment  died  in  an 
average  of  six  months  after  the  disease  began. 
This  is  about  the  survival  time  we  used  to  see  in 
acute  leukemia  before  we  had  antifolic  or  hormone 
therapy.  Dr.  Southern  analyzed  150  cases  that 
were  treated  at  the  Memorial  Hospital  from  1926 
to  1948.  Obviously  this  series  is  not  strictly 
comparable  to  those  now  being  treated  because 
some  cases  did  not  have  the  benefit  of  antibiotics  ) 
and  adequate  transfusions.  But  out  of  that 
series  only  two  survived  as  long  as  a year,  and  I 
they  were  both  dead  at  the  end  of  fourteen  I 
months.  Of  our  first  100  cases  treated  since  1948  I 
with  the  new  agents,  37  were  alive  at  twelve  I 
months.  So  it  appears  that  we  now  have  the  I 
means  to  delay  inevitable  death  for  a short  time.  I 

Now  as  to  the  chronic  leukemias.  Chronic  J 
myelocytic  leukemia  can  be  treated  very  well  in  * 
the  early  stages.  Several  remissions  can  be  1 
achieved,  and  the  patient  may  remain  well  often-  1 
times  up  to  within  a month  of  the  time  he  dies.-  I 
Although  there  is  no  actual  prolongation  of  life,  I 
there  is  a marked  increase  in  the  length  of  useful 
life.  Chronic  lymphocytic  leukemia  also  will  fre-  It 
quently  respond  to  various  types  of  therapy  over 
a period  of  many  years,  when  eventually  it  too  Hi 
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reaches  a resistant  stage.  Again  it  is  unlikely 
! that  any  real  prolongation  of  life  is  achieved  by 
i treatment.  • 

There  are  many  agents  available  for  the  treat- 
ment of  these  diseases.  If  I were  allowed  only 
one  therapeutic  agent  for  chronic  leukemia,  I 
would  pick  x-rays  at  the  present  time.  In  con- 
trast with  chemotherapy,  it  is  more  flexible  in 
that  it  can  be  given  locally  as  well  as  in  a general- 
ized spray.  I will  not  discuss  x-ray  therapy 
further  at  the  moment  since  we  are  concerned 
with  chemotherapy.  Radioactive  phosphorus 
has  been  used  for  selective  localization  of  radia- 
tion in  bone  marrow  and  lymphoid  tissue,  and 
radioactive  sodium  has  been  employed  for 
generalized  radiation,  but  this  approach  is  not 
much  better  than  total  body  irradiation  by  x- 
rays. 

There  are  many  chemotherapeutic  agents 
which  can  be  used  in  chronic  leukemias.  Lis- 
sauer,  in  1865,  was  the  first  to  employ  chemo- 
therapy when  he  used  arsenic  in  the  treatment  of 
leukemia.  His  report  was  lost  sight  of  after  the 
emergence  of  therapy  x-ray  until  Forkner  and 
Scott  brought  it  back  in  1931.  It  is  still  a very 
useful  method  in  the  treatment  of  chronic  myelo- 
cytic leukemia.  In  our  experience,  it  has  not 
been  of  much  value  in  acute  leukemia  nor  in 
chronic  lymphocytic  leukemia. 

Benzol  has  been  used  with  considerable  success 
by  the  Hungarians.  Kalapos  and  Korenyi  have 
reported  excellent  results  with  it  but  it  has  not 
been  much  used  in  this  country.  According  to 
the  literature  it  seems  to  work  in  chronic  myeloge- 
I nous  leukemia,  causing  a fall  in  the  white  count 
| and  a shrinkage  of  the  spleen  and  liver. 

Urethane  as  a treatment  for  leukemia  was  dis- 
covered by  Patterson,  Ap-Thomas,  Haddow,  and 
Watkinson.  In  screening  a large  number  of 
carbamates  against  the  Walker  carcinoma  in 
rats,  urethane  and  two  other  derivatives  were 
found  to  have  some  inhibiting  effect  on  the  tu- 
mors. Urethane  was  then  tried  in  metastatic 
I breast  carcinoma  and  was  found  to  cause  leuko- 
penia. For  this  reason  it  was  tried  in  patients 
with  leukemia.  The  usual  dose  in  chronic 
I myelocytic  leukemia  is  2 to  4 Gm.  a day.  On  the 
average,  with  that  dose  it  will  take  twenty  to 
thirty  days  before  a remission  occurs.  It  is  use- 
ful in  those  patients  who  can  tolerate  it.  Many 
experience  nausea  and  vomiting,  and  since  the 
dose  must  be  given  regularly,  the  drug  has  its 
limitation.  It  is  also  reported  to  be  useful  in 
chronic  lymphocytic  leukemia,  but  in  our  some- 
what limited  experience  it  has  not  been  impres- 
sive. 

A-methopterin  and  the  other  antifolics,  when 
first  brought  out,  were  tried  in  chronic  myelocytic 
leukemias.  If  the  dosage  is  pushed,  the  spleen 


and  liver  will  shrink,  and  often  the  peripheral 
blood  picture  will  improve.  The  white  count 
will  fall,  immature  cells  will  disappear,  and  fre- 
quently the  hemoglobin  will  increase.  To 
achieve  such  a remission,  however,  severe  toxicity 
must  be  endured.  There  are  ulcerations  of  the 
buccal  mucosa,  diarrhea,  and  lowered  resistance 
to  skin  infections.  It  is  not  a practical  method  of 
therapy.  We  had  hoped,  because  of  the  results 
with  acute  leukemia,  that  A-methopterin  might 
be  useful  in  the  terminal  stage  of  the  chronic 
diseases.  In  adults,  however,  we  have  never  seen 
a case  in  the  terminal  stages  that  had  a beneficial 
response  from  the  antifolics.  The  use  of  A- 
methopterin  in  chronic  lymphocytic  leukemia  is, 
I believe,  dangerous.  I have  not  seen  any  good 
results  from  it. 

ACTH  and  cortisone  appear  to  be  of  some 
benefit  in  lymphocytic  leukemia.  However,  I 
do  not  believe  they  are  useful  in  chronic  myelo- 
genous leukemia,  either  in  the  early  or  late  stage. 
In  chronic  lymphocytic  leukemia,  the  lympho- 
cyte count  instead  of  falling  goes  up  under 
treatment  with  the  hormones.  The  liver,  spleen, 
and  lymph  nodes  shrink  markedly  and  sometimes 
there  is  an  increase  in  hemoglobin.  Even  cases 
which  seem  to  be  beyond  help  with  the  mustards 
or  with  x-ray  may  be  benefited  at  least  temporar- 
ily by  ACTH  and  cortisone. 

Nitrogen  mustard  has  a definite  therapeutic 
effect  in  the  early  stages  of  chronic  myelocytic 
or  lymphocytic  leukemia.  It  has  certain  dis- 
advantages in  that  it  must  be  given  by  intra- 
venous injection.  The  tendency  generally  is  to 
give  a full  course  of,  say,  0.1  mg.  per  Kg.  daily 
for  four  to  six  days  and  then  to  stop  therapy. 
A somewhat  smaller  dose  should  be  used  in 
chronic  lymphocytic  leukemia.  When  the  count 
rises  and  the  liver  and  the  spleen  start  to  increase 
in  size  again,  a second  course  is  given.  Each 
course  is  usually  associated  with  nausea  and 
vomiting,  and  it  is  a rather  uncomfortable 
drug  to  take,  but  by  its  use  repeated  remissions 
may  be  achieved.  In  the  terminal  stage  of  the 
disease,  however,  it  has  no  beneficial  effect. 

There  is  another  compound,  triethylene  mela- 
mine, which  is  probably  the  best  chemothera- 
peutic agent  for  both  forms  of  chronic  leukemia. 
Its  therapeutic  effects  are  the  same  as  those  of 
nitrogen  mustard,  but  it  has  several  advantages 
from  the  point  of  the  patient.  It  can  be  given 
by  mouth,  intramuscularly,  or  by  intravenous 
injection.  The  patient  can  be  treated  by  the 
oral  route  as  an  outpatient,  using  very  small 
doses  over  a long  period  of  time,  thus  keeping 
the  white  count  down  without  nausea  and  vomit- 
ing. Again,  like  other  agents,  it  is  ineffective 
in  the  terminal  stage  of  the  disease. 

In  addition  to  the  specific  forms  of  therapy 
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which  have  been  enumerated,  the  physician 
should  utilize  supportive  therapy  whenever 
indicated.  Leukemic  patients  are  particularly 
susceptible  to  infections,  and  a massive  use  of 
antibiotics  is  often  necessary.  Attention  to 
mouth  hygiene  is  particularly  important.  Bleed- 
ing in  leukemia  is  frequent  at  certain  stages, 
and  transfusions  are  indicated  to  keep  hemoglobin 
levels  in  the  neighborhood  of  10  Gm.  per  cent. 
The  treatment  of  the  leukemic  patient  means 
total  care  and  combating  all  manifestations  of 
the  disease  by  both  specific  and  supportive 
methods  of  therapy. 

In  closing,  I would  like  to  bring  the  problem 
of  the  development  of  resistance  to  therapy 
briefly  to  your  attention.  We  have  quite  a few 
agents  which  are  useful  in  the  treatment  of  leu- 
kemia, but  none  of  them  are  more  than  pallia- 
tive. Most  of  them  will  produce  remissions 
and  return  patients  to  almost  normal  health. 
Unfortunately,  the  patient’s  disease  eventually 
develops  resistance  to  all  of  these  agents.  If  it 
were  not  for  the  development  of  this  resistance 
we  would  have,  for  instance,  in  acute  leukemia, 
with  the  antifolics  and  with  ACTH  and  corti- 
sone, types  of  therapy  which  in  many  patients 
would  be  as  successful  as  liver  extract  in  pernici- 
ous anemia  or  insulin  in  diabetes.  It  appears 
that  this  ability  of  the  leukemic  cell  to  develop 
resistance  to  therapeutic  agents  is  the  factor 
which  is  rendering  the  results  of  therapy  so  un- 
satisfactory at  the  present  time. 

Dr.  Reader:  Dr.  Smith,  do  you  have  any 
remarks  in  relation  to  leukemia  in  children? 

Dr.  Carl  H.  Smith:  When  the  antifolics 

were  introduced  for  the  treatment  of  leukemia, 
hematologic  and  clinical  remissions  occurred 
too  consistently  to  be  regarded  as  spontaneous. 
We  have  employed  Aminopterin  by  injection  and 
A-methopterin  by  mouth,  with  the  latter  in 
exclusive  use  at  present.  During  treatment 
with  these  compounds  toxic  effects  are  often 
encountered.  The  degree  of  toxicity  varies 
greatly.  Before  the  drugs  are  discontinued 
because  of  untoward  reactions,  it  is  important 
to  examine  the  blood  and  bone  marrow  to  deter- 
mine whether  a remission  is  in  progress.  If 
there  is  evidence  of  beginning  effect  and  the  clini- 
cal symptoms  are  not  too  severe,  we  would  con- 
tinue the  drug  cautiously.  There  are  patients 
who  appear  critically  ill  with  sharp  temperature 
elevations  just  as  the  bone  marrow  becomes 
hypocellular  and  the  peripheral  blood  leuko- 
penic. The  hematologic  recovery  frequently 
observed  following  this  hypoplastic  period 
demonstrates  the  capacity  of  the  marrow  for 
reversion  to  normal  when  invading  elements 
have  been  suppressed.  It  is  important  that  the 
recognition  of  this  hypoplastic  phase  may  be 


obscured  by  the  seriousness  of  the  clinical  pic- 
ture. Of  course  it  is  desirable  to  regulate  the 
dosage  so » that  a therapeutic  result  will  be  ob-  ' 
tained  without  undesirable  toxic  reactions. 

In  the  majority  of  cases,  this  is  possible  with  a 
dosage  of  2.5  to  5 mg.  of  A-methopterin  daily. 

When  the  steroids  became  available,  their 
therapeutic  value  in  leukemia  was  impressive.  | 
We  originally  had  the  impression  that  a more  I 
rapid  bone  marrow  remission  was  obtained  with 
ACTH  than  with  the  antifolics,  but  this  has 
not  been  borne  out  by  increased  experience. 
We  were  interested  in  this  group  of  chemo-  i 
therapeutic  agents  because  of  the  promise  of  a I 
remission  with  a minimum  of  toxic  symptoms,  i 
Of  the  various  compounds  employed,  oral  corti- 
sone has  been  most  impressive  and  appears  ideal 
for  use  in  acute  leukemia  in  childhood.  Experi- 
ence has  emphasized  the  value  of  the  steroids 
particularly  in  cases  with  a high  leukocyte 
count,  in  which  the  length  of  survival  without 
treatment  is  known  to  be  short  as  compared 
with  the  leukopenic  form. 

The  problem  has  been  one  of  integrating  the 
steroids  and  the  antifolics  into  a comprehensive 
program.  The  choice  of  drug,  as  already  indi- 
cated by  Dr.  Burchenal,  depends  on  a variety 
of  factors  so  that  ultimately  treatment  is  in- 
dividualized. These  factors  include  the  severity  | 
of  clinical  signs  and  symptoms  and  the  degree  J 
of  abnormality  of  the  bone  marrow  and  periph-  | 
eral  blood  picture. 

In  general,  with  a desperately  ill  child  we  ad-  I 
minister  ACTH  either  in  a dosage  of  10  mg.  by  I 
intravenous  drip  over  a period  of  twenty-four 
hours,  repeated  for  several  days,  or  intramus-  I 
cularly  in  divided  dosage  ranging  from  40  to 
100  mg.  daily,  depending  on  the  age.  In  the 
patient  who  does  not  appear  acutely  ill,  oral 
cortisone  is  administered,  from  75  to  150  mg. 
per  day  in  four  divided  doses.  The  bone  marrow 
is  re-examined  weekly  or  biweekly  until  a re- 
mission is  obtained.  It  is  essential  in  the  initial 
course  to  continue  treatment  for  a minimum 
of  three  weeks  before  cortisone  is  abandoned 
for  lack  of  response.  All  specific  therapy  is 
discontinued  when  the  bone  marrow  is  restored  to 
normal  and  is  later  resumed  when  clinical  and 
hematologic  retrogression  occurs.  Wien  the 
disease  has  become  refractory  to  cortisone,  as  i 
happens  frequently  after  the  second  remission,  : 
A-methopterin  is  substituted. 

Repeated  remissions  with  the  folic  acid  antago-  j 
nist  have  been  obtained  in  most  of  our  patients,  j 
Our  program  has  been  to  give  A-methopterin 
in  intermittent  courses  of  ten  days  to  two  weeks  I 
each.  Side  effects  have  become  less  trouble-  t 
some  with  this  form  of  treatment,  and  recourse 
to  citrovorum  factor  recently  has  been  unncccs-  f 
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sary.  On  occasion  we  have  employed  citrovorum 
in  a dosage  of  3 mg.  to  each  mg.  of  the  anti- 
folic,  and  it  was  our  impression  that  toxic  symp- 
toms subsided. 

With  the  clinically  milder  case,  when  the  bone 
marrow  is  not  hypercellular  and  the  peripheral 
blood  shows  a normal  or  diminished  count, 
A-methopterin  can  be  administered  from  the 
outset  and  the  child  treated  on  an  ambulatory 
basis.  With  this  plan,  our  results  are  similar 
to  those  observed  elsewhere,  namely,  the  pa- 
tients live  perhaps  a little  longer  and  certainly 
feel  better.  In  certain  instances  we  use  A- 
methopterin  in  conjunction  with  the  steroids, 
hoping  that  larger  dosages  of  the  antifolics  can 
be  tolerated  in  this  way.  Experience  with  this 
procedure  is  still  limited,  but  this  combination 
is  sufficiently  encouraging  to  merit  further  in- 
vestigation. In  each  of  these  therapeutic  pro- 
! grams,  transfusions  and  antibiotics  were  ad- 
; ministered  freely. 

Dr.  Reader:  Thank  you.  Do  we  have  any 
questions  at  this  point? 

Dr.  Solomon  Garb:  Dr.  Smith,  after  a re- 
mission is  produced  by  cortisone,  do  you  con- 
tinue with  maintenance  doses  of  A-methopterin? 

Dr.  Smith:  We  formerly  did  but  came  to  the 
conclusion  that  there  was  no  favorable  effect. 
We  no  longer  do  so. 

I might  mention  that  we  have  seen  some  sur- 
prising changes  in  apparently  terminal  leukemics. 
On  several  occasions  we  have  seen  a child  seem- 
ingly moribund  and  resistant  to  all  therapy 
j when  a remission  suddenly  developed.  This 
i may  have  been  due  to  a return  of  sensitivity 
I to  drugs  or  a spontaneous  change.  Others 
have  observed  this.  The  phenomenon  may  de- 
pend upon  the  development  of  an  aplastic  mar- 
row. 

Intern:  I wonder  if  Dr.  Burchenal  has  any 
information  on  the  question  of  whether  corti- 
sone modifies  A-methopterin  toxicity. 

Dr.  Burchenal:  No,  we  do  not  have  any- 
thing definite  on  that.  When  a patient  has  to 
be  treated  aggressively  with  antifolics  to  the 
point  of  toxicity,  we  assume  that  there  are  cer- 
tain beneficial  effects  of  cortisone  in  any  toxic 
patient.  Any  very  sick  patient,  I think,  prob- 
ably can  benefit  by  the  “tonic”  effects,  shall  we 
say,  of  cortisone.  Perhaps  the  adrenals  are  under 
such  great  stress  that  a little  extra  cortisone 
helps.  We  have  treated  patients  that  way,  and 
they  have  survived  severe  toxicity.  On  the  other 
hand,  they  used  to  come  out  of  their  toxicity  to  a 
certain  extent  before,  so  it  is  difficult  to  say. 

Microbiologic  studies  seem  to  show  that  corti- 
sone will  supply  the  growth  requirements  for 
folic  acid  and  citrovorum  factor  of  certain  micro- 
organisms and  also,  to  a certain  extent,  counter- 


act the  effect  of  A-methopterin  in  bacterial 
systems.  It  is  a very  interesting  finding,  but 
I doubt  that  it  has  a clinical  application,  consider- 
ing the  relative  quantities  of  citrovorum  factor 
and  cortisone  involved. 

Dr.  Harry  Gold:  I wonder  if  we  could  have 
an  additional  word  about  the  old  treatment 
with  potassium  arsenite  solution.  That  used 
to  produce  remissions.  The  patients  felt  better 
but  were  not  cured. 

Dr.  Reader:  Dr.  Forkner  probably  can 

answer  your  question  about  Fowler’s  solution 
since  he  was  the  man  who  revived  it. 

Dr.  Claude  E.  Forkner:  As  Dr.  Burchenal 
mentioned,  Fowler’s  solution  first  was  used  in 
1865.  It  had  dramatic  effects  in  the  treatment 
of  chronic  myelogenous  leukemia.  We  were 
able  to  rediscover  those  effects  after  they  had 
been  forgotten.  In  practically  every  case  of 
chronic  myelogenous  leukemia,  Fowler’s  solution, 
or  solution  of  potassium  arsenite,  will  bring  about 
a prompt  remission.  The  drug  can  be  given 
regularly  and  the  patient  may  remain  well  for 
many  months,  or  it  can  be  given  intermittently. 
If  the  drug  is  stopped,  the  patient  begins  to  have 
a hematologic  relapse  after  about  three  weeks. 
Fowler’s  solution  has  certain  disadvantages. 
I feel,  as  Dr.  Burchenal  does,  that  x-ray  therapy 
is  the  method  of  choice  in  the  treatment  of  chronic 
leukemia,  either  myelogenous  or  lymphogenous. 

The  thing  that  fascinates  me,  and  I would  like 
Dr.  Burchenal  to  say  a few  words  on  this  sub- 
ject, is  the  mechanism  of  action  of  these  drugs. 
Many  compounds  are  effective  in  chronic  leu- 
kemia. The  secret,  it  seems  to  me,  may  lie 
in  trying  to  find  out  in  what  way  drugs  effective 
in  leukemia  have  similar  actions.  Do  they  act 
by  inhibiting  certain  enzyme  systems?  What 
factors  do  these  drugs  have  in  common? 

I was  puzzled  to  learn  that  Dr.  Burchenal 
divides  his  cases  of  acute  leukemia  according 
to  whether  they  had  over  or  under  50,000  leu- 
kocytes per  cc.  of  blood.  Yet  he  followed  them 
by  means  of  the  bone  marrow.  Could  we  have 
an  explanation  of  this? 

I am  much  interested  in  the  plan  which  Dr. 
Smith  mentioned  of  using  the  steroids  together 
with  antifolics.  We  have  used  that  in  a few 
cases  and  feel  at  the  moment  that  a combination 
of  A-methopterin  with  ACTII  or  cortisone  pro- 
duces the  longest  and  most  favorable  effects. 

I would  like  to  stress,  before  I stop,  that  in  the 
treatment  of  patients  with  chronic  leukemia  the 
important  thing  is  not  to  overtreat  them. 
Undertreatment  is  much  better  if  one  cannot 
arrive  at  an  optimum.  Many  patients  are 
overtreated  and  die  prematurely.  That  is  true 
particularly  with  spray  irradiation  which  I 
think  is  dangerous  unless  given  very  cautiously. 
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We  attempt  to  treat  our  patients  with  the  mini- 
mum x-ray  dose  which  will  produce  a remission 
rather  than  to  give  a large  dose. 

Dr.  Reader:  Dr.  Forkner,  before  you 

stop,  how  long  is  the  latent  period  between  ther- 
apy with  spray  x-ray  and  the  remission? 

Dr.  Forkner:  With  radiation  treatment 

the  effects  may  not  be  immediate.  At  times  an 
effect  is  obtained  within  a few  days,  but  it  takes 
perhaps  a month  or  six  weeks  in  some  cases  be- 
fore the  full  effects  of  the  treatment  are  manifest. 

Dr.  Burchenal:  Perhaps  I might  discuss  a 
few  of  these  points.  First,  the  reason  we  divide 
our  cases  by  white  counts  of  more  or  less  than 
50,000  is  the  empiric  finding  that  when  treated 
with  A-methopterin,  the  high  count  leukemias  are 
more  prone  to  develop  toxic  reactions  and  to 
die  suddenly  as  the  count  is  coming  down.  I 
have  very  little  fear  in  treating  a leukemic  child 
with  a low  count,  whereas  one  with  a high  count, 
say,  200,000  or  300,000,  should  be  treated  very, 
very  gingerly  with  the  antifolics.  If  there  were 
nothing  available  but  antifolics,  I would  use  them. 
But  now  that  ACTH  and  cortisone  are  available 
I feel  that  they  are  very  much  superior  in  this 
instance.  It  is  purely  an  empiric  observation 
that  the  low  counts  do  better  on  A-methopterin. 

As  for  combination  therapy,  that  of  course  is 
the  point  that  the  bacteriologist  always  comes 
up  with:  “Why  don’t  you  try  two  compounds 
together?  You  have  leukemic  cells  sensitive 
to  one  and  other  cells  sensitive  to  the  other. 
Maybe  if  you  use  two  you  can  knock  them  all 
out.” 

Unfortunately,  I don’t  believe  that  ACTH 
or  cortisone  combined  with  the  antifolics  will 
work  that  way.  It  has  not  been  our  experience 
that  a combination  of  hormones  with  antifolics 
produced  longer  remissions  than  A-methopterin 
alone.  Our  reason  for  not  giving  a combination 
has  been  that  we  feel  we  have  two  arrows  to  use 
against  leukemias.  We  have  the  steroids  and 
we  have  the  antifolics.  Eventually  each  is 
lost  as  the  patient  develops  resistance.  We 
would  rather  he  develop  resistance  to  one,  and 
then  go  to  the  other.  In  other  words,  treat  a 
patient  for  eight  months  or  a year  with  anti- 
folics. If  he  gets  a remission  let  him  go  for  a 
while  without  therapy.  When  he  relapses,  put 
him  back  on  the  antifolics.  When  resistance 
develops,  treat  with  cortisone  until  it  fails  to 
work,  then  try  A-methopterin  again.  In  an 
occasional  patient,  sensitivity  returns.  I think 
there  is  an  advantage  in  alternative  rather  than 
combination  therapy.  It  is  our  experience 
that  the  patient  develops  resistance  to  both 
together  if  they  are  given  simultaneously. 
Then  there  is  a bad  therapeutic  situation. 

Now  as  to  the  mode  of  action  of  the  compounds, 


I think  I will  turn  that  over  to  Dr.  Frederick 
Philips. 

Dr.  Frederick  S.  Philips:  I think  the  best 
answer  is  to  say  that  we  really  don’t  know. 
No  generalization  can  explain  all  the  facts. 

Most  of  the  agents  which  act  in  the  leukemias 
are  agents  which  cause  destruction  of  all  types 
of  normal  hematopoietic  tissues.  One  ex- 
planation may  be  that  tumors  arising  from  the 
hematopoietic  tissues  simply  retain  the  sensitivity 
of  the  original  tissue  to  these  chemicals.  On 
the  other  hand,  that  only  begs  the  question  be- 
cause one  can  ask,  “Why  are  the  hematopoietic 
tissues  sensitive?”  I do  not  think  it  can  be 
said  that  all  hematopoietic  tissues  and  the  tumors 
which  derive  from  them  are  sensitive  by  virtue 
of  the  same  mechanism  of  action. 

Some  believe  that  these  compounds  act  as  do 
x-rays,  which  are  generally  believed  to  affect 
those  tissues  of  the  body  which  are  proliferating. 
That  is  an  old  dictum.  Therefore,  one  would 
suspect  that  there  is  something  different  about 
proliferative  cells,  some  new  mechanism  which 
exists  in  that  type  of  cell  which  is  not  essential  to 
the  metabolism  of  resting  cells.  The  alteration 
of  that  mechanism  could  lead  to  the  death  of  the 
dividing  cell. 

Geneticists  have  suggested  that  x-ray  causes 
structural  alterations  of  chromosomes.  These 
structural  alterations  lead  to  abnormal  distri- 
bution of  chromosomes  during  mitosis.  Thus 
daughter  cells  arising  from  the  abnormal  cells 
have  abnormal  complements  of  chromosomes  and 
die.  However,  I do  not  believe  that  the  mech- 
anism of  action  of  x-rays  can  be  explained  in 
that  way  because  normal  hematopoietic  tissues 
like  the  bone  marrow  disintegrate  too  quickly 
after  exposure  to  x-ray.  The  necrosis  seems  so 
rapid  after  a toxic  dose  that  there  does  not 
appear  to  be  time  enough  for  a significant  number 
of  mitoses  to  occur. 

With  regard  to  the  antifolics,  there  is  good 
evidence,  not  necessarily  conclusive,  that  anti- 
folics damage  certain  types  of  cells  by  blocking 
nucleic  acid  synthesis.  There  is  evidence  indi- 
cating that  folic  acid  is  essential  in  the  synthesis 
of  nucleic  acids  of  certain  micro-organisms,  and 
this  may  be  true  also  in  proliferating  cells  of 
higher  organisms.  Desoxyribonucleic  acid  is 
considered  particularly  essential  in  functions 
of  the  nucleus  and  thus  in  mitosis.  However, 
one  cannot  generalize  about  suppression  of  nu- 
cleic acid  synthesis  since  all  proliferative  cells  of 
the  normal  mammal  are  not  destroyed  by  anti- 
folics. For  example,  bone  marrow  and  the  epi- 
thelium of  the  gut  are  highly  sensitive  to  the 
antifolics,  but  normal  lymphoid  organs  are  not. 
Even  more  interesting,  if  the  liver  of  a rat  is 
made  proliferative  by  removing  most  of  the 


December  1,  1952] 


TREATMENT  OF  LEUKEMIA 


2917 


liver  and  allowing  the  posterior  lobes  to  regener- 
ate, producing  a state  in  which  there  is  high 
mitotic  activity  and  rapid  synthesis  of  nucleic 
acids,  it  is  found  that  such  a rapidly  growing 
tissue  is  not  sensitive  to  the  antifolics. 

In  the  case  of  experimental  tumors,  it  is  well 
known  that  each  of  the  clinically  effective  agents 
mentioned  today  has  a specific  spectrum  of  ac- 
tivity. Not  all  tumors  respond  to  any  one  of 
the  agents,  nor  will  those  that  do  respond  to  one 
agent  necessarily  respond  to  another.  So  you  see 
that  while  the  leukemias  may  respond  to  a num- 
ber of  agents,  the  evidence  suggests  that  it  is 
not  because  of  similar  mechanisms  of  action. 
Just  what  the  mechanisms  are  is  not  clear. 
In  the  case  of  the  antifolics  we  have  a suggestion 
that  it  is  based  on  interference  with  the  metabo- 
lism of  nucleic  acid.  In  the  case  of  nitrogen  mus- 
tards, radiation  and  other  antileukemic  agents, 
I do  not  believe  we  have  any  evidence  which 
clearly  implicates  specific  biochemical  systems. 

Dr.  Paul  Reznikoff:  There  is  another 

point  concerning  the  problem  of  how  these  agents 
act  which  we  should  consider.  Most  of  them, 
like  urethane,  x-ray  therapy,  and  antifolics, 
are  cytotoxic  in  one  way  or  another.  Corti- 
sone and  ACTH  are  not  apparently  cytotoxic, 
certainly  not  in  the  sense  of  the  other  agents, 
and  it  seems  to  me  that  our  efforts  in  the  future 
should  be  directed  toward  noncytotoxic  agents 
as  a more  biologic  approach  to  treatment.  With 
respect  to  that  I think  that  arsenite  is  less  cyto- 
toxic than  many  other  treatments.  For  ex- 
ample, there  is  not  the  marked  anemia  and  throm- 
bocytopenia after  arsenite  therapy  that  occur 
with  the  other  agents.  In  my  experience,  while 
arsenites  produce  considerable  leukopenia,  there 
rarely  is  a marked  neutropenia.  That  is  an 
aspect  that  merits  our  careful  thought,  the  dif- 
ferentiation between  cytotoxic  effects  and  reg- 
ulatory effects,  using  the  word  “regulatory”  in  a 
veiy  broad  sense. 

Dr.  Forkner  touched  on  an  important  point 
when  he  said  patients  should  not  be  overtreated. 
I believe  that  some  should  not  be  treated  at  all. 
We  have  had  many  chronic  leukemic  patients, 
and  not  a few  acute  leukemics,  who  have  gone 
along  without  treatment  quite  comfortably  if 
not  perfectly  normally.  That  is  particularly 
true  of  chronic  lymphocytic  leukemia. 

Dr.  Gold:  That  is  an  interesting  point. 

Dr.  Burchenal,  how  much  did  you  say  these 
treatments  extend  life? 

Dr.  Buchenal:  I doubt  very  much  that  there 
is  any  increase  in  survival  time  in  chronic  leu- 
kemia. In  acute  leukemia,  evaluation  will 
remain  difficult  until  somebody  has  the  interest 
and  the  fortitude  to  take  100  patients  and  let 
them  go  without  specific  therapy  but  with  anti- 


biotics, transfusions,  and  other  care.  If  no  corti- 
sone, ACTH,  or  folic  acid  antagonists  are  given, 
then  the  answer  will  be  at  hand.  Of  our  patients 
now,  the  40  per  cent  who  respond  to  A-methop- 
terin  are  definitely  living  longer  than  were  the 
best  40  per  cent  of  the  cases  before  1948. 

Dr.  Smith  : I agree  with  the  difficulty  in  evalu- 
ating the  results  with  specific  drugs  because  of 
the  comprehensive  care  offered  the  patient  simul- 
taneously. In  comparing  groups  for  an  appraisal 
of  the  newer  compounds,  this  intensive  care 
not  previously  available  must  be  taken  into 
account.  I daresay  that  there  are  patients 
with  leukemia  who  would  do  quite  well  employ- 
ing solely  the  antibiotics  and  transfusions. 
In  the  larger  number  of  cases,  however,  experi- 
ence has  unequivocably  demonstrated  that 
children  offered  the  steroids  and  the  antifolics 
live  more  comfortably  than  previously. 

Dr.  Reznikoff:  I did  not  mean  to  imply 
that  these  drugs  are  valueless.  It  must  be  re- 
membered that  animal  screening  experiments 
in  leukemic  mice  show  that  the  treated  groups 
live  much  longer,  and  those  mice  were  not  trans- 
fused or  given  antibiotics.  They  are  well-con- 
trolled experiments. 

Dr.  Smith:  Last  year  when  we  compared  our 
small  group  treated  with  A-methopterin  with 
those  in  the  preantifolic  era,  the  results  as  far 
as  length  of  survival  were  just  about  the  same. 
We  did  produce  remissions  and  make  children 
more  comfortable,  but  the  duration  of  life  was 
not  appreciably  increased. 

Dr.  Burchenal:  That  is  not  true  of  our 
cases.  Thirty-seven  per  cent  of  our  cases  of 
acute  leukemia  treated  previously  with  the  folic- 
acid  antagonists  lived  twelve  months  or  longer 
whereas  only  one-and-one-half  per  cent  lived 
that  long  in  our  older  series. 

Dr.  Forkner:  May  I interrupt  to  ask  one 
more  question  of  Dr.  Burchenal.  There  is 
some  evidence  that  folic  acid  may  be  dangerous 
in  leukemias.  The  general  tendency  among  the 
public  and  doctors  is  to  give  large  doses  of  vita- 
min B to  all  patients  that  are  debilitated.  Vita- 
min B complex  contains  certain  agents  that  are 
perhaps  harmful.  Is  that  true? 

Dr.  Burchenal:  The  original  reason  for 

starting  studies  on  the  folic  acid  antagonist  was 
Dr.  Farber’s  work.  He  gave  Teropterin,  which 
is  a conjugate  of  folic  acid  and  not  an  antagonist, 
to  patients  with  all  sorts  of  tumors  including 
leukemias.  He  felt  that  the  leukemias  got  worse 
much  more  rapidly  than  he  had  any  reason  to 
expect,  and  for  that  reason  he  felt  that  folic 
acid  was  harmful  and  that  a folic-acid  antago- 
nist, as  the  diametrically  opposed  substance, 
might  be  the  treatment  of  choice.  I think  it  is 
difficult  to  say  whether  or  not  folic  acid  is  really 
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dangerous.  I do  not  like  to  see  any  of  my  pa- 
tients get  it.  Occasionally  one  of  them  is  given 
it  by  an  outside  doctor,  but  I immediately  stop  it. 
However,  the  evidence  that  folic  acid  will  harm 
a patient  is  not  clear-cut. 

Summary 

Dr.  Frank  C.  Ferguson:  This  session  can 
be  viewed  only  as  a progress  report  on  the  treat- 
ment of  leukemia.  Despite  the  great  mass  of 
research  done  on  this  subject  in  recent  years 
and  the  plethora  of  new  treatments  introduced, 
the  fact  remains  that  it  is  still  impossible  to 
cure  leukemia  or  even  to  alter  drastically  the 
course  of  the  disease. 

Acute  leukemia  in  children  is  most  amenable 
to  therapy,  and  it  is  possible  to  induce  remissions, 
satisfactory  from  both  a hematologic  and  a clini- 
cal viewpoint,  in  one  to  two  thirds  of  new  cases. 
Yet  each  remission  lasts  only  a few  months,  and 
the  length  of  survival  is  increased  by  only  a 
matter  of  several  months.  It  has  even  been 
questioned  whether  this  increase  in  life  span 
may  not  be  at  least  partially  due  to  better  adju- 
vant therapy,  especially  with  antibiotics  and 
transfusions.  Acute  leukemia  in  adults  is  re- 
fractory to  chemotherapy.  Many  agents  can 
induce  remissions  in  chronic  leukemia,  but  here 
again  treatment  is  only  palliative.  WHiile  pa- 
tients may  be  kept  in  better  health  until  near 
the  end,  the  survival  time  is  not  increased. 

Most  of  our  discussion  has  concerned  acute 
leukemia  in  children.  Here  three  effective  agents 
are  available:  ACTH,  cortisone,  and  folic- 

acid  antagonists.  Of  the  antagonists,  A-methop- 
terin  is  most  popular  although  there  is  little 
evidence  that  it  is  actually  better  than  other 
antifolic  acid  agents.  While  these  three  classes 
of  compounds  undoubtedly  act  by  different 
means,  there  is  little  difference  in  the  results. 
ACTH  and  cortisone  act  more  quickly  and  pro- 
duce remissions  in  a higher  percentage  of  cases. 
However,  the  antifolics  produce  longer  remis- 
sions which  are  more  repeatable  and  prolong  life 
somewhat  more. 

There  is  significant  toxicity  with  all  these  drugs. 
Cortisone  and  ACTH  may  induce  hypertension, 
sodium  retention,  psychoses,  increased  incidence 
of  infection,  or  Cushing’s  syndrome.  There 
is  little  to  be  done  for  these  manifestations  save 
possibly  to  abandon  use  of  the  hormones.  In- 
fection may  represent  an  exception  to  this  state- 
ment since,  although  the  hormones  apparently 


increase  the  risk  of  infection,  increased  quan- 
tities of  the  drugs  may  be  needed  once  a severe 
infection  has  been  established.  This  point  is  not 
settled.  The  principal  toxic  manifestation  of  j 
the  antifolic  compounds  is  gastrointestinal  dis- 
turbances with  ulceration,  bleeding,  and  diarrhea. 
The  citrovorum  factor,  while  capable  of  prevent- 
ing these  effects,  is  of  doubtful  value  once  toxic- 
ity appears.  It  has  been  suggested  that  these 
undesirable  actions  might  be  minimized  by  ad- 
ministering. cortisone  simultaneously  with  A- 
methopterin  Such  combination  therapy  has 
also  been  said  to  increase  the  likelihood  of  a remis- 
sion, although  this  has  been  disputed.  The 
main  objection  to  this  plan  is  that  patients  even- 
tually become  resistant  to  all  drugs,  and  if  the 
two  compounds  are  given  together,  resistance 
may  develop  to  both.  Accordingly,  it  would 
seem  advisable  to  reserve  use  of  one  agent  for 
the  time  when  the  other  is  no  longer  effective. 
Continuous  maintenance  therapy,  particularly 
with  folic  acid  antagonists,  has  also  been  used. 
However,  such  prolonged  administration  does 
not  definitely  increase  the  duration  of  a remis- 
sion nor  does  it  affect  development  of  drug 
resistance. 

For  chronic  leukemia,  irradiation  remains  the 
treatment  of  choice,  no  chemotherapeutic  agent 
having  been  proved  to  have  better  effects. 
There  are  several  agents,  though,  which  do  exert 
benefit.  Arsenic,  as  Fowler’s  solution,  benzol, 
urethane,  nitrogen  mustards,  and  triethylene 
melamine  all  may  induce  remissions  in  chronic 
myelogenous  leukemia.  ACTH  and  cortisone 
may  benefit  the  lymphogenous  type,  even  though 
the  peripheral  white  blood  count  may  be  in- 
creased. Nitrogen  mustards  and  triethylene 
melamine  are  also  effective  in  this  condition. 
However,  the  remissions  in  chronic  leukemia 
are  transient,  and  eventually  each  case  becomes 
refractory.  As  stated,  life  is  not  prolonged  by 
any  form  of  treatment.  In  fact,  too  enthusi- 
astic therapy  may  shorten  life,  and  it  is  prefer-  J 
able  to  undertreat  patients. 

A great  problem  in  this  field  is  the  lack  of  j 
information  as  to  how  the  effective  compounds  I 
work.  Such  varied  drugs  may  benefit  leukemia  I 
that  it  is  inconceivable  that  they  could  all  act  by  I 
the  same  means.  Yet  there  is  no  adequate  I 
explanation  of  their  mechanism  of  action.  I 
Another  difficulty  is  the  eventual  development  I 
of  resistance  to  all  known  forms  of  treatment.  I 
Again,  the  mechanism  is  unknown. 


The  attainment  of  happiness  or  any  kind  of  achievement  presupposes  taking  risks  and  making 
efforts. — Dr.  Karen  Horney 
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ANXIOUS  TIMES  IN  TUBERCULOSIS 

Edgar  Mayer,  M.D.,  New  York  City 
( From  the  New  York  Post-Graduate  Medical  School ) 


'THERE  is  a dangerous  trend  prevailing  now  in  the 
profession  at  large  to  belittle  the  magnitude  of 
the  tuberculosis  problem.  Indeed,  even  among 
physicians  engaged  in  treating  tuberculosis  there 
is  a deplorable  lack  of  appreciation  of  the  complexity 
of  existing  problems. 

Present  trends  in  tuberculosis  indicate  a phase 
so  full  of  potentiality  for  good  or  evil  that  the  ques- 
tion “whither  tuberculosis”  is  no  longer  one  of 
concern  only  to  statisticians.  Clinicians  in  daily 
touch  with  the  problem  cannot  help  speculating  on 
current  trends  and  their  effects  upon  treatment  of 
tuberculous  patients.  Study  of  current  statistics 
arouses  serious  reflection  regarding  their  significance 
and  portent  for  the  future.  The  full  picture  in- 
cludes features  with  ominous  potentialities.  There 
are,  indeed,  some  facts  which  indicate  the  possibly 
approaching  critical  recrudescence  of  morbidity 
with  increased  spread  of  the  disease. 

The  persistently  divergent  trend  in  mortality 
and  morbidity  is  one  that  should  give  us  much 
concern.  Recent  statistical  reports  have  derived 
therefrom  a serious  warning.  The  figures  them- 
selves are  perhaps  easier  to  explain  by  clinical 
trends  than  epidemiologic  theories.  Facts  speak 
for  themselves.  Mortality  from  tuberculosis  has 
by  now  reached  the  unprecedented  low  of  16  per 
100,000.  The  downward  trend  in  mortality  from 
tuberculosis  has  recently  become  accelerated,  and 
there  is  every  reason  to  believe  that  this  accelera- 
tion will  continue.  We  may  confidently  expect 
that  soon  tuberculosis  will  cease  to  be  a major 
cause  of  death. 

This  highly  optimistic  outlook  in  mortality 
stands  in  very  sharp  contrast  with  the  pessimistic 
picture  of  morbidity.  Recent  statistics  indicate 
that  tuberculosis  morbidity  has  tended  to  remain 
on  a high  level.  It  was  recently  pointed  out  by 
Drolet  that  morbidity  figures  for  1950  were  higher 
than  those  for  1940  by  more  than  20  per  cent.1  The 
full  implications  of  this  trend  were  recently  con- 
sidered on  the  basis  of  latest  morbidity  figures, 
by  Mary  Dempsey,  statistician  of  the  National 
Tuberculosis  Association.2  In  presenting  the  picture 
of  “tuberculosis  today”  she  paints  a grim  warning 
which  we  quote  here  in  full:  “The  curious  assump- 
tion on  the  part  of  some  people  that  tuberculosis 
is  no  longer  a major  problem  in  the  United  States 
is  not  only  at  variance  with  the  facts  but  is  down- 
right dangerous.  Recent  estimates  place  the  num- 
ber of  Americans  with  tuberculosis,  both  active 
and  inactive,  at  1,200,000,  a figure  large  enough  to 
shake  the  hardiest  optimist  out  of  complacency. 

“Approximately  400,000  active  cases  of  the  disease 
exist  in  this  country,  according  to  estimates  agreed 


upon  by  the  National  Tuberculosis  Association 
and  the  Public  Health  Service.  Information  on 
file  in  case  registers  indicates  that  of  these  40,000 
are  sputum-positive  patients  living  at  home.  An 
additional  75,000,  also  unhospitalized  and  with 
active  disease,  have  not  been  medically  examined 
during  the  past  year.  Add  to  the  total  of  these 
two  groups  an  estimated  150,000  unreported  active 
cases,  and  we  get  an  approximate  240,000  unhospi- 
talized tuberculous  Americans,  most  of  whom  are 
in  a position  to  spread  the  disease.  It  becomes 
obvious,  therefore,  that  tuberculosis  is  very  much 
in  the  ‘major  problem’  category.” 

It  is  natural  for  the  clinician  to  associate  the 
divergent  trend  of  mortality  and  morbidity  and 
persistent  high  morbidity  levels  with  recent  trends 
in  the  treatment  and  management  of  tuberculous 
patients.  Consideration  of  trends  in  tuberculosis 
not  only  leads  to  a logical  explanation  of  these 
trends  but  also  foreshadows  the  ominous  potentiality 
of  an  approaching  critical  phase. 

Nothing  is  more  obvious  to  the  clinician  than  the 
fact  that  the  recent  acceleration  in  the  decline  of 
mortality  can  be  attributed  greatly  to  modern 
chemotherapy.  Streptomycin  has  beyond  question 
greatly  reduced  the  incidence  of  fatal  tuberculosis. 
The  lifesaving  effect  of  streptomycin  has  not  been 
conclusively  demonstrated  in  fatal  hematogenous 
and  miliary  tuberculosis.  On  the  other  hand, 
however,  since  the  great  bulk  of  tuberculosis  is  pul- 
monary, here  its  effect  at  least  for  the  time  being 
is  evident  in  the  large  numbers  of  lives  saved. 
What  the  ultimate  fate  of  these  patients  will  be 
remains  to  be  seen,  and  in  their  outcome  may  lie 
the  answer  to  the  question  of  persistently  high  mor- 
bidity. 

It  seems  a paradox  to  speak  of  the  potential 
dangers  of  recrudescence  of  disease  in  the  present 
phase  of  tuberculosis,  when  we  already  have  at 
our  disposal  a choice  of  several  effective  agents 
for  its  control.  Yet  this  situation  is  the  natural 
outgrowth  of  recent  developments  and  rises  from  a 
human  tendency  toward  overconfidence  in  our 
achievements  and  from  relaxation  of  zeal  and  vigi- 
lance. The  danger  of  a critical  phase  in  tuber- 
culosis is  inherent  in  the  following  developments: 

1.  Overconfidence  in  the  complete  effective- 
ness of  available  chemotherapeutic  agents  has  led 
to  dangerous  trends  in  the  treatment  of  patients, 
in  that 

(a)  more  of  them  are  now  allowed  to  cure  at 
home,  and 

( b ) more  of  them  are  now  treated  with  drugs 
in  ambulatory  fashion,  while  remaining  under  care 
of  family  physicians,  without  expert  guidance  of 
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specialists.  These  trends  make  for  wider  contacts 
with  potential  spreaders  of  the  disease. 

2.  Chemotherapy  has  resulted  in  an  increased 
number  of  patients  whose  tuberculosis  is  of  arrested, 
latent  but  potentially  active,  or  reactivated  status. 
This  makes  for  an  increased  number  of  potential 
spreaders. 

Overconfidence  in  the  effectiveness  of  available 
drugs  tends  to  blind  us  to  the  following  facts:  (1) 
By  themselves  these  drugs  singly  or  in  combination 
will  not  bring  about  cure  in  the  majority  of  patients. 
In  a large  proportion  they  result  merely  in  suppres- 
sion of  activity  or  in  temporary  arrest  or  incomplete 
resolution  with  residues  of  potential  activity.  (2) 
Our  criteria  for  recognizing  latent  activity  are  very 
inadequate.  (3)  Patients  with  lesions  of  latent 
activity  tend  to  resist  treatment. 

It  is  remarkable  how  these  developments  tend 
to  restore  the  very  circumstances  which  have  so 
long  militated  against  our  efforts  to  control  tuber- 
culosis, namely,  our  inability  to  bring  under  control 
cases  of  tuberculosis  in  their  latent  (incipient)  phase. 
Before  modern  casefinding  by  x-ray  surveys,  the 
vast  majority  of  new  cases  were  not  discovered  be- 
fore the  disease  had  reached  a far-advanced  stage. 
Even  now  too  many  of  the  new  cases  are  not  dis- 
covered in  the  early  phase.  Incipient  tuberculosis 
is  latent  tuberculosis,  the  activity  of  which  is 
difficult  to  determine  unless  we  have  serial  x-rays. 

Today  there  are  many  patients  whose  lesions  are 
latent  because  of  recent  chemotherapy.  Only 
long-range  observation  will  reveal  whether  or  not 
they  are  healed.  Resection  of  the  potentially  most 
dangerous  lesions  is  now  being  performed  in  a num- 
ber of  these,  and  in  a considerable  proportion  re- 
crudescence of  disease  is  a likelihood  sooner  or  later. 

Patients  with  latent  tuberculosis  have  always 
evinced  great  resistance  even  to  temporary  separa- 
tion from  their  work  and  families.  Physicians 
treating  these  patients  have  always  had  to  cope 
with  this  resistance.  Overconfidence  in  drug 
therapy  tends  to  augment  this  resistance  of  patients 
with  an  increased  tendency  on  the  part  of  physicians 
to  yield.  More  patients  with  latent  but  potentially 
active  disease  accordingly  will  escape  that  close 
control  in  institutions  under  continuous  expert 
surveillance  which  in  recent  years  has  been  ac- 
knowledged an  essential  and  important  factor  in 
tuberculosis  control. 


What  about  the  recent  epidemiologic  shift  of 
pulmonary  tuberculosis  to  higher  age  groups?  The 
majority  of  tuberculous  patients,  particularly 
males,  are  now  found  in  the  fourth  and  fifth  decades. 
That  which  has  been  said  above  regarding  clinical 
latency  of  the  disease  and  resistance  to  institutional 
treatment  applies  particularly  to  these  patients. 
Furthermore,  an  ever  larger  proportion  of  patients 
suffering  from  progressive  pulmonary  tuberculosis 
is  in  advanced  age  groups  in  which  symptoms  of 
their  pulmonary  disease  tend  to  blend  with  symp- 
toms of  other  diseases  of  advanced  age.  This 
further  favors  delayed  recognition  and  limits  ener- 
getic treatment  of  their  tuberculosis. 

All  of  the  factors  discussed  above  working  to- 
gether tend  to  bring  about  a weakening  of  tuberculo- 
sis control  by  a trend  of  events,  one  leading  to  the 
other  through  force  of  circumstances. 

Last  but  not  least  the  danger  of  streptomycin- 
resistant  bacilli  should  be  considered.  There  is  a 
growing  belief  that  long  continued  chemotherapy 
(with  combined  streptomycin  and  PAS)  results  in 
permanent  loss  of  viability  of  the  bacilli  located  in 
the  lesions.  This  belief  may  ultimately  prove  to 
be  wrong.  If  so  we  may  face  many  recrudescences 
of  tuberculosis  by  a flareup  of  (arrested)  latent 
lesions  with  streptomycin-resistant  bacilli.  Even 
more  ominous  is  the  threat  of  an  increasing  number 
of  new  cases  infected  with  streptomycin-resistant 
bacilli  from  the  above  described  sources.  Some 
workers  now  express  faith  in  averting  all  this  with 
BCG  vaccination.  This,  too,  appears  to  be  dan- 
gerous overconfidence.  An  analysis  by  Drolet 
of  recent  reports  from  countries  using  BCG  ex- 
tensively since  its  introduction  indicates  no  effect 
upon  the  trend  of  ratio  of  new  cases. 

Should  the  chain  of  events  above  discussed  really 
lead  to  a recrudescence  of  tuberculosis,  the  con- 
sequences will  then  depend  largely  on  the  existence 
or  absence  of  a curative,  effective,  chemotherapeutic 
agent.  That  the  “INH”  drugs  are  not  such  agents 
is  quite  apparent  by  now.  Should  we  fail  to  develop 
another  more  effective  drug,  are  we  not  headed  for  a 
critical  phase  in  tuberculosis? 
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A IIUE-DONE-IT  IS  SOLVED  FOR  HOUSEWIFE  BY  DOCTOR 


The  British  Medical  Journal  reported  the  case  of  a 
twenty-eight-year-old  English  housewife  who  turned 
bright  yellow  after  eating  a pound  of  carrots  a day 
for  a year. 

The  woman,  The  Journal  said,  went  to  her  doctor 
when  she  noticed  her  skin  changing  color,  and  the 


physician  suggested  mildly  and  without  conviction 
that  perhaps  she  was  eating  too  many  carrots.  She 
was  sent  to  a hospital  for  observation  and  ate  no 
carrots  at  all. 

She  regained  her  normal  color. — New  York  Herald 
Tribune,  August  2,  1952 


TRAINING  PHYSICIANS  FOR  GENERAL  PRACTICE 

Role  of  the  Medical  School 

Paul  Williamson,  M.D.,  Memphis,  Tennessee 

I ( From  the  Department  of  General  Practice,  University  of  Tennessee) 


TOURING  the  past  decade,  the  American  public 
has  signified  some  displeasure  with  the  medical 
profession,  probably  quite  justly.  There  has  been 
no  fault  found  with  the  expertness  of  medical  care 
in  general,  but  much  well-documented  evidence  is 
available  about  rising  costs  and  about  lack  of 
rural  physicians. 

The  shortage  of  physicians  which  is  complained 
of  is  actually  a shortage  of  general  practitioners. 
Beyond  question,  the  worst  served  areas  are  those 
where  there  are  too  few  or  no  general  physicians 
and  surgeons.  At  present,  specialized  physicians 
and  trainees  are  somewhat  overabundant.  In 
Memphis,  Tennessee,  only  about  25  per  cent  of  the 
specialized  physicians  find  it  possible  to  limit  their 
practices  to  difficult  cases  in  their  own  specialty. 
Certainly  half,  and  probably  more,  of  these  men 
have  to  resort  to  general  practice  in  order  to  make  a 
living. 

This  shortage  of  general  practitioners  may  be 
blamed  to  some  extent  on  the  course  of  medical 
training  in  the  past  twenty  years.  Young  men 
have  been  trained  by  specialists  in  the  tenets  of 
specialty  practice — and  this  does  not  in  any  way  imply 
criticism  of  our  specialized  colleagues.  There  is 
little  comparison  between  the  two  types  of  practice 
even  though  the  basic  aim  is  the  same.  A small 
town  general  practitioner  is  inclined  to  have  a 
different  outlook. 

To  begin  with,  the  general  practitioner  is  usually 
more  closely  allied  with  his  patients.  He  is  in  a 
position  to  become  acquainted  intimately  with  every 
detail  in  the  medical  history  of  these  patients. 
This  knowledge  can  be  of  great  value  in  assessing 
the  relative  weight  of  organic  and  psychic  factors 
in  disease,  and  it  is  the  type  of  knowledge  that  can 
be  available  only  to  the  family  physician  without 
long  and  expensive  interviews. 

The  frequently  discussed  art  of  medicine  is 
probably  synonymous  with  psychosomatic  medicine 
in  many  respects.  No  one  other  than  the  general 
practitioner  is  likely  to  have  sufficient  knowledge 
of  the  family  to  practice  this  type  of  medicine 
within  the  economic  means  of  the  average  family. 
Another  factor  which  is  most  important  in  family 
medical  care  is  the  price  of  medical  service.  Some 
of  the  criticism  of  high  medical  prices  is  well  justi- 
fied, although  it  is  certainly  true  that  medical  fees 
have  not  gone  up  concurrently  with  other  fees  and 
with  the  cost  of  living. 

Procedures  done  in  the  doctor’s  office  cost  very 
little  more  than  they  did  ten  years  ago,  but  the  use 
of  these  procedures  has  been  multiplied  beyond  all 
reason.  For  example,  x-rays  of  the  chest  usually 
cost  $10.00.  In  the  past  they  were  reserved  for 
chest  cases  which  were  obscure  or  difficult  of  diag- 
nosis. Today,  few  diseases  of  the  chest  are  known 


which  do  not  call  for  an  immediate  chest  x-ray. 
That  is,  of  course,  mildly  silly,  but  nonetheless,  it  is 
standard  practice  in  many  offices.  Other  proce- 
dures are  in  the  same  category. 

In  addition  to  this,  in  the  larger  specialty  clinics, 
which  are  in  truth  admirable  institutions,  several 
physicians  may  see  each  patient.  The  investiga- 
tion of  two  or  three  simple  complaints  may  require 
the  services  of  two  or  three  physicians,  each  of  whom 
may  render  a bill.  In  many  instances  the  same 
result  could  have  been  accomplished  by  a single 
visit  to  the  general  practitioner  for  one  fee. 

This  is  not  to  say  in  any  way  that  the  general 
practitioner  is  a cut-rate  physician  or  one  who 
offers  second  rate  goods  at  a cheaper  price,  but 
rather  to  say,  first,  that  he  is  in  a position  to  have 
an  intimate  knowledge  of  his  patients,  and,  second, 
that  he  is  able  to  care  for  the  majority  of  com- 
plaints of  any  one  individual  quite  adequately. 
These  two  considerations  tend  to  cut  the  cost  of 
medical  care  for  the  patient.  As  one  lady  very 
adequately  phrased  it,  “I’m  poor  and  can’t  afford 
to  be  examined  section  by  section.” 

We  would  propose  as  a remedy  for  this  situation 
not  the  curtailment  of  specialty  practice  but  rather 
making  available  to  the  public  well-trained  and 
well-rounded  general  practitioners.  No  general 
physician  is  capable  of  practicing  medicine  alone, 
but  he  can  do  much  more  than  many  people  give 
him  credit  for.  He  should  expect  to  call  a quali- 
fied specialist  for  every  disease  beyond  his  ken,  and 
his  patients  would  lose  confidence  in  him  if  he  did 
not.  The  writer  believes,  and  it  seems  that  the 
public  is  coming  to  believe,  that  the  general  practi- 
tioner should  be  the  person  to  decide  when  a special- 
ist is  indicated  and  which  specialist  to  call. 

Basically,  this  proposition  calls  for  a change  in 
medical  education.  Heretofore,  some  of  our  medical 
schools  have  been  simply  research  institutions  in 
which  an  additional  side  factor  was  to  train  medical 
students.  It  is  the  opinion  of  this  general  practice 
group  that  such  overemphasis  should  be  stopped  and 
stopped  immediately.  The  basic  function  of  the 
medical  school  should  be  to  train  a well-rounded 
general  practitioner.  In  order  to  train  such  a man, 
one  must  de-emphasize  the  complicated,  the  complex, 
the  unusual,  and  put  renewed  emphasis  on  the  simple 
technics  of  medicine.  Each  young  man  should  be 
well  grounded  in  anatomy  and  physiology.  He 
should  know  and  know  to  perfection  the  technics  of 
physical  diagnosis,  and,  something  that  is  frequently 
sadly  lacking,  he  should  know  in  detail  the  natural 
history  of  every  common  disease.  He  should  have 
a chance  to  observe  common  diseases,  a chance  to 
read  about  them,  a chance  to  hear  lectures  on  them, 
and  a chance  to  work  on  the  patient  who  has  them. 

Very  frequently,  the  medical  wards  at  the  large 
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teaching  institutions  have  case  after  case  of  com- 
plex, unusual  diseases  which  make  very  interesting 
demonstration  material  and  which  the  student 
should  see  by  all  means,  but  there  seem  to  be  too 
few  cases  of  common  disease. 

The  student  needs  exposure  to  coughs  and  colds, 
the  common  types  of  sore  throat,  the  means  of 
diagnosing  a diseased  appendix  and  the  means  of 
removing  it.  He  needs  to  know  all  the  myriad 
simple  office  procedures  and  technics  of  treatment 
and  the  simple  diagnostic  procedures  that  are  done 
every  day  in  the  office. 

Blame  for  these  deficiencies  can  be  placed  on  our 
policies  of  medical  education.  Our  professors  tend 
to  talk  about  and  to  demonstrate  subjects  far  too 
complex  for  the  average  student.  There  is  little 
coordination  of  the  knowledge  gained.  One  service 
considers  the  patient  as  a heart  only  and  another 
merely  as  an  eye,  while  still  other  services  consider 
only  isolated  body  parts  or  processes.  Such  a series 
of  unrelated  examples  does  not  serve  to  give  a well- 
rounded  training  for  general  practice. 

We  propose  that  this  must  be  corrected.  We  have 
tried  one  means  of  doing  so.  At  the  University 
of  Tennessee  there  has  been  formed  a general  prac- 
tice staff.  The  members  are  well-qualified  general 
practitioners,  and  at  the  medical  center  they  have 
been  assigned  to  many  duties  which  are  most  im- 
portant to  both  student  and  patient.  We  have  a 
general  practice  clinic  which  receives  totally  un- 
selected  patients  exactly  as  they  enter  the  outpatient 
department.  These  patients  are  assigned  to  individ- 
ual students,  and  the  student  acts  as  family  phy- 
sician. The  clinic  is  practically  a complete  unit 
within  itself.  There  is  a 100-ma.  x-ray  machine, 
electrocardiograph,  basal  metabolism  apparatus, 
physiotherapy  equipment,  minor  surgery  rooms, 
eye,  ear,  nose,  and  throat  room,  a laboratory  and 
technician,  and  most  of  the  standard  diagnostic  and 
examining  equipment  found  in  the  average  small 
clinic.  The  young  men  are  encouraged  to  use  this 
equipment  and  to  treat  their  patients  as  a whole, 
rather  than  to  find  some  isolated  disease  and  treat 
it  as  an  entity.  We  hammer  at  the  fact  that  the 
patient’s  problem  and  the  patient’s  disease  may  not 
be  one  and  the  same. 

In  addition,  the  general  practice  staff  is  respon- 
sible for  the  emergency  and  admitting  rooms  of  our 
teaching  hospital.  From  6:00  o’clock  each  morning 
until  midnight  every  night  a general  practitioner 
is  present  in  the  emergency  room  and  is  responsi  >le 
for  final  decisions  as  to  the  disposition  of  every 
patient  who  comes  in.  This  has  worked  very  satis- 
factorily and  has  proved  quite  conclusively  that 
the  general  practitioner  is  indeed  competent  to 
screen  all  patients  and  to  see  which  may  be  treated 
as  outpatients  (and,  of  course,  to  direct  their  treat- 
ment) or  to  decide  which  patient  should  be  assigned 
to  the  hospital. 

Further  than  this,  the  general  practice  staff  has 


supervision  of  an  outcall  service.  During  his  last 
year  in  medical  school,  each  student  is  assigned  as 
family  doctor  to  a local  family  and  is  expected  to 
take  all  calls  as  needed  and  to  see  the  patient  in  the 
clinic  or  emergency  room  when  indicated.  He  is 
called  on  all  matters  of  minor  or  major  importance 
pertaining  to  the  family.  He  can  call  on  a member 
of  the  general  practice  staff  for  assistance  and  counsel 
at  any  time  he  feels  over  his  depth.  This,  we  believe, 
will  be  excellent  experience  for  our  young  men. 

In  addition  to  functioning  as  an  active  medical 
staff  within  the  structure  of  the  medical  school,  the 
general  practice  staff  has  now  been  approved  to 
give  postgraduate  courses.  We  have  attempted  to 
provide  a new,  more  practical  type  of  postgraduate 
instruction,  based  principally  on  the  fact  that  the 
general  practitioner  from  a small  town  needs  to 
know  how  to  do  any  technics,  based,  too,  upon  the 
fact  that  he  probably  will  read  his  textbooks.  We 
feel  that  an  active  demonstration  of  the  technics  of 
diagnosis  and  treatment  should  be  made  to  each 
practitioner  who  takes  a course. 

The  practitioner  who  proposes  to  take  a course 
writes  to  indicate  what  particular  subject  h j would 
like  to  cover  in  his  course  and  the  amount  of  time 
available  to  him.  Individual  arrangements  are 
made  for  the  practitioner  to  work  in  the  field  of  his 
choice  at  approximately  the  resident  level.  Along 
with  this,  he  is  allowed  to  take  an  active  part  in 
teaching  students  in  the  general  practice  clinics,  and 
he  may  or  may  not,  as  he  desires,  spend  his  evenings 
in  the  emergency  and  admitting  rooms  of  our  teach- 
ing hospital.  These  courses  are  too  new  to  be  eval- 
uated, but  the  very  brief  experience  we  have  had 
with  them  has  been  more  than  satisfactory. 

We  feel  sincerely  that  there  is  a renaissance  in 
American  medicine,  that  the  general  practitioner 
is  likely  to  come  into  his  own,  and  that  the  time  is 
coming  when  he  will  be  a member  of  the  staff  of  the 
major  medical  schools.  We  realize,  too,  that  the 
general  practitioner  cannot  hope  to  have  the  exten- 
sive knowledge  of  any  one  subject  that  his  specialist 
colleague  may  have,  but  we  do  feel  that  his  general 
knowledge  of  the  practice  of  medicine  and  his  abil- 
ity to  handle  patients  may  be  of  great  advantage  to 
the  medical  school,  to  the  medical  student,  and  to 
the  people  who  place  their  trust  and  confidence  in 
such  institutions. 

Editor’s  Note — Dr.  Paul  Williamson,  as  director 
of  the  general  practice  program  at  the  University  of 
Tennessee,  herein  expresses  his  own  opinions  and 
beliefs  concerning  the  role  of  the  medical  school  in 
the  training  of  physicians  for  general  practice.  The 
editors  of  the  Journal  do  not  on  many  points 
agree  with  Dr.  Williamson  and  submit  that  condi- 
tions reportedly  existing  in  Tennessee  do  not  neces- 
sarily apply  to  New  York  State.  Nevertheless,  his 
program  as  described  seems  to  be  an  interesting  ex- 
perimental step  toward  the  improvement  of  general 
practitioner  training,  and  as  such  the  Journal  pre- 
sents it. 


It  might  help  us  to  be  a little  more  charitable  about  those  people  next  door  if  tee  occasionally 
remembered  that  we  are  those  people  next  door. — A.  G.  Gardner 


NECROLOGY 


Charles  William  Bethune,  M.D.,  of  Buffalo,  died 
on  October  2 at  his  home  at  the  age  of  sixty-nine. 
Dr.  Bethune  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1905  and  interned 
at  the  Erie  County  Hospital.  During  World  War  I 
he  served  with  the  U.S.  Army  Medical  Corps.  Dr. 
Bethune  was  head  of  the  urology  service  at  Sisters 
Hospital  for  more  than  thirty-five  years  and  was 
for  many  years  examining  physician  for  the  Erie 
County  Health  Department.  He  was  honorary 
urologist  at  Sisters  Hospital  and  a member  of  the 
American  Urological  Association,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Julius  Bondy,  M.D.,  of  the  Bronx,  died  on  Octo- 
ber 4 at  the  age  of  seventy-one.  Dr.  Bondy  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1904  and  interned  at 
Lebanon  Hospital.  He  was  a member  of  the  Bronx 
Gynecological  and  Obstetrical  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Nicholas  Michael  De  Sanctis,  M.D.,  of  New  York 
City,  died  on  September  22  at  the  age  of  sixty-eight. 
Dr.  De  Sanctis  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1909.  He  was  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Israel  Harrison  Hirshson,  M.D.,  of  Brooklyn,  died 
on  September  30  at  the  age  of  forty-six.  Dr.  Hirsh- 
son received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1929.  He  was 
associate  attending  dermatologist  and  syphilologist 
at  the  Metropolitan  Hospital,  New  York  City,  and 
medical  inspector  in  the  City  Department  of  Health 
Bureau  of  Social  Hygiene.  Dr.  Hirshson  was  a 


member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Mark  E.  Reed,  M.D.,  of  Tonawanda,  died  on 
July  6 at  the  age  of  seventy-eight.  Dr.  Reed  re- 
ceived his  medical  degree  from  the  New  York 
Homeopathic  Medical  School  in  1898. 

Martin  J.  Rosenberg,  M.D.,  of  New  York  City, 
died  on  June  21  at  the  age  of  sixty-two.  Dr.  Rosen- 
berg received  his  medical  degree  from  the  Univer- 
sity of  Heidelberg  in  1914.  He  was  a member  of 
the  Rudolf  Virchow  Medical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Wilbur  Randall  Schoonmaker,  M.D.,  of  Jackson 
Heights,  died  on  October  23  at  the  age  of  sixty, 
while  aboard  a ship  traveling  from  South  Africa  to 
New  York  City.  Dr.  Schoonmaker  received  his 
medical  degree  from  the  New  York  Homeopathic 
Medical  School  in  1919  and  had  practiced  in  Queens 
until  two  years  ago  when  he  became  ship’s  surgeon 
aboard  the  African  Endeavor  of  the  Parrel  Lines. 
He  had  been  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Gertrude  Werner,  M.D.,  of  New  York  City,  died 
on  October  31  at  her  home  at  the  age  of  forty.  Dr. 
Werner  received  her  medical  degree  from  the  Uni- 
versity of  Vienna  in  1937  and  had  been  on  the  staff 
of  the  Community  Service  Society  for  the  last  four 
years.  She  was  a member  of  the  American  Psychi- 
atric Association,  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  Psychoanalytic  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


EVALUATION  OF  BANTIIINE  IN  IIYPERIIIDROSIS 


This  investigation  was  undertaken  to  follow  up 
the  observation  of  Grimson  and  associates  that  inci- 
dental to  treatment  of  gastrointestinal  disorders 
with  Banthine  bromide  (Searle)  excessive  sweating 
was  suppressed.  In  the  present  series,  the  author 
reports  that  44  subjects  with  hyperhidrosis  and  four 
normal  persons  were  given  daily  doses  of  Banthine 
bromide  for  periods  of  four  to  six  months.  For  pur- 


poses of  control,  placebos  were  given  some  subjects 
at  intervals.  In  about  90  per  cent  of  the  test  volun- 
teers, the  drug  controlled  the  hyperhidrosis,  but 
effectiveness  depends  on  continued  administration 
of  medication.  Discontinuance  results  in  recur- 
rence of  excessive  sweating. — Arthur  G.  Zupko, 
Journal  of  the  American  Pharmaceutical  Association. 
April,  1952 
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MEDICAL  FILM  REVIEWS 


John  L.  Norris,  M.D.,  Chairman 

Film  Review  Subcommittee 
Council  Committee  on  Public  Health  and  Education 


Congenital  Malformations  of  the  Heart 
Produced  by  the  University  of  Washington  School 
of  Medicine 

A group  of  instructional  films  divided  into  three 
parts  dealing  with  embryology,  acyanotic  and  cy- 
anotic congenital  malformations  of  the  heart. 

Part  1 — Embryology  of  the  Heart,  16  mm.,  color, 

sound,  15  minutes 

This  film  demonstrates  by  use  of  a live  chicken 
embryo  the  sequence  of  events  in  development  of 
the  primitive  heart.  The  film  begins  with  the  show- 
ing of  the  primitive  cardiac  tube,  pointing  out  the 
early  constrictions  as  they  take  place  in  the  sinus 
venosus,  atrium,  ventricle,  bulbis  cordis,  and  trun- 
cus  arteriosus. 

As  development  progresses,  the  major  divisions 
such  as  the  division  of  the  atreoventricular  canal, 
division  of  the  atrium,  division  of  the  truncus  arteri- 
osus, and  the  cranial  part  of  the  bulbis  cordis  are 
shown,  supplemented  with  a descriptive  legend. 

The  photography  is  exemplary,  especially  consid- 
ering the  difficult  subject  matter  that  is  being  pre- 
sented. 

This  film  has  a definite  value  for  teaching  purposes 
as  a brief,  chronologic,  pictorial  review  of  heart  em- 
bryology. It  is  an  excellent  presentation  of  difficult, 
unchanging  subject  matter  that  can  be  better 
understood  through  a visual  rather  than  a verbal 
presentation. 

Part  2 — Acyanotic  Congenital  Deformities,  16 

mm.,  color,  sound,  15  minutes 

This  film  presents  a few  of  the  major  congenital 
cardiac  defects  of  acyanotic  character  with  respect 
to  their  diagnosis  by  means  of,  for  the  most  part, 
animated  illustrations.  It  reviews  the  pathologic 
physiology  in  arteriovenous  shunts  by  means  of 
schematic  drawings  and  illustrations.  The  major 
types,  such  as  patent  ductus,  coarctation  of  the 
aorta,  etc.,  are  presented  as  a means  to  disclose 
these  shunts.  Heart  catheterization,  x-ray,  etc.  are 
also  shown. 

Members  of  the  panel  felt  that  the  scope  covered 
was  too  limited  and  did  not  include  such  important 
abnormalities  as  uncomplicated  pulmonary  steno- 
sis, and  that  some  of  the  material  covered  was 
sketchy  and  not  adequately  presented. 


This  film  can  be  useful  as  a visual  adjunct  to  a 
teaching  program  in  medical  schools  or  as  a hurried, 
incomplete  review  for  the  busy  practitioner. 


Alcoholism 

Produced  by  the  Encyclopedia  Britannica  Film,  Inc. 

The  background  of  this  film  on  “Alcoholism”  is 
based  upon  the  interviews  of  a physician  with  an 
alcoholic,  portraying  the  alcoholic’s  progress,  de- 
velopment, and  recovery. 

The  patient  is  a typical,  upper  middle-class  subur- 
banite with  a simple,  classical  problem  that  can  be 
treated  in  the  “outpatient”  department  or  in  the 
office.  It  is,  of  course,  an  oversimplification  of  an 
extremely  complex  problem,  even  though  this  one 
case  is  portrayed  very  well. 

It  is  most  useful  as  a presentation  by  a qualified 
physician  to  lay  groups,  although,  in  the  present 
state  of  our  knowledge,  it  would  be  acceptable  for 
medical  students,  nurses,  and  general  medical  audi- 
ences. 

Drug  Addiction 

Produced  by  the  Encyclopedia  Britannica  Film,  Inc. 

The  film  on  “Drug  Addiction”  purports  to  show 
how  a drug  addiction  begins,  is  maintained,  and  is 
handled  by  the  authorities. 

It  starts  out  by  showing  teenagers  exposed  origi- 
nally to  reefers,  heroin,  injections  of  opiates,  etc.  It 
shows  that  most  of  the  earlier  contacts  with  these 
drugs  are  on  the  basis  of  a dare.  From  that  point, 
the  addiction  to  drugs  grows,  and  the  physical  men- 
tal, emotional,  and  moral  breakdown,  secondary  to 
the  use  of  drugs,  is  demonstrated. 

The  working  of  a gang  of  smugglers  of  opium  is 
illustrated  together  with  an  exposition  of  the  dope 
racket  functions. 

We  think  that  the  film  could  be  used  for  an  audi- 
ence of  the  level  of  high  school  and  possibly  college, 
although  some  members  of  the  reviewing  group  felt 
that  the  approach  was  too  naive  for  even  the  average 
high  school  junior. 

The  film  is  too  simple  for  a medical  audience.  For 
use  in  lay  groups,  it  should  be  accompanied  by  an  in- 
terpretation given  by  a qualified  speaker. 
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ANNOUNCEMENT 

for 

SCIENTIFIC  EXHIBITORS 
1953  ANNUAL  MEETING 

The  147th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New 
York  will  be  held  at  the  Hotel  Statler  in  Buffalo,  May  4,  5,  6,  7 and  8, 
1953. 

In  previous  years  it  has  been  rather  difficult  for  the  committee  on 
scientific  exhibits  to  arrange  floor  space  to  comply  with  all  the  requests 
of  doctors  wishing  to  show  their  work.  In  order  to  facilitate  the  job  of 
allotting  space,  therefore,  it  will  help  to  explain  to  applicants  exactly 
what  is  meant  by  some  of  the  terms  used  on  the  application  form. 

To  clarify  your  request,  state  specifically  whether  you  wish  to  use 
charts  and  similar  items  which  can  be  fitted  on  flat  or  wall  space.  This 
space  has  no  depth  and  is  measured  in  linear  feet. 

If  you  have  bulk  equipment  of  any  kind  state  your  need  for  floor  space 
with  depth.  This  space  is  measured  in  square  feet.  Radiologic  and  x-ray 
viewing  boxes  would  go  into  this  type  of  space  only. 

Concerning  view  boxes,  please  inform  the  committee  exactly  how  many 
you  need,  and  they  can  then  let  you  know  whether  these  are  available. 

It  would  be  well  to  make  a scale  drawing  of  your  exhibit,  better  to 
enable  the  committee  to  give  you  the  exact  size  and  type  of  space  you 
want. 

In  Buffalo  flat  wall  space  will  predominate,  although  about  30  spaces 
with  depth  can  be  set  up.  The  depth  space  will  be  located  on  the  mezza- 
nine of  the  Hotel  Statler  opposite  the  entrance  to  the  television  room. 
Exhibits  will  be  arranged  to  allow  a free  flow  of  traffic  at  all  times. 

The  wall  space  will  be  located  on  the  balcony  of  the  grand  ballroom 
of  the  Hotel  Statler  and  on  the  ballroom  floor  at  either  end  of  the  tech- 
nical (commercial)  exhibits.  The  ballroom  is  just  off  the  lobby  floor  of 
the  hotel.  These  exhibits  will  be  easily  available  to  doctors  wishing  to 
see  them. 

It  is  absolutely  necessary  that  all  applications  for  space  be  in  the  hands 
of  Dr.  Beverly  C.  Smith,  63  East  84th  Street,  New  York  28,  New  York, 
by  January  12,  1953. 

Applications  will  positively  not  be  accepted  after  this  date. 

All  exhibits  may  be  set  up  in  the  allotted  areas  beginning  at  noon  on 
Sunday,  May  3,  and  must  be  completed  in  the  mezzanine  section  by  9 a.m., 
Monday,  May  4.  They  must  be  ready  to  show  in  the  ballroom  section 
by  noon,  Monday,  May  4. 

A written  description  of  each  exhibit,  not  to  exceed  one  hundred  words, 
will  be  printed  in  the  convention  issue  of  the  New  York  State  Journal 
of  Medicine  as  well  as  in  the  official  program  of  the  meeting. 
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BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  REVIEWED 


The  Medical  Clinics  of  North  America.  New 
York  Number.  May,  1952.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1952. 
Published  bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

This  symposium  on  current  endocrine  diagnosis 
and  therapy  should  be  well  received.  The  quality 
of  the  contributors  is  of  the  best.  The  therapy  of 
thyroid  and  Addison’s  disease  and  hormonal  treat- 
ment for  carcinoma  of  the  breast,  prostate,  and 
menstrual  disorders,  diabetic  coma,  insulin,  allergy, 
and  resistance  are  highlights.  Clinical  and  physio- 
logic considerations  of  the  use  of  ACTH  and  corti- 
sone are  given.  An  evaluation  of  the  test  of  en- 
docrine function,  osteoporosis,  hypercholestero- 
lemia, and  tetany  are  expertly  handled.  Physio- 
logic considerations  of  electrolyte  and  water  metabo- 
lism are  also  given. 

Bernard  Seligman 

Poisoning.  A Guide  to  Clinical  Diagnosis  and 
Treatment.  By  W.F.  von  Oettingen,  M.D.  Octavo 
of  524  pages.  New  York,  Paul  B.  Hoeber,  1952. 
Cloth,  $10.00. 

Dr.  von  Oettingen  has  carefully  compiled  data  con- 
cerned with  the  chemistry,  pharmacology,  diagnosis, 
and  treatment  of  461  toxic  substances.  In  addition, 
he  has  classified  toxic  substances  in  accordance  with 
their  action  on  the  body  systems  as  expressed  by 
clinical  signs  and  symptoms  and  laboratory  findings, 
thus  setting  up  an  index  of  differential  diagnosis. 

A special  chapter  is  devoted  to  the  methods  used 
in  detecting  various  toxic  substances  in  the  blood 
and  urine. 

The  information  throughout  the  book  is  concise 
but  adequate,  and  references  are  furnished  for  more 
detailed  descriptions. 

This  book  is  recommended  as  a valuable  addition 
to  the  field  of  industrial  medicine  and  toxicology. 

Nathan  Millman 

Figure  della  Medicina  Contemporanea  Italiana. 

By  Giovanni  P.  Arcieri,  M.D.  Octavo  of  350  pages, 
illustrated.  Milan,  Italy,  Fratclli  Bocca  Editori 
(New  York,  S.  F.  Vanni),  1952. 

This  biography  of  contemporary  medical  Italians 
is  a collection  of  historical  publications  by  the  author 
which  have  appeared  in  various  medico-historical 
periodicals,  principally  in  Alcrneone,  over  a period 
of  twenty  years;  hence,  many  of  the  personages  no 
longer  are  living. 

The  book  is  written  most  fascinatingly;  the 
characters  are  described  with  sentiment  and  in 


detail,  including  copies  of  their  original  articles  as 
they  appeared  in  scientific  journals;  the  work  is, 
therefore,  a biographic-scientific  one,  a fact  which 
adds  to  its  importance. 

It  might  be  suggested  to  the  author,  who  resides  in 
New  York  City,  that  this  volume  be  translated  into 
English,  because  even  though  most  of  the  men 
included  are  well  known  in  the  United  States,  there 
are  some  who  are  unknown.  The  author  has  accom- 
plished a splendid  piece  of  medical  history  in  Italian; 
there  is  no  doubt  that  he  could  do  the  same  in  Eng- 
lish. A translation  would  enable  the  work  to  be 
better  known  and  would  serve  a worthy  purpose. 

Gaetano  De  Yoanna 

The  1951  Year  Book  of  Neurology  and  Psychiatry. 

(November  1950-October,  1951.)  Neurology  edited 
by  Roland  P.  Mackay,  M.D.  Psychiatry  edited  by 
Nolan  D.  C.  Lewis,  M.D.  Duodecimo  of  556  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1952. 
Cloth,  $5.50. 

So  much  progress  has  been  made  in  neuropsy- 
chiatry that  it  is  impossible  for  any  specialist  to 
read  all  contributions  made.  Hence,  the  value  of 
this  yearbook  which  covers  the  most  important 
articles  published  between  November,  1950,  and 
October,  1951.  Special  emphasis  has  been  placed 
on  neurochemistry,  neurophysiology,  and  especially 
on  cortical  function  and  localization. 

It  is  a valuable  book  for  the  neuropsychiatrist  and 
neurosurgeon  and  a helpful  one  to  the  general  practi- 
tioner as  well.  Irving  J.  Sands 

Spatial  Vectorcardiography.  By  Arthur  Grish- 
man,  M.D.,  and  Leonard  Scherlis,  M.D.  Quarto  of 
217  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1952.  Cloth,  $6.00. 

This  excellent  monograph  is  an  introduction  to  the 
vector  concept  of  electrocardiography,  in  which  the 
leads  of  the  electrocardiogram  are  tested  as  deriva- 
tives of  a single  unit,  the  spatial  cardiac  vector.  It 
seems  obvious,  even  now,  that  cardiologists  will 
find  this  method  an  important  addition  to  diagnosis 
and  investigation  with  which  they  must  be  familiar. 

This  method  will  not  be  easy  for  persons  ac- 
customed to  thinking  of  cardiography  in  two  di- 
mensions. The  authors  have  succeeded,  however,  in 
making  this  transition,  which  is  necessary  in  our 
thinking,  less  difficult  than  would  have  seemed  pos- 
sible. 

The  illustrations,  bibliography,  and  index  arc 
very  satisfactory,  and  the  volume  can  be  highly 
recommended  to  specialists  in  this  field. 

Milton  Plotz 


In  every  free  and  deliberating  society  there  must,  from  the  nature  of  man,  be  opposite  parties. 
— Thomas  Jefferson 
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SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  September  11,  1952,  from 
9:15  a.m.  to  1:40  p.m.  at  the  State  Society’s 
offices.  Dr.  Edward  T.  Wentworth  presided. 

Report  of  Executive  Committee 

A meeting  of  the  Executive  Committee  was  held 
September  10,  1952.  Dr.  Anderton  reported  as 
follows: 

Communications. — 1.  Dr.  Wentworth  reported 
that  the  nomination  of  Mrs.  William  J.  Lavelle 
as  chairman  of  the  Subcommittee  on  Woman’s 
Auxiliary  of  the  General  Committee  of  the  Local 
Committee  on  Arrangements  for  the  American 
Medical  Association  meeting  in  June,  1953,  had 
been  approved  by  the  Board  of  Trustees  of  the 
American  Medical  Association,  as  had  been  the 
appointment  of  Dr.  J.  Stanley  Kenney  as  chairman 
of  the  local  committee  on  arrangements. 

2.  A letter  of  condolence  to  Mrs.  Harry  Aranow, 
dated  August  6,  1952,  was  approved  by  the  Execu- 
tive Committee;  Mrs.  Aranow’s  letter  of  thanks, 
including  thanks  for  flowers  which  were  sent  to 
Dr.  Aranow’s  funeral  in  the  name  of  the  Society, 
was  also  read. 

3.  Basing  its  action  on  a precedent  established  by 
the  Council,  the  Executive  Committee  disapproved 
a request  from  the  Medical  Society  of  the  County 
of  Niagara  that  1950  and  1951  State  dues  of  Dr. 
Frederick  Havens  be  refunded  because  he  was  taking 
a postgraduate  course  during  those  years. 

The  Council  voted  approval  of  this  action  of  the 
Executive  Committee. 

4.  A communication  from  Dr.  Frank  J.  Dickin- 
son, director  of  the  Bureau  of  Economic  Research 
of  the  American  Medical  Association,  requested  an 
opinion  and  advice  regarding  establishing  teamwork 
at  the  state  and  county  levels  between  the  medical 
profession  and  other  professions  pertaining  to  the 
Reed-Keogh  bills  in  Washington.  The  Executive 
Committee  voted  that  such  cooperation  should  be 
established  and  referred  the  matter  to  the  Legisla- 
tion Committee. 

5.  The  Executive  Committee  voted  to  grant  the 
requests  of  Dr.  Ernest  Moser  and  Dr.  Harold  W. 
Trick  to  transfer  from  the  Medical  Society  of  the 
County  of  Erie  to  the  Medical  Society  of  the  County 
of  Genesee  because  both  are  working  primarily 
in  Genesee  County.  Both  county  societies  had 
approved. 

The  Council  voted  approval. 

6.  A letter  from  Mr.  Robert  C.  Killough,  assist- 
ant commissioner  for  professional  education  of  the 
New  York  State  Education  Department,  requested 
an  opinion  for  the  Regents  regarding  the  number 
of  times  a member  of  the  Board  of  Medical  Ex- 
aminers might  be  reappointed.  Each  appointment 
is  for  three  years.  After  considerable  discussion, 
the  Executive  Committee  advised  that  the  secretary 
write  Mr.  Killough  the  recommendation  was  that 
each  member  of  that  Board  should  not  serve  more 
than  two  consecutive  terms  of  three  years  each, 
as  a general  principle. 

After  discussion,  the  Council  voted  approval. 

7.  A letter  of  appreciation  was  received  from 
Trustee  Ross  for  the  telegram  sent  him  in  the  name 
of  the  Society  on  August  14,  congratulating  him 
upon  his  ninetieth  birthday. 

8.  A letter  from  Trustee  Reuling  acknowledged 


a letter  which  the  secretary  was  instructed  to  send 
him  in  regard  to  his  recovery  from  a recent  illness. 

9.  A letter  from  Dr.  Robert  R.  Hannon  thanked 
the  Council  for  the  wristwatch  which  was  pre- 
sented to  him. 

10.  A letter  from  Mrs.  Arthur  F.  Holding, 
treasurer  of  the  Woman’s  Auxiliary,  thanked  the 
Society  for  $2,000  toward  the  expenses  of  the 
Distaff  and  $500  for  the  exhibit  at  the  State  Fair. 

11.  A letter  was  received  from  the  Medical 
Society  of  the  County  of  Erie  stating  that  Dr. 
Milton  J.  Schulz,  who  was  dropped  from  membership 
on  December  31,  1950,  for  nonpayment  of  dues, 
was  in  military  service  from  January  13,  1950, 
until  July  31,  1952,  and  that  a fellow  practitioner 
whom  Dr.  Schulz  had  requested  to  notify  the  county 
society  of  his  entry  into  service  had  failed  to  do  so. 
The  Medical  Society  of  the  County  of  Erie  has 
reinstated  Dr.  Schulz  as  of  December  31,  1950, 
and  has  remitted  his  dues  for  the  years  1950, 
1951,  and  1952.  They  request  that  similar  action 
be  taken  by  the  State  Society  and  that  we  request 
the  American  Medical  Association  to  do  likewise. 
The  Executive  Committee  felt  the  plea  was  valid 
and  voted  to  accede  to  the  request. 

The  Council  voted  approval. 

12.  A resolution  was  received  from  the  Dutchess 
County  Medical  Society  requesting  copies  of  the 
minutes  of  the  United  Medical  Service  Board  of 
Directors  meeting  for  April  22,  1952,  calling  for 
distribution  to  voting  members  of  minutes  of  all 
board  of  directors  meetings,  and  expressing  disap- 
proval of  action  taken  by  the  board  at  the  April  22 
meeting  with  regard  to  the  salary  of  the  president 
and  chairman  of  the  board. 

The  Council  accepted  this  resolution  as  infor- 
mation. 

Appointments. — Dr.  Anderton  stated  that  Presi- 
dent Wentworth  and  Dr.  Floyd  S.  Winslow  had 
been  appointed  to  represent  the  Society  at  the  an- 
nual meeting  of  the  Medical  Society  of  New  Jersey 
next  May. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  two  mem- 
bers for  1951  and  for  three  members  for  1952  be- 
cause of  illness;  for  three  members  for  1951  and  five 
members  for  1952  on  account  of  service  in  the  armed 
forces.  It  was  also  voted  to  request  that  the  Ameri- 
can Medical  Association  remit  1951  dues  of  six 
members  and  1952  dues  of  five  members. 

“Since  our  last  meeting,  your  secretary  has  busied 
himself  at  times  as  follows: 

June  20 — attended  executive  committee  meeting 
of  Second  District  Branch,  Garden  City. 

June  23 — attended  meeting  of  New  York  Public 
Welfare  Association,  Bolton  Landing. 

June  25 — visited  Mack  Printing  Company, 
Easton,  Pennsylvania,  with  Dr.  Laurance  D. 
Redway,  editor;  Mr.  Thomas  E.  Alexander,  busi- 
ness manager,  and  Mr.  Frank  Grassi. 

June  27 — Enjoyed  annual  office  excursion  picnic 
at  Bear  Mountain  Park. 

July  9 — attended  meetings  in  Albany  with  Presi- 
dent Wentworth;  Executive  Officer,  Harold  B. 
Smith;  Health  Commissioner  Hilleboe;  Deputy 
Health  Commissioner  Ingraham;  Associate  Com- 
missioner of  Education,  Carroll  D.  Newsom,  and 
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MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


the  Legal  Counsel  to  the  Department  of  Education, 
Dr.  Charles  A.  Brind,  Jr. 

July  23 — attended  meeting  of  Blood  Banks 
Commission. 

August  4 — attended  funeral  services  of  Dr.  Harry 
Aranow  after  ordering  appropriate  floral  piece  from 
Society. 

August  5 — attended  meeting  at  the  Association  of 
the  Bar  of  the  City  of  New  York  in  regard  to  Reed- 
Keogh  bills,  with  Mr.  William  F.  Martin,  Counsel. 

August  6 — attended  meeting  of  the  Legislation 
Committee  of  Coordinating  Council  of  the  five 
metropolitan  county  medical  societies. 

August  18 — with  Dr.  J.  Stanley  Kenney  visited 
Associate  Commissioner  of  Education  Carroll 
Newsom  in  Albany.  With  Dr.  Kenney  and  Dr. 
John  J.  Bourke,  executive  director  of  New  York 
State  Joint  Hospital  Survey  and  Planning  Commis- 
sion, inspected  recent  additions  to  the  Albany 
General  Hospital  and  Albany  Medical  College  of 
Union  University. 

August  19 — inspected  addition  to  Benedictine 
Hospital  and  Ulster  County  Tumor  Clinic  at 
Kingston,  and  attended  a planning  meeting  with 
these  two  gentlemen  and  representatives  of  the 
Kingston  Hospital.  Attended  luncheon  proffered 
by  prominent  members  of  the  Medical  Society 
of  the  County  of  Ulster.  Attended  dinner  at  Gros- 
singer’s  Hotel,  Liberty,  with  Drs.  Kenney,  Bourke, 
Harry  Golembe  and  representatives  of  Maimonides 
Hospital  board  of  trustees  and  builder. 

August  20 — inspected  partly  constructed  ad- 
dition to  Maimonides  Hospital,  Liberty,  with  Drs. 
Kenney  and  Bourke.  Interviewed  Dr.  Alfred 
Hussey’s  office  attendant  regarding  need  for  a 
general  practitioner  at  Roscoe.  With  Drs.  Kenney 
and  Bourke  visited  Drs.  S.  G.  and  James  Fagan  at 
Hancock  regarding  proposed  new  hospital ; and  with 
Drs.  Kenney  and  Bourke  inspected  existing  hospital. 
Visited  Delaware  Valley  Hospital,  Walton,  with 
Drs.  Kenney  and  Bourke  and  representatives  of 
hospital  staff. 

August  21 — inspected  Mary  Imogene  Bassett 
Hospital  including  recent  addition  at  Cooperstown 
with  Drs.  Kenney,  Bourke  and  Director  James 
Bordley.  Attended  meeting  of  executive  com- 
mittee of  Utica  Regional  Hospital  Council,  Utica. 

August  22 — again  with  Drs.  Kenney  and  Bourke 
inspected  Eastern  New  York  Orthopedic  Hospital, 
Schenectady,  and  lunched  with  its  chief  orthopedic 
surgeon,  Dr.  William  E.  Gazeley  and  staff. 

Visited  the  following  places  regarding  location  of 
general  practitioners:  August  25,  McGraw,  Cort- 
land County;  Jasper  and  Weylan  in  Steuben 
County;  August  26,  Holley,  Orleans  County; 
August  27,  Madison,  Madison  County;  Richfield 
Springs,  Otsego  County;  Berne,  Albany  County, 
and  Schoharie,  Schoharie  County. 

At  the  time  of  writing  this  report,  your  secretary 
plans  to  attend  a meeting  of  the  Woman’s  Auxiliary 
Executive  Committee  on  September  4;  a meeting  of 
the  Committee  on  Licensure  of  Nonmedical  Practi- 
tioners of  the  New  York  State  Interdepartmental 
Health  Council  in  Albany  with  Dr.  J.  Stanley 
Kenney,  September  5;  Blood  Banks  Commission, 
September  9;  and  on  September  10,  Planning  Com- 
mittee for  Medical  Policies,  Office  Administration 
and  Policies  Committee,  Publication  Committee, 
New  York  State  Health  Department  Advisory 
Committee  on  Civil  Defense,  and  Executive  Com- 
mittee. 

On  July  1,  1952,  with  approval  of  Dr.  J.  Stanley 
Kenney,  chairman  of  the  Legislation  Committee,  a 
message  was  sent  to  Representative  Doughton, 
chairman  of  the  Ways  and  Means  Committee, 


U.  S.  House  of  Representatives,  in  support  of  the 
Reed-Keogh  bills,  HR  8390  and  8391. 

On  July  11,  in  accordance  with  a request  from  the 
secretary  of  the  State  Board  of  Medical  Ex- 
aminers, telephone  permission  was  obtained  from 
members  of  your  Executive  Committee  to  suggest 
to  the  Regents,  for  membership  on  the  Board, 
Drs.  John  J.  Clemmer*  Louis  R.  Ferraro,  John  E. 
Kilman,  Claus  W.  Jungeblut,  Harry  W.  Rose, 
Linn  J.  Boyd,  William  Gardner,  Alexander  P. 
Preston,  and  Benjamin  L.  Matthews. 

Dr.  Frederick  H.  Volk  of  Attica  requests  per- 
mission of  the  Council,  in  accordance  with  Chapter 
XIV,  Section  1 (a)  of  the  Bylaws,  to  transfer  from 
the  Medical  Society  of  the  County  of  Wyoming  to 
the  Medical  Society  of  the  County  of  Genesee  be- 
cause his  hospital  affiliations  and  much  of  his  prac- 
tice is  in  the  latter  county.  The  Medical  Society 
of  the  County  of  Wyoming  concurs.  Your  secretary 
respectfully  urges  that  the  Council  grant  Dr. 
Volk’s  request. 

Approval  was  voted. 

At  your  last  meeting  the  Council  referred  to  the 
Executive  Committee  a proposal  to  hold  an  enter- 
tainment for  medical  members  of  the  American 
Legion  and  others,  during  its  convention.  After 
certain  correspondence,  the  Executive  Committee 
by  telephone  voted  not  to  hold  such  entertainment. 
Dr.  George  Schwartz  was  so  notified  by  letter  on 
August  6. 

Your  secretary  regretfully  draws  to  the  attention 
of  the  Council  an  article  in  This  Week  magazine,  a 
syndicated  Sunday  newspaper  supplement,  of 
July  13,  1952,  by  Dr.  C.  Ward  Crampton,  entitled 
“Six  Visits  That  Can  Save  Your  Life,’’  which  states 
in  part,  “Your  family  physician  can  secure  more 
information  on  the  plan  by  writing  to  the  New 
York  State  Medical  Society.”  The  foregoing  quota- 
tion was  not  authorized  by  yourselves  nor  any 
committee. 

....  Dr.  Curphey  reported  he  had  written  Dr. 
Crampton  and  received  the  following  reply:  “The 
reference  to  the  State  Society  was  an  error  made 
after  the  manuscript  left  my  hands — one  of  several 
contributions  of  the  literary  aids.  My  reference 
was  to  the  Joint  Legislative  Committee  of  New 
York  State,  which  is  publishing  the  scientific  report 
on  the  6-Epoch  Plan  as  presented  at  the  public 
hearing  last  December.”  .... 

Plans  for  the  district  branch  meetings  bespeak 
excellent  programs  during  the  next  couple  of  months. 

During  the  summer  months  your  offices  have 
functioned  satisfactorily.  The  Albany  office  was 
closed  during  vacation.  Several  employes  have 
resigned  at  the  headquarters  office,  but  Mr.  Thomas 
E.  Alexander,  office  manager,  is  making  good  pro- 
gress with  replacements. 

After  joyously  reporting  to  you  the  satisfactory 
recovery  of  Councillor  John  J.  H.  Keating  from  a 
serious  abdominal  malady,  your  secretary  must 
end  with  a note  of  sorrow  that  Trustee  Fenwick 
Beekman  continues  ill  on  account  of  a tenacious 
virus. 

It  was  voted  to  approve  the  report  including  ap- 
proval of  remission  of  dues  as  enumerated. 

The  Treasurer’s  report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  J.  Stanley  Kenney,  chairman, 
stated  * 

“At  my  request  President  Wentworth  deferred 
the  appointment  of  the  Committee  on  Legislation 
until  this  meeting  of  the  Council,  to  afford  me  the 
opportunity  to  confer  with  county  society  presidents 
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and  others  relative  to  its  personnel.  As  you  are 
aware,  dissatisfaction  on  the  part  of  certain  seg- 
ments of  the  Society  with  the  functioning  of  the 
Legislation  Committee  and  the  Albany  office  re- 
sulted in  a resolution  which  instructs  the  President 
to  appoint  a special  committee  to  investigate  the 
legislation  activities  of  our  Society  with  the  view 
of  determining  methods  and  procedures  which 
might  attain  a greater  measure  of  success. 

“I  would  ask  all  of  you,  and  particularly  our 
upstate  councillors,  to  keep  me  alerted  to  the  think- 
ing of  their  constituents  on  all  matters  on  which 
we  will  have  to  act,  and  especially  such  legislation 
as  the  Reed-Iveogh  bills,  the  various  free-choice 
bills,  injunction  legislation,  and  any  contemplated 
changes  in  the  Medical  Practice  Act.” 

Dr.  Kenney  gave  an  informative  report  regarding 
the  present  status  of  the  chiropractic  problem. 
Dr.  Harold  B.  Smith,  executive  officer,  supplemented 
this  with  suggestions  as  to  how  the  problem  could 
be  handled. 

After  discussion,  Dr.  Floyd  S.  Winslow  stated: 

“At  the  last  meeting  of  the  House  of  Delegates  a 
resolution  was  passed  directing  the  Public  Relations 
Bureau  to  prepare  an  educational  campaign  on  the 
question  of  chiropractic.  We  did  so,  and  at  the 
June  meeting,  before  we  adjourned  for  the  summer, 
that  was  presented.  We  ought  to  take  some  action 
on  that.” 

After  discussion,  it  was  voted  to  recommend  to  the 

Board  of  Trustees  an  appropriation  for  a public 

educational  campaign  regarding  cultism. 

It  was  voted  to  receive  the  report  of  the  Legislation 

Committee. 

Blood  Banks  Commission. — Dr.  Andrew  A.  Egg- 
ston.  chairman,  stated: 

“Your  Blood  Banks  Commission  submits  the 
following  progress  report:  The  Commission  has 

held  two  meetings,  in  July  and  September.  The 
first  meeting  was  primarily  a scrutiny  of  the  Blood 
Banks  Association  of  New  York  State,  what  it 
hopes  to  accomplish,  how  it  proposes  to  achieve 
its  objectives,  and  what  the  necessary  starting 
capital  would  be  to  activate  the  Association. 

“The  Commission  recommended  that  the  As- 
sociation obtain  from  the  State  of  New  York  a 
charter  as  a nonprofit  corporation.  I understand 
that  the  Association  president,  Dr.  Jacob  Geiger, 
has  requested  help  from  the  Society’s  legal  counsel 
on  this  matter. 

“At  the  first  meeting,  the  Commission  requested 
the  Association  to  present  its  budget  in  detail  and 
to  clarify  the  selfsustaining  features  of  the  As- 
sociation. It  was  felt  by  members  of  the  Blood 
Banks  Commission  that  the  Council  and  Trustees 
would  look  with  more  favor  upon  a request  for  start- 
ing capital,  if  that  request  could  be  accompanied 
by  a graphic  explanation  of  how  the  Blood  Banks 
Association  proposed  to  repay  the  loan. 

“During  the  second  meeting  the  Association  pre- 
sented its  budget  in  greater  detail.  The  Com- 
mission has  requested  that  more  attention  be  paid 
to  an  explanation  of  the  clearing  house  and  blood 
assurance  programs,  which  are  the  features  of  the 
Association  that  will  allow  it  to  be  self-sustaining, 
including  the  amortization  of  whatever  capital 
may  be  advanced  by  the  Medical  Society  of  the 
State  of  New  Yrork. 

“In  addition,  the  Association  has  been  requested 
to  indicate  what  areas  of  the  State  particularly  need 
the  proposed  services  of  the  Association. 

“The  Commission  would  like  to  recommend  to  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  that  it  grant  the  Blood  Banks  Association  of 


New  York  State  permission  to  state  on  its  stationery: 
‘Organized  under  the  auspices  of  The  Medical 
Society  of  the  State  of  New  York’.” 

After  discussion,  this  motion  was  put  to  a viva 
voce  vote;  but  as  the  outcome  was  uncertain 
there  was  a standing  vote  with  10  in  favor  and  4 
opposed. 

Dr.  Eggston  continued:  “ ‘The  Commission  feels 
that  it  is  making  progress  in  the  evaluation  of  the 
Blood  Banks  Association  of  New  York  State  and 
that  the  Commission  is  fulfilling  the  purpose  for 
which  it  was  created  by  the  House  of  Delegates, 
namely,  to  give  constructive  criticism  leading  to- 
ward the  development  by  the  Association  of  a 
sound  and  stable  blood  banking  organization  which 
will  function  in  the  best  interests  of  the  public 
and  the  medical  profession.’  ” 

Dr.  Eggston  read  the  following  letter  from 
Dr.  Geiger,  president  of  the  Blood  Banks  As- 
sociation, dated  September  10: 

On  behalf  of  the  Blood  Banks  Association  of  New  York 
State,  I should  like  you  to  convey  our  thanks  to  the  Medical 
Society  of  the  State  of  New  York  and  its  Blood  Bank  Com- 
mission for  the  understanding,  guidance,  and  personnel  assis- 
tance which  has  been  given  the  Association  since  its  incep- 
tion. 

In  the  many  and  large  unresolved  tasks  that  remain 
before  us  in  the  process  of  developing  a state-wide  organi- 
zation, we  shall  continue  to  need  assistance.  As  a result  of 
yesterday’s  meeting  of  the  Blood  Banks  Commission  I have 
the  following  comments  and  suggestions,  which  I take  the 
liberty  of  offering  to  you,  as  per  your  request. 

1.  There  is  no  question  about  the  fact  that  the  Associ- 
ation of  Blood  Banks  is  needed  and  wanted  by  all  concerned 
with  the  problem  of  blood  transfusion  and  blood  banking. 

2.  If  the  Association,  and  through  it  the  medical  pro- 
fession of  this  State,  is  to  keep  the  pace  set  by  those  in 
other  states,  it  must  act  now. 

3.  As  things  stand  now,  the  supply  of  blood  is  not 
sufficient  to  meet  all  civilian  needs  promptly.  This  is 
true  in  large  cities  as  well  as  in  small  rural  communities. 
In  case  of  atomic  attack  or  other  disasters,  the  demand  that 
will  be  made  on  blood  banks,  especially  in  large  cities,  will 
not  be  met  satisfactorily. 

4.  To  insure  a better  supply  of  blood,  the  hospital 
blood  banks  must  be  strengthened.  Especially  important 
is  a drive  to  get  the  public  to  donate  blood  to  hospital 
blood  banks  as  replacements.  This  can  be  done  only  by 
good  publicity,  and  the  Association  is  the  ideal  agency  to 
do  this  job. 

Recognizing  the  truth  and  import  of  the  above  state- 
ments, the  following  procedures  are  suggested: 

1.  Incorporation  of  the  Association. 

2.  Membership  drive.  Make  a very  active  campaign 
to  bring  in  all  blood  banks  in  New  York  State. 

3.  Allot  sufficient  monies,  about  $1,000,  at  once  to 
cover  printing  and  mailing. 

4.  Make  available  to  the  Association  for  a period  of 
six  months  to  one  year,  clerical  services  from  the  staff  of 
the  State  Society. 

5.  Make  available  for  the  period  of  one  year  the 
services  of  Mr.  Messinger  to  act  as  executive  secretary 
and  publicity  man  for  the  Association.  He  has  been  acting 
in  that  capacity  since  April,  I think. 

6.  Mr.  Messinger  to  lay  plans  now  for  instituting  a 
clearing  house  and  blood  assurance  program  as  soon  as 
feasible  and  to  start  as  soon  as  possible  a pilot  community 
drive. 

The  above  request  is  made  in  consideration  of  the  fact 
that  much  preparatory  work  must  be  done  by  the  Associa- 
tion before  a budgetary  request  is  made  to  the  Commission 
for  presentation  to  the  Council  and  Trustees  and  that 
funds  advanced  now  can  be  deducted  from  a future  budget 
request. 

After  discussion,  the  motion  was  lost  that  Counsel 
be  authorized  to  take  the  necessary  steps  to 
incorporate  the  Blood  Banks  Association  of  New 
Yrork  State. 
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Constitution  and  Bylaws. — Dr.  Anderton  re- 
ported that  Dr.  Frederick  W.  Williams  had  tele- 
phoned and  requested  the  following  report  be  made 
to  the  Council  : 

“Amendments  to  the  bylaws  of  the  Medical 
Society  of  the  County  of  Monroe  have  been  studied 
by  the  Committee  and  by  Mr.  Martin,  and  it  is 
recommended  that  they  be  approved  by  the  Coun- 
cil.” 

The  Council  voted  to  approve  these  amendments- 

“The  revised  constitution  and  bylaws  of  the  Medi- 
cal Society  of  the  County  of  Ontario  have  been 
studied  by  the  committee  and  by  counsel.  It  is 
recommended  that  these  bylaws  and  constitution 
be  accepted  as  corrected  by  counsel  and  approved 
by  the  committee.” 

It  was  so  voted. 

Convention. — Dr.  Thurman  B.  Givan,  chairman 
of  the  1951-1952  committee,  reported: 

The  146th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Hotel  Statler  in  New  York  City,  from  May  12 
through  16,  1952. 

Registration. — A new  high  was  reached  in  registra- 


tion figures.  They  follow: 

Physicians 4 , 622 

Guests 1,729 

(dentists,  medical  students,  interns, 
nurses,  technicians,  and  others) 

Technical  Exhibitors 1,163 


total  7,514 


House  of  Delegates. — The  House  of  Delegates  had 
a very  busy  three-day  period.  The  Tuesday  after- 
noon session  had  to  be  extended  into  the  evening 
to  take  care  of  the  volume  of  work.  Fifty  resolu- 
tions were  acted  upon. 

Scientific  Program. — The  scientific  program  was 
arranged  by  Dr.  Alfred  P.  Ingegno,  chairman, 
Subcommittee  on  Scientific  Program,  with  the 
chairmen  of  sections  and  sessions.  About  130 
papers  were  read.  There  were  also  several  sym- 
posia, panel  discussions,  and  an  x-ray  film-reading 
session.  Several  sections  combined  to  present 
programs  of  mutual  interest.  The  newly-formed 
Session  on  Public  Relations  had  a well-attended 
meeting,  at  which  four  papers  were  read.  Atten- 
dance at  meetings  was  kept  by  the  section  and  ses- 
sion chairmen  or  secretaries. 

The  Blood  Banks  Association  of  New  York 
State  was  given  facilities  to  present  a scientific 
meeting  which  included  papers,  motion  pictures, 
and  exhibits.  It  evoked  considerable  interest. 

Dr.  Ingegno  called  a meeting  of  the  Subcom- 
mittee on  Scientific  Program  on  Thursday,  May  15, 
at  5:15  p.m.  The  purpose  was  to  discuss  a plan 
for  revision  of  the  scientific  program  at  future  con- 
ventions. The  consensus  was  that  a program  geared 
to  more  general  sessions,  postgraduate  lectures,  and 
panel  discussions,  and  limiting  specialty  meetings 
to  one  session,  is  desirable.  This  was  subsequently 
brought  to  the  attention  of  the  Council,  and  per- 
mission was  given  to  inaugurate  such  changes  at 
the  1953  meeting  in  Buffalo. 

Teaching  Day  Television  Program. — Dr.  Theodore 
J.  Gurphey,  chairman,  Committee  on  Public 
Health  and  Education,  arranged  the  Teaching  Day 
program  on  Tuesday  as  part  of  the  television  pro- 
gram. This  was  accomplished  through  the  close 
cooperation  of  the  Television  Subcommittee  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  Television  Committee  of  the  New  York 
University-Bellevue  Medical  Center.  The  tele- 
vision program,  in  color,  was  sponsored  by  Smith, 


Kline  and  French  Laboratories.  The  attendance  at 
the  combined  television  program,  which  ran  from 
Tuesday  through  Friday,  was  clocked  by  the  Smith, 
Kline  and  French  Laboratories  at  4,611. 

Scientific  Exhibits. — Dr.  Beverly  C.  Smith, 
chairman,  Subcommittee  on  Scientific  Exhibits, 
accepted  83  applications  for  exhibits.  These 
attracted  a large,  interested  audience.  The  Com- 
mittee on  Scientific  Awards  selected  sLx  exhibits  for 
special  recognition,  and  the  House  of  Delegates 
voted  them  awards. 

Scientific  Motion  Pictures. — The  motion  picture 
exhibit,  under  the  supervision  of  Dr.  Beverly  C. 
Smith,  was  handled  by  the  Medical  Film  Guild. 

Technical  Exhibit. — According  to  Mr.  Charles  L. 
Balwin,  Technical  Exhibit  Manager,  138  technical 
exhibitors  occupied  146  booths.  The  exhibitors 
were  well  pleased. 

Dinner  Dance.- — Another  successful  “first”  this 
year  was  the  Dinner  Dance,  under  the  chairmanship 
of  Dr.  William  B.  Rawls,  in  conjunction  with  the 
Annual  Meeting.  This  was  held  Wednesday 
evening  and  was  attended  by  425  members  and 
guests. 

The  speakers  at  the  Annual  Meeting  were  Dr. 
Louis  H.  Bauer,  Dr.  J.  Stanley  Kenney,  Dr.  Edward 
T.  Wentworth,  and  Mr.  Alexander  F.  Jones,  execu- 
tive editor  of  the  Syracuse  Herald- Journal.  The 
presentation  of  the  President’s  Medal  was  made 
by  Dr.  Dan  Mellen. 

Woman’s  Auxiliary. — The  16th  Annual  Meeting 
of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  ran  concurrently  with 
that  of  the  State  Society.  They  also  had  a com- 
mittee of  ushers  to  assist  in  steering  doctors  to 
meeting  rooms. 

Miscellaneous. — A card  of  thanks  was  sent  to  each 
participant  in  the  scientific  program.  Chairmen 
of  committees  and  officers  of  sections  and  sessions, 
as  well  as  State  Society  officers,  expressed  their 
thanks  to  the  staff  personnel  who  worked  with  them 
in  helping  to  make  the  1952  Annual  Convention 
such  a success. 

It  was  voted  to  accept  the  report. 

Economics. — Dr.  Anderton  read  the  following 
for  Dr.  Renato  J.  Azzari,  chairman  who  was  not 
able  to  be  present : 

“At  the  June  19,  1952,  meeting  of  the  Council, 
the  Economics  Committee  was  asked  to  make  a 
survey  regarding  the  status  of  county  medical  socie- 
ties in  the  State  on  the  subject  of  group  disability 
insurance  for  illness  and  accident. 

“July  17,  1952,  a questionnaire  was  sent  to  secre- 
taries of  county  medical  societies,  to  be  returned 
with  information  regarding  the  type  of  insurance, 
number  of  people  insured,  name  of  company, 
and  whether  or  not  there  was  satisfaction  with  their 
present  program. 

“To  date  42  counties  have  responded.  A follow- 
up letter  will  be  sent  to  those  which  have  not  re- 
sponded, and  a complete  tabulation  and  report 
will  be  made  at  the  next  Council  meeting.” 

Following  is  the  report  of  the  Bureau  of  Medical 
Care  Insurance,  George  P.  Farrell,  Director: 

“On  July  9,  1952,  at  the  request  of  Dr.  Carlton 
E.  Wertz,  president  of  Western  New  York  Medical 
Plan,  Buffalo,  Mr.  Farrell  attended  a meeting  in 
Buffalo  with  representatives  from  the  counties 
comprising  the  area  served  by  that  Plan,  to  discuss 
the  offering  of  a new  indemnity  medical  care  con- 
tract with  revised  schedule  of  benefits  and  al-  1 
lowances. 

“Mr.  Farrell  reports  that  the  presidents  of  the 
district  blanches  are  being  contacted  for  per- 
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mission  to  display  at  the  branch  meetings,  charts 
on  the  progress  of  Blue  Shield  plans  in  the  State, 
and  to  distribute  literature,  an  annual  progress 
report  for  1951,  and  a current  statement  for  the  first 
six  months  of  1952. 

“Attached*  is  the  progress  report  on  the  seven 
Blue  Shield  plans  approved  by  the  Medical  Society 
of  the  State  of  New  York,  for  six  months  ending 
June  30,  1952.  These  reports  have  been  mailed 
to  the  secretaries  of  each  county  medical  society 
in  the  State,  presidents  and  executive  directors 
of  each  plan,  and  others  interested  in  Blue  Shield 
plans.” 

Public  Medical  Care  Subcommittee. — Dr.  Denver 
M.  Vickers,  chairmanv  reported  that  on  Monday, 
June  23,  1952,  he  and  Dr.  Anderton  represented 
the  Public  Medical  Care  Subcommittee  at  a meeting 
of  the  New  York  Public  Welfare  Association  at 
Bolton  Landing. 

It  is  estimated  that  the  number  of  individuals  on 
welfare  in  the  State  is  equal  to  a city  about  the  size 
of  Rochester.  Medical  reasons,  especially  chronic 
diseases  of  old  age,  are  now  the  largest  single  cause 
of  indigence,  having  displaced  unemployment 
for  several  years.  The  Monday  afternoon  program 
was  devoted  to  the  medical  aspects  of  public  welfare. 
Dr.  I.  Jay  Brightman,  director  of  medical  services 
of  the  State  Department  of  Social  Welfare,  expressed 
his  hope  that  more  emphasis  will  be  placed  on  pre- 
ventive measures  in  welfare  medicine  so  that 
individuals  may  continue  at  work  and  custodial 
care  may  be  decreased.  At  present,  46  welfare 
districts  have  ‘Medical  Plans,’  with  a medical 
executive,  variously  called  a consultant  or  a director, 
whose  duties  are  to  supervise  the  medical  aspects  of 
the  welfare  department  and  to  confer  with  and 
advise  the  commissioner. 

The  addition  of  a medical  official  to  the  local  de- 
partments has  seemed  to  improve  the  correlation 
of  medical  and  welfare  needs,  and  it  is  mainly 
with  this  in  mind  that  an  attempt  is  being  made  to 
set  up  a State  medical  manual,  as  a guide  for 
medical  care  of  indigents,  with  comparable  reports, 
forms,  and  statistics. 

Section  I of  the  proposed  manual  sets  up  th" 
administration  of  a medical  care  unit  and  specifies 
the  duties  of  the  officials  to  be  employed  by  the  wel- 
fare departments. 

Section  II  covers  the  policies  and  standards 
governing  provision  of  medical  care,  both  in  home 
and  hospital,  and  the  mechanism  of  obtaining  vari- 
ous supplies. 

Section  III  covers  the  authorization  of  medical 
care  and  is  mainly  concerned  with  methods  of  record 
keeping,  etc.,  within  the  departments. 

Dr.  Brightman  detailed  the  work  relative  to  this 
manual.  It  is  intended  to  be  a guide  and  basis 
for  medical  manuals  in  local  welfare  districts,  which 
may  adopt  more  detailed  and  explicit  manuals  of 
their  own.  Before  being  printed  it  will  be  re- 
considered by  the  Welfare  Department  with  the 
advice  of  the  subcommittee.  The  subcommittee 
would  appreciate  any  ideas  for  simplifying  reports, 
improving  the  quality  of  care,  or  safeguarding  the 
public  interest  from  the  abuse  of  certain  few  physi- 
cians who  have  taken  advantage  of  welfare  plans. 
The  members  of  the  committee  will  appreciate  any 
information  from  any  practitioners  in  rural  or 
urban  districts  as  to  how  welfare  medicine  is  working 
out  and  what  are  the  good  and  bad  points  of  the 
various  schemes  that  have  been  tried. 

The  report  was  received. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman, 
reported: 

* Attached  to  file  copy.  Not  included  with  these  minutes. 


“I  have  one  matter,  the  following  letter  from 
the  Rochester  General  Hospital: 

Due  to  the  shortage  of  house  officers  at  the  Rochester 
General  Hospital  this  year,  it  will  be  necessary  for  our  sur- 
geons to  obtain  the  services  of  another  surgeon  for  many  of 
their  operations. 

The  medical  board  has  tentatively  approved  the  payment 
by  the  operating  surgeon  of  $25  to  another  surgeon  for  assist- 
ing. We  would  like  an  opinion  from  you  and  Mr.  William 
Martin,  Counsel,  as  to  whether  this  would  in  any  way  be 
unethical  and  illegal. 

“I  contacted  Dr.  William  B.  Rawls  who  is  on  the 
committee,  and  Mr.  Martin.  They  felt  that  there 
was  no  reason  why  that  could  not  be  done,  provided 
it  is  known  at  the  hospital  by  every  one  and  known 
to  the  patient  that  the  doctor  is  getting  $25  for 
assistance;  but  that  if  the  patient’s  private  doctor 
is  given  a fee  for  assisting  in  an  operation  that  might 
be  another  matter.  It  ought  to  be  clarified.  We 
thought  we  would  like  to  get  some  opinion  as  to 
what  type  of  action  to  take  on  such  a matter.” 

After  discussion  the  Council  concluded  that  it  is 
ethical  for  the  patient  to  pay  the  assistant  if  the 
patient  is  notified  in  advance  and  receives  the 
bill  directly  from  the  assistant. 

It  was  voted  to  refer  the  matter  to  the  Committee 
on  Hospital  and  Professional  Relations  for  further 
study. 

Hospital  and  Professional  Relations. — Dr.  Harold 
F.  Brown,  chairman,  reported: 

“We  have  not  had  a meeting  of  the  committee 
during  the  summer.  I would  like  to  put  on  the 
record,  however,  that  I have  received  resolutions 
adopted  by  the  Section  on  Anesthesiology  and  the 
Section  on  General  Practice  commending  the  work 
of  the  Hospital  and  Professional  Relations  Com- 
mittee.” 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Wentworth  stated:  “Under  Malpractice  Insurance 
and  Defense  Board,  we  have  before  us  the  matter 
of  an  appeal  by  one  of  our  members  from  the  de- 
cision of  the  Malpractice  Insurance  and  Defense 
Board  to  limit  his  plastic  surgery  coverage  to  nose 
and  ear.” 

The  Council  went  into  executive  session  to  hear 
the  appeal  of  the  doctor,  who  appeared  in  person. 

The  Council  reconvened,  and  the  secretary 
reported  that  in  executive  session  the  Council 
voted  to  uphold  the  action  of  the  Malpractice 
Insurance  and  Defense  Board  regarding  this  in- 
surance. 

It  was  voted  that  the  report  of  the  executive 
session  be  approved. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson  reported  for  the  chairman,  Dr.  Fenwick 
Beekman,  who  was  ill.  He  stated  that  various 
personnel  matters  were  approved. 

Dr.  Masterson  continued:  “In  spite  of  the  fact 
that  we  have  a little  more  space  than  we  had  at 
292  Madison  Avenue,  we  are  still  crowded.  We 
have  an  opportunity  to  acquire  1,714  square  feet 
on  the  sixth  floor  of  this  building  at  an  annual 
rent  of  $5,500,  although  we  may  be  able  to  get  it  at 
a little  less.  This  will  take  care  of  all  our  present 
needs  and  also  provide  for  a small  expansion. 
The  committee  yesterday  recommended  to  the 
Council  that  this  space  on  the  sixth  floor  be  rented.” 
The  Council  voted  to  approve  the  rental  of  the 
additional  space  and  recommended  to  the  Board 
of  Trustees  that  they  appropriate  adequate 
funds,  not  to  exceed  $5,500  a year. 

It  was  voted  to  accept  the  report  as  a whole. 

The  Council  voted  to  express  its  regret  to  Dr. 
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Beekman  on  his  illness,  hoping  for  his  speedy 
recovery. 

It  was  voted  to  recommend  to  the  trustees  an 
increase  in  the  administrative  budget  to  take 
care  of  the  salary  increase  of  one  employe. 
Planning  Committee  for  Medical  Policies. — Dr. 
Peter  J.  Di  Natale,  chairman,  reported: 

“The  Planning  Committee  met  yesterday  and 
studied  several  resolutions  that  had  been  referred 
to  it.  First  was  the  resolution  about  a loyalty  oath. 
It  was  discussed;  no  action  was  taken.”  Dr.  Di 
Natale  stated  the  committee  would  bring  in  recom- 
mendations at  a later  date. 

Dr.  Di  Natale  continued: 

“The  next  thing  was  the  resolution  to  establish 
a Council  Committee  on  Industrial  Health;  also 
that  a sufficient  appropriation  of  funds  be  authorized 
to  permit  employing  a full-time  executive.  The 
Council  approved  this  recommendation  in  principle 
and  referred  it  to  the  Planning  Committee  for  further 
study. 

“Your  committee  has  had  three  meetings  where 
this  topic  has  been  brought  up,  one  prior  to  the 
meeting  of  the  House  of  Delegates  last  May,  another 
June  18,  and  again  yesterday. 

“As  you  know,  the  House  of  Delegates  has  ap- 
provecf  this  matter  in  principle,  the  Council 
also,  as  has  the  Planning  Committee,  but  there 
are  still  many  questions  being  asked,  some  of  which 
are:  What  are  the  duties  of  the  possible  director? 
What  are  the  functions  of  this  proposed  bureau, 
or  department,  or  commission  (call  it  what  you 
will)?  Shall  it  be  appointed?  Shall  the  director 
be  full-time  or  part-time  (according  to  the  resolution 
it  was  marked  full-time)?  Shall  the  Bureau  be 
established  as  part  of  an  existing  bureau,  such  as 
the  Workmen’s  Compensation  Bureau? 

We  of  the  Planning  Committee  feel  we  must  know 
more  about  industrial  health  before  we  can  make 
any  recommendation  about  the  establishment 
of  a full-time  bureau  for  the  expenditure  of  money, 
perhaps  $20,000  or  $30,000  or  more  a year. 

“Your  Planning  Committee  approves  postponing 
action  at  this  time  to  permit  further  study,  because 
we  feel  that  while  the  need  may  exist  an  emergency 
does  not.  We  ask  postponement  of  action  at  this 
time,  because  there  is  being  planned  a meeting  of 
the  Council  on  Industrial  Health  of  the  American 
Medical  Association  at  Saranac  Lake  on  September 
21,  which  Dr.  Wentworth,  Dr.  Anderton,  and  I 
are  planning  to  attend,  to  obtain  more  information 
so  we  may  better  present  a more  comprehensive 
report  on  some  functions  of  a Council  Committee 
on  Industrial  Health. 

“It  has  also  been  suggested  by  the  Planning 
Committee  that  we  meet  representatives  from 
industry,  union  health  centers,  and  labor,  to  give 
us  their  views.  Therefore  we  are  asking  that  no 
action  be  taken  at  this  time. 

“Your  committee  also  discussed  abolition  of 
district  branch  scientific  sessions.  You  will  recall 
the  resolution  that, the  nine  district  branches  be 
abolished,  in  so  far  as  their  scientific  programs  are 
concerned,  and  that  a study  be  undertaken  to  moder- 
nize the  functions  of  the  district  branches  to  relate 
them  more  realistically  to  the  present  needs  of  the 
Society.  There  was  a considerable  discussion  as  to 
the  value  of  the  scientific  meetings.  It  was  said 
that  they  have  enough  meetings  in  various  hospitals, 
and  perhaps  they  could  dispense  with  the  district 
branches. 

Upstate,  perhaps,  the  scientific  session  is  an 
integral  part  of  the  district  branches.  It  was  de- 
cided that  a letter  be  written  to  the  president  of 


each  branch,  furnishing  him  with  a record  of  at- 
tendance at  its  meetings  during  the  preceding  five 
years  as  related  to  total  membership  of  the  branch 
and  requesting  that  he  report  to  the  Planning  Com- 
mittee the  views  of  that  branch  relative  to  the  con- 
tinuation of  scientific  sessions,  after  due  discussion 
with  the  local  planning  committee. 

“It  was  the  consensus  of  the  Planning  Committee 
that  the  purpose  of  the  district  branches  is  so  loosely 
defined  that  any  or  all  of  the  districts  could  dis- 
pense with  the  scientific  sessions  at  their  annual 
meetings  if  they  so  desired,  while  others  could  re- 
tain them.” 

Dr.  Greenough  stated:  “There  has  been  a good 
deal  of  discussion  in  my  district,  the  sixth,  which 
is  rural,  about  district  branches.  I have  discussed 
this  phase  of  it  with  Dr.  Kenney,  Dr.  Bourke, 
and  Dr.  Anderton.  The  districts  were  originally 
organized  on  rail  lines.  We  now  travel  by  auto- 
mobile. Many  of  the  upstate  districts  are  very 
difficult  geographically  for  the  holding  of  meetings 
so  that  all  of  the  members  may  attend.  The 
State  has  been  redistricted  into  hospital  regions, 
each  region  containing  a medical  school,  and  I 
would  like  to  propose  that  the  Planning  Committee 
take  up  the  matter  of  changing  the  geographic  boun- 
daries of  the  districts  along  with  this  study  of  their 
functions.” 

Dr.  Di  Natale  replied  that  this  suggestion  would 
be  given  consideration.  He  continued  his  report : 

“We  also  discussed  the  resolution  approved  by 
the  House  advocating  training  in  public  relations 
for  interns  and  residents,  and  that  steps  be  taken 
to  request  hospital  medical  boards  to  arrange  for 
instruction  with  a selection  of  lecturers  to  come 
‘from  those  general  practitioners  who  deserve  a 
reputation  for  displaying  great  personal  care  and 
concern  for  their  patients’ ; furthermore  the  delegates 
to  the  American  Medical  Association  were  instructed 
to  present  a resolution  to  the  House  of  Delegates 
of  that  body  favoring  establishing  a course  in  medical 
colleges  to  teach  students  the  art  of  understanding 
the  patient’s  emotional  and  environmental  prob- 
lems as  well  as  showing  him  that  his  physician  under- 
stands him  and  his  difficulties  and  is  interested  in 
helping  solve  them.  However,  as  this  was  recom- 
mended in  principle  and  referred  to  the  Council 
for  action,  the  secretaiy  did  not  feel  empowered 
to  transmit  this  matter  to  the  delegates  to  the  Ameri- 
can Medical  Association  for  its  1952  session.  It 
was  decided  to  postpone  any  recommendation  until 
a later  meeting  of  the  Council.” 

It  was  voted  to  approve  the  report 

Publication. — Dr.  John  J.  Masterson,  chairman, 
reported  that  at  the  September  10  meeting  of  the 
committee  questions  regarding  listings  in  the  Direc- 
tory were  discussed  and  reports  were  received  from 
the  business  manager  of  the  committee  and  from  the 
editor. 

He  stated  that  Journal  advertising  for  the  first 
eight  months  of  the  year  was  $4,000  less  than  it  was 
a year  ago,  but  that  the  allocation  of  dues  provided 
a surplus  in  the  budget.  During  the  summer  a 
carton  of  2,000  envelopes  for  mailing  the  Journal 
was  lost  in  transit  to  the  printer,  between  New  York 
City  and  Easton,  Pennsylvania.  All  members  of 
the  Society  were  notified  of  the  loss,  and  copies 
of  the  Journal  were  mailed  to  those  who  replied 
that  they  had  not  received  one.  It  is  hoped  that 
the  expense  of  this  inquiry  will  be  met  by  the  express 
company. 

In  compliance  with  a resolution  passed  at  the 
last  meeting  of  the  House  of  Delegates,  a committee 
[Continued  on  page  2934) 
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Sergeant  Charles  Turner,  of  Boston,  Massachu- 
setts— Medal  of  Honor,  Korea.  On  September  1,  1950.  near  Yongsan,  Korea, 
Sergeant  Turner  took  over  an  exposed  turret  machine  gun  on  a tank.  Despite 
fifty  direct  hits  on  the  tank,  he  stayed  by  his  gun  and  destroyed  seven  enemy 
machine  gun  nests  before  he  was  killed. 

You  and  your  family  are  more  secure  today  because  of  what  Charles  Turner  did 
for  you. 

Sergeant  Turner  died  to  keep  America  free.  Won’t  you  see  that  America  stays 
the  land  of  peace  and  promise  for  which  he  gave  his  life?  Defending  the  things 
he  fought  for  is  your  job,  too. 

One  important  defense  job  you  can  do  right  now  is  to  buy  United  States 
Defense*  Bonds  and  buy  them  regularly.  For  it’s  your  Defense  Bonds  that  help  keep 
America  strong  within.  And  out  of  America’s  inner  strength  can  come  power  that 
guarantees  security — for  your  country,  for  your  family,  for  you. 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  a 
personal  cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond-A-Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


*{J.  S.  Savings  Bonds  are  De/ense  Bonds  - Bui/  them  regularly! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 
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consisting  of  Dr.  Laurance  D.  Redway,  editor  of 
the  Journal,  Dr.  W.  P.  Anderton,  and  Dr.  Frederic 
Zeman  was  appointed  to  investigate  a brochure 
on  the  history  of  the  Society. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  stated  that  he  had  arranged 
10  postgraduate  lectures  in  six  counties  and  had 
attended  three  meetings.  He  reported : 

“1.  The  sessions  of  the  Eighth  Annual  Institute 
of  the  New  York  State  Citizens  Council,  June 
25  to  28,  were  attended  by  281  registrants  from  72 
communities  of  the  State.  Representing  the  Medi- 
cal Society  of  the  State  of  New  York  were  Drs. 
Carlton  Wertz,  J.  Stanley  Kenney,  and  your  chair- 
man. The  sessions  on  health  constituted  the  first 
annual  meeting  of  the  New  York  State  Citizens 
Health  Council,  organized  at  Albany,  February 
28  and  29,  1952.  A constitution  and  bylaws  were 
adopted,  policies  were  agreed  upon,  and  officers 
were  elected.  Dr.  Wertz  served  as  executive 
committee  chairman,  pro  tern,  and  was  later  elected 
to  that  position  for  the  ensuing  year.  Your  chair- 
man was  appointed  to  the  executive  committee. 

“2.  A request  has  been  received  from  the  Onon- 
daga County  Medical  Society  relative  to  the  manner 
of  payment  of  travel  expenses  and/or  honoraria 
to  speakers  at  meetings  of  the  Student  Medical 
Association  at  the  University  of  New  York  College 
of  Medicine  at  Syracuse.  Inasmuch  as  the  same 
question  will  doubtless  be  raised  by  the  other 
Student  A.M.A.  groups  in  the  State,  your  chairman 
would  ask  for  discussion  by  the  Council  of  a policy 
in  this  regard.  Does  the  matter  fall  under  the  juris- 
diction of  the  Committee  on  Public  Relations,  or 
the  Committee  on  Public  Health  and  Education, 
or  both?” 

After  discussion,  it  was  voted  that  the  Committee 
on  Public  Health  and  Education  be  authorized 
to  make  the  expenditures  when  the  request  for  a 
lecturer  from  one  of  the  student  organizations 
is  received. 

“3.  A brochure  entitled  “Child  Health  Is  Every- 
body’s Business”  has  been  printed  by  the  State 
Health  Department  and  has  been  approved  by 
our  Subcommittee  on  Child  and  Maternal  Health. 
The  Council  Committee  has  been  requested  to  send 
single  copies  to  all  the  presidents  of  county  medical 
societies,  with  a covering  letter  over  your  chairman’s 
signature,  urging  them  to  publicize  the  brochure 
within  their  respective  organizations.  It  is  also 
desired  that  additional  copies  be  made  available 
to  interested  physicians  through  the  Council  Com- 
mittee. Does  the  council  approve?” 

It  was  voted  to  approve  the  above. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man presented  the  following  report: 

“During  the  months  of  July  and  August,  the 
Public  and  Professional  Relations  Bureau  devoted 
much  time  to  developing  public  relations  projects 
for  the  fall.  For  this  purpose  the  field  representa- 
tives were  recalled  to  New  York  City  Among 
the  many  activities  undertaken  during  this  period 
was  the  readying  for  the  printer  of  a final  draft  of 
‘You  and  the  Medical  Society  of  the  State  of  New 
York,’  explaining  the  State  Society  functions  to  its 
members,  and  the  preparation  of  ‘How  to  Conduct 
a Medical  Society  Meeting.’  Mr.  Messinger  and 
Mr.  Walsh,  respectively,  worked  on  these  projects. 
Mr.  Brown  worked  on  a pamphlet  containing  sug- 
gestions by  which  patients  could  cooperate  with 
their  doctors  in  making  his  work  beneficial  to  them- 
selves. 


“Mr.  Tracy  completed  the  brochure,  ‘How  to 
Improve  Attendance  at  Medical  Society  Meetings.’ 
This  is  an  elaboration  of  recommendations  contained 
in  your  committee’s  final  report  on  the  survey  to 
determine  reasons  for  nonattendance  at  county 
medical  society  meetings.  This  brochure  will  be 
made  public  at  the  conference  of  county  society 
public  relations  chairmen  in  September.  It  will 
later  be  sent  to  county  society  officers. 

“Your  committee  met  at  the  Society’s  offices 
on  June  19.  As  an  experiment,  your  committee 
voted  to  hold  the  next  conference  of  county  medical 
society  public  relations  chairmen  at  Syracuse, 
September  25. 

“Pursuant  to  the  mandate  of  the  House  of  Dele- 
gates, the  name  of  the  Public  Relations  Bureau 
has  been  changed  to  ‘Public  and  Professional  Rela- 
tions Bureau.’ 

“Three  letters  were  sent  out  over  the  signature 
of  your  chairman  to  county  society  public  relations 
chairmen  during  the  summer.  One  urged  them  to 
persuade  local  motion  picture  exhibitors  to  present 
the  RKO  documentary  film  ‘The  Doctor’  which  has 
been  endorsed  by  the  American  Medical  Association. 
A second  letter  accompanied  a copy  of  the  detailed 
proceedings  of  the  first  Public  Relations  Session, 
held  during  the  annual  meeting,  last  May.  The 
third  invited  county  medical  society  public  relations 
chairmen  to  attend  the  public  relations  conference. 
In  addition,  Mr.  Miebach,  director,  mailed  to  county 
society  public  relations  chairmen  three  items  which 
might  be  of  assistance  to  them.  These  included 
the  American  Medical  Association’s  1952  Report  on 
Emergency  Call  Plans,  ‘Tips  for  Your  Association,’ 
a compilation  of  basic  public  relations  principles, 
and  the  text  of  a letter  from  the  American  Medical 
Association’s  Public  Relations  Department  about 
handling  publicity  unfavorable  to  the  medical 
profession. 

“Work  was  also  begun  on  publicizing  the  district 
branch  meetings.  Advance  releases  were  sent 
to  newspapers,  and  notices  were  mailed  to  editors 
of  bulletins  published  by  county  medical  societies. 

“The  field  staff  and  Mr.  Miebach  attended  the 
American  Medical  Association’s  Public  Relations 
Institute,  the  first  of  its  kind,  in  Chicago.  September 
4 and  5.  Purpose  of  the  session  was  for  participants 
to  interchange  their  public  relations  technics  and 
experiences  with  a view  to  bettering  them.  Prior 
to  this  meeting,  Mr.  Miebach  attended  a meeting 
of  the  Advisory  Committee  to  the  Director  of 
Public  Relations,  American  Medical  Association. 

“Mr.  Brown  and  Mr  Tracey  held  a conference 
with  Mr.  William  A.  Mills,  executive  vice-president, 
Empire  State  Chamber  of  Commerce.  Word  had 
reached  the  Bureau  that  the  Chamber  had  attempted 
to  establish  a community  health  program  in  one 
county.  This  was  to  investigate  and  promote 
the  idea  that  in  any  community  health  program  the 
county  medical  society  should  be  a leading  force. 

“For  the  purpose  of  reviewing  methods  employed 
by  the  Medical  Society  of  the  State  of  Pennsylvania 
in  the  distribution  of  films  and  radio  platters,  as 
well  as  to  study  the  health  columns  published  by 
that  Society  in  the  press,  Mr.  Walsh  visited  the  So- 
ciety’s headquarters  at  Harrisburg. 

“The  Bureau  continued  its  policy  of  cooperating 
with  the  Woman’s  Auxiliary.  At  the  request  of 
the  Auxiliary,  Mr.  Tracey  and  Mr.  Walsh  worked 
with  Mrs.  Raymond  Pieri,  State  Fair  Exhibit  chair- 
man, in  preparing  an  exhibit  for  the  Auxiliary’s 
booth  at  the  State  Fair,  Syracuse,  August  30  to 
September  6.  Mr.  Tracey  designed  and  prepared 
[Continued  on  page  2936] 
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...  she  may  need  more  than  a helping  hand 
with  the  groceries. 

And  you  may  feel — after  your  diagnosis  shows  iron- 
deficiency  anemia — that  she  probably  needs  more  than  just  iron 
to  enjoy  complete  blood  and  nutritional  recovery. 

When  iron  deficiency  exists,  other  deficiencies 
are  likely.  That’s  why  Iberol  may  be  your  first 
thought  in  such  cases.  For  Iberol  supplies,  in  addition 
to  iron,  liberal  allowances  of  Bj2,  folic  acid,  and  other 
B complex — as  well  as  ascorbic  acid  and  standardized 
stomach-liver  digest.  And  just  three  tablets  t.i.d. 
is  the  average  therapeutic  dose. 

Owing  to  an  ingenious  production  technique, 

Iberol  has  potency  without  bulk.  You  may  prescribe  it 
with  assurance  of  acceptance  by  your  patients.  [ 
Remember  Iberol,  too,  for  prophylaxis  in  old  age, 
pregnancy,  and  convalescence.  n n . . 

In  bottles  of  100,  500,  and  1000.  CXaJuO^LL 


THREE  IBEROL  TABLETS:  the  average 
daily  therapeutic  dose  for  adults,  supply: 

Ferrous  Sulfate 1.05  Gm. 

(representing  210  mg.  elemental  iron,  the  active 
ingredient  for  the  increase  of  hemoglobin  in  the 
treatment  of  iron-deficiency  anemia) 

Plus  these  nutritional  constituents: 

Thiamine  Mononitrate  (6  times  MDR*) 6 mg. 

Riboflavin  (3  times  MDR*) 6 mg. 

Nicotinamide  (2  times  RDAf) 30  mg. 

Ascorbic  Acid  (5  times  MDR*) 150  mg. 

Pyridoxine  Hydrochloride 3 mg. 

.Pantothenic  Acid 6 mg. 

^Vitamin  B,2 30  meg. 

Stomach-Liver  Digest 1.5  Gm. 

*MDR—  Minimum  Daily  Requirement 

tRD A— Recommended  Daily  Dietary  Allowance 


Iberol 


(Iron,  B12,  Folic  Acid,  Stomach-Liver  Digest,  with  Other  Vitamins,  Abbott) 
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the  exhibit.  Mr.  Walsh  transported  it  to  Syracuse, 
installed  it,  and  serviced  it  during  the  display. 
Assistance  also  was  given  in  furthering  the  health 
poster  contest,  in  the  preparation  of  the  “Ladder,” 
and  in  the  mailing  of  the  Distaff. 

It  was  voted  to  approve  the  report. 

Woman’s  Auxiliary.— Dr.  Walter  W.  Mott, 
chairman,  reported  that,  at  the  national  convention 
in  Chicago  last  June,  Mrs.  Harold  B.  Johnson  of 
Buffalo  was  appointed  national  nurse  recruitment 
chairman  and  Mrs.  Adolph  H.  Emerson  of  Brooklyn 
was  appointed  national  representative  to  the  Com- 
mittee on  Careers  in  Nursing.  He  stated  that  four 
major  projects  had  occupied  the  attention  of  the 
officers  during  the  summer,  the  health  poster 
contest,  the  New  York  State  Fair  exhibit,  publica- 
tions, and  a projected  fall  conference.  At  least 
28  county  auxiliaries  plan  to  participate  in  the  health 
poster  contest.  The  Auxiliary’s  exhibit  at  the  New 
York  State  Fair  included  displays  on  Blue  Shield, 
nurse  recruitment,  nutrition,  and  public  relations. 
Fair  authorities  estimated  that  12,000  people  visited 
the  woman’s  building  daily.  The  postconvention 
issue  of  the  Distaff  was  distributed.  The  “Ladder” 
containing  the  State  officers  and  committee  chair- 
men’s programs  for  1952-1953  was  prepared  for 
distribution  at  the  fall  conference.  Council  mem- 
bers were  invited  to  attend  the  conference  held 
September  29  to  October  1 at  the  Statler  Inn, 
Ithaca.  Dr.  Mott  gave  a summary  of  the  treas- 
urer’s report  for  six  months  ended  June  30,  showing 
that  expenses  had  been  kept  within  the  budget. 

Workmen’s  Compensation.— Dr  Kaliski  reported 
that  Dr.  John  J.  H.  Keating  was  convalescing 
favorably  and  wished  him  to  express  to  the  Council 
his  very  best  wishes. 

It  was  voted  to  approve  the  following  report  as 

included  in  the  agenda. 

Since  the  last  meeting  of  the  Council,  the  director 
participated  in  arbitration  proceedings  on  June  23 
through  June  27  in  Binghamton,  Syracuse,  Roches- 
ter, Buffalo,  and  Niagara  Falls.  A total  of  61 
disputed  medical  bills  were  on  the  calendars. 

On  July  1,  the  Committee  on  Radiology  Qualifi- 
cations conducted  an  examination  for  three  ap- 
plicants, in  diagnostic  and  therapeutic  radiology. 

On  July  24  and  25,  your  director,  at  the  request 
of  the  Essex  County  Medical  Society,  conferred 
with  the  officers  and  members  of  its  workmen’s 
compensation  committee  in  Westport,  with  reference 
to  a complaint  by  a physician  that  the  Republic 
Iron  and  Steel  Corporation  was  operating  a medical 
bureau  and  not.  cooperating  fully  with  local  physi- 
cians. Your  director,  after  conferring  with  the 
representatives  of  the  medical  society,  presided  at  a 
joint  meeting  of  representatives  of  the  Republic 
Iron  and  Steel  Corporation  and  the  medical  society 
and  helped  successfully  to  iron  out  the  difficulties 
to  the  full  satisfaction  of  both  parties.  The  Essex 
County  Medical  Society  volunteered  to  defray 
the  expenses  of  your  director  for  the  trip. 

A meeting  was  also  held  with  the  president  of  the 
Delaware  County  Medical  Society,  Dr.  Sheldon 
G.  Edgerton,  concerning  certain  difficulties  which 
have  arisen  over  the  qualifications  of  a certain  sur- 
geon. 

Questions  have  arisen  for  some  time  past  as  to 
the  fee  to  be  paid  specialists  for  hospital  visits. 
It  has  been  the  custom  of  insurance  carriers  to  re- 
gard a hospital  visit  as  the  equivalent  of  an  office 
visit,  especially  where  such  visits  were  made  on  the 
physician’s  official  hospital  rounds.  However,  in 
rural  areas  physicians  are  often  required  to  visit 


hospitalized  compensation  cases  at  other  times 
for  various  reasons.  The  only  item  in  the  fee  sched- 
ule, covering  hospital  visits,  is  that  which  appears 
in  the  chart  of  specialist  fees  on  page  62,  issued  on 
September  1 , 1948.  This  provides  $5.00  for  hospital 
visits  by  day.  Nowhere  else  in  the  schedule 
(with  the  exception  of  items  213-a  internist)  does 
there  appear  any  mention  of  a hospital  visit  for 
specialists.  On  page  11  of  the  fee  schedule,  item  6 
calls  for  a fee  of  $2.50  for  hospital  visits  for  general 
practitioners,  the  same  fee  as  the  office  visit.  We 
have  been  unsuccessful  in  obtaining  an  official 
ruling  from  the  chairman  of  the  Workmen’s  Com- 
pensation Board  on  this  question.  Where  special- 
ists have  charged  the  scheduled  $5.00  rate  for 
hospital  visits,  many  insurance  companies  have 
objected.  Few  such  cases  have  come  to  arbitration. 
Recently  one  was  arbitrated  and  there  was  awarded 
a fee  of  $5.00  per  hospital  visit. 

We  inquired  as  to  the  interpretation  of  a memo- 
randum issued  by  the  chairman  of  the  Workmen’s 
Compensation  Board  regarding  an  agreement  of 
the  Hospital  Association  of  New  York  State  and 
the  Association  of  Private  Hospitals  with  the  Com- 
pensation Insurance  Rating  Board  concerning  hos- 
pital fees  for  injured  workers.  There  was  some 
doubt  from  the  memorandum  as  to  whether  an 
injured  worker  was  entitled  to  semiprivate  accom- 
modations. The  secretary  of  the  Workmen’s 
Compensation  Board,  Mr.  George  T.  Clark,  on 
July  31,  1952,  replied  that  it  was  generally  recog- 
nized that  a workmen’s  compensation  claimant 
is  entitled  to  the  accommodations  afforded  to  any 
self-paying  semiprivate  patient. 

We  also  again  raised  the  question  as  to  Rule  19 
of  the  “Rules  of  Procedure  Relative  to  Medical 
and  Surgical  Care  under  the  Workmen’s  Compensa- 
tion Law.”  We  have  on  a number  of  occasions 
advised  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  that  Rule  19,  in  so  far  as  it  refers  to  any- 
thing but  x-ray  treatment,  is  not  in  accordance  with 
the  provisions  of  the  Workmen’s  Compensation 
Law.  Mr.  Clark  replied  that  the  Attorney  General 
in  1937  ruled  as  follows:  “After  a careful  considera- 
tion of  the  memoradum  to  the  Industrial  Com- 
missioner, dated  February  7,  1937,  by  Dr.  Kaliski, 
....  I am  forced  to  the  conclusion  that  there  is 
no  clear  legislative  intent  to  bar  hospitals  from 
charging  for  x-ray,  physiotherapeutic,  and  patho- 
logical (laboratory)  services No  such  clear 

prohibition  as  is  contended  for  can  be  read  into 
the  act.”  Despite  this  opinion,  which  is  not  binding 
in  law,  it  is  our  opinion  that  hospitals  are  not  en- 
titled to  charge  for  any  services  other  than  x-ray 
and  only  under  a license  to  conduct  an  x-ray 
laboratory. 

We  again  wish  to  draw  attention  to  the  fact  that 
the  Podiatry  Bill  which  was  signed  by  the  Governor 
becomes  law  on  September  1,  1953.  Unless  steps 
are  taken  to  repeal  it,  podiatrists  will  have  rights  sim- 
ilar to  physicians  with  respect  to  treating  claimants 
under  the  Workmen’s  Compensation  Law,  within 
the  limits  of  their  qualifications  and  the  Work- 
men’s Compensation  Board  will  be  required  to  set 
up  the  same  machninery  for  podiatrists  as  exists 
for  the  administration  of  Section  13  of  the  Work- 
men’s Compensation  Law  covering  physicians. 

At  the  last  meeting  of  the  House  of  Delegates,  at- 
tention was  again  given  to  the  practice  of  medicine 
by  hospitals  in  workmen’s  compensation  cases.  Our 
Bureau  has  requested  each  county  medical  society 
through  its  appropriate  committee  to  investigate 
each  instance  which  comes  to  the  attention  of  the 
Bureau  relative  to  bills  from  a hospital  for  medical 
sorvice. 
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SKY  VIEW  TERRACE 

Albany  Post  Road  Route  9 Tel.  Croton  1-4731  Croton-on-Hudson,  New  York 

Nursing  home  and  hospital  for  convclesccnts  and  chronics.  We  offer  de  luxe  accomodations  for  all  types  of  post  operatives,  convalescents,  pa- 
tients with  chronic  diseases  such  as  arthritis,  cardiacs,  cancer,  etc.,  aged  and  rest  cases.  Beautiful,  safe,  stone  and  brick  structure  over-looking 
Hudson  River.  94  beds.  Every  room  with  bath.  Elevator  service.  Lounge  and  recreation  room  air-cooled  in  summer.  Treatments  and 
medication  outlined  by  patient's  private  physician  bur  hospital  physician  available  when  necessary.  Rates  begin  at  $60.00  per  week.  Brochure 
on  request. 

FILOMENA  DOHERTY,  R.  N.  GEORGE  VOGEL,  M.  D. 

Director  Supervising  and  Attending  Physician 

35  miles  from  New  York  City 


LOUDEN-KNICKERBOCKER  HALL,  »e. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


How 
Christmas 
Seals  help 
save  lives 


Successful  methods  of  treatment 
make  it  more  important  than  ever 
to  find  the  150,000  “unknown” 
cases  of  tuberculosis— and  to  find 
them  early. 

Mass  X-ray  campaigns  to  findTI? 
in  time  are  part  of  the  work  your 
Christmas  Seal  dollars  help  support. 

Remember,  no  one  can  be  “cured” 
until  treated  . . . and  no  one  can 
be  treated  until  the  disease  is 
discovered. 

Send  in  your  contribution  today. 

Buy  Christmas  Seals 
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portance of  this 
message,  space 
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FRANCES  SH0RTT  MEDICAL  AGENCY 


SPECIALISTS 


In  the  placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


PHONE:  CH  2-8686- 


Foi  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 

isirerim?  uis.s'm® 
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FOR  PHYSICIANS’  AIDES  85  Fifth  Avenue 

New  York  3,  N.  7. 


'ZZFJSZS?  BROWN’S  MUrray  Hill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
tor  Hospitals,  Chemical.  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 
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Fig.  1.  Dr.  Wentworth  presenting  certificates  to  fifty-year  doctors  at  Livingston  County  centennial 
celebration.  Left  to  right:  Dr.  George  H.  Dill,  Lima;  Dr.  Judson  M.  Burt,  Caledonia;  Dr.  Willard  H. 
Veeder,  Geneseo;  Dr.  Francis  V.  Foster,  Caledonia;  Dr.  Floyd  S.  Winslow,  Rochester,  councillor,  and  Dr. 
Wentworth. 


Livingston  County  Medical  Society  Celebrates  Centennial 


A T SPECIAL  ceremonies  held  October  29  in 
-CL  Mount  Morris,  members  of  the  Livingston 
County  Medical  Society  celebrated  the  one  hun- 
dredth anniversary  of  its  reorganization  which  took 
place  on  September  28,  1852. 

Guests  of  honor  at  the  anniversary  dinner  were 
four  members  of  the  Livingston  County  Medical 
Society  who  had  practiced  for  fifty  years  or  more. 
Dr.  Edward  T.  Wentworth  president  of  the  Medi- 
cal Society  of  the  State  of  New  York,  presented 
certificates  to  these  physicians,  including  Dr.  Jud- 
son M.  Burt,  Caledonia;  Dr.  George;  H.  Dill,  Lima; 
Dr.  Francis  V.  Foster,  Caledonia,  and  Dr.  Willard 
II.  Veeder,  Geneseo,  honoring  them  for  their  service 
to  the  community  (Fig.  1). 

Toastmaster  at  the  celebration  was  Dr.  Victor 
M.  Breen,  Dansville,  president  of  the  Livingston 
County  Medical  Society.  An  outstanding  feature 
of  the  dinner  was  the  presentation  to  members  and 
guests  of  a history  of  the  Society  written  by  Dr. 
L.  A.  Damon  of  Sonyea.  Included  in  the  brochure 
is  a list  of  Livingston  County  Medical  Society 
presidents  and  secretaries  since  1852. 

Speakers  included  Dr.  S.  A.  Munford,  Clifton 
Springs,  president  of  the  Seventh  District  Branch; 
Dr.  Samuel  Sanes,  Buffalo,  president  of  the  Erie 
County  Medical  Society,  and  Dr.  Floyd  S.  Winslow, 
Rochester,  councillor  of  the  State  Medical  Society 
and  chairman  of  the  Committee  on  Public  Relations. 


The  committee  on  arrangements  included  Dr. 
Laverne  Wagner,  Dansville,  chairman;  Dr.  Julia  A. 
Delehanty,  Geneseo;  Dr.  Damon;  Dr.  Melville  A. 
Hare,  Caledonia;  Dr.  Charles  I.  Newton,  Geneseo; 
Dr.  Howard  J.  Sehneckenburger,  Nunda;  Dr.  Frank 
B.  Smarzo,  Livonia,  and  Dr.  Anderson  Vickers, 
Mount  Morris. 

Among  the  congratulatory  messages  which  were 
read  by  Dr.  Vincent  I.  Bonafede,  secretary  of  the 
county  society,  was  a greeting  from  General  Dwight 
D.  Eisenhower,  now  president-elect  of  the  United 
States,  wiio  said: 

“Please  convey  my  greetings  and  best  wishes 
to  the  members  of  the  Livingston  County  Medi- 
cal Society  upon  its  one  hundredth  anniversary. 
Societies  of  medical  doctors,  among  which  yours  is 
surely  one  of  the  most  venerable,  contribute  to  the 
profession’s  devotion  to  humanity  and  have  helped 
to  secure  the  high  standard  of  health  which  our 
country  happily  enjoys.  I believe  that  a federally 
operated  and  controlled  system  of  medical  care 
would  destroy  things  essential  to  high-grade  medi- 
cal service.  I believe  w'e  must  preserve  the  com- 
pletely voluntary  relationship  between  doctor  and 
patient.  Medical  societies  help  preserve  this  rela- 
tionship. I wish  the  medical  profession  continued 
progress  toward  health  for  all  our  people,  and  to 
Livingston  County  Medical  Society  a successful 
second  centennium. — Dwight  D.  Eisenhower." 
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MEDICALLY  SPEAKING— 


Dr.  Charles  D.  Graney  (right)  of  LeRoy,  cited 
by  the  Medical  Society  of  the  State  of  New 
York  as  the  Outstanding  General  Practitioner  for 
1952,  receives  the  congratulations  of  Dr.  Edward  T. 
Wentworth,  State  Society  president,  at  the  Eighth 
District  Branch  annual  meeting  in  Batavia  on 
October  16.  Left  to  right:  Dr.  Joseph  S.  Diasio, 

president,  Genesee  County  Medical  Society;  Dr.  W. 
P.  Anderton,  secretary,  State  Society;  Dr.  Went- 
worth; Dr.  Henry  S.  Martin,  president  of  the 
Eighth  District  Branch,  and  Dr.  Graney,  who  has 
been  practicing  medicine  for  over  fifty  years. 

Fourth  District  Branch  Elects  Officers — At  its 
annual  meeting  on  November  5 in  Plattsburg,  the 
Fourth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  elected  the  following  officers: 
Dr.  Frederick  Sarno,  Plattsburg,  president;  Dr. 
Alfred  R.  Hartmann,  Malone,  first  vice-president; 
Dr.  Malcolm  McGovern,  Saratoga  Springs,  second 
vice-president;  Dr.  Leonard  J.  Schiff,  Plattsburg, 
secretary,  and  Dr.  Roman  R.  Violyn,  Amsterdam, 
treasurer.  Dr.  Schiff  was  re-elected  a member  of  the 
Planning  Committee  for  Medical  Policies  of  the  State 
Society. 

Seek  Medical  Officer — There  is  a critical  need  at 
Camp  Kilmer,  New  Jersey,  for  the  services  of  a 
medical  officer  (roentgenology).  Applicants  for 
this  position  must  be  graduates  of  a medical  school 
of  recognized  standing  with  a degree  of  doctor  of 
medicine,  currently  licensed  to  practice  medicine  in 
a state  or  territory  of  the  United  States,  must  have 
one  year  of  experience  in  the  field  of  roentgenology, 
and  must  have  completed  a full  internship  in  roent- 
genology. The  starting  salary  is  $7,040  per  year. 

Interested  persons  should  apply  to  the  Civilian 
Personnel  Office,  Building  1304,  Camp  Kilmer,  New 
Jersey,  Monday  through  Friday,  8 a.m.  to  noon,  or 
mail  application  for  Federal  employment  form  57. 
Application  forms  may  be  obtained  from  any  first  or 
second  class  post  office. 

MEETINGS 

Fulton  County  Medical  Society 

Dr.  George  E.  Anderson,  clinical  professor  of 
medicine,  State  University  of  New  York  College  of 
Medicine,  spoke  on  “Diabetes  Mellitus — Its  Mod- 
ern Interpretation  and  Treatment,”  at  the  post- 
graduate instruction  for  the  Fulton  County  Medical 
Society.  The  meeting  was  held  at  the  Eccentric 
Club,  Gloversville,  on  November  20. 

[Continued  on  page  2940] 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.—  Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 
hounded  in  1855 

Licenced  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 
rRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HALCYON  KEST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Pye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


■HI.  RARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-16*1 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
teautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


HOLBROOK  MANOR  NiKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK.  L.  I.  N.  Y.  Office:  GRamercy  5-4875 
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Society  of  Medical  Jurisprudence 
The  November  meeting  of  the  Society  of  Medical 
Jurisprudence  was  held  at  the  New  York  Academy 
of  Medicine  on  November  10.  Dr.  Frederick 
Wertham,  director,  Lafargue  Clinic,  New  York 
City,  discussed  “Can  Crime  Stories  in  Movies, 
Radio,  and  Television  Be  Harmful?” 

Herkimer,  Madison,  and  Oneida  County  Medical 
Societies 

A symposium  was  held  on  .November  20  under 
the  auspices  of  the  Utica  Academy  of  Medicine, 
the  Medical  Societies  of  the  Counties  of  Herkimer, 
Madison,  and  Oneida,  and  the  Oneida  County 


Chapter  of  the  American  Academy  of  General  Prac- 
tice, at  the  Hotel  Utica  in  Utica. 

Dr.  Ralph  Colp,  clinical  professor  of  surgery', 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, spoke  on  “Surgical  Diseases  of  the  Biliary 
Tract”;  Dr.  Asher  Winkelstein,  assistant  clinical 
professor  of  medicine,  College  of  Physicians  and 
Surgeons,  Columbia  University,  “Medical  Aspects 
of  Chronic  Gallbladder  Disease”;  Dr.  Alexander 
Richman,  adjunct  physician  for  gastroenterology, 
Mt.  Sinai  Hospital,  New  York  City,  “Advances  in 
the  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Pancreatitis,”  and  Dr.  David  Dreiling,  adjunct 
surgeon,  Mt.  Sinai  Hospital,  New  York  City, 
“Physiological  Aspects  Including  Enzyme  Studies.” 


FUTURE 


American  Academy  of  Dermatology  and  Syphilol- 

ogy 

The  eleventh  annual  meeting  of  the  American 
Academy  of  Dermatology  and  Syphilology  will  be 
held  December  6 to  11  in  the  Palmer  House,  Chi- 
cago. The  principal  sessions  will  be  held  in  the 
Palmer  House,  Monday  through  Thursday,  Decem- 
ber 8 to  11,  and  special  courses  in  histopathology, 
mycology,  x-ray  and  radium,  bacteriology  of  the 
skin,  and  research  methods  of  dermatology  will  be 
held  Saturday  and  Sunday  at  the  College  of  Medi- 
cine, University  of  Illinois,  Northwestern  Univer- 
sity, Billings  Hospital,  and  in  the  Palmer  House. 

Special  lectures  wall  be  given  by  Dr.  Clinton  W. 
Lane,  St.  Louis,  “The  Erythema  Multiforme  Group 
of  Bullous  Disorders”;  Dr.  Frank  C.  Combes,  New 
York  City,  “The  Etiology  and  Treatment  of  the 
Toxic  Bullous  Dermatoses”;  Dr.  Walter  C.  Alvarez, 
Chicago,  “Urticaria — Due  to  Food  or  Nerves?”; 
Dr.  Charles  L.  Martin,  Dallas,  “Treatment  of  Ma- 
lignancy of  the  Face,  Mouth,  and  Neck  by  the  Radi- 
ologist,” and  Harold  F.  Blum,  Ph.D.,  Princeton, 
“Sunlight  and  Cancer  of  the  Skin.” 

In  addition  to  the  many  papers,  there  will  be  sev- 
eral symposia  and  panel  discussions. 

Nassau  Pediatric  Society 

The  October  meeting  of  the  Nassau  Pediatric  So- 
ciety was  held  at  the  Garden  City  Hotel.  Dr.  Elliott 
S.  Hurwitt,  chief  of  surgery,  Montefiore  Hospital,  the 
guest  speaker,  discussed  “Surgery  in  Infancy.” 

The  next  scientific  meeting  of  the  Nassau  Pedi- 
atric Society  will  be  held  on  December  8 at  9 p.m., 
at  the  Garden  City  Hotel.  Dr.  John  Caffey,  pedi- 
atrician and  radiologist,  Presbyterian  Hospital, 
New  York  City,  will  talk  on  “Congenital  Disloca- 
tion of  the  Hip  During  the  First  Month  of  Life.” 

New  York  Society  for  Circulatory  Diseases 

The  New  York  Society  for  Circulatory  Diseases 
will  hold  its  sixth  regular  meeting  Tuesday,  Decem- 
ber 9,  at  8:80  p.m.,  in  Room  440  of  the  New  York 
Academy  of  Medicine  building.  Dr.  Simon  Dack 
will  preside. 

“Problems  in  Exclusion  of  the  Mammalian  Heart,” 
will  be  discussed  by  Dr.  Lester  Blum,  Dr.  Samuel  J. 
Megibow,  and  William  M.  Nelson,  Ph.D.  Dr.  Rob- 
ert A.  NabatofT  will  present  a paper  on  “Resection 
of  the  Left  Auricular  Appendage  for  Recurrent 
Arterial  Embolization,”  and  Dr.  Aaron  N.  Gorelik 
will  outline  “Results  of  Cardiopericardiopexy  for 
the  Treatment  of  Rheumatic  Heart  Disease.” 


Mount  Sinai  Hospital 

A series  of  lectures  on  “Recent  Advances  in 
Therapy”  will  be  presented  at  the  Mount  Sinai 
Hospital,  New  York  City,  beginning  December  10. 

The  following  topics  will  be  discussed: 

December  10,  Dr.  Joseph  F.  Ross,  physician, 
Massachusetts  Memorial  Hospital,  Boston,  “The 
Contribution  of  Radioisotopes  to  the  Control  of 
Disease”;  January  7,  1953,  Dr.  Ancel  Keys,  direc- 
tor, Laboratory  of  Physiological  Hygiene  and  pro- 
fessor in  the  School  of  Health,  University  of  Minne- 
sota, Minneapolis,  “Atherosclerosis:  A Problem 

in  Newer  Public  Health”;  January  21,  Dr.  Lawson 
Wilkins,  associate  professor  of  pediatrics,  Johns 
Hopkins  Hospital,  “The  Treatment  of  Congenital 
Adrenal  Hyperplasia  with  Cortisone.” 

February  4,  Dr.  Howard  A.  Rusk,  professor  and 
chairman,  Department  of  Physical  Medicine  and 
Rehabilitation,  New  York  University — Bellevue 
Medical  Center,  New  York  City,  “Rehabilitation: 
A Medical  Responsibility”;  February  11,  Dr.  Ira 
T.  Nathanson,  associate  clinical  professor  of  sur- 
gery, Harvard  Medical  School,  associate  visiting 
surgeon,  Massachusetts  General  Hospital,  Boston, 
‘ 'Principles  of  Hormone  Therapy  in  Cancer’  ’ ; March 
4,  Dr.  Richard  H.  Freyberg,  associate  professor  of 
clinical  medicine,  Cornell  Medical  College,  chief 
of  the  medical  service  and  arthritis  clinic,  Hospital 
for  Special  Surgery,  New  York  City,  “A  Critical 
Appraisal  of  the  Newer  Treatment  of  Rheuma- 
toid Arthritis”;  March  18,  Dr.  James  B.  Amberson, 
visiting  physician-in-charge,  Chest  Service,  Bellevue 
Hospital,  New  York  City,  “The  Therapy  of  Tuber- 
culosis.” 

April  8,  Dr.  William  S.  Tibet,  professor  of  medi- 
cine, New  York  University  College  of  Medicine, 
director,  Third  Medical  Division,  Bellevue  Hospital, 
New  York  City,  “Correlation  of  the  Principles  of  Ac- 
tion and  Clinical  Usage  of  Streptococcal  Enzymes, 
Streptokinase,  and  Streptodornase  (Varidase).” 

The  lectures  will  be  given  in  the  Blumenthal 
Auditorium  on  Wednesday  evenings  and  will  start 
at  8:30  p.m. 

Association  for  Research  in  Nervous  and  Mental 
Disease 

The  annual  meeting  of  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease  will  be  held 
on  December  12  and  13,  1952,  at  the  Hotel  Roose- 
velt, New'  York  City.  The  subject  of  the  meeting 
will  be  “Metabolic  and  Toxic  Diseases  of  the  Ner- 
vous System.” 
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Office  Nurses,  Secretaries,  Med.  Assts.  Physicians, 
X-Ray  & Lab.  Techs,  and  Related  Personnel 
DRUSILLA  ZUBER  Director 


FOR  SALE 


Large  modern  Red  Brick  Building,  corner,  seven  lots.  Will 
sacrifice,  on  account  of  sickness.  Suitable  for  Nursing  Home. 
Box  613,  N.  Y.  St.  Jr.  Med. 


WANTED 


Largest  and  fastest  growing  village  in  Suffolk  County  is  in 
urgent  need  of  all  medical  or  affiliated  specialists.  Mar- 
velous opportunity  in  new  professional  building  for  individual 
or  group  practice.  Call  Lindenhurst  5-0633  or  5-0656. 


WANTED 


Physician  desired  for  joint  purchase  of  attractive  profes- 
sional building,  with  dentist  in  Long  Island  or  upstate. 
Investment  and  expenses  extremely  low.  Box  610,  N.  Y. 
St.  Jr.  Med. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only. 
Classes  Oct.-Jan.-March.  S75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N.  Y.  C.  EN  2-6845. 


FOR  RENT 


Exceptionally  well  equipped  office  for  general  practitioner; 
Single  man;  100  miles  from  N.  Y.  C.;  1-2  years;  Vacation 
area.  Specializing.  Box  611,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Real  Estate 

FOR  SALE  FOR  RENT 


FOR  RENT 


For  rent  in  Valley  Stream,  L.  I.,  Professional  building. 
Office  with  two  private  entrances;  from  street  and  from 
free  parking  facilities.  Unique  opportunity  for  one  or  more 
doctors,  dentists  or  other  professionals.  Reasonable  rent, 
only  $125  monthly.  Lease  if  requested.  Kamen  Realty 
Co.,  88  Lynwood  Drive,  Valley  Stream,  L.  I.,  Valley 
Stream  5-2063. 


FOR  SALE 


Valley  Stream.  2-family  house,  new;  5-434  large  rooms; 
6 additional  rooms  for  practice;  both  doctor  and  dentist. 
2-car  garage.  Corner  100  x 90.  Ranch  type;  custom  built. 
Luxury  features.  Excellent  opportunity  for  ideal  living  and 
practice,  at  no  cost  to  owner.  Outstanding  investment. 
840,000.  Box  609,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


14  room  house,  suitable  doctor’s  home  and  office.  Clinic 
or  nursing  home.  Mrs.  C.  W.  Foster,  22  North  Avenue, 
Beacon,  N.  Y. 


FOR  RENT 


Rockville  Centre,  Long  Island.  Handsome  five  room  suite 
in  modern,  landscaped,  air-conditioned  medical  building. 
Specialist  or  G.  P.  Rockville  Centre  6-4294. 


WANTED 


PHONOGRAPH  RECORDS:  Are  you  converting  to  LP’s 
and  disposing  of  your  78’s?  Am  buying  old  classical 
vocals  and  instrumentals.  Entire  collections  or  part.  O. 
Bramson,  86  East  38th  St.,  Brooklyn  3,  N.  Y. 


FOR  RENT 


Established  office  suite.  Includes  3 rooms,  waiting  room. 
Centrally  located.  Pop.  22,000.  RO  6-3210  or  write  Mr. 
Chwatsky,  371  Long  Beach  Road,  Oceanside,  N.  Y. 


FOR  RENT 


Williston  Medical  Center.  Superbly  located.  Hillside  Avenue. 
The  heart  of  town.  Nassau  County,  Long  Island.  Lim- 
ited amount  of  space  available  to  Specialists  only.  In- 
cluded among  the  present  tenants  are  a clinical  lab.,  radi- 
ologist, and  a number  of  specialists,  established  in  this  area. 
Exceptional  opportunity.  Pediatrician,  Dermatologist,  Oto- 
laryngologist, Urologist,  etc.  100  Hillside  Ave.,  Williston 
Park,  Long  Island.  Garden  City  7-7739. 


FOR  SALE 


RADIOLOGIST  . . . House  and  Office,  completely  equipped; 
one  hour  from  N.Y.C.  Excellent  opportunity.  Reasonable 
terms.  Box  612,  N.  Y.  St.  Jr.  Med. 
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announcing 


antibiotic-anesthetic 


cA^' 

% y 


DRILOZETS* 
LOZENGES  for 
SORE  THROAT 

associated  w ith  coughs  or  colds 


and  for  other  minor  infections  of  the 
throat  and  mouth 


S.K.F.  now  presents  'Drilozets’,  a new,  pleasant-tasting  preparation 
to  combat  infection  and  relieve  irritation  in  the  throat  and  mouth. 

‘Drilozets’  work  in  two  ways: 

1.  Double  antibiotic  action:  Drilozets’  contain  anti-gram-positive 
gramicidin  and  anti-gram-negative  polymyxin  to  prevent  or  attack 
bacterial  infections. 

2.  Soothing  anesthetic  action:  'Drilozets’  contain  the 
remarkable  new  topical  anesthetic  Quotanef,  to  soothe 
inflamed  mucosa. 


With  Drilozets’,  you  minimize  the  danger  of  sensitizing  the  patient  to  penicillin 
or  the  '’mycins”,  which  are  so  frequently  used  systemically  in  serious  infections. 

Smith , Kline  & French  Laboratories , Philadelphia 

Jt-Traclemark  fT.M.  Keg.  U.S.  Pat.  Off.  for  dimethisoquin  hydrochloride,  S.K.F. 


Each  lozenge  contains  polymyxin  B sulfate,  2,500  units;  gramicidin,  0.25  mg.; 
'Quotane’  (dimethisoquin  hydrochloride,  S.K.F.),  0.2  mg.; 
and  cetyldimelhylbenzylammonium  chloride,  2.0  mg. 
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IMu.percciin.cil 

Nupercainal,  brand  of  dibucaine  ointment, 
is  valuable  whenever  prolonged  relief 
of  surface  pain  or  itching  is  imperative. 
Nupercaine®  (dibucaine  Ciba)  is 
nonnarcotic,  unrelated  chemically  to 
cocaine  or  procaine. 

Ciba  Pharmaceutical  Products,  Inc. 
Summit,  N.  J. 

Supplied  as:  Nupercainal  Ointment  1%,  tubes  of 
1 oz.  with  rectal  applicator;  1-lb.  jars. 
Nupercainal  Cream  0.5%,  tubes  of  l ‘A  ounces. 
Nupercainal  Ophthalmic  Ointment  0.5%,  tubes 
of  4 Grams. 


prolonged 

surface 

anesthesia 


valuable 
in  many 
fields  of 
medicine 
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pack  after 
pack! 


SULFACETAMIDE 


SULFADIAZINE 


SULFAMERAZINE 


the  "extra  advantage’ 
in  this  triple  sulfonamide  is 
sulfacetamide 


Tricombisul®  (acet-dia-mer-sulfonamides-Schering)  provides  not  only 
sulfadiazine  and  sulfamerazine — standard  components 
of  almost  all  triple  sulfonamide  mixtures  — but  also  sulfacetamn/e. 


Sulfacetamide  brings  to  the  combination  extremely  high  solubility,  high 
bacteriostatic  activity,  and  greater  safety  for  the  urinary  tract. 
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prompt . . . prolonged . . . 

prescribed  relief  of  pain 

APAMIDE 


BRAND • TRADEMARK 


tablets 

(N-acetyl-p-aminophenol,  0.3  Gm.) 

analgesic-antipyretic 


rapid,  direct  analgesia 

Apamide  quickly  relieves  pain  and  reduces  fever  through  direct 
analgesic-antipyretic  action.  It  avoids  the  delay  inherent  in  compounds 
that  require  metabolic  transformation  to  produce  analgesia. 


prolonged  relief  of  pain 

Apamide  goes  to  work  fast.  It  raises  the  pain  threshold  substantially  within 
30  minutes,  reaches  peak  effect  in  about  2Vi  hours  and  continues  to  be  effective 
for  approximately  4 hours. 


well-tolerated  analgesic 

Apamide  is  a pure,  active  agent  that  does  not  produce  extraneous,  possibly 
toxic  metabolites.  High  dosages  over  long  periods  have  not  been  shown  to  cause 
toxic  reactions  or  gastric  upsets.  It  is  extremely  valuable  in  patients  who 
cannot  tolerate  salicylates. 


only 

Available  only  on  your  prescription,  Apamide  permits  precise  control 
of  dosage  and  duration  of  treatment  by  you.  Prescribe  it  for  relief  of  pain 
and  reduction  of  fever  in  respiratory  infections,  functional  headache, 
muscular  or  joint  pain  and  dysmenorrhea.  Average  adult  dose,  1 tablet 
every  four  hours. 


for  a sedative-analgesic 
prescribe 


APROMAL 


tablets 


(N-acetyl-p-aminophenol,  0.15  Gm.  and  acetylcarbromal,  0.15  Gm.) 


non-narcotic,  non-barbiturate 

Apromal  is  especially  valuable  in  those  cases  where  pain  coexists  with  tension,  anxiety, 
restlessness,  excitement,  nervousness  and  irritability.  Apromal  contains  Apamide 
and  the  widely  used,  gentle  daytime  sedative,  acetylcarbromal.  Enhancement  of  both 
analgesia  and  sedation  is  secured  by  this  combination.  Average  adult  dose, 

1 tablet  every  4 hours. 


AMES 

COMPANY,  INC.,  ELKHART,  INDIANA 


Ames  Company  of  Canada,  Ltd.,  Toronto 
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THE  AMERICAN  DIABETES  ASSOCIATION 

Offers  its  First 

POSTGRADUATE  COURSE  IN 

DIABETES  and 

BASIC  METABOLIC  PROBLEMS 


Directed  by 

CHARLES  H.  BEST,  C.  B.  E.,  M.  D.,  F.  R.  S. 
January  19,  20,  21,  1953 
At  the  University  of  Toronto,  Canada 


A distinguished  Faculty  of  28  will  present 
a program  of  34  lectures  and  round  table 
discussions  including  the  following  topics: 

MANIFESTATIONS  OF  DIABETES 
COMPLICATIONS  OF  DIABETES 
MANAGEMENT  OF  DIABETES 

Fees:  $20  for  members  of  the  A.  D.  A. 

$40  for  non-members 


For  Program  and  registration  details,  write  to 
the  American  Diabetes  Association,  Inc., 

11  West  42nd  Street,  New  York  36,  N.  Y. 


MANHATTAN  — 34  WEST  36th  St. 
BROOKLYN  — 288  LIVINGSTON  St. 
FLATBUSH  — 843  FLATBUSH  AVE. 


Other  Stores  Located  at: 
HEMPSTEAD  NEW  ROCHELLE 
HACKENSACK  E.  ORANGE 


&§  IP  Else®"®* 

Jf 
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vitamins 


Mm 

i * : 

in 

1 

Pluraxin 

High  Potency 

Multiple  Vitamin  Capsules 


One  or  two  capsules  of  Pluraxin 
daily  usually  suffice. 

Available  in 

bottles  of  30  and  100  capsules. 


1.  Gewin,  H.  M.,  and  Friou,  G.  J.: 

Yale  Jour.  Biol.  & Med.,  23:332,  Feb.,  1951. 

2.  Marshall,  H.  C.,  Jr.,  Palmer,  W.  L., 
and  Kirsner,  J.  B.:  J.A.M.A., 

144:900,  Nov.  11,  1950. 


HIM! 

Severe  vitamin  deficiencies  may 
develop  during  a course  of  antibiotic 
therapy.  This  appears  to  be  due 
to  the  alteration  of  the  intestinal 
bacterial  flora  by  antibiotics 
resulting  in  interference  with  the 
production  or  utilization  of  vitamins, 
particularly  members  of  the 
vitamin  B Complex12.  Supplementary 
administration  of  vitamins  is  therefore 
indicated,  especially  after  bacteriologic 
cure  has  been  effected.1 2 


SPECIAL  THERAPEUTIC  FORMULA 

Vitamin  A 25,000  units 

Vitamin  D2  (calciferol) 1000  units 

Vitamin  Bi  (thiamine) 15  mg. 

Vitamin  B2  (riboflavin) 10  mg. 

Vitamin  B&  (pyridoxine)....  2 mg. 

Vitamin  B1}  (cyanocobalamin)  5 mcgm. 

Folic  acid 1 mg. 

Calcium  pantothenate 10  mg. 

Nicotinamide 150  mg. 

Vitamin  C (ascorbic  acid)..  150  mg. 


Pluraxin,  trademark  reg.  U.  S.  & Canada 


WINTHROP-STEARNS  INC.  • new  york  is,  n.y.  • Windsor,  ont. 
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lumbago, 
muscle  pains, 
sprains, 
painful  joints, 
stiffness  after  exercise. 
‘Menthofax’  is  an  aromatic 
analgesic  ointment  containing 
a high  concentration 
(40%)  of  methyl  salicylate 
in  a base  which  facilitates 
application  and  favors 
absorption. 

® 


Rubefacient-Analgesic 

Supplied,  in  collapsible  tubes  of  1 oz. 


^ Burroughs  Wellcome  & Co.  (U.S.A.)  \nc.,  TucfaK^f, 


New  York 
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Ill  controlling  common  diarrheas,  Kaopectate  has  a 
simple  and  direct  physical  action. 

By  physical  adsorption,  Kaopectate  removes  causa- 
tive agents— bacteria,  toxins,  ami  other  irritants. 
Kaopectate  coats  and  protects  intestinal  mucosa. 
Kaopectaie  consolidates  the  stool,, 


Kaopectate 


Each  fhtidouru'e  emit 
Kaolin  . . 

Pectin  

Available  in  10  Huidounce  bottles. 

Adults — 2 or  more  tablespoonfuls  after  eac 
movement,  or  as  indicated. 


msest. 

Children—!  or  more  teaspoonfuls  according  t 

°7 Itr 


Medicine  . . Produced  with  care , . Designed  for  hec 


diarrhea 
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antibacterial  action  plus... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 

higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


I 


economy 


Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 


GANTRISIN®-brond  of  suffisoxozole 
(3,4-dime»Hyl-5-sulfonilamido-isoxozole) 

TABLETS  • AMPULS  • SYRUP 


HOFFMANMA  ROCHE  INC. 


Roche  Park 


N alley  10 


New  Jersey 


a new 
synthetic 
narcotic 

for  longer-lasting 
pain  relief 


frequent 


frequent 


frequent 


frequent 


occasional 


occasional 


Caution  : Dromoran  is  a narcotic  analgesic.  It  has 
addiction  liability  equal  to  morphine  and  for  this  reason 
the  same  precautions  should  be  taken  in  administering 
the  drug  as  with  morphine. 


DROMORAN®— brand  ot  methorphinan  (dl-3-h;droxy  N methyl- 
morph  iaan) 


* Aver  age  dose 


DROMORAN 

(dl)  Hydrobromide 

‘ROCHE’ 


Hoffmann -La  Rochf  Inc.  • Roche  Park  • Nutlet  10  • New  Jersey 


MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 


ADVANTAGE  NUMBER  12:  The  actual  risk  your  type  of 
practice  represents  to  the  Group  Plan  determines  your 
rate — according  to  a more  equitable  method  of  adjusting 
rates  approved  by  the  House  of  Delegates. 

* Carried  by  (he  Employers  Mutual  Liability  Insurance  Company 


HARRY  F.  WANYIG 

Indemnify  Representative 

ifflelncal  ^octctp  of  ttjc  ^>tate  of  Jleto  fiorfe 

70  PINE  ST.,  NEW  YORK  5 TEL.:  DIGBY  4-7117 


sends  you  its  Season's  Greetings  and 
hopes  that  you  will  remember  its 
usefulness  again  at  this  Christmas  time . 

Beverly  C.  Smith,  M.D.,  President 
Harvey  B.  Matthews,  M.D.,  Secretary 
63  East  84th  Street,  New  York  28,  N.  Y. 
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For 

the  patient 

under 

tension 


Trasentine!Phenobarbital 

( brand  of  adiphenine) 

relief  of  smooth-muscle  spasm,  easing  of  pain 

Worry,  anxiety,  fear— such 
“pressures”  often  account  for 
visceral  spasticity.  To  offset 
them,  Trasentine-Phenobar- 
bital  provides  mild  sedation  — 
as  well  as  effective  spasmoly- 
sis,  rapid  relief  of  pain. 

Whenever  you  suspect  a 
psychosomatic  factor  in  vis- 
ceral spasm,  Trasentine-Phen- 
obarbital  is  a logical  prescrip- 
tion. Each  tablet  contains  50 
mg.  Trasentine  hydrochloride 


INDEX  TO  ADVERTISERS 


need  nutritional  support 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Alkalol  Company 3060 

American  Diabetic  Association  2948 

Ames  Company 2947 

Armour  Laboratories 2977 

Astra  Pharmaceutical  Products 2964 


Dr.  Barnes  Sanitarium 306.5 

Baxter  Laboratories. 2989 

Brewer  & Company 2973 

Brigham  Hall 3065 

Broad  lawn  Manor 3065 

Burroughs  Wellcome  & Co 2951 


Ceribelli  & Company 2981 

Chilcott  Laboratories 2972 

Ciba  Pharmaceutical  Products.  Inc 2943,2959 

Crane  Discount  Corp 2980 


Desitin  Chemicals  Company 2970 

Dome  Chemicals,  Inc 3066 


Federation  of  Jewish  Philanthropies 2964 


Geigy  Company,  Inc 2971 


Halcyon  Rest 3065 

Hoffmann-La  Roche,  Inc 2956-2957 

Holbrook  Manor 3065 


Irwin,  Neisler  & Co 2981 


Lakeside  Laboratories ...  2990 

The  Liebel-Flarsheim  Co ...  2975 

Eli  Lilly  & Company 2982 

Louden-Knickerbocker  Hall 3065 


Maltbie  Laboratories,  Inc. 3068 

Mead  Johnson  & Company . . . 4th  cover 

Wm.  S.  Merrell  & Co 2nd  cover 

Merck  & Company 2976 


New  York  Medical  Exchange 3066 

Num  Specialty  Co 2980 


Parke.  Davis  Co 2979 

Pediforme  Shoe  Company 2948 

Ohas.  Pfizer  & Co 2967 


Raymer  Pharmacal  Company. 2978 

R.  J.  Reynolds  Tobacco  Co 2944 

Riker  Laboratories.  Inc 2965 


Sanborn  Company 2980 

Schering  Corporation 2945 

Schenley  & Co 2980 

Sharp  & Dohme.  Inc 2953 

Smith,  Kline  & French  Labs.. : 


E.  R.  Squibb  & Sons 2960-2961 


The  Stuart  Company Between  2958-2959 


Each  Capsule  contains: 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


Squibb 

' TMC  •'  A RAM ' IS  A rAAOlMAW*  0»  l.  N , SQUItlO  * SOUS. 


Twin  Elms  3065 

Upjohn  Company 2955 

U.S.  Vitamin  Corp  . . . ■ • 2066 


Walker  Laboratories 
Wallace  Laboratories,  Inc. 
Wallace  & Tiernan. 

II.  F.  Wan  vie 
Warner- 1 1 udnut  Inc. 

West  IL1I 

Winkler  Shoes 
Winthrop-Stearns,  Inc. 
Wyeth  Incorporated 


2974 

2968-2969 

2981 

2958 

3063 

3065 

3065 

2949 

3061 
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INDEX  TO  ADVERTISED  PRODUCTS 


H.  P.  Acthar  (Armour  & Co.) 2977 

Agoral  (W.  R.  Warner  & Co.) 30G3 

Alkalol  (The  Alkalol  Company) 3066 
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Medical  and  Surgical  Equipment 


Electrosurgical  Apparatus  (Liebel-Flarsheim  Co.) ....  2975 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 2S4S 

Orthopedic  Shoes  (Winkler  Shoes) 3066 
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in  the  office  . . . 

Jr/  . Jri 

sick  people 

need  nutritional  support 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 

25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 

Bottles  of  30,  100  and  1,000. 


Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


Camel  Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 


2944 
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Squibb 


new 


for  intranasal  infections 

\ \ , , 

‘DrilitoV 

now  available  in  2 forms 


‘Drilitol  Spraypak’  combines  the 
superior  intranasal  coverage  of  a 
spray  from  a full-sized  atomizer 
with  the  economy  of  a nose-drop 
bottle. 


‘Drilitol  Spraypak’  covers  the  nasal 
mucosa — in  a fine,  even  mist. 

‘Drilitol  Spraypak’  costs  the  patient 
no  more  than  ‘Drilitol’  Solution. 

In  prescribing,  be  sure  to  specify: 

‘ Drilitol  Spraypak ’ or 
‘ Drilitol ’ Solution 


DRIUTOl* 

SOLUTION 


DRIUTOL  SPRAVPAK 


*T.M.  Reg.  U.S.  Pat.  Off. 
‘Spraypak’  Trademark 


for  intranasal  infections 


‘Drilitol  Spraypak’ — the  new  form  of  ‘Drilitol’ 

Now  there  are  two  forms  of  ‘Drilitol’,  S.K.F.’s  widely  accepted 
intranasal  preparation:  (1)  ‘Drilitol’  Solution,  with  which  you  are 
familiar,  and  (2)  the  new  convenient  form,  ‘Drilitol  Spraypak’. 


‘Drilitol’  contains  two  antibiotics: 

Anti-gram-positive  gramicidin 
Anti-gram-negative  polymyxin 

‘Drilitol’  also  contains: 

A vasoconstrictor,  Paredrinej 
An  antihistaminic,  thenylpyramine 


now  available  in  forms: 


‘Drilitol  Spraypak’ 

‘Drilitol’  Solution 

antibiotic,  decongestive,  anti-aliergic 


tT.M.  Reg.  U.S.  Pat.  Off.  for  hydroxyamphetamine  hydrobromide,  S.K.F. 

Smith,  Kline  & French  Laboratories , Philadelphia 
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Something  New  for  the  Old 

The  Private  Pavilion  at  Kingsbridge  House 

(a.  unit  of  The  Home  for  Aged  and  Infirm  Hebrews  of  New  York) 

A complete  service  designed  for  temporary  or 
long-term  care  and  treatment  of  handicapped 
or  infirm  older  persons  . . . supervised  by  a 
large  resident  staff  of  graduate  physicians, 
nurses,  therapists  and  social  workers  all  highly 
skilled  in  the  science  of  geriatrics. 

• modern,  spacious  private  and  semi-private  accommodations 

• extensive  diagnostic  and  therapeutic  resources  available 

• carefully  planned  and  conducted  rehabilitation  programs 

• widely  diversified  recreational  services  and  facilities 

• residents  remain  under  the  care  of  their  personal  physician 

w n The  Private  Pavilion  at  Kingsbridge  House 

" X Brochure  100  West  Kingsbridge  Road 

The  Bronx  68,  New  York  CYpress  8-9200 
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(Pronounced  Xi  lo'  coin) 


ASTKA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


xylocaine 
>Rochlohid£J\ 


Dispensed  in  50  cc  and  20  cc 
multiple  • dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 

A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (t)  as  the  most  promising  of  tbe  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson.  I.  R.  and  Hingson,  R.  A..  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

a\STI£a!  pharmaceutical  products,  inc.  Worcester,  mass,  u.s.a. 

*U.S.  Potent  No.  2,441,498 


2U05 


Out  of  the  vast  clinical  experience  that  has  accumulated  from  the  increas- 
ing use  of  Veriloid  has  come  a simplified  dosage  schedule  which  rapidly 
produces  relief  from  the  distressing  discomfort  of  hypertension.  Within  a 
short  period,  patients  volunteer  that  they  “feel  better,”  even  before  the 
blood  pressure  begins  to  drop. 

Here  is  the  new  daily  dosage  schedule  which  proves  satisfactory  for 
initial  therapy  in  9 patients  out  of  10: 


1st  Dose:  After  breakfast 2 mg. 

2nd  Dose:  6 to  8 hours  later 2 mg. 

3rd  Dose:  6 to  8 hours  thereafter 2 to  3 mg. 


According  to  this  plan,  the  second  dose  is  taken  about  two  hours  after  the 
noon  meal,  the  third  dose  about  two  hours  after  the  evening  meal. 

VERILOID 

BRAND  OF  ALKAVERVIR 

This  schedule  simplifies  dosage  calculation,  is  quickly  productive  of 
clinical  results,  minimizes  nausea  and  other  side  actions.  Dosage  should  be 
increased  by  1 mg.  per  day  every  third  day  until  a satisfactory  blood 
pressure  drop  is  achieved.  The  evening  dose  is  usually  1 or  2 mg.  larger 
than  the  other  two  doses  of  the  day.  For  the  average  patient,  a daily  dose 
of  9 to  15  mg.  proves  effective  and  rarely  causes  side  actions. 

Veriloid,  brand  of  alkavervir,  is  a unique  alkaloidal  fraction  of  Veratrum 
viride.  It  is  indicated  in  the  treatment  of  all  grades  of  essential  hypertension 
and  in  hypertension  of  renal  origin.  Available  on  prescription  at  all  phar- 
macies, in  1,  2,  and  3 mg.  tablets.  Order  your  free  copy  of  the  booklet  de- 
scribing Veriloid  therapy  today. 

RIKER  LABORATORIES,  INC. 

8480  Beverly  Boulevard  Los  Angeles  48,  California 


2966 


methischol 


CAPSULES • SYRUP 


e 


CHOLINE  DIHYDROGEN  CITRATE* 


dl-METHIONINE 


INOSITOL 


VITAMIN  Bi2-Bi2b 


LIVER  CONCENTRATE  AND 
DESICCATED  LIVER** 


Each 

capsule 

provides 


0.28  Gm. 


0.11  Gm. 


0.083  Gm. 


1 meg. 


0.087  Gm. 


Therapeutic 
dose  of  9 
capsules 
provides 


886 


2.5  Gm. 


1.0  Gm. 
0.75  Gm. 


9 meg. 


0.78  Gm. 


THREE  TABLESPOONFULS  OF  METHISCHOL  SYRUP  EQUAL 
IN  POTENCY  TO  NINE  METHISCHOL  CAPSULES. 

*in  3 tablespoonfuls  Syrup  as  1.14  Gm.  choline  chloride 
**in  3 tablespoonfuls  Syrup  as  1.2  Gm.  liver  concentrate 


Bottles  of  100, 

250.  500 

and  1000  capsules. 

and  16  o z. 

and  1 gallon  syrup. 


NOW  CONTAINS  VITAMIN  Bi? 


in  coronary  occlusion 


these  patients 


hypercholesterolemia 


deserve  the 


helps  normalize 
cholesterol  and 
fat  metabolism 


diabetes 
liver  disorders 
hypertension 
obesity  • nephrosis . . . 


potential 
benefits  of  this 
complete 
lipotropic  formula 


in  liver  disease 
increases 

phospholipid  turnover, 
reduces  fatty  deposits 
and  stimulates 
regeneration 
of  new  liver  cells. 


Write  for  samples  and  detailed  literature. 

U.  S.  VITAMIN  CORPORATION 

CASIMIR  FUNK  LABORATORIES,  INC.  (affiliate) 
250  EAST  43rd  STREET  • NEW  YORK  17,  N.  Y. 
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teaspoon  dosage 
good  taste 
effective  therapy 


CRYSTALLINE  • 

lerrarrrycin 


suspension 


(Pfizer) 


Supplies  250  mg. 
of  pure  crystal- 
line Terramycin 
in  each  palatable 
and  convenient 
teaspoonful  — 
unexcelled  for 
patients  young 
and  old. 


appearing  regularly  in  the  j.  a.  m.  a. 
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before 
and  after 
taking 


(the  concentrated  bulk  laxative  qou've  been  waiting  for) 


inside  storij  of  a 


VETERAN  OF  LAXATION 


7 DAYS  OF  CONSTIPATION ! 

Nole  extreme  redundancy  of  colon.  Film 
taken  168  hours  (7  days)  after  a routine 
barium  meal.  Traces  of  barium  are  still 
visible  in  cecum  and  ascending  colon. 
Transverse  colon  is  filled  with  fecal  mass. 
Solid  fecal  segments  fill  entire  descending 
colon  and  sigmoid  loops.  Head  of  fecal 
column  is  in  rectum. 


2 DAYS  AFTER  KALPIN! 


Same  patient  48  hours  after  Kalpin.  No 
barium  in  cecum,  ascending  colon  or  right 
half  of  transverse  colon.  Virtually  all 
barium  is  in  sigmoid  and  rectum.  There 
was  a bowel  movement  several  hours  be- 
fore the  film  and  a large  one  4 hours  after 
which  got  rid  of  all  of  the  barium. 
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the  pictures  tell  the  storq . . . 

but  not  all! 


/jn  Wt  nvmT  A natural  (non-synthetic)  concentrated  bulk  laxa- 

tive  derived  from  algae  of  the  sea  was  tested  on  a 
group  of  “veterans  of  laxation”  of  colonic  and 
spastic  types. 


!t  was  found  that  the  stool  bulk  was  doubled  with 
less  than  half  the  dosage  of  other  “bulk”  laxatives 
. . . that  no  swelling  occurred  in  gastric  juice  . . . 
bulking  occurs  in  the  intestine  only;  peristalsis  was 
stimulated  through  the  “stretch  reflex”  and  was 
90  per  cent  effective  without  griping,  bloating  or 
impaction. 


KAIPI\ 


Kalpin  is  not  chemically  fortified  and  is  a pleasant- 
tasting  powder  which  insures  patient-cooperation. 
It  is  non-allergenic  and  sugar-free.  With  consider- 
ably less  dosage  it  produces  smooth  liquid-retaining 
mass  which  promotes  normal  physiologic  bowel- 
function.  Kalpin  needs  only  normal  amounts  of 
water  to  produce  swelling  and  the  dosage  is  one 
level  teaspoon  daily. 


Send  for  a liberal  test  supply  and  literature  on 
in  vitro  and  in  vivo  action  of  Kalpin. 


KALPI1 

(a  true  bulk  laxative  from  natural  source) 


Wallace  Laboratories,  Inc 

NEW  BRUNSWICK.  NEW  JERSEY 
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the  most  widely  used 

ethical  specialty  for 

care  ot  the  infant’s  skin 


DESITIN 


OINTMENT 


® 


the  pioneer  external 
cod  liver  oil  therapy 


Decisive  studies1-2 
substantiate  over  25 : 
years  of  daily  clinical 
use  regarding  the  ability  of  Desitin 

Ointment  to protect,  soothe, 

dry  and  accelerate  healing  in.. . 

• diaper  rash  • exanthema 

• non-specific  dermatoses 

• intertrigo  • prickly  heat 

• chafing  • irritation 

(due  to  urine,  excrement,  chemicals  or  friction) 

Desitin  Ointment  is  a non-irritant  blend  of  high 
grade,  crude  Norwegian  cod  liver  oil  (with  its  r 
unsaturated  fatty  acids  and  high  potency  vita-  8 
mins  A and  D in  proper  ratio  for  maximum  effi-  I 
cacy) , zinc  oxide,  talcum,  petrolatum,  and  lanolin.  | 
Does  not  liquefy  at  body  temperature  and  is  not  I 
decomposed  or  washed  away  by  secretions,  exu-  ■ 
date,  urine  or  excrements.  Dressings  easily* 
applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars 

write  for  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

70  Ship  Street  • Providence  2,  R.l 

1.  Heimer,  C.  B.,  Grayzel,  H.  G.  and  Kramer,  B.:  Archives  of 
Pediat.  68:382,  1951. 

2.  Behrman,  H.  T„  Combes,  F.  C.,  Bobroff,  A.  and  Leviticus, 

R.:  Ind.  Med.  & Surg.  18:512,  1949. 
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rapid  response 

“The  latent  period  between  the  initiation 
fteW  of  therapy  and  the  appearance  of  appreciable 

benefit  was  short.”1 

non-hormonal 
synthetic 

orally  effective  for  relief  of 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


ARTHRITIS 


and  allied  disorders 


BUTAZOLIDIN 


BUTAZOLIDIN 


brings  quick  relief  and,  often,  functional  improvement, 
to  the  majority  of  patients  with  rheumatoid  arthritis, 
osteoarthritis,  spondylitis,  gout,  arthritis  with  psoriasis, 
peritendinitis,  fibrositis,  and  other  painful 
musculoskeletal  disorders.13 

• Broad  Therapeutic  Spectrum 

• Potent  Therapeutic  Effect 

• Prompt  Action 

• Low  Ratio  of  Serious  Side  Effects 

• Oral  Effectiveness 


BUTAZOLIDIN  is  well  within  the  means  of  the  average  patient. 

In  order  to  obtain  optimal  results  and  to  avoid  untoward 
reaction  it  is  highly  desirable  for  the  physician  to  become 
thoroughly  acquainted  with  the  characteristics  of 
Butazolidin  before  prescribing  it.  Physicians  are  urged 
to  read  the  package  circular  carefully  or  to  write  for  the 
Butazolidin  brochure,  which  will  gladly  be  sent  on  request. 

Availability:  Butazolidin®  (brand  of  phenylbutazone)  is 
issued  in  yellow-coated  tablets  of  200  mg.  and  in  red-coated 
tablets  of  100  mg. 

1.  Steinbrocker,  O.  ; Berkowitz,  S. ; Ehrlich,  M. : Elkind,  M.,  and  Carp,"  S. : 

Paper  read  before  the  Annual  Meeting  of  the  American  Rheumatism  Association, 
Chicago,  111.,  June  6,  1952. 

2.  Kuzell,  W.  C. ; Schaffarzick,  R.  W. ; Brown,  B.,  and  Mankle,  E.  A.: 

J.A.M.A.  149:129  (June  21)  1952. 

3.  Smith,  C.  H.,  and  Kunz,  H.  G. : J.  M.  Soc.  New  Jersey  49:306,  1952. 


GEIGY  PHARMACEUTICALS,  Division  of  Qeigy  Company,  7nc. 
220  Church  Street,  New  York  13,  N.  Y. 
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ganglionic  block  in  hypertension 

to  reduce  blood  pressure  and  relieve  symptoms  — a new,  potent  oral  hypotensive 


Extensive  clinical  use  has  demonstrated 
Methium’s  ability  to 

1.  reduce  blood  pressure  to  more  normal 
levels 

2.  relieve  hypertensive  symptoms 

3.  provide  symptomatic  relief  in  some  cases 
even  where  pressure  cannot  be  lowered. 

An  autonomic  ganglionic  blocking  agent, 
Methium  (hexamethonium  chloride)  inhib- 
its nerve  impulses  that  produce  vasoconstric- 
tion—thereby  causing  blood  pressure  to  fall. 


ache,  dizziness,  palpitation  and  fatigue.  In 
other  cases,  where  blood  pressure  does  not 
respond  to  therapy,  symptomatic  improve- 
ment may  nonetheless  be  noted. 

Methium  is  a potent  drug  and  should  be  used 
with  great  caution  when  complications  exist 
—impaired  renal  function,  coronary  artery 
disease  and  existing  or  threatened  cerebral 
vascular  accidents.  Complete  instructions  for 
prescribing  Methium  are  available  on  writ- 
ten request  or  from  your  Chilcott  detail  man 
and  should  be  consulted  before  using  the  drug. 


In  successfully  treated  patients,  receding  Methium  is  supplied  in  both  125  mg.  and  250 

pressure  is  accompanied  by  relief  of  head-  mg.  scored  tablets  in  bottles  of  100  and  500. 


Methium' 


(BRAND  OF  HEXAMETHONIUM  ChlORiOCI 


CHILCOTT 


//VC  MORRIS  PLAINS.  NEW  JERSE 


FORMERLY  THE  MALTINE  COMPANY 


29 7 H 


Q.S. 


is  now  possible 

FOR  LARGE  DOSAGE  < 
OF  ASPIRIN... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 


A&YERIC 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 
40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 


is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 
"Enteric-coated  aspirin  (AST ERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 


(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acetylsalicylic  acid  therapy. 


(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 


For  samples — jusf  send  your  blank  marked  14  AS  12 

‘Talkov,  R.  H..  Ropes,  M.  W.,  and  Bauer,  W.:  The  Value  of 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242,19  (Jan.  5)  1950. 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 


BACITRACIN-NEOMYCIN  OINTMENT 


indications 

impetigo  ecthyma  paronychia 

infectious  eczematoid  dermatoses 
furunculosis  pustular  folliculitis  otitis  externa 

cutaneous  ulcers  surgical  dressings 

impetiginized  dermatoses  seborrheic  dermatitis 

infected  burns  and  wounds  hemolytic  streptococcal  dermatoses 


Neomycin  was  more  effective  for  most  skin  infections  than  other  topical 
agents  used  in  a series  of  675  cases.* 


Supplied:  V2  02  tubes 


Bacitracin  has  been  widely  favored  for  local  treatment  of  skin  infections.3 
the  combination  of  both  antibiotics  extends  the  broad-spectrum  activity 
of  each.1 

literature  available  including  antibiotic  comparison  chart. 

I Hili-.  N L.,  and  Rockwell.  E M • J.A.M.A.  141.1)1,  1952.  2 Livmgood.  C ct  al  : 

1 A M A 149:334.  1952  3 Rhoadt.  P.  5.:  O P 5:67.  1952 


LABORATORIES,  INC. 

MT.  VERNON,  N.  Y. 


4 ...... 
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big  enough 
to  meet  the  demand, 
yet  small  enough 
to  specialize 


AG"  BOVIE  ELECTROSURGICAL 
UNIT  FOR  HOSPITAL  USE 


I 

I 

SYMBOL  OF  DEPENDABILITY  AND  QUALITY  IN 


ELECTROSURGICAL  APPARATUS 
ELECTROMEDICAL  APPARATUS 
X-RAY  SPECIALTIES 


THE  LIEBEL-FLARSHEIM  COMPANY  Cincinnati  15,  Ohio 


2!)7(» 


. . and  be  sure  to  take  your  VITAMINS ! ” 

y 

Hypermotility  induced  by  diarrheal  diseases  plays  an 
important  role  in  limiting  the  absorption  of 
essential  vitamins.  A balanced  vitamin  preparation 
offers  substantial  protection  against  the  development 
of  avitaminoses. 


MERCK  it  CO.,  Inc..  Rahway,  N.  J. — as  a pioneer  manufacturer  of  Vitamins — serves 

the  Medical  Profession  through  the  Pharmaceutical  Industry. 


© Merck  & Co.,  Inc; 


A NEW  REPOSITORY  ACTHAR 


Ill 


To  greatly  expand 
the  usefulness 
of  ACTH 
in  your  practice 


i 


a 


. 


Administered  As  Easy  As  Insulin: 

HP* ACTHAR  Gel  can  be  injected  subcutane- 
ously as  well,  as  intramuscularly  with  a 
minimum  of  discomfort. 

Fewer  Injections:  One  to  two  doses  per 
week  may  suffice  in  many  cases  (see  pack- 
age insert  for  complete  dosage  schedule  or 
write  for  full  information). 

Rapid  Response,  Prolonged  Effect: 

HP* ACTHAR  Gel  combines  the  two-fold  ad- 
vantage of  sustained  action  over  prolonged 
periods  of  time  with  the  quick  response  of 
lyophilized  ACTHAR. 

Much  Lower  Cost:  Recent  significant  re- 
duction in  price,  together  with  the  reduced 
frequency  of  injections,  have  advanced  the 
economy  of  ACTH  treatment  so  markedly 
that  it  is  now  within  everybody’s  reach. 


*Highly  Purified.  ACTHAR®  is  the  Armour  Labor- 
atories Brand  of  Adrenocorticotropic  Hormone  — 
ACTH  (Corticotropin) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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ST  CHOICE  IN 


RHEUMATOID  ARTHRITIS 


is  (Jonseri/atii/e  t/iera/?u 


SAFE,  INEXPENSIVE 


Rati -Formosil 

Buffered  formic  acid  and 


colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
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Editorials 

Christmas,  1952 


Traditionally,  the  Christmas  season  is  a 
time  of  rejoicing.  Its  observance  through 
the  centuries  has  afforded  opportunity  for 
the  expression  of  the  kindliness  of  men  of 
good  will  toward  others  and  a belief  in  the 
eventual  salvation  of  the  human  race. 

It  is  difficult  to  perceive  how  the  pre- 
occupation of  many  with  atomic  weapons, 
hydrogen  bombs,  and  the  enslavement  of 
others  fits  into  a pattern  of  good  will.  On 
the  other  hand,  perhaps  never  before  have 
the  individual  and  collective  observances  of 
the  Christmas  season  witnessed  such  a 
sincere  outpouring  of  help  and  assistance 
to  others. 

The  recent  restoration,  in  fact,  of  the  two- 
party  system  of  government  in  this  country 
once  more  assures  to  each  individual  citizen 
a little-mentioned  freedom:  a freedom  from 
a certain  erroneous  conviction  that  as  an 
individual  he  or  she  did  not  count  in  the 
management  of  the  affairs  of  this  nation. 


This  was  never  true  except  in  so  far  as  that 
citizen  did  not  exercise  his  right  to  the 
franchise,  but  now  that  he  has  done  so  in 
unequivocal  manner  that  citizen  is  again 
boss  in  his  own  house.  It  is  a good  begin- 
ning; let  him  reassume  his  responsibilities 
with  dignity  and  his  obligations  without  fear. 

The  work  of  the  several  Council  com- 
mittees continues  to  broaden  the  activities 
of  the  Society  on  behalf  of  the  membership 
and  for  the  improvement  of  the  quality  of 
medical  practice  in  the  State.  Advances  in 
the  early  detection  of  cancer,  diabetes,  and 
tuberculosis,  steps  toward  the  establishment 
of  more  widespread  and  efficient  blood 
banking,  to  mention  only  a few  items, 
provide  a more  hopeful  outlook  for  the 
public  than  ever  before.  The  sulfa  drugs 
and  the  antibiotics  have  added  many  years 
to  the  life  expectancy  of  the  aging,  while 
making  possible  many  incredible  improve- 

[Continued  on  page  2988] 


2983 


CANCER  DIAGNOSIS 


George  C.  Adie,  M.D.,  Editor 

from  the 

Council  Committee  on  Public  Health  and  Education 
Subcommittee  on  Cancer 
with  the  cooperation  of 
The  American  Cancer  Society 
and  the 

Bureau  of  Cancer  Control 
of  the 

New  York  State  Department  of  Health 


DIAGNOSIS  OF  CANCER  OF  THE  BONE 

Bradley  L.  Coley,  M.D.,  New  York  City 
( From  the  Bone  Tumor  Department,  Memorial  Hospital) 


IT  IS  obvious  that  early  correct  diagnosis 
of  bone  cancer  is  essential  in  order  to 
insure  prompt  and  proper  treatment.  The 
first  physician  consulted  often  fails  to  sus- 
pect the  possibility  of  a malignant  tumor, 
and,  therefore,  treatment  is  prescribed  for 
some  other  condition  without  first  subject- 
ing the  patient  to  a thorough  diagnostic 
workup.  It  is  only  after  a period  of  con- 
siderable time  has  elapsed  with  little  or  no 
improvement  that  the  original  diagnosis 
begins  to  be  doubted,  and  further  steps  then 
are  taken  which  should  have  been  done  at 
the  first  visit. 

Symptoms 

Pain  is  by  far  the  most  important  and 
usually  the  earliest  symptom  of  bone  cancer. 
Swelling  usually  is  noted  later  and  may  be 
accompanied  by,  or  followed  later  by,  dis- 
ability or  disturbed  function.  In  the  lower 
extremity  this  may  be  a limp;  when  the 
tumor  site  is  near  a joint  Ihe  range  of  motion 
may  be  limited. 


Much  may  be  learned  from  a careful  his- 
tory and  a complete  physical  examination. 
Thereafter  the  patient  should  be  promptly 
referred  to  the  roentgenologist  for  x-ray 
films  of  the  affected  part.  At  the  same  time 
blood  studies  are  in  order  and  should  in- 
clude complete  blood  count,  serology,  and 
blood  chemistry.  The  latter  should  involve 
serum  calcium,  inorganic  phosphorus,  and 
alkaline  phosphatase,  and  total  serum  pro-! 
tern,  albumin-globulin  ratio  and  acid  phos- 
phatase in  adults  where  the  possibility  exists 
that  myeloma  or  prostatic  cancer  may  be 
present.  Finally,  the  corroboration  of  the 
clinical,  roentgenographic,  and  chemical: 
findings  by  microscopic  study  of  biopsy 
material  is  considered  essential  wherever  it 
is  possible  to  obtain  it.  To  commence' 
x-ray  therapy  or  resort  to  radical  surgery 
without  making  every  effort  to  obtain  histo- 
logic confirmation  is  scarcely  ever  justified.! 

The  following  outline  of  a complete  diag- 
nostic survey  which  is  applicable  to  a case 
of  suspected  bone  cancer  is  suggested. 
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Fig.  1 . Osteogenic  sarcoma  of  femur  in  a twenty- 
year-old  soldier.  Superior  portion  of  cortical  defect 
is  result  of  saucerization  done  previously  under  the 
impression  that  the  lesion  was  inflammatory. 


Outline  of  a Complete  Diagnostic 
Workup 


1. 


History. — This  should  be  complete,  in- 
cluding 


(a)  Chief  complaint 


pain,  its  character 
and  whether  noc- 
turnal 
swelling 
disability 


Fig.  2.  Low-grade  chondrosarcoma  of  proximal 
portion  of  humerus  in  a seventy-one-year-old  man. 
First  symptom  was  pain  noticed  one  year  before 
this  film  was  made  and  shortly  after  a fall  on  the 
arm.  No  mass  was  noted  until  eight  months  later. 
Section  reveals  very  low-grade  chondrosarcoma; 
in  fact,  pathologist  stated  he  would  need  to  see  the 
films  in  order  to  go  beyond  “cellular  chondroma.” 

( b ) Onset  of  symptoms:  sudden,  insidious 

progressive,  intermittent 

(c)  Previous  illnesses 

(d)  Accidents  or  injuries:  how,  when, 

where 

(e)  Family  history 

2.  Physical  Examination. — This  should  be 
thorough,  and  include 
(a)  General 

1.  Primary  tumor  in  breast,  thyroid, 

kidney,  prostate,  etc. 

2.  Evidence  of  deformity  of  skull  or 

long  bones,  neurofibromatosis, 
pigmentation,  lymphadenop- 
athy,  splenomegaly,  anemia 

(' b ) Local 

1.  Inspection:  swelling,  deformity, 

color  of  skin,  presence  of  tumor 
and  its  location  in  respect  to 
part  of  bone  involved  (Fig.  1) 

2.  Palpation:  presence  of  tumor,  its 

mobility,  consistence  (hard,  soft, 
elastic,  fluctuant,  pulsating), 
outline  (discrete,  indefinite) 

3.  Mensuration:  circumference  of 
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Fig.  3.  Ewing’s  sarcoma  (endothelioma)  of 
femur  in  an  adolescent.  Note  the  wide  extent  of  the 
diaphyseal  involvement,  the  fusiform  shape  of  the 
soft  part  swelling,  and  the  lamellated  “onion  skin” 
or  “plywood”  appearance  of  the  cortical  involve- 
ment. 


limb  at  measured  levels  as  com- 
pared with  normal  limb;  length 
and  width  of  tumor 

3.  Roentgenographic  Examination. — This 

shoidd  be  both  local  and  general. 
Spot  films  of  involved  bone  in  several 
projections  and  with  varying  degrees 
of  intensity  of  exposure  are  valuable, 
(a)  Local:  views  of  affected  area  in 

anteroposterior  and  lateral  projec- 
tions on  films  large  enough  to  cover 
a wide  area  proximal  and  distal  to 


Fig.  4.  Reticulum  cell  sarcoma  of  tibia.  The 
normal  outline  of  the  proximal  end  of  this  bone  is 
not  appreciably  disturbed,  but  there  is  a mottled 
appearance  due  to  multiple  osteolytic  areas.  The 
process  is  medullary  in  origin  and  shows  little  ten- 
dency to  provoke  periosteal  reactive  new  bone 
formation.  It  is  often  finely  granular  or  patchy. 
This  is  one  of  the  most  radiosensitive  of  all  tumors 
of  bone. 
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TABLE  I. — Differential  Diagnosis  by  Exclusion  in  a Case  of  Bone  Lesion 

Tumor 

( Chondroblastome  (Jaffe) 

Chondroma 
I Myxoma 

Cen tral-j  Nonosteogenic  fibroma  (Jaffe) 

Bone  cyst 

Giant  cell  tumor,  benign 
Xanthoma 

Angioma  of  bone 
Central  and  cortical-)  Osteoid  osteoma 

Exostosis  (Multiple!  chondrodysplasia  (Ollier’s  disease) 

( ol  * K Osteochondroma 

(Osteogenic  sarcoma 
...  Endothelioma  (Ewing’s  sarcoma) 
(Monostotic  Reticulum  Cell  sarcoma 


Benign' 


Malignant 


Primary 


Polyostotic 


Malignant,  giant  cell  tumor 
Plasma  cell  myeloma 
Myelocytoma 
Erythroblastoma 
Lymphocytoma 


Metastatic 


Breast 
| Kidney 
J Thyroid 
Prostate 
I Lung 
(Other  sites 

Not  a Tumor 
Pyogenic  (Brodie’s  abscess) 

Inflammatory j Tubelculosis''"  * 

(Chronic  sclerosing  osteitis  (Garre) 

Post-traumatic  (Myositis  ossificans 
■p  (Hydatid  disease  of  bone 

arasi  u , Le^terer-Siwe  disease 

r,  , , (Hand-Schuller-Christian  disease 

Granulomatous|Eosinophjlic  gramiloma 

T . . , . (Xiemann-Pick  disease 
Lipid  storage<|  Gaucher’s  disease 
p.  , , ,/Calcinosis 

uncu  a on  | Aseptic  necrosis  (caisson  disease) 

, . , flhmerparathvroidism  (Recklinghausen’s  disease) 

Endocrine!  /C-romegaly 

Paget’s  disease  (osteitis  deformans) 

Fibrous  dysplasia 

TT  . . ..  , i Melorheostosis 

Uncertain  etiology^  0steopetr(?sis 

Osteopoikilosis 

Spontaneous  absorption  of  bone  (phantom  clavicle) 


area  complained  of,  or  to  site  of 
any  obvious  tumor 

( b )  General 

1.  Chest,  anteroposterior  and  lateral 

views,  for  evidence  of  pulmonary 
metastasis 

2.  Other  bones,  especially  skull,  pel- 

vis, spine,  humeri,  and  femora 
4.  Laboratory  Studies. — These  should  in- 
clude 

(a)  Routine  blood  count 

( b ) Urinalysis,  including  test  for  Bence- 

Jones  protein 

(c)  Serology 

(d)  Blood  chemistry 

1.  Calcium,  phosphorus,  and  alkaline 


phosphatase  (also  acid  phos- 
phatase if  cancer  of  prostate  is 
suspected)  in  serum 

2.  Protein  in  serum,  if  plasma  cell 
myeloma  is  a possibility 

(e)  Biopsy 

1 . Aspiration  biopsy 

2.  Open  biopsy,  if  aspiration  biopsy 

is  unsuccessful  or  if  it  is  con- 
sidered inadvisable  because  of 
location  of  tumor  or  unwilling- 
ness by  pathologist  to  render  an 
opinion  on  aspirated  material 

Differential  Diagnosis 

When  all  the  evidence  is  in  hand  and  a 
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bone  lesion  or  disease  process  has  been  proved 
to  be  present,  the  diagnosis  can  most  safely 
lie  reached  by  a process  of  exclusion.  We 
have  found  the  following  procedure  to  be 
helpful:  First — decide  whether  or  not  the 
lesion  under  consideration  is  a tumor; 
second — if  it  is  believed  to  be  a tumor  try  to 
determine  whether  it  is  benign  or  malignant, 
and,  if  the  latter,  whether  it  is  primary  or 
metastatic. 

The  malignant  tumors  of  bone  may  be 
listed  as  follows:  osteogenic  sarcoma  (in- 

cluding fibrosarcoma  of  bone  and  chondro- 
sarcoma), Ewing’s  sarcoma  (endothelioma), 
reticulum  cell  sarcoma,  malignant  giant  cell 
tumor,  angiosarcoma  of  bone,  myeloma, 
and  metastatic  cancer  (breast,  prostate, 
kidney,  thyroid,  lung)  particularly  prone  to 
bone  metastasis. 


Further  steps  in  arriving  at  the  diagnosis 
are  suggested  in  the  diagram  shown  in 
Table  I. 

Summary 

1.  Be  suspicious  of  the  presence  of  bone 
cancer  in  any  patient  with  pain,  swelling, 
and  disability  not  obviously  explainable  on 
other  grounds. 

2.  Take  a careful  history  and  make  a 
complete  physical  examination. 

3.  Refer  patient  promptly  to  the  roent- 
genologist. This  is  the  most  important  early 
step  to  be  taken. 

4.  Obtain  serology7  and  blood  chemistry7. 

5.  Secure  microscopic  confirmation  or 
refer  patient  to  the  surgeon  for  this  purpose 
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ments  in  surgical  technics  and  aiding  in  the 
reduction  of  time  spent  in  hospital  care, 
thereby  materially  reducing  costs. 

If  it  is  true  that  added  wisdom  comes 
from  greater  experience  and  that  increased 
tolerance  may  possibly  be  anticipated  in  a 
maturing  population,  may  we  not  look  for- 
ward to  a better  world  wherein  greater 
human  understanding  of  humanity  itself 
shall  govern?  The  medical  profession  is 
assuredly  doing  its  part  in  exercising  leader- 
ship toward  these  ideals.  The  American 


Medical  Association,  the  World  Medical 
Association,  and  the  World  Health  Organi- 
zation of  the  United  Nations  are  working 
steadily,  effectively7,  and  cooperatively  with 
many  medical  and  nonmedical  groups 
throughout  the  world  to  translate  ideal 
concepts  into  practical  results.  One  does 
not  anticipate  spectacular  results  in  such  a 
venture. 

To  all  members  wherever  they  may  be  the 
Journal  brings  a message  of  hope  and  good 
cheer  from  its  editors  and  from  the  officers 
of  the  Society. 
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Scientific  Articles 


THE  TREATMENT  OF  INTRACTABLE  HIP  LESIONS  BY 
NYLON  PROSTHESIS 


W.  Russell  MacAusland,  M.D.,  Boston,  Massachusetts 
( From  the  Orthopedic  Department,  Carney  Hospital) 


THE  introduction  of  the  internal  prosthesis  as 
a method  of  treating  certain  lesions  of  the  hip 
joint  has  been  one  of  the  greatest  advances  in 
bone  surgery.  The  procedure  may  well  prove  to 
be  the  satisfactory  solution  to  the  treatment  of 
disabling  arthritis  of  the  hip,  and  of  single  or  bi- 
lateral ankylosis  of  this  joint.  Prosthetic  opera- 
tions are  also  giving  satisfactory  results  in  un- 
united fractures  of  the  neck  of  the  femur  and  in 
cases  of  aseptic  necrosis. 

In  view  of  the  fact  that  a painless,  mobile,  and 
stable  joint  may  be  created  by  the  replacement 
method  in  any  of  the  above-mentioned  lesions,  it 
I would  seem  reasonable  to  expect  that  a prosthe- 
sis might  be  used  successfully  to  treat  other  patho- 
logic lesions  that  are  difficult  to  manage,  at  both 
the  hip  joint  and  other  joints.  The  prosthesis, 
with  its  perfect  conformation  to  the  normal 
anatomic  structure,  ensures  the  reconstruction  of 
the  joint  mechanics  and  re-establishes  support. 
Most  assuredly,  the  replacement  method  should 
be  considered  in  treating  lesions  in  which  classi- 
cal technics  are  giving  mediocre  results.  In  this 
category  is  the  fresh  fracture  of  the  femoral  neck. 

Artificial  femoral  heads  of  various  materials 
i and  designs  are  in  use.  The  writer  considers 
1 nylon,  which  has  been  satisfactorily  used  in  sur- 
| gery  for  many  years,  to  be  an  efficient  plastic. 
Nylon  is  perfectly  tolerated  by  the  tissues,  it  is 
J strong,  and  it  may  be  sterilized  or  autoclaved. 
Moreover,  nylon  attracts  fluid,  a characteristic 
which  is  an  advantage  following  mobilizing 
j operations. 

Arthritic  Lesions  of  the  Hip 

; Osteoarthritis  is  the  common  lesion,  occurring 
either  as  the  result  of  a combined  degenerative 
and  wear-and-tear  process,  or  secondary  to  a pre- 
existent lesion  such  as  congenital  dislocation, 
Perthes’  disease,  a slipped  capital  epiphysis,  or 

j Presented,  by  invitation,  at  the  146th  Annual  Meeting  of 
| the  Medieat  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Orthopedic  Surgery,  May  15,  1952. 


trauma.  Less  frequently  seen  is  a hip  ankylosed 
as  the  result  of  rheumatoid  arthritis,  Marie- 
Striimpell’s  disease,  or  an  infectious  arthritis. 

The  conventional  methods  of  treating  these 
lesions — neurectomy,  osteotomy,  pseudarthrosis, 
arthrodesis,  and  cup-arthroplasty — have  many 
drawbacks,  and  the  results,  on  the  whole,  are 
disappointing  and  equivocal.  This  is  true  of 
the  most  recently  devised  of  these  methods, 
the  cup-arthroplasty.  In  this  procedure,  in 
which  a movable  foreign  body  is  introduced  into 
the  joint,  there  is  the  danger  that  proliferative 
bone  changes  may  develop,  or  that  secondary  de- 
generative changes  and  absorption  of  the  femoral 
neck  may  occur,  with  the  result  that  the  cup  will 
settle  down  on  the  base  of  the  neck,  deranging  the 
joint  mechanics. 

The  replacement  operation,  on  the  other  hand, 
entails  none  of  the  difficulties  encountered  in  the 
usual  procedures.  No  oscillating  foreign  body  is 
introduced  into  the  joint  as  in  a cup-arthroplasty. 
The  procedure  is  not  a temporizing  one,  as  in  the 
case  of  neurectomy.  No  deranged  or  diseased 
articular  surfaces  remain,  as  when  an  osteotomy 
is  performed.  Motion  is  not  sacrificed,  as  in  an 
arthrodesis,  but  rather  it  is  restored.  There  is 
no  danger  of  instability,  as  following  a pseudar- 
throsis operation.  Moreover,  the  replacement 
operation,  which  is  thoroughly  sound  mechani- 
cally, is  a simple  procedure,  and  it  may  be  carried 
out  quickly,  producing  little  shock.*  Patients 
are  usually  comfortable  by  the  third  or  fourth 
postoperative  day.  Motion  is  restored  quickly 
and  relatively  painlessly. 

Case  1. — F.  B.,  an  eighty-three-year-old  woman, 
had  suffered  from  arthritis  of  both  hips  and  both 
knees  for  more  than  nine  3rears.  She  tried  to  walk, 
using  a crutch  and  cane.  The  right  hip  was  particu- 
larly painful.  A roentgenographic  examination  of 
this  hip  revealed  an  enlarged,  mushroomed  femoral 

* The  technic  of  the  replacement  operation  is  fully  de- 
scribed in  the  May,  1951,  issue  of  Surgery , Gynecology  and 
Obstetrics A 
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Fig.  1.  Case  1. — Preoperative  roentgenogram 
showing  an  enlarged  and  mushroomed  femoral  head 
lying  several  centimeters  out  of  a migrated  ace- 
tabulum, and  a thick,  shortened  femoral  neck, 
changes  characteristic  of  long-standing  osteoarthri- 
tis. The  patient,  an  eighty-three-year-old  woman, 
had  suffered  extreme  pain  in  the  hip  over  a period 
of  nine  years. 

head  lying  several  centimeters  out  of  a migrated 
acetabulum,  and  a thick  and  shortened  femoral  neck 
(Fig.  1).  The  picture  was  clearly  characteristic  of 
long-standing  osteoarthritis,  and  there  was  a ques- 
tion as  to  whether  there  had  been  a previous  lesion 
of  the  hip. 

Extreme  pain  was  recognized  as  indication  for  the 
replacement  operation  on  the  right  hip.  Although 
the  patient  was  elderly,  she  was  in  good  general 
health  and  alert. 

The  operation  was  carried  out  on  August  3,  1951 
(Fig.  2).  Convalescence  was  without  discomfort, 
the  patient  having  relatively  no  postoperative  pain. 
Within  four  weeks,  the  hip  had  free  motion  and  par- 
ticularly good  flexion,  and  the  patient  was  walking 
with  a cane  and  crutch. 

On  January  19,  1952,  the  patient  came  to  the 
writer’s  office  unattended,  walking  with  the  aid  of  a 
cane.  The  hip  was  entirely  free  from  pain.  Motion 
in  adduction,  abduction,  and  rotation  was  normal; 
flexion  was  possible  to  110  degrees.  The  patient  is, 
of  course,  handicapped  in  walking  because  of  the 
arthritic  knees,  as  well  as  by  a knock-knee  and  the 
arthritic  hip  on  the  opposite  side.  It  is  only  be- 
cause of  this  concomitant  pathology  that  a cane  is 
necessary  in  walking. 


wam'M  ^ 

Fig.  2.  Case  1. — Roentgenogram  taken  after 
replacement  of  the  femoral  head  by  a prosthesis 
made  of  nylon.  Approximately  five  months  after 
the  operation,  the  hip  had  normal  motion  in  adduc- 
tion, abduction,  and  rotation,  and  flexion  to  110 
degrees.  No  pain  had  been  experienced.  The 
patient  walked  well,  using  a cane  because  of  con- 
comitant pathology  in  the  knees  and  opposite  hip. 

Case  2. — H.  R.,  a thirty-two-year-old  male,  had 
suffered  from  Marie-StrumpeH’s  disease  for  eight 
years.  The  spine  and  both  hips  were  involved. 
About  the  fifth  year  of  the  lesion,  pain  began  to  in- 
crease in  the  right  hip,  and  severe  deformity  de- 
veloped (Fig.  3).  The  patient  used  a crutch  and 
cane  in  walking.  It  was  extremely  difficult  for  him  , 
to  sit  down.  He  was  unable  to  sleep  because  of 
pain.  Working  had  not  been  possible  for  over  two 
years. 

The  extreme  disability  was  recognized  as  indica- 
tion for  the  replacement  operation  on  the  right  hip. 
This  was  performed  on  March  17,  1951  (Fig.  4 ). 
Convalescence  was  uneventful  and  pain  was  neg- 
ligible. Within  two  months  the  patient  was  active 
and  able  to  climb  stairs. 

It  is  now  one  year  since  the  operation.  The  result 
is  perhaps  best  described  in  the  patient’s  own  words: 
“In  terms  of  happiness,  usefulness,  and  mobility, 
the  operation  is  a complete  success.  Sitting  and 
walking  were  readily  accomplished.  I walk  without 
protective  aid  most  of  the  time,  using  my  canes  in 
only  a few  situations,  as  when  climbing  up  or  down 
stairs  that  are  not  equipped  with  handrails,  or  after 
sitting  for  a long  time.  My  pace  in  walking  is  about  I 
one-half  normal,  but  this  would  be  improved  if  I I 
could  lift  my  head  to  see  where  I am  going.  I | 
have  been  working  regularly  since  May  7,  less  than 
two  months  after  the  operation.  Driving  an  auto-  I 
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Fig.  3.  Case  2. — Preoperative  roentgenogram 
showing  involvement  of  both  hips  in  a thirty-two- 
year-old  male  who  had  suffered  from  Marie-Striim- 
pell’s  disease  for  eight  years.  The  right  hip  was 
extremely  painful.  The  patient  had  been  unable 
to  work  for  over  two  years. 


mobile  became  possible  in  September,  1951,  and  I 
am  now  able  to  carry  on  all  the  field  work  in  connec- 
tion with  my  job.” 

This  is  the  type  of  case  in  which  the  relief  obtained 
from  the  operation  is,  in  a sense,  spectacular.  A 
patient,  formerly  extremely  disabled,  even  to  the 
extent  of  being  unable  to  sit  down,  and  forced  to 
give  up  working,  finds  himself  again  able  to  enter 
into  normal  life.  His  happiness  knows  ho  bounds. 

Intracapsuiar  Fracture  of  the  Neck  of  the 
Femur 

The  fact  is  being  more  and  more  appreciated 
that  there  is  a large  percentage  of  poor  functional 
results  following  the  intracapsuiar  fracture,  de- 
spite the  newer  methods  of  treatment  by  internal 
fixation,  osteotomy,  or  combined  internal  fixa- 
tion and  osteotomy  or  bone-grafting.  Failure 
is  represented  chiefly  by  nonunion,  and  according 
to  the  best  statistical  data  the  incidence  of  pseu- 
darthrosis  is  between  20  and  30  per  cent.  In 
another  group  of  cases,  amounting  to  approxi- 
mately 25  per  cent,  aseptic  necrosis  of  the  femoral 
head  complicates  the  result,  even  though  union  is 
obtained.  Still  other  late  complications  of  the 
perfectly  reduced  fracture  with  bony  union  are 
osteolysis  of  the  femoral  neck  and  hypertrophic 
arthritis,  which  may  supervene  even  years  after 
the  injury.  Certainly  it  cannot  be  said  that  the 
intracapsuiar  fracture  is  being  handled  satis- 
factorily. 

To  a certain  extent  nonunion  may  be  attribu- 
ted to  faulty  technic,  but  insufficient  reduction 
or  inaccurate  pinning  cannot  explain  the  poor  out- 
come in  many  cases.  Aseptic  necrosis,  absorp- 
tion of  the  femoral  neck,  and  arthritic  changes 
occur  even  when  solid  union  in  good  position  is 


Fig.  4.  Case  2. — Roentgenogram  taken  after 
replacement  operation  on  the  right  hip.  It  is  now 
one  year  since  the  operation.  The  patient,  who  had 
previously  been  extremely  disabled,  is  walking 
with  comfort  without  any  protective  support;  he  is 
working  regularly  and  driving  an  automobile  in 
connection  with  his  work.  No  pain  has  been  ex- 
perienced. 

obtained.  Undoubtedly,  circulatory  disturbance 
in  the  hip  region,  where  the  vascularity  is  in 
question,  is  responsible  to  a large  extent  for  the 
failure  to  achieve  satisfactory  results. 

The  treatment  of  the  long-standing  ununited 
fracture  presents  a real  problem,  and  evaluation 
of  the  results  obtained  from  the  usual  methods  of 
treatment  shows  a fairly  large  proportion  of  them 
to  be  mediocre.  Various  types  of  reconstruction 
operations  and  osteotomy,  bone-grafting,  inter- 
nal fixation,  and  combinations  of  simple  nailing 
and  osteotomy  or  bone-grafting  have  not  af- 
forded completely  satisfactory  results. 

Experience  has  shown  that  the  replacement 
method  gives  excellent  results  in  cases  of  non- 
union of  the  femoral  neck  and  aseptic  necrosis  of 
the  femoral  head.  The  absence  or  shortening  of 
the  femoral  neck  complicates  the  execution  of  the 
technic,  but  surgeons  are  at  work  on  modifica- 
tions of  the  method  that  will  permit  adapting  it 
to  such  cases.  One  means  of  overcoming  the 
difficulty  is  by  chiseling  off  the  tip  of  the  greater 
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Fig.  5.  Case  3. — Roentgenogram  showing  an  un- 
united subcapital  fracture  of  the  femoral  neck  with 
absorption  of  the  neck  and  atrophy  of  the  femoral 
head  in  a seventy-three-year-old  patient.  The 
roentgenogram  was  taken  eighteen  months  after 
the  original  fracture,  which  had  been  treated  by  pin 
fixation.  The  patient  had  suffered  almost  con- 
tinuous pain  in  the  hip  for  eighteen  months. 

trochanter  and  inclining  the  fragment  outward, 
without  detaching  it  at  the  base.  If  the  femoral 
neck  is  completely  absorbed,  the  greater  tro- 
chanter may  be  transplanted  downward.  There 
is  no  hindrance  to  abduction  of  the  hip  when 
either  of  these  modifications  is  used. 

Case  3. — S.  B.,  a patient  aged  seventy-three,  had 
sustained  a subcapital  fracture  of  the  left  femur, 
which  was  treated  by  pin  fixation.  After  seven 
months  in  bed,  the  patient  was  apparently  making 
progress  when  it  was  discovered  by  roentgenographic 
examination  that  the  pin  had  migrated  and  infection 
had  developed.  The  pin  was  removed,  and  the  frag- 
ments slipped.  Again,  the  patient  remained  in  bed 
for  an  extended  period,  this  time  for  five  months. 
It  was  after  this  second  period  of  hospitalization 
that  the  writer  first  saw  the  patient. 

The  chief  complaint  at  that  time  was  pain  in  the 
hip,  which  had  continued  almost  without  interrup- 
tion since  the  time  of  the  injury,  eighteen  months 
previously.  It  was  difficult  for  the  patient  to  turn  in 
bed,  and  she  was  unable  to  lie  on  the  left  side.  A 
roentgenogram  revealed  an  ununited  fracture  of  the 
femoral  neck  with  absorption  of  the  neck  and 
atrophy  of  the  femoral  head  (Fig.  5). 


Fig.  6.  Case  3. — Roentgenogram  taken  following 
the  replacement  operation.  It  is  approximately 
five  months  since  the  operation.  The  hip  now  has 
flexion  to  the  right  angle;  adduction,  abduction,  and 
rotations  are  free.  No  pain  has  been  experienced. 
Walking  is  possible  without  protective  support,  but 
the  patient  was  advised  to  continue  using  canes  for 
a time  when  walking  out-of-doors. 

The  replacement  operation  was  performed  on 
December  8,  1951  (Fig.  6).  The  convalescence  was 
rapid  and  painless,  and  the  patient  was  walking  with 
crutches  within  two  weeks.  It  is  now  approximately 
five  months  since  the  operation.  The  hip  has  mo- 
tion in  flexion  to  the  right  angle,  good  internal  and 
external  rotation,  and  free  abduction  and  adduction. 
No  pain  has  been  experienced.  The  patient  can 
walk  without  protective  support,  but  she  was  advised 
to  continue  using  canes  for  a time  when  walking  out- 
of-doors. 

Case  If. — M.  W.,  a woman  seventy-two  years  ot 
age,  had  sustained  a fracture  of  the  neck  of  the  right 
femur  in  January,  1950.  A successful  nailing  was 
carried  out,  and  the  patient  had  no  trouble  until 
eight  months  later,  when  the  hip  began  to  be  painful. 
At  that  time  the  pin  was  removed.  The  pain  con- 
tinued to  increase,  becoming  so  severe  that  the  pa- 
tient was  unable  to  turn  in  bed. 

In  September,  1951,  the  patient  consulted  the 
writer  because  of  the  increasing  pain.  A roent- 
genogram showed  aseptic  necrosis  of  the  femoral 
head  (Fig.  7). 

The  replacement  operation  was  performed  on 
September  13,  1951  (Fig.  8).  Convalescence  was 
uneventful.  When  the  patient  was  last  seen  in 
January,  1952,  four  months  after  the  operation,  she 
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Fig.  7.  Case  4 • — Preoperative  roentgenogram 
showing  aseptic  necrosis  of  the  femoral  head,  ap- 
proximately one  and  one-half  years  after  a fracture 
of  the  femoral  neck,  which  had  been  successfully 
treated  by  pin  fixation.  The  hip  had  been  extremely 
painful  for  over  a year. 

had  experienced  no  pain  and  the  hip  had  excellent 
motion.  Flexion  was  possible  to  the  right  angle; 
adduction,  abduction,  and  rotation  were  practically 
normal.  The  patient  walked  well  without  support, 

I but  she  used  one  crutch  when  walking  out-of-doors. 

Fresh  Intracapsular  Fractures 

In  view  of  the  many  problems  encountered  in 
'the  treatment  of  intracapsular  fractures  of  the 
femoral  neck,  and  the  openly  expressed  dissatis- 
l faction  with  the  results  of  present-day  methods, 
the  writer  is  of  the  opinion  that  indications  for  the 
replacement  method  should  be  extended  to  in- 
i elude  at  least  certain  fresh  fractures.  In  tune, 
the  majority  of  fresh  fractures  may  come  to  be 
treated  by  this  method,  eliminating  all  danger  of 
nonunion,  aseptic  necrosis,  osteolysis  of  the 
femoral  neck,  and  secondary  arthritic  changes. 

The  replacement  method  is  an  excellent  one  to 
use  when  the  patient  with  a fractured  hip  is 
elderly  and  has  a short  life  expectancy,  provided, 
of  course,  that  the  general  condition  is  good.  In 
the  face  of  circulatory  damage  and  the  weakened 
reparative  process  in  these  cases,  it  is  quite  pos- 
sible that  nonunion  would  follow  any  method  of 
treatment.  Moreover,  elderly  patients  can 
neither  withstand  prolonged  traumatic  surgery 
that  is  shock-producing,  nor  can  they  tolerate 
much  pain.  They  are  poor  risks  for  internal 


Fig.  8.  Case  4~  Postoperative  roentgenogram  of 
case  shown  in  Fig.  7.  Four  months  after  the  re- 
placement operation,  this  patient,  who  had  pre- 
viously been  unable  to  turn  in  bed  because  of  pain, 
was  walking  well  without  support.  Motion  in  the 
hip  was  free  and  painless.  A crutch  was  used  for 
protection  when  walking  out-of-doors. 


fixation  and  often  die  in  postoperative  shock  or 
from  complications.  It  is  also  necessary  to  get 
these  patients  out  of  bed  as  soon  as  possible 
after  being  treated. 

In  every  respect  the  replacement  operation  ful- 
fills the  requisites  of  treatment  for  the  elderly 
patient.  The  procedure  may  be  carried  out  in  a 
fresh  fracture  within  twenty  minutes  to  a half 
hour.  There  is  practically  no  operative  shock. 
The  patient  is  relatively  free  from  pain  after  the 
operation  and  may  be  out  of  bed  as  early  as  the 
second  or  third  postoperative  day.  Walking  is 
possible  very  early. 

Case  5. — C.  N.,  a male  aged  seventy-three  years, 
sustained  a subcapital  fracture  of  the  neck  of  the 
right  femur  in  February,  1951  (Fig.  9).  The  frac- 
ture was  treated  by  substituting  an  artificial  femoral 
head  made  of  nylon  (Fig.  10).  The  patient  made  a 
rapid  recovery  and  was  walking  with  crutches  within 
two  weeks. 

On  March  4,  1952,  more  than  a year  after  the 
operation,  the  patient  walked  well  and  was  able  to 
climb  stairs.  Flexion  of  the  hip  was  possible  to  the 
right  angle;  rotation,  abduction,  and  adduction 
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Fig.  9.  Case  5. — Roentgenogram  showing  a 
subcapital  fracture  of  the  femoral  neck  in  a seventy- 
three-year-old  patient. 

movements  were  good.  No  pain  had  been  experi- 
enced. The  prosthesis  had  been  perfectly  toler- 
ated. 

Summary  and  Conclusion 

The  method  of  replacing  the  femoral  head  by  a 
prosthesis  is  giving  unusually  satisfactory  results 
in  osteoarthritis,  ankylosis,  and  ununited  frac- 
tures of  the  neck  of  the  femur.  These  lesions 
have  long  been  recognized  as  presenting  real  prob- 
lems in  treatment,  and  the  results  of  the  usual 
present-day  methods  leave  much  to  be  desired. 

The  possibility  of  extending  the  indications  for 
the  replacement  operation  to  other  intractable 
lesions  of  the  hip  should  be  considered,  particu- 
larly if  the  usual  methods  of  treatment  are  pro- 
ducing only  mediocre  results.  There  is,  for  in- 
stance, much  dissatisfaction  with  the  results  ob- 
tained in  fresh  intracapsular  fractures,  despite 


Fig.  10.  Case  5. — Roentgenogram  taken  after 
primary  treatment  of  the  fracture  by  the  replace- 
ment operation.  One  year  later,  the  patient  walked 
well  and  was  able  to  go  up  and  down  stairs.  No 
pain  had  been  experienced. 

the  newer  methods  of  treatment.  The  replace- 
ment method  is  an  excellent  form  of  treatment 
for  the  fresh  fracture  when  the  patient  is  elderly, 
and  the  life  expectancy  short.  It  is  a simple 
operation,  producing  little  shock.  Convales- 
cence is  relatively  painless,  the  patient  may  be 
ambulatory  early,  and  motion  is  quickly  restored. 

As  a material  for  the  artificial  head,  the  writer 
prefers  nylon,  which  has  been  successfully  used  in 
various  forms  in  surgery  for  many  years. 
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EFFECT  OF  DEXTRAN  ON  BLOOD  TYPING 
After  studies  on  a series  of  26  patients  the  authors 
conclude  that  partially  hydrolized  dextran  used  for 
the  expansion  of  plasma  volume  has  been  shown  to 
have  no  effect  on  typing,  crossmatching,  or  Rh  deter- 
mination of  blood  from  normal  patients  or  patients 
in  shock.  It  is  not  necessary,  therefore,  to  take 
blood  for  these  determinations  before  administering 


\ND  CROSSMATCHING 
the  substance,  even  though  this  has  been  necessary 
in  the  past  when  macromolecular  preparations  were 
used.  Aggregation  of  erythrocytes  was  related  to 
the  proportion  of  large  molecular  fractions  in  the 
substance  employed.- — Pat  Roche,  Jr.,  M.D.,  Richard 
A.  Dodelin,  M.D.,  and  Walter  L.  Bloom,  M.D., 
Blood,  March,  1952 


A RELEASE  OPERATION  FOR  PROBLEM  CLUB  FEET 

John  C.  McCauley,  Jr.  M.D.,  F.A.C.S.,  New  York  City 

| (From  the  Neiu  York  Orthopaedic  Hospital,  the  New  York  State  Rehabilitation  Hospital, 
' and  the  Orthopedic  Department  of  Bellevue  Hospital ) 


IT  HAS  been  pointed  out  in  previous  discussions 
of  the  treatment  of  club  feet1,2  that  a certain 
percentage  of  problem  feet  will  always  confront 
ithe  orthopedic  surgeon  whose  experience  brings 
him  into  contact  with  a large  number  of  congeni- 
tal deformities  for  the  following  reasons:  (1) 

| There  are  feet  of  inherent  variety  and  pattern 
which  will  fail  to  respond  to  reasonably  diligent 
| and  thorough  treatment  and  which  never  become 
adequately  corrected  by  proper  standards.  (2) 
There  are  feet  that  have  been  neglected  some- 
! where  along  the  line  and  thus  have  failed  to  reach 
i adequate  correction  during  the  age  when  con- 
servative measures  are  sufficient.  (3)  There  are 
feet  in  which  the  application  of  conservative 
i\  treatment  will  require  so  much  additional  time 
; that  the  questionable  outlook  for  success  is  not 
W practical. 

The  importance  of  proper  standards  of  correc- 
. * tion  has  also  been  previously  described,I 2  accent- 
ing the  value  of  x-ray  standards,  in  the  belief 
that  they  are  more  reliable  than  the  clinical  ap- 
pearance of  a corrected  foot.  With  increased 
understanding  of  the  morbid  anatomy  of  club  feet 
gained  by  operating  upon  increasing  numbers  of 
problem  feet,  we  have  come  to  appreciate  more 
fully  the  disturbed  tarsal  relationships,  as  visual- 
' ized  in  the  x-ray  interpretation  of  the  element  of 
talipes  varus.  We  have  also  learned  that  in  these 
problem  feet  there  exists  a situation  parallel  to 
i that  in  the  operative  treatment  of  resistant  dis- 
' location  of  the  hips,  a disturbance  of  anatomic 
relationships  that  would  reasonably  defy  any 
external  method  of  manipulation  and  stretching. 

Operations  designed  to  divide,  strip  free,  or  re- 
move the  contracted  ligaments  and  associated 
, structures  on  the  medial  and  plantar  aspects  of 
1 the  foot  have  been  used  rather  widely  in  resist- 
I ant  or  persistent  varus  deformities.3-10  It  has 
'I  been  our  experience  that  the  commonly  used  pro- 
j;  cedures  were  often  inadequate  to  fulfill  the  de- 
1 sired  standards  of  correction.  In  addition,  we 
i observed  that  an  indiscriminate  attack  upon  the 
deformity,  particularly  stripping  off  contracted 
soft  parts  from  immature  bone  structures,  re- 
J suited  in  a stiff  foot  which  too  often  became  more 
• contracted  and  resistantly  deformed  than  before 
operation. 

The  Release  Operation 

Our  release  operation  developed  from  the  con- 

I Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  New  York  City,  Section  on 

| Orthopedic  Surgery,  May  15,  1952. 


Fig.  1.  Deformity  in  the  right  foot  prior  to  opera- 
tion. 


cept  of  basic  resistance  at  the  pivotal  point  of 
subtalar  motion,  due  to  the  intimate  attachment 
between  the  talus  and  the  calcaneus,  principally 
the  interosseous  ligament.  In  addition  to  this 
basic  resistance,  it  became  plain  that  all  struc- 
tures on  the  contracted  side  of  the  foot  entered 
importantly  into  the  resistance  to  correction  and 
that  unless  all  this  contraction  and  tight  resist- 
ance was  released,  it  was  a waste  of  time  to  employ 
surgery. 

This  operation  is  not  the  answer  to  all  persist- 
ent or  resistant  deformities,  but  when  used  with 
consideration  of  the  indications  and  contraindica- 
tions, it  can  be  expected  to  effect  worth-while  im- 
provement. 

Indications  for  the  release  operation  are  as  fol- 
lows: (1)  failure  to  obtain  the  desired  standard 
of  correction  by  adequate  conservative  treat- 
ment; (2)  a pattern  of  persistent  or  recurrent 
tendency  to  lose  ground,  once  gained,  substan- 
tiated by  a loss  of  satisfactory  x-ray  correction; 
(3)  inadequate  correction  in  a child,  no  longer  an 
infant,  in  whom  the  length  of  time  and  the  re- 
quirements of  prolonged  conservative  treatment 
would  prove  a burden  to  all  concerned,  and  in 
whom  continued  presence  of  deformity  will  re- 
sult in  irreversible  structural  alteration  of  the 
tarsal  relationships;  (4)  club  feet  of  neurogenic 
or  fibrodysplasic  origin,  when  conservative  meas- 
ures have  proved  inadequate  and  further  correc- 
tion must  be  attained  for  weight-bearing  pur- 
poses, with  or  without  a brace.  In  this  type  of 
deformity,  the  results  of  release  are  much  less 
satisfactory,  and  eventual  stabilization  at  an  ap- 
propriate age  will  most  likely  be  necessary. 
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Fig.  2.  Incision  through  the  skin  and  subcutaneous 
tissues. 


Contraindications  for  the  release  operation  are 
as  follows:  (1)  a foot  that  is  used  in  functional 
varus,  but  corrects  well  to  passive  manipulation 
and  shows  acceptable  correction  by  x-ray;  (2)  a 
child  who  is  too  young  or  too  old  (in  this  re- 
spect, the  size  of  the  foot  and  the  x-ray  evidence  of 
bone  and  joint  differentiation  are  helpful;  the 
operation  is  usually  carried  out  in  patients  over 
two  years  of  age  and  under  six),  (3)  a foot  in 
which  the  structural  changes  and  alterations  of 
tarsal  relationships  will  prevent  realignment, 
even  though  a thorough  release  is  carried  out 
(such  a foot  should  be  carried  along  until  the  age 
of  subtalar  arthrodesis),  (4)  correction  of 
residual  forefoot,  talipes  varus  or  adduction  alone. 

The  optimum  age  for  medial  release  is  three 
and  one-half  to  five  and  one-half  years. 

Technic 

1.  Incision. — The  medial  side  of  the  foot  and 
ankle  are  exposed  by  a J-shaped  incision,  begin- 
ning posterior  to  the  tibial  border,  two  and  one- 
half  inches  above  the  malleolar  tip.  The  verti- 
cal limb  of  the  incision  extends  downward  around 
the  lower  extremity  of  the  tibia  reaching  an  in- 
ferior level  at  the  subtalar  joint.  The  transverse 
limb  of  the  J extends  forward  and  curves  upward 
to  a point  distal  to  the  insertion  of  the  anterior 
tibial  tendon  (Figs.  1 and  2.) 

2.  Subcutaneous  Dissection. — Fortunately,  in 
most  feet  a substantial  fat  layer  obtains,  and  this 
is  preserved  with  the  anterior  and  posterior  skin 
flaps.  The  inferior  and  posterior  flap  is  carefully 
cleared  back  from  the  tibia  and  downward  off  the 
heel  and  midtarsal  section  of  the  foot.  The 
vascular  bundle  of  the  posterior  tibial  artery  and 
vein  is  located  in  the  leg  part  of  the  incision  and 
carefully  dissected  free  to  the  point  of  entrance 
into  the  sole  of  the  foot.  Small  anterior  and 
superior  branches  from  the  vein  and  artery  are 
ligated.  The  tibial  nerve  is  identified  and  dis- 
sected free  in  a like  manner;  frequently  the 
nerve  and  vascular  bundle  can  be  isolated  as  one 


Fig.  3.  The  anterior  and  posterior  skin  and 
subcutaneous  tissue  flaps  are  retracted  to  expose  the 
deltoid  ligament  and  the  anterior  aspect  of  the  talo- 
navicular joint.  The  posterior  tibial  nerve,  artery  J 
and  vein  have  been  dissected  free  and  are  retracted 
posteriorly  and  inferiorly.  The  tendon  sheaths  of 
the  tibialis  posterior,  the  flexor  digitorum  longus, 
and  the  flexor  hallucis  longus  have  not  been  opened. 

structure.  The  vessels  and  nerve  are  then  con- 
stantly retracted  posteriori}'  and  inferiorly,  a 
procedure  which  completely  clears  the  main  field 
of  operation. 

The  anterior  and  superior  skin  and  fat  flap  is 
cleared  in  a like  manner  from  the  tibia,  the  an- 
terior capsule  of  the  ankle  and  talonavicular 
joints  across  the  dorsum  of  the  foot.  The  an- 
terior vessels  are  identified  and  carefully  retracted 
within  the  flap  (Fig.  3). 

3.  Muscles  and  Tendons. — The  superior  bor- 
der of  the  abductor  hallucis  is  freed  from  its  at- 
tachment so  that  the  muscle  can  be  displaced 
downward.  The  tendon  of  the  posterior  tibial 
muscle  is  located  and  completely  freed  from  its 
sheath,  from  well  up  behind  the  malleolus  to  its 
Y-shaped  insertion.  The  limb  of  its  attach- 
ment to  the  navicular  is  removed.  The  tendon  is 
divided  by  a Z-plasty,  so  that  it  can  be  lengthened 
and  resutured.  The  distal  and  proximal  ends  of 
this  tendon  are  covered  with  moist  gauze  and 
clamped  out  of  the  field. 

Proceeding  posteriorly  behind  the  malleolus, 
the  tendon  of  the  flexor  digitorum  longus  is  next 
encountered  and  completely  removed  from  its 
sheath,  from  well  above  the  malleolus  to  its  en- 
trance into  the  sole  of  the  foot.  This  tendon  is 
not  divided  but  is  placed  beneath  the  retractors 
with  the  nerve  and  vessels. 

Proceeding  still  more  posteriorly,  the  tendon 
of  the  flexor  hallucis  longus  is  afforded  similar 
treatment;  it  is  not  divided  but  is  placed  with 
the  other  tendon,  vessels,  and  nerves  beneath  the 
retractors. 
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Fig.  4.  The  tendon  of  the  tibialis  posterior  is 
i shown  divided.  The  tendons  of  the  flexor  digi- 
I torum  longus  and  the  flexor  hallucis  longus  are  re- 
| tracted  with  the  nerve  and  vascular  bundle.  The 
1,  three  tendon  sheaths  have  been  excised  and  the 
I capsulotomy  completed  through  the  subtalar  joint 
j with  division  of  the  interosseous  ligament.  Hemo- 

I stat  has  been  inserted  into  subtalar  joint.  A com- 
plete  capsulotomy  of  the  talonavicular  joint  has 

! been  carried  out.  It  is  now  possible  to  realign  the 

II  head  of  the  talus  with  the  navicular  bone. 

4.  Tendon  Sheaths  and  Ligaments. — It  is  im- 
I portant  to  excise  generous  segments  of  all  three 
I tendon  sheaths  below  the  level  of  the  tip  of  the 
I malleolus.  This  removes  an  important  part  of 
I the  resistance  against  eversion  of  the  heel.  Care 
I must  be  exercised  in  excising  the  sheath  of  the 

I posterior  tibial  tendon  so  that  some  fibers  of  the 
tibiotalar  ligament  are  preserved.  Removal  of 

II  the  sheaths  of  the  toe  flexors  uncovers  the  sus- 
;!  tentaculum  tali  and  thus  furnishes  a landmark  to 

I enter  the  subtalar  joint. 

Beginning  posteriorly  one  frees  from  the  tibia, 

II  the  talus,  and  the  calcaneus,  the  tibiocalcaneal 
ligament  and  the  remainder  of  the  thick  deltoid 
ligament  and  the  plantar  calcaneonavicular  liga- 

1 ment,  and  one  dissects  them  forward  as  one  mass 
to  the  navicular  bone,  from  which  they  are  de- 
I tached.  It  is  necessary  to  exercise  care  in  order 
fi  to  prevent  partial  excision  of  the  cartilaginous 
| navicular  at  their  insertion.  Removal  of  these 
] ligaments  exposes  the  neck  of  the  talus  and  the 
I medial  border  of  its  head. 

5.  Capsulotomies:  Division  of  Periarticular 

\ and  I ntra-articular  Ligaments. — W orking  from  the 
i medial  to  the  lateral  side  of  the  foot,  a complete 

I capsulotomy  is  carried  out  over  the  dorsum  of  the 
talonavicular  joint,  being  careful  not  to  damage 

(the  articular  surfaces  of  the  head  of  the  talus  or 
: the  navicular. 

Proceeding  posteriorly  beneath  the  talar  head 
1 and  neck,  the  subtalar  joint  is  entered,  and  a 
capsulotomy  of  the  medial  side  of  this  joint  is 
completed.  After  opening  the  subtalar  joint,  a 
dull-edged  pry,  inserted  between  the  talus  and 
1 calcaneus,  adds  materially  in  completing  the  cap- 


Fig.  5.  Incision  is  closed  by  interrupted  sub- 
cutaneous and  skin  sutures.  The  only  deep  repair 
is  suture  of  the  tendon  of  the  tibialis  posterior  in  a 
lengthened  position. 

sulotomy  and  helps  expose  the  interosseous  liga- 
ment, a strong,  tough,  transverse  structure,  which 
binds  the  calcaneus  and  talus  together  in  their 
intimate  talipes  varus  relationship.  As  this  liga- 
ment is  divided,  the  most  marked  release  of  the 
deformity  occurs,  and  the  entire  foot  can  be  swung 
outward  into  abduction  beneath  the  talus.  This 
brings  the  medial  surfaces  of  the  talar  head  and 
the  navicular  into  more  normal  alignment  (Fig.  4). 

Using  the  medial  subtalar  joint  margin  for  a 
guide,  the  capsulotomy  is  extended  posteriorly 
and  entirely  across  the  back  of  the  joint.  One  is 
able  to  do  this  easily  and  safely,  since  the  nerve, 
vessels,  and  tendons,  are  retracted  out  of  the  way. 

If  resistance  to  full  abduction  of  the  foot  re- 
mains, additional  capsulotomies  of  the  naviculo- 
cuneiform  and  the  cuneiform  first  metatarsal 
joints  can  be  carried  out  by  extending  the  distal 
portion  of  the  incision.  With  care,  the  insertion 
of  the  anterior  tibial  tendon  can  be  preserved. 

6.  Repair  of  Tendons  and  Closure  of  the  In- 
cision.— The  tendon  of  the  posterior  tibial  mus- 
cle is  sutured  with  sufficiently  increased  length 
for  it  to  accommodate  itself  to  the  corrected  at- 
titude of  the  foot.  The  retracted  tendons  of  the 
flexor  digitorum  longus  and  the  flexor  hallucis 
longus  are  allowed  to  fall  into  place,  and  if  their 
tautness  in  the  new  position  is  too  great,  they  are 
lengthened  in  the  same  fashion  as  in  the  repair  of 
the  posterior  tibial  tendon.  Usually  it  is  not 
necessary  to  lengthen  these  muscles.  No  deep 
sutures  are  employed.  Interrupted  subcutaneous 
catgut  sutures  are  used  to  close  the  fat  layer,  and 
the  skin  is  closed  by  interrupted  chromic  catgut  or 
silk.  The  use  of  catgut  in  the  skin  has  been  found 
advantageous  if  the  immediate  degree  of  correc- 
tion is  satisfactory,  because  no  disturbance  of 
the  dressing  is  needed  until  final  removal  of  the 
cast  (Fig.  5). 

It  is  a great  advantage  to  obtain  the  maximum 
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Fig.  6.  Postoperative  plaster  fixation. 


amount  of  correction  as  allowed  by  skin  tension 
at  the  suture  line,  and  this  attitude  is  maintained 
by  a circular  plaster  of  paris  bandage  applied 
over  an  ample  skin  covering  of  sheet  wadding. 
Usually  the  plaster  bandage  extends  from  the 
toes  to  the  knee;  in  some  instances  it  is  desir- 
able to  extend  it  over  the  flexed  knee  to  the  mid 
thigh  (Fig.  6). 

7.  Operative  Procedure'. — Dissection  through- 
out the  operation  is  carried  out  with  extreme 
care  to  prevent  damage  to  the  tarsal  and  articular 
cartilage. 

A pneumatic  tourniquet  is  employed,  after  ap- 
plication of  an  Esmarch  bandage  from  the  toes 
to  the  mid  thigh,  to  insure  a bloodless  field. 

Postoperative  Care 

If  it  is  not  possible  at  the  time  of  operation  to 
obtain  sufficient  correction  of  the  deformity  by 
reason  of  skin  tension,  additional  correction  is  ob- 
tained by  changing  the  plaster  or  by  wedging  the 
original  cast  after  ten  to  twelve  days.  The  post- 
operative fixation  is  maintained  for  eight  weeks. 

If  the  foot  requires  correction  of  an  element  of 
talipes  equinus  in  addition  to  the  talipes  varus, 
lengthening  of  the  tendo  achillis  and  capsulot- 
omy  of  the  posterior  ankle  joint  is  employed  at 
the  end  of  six  to  eight  weeks  after  the  release 
operation. 

Following  removal  of  the  plaster  eight  weeks 
after  release  alone,  or  after  six  additional  weeks 
if  a second  operation  for  talipes  equinus  has  been 
done,  part-time  fixation  in  an  attitude  of  talipes 
valgus  correction  is  maintained  by  a crossbar 
splint  attached  to  shoes.  Active  exercises  are 
encouraged,  and  weight-bearing  activities  are 
allowed  just  as  soon  as  the  child  initiates  them. 
Shoe  correction  of  an  outer  heel,  shank,  and  sole 
wedge,  of  one-eighth  inch,  is  utilized  for  daytime 
wear. 


Fig.  7.  Right  foot  shown  three  years  after  surgery. 


Summary  and  Conclusions 

During  the  past  ten  years  we  have  carried  out 
this  procedure  in  considerably  over  one  hundred 
cases  with  encouraging  results.  The  majority  of 
our  cases  have  been  rated  as  good.  We  have  had 
more  excellent  feet  than  we  have  had  poor.  A 
small  number  have  been  classified  as  fail'. 

We  have  achieved  overcorrection  in  five  feet. 
In  one  the  release  was  carried  out  with  a simulta- 
neous transfer  of  the  anterior  tibial  tendon,  so 
that  if  these  two  procedures  are  considered  per- 
tinent, the  anterior  tibial  transplant  is  delayed 
sufficiently  until  its  indications  are  on  somewhat 
more  certain  ground.  Two  of  our  overcorrec- 
tions were  obtained  in  an  older  age  group,  in 
which  marked  structural  bone  and  joint  changes 
were  present.  These  older  cases  are  now  in- 
cluded in  our  list  of  contraindications. 

We  have  been  particularly  pleased  with  the  re- 
tention of  a flexible  foot. 

We  have  not  observed  any  degree  of  significant 
aseptic  necrosis  within  the  talus  or  navicular 
bones. 

49  East  7Sth  Street 
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FUSION  VERSUS  INTERLAMINAR  EXCISION  ALONE  IN  LUMBAR 
DISK  LESIONS 


Halford  Hallock,  M.D.,  New  York  City 
li  ( From  the  New  York  Orthopaedic  Hospital ) 

OFTEN  a perplexing  question  is  whether  or 
not  to  fuse  at  the  time  of  excision  of  a lumbar 
disk  lesion.  In  general  the  neurosurgeons  have 

I performed  an  excision  only,  and  the  orthopedists 
i have  combined  fusion  with  the  removal  of  the 
j pathologic  disk  substance.  Both  have  reported 
i good  results,  and  both  have  had  failures.  Back 
1 pain,  however,  as  well  as  sciatica,  must  be  con- 
i sidered  in  the  evaluation  of  the  end  results,  and 
j possibly  this  factor  has  not  always  been  weighed, 
j i especially  when  the  chief  or  more  dramatic  symp- 
j tom  was  root  pain. 

The  intervertebral  disk  is  an  integral  part  of  the 
I;  articulation  between  one  vertebra  and  another. 

If  it  is  damaged  by  degeneration  of  its  substance 
< or  extrusion  of  its  nucleus,  the  function  of  that 
i particular  joint  must  be  compromised.  Me- 
j chanical  derangement  of  any  articulation  in  time 
often  produces  secondary  arthritic  changes  with 
the  production  of  painful  symptoms,  especially  if 
that  joint  must  operate  under  conditions  of  fre- 
quent or  major  strain.  Because  of  anatomic  struc- 
ture and  man’s  upright  posture,  stress  and  strain 
are  particularly  marked  in  the  lower  lumbar  spine, 

, particularly  at  the  lumbosacral  joint  where  the 
movable  spinal  column  articulates  with  the  pelvis 
at  a considerable  angle  with  the  horizontal.  If  in 
, addition  there  are  anatomic  variations  present 
which  may  modify  or  weaken  the  mechanical 
structure,  the  effect  of  adverse  forces  is  magnified 
greatly.  It  would  seem,  therefore,  that  an  indi- 
vidual who  had  to  use  his  back  would  be  better 
off  with  a fusion,  in  the  presence  of  a lower 
lumbar  disk  lesion  necessitating  removal. 

This  has  been  the  experience  at  the  New  York 
! Orthopaedic  Hospital,  as  well  as  in  a number  of 
S other  orthopedic  centers.  As  a group  our  fusion 
i cases  are  better  in  regard  to  back  pain  than  those 
without  arthrodesis.  Recently  Barr  has  re- 
j ported  similar  findings.1  A forthcoming  report  of 
i a comparative  study  of  a large  number  of  cases 
; with  and  without  fusion  treated  in  various  cen- 
1 i ters  of  the  country,  which  has  been  made  by  Dr. 

' Simpson  for  the  Research  Committee  of  the 
! American  Orthopaedic  Association,  should  be  of 
great  interest  and  help  in  solving  this  problem. 

| The  fact  that  Dr.  Simpson,  with  a background  of 
both  neurologic  and  orthopedic  training,  per- 
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sonally  has  studied  the  records  and  examined  the 
patients  renders  the  study  of  much  more  value 
because  by  this  means  there  have  been  eliminated 
many  variable  factors  which  would  have  been 
difficult  to  exclude  if  merely  a summation  of 
many  individual  reports  had  been  attempted. 

On  the  other  hand,  it  is  known  that  some  per- 
sons have  functioned  adequately  without  a fusion. 
This  likewise  has  been  our  experience..  In- 
dividuals vary  a great  deal  in  their  ability  satis- 
factorily to  cope  with  mechanical  imperfections, 
and  these  variations  cannot  always  be  estimated 
in  advance.  Factors  influencing  this  ability  are 
the  degree  of  mechanical  defect,  muscle  develop- 
ment, ligamentous  integrity,  overweight,  and 
mental  attitude.  Compensation  depends  not 
only  on  local  and  constitutional  factors  but  also 
upon  types  of  work  or  occupation.  A laborer  will 
require  a stronger  back  than  a clerk,  who  might 
get  along  well  without  fusion.  For  similar  reasons 
all  compression  fractures  of  the  spine  do  not  re- 
quire an  arthrodesis  although  the  mechanics  may 
have  been  altered  to  a greater  or  lesser  degree. 
Possibly  also  in  some  instances  after  excision  of  a 
disk  lesion,  sufficient  healing  and  fibrosis  occur  to 
provide  satisfactory  stability  for  a particular  in- 
dividual under  a certain  set  of  circumstances. 

Limitations  of  therapy  also  must  be  taken  into 
account.  For  instance,  the  rate  of  fusion  failure 
is  considerably  higher  between  the  fourth  and 
fifth  lumbar  vertebrae  than  between  the  fifth 
lumbar  and  sacrum.  In  an  end  result  study  of 
195  patients  who  were  operated  upon  at  the  New 
York  Orthopaedic  Hospital  from  1914  to  1936 
for  low  back  pain  and  followed  for  an  average  of 
six  years,  Kimberly  found  that  a pseudarthrosis 
developed  in  31  per  cent  of  the  fourth  lumbar 
vertebra  to  sacral  and  only  in  6 per  cent  of  the 
fifth  lumbar  to  sacral  fusions.2  Thompson  and 
Ralston  made  a similar  study  of  the  patients 
operated  upon  at  the  same  hospital  from  1936 
through  1945. 3 During  this  period,  430  indi- 
viduals with  fourth  or  fifth  lumbar  to  sacral 
fusions,  with  or  without  exploration  for  a herni- 
ated disk,  had  been  followed  and  the  results  were 
known.  In  169  cases  in  which  the  fusion  ex- 
tended from  the  fourth  lumbar  vertebra  to  the 
sacrum,  the  rate  of  pseudarthrosis  was  24  per 
cent,  and  in  261  in  which  the  arthrodesis  included 
only  the  fifth  lumbar,  the  degree  of  failure  was 
only  8 per  cent.  In  the  40  instances  of  pseudar- 
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throsis  that  occurred  in  the  fourth  lumbar  verte- 
bra to  sacral  group,  the  failure  occurred  between 
the  fourth  and  fifth  lumbar  in  30,  between  the 
fifth  lumbar  and  sacrum  in  7,  and  at  both  levels 
in  3.  Since  very  little  of  a lamina  generally  is 
sacrificed  in  the  removal  of  pathologic  disk  ma- 
terial through  the  interlaminar  space,  essentially 
there  is  no  difference  in  the  fusion  procedure  em- 
ployed in  this  type  of  case  as  opposed  to  that  in 
which  there  is  no  need  for  disk  surgery.  The  com- 
bined operation,  therefore,  should  not  alter  the 
success  or  failure  of  fusion  to  any  noteworthy 
degree,  unless  it  should  be  necessary  to  perform 
a laminectomy. 

The  reasons  for  this  greater  frequency  of  fusion 
failure  at  the  fourth  to  fifth  lumbar  vertebral  level 
are  not  known,  but  its  occurrence  is  a fact  and 
must  be  considered  in  the  plan  of  therapy.  Pos- 
sibly the  risk  of  pseudarthrosis  between  the  fourth 
and  fifth  lumbar  vertebrae  may  be  considerably 
greater  than  a particular  patient’s  probability  of 
developing  back  pain  following  disk  surgery  at 
this  level  without  fusion,  unless  demonstrable 
mechanical  impairment  already  is  present.  Also, 
there  is  probably  less  strain  at  this  interval  since 
the  fourth  lumbar  vertebra  generally  is  more  ad- 
vantageously situated  for  weight-bearing  than 
the  fifth  because  of  its  lesser  angle  with  the  hori- 
zontal. Some  of  our  staff,  therefore,  have  omitted 
fusion  in  dealing  with  disk  lesions  at  this  level,  if 
the  mechanics  were  satisfactory  and  the  disk 
space  was  preserved,  whereas  they  would  have 
fused  had  the  lesion  been  situated  at  the  lumbo- 
sacral joint. 

Byron  Stookey  of  the  Neurological  Institute 
divides  the  patients  into  two  clinical  groups: 
(1)  those  with  a sudden  onset  of  severe  disabling 
sciatica,  the  condition  occurring  usually  in  a 
younger,  active  individual  and  generally  follow- 
ing a lifting  strain,  and  (2)  those  who  develop 
sciatica  after  a number  of  years  of  low  back  pain.4 
He  believes  that  in  the  former  type  of  patient, 
excision  of  the  herniated  nucleus  is  all  that  is  re- 
quired, but  that  in  the  second  group,  in  which  the 
essential  pathologic  change  is  a degeneration  of 
the  disk,  fusion  is  necessary  in  combination  with  a 
removal  of  all  the  degenerated  disk  substance. 
This  conception  is  based  upon  the  recognition  of 
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two  different  pathologic  processes  and  their  sig- 
nificance. It  seems  logical,  and  in  general  the  re- 
sults appear  to  be  corroborative  of  its  validity. 
It  would  seem,  however,  that  a patient  in  the  first 
group  is  left  with  a defective  low  back  mechanism 
after  removal  of  a major  nuclear  herniation,  and 
that  if  fusion  can  be  secured  with  reasonable  cer- 
tainty of  success,  it  should  be  included  in  an 
effort  to  give  him  the  best  possible  result.  Ar- 
throdesis under  such  conditions  serves  also  as  an 
effective  prevention  of  a recurrent  lesion  at  the 
same  level  in  cases  where  the  original  herniation 
did  not  include  the  whole  nucleus. 

Founded  upon  these  considerations  and  with 
the  realization  that  much  still  needs  to  be  learned, 
the  present  policy  at  the  New  York  Orthopaedic 
Hospital  in  the  surgical  treatment  of  lower  lumbar 
disk  lesions  is  as  follows: 

1.  If  demonstrable  mechanical  defects  al- 
ready are  present  between  the  fourth  and  fifth 
lumbar  vertebrae  or  between  the  fifth  lumbar 
vertebra  and  the  sacrum,  fusion  should  be  com- 
bined with  excision  unless  the  general  condition 
of  the  patient  renders  the  longer  combined  proce- 
dure inadvisable. 

2.  In  the  absence  of  previous  back  pain  and 
when  the  symptoms  are  purely  nerve  root  in 
origin,  fusion  may  be  omitted  if  roentgenograms 
fail  to  reveal  any  mechanical  or  degenerative  de- 
fect or  weakening  anatomic  anomaly. 

Further  study  and  longer  experience  will  be 
necessary  to  clarify  the  problem,  but  at  present 
in  the  inimitable  fashion  of  England’sgreatestbard 
and  with  but  a few  alterations  the  issue  still  is: 

To  fuse,  or  not  to  fuse : that  is  the  question : 

Whether  ’tis  nobler  in  the  back  to  chance 

The  slings  and  arrows  of  outrageous  fortune, 

Or  to  take  up  arms  against  a sea  of  troubles, 

And  by  arthrodesis  end  them. 

180  Fort  Washington  Avenue 
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BLUE-EYED  CHILDREN  LESS  INCLINED  TO  RHEUMATISM 
Two  Oxford  University  doctors  have  reported  finding  on  studies  of  381  children.  The  studies  indi- 
that  blue-eyed  children  are  only  half  as  likely  to  cated  then'  is  no  connection  between  rheumatism 
suffer  rtieumatism  as  children  with  brown  or  gray  and  damp  houses,  bad  ventilation,  poor  diet  or  dirt, 
eyes  and  that  rheumatism  is  not  hereditary. — New  1 orl: 

I)rs.  David  Hewitt  and  Alice  Stuart  based  their  Herat;!  Tribune , August  2 1 , 1952 


SPINE  FUSION  WITH  INTERNAL  PLATE  FIXATION 

Philip  D.  Wilson,  M.D.,  and  L.  Ramsay  Straub,  M.D.,  New  York  City 
| ( From  the  Hospital  for  Special  Surgery) 


LUMBOSACRAL  spinal  fusion  employing  a 
metallic  plate  to  provide  postoperative  im- 
| mobilization  was  first  performed  by  one  of  us 
(P.  D.  W.)  in  1939.  It  was  described  in  1943  to 
the  American  Orthopaedic  Association  by  Dr. 
i Wilson,  but  the  results  were  insufficient  for  pub- 
lication at  that  time.  We  have  continued  to  use 
' the  method  since  then,  with  modifications  and 
improvements,  and  wish  to  present  the  technic  of 
i the  operation  and  to  report  on  the  end  results  of 
101  cases. 

The  purpose  of  the  plate  is  to  provide  absolute 
immobilization  of  the  grafted  area  of  the  spine 
during  the  period  of  osseous  repair.  It  shortens 
the  necessary  period  of  postoperative  recumbency 
and  reduces  postoperative  discomfort. 

Material 

In  the  series  now  reported  the  plate  has  been 
used  in  two  different  ways.  In  the  first  55  opera- 
tions in  this  series,  a Hibbs  type  of  spine  fusion 
was  performed,  with  the  exception  that  the  spi- 
nous processes  were  not  disturbed.  The  facets  were 
, denuded  of  cartilage  and  packed  with  cancellous 
| bone  chips,  and  interdigitating  bone  chips  were 
, turned  upward  and  downward  from  laminae  and 
; sacrum.  The  metallic  plate  was  placed  on  one 
side  of  the  spinous  processes  and  attached  thereto 
j with  bolts  and  nuts.  One  bolt  was  inserted 
through  each  lumbar  spinous  process,  and  two 
bolts  attached  the  plate  to  the  spinous  processes 
j of  the  sacrum. 

In  the  latter  half  of  this  series,  46  cases,  a solid 
graft  of  either  iliac  cortex  or  cortical  tibial  bone 
was  shaped  to  the  size  of  the  plate  to  be  used,  and 
holes  were  drilled  through  this  graft  at  appro- 
priate points.  It  was  placed  on  the  opposite  side 
of  the  spinous  processes  from  the  plate  and  was 
fixed  thereto  by  bolts  and  nuts,  passing  through 
the  plate,  the  spinous  process,  and  the  solid  bone 
graft.  The  basic  fusion  technic  remained  the 
same.  Additional  cancellous  bone  chips  were 
added  in  all  cases.  It  is  emphasized  that  the 
metallic  plate  serves  one  basic  purpose,  to  pro- 
vide absolute  immobilization  during  the  period  of 
osseous  repair. 

The  most  recent  32  patients  in  this  series  re- 
ceived all  bone  grafting  material  from  the  re- 
frigerator bone  bank.  There  has  been  little 
obvious  difference  in  healing  time  between  ho- 
mologous and  autogenous  bone  in  this  series.  De- 
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laved  integration  of  a large  cortical  bank  graft  into 
the  fusion  mass  is  an  occasional,  though  not  con- 
stant, finding.  Fixation  of  the  facets  by  screws 
was  employed  in  8 cases,  but  since  this  has  not 
been  a very  reliable  method  and  does  require  extra 
operative  time,  we  now  omit  it.  In  some  cases 
dowel-shaped  bone  pegs  have  been  used  for  facet 
fixation  with  success.  Experience  with  the  plat- 
ing procedure  has  led  to  development  of  special 
instruments  which  greatly  simplify  the  operation. 
The  first  plates  used  were  rather  large,  and  in  a 
few  instances,  production  of  subcutaneous  bursae 
over  the  tip  of  a plate  required  its  removal.  The 
present  plates  which  are  in  three  sizes  are  much 
smaller,  and  with  them,  no  such  complication  has 
arisen. 

Technic 

In  the  early  part  of  the  series  there  was  occa- 
sional difficulty  with  loosening  of  nuts  upon 
bolts.  This  difficulty  was  overcome  with  the  co- 
operation of  the  Elastic  Stop  Nut  Corporation  in 
the  development  of  a stop  nut  employing  a 
nylon  insert  which  grips  the  thread  of  the  bolt  and 
prevents  this  occurrence.  We  have  had  no  loos- 
ening of  these  nuts. 

The  preparation  of  the  solid  cortical  or  iliac 
graft  to  be  applied  to  the  spinous  processes 
opposite  the  plate  has  been  simplified  by  the  use  of 
a motor  saw  table  designed  by  Rabson.  After  the 
basic  spine  fusion  bed  has  been  prepared,  the 
plate  and  the  prepared  graft  are  fixed  on  opposite 
sides  of  the  spinous  processes  by  uterine  tenacu- 
lum (Staude-Moore)  forceps,  and  holes  for  in- 
sertion of  the  bolt  are  made  through  the  spinous 
processes  by  a right  angle  awl.  Using  a simple 
bolt  holder,  a bolt  of  appropriate  size  is  passed 
through  plate,  spinous  process,  and  graft,  a washer 
is  applied,  and  the  nut  is  then  started  with  a small 
right-angle  socket  wrench.  When  all  bolts  and 
nuts  are  in  place,  nuts  are  adjusted  to  desired 
tension  with  hand  open-end  wrenches.  Before 
the  wound  is  closed,  cancellous  bone  chips  are 
firmly  packed  on  each  side  of  the  fusion  bed. 

Postoperative  Management 

Compressive  elastopiast  dressings  are  employed 
primarily,  and  these  are  changed  at  twenty-four 
hours.  During  the  postoperative  period  (average 
time  in  bed  postoperatively  is  nineteen  days)  the 
patient  may  lie  on  either  side  or  in  the  prone 
position.  The  head  of  the  bed  may  be  elevated 
moderately  if  the  patient  desires  it  so  for  com- 
fort. If  there  is  difficulty  in  voiding,  from  the 
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first  day  on  the  patient  may  be  allowed'  to  stand 
at  the  side  of  the  bed.  When  comfortable,  usually 
at  the  end  of  a week  to  ten  days,  the  patient  is 
allowed  first  to  sit  on  the  side  of  the  bed  and  then 
to  sit  in  a special  posture  chair.  He  is  provided 
with  a light  Goldthwait  brace  with  clavicular 
pads  to  prevent  any  bending  strain,  and  he  may 
ambulate  as  comfort  allows.  Brace  support  is 
continued  for  a period  of  six  months.  The  patient 
is  asked  to  limit  his  activities  for  a period  of 
three  to  six  months,  depending  upon  his  occupa- 
tion. Postural  exercises  are  instituted  with  re- 
moval of  the  brace. 

End  Result  Study 

In  the  present  series  all  patients  have  been  fol- 
lowed for  more  than  one  year.  The  solidity  of 
the  spinal  fusion  has  been  the  only  criterion  used 
in  evaluating  this  series  since  patients’  subjective 
findings  have  been  found  to  be  unreliable  in  de- 
termining success  of  actual  fusion.  The  fusion 
has  been  tested  by  lateral  roentgenograms  made 
with  the  spine  flexed  and  then  extended.  Simi- 
lar anteroposterior  views  have  been  employed 
occasionally  but  have  not  been  found  as  reliable 
as  the  lateral  views  when  superimposed.  Such 
bending  films  are  made  routinely  at  six  months 
after  operation,  not  before. 

As  indicated  in  the  accompanying  tables 
(Tables  I and  II)  90  patients  have  obtained  solid 
fusion  throughout  the  desired  area,  while  11  pa- 
tients have  failed  in  one  or  more  of  the  intended 
interspaces.  As  seen  in  Table  II,  the  use  of  the 
technic  employing  a solid  bone  graft  opposite  the 
plate  has  given  improved  results.  The  three 
failures  occurring  in  the  second  technic  were 
among  the  32  patients  in  whom  refrigerator  bank 
bone  was  employed.  Analysis  of  the  11  failures 
shows  that  six  occurred  in  patients  who  were 
operated  upon  with  the  diagnosis  of  lumbosacral 
instability,  two  were  in  fusions  accompanying 
intervertebral  disk  surgery,  and  three  occurred 
in  patients  operated  for  osteoarthritis  of  the  lum- 
bar spine.  There  was  one  fatality  in  this  series. 
This  occurred  in  a forty-year-old,  obese  woman 
who  developed  severe  postoperative  circulatory 
collapse,  and  who,  despite  multiple  tranfusions, 
expired  twelve  hours  after  operation.  Autopsy 
was  not  permitted.  Clinically,  the  cause  of  death 
was  considered  to  be  bulbar  ischemia. 

A similar  series  of  patients  who  underwent 
lumbar  spinal  fusion,  without  the  use  of  a plate, 
however,  at  the  Hospital  for  Special  Surgery  was 
studied  by  Dr.  Charles  Herndon  and  Dr.  Walter 
Butterfield,  and  the  results  are  presented  here  for 
comparison.  The  operations  in  this  series  were 
done  by  many  different  surgeons,  employing 
many  different  methods,  but  none  employed  in- 
ternal fixation.  There  was  an  over-all  failure  rate 
of  29  per  cent,  or  29  patients  out  of  a series  of  100. 


TABLE  I. — Summary  of  a Series  of  101  Cases  of  Lumbo- 
sacral Spine  Fusion  Employing  Metallic  Plate  Fixa- 


TION 

Number  of  Cases 

Preoperative  Diagnosis 

Spondylolisthesis 

5 

Herniated  intervertebral  disk 

35 

Congenital  variations 

3 

Osteoarthritis 

20 

Instability 

36 

Spinal  fracture 

2 

Area  of  Spinal  Fusion 

Third  lumbar  vertebra  to  sacrum 

12 

Fourth  lumbar  vertebra  to  sacrum 

73* 

Fifth  lumbar  vertebra  to  sacrum 

16 

Donor  Area 

Autogenous 

Tibia 

31 

Ilium 

38 

Refrigerated  bank  bone 

32 

* All  of  the  failures  occurred  in  this  group. 

TABLE  II. — Results  After  One  Year  in  a Series  of  101 
Cases  of  Lumbosacral  Spine  Fusion  Employing  Metallic 
Plate  Fixation 


Number  . Failures 

Type  of  Operation  of  Cases  Number  PerCent 


Technic  I: 

Hibbs 

plus 

spine  plate 

55 

8 

14.5 

Technic  II: 

Hibbs 

plus 

spine  plate 
graft 

plus 

solid 

46 

3 

6.5 

Total 

101 

11 

10.8 

There  were  15  failures  in  57  patients  operated 
upon  from  fourth  lumbar  vertebra  to  the 
sacrum,  a failure  rate  of  25  per  cent.  There  was 
one  failure  out  of  nine,  or  11.1  per  cent,  in  pa- 
tients who  had  fusion  from  fifth  lumbar  vertebra 
to  the  sacrum.  Kimberly  reported  21  per  cent 
pseudarthrosis  rate  in  195  cases.  Cleveland, 
Bosworth,  and  Thompson  reported  33V3  per  cent 
failure  in  fusion  from  third  lumbar  vertebra  to  the 
sacrum,  and  17.4  per  cent  failure  in  fusion  from 
fourth  lumbar  vertebra  to  the  sacrum.  W.  A.  L. 
Thompson  and  E.  L.  Ralston  reported  40  failures 
in  169  patients  in  fusion  from  fourth  lumbar 
vertebra  to  the  sacrum,  or  a failure  rate  of  23.6 
per  cent.  They  also  reported  7.6  per  cent  failure 
in  261  patients  in  whom  fusion  was  done  from 
fifth  lumbar  vertebra  to  the  sacrum. 

Summary 

The  results  of  lumbosacral  spine  fusion  employ- 
ing metallic  plate  fixation,  in  101  patients,  have 
been  evaluated,  and  the  technic  of  the  operation 
has  been  described.  It  is  the  purpose  of  this  pro- 
cedure to  provide  temporary  but  secure  immo- 
bilization during  the  period  of  osseous  repair,  and 
it  is  emphasized  that  the  use  of  the  plate  does  not 
obviate  the  need  of  a complete  and  careful  spinal 
fusion  technic.  An  over-all  failure  rate  of  10.S 
per  cent  has  been  found  in  101  patients.  Change 
in  the  technic  in  the  last  46  cases  suggests  ma- 
terial improvement  in  this  figure. 

The  authors  are  indebted  to  Dr.  Charles  Herndon,  Dr.  Wal- 
ter Butterfield,  and  Dr.  James  Nicholas  for  their  assistance  in 
the  research  on  this  paper. 
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THE  prevention  of  contractures  has  been  the 
unachieved  aim  in  the  orthopedic  treatment 
of  acute  and  subacute  poliomyelitis.  In  the  ortho- 
dox method  this  was  attempted  first  by  the  use 
of  plaster  casts,  in  which  the  involved  extremity 
was  kept  in  the  physiologic  position  in  order  to 
protect  the  weak  muscles.  Then,  after  removal 
of  the  cast,  a brace  was  applied  to  combat  the 
tendency  of  the  strong,  powerful  muscle  to  over- 
pull its  weak  opponent  and  therefore  produce  a 
deformity.  Frequently,  the  brace  would  fail  to 
control  this  deforming  force,  despite  the  best 
efforts  of  the  brace-maker  and  despite  numerous 
adjustments.  The  foot  would  be  found  to  have 
twisted-around,  or  the  heel  to  have  pulled  up. 
Thus,  the  valgus  or  equinus  deformity  would 
have  developed  under  the  watchful  eye  of  the 
orthopedist. 

It  was  obvious  that  the  overpulling  muscle  was 
stronger  than  any  device  which  the  orthopedic 
surgeon  could  invent.  The  final  stage  in  the 
treatment,  therefore,  would  be  operative.  An 
attempt  would  be  made  to  correct  the  deformity 
and  place  the  part  in  the  neutral  position. 
Nevertheless,  the  overpulling  muscle  would 
frequently  be  strong  enough  to  overcome  a solid 
bony  fusion  and  twist  a foot  once  more  into  its 
old  deformed  attitude,  as  everyone  has  seen. 
To  counteract  this,  tendon  and  muscle  trans- 
plants would  be  done  to  eliminate  the  deforming 
force  and  convert  it  into  muscle  power  beneficial 
to  the  patient.  Every  paper  on  the  operative 
treatment  of  poliomyelitic  deformities  that  lists 
the  many  operations  which  have  failed  or  have 
had  to  be  revised  later  proves  the  truth  of  the 
above  statements. 

The  excitement  and  controversy,  now  essen- 
tially historical,  which  was  started  by  Elizabeth 
Kenny,  resulted  in  a great  deal  of  research  on  the 
cause  of  contractures.  It  was  demonstrated  by 
electromyography  that  muscle  tightness,  shorten- 
ing, or  spasm,  depending  on  which  word  is  pre- 
ferred, develops  in  the  great  majority,  if  not  all, 
of  the  voluntary  muscles  of  a polio  patient.  This 
led  Ransohoff  to  use  curare  for  systemic  relaxa- 
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tion,  followed  by  intensive  stretching  to  overcome 
the  muscle  tightness.1  The  treatment  was  started 
in  the  acute  phase.  The  deforming  forces  were 
eliminated,  casts  and  braces  became  unnecessary, 
and  deformities  were  prevented.  In  his  publica- 
tions, he  stressed  the  importance  of  curare  in  this 
program.  Pusitz,  Paul,  Boines,  Bower,  and 
others  have  published  articles  confirming  its 
value.2-9 

Material  and  Technic 

In  1946,  we  were  given  the  opportunity  of  em- 
ploying this  method  of  treatment,  although  we 
were  handicapped  at  the  start,  by  the  lack  of 
physical  therapy  technicians  trained  in  this 
method.  The  treatment  was  continued  through 
the  end  of  1948,  after  which  it  was  modified  by 
the  omission  of  curare. 

The  details  of  the  curare-stretching  regime  are 
as  follows : The  patient  is  given  curare,  by  intra- 
muscular injections  of  Intocostrin,  every  eight 
hours,  in  doses  dependent  on  the  weight  of  the 
patient.  The  dose  should  be  checked  twice  a 
week.  The  starting  dose  is  0.9  units  and  the 
maximum  1.5  units  per  Kg.  In  the  beginning  of 
the  study,  the  dose  was  increased  abruptly  from 
0.9  to  1.5  units  on  the  second  day  of  the  treatment. 
Later,  the  change  was  made  more  gradually, 
with  daily  increases  of  0.2  units.  On  the  basis  of 
further  experience,  the  curare  is  now  given 
initially  in  a dose  of  0.1  cc.  intravenously.  There- 
after all  injections  are  given  intramuscularly. 
If  there  is  very  severe  involvement,  the  starting 
dose  may  be  lowered  to  0.5  units.  Inasmuch  as 
curare  causes  a temporary  partial  paralysis  of 
skeletal  muscles,  it  may  also  affect  deglutition. 
It  must  therefore  be  given  after  meals,  that  is,  in 
the  morning  after  breakfast,  and  in  the  late 
afternoon  after  supper.  A third  dose  is  given 
about  midnight,  although  it  is  occasionally  poss- 
ible to  omit  it,  without  observing  too  much  tight- 
ness in  the  morning.  About  three  quarters  of  an 
hour  following  the  morning  and  evening  injec- 
tions, the  patient  is  stretched.  Where  sufficient 
personnel  is  available,  stretchings  are  also  re- 
peated one  and  one-half  hours  and  two  and  one- 
half  hours  after  the  daytime  injections.  No 
stretching  is  done  after  the  midnight  dose. 

The  purpose  of  the  curare  treatment  is  to 
produce  relaxation  of  the  tight  muscles  by  tem- 
porary partial  paralysis.  If  the  curare  should  be 
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injected  into  the  blood  stream,  the  rapid  concen- 
tration could  produce  a toxic  effect.  This  would 
consist  of  respiratory  difficulty,  owing  to  partial 
paralysis  of  the  respiratory  muscles.  In  order  to 
carry  out  the  treatment  with  proper  safeguards, 
the  following  precautions  are  advisable : 

1.  The  nurse  who  gives  the  injection  must 
pull  back  the  plunger  to  be  certain  the  needle  is 
not  in  a blood  vessel. 

2.  An  ampule  of  Prostigmin  1 : 2,000  must  be 
ready  in  a syringe  in  advance. 

3.  A positive  pressure  oxygen  mask  or  anes- 
thesia machine  must  be  on  hand  nearby.  (At 
another  institution,  a stand-by  anesthetist  is 
available  for  this  purpose.) 

Inasmuch  as  the  peak  effect  is  reached  about 
one-half  hour  after  the  injection,  the  period  of 
watchfulness  is  limited  to  three  quarters  of  an 
hour.  Extreme  lethargy  and  weakness  also  indi- 
cate a possible  excessive  dose.  Double  vision  and 
increased  temporary  paralysis,  however,  do  not 
require  any  reduction  of  the  dose. 

The  technic  of  stretching  must  be  explained 
to  the  physical  therapy  technicians,  most  of 
whom  have  been  trained  either  in  the  orthodox 
methods  or  according  to  the  so-called  Kenny 
technics.10  The  important  points  of  stretching 
are  as  follows:  the  need  for  a gentle  pumping 
action  while  attempting  gradually  to  increase  the 
range  of  motion,  and  the  emphasis  on  greatly 
exceeding  the  range  of  motion  previously  taught 
to  be  normal.  The  technical  standards  for  com- 
plete stretching  are  as  follows  : 

1.  Stretching  the  hamstrings,  by  flexing  the 
hip  with  the  knee  extended,  (otherwise  known  as 
straight  leg  raising)  should  be  carried  to  an  angle 
of  60  degrees  or  even  45  degrees  with  the  axis 
of  the  trunk  (180  degrees  being  the  angle  when 
the  extremity  is  flat  on  the  bed)  (Fig.  1). 

2.  The  heel  cords  should  be  stretched  to  an 
angle  of  60  or  65  degrees,  with  the  foot  held  in 
slight  talipes  varus  (Fig.  2). 

3.  The  adductors  can  usually  be  stretched 
so  that  the  hips,  when  flexed  to  90  degrees,  can 
be  abducted  and  externally  rotated  into  the  frog 


position,  with  the  thighs  practically  flat  on  the 
bed  (Fig.  3). 

4.  Most  important  of  all,  the  back  should  be 
flexed  until  it  forms  an  even  curve,  with  each 
spinous  process  standing  out  and  with  the  face 
touching  the  tibial  tubercles,  or  at  least  the 
knees  (Fig.  4). 

5.  In  the  upper  extremities,  the  shoulders 
should  be  elevated  to  180  degrees  with  the  scapu- 
lae held  adducted. 

6.  All  the  joints  of  the  upper  extremities,  as 
well  as  the  other  joints  of  the  lower  extremities, 
should  be  similarly  stretched,  the  degree  of  em- 
phasis depending,  in  part,  on  the  difficulty  of 
the  maneuvers. 

In  older  adults  it  is  not  always  possible  to  at- 
tain the  ranges  given  above,  and  10  or  even  15 
degrees  less  may  have  to  be  accepted  as  the 
maximum  range. 

If  curare  is  started  promptly  after  the  onset, 
preferably  the  day  after  admission  to  the  hos- 
pital, the  length  of  time  necessary  to  obtain 
complete  relaxation  is  decreased.  In  all  cases, 
however,  this  range  of  stretching  can  eventually 
be  carried  out  with  the  reservations  noted  above. 

Stretching  in  a patient  with  acute  polio  is 
painful,  as  one  would  expect  from  experience 
in  its  use  in  other  conditions.  IMien,  however, 
ligaments,  adhesions,  or  fibrous  tissue  contrac- 
tures are  the  subject  of  the  stretching,  the  pain 
is  much  more  excruciating  than  when  muscles 
are  being  stretched.  Nevertheless,  the  great 
majority  of  polio  patients  have  a sense  of  relief 
following  the  stretching  and  will  usually  say 
they  actually  feel  better  for  it.  The  procedure 
is  much  more  tolerable  when  curare  is  used,  owing 
to  the  decreased  resistance  offered  by  the  muscles. 

Stretching  of  the  upper  extremities  is  more 
painful  than  stretching  elsewhere.  Consequently 
it  is  more  difficult  and  is  therefore  not  done  ade- 
quately without  the  aid  of  curare. 

The  extent  of  the  stretching  and  the  range  of 
motion  of  the  various  joints  mentioned  above 
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may  appeal-  unnecessarily  great  and  actually 
dangerous.  We  originally  feared  such  ill  effects, 
but  experience  has  taught  us  otherwise.  Con- 
trary to  Lenhard,11  no  deleterious  effects  have 
been  noticed  in  the  patients  treated  in  this  man- 
ner. The  opposite  has  occurred.  Instead  of 
being  confronted  by  the  constant  overpull  of  a 
■ strong  muscle  with  its  weak  antagonist  over- 
! stretched,  for  example,  a strong  gastrocnenrius- 
’ soleus  group  and  a weak  anterior  tibial,  with  a 
consequent  equinus  contracture,  we  have  found 
that  the  foot  remains  relaxed  and  can  be  pas- 
! sively  placed  in  any  position.  The  anterior  tibial 
muscle  may  remain  permanently  paralyzed,  and 
yet  no  equinus  deformity  occurs  as  long  as  the 
i stretching  routine  is  continued,  and  no  tightness 
is  allowed  to  develop.  As  a result,  from  the  prac- 
tical aspect,  the  patient  does  not  require  a brace 
with  an  ankle  lock  to  block  plantar  flexion  be- 
yond 90  or  100  degrees,  but  instead  wears  around 
the  leg  a leather  strap  or  garter  to  which  is  at- 
tached a shoe  lace.  The  shoe  lace  is  needed  only 
to  help  pull  the  foot  out  of  the  way,  so  that  the 
patient  does  not  fall  over  his  own  toes  when 
walking. 

Besides  being  stretched  by  the  physiotherapy 
technician,  the  patient  is  taught  how  to  stretch 
himself.  He  is  encouraged  to  exercise  as  much 
as  possible  and  is  ambulated  as  early  as  possible.12 
i Sinusoidal  stimulation  and  muscle  re-education 
are  also  started  when  time  and  personnel  per- 
mit, with  main  emphasis,  however,  on  stretch- 
ing.13 

When  full  relaxation  has  been  obtained,  curare 
is  stopped,  but  stretching  is  continued  as  before. 

; Several  days  later,  the  patient  is  retested,  and  if 
1 there  has  been  no  loss  of  full  relaxation  and  the 
patient  is  otherwise  ambulatory,  he  is  permitted 
' to  go  home. 

After  discharge  from  the  hospital,  the  patient 
I is  expected  to  continue  stretching  just  as  vigor- 
I ously  at  home.  He  is  urged  to  report  to  the  out- 
patient department  daily,  if  possible,  and  in 
addition  to  be  thoroughly  stretched  by  members 
' of  his  family  or  friends  at  least  once  a day. 


When  this  program  was  initiated,  there  were  no 
facilities  for  outpatient  stretchings,  but  later  this 
defect  was  corrected.  As  the  number  became 
too  great,  more  and  more  patients  had  to  be 
discharged  from  active  attendance  at  the  clinic 
and  received  stretching  only  at  home. 

Results 

As  time  went  on,  through  lack  of  parental  con- 
trol or  cooperation,  the  complete  relaxation 
which  had  been  obtained  was  lost  in  many  cases. 
One  or  more  muscle  groups  were  found  to  have 
tightened  up.  When  this  situation  occurred 
prior  to  1949,  some  patients  were  readmitted  to 
the  hospital  and  given  curare  to  obtain  full  re- 
laxation, although  this  procedure  was  not  always 
possible.  They  were  then  discharged,  back  to 
the  outpatient  department,  for  more  careful 
supervision  and  stretching.  Since  1949,  this 
procedure  has  not  been  feasible,  and  the  patients 
and  parents  have  been  urged  to  work  harder  on 
their  stretching.  In  most  cases,  such  urging  has 
not  been  too  successful. 

Follow-up  examinations  have  shown  that  the 
patients  can  be  divided  into  several  groups : 

1 . Those  patients  who  have  continued  stretch- 
ing following  discharge  from  active  attendance 
at  the  clinic  remain  relaxed  as  before. 

2.  Those  who  have  neglected  stretching  but 
had  already  made  a fairly  complete  recovery  are 
able  to  participate  in  normal  physical  activity. 
They  have  tightened  up  to  what  might  be  called 
the  usual  range  of  motion,  such  as  the  follow- 
ing: straight  leg  raising  to  90  degrees;  heel  cords 
to  90  degrees;  a back  which  can  bend  easily  and 
symmetrically,  but  with  the  face  unable  to 
touch  the  knees,  owing  to  shortened  hamstrings. 
To  the  observer  unacquainted  with  the  theories 
underlying  this  method  of  treatment,  these  pa- 
tients are  normal  and  have  made  a complete  re- 
covery. 

3.  Others  who  never  were  cooperative  about 
stretching  and  had  only  a minimal  residual  have 
tightened  up  even  further.  They  correspond  to 
the  group  so  carefully  described  by  Bingham 
under  the  title,  “Muscle  Fibrodystrophv.”14’15 
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4.  Those  who  stopped  stretching  in  the  pres- 
ence of  definite  muscular  weaknesses  have  de- 
veloped tightness  which  is  of  much  more  signifi- 
cance. For  instance,  suppose  that  with  weak 
right  and  strong  left  anterior  tibial  muscles, 
both  heel  cords  were  originally  stretched  to  permit 
passive  dorsiflexion  to  65  degrees.  Thereafter, 
stretching  was  neglected.  Within  a few  months, 
the  right  heel  cord  would  tighten  up  to  block 
dorsiflexion  at  95  degrees,  and  an  equinus  de- 
formity would  develop.  At  the  same  time,  the 
left  heel  cord  would  remain  relaxed,  permitting 
dorsiflexion  to  80  degrees.  Similarly,  if  a pa- 
tient wdth  weak  abdominal  muscles  abandons 
stretching,  his  back  muscles  tighten  up.  Later 
examination  shows  limited  forward  bending  of 
the  trunk  owing  to  a tight  back,  and  lack  of  im- 
provement or  even  further  weakening  of  the  ab- 
dominal muscles. 

In  other  words,  the  survey  has  shown  that  as 
time  goes  by  after  patients  stop  stretching  many 
tighten  up,  and  in  some  cases  deformities  de- 
velop. 

The  most  marked  example  of  this  situation  is 
a boy,  P.  G.,  aged  eleven,  who  for  a year  after 
his  discharge  from  the  hospital  had  been  fully 
relaxed  and  was  gradually  regaining  strength  in 
the  muscles  of  both  legs.  Thereafter,  the  pa- 
tient was  not  seen  for  two  years.  In  the  inter- 
val, he  had  developed  a marked  equinocavovarus 
deformity  of  one  foot  and  a slight  cavovarus 
deformity  of  the  other.  A muscle  analysis  in  these 
two  areas  revealed  failure  of  furthur  recovery  and 
in  some  instances  actual  loss  of  power.  Follow- 
ing his  return  to  the  clinic,  every  effort  to  stretch 
the  feet  and  overcome  the  deformities  failed. 
Even  repeated  forceful  stretching  under  anes- 
thesia followed  by  the  application  of  plaster 
casts  could  not  overcome  the  contractures.  He 
required  first  a plantar  fasciotomy  and  later  a 
lengthening  of  the  Achilles’  tendon  and  a trans- 
plant of  the  anterior  tibial  tendon  to  the  mid- 
line. 

In  the  same  follow-up,  some  patients  were 
examined  who  had  originally  been  treated  at 
this  institution  without  receiving  the  curare- 
stretching treatment  and  had  thereafter  been 
cared  for  elsewhere.  It  was  possible  to  chart  the 
muscle  power  and  compare  it  with  the  exami- 
nation made  three  or  four  years  earlier,  both  tests 
having  been  made  by  the  senior  author.  In  some 
patients  the  muscle  charts  were  actually  iden- 
tical. 

Other  patients  were  examined  who  had  been 
treated  entirely  at  other  hospitals.  Once  more 
it  was  noted  that  in  all  areas  where  muscles 
had  shortened  weakened  opponents  had  failed 
to  progress.  Those  patients  who  had  been  treated 
with  stretching  at  the  other  institutions  demon- 


strated less  deformity  than  the  others  and  had 
made  more  recovery  of  muscle  power. 

Both  of  these  groups  of  patients  were,  on  the 
whole,  much  stiller  and  had  far  more  muscle 
shortening  than  the  patients  treated  by  the 
curare-stretching  technic.  There  were  many 
more  deformities,  such  as  scoliosis,  pelvic  ob- 
liquity, equinus,  or  metatarsocavus  deformities, 
and  the  deformities  were  quantitatively  much 
greater.  These  results  were  of  particular  inter- 
est, inasmuch  as  all  the  patients  were  from  the 
same  geographic  area  and  had  had  a somewhat 
simultaneous  onset.  Thus,  this  comparison  of 
the  results  of  the  different  methods  of  treatment 
was  significant  and  refuted  the  skeptical  ob- 
servers who  had  claimed  that  all  the  patients 
in  those  years  got  well,  without  deformity. 

Comment 

The  development  of  contractures  and  deformi- 
ties in  poliomyelitis  is  the  result  of  muscle  short- 
ening, tightness,  or  spasm,  which  has  its  onset 
early  in  the  acute  phase  and  can  be  used  conse- 
quently as  an  aid  in  the  early  diagnosis  of  acute 
poliomyelitis. 

Treatment  by  means  of  the  application  of  a 
rigid  support,  such  as  a cast  or  a brace,  cannot 
prevent  muscle  tightness,  though  it  may  limit  it 
temporarily.  Unless  there  is  an  early  return  of 
power  to  the  weak  antagonists,  which  can  thus 
actively  combat  the  muscle  shortening,  the  de- 
velopment of  a contracture  is  unavoidable. 

The  only  way  to  combat  muscle  tightness  or 
spasm  is  to  stretch  the  muscles.  Stretching 
should  be  begun  preferably  right  after  the  onset 
and  must  be  continued  for  a long  time,  owing  to 
the  tendency,  which  may  exist  for  many  years, 
for  the  muscle  tightness  to  recur.  The  longer 
stretching  is  delayed,  the  more  difficult  and  pain- 
ful it  is,  and  the  longer  it  takes  to  obtain  com- 
plete relaxation. 

If  complete  relaxation  is  maintained,  no 
muscle  shortening  can  occur,  and  consequently 
deformities  do  not  develop.  Therefore,  with 
complete  relaxation  there  can  be  no  hindrance  to 
maximum  improvement  of  the  muscles,  com- 
patible with  the  actual  destruction  of  nerve 
cells  in  the  spinal  cord.  Thus,  the  weakened 
muscles  have  their  best  chance  of  recovery. 

The  converse  is  also  true.  If  the  antagonist 
of  a weak  muscle  has  never  been  stretched  or  if 
it  becomes  contracted  before  the  weak  muscle 
has  regained  normal  strength,  the  latter  will 
never  regain  its  normal  power.  However,  if 
complete  muscle  relaxation  is  retained  and  if 
normal  muscle  power  returns,  the  muscle  short- 
ening will  be  curbed  automatically  by  the  power 
of  its  antagonist. 

While  some  of  the  above  statements  may  seem 
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unreasonable,  everyone  has  seen  an  apparently 
totally  paralyzed  anterior  tibial  muscle  in  a leg 
i with  an  equinus  deformity  regain  considerable 
power  after  correction  of  the  deformity  by  a heel 
cord  lengthening. 

It  is  a common  fallacy  that  all  the  muscle  re- 
covery to  be  anticipated  will  occur  within  two 
years.  An  autobiographic  sketch  published  in 
the  Lancet  showed  steady  improvement  for  six- 
years.16  Our  own  observations  confirm  im- 
provement over  a long  period  of  time. 

Several  obstacles  may  hinder  this  treatment. 
First,  the  physical  therapy  technicians  must  be 
trained  so  as  to  overcome  their  previous  ideas 
as  to  how  far  such  stretching  should  be  carried 
Second,  in  the  acute  phase,  the  patient  must  coop- 
erate to  permit  the  necessary  maximum  stretch- 
ing. If  curare  is  not  available,  this  goal  can- 
not be  obtained  in  most  patients  owing  to  pain. 
Third,  following  the  achievement  of  complete 
relaxation,  the  patient  and  his  family  must  con- 
tinue the  constant  and  arduous  stretching  at 
home,  as  well  as  in  the  outpatient  department 
or  doctor’s  office.  Finally,  they  must  realize 
that  stretching  must  be  continued  year  after 
year  until  maximum  muscle  power  has  been  re- 
covered. 

If  this  prospect  looks  dreary,  it  is  nevertheless 
more  cheerful  than  many  of  our  routine  oper- 
ative procedures,  which  even  in  the  best  hands 
require  crippling  fusions  and  repeated  oper- 
ations, leaving  the  patient  disabled.  Probably, 
therefore,  the  majority  of  patients,  given  the 
choice,  would  prefer  stretchings. 

Summary 

The  prevention  of  contractures  has  been  the 
unachieved  aim  in  the  orthopedic  treatment  of 
acute  and  convalescent  poliomyelitis.  The 
‘orthodox  method”  attempted  this  with  casts 
and  braces  and  failed. 

- The  “curare  and  intensive  physical  therapy” 
Imethod  is  based  on  the  principle  that  the  devel- 
opment of  a contracture  is  the  result  of  neglected 
muscle  tightness.  The  technic  of  muscle  stretch- 
ng  for  overcoming  the  tightness  is  explained  in 
iietail  with  emphasis  on  the  need  for  maximum 
stretching.  Muscle  shortening,  which  is  other- 
wise inevitable  in  acute  polio,  is  thus  avoided. 
The  resultant  restitution  of  normal  muscle  length 
prevents  deformities  and  makes  casts  and  braces 
onnecessary. 

Follow-up  observations  show  the  need  for  con- 
tinued stretching  of  all  muscles  for  many  years, 
particularly  if  recovery  is  incomplete.  If  paraly- 
sis persists,  abandonment  of  stretching  results 
in  muscle  tightness  and  consequent  deformi- 
ties. On  the  other  hand,  adequate  stretching, 


if  persisted  in,  prevents  deformities  despite  the 
presence  of  paralysis. 

Conclusion 

Stretching  of  the  muscles  in  acute  and  sub- 
acute polio,  preferably  with  the  aid  of  curare,  and 
started  immediately  after  the  onset,  is  the  most 
satisfactory  method  of  treatment,  since  it  tends 
to  prevent  deformities  and  gives  the  paralyzed 
muscles  their  best  chance  of  recovery. 
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Discussion 

Robert  L.  Patterson,  Jr.,  M.D.,  New  York  City. — 
In  1949  at  the  symposium  on  the  treatment  of  polio- 
myelitis held  by  the  National  Foundation,  the 
subject  of  stretching  of  muscles,  either  with  or 
without  curare,  was  discussed.  It  was  generally 
agreed  among  the  panel  that  because  of  the  small 
number  of  cases  and  the  still  uncertain  property  of 
curare,  stretching  under  curare  should  not  be  con- 
sidered the  treatment,  but  should  still  be  an  experi- 
mental procedure  until  the  method  could  be  properly 
appraised.  The  authors  of  this  paper  have  now 
added  their  experiences  in  the  use  of  stretching. 

In  commenting  on  this  subject,  as  presented,  it 
seems  we  can  discuss  it  only  by  saying  that  we  do 
not  believe  in  the  forceful  stretching  of  muscles  in 
poliomyelitis,  either  under  curare,  or  any  form  of 
anesthesia.  We  do  not  use  the  method  for  the 
following  reasons: 

1.  The  use  of  curare  followed  by  intensive 
stretchings  in  poliomyelitis  is  based  on  interpreta- 
tions of  certain  data  which  we  are  not  convinced  is 
scientifically  proved.  Ransohoff  stated  at  the 
Foundation  symposium  that  “curare  is  an  adjuvant 
to  earlier  physical  therapy.  It  has  a definite  in- 
fluence on  electrical  patterns  created  in  polio. 
First,  it  knocks  out  the  resting  currents,  it  obliter- 
ates the  pathological  stretch  phenomenon,  and  the 
antagonistic  relationship  (meaning  that  Sherring- 
ton’s law  is  upset)  can  be  returned  to  normal  by 
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curare.”  Ransohoff  put  most  of  his  faith  in  this  sum- 
mary on  electromyographic  studies  and  concluded, 
as  the  authors  have,  that  the  great  majority  of 
voluntary  muscles  in  poliomyelitis  show  spasm, 
shortening,  etc.  Moldaver,  as  early  as  1943, 
clearly  showed  that  there  are  no  resting  currents  in 
poliomyelitis  when  a patient  is  at  rest.  He  showed 
also  that  there  is  no  spasm  or  increased  stretch  re- 
flex in  polio,  but  that  all  the  reaction  is  that  of  a 
painful  stretch  reflex.  Also,  in  polio  there  is  no 
activity  unless  stretching  is  done.  If  we  accept 
these  conclusions  based  on  experimental  studies, 
and  we  do,  then  you  can  see  our  first  reason  for  not 
using  forceful  stretching  under  curare. 

2.  The  use  of  curare  is  not  without  risk,  al- 
though the  authors  mentioned  no  complications  in 
their  experience.  Berg  warns  that  the  dose  of  0.9 
units  per  kilogram  of  body  weight  recommended  by 
the  authors  is  of  little  value,  and  that  larger  doses 
may  be  dangerous,  since  there  is  such  a narrow 
margin  of  safety  between  the  effective  dose  and 
paralysis  of  the  muscles  of  respiration.  The  authors 
have  listed  their  safeguards  in  the  use  of  curare. 

3.  Forceful  stretching  of  muscles  in  a patient 
with  polio,  who  is  extremely  tender,  who  may  be 
very  sick,  and  who  is  very  apprehensive,  seems  not 
only  unnecessary,  but  cruel.  We  believe  that  good 
results  can  be  obtained  with  proper  nursing',  com- 
fortable position  in  bed,  the  use  of  warm  packs,  and, 
even  better,  the  use  of  the  hot  pool  when  the  patient 
is  able.  Gaining  the  patient’s  confidence  that  he  will 
not  be  hurt  accomplishes  all  we  can  expect.  Frank 
Ober  states  that  forceful  stretching  of  painful  type 
does  more  to  lower  the  morale  in  the  patient  with 
infantile  paralysis  than  any  other  method.  Next, 
the  extreme  degree  of  stretching  which  the  authors 
are  recommending  can  be  dangerous.  We  are  fa- 
miliar at  the  present  time  with  five  cases  which  have 
been  stretched  in  one  form  or  the  other,  three  with 
resultant  hemorrhage  into  the  muscles,  followed  by 
calcification  and  finally  myositis  ossificans  and 
complete  bony  bridging  across  the  joint.  Sir 
Arthur  Keith  would  have  been  unhappy,  after  say- 
ing, “If  in  any  crisis  of  surgical  treatment  rest  is 
necessary,  it  is  in  the  early  stages  of  degeneration  of 
a paralyzed  muscle.”  Also,  we  do  not  believe  that 


the  absence  of  contractures  should  eliminate  the  use 
of  supports.  Regardless  of  the  absence  of  spasm, 
shortening,  or  contracture  of  the  hamstrings  and 
fasciae  posteriorly  in  the  presence  of  a paralysis  of 
the  quadriceps,  there  is  no  reason  for  not  having  a 
locked  knee  brace  to  help  locomotion.  It  seems  that 
in  all  the  articles  advocating  the  use  of  curare  and 
stretching,  great  emphasis  is  placed  on  the  useless- 
ness of  braces;  we  think  this  attitude  is  ridiculous. 
In  findings  of  the  poliomyelitis  epidemic  of  1944 
Lenhard,  in  speaking  of  treatment,  stated  that 
“unless  treatment  was  faulty,  the  improvement  was 
continuous  until  a maximum  recovery  had  been  ob- 
tained. If,  however,  the  muscles  were  fatigued  by 
a lack  of  support,  if  the  patients  were  allowed  to 
stand  and  walk  too  soon,  if  they  were  given  curare 
or  Prostigmin,  if  the  muscles  were  stretched  and  no 
heed  paid  or  given  to  supportive  therapy,  the 
muscles  remained  weak.” 

4.  The  use  of  curare  does  not  affect  the  disease 
or  hasten  recovery  from  it.  Ransohoff  stated  that 
earlier  ambulation  and  less  hospital  care  were  neces- 
sary. Fortunately,  the  authors,  I believe,  do  not 
make  this  statement.  I must  quote  Bennett,  who 
says,  “If  you  begin  ambulation  too  early  too  regu- 
larly, you  will  get  into  trouble.”  Professor  Seddon 
in  Oxford  attempted  at  one  time  to  get  patients  up 
in  as  little  as  six  or  seven  weeks  but  stopped  when 
weekly  muscle  charts  showed  increase  in  muscle 
deterioration. 

It  is  extremely  difficult  to  appraise  the  value  of 
any  treatment  when  so  many  variables  come  into 
play,  as  they  do  in  polio.  We  understand  how 
difficult  the  functional  appraisal  in  polio  is.  I an) 
reminded  of  what  Robert  Lovett  said.  It  is  like 
playing  a game  of  bridge.  You  can  have  poor  cards, 
and  yet,  because  of  distribution,  win  the  game. 
So,  in  polio,  a severe  paralytic  looks  as  though  he 
could  never  walk,  but,  because  of  distribution  of  the 
paralysis  he  does  walk. 

Finally,  since  the  lay  public  has  such  a great 
interest  in  and  knowledge  of  infantile  paralysis,  we 
must  be  careful  not  to  let  them  think  that  stretch- 
ing under  curare  is  the  cure  for  poliomyelitis,  that 
it  eliminates  braces,  plaster,  and  crutches,  or 
shortens  the  progress  of  the  disease. 


REPORT  LONGEVITY  OF  PATIENTS  WITH 
Patients  with  benign  essential  hypertension,  a high 
blood  pressure  condition  of  long  standing  and  un- 
known cause,  may  live  a long  and  effective  life,  ac- 
cording to  a study  made  by  two  Boston  physicians. 
It  has  been  estimated  that  most  of  the  high  blood 
pressure  cases  fall  into  that  classification.  The  con- 
clusion was  based  on  an  observation  of  100  cases 
followed  personally  by  Drs.  James  P.  O’Hare  and 
Robert  B.  Holdenof  the  Peter  Bent  Brigham  Hos- 
pital over  periods  ranging  from  ten  to  thirty-four 
years,  with  an  average  of  more  than  seventeen  years. 
Their  report  was  published  in  the  August  10  issue  of 
the  Journal  of  the  American  Medical  Association. 


HIGH  BLOOD  PRESSURE 

The  Boston  doctors  said  that  of  the  100  patients. 
47  are  in  “good”  condition,  19  in  a “fair”  state  of 
health,  and  only  five  in  “poor”  condition.  Twenty- 
nine  deaths  have  occurred-,  the  main  causes  being 
brain  hemorrhages,  blood  clots,  and  heart  failure, 
complications  which  usually  developed  late  in  tin- 
disease.  There  were  67  women  and  33  men  in  the 
series,  and  this  predominance  of  women  may  account 
for  the  longevity  and  generally  favorable  course,  the 
doctors  explained.  They  pointed  out  that  it  i> 
generally  agreed  that,  women  as  a class  withstand 
hypertension  better  than  do  men.  The  average  age 
at  onset  of  the  disease  was  forty-five  years. 


VITALLIUM  INTRAMEDULLARY  HIP  PROSTHESIS: 
PRELIMINARY  REPORT 

Frederick  R.  Thompson,  M.D.,  D.Sc.  (Med.),  New  York  City 
( From  the  Orthopedic  Service  of  St.  Luke's  Hospital) 


WHEN  the  trabecular  structure  of  the  femoral 
head  and  neck  is  viewed  in  the  roent- 
genograms (Fig.  1),  it  is  seen  that  nature  directs 
the  major  portion  of  the  weight-thrust  to  run 
through  the  calcar  femorale  to  be  distributed 
i down  the  medial  cortex  of  the  shaft  of  femur. 
The  trabec.ulations  are  densest  at  the  central 
area  of  the  superior  portion  of  the  femoral  head. 
These  trabeculations  diminish  in  diameter  and 
! number  progressively  from  this  central  point 
1 when  traced  either  superolaterally  or  infero- 
medially.  These  streams  of  compression  stress 
| run  within  25  degrees  of  the  vertical,  almost  in 
■ a straight  line  down  to  the  junction  of  the  neck 
\ land  the  shaft  of  the  femur,  at  the  level  of  the 
lesser  trochanter.  They  then  angulate  and  are 
r;  transmitted  chiefly  down  the  inner  cortex  of  the 
i femur.  The  ideal  hip  prosthesis,  therefore, 
f primarily  must  transmit  all  weight  from  the  body 
i as  nearly  as  possible  along  these  lines  of  com- 
pression stress. 

Additional  curved  trabeculae  can  be  seen  stream- 
ing from  the  lateral  cortex  of  the  shaft  up  toward 
the  center  of  the  femoral  head.  These  represent 
i tension-stress  trabeculae,  not  compression  ones  as 
l the  first  set  do.  They  tend  to  prevent  the  neck 
from  fracturing  and  bending  into  coxa  vara. 
A prosthesis  must  have  these  tension  stresses 
t engineered  into  it. 

Proximal  Stress. — The  body  weight  transmits 
1 itself  mainly  through  the  superior  portion  of  the 
(acetabulum  onto  the  superior  central  portion  of 
the  femoral  head.  If  the  head  of  the  femur  fits 
'exactly  the  acetabular  socket,  this  area  of  con- 
1 tact  on  the  superior  aspect  of  the  head  may  be  as 
large  as  iy2  sq.  cm.  With  any  discrepancy  in 
1 1 size  between  the  head  and  the  socket,  such  as  a 
I smaller  head  than  the  normal  acetabulum,  the 
rj  contact  point  becomes  narrower  and  narrower, 
until  it  can  be  reduced  theoretically  to  a pin 
point.  If  too  small  a metal  head  is  used,  the 
. acetabulum  may  later  show  condensation  changes 
! at  its  superior  contact  point,  leading  to  painful 
I arthritis. 

Distal  Stress. — The  cross-section  surface  area 
! of  the  calcar  at  the  junction  of  neck  and  shaft  is 
not  over  y2  sq.  cm.  (Fig.  1).  It  was  not  known 
in  the  beginning  whether  the  calcar,  representing 

I 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Orthopedic  Surgery,  Joint  Meeting  with  the  Section  on 
Orthopedic  Surgery  of  the  New  York  Academy  of  Medicine, 
May  16,  1952. 


but  V2  sq.  cm.,  would  sustain  the  stress  of  weight- 
bearing without  absorbing.  A year’s  observa- 
tion has  led  to  the  belief  that  this  y2  sq.  cm.  area 
is  sufficient.  There  has  been  minimal  absorp- 
tion until  the  wide  collar  of  the  prosthesis  settles 
down  and  makes  contact  with  the  circumferential 
cortex  of  the  uper  shaft  and  trochanteric  region. 
There  has  been  little  absorption  beyond  that  point 
to  date. 

The  Ideal  Prosthesis 

The  ideal  prosthesis  should  fulfill  ten  criteria: 

1.  Head  Size — The  femoral  head  should  be 
as  nearly  the  same  size  as  the  acetabulum  as 
possible. 

2.  Anatomic  Shape — The  shape  of  the  head 
and  neck  should  be  anatomically  perfect  in  re- 
gard to  anteversion,  angle  of  neck,  and  length  of 
head  and  neck. 

3.  Nonelectrolytic  Metal — The  material 

should  be  made  of  nonelectrolytic  metal  which 
can  never  form  a battery  within  the  body.  It  is 
better  to  have  the  prosthesis  of  metal  than  of  an 
acrylic  or  nylon,  since  the  Yitallium  will  not  wear 
out. 

4.  Easy  Insertion — The  prosthesis  must  be 
easy  to  insert,  with  minimal  shock  to  the  aged 
patient,  since  the  elderly  cannot  withstand  ex- 
tensive surgery. 

5.  Anterior  Incision — If  possible,  the  pros- 
thesis should  be  inserted  without  the  division  of 
any  muscles,  so  that  early  ambulation  can  be 
accomplished  without  the  necessity  of  prolonged 
bed  rest  or  plaster  cast  fixation.  The  anterior 
incision  allows  a quick,  easy  approach  without 
dividing  any  essential  muscles  or  bony  structures. 

6.  Adequate  Head  and  Neck  Length — The 
total  length  from  the  dome  of  the  femoral  head 
to  the  outer  aspect  of  greater  trochanter  must  be 
maintained  if  one  is  to  avoid  a residual  abductor 
lurch,  since  a short  length  of  this  essential  struc- 
ture will  result  in  a weakness  of  the  gluteus 
medius  lever  mechanism  and  allow  a lurch  to 
take  place.  This  total  length  is  important,  too, 
so  that  the  tension  of  the  muscles  will  keep  the 
head  in  the  acetabular  socket  and  not  permit 
subsequent  dislocation.  Dislocation  has  been 
a too  frequent  complication  where  the  Judet 
prosthesis  has  been  used  in  nonunion  of  the 
femoral  neck  after  some  absorption  of  the  neck. 

7.  Sterility — The  prosthesis  should  be  capable 
of  complete  autoclaved  sterility  before  being  in- 
serted. 


3011 


3012 


FREDERICK  R.  THOMPSON 


[N.  Y.  State  J.  M. 


Fig.  1.  Cross-sectional  surface  area  of  calcar  is  l/2  sq.  cm.  in  female,  slightly  more  in  the  male.  Note 
compression  and  tension  stresses  in  upper  femur. 


8.  One-piece  Appliance — -It  should  be  com- 
posed of  one  piece  of  metal  and  not  of  two  or  more 
pieces,  since  whenever  two  or  more  pieces  are 
placed  within  the  body  they  can  sooner  or  later 
come  apart,  or  they  are  apt  to  break,  not  im- 
mediately, but  months  later,  at  the  site  of  the 
junction  of  the  two  pieces. 

9.  Coxa  vara — The  prosthesis  should  give 
assurance,  by  its  shape,  or  in  the  engineering 
principles  employed,  that  it  will  not  allow  sub- 
sequent development  of  coxa  vara. 

10.  Incorporation  of  Prosthesis  with  Bone — 
The  final  and  important  criterion  for  the  ideal 
prosthesis  is  the  property  of  being  ultimately  so 
incorporated  or  fixed  to  the  bone  that  its  stresses 
will  be  evenly  distributed  throughout  the  femoral 
shaft  without  any  motion,  so  that  it  becomes 
practically  a part  of  the  bone.  This  particular 
intramedullary  Vitallium  prosthesis  fails  in  this 
latter  respect.  Some  toggle  motion  takes  place. 
It  was  not  known  at  first  whether  this  would 
cause  trouble  by  a sensation  of  instability  or  by 
the  production  of  pain.  It  is  now  believed, 
after  a year’s  use,  that  this  toggle  motion  is  of 
minimal  consequence  and  does  not  enter  into 
the  production  of  pain  nor  a sense  of  in- 


stability to  any  appreciable  extent.  Although 
a slight  clunking  sound  is  noticed  by  the  patient 
during  the  early  months  after  the  insertion,  it  is 
believed  that  fibrous  tissue  thickening  develops 
about  the  prosthetic  stem  to  such  an  extent  that 
the  motion  is  minimal,  for  later  this  sound  no 
longer  is  felt  nor  appreciated  by  the  patient. 
Where  pain  is  present,  it  is  believed  to  be  due  to 
changes  on  the  acetabular  side  of  the  hip  and 
not  on  the  calcar  side. 

It  is  difficult  to  make  a standard  prosthesis 
stem  to  screw  into  every  medullary  canal  and 
thus  allow  the  bone  to  grow  more  intimately 
into  the  screw  threads,  because  of  the  fact  that 
these  canals  vary  in  diameter  with  the  age  of  the 
patient.  The  younger  the  patient,  the  smaller 
is  the  diameter;  the  older  the  patient,  the  larger 
is  the  diameter.  It  would  be  necessary,  there- 
fore, to  have  many  different  sizes  of  stem-screws 
to  accomplish  the  proper  fit.  Too  large  a thread- 
ing would  make  splitting  the  shaft  a grave  danger. 
Too  small  a threading  would  be  insufficient  for 
stability.  The  greater  trochanter  would  have 
to  be  removed  to  screw  the  prosthesis  into  the 
shaft.  From  a practical  consideration  of  all 
factors  involved,  therefore,  it  was  decided  to 
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Fig.  2.  Redemption  procedures  to  be  used  if 
prosthesis  operation  fails. 


forego  the  use  of  this  stem-screw  principle  and 
see  if  a slight  toggle  motion  would  cause  trouble. 

Redemption  Procedures 

An  important  consideration  in  evaluating  any 
new  prosthesis  is  what  subsequent  procedures 
can  be  done  if  the  present  operation  fails.  Cut- 
ting off  the  femoral  neck  leaves  no  bone  for  a 
Whitman  reconstruction.  A Colonna  procedure 
is  still  possible,  or  the  de  Palma  operation 
(Fig.  2).  Hip  arthrodesis  is  still  possible,  using 
the  technic  of  driving  a 155-degree-angle  Jewett 
| nail  into  the  roof  of  the  acetabulum  to  hold  the 
greater  trochanter  in  the  socket  until  fusion  takes 
place. 

Operative  Technic 

An  anterior  incision  is  made  from  the  anterior- 
i superior  spine  distally  about  4 inches.  The  inter- 
1 val  between  the  sartorius  and  the  tensor  fascia 
is  sought,  being  careful  to  preserve  the  lateral 
cutaneous  nerve  of  the  thigh  in  the  upper  inch 
of  the  incision.  Division  of  this  nerve  may  cause 
a painful  neuroma,  and  it  should  be  preserved  if 
possible.  It  may  be  necessary  in  some  individ- 
uals to  strip  off  the  first  inch  of  the  tensor 
fascia  origin  from  the  lateral  crest  of  ilium  in 
order  to  insert  the  prosthesis,  since  the  prosthetic 
head  later  may  need  this  extra  room  to  the 
lateral  side  of  the  wing  of  the  ilium  for  easy  in- 
sertion. If  this  is  done,  the  muscle  origin  is 
easily  sutured  back  into  place  later  without  the 
necessity  of  immobilization.  The  interval  is 
then  sought  between  the  rectus  muscle  and  the 
tensor  fascia.  One  comes  upon  the  lateral 
branches  of  the  femoral  circumflex  artery. 
These  are  isolated,  clamped,  and  ligated.  The 
capsule  of  the  hip  joint  is  then  exposed  by  re- 
tracting the  rectus  muscle  medially.  The 


Fig.  3.  Present  model  of  prosthesis  comes  in 
three  sizes  for  right  or  for  left. 

Arthritic  condensation  in  acetabulum  means  a 
painful  hip  unless  it  is  reamed  out  at  operation. 


superior  third  of  the  capsule  is  opened  in  line 
with  its  fibers,  beginning  the  incision  at  the 
superoanterior  acetabular  margin  and  continu- 
ing the  incision  downward  and  laterally  to  the 
superoanterior  border  of  the  capsule  insertion 
into  the  greater  trochanter.  An  L-shaped  or 
right-angle  incision  is  then  made  along  this 
capsular  insertion  on  the  intertrochanteric  ridge, 
and  the  capsule  is  thus  retracted  medially,  ex- 
posing the  femoral  neck.  Later  this  will  be 
sutured  firmly  back  into  place;  it  should  not  be 
excised,  since  dislocation  would  then  be  possible. 
Arthritis  or  synovitis  of  the  synovial  membrane 
in  nonunion  cases  seems  to  subside  quickly, 
following  the  insertion  of  the  Vitallium  pros- 
thesis, indicating  that  the  metal  is  well  tolerated. 
A small  lateral  incision  is  usually  made  over  upper 
femoral  shaft  to  extract  the  Smith-Petersen  nail. 
The  dead  femoral  head  of  the  nonunion  is  then 
removed.  It  is  well,  at  this  point  in  the  opera- 
tion, to  have  a trial  fit  of  the  prosthesis  into  the 
acetabulum.  This  is  done  by  holding  the  pros- 
thesis upside  down  and  pushing  it  into  the 
acetabulum.  In  some  patients,  too  snug  a fit 
may  be  converted  into  an  easy  fit  by  division  of 
the  inferior  acetabular  ligament  with  scissors. 
The  prosthesis  comes  in  three  sizes  (Fig.  3). 
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Fig.  4.  Minor  complication:  stem  passing  out  old 
nail-track  instead  of  down  shaft  of  femur. 


The  largest  size  consistent  with  deep  socketing 
is  used.  The  remaining  portion  of  the  femoral 
neck  is  cut  off  flush  with  its  base.  A curet  is 
sufficient  to  scrape  out  the  cancellous  trabecula- 
tions  of  bone  at  the  base  of  the  neck.  Deep  to 
that  level,  the  cancellous  bone  is  so  soft  that  the 
examining  finger  can  be  pushed  down  the  shaft 
without  the  necessity  of  any  special  instrument 
to  enlarge  the  canal.  With  the  leg  in  marked  ex- 
ternal rotation,  adduction,  and  some  hyper- 
extension, the  stem  of  the  Vitallium  prosthesis 
is  then  inserted  down  the  femoral  shaft.  It 
should  be  well  seated,  and  its  collar  should  make 
firm  contact  at  all  of  its  circumference.  The 
calcar  femorale  receives  the  angle  at  the  stem  and 
the  collar,  and  the  collar  is  so  shaped  on  its  pos- 
terior surface  as  not  to  cause  pressure  on  the 
psoas  tendon.  Under  no  condition  should  the 
prosthesis  be  driven  into  place,  since  there  is  the 
ever-present  danger  of  shattering  some  of  the 
decalcified  femoral  shafts.  If  the  prosthesis  is 
easily  inserted,  one  should  be  sure  it  has  gone 
down  the  shaft  of  the  femur  and  not  out  the  old 
nail-track  where  the  Smith-Peterson  nail  was 
extracted.  A finger  in  the  lateral  skin  incision 
will  confirm  this  (Fig.  4). 

In  those  cases  of  leg-shortening  due  to  over- 
riding following  nonunion,  additional  length 
may  be  obtained  by  division  of  the  capsule  from 
the  femur.  It  is  easy  to  secure  l/2  inch  in 
length  (Fig.  5).  The  maximum  length  obtained 
has  been  l'A  inches  (Fig.  6).  It  is  not  possible 
to  secure  this  length  by  traction  prior  to  opera- 


Fig.  5.  One-half  inch  of  shortening  is  easily 
regained. 


tion,  if  it  will  not  come  down  under  anesthesia, 
nor  is  it  possible  to  secure  much  length  at  opera- 
tion without  dividing  the  capsule.  The  ad- 
vantage of  gaining  length  must  be  balanced 
against  the  danger  of  subsequent  dislocation  due 
to  division  of  the  capsule  from  the  acetabulum. 
This  will  be  discussed  later. 

Reduction  is  accomplished  with  the  leg  held  in 
external  rotation  with  firm  traction  on  the  leg. 
The  assistant  attempts  to  pull  the  leg  distallv 
while  the  operator  pushes  on  the  prosthetic 
head  from  above.  Under  no  condition  should 
the  leg  be  rotated  with  force  internally  to  secure 
this  reduction.  There  is  danger  of  rupturing 
the  shaft  with  vigorous  internal  rotation.  If. 
with  this  traction  distally,  combined  with  a push 
on  the  prosthetic  head  from  above,  the  prosthetic- 
head  is  not  at  the  proper  level  of  the  acetabulum, 
more  base  of  neck  and  calcar  need  to  l>e  removed 
until  the  head  comes  down  to  the  proper  level. 
The  use  of  a skid  is  dangerous  in  helping  to  re- 
duce the  head  into  the  acetabulum.  The  head 
should  reduce  into  the  acetabulum  without  undue 
tension. 

Closure  is  accomplished  by  interrupted  catgut 
sutures  in  the  capsular  flap.  The  remaining 
muscles  fall  together  and  need  few  deep  fascial 
sutures.  If  the  tensor  fascia  has  been  partially 
stripped  off  the  inch  of  its  origin  from  the  ilium, 
this  can  be  sutured  back  to  the  bone.  The  leg  is 
simply  bound  with  a compression  spica  flannel 
bandage  to  prevent  hematoma,  and  there  is  no 
necessity  either  for  subsequent  leg  traction  or  for  i 
the  application  of  a plaster  spica.  Some  sur-  I 
geons  favor  a boot  with  a bar,  holding  the  leg  in  1 
internal  rotation,  but  this  should  not  be  neces-  I 
sary.  Motion  may  be  begun  immediately,  and  I 
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Fig.  6.  Extensive  capsular  release  is  necessary  to 
regain  1 1 /a  inches  of  shortening. 


in  some  cases  the  patient  is  allowed  to  walk  the 
following  day.  It  is,  of  course,  injudicious  to 
allow  an  aged  patient  to  walk  on  a decalcified 
femoral  shaft  after  many  months  of  confinement 
to  bed. 

Indications 

The  primary  indication  for  the  use  of  this  pros- 
thesis is  in  the  aged  patient  with  nonunion  of  a 
femoral  neck  fracture  where  absorption  of  the 
neck  has  taken  place  and  where  there  is  a good 
visible  acetabular  socket.  The  simplicity  of  the 
operative  procedure  in  inserting  the  prosthesis 
justifies  its  use  for  the  aged  patient  who  will  not 
withstand  the  shock  of  much  surgery.  It  should 
not  be  used,  however,  where  the  patient  will  with- 
stand the  surgery  of  an  abduction  osteotomy, 
using  internal  fixation  to  fix  the  fragments  in 
place. 

A second  indication  for  use  of  the  prosthesis 
lies  in  that  group  of  cases  who  have  obtained 
union  either  from  a primary  nailing  or  from  a sub- 
sequent osteotomy,  but  who  have  developed 
aseptic  necrosis  of  the  femoral  head,  and  who  still 
retain  a visibly  good  acetabular  socket  with 
minimal  arthritis  and  minimal  thinning  of  the 
cartilaginous  joint-space. 

The  third  indication  for  the  use  of  this  pros- 
thesis is  in  that  group  of  cases  with  severe  ar- 
thritis of  both  hips  where  an  arthrodesis  of  one 
hip  is  indicated,  and  some  type  of  reconstructive 
procedure  is  needed  for  the  other  hip. 

There  is  little  information  to  indicate  that  its 
use  in  primary  arthroplasties  for  painful  arthritis 


of  the  hip  will  be  much  better  than  the  Smith- 
Peterson  cup  type  of  arthroplasty.  Although 
full  leg-length  can  be  obtained  in  such  cases, 
limited  hip  motion  is  expected  and  an  over-all 
good  result  should  not  be  anticipated  in  more 
than  a third  of  the  cases. 

Its  primary  use  in  freshly  fractured  necks  of 
the  femur  in  the  aged  is  not  advocated.  Al- 
though some  surgeons  believe  it  has  a place  in 
the  very  aged  with  those  high  fractures  of  the 
femoral  neck  close  to  the  head  itself,  it  is  still 
believed  that  the  procedure  of  choice  is  a Smith- 
Peterson  nailing  rather  than  the  use  of  this  ap- 
pliance. The  appliance  should  be  considered 
only  if  such  a primary  nailing  slips,  indicating 
the  need  for  a secondary  operative  procedure. 
Such  a complication  is  the  primary  indication  for 
the  use  of  this  prosthesis. 

Results 

This  procedure  has  been  done  only  for  a year 
and  a half  in  a mere  14  cases.  Although  a cer- 
tain amount  of  information  can  be  gained  from 
this  experience,  as  well  as  from  the  experience  of 
confreres  who  have  done  similar  numbers  of 
cases,  elaborate  claims  for  justification  for  use  of 
this  prosthesis  are  definitely  out  of  order.  In 
general,  however,  one  may  state  that  the  results 
of  this  prosthesis,  when  used  as  a salvage  proce- 
dure in  the  aged,  have  been  very  satisfactory, 
but  the  results,  when  used  as  a primary  recon- 
structive procedure,  though  promising,  need  more 
time  for  proper  evaluation. 

Hip  motion  following  insertion  of  the  prosthesis 
has  been  very  satisfactory.  Unless  extensive 
capsular  division  has  been  done,  these  hips  flex 
well  to  90  degrees,  and  some  regain  full  flexion 
equal  to  that  of  the  opposite  thigh.  The  patients 
sit  normally  and  are  not  troubled  by  limited  hip 
flexion.  There  is  adequate  rotation  and  abduc- 
tion for  their  needs. 

In  no  case  has  the  muscle  power  returned  to 
normal.  Although  these  patients  do  not  have  an 
abductor  lurch,  and  although  many  are  able  to 
climb  stairs  using  the  prosthetic  hip  side  to  sus- 
tain the  body  weight  in  ascending  and  descend- 
ing, there  is  still  not  the  full  muscle  power  present. 

Two  of  the  fourteen  patients  developed  pain- 
ful hips  after  a temporary  period  of  cessation  of 
pain.  One  of  these  was  flue  to  an  arthritic 
acetabulum  which  was  not  reamed  out  to  form  a 
new  socket  (Fig.  3),  and  the  other  was  due  to  a 
slow  subluxation  of  the  prosthesis  after  five 
months  of  being  apparently  well  socketed.  In 
the  others  the  absence  of  pain  has  been  most 
gratifying,  both  to  the  patient  and  to  the  surgeon. 

Only  two  of  the  14  patients  are  able  to  walk 
at  the  present  time  without  crutches  or  the  use  of 
a cane.  This  has  been  a most  discouraging 
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Fig.  7.  Normal  acetabular  socket  tolerates 
prosthesis  well  after  one  year.  Joint  space  is  not 
thinned.  Outer  femoral  shaft  thickens  at  tip  of 
stem.  This  prosthesis  is  of  earlier  model. 


Fig.  8.  Favorable  bone  reaction  of  calcar  and 
femoral  shaft  after  one  year  of  ambulation.  Earlier 
model  of  prosthesis. 


factor  to  the  surgeon  but  does  not  represent,  ap- 
parently, a disappointment  of  great  moment  to 
the  patient.  Half  of  these  patients  seem  per- 
fectly capable  of  walking  across  the  room  with- 
out the  use  of  a cane  but  state  that  they  do  not 
feel  thoroughly  secure  and  still  wish  to  use  a 
cane  as  an  everyday  practice  of  safety.  This 
may  be  due  to  the  aged  group  in  which  the  surgery 
has  been  performed.  A similar  state  of  affairs  is 
seen  in  an  aged  group  with  fractured  necks  of 
the  femur  who  have  healed  satisfactorily  and  who 
still  use  a cane.  Since  the  strength  of  these 
prosthetic  hips  and  legs  is  improving  beyond  the 
one  year  postoperative  period,  it  can  be  expected 
that  more  patients  may  be  able  to  do  without  their 
canes  and  crutches  at  a later  date,  a behavior 
similar  to  that  following  Vitallium  cup  arthro- 
plasties. 

The  ultimate  toleration  of  the  prosthesis  by 
the  body  is  not  definitely  known,  but  the  ob- 
servation of  a year  and  a half  in  ambulatory 


patients  gives  us  little  cause  for  alarm.  It  is 
anticipated  that  some  complications,  as  noted  in 
the  past  twenty  years  with  cup  arthroplasties, 
will  occur.  Some  may  intrude  through  the 
acetabulum.  Certain  incompatibilities  can  be 
noted,  however,  even  at  this  early  date.  An 
arthritic  acetabulum  does  not  tolerate  this  pros- 
thesis, nor  does  the  arthritic  acetabular  cartilage 
revert  back  to  normal  (Fig.  3).  The  good  acetab- 
ular socket,  on  the  other  hand,  with  a wide 
joint-space  and  good  articular  cartilage,  seems  to 
tolerate  the  prosthesis  well  (Fig.  7).  There  is  no 
grating  or  friction  on  movement,  and  there  is  no 
further  thinning  of  the  acetabular  half  of  the 
joint-space  in  the  ensuing  months. 

The  calcar  apparently  tolerates  very  well  the 
weight  stress  on  its  V*  sq.  cm.  of  surface  area. 
The  calcar,  as  represented  by  the  medial  cortex  of 
the  upper  shaft,  thickens  and  forms  a condensa- 
tion of  bone  in  the  angle  between  the  stem  of  the 
prosthesis  and  the  collar  (Fig.  8).  The  lateral 
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side  of  the  femoral  shaft  further  distally,  particu- 
larly near  the  tip  of  the  prosthesis,  thickens  its 
cortex,  and  the  bone  becomes  more  condensed 
where  the  stresses  and  strains  are  being  tolerated. 
There  has  been  no  heaping  up  of  bone  around  the 
collar  of  the  prosthesis  to  inhibit  hip  motion. 
In  some  of  the  earlier  cases  where  the  prosthetic 
collar  was  not  wide  enough  to  overlap  the  calcar 
well,  the  prosthesis  has  sunk  into  the  calcar  with 
slight  reactive  bone  production.  As  the  toggle 
motion  of  the  stem  decreased  in  the  months 
following  operation,  the  femoral  shaft  seemed  to 
thicken  near  the  tip  of  the  stem,  a fact  which 
gives  favorable  indication  that  all  toggle  motion 
in  time  will  cease,  by  bony  block  rather  than  by 
fibrous  tissue  encasement  alone.  From  these 
visible  roentgen  facts  it  is  surmised  that  the 
engineering  principles  of  the  prosthesis  are 
sound.  Any  real  trouble  has  been  on  the  acetab- 
ular side  of  the  hip  joint.  On  the  shaft  side  of 
the  hip  joint,  the  maximum  absorption  of  the 
calcar  has  been  1 cm.  in  a patient  in  whom  the 
prosthesis  collar  overlapped  the  calcar  insuffi- 
ciently for  full  anticipated  support. 

Complications 


I I Since  over  200  of  these  prostheses  have  been 

used  by  various  surgeons  throughout  the  country, 
there  are  complications  which  should  be  known 
to  those  attempting  to  use  the  appliance.  In 
this  particular  preliminary  report  of  14  cases, 
there  have  been  no  deaths,  no  infections,  and  no 
breakage. 

The  most  dangerous  complication  is  the  frac- 
turing of  the  femoral  shaft  while  inserting  the 
intramedullary  portion  of  the  prosthesis,  or  while 
attempting  to  reduce  the  inserted  prosthesis  into 
the  acetabulum.  The  danger  cannot  be  stressed 
too  strongly.  These  shafts  are  decalcified  and 
will  break  easily.  The  prosthesis  should  be 
inserted  gently  and  should  not  be  “driven  home” 
down  the  shaft.  The  complication  of  a frac- 
tured shaft  occurred  in  one  case  in  our  series 
during  the  early  days  when  a new  model  of  the 
prosthesis  was  being  tried.  The  prosthetic 
stem  contained  a fin  to  prevent  rotation.  This 
fin,  cutting  through  the  upper  end  of  shaft,  made 
a fracture  line  which  completed  itself  during 
attempted  reduction  using  forced  internal  rota- 
tion. There  was  nothing  to  do  then  but  attempt 
a hip  fusion,  using  accessory  anterior  iliac  bone 
as  grafts.  It  should  be  stressed  again  that  when 
it  is  time  to  reduce  the  inserted  prosthesis  into 
the  acetabulum,  this  should  be  done  with  the 
i leg  held  by  traction  in  gentle  external  rotation, 
while  the  operator  pushes  distally  on  the  pros- 
thetic head  from  above.  Internal  rotation 
j should  not  be  done  until  the  prosthetic  head  is 
socketed  in  the  acetabulum. 


Fig.  9.  If  capsule  is  not  divided  from  acetabu- 
lum to  regain  length,  then  calcar  and  medial  cortex 
must  be  removed  with  saw  well  down  to  level  of 
lesser  trochanter. 


A minor  complication  is  the  inserting  of  the 
prosthesis  incorrectly  so  that  the  stem  passes  out 
through  the  old  Smith-Petersen  nail-track  in- 
stead of  going  down  the  shaft  of  the  femur 
(Fig.  4).  This  is  surprisingly  easy  to  do  and  is 
best  guarded  against  by  making  a lateral  skin 
incision  to  extract  the  nail,  rather  than  extracting 
it  by  retracting  the  tensor  fascia  laterally  through 
the  anterior  wound.  Through  the  lateral  skin 
incision  one  can  insert  the  index  finger  as  the 
prosthesis  is  being  inserted  down  the  shaft  and 
can  feel  the  stem  pass  down  the  shaft  and  not  out 
the  old  nail-track.  One  should  have  a fixed  rule 
to  take  roentgenograms  at  the  completion  of 
operation  with  the  patient  on  the  table,  and  with 
the  operator  still  maintaining  sterility. 

Early  dislocation  of  the  prosthesis  from  the 
acetabulum,  in  some  surgeon’s  hands,  has  re- 
sulted from  excising  the  capsule,  on  the  advice 
of  other  authors,  in  an  attempt  to  rid  the  patient 
of  the  capsular  nerve  supply  appreciating 
pain.  While  the  excision  of  the  capsule  may 
be  necessary  in  some  arthroplasties  for  arthritic 
hips,  adequate  precautions  of  immobilization  in 
abduction  should  be  taken  for  long  periods  of 
time  following  such  surgery.  As  a general  rule, 
the  capsule  in  nonunion  cases  should  be  left  intact 
and  carefully  sewed  snugly  back  together.  If 
the  indications  for  the  use  of  the  prosthesis  are 
properly  obeyed,  it  is  not  necessary  to  remove  the 
capsule  as  a pain-preventative. 

One  case  in  this  report  developed  a slow 
subluxation  of  the  hip  joint  after  five  months, 
when  the  prosthesis  had  seemed  well  socketed 
during  the  early  months  (Figs.  10  and  11). 
The  capsule  in  this  case  had  been  cut  loose  from 
the  acetabulum  in  order  to  gain  IV2  inch  short- 
ening from  overriding  of  the  nonunion.  It  is 
probable  that  the  capsule  never  became  firmly 
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Fig.  10.  Slow  subluxation  of  prosthesis  after 
being  well  socketed  in  early  months  of  ambulation. 
Extensive  capsular  release  had  been  done  at  opera- 
tion for  IV2  inch  shortening 

adherent  to  the  acetabular  margin.  This  com- 
plication therefore  represents  a real  problem  in 
the  use  of  the  prosthesis,  since  many  cases  com- 
ing to  operation  show  overriding  with  resulting 
shortening.  The  shortening  can  be  made  up 
only  by  some  type  of  capsular  release.  Recently 
we  have  attempted  to  release  the  capsule  from  its 
trochanteric  and  shaft  insertion  rather  than  cut 
it  from  the  acetabular  rim  in  order  to  prevent 
dislocation.  Time  alone  will  show  us  whether 
this  procedure  will  solve  the  problem.  To  re- 
move the  capsule  from  the  shaft  side  is  more 
difficult  technically  than  to  cut  it  loose  from  the 
acetabular  rim. 

Summary 

1.  A preliminary  report  on  the  use  of  a Vital- 
lium  intramedullary  hip  prosthesis  has  been 
made. 

2.  The  engineering  principles  and  stress  forces 
of  the  prosthesis  have  been  discussed. 

3.  The  technic  of  operation  has  been  de- 
scribed, together  with  remarks  on  technical  dif- 
ficulties to  be  anticipated  and  complications  to 
be  avoided.  The  indications  for  the  use  of  the 
prosthesis  are  three  in  number  and  caution  is 
urged  in  the  indiscriminate  use  of  this  adjunct  to 
our  armamentarium. 

4.  Of  the  14  patients  operated  upon,  two  have 
been  unsatisfactory  because  of  pain,  and  one  be- 
cause of  the  fracturing  of  the  shaft  at  the  time 
of  prosthetic  insertion. 

16  East  90th  Street 

Discussion 

M.  Beckett  Howorth,  M.D.,  New  York  City  (By 
invitation). — Dr.  Thompson  has  given  a clear, 
orderly,  and  well-illustrated  report  on  his  type  of 
hip  prosthesis  and  the  early  results  in  the  14  cases 
which  he  has  treated  by  this  operation.  He  is  to 


Fig.  11.  Subluxation  at  six  months  necessitated 
reaming  out  acetabulum  and  a “drive  in”  shelf  to 
deepen  socket. 


be  congratulated  not  only  on  the  quality  of  his 
presentation  but  also  on  his  work  in  this  still  ex- 
perimental field. 

The  early  work,  operations  which  attempted  to 
secure  a movable  weight-bearing  hip  with  minimal 
pain,  such  as  removal  of  the  femoral  head,  the  vari- 
ous osteotomies,  and  the  insertion  of  membrane  and 
finally  of  a cup  or  mold  between  the  femoral  head 
and  the  acetabulum,  in  general  have  not  given  satis- 
factory results.  Hence,  the  search  for  a better 
method  continues.  In  the  past  decade  interest  has 
centered  about  efforts  to  replace  the  femoral  head 
and  perhaps  the  adjoining  portion  of  the  femur  with 
some  sort  of  prosthesis.  There  are  three  basic 
types  of  prosthesis.  The  simplest  is  the  prosthesis 
replacing  only  the  femoral  head,  such  as  the  acrylic 
head  of  the  Judet’s  operation,  the  nylon  head  of 
McAusland,  or  the  stainless  steel  or  Vitallium  head. 
The  intermediate  type,  which  includes  such  devices 
as  those  of  Austin  Moore,  Fred  Thompson,  Eicher, 
Minneapolis,  or  McBride  replaces  both  femoral  head 
and  neck,  and  extends  down  into  the  shaft.  The 
third  type  replaces  also  the  trochanters;  this  type  has 
been  used  largely  when  resection  of  the  upper  femur 
was  required,  as  for  removal  of  a tumor  or  extensive 
disease.  When  a prosthesis  is  used,  which  type  and 
which  material  is  best? 

I agree  basically  with  Dr.  Thompson’s  remarks, 
but  there  are  several  points  which  warrant  questions 
or  further  discussion.  Incidentally,  my  comments 
would  apply  to  any  type  of  hip  prosthesis  and  are 
not  limited  to  the  type  used  by  Dr.  Thompson. 

Dr.  Thompson  has  reminded  us  of  the  lines  of 
stress  and  strain  and  weight  thrust  through  the  head 
and  neck  of  the  femur  into  the  shaft.  However,  it 
may  not  be  correct  to  assume  that  the  stresses  arc 
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the  same  in  the  prosthesis  as  in  the  normal  femur, 
especially  at  the  area  of  junction  between  the 
prosthesis  and  the  bone.  The  material  used,  its 
homogeneity,  its  size  and  shape,  as  well  as  the 
character  of  the  juncture,  may  well  modify  the 
stresses  and  strains. 

Dr.  Thompson  has  named  ten  characteristics  of 
the  ideal  prosthesis,  with  which  I am  in  fundamental 
agreement.  He  has  suggested  that  the  head  size 
be  the  same  as  that  of  the  acetabulum.  Are  the 
three  sizes  enough?  Certainly  the  angles  and 
length  of  the  prosthesis  should  correspond  to  those 
of  the  normal  head  and  neck.  The  material  should 
be  nonelectrolytic.  Do  we  know  yet  which  is  the 
best  material?  Probably  stainless  steel  or  Vitallium 
will  wear  longer  than  acrylic  or  nylon,  but  these 
metals  are  harder  than  the  articular  cartilage  of  the 
acetabulum  and  may  therefore  cause  it  to  wear  and 
degenerate  faster.  It  appears  probable  that  the 
acrylic  or  nylon,  being  nearer  the  hardness  of  artic- 
ular cartilage,  may  produce  less  wear  on  the  latter, 
and  may  be  durable  enough,  at  least  in  the  elderly 
adult.  I saw  Dr.  Judet  remove  an  acrylic  prosthesis 
which  had  been  in  the  hip  for  four  years,  and  which 

■ looked  as  clean  and  smooth  as  a new  one.  The 
prosthesis  should  be  easy  to  insert,  in  order  to  make 
the  operation  safe  for  the  poor-risk  patient,  but  the 
prosthesis  should  be  stable  so  as  to  remain  secure 
for  a long  time,  and  ease  of  insertion  should  not  be  a 
substitute  for  stability.  I am  somewhat  concerned 
about  the  toggle  motion  which  Dr.  Thompson  re- 
ports, and  the  fact  that  he  uses  only  one  size  shaft 
for  the  prosthesis.  Perhaps  when  he  has  followed 
his  cases  for  several  years  we  may  have  a more 
definite  answer. 

The  approach  used  is  the  standard  Smith-Petersen 
incision,  and  should  be  quite  satisfactory.  Since 
the  neck  is  removed,  the  L-shaped  capsule  incision 
should  cause  no  difficulty,  but  with  the  neck  pre- 
served in  the  shorter  types  of  prosthesis,  damage  to 
the  circulation  of  the  neck  might  occur.  Certainly 
the  prosthesis  should  be  sterile,  but  the  autoclave 
is  not  the  only  method  of  sterilization,  and  any 
method  which  ensures  sterility  without  damage  to 
the  material  should  be  acceptable.  It  is  obviously 
preferable  to  have  the  prosthesis  in  one  piece,  pro- 
vided that  some  more  important  advantage  is  not 
gained  by  having  it  in  more  than  one  piece. 

I agree  with  Dr.  Thompson  that  it  is  desirable  to 
have  the  opportunity  to  redeem  the  hip  if  the  pros- 
thesis operation  should  fail.  Removal  of  the 
trochanters  burns  the  bridges  and  leaves  little  to  be 
done,  and  Dr.  Thompson’s  type  of  prosthesis  would 
be  preferable  to  this.  On  the  other  hand,  un- 
necessary removal  of  the  neck  is  also  a disadvantage 
when  any  further  procedure  except  the  Colonna 
operation  becomes  necessary.  Could  the  splitting 
of  the  shaft  by  the  prosthesis  be  prevented  by  the 
use  of  an  exploring  device  similar  to  the  shaft  of  the 
prosthesis,  and  when  necessary  a reamer  or  broach? 
The  most  important  complication  seems  to  be 
subluxation  after  the  operation,  which  would  pro- 
duce osteoarthritis  because  of  wear  and  tear,  and 
pain.  Preservation  and  suture  of  the  capsule,  as 
well  as  a proper  length  of  prosthesis,  are  quite  im- 


portant. In  some  hips  it  may  be  necessary  to  re- 
shape the  acetabulum  for  a proper  fit. 

Dr.  Thompson  has  given  three  indications  for  this 
type  of  prosthesis.  Nonunion  of  a fracture  of  the 
base  of  the  neck  appears  to  be  a clear  indication. 
However,  nonunion  of  subcapital  fracture,  aseptic 
necrosis  of  the  femoral  head,  and  osteoarthritis  are 
indications  for  a simpler  type  of  prosthesis,  such  as 
that  of  Judet,  without  removal  of  the  neck,  unless  it 
can  be  clearly  shown  that  it  is  an  advantage  to  re- 
move the  neck  and  use  the  more  extensive  pros- 
thesis. The  results  in  Dr.  Thompson’s  14  cases 
with  a short  follow-up  are  encouraging.  We  will 
be  interested,  however,  in  a much  longer  follow-up 
on  a larger  series  of  cases. 

It  is  important  in  evaluating  results  to  have  com- 
parable standards  as  well  as  enough  cases  followed 
for  several  years.  It  is  misleading  to  compare  re- 
sults on  the  basis  of  general,  unstandardized  terms, 
such  as  satisfactory,  good,  or  fair.  At  present  our 
basis  for  comparison  must  be  the  reports  of  the 
Judet’s  operation  since  there  have  been  reported 
400  of  these  cases  which  have  been  followed  for  one 
to  five  years,  by  far  the  largest  series  with  the  best 
follow-up  yet  reported.  Furthermore,  a high 
standard  of  evaluation  has  been  used  for  these  cases, 
including  a clear  statement  of  the  method  of  assess- 
ing the  results  so  that  others  may  use  the  same 
method.  The  evaluation  is  about  25  per  cent  higher 
than  that  of  any  other  report  with  which  I am 
familiar,  because  of  the  nature  of  the  standards. 

Our  real  problems  with  the  hip  prosthesis  opera- 
tions are  as  yet  unsolved.  What  is  the  choice  be- 
tween hip  fusion,  cup  arthroplasty,  and  prosthesis? 
When  a prosthesis  is  indicated,  which  of  the  several 
materials  and  the  numerous  devices  available  will 
offer  the  best  result  in  a given  case?  This  will  de- 
pend somewhat  upon  the  skill  and  experience  of  the 
surgeon  but  will  also  depend  upon  careful  evaluation 
of  numbers  of  cases  over  a long  period  of  time,  using 
comparable  standards.  It  is  incumbent  upon  us  all 
to  contribute  as  much  as  we  can  to  the  answers  to 
these  questions. 

Philip  D.  Wilson,  Jr.,  M.D.,  New  York  City.— 
Dr.  Thompson  has  worked  out  what  promises  to 
be  a successful  approach  to  a difficult  problem.  He 
has  given  a clear  summary  of  his  experience,  both 
encouraging  and  adverse.  It  is  wise  to  remember, 
however,  that  this  is  a preliminary  report  and  that 
experience  is  not  yet  sufficient  to  place  this  opera- 
tion on  more  than  an  experimental  basis. 

Dr.  Thompson’s  prosthesis  has  not  been  used  at 
the  Hospital  for  Special  Surgery.  Our  experience 
has  been  confined  to  the  use  of  the  Judet’  acrylic 
prosthesis  and  its  Vitallium  counterpart  with  a 
three-flanged  stem.  We  have  had  50  such  opera- 
tions in  a period  of  almost  two  years. 

A study  of  the  results  in  our  cases  indicates  that 
they  will  be  fully  as  good  and  probably  somewhat 
better  than  the  results  with  the  various  modifica- 
tions of  the  cup  arthroplasty.  The  figures  agree 
with  those  previously  reported  by  Dr.  Judet.  The 
complication  most  frequently  encountered  has  been 
subluxation  in  the  early  postoperative  phase.  The 
factor  most  important  in  producing  this  instability 
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is  loss  of  length  of  the  femoral  neck  with  consequent 
ligamentous  and  muscular  relaxation. 

Remember  that  our  knowledge  of  the  ultimate 
outcome  of  these  prosthetic  cases  is  still  inadequate. 
If  loosening  of  the  prosthesis  at  its  junction  with 
the  femur  is  of  some  concern  in  the  cases  where  the 
head  only  is  substituted,  what  must  it  be  in  Dr. 
Thompson’s  cases,  where  not  only  the  head  but  a 
short  neck  also  is  replaced?  Dr.  Thompson’s  ex- 
perience so  far  has  been  encouraging,  but  the  use  of 
his  operation  should  be  reserved  for  those  cases  in 
which  it  is  not  possible  to  preserve  or  restore  neck 
length  by  a shorter  prosthesis,  just  as  it  is  still  far 
better  to  obtain  union  in  a fractured  femoral  neck 
than  to  substitute  an  artificial  head  as  a primary 
procedure. 

The  following  two  cases  of  Dr.  Philip  D.  Wilson, 
Sr.,  presented  the  problem  of  short  femoral  necks. 
They  illustrate  possible  alternatives  to  Dr.  Thomp- 
son’s operation.  The  first  of  these  was  one  of  the 
early  prosthetic  cases.  She  subluxated  and  was 
reoperated  in  March  of  this  year.  In  order  to  ob- 
tain a snug  fit  of  prosthesis  and  secure  reduction  into 
the  acetabulum  the  lesser  trochanter  was  removed 
and  the  greater  trochanter  scooped  out.  The  re- 
sult so  far  has  been  satisfactory,  although  it  is  too 
early  to  tell  how  good  her  gait  will  be.  The  second 
case  utilized  the  time-tried  method  of  distal  trans- 
position of  the  greater  trochanter,  together  with  the 
insertion  of  the  gluteal  abductors.  This  case  had 
had  a previous  Whitman  reconstruction  but  had 
developed  a painful  osteoarthritis,  and  for  this 
reason  it  is  not  a fair  one  for  comparison.  An 
abductor  weakness  persists,  even  though  the  patient 
is  well  satisfied  with  the  result. 

In  both  these  cases,  it  seems  likely  that  limp  will 
persist,  however,  since  the  normal  mechanical  ad- 
vantage of  the  hip  abductors  has  not  been  restored. 
It  is  in  this  type  of  problem  that  I see  the  main 
indication  for  Dr.  Thompson’s  prosthesis. 


A point  in  Dr.  Thompson’s  paper  which  interests 
me  particularly  is  the  observation  that  “toggle”  or 
rocking  motion  between  prosthesis  and  host  dimin- 
ishes with  time.  This  is  certainly  not  consistent 
with  previous  experience  in  the  attachment  of  inert 
materials  to  bone.  In  the  two  cases  of  removal  of 
Judet  prostheses  that  I have  seen,  the  stem  of  the 
appliance  has  been  found  embedded  in  a fibrous 
capsule.  One  case  was  an  infected  one  and  for  this 
reason  cannot  be  used  as  an  example.  The  other 
was  not,  but  in  both  cases  the  findings  were  very 
much  the  same.  The  prosthesis  seemed  firmly 
attached,  from  the  point  of  view  of  toggle  motion, 
by  virtue  of  the  sleeve  which  encompasses  the  neck, 
but  it  rotated  freely  in  its  canal  and  could  be  re- 
moved with  ease.  In  the  noninfected  case,  x-rays 
showed  the  typical  bony  cradle  about  the  prosthetic 
stem.  It  had  been  inserted  one  year  previously 
and  was  removed  because  of  subluxation.  In  the 
light  of  these  observations,  I wonder  if  Dr.  Thomp- 
son is  not  too  hopeful  that  a bony  buttress  wall  form 
intimately  about  the  base  of  his  prosthesis.  Is  it 
not  more  likely  that  the  prosthesis  will  settle  gradu- 
ally onto  the  shaft  until  its  shoulders  become  more 
closely  fitted  to  the  surrounding  bone? 

I wonder  if  Dr.  Thompson  has  been  satisfied  with 
the  fixation  of  his  prosthesis  from  the  point  of  view 
of  rotation  ? 

Dr.  Thompson  has  presented  us  with  a new  hip 
prosthesis.  It  is  but  one  of  more  than  a dozen 
brought  forward  in  recent  years.  This  period  has 
marked  a new  era  in  orthopedic  surgery  in  which 
various  parts  of  the  skeleton  are  being  replaced  by 
metallic  and  plastic  substitutes.  It  has  been  made 
possible  by  the  discovery  of  materials  well  tolerated 
by  the  human  body.  Much  careful  stud}’  will  be 
necessary  before  we  can  evaluate  the  results  and 
determine  which  appliances  are  best.  In  the 
meantime  let  us  be  conservative  in  our  approach, 
and  let  us  not  sacrifice  bone  unnecessarily. 


GENETICS  AN  IMPORTANT  TOOL  IN  PEDIATRICS 


A specialist  in  pediatrics  and  medical  genetics 
predicts  that  a “knowledge  of  genetic  principles  will 
become  more  and  more  essential  to  the  physician.” 
With  the  decline  in  infections,  the  pediatrician  is 
faced  with  seeming  increase  in  hereditary  ailments. 
Of  over  300  children  seen  consecutively  in  a univer- 
sity hospital,  20  per  cent  presented  difficulties  of 
primarily  hereditary  origin;  in  another  20  per  cent, 
the  difficulties  secondarily  involved  heredity. 

The  pediatrician’s  greatest  use  of  genetic  infor- 


mation is  in  his  dealing  with  anxious  parents  asking 
about  the  etiology  of  a disease  or  the  chances  of  its 
repetition.  Anderson  recommends  a specific  answer, 
if  available,  to  prevent  later  bitterness  in  the  parents. 
Medical  geneticists  are  available  at  some  dozen  cen- 
ters for  consultation,  usually  without  fee.  If  diffi- 
cult problems  confront  the  pediatrician,  “he  should 
be  quick  to  utilize  the  services  of  a medical  genets 
icist.” — Ray  C.  Anderson,  M.D.,  Postgraduate 
Medicine,  February,  1952 


EXPERIMENTAL  BONE  TRANSPLANTS:  PRELIMINARY  REPORT 

Robert  S.  Siffert,  M.D.,  F.A.C.S.,  New  York  City 

( From  the  Departments  of  Orthopedic  Surgery  and  Pathology  of  Mount  Sinai  Hospital) 


Notwithstanding  the  clinical  success 

with  bone  grafts  in  major  reparative  and 
reconstructive  procedures  in  recent  years,  it  is 
surprising  how  little  we  understand  about  the 
physiologic  role  played  by  the  graft.  It  has  been 
generally  agreed  that  autogenous  transplants  are 
usually  better  incorporated  than  homogenous 
ones,  and  are  universally  better  than  heteroge- 
nous grafts  and  bone  substitutes.  Healing  has 
been  demonstrated  to  occur  more  rapidly  in  the 
presence  of  iliac  than  in  the  presence  of  cortical 
bone.1-2  Beyond  these  relatively  basic  observa- 
tions controversy  still  rages  as  to  whether  trans- 
planted bone  survives  or  becomes  totally  ne- 
! erotic;3  whether  it  survives  only  in  a passive 
role  or  whether  it  stimulates  osteogenesis;4 
whether  in  its  replacement  its  elements  are  fully 
removed  or  whether  they  may  be  reused;5 
whether  they  are  as  successful  in  the  frozen  state 
as  when  transplanted  freshly;6-8  whether  anti- 
genic factors,  species  specificity,  age  of  the  donor 
bone,  osteogenic  hormones,  phosphatase  and 
tissue  enzymes,9  and  a host  of  other  factors  play 
any  role  in  bone  healing  or  bone  formation. 

It  is  with  these  questions  in  mind  that  the 
present  investigation  was  undertaken,  in  an 
attempt  to  gain  a better  insight  as  to  the  role 
played  by  the  transplanted  bone  and  the  means 
of  its  incorporation.  The  material  presented 
here  is  a report  on  82  bone  grafts  in  rabbits  and 
is  part  of  a more  extensive  investigation  con- 
cerned with  the  physiology  of  bone  matrix. 

A 1.0  cm.  defect  was  made  in  the  ulna  of  a 
rabbit,  and  into  such  a defect  autogenous, 
homogenous,  and  heterogenous  bone  was  trans- 
planted. The  grafts  consisted  of  large  and  small 
tibial  slivers,  cancellous  bone  from  the  ilium,  and 
fine  tibial  shaves.  The  report  concerns  itself 
with  the  early  stages  of  healing  and  graft  incor- 
poration, the  specimens  being  studied  at  weekly 
intervals  for  the  first  six  weeks  of  healing  by 
routine  histologic  technics  as  well  as  by  phos- 
phatase10 and  collagen  (van  Gieson)  stains. 

Fibrin  clot  and  organizing  hematoma  forma- 
tion occurred  in  the  bone  defect,  being  histologi- 
cally similar  to  that  noted  in  a fracture  site,  and 
loosely  binding  the  grafted  fragments  to  the  bed. 

Presented  at  the  146th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Joint 
Meeting  of  the  Section  on  Orthopedic  Surgery  and  the 
Section  on  Orthopedic  Surgery  of  the  New  York  Academy 
of  Medicine,  May  16,  1952. 

This  work  was  performed  under  a Blumenthal  Fellowship 
in  Pathology. 


Fig.  1.  Autogenous  cancellous  transplant  in  the 
ulna  defect  of  a rabbit  for  two  weeks.  The  new  bone, 
growing  in  appositional  fashion  along  the  surfaces 
of  the  necrotic  transplant  (A),  has  its  origin  from  the 
invading  bone  (B),  growing  in  from  the  bone  ends. 
An  isolated  section  of  the  trabecular  surface  or  one 
taken  from  a different  level  of  the  block  might  give 
the  impression  that  the  appositional  bone  was 
arising  from  surviving  bone  cells  of  the  endosteum 
lining  the  trabeculae.  Note  that  the  bone  growth 
along  the  trabecular  surface  is  in  advance  of  that 
noted  in  the  surrounding  bed.  (X60) 

By  the  end  of  seven  to  ten  days,  granulation 
tissue  growing  in  from  the  bone  ends  replaced 
the  clot  and  came  to  surround  all  of  the  frag- 
ments. The  invading  mesenchymal  tissue  arose 
from  the  endosteal  elements  in  the  bone  ends. 
It  is  within  this  graft  bed  of  immature  un- 
differentiated mesenchymal  tissue  that  new  bone 
and  callus  formation  occurred.  It  did  not  arise 
de  novo  from  the  mesenchymal  tissue  in  the 
graft  bed,  but  rather  invaded  from  the  bone  ends 
and  periosteum.  The  mesenchymal  tissue  served 
as  an  ideal  medium  for  the  invasion  of  the  new 
bone.  However,  if  the  potential  for  new  bone 
growth  from  the  bone  ends  was  poor,  or  if  the 
gap  was  too  large,  or  if  motion  occurred,  the 
multipotential  mesenchymal  tissue  was  trans- 
formed into  dense  connective  tissue,  thus  creating 
a barrier  to  the  ingrowth  of  new  bone,  and 
eventual  nonunion  or  delayed  union. 

In  these  experiments  there  was  no  evidence 
that  any  of  the  transplanted  elements  survived. 
The  surface  osteoblasts  that  often  lined  necrotic 
graft  trabeculae  close  to  the  bone  ends  were  the 
result  of  appositional  growth  and  were  not  sur- 
viving endosteal  cells  (Fig.  1).  This  is  supported 
by  the  fact  that  proliferating  surface  osteoblasts 
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were  never  present  in  the  fibrin  clot  and  granu- 
lation tissue  stage  of  the  first  week  of  healing, 
but  they  appeared  only  when  new  bone  began 
to  invade  the  bed  from  the  cut  bone  ends  and 
periosteum.  Theoretically,  it  appeared  to  be  of 
little  practical  importance  whether  bone  frag- 
ments survived  or  died.  In  order  for  trabeculae 
to  survive  transplantation,  they  would  depend 
upon  rapid  revascularization  in  a healthy  bed 
very  early  in  the  healing  process.  This  type  of 
bed  exists  only  close  to  the  bone  ends  where 
rapid  appositional  growth  on  necrotic  transplanted 
fragments  also  occurs.  Both  allegedly  living  and 
necrotic  trabeculae,  then,  would  be  serving  the 
same  function,  that  is,  the  living  trabeculae 
would  form  new  bofie  only  in  the  same  type  of 
bed  in  which  the  necrotic  fragments  would  ex- 
hibit rapid  appositional  growth. 

The  type  of  bone  transplanted  played  an  im- 
portant role  in  its  incorporation.  Autogenous 
and  homogenous  grafts  were  rapidly  surrounded 
by  young,  healthy,  vascular  mesenchyme,  and  as 
bone  growth  occurred,  it  advanced  along  the 
transplant  surfaces.  It  was  often  impossible  to 
tell  the  difference  between  the  autogenous  and 
homogenous  grafts.  However,  in  the  latter,  bone 
growth  appeared  to  be  slightly  sparser  within  the 
bed,  and  the  homogenous  grafts  were  generally 
revascularized  and  replaced  more  slowly  than  the 
autogenous.  In  the  heterogenous  transplants  of 
dog  bone  to  rabbit  there  was  little  growth  from 
the  cut  bone  ends,  complete  lack  of  appositional 
bone  growth,  and  a tendency  toward  the  de- 
velopment of  a denser  mesenchymal  tissue  bed. 
These  were  used  as  indications  of  antigenic 
responses  to  heterogenous  bone  protein.  Marrow 
tissue  that  had  been  transplanted  with  cancellous 
grafts  always  became  necrotic,  often  acting  as  a 
real  mechanical  barrier  to  the  invading  bone,  as 
did  interposed  muscle  and  fat. 

Although  autogenous  transplants  were  best 
tolerated,  there  was  never  any  indication  that 
the  fragments  themselves  acted  as  a direct  stimu- 
lus to  new  bone  formation  from  the  bone  graft 
bed.  New  bone  formation  did  not  occur  in 
proximity  to  any  of  the  grafted  fragments,  nor 
was  there  any  change  noted  in  the  mesenchymal 
bed  surrounding  the  grafts  in  advance  of  the 
penetrating  pseudopods  of  bone  and  callus.  In 
general,  the  appearance  of  Howship  lacunae  was 
more  common  along  the  borders  of  cortical  chips 
than  along  the  borders  of  cancellous  trabeculae. 
Also,  they  were  more  common  along  the  cut 
borders  of  cancellous  trabeculae  than  along  the 
intact  surfaces.  This  suggests  that  the  circum- 
ferential lamellae  of  the  cancellous  trabeculae 
maintain  the  intactness  of  the  bone,  thus  pre- 
venting the  exposure  of  complex  bone  proteins 
and  the  consequent  development  of  local  tissue 


Fig.  2.  Necrotic  autogenous  cancellous  bone 
chips  in  the  ulna  defect  of  a rabbit  for  two  weeks. 
The  invading  new  bone  which  has  penetrated  from  a 
different  level  in  the  specimen  (A)  is  advancing 
through  the  bed  by  hedge-hopping  from  fragment  to 
fragment  (F),  and  then  spreading  out  into  the  sur- 
rounding bed.  ( X (>0) 

responses.  The  fact  that  osteoclasis  and  not 
osteogenesis  occurred  at  these  sites  where  bone 
proteins  were  liberated  and  reacted  with  the  bed 
supports  the  feeling  that  bone  constituents  are 
not  osteogenic  in  the  sense  of  stimulating  new 
bone  formation  from  the  surrounding  bed. 

The  alternate  concept  to  the  one  that  bone 
grafts  are  osteogenic  is  the  concept  supported  by 
these  experiments,  namely,  that  the  grafts  serve 
primarily  as  a scaffold  and  surface  guide  for  new 
bone  formation.  Invading  appositional  bone  was 
a virtual  spearhead  of  osteogenesis  creeping 
along  the  borders  of  the  transplant  in  advance  of 
bone  formation  in  the  adjacent  bed  (Fig.  1).  It 
passed  in  “hedge-hop”  fashion  from  one  fragment 
to  another  (Fig.  2)  and  often  bridged  the  defect 
along  the  borders  of  the  grafts  while  the  rest  of 
the  bed  still  consisted  of  relatively  early  callus. 
The  remaining  bed  was  rapidly  invaded  as  new 
bone  spread  out  from  the  transplant  surfaces. 
From  the  architectural  viewpoint,  the  larger  the 
absolute  surface  area  of  transplanted  bone,  the 
more  avenues  for  appositional  growth  that 
occurred. 

With  this  observation  in  mind,  the  tibia  of  the 
animal  being  operated  on  was  exposed,  and  very 
fine  curled  shaves  were  obtained  by  the  use  of  a 
small,  sharp  carpenter’s  paint  scraper.  It  was 
anticipated  that  these  tremendous  surface  areas 
might  serve  as  an  excellent  scaffold  for  new  bone 
formation.  Such  was  not  the  case.  In  general, 
the  shaves  incited  a fierce  foreign  body  reaction, 
similar  in  nature  to  that  noted  in  the  formation 
of  Howship  lacunae  at  the  cut  surfaces  of  trans- 
plants, but  multiplied  in  intensity  very  many 
fold.  This  severe  osteoclasis  was  interpreted  as  a 
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Fig.  3.  Shave  grafts  in  the  ulna  defect  of  a rabbit 
for  two  weeks.  The  shaves  (A)  are  being  destroyed 
by  phagocytosis  in  a bed  of  dense  connective  tissue 
created  by  a fibroplastic  reaction.  The  shave  bed  is 
! separated  from  the  invading  new  bone  (B)  by  a 
“pseudocapsule”  of  dense  connective  tissue  (C). 

local  tissue  reaction  to  the  large  quantity  of 
complex  bone  protein  liberated  from  the  huge 
surfaces  of  the  shaves.  Unlike  the  cancellous 
trabeculae,  the  integrity  of  the  surfaces  of  the 
shave  grafts  was  not  maintained  intact  by  the 
presence  of  a protective  circumferential  lamellar 
structure.  The  shave  grafts  were  attacked  by 
large  numbers  of  multinucleated  giant  cells  and 
eventually  phagocytized.  A relatively  dense 
i connective  tissue  bed  formed  in  place  of  the 
immature  mesenchymal  bed  of  well-tolerated 
grafts,  and  a pseudocapsule  surrounded  all  of  the 
shaves.  This  dense  capsule  separated  the  shaves 
from  the  surrounding  graft  bed,  creating  a bar- 
rier to  the  advance  of  new  bone  (Fig.  3).  The 
shaves  were  therefore  completely  destroyed  as 
foreign  material  even  though  they  were  autog- 
enous bone.  They  played  no  significant  role  in 
new  bone  formation  and  in  fact  impeded  healing 
j by  inciting  osteoclastic  and  fibroplastic  reactions 
j (Fig.  4). 

Although  the  primary  role  of  the  graft,  there- 
fore, is  its  passive  function  as  a scaffold,  it  ap- 
pears to  have  a secondary,  but  no  less  important 
role  intimately  associated  with  the  former.  The 
invading  trabeculae  appear  to  gain  an  impetus 
to  growth  when  they  contact  and  creep  along  the 
surfaces  of  well-tolerated  bone  grafts.  There  is 
no  such  acceleration  of  bone  growth  along  purely 
inert  surfaces  of  metal  plates.  On  the  basis  of 
experimental  evidence  to  be  presented  in  a later 
j publication,  it  is  felt  that  the  graft  augments  and 
facilitates  new-  bone  formation  by  the  contribu- 
tion of  its  contained  bone  proteins,  so  that  the 
young  invading  osteoblasts  are  capable  of  re- 
i using  the  bone  proteins  in  the  graft  in  the  forma- 


Fig. 4.  Shave  grafts  in  the  ulna  defect  of  a rabbit 
for  two  weeks  (section  stained  for  phosphatase). 
The  shave  grafts  are  being  destroyed  in  a fibroplastic 
bed  (A)  which,  because  of  lack  of  osteogenic  re- 
sponse, does  not  stain  for  phosphatase.  This  shave 
graft  bed  is  separated  by  a “pseudocapsule”  of 
dense  connective  tissue  from  the  richly-staining  phos- 
phatase-positive osteogenic  bed  of  invading  new 
bone  from  the  periosteum  and  bone  ends  (B). 

tion  of  new  bone.  To  cite  a single  supporting 
piece  of  evidence  for  this  belief,  there  is  a growing 
feeling  that  bone  cells  do  not  secrete  or  produce 
bone  matrix,  but  rather,  through  their  metabolic 
functions,  elaborate  it  from  the  materials  avail- 
able in  the  surrounding  tissue  fluids.9  It  has 
been  observed  that  tissue  fluids  in  general  con- 
tain materials  available  for  the  formation  of  this 
matrix.11  In  fact,  collagen  matrix,  which  is 
similar  to  bone  matrix,  has  been  formed  from 
tissue  fluids  in  the  absence  of  cells.  It  is  not 
difficult,  then,  to  suspect  that  young  invading 
bone  cells  might  produce  bone  with  greater 
facility  and  speed  if  bone  proteins  are  readily 
available  in  the  form  of  the  protein-rich  environ- 
ment of  a well-tolerated  transplant.  Supporting 
evidence  is  being  accumulated  experimentally  to 
indicate  that  bone  proteins  of  a graft  may  be 
reused  in  the  formation  of  new  bone.  This  con- 
cept of  augmentation  of  bone  growth  by  reuse 
of  available  proteins  of  the  transplant  is  offered 
as  a physiologic  explanation  of  the  long-observed 
advantages  of  a bone  graft  that  have  to  date  been 
loosely  and  unphysiologically  described  as  its 
“osteogenic  factors.” 

Once  healing  across  a graft  bed  has  occurred, 
the  success  of  the  procedure  generally  has  been 
assured.  New  bone  invades  the  remainder  of  the 
bed  to  solidify  the  healing  still  further.  The  more 
laborious  process  of  remodeling  of  the  trans- 
planted fragments  as  well  as  the  primary  callus 
then  begins  and  progresses  until  the  architecture 
of  the  bone  is  restored.  In  the  cancellous  tra- 
beculae, invasion,  destruction,  and  replacement 
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were  more  rapid  than  in  cortical  fragments,  many 
of  which  were  so  dense  as  to  delay  the  process 
and  still  be  recognizable  by  their  former  outlines 
late  in  the  remodeling  process.  It  appears  to  be 
not  only  the  small  size  of  the  cancellous  trabec- 
ulae, but  also  their  simpler  vascular  structure, 
compared  to  the  complex  haversian  systems  of 
cortical  bone,  that  facilitated  replacement.  It 
was  via  these  channels  that  replacement  occurred, 
with  piecemeal  destruction  of  old  bone  and  re- 
placement with  new  bone,  presumably  with  reuse 
of  local  proteins,  until  final  remodeling  occurred. 

Summary 

In  conclusion,  this  investigation  appears  to 
indicate,  in  experimental  animals,  that  the  pri- 
mary factor  in  the  success  of  a transplant  is  the 
host’s  potential  for  new  bone  formation  from  the 
cut  ends.  The  surgeon  plays  a significant  role 
in  his  adequate  preparation  of  the  bed  and  his 
choice  of  type  of  transplant. 

In  addition  to  serving  as  a passive  scaffold  on 
which  invading  new  bone  can  be  guided  across  the 
bone  defect,  the  grafts  appear  to  augment  new 
bone  formation.  It  is  suggested  that  they  do  so 
by  making  available  bone  proteins  which  the 
invading  osteoblasts  may  reuse  in  the  elabora- 
tion of  new  bone  matrix.  It  is  felt  that  this 
concept  of  augmentation  offers  a more  physio- 
logic description  of  the  role  played  by  the  graft, 
than  the  concept  of  mysterious,  advantageous 
qualities  attributed  to  grafts  under  the  guise  of 
its  “osteogenic  factors.” 

A good  graft  must  not  only  contribute  to  new 
bone  formation,  but  it  must  also  not  detract  from 
or  inhibit  osteogenesis.  Poorly  tolerated  grafts 
may  inhibit  new  bone  formation  from  the  bone 


ends  (1)  because  of  antigenic  factors  as  was  noted 
in  heterogenous  grafts,  (2)  because  they  may 
convert  the  relatively  immature  mesenchymal 
bed  into  one  of  dense  connective  tissue  by  osteo- 
clastic and  fibroplastic  responses,  as  occurred 
with  the  shave  grafts,  or  (3)  because  they  may 
resist  revascularization  and  remodeling,  as  was 
noted  in  the  large  dense  tibial  transplants. 

The  best  incorporated  transplant  was  the 
autogenous  iliac  graft,  which,  with  its  protective 
circumferential  lamellae,  served  as  an  intact 
scaffold  to  guide  and  spearhead  new  bone  forma- 
tion and  augment  osteogenesis.  It  served  in  this 
capacity  without  inhibiting  new  bone  formation, 
since  it  was  autogenous,  without  stimulating 
fibroplastic  or  osteoclastic  responses,  since  it 
possessed  circumferential  lamellae,  and  without 
delaying  the  remodeling  process,  since  its  vascular 
structure  was  simple. 
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ENTERTAINING  THE  PATIENT 

Waiting  for  the  doctor  may  soon  become  a real 
pleasure.  Studies  are  underway  at  the  University 
of  Chicago  clinics  on  the  possibility  of  using  movies 
in  clinics  and  doctors  offices  as  a medium  for  health 
education  and  entertainment. 

According  to  a report  in  the  July,  1952,  issue  of 
the  Journal  of  Medical  Education,  the  chief  purpose 
of  the  study  is  to  determine  what  types  of  films  prove 
most  acceptable  to  a general  audience.  Existing 
film  libraries  provide  a wealth  of  material  ranging 


from  instructive  cartoons  to  films  of  more  formal  ed- 
ucational value. 

A portable  machine,  easy  to  set  up,  is  being  used. 
It  has  a 11-by  15-inch  screen  and  is  about  the  size  of 
an  average  suitcase  when  closed.  No  operator  is 
required  once  the  machine  is  put  in  action.  A con- 
tinuous loop  film  makes  possible  repeated  showings 
of  16-mm.  color  or  black  and  white  film  without,  re- 
winding or  rethreading.  A 300-watt  projection 
lamp  makes  viewing  easy  even  in  a lighted  room. 


DIAGNOSIS  AND  MANAGEMENT  OF  ALLERGY  IN  GENERAL 
PRACTICE 


Robert  A.  Cooke,  M.D.,  New  York  City 
( From  the  Institute  of  Allergy  of  Roosevelt  Hospital) 

YT OTEWORTHY  allergic  reactions  may  be 
! IN  conservatively  estimated  to  occur  in  from 
7 to  10  per  cent  of  the  population;  therefore, 
they  are  met  with  frequently  in  general  practice, 
and  it  behooves  the  physician  not  to  be  satis- 
fied with  symptomatic  therapy  alone  but  to 
! familiarize  himself  with  the  various  manifesta- 
tions of  allergy  and  the  clinical  methods  of  ap- 
proach to  an  etiologic  diagnosis.  This  discus- 
sion is  directed  primarily  to  the  practitioner  who 
first  sees  these  patients  and  can,  with  profit  to 
the  patient  and  himself,  arrive  at  a causative 
diagnosis  in  a fairly  high  percentage  of  cases  by 
the  proper  use  of  rational  and  reasonable  clinical 
observations. 

First  let  us  consider  what  allergy  is  and  what  it 
may  do,  for  the  word  does  not  denote  a single 
clinical,  histologic,  or  immunologic  entity.  By 
it  we  intend  to  convey  the  basic  idea  of  sensitiza- 
tion of  certain  tissues  or,  rather,  tissue  cells, 
i.e.,  cells  impregnated,  as  it  were,  with  an  anti- 
body which  is  specific  for  one  or  several  sub- 
stances called  antigen.  Contact  of  the  sensi- 
tized cell  with  its  antigen  results  in  a reaction 
which  is  not  normal  or  usual  for  the  antigen  or 
the  cell.  For  example,  the  child  sensitive  to 
egg  develops  one  or  several  symptoms.  First 
of  all  a swelling  and  burning  of  lips,  tongue,  and 
throat  occur.  If  some  is  swallowed,  there  is 
vomiting  and  abdominal  pain,  and  there  may  be 
severe  diarrhea.  If  egg  is  absorbed  into  the 
blood,  there  is  general  urticaria  and  edema  and 
often  asthma.  The  sensitization  of  cells  is 
extensive,  and  symptoms  are  likewise  extensive. 
In  the  nonsensitive  child  there  are  no  such  lesions, 
for  egg  is  a normal,  useful  article  of  diet.  It  is 
the  sensitizing  cellular  antibody  that  is  respon- 
sible for  making  a toxic  product  out  of  a nontoxic 
protein,  but  just  how  and  why  is  not  precisely 
known.  Presumably,  there  is  a release  of  his- 
tamine in  this  type  of  allergy,  and  the  evidence 
is  fairly  strong  that  this  is  at  least  one  of  the  reac- 
tion products,  for  histamine,  when  injected,  pro- 
duces somewhat  similar  manifestations.  It  is 
for  this  reason  that  certain  drugs  which  counter- 
act these  symptoms  have  been  labeled  antihis- 
taminic  drugs. 

In  the  pollen-sensitive  man  the  condition  is 
basically  the  same,  but  airborne  pollen  is  inhaled 
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and  hence  is  deposited  on  the  accessible  mucous 
membrane  of  eyes  and  upper  respiratory  tract. 
Therefore,  symptoms  are  limited  to  this  area, 
and  since  there  is  usually  no  absorption  into  the 
blood,  general  urticaria  is  not  an  ordinary  accom- 
paniment of  hay  fever,  although  the  skin  cells 
are  sensitized  as  may  be  demonstrated  in  the 
well-known  skin  test. 

These  two  examples  cited,  the  egg-sensitive 
child  and  the  pollen-sensitive  man,  are  typical 
of  a certain  type  of  allergy  which  is  characterized 
by  the  promptness  of  the  response  and  is  there- 
fore called  an  immediate  allergy.  The  tissue 
reaction  is  one  of  edema  and  hyperemia  develop- 
ing in  fifteen  to  twenty  minutes  after  contact  of 
antigen  and  sensitized  cell,  regardless  of  whether 
the  contact  occurs  naturally  or  is  the  result  of 
a skin  test.  I want  to  drive  this  point  home  be- 
cause it  is  in  these  immediate  wheal  type  aller- 
gies and  in  them  alone  that  the  usual  skin  test 
has  any  diagnostic  value.  That  there  is  a real 
mechanism  called  antibody  is  shown  by  the 
passive  transfer  of  the  sensitization  by  means 
of  the  serum  from  an  allergic  to  a nonallergic 
test  subject. 

I have  stated  that  there  are  other  types  of 
allergies,  of  antigen-sensitized  cell  reactions, 
and  now  let  us  consider  one  we  may  speak  of 
as  allergic  dermatitis.  Dermatoses  as  seen  in 
infantile  eczema,  in  the  so-called  neurodermatitis 
of  adults,  or  when  due  to  an  external  contact 
(contact  dermatitis)  are  all,  in  my  judgment, 
based  upon  a mechanism  that  is  essentially  the 
same.  The  tissue  response  is  identical.  Con- 
sider poison  ivy  dermatitis  as  an  example.  A 
patient  presents  himself  with  a rash  and  a story 
that  several  days  before  he  had  gone  for  a picnic 
in  the  wide  open  spaces.  Not  in  a few  minutes 
nor  even  a few  hours  but  the  next  day  or  even 
the  second  day  after,  an  itching  eruption  ap- 
peared on  the  exposed  skin  of  face,  arms,  or 
legs.  This  skin  eruption  spreads  slowly  and  may 
be  very  severe.  Contact  with  poison  ivy  or 
possibly  sumac  produces  an  exudative,  vesicular 
lesion  with  no  resemblance  to  an  urticarial 
wheal  with  an  incubation  period  of  one  to  two 
days.  If  one  applies  a piece  of  leaf  or  an  extract 
of  ivy  to  the  skin  surface  as  a patch,  the  lesion 
will  be  reproduced  in  twenty-four  to  forty-eight 
hours.  This  is  a delayed  reaction  in  contrast 
to  the  immediate  wheal,  but  it  is  an  allergy  be- 
cause it  has  a special  mechanism  which  mediates 
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the  response  and  produces  a toxic  substance  only 
in  the  sensitized  skin,  whereas  on  the  nonsen- 
sitized  skin  there  is  no  rash  whatsoever. 

There  is  another  type  of  delayed  allergic  reac- 
tion, the  well-known  tuberculin  reaction.  In 
from  twenty-four  to  seventy-two  hours  after 
the  test  by  injection  or  patch  an  inflammatory 
response  indicates  the  sensitization  from  a past 
or  present  tuberculous  infection.  This  too  is  an 
allergy  based  upon  the  previous  sensitizing  in- 
fection anti  with  a mechanism  which  may  be 
transferred  by  means  of  cells,  not  serum,  from  a 
tuberculin-positive  to  a tuberculin-negative  test 
subject,  as  demonstrated  by  Chase,  Lawrence, 
and  others.1’2  Other  infections  such  as  typhoid, 
undulant  fever,  and  histoplasmosis  produce  a 
similar  state  of  specific  sensitivity. 

I have  discussed  three  different  types  of  allergy. 
The  one  common  denominator  which  denotes 
allergy  is  a mediating  cell-sensitizing  antibody, 
although  not  the  same  kind  of  antibody,  because 
different  histologic  and  immunologic  responses 
have  occurred  under  different  conditions.  How- 
ever, in  every  case  the  antigen,  whatever  it  may 
be,  produces  an  effect  that  it  cannot  produce  on 
a nonsensitized  cell. 

Skin  Testing  in  Allergy 

This  brings  us  to  a consideration  of  the  diag- 
nostic value  of  that  much  abused  and  misinter- 
preted technical  procedure  known  as  the  skin 
test.  First  let  us  consider  the  immediate  wheal 
type  allergies.  Essentially  these  allergies  ex- 
press themselves  in  the  respiratory  tract  as 
seasonal  or  perennial  hay  fever  (coryza)  and 
asthma,  in  the  gastrointestinal  tract  with  such 
symptoms  as  nausea,  vomiting,  pain,  and  diarrhea, 
and  in  the  skin  with  urticaria  and  angioedema. 

The  technic  is  known  as  the  intradermal, 
scratch,  or  prick  test.  A positive  test  shows  a 
wheal  with  surrounding  hyperemia  and  often 
with  pseudopodia  extending  out  in  the  skin. 
A slight  reaction  that  is  not  materially  greater 
on  test  with  a tenfold  stronger  extract  is,  gener- 
ally speaking,  of  no  moment.  A definitely 
positive  reaction  will  always  be  the  same  in  the 
same  patient  within  any  reasonable  time.  It  is 
not  positive  one  day  and  negative  the  next  day, 
week,  or  month.  A definitely  positive  and  con- 
firmed reaction  must  indicate  a sensitization, 
but  that  does  not  mean  that  it  is  clinically  impor- 
tant in  the  particular  case.  To  be  significant 
it  must  be  backed  up  by  a history  of  contact 
shortly  before  the  onset  of  symptoms  for  which 
the  patient  seeks  relief. 

In  1921  in  an  article  on  asthma  in  Tice’s 
System  of  Medicine,  I laid  down  certain  “postu- 
lates” that  must  be  fulfilled  before  one  may  as- 


sume or  prove  that  a substance  is  etiologically 
important  as  an  allergen : 

“1.  Sensitization  must  be  demonstrated  by  one  of 
the  following:  (a)  A positive  local  reaction,  cutane- 
ous or  ophthalmic.  (6)  The  original  allergic  mani- 
festations must  be  artificially  reproduced  at  will  on 
introduction  of  the  substance  either  inhaled,  in- 
gested, or  subcutaneously  injected. 

“2.  It  must  be  shown  that  the  individual  has 
come  in  contact  in  some  way  with  the  suspected 
substance  in  order  to  permit  it  to  act  as  an  etiological 
factor.” 

These  postulates  are  as  sound  today  as  when 
written  thirty-one  years  ago. 

Positive  tests  with  airborne  antigens  are 
potentially  significant  probably  80  per  cent  of 
the  time,  and  if  it  can  be  shown  that  the  patient 
has  had  contact  with  the  antigen  just  before  the 
attack,  then  it  can  be  properly  assumed  to  be  at 
least  one  agent  of  a clinical  reaction. 

In  testing  with  food  allergens,  however,  the 
situation  is  very  different.  Many  times  we  find 
positive  skin  tests,  genuinely  positive,  to  a food 
that  may  be  eaten  with  impunity.  There  are 
several  explanations:  The  allergenic  activity 
of  the  food  may  be  destroyed  by  cooking  or  by 
the  process  of  digestion  or  lack  of  absorption 
through  the  intestinal  wall  into  the  blood  stream. 
The  reason  is  not  always  clear.  Therefore,  there 
must  be  a rule  to  check  all  positive  and  sugges- 
tive reactions  to  food  allergens  by  the  clinical 
test  of  elimination  and  use. 

All  clinical  tests  are  fraught  with  some  diffi- 
culty. The  reaction  from  use  must  be  a quite 
definite  one,  it  must  begin  after  the  same  time 
interval,  and  it  should  be  reproduced  on  three 
successive  trials.  For  want  of  a better  term, 
I have,  I think  quite  appropriately,  termed  this 
clinical  trial  and  error  procedure  the  “Finnegan 
Test”  in  honor  of  the  hero  of  the  “on-again,  off- 
again  Finnegan”  ditty. 

Notwithstanding  all  that  has  been  said  and 
written  about  the  importance  of  foods  as  causes 
of  allergies  we  see  relatively  little  of  this,  especi- 
ally in  adults — in  other  words,  foods  that  can  be 
proved  to  be  causes  of  continuing  or  recurring 
allergies.  In  spite  of  our  best  efforts  we  cannot 
see  eye  to  eye  on  the  importance  of  food  allergy 
with  such  exponents  as  Rowe,  Rinkel,  and 
many  others.3’4  This  does  not  mean  that  foods 
do  not  cause  allergies,  for  they  do,  but  the  reason 
for  the  rarity  of  clinical  reactions  is  that  children 
as  well  as  adults  usually  learn  instinctively  and  by 
experience  to  connect  a food  with  a reaction. 
They  have  a natural  distaste  for  it  and  avoid  its 
use.  This  is  nature’s  protective  mechanism  at 
work  and  certainly  holds  for  those  cases  in  which 
symptoms  develop  promptly  and  are  at  all  severe. 
With  a clear  history  of  food  or  drug  allergy  the 
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physician  merely  has  the  pleasure  of  confirming 
the  patient’s  story  by  the  positive,  immediate 
wheal  skin  test. 

However,  there  are  occasional  cases  in  which 
a food  may  be  an  allergen  without  the  patient’s 
knowledge.  It  occurs  in  those  cases,  and  in  my 
opinion  they  are  not  common,  in  which  a reac- 
tion develops  several  hours  after  ingestion,  say 
from  four  or  six  up  to  seventy-two  hours.  In 
these  patients  a skin  reaction  is  absent  on  test 
since  the  clinical  reaction  is  not  to  the  food  as 
( such  but  to  some  metabolite  derived  from  the  food 
in  the  process  of  digestion  and  assimilation.  It 
is  for  such  reasons  that  an  extensive  and  elaborate 
routine  of  skin  tests  for  foods  is  uncalled  for. 
It  may  at  the  time  favorably  impress  a patient 
with  the  thoroughness  of  the  examination,  but 
in  the  end  lack  of  results  from  extensive  dietary 
restrictions  based  solely  upon  skin  tests  and 
unconfirmed  by  clinical  test  forces  the  patient 
to  an  opinion  which  is  the  very  opposite  of  favor- 
able. 

Skin  tests  with  bacterial  vaccines  or  soluble 
products  of  bacterial  cells  or  products  as  yet  have 
afforded  little  diagnostic  help  as  far  as  the  usual 
pathogens  are  concerned,  in  spite  of  the  fact 
that  bacterial  allergy  is  very  real.  This  is 

I evidenced  by  the  fact  that  a positive  tuberculin 
test,  for  example,  only  signifies  a previous  in- 
fection and  sensitization.  It  does  not  give  as- 
1 surance  that  existing  disease  is  or  is  not  tuber- 
culosis. 

The  situation  is  essentially  the  same  for  all 
infectious  diseases.  If  used,  such  tests  must  be 
interpreted  with  great  care,  and  a positive  reac- 
tion at  last  must  be  confirmed  by  culture  of  the 
1 same  organism  from  the  patient. 

I have  emphasized  this  question  of  skin  tests 
in  allergy,  for  while  they  have  an  important 
function  when  properly  used,  they  have  been  so 
misinterpreted  and  misused  that  allergy  has 
been  discredited  and  many  allergists  so-called 
1 have  permitted  themselves  to  be  branded  as 
skin-testing  technicians  rather  than  physicians. 
It  will  never  be  possible  to  get  away  from  the 
concept  of  sensitization  in  the  causation  of  disease. 
It  is  too  definite  and  too  real,  but  it  must  be 
understood,  both  its  limitations  as  well  as  its 
possibilities.  These  latter  are  under  constant 
study  and  investigation,  for  there  is  much  still 
to  be  learned.  The  idea  of  allergy  is  being  in- 
1 voked  as  a possible  explanation  for  many  diseases 
of  unknown  pathogenesis  such  as  rheumatic 
fever,  rheumatoid  arthritis,  periarteritis,  lupus, 
and  the  entire  erythema  group,  among  others. 
But  we  must  continue  to  maintain  a healthy 
1 skepticism,  and  while  it  is  wise  to  explore,  what 
we  finally  demand  is  proof.  Theories  are  not 
I acceptable  as  facts. 


The  Diagnosis  of  Allergy 

With  this  general  background  let  us  now  con- 
sider the  practical  approach  to  a diagnosis,  to 
the  conclusion  that  the  disease  under  study  is  an 
allergy. 

The  history  of  the  case  is  particularly  impor- 
tant, for  an  intelligent  answer  to  well-directed 
questions  is  a major  factor  in  accurate  diagnosis. 
Allergies  in  antecedents,  direct  and  collateral, 
as  well  as  in  siblings  and  descendants  make  for 
the  presumption  of  allergy  in  the  patient,  and 
evidences  of  other  allergies,  past  or  present,  are 
indicative  of  the  allergic  constitution  of  the 
patient.  In  addition,  we  need  to  inquire  about 
past  illnesses,  particularly  infections  and  especi- 
ally those  involving  the  respiratory  tract. 

When  it  comes  time  to  inquire  about  present- 
ing symptoms,  one  should  always  keep  in  mind 
those  five  main  classes  into  which  the  allergens 
may  be  grouped  depending  upon  the  method  of 
contact,  for  bear  in  mind  that  in  the  absence  of 
allergen  contact  there  is  no  allergy,  even  though 
the  sensitization  exists.  In  other  words,  con- 
tinuing symptoms  mean  continuous  contact, 
and  by  the  same  token  periodic  attacks  indicate 
periodicity  of  allergen  contact  unless  complica- 
tions confuse  the  picture.  These  five  groups 
include  the  substances  absorbed  by  inhalation 
(airborne  pollens,  mold  spores,  dusts,  and  dan- 
ders) ; by  ingestion  (foods  and  drugs) ; by  in- 
jection (drugs  and  biologies);  from  infection 
(acute  and  chronic  foci),  and  from  external 
contact  (fabrics,  plants,  dyes,  cosmetics,  etc.). 
With  these  in  mind  the  questions  elicit  informa- 
tion on  environmental  contacts  of  all  sorts, 
both  at  home  and  at  work,  as  well  as  dietary 
habits,  self-medication,  and  types  of  bacterial 
infection. 

The  physical  examination  should  be  careful 
and  complete  and  should  include  a careful  search 
for  latent  foci  of  infection,  for  they  are  most  im- 
portant in  all  sorts  and  conditions  of  allergic 
disease.  Of  special  importance  are  those  areas 
of  primary  infection  in  the  lymphoid  tissues  of 
the  pharynx  and  nasopharynx,  in  the  sinuses 
and  the  teeth. 

Of  real  significance  in  indicating  allergy  is  an 
increase  of  blood  eosinophil  cells  above  4 per 
cent  or  a total  above  200  to  400  cells  per  cu.  mm. 
Cultures  from  sputum,  throat,  tonsils,  or  other 
foci  give  an  indication  of  the  nature  of  the  in- 
fection in  cases  where  an  allergy  may  be  of  bac- 
terial origin. 

Roentgenograms  are  of  value  for  direct  as 
well  as  differential  diagnosis.  Of  special  im- 
portance in  the  allergic  are  x-rays  of  the  chest, 
sinuses,  and  teeth. 

Skin  tests,  of  which  I have  already  spoken, 
are  to  be  regarded  purely  as  a technical  aid  to 


3028 


ROBERT  A.  COOKE 


[N.  Y.  State  J.  M. 


pin  down  a diagnosis  to  some  one  or  several 
allergens  under  suspicion  as  a result  of  the  leads 
given  by  the  history  and  physical  examination 
and  the  character  of  the  lesion.  Positive  tests, 
particularly  with  foods,  should  be  checked  by 
clinical  test. 

It  is  characteristic  of  allergy  that  the  patient 
often  gives  a story  of  longstanding  recurrent 
or  continuous  trouble,  and  in  the  presence  of  a 
positive  allergy  history  together  with  blood 
eosinophilia  one  may  properly  assume  an  allergic 
basis,  provided  no  organic  lesion  has  been  dis- 
covered which  may  otherwise  account  for  the 
symptoms. 

Let  me  put  this  whole  matter  differently  with 
regard  to  the  probable  factors  in  the  causation 
of  allergic  disease. 

Vasomotor  Rhinitis. — The  seasonal  type  is 
generally  due  to  airborne  pollens  of  trees,  grasses, 
and  weeds  or  to  mold  spores  at  one  time  or  another 
from  spring  through  autumn.  The  perennial 
type  is  due  to  airborne  dusts  present  throughout 
the  year.  Important  are  house  dust,  animal 
danders,  feathers,  and  substances  of  vegetable 
origin  as  pyrethrum,  cottonseed,  orris  root,  and 
flour.  Infection  is  another  important  factor. 
It  may  be  the  sole  and  primary  cause  but  is  often 
a complicating  factor  in  longstanding  cases. 
Ingested  foods  or  drugs  are  rare  causes  of  vaso- 
motor rhinitis. 

Asthma. — In  infancy  and  up  to  five  or  seven 
years  of  age,  asthma  is  usually  due  to  and  as- 
sociated with  an  acute  respiratory  infection. 
Foods  and  airborne  substances  play  a minor 
role.  Beginning  after  five  and  up  to  forty  years 
of  age  airborne  allergens  usually  play  a pre- 
dominant role,  although  infection  may  be  im- 
portant, especially  in  the  exacerbations.  In 
patients  with  asthma  beginning  after  forty  years 
of  age,  infection  is  by  far  the  most  important 
cause  stemming  from  a focus  in  the  upper  res- 
piratory tract  in  from  75  to  80  per  cent  of  the 
cases. 

Urticaria  and  Angioedema. — Especially  in 
the  chronic  form  these  conditions  are  based  upon 
an  infection  in  50  per  cent  of  the  cases.  The 
balance  are  due  to  ingested  drugs  and  foods. 

Dermatitis. — The  extrinsic  contact  type  is  due 
to  any  of  the  various  and  manifold  substances  as 
fabrics,  drugs,  metals,  plastics,  and  resins  and 
phenols  of  plant  origin  with  which  human  beings 
have  an  external  contact. 

On  the  other  hand,  in  the  intrinsic  dermatoses, 
as  infantile  eczema  and  the  so-called  neuroderma- 
titis, an  etiologic  diagnosis  is  admittedly  difficult. 
The  general  assumption  is  that  it  is  due  to  foods. 
In  our  studies  of  eczema  in  children  at  the  Roose- 
velt Hospital  we  have  been  forced  to  a different 
opinion.  The  patients  have  been  observed  under 


strict  dietetic  supervision  in  the  wards  for  months, 
and  we  have  never  as  yet  been  able  at  will  to  re- 
produce the  skin  lesion  or  repeatedly  cause  an  ex- 
acerbation by  feeding  the  various  suspected  foods. 
Our  present  idea  is  that  infection  directly  or  indi- 
rectly is  a most  important  factor  for  the  following 
reasons: 

1 . Exacerbations  of  eczema  are  frequent  after  j 
acute  respiratory  infections. 

2.  Removal  of  a focus  has  produced  the  most  j 
satisfactory  results. 

3.  In  some  instances  an  exacerbation  has  been 
produced  by  an  injection  of  autogenous  vaccine  or 
toxin  or  toxoid  of  streptococcus  or  staphylococcus. 

4.  Therapeutic  autogenous  vaccine  injections 
have  been  successful  in  some  patients  in  whom  a 
focus  was  not  removable  on  account  of  age  or  gen- 
eral condition,  and  likewise  antibiotic  therapy 
has  been  a great  help.  But  frankly,  this  common 
and  important  disease  is  still  a problem  since  we 
do  not  yet  understand  the  mechanism  underlying 
the  disease. 

Management  of  the  Allergic  Patient 

Correctness  of  diagnosis  of  an  allergy  and  its 
specific  cause  is  the  basis  for  proper  management, 
and  the  earlier  the  diagnosis  is  made  and  therapy 
begun,  the  easier  and  better  the  results  will  be. 

In  general,  allergies,  especially  asthma,  are  not 
outgrown  : rather  they  tend  to  become  more  fixed 
and  progressive.  The  pediatrician  or  general 
practitioner  who  sees  these  patients  in  the  earliest 
stages  has  a wonderful  opportunity  to  use  his  skill 
toward  a diagnosis  of  the  cause  through  careful 
clinical  study,  even  without  special  technic  of 
skin  testing.  This  is  a type  of  preventive  medi- 
cine at  its  best  and  should  be  utilized  to  the 
fullest. 

Granted  a determined  cause,  the  first  principle 
of  treatment  is  avoidance  of  the  exciting  allergen ; 
if  contact  cannot  be  avoided,  specific  therapy  is 
indicated.  I shall  not  discuss  this  in  detail.  It 
should  really  be  regarded  as  a method  of  immuni- 
zation rather  than  the  so-called  desensitization  of 
which  there  is  relatively  little  proof.  In  seasonal 
hay  fever  (pollen  or  molds)  the  doses  must  vary 
considerably,  depending  upon  the  degree  of  sensi- 
tivity, with  doses  adjusted  to  the  response  of  the 
individual. 

By  and  large  our  most  serious  problem  is  with 
those  patients  in  whom  infection  (bacterial 
allergy)  plays  a significant  role.  Foci  of  infection 
should  be  removed  if  possible  and  as  early  as  pos- 
sible. Chronic  hyperplastic  sinusitis  is  in  our 
opinion  an  allergic  response,  not  to  inhaled  and  in- 
gested substances  but  to  infection.  One  reason 
why  the  results,  especially  in  infective  asthma, 
are  as  poor  as  they  are  today  is  because  these 
patients  have  gone  so  long  undiagnosed  and  un- 
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treated.  In  asthma  patients  treated  over  the 
past  twenty  years  in  whom  infective  asthma  was 
secondary  to  sinusitis,  satisfactory  results  have 
been  obtained  in  70  per  cent  after  operative  pro- 
cedures together  with  antibiotic  and  vaccine 
therapy.  One  thing  has  been  impressive:  The 
earlier  the  patients  have  been  treated,  the  better 
the  results  have  been. 

I have  dealt  with  and  emphasized  the  allergic 
aspects  of  allergic  disease  and  shall  not  dwell  upon 
those  important  general  measures  such  as  nutri- 
tion, psychic  stress,  and  emotional  strain  and 
physical  activities,  which  every  real  physician  in- 
stinctively and  naturally  takes  into  account,  nor 
shall  I discuss  in  detail  symptomatic  treatment 
with  adrenaline,  aminophylline,  iodides,  and  anti- 
biotics. These  can  be  passed  over  with  the  gen- 
eral statement  that  while  they  have  an  important 
place  as  temporary  procedures,  they  should  not 
be  depended  upon  in  the  recurring  allergies, 
especially  in  the  young.  I shall,  however,  com- 
ment briefly  on  the  use  of  corticotropin  and  corti- 
sone in  allergic  manifestations. 

These  hormones  are  highly  efficient  drugs  for 
the  symptomatic  control  of  all  types  of  allergies. 
Except  in  those  cases  in  which  a known  allergen 
is  meanwhile  removed,  the  symptoms  return 
promptly  upon  cessation  of  the  drug;  hence,  an 
etiologic  diagnosis  is  as  necessary  as  in  the  pre- 
hormone  days.  We  may  summarize  the  indica- 
tions for  hormone  therapy,  provided  the  severity 
of  symptoms  warrants  their  use,  as  follows: 

1.  During  the  diagnostic  study,  for  they  do 
not  interfere  with  any  diagnostic  procedure  such 
as  skin  tests,  as  do  antihistamine  drugs. 

2.  During  early  stages  of  etiologic  therapy 
while  awaiting  effects  of  treatment. 

3.  During  acute  and  intercurrent  exacerba- 
tions of  symptoms. 

4.  With  patients  not  responding  or  in  those  in 
whom  no  cause  was  discovered. 

It  goes  without  saying  that  all  precautions 
should  be  taken  and  doses  carefully  regulated, 
for  these  are  potent  drugs. 


To  control  allergies  we  have  not  found  it  neces- 
sary to  use  large  doses.  The  maximum  twenty- 
four-hour  dose  of  ACTH  has  been  about  80  mg. 
and  of  cortisone  100  mg.,  usually  for  periods  of 
four  to  five  days  and  then  gradually  reduced  to  a 
reasonable  maintenance  dose  of  20  to  25  mg. 
daily  and  even  less.  We  have  had  a few  patients 
on  such  amounts  for  nearly  two  years  without 
untoward  results,  but  a rapid  weight  gain  from 
water  and  salt  retention,  especially  in  the  elderly 
patient  or  one  with  myocardial  weakness,  de- 
mands prompt  cessation  of  the  drug.  This  is 
especially  true  when  the  pituitary  hormone  is 
used. 

Summary 

I have  tried  to  present  a concise  idea  of  what  is 
meant  by  the  term  allergy,  based  upon  the  con- 
cept of  a definite  antigen-sensitized  cell  reaction 
of  several  different  types. 

I have  attempted  to  clarify  the  interpretation 
and  the  limitations  of  allergic  skin  testing  and 
have  emphasized  the  importance  of  clinical  veri- 
fication of  positive  reactions,  especially  with  foods. 

The  diagnosis  of  allergy  and  its  specific  causes 
have  been  discussed  from  the  viewpoint  of  clini- 
cal observation.  The  importance  of  an  early 
diagnosis  and  management  directed  against  the 
cause  has  been  stressed. 

Finally,  I have  discussed  the  indications  for  the 
use  of  hormones  in  therapy  and  the  fact  that  their 
great  value  lies  solely  in  the  symptomatic  control 
of  severe  symptoms.  They  are  not  to  be  relied 
upon;  they  should  not  replace  treatment  directed 
against  the  cause  of  the  allergy,  and  patients 
under  such  treatment  should  be  carefully  watched. 

60  East  58th  Street 
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PENICILLIN-STILBESTROL  TREATMENT  MAY  REDUCE  FETAL  LOSS 


Penicillin,  given  at  the  earliest  signs  of  toxemia, 
coupled  with  the  administration  of  stilbestrol  may 
permit  the  prolongation  of  pregnancy  to  fetal  viabil- 
ity. 

This  new  discovery,  the  result  of  studies  conducted 
at  the  Free  Hospital  for  Women  and  the  Boston 
Lying-in  Hospital,  may  have  an  important  influence 
on  the  infants  of  toxemic  mothers.  The  adminis- 
tration of  penicillin  (100,000  units  intravenously 


followed  by  500,000  to  1,000,000  orally  every  two 
hours)  is  said  to  neutralize  menstrual  toxin,  produc- 
ing a rapid  fall  in  urine  albumin  and  a slower  fall  in 
maternal  blood  pressure. 

It  is  emphasized  that  this  treatment  will  not  repair 
placental  damage  already  present. 

—0.  IF.  Smith, 

M.D.,  and  G.  V.  S.  Smith,  M.D.,  cited  by  S.  H.  Clif- 
ford, M.D.,  Pediatrics,  January,  1952 


OSSEOUS  CANCER  METASTASES:  ROENTGEN  CORRELATION  WITH 
PRIMARY  SOURCE 

Joel  J.  Schwartzman,  M.D.,  New  York  City 
( From  the  Department  of  Diagnostic  Roentgenology,  Monlefiore  Hospital) 


THE  author,  in  daily  contact  with  the  diag- 
nostic problems  of  a large  hospital  staff  in  an 
institution  which  devotes  a considerable  part  of 
its  work  to  the  diagnosis  and  treatment  of  cancer, 
has  become  increasingly  aware  of  the  need  for 
clarification  of  the  roentgen  method  in  the  diag- 
nosis of  osseous  cancer  metastases  and  more 
particularly  in  the  correlation  of  skeletal  metas- 
tases with  the  primary  tumor.  Many  physicians 
are  of  the  opinion  that  even  the  experienced 
radiologist  “guesses”  when  he  reports  the  pres- 
ence of  osseous  cancer  metastases  and  that  pre- 
dicting the  source  of  the  metastatic  process  is 
merely  a “hunch.”  The  purpose  of  this  paper  is 
to  emphasize  that  basic  roentgen  criteria  exist 
which,  in  the  hands  of  many  radiologists,  permit 
a strikingly  high  degree  of  accuracy  in  establish- 
ing the  diagnosis  of  cancer  metastases  to  bone 
and  that  correlation  of  these  criteria  with  a few 
clinical  and  laboratory  facts  often  provides  the 
answer  as  to  their  primary  source. 

The  roentgen  method  in  the  study  of  human 
tissue,  and  thus  in  bone,  is  not  only  the  recog- 
nition of  a gross  shadow  alteration  or  density 
change  as  is  frequently  supposed.  The  intensi- 
ties of  black  and  white  which  comprise  the  image 
on  a roentgenogram  usually  reveal,  either  in  a 
positive  or  negative  sense,  all  of  the  macroscopic 
anatomic  structures  which  go  to  make  up  an 
organ  or  part.  More  correctly,  therefore,  the 
method  entails  the  meticulous  analysis  of  each 
anatomic  subdivision  of  a tissue  or  organ.  These 
subdivisions  must  be  separately  evaluated  as 
parts  of  a whole. 

For  example,  the  roentgen  study  of  bone  when 
an  abnormality  is  suspected  requires  a separate 
and  distinct  evaluation  of  the  periosteum,  the 
cortex,  the  medulla,  the  surrounding  soft  tissues, 
and  even  the  adjacent  joints  with  their  membranes, 
cartilages,  and  tendons: 

1.  When  the  periosteum  is  considered, 
which  in  health  is  not  seen  apart  from  the 
cortex,  it  is  examined  for  proliferation,  lifting 
away,  overhanging  edges,  or  new  bone  forma- 
tion. If  it  is  proliferating,  it  may  be  amor- 
phous, bizarre,  or  organized  in  a parallel  or  per- 
pendicular fashion. 

2.  The  cortex  is  evaluated  separately  for 
thinning  or  thickening,  expansion,  erosion  from 
the  periosteal  or  endosteal  surface,  or  disrup- 
tion. 


3.  The  medulla  is  studied  for  alteration 
in  the  trabecular  pattern,  coarsening,  destruc- 
tion, type  of  replacement,  if  any,  and  the  laying 
down  of  reparative  materials  such  as  calcium 
or  bone. 

4.  In  the  surrounding  soft  tissues  one 
searches  for  localized  mass,  diffuse  enlargement 
or  swelling,  calcification,  atrophy,  or  invasion. 
The  radiolucent  areolar  tissue  along  the  fascial 
planes  is  an  important  signpost.  It  is  exam- 
ined for  obliteration  or  distortion.  If  a tumor 
or  an  inflammatory  mass  is  present,  it  may 
arise  from  bone  or  other  adjacent  tissues. 

5.  If  the  bone  lesion  approaches  an  articula- 
tion, a careful  estimate  is  made  as  to  whether 
there  is  an  associated  joint  effusion  and  whether 
the  process  extends  across  the  joint  to  involve 
the  adjacent  articular  cartilage  and  bone. 

The  above  represents  only  a brief  outline  of  the 
many  avenues  of  analysis  through  which  the 
roentgen  interpretation  of  bone  disease  leads, 
and  this  precedes  any  consideration  whatsoever 
of  the  supplementary  clinical  and  laboratory 
data. 

In  general,  on  the  basis  of  roentgen  appearance, 
all  metastatic  bone  cancer  can  be  divided  into 
three  main  types:  osteolytic,  osteoblastic,  and 
mixed.1  Some  lesions  are  purely  lytic,  others 
purely  blastic,  and  many  are  mixed.  The  mixed 
lesions,  by  far  the  commonest,  are  usually  made 
up  of  both  lytic  and  blastic  changes  with  one 
or  the  other  feature  predominating  in  varying 
degree.  A few  common  roentgen  features  known 
to  characterize  most  metastatic  cancer  in  bone 
may  be  listed  as  follows : 

1 . Lesions  usually  arise  in  the  medulla  and 
enlarge  progressively. 

2.  Borders  of  lesions  are  irregular,  ill- 
defined,  and  usually  without  distinct 
demarcation  from  the  surrounding  nor- 
mal bone.1 

3.  Trabecular  pattern: 

(а)  Varying  amounts  of  complete  and 
incomplete  dissolution  of  trabeculae 
which  in  some  instances  may  pro- 
duce a septate  or  compartmented 
appearance.2 

(б)  Complete  dissolution  of  trabeculae 
in  a given  area  producing  a total 
lack  of  internal  pattern. 
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(c)  Mixed  amounts  of  destruction  and 
production  producing  an  amorphous 
patchy  increase  or  decrease  in  den- 
sity. 

4.  If  bone  involved  is  a tubular  bone,  the 
process  usually  extends  shapelessly 
in  the  long  axis  of  the  bone. 

5.  There  is  usually  no  reactive  sclerosis 
surrounding  the  area  of  involvement. 

6.  No  accompanying  periosteal  reaction 
or  proliferation  occurs  unless  cortex 
is  thinned  to  the  breaking  point  and 
actually  fractured. 

7.  Cortex,  if  involved,  is  usually  affected 
on  endosteal  side. 

8.  Multiplicity  of  lesions  is  usually  the 
rule. 

9.  Predilection  for  a particular  bone  is  the 
exception. 

10.  Except  in  very  far-advanced  cancer, 
lesions  below  the  level  of  knees  and 
elbows  are  infrequent. 

11.  Weight-bearing  bones  do  not  bow  as  in 
Paget’s  disease,  and  will  fracture  first. 

If  at  this  point  the  general  roentgen  criteria 
enumerated  are  applied  and  the  diagnosis  of 
osseous  cancer  metastasis  is  established,  the  addi- 
tion of  a few  facts  as  to  age  and  sex  tvill  apprecia- 
bly narrow  the  list  of  possible  primary  sites. 
For  example,  thyroid  carcinoma  is  more  common 
in  females  and  not  uncommon  in  the  younger  age 
groups.3  Some  types  of  this  tumor  pursue  almost 
a benign  course.3  Lung,  stomach,  and  renal 
carcinoma  are  more  common  in  males.4-5  The 
bone  lesions  of  leukemia,  Ewing’s  sarcoma, 
and  neuroblastoma  from  the  medulla  of  the 
adrenal  or  other  sympathetic  nerve  tissue  most 
frequently  are  seen  in  children.6  The  bone 
lesions  of  Hodgkin’s  disease  also  occur  in  younger 
patients.7  Myeloma  is  more  frequent  in  males 
and  in  an  age  range  slightly  below  that  of  true 
carcinoma.8  If  a few  additional  facts  relating 
to  calcium,  phosphorous,  acid  and  alkaline  phos- 
phatase, and  plasma  protein  determinations  of 
the  blood  are  available  along  with  selective  urine 
studies,  the  field  may  narrow  even  more  signifi- 
cantly. 

If  at  this  point  in  the  analysis  one  can  obtain 
one  or  more  simple  elective  roentgen  studies  based 
on  the  radiographic  impression,  the  problem 
can  be  further  reduced.  Films  of  skeletal  areas 
other  than  the  original  site  of  discovery  such  as 
the  hands,  feet,  pelvis,  and  skull  may  help  to 
confirm  or  exclude  the  presence  of  multiple 
lesions.  They  may  offer  aid  additionally  in  the 
recognition  of  certain  systemic,  metabolic,  heredi- 
tary, or  congenital  dysplasias  such  as  Boeck’s 
sarcoid,9  marble  bones,10  osteosclerosis,  Co'oley’s 
anemia,  or  sickle  cell  anemia.  The  film  of  the 


TABLE  I. — Outline  of  3 Basic  Roentgen  Changes  of 
Metastatic  Cancer  in  Bone 


Primary  Lesion 

Predominantly 
Osteolytic 
or  Destructive 

Predominantly 
Osteoblastic 
or  Productive 

Mixed 

Breast 

Younger  group 

+ + 

4- 

+ + + 

Older  group 

+ 

++ 

+ + + 

1 hyroid 

++  + 

rare 

+ 

Kidney  (excluding 

+++ 

rare 

+ 

Wilms’s  tumor 
in  children) 

Lung 

+++ 

rare 

Neuroblastoma 

~h 

+ 

+ + 

Ewing's  sarcoma 

-f-h-h 

rare 

+ 

Myeloma 

+ + + + 

rare 

+ 

Prostate 

rare 

Stomach 

+ 

++ 

+ + 

Pancreas 

+ 

+ + 

Lymphoma 

+ 

++ 

+ + 

Leukemia 

+ 

rare 

+ + 

(children) 

Colon 

4- 

~b  + 

+ + 

Ovary 

++ 

+ 

+ + 

Urinary  bladder 

++ 

+ 

+ + 

skull  may  also  aid  in  confirmation  of  such  entities 
as  osteitis  deformans,  fibrous  dysplasia,  or  other 
non-neoplastic  disease. 

If,  as  the  occasion  demands,  we  can  have  the 
aid  of  a chest  film,  the  nodular  lung  metastases 
of  the  suspected  renal  tumor  may  be  evident. 
The  thyroid  mass,  with  or  without  calcification 
within  it,  may  be  seen  in  the  lower  cervical  region 
displacing  the  trachea  and  extending  substernally. 
The  pleural  effusions  of  ovarian  cancer  metastases 
may  be  recognized,  or  the  lymphangitic  type  of 
metastases  from  breast,  stomach,  pancreas,  or 
colon  or  the  intrathoracic  masses  of  lymphoma 
oi'  the  fusiform  expansion  of  the  ribs  seen  in  plasma 
cell  myeloma11  may  become  evident. 

If  the  differential  diagnosis  rests  between 
hyperparathyroidism  and  “cystlike”  bone  metas- 
tases, survey  roentgenograms  of  the  teeth  offer  a 
valuable  aid.  The  lamina  dura  of  the  teeth  is 
one  of  the  earliest  structures  to  demineralize  in 
hyperparathyroidism.12*13  Of  equal  importance 
is  the  subperiosteal  bone  resorption  seen  in  the 
bones  of  the  hands  in  hyperparathyroidism.14 
If  a fracture  accompanies  a suspicious  defect  in  a 
long  bone,  one  should  remember  that  the  fracture 
in  Paget’s  disease  is  usually  a transverse  one  as  if 
cut  straight  across. 15  Bones  with  metastatic  can- 
cer fracture  differently.  And  so  there  are  endless 
funds  of  information  and  experience  to  call  upon 
to  correlate  with  the  roentgen  criteria  which  in 
many  instances  can  give  the  answer. 

For  those  instances  where  the  solution  is  not 
quite  so  simple,  and  there  are  many,  Table  I 
briefly  outlines  the  three  basic  roentgen  changes 
into  which  metastatic  cancer  in  bone  can  be 
divided.  These  categories  are  by  no  means  rigid. 
They  merely  offer  an  additional  method  of  sort- 
ing the  more  common  lesions  for  the  sake  of  more 
precise  recognition. 

The  three  basic  groups  consist  of  those  lesions 
which  are  predominantly  osteolytic  in  character, 
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those  which  are  predominantly  osteoblastic, 
and  those  which  in  varying  degrees  are  mixed  in 
appearance.  It  should  be  noted  that  the  lesions 
from  thyroid,  kidney,  lung,  Ewing’s  sarcoma,  and 
multiple  myeloma  fall  predominantly  in  the 
osteolytic  class.  It  is  interesting  to  remember 
that  the  breast  carcinoma  in  younger  women  is 
more  prone  to  produce  osteolytic  lesions  some- 
what paralleling  the  clinically  known  fact  that 
breast  carcinoma  in  young  women  usually  runs 
a more  malignant  course.  Lesions  of  the  breast 
in  the  older  age  groups  and  the  lesions  of  the 
prostate  and  the  somewhat  less  frequent  bone 
lesions  from  the  stomach,  colon,  pancreas,  and 
lymphoma  not  infrequently  produce  osteoblastic 
changes  in  bone.  In  contradistinction  the  lesions 
of  Ewing’s  sarcoma,  multiple  myeloma,  lung, 
kidney,  and  thyroid  rarely  produce  osteoblastic 
lesions. 

Unnecessary  confusion  seems  to  exist  concern- 
ing the  differential  diagnosis  between  Paget’s 
disease  and  osteoblastic  cancer  metastases  from 
prostate  or  breast.  If  the  above-outlined  roent- 
gen analysis  of  bone  is  applied,  it  will  be  found 
that  the  cortex  in  osteitis  deformans  is  regularly 
thickened,  the  trabecular  pattern  in  the  medulla 
is  coarsened,  and  the  over-all  size  of  the  involved 
bone  is  increased.15  The  weight-bearing  bones 
such  as  the  femurs,  tibias,  and  pelvis  will  often 
bow  and  bend.  The  bones  of  the  face  and  base 
of  the  skull  are  not  infrequently  involved.  Bones 
harboring  osteoblastic  cancer  metastases  usually 
contain  no  coarsened  trabeculae.  They  do  not 
enlarge,  and  the  cortex  does  not  thicken.  Bones 
with  metastatic  cancer  will  fracture  before  they 
bend. 

Occasionally  the  question  of  metastatic 
cancer  in  bone  arises  in  an  individual  who  is 
already  known  to  have  Paget’s  disease  in  the 
same  bone.  It  is  very  difficult  to  isolate  and 
recognize  small  osteolytic  or  osteoblastic  metas- 
tases in  an  area  already  the  seat  of  Paget’s 
disease.  However,  destructive  osteolytic  lesions 
in  such  an  area  will  increase  progressively  in 
size  and  become  recognizable  with  interval 
examinations.  It  might  be  well  to  add  here  that 
a sudden  increase  in  alkaline  phosphatase  in  a 
patient  with  known  Paget’s  disease  should  stim- 
ulate an  immediate  search  for  superimposition 
of  malignant  bone  sarcoma.  The  frequency  of 


this  complication  is  variously  said  to  occur  in 
2 to  14  per  cent  of  individuals  suffering  from  ostei- 
tis deformans.16 

Carcinoma  of  the  rectum  or  sigmoid  colon 
directly  extending  to  the  pelvic  bones  often  pro- 
duces a picture  which  radiographically  may  simu- 
late a primary  malignant  bone  sarcoma.  The 
tumor  invading  the  periosteum  stimulates  a 
radiating  or  perpendicular  periosteal  reaction 
which  is  out  of  proportion  to  the  amount  of 
visible  bone  involved.  In  primary  bone  sarcoma 
the  visible  bone  involvement  is  usually  consider- 
able and  not  dwarfed  by  the  periosteal  reaction. 


Summary  and  Conclusion 

1.  The  roentgen  diagnosis  of  osseous  cancer 
metastases  is  based  on  definite  roentgen  criteria. 

2.  In  the  hands  of  many  radiologists  the  diag- 
nosis and  the  correlation  with  the  primary  source 
is  not  a “guess”  nor  is  it  based  on  a “hunch.” 

3.  The  roentgen  method  is  briefly  reviewed, 
and  a simple  table  for  reference  is  presented. 

4.  A careful  roentgen  analysis  correlated  with 
a few  key  clinical  and  laboratory  facts  will 
usually  permit  a strikingly  high  degree  of  ac- 
curacy. 
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. . . the  blossoming  of  a rose  is  a much  greater  miracle  than  atomic  energy,  and  certainly  a 
greater  source  of  happiness. — Henry  E.  Sigerist,  M.D. 


Case  Reports 


HERPES  ZOSTER  AND  VARICELLA 


Sol  Glotzer,  M.D.,  Brooklyn,  New  York 


"DOTH  herpes  zoster  and  varicella  have  long  been 
recognized,  and  their  similarities  and  differ- 
ences have  been  emphasized  since  the  relationship 
between  them  was  pointed  out  by  von  Bokay  in 
1888. 1 Since  then,  a number  of  cases  have  been  re- 
ported in  which  both  diseases  have  been  present 
simultaneously,  some  in  which  the  herpetic  lesions 
followed  and  others  in  which  they  preceded  a general- 
ized varicelliform  eruption.  LeFeuvre  collected 
37  such  cases  from  the  literature  up  to  1917  and 
added  four  cases  of  his  own.2  Other  cases  have 
been  added  recently,  but  the  actual  incidence  of 
this  association  cannot  be  truly  evaluated  because 
herpes  zoster  is  not  a reportable  disease. 

Seiler  enlisted  the  aid  of  his  colleagues  in  re- 
porting all  cases  of  zoster  and  succeeded  in  collecting 
184. 3 Of  these,  only  seven  showed  a generalized 
vesicular  eruption  which  accompanied  or  followed 
the  localized  lesion.  In  only  18  was  there  a history 
of  contact  with  other  patients  with  herpes  zoster, 
and  seven  of  these  contacts  were  remote.  Of  43 
patients  in  whom  the  history  was  reliable,  28  had  had 
chickenpox,  and  15  had  not.  In  only  six  cases  of 
zoster  could  the  history  of  a direct  contact  with  a 
case  of  varicella  be  found. 

Although  these  figures  make  it  seem  unlikely 
that  a close  association  exists  between  the  viruses 
of  the  two  diseases,  the  opposite  view  can  be  sub- 
stantiated by  the  finding,  in  this  same  series,  that 
chickenpox  developed  among  12  people  who  were  in 
I contact  with  ten  of  the  patients  with  herpes  zoster 
and  that  the  varicella  lesions  appeared  within  the 
usual  incubation  period  of  chickenpox.  Of  interest 
is  the  fact  that  all  except  one  of  these  cases  of  vari- 
cella occurred  in  children.  Seiler  also  cites  an  in- 
stance where,  in  a brother  and  sister,  both  adults, 
chickenpox  appeared  in  the  one  at  the  same  time 
i that  zoster  appeared  in  the  other. 

Unfortunately,  it  is  difficult  to  inoculate  any  other 
host  but  humans  with  either  varicella  or  zoster. 

| Monkeys  react  variably  to  inoculations  so  that  no 
constant  results  can  be  obtained.  Rivers  and  Eld- 
' ridge  found  that  convalescent  zoster  serum  protected 
one  monkey  against  inoculation  with  varicella 
virus  but  had  no  effect  in  two  others.4  Bedson 
quotes  a report  that  the  serum  of  patients  convales- 
cing from  varicella  gave  a positive  reaction  to  the 
complement  fixation  test  with  an  antigen  prepared 


Fig.  1.  Lesions  of  herpes  zoster  on  scalp,  face, 
and  trunk. 


from  crusts  of  lesions  of  herpes  zoster.5  Epidemio- 
logic studies  by  the  School  Epidemics  Committee 
of  Great  Britain  indicate  a relationship  between 
the  occurrence  of  chickenpox  and  herpes  zoster 
during  certain  months  which  seems  more  than  coin- 
cidence.6 

The  evidence  is  contradictory  and  confusing, 
but  a number  of  impressions  can  be  gathered  and 
questions  raised.  Are  the  viruses  of  zoster  and  vari- 
cella the  same?  Are  they  separate  and  distinct 
entities  possessing  certain  antigenic  constituents  in 
common?  Does  the  varicella  virus  have  neurotropic 
properties  which  act  only  when  a nerve  has  become 
irritated  by  other  factors?  Or  is  the  varicelliform 
eruption  seen  in  herpes  zoster  simply  a generalized 
spread  of  the  same  infection?  We  shall  not  attempt 
to  answer  these  questions.  From  the  clinical 
standpoint,  the  association  is  probably  more  fre- 
quent than  is  apparent  with  varicella  usually  follow- 
ing the  appearance  of  herpes  by  two  to  seven  days. 

Case  Report 

E.  K.,  male,  age  sixty-six,  was  admitted  to  the 
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Williamsburgh  General  Hospital.*  His  past  history 
had  been  essentially  negative.  He  did  not  recall 
having  had  chickenpox  or  herpes  zoster  in  the  past 
and  actually  felt  well  until  the  onset  of  the  present 
illness.  He  lived  alone  and  had  not  come  in  contact 
with  any  children  or  adults  having  either  disease. 

Pain  began  in  the  right  cheek  on  March  24,  1952, 
extending  to  the  right  eye  and  of  such  severity  that 
an  acute  sinusitis  was  at  first  suspected.  On  March 
27,  a papular,  vesicular,  erythematous  eruption  ap- 
peared on  the  right  cheek,  extending  to  the  fore- 
head and  right  side  of  the  nose.  The  eye  became  red, 
developing  a blepharodermatitis  with  conjunctival 
congestion  and  keratitis.  Lesions  of  a vesicular, 
hemorrhagic  nature  were  also  seen  on  the  right 
buccal  mucosa  and  soft  and  hard  palate. 

These  lesions  became  pustular.  On  April  3, 
similar  scattered  vesicular  lesions,  some  umbilicated 
and  surrounded  by  erythema,  appeared  on  the  scalp, 
face,  and  trunk  (Fig.  1).  Successive  crops  of  these 
lesions  made  their  appearance  on  April  4,  some  on  the 
extremities.  The  lesions  all  went  through  the  pustu- 
lar stage,  dried,  and  formed  crusts  which  finally 
fell  off.  Lesions  on  the  face  also  crusted  and  fell 
off,  leaving  an  erythematous  base.  A burning  sensa- 
tion persisted  on  the  face  to  the  time  of  discharge. 

Temperature  on  admission  was  101  F.,  subsiding 
until  the  varicelliform  lesions  appeared  on  April  3, 
when  it  again  rose  to  104.2  F.  Under  therapy  with 

* Courtesy  of  Dr.  I.  Goodman. 


Chloromycetin,  1 Gm.  daily,  the  temperature  rapidly 
returned  to  normal.  All  blood  and  urine  studies 
were  normal,  and  the  white  cell  count  never  ex- 
ceeded 8,500  cells  per  cu.  mm.  with  a normal  dif- 
ferential count. 

Summary  and  Conclusions 

A case  is  reported  in  which  herpes  zoster  and 
chickenpox  occurred  simultaneously  in  a sixty-six- 
vear-old  male.  The  patient  had  no  contact  with  either 
disease  and  had  never  had  either  disease  previously. 

The  relationship  of  the  two  diseases  is  briefly 
discussed  to  indicate  that  although  the  viruses 
of  both  diseases  seem  to  be  identical,  definite 
proof  is  still  lacking,  and  further  studies  of  their 
relation,  as  well  as  of  their  etiologic  agents,  are  still 
needed. 

87  Winthrop  Street 
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ANNOUNCEMENT 

As  you  make  your  plans  for  the  coming  year,  please  note  that  the 

• 147th  Annual  Meeting  of  the 

• Medical  Society  of  the  State  of  New  York 

• will  be  held  in  Buffalo,  New  York, 

• at  the  Hotel  Statler,  from 

• May  4 to  8,  1953. 


CALCIFIED  SEBACEOUS  CYST  SIMULATING  A KIDNEY  LESION 

J.  Sydney  Ritter,  M.D.,  F.A.C.S.,  and  Henry  Ritter,  Jr.,  M.D.,  New  York  City 
( From  the  McCarthy  Urological  Clinic  of  the  New  York  Polyclinic  Medical  School  and  Hospital) 


npHE  problem  of  confusing  extraurinary  shadows, 
"*■  while  not  new,  is  still  particularly  vexatious  not 
only  to  the  urologist  but  to  the  roentgenologist  as 
well.1’2 

Case  Report 

V.  S.,  a sixty-eight-year-old  white  male,  was  pro- 

■ statectomized  in  1949.  Three  years  later  the  pa- 
tient complained  of  nocturnal  frequency  and  vague 
low  back  pain.  On  physical  examination  he  had  a 
blood  pressure  of  140/90.  Bilateral  cataracts  were 
present.  There  was  a sense  of  tenderness  along  the 
course  of  the  left  ureter.  A firm,  small,  round  sub- 
cutaneous mass  was  palpable  in  the  left  costoverte- 

■ bral  area.  This  mass  was  attached  to  the  skin  but 
was  freely  movable  over  the  deeper  tissues.  On 
rectal  palpation  the  prostate  felt  flat  and  firm.  The 
admitting  impression  was  left  ureteral  colic. 

On  cystoscopy  there  were  multiple  cysts  noted 
at  the  vesical  neck  and  a heaping-up  of  tissue  on 
the  posterior  urethral  floor.  Normal  bilateral  in- 
digo carmine  dye  excretion  was  observed.  A flat 
plate  of  the  abdomen  showed  an  ill-defined,  opaque 
shadow  in  the  region  of  the  left  kidney  (Fig.  1 ).  On 
excretory  urography  there  was  prompt  bilateral 
function  and  visualization.  When  retrograde  pye- 
lography was  performed,  normal  renal  pelvis  and 
calyces  were  seen,  with  the  shadow  now  located  be- 
neath the  pelvis.  To  confirm  our  suspicion  we 


placed  a coin  over  the  subcutaneous  lesion  and  found 
the  shadow  gone  (Fig.  2). 

The  vesical  neck  cysts  were  fulgurated  and  the 
urethral  lesion  endoscopically  biopsied.  It  was  re- 
ported as  a prostatic  adenocarcinoma.  An  orchi- 
dectomy  was  performed.  The  mass  in  the  left 
flank  was  excised  and  x-rayed.  Its  outline  appeared 
consistent  with  the  shadow  seen  on  the  earlier  plates 
(Fig.  3).  On  section  the  mass  was  a cyst  with  a 
calcified  w'all  and  caseous  contents. 

Comment 

Artifacts  on  the  film  itself  or  the  casette  are  easily 


Fig.  2.  Retrograde  pvelogram  with  coin  placed 
over  subcutaneous  mass  thus  obscuring  previous 
density. 


Fig.  1.  Flat  plate  shoVing  density  over  lower  left  Fig.  3.  Radiograph  of  excised  lesion.  Note  how 
renal  area.  mass  conforms  to  previous  density. 
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remedied  by  changing  the  apparatus.3  Nevi, 
warts,  or  cysts  often  provide  shadows  of  ill-defined 
density  and  configuration,  especially  if  they  are  in 
contact  with  the  x-ray  table.  A complete  exami- 
nation of  the  patient  prior  to  taking  x-rays  is  advised 
to  avoid  similar  embarrassing  experiences. <_7 

755  Park  Avenue 
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ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1953  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 
Beverly  C.  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 

The  Annual  Meeting  will  be  held  May  4 to  8,  1953,  at  the  Hotel  Statler,  Buffalo. 

NO  APPLICATIONS  CAN  BE  CONSIDERED  AFTER  JANUARY  12,  1953. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


NECROLOGY 


Richmond  James  Beck,  M.D.,  of  Huntington, 
Long  Island,  died  on  November  11  in  New  York 
City  at  the  age  of  fifty-six.  Dr.  Beck  received  his 
medical  degree  from  the  George  Washington  Uni- 
versity Medical  School  in  1921.  During  World 
War  II  he  served  as  a commander  in  the  U.S.  Naval 
Reserve  and  was  chief  of  neuropsychiatry  on  the 
U.S.S.  Solace,  a hospital  ship  in  the  Pacific.  Dr. 
Beck  had  been  with  the  Veterans  Administration  for 
twenty-eight  years,  having  served  as  chief  of  physi- 
cal medicine  and  chief  psychiatrist  at  the  Veterans 
Administration  Hospital  at  Northport,  Long  Island, 
and  for  the  past  four  years  as  chief  of  physical  medi- 
cine at  the  Veterans  Administration  Hospital  at 
Lyons,  New  Jersey. 

A Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology,  Dr.  Beck  was  a member  of  the 
Long  Island  Psychiatric  Society,  the  American 
Psychiatric  Association,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elmer  A.  D.  Clarke,  M.D.,  of  Buffalo,  died  on 
October  22  at  his  home  at  the  age  of  sixty-six.  Dr. 
Clarke  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1911.  During  World  War  I 
he  served  as  a captain  in  the  U.S.  Army  Medical 
Corps.  For  thirty-nine  years  Dr.  Clarke  was  on 
the  faculty  of  the  University  of  Buffalo  School  of 
Medicine.  He  was  also  assistant  attending  obste- 
trician and  gynecologist  at  the  Children’s  Hospital 
and  the  Buffalo  General  Hospital.  Dr.  Clarke  was  a 
member  of  the  American  Academy  of  General  Prac- 
tice, the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


John  Bowman  Congdon,  M.D.,  of  Albany,  died 
on  November  12  at  a convalescent  home  in  Rutland, 
Vermont,  at  the  age  of  seventy-six.  Dr.  Congdon 
was  graduated  from  the  Albany  Medical  College  in 
1902.  A Fellow  of  the  American  College  of  Sur- 
geons, he  was  a member  of  the  Albany  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Samuel  Emmet  Getty,  M.D.,  of  New  York  City, 
formerly  of  Yonkers,  died  on  November  13  in  St. 
John’s  Riverside  Hospital,  Yonkers,  at  the  age  of 
eighty-six.  Dr.  Getty  received  his  medical  degree 
from  the  New  York  University  Medical  School  in 
1893  and  interned  at  Bellevue  Hospital.  During 
World  War  I,  he  organized  and  commanded  the 
Westchester  County  medical  unit  of  the  American 
Red  Cross  and  later  went  overseas  with  the  U.S. 
Army  Medical  Corps,  serving  as  a colonel  in  charge 
of  the  base  hospital  at  Vittel,  France.  Dr.  Getty, 
who  practiced  in  Yonkers  until  his  retirement  when 
! he  moved  to  New  York  City,  was  surgeon  emeritus 
at  St.  John’s  Riverside  Hospital  and  a Fellow  of  the 


American  College  of  Surgeons.  He  was  a member  of 
the  Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Goodlatte  Browne  Gilmore,  M.D.,  of  the  Bronx, 
died  on  November  19  at  his  home  at  the  age  of 
fifty-nine.  Dr.  Gilmore  received  his  medical  de- 
gree from  the  University  of  Virginia  Medical  School 
in  1917  and  interned  at  the  Staten  Island  Hospital. 
During  World  War  I he  served  with  the  U.S.  Army 
Medical  Corps.  Dr.  Gilmore  was  attending  surgeon 
at  the  Bronx  Eye  and  Ear  Infirmary,  attending 
otolaryngologist  at  St.  Barnabas  Hospital,  director 
of  otolaryngology  at  Morrisania  and  Seton  Hospi- 
tals, and  consulting  otolaryngologist  at  Union  Hos- 
pital. He  had  been  secretary  of  the  Bronx  County 
Medical  Society  for  the  past  ten  years. 

A Fellow  of  the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology, Dr.  Gilmore  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Laryngological,  Rhinological,  and 
Otological  Society,  the  Bronx  Otolaryngology  So- 
ciety, the  New  York  Otological  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  H.  Golding,  M.D.,  of  Peekskill,  died  on 
November  7 at  Presbyterian  Medical  Center,  New 
York  City,  at  the  age  of  sixty-five.  Dr.  Golding 
was  graduated  from  the  Cornell  University  Medical 
College  in  1911  and  interned  at  New  York  Hospital. 
During  World  War  I he  served  in  France  with  the 
U.S.  Army  Medical  Corps.  Dr.  Golding  was  at- 
tending physician  and  surgeon  at  Peekskill  Hospital 
and  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gaylord  Willis  Graves,  M.D.,  of  Jackson  Heights, 
died  on  November  10  at  his  home  at  the  age  of 
sixty-eight.  Dr.  Graves  was  graduated  from  the 
Cornell  University  Medical  College  in  1908  and 
interned  at  Presbyterian  Hospital.  From  1922  to 
1929  he  was  instructor  in  pediatrics  at  the  Columbia 
University  College  of  Physicians  and  Surgeons,  and 
from  1931  to  1949,  clinical  professor  of  pediatrics  at 
New  York  University  Medical  College.  Following 
his  retirement  in  1949,  Dr.  Graves  remained  as  con- 
sulting pediatrician  at  Bellevue  Hospital.  The 
author  of  many  medical  articles,  he  was  coauthor  of 
Practice  of  Pediatrics.  Dr.  Graves  was  a Licentiate 
of  the  American  Board  of  Pediatrics  and  a member 
of  the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Earl  Harold  King,  M.D.,  of  Saratoga  Springs, 
died  on  October  22  at  his  home  at  the  age  of  seventy- 
six.  Dr.  King  received  his  medical  degree  from  the 
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New  York  Eclectic  Medical  School  in  1898  and  had 
practiced  in  Saratoga  Springs  for  more  than  fifty 
years.  He  was  consulting  roentgenologist  and  con- 
sulting physiotherapist  at  the  Saratoga  Hospital 
and  had  been  chief  roentgenologist  and  radiologist 
there  until  his  retirement  in  1949  because  of  ill 
health.  A Diplomate  of  the  American  Board  of 
Radiology,  Dr.  Graves  was  a member  of  the  Ameri- 
can College  of  Radiology,  the  American  Roentgen 
Ray  Society,  the  Radiological  Society  of  North 
America,  the  Saratoga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  Harold  Logan,  M.D.,  of  Rockville  Centre, 
died  on  November  14  at  his  home  at  the  age  of 
fifty.  Dr.  Logan  received  his  medical  degree  from 
the  Queens  University  Medical  College  in  Kingston, 
Ontario,  in  1931.  He  was  on  the  medical  staff  of 
the  South  Nassau  Communities  Hospital  and  a 
member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Cameron  Matthews,  M.D.,  of  Chester, 
Connecticut,  formerly  of  Larchmont,  died  on  Sep- 
tember 12  at  the  age  of  eighty.  Dr.  Matthews  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1902.  He  was  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Maurice  Pearlstein,  M.D.,  of  New  York  City, 
died  on  August  22  at  the  age  of  fifty-three.  Dr. 
Pearlstein  received  his  medical  degree  from  the 
University  of  Oklahoma  in  1923.  He  had  been 
clinical  assistant  attending  physician  at  Fordham 
and  Sydenham  Hospitals  and  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nelson  Wilbert  Strohm,  M.D.,  of  Buffalo,  died 
on  October  22  at  his  home  at  the  age  of  sixty-four. 
Dr.  Strohm  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1912  and  interned  at 
the  Buffalo  General  Hospital.  For  the  past  thirty- 
four  years  he  had  served  with  the  Buffalo  City  and 
Erie  County  Health  Departments  and  for  the  past 
five  years  as  director  of  the  Division  of  Tuberculosis 
Control.  He  was  consulting  physician  at  the  Ed- 
ward J.  Meyer  Memorial  Hospital  and  associate  at- 
tending physician  at  the  Buffalo  General  Hospital. 
In  1941  Dr.  Strohm  was  president  of  the  Erie  County 
Medical  Society  and  for  more  than  ten  years  was  a 
delegate  from  Erie  County  to  the  Medical  Society  of 
the  State  of  New  York. 

A Fellow  of  the  American  College  of  Physicians 
and  the  American  College  of  Chest  Physicians,  Dr. 
Strohm  was  a member  of  the  American  Trudeau 
Society,  the  Buffalo  Academy  of  Medicine,  the 
American  Public  Health  Association,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


ANNOUNCEMENT 


PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  4 to  8, 
1953,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  2,  1953,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Mather  Cleveland,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Report  on  Hospital  Construction — Status  of  all 
l;  Hill-Burton  hospital  construction  in  New  York 
j State,  as  of  November  1 , is  as  follows: 

Completed  and  in  Operation — Forty-nine  projects 
at  a total  cost  of  $37,178,860,  including  Federal  con- 
I tribution  of  $11,932,416  and  supplying  2,374  addi- 
tional beds. 

Under  Construction — Eighteen  projects  at  a total 
[I  cost  of  $25,875,174,  including  Federal  contribution 
of  $7,575,346  and  supplying  1,275  additional  beds. 

Approved,  but  not  yet  Under  Construction — Three 
projects  at  a total  cost  of  $3,789,000,  including  Fed- 
eral contribution  of  $1,569,666  and  designed  to 
supply  353  additional  beds. 

Cornerstone  Ceremony  Held  The  cornerstone 
laying  ceremony  of  the  Medical  Science  Building  of 
the  New  York  Universitv-Bellevue  Medical  Center 
was  held  on  November  7.  Scheduled  for  completion 
in  the  summer  of  1953,  the  building  will  be  the  second 
i completed  structure  of  a projected  $28,500,000  build- 
ing program  which  will  provide  for  the  full  scope  of 
modern  medical  practice  from  basic  training  to  ad- 
vanced research.  The  first  construction  of  the  new 
Medical  Center  to  be  completed  was  the  Institute  of 
Physical  Medicine  and  Rehabilitation  which  went 
into  operation  in  January,  1951. 

Fellowships  Available  in  Industrial  Health — 

; The  Institute  of  Industrial  Health  of  the  University 
: of  Cincinnati  will  accept  applications  for  a limited 
. number  of  fellowships  offeree!  to  qualified  candidates 
I who  wish  to  pursue  a graduate  course  of  instruction 
in  preparation  for  the  practice  of  industrial  medicine. 
Any  registered  physician  who  is  a graduate  of  a class 
A medical  school  and  who  has  completed  satisfac- 
1 torily  at  least  two  years  of  training  in  a hospital 
' accredited  by  the  American  Medical  Association 
may  apply  for  a fellowship  in  the  Institute  of  Indus- 
l trial  Health.  (Service  in  the  armed  forces  or  private 
practice  may  be  substituted  for  one  year  of  training.) 

The  course  of  instruction  consists  of  a two-year 
period  of  intensive  training  in  industrial  medicine, 
followed  by  one  year  of  practical  experience  under 
' adequate  supervision  in  industry.  Candidates  who 
complete  satisfactorily  the  course  of  study  will  be 
! awarded  the  degree  of  Doctor  of  Industrial  Medicine. 

During  the  first  two  years,  the  stipends  for  the 
1 fellowship  vary,  in  accordance  with  the  marital 
| status  of  the  individual,  from  $2,100  to  $3,000.  In 
i the  third  year  the  candidate  will  be  compensated  for 
his  service  by  the  industry  in  which  he  is  completing 
his  training.  A one-year  course,  without  stipend, 
j is  also  offered  to  qualified  applicants. 

Requests  for  additional  information  should  be 
! addressed  to  the  Institute  of  Industrial  Health, 
College  of  Medicine,  Eden  and  Bethesda,  Cincinnati 
19,  Ohio. 

National  Foundation  Offers  Fellowships — The 

; National  Foundation  for  Infantile  Paralysis  an- 
nounces the  availability  of  a limited  number  of 
postdoctoral  fellowships  in  the  field  of  public  health 
and  preventive  medicine.  The  purpose  of  these  Na- 


tional Foundation  fellowships  is  to  prepare  physicians 
to  fill  the  many  vacancies  existing  in  public  health 
and  preventive  medicine,  with  priority  to  those 
who  are  interested  in  entering  the  teaching  field. 

The  fellowships  are  for  one  or  more  years  at  an  ap- 
proved school  of  public  health,  with  a period  of  field 
experience  when  arranged  by  the  school.  Stipends 
to  fellows  are  based  on  the  individual  need  of  each 
applicant.  Fellowships  may  cover  tuition,  main- 
tenance, and  an  allowance  for  books,  if  required. 
An  appropriation  of  $330,600  in  March  of  Dimes 
funds  has  been  made  to  cover  the  cost  of  the  pro- 
gram. 

Eligibility  requirements  include  United  States 
citizenship,  sound  health,  graduation  from  an  ap- 
proved school  of  medicine,  and  completion  of  at  least 
a one-year  internship  in  an  approved  hospital. 
Selection  of  candidates  will  be  made  on  a competi- 
tive basis  by  a Clinical  Fellowship  Committee  com- 
posed of  leaders  in  the  field  of  medicine  and  profes- 
sional education. 

Complete  information  concerning  qualifications 
and  applications  may  be  obtained  from  the  Division 
of  Professional  Education,  the  National  Foundation 
for  Infantile  Paralysis,  120  Broadway,  New  York  5, 
New  York. 

Physicians  Called  for  Induction — The  Depart- 
ment of  Defense  has  requested  the  Selective  Service 
System  to  deliver  to  Armed  Forces  Induction  Sta- 
tions 544  physicians,  383  dentists,  and  18  veteri- 
narians during  the  month  of  January,  1953.  The 
armed  forces  will  assign  344  physicians  and  338 
dentists  to  the  Army  and  200  physicians  and  45 
dentists  to  the  Air  Force.  The  18  veterinarians  will 
be  assigned  to  the  Army. 

This  call  is  the  first  in  which  the  Department  of 
Defense  has  requested  veterinarians.  Previously, 
the  veterinarian  requirements  of  the  Department  ot 
Defense  have  been  met  from  Priority  I special  regis- 
trants who  accepted  commissions  and  from  recalls  of 
Reserve  veterinary  officers. 

The  January  request  brings  to  a total  of  3,238 
the  number  of  physicians,  and  to  1,637  the  number  of 
dentists,  and  to  18  the  number  of  veterinarians 
requested  from  the  Selected  Service  System  since 
July,  1951. 

Appointed  Institute  Director — Appointment  of 
Dr.  George  E.  Moore,  of  Minneapolis,  Minnesota,  as 
director  of  the  State  Health  Department’s  Roswell 
Park  Memorial  Institute  has  been  announced  by 
Dr.  Herman  E.  Hilleboe,  State  health  commissioner. 
Dr.  Moore  succeeds  the  late  Dr.  Louis  C.  Kress. 

Dr.  Moore  has  been  associate  professor  of  surgery 
and  cancer  coordinator  at  the  University  of  Minne- 
sota Medical  School  and  director  of  the  Tumor  Clinic 
at  University  of  Minnesota  Hospitals.  He  formerly 
served  as  clinical  instructor  in  surgery  at  the  same 
medical  school. 

The  Roswell  Park  Hospital,  which  is  located  in 
Buffalo,  conducts  investigations  into  the  treatment, 
prevention,  and  cure  of  cancer  and  other  malignant 
diseases. 
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Hospitals  To  Merge — Consolidation  of  St.  Luke’s 
Hospital  and  Woman’s  Hospital,  two  of  New  York 
City’s  oldest  voluntary  institutions,  has  been  ap- 
proved unanimously  by  their  directors,  it  was  an- 
nounced at  a dinner  meeting  November  18  in  New 
York  City.  The  hospitals  will  unite  under  the  name 
of  St.  Luke’s  Hospital,  and  it  is  planned  to  per- 
petuate the  name  of  Woman’s  Hospital  in  connection 
with  any  building  of  the  combined  hospitals  that  is 
devoted  to  gynecologic  and  obstetric  services. 

St.  Luke’s  Hospital  was  founded  in  1850  by  the 
Rev.  William  Augustus  Muhlenberg  and  its  School 
of  Nursing  in  1888.  Woman’s  Hospital  was  es- 
tablished in  1855  by  Dr.  J.  Marion  Sims  and  a com- 
mittee of  35  women  and  has  been  the  only  institution 
in  the  city  devoted  exclusively  to  women. 

AEC  Offers  Fellowships  in  Industrial  Medicine — ■ 

Eight  fellowships  in  industrial  medicine  will  be  of- 
fered by  the  U.S.  Atomic  Energy  Commission  for  the 
1953-1954  academic  year.  The  fellowships  are 
open  to  United  States  citizens  who  hold  medical  de- 
grees from  approved  medical  schools  and  who  have 
had  at  least  one  year  of  internship.  Applications 
must  be  submitted  by  January  1,  1953,  to  AEC 


Fellowships  in  Industrial  Medicine,  Atomic  Energy 
Project,  University  of  Rochester  School  of  Medicine 
and  Dentistry,  Rochester,  New  York,  attention  Dr. 
Henry  A.  Blair. 

Hospital  Lectures  Scheduled — The  Division  of 
Neoplastic  Diseases  of  Montefiore  Hospital,  New 
York  City,  is  conducting  a series  of  lectures  at  the 
hospital  under  the  chairmanship  of  Dr.  Daniel 
Laszlo.  The  program  will  include  the  following: 

January  9— “The  Developmental  Concept  of 
Uterine  Cancer,”  Dr.  S.  B.  Gusberg,  assistant  pro- 
fessor of  gynecology  and  obstetrics,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

January  16 — presentation  of  cases  with  discussion. 

February  6— “The  Development  of  Cancer 
Chemotherapy  as  a Laboratory  and  Clinical  Disci- 
pline,” Dr.  Alfred  Gellhorn,  director,  Institute  for  I 
Cancer  Research,  Columbia  University  College  of  I 
Physicians  and  Surgeons.' 

February  20 — Presentation  of  cases  with  discus-  i 
sion. 

The  programs  will  continue  through  March, 
April,  May,  and  June. 


MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose,  and  Throat 
Association 

Clinic  Day  was  held  by  the  Eastern  New  York 
Eye,  Ear,  Nose,  and  Throat  Association  at  the 
Albany  Veterans  Hospital  on  November  6.  Dr. 
Wendell  Hughes,  Hempstead,  showed  a film,  “Re- 
pair of  Displaced  Fracture  of  the  Orbital  Rim,”  at 
the  opening  of  the  scientific  program.  The  guest 
speaker  for  the  evening  was  Dr.  John  F.  Daly,  New 
York  City,  who  talked  on  “The  Management  of 
Carcinoma  of  the  Extrinsic  Larynx  and  Laryngo- 
pharynx  and  the  Management  of  Lymph  Node 
Metastasis  in  Carcinoma  of  the  Larynx.” 

The  next  meeting  will  be  held  in  Schenectady, 
Thursday,  January  8,  at  the  Mohawk  Golf  Club. 

T he  Jewish  Hospital  of  Brooklyn 

A symposium  on  “Cardiovascular  Disease,”  ar- 
ranged by  the  Division  of  Cardiology,  Department  of 
Medicine,  of  the  Jewish  Hospital  in  Brooklyn,  began 
on  November  13  with  a lecture  by  Dr.  Charles  E. 
Kossmann,  associate  professor  of  medicine,  New 
York  University  College  of  Medicine.  Dr.  Koss- 
mann spoke  on  “Advances  in  Electrocardiography.” 
The  symposium  was  continued  on  December  11, 
with  Dr.  Arthur  Grishman,  adjunct  physician  for 
cardiology,  Mount  Sinai  Hospital,  New  York  City, 
and  adjunct  physician  in  medicine,  Beth  Israel 
Hospital,  New  York  City,  discussing  “Vectorcardiog- 
raphy and  Ballistocardiography.”  The  speaker  on 
January  8 will  be  Dr.  Louis  Leiter,  chief,  medical 
division  of  Montefiore  Hospital,  and  clinical  pro- 
fessor of  medicine,  College  of  Physicians  and 
Surgeons,  Columbia  University,  lecturing  on  “The 
Kidney  and  Heart  Disease.” 

Other  programs  will  include: 

March  12 — “Diagnosis  and  Treatment  of  Arrhy- 
thmia,” Dr.  David  Scher,  associate  professor  of 
medicine,  New  York  Medical  College. 

April  30 — “Advances  in  Clinical  Cardiology,” 


Dr.  Charles  K.  Friedberg,  associate  physician,  j 
Mount  Sinai  Hospital,  New  York  City. 

May  14 — “Advances  in  Cardiovascular  Surgery,”  ) 
Dr.  Ralph  A.  Deterling,  Jr.,  associate  professor  of 
surgery,  Columbia  University,  and  associate  at- 
tending surgeon,  Presbyterian  Hospital,  New  York  , 
City. 

The  lectures  wall  be  presented  on  Thursdays  at  4 
P.M. 

Albany  County  Medical  Society 

Dr.  Thomas  Francis,  Jr.,  chairman  of  the  Depart- 
ment of  Epidemiology,  School  of  Public  Health,  Uni- 
versity of  Michigan,  spoke  on  “Correlations  in 
Clinical  and  Epidemiological  Investigation,”  as  the 
August  B.  Wadsworth  Lecture  at  the  meeting  on 
November  14  of  the  Albany  County  Medical  Society. 

Jefferson  County  Medical  Society 

The  annual  meeting  of  the  Jefferson  County  Medi- 
cal Society  was  held  on  November  18  at  the  Black 
River  Valley  Club,  Watertown.  Dr.  Walter  F. 
Bugden,  Syracuse,  presented  a paper  on  “Cardiac 
Surgery.” 

During  the  business  meeting,  annual  reports  were  i 
given  and  the  election  of  officers  took  place. 

Schoharie  County  Medical  Society 

Dr.  James  Britt,  head  obstetrician,  Memorial 
Hospital,  Albany,  spoke  on  “Common  Obstetrical 
Problems,”  at  the  postgraduate  instruction  for  the 
Schoharie  County  Medical  Society.  The  meeting 
was  held  at  the  public  library  in  Cobleskill  on 
November  18. 

Richmond  County  Medical  Society 

“Viral  Diseases  in  Children,  with  Special  Refer 
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ence  to  Poliomyelitis”  was  the  subject  discussed  by 
Dr.  Philip  M.  Stimson,  associate  professor  of  clinical 
pediatrics,  Cornell  University  Medical  College,  New 
York  City,  at  the  postgraduate  instruction  for  the 
Richmond  County  Medical  Society.  The  instruc- 
tion was  held  at  the  Willowbrook  State  School, 
Staten  Island,  on  November  19. 

United  Hospital,  Port  Chester 

Postgraduate  instruction  for  the  United  Hospital 
staff  was  held  on  November  20  at  Barron  Hall, 
United  Hospital,  Port  Chester.  Dr.  Claude  F.  Hea- 
ton, associate  professor  of  obstetrics  and  gynecology, 
New  York  University  College  of  Medicine,  New 
York  City,  talked  on  “Gynecological  Problems  in  the 
Adolescent  Patient.” 


Mohawk  Valley  Obstetrical  and  Gynecological 
Society 

Dr.  M.  E.  Assali,  director  of  research,  Department 
of  Obstetrics,  University  of  Cincinnati  College  of 
Medicine,  Cincinnati,  spoke  on  “Toxemias  of 
Pregnancy”  at  the  postgraduate  instruction  for  the 
Mohawk  Valley  Obstetrical  and  Gynecological  So- 
ciety. The  meeting  was  held  in  Utica,  November  25. 

Montgomery  County  Medical  Society 

The  annual  meeting  of  the  Montgomery  County 
Medical  Society  was  held  on  Tuesday,  December  9, 
at  the  Elks  Club,  Amsterdam.  At  this  meeting 
“Foot  Problems  in  Children”  was  discussed  by  Dr. 
Frederick  Lee  Leibolt,  attending  surgeon  in  charge 
of  orthopedics,  New  York  Hospital. 


FUTURE 


New  York  Cancer  Society 

The  New  York  Cancer  Society  will  meet  on  Janu- 
ary 6 at  8:30  p.m.,  in  the  New  York  Academy  of 
Medicine.  The  subject  to  be  discussed  will  be 
“Recent  Trends  in  Radiation  Treatment.” 

Dr.  Edith  H.  Quimby,  Columbia-Presbyterian 
; Medical  Center,  New  York  City,  will  present  a 
paper  on  “Physical  Aspects  of  High  Energy  Radia- 
i tions”;  Dr.  Roger  Harvey,  University  of  Illinois, 
I Chicago,  “Experience  with  the  Betatron  in  the 
Treatment  of  Cancer,”  and  Dr.  Milton  Friedman, 

' New  York  University  College  of  Medicine,  New 
i York  City,  “Concepts  of  Radical  Irradiation  of 
; Cancer.”  Discussants  for  the  evening  will  be  Dr. 
Douglas  Quick,  Roosevelt  Hospital,  New  York 
City,  and  Dr.  William  Harris,  Mount  Sinai  Hospital, 
' New  York  City. 

Herkimer,  Madison,  and  Oneida  Counties  Medical 
Societies 

“Clinical  Applications  of  Newer  Physiological 
Concepts  of  Adrenal  Cortical  Function”  will  be  the 
subject  discussed  by  Dr.  Charles  W.  Lloyd,  assis- 
ts tant  professor  of  medicine,  State  University  of  New 
1 York  College  of  Medicine,  Syracuse,  at  the  post- 
graduate instruction  for  the  Utica  Academy  of 
I Medicine,  the  Medical  Societies  of  the  Counties  of 
Herkimer,  Madison,  and  Oneida,  and  the  Oneida 
County  Chapter  of  the  American  Academy  of  Gen- 
i eral  Practice. 

The  meeting  will  be  held  at  the  Hotel  Utica,  Utica, 
on  January  15,  at  8:30  p.m. 


Geneva  Academy  of  Medicine 

Dr.  Frederic  D.  Zeman,  lecturer  in  medicine, 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, New  York  City,  and  chief  of  medical  service, 
Home  for  Aged  and  Infirm  Hebrews,  New  York 
City,  will  present  a paper  on  “Common  Clinical 
Errors  in  the  Care  of  the  Elderly  Patient,”  at  the 
postgraduate  instruction  for  the  Geneva  Academy 
of  Medicine.  The  meeting  wall  be  held  at  the  Bei- 
hurst,  Geneva,  on  January  19  at  8:30  p.m. 

First  District  Dental  Society 

A one-day  workshop  on  “Trends  in  Public  Health 
and  Industrial  Dentistry”  w'ill  be  held  by  the  First 
District  Dental  Society  of  the  State  of  New  York 
at  the  Hotel  Statler,  New  York  City,  on  Friday, 
January  30.  Among  the  speakers  at  the  morning 
panel  will  be  Dr.  Anthony  J.  Lanza,  who  will  dis- 
cuss “Evolution  of  Industrial  Medicine,”  and  Dr. 
David  H.  Goldstein,  “Occupational  Medicine,  In- 
dustrial Dentistry,  and  Public  Health.”  Dr.  D.  J. 
Kaliski  will  take  part  in  the  afternoon  panel. 

Dr.  Henry  E.  Meleney,  Hermann  M.  Biggs  pro- 
fessor of  preventive  medicine,  College  of  Medicine, 
New  York  University,  will  lecture  on  “Medical- 
Dental  Cooperation  in  Public  Health  and  Occupa- 
tional Health,”  at  the  evening  session,  and  Dr.  E. 
M.  Bluestone  will  be  the  discussant. 

Members  of  the  health  professions  are  cordially 
invited  to  attend  all  sessions.  Registration  forms 
can  be  obtained  by  writing  to  Public  Health  Work- 
shop, First  Dental  Society,  Hotel  Statler. 


PERSONALITIES 


Honored 

Dr.  Silas  J.  Banker,  of  Morrison ville,  on  his 
ninety-sixth  birthday.  . . Dr.  R.  O.  Hitchcock,  at  a 
public  reception  in  recognition  of  his  twenty-five 
| years  of  service  in  Alfred  and  community.  . . Dr. 
Bela  Schick,  chief  of  pediatrics  at  Beth-El  Hospital, 
Brooklyn,  with  the  honorary  degree  of  Doctor  of 
Humane  Letters  by  the  Yeshiva  LTniversity  Medical 
College.  . . the  late  Dr.  DeWitt  Stetten,  surgeon  at 
Lenox  Hill  Hospital,  at  the  ceremonies  dedicating  the 
new  DeWitt  Stetten  Pathology  Laboratory  at  Lenox 
Hill  Hospital,  New  York  City. 


Retired 

Dr.  Victor  W.  Bergstrom,  as  part-time  director  of 
the  Kilmer  Memorial  Laboratory,  Binghamton.  . . 
Dr.  Hyzer  W.  Jones,  Jr.,  a member  of  the  staffs  of 
Faxton  and  Utica  Hospitals,  to  enter  active  duty 
as  a Navy  reservist. 

Appointed 

Dr.  Mortimer  G.  Brown,  Syracuse,  to  take  over 
the  examination  and  treatment  of  veterans  in  the 
Veterans  Administration  Clinic  in  the  Chimes  Build- 
ing, Syracuse.  . . Dr.  Joseph  T.  Doyle,  Emory  Uni- 
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versity  School  of  Medicine,  Atlanta,  Georgia,  as  as- 
sistant professor  of  medicine  and  director  of  the 
cardiovascular  health  center  at  the  Albany  Medical 
College.  . . Dr.  Josephine  H.  Norton,  associate  at- 
tending physician  at  Knickerbocker  Hospital,  New 
York  City,  as  assistant  university  physician  at  New 
York  University  in  charge  of  coordinating  the  health 
counseling  and  medical  services  of  the  School  of 
Education.  . . Dr.  Gray  H.  Twombly,  a vice-presi- 
dent of  the  New  York  City  Cancer  Society,  as  pro- 
fessor of  gynecology  on  the  faculty  of  the  New  York 
University  College  of  Medicine.  . . Dr.  Beverly  L. 
Vosburgh,  Gloversville,  as  manager  of  health  services 
for  the  General  Electric  Company,  Schenectady. 

Speakers 

Dr.  George  Baehr,  president  of  the  Health  In- 
surance Plan  of  Greater  New  York,  at  the  centennial 
celebration  dinner  of  Mount  Sinai  Hospital,  New 
York  City  . . . Dr.  Madison  Brown,  executive  vice- 
president  of  Roosevelt  Hospital,  New  York  City,  at 
the  semiannual  meeting  of  the  American  Surgical 
Trade  Association  in  New  York  City  . . . Dr.  Mark 


Kanzer,  assistant  professor  of  clinical  psycho- 
analysis at  the  State  University  College  of  Medicine, 
New  York  City,  at  the  Veterans  Administration 
Hospital,  Northport,  Long  Island  . . . Dr.  Jerome  L. 
Leon,  medical  superintendent  of  Riverside  Hospital 
at  the  annual  institute  of  the  New  York  City  Hos- 
pital Visiting  Committee. 

Dr.  William  Malamud,  director  of  the  schizo- 
phrenia research  program  for  the  National  Associa- 
tion for  Mental  Health,  and  Dr.  Thomas  C.  Rennie, 
professor  of  social  psychiatry,  Cornell  University, 
at  the  second  annual  meeting  of  the  National  As- 
sociation for  Mental  Health,  held  at  the  Henry  Jud- 
son  Hotel,  New  York  City  . . . Dr.  Howard  A.  Rusk, 
chairman  of  the  Department  of  Physical  Medicine 
and  Rehabilitation,  New  York  University  College  of 
Medicine,  before  a luncheon  meeting  of  the  Ad- 
vertising Men’s  Post  209  of  the  American  Legion 
at  the  Lexington  Hotel,  New  York  City. 

New  Office 

Dr.  Norman  R.  Shulack,  Brooklyn,  practice  of 
psychiatry  in  Miami,  Florida. 


OPTIMISTIC  OUTLOOK  FOR  SOLUTION  OF 

Current  developments  in  rabies  prophylaxis, 
although  not  yet  offering  a final  solution  to  the 
problem  of  rabies  prevention,  seem  to  justify  an 
optimistic  outlook  for  the  future,  the  Journal  of  the 
American  Medical  Association  said  editorially  in  its 
August  2 issue. 

“The  ultimate  solution  of  the  problem  of  rabies 
in  human  beings  is  complete  eradication  of  the  dis- 
ease in  animals,”  said  the  editorial.  “It  has  been 
demonstrated  that  the  disease  may  be  controlled  by 
mass  vaccination  in  dogs  and  thus  prevented  in 
human  beings  when  dogs  are  the  sole  source  of  in- 
fection. In  view  of  the  widespread  geographic 
distribution  of  rabies  and  the  many  species  of  ani- 
mals involved,  however,  complete  eradication  in 
animals  is  extremely  difficult.  Therefore,  research 
to  improve  agents  for  prevention  of  this  disease  in 
exposed  persons  is  indicated.” 

The  editorial  pointed  out  that  efforts  are  being 
made  to  improve  the  Pasteur  treatment,  which  is 


ABIES  PROBLEM 

said  to  be  of  questionable  value  in  cases  where  severe 
wounds  have  been  inflicted  by  obviously  rabid  ani- 
mals. The  treatment  also  has  been  followed  by  a | 
significant  number  of  serious  postvaccinal  paralyses.  I 
Nevertheless,  well-defined  indications  exist  for  the 
use  of  the  treatment,  it  was  emphasized. 

The  Journal  reported  the  use  of  antirabies  serum 
with  apparently  favorable  results  but  stressed  that  I 
the  series  of  human  patients  treated  is  not  yet  suffi- 
ciently large  to  draw  definite  conclusions.  This 
serum  is  currently  being  prepared  in  horses  and 
rabbits. 

The  Journal  also  reported  the  development  of 
a chick-embryo-adapted  strain  of  live  rabies  virus 
vaccine.  This  was  used  in  mass  vaccination  of 
dogs  in  Israel  beginning  in  October,  1950.  No 
deaths  of  humans  from  rabies  occurred  in  that 
country  in  1951,  whereas  there  were  20  such  deaths 
in  the  preceding  three  years.  The  mass  vaccination 
is  believed  to  have  played  an  important  part. 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  October  9,  1952,  from  9:10 
a.m.  to  1:00  p.m.  at  the  Society’s  offices. 

Report  of  Executive  Committee 

]The  Executive  Committee  met  on  October  8, 
1952. 

The  appointment  of  the  Television  Subcommittee 
of  the  Convention  Committee  was  reported.  The 
members  are  Dr.  John  D.  Stewart,  Buffalo,  chair- 

Iman;  Dr.  Eugene  M.  Sullivan,  Lackawanna,  and 
Dr.  John  H.  Talbott,  Buffalo. 

A letter  of  appreciation  was  received  from  Mr. 
Homer  N.  Calver  of  the  New  York  State  Citizens’ 
Health  Council. 

It  was  decided  to  ask  the  advisers  of  Student 
American  Medical  Association  chapters  for  a report. 

! Among  communications  was  a request  from  the 
Department  of  Education  for  two  nominations  to 
fill  a vacancy  on  the  Nurse  Advisory  Council.  The 
Executive  Committee  decided  to  renominate  Dr. 
W.  P.  Anderton  and  Dr.  Elton  R.  Dickson. 

The  actions  of  the  Executive  Committee  were  ap- 
proved. 

Mr.  Robert  Killough,  assistant  commissioner  of 
education,  requested  nomination  of  a member  of 
the  Society  to  present  to  the  Board  of  Regents,  as 
an  examiner  in  the  field  of  physiotherapy  on  the 
State  Board  of  Medical  Examiners. 

It  was  voted  that  the  secretary  be  instructed  to 
nominate  to  Mr.  Killough,  Dr.  Alfred  L.  Lane  of 
Rochester  and  Dr.  Donald  Covalt  of  New  York 
City. 

Seventy-five  dollars  for  the  Conference  of  Presi- 
dents and  Other  Officers  of  State  Medical  Asso- 
ciations, which  meets  the  Sunday  afternoon  before 
the  American  Medical  Association  annual  meeting, 
was  proposed  for  the  budget. 

Dr.  Anderton  moved  to  refund  to  Mrs.  Felix 
f.  Harry  the  late  Dr.  Felix  Harry’s  1952  State  Society 
i dues.  He  was  a member  of  the  Medical  Society  of 
the  County  of  Westchester  and  died  early  in  August. 
Adopted. 

Secretary’s  Report. — The  secretary  recommended 
i and  the  Council  voted  to  remit  annual  State  dues  for 
! one  member  for  1951  and  11  members  for  1952  be- 
! cause  of  illness,  for  one  member  for  1951  on  account 
of  a clerical  error,  and  for  one  member  for  1951,  one 
member  for  1953,  and  eight  members  for  1952  be- 
cause of  service  with  the  armed  forces.  It  was  voted 
to  request  that  the  American  Medical  Association 
remit  dues  of  three  members  for  1951,  15  members 
for  1952,  and  one  member  for  1953.  Remission  of 
1952  dues  of  one  member  was  rescinded  because  he 
was  released  from  service  in  November,  1951. 

Dr.  Anderton  reported  on  his  various  activities 
during  the  month. 

He  apologetically  confessed  to  previous  omission 
I of  an  item  referred  from  the  House  of  Delegates  to 
I the  Council:  Report  of  Reference  Committee  on  Re- 
port of  Council,  Part  VI,  Hospital  and  Professional 
Relations  ( Section  116).  As  groups  of  x-ray  phy- 
sicians in  New  York  State  feel  the  need  of  a State- 
wide organization  to  strengthen  their  professional 
and  ethical  status,  the  House  of  Delegates  author- 
ized the  Council  to  help  effectuate  such  an  organiza- 
tion. 

The  Executive  Committee  recommended  that 
the  Council  request  the  secretary  to  contact  the 


chairman  of  the  Section  on  Radiology  of  the  Society 
for  recommendations  to  implement  the  formation 
of  a State  X-Ray  Society,  and  that  the  secretary 
bring  such  recommendations  to  the  Council. 

The  Council  so  voted. 

Dr.  Willard  S.  Bell,  president  of  the  Dental  So- 
ciety of  the  State  of  New  York,  has  appointed  Dr. 
Leon  L.  Abbey,  Schenectady,  chairman;  Dr.  Charles 
W.  Pankow,  Buffalo,  and  Dr.  Bernard  E.  Wiser, 
Rochester,  as  members  of  the  Joint  Committee  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
Dental  Society  of  the  State  of  New  York  for  the 
current  Society  year.  Dr.  Wentworth  has  ap- 
pointed Dr.  Douglas  B.  Parker,  New  York  City, 
chairman,  and  Dr.  Robert  M.  McCormack,  Roches- 
ter, as  the  medical  members. 

The  actions  of  the  Executive  Committee  and  the 

Secretary’s  report  were  approved. 

The  Treasurer’ s report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  J.  Stanley  Kenney,  chairman, 
stated  that  the  Legislation  Committee  met  on  Sep- 
tember 24.  He  reported : 

“There  was  frank  discussion  of  the  resolutions 
that  were  submitted  to  us,  and  I have  delegated 
them  to  certain  members,  requesting  study.  I hope 
to  convene  these  subcommittees  before  the  end  of 
the  month  and  trust  that  at  these  legislation  sub- 
committees we  will  produce  specific  recommenda- 
tions for  the  November  meeting  of  the  Council.” 

He  gave  a detailed  report  regarding  his  activities 
on  the  chiropractic  problem.  Dr.  Stiles  D.  Ezell, 
secretary  of  the  New  York  State  Board  of  Medical 
Examiners,  also  spoke  about  the  chiropractic  situ- 
ation, and  Dr.  Harold  B.  Smith,  executive  officer, 
reported. 

It  was  voted  to  accept  this  report. 

Dr.  Kenney  further  stated  he  had  attended  meet- 
ings of  the  Third  and  the  Ninth  District  Branches 
and  outlined  to  members  the  situation  regarding 
chiropractic,  in  the  hope  that  the  county  society 
representatives  would  carry  the  message  to  their 
localities  and  alert  the  membership  on  the  urgency 
of  this  situation. 

He  also  had  met  Miss  Mary  Donlon,  chairman 
of  the  New  York  State  Workmen’s  Compensation 
Board.  He  took  up  with  her  the  question  of  any 
legislation  that  the  Compensation  Board  might  be 
projecting.  Apparently  at  this  time  they  have  not 
any  bills  that  concern  the  Medical  Society.  He  also 
discussed  the  Podiatry  Bill  as  well  as  recognition  of 
thoracic  surgeons  with  an  M-17  classification  for 
such  specialists. 

Dr.  Kenney  stated  that  in  May,  1952,  the  execu- 
tive council  of  the  Dental  Society  of  the  State  of  New 
York  adopted  a resolution  to  “explore  the  possibili- 
ties of  combined  action  on  legislation  matters  with 
the  Medical  Society  of  the  State  of  New  York 
through  their  present  Albany  office  and  existing 
permanent  counsel  on  a contributory  basis.”  He 
was  asked  to  appear  before  the  Dental  Society 
executive  council  on  October  18,  at  which  he  ex- 
pected to  learn  details.  He  asked  for  an  expression 
of  opinion  from  the  Council  as  to  whether  or  not 
they  would  wish  to  consider  entering  into  such  an 
arrangement. 

It  was  voted  that  Dr.  Kenney  be  given  authority  to 

consult  the  Dental  Society. 
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It  was  voted  to  accept  his  report. 

Blood  Banks  Commission. — Dr.  Andrew  A. 
Eggston,  chairman,  reported: 

“In  the  past  month,  the  Blood  Banks  Com- 
mission continued  its  study  of  the  proposed  program 
of  the  Blood  Banks  Association  of  New  York  State. 

“The  Commission  unanimously  passed  two  resolu- 
tions. The  first  one  is:  ‘Resolved,  that  the  Blood 
Banks  Commission  recommends  the  incorporation 
of  the  Blood  Banks  Association  of  New  York  State 
under  control  of  the  Medical  Society  of  the  State  of 
New  York  through  its  Blood  Banks  Commission.’ 

“That  is  a resolution  we  presented  before.  It  was 
discussed  and  was  tabled  for  further  consideration. 
The  Commission  wishes  to  reintroduce  this  resolu- 
tion, that  they  proceed  with  the  incorporation  of  the 
Blood  Banks  Association.” 

It  was  moved  that  this  be  done. 

After  discussion,  it  was  voted  that  Mr.  Martin, 
Counsel,  be  authorized  to  help  incorporate  a non- 
profit organization  for  the  purpose  of  carrying  on  the 
blood  bank  program. 

Dr.  Eggston  continued:  “In  the  second  resolution 
the  Commission  unanimously  agreed  to  recommend 
the  budget  for  one  year’s  operation  of  the  Association 
to  the  Council.  It  was  further  agreed  to  recommend 
that  this  amount  should  be  a loan  to  be  amortized 
over  a period  of  years. 

“The  Commission  is  now  working  on  a brochure 
which  will  summarize  its  findings,  including  the 
starting  capital  and  the  plan  for  amortization.  It 
hopes  to  present  this  to  the  Council  at  the  next 
meeting.” 

It  was  voted  to  approve  the  report. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  reported: 

“The  constitutions  and  bylaws  of  the  County 
Medical  Societies  of  Genesee,  St.  Lawrence,  and 
Nassau  Counties  are  under  consideration.  There  is 
no  action  for  the  Council  to  take  at  this  time. 

Economics.- — Dr.  Renato  J.  Azzari,  chairman, 
submitted  the  following  report: 

“Following  is  the  report  of  the  Bureau  of  Medical 
Care  Insurance,  George  P.  Farrell,  director. 

‘Your  director  has  attended  the  following  district 
branch  meetings:  September  17,  Ninth  District 
Branch  at  Poughkeepsie;  September  18,  Third  Dis- 
trict Branch  at  Rensselaer,  and  October  3,  Sixth 
District  Branch  at  Cooperstown. 

‘A  display  of  the  New  York  State  Blue  Shield 
plans  was  made  available  at  these  meetings,  and  your 
director  gave  an  explanation. 

‘On  October  1,  1952,  your  director  spoke  to  the 
conference  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  at  Ithaca,  and  on 
October  2 conferred  with  representatives  of  the 
Genesee  Valley  Medical  Care  Plan  in  Rochester.'  ” 

Dr.  Azzari  stated:  “I  had  hoped  at  this  meeting  to 
present  a report  concerning  the  investigation  of 
group  disability  insurance  for  our  members.  We 
have  been  conducting  a survey  since  July  17.  We 
sent  a questionnaire  to  county  societies  to  help  us 
come  to  a decision,  but  unfortunately  ten  counties 
have  not  yet  replied.  We  have  sent  one  follow-up 
letter,  and  last  week  a second.  We  hope  in  t he  near 
future  to  complete  this  survey  and  to  report.” 

The  report  was  approved. 

Ethics. — Dr.  Thurman  B.  Givan,  chairman,  read  a 
letter  which  he  had  received  from  Dr.  Leonard 
Raider,  vice-president  of  United  Medical  Service, 
requesting  an  opinion  “relative  to  the  possibility 
of  prorating  specified  allowances  under  the  United 


Medical  Service  contract.”  He  asked  that  the 
Council  render  a decision  as  to  the  propriety  of  this 
practice. 

After  discussion,  it  was  voted  that  the  question  be 

referred  back  to  the  Committee  for  further  study.  I 

Hospital  and  Professional  Relations. — Dr.  Harold 
F.  Brown,  chairman,  reported  that  when  the  com- 
mittee met  October  8,  1952,  he  presented  the  ques- 
tions raised  at  the  September  Council  meeting  rela- 
tive to  fees  for  surgical  assistants.  The  committee 
wished  to  consider  these  further  before  making 
recommendations. 

The  chief  subject  of  discussion  at  the  meeting  was 
the  “diagnostic  test  package”  offered  by  Knicker- 
bocker Hospital  of  New  York  City.  This  is  being 
subsidized  by  a trustee  of  the  hospital  with  a view 
to  helping  those  who  cannot  afford  the  usual  fees  for 
diagnostic  procedures,  but  is  offered  to  all  patients 
without  regard  to  their  ability  to  pay.  It  has  been 
publicized  and  has  been  the  subject  of  favorable 
comment  in  a syndicated  newspaper  column.  An 
objection  to  the  practice  was  received  from  the  Joint 
Council  of  Pathologists,  Radiologists,  Physiothera- 
pists, and  Anesthetists  of  Greater  New  York.  The  j 
committee  referred  the  Joint  Council  to  the  Medical 
Society  of  the  County  of  New  York,  and  the  subject  I 
was  studied  and  reported  on  by  the  Committee  on 
Hospitals  and  Dispensaries  of  that  society.  The 
report  of  the  Committee  on  Hospitals  and  Dis- 
pensaries of  the  Medical  Society  of  the  County  of  j 
New  York,  that  the  hospital  was  conducting  its 
program  in  an  ethical  manner  and  that  no  objection 
should  be  made,  was  presented  to  the  Joint  Council. 
They  took  exception  and  wished  the  case  to  be  con- 
sidered by  the  State  Society  committee  and  by  the  | 
Council.  At  the  committee  meeting  on  October  8 
it  was  learned  that  the  report  of  this  Committee  on 
Hospitals  and  Dispensaries  had  not  been  approved 
by  the  Comitia  Minora  of  the  Medical  Society  of  the  1 
County  of  New  York.  The  present  attitude  of  the  - 
Committee  on  Hospital  and  Professional  Relations 
is  that  an  official  statement  by  that  body  must  be 
made  before  any  appeal  can  be  entertained  by  the 
State  Society.  They  also  feel  that,  if  they  are  re- 
quired to  settle  the  question,  they  must  be  in  pos- 
session of  all  the  data. 

After  discussion,  the  report  was  approved. 

Malpractice  Insurance  and  Defense  Board. 
President  Wentworth  stated:  “We  go  into  executive 
session  for  the  purpose  of  hearing  a gentleman  who 
has  appealed  from  the  Malpractice  Insurance  and 
Defense  Board  regarding  his  desires  for  coverage. 
You  have  had  the  opportunity  to  read  this  in  the 
agenda.  Before  we  invite  the  gentleman  in,  does 
anybody  wish  to  discuss  the  matter  or  ask  ques- 
tions?” 

In  executive  session  the  Council  heard  the  appeal 
of  the  doctor. 

The  Council  reconvened,  and  the  secretary  re-  j 
ported  that  in  executive  session  the  Council  voted  to  - 
uphold  the  action  of  the  Malpractice  Insurance  and 
Defense  Board  regarding  the  doctor’s  insurance  for 
cosmetic  plastic  surgery. 

Medical  Licensure  and  Medical  Service. — Dr. 

Anderton  read  the  following  report  from  Dr.  Leo  E. 
Gibson,  chairman. 

“Data  on  behalf  of  two  candidates  were  sub-  : 
mitted  for  the  award  of  the  plaque  for  the  out- 
standing general  practitioner  of  the  year.  The 
two  candidates  are  Dr.  Anna  Ward  Perkins  from 
Albany  County  and  Dr.  Charles  D.  Graney  of  i 
Genesee  County. 

“The  material  submitted  on  Dr.  Anna  Perkins  is  a 
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simple  description  of  the  life  of  a country  practi- 
tioner in  a small  community.  There  is  nothing  ex- 
traordinary in  it  to  indicate  any  exceptional  activity 
in  her  case,  other  than  that  of  any  other  practitioner. 

“The  Committee  has  gone  over  the  data  on  Dr. 
Graney  of  LeRoy  and  finds  that  Dr.  Graney  should 
be  the  choice  of  the  Medical  Society  of  the  State  of 
I New  York  as  the  outstanding  general  practitioner  of 
the  year.  The  data  submitted  on  his  behalf  in- 
cludes several  newspaper  clippings  and  editorials, 
i and  all  are  descriptive  of  his  long  practice  of  medi- 
cine during  which  he  has  fulfilled  the  conception  of 
what  we  consider  an  exceptional  general  practitioner. 

“The  Committee  recommends  that  Dr.  Charles 
Graney  be  chosen  as  general  practitioner  of  the 
year.” 

It  was  voted  that  Dr.  Charles  Graney  be  chosen  as 
the  outstanding  general  practitioner  of  the  year  in 
New  York  State  and  to  forward  his  nomination 
to  the  American  Medical  Association  for  its 
annual  award. 

I Nursing  Education. — Dr.  Joseph  A.  Geis,  chair- 
man, presented  the  following  progress  report: 

“Dr  Anderton  has  presented  to  Dr.  Dickson  and 
me  a letter  from  the  New  York  Academy  of  Medicine 
calling  a meeting  to  discuss  nursing  education  on  the 
22nd.  Unfortunately,  I have  a previous  engage- 
ment but  I believe  Dr.  Norman  Moore  and  Dr. 
Anderton  will  attend.  Also  the  Coordinating  Coun- 
cil on  Nursing  Education  will  meet  in  this  Council 
room  on  Thursday  afternoon,  January  8. 

The  report  was  accepted. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  acting  chairman,  reported  as  follows: 
“The  Office  Administration  and  Policies  Com- 
mittee met  on  October  8,  1952.  Dr.  Fenwick  Beek- 
man,  chairman,  was  absent  on  account  of  illness. 

“It  was  decided  to  operate  the  office  on  December 
26,  1952,  and  January  2,  1953,  on  a skeleton  staff 
and  to  approve  holding  an  employes  Christmas 
party. 

“It  was  voted  to  employ  an  additional  clerk  in  the 
Membership  Department,  to  request  the  Treasurer 
to  request  county  societies  to  remit  American 
Medical  Association  dues  as  promptly  as  possible,  to 
approve  a tentative  schedule  of  salary  increases  for 
submission  to  the  Finance  Committee,  to  request 
information  regarding  additional  salary  increases 
from  each  of  the  department  heads,  and  to  obtain 
1 information  regarding  an  additional  table  for  use  in 
the  Council  Room. 

“It  was  the  sense  of  the  meeting  that  even  though 
the  Society  rented  additional  space  in  the  building, 
the  plan  to  renovate  the  ladies’  toilet  be  followed 
out.  It  was  moved,  seconded,  and  passed  to  make 
I this  recommendation.” 

It  was  voted  to  recommend  this  to  the  Board  of 
Trustees  with  an  appropriation  of  $2,300. 
Publication. — Dr.  John  J.  Masterson,  chairman, 
reported: 

“The  Publication  Committee  met  October  8, 
1952.  President  Edward  T.  Wentworth  presented 
to  Dr.  George  W.  Kosmak  a scroll,  as  voted,  in  ap- 
preciation and  commendation  for  Dr.  Kosmak’s 
contribution  to  journalism  in  general  and  to  the 
New  York  State  Journal  of  Medicine  in  particu- 
lar. It  was  a very  handsome  scroll;  I am  sorry  it  is 
not  here  for  you  to  see. 

“The  report  of  the  business  manager  was  accepted. 
“We  hope  that  the  Directory  will  go  to  press  early 
in  February,  and,  due  to  the  fact  that  employes  of 
the  West  Virginia  Paper  Company  are  on  strike,  it 


was  decided  to  purchase  paper  from  J.  E.  Linde 
Paper  Company. 

“A  letter  from  the  New  York  Diabetes  Association 
was  read.  They  requested  that,  in  connection  with 
their  annual  drive,  the  Journal  publish  an  article 
entitled  ‘Fundamental  Facts  Regarding  Diabetes.’ 
The  editor  will  write  for  further  information  re- 
garding the  article  and  will  publish  it  if  he  thinks 
advisable. 

“It  was  decided  to  discontinue  charging  authors  of 
Annual  Meeting  papers  for  illustrative  cuts  and  to 
leave  to  the  discretion  of  the  editor  the  number  of 
cuts  to  be  published  with  any  paper. 

“The  editor  noted  that,  because  each  of  the 
scientific  sections  will  hold  only  one  session  at  the 
1953  Annual  Meeting  instead  of  two  as  formerly, 
there  will  be  fewer  papers  for  publication.  In  order 
that  material  may  be  available  for  the  Journal,  the 
committee  recommends  to  the  Council  that  $500  be 
appropriated  for  stenotypists  to  report  panel  dis- 
cussions for  submission  to  the  editor. 

“The  editor  is  permitted  to  enter,  after  the  name 
of  the  author  of  an  article,  one  hospital  affiliation 
and  one  teaching  position. 

“It  was  decided  to  request  an  appropriation  of 
$500  for  traveling  expenses  for  a meeting  of  the  as- 
sociate editorial  board  of  the  Journal. 

“Information  has  been  received  that  the  Queens 
Ophthalmological  Society  has  been  defunct  since 
1941.  It  was  decided  not  to  signify  membership  in 
this  society  in  the  1953  Directory. 

“A  letter  from  Mack  Printing  Company  was  read 
stating  that  we  could  shortly  expect  a price  increase 
for  printing. 

“On  the  advice  of  Mr.  Martin,  it  was  voted  to  pay 
$178.36  to  Diener  and  Dorskind  for  commission  on 
advertising  from  the  Standard  Pharmaceutical  Com- 
pany.” 

It  was  voted  to  recommend  to  the  Board  of 
Trustees  an  appropriation  of  $500  for  traveling 
expense  of  associate  editors. 

It  was  voted  to  recommend  to  the  Board  of 
Trustees  an  appropriation,  not  to  exceed  $500,  to 
cover  the  cost  of  stenotyping  panel  discussions  at 
the  Annual  Meeting  to  be  allocated  to  Convention 
Committee  expense. 

It  was  voted  to  recommend  to  the  Board  of 
Trustees  the  payment  of  $178.36  to  Diener  and 
Dorskind. 

Dr.  George  W.  Kosmak  stated:  “May  I have  the 
privilege  of  the  floor  to  express  to  the  Society  through 
its  Council  my  deep  appreciation  of  that  wonderful 
plaque  that  was  presented  to  me  yesterday.  I value 
it  very  highly,  and  I am  very  deeply  grateful  for  the 
sentiments  that  are  contained  in  it.”  (Applause.) 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  attended 
six  meetings,  visited  the  Sidney  Hillman  Health 
Center  in  Philadelphia  to  inspect  their  diagnostic 
clinic  and  methods,  and  arranged  10  postgraduate 
lectures  in  nine  counties  in  addition  to  three  lectures 
at  the  Geneva  Academy  and  one  for  the  Mohawk 
Valley  Obstetric  and  Gynecologic  Society. 

He  stated:  “The  executive  committee  of  the 
Citizens’  Health  Council  met  on  September  25  to  set 
up  a program  aimed  at  attracting  member  agencies, 
for  a positive  approach  to  the  problems,  and  to  de- 
termine how  activities  of  the  Council  could  be 
financed. 

“At  the  joint  meeting  with  the  State  Health  De- 
partment, also  on  September  25,  the  projected  ac- 
tivities of  the  Blood  Banks  Association  of  New  York 
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State  and  of  the  Blood  Banks  Commission  of  the 
Medical  Society  were  outlined  to  the  Health  De- 
partment representatives.  It  was  suggested  that 
the  office  of  Public  Health  Education  of  the  Health 
Department  might  make  a survey  as  to  the  potential 
popular  appeal  of  the  blood  assurance  program. 

“The  commissioner  reported  that  the  Department 
contemplates  establishing  a cardiovascular  health 
center  for  a program  of  research  and  control  of 
coronary  heart  disease  and  hypertension.  It  was 
also  reported  by  the  Health  Department  that  plans 
are  being  considered  for  a center  in  New  York  City 
where  complete  diagnostic  workups  could  be  ob- 
tained for  epileptic  children  on  an  outpatient  basis. 

“Other  subjects  discussed  were  periodic  health 
examinations,  the  use  of  telephone  transmission  in 
postgraduate  medical  education,  and  the  proposed 
educational  campaign  relative  to  the  licensing  of 
chiropractors.” 

Diabetes  Subcommittee. — Dr.  Frederick  W. 

Williams,  chairman,  reported  that,  as  the  result  of  a 
meeting  of  the  subcommittee  on  October  8 with  the 
directors  of  the  American  Diabetes  Association, 
Inc.,  and  the  New  York  Diabetes  Association,  this 
Society  will  again  cooperate  in  their  diabetes  detec- 
tion drive.  He  stated  that  the  members  and  board 
of  directors  of  the  American  Diabetes  Association 
are  all  physicians  and  that  it  does  not  conduct  a 
fund-raising  campaign.  It  does  conduct  a diabetes 
detection  and  education  program  for  one  week  in 
November.  It  releases  national  publicity  on  the 
subject,  distributes  free  test  material  and  printed 
matter,  and  establishes  local  committees  for  diabetes 
detection  and  education,  in  county  medical  societies. 
The  detection  drive  in  each  community  is  planned 
in  accordance  with  the  wishes  of  the  local  physicians. 
The  New  York  Diabetes  Association  attempts  to  co- 
ordinate activities  within  this  city. 

The  subcommittee  wishes  to  cooperate  by  (1) 
asking  each  of  the  40  county  medical  societies  which 
have  diabetes  committees  to  participate  and  as- 
suring them  of  the  approval  of  this  Society;  (2)  ask- 
ing each  of  the  other  21  county  medical  societies  to 
attempt  the  formation  of  a diabetes  committee; 
(3)  expressing  the  approval  of  this  Society  for  the 
program  and  bespeaking  the  cooperation  of  nursing 
associations,  dieticians  associations,  the  Dental 
Society  of  the  State  of  New  York,  the  New  York 
State  Citizens’  Health  Council,  the  Parent-Teacher 
Association  in  this  State,  and  the  Industrial  Council 
of  the  State  of  New  York;  (4)  publication  of  a 
special  editorial  in  the  November  1 issue  of  the 
New  York  State  Journal  of  Medicine;  (5) 
issuing  a press  release  in  the  name  of  President 
Wentworth,  and  (6)  publicizing  the  campaign  in 
News  Letter  and  any  other  medium  used  by  the 
Public  Relations  Committee. 

It  was  voted  that  Dr.  Williams  be  authorized  to 

send  out  the  various  letters  mentioned  in  his  re- 
port. 

The  report  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report: 

“Held  for  the  first  time  in  upstate  New  York,  the 
Conference  of  County  Medical  Society  Public  Re- 
lations Chairmen  at  the  Hotel  Syracuse  on  Septem- 
ber 25  was  a success.  Approximately  35  were  pres- 
ent at  the  afternoon  session.  Among  subjects  dis- 
cussed were  ‘What  Pit  Chairmen  Can  Do  to  Help 
the  Legislative  Program’  by  Dr.  Harold  B.  Smith, 
executive  officer,  and  ‘A  Progress  Report  on  the 
Health  Poster  Contest  sponsored  by  the  Woman’s 
Auxiliary’  by  Mrs.  Isadora  Zadek,  State  Public  Re- 
lations Chairman,  Woman’s  Auxiliary. 


“A  ‘Public  Relations  Kit  for  County  Medical 
Societies’  was  distributed.  There  were  14  pieces  | 
in  the  kit.  In  addition,  the  Bureau  distributed  a i 
study  of  the  public  relations  program  of  the  Academy 
of  Medicine  of  Toledo  and  Lucas  County,  Ohio, 
entitled  ‘Medical  Public  Relations.’ 

“An  added  attraction  was  the  showing  of  ‘Without  i 
Fear,’  a thirty-minute  kinescope  presenting  a bitter  I 
but  forceful  argument  for  compulsory  health  in-  J 
surance. 

“Among  those  present  at  the  Public  Relations  I 
Conference  were  Dr.  W.  P.  Anderton,  secretary;  j 
Dr.  Leo  Gibson,  councillor,  and  Dr.  Carlton  E.  I 
Wertz,  past-president.  At  a dinner  following  the  I 
conference,  Wesley  Clark,  Dean,  School  of  Journal-  J 
ism,  Syracuse  University,  spoke  on  the  relationship  i 
between  the  physician  and  the  public  and  stressed  I 
the  need  for  surveys  to  find  out  the  attitude  of  the  j 
public  toward  the  medical  profession. 

“Before  and  during  district  branch  meetings  re-  ; 
leases  were  sent  to  papers  in  the  respective  areas.  I 
Mr.  Miebach  and  members  of  the  field  staff  at- 
tended the  Third,  Sixth,  and  Ninth  District  meet- 
ings. Mr.  Brown  was  at  the  Sixth  District  and 
Mr.  Walsh  at  the  Third  and  Ninth  District  meetings 
in  charge  of  registration. 

“After  months  of  preparation,  a description  of  the  j 
functions  of  the  State  Society,  ‘You  and  the  Medical 
Society  of  the  State  of  New  York,’  prepared  bv  the 
Public  and  Professional  Relations  Bureau,  will  be  I 
mailed  to  each  member  of  the  Society. 

“Mr.  Miebach  and  Mr.  Walsh  attended  the  | 
Woman’s  Auxiliary  Fall  Conference  for  the  board  of  ■ 
directors,  State  chairmen,  county  presidents,  and  j 
presidents-elect  at  the  Statler  Inn,  Ithaca,  from 
September  29  to  October  1.  Mr.  Miebach  spoke  on 
current  public  relations  problems  and  reported  on  the 
public  relations  conference  at  Syracuse. 

“At  the  request  of  the  Woman’s  Auxiliary  State 
chairmen  of  the  nurse  recruitment  and  Physicians’ 
Home  committees,  letters  were  sent  to  county  chair-  | 
men  and  presidents  to  encourage  further  interest. 

“In  addition  to  releases  to  papers  concerning  post- 
graduate lectures  in  Montgomery,  Otsego,  and  Ulster 
counties,  38  releases  were  mailed  by  the  Bureau  an- 
nouncing committee  appointments. 

“Carrying  out  the  wishes  of  the  Council,  the 
Bureau  has  commenced  preparation  for  the  cam-  | 
paign  to  educate  the  public  and  legislators  in  the  evils  1 
of  chiropractic.  Progress  has  been  made  in  pre-  I 
paring  a blueprint  for  county  societies  and  kits  for  I 
distribution.  The  October  issue  of  News  Letter  | 
carried  a lead  article  entitled,  ‘Council  Reaffirms  I 
Strong  Stand  Against  Licensing  Chiropractors.'  I 
We  plan  a special  issue  of  News  Letter  to  bring  the  | 
chiropractic  campaign  to  physicians.” 

Dr.  Winslow  supplemented  his  report  by  stating 
that  he  wished  the  Council  to  recognize  that  the 
Advisory  Committee  to  the  Woman’s  Auxiliary  is 
doing  splendid  work  and  is  exercising  great  in-  I 
fluence  for  the  good  of  the  Society. 

It  was  voted  to  approve  the  report. 

Veterans  Administration,  Liaison  with. — Dr. 

Herbert  H.  Bauckus,  chairman,  reported  that,  last 
May,  Veterans  Medical  Care  Plan  of  New  York- 
renewed  its  contract  with  the  Federal  government 
until  June  30,  1953. 

He  stated  that  the  Liaison  Committee  had  not 
met.  He  proposed  that  it  meet  next  month  to  dis- 
cuss the  efforts  of  the  Tennessee  State  Medical  As- 
sociation to  bring  the  question  of  veterans  care 
before  the  American  Medical  Association  House  of 
Delegates. 
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He  urged  all  delegates  and  officers  of  this  Society 
to  study  the  proposed  resolution  from  Tennessee  and 
to  read  the  discussion  of  the  subject  in  the  reports 
from  the  Washington  office  of  the  American  Medical 
Association.  He  stated  that  the  proposed  reduction 
of  the  Federal  budget  for  Veterans  Administration 
will  make  the  question  acute,  particularly  in  view  of 
the  fact  that  the  reduced  service  necessitated  by  a 
l recent  5 per  cent  reduction  in  the  budget  has  affected 
service-connected  as  well  as  nonservice-connected 
i cases. 

He  expressed  the  hope  that  members  of  the 
Council  read  all  the  reports  on  the  subject  from  the 
Washington  office  and  those  which  appear  in  the 
New  York  State  Journal  of  Medicine.  He 
stressed  the  importance  of  the  subject  in  view  of  the 
fact  that  there  are  now  1 9,760,000  veterans  in  civilian 
life,  more  than  1,000,000  of  whom  have  returned 
> since  the  beginning  of  the  Korean  War. 

The  report  was  accepted. 

Woman’s  Auxiliary,  Advisory  to. — Dr.  Walter  W. 

' Mott,  chairman,  stated: 

“First,  I would  like  to  thank  Dr.  Winslow  and  the 
i Council  for  their  expression  of  confidence. 

“The  most  outstanding  Auxiliary  activity  during 
the  month  of  September  was  the  conference  of  State 
officers  and  committee  chairmen  and  county  presi- 
dents and  presidents-elect,  in  Ithaca,  September  29 
to  October  1.  It  was  attended  by  the  Auxiliary 
leaders  from  almost  every  county  in  the  State,  and 
\ featured  several  panel  discussions.  Among  these 
were  legislation,  nursing,  poster  contest,  voluntary 
health  insurance,  publicity,  and  a review  of  the  scope 
and  activities  of  the  International  Labor  Organiza- 
H tion,  a part  of  the  United  Nations.  The  1952-1953 
‘Ladder,’  containing  the  Auxiliary’s  programs  for 
the  year,  was  distributed. 

“The  State  chairmen  of  the  nurse  recruitment  and 
Physicians’  Home  committees  and  the  editor  of 
i Distaff  sent  letters  to  county  presidents  and  county 
chairmen  to  encourage  support  and  interest  in  these 
worth-while  activities. 

“Thirty-two  county  auxiliaries  now  plan  to  par- 
ticipate in  the  health  poster  contest.  The  chairman 
, of  this  program  has  been  busy  finding  a suitable  place 
at  which  the  winning  county  posters  can  be  displayed 
before  the  State  contest  judges. 

“In  the  September  report  I mentioned  the  State 
Fair  exhibit.  The  photographs  which  I am  about  to 
I pass  among  you  illustrate  the  four  panels  featured 
in  the  exhibit.  One  of  the  most  popular  items  was 
folders  in  regard  to  overweight,  and  the  weighing  of 
applicants. 

The  report  was  accepted  with  appreciation. 

Workmen’s  Compensation.-  -The  President  wel- 
| coined  Dr.  Keating  upon  his  return  after  an  illness 
and  congratulated  him  on  his  recent  election  as 
I president  of  the  New  York  Heart  Association. 
These  remarks  were  followed  by  applause. 

Dr.  John  J.  II.  Keating,  chairman,  then  stated: 

“The  New  York  Times  of  September  14  stated 
| that  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  had  employed  Mr.  Marshall  Dawson  of 
Washington,  attorney  and  authority  on  workmen’s 
i compensation,  to  study  the  New  York  State  Work- 
men’s Compensation  Law  with  a view  toward  its 
ultimate  recodification. 

“LTnder  date  of  September  16  a letter  was  ad- 
I dressed  to  Miss  Donlon  by  your  chairman  asking 
I whether  a committee  was  to  be  appointed  to  advise 
- and  consult  with  Mr.  Dawson  in  the  course  of  his 
work;  in  which  event,  it  was  suggested  that  a repre- 


sentative of  the  Medical  Society  of  the  State  of  New 
York  be  included.  LTnder  date  of  September  18 
Miss  Donlon  replied  thanking  your  chairman  for  his 
interest  ‘in  our  forward  looking  measures  for  ulti- 
mate recodification  of  the  Workmen’s  Compensation 
Law.’  She  stated  that  no  special  committee  is  con- 
templated and  intimated  that  the  compensation  ad- 
visory committee,  of  which  your  chairman  is  a mem- 
ber, would  probably  be  concerned  with  this  problem. 

“We  are  vitally  interested  in  preserving  our  status 
with  respect  to  any  provisions  of  the  Workmen’s 
Compensation  Law,  especially  those  portions  re- 
ferring to  free  choice  of  physicians  by  injured  workers 
and  certain  administrative  functions  which  have 
been  successfully  carried  out  bv  the  county  medical 
societies  and  the  State  Medical  Society.” 

After  discussion,  it  was  voted  that  the  secretary 
be  instructed  to  write  to  Miss  Donlon  offering 
our  services  and  stating  we  would  be  glad  to  co- 
operate with  the  Compensation  Advisory  Com- 
mittee in  the  recodifying  of  the  Workmen’s  Com- 
pensation Law. 

Dr.  Keating  reported  that  charges  for  anesthetists 
services  in  municipal  hospitals  in  New  York  City 
are  being  included  in  the  hospital  bills.  He  stated 
that  the  committee  would  take  this  matter  up  again 
with  the  Commissioner  of  Hospitals  of  the  City  of 
New  York  as  well  as  with  the  interested  organiza- 
tions of  anesthetists  to  insure  that,  in  conformity 
with  the  provisions  of  the  Workmen’s  Compensation 
Law,  fees  for  such  services  are  paid  only  to  qualified 
physicians  and  not  to  the  hospitals. 

Arrangements  were  made  by  the  Workmen’s  Com- 
pensation Bureau  for  the  examination  of  four  candi- 
dates for  qualification  as  radiologists,  and  the  results 
of  the  examination  were  sent  to  the  chairmen  of  the 
workmen’s  compensation  committees  of  the  county 
medical  societies  of  which  they  were  members. 

At  the  request  of  the  chairman  of  the  Suffolk 
County  Workmen’s  Compensation  Committee,  your 
director  assisted  the  committee  in  arranging  for  the 
withdrawal  of  an  appeal  to  the  Medical  Appeals 
Unit  by  a surgeon  whose  request  for  a change  in 
rating  had  been  denied.  The  matter  was  straight- 
ened out  satisfactorily  and  the  appeal  withdrawn. 

New  Business 

Political  Circular  Re  Metcalf-Hatch  Bill  Sup- 
porters.— Dr.  Frederic  W.  Holcomb  exhibited  a 
circular  directed  against  senators  who  voted  for  the 
Metcalf-Hatch  Bill.  He  repeated  the  question 
which  he  had  been  asked  as  to  what  the  Medical 
Society  would  do  to  assist  candidates  who  are  sub- 
jected to  such  an  attack. 

After  discussion,  it  ivas  voted  that  this  lie  re- 
ferred to  the  Committee  on  Legislation. 

Disability  Benefits  Insurance  Program.  -Dr.  An- 
drew A.  Eggston  expressed  the  opinion  that  the 
Medical  Society  of  the  State  of  New  York  should  lie 
better  informed  about  and  in  closer  touch  with  this 
program  and  that  the  Council  or  some  committee 
should  devote  more  time  to  it.  He  stated  his  belief 
that  the  law  which  initiated  the  program  had  been 
passed  without  consulting  the  medical  profession 
and  pointed  out  the  desirability  of  having  a repre- 
sentative on  the  Advisory  Committee  to  the  Work- 
men’s Compensation  Board  who  is  thoroughly  con- 
versant with  workmen’s  compensation  work  in 
general. 

It  was  voted  that  this  be  referred  to  the  Work- 
men’s Compensation  Committee. 
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local  anesthetic,  1909 
Bone  transplants,  experimental.  3021 
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If  you  have  bulk  equipment  of  any  kind  state  your  need  for  floor  space 
with  depth.  This  space  is  measured  in  square  feet.  Radiologic  and  x-ray 
viewing  boxes  would  go  into  this  type  of  space  only. 

Concerning  view  boxes,  please  inform  the  committee  exactly  how  many 
you  need,  and  they  can  then  let  you  know  whether  these  are  available. 

It  would  be  well  to  make  a scale  drawing  of  your  exhibit,  better  to 
enable  the  committee  to  give  you  the  exact  size  and  type  of  space  you 
want. 

In  Buffalo  flat  wall  space  will  predominate,  although  about  30  spaces 
with  depth  can  be  set  up.  The  depth  space  will  be  located  on  the  mezza- 
nine of  the  Hotel  Statler  opposite  the  entrance  to  the  television  room. 
Exhibits  will  be  arranged  to  allow  a free  flow  of  traffic  at  all  times. 

The  wall  space  will  be  located  on  the  balcony  of  the  grand  ballroom 
of  the  Hotel  Statler  and  on  the  ballroom  floor  at  either  end  of  the  tech- 
nical (commercial)  exhibits.  The  ballroom  is  just  off  the  lobby  floor  of 
the  hotel.  These  exhibits  will  be  easily  available  to  doctors  wishing  to 
see  them. 

It  is  absolutely  necessary  that  all  applications  for  space  be  in  the  hands 
of  Dr.  Beverly  C.  Smith,  63  East  84th  Street,  New  York  28,  New  York, 
by  January  12,  1953. 

Applications  will  positively  not  be  accepted  after  this  date. 

All  exhibits  may  be  set  up  in  the  allotted  areas  beginning  at  noon  on 
Sunday,  May  3,  and  must  be  completed  in  the  mezzanine  section  by  9 a.m., 
Monday,  May  4.  They  must  be  ready  to  show  in  the  ballroom  section 
by  noon,  Monday,  May  4. 

A written  description  of  each  exhibit,  not  to  exceed  one  hundred  words, 
will  be  printed  in  the  convention  issue  of  the  New  York  State  Journal 
of  Medicine  as  well  as  in  the  official  program  of  the  meeting. 
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“I  Oil  dispersion  ( xl33 ).  Large  irregular  globules 
fail  to  mix  readily  with  fecal  mass.  Phenol- 
phthalein  is  not  evenly  distributed  to  stimulate 
peristalsis.  Action  may  be  sporadic  and  evacuation 
incomplete. 


O The  fine  oil  emulsion  ( xl33 ) of  Agoral.  The 
small,  uniform  globules  and  the  phenolphtha- 
lein  mix  readily  with  the  bowel  content , produc- 
ing peristalsis  by  more  uniform  lubrication  and 
stimulation. 


Which  Laxative  is  Better  — 

COARSE  DISPERSION  OR  FINE  EMULSION? 


Coarse  dispersions  are  unstable,  and 
erratic  in  their  effects.  Any  physician 
can  recognize  the  superiority  of  the 
fine  Agoral  emulsion  {at  right,  above) 
compared  with  an  ordinary  oil-in- 
water dispersion  {left). 

Free-floating  oil  is  distasteful  and 
often  regurgitated.  Large  oil  globules 
tend  to  coalesce  and  form  pools  in  the 
gut,  which  may  seep  past  the  sphinc- 
ter as  anal  leakage. 

Agreeable  to  Sensitive  Stomach 
The  fine  emulsion  of  Agoral  is  palat- 
able and  will  not  distress  a sensitive 
stomach.  It  assures  more  uniform  dos- 
age and  distribution  of  the  active  ingre- 
dients, more  uniform  clinical  results. 
Its  thorough  admixture  with  the 


bowel  content  gives  effective,  uniform 
lubrication  of  the  fecal  mass  as  well 
as  the  canal.  There  is  no  loose  oil  to 
cause  anal  leakage. 

Mixed  like  Homogenized  Milk 
Agoral  is  emulsified  exclusively  with 
refined  white  mineral  oil,  purified 
white  phenolphthalein,  agar-gel,  trag- 
acanth,  acacia,  egg-albumen  and  glyc- 
erin, by  a special  process  similar  to 
that  used  for  homogenizing  milk. 

For  over  30  years  medical  men  have 
obtained  results  with  Agoral  with  a 
uniformity  and  precision  which  are  a 
constant  source  of  satisfaction  both 
to  them  and  to  their  patients. 

William  R.  Warner,  Div.  of  Warner- 
Hudnut,  Inc.,  New  York  11,  N.  Y. 


Prescribe 


AGORAL 


WARN  E R 


PLEASANT  AND  GENTLY  EFFECTIVE  WITHOUT  DISTRESS  OR  LEAKAGE 


Officers — County  Medical  Societies — 1952 

TOTAL  MEMBERSHIP  AS  OF  DECEMBER  15,  1952—23,286 


County 

Albany. . . 

Allegany. 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie  . 

Essex . 
Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 

Wyoming 

Yates 


President 

William  A.  Milner Albany 

Leon  F.  Roper Belmont 

Thomas  F.  McCarthy.  Bronx 
Ben  L.  Matthews . Binghamton 

Francis  P.  Keefe Olean 

E.  S.  Platt Auburn 

Edward  L.  Schwabe  Brocton 

J.  J.  McConnell  Elmira 

E.  T.  Centerwall Greene 

Eric  Pearson Plattsburg. 

E.  A.  Jacobs Kinderhook 

William  A.  Shay Cortland 

S.  G.  Edgerton Delhi 

John  I\.  Deegan  .Castle  Point 

Samuel  Sanes Buffalo 

George  G.  Hart . . . Lake  Placid 
William  A.  Caspar.  . Malone 
Kumjian  Durand.  . . Northville 

Joseph  S.  Diasio Oakfield 

Alfred  O.  Persons.  . .Lexington 
Harold  T.  Golden  . . Herkimer 

E.  A.  Maxwell 

Carthage 

Louis  Berger Brooklyn 

Gunter  Bach Croghan 

Victor  M.  Breen.  . . Dansville 

Edward  G.  Hixson Oneida 

Donovan  M.  Jenkins.  Webster 
George  F erguson  Amsterdam 

John  N.  Shell Freeport 

G.  W.  McAuliffe  .New  York 

Wilfrid  M.  Anna 

Lockport 

Harold  L.  Pender Utica 

I.  L.  Ershler Syracuse 

Robert  Price.  . Clifton  Springs 
Carlos  E.  Fallon  . Newburgh 

Walter  Shilton Albion 

Milton  W.  Kogan Oswego 

John  Constantine.  . Oneonta 

A.  Vanderburgh.  .Brewster 

F.  C.  Cerniglia.  Forest  Hills 

Henry  C.  Engster Troy 

Herbert  Berger  Staten  Island 
A.  S.  Moscarella. Spring  Valley 

Henry  Vinicor Norwood 

M.  .1.  Magovern.  . .Saratoga 
Isaac  Shapiro  .Schenectady 

Earl  Eaton . .Cobleskill 

Milton  J.  Dans  Watkins  Glen 
William  K.  Major  Waterloo 

R.  E.  Travis Hornell 

C.  E.  Drysdale.  . Northport 
Harry  Jacobs. . Hurleyville 
Seymour  M.  Bulkley.  .Spencer 

John  W.  Hirshfeld Ithaca 

Robert  Moseley,  Jr.  . Kingston 

S.  L.  Edmunds.  . Glens  Falls 

Philip  Harff 

Cambridge 

R.  W.  De  Smit.  Williamson 

Margaret  Loder Rye 

C.  J.  Regan Warsaw 

Glenn  Hatch.  . Penn  Yan 


Secretary 

Albert  Vander  Veer.  . . Albany 

J.  H.  Gray,  Jr Friendship 

Goodlatte  B.  Gilmore.  . Bronx 
N.  R.  Occhino.  . Johnson  City 

R.  A.  Loomis Ellicottville 

Mary  W.  Kirkwood.  . Auburn 

Edgar  Bieber Dunkirk 

J.  A.  Mark Elmira 

Angelo  Franco.  . . New  Berlin 
( I . Robert  Wood ....  Plattsburg 

RogeFC.  Bliss Hudson 

Howard  D.  Kelley  Cortland 
George  G.  Miles.  Downsville 

A.  A.  Rosenberg . Poughkeepsie 

Harriet  Hosmer Buffalo 

James  E.  Glavin . . Port  Henry 
Daisy  H.  Van  Dyke.  . . Malone 
Kingston  Larger.  . Gloversville 

George  S.  Young Batavia 

William  M.  Rapp Catskill 

Arthur  H.  Mulligan  . Herkimer 
C.  A.  Prudhon 

W atertown 

Abraham  D.  Segal . . . Brooklyn 
John  P.  Myers.  Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 

Felix  Ottaviano Oneida 

G.  M.  Hemmett.  . . Rochester 
Julius  Schiller Amsterdam 

I.  Drabkin.  . Rockville  Centre 

Herbert  S.  Ogden. . New  York 
Charles  M.  Dake.  Jr 

Niagara  Falls 

Henry  N.  Reid Rome 

W.  J.  Michaels,  Jr.  Syracuse 

J.  A.  Stringham . . Canandaigua 
Earl  C.  Waterbury.  Newburgh 

Kenneth  Clark Medina 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech Oneonta 

Garrett  Vink Carmel 

George  Shaefer. . . Forest  Hills 
Vincent  T.  Laquidara. . . Trov 
James  Poulton . Staten  Island 

Robert  L.  Yeager Pomona 

William  R.  Carson  Potsdam 

Clarie  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon. . Middleburg 
W.  F.  Tague. . . . Montour  Falls 
David  L.  Koch. . .Seneca  Falls 

Milton  Tully . . Hornell 

Edwin  P.  Kolb Patchogue 

Doming  S.  Payne.  . . Liberty 

Jack  Bailey Owego 

C.  Douglas  Darling.  Ithaca 

B.  J.  Dutto Kingston 

James  A.  Glenn.  . Glens  Falls 
Newton  Krumdieck 

Cambridge 

J.  A.  Perillo Newark 

John  N.  Dill  . . Yonkers 

Paul  A.  Burgeson  Warsaw 
Paul  C.  Johnson  Penn  Yan 


Treasurer 

Frances  Vosburgh.  Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 
William  R.  Casey Olean 

L.  H.  Rothschild Auburn 

Charles  B.  Mosher  . Dunkirk 
Lawrence  L.  Hobler. . . Elmira 
Angelo  Franco.  . . .New  Berlin 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles  . Downsville 
A.  A.  Rosenberg.  Poughkeepsie 
Floyd  W.  Hoffman  ...  Buffalo 
James  E.  Glavin. . Port  Henry 
Daisy  H.  Van  Dyke. . Malone 
W.  H.  Raymond.  . Johnstown 

George  S.  Young Batavia 

Mahlon  H.  Atkinson.  . Catskili 
Arthur  H.  Mulligan . Herkimei 
Lawrence  Henderson 

Watertown 

Nicholas  Ryan Brooklyn 

John  P.  Myers.  . Port  Leyden 
Vincent  I.  Bonafede.  . .Sonyea 

Anthony  J.  Zaia Oneida 

R.  J.  Calihan Rochester  ■ 

Max  Drey  fuss Amsterdam 

I.  Drabkin  . . Rockville  Centre 

Gerald  D.  Dorman.  .New  York 
G.  Norris  Miner 

North  Tonawanda 

Robert  C.  Hall LTtica 

C.  A.  Gwynn . ...  Syracuse 

J.  A.  Stringham.  .Canandaigua 
Earl  C.  Waterbury . Newburgh  - 

John  Ellis Albion 

Joseph  M.  Riley Oswego 

Elfred  L.  Leech  Oneonta 

M.  Jacobs  Lake  Mahopac 

John  E.  Lowry Flushing 

John  P.  Jaffarian Troy 

A.  Leikensohn. . Staten  Island 
Marjorie  R.  Hopper.  Nvackj 

Maurice  Elder Massena 

Joseph  Lebowich  Saratoga 
Carl  F.  Runge. . . .Schenectady 
Duncan  L.  Best  Middleburg 
W.  F.  Tague. . . . Montour  Falls 
David  L.  Koch  .Seneca  Falls  - 

Milton  Tully Hornel 

Warren  H.  Eller Sayvilh 

Deming  S.  Payne.  Liberty 

Jack  Bailey Owegc 

Henry  B.  Wightman . Ithaca  ~ 
Herbert  B.  Johnson  Kingston 

F.  P.  Becker Glens  Falls  i 

R.  E.  Borrowman i 

Fort  Ed  wan! 

J.  A.  Perillo Newark 


II.  J.  Dunlap.  New  Rochelle 
Paul  A.  Burgeson  Warsaw 
Paul  C.  Johnson  Penn  Yan 


L 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  in  1855 

Licensed  by  the  Department  of  Mental  Hygiene 

Classification,  individual  psychotherapy,  occupational  and 
recreational  program,  shock  and  insulin  therapy,  alcoholism 
and  addictions  accepted. 

FRANCIS  W.  KELLY,  M.D.,  Physician-in-charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Pye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  [New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
teautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BTXWIN  ELMS 

■HI.  BARNES  SANITARIUM 

Modern 

STAMFORD.  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 

^ Psychiatric  Hospital  Unit 

Eugene  N.  Boudreau,  M.  D..  Psychiatrist 

For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 

and  Convalescents.  Carefully  supervised  Occupational  Therapy. 

Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil. 

beautiful  hill  country.  Separate  buildings 

b5SYRACUSE1.dNf  Y.St’ 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 

A DISTINCTIVE  NURSING  HOME 

• 1 Hour  from  New  York  City*  Especially  Constructed  Building  • Large  Private  and  Semi-Private  Rooms 
• Bath  in  Every  Room  • Beautiful  Setting  in  10  Acres  • Excellent  Cuisine  • Solarium  • Television 
Inquiries  and  Inspection  Invited  Brochure  on  Request  Licensed  by  Suffolk  County  Department  of  Health 

Broadlawn  Manor  Nursing  Home 

Agnes  N.  Flack,  M.D.,  Director  Full  Professional  Courtesy  Extended 
400  Broadway  at  Sunrise  Highway  Amityville,  L.  I.,  N.  Y.  Telephone  AMityville  4-0222,  Ext.  29 

New  York  City  Office:  140  East  54th  Street  PLaza  3-3680 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


AN  EXCELLENT  ADJUNCT 

• In  your  treatment  of  patients  with  large,  wide  problem  feet. 

• Corrective  footwear  for  men,  women  and  children. 

• Shoe  therapy  to  your  instructions. 

78  FIRST  AVENUE,  NEW  YORK  3,  N.  Y.  GRamercy  7-5504 


3066 


for  the  successful  treatmentof  . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  Yor< 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°o  . 


DOME  CHEMICALS  INC.  Zi'y^N.y! 

Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO  — Tablets  • Powder  . Packets  . Ointment 


I X O b'e 
° « S,  0/'t 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna's  Formula”  consisting  of  ziac 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  k ready  for  iostant  use. 


Give 

to 

Conquer 

Cancer 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcUAAxUa  SfdcjeAlq, — 

NEW  YOBK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


For  mucous  membrane- 
bland/  effective  . . . 


ALKOLOL 


WRITE  FOR  SAMPLE  _ 


The  Alkolol  Company,  Taunton  30,  Matt. 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion:  • 


One  time $1.35 

3 Consecutive  times  ....  1 .20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


COURSES 


Practical  course  HYPNOSIS,  physicians-dentists  only 
Classes  Oct.-Jan.-March.  $75.  JOHN  LEVBARG,  M.D., 
219  West  86th  St..  N.  Y.  C.  EN  2-6845. 


OFFICES  TO  SHARE 


Madison  Avenue  & 68th  Street.  New,  completely  equipped 
medical  office.  Full  or  part  time  available.  Suitable  for 
most  specialties.  E.K.G.,  B.M.R.,  X-ray,  Diathermy,  Lab., 
and  Technician.  Butterfield  8-7119,  from  10  A. M. -12  noon. 


FOR  RENT 


Wilhston  Medical  Center,  Superbly  located,  Hillside  Avenue. 
The  heart  of  town,  Nassau  County,  Long  Island.  Limited 
amount  of  space  available  to  specialists  only.  Included 
among  the  present  tenants,  are  a clinical  lab.,  radiologist 
and  nine  specialists  established  in  this  area.  Exceptional 
opportunity,  Ophthalmologist,  Proctologist,  Dermatologist, 
Otolaryngologist,  Urologist,  etc.  101  Hillside  Ave.,  Willis- 
ton  Park,  Long  Island.  Garden  City  7-7739. 


EXCELLENT  OPPORTUNITY  for  obstetrician  and  pedia- 
trician in  established,  fast  growing  Nassau  community.  Space 
available  in  best  location  with  other  professionals.  Box  614, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Equipped  office  space  available.  Suitable  for  E.N.T., 
Plastic,  or  General  Surgeon.  Call  MUrray  Hill  8-4528. 


WANTED 


Internist.  Board  eligible.  Unusual  background  in  academic 
cardiology,  desires  full  or  part  time  association.  Box  615, 
N.  Y.  St.  Jr.  Med. 


REAL  ESTATE 


FOR  SALE 


RADIOLOGIST  . . . House  and  Office,  completely  equipped; 
one  hour  from  N.Y.C.  Excellent  opportunity.  Reasonable 
terms.  Box  612,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Exceptionally  well  equipped  office  for  general  practitioner; 
Single  man;  100  miles  from  N.  Y.  C.;  1-2  years;  Vacation 
area.  Specializing.  Box  611,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


For  rent  in  Valley  Stream,  L.  I.,  Professional  building. 
Office  with  two  private  entrances;  from  street  and  from 
free  parking  facilities.  Unique  opportunity  for  one  or  more 
doctors,  dentists  or  other  professionals.  Reasonable  rent, 
only  $125  monthly.  Lease  if  requested.  Kamen  Realty 
Co.,  88  Lynwood  Drive,  Valley  Stream,  L.  I.,  Valley 
Stream  5-2063. 


FOR  SALE 


Flushing,  N.  Y.  Luxurious  colonial  brick  home,  custom-built, 
modern.  Exclusive  section,  convenient  to  everything.  Block 
front  fourteen  lots,  twelve  large  rooms,  trees  like  park.  Four 
colored  tile  bathrooms,  three  stall  showers.  Recreation  room 
30  x 40,  street  level;  garages.  Suitable  doctors,  convalescent 
home,  private  hospital.  Inspection  by  appointment.  Owner. 
Flushing  9-8674,  1537. 


WANTED 


30  years,  general  practice  or  partnership.  Desires  OB  in- 
terest. Available  March,  1.  Box  131,  California  Hall, 
Fort  Myer,  Arlington,  Virginia. 


FOR  SALE 


Physician  with  busy  Queens  General  Practice,  desires  to 
sell  practice  and  home,  including  5 room,  equipped  office. 
Leaving  to  specialize.  Phone  evenings.  Va  5-2362. 


WANTED 


General  Practitioner  and  Surgeon,  36,  married,  2 children, 
8 years  of  training,  mostly  general  surgery,  traumatic  sur- 
gery, fractures,  obstetrics;  Danish  immigrant,  graduate  Co- 
penhagen University  (AMA  approved),  speaks  and  writes 
English.  Desires  well-paid  position  upstate  New  York, 

K A.  Nielsen,  Western  Oklahoma  Tuberculosis  Sanitoriuni, 
Clinton,  Oklahoma. 


WANTED 


PHONOGRAPH  RECORDS:  Are  you  converting  to  LP’s 
and  disposing  of  your  78’s?  Am  buying  old  classical 
vocals  and  instrumentals.  Entire  collections  or  part.  O. 
Bramson,  86  East  38th  St.,  Brooklyn  3,  N.  Y. 


30G8 


not  cholagogue 
d,  not  choleretic 
but  hydrocholeretic 

In  nonobstructive  biliary  disease, 
stimulation  of  a large  volume  of 
bile  with  a high  water  content 
for  copious  flushing  of  the  biliary 
tract  is  essential.  To  complement  the 
hydrocholeresis,  biliary  duct  and 
sphincter  of  Oddi  relaxation  is  vital. 
Cholan-HMB  contains  dehydrocholic  acid 
(250  mg.  or  33/4gr.  per  tablet)  — the  most  potent, 
least  toxic  hydrocholeretic  known.  It  also  contains 
the  safe,  selective  spasmolytic,  homatropine 
methylbromide  (2.5  mg.  or  V24  gr.  ) — 
with  phenobarbital  (8  mg.  or  Vs  gr-). 

MALTBIE  LABORATORIES,  INC.,  NEWARK  l,  N.  J. 


MALTBIE...  first 

to  develop  American  process 
for  converting  crude  viscous 
ox-bile  into  chemically  pure 
dehydrocholic  acid. 


Chart  shows  increase  in 
biliary  secretion  alter 
injection  of  sodium  dehy- 
drocholate,  as  compared 
to  various  bite  salts. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  foims  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 


'Roche’ 


Gantrisin 


L 


antibacterial  action  pins... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


> 


economy 


Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization, 

GANTR($IN®-brand  of  sulfisoxazole 
(3,4.dimetHyl-5-sulfanilamido-fsoxazol8) 


TABLETS  • AMPULS  • STRUT 


HOFFMANN-LA  ROCHE  INC. 

Roche  Park  • Nvtley  10  • New  Jersey 
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Edrisal  “an  entirely  adequate 

substitute  for  ordinary  doses  of  codeine...’’ 

(Am.  J.  Obst.  & Gynec.  61: 1366,  1951) 

but  ‘Edrisal’  contains  no  narcotics! 

Each  ‘Edrisal’  tablet  contains : 

Benzedrine*  Sulfate 

2.5  mg. 

(racemic  amphetamine  sulfate,  S.K.F.) 
Acetylsalicylic  acid  

2.5  gr. 

Phenacetin 

2.5  gr. 

Dose:  2 tablets 

• . The  color  of  the  ‘Edrisal’  tablet  has 

P ’ been  changed  from  white  to  blue-green. 

i « ■ ...  l.  » a u_  i » -y  » 

i . / 

‘Edrisal’  relieves  pain  and  the  depression 

that  magnifies  pain 

Smith,  Kline  & French  Laboratories 


Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 
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Epistaxis  (nosebleed),  like  much  more  complicated  hemorrhage,  may  be 
so  easily  controlled  with  Koagamin.  By  its  direct  action  on  the  blood, 
Koagamin  reduces  the  clotting  time  in  most  cases,  is  thus  more  useful 
than  vitamin  K,  indicated  only  in  low  blood  prothrombin  and  requiring 
hours  for  effectiveness.  In  such  cases,  Koagamin  is  recommended  in 
conjunction  with  vitamin  K to  effect  faster  control. 

Recommended  dosage  in  Epistaxis:  2 cc.  intramuscularly.  In  severe  or 
prolonged  cases:  3 cc.  intravenously,  and  2 cc.  intramuscularly,  there- 
after as  required. 

KOAGAMIN* 

An  aqueous  solution  of  oxalic  and  malonic  acids  for  parenteral  use.) 

In  10  cc.  diaphragm-stoppered  vials. 

Descriptive  literature  and  comprehensive  dosage  chart  upon  request. 


THERAPEUTICALLY  effective  in  aiding  control  of  bleeding  gastric  and 
duodenal  ulcers,  hematemesis,  hematuria,  uterine 
bleeding,  the  dyscrasias,  etc. 

PREOPERATIVELY  minimizes  oozing,  assures  a clearer  surgical  field. 
POSTOPERATIVELY  controls  secondary  bleeding. 

Available  Through  Your  Physician’s  Supply  House  or  Pharmacist 
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Editorial 

The  Annual  Meeting,  1952 
Minutes  of  the  House  of  Delegates 


In  this  Part  II  of  the  New  York  State 
Journal  of  Medicine  will  be  found  the 
complete  transactions  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State 
of  New  York  together  with  an  index.  The 
1952  Annual  Meeting  held  at  the  Hotel 
Statler,  New  York  City,  May  12  to  16, 
was  the  146th  such  meeting  of  the  Society. 

The  Minutes  of  the  House  of  Delegates 
herein  contained  constitute  a valuable 
record  and  should  be  retained  by  themember- 
ship  for  handy  reference. 

In  this  Part  II  the  fate  of  all  resolutions 
may  be  followed  by  the  reader  from  their 
introduction  on  the  floor  of  the  House  to 
the  final  action  taken  on  them,  and  our 


members  are  urged  to  inform  themselves 
of  the  business  accomplished  on  their  behalf 
by  their  county  society  delegates.  Rela- 
tively few  of  our  large  membership  have  the 
opportunity  to  be  present  at  each  Annual 
Meeting,  but  the  scientific  papers  are  pub- 
lished through  the  year  in  the  Journal  and 
the  official  transactions  in  this  issue  for  the 
information  and  instruction  of  the  entire 
Society. 

It  is  hoped  that  the  membership  will 
take  advantage  of  the  facility  here  offered 
in  convenient  form  to  become  acquainted 
with  the  procedures  of  the  House  and  with 
the  policies  of  the  Society  as  defined  by  the 
actions  of  the  delegates. 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1953 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 
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• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

MAY  4 to  8,  1953 

HOTEL  STATLER,  BUFFALO 
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Medical  Society  of  the  State  of  New  York 

House  of  Delegates 
Minutes  of  the  Annual  Meeting 

May  12  to  May  14,  1952 


THE  146th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  convened  at  the  Hotel  Statler,  New  York 
City,  on  Monday,  May  12,  1952,  at  10:15  a.m.; 
Dr.  Frederic  W.  Holcomb,  Speaker;  Dr.  Frederick 
W.  Williams,  Vice-Speaker;  Dr.  W.  P.  Anderton, 
Secretary;  Dr.  Andrew  A.  Eggston,  Assistant 
Secretary. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Mr.  Secretary,  will  you  give  me  the  report  of  the 
Reference  Committee  on  Credentials? 

Section  1 

Report  of  Reference  Committee  on  Credentials 

Secretary  Anderton:  Mr.  Speaker,  Dr. 

McCarty,  chairman  of  the  Reference  Committee  on 
Credentials,  has  reported  that  there  are  131  dele- 
gates present  and  that  there  are  no  troubles  about 
any  of  them. 

Speaker  Holcomb  : That  is  very  reassuring,  Mr. 
Secretary. 

I now  declare  this  146th  Session  of  the  House  of 
Delegates  open  for  business. 

Section  2 

Memorial  Observance 

Speaker  Holcomb:  At  this  time  I wish  to 

announce  with  regret  the  passing  of  two  of  our  Past- 
Presidents,  Dr.  Arthur  Booth  of  Elmira  and  Dr. 
Harry  R.  Trick  of  Buffalo.  I will  ask  the  members 
of  the  House  to  arise  for  a period  of  silence  in  their 
memory. 

. . . The  members  arose  and  stood  for  one  minute 
with  bowed  heads  in  memory  of  their  departed 
confreres.  . . 

Speaker  Holcomb  : A motion  is  in  order  to  record 
the  sentiment  of  the  House  that  a communication 
be  sent  to  the  families  of  our  two  Past-Presidents. 

Dr.  Clarence  G.  Bandler,  New  York:  I so 

move. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  that 
motion. 

...There  being  no  'discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Section  3 

Invocation 

Speaker  Holcomb:  The  next  order  of  business 
this  morning  is  the  invocation,  which  will  ask  for 
Divine  blessing  and  guidance,  during  our  session 
and  during  the  coming  year,  by  Dr.  Edward  West, 
Canon  of  the  Cathedral  of  St.  John  the  Divine,  who 


represents  Bishop  Donegan,  the  Protestant  Episco- 
pal Bishop  of  this  diocese. 

Dr.  Edward  West:  O Lord,  Who  dost  call  men 
out  of  the  world  to  minister  to  the  souls  and  bodies 
of  Thy  people,  grant  us  in  moments  of  weariness  to 
remember  that  the  most  pathetic  and  abused  body 
is  still  a temple  of  Thine  holy  and  life-giving  spirit, 
the  frame  for  the  image  of  God,  through  Whom  and 
by  Whom  all  things  were  made,  the  light  of  life. 
Amen. 

Section  4 

Approval  of  Minutes  of  the  1951  Session 

Speaker  Holcomb:  The  next  order  of  business 
is  the  approval  of  the  minutes  of  the  1951  session. 
These  minutes  appeared  in  Part  II  of  the  September 
1,  1951,  issue  of  the  New  York  State  Journal  of 
Medicine.  If  there  are  no  corrections  or  omissions, 
the  minutes  will  stand  approved  as  published. 
Hearing  no  objections,  I declare  them  approved  as 
published. 

Section  5 

Reference  Committees 

Speaker  Holcomb:  The  appointments  to  the 

reference  committees  were  published  in  the  April  1 
issue  of  the  Journal.  There  have  been  one  or 
two  changes  at  the  last  moment.  Dr  Garlock,  who 
is  chairman  of  the  Reference  Committee,  Part  X, 
Workmen’s  Compensation,  is  unavoidably  absent, 
and  I have  appointed  Dr.  Gervais  W.  McAuliffe  as 
chairman  in  his  place;  Dr.  Rabiner  has  been  re- 
placed by  Dr.  J.  Homer  Cudmore  on  the  Reference 
Committee  on  Report  of  the  Council,  Part  III, 
Public  Health  Activities  A. 

. . .The  reference  committees,  as  now  constituted, 
are  as  follows: 

CREDENTIALS 

Charles  F.  McCarty,  Chairman,  Kings 
Archibald  K.  Benedict,  Chenango 
Frank  A.  Gagan,  Dutchess 
Ferdinand  H.  Herrman,  Queens 
William  G.  Roberts,  Yates 

PRESIDENT 

Joseph  Cornell,  Chairman,  Schenectady 

S.  C.  Clemens,  Fulton 

Joseph  C.  O’Gorman,  Erie 

Irving  J.  Sands,  Kings 

J.  Lewis  Amster,  Bronx 

SECRETARY,  CENSORS,  AND  DISTRICT  BRANCHES 
Donald  R.  McKay,  Chairman,  Erie 
Reginald  A.  Higgons,  Westchester 
William  E.  Pelow,  Onondaga 
Theodore  R.  Proper,  Orange 
Stanley  B.  Folts,  Seneca 
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TREASURER,  TRUSTEES,  AND  FINANCE 
Henry  E.  McGarvey,  Chairman,  Westchester 
Thomas  F.  McCarthy,  Bronx 
R.  E.  Delbridge,  Monroe 
Thomas  M.  Watkins,  St.  Lawrence 
Frank  J.  Cerniglia,  Queens 

PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 
R.  S.  Howland,  Chairman,  Chemung 
John  F.  Kelley,  Oneida 
Peter  M.  Murray,  New  York 

William  C.  Rausch,  Third  District  Branch,  Albany 
George  E.  Anderson,  Kings 

MALPRACTICE  INSURANCE  AND  DEFENSE 

BOARD,  REPORT  OF  THE  LEGAL  COUNSEL 
Norman  S.  Moore,  Chairman,  Tompkins 
Moses  H.  Krakow,  Bronx 
Walter  S.  Bennett,  Washington 
Eugene  H.  Coon,  Nassau 
Solomon  Schussheim,  Kings 

CONSTITUTION  AND  BYLAWS 
T.  O.  Gamble,  Chairman,  Albany 
Orin  Q.  Flint,  Delaware 
A.  H.  Aaron,  Erie 
Abraham  Koplowitz,  Kings 
Christopher  Wood,  Westchester 

COUNCIL— PART  I 

POSTGRADUATE  EDUCATION 
EMERGENCY  PREPAREDNESS 
George  A.  Burgin,  Chairman,  Herkimer 
Charles  Sandler,  Bronx 
Edwin  A.  Griffin,  Kings 
Charles  S.  Lakeman,  Monroe 
Richard  P.  Doody,  Rensselaer 

COUNCIL— PART  II 

MATERNAL  AND  CHILD  WELFARE 
Frederick  A.  Wurzbach,  Jr.,  Chairman,  Bronx 
Harold  B.  Davidson  New  York 
David  Beard,  Schoharie 
Arthur  F.  Gaffney,  Oneida 
Waring  Willis.  Westchester 

COUNCIL— PART  III 

PUBLIC  HEALTH  ACTIVITIES  A 
INDUSTRIAL  HEALTH 
RURAL  MEDICAL  SERVICE 
GENERAL  PRACTICE 
PROBLEMS  OF  ALCOHOLISM 
Vincent  Fischer,  Chairman,  Section  Delegate,  Monroe 
J.  Homer  Cudmore,  New  York 
Harry  Golembe,  Sullivan 

William  E.  Gazeley,  Fourth  District  Branch,  Schenectady 
Meyeron  Coe,  Queens 

COUNCIL— PART  IV 

PUBLIC  HEALTH  ACTIVITIES  B 
CANCER 
HEART  DISEASE 
BLOOD  BANKS 
FILM  REVIEW 
Edward  Shea,  Chairman,  Ulster 
James  Greenough.  Otsego 
W.  Laurence  Whittemore,  New  York 
Goodlatte  B.  Gilmore,  Bronx 
Orman  C.  Perkins,  Section  Delegate,  Kings 

COUNCIL— PART  V 

PUBLIC  HEALTH  ACTIVITIES  C 

PHYSICAL  MEDICINE  AND  REHABILITATION 

DENTAL  HEALTH 

GERIATRICS 

DIABETES 

CEREBRAL  PALSY 

SCHOOL  HEALTH 

E.  Gordon  MacKenzie,  Chairman,  Dutchess 
Madge  C.  L.  McGuinness,  New  York 
D.  V.  Needham,  Onondaga 
Gerald  Manley,  Livingston 
Stanley  Pettit,  Richmond 

COUNCIL— PART  VI 
ECONOMICS 

PUBLIC  MEDICAL  CARE 

MEDICAL  LICENSURE  AND  MEDICAL  SERVICE 
HOSPITAL  AND  PROFESSIONAL  RELATIONS 
Gerald  D.  Dorman,  Chairman,  New  York 
Kenneth  F,  Bott,  Greene 


James  M.  Blake,  Schenectady 
George  C.  Knight,  Rockland 

Norman  C.  Lyster,  Sixth  District  Branch,  Chenango 
COUNCIL — PART  VII 

MEDICAL  CARE  INSURANCE 
William  B.  Rawls,  Chairman,  New  York 
John  M.  Galbraith,  Nassau 
Herbert  E.  Wells,  Erie 
George  F.  Nevin,  Cortland 
Ellis  B.  Soble,  Monroe 

COUNCIL— PART  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION  I 
WAR  MEMORIAL 

AMERICAN  MEDICAL  EDUCATION  FOUNDA- 
TION 

Benjamin  M.  Bernstein,  Chairman,  Kings 
Morris  Maslon,  Warren 
Edgar  O.  Boggs,  Lewis 
Samuel  Schneierson,  Bronx 
A.  G.  Sullivan,  Albany 

COUNCIL— PART  IX 
LEGISLATION 

Ezra  A.  Wolff,  Chairman,  Queens 
Samuel  Z.  Freedman,  New  York 
C.  H.  Berlinghof,  Broome 
H.  L.  Nelms,  Albany 
Fred  Bromberg,  Suffolk 

COUNCIL — PART  X 

WORKMEN'S  COMPENSATION 
Gervais  W.  McAuliffe,  Chairman.  New  York 
John  L.  Edwards,  Columbia 
Frank  LaGattuta,  Bronx 
Elmer  T.  McGroder,  Erie 
Morris  Weintrob,  Kings 

COUNCIL— PART  XI 
PUBLICATION 
PUBLIC  RELATIONS 
E.  Dean  Babbage,  Chairman,  Erie 
Edgar  Bieber,  Chautauqua 
William  H.  Lewis,  Jr.,  New  York 
Arthur  E.  Corwith,  Suffolk 
Scott  Lord  Smith,  Dutchess 

COUNCIL— PART  XII 
CONVENTION 
NURSING  EDUCATION- 
WOMAN’S  AUXILIARY 

OFFICE  ADMINISTRATION  AND  POLICIES 
ETHICS 
HISTORY 
BELATED  BILLS 
Edward  P.  Flood,  Chairman,  Bronx 
Clarence  G.  Bandler,  New  York 
William  J.  Tracy,  Steuben 
Anthony  A.  Mira,  Queens 
James  H.  Arseneau,  Wayne 

MISCELLANEOUS  BUSINESS  A 
George  J.  Lawrence,  Chairman,  Queens 
Samuel  B.  Burk,  New  Vork 
Reid  R.  Heffner,  Westchester 
Homer  J.  Knickerbocker,  Ontario 
Olin  J.  Mowry,  Oswego 

MISCELLANEOUS  BUSINESS  B 
Guy  S.  Philbrick,  Chairman,  Niagara 
Charles  H.  Loughran,  Kings 
William  Benenson,  Queens 
William  Barlow,  Richmond 
A.  K.  Bates,  Cayuga 

Speaker  Holcomb:  At  this  time  I wish  to  an-  j 
nounce  that  Miss  Alvina  Rich  Lewis,  production  I 
editor  of  the  Journal,  will  help  any  of  the  chairmen  * 
or  any  members  of  the  House  who  have  resolutions  * 
or  reports.  She  will  assist  you  in  editing  them  in 
the  proper  form.  I know  you  all  remember  her 
as  being  very  efficient.  Even  if  your  English  might 
have  slipped  here  and  there,  I think  Miss  Lewis  can 
perhaps  take  care  of  that  as  well. 

Section  6 

Reference  of  Reports  and  Supplementary  Reports 

Secretary  Anderton:  Mr.  Speaker,  I move  that 
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the  reports  and  supplementary  reports  of  officers, 
council,  trustees,  legal  counsel,  and  district  branches 
that  have  been  published  and  distributed  to  the 
members  of  the  House  be  referred  to  their  respective 
reference  committees  without  reading. 

Dr.  William  B.  Rawls,  New  York:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Section  7 (See  180) 

Supplementary  Report  of  the  Finance  Committee 

To  the  House  of  Delegates , Gentlemen: 

Attached  is  a copy  of  our  revised  budget  for  1952. 
It  includes  changes  authorized  by  the  Council  and 
Board  of  Trustees  at  the  meetings  held  on  April  10, 
1952. 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 
Frederic  W.  Holcomb,  M.D. 

Thomas  M.  d’Angelo,  M.D. 


BUDGET  FOR  YEAR  ENDED 
DECEMBER  31,  1952 


Item 

1952 

Budget 

Income 
Dues  (net) 

$364,900 

Interest 

725 

Journal 

38,141 

Expenditures 

$403,766 

Administrative 

•$107,878 

Public  Relations  Bureau 

93,081 

Legislation  Bureau 

Workmen’s  Compensation  Bureau 

30,520 

23,307 

Bureau  of  Medical  Care 

18,828 

Scientific  Activities 

21,874 

Woman’s  Auxiliary 

7,266 

Travel 

33 , 550 

Annual  Meeting 

1,430 

Medical  Directory , 1953 

47,338 

District  Branches 

5,300 

Planning  Committee 

700 

Malpractice  Insurance  Board 

1 ,000 

Malpractice  Audit 

1,000 

Legal 

27,000 

Middle  Atlantic  States  Conference 

75 

Committee  on  Problems  of  Alcoholism 

800 

A.M.A.  Conference  Room 

500 

50 

Conference  of  Presidents 

Veterans  Medical  Service  Plan  of  New  York, 
Inc. 

500 

Society  for  Medical  Research 

500 

World  Medical  Association 

1 . 000 

Pension 

5,000 

Additional  Rent 

Moving  Expense 

2.050 

Alterations 

12,000 

Total  Expenditures 

$446,412 

Excess  of  Income  over  Expenditures 

$ 42,646 * 

* Italics  indicate  red  figure. 


Section  8 (See  147) 

Supplementary  Report  of  the  Council,  Committee 
on  Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

During  the  year  your  committee  has  reviewed 
and  approved  changes  in  county  society  constitu- 
tions and  bylaws  as  listed  below: 

Bronx  County  amendment  to  abolish  non- 
resident membership 
amendment  to  have  all  past 
presidents  serve  a manda- 
tory three-year  term  as 
censors 


Clinton  County 
Chenango  County 
Columbia  County 


Cortland  County 
Erie  County 


new  constitution  and  bylaws 
new  constitution  and  bylaws 
amendment  to  raise  dues  and 
to  change  regular  meeting 
date 

amendment  to  raise  dues 
new  bylaws 
amendment  to  bylaws 
new  constitution  and  bylaws 
new  constitution  and  bylaws 
new  constitution  and  bylaws 
new  constitution  and  bylaws 
new  constitution  and  bylaws 


Greene  County 
Oneida  County 
Ontario  County 
Richmond  County 
Suffolk  County 
District  Branches 
First 
Eighth 

The  approval  of 
all  of  the  foregoing  changes. 

Your  committee  also  considered  a suggestion  by 
Dr.  Reuling  regarding  the  collection  of  American 
Medical  Association  dues  by  county  societies. 
Respectfully  submitted, 

Frederick  W.  Williams,  M.D.,  Chairman 


new  constitution  and  bylaws 
new  constitution  and  bylaws 
the  Council  was  obtained  for 


Section  9 (See  102) 

Supplementary  Report  of  the  Malpractice 
Insurance  and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Christopher  Wood,  M.D.,  Chairman , White  Plains 
Charles  Gordon  Heyd,  M.D.,  Vice-Cha  irman, 
New  York 

Thomas  M.  d’Angelo,  M.D.,  Jackson  Heights 
Leo  F.  Schiff,  M.D.,  Plattsburg 
John  F.  Kelley,  M.D.,  Utica 
Walter  P.  Anderton,  M.D.,  ex  officio,  New  York 
Maurice  J.  Dattelbaum,  M.D.,  ex  officio,  Brooklyn 
William  F.  Martin,  ex  officio,  New  York 
Harry  F.  Wanvig,  ex  officio,  Secretary,  New  York 
Due  to  an  unavoidable  delay  in  obtaining  the  cur- 
rent figures  showing  the  cost  of  operating  the  Group 
Plan  and  the  rate  necessary  to  support  it,  this  in- 
formation could  not  be  incorporated  in  the  annual 
report  of  this  Board.  It  is  necessary,  therefore,  to 
submit  this  supplementary  report. 

The  report  of  Messrs.  Wolfe,  Corcoran,  and 
Linder  on  their  annual  audit  and  actuarial  examina- 
tion  of  the  Group  Plan  as  of  December  31,  1951,  has 
been  received  and  examined.  The  original  has  been 
filed  with  the  secretary'  of  the  Society  and  a sum- 
mary of  it  will  be  presented  to  the  lfou.se  of  Dele- 
gates by  Mr.  Joseph  Linder  in  person.  Thus,  there 
remains  for  the  Board  only  the  task  of  presenting 
its  analysis  of  that  report  and  the  situation  as  it  is 
developing  in  this  State,  together  with  its  recom- 
mendations. 

Mr.  Linder’s  report  shows  that  during  the  last 
three  expired  policy  years  (1948-1950)  the  average 
cost  per  policyholder  of  operating  the  Group  Plan 
has  risen  to  the  unprecedented  levels  of  $90.46  in 
the  metropolitan  area,  and  $62.72  in  the  upstate 
counties.  These  costs,  compared  with  the  average 
basic  rates  now  being  charged  in  the  two  sections 
of  the  State,  show  net  deficits  of  $35.46  and  $18.72, 
respectively.  These  are  the  largest  increases  in 
costs  which  have  occurred  between  any  two  con- 
secutive rating  periods  since  the  Group  Plan  was 
established  thirty-one  years  ago,  and  it  is  most  im- 
portant that  every'  member  of  the  Society  under- 
stands the  reasons  for  them. 
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It  is  understood,  of  course,  that  the  cost  of  some 
individual  malpractice  suits  and  claims  has  in- 
creased in  the  same  proportion  as  has  that  of  auto- 
mobile and  other  forms  of  liability  judgments  and 
settlements.  Due  to  the  increased  number  of  our 
losses,  however,  there  has  been  no  great  increase  in 
the  average  cost  of  them.  To  what,  then,  can  be 
attributed  the  increase  in  the  over-all  cost  per  in- 
sured member?  Practically  all  of  it,  according  to 
Mr.  Linder’s  report,  has  been  due  to  an  excessive 
increase  in  the  number  of  suits  and  claims  to  in- 
sured members.  In  his  report  this  is  referred  to  as 
the  rate  of  incidence  of  claims  to  policyholders. 
This  rise  is  clearly  indicated  by  the  following  com- 
parison of  the  average  number  of  members  per  suit 
or  claim,  by  years: 

1945 — 1 suit  or  claim  to  each  71.4  insured  members 

1949 —  1 suit  or  claim  to  each  60.6  insured  members 

1950 —  1 suit  or  claim  to  each  46.9  insured  members 
Thus,  since  1945  there  has  been  an  increase  in  the 
rate  incidence  of  52  per  cent,  with  over  half  of  that 
increase,  or  29  per  cent,  occurring  during  1950. 
Furthermore,  an  additional  rise  of  more  than  30  per 
cent  has  already  been  recorded  against  policy  year 
1951.  It  seems  quite  likely,  therefore,  that  at  the 
end  of  this  year  when  all  of  the  policies  issued  during 
1951  will  have  expired,  it  will  be  found  that  an 
average  of  one  malpractice  action  of  some  kind  will 
have  been  created  for  each  30  or  33  insured  mem- 
bers. 

In  his  report  Mr.  Linder  points  out  that  the 
established  contingent  loss  reserve  has  proved  to  be 
“grossly  inadequate”  to  take  care  of  the  extreme 
rise  in  costs,  and  this  was  frankly  discussed  with  the 
officers  of  our  insurance  carrier.  It  is  the  intention 
of  both  the  Society  and  the  Company  that  the  con- 
tingent loss  reserve  be  modified  each  year  to  offset 
any  differences  between  the  rates  charged  and  the 
actual  costs  encountered.  This  year,  however,  the 
Company  preferred  to  postpone  any  radical  adjust- 
ment in  that  item  until  the  deficits  for  the  years 
1949  and  1950  have  been  more  definitely  established 
and  until  the  adequacy  of  the  new  rates  has  been 
tested.  It  was  agreed,  therefore,  that  the  contingent 
loss  reserve  at  this  time  would  be  increased  as  a 
token  only,  by  $3.00  and  $2.00,  respectively,  for  the 
metropolitan  and  upstate  areas. 

In  translating  the  average  increases  in  cost  into 
rates  under  the  new  classification  system  adopted 
by  the  Society  last  year,  the  Board  believes  that 
the  differential  between  the  surgical  and  nonsurgical 
classes  should  be  increased  to  $30  instead  of  the 
$20  as  at  present,  to  take  care  of  an  apparent  in- 
crease in  the  cost  of  losses  caused  by  surgical  pro- 
cedures and  more  fairly  to  distribute  the  increases. 
It  should  be  kept  in  mind  that  these  are  estimated 
or  judgment  rates  used  for  the  purpose  of  obtaining 
loss  cost  experience.  When  the  actual  loss  costs 
have  been  matured,  rates  will  be  computed  for  each 
class  and  adjusted  on  that  basis  the  same  as  the 
rates  for  the  undertaking  as  a whole  are  now  com- 
piled. 

Based  upon  the  classification  questionnaires  re- 
ceived from  members  during  the  six  months  begin- 
ning September  1,  1951,  the  average  area  rates 
should  be  divided  between  surgical  and  nonsurgical 
as  follows: 

Surgical  Nonsurgical 

Metropolitan  area  40  per  cent  60  per  cent 

Upstate  counties  50  per  cent  50  per  cent 

Applying  the  percentages  to  the  average  base 
rates  required,  using  the  $30  differential  referred  to 


above  and  adding  the  agreed  contingent  loss  re- 
serves, we  obtain  the  following  rates: 


Surgical 

Nonsurgical 

Metropolitan  area 

$108.00 

$78.00 

Contingent  loss  reserve 

8.00 

8.00 

Proposed  rates  for 
$5,000/$15,000 

$116.00 

$86.00 

Upstate  counties 

$ 79.00 

$49.00 

Contingent  loss  reserve 

6.00 

6.00 

Proposed  rates  for 
$5,000/$15,000 

$ 85.00 

$55.00 

No  change  is  proposed  in  the  surcharges  for  the 
excluded  specialties  which  would  remain  as  at  present. 
These  are  shown  in  the  following: 

Superficial  x-ray  $10 . 00 

Deep  and  superficial  x-ray  $20 . 00 

Electroshock  therapy  $40 . 00 

Cosmetic  plastic  surgery  $10 . 00 

The  first  three  of  the  foregoing  are  normally  added 
to  the  nonsurgical  rates,  while  the  last  is  added 
only  to  the  surgical  rates. 

The  final  rates  for  all  classes,  including  the  fore- 
going, for  minimum  limits  of  $5,000/$15,000,  would 
be  as  follows: 


Metropolitan  Upstate 


Nonsurgical 

S 86.00 

$ 55.00 

Surgical 

116.00 

85.00 

Superficial  x-ray 

96.00 

65.00 

Deep  and  superficial  x-ray 

106.00 

75.00 

Electroshock  therapy 

126.00 

95.00 

Cosmetic  plastic  surgery 

146.00 

115.00 

Note:  The  x-ray  surcharges  may  be  added  to 

surgical  rates  when  the  doctor’s  classification  re- 
quires it. 

These  are  the  minimum  rates  your  Board  can 
recommend  to  the  House  of  Delegates,  and  it  re- 
quests that  they  be  approved  and  authorized  for 
all  new  and  renewal  policies  effective  on  and  after 
September  1,  1952. 

Approving  the  new  rates  and  resignedly  “paying 
the  piper,”  however,  is  not  enough.  In  his  report, 
Mr.  Linder  referred  to  the  steps  taken  by  the  Society 
to  reduce  the  number  and  cost  of  malpractice  losses 
and  noted  that  they  have  not  yet  had  any  appreci- 
able effect.  In  the  following  words,  he  sounds  a 
solemn  warning  to  the  Society:  “Usually  it  is  not 

the  function  of  an  actuary  to  do  more  than  report 
on  the  facts  as  he  finds  them.  In  this  case,  however, 
we  desire  to  point  out  that  unless  effective  measures 
can  be  devised  to  halt  and  reverse  the  current  trend 
in  the  rate  of  incidence  and  cost  of  claims,  the  cost 
of  this  insurance  may  approach  a prohibitive  level.” 

He  might  have  added  that  unless  a way  is  found 
to  halt  the  rapid  rise  in  loss  costs  or  to  compute 
rates  which  will  fully  cover  them,  we  may  find  that 
no  reliable  insurance  company  will  be  willing  to  carry 
our  business.  However  good  the  Society’s  inten- 
tions may  be  to  provide  adequate  rates,  the  fact 
remains  that  no  company,  reliable  or  otherwise,  will 
carry  this  business  after  it  becomes  convinced  that 
the  costs  increase  faster  than  the  rates.  We  cannot 
sit  by  and  wait  for  that  time  to  come.  Wre  must 
extend  and  invigorate  the  claim  prevention  measures 
already  undertaken  and  devise  whatever  new  ap- 
proaches the  situation  demands. 

The  House  of  Delegates  authorized  a pilot  claim 
prevention  experiment  in  this  State,  and  the  mem- 
bers of  Westchester  County,  at  considerable  expense 
to  themselves,  have  established  a complete  public 
relations  and  claim  prevention  service.  The  coun- 


Part  II— September  1,  1952]  MINUTES  OF  THE  ANNUAL  MEETING 


13 


ties  of  Oneida,  Herkimer,  and  Madison  have  joined 
together  in  a similar  program  and  pioneered  the 
way  in  which  smaller  counties  can  combine  to  under- 
take similar  projects.  Other  counties  have  made  a 
start  by  inaugurating  parts  of  the  program,  but 
none  of  them  has,  as  yet,  been  made  as  effective  as 
in  the  four  counties  named.  Emergency  medical 
service,  social  welfare  assistance,  and  competent 
collection  service  may  be  difficult  to  provide  in 
many  counties,  but  every  component  society  can 
and  should  provide  grievance  or  mediation  commit- 
tees to  which  the  public  is  invited  to  bring  their 
complaints.  In  the  counties  mentioned  hundreds 
of  complaints  have  been  adjusted  satisfactorily  to 
both  the  patients  and  the  doctors.  The}'  have  made 
substantial  and  practical  contributions  to  good 
public  relations  in  their  communities  and  without 
doubt  have  prevented  a number  of  malpractice 
claims. 

A very  large  number  of  our  members  do  not  under- 
stand the  need  for  the  rapid  rise  in  insurance  rates 
and  are  astonished  to  learn  of  the  number  and  the 
high  cost  of  losses.  Obviously  there  can  be  no 
group  responsibility  or  concerted  effort  to  improve 
the  situation  until  all  members  are  fully  informed  as 
to  the  losses  in  their  own  communities. 

This  is  a group  institution,  undertaken  for  mutual 
protection,  and  each  member  contributes  his  share 
of  the  cost.  He  has  a vital  interest  in  it  and  should 
be  able  to  exert  his  influence  toward  the  elimination 
of  anything  which  threatens  it.  He  cannot  do  that, 
however,  unless  he  is  informed  as  to  the  details  of  the 
threat.  Therefore,  the  Board  feels  that  the  members 
generally  should  be  made  aware  of  the  nature  of  the 
threat. 

Malpractice  suits  and  claims  are  brought  against 
individuals,  and  measures  to  reduce  the  incidence  of 
them  should  be  taken  at  the  county  level.  A mal- 
practice suit  or  claim  can  no  longer  be  considered 
the  sole  concern  of  the  defendant  doctor;  all  the 
members  of  the  Society  are  affected  by  it,  and  it  is, 
therefore,  the  concern  of  all  of  them.  The  Board 
feels  that  it  should  be  the  duty  of  each  county  so- 
ciety to  know  the  extent  and  effect  of  malpractice 
actions  against  its  members  and  that  the  members  be 
officially  informed  regarding  such  actions. 

A true  concept  of  the  duty  of  a county  medical 
society  to  its  community  demands  an  enlightened 
viewpoint  and  a continuous  appraisal  of  the  quality 
of  medical  services  in  the  community.  Respon- 
sibility to  recognize  that  their  own  members  cause 
our  losses  cannot  be  evaded.  It  is  important,  there- 
fore, that  in  every  county  society  a malpractice  com- 
mittee be  created  and  authorized  to  inform  itself  of 
all  suits  and  claims  against  its  members  and  to  keep 
them  apprized  of  the  incidence  of  cases  and  the  out- 
come of  them. 

It  is  probably  true  that  the  present  attitude  of  the 
public  to  sue  doctors  for  every  real  or  fancied  bad 
result  is  responsible  for  a large  part  of  the  increased 
incidence  of  claims.  The  profession,  of  course,  has 
no  control  over  that  attitude,  but  it  can  and  should 
do  whatever  is  possible  to  eliminate  the  causes  which 
form  the  basis  of  those  claims.  For  years,  leaders  of 
the  profession  have  urged  medicine  to  put  its  own 
house  in  order,  and  recently  this  cry  has  been  taken 
up  by  the  public  press.  Insurance  ought  not  to  be 
the  medium  through  which  these  problems  are 
attacked,  but  our  Group  Plan  of  malpractice  insur- 
ance offers  an  instrument  with  which  this  Society 
can,  at  least,  begin  the  attack. 

The  Board  recommends  that  the  House  of  Dele- 
gates authorize  and  encourage  each  component 


county  society  that  has  not  already  done  so  to  or- 
ganize a malpractice  committee;  that  such  com- 
mittees be  requested  to  respond  to  requests  of  this 
Board  for  assistance  in  any  matters  having  to  do 
with  malpractice  matters  concerning  their  members; 
that  when  the  comitia  lpinora  or  the  malpractice 
committee  is  organized  and  ready  to  receive  infor- 
mation regarding  suits  and  claims  against  their  mem- 
bers that  this  Board  be  authorized  to  furnish,  upon 
request,  such  information  as  it  has  after  the  cases 
have  been  disposed  of  and  closed. 

There  has  always  been  a tendency  among  mem- 
bers generally  to  believe  that  our  high  loss  costs  have 
been  caused  by  some  other  part  of  the  State,  by 
some  other  specialty,  or  by  some  other  fellow.  That 
is  far  from  the  facts.  Every  part  of  the  State,  every 
specialty,  every  degree  of  practice,  from  leaders  in 
the  profession  and  chiefs  of  service  in  the  best  hos- 
pitals down  through  all  ranks  to  the  newest  doctors 
in  practice,  has  contributed  its  full  share  of  our  loss 
costs.  Members  of  this  Board  have  been  accused  of 
malpractice,  error,  or  mistake,  and  we  know  from 
long  experience  that  the  only  doctor  free  of  a poten- 
tial threat  of  malpractice  is  one  who  is  not  practicing 
his  profession  in  connection  with  the  public. 

When  the  new  rates  become  effective,  renewed  ac- 
tivity may  be  expected  from  representatives  of  other 
companies  who,  because  of  their  limited  experience 
with  this  form  of  insurance,  have  little  or  no  idea 
as  to  the  cost  of  it,  and  whose  rates,  as  a consequence, 
will  be  much  lower  perhaps  than  those  of  the  Group 
Plan.  No  doubt  they  will  try,  as  they  have  done  in 
the  past,  to  create  the  impression  among  the  mem- 
bers that  there  is  something  radically  wrong  with 
the  Group  Plan  rather  than  with  their  own  offerings. 
As  in  the  past,  a certain  number  of  members,  forget- 
ting that  premium  rates  are  a poor  yardstick  with 
which  to  measure  the  value  of  protection,  will  be 
persuaded  to  transfer  their  insurance  to  those  com- 
panies for  the  sake  of  the  few  dollars  that  they  will 
save  and  with  no  thought  as  to  the  significance  of 
their  acts. 

The  folly  of  running  after  cheaper  rates  was 
demonstrated  by  the  experience  of  the  American 
Policyholders  Insurance  Company,  referred  to  in 
the  Board’s  annual  report.  A considerable  number 
of  members  were  persuaded  to  place  their  insurance 
in  that  company  until  last  October,  when  it  was 
forced  by  excessive  loss  costs  to  discontinue  writing 
malpractice  insurance  in  this  State.  Now  they  are 
all  flocking  back  to  the  Group  Plan  whose  support 
they  abandoned  a few  years  ago.  Incidentally,  it 
should  be  noted  that  some  of  those  members  were 
not  notified  that  their  company  had  stopped  issuing 
renewals,  until  after  their  insurance  had  expired. 

What  should  be  the  policy  of  the  Society  toward 
members  who  withdraw  their  support  of  the  Group 
Plan  whenever  cheaper  rates  are  available  to  them 
and  who  return  to  the  Group  Plan  for  protection 
only  when  the  source  of  cheaper  rates  fades  away? 
Should  such  members  have  the  same  rights  and 
privileges  as  those  who  have  loyally  supported  this 
important  activity  of  the  Society  and  by  that  sup- 
port have  maintained  it?  The  Board  thinks  not 
and,  therefore,  recommends  that  the  House  of  Dele- 
gates authorize  and  direct  this  Board  to  deny  insur- 
ance protection  for  a period  of  six  months  after  the 
date  of  application  for  reentry  to  any  member  who 
is  now  or  hereafter  may  be  insured  in  the  Group 
Plan  and  who  withdraws  from  it  for  the  purpose  of 
securing  insurance  at  a lower  rate  from  some  other 
company. 

During  the  Board’s  recent  negotiations  with  our 
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insurance  carrier,  the  Employers  Mutual  Liability 
Insurance  Company  of  Wisconsin,  a further  conces- 
sion of  5 per  cent  was  obtained  in  the  agreed  expense 
factor,  or  loading,  which  is  a part  of  our  rates.  This 
was  reduced  to  23.5  per  cent,  which  means  that 
beginning  September  1,  1952,  76.5  per  cent  of  the 
base  premiums  and  all  of  the  contingent  loss  reserve, 
or  a total  of  approximately  78  per  cent  of  all  pre- 
miums collected,  will  be  available  for  the  payment  of 
losses.  This  is  a substantially  higher  permissible 
loss  ratio  than  any  other  insurance  company  writing 
malpractice  insurance  in  the  country  and  is  directly 
reflected  in  our  rate  structure.  This  is  due  in  part 
to  the  manner  in  which  the  Group  Plan  was  origi- 
nally organized  and  is  operated,  but  it  is  also  evi- 
dence of  the  desire  on  the  part  of  our  insurance 
carrier  to  assist  the  Society  to  the  fullest  extent  pos- 
sible in  its  difficult  task  of  making  both  ends  of  its 
malpractice  insurance  problem  meet. 

In  March,  the  Board  met  with  the  chairman  of  the 
board,  the  president,  and  other  officials  of  the 
Employers  Mutual.  This  was  the  first  time  since 
the  Group  Plan  was  organized  that  the  president  and 
other  representatives  of  the  Society  have  had  an 
opportunity  to  meet  and  discuss  our  problems  with 
the  ranking  officers  of  our  insurance  carrier.  They 
obtained  a close-up  view  of  our  problems  and  a 
first-hand  impression  of  the  sincerity  of  the  Society’s 
effort  to  find  a solution  for  them.  We,  in  turn,  re- 
ceived renewed  assurances  of  the  Company’s  desire 
and  intention  to  see  the  undertaking  through  to  a 
mutually  successful  basis  of  operation.  The  Board 
desires  to  record  here  its  appreciation  of  t he  splendid 
cooperation  it  is  receiving  from  the  Company  and 
all  of  its  officers  and  representatives  toward  the 
accomplishment  of  that  end. 

The  Board  recommends  that  the  chairman  of  each 
delegation  in  this  House  be  requested  to  submit  a 
copy  of  this  report  to  his  county  society  and  that  it 
be  given  the  widest  publicity  to  its  members.  It  will 
be  published  in  an  early  fall  issue  of  the  New  York 
State  Journal  of  Medicine,  and  all  members 
should  be  urged  to  read  it.  A limited  supply  of 
reprints  will  be  available  for  those  who  require  them. 

Section  10  (See  178 ) 

Supplementary  Report  of  the  Council,  Part  IV : 
Blood  Banks,  State  Health  Council,  Periodic 
Health  Examinations 

To  the  House  of  Delegates,  Gentlemen: 

Blood  Banks  Association 

The  House  of  Delegates,  at  its  May,  1951,  session, 
approved  a recommendation  from  the  Subcommittee 
on  Blood  Banks  of  this  Council  Committee  that 
“The  organization  of  a New  York  State  Association 
of  Blood  Banks  is  a necessity  at  this  time,”  and  at 
its  October  11,  1951,  meeting  the  Council  voted  to 
sponsor  the  formation  of  a State  association  of 
blood  banks.  Commissioner  Herman  E.  Hilleboe 
of  the  State  Health  Department  had  expressed 
approval  of  such  a step. 

The  cooperation  of  the  Public  Relations  Bureau 
was  offered  to  the  Committee  on  Public  Health  and 
Education,  and  an  informal  survey  was  made  by 
Mr.  Carl  Messinger  among  medical  men  throughout 
the  State  interested  in  blood  banking.  The  physi- 
cians interviewed  were  unanimous  in  expressing  a 
need  for  such  an  organization. 

Organization  Meeting — In  view  of  the  encouraging 
report,  a meeting  was  called  of  the  Blood  Banks 
Subcommittee  on  February  5,  1952,  at  which  it 
was  decided  to  call  a two-day  organization  meeting 
in  Albany  on  March  1 and  2 to  formulate  the  pur- 


poses and  functions  of  the  association,  to  draw  up 
bylaws,  and  to  elect  temporary  officers. 

There  were  present  at  the  Albany  session  17 
physicians  representing  the  nine  district  branches 
of  the  Medical  Society,  as  well  as  15  persons  in  an 
ex  officio  capacity  and  a representative  of  the  New 
York  State  Department  of  Health. 

These  included  the  following:  Dr.  J.  Stanley 

Kenney,  president;  Dr.  E.  T.  Wentworth,  president- 
elect; Dr.  W.  P.  Anderton,  secretary;  Dr.  Theodore 
J.  Curphey,  chairman,  Council  Committee  on  Public 
Health  and  Education;  Dr.  Lester  J.  Unger,  chair- 
man, Subcommittee  on  Blood  Banks,  and  Drs. 
Morris  Maslon,  Ernest  Witebsky,  Quentin  M. 
Jones,  and  John  Scudder,  members  of  the  subcom- 
mittee; Dr.  James  R.  Reuling,  A.M.A.  Blood  Banks 
Committee;  Mr.  William  F.  Martin,  counsel; 
Dr.  Laurance  D.  Redway,  assistant  editor,  New 
York  State  Journal  of  Medicine;  Dr.  John 
J.  Masterson,  chairman,  Committee  on  Emergency 
Preparedness;  Mrs.  Sheldon  Church,  Woman’s 
Auxiliary;  Mr.  Carl  Messinger,  Public  Relations 
Bureau;  Dr.  John  K.  Miller,  State  Department  of 
Health,  and  Drs.  L.  A.  Amill,  Milton  Carvalho, 
John  J.  Clemmer,  Anthony  B.  Constantine,  Andrew 
A.  Eggston,  Jacob  Geiger,  Don  M.  Hutchens,  Robert 
S.  Jenks,  N.  M.  Levine,  Frederick  Marty,  George  J. 
Marvin,  H.  0.  Paquin,  Theodore  Robertson,  John 
M.  Scannell,  Leo  Schiff,  and  Elmer  Wessell. 

Several  committees  were  formed,  on  constitution, 
budget,  education  and  scientific  meetings  (now 
called  research,  education,  and  scientific  standards), 
on  membership  and  standards,  on  public  relations 
and  donor  procurement,  and  a nominating  com- 
mittee. 

Constitution — A constitution  was  drawn  up  and 
adopted  which  states  the  purposes  of  the  association 
to  be  (a)  to  federate  into  one  organization  the  blood 
banks  of  the  State  of  New  York,  ( b ) to  foster  co- 
operation between  blood  banks,  (c)  to  encourage 
the  development  of  blood  banks  where  needed, 
( d ) to  extend  medical  knowledge  and  advance  the 
science  and  art  of  blood  banking,  (e)  to  enlighten 
the  public  in  regard  to  the  problems  of  blood  bank- 
ing, and  (/)  to  plan  for  needs  in  time  of  disaster. 

Definition  of  Blood  Bank — It  was  agreed  that  for 
purposes  of  membership  a blood  bank  should  be 
defined  as  “an  organization  which  procures,  proc- 
esses, preserves  and/or  assures  the  compatibility 
of  blood  for  the  treatment  of  disease.” 

Estimated  Budget — The  budget  committee  reached 
an  estimate  of  $20,000  per  year  for  operation  of  the 


association : 

Full-time  executive  officer  $ 8,500 

Secretarial  staff  5,000 

Travel  expenses  (not  including  elected 

officers)  2 , 500 

Printing,  stationery,  postage,  telephone  4,000 
Total  $20,000 


The  committee  felt  it  would  be  preferable,  if 
possible,  to  live  within  the  means  afforded  by  dues, 
hoping  that  the  Medical  Society  of  the  State  of  New 
York  would  contribute  to  the  organization  in  the 
way  of  services  by  lending  a public  relations  man, 
an  executive  officer,  and/or  office  staff  until  such 
time  as  the  association’s  monies  increased  to  the 
point  where  it  could  afford  to  employ  its  own  staff. 

Method  of  Financing — A broad  discussion  took 
place  as  to  the  means  of  raising  funds  for  the  forma- 
tion and  initial  operation  of  the  organization.  Dr. 
Quentin  Jones, *as  chairman  of  the  blood  bank 
committee  of  the  Oneida  County  Medical  Society, 
said  he  had  been  authorized  by  his  medical  society 
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to  contribute  SI, 000  if  a State-wide  association  was 
established.  Another  offer  of  $25,000  was  made 
through  Dr.  John  Scanned,  medical  director  of 
the  Intercounty  Blood  Bank  in  Queens.  Discus- 
sion established  a sharp  difference  of  opinion  as  to 
the  wisdom  of  accepting  these  funds  at  this  time. 
It  was  finally  moved  by  Dr.  Eggston,  seconded, 
and  carried,  “that  the  executive  board  be  instructed 
to  consider  the  entire  financial  structure  of  the  as- 
sociation, including  the  matter  of  gifts,  and  to 
accept  such  gifts  as  they  see  fit.” 

It  was  the  sense  of  the  meeting  that  the  board 
make  a study  of  the  financial  experience  of  blood 
bank  associations  in  other  parts  of  the  country, 
notably  California  and  Florida,  and  bring  in  a 
report  at  the  annual  meeting  in  May. 

Public  Relations — It  was  felt  that  much  of  the 
money  would  be  spent  in  the  field  of  public  relations 
and  donor  procurement.  In  this  area  the  objectives 
were  agreed  to  be  “to  obtain  personnel,  adequately 
trained,  to  work  under  the  direction  of  the  executive 
board  to  set  up  and  actively  assist  in  (1)  local  pro- 
grams of  donor  procurement  and  in  (2)  the  estab- 
lishment of  blood  banks  where  the  need  exists;  (3) 
to  direct  an  association-sponsored  public  relations 
and  advertising  program  within  the  area  of  each 
blood  bank,  and  (4)  to  establish  a State-wide  blood 
insurance  program.” 

Assistance  of  Medical  Society — It  was  voted  “to 
request  the  Medical  Society  of  the  State  of  New 
York  to  assist  the  executive  board  in  the  organiza- 
tion and  development  of  the  association,  this  sup- 
port and  assistance  to  include  a survey  of  candidates 
for  institutional  membership,  the  recruitment  of 
members,  and  a study  of  the  means  of  financing 
the  association.”  This  request  was  approved  by 
the  Council  at  its  March  13,  1952,  meeting. 

Elections — The  following  officers  and  executive 
board  members  were  elected,  terms  to  expire  May, 
1952:  Dr.  John  J.  Clemmer,  president;  Dr.  Morris 
Maslon,  vice-president;  Dr.  W.  P.  Anderton, 
secretary;  Dr.  James  R.  Reuling,  treasurer,  and 
Drs.  Andrew  A.  Eggston,  Robert  S.  Jenks,  Quentin 
M.  Jones,  Frederick  Marty,  and  Lester  J.  Unger, 
executive  board. 

New  Business — -Upon  motion  of  Dr.  Unger,  it  was 
seconded  and  carried  “that  the  Blood  Banks  As- 
sociation of  New  York  State,  Inc.  apply  for  af- 
filiation with  the  American  Association  of  Blood 
Banks.” 

Also  upon  motion  by  Dr.  Unger,  it  was  seconded 
and  carried  “to  express  the  association’s  whole- 
hearted support  and  willingness  to  cooperate  to 
the  fullest  extent  with  the  program  that  is  being 
developed  by  the  Civil  Defense  Commission  of 
New  York  State.” 

Executive  Board  Meeting — The  executive  board 
and  officers  of  the  association  held  a meeting  in 
Albany,  April  5,  1952.  One  item  was  the  question 
of  the  annual  meeting,  and  it  was  decided  to  hold 
it  on  Monday,  May  12,  1952,  at  the  Hotel  Statler, 
New  York  City,  in  the  evening.  Dr.  Scudder  had 
prepared  a very  extensive  and  excellent  scientific 
program  to  be  presented  during  the  afternoon  of  the 
same  day. 

As  chairman  of  the  public  relations  and  donor 
procurement  committee,  Dr.  Jenks  submitted  the 
following  objectives  winch  his  committee  had  for- 
mulated: 

1.  Constantly  to  remind  the  physician  and  the 
recipient  of  their  individual  responsibility  for  donor 
replacements. 

2.  Inform  the  public  that  no  charge  is  made  for 
blood  under  this  program. 


3.  Bring  about  the  eventual  elimination  of  the 
so-called  “professional  donor.” 

4.  Establish  means  to  eliminate  the  “two  for 
one”  stigma. 

5.  Indicate  why  the  Blood  Banks  Association 
offers  the  best  blood  program. 

6.  Sell  the  blood  insurance  idea  and  program. 

7.  Publicize  a disaster  program  for  both  civilian 
and  military  emergencies. 

8.  Encourage  the  idea  of  the  member  banks 
being  the  collecting  agency  for  blood  for  defense 
needs. 

9.  Encourage  the  public  to  support  the  local  or 
neighborhood  hospital  by  donating  to  its  own  blood 
bank  or  that  hospital’s  banking  agency. 

10.  Arrange  for  recognized  blood  credits,  good 
in  any  member  hospital,  and  expand  this  as  much 
as  possible. 

11.  Supply  donors  with  blood  type  cards. 

12.  Encourage  the  profession  to  institute  a 
“blood  conservation”  program  to  promote  reason- 
able and  proper  use  of  blood  without  abusing  the 
supply. 

13.  Encourage  participation  of  other  blood 
banking  units. 

Dr.  Jones  reported  for  the  clearing  house  com- 
mittee, advocating  that  a clearing  house  should 
start  in  a small  way  and  should  be  centrally  located 
in  Albany.  He  described  communication  between 
branches  such  as  teletype  and  telephone.  He  ex- 
plained that  there  would  be  need  for  daily  reports 
from  individual  blood  banks,  including  statements 
in  regard  to  surplus  blood.  He  also  suggested  that 
a credit  bureau  be  established  with  “replacement  in 
kind”  on  a monthly  or  quarterly  basis. 

Dr.  Unger  reported  for  the  Blood  Insurance  Com- 
mittee. He  felt  that  a clearing  house  would  be 
necessary  for  a blood  insurance  or  assurance  pro- 
gram. He  discussed  basic  principles  such  as  the 
average  need  in  a hospital  of  blood  per  person,  per 
bed,  per  year.  He  discussed  the  need  of  blood  or 
money  or  both  for  patients.  He  stated  that  five 
years  ago  patients  who  received  blood  averaged 
2V2  pints  per  individual,  per  year.  He  felt  that 
actuarial  supervision  of  a blood  assurance  program 
wrould  be  needed  and  that  the  cost  for  processing, 
etc.,  basically  would  be  somewhat  in  excess  of 
$6.00  per  pint. 

A meeting  of  the  executive  board  and  officers  of 
the  association  is  scheduled  for  Sunday,  May  11, 
1952,  at  8:30  p.m. 

New  York  State  Citizens’  Health  Council 

On  October  11,  1951,  the  Council  designated  Dr. 
Carlton  E.  Wertz  to  represent  the  Medical  Society 
of  the  State  of  New  York  in  exploratory  meetings  to 
be  held  under  the  auspices  of  the  New  York  State 
Citizens’  Council  relative  to  establishing  a State- 
wide health  council.  Discussion  of  such  a step 
had  been  included  at  several  joint  meetings  of  the 
State  Health  Department  and  the  Council  Com- 
mittee on  Public  Health  and  Education  during  the 
preceding  year,  wath  agreement  as  to  its  advisability. 
Dr.  Wertz,  then  president  of  the  Society,  Mr. 
Miebach,  and  your  chairman  attended  an  American 
Medical  Association  conference  on  the  subject  in 
Detroit  in  October,  1950,  where  the  establishing  of 
state  health  councils  was  advocated  as  a spearhead 
for  community  health  councils. 

Knowing  of  their  interest  in  the  matter,  the  presi- 
dent of  the  Citizens’  Council  invited  Dr.  Wertz  and 
your  chairman  to  the  Seventh  Annual  Health  Con- 
ference at  Sharon  Springs  in  June,  1951,  where 
plans  for  definite  exploratory  meetings  crystallized. 
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On  February  29,  1952,  the  Citizens’  Council  called 
an  organization  meeting  in  Albany,  where  the 
State  Medical  Society  was  represented  by  Dr. 
Wertz,  Dr.  Kenney,  and  your  chairman.  Dr. 
Wertz  was  a member  of  the  executive  committee; 
Dr.  Kenney  delivered  one  of  the  two  addresses  at 
the  final  session,  “The  Outlook  for  Improvement  of 
Community  Health,  as  the  Private  Medical  Prac- 
titioner Sees  It”;  your  chairman  was  leader  of  the 
group  on  membership. 

The  New  York  State  Citizens’  Health  Council 
was  officially  established,  and  officers  were  elected 
to  hold  office  until  the  annual  meeting  at  Sharon 
Springs  this  summer. 

Periodic  Health  Examination 

At  the  joint  meeting  of  this  Council  committee 
with  representatives  of  the  State  Health  Depart- 
ment on  February  13,  1952,  the  periodic  health 
examination  received  a great  deal  of  discussion, 
largely  because  of  the  problems  involved.  It  was 
agreed  that  a subcommittee  composed  of  Dr.  A.  H. 
Aaron,  a member  of  our  committee,  and  Dr.  C. 
Ward  Crampton,  member  of  the  Geriatrics  Sub- 
committee, and  Dr.  Levin  of  the  Health  Department 
would  study  the  problem  and  report  within  the 
ensuing  two  or  three  months. 

Erratum 

Rehabilitation  Fee  Schedule — At  the  Council  meet- 
ing on  February  14,  1952,  your  chairman  reported 
that  the  revision  of  the  fee  schedule  used  under  the 
medical  rehabilitation  program  of  the  New  York 
State  Department  of  Health  had  been  virtually 
completed,  but  that  it  had  not  yet  been  officially 
submitted  to  the  Health  Department.  I also 
endeavored  to  interpret  the  basis  of  reimbursement 
indicated  by  the  fee  schedule. 

Dr.  Morton  L.  Levin,  assistant  commissioner  for 
Medical  Services  of  the  Health  Department,  has 
drawn  attention  to  my  failure  to  explain  that 
reimbursement  is  made  to  the  county  for  payments 
made  to  physicians,  hospitals,  and  others.  He  says: 
“The  law'  specifically  provides  that  if  a parent  can 
pay  part  of  the  cost  of  care  under  this  program,  such 
payment  must  be  made  to  the  county.  The  cost 
to  the  county  and  to  the  State  is  thus  correspond- 
ingly reduced.  Patients  who  can  pay  the  full  cost 
of  care  obviously  do  not  belong  in  the  program. 
Patients  who  can  pay  only  part  of  the  cost  of  care 
are  required  by  law  to  make  this  payment  to  the 
county,  and  to  no  one  else.  Any  other  arrangement 
would  be  a violation  of  the  law'  and  a violation  of 
the  intent  of  the  program.” 

Section  11  (See  125 ) 

Supplementary  Report  of  the  Council,  Part  VII : 
Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

Following  is  a supplementary  report  of  the  Sub- 
committee on  Medical  Expense  Insurance. 

The  Council  referred  the  following  House  of 
Delegates  resolutions  to  the  Subcommittee  for 
action : 

Section  188  (Proceedings  of  the  1951  House  of 
Delegates) — This  concerned  the  refusal  of  certain 
insurance  companies  to  pay  surgical  and  obstetric 
fees  to  policyholders  unless  the  surgeon  or  obstetri- 
cian stated  his  total  fee,  regardless  of  the  fact  that 
the  benefit  paid  was  a fixed  amount  and  not  depend- 
ent upon  the  fee.  The  resolution  stated  that  “the 
State  Society  take  appropriate  steps  to  limit  such 
required  information  to  certification  of  the  per- 


formance of  services  and  that  the  fee  charged  wTas 
equal  to,  or  greater  than,  the  benefit  provided.” 

At  its  January  9,  1952,  meeting,  the  Subcommittee 
directed  Mr.  Farrell  to  make  inquiry  of  commercial 
companies  as  to  their  practices  in  this  matter  and 
to  obtain  legal  opinion. 

On  inquiry  of  commercial  companies,  Mr.  Farrell 
was  advised  that  it  wras  the  general  custom  to  have 
fees  stated,  regardless  of  the  fact  that  the  benefit 
paid  wras  a fixed  amount,  because  often  a policy- 
holder does  not  know'  what  the  allowance  of  in- 
demnity is  and  without  the  stated  fee,  sound  actuarial 
computation  of  premiums  which  would  provide  for 
the  schedule  of  allowances  commensurate  with  the 
usual  charges  for  specific  services  wras  practically 
impossible.  It  was  the  opinion  of  legal  counsel 
that  no  breach  of  law  was  involved  in  asking  for 
this  information. 

Section  189  (Proceedings  of  the  1951  House  of 
Delegates) — This  dealt  with  firms  and  labor  unions 
w'hich  arrange  for  hospitalization  and  medical 
expense  insurance  for  employes  and  their  families 
and  require  that  claim  forms  be  submitted  through 
them,  thus  revealing  specific  diagnoses,  the  nature 
of  w'hich  may  be  personal  and  a matter  of  em- 
barrassment if  revealed  to  known  persons  and  fellow 
workers.  The  resolution  stated  that  “the  Society 
initiate  steps  to  require  insurance  claim  forms  to 
conform  to  the  statute  relating  to  privileged  informa- 
tion.” 

The  Subcommittee  requested  Mr.  Farrell  to  ob- 
tain legal  opinion  on  this  matter,  and  counsel’s 
opinion  was  that  this  privileged  information,  re- 
vealing specific  diagnosis,  should  not  be  given  a 
firm  or  labor  union  unless  WTitten  approval  is  given 
by  the  patient. 

Respectfully  submitted, 

Carlton  E.  Wertz,  M.D.,  Chairman 

Section  12  ( See  98) 

Supplementary  Report  of  the  Council,  Part  VIII : 
Liaison  with  Veterans  Administration 

To  the  House  of  Delegates , Gentlemen: 

Veterans  Medical  Service  Plan  of  New  York,  Inc. 
— Through  the  Liaison  Committee  with  Veterans 
Administration  consisting  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman,  Buffalo 
Walter  P.  Anderton,  M.D.,  New'  York  City 
Francis  O.  Harbach,  M.D.,  Syracuse 
Joseph  A.  Lane,  M.D.,  Rochester 
Gervais  W.  McAuliffe,  M.D.,  New  York  City 
Laurance  D.  Red  way',  M.D.,  Ossining 
James  R.  Reuling,  M.D.,  Bay'side 

the  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  reports  as  follow's. 

At  the  annual  meeting  of  the  plan  in  May,  1951, 
the  following  directors  were  elected  for  the  yrnar: 

Herbert  II.  Bauckus,  M.D.,  President,  Buffalo 
Walter  P.  Anderton,  M.D.,  New  York  City 
Edward  R.  Cunniffe,  M.D.,  Bronx 
Joseph  P.  Henry,  M.D.,  Rochester 
J.  Stanley  Kenney,  M.D.,  Newr  York  City 
Thomas  A.  McGoldrick,  M.D.,  Brooklyn 
James  R.  Reuling,  M.D.,  Bayside 
William  H.  Ross,  M.D.,  Brentwood 
Arthur  H.  Stein,  M.D.,  Albany 

The  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  has  been  in  continuous  operation  since  Septem- 
ber, 1946.  It  w'as  created  as  an  organization 
enabling  the  medical  profession  of  New  York  State 
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to  contract  with  the  Veterans  Administration  for 
participation  in  medical  care  to  service-connected 
veterans.  The  large  number  of  these  veterans 
awaiting  medical  and  hospital  care  in  1945  and  1946 
prompted  the  Veterans  Administration  urgently  to 
ask  for  the  home  town  fee-basis  private  care  plan. 

The  responsibility  under  law  to  give  all  needed 
medical  and  hospital  care  to  service-connected 
disease  and  disability  rests  wholly  upon  the  Veterans 
Administration  of  our  Federal  government.  It 
must  provide  for  these  needs  whenever  and  wherever 
required.  In  the  various  states  we  have  different 
systems  of  home  town  care,  but  in  all  cases  these 
medical  society  plans  function  essentially  as  aides 
and  designatees  in  the  duties  of  the  Veterans 
Administration.  There  is  a provision  in  the 
Federal  legislation  that  provides  hospitalization  for 
nonservice-connected  veteran  patients  if  a bed  is 
available  in  a veterans  hospital,  and  the  applying 
veteran  makes  a declaration  of  inability  to  pay  the 
costs  of  hospitalization.  The  Veterans  Administra- 
tion must  make  examinations  and  decisions  relating 
to  pension  claims  and  benefits.  However,  the 
Veterans  Medical  Service  Plan  of  New  York,  Inc., 
is  charged  only  with  participation  in  medical  care 
to  service-connected  cases  and  to  emergency 
hospitalization. 

Beginning  in  1947  we  have  made  frequent  reports 
to  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  together  with  annual  reports  to  our 
Society.  In  these  reports  we  have  endeavored  to 
analyze  the  more  important  features  of  veteran 
medical  care  as  they  relate  to  our  plan,  and  at- 
tention is  invited  to  a reperusal  of  the  many  items 
there  portrayed. 

As  indicated  in  the  data  given  later  in  this  report, 
there  has  been  considerable  diminution  in  our  work 
since  the  year  1947.  There  are  many  reasons  for 
this,  some  normal  and  to  be  expected  changes,  but 
others  in  my  opinion  indicative  of  deterioration  in 
the  care  of  service-connected  disability  and  disease. 

It  has  been  our  principle  to  insist  upon  choice  of 
the  physician  by  the  veteran  whenever  private  care 
was  authorized  under  the  plan.  However,  when 
the  New  York  regional  office  restricted  authoriza- 
tion of  the  so-called  “hardship”  cases,  its  executive 
issued  a directive  stating  that  this  category  removed 
the  free  choice  policy.  We  objected  to  this  pro- 
cedure and  were  sustained  by  the  central  office,  but 
it  serves  to  point  out  the  many  difficulties  we  are 
laboring  under  when  we  seek  to  give  veterans  the 
right  to  select  care  from  the  entire  profession  of  the 
community.  Although  the  veteran  patient  often 
protests  this  interference  and  interruption  of  his 
medical  care,  I do  not  believe  veterans  organizations 
in  general  are  sufficiently  cognizant  of  the  great 
privilege  in  the  personal  choice  of  the  attending 
physician,  or  if  they  recognize  it,  there  is  little 
they  seem  to  do  effectively  about  it.  For  that 
matter,  we  have  this  problem  in  the  attitude  of  some 
of  our  practicing  physicians. 

In  the  past  year  we  have  had  difficulty  in  the 
New  York  City  region  over  the  question  of  physi- 
cians writing  prescriptions  for  service-connected 
veterans  when  the  physician  has  not  been  currently 
authorized.  In  many  cases  the  physician  was  re- 
quested by  the  Veterans  Administration  to  pay  for 
the  cost  of  the  medicines  prescribed.  We  objected 
to  this  except  when  the  physician  had  never  been 
authorized  to  care  for  the  veteran  by  the  Veterans 
Administration.  It  was  shown  that  additional 
physician  calls  could  be  saved  when  prescriptions 
were  refilled,  as  is  often  done  in  private  practice. 


It  appeared  also  that  many  of  these  veteran  cases 
were  in  need  of  remedies  prescribed,  and  inasmuch 
as  they  were  service-connected  cases,  they  were 
entitled  to  care.  I would  not  construe  this  as  care 
when  and  if  certain  technical  procedures  were  com- 
plied with,  although,  of  course,  we  have  always 
attempted  to  follow  orderly  procedures.  After 
objections  to  this  policy  of  attempting  to  collect 
from  the  prescribing  physician  we  had  some  ameli- 
oration in  the  method  of  penalty  in  cases  where 
reauthorization  was  to  be  expected,  or  where  au- 
thorization had  recently  been  given. 

As  president  of  the  plan,  I made  the  charge  that 
in  the  New  York  City  regional  offices  there  were 
veterans  who  suffered  from  service-connected 
disease  or  disability  and  who  did  not  receive  suf- 
ficient authorization  for  their  needs.  This  caused 
the  veteran  to  apply  to  the  physician  for  aid,  and 
in  the  nature  of  our  calling  it  was  likely  that  tech- 
nical objections  were  overlooked.  I made  no 
defense  of  physicians  securing  drugs  for  patients 
from  the  Veterans  Administration  when  authoriza- 
tion had  never  been  given,  except  in  emergency 
cases. 

When  making  specific  objections  to  the  actions 
of  the  New  York  regional  office,  I asked  the  central 
administration  for  a conference  meeting  on  the 
subject  of  prescriptions  for  veterans,  and  I asked 
that  all  parties  concerned  have  representation.  It 
should  be  noted  that  the  veteran  also  has  an  obliga- 
tion when  procuring  the  medicines  prescribed. 
However,  other  than  an  acknowledgment  we  have 
had  no  reply  on  this  question. 

In  conducting  a plan  of  such  large  proportions, 
it  is  difficult  for  both  the  Veterans  Administration 
and  the  plan  to  do  effective  work  unless  occasional 
meetings  are  held.  I regret  to  say  that  we  have  had 
no  such  meetings  in  the  past  year.  It  is  my  im- 
pression, from  many  examples,  that  our  coordinators 
have  difficulty  in  obtaining  from  the  Veterans 
Administration  all  the  facts  needed  to  aid  the  plan 
effectively.  The  question  of  authorization  is  a 
very  important  one.  We  have  had  difficulty  where 
but  one  authorization  or  reauthorization  was  issued 
per  month,  and  I do  not  know  how  the  authorizing 
physician  could  arrive  at  certain  conclusions  in 
this  regard.  This  reauthorizing  process,  in  my 
opinion,  calls  for  consultation  with  the  coordinator 
and  the  attending  physician.  To  add  to  these 
troubles  there  has  been  confusion,  and  in  some  cases 
neglect,  because  of  the  transferring  of  patients 
from  the  attending  physician  to  the  Veterans 
Administration  clinics.  I have  tried  to  argue 
that  this  should  be  done  largely  with  the  new  cases 
instead  of  the  old,  if  it  is  to  be  attempted  at  all. 
As  a practicing  physician  of  several  years  experience 
my  observations  are  that  the  veterans  lose  a great 
deal  when  they  are  forced  to  attend  Veterans  Ad- 
ministration clinics  which  can  offer  no  favorable 
comparison  to  the  efforts  of  the  large  body  of 
physicians  available  in  the  community.  From  the 
figures  obtainable  it  is  difficult  to  compare  the  costs, 
but  I believe  when  all  is  considered  that  the  cost 
of  the  fee-basis  plan  is  much  more  economical  than 
methods  at  present  in  vogue. 

From  time  to  time  there  has  been  an  effort  in 
the  reduction  of  fee-basis  care  to  service-connected 
veterans  on  the  basis  that  lack  of  funds  in  the  budget 
must  cause  curtailment.  There  is  no  valid  excuse 
for  this  deficiency,  especially  when  so  much  Federal 
money  has  been  spent  in  the  care  of  nonservice 
veterans. 

In  general,  it  is  my  opinion  that  since  the  early 
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years  of  the  plan,  especially  since  the  departure  of 
General  Bradley  (with  whom  we  made  the  original 
contract)  from  the  Veterans  Administration,  efforts 
have  been  made  in  the  larger  offices  in  the  State 
and  in  the  central  office  in  Washington  to  discourage 
the  home  town  participation.  There  are  numerous 
reasons  that  may  be  described  and  should  be  dis- 
cussed for  this  opinion. 

We  have  tried  to  make  it  plain  to  our  fee-basis 
practicing  physicians  that  the  coordinators  represent 
the  responsibility  of  the  medical  profession  and 
that  we  have  this  plan  set  up  so  that  our  service- 
connected  veterans  may  obtain  the  best  medical 
care  with  their  free  choice  of  physician. 

Our  profession  must  understand  that  the  Veterans 
Administration  has  the  right  to  procure  whatever 
facilities  they  may  wish  to  use  and  that  they  are 
supposed  to  make  use  of  their  existing  facilities 
first.  It  is  true  that  these  facilities  are  apparently 
being  enlarged  all  the  time.  This  seems  to  be  the 
policy  of  the  administration.  I doubt  if  one  can 
justify  these  vast  expanding  costs  in  the  presence 
of  superior  facilities  already  available  in  the  com- 
munity. Further  thought  along  this  line  is  as- 
sociated with  the  idea  that  one  of  the  essentials 
of  good  rehabilitation  is  to  restore  the  veteran  to 
private  life. 

The  present  contract  with  the  Veterans  Adminis- 
tration expires  June  30,  1952.  The  Medical  Society 
of  the  State  of  New  York  advances  the  pay  of  the 
coordinators  for  three  months  prior  to  collection 
from  the  Federal  government.  It  is,  therefore, 
necessary  that  we  soon  have  action  taken  on  the 
question  of  renewal.  It  seems  to  me  that  this 
should  not  be  done  until  we  have  further  confer- 
ences with  the  Veterans  Administration  and  addi- 
tional efforts  are  made  to  improve  the  services  for 
service-connected  veterans. 

Physicians  in  general  have  been  opposed  to  the 
hospitalization  of  veterans  for  nonservice-connected 
disease  or  disability.  This  opposition  especially 
applied  to  veterans  w'ho  have  the  financial  means 
to  take  care  of  their  hospitalization.  In  some  cases 
these  veterans  have  Blue  Cross  and  other  insurance 
policies.  If  they  go  to  veterans  hospitals,  the  per- 
sonal attending  physician  is  eliminated,  and  this  is 
one  of  the  basic  features  of  our  voluntary  nonprofit 
plans. 

It  nowr  appears  that  the  Veterans  Administration 
is  inclined  to  develop  methods  for  collecting  on 
these  policies  for  the  care  of  nonservice-connected 
patients.  It  has  been  claimed  that  the  deans 
committees  wTho  have  considerable  authority  in 
veterans  hospital  administration  are  inclined  to 
favor  the  admission  of  nonservice  cases  in  order  to 
make  better  teaching  services.  I doubt  that  this 
committee  wrould  take  such  steps,  but  the  whole 
problem  of  veterans  hospitalization  is  of  great 
national  importance.  Our  plan,  except  for  emer- 
gencies, does  not  enter  into  hospitalization,  although 
may  of  the  fee-basis  cases  could  be  better  taken 
care  of  in  the  local  community  hospitals. 

It  mav  be  that  resolutions  w'ill  be  offered  in  our 
House  of  Delegates  relating  to  some  of  the  problems 
suggested  in  this  report. 

In  the  study  of  statistics  relating  to  authorizing 
of  veterans  treatment  and  its  costs,  we  find  great 
difficulty  in  evaluating  various  items.  The  fee- 
basis  plan  makes  authorizations,  but  all  of  these 
authorizations  are  not  fully  used.  Pension  examina- 
tions for  compensation  rating  purposes  are  performed 
by  the  VA  clinics  and  their  designates,  but  they 
are  not  part  of  the  fee-basis  treatment  plan.  Treat- 


ment is  often  referred  to  contract  clinics  especially 
in  neuropsychiatry.  These  and  other  reasons  in- 
cluding methods  of  computation  make  our  statis- 
tics only  approximate. 

Fee-basis  payments  to  physicians  for  treatment 
purposes  only: 

1951 

Albany  regional  office 
Syracuse  regional  office 
Buffalo  regional  office 
New'  York  City  regional  office 

Total 

Total  fee-basis  payments,  1947- 
1951  inclusive 

In  the  New'  York  City  regional  office 
in  1951,  fee-basis  authorization 
Contract  clinics  (not  Veterans  Ad- 
ministration clinics  nor  fee-basis) 

Respectfully  submitted, 

Herbert  II.  Bauckus,  M.D.,  President 
Veterans  Medical  Care  Plan  of  New  York,  Inc. 

Section  13  ( See  26,  151) 

Supplementary  Report  of  the  Council,  Part  IX: 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Legislation  Committee  of  the  Medical  So- 
ciety of  the  State  of  New  York  held  a meeting 
May  10  at  3:05  p.m.  at  the  Hotel  Statler;  Dr. 
Joseph  A.  Geis,  chairman,  presiding.  Those 
present  were  Dr.  Horace  E.  Ayers,  Dr.  John  C. 
Bradv,  Dr.  Thomas  0.  Gamble,  Dr.  Aaron  Kottler, 
Dr.  George  J.  Lawrence,  Dr.  James  A.  Lynch,  Dr. 
Douglas  Quick,  Dr.  Kenneth  T.  Rowre,  Dr.  Harold 
B.  Smith,  and  Dr.  W.  P.  Anderton. 

Bills  passed  in  1952  were  discussed,  as  follows: 
Dog  Experimentation  Bill — The  Metcalf-Hatcli 
Bill  w'hich  had  our  support  wTas  passed.  The  com- 
mittee recommended  that  such  action  be  taken  next 
year  to  prevent  crippling  amendments. 

Chronic  Alcoholism — The  Legislation  Committee 
in  session  on  May  11,  1952,  in  discussion  of  the  bill 
which  passed  the  State  Legislature  at  its  last  session 
desires  to  present  the  following  resolution : 

Whereas,  the  bill  before  the  last  session  of  the 
Legislature  regarding  the  treatment  of  chronic 
alcoholism  has  been  successfully  passed;  and 

Whereas,  the  coordinating  committee  under  the 
chairmanship  of  Colonel  Harold  Riegelman  had 
impressed  the  Governor  and  the  legislators  of  the 
need  for  further  development  by  additional  financ- 
ing; therefore  be  it 

Resolved,  that  this  Legislation  Committee  express 
its  gratitude  to  the  legislators  for  their  farsighted 
action  in  passing  this  bill;  and  be  it  further 

Resolved,  that  this  committee  recommend  that 
the  State  Medical  Society  send  a communication  to 
Colonel  Riegelman  expressing  its  thanks  for  his 
splendid  effort  in  bringing  this  bill  to  a successful 
conclusion. 

Workmen’s  Compensation  Bills — The  three  com- 
pensation bills  recommended  to  the  Legislation 
Committee  for  passage  were  as  follow's:  (1)  to 

abolish  the  Medical  Practice  Committee  in  counties 
of  one  million  or  more  population  and  to  substitute 
in  those  counties  the  method  employed  in  all  other 
counties  in  the  State;  (2)  to  eliminate  arbitration 
of  compensation  medical  bills  by  the  Medical 
Practice  Committee;  and  (3)  to  change  the  place 
of  arbitration  of  medical  bills  to  the  county  in 


S 145,827 
167,326 
194,183 
119,902 


S 627,238 
86,400,000 
146,425 
551,872 
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which  the  treatment  was  rendered  as  distinguished 
from  the  county  of  residence  of  the  workmen 
involved. 

The  introduction  of  this  legislation  was  not 
mandated  by  the  House  of  Delegates  but  was  re- 
ferred to  the  Council  for  action  at  its  discretion. 
The  Council  subsequently  directed  the  introduction 
of  all  of  these  bills,  but  when  this  decision  was 
reached,  there  was  insufficient  time  for  the  bill 
drafting  committee  of  the  Legislature  to  prepare  the 
first  mentioned  bill  on  account  of  the  length  of  the 
bill.  The  second  and  third  bills  were  introduced, 
but  they  failed  to  progress  and  died  in  committees. 

Blood  Alcohol  Bill— This  bill,  introduced  at  the 
request  of  Dr.  Henry  E.  McGarvey,  proved  to  be 
so  controversial  and  lacked  all  outside  support  that 
it  died  in  committee. 

Hospital  Practice  of  Medicine — It  is  regretted  that 
due  to  the  lateness  of  the  report  it  was  impossible 
for  the  Legislation  Committee  to  take  any  action 
on  it.  However,  we  commend  Dr.  Harold  F. 
Brown’s  report  on  hospital  and  professional  rela- 
tions and  plan  to  do  something  about  this  matter 
in  the  next  session  of  the  Legislature. 

Free  Choice  of  Physician  and  Free  Choice  of  Plan 
— These  ideas  were  introduced  this  year,  and  in 
spite  of  all  our  efforts  to  pass  some  action  on  them, 
neither  idea  made  any  progress.  However,  this 
committee  recommends  that  next  year  this  Society 
do  everything  it  possibly  can  to  have  these  ideas 
passed. 

Chiropractic  Bill — The  Chiropractic  Bill  died  in 
committee.  The  consensus  of  the  meeting  was 
that  we  strongly  recommend  that  a campaign  of 
public  education  be  put  on  by  the  State  Medical 
Society  and  any  other  organizations  whose  coopera- 
tion we  can  get  to  secure  the  support  of  the  public 
in  regard  to  such  chiropractic  education. 

The  Legislation  Committee  recommends  that  the 
State  Society  appoint  a committee  to  study  the 
chiropractic  situation  in  view  of  impending  chiro- 
practic requirements  for  registration. 

Respectfully  submitted, 

Joseph  A.  Geis,  M.D.,  Chairman 

Section  14  ( See  87,  133 ) 

Supplementary  Report  of  the  Council,  Part  X : 
Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  bill  to  permit  podiatrists  to  practice  inde- 
pendently under  the  Workmen’s  Compensation 
Law  passed  both  houses  of  the  Legislature  and  was 
signed  by  the  Governor  despite  vigorous  opposition 
of  our  Society.  The  provision  permitting  podi- 
atrists to  treat  workmen’s  compensation  claimants 
within  the  limits  of  their  license  will  be  known  as 
Section  13-k  of  the  Workmen’s  Compensation  Law. 
This  law  becomes  effective  on  September  1,  1953. 

We  do  not  believe  that  the  provisions  of  this  law 
permitting  podiatrists  to  treat  independently  will 
enhance  the  administration  of  the  Workmen’s  Com- 
pensation Law  or  be  in  the  interest  of  the  public. 
It  is  recommended,  since  the  Legislature  will  meet 
again  before  the  provisions  of  this  law  known  as 
Chapter  787  of  the  Laws  of  1952  go  into  effect, 
that  we  make  an  effort  to  have  legislation  intro- 
duced to  repeal  this  law. 

A bill  introduced  by  us  to  restore  functions  in  the 
four  New  York  counties  having  a population  of 
one  million  or  more  and  to  change  the  place  of 
arbitration  to  the  county  in  which  the  medical 
service  was  rendered  rather  than  that  in  which  the 


claimant  resides  and  also  to  change  the  method  of 
settling  disputed  medical  bills  in  the  four  New  York 
counties  having  a population  of  one  million  or  more 
all  failed  to  come  out  of  committee.  We  strongly 
urge  the  reintroduction  of  these  bills  and  more 
vigorous  action  to  assure  favorable  action  by  the 
Legislature. 

The  Council  has  approved  in  principle  the  estab- 
lishment of  a Council  Committee  on  Industrial 
Health  and  the  appropriation  of  a sufficiently  large 
amount  of  money  to  permit  the  employment  of  a 
full-time  executive  to  carry  out  the  work  of  this 
committee.  The  matter  was  referred  to  the 
Planning  Committee  for  Medical  Policies  for  study, 
recommendations,  and  budget. 

We  recommend  that  consideration  be  given  in 
the  interest  of  economy  and  efficiency  of  combining 
in  one  bureau  (without  interfering  with  their 
autonomy)  the  Committee  on  Industrial  Health,  the 
Committee  on  Workmen’s  Compensation,  and  per- 
haps a Committee  on  Rehabilitation. 

Various  amendments  to  the  Workmen’s  Com- 
pensation Law  were  passed  at  this  session  of  the 
Legislature,  one  of  which  provides  that  weekly 
benefits  shall  not  exceed  830  (previously  826)  for 
nonoccupational  disability.  Other  amendments 
were:  An  employe  shall  continue  to  be  eligible  for 
nonoccupational  disability  benefits  but  not  beyond 
the  fifth  day  (previously  first  day)  on  which  he 
performs  any  work  for  remuneration;  provides  for 
medical  coverage  of  civilian  defense  volunteers  by  a 
town,  village,  or  participating  city;  workmen’s 
compensation  coverage  was  extended  to  include 
employment  as  a resident  physician,  resident  in- 
tern, or  assistant  resident  intern  in  a prison, 
reformatory,  insane  asylum,  or  hospital  maintained 
or  operated  by  a municipal  corporation  or  other 
subdivision  of  the  State;  failure  of  an  insurance 
carrier  to  file  notice  of  controversy  or  begin  pay- 
ment of  compensation  within  a prescribed  period 
or  within  ten  days  after  receipt  of  a copy  of  em- 
ployer’s report  of  injury  required  in  Section  110, 
whichever  period  is  the  greater,  shall  result  in  a 
penalty  of  825  in  addition  to  any  other  penalties. 

Respectfully  submitted, 

John  J.  H.  Keating,  M.D.,  Chairman 

Section  15  ( See  92) 

Supplementary  Report  of  the  Council,  Part  XI : 
Publication 

To  the  House  of  Delegates,  Gentlemen: 

At  the  1951  meeting  of  the  House  of  Delegates, 
the  reference  committee  which  gave  its  considera- 
tion to  the  annual  report  of  the  Publication  Com- 
mittee made  certain  recommendations  relative  to 
reducing  the  costs  of  printing  the  Directory  and  sug- 
gested the  omission  in  future  issues  of  certain 
features  which  the  Publication  Committee  had  felt 
were  informative  and  desirable.  These  included 
the  Constitution,  Bylaws,  Medical  Practice  Act, 
Principles  of  Professional  Conduct,  descriptions  of 
various  bureaus  and  Council  committees,  and  other 
matters  which  the  Publication  Committee  deemed 
essential  for  the  Directory  as  a work  of  reference  for 
the  members  of  the  Society.  In  addition,  there 
were  included  items  of  general  scientific  interest 
which  the  reference  committee  objected  to  as  well 
as  certain  other  general  information.  It  was  also 
recommended  that  a paper  cover  be  used  in  place 
of  the  cloth  cover  hitherto  employed. 

Your  Publication  Committee  has  given  careful 
consideration  to  these  recommendations  and  begs 
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leave  to  present  the  following  comments.  As  near 
as  can  be  determined  from  a perusal  of  the  minutes 
of  the  House  of  Delegates,  the  final  decision  relative 
to  these  matters  was  left  to  the  discretion  of  the 
Publication  Committee.  The  latter  is  desirous  of 
reducing  production  costs  of  the  Directory  as  much 
as  possible  but  believes  that  the  dignity  of  the 
Society  should  be  sustained  by  presenting  a volume 
which  measures  up  to  this  status.  The  Directory 
is  widely  consulted  by  many  agencies  which  sub- 
scribe to  it  because  of  its  generally  informative 
character. 

The  two  principal  items  objected  to  were  the 
cloth  cover  and  the  inclusion  of  the  scientific  and 
other  information  believed  to  be  unnecessary. 
The  matter  of  the  cover  has  been  studied  carefully 
and  estimates  obtained  of  the  differential  costs. 
Samples  of  other  covers  will  be  made  available  for 
inspection.  The  use  of  a Mactex  cover  would  result 
in  a saving  of  about  $1,400.  However,  the  inser- 
tion of  an  advertisement  on  the  back  usually  nets 
about  $1,200,  but  this  entails  difficulties  in  printing, 
as  may  be  noted  on  the  sample,  which  would  prove 
unsatisfactory  to  the  advertiser  and  result  in  a 
cancellation  of  this  hoped-for  contract.  The 
heavy  paper  cover  is  impractical,  and  the  printing 
concern  to  which  the  production  contract  has 
been  awarded  refuses  to  complete  the  book  under 
these  conditions  because  of  the  generally  unsatis- 
factory results  with  a paper  cover,  for  which  they 
decline  to  assume  responsibility. 

Your  committee  likewise  believes  that  the  follow- 
ing items  should  be  included  in  the  1953  Directory 
as  of  signal  value  to  members  and  subscribers: 
Medical  Society  of  the  State  of  New  York 
Constitution  and  Bylaws 

Group  Plan,  Malpractice  Insurance  and  Defense 
Legislation  Bureau 
Medical  Care  Insurance,  Bureau  of 
Principles  of  Professional  Conduct 
Public  Health  and  Education,  Council  Commit- 
tee on 

Public  Relations  Bureau 
Workmen’s  Compensation  Bureau 
Registration  of  Births,  Deaths,  and  Fetal 
Deaths 

Reporting  and  Control  of  Communicable 

Diseases 

Medical  Practice  Act 
Workmen’s  Compensation  Board  Officers 
Workmen’s  Compensation  Law,  Rules  and 
Procedure  of 
Narcotic  Regulations 
Nursing  Homes,  Licensed 
Pharmaceutical  Suppliers 

We  ask,  therefore,  that  the  reference  committee 
give  careful  consideration  to  the  foregoing  in  making 
its  report  and  ask  the  House  of  Delegates  to  rescind 
its  former  decision,  which  unfortunately  has  proved 
somewhat  confusing. 

Respectfully  submitted, 

George  W.  Kosmak,  M.D.,  Chairman 

Section  16  ( See  194) 

Supplementary  Report  of  the  Council,  Part  XII : 
Belated  Bills 

To  the  House  of  Delegates,  Gentlemen: 

In  addition  to  the  three  submitted  in  the  annual 
report,  the  following  bills  were  received  more  than 
ninety  days  late.  They  are  respectfully  submitted 
to  the  House  of  Delegates  with  the  recommendation 
that  they  be  approved : 


1.  March  21,  1952,  a voucher  was  received  from 
Dr.  John  F.  Rogers,  member  of  the  Advisory  Com- 
mittee on  Civilian  Defense,  covering  expenses  of 
traveling  from  Poughkeepsie  to  New  York  City  and 
return  on  December  12,  1951,  $8.16. 

2.  March  14,  1952,  a voucher  was  received  from 
Dr.  James  J.  Smith,  covering  expenses  of  presenting 
a paper  at  the  Third  District  Branch  meeting  in 
Troy,  October  18,  1951,  $23.95. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Section  17  {See  147) 

Substitute  for  Portion  of  Report  of  Committee  on 
Constitution  and  Bylaws 

Speaker  Holcomb:  At  this  time  Dr.  Williams, 
for  the  Committee  on  Constitution  and  Bylaws,  has 
a substitution  report  to  offer. 

Vice-Speaker  Williams:  In  the  printed  report 
of  the  Committee  on  Constitution  and  Bylaws  on 
page  891,  the  right  hand  lower  corner,  the  portion 
in  regard  to  the  amendment  to  increase  the  person- 
nel of  the  Malpractice  Insurance  and  Defense 
Board,  I wish  to  ask  you  to  eliminate  the  printed 
paragraph  at  the  lower  right  hand  corner  and  the 
one  in  the  upper  left  hand  corner  of  page  892,  and 
I wish  to  offer  this  substitute  resolution  from  the 
Constitution  and  Bylaws  Committee  in  place  of  it. 

The  gist  of  the  thing  is  this — I think  it  is  better 
if  I don’t  read  it  all — we  are  changing  the  member- 
ship of  the  Malpractice  Insurance  and  Defense 
Board  from  five  to  seven.  The  amendment  last 
year  recommended  this  but  wanted  a tenure  of 
office  for  seven  years.  The  Committee  on  Constitu- 
tion and  Bylaws  and  some  members  of  the  Council 
felt  that  seven  years  was  too  long  a tenure  of  office, 
so  to  have  a committee  of  seven  and  have  a five- 
year  tenure  of  office  the  substitute  amendment  will 
read  that  the  President  will  appoint  one  member  for 
a term  of  one  year,  two  for  two  years,  one  for  three 
years,  two  for  four  years,  and  one  for  five  years. 
In  that  way  an  extra  man  will  be  appointed  in  the 
second  and  fourth  years,  and  you  will  have  a com- 
mittee of  seven  for  a five-year  tenure  of  office. 
That  explanation,  I think,  is  better  than  if  I read 
the  verbiage  here.  I would  like  to  offer  this  sub- 
stitute for  the  portion  of  the  report  as  I have  indi- 
cated. 

. . . The  full  text  of  the  substitution  proposed  by 
Dr.  Williams  is  as  follows: 

“A  special  committee  to  be  known  as  the  Malprac- 
tice Insurance  and  Defense  Board,  consisting  of 
seven  members,  including  a chairman,  shall  be 
appointed  by  the  president,  with  the  approval  of 
the  Council.  Seven  members  shall  be  appointed 
in  1952:  one  for  one  year,  two  for  two  years,  one 
for  three  years,  two  for  four  years,  and  one  for 
five  years,  respectively,  and  thereafter  appoint- 
ment shall  be  made  of  one  and  two  members 
annually  in  alternate  years.  Vacancies  for  any 
cause  shall  be  filled  for  the  unexpired  term  by 
appointment  by  the  president  with  the  approval 
of  the  Council.  The  secretary,  treasurer,  legal 
counsel,  and  indemnity  representative  shall  be 
ex  officio  members  of  the  committee  with  voice 
but  without  vote.  It  shall  be  the  duty  of  the 
committee  to  study  and  supervise,  on  behalf  of 
the  Society,  all  matters  having  to  do  with  mal- 
practice insurance  and  defense.” 

Speaker  Holcomb:  I will  refer  that  to  the 

Reference  Committee  on  Constitution  and  Bylaws, 
of  which  Dr.  Thomas  O.  Gamble  is  chairman. 
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Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
May  I make  one  remark? 

Speaker  Holcomb:  Yes. 

Dr.  d’Angelo:  Has  the  committee  in  presenting 
this  resolution  considered  whether  or  not  the 
present  members  of  the  board  are  to  remain  for 
their  unexpired  terms  or  whether  an  entirely  new 
board  is  to  be  appointed  by  the  present  chairman? 

Vice-Speaker  Williams:  You  can  well  realize 
what  a complicated  situation  it  would  be  if  we 
tried  to  have  the  men  remain  and  still  introduce 
alternate  years  with  a five-year  tenure  for  a board 
of  seven.  It  is  the  committee’s  opinion  we  should 
wipe  out  the  present  board  and  just  realize  that  the 
president  in  these  appointments — the  full  number 
of  men  he  has  to  appoint  are  seven — is  going  to  see 
to  it  that  there  is  some  carryover  and  continuity 
of  personnel. 

Speaker  Holcomb:  Are  there  any  comments 

further? 

Dr.  Edward  T.  Wentworth,  President-Elect: 
Mr.  Speaker,  I assure  you  that  the  president  will 
not  disturb  the  present  membership  of  the  Board. 

Speaker  Holcomb:  Thank  you,  Dr.  Wentworth. 

Vice-Speaker  Williams:  I think  the  rest  of 

this  discussion  can  better  come  under  Dr.  Gamble’s 
Reference  Committee  on  Constitution  and  Bylaws. 

j Section  18 

Announcements 

Speaker  Holcomb:  I wish  to  announce  at  this 
time  that  the  tables  for  the  reference  committees 
are  in  the  Penn  Top  North  and  the  Headquarters 
Room;  the  stenographers  to  type  the  reports  are 
in' Conference  Room  9. 

I want  to  remind  you  that  each  report  is  to  have 
nine  copies,  and  those  who  are  interested  are  to 
seek  the  reference  committees  on  those  special 
matters  about  which  you  are  concerned. 

The  officers  and  Council  committee  members  are 
to  hold  themselves  in  readiness  to  confer  with  these 
reference  committees  during  the  times  of  their 
meeting. 

At  this  time  I would  like  to  recognize  Dr.  Rawls, 
who  has  an  announcement  to  make. 

Dr.  William  B.  Rawls,  New  York:  You,  per- 
haps, have  already  noticed  that  this  year  we  have 
changed  from  just  the  annual  banquet  to  a dinner 
dance.  These  tickets  have  been  priced  at  about 
$10.00.  The  actual  cost  is  about  $9.99  if  we  sell 
three  hundred.  If  we  don’t  sell  three  hundred,  we 
won’t  be  breaking  even.  If  you  don’t  buy  a 
ticket  soon,  some  of  you  may  not  be  able  to  get  one, 
because  we  have  already  sold  250.  Those  of  you 
who  want  tickets,  please  get  your  tickets  as  soon  as 
possible.  I sent  a letter  to  every  member  of  the 
House  and  every  officer  of  the  Society  asking  if 
they  would  buy  their  tickets  from  the  people  out 
in  front.  There  are  several  of  the  doctors’  wives 
here  that  are  selling  tickets.  We  have  to  make  up 
a seating  arrangement,  and  for  those  who  don’t 
have  your  wives  with  you  we  will  have  tables 
left  where  you  can  get  together  as  you  always  have. 
You  can’t  say  because  you  wife  is  not  with  you, 
you  won’t  attend,  for  that  will  all  be  taken  care  of, 
and  you  can  do  as  you  have  in  the  past. 

Speaker  Holcomb:  Thank  you,  Dr.  Rawls.  I 

think  this  is  an  innovation  in  our  procedure,  and  I 
hope  it  will  be  successful.  It  should  be  a very  pleas- 
ant social  event. 

: Section  19 

Address  of  the  Speaker 

Speaker  Holcomb:  Members  of  the  House  of 


Delegates,  may  I,  first  of  all,  express  my  deep  ap- 
preciation of  the  honor  you  have  conferred  upon 
me  in  electing  me  as  your  speaker.  This  has 
granted  me  the  privilege  of  welcoming  you  to  this 
146th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York.  I am  fully  aware  of  my  limita- 
tions in  succeeding  our  most  able  colleague,  Dr. 
Albert  Andresen,  who  carried  on  the  duties  of  this 
office  so  efficiently  for  the  past  five  years.  I also 
realize  that  among  you  there  are  several  who  are 
much  better  versed  in  the  fields  of  parliamentary 
procedure  than  I,  but  I feel  confident  and  take 
consolation  in  the  thought  that  these  good  friends 
will  act  as  our  counselors,  and  may  I hope  as  con- 
structive critics  when  the  inevitable  controversies 
arise  during  these  next  few  days. 

I have  always  held  the  opinion  that  the  speaker 
and  vice-speaker  in  our  State  Society  should  be 
closely  associated  in  carrying  on  their  work,  and  I 
wish  to  assure  you  that  Dr.  Fred  Williams  has  co- 
operated with  me  to  the  fullest  extent  during  this 
past  year.  As  you  can  all  easily  imagine,  our  able 
and  always  congenial  secretary,  Dr.  Walter  Ander- 
ton,  has,  like  a guardian  angel,  endeavored  to  guide 
us  in  the  accepted  protocol  of  the  Society.  His 
counsel  and  advice  always  have  been  tactful,  wise 
and  cheerfully  given.  We  also  owe  thanks  to  Miss 
Dougherty  for  extending  her  services  and  experience 
to  us  since  we  have  taken  over  our  duties. 

You,  as  the  elected  representatives  of  the  com- 
ponent county  societies,  are  in  session  to  review, 
analyze,  and  finally  to  pass  upon  the  work  of  the 
officers  and  officials  of  your  Society.  May  I pre- 
sume, as  one  who  has  attended  these  annual  meet- 
ings for  over  twenty  years,  humbly  to  offer  some 
suggestions  that  have  occurred  to  me. 

Those  of  you  who  have  been  appointed  to  refer- 
ence committees  are  entrusted  with  an  important 
task.  The  problems  that  you  have  been  asked  to 
decide  or  judge  are  embodied  in  the  reports  of  the 
various  Council  committees  and  subcommittees 
which  summarize  the  proceedings  of  the  past  year. 
We  hope  that  you  will  consider  them  carefully,  after 
free  and  open  discussion  with  the  men  who  have 
performed  their  duties,  and  then  render  your  reports 
in  a manner  that  has  considered  all  aspects — those 
of  good  public  relations,  an  unselfish  attitude  on 
the  part  of  organized  medicine,  and  a well-balanced 
analysis  of  the  professional  and  economic  viewpoints. 

There  is  one  matter  which  I feel  will  be  of  interest 
to  the  delegates,  and  that  is  the  annual  report  of 
our  able  treasurer,  Dr.  Maurice  Dattelbaum.  I 
think  we  can  take  a great  deal  of  consolation  in  the 
fact  that  our  financial  picture  is  a cheerful  one. 

Most  of  us  feel  that  one  of  our  most  troublesome 
problems  today  in  the  struggle  to  prevent  the  in- 
roads of  political  domination  and  bureaucratic 
control  of  medical  practice  is  the  question  of  the 
improvement  of  our  public  relations.  This  depart- 
ment of  our  State  Society  is  functioning  well  and  is 
developing  a better  program  each  year.  We  have  a 
conscientious  and  able  staff  under  the  leadership 
of  Dr.  Winslow  and  Mr.  Miebach,  who  are  striving 
to  establish  a better  relationship  with  the  general 
public  and  in  the  fields  of  labor  and  industry,  as  well 
as  in  the  various  municipal  departments  of  health. 

I would  like  at  this  time  also  to  extend  my  con- 
gratulations to  Dr.  Schwartz  on  the  splendid  con- 
tribution he  has  made  in  the  improvement  of  public 
relations  at  this  end  of  the  State. 

However,  ladies  and  gentlemen,  we  must  face  the 
full  realization  that  the  true  and  enduring  founda- 
tion of  such  good  relationships  must  be  built  in  the 
daily  contacts  between  physicians  and  their  patients. 
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The  application  of  modern  medical  modalities,  com- 
bined with  fair  and  honest  treatment  of  our  clien- 
tele, with  economic  and  ethical  considerations,  is 
indispensable.  Without  this  approach,  all  of  the 
publicizing  of  our  professional  viewpoints  is  not 
enough  to  attain  the  desired  goal.  To  use  a hack- 
neyed phrase,  “A  grass  roots  approach  is  neces- 
sary.” 

May  I emphasize  at  this  time  a very  important 
fact  concerning  our  comparatively  short  annual 
session  of  the  House  of  Delegates?  Each  year  the 
number  of  subjects  for  your  consideration  seems  to 
increase.  May  I remind  you  that  the  proper  place 
for  such  discussion  is  before  the  sessions  of  the 
various  reference  committees?  A great  deal  of 
valuable  time  will  be  saved  if  interested  members 
can  present  their  views  before  these  committees  in 
order  that  their  information  and  impressions  may 
be  better  utilized  and  incorporated  in  the  reports 
which  will  be  presented  on  the  floor  of  the  House. 
Even  though  the  time  is  limited,  we  hope  that  all 
delegates  have  read  the  Council  and  officers  reports 
so  that  better  discussion  may  follow. 

I want  to  announce  at  this  time  that  our  able 
editor,  Dr.  George  W.  Kosmak,  whom  we  have 
known  and  loved  all  these  years,  is  retiring  in  June. 
It  is  with  a sense  of  regret  that  we  learn  this,  but 
we  hope  that  Dr.  Kosmak  will  at  least  be  with  us 
unofficially  and  we  will  see  his  cheerful  countenance 
around  for  many,  many  years  to  come. 

At  this  time,  members  of  the  House,  I wish  to 
call  upon  a man  who  during  the  past  year  we  have 
been  very  fortunate  in  having  as  our  president. 
He  has  devoted  himself  wholeheartedly  and  unself- 
ishly to  carrying  out  the  duties  of  his  office.  He 
has  presided  with  great  dignity  over  the  many, 
many  meetings  that  are  entailed  in  his  official 
position,  and  he  has  spent  an  immeasurable  amount 
of  time  visiting  nearly  every  part  of  the  State  of 
New  York.  I think  his  work  is  a challenge  to 
those  of  us  who  are  connected  with  the  State 
Society. 

I will  now  ask  Dr.  Arthur  M.  Master  and  Dr. 
John  J.  H.  Keating  to  escort  our  physically  inde- 
structible president  to  the  rostrum. 

. . .The  delegates  arose  and  applauded  as  Dr. 
Arthur  M.  Master  and  Dr.  John  J.  H.  Keating 
escorted  Dr.  J.  Stanley  Kenney  to  the  rostrum.  . . 

Section  20  (See  135) 

Supplementary  Report  of  the  President 

President  Kenney:  Mr.  Speaker  and  gentlemen 
of  the  House,  I am  very  grateful  for  the  appreciative 
welcome  you  gave  me  here  this  morning.  It  was 
very  warming. 

Before  I go  into  my  report,  I would  like  to  make 
one  supplementary  announcement  regarding  the 
dinner  on  Wednesday  night.  I have  been  fortunate 
in  acquiring  a distinguished  guest  speaker  in  Mr. 
Alexander  F.  Jones,  who  is  the  president  of  the 
American  Society  of  Newspaper  Editors.  He  is 
also  the  executive  editor  of  the  Syracuse  Herald- 
Journal.  He  is  not  going  to  bore  you  with  an 
exhaustingly  long  speech,  but  the  message  he  will 
have  is  well  worth  listening  to.  As  his  name  does 
not  appear  on  the  printed  program,  I wanted  you 
to  know  that. 

. . . Dr.  Kenney  then  proceeded  to  read  his  pre- 
pared supplementary  report  as  president,  as  fol- 
lows: 

It  is  my  intent  in  submitting  this  supplementary 
report  to  bring  before  you  as  succinctly  as  I can  a 
number  of  important  matters  on  which  this  House 


will  be  expected  to  take  appropriate  action,  and  in 
some  cases,  final  action.  I have  elected  to  discuss 
these  special  topics  so  that  you  will  have  factual 
information  fresh  in  your  mind  to  assist  you  in 
reaching  sound  conclusions.  I particularly  impor- 
tune the  members  of  the  various  reference  commits 
tees  to  grant  me  their  serious  attention. 

I propose  to  recommend  to  you  actions  which  I 
believe  are  in  the  best  interests  of  the  Medical 
Society  of  the  State  of  New  York. 

1.  Report  of  the  Committee  on  Constitution  and 
Bylaws. — There  were  introduced  at  the  1951  session 
of  this  House  some  ten  or  12  resolutions  which 
would  amend  or  revise  the  Bylaws  of  this  Society. 
This  appeared  to  me,  in  retrospect,  to  be  an  unusual 
number  of  changes  to  a Constitution  and  Bylaws 
which  had  been  adopted  only  one  year  previously. 
In  the  preamble  to  the  report  of  the  Council  Com- 
mittee on  Constitution  and  Bylaws  due  note  is 
taken  of  the  forces  which  operate  in  all  democratic 
organizations  for  changes,  and,  as  it  is  aptly'  stated, 
“Change  is  not  necessarily  progress.”  I feel  that 
many  of  the  objectives  as  set  forth  in  some  of  these 
amendments  can  better  be  obtained  under  the  Con- 
stitution and  Bylaws  as  they  now  stand. 

I therefore  would  recommend,  first,  that  the  reso- 
lution which  would  amend  the  Bylaws  to  change  the 
present  method  of  selecting  the  nominating  com- 
mittee of  this  Society  be  disapproved. 

The  change  requested  is  essentially  that  the  nine 
members  of  the  nominating  committee  representing 
the  district  branches  be  elected  annually  by  the 
district  branches.  At  present  these  nominees  are 
designated  by  the  president  of  the  State  Medical 
Society.  I believe  firmly  that  this  should  not  be 
disturbed.  My  experience  and  contacts  with  dis- 
trict branch  organization  throughout  the  State, 
except  in  a few  areas,  convinces  me  that  direct 
election  at  that  level  would  not  be  in  the  best  interest 
of  sound  administration.  Many  district  branches 
are  just  not  sufficiently  organized  to  undertake  this 
most  important  function.  Furthermore,  the  nomin- 
ating committee  has  been  in  existence  only  two  years 
and  has  functioned  well.  Conscientious  effort  was 
made  both  years  by  the  president  to  secure  from 
responsible  officers  of  each  district  branch  and  from 
component  county  societies  recommendations  as  to 
who  should  serve  on  this  important  committee. 
Successful  and  competent  administration  can  be 
achieved  only  when  experienced  men  familiar 
with  the  State  Society’s  administrative  details  are 
chosen.  I cannot  too  strongly  urge  that  this 
resolution  be  disapproved.  This  concurs  with  the 
recommendation  of  the  Committee  on  Constitution 
and  Bylaws. 

The  resolution  (Section  78,  1951  House  of  Dele- 
gates) which  would  divest  the  Council  of  its  author- 
ity to  act  as  the  interim  governing  body  of  the 
Society  is  ill  advised.  It  would  in  fact  emasculate 
the  Council  and  make  it  impossible  for  it  to  func- 
tion. I strongly  recommend  disapproval  of  this 
resolution. 

The  resolution  (Section  82,  1951  House  of  Dele- 
gates) which  would  redefine  qualifications  for 
Council  membership  would  seem  to  be  a distinct 
trend  toward  class  legislation,  which  is  not  in  the 
best  interests  of  the  Society  as  a whole.  Even  a 
cursory  survey  of  the  membership  of  the  Council 
would  indicate  the  broad  distribution  of  the  various 
branches  of  medicine  in  its  makeup.  I concur  in 
the  action  of  the  committee  that  this  resolution  be 
disapproved. 

The  resolution  (Section  44,  1951  House  of  Dele- 
gates) which  would  limit  the  tenure  of  office  for 
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Councillors  would  appear  to  me  to  be  restrictive 
and  not  in  the  best  interests  of  good  administration. 
As  the  Council  committee  has  stated  in  its  report, 
“The  optimum  of  balance  between  new  blood  ob- 
tained and  talent  retained  can  best  be  maintained 
by  the  present  method  with  the  encouragement  of 
free  nominations  from  the  floor.”  I concur  in  the 
recommendation  that  this  resolution  be  disapproved. 

As  to  the  other  resolutions  and  suggested  changes 
as  recorded  in  the  report  of  the  committee,  I am  in 
agreement. 

2.  Voluntary,  Nonprofit  Medical  Care  Plans. — 
The  Blue  Shield  movement  is  one  of  the  great 
socioeconomic  achievements  of  the  past  decade. 
It  has  become  one  of  the  greatest  single  bulwarks 
against  those  who  are  attempting  to  foist  political 
medicine  on  this  country.  New  York  State  volun- 
tary insurance  plans  that  cover  the  cost  of  surgical 
and  medical  care  are  leading  the  nation  in  Blue 
Shield  plans  with  3,500,000  members.  In  order  to 
provide  citizens  in  the  low  and  middle  income  groups 
with  protection  against  medical  costs,  over  22,000 
physicians  in  New  York  State  are  underwriting 
these  nonprofit  Blue  Shield  plans.  In  the  past  six 
years  over  $56,000,000  has  been  paid  for  services  to 
members  on  the  national  level,  and  .$19,500,000  was 
provided  in  benefits  to  members  and  payments  to 
doctors  in  one  year,  here  in  our  own  State. 

Our  Blue  Shield  plans  today  are  closely  allied  to 
certain  facets  of  the  hospital  and  professional 
relations  program.  Faced  as  we  are  with  the  ever- 
present threat  of  compulsory  health  insurance  at 
the  Federal  level,  it  is  to  our  common  advantage 
for  hospitals  and  physicians  to  cooperate  in  the 
public  interest.  This  is  a task  which  will  require 
extreme  tact  and  the  best  combined  efforts  of  both 
hospital  administrators  and  medical  men  alike. 
We  must  not  fail  in  developing  this  phase  of  our 
voluntary  medical  care  programs,  lest  we  harm  the 
very  mechanism  we  are  so  actively  fostering.  I 
believe  that  in  certain  areas  of  this  State,  notably 
in  the  metropolitan  area,  the  Blue  Shield  is  fast 
reaching  the  point  where  it  will  be  both  practical 
and  proper  that  medical  services  should  be  included 
in  and  paid  for  by  Blue  Shield,  and  hospital  services 
alone  should  be  written  into  Blue  Cross. 

I would  urge  that  open-minded  and  fair  considera- 
tion be  given  by  all  the  plans  now  operating  in  this 
State  to  the  acceptance  of  the  uniform  service  type 
of  contract  on  a State- wide  level.  The  doctor  should 
have  full  knowledge  of  the  plan  that  he  underwrites 
and  participates  in,  and  I again  stress  that  before 
joining  any  plan  doctors  should  ascertain  that  the 
type,  quality,  and  manner  of  distribution  of  the 
medical  services  are  determined  by  administrative 
or  advisory  boards  on  which  policies  are  estab- 
lished by  medical  men. 

The  local  county  medical  society  in  each  area 
where  these  plans  operate  should  be  alerted  at  all 
times  to  the  encroachment  on  the  practice  of  medi- 
cine by  corporations.  Watch  these  practices 
closely,  and  strive  through  the  proper  liaison  com- 
mittees to  correct  abuses. 

I would  remind  every  doctor  of  the  great  responsi- 
bility placed  upon  the  medical  profession  and  on 
each  one  of  us  individually  by  the  rapid  growth  of 
the  Blue  Shield  plans,  in  the  final  analysis  the 
participating  doctor  assumes  full  responsibility  for 
the  underwriting  and  guaranteeing  of  the  delivery 
of  the  service  to  the  subscriber.  Sound  business 
judgment  dictates  that  when  the  doctor  assumes 
this  responsibility  he  should  also  take  the  responsi- 
bility of  controlling  the  formulation  of  policies  in  his 
plan. 


Dr.  John  Cline,  president  of  the  American  Medical 
Association,  has  called  health  insurance  our  “number 
one  job.”  He  feels  that  our  profession’s  future 
depends  on  intelligent,  collective  action,  and  he  sees 
it  inextricably  linked  with  nonprofit  voluntary 
medical  care  insurance.  As  both  the  quantity  and 
quality  of  prepaid  health  contracts  continue  to  rise, 
the  idea  of  government  health  insurance  in  the 
public  mind  will  progressively  decline.  It  will  lose 
its  popular  appeal. 

We  all  can  concur  in  this,  and  let  us  all  here  in 
New  York  State  throw  our  full  weight  and  influence 
behind  our  State-wide  drive  to  strengthen  our  own 
plans. 

3.  Industrial  Medicine. — The  field  of  industrial 
health  is  fast  becoming  one  of  the  most  important 
facets  of  medical  practice.  It  emphasizes  pre- 
ventive medicine  even  above  therapeutic  care;  it 
embraces  in  its  broader  aspects  the  over-all  problems 
of  rehabilitation  and  physical  medicine;  it  is  closely 
allied  with  compensation  medicine.  The  American 
Medical  Association  has  recognized  its  growing 
importance  by  establishing  a Council  on  Industrial 
Health. 

My  experience  as  the  result  of  many  contacts  with 
forward  looking  physicians  who  visualize  the  impact 
of  this  development  on  the  practice  of  medicine 
urges  me  to  bring  to  the  attention  of  this  House  the 
importance  of  the  Medical  Society’s  taking  a lead- 
ing role  in  the  progress  of  this  branch  of  medicine. 

Private  physicians  must  take  the  lead  in  dealing 
with  the  problems  involved.  If  we  do  not  take  the 
initiative,  governmental  and  labor  groups,  by 
default,  will  gain  control  of  such  programs.  There 
is  a major  task  to  be  done  in  educating  the  public, 
labor,  industry,  and  the  physicians  themselves  to 
recognize  the  social  and  practical  side  of  the  problem. 

As  a result  of  a resolution  that  was  brought  before 
it  by  the  Council  Subcommittee  on  Industrial  Health 
(a  subcommittee  of  the  Council  Committee  on  Public 
Health  and  Education),  the  Council  went  on  record 
at  its  April  meeting  endorsing  in  principle  the 
establishment  of  a full  Council  Committee  on  Indus- 
trial Medicine,  but  for  purposes  of  clarification 
they  referred  it  to  the  Planning  Committee  for 
further  study.  The  Planning  Committee  yesterday 
met,  but  they  felt  that  they  did  not  have  quite  the 
time  to  render  an  opinion.  They  again  endorsed  it 
in  principle,  and  I hope  that  this  House  will  be 
sympathetic  to  this,  and  perhaps  through  some 
medium  before  this  session  is  over  make  known  to 
the  Council  that  it  is  their  feeling  that  such  a 
Council  Committee  on  Industrial  Health  be  estab- 
lished. I think  it  is  one  of  the  most  important 
things  that  we  can  do  in  the  next  year. 

4.  Malpractice  Insurance  and  Defense. — You 
have  just  had  distributed  around  the  room  an 
important  supplementary  report  of  the  Malpractice 
Insurance  and  Defense  Board.  I hope  every  one 
of  you  will  carefully  read  and  digest  the  contents  of 
that  report.  I have  one  or  two  comments  I would 
like  to  make  upon  it. 

A resolution  is  before  you  which  would  change  our 
Bylaws  to  increase  the  membership  of  the  Mal- 
practice Insurance  and  Defense  Board  from  five 
members  to  seven  members.  The  reasons  are 
adequately  outlined  in  the  resolution,  and  this 
should  be  approved. 

The  important  supplementary  report  of  this  Board 
distributed  today  carries  with  it  information  and 
recommendations  of  far-reaching  significance.  Every 
delegate  should  give  this  report  his  searching 
attention  so  as  to  carry  back  to  his  county  medical 
society  the  import  of  its  message.  It  is  not  so  much 
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the  broad  increase  in  the  premium  costs  that  con- 
cerns us  as  the  cause  and  conditions  that  lie  behind 
the  necessity  for  recommending  these  increases. 
Let  me  quote  briefly  the  following  words  of  Mr. 
Joseph  Linder,  our  actuarial  accountant  and  auditor. 
He  sounds  a solemn  warning  to  the  Society: 

“Usually  it  is  not  the  function  of  an  actuary  to 
do  more  than  report  on  the  facts  as  he  finds  them. 
In  this  case,  however,  we  desire  to  point  out  that 
unless  effective  measures  can  be  devised  to  halt 
and  reverse  the  current  trend  in  the  rate  of 
incidence  and  cost  of  claims,  the  cost  of  this 
insurance  may  approach  a prohibitive  level.” 

In  other  words,  as  the  report  of  the  committee 
states,  unless  a way  is  found  to  halt  the  rapid  rise 
in  loss  costs  or  to  compound  rates  which  will  fully 
cover  them,  we  may  find  that  no  reliable  insurance 
company  will  be  willing  to  carry  our  business. 
However  good  the  Society’s  intentions  may  be  to 
provide  adequate  rates,  the  fact  remains  that  no 
company,  reliable  or  otherwise,  will  earn-  this 
business  after  it  becomes  convinced  that  the  costs 
increase  faster  than  the  rates. 

In  March  the  Board  met  with  officials  and  high 
officers  of  the  Employers  Mutual  Insurance  Com- 
pany, our  carrier.  It  is  the  first  time  in  the  history 
of  our  Group  Plan  that  the  president  and  other 
representatives  of  the  Society  have  had  an  oppor- 
tunity to  meet  with  the  ranking  officers  of  the  car- 
rier to  discuss  our  problems.  The  mutual  good  will 
shown  on  that  occasion  bodes  well  for  a successful 
basis  of  continued  operation. 

Gentlemen,  this  whole  subject  of  our  malpractice 
insurance  and  defense  is  a very  serious  one.  I urge 
your  discussion  of  it  before  the  reference  committee 
to  the  end  that  controversial  or  little  understood 
aspects  of  it  may  be  clarified  and  that  the  Board 
may  receive  the  strong  endorsement  of  this  House  in 
its  endeavors  to  cope  with  this  many-sided  problem. 

As  president  of  the  Medical  Society  I extend  my 
personal  appreciation  to  the  members  of  this  Board 
for  their  conscientious  work  in  discharging  their 
obligations  to  the  Society. 

5.  Blood  Banks  Commission. — This  is  a subject 
very  dear  to  my  heart.  It  is  one  that  too  many  of 
you  are  not  too  well  acquainted  with.  I entreat 
your  patience  while  I read  this.  It  is  what  I con- 
sider could  well  be  the  most  significant  achievement 
of  this  administration.  I am  referring  to  the 
development  of  a system  of  nonprofit,  medically 
sponsored  blood  banks  as  a primary  activity  and 
responsibility  of  the  State  Medical  Society.  I 
envisage  it  as  a community  venture  patterned  along 
the  lines  of  the  successful  accomplishments  in  Cali- 
fornia, especially,  and  in  Florida. 

This  entire  blood  banks  project  is  the  outgrowth 
of  the  specific  recommendation  from  the  1951  House 
of  Delegates  that  “A  State  association  of  blood  banks 
is  a necessity  at  this  time.”  The  Council  at  its 
October  11,  1951,  meeting  voted  “to  sponsor  the 
formation  of  a State  association  of  blood  banks.” 
During  the  course  of  this  Annual  Meeting  there 
are  taking  place  a number  of  important  conferences 
on  the  whole  blood  banking  problem.  This  after- 
noon in  this  hotel  will  be  held  the  first  scientific 
program  under  the  auspices  of  the  newly  created 
Blood  Banks  Association  of  New  York  State. 

It  is  our  aim,  through  the  authority  of  this  as- 
sociation, to  foster,  promote,  and  encourage  the 
extension  of  nonprofit  community  blood  banks 
throughout  the  State  with  medical  control  and, 
in  so  far  as  possible,  to  have  the  operation  of  such 
blood  banks  under  the  jurisdiction  of  the  local 


county  medical  societies.  By  this  means  we  hope 
at  all  times  to  have  adequate  blood  coverage  for  all, 
at  cost;  to  encourage  and  guarantee  high  and 
uniform  standards  of  service,  to  cooperate  with  other 
states  and  with  all  agencies  in  time  of  disaster  or 
war,  and  finally — and  perhaps  most  important — 
to  establish  a clearing  house  on  all  questions  con- 
cerning blood  banking,  personnel  training,  tech- 
nics, and  other  related  activities. 

We  propose  to  affiliate  with  the  American  Associ- 
ation of  Blood  Banks  and  to  maintain  arrangements 
for  credit  and  exchange  of  blood  in  order  to  facilitate 
donor  replacements  for  patients  needing  blood  for 
transfusion  therapy. 

Another  activity  contemplated  is  a permanent 
blood  assurance  program,  the  details  of  which  must 
still  be  worked  out. 

I urge  every  member  of  this  House  to  scrutinize 
carefully  that  portion  of  the  supplementary  report 
of  the  Public  Health  and  Education  Committee 
which  deals  with  the  establishment  and  progress 
of  the  present  Blood  Banks  Association  of  New  York 
State.  After  the  organization  meeting  in  Albany 
on  March  1 and  2,  which  was  attended  by  your  State 
officers  and  by  representatives  from  every  district 
branch,  including  leading  hematologists,  the  execu- 
tive board  and  officers  of  the  association  and  of  the 
Medical  Society  met  in  Albany  in  April.  At  this 
time  it  was  the  considered  opinion  of  the  majority 
that  we  should  defer  the  incorporation  of  the  associ- 
ation until  after  the  meeting  of  this  House  of  Dele- 
gates. This  decision  was  reached  when,  after 
detailed  consideration,  we  felt  that  if  the  ultimate 
aims  and  objectives  were  to  be  realized,  and  the 
activity  was  at  all  times  to  be  kept  under  medical 
control,  the  organization  should  be  an  integral  part 
of  the  administrative  framework  of  the  State 
Society. 

To  that  end  there  will  be  introduced  to  this  House 
a considered  resolution  requesting  you  to  establish 
officially  a Blood  Banks  Commission  (or  Authority) 
of  the  Medical  Society  of  the  State  of  New  York. 
This  Commission  would  have  full  House  of  Dele- 
gates status,  to  be  at  all  times  responsible  for  the 
policies  to  be  carried  out  and  to  report  annually  to 
the  House  of  Delegates,  and  to  make  monthly 
reports  to  the  Council.  In  other  words  its  responsi- 
bility would  be  comparable  to  that  of  the  Mal- 
practice Insurance  and  Defense  Board. 

This  concept  of  our  proposed  blood  banks  system 
envisages  the  complete  cooperation  of  all  agencies 
that  engage  in  the  procedures  of  blood  banking — 
donor  procurement,  processing,  distribution,  and 
related  activities.  We  believe,  based  on  experience 
in  other  areas,  that  this  will  be  achieved  and  that 
from  the  long-term  point  of  view  it  should  lead  to 
harmonious  and  effective  collaboration  in  this  im- 
portant service  to  the  public.  A Blood  Bank  Com- 
mission network,  as  California  has  so  aptly  put  it, 
would  be  “the  life  line  of  the  state.” 

Gentlemen,  to  my  mind  this  portends  an  epoch- 
making  service  by  the  doctors  of  this  State  to  the 
public.  It  can  well  be  an  historic  occasion  if  this 
House  of  Delegates  creates  this  Commission  and, 
in  addition,  by  appropriate  action  recommends  the 
allocation  of  adequate  funds,  not  only  to  start  it  on 
its  way  but  to  maintain  it  until  it  becomes  self- 
sustaining. 

As  regards  finances,  it  is  the  judgment  of  those 
with  balanced  experience  in  this  field  that  this 
activity  will  soon  become  self-supporting.  It  is 
impractical  in  this  supplementary  report  to  outline 
details,  but  they  will  be  presented  to  you  by  the 
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Public  Relations  Bureau  during  the  course  of  this 
meeting.  Take  advantage,  also,  of  the  opportunity 
to  visit  the  reference  committee  where  detailed 
information  on  this  project  will  be  available. 

In  my  opinion  the  establishment  of  the  Blood 
Banks  Commission  of  the  Medical  Society  of  the 
State  of  New  York  could  well  be  the  distinguishing 
mark  of  this  administration.  Posterity  might  so 
appraise  it.  I earnestly  importune  this  House  to 
act  favorably  on  and  approve  this  resolution. 

6.  Legislation. — As  is  usual,  at  this  time  con- 
siderable dissatisfaction  is  felt  over  the  work  of  the 
Legislation  Committee  and  the  Albany  office.  This 
will  be  expressed  more  concretely  in  certain  resolu- 
tions which  I am  informed  are  to  be  introduced  at 
this  session  of  the  House.  Naturally,  we  all  are 
disappointed  over  our  inability  to  secure  passage 
of  our  important  bills  establishing  by  statute  the 
principle  of  free  choice  of  physician.  I personally 
am  keenly  disappointed,  but  f am  not  discouraged. 

Much  progress  was  made  this  year  in  providing 
groundwork  for  the  enactment  of  this  legislation, 
but  forces  and  influences  beyond  our  control  pre- 
vailed, and  the  legislation  was  lost.  We  did  stop 
the  chiropractic  bill,  and  we  did  aid  substantially  in 
the  passage  of  the  Metcalf-Hatch  animal  experi- 
mentation legislation. 

We  doubtless  will  have  the  fight  of  our  lifetime 
next  year  if  we  are  to  hold  the  line  against  the 
enactment  of  chiropractic  licensure.  Already  our 
office  is  the  recipient  of  letters  and  information 
relative  to  the  great  threat  which  confronts  us  from 
this  source.  Numerous  offers  of  complete  col- 
laboration in  our  efforts  to  defeat  chiropractic  have 
come  from  responsible  societies  and  organizations. 
The  State  Society  must  begin  at  once  to  formulate 
its  program  and  particularly  to  seize  the  initiative 
if  we  are  to  protect  the  public  against  the  practices 
of  the  irregular  and  unqualified  cults. 

I wish  to  go  on  record  as  giving  my  personal 
endorsement  and  support  to  the  honest  and  earnest 
efforts  of  our  legislation  representatives  in  Albany 
during  this  past  session,  and  I would  ask  that  this 
House  show  them  its  support  by  a vote  of  con- 
fidence. 

I draw  your  attention  to  the  report  of  the  Board 
of  Trustees  and  the  report  of  the  Treasurer,  to- 
gether with  the  auditor’s  certificate,  as  they  are 
printed  in  the  April  1 issue  of  the  Journal.  I am 
happy  to  note  that  we  ended  the  past  year  with  a 
surplus  for  both  general  operations  and  invest- 
ments. This  is  a hopeful  sign  but  must  be  taken 
with  reservations,  as  explained  in  their  report. 
I wish  to  express  my  personal  appreciation  of  the 
work  of  the  Board  and  to  compliment  them  on  their 
vigilance  and  astute  judgment,  which  have  resulted 
in  great  benefit  to  the  Society. 

The  excellent  reports  of  the  Committees  on  Public 
Relations,  Workmen’s  Compensation,  Hospital  and 
Professional  Relations,  and  all  the  others  are 
published  in  the  Journal.  These  three  com- 
mittees are  named  because  of  their  peculiarly  im- 
portant responsibility  to  the  members  of  the 
Society.  I know  of  the  great  amount  of  time  and 
effort  that  has  been  put  forth  by  their  respective 
chairmen  and  by  all  the  members  of  these  groups, 
and  I compliment  them  on  their  service  to  the 
Society. 

7.  Executive  Committee. — The  work  of  the  Coun- 
cil continues  to  be  heavy  and,  in  some  aspects, 
routine  and  burdensome.  I believe  that  its  work 
could  be  expedited  and  more  time  could  be  made 
available  for  serious  discussion  and  debate  on  the 


activities  and  recommendations  of  our  important 
committees  if  many  of  the  details  referred  to  above 
were  handled  by  the  Executive  Committee. 

I would  therefore  suggest  that  the  Executive  Com- 
mittee convene  before  the  stated  meetings  of  the 
Council  to  take  appropriate  action  in  such  matters 
as  correspondence,  remission  of  dues,  and  other 
similar  material  which  frequently  consumes  an  hour 
or  more  of  the  Council’s  precious  time. 

I respectfully  offer  this  suggestion  as  a means  of 
improving  administration. 

8.  Miscellaneous. — In  closing  let  me  again  make 
a strong  appeal  for  more  active  doctor  participation 
in  civic  affairs  at  all  levels.  We  are  constantly 
being  accused  of  aloofness  and  indifference  to  our 
responsibility  as  citizens.  Dr.  Walter  H.  Judd, 
Congressman  from  Minnesota,  forcibly  brought  this 
to  the  attention  of  the  profession  in  a widely- 
publicized  address  before  the  Woman’s  Auxiliary  of 
the  A.M.A.  last  December.  He  will  be  one  of  the 
principal  speakers  before  the  Conference  of  State 
Medical  Society  Presidents  during  the  A.M.A.  con- 
vention in  Chicago  in  June,  when  he  will  speak  on 
“The  Doctor  as  a Citizen.” 

We  are  faced  on  every  front  with  increasing 
evidence  of  the  expanding  philosophy  and  even  prac- 
tice of  socialism  in  this  country.  To  my  mind, 
among  all  the  disillusioning  things  we  have  wit- 
nessed during  recent  times,  none  was  more  shocking 
than  the  brazen  seizure  of  the  steel  industry  by 
the  Federal  government.  We  cannot  let  such  an 
event  go  unprotested.  We  must  not  let  our  pre- 
occupation with  our  own  special  affairs  obscure  our 
vision  of  more  pressing  and  far  more  serious  prob- 
lems that  threaten  to  engulf  this  nation  if  they  are 
not  promptly  checked. 

There  must  be  a revival  in  the  hearts  and  minds 
of  all  of  us  of  those  moral  and  spiritual  values  which 
are  the  cornerstone  of  this  country’s  greatness. 
The  high  concept  of  civic  virtue  must  be  restored. 
Each  of  us  within  our  own  sphere  of  influence  must 
exercise  his  prerogatives  as  a citizen.  He  has  a 
serious  duty  to  perform.  The  success  of  the  medical 
profession  in  maintaining  its  independence  from 
political  control  is  to  be  won  by  teamwork  at  the 
local  level.  Quoting  Dr.  Raymond  B.  Allen,  former 
president  of  the  University  of  Washington,  “Medi- 
cine and  medical  science  have  more  of  a job  to  do 
in  this  time  of  crisis  than  merely  healing  patients.” 

It  is  a sort  of  disappointment  to  me,  gentlemen, 
that  the  new  quarters  at  386  Fourth  Avenue  could 
not  have  been  moved  into  and  set  up  so  that  during 
the  Annual  Meeting  you  could  have  visited  them 
and  seen  the  new  setup,  but  circumstances  far 
beyond  our  control  have  precluded  this.  We  are 
expecting  to  move  in  about  the  end  of  May,  I 
think  around  the  24th  of  May.  I hope  as  many  of 
you  as  can,  when  you  are  in  New  York,  will  call  on 
Dr.  Anderton  and  see  the  new  quarters  that  we 
have. 

I have  a kind  of  dream  in  the  back  of  my  head. 
This  is  not  in  the  printed  report.  Somehow  I 
believe  in  the  long  run  this  State  Medical  Society 
will  be  doing  itself  a great  service  if  it  procured  for 
itself  its  own  home,  and  I think  that  should  be 
built  not  in  New  York  City.  It  should  be  some- 
where in  Westchester  County  preferably,  and  just 
have  executive  offices  here  in  New  York  City.  I 
believe  that  we  can  in  the  final  analysis  in  that 
wav  very  much  reduce  our  expenses.  I am  just 
toying  with  the  idea  now,  but  it  seems  to  me  it  has 
merit.  A good  many  large  business  corporations 
are  doing  that  very  thing. 
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I want  to  take  this  occasion  before  I sit  down  to 
thank  the  members  of  the  Convention  Committee 
and  the  Committee  on  Arrangements  as  well  as  all 
those  who  have  so  earnestly  and  diligently  worked 
to  make  this  meeting  the  success  we  all  hope  it  is 
going  to  be. 

I want  to  thank  the  young  ladies  of  the  office 
personally  for  their  many  kindnesses  to  me  and 
their  cooperation  at  all  times  in  anything  I have 
ever  asked  them  to  do. 

Entitled  to  special  mention  in  this  convention 
are  the  personal  labors  of  our  good  friend,  Miss 
Mollie  Pesikoff,  who  has  been  the  sparkplug  of  the 
convention  activities  for  many  years. 

Gentlemen,  it  has  been  a happy  privilege  to  serve 
as  your  president  in  the  past  year.  I wish  to  ex- 
press with  all  the  sincerity  at  my  command  a deep 
appreciation  of  the  cooperation  of  all  the  officers 
and  committeemen,  and  of  all  the  county  medical 
societies  throughout  the  State,  and  in  fact  of  every 
doctor. 

In  my  successor,  Dr.  Edward  T.  Wentworth,  you 
have  chosen  a man  of  superior  intelligence  and 
courage  who  I know  will  carry  on  indefatigably  in 
the  great  traditions  of  this  Society  and  of  medicine 
in  this  State.  I entreat  you  to  give  him  your  com- 
plete cooperation. 

Thank  you  very  much! 

. . . The  delegates  arose  and  applauded . . . 

Speaker  Holcomb:  The  Supplementary  Report 
of  the  President  is  referred  to  the  Reference  Com- 
mittee on  Report  of  the  President,  of  which  Dr. 
Joseph  Cornell  is  the  chairman. 

May  I call  this  reference  committee’s  attention 
to  the  fact  that  many  of  the  matters  contained  in 
the  supplementary  report  are  under  consideration 
by  various  other  reference  committees  so  that  they 
may  concur  or  discuss  it  with  them  before  render- 
ing their  report  on  a particular  phase,  if  that  is 
practical. 

Section  21  ( See  136 ) 

Report  of  the  President-Elect 

Speaker  Holcomb:  Our  president-elect  during 
this  past  year  has  worked  shoulder  to  shoulder  with 
Dr.  Kenney,  sharing  the  many  tasks  that  these  two 
offices  demand.  Very  few  of  us  fully  appreciate 
the  unselfish  contribution  of  time  and  effort  which 
these  men  are  giving  to  our  organization.  We  shall 
hear  a message  which  outlines  the  program  which 
will  be  carried  on  during  this  coming  year.  I 
know  it  will  be  of  great  interest  to  everyone  here, 
and  I hope  that  you  will  carry  his  message  back  to 
your  county  societies. 

I am  going  to  ask  at  this  time  that  Dr.  Floyd 
Winslow  and  Dr.  Leo  Simpson  escort  our  incoming 
president,  Dr.  Wentworth,  to  the  speaker’s  plat- 
form. 

. The  delegates  arose  and  applauded  as  Dr. 
Floyd  S.  Winslow  and  Dr.  Leo  F.  Simpson  escorted 
Dr.  Edward  T.  Wentworth  to  the  platform.  . . 

President-Elect  Wentworth:  Mr.  Speaker, 

ladies  and  gentlemen  of  the  House,  a year  ago  in 
Buffalo  when  I was  in  this  position  I made  some 
remarks  about  emotions  under  conditions  of  this 
kind  when  one  changes  from  one  office  to  another. 
Now  it  is  with  profound  emotion  that  I announce 
to  you  that  that  most  gracious  lady  to  whom  I 
referred  at  that  time  has  been  her  usual,  sym- 
pathetic, considerate,  and  supportive  self  through- 
out this  year,  and  I see  her  now  as  a delegate  from 
Monroe  County  in  the  back  of  this  room.  (Ap- 
plause) 


I had  hoped  to  relieve  you  of  the  irksomeness  of 
listening  to  an  inaugural  address  this  morning,  but 
somebody  told  me  I had  better  look  into  the  Con- 
stitution. There  it  is.  You  have  to  give  an 
inaugural  address.  So  here  goes! 

First,  I swear  by  Apollo,  the  physician,  and 
Aesculapius,  and  Hygeia  and  Panacea,  by  Peni- 
cillin and  Streptomycin  and  all  the  Androgens  and 
Estrogens  that  for  one  year,  beginning  now,  I shall 
not  interfere  with  the  normal  functioning  of  this 
House  of  Delegates,  its  Council,  its  Executive  Com- 
mittee, or  any  of  the  committees  of  this  House  or 
its  Council. 

I swear  that  I shall  not  tell  any  man  or  woman 
what  he  or  she  must  think  or  how  he  or  she  must 
vote  or  act;  but,  by  the  same  token,  I reserve  to 
myself  the  inalienable  right  to  preserve  my  own 
life,  to  guard  my  own  liberty,  and  to  pursue  my 
own  happiness  by  exercising  freedom  of  thought 
and  expression. 

I look  upon  this  organization  as  a cooperative 
association  and  in  no  sense  a dictatorship  or  bureauc- 
racy. I look  upon  this  administrative  office,  not 
as  a duty  to  try  to  control  decisions,  but  as  an 
opportunity  through  coordination  of  the  many 
elements  in  our  governmental  machinery  to  give 
every  member  a chance  to  express  his  thought  and 
with  it  to  try  to  influence  decision.  I believe  in  the 
decisions  of  free  men.  Men  who  cannot  get  op- 
portunity of  expression  are  not  free.  Any  man 
capable  of  thinking  for  himself  who  is  denied  op- 
portunity of  expression  and  coerced  into  accepting 
the  thought  of  the  pack  may  well  be  a satisfactory 
member  of  the  pack,  but  he  is  not  free.  He  is  a 
slave. 

If  we  would  fight  socialism,  we  must  practice  our 
preachment  that  the  individual  is  supreme,  by 
giving  to  the  individual  opportunity  of  expression 
in  our  forums  and  in  our  publications.  If  we  don’t 
do  that,  if  we  don’t  open  our  ears  and  our  eyes  to 
opposing  views  in  controversy,  we  are  proclaiming 
that  the  mass  (our  mass,  of  course)  is  supreme. 
We  are  then  practicing  socialism.  We  are  denying 
that  the  organization  is  the  people  who  make  up  the 
membership,  and  we  are  acting  as  though  welfare 
of  the  organization  itself  is  of  importance.  We  are 
then  a socialistic  bureaucracy. 

I look  upon  this  administrative  office  as  an  op- 
portunity to  steer  your  many  thoughts,  pro  and  con, 
through  the  proper  channels  of  our  extensive  govern- 
mental machinery,  in  order  that  the  best  possible 
decisions  may  be  reached  and  that  such  action 
as  is  possible  may  be  taken.  In  this  organization 
no  individual  plans  our  economy  or  determines 
policy.  We  have  a good  mill  and  abundance  of  grist 
for  it.  In  fact,  so  much  of  it  that  no  single  man 
can  have  comprehension  of  it  all.  If  the  ideas  of 
all  of  you,  not  just  some  of  you,  get  into  the  proper 
hopper  and  able,  interested  men  are  elected  and 
appointed  to  maintain  power,  we  are  sure  to  turn 
out  a reasonably  good  meal. 

Chairmen  of  all  committees,  including  subcom- 
mittees, should  realize  that  it  is  their  prerogative  to 
initiate  consideration  of  ideas  and  not  wait  for 
problems  to  be  referred  to  them  by  the  House  or 
Council. 

Quite  aside  from  the  administrative  functions  of 
the  office,  you  give  the  president  certain  privileges 
of  expression.  In  fact,  you  force  him  to  accept 
those  privileges,  but  you  don’t  have  to  pay  any 
attention  to  what  he  says.  Y ou  certainly  don’t  have 
to  agree  with  any  of  it  unless  it  is  sound  enough  to 
be  convincing.  In  granting  him  this  privilege  on 
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the  barnstorming  circuit,  there  is  some  evidence 
that  you  expect  him  to  commit  the  egregious  folly 
of  carrying  coals  to  Newcastle.  You  are  more 
courteous  about  receiving  from  him  pronouncements 
upon  your  already  well-considered  ideas  than  is 
the  general  run  of  citizenry  toward  those  docu- 
ments labeled  “Presidential  Messages”  emanating 
from  the  White  House.  Like  the  agile  sideshow 
performer  who  sticks  his  head  through  a hole  in 
canvas  that  the  holiday-maker  may  try  his  skill 
at  throwing  balls,  so  does  your  president  stick  his 
neck  out  for  all  and  sundry  to  crack  down  upon. 

It  is  my  conviction  that  there  ought  to  be  a law — 
a bylaw — prohibiting  your  president  from  absenting 
himself  from  his  coordinating  duties  in  order  to 
make  speeches  around  the  circuit — speeches  to,  for 
the  most  part,  hypothetic  audiences.  It  is  not 
once  in  a blue  moon  that,  on  this  circuit,  a speaker 
brings  a new  thought  to  the  listener.  It  wouldn’t 
take  many  pages  in  the  Journal  to  print  all  the 
worthwhile  remarks  I shall  discuss.  Can’t  you 
read? 

When  he  speaks  or  writes  to  the  profession,  he 
should  have  complete  freedom  to  voice  his  own 
considered  opinions.  If,  however,  in  his  official 
capacity  he  represents  the  profession  before  lay 
audiences  and  finds  it  necessary  to  express  opinions 
at  variance  with  official  decisions  of  the  organiza- 
tion, he  must  make  it  perfectly  clear  whose  opinions 
they  are. 

For  example,  as  a student  of  medical  affairs,  I 
have  reached  the  conclusion  that  a modest  sub- 
sidization of  medical  education  by  the  Federal 
government  is  needed  and  carries  with  it  no  neces- 
sity for  political  or  bureaucratic  control  of  the 
medical  schools,  of  what  they  teach,  or  of  the  nature 
of  the  research  they  carry  out.  As  a matter  of  cold 
fact,  it  is  voluntary,  nongovernment,  private 
citizens  who  are  burning  the  midnight  oil  to  deter- 
mine where  Federal  grants  toward  medical  and 
allied  research  go.  It  is  not  the  bureaucrats. 

I share  the  opinion  of  many  of  you  that  the  grow- 
ing idea  that  our  profession  has  an  important  role 
to  play  in  the  community  possesses  enough  virtue 
and  vitality  for  us  to  study  it  in  order  that  we  may 
find  out  what  it  means.  To  me  it  means  social  not 
political  leadership.  To  me  it  means  that  we 
practitioners  of  medicine  owe  it  to  the  community 
to  come  to  full  understanding  with  the  medical 
schools,  the  hospitals,  and  the  public  health  services 
to  the  end  that  the  entire  health  profession  will 
have  one  and  the  same  objective,  the  health  and 
welfare  of  the  people. 

It  is  my  opinion  that  we  practitioners  must  be 
very  careful  not  to  injure  the  academic  position 
of  medical  educators  and  public  health  officials 
whom  some  seem  to  think  of  as  encroaching  on  the 
practitioner’s  field.  We  do  better  than  they  do 
economically.  We  certainly  could  not,  if  it  were 
not  for  what  they  have  given  and  continue  to  give 
us. 

It  is  my  opinion  that  we  must  be  careful  not  to 
injure  the  social  position  of  our  hospitals,  without 
which  we  could  not  function  and  the  people  could 
not  be  served. 

Organized  medicine  is  trying  to  prevent  any 
physician  from  working  for  a voluntary  hospital  in 
a professional  capacity.  Recourse  to  law  is  of  no 
avail  because  there  is  nothing  illegal  about  a physi- 
cian working  for  a hospital,  as  its  agent,  to  render 
professional  service.  Attack  with  ethics  is  like 
battling  with  a broken  crutch.  It  is  pure  egoistic 
eudaemonism,  if  you  know  what  I mean.  It  is 
looking  after  self.  When  organized  medicine  comes 


up  with  a shibboleth-like  “It  must  also  be  remem- 
bered that  fee  splitting  with  a hospital  is  just  as 
unethical  as  fee  splitting  with  another  physician, 
an  individual  physician,”  it  is  indulging  in  an  un- 
ethical process  of  use  of  a rhetorical  trick,  begging 
the  question  by  applying  to  the  term  “fee  splitting” 
a meaning  not  included  in  its  ordinary  meaning, 
the  only  meaning  which  makes  any  sense. 

Why  should  there  be  any  advantage  in  a standard 
economic  relationship  between  hospital  administra- 
tion and  full-time  hospital  specialists?  The  im- 
portant thing  is  to  enable  either  party  to  have 
available  some  system  through  which  differences  may 
be  aired,  considered,  and  adjudicated  without  fear 
of  disruption  of  relationships.  Such  a system  the 
American  Medical  Association,  after  four  or  five 
years  of  battle  between  people  who  think  through  and 
people  who  just  explode  prejudices,  has  outlined 
and  published  in  the  “Guides  for  Conduct  of  Physi- 
cians in  Relationship  with  Institutions,”  December, 
1951. 

It  is  my  opinion  that  everything  we  do  to  make 
the  paths  of  our  academicians  and  public  health 
officials  more  pleasant  will  return  to  us  a large 
profit  and  that  everything  we  do  to  make  hospital 
service  in  the  interests  of  the  patient  will  bring 
credit  and  profit  to  the  profession  as  a whole. 

It  is  my  opinion  that  everything  we  can  do  to  make 
our  service  honorable  and  available  to  the  public, 
regardless  of  pecuniary  gain,  is  sine  qua  non.  Had 
this  been  said  a decade  ago,  it  would  have  sounded 
like  homiletics,  but  now  it  bids  fair  to  be  merely 
statement  of  a social  fact.  It  is  exactly  what  we  are 
doing  in  our  struggles  to  improve  public  relations. 
It  is  attempting  to  be  what  people  want  us  to  be. 
Here  is  something  in  medical  progress  more  vital 
than  establishment  of  a new  scientific  law.  It  is 
recognition  on  the  part  of  the  physician  of  the  essence 
of  that  unusual  respect — almost  reverence — for  the 
physician  which  people  want  to  have. 

During  the  next  two  days  many  propositions  will 
be  laid  before  this  House.  The  reference  commit- 
tees wall  search  out  the  thought  or  motive  lying 
behind  them.  It  may  sometimes  be  impossible  to 
learn  from  “whereases”  and  witnesses  the  real  point 
at  issue,  and  certainly  to  learn  all  of  the  implications; 
consequently  it  would  seem  to  be  quite  acceptable 
for  a reference  committee  to  recommend  no  action, 
pending  further  information  or  consideration  by  a 
Council  or  special  committee.  A reference  com- 
mittee should  not  feel  restricted  to  recommendations 
of  acceptance  or  rejection  of  the  proposition. 

The  Council  Committee  on  Legislation,  year  after 
year,  has  one  of  the  most  difficult  missions  of  all 
our  committees.  Their  problems  are  always  made 
more  difficult  because  of  a chronic  dissatisfaction 
on  the  part  of  the  membership  that  its  numerous 
desires  are  not  gratified  through  legislative  enact- 
ment in  Albany.  Although  the  committee  has 
been  greatly  enlarged  to  provide  State-wide  repre- 
sentation, the  chairman  of  this  committee  is  still 
the  key  man.  Inasmuch  as  a large  proportion  of 
legislative  agitation  and  dissatisfaction  arises  in 
the  Greater  New  York  area,  it  would  seem  advisable 
that  the  chairman  be  a man  who  is  fully  familiar 
with  the  activities  of  the  Coordinating  Council  of 
the  County  Societies  of  Greater  New  York.  Also 
that  he  be  one  entirely  familiar  with  all  the  activities 
of  the  State  Society.  Able  as  the  present  chairman 
has  been,  he  has  changed  his  work  from  that  of  pri- 
vate practitioner  to  employment  by  the  State  De- 
partment of  Education.  It  would  seem  to  be 
sound  policy  not  to  have  a State  employe  as  chair- 
man of  such  a committee. 
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I am  very  happy  to  announce  that  your  retiring 
president,  Dr.  J.  Stan  lev  Kenney,  has  accepted  the 
chairmanship  of  this  committee. 

In  formulating  your  directives  to  the  Legislation 
Committee  it  would  be  very  helpful  if  you  would  so 
word  them  that  the  Council,  the  Legislation  Com- 
mittee, and  our  legislation  officers  in  Albany  could 
use  discretionary  powers.  They  have  to  do  it 
anyway. 

I am  going  to  deal  with  cultism  at  more  length 
perhaps  than  the  cultists  deserve,  for  the  reason 
that  in  all  probability  this  next  year  is  going  to  be 
a very  critical  year  in  our  position  regarding 
cultism  before  our  Legislature. 

It  is  my  opinion  that  the  broad  problem  of 
cultism  will  never  be  solved  because  so  many 
people  like  cultism,  which  represents  one  of  those 
eternally  springing  hopes  arising  in  the  human 
breast  that  there  are  cheaper  and  more  pleasant 
ways  to  health  than  the  conventional  ones.  Most 
intelligent  people  recognize  that  there  is  little  if 
any  scientific  basis  for  cultism,  but  intelligence  is 
no  proof  against  gambling.  As  long  as  there  are 
gamblers,  there  will  be  cultists  and  their  supporters. 
One  cult  has  become  completely  absorbed  and 
another  one  largely  so,  by  scientific  medicine,  since 
most  of  us  became  physicians.  A third  one  is  so 
completely  unscientific,  so  completely  dominated 
by  humbuggery,  that  there  seems  to  be  no  chance 
that  it  can  ever  rise  to  a level  where  scientific  medi- 
cine can  afford  to  compromise  with  it  in  any  way. 

For  at  least  thirtv-five  years,  possibly  longer,  one 
particular  cult  has  -been  storming  the  gates  of  our 
Legislature  for  legal  recognition.  I should  like  to 
quote  to  you  from  a letter  written  by  Dr.  Hermann 
M.  Biggs,  the  Commissioner  of  Health  of  New  York 
State,  on  February  26,  1918 — that  is  thirty-four 
years  ago — to  the  Chairman,  Committee  on  Public 
Health,  Assembly  Chamber,  Albany,  New  York: 

“I  desire  to  express  my  strong  opposition  to  the 
passage  of  Assembly  Bill  (numbered  so-and-so) 
entitled  An  Act  to  Amend  the  Public  Health  Law 
in  Relation  to  the  Practice  of  Chiropractic. 

‘‘The  requirements  in  New  York  State  for 
practicing  medicine  have  been  established  by  the 
Legislature  and  the  Board  of  Regents  after  the 
most  careful  consideration  and  continued  study. 
The  practice  of  medicine  in  New  York  State  is 
now  conditioned  on  a thorough  scientific  train- 
ing. This  bill  proposes  to  license  a large  number 
of  men  entirely  lacking  in  qualifications  and 
training,  so  far  as  the  science  of  medicine  is  con- 
cerned, to  administer  a special  kind  of  treatment. 
This  treatment  may  be  administered  to  any  per- 
son suffering  from  any  kind  of  disease.  These 
men,  being  untrained  in  medicine,  are  unable  to 
make  a diagnosis  or  to  determine  the  character 
of  disease  or  to  form  an  intelligent  opinion  as  to 
whether  the  treatment  they  propose  to  administer 
is  adapted  or  not. 

“It  is  absolutely  essential  in  the  interests  of 
public  health  that  anyone  who  undertakes  to 
administer  any  kind  of  treatment  to  a sick  person 
shall  be  properly  qualified  to  determine  what  the 
nature  of  the  illness  is  and  whether  the  treatment 
is  adapted  to  the  special  case.  In  brief,  the 
treatment  of  disease  should  be  confined  to  those 
who  are  qualified.  When  such  qualifications 
have  been  obtained,  there  is  no  reason  why  any 
person  should  not  adopt  or  prescribe  or  administer 
any  method  of  treatment  required,  provided 
such  methods  are  compatible  with  the  interest 
of  the  public  health  and  not  in  violation  of  the 
law  of  the  State.” 


That  was  Dr.  Biggs  thirty-four  years  ago.  That 
situation  has  not  changed.  Our  former  executive 
officer,  Dr.  Robert  Hannon,  had  occasion  to  talk 
to  legislators  so  many  times  about  bills  to  legalize 
chiropractic  that  he  got  his  speech  down  to  the 
following  concise  review: 

“The  medical  profession  cannot  compromise  on 
this  matter.  Our  position  is  for  the  protection  of 
the  public.  We  feel  that  these  people  do  not  have 
the  scientific  training  and  their  cult  is  not  based  on 
scientific  facts  so  that  it  will  be  safe  to  the  public; 
therefore,  we  have  to  oppose  their  having  the  right 
to  practice  on  the  public.  If  the  legislators  want 
to  license  them,  and  by  granting  them  a license  say 
to  the  public  that  these  people  are  safe  to  go  to — 
and  that  is  what  a license  in  effect  would  be,  a 
stamp  of  approval  from  the  State — then  it  is  your 
business.  But  we  feel  it  is  a danger  to  the  public. 
Because  of  that,  we  have  to  oppose  it.  We  cannot 
compromise.” 

Then  Dr.  Hannon  went  on  to  tell  the  Planning 
Committee  for  Medical  Policies,  “That  is  the  way 
I have  put  it  to  the  legislators  time  after  time,  and 
most  of  them  quit  arguing  about  it;  they  let  the 
subject  drop  right  away,  as  soon  as  I told  them  it 
would  be  their  responsibility,  if  they  want  in 
effect  to  say  to  the  public  that  these  people  are 
safe  to  go  to.” 

The  State  Society  has  had  many  committees  ap- 
pointed to  make  studies  of  cultism.  A year  ago 
the  Subcommittee  on  Cults  of  the  Committee  on 
Legislation  read  its  report  of  a long,  careful  study 
in  executive  session  to  this  House.  That  report  was 
referred  to  the  Council  and  by  the  Council  to  the 
Committee  on  Medical  Policies,  whose  report  will 
be  acted  upon  by  Dr.  Howland’s  reference  com- 
mittee at  this  session.  Year  after  year  the  chiro- 
practors go  before  the  Legislature  with  a bill  for 
licensure.  Year  after  year  it  is  defeated,  but  each 
time  the  medical  profession  is  propagandized  that 
unless  medicine  does  something  positive  the  bill 
will  be  passed  by  the  Legislature  next  year.  Just 
how  much  of  this  is  pure  propaganda  instigated  by 
the  chiropractors  themselves  and  just  how  much 
of  it  is  wishful  thinking  upon  the  part  of  the  legis- 
lators, that  the  medical  profession  or  some  group 
will  come  up  with  a solution  which  would  relieve 
them  of  the  responsibilities  involved  in  declaring 
this  activity  safe  for  the  people,  is  very  difficult  for 
me  to  learn. 

You  will  note  that  the  report  of  the  Planning 
Committee  for  Medical  Policies  states  unequivocally 
that  “If  the  Legislature  washes  to  recognize  and 
legalize  any  cult,  it  is  then  their  responsibility  for 
lowering  our  present  high  standards  of  medical 
care,”  and  that  “It  is  believed  that  the  State  Departs 
ments  of  Health  and  Education  have  some  responsi- 
bility in  providing  proper  health  standards  and 
supervision,  and  that  if  any  legislative  action  is 
deemed  necessary,  those  departments  should  sponsor 
same.” 

We  have  reason  to  believe  that  the  State  De- 
partment of  Health  will  stand  firmly  against 
licensing  chiropractic.  The  position  of  the  State 
Department  of  Education,  the  Board  of  Regents,  is 
at  the  moment  an  enigma,  but  it  is  hoped  that  in  the 
early  future  by  conference  with  these  two  depart- 
ments a firm,  common  position  against  licensure 
will  be  possible. 

At  any  rate,  there  is  no  indication  that  medi- 
cine will  participate  in  any  compromise  of  licen- 
sure of  present  chiropractors  through  the  “grand- 
father” clause  or  by  any  other  means,  with 
the  hope  that  a basic  science  law  or  any  other  re- 
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strictive  measures  would  eventually  elevate  this 
wholly  unscientific  theory  to  a scientific  level. 

Well,  that  is  pretty  academic.  I recognize  it, 
but  it  is  the  fundamental  principle  of  medicine  with 
reference  to  this  entirely  unscientific  project.  I 
recognize  that  giving  vent  to  remarks  like  this  does 
not  solve  the  problem  at  all;  that  every  possible 
agency  we  have  which  can  get  into  this  thing 
during  the  next  year  must  be  activated.  I recog- 
nize that  these  problems  are  rarely  ever  settled  on  a 
purely  academic  basis  but  usually  on  a political  basis. 
I recognize  that  we  will  have  to  use  all  of  the 
political  acumen  and  astuteness  available  to  us, 
but  I want  you  to  think  about  this  situation  of 
whether  or  not  we  can  compromise  with  this  cult 
in  any  way  whatever  and  express  yourselves.  You 
know  where  I stand  on  it  from  the  remarks  I have 
just  made;  now  I would  like  to  know  where  you 
stand. 

Concerning  the  Office  Administration  and  Policies 
Committee,  this  is  a House  committee  which  looks 
after  affairs  in  our  office  at  292  Madison  Avenue. 
Originally  the  membership  comprised  the  general 
manager  of  the  Society,  the  business  manager  of 
the  Journal  and  Directory  (title  later  changed  to 
executive  secretary),  the  treasurer,  the  literary 
editor,  and  a member  of  the  Board  of  Trustees. 
Somewhere  along  the  line,  the  assistant  editor  was 
added.  At  the  time  of  change  from  our  having  an 
executive  secretary  to  having  a business  manager  of 
the  office,  the  business  manager  was  named  as 
adviser  to  the  committee,  because  he  is  not  a mem- 
ber of  the  State  Society. 

Chairman  Beekman,  in  his  annual  report,  recom- 
mends that  in  the  future  the  committee  be  composed 
of  one  trustee,  the  treasurer,  the  secretary  (i.e., 
the  general  manager),  and  two  councillors.  This, 
in  effect,  is  a replacement  of  the  editor  and  assistant 
editor  by  two  councillors.  Because  .the  Office 
Administration  and  Policies  Committee  and  the 
Publication  Committee  have  always  met  on  the 
same  afternoon,  it  has  been  natural  to  have  the 
editor  and  the  assistant  editor  present  through  both 
committee  meetings.  There  would  seem  to  be  no 
fundamental  reason  why  the  editors  should  be  on 
the  Office  Administration  and  Policies  Committee. 
The  all  important  thing  is  that  the  membership  in 
the  Office  Administration  and  Policies  Committee 
be  men  from  the  Greater  New  York  area  and  men 
with  some  knowledge  of  office  management.  One 
might  find  two  such  men  in  the  Council,  but  to  be 
restricted  to  councillors  in  these  appointments 
might  well  be  no  advance  over  being  restricted  to 
editors.  The  president  should  be  in  a position  to 
utilize  peculiarly  qualified  men  whether  they  hold 
any  other  office  or  not. 

Just  one  more  item,  which  has  to  do  with  the 
Planning  Committee  for  Medical  Policies.  A pos- 
sibly awkward  situation  has  arisen  regarding  the 
representation  of  the  district  branches  on  this  com- 
mittee. For  the  benefit  of  those  not  familiar  with 
the  initiation  of  this  committee,  it  was  established 
by  the  House  of  Delegates  in  May,  1943,  as  a House 
committee,  in  order  to  avoid  the  yearly  tenure  of 
many  members  of  Council  committees  so  that  in 
the  preparation  of  long-range  programs  taking  more 
than  a year  there  might  be  a continuity  of  member- 
ship. The  president,  president-elect,  secretary, 
speaker  of  the  House,  and  chairman  of  the  Board  of 
Trustees,  or  another  member  of  the  Board  desig- 
nated by  the  chairman,  automatically  become  mem- 
bers of  the  committee.  Last  year  you  arranged  to 
designate  other  members  of  the  committee  repre- 


senting each  of  the  nine  district  branches,  but  no 
length  of  term  of  service  was  set.  Consequently, 
it  is  not  clear  whether  the  district  branches  are  to 
elect  new  representatives  each  year  or  at  any  par- 
ticular time. 

If  I interpret  Dr.  Larkin’s  resolution  correctly, 
which  resolution  was  approved  by  the  House,  the 
idea  in  the  change  from  presidential  appointments 
to  district  branch  appointments  was  to  have  on 
the  committee  men  not  only  fully  informed  on 
regional  problems  but  also  men  alert  to  current 
opinions  of  the  Society  membership  in  the  various 
districts.  If  one  accomplishes  the  original  idea  of 
having  members  at  large,  with  a continuity  of 
service,  it  would  be  in  conflict  with  annual  re- 
appointments by  the  district  branches.  It  would 
seem  desirable  that  the  House  make  some  decision 
on  this  matter.  At  the  present  time  we  have  a 
committee  with  nine  representatives  appointed  in 
1951  from  the  districts.  It  will  be  necessary  to 
continue  that  committee  until  the  district  branches 
have  either  reappointed  the  same  representatives 
or  appointed  new  ones. 

Inasmuch  as  district  branches  have  no  common 
time  for  acting  on  these  problems,  membership  in 
the  committee  is  apt  to  be  changing  throughout  the 
year.  This  is  not  a desirable  situation.  I don’t  know 
whether  anyone  has  the  thought  of  presenting  a 
resolution  from  the  floor  to  resolve  this  difficulty. 
If  not,  possibly  these  remarks  could  be  transmitted 
to  such  reference  committee  as  the  speaker  selects 
for  consideration.  Perhaps  the  difficulty  could  be 
resolved  by  a statement  that  any  district  branch 
may  change  its  representative  on  the  committee  at 
any  time  it  wishes  and  for  any  reason,  but  that  the 
newly  appointed  representative  would  not  replace 
a previously  appointed  representative  who  is  still 
functioning,  until  after  one,  or  two,  or  three  regular 
meetings  of  this  House.  To  accomplish  satisfac- 
tory continuity  a membership  of  five  years  might 
be  appropriate.  I am  not  advising  what  to  do; 
I am  asking  that  the  matter  be  resolved  in  accord- 
ance with  your  own  wishes.  The  present  extremely 
able  chairman  of  this  committee  is  a presidential 
appointee.  Under  the  original  plan  of  1943  the 
committee  elected  its  own  chairman.  This  also 
should  be  resolved  at  the  same  time,  as  to  whether 
the  chairman  is  to  be  appointed  by  the  president 
or  elected  by  the  committee. 

Well,  gentlemen,  we’re  off.  Hew  to  the  line,  and 
let  the  chips  fall  where  they  may.  {Applause) 

Speaker  Holcomb:  I will  refer  Dr.  Wentworth’s 
report  to  the  same  committee,  the  Reference  Com- 
mittee on  Report  of  the  President,  of  which  Dr. 
Cornell  is  chairman. 

Section  22 

Honoring  New  York  State’s  Selection  for  Out- 
standing General  Practitioner  for  1951 

Speaker  Holcomb:  Members  of  the  House  of 

Delegates,  at  this  time  we  have  a rather  pleasant 
announcement  to  make.  The  American  Medical 
Association  wisely  made  a decision  to  call  greater 
attention  to  the  most  important  role  that  the 
general  practitioner  plays  in  the  medical  services  of 
this  country.  The  Association  initiated  a program 
of  having  each  state  through  its  county  societies 
select  a man  who  best  typified  the  general  practi- 
tioner, particularly  in  the  rural  districts  where  so 
many  graduates  seem  to  be  reticent  about  starting 
their  medical  career.  The  various  county  societies 
have  been  asked  to  submit  fairly  comprehensive 
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data  regarding  their  selection,  and  a committee 
from  the  Council  has  endeavored  to  choose  this 
physician  from  New  York  State.  He  has  been 
presented  to  the  American  Medical  Association  to 
be  among  those  nominated  for  the  title  of  Out- 
standing General  Practitioner  of  the  Year.  It  is 
very  unusual,  I might  remark  to  this  House,  that 
last  year  the  outstanding  general  practitioner  came 
from  Greene  County,  the  county  where  I was  born, 
and  this  year  the  general  practitioner  also  conies 
from  Greene  County.  At  this  time  I wish  to 
disclaim  any  undue  influence  as  speaker  on  their 
selection,  i am  going  to  ask  Dr.  Kenney  if  he  will 
escort  Dr.  Waller  to  the  rostrum  and  to  present 
the  scroll  which  the  Society  will  award  him  and 
make  some  remarks. 

. The  delegates  arose  and  applauded  as  Presi- 
dent Kenney  escorted  Dr.  Percy  G.  Waller  to  the 
rostrum . . . 

President  Kenney:  Gentlemen  of  the  House, 
this  is  perhaps  the  most  pleasant  task  that  the 
president  of  the  State  Medical  Society  has  been 
asked  to  do.  It  is  a very  signal  honor  for  any  practi- 
tioner of  medicine  to  be  recognized  by  his  colleagues 
by  virtue  of  his  achievements  in  the  field  of  practice 
as  a general  practitioner  as  well  as  his  contributions 
to  the  community  in  which  he  lives  and  be  given 
this  award. 

The  recipient  of  this  award,  today,  was  born  in 
Batavia,  New  York,  on  October  1,  1870,  (so  that 
lets  Dr.  Holcomb  out)  ( Applause ) being  the  son 
of  Dr.  Cyrene  Waller  and  Anna  Gardiner  Waller. 
He  was  educated  in  the  public  schools  of  Albany, 
New  York,  and  after  graduating,  studied  in  the 
Charlton  Academy,  from  which  institution  he 
matriculated  at  the  Albany  Medical  College, 
graduating  from  it  on  April  lfi,  1893.  After 
graduation,  Dr.  Waller  took  the  State  board  ex- 
amination, which  he  successfully  passed,  and  was 
issued  Certificate  Number  178. 

During  the  summer  of  1893  he  took  a postgraduate 
course  in  general  practice  at  the  Philadelphia  Poly- 
clinic and  College  for  graduates  in  medicine. 
Following  his  postgraduate  course,  Dr.  Waller 
located  in  New  Baltimore,  a small  rural  village  on 
the  banks  of  the  Hudson  about  13  miles  south  of 
Albany,  and  he  is  still  active  in  practice  there. 

He  married  Flora  Franken,  of  New  Baltimore,  on 
June  8,  1904.  After  many  years  of  good  health, 
she  died  suddenly  on  January  28,  1951.  Dr. 
Waller  has  two  sons  and  a daughter.  One  son  is  a 
graduate  in  pharmacy,  operating  his  own  store  in 
Mechanicville,  New  York;  the  other  son  is  a dentist 
and  practices  in  Waterford,  New  York,  while  the 
daughter  resides  at  home  with  Dr.  Waller. 

Dr.  Waller  installed  the  first  x-ray  machine  in 
Greene  County,  and  it  is  still  being  operated.  He 
has  been  a member  of  the  Masonic  fraternity  for 
over  fifty  years  and  for  a like  time  has  officiated 
as  treasurer  of  the  Reformed  Church  in  New  Balti- 
more. Dr.  Waller  has  practiced  continuously  for 
fifty-seven  years  in  the  village  of  New  Baltimore, 
doing  all  of  the  work  that  generally  comes  to  a gen- 
eral practitioner.  He  has  attended  hundreds  of 
cases  of  maternity  in  the  homes  of  his  patients  and 
has  cared  for  all  kinds  of  accidents.  During  his 
many  years  of  practice,  Dr.  Waller  kept  several 
horses  to  carry  him  on  his  rounds  which  took  him 
many  miles  into  the  country.  He  still  keeps  one 
horse  for  some  of  his  winter  work.  Of  course, 
with  the  advent  of  the  motor  vehicle  Dr.  Waller, 
always  being  up-to-date,  acquired  his  first  machine 
in  1908,  and  now  has  three  cars  for  his  active  prac- 
tice. 


The  Greene  County  Medical  Society  has  elected 
him  as  president  on  two  different  occasions,  and 
he  has  been  elected  as  chairman  of  the  legislation 
committee  of  the  society  for  many  years.  He 
attends  all  meetings  called  by  the  State  Society  and 
without  fail  renders  a careful  report  of  his  own 
county  medical  society.  In  addition  to  his  many 
activities,  Dr.  Waller  is  and  has  been  health  officer 
of  the  town  of  New  Baltimore  for  over  fifty  years 
and  is  a regular  attendant  at  the  annual  conference 
of  health  officers.  He  first  became  a member  of 
the  county  medical  society  in  1898  and  has  held 
membership  continuously  since  then. 

I have  some  personal  recollection  during  my 
years  as  a delegate  and  more  recently  on  the  Council, 
having  been  a regular  attendant  at  the  Conference 
of  County  Society  Legislation  Chairman  held  in 
Albany  over  the  period  of  the  past  fifteen  or  more 
years,  and  I have  never  failed  to  see  Dr.  Waller  at 
those  meetings.  I don’t  believe  that  he  has  ever 
missed  a meeting  in  all  of  these  fifty  years.  There- 
fore, Dr.  Waller,  on  behalf  of  vour  colleagues  in 
the  practice  of  medicine  in  this  State  who  are 
represented  here  assembled  in  this  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  it  gives  me  great  honor  and  pleasure  to 
present  you  with  this  certificate  marking  your  selec- 
tion as  the  Outstanding  General  Practitioner  for 
the  Year  of  1951.  I will  read  this: 

‘'The  Medical  Society  of  the  State  of  New’  York 
presents  this  certificate  to  Percy  G.  Waller,  M.D., 
in  recognition  of  his  selection  by  the  Council  as  the 
Outstanding  General  Practitioner  of  New  York 
State  for  1951.  May  12,  1952,”  and  it  is  signed 
by  the  president  and  the  secretary.  ( Applause ) 

Dr.  Percy  G.  Waller:  President  Kenney,  mem- 
bers and  guests  of  the  Medical  Society  of  the  State 
of  New  York,  it  is  indeed  a great  honor  for  any  physi- 
cian to  he  selected  as  the  Outstanding  General 
Practitioner  for  the  Year  by  his  State  Medical 
Society,  and  particularly  so  in  this  great  State  with 
a population  of  about  15,000,000,  ten  per  cent  of 
the  nation’s  inhabitants.  I deeply  appreciate  the 
honor  and  thank  you.  Greene  County  has  been 
highly  honored  by  having  two  of  its  physicians  in 
consecutive  years,  1950  and  1951,  so  selected. 

My  father,  Dr.  Cyrene  C.  Waller,  practiced  in 
Albany  and  around  1860  was  treasurer  of  the  Albany 
County  Medical  Society.  I was  born  in  Batavia, 
New  York,  on  October  1,  1870.  Entering  the 
Albany  Medical  College  in  September,  1890,  I 
graduated  in  April,  1893,  the  youngest  member  in  a 
class  of  fifty  graduates.  A newT  law  in  1893  re- 
quired all  new  physicians  to  pass  a State  examina- 
tion if  practicing  in  New  York  State.  Taking  the 
examination  in  May,  I received  Certificate  Number 
178  entitling  me  to  practice  medicine  and  surgery 
in  New  York  State.  During  the  summer  of  1893, 
I took  a general  course  in  the  Philadelphia  Poly- 
clinic and  College  for  graduates  in  medicine,  and 
on  November  1 opened  an  office  in  New  Baltimore, 
New’  York,  and  have  lived  and  practiced  there 
during  the  past  fifty-eight  years.  Married  to  Miss 
Flora  Franken  of  New  Baltimore  in  1904,  we  lived 
happily  together  until  her  sudden  and  unexpected 
passing  in  January,  1951.  She  was  a wonderful 
helpmate  in  church,  home,  and  family.  Two  sons 
and  one  daughter  are  living.  One  son,  Percy  G. 
Waller,  Jr.,  Ph.G.,  is  a pharmacist  in  Mechanic- 
ville, New  York;  the  other  son,  Harlan  F.  Waller, 
D.M.D.,  a dentist  in  Waterford,  New  York.  The 
daughter,  Marion  G.  Waller,  lives  with  me  at  home. 
Early  in  my  practice,  I kept  one  horse  and  _ fre- 
quently when  the  horse  was  overworked  and  tired, 
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I rode  a bicycle  in  making  calls.  Soon  I had  to 
keep  two  horses,  and  in  October,  1908,  I bought 
my  first  automobile  but  continued  to  keep  two 
horses  for  winter  use  during  many  years.  Now,  as 
roads  are  kept  open  in  winter,  my  automobiles  are 
used  the  year  around.  Kerosene  was  used  to  light 
my  house  and  office  early  in  my  practice,  but  later 
I used  acetylene  gas,  the  gas  being  generated  by 
a machine  located  in  a lower  storeroom. 

At  this  time,  early  1900,  I installed  in  my  office 
the  first  x-ray  in  Greene  County  for  professional 
use.  Not  having  electricity  in  the  place,  a large 
static  machine  with  sixteen  30-inch  in  diameter 
glass  plates,  eight  revolving  rapidly  in  one  direction 
and  the  other  eight  in  the  opposite,  produced  the 
electricity.  This  machine  could  produce  sparks 
of  electricity  some  15  to  18  inches  in  length  and 
was  capable  of  making  nice,  clear  plates.  It  is 
still  in  working  order.  I developed  the  plates  in 
the  cellar  by  aid  of  a red  lantern  at  night. 

During  the  fifty-eight  years  of  my  practice,  I 
have  had  many  interesting  cases  come  under  my 
care  and  treatment  in  country  homes  with  little 
or  no  skilled  help  in  the  nursing  care.  Accidents, 
confinements,  and  acute  disease  cases  would  expect 
service  at  any  time  of  the  day  or  night.  When  I 
graduated,  rest,  fresh  air,  quinine,  calomel,  and 
alcoholic  stimulants  were  remedies  advised  and 
used  in  many  acute  cases.  While  today  calomel 
is  still  used  in  small  repeated  doses  when  indicated, 
quinine  and  alcoholic  stimulants  have  become  more 
or  less  obsolete,  outside  of  malarial  sections.  The 
new  antibiotics  or  so-called  wonder  drugs  are  now 
proving  of  great  value  when  used  in  treating  bac- 
terial and  virus  infections.  Rest,  food,  fresh  air, 
and  avoidance  of  fatigue  are  still  good  in  treating 
the  majority  of  cases,  but  recovery  is  hastened  by 
use  of  the  newer  antibiotics  to  which  the  germs 
have  apparently  as  yet  not  built  up  resistance. 

I have  had  excellent  results  with  sulfathiazole, 
penicillin,  and  terramycin  in  acute  and  subacute 
pulmonary  cases  in  recent  months. 

Great  credit  is  due  the  chemists,  pharmaceutical 
and  laboratory  workers  engaged  in  making  and 
testing  these  newer  products  for  use  of  the  medical 
profession  in  the  prevention,  alleviation,  and  cure 
of  disease.  They  have  made  it  much  easier  to 
practice  medicine  today  than  fifty  years  ago. 
Now,  with  the  aid  of  these  newer  products,  the 
general  practitioner  can  care  for  some  80  per  cent 
of  the  population  without  the  additional  expense 
incurred  by  asking  for  the  aid  of  a specialist  in 
treating  ordinary  medical  cases.  To  me,  it  has  been 
a great  satisfaction  to  practice  medicine.  To  see  a 
patient  dangerously  ill  gradually  showing  signs  of 
recovery  is  reward  enough  to  brighten  the  sorrow 
a good  physician  will  feel  when  called  to  care  for 
the  patient  he  knows  no  human  skill  can  save. 
Yet  in  spite  of  the  long  hours  of  work,  the  anxiety 
and  sorrow  at  times,  if  I had  my  life  to  live  over 
again,  I would  still  desire  to  become  a general 
practitioner  in  what  is  to  me  the  most  useful  pro- 
fession in  the  world — the  saving  of  human  life. 

. . . The  delegates  arose  and  applauded . . . 

Speaker  Holcomb:  Members  of  the  House,  I 

believe  that  we  all  have  the  thought  that  it  would 
be  very  pleasant  if  we  lived  to  be  eighty-two  years 
of  age  and  were  as  alert  and  keen  as  Dr.  Waller. 

Section  23 

Announcements 

Speaker  Holcomb  made  an  announcement  in 
regard  to  the  annual  dinner  dance,  the  meeting 


of  the  Eighth  District  Branch  delegates,  and  the 
cocktail  party  of  the  Westchester  County  Medical 
Society. 

Section  24 

Presentation  to  the  Vice-Speaker 

Speaker  Holcomb:  At  this  time  I am  going  to 
change  our  regular  order  of  business  slightly,  and 
I am  going  to  call  on  Dr.  McCarthy,  of  the  Bronx, 
to  bring  up  a personal  matter,  if  the  House  will  so 
allow  me. 

Dr.  Thomas  F.  McCarthy,  Bronx:  As  Dr. 

Kenney  remarked,  it  is  always  pleasant  to  make 
gifts,  and  as  chairman  of  the  Bronx  delegation  I 
have  been  empowered  to  enjoy  that  pleasant  duty. 

With  commendable  wisdom  the  House  of  Dele- 
gates selected  one  of  our  members,  Dr.  Fred  Wil- 
liams, to  serve  you  as  vice-speaker  of  this  House. 
The  Bronx  delegation  makes  this  present  to  Dr. 
Williams  to  honor  him,  but  also  to  provide  some- 
thing useful ; and  to  demonstrate  our  respect  for  the 
parliamentary  system  under  which  the  House  is 
operated,  may  I present  this  leather  bound  Roberts’ 
Rules  Of  Order  and  read  the  inscription:  “Frederick 
Williams,  from  Bronx  County  Medical  Society 
Delegates,  on  the  occasion  of  his  election  as  Vice- 
Speaker  of  New  York  State  Medical  Society  House 
of  Delegates,  May  1951.”  (Applause) 

Vice-Speaker  Williams:  May  I express  my 

thanks  and  appreciation  to  the  members  of  my  own 
delegation. 

May  I also  say  that  this  is  so  beautifully  bound  it 
looks  as  if  it  will  take  the  place  of  my  prayer  book. 

I don’t  know  whether  the  presentation  of  a bound 
volume  of  Roberts’  Rules  means  that  they  think 
I am  going  to  refer  to  it  often,  because  if  they  think 
I need  it  to  study  it  is  presented  a little  late. 
( Laughter ) However,  I suspect  that  there  will  be 
some  action  on  the  floor  of  the  House  when  we 
may  have  to  refer  to  it.  It  really  touches  me 
greatly.  I appreciate  it,  and  I want  to  thank  the 
members  of  the  delegation. 

May  I say  also  that  I brought  along  the  gavel 
they  gave  me  when  I was  president  of  the  Bronx, 
and  whenever  I shall  preside  here  I shall  use  it. 
When  I finish  my  service  here,  I shall  present  this 
gavel  back  to  my  county  society  for  their  keeping. 

Thank  you!  ( Applause ) 

Section  25  (See  82,  84,  90) 

Introduction  of  Representatives  from  Other  State 
Societies 

Speaker  Holcomb:  Members  of  the  House  of 

Delegates,  our  next  order  of  business  is  the  intro- 
duction of  guests  from  our  neighboring  states. 

From  Connecticut,  I should  like  to  ask  at  this 
time  if  Dr.  Brae  Rafferty,  of  Willimantic,  or  Dr. 
Thomas  J.  Danaher  from  Torrington,  Connecticut, 
is  present  in  the  House. 

. . .There  was  no  response.  . . 

Speaker  Holcomb:  If  not,  may  I ask  if  Dr. 

Joseph  F.  Londrigan,  of  Hoboken,  New  Jersey,  is 
resent.  He  is  past-president  of  the  Medical 
ociety  of  the  State  of  New  Jersey. 

Dr.  Kenney,  will  you  bring  Dr.  Londrigan  up, 
please? 

. . . Applause  from  delegates  as  President  Kenney 
escorted  Dr.  Joseph  F.  Londrigan  to  rostrum . . . 

President  Kenney:  Dr.  Joseph  F.  Londrigan, 
past  president  of  the  Medical  Society  of  New 
Jersey,  a member  of  its  Council  for  many  years, 
past  president  of  Hudson  County  Medical  Society, 
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and  a resident  of  Hoboken.  Does  that  register? 
( Laughter  and  Applause) 

Dr.  Joseph  F.  Londrigan:  Mr.  Speaker,  Mr. 

President,  officers  of  the  Medical  Society  of  the 
State  of  New  York,  and  members  of  the  House 
and  their  guests,  it  gives  me  a great  deal  of  pleasure 
again  to  have  the  privilege  and  honor  to  bring  to 
you  greetings  from  the  Medical  Society  of  New 
Jersey. 

May  I at  this  time  take  the  opportunity  of  ex- 
pressing to  you  our  deep  appreciation  and  thanks 
for  your  wholehearted  support  in  furthering  our 
century  old  ambition  to  place  one  of  our  members 
on  the  Board  of  Trustees  of  the  American  Medical 
Association.  For  this  and  for  many  other  interests 
of  cooperation  and  friendship,  the  Medical  Society 
of  New  Jersey  is  abidingly  grateful. 

For  the  success  of  your  convention  in  the  many 
tasks  that  you  have  to  undertake  our  best  loyal 
wishes  to  you! 

I thank  you!  ( Applause ) 

Speaker  Holcomb:  Thank  you,  Dr.  Londrigan. 
Are  there  any  guests  present  from  the  State  of 
Pennsylvania,  Dr.  Walter  F.  Donaldson  and  Dr. 
Lewis  W.  Jones? 

. . .There  was  no  response.  . . 

Speaker  Holcomb:  Is  Dr.  George  A.  Russell 

present,  from  Vermont? 

. . .There  was  no  response.  . . 

Speaker  Holcomb:  We  are  very  sorry  that  they 
are  not  present  physically,  but  we  know  they  are 
present  with  us  in  spirit. 

Section  26  ( See  13,  151) 

Supplementary  Report  of  Legislation  Committee 

Speaker  Holcomb:  The  next  order  of  business, 
members  of  the  House,  is  for  the  introduction  of 
supplementary  reports  and  resolutions.  The  Chair 
recognizes  Dr.  Geis. 

Dr.  Joseph  A.  Geis,  Councillor:  I would  like  to 
introduce  a supplementary  report  of  the  Legislation 
Committee,  which  you  have  all  found  on  your  desks. 

I would  like  to  add  to  that  report,  to  the  names 
of  those  present  at  yesterday  afternoon’s  meeting, 
the  name  of  Dr.  Elton  Dickson. 

Speaker  Holcomb:  That  is  referred  to  the 

Reference  Committee  on  Report  of  Council,  Part 
IX,  on  Legislation. 

The  other  supplementary  reports  of  the  Mal- 
practice Insurance  and  Defense  Board,  Council 
Part  IX,  Finance  Committee,  and  from  the  Council 
Committee  on  Public  Health  and  Education  have 
been  distributed  and  have  been  referred  to  the 
proper  reference  committees. 

At  this  time  I again  wish  to  stress  the  importance 
of  the  work  of  the  reference  committees.  I hope 
that  the  reports  will  be  drawn  up  promptly,  and 
they  shall  be  introduced  in  so  far  as  possible  to  the 
House  in  the  order  of  their  being  received  at  the 
desk  of  the  Speaker. 

At  this  time  we  shall  follow  the  rule  that  Dr. 
Andresen  instituted  last  year  when  we  called  for 
resolutions  in  the  alphabetic  order  of  county 
societies.  It  simplified  matters  and  made  it  much 
easier  and  much  more  orderly. 

The  County  of  Albany — has  the  County  of 
Albany  any  resolutions? 

. . .There  was  no  response.  . . 

Speaker  Holcomb:  Allegany  County,  any 

resolutions  from  Allegany  County? 

. . . There  was  no  response . . . 

Speaker  Holcomb:  Next,  has  the  County  of 

Bronx  any  resolutions? 


Section  27  (See  132) 

The  Nathan  B.  Van  Etten  Hospital 

Dr.  Frederick  Wurzbach,  Jr.,  Bronx:  The 

subject  of  this  resolution  is  the  Nathan  B.  Van 
Etten  Hospital: 

“Whereas,  the  City  of  New  York  is  building 
a new  medical  center  in  the  Borough  of  the  Bronx; 
and 

“Whereas,  one  of  the  two  units,  a five  hundred- 
bed  tuberculosis  institution,  will  be  named  the 
Nathan  B.  Van  Etten  Hospital;  and 

“Whereas,  His  Honor  the  Mayor  will  lay  the 
cornerstone  of  this  hospital  at  12  noon  on  May 
13,  1952;  and 

“Whereas,  this  is  a most  unusual  honor  to 
our  beloved  Past-President,  Dr.  Nathan  B.  Van 
Etten;  therefore  be  it 

“Resolved,  that  a minute  of  this  event  be 
placed  on  the  official  record  of  this  Annual  Meet- 
ing; and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  felicitate  Dr.  Van  Etten  on 
his  most  unusual  and  well  deserved  honor;  and 
be  it  further 

“Resolved,  that  the  President  of  the  Medical 
Society  of  the  State  of  New  York  appoint  a 
committee  to  attend  the  cornerstone  laying 
ceremonies. 

Mr.  Speaker,  there  is  nothing  controversial  in 
this  resolution.  May  I ask  that  it  not  be  referred 
to  a reference  committee  but  be  acted  upon  im- 
mediately. 

I move  the  adoption  of  this  resolution. 

Dr.  Thomas  F.  McCarthy:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Section  28  ( See  132) 

Appointment  of  Special  Committee  to  Represent 
State  Society  at  Cornerstone-Laying  Ceremonies 
of  the  Nathan  B.  Van  Etten  Hospital 

Speaker  Holcomb:  The  resolution  is  passed. 
President  Kenney:  To  represent  the  Medical 
Society  at  this  important  function  I have  desig- 
nated Dr.  Louis  H.  Bauer,  Dr.  Dan  Mellen,  and 
Dr.  Edward  R.  Cunniffe,  with  Dr.  Floyd  S.  Win- 
slow as  an  alternate.  Choice  of  these  gentlemen 
has  been  dictated  by  their  long  association  with 
Dr.  Van  Etten.  It  is  a matter  of  a great  deal  of 
regret  to  me  personally  and  to  other  officers  of  the 
State  Society  that  the  authorities  of  the  City  of 
New  York  saw  fit  to  hold  this  dedication  at  noon 
on  Tuesday,  May  13,  during  an  important  session 
of  this  House. 

Speaker  Holcomb:  Thank  you,  Dr.  Kenney. 
Section  29  (See  106) 

Voluntary  Assessment  for  Physicians’  Home 

Dr.  Renato  J.  Azzari,  Councillor:  Mr.  Speaker,  I 
have  here  a resolution,  the  subject  of  which  is 
“Voluntary  Assessment  for  Physicians’  Home”: 
“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  has 
permitted  the  Physicians’  Home  to  have  attached  ' 
to  the  annual  statement  of  dues  the  phrase  < 
‘Voluntary  Assessment  for  the  Physicians’  Home, 
$1.00’;  and 

“Whereas,  the  members  of  the  Medical 
Society  of  the  State  of  New  York  have  responded 
to  the  extent  of  62  per  cent  in  giving  such  volun- 
tary assessment  to  the  Physicians’  Home;  and 


Part  II— September  1,  1952]  MINUTES  OF  THE  ANNUAL  MEETING 


33 


“Whereas,  the  Physicians’  Home  is  at  present 
providing  beneficiary  care  for  22  doctors,  then- 
wives  or  widows;  and 

“Whereas,  the  cost  of  living  has  materially 
increased,  which  in  turn  has  forced  larger  bene- 
ficial aid  to  our  guests;  therefore  be  it  hereby 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New-  York  grant 
an  extension  of  the  same  privilege  so  that  the 
statement  may  read  ‘Voluntary  Assessment  for 
the  Physicians’  Home,  $2.00’  ” 

Speaker  Holcomb  : This  resolution  presented  by 
Dr.  Azzari  will  be  referred  to  the  Reference  Com- 
mittee on  Miscellaneous  Business  B,  of  which  Dr. 
Guy  S.  Philbrick  is  chairman. 

Section  30  (See  188) 

The  Need  for  Additional  Nurses 

Dr.  J.  Lewis  Amster,  Bronx:  I have  been  re- 
quested to  present  this  resolution  by  the  Bronx 
County  Medical  Society.  It  refers  to  the  need  for 
additional  nurses: 

“Whereas,  the  need  for  additional  professional 
nurses  is  of  vital  importance  and  great  concern  to 
the  members  of  the  medical  profession  and  to  the 
people  of  the  State  of  New  York;  and 

“Whereas,  the  estimated  number  of  registered 
nurses  available  in  the  United  States  today  is 
322,500,  a total  of  8,200  less  than  estimated 
requirements  for  1954;  and 

“Whereas,  potential  student  nurses  are  girls 
graduating  from  high  schools  and  those  in  the 
first  years  of  academic  colleges;  and 

“Whereas,  nursing  schools  graduate  only 
about  30,000  each  year,  and  22,000  are  lost  from 
the  ranks  of  graduate  nurses  annually,  chiefly 
by  marriage  and  those  whose  family  responsi- 
bilities make  it  difficult,  if  not  impossible,  for 
most  of  these  women  to  return  to  active  nursing; 
and 

“Whereas,  we  can  only  hope  for  about  24,000 
more  nurses  for  1954  instead  of  the  estimated 
additional  need  of  82,000;  and 

“Whereas,  the  population  of  persons  sixty- 
five  years  of  age  and  over  in  the  United  States  has 
increased  from  three  million  in  1900  to  eleven  and 
one-half  million  in  1951,  many  of  whom  require 
professional  nursing  care;  and 

“Whereas,  seventy-six  million  people  today 
are  covered  by  some  form  of  hospitalization 
insurance;  and 

“Whereas,  there  is  increased  use  of  registered 
nurses  in  industry,  business,  the  armed  forces, 
veterans’  hospitals,  and  homes;  therefore  be  it 
“ Resolved , (1)  that  hospitals  and  other  agencies 
utilize  the  services  of  practical  nurses,  aides,  and 
allied  workers  to  good  advantage;  (2)  that  pro- 
fessional nurses  in  hospitals  delegate  some  of 
their  duties  to  practical  nurses,  aides,  clerks, 
ward  helpers,  pantry  maids,  messengers,  and 
other  workers  who  are  properly  trained  by  quali- 
fied instructors;  (3)  that  the  educational  require- 
ments be  modified  so  as  to  attract  to  the  field  of 
registered  nurses  women  who  are  unable  to 
meet  the  high  educational  standards  that  are 
set,  but  who  possess  the  necessary  intelligence, 
personality,  poise,  and  special  aptitude  for 
nursing;  and  be  it  further 

“ Resolved , that  we  propose  an  appeal  to  women 
forty  years  or  more  to  seek  a belated  career  in 
nursing.” 

Speaker  Holcomb:  This  resolution  is  referred  to 


the  Reference  Committee  on  Report  of  Council, 
Part  XII,  of  which  Dr.  Edward  P.  Flood  is  chair- 
man. 

Section  31  (See  152) 

Tax  Exemption  re  Physicians  in  Municipal  and 
Voluntary  Hospitals 

Dr.  Samuel  Schneierson,  Bronx:  Mr.  Chair- 
man and  gentlemen,  the  subject  of  this  resolution 
is  “Tax  Exemption  re  Physicians  in  Municipal  and 
Voluntary  Hospitals”: 

“Whereas,  physicians  have  rendered  un- 
remunerated service  to  the  indigent  and  medically 
indigent  in  the  dispensaries  and  hospitals  of  our 
municipal  and  voluntary  institutions;  and 

“Whereas,  this  service  has  been  given  by 
physicians  voluntarily  and  without  regard  for 
the  time  or  effort  expended;  and 

“Whereas,  the  increasing  inflation  and  spiral- 
ing taxes  are  making  it  necessary  for  physicians  to 
devote  considerably  more  time  to  the  private 
practice  of  medicine  in  order  to  maintain  their 
families;  and 

“Whereas,  this  economic  necessity  is  making 
it  difficult  for  physicians  to  continue  uncom- 
pensated service  to  the  hospitals;  and 

“Whereas,  the  hospitals  are  finding  it  difficult 
to  staff  their  services  with  competent  physicians 
because  of  this  situation;  therefore  be  it 

“Resolved,  that  an  effort  be  made  to  obtain  an 
additional  82,500  annual  tax  exemption  under 
the  Internal  Revenue  Law  for  physicians  serving 
without  remuneration  on  the  staffs  and  in  the 
dispensaries  of  voluntary  and  municipal  hos- 
pitals.” 

Speaker  Holcomb:  This  resolution  is  referred 

to  the  Reference  Committee  on  Report  of  Council, 
Part  IX,  on  Legislation,  of  which  Dr.  Ezra  A.  Wolff 
is  chairman. 

Section  32  (See  183) 

State  Society  Contribution  to  American  Medical 
Education  Foundation 

Dr.  Edward  P.  Flood,  Bronx:  Mr.  Speaker  and 
members  of  the  House,  this  resolution  is  on  the 
subject  of  “State  Society  Contribution  to  American 
Medical  Education  Foundation”: 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  ap- 
proved the  action  of  the  House  of  Delegates  of 
the  American  Medical  Association  in  setting  up 
the  American  Medical  Education  Foundation; 
and 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  at  its 
meeting  in  May,  1951,  pledged  itself  to  exert 
every  effort  to  raise  $250,000  as  its  contribution 
to  the  American  Medical  Education  Foundation; 
therefore,  be  it 

“Resolved,  that  to  insure  a partial  fulfillment 
of  this  pledge  the  Board  of  Trustees  of  the 
Medical  Society  of  the  State  of  New  York  be 
empowered  to  contribute  $100,000  of  its  surplus 
funds  to  the  American  Medical  Education 
Foundation  in  the  year  1952.” 

Speaker  Holcomb:  This  resolution  is  referred 

to  the  Reference  Committee  on  Reports  of  Treas- 
urer, Trustees,  and  Finance,  of  which  Dr.  Henry  E 
McGarvey  is  the  chairman. 

Speaker  Holcomb:  County  of  Broome,  any 

resolutions? 
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. . .There  was  no  response.  . . 

Speaker  Holcomb:  Continuing: 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

If  any  of  the  delegates  from  those  counties  have  a 
resolution  will  they  please  interrupt: 

Erie 

Section  33 

Creation  of  Junior  Membership 

Dr.  E.  Dean  Babbage,  Erie:  This  resolution  has 
to  do  with  the  creation  of  a junior  membership: 
“Whereas,  at  present  residents  and  interns 
cannot  obtain  malpractice  insurance  unless  they 
are  active  members  of  a county  medical  society 
and  the  Medical  Society  of  the  State  of  New  York; 
and 

“Whereas,  active  membership  status  would 
impose  an  undue  financial  hardship  on  residents 
and  interns;  therefore  be  it  hereby 

“Resolved,  that  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  to  create  the  classification  of  junior 
membership;  and  be  it  further 

“Resolved,  that  the  following  amendments 
shall  be  enacted  to  effect  this  change: 

‘Constitution:  Article  II  entitled  Member- 
ship, shall  be  amended,  to  read,  “The  member- 
ship in  this  Society  shall  be  divided  into  four 
classes:  (a)  junior,  (6)  active,  (c)  retired,  (d) 
honorary.’ 

‘Article  IX,  entitled  Funds,  shall  be  amended 
by  adding,  at  the  end  of  its  first  sentence,  the 
following,  “but  the  dues  or  assessment  of  each 
junior  member  shall  be  one  third  the  amount 
levied  on  each  active  member,”  so  that  this 
Article  IX  shall  then  read:  “Funds  shall  be 

raised  by  annual  per  capita  dues  or  assessment 
on  each  component  county  society  at  a uniform 
per  capita  rate  throughout  the  State,  but  the 
dues  or  assessment  of  each  junior  member  shall 
be  one  third  the  amount  levied  on  each  active 
member.  Funds  may  also  be  raised  in  any 
other  manner  approved  by  the  House  of 
Delegates  or  by  the  Council  when  the  said 
House  of  Delegates  shall  not  be  in  session. 
The  approval  of  the  Council  and  of  the  Board 
of  Trustees  shall  be  necessary  for  the  expendi- 
ture of  any  funds  of  the  Society.” 

‘Bylaws:  Chapter  1,  entitled  Membership, 
Section  1 , the  first  sentence,  shall  be  amended 
to  read;  “The  junior  and  active  members  shall  be 
all  the  junior  and  active  members  in  good  stand- 
ing of  the  component  county  medical  societies,” 
the  remainder  of  Section  1 to  remain  the  same. 

‘Chapter  1 shall  be  further  amended  so  that 
Section  7 shall  read,  “Junior  members  shall  be 
those  members  who  are  bona  fide  interns  and 
residents.  Junior  member^  shall  be  entitled 
to  receive  the  official  publications  of  the  State 
Society,  except  the  Medical  Directory  of  New 
York  State,  and  they  shall  not  have  the  right 
to  vote  or  hold  office  in  the  county  society  or 
the  State  Society.  They  shall  automatically 


become  active  members,  with  all  the  rights  and 
obligations  of  such  active  membership,  upon 
the  termination  of  residency  and/or  intern- 
ship. Where  junior  member  shall  pay  the 
current  active  membership  dues  and  assess- 
ments for  that  year,  credit  being  given  him 
for  the  junior  membership  assessment  paid 
for  that  year,  and  where  junior  membership 
status  ceases  on  or  after  October  1 of  any 
fiscal  year,  the  junior  member  shall  pay  the 
current  active  membership  dues  and  assess- 
ments for  that  year,  such  payments  to  be 
credited  to  him  for  the  year  next  ensuing,” 
and  by  changing  the  heading  of  the  present 
Section  7 to  read  “Section  8.” 

‘Chapter  II,  entitled  House  of  Delegates, 
Section  1,  subdivision  b,  shall  be  amended  by 
adding,  at  the  end  of  its  last  sentence,  the 
following,  “Where  the  number  of  delegates  of  a 
component  county  is  based  on  memberships 
rather  than  on  assembly  districts,  only  active 
members  shall  be  considered  for  the  purpose 
of  determining  the  number  of  delegates  which 
such  county  society  is  entitled  to  elect”;  and 
be  it  further 

“Resolved,  that,  through  provisions  in  the 
regulations  of  the  Malpractice  Insurance  and 
Defense  Board,  junior  members  shall  have  the 
privilege  of  applying  for  malpractice  insurance 
in  the  Group  Plan  of  the  State  Society.” 

Speaker  Holcomb:  This  is  an  amendment  and 
will  be  referred  to  the  Council  Committee  on  Con- 
stitution and  Bylaws.  It  will  not  be  referred  to  a 
reference  committee.  It  will  be  acted  upon  next 
year. 

Are  there  any  further  resolutions  from  Erie 
County? 

. . . There  was  no  response . . . 

Speaker  Holcomb:  How  about  Essex  County? 

Section  34 

Notice  of  Proposed  Amendment  to  Bylaws  re 
Collection  of  A.M.A.  Dues 

Dr.  Joseph  A.  Geis,  Councillor:  Both  of  these 
deal  with  the  American  Medical  Association  under 
the  new  dues  setup  that  has  been  brought  in.  The 
first  concerns  notice  of  proposed  amendment  to 
Bylaws  re  collection  of  American  Medical  Associ- 
ation dues: 

“Whereas,  there  is  no  clear  definition  as  to  ; 
the  responsibility  for  the  collection  of  the  Ameri-  I 
can  Medical  Association  dues;  therefore  be  it 
hereby 

“Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Amend  Chapter  XIV,  Component 

County  Medical  Society,  Section  5,  page  38,  by 
striking  out  the  entire  section  as  at  present  i 
written  and  substituting  therefor  a new  section 
as  follows: 

‘Section  5:  The  treasurer  of  each  component 
society  of  the  Medical  Society  shall  forward  to 
the  treasurer  of  this  Society  the  amount  of  the 
State  per  capita  assessment  and  the  amount  of 
all  American  Medical  Association  dues  col-  : 
lected  from  members  in  his  county  as  promptly 
as  possible  but  in  any  event  before  the  first 
day  of  June  of  each  year.’  ” 

Speaker  Holcomb:  This  will  be  referred  to  the  i:: 
Committee  on  Constitution  and  Bylaws  for  action 
next  year. 
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Section  35 

Notice  of  Proposed  Amendment  to  Bylaws  re 
Membership  in  House  of  Delegates 

Dr.  Joseph  A.  Geis,  Councillor:  This  is  a notice 
of  proposed  amendment  to  Bylaws  re  membership 
in  House  of  Delegates: 

“Whereas,  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York,  Article  III, 
House  of  Delegates,  states  ‘It  shall  pass  upon 
the  credentials  and  qualifications  of  delegates  and 
shall  decide  who  are  entitled  to  be  members  of 
the  House  of  Delegates’;  therefore  be  it 

“Resolved,  that  Chapter  II  of  the  Bylaws, 
House  of  Delegates,  be  amended  by  inserting  a 
new  section  after  Section  2:  ‘Section  3.  Dele- 

gates shall  be  members  of  the  American  Medical 
Association.’  The  present  Section  3 to  become 
Section  4,  Section  4 to  become  Section  5,  etc. 
through  Section  8 which  is  to  become  Section 
9.” 

Speaker  Holcomb:  That  will  receive  the  same 
action  as  the  other  one  presented  by  you.  It  is 
referred  to  the  Constitution  and  Bylaws  Commit- 
tee. 

Are  there  any  more  from  Essex? 

. . .There  was  no  response. . . 

Speaker  Holcomb:  Continuing: 

Franklin 

Fulton 

Genesee 

Section  36  ( See  108) 

Poison  Labels  for  Containers  of  Methyl  Salicylate 

Dr.  Sydney  McLouth,  Genesee:  This  resolution 
deals  with  poison  labels  for  containers  of  methyl 
salicylate: 

“Whereas,  there  have  occurred  recently  in 
Genesee  County  in  the  State  of  New  York  two 
deaths  from  ingestion  of  methyl  salicylate  (oil 
of  wintergreen);  and 

“Whereas,  similar  fatalities  recently  have 
been  reported  in  the  County  of  Monroe;  there- 
fore be  it  hereby 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct its  secretary  to  memorialize  the  Depart- 
ment of  Education  of  New  York  State  and  the 
Department  of  Health  of  New  York  City  that  it 
is  the  opinion  of  this  body  that  containers  of 
methyl  salicylate  should  in  all  instances  bear  a 
‘poison’  label.” 

Speaker  Holcomb:  That  resolution  will  be 

referred  to  the  Reference  Committee  on  Report 
of  Council,  Part  III,  on  General  Practice,  Dr. 
Vincent  Fischer,  chairman. 

Are  there  any  resolutions  from: 

Greene 

Herkimer 

Jefferson 

Kings 

Section  37  (See  161) 

Evaluation  of  Legislative  Activities 

Dr.  Solomon  Schussheim,  Kings:  This  resolu- 
tion is  entitled  “Evaluation  of  Legislative  Ac- 
tivities” and  is  introduced  by  Kings  County  and 
approved  by  the  Coordinating  Council  of  the  County 
Medical  Societies  of  the  metropolitan  area,  the  five 
counties: 


“Whereas,  resolutions  were  approved  by  the 
House  of  Delegates  requesting  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  to 
cause  the  introduction  of  necessary  bills  to  the 
State  Legislature  and  actively  work  for  their 
passage;  and 

“Whereas,  these  resolutions  were  finally 
introduced  as  bills  in  the  State  Legislature; 
and 

“Whereas,  these  bills  failed  of  passage  in 
the  State  Legislature;  now  be  it  hereby 

“ Resolved , that  a special  committee  be  ap- 
pointed by  the  President  of  the  Medical  Society 
of  the  State  of  New  York  to  evaluate  the  activities 
of  the  Legislation  Committee  and  the  Albany 
office  of  the  Executive  Officer;  and  be  it  further 
“Resolved,  that  a study  be  made  by  this  com- 
mittee for  a different  approach  to  our  legislation 
program  which  may  insure  satisfactory  results.” 
Speaker  Holcomb  : The  resolution  is  referred  to 
Reference  Committee  on  Report  of  Council,  Part 
IX,  on  Legislation,  of  which  Dr.  Ezra  A.  Wolff  is 
chairman. 

Section  38  (See  122) 

Establishing  of  General  Practice  Departments  in 
Voluntary  Hospitals 

Dr.  John  Flynn,  Kings:  The  subject  of  this 

resolution  is  “Establishing  of  General  Practice 
Departments  in  Voluntary  Hospitals”: 

“Whereas,  general  practitioners  administer 
85  per  cent  of  the  medical  care  to  the  people  of 
the  United  States;  and 

“Whereas,  it  is  for  the  good  and  welfare  of 
the  American  public  that  these  general  practi- 
tioners be  well  trained  in  modern  medical  meth- 
ods; and 

“Whereas,  modern  medical  training  requires 
the  integration  of  the  general  practitioner  in 
hospitals  and  teaching  institutions;  and 

“Whereas,  the  1952  report  of  the  Greater 
New  York  Hospital  Council  demonstrates  an 
astounding  number  of  general  practitioners 
without  appointments  on  a voluntary  or  muni- 
cipal hospital  staff;  and 

“Whereas,  this  state  of  affairs  would  seem  to 
show  a wanton  disregard  of  the  public  welfare 
and  discrimination  against  the  general  practi- 
titioner  on  the  part  of  those  who  make  up  most 
hospital  medical  boards;  and 

“Whereas,  the  American  Medical  Association 
has  approved  the  establishment  of  general  prac- 
tice staffs  in  hospitals  in  1947  and  has  reaffirmed 
the  principles  of  integrating  the  general  practi- 
tioner in  hospitals  at  yearly  meetings  since 
then;  and 

“Whereas,  the  31st  annual  presentation  of 
hospital  data  by  the  Council  on  Medical  Educa- 
tion in  Hospitals  (1952)  has  revealed  that  out  of 
4,890  approved  general  hospitals,  over  34  per 
cent  of  these  hospitals  have  established  some  form 
of  general  practice  department  and  that  further- 
more the  integration  of  the  general  practitioner 
into  the  hospitals  has  met  with  approval  both 
from  the  governing  and  medical  boards;  and 
“Whereas,  the  American  College  of  Surgeons 
has  approved  and  urged  the  immediate  integra- 
tion of  the  physician  in  general  practice  into 
hospitals  with  privileges  in  accordance  with  their 
capabilities  and,  where  feasible,  a general  prac- 
tice department  be  established. 

“Furthermore,  the  American  College  of  Sur- 
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geons  lias  stated  that  such  procedures  per  se 
will  not  interfere  with  the  approval  by  that  Col- 
lege of  hospitals  for  the  training  of  interns  and 
residents,  and 

“Furthermore,  that  the  main  consideration  of 
the  American  College  of  Surgeons  is  that  these 
physicians  and  surgeons  be  ethical  and  competent 
in  their  area  of  performance.  Otherwise  this 
College  imposes  no  restrictions  which  would  pre- 
vent the  general  practitioner  from  having  the 
status  which  he  deserves  on  the  hospital  staff 
and  that  any  other  conception  of  their  require- 
ments is  a result  of  misunderstanding,  and 

“Furthermore,  that  the  constitutions  and  by- 
laws for  hospital  medical  staffs  which  the  Ameri- 
can College  of  Surgeons  has  recommended  may 
easily  be  modified  by  the  individual  hospitals  to 
provide  for  a section  of  general  practice  and  also 
that  the  general  practitioner  can  find  his  status 
in  the  general  hospital  within  the  limits  of  the 
constitution  and  bylaws  and  accepted  policies 
of  that  hospital;  and 

“Whereas,  the  annual  report  of  the  Council 
Committee  on  Hospitals  and  Professional  Rela- 
tions to  this  House  of  Delegates  contains  the 
words,  ‘We  heartily  agree  with  this  idea.  . . .of 
having  a general  practice  section  in  every  hos- 
pital’; now,  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  heartily  approve  of  the  estab- 
lishment of  general  practice  departments  in  every 
staffed  hospital  in  the  State  of  New  York;  and 
be  it  further 

“Resolved,  that  every  hospital  in  this  State 
be  notified  of  this  resolution  and  strongly  urged 
to  take  prompt  action  toward  establishing  such 
a department  at  the  earliest  possible  date;  and 
furthermore  be  it 

“ Resolved , that  a report  be  presented  at  the 
147th  Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
with  the  data  obtained  from  a hospital  census  of 
the  State  of  New  York  concerning  the  integration 
of  the  general  practitioner  into  the  hospitals  with 
the  special  analysis  of  the  general  practice  depart- 
ments in  hospitals.” 

Speaker  Holcomb:  That  resolution  is  referred 
to  Reference  Committee  on  Report  of  Council, 
Part  VI,  of  which  Dr.  Gerald  D.  Dorman  is  chair- 
man. 

Are  there  any  further  resolutions  from  Kings? 

Section  3.9  ( See  159) 

Injunction  Bill 

Dr.  Ben  A.  Borrow,  Kings:  This  deals  with 
the  Injunction  Bill: 

“Whereas,  a bill  introduced  at  the  request 
of  the  Medical  Society  of  the  State  of  New  York 
to  amend  Section  6513  of  the  Education  Law 
of  the  State  of  New  York  in  relation  to  authoriz- 
ing the  Attorney  General  to  apply  for  relief  by 
injunction  to  restrain  the  commission  of  any  act 
which  is  illegal  under  Article  131  of  such  law 
(Medical  Practice  Act)  failed  of  passage  at  the 
1951  session  of  the  Legislature  of  the  State  of 
New  York;  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  at 
the  1953  session  of  the  Legislature  of  the  State 
of  New  York  of  a like  bill  (similar  to  Senate  Int. 
94  of  the  1949  session)  and  work  actively  for  its 
passage.” 


Speaker  Holcomb:  This  is  referred  to  the  Refer- 
ence Committee  on  Report  of  Council,  Part  IX, 
on  Legislation,  of  which  Dr.  Ezra  A.  Wolff  is  chair- 
man. 

Section  40  (See  126) 

Adoption  of  Proposed  Standards  for  Medical  Care 
Plans 

Dr.  Alfred  P.  Ingegno,  Kings:  This  resolution 
has  to  do  with  the  adoption  of  proposed  standards 
for  medical  care  plans: 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  adopt  the  attached  ‘Proposed 
Standards  for  Approval  by  Medical  Society  of 
the  State  of  New  York  of  New  York  State 
Medical  Care  Plans.’  ” 

. The  attached  document  referred  to  is  as  fol- 
lows: 

Proposed  Standards  for  Approval  by 
Medical  Society  of  the  State  of  New  York 
of 

New  York  State  Medical  Care  Plans 
Local  Approval 

1.  Approval  of  a county  medical  society  in 
whose  area  a plan  operates. 

2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  committee  shall 
be  appointed  consisting  of  one  nonvoting  repre- 
sentative of  the  plan,  one  by  each  of  the  county 
medical  societies  in  the  area  affected,  and  one  by 
the  Medical  Society  of  the  State  of  New  York,  to 
consider  the  reasons  for  not  granting  local  approval. 
After  consideration  of  the  reasons,  a majority  vote 
of  the  special  committee  shall  determine,  subject 
to  confirmation  of  the  Council,  if  approval  will  be 
granted  by  the  Medical  Society  of  the  State  of  New 
York. 

Professional  Control 

1.  A voluntary  prepayment  medical  care  plan 
shall  provide  for  the  inclusion  on  its  governing 
body  of  physicians  nominated  by  the  county 
medical  societies  of  the  area  in  which  the  plan 
operates  in  number  sufficient  to  represent  ade- 
quately the  views  of  such  societies.  By  adequately 
it  is  meant  that  not  less  than  50  per  cent  of  the 
governing  body  shall  be  physicians  nominated 
by  the  county  medical  societies  of  the  area  in 
which  the  plan  operates  and  equitably  distributed 
among  the  county  medical  societies  covered  by 
the  plan.  This  does  not  mean  that  the  majority 
of  the  governing  body  must  be  physicians. 

Free  Choice  of  Physician 

1.  There  shall  be  no  regulation  which  inter- 
feres with  the  subscriber’s  free  choice  of  physician 
or  the  physician’s  free  choice  of  patient. 

2.  The  method  of  rendering  service  must 
retain  the  personal  confidential  relationship  be- 
tween the  patient  and  physician. 

Subscriber  Benefits 

Subscriber  benefits  shall  be  in  terms  of  cash 
indemnity  for  services  rendered. 

Claim  Payments 

1.  When  care  has  been  rendered  by  a par- 
ticipating physician  and  claim  filed  for  such  care, 
payment  shall  be  made  direct  to  the  participating 
physician.  When  subscriber  has  paid  the  physi- 
cian, then  payment  shall  be  made  to  subscriber 
upon  presentation  of  a receipted  bill. 

2.  When  care  has  been  rendered  by  a non- 
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participating  physician  and  claim  filed  for  such 
care,  payment  shall  be  made  direct  to  the  non- 
participating physician  or  to  the  subscriber  upon 
presentation  of  a receipted  bill. 

3.  Payments  for  medical  services  rendered  to 
subscribers  under  the  plan  shall  not  be  made  to 
any  hospital,  medical  school,  corporation,  com- 
pany, agency,  etc. 

Underwriting 

1.  Plans  shall  conform  with  State  statutes  as 
set  up  under  the  New  York  State  Insurance 
Department  with  due  consideration  for  earned 
premium,  administrative  costs,  and  reserves  for 
contingencies. 

Enrollment 

1.  Enrollment  procedures  shall  be  on  a sound 
actuarial  basis.  (It  is  recommended  that  en- 
rollment shall  be  offered  to  individuals  at  the 
earliest  possible  date  that  experience  of  the  plan 
warrants.) 

2.  There  shall  be  no  compulsory  tie-in  of 
hospitalization  insurance  with  the  sale  of  the 
plan’s  benefits.  The  subscriber  should  have  the 
right  to  hospitalization  insurance  independently 
of  any  particular  medical  care  plan. 

Promotion 

1.  Descriptive  folders  and  all  promotional 
material  shall  state  clearly  and  accurately  the 
benefits  offered  by  a plan  and  also,  in  the  same 
manner,  exclusions  in  the  contract. 

2.  In  its  promotional  activities,  the  plan  may 
not  exercise  coercion  or  pressure,  directly  or 
indirectly,  to  obtain  subscribers.  This  does  not 
preclude  the  dignified  and  truthful  advertising 
of  the  benefits  to  be  obtained  under  the  plan. 

Reports 

Plans  which  have  received  approval  of  the 
Medical  Society  of  the  State  of  New  York  shall 
submit  financial  statements  and  quarterly  reports 
on  forms  provided  for  that  purpose  to  the  Bureau 
of  Medical  Care  Insurance  of  the  Medical  Society 
of  the  State  of  New  York. 

Deration  of  Approval 

Duration  of  approval  shall  be  for  a period  of  one 
year,  at  which  time  a review  of  all  plans  shall  be 
made  by  the  Medical  Society  of  the  State  of  New 
York  to  determine  eligibility  for  renewal. 

General  Provisions 

1.  The  plan  shall  provide  insurance  against  the 
costs  of  illness.  It  shall  neither  foster  nor  pro- 
mote any  particular  type  of  medical  practice  nor 
any  particular  group  of  physicians. 

2.  The  plan  shall  not  exercise  control  of  the 
physician  or  his  practice  or  attempt  to  decide  or 
evaluate  his  qualifications  or  the  quality  of  his 
practice.  The  matter  of  legality,  ethics,  and 
quality  of  medical  care  rendered  by  practitioners 
shall  be  left  entirely  in  the  hands  of  properly 
constituted  legal  and  professional  authorities 
in  which  the  public  interest  is  carefully  preserved, 
and  the  plan  shall  not  attempt  to  usurp  any  of 
these  functions. 

3.  The  physician  shall  not  be  compelled  to 
deny  his  services  to  any  patient  merely  because 
that  patient  is  not  a subscriber  to  a particular 
medical  care  plan.  Nor  should  any  medical  care 
plan  require  that  a participating  physician  may 
practice  only  and  solely  for  the  benefit  of  its 
particular  subscribers  The  right  of  physicians 
to  care  for  patients  under  any  and  all  worthy 


medical  care  plans  or  to  care  for  patients  not 

insured  shall  not  be  abridged. 

Speaker  Holcomb:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  Report 
of  Council,  Part  VTI,  Medical  Care  Insurance,  of 
which  Dr.  William  B.  Rawls  is  chairman. 

Section  41  ( See  60) 

Address  by  National  Commander  Donald  R.  Wilson 
of  the  American  Legion 

Speaker  Holcomb:  At  this  time  I am  going  to 
interrupt  the  introduction  of  resolutions.  I feel 
we  are  particularly  honored  in  having  with  us  today 
Donald  R.  Wilson,  who  is  national  commander  of 
the  American  Legion.  I know  he  has  a very  vital 
message  to  give  us,  and  I will  ask  Dr.  J.  Stanley 
Kenney  to  introduce  Commander  Wilson. 

President  Kenney:  Gentlemen  of  the  House,  it 
is  a very  great  personal  privilege  for  me,  and  I 
feel  the  Society  is  highly  honored  by  the  acceptance 
of  my  invitation  by  the  gentleman  who  is  going  to 
address  you  in  a few  moments.  Commander  Donald 
Wilson  is  one  of  the  youngest,  if  not  the  youngest, 
national  commanders  the  American  Legion  has  had 
in  its  long  history.  He  is  a practicing  lawyer  in 
Clarksburg,  West  Virginia,  a graduate  of  Prince- 
ton University,  and  served  with  distinction  in 
World  War  II. 

With  that  very  brief  introduction,  it  is  my  very 
happy  pleasure  to  introduce  Commander  Donald 
R.  Wilson,  the  national  commander  of  the  American 
Legion.  He  will  talk  to  you  on  foreign  policy  and 
our  State  Department.  He  has  been  good  enough 
to  prepare  a speech  on  the  contribution  of  medicine 
to  the  rehabilitation  program  of  the  American 
Legion.  He  is  very  proud  and  happy  about  that 
report,  and  it  will  be  released,  and  I will  have  it, 
incorporated  in  the  proceedings  of  the  House. 

. .The  report  follows: 

Those  of  you  who  have  followed  the  history  of 
veterans’  rehabilitation  and  the  American  Legion’s 
intense  activity  in  that  field  will  understand  my 
particular  pleasure  in  being  here  today.  I am  a 
layman,  privileged  for  the  time  being  to  lead  a 
great  lay  organization — but  we  of  the  Legion  have 
acquired  through  the  years  a rather  pointed  interest 
and  considerable  education  in  the  mysteries  of  pro- 
fessional medicine. 

Within  our  ranks  here  in  New  York,  as  in  other 
states,  we  count  a substantial  number  of  doctors, 
and  we  prize  their  membership  highly.  We  are 
mindful,  too,  as  veterans,  of  the  very  remarkable 
contribution  of  your  profession  to  the  defense  of 
these  United  States  in  time  of  war,  not  only  by 
those  who  served  at  our  side  on  fighting  fronts 
around  the  world  but  also  by  those  who  labored 
under  extremely  difficult  circumstances  to  care  for 
the  loved  ones  we  left  behind.  That,  ladies  and 
gentlemen,  is  something  that  the  American  veteran 
cannot  and  will  not  forget. 

But  the  principal  factor  that  has  served  to  give 
the  American  Legion  a vital  and  increasingly 
active  identity  with  American  medicine  is  to  be 
found  in  the  very  purposes  for  which  the  Legion 
was  created.  Among  these  purposes,  the  first  and 
most  important  is  to  seek  fulfillment  of  the  obligation 
upon  the  government  adequately  to  care  for  citizens 
from  whom  war  service  has  taken  the  ability  to 
care  for  themselves.  It  is  in  the  development  of  an 
administrative  system  to  provide  that  care  that  we 
of  the  Legion  have  worked  at  close  and  common 
quarters  with  many  of  your  own  group;  if  is  here 
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that  we  have  come  to  know  some  of  your  problems 
and  to  admire  your  formidable  achievements. 

The  specific  achievement  which  I shall  discuss  at 
some  length  today  and  for  which  I think  both  you 
and  we  may  legitimately  take  credit  is  the  creation 
within  the  Veterans  Administration  of  a Department 
of  Medicine  and  Surgery  which  has  no  peer  in  the 
realm  of  public  medicine.  American  veterans  have 
received  since  World  War  II  and  are  receiving 
today  medical  care  second  to  none.  That  is  no 
boast:  it  is  a statement  of  fact  to  which  scores  of 
your  most  distinguished  colleagues  have  repeatedly 
attested. 

Now  how  do  we  account  for  this  situation? 

I believe  you  will  find  that  high-quality  medicine 
in  the  Veterans  Administration  dates  precisely 
from  the  time  in  1946  when  the  medical  schools  of 
the  country  began  actively  to  cooperate  with  and 
participate  in  the  program.  That  working  relation- 
ship, you  will  recall,  was  made  possible  by  the 
persistent  and  successful  efforts  on  the  part  of  the 
American  Legion  and  private  doctors  to  raise  the 
agency’s  hospital  and  medical  service  above  the 
level  of  bureaucratic  and  political  normalcy.  The 
result  has  been  complete  realization  of  what  many 
sincere  critics  once  believed  a dangerous  dream, 
namely,  effective  cooperation  by  private  medicine 
with  an  agency  of  the  Federal  government  on  a 
basis  that  is  mutually  beneficial  and  safe. 

On  the  strength  of  this  working  agreement  with 
medical  colleges,  the  Veterans  Administration 
succeeded  in  establishing  a comprehensive  program 
of  research  which  attracted  highly  qualified  physi- 
cians. There  was  instituted  in  most  VA  hospitals 
under  the  auspices  of  the  deans’  committees  a 
residency  training  program  through  which  young 
physicians  pursue  their  specialties.  Another  in- 
novation was  the  appointment  of  attending  and  con- 
sulting physicians,  an  arrangement  which  assures 
patients  of  treatment  and  residents  of  instruction 
by  the  very  best  specialists  in  the  area. 

Indeed,  the  present  superb  performance  of  the 
VA  Department  of  Medicine  and  Surgery  repre- 
sents, in  our  judgment,  not  a triumph  of  Federal 
medicine  but  another  convincing  proof  of  the  in- 
dispensability and  advantages  of  private  medicine. 
There  can  be  no  serious  doubt  that  if  the  colleges 
and  private  practitioners  had  not  cooperated  with 
the  VA  program,  we  would  still  be  struggling  along 
today  with  a second-rate  veterans’  medical  setup. 
You  can  well  understand,  therefore,  that  when  we 
of  the  Legion  pay  tribute  to  the  continuing  services 
rendered  our  disabled  and  ill  veterans  by  various 
individuals  and  units  of  your  profession,  it  is  a 
tribute  that  comes  from  the  heart. 

Now  we  believe  that  you,  as  doctors,  are  just  as 
much  interested  in  maintaining  and  improving  the 
caliber  of  veterans’  medicine  as  we  are,  ana  we 
believe  you  will  oppose  as  we  do  any  attempt  to 
destroy  or  impair  these  high  standards  which  you 
have  had  a part  in  establishing.  And  yet,  that  is 
precisely  the  threat  that  confronts  us  today  in  very 
real  and  virulent  form. 

You  know  better  than  anyone  else  that  good  medi- 
cine, whether  private  or  public,  costs  good  money; 
like  everything  else  of  value  in  our  present  economy, 
it  comes  high.  In  apparent  disregard  of  this  fact, 
the  House  of  Representatives  has  approved  and  the 
Senate  is  now  considering  an  appropriation  for  the 
Veterans  Administration  that  would  bring  on  severe 
retraction  if  not  outright  collapse  of  the  veterans’ 
medical  and  hospital  services.  We  do  not  want  that 
to  happen.  We  do  not  believe  that  vou  or  any 
other  American  cognizant  of  the  implications  of 


these  proposed  budget  cuts  will  acquiesce  in  theii 
adoption. 

I am  aware  that  the  occupant  of  my  present 
office  is  oftentimes  charged  with  bias  or  at  least 
extreme  partisanship  on  this  particular  issue.  I 
shall  not  attempt  to  evaluate  the  basis  of  that  as- 
sumption. I am  confident,  however,  that  everyone 
here  present  is  fully  qualified  by  personal  experience 
to  pass  upon  the  merit  of  this  particular  case. 

Let  us  bear  in  mind  at  the  outset  that  the  action 
of  the  House  represented  not  the  first  but  the  third 
reduction  in  the  budget  request  of  the  people  who 
actually  carry  on  the  agency’s  work  across  the 
country.  The  initial  cut  was  made  by  the  front 
office  of  the  VA  itself,  after  all  of  the  estimates  were 
in  from  branch  offices,  hospital  managers,  and  the 
like  in  the  field.  This  reduced  figure  then  wasj 
hacked  a second  time  by  the  Bureau  of  the  Budget — I 
an  organization,  incidentally,  which  has  consistently! 
evidenced  great  ignorance  of  the  needs  and  objec-j 
tives  of  the  VA  medical  program.  So  the  body  had! 
already  been  twice  under  the  economy  knife  before! 
the  House  went  to  work  on  it. 

Now  what  will  happen  if  this  House  cut  stands?! 

The  people  who  run  the  VA  Department  of  Medi-I 
cine  and  Surgery  have  announced  their  intention  tol 
sacrifice  quantity  rather  than  quality.  They  esti-l 
mate  that  at  least  21  hospitals  will  have  to  be  closed! 
for  lack  of  funds;  we  believe  the  figure  may  reach! 
35.  If  you  give  them  the  benefit  of  the  doubt,! 
you  find  that  approximately  6,000  of  the  lost  beds! 
will  come  out  of  the  psychotic  and  tubercular] 
categories.  What  is  to  become  of  the  patients] 
who  now  occupy  these  beds  and  of  the  veterans] 
waiting  to  occupy  them?  These  are  individuals] 
who  have  to  be  hospitalized  in  the  public  interest.! 
Are  the  states  and  communities  prepared — is  New] 
York  State  prepared  to  assume  this  extra  burden?  | 

They  preach  of  economy,  those  who  propose  tol 
“do  something”  about  veterans  in  Federal  hos-1 
pitals,  but  where  is  the  economy  in  bucking  re- 
sponsibility from  one  type  of  public  institution  tol 
another?  If  we  want  to  be  brutally  practical  about! 
it  and  consider  only  the  dollar,  we  must  acknowledge! 
that  a move  necessitating  increased  taxes  at  the 
local  or  state  level  with  no  appreciable  decrease  in 
Federal  taxation  promises  rather  costly  relief  for 
the  family  budget. 

As  a matter  of  fact,  the  choice  between  quality  and 
quantity  under  the  impact  of  these  proposed  cuts 
simply  does  not  exist,  for  the  cuts  are  pinpointed 
in  a manner  that  would  virtually  preclude  con- 
tinued participation  of  medical  schools  in  the  VA 
program. 

A 50  per  cent  reduction  in  funds  for  research, 
according  to  the  Association  of  American  Medi- 
cal Colleges,  will  mean  the  closing  of  one  half 
of  the  81  laboratories  now  in  operation,  a 50  per 
cent  cutback  in  their  activities.  Several  hundred 
personnel  will  be  lost — some  of  whom  engage  in 
patient-care.  The  proposed  reduction  in  allow- 
ance for  contractual  services  will  mean  the  loss 
not  only  of  many  consulting  and  attending  physi- 
cians but  of  the  residents  they  teach — and  patient- 
care  suffers  on  both  counts.  And,  finally,  the 
failure  of  the  House  to  provide  funds  for  absorbing 
tho  pay  increase  granted  government  workers  last 
fall  will  mean  the  outright  dismissal  of  more  than 
5,000  personnel  directly  concerned  with  patient- 
care. 

I will  suggest  to  you  that  those  proposals,  coming  ! 
at  a time  when  30,000  veterans  are  waiting  admis- 1 
sion  to  VA  hospitals  and  when  the  VA  has  yet  to 
feel  the  full  impact  of  Korean  casualties,  pose  a 
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very  grave  challenge  to  the  medical  profession  itself. 
Organized  medicine,  while  contributing  heavily  to 
the  success  of  this  program,  has  in  turn  derived 
substantial  advantages  in  its  own  right.  I think 
you  will  agree  that  the  existing  arrangement  has 
accomplished  more  than  any  other  single  factor 
with  regard  to  meeting  the  need  for  advanced 
medical  education.  Certainly  it  is  cause  for  concern 
to  all  Americans  if  there  is  to  be  any  serious  re- 
trenchment in  this  important  area. 

I invite  your  attention  to  a statement  by  Dr. 
Paul  R.  Hawley  in  a letter  which  he  addressed 
several  weeks  ago  to  the  Senate  appropriations  sub- 
committee, urging  that  body  to  restore  needed 
medical  and  hospital  funds  to  the  VA  budget.  Dr. 
Hawley  propounded  this  warning  (and  I quote): 

“The  influence  for  good  exerted  by  the  medical 
service  of  the  Veterans  Administration  extends  far 
beyond  its  primary  field  of  activity.  This  service 
is  exerting  an  increasing  influence  upon  the  quality 
of  medical  care  available  to  all  of  our  people. 
Each  year  it  is  training  additional  hundreds  of 
doctors  in  the  advanced  technics  of  modern  medicine, 
who  will  spend  their  professional  careers  in  the 
private  practice  of  medicine.” 

And  Dr.  Hawley  added:  “If  the  resident-training 
program.  . . .is  destroyed  as  it  most  certainly  will 
be  destroyed  if  the  reduction  in  appropriations  is 
made,  the  country  will  in  the  future  lose  the  services 
of  these  highly  trained  doctors  because  there  are  no 
other  training  facilities  which  can  accommodate 
them,  and  the  number  of  specialists  trained  each 
year  in  this  country  will  be  reduced  by  the  number 
being  trained  in  veterans’  hospitals.” 

One  might  well  ask  why  is  it  that  a program  which 
has  proved  thoroughly  successful  and  which  is 
contributing  materially  to  the  strength  of  the 
nation  as  a whole  is  suddenly  threatened  with 
extinction.  In  the  American  Legion’s  judgment,  it 
did  not  just  happen  and  it  cannot  be  charged 
altogether  to  overzealous  economy  hunters.  Be- 
hind this  attack  and  paving  the  way  for  it  is  a well- 
organized  and  well-financed  campaign  aimed  at 
eliminating  the  entire  structure  of  veterans’  bene- 
fits. 

For  three  years,  an  organization  calling  itself  the 
Citizens’  Committee  has  propagandized  Congress 
and  the  country  in  an  effort  to  put  over  legislation 
that  would  make  an  administrative  shambles  of 
the  Veterans  Administration.  Its  leaders  have 
tried  and  thus  far  failed  to  sell  the  people  on  the 
idea  that  the  job  of  administering  veterans’  laws 
can  be  more  efficiently  done  by  three  or  four  or 
five  separate  agencies  than  by  a single  agency. 
They  have  tried  to  take  the  medical  and  hospital 
program  out  of  the  VA  and  make  it  the  frame  of  a 
proposed  new  superbureaucracy  having  a clear  title 
to  medical  monopoly. 

We  of  the  Legion  were  privileged  recently  to  join 
with  the  American  Medical  Association  and  spokes- 
men of  your  own  State  Society  in  vigorously  op- 
posing this  Department  of  Health  bill  before  Con- 
gressional committees.  We  share  your  concern 
that  such  a creation  would  inevitably  advance  the 
cause  of  socialized  medicine — and  were  the  care  of 
ill  and  disabled  veterans  not  directly  involved,  we 
would  have  fought  it  just  as  vigorously  for  that 
reason  alone. 

Unfortunately,  the  attacks  upon  the  existing 
veterans’  medical  system,  launched  by  the  advo- 
cates of  the  bill  and  widely  printed  in  the  public 
press,  have  given  rise  to  substantial  misunderstand- 
ing and  doubts  which  will  outlive  the  bill  itself. 
As  a result  of  these  attacks,  a number  of  Americans 


today  entertain  criticisms  of  the  system  which  do 
not  stand  inspection. 

It  has  been  alleged,  for  example,  that  all  of  the 
nation’s  19  million  veterans  are  direct  beneficiaries 
of  the  Federal  medical  program.  The  fact  is  that 
at  no  time  have  veterans’  hospitals  housed  more  than 
110,000  patients,  a figure  that  represents  one  half 
of  1 per  cent  of  the  total  veteran  population.  The 
average  veteran,  as  the  curious  critic  could  very 
easily  ascertain,  never  goes  near  a VA  hospital 
except  to  visit  friends. 

And  then  there  are  some  who  say  that  these  hos- 
pitals are  crowded  with  patients  who  do  not  really 
belong  there  because  their  disability  or  illness  is 
not  rated  service-connected.  But  they  neglect  to 
sajr  that  the  law  specifically  admits  these  veterans 
under  certain  specified  conditions  or  that  70  per 
cent  of  the  total  number  of  patients  in  VA  hos- 
pitals are  those  who  are  service-connected  and  who 
are  afflicted  with  mental,  tubercular,  or  other 
chronic  conditions.  And  they  never  tell  how  or 
where  or  at  whose  expense  these  chronic  cases 
are  to  be  treated  if  not  by  the  VA. 

It  is  also  alleged  that  VA  hospitals  are  not  oper- 
ated as  economically  as  private  hospitals,  and  the 
impression  is  given  that  there  are  large  numbers  of 
empty  beds  in  these  facilities.  As  a matter  of 
fact,  authoritative  civilian  hospital  groups  state 
that  85  per  cent  occupancy  is  considered  maximum 
operating  capacity  in  nongovernmental  hospitals, 
and  actual  occupancy  averages  less  than  80  per 
cent.  In  March  of  this  year  VA  hospitals  were  operat- 
ing at  92  per  cent  of  capacity. 

It  is  a tragic  thing  that  men  must  fight  wars, 
and  some  must  die,  and  others  incur  pain  and  suf- 
fering that  time  cannot  heal.  How  much  better  it 
would  be  if  the  defense  of  America  did  not  impose  so 
brutal  a burden  upon  the  citizens  of  America.  But 
despite  all  of  our  hopes  and  prayers,  wars  have 
been  our  lot,  and  your  countrymen  and  mine  who 
sacrificed  their  personal  well-being  did  so  at  their 
loss  and  the  nation’s  gain. 

Who  would  challenge  their  right  to  the  generous 
solicitude  of  all  Americans?  By  what  measure  of 
human  justice  are  we  to  advise  them  that  the  nation 
is  no  longer  able  or  willing  to  acknowledge  that 
right?  There  is  a law  compelling  attention  here 
which  is  written  in  the  soul  if  not  in  the  heart  of 
man.  We  will  do  well,  each  of  us,  to  consult  and 
obey  it. 

today,  -with  the  cost  of  two  wars  yet  unpaid,  we 
are  even  now  unable  to  foresee  the  still-mounting 
cost  of  a third.  The  line  of  battle  is  again  drawn, 
and  this  time  the  issue  is  a little  clearer,  the  odds  and 
the  stakes  a little  higher.  If  we  win  over  com- 
munism, if  we  turn  back  and  dismiss  the  communist 
thrust  for  domination  over  all  the  world,  we  shall 
surely  open  the  way  for  peace  over  all  the  world. 
If  we  fail,  then  the  achievements  and  objectives  of 
which  I have  spoken  today  and  all  of  the  values 
which  you  and  I know  as  Americans  will  lose 
their  meaning  and  reality. 

I am  one  of  those  who  is  unashamedly  proud  of 
his  country  and  deeply  confident  of  its  future. 
American  Legionnaires  are  cognizant  of  our  short- 
comings as  individuals  and  as  a nation,  but  we  have 
never  entertained  and  do  not  now  entertain  the 
slightest  doubt  as  to  the  capacity  of  the  American 
people  to  preserve  and  secure  the  things  for  which 
we  fought. 

The  present  danger  is  great,  but  we  find  there  is 
much  confusion  and  much  consternation  in  the 
land.  We  are  not  yet  mobilized  as  we  have  mo- 
bilized to  meet  great  dangers  of  the  past.  We 
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have  not  yet  asserted  that  spiritual  power  which  is 
inherent  in  a nation  founded  under  God,  and  which 
must  be  asserted  now  as  never  before  when  the 
power  of  the  enemy  is  predicated  and  bent  upon  the 
banishment  of  God. 

To  find  and  furnish  the  leadership  that  will  draw 
forth  these  expressions  of  our  total  strength  and 
that  will  activate  the  true  greatness  of  America  is 
the  responsibility  of  every  American  today.  It 
is  a task  to  which  the  American  Legion  is  fervently 
committed,  from  which  none  of  us  can  withdraw 
and  which  all  of  us,  working  and  praying  and 
pursuing  together,  will  accomplish  by  keeping 
faith  with  our  conscience,  our  God,  and  our  country. 

Commander  Donald  R.  Wilson:  Mr.  President, 
Mr.  Speaker,  and  members  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  I was  highly  honored  to  receive  this  very 
gracious  invitation  to  be  in  attendance  at  this 
meeting  and  to  address  a few  words  to  you. 

As  your  president,  has  told  you  I did  prepare  a 
statement  with  reference  to  the  outstanding  con- 
tribution made  by  the  medical  profession  to  the 
American  Legion’s  primary  program  of  rehabilita- 
tion, and  if  I remember  very  much  of  my  practice 
of  law,  I believe  that  the  proper  expression  for  me 
to  use  at  this  point,  Mr.  Speaker,  is  to  ask  leave  to 
file  and  have  made  a part  of  the  record  the  state- 
ment which  was  prepared.  But  when  I came  in 
your  president  indicated  to  me  that  it  was  his  hope 
that  I would  address  myself  to  the  general  subject  of 
foreign  relations,  and  it  is  a subject  which  I am 
always  pleased  to  talk  about.  However,  I do  ap- 
proach the  expression  of  views  on  the  subject  today 
with  some  feeling  of  trepidation,  and  I am  reminded 
of  a story  which  might  depict  to  you  my  feeling  at 
this  moment. 

It  is  a story  that  emanated  from  World  War  II, 
and  was  alleged  to  have  occurred  on  the  Island  of 
Midway,  upon  which  there  was  located,  among 
other  things,  a submarine  base  This  submarine 
base  was  guarded  by  a battalion  of  United  States 
Marines,  and  the  commanding  general  of  the 
Marines  in  that  area  decided  that  he  would  make  a 
tour  of  inspection  on  a Saturday.  His  plane, 
however,  was  like  mine  this  morning,  delayed  by 
bad  weather,  and  he  did  not  arrive  for  the  inspection 
until  the  early  hours  of  the  evening.  He  nonethe- 
less decided  he  would  carry  on,  and  everything 
went  beautifully  so  long  as  he  was  inspecting  the 
Marines,  but  he  got  just  a little  bit  out  of  his  area 
and  started  to  walk  down  a street  at  the  end  of 
which  there  was  located  an  enlisted  men’s  bar. 
As  sometimes  happens,  just  as  the  commanding 
general  was  approaching  that  given  area  at  which 
the  bar  was  located,  out  of  the  doors  of  the  bar 
came  a member  of  the  United  States  Navy,  who  had 
obviously  some  place  along  the  line  overestimated 
his  capacity.  The  inevitable  occurred,  as  you 
might  expect,  and  the  sailor  forgot,  as  he  passed 
the  commanding  general,  to  salute.  The  general 
was  affronted,  of  course,  and  he  called  to  the  sailor, 
“Sailor,  why  didn’t  you  salute  me?  Don’t  you 
know  who  I am?” 

The  sailor,  weaving  his  way  back  to  where  the 
general  was  standing  and  making  a very  obvious 
effort  to  focus  his  attention  on  the  situation  at 
hand,  shoving  his  face  quite  close  to  that  of  the 
general  said,  in  typical  Navy  parlance,  “No,  Mac, 
who  are  you?” 

Well,  the  general  didn’t  see  the  humor  in  the 
situation  at  all,  and  he  said,  “I’ll  have  you  know, 
sailor,  that  I’m  the  commanding  general  of  the 


Marines  of  this  area,  and  I expect  to  be  saluted  by 
all  grades  of  all  services  below  my  own.  Specifically, 

I expect  you  to  salute  me.” 

So  the  sailor,  standing  his  ground  but  making 
another  very  concentrated  effort  to  focus,  shoving 
his  face  still  closer  to  that  of  the  commanding 
general,  said  again  in  typical  Navy  parlance, 
“Look,  Mac,  you  got  a damned  fine  job  now. 
Don’t  go  around  lousing  it  up.”  ( Laughter ) 

So  it  is  with  the  feeling  and  the  hope  that  I may 
not  louse  this  up  that  I approach  the  discussion  of 
this  subject.  It  is  one  which,  of  course,  has  its 
overtones  in  one  of  your  own  primary  policies,  a 
policy  to  which  I directed  a few  remarks  on  the 
occasion  of  my  visit  with  your  house  of  delegates  of 
the  American  Medical  Association  when  it  met  at 
Los  Angeles.  You  are  pledged  to  the  resistance  of 
the  socialization  of  your  own  profession,  and  in 
your  resistance  your  strong  right  arm,  whether 
you  know  it  or  not,  is  the  American  Legion,  which 
year  after  year  has  been  mandated  out  of  its  national 
conventions  to  vigorous,  public  resistance  against 
the  socialization  of  your  own  profession.  ( Applause ) 
And  I say  that  that  program  is,  in  one  sense  of  the 
word,  a facet  of  our  foreign  relations  problem,  be- 
cause primarily  our  problem  of  foreign  relations 
today  is  the  problem  of  devising  those  steps  which 
we  must  take  to  resist  the  announced  threat  of 
communism  to  which  socialism  is  merely  a prelude. 

The  battle  that  we  fight  is  a battle  that  we  of 
America  have  not  asked  for.  It  is  a battle  which 
we  would  indeed  not  have  had  at  all,  had  the  choice 
been  left  to  us  I don’t  want  to  stand  here  and 
mouth  phrases  that  are,  perhaps,  hackneyed  ones, 
but  I do  believe  in  all  sincerity  that  we  must  take  at 
their  word  the  statements  made  by  the  leaders  of 
the  Soviet  Union  today.  They  have  promised  us 
today,  as  they  have  been  promising  us  for  thirty- 
four  years,  that  there  is  an  irreconcilable  conflict 
between  their  way  of  life  and  our  way  of  life.  They 
have  told  us  that  one  or  the  other  of  those  two 
ways  of  life  must  perish,  and  they  have  pledged 
themselves  publicly  to  the  destruction  of  our  way 
of  life,  so  that  we  are  in  fact  involved  today  in  a 
life  and  death  struggle.  It  is  a struggle  which  mani- 
fests itself  not  only  in  the  international  sphere  but 
also  in  the  domestic  sphere.  Tt  is  to  the  inter- 
national sphere,  however,  that  we  must  turn  our 
primary  attention  this  morning,  because  it  is  in 
that  sphere  that  we  are  demanding  so  much  by  way 
of  sacrifice,  and  it  is  to  that  sphere  that  we  are  i 
devoting  so  much  by  way  of  our  economic  and 
material  substance. 

It  seems  to  me  that  the  battle  which  is  raging 
at  the  present  time  between  the  United  States  of 
America  and  the  group  of  nations  surrounding  it 
and  the  Soviet  Union  and  the  satellite  nations  which 
it  has  grouped  about  itself  is  a battle  which  is 
actually  occurring  in  three  primary  areas:  First  of 
all,  it  is  an  ideologic  battle;  second,  it  is  an  economic 
battle,  and  third,  it  is  unfortunately  today  a mili- 
tary battle.  Knowing  that  you  are  pressed  for 
time  at  this  meeting,  I would  like  to  compress  my 
discussion  of  these  issues  in  as  few  words  as  possible. 

I said  that  this  was  an  ideologic  battle,  and 
in  that  connection  I would  remind  you  that  the 
ideology  which  the  Soviet  Union  is  propagating 
today  bears  no  resemblance  to  the  theoretic  com- 
munism which  was  announced  over  one  hundred 
years  ago,  which  has  been  the  subject  of  much 
literary  effort  during  the  intervening  years,  and 
which  many  of  you  studied  either  in  college  or  have 
studied  in  its  theoretic  aspects  since  you  removed 
from  college. 
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The  communism  which  we  are  talking  about  today 
is  nothing  more  nor  less  than  the  naked  belief 
of  the  leaders  of  the  Kremlin  that  all  power  for  all 
of  the  world  must  vest  ultimately  in  their  hands. 
To  that  end,  they  have  pledged  themselves  to  use 
every  means  available.  They  will  naturally  in- 
filtrate into  the  social  fabric  of  the  United  States 
and  other  nations.  They  will  utilize  every  point 
of  conflict,  point  of  difference  between  the  various 
elements  of  our  society  that  they  possibly  can.  They 
will  seize  upon  factors,  such  as,  for  example,  the 
socialization  of  medicine,  as  a means  of  spreading 
dissension,  as  a means  of  weakening  the  fabric  of 
our  own  life  in  what  is  an  extremely  crucial  area. 
They  will  play  upon  religious  and  racial  differences, 
economic  differences  in  groupings  as  best  they  can. 

We  have  a tendency  to  deprecate  their  efforts. 
We  have  a tendency  I am  afraid  to  say,  oh,  there 
is  really  nothing  to  fear.  No  one  of  any  real  sense 
is  going  to  espouse  to  the  cause  of  communism.  No 
one  is  going  to  subject  himself  to  enslavement  wrhen 
the  alternative  is  freedom,  but  let  us  not  brush 
aside  the  impact  of  the  philosophy  of  the  Soviet 
Union  quite  so  readily. 

You  gentlemen  are  accustomed  to  looking  at  facts. 
You  are  accustomed  to  placing  your  reliance  upon 
truth  as  you  know  it.  The  fact  of  the  matter  is 
that  the  leaders  of  the  Soviet  Union  have  made 
tremendous  gains  in  this  world.  The  fact  of  the 
matter  is  that  they  now  dominate  almost  one  half 
of  the  land  area  of  the  world.  The  fact  of  the 
matter  is  that  they  dominate  almost  one  half  of  the 
peoples  of  the  world.  So  do  not  brush  aside  the 
impact  wrhich  their  ideology  has  had  upon  this 
world.  It  has  had  a great  impact,  and  we  of  the 
United  States  have  failed  to  utilize  in  the  inter- 
national struggle  our  greatest,  most  limitless 
resource,  which  is  the  greatness  of  our  own  philoso- 
phy of  life  and  government.  The  reason  we  have 
not  utilized  it,  I fear,  is  because  our  leaders  have 
forgotten  what  it  was. 

Now  rvhere  are  they  going  to  find  out?  I would 
suggest  that  they  go  back  to  some  of  the  basic 
documents  that  emanated  from  the  struggle  of  the 
peoples  of  this  land  to  be  free  in  the  beginning.  If 
I had  to  compress  the  substance  of  Americanism  into 
a few  words,  I believe  that  I would  choose  the  open- 
ing words  of  our  Declaration  of  Independence  w'here 
it  was  said,  “We  hold  these  truths  to  be  self-evident: 
that  all  men  are  created  equal;  that  they  are 
endowed  by  their  Creator  with  certain  unalienable 
rights,  and  that  among  these  are  life,  liberty,  and 
the  pursuit  of  happiness.” 

Do  those  words  sound  to  you  as  though  they  come 
from  a different  era?  Do  they  sound  to  you  as 
though  they  are  words  that  properly  should  be 
memorized  by  school  children  and  then  forgotten 
and  deprecated  by  those  who  have  advanced  their 
educational  abilities  and  who  have  advanced  in 
their  position  in  life? 

No,  I say  to  you  that  those  words  constitute  a 
battle-tested  ideology.  Those  were  the  words  that 
made  the  tyrannies  of  their  time  tremble  and  within 
a few  years  fall.  Those  are  the  words  that  gave 
hope  to  the  oppressed  peoples  of  the  world  of  that 
time. 

Now  that  is  what  the  peoples  of  the  world  today 
are  looking  for.  They  are  looking  for  hope,  anci 
we  are  giving  to  them — which  leads  me  into  the 
second  phase  of  this  struggle — expressions  of  our 
economic  greatness.  We  are  interpreting  ourselves 
to  the  oppressed  peoples  of  the  world  in  terms  of 
our  fabulous  wealth,  in  terms  of  our  great  buildings, 
our  tremendous  communications  systems.  They 


don’t  even  understand  what  we  are  talking  about, 
so  instead  of  giving  to  them  hope  we  give  to  them 
confusion.  And  to  those  who  understand  our 
economic  greatness  what  do  we  do?  We  give 
awray  the  wealth  that  is  ours  and  which  we  have 
accumulated  over  the  years. 

We  have  an  economic  advantage  at  the  present 
time  over  the  Soviet  Union.  We  are  far  more  de- 
veloped industrially.  Our  economy  is,  generally 
speaking,  more  resilient  than  theirs.  Our  com- 
munication system,  it  is  true,  is  far  more  advanced 
than  theirs,  our  raw  material  resources  are  further 
developed,  and  our  markets  are  greater,  so  that  we 
have  an  initial  advantage  in  the  economic  phase  of 
this  struggle;  but  I would  remind  you  that  by 
gearing  our  foreign  policy  entirely  to  our  economic 
strength  we  have  placed  our  reliance  in  a limited 
resource.  Because  our  financial  and  our  economic 
capacity  is  basically  material,  we  must  acknowledge 
that  it  has  the  same  fault  that  all  material  things  do. 
It  has  a limitation,  and  we  are  giving  away  the 
substance  of  America;  and  I say  to  you  that,  al- 
though I don’t  know  whether  we  will  reach  the 
breaking  point  this  year,  or  next  year,  or  five  years 
from  now,  so  long  as  we  continue  giving  our  sub- 
stance away  without  getting  anything  in  return  for 
it,  we  run  the  risk  of  arriving  at  our  moment  of 
greatest  peril— economically,  ideologically,  and 
diplomatically  bankrupt.  There  is  now  approach- 
ing a time  when  we  must  stop  placing  our  primary 
reliance  upon  our  capacity  to  give  ourselves  away 
and  place  our  reliance  upon  getting  value  received 
for  value  given.  {Applause) 

The  illustration  of  our  giving  away  our  substance 
without  getting  anything  in  return  for  it  is  em- 
phasized in  the  third  aspect  of  this  world  struggle 
in  which  we  are  engaged,  the  military  aspect  which 
is  now  epitomized  and  dramatized  by  wdiat  is  going 
on  in  Korea.  I am  one  of  those  w'ho  believed,  and 
still  believe,  that  it  was  necessary  for  us  to  enter 
the  Korean  conflict.  We  were  faced  on  the  25th 
of  June,  1950,  with  the  first  overt  act  of  Soviet 
aggression,  accomplished,  it  is  true,  through  the 
instrumentality  of  one  of  her  satellites,  but  Soviet 
aggression  nonetheless.  It  occurred  in  an  area  of 
the  world  which  was  extremely  vital  to  our  defense, 
and  I say  that  fully  aware  of  the  fact  that  certain 
individuals  in  our  State  Department  wrho  presumed 
to  greater  military  knowledge  than  they  could 
possibly  possess  wrote  off  both  Korea  and  Formosa 
some  wyeeks  prior  to  the  time  that  the  aggression 
took  place.  They  said  that  they  were  no  longer  of 
concern  to  us,  and  now  we  have  expended  107,000 
American  casualties  because  they  wrere  wrong. 
They  created  by  their  ignorance,  to  use  a charitable 
expression,  a vacuum  into  which  Soviet  power  was 
naturally  encouraged  to  move — and  move  it  did. 

Korea  constituted  a dagger  that  was  pointed  at  the 
very  heart  of  Japan,  and  Japan  was  the  arch  in  the 
keystone  or  was  the  keystone  rather  in  the  arch  of 
our  Pacific  defenses,  so  that  w^e  had  to  defend  Korea 
if  we  were  to  hold  Japan;  and  we  had  to  hold  Japan 
unless  we  were  walling  to  drop  our  defense  line 
back  to  the  Hawaiian  Islands.  So  it  was  necessary 
that  we  enter  the  Korean  conflict,  and  I for  one 
was  proud  that  our  leaders  apparently  had  the 
courage  that  it  took  to  commit  us  to  a resistance 
to  Soviet  aggression. 

I was  proud,  even  during  those  days  when  our  own 
troops  were  being  severely  mauled  and  w'hen  they 
were  forced  back  to  that  limited  perimeter  around 
Kaesong.  I was  even  prouder  when  we  marshalled 
our  resources  and  when  we  launched  our  own  coun- 
terattack beginning  with  those  magnificent  landings 
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at  Inchon  and  driving  the  enemy  almost  up  to  the 
Yalu  River;  and  then  I became  discouraged,  not 
because  the  Chinese  Communists  entered  the  fray 
and  drove  us  back,  but  because  our  leaders  then 
committed  our  troops  and  committed  our  nation  to 
a policy  which  was  advantageous  not  to  us  but  to 
the  enemy.  They  deprived  us  of  the  opportunity 
of  gaining  victory.  Then  they  entered  into  nego- 
tiations— negotiations  calculated  to  produce  a 
cease  fire  which  in  some  way  or  another  was  to  be 
built  into  an  armistice,  which  in  some  way  or  an- 
other was  to  give  our  diplomatic  negotiators  further 
time  to  negotiate  further  about  issues  that  had  not 
been  resolved  during  the  negotiations  of  the  preced- 
ing steps. 

You  will  not  find  the  basic  issues  which  took  us 
into  the  Korean  conflict  being  discussed  under  that 
big  tent  at  Panmunjom  today.  You  will  not  find 
the  question  of  repelling  and  punishing  aggression 
or  of  bringing  about  a political  unification  of  Korea 
being  discussed.  No,  you  will  find  basically  that 
what  we  are  trying  to  do  up  to  this  point  at  least  is 
to  sue  for  peace — to  sue  for  peace  if  not  at  any 
price  at  least  at  the  best  price  we  can  get — and 
during  these  ten  months  of  negotiation  we  have 
given  to  our  enemy  an  opportunity  to  build  up 
militarily,  build  up  the  resources  which  he  has  at  his 
disposal. 

Now  we  are  manifesting  some  degree  of  impatience 
at  the  progress  of  the  negotiations.  I say  to  you 
that  it  is  high  time  that  we  do  manifest  impatience 
because  throughout  these  negotiations  we  have 
won  the  disrespect  of  the  oppressed  peoples  of  the 
world.  They  have  seen  us  sit  down  at  a conference 
table  with  strictly  a fifth  rate  power  and  negotiate 
over  the  question  of  whether  we  are  going  to  repudi- 
ate our  obligations  to  oppressed  peoples,  whether 
we  are  going  to  permit  the  North  Koreans  to  build 
military  fields  which  will  further  diminish  our 
strength  and  our  capacity  to  resist.  They  have  seen 
us  negotiate  over  the  ridiculous  question  of  whether 
the  Soviet  Union  is  to  be  considered  a neutral 
nation. 

The  United  States  of  America  does  not  increase  its 
prestige  before  the  world  by  negotiating  over  the 
obvious  and  showing  its  willingness  to  arrive  at  some 
kind  of  a deal.  No,  the  time  has  come  wdien  the 
United  States  of  America,  particularly  in  Korea, 
because  Korea  is  the  symbol  today  of  the  struggle 
that  is  going  on,  must  have  a policy  built  upon  firm- 
ness and  courage  rather  than  upon  weakness  and 
fear.  Our  entire  policy  has  been  developed  not 
because  we  believed  that  something  good  should  be 
done  for  America  but  because  we  were  afraid  of 
what  the  Soviet  Union  w-as  going  to  do.  Now  the 
time  has  come  when,  if  we  are  going  to  commit 
American  soldiers — and  I say  this  as  one  who  is 
subject  at  any  time  to  recall  to  active  duty — the 
time  has  come  when,  if  we  are  going  to  send  men 
out  to  fight  and  die,  w-e  are  going  to  have  to  give 
them  a clearly  defined  objective  to  reach,  and  above 
everything  else  we  are  going  to  have  to  give  them 
at  least  the  opportunity  to  emerge  victorious  from  a 
struggle  in  which  we  have  thrown  them. 

By  forming  up  our  policy,  by  devoting  ourselves 
to  the  accomplishment  of  the  original  high  ideals 


and  principles  which  took  us  into  this  struggle, 
we  will  then  acquire  much  of  the  respect  of  the  world 
that  we  have  so  far  failed  to  acquire.  We  pose  as 
a leader.  It  is  characteristic  of  those  who  are 
going  to  choose  between  leaders  that  they  measure 
the  capacity  and  the  determination  of  the  leader 
before  they  make  the  choice. 

So  far  the  Soviet  Union  has  acquired  the  offensive 
and  has  held  it  diplomatically,  ideologically,  and 
militarily.  That  is  bound  to  have  an  adverse  effect. 
Now  we  must  seize  the  initiative  from  the  Soviet 
Union.  Then,  and  only  then,  can  we  expect  people 
to  rally  to  us. 

We  will  seize  that  initiative  when  we  launch  into 
the  propaganda  battle  and  give  the  backing  to  our 
own  great  philosophy  of  life  and  government.  We 
will  seize  the  initiative  when  we  husband  our  re- 
sources and  when  w-e  utilize  them  to  buy — if  we  must 
utilize  them  for  buying  purposes — when  we  utilize 
them  to  buy  strength  immediately  at  our  disposal. 
And  we  will  seize  the  initiative  finally  when,  having 
been  thrown  into  the  caldron  of  war,  we  show  our- 
selves determined  and  capable  of  winning  whatever 
w-ar  it  may  be,  wherever  it  may  be,  to  the  end  that 
the  principles  that  took  us  into  the  war  may  be  es- 
tablished and  preserved. 

Yes,  you  are  waging  a battle  against  the  forces  of 
totalitarianism  of  the  medical  profession — and  a 
worth-while  battle  it  is — and  I believe  because  you  i 
have  so  many  millions  on  your  side,  among  whom  as  | 
I have  said  before  is  the  American  Legion,  that  you 
are  going  to  win  your  immediate  battle;  but  I give 
to  you  this  w-ord  of  warning — that  you  may  win  the 
immediate  battle,  but  unless  we  are  able  to  win  the 
international  struggle  ultimately  you  and  I both  will 
be  overwhelmed  with  something  much  more  insid- 
ious than  socialism  It  will  be  the  power  mad 
philosophy  of  the  leaders  of  the  Kremlin. 

America  is  confronted  with  a challenge.  You  and 
I are  confronted  w-ith  a challenge  now.  And  if  I 
know  my  America — and  I believe  that  I do,  because 
this  year  and  last  year  I have  traveled  all  over  it — 
America  will  rise  to  the  acceptance  of  this  challenge, 
just  as  it  has  risen  to  the  challenges  of  the  past.  We 
will  demand  and  get  firmness,  decision,  and  courage, 
to  the  end  that  our  principles,  our  ideals,  may  be  es- 
tablished under  God  for  ourselves  and  for  the  man- 
kind that  America  has  always  so  generously  con- 
tributed to. 

Thank  you!  ( Applause ) 

. . . The  audience  arose  and  applauded  . . . 

President  Kenney:  Commander  Wilson,  on  be- 
half of  this  House  of  Delegates  I would  like  to  thank 
you  very  sincerely  for  this  inspiring  address.  I am 
sure  it  is  one  of  the  highlights  of  this  convention,  and 
I am  sure  the  gentlemen  and  ladies  here  will  take 
home  this  message  and  ponder  it  seriously. 

Thank  you  very  much  indeed. 

Speaker  Holcomb  : To  add  to  Dr.  Kenney’s  trib- 
ute, I might  say  it  is  one  of  the  most  timely  and  fear- 
less messages  I have  ever  heard  before  this  House  of 
Delegates. 

I think  at  this  time,  members  of  the  House,  we 
have  had  a busy  morning,  and  I am  going  to  call  a 
recess  until  2:15  this  afternoon.  ( Applause ) 

. . . The  session  recessed  at  1 : 10  p.m.  . . . 
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AFTERNOON  SESSION 

Monday,  May  12,  1952 


The  House  convened  at  2 : 15  p.m. 

Speaker  Holcomb:  The  House  will  be  in  order. 

The  Sergeant-at-Arms  will  please  round  up  the 
members  and  bring  them  in,  if  possible. 

Before  the  recess  we  were  in  the  midst  of  resolu- 
tions from  Kings  County.  Is  Dr.  Weintrob  here? 
The  Chair  recognizes  Dr.  Weintrob. 

At  the  beginning  of  the  introduction  of  resolutions 
this  afternoon  I would  like  to  announce  that  if  the 
“whereases”  are  not  essential  to  the  text  of  the  res- 
olution, they  can  be  omitted  and  the  text  of  the 
resolution  given  with  a few  pertinent  “whereases” 
that  are  essential.  The  reference  committees  have 
to  consider  these  resolutions  in  detail,  but  I think 
the  House  would  appreciate  the  saving  of  time  if 
we  dispensed  with  the  reading  of  some  of  the 
“whereases.” 

Section  J+2  (see  155) 

Free  Choice  of  Plan  in  Voluntary  Health  Insurance 

Dr.  Morris  Weintrob,  Kings:  Mr.  Speaker, 
this  resolution  has  but  one  single  “whereas”;  how- 
ever, since  it  is  essential  to  the  final  “resolved”  I 
will  read  the  “whereas”  but  I ask  your  indulgence 
to  make  a few  general  comments. 

I was  rather  happy  you  declared  a recess  after 
Commander  Wilson’s  speech.  My  resolution  would 
have  come  as  an  anticlimax,  and  now  that  I can 
present  it  without  the  Commander’s  inspiring  words 
still  ringing  in  your  ears  I would  like  to  say  this: 
That  what  the  Commander  had  to  say  about  our 
country’s  position  in  world  affairs  is  about  where 
medicine  today  stands  in  the  affairs  of  our  country — 
and  I am  talking  about  the  steady  downward  march 
toward  socialism  and  perhaps  even  worse.  If  I 
were  to  read  this  resolution,  and  merely  read  it  as  it 
reads,  it  would  be  a very  sterile  effort  on  my  part. 
I cannot  see  why  delegates  can  year  after  year  give 
up  their  time  and  spend  their  money  to  reread  and 
reintroduce  resolutions  that  have  been  passed  by 
our  House  of  Delegates  and  go  into  the  State  Legis- 
lature in  the  form  of  bills,  and  die  in  committee,  not 
permitting  the  citizens  of  our  State  at  least  the  bene- 
fit of  a public  debate  on  the  floor  of  the  Senate  or 
the  Assembly. 

I am  going  to  introduce  this  resolution  in  the  hope 
that  at  the  next  session  of  the  Legislature  our  State 
Medical  Society  will  take  Commander  Wilson’s  ad- 
vice in  his  own  field,  that  it  will  be  firm  in  its  efforts 
to  get  this  bill  out  of  committee  so  that  it  will  get  on 
to  the  floor  of  the  Legislature  of  the  State,  the  Senate 
and  the  Assembly,  and  then  perhaps  get  into  the 
public  newspapers  and  get  a little  discussion  and 
action: 

“Whereas,  a bill  introduced  at  the  request  of 
the  Council  and  the  Legislation  Committee  of  the 
Medical  Society  of  the  State  of  New  York  in  rela- 
tion to  nonprofit  prepaid  health  insurance  corpora- 
tions, for  free  choice  of  plan,  failed  of  passage 
at  the  1952  session  of  the  Legislature  of  the  State 
of  New  York;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1953 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (Condon-Rabin)  and  work  actively 
for  its  passage.” 

Speaker  Holcomb  : That  is  referred  to  the  Ref- 
erence Committee  on  Report  of  the  Council,  Part 


IX,  on  Legislation,  of  which  Dr.  Ezra  A.  Wolff  is 
chairman. 

Section  43  ( See  157) 

Free  Choice  of  Physician 

Dr.  Aaron  Kottler,  Kings:  Mr.  Speaker  and 
gentlemen,  at  the  request  of  the  Medical  Society  of 
Kings  County  I am  reintroducing  the  resolution  on 
free  choice  of  physician,  which  resolution  has  also 
the  approval  of  the  Coordinating  Council  of  the  five 
County  Societies  of  the  City  of  New  York: 

“Whereas,  a bill  introduced  at  the  request  of 
the  Medical  Society  of  the  State  of  New  York  to 
amend  the  Insurance  Law  of  the  State  of  New 
York  in  relation  to  nonprofit  medical  indemnity, 
on  hospital  service  corporation,  for  free  choice  of 
physician  in  prepaid  voluntary  health  insurance 
plans,  failed  of  passage  at  the  1952  session  of  the 
Legislature  of  the  State  of  New  York;  therefore, 
be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1953 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (similar  to  Senate  Int.  1082  of  the 
1952  session)  and  work  actively  for  its  passage. 
Speaker  Holcomb:  That  is  referred  to  the  Ref- 
erence Committee  on  Report  of  Council,  Part  IX, 
Legislation,  of  which  Dr.  Wolff  is  chairman. 

Section  44  (See  158) 

Free  Choice  of  Physician  and  Free  Choice  of  Plan 
in  Voluntary  Health  Insurance 

Dr.  Aaron  Kottler,  Kings:  I have  another  res- 
olution on  a similar  subject,  and  I am  introducing 
this  at  the  request  of  the  Academy,  the  American 
Academy  of  General  Practice  of  the  State  of  New 
York.  It  concerns  the  free  choice  of  physician  and 
free  choice  of  plan  as  a provision  of  contracts  in 
voluntary  prepayment  plans  of  insurance: 

“Whereas,  voluntary  prepayment  plans  of  in- 
surance to  cover  the  costs  of  medical  care  have,  in 
some  instances,  contained  provisions  of  contracts 
constituting  infringements  upon  the  practice  of 
medicine,  notably  as  regards  the  free  choice  of 
physician,  and  with  reference  to  certain  groups  of 
employes,  and  in  other  instances  where  the  pro- 
visions of  the  contract  have  been  conducive  to  cor- 
porate practice  of  medicine;  and 

“Whereas,  one  bill  known  as  the  Panken  Bill 
providing  for  free  choice  of  physician  in  such 
plans,  and  another  bill  known  as  the  Condon- 
Rabin  Bill  providing  for  free  choice  of  plans  were 
introduced  m the  last  session  of  New  York  State 
Legislature  and  failed  of  action;  therefore  be  it 
hereby 

“Resolved,  that  the  above-mentioned  legisla- 
tion be  studied  by  the  Medical  Society  of  the 
State  of  New  York  along  with  all  other  legislation 
having  to  do  with  contractual  provisions,  with  a 
view  to  decision  as  to  action  which  the  Society 
may  advisedly  take  to  conserve  the  best  interests 
of  the  medical  profession;  and  be  it  further 

“Resolved,  that  a comprehensive  report  of  find- 
ings be  submitted  in  the  form  of  a report  published 
in  the  New  York  State  Journal  of  Medicine 
not  later  than  the  time  of  the  147th  Annual  Meet- 
ing, by  the  agency  of  the  Society  to  which  the  sub- 
ject is  referred.” 
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Speaker  Holcomb:  That  is  also  referred  to  the 
Reference  Committee  on  Report  of  Council,  Part  IX, 
Legislation,  Dr.  Ezra  A.  Wolff,  chairman. 

Section  46  {See  162) 

Practice  of  Psychiatry 

Dr.  Irving  Sands,  Kings:  This  concerns  the 
practice  of  psychiatry.  Mr.  Speaker  and  members 
of  the  House  of  Delegates,  I am  introducing  these  res- 
olutions at  the  request  of  the  New  York  Society  for 
Clinical  Psychiatry,  the  Brooklyn  Psychiatric  So- 
ciety, the  Bronx  Society  of  Neurology  and  Psychi- 
atry', the  Nassau  County  Psychiatric  Society,  and 
the'  Section  on  Psychiatry  and  Neurology'  of  the 
Queens  County  Medical  Society. 

“Whereas,  psychiatry  is  a branch  of  the  prac- 
tice of  medicine,  and  anyone  attempting  to  make  a 
diagnosis  or  treat  patients  by  psychotherapeutic 
methods  is  practicing  medicine;  and 

“Whereas,  the  practice  of  psychiatry  should 
come  under  the  definition  of  the  practice  of  medi- 
cine as  defined  in  paragraph  4,  section  65  of  the 
Education  Law;  and 

“Whereas,  the  Attorney  General  of  the  State 
of  New  York  in  or  before  1945  did  render  an 
opinion  to  the  effect  that  suggestive  therapeutics 
(hypnosis)  is  within  the  meaning  of  the  term 
‘practice  of  medicine’  and  its  practice  is  therefore 
forbidden  except  by  a duly  licensed  physician  or 
surgeon ; and 

“Whereas,  the  Medical  Practice  Act  does  not 
specifically  include  mental  and  nervous  diseases  as 
diseases  within  the  meaning  of  the  law;  and 

“Whereas,  as  long  as  psychologists  and  psy- 
chiatric social  workers  claim  only  to  be  giving  ad- 
vice, counsel,  or  guidance,  they  may,  as  matters 
now  stand,  avoid  prosecution  for  practicing  medi- 
cine; therefore,  be  it 

“Resolved,  that  the  Legislature  of  the  State  of 
New  York  be  requested  to  protect  the  public  in- 
terest further  by  strengthening  the  Education 
Law,  accomplishing  this  by  specifically  including 
mental  and  nervous  diseases  within  the  meaning 
of  the  law,  confining  the  diagnosis  and  treatment 
of  such  conditions  to  duly  licensed  physicians; 
and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  to  be  introduced  a bill  (similar 
to  Senate  Int.  1836  in  the  year  1949)  carrying  out 
the  intent  of  this  resolution  and  work  actively  for 
its  passage.” 

Speaker  Holcomb:  That  resolution  is  referred  to 
the  Reference  Committee  on  Report  of  Council, 
Part  IX,  Legislation,  of  which  Dr.  Ezra  A.  Wolff 
is  chairman. 

May  I remind  the  men  introducing  these  resolu- 
tions again  that  they  try  to  omit  as  many  unneces- 
sary “whereases”  as  possible?  I think  we  would  all 
appreciate  that. 

Section  1,6  (See  160) 

Hospital  Practice  of  Medicine 

Dr.  Abraham  Koplowitz,  Kings:  This  is  a short 
one,  and  it  is  a pity  it  has  to  be  introduced  every 
year  because  although  it  fails  of  any  real  action,  it 
will  die  unless  we  keep  on  introducing  it.  This  con- 
cerns the  hospital  practice  of  medicine. 

“Whereas,  hospitals  are  engaged  in  the  prac- 
tice of  medicine  through  the  medium  of  hiring 
physicians,  particularly  in  the  fields  of  anesthesiol- 
ogy, pathology,  roentgenology,  and  physiother- 
apy, and  in  some  instances  hiring  full-time  sur- 


geons, internists,  and  other  specialists  on  a salary 
basis;  and 

“Whereas,  some  hospitals  are  collecting  fees 
from  private  patients  for  the  services  rendered  by 
these  hired  physicians  at  a profit  to  the  hospitals; 
and 

“Whereas,  these  practices  are  both  unethical 
and  illegal;  therefore  be  it  hereby 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  of  the 
Friedman  Bill  (Senate  Int.  2402-49)  which  was 
passed  by  the  State  Senate  at  the  1949  session  of 
the  Legislature  of  the  State  of  New  York,  this  bill 
being  designed  legally  to  prohibit  any  hospital 
from  practicing  medicine  as  defined;  and  be  it 
further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  work  actively  for  its  passage.” 
Speaker  Holcomb:  That  will  also  be  referred  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  of  which  Dr.  Ezra  A.  Wolff  is 
chairman.  Dr.  Wolff’s  committee  is  going  to  have  a 
busy  time. 

If  there  are  no  more  from  Kings  County,  I will 
recognize  Dr.  Hevd  who  has  a resolution  to  intro- 
duce. 

Section  47  (See  102) 

Revision  of  Master  Policy  Excluding  “Ghost  Sur- 
gery” 

Dr.  Chas.  Gordon  Heyd,  Past-President:  This 
is  a resolution  from  the  Malpractice  Insurance  and 
Defense  Board  and  deals  with  “ghost  surgery”: 

“Whereas,  ‘ghost  surgery’  may  be  described  as 
any  surgical  procedure  performed  by  a surgeon 
who  is  paid  for  his  services  by  a referring  physi- 
cian, without  the  surgeon’s  role  being  known  to 
the  patient  or  to  those  responsible  for  the  patient 
(American  College  of  Surgeons,  November,  1951); 
and 

“Whereas,  the  practice  of  so-called  ‘ghost  sur- 
gery’ is  in  violation  of  the  fundamental  principles 
of  medicine  and  a direct  violation  of  the  code  of 
ethics  in  that  it  is  illegal  and  deprives  the  patient 
of  all  knowledge  of  his  surgeon  both  before  and 
after  operation;  and 

“Whereas,  the  growth  of  this  deplorable  prac- 
tice is  increasing  and  must  command  the  attention 
of  the  Medical  Society  of  the  State  of  New  York; 
and 

“Whereas,  malpractice  insurance  losses  caused 
by  those  who  engage  in  this  practice  are  now 
charged  to  the  Group  Plan  of  malpractice  insur- 
ance and  defense  and  must  be  paid  by  members 
who  condemn  such  practice;  now,  therefore  be 
it 

“Resolved,  that  the  Malpractice  Insurance  and 
Defense  Board  of  the  Medical  Society  of  the  State 
of  New  York  be  authorized  and  directed  to  dis- 
continue any  malpractice  insurance  of  an  individ- 
ual who,  it  is  determined  to  the  satisfaction  of 
the  Board,  employs  or  accepts  employment  as  a 
surgeon  to  practice  ‘ghost  surgery’;  and  be  it  fur- 
ther 

“ Resolved , that  the  Board  be  authorized  and 
directed  to  negotiate  with  the  Employers  Mutual 
Liability  Insurance  Company  of  Wisconsin  an 
amendment  to  the  master  policy  issued  to  the 
Medical  Society  of  the  State  of  New  York  which 
in  effect  will  exclude  liability  on  account  of  suits 
or  claims  growing  out  of  or  caused  by  the  employ- 
ment of  or  the  acceptance  of  employment  as  a 
‘ghost  surgeon.'  ” 
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Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Reports  of  Malpractice 
Insurance  and  Defense  Board  and  Legal  Counsel,  of 
which  Dr.  Norman  S.  Moore  is  chairman. 

At  this  time,  members  of  the  House  of  Delegates, 
I would  like  to  pay  my  compliments  to  Dr.  Gordon 
Heyd,  who  has  been  our  past-president  of  the 
American  Medical  Association,  and  who  has  done  a 
tremendous  job  in  our  malpractice  insurance  work. 
Thank  you,  Dr.  Heyd.  ( Applause ) 

Section  4-8 

Address  by  Dr.  Louis  H.  Bauer,  President-Elect  of 
the  American  Medical  Association 

Speaker  Holcomb:  Before  considering  am-  fur- 
ther resolutions,  I have  somewhat  of  an  apology  to 
make  to  two  of  our  distinguished  members  of  this 
House  of  Delegates,  or  rather  former  members.  You 
know  the  old  saying  is  perhaps  rather  true,  that  a 
prophet  is  not  without  honor  save  in  his  own  coun- 
try. I make  this  remark  with  the  consideration  that 
one  of  our  very  dear  friends  and  former  members, 
who  is  president-elect  of  the  American  Medical  As- 
sociation, Dr.  Louis  H.  Bauer,  is  with  us.  I am 
going  to  ask  him  in  a few  moments  to  address  the 
House  on  a rather  important  subject. 

I would  also  like  to  call  attention  to  the  fact  that 
Dr.  James  Reuling,  vice-speaker  of  the  American 
Medical  Association  house  of  delegates,  is  with  us. 
I know  Jim  is  here,  and  I wish  to  recognize  him  of- 
ficially. 

Is  Dr.  Bauer  present?  The  Chair  recognizes  Dr. 
Bauer. 

. . . The  delegates  arose  and  applauded  . . . 

Dr.  Louis  H.  Bauer:  Mr.  Speaker  and  mem- 
bers of  the  House  of  Delegates,  I want  to  talk  to  you 
this  afternoon  on  something  that  is  not  primarily  a 
matter  for  this  House  of  Delegates,  but  with  which  I 
think  you  should  be  familiar. 

On  Saturday  morning  I returned  from  Europe 
after  a month  tour  over  there.  One  of  the  things 
which  I was  attending  to  was  a meeting  of  the  Coun- 
cil of  the  World  Medical  Association,  in  which  was 
discussed  a convention  which  is  to  be  held  in  Geneva 
in  June  by  the  International  Labour  Organization. 
Those  of  you  who  attend  the  dinner  on  Wednesday 
night  may  hear  me  say  something  about  this,  but  as 
some  of  you  may  not  be  here  that  night,  I think  you 
should  all  be  familiar  Math  what  is  happening. 

The  International  Labour  Organization  is  having 
this  convention  primarily  to  consider  minimum 
standards  for  social  security,  including  medical  care 
under  social  security.  Those  of  you  who  have  fol- 
lowed that  organization  may  realize  that  several 
years  ago  it  brought  up  the  question  of  medical  care 
in  social  security  and  indicated  that  they  were  aim- 
ing at  a program  for  medical  care  to  be  adopted  by 
every  country.  Now  this  convention  is  to  consider 
these  minimum  standards.  A document  that  thick 
{indicating  several  inches ) is  being  passed  around  to 
the  delegates  of  this  convention.  A lot  of  it,  of 
course,  has  to  do  with  other  aspects  of  social  security 
than  medical  care,  but  some  of  it  pertains  to  that. 
The  only  information  which  is  being  given  to  those 
delegates  relative  to  medical  opinion  on  this  question 
is  the  medical  opinion  of  a so-called  committee  of  ex- 
perts, and  this  committee  of  experts  is  so  constituted 
that  anyone  who  is  familiar  with  the  personnel  of 
that  committee  could  have  told  beforehand  what  re- 
port they  would  put  in. 

You  might  not  be  familiar  with  the  foreign  mem- 
bers on  that  committee,  but  I am.  You  would  be 
familiar  with  the  American  who  was  on  the  com- 


mittee. The  report  which  they  have  put  in  scoffs  at 
the  fee-for-service  system  and  makes  unwarranted 
slurs  against  the  medical  profession,  intimating  that 
the  fee-for-service  system  is  one  which  encourages 
the  doctor  to  keep  the  patient  sick  and  not  to  get 
him  wrell,  that  it  deters  him  from  sending  the  patient 
to  a hospital  or  other  institution  for  his  own  financial 
advancement.  That  is  the  type  of  tripe  which  is 
being  put  forth  to  these  delegates.  They  then  dis- 
cuss the  capitation  fee  system,  which  we  don’t  have  in 
this  country  but  which  they  do  have  in  several  others, 
winch  as  you  know  is  on  the  panel  system — the  physi- 
cian receives  so  much  per  person  on  his  panel  whether 
he  takes  care  of  him  or  not.  They  think  that  is  a 
little  better,  but  they  decry  that  also  and  come  out 
strongly  for  a full-time  salaried  medical  service. 

The  aim  of  this  organization  is  to  have  a conven- 
tion adopted  which  will  be  submitted  to  every  govern- 
ment in  the  world  for  ratification — and  bear  in 
mind  that  the  United  States  is  a member  of  the  In- 
ternational Labour  Organization.  The  World  Medi- 
cal Association  has  adopted  certain  principles  on 
social  security,  with  which  you  may  be  familiar.  In 
this  meeting  in  Brussels  we  expanded  those  prin- 
ciples to  clarify  them  and  explain  just  what  wre 
meant  by  them  and  adopted  a general  discussion  on 
the  whole  philosophy  of  social  security,  particularly 
with  its  tendency  to  rob  the  individual  of  the  incen- 
tive to  care  for  himself  or  his  dependents  but  to  place 
that  responsibility  completely  upon  government. 

Four  of  us  went  to  Geneva  to  discuss  this  wdth 
officials  of  the  International  Labour  Organization. 
There  were  Dr.  Knutson,  of  Sweden,  Dr.  Routley  of 
Canada,  Dr.  Maystre,  of  Switzerland,  and  I.  We 
asked  that  the  opinion  of  the  practicing  profession  of 
the  world  at  least  be  given  to  the  delegates  attending 
this  convention,  feeling  that  they  should  at  least 
have  both  sides  of  the  evidence  before  coming  to  any 
conclusion. 

We  were  told  that  the  secretariat  had  no  authority 
to  have  anything  to  do  with  policies.  They  did  not 
hesitate  to  send  this  other  report  to  the  delegates,  but 
they  declined  to  send  ours,  so  we  are  talcing  steps  to 
see  that  the  delegates  attending  this  convention  re- 
ceive what  the  World  Medical  Association  feels 
about  any  such  system  as  is  being  proposed  in  this 
International  Labour  Convention. 

You  heard  Commander  Wilson  this  morning  speak 
about  certain  international  complications.  He  told 
you  also  that  for  the  time  being  the  socialization  of 
medicine  in  this  country  was  in  abeyance.  That  is 
true,  but  don’t  think  for  one  minute  that  its  pro- 
ponents have  stopped,  and  don’t  forget  that  you 
have  not  only  to  face  attempts  by  individuals  in  this 
country  for  socialized  medicine,  but  you  have  at- 
tempts by  an  international  organization  to  socialize 
medicine. 

There  have  been  many  conventions  proposed  by 
international  organizations,  among  them  the  Human 
Rights  Convention.  In  that  convention  there  is  a 
provision  for  medical  care  bv  legislation  on  the  part 
of  various  governments.  The  World  Medical  As- 
sociation protested  against  that  and  sent  its  protest 
to  the  United  Nations  and  the  World  Health  Organ- 
ization. 

A judge  in  a California  court — I think  it  wras  Cali- 
fornia— ruled  with  reference  to  a certain  law  as  to 
the  ownership  of  property,  that  the  adoption  by  the 
United  States  of  membership  in  the  United  Nations 
abrogated  the  constitution  of  the  State  of  California. 
The  Supreme  Court  of  the  United  States  has  not  yet 
acted  on  this  question,  but  bear  in  mind  that  if  the 
Supreme  Court  should  sustain  the  California  court, 
the  United  States  Constitution  and  Bill  of  Rights 
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would  be  out  of  the  window,  and  we  would  be  gov- 
erned primarily  by  regulations  of  international 
organizations. 

Gentlemen,  we  have  to  be  alert,  and  we  have  got 
to  be  in  contact  with  both  labor  and  management  to 
see  that  some  of  these  things  are  not  put  over  on  us 
from  the  outside  as  well  as  from  the  inside. 

Some  of  you  also  may  have  had  communications 
from  various  international  medical  organizations 
asking  you  to  support  them  and  become  members. 
I urge  you  to  be  very  careful  before  you  associate 
yourself  with  any  of  them.  I am  not  talking  about 
the  international  scientific  organizations.  They  deal 
only  in  scientific  matters,  and  that  I am  not  dis- 
cussing, but  I am  talking  about  these  other  inter- 
national organizations,  many  of  which  have  high- 
sounding  names,  usually  one  of  them  to  do  with 
world  peace,  and  most  of  them  are  the  direct  result 
of  the  so-called  Stockholm  Peace  Petition.  One  in 
particular,  about  which  you  may  have  heard,  and 
which  may  have  tried  to  proselyte  you  into  member- 
ship, is  this  World  Congress  of  Physicians,  which  has 
its  headquarters  in  Rome.  Gentlemen,  that  is  a 
communist-sponsored  organization.  Unfortunately, 
they  have  some  names  on  their  letterhead  of  reput- 
able individuals,  nearly  all  of  whom  knew  nothing 
about  their  names  being  placed  there,  and  they  never 
gave  their  consent  to  it.  Some  of  them  have  de- 
manded that  their  names  be  removed,  but  they 
have  not  been. 

There  is  only  one  organization  other  than  the 
scientific  organizations  which  stands  for  the  freedom 
of  the  medical  profession,  the  freedom  of  the  prac- 
tice of  medicine,  and  the  freedom  of  medical  re- 
search, and  that  is  the  World  Medical  Association; 
and  it  is  acting  in  an  international  capacity  to  repre- 
sent the  opinion  of  the  doctors  of  the  world  and  the 
national  association  just  as  the  American  Medical 
Association  is  representing  you  on  a national  level — 
and  I urge  you  to  support  both  organizations. 

The  World  Medical  Association  needs  a great  deal 
of  help  to  carry  out  the  programs  which  it  has  in 
mind.  One  of  the  most  important  is  the  education 
of  the  people  of  the  various  countries  in  the  dangers 
of  international  organizations  trying  to  step  in  and 
control  medical  activities  in  the  various  countries. 

Bear  in  mind  that  you  can  be  socialized  from  with- 
out just  as  well  as  from  within.  The  World  Medical 
Association  is  not  a political  organization,  but  it  does 
stand  for  freedom  no  matter  in  what  guise  it  may  be, 
and  it  is  against  the  control  of  medicine  by  govern- 
mental agencies.  It  is  the  only  organization  which 
can  speak  on  an  international  standpoint  to  repre- 
sent the  opinion  of  the  practicing  physician. 

This  expert  committee  which  I mentioned  a 
moment  ago  that  reported  to  the  International 
Labour  Organization  consisted  of  various  physicians 
from  different  parts  of  the  world,  not  one  of  whom 
was  a practicing  physician.  One  of  them  was  not 
even  a physician.  Only  one  of  them  ever  had  been  a 
practicing  physician,  and  that  was  so  long  ago  that  it 
didn’t  count,  yet  that  is  the  type  of  information  that 
is  being  given  to  an  international  convention  thatmay 
have  something  to  do  with  the  practice  of  medicine 
in  this  country. 

I am  sorry  to  have  taken  so  much  time,  Mr. 
Speaker,  but  I felt  that  the  members  of  this  House 
of  Delegates  should  know  what  is  in  the  offing  so  that 
they  can  be  on  their  guard  to  see  that  if  this  conven- 
tion is  adopted  by  this  Internationa)  Labour  Organi- 
zation, we  can  see  to  it  that  it  is  never  ratified  by  the 
United  States. 

Thank  you!  ( Applause ) 

Speaker  Holcomb:  Thank  you,  Dr.  Bauer. 


I think  all  of  us  realize  what  an  important  position 
Dr.  Bauer  holds,  both  as  president-elect  of  the 
American  Medical  Association  and  as  secretary- 
general  of  the  World  Medical  Association.  He  cer- 
tainly is  in  a position  to  enlighten  us  in  regard  to  the 
function  of  the  World  Medical  Association. 

The  next  county  for  the  introduction  of  resolutions 
is 

Lewis 

Livingston 

Madison 

Monroe 

Section  49  ( See  123) 

Care  of  the  Aging  Population 

Dr.  Leonard  Horn,  Monroe:  Mr.  Speaker  and 
members  of  the  House,  the  following  resolution  is 
presented  by  the  delegation  from  the  Medical  So- 
ciety of  the  County  of  Monroe.  The  substance  of 
the  resolution  has  to  do  with  insurance  against 
catastrophic  illness  in  the  aging  population.  A copy 
of  the  resolution  has  been  distributed  among  the 
delegates.  The  resolution  is  as  follows: 

“Whereas,  the  care  of  our  aging  population  is 
rapidly  becoming  a serious  sociologic  problem; 
and 

“Whereas,  modern  medicine  with  its  scientific 
advances  has  contributed  to  this  problem  by  in- 
creasing the  number  in  this  group;  also,  by  the 
same  token,  it  has  made  the  cost  of  illness,  par- 
ticularly in  this  age  group,  a serious  economic 
problem.  People  do  not  die  as  quickly  as  formerly. 
Their  illnesses,  now  with  our  use  of  antibiotics, 
blood,  physical  medicine,  x-ray  therapy,  iso- 
topes, and  improved  surgical  procedures,  are  more 
likely  to  become  protracted.  These  illnesses  usu- 
ally require  complicated  diagnostic  procedures  and 
invariably  hospital  care;  and 

“Whereas,  Oscar  Ewing,  apparently  aware  of 
this  problem,  has  approached  it  with  a plan  sup- 
ported heartily  by  President  Truman.  This  is  a 
modified  form  of  ‘compulsory  health  insurance’  for 
the  age  group  sixty-five  and  over.  His  plan  is 
socialized  medicine  as  we  have  come  to  know  it, 
only  in  slightly  camouflaged  form.  Recently 
legislation  to  implement  this  plan  has  been  intro- 
duced in  the  House  and  Senate;  the  Senate  bill  is 
sponsored  by  Senators  Murray  and  Humphrey; 
the  House  bill,  by  Representatives  Dingell  and 
Celler;  and 

“Whereas,  it  is  intended  that  all  people  sixty- 
five  years  and  over  be  entitled  to  free  hospital  care 
without  depriving  them  of  their  right  to  a physi- 
cian of  their  own  choice  for  any  illness  or  group  of 
illnesses  extending  for  more  than  thirty  days  in 
any  one  calendar  year.  The  expense  for  the  first 
thirty  days  is  to  be  borne  either  by  the  patient 
(Blue  Cross  Plan,  other  insurance,  or  by  himself 
completely),  his  family,  or  in  the  case  of  welfare 
clients  by  the  municipality;  and 

“Whereas,  it  is  further  intended  that  these 
individuals  be  entitled  to  semiprivate  or  ward  ac- 
commodations. If  these  are  not  available,  they 
may  be  temporarily  placed  in  private  accommoda- 
tions until  semiprivate  or  ward  beds  are  available; 
and 

“Whereas,  the  medical  profession  should  be 
leaders  in  advocating  such  legislation  so  that  they 
may  help  formulate  a workable  plan  and  avoid 
pitfalls  so  apparent  in  compulsory  health  insurance 
as  advocated  by  Oscar  Ewing  in  this  country  and 
Aneurin  Bevan  in  England;  and 

“Whereas,  municipal  implementation  is  likely 


47 


Part  II— September  1,  1952]  MINUTES  OF  THE  ANNUAL  MEETING 


to  be  overly  political  and  Federal  management  too 
remote  and  not  in  touch  with  local  situations; 
therefore  be  it  hereby 

“Resolved,  that  a study  be  made  by  the  Medical 
Society  of  the  State  of  New  York  of  a plan  to  be 
presented  to  the  New  York  State  Legislature 
whereby  the  problems  presented  above  can  be 
alleviated  by  State  aid.” 

Speaker  Holcomb:  Thank  you,  Dr.  Horn.  That 
will  be  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  VI,  Economics  and  Public 
Medical  Care,  of  which  Dr.  Gerald  Dorman  is  chair- 
man. 

Are  there  any  further  resolutions  from  Monroe? 

Montgomery 

Nassau 

Section  50  {See  139) 

Training  in  Public  Relations  for  Interns  and  Res- 
idents 

Dr.  Eugene  H.  Coon,  Nassau:  This  resolution  is 
introduced  at  the  request  of  the  Nassau  County 
Medical  Society.  Its  subject  is  “Training  in  Public 
Relations  for  Interns  and  Residents”: 

“Whereas,  it  has  become  increasingly  evident 
that  efforts  at  improving  public  relations  of  the 
medical  profession  have  centered  mainly  on  re- 
pairing damage  done  by  poor  public  relations,  such 
as  setting  up  emergency  medical  care  and  media- 
tion committees;  and 

“Whereas,  these  damages  can  be  obviated  be- 
fore they  occur,  and  the  public  relations  program 
can  be  effectively  enhanced  if  more  efforts  are  de- 
voted to  studies  of  patient-doctor  relationship; 

and 

“Whereas,  an  atmosphere  of  unreserved  con- 
fidence and  of  personal  attachment,  prevailing  be- 
tween so  many  patients  and  their  personal  physi- 
cians, can  be  made  even  more  universal;  there- 
fore be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  give  its  full,  unreserved  approval  to 
the  training  in  public  relations  of  interns  and  res- 
idents in  the  hospitals  of  New  York  State  and 
that  appropriate  steps  be  taken  to  request  the 
medical  boards  of  our  hospitals  to  make  arrange- 
ments for  such  instruction  in  their  institutions; 
and  be  it  further 

“ Resolved , that  the  selection  of  lecturers  on  this 
subject  be  made  from  those  general  practitioners 
who  deserve  a reputation  for  displaying  great  per- 
sonal care  and  concern  for  their  patients;  and  be 
it  further 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association  be 
instructed  to  present  a resolution  in  favor  of  ini- 
tiating a special  course  in  the  medical  colleges,  de- 
signed to  teach  their  students  not  only  the  art  of 
understanding  the  patient’s  emotional  and  en- 
vironmental problems  but  also  the  art  of  showing 
the  patient  that  his  physician  understands  him 
and  his  difficulties  and  that  his  doctor  is  inter- 
ested to  help  solve  them.” 

Speaker  Holcomb:  Thank  you,  Dr.  Coon! 

That  will  be  referred  to  the  Reference  Committee 
on  Report  of  Planning  Committee  on  Medical 
Policies,  of  which  Dr.  R.  S.  Howland  is  chairman. 

Section  51  {See  128) 

Proportional  Representation  on  the  United  Medical 
Service  Board  of  Voting  Members 


Dr.  Joseph  G.  Zimring,  Nassau:  The  subject  of 
this  resolution  is  professional  representation  on  the 
United  Medical  Service  Board  of  voting  members: 
“Whereas,  at  the  present  time  the  voting  mem- 
bers of  United  Medical  Service  (the  body  which 
elects  the  board  of  directors  of  the  United  Medical 
Service)  are  chosen  on  the  basis  of  one  representa- 
tive for  each  of  the  17  participating  counties, 
plus  several  special  additional  representatives, 
such  as  the  Medical  Society  of  the  State  of  Newr 
York;  and 

“Whereas,  there  is  considerable  proportional 
difference  between  the  participating  counties  both 
as  to  the  number  of  physicians  participating  and 
the  number  of  patients  served;  therefore,  be  it 
hereby 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  request  the  board  of  directors  of 
United  Medical  Service  to  increase  proportion- 
ately the  representation  of  voting  members  so  that 
those  counties  which  contribute  a larger  share  of 
participation  in  the  plan  will  actually  have  a pro- 
portional say  in  the  election  of  the  United  Medical 
Service  board  of  directors.” 

Speaker  Holcomb:  That  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  Report  of 
Council,  Part  VII,  of  which  Dr.  William  Rawls  is 
chairman. 

Section  52  {See  93) 

Listing  of  Executive  Offices  in  the  Medical  Direc- 
tory of  New  York  State 

Dr.  E.  K.  Horton,  Nassau:  This  resolution  con- 
cerns the  listing  of  executive  offices  in  the  Medical 
Directory  of  New  York  State: 

“Whereas,  several  county  medical  societies 
now  have  executive  offices  wherein  the  vast  major- 
ity of  business  of  these  societies  is  conducted; 
therefore  be  it  hereby 

“ Resolved , that  executive  offices  of  county 
societies  be  listed  in  the  Medical  Directory  of  New 
York  State.” 

Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Report  of  Council,  Part  XI, 
Publication,  of  which  Dr.  E.  Dean  Babbage  is 
chairman. 

Section  53  {See  127) 

Provision  of  Catastrophic  Illness  Coverage  by  New 
York  State  Blue  Shield  Plans 

Dr.  John  Galbraith,  Nassau:  The  subject  of 
this  resolution  is  “Provision  of  Catastrophic  Illness 
Coverage  by  New  York  State  Blue  Shield  Plans.” 
“Whereas,  so-called  catastrophic  illnesses  and 
injuries  (severe  injury  and/or  chronic  illnesses) 
are  most  likely  to  work  financial  hardship;  and 
“Whereas,  present  Blue  Shield  contracts  in 
New  York  State  do  not  provide  adequate  coverage 
for  such  catastrophic  illness;  and 

“Whereas,  the  vast  majority  of  the  public  ap- 
parently wishes  this  coverage,  although  only  a 
minority  will  probably  need  it;  therefore,  be  it 
hereby 

‘ ‘Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  boards  of  directors  of 
Blue  Shield  plans  in  New  York  State  to  offer  to 
the  public  as  soon  as  feasible  whatever  practical 
form  of  such  coverage  is  possible.” 

Speaker  Holcomb:  That  will  be  referred  to  the 
Reference  Committee  on  Report  of  Council,  Part 
VII,  Medical  Care  Insurance,  of  which  Dr.  Wil- 
liam Rawls  is  chairman. 
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Vice-Speaker  Williams:  Are  there  any  other 
resolutions  from  Nassau  County? 

If  not,  we  will  entertain  resolutions  from  New 
York  County. 

Section  54  {See  144) 

Employment  of  Former  Nazi  Doctor  in  United 
States 

Dr.  Norton  S.  Brown,  New  York:  Mr.  Speaker 
and  members  of  the  Society,  this  resolution  is  in- 
troduced by  the  New  York  County  Medical  Society 
and  has  reference  to  the  same  type  of  totalitarian 
threats  we  have  heard  about  from  Commander 
Wilson,  and  about  which  Dr.  Bauer  spoke  to  us  so 
eloquently.  The  resolution  was  introduced  by  Dr. 
Leon  Luria  and  Dr.  A.  A.  Rubell.  Inasmuch  as  it 
contained  accusations  which  might  be  considered  as 
directed  against  the  chief  defense  officers  of  the 
United  States,  the  New  York  County  Medical  So- 
ciety sent  a subcommittee  to  Washington  to  investi- 
gate the  statements  made  in  this  resolution.  I as- 
sure you  that  they  have  been  substantiated  by  the 
Surgeon  General  of  the  Air  Force  of  the  United 
States  and  by  the  chief  counsel  of  the  Air  Force  of 
the  United  States.  The  resolution  reads  as  fol- 
lows: 

“Whereas,  the  reputed  former  Nazi,  Dr. 
Walter  P.  Schreiber,  was  employed  at  Randolph 
Field,  Texas,  until  February  26, 1952,  having  been 
appointed  on  October  6,  1951,  and  until  captured 
in  World  War  II  was  chief  of  the  Medical  Science 
Division  of  the  German  Army;  and 

“Whereas,  this  Division  perpetrated  beastly 
and  inhuman  tortures  upon  thousands  of  inmates 
in  concentration  camps;  and 

“Whereas,  it  is  a matter  of  record  that  while 
Dr.  Walter  P.  Schreiber  was  ‘Chief  Bacteriologist’ 
for  the  German  High  Command  victims  were 
plunged  into  ice  cold  water  to  determine  their  re- 
sistance, and  ground  glass  and  wood  shavings  were 
jammed  into  open  wounds  to  test  the  efficiency  of 
sulfa  drugs  in  infected  wounds;  mass  sterilization, 
burning  with  incendiary  bombs  or  mustard  gas, 
shooting  with  poisoned  bullets,  and  injection  with 
disease  germs  were  experimental  projects;  in- 
mates were  poisoned  to  test  antidotes  and  sub- 
jected to  pressure  tests  which  caused  the  victims’ 
lungs  and  blood  vessels  to  burst;  and 

“Whereas,  the  accomplishments  of  Nazi 
‘medical  science’  during  the  Hitler  reign  of  terror 
were  described  by  American,  French,  and  British 
physicians  who  testified  at  the  Nuremburg  War 
Crimes  Trial  as  surpassing  ‘all  of  the  inhumanities 
of  man  to  man  recorded  in  human  history’;  and 
“Whereas,  of  the  hundreds  of  Nazi  doctors  in- 
volved in  these  fiendish  experiments,  Dr.  Walter 
P.  Schreiber  was  brought  to  the  United  States; 
therefore  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  deplore  the  practice  of  import- 
ing Nazi  doctors  of  such  reputation  and  ask  for  a 
full  explanation  to  this  Society  of  the  presence  of 
Walter  P.  Schreiber  and  any  other  comparable 
cases  in  the  United  States;  and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  censuring  the 
practices  of  the  medical  monsters  in  that  it  is  a 
perversion  of  medical  science  and  should  not  be 
tolerated  by  our  profession;  and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  memorialize  the  American 
Medical  Association  to  take  similar  action  in  keep- 
ing with  the  position  taken  in  the  editorial  en- 


titled ‘Brutalities  of  Nazi  Physicians’  which  ap- 
peared hi  the  Journal  of  the  American  Medical  As- 
sociation on  November  23,  1946.” 

Vice-Speaker  Williams:  This  resolution  is  re- 
ferred to  the  Reference  Committee  on  Miscellaneous 
Business  A,  of  which  Dr.  George  Lawrence  of  Queens 
is  chairman. 

Section  55  {See  89) 

New  York  City  Department  of  Health  Rh  Labora- 
tory 

Dr.  Gerald  D.  Dorman,  New  York:  This  res- 
olution has  to  do  with  the  New  York  City  Depart- 
ment of  Health  Rh  Laboratory: 

“Whereas,  the  Department  of  Health  of  New 
York  City  has  established  a laboratory  division 
for  the  determination  of  blood  grouping,  Rh  typ- 
ing, and  Rh  antibody  studies;  and 

“Whereas,  it  appears  that  this  Department  of 
Health  has  recently  gone  beyond  the  original  pur- 
poses and  scope  set  forth  above  by  circularizing  all 
physicians  in  New  York  City  to  submit  to  the 
Department  of  Health  laboratory  blood  specimens 
for  routine  Rh  and  blood  grouping,  as  well  as  anti- 
body studies,  without  regard  to  the  financial 
status  of  the  patients;  and 

“Whereas,  this  appears  to  constitute  an  un- 
warranted infringement  upon  the  private  practice 
of  medicine;  and 

“Whereas,  up  to  the  present,  regardless  of 
ability  to  pay,  this  work  has  been  handled  com- 
petently and  efficiently^  in  the  City  of  New  York 
by  practicing  medical  specialists;  and 

“Whereas,  it  has  been  the  past  experience  of 
the  United  States  armed  forces  that  this  type  of 
work  cannot  be  done  accurately  and  efficiently  on 
a mass  production  scale,  even  for  the  simple  A,  B, 
and  0 groupings;  and 

“Whereas,  the  authorities  in  the  field  have  re- 
cently recommended  that  mass  groupings  and  Rh 
typing  be  omitted  from  the  civil  defense  program 
due  to  the  danger  of  the  high  percentage  of  errors 
and  expense;  and 

“Whereas,  the  collection  of  blood  specimens  by 
numerous  physicians,  together  with  the  probabil- 
ity of  improper  handling  and  storage  with  result- 
ant hemolysis  and  aging,  is  conducive  to  many  a 
high  percentage  of  errors;  and 

“Whereas,  mass  typing  programs  neither  con- 
stitute nor  encourage  research  but,  on  the  con- 
trary, deprive  qualified  workers  in  the  field  of  ma- 
terial needed  for  investigative  purposes;  therefore 
be  it  hereby 

“Resolved,  that  the  Medical  Society'  of  the 
State  of  New  York  oppose  the  practice  of  the  New 
York  City  Department  of  Health  in  departing 
from  the  original  purpose  of  the  establishment  of 
the  Rh  Laboratory;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  disapprove  the  ill-advised  and 
improper  practice  of  issuing  a circular  to  the 
medical  profession  inviting  the  submission  of 
specimens  for  routine  Rh  typing  and  Rh  antibody 
tests;  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  condemn  this  unwarranted  in- 
fringement of  the  Department  of  Health  of  New 
York  City  upon  the  private  practice  of  medicine.” 
Vice-Speaker  Williams:  This  resolution  is  re- 
ferred to  the  Reference  Committee  on  Report  of 
Council,  Part  II,  Maternal  and  Child  Welfare,  of 
which  Dr.  Frederick  A.  Wurzbach,  of  the  Bronx,  is 
chairman. 
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Section  56  ( See  HO) 

Inclusion  of  Physicians  in  Social  Security  System 

Dr.  Herbert  S.  Ogden,  New  York:  The  follow- 
ing resolution  was  introduced  at  the  Medical  So- 
ciety of  the  County  of  New  York  in  February.  It 
was  defeated  by  a large  majority  vote.  It  was 
spread  upon  the  minutes  to  be  reconsidered  at  the 
next  meeting.  At  the  next  meeting  the  motion  was 
carried  by  a very  small  majority: 

“Whereas,  45  million  wage  earners  are  cur- 
rently eligible  for  retirement  and  survivors  bene- 
fits under  the  Federal  Social  Security  System; 
and 

“Whereas,  Congress  amended  the  Social  Secur- 
ity Act  in  1950  so  that  four  and  one-half  million 
self-employed  persons  were  enabled  to  purchase 
the  same  retirement  and  survivors  benefits  at  a 
maximum  cost  of  $81  a year  in  1953  and  increasing 
to  a maximum  of  $175.50  after  1969;  and 

“Whereas,  the  retirement  benefits  provide 
.$120  a month  for  husband  and  wife  at  the  age  of 
sixty-five  and  survivors  benefits  of  as  much  as 
$150  a month  for  a wife  and  children  under  age  of 
eighteen;  and 

“Whereas,  the  retirement  benefits  alone  pur- 
chased from  a private  insurance  company  would 
cost  from  200  to  4,000  per  cent  more  than  the  cost 
under  social  security  as  is  apparent  from  the  fol- 
lowing table: 


Cost  Under  Social  Cost  of  Same 
Starting  Security  for  Benefits  Through 

Age  Doctor  and  Family  Private  Annuity 
30  $5,292.00  $12,900 

35  4,441.50  13,800 

40  3,591.00  14,900 

45  2,740.50  16,000 

50  1,890.00  17,200 

55  1,134.00  18,600 

60  513.00  20,600 


(cost  of  private  annuities  from  ‘Flitcraft  Com- 
pendium’); and 

“Whereas,  Congress  excluded  physicians, 
dentists,  and  other  self-employed  professional 
persons  from  the  amended  Social  Security  Act, 
largely  as  a result  of  the  action  of  the  House  of 
Delegates  of  the  American  Medical  Association 
which  at  the  annual  convention  in  June,  1949,  de- 
nounced social  security;  and 

“Whereas,  as  a result  of  this  action  of  the 
American  Medical  Association  practicing  physi- 
cians have  been  penalized  as  much  as  $7,000  to 
$20,000  in  the  purchase  of  retirement  benefits  not 
to  mention  the  loss  of  survivor’s  insurance  bene- 
fits; and 

“Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  Annual 
Meeting  in  1951  supported  the  action  of  the 
American  Medical  Association  in  asking  for  the 
exclusion  of  self-employed  practicing  physicians 
from  the  benefits  of  the  amended  Social  Security 
Act;  and 

“Whereas,  there  is  no  logical,  ethical,  social, 
or  professional  reason  why  practicing  physicians 
should  be  excluded  from  benefits  available  to  45 
million  other  gainfully  employed  Americans; 
therefore  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  withdraw  its  denunciation  of 
social  security  and  urge  Congress  to  extend  the 
benefits  of  social  security  to  self-employed  physi- 
cians; and  be  it  further 


“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  introduce  a similar  resolu- 
tion at  its  meeting  in  June,  1952.” 

Vice-Speaker  Williams:  This  resolution  is  re- 
ferred to  the  Reference  Committee  on  the  Report  of 
the  Planning  Committee  for  Medical  Policies,  of 
which  Dr.  R.  Scott  Howland,  of  Chemung,  is  chair- 
man. 


Section  57  (Nee  119) 

Retirement  Funds  for  Self-Employed  Individuals 

Dr.  William  B.  Rawls,  New  York:  Mr.  Speaker 
and  members  of  the  House,  this  is  a resolution  con- 
cerning retirement  funds  for  self-employed  individ- 
uals, which  has  been  advocated  by  the  bar  associa- 
tions, and  upon  which  discussions  have  been  held 
among  the  medical  profession,  bar  associations,  and 
other  self-employed  groups: 

“Whereas,  the  present  high  rate  of  Federal 
taxation  and  present  inflationary  trends  make  the 
accumulation  of  savings  difficult  if  not  impossible; 
and 

“Whereas,  there  is  no  foreseeable  relief  from 
either  of  these  conditions;  and 

“Whereas,  the  principle  of  the  establishment 
of  retirement  or  pension  funds  has  been  accepted 
in  industry  as  a practical  and  equitable  means  of 
providing  for  subsistence  in  old  age;  and 

“Whereas,  self-employed  individuals  have  not 
been  granted  the  privilege  of  accumulating  such 
retirement  funds  on  a tax-free  basis  until  the  time 
of  their  maturity;  and 

“Whereas,  H.R.  4371  known  as  the  Keogh 
Bill,  and  H.R.  4373,  known  as  the  Reed  Bill,  were 
introduced  in  the  House  of  Representatives  of  the 
United  States  in  1951;  and  H.R.  4473  known  as 
the  Ives  Amendment  was  introduced  to  the  Senate 
of  the  United  States  in  1951  and  did  not  emerge 
from  committee;  and 

“Whereas,  these  bills  would  allow  self-em- 
ployed persons  the  privilege  of  paying  10  per  cent 
of  their  annual  earned  net  income  or  $7,500  per 
annum,  whichever  is  the  lesser,  into  a restricted 
retirement  fund  which  would  be  tax  free  until 
maturity;  and 

“Whereas,  the  enactment  into  law  of  one  of  the 
aforementioned  bills,  or  amendment,  would  permit 
self-employed  individuals  to  provide  for  their  old 
age  in  spite  of  burdensome  taxation  and  would 
give  this  segment  of  the  population  an  advantage 
which  has  already  been  accorded  to  industry; 
now  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  approve  the  principles  em- 
bodied in  the  Keogh  and  Reed  Bills  and  the  Ives 
Amendment  and  shall  work  for  their  enactment 
into  law;  and  be  it  further 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  are  hereby  in- 
structed to  introduce  this  resolution  at  the  an- 
nual meeting  of  the  house  of  delegates  of  the 
American  Medical  Association.” 

Vice-Speaker  Williams:  Gentlemen,  this  nat- 
urally would  be  referred  to  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  IX,  having  to 
do  with  legislation,  but  they  are  overloaded,  so  with 
your  permission  I will  refer  this  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  deal- 
ing with  Economics,  realizing  full  well  it  involves 
legislation  or  legislative  recommendations.  They 
should  contact  the  Reference  Committee  on  Report 
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of  the  Council,  Part  IX,  Legislation,  too.  Do  I hear 
any  objection'  to  such  a reference?  Hearing  none, 
that  will  be  so  referred. 

Section  58  (See  142) 

Membership  in  American  Medical  Association  (Re- 
stricted) 

Dr.  Adelaide  Romaine,  New  York:  This  res- 
olution is  being  introduced  at  the  request  of  the 
Medical  Society  of  the  County  of  New  York  and  it 
concerns  membership  in  American  Medical  Associa- 
tion (Restricted): 

“Whereas,  some  county  medical  societies  in 
various  parts  of  the  United  States  still  exclude 
from  their  membership  physicians  of  certain 
races,  regardless  of  their  professional  ability  or 
ethical  standing;  and 

“Whereas,  physicians  so  excluded  from  county 
societies  are  thereby  excluded  from  membership 
or  fellowship  in  the  American  Medical  Association ; 
and 

“Whereas,  physicians  excluded  from  member- 
ship in  the  American  Medical  Association  are  for 
that  reason  denied  the  right  to  apply  for  member- 
ship in  other  national  professional  societies  where 
membership  in  the  American  Medical  Association 
is  a prerequisite  and  from  certain  hospital  staff 
memberships;  and 

“Whereas,  these  physicians  are  thereby  re- 
strained in  the  legitimate  pursuance  and  further- 
ance of  their  professional  activities;  and 

“Whereas,  the  House  of  Delegates  of  the 
American  Medical  Association  has  already  gone 
on  record  in  1950  as  follows: 

‘Whereas,  this  House  of  Delegates  recognizes 
that  certain  constituent  and  component  societies 
of  the  American  Medical  Association  have  had  or 
now  have  restrictive  provisions  as  to  qualifica- 
tions of  membership  based  on  race  and  that  this 
question  is  of  deep  concern  to  many  interested 
parties ; and 

‘Whereas,  it  is  desirable  that  the  attitude  of 
not  only  the  entire  membership  of  the  American 
Medical  Association  but  of  the  whole  medical 
profession  be  accurately  reflected  on  this  issue; 
and 

‘Whereas,  it  is  the  policy  of  the  American 
Medical  Association  to  broaden  the  scope  of  edu- 
cational facilities  and  raise  the  ethical  levels  of 
practice  of  all  physicians  in  order  to  improve  the 
quality  of  medical  care  for  the  American  people; 
therefore  be  it 

‘ Resolved , that  these  facts  be  brought  to  the 
attention  of  all  component  and  constituent  socie- 
ties appreciating  that  membership  is  a com- 
ponent and  constituent  society  responsibility; 
and  be  it  further 

‘Resolved,  that  constituent  and  component 
societies  having  restrictive  membership  provi- 
sions based  on  race  study  this  question  in  the 
light  of  prevailing  conditions  with  a view  to 
taking  such  steps  as  they  may  elect  to  eliminate 
such  restrictive  provisions,’ 
and 

“Whereas,  recently  and  principally  in  con- 
sonance with  this  expression  of  policy  by  the 
house  of  delegates  of  the  American  Medical  As- 
sociation, distinct  and  encouraging  progress  can  be 
noted  in  a favorable  policy  toward  the  admission 
of  Negro  physicians  to  county  society  membership 
now  in  effect  in  Maryland,  Missouri,  Florida, 
District  of  Columbia,  Oklahoma,  Virginia,  and 
Delaware;  and 


“Whereas,  vigorous  study  and  partial  adoption 
of  this  policy  are  now  under  way  in  North  Caro- 
lina, South  Carolina,  Alabama,  Tennessee,  Texas, 
Kentucky,  and  Arkansas;  and 

“Whereas,  the  Medical  Society  of  the  County 
of  New  York  by  legislative  pronouncement  and  by 
other  repeated  acts  has  registered  its  conviction 
that  the  right  to  secure  for  all  men  and  women 
county  medical  society  membership  and  other 
professional  rights  without  regard  to  race,  religion, 
or  national  origin  is  Americanism  in  its  finest  form 
and  must  eventually  be  attained  if  democracy  is 
to  survive;  and 

“Whereas,  delegates  from  several  state  medi- 
cal societies  have  cooperated  with  delegates  from 
the  State  of  New  York  in  many  active  ways  in- 
cluding appearances  before  reference  committees 
of  the  American  Medical  Association  house  of 
delegates;  among  them  Pennsylvania,  Michigan, 
Arkansas,  Kentucky,  New  Jersey,  Illinois,  and 
California;  be  it  hereby 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct its  delegates  to  the  house  of  delegates  of 
the  American  Medical  Association  to  pursue  with 
vigor  every  means  at  their  disposal  and  in  concert 
with  the  delegates  of  other  state  medical  societies 
for  the  universal  implementation  of  the  resolution 
passed  by  the  house  of  delegates  of  the  American 
Medical  Association  at  its  San  Francisco  meeting 
in  June,  1950.” 

Vice-Speaker  Williams:  This  is  referred  to  the 
Reference  Committee  on  Miscellaneous  Business  A, 
of  which  Dr.  George  Lawrence,  of  Queens,  is  chair- 
man. 

Section  59  (See  148) 

Establishment  of  Session  on  Legal  Medicine 

Dr.  J.  Homer  Cudmore,  New  York:  This  res- 
olution which  I am  presenting  is  not  approved  by 
the  New  York  County  Medical  Society.  Neither  is 
it  approved  by  the  Comitia. 

Vice-Speaker  Williams:  You  are  introducing 
this  as  an  individual? 

Dr.  Cudmore:  Yes,  and  on  the  request  of  one  of 
the  members  of  our  New  York  County  Medical 
Society.  It  concerns  the  “Establishment  of  a Ses- 
sion on  Legal  Medicine”: 

“Whereas,  the  American  Board  of  Legal 
Medicine,  Inc.  is  an  organization  composed  of  duly 
licensed  and  practicing  physicians,  the  majority  of 
the  said  members  having  also  the  degree  of  LL. 
B.;  and 

“Whereas,  the  said  American  Board  of  Legal 
Medicine,  Inc.  membership  has  more  than  fifty 
members  practicing  in  the  City  and  State  of  New 
York;  and 

“Whereas,  the  purposes  for  which  this  board 
was  established  were  (a)  to  elevate  the  standards 
of  legal  medicine;  (b)  to  serve  the  public,  the  judi- 
ciary, the  legislative,  and  executive  branches  of 
the  government;  (c)  to  improve  the  standards’of 
expert  testimony  in  the  courts;  (d)  to  issue  certifi- 
cates to  those  applicants  qualified  in  the  legal 
medicine;  and  (e)  to  further  the  cause  of  justice 
by  making  recommendations  in  the  prevention  of 
crime  and  in  the  proper  examination  and  evalua- 
tion in  medical  legal  problems  and  to  assist  the 
civil  courts  impartially  in  all  possible  respects; 
and 

“Whereas,  it  is  the  aim  of  the  American  Board 
of  Legal  Medicine,  Inc.  to  acquaint  its  brethren 
physicians  that  its  membership  consists  of  special- 
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ists  in  every  field  of  medicine  qualified  to  speak  on 
any  medical  subject  with  authority  in  both  the 
legal  and  the  medical  aspects;  and 

“Whereas,  the  members  of  the  American 
Board  of  Legal  Medicine,  Inc.  are  desirous  of 
bringing  to  the  attention  of  the  medical  profession 
the  benefits  of  their  research  in  the  medical  legal 
field  of  the  various  specialties;  therefore  be  it 
“ Resolved , that  it  will  be  for  the  interest  of  the 
medical  profession  to  establish  a session  on  legal 
medicine  as  a part  of  the  scientific  sessions  at  the 
annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York.” 

Vice-Speaker  Williams:  The  establishment  of  a 
new  section,  or  session  most  likely,  would  involve 
an  amendment  to  the  Constitution  and  Bylaws.  I 
therefore  refer  this  to  the  Committee  on  Consti- 
tution and  Bylaws. 

Are  there  any  more  resolutions  from  New  York? 
Dr.  Samuel  Z.  Freedman,  New  York:  There  is 
one  being  typed  from  New  York.  We  will  skip  it  for 
now  and  present  it  when  it  is  ready. 

Vice-Speaker  Williams:  Are  there  any  resolu- 
tions from: 

Niagara 

Oneida 

Onondaga 

Ontario 

Section  60  ( See  41 ) 

Approval  of  Principles  Expressed  by  Commander 
Wilson 

Dr.  Homer  J.  Knickerbocker,  Ontario:  This 
resolution  concerns  approval  of  the  principles  re- 
ferred to  by  Commander  Wilson : 

“Whereas,  the  speech  of  Commander  Wilson 
of  the  American  Legion  so  well  expresses  the 
opinions  of  the  medical  profession;  therefore  be 

it 

“Resolved,  that  this  House  of  Delegates  go  on 
record  as  enthusiastically  endorsing  the  principles 
involved  in  his  speech.” 

Vice-Speaker  Williams:  Is  there  any  necessity 
for  referring  that  to  a reference  committee? 

Chorus:  No. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? I would  entertain  a motion  to  adopt  it  as  it 
stands. 

Dr.  Knickerbocker:  I so  move. 

. . . The  motion  was  seconded  by  various  dele- 
gates, and  as  there  was  no  discussion,  it  was  put  to  a 
vote  and  was  unanimously  carried  . . . 

Section  61  (See  149) 

Revision  of  Bylaws  of  Seventh  District  Branch 

Dr.  Homer  J.  Knickerbocker,  Ontario:  This 
has  to  do  with  the  revision  of  bylaws  of  the  Seventh 
District  Branch: 

“Whereas,  the  present  bylaws  of  the  Seventh 
District  Branch  are  obsolete  and  unworkable; 
and 

“Whereas,  the  present  bylaws  require  the  pres- 
entation at  an  annual  meeting  of  any  amend- 
ments thereto  on  which  voting  may  not  occur  until 
some  ensuing  annual  meeting,  thus  requiring  at 
least  two  years  for  the  adopting  of  any  changes; 
and 

“Whereas,  such  delay  will  inhibit  proposed  im- 
mediate activities  of  the  said  district  branch; 
therefore  be  it 


“Resolved,  that  this  House  of  Delegates  author- 
ize, on  majority  vote  of  the  component  county 
societies,  the  immediate  cancellation  of  the  exist- 
ing bylaws  of  said  district  branch  and  the  im- 
mediate preparation  of  new  bylaws,  which  after 
approval  by  the  Medical  Society  of  the  State  of 
New  York  be  submitted  to  the  component  county 
medical  societies  of  said  district  branch;  and  be  it 
further 

“ Resolved , that  when  said  new  bylaws  have  been 
approved  by  a majority  of  the  component  county 
medical  societies  of  the  said  Seventh  District 
Branch  of  the  Medical  Society  of  the  State  of  New 
York,  they  shall  become  adopted  as  of  the  date  of 
the  last  approval  by  a county  medical  society  of 
the  Seventh  District  Branch  and  go  into  effect  at 
once.” 

Vice-Speaker  Williams:  This  necessitates  also 
a reference  to  the  Committee  on  Constitution  and 
Bylaws. 

Are  there  any  more  from  Ontario? 

Dr.  Knickerbocker:  I have  already  in  the  proc- 
ess of  being  typed  another  one  which  I will  present 
later. 

Vice-Speaker  Williams:  Are  there  any  resolu- 
tions from: 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Section  62  (See  156) 

Free  Choice  of  Physician 

Dr.  George  Lawrence,  Queens:  I have  two  res- 
olutions to  be  presented  on  behalf  of  the  Medical 
Society  of  the  County  of  Queens.  The  first  one  in- 
volves free  choice  of  physician : 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  has  for 
the  past  two  years  gone  on  record  as  favoring  the 
passage  of  legislation  which  will  guarantee  free 
choice  of  physician  in  prepaid,  voluntary  health 
insurance  plans;  and 

“Whereas,  this  type  of  legislation  has  been  in- 
troduced for  the  past  several  years  in  the  New 
York  State  Legislature  by  Senator  Panken; 
and 

“Whereas,  the  overwhelming  majority  of  phy- 
sicians practicing  in  New  York  State  feei  that  the 
free  choice  of  physician  is  one  of  the  basic  free- 
doms in  our  American  way  of  life;  therefore  be  it 
hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  again  go  on  record  as  being  in  favor 
of  the  principle  of  free  choice  of  physician  in  all 
prepaid,  voluntary  health  insurance  plans;  and 
be  it  further 

“Resolved,  that  the  House  of  Delegates  instruct 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  to  cause  the  introduction  in  the  1953 
session  of  the  Legislature  of  the  State  of  New  York 
of  a bill  similar  to  the  Panken  Bill  of  1952  (Sen. 
Int.  1082),  and  to  work  actively  for  its  pas- 
sage.” 

Vice-Speaker  Williams:  That  will  be  referred 
to  the  same  reference  committee  as  the  other  one 
went  to  on  that  subject,  the  Reference  Committee 
on  Report  of  Council,  Part  IX,  Legislation,  of  which 
Dr.  Ezra  A.  Wolff  is  chairman. 
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Section  63  (See  154) 

Free  Choice  of  Insurance  Plan 

Dr.  George  Lawrence,  Queens:  The  other  con- 
cerns “Free  Choice  of  Insurance  Plan”: 

“Whereas,  certain  employers  and  other  organ- 
izations who  pay  health  insurance  premiums  for 
their  employes,  in  whole  or  in  part,  attempt  to 
limit  the  employes’  choice  of  physician  and/or 
plan ; and 

“Whereas,  we  are  in  favor  of  the  principle  that, 
regardless  of  the  source  of  premium  payments, 
the  employe  be  permitted  to  indicate  the  physician 
and  plan  of  his  choice;  therefore  be  it  hereby 
“Resolved,  that  the  House  of  Delegates  of  the 
.Medical  Society  of  the  State  of  New  York  in- 
struct the  Council  of  the  Medical  Society  of  the 
State  of  New  York  to  cause  the  introduction  in  the 
1953  session  of  the  New  York  State  Legislature  of 
a bill  similar  to  the  Condon-Rabin  Bill  of  1952 
(Sen.  Int.  2416,  Ass.  Int.  2745)  and  to  work  ac- 
tively for  its  passage.” 

Vice-Speaker  Williams:  This  resolution  is  also 
referred  to  the  same  reference  committee,  which  is 
Reference  Committee  on  Report  of  Council,  Part  IX. 
Legislation,  of  which  Dr.  Ezra  A.  Wolff  is  chair- 
man. 

Section  64  (See  174) 

Advertising  for  Blood  Donors 

Dr.  William  Benenson,  Queens:  The  first  res- 
olution is  presented  at  the  request  of  Dr.  John  M. 
Scanlon,  chairman  of  the  Blood  Bank  Committee  of 
the  Medical  Society  of  the  County  of  Queens.  It 
directs  attention  to  the  fact  that  certain  reprehen- 
sible practices  occur  in  advertising  for  blood  donors: 
“Whereas,  there  have  appeared  at  various 
times  paid  advertisements  in  the  public  press  for 
blood  donors;  in  substantiation  of  this  statement 
there  is  submitted  herewith,  a marked  copy  of  the 
New  York  Journal  American,  dated  May  8, 
1952,  containing  seven  such  advertisements  for 
blood  donors,  indicating,  ‘Fee  Paid,’  ‘Immediate 
Payment,’  ‘Higher  Payment,’  and  various  other 
evidence  of  inducements  (Exhibit  A attached ); 
and 

“Whereas,  it  is  evident  that  these  advertise- 
ments are  inserted  to  entice  indigent  or  other 
types  of  our  citizenry  to  sell  their  blood;  and 
“Whereas,  there  is  nothing  in  these  advertise- 
ments to  indicate  that  a state  of  nutrition,  anemia, 
chronic  alcoholism,  or  too  frequent  bleeding  is 
given  any  consideration;  and 

“Whereas,  it  is  well  known  to  the  medical  pro- 
fession that  all  these  factors  must  be  taken  into 
consideration  in  accepting  a donor,  as  indicated  in 
an  article  printed  in  the  New  York  State  Jour- 
nal of  Medicine,  Vol.  27,  Page  1380,  June  15, 
1947  (Exhibit  B attached );  therefore  be  it  hereby 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  disapprove  such  paid  advertisements 
for  blood  donors;  and  be  it  further 

“Resolved,  that  any  doctor  of  medicine  asso- 
ciated with  any  such  blood  bank,  blood  transfu- 
sion association,  or  other  such  institutions  using 
paid  advertising  shall  be  considered  to  be  engaged 
in  unethical  practice.” 

Vice-Speaker  Williams:  This  has  to  do  with  the 
operation  of  blood  banks  and  is  referred  to  the  Ref- 
erence Committee  on  Report  of  Council,  Part  IV, 
of  which  Dr.  Edward  F.  Shea,  of  Ulster,  is  chair- 
man. 


Section  65 

Remission  of  Dues  for  Financial  Hardship 

Dr.  William  Benenson,  Queens:  The  next  res- 
olution is  introduced  at  the  request  of  the  Medical 
Society  of  the  County  of  Queens  and  is  entitled  “Re- 
mission of  Dues  for  Financial  Hardship”: 

“ Resolved , that  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  amended  as  fol- 
lows: 

‘The  dues  of  any  member  of  the  Medical  Society 
of  the  State  of  New  York  may  be  remitted  for  the 
current  year  on  account  of  illness  or  financial 
hardship  when  the  request  is  made  by  the  mem- 
ber’s component  county  medical  society.’  ” 
Vice-Speaker  Williams:  This  has  to  do  with 
finances,  so  it  is  referred  to  the  Reference  Committee 
on  Reports  of  the  Treasurer,  Trustees,  and  Finance 
Committee. 

Dr.  Ezra  A.  Wolff,  Queens:  It  is  a proposed 
amendment  to  the  Bylaws,  and  as  such  I think  will 
have  to  lay  over  for  one  year. 

Vice-Speaker  Williams:  I will  accept  that  sug- 
gestion and  correction.  We  will  refer  this  to  the 
Committee  on  Constitution  and  Bylaws. 


Section  66  (See  121) 

Establishing  of  General  Practice  Residencies  in 
Hospitals 

Dr.  Ferdinand  Herrman,  Queens:  The  subject 
of  this  is  “Establishing  of  General  Practice  Residen- 
cies in  Hospitals”: 

“Whereas,  the  United  States  government  sta- 
tistics show  that  85  per  cent  of  the  medical  care 
given  the  American  people  is  bestowed  by  general 
practitioners ; and 

“Whereas,  medical  care  in  this  country  is  ad- 
mittedly of  the  highest  grade  to  be  found  in  any 
country  in  the  world;  and 

“Whereas,  the  general  practitioner  of  today  is 
a well-trained,  highly  skillful  scientist  who  is  ever 
willing  and  anxious  to  improve  himself;  and 
“Whereas,  organized  medicine  must  accept  the 
responsibilities  to  strive  for  continued  improve- 
ment in  the  grade  of  medical  care  through  in- 
creased facilities  of  training;  and 

“Whereas,  the  American  Medical  Association 
has  approved  the  establishing  of  general  practice 
residencies  and  its  Council  on  Medical  Education 
and  Hospitals  has  devised  a program  for  such  res- 
idencies; and 

“Whereas,  the  31st  annual  presentation  of 
hospital  data  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical  As- 
sociation in  1952  has  revealed  that  at  present  93 
hospitals  have  been  approved  by  the  American 
Medical  Association  for  residency  training  in  gen- 
eral practice;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State  I 
of  New  York  approve  the  establishing  of  general  i 
practice  residencies  in  hospitals;  and  be  it  fur- 
ther 

“Resolved,  that  this  Society  strongly  urge  even* 
voluntary  hospital  in  the  State,  especially  those  of 
less  than  150-bed  capacity,  to  consider  the  estab- 
lishing of  such  residencies.” 

Vice-Speaker  Williams:  This  should  be  re- 
ferred to  the  Reference  Committee  on  Report  of 
Council,  Part  VI,  on  Hospital  and  Professional  Re- 
lations. 
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Section  67  ( See  195 ) 

Repeal  of  Section  in  “Principles  of  Professional  Con- 
duct” Requiring  Registration  of  Licenses  with 
County  Clerk 

De.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
This  is  a short  resolution,  and  the  subject  is  “Repeal 
of  Section  in  Principles  of  Professional  Conduct  Re- 
quiring Registration  of  Licenses  with  County  Clerk”: 
“Wheheas,  the  “Principles  of  Professional  Con- 
duct” of  the  Medical  Society  of  the  State  of  New 
York,  Appendix  II,  Medicolegal  Principles,  Sec- 
tion 2,  Registration  in  County  Clerk’s  Office 
states: 

‘Every  license  to  practice  medicine  shall,  be- 
fore the  licensee  begins  practice  thereunder,  be 
registered  in  a book  kept  in  the  clerk’s  office  of 
the  county  where  such  practice  is  to  be  carried 
on.’ 

J | and 

“Whereas,  the  Legislature  and  Governor  of 
the  State  of  New  York  in  1951  repealed  a law 
which  made  such  registration  mandatory;  there- 
fore be  it  hereby 

“ Resolved , that  Section  2 of  Appendix  II  of  the 
“Principles  of  Professional  Conduct”  of  the 
Medical  Society  of  the  State  of  New  York  is 
hereby  repealed;  and  be  it  further 

“Resolved,  that  the  secretary  of  the  Medical 
Society  of  the  State  of  New  York  is  hereby  in- 
structed to  renumber  appropriately  the  succeed- 
ing paragraphs  in  this  Appendix  II.” 
Vice-Speaker  Williams:  Thank  you,  Dr.  d’ 
Angelo. 

This  seems  to  be  self-evident.  It  is  for  us  to  com- 
; ply  with  the  State  law.  I think  we  could  dispose  of 
1 that  by  action  of  the  House  and  instruct  the  com- 
mittee to  revise  the  code  of  ethics  to  comply  with  our 
action.  Is  there  any  objection  to  such?  If  not,  I 
, will  put  it  to  you  right  now. 

Chorus:  Right. 

Vice-Speaker  Williams:  This  is  to  comply  with 
• the  State  law.  I will  entertain  such  a motion,  and 
we  will  vote  on  that  immediately. 

Dr.  Samuel  Z.  Freedman,  New  York:  I so 

. I move. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . There  being  no  discussion,  the  motion  was  put 
( to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  I would  ask  that  the 
Committee  on  Ethics  be  advised  to  revise  the  “Prin- 
ciples of  Professional  Conduct”  to  comply  with  this 
| resolution  that  was  just  adopted  by  the  House. 

j Section  68  (See  107 , 175 ) 

Minimum  Standards  of  Social  Security  and  Medical 
Care  of  the  International  Labour  Organization 

Dr.  Samuel  Z.  Freedman,  New  York:  This  res- 
olution is  introduced  on  behalf  of  the  Medical  So- 
L ciety  of  the  County  of  New  York,  by  their  action 
this  last  month,  and  has  to  do  surprisingly  enough 
with  what  Dr.  Bauer  spoke  of  only  a short  while  ago 
in  reference  to  the  International  Labour  Organiza- 
tion. You  heard  the  speech. 

“Whereas,  the  International  Labour  Organiza- 
tion of  the  United  Nations  has  the  power  to  pass 
resolutions  at  its  conventions  which  if  ratified  by 
the  United  States  Senate  can  supersede  the  laws 
of  this  country;  and 

“Whereas,  the  International  Labour  Organi- 


zation is  composed  of  representatives  of  govern- 
ment, labor,  and  industry;  and 

“Whereas,  at  its  convention  last  summer  a res- 
olution relating  to  minimum  standards  of  social 
security  and  medical  care,  which,  if  ratified  by  the 
Senate,  would  destroy  all  insurance  and  private 
practice  of  medicine  in  this  country,  was  voted 
upon  favorably  by  representatives  of  government 
and  labor  and  opposed  by  representatives  of  in- 
dustry; and 

“Whereas,  such  resolutions  must  be  presented 
at  two  conventions  before  they  can  be  submitted 
to  the  United  States  Senate  for  ratification;  and 
“Whereas,  a second  convention  will  be  held 
this  summer,  and  if  this  resolution  is  approved,  it 
can  then  be  submitted  to  the  United  States  Senate 
and,  if  ratified,  will  become  law;  therefore  be  it 
hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  its  members  to  make  contact 
with  their  senators  voicing  disapproval  of  the 
minimum  standards  of  social  security  proposed  by 
the  International  Labour  Organization;  and  be  it 
further 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  be  and  hereby 
are  instructed  to  introduce  a similar  resolution  in 
the  House  of  Delegates  of  the  American  Medical 
Association  with  the  request  that  its  membership 
communicate  with  their  senators  in  regard  to  the 
resolution  of  the  International  Labour  Organiza- 
tion.” 

Vice-Speaker  Williams:  This  is  referred  to  the 
Reference  Committee  on  Miscellaneous  Business  B, 
of  which  Dr.  Guy  S.  Philbrick,  of  Niagara,  is  chair- 
man. 

Are  there  any  resolutions  from : 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Section  69  (See  117) 

Group  Disability  Insurance  for  Members  of  the 
Medical  Society  of  the  State  of  New  York 

Dr.  James  M.  Blake,  Schenectady:  From  Sche- 
nectady, this  resolution  refers  to  “Group  Disability 
Insurance  for  Members  of  the  Medical  Society  of  the 
State  of  New  York”: 

“Whereas,  the  desirability  of  disability  in- 
surance for  illness  or  accident  for  members  of  the 
medical  profession  is  generally  recognized;  and 
“Whereas,  such  disability  insurance  can  be 
purchased  by  a group  of  persons  more  economi- 
cally and  can  provide  greater  coverage  than  such 
insurance  purchased  by  individuals;  and 

“Whereas,  certain  component  county  medical 
societies  are  desirous  of  having  available  for  their 
members  such  insurance;  therefore,  be  it  hereby 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State^ot  New  York  ap- 
prove and  recommend  to  the  Medical  Society  that 
disability  insurance  for  illness  and  accident  be 
made  available  to  its  members;  and  be  it  fur- 
ther 

“Resolved,  that  this  resolution  be  referred  to  the 
proper  group  or  committee  with  instructions  to 
proceed  with  the  necessary  investigation  as  to  the 
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most  desirable  types  of  disability  insurance  avail- 
able and  to  complete  arrangements  whereby  such 
insurance  be  made  available  as  soon  as  practical 
to  the  members  of  the  Medical  Society  of  the 
State  of  New  York.” 

Vice-Speaker  Williams:  That  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  VI,  Economics,  of  which  Dr.  Gerald  Dorman, 
of  New  York,  is  chairman. 

Section  70  ( See  17S) 

Withdrawal  of  Support  for  Blood  Banks  Associa- 
tion 

Dr.  Stanley  B.  Folts,  Seneca:  Mr.  Speaker.  I 
have  been  asked  to  introduce  this  resolution  by 
Seneca  County  Medical  Society;  its  subject  is 
“Withdrawal  of  Support  for  Blood  Banks  Associa- 
tion”: 

“Whereas,  it  is  proposed  that  an  organization 
be  established  to  be  known  as  the  Blood  Banks 
Association  of  New  York  State;  and 

“Whereas,  the  purpose  of  this  organization  is 
to  collect,  distribute,  and  do  research  on  human 
blood;  and 

“Whereas,  the  cost  of  these  procedures  wall  be 
borne  by  the  recipients  of  this  blood  and  blood 
products;  and 

“Whereas,  any  deficit  resulting  from  these 
operations  will  be  borne  by  the  Medical  Society 
of  the  State  of  New  York;  and 

“Whereas,  the  American  Red  Cross  is  cur- 
rently engaged  in  a similar  program  and  enjoys  the 
good  will  of  the  American  public;  and 

“Whereas,  the  American  Red  Cross  program 
has  proved  satisfactory  to  both  the  physicians  and 
people  of  New  York  State;  and 

“Whereas,  it  is  considered  poor  public  rela- 
tions to  enter  into  a duplicate  program  in  direct 
opposition  to  the  American  Red  Cross;  there- 
fore, be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  withdraw  its  support  for  the  forma- 
tion of  the  Blood  Banks  Association  of  New  York 
State.” 

Vice-Speaker  Williams:  That  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  IV,  of  which  Dr.  Edward  Shea,  of  Ulster,  is 
chairman. 

Are  there  any  resolutions  from: 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 

Section  71  ( See  99) 

Contributions  to  the  American  Medical  Education 
Foundation 

Dr.  Waring  Willis,  Westchester:  This  concerns 
contributions  to  the  American  Medical  Education 
Foundation: 

“Whereas,  the  great  deficits  now  being  in- 
curred each  year  by  medical  schools  throughout 
the  country  make  their  full  and  continued  opera- 
tion uncertain;  and 

“Whereas,  freedom  of  enterprise  is  the  key- 
stone of  American  life  and  education,  and 


“Whereas,  greater  efforts  to  maintain  these 
freedoms  should  be  made  by  the  medical  societies 
through  the  promotion  of  contributions  from  their 
members  to  the  American  Medical  Education 
Foundation;  and 

“Whereas,  the  suggested  annual  quota  for  New 
York  State  is  $250,000;  now  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  add  an  item  of  $10  as  a volun- 
tary contribution  on  the  printed  statement  of 
A.M.A.  dues  for  the  year  1953;  and  be  it  fur- 
ther 

“Resolved,  that  the  American  Medical  Associa- 
tion be  memorialized  to  urge  the  adoption  of  a 
similar  method  of  fund  raising  on  a national  basis.” 
Vice-Speaker  Williams:  This  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  VIII,  of  which  Dr.  Benjamin  M.  Bernstein,  of 
Kings,  is  chairman. 

Section  72  (See  138) 

Changes  in  Programming  of  Scientific  Sessions  of 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York 

Dr.  David  Fertig,  Westchester:  This  resolution 
has  to  do  with  changes  in  the  programming  of  the 
scientific  sessions  of  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York: 

“Whereas,  practically  all  of  the  scientific  ses- 
sions of  the  Medical  Society  of  the  State  of  New 
York  are  divided  into  small  specialty  groups; 
and 

“Whereas,  the  number  of  subjects  and  spe- 
cialty fields  to  be  covered  make  it  necessary  for 
many  different  meetings  to  be  held  at  the  same 
time;  and 

“Whereas,  this  type  of  programming  leads  to 
neglect  of,  and  small  attendance  at  sessions  of  im- 
portance to  all  members  of  the  profession  on 
scientific  matters  and  in  the  field  of  public  rela- 
tions, medical  economics,  and  the  like;  now  there- 
fore be  it 

“Resolved,  that  in  future  programming  more 
time  be  allotted  to  large  general  sessions  on  sub- 
jects that  are  timely  and  of  outstanding  impor- 
tance to  all  physicians.” 

Vice-Speaker  Williams:  For  the  information 
of  the  House,  and  also  for  the  information  of  Dr. 
Fertig,  I would  say  that  the  Council  has  already 
initiated  such  a scheme,  and  there  is  to  be  held  dur- 
ing this  convention  a meeting  of  the  Constitution 
and  Bylaws  Committee  and  several  of  the  officers  I 
and  the  Scientific  and  the  Planning  Committees  to 
consider  this.  I am  at  a bit  of  a loss  to  know  where 
to  refer  it.  I suppose  we  should  refer  this  to  the 
Planning  Committee  for  Medical  Policies,  but  yet  it 
is  the  planning  of  our  program,  it  may  involve  some 
Constitution  and  Bylaws  changes,  so  I will  refer 
this  to  Dr.  Howland’s  reference  committee  anyway, 
Planning  Committee  for  Medical  Policies,  and  the 
meetings  I told  you  of  will  be  held. 

Are  there  any  further  resolutions  from  West- 
chester? 

Section  73  (See  153) 

Commendation  of  the  Efforts  of  Certain  Legislators 
Toward  the  Enactment  of  Legislation  Sponsored  by 
the  Medical  Society  of  the  State  of  New  York 

Dr.  Henry  E.  McGarvey,  Westchester:  This  res- 
olution is  submitted  by  the  Medical  Society  of  ] 
Westchester,  and  it  is  entitled  “Commendation  of 
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the  Efforts  of  Certain  Legislators  Toward  the  Enact- 
ment of  Legislation  Sponsored  by  the  Medical  So- 
ciety of  the  State  of  New  York” : 

“Whereas,  a resolution  introduced  in  1951  by 
the  Medical  Society  of  the  County  of  Westchester 
to  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York,  proposing  that  they 
foster  legislation  that  would  effectively  amend  cer- 
tain sections  of  the  present  totally  inadequate 
laws  concerned  with  court  procedures  wherein 
drivers  of  motor  vehicles  arrested  on  suspicion  of 
being  intoxicated  are  being  tried,  was  passed  with- 
out dissenting  vote;  and 

“Whereas,  the  resultant  fosterage  resulted  in 
the  concurrent  introduction  of  two  bills  at  the  last 
session  of  the  State  Legislature  (Senate  Int.  1947, 
Halpern,  and  Assembly  Int.  2772,  Wilson)  with 
amending  the  New  York  State  Code  of  Criminal 
Procedure  empow'ering  any  duly  licensed  physi- 
cian, at  the  request  of  the  peace  officer  making  an 
arrest  on  suspicion  of  intoxication,  to  take  a speci- 
men of  blood  from  the  operator  of  a motor  vehicle 
or  motorcycle  for  the  purpose  of  determining  the 
alcoholic  content  thereof ; therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  through  appropriate  channels,  ex- 
press its  appreciation  to  Senator  Seymour  Hal- 
pern and  Assemblyman  Malcolm  Wilson  for  their 
effort  in  promoting  the  legislation  fostered  by  it 
and  advise  them  that  reintroduction  of  similar 
bills  at  the  next  session  of  the  State  Legislature 
shall  be  endorsed  and  actively  supported.” 
Vice-Speaker  Williams:  This  resolution  could 
be  referred  to  the  Subcommittee  on  Problems  of 
Alcoholism,  but  I think  it  more  appropriately  be- 
longs in  the  Committee  on  Legislation  because  they 
would  be  acquainted  with  the  actions  of  the  Legisla- 
ture, and  I think  perhaps  that  committee  too  would 
be  acquainted  with  the  problems  of  alcoholism,  so  I 
refer  it  to  Dr.  Wolff’s  Reference  Committee  on  Leg- 
islation. 

Section  74 

Recognition  of  the  Services  of  Dr.  George  W. 
Kosmak 

Dr.  Reid  R.  Heffner,  Westchester:  This  resolu- 
tion is  proposed  by  the  Medical  Society  of  the 
County  of  Westchester  in  recognition  of  the  serv- 
ices of  Dr.  Kosmak. 

“Whereas,  Dr.  George  W.  Kosmak  has  served 
long,  faithfully  and  with  outstanding  ability  as 
editor  of  the  New  York  State  Journal  of  Medi- 
cine; and 

“Whereas,  he  is  now  retiring  from  this  position 
at  his  own  request;  now  therefore  be  it 

“Resolved,  that  in  recognition  of  this  outstand- 
ing record  of  service  to  the  Society,  Dr.  Kosmak 
be  appointed  Editor  Emeritus  of  the  Journal  ” 

V ice-Speaker  W illiams  : I don’t  think  this  needs 
to  be  referred;  in  fact,  I will  entertain  a motion  to 
approve  it  immediately. 

Dr.  Heffner:  I so  move. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

Secretary  Anderton:  I move  that  this  be 

passed  by  a rising  vote  of  acclamation. 

Vice-Speaker  Williams:  I will  accept  that.  Do 
I hear  any  discussion?  If  not,  I ask  you  to  rise. 

Dr.  Fenwick  Beekman,  Trustee:  Put  the  word 
“unanimously”  in  there. 

Vice-Speaker  Williams:  I will  be  glad  to;  I did 
not  even  entertain  a nay  vote,  Dr.  Beekman. 

. . . The  delegates  arose  and  applauded  . . . 


Section  75  (See  129) 

Study  of  the  District  Branch  Unit  of  Organization 

Dr.  Morley  Smith,  District  Delegate:  This  per- 
tains to  the  study  of  the  district  branch  unit  of 
organization: 

“Whereas,  attendance  of  the  membership  at 
the  meetings  of  the  district  branches,  as  pub- 
lished in  the  New  York  State  Journal  of 
Medicine,  February  1,  1952,  page  290,  indicates 
for  1951  that  only  3.8  per  cent  of  a total  of  22,818 
were  present;  and 

“Whereas,  this  percentage  represents  only  872 
members  out  of  the  22,818  total ; and 

“Whereas,  the  total  attendance  at  all  of  the 
district  branch  meetings  was  1,018  persons,  which 
figure  includes  the  officers  of  the  Society,  members 
of  the  various  Society  bureaus,  speakers,  and 
guests,  it  would  appear  that  the  activities  of  the 
district  branches  were  carried  on  for  the  benefit 
of  less  than  2 per  cent  of  the  members,  necessitat- 
ing what  appears  to  be  a very  considerable  ex- 
pense in  time  and  effort  for  a very  small  return; 
now  therefore  be  it 

“ Resolved , that  the  nine  district  branches  be 
abolished  in  so  far  as  their  scientific  programs  are 
concerned;  and  be  it  further 

‘ ‘ Resolved,  that  a study  be  undertaken  to  modern- 
ize the  functions  of  the  said  district  branches  to 
relate  them  more  realistically  to  the  present-day 
needs  of  the  Medical  Society  of  the  State  of  New 
York.” 

Vice-Speaker  Williams:  This  resolution  is  re- 
ferred to  the  Reference  Committee  on  Reports  of  the 
Secretary,  Censors,  and  District  Branches,  of  which 
Dr.  Donald  R.  McKay  is  chairman. 

Are  there  any  other  resolutions  from  Westchester? 
If  not,  are  there  any  resolutions  from: 

Wyoming 

Yates 

Dr.  Wertz  is  recognized. 

Section  76  (See  120) 

Specialty  Boards 

Dr.  Carlton  E.  Wertz,  Past-President:  Mr. 
Speaker  and  members  of  the  House,  I have  a resolu- 
tion I would  like  to  introduce.  It  is  supported  by  a 
number  of  the  specialty  groups: 

“Whereas,  there  is  a movement  to  have  the 
American  Council  on  Medical  Education  and 
Hospitals  approve  a specialty  board  composed  in 
part  of  nonphysicians  and  designed  to  certify 
nonphysicians  in  certain  branches  of  laboratory 
medicine;  and 

“Whereas,  the  American  Medical  Association 
is  in  concept  and  practice  entirely  a medical  body 
for  the  betterment  of  medical  practice;  and 
“Whereas,  the  approval  of  a nonphysician 
specialty  board  would  be  contrary  to  the  interest 
and  intent  of  the  American  Medical  Association; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  reaf- 
firm its  approval  of  the  “Essentials  for  Approved 
Examining  Boards  in  Medical  Specialties,”  which 
includes  the  principles  that  applicants  for  exami- 
nation must  be  graduates  from  a medical  school 
approved  by  the  Council  on  Medical  Education 
and  Hospitals  and  must  be  licensed  to  practice 
medicine ; and  be  it  further 

“Resolved,  that  the  House  of  Delegates  instructs 
the  Council  on  Medical  Education  and  Hospitals 
to  limit  its  approval  of  specialty  boards  to  those 
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which  can  comply  with  these  essentials;  and  be 
it  further 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  place  these 
resolutions  before  the  June,  1952,  convention  of 
the  house  of  delegates  of  the  -American  Medical 
Association.” 

Vice-Speaker  Williams:  That  has  to  do  with 
variations  of  medical  licensure  and  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  VI,  of  which  Dr.  Gerald  Dorman  of  New  York 
is  the  chairman. 

Are  there  any  further  resolutions? 

Section  77  (See  182) 

Reimbursement  to  Seventh  District  Branch 

Dr.  Homer  J.  Knickerbocker,  Ontario:  This 
concerns  reimbursement  to  the  Seventh  District 
Branch: 

“Whereas,  due  to  the  unfamiliarity  of  certain 
officers  of  the  Seventh  District  Branch  with  the 
routine  provided  in  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 
for  the  payment  of  expense  incurred  in  the  holding 
of  its  annual  meetings  there  was  paid  from  the 
treasury  of  said  district  branch  the  sum  of 
$181.68,  items  of  which  are  hereto  attached, 
which,  had  the  proper  routine  been  followed,  would 
have  been  paid  by  the  Medical  Society  of  the 
State  of  New  York;  and 

“Whereas,  under  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York, 
the  period  for  acceptance  of  such  bills  has  expired ; 
and 

“Whereas,  recovery  from  those  responsible  for 
the  improper  payment  of  said  expense  would 
seriously  endanger  the  hitherto  efficient  and  har- 
monious functioning  of  the  said  Seventh  District 
Branch  and  its  advisory  council,  to  the  great 
detriment  of  the  members  thereof,  and  through 
possible  publicity  in  the  press,  subject  the  medical 
profession  to  unfavorable  comment  or  rank  dis- 
tortion of  facts;  therefore  be  it 

“Resolved,  that  this  House  of  Delegates  direct 
the  Board  of  Trustees  to  reimburse  the  treasurer 
of  the  Seventh  District  Branch  in  amount  of 
$181.68  which  accurately  represents  what  the 
Medical  Society  of  the  State  of  New  York  would 
have  paid  had  the  proper  procedure  been  followed 
in  presenting  such  bills  for  payment  by  the  said 
Medical  Society  of  the  State  of  New  York. 

“Date  of 

Payment  Item  Amount 

December  To:  Monroe  County  Medi- 

27,  cal  Society 

1950  Rental  of  black  drop 

curtain  $28  00 

Cartage  of  blackboard 
from  offices  of  above 
medical  society  to 
Oak  Hill  Country 
Club  where  the  1949 
meeting  of  the  Sev- 
enth District  Branch 
was  held  6 . 00 

January  To:  Steuben  County  Medi- 

21,  cal  Society 

1952  Tickets  for  luncheon, 

rental  of  hall,  center- 
pieces,  and  dinners 
for  guest  speakers  79.75 


January  To:  Leakey  Clinic 
21,  Expenses  of  Dr.  Cat> 

1952  tell,  hotel,  transpor- 

tation, and  inciden- 
tals 67.93 

Total  $181 . 68” 

Vice-Speaker  Williams:  This  is  referred  to  the 
Reference  Committee  on  Reports  of  Treasurer, 
Trustees,  and  Finance,  of  which  Dr.  Henry  E. 
McGarvey,  of  Westchester,  is  chairman. 

Section  78  (See  143) 

Establishing  of  General  Practice  Preceptorships  in 
Medical  Schools 

Dr.  James  H.  Arseneau,  Wayne:  This  resolu- 
tion is  for  the  establishing  of  general  practice  pre- 
ceptorships in  medical  schools: 

“Whereas,  the  training  of  the  medical  stu- 
dent today  in  the  science  of  medicine  is  of  the 
highest  caliber,  but  that  training  does  not  include 
instruction  in  the  art  of  practice  nor  in  the  basic 
economics  so  essential  in  modern  society;  and 
“Whereas,  the  value  of  personal  demonstration 
has  always  been  deemed  pre-eminent  in  any  teach- 
ing; and 

“Whereas,  in  the  consideration  of  the  supply 
and  distribution  of  physicians,  until  recently  most 
of  the  emphasis  has  been  upon  distribution  with 
little  attention  having  been  given  to  the  question 
of  supply.  Hence,  the  Council  on  Medical  Service 
of  the  American  Medical  Association  in  its  last 
annual  report  urged  that  the  activities  to  be 
studied  and  evaluated  in  light  of  present  place- 
ment service  objectives  should  be  general  'prac- 
tice preceptorships,  special  courses  for  general 
practitioners.  Also  at  a subsequent  conference 
called  by  the  Council  speaker  after  speaker  em- 
phasized that  in  order  to  have  young  physicians 
available  to  accept  opportunities  in  communities 
requiring  them  more  physicians  must  be  trained 
for  this  type  of  practice;  and 

“Whereas,  the  Council  Committee  on  Hos- 
pitals and  Professional  Relations  of  the  Medical 
Society  of  the  State  of  New  York,  in  its  1951-1952 
report,  approved  the  establishment  of  preceptor- 
ships; and 

“Whereas,  the  University  of  Buffalo  Medical 
School  and  the  Sheffield  School  of  Medicine  of 
Yale  University,  among  others,  have  already  in- 
stituted preceptorship  training  for  fourth  year 
medical  students;  and 

“Whereas,  the  American  Medical  Association 
has  approved  of  preceptorship  training  and  its 
Council  on  Medical  Education  and  Hospitals  has 
reported  that  ‘It  is  planned  to  devote  an  impor- 
tant part  of  the  program  in  the  1952  Congress  on 
Medical  Education  and  Licensure  to  discussion  of 
preceptorships’;  therefore  be  it 

“ Resolved , that  this  House  of  Delegates  ap- 
prove of  the  system  of  preceptorship  training  in 
general  practice  for  medical  students  and  recom- 
mend it  to  the  medical  schools  within  the  State  of 
New  York.” 

Vice-Speaker  Williams:  We  don’t  have  a spe- 
cial reference  committee  on  undergraduate  medical 
education,  and  this  has  to  do  with  that,  so  I think 
I will  refer  this  to  the  Reference  Committee  on 
Miscellaneous  Business  A,  of  which  Dr.  George  Law- 
rence is  chairman. 

Section  79 

Announcements 
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Vice-Speaker  Williams:  I have  an  announce- 
ment to  make.  There  will  be  a breakfast  meeting 
of  the  Eighth  District  Branch  at  8 a.m. 

For  Dr.  Rawls,  you  have  heard  the  announcement 
about  the  dinner  dance  on  Wednesday  night.  Please 
buy  your  tickets  as  soon  as  possible. 

Are  there  any  further  resolutions? 

Section  80  {See  118) 

Participation  of  Specialists  in  Emergency  Plans 

Dr.  Scott  Lord  Smith,  Dutchess:  I introduce 
this  resolution  as  an  individual  because  it  supple- 
ments one  introduced  by  Dutchess  County  last 
year  and  subsequently  passed  by  the  American 
Medical  Association.  Its  subject  is  “Participation  of 
Specialists  in  Emergency  Plans” : 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  recognized  the  great  value  to  pub- 
lic relations  of  emergency,  night,  and  holiday  call 
plans  and  has  urged  all  doctors  of  a certain  age 
group  to  participate  in  their  county  or  city  plans ; 
and 

“Whereas,  the  ever-increasing  proportion  of 
doctors  who  are  members  of  or  candidates  for 
specialty  board  ratings  leaves  often  only  a small 
proportion  of  general  practitioners  to  carry  on  the 
always  disagreeable  and  sometimes  arduous  tasks 
from  which  the  specialist  is  debarred  by  the  rules 
of  the  specialty  boards;  therefore  be  it 

“Resolved,  that  this  House  of  Delegates  re- 
affirm its  desire  to  carry  out  plans  for  emergency 
calls  as  a public  service;  and  be  it  further 

“Resolved,  that  this  House  reiterate  its  request 
to  specialty  board  officers  for  relaxation  of  rules 
which  will  permit  members  and  candidates  for 
membership  to  participate  in  such  a community 
service  without  jeopardy  to  their  specialty  rat- 
ings.” 

Vice-Speaker  Williams:  Referred  to  Reference 
Committee  on  Report  of  Council,  Part  VI,  Public 
Medical  Care,  of  which  Dr.  Gerald  Dorman  is  chair- 
man. 

Are  there  any  other  resolutions?  If  not,  the 
t imes  are  being  posted  up  here  for  the  meetings  of  the 
reference  committees.  The  time  and  location  will 
also  be  on  this  blackboard. 

Are  there  any  other  announcements?  If  not,  I 
will  turn  the  gavel  back  to  the  Speaker. 

Section  81 

Report  of  Committee  on  Prize  Essays 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 
Eggston,  of  the  Committee  on  Prize  Essays. 

Dr.  Andrew  A.  Eggston,  Assistant  Secretary: 
The  Committee  on  Prize  Essays  submits  the  follow- 
ing report: 

For  the  Merrit  H.  Cash  Prize  there  were  six  essays 
submitted,  listed  in  the  order  in  which  they  were 
received.  We  did  not  know  the  names  of  these 
people  who  submitted  these  essays.  They  had  some 
nom  de  plume  or  designation. 

1.  “Value  of  the  Newer  Diagnostic  Tests  for 
Coronary  Artery  Disorders  in  the  Patient  with 
Chest  Pain  and  a Normal  Electrocardiogram” 
(Identification,  COR) 

2.  “Some  Psychic  Factors  in  the  Cold  as  an 
Illness”  (Identification,  Female  Symbol) 

3.  “Tetralogy”  (Identification,  Esperamus) 

4.  “The  Role  of  Rheumatic  Fever  in  Chronic 
Pericarditis”  (Identification,  P.S.  909) 

5.  “Diabetes  Mellitus  and  Liver  Function — A 
Clinical  and  Biochemical  Appraisal”  (Identifica- 
tion, My  Only  Try) 


6.  “The  Verbal  Self-Portrait  Test— A New 
Simple  Personality  Test”  (Identification,  Indeed, 
the  best  projective  responses  are  secured  with  the 
least  elaborately  structured  or  organized  equip- 
ment) 

Your  committee  reviewed  very  carefully  the 
essays  submitted  and  is  of  the  opinion  that  the  es- 
says generally  were  disappointing  in  originality,  con- 
clusions, organization,  and  scientific  data  and  in 
some  instances  badly  written. 

In  spite  of  the  above  criticism,  the  committee 
agreed  to  present  the  prize  to  the  essay  on  “Value 
of  the  Newer  Diagnostic  Tests  for  Coronary  Artery 
Disorders  in  the  Patient  with  Chest  Pain  and  a Nor- 
mal Electrocardiogram”  (Identification,  COR) 

The  committee  wishes  to  express  its  appreciation 
for  the  aid  received  from  several  reviewers  with 
special  training  in  the  subjects  presented. 

{Tearing  top  off  envelope ) The  author  of  this 
essay  is  Dr.  Seymour  H.  Rinzler,  of  120  Central 
Park  South,  New  York  City.  ( Applause ) 

For  the  Lucien  Howe  Prize  there  were  four  essays 
submitted,  which  makes  ten  altogether,  which  I 
think  is  a very  good  response.  These  are  listed  in 
the  order  in  which  they  were  received: 

1.  “Sympathetic  Ophthalmia  Following  Cyclodi- 
athermy” (Identification,  Fiat  Lux) 

2.  “Methods  To  Fix  Partly  Dislocated  Lenses 
Preceding  the  Operation”  (Identification,  “Salus 
aegroti  suprema  lex  esto”) 

3.  “The  Gold  Tuber  Operation  for  Glaucoma” 
(Identification,  name  and  address) 

4.  “Optic  Atrophy.”  (Identification,  “Hip- 
pocrates”). This  paper  was  beautifully  illustrated 
by  150  glass  slides. 

The  essay  submitted  on  optic  atrophy  was  an 
outstanding  contribution,  but  since  it  was  sub- 
mitted for  the  Lucien  Howe  Prize,  which  specifically 
states  that  the  subject  should  be  on  some  branch 
of  surgery,  preferably  ophthalmology,  and  since  op- 
tic atrophy  is  a medical  subject  and  not  surgery, 
the  committee  indeed  regrets  that  it  is  unable  to 
accept  this  essay  for  the  Lucien  Howe  Prize.  This 
essay  is  deserving  of  praise,  and  if  it  had  been  sub- 
mitted for  the  Merrit  H.  Cash  Prize,  your  com- 
mittee would  have  given  it  serious  consideration. 
It  is  recommended  that  the  author  consider  submit- 
ting it  at  some  future  time  for  the  Merrit  H.  Cash 
award. 

The  committee  is  of  the  opinion  that  the  other 
three  essays  submitted  were  not  of  a caliber  that 
would  justify  an  award. 

The  committee  wishes  to  thank  several  ophthal- 
mologists for  their  aid  in  the  evaluation  of  these 
essays. 

Respectfully  submitted,  Andrew  A.  Eggs- 
ton, M.D.,  Mount  Vernon,  Chairman;  Paul  A. 
Dunn,  M.D.,  Syracuse;  John  H.  Talbott,  M.D., 
Buffalo. 

Speaker  Holcomb:  You  have  heard  Dr.  Eggs- 
ton’s  report  for  the  Committee  on  Prize  Essays. 
What  is  your  pleasure? 

Dr.  Samuel  B.  Burk,  New  York:  I move  that  the 
report  be  accepted,  with  thanks. 

Dr.  Gerald  D.  Dorman,  New  York:  I secoud 
that. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Thank  you,  Dr.  Eggston. 

Section  82  {See  25, 84, 90) 

Introduction  of  Guest 

Speaker  Holcomb:  At  this  time  I would  like,  to 
introduce  Dr.  Keith  Simpson,  foreusic  pathologist 
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to  New  Scotland  Yard,  reader  in  forensic  medicine 
at  Guy’s  Hospital,  London,  who  is  lecturing  at  the 
New  York  Academy  of  Medicine  tonight.  Dr. 
Simpson,  would  you  arise? 

Dr.  Theodore  J.  Curphey,  Councillor:  He  is 
not  now  in  the  House.  He  left. 

Speaker  Holcomb:  We  acknowledge  his  visit 
to  us. 

We  have  other  guests  whom  I will  perhaps  inter- 
rupt the  proceedings  from  time  to  time  to  introduce 
during  this  next  session,  and  I hope  that  the  dis- 


tinguished guests  will  not  think  they  have  been 
entirely  overlooked.  I assure  you  that  I will  give 
them  recognition. 

The  various  reference  committees  will  meet  in  the 
Penn  Top  and  the  Headquarters  Rooms  on  this 
floor.  The  reference  committee  tables  will  be 
marked,  and  I believe  now  we  will  recess  until  9 
o’clock  tomorrow  morning.  I hope  that  we  will  be 
prompt  because  there  is  a tremendous  amount  of 
work  to  be  done. 

. . . The  session  adjourned  at  4: 10  p.m.  . . . 


MORNING  SESSION 
Tuesday,  May  13,  1952 


The  session  convened  at  9: 20  a.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Section  83 

Announcements 

Speaker  Holcomb:  Members  of  the  House  of 
Delegates,  I have  a few  announcements  and  remarks 
to  make  before  the  call  for  the  introduction  of  dis- 
tinguished guests  this  morning. 

First  of  all,  we  have  at  this  time  51  resolutions  that 
have  been  introduced  this  year.  I think  that  makes 
an  all-time  high.  Last  year  there  were  47  intro- 
duced, so  we  have  already  exceeded  that  by  four. 
That  does  not  mean,  by  the  way,  that  that  stops  all 
resolutions. 

I have  this  suggestion,  which  I make  humbly.  I 
will  ask  the  chairmen  of  the  various  reference  com- 
mittees who  report  on  the  resolutions  to  summarize 
as  much  as  possible  their  intent  so  that  they  may  pre- 
sent it  to  the  House  with  their  report  and  try  as 
much  as  possible  to  avoid  reading  any  “whereases,” 
and  if  any  delegate  wishes  to  have  the  resolution 
read  in  part  or  in  its  entirety,  he  has  that  privilege. 
Of  course,  the  report  on  the  Constitution  and  By- 
laws must  be  read  before  it  is  adopted.  That  is  a 
long  report,  and  I hope  you  wall  all  bear  that  in 
mind  and  give  it  close  attention. 

At  this  time  I would  like  to  make  this  statement 
as  far  as  the  Speaker  is  concerned,  and  in  doing  so  I 
know  I wall  reflect  the  thoughts  of  a great  many  of 
the  members  from  every  part  of  the  State.  I think 
we  are  all  gratified  to  learn  from  Dr.  Wentworth’s 
remarks  that  Dr.  J.  Stanley  Kenney  has  accepted 
the  chairmanship  on  legislation  for  this  next  year. 
That  is,  of  course,  technically  subject  to  Council  ap- 
proval, but  I think  it  is  very  gratifying.  As  an  ex- 
chairman of  that  committee  who  was  fired  after  one 
year,  I am  not  sure  whether  I ought  to  sympathize 
with  him  or  congratulate  him. 

Dr.  Maurice  J.  Dattelbaum,  Treasurer:  Me, 
too.  ( Laughter ) 

Speaker  Holcomb:  I see  Dr.  Dattelbaum  just 
raised  his  hand  and  said  he  is  also  one  of  the  ex’s,  but 
it  is  a terrific  job.  It  is  very  hard  to  please  everyone; 
however,  I feel  that  Dr.  Kenney  will  have  the  con- 
fidence and  support  of  every  section  of  this  State  in 
his  new  job,  and  personally  I would  like  to  thank 
him  for  accepting  it. 

At  this  time,  too,  I would  like  to  make  this  rather 
sad  comment:  Dr.  John  Edwards,  who  has  repre- 
sented us  so  many  years  fromfColumbia  County,  was 
unavoidably  absent  this  year  due  to  the  critical  ill- 


ness of  Mrs.  Edwards.  I am  sorry  to  say  she  is  not 
expected  to  recover,  and  I feel  that  every  member 
of  this  House  would  like  to  extend  his  sympathy  to 
Dr.  Edwards  at  this  time. 

Dr.  Denver  M.  Vickers,  Councillor:  Could  we 
have  a resolution  from  the  House  that  the  secretary 
send  to  Dr.  Edwards  our  sentiments  on  the  sub- 
ject? 

Speaker  Holcomb:  I will  entertain  that  motion, 
Dr.  Vickers. 

Dr.  Scott  Lord  Smith,  Dutchess:  I second 

that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  I will  note,  too,  that  that  is 
unanimous. 

Section  84  ( See  25,  82,  90) 

Introduction  of  Guests 

Speaker  Holcomb:  At  this  time  we  have  with  us 
Dr.  Russell  of  Vermont,  and  I will  ask  Dr.  Vickers 
if  he  would  escort  Dr.  Russell  to  the  rostrum  to  take 
a bow. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Denver  M.  Vickers  escorted  Dr.  George  A.  Russell 
to  the  rostrum  . . . 

(At  this  point  screen  fell  down  over  the  Speaker’s 
lectern.) 

Speaker  Holcomb:  Ytou  have  all  heard  about 
Jericho  and  the  walls  came  tumbling  down.  I might 
say  Dr.  Russell  saved  my  life  by  having  me  greet 
him. 

Dr.  George  A.  Russell:  I am  very  happy  to  be 
here  this  morning  to  bring  greetings  from  the  Medi- 
cal Society  of  Vermont.  I am  sure  I shall  enjoy  this 
meeting  and  get  a good  deal  out  of  it. 

Speaker  Holcomb:  Thank  you!  We  are  very 
glad  to  have  you  with  us. 

I will  ask  Dr.  Peter  J.  Di  Natale  to  bring  the 
president  of  the  Texas  Medical  Society  to  the  ros- 
trum, Dr.  Allen  T Stewart,  of  Lubbock,  Texas. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Peter  J.  Di  Natale  escorted  Dr.  Allen  T.  Stewart  to 
the  rostrum  . . . 

Dr.  Allen  T.  Stewart:  Gentlemen  of  the 
House,  I bring  you  greetings  from  the  Lone  Star 
state  to  the  great  Empire  State.  It  is  indeed  a 
pleasure  to  be  with  you  in  your  great  city  and  at  this 
convention  as  a guest.  I am  happy  that  several 
years  ago  the  Republic  of  Texas  requested  to  be  ad- 
mitted to  the  Union.  I am  also  happy  that  it  was 
voted  into  the  Union  although  history  tells  us  it  was 
only  by  the  majority  of  one  vote. 
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I would  like  to  impress  you  that  perhaps  in  this 
election  which  is  coming  off  some  time  this  year  you 
will  remember  the  importance  of  one  vote. 

I am  also  happy  that,  in  deference  even  to  the 
royalty  who  has  visited  us  and  all  that,  this  great 
city  is  known  as  the  City  of  New  York  instead  of  the 
City  of  New  Amsterdam. 

It  is  a pleasure  to  be  with  you.  Thank  you! 
(Applause) 

Speaker  Holcomb:  Thank  you,  Dr.  Stewart. 

Is  Dr.  Brae  Rafferty  here  or  Dr.  Thomas  J. 
Danaher,  from  the  Connecticut  Medical  Society? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  Is  Dr.  Walter  F.  Donaldson 
or  Dr.  Louis  W.  Jones,  from  the  Pennsylvania 
Medical  Society,  here? 

Dr.  Donaldson,  Dr.  Anderton  informs  me,  is  in  the 
hotel  but  not  in  the  House;  however,  we  extend  our 
greetings  to  him. 

I also  wish  to  announce  that  Dr.  Stewart  will  de- 
liver a paper  on  “Psychosomatic  Influences  in  Ob- 
stetrics and  Gynecology”  on  Thursday  at  1 : 30  in  the 
Section  on  Obstetrics  and  Gynecology.  I know  he 
would  be  very  happy  to  have  you  hear  that  par- 
ticular paper. 

I hear  that  Dr.  Flood  became  a grandpa  last 
night.  Let  us  give  him  a hand  on  that.  (Applause) 
At  this  time  I will  entertain  the  introduction  of 
any  further  resolutions. 

Section  85  (See  HI ) 

Medical  Economic  Information 

Dr.  Morris  Weintrob,  Kings:  The  title  of  this 
resolution  is  “Medical  Economic  Information”: 

“Whereas,  the  changing  social  order  is  creating 
many  problems  which  seriously  affect  the  medical- 
economic  aspects  of  our  profession;  and 

“Whereas,  although  some  attention  is  neces- 
sarily paid  to  these  problems  by  various  com- 
mittees of  our  State  Medical  Society,  much  bene- 
fit from  the  vast  body  of  data  thus  obtained,  un- 
fortunately, is  lost  because  of  the  lack  of  a specific 
committee  or  individual  charged  with  the  respon- 
sibility of  coordinating  all  such  medical-economic 
data  and  of  making  same  readily  available  for 
study  in  order  to  determine  an  effective  course  of 
study;  now  therefore  be  it  hereby 

“Resolved,  that  the  Council  of  the  State  Medical 
Society  make  suitable  provision  for  the  gathering 
of  medical-economic  data  from  all  possible  sources, 
the  filing  and  crossfiling  of  such  data  in  easily 
digestible  form  at  the  executive  offices  of  this 
State  Medical  Society,  the  regular,  timely  publica- 
tion of  such  data  in  our  State  Medical  Journal 
and,  when  considered  advisable,  the  issuance  of 
medical-economic  releases  in  the  State  Medical 
Society’s  Newsletter.” 

Speaker  Holcomb:  That  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  Report  of  the 
Planning  Committee  for  Medieal  Policies,  of  which 
Dr.  Howland  is  chairman. 

Section  86  (See  168) 

Chiropractic 

Dr.  Joseph  A.  Geis,  Councillor:  This  is  my  swan 
song  as  chairman  of  the  Legislation  Committee  be- 
fore I join  the  distinguished  group  that  were  fired 
after  one  year.  I will  be  with  Dr.  Holcomb  and  Dr. 
Dattelbaum,  and  I assure  you  I think  I will  be  in 
good  company,  and  like  them  I am  also  grateful  for 
being  fired  from  a tough  job.  This  resolution  is  en- 
titled “Chiropractic”  and  reads: 


“Whereas,  bills  to  license  chiropractors  and 
other  cultists  will  be  introduced  at  the  1953  ses- 
sion of  the  New  York  State  Legislature;  and 
“Whereas,  the  licensing  of  chiropractors  and 
other  cultists  would  be  detrimental  to  the  health 
and  welfare  of  the  people  of  the  State  of  New 
York;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  oppose  any  bills  for  the  licens- 
ing of  chiropractors  and  other  cultists;  and  be  it 
further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  take  measures  to  secure  the 
cooperation  of  all  interested  persons  and  groups  in 
opposing  any  bills  to  license  chiropractors  and 
other  cultists;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  with  the  assistance  of  such 
other  persons  and  groups,  develop  and  conduct  a 
program  for  the  education  of  the  people  of  the 
State  of  New  York  in  the  dangers  of  cult  prac- 
tice.” 

Speaker  Holcomb:  This  will,  of  necessity,  have 
to  be  referred  to  the  Reference  Committee  on  Re- 
port of  Council,  Part  IX,  on  Legislation,  of  which 
Dr.  Wolff  is  chairman.  That  committee  has  had  a 
pretty  rough  time  of  it,  but  I am  sure  this  is  non- 
con  troversial. 

Section  87  (See  14,  133) 

Supplementary  Report  of  the  Council,  Part  X: 
Workmen’s  Compensation 

Speaker  Holcomb:  There  has  been  introduced  a 
Supplementary  Report  of  the  Council,  Part  X,  on 
Workmen’s  Compensation,  which  has  been  dis- 
tributed among  you . ( The  report  follows. ) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Workmen’s  Compensation 
strongly  recommends  that  the  chairman  of  the 
Workmen’s  Compensation  Board  give  prompt  con- 
sideration to  an  increase  in  fees  for  general  practi- 
tioners with  special  reference  to  the  first  office  visit 
fee  which  should  be  $5.00  instead  of  $3.00  and  subse- 
quent visits  $3.00  instead  of  $2.50,  with  propor- 
tionate increases  for  home  and  hospital  visits  of 
general  practitioners.  Fees  for  subsequent  visits  to 
specialists  should  be  restored  to  $5.00  instead  of 
$3.00.  We  urge  the  chairman  of  the  Workmen’s 
Compensation  Board  to  revise  upward  the  fees  for 
testimony  before  referees;  these  fees  have  not  been 
changed  since  originally  promulgated  in  1936. 

We  again  urge  the  chairman  of  the  Workmen’s 
Compensation  Board  to  recognize  the  subspecialty 
of  thoracic  surgery  (M-17)  under  the  Workmen’s 
Compensation  Law. 

We  again  urge  our  delegates  to  the  A.M.A.  con- 
vention to  introduce  a resolution  to  bring  about  free 
choice  of  physician  for  workers  insured  under  Fed- 
eral laws  by  permitting  such  free  choice  in  those 
states  which  permit  it  under  State  laws. 

An  important  factor  in  the  over-all  cost  of  carry- 
ing out  the  provisions  of  the  Workmen’s  Compensa- 
tion Law  is  the  expense  of  medical  services.  For  a 
variety  of  reasons  the  physician  is  not  always  re- 
sponsible for  these  costs.  Treatment  by  the  physi- 
cian in  some  cases  is,  however,  prolonged  beyond  the 
usual  period  necessary  to  restore  the  patient  to  the 
status  ante  quo  or  to  the  fullest  degree  of  function 
possible.  Occasionally  too  frequent  treatments  are 
given  even  in  minor  cases;  therefore,  we  strongly  rec- 
ommend that  the  local  county  society  in  cooperation 
withtheStateSocietyCommitteeon  Workmen’s  Com- 
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pensation  and  other  interested  parties  and  agencies, 
give  consideration  to  control  of  this  situation  on  a 
local  basis  without  impairing  the  right  of  any  claim- 
ant to  complete  and  adequate  medical  care. 
Respectfully  submitted: 

John  J.  H.  Keating,  M.D.,  Chairman 

Speaker  Holcomb:  That  report  will  be  referred 
to  the  Reference  Committee  on  Report  of  the  Coun- 
cil, Part  X,  of  which  Dr.  Gervais  McAuliffe,  of  New 
York,  is  the  chairman. 

Are  there  any  further  resolutions  to  be  intro- 
duced? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  The  Chair  will  announce 
then  that  we  will  extend  the  time  for  the  introduction 
of  resolutions  for  one  hour,  if  that  meets  with  the  ap- 
proval of  the  House. 

At  this  time  I believe  we  are  ready  for  the  reports 
of  any  reference  committees  that  have  completed 
their  work.  I hope  we  wall  be  able  to  expedite  our 
proceedings  today  so  that  a night  session  wall  not  be 
necessary,  but  we  cannot  promise  that.  It  will  all 
depend  on  whatever  controversial  matters  may 
arise. 

Are  there  any  reference  committees  ready  to  re- 
port at  this  time?  If  not,  the  Chair  will  declare  a 
five-minute  recess,  after  which  I will  call  you  to 
order,  so  please  .don’t  stray  too  far  away. 

...  A five-minute  recess  . . . 

Speaker  Holcomb  : The  House  will  be  in  order. 

Section  88 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  II : Maternal  and  Child  Welfare 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  The 
combining  of  the  two  former  subcommittees  on 
child  welfare  and  maternal  welfare  into  one  body  is  a 
proper  step  and  will  aid  in  furthering  the  objectives 
of  both  divisions. 

The  committee  under  the  able  chairmanship  of 
Dr.  Charles  A.  Gordon  has  done  fine  work  in  the 
past  year  and  should  be  commended.  The  commit- 
tee has  cooperated  well  with  Dr.  Edward  R.  Schles- 
inger,  director  of  the  State  Division  of  Maternal 
and  Child  Health.  There  is  one  activity  that  has  not 
been  completed.  This  is  the  distribution  of  the  book- 
let prepared  by  Dr.  Wheatley,  a survey  of  the  child 
health  services  in  New  York  State.  This  brochure  is 
ready  and  has  been  in  the  hands  of  the  State  De- 
partment of  Health  for  over  one  year.  This  com- 
mittee feels  that  the  Medical  Society  of  the  State  of 
New  York  should  request  the  State  Department  of 
Health  to  increase  its  efforts  to  put  this  needed  ma- 
terial in  the  hands  of  the  physicians  of  the  State. 

Within  the  past  year  several  committees  have  be- 
come very  interested  in  the  program  of  maternal 
mortality  prevention  and  stillbirth  and  neonatal 
death  examination.  The  committee  will  gladly  aid 
and  send  material  to  the  interested  chairmen. 

Your  committee  approves  the  formation  and  ac- 
tivation in  May,  1951,  of  a subcommittee  on  school 
health  which  will  report  through  Reference  Com- 
mittee, Council,  Part  V. 

Your  committee  believes  that  two  happenings  of 
the  past  year  have  demonstrated  that ' “organized 
medicine’*  and  the  salaried  health  departments  in 
this  State  can  and  do  cooperate  for  the  welfare  of  all 
concerned,  that  is,  the  patient,  the  physician,  and 
the  State  and  municipal  offices. 

Happening  number  one  is  the  preparation  and  dis- 
tribution soon  to  be  begun  to  0,737  physicians  in 
New  York  State  of  a 16-page,  in  color,  booklet,  pre- 


pared by  the  Committee  on  Accident  Prevention  of 
the  American  Academy  of  Pediatrics,  entitled  “Are 
You  Using  the  New  Safety  Vaccine?”  This  booklet 
gives  by  illustration  and  text  the  possible  dangers  of 
accidents  in  the  one  to  five-year-old  child.  The  co- 
operating agencies  are  as  follows: 

1.  Preparation  of  the  booklet  by  the  American 
Academy  of  Pediatrics. 

2.  Printing  of  50,000  copies  by  the  Metropolitan 
Life  Insurance  Company. 

3.  Supplying  and  addressing  envelopes  by  the 
Mead  Johnson  Company. 

4.  Payment  of  postage  by  the  State  Depart- 
ment of  Health. 

Such  a worth-while  cooperative  effort  should  not 
go  unnoticed  or  unpraised. 

Happening  number  two  is  more  local  and  affect.- 
only  New  York  City.  The  Department  of  Health 
prepared  a revised  Section  110  of  the  Sanitary  Code 
of  the  City  of  New  York  relating  to  lying-in  hospitals 
and  newborn  nurseries.  Many  of  these  regulations 
would  have  caused  great  hardship  and  expense  to  the 
hospitals  of  New  York  City.  The  Department  of 
Health  could  have  issued  these  regulations  and 
“forced”  them  upon  the  hospitals  but  did  not  do 
this.  Copies  of  the  proposed  revision  were  sent  to  all 
obstetricians  and  pediatricians  in  charge  of  services 
in  all  the  New  York  hospitals  and  the  Department  of 
Health  requested  criticisms  and  propositions  for 
change.  So  great  was  the  response  and  so  uniform 
in  expression  that  the  Department  has  withdrawn 
this  revision  and  will  present  an  entirely  new  revision 
to  the  profession. 

These  two  happenings  are  presented  as  examples  of 
a healthy  attitude  between  medicine  and  govern- 
ment in  New  York  State.  May  it  long  continue! 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  89  ( See  55) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  II:  New  York  City  Department  of  Health 
Rh  Laboratory 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  To  the 
committee  was  referred  one  resolution  brought  in  by 
New  York  County  by  Dr.  Gerald  Dorman  regarding 
the  New  York  City  Department  of  Health  Rh  Labo- 
ratory. In  short,  they  objected  to  the  fact  that  the 
laboratory  was  advancing  in  its  work,  spreading  in 
its  work.  A notification  had  been  sent  to  the  phy- 
sicians of  New  York  City  that,  regardless  of  abilitv 
to  pay,  this  service  could  be  taken  care  of  through 
the  City  Department  of  Health. 

The  committee  reports  that  we  cannot  endorse  the 
resolution  as  presented  because  of  legal,  economic, 
and  public  relation  aspects,  even  though  we  feel  that 
many  of  the  statements  made  are  proper.  We  feel 
that  the  problem  cannot  be  handled  by  legislation 
but  only  by  a better  cooperation  of  the  individual 
physician  and  the  pathologist.  We  recommend  the 
disapproval  of  the  resolution,  and  I so  move. 

Speaker  Holcomb:  You  have  heard  the  motion 
for  the  adoption  of  the  reference  committee’s  recom- 
mendation, which  carries  with  it  disapproval  of  the 
resolution.  Is  there  a second? 

Dr.  Harold  B.  Davidson,  New  York:  I second 
that. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
May  I ask  whether  the  committee  was  in  favor  of  the 
resolution  in  principle? 
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Dr.  Wurzbach:  Yes,  I might  say  that  we  did 
favor  it  in  principle. 

Dr.  d’Angelo:  If  the  committee  was  in  favor  of  it 
in  principle  yet  thought  the  resolution  itself  was  not 
properly  drawn  up,  then  I would  move  that  no  action 
be  taken. 

Speaker  Holcomb:  You  move  that  as  a substi- 
tute motion,  Dr.  d’Angelo? 

Dr.  d’Angelo:  It  is  a motion  I make  that  T 
think  is  in  order,  that  no  action  be  taken. 

Speaker  Holcomb:  Is  that  substitute  motion  of 
Dr.  d’Angelo’s  seconded? 

Dr.  William  Benenson,  Queens:  I second  it. 

Speaker  Holcomb:  Is  there  any  discussion  on 
the  substitute  motion  that  no  action  be  taken  on  the 
resolution? 

Dr.  Davidson:  I would  like  to  speak  in  favor  of 
upholding  the  action  of  the  committee,  because  to 
come  out  with  the  points  made  would  give  an  undue 
criticism  to  the  Board  of  Health,  even  though  we 
don’t  like  the  way  the  Board  of  Health  is,  so  to 
speak,  advertising  these  services.  We  feel  that  the 
entire  control  of  the  matter  lies  in  the  hands  of  the 
individual  physicians  as  to  where  they  send  their 
bloods,  but  that  a public  expression  from  us  in  ref- 
erence to  the  City  of  New  York  would  at  the  same 
time  be  a reflection  against  all  of  the  work  that  the 
State  Department  of  Health  is  doing,  and  from  then- 
point  this  is  just  in  their  ordinary  routine.  We  feel  it 
would  be  a reflection  of  public  feeling  against  us  as -well 
as  the  fact  that  passing  the  resolution  would  not  do 
any  good.  It  is  much  better  to  let  this  lie  as  a sleep- 
ing dog. 

Speaker  Holcomb:  Does  anyone  else  care  to 
comment? 

Dr.  Wurzbach:  We  understand  that  New  York 
City  is  not  the  only  part  of  the  State  where  this  is 
done.  The  State  Department  of  Health  up  beyond 
the  city  line  does  the  same  type  of  cases  and  tests 
for  the  physicians  upstate. 

Speaker  Holcomb:  Are  you  ready  for  the  ques- 
tion? We  are  voting  on  Dr.  d’ Angelo’s  substitute 
motion  that  the  resolution  be  approved  in  prin- 
ciple. 

Dr.  d’Angelo:  No,  I made  a motion  that  no  ac- 
tion be  taken  on  the  resolution;  that  we  don’t  go 
either  for  or  against  it;  that  we  just  take  no  action. 

. . . There  were  calls  for  the  question,  and  the  sub- 
stitute motion  was  adopted  . . . 

Speaker  Holcomb:  Dr.  d’Angelo’s  substitute 
motion  is  adopted  that  no  action  be  taken  on  the 
resolution. 

Dr.  Wurzbach:  I move  the  adoption  of  the  ref- 
erence committee’s  report  as  amended. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Thank  you,  Dr.  Wurzbach. 

Section  90  ( See  25,  82,  84) 

Introduction  of  Guest 

Speaker  Holcomb:  At  this  time  I will  ask  Dr. 
Anderton  to  bring  to  the  platform  Dr.  Donaldson, 
of  Pittsburgh,  Pennsylvania,  who  has  been  executive 
secretary  of  the  Medical  Society  of  Pennsylvania  for 
many  years.  He  is  also  on  the  Judicial  Council  of 
the  American  Medical  Association,  of  which  Dr. 
Cunniffe  is  the  chairman. 

. . . The  delegates  arose  and  applauded  as  Secre- 
tary Anderton  escorted  Dr.  Walter  F.  Donaldson  to 
the  rostrum  . . . 

Dr.  Walter  F.  Donaldson:  Mr.  Speaker  and 


members  of  this  distinguished  House  of  Delegates,  I 
served  for  so  many  years,  twenty-six  in  number,  in 
the  House  of  Delegates  of  the  Amerjcan  Medical 
Association  and  made  so  many  good  friends  from 
New  York  that  I can  say  without  hesitation  that 
when  I see  so  many  of  these  faces  arbund  here  this 
morning  I feel  very  much  at  home. 

My  acquaintanceship  with  the  Medical  Society  of 
the  State  of  New  York  goes  back  to  the  days  of  Dr. 
Dan  Dougherty  as  your  secretary,  and  I can  think 
of  a half  dozen  distinguished  men  who  served  you  as 
president  and  who  have  served  equally  well  with  the 
American  Medical  Association.  I don’t  know 
whether  the  president  of  our  Society  has  been  be- 
fore you  or  not,  Dr.  Jones,  but  he  will  be  here.  How- 
ever, I am  delegated  to  bring  to  you  the  greetings  of 
the  Medical  Society  of  the  State  of  Pennsylvania.  I 
am  not  here  to  give  you  any  advice  at  all.  I am  here 
because  I consider  it  a privilege  to  be  able  to  sit  here 
today  throughout  your  deliberations,  after  I have 
located  myself  in  a room  in  this  hotel.  I have  not 
even  had  a chance  to  shave  yet,  so  if  I disappear 
from  your  midst  for  a few  minutes  I hope  you  will 
understand  I will  be  back.  I want  to  thank  you  very 
heartily  for  this  opportunity  to  speak  to  you. 

Speaker  Holcomb.  Thank  you,  Dr.  Donaldson. 
It  is  a privilege  to  have  you  with  us. 

Are  there  any  other  reference  committees  ready  to 
report  or  are  there  any  further  resolutions  to  be  of- 
fered? 

Section  91  (See  179 ) 

Supplementary  Report  of  Treasurer 
To  the  House  of  Delegates,  Gentlemen: 

In  view  of  the  fact  that  our  Public  Relations 
Bureau  has  a dual  function  in  that  its  work  is  not 
only  with  the  general  public  but  is  also  with  relations 
between  the  doctor  and  his  Medical  Society,  it  is, 
therefore,  recommended  that  the  name  of  the  Public 
Relations  Bureau  be  changed  to  the  Public  and  Pro- 
fessional Relations  Bureau. 

In  so  doing,  we  can  allocate  the  expenses  of  this 
bureau  into  two  categories,  viz.,  those  items  which 
are  strictly  public  relations  and  those  items  which 
are  not  public  relations  but  have  to  do  with  relations 
between  the  doctor  and  his  Medical  Society. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 

Speaker  Holcomb:  The  Supplementary  Report 
of  the  Treasurer,  which  has  just  been  distributed  to 
you,  will  be  referred  to  the  Reference  Committee  on 
Reports  of  the  Treasurer,  Trustees,  and  Finance,  of 
which  Dr.  Henry  E.  McGarvey,  of  Westchester,  is 
chairman. 

Section  92  (See  15) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Publication 

Dr.  E.  Dean  Babbage,  Erie:  Re  publication, 
your  reference  committee  wishes  to  commend  Dr. 
George  W.  Kosmak  and  members  of  the  Publication 
Committee  on  their  report  regarding  the  Journal. 
It  is  pleasing  to  note  that  their  committee  has  lived 
within  its  budgetary  allowance;  indeed,  the  Jour- 
nal has  been  a little  more  than  self-sustaining,  and 
it  has  been  found  unnecessary  to  use  the  allocation  of 
dues  of  $57,220  for  the  year.  This  is  the  first  time 
since  1948  that  the  Journal  has  been  self-support- 
ing. The  members  of  the  committee  are  to  be  con- 
gratulated also  for  their  diligence  in  attending  so 
many  meetings. 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


02 


Your  reference  committee  further  wishes  to  com- 
mend Dr.  George  W.  Kosmak  for  his  untiring  ef- 
forts as  editor  of  the  Journal.  It  is  with  regret 
that  we  hear  of  his  resignation.  We  wish  him  many 
long  years  of  good  health  and  continued  activity  in 
this  Medical  Society. 

The  Journal  continues  to  improve  both  in  format 
and  content.  We  do  note  that  there  has  been  a 
slight  decrease  in  the  number  of  articles  submitted 
for  publication  but  also  note  that  the  percentage  re- 
jected has  increased.  This  shows  the  editorial  de- 
partment is  showing  proper  discrimination  in  selec- 
tion of  articles  to  be  published. 

That  the  action  of  the  House  in  1951  in  disap- 
proving general  information  as  well  as  listing  New 
York  City  physicians  by  streets  in  the  forthcoming 
1953  Directory  was  timely  has  been  proved.  The  net 
cost  to  the  Society  of  the  Directory  is  still  over 
$100,000  for  a two-year  period.  The  Publication 
Committee  will  need  to  scrutinize  all  expenditures 
on  the  Directory  most  carefully. 

By  action  of  the  House  of  Delegates  in  1951,  many 
pages  were  to  be  omitted  from  the  1953  Directory  of 
the  Medical  Society  of  the  State  of  New  York.  This 
committee  recommends  the  following:  (1)  That  a 
listing  of  the  pharmaceutical  and  equipment  sup- 
pliers be  included. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  Scott  Lord  Smith,  Dutchess:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  (2)  That  the  nursing  homes  be 
listed. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Arthur  E.  Corwith,  Suffolk:  I second  it. 

Speaker  Holcomb:  You  have  heard  the  motion 
calling  for  the  adoption  of  this  portion  of  the  report, 
which  has  been  seconded.  Is  there  any  discussion? 

Dr.  Frederick  A.  Wurzbach,  Bronx:  May  I 
amend  that:  the  nursing  homes  as  approved  by  the 
county  societies. 

Dr.  George  Schwartz,  Bronx:  I second  that 
amendment. 

Dr.  Babbage:  We  will  accept  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  ...  • 

Dr.  Babbage:  (3)  That  the  cover  for  the  1953 
Directory  be  as  it  is  in  the  1951  Directory. 

This  might  need  a little  explanation  because  it 
was  voted  last  year  in  the  House  of  Delegates  that 
the  new  Directory  come  out  with  a paper  cover.  We 
are  told  by  the  editor  and  also  the  advertising  men 
that  the  paper  cover  will  not  sell  for  advertising. 
They  can  make  as  much  out  of  the  advertising  as  a 
cardboard  cover  will  cost  so,  therefore,  the  reference 
committee  went  on  record  as  approving  the  card- 
board cover  as  it  was  in  the  last  Directory. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  Alfred  M.  Hellman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  (4)  That  when  the  1953  Directory 
is  delivered  to  the  physicians,  a note  be  included  cal- 
ling to  their  attention  that  the  1951  Directory  be 
saved  as  it  contains  rather  valuable  scientific  and 
general  information. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Section  93  ( See  52) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Listing  of  Executive  Offices  in  Medical 
Directory  of  New  York  State 

Dr.  E.  Dean  Babbage,  Erie:  One  resolution  was 
presented  to  the  reference  committee,  that  of  Dr.  E. 
K.  Horton  of  Nassau  County.  The  committee  rec- 
ommends that  executive  offices  of  the  various 
county  medical  societies  be  listed  in  the  1953  Direc- 
tory of  New  York  State. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Speaker  Holcomb:  Is  there  a second  to  the  mo- 
tion? 

Dr.  Scott  Lord  Smith,  Dutchess:  I second  it. 

Speaker  Holcomb:  You  have  heard  the  motion 
which  carries  with  it  the  recommendation  of  the  ref- 
erence committee  that  the  resolution  be  adopted. 
Is  there  any  discussion? 

Dr.  Charles  Sandler,  Bronx:  We,  of  Bronx 
County,  feel  that  in  listing  the  officers  of  the  various 
county  medical  societies  for  the  purpose  of  making 
it  possible  for  those  who  want  to  get  in  touch  with 
officials  of  the  various  county  societies  to  do  so,  that 
that  is  a sufficient  listing.  The  people  who  are  the 
executive  secretaries,  the  lay,  paid  executive  secre- 
taries, of  the  various  county  medical  societies  have 
in  the  past,  and  more  especially  quite  recently,  been 
making  a concerted  effort  to  take  over  a considerable 
portion  of  the  actual  activities  of  the  various  county 
societies;  in  other  words,  they  have  been  projecting 
themselves,  these  lay  secretaries,  into  various  af- 
fairs which  concern  primarily  the  doctors  or  the 
society.  When  people  call  up  the  county  society  to 
ask  for  information,  and  they  are  referred  to  the  lay 
secretaries,  many  of  these  presume  to  take  upon 
themselves  the  functions  of  either  the  president,  or 
the  secretary,  or  the  doctors  generally,  and  arrogate 
to  themselves  certain  powers  which  they  have  no 
business  having.  We  feel  if  we  list  or  make  it  pos 
sible  for  the  public  generally  to  ascertain  who  these 
lay  secretaries  are  we  perpetuate  this  noxious  prac- 
tice. We  feel  that  any  questions  that  are  properly 
addressed  to  the  doctors  of  the  society  for  informa- 
tion, more  particularly  the  presidents  and  secre- 
taries, should  be  referred  to  these  individuals  and 
not  to  the  lay  secretaries.  It  is  already  becoming  a 
noxious  practice  of  the  lay  secretaries  doing  more 
than  they  are  paid  to  do,  and  we  feel  that  they 
should  take  a back  seat  where  they  belong  and  allow 
the  proper  officials  of  the  county  societies  to  carry  on 
their  proper  functions.  We,  of  Bronx  County,  feel 
that  this  portion  of  the  report  should  be  deleted. 

Speaker  Holcomb:  Is  there  any  further  discus- 
sion of  this  recommendation? 

Dr.  Joseph  A.  Geis,  Councillor:  For  my  informa- 
tion and  for  the  information  of  several  other  mem- 
bers of  the  House,  I would  like  to  have  the  spelling  of 
the  word  “officers.”  I am  not  sure  whether  it  means 
“offices”  or  “officers.”  I would  like  the  spelling  of 
that. 

Dr.  Babbage:  I believe  in  the  original  resolution 
as  it  was  presented  to  us  for  action  in  the  reference 
committee  yesterday  afternoon  it  was  “o-f-f-i-c-e-s,” 
and  I wondered  if  a typographic  error  had  not  been 
made  in  typing  up  that  resolution  and  they  meant 
“o-f-f-i-c-e-r-s.”  I would  like  to  ask  Dr.  Horton. 

Speaker  Holcomb:  Dr.  Horton  introduced  the 
resolution.  Will  he  kindly  answer  what  was  meant? 

. . . There  was  no  reply  . . . 

Dr.  Babbage:  Are  there  any  other  delegates 
from  Nassau  acquainted  with  that  resolution? 

Dr.  Eugene  H.  Coon,  Nassau:  I don’t  happen  to 
be  on  the  executive  committee  out  at  Nassau  and 
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the  delegate  that  is  seems  to  be  wandering  around 
somewhere,  but  I think  the  idea  in  their  minds  is 
this:  They  are  trying  to  collect  the  county  society’s 
mail  all  in  one  place.  When  we  get  mail,  part  of  it  goes 
to  the  secretary  who  lives  in  one  place.  He  comes  to 
the  office  to  do  his  business,  and  the  mail  is  in  an- 
other place.  Another  part  of  the  mail  goes  to  the 
president,  who  lives  some  place  else,  and  the  execu- 
tive office  is  in  another  place,  so  when  he  gets  to  the 
executive  office  his  mail  is  in  Glen  Cove,  and  the 
mail  is  spread  all  over  the  county.  We  would  like  to 
get  our  mail  at  the  executive  offices  where  the  busi- 
ness is  done.  I think  that  is  the  idea  of  the  resolu- 
tion. 

Speaker  Holcomb:  I would  take  it  then,  Dr. 
Coon,  that  you  feel  that  the  term  is  “executive  of- 
ficer,” is  that  true? 

Chorus:  No,  “offices.” 

Dr.  Geis:  “Executive  office,”  is  that  it? 

Dr.  Coon:  I think  the  mail  should  be  addressed 
to  and  received  at  the  executive  o-f-f-i-c-e. 

Speaker  Holcomb  : Apparently  in  the  resolution 
the  word  “office”  is  used  rather  than  “officer”? 

Dr.  Coon  : That  is  right. 

Speaker  Holcomb:  I see.  That  would  perhaps 
clarify  this  matter.  Are  you  ready  for  a vote  on  the 
amendment? 

Dr.  Babbage:  We  will  change  it  back  here  to 
“offices”  and  accept  it  as  “offices.” 

Dr.  Sandler:  As  long  as  the  reference  committee 
have  made  it  “offices”  in  their  report,  that  is  satis- 
factory, and  I withdraw  the  amendment. 

Speaker  Holcomb  : That  is  the  wording  as  given 
in  the  original  resolution.  The  word  “offices”  is 
used  there. 

Dr.  Babbage:  Right. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  94 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Public  Relations 

Dr.  E.  Dean  Babbage,  Erie:  This  portion  of  the 
report  concerns  public  relations.  Your  reference 
committee  wishes  to  commend  Dr.  Floyd  S.  Winslow 
and  his  Council  Committee  for  their  lengthy  report. 
We  also  wish  to  express  the  appreciation  of  the  So- 
ciety as  a whole  to  Mr.  Frederick  W.  Miebach,  the 
director  of  the  Public  Relations  Bureau,  for  a job 
well  done  this  past  year. 

The  many  faceted  activities  of  this  Bureau  cannot 
all  be  touched  on  in  this  brief  summary,  but  several 
should  be  stressed.  The  assigning  of  field  repre- 
sentatives to  work  with  district  branch  divisions  of 
the  Medical  Society  was  a forward  step.  Urging 
county  societies  to  form  mediation  committees  is 
one.  It  is  pleasing  to  note  that  47  such  committees 
have  been  formed.  It  is  also  encouraging  that  47 
county  emergency  medical  call  systems  have  been 
set  up. 

Several  brochures  prepared  by  the  Bureau  should 
likewise  be  mentioned  specifically ; “Telephone  Cues 
for  Medical  Personnel”  and  “How  to  Write  and 
Place  a News  Release”  are  timely. 

The  Newsletter  is  a valuable  addition  to  the  litera- 
ture sent  out  by  the  Bureau.  The  information 
printed  in  it  is  brief,  pertinent,  and  up  to  the  minute. 
The  use  of  television  to  further  public  relations  is 
also  valuable;  it  can  reach  a tremendous  audience, 
and  probably  more  county  societies  will  emulate  the 
Medical  Society  of  the  County  of  New  York  in  pro- 
ducing regular  programs. 

Lectures  in  medical  schools  concerning  economics 
and  public  relations  should  continue  to  be  stressed, 


as  should  cooperation  with  the  Student  A.M.A.  It 
is  in  medical  school  that  students  can  be  converted  to 
thinking  along  the  lines  of  organized  medicine. 

We  notice  in  the  financial  report  that  the  Bureau 
had  an  unexpended  balance  of  $32,175  this  year,  and 
that  in  the  budget  of  1952,  $93,000  has  been  allo- 
cated. In  1951  there  was  no  intensive  campaign  by 
the  proponents  of  political  medicine.  Likewise,  it 
was  not  necessary  to  combat  vigorously  too  much 
legislation  on  the  State  level,  such  as  chiropractic, 
etc.  Due  to  changes  in  personnel  through  the  year, 
salaries  and  traveling  expenses  were  lower  than  antic- 
ipated. However,  the  budget  as  projected  for  1952 
may  not  be  too  large.  I move  the  adoption  of  this 
portion  of  the  report. 

Dr.  Scott  Lord  Smith,  Dutchess:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  I move  the  adoption  of  the  report 
as  a whole,  as  amended. 

Dr.  Edgar  Bieber,  Chautauqua:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  I wish  to  thank  the  members  of 
my  committee,  Dr.  Edgar  Bieber,  Dr.  William  H. 
Lewis,  Jr.,  Dr.  Arthur  E.  Corwith,  and  Dr.  Scott 
Lord  Smith,  for  their  cooperation. 

Speaker  Holcomb:  Thank  you,  Dr.  Babbage. 

Section  95  (See  173 ) 

Formation  of  Blood  Banks  Commission 

Dr.  Theodore  J.  Curphey,  Councillor:  I have 
been  asked  by  the  Blood  Banks  Association  of  New 
York  State  to  present  the  following  resolution: 

“Whereas,  the  Blood  Banks  Association  of 
New  York  State  was  organized,  adopted  a con- 
stitution and  bylaws,  and  elected  officers  and  an 
executive  board  in  Albany,  on  March  2,  1952; 
and 

“Whereas,  the  executive  board  of  the  Blood 
Banks  Association  of  New  York  State  on  April  5, 
1952,  voted  to  recommend  to  the  Blood  Banks  As- 
sociation of  New  York  State  and  the  Medical  So- 
ciety of  the  State  of  New  York  that  a commission 
be  created  by  the  Medical  Society  of  the  State  of 
New  York  to  be  known  as  the  Blood  Banks  Com- 
mission of  the  Medical  Society  of  the  State  of  New 
York;  and 

“Whereas,  the  aforesaid  recommendation  was 
adopted  by  the  Blood  Banks  Association  of  New 
York  State  on  May  12,  1952;  therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  hereby 
creates  the  Blood  Banks  Commission  of  the  Medi- 
cal Society  of  the  State  of  New  York;  and  be  it 
further 

“Resolved,  that  the  Blood  Banks  Commission  of 
the  Medical  Society  of  the  State  of  New  York  is 
hereby  directed  to  report  annually  to  this  House 
of  Delegates  and  at  other  intervals  to  the  Council : 
and  be  it  further 

“ Resolved , that  the  Board  of  Trustees  is  re- 
quested to  allocate  funds  to  the  Commission.” 
Speaker  Holcomb:  This  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  Report  of 
Council,  Part  IV,  of  which  Dr.  Edward  Shea  is 
chairman. 

Section  96 

Announcement 

Speaker  Holcomb:  I have  an  announcement  to 
make  which  I think  will  please  all  of  us.  Our  public 
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relations  director,  Mr.  Mieback,  has  been  appointed 
as  a member  of  the  American  Medical  Association 
public  relations  advisory  group.  This  has  been,  I be- 
lieve, for  the  second  tune  in  succession.  We  con- 
gratulate Mr.  Miebach.  ( Applause ) 

Section  97 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII : War  Memorial 

Dr.  Benjamin  M.  Bernstein,  Kings:  Your 
Council  reference  committee,  Part  VIII,  has  been 
given  three  topics  for  consideration  and  evaluation. 
The  members  of  this  committee  are  keenly  aware  of 
the  trust  and  responsibility  given  to  it  and  hope  that 
this  report  in  some  measure  adds  to  the  knowledge  of 
this  House  of  Delegates  concerning  the  matters  dis- 
cussed. 

The  first  subject  concerns  itself  with  the  War 
Memorial  Fund  which  was  established  by  the  House 
of  Delegates  in  1948,  in  lasting  memory  of  those  of 
our  State  colleagues  who  made  the  supreme  sacrifice 
in  World  War  II.  The  Fund  was  created  by  an 
assessment  of  $12  per  member  of  the  Medical  So- 
ciety of  the  State  of  New  York.  As  of  December  31, 
1951,  the  total  of  $242,980  had  been  paid  into  the 
Fund.  Of  this  amount,  the  sum  of  $215,939  was  in- 
vested in  U.  S.  government  bonds,  yielding  to  date  an 
income  of  $5,231,  almost  equal  to  the  amount  paid 
to  beneficiaries  during  the  year  1951.  The  total 
number  of  children  registered  as  eligible  to  receive 
benefits  from  the  Fund  is  65,  of  which  12  are  already 
in  receipt  of  such  help  and  two  more  will  be  entitled 
to  same  in  1952.  Thus  far,  $17,700  has  been  dis- 
bursed. Incidentally,  the  number  of  families  sub- 
ject to  aid  from  the  Fund  is  35,  the  number  of  child- 
ren per  family  ranging  from  one  to  five.  Three 
children  are  now  studying  medicine  and  two  more 
are  in  premedical  schools.  The  gratitude  felt  by  the 
families  of  these  children  is  frequently  expressed  by 
letters  received  from  their  mothers. 

Your  Council  reference  committee  agrees  with  the 
War  Memorial  Committee  of  the  Council  and  the 
Board  of  Trustees  of  the  Society  that  the  establish- 
ment of  this  Fund  has  been  a labor  of  love  worth 
while. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Morris  Maslon,  Warren:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  98  ( See  12) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  Liaison  with  Veterans  Administra- 
tion 

Dr.  Benjamin  M.  Bernstein,  Kings:  The 

second  subject  for  our  consideration  is  that  of  liaison 
with  the  Veterans  Administration.  This  work  has 
been  carried  on  by  the  Veterans  Medical  Care  Plan 
of  New  York  under  the  very  able  chairmanship  of 
Dr.  Herbert  H.  Bauckus  of  Buffalo.  Your  com- 
mittee would  like  you  to  know  that  the  Plan  has 
been  doing  a splendid  job  under  the  many  difficul- 
ties so  frequently  encountered  when  dealing  with 
governmental  agencies,  with  their  pettiness,  lack  of 
understanding,  and  multiplicity  of  red  tape.  There 
is  involved  the  free  choice  of  physician  by  the  veteran 
particularly  so  when  the  veteran’s  illness  is  not  serv- 
ice-connected, in  which  instance  he  is,  of  course,  in 
every  sense  a civilian  and  should  be  treated  as  such. 
All  the  veteran  organizations  are  in  accord  with  the 
medical  and  dental  professions  in  the  matter  of  free 
choice  of  physician.  It  is  readily  apparent  that  we 
must  insist  on  this  with  all  the  power  at  our  com- 


mand. Without  such  a provision  it  would  seem  that 
all  contact  now  still  present  between  the  practicing 
physician  and  the  veteran  would  tend  to  disappear. 

It  is  of  interest  to  note  that  in  the  five  years  ending  in 
1951  in  the  New  York  City  area,  about  $2,407,000 
has  been  paid  to  physicians  for  veteran  care  on  a fee 
basis.  In  addition,  another  $1,776,000  has  been  paid 
by  the  Veterans  Administration  to  physicians  on  a 
contract  basis,  making  a total  of  $4,183,000  or  an 
annual  average  of  $800,000.  It  is  also  noteworthy 
that  whereas  the  total  on  a fee  basis  was  $1,200,000 
in  1947,  it  was  only  $121,000  in  1951,  while  that  on  a 
contract  basis  was  $224,000  in  1947  and  $422,000 
in  1951,  indicating  a willingness  of  more  doctors  to 
work  with  the  Veterans  Administration  on  a con- 
tract basis.  These  figures  for  New  York  City  com- 
pare with  similar  ones  for  the  rest  of  the  State,  ex- 
cept of  course  in  the  number  of  cases  treated. 

Another  matter  which  affects  the  relationship 
with  the  Veterans  Administration  has  to  do  with  the 
fact  that  veterans  holding  Blue  Shield  and  Blue 
Cross  contracts  are  going  to  veterans  hospitals  for 
their  care,  thus  avoiding  payment  to  physicians  for 
the  care  so  obtained,  essentially  as  private  patients 
under  an  insurance  contract.  There  has  been  much 
argument  with  the  Veterans  Administration  in  their 
insisting  that  physicians  prescribing  material  not 
currently  authorized  be  required  to  pay  for  such  pre- 
scriptions personally. 

Your  Council  reference  committee  wishes  to  as- 
sure this  House  of  Delegates  that  all  of  these  prob- 
lems are  being  admirably  handled  by  those  charged 
with  these  matters  under  the  Veterans  Medical  Care 
Plan,  and  we  urge  continued  confidence  in  their  abil- 
ity to  solve  these  problems  to  the  best  advantage  of 
all  concerned. 

I move  the  adoption  of  this  portion  of  the  re- 
port 

Dr.  Gerald  D.  Dorman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  99  ( See  71) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  Contributions  to  American  Medical 
Education  Foundation 

Dr.  Benjamin  M.  Bernstein,  Kings:  The  third 
subject  under  review  by  your  reference  committee  J 
has  to  do  with  the  American  Medical  Education  i 
Foundation.  At  our  last  annual  convention  a res- 
olution was  adopted  by  the  House  of  Delegates 
which  pledged  the  State  Society  “to  exert  every  pos-  j 
sible  effort  to  raise  $250,000  as  its  1951  contribu- 
tion” to  this  Foundation.  During  the  first  j-ear  of  its 
existence  the  total  of  $745,000  was  received,  includ- 
ing $500,000  which  came  from  the  treasury  of  the  1 
American  Medical  Association.  We  note  that  all  of 
the  expense  involved  in  the  mechanics  of  the  Found- 
ation is  likewise  being  met  by  the  American  Medical 
Association.  The  $245,000  beyond  the  American 
Medical  Association  contribution  came  from  1,811 
physicians,  33  organizations  of  various  kinds,  and  33 
lay  friends  of  the  medical  profession.  From  our  own 
State  there  came  $8,024  from  125  physicians  and 
four  other  sources. 

Your  reference  committee  would  like  to  acquaint  ! 
you  with  the  conditions  which  prompted  the  estab- 
lishment of  this  Foundation,  the  magnitude  of  the 
task  both  as  for  present  immediate  needs  and  for  » 
future  expansion,  and  support  of  the  costs  of  medical 
education  in  these  United  States. 

The  country  now  has  73  four-year  and  seven  two- 
year  medical  schools,  about  half  of  which  are  state-  j 
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supported.  Another  ten  states  are  in  process  of  set- 
ting up  medical  schools,  and  there  is  one  more  being 
j built  under  private  auspices  in  New  York  City.  Let 
us  consider  what  has  happened  to  the  existing  medi- 
cal schools  whether  or  not  they  are  under  state 
support.  The  number  of  students  has  increased  from 
approximately  23,000  enrolled  in  1946  to  just  above 
26,000  today,  with  a present  entering  class  of  7,381. 
To  accommodate  this  added  number  of  students, 
more  facilities  must  be  provided — more  desks,  more 
chairs,  more  space,  more  laboratories,  more  ma- 
terials, more  teachers.  With  this  has  come  in- 
creased costs,  both  because  of  the  augmented  num- 
bers to  be  trained,  but  more  importantly  the  rising 
cost  of  everything  involved,  from  the  smallest  pin  to 
the  services  of  all  help  and  the  pay  of  teachers  and 
instructors  and  professors  on  a full-time  basis.  With 
the  steady  climb  of  the  cost  of  living  came  a drop  in 
the  contributions  to  endowment  funds  and  at  the 
same  time  sharply  decreased  purchasing  power  of 
the  income  from  such  funds  owned  by  the  colleges 
and  universities. 

To  meet  these  rising  costs,  at  least  to  some  de- 
gree, the  schools  have  raised  their  tuition  fees  to 
$800  and  even  slightly  more  per  year,  threatening  to 
make  the  study  of  medicine  almost  exclusively  the 
privilege  of  the  well-to-do  and  excluding  so  many 
ambitious  and  able  poorer  boys  from  even  aspiring 
to  become  members  of  our  profession.  Of  course, 
even  this  method  of  acquiring  funds  by  the  schools, 
necessary  as  it  must  be,  has  failed  to  meet  the 
deficits  encountered  by  almost  all  of  the  medical 
schools  in  the  country.  Well,  when  an  increasing 
demand  meets  a decreasing  supply  what  is  there  to 
do?  That’s  correct,  look  for  another  source  which 
can  be  “tapped”  to  make  up  the  loss  and  even  pro- 
vide for  additional  funds  for  the  future.  Bearing  in 
mind  that  about  half  of  the  medical  schools  are  now 
state-subsidized,  it  seemed  but  natural  that  govern- 
ment, whether  it  be  state  or  Federal,  be  asked  to  step 
into  the  picture  and  provide  the  necessary  money  to 
keep  the  schools  going  as  well  as  for  the  expansion 
of  facilities  for  the  additional  students  coming  into 
our  medical  colleges.  In  the  absence  of  adequate 
alumni  and  lay  support  generally,  the  deans  turned 
to  Congress  for  relief.  The  committee  on  financial 
aid  to  medical  education  of  the  Association  of  Amer- 
ican Medical  Colleges  appealed  to  the  President’s 
Commission  on  the  Health  Needs  of  the  Nation  for 
aid  in  solving  the  crisis  reached  by  the  schools,  and 
there  was  introduced  in  the  Senate  a bill  (S-337)  pro- 
posing some  form  of  Federal  subsidy.  A poll  in- 
dicated that  68  of  the  79  schools  were  in  favor  of  such 
a subsidy. 

We  now  come  to  the  problem  given  to  us  as  prac- 
ticing physicians  interested  in  fostering  and  pro- 
moting the  highest  standards  of  medical  education  in 
this  country.  The  board  of  trustees  of  the  American 
Medical  Association,  determined  if  possible  to  pre- 
vent government  control  of  medical  education,  be- 
lieves it  has  found  a way  of  doing  this.  By  creating 
the  American  Medical  Education  Foundation  it  be- 
lieves it  can  raise  from  amongst  the  profession  and  by 
stimulation  from  the  friends  of  medicine,  both  in  the 
pharmaceutical  field  and  all  other  potential  sources, 
sufficient  funds  to  prevent  complete  government 
subsidy.  It  must  be  borne  in  mind  that  the  schools 
require  not  only  millions  of  dollars  for  deficit  pur- 
poses, but  it  is  estimated  perhaps  $250,000,000  for 
modernization,  for  normal  growth,  and  for  urgent 
expansion.  Can  we  meet  the  challenge?  Ought  we 
to  undertake  it?  How  far  can  we  go?  Are  we  wast- 
ing our  efforts?  These  questions  must  be  answered, 
and  your  reference  committee  will  do  its  utmost  to 


do  so.  We  must  not  consider  whether  we  can  fulfill 
our  goal  but  rather  whether  we  ought  to  carry  on  at 
all.  Each  and  every  one  of  us  owes  a debt  to  the 
medical  school  which  gave  us  birth  as  physicians,  en- 
tirely beyond  the  fact  that  we  paid  our  tuition, 
which  has  been  found  only  pays  for  a minor  portion 
of  the  cost  of  medical  education  to  the  school.  Our 
alma  mater  deserves  continued  support  not  only  be- 
cause of  what  we  owe  for  ourselves  but  in  aid  to 
those  who  are  to  follow. 

It  may  be  that  we  cannot  go  far  enough,  that  we 
will  never  be  able  to  collect  sufficient  funds  to  pre- 
vent eventual  government  subsidy.  Yet  the  effort 
must  be  made,  if  only  to  indicate  to  all  concerned, 
first,  that  we  as  physicians  are  willing  to  undertake 
some  of  the  burden  and,  second,  that  we  remain  true 
to  our  desire  to  keep  government  out  of  medicine  if 
possible,  or  at  least  relatively  unimportant,  if  sub- 
sidy be  inevitable.  In  the  latter  connection,  we  re- 
peat what  we  have  touched  upon  already,  that  state 
government  supports  about  half  of  our  medical 
schools,  and  more  are  to  follow.  We  have  no  choice 
but  to  fight  as  long  as  we  can  for  the  system  of  free 
enterprise,  personal  initiative,  and  private  control, 
even  in  such  a sphere  as  preservation  of  the  health  of 
the  American  people. 

The  resolution  passed  by  the  House  of  Delegates 
at  the  last  meeting  in  1951,  pledging  every  possible 
aid  in  raising  a State  contribution  of  $250,000  to  this 
fund,  appears  to  be  entirely  inadequate  in  that  it 
failed  to  provide  definite  or  even  suggested  means 
by  which  such  money  could  be  collected  within  our 
State.  Your  committee,  therefore,  approves  the  res- 
olution introduced  by  Dr.  Willis,  of  Westchester, 
which  suggests  that  to  the  statement  sent  to  each 
member  for  the  American  Medical  Association  dues 
there  be  added  the  item  of  $10  as  a purely  voluntary 
contribution  to  the  American  Medical  Education 
Foundation. 

Your  reference  committee  also  advises  that  the 
Council  Committee  on  the  American  Medical  Edu- 
cation Foundation  consider  any  other  means  or 
methods  it  might  find  feasible  to  stimulate  the 
voluntary  contributions  from  the  physicians  of  the 
State  of  New  York. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr,  Samuel  Schneierson,  Bronx:  I second 

that. 

President  Kenney:  Gentlemen,  I want  to  thank 
Dr.  Bernstein  for  his  very  carefully  studied  report*on 
the  American  Medical  Education  Foundation. 

During  the  district  branch  meetings  last  fall  and 
in  special  articles  in  the  Journal,  I have  tried  to 
bring  this  matter  forcibly  before  the  membership. 
The  American  Medical  Association  itself  held  a 
meeting  in  Chicago  in  February  and  out  of  that 
meeting  has  evolved  a concentrated  effort  which  is 
taking  place  now  through  the  months  of  April,  May, 
and  June  to  fortify  and  strengthen  this  appeal. 

Dr.  Bauer  is  in  the  House,  and  I hope  he  will  say  a 
few  words  to  you  about  it.  I appointed  a committee 
from  the  Council  at  the  behest  of  the  Council,  be- 
cause this  was  referred  to  us  to  foster  this  movement. 
On  that  committee  are  nine  members  that  represent 
the  various  districts  of  the  State. 

We  have  not  done  as  well  as  we  wanted  to  do,  but 
we  have  got  some  machinery  in  motion,  and  I think 
it  can  be  implemented,  and  I don’t  feel  too  discour- 
aged that  this  State  won’t  do  considerable  during  the 
year  that  is  left. 

I would  just  like  to  give  you  a few  figures  that  are 
available.  Dr.  Bernstein  said  $8,000  as  an  over-all 
total  for  the  State  has  been  collected.  Those  are  the 
figures  that  were  revealed  to  his  committee,  but  we 
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have  collected  approximately  $7,900  in  New  York 
County.  I received  from  Dr.  Flood  yesterday  a 
statement  that  Bronx  County  has  contributed 
S3, 700-odd,  and  I would  like  to  bring  to  the  attention 
of  this  House  that  one  county  up  the  State,  namely 
Fulton  County,  with  64  members,  has  made  a 100 
per  cent  contribution  of  $10  per  doctor.  In  other 
words,  you  have  $640  from  that  one  county  alone. 
(Applause) 

Speaker  Holcomb:  Thank  you,  Dr.  Kenney. 

The  Chair  recognizes  Dr.  Bauer. 

Dr.  Louis  H.  Bauer,  Past-President:  Mr. 

Speaker,  the  chairman  of  the  reference  committee 
did  not  bring  out  all  of  the  facts  which  I think  you 
should  have  before  you  decide  this  question.  It  is 
not  only  the  question  of  whether  or  not  you  want  the 
government’s  foot  into  the  door  of  medical  educa- 
tion. Some  people  feel  that  is  not  an  important  fac- 
tor; others  feel  that  it  is  exceedingly  important. 

The  argument  is  made  that  the  Federal  govern- 
ment contributes  very  materially  to  our  medical 
schools.  That  is  true,  but  the  total  amount  which  is 
contributed  by  the  Federal  government  now  is  very 
small  in  proportion  to  the  total  budget  of  the  medical 
schools,  and  these  grants  are  usually  for  specific  pur- 
poses— research  or  possibly  endowment  of  a chair  in 
some  particular  field,  and  there  is  no  danger  of  the 
proportion  which  is  now  given  ever  dominating  the 
schools. 

What  I think  is  overlooked  is  that  if  we  have 
Federal  support  of  our  medical  schools,  not  only  is 
there  danger  of  control  but  it  would  result  in  private 
contributions  to  the  support  of  our  schools,  which 
now  are  very  considerable,  disappearing.  People 
would  say,  “The  Federal  government  is  doing  it. 
Why  should  we  contribute?”  The  result  would  be 
that  at  the  end  of  five  years — for  that  is  the  length  of 
time  proposed  in  this  bill  which  was  mentioned — the 
schools  would  be  entirely  dependent  on  what  they 
were  getting  from  their  endowments  and  Federal 
contributions,  and  there  would  be  practically  zero 
contribution  from  the  general  public.  At  the  end  of 
that  time  if  the  Federal  government  should  with- 
draw its  support,  the  schools  would  be  in  a worse 
condition  than  they  are  now,  and  the  Federal  govern- 
ment would  certainly  be  in  a position  to  say,  ‘‘If  you 
wish  our  support,  you  will  have  to  do  what  we  say.” 

Furthermore,  supposing  they  don’t  take  that  at- 
titude, but  supposing  they  should  get  into  another 
depression  or  a total  war,  there  is  not  any  question 
but  the  contribution  which  might  be  made  by  the 
Federal  government  would  be  reduced;  then  where 
would  our  schools  be? 

Gentlemen,  I think  it  is  possible  to  raise  this 
money  from  private  sources.  We  have  approved  a 
grant  from  the  Federal  government,  a one-time 
grant,  on  the  basis  of  the  Hill-Burton  Act,  to  our 
schools  for  construction  and  expansion  of  facilities, 
which  is  one  of  the  crying  needs  of  our  medical 
schools  today  and  which  is  taking  a lot  of  their 
funds.  We  have  no  objection  to  that.  That  is  a one- 
time affair,  and  it  is  through. 

There  are  210,000  doctors  in  the  United  States. 
There  is  not  a one  of  them  that  ever  paid  for  his 
medical  education.  A large  part  of  his  education 
came  out  of  endowment.  Now  endowment  re- 
turns, as  you  all  know,  are  diminishing,  so  this 
money  has  got  to  come  from  somewhere. 

You  may  have  seen  a report  in  the  paper,  yester- 
day I think,  of  the  National  Fund  for  Medical  Edu- 
cation, of  which  the  Hon.  Herbert  Hoover  is  the 
head.  They  are  going  after  this  year  a total  of 
$5,000,000.  They  hope  to  raise  that  in  future  years, 
That  fund  has  been  very  slow  in  getting  organized; 


in  fact,  during  this  past  year  the  medical  profession  t 
in  the  first  grant  to  schools  gave  more  than  half  of  i 
what  was  given  to  the  schools — in  the  total  year’s  J 
contribution  it  was  slightly  less  than  half.  This  fund  I 
hopes  this  year  to  raise  $5,000,000,  and  they  are  now  jj 
pretty  well  organized  into  a position  where  they  can 
go  after  this  money. 

The  medical  profession  is  going  to  stay  away  from  n 
industry.  It  is  going  after  the  medical  profession 
and  medical  organizations,  and  we  hope  this  year  to  I 
raise  $2,000,000.  Last  year  we  raised  slightly  less  I 
than  one  million.  It  has  gotten  off  to  a better  start.  I 
There  is  a larger  amount  contributed  already  than  !i 
was  contributed  last  year  at  this  same  time.  There 
is  a drive  going  on  right  now  for  the  next  two  or  $ 
three  months  for  doctors  to  contribute. 

I would  think  that  $10  was  a pretty  small  amount 
for  a doctor  to  contribute  toward  his  medical  school,  i 
I know  that  some  of  you  are  contributing  direct  to 
your  schools,  and  for  last  year  we  have  no  idea  just 
how  much  the  medical  profession  did  contribute. 
We  only  know  what  was  contributed  through  the 
Medical  Education  Foundation.  This  year  the 
schools,  with  one  exception,  have  all  agreed  to  let  us 
know  how  much  is  contributed  by  the  doctors  direct 
to  the  school.  Your  money  can  be  contributed  to  the 
Medical  Education  Fund  either  unrestricted,  in 
which  case  it  will  be  equally  divided  among  the 
schools  of  the  country,  or  you  may  earmark  it  in 
whole  or  in  part.  For  example,  if  you  give  $100,  you 
may  say  that  it  is  unrestricted,  or  it  is  all  to  go  to  a : 
certain  school,  or  half  of  it  is  being  unrestricted  and 
half  to  go  to  a certain  school.  You  can  do  it  any  way 
you  like,  and  the  school  will  know  that  you  have 
given  that  contribution  because  when  the  list  is  sent  I 
to  the  school  it  will  contain  the  names  of  the  donors  j 
who  have  specified  that  a particular  school  should  j 
receive  that  benefit. 

In  some  areas  they  have  established  what  is  known  | 
as  the  Ten  Dollar  a Month  Club;  that  is,  physicians  | 
who  don’t  feel  like  contributing  $100  in  a lump  sum  ( 
contribute  $10  a month — and  I ask  you  what  1 
physician  in  the  United  States,  with  few  exceptions,  j 
could  not  contribute  $10  a month?  Some  of  you 
probably  went  to  a show  last  night  and  it  cost  you 
more  than  $10.  Some  of  you  went  to  dinner  last  night  I 
and  it  cost  you  at  least  that  much,  but  you  think 
nothing  of  that,  yet  here  is  something  that  is  ex- 
ceedingly important,  the  future  of  medical  education 
in  this  country,  and  I think  it  is  up  to  the  profession 
to  back  it  up. 

Whether  or  not  government  subsidy  will  eventu- 
ally control  medical  education,  we  could  argue  all 
day.  Some  people  feel  one  way,  some  another,  but 
we  do  know  that  private  support  of  our  medical  ; 
schools  will  not  interfere  with  them,  so  why  not  take  I 
a chance  on  keeping  things  as  they  are  as  long  as 
possible?  Our  schools  must  have  help,  and  if  they  I 
don’t  get  it  one  way,  they  will  have  to  get  it  another. 

Speaker  Holcomb:  Thank  you  very  much,  Dr. 
Bauer,  for  your  remarks.  I hope  all  of  us  carry  them 
back  to  our  societies. 

Dr.  Bernstein:  May  I add  that  the  chair- 

man of  your  committee  particularly  felt  it  was  im- 
possible to  spoon-feed  all  of  the  members  of  the  State 
of  New  York  with  the  facts  at  our  command.  After 
all,  conditions  do  change  as  we  go  along.  We  know 
in  the  first  few  months  the  drive  has  been  augmented 
considerably.  I hold  in  my  hand  a pamphlet  sent 
out  by  the  National  Fund  for  Medical  Education, 
entitled  “Industry’s  Stake  in  Medical  Education.” 
This  is  a completely  lay  organization,  and  it  was  sent 
out  to  20,000  firms  throughout  the  country.  That  .1 
went  out  yesterday  morning  (holding  pamphlet  up)  I 
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and  it  is  asking  firms  whose  capitalization  is  beyond 
the  11,000,000  mark  to  contribute  so  much  and  firms 
whose  capitalization  is  less  naturally  to  contribute 
less.  May  I off  the  record  . . . 

...  At  this  point  Dr.  Bernstein  spoke  off  the 
record  . . . 

Dr.  Bernstein:  After  all,  the  attitude  is  we  must 
volunteer  to  do  our  job  as  each  of  us  sees  it  and  as  it 
fits  in  with  your  conscience  and  contribute  to  these 
medical  schools  as  well  as  you  possibly  can.  The 
purpose  of  the  reference  committee  was  to  bring  to 
your  attention  the  facts  as  they  knew  them. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I would  like  to  get  some  information  from  the  com- 
mittee if  it  is  possible.  As  I understand  it,  the 
American  Medical  Association  will  contribute  ap- 
proximately 12,000,000  this  year,  and  industry’s 
stake  is  about  $5,000,000.  That  is  $7,000,000.  I 
would  like  to  know  what  the  anticipated  total 
deficit  in  our  medical  schools  will  be  for  this  year. 

Dr.  Bernstein:  It  is  an  impossible  question  to 
answer  for  this  reason : Some  of  you  may  know  what 
happened  here  in  New  Y ork  with  Bellevue.  Let  us  be 
specific.  Bellevue  put  on  a drive,  with  which  I 
happen  to  be  very  thoroughly  familiar,  and  raised  a 
considerable  sum  of  money.  It  started  with  five 
doctors,  and  they  were  able  to  stimulate  the  trustees 
of  New  York  University  to  such  an  extent  that  they 
suddenly  became  ashamed  of  themselves.  Then 
they  went  to  industry,  and  look  at  what  they  have 
done.  They  have  raised  $27, 000, 000-odd,  and  prob- 
ably have  one  of  the  finest  medical  schools  in  the 
country.  On  the  contrary,  we  have  a school  in 
Brooklyn  which  found  itself  in  financial  difficulties 
and  had  to  be  at  least  willing  to  accept  state  subsidy 
and  control  because  they  could  not  get  along.  The 
problem  is  difficult  to  estimate  because  the  costs  of 
medical  education  are  increasing,  the  costs  of  new 
buildings  are  increasing,  and  one  cannot  possibly  say 
what  the  deficit  will  be  today,  tomorrow,  or  next 
year. 

Speaker  Holcomb:  Is  there  any  further  discus- 
sion? 

Dr.  Walter  W.  Mott,  Councillor:  There  was  a 
second  portion  of  Dr.  Willis’  resolution  which  was 
not  mentioned  by  the  reference  committee;  that  is, 
that  the  American  Medical  Association  be  memorial- 
ized to  make  the  ten-dollar  voluntary  contribution  a 
state-wide,  nation-wide  project.  May  I ask  the 
chairman  of  the  reference  committee  if  he  approves 
that  portion  of  the  resolution  as  well? 

Dr.  Bernstein:  That  is  included  in  the  last  por- 
tion of  the  report. 

Speaker  Holcomb:  Dr.  Bernstein  informs  me 
that  that  resolution  is  included  in  the  last  portion  of 
his  report. 

Does  the  House  of  Delegates  understand  they  are 
voting  also  on  that  resolution?  Is  there  any  further 
discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Bernstein:  I move  the  adoption  of  the  re- 
port as  a whole. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  Thank  you,  Dr.  Bernstein. 

Section  100 

Report  of  Actuary 

Speaker  Holcomb:  At  this  time  the  Chair  will 
recognize  Mr.  Linder,  of  the  firm  of  Wolfe,  Corcoran 
& Linder,  actuarial  auditors  of  the  survey  of  the  Mal- 


practice Insurance  and  Defense  Board.  Mr.  Linder 
has  a short  message  to  give  the  House.  I feel  it  is 
vitally  important  in  regard  to  our  malpractice  in- 
surance and  defense  situation. 

Mr.  Joseph  Linder:  Mr.  Speaker,  ladies  and 
gentlemen,  again  it  is  my  privilege  to  present  to  the 
House  of  Delegates  the  results  of  our  examination  of 
your  Group  Plan  of  Malpractice  Insurance  and 
Defense. 

The  original  of  our  report  has  been  filed  with  the 
secretary  of  the  Society.  Our  report,  necessarily, 
deals  with  a mass  of  figures  and  technical  computa- 
tions that  would  be  difficult  to  present  or  to  follow 
hi  a short  oral  statement.  I shall,  therefore,  try  to 
give  you  a brief  outline  of  our  work,  together  with 
our  conclusions  in  nontechnical  terms. 

Under  the  cost-plus  carrying  agreement  with  the 
insurance  carrier,  rates  are  controlled  by  losses,  and 
it  is  necessary,  therefore,  first  to  ascertain  what  the 
losses  have  been.  As  explained  in  our  previous  re- 
ports, losses  resulting  from  suits  and  claims  are  di- 
vided into  three  groups  or  categories — those  that 
have  been  closed,  those  that  have  been  reported  but 
are  still  outstanding,  and  those  that  while  still  un- 
reported represent  acts  committed  during  the  period 
under  examination. 

The  closed  cases  are  covered  by  vouchers  pre- 
pared at  the  time  of  closure,  checked  and  signed 
by  your  legal  counsel,  and  forwarded  to  your  in- 
demnity representative  for  recording  in  the  statisti- 
cal data.  All  loss  vouchers  for  1951  were  inspected 
for  approval  by  the  legal  counsel,  and  the  statistical 
distribution  of  the  respective  amounts  was  checked 
into  the  statistical  data  as  of  December  31,  1951. 

The  list  of  outstanding  cases  was  checked  and  is  in 
agreement  with  the  two  carriers  concerned.  The 
reserves  on  this  list  were  established  on  a case  basis 
by  agreement  between  the  carriers  and  your  legal 
counsel. 

The  reserves  for  the  unreported  were  computed  by 
us  on  the  basis  of  past  experience. 

The  sum  of  these  three  groups  represents  the  total 
loss  experience. 

The  Employers  Mutual  is  following  a particularly 
conservative  policy  with  regard  to  reserve  estimates 
for  outstanding  cases,  as  shown  by  a schedule  on 
page  six  of  our  report,  which  indicates  that  a substan- 
tial salvage  will  accrue  from  them  when  the  cases 
have  finally  been  disposed  of. 

To  offset  this  matter  of  probable  salvage  and  at 
the  same  time  avoid  the  difficulty  of  estimating  both 
the  number  and  probable  ultimate  cost  of  unreported 
cases,  the  method  followed  in  our  analysis  this  year 
differs  materially  from  that  employed  in  previous 
years.  The  new  approach,  which  was  suggested  in 
our  report  of  last  year,  employs  “development  fac- 
tors” which  have  been  applied  to  the  sum  of  the  paid 
and  outstanding  cases  for  the  respective  policy 
years  as  of  December  31,  1951.  These  factors,  when 
computed  on  the  loss  experience  of  each  policy  year 
as  it  actually  developed  in  the  past,  permit  a close 
approximation  of  the  ultimate  cost  of  disposing  of 
all  cases  chargeable  to  each  policy  year  when  re- 
serves for  outstanding  losses  are  estimated  with 
reasonable  accuracy.  The  development  factors  em- 
ployed by  us  this  year  are  somewhat  lower  than 
those  actually  produced  by  the  developed  loss  ex- 
perience, but,  in  our  judgment,  the  reduction  is 
justified  by  the  reserve  inflation  noted  above  and  is 
an  offset  to  it. 

The  relative  merit  of  applying  these  factors  to  the 
last  five  or  six  expired  policy  years  for  the  sake  of 
credibility  or  to  the  last  three  expired  years  for  the 
sake  of  recency  is  shown  on  page  5 of  our  report.  In 


68 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


deciding  which  of  these  two  groups  should  be  used, 
it  was  found  necessary  to  use  the  shorter  period  this 
year  because  of  an  important  new  factor  which  had 
to  be  taken  into  consideration.  Here  I refer  to  the 
rate  of  incidence  of  suits  and  claims  to  the  number 
of  policies  issued.  Our  examination  disclosed  that 
from  1945  to  1950  there  was  an  increase  of  52  per 
cent  hi  ratio  of  cases  reported  to  the  carriers,  and 
over  half  of  that  increase,  or  29  per  cent,  occurred 
under  the  policies  issued  during  1950.  This  means 
that  in  1945  there  was  an  average  of  one  case  for 
every  71  insured  members;  in  1949  there  was  one  for 
every  61  insured  members,  and  in  1950  there  was 
one  for  every  47  insured  members. 

This  is  one  of  the  most  important  factors  de- 
veloped by  our  study  this  year,  and  your  special  at- 
tention is  invited  to  this  rapid  increase. 

The  loss  experience  of  the  past  is  compiled  as  care- 
fully as  possible  because  on  it  are  predicated  rates  for 
the  future,  and  it  is  important,  therefore,  to  apply 
every  known  factor  which  will  affect  the  costs.  For 
that  reason  it  is  necessary  to  add  to  the  normal  de- 
velopment factors,  referred  to  above,  additional 
factors  to  provide  for  the  increase  in  the  rate  of  inci- 
dence. Our  computation  of  these  additional  factors 
is  shown  on  page  8 of  our  report. 

When  a combination  of  the  development  and  inci- 
dence factors  is  applied  to  the  closed  and  outstand- 
ing losses  up  to  $5/15,000  in  the  two  sections  of  the 
State,  we  find  that  the  pure  premiums,  that  is,  the 
cost  per  policy  for  losses  alone,  are  $64.68  for  the 
metropolitan  area  and  $45.46  for  the  upstate  area. 
By  dividing  these  pure  premiums  by  0.715,  we  ob- 
tain a calculation  of  the  rates  necessary  to  carry  the 
business  on  the  agreed  71.5  per  cent  permissible  loss 
ratio.  As  shown  on  page  10  of  our  report,  this  pro- 
duced the  following  average  rates  for  $5/15,000 
limits: 

Metropolitan  $90 . 46 

Upstate  63 . 72 

At  the  request  of  your  indemnity  representative,  I 
accompanied  him  to  Wausau,  Wisconsin,  where  our 
findings  were  discussed  with  the  officers  of  the  Em- 
ployers Mutual.  We  found  that  their  computations 
closely  approximated  ours,  and  average  base  rates  of 
$90  and  $64  for  the  two  sections  of  the  State  were 
agreed  upon. 

Examination  of  the  loss  experience  for  the  years 
1949  and  1950  showed  that  the  contingent  loss  re- 
serves for  those  years  were  wholly  inadequate,  but 
instead  of  adjusting  them  at  this  time,  the  company 
preferred  to  wait  until  the  losses  for  those  two  years 
were  more  fully  matured  and  until  the  adequacy  of 
the  proposed  new  rates  was  tested.  It  was  agreed, 
however,  that  token  increases  of  $3.00  and  $2.00 
would  be  made  this  year,  raising  them  to  $8.00  and 
$6.00  respectively  for  the  two  State  areas.  When 
added  to  the  agreed  base  rates,  the  average  rates  are 
as  follows: 

Metropolitan  ($90  and  $8)  $98 

Upstate  ($64  and  $6)  70 

Having  reached  this  point,  it  is  necessary  to  break 
down  these  average  rates  to  meet  the  requirements 
of  the  classification  system  adopted  by  the  Society 
last  year  and  to  add  the  surcharges  for  the  three  ex- 
cluded specialties.  No  changes  can  be  made  in 
these  surcharges  until  the  loss  experience  has  been 
determined  for  each  class.  However,  the  differential 
between  the  surgical  and  nonsurgical  classes  has  been 
increased  to  $30  partly  to  take  care  of  an  apparent 
increase  in  surgical  losses  but  also  to  apply  the  over- 
all increase  more  equitably  between  these  two 
classes.  This  results  in  the  following  rates: 


Metropolitan  Upstate 

Nonsurgical  $86  $55 

Surgical  116  85 

It  is  hoped  and  expected  that  these  rates  will 
prove  adequate  to  carry  the  business  for  the  year  be- 
ginning September  1,  1952,  when  they  go  into  effect, 
but  whether  they  will  or  not  depends,  of  course,  upon 
the  average  cost  of  losses  encountered  during  the 
next  examination  period  and  especially  upon  the 
rate  of  incidence  of  cases  to  the  number  of  policies 
issued.  If  the  present  level  of  average  loss  costs  is 
maintained  but  the  rate  of  incidence  increases  during 
1951  as  it  did  in  1950,  it  is  possible  that  these  rates 
also  will  prove  to  be  inadequate  and  that  applies 
also  to  the  rates  for  excess  limits  which  are  dealt 
with  on  pages  10  and  11  of  our  report. 

Reference  to  Exhibit  A on  page  13  of  our  report 
shows  the  average  loss  ratio  for  the  years  1936  to 
1950  inclusive  for  $5/15,000  limits  was  96.8  per  cent; 
for  excess  limits,  it  was  71  per  cent  and  the  over-all 
average  was  89.3  per  cent.  Every  year  since  1942 
down  to  date  the  developed  loss  ratios  have  exceeded 
the  agreed  and  permissible  loss  ratio.  This  means 
that  for  each  of  those  policy  years  your  insurance 
carriers  have  been  obliged  to  pay  for  some  part  of 
your  loss  costs  out  of  the  surplus  earned  on  then- 
other  business. 

This  audit  and  actuarial  study  leads  us  to  the  fol- 
lowing conclusions: 

1.  The  known  data,  as  represented  by  the  closed 
vouchers,  has  been  correctly  accounted  for  and  car- 
ried forward  into  the  statistical  data. 

2.  The  contingent  loss  factor,  which  was  in- 
troduced into  the  agreement  with  the  new  carrier, 
while  intended  to  provide  a cushion  for  unforeseen 
losses  appears  to  be  grossly  inadequate  to  take  care  of 
an  extreme  rise  in  incidence  and  costs,  such  as 
occurred  in  policy  year  1950. 

3.  While  we  continue  to  adhere  to  the  belief  that  ( 
the  cost-plus  agreement  under  which  the  plan  is  op- 
erated is  sound,  the  question  of  rapidly  increasing 
costs  is  a troublesome  one.  The  nature  of  the  rate- 
making  problem  is  such  that  there  is  an  appreciable 
lag  before  adverse  experience  is  translated  into  a 
rate  increase.  Current  rates,  which  were  inadequate 
for  1950  and  are  still  presumably  inadequate,  will 
have  been  in  force  for  all  of  1950  and  1951  and  the 
first  six  or  nine  months  of  1952.  Despite  the  inten- 
tions of  the  Society,  the  carrier  has  undoubtedly  ! 
accumulated  some  deficit.  The  whole  question  of 
rates  (including  the  contingent  loss  factor)  should  be 
considered  with  a view  to  at  least  preventing  the 
further  accumulation  of  a deficit. 

4.  The  adoption  of  a system  of  classification  as 
of  September  1,  1951,  represents  to  our  mind  a for- 
ward step,  in  that  it  will  ultimately  make  for  a fairer 
distribution  of  losses. 

5.  Our  most  important  comment  must,  of  course, 
be  directed  to  the  rapid  increase  in  the  cost  of  this 
insurance,  because  we  would  be  failing  in  our  duty 
to  the  members  of  the  Society  if  we  did  not  point  out 
the  danger  inherent  in  the  situation  as  it  is  develop- 
ing. It  will  be  remembered  that  the  cost  of  this  in- 
surance is  based  entirely  upon  the  cost  of  the  losses 
caused  by  the  members  themselves. 

We  are  informed  that  the  Society  has  inaugurated 
steps  looking  toward  a reduction  in  the  incidence  of 
claims,  but  it  is  obvious  that  they  have  not  yet  had 
an  appreciable  effect  upon  either  the  rate  of  inci- 
dence or  the  cost  of  cases. 

Usually  it  is  not  the  function  of  an  actuary  to  do 
more  than  report  the  facts  as  he  finds  them.  In  this 
case,  however,  we  desire  to  point  out  that  unless 
effective  measures  can  be  devised  to  halt  and  reverse 
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the  current  trend  in  the  rate  of  incidence  and  cost  of 
claims,  the  cost  of  this  insurance  may  soon  approach 
, a prohibitive  level. 

Vice-Speaker  Williams:  Members  of  the  House, 
as  you  realize  this  is  a report  for  information.  Are 
1 there  any  questions?  If  not,  I will  entertain  a 
!a  \ motion  to  accept  this  report. 

Dr.  George  Schwartz,  Bronx:  I so  move. 

Dr.  Alfred  M.  IIellman,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
' to  a vote  and  was  unanimously  carried  . . . 

18 

63 

es  Section  101  ( See  9,  196 ) 

Report  of  the  Reference  Committee  on  Report  of 
Malpractice  Insurance  and  Defense  Board  and  Re- 
port of  the  Legal  Counsel 

Vice-Speaker  Williams:  It  would  be  logical 
now  for  me  next  to  call  on  the  reference  committee 
o for  the  report  of  the  Malpractice  Insurance  and  De- 
fense Board  and  the  Report  of  the  Legal  Counsel  be- 
‘ j cause  you  have  had  the  data  presented  and  now  you 
' will  hear  the  report  of  your  reference  committee, 
which  will  entail  recommendations  and  suggestions 
thereon.  Dr.  Moore  is  the  chairman  of  that  refer- 
ence committee. 

Dr.  Norman  S.  Moore,  Tompkins:  Mr.  Speaker 
and  members  of  the  House,  the  reference  committee 
on  the  report  of  the  Malpractice  Insurance  and  De- 
fense Board  and  the  report  of  the  Legal  Counsel  has 
considered  the  report  as  published,  also  the  supple- 
mentary report  of  the  Board,  the  actuarial  survey 
prepared  by  Wolfe,  Corcoran  and  Linder,  and  the 
report  of  counsel  prepared  by  the  firm  of  Martin, 
Clearwater  and  Bell.  Your  reference  committee  is 
cognizant  of  the  immediate  problems  raised  in  these 
reports.  It  has  discussed  them  with  a critical  eye  on 
the  threat  of  protection  to  the  practicing  physician 
if  present  trends  continue  unabated.  Vour  com- 
mittee has,  during  its  discussions,  kept  in  sharp  focus 
suggested  preventive  measures  for  reducing  the  inci- 
dence of  claims  and  suits  against  practicing  physi- 
cians. Your  reference  committee  wishes  to  make  the 
following  comments. 

Inasmuch  as  the  cost-plus  agreement  under  which 
the  group  plan  of  insurance  has  operated  with  former 
carriers  continues  to  be  the  policy  in  effect  with  the 
new  carrier,  the  Employers  Mutual  Liability  Insur- 
ance Company  of  Wisconsin,  we  are  concerned  with 
the  increased  costs  of  operating  the  plan.  We  are 
alarmed  at  the  alleged  cause  of  the  rise  in  costs,  i.e., 
the  increase  in  the  number  of  claims.  The  data  pre- 
L sented  shows  that  while  the  average  cost  per  case  has 
remained  stationary,  the  mounting  figure  of  cost  per 
policyholder  has  risen  to  the  unprecedented  heights 
of  $90.46  in  the  metropolitan  area  and  $62.72  in  the 
upstate  counties. 

A substantial  estimated  deficit  together  with  the 
necessary  lag  in  rate  correction  creates  a possible 
| point  of  difficulty  between  the  Malpractice  Defense 
Board  and  the  carrier.  It  is  reassuring  that  both 
I the  carrier  and  Board  understand  each  other’s  prob- 
lems to  the  extent  that  mutual  good  will  exists  in 
spite  of  the  fact  that  the  present  loss  reserve  appears 
insufficient.  That  the  present  carrier  is  cooperative 
is  attested  by  the  fact  that  it  is  reducing  the  loading 
charge  so  that  78  per  cent  of  the  premiums  will  be 
available  for  losses.  Nevertheless,  we  cannot  be 
complacent  in  face  of  the  possibility  that  the  mar- 
ket for  our  insurance  is  narrowing  because  of  the 
unwillingness  of  insurance  companies  to  risk  loss 
from  our  business.  The  increase  of  one  suit  or  claim 
to  each  71.4  insured  members  in  1945  to  similar 
action  against  one  in  46.9  insured  members  in  1950 


is  a figure  we  physicians  cannot  escape.  The  com- 
mittee notes  an  increase  of  52  .per  cent  in  rate  inci- 
dence of  claims  since  1945,  29  per  cent  of  which 
occurred  in  1950.  What  is  more  alarming  is  an  indi- 
cation that  there  will  be  one  claim  for  every  30  to  33 
insured  members  for  the  calendar  year  1951. 

The  reference  committee  congratulates  the  Mal- 
practice Insurance  and  Defense  Board  in  its  steps  to 
forestall  further  increase  in  incidence  of  claims. 
These  are: 

1.  Review  of  cases  pursuant  to  the  directive  of 
the  House  of  Delegates  to  determine  which  members 
constitute  “a  burden  to  the  Society’s  group  insur- 
ance plan,  more  hazardous  than  that  contemplated 
in  what  is  generally  accepted  as  the  competent  prac- 
tice of  medicine.”  The  committee  concurs  with  the 
Board  that  this  will  become  an  increasing  responsi- 
bility of  the  Board.  Elimination  of  a minority 
group  of  undesirable  risks  from  the  Plan  bids  fair  to 
bring  some  relief  to  the  majority  of  responsible 
physicians. 

2.  The  committee  commends  the  board’s  policy 
of  classification.  Classification  of  members  for  in- 
surance has  already  indicated  that  in  the  metropoli- 
tan areas  the  percentage  of  doctors  doing  principally 
surgery  is  40  per  cent,  while  upstate  the  percentage 
of  those  doing  surgery  is  50  per  cent.  Experience 
defends  the  Board’s  concept  that  those  doctors  in 
surgical  specialties  are  potentially  more  expensive 
risks. 

3.  The  committee  approves  the  efforts  of  the  Mal- 
practice Insurance  and  Defense  Board  to  assist  with 
the  House  of  Delegates’  recommended  pilot  study  in 
Westchester  County.  The  data  presented  in  this 
year’s  report  promises  effectiveness  in  such  com- 
munity endeavors  as  local  emergency  service,  griev- 
ance committees,  and  malpractice  committees.  The 
reference  committee  concurs  in  the  importance  of 
preventive  measures  at  the  county  level. 

4.  The  folly  of  physicians  giving  up  their  insur- 
ance in  the  Group  Plan  for  other  insurance  promising 
less  premium  costs  has  long  been  a problem,  especi- 
ally when  members  flock  back  to  the  Society  Group 
Plan  when  the  carrier  can  no  longer  endure  the 
accumulated  deficits  of  operation.  The  reference 
committee  approves  the  request  of  the  Board  of  the 
House  of  Delegates  “to  deny  insurance  protection 
for  a period  of  six  months  after  the  date  of  applica- 
tion for  re-entry  to  any  member  who  is  now  or  here- 
after insured  in  the  Group  Plan  and  who  withdraws 
from  it  for  the  purpose  of  securing  insurance  at  a 
lower  rate  from  another  company.” 

I will  move  the  adoption  of  this  portion  of  the 
report. 

Dr.  Harold  B.  Davidson.  New  York:  I second  it. 

Vice-Speaker  Williams:  The  chairman  has 
moved  the  adoption  of  the  report  so  far,  which  in- 
cludes this  important  statement  about  dropping  of 
members.  Is  there  a second  to  that  motion? 

Dr.  Davidson  : I have  already  seconded  it. 

Vice-Speaker  Williams:  It  is  now  open  for  dis- 
cussion. 

Dr.  Charles  Sandler,  Bronx:  We  of  Bronx 
County  find  it  difficult  to  reconcile  the  statement 
that  the  chairman  of  the  reference  committee  has 
just  made  regarding  the  dropping  of  persons  who 
having  had  the  State’s  malpractice  insurance  drop 
it  for  the  purpose  of  getting  a Aeaper  rate  and  then 
wish  to  return  to  the  State’s  malpractice  insurance 
policy. 

In  the  publication  of  your  annual  report  on  page 
936  on  the  right  side  of  the  page  there  is  a paragraph 
clearly  marked  “Contraction  of  the  Insurance  Mar- 
ket,” in  which  the  committee  deplores  the  fact  that 
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the  insurance  companies  do  not  seem  to  be  interested 
in  writing  malpractice  insurance,  and  may  I read  this 
statement:  “Although  the  American  Policyholders 
did  not  always  conduct  their  business  with  members 
of  the  Society  in  a manner  which  the  Board  could 
approve,  their  withdrawal  from  the  business  is  a de- 
cided loss  to  the  doctors  of  this  State,  particularly  to 
those  who  are  not  members  of  the  Society.  There  is 
need  for  an  independent  malpractice  insurance 
market.”  May  I repeat  that:  “There  is  need  for  an 
independent  malpractice  insurance  market,  and  the 
Board  hopes  that  there  will  always  be  one  or  more 
companies  ready  to  supply  such  protection  under 
realistic  policy  forms  and  rates.” 

Here  the  Society  expresses  its  enthusiasm  for  out- 
side insurance  companies  entering  this  market,  and 
by  the  same  token  and  on  the  other  side  of  their 
mouth  they  state,  “We  would  be  very  glad  to  have 
other  companies  enter,  but  if  any  of  you  dare  to  take 
out  such  insurance  we  will  spank  you  by  dropping 
you  for  at  least  six  months  if  you  want  to  come 
back.” 

We  of  Bronx  County  see  nothing  wrong;  there  is 
no  crime  in  a man  wanting  to  get  his  insurance  as 
cheaply  as  possible.  The  Society  apparently  thinks 
so  too,  but  we  cannot  understand  the  policy  which 
states,  “We  welcome  competition,”  and  then  says, 
“But  don’t  forget  if  you  take  a policy  with  any  other 
company  we  will  drop  you  for  at  least  six  months.” 

We  would  like  an  explanation  from  the  committee 
as  to  why  this  punitive  measure  is  adopted. 

Dr.  Leo  F.  Schiff,  Vice-President:  Mr.  Vice- 
Speaker,  may — 

Vice-Speaker  Williams:  Just  a moment,  Dr. 
Schiff,  and  I will  recognize  you.  I will  ask  the  chair- 
man of  the  reference  committee  please  to  re-read 
his  recommendation  so  that  we  will  all  be  well  aware 
as  to  what  we  are  voting  upon  and  what  we  are  con- 
sidering. 

Dr.  Moore:  “4.  The  folly  of  physicians  giving 
up  their  insurance  in  the  Group  Plan  for  other  in- 
surance promising  less  premium  costs  has  long  been 
a problem,  especially  when  members  flock  back  to 
the  Society  Group  Plan  when  the  carrier  can  no 
longer  endure  the  accumulated  deficits  of  operation. 
The  reference  committee  approves  the  request  of  the 
Board  of  the  House  of  Delegates  ‘to  deny  insurance 
protection  for  a period  of  six  months  after  the  date 
of  application  for  re-entry  to  any  member  who  is 
now  or  hereafter  insured  in  the  Group  Plan  and  who 
withdraws  from  it  for  the  purpose  of  securing  insur- 
ance at  a lower  rate  from  another  company.’” 

I would  like  to  answer  the  doctor’s  argument. 
The  committee  did  not  interpret  the  report  as  he 
did.  The  committee  interpreted  the  Board’s  re- 
port to  mean  that  large  numbers  of  doctors  leave  the 
Group  Plan  because  they  do  not  understand  that  the 
fly-by-night  companies  offer  insurance  at  rates  which 
are  impractical  and  which  cannot  carry  through, 
and  when  they  no  longer  insure  in  this  State,  then 
they  come  flocking  back.  The  Defense  Board  main- 
tains it  is  a problem,  and  it  is  also  one  that  affects 
the  protection  of  the  individual,  so  they  won’t  bo 
doing  that. 

There  is  a large  number  of  claims  that  are  not 
covered  by  these  other  companies.  Mr.  Wanvig 
said  to  me  this  morning  that  he  thought  that  there 
should  be  several  insurance  companies,  and  I think 
if  you  will  peruse  the  percentage  of  members  in- 
sured in  the  plan  in  other  companies  throughout  the 
State  you  will  find  that  it  varies  from  55  per  cent  in 
New  York  County  up  to  91  per  cent  in  Yates  County, 
so  there  are  various  numbers  of  insurance  plans  in 


New  York  State.  But  what  the  Board  means,  and 
what  the  reference  committee  interpreted  it  to  mean 
here,  is  the  tendency  to  be  fair-weather  friends  of  this 
Plan,  and  there  should  be  some  penalty,  something 
to  call  attention  to  the  fact  that  that  should  not 
happen. 

Vice-Speaker  Williams:  Everybody  in  the 
House  is  well  aware  of  the  problem  now.  It  is  a 
matter  of  whether  or  not  we  shall  have  six  months 
stay  before  they  are  taken  back  into  the  plan. 

Dr.  Schiff:  I think — - 

Vice-Speaker  Williams:  Dr.  Schiff,  as  you  all 
know,  is  vice-president  of  the  Society  and  has  been 
a member  of  the  Board. 

Dr.  Schiff:  I think  we  should  all  try  to  get  a 
clear  idea  of  what  this  is  all  about.  In  the  first  place 
in  regard  to  this  recommendation,  let  me  call  your 
attention  to  the  fact  that  there  is  no  desire  or  no  in- 
tent on  the  part  of  the  Board  to  ask  that  any  mem- 
ber of  this  State  Society  who  is  now  insured  in  any 
other  plan  shall  be  denied  any  privilege  of  coming 
into  this  Plan,  our  plan.  That  is  not  ex  post  facto. 
It  simply  states  that  any  member  who  is  now  in- 
sured or  may  hereafter  become  insured  who  then  at 
that  time,  being  a member  of  our  Group  Plan,  leaves 
it  for  the  purposes  mentioned,  and  then  for  some 
reason  or  other,  whether  his  insurance  company  has 
given  up  or  whether  the  insurance  company  has 
given  him  up  because  of  a loss  that  they  don’t  like, 
attempts  to  come  in,  shall  be  subject  to  a six  months 
waiting  period. 

The  purpose  of  that  is  not  as  a matter  of  a penalty 
but  to  discourage  some  of  our  penny  wise  and 
pound  foolish  members  who  may  be  influenced  by 
the  seemingly  high  cost  of  their  insurance  as  com- 
pared to  something  else  that  is  offered  them  and 
leave  the  Group  Plan  for  a while. 

Bear  in  mind  that  this  has  no  reference  to  any- 
body who  is  not  at  the  time  of  the  passage  of  this 
recommendation,  if  it  is  passed,  now  a member. 
He  can  come  in  at  any  time  without  any  six  months 
waiting  period,  but  once  having  become  a member 
or  being  a member  at  this  time,  and  having  with-  j 
drawn,  he  may  find  himself,  if  this  is  passed,  sub- 
ject to  the  six  months  waiting  period. 

Let  us  think  for  a moment  what  is  all  this  insur- 
ance about.  We  have  a group  insurance.  The  : 
group  insurance  was  instituted  many  years  ago  with 
the  idea  that  with  a group,  and  particularly  this 
kind  of  a group,  which  differs  a great  deal  from  many 
other  groups  with  which  you  may  be  familiar,  we  j 
could  get  our  insurance  practically  at  cost,  that  is  j 
allowing  the  insurance  company  a reasonable  pre-  | 
determined  profit.  I think  you  have  been  through  I 
this  thing  often  enough  to  know  that  the  exact  cost  l 
of  insurance  cannot  be  estimated  at  the  end  of  one, 
or  two,  or  even  three  years,  after  the  expiration  of  a I 
policy  year.  There  are  too  many  factors  which  pro-  | 
long  the  determination  of  costs.  We  have  our 
closed  cases  which  are  quite  positive.  We  know  we 
lose  so-and-so  much  money  on  this  case.  We  have 
our  cases  that  are  still  in  the  courts  on  which  we 
can  only  make  an  estimate,  and  as  Mr.  Linder 
pointed  out  to  you  every  attempt  is  made  by  experi- 
enced men  to  estimate  the  cost  of  these  cases  pos- 
sibly a little  high  to  be  on  the  safe  side  but  as  close 
as  possible  to  the  expectancy  of  costs.  Then  we  ! 
have  some  cases  that  are  not  even  reported  because  I 
there  are  certain  types  of  cases  which  may  not  be 
sued,  particularly  in  the  case  of  infants  which  have 
a period  of  twenty-two  years  after  occurrence;  that  ^ 
is,  the  infant  on  attaining  a year — -and  I am  told  it 
is  two  years — after  his  majority  the  statute  of  limi- 
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tations  expires.  We  have  cases  every  now  and 
then — and  some  considerable  amount  of  money  is 
involved — in  which  the  cases  are  not  brought  up  for 
many  years  after  the  expiration  of  the  policy  year 
for  which  the  insurance  is  taken  out.  The  losses  are 
charged  against  the  policy  year.  An  act  occurring 
in  1950,  if  it  is  not  collected  for  until  1957  and  paid 
for  in  1957,  is  still  chargeable  against  the  cost  of  that 
insurance  in  1950. 

We  are  in  with  this  insurance  company,  and  it 
was  no  easy  task  this  last  time  to  find  a company 
that  was  willing  to  come  in  with  us.  We  are  in  under 
unusual  circumstances.  We  have  considerable  con- 
trol. Any  other  group  insurance  that  you  may  go 
into  is  still  cancellable  at  least  at  the  end  of  a policy 
year  by  the  company.  There  is  no  contract  between 
the  group  and  the  company  that  they  are  going  to 
continue  it.  They  have  their  privilege  of  discon- 
tinuing the  insurance  at  the  end  of  any  policy  year. 
With  us  we  are  bound  with  the  company  except  on 
due  and  reasonable  notice,  and  they  assume  that  we 
are  watching  the  situation,  trying  to  keep  our  costs 
down,  and  it  is  only  because  we  are  a large  group  of 
responsible  men  that  they  can  afford  to  take  this 
chance  instead  of  throwing  the  whole  thing  out  of 
the  window  simply  because  the  costs  are  mounting. 

They  feel  that  we  will  sensibly  consider  this  situ- 
ation and  agree  to  rates  which  are  commensurate 
with  the  costs.  There  is  the  other  thought  in  mind 
that  if  in  some  future  time  we  find  costs  through  our 
preventive  programs  have  begun  to  dwindle,  we  will 
benefit  thereby.  Such  a group  cannot  exist  as  a 
group  if  any  member  at  his  own  individual  whim 
when  his  own  individual  contract  expires  can  with- 
draw, so  instead  of  having  15,000  we  suddenly  find 
ourselves  with  only  10,000.  The  expense  of  main- 
taining this  group  insurance  is  predicated  to  some 
extent  upon  the  continued  cooperation  of  the  group. 

When  you  come  to  vote  on  this  recommendation, 
please  bear  in  mind  it  is  not  intended  as  punish- 
ment. We  are  not  going  to  slap  anybody  on  the 
wrist  because  he  left  us,  or  call  him  a bad  boy,  and 
say  you  cannot  come  back  for  six  months.  The 
idea  is  to  call  seriously  to  the  members’  attention 
that  they  have  an  obligation,  and  unless  there  is  a 
very,  very,  very  good  reason  they  should  stay  with 
this  insurance  group,  feeling  that  with  their  own 
members  reviewing  the  insurance  costs,  which  no 
other  type  of  group  has,  and  being  allowed  practi- 
cally to  set  the  rates,  which  we  do  as  honorable  men, 
with  the  thought  that  the  rates  shall  meet  the  cost, 
we  should  stay  together  as  a group  and  not  weaken 
our  group  and  weaken  our  chance  for  insurance  and 
leave  the  whole  thing  to  fall  apart  on  a catch-as- 
catch-can  basis. 

I think  most  of  you  realize  that  your  other  types 
of  casualty  insurance  are  constantly  rising.  If  you 
have  a policy  for  your  automobile  for  one  year,  when 
vou  go  to  renew  it  you  find  it  is  .$40  more.  You 
have  nothing  to  say  about  it.  Take  it  or  leave  it. 
You  find  all  the  other  insurance  companies  are  doing 
practically  the  same  thing,  and  that  is  the  reason, 
gentlemen,  think  of  it  when  you  vote.  We  are  not 
trying  a punitive  measure.  We  are  asking  for 
something  to  call  seriously  to  the  attention  of  the 
less  mindful  members  of  our  group  what  they  are 
going  to  do  to  the  group  if  they  run  out  when  they 
want  to. 

I earnestly  recommend  that  you  vote  for  this, 
t hat  you  have  confidence  in  your  Board  that  they  will 
not  abuse  it,  and  that  is  one  of  the  things  that  will 
act  toward  the  continued  success  and  progress  of  our 
group  insurance. 

Thank  you.  (Applause) 


Dr.  George  Schwartz,  Bronx:  Mr.  Speaker 
and  gentlemen  of  the  House,  by  the  very  nature  of 
the  fact  of  a six  months  interval  very  many  men  are 
going  to  ponder  and  pause,  and  perhaps  there  is  a 
feeling  of  compulsion  there,  because  if  they  do  devi- 
ate and  attempt  to  get  back  there  will  be  the  pen- 
alty of  a six  months  wait  in  which  they  will  be  non- 
insured. That  smacks  to  me  of  a certain  element 
of  compulsion. 

We  object  to  compulsion  in  all  other  matters,  and 
here  we  say  to  our  men,  “If  you  stray,  if  you  enter 
another  plan,  please  remember  you  will  have  no  in- 
surance from  us  for  a period  of  six  months.”  I 
doubt  whether  that  will  make  for  good  public  rela- 
tions in  and  among  our  doctors  and  all  others  in- 
volved. We  should  adopt  or  seek  for  other  means 
but  not  compel  or  give  these  gentlemen  the  feeling 
of  compulsion  to  stay  with  the  Plan. 

I am  heartily  in  accord  with  what  others  have 
said  that  individual  doctors  may  vary  and  want 
something  else,  but  why  must  we  deal  with  them 
directly  or  otherwise  and  say  that  unless  they  do 
accept  this  plan  they  will  have  that  six  months  inter- 
val of  noninsurance  which  indirectly  smacks  of 
compulsion? 

Thank  you! 

Dr.  Davidson:  I would  like  to  answer  one  ques- 
tion and  that  is  this  question  of  smacking  of  com- 
pulsion, because  I think  that  this  is  self-preservation 
and  not  compulsion.  When  we  originally  went 
through  this — -and  I sat  on  the  reference  commit- 
tee two  years  ago — when  we  worked  out  this  type  of 
plan,  we  went  through  all  of  the  various  policies  and 
saw  the  loopholes  in  the  other  ones.  It  is  true  that 
if  members  stray  and  try  other  companies,  they  are 
using  very  poor  judgment.  It  is  not  compulsion  to 
make  a doctor  use  his  judgment  in  an  effort  to  en- 
courage him  to  use  the  best.  Your  committees  have 
given  you  several  things  on  this  policy  that 
just  can’t  be  bought  in  other  places:  the  question  of 
renewability,  the  question  of  being  dropped,  the 
question  of  having  your  own  officers  in  a position  to 
review  the  situation  in  the  individual  cases  from  time 
to  time,  and  if  people  can  drop  out  at  will  and  change 
the  whole  plan,  it  is  true  that  ultimately  the  entire 
State  Society  will  be  the  sufferers.  So  that  very 
much  rather  than  compulsion  it  is  simply  encour- 
agement for  the  preservation  of  the  Plan,  which  is 
by  far  a better  policy,  and  all  you  have  to  do  is  to 
read  the  fine  print  in  the  policies  to  know  it. 

Vice-Speaker  Williams:  Your  Speaker  wishes 
to  call  to  your  attention  the  length  of  our  business 
session,  and  it  is  the  stipulation  of  your  own  rules  in 
this  House  that  no  one  speaker  can  talk  for  more 
than  five  minutes,  and  nobody  can  talk  more  than 
once  on  one  subject. 

I recognize  Dr.  Wood  of  Westchester.  Dr.  Wood 
is  chairman  of  the  Malpractice  Insurance  and  De- 
fense Board. 

Dr.  Christopher  Wood,  Westchester:  Mr. 
Speaker  and  members  of  the  House,  I would  like 
to  bring  to  your  attention  this  one  point.  Don’t 
overlook  the  fact  that  the  members  of  the  Board  are 
doing  their  utmost  to  work  for  the  best  interests  of 
all  of  us — all  of  you. 

In  my  opinion  this  point  we  are  arguing  about  is 
not  of  too  great  moment  in  comparison  with  the 
over-all  problem.  If,  for  instance,  we  adopt  certain 
procedures  now,  don’t  also  overlook  the  fact  that  we 
can  change  them  next  year,  and  if  the  Board  finds 
that  this,  that,  or  another  of  its  procedures  is  not 
working  we  are  always  willing  to  change  them,  but 
I don’t  like  discussion  on  this  one  little  facet  of  the 
whole  problem  to  obscure  your  understanding  of 
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the  seriousness  of  the  over-all  problem.  Don’t 
forget  that  in  order  to  practice  medicine  we  have 
got  to  have  malpractice  insurance,  and  our  whole 
efforts  are  directed  toward  obtaining  that  insur- 
ance, keeping  it  in  force,  and  having  adequate  cov- 
erage for  all  of  us.  I think,  therefore,  that  the  Board 
would  appreciate  it  if  you  would  follow  its  recom- 
mendations. 

Thank  you! 

Dr.  Benjamin  M.  Bernstein,  Kings:  I am  not 
at  all  sure  in  the  acceptance  of  the  latter  proposition 
given  to  us  by  the  reference  committee  we  are  acting 
constitutionally.  Remember  that  when  you  pay 
your  dues  to  your  county  and  State  societies  you  are 
entitled  to  protection  by  the  counsel  of  the  State 
Society  regardless  of  whether  you  are  insured  or  not. 
Therefore,  regardless  of  the  fact  that  a member  is 
insured  under  the  Group  Plan  or  any  other  plan, 
our  counsel  must  represent  him. 

In  the  second  place  I think  membership  in  our 
county  and  State  societies  entitles  us  to  the  right 
to  join  the  Group  Plan.  Personally,  I think  that 
acceptance  of  such  a provision  would  be  entirely 
unconstitutional  regardless  of  its  merits. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion? 

The  counsel  has  asked  leave  to  make  a few  re- 
marks. 

Mr.  William  Martin,  Counsel:  I know  of  no 
other  plan  remotely  like  ours  where  a company  is 
not  given  an  arbitrary  right  to  cancel  10  or  15  per 
cent  of  the  policies,  come  what  may,  for  any  reason, 
that  they  don’t  like  your  looks,  for  instance,  or  any 
other,  whether  trivial  or  sound. 

I have  been  sick  for  a while,  and  I was  not  in  on 
the  deliberation  that  led  to  this  six  months  provision, 
but  I want  to  say  this:  It  has  been  our  experience 
that  a number  of  doctors  who  have  insurance  in 
other  companies  come  back  to  us  under  circum- 
stances where  some  intensive  investigation  is 
needed  as  to  the  reason  behind  that  change.  We 
have  found  on  a number  of  occasions  that  they  have 
verdicts  or  settlements  against  them  which  you 
could  not  learn  about  in  a week,  or  two  weeks,  or  a 
month.  It  is  experience  like  that  that  has  led  to  the 
thought  that  there  should  be  a six  months  interval  so 
that  we  could  see  whether  or  not  those  applications 
should  be  accepted.  That  goes  for  every  man  who 
comes  in  at  some  mature  time  in  his  life  and  sud- 
denly decides  to  apply  for  insurance  in  the  State 
Society.  I say,  as  Dr.  Wood  says,  it  is  just  one  facet 
of  the  problem.  We  can  see  how  the  rule  works  out 
for  a year;  I think  that  it  has  merit,  and  that  it 
will  be  helpful  to  the  Board  in  keeping  down  the  loss 
experience. 

Dr.  Alfred  M.  Hellman,  New  York:  But  is  it 
constitutional? 

Mr.  Martin:  I should  have  cleared  up  that 
point  that  Dr.  Bernstein  raised.  It  is  our  office  that 
suffers  when  you  don’t  take  insurance  because  we 
have  to  defend  the  uninsured  doctors.  I will  make 
some  recommendations  in  my  report  that  will  be 
handled  later  about  some  limitation  on  that  un- 
bridled right,  because  the  Constitution  is  not  in  the 
question.  The  insurance  company  gives  up  all  or 
part  of  its  right  to  cancel  any  policy  of  insurance. 
They  have  been  most  generous  in  the  arrangements 
that  they  have  made  with  the  State  Society,  and  as 
to  whether  or  not  they  must  carry  an  insured  risk 
I see  no  problem  of  constitutionality  at  all. 

. . . There  were  calls  for  the  question  . . . 

Vice-Speaker  Williams:  I hear  a call  for  the 
question.  The  motion  is  to  adopt  this  portion  of  the 


report.  Are  the  members  of  the  House  ready  for  the 
question? 

...  The  motion  was  put  to  a vote  and  was  car- 
ried . . . 

Dr.  Moore:  5.  The  committee  approves  the 
words  of  the  actuary,  Mr.  Linder,  who  goes  outside 
his  role  to  warn  “that  unless  effective  measures  can 
be  devised  to  halt  and  reverse  the  current  trend  in 
the  rate  of  incidence  and  cost  of  claims,  the  cost  of 
this  insurance  may  approach  a prohibitive  level.” 

The  reference  committee  sees  no  alternative  than 
an  increase  in  the  rates  recommended  by  the  Board. 

It  approves  of  the  Malpractice  Insurance  and  De- 
fense Board’s  urging  that  every  member  of  the 
Society  understand  the  present  loss  experience  which 
makes  a rate  increase  necessary.  Further,  it  ap- 
proves the  plea  of  counsel  for  better  cooperation 
between  the  individual  insured  member  and  the 
office  of  counsel  and  the  Malpractice  Insurance  and 
Defense  Board. 

That  many  claims  could  be  avoided  seems  the 
lesson  learned  from  pilot  studies  to  date  in  grievance 
and  malpractice  committees  at  the  county  level. 

Let  us  continue  to  hew  at  the  log  of  prevention  as 
the  major  factor  in  solving  all  our  problems  con- 
nected with  malpractice. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  M.  H.  Krakow,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  102  ( See  47) 

Report  of  the  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and  Legal 
Counsel : Ghost  Surgery 

Dr.  Norman  S.  Moore,  Tompkins:  Resolution 
introduced  by  Dr.  Charles  Gordon  Heyd  was  re- 
ferred to  this  committee,  (see  Section  47) 

I move  the  adoption.  The  reference  committee 
approves  this  resolution  as  presented.  I move  the 
adoption  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 

it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Moore:  I move  the  adoption  of  the  report 
as  a whole. 

Dr.  Walter  S.  Bennett,  Washington:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Thank  you,  Dr. 

Moore. 

The  Speaker  wishes  me  to  declare  a five-minute 
recess.  We  are  going  to  reconvene  in  five  or  eight 
minutes  at  the  sound  of  the  gavel. 

...  A five-minute  recess  . . . 

Vice-Speaker  Williams:  The  House  will  be  in 
order. 

i | 

Section  103 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I : Postgraduate  Education 

Dr.  George  A.  Burgin,  Herkimer:  Mr.  Speaker, 
the  first  part  of  this  report  has  to  do  with  postgradu- 
ate education. 

The  report  of  the  Council  Committee  on  Public 
Health  and  Education  has  been  reviewed  by  your 
reference  committee. 

We  are  deeply  impressed  by  the  work  of  Dr. 
Theodore  J.  Curphey  and  his  committee  and  are 
aware  of  the  appreciation  of  assistance  they  express 
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to  the  Medical  Society  of  the  County  of  Queens  and 
the  willing  cooperation  they  have  received  from  our 
secretary,  Dr.  Walter  P.  Anderton,  and  his  execu- 
tive assistant,  Miss  Doris  K.  Dougherty. 

Dr.  Curphey  assures  us  that  a great  deal  of  the 
detail  work  of  his  office  would  have  been  impossible 
without  the  able  assistance  of  Miss  Susan  Baker. 

The  continued  improvement  of  our  relations  with 
the  New  York  State  Department  of  Health  through 
Dr.  Herman  E.  Hilleboe,  the  Commissioner,  and  his 
aid  in  an  advisory  capacity  plus  the  financial  assist- 
ance of  the  Department  cannot  be  ignored.  It  is  a 
compliment  to  Dr.  Curphey  and  his  committee  that 
the  educational  value  of  the  programs  warrants  the 
payment  of  an  honorarium  to  speakers  by  the  State 
Department  of  Health. 

It  is  noted  that  since  our  last  Annual  Meeting  the 
committee  has  arranged,  as  of  February,  1952,  post- 
graduate instruction,  presented  as  lecture  series, 
symposiums,  or  single  lectures,  for  38  groups.  This 
represents  125  lectures.  A review  of  the  recently 
published  Course  Outline  Book  is  amazing  for  its 
inclusion  of  practically  any  type  of  subject  which 
might  be  of  interest  to  any  group  of  physicians. 
Your  reference  committee  feels  that  the  burden  of 
proof,  in  this  field  of  medical  education,  lies  with  the 
county  medical  societies,  hospital  staffs,  and  acade- 
mies of  medicine  in  recognizing  and  taking  advan- 
tage of  the  opportunities  offered  by  our  Committee 
on  Public  Health  and  Education. 

In  reviewing  the  matter  of  postgraduate  educa- 
tion with  Dr.  Curphey,  we  are  impressed  by  the 
necessity  of  the  various  program  chairmen  in  plan- 
ning our  programs  at  least  three  to  nine  months 
ahead  and  submitting  a plan  of  the  season  programs 
to  the  Council  committee. 

Your  reference  committee  has  reviewed  the  sug- 
gestions made  by  our  predecessors  at  the  1951 
Annual  Meeting.  The  “packages”  of  lectures  of- 
fered in  the  recently  revised  Course  Outline  Book 
certainly  have  fulfilled  one  of  their  recommenda- 
tions. The  inclusion  of  “experienced  general  prac- 
titioners” in  the  list  of  speakers  is  obviously  diffi- 
cult because  medical  subjects  for  the  benefit  of  gen- 
eral men  are  best  explained  by  specialists  in  those 
subjects.  We  do  feel,  however,  that  capable  general 
practitioners  are  well  qualified  for  our  Speakers’ 
Bureau  and  that  the  role  of  these  physicians  should 
be  emphasized  in  our  public  relations  and  in  our 
medical  schools. 

We  deplore  the  poor  attendance  at  the  Teaching 
Day  in  1951.  The  excellent  program  presented  by 
the  Council  committee  presented  considerable  time 
and  effort.  We  hope  the  practical  program  outlined 
for  this  meeting  with  the  innovation  of  television 
will  attract  the  support  it  deserves. 

In  closing  this  report,  your  reference  committee 
feels  that  a gesture  of  gratitude  should  be  shown  to 
the  numerous  lecturers  who,  after  all,  constitute  the 
real  part  of  this  education  program. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  104 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I : Emergency  Preparedness 

Dr.  George  A.  Burgin,  Herkimer:  The  second 
part  of  this  report  has  to  do  with  emergency  pre- 
paredness. 

Your  reference  committee  has  reviewed  the  report 


of  the  Council  Committee  on  Emergency  Prepared- 
ness. 

As  you  will  remember,  the  House  at  the  1951 
session  recommended  the  continuation  of  the  Emer- 
gency Medical.  Preparedness  Committee  “under  its 
present  competent  chairman.”  The  Council  thereby 
approved  the  reappointment  of  Dr.  John  J.  Master- 
son  as  chairman  of  this  committee. 

Your  reference  committee  is  impressed  by  the 
amount  of  time  Dr.  Masterson  must  have  had  to 
spend  in  relation  to  this  work  and  is  again  impressed 
by  the  close  cooperation  which  has  been  possible  with 
the  State  Department  of  Health  through  Dr.  Her- 
man E.  Hilleboe.  The  committee  met  monthly  with 
the  exception  of  July,  August,  and  September,  and  a 
meeting  of  county  civil  defense  committees  was  held 
in  Albany  on  November  1. 

The  booklet  entitled  “Guide  for  Self-Help  and 
Neighbor  Help  for  the  Injured”  which  was  prepared 
by  Dr.  Hilleboe’s  department  was  reviewed  by  the 
Council  committee  and  should  be  a great  aid  to  the 
general  public  if  they  can  be  convinced  of  its  im- 
portance. 

The  question  of  stockpiling  medical  supplies  and 
equipment  was  worked  out  with  Dr.  Hilleboe,  and  it 
is  understood  that  local  chief  medical  officers  have 
received  training  kits  so  that  medical  service  volun- 
teers may  be  trained. 

Following  Dr.  Hilleboe’s  visit  to  Korea  the  ques- 
tion of  the  use  of  mobile  emergency  hospital  units 
was  discussed,  and  it  was  agreed  that  the  Medical 
Advisory  Committee  would  accept  the  recommenda- 
tions and  then  permit  the  Office  of  Medical  De- 
fense to  make  arrangements  to  budget  the  funds 
necessary  to  acquire  these  materials. 

The  Committee  also  approved  a recommendation 
of  the  Office  of  Medical  Defense  to  approve  the 
training  of  the  auxiliary  medical  personnel  in  the 
use  of  intravenous  technic  only  during  emergency 
conditions  and  at  the  direction  of  a physician. 

During  the  past  summer  a course  of  training  in 
atomic  warfare  was  given  to  6,200  physicians  in  up- 
state New  York  and  10,155  physicians  in  New  York 
City.  In  addition,  many  thousand  nurses  and  stu- 
dent nurses  received  similar  training. 

During  the  year  the  enrollment  and  assignment  of 
physicians  to  various  duties  in  the  civil  defense  setup 
have  been  carried  out  on  the  local  medical  society 
basis.  This  has  been  a slow  procedure,  but  from  our 
own  experience  we  find  it  is  going  on  satisfactorily. 

Careful  consideration  has  been  given  to  the  ques- 
tion of  blood  collection.  It  has  been  suggested  that 
the  140  existing  upstate  centers,  where  typing  can 
be  done,  be  expanded,  and  there  has  been  consider- 
able training  of  lay  people  in  the  technic  of  blood 
grouping,  cross-matching,  and  Rh  typing.  In  this 
regard  your  reference  committee  realizes  that  many 
of  these  people  have  been  trained  over  a period  of 
four  to  five  weeks  but  feels  that  unless  some  form  of 
refresher  practice  work  is  continued,  these  techni- 
cians will  soon  forget  what  they  have  learned. 

The  problem  of  tetanus  immunization  for  civil  de- 
fense has  been  the  subject  of  considerable  discussion. 
The  Council  committee  adopted  the  approach  that 
the  immunization  be  carried  on  through  expanding 
the  community-wide  programs  through  the  regu- 
lar channels  now  in  operation.  Because  of  the  de- 
sirability of  a larger  immunization  program  it  is 
noted  that  tetanus  toxin  is  now  being  prepared  with 
diphtheria  toxoid  and  that  the  latter  alone  has  been 
discontinued.  It  is  easy  to  realize  that  certainly 
among  the  children  this  program  will  work  out  very 
well. 

Your  reference  committee  can  only  emphasize  the 
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amount  of  work  that  Dr.  Masterson  and  his  com- 
mittee has  accomplished,  and  we  are  now  anxious 
to  have  an  evaluation  of  the  suggestions  in  the  re- 
port, particularly  regarding  the  stockpiling  of  sup- 
plies and  equipment.  We  realize  that  taking  the 
chairmanship  of  this  committee  for  the  second  year 
has  been  a real  sacrifice  on  the  part  of  Dr.  Master- 
son,  whom  we  have  consulted  recently.  He  assures 
us  that  although  it  is  difficult  to  know  exactly  what 
stockpiling  has  been  done,  reasonable  progress  has 
been  made  along  this  line. 

In  view  of  the  fact  that  civilian  defense  problems 
are  still  with  us,  we  recommend  continuation  of  the 
committee. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Thomas  A.  McGoldrick,  Past-President:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Burgin:  I move  the  adoption  of  the  report 
as  a whole. 

Dr.  Charles  S.  Lakeman,  Monroe:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Thank  you  very  much, 
Dr.  Burgin. 

Section  105 

Reminder  of  Treasurer  to  Reference  Committees 

Dr.  Maurice  J.  Dattelbaum,  Treasurer:  Mr. 
Speaker  and  members  of  the  House  of  Delegates,  in 
the  New  York  State  Journal  of  Medicine,  issue 
of  September  1,  1951,  in  the  Minutes  of  the  Annual 
Meeting  of  1951,  I call  your  attention  to  page  28, 
Section  19,  “Estimates  of  Expenditures,”  where  Dr. 
James  Greenough,  of  Otsego,  introduced  a resolu- 
tion. Leaving  out  the  “whereases,”  I will  give  you 
the  “resolved”  portion: 

“Resolved,  that  each  reference  committee  re- 
ceiving a resolution  for  consideration  requiring 
expenditure  of  the  Society’s  funds  shall  obtain 
from  the  financial  officers  of  the  Society  a reason- 
able estimate  of  the  additional  expenditures  such 
resolution  would  require  and  shall  embody  this 
estimate  of  the  additional  expenditures  for  the 
information  of  the  delegates  in  its  report  of  such 
resolution  to  the  House  for  its  action.” 

That  summarizes  the  whole  thing.  You  have  had 
at  this  House  51  or  so  resolutions  introduced.  We 
are  required  to  stay  within  our  limits.  It  was  a 
mandate  of  the  House  that  we  do,  if  you  do  not  want 
your  dues  increased.  Please  give  us  some  estimate 
as  to  what  the  treasurer  can  report  or  what  the 
Council  can  ask  from  the  Trustees  to  subscribe  to 
any  new  procedures.  If  you  cannot  give  it  approxi- 
mately, please  say  how  much  the  limit  should  be, 
whether  it  will  be  $500,  or  $2,000,  or  whatever  you 
believe  necessary.  The  financial  part  of  this  or- 
ganization does  not  want  to  stop  progress,  but  we 
would  like  to  see  a surplus  so  that  we  can  carry  on 
our  work. 

Thank  you ! ( Applause ) 

Vice-Speaker  Williams:  Our  good  watch  dog 
of  the  treasury  wants  to  remind  you  that  each  refer- 
ence committee  is  not  aware  of  the  costs.  As  a 
whole  the  House,  as  a House  of  Delegates,  the  Fi- 
nance Committee,  and  the  Trustees  are  guardians  of 
the  costs  of  all  these  innovations.  The  good  treas- 
urer wants  to  remind  you  that  they  soon  mount  as  a 
whole. 


Section  106  (See  29) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B:  Voluntary  Assessment  for  Physicians’ 
Home 

Dr.  Guy  S.  Philbrick,  Niagara:  We  had  two 
resolutions  presented  to  us,  the  first  not  requiring 
much  discussion.  (See  Section  29) 

Your  reference  committee  heartily  approves  of 
this  resolution  and  the  recommendation  therein. 

I move  the  adoption  of  this  recommendation  of  the 
reference  committee. 

Dr.  William  Benenson,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  107  (See  68, 175) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B : Minimum  Standards  of  Social  Security 
and  Medical  Care  of  the  International  Labour 
Organization 

Dr.  Guy  S.  Philbrick,  Niagara:  The  second  res- 
olution being  so  important,  I wall  read  the  complete 
resolution  as  introduced: 

“Whereas,  the  International  Labour  Organiza- 
tion of  the  United  Nations  has  the  power  to  pass 
resolutions  at  its  conventions  which  if  ratified  by  j 
the  United  States  Senate  can  supersede  the  laws 
of  this  country;  and 

“Whereas,  the  International  Labour  Organ- 
ization is  composed  of  representatives  of  govern- 
ment, labor,  and  industry;  and 

“Whereas,  at  its  convention  last  summer,  a 
resolution  relating  to  minimum  standards  of  1 
social  security  and  medical  care,  which  if  ratified 
by  the  Senate  would  destroy  all  insurance  and 
private  practice  of  medicine  in  this  country,  was  1 
voted  upon  favorably  by  representatives  of  gov-  j 
ernment  and  labor,  and  opposed  by  representatives  i 
of  industry;  and 

“Whereas,  such  resolutions  must  be  presented  i 
at  two  conventions  before  they  can  be  submitted  i 
to  the  United  States  Senate  for  ratification;  and 
“Whereas,  a second  convention  will  be  held  ' 
this  summer,  and  if  this  resolution  is  approved, 
it  can  then  be  submitted  to  the  United  States  U 
Senate,  and  if  ratified  will  become  law;  therefore  || 
be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  its  members  to  make  contact 
with  their  Senators  voicing  disapproval  of  the  j 
minimum  standards  of  social  security  proposed  by  jj 
the  International  Labour  Organization;  and  be  | 
it  further 

“Resolved,  that  the  delegates  from  the  Medical  ji 
Society  of  the  State  of  New  York  be  and  hereby  j 
are  instructed  to  introduce  a similar  resolution  in 
the  House  of  Delegates  of  the  American  Medical 
Association  and  that  the  American  Medical  Asso-  j 
ciation  instruct  its  members  to  contact  and  inform  j 
their  senators  and  the  President  as  to  the  nature  I 
and  origin  of  this  legislation;  and  be  it  further 
“ Resolved , that  the  American  Medical  Asso- 
ciation be  instructed  to  use  its  power  to  defeat  this  i 
resolution.” 

Your  reference  committee  has  studied  the  resolu-  : 
tion  and  feels  that  despite  Dr.  Louis  Bauer’s  warn- 
ing few  of  our  membership  realize  the  importance  n 
contained  therein. 

Your  reference  committee  approves  this  resolution 
with  the  following  changes  to  emphasize  its  im- 
portance— these  are  in  the  “resolved”  portions: 
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“Resolved,  that  the  delegates  of  the  State  of 
New  York  urge  its  members  to  make  contact  with 
their  senators  voicing  disapproval  of  the  “minimum 
standards  of  social  security”  proposed  by  the  Inter- 
national Labour  Organization;  and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  at  its  annual  convention  at  New 
York  on  May  12,  1952,  unanimously  disapproves 
of  the  resolution  contained  herein  and  memoria- 
lizes the  senators  of  this  State  to  actively  work  for 
the  defeat  of  this  resolution;  and  be  it  further 
“Resolved,  that  the  delegates  from  the  State  of 
New  York  be  and  are  hereby  instructed  to  intro- 
duce a similar  resolution  in  the  House  of  Delegates 
of  the  American  Medical  Association  to  work  ac- 
tively by  all  means  available  to  defeat  this  meas- 
ure, to  contact  the  President  and  all  of  the  sen- 
ators to  inform  them  of  the  nature  and  origin  of 
this  legislation.” 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Gerald  D.  Dorman,  New  York:  I second 
that. 

Dr.  Meyeron  Coe,  Queens:  May  I have  an 
interpretation  of  the  minimum  benefits  of  social 
security?  Am  I to  understand  that  if  the  social 
security  benefits  are  increased  that  we  will  approve 
this  Social  Security  Act? 

Dr.  Philbrick:  The  minimum  standards  of  so- 
cial security  were  Greek  to  me  and  the  rest  of  my 
committee.  The  first  we  heard  about  it  was  when 
Dr.  Bauer  spoke  on  it.  I hope  that  Dr.  Bauer  is 
here  and  that  he  might  amplify  a little  more  on  this. 

Vice-Speaker  Williams:  Is  Dr.  Bauer  in  the 
House? 

. . . There  was  no  response  . . . 

Dr.  Gerald  D.  Dorman,  New  York:  This 
matter  came  up  through  New  York  County.  The 
question  of  the  exact  standards  of  both  social  secur- 
ity and  minimal  medical  care  which  the  government 
is  compelled  to  give  is  more  or  less  unimportant. 
This  is  a back  door  method  by  which  the  Interna- 
tional Labour  Organization  is  trying  to  impel  its  will 
on  the  United  States  above  and  beyond  the  Consti- 
tution of  the  United  States,  because  this  convention 
so-called  or  resolution  of  the  International  Labour 
Organization  has  the  status  of  a treaty  of  the 
United  Nations.  In  that  circumstance  it  does  not 
come  before  the  House  of  Representatives  of  the 
United  States.  It  is  not  subject  to  veto  by  the 
President  of  the  United  States. 

Dr.  Louis  Bauer  spoke  long  and  well  on  this  the 
other  day.  Although  New  York  County  had  origi- 
nally introduced  the  resolution,  he  pointed  it  up  very 
well.  It  is  something  that  we  have  to  bring  to  our 
representatives’  attention.  It  is  a back  door  method 
by  which  we  can  have  standards  over  which  we  have 
no  control  forced  down  our  throats. 

Senator  Bricker  of  Ohio  has  at  present  introduced 
a law  into  the  Senate,  which  will  probably  not  come 
to  the  floor,  recommending  that  this  method  be  en- 
tirely abrogated,  and  that  any  rulings  or  conven- 
tions from  the  United  Nations  subcommittees 
go  through  both  the  House  of  Representatives  and 
the  Senate  as  well  as  require  presidential  O.K. 

I strongly  urge  the  support  of  this  resolution. 

Dr.  Harold  B.  Davidson,  New  York:  In  urging 
the  support  of  this  resolution,  we  would  also  like  to 
draw  attention  to  the  fact  that  (although  it  really  is 
only  refreshing  your  memory  on  it)  seven  or  eight 
years  ago  it  was  this  same  International  Labour 
Organization  that  trained  and  furnished  all  of  the 
so-called  workshops  for  our  original  socialized  medi- 
cine propaganda.  We  urge  the  support  of  this  resolu- 
tion. 


Dr.  George  Lawrence,  Queens:  I would  like  to 
ask  that  that  portion  of  the  resolution  mentioning 
the  minimum  standards  of  social  security  be  reread 
as  it  seems  the  way  it  is  mentioned  we  are  merely 
condemning  these  minimum  standards  whereas  we 
condemn  the  whole  idea,  and  we  want  to  make  it 
clear  that  that  is  the  sense  of  this  resolution. 

Vice-Speaker  Williams:  Will  the  chairman 
reread  the  recommendations  of  the  reference  com- 
mittee? 

Dr.  Philbrick:  One  of  the  “whereases”  reads — 
Vice-Speaker  Williams:  I think  the  members 
of  the  House,  Dr.  Philbrick,  are  interested  in  the 
recommendations  of  the  committee.  What  were  the 
recommendations? 

Dr.  Philbrick:  Reading: 

“ Resolved , that  the  delegates  of  the  State  of 
New  York  urge  its  members  to  make  contact  with 
their  senators  voicing  disapproval  of  the  minimun 
standards  of  social  security  proposed  by  the 
International  Labour  Organization.” 
Vice-Speaker  Williams:  It  looks  as  if  we  are 
directing  our  members  to  object  to  the  minimum 
standards  and  not  to  the  principle. 

Dr.  Samuel  Z.  Freedman,  New  York:  If  that 
would  be  read  with  the  quotation  marks  as  it  appears 
in  the  resolution,  “minimum  standards,”  that  is 
the  important  part  of  that.  If  you  leave  your  quo- 
tation marks  out,  then  your  point  is  well  taken. 
Those  quotation  marks  mean  that  this  part  of  the 
“minimum  standards”  and  so  on  is  a policy  that  is 
going  to  be  introduced  by  the  International  Labour 
Organization,  which  covers  many  things.  It  has 
nothing  to  do  with  social  security  or  anything  like 
that.  That  is  really  the  title  of  it,  “Minimum 
Standards  of  Social  Security,”  so  if  you  pass  that 
you  are  not  going  on  record  as  against  social  security 
or  anything  like  that. 

Vice-Speaker  Williams:  Gentlemen,  I think 
the  discussion  has  pretty  well  cleared  up  the  picture. 
We  are  not  complaining  about  social  security  but  it 
is  the  principle  in  this  document  that  we  are  com- 
plaining about.  I don’t  think  the  recommendation 
has  been  worded  properly,  so  I would  like  to  see 
this  re-referred  to  the  reference  committee;  other- 
wise we  could  get  bogged  down  here. 

Dr.  Lawrence:  I so  move. 

Dr.  Frank  J.  Cerniglia,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  108  (See  36) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Poison  Labels  for  Containers  of 

Methyl  Salicylate 

Dr.  Vincent  E.  Fischer,  Section  Delegate:  The 
first  item  on  this  report  is  a resolution  introduced 
by  Dr.  Sydney  McLouth  of  Genesee  County  that 
poison  labels  should  be  placed  on  all  containers  of 
methyl  salicylate.  (See  Section  36) 

The  committee  recommends  the  adoption  of  this 
resolution,  and  I so  move. 

Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  109 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Industrial  Health 

Dr.  Vincent  E.  Fischer,  Section  Delegate:  The 
Council  Subcommittee  on  Industrial  Health  and 
Accident  Prevention  met  January  17,  1952.  The 
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plan  of  action  previously  determined  at  the  time  of 
the  last  report  has  almost  achieved  the  status  of  a 
formal  report  as  of  this  date. 

A comprehensive  questionnaire  study  under  the 
auspices  of  the  New  York  State  Department  of 
Labor,  covering  6,200  establishments  in  New  York 
State,  is  near  tabulation  study  on  IBM  carding 
systems.  When  tabulated,  this  report  will  give  the 
first  complete,  State-wide  reference  data  on  medical, 
nursing,  and  restaurant  services  in  industries  em- 
ploying more  than  100  persons.  The  96  per  cent 
response  to  the  questionnaires  indicates  that  a good 
amount  of  reliable  data  has  been  accumulated. 

It  is  recommended  that  these  important  activities 
in  the  field  of  industrial  health  and  accident  preven- 
tion be  continued. 

I move  the  adoption  of  this  report. 

Dr.  Meyeron  Coe,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  110 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III : General  Practice 

Dr.  Vincent  E.  Fischer,  Section  Delegate:  The 
next  item  is  the  item  of  general  practice. 

The  Subcommittee  on  General  Practice  met  May 
3 and  October  28,  1951,  and  January  23,  1952.  Two 
additional  members  have  been  added  to  this  com- 
mittee, both  of  whom  are  very  intimate  with  the 
problems  confronting  the  general  practitioner.  Re- 
viewing the  reports  of  these  meetings,  one  can  only 
be  impressed  with  the  vast  and  fertile  field  of  en- 
deavor facing  this  committee.  Special  study 
groups  have  been  formed  to  accumulate  data  on 
various  phases  in  this  broad  approach  to  the  prob- 
lem. These  study  groups  at  present  cover  post- 
graduate education,  integration  of  general  practi- 
tioners in  medical  schools  and  in  the  hospitals,  and 
the  present  and  future  status  of  general  practice. 

In  accordance  with  the  magnitude  of  the  work 
confronting  this  committee,  it  can  well  be  expected 
that  positive  accomplishment  may  be  slow  in 
demonstrating  its  effectiveness.  However,  it  is 


recommended  that  past  activity  be  continued  with 
equal  vigor  in  this  field. 

I so  move. 

Dr.  Harry  Golembe,  Sullivan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  111 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Special  Committee  on  Problems  of 

Alcoholism 

Dr.  Vincent  E.  Fischer,  Section  Delegate:  The 
next  item  is  on  the  Special  Committee  on  Problems 
of  Alcoholism. 

Study  of  the  proper  application  of  antabuse  was 
made,  and  a review  of  pending  legislation  and  a sur- 
vey of  clinical  facilities  in  the  treatment  of  alco- 
holism was  accomplished  by  this  committee. 

It  is  recommended  that  the  work  of  this  special 
committee  be  continued,  and  I so  move. 

Dr.  Meyeron  Coe,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Section  112 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  HI:  Rural  Medical  Service 

Dr.  Vincent  E.  Fischer,  Section  Delegate:  The 
next  and  last  item  is  rural  medical  service.  No  re- 
port was  submitted  for  the  year  1951-1952.  How- 
ever, it  is  the  recommendation  of  this  committee 
that  the  committee  be  continued.  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Fischer:  I now  move  the  adoption  of  the  re- 
port as  a whole. 

Dr.  Ezra  A.  Wolff,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  We  are  now  going  to 
adjourn  for  lunch,  and  we  are  going  to  meet  here 
punctually  at  two  o’clock. 

. . . The  meeting  recessed  at  12: 15  p.m.  . . . 


AFTERNOON  SESSION 
Tuesday,  May  13,  1952 


The  session  convened  at  2 : 30  p.m. 

Speaker  Holcomb  : The  House  will  please  come 
to  order. 

The  first  reference  committee  this  afternoon  is 
Council  Part  VI,  Economics,  Public  Medical  Care, 
Medical  Licensure  and  Medical  Service,  Hospital 
and  Professional  Relations.  Is  Dr.  Gerald  D.  Dor- 
man, of  New  York  County,  ready  to  present  that 
report? 

Section  1 IS 

Report  of  the  Reference  Committee  on  Report 
of  Council,  Part  VI : Economics 

Dr.  Gerald  D.  Dorman,  New  York:  Your  refer- 
ence committee  submits  the  following  report  and 
comments  on  the  work  done  during  the  past  year 
by  the  Council  Committees  on  Economics,  Public 
Medical  Care,  Medical  Licensure  and  Medical  Serv- 
ice. (A  report  on  Hospital  and  Professional  Rela- 
tions will  follow.) 

The  report  of  the  Committee  on  Economics  de- 


scribed a letter  and  questionnaire  from  the  Medical 
and  Chirurgical  Faculty  of  the  State  of  Maryland  in 
regard  to  income  tax  deduction  of  moneys  which 
doctors  put  aside  for  retirement  purposes.  The 
questionnaire  was  filled  out  and  returned  in  accord- 
ance with  the  action  taken  by  the  House  of  Delegates 
at  its  last  meeting  in  Buffalo.  (New  York  State 
J.  Med.  Part  II,  Sept.  1,  1951,  pp.  84,  85.) 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Norman  C.  Lyster,  District  Delegate:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  Reporting  on  a resolution  from 
the  Medical  Society  of  the  County  of  Ontario,  the 
committee  states  that  if  the  legislators  pass  a bill 
approving  the  practice  of  chiropractic,  when  our 
Society,  the  Health  Department,  and  other  repu- 
table bodies  of  medical  men  object  strenuously,  the 
onus  will  be  on  their  heads.  Education  of  the  pub- 
lic is  a costly  and  difficult  task,  but  your  committee 
feels  that  it  is  essential. 
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If  there  is  any  change  in  the  law,  it  should  be 
strengthened  further,  not  weakened  by  any  com- 
promise with  cultists.  Furthermore,  pages  8 and  9 
of  the  A.M.A.  “Principles  of  Medical  Ethics”  (Re- 
port of  the  House  of  Delegates,  June,  1951)  makes 
it  impossible  for  us  to  come  to  terms  with  cultists. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman  : The  Oregon  State  Medical  Society 
requested  the  services  of  Mr.  Farrell,  director  of  the 
Bureau  of  Medical  Care  Insurance,  to  carry  on  a 
survey  over  a period  of  two  months.  The  Council 
stated  that  Mr.  Farrell’s  services  were  indispensable 
to  our  own  State  Society  and  he  could  not  be  spared 
for  this  assignment. 

The  committee  reported  on  costs  of  medical  care 
from  the  Department  of  Commerce  estimates  as 
follows:  Americans  spent  8.5  billion  dollars  on  medi- 
cal care  in  1950,  or  4.4  per  cent  of  the  total  consumer 
budget  for  all  goods  and  services.  In  1930  the  per- 
centage was  4.1.  In  1950,  from  the  medical  dollar, 
28.1  cents  were  spent  for  physicians’  services,  23.1 
cents  for  hospitals,  17.2  cents  for  drugs  and  sun- 
dries, 11.7  cents  for  dentists’  services,  and  19.9  cents 
for  “all  other  medical  care.” 

During  the  period  from  1930  to  1950,  the  physi- 
cian’s average  share  of  the  medical  care  dollar  fell 
12  per  cent,  the  hospital  share  rose  66  per  cent,  the 
dentist’s  share  fell  26  per  cent,  and  the  portion  spent 
on  drugs  and  sundries  dropped  12  per  cent.  The 
portion  on  “all  other  medical  care”  rose  5 per  cent. 
Average  weekly  earnings  of  production  workers 
have  risen  165  per  cent  in  1950  over  1935-1939, 
while  doctors’  fees  on  an  average  have  increased  only 
41  per  cent. 

The  new  wonder  drugs  and  the  perfection  of  sur- 
gical and  therapeutic  technics  since  1939  have  les- 
sened the  amount  of  physician’s  care  and  shortened 
the  duration  of  hospital  stay  in  order  to  cure  the 
same  type  of  illness,  so  that  the  patient  gets  more 
for  his  money  than  he  did  in  1935-1939.  Maternal 
deaths  per  1,000  live  births  have  fallen  from  five  in 
1935-1939  to  less  than  one  in  1950.  Life  expectancy 
at  birth  has  increased  from  59.5  years  to  68.6  years. 

The  committee  stressed  how  important  insurance 
plans  have  become  in  the  life  of  patient  and  doctor 
in  meeting  the  costs  of  medical  care.  At  the  present 
rate  of  increase,  it  is  reasonable  to  expect  Blue  Shield 
plans  within  the  next  year  to  be  paying  35  per  cent 
of  all  moneys  received  by  physicians  from  the  fol- 
lowing sources:  Workmen’s  Compensation,  De- 

partment of  Social  Welfare,  and  commercial  insur- 
ance companies.  This  places  a serious  responsibility 
on  the  medical  profession  for  the  success  of  the  Blue 
Shield  plan  in  local  areas. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Gervais  W.  McAuliffe,  New  York:  I 
second  it. 

Speaker  Holcomb:  It  has  been  moved  and 
seconded  that  this  portion  of  the  reference  com- 
mittee’s report  be  adopted.  Is  there  any  discussion? 

Dr.  Abraham  D.  Segal,  Kings:  Would  a sum- 
mary similar  to  that  be  made  available  to  all  of  the 
delegates?  Those  are  all  important  facts,  and  they 
should  be  presented  to  us  as  quickly  as  possible. 

Speaker  Holcomb:  It  will  be  published  of 
course. 

Dr.  Segal:  That  will  be  late. 

Speaker  Holcomb:  That  will  be  published  in 
September  with  the  annual  reports.  Is  there  any 
further  discussion? 


. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  114 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Public  Medical  Care 

Dr.  Gerald  D.  Dorman,  New  York:  Public 

Medical  Care:  The  medical  profession  and  the 

State  Department  of  Social  Welfare  have  worked 
closely  together  through  the  Subcommittee  on 
Public  Medical  Care.  Nine  to  18  per  cent  of  the 
total  cost  of  relief  is  allotted  to  medical  and  hospital 
care,  the  larger  percentage  being  in  the  new  Aid  to 
Disabled  Program  and  the  smaller  in  the  Aid  to 
Dependent  Children.  It  is  important  to  follow  the 
technicalities  so  that  the  local  welfare  district  can  be 
partially  reimbursed  by  the  State  and  the  State  by 
the  Federal  treasury.  During  the  last  year  a ruling 
was  promulgated  through  the  Social  Welfare  Depart- 
ment that  the  local  welfare  districts  may  pay  the 
doctors  directly  (indirect  payment,  in  the  termi- 
nology of  the  Department)  so  the  doctors  can  get 
one  check  directly  from  the  local  welfare  depart- 
ment. This  direct  payment  has  been  greatly  ap- 
preciated by  the  profession. 

Considerable  time  has  been  spent  on  setting  up 
the  new  category  of  welfare  relief,  the  Aid  to  the 
Disabled  Program.  Already  more  than  25,000 
needy  disabled  men  and  women  are  receiving  finan- 
cial assistance  and  medical  care.  The  program 
hopes  to  rehabilitate  a certain  percentage  of  these 
cases,  and  the  Department  of  Social  Welfare  is  co- 
operating with  the  Department  of  Education  which 
has  made  available  a wide  range  of  rehabilitation 
services.  The  cases  must  be  re-examined  at  intervals 
and  re-evaluated. 

The  shortage  of  physicians  and  social  workers  to 
carry  out  these  examinations  makes  it  necessary  for 
some  of  the  smaller  upstate  welfare  districts  to  be 
covered  by  a traveling  social  worker  from  the  Al- 
bany office  and  to  use  some  of  the  district  State 
health  officers.  The  Health  Department  objects 
to  the  use  of  these  men  by  the  Welfare  Department. 
This  problem  is  in  the  process  of  being  solved  and 
probably  will  have  different  solutions  in  different 
localities. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  Another  matter  that  has  received 
due  attention  is  the  classification  of  nursing  homes. 
These  are  valuable  institutions,  rendering  a definite 
service  to  the  communities  and  taking  much  of  the 
acute  pressure  off  the  hospitals  during  the  crowded 
conditions  of  the  past  few  years. 

I might  interpolate  and  say  you  passed  a ruling 
this  morning  that  these  would  be  listed  in  the 
Directory. 

The  Department  of  Welfare  stepped  in,  studied 
these  homes  carefully,  and  classified  them  into  four 
main  categories: 

“Nursing  homes”  must  have  a registered  or  a prac- 
tical nurse  at  the  head  of  the  nursing  service  and 
offer  convalescent  or  terminal  care  to  the  patient. 

“Convalescent  homes”  are  not  required  to  have  a 
nurse  at  the  head  and  often  are  administered  by  some 
kindly  person  who  cares  for  homeless  individuals. 

“Private  homes  for  adults”  provide  some  per- 
sonal care  on  a scale  somewhat  above  that  of  a 
boarding  house. 

“Public  homes  and  infirmaries”  are  wards  at- 
tached to  the  county  farms  or  homes,  and  under 
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certain  qualifications  can  be  reimbursed  by  the 
State. 

Fire  laws  were  put  into  effect  to  protect  the  help- 
less individuals  in  all  these  classes  of  homes. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Peter  M.  Murray,  New  York,  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  115 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Medical  Licensure  and  Medical  Service 

Dr.  Gerald  D.  Dorman,  New  York:  In  March, 
1951,  a letter  was  received  from  Mr.  Walter  V.  Bou- 
quet concerning  the  admission  to  licensure  by  for- 
eign medical  graduates  without  examination.  The 
committee  decided  that  it  would  be  no  protection 
to  the  public  to  license  men  without  examination 
who  have  medical  education  about  which  we  have 
scant  knowledge. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Christopher  Wood,  Westchester:  I second 

it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  Data  was  submitted  in  favor  of 
nme  members  of  the  Medical  Society  of  the  State 
of  New  York  as  candidates  for  the  annual  General 
Practitioner’s  Award  of  the  American  Medical  As- 
sociation. After  thorough  study  of  these  data,  Dr. 
Percy  G.  Waller  of  New  Baltimore,  Greene  County, 
was  proposed  as  the  candidate  from  New  York  State. 

Recently  two  members  of  the  resident  staff  of  the 
New  York  Hospital  who  had  failed  to  register  their 
licenses  to  practice  medicine  were  threatened  with 
fines.  The  committee  approved  a suggestion  to 
the  Commissioner  of  Professional  Education  that 
paragraph  three  of  a form  letter  sent  to  new  licensees 
by  the  secretary  of  the  State  Board  of  Medical  Ex- 
aminers be  modified  to  read  as  follows: 

“An  application  for  biennial  registration  with  this 
Department  is  being  sent  to  you  so  that  you  may 
register  as  required  by  section  6510  of  the  Educa- 
tion Law.  Please  execute  the  registration  applica- 
tion and  return  it,  together  with  a check  or  money 
order  of  $4.00  payable  to  the  State  Education  De- 
partment, at  Albany.  Failure  to  register  your  license 
prior  to  your  entrance  upon  the  practice  of  medicine 
in  New  York  State  in  any  capacity,  including  that 
of  intern,  resident,  or  fellow  in  a hospital,  will  make 
you  liable  to  pay  for  registration  in  addition  to  the  fee 
of  Four  Dollars,  a further  fee  of  One  Dollar  for  each 
thirty  days  or  part  thereto  that  you  are  in  default." 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Harold  B.  Davidson,  New  York:  I second 

it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  The  New  York  State  Department 
of  Social  Welfare  stated  in  a letter: 

In  formulating  rules  and  regulations  for  public 
home  infirmaries  and  for  nursing  homes,  this  De- 
partment adopted  a regulation  which  states:  “A 

physician  shall  be  called  when  residents  are  in  ex- 
tremis and  shall  pronounce  death.”  This  practice 
is  not  always  followed  in  rural  areas.  Physicians 
are  unwilling  to  visit  for  the  purpose  of  pronouncing 
death  unless  the  death  is  accidental  or  unexpected. 
A physician  who  has  attended  a patient  in  mori- 
bund condition  inquires  concerning  the  time  death 
occurred  and  fills  in  the  death  certificate  accordingly. 
Can  this  regulation  be  modified  safely? 

The  committee  felt  that  the  regulation  was  a rea- 
sonable one  and  recommended  that  it  be  continued. 


I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  The  State  Department  of  Educa- 
tion asks  the  approval  of  the  Medical  Society  of  the 
State  of  New  York  of  a proposal  to  change  the 
method  of  publication  of  the  professional  roster  of 
registered  physicians  in  New  York  State.  This 
change  consists  in  a decrease  in  the  number  of  pub- 
lications, which  change  is  associated  with  all  the 
publications  of  the  State  Department  of  Education. 
The  committee  recommended  it  be  approved. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  116  ( See  146) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Hospital  and  Professional  Relations 

Dr.  Gerald  D.  Dorman,  New  York:  The  report 
of  the  Committee  on  Hospital  and  Professional  Re- 
lations was  referred  by  the  1951  House  of  Delegates 
to  the  Council  who  in  turn  referred  it  back  to  the 
committee  for  further  study  and  amendment  to 
conform  with  the  action  of  the  House  of  Delegates 
of  the  American  Medical  Association  in  Los  Angeles, 
in  December,  1951.  At  that  meeting  a statement, 
“Guide  for  Conduct  of  Physicians  in  Relationships 
with  Institutions,”  was  substituted  for  the  “Hess 
Report.” 

This  report  concerns  pathologists,  roentgenolo- 
gists, anesthetists,  physiatrists,  and  electrocardiog- 
raphers,  whose  specialties  are  part  of  the  practice 
of  medicine. 

The  majority  of  these  specialists  appeared  dis- 
couraged and  disillusioned  because  of  contractual 
relations  with  hospitals  and  the  financial  arrange- 
ments involved.  Straight  salary,  salary  plus  com- 
mission, and  sometimes  rental  basis  were  involved. 
Bills  were  usually  sent  on  hospital  stationery  and 
rarely  mentioned  by  name  the  physician’s  profes- 
sional services.  Anesthetists  increasingly  are  send- 
ing bills  on  their  own  stationery.  As  yet,  no  defi- 
nite pattern  of  remuneration  in  departments  of 
physical  medicine  has  been  set. 

Physicians  on  straight  salary  find  that  the  rela- 
tionship of  employer-employe  may  degenerate  into 
master-servant  attitude  with  loss  of  professional 
direction  and  control  of  their  departments.  This  in 
turn  may  reflect  in  inadequate  care  of  patients  which 
should  be  our  primary  concern.  Recruits  for  training 
in  these  specialties  have  dropped  below'  the  number 
needed  in  these  fields.  Pathologists  are  especiallv  in 
short  supply,  and  only  one  is  available  for  every  four 
registered  hospitals. 

With  few  exceptions  pathologists  and  roentgenolo- 
gists are  being  exploited  by  hospitals  to  make  up 
deficits  incurred  in  bed,  board,  and  general  care. 

On  the  basis  of  data  developed  at  hearings  by  the 
committee  throughout  the  State,  most  of  the  doc- 
tors practicing  x-ray,  pathology,  electrocardiog- 
raphy, and  physical  medicine  are  practicing  unethi- 
cally w'hen  judged  by  the  “Guides  for  Conduct.” 
Why  do  these  physicians  sign  contracts  containing 
provisions  with  which  they  find  so  much  fault? 
Unable  to  invest  in  a private  office,  they  must  work 
for  a hospital  if  they  would  eat.  Many  of  the  abuses 
in  these  specialties  are  due  largely  to  the  medical 
profession  itself.  Where  these  matters  do  not  affect 
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the  average  practitioner  intimately,  he  is  insensible 
to  them.  Now  hospitals  are  employing  full-time 
clinical  attendings  and  are  collecting  and  keeping 
the  fees  while  paying  the  clinician  a fixed  salary. 

We  have  recommended  that  each  county  society 
establish  a hospital  and  professional  relations  com- 
mittee, and  that  they  survey  the  situation  in  their 
county  in  regards  to  ethics,  standards,  responsibili- 
ties, and  contractual  relations  of  pathology,  anes- 
thesiology, electrocardiography,  physical  medicine, 
and  x-ray,  as  practiced  in  hospitals.  Ethical  rela- 
tionships should  be  tested  by  the  following  pre- 
cept: “A  physician  should  not  dispose  of  his  pro- 

fessional attainments  or  services  to  any  hospital, 
corporation,  or  lay  body,  by  whatever  name  called, 
or  however  organized,  under  terms  or  conditions 
which  permit  the  sale  of  the  services  of  the  physi- 
cian for  a fee.  Such  a procedure  is  beneath  the 
dignity  of  professional  practice  and  is  harmful  alike 
to  the  profession  of  medicine  and  the  welfare  of  the 
people.”  (That  is  a quotation  from  the  Guides  of 
Professional  Conduct  of  the  A.M.A.) 

These  standards  should  be  applied  impartially  to 
all  members  of  the  profession,  and  any  member 
found  guilty  of  unethical  conduct  should  be  dealt 
with  as  outlined  in  “Guides  for  Conduct.”  How- 
ever, remuneration  by  salary,  percentage,  or  rental 
basis  is  not  of  itself  unethical.  Existing  contracts  of 
one  to  three  years  duration  cannot  and  should  not 
be  abrogated,  but  renewals  should  be  on  an  ethical 
basis.  If  a hospital  does  not  agree  to  such  an  ar- 
rangement, and  the  staff  or  county  society  cannot 
settle  the  matter,  help  of  the  State  committee  should 
be  invoked.  The  State  committee  will  consider 
problems  only  when  referred  through  the  proper 
county  medical  society.  If  further  action  is  needed, 
it  will  be  sent  on  to  the  proper  committee  of  the 
American  Medical  Association. 

We  cannot  prevent  a man  from  selling  his  services 
in  any  way  he  desires,  but  we  do  not  have  to  retain 
him  as  a Society  member  if  he  does  not  live  up  to  the 
requirements  of  membership. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

Speaker  Holcomb:  You  have  heard  the  motion 
calling  for  the  adoption  of  this  portion  of  the  report, 
which  has  been  seconded.  Is  there  any  discussion? 

Dr.  John  J.  Masterson,  Past-President:  Did 

Dr.  Dorman  use  the  word  “physiatrists”  in  the  early 
part  of  the  report? 

Dr.  Dorman:  Yes. 

Dr.  Masterson  : And  then  later  he  used  the  term 
“physical  medicine”? 

Dr.  Dorman:  Yes. 

Dr.  Masterson:  That  is  a term,  a new  term, 
that  is  used  for  physiotherapists? 

Dr.  Arthur  M.  Master,  New  York:  But  they 
did  not  use  the  word  “physiatrists”  out  in  Los 
Angeles. 

Chorus:  No. 

Dr.  Masterson:  So  long  as  it  is  uniform. 

Speaker  Holcomb:  Are  there  any  further  com- 
ments on  this  part  of  the  report? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  We  recommend  that  in  addition  to 
satisfactory  ethical  financial  conditions,  specialists 
have  direction  and  control  of  their  hospital  depart- 
ments and  that  they  enjoy  the  same  staff  privileges 
in  voting,  committee  memberships,  and  policy  de- 
termination, on  an  equal  footing  with  the  heads  of 
clinical  departments. 

I move  the  adoption  of  this  portion  of  the  report. 


Dr.  Thomas  F.  McCarthy,  Bronx:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  We  recommend  that  the  State 
Society  renew  its  efforts,  already  expressed  by  resolu- 
tion ol  the  House  of  Delegates,  to  bar  the  inclusion 
of  x-ray  and  pathology  allowances  in  Blue  Cross 
payments  to  hospitals,  as  this  only  aggravates  the 
problems  of  these  departments.  Coverage  should 
be  under  Blue  Shield  in  these  fields,  and  existing 
contracts  should  be  replaced. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  William  Benenson,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  We  recommend  strongly  that  bills 
for  professional  services  of  pathologists,  roentgenolo- 
gists, and  others  practicing  in  hospitals  be  rendered 
on  the  physician’s  own  stationery,  that  the  patient 
may  become  aware  that  a professional  medical  serv- 
ice has  been  rendered  by  a doctor  and  not  by  a 
technician.  Some  hospitals  have  sent  out  these  bills 
so  long  that  they  feel  they  have  a vested  right  in  the 
collection  and  sharing  of  the  fee.  Referring  doctors 
should  help  by  explaining  to  their  patients  that 
they  are  being  sent  to  another  physician  for  help  in 
diagnosis,  prognosis,  or  therapy  and  that  they  will 
receive  a bill  from  the  doctor. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Gervais  W.  McAuliffe,  New  York:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  Some  hospitals  derive  a fair  per- 
centage of  income  of  pathology  and  x-ray  depart- 
ments from  private  outpatients.  We  recommend 
that  when  equal  quality  of  service  can  be  obtained 
from  men  in  private  practice,  physicians  refer  their 
private  patients  to  them  rather  than  to  hospital 
departments.  In  small  communities  it  may  be 
necessary  to  send  them  to  the  hospital  physician. 
We  recommend  an  educational  program  in  our 
Journal  and  Newsletter  along  these  lines. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  William  B.  Rawls,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  Some  pathologists  and  radiolo- 
gists are  confused  concerning  their  rights  under 
the  Workmen’s  Compensation  Act  and  do  not  real- 
ize that  the  hospitals  can  send  a bill  and  collect  the 
fee  only  when  its  x-ray  laboratory  has  been  approved 
and  licensed  as  an  x-ray  bureau  under  the  act.  This 
approval  must  originate  with  its  county  society. 
Hospitals  are  collecting  fees  for  pathologists’  serv- 
ices also.  Physicians  should  send  their  own  bills 
for  services  rendered.  We  recommend  that  the 
Workmen’s  Compensation  Committee  consider 
these  problems  for  action.  We  further  recommend 
that  our  Journal  carry  a special  article  with  a clear 
exposition  of  the  law  and  its  practical  application. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Leo,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  It  has  been  suggested  that  the 
Medical  Practice  Act  be  revamped  to  declare  the 
practice  of  pathology,  x-ray,  anesthesiology,  and 
electrocardiography  as  the  practice  of  medicine. 
As  the  Council  is  reluctant  to  modify  the 
Medical  Practice  Act  lest  it  open  the  way  for  the 
inclusion  of  some  cults,  we  recommend  that  the 
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Legislation  Committee  make  a special  study  of  this 
matter  and  report. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Ezra  A.  Wolff,  Queens:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  ...  . 

Dr.  Dorman:  X-ray  groups  feel  the  need  of  a 
State-wide  organization  of  roentgenologists  to 
strengthen  their  position  and  ethics.  We  recom- 
mend that  the  House  of  Delegates  authorize  the 
Council  of  the  State  Society  to  render  whatever  aid 
they  may  be  called  upon  to  give  in  effectuating  such 
an  organization. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  In  spite  of  problems  and  mis- 
understandings hospitals  and  doctors  are  interde- 
pendent and  must  collaborate  to  give  the  patient 
the  care  he  expects  in  this  day  and  age.  The  Medi- 
cal Society  of  the  State  of  New  York  and  the  State 
Hospital  Association  should  agree  on  the  principles 
involved  and  their  proper  application.  We  recom- 
mend that  the  appropriate  committee  of  the  State 
Society  meet  with  representatives  of  the  State 
Hospital  Association  to  explore  these  problems  and 
attempt  to  settle  them  on  a fair,  equitable,  and 
ethical  basis.  Our  representatives  should  use  the 
following  principles  as  a basis  of  discussion: 

1.  The  practices  of  pathology,  x-ray,  anesthesi- 
ology, physical  medicine,  and  electrocardiography 
are  the  practice  of  medicine. 

2.  The  physician  should  have  control  of  his 
professional  service. 

3.  Neither  the  hospital  nor  the  doctor  shall  ex- 
ploit the  patient  or  each  other. 

4.  The  authority  for  medical  standards  is  vested 
in  the  medical  profession. 

5.  “A  physician  should  not  dispose  of  his  pro- 
fessional attainments  or  services  to  any  hospital, 
corporation,  or  lay  body,  by  whatever  name  called, 
or  however  organized,  under  terms  or  conditions 
which  permit  the  sale  of  the  services  of  the  physician 
for  a fee.  Such  a procedure  is  beneath  the  dignity 
of  professional  practice  and  is  harmful  alike  to  the 
profession  and  the  welfare  of  the  people.” 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Alfred  M.  IIellman,  New  York:  I second 
it. 

Speaker  Holcomb:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  any  discussion? 

Dr.  George  Lawrence,  Queens:  I would  like  to 
amend  that  last  part  of  the  resolution  to  include 
under  paragraph  1 which  states  that  the  practices  of 
pathology,  x-ray,  anesthesiology,  physical  medicine, 
and  electrocardiograph}'  are  the  practice  of  medi- 
cine, after  the  word  “electrocardiography”  insert  the 
words  “and  the  treatment  of  nervous  and  mental 
diseases”;  in  other  words,  that  the  treatment  of 
nervous  and  mental  diseases  is  also  the  practice  of 
medicine. 

Dr.  Irving  J.  Sands,  Kings:  I second  that. 
Speaker  Holcomb:  The  amendment  is  now 
open  for  discussion,  which  will  add  to  the  first  part 
the  treatment  of  nervous  and  mental  diseases.  Is 
there  any  discussion  on  the  amendment? 

Dr.  Harold  B.  Davidson,  New  York:  Can  we 
have  the  original  wording  of  that  read  to  us? 

Speaker  Holcomb:  The  original  wording  is  re- 
quested, Dr.  Dorman. 

Dr.  Dorman:  “Our  representatives  should  use 
the  following  principles  as  a basis  for  discussion: 


1.  The  practices  of  pathology,  x-ray,  anesthesiology, 
physical  medicine,  and  electrocardiography  are  the 
practice  of  medicine,”  and  as  amended  it  would  read 
“The  practices  of  pathology,  x-ray,  anesthesiology, 
physical  medicine,  electrocardiography,  and  the 
treatment  of  nervous  and  mental  diseases  are  the 
practice  of  medicine.” 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  unanimously  carried;  then 
the  motion  as  amended  was  put  to  a vote  and  was 
unanimously  carried  . . . 

Dr.  Dorman:  Last  year  the  Academy  of  Gen- 
eral Practice  was  pleased  by  the  backing  of  the 
Council  in  approving  their  three-point  program: 
(1)  creation  of  general  practice  departments  in  hos- 
pitals, (2)  opportunity  for  advancement  of  the  gen- 
eral practitioner  on  the  hospital  staff,  and  (3)  recog- 
nition that  the  general  practitioner  can  practice  good 
medicine  or  surgery  without  board  membership. 

This  year  they  request  support  on  two  points: 
(1)  the  principle  of  having  a general  practice  section 
in  every  hospital  and  (2)  residencies  in  general  prac- 
tice should  be  set  up  in  some  hospitals  in  the  State. 
These  we  approve. 

They  make  the  further  interesting  suggestion  that 
every  senior  medical  student  be  apprenticed  for  at 
least  one  month  to  a general  practitioner,  prefer- 
ably in  a rural  area,  to  acquaint  him  with  the  prob- 
lems and  pleasures  in  this  field  of  medical  practice. 
We  believe  such  a policy  deserves  a thorough  trial. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Knight:  I second  it. 

Speaker  Holcomb:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  any  discussion? 

Dr.  Samuel  B.  Burk,  New  York:  May  I discuss 
that  portion  of  the  report  relating  to  apprenticing 
doctors  to  general  practitioners?  I believe  that  has 
come  to  you  from  another  committee,  and  while 
we  are  wholly  in  accord  with  Dr.  Dorman’s  reference 
committee’s  report  that  this  is  a subject  to  be  dis- 
cussed and  reviewed,  action  on  that  particular  part 
should  be  held  in  abeyance  until  Dr.  Lawrence  gets 
an  opportunity  to  go  through  the  resolution  he  has 
on  that  matter. 

Speaker  Holcomb  : Do  you  make  that  as  a mo- 
tion? 

Dr.  Burk:  I so  move.  In  other  words,  you  have 
a reduplication  of  effort,  and  I would  like  to  save 
that  effort  because  that  came  through  as  an  original 
reference  body  of  this  organization. 

Speaker  Holcomb:  Is  Dr.  Burk’s  motion  sec- 
onded? 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I sec- 
ond it. 

Speaker  Holcomb:  His  motion  would  defer 
any  approval  of  this  last  suggestion  regarding  the 
sending  of  senior  medical  students  as  apprentices 
to  general  practitioners  until  further  study.  Is 
there  any  further  discussion  of  it? 

. . . The  question  was  called,  and  the  motion  to 
defer  was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Dorman:  The  various  hearings  of  this  com- 
mittee throughout  the  State  have  brought  a re- 
awakening of  interest  in  the  State  Society  by  mem- 
bers of  the  specialties  of  pathology,  radiology,  and 
anesthesiology.  Our  survey  shows  that  on  April  1, 
1952,  15  county  societies  had  already  established 
committees  on  hospital  and  professional  relations. 
As  yet  their  activities  have  been  limited,  but  im- 
provements in  this  field  will  depend  largely  and  al- 
most exclusively  on  the  progressive,  intelligent, 
and  enlightened  actions  of  these  local  committees. 
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I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Knight:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman  : I move  the  adoption  of  the  report 
as  a whole  as  amended. 

Dr.  Joseph  A.  Geis,  Councillor:  I don’t  see  how 
you  can  move  to  adopt  the  report  as  a whole  until 
after  the  part  which  has  been  deferred  is  also  acted 
upon. 

Speaker  Holcomb:  The  motion  was  to  adopt 
the  report  as  a whole  as  amended. 

Dr.  Geis:  Yes,  but  there  was  one  part  we 
omitted  to  take  action  on;  that  we  deferred  until 
another  reference  committee  reported. 

Speaker  Holcomb:  Could  that  not  be  con- 

sidered as  an  amendment? 

Dr.  Burk:  I am  willing  to  accept  the  suggestion 
made  by  the  Speaker  and  offer  the  comment  that 
I made  as  an  amendment  so  that  your  motion  will 
now  be  as  you  have  just  stated  it,  to  adopt  the  re- 
port as  amended,  and  consider  what  I offered  as  an 
amendment.  Really  it  refers  to  a deferment,  which 
practically  contains  most  of  the  subject  matter  that 
was  presented  by  this  reference  committee.  I know 
because  I happen  to  be  a member  of  that,  other  refer- 
ence committee.  I only  requested  it  in  deference 
to  that  situation,  but  it  is  only  a question  of  time 
anyhow. 

Dr.  Dorman:  I withdraw  the  motion  for  the 
approval  of  the  report  as  a whole  as  amended  at 
this  time,  and  instead  I move  the  adoption  of  the 
approval  of  the  report  as  a whole  as  amended  and 
with  the  exception  of  the  part  which  has  been  de- 
ferred. 

Dr.  W.  Guernsey  Frey,  New  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  117  { See  69) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Group  Disability  Insurance  for  Mem- 
bers of  the  Medical  Society  of  the  State  of  New  York 

Dr.  Gerald  D.  Dorman,  New  York:  On  the  res- 
olution introduced  by  Dr.  James  M.  Blake,  “Group 
Disability  Insurance  for  Members  of  the  Medical  So- 
ciety of  the  State  of  New  York,”  your  reference  com- 
mittee recommends  approval  of  the  resolution  as 
introduced.  {See  Section  69) 

I was  asked  from  the  floor  if  this  was  for  any  par- 
ticular insurance,  or  any  particular  type  of  insur- 
ance, or  any  particular  person  that  was  recommend- 
ing it.  This  is  to  be  investigated  by  the  committee 
on  insurance  and  does  not  give  this  insurance  to 
any  one  company  or  organization. 

I move  the  approval  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  118  { See  80) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Participation  of  Specialists  in  Emer- 
gency Plans 

Dr.  Gerald  D.  Dorman,  New  York:  On  the  res- 
olution introduced  by  Dr.  Scott  Lord  Smith,  “Par- 
ticipation of  Specialists  in  Emergency  Plans,”  your 
reference  committee  recommends  approval  of  the 
resolution  as  introduced.  (See  Section  80) 

In  some  of  the  upstate  counties  you  need  the  spe- 
cialists on  these  emergency  panels. 


I move  approval  of  this  portion  of  the  report. 

Dr.  Kenneth  F.  Bott,  Greene:  I second  the 

motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  119  ( See  57) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Retirement  Funds  for  Self-Employed 
Individuals 

Dr.  Gerald  D.  Dorman,  New  York:  On  the  res- 
olution introduced  by  Dr.  William  B.  Rawls,  “Re- 
tirement Funds  for  Self-Employed  Individuals,” 
your  reference  committee  recommends  approval  of 
the  resolution  as  introduced.  {See  Section  57) 

This  has  been  introduced  and  is  being  discussed 
at  hearings  at  Washington  at  present.  This  is  to  back 
up  this  type  of  income  tax  exemption  or  deferment. 

There  are  about  20  other  professions,  such  as  the 
law,  dentistry,  and  so  on,  that  are  backing  this  bill, 
and  we  are  requesting  that  you  give  it  medical  back- 
ing. 

I move  approval  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

Speaker  Holcomb:  It  has  been  moved  and 
seconded  to  adopt  this  portion  of  the  report  which 
carries  with  it  approval  of  the  resolution.  Is  there 
any  discussion? 

Dr.  Herbert  S.  Ogden,  New  York:  I would  like 
it  made  clear  whether  or  not  the  passage  of  this 
portion  of  the  report  mandates  the  delegates  from 
the  State  of  New  York  to  work  for  the  introduction 
of  such  legislation  and  the  support  of  such  legisla- 
tion. The  question  is  whether  or  not  this  so  man- 
dates our  representatives. 

Speaker  Holcomb:  That  is  so  in  the  last  por- 
tion of  this  report,  “the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  are  hereby  in- 
structed to  introduce  this  resolution.”  I don’t  see 
that  it  states  anything  about  their  working  for  its 
passage;  it  asks  them  to  introduce  this  resolution 
at  the  annual  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association. 

Dr.  Ogden:  I would  like  to  amend  that  to  read 
instead  of  “instruct”  to  insert  the  word  “mandate 
our  delegates”  rather  than  “instruct  our  delegates.” 

Speaker  Holcomb:  Is  there  a second  to  that 
amendment  that  will  insert  the  word  “mandate” 
instead  of  “instruct”? 

Dr.  George  Schwartz,  Bronx:  I second  that 
amendment. 

Speaker  Holcomb:  The  amendment  is  now 
open  for  discussion.  This  is  only  on  the  question 
of  inserting  the  word  “mandate”  instead  of  the 
word  “instruct.”  That  is  the  only  thing  that  is 
open  for  discussion  right  now. 

Dr.  Joseph  A.  Geis,  Councillor:  I did  not  come 
up  here  to  speak  on  the  amendment,  but  now  that 
I am  here  I will  speak  on  it. 

As  the  retiring  chairman  of  your  Legislation 
Committee,  gentlemen,  you  seem  to  have  no  con- 
fidence in  the  members  of  your  committees.  You 
mandate  them  to  do  something,  and  then  when  they 
appear  in  the  Legislature,  their  hands  are  tied  be- 
cause they  have  to  do  so-and-so  or  nothing.  For 
the  love  of  mike,  give  the  men  you  appoint  a chance 
to  use  a little  judgment  once  in  a while.  I will  speak 
on  the  other  later. 

Speaker  Holcomb:  Is  there  any  further  com- 
ment on  the  recommendation — I mean  on  the 
amendment  changing  the  word  “instruct”  to  “man- 
date”? 
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Dr.  John  J.  Masterson,  PastrPresident:  The 

Reed-Iveogh  Bill  has  already  been  introduced,  and 
hearings  are  taking  place  on  it  in  Washington  at  the 
present  time.  The  American  Medical  Association, 
of  which  we  are  a part,  has  taken  a very  active  part 
in  supporting  that  legislation. 

Speaker  Holcomb:  Is  there  any  further  com- 
ment? 

Dr.  Homer  J.  Knickerbocker,  Ontario:  After 
all,  what’s  the  difference  in  the  meaning  of  “man- 
date” and  “instruct”?  It  is  presumed  if  you  in- 
struct them  to  introduce  something,  they  will  be 
under  obligation  to  work  for  it. 

. . . There  being  no  further  discussion,  the  amend- 
ment was  put  to  a vote  and  was  lost . . . 

Speaker  Holcomb:  Dr.  Geis  wishes  to  discuss 
the  original  resolution,  and  he  is  recognized  to  do 
that. 

Dr.  Geis:  Your  Legislation  Committee  during 
the  past  year  has  attended  at  least  two  meetings 
with  the  delegates  from  the  American  Medical  Asso- 
ciation and  members  from  other  state  societies,  also 
the  American  Bar  Association,  the  Bar  Association 
of  the  City  of  New  York,  the  New  York  Bar  Asso- 
ciation, the  New  York  Architects  Association,  and 
I don’t  know  how  many  other  groups  of  self-em- 
ployed individuals,  in  which  we  have  backed  this 
thoroughly.  The  bill  has  been  introduced  in  Wash- 
ington. There  are  public  hearings  being  held  on  it 
today.  We  have  done  all  that  resolution  calls  for, 
and  I can  see  no  necessity  for  it  at  the  present  time. 

Dr.  William  B.  Rawls,  New  York:  I com- 
pletely and  totally  disagree  with  Dr.  Geis.  I cannot 
understand  his  reasoning.  I introduced  this  resolu- 
tion in  the  Medical  Society  of  the  County  of  New 
York.  If  this  had  been  passed  already  through  the 
House  and  had  become  a law,  I could  understand 
Dr.  Geis’s  reasoning.  It  has  not  become  a law.  It 
is  only  in  the  hearing  stage,  and  any  support  that  we 
can  give  to  this  bill  at  this  time  or  any  influence  that 
we  can  bring  to  bear  is  the  proper  thing  to  do  and 
should  be  done  if  we  expect  to  be  able  to  get  this  bill 
out  of  committee.  I introduced  it  at  the  county 
society  and  am  highly  in  favor  of  it,  and  I hope  we 
will  all  recognize  what  this  means  to  us. 

Speaker  Holcomb:  Are  you  ready  for  the  ques- 
tion? 

Dr.  Ezra  A.  Wolff,  Queens:  I should  like  to 
propose  an  amendment  that  it  be  further  resolved 
that  a telegram  incorporating  this  resolution  be  sent 
now  to  the  committee  in  Congress  which  is  holding 
hearings  on  this  bill. 

Dr.  Geis:  I second  that  amendment. 

Speaker  Holcomb:  Do  you  include  in  that 
amendment  that  that  telegram  is  to  be  sent  today? 

Dr.  Wolff:  Yes. 

Speaker  Holcomb:  I recognize  Dr.  Smith,  our 
executive  officer. 

Dr.  Harold  B.  Smith,  Executive  Officer:  I don’t 
have  any  status  to  speak  here,  but  the  fact  is  I sent 
a telegram  this  morning  in  support  of  this  particular 
matter.  The  delegates  had  gone  in  favor  of  it  be- 
fore at  previous  meetings.  We  have  been  actively 
working  for  it  for  a year  now.  I agree  with  Dr.  Geis, 
we  are  doing  everything  now  the  resolution  instructs 
us  to  do.  I would  feel  rather  silly  to  send  a second 
telegram  today  on  the  same  subject  matter.  (Ap- 
plause) 

Speaker  Holcomb:  The  amendment  that  is  to 
be  voted  on — 

Dr.  Wolff:  I was  going  to  suggest  that  I be 
permitted  to  withdraw  the  amendment  in  view  of 
what  Dr.  Smith  has  said. 

Speaker  Holcomb:  If  there  is  no  objection,  the 


amendment  is  withdrawn.  Hearing  none,  the 
amendment  is  withdrawn,  and  we  are  voting  on  the 
approval  of  the  report  as  submitted  by  the  refer- 
ence committee,  which  carries  with  it  approval  of 
the  resolution.  Is  there  any  further  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  120  (See  76) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Specialty  Boards 

Dr.  Gerald  D.  Dorman,  New  York:  On  the 
resolution  introduced  by  Dr.  Carlton  E.  Wertz,  “Spe- 
cialty Boards,”  your  reference  committee  recom- 
mends approval  of  the  resolution  as  introduced. 
(See  Section  76)  The  committee  feels  that  it  is  a 
dangerous  precedent  to  take  in  nonmedical  men  on 
medical  specialty  boards  who  are  not  controlled  by 
the  rules  of  ethics  of  the  American  Medical  Asso- 
ciation, but  who  have  very  different  rules  of  ethics 
in  their  own  component  societies. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Kenneth  M.  Lewis,  Jr.,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  121  (See  66) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Establishment  of  General  Prac- 
tice Residencies  in  Hospitals 

Dr.  Gerald  D.  Dorman,  New  York:  On  the  res- 
olution introduced  by  Dr.  Ferdinand  Herrman, 
“Establishing  of  General  Practice  Residencies  in 
Hospitals,”  your  reference  committee  recommends 
approval  of  the  resolution  as  presented,  with  the  de- 
letion of  one  phrase  in  the  last  resolved,  “especially 
those  of  less  than  150-bed  capacity.”  The  reason 
for  that  deletion  is  that  where  you  get  hospitals  of 
less  than  150-bed  capacity  you  do  not  necessarily 
have  an  authorized  residency. 

The  “whereases”  set  forth  the  importance  of  gen- 
eral practice,  how  important  it  is  to  have  men  trained 
in  general  practice  who  will  be  able  to  come  along 
and  enter  the  field  of  general  practice,  including  a 
background  of  a residency  in  general  practice: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  approve  the  establishing  of  general 
practice  residencies  in  hospitals;  and  be  it  further 
“Resolved,  that  this  Society  strongly  urge  every 
voluntary  hospital  in  the  State  to  consider  the  es- 
tablishing of  such  residencies.” 

The  omitted  portion  would  have  read: 

“Resolved,  that  this  Society  strongly  urge  every 
voluntary  hospital  in  the  State  under  150-bed 
capacity  to  consider  the  establishing  of  such 
residencies.” 

I move  approval  of  this  portion  of  the  report. 

Dr.  George  C.  Knight,  Rockland:  I second  it. 
Speaker  Holcomb:  Is  there  any  discussion? 

Dr.  Joseph  Geis,  Councillor:  I would  like  to 

amend  that  so  it  would  include  a part  of  the  other 
that  we  passed  over  before. 

Speaker  Holcomb  : Dr.  Geis,  would  you  come  up 
before  a microphone  and  restate  that.  We  cannot 
hear  you  up  here,  and  I don’t  think  many  of  the 
delegates  can  either. 

Dr.  Geis:  I would  like  to  amend  that  motion  so 
that  the  approval  of  this  resolution  also  includes  the 
part  of  the  regular  report  which  we  passed  over  be- 
fore. 
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Speaker  Holcomb:  In  other  words,  you  wish 
to  include  those  of  150-bed  capacity? 

Dr.  Geis:  I want  to  include  in  that  the  part  of 
his  general  report  that  we  skipped  previously. 

Speaker  Holcomb  : We  are  waiting  for  Dr. 
Lawrence’s  reference  committee  report  on  that. 

Dr.  Geis:  I take  it  back. 

Dr.  George  Lawrence,  Queens : A correction: 
My  report  has  to  do  with  preceptorship  training  in 
general  practice  for  medical  students.  It  has  noth- 
ing to  do  with  residencies  or  internships. 

Speaker  Holcomb:  The  question  before  the 
House  is  to  approve  this  portion  of  the  report.  Is 
there  any  further  discussion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  122  (See  38) 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  VI : Establishing  of  General  Practice 
Departments  in  Voluntary  Hospitals 

Dr.  Gerald  D.  Dorman,  New  York:  On  the  res- 
olution introduced  by  Dr.  John  Flynn,  “Establish- 
ing of  General  Practice  Departments  in  Voluntary 
Hospitals,”  your  reference  committee  recommends 
approval  of  the  resolution  with  certain  deletions  as 
made  by  the  reference  committee.  The  amended 
resolution  is  as  follows: 

“Whereas,  general  practitioners  administer 
85  per  cent  of  the  medical  care  to  the  people  of  the 
United  States;  and 

“Whereas,  it  is  for  the  good  and  welfare  of  the 
American  public  that  these  general  practitioners  be 
well  trained  in  modern  medical  methods;  and 
“Whereas,  modern  medical  training  requires 
the  integration  of  the  general  practitioner  in  hospi- 
tals and  teaching  institutions;  and 

“Whereas,  the  1952  report  of  the  Greater  New 
York  Hospital  Council  demonstrates  an  astound- 
ing number,  of  general  practitioners  without  ap- 
pointments on  a voluntary  or  municipal  hospital 
staff ; and 

“Whereas,  the  31st  -Annual  Presentation  of 
Hospital  Data  by  the  Council  on  Medical  Edu- 
cation in  Hospitals  (1952)  has  revealed  that  out 
of  4,890  approved  general  hospitals,  over  34  per 
cent  of  these  hospitals  have  established  some 
form  of  general  practice  department  and  that  fur- 
thermore the  integration  of  the  general  practi- 
tioner into  the  hospitals  has  met  with  approval 
both  from  the  governing  and  medical  boards;  and 
“Whereas,  the  American  College  of  Surgeons 
has  approved  and  urged  the  immediate  integra- 
tion of  the  physician  in  general  practice  into  hos- 
pitals with  privileges  in  accordance  with  their 
capabilities  and,  where  feasible,  a general  practice 
department  be  established;  and 

“Whereas,  the  annual  report  of  the  Council 
Committee  on  Hospitals  and  Professional  Rela- 
tions to  this  House  of  Delegates  contains  the 
words,  ‘We  heartily  agree  with  this  idea  ....  of 
having  a general  practice  section  in  every  hospi- 
tal’ ; now,  therefore,  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  heartily  approve  of  the  establish- 
ment of  general  practice  departments  in  every 
staff  hospital  in  the  State  of  New  York;  and  be  it 
further 

“Resolved,  that  every  hospital  in  this  State  be 
notified  of  this  resolution  and  strongly  urged  to 
take  prompt  action  toward  establishing  such  a 
department  at  the  earliest  possible  date;  and 
furthermore  be  it. 


“Resolved,  that  a report  by  the  Committee  on 
Hospitals  and  Professional  Relations  be  presented 
at  the  148th  Annual  Meeting.” 

— that  was  made  at  the  148th  instead  of  the  147th 
Annual  Meeting  of  the  House  of  Delegates  because 
if  this  is  sent  out  to  the  various  hospitals  by  next 
fall  it  won’t  be  very  much  implemented  by  the  first 
of  the  year  when  you  will  have  to  take  your  census. 
I discussed  this  with  Dr.  Sam  Garlan,  who  is  presi- 
dent of  the  Academy  of  General  Practice  of  New 
York  State,  and  he  agreed  on  that  amendment — 
“of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  with  the  data  obtained 
from  a hospital  census  of  the  State  of  New  York 
concerning  the  integration  of  the  general  practi- 
tioner into  the  hospitals  with  the  special  analysis 
of  the  general  practice  departments  in  hospitals.” 

I move  approval  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  123  ( See  J)9) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI : Care  of  the  Aging  Population 

Dr.  Gerald  D.  Dorman,  New  York:  On  the 

resolution  introduced  by  Dr.  Leonard  Horn,  “Care 
of  the  Aging  Population”  your  reference  committee 
recommends  approval  of  the  resolution  as  amended 
by  the  reference  committee.  The  resolution  as 
amended  is  as  follows: 

“Whereas,  the  care  of  our  aging  population  is 
rapidly  becoming  a serious  sociologic  problem ; and 

“Whereas,  modern  medicine  with  its  scien- 
tific advances  has  increased  the  number  in  this 
group  over  sixty-five  years  of  age  and  the  cost  of 
their  illness;  and 

“Whereas,  Oscar  Ewing,  apparently  aware  of 
this  problem,  has  approached  it  with  a plan  sup- 
ported by  President  Truman.  Recently  legisla- 
tion to  implement  this  plan  has  been  introduced 
in  the  House  and  Senate;  the  Senate  bill  is  spon- 
sored by  Senators  Murray  and  Humphrey;  the 
House  bill,  by  Representatives  Dinged  and  Celler; 
and 

“Whereas,  it  is  intended  that  all  people  sixty- 
five  years  and  over  be  entitled  to  free  hospital  care 
without  depriving  them  of  their  right  to  a phy- 
sician of  their  own  choice  for  any  illness  or  group  of 
illnesses  extending  for  more  than  thirty  days  in 
any  one  calendar  year.  The  expense  for  the  first 
thirty  days  is  to  be  borne  either  by  the  patient 
(Blue  Cross  Plan,  other  insurance,  or  by  himself 
completely),  his  family,  or  in  the  case  of  welfare 
clients  by  the  municipality;  and 

“Whereas,  it  is  further  intended  that  these  indi- 
viduals be  entitled  to  semiprivate  or  ward  ac- 
commodations. If  these  are  not  available,  they 
may  be  temporarily  placed  in  private  accommoda- 
tions until  semiprivate  or  ward  beds  are  avail- 
able; and 

“Whereas,  the  medical  profession  should  be 
leaders  in  advocating  such  legislation  so  that  they 
may  help  formulate  a workable  plan  and  avoid 
pitfalls  so  apparent  in  compulsory  health  insur- 
ance as  advocated  by  Oscar  Ewing  in  this  country 
and  Aneurin  Bevan  in  England ; and 

“Whereas,  municipal  implementation  is  likely 
to  be  overly  political  and  Federal  management  too 
remote  and  not  in  touch  with  local  situations; 
therefore  be  it  hereby 

“ Resolved , that  a study  be  made  by  the  Public 
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Medical  Care  Committee  of  the  Medical  Society 
of  the  State  of  New  York  of  a plan  to  be  pre- 
sented to  the  New  York  State  Legislature  whereby 
the  problems  presented  above  can  be  alleviated  by 
State  aid.” 

That  would  eliminate  the  control  on  a Federal 
basis. 

I move  approval  of  this  portion  of  the  report.  It 
is  merely  a study. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 
Speaker  Holcomb:  This  is  merely  requesting  a 
study  of  the  aging  population. 

Dr.  Dorman:  Right. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  I now  move  adoption  of  the  re- 
port of  the  reference  committee  as  a whole  as 
amended  and  with  the  exception  of  that  portion 
which  has  been  laid  over. 

Dr.  Knight:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  I want  to  thank  the  members  of 
this  reference  committee,  Dr.  James  M.  Blake,  Dr. 
Kenneth  F.  Bott,  Dr.  George  G.  Knight,  and  Dr. 
Norman  C.  Lyster  who  have  worked  hard  on  this. 
I want  to  thank  the  members  of  the  Council  com- 
mittees who  have  worked  throughout  the  year  on 
this  matter,  and  I want  to  thank  those  members  of 
the  Council  who  came  and  attended  our  meetings 
and  guided  us  with  their  wisdom  and  their  advice. 
Thank  you.  (Applause) 

Section  124 

Announcements 

President  Kenney:  Mr.  Speaker,  in  an  effort 
to  collaborate  with  the  Speaker  and  to  conserve  the 
time  of  this  House,  there  has  been  prepared  after  a 
great  deal  of  study  and  time  and  expense  a series  of 
stereopticon  slides  which  will  be  presented  before  the 
reference  committee  which  will  convene  in  the  ad- 
joining room.  This  showing  of  the  slides  will  take 
place  during  the  recess  of  the  House  about  4 : 30. 
The  original  idea  was  to  project  these  slides  here  in 
this  room,  but  the  Speaker  has  asked  me  if  it  could 
not  be  done  before  the  reference  committee.  I feel 
that  the  information  that  they  have  to  present  to 
you  is  of  extreme  importance,  will  be  very  helpful  in 
formulating  your  opinion,  and  I hope  that  as  many 
of  you  who  are  sufficiently  interested  in  it  will  appear 
before  the  reference  committee  or  otherwise  hold 
your  peace.  We  don’t  want  to  have  to  repeat  them 
in  the  House  if  it  can  be  prevented.  I ask  your  co- 
operation in  that  regard  because  this  resolution  to 
establish  this  Blood  Banks  Commission  we  feel — 
and  I personally  feel — is  very  significant  and  im- 
portant. 

Speaker  Holcomb:  I have  something  which  I 
would  say  is  purely  nonmedical,  and  I am  at  a loss 
as  to  just  how  to  make  this  announcement.  I don’t 
know  how  many  athletes  we  have  in  this  organiza- 
tion. As  I look  them  over,  I am  not  quite  sure. 

. . . Dr.  Holcomb  then  read  for  the  information  of 
the  delegates  a letter  from  the  chairman  of  the  United 
States  Olympic  Committee  requesting  contributions 
toward  the  expense  of  sending  400  United  States 
athletes  to  the  Olympic  games  at  Finland . . . 

At  this  time  I am  going  to  ask  Dr.  Rawls  to  report 
as  chairman  of  the  reference  committee  on  Report 
of  the  Council,  Part  VII,  Medical  Care  Insurance. 
Dr.  Rawls,  as  you  probably  realize,  is  pretty  busy 
with  certain  social  obligations. 

I also  wish  to  announce  at  this  time  that  you  mem- 


bers who  have  not  purchased  your  tickets,  kindly  do 
so. 

I think  Dr.  Rawls’  committee  has  done  a mag- 
nificent job,  and  we  are  particularly  anxious  to  have 
this  event  a success. 

Dr.  William  B.  Rawls,  New  York:  May  I add 
we  have  now  sold  330  tickets.  If  you  don’t  get  your 
tickets  soon,  you  won’t  be  able  to  procure  any  after 
tonight.  I believe  it  will  be  filled  up. 

President  Kenney:  I want  to  make  one  more 
announcement  regarding  the  same  matter  which  does 
not  appear  on  the  program.  Mr.  Alexander  F.  Jones, 
who  is  president  of  the  American  Society  of  News- 
paper Editors  and  the  executive  editor  of  the  Syra- 
cuse Herald  Journal,  will  be  the  guest  speaker.  He 
has  done  some  outstanding  work  in  the  field  of  jour- 
nalism, recently  has  been  honored  by  the  University 
of  Missouri  School  of  Journalism,  and  he  has  a very 
fine  message  for  us.  He  will  be  the  guest  speaker 
and  will  be  part  of  the  traditional  ceremonies  of  the 
annual  meeting.  That  is  for  your  information  also. 

Section  125  (See  11) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII : Medical  Care  Insurance 

Dr.  William  B.  Rawls,  New  York:  Mr.  Speaker 
and  members  of  the  House,  at  the  risk  of  giving 
a somewhat  long  report  and  being  repetitious  I be- 
lieve it  will  be  important  for  me  to  state  the  present 
setup  as  far  as  the  medical  care  plan  standards  for 
approval  by  the  Medical  Society  of  the  State  of 
New  York  of  New  York  State  medical  care  plans, 
and  then  read  to  you  the  recommended  changes  be- 
cause I don’t  know  of  any  one  thing  that  is  more 
important  than  the  standards  in  reference  to  insur- 
ance plans. 

Your  reference  committee  has  reviewed  in  detail 
the  Council  committee’s  report,  and  although  agree- 
ing with  the  principles  set  forth  by  the  Council 
committee,  they  wish  to  offer  some  suggestions 
which  they  feel  will  clarify  and  emphasize  some  of 
the  most  important  factors. 

Your  reference  committee,  therefore,  wishes  to 
make  the  following  suggestions  for  approval  by 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans: 

“Local  Approval:” 

Present  wording: 

“1.  Approval  of  the  county  medical  society  in 
whose  area  a plan  operates.” 

Reference  committee’s  suggested  wording: 

“1.  Approval  of  the  county  society  or  societies 
in  whose  area  a plan  operates.” 

This  is  simply  because  some  plans  operate  in  more 
than  one  county  society. 

I move  approval  of  this,  Mr.  Speaker. 

Dr.  Herbert  E.  Wells,  Erie:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Still  under  ‘‘Local  Approval”: 

Present  wording: 

“2.  In  the  event  a local  county  medical  society 
does  not  approve  a plan,  a special  committee  of 
three  shall  be  appointed : one  by  the  plan,  one  by 
the  county  medical  society,  and  one  by  the 
Medical  Society  of  the  State  of  New  York,  to  con- 
sider the  reasons  for  not  granting  local  approval. 
After  consideration  of  the  reasons,  a majority  vote 
of  the  special  committee  shall  determine,  subject 
to  confirmation  by  the  Council,  if  approval  will  be 
granted  by  the  Medical  Society  of  the  State  of 
New  York.” 
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Reference  committee’s  suggested  wording: 

“2.  In  the  event  a local  county  medical  society 
or  societies  do  not  approve  a plan,  a special  com- 
mittee of  one  member  from  each  county  society 
involved  and  one  member  by  the  Medical  Society 
of  the  State  of  New  York  shall  be  appointed  to 
consider  the  reasons  for  not  granting  local  ap- 
proval.” 

The  balance  remains  the  same: 

“After  consideration  of  the  reasons,  a majority 
vote  of  the  special  committee  shall  determine, 
subject  to  confirmation  by  the  Council,  if  approval 
will  be  granted  by  the  Medical  Society  of  the 
State  of  New  York.” 

I move  approval  of  this  part  of  the  report. 

Dr.  Wells:  I second  it. 

Speaker  Holcomb:  Any  discussion? 

Dr.  Benjamin  M.  Bernstein,  Kings:  I should 
like  to  ask  one  simple  question.  When  this  com- 
mittee has  met  and  decided  that  this  plan  should 
not  be  approved,  what  then  shall  we  do  about  it? 
Then  comes  the  question — and  I was  going  to  wait 
until  we  were  all  through  and  then  raise  it — frankly, 
ladies  and  gentlemen,  when  we  have  accepted  all  of 
these  principles  which  you  have  listened  to,  or  will 
listen  to,  for  the  next  ten  or  fifteen  minutes  with  all 
concern,  what  are  we  going  to  do  about  it?  Shall  we 
be  able  to  stop  HIP  or  any  other  group  from  practic- 
ing medicine  under  any  kind  of  a plan  simply  be- 
cause we  say  no,  we  don’t  like  your  plan?  We  have 
said  that  now.  We  have  not  approved  HIP,  but 
HIP  goes  on  just  the  same. 

Here  we  are  accepting  principles  all  over  again, 
and  I should  like  to  ask  the  chairman  of  the  refer- 
ence committee  if  he  has  any  ideas  of  implementa- 
tion as  to  how  we  can  stop  plans  which  we  do  not 
approve  of  from  competing  with  us  in  the  practice 
of  medicine. 

Speaker  Holcomb:  Dr.  Rawls,  can  you  answer 
Dr.  Bernstein? 

Dr.  Rawls:  I think,  perhaps,  if  Dr.  Bernstein 
would  let  his  suggestions  go  to  the  end  of  this  report 
that  he  might  receive  his  answer  to  a great  degree  in 
the  remainder  of  the  committee’s  report.  I again 
move  the  approval  of  this  portion  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Your  committee  wishes  to  add  Para- 
graph 3 to  “Local  Approval”: 

“3.  That  where  a plan  has  applied  to  the 
State  Society  for  approval  and  approval  has  been 
withheld,  the  State  Society  must  state  that  the 
following  plan  has  not  been  approved  because  it 
does  not  conform  to  the  following  standards 
adopted  by  the  Medical  Society  of  the  State  of 
New  York.” 

In  other  words,  if  a plan  does  not  give  free  choice 
of  physician,  then  the  State  Medical  Society  must 
definitely  state  this  plan  does  not  give  free  choice  of 
physician,  or  it  does  not  have  the  majority  of  the 
governing  board  as  physicians. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Wells:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Continuing: 

“Professional  Control:” 

Present  wording: 

“1.  A majority  of  the  governing  body  shall  be 
physicians  who  are  members  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

“2.  The  medical  profession  sha,ll  be  responsible 


for  rendering  medical  services  included  in  the 
subscriber’s  contract.” 

Your  reference  committee  disagrees  with  the  re- 
vised form  for  professional  control  and  wishes  to 
point  out  that  some  successful  plans  do  require  ap- 
proval of  the  members  of  the  board  of  directors  by 
the  Medical  Society  of  the  State  of  New  York.  We 
wish  to  emphasize  that  in  our  opinion  there  is  no  ob- 
jection to  any  plan  continuing  to  require  a board  of 
directors  to  be  approved  by  the  Medical  Society  of 
the  State  of  New  York.  We,  as  physicians,  are  con- 
stantly asked  to  support  various  plans  for  voluntary 
health  insurance.  Your  reference  committee  is  of 
the  opinion  that  if  we  are  to  advocate  certain  types 
of  insurance,  and  thus  indirectly  assume  certain  re- 
sponsibilities, then  we  must  have  some  guarantee 
that  we  are  not  supporting  some  plan  which  might 
bring  disrepute  to  the  entire  system  for  voluntary 
health  insurance. 

Your  reference  committee  believes  where  the 
State  and/or  county  society  approves  a board  of 
directors  that  there  is  some  measure  of  assurance 
that  we  are  protected  against  giving  support  to  a 
plan  that  does  not  conform  to  the  standards  set  by 
the  State  Society. 

Your  reference  committee,  therefore,  recommends 
that  the  paragraph  on  professional  control  shall  read 
as  follows: 

“A  majority  of  the  governing  body  shall  be 
physicians  who  are  acceptable  to  the  local  county 
society  or  societies  and/or  the  Medical  Society  of 
the  State  of  New  York.” 

I move  approval  of  this  portion  of  the  report. 

Dr.  Wells:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Continuing: 

“ Free  Choice  of  Physician:” 

Present  wording: 

“1.  There  shall  be  no  regulation  which  re- 
stricts the  free  choice  of  a legally  licensed  practi- 
tioner of  medicine  who  renders  services  under  the 
terms  of  the  subscriber’s  contract. 

“2.  The  method  of  rendering  service  must  re- 
tain the  personal,  confidential  relationship  be- 
tween the  patient  and  physician.” 

Your  reference  committee  recommends  that  the 
last  clause  “who  renders  services  under  the  terms  of 
the  subscriber’s  contract”  in  (1)  be  eliminated.  It 
would  then  read,  “There  shall  be  no  regulation  which 
restricts  the  free  choice  of  a legally  licensed  practi- 
tioner of  medicine.”  We  have  deleted  the  last  clause 
which  reads,  “who  renders  services  under  the  terms 
of  the  subscriber’s  contract,”  which  could  mean  any- 
thing and  which  could  allow  approval  of  any  con- 
tract whatever  way  it  might  be  written.  We  have 
put  a period  at  that  point,  and  we  believe  that  gives 
us  complete  control. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Gerald  D.  Dorman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  The  next  paragraph  is  listed  as 
“Subscriber  Benefits.”  Your  reference  committee 
believes  this  should  be  listed  as  “Subscriber  Con- 
tracts,” and  that  this  paragraph  should  read  as  fol- 
lows: 

“Subscriber  contracts  shall  be  in  terms  of  cash 
indemnity  and/or  service,  but  the  term  service  in 
this  instance  applies  to  the  subscriber’s  contract 
only  and  the  physician  shall  be  remunerated  ©n  a 
fee  for  service  basis.” 
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I shall  now  read  the  old  one. 

Present  wording: 

“Subscriber  benefits  shall  be  in  terms  of  cash  in- 
demnity and/or  service.” 

Your  reference  committee  believes  this  should  be 
listed  as  “Subscriber  Contracts”  and  this  paragraph 
should  read: 

“Subscriber  contracts  shall  be  in  terms  of  cash 
indemnity  and/or  service,  but  the  term  service 
in  this  instance  applies  to  the  subscriber’s  con- 
tract only  and  the  physician  shall  be  remun- 
erated on  a fee  for  service  basis.” 

I move  approval  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Your  reference  committee  wishes  to 
add  the  following  third  paragraph  under  “Claim 
Payments” : 

“Payments  for  medical  services  rendered  to 
subscribers  under  any  plan  shall  not  be  made  to 
any  hospital,  medical  school,  corporation,  com- 
pany, agency,  intern,  or  resident.” 

I move  approval  of  this  part  of  the  report. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Under  “Enrollment”: 

Present  wording: 

“Enrollment  procedures  shall  be  on  a sound 
basis  so  as  not  to  expose  the  plan  to  adverse 
selection.” 

We  changed  that  to  read : 

“Enrollment  procedures  shall  be  on  a sound  ac- 
tuarial basis.” 

so  as  not  to  expose  the  plan  to  adverse  selection. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Wells:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Under  “Promotion” 

Present  wording: 

“Descriptive  folders  and  all  promotional  ma- 
terial shall  state  clearly  and  accurately  the  bene- 
fits offered  by  a plan  and,  also  in  the  same  manner, 
exclusions  in  the  contract.” 

We  propose  the  following : 

“Descriptive  folders  and  all  promotional  ma- 
terial shall  state  clearly  and  accurately  the  bene- 
fits, exceptions,  exclusions,  etc.” 

I move  approval  of  this  part  of  the  report. 

Dr.  Wells:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Your  reference  committee  would 
like  to  add  on  to  “Duration  of  Approval,”  which  at 
present  reads: 

“Duration  of  approval  shall  be  for  a period  of 
one  year,  at  which  time  a review  of  all  plans  shall 
be  made  by  the  Medical  Society  of  the  State  of 
New  York,  to  determine  eligibility  for  renewal.” 
the  following: 

“but  approval  may  be  withdrawn  at  any  time  if 
in  the  opinion  of  the  Council  events  justify  such 
action.” 

Your  reference  committee  did  not  feel  that  this 
would  probably  ever  happen,  but  setting  up  the 


standards  here,  we  thought  some  provision  should  be 
made  in  the  event  this  might  arise. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  Wells:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Rawls:  Your  reference  committee  would 
like  to  make  a few  general  suggestsions  which  we  did 
not  feel  should  be  incorporated  as  such  in  the  stand- 
ards set  up. 

Your  reference  committee  is  against  any  procedure 
that  may  be  construed  as  undue  pressure,  whether 
directly  or  indirectly,  by  any  plan  in  its  solicitation  of 
subscribers. 

They  also  believe  that  the  right  of  physicians  to 
care  for  patients  under  any  and  all  worthy  medical 
care  plans  or  to  care  for  patients  not  insured  shall 
not  be  abridged.  The  subscriber  should  have  the 
right  to  hospitalization  and/or  medical  care  insur-  1 
ance  independently  of  any  particular  medical  and/or 
hospital  care  plan. 

Your  reference  committee  wishes  to  emphasize 
that  new  subscribers  to  medical  care  plans  last  year 
were  685,917,  as  compared  to  509,645  for  hospitali- 
zation insurance — a very  large  increase. 

Your  reference  committee  is  in  full  sympathy  with  ) 
the  Council  committee  in  its  efforts  to  establish  a [i 
State-wide  contract.  They  believe  it  is  extremely  I 
important  as  large  corporations  wish  the  same  type  I 
of  coverage  for  their  employes  whether  located  in 
New  York,  Buffalo,  etc. 

Your  reference  committee  wishes  to  call  to  the 
attention  of  the  House  of  Delegates  and  also  re- 
quest that  this  be  given  special  publicity,  the  Coun- 
cil committee’s  report  concerning  privileged  informa- 
tion, particularly  where  it  involves  relationship  of  em- 
ployer and  employe. 

Your  reference  committee  wishes  to  commend  the 
Council  committee  for  its  work  and  valuable  report 
and  Mr.  George  P.  Farrell,  director  of  the  Bureau  of  t 
Medical  Care  Insurance. 

I wish  to  take  this  opportunity  to  thank  all  of  the  I 
members  of  my  committee  who  have  worked  on  this  1 
report. 

I move  t he  adoption  of  the  report  as  a whole. 

Dr.  Wells:  I second  it. 

Speaker  Holcomb:  Any  discussions  or  com-  ( 
ments?  Do  you  wish  to  speak,  Dr.  Bernstein? 

Dr.  Benjamin  M.  Bernstein,  Kings:  I hate  to 
be  a pest.  I waited  very  patiently  for  Dr.  Rawls  to  ! 
get  through,  and  I still  have  not  heard  one  single 
word  about  implementation.  How  are  we  going  to  jj 
stop  the  plans  which  we  do  not  approve?  We  can-  I 
not  stop  these  plans.  I have  no  objection  to  these  ; 
regulations.  I think  they  are  excellent,  but  how  in  i 
heaven’s  name  are  you  going  to  stop — and  let  us  be  i 
specific — how  are  you  going  to  stop  HIP  in  our  area  • 
even  if  we  don’t  approve  it — and  we  don’t  approve  I 
it? 

Dr.  Rawls:  I believe  you  asked  me  to  answer  I 
this  question? 

Speaker  Holcomb:  Yes. 

Dr.  Rawls:  I would  like  to  answer  Dr.  Bernstein  : 
by  asking  him  a question.  If  Dr.  Bernstein  will  tell  j 
me  how  we  can  be  prevented  from  being  sued  by  the  I 
Federal  government  for  restraint  of  trade  if  we  try  I 
to  put  punitive  measures  against  any  insurance  com-  J 
pany,  I think  then  I could  tell  him  now  to  go  ahead  I 
and  do  what  he  asks. 

Dr.  Bernstein:  If  we  are  true  to  our  principles  I 
of  ethics,  if  we  can  prove  that  these  men  are  un-  i 
ethical,  we  need  fear  nobody.  The  trouble  is  that  we 
are  afraid  to  shv^l^ese  men  are  unethical.  We  have 
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had  that  in  Kings  County.  If  we  stick  to  our  code 
of  professional  conduct,  stick  to  the  letter  of  the  law, 
then  we  can  say  these  men  are  practicing  medicine 
unethically,  and  we  need  fear  no  law. 

Speaker  Holcomb:  Are  there  any  further  com- 
ments? 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I wish  to  comment  now  on  Dr.  Bernstein’s  remarks. 
As  Dr.  Rawls  well  put  it,  we  are  not  here  to  destroy 
or  put  out  of  business  any  insurance  company.  We 
cannot  do  that  as  an  organization,  but  as  an  organi- 
zation we  can  certainly  discipline  any  of  our  members 
who  infringe  our  professional  code  of  ethics.  That 
is  the  only  way  it  can  be  done.  I don’t  know  what 
Dr.  Bernstein  is  doing  in  Kings  or  what  the  Kings 
County  Medical  Society  is  doing,  but  this  is  a very 
active  question  in  Queens,  and  for  the  benefit  of 
those  here  I may  say  there  is  one  individual  in 
Queens  who  is  before  the  board  of  censors  for  this 
particular  question  of  infringement  of  the  rules  of 
professional  conduct. 

Dr.  Solomon  Schussheim,  Kings:  This  question 
has  been  vexing  many  of  us  in  the  metropolitan  area 
who  are  confronted  with  the  so-called  insurance 
company  that  is  selling  medical  services  under  the 
guise  of  an  insurance  company.  It  takes  in  partners, 
physicians  in  groups,  who  render  this  type  of  service. 
We  have  come  to  the  State  Medical  Society  and 
asked  for  their  help  a number  of  times  by  way  of  the 
so-called  Panken  Bill  for  free  choice  of  physician  to 
stop  this  type  of  practice,  and  which  has  been  intro- 
duced into  the  State  Legislature.  We  have  had  fair 
cooperation  from  our  State  Medical  Society,  but  we 
are  bedeviled  with  a definite  Frankenstein  which  we 
permitted  to  grow  in  our  midst.  We  did  not  have  the 
courage  originally  to  state  to  the  men  who  became 
associated  with  such  a plan  that  it  was  unethical  to 
sell  the  services  of  the  medical  profession.  Now  it  is 
an  established  fact. 

Some  type  of  punitive  measures  must  be  taken. 
We  have  been  frustrated  in  our  attempts  in  our  local 
county  medical  societies  to  adopt  measures  to  penal- 
ize these  individuals.  Our  State  Medical  Society  has 
done  very  little,  if  anything.  It  has  stopped  us  from 
passing  resolutions  penalizing  these  individuals.  It  is 
not  at  a standstill : the  so-called  fight  is  continuing. 
Whatever  aid  we  may  be  able  to  get  from  our  State 
Medical  Society  is  still  a questionable  thing. 

Most  of  you  delegates  coming  from  upstate  know 
very  little  about  this  problem.  We  have  it  every 
da}’,  and  it  is  growing  in  immensity.  Local  small 
HiP’s  are  springing  up  throughout  the  metropolitan 
area,  perhaps  in  competition  with  HIP,  but  defi- 
nitely in  competition  with  the  practice  of  medicine 
as  we  think  it  is  proper.  We  beg  of  you  people,  we 
urge  you  to  do  something  to  help  us  in  our  dilemma. 

Speaker  Holcomb:  Is  there  any  further  com- 
ment? If  not,  the  report  of  the  reference  committee 
as  a whole — 

Dr.  Rawls:  May  I interrupt  a second?  I don’t 
believe  it  is  wit  hin  the  province  of  this  particular  ref- 
erence committee  to  initiate  a new  resolution  on 
this  particular  thing.  I am  sorry,  but  I don’t  be- 
lieve that  comes  within  our  province. 

Speaker  Holcomb:  The  question  before  the 

House  is  approval  of  your  report  as  a whole. 

Dr.  Rawls:  Yes. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 


Dr.  William  B.  Rawls,  New  York:  I have  some 
resolutions.  The  first  is: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  adopt  the  attached  ‘Proposed 
Standards  for  Approval  by  Medical  Society  of  the 
State  of  New  York  of  New  York  State  Medical 
Care  Plans.’  ” 

Your  reference  committee  felt  that  no  action  was 
necessary  on  this  resolution  as  all  points  mentioned 
here  have  been  covered  in  the  standards  that  have 
already  been  presented. 

Speaker  Holcomb  : Your  committee  recommends 
no  action? 

Dr.  Rawls:  Yes,  the  reference  committee  rec- 
ommends no  action,  and  I move  the  adoption  of 
this  report. 

Dr.  Alfred  P.  Ingegno,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  127  ( See  53) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII : Provision  of  Catastrophic  Illness 

Coverage  by  New  York  State  Blue  Shield  Plans 

Dr.  William  B.  Rawls,  New  York:  Another  res- 
olution introduced  by  a delegate  from  Nassau 
County,  I think  we  will  have  to  read  the  whole  res- 
olution because  we  have  some  reason  for  doing 
so: 

“Whereas,  so-called  catastrophic  illnesses  and 
injuries  (severe  injury  and/or  chronic  illnesses) 
are  most  likely  to  work  financial  hardship;  and 
“Whereas,  present  Blue  Shield  contracts  in 
New  York  State  do  not  provide  adequate  cover- 
age for  such  catastrophic  illness;  and 

“Whereas,  the  vast  majority  of  the  public 
apparently  wishes  this  coverage,  although  only  a 
minority  will  probably  need  it;  therefore  be  it 
hereby 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  the  boards  of  directors 
of  Blue  Shield  plans  in  New’  York  State  to  offer  to 
the  public  as  soon  as  feasible  wdiatever  practical 
form  of  such  coverage  is  possible.” 

Your  reference  committee  eliminated  the  word 
“catastrophic”  because  wre  felt  the  word  “catas- 
trophic” had  been  applied  and  been  used  so  often 
under  present  Blue  Shield  plans  where  patients  had 
to  be  admitted  to  the  hospital  for  surgery,  etc.,  that 
it  would  be  better  to  change  it  to  read  as  follow’s: 
“Whereas,  prolonged  or  chronic  illnesses  are 
most  likely  to  work  financial  hardship ; and 

“Whereas,  present  Blue  Shield  contracts  in 
New  York  do  not  provide  adequate  coverage  for 
such  prolonged  or  chronic  illnesses;  and 

“Whereas,  the  vast  majority  of  the  public 
apparently  wishes  this  coverage,  although  only  a 
minority  will  probably  need  it;  therefore,  be  it 
hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New’  York  request  the  board  of  directors  of 
Blue  Shield  plans  in  New  York  State  study  the 
possibility  of  offering  such  coverage  on  a sound 
actuarial  basis.” 

I move  approval  of  this. 

Dr.  Wells:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Section  126  ( See  /0) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII : Adoption  of  Proposed  Standards  for 

Medical  Care  Plans  I.IJBRAF'V  ' T „ United  Medical  Service  Board  of  Voting  Members 


Section  128  ( See  51) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Proportional  Representation  on  the 


COLLEGE  X r;  YSICIAN5 

OF  PHn.flrmw  put*  


88 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Dr.  William  B.  Rawls,  New  York:  Another  res- 
olution, introduced  by  Dr.  Joseph  Zimring  in  ref- 
erence to  “Professional  Representation  on  the 
United  Medical  Service  Board  of  Voting  Members.” 
Your  reference  committee  disapproves  of  this  res- 
olution. The  “resolved”  of  this  resolution  reads  as 
follows: 

“That  the  Medical  Society  of  the  State  of  New 
York  request  the  board  of  directors  of  United 
Medical  Service  to  increase  proportionately  the 
representation  of  voting  members  so  that  those 
counties  which  contribute  a larger  share  of  par- 
ticipation in  the  plan  will  actually  have  a pro- 
portional say  in  the  election  of  the  United  Medical 
Service  board  of  directors.” 

Your  reference  committee  disapproves  of  this  res- 
olution. They  believe  to  carry  out  the  intent  of 
this  resolution  would  make  a top-heavy  organization 
and  would  interfere  with  what  is  now  a well-func- 
tioning plan. 

I move  the  approval  of  this  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Holcomb:  We  will  now  have  the  report 
of  the  reference  committee  on  Reports  of  Secretary, 
Censors,  and  District  Branches,  of  which  Dr.  Donald 
R.  McKay  is  chairman.  This  is  a shorter  report,  and 
I feel  that  after  such  concentration  as  you  have  had 
it  will  do  you  good  to  have  a short  noncontroversial 
report. 

Section  129  {See  75) 

Report  of  Reference  Committee  on  Reports  of 
Secretary,  Censors,  and  District  Branches:  Study 
of  the  District  Branch  Unit  of  Organization 

Dr.  Donald  R.  McKay,  Erie:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  this  report  cer- 
tainly will  be  a great  deal  shorter  than  the  two  pre- 
vious ones. 

We  have  one  resolution  to  report  on.  This  is  a 
resolution  introduced  by  Dr.  Morley  Smith  from 
Westchester.  It  concerns  the  district  branch  unit 
of  organization.  ( See  Section  75) 

Your  reference  committee  endorses  in  principle  the 
intent  of  the  resolution.  It  advises  that  no  action  by 
the  House  be  taken  at  this  time. 

It  recommends  that  the  resolution  be  referred  to 
the  Council  with  the  hope  that  it  be  referred  to  the 
Planning  Committee  for  Medical  Policies  for  further 
study. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  Reginald  Higgons,  Westchester:  I second 
it. 

Speaker  Holcomb  : The  motion  calls  for  referral 
of  the  resolution  to  the  Council  for  study.  Is  there 
any  discussion? 

Dr.  Scott  Lord  Smith,  Dutchess:  I am  going  to 
be  brief  and  noncontroversial.  I have  to  plead 
mea  cul-pa  for  not  saying  this  to  the  reference  com- 
mittee beforehand.  I do  hope  that  some  way  will  be 
found  to  continue  the  district  branches.  Their 
utility  has  been  a source  of  worry  to  us  for  years.  We 
did  not  know  just  how  to  make  them  function. 

I also  feel  that  if  you  leave  off  the  scientific  pro- 
gram, you  destroy  practically  all  of  the  utility  of  the 
branches,  so  I would  like  to  offer  an  amendment 
that  pending  determination  of  how  it  should  be  done, 
scientific  programs  will  still  be  continued. 

Speaker  Holcomb:  Is  the  amendment  seconded? 
Dr.  McKay:  I think  that  is  understood  that  the 
whole  matter  should  be  referred  to  the  Council. 


Speaker  Holcomb:  Still  the  amendment  has 
been  offered.  Dr.  Smith,  of  course,  the  resolution 
calls  for  reference  to  the  Council.  You  may  offer 
that  as  a recommendation  if  you  will  or  you  may 
vote  on  it  as  an  amendment. 

Dr.  Joseph  Geis,  Councillor:  I will  second  the 
amendment. 

Speaker  Holcomb:  The  amendment  has  been 
seconded  by  Dr.  Geis.  Is  there  any  discussion  on  the 
amendment? 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  lost  . . . 

Speaker  Holcomb  : We  are  now  voting  on  the  rec- 
ommendation of  the  reference  committee  which  re- 
fers the  resolution  as  a whole  to  the  Council  for 
study. 

. . . The  question  being  called,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Section  130 

Report  of  Reference  Committee  on  Reports  of 
Secretary  and  District  Branches 

Dr.  Donald  R.  McKay,  Erie:  The  committee 
wishes  to  compliment  the  Secretary  on  the  clear, 
concise,  and  comprehensive  manner  in  which  he  pre- 
sented his  report. 

Reports  of  the  district  branches  appearing  in  the 
Journal  of  April  1,  1952,  have  been  noted.  These 
indicate  in  some  cases  a poor  attendance  at  meetings 
and  present  the  need  for  an  over-all  study  for  the 
purpose  of  making  these  units  of  the  State  Society 
more  active  and  useful  to  the  Society. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Theodore  R.  Proper,  Orange:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  McKay:  Now  I move  the  adoption  of  the  re- 
port as  a whole. 

• Dr.  William  E.  Pelow,  Onondaga:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  McKay:  I wish  to  thank  the  members  of  the 
committee  who  worked  so  cooperatively  with  me. 

Section  131 

Announcement 

Speaker  Holcomb:  Members  of  the  House,  the 
slides  on  the  blood  bank  will  be  shown  in  the  Head- 
quarters Room  at  this  time,  so  I will  declare  a recess 
of  fifteen  minutes  for  those  who  wish  to  see  the  re- 
sults of  this  study. 

. . . Fifteen-minute  recess  . . . 

Speaker  Holcomb  : The  House  will  be  in  order. 

Section  132  ( See  27,  28) 

Report  of  Special  Committee  on  Nathan  B.  Van 
Etten  Hospital  Dedication 

Speaker  Holcomb:  Yesterday  morning  Dr. 

Kenney  appointed  a committee  to  attend  the  dedi- 
cation of  the  Nathan  B.  Van  Etten  Hospital.  I 
am  going  to  ask  Dr.  Louis  Bauer  if  he  will  give  the 
House  a report  on  the  dedication  and  the  action  of 
our  representatives. 

Dr.  Louis  H.  Bauer,  Past-President:  Mr. 

Speaker,  your  committee  consisted  of  Dr.  Edward 
R.  Cunniffe,  Dr.  Dan  Mellen,  Dr.  Floyd  Winslow, 
and  myself.  The  ceremony  was  the  laying  of  the 
cornerstone  of  the  Nathan  B.  Van  Etten  Hospital, 
which  is  in  connection  with  the  large  medical  center 
being  erected  in  the  Bronx. 

It  was  a very  impressive  ceremony.  The  corner- 
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stone  was  laid  by  the  Mayor.  There  were  talks  by 
various  civic  officials  and  the  president  of  the  Bronx 
County  Medical  Society.  Dr.  Van  Etten  was  there. 

I think  the  most  remarkable  thing  about  this  was 
that  here  was  a testimonial  to  a man  who  has  de- 
voted his  life  to  medicine  and  to  everything  per- 
taining to  medicine,  and  that  he  was  given  this  testi- 
monial while  he  was  still  alive.  That  happens  very 
rarely.  Most  of  these  memorials  come  after  it  is  too 
late  for  the  individual  honored  to  know  anything 
about  it.  We  were  all  very  glad  to  be  there.  Now  I 
would  like  to  say  something  off  the  record. 

...  At  this  point  Dr.  Bauer  spoke  off  the  record . . . 

Vice-Speaker  Williams:  Thank  you,  Dr.  Bauer. 

Section  133  (See  H,  87) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X : Workmen’s  Compensation 

Dr.  Morris  Weintrob,  Kings:  Your  reference 
committee,  due  to  the  absence  of  its  regularly  ap- 
pointed chairman,  Dr.  John  H.  Garlock  of  New 
York  City,  elected  the  undersigned  to  serve  as  chair- 
man and  consigned  to  his  hands  the  preparation  of  this 
report  for  which  he  begs  the  indulgence  of  his  col- 
leagues in  the  House  of  Delegates. 

Your  reference  committee  has  studied  the  report 
of  the  Council  Committee  on  Workmen’s  Compen- 
sation, as  published  on  pages  909  through  916  of  the 
Journal  of  April  1,  1952,  and  also  the  supplement- 
ary reports  of  May  9 and  May  12,  1952,  as  presented 
to  the  House  of  Delegates.  Although  a simple  read- 
ing of  such  reports  provides  some  small  insight  into 
the  volume  of  work  accomplished  by  the  Council 
Committee  on  Workmen’s  Compensation,  only 
those  in  close  contact  with  the  many  problems,  both 
minor  and  weighty,  which  burden  the  shoulders  of 
such  devoted  servants  of  our  State  Medical  Society 
as  Dr.  John  J.  H.  Keating,  chairman,  and  the  mem- 
bers of  his  committee,  and  Dr.  David  J.  Kaliski,  the 
able  and  long-serving  director  of  the  Bureau  of 
Workmen’s  Compensation,  can  fully  appreciate 
what  these  gentlemen  are  doing  in  the  best  interests 
of  injured  employes,  practicing  physicians,  and  in- 
surance carriers. 

Your  reference  committee  especially  applauds  the 
Compensation  Committee’s  tactful  diplomacy  and 
spirit  of  cooperation  which  prompted  Mr.  Henry  D. 
Sayer,  manager  of  the  Compensation  Insurance 
Rating  Board,  to  send  the  complimentary  letter  pre- 
sented on  pages  909  and  910  of  the  April  1,  1952, 
issue  of  the  Journal. 

Obviously,  Mr.  Sayer,  recognizing  the  problem  of 
our  profession,  has  been  most  cooperative  in  seeking 
an  equitable  solution.  Your  reference  committee  is 
confident  that  continued  and  increased  cooperation 
will  iron  out  other  existing  causes  for  dispute.  One 
example  which  can  be  cited  is  the  not  too  infrequent 
practice  of  certain  insurance  carriers  of  arranging  for 
examination  of  injured  employes  by  a physician  of 
their  choice  without  previously  notifying  the  at- 
tending physician  of  intent  to  do  so,  thus  denying  the 
latter  an  opportunity  to  be  present  if  he  so  desires. 
Another  cause  for  concern  is  the  reference  to  the 
“practice  of  a few  insurance  companies  who  object 
almost  routinely  to  medical  bills,  especially  in  the 
New  York  area,  with  the  hope  of  having  the  doctors 
reduce  their  bills.”  This  matter  is  to  be  taken  up 
with  the  insurance  carriers  organization. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Gervais  W.  McAuliffe,  New  York:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Dr.  Weintrob:  Your  reference  committee  calls 
attention  to  the  fact  that  only  58  medical  bills  came 
to  arbitration  during  1951  in  conjunction  with  the 
Compensation  Insurance  Rating  Board.  Although 
many  disputed  bills  are  settled  through  the  local 
county  medical  societies  or  through  the  office  of  the 
director  of  the  Bureau  of  Workmen’s  Compensation, 
this  is  a splendid  indication  of  the  over-all  cordial  re- 
lationship existing  between  employers,  carriers,  and 
the  committees  of  our  medical  societies  and  our 
Workmen’s  Compensation  Bureau,  especially  when 
one  recalls  that  upwards  of  800,000  new  compensa- 
tion cases  appear  annually. 

Your  reference  committee  wishes  to  point  out  that 
the  58  bills  coming  to  arbitration  involved  no  more 
than  a total  of  twelve  and  one-half  thousand  dollars 
in  disputed  claims,  which  were  settled  for  approxi- 
mately $6,200.  This  small  sum,  out  of  an  average 
annual  expenditure  of  30  million  dollars,  indicates 
a fairly  healthy  state  of  affairs. ' However,  much  can 
be  done  by  the  physicians  to  reduce  the  overhead  of 
compensation  administration  by  prompt  and  accu- 
rate reporting  of  injuries.  Yet,  as  the  Compensation 
Committee  states,  the  expense  of  inclusive  medical 
services  in  “the  over-all  cost  of  carrying  out  the  pro- 
visions of  the  Workmen’s  Compensation  Law,  for  a 
variety  of  reasons,  is  not  always  attributable  to  the 
attending  physician.  Treatment  by  the  physician  in 
some  cases  is  prolonged  beyond  the  usual  period 
necessary  to  restore  the  patient  to  the  status  quo 
ante  or  to  the  fullest  degree  of  function  possible. 
Occasionally,  too  frequent  treatments  are  given 
even  in  minor  cases.  Some  of  the  increased  cost  can 
be  reduced  by  streamlining  administrative  proced- 
ures.” 

Your  reference  committee  agrees  with  the  recom- 
mendation that  the  local  county  societies  in  co- 
operation with  the  State  Society  Committee  on 
Workmen’s  Compensation  and  with  other  interested 
parties  and  agencies  give  consideration  to  controlling 
this  situation  on  a local  basis  without  impairing  the 
right  of  any  claimant  to  complete  and  adequate 
medical  care.  Examination  by  an  impartial  phy- 
sician, selected  from  a special  panel,  can  assist  a ref- 
eree to  make  earlier  decisions  as  to  whether  further 
treatment  is  necessary,  thus  making  possible  reduc- 
tions in  administrative  and  other  costs. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  Norton  S.  Brown,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Weintrob:  Your  reference  committee  recog- 
nizes the  need  for  prompt  and  efficient  rehabilitation 
of  injured  employes,  not  only  of  those  in  the  category 
of  major  disasters  but  also  those  that  are  too  often 
wrongly  considered  as  minor.  It  is  aware  of  the 
great  strides  in  modern  rehabilitation  technics  and 
the  need  for  special  rehabilitation  centers,  yet  it  feels 
that  much  can  be  accomplished  by  the  attending 
physician  in  many  simple  cases  if  more  widespread 
knowledge  of  rehabilitation  technic  be  made  avail- 
able to  those  who  are  not  in  the  category  of  special- 
ists in  rehabilitation. 

Your  reference  committee  applauds  the  Com- 
pensation Committee’s  stand  on  retention  by  the  at- 
tending physician  of  his  interest  in  and  control  of  the 
patient,  even  in  those  cases  which  require  prolonged 
major  treatment  at  rehabilitation  and  vocational 
guidance  centers. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
the  motion. 
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. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Weintrob:  Your  reference  committee  has 
been  advised  that  the  Planning  Committee  has  ap- 
proved in  principle  the  establishment  of  a Council 
Committee  on  Industrial  Health  and  concurs  with 
this  decision. 

Your  reference  committee  approves  the  sentiments 
expressed  concerning  the  fee  schedule  and  with  the 
recommendation  that  the  chairman  of  the  Work- 
men’s Compensation  Board  give  prompt  considera- 
tion to  an  increase  in  fees  for  general  practitioners 
with  especial  reference  to  the  first  office  visit  fee, 
which  should  be  $5.00  instead  of  $3.00,  subsequent 
office  visits  to  be  $3.00  instead  of  $2.50,  with  pro- 
portionate increases  lor  home  and  hospital  visits  by 
general  practitioners.  Fees  for  subsequent  visits  to 
specialists  should  be  restored  to  $5.00  from  the  pres- 
ent $3.00.  We  concur  with  the  committee’s  rec- 
ommendation that  the  chairman  of  the  Work- 
men’s Compensation  Board  be  urged  to  revise  up- 
ward the  fees  for  testimony  before  referees,  there 
having  been  no  change  since  these  were  originally  set 
in  1936. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  McAuliffe:  I second  it. 

Speaker  Holcomb:  Is  there  any  discussion? 

Dr.  Vincent  Fischer,  Section  Delegate:  I would 
like  to  see  a change  in  the  second  paragraph,  the 
third  or  fourth  line.  I will  read  it  as  I would  prefer 
to  see  it  written,  because  in  the  Workmen’s  Com- 
pensation Law  Fee  Schedule  it  does  not  mention  the 
words  “general  practitioner.”  I would  prefer  to  see 
it  written  in  t his  fashion,  “The  Committee  on  Work- 
men’s Compensation  strongly  recommends  that  the 
chairman  of  the  Workmen’s  Compensation  Board 
give  prompt  consideration  to  an  increase  in  fees  on 
lines  1 to  9 with  special  reference,”  and  so  forth. 

Vice-Speaker  Williams:  What  do  you  mean, 
“on  lines  1 to  9”? 

Dr.  Fischer:  In  the  Workmen’s  Compensation 
Fee  Schedule  it  does  not  use  the  words  “general 
practitioner”;  it  uses  the  words  “lines  1 to  9,” 
which  are  the  fees  under  which  a general  practitioner 
operates.  That  would  be  consistent  with  the  reg- 
ulation. 

Vice-Speaker  Williams:  Did  you  offer  that  as 
an  amendment? 

Dr.  Fischer:  Yes. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
the  motion. 

Dr.  Weintrob:  I have  just  been  advised  by  Dr. 
Kaliski  that  this  suggestion  of  Dr.  Fischer’s  is  the 
proper  suggestion.  As  vice-chairman  of  this  com- 
mittee I think  I can  speak  for  the  committee  that  we 
will  accept  that-  change. 

Vice-Speaker  Williams:  If  you  are  going  to  put 
the  phrase  in  “lines  1 to  9”  don’t  you  think  you 
should  add  “of  the  fee  schedule”? 

Dr.  Weintrob:  That  is  right. 

Vice-Speaker  Williams:  The  reference  com- 
mittee has  accepted  the  amendment,  so  we  don’t 
need  to  take  a vote  on  the  amendment,  but  I will  en- 
tertain a vote  on  this  portion  of  the  report  as 
amended. 

. . . The  question  was  put  to  a vote  and  was  car- 
ried . . . 

Dr.  Weintrob:  Your  reference  committee  de- 
plores the  passage  of  the  Podiatry  Bill  permitting 
podiatrists  to  treat  compensation  cases  independ- 
ently despite  vigorous  opposition  by  our  Society  on 
the  ground  that  it  is  not  in  the  best  interest  of  the 
public.  Together  with  the  Legislation  Committee 
we  urge  that  every  effort  be  made  to  have  it  re- 


pealed before  September  1,  1953,  the  date  set  for 
this  law  to  become  effective. 

Your  reference  committee  noted  with  regret  that  I 
bills  to  restore  functions  to  the  four  New  York 
counties  having  a population  of  one  million  or  more, 
dealing  with  place  of  arbitration  and  method  of  set-  I 
tling  disputed  medical  bills,  all  failed  to  come  out  of  1 
committee.  We  endorse  the  recommendation  of  the  I 
Workmen’s  Compensation  Committee  that  similar  |i 
bills  be  reintroduced  and  vigorous  action  taken  to  as- 
sure passage  at  the  1953  session  of  the  State  Legisla- 
ture. 

Your  reference  committee  considered  the  delicate 
situation  which  is  a source  of  special  concern  in  the 
New  York  City  area,  specifically,  the  matter  of 
abolishing  the  Medical  Practice  Committee  and  re- 
storing to  the  New  York  City  county  medical 
societies  the  full  functions  with  which  they  were  for- 
merly vested  under  the  Workmen’s  Compensation 
Law. 

It  is  felt  that  such  decentralization  of  responsibil- 
ity would  be  in  the  best  interest  of  both  the  public 
and  the  medical  profession,  and  it  is  earnestly  hoped 
that  this  may  be  effectuated  in  the  near  future. 

I move  this  portion  of  the  report  be  adopted. 

Dr.  John  H.  Garlock,  New  York:  I second  it. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

Dr.  Joseph  A.  Geis,  Councillor:  I know  I am 
going  to  be  defeated  on  this  suggestion ; nevertheless, 
while  I sympathize  thoroughly  and  thoroughly  ap- 
prove of  these  three  bills,  they  have  been  introduced 
year  after  year  after  year.  It  is  one  of  the  things 
that  has  given  us  the  reputation  of  being  beaten  and  | 
not  taking  us  seriously  when  we  introduce  a bill,  es- 
pecially when  we  know  in  advance  it  has  no  chance 
whatever  of  passing.  I would  make  a plea  for  your 
future  chairman  of  the  Legislation  Committee  that 
this  be  not  passed,  or  if  it  is  passed  it  be  passed  with 
the  idea  that  in  the  opinion  of  the  Council  or  your 
Legislation  Committee  there  is  a chance.  At  the 
present  time  we  all  know  that  it  is  just  a waste  of 
time  to  pass  such  a resolution  because  even  before 
we  introduce  these  bills  we  are  licked. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Dr.  Weintrob  : Your  reference  committee  con- 
curs in  the  recommendation  of  the  Council  Com- 
mittee that  the  chairman  of  the  Workmen’s  Com- 
pensation Board  again  be  urged  to  recognize  the  sub- 
specialty of  thoracic  surgery  under  the  Workmen’s  . 
Compensation  Law  and  assign  M-17  as  the  code 
letters  designating  such  subspecialty. 

Your  reference  committee  is  in  accord  with  the 
recommendation  that  our  delegates  be  given  instruc- 
tion in  the  matter  of  introducing  a resolution  at  the 
next  convention  of  the  American  Medical  Associa- 
tion calling  for  free  choice  of  physicians  for  workers 
insured  under  Federal  laws  in  such  states  where  free 
choice  is  permitted  under  the  respective  state  com- 
pensation laws. 

I move  this  portion  of  the  report  be  adopted. 

Dr.  Garlock:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Weintrob:  Your  reference  committee 

strongly  agrees  with  the  Council  committee’s  stand 
that  county  societies’  compensation  committees 
should  determine  the  qualifications  of  physician  ap- 
plicants on  the  basis  of  their  education,  training,  and 
experience  in  practice  rather  than  solely  on  the  pos- 
session of  a diploma  from  one  or  another  of  the  na- 
tional specialty  boards.  Standards  set  by  the  ! 
county  medical  societies  are  such  as  to  guarantee 
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that  ail}'  physicians  fulfilling  them  are  properly 
qualified  in  their  specialties. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  George  E.  Anderson,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Dr.  Weintrob:  Your  reference  committee  de- 
sires to  call  attention  to  the  need  for  consideration 
by  physicians  of  providing  themselves  with  work- 
men’s compensation  coverage  even  though  they 
. may  have  but  one  employe  in  a professional  or  labor 
capacity.  This  arises  from  a recent  opinion  of  the 
secretary  of  the  Workmen’s  Compensation  Board 
concerning  what  constitutes  hazardous  employment 
as  defined  under  the  provisions  of  Section  III  of  the 
Workmen’s  Compensation  Law. 

I wish  to  thank  Dr.  John  D.  Garlock,  New  York, 
Dr.  McAuliffe,  New  York,  Dr.  LaGattuta,  Bronx, 
Dr.  McGroder,  Erie,  and  Dr.  Noerling,  Columbia, 
for  their  assistance  in  the  preparation  of  this  report, 
and  I herewith  move  approval  of  the  report  of  this 
reference  committee  as  a whole,  as  amended. 

Dr.  Frank  LaGattuta,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  134 

Report  of  Committee  on  Scientific  Awards 

Dr.  Charles  D.  Post,  Onondaga:  Mr.  Speaker 
and  members  of  the  House,  this  report  has  been 
somewhat  complicated  by  the  large  number  of  ex- 
hibits— excellent  exhibits  for  which  there  were  not 
sufficient  awards  to  go  around.  With  Dr.  Hell- 
man’s  assistance  we  have  this  report  to  offer  you: 

First  Clinical  Award — “Injuries  to  the  Menisci 
of  the  Knee  Joint,”  Frederick  Lee  Liebolt, 
M.D.,  and  Louise  Beury  Flynn,  New  York 
Hospital — Cornell  Medical  Center,  New  Yrork 
City. 

Second  Clinical  Award — “Management  of  Hemo- 
philic Arthritis,”  Henry  H.  Jordan,  M.D.,  and 
Francis  B.  Both,  M.D.,  The  Hemophilia  Foun- 
dation, Inc.,  New  York  City. 

First  Scientific  Award — “Experimental  Cardiovas- 
cular Surgery,”  Elliott  S.  Hurwitt,  M.D.,  and 
Felix  Adrian  Kantrowitz,  M.D.,  Montefiore 
Hospital,  New  York  City. 

Second  Scientific  A ward — “Preconceptional  Treat- 
ment Clinic,”  Edward  C.  Hughes,  M.D.,  Ferdi- 
nand Schoeneek,  M.D.,  Charles  W.  Lloyd. 
M.D.,  Albert  W.  Van  Ness,  M.D.,  and  Stella 
Zimmer,  State  University  of  New  York  at 
Syracuse  College  of  Medicine,  Syracuse. 

Honorable  Mention — “Polyvinyl  Shock  (Clinical),” 
John  Scudder,  M.D.,  and  group,  Columbia- 
Presbyterian  Medical  Center,  Francis  Delafield 
Hospital,  and  Harlem  Hospital,  New  York  City. 

Honorable  Mention — Scientific — “Hematosonog- 
raphy,”  Raymond  R.  Sackler,  M.D.,  Arthur 
M.  Sackler,  M.D.,  Frank  W.  CoTui,  M.D., 
Mortimer  D.  Sackler,  M.D.,  and  Harry  A.  La- 
Burt,  M.D.,  Creedmoor  State  Hospital,  Queens. 

I wish  to  move  the  adoption  of  this  report. 

Dr.  Andrew  A.  Eggston,  Assistant  Secretary: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  135  (See  20) 

Report  of  Reference  Committee  on  Report  of  Presi- 
dent 

Dr.  Joseph  H.  Cornell,  Schenectady:  In  the 


report  of  the  president,  we  find  that  Dr.  Kenney  has 
gone  all  out  to  fulfill  his  desires  and  ambitions.  One 
of  his  first  acts  was  to  sign  and  present  a “Scroll  of 
Office”  to  17  living  past-presidents — a splendid 
tribute  to  those  who  have  served  the  Society  so  well. 

He  has  attended  nine  district  branch  meetings, 
the  annual  meetings  of  Conngcticut,  New  Jersey, 
and  Pennsylvania  State  Medical  Societies,  the 
American  Medical  Association  as  a delegate,  several 
meetings  of  the  Council,  Civil  Defense,  and  the 
American  Education  Foundation. 

Through  his  untiring  efforts  he  has  met  thousands 
of  members  of  the  State  Medical  Society.  This  can 
only  be  accomplished  with  great  sacrifice  of  both 
time  and  energy. 

It  is  gratifying  to  the  members  of  this  Society  to 
be  kept  informed  of  the  progress  and  actions  of  the 
Council  through  the  State  Journal  and  valuable 
news  items  disseminated  through  the  Newsletter. 

His  interest  in  the  proposal  to  include  an  “Early 
American  Doctor’s  Office”  as  a part  of  the  Farmer’s 
Museum  at  Cooperstown,  New  York,  is  commend- 
able, as  we  feel  that  such  an  undertaking  would  stand 
as  a monument  in  honor  of  our  brother  physician  of 
yesteryear. 

The  American  Medical  Education  Foundation’s 
goal  to  raise  .$2,000,000  lias  been  given  considerable 
attention  by  Dr.  Kenney,  who  has  appointed  a 
State-wide  committee  with  expectations  to  raise 
$200,000  as  this  State’s  quota. 

Constant  effort  has  been  maintained  to  continue 
and  expand  the  civil  defense  program  of  New  Y ork 
State  with  the  physician  taking  a most  active  part. 
The  enrollment  of  members  at  the  county  level  has 
been  greatly  increased  through  the  efforts  of  the 
civil  defense  committee. 

The  formation  of  a State-wide  health  council  to 
collaborate  with  local  citizens’  health  councils  is  a 
most  worthy  cause  and  should  promote  better  pub- 
lic relations. 

A subcommittee  on  general  practice  has  been  ap- 
pointed. It  sponsors  a broad  program  aiming  to 
improve  medical  care  to  the  public. 

Constitution  and  Bylaws — Your  reference  com- 
mittee supports  the  recommendation  expressed  by 
the  president  relative  to  proposed  changes  in  Bylaws 
concerning  the  selection  of  the  nominating  com- 
mittee and  tenure  of  office  for  councillors. 

Voluntary  Nonprofit  Medical  Care  Plans — Y’our 
president  has  stressed  the  importance  of  the  work 
done  by  the  various  Blue  Shield  plans.  We  heartily 
endorse  his  views. 

Industrial  Medicine — The  reference  committee 
looks  with  favor  on  the  recommendation  of  the  presi- 
dent that  there  be  established  a Council  Committee 
on  Industrial  Health.  The  reason  stated  in  his  re- 
port adequately  substantiates  the  need  for  this.  It 
has  already  been  approved  in  principle  by  the  Coun- 
cil and  the  Planning  Committee.  We  recommend 
that  the  House  support  this  action  and  refer  it  to  the 
Council  for  further  development. 

Malpractice  Insurance  and  Defense — We  are  in 
accord  with  the  recommendation  made  to  increase 
the’  membership  of  the  Malpractice  Insurance  and 
Defense  Board  from  five  to  seven  members. 

Blood  Bank — We  fully  agree  with  his  views  regard- 
ing the  establishment  of  the  Blood  Banks  Association 
of  New  Y’ork  State. 

We  recommend  that  the  House  approve  his  views 
regarding  the  establishment  of  the  Blood  Bank 
Commission  of  the  Medical  Society  of  the  State  of 
New  Y’ork. 

Legislation — We  are  in  sympathy  with  his  views 
expressed  against  the  practice  of  irregular  and  un- 
qualified cults. 
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The  president  has  stressed  the  importance  of 
every  physician  to  discharge  his  responsibilities  as 
a citizen  and  to  participate  more  actively  in  civic 
and  communal  affairs. 

In  his  conclusion,  Dr.  Kenney  is  most  liberal  in 
his  expression  of  appreciation  for  the  aid  given  him. 
For  his  many  years  of  service  and  devotion  to  the 
Society,  we  are  most  grateful  and  can  anticipate 
continued  valuable  service. 

I move  the  adoption  of  this  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

Vice-Speaker  Williams:  You  have  heard  the 
recommendation  of  the  chairman  of  the  reference 
committee,  which  has  been  seconded.  Is  there  any 
discussion?  I think  it  should  be  fully  understood 
that  this  is  the  report  of  the  president.  This  is  not 
the  report  of  each  of  those  respective  reference  com- 
mittees, the  items  of  which  are  included  in  this  re- 
port. Adoption  of  the  report  of  the  president  does 
not  necessarily  commit  us  to  all  of  these  things 
until  we  hear  and  adopt  the  reports  respectively  of 
the  special  reference  committees.  I think  that  is 
all  clear.  Are  you  ready  for  the  question  on  the 
adoption  of  this  report? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  136  (See  21 ) 

Report  of  Reference  Committee  on  Report  of  Presi- 
dent-Elect 

Dr.  Joseph  H.  Cornell,  Schenectady:  (a)  The 
committee  fully  recognizes  Dr.  Wentworth’s  right 
to  express  his  individual  opinion  concerning  Federal 
subsidies.  We  feel  that  the  medical  profession  is 
opposed  to  the  subsidization  of  medical  education. 

The  committee  refutes  the  statement  made  by  the 
president-elect  that  organized  medicine  is  trying  to 
prevent  any  physicians  from  working  for  a voluntary 
hospital  in  a professional  capacity. 

( b ) Your  reference  committee  is  in  accord  with 
his  views  concerning  cultism,  legislation  committee 
appointments,  and  Planning  Committee. 

We  recognize  his  sincerity  and  integrity  and  cour- 
age to  express  his  views  on  controversial  subjects. 

I move  the  adoption  of  this  report. 

Dr.  Sylvester  C.  Clemans,  Fulton:  I second  it. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

. . . The  motion  to  adopt  this  portion  of  the  refer- 
ence committee’s  report  was  put  to  a vote  and  was 
carried . . . 

Dr.  Joseph  H.  Cornell,  Schenectady:  I move 
the  adoption  of  the  report  as  a whole  and  wish  to 
thank  Dr.  O’Gorman,  Dr.  Clemans,  Dr.  Amster, 
and  Dr.  Sands  for  participating  in  the  report. 

Dr.  Joseph  C.  O’Gorman,  Erie:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  137  • 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  on  Medical  Policies 

Dr.  R.  Scott  Howland,  Chemung:  The  Plan- 
ning Committee  on  Medical  Policies  in  its  report 
has  made  four  recommendations  on  subjects  referred 
to  it.  The  report  of  the  Subcommittee  on  Cults  of 
the  Legislation  Committee  was  referred  to  it.  It 
concluded  that  the  recommendation  for  a basic 
science  law  should  be  disapproved.  It  also  voted 
to  approve  in  principle  the  support  of  an  injunction 
law  which  will  implement  the  existing  Medical  Prac- 
tice Act.  The  Planning  Committee  has  not  yet 


concluded  its  study  on  cults.  It  is  collecting  sta- 
tistics from  many  states,  and  when  these  are  sum- 
marized, a further  report  on  this  will  be  made  to  this 

Society. 

The  second  subject  referred  to  the  Planning  Com- 
mittee was  the  report  of  the  Subcommittee  on  Public 
Relations.  The  Planning  Committee  approved  in 
principle  the  recommendations  with  the  financial 
arrangements  to  be  left  to  the  Council  and  the  Board 
of  Trustees. 

The  third  subject  referred  to  it  was,  “Shall  the 
Medical  Society  of  the  State  of  New  York  join  the  * | 
State  Chamber  of  Commerce?”  The  Planning 
Committee  disapproved  this  in  that  the  Society 
should  not  be  a member  but  approved  the  principle 
that  individual  physicians  may  join  their  local  cham- 
bers of  commerce. 

A fourth  subject  referred  to  it  was  a question 
raised  on  M.D.  auto  license  plates.  The  Planning 
Committee  concluded  the  M.D.  plate  was  valuable 
in  many  ways  to  physicians  and  pointed  out  if  any 
physician  objected  to  it,  he  did  not  have  to  obtain 
one. 

Your  reference  committee  is  in  accord  with  the 
recommendations  of  the  Planning  Committee.  It 
wants  to  point  out,  however,  that  the  Planning  Com- 
mittee was  established  originally  to  study  broad  poli- 
cies for  the  future.  It  should  be  continued  as  this 
and  should  not  become  a so-called  waste  basket 
committee. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  John  F.  Kelley,  Oneida:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  138  (See  72) 

Report  of  the  Reference  Committee  on  Report  of 
Planning  Committee  on  Medical  Policies : Changes 
in  Programming  of  Scientific  Sessions  of  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New 
York 

Dr.  R.  Scott  Howland,  Chemung:  There  were 
four  resolutions  submitted  to  our  committee. 

The  first,  changes  in  programming  of  scientific 
session  of  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  was  submitted  by  Dr.  Fertig. 

I will  just  read  the  resolved  portion: 

“Resolved,  that  in  future  programming  more 

time  be  allotted  to  large  general  sessions  on  sub- 
jects that  are  timely  and  of  outstanding  impor- 
tance to  all  physicians.” 

The  committee  recommends  this  in  principle  and 
that  it  be  referred  to  the  Council  for  action. 

Dr.  George  E.  Anderson,  Kings:  I second  it. 

Vice-Speaker  Williams:  You  have  heard  the 
motion  of  the  reference  committee  recommending 
that  this  be  adopted  in  principle  and  referred  to  the 
Council  for  action.  Is  there  discussion? 

Dr.  Alfred  P.  Ingegno,  Kings:  Just  as  some 
added  information  to  the  House,  Mr.  Speaker.  This 
problem  has  been  under  the  active  consideration  of 
the  Convention  Committee,  and  particularly  of  the 
Subcommittee  on  Scientific  Program.  A tentative 
plan  for  considerable  change  in  the  scientific  pro- 
gram for  the  coming  year  is  under  consideration,  and 
among  the  things  that  have  been  considered  is  pre- 
cisely what  is  recomryended  in  this  resolution,  that 
there  be  more  general  sessions,  for  example,  one  each 
day,  each  afternoon,  without  conflict  with  section 
meetings,  and  that  possibly  section  meetings  in- 
stead of  being  two  in  number  be  one  in  number  and 
the  sections  participate  in  the  programs  for  the  gen- 
eral sessions.  Other  matters  have  also  been  under 
consideration,  clinics,  round  table  discussions,  etc. 
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The  Constitution,  among  other  things,  provides 
that  the  Council  shall  be  the  executive  and  admin- 
istrative body  of  the  Society  while  the  House  of 
Delegates  is  not  in  session,  and  shall  control  all  ar- 
rangements for  the  Annual  Meeting. 

In  addition,  under  Section  9,  the  duties  of  the 
Council  shall  also  include  the  study  and  supervision 
of  the  following  activities:  All  scientific  work  pre- 
sented at  each  annual  meeting,  scientific  exhibits, 
and  medical  education. 

I would,  therefore,  urge  that  the  Council  be  given 
power  to  act  on  these  matters  which  are  under  very 
active  consideration  at  the  present  time. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  189  ( See  50) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  on  Medical  Policies:  Training  in 
Public  Relations  for  Interns  and  Residents 

Db.  R.  Scott  Howland,  Chemung:  The  second 
resolution  introduced  by  Dr.  Coon  of  Nassau, 
“Training  in  Public  Relations  for  Interns  and 
Residents.”  (See  Section  50) 

Your  committee  recommends  this  in  principle 
and  that  it  be  referred  to  the  Council  for  action. 

Dr.  Norton  S.  Brown,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  lift  (See  56) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  on  Medical  Policies:  Inclusion  of 
Physicians  in  Social  Security  System 

Dr.  R.  Scott  Howland,  Chemung:  The  third 

resolution,  introduced  by  Dr.  Ogden,  of  New  York, 
“Inclusion  of  Physicians  in  Social  Security  System.” 
(See  Section  56) 

Your  reference  committee  has  studied  this  sub- 
ject of  social  security  for  physicians.  It  has  been 
brought  out  under  the  present  law  individuals  who 
have  an  earned  income  of  over  112.50  a week  at  the 
age  of  sixty-five  are  not  eligible  at  that  time  to  re- 
ceive benefits  from  social  security.  It  is  felt  by  this 
committee  that  other  legislation  which  might  prove 
more  favorable  is  pending  at  the  moment,  and  a de- 
cision by  this  Society  might  compromise  better  legis- 
lation. However,  we  feel  that  social  security  should 
not  be  denied  categorically  to  physicians,  but  further 
study  should  be  carried  out  by  the  rank  and  file  of 
physicians  before  this  body  takes  any  definitive 
action.  Therefore,  your  committee  recommends  no 
action  at  this  time  on  this  resolution.  I so  move. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  141  (See  85) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  Medical 

Economic  Information 

Dr.  R.  Scott  Howland,  Chemung:  The  fourth 
resolution  was  submitted  by  Dr.  Weintrob  and  con- 
cerns medical  economic  information.  (See  Section 
85) 

The  committee  agrees  to  the  program  in  principle 
but  is  unable  to  determine  the  cost  of  such  a pro- 
gram. The  committee  recommends  this,  therefore, 
in  principle  and  that  it  be  referred  to  the  Council  for 
action. 

Dr.  Gerald  D.  Dorman,  New  York:  I second  it. 


. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Howland:  I would  like  to  thank  the  mem- 
bers of  my  committee,  Dr.  Kelley,  Dr.  Murray,  Dr. 
Rausch,  and  Dr.  Anderson. 

Vice-Speaker  Williams:  Don’t  you  want  to 
move  the  adoption  of  your  report  as  a whole? 

Dr.  Howland:  Yes,  I move  the  adoption  of  the 
report  as  a whole. 

Dr.  Peter  M.  Murray,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  1J)2  (See  58) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A:  Membership  in  American  Medical 

Association  (Restricted) 

Dr.  George  J.  Lawrence,  Queens:  Your  refer- 
ence committee  considered  the  resolution  intro- 
duced by  Dr.  Adelaide  Romaine  of  New  York 
County  concerning  membership  in  the  American 
Medical  Association . ( See  Section  58 ) 

It  is  the  opinion  of  the  committee  that  these  prin- 
ciples be  reaffirmed,  and  we,  therefore,  approve  the 
resolution.  I move  the  adoption  of  this  portion  of 
the  report. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I second 
it. 

Vice-Speaker  Williams:  You  have  heard  the 
motion  of  the  chairman  of  the  reference  committee, 
calling  for  the  adoption  of  the  resolution,  which  has 
been  seconded.  Is  there  any  discussion? 

Dr.  Peter  M.  Murray,  New  York:  Mr.  Speaker, 
ladies  and  gentlemen,  I think  this  House  of  Dele- 
gates is  entitled  to  a progress  report  on  this  matter 
which  is  before  us  and  has  been  during  the  last  ten 
or  twelve  years  time.  Time  and  again  this  matter 
has  been  discussed,  and  this  House  has  gone  on  record 
as  seeking  means  to  accomplish  this  end.  Finally, 
I believe  we  have  found  a formula,  and  we  now  come 
in  this  resolution  to  report  to  you  unusual  progress 
in  the  solution  of  this  problem.  Already  many 
southern  states  have  removed  these  restrictions,  and 
almost  every  other  southern  state  has  under  con- 
sideration plans  for  that  purpose,  and  this  campaign 
is  being  conducted  on  all  levels. 

Two  or  three  weeks  ago  I talked  with  Dr.  Lull,  and 
he  said  he  had  just  come  from  Alabama  where  he  had 
spent  an  hour  talking  with  the  president  of  the  Ala- 
bama State  Medical  Society  trying  to  seek  the  means 
of  solving  this  problem  for  this  state. 

We  have  made  a great  many  friends  in  the  House 
of  Delegates,  and  I believe  if  we  continue  to  pursue 
this  method  of  persuasion  and  of  education  the  long 
hoped  for  day  will  be  here. 

I suggest  the  approval  of  this  resolution  as  a sort 
of  progress  report  for  the  great  progress  we  are  mak- 
ing toward  the  solution  of  this  problem. 

Vice-Speaker  Williams:  We  are  very  glad  to 
have  this  progress  report,  Dr.  Murray. 

Dr.  Samuel  B.  Burk,  New  York:  For  the  second 
time  in  succession  as  far  back  as  I can  remember 
I am  having  a little  indoor  competition,  a little  in- 
door fun,  with  this  microphone. 

The  various  “whereases”  which  were  part  of  the 
resolution  were  omitted  because  they  are  a redupli- 
cation of  what  was  passed  last  year  in  an  effort  to  get 
the  various  features  that  Dr.  Murray  speaks  about 
across.  Everything  that  he  has  asked  for,  all  his 
recommendations  relating  to  the  “whereases”  are  in- 
cluded. You  are  now  getting  a summary  of  what 
has  transpired  in  the  form  of  the  resolution,  includ- 
ing the  various  “whereases,”  presented  by  Dr. 
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Lawrence.  I assure  you  that  we  are  all  in  accord 
with  Dr.  Murray.  We  hope  that  everything  will  go 
along  as  he  wants  it  to.  It  is  a question  of  educa- 
tion, and  we  are  taking  the  necessary  steps  in  the  re- 
port so  that  educational  progress  will  continue. 
Thank  you! 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  1 43  ( See  78) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A : Establishing  of  General  Practice  Pre- 
ceptorships  in  Medical  Schools 

Dr.  George  J.  Lawrence,  Queens:  Your  refer- 
ence committee  considered  the  resolution  intro- 
duced by  Dr.  James  Arseneau,  of  Wayne  County, 
concerning  the  establishing  of  general  practice  pre- 
ceptorships  in  medical  schools. 

The  committee  recognizes  the  value  and  impor- 
tance of  such  preceptorships  in  the  education  of  the 
medical  student  and  approves  the  ideas  contained 
in  the  resolution.  For  the  sake  of  brevity  and  clar- 
ity the  committee  wishes  to  amend  the  resolution  to 
read  as  follows: 

“Whereas,  the  training  of  the  medical  student 
today  in  the  science  of  medicine  is  of  the  highest 
caliber,  but  that  training  does  not  include  in- 
struction in  the  art  of  practice  nor  in  the  basic 
economics  so  essential  in  modern  society;  and 
“Whereas,  the  value  of  personal  demonstra- 
tion has  always  been  deemed  pre-eminent  in  any 
teaching;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  approve  the  principle  of  pre- 
ceptorship  training  in  general  practice  for  medical 
students;  and  be  it  further 

“Resolved,  that  this  principle  be  referred  to  the 
Council  for  study  and  implementation  in  coordi- 
nation with  the  medical  schools  of  the  State.” 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Reid  R.  Heffner,  Westchester:  I second  it. 
Vice-Speaker  Williams:  This  recommenda- 
tion includes  the  part  we  deferred  in  the  report  of 
the  Reference  Committee  Part  VI,  and  it  is  to  refer 
it  to  the  Council,  is  it  not? 

Dr.  Lawrence:  For  study  and  implementation. 
Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

Dr.  Benjamin  M.  Bernstein,  Kings:  This  whole 
problem  of  general  practice,  even  though  I am  a 
specialist,  is  of  utmost  concern  and  interest  to  me, 
and  it  is  to  all  of  you.  We  passed  two  resolutions 
this  afternoon  to  which  I did  not  get  up  and  raise 
any  objection.  One  was  on  residencies  in  general 
practice.  I don’t  know  what  that  means,  but  in 
talking  it  over  with  one  of  the  general  practitioners  a 
few  minutes  ago  I find  what  they  really  want  is  a 
rotating  internship.  In  other  words,  if  we  made  a 
rotating  internship  obligatory  then  the  intern  would 
have  an  opportunity  of  coming  in  contact  with 
every  branch  of  medicine.  Then  we  passed  a resolu- 
tion which  asked  for  a section  in  hospitals  on  general 
practice.  Well,  that  is  not  what  they  want  at  all. 
They  want  the  opportunity  for  participation  in  the 
care  of  their  patients  both  in  private  rooms  and  in 
the  care  of  patients  on  wards.  Here  again  we  are 
favoring  preceptorships,  which  so  many  of  you  who 
are  older  than  I am  perhaps  have  known  about — 
preceptorships  in  medicine.  Gentlemen,  we  are 
long  past  the  day  of  preceptorships,  and  we  have  gone 
a long  way  in  the  progress  of  teaching  in  the  practice 
of  medicine.  We  talk  about  group  medicine.  We 
applaud  group  medicine.  We  want  group  medicine. 


Group  medicine  includes  general  practice,  doesn’t 
it?  Well,  then,  we  talk  about  the  internist.  The 
internist  is,  in  my  humble  opinion,  with  all  due  re- 
spect to  all  of  the  internists  in  the  room — and  that 
includes  myself — a high  grade  general  practitioner. 
But  after  all  what  we  want  is  the  opportunity  for 
the  intern  to  get  as  broad  as  possible  an  education, 
and  I would  like  to  amend  this  report  by  saying  that 
we  urge  the  Committee  on  Medical  Education  of  the 
American  Medical  Association  to  consider  the  pos- 
sibility of  making  a rotating  internship  a prime  req- 
uisite for  boards  of  any  kind. 

Dr.  Samuel  Leo,  Bronx:  I second  the  amend- 
ment. 

Vice-Speaker  Williams:  The  amendment  is 
open  for  discussion. 

Dr.  Burk:  I will  discuss  that  amendment  from 
the  floor  with  your  permission.  With  all  due  respects 
to  Dr.  Bernstein,  both  of  the  suggestions  made  by  him 
are  out  of  order,  and  I am  raising  that  question  be- 
cause of  the  data  contained  in  the  resolution.  It  re- 
fers to  men  who  have  not  graduated,  not  to  a rotat- 
ing service  in  a hospital  or  to  anything  else. 

Dr.  Lawrence:  The  resolution  refers  to  train- 
ing of  medical  students  before  they  have  graduated, 
not  after,  and  therefore  I agree  with  Dr.  Burk  that 
any  reference  to  interns  or  residents  is  out  of  order 
in  the  discussion  of  this  resolution. 

Vice-Speaker  Williams:  That  being  so,  Dr. 
Bernstein,  if  you  referred  to  an  internship  training 
I will  have  to  rule  your  amendment  out  of  order.  It 
is  not  pertinent  to  the  training  of  a student  before  he 
graduates,  so  the  Chair  would  rule  Dr.  Bernstein’s 
amendment  is  out  of  order. 

Do  I hear  an  objection  to  the  ruling? 

Dr.  Bernstein:  I will  accept  the  ruling  of  the 
chair  to  declare  it  out  of  order.  I would  like  to  say 
every  intern  is  taught  every  branch  of  medicine,  and 
that  includes  all  of  the  practice  of  medicine. 

Vice-Speaker  Williams:  Do  I hear  an  objec- 
tion to  my  ruling  that  the  amendment  is  out  of 
order? 

Chorus:  No. 

Vice-Speaker  Williams:  Hearing  none,  we 
will  revert  back  to  the  recommendation  of  the  refer- 
ence committee.  Is  there  any  further  discussion  of 
the  recommendation  of  the  reference  committee? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  144  (See  54) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  A:  Employment  of  Former  Nazi  Doctor 
in  United  States 

Dr.  George  J.  Lawrence,  Queens:  Your  com- 
mittee considered  the  resolution  introduced  by  Dr. 
Norton  S.  Brown  of  New  York  County  concerning 
the  employment  of  a former  Nazi  doctor  in  the 
United  States. 

The  files  of  New  York  County  Medical  Society 
covering  this  case  were  made  available  to  the  com- 
mittee. These  files  include  a letter  from  Secretary 
of  Air,  Thomas  A.  Finletter,  excerpts  from  those 
parts  of  the  Nuremburg  Trials  concerning  Dr. 
Schreiber,  and  a complete  report  on  the  matter  pub- 
lished in  New  York  Medicine,  the  official  publica- 
tion of  the  New  York  County  Medical  Society,  on 
April  5,  1952. 

It  is  apparent,  from  a thorough  study  of  these 
files,  that  the  following  is  a brief  but  true  review  of 
the  facts  in  the  case: 

Dr.  Schreiber  was  brought  into  this  country  under 
military  custody  because  he  was  possessed  of  certain 
peculiar  information  which  concerned  our  national 
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security.  He  is  not  on  any  Nazi  or  war  crimes  list, 
nor  was  he  a defendant  in  the  Nuremburg  Trials. 
He  did  serve  under  contract  in  certain  nonclassified 
work  at  Randolph  Field. 

This  contract  has  now  expired,  and  Dr.  Schreiber 
is  in  the  custody  of  the  Joint  Chiefs  of  Staff  awaiting 
removal  from  this  country,  which  is  expected  to  oc- 
cur within  the  next  few  weeks.  In  short,  this  whole 
matter  is  one  which  concerns  the  military.  As  such, 
we  have  neither  the  light  nor  the  authority  to  take 
action  other  than  to  condemn  the  atrocious  practices 
mentioned  in  the  resolution. 

Your  committee,  therefore,  recommends  that  no 
other  action  be  taken  on  this  resolution. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Norton  S.  Brown,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Lawrence:  Now  I move  the  adoption  of  the 
report  as  a whole. 

Dr.  Burk  : I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  1 45 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  V : Public  Health  Activities  C 

Dr.  E.  Gordon  Mackenzie,  Dutchess:  Your 

reference  committee  has  reviewed  the  report  of  the 
special  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  and  approves  of  the  actions  of  the 
subcommittee  in  arriving  at  an  agreeable  fee  sched- 
ule. 

Your  reference  committee  commends  the  activi- 
ties of  the  subcommittee  in  furthering  interest  in  the 
problem  of  geriatrics  and  recommends  the  continued 
activity  of  the  committee. 

The  Subcommittees  on  Diabetes  and  Cerebral 
Palsy  have  been  inactive  during  the  past  year.  We 
recommend  that  activity  in  these  fields  shall  be  con- 
tinued. 

In  the  field  of  school  health  your  reference  com- 
mittee heartily  endorses  the  action  of  the  Council 
in  recommending  that  county  medical  societies  shall 
create  committees  on  school  health  and  urges  that 
such  action  shall  be  continued.  The  committee 
commends  the  activity  of  the  chairman  in  furthering 
the  interests  of  the  Society  in  this  field. 

With  respect  to  the  activities  of  the  4-II  Clubs, 
your  reference  committee  recommends  that  the 
Council  shall  give  favorable  consideration  to  any 
request  which  it  may  receive  from  the  4-H  Health 
Committee. 

I move  the  adoption  of  the  committee’s  report  as 
a whole. 

Dr.  D.  V.  Needham,  Onondaga:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  1 46  ( See  116 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Hospital  and  Professional  Relations 

Vice-Speaker  Williams:  There  is  one  portion 
that  we  deferred  from  Dr.  Dorman’s  report  on  the 
Council,  Part  VI. 

Dr.  Gerald  D.  Dorman,  New  York:  That  por- 
tion of  the  report  was  in  connection  wdth  hospital 
and  professional  relations  and  referred  to  the  gen- 
eral practice  part  of  it.  It  was  held  over  pending 
Dr.  Lawrence’s  report.  I will  now  read  this  section 
of  the  report  which  was  held  over: 

Last  year  the  Academy  of  General  Practice  was 
pleased  by  the  backing  of  the  Council  in  approving 


their  threefold  program:  (1)  creation  of  general 

practice  departments  in  hospitals,  (2)  opportunity 
for  advancement  of  the  general  practitioner  on  the 
hospital  staff,  and  (3)  recognition  that  the  general 
practitioner  can  practice  good  medicine  or  surgery 
without  board  membership. 

This  year  they  request  support  on  two  points : ( 1 ) 
the  principle  of  having  a general  practice  section  in 
every  hospital  and  (2)  residencies  in  general  prac- 
tice should  be  set  up  in  some  hospitals  in  the  State. 
These  we  approve. 

They  make  the  further  interesting  suggestion  that 
every  senior  medical  student  be  apprenticed  for  at 
least  one  month  to  a general  practitioner,  prefer- 
ably in  a rural  area,  to  acquaint  him  with  the  prob- 
lems and  pleasures  in  this  field  of  medical  practice. 
We  believe  such  a policy  deserves  a thorough  trial. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  George  G.  Knight,  Rockland:  I second  it. 

Vice-Speaker  Williams:  A motion  to  adopt 

this  portion  of  the  report  has  been  seconded.  Is 
there  any  discussion? 

Dr.  William  B.  Rawls,  New  York:  A point  of 
information — I would  like  to  know  what  they  mean 
by  “residencies  in  general  practice,”  which  was  what 
Dr.  Bernstein  said  a few  moments  ago.  We  have 
taken  this  up  in  New  York  County  quite  some  time 
ago.  I was  on  the  Council  for  Intern  and  Residency 
Training  for  several  years,  and  about  six  years  ago 
I made  a recommendation  at  that  time  that  we  re- 
vert back  to  a two-year  rotating  internship,  and  we 
wrote  all  of  the  various  boards  asking  that  one  year 
out  of  this  two-year  rotating  internship  go  as  credit 
towards  their  boards  if  they  wished  to  continue 
after  that  time  to  specialization,  but  if  they  did  not 
wish  to  continue,  they  would  then  have  a good  basis 
for  general  practice  by  having  had  a two-year  ro- 
tating internship.  I would,  myself,  like  to  ask  what 
they  mean  here  by  a residency  in  general  practice, 
and  why  don’t  we  say  here  a rotating  internship  for 
these  people  to  equip  them  for  general  practice? 
In  fact,  I would  like  to  so  amend  this  report. 

Vice-Speaker  Williams:  Is  this  for  information 
or  amendment? 

Dr.  Rawls:  I said  I would  like  to  amend  this  re- 
port. 

Dr.  Edward  P.  Flood,  Bronx:  I second  that. 

Vice-Speaker  Williams:  The  amendment  has 
been  seconded  to  require  an  internship  in  general 
practice  to  be  a rotating  internship.  Is  that  cor- 
rect? 

Dr.  Rawls:  Instead  of  using  the  term  a residency 
in  general  practice  that  we  recommend  that  a system 
of  a two-year  rotating  internship  be  established  for 
training  general  practitioners. 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion on  the  motion  to  adopt  the  report  as  thus 
amended? 

. . . The  question  being  called,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Dorman:  I now  move  the  approval  of  the 
entire  report  as  amended. 

Dr.  Knight:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  I want  to  thank  Dr. 
Dorman.  That  was  quite  a lengthy  and  contro- 
versial report. 

Speaker  Holcomb:  Members  of  the  House,  we 
have  two  long  reports  to  go  over  tonight.  It  is  ab- 
solutely impossible  to  do  without  a night’s  session. 
I am  sorry,  but  that  is  the  fact.  We  have  Dr. 
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Gamble’s  report  for  the  reference  committee  on  the 
Constitution  and  Bylaws,  which  as  you  know  is  a 
rather  long  report,  and  Dr.  Ezra  Wolff’s  report  for 
the  reference  committee  on  Report  of  the  Council, 
Part  IX,  on  Legislation.  My  proposal  is  that  we 
recess  now,  give  you  a reasonable  amount  of  time  to 
recuperate,  have  dinner,  and  relax — not  too  good  a 


dinner,  perhaps,  but  so  you  will  have  a decent  recess. 
Are  you  in  favor  of  8 or  8:30? 

Chorus:  Eight. 

Speaker  Holcomb:  Those  in  favor  of  8:30  will 
say  “aye”;  now  those  in  favor  of  8 will  say  “aye.” 
That  means  we  will  recess  until  8 o’clock,  gentlemen. 
. . . The  session  recessed  at  5:20  p.m.  . . . 


EVENING  SESSION 

Tuesday,  May  13,  1952 


The  session  convened  at  8:30  p.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

The  Chair  wall  now  entertain  the  report  of  Dr. 
Gamble  for  the  Committee  on  Constitution  and  By- 
law's. Gentlemen,  may  I make  one  remark?  We 
have  tw'o  long  reports  to  hear  tonight,  but  if  we  give 
these  reports  close  attention,  I think  we  can  facili- 
tate matters  and  get  this  proceeding  through  in  a 
reasonable  length  of  time. 

Section  147  (See  8, 17, 164, 167, 169) 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws 

Dr.  Thomas  O.  Gamble,  Albany:  Mr.  Speaker 
and  members  of  the  House,  your  Reference  Com- 
mittee on  Constitution  and  Bylaws  has  a lengthy  re- 
port. However,  our  duties  have  been  greatly  eased 
by  the  full  and  informative  report  of  the  Council 
Committee  on  Constitution  and  Bylaws.  We  com- 
mend the  members  of  the  Council  committee  and 
recommend  that  their  report  as  printed  in  the 
Journal  be  received  by  this  House.  I so  move. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  I will  read  each  proposed  amend- 
ment with  the  comments  of  the  Council  committee 
and  the  recommendations  of  our  committee.  The 
Speaker  has  informed  me  that  a vote  will  be  taken  on 
each  amendment  before  proceeding  to  the  next. 

Sections  referred  to  are  from  the  Minutes  of  the 
House  of  Delegates  of  the  1951  Annual  Meeting, 
New'  York  State  Journal  of  Medicine,  Sep- 
tember 1,  1951,  Part  II. 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  43) — Original  introduced  by  Dr.  David 
MacFarland,  Oneida  County. 

Subject:  ELECTION  OF  NOMINATING 

COMMITTEE 

Resolved,  that  Chapter  XI,  Section  4,  of  the  By- 
law's of  the  Medical  Society  of  the  State  of  New' 
York  be  amended  so  that  the  first  sentence  shall 
read,  “The  Nominating  Committee  shall  consist 
of  nine  members,  each  elected  annually  by  a dis- 
trict branch.”  The  amended  Chapter  XI,  Section 
4,  of  the  Bylaws  wrill  then  read: 

“The  Nominating  Committee  shall  consist  of 
nine  members,  each  elected  annually  by  a dis- 
trict branch.  It  will  be  the  duty  of  this  com- 
mittee to  propose  and  nominate  members  of  the 
Society  for  all  vacancies  to  be  filled  at  the  annual 
meeting  of  the  House  of  Delegates  succeeding 
their  appointment.  These  recommendations  shall 
be  made  to  the  House  of  Delegates  in  the  same 
manner  as  prescribed  in  Chapter  8,  Section  2,  of 
the  Bylaws.” 


The  goal  at  which  this  resolution  is  aimed,  in  the 
opinion  of  your  committee,  is  to  have  a Nominat- 
ing Committee  not  appointed  by  the  president  but 
rather  elected  by  the  membership  on  a geographic 
distribution  basis.  Theoretically  this  would 
appear  to  be  a very  sound  method.  From  a prac- 
tical point  of  view,  however,  the  members  of  the 
Nominating  Committee  must  be  thoroughly  ac- 
quainted with  the  men  active  in  the  State  Medical 
Society  affairs  who  have  the  interest,  time,  and 
talents  for  the  offices  for  which  they  may  be  nom- 
inated. Such  men,  your  committee  feels,  could 
not  be  best  selected  by  direct  election  from  the 
membership  on  a geographic  distribution  basis. 
Furthermore,  your  committee  feels  that  not  all  of 
the  district  branches  throughout  the  State  are  suf- 
ficiently well  organized  and  supported  to  be  as- 
signed this  important  function.  In  addition,  our 
Society  has  had  an  official  Nominating  Committee 
for  but  tw'o  years,  and  your  committee  feels  that  a 
further  trial  of  the  present  method  should  be 
given  before  still  other  changes  are  made. 

Your  committee  recommends,  therefore,  the  dis- 
approval of  the  adoption  of  this  amendment. 

Your  reference  committee  recommends  the  dis- 
approval of  this  amendment,  and  I so  move. 

Dr.  Gerald  D.  Dorman,  New  York:  I second 
it. 

Speaker  Holcomb:  Is  there  any  comment  or 
suggestion? 

Dr.  Harold  B.  Davidson,  New  York:  I would 
like  to  support  the  action  of  the  reference  committee 
in  this  because  there  are  too  many  sections  in  the 
State  where  the  district  branches  are  sufficiently 
disorganized  and  sufficiently  inactive.  If  you  will 
remember  the  report  earlier  in  this  House  about  the 
small  attendance  and  the  small  interest  at  the  meet- 
ings of  the  district  branches,  it  certainly  should  be 
supported.  I think  that  that  Nominating  Com- 
mittee in  the  hands  of  the  president,  which  has  only 
been  functioning  for  two  years,  should  have  a further 
chance  of  functioning  and  proving  itself  before  the 
Bylaw's  are  amended  again  with  another  change. 

. . . There  being  no  further  discussion,  the  motion 
wTas  put  to  a vote  and  was  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  78) — Original  introduced  by  Dr.  Joseph 
C.  O’Gorman,  Erie  County 
Subject:  AUTHORITY  OF  COUNCIL 
A.  Resolved,  that  the  sentence  in  Section  1(a) 
of  Chapter  IV  of  the  Bylaw's  of  the  Medical  So- 
ciety of  the  State  of  New  York,  now'  reading  as 
follow's:  “Its  resolutions  and  actions  shall  be  deci- 
sive and  final  except  that  all  resolutions  and  ac- 
tions of  the  Council  are  subject  to  review,  recon- 
sideration, and  action  by  the  House  of  Delegates,” 
be  changed  to  read  “Its  resolutions  and  actions 
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shall  at  all  times  be  subject  to  the  approval  of  the 
House  of  Delegates”;  and  be  it  further 

B.  Resolved,  that  Chapter  IV,  Section  5,  of  the 
Bylaws  be  amended  by  deletion  of  the  sentence, 
“It  shall  also  have  the  power  to  legislate  as  a 
House  of  Delegates,  when  the  latter  is  not  in  ses- 
sion, on  all  matters  consistent  with  the  Constitu- 
tion and  Bylaws.” 

This  amendment  consists  of  two  parts.  We 
shall  consider  each  of  them  individually. 

A.  Your  committee  feels  that  this  resolution,  if 
adopted,  would  make  it  mandatory  for  every  res- 
olution of  the  Council  to  be  approved  by  the 
House.  As  the  Constitution  and  Bylaws  now 
stand,  “all  resolutions  and  actions  of  the  Council 
are  subject  to  review,  reconsideration,  and  action 
by  the  House  of  Delegates.” 

Your  committee  recommends  the  disapproval  of 
the  adoption  of  this  amendment. 

B.  The  adoption  of  this  resolution,  your  com- 
mittee feels,  would  give  the  Council  no  power  to 
act  for  the  Society  in  the  interim  between  the 
sessions  of  the  House  of  Delegates.  This  would 
make  the  workings  of  the  Society  impossible. 

Your  committee  recommends  the  disapproval  of 
the  adoption  of  this  amendment. 

Your  reference  committee  recommends  disap- 
proval of  this  amendment,  and  I so  move. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  163) — Original  introduced  by  Dr.  Leo 
Larkin,  Tompkins  County. 

Subject:  PUBLIC  RELATIONS  COMMIT- 
TEE OF  THE  COUNCIL  OF  THE  MEDI- 
CAL SOCIETY  OF  THE  STATE  OF  NEW 

YORK 

A.  Resolved,  that  Chapter  IV,  Section  9,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  so  that,  following  the  letter  “1” 
the  words  “Public  Relations”  shall  replace  the 
words  “Medical  Publicity,”  and  be  it  further 

B.  Resolved,  that  Chapter  IV,  Section  10,  of 
the  Bylaws  be  amended  so  that  in  its  last  sentence 
the  letter  “k”  shall  directly  precede  the  word 
“and”  and  so  that  the  letter  “1”  shall  be  inserted 
immediately  following  the  word  “and”;  also  by 
adding,  following  the  last  sentence  of  this  Section 
10  of  Chapter  IV  of  the  Bylaws,  the  following, 
“The  Public  Relations  Committee  shall  consist  of 
a chairman  and  nine  other  members  and  shall  be 
representative  of  the  State  as  a whole.” 

Your  reference  committee  recommends  the  ap- 
proval of  this  amendment,  provided  the  latter  part 
of  the  sentence  “and  shall  be  representative  of  the 
State  as  a whole”  be  deleted,  and  the  following  sub- 
stituted, “One  member  to  be  selected  from  each  of 
the  nine  district  branches.” 

I move  that  this  amendment  as  revised  be  ap- 
proved. 

President  Kenney:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  65) — Original  introduced  by  Dr.  George 
A.  Burgin,  Herkimer  County. 

Subject:  INCREASE  IN  MEMBERSHIP  OF 
THE  PUBLIC  RELATIONS  COMMITTEE 


Resolved,  that  Chapter  IV,  Section  10,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  the  addition  of  “1”  to  the  list 
in  the  last  sentence  of  the  section.  This  sentence 
would  then  read,  “The  membership  of  committees 
shall  not  exceed  three,  including  the  chairman, 
except  the  committee  or  committees  in  charge  of 
activities  (a),  (b),  (d),  (f),  (i),  (k),  and  (1),  and 
Section  10  would  read: 

“Committees  of  the  Council  may  include  other 
members  of  the  Society  and  shall  be  appointed  by 
the  president  subject  to  the  approval  of  the  Coun- 
cil. Each  committee  shall  include  at  least  one 
member  of  the  Council  who  shall  be  chairman, 
except  that  he  need  not  be  chairman  for  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
(b),  and  (f),  Chapter  IV,  Section  9,  of  the  Bylaws. 
The  membership  of  committees  shall  not  exceed 
three,  including  the  chairman,  except  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
(b),  (d),  (f),  (i),  (k),  and  (1),  Chapter  IV,  Section 
9 of  the  Bylaws.” 

These  two  amendments  both  deal  with  the 
Public  Relations  Committee. 

The  one  amendment  we  have  already  acted  upon. 
That  merely  changed  the  name  of  the  committee 
from  Medical  Publicity  to  Public  Relations,  and  we 
shall  consider  them  in  two  parts. 

1.  Part  A of  Resolution  (Section  163) — This 
portion  changes  only  the  name  of  the  Medical 
Publicity  Committee  to  Public  Relations. 

We  have  already  acted  upon  that. 

2.  Part  B of  Resolution  (Section  163)  and 
Resolution  (Section  65) — In  view  of  the  impor- 
tance of  the  work  of  the  Public  Relations  Com- 
mittee, and  in  the  light  of  the  size  of  its  budget  in 
proportion  to  the  over-all  budget  of  the  Society, 
and  furthermore  to  assure  that  the  committee’s 
deliberations  and  conclusions  reflect  the  opinions 
of  the  membership  in  as  broad  as  possible  a fashion, 
your  committee  is  in  favor  of  enlarging  the  Public 
Relations  Committee  to  a chairman  and  nine 
members.  The  amendment  so  amended  wrould 
read:  “The  Public  Relations  Committee  shall 
consist  of  a chairman  and  nine  other  members.” 

Your  committee  recommends  the  adoption  of 
this  amendment  as  amended. 

Your  reference  committee  recommends  the  ap- 
proval of  this  amendment,  and  I so  move. 

Dr.  George  Schwartz,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution,  1951  House  of  Delegates  (Section 
82) — Introduced  by  Dr.  Joseph  C.  O’Gorman, 
Erie  County. 

Subject:  COUNCIL  MEMBERSHIP 

Resolved,  that  Chapter  III,  Section  2,  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  the  addition  of  the  following 
sentence:  “Six  of  these  12  members  elected  by  the 
House  of  Delegates  shall  be  physicians  engaged  in 
the  general  practice  of  medicine,  two  to  be  elected 
annually.” 

In  the  consideration  of  this  amendment,  your 
committee  became  ensnared  in  the  definition  of 
general  practice,  and  review  of  the  roster  of  the 
present  councillors,  and  their  types  of  practice, 
to  the  best  of  the  knowledge  of  the  committee, 
showed  a fair  distribution  between  general  prac- 
titioners and  specialists.  Your  committee  con- 
cluded that  the  background  of  the  councillors 
cannot  be  a constitutional  edict. 
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Your  committee,  therefore,  recommends  the 
disapproval  of  the  adoption  of  this  amendment. 
Your  reference  committee  also  recommends  the 
disapproval  of  this  resolution.  I so  move. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution,  1951  House  of  Delegates  (Section 
199)— The  1951  Reference  Committee  on  Constitu- 
tion and  Bylaws  recommended  that  the  word 
“Vice-Chairman”  be  inserted  after  the  word 
“Chairman”  in  Chapter  12,  Section  1 of  the 
Bylaws. 

This  amendment  would  allow  all  scientific  sec- 
tions to  have  a vice-chairman. 

Your  committee  recommends  the  adoption  of 
this  amendment  to  the  Bylaws. 

Your  reference  committee  recommends  the  adop- 
tion of  this  amendment,  and  I so  move. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  94) — Original  introduced  by  Dr.  Thomas 
F.  McCarthy,  Bronx  County. 

Subject:  CHANGE  IN  THE  ORDER  OF 
BUSINESS  AT  SESSIONS  OF  THE  HOUSE 
OF  DELEGATES 

Resolved,  that  Chapter  II,  Section  8,  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  amended  so  that,  following  the  figure 
“2,”  the  word  “Invocation”  shall  replace  the 
words,  “Report  of  Reference  Committee  on  Cre- 
dentials”; and  so  that  following  the  figure  “3” 
the  words  “National  anthem”  shall  replace  the 
words  “Report  by  the  secretary  as  to  the  presence 
or  absence  of  quorum”;  by  having  the  figure  “4” 
followed  by  the  words  “Report  of  Reference  Com- 
mittee on  Credentials”;  and  by  replacing  the  se- 
quence of  figures  “3”  through  “18”  bv  the  figures 
“5”  through  “20.” 

The  Section  will  then  read: 

“The  following  shall  be  the  order  of  business  at 
the  sessions  of  the  House  of  Delegates : 

1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  anthem. 

4.  Report  of  Reference  Committee  on  Cre- 

dentials. 

5.  Report  by  the  secretary  as  to  the  presence 

or  absence  of  quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meet- 

ing by  title. 

8.  Report  of  the  president. 

9.  Address  by  the  president-elect. 

10.  Report  of  the  Board  of  Censors. 

1 1.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 

delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment.” 

Your  committee  feels  that  comment  on  the  amend- 


ment is  hardly  necessary  and  heartily  approves  of 
the  adoption  of  this  amendment. 

Your  reference  committee  approves  the  adoption 
of  this  amendment,  and  I so  move. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  34) — Original  introduced  by  Dr.  William 
B.  Rawls,  New  York  County. 

Subject:  CREATION  OF  JUNIOR  MEM- 
BERSHIP 

Resolved,  that  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  to  create  the  classification  of  junior 
membership;  and  be  it  further 

Resolved,  that  the  following  amendments  shall 
be  enacted  to  effect  this  change: 
CONSTITUTION:  Article  II,  “Membership,” 
shall  be  amended  to  read,  “The  membership  in 
this  Society  shall  be  divided  into  four  classes:  (a) 
junior,  (b)  active,  (c)  retired,  (d)  honorary.” 
Article  IX,  “Funds,”  shall  be  amended  by  add- 
ing, at  the  end  of  the  first  sentence,  the  following, 
“but  the  dues  or  assessments  of  each  junior  mem- 
ber shall  be  one-half  the  amount  levied  on  each 
active  member,”  so  that  this  Article  IX  shall  then 
read:  “Funds  shall  be  raised  by  annual  per  capita 
dues  or  assessment  on  each  component  county 
society  at  a uniform  per  capita  rate  throughout 
the  State,  but  the  dues  or  assessment  of  each 
junior  member  shall  be  one-half  the  amount 
levied  on  each  active  member.  Funds  may  also  be 
raised  in  any  other  manner  approved  by  the  House 
of  Delegates  or  by  the  Council  when  the  said 
House  of  Delegates  shall  not  be  in  session. 

“The  approval  of  the  Council  and  of  the  Board 
of  Trustees  shall  be  necessary  for  the  expenditure 
of  any  funds  of  the  Society.” 

BYLAWS:  Chapter  I,  “Membership,”  Section 
1,  the  first  sentence,  shall  be  amended  to  read, 
“The  junior  and  active  members  shall  be  all  the 
junior  and  active  members  in  good  standing  of  the 
component  county  medical  societies,”  the  re- 
mainder of  Section  1 to  remain  the  same. 

Chapter  I shall  be  further  amended  so  that  Sec- 
tion 7 shall  read,  “Junior  members  shall  be  those 
members  who  have  graduated  from  medical  col- 
lege not  more  than  five  calendar  years.  Junior 
members  shall  not  be  entitled  to  receive  any  of  the 
official  publications  of  the  Society.  They  shall 
automatically  become  active  members  five  years 
after  graduation  from  medical  college,”  and  by 
changing  the  heading  of  the  present  Section  7 to 
read  “Section  8,”  and  be  it  further 

Resolved,  that,  through  provisions  in  the  regula- 
tions of  the  Malpractice  Insurance  and  Defense 
Board,  junior  members  shall  have  the  privilege  of 
applying  for  malpractice  group  insurance. 

Your  committee  is  aware  of  the  importance  of 
encouraging  the  young  men  in  the  profession  to 
affiliate  with  our  Society.  Some  . component 
county  societies  already  have  some  such  types  of 
membership.  Your  committee  feels  that  this 
should  be  extended  further  at  the  county  level. 
To  set  up  a scaling  of  dues  and  to  extend  malprac- 
tice and  defense  benefits  to  these  men  at  these 
rates,  your  committee  does  not  deem  feasible. 

Therefore,  your  committee  recommends  the 
disapproval  of  the  adoption  of  this  amendment. 
Your  reference  committee  does  not  agree  with  the 
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Council  committee  in  its  reasons  for  disapproving  the 
proposed  amendment  for  the  creation  of  junior 
memberships.  Our  committee  approves  the  creation 
of  junior  memberships,  but  we  cannot  approve  the 
resolution  as  it  is  now  worded  for  the  following 
reasons: 

(а)  We  believe  that  junior  members  should  be- 
come eligible  for  active  membership  upon  entering 
the  private  practice  of  medicine  and  that  no  speci- 
fied time,  such  as  the  proposed  five  years,  should  be 
set. 

(б)  We  believe  that  junior  members  should  re- 
ceive the  Journal  but  not  the  Directory. 

( c ) Except  for  the  privilege  of  applying  for  mal- 
practice group  insurance  the  resolution  fails  to  de- 
fine further  rights  and  privileges  of  such  junior 
memberships.  We  have  been  informed  that  such  de- 
finitives are  necessary  if  malpractice  insurance  is  to 
be  available. 

We  disapprove  the  amendment  in  its  present 
form,  and  I so  move. 

Dr.  Abraham  Koplowitz,  Kings:  I second  it. 

Speaker  Holcomb:  You  have  heard  the  recom- 
mendation of  the  reference  committee  calling  for  dis- 
approval of  the  amendment  in  its  present  form.  Is 
there  discussion? 

Dr.  William  B.  Rawls,  New  York:  This  ref- 
erence committee  report  says  that  it  disapproves  of 
this  resolution  in  its  present  form.  A great  many  of 
you  here  have  been  advocating  and  have  been  talk- 
ing about  getting  younger  people  interested  in  the 
State  Medical  Society  and  in  the  county  medical 
societies.  I know,  and  I am  looking  at  some  of  you 
who  have  gone  to  medical  schools — I have  myself — 
and  talked  to  senior  medical  students  on  the  econom- 
ics of  medicine.  I know  that  we  have  tried  to  in- 
culcate in  these  boys  our  viewpoint  on  the  practice  of 
medicine  and,  gentlemen,  to  turn  down  and  pass 
over  for  another  year  an  opportunity  for  these  men 
somehow,  in  some  way,  to  be  admitted  to  the  State 
Society  and  to  have  some  protection  and  some  in- 
terest in  it,  and  to  sell  them  the  idea  that  they  are  a 
part  of  this  Society,  I think  would  be  a great  mis- 
take. 

I feel  that  if  we  are  to  counteract  the  influence  that 
is  being  wielded  over  these  boys  in  certain  fields,  in 
certain  medical  education  if  you  wish,  we  are  miss- 
ing a great  opportunity.  I do  not  believe  that  we 
should  pass  it  up  tonight  and  try  to  take  and  pass  it 
over  and  refuse  to  recommend  it  in  its  present  form. 
I think  that  is  a great  mistake.  Therefore,  I move 
that  this  be  referred  back  to  the  reference  committee 
with  the  recommendation  that  they  bring  in  some 
recommendation  as  to  how  this  can  be  accomplished. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
that. 

Speaker  Holcomb:  Dr.  Rawls  moved  that  this 
be  referred  back  to  the  reference  committee.  Is  that 
motion  seconded? 

Dr.  Samuel  Z.  Freedman,  New  York:  I believe 
it  was,  but  if  not,  I will  second  it. 

Speaker  Holcomb  : Is  there  any  discussion  on  the 
motion  to  refer? 

Dr.  Koplowitz:  Mr.  Speaker,  since  our  chairman 
is  waiting  for  one  of  the  committee  to  say  some- 
thing, I want  to  say  now  we  are  entirely  in  sympathy 
with  everything  that  Dr.  Rawls  has  said.  The  com- 
mittee feels  that  if  this  can  be  worded  right,  we 
would  like  to  see  it  passed  at  this  session  so  that 
next  year  it  can  be  made  part  of  our  laws.  I don’t 
think  I can  quarrel  with  Dr.  Rawls’s  motion  because 
if  he  can  get  busy — after  all  it  is  his  baby — to  word 
it  so  that  it  can  become  one  of  our  regulations  and 
rules  or  part  of  our  Constitution  and  Bylaws,  I am 


sure  that  Dr.  Gamble  and  his  committee  will  be  glad 
to  take  very  quick  action  and  report  tomorrow  morn- 
ing. 

Dr.  Gerald  D.  Dorman,  New  York:  I am  speak- 
ing in  favor  of  Dr.  Rawls’s  amendment.  It  is  very 
important  to  these  younger  men  that  some  action  be 
taken  on  this  thing.  The  reference  committee 
agrees  with  the  purpose  of  this  amendment,  and  to 
just  table  it  entirely  and  put  it  off  for  another  year 
is  a slap  absolutely  right  in  the  face  of  these  younger 
men  who  have  asked  us  to  come  to  the  medical 
schools  and  help  them  with  the  junior  A.M.A.  and 
with  the  junior  membership  that  they  are  entitled 
to  and  that  they  want  to  take  advantage  of.  I 
strongly  recommend  that  you  vote  to  have  this  re- 
committed and  redrawn  so  that  it  can  be  passed  at 
this  session. 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Speaker  and 
members  of  the  House,  I want  to  speak  against  re- 
committing this.  I think  that  the  major  obstacle  to 
the  creation  of  a junior  membership  has  been  over- 
looked up  to  now.  We  have  had  no  members  of  the 
State  Society  up  to  the  present  who  joined  the  State 
Society  directly.  They  are  all  members  of  the 
county  societies  who  by  virtue  of  their  membership 
in  the  county  society  then  become  members  of  the 
State  Society.  A lot  of  the  county  societies  have  no 
equivalent  of  a junior  membership,  and  you  can 
imagine  what  a secretarial  problem  would  be  created 
if  these  junior  members  became  members  of  the 
State  Society.  When  they  became  eligible  for  full 
membership,  they  would  then  have  to  go  and  join 
their  county  society,  and  the  transfer  could  not  be  an 
automatic  one  since  they  have  not  been  on  the  roll 
of  the  county  society.  Therefore,  I suggest  that  this 
motion  to  refer  back  should  be  defeated  and  the 
main  motion  defeated  for  the  reason  I have  stated. 

Speaker  Holcomb  : I will  recognize  Dr.  Williams 
because  he  was  the  chairman  of  the  Council  com- 
mittee who  reviewed  this  particular  portion. 

Vice-Speaker  Williams:  I would  like  to  call  to 
your  attention  a portion  of  the  report  of  the  Council 
Committee  on  Constitution  and  Bylaws.  I read  for 
emphasis:  “Your  committee  is  aware  of  the  impor- 
tance of  encouraging  the  young  men  in  the  profession 
to  affiliate  with  our  Society.  Some  component 
county  societies  already  have  some  such  types  of 
membership.  Your  committee  feels  that  this  should 
be  extended  further  at  the  county  level.  To  set  up  a 
scaling  of  dues  and  to  extend  malpractice  and  de- 
fense benefits  to  these  men  at  these  rates,  your  com- 
mittee does  not  deem  feasible.” 

That  was  our  report  to  you  which  the  reference 
committee  has  had  at  its  disposal  today.  In  addi- 
tion, I call  to  your  attention  the  resolution  brought 
before  the  House  today  to  be  considered  next  year 
on  junior  membership.  About  the  only  changes  are 
that  the  junior  membership  shall  not  extend  five 
years  as  it  was  in  this  one,  but  it  only  lasts  as  long  as 
he  is  a resident — and  you  know  how  chronic  resi- 
dency is  getting  to  be  nowadays. 

The  other  thing  that  I would  like  to  say  is  that 
there  is  a question  of  what  publications  shall  he  re- 
ceive, because  it  costs  us  money  to  furnish  these.  The 
resolution  that  we  are  to  consider  next  year  said 
they  should  receive  the  Journal  and  not  the  Direc- 
tory. The  resolution  before  you  now  introduced  last 
year  said  they  receive  none.  I recommend  to  your 
attention  the  report  of  the  Council  Committee  on 
Constitution  and  Bylaws. 

Thank  you! 

Dr.  Harold  B.  Davidson,  New  York:  It  seems  to 
me  that  the  people  who  spoke  against  the  referral 
gave  the  very  best  reasons  for  referring  this  back  to 
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the  committee.  Unfortunately,  unless  there  is  a 
State  provision  for  junior  membership,  the  county 
societies  cannot  take  them  in.  We  have  been  bat- 
tling with  this  for  several  years  in  New  York  County, 
and  we  must  have  some  recognition  from  the  State 
for  these  junior  members. 

As  far  as  the  expense  of  the  junior  members,  it  is  a 
pittance  compared  to  the  expense  of  not  taking  them 
in.  To  be  perfectly  honest  with  you,  we  are  doing  it 
more  for  ourselves  than  for  them.  It  costs  us  much 
more  money  and  much  more  time  and  much  more 
trouble  in  our  electioneering  than  to  have  the  people  in 
our  fold  who  should  have  been  junior  members  of  their 
county  and  state  societies  but  who  are  taken  up  by 
the  various  groups  which  are  stimulated  from  the 
outside  of  medicine  where  they  are  indoctrinated  in 
all  the  principles  against  which  we  stand,  and  they 
can’t  get  into  our  societies  so  we  can  teach  them.  I 
don’t  think  it  makes  any  difference  whether  they  are 
residents  or  in  their  first  few  years  of  practice.  The 
point  is  that  we  have  them  within  our  fold  and 
within  the  fold  of  organized  medicine.  In  the  re- 
commital  the  question  of  whether  it  is  a directory,  or 
whether  it  is  a magazine,  or  whether  it  is  a couple  of 
dollars  here  or  there,  or  a few  thousand  dolllars  for 
the  Society,  I don’t  think  has  any  serious  importance 
anywhere  near  compared  to  the  importance  of  hav- 
ing these  men  who  cannot  get  into  organized  medi- 
cine in  their  counties  or  the  State,  in  our  member- 
ship. Remember  the  counties  cannot  do  it  unless 
there  is  some  provision  about  the  State  dues  being 
remitted  because  practically  no  county  society  can 
afford  to  pay  the  State  dues  when  they  do  not  get 
the  dues  from  these  members.  I think  this  is  one  of 
the  most  serious  propositions  before  us  and  offers  one 
of  the  greatest  chances  for  us  to  do  a large  pioneering 
job  in  bringing  young  men  into  our  own  fold  instead 
of  keeping  them  out  and  having  them  indoctrinated 
by  outside  forces.  You  have  all  seen  the  magazines 
that  go  out  to  these  interns.  You  have  all  seen  the 
forces  working  against  us,  every  one  of  you,  and  you 
know  what  is  working  against  us.  We  must  have 
them  in  even  if  it  costs  money,  and  I think  the  ex- 
pense will  be  comparatively  little  and  the  return  we 
will  get  will  be  great. 

Speaker  Holcomb:  Members  of  the  House,  the 
motion  before  the  House  is  to  refer  the  amendment 
back  to  the  reference  committee  for  study.  Are  you 
ready  for  the  question? 

. . . The  question  was  called,  and  the  motion  was 
carried  . . . 

Speaker  Holcomb  : It  goes  back  to  the  reference 
committee. 

Dr.  Gamble:  I would  like  to  say  for  the  reference 
committee  that  I hope  you  all  realize  we  are  thor- 
oughly in  favor  of  a junior  membership,  but  I con- 
sulted Mr.  Wanvig,  and  he  said  it  would  not  be  pos- 
sible to  extend  insurance  benefits  to  these  people 
unless  the  resolution  was  properly  drawn  up.  I 
spoke  to  Dr.  Rawls  last  evening,  but  he  did  not  see 
fit  to  write  another  resolution — 

Dr.  Rawls:  You  did  not  speak  to  me  yesterday. 

Dr.  Gamble:  Yes,  I did. 

Dr.  Rawls:  No. 

Dr.  Gamble  : I will  take  it  up  with  you  later. 

Speaker  Holcomb:  The  Chair  would  suggest 
that  Dr.  Rawls  meet  with  the  committee  before  they 
report  on  this  referral.  Will  you  do  so,  Dr.  Rawls? 

Dr.  Rawls:  I would  be  very  glad  to. 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 

(Section  44) — Original  introduced  by  Dr.  David 

MacFarland,  Oneida  County. 


Subject:  ELECTION  OF  COUNCILLORS 

Resolved,  that  Chapter  III,  Section  2,  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  adding  to  its  second  para- 
graph, after  the  first  sentence,  the  following, 
“The  tenure  of  office  for  councillors  shall  be 
limited  to  the  two  consecutive  terms.  However,  a 
councillor  who  has  served  more  than  one  term 
shall  be  eligible  for  re-election  following  a lapse  of 
three  years  or  more  after  the  end  of  his  term  as 
councillor.”  The  amended  Bylaw,  Chapter  III, 
Section  2,  wall  then  read: 

“The  president,  the  president-elect,  the  vice- 
president,  the  secretary,  the  assistant  secretary, 
the  treasurer,  the  assistant  treasurer,  the  speaker, 
and  the  vice-speaker  of  the  House  of  Delegates 
shall  be  elected  for  one  year  or  until  their  suc- 
cessors have  been  duly  chosen. 

“Four  members  of  the  Council  shall  be  elected 
annually  for  a term  of  three  years.  The  tenure 
of  office  for  councillors  shall  be  limited  to  two  con- 
secutive terms.  However,  a councillor  who  has 
served  more  than  one  term  shall  be  eligible  for  re- 
election  following  a lapse  of  three  years  or  more 
after  the  end  of  his  terms  as  councillor.  In  the 
event  of  a vacancy  a councillor  shall  be  elected  for 
the  unexpired  term.” 

Your  committee  feels  that  this  amendment 
would  operate  for  a mandatory  “turnover”  of  « 
councillors  at  the  sacrifice  of  talent.  The  optimum 
of  balance  between  new  blood  obtained  and  talent  i 
retained  can  best  be  obtained  by  the  present  j] 
method  Math  the  encouragement  of  free  nomina-  i 
tions  from  the  floor  and  contacting  the  nominating  i 
committee  under  our  present  method  of  proceed-  1 
ings. 

Therefore,  your  committee  recommends  the 
disapproval  of  the  adoption  of  this  amendment. 

Your  reference  committee  recommends  that  this 
amendment  be  disapproved,  and  I so  move. 

Dr.  Abraham  Koplowitz,  Kings:  I second  it. 

. . . There  being  no  discussion,  tne  motion  was  put  f 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution,  1951  House  of  Delegates  (Section 
127) — Introduced  by  Dr.  Edwin  L.  Harmon, 
Westchester  County. 

At  the  1951  meeting  of  the  House  of  Delegates, 
it  was  voted  to  refer  to  the  Council  for  study,  con-  ; 
sideration,  and  action  the  resolution: 

“That  the  Medical  Society  of  the  State  of  New  i 
York  require  as  a condition  for  membership  in  the  | 
Society  and  in  its  component  county  societies  the  ' 
signing  and  filing  of  an  oath  of  allegiance  to  the  i 
government  of  the  United  States  (a  loyalty 
oath).” 

The  Council  referred  it  to  this  committee  and 
the  legal  counsel. 

Your  committee  is  of  the  opinion  that  the  I 
loyalty  of  the  men  in  the  Society  and  in  the  prac- 
tice of  the  profession  in  this  State  can  well  be 
taken  for  granted.  Our  Society  is  not  established 
to  police  the  loyalty  of  its  members.  As  our  legal 
counsel  has  advised  us  against  including  any  such 
loyalty  oath  in  our  Constitution,  your  committee, 
therefore,  does  not  reconunend  the  introduction  of 
such  an  amendment  at  this  time. 

Your  reference  committee  recommends  that  this 
amendment  be  disapproved,  and  I so  move. 

. . . After  discussion,  a substitute  motion  was  lost 
to  refer  this  report  back  to  the  reference  commit- 
tee. . . . 

. . . After  further  discussion,  it  was  voted  to  dis- 
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approve  the  recommendation  of  the  reference  com- 
mittee and  to  approve  the  proposition,  as  referred  by 
the  House  of  Delegates  in  1951  to  the  Council  and 
amended,  to  the  effect  that  a loyalty  oath  be  taken 
and  “that  it  be  worded  that  any  person,  before  ad- 
mission to  the  Medical  Society  of  the  State  of  New 
York,  must  give  an  oath  of  allegiance  to  uphold  the 
Constitution  of  the  United  States  before  he  can  be- 
come a member,  and  that  any  person  who  is  now  a 
member  of  this  Society  should  be  required  to  give 
such  an  oath  within  one  year  from  the  date  of  its 
adoption.”  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  66) — Original  introduced  by  Dr.  John  C. 
Kinzly,  Niagara  County. 

Subject:  INCREASE  IN  THE  PERSONNEL 
OF  THE  MALPRACTICE  INSURANCE  AND 
DEFENSE  BOARD 

Whereas,  Chapter  XI,  Section  2,  of  the  By- 
laws reads,  “A  special  committee,  to  be  known  as 
the  Malpractice  Insurance  and  Defense  Board, 
consisting  of  five  members,  including  a chairman, 
shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council.  Five  members  of  the  com- 
mittee shall  be  appointed  in  1946  for  one,  two, 
three,  four,  and  five  years,  respectively,  and  there- 
after one  new  member  shall  be  appointed  each 
year  to  serve  five  years.  Vacancies  for  any  cause 
shall  be  filled  for  the  unexpired  term  by  appoint- 
ment by  the  president  with  the  approval  of  the 
Council.  The  secretary,  treasurer,  legal  counsel, 
and  indemnity  representative  shall  be  ex  officio 
members  of  the  committee  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to 
study  and  supervise,  on  behalf  of  the  Society,  all 
matters  having  to  do  with  malpractice  insurance 
and  defense” ; now  therefore  be  it 

Resolved,  that  the  word  “five”  in  the  first  sen- 
tence be  changed  to  the  word  “seven,”  that  the 
second  sentence  be  replaced  by  “seven  members 
shall  be  appointed  in  1952  for  one,  two,  three, 
four,  five,  six,  and  seven  years,  respectively  and 
thereafter  one  new  member  shall  be  appointed 
each  year  to  serve  seven  years,”  and  be  it  further 

Resolved,  that  the  amended  Section  2 of  Chapter 
XI  of  the  Bylaws  will  then  read  as  follows:  “A 
special  committee  to  be  known  as  the  Malpractice 
Insurance  and  Defense  Board,  consisting  of  seven 
members,  including  a chairman,  shall  be  ap- 
pointed by  the  president,  with  the  approval  of  the 
Council.  Seven  members  shall  be  appointed  in 
1952  for  one,  two,  three,  four,  five,  six,  and  seven 
years,  respectively,  and  thereafter  one  new  mem- 
ber shall  be  appointed  each  year  to  serve  seven 
years.  Vacancies  for  any  cause  shall  be  filled  by 
the  president  with  the  approval  of  the  Council. 
The  secretary,  treasurer,  legal  counsel,  and  in- 
demnity representative  shall  be  ex  officio  members 
of  the  committee  with  voice  but  without  vote.  It 
shall  be  the  duty  of  the  committee  to  study  and 
supervise,  on  behalf  of  the  Society,  all  matters 
having  to  do  with  malpractice  insurance  and  de- 
fense.” 

Your  committee  would  like  to  recommend  that 
the  Malpractice  Insurance  and  Defense  Board  be 
enlarged  from  five  to  seven  members,  these  seven 
members  to  each  serve  a term  of  five  years.  The 
amendment  your  committee  offers  would  there- 
fore read  as  follows: 

“A  special  committee  to  be  known  as  the  Mal- 
practice Insurance  and  Defense  Board,  consisting 
of  seven  members,  including  a chairman,  shall  be 


appointed  by  the  president,  with  the  approval  of 
the  Council.  Seven  members  shall  be  appointed 
in  1952:  one  for  one  year;  two  for  two  years; 
one  for  three  years;  two  for  four  years;  and  one 
for  five  years  respectively,  and  thereafter  vacancies 
at  expiration  of  term  of  office  of  any  member  shall 
be  filled  by  appointment  by  the  President,  with  the 
approval  of  the  Council,  for  a term  of  five  years. 
Vacancies  for  any  other  cause  shall  be  filled  for  the 
unexpired  term  by  the  President  with  the  ap- 
proval of  the  Council.  The  secretary,  treasurer, 
legal  counsel,  and  indemnity  representative  shall 
be  ex  officio  members  of  the  committee  with  voice 
but  without  vote.  It  shall  be  the  duty  of  the  com- 
mittee to  study  and  supervise,  on  behalf  of  the 
Society,  all  matters  having  to  do  with  malpractice 
insurance  and  defense.” 

Your  committee  recommends  the  approval  of  this 
amendment  as  amended,  and  I so  move. 

Dr.  Abraham  Koplowitz,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Continuing: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  52) — Original  introduced  by  Dr.  James 
R.  Reuling,  Queens  County. 

Subject:  PROPOSED  AMENDMENT  TO 
BYLAWS  CONCERNING  HOUSE  OF  DELE- 
GATES 

Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  elects  dele- 
gates to  the  American  Medical  Association; 
and 

Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  adopts 
memorials  and  resolutions  which  are  introduced 
into  the  House  of  Delegates  of  the  American  Medi- 
cal Association;  and 

Whereas,  these  memorials  and  resolutions  are 
intended  to  influence  the  policies  of  the  American 
Medical  Association ; and 

Whereas,  it  would  be  an  impossible  situation  if 
delegates  were  elected  to  the  American  Medical 
Association  and  memorials  and  resolutions  at- 
tempting to  influence  the  policies  of  the  American 
Medical  Association  were  adopted  by  individuals 
who  are  not  even  members  of  the  American  Medi- 
cal Association;  therefore,  be  it 

Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  that  its 
Constitution  and  Bylaws  be  amended  to  provide 
that  no  one  shall  be  eligible  for  membership  in  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  unless,  in  addition  to  the  pres- 
ent requirements,  he  is  a member  in  good  standing 
of  the  American  Medical  Association;  and  be  it 
further 

Resolved,  that  the  amendments  necessary  to 
carry  out  this  resolution  be  as  follows: 

Bylaws,  Chapter  II,  “House  of  Delegates,” 
Section  2. — At  the  end  of  the  first  sentence  change 
the  period  to  a comma  and  add , ‘ ‘or  in  the  American 
Medical  Association,”  so  that  the  amended  By- 
laws, Chapter  II,  Section  2,  shall  read,  “A  delegate 
to  this  Society  shall  not  be  considered  in  good 
standing  or  entitled  to  vote  in  the  House  of  Dele- 
gates if  the  component  county  medical  society  by 
which  he  wras  elected  is  in  default  of  the  payment 
of  any  dues  or  assessments  imposed  by  the  House 
of  Delegates,  and  said  county  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under 
sentence  of  suspension  imposed  by  the  House  of 
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Delegates,  or  if  such  delegate  is  not  in  good  stand- 
ing in  this  Society,  or  in  the  component  count}’ 
medical  society  to  which  he  belongs,  or  in  the 
American  Medical  Association.  The  term  of  a 
delegate  elected  by  a county  medical  society 
shall  begin  at  the  first  annual  meeting  of  the  House 
of  Delegates  subsequent  to  his  election.” 

Your  committee  has  not  approved  of  recom- 
mending this  as  a future  amendment  to  the  By- 
laws. Disapproval  is  concurred  in  by  the  Coun- 
sel. 

Your  reference  committee  does  not  recommend 
that  this  amendment  be  disapproved,  but  we  do  be- 
lieve that  action  be  postponed  until  a more  com- 
plete legal  opinion  is  secured.  Therefore,  we  rec- 
ommend that  this  amendment  be  referred  back  to 
the  Council  for  study.  I so  move. 

Dr.  Gerald  D.  Dorman-,  New  York:  I second 
it. 

Speaker  Holcomb:  The  motion  to  refer  back  to 
the  Council  is  now  open  for  discussion.  Are  you 
ready  for  the  question? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Speaker  Holcomb  : It  will  be  referred  back  to  the 
Council  for  study. 

Section  11+8  ( See  59) 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws : Establishment  of  Session  on  Legal  Medi- 
cine 

Dr.  Thomas  O.  Gamble,  Albany:  There  were 
two  resolutions  referred  to  our  committee,  one  in- 
troduced by  Dr.  J.  Homer  Cudmore,  “Establish- 
ment of  Session  on  Legal  Medicine.”  I will  not  read 
the  “whereases”: 

“Resolved,  that  it  will  be  for  the  interest  of  the 
medical  profession  to  establish  a Session  on  Legal 
Medicine  as  a part  of  the  scientific  sessions  at  the 
annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York.” 

Your  reference  committee  believes  that  there  is  a 
place  for  forensic  medicine  in  our  Society.  How- 
ever, we  do  not  feel  competent  to  decide  the  details 
of  its  inclusion.  Therefore,  we  recommend  that  this 
resolution  be  referred  to  the  Council.  I so  move. 

Dr.  A.  H.  Aaron,  Erie:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  11+9  ( See  61) 

Report  of  Reference  Committee  on  Constitution 
and  Bylaws : Revision  of  Bylaws  of  Seventh  Dis- 
trict Branch 

Dr.  Thomas  O.  Gamble,  Albany:  The  second  res- 
olution was  introduced  by  Dr.  Homer  J.  Knicker- 
bocker, “Revision  of  Bylaws  of  Seventh  District 
Branch”: 

“Whereas,  the  present  bylaws  of  the  Seventh 
District  Branch  are  obsolete  and  unworkable; 
and 

“Whereas,  the  present  bylaws  require  the  pre- 
sentation at  an  annual  meeting  of  any  amend- 
ments thereto  on  which  voting  may  not  occur 
until  some  ensuing  annual  meeting,  thus  requiring 
at  least  two  years  for  the  adopting  of  any  changes; 
and 

“Whereas,  such  delay  will  inhibit  proposed 
immediate  activities  of  the  said  district  branch; 
therefore  be  it 

“ Resolved , that  this  House  of  Delegates  author- 


ize, on  majority  vote  of  the  component  county 
societies,  the  immediate  cancellation  of  the  exists 
ing  bylaws  of  said  district  branch  and  the  im- 
mediate preparation  of  new  bylaws,  which  after 
approval  by  the  Medical  Society  of  the  State  of 
New  York  be  submitted  to  the  component  county 
medical  societies  of  said  district  branch;  and  be 
it  further 

“ Resolved , that  when  said  new  bylaws  shall  have 
been  approved  by  a majority  of  the  component 
county  medical  societies  of  the  said  Seventh  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York,  they  shall  become  adopted  as  of  the 
date  of  the  last  approval  by  a county  medical 
society  of  the  Seventh  District  Branch  and  go  into 
effect  at  once.” 

Your  Reference  Committee  refers  the  Seventh 
District  Branch  to  Section  2,  Article  XI,  of  our  Con- 
stitution which  reads,  “Each  district  branch  may 
adopt  a constitution  and  bylaws  for  its  government 
and  may  amend  the  same;  but  before  becoming  ef- 
fective they  shall  be  approved  by  the  Council.  They 
must  be  consistent  with  the  Constitution  and  By- 
laws of  this  Society,  etc.” 

Our  committee  has  no  constitutional  right  to  ap- 
prove this  resolution;  therefore,  we  recommend  it  be 
disapproved.  I so  move. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
it. 

Speaker  Holcomb  : Is  there  discussion? 

Dr.  Homer  J.  Knickerbocker,  Ontario:  This 
resolution  concerns  only  the  Seventh  District 
Branch.  The  present  bylaws,  as  stated,  are  obsolete 
and  unworkable.  We  want  them  cancelled  so  that 
we  may  immediately  proceed  to  the  development  of 
something  which  will  be  workable  and  something 
which  can  be  used  at  the  next  district  meeting  if  it  is 
possible  to  get  it  through  the  various  county  socie- 
ties. The  gist  of  the  whole  thing  is  we  want  to  get 
rid  of  our  present  district  bylaws  and  get  some  new 
ones,  and  I hope  you  will  let  us  do  it. 

Speaker  Holcomb:  Is  there  further  discus- 

sion 

Dr.  Gamble  : We  are  in  thorough  sympathy  with 
Dr.  Knickerbocker.  However,  I again  read  to  you 
from  the  Constitution  and  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Article  XI,  Sec- 
tion 2,  under  District  Branches:  “Section  2.  Each 
district  branch  may  adopt  a constitution  and  bylaws 
for  its  government  and  may  amend  the  same;  but 
before  becoming  effective  they  shall  be  approved  by 
the  Council.”  I don’t  see  how  we  can  do  this  with- 
out a constitutional  amendment. 

Dr.  John  J.  Masterson,  Past-President:  All  the 
Seventh  District  Branch  has  to  do  is  to  call  a meeting 
and  pass  a resolution  to  amend  their  constitution 
and  bylaws  or  an  entirelv  new  set  of  bylaws,  and  send 
those  bylaws  to  the  Council  for  their  approval. 
That  is  all  that  is  necessary. 

Speaker  Holcomb:  That  is  just  a question  of 
clarification  that  has  been  given. 

Dr.  Knickerbocker:  The  situation  is  that  we 
don’t  want  to  wait  two  years,  which  we  would  have 
-to  do  if  we  did  not  delete  our  present  bylaws.  There 
is  no  way  of  getting  rid  of  them  unless  we  wait  the 
full  two  years.  We  want  the  House  of  Delegates 
to  give  us  that  privilege  alone.  That  is  all  we  ask. 

Dr.  Abraham  Koplowitz,  Kings:  And  where  do 
you  get  the  idea  it  takes  two  years? 

Vice-Speaker  Williams:  That  is  what  I was 
going  to  say  as  chairman  of  the  Council  Committee 
on  Constitution  and  Bylaws.  I think  Dr.  Knicker- 
bocker labors  under  a delusion  if  he  thinks  it  takes 
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two  years.  All  he  has  to  do  is  to  send  a new  constitu- 
tion and  bylaws  to  the  Council  and  have  them  ap- 
proved after  the  counties  in  that  district  have  ap- 
proved them.  The  Council  will  refer  it  to  the  Com- 
mittee on  Constitution  and  Bylaws,  we  will  read  it, 
the  secretary  will  read  it  for  verbiage,  the  counsel 
will  review  it,  and  at  the  next  meeting  of  the  Council 
we  will  offer  it  to  the  Council  for  approval.  Gentle- 
men, he  is  now  asking  us  to  do  something  that  is  un- 
constitutional. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Speaker  Holcomb:  Members  of  the  House,  we 
have  one  more  committee  report  which  we  should 
consider  tonight.  There  are  three  more  reports,  two 
of  which  are  short,  that  is,  Dr.  Flood’s  report  and 
Dr.  Shea’s,  which  includes  the  blood  bank  and  which 
is  somewhat  controversial,  and  then  the  Reference 
Committee  on  Reports  of  the  Treasurer,  Trustees, 
and  Finance,  Dr.  McGarvey,  I think  we  can  carry 
on  tomorrow;  but  I believe  that  we  should  consider 
Dr.  Wolff’s  report  on  the  Council,  Part  IX,  Legisla- 
tion, tonight. 

The  Chair  recognizes  Dr.  Bauer  before  we  get  off 
the  Constitution  and  Bylaws. 

Section  150 

Objection  Raised  re  Procedure  Followed  on  Amend- 
ments to  Constitution  and  Bylaws 

Dr.  Louis  H.  Bauer,  Past-P resident:  Before  we 
get  off  the  Constitution  and  Bylaws  I would  like  to 
recite  a little  gripe  I have.  According  to  the  Con- 
stitution and  Bylaws,  amendments  to  the  Bylaws  are 
introduced  in  the  House,  must  lay  on  the  secretary’s 
table  for  one  year,  when  they  are  reconsidered  by  the 
House.  The  purpose  of  that  is  that  all  county  so- 
cieties shall  have  an  opportunity  to  know  what  is  in 
these  proposed  changes,  and  discuss  them,  and  if 
they  desire  instruct  their  delegates  wrhether  to  vote 
for  or  against  them. 

There  is  nothing  in  the  Bylaw's  that  says  the 
Council  has  anything  whatever  to  do  with  proposed 
amendments  to  the  Bylaw's  of  this  Society.  There  is 
such  a provision  with  reference  to  the  bylaws  of  dis- 
trict branches,  and  occasionally  like  the  last  res- 
olution here  of  Dr.  Reuling’s  it  w'as  referred  back 
to  the  Council  for  further  study,  in  which  case  they 
can  refer  it  to  anybody  they  please;  but  I do  not 
think  that  the  Council  has  any  business  referring 
Bylaws  w'hich  are  introduced  at  one  of  these  meet- 
ings for  the  information  of  the  delegates  and  of  the 
county  societies  to  bring  in  recommendations  about 
them.  It  is  strictly  none  of  their  business.  It  is  a 
matter  for  the  House  of  Delegates,  and  the  House  of 
Delegates  and  the  county  societies  only. 

Speaker  Holcomb:  Thank  you,  Dr.  Bauer. 

The  Chair  will  turn  to  our  Vice-Speaker  to  hear 
the  report  of  Dr.  Wolff  on  Council,  Part  IX,  Legisla- 
tion. 

Section  151  (See  13,26) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Legislation 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Speaker  and 
members  of  the  House,  the  Reference  Committee  on 
the  Report  of  the  Council,  Part  IX,  concerned  with 
Legislation,  has  carefully  reviewed  the  published  re- 
ports of  the  Council  Committee  on  Legislation  and 
the  resume  of  instructions  of  the  1951  House  to  the 
Council,  in  so  far  as  these  concern  legislative  mat- 
ters. 

Of  the  objectives  attained  by  the  Legislation  Com- 
mittee, the  most  outstanding  this  year  was  the 


enactment  into  law'  of  the  Metcalf-Hatch  bill  which 
diverts  a hitherto  wasted  supply  of  experimental 
animals  into  fruitful  channels  for  the  advancement 
of  science  and  the  good  of  mankind. 

This,  however,  does  not  complete  our  responsi- 
bility in  the  matter,  as  indicated  by  the  warning 
voiced  by  the  Legislation  Committee  that  next  year 
we  must  guard  against  crippling  amendments. 

May  we  of  the  reference  committee  further  sug- 
gest that  it  is  the  duty  of  the  profession  as  a whole  to 
assure  proper  enforcement  of  safeguards  against 
abuse  of  animals  obtained  through  this  law.  This 
includes  careful  supervision  of  experiments  to  see 
that  they  are  conducted  in  a humane  manner,  the 
setting  up  of  regulations  for  provision  of  proper  ani- 
mal cages  and  care,  and  the  elimination  of  wasteful, 
purposeless,  and  obviously  fruitless  experiments  to 
which  a larger  supply  of  animals  may  possibly  give 
rise. 

I move  the  approval  of  this  section  of  the  report, 
Mr.  Speaker. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  wras  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Wolff:  A second  notable  success  was  the  de- 
feat of  the  chiropractic  bill.  We  may  well  feel  proud 
that  we  have  maintained  our  obligation  to  the  public 
by  steadfastly  opposing  the  legislation  of  unscientific 
doctrines  which  we  have  every  reason  to  believe  are 
detrimental  to  public  welfare.  The  reference  com- 
mittee urges  that  we  continue  to  fight  without  com- 
promise against  this  recurrent  threat,  regardless  of 
how'  frequently  it  may  be  posed,  and  under  what- 
ever guise  it  may  manifest  itself. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  James  A.  Lynch,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Wolff:  The  committee  has  likewise  taken 
cognizance  of  the  fact  that  many  of  our  legislation 
objectives  have  failed  of  attainment.  Those  which 
have  been  defeated  in  committees  or  on  the  floor  of 
the  Legislature  cannot  be  classed  solely  as  our  own 
failures  since  there  are  many  forces  that  interact  in 
this  arena  of  varying  interests. 

The  reference  committee  noted  that  in  the  ‘'Re- 
sume of  Instructions”  of  the  1951  House,  which  ap- 
peared in  the  published  reports,  there  were  several 
instances  in  which  mandates  of  the  House  concerning 
legislation  were  apparently  not  carried  out  by  the 
Council.  Careful  check  of  the  original  minutes  of  the 
1951  House  of  Delegates  meeting,  however,  showed 
that  in  each  instance  the  instruction  was  permissive 
and  not  obligatory,  and  the  Council  had  acted 
within  the  limits  prescribed. 

There  was  some  feeling  among  several  who  spoke 
before  the  reference  committee  that  the  Council  was 
not  as  sensitive  to  the  desires  of  the  House  as  it 
should  have  been.  We  are  of  the  opinion  that  this 
has  been,  in  the  main,  because  of  ambiguity  in  the 
wording  of  instructions  and  in  some  degree  also  be- 
cause of  the  exigencies  of  legislative  expediency. 

To  bolster  the  confidence  which  the  House  must 
have  in  its  interim  substitute,  the  Council,  we  urge 
that  specific  instructions  of  the  former  to  the  latter 
be  pursued  with  vigor,  promptness,  and  a minimum 
of  alteration.  Any  onus  which  may  attach  to  the 
outcome  of  such  matters  will  then,  and  properly,  be 
the  responsibility  of  the  House  itself. 

In  matters  in  which  the  House  is  disposed  to  rely 
on  the  discretion  of  the  Council  it  should  clearly  in- 
dicate this  disposition  in  its  instructions.  This  will 
obviate  any  possible  misconception  as  to  intent. 
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Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  George  J.  Lawrence,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Wolff:  We  have  had  several  resolutions 
which  were  referred  to  us,  twelve  in  number. 

Speaker  Holcomb:  Right. 

Vice-Speaker  Williams:  Make  yourselves  com- 
fortable, gentlemen. 

Section  152  ( See  31) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Tax  Exemption  re  Physicians  in  Muni- 
cipal and  Voluntary  Hospitals 

Dr.  Ezra  A.  Wolff,  Queens:  The  first  one  con- 
cerns “Tax  Exemption  re  Physicians  in  Municipal 
and  Voluntary  Hospitals,”  introduced  by  Dr. 
Samuel  Schneierson,  and  the  body  of  the  resolution 
reads: 

“Resolved,  that  an  effort  be  made  to  obtain  an 
additional  $2,500  annual  tax  exemption  under  the 
Internal  Revenue  Law  for  physicians  serving  with- 
out remuneration  on  the  staffs  and  in  the  dispen- 
saries of  voluntary  and  municipal  hospitals.” 

While  it  was  felt  that  this  proposition  would  be 
more  desirable  than  a proposed  direct  government 
subsidy  to  clinic  physicians,  since  the  latter  plan 
would  supply  marginal  aid  and  attract  marginal 
physicians,  the  committee  believes  that  this  method 
of  obtaining  physicians  for  manning  clinics  would  be 
ineffectual.  The  resolution  is,  therefore,  disap- 
proved. 

I move  the  adoption  of  this  recommendation  of  the 
reference  committee. 

Dr.  Morris  Weintrob,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  .... 

Section  153  ( See  73) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Commendation  of  the  Efforts  of  Cer- 
tain Legislators  Toward  the  Enactment  of  Legisla- 
tion Sponsored  by  the  Medical  Society  of  the  State 
of  New  York 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  Henry  E.  McGarvey,  “Com- 
mendation of  the  Efforts  of  Certain  Legislators  To- 
ward the  Enactment  of  Legislation  Sponsored  by  the 
Medical  Society  of  the  State  of  New  York,”  the 
body  of  which  resolution  states: 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York,  through  appropriate  channels, 
express  its  appreciation  to  Senator  Seymour 
Halpern  and  Assemblyman  Malcolm  Wilson  for 
their  effort  in  promoting  the  legislation  fostered 
by  it  and  advise  them  that  reintroduction  of 
similar  bills  at  the  next  session  of  the  State  Legis- 
lature shall  be  endorsed  and  actively  supported.” 
The  reference  committee  feels  that  legislation  such 
as  is  proposed  here  is  desirable,  but  that  it  would 
have  much  more  favorable  treatment  at  the  hands 
of  the  Legislature  if  the  base  of  support  for  it  were 
broadened  by  having  law  enforcement  agencies  in- 
troduce and  sponsor  it.  The  resolution  is  approved. 
I move  the  adoption  of  this  recommendation. 

Dr.  Edwin  L.  Harmon,  Westchester:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Section  154  ( See  63) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Free  Choice  of  Insurance  Plan 

Dr.  Ezra  A.  Wolff,  Queens:  The  next  resolution 
is  one  on  “Free  Choice  of  Insurance  Plan,”  intro- 
duced by  Dr.  George  Lawrence.  It  states: 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  to  cause  the  introduction  in  the  1953 
session  of  the  New  York  State  Legislature  of  a bill 
similar  to  the  Condon-Rabin  Bill  of  1952  (Sen. 
Int.  2416,  Ass.  Int.  2745),  and  to  work  actively  for 
its  passage.” 

This  is  approved.  The  House  will  note  that 
while  the  Council  is  directed  to  take  positive  action, 
some  latitude  is  allowed  by  the  wording  for  varying 
the  bill  to  meet  possible  legislative  objectives.  I 
move  the  approval  of  this  recommendation. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
it. 

Vice-Speaker  Williams:  Is  there  discussion  on 
the  recommendation  of  the  reference  committee, 
which  is  before  you,  and  which  carries  with  it  ap- 
proval of  the  resolution? 

Dr.  Herbert  S.  Ogden,  New  York:  That  con- 
stitutes a mandate,  does  it  not? 

Dr.  Wolff:  Yes,  sir,  very  specifically. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Section  155  (See  42) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Free  Choice  of  Plan  in  Voluntary 
Health  Insurance 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  Morris  Weintrob,  “Free  Choice 
of  Plan  in  Prepaid  Voluntary  Health  Insurance.” 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  at  the  1953 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (Condon-Rabin)  and  work  actively 
for  its  passage.” 

This  resolution  practically  duplicates  in  subject  | 
matter  as  well  as  intent  the  one  just  presented,  and 
it  is  approved  in  principle.  I move  the  adoption  of 
this  recommendation. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  156  ( See  62) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Free  Choice  of  Physician 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  George  Lawrence,  “Free  Choice 
of  Physician,”  reading  the  body: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  again  go  on  record  as  being  in  favor 
of  the  principle  of  free  choice  of  physician  in  all 
prepaid,  voluntary  health  insurance  plans;  and 
be  it  further 

“Resolved,  that  the  House  of  Delegates  instruct 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  to  cause  the  introduction  in  the  1953 
session  of  the  Legislature  of  the  State  of  New  York 
of  a bill  similar  to  the  Panken  Bill  of  1952  (Sen. 
Int.  1082)  and  to  work  actively  for  its  pas- 
sage.” 
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Here,  again,  is  a direct  mandate  for  positive  action 
but  with  some  leeway  allowed  in  carrying  it  out. 
The  resolution  is  approved. 

I move  the  adoption  of  this  recommendation  of  the 
reference  committee. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  157  (See  43) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Free  Choice  of  Physician 

Dr.  Ezra  A.  Wolff,  Queens:  The  next  is  a res- 
olution introduced  by  Dr.  Aaron  Kottler,  “Free 
Choice  of  Physician,”  reading: 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  cause  the  introduction  at  the 
1953  session  of  the  Legislature  of  the  State  of  New 
York  of  a like  bill  (similar  to  Senate  Int.  1082  of 
the  1952  session)  and  work  actively  for  its  pas- 
sage.” 

This  resolution  introduced  at  the  behest  of  the  co- 
ordinating council  of  the  five  New  York  City  county 
societies  is  essentially  the  same  as  the  previous  one, 
and  its  principle  is  approved  by  the  reference  com- 
mittee. 

I move  the  adoption  of  this  recommendation. 

Dr.  Thomas  0.  Gamble,  Albany:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  158  (See  44) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Free  Choice  of  Physician  and  Free 
Choice  of  Plan  in  Voluntary  Health  Insurance 

Dr.  Ezra  A.  Wolff,  Queens:  This  is  a resolution 
introduced  by  Dr.  Aaron  Kottler,  and  again  con- 
cerns “Free  Choice  of  Physician.”  I shall  read  it  in 
its  entirety: 

“Whereas,  voluntary  prepayment  plans  of  in- 
surance to  cover  the  costs  of  medical  care  have,  in 
some  instances,  contained  provisions  of  contracts 
constituting  infringements  upon  the  practice  of 
medicine,  notably  as  regards  the  free  choice  of 
physician,  and  with  reference  to  certain  groups  of 
employes,  and  in  other  instances  where  the  pro- 
visions of  the  contract  have  been  conducive  to 
corporate  practice  of  medicine;  and 

“Whereas,  one  bill  known  as  the  Panken  Bill 
providing  for  free  choice  of  physician  in  such 
plans  and  another  bill  known  as  the  Condon- 
Rabin  Bill  providing  for  free  choice  of  plans  were 
introduced  in  the  last  session  of  New  York  State 
Legislature  and  failed  of  action;  therefore  be  it 
hereby 

“Resolved,  that  the  above-mentioned  legislation 
be  studied  by  the  Medical  Society  of  the  State  of 
New  York  along  with  all  other  legislation  having 
to  do  with  contractual  provisions,  with  a view  to 
decision  as  to  action  which  the  Society  may  ad- 
visedly take  to  conserve  the  best  interests  of  the 
medical  profession;  and  be  it  further 

“ Resolved , that  a comprehensive  report  of  find- 
ings be  submitted  in  the  form  of  a report  pub- 
lished in  New  York  State  Journal  of  Medicine 
not  later  than  the  time  of  the  147th  Annual  Meet- 
ing, by  the  agency  of  the  Society  to  which  the  sub- 
ject is  referred.” 

This  resolution  was  introduced  at  the  instance  of 
the  New  York  State  Chapter  of  the  American 
Academy  of  General  Practice.  It  is  designed  to 
broaden  our  approach  to  desirable  legislation  con- 


cerning medical  insurance  plans,  and  its  adoption 
may  well  lead  to  fruitful  accomplishment.  The  ref- 
erence committee  approves  this  resolution. 

I move  its  approval. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  159  (See  39) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Injunction  Bill 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  Ben  A.  Borkow,  “Injunction 
Bill,”  which  states: 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  reintroduction  at  the  1953 
session  of  the  Legislature  of  the  State  of  New  York 
of  a like  bill  (similar  to  Senate  Int.  94  of  the  1949 
session)  and  work  actively  for  its  passage.” 
Discussion  on  this  resolution  before  the  reference 
committee  elicited  the  information  that  practically 
every  licensed  profession  other  than  medicine  is  pro- 
tected by  an  injunction  law  against  infringement  on 
the  part  of  unlicensed  individuals.  The  medical  pro- 
fession should  have  no  less  protection.  The  resolu- 
tion is  approved. 

I move  its  approval. 

Dr.  George  J.  Lawrence,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  160  (See  46) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Hospital  Practice  of  Medicine 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  Abraham  Koplowitz,  “Hospital 
Practice  of  Medicine”: 

“Whereas,  hospitals  are  engaged  in  the  practice 
of  medicine  through  the  medium  of  hiring  physi- 
cians, particularly  in  the  fields  of  anesthesiology, 
pathology,  roentgenology,  and  physiotherapy,  and 
in  some  instances  hiring  full-time  surgeons,  in- 
ternists, and  other  specialists  on  a salary  basis; 
and 

“Whereas,  some  hospitals  are  collecting  fees 
from  private  patients  for  the  services  rendered  by 
these  hired  physicians,  at  a profit  to  the  hospitals ; 
be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  of  the 
Friedman  Bill  (Senate  Int.  2402^49),  which  was 
passed  by  the  State  Senate  at  the  1949  session  of 
the  Legislature  of  the  State  of  New  York,  this  bill 
being  designed  legally  to  prohibit  any  hospital 
from  practicing  medicine  as  defined;  and  be  it 
further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  work  actively  for  its  passage.” 

Elimination  of  the  third  paragraph  of  the  pre- 
amble renders  this  resolution  less  liable  to  attack 
on  the  grounds  of  not  being  factual.  It  states  that 
this  practice  is  both  unethical  and  illegal.  The 
principle  is  one  we  have  long  supported  and  often  re- 
affirmed. 

We  approve  the  resolution  with  the  suggested 
amendment,  and  I so  move. 

Dr.  .Abraham  Koplowitz,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 
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Section  161  (See  37) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Evaluation  of  Legislative  Activities 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  Solomon  Schussheim,  “Evalua- 
tion of  Legislative  Activities,”  which  I shall  read  in 
its  entirety: 

“Whereas,  resolutions  were  approved  by  the 
House  of  Delegates  requesting  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  to  cause 
the  introduction  of  necessary  bills  to  the  State 
Legislature  and  actively  work  for  their  passage: 
and 

“Whereas,  these  resolutions  were  finally  intro- 
duced as  bills  in  the  State  Legislature;  and 

“Whereas,  these  bills  failed  of  passage  in  the 
State  Legislature;  now  be  it.  hereby 

“ Resolved , that  a special  committee  be  ap- 
pointed by  the  president  of  the  Medical  Society  of 
the  State  of  New  York  to  evaluate  the  activities 
of  the  Legislation  Committee  and  the  Albany 
office  of  the  Executive  Officer;  and  be  it  further 

“Resolved,  that  a study  be  made  by  this  com- 
mittee as  to  the  feasibility  of  a different  approach 
to  our  legislative  program  which  may  insure 
satisfactory  results.” 

The  reference  committee  is  convinced  that  our 
positive  results  in  attaining  desirable  legislative  ac- 
tion fall  far  short  of  our  hopes  and  our  require- 
ments. Whether  this  derives  from  faulty  direction 
by  the  House,  in  asking  for  results  impossible  of  ac- 
complishment, or  whether  our  failure  can  be  at- 
tributed to  the  mechanism  of  approach  is  not  evi- 
dent. We  feel  that  this  resolution,  authorizing  a 
broad  study  of  the  entire  legislative  program,  is  in 
no  way  condemnatory.  Members  of  the  reference 
committee,  the  chairman  of  the  Council  Committee 
on  Legislation,  and  the  Executive  Officer  of  the  So- 
ciety all  agree  that  it  may  have  constructive  re- 
sults. 

The  resolution  is  approved,  and  I wish  now  to  move 
for  its  adoption. 

Dr.  Samuel  Z.  Freedman,  New  York:  I will 
second  that  motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Section  162  (See  45) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Practice  of  Psychiatry 

Dr.  Ezra  A.  Wolff,  Queens:  On  the  resolution 
introduced  by  Dr.  Irving  Sands,  of  Kings  County,  on 
the  subject  “Practice  of  Psychiatry,”  the  body  of  the 
resolution  reads: 

“Resolved,  that  the  Legislature  of  the  State  of 
New  York  be  requested  to  protect  the  public  in- 
terest further  by  strengthening  the  Education 
Law,  accomplishing  this  by  specifically  including 
mental  and  nervous  diseases  within  the  meaning 
of  the  law,  confining  the  diagnosis  and  treatment 
of  such  conditions  to  duly  licensed  physicians; 
and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  cause  to  be  introduced  a bill  (similar 
to  Senate  Int.  1836  in  the  year  1949)  carrying  out 
the  intent  of  this  resolution  and  actively  work  for 
its  passage.” 

The  reference  committee  has  considered  the  prob- 
lem encompassed  by  this  resolution  at  extreme 
length.  We  have  had  the  benefit  of  consultation 
with  Dr.  Sam  Parker,  director  of  psychiatry  for  the 
City  of  New  York,  and  Dr.  Morris  Herman,  presi- 


dent of  the  New  York  Society  for  Clinical  Psychia- 
try, representatives  of  psychiatrists’  organizations, 
whose  total  membership  exceeds  1,100  physicians  in 
New  York  City. 

The  difficulty  is  a knotty  one  and  incapable  of 
solution  at  this  time.  The  committee  is  unanimous 
in  feeling  that  a study  should  be  made  to  formulate 
a definition  of  medical  practice,  for  proposed  inclu- 
sion in  the  Medical  Practice  Act,  that  would  un- 
equivocally include  mental  and  nervous  diseases 
within  the  meaning  of  the  Act. 

For  this  purpose  it  is  recommended  that  the  mat- 
ter be  referred  to  an  appropriate  Council  committee 
for  implementation.  We  have  been  assured  that  we 
will  have  the  benefit  of  consultation  with  and  eager 
cooperation  of  the  major  psychiatric  associations  in 
arriving  at  a satisfactory  answer. 

I move  the  adoption  of  this  recommendation,  Mr. 
Speaker. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  163  (See  86) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX : Chiropractic 

Dr.  Ezra  A.  Wolff,  Queens:  This  is  a resolution 
introduced  by  Dr.  Joseph  A.  Geis  on  the  subject  of 
chiropractic,  and  its  body  states: 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  oppose  any  bills  for  the  licensing  of 
chiropractors  and  other  eultists;  and  be  it  fur- 
ther 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  measures  to  secure  the  coopera- 
tion of  all  interested  persons  and  groups  in  op- 
posing any  bills  to  license  chiropractors  and  other 
eultists;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  with  the  assistance  of  such  other 
persons  and  groups,  develop  and  conduct  a pro- 
gram for  the  education  of  the  people  of  the  State 
of  New  York  in  the  dangers  of  cult  practice.” 

The  committee  strongly  and  unanimously  ap- 
proves this  resolution,  which  we  hope  will  serve  as  a 
credo  in  presenting  our  uncompromising  opposition 
to  unqualified  practitioners  of  any  phase  of  the  heal- 
ing arts. 

I move  the  adoption  of  this  recommendation  of  the 
reference  committee. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . 

Vice-Speaker  Williams:  Let  us  note  for  the 
record  that  that  was  unanimously  approved. 

Dr.  Wolff:  In  completing  my  report  I want  to 
extend  my  warm  thanks  for  the  unhesitating  co- 
operation of  my  committee  members,  Drs.  Nelms, 
Berlinghof,  Bromberg,  and  Freedman,  of  the  chair- 
man of  the  Council  Committee  on  Legislation,  Dr. 
Geis,  and  several  other  members  of  his  committee,  of 
the  Executive  Officer  of  the  Society,  Dr.  Smith,  with 
his  intimate  knowledge  of  the  mechanisms  of  legis- 
lation, and  of  the  clerical  staff  for  their  dispatch  and 
accuracy  in  readying  this  prolonged  report.  I also 
want  to  thank  the  House  for  its  forebearance  in 
hearing  me  through.  I move  the  adoption  of  this 
portion  of  the  report,  and  the  adoption  of  the  report 
as  a whole. 

Dr.  George  J.  Lawrence,  Queens:  I second  it. 
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. . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Williams:  Thank  you  very  much, 
Dr.  Wolff,  on  behalf  of  the  House  and  Speaker. 

Section  164  ( See  147,  167) 

Requesting  Reconsideration  of  Action  on  Amend- 
ment to  Bylaws  Concerning  House  of  Delegates 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 
Anderton,  our  secretary. 

Secretary  Anderton:  I believe  Dr.  Reuling 
wished  to  bring  up  a matter. 

Speaker  Holcomb:  The  Chair  will  recognize  Dr. 
Reuling. 

Dr.  James  R.  Reuling,  Trustee:  I will  bow  to  Dr. 
Anderton. 

Secretary  Anderton:  I have  nothing  to  bring 

up. 

Speaker  Holcomb:  Dr.  Reuling  has  a knotty 
problem  to  bring  before  the  House  which  we  will  try 
to  throw  into  your  laps  in  a minute. 

Dr.  Reuling:  Mr.  Speaker  and  gentlemen  of  the 
House,  having  listened  to  the  report  of  the  Com- 
mittee on  Amendments  to  Constitution  and  Bylaws, 
and  having  voted  in  the  affirmative  to  a referral,  and 
after  hearing  Dr.  Louis  Bauer,  a former  Speaker  of 
this  House  and  president-elect  of  the  American 
Medical  Association,  I believe  that  there  has  been  an 
improper  referral  according  to  our  Constitution  that 
provides  that  the  House  of  Delegates  shall  decide 
matters  affecting  the  Constitution  and  Bylaws. 
There  is  no  provision  for  a referral  of  this  to  the 
Council  or  to  any  other  body. 

The  hour  is  late,  and  the  purpose  of  my  coming 
before  you  is  to  notify  you  of  an  intention  to  recon- 
sider as  the  first  order  of  business  after  elections  to- 
morrow morning  the  amendment  to  the  Constitution 
affecting  the  composition  of  this  House. 

Mr.  Speaker,  I move  that  be  reconsidered  as  the 
first  order  of  business  after  elections  on  Wednesday, 
tomorrow. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I will  second  that. 

Speaker  Holcomb:  The  motion  has  been  made 
and  seconded  that  the  referral  of  an  amendment  to 
the  Council  for  study  was  unconstitutional.  Per- 
haps the  Chair  should  point  out  Section  7,  Chapter  2, 
on  page  12  of  the  Constitution  and  Bylaws,  which 
states,  “The  House  of  Delegates  shall  have  authority 
to  appoint  special  committees  from  among  members 
of  this  Society.”  I believe  that  that  was  the  reason 
why  we  thought  that  was  legal  or  constitutional  in 
referring  an  amendment  to  the  Council  for  study, 
since  the  House  of  Delegates  could  appoint  such  a 
committee  for  study.  Tomorrow  morning  when 
this  is  considered,  we  will  bring  that  up  as  our  first 
action  after  the  nomination  and  election  of  officers. 
That  will  then  be  brought  up  and  clarified. 

Dr.  Reuling:  Mr.  Speaker,  I read  from  Article 
XIII,  amendments  to  the  Constitution,  “Amend- 
ments to  this  Constitution,  except  such  as  are  ob- 
ligatory by  law,  shall  be  made  only  at  an  annual 
meeting  of  the  House  of  Delegates.  Notice  of  the 
proposed  amendment  shall  be  given  at  a previous 
annual  meeting  of  the  House  of  Delegates,  and  be- 
fore the  same  can  be  acted  upon,  it  shall  be  published 
at  least  once  and  at  least  one  month  before  the  an- 
nual meeting  in  the  official  publication  of  the  So- 
ciety.” 

Mr.  Speaker,  I call  for  a vote  to  reconsider  at  this 
time,  and  that  it  be  made  the  first  order  of  business 
after  the  election  tomorrow  morning. 

Speaker  Holcomb  : The  vote  is  to  reconsider.  Is 


there  any  further  discussion?  Those  in  favor  of  re- 
considering— 

Dr.  Thomas  F.  McCarthy,  Bronx:  Is  that  to  re- 
consider the  entire  report? 

Dr.  Reuling:  My  motion  only  has  to  do  with 
the  composition  of  this  House,  I am  making  no  mo- 
tion to  reconsider  the  entire  report.  I am  only  mak- 
ing a motion  to  reconsider  that  portion  of  the  report 
having  to  do  with  the  composition  of  this  House  of 
Delegates. 

Speaker  Holcomb  : Is  there  any  discussion? 

Dr.  Samuel  Z.  Freedman,  New  York:  If  I re- 
member correctly,  there  were  other  Bylaws  that  had 
been  referred  to  the  Council.  In  order  to  be  legal, 
would  it  not  be  necessary  to  bring  them  all  up  on  the 
floor? 

Dr.  Louis  H.  Bauer,  Past-President:  I don’t 
think  any  Bylaw  was  referred  to  the  Council  except 
that  one.  The  others  were  either  adopted  or  re- 
jected. 

Dr.  Freedman:  I don’t  think  that  is  true. 

Speaker  Holcomb  : Yes,  that  is  true.  There  was 
only  one  referred  to  the  Council,  and  that  is  the  one 
Dr.  Bauer  is  referring  to. 

Dr.  Bauer:  The  others  were  either  accepted  or 
rejected. 

Dr.  Freedman:  I see. 

Speaker  Holcomb:  The  only  question  that 

arises  is  the  fact  that  this  was  referred  to  the  Council 
for  study.  Dr.  Reuling  has  stated  that  according  to 
the  Bylaws,  amendments  except  those  made  obliga- 
tory by  law  shall  be  made  only  at  an  annual  meeting 
of  the  House  of  Delegates,  and  not  referred  to  the 
Council,  but  this  was  not  for  adoption  of  this  amend- 
ment. This  was  referred  to  the  Council  for  study, 
and  I contend — perhaps  I am  wrong — that  the  House 
of  Delegates  has  a right  to  appoint  a committee  for 
study  of  an  amendment  without  acting  upon  it. 

Dr.  Harold  B.  Davidson,  New  York:  Was  not 
the  intention  of  this  referral  that  this  be  studied  by 
the  Council  and  this  House  would  vote  on  it  next 
year? 

Speaker  Holcomb:  That  was  the  intent. 

Dr.  Davidson:  There  was  nothing  illegal  about 
that. 

Chorus:  Right. 

Speaker  Holcomb:  Dr.  Reuling  has  asked  for 
reconsideration  on  the  ground  that  it  is  unconstitu- 
tional to  refer  that  particular  amendment  to  the 
Council.  My  point  is  that  referring  it  to  the  Council 
for  study  does  not  mean  that  that  amendment  shall 
be  adopted.  I think  there  is  a question  there,  per- 
haps, that  Dr.  Bauer  might  clarify  if  he  is  not  in 
cahoots  with  Dr.  Reuling  on  that  matter.  ( Laughter ) 
I have  a very  strong  opinion  that  he  is. 

Dr.  Bauer:  I will  admit  I am,  Mr.  Speaker. 
Nevertheless  I must  admit  the  Speaker  is  right  on 
that  particular  interpretation.  However,  if  the 
Speaker  will  rule  the  motion  out  of  order,  I will  make 
one  that  will  be  in  order. 

Speaker  Holcomb:  I will  rule  that  the  motion  of 
Dr.  Reuling  is  out  of  order  to  reconsider. 

Dr.  Bauer:  I move  that  we  just  reconsider  the 
referral  of  that  amendment  to  the  Council. 

Member:  Did  you  vote  in  the  affirmative? 

Dr.  Bauer:  Yes. 

Dr.  Reuling:  I will  second  it. 

Dr.  Thomas  O.  Gamble,  Albany:  Mr.  Speaker 
and  members  of  the  House,  the  Reference  Commit- 
tee on  Constitution  and  Bylaws  was  made  aware  by 
Dr.  Bauer  that  this  was  a matter  in  which  he  was 
very  distinctly  interested.  I was  somewhat  sur- 
prised and  rather  chagrined  when  he  did  not  discuss 
this  when  my  committee  reported.  It  should  have 
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been  brought  up  then.  I am  in  thorough  sympathy 
with  Dr.  Bauer’s  views.  I think  he  is  exactly  right; 
this  thing  should  be  passed  by  this  House,  and  I was 
in  hopes  he  would  discuss  it,  but  he  voted  that  the 
thing  be  referred. 

Speaker  Holcomb:  Is  there  any  discussion  on 
the  motion  to  reconsider? 

Dr.  McCarthy:  Did  the  man  that  made  it  vote 
in  favor  of  it? 

Dr.  Bauer:  Yes. 

Dr.  Rawls:  I would  like  to  have  the  Speaker  re- 
state to  the  House  exactly  what  we  are  voting  upon 
because  I believe  there  is  a little  confusion.  Maybe 
if  you  would  ask  Dr.  Bauer  to  restate  what  he  has  in 
mind  as  to  what  we  are  voting  on,  that  would  do 
it. 

Speaker  Holcomb:  I will  ask  Dr.  Bauer  to  re- 
state the  motion. 

Dr.  Bauer:  Dr.  Gamble  perhaps  is  quite  right  in 
wondering  why  I did  not  have  anything  to  say  at 
the  time.  I came  in  while  the  report  was  going  on.  I 
was  here  when  this  action  was  taken.  I talked  this 
over  with  several  members,  and  there  seemed  to  be 
some  question  in  their  minds  as  to  whether  the  House 
was  too  tired  to  consider  that  tonight,  and  that  it 
would  be  better  to  let  it  lie  over  for  a year  rather 
than  have  it  not  properly  discussed,  so  I had  nothing 
to  say.  However,  on  talking  since  with  several  men, 
they  think  it  is  a grave  error.  I apologize  to  the 
House  for  not  having  said  my  say  before. 

The  amendment  was  this,  that  no  person  could  be 
a member  of  this  House  of  Delegates  unless  he  were 
a member  of  the  American  Medical  Association  for 
the  reason  that  the  House  of  Delegates  endeavors  to 
influence  the  policy  of  the  American  Medical  Asso- 
ciation and  also  elects  delegates  to  that  Association, 
and  it  seems  rather  unreasonable  that  a person  who 
is  not  even  a member  of  an  organization  should  at- 
tempt either  to  influence  a policy  or  elect  representa- 
tives to  it.  This  was  one  of  the  resolutions  which 
was  referred  to  this  Council  committee  which  I 
just  spouted  my  piece  about  a few  minutes  ago,  and 
I don’t  think  they  should  have  had  it.  I understand 
the  counsel  agreed  with  them.  I am  no  lawyer,  but 
there  are  many  societies  which  have  made  it  manda- 
tory that  a person  has  to  be  a member  of  the  Ameri- 
can Medical  Association  even  if  he  is  a member  of 
the  county  society.  We  are  not  asking  for  that,  but 
merely  asking  if  you  are  going  to  be  a member  of  this 
House  that  you  should  be  one.  There  are  other  argu- 
ments which  I don’t  want  to  bore  you  with  tonight 
because  I think  everybody  is  tired  out.  I believe  we 
should  wait  until  morning  when  everybody  has  had 
a rest  and  then  discuss  this  problem.  All  I ask  is  that 
we  agree  tonight  we  will  reconsider  it,  and  then  we 
act  on  it  tomorrow  after  we  have  had  a chance  to  re- 
consider it  and  think  it  over. 

Speaker  Holcomb:  You  made  a motion  to  re- 
consider as  the  first  order  of  business  after  the  elec- 
tions in  the  morning? 

Dr.  Bauer:  Right. 

Speaker  Holcomb:  Has  that  motion  been 

seconded? 

Dr.  Reuling:  Yes,  I second  it. 

Dr.  Charles  Sandler,  Bronx:  I yield  to  no  one 
in  my  admiration  for  Dr.  Bauer  and  my  pride  that  he 
is  to  be  the  next  president  of  the  American  Medical 
Association.  I feel  very  strongly,  however,  that  we 
simple  delegates,  not  influential  persons  in  national 
medical  politics,  have  here  voted  today.  We  took  a 


stand  this  afternoon.  We  voted  upon  a certain 
policy,  upon  a certain  procedure  that  was  to  be 
taken,  and  then  after  everything  was  settled  to  our 
satisfaction  apparently,  because  it  was  passed  by  the 
vote  of  these  delegates,  Dr.  Bauer  and  Dr.  Reuling, 
also  a very  influential  individual,  stand  up  here,  both 
of  them,  and  tell  us  that  what  we  decided  does  not 
meet  with  their  approval,  and  they  want  us  to  re- 
consider it. 

Now  I maintain  that  that  is  a very  undemocratic 
process.  We  decided  something.  That  decision  was 
reached.  We  voted  upon  it.  That  was  the  conclu- 
sion we  reached.  I see  no  reason  why  Dr.  Bauer  or 
Dr.  Reuling,  because  our  decision  does  not  meet 
with  their  approval,  should  cause  us  to  go  through 
the  whole  thing  over  again  ad  infinitum  until  we 
reach  a conclusion  which  coincides  with  theirs. 

Speaker  Holcomb:  Dr.  Bauer,  would  you 

answer? 

Dr.  Bauer:  Certainly!  I am  very  sorry  anyone 
should  take  that  attitude.  I have  known  this  House 
on  many  occasions  after  adopting  something  to  re- 
consider it.  I am  not  asking  you  to  adopt  the  amend- 
ment. I am  asking  you  to  reconsider  it,  to  recon- 
sider the  referral  to  the  Council.  Now  tomorrow 
you  may  still  wish  to  refer  it  to  the  Council.  You 
may  decide  you  wish  to  adopt  the  amendment.  You 
may  decide  you  wish  to  reject  the  amendment.  All  I 
am  asking  is  not  an  undemocratic  thing  at  all,  but 
a perfectly  democratic  process,  to  ask  this  House  if 
it  would  be  willing  to  reconsider  its  decision  to  refer 
this  matter  to  the  Council  and  decide  then  again 
whether  it  would  wish  to  still  refer  it,  adopt  it,  or  re- 
ject it.  I fail  to  see  anything  undemocratic  in  that. 
I have  known  this  House  to  do  it  time  and  time 
again,  and  any  of  the  rest  of  you  who  have  sat  in 
this  House  have  known  it  also.  I must  say  that  I 
am  very  sorry  that  anyone  would  take  that  attitude 
on  any  action  that  I might  take.  I think  I have  been 
in  this  House  long  enough  that  I would  be  the  last 
person  in  the  House  to  coerce  this  House  or  influence 
any  member  against  his  will. 

Dr.  Ezra  A.  Wolff,  Queens:  Parliamentary 

procedure  properly  allows  for  the  correction  of  an 
error  that  has  been  made.  I am  glad  that  we  have 
Dr.  Bauer  to  detect  the  errors  we  make.  It  saves  a 
lot  of  embarrassment  later.  He  acted  perfectly  prop- 
erly, and  I think  the  matter  should  be  reconsidered. 
I am  not  going  to  express  my  feelings  on  the  amend- 
ment itself  right  now,  but  I certainly  feel  that  we 
have  every  right  to  have  the  matter  reconsidered.  I 
think  for  the  purposes  of  clarification,  that  if  this 
were  referred  to  the  Council  they  would  have  a per- 
fect right  to  study  it.  If  they  were  to  bring  back  an 
amended  version  of  the  amendment,  it  would  then 
have  to  lie  over  an  additional  year  after  the  next 
session,  because  the  proper  procedure  is  for  a given 
amendment  to  be  introduced  at  one  annual  meeting 
and  acted  on  at  another.  So  I think  that  by  recon- 
sidering it  now  it  may  be  that  it  will  be  approved  in 
a form  so  that  it  can  either  be  passed  now  or  a mech- 
anism arrived  at  by  which  it  can  be  approved  next 
year  and  not  two  years  from  now. 

. . . The  question  was  called,  and  the  motion  to  re- 
consider was  put  to  a vote  and  was  carried  . . . 

Speaker  Holcomb:  Members  of  the  House,  we 
will  recess  until  tomorrow  morning  at  nine  o’clock, 
at  which  time  the  first  order  of  business  will  be  the 
report  of  the  Nominating  Committee  and  the  elec- 
tion of  officers.  Have  a good  night’s  sleep. 

. . . The  session  adjourned  at  10: 20  p.m.  . . . 
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MORNING  SESSION 
Wednesday,  May  14,  1952 


The  session  convened  at  9 : 05  a.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order. 

Section  165 

Announcements 

Speaker  Holcomb  : I have  a few  announcements 
to  make  at  this  time.  First  of  all,  there  will  be  a 
meeting  of  the  Council  and  Board  of  Trustees  im- 
mediately afterward  in  Room  111  after  the  session  of 
the  House  is  closed. 

I also  wish  to  impress  upon  the  minds  of  the 
members  of  our  House  of  Delegates  that  they  carry 
back  the  messages  that  we  have  received  regarding 
contributions  to  the  American  Medical  Foundation. 
I think  that  has  lagged,  and  even  though  the  machin- 
ery apparently  has  been  set  in  motion,  it  has  a few 
squeaks  that  we  might  take  out  after  we  return  to 
our  individual  component  county  societies. 

Section  166  (See  177) 

Elections 

Speaker  Holcomb:  The  first  order  of  business 
according  to  our  Constitution  and  Bylaws  is  the 
question  of  elections  and  receiving  the  report  of  the 
Nominating  Committee. 

Mr.  Secretary,  is  there  a quorum  present? 
Secretary  Anderton:  Mr.  Speaker,  there  is. 
Speaker  Holcomb  : I will  ask  Dr.  Anderton  if  he 
will  read  off  the  names  of  the  tellers  at  this  time,  and 
then  I will  ask  that  the  men  arise  and  announce 
their  presence  to  us  so  we  can  check  them  from  the 
rostrum. 

I shall  also  ask  Dr.  Masterson  to  be  ready  to  read 
the  report  of  the  Nominating  Committee,  of  which 
he  is  chairman. 

The  location  of  the  tables  for  the  tellers  for  the 
tabulating  of  votes  will  be  the  room  to  my  right  at 
this  end  of  the  hall.  It  is  marked  “Exit.” 

Dr.  Anderton  will  now  read  the  list  of  tellers. 
Secretary  Anderton:  The  list  of  tellers: 

Dr.  Charles  F.  McCarty,  Kings  County,  Chairman 

Dr.  Frank  A.  Gagan,  Dutchess  County,  Vice-Chairman 

Dr.  Norman  C.  Lyster,  District  Delegate 

Dr.  Morley  T.  Smith,  District  Delegate 

Dr.  Foster  Murray,  Section  Delegate 

Dr.  H.  Dan  Vickers,  Section  Delegate 

Dr.  Halford  Hallock,  Section  Delegate 

Dr.  Homer  L.  Nelms,  Albany  County 

Dr.  Goodlatte  B.  Gilmore,  Bronx  County 

Dr.  Charles  Sandler,  Bronx  County 

Dr.  Clifton  H.  Berlinghof , Broome  County 

Dr.  Edgar  Bieber,  Chautauqua  County 

Dr.  Archibald  K.  Benedict,  Chenango  County 

Dr.  Orin  Q.  Flint,  Delaware  County 

Dr.  John  C.  Brady,  Erie  County 

Dr.  Herbert  E.  Wells,  Erie  County 

Dr.  Thomas  R.  Cummins,  Essex  County 

Dr.  George  A.  Burgin,  Herkimer  County 

Dr.  John  J.  Flynn,  Kings  County 

Dr.  Alfred  P.  Ingegno,  Kings  County 

Dr.  Irving  J.  Sands,  Kings  County 

Dr.  Felix  Ottaviano,  Madison  County 

Dr.  Eugene  H.  Coon,  Nassau  County 

Dr.  E.  Kenneth  Horton,  Nassau  County 

Dr.  J.  Homer  Cudmore,  New  York  County 

Dr.  Harold  B.  Davidson,  New  York  County 

Dr.  Kenneth  M.  Lewis,  New  York  County 

Dr.  W.  Laurence  Whittemore,  New  York  County 

Dr.  Eugene  Galvin,  Ulster  County 

Dr.  Guy  S.  Philbrick,  Niagara  County 

Dr.  John  F.  Kelley,  Oneida  County 

Dr.  Dwight  V.  Needham,  Onondaga  County 

Dr.  M.  Renfrew  Bradner,  Orange  County 

Dr.  Henry  Miller,  Putnam  County 

Dr.  William  Benenson,  Queens  County 

Dr  .George  J.  Lawrence,  Jr.,  Queens  County 


Dr.  Anthony  A.  Mira,  Queens  County 
Dr.  Richard  F.  Doody,  Rensselaer  County 
Dr.  Walter  Heldmann,  Richmond  County 
Dr.  George  G.  Knight,  Rockland  County 
Dr.  Joseph  Cornell,  Schenectady  County 
Dr.  Harry  Golembe,  Sullivan  County 
Dr.  Norman  S.  Moore,  Tompkins  County 
Dr.  Morris  Maslon,  Warren  County 
Dr.  Walter  S.  Bennett,  Washington  County 
Dr.  Edwin  L.  Harmon,  Westchester  County 
Dr.  Henry  E.  McGarvey,  Westchester  County 
Dr.  William  G.  Roberts,  Yates  County 

Speaker  Holcomb:  For  those  who  did  not  hear 
my  announcement  before,  the  votes  will  be  tabulated 
in  the  room  on  my  right  marked  “Exit.”  The  tellers 
will  report  there  after  the  ballots  have  been  cast. 

I will  now  receive  the  report  of  Dr.  Masterson,  of 
the  Nominating  Committee. 

Secretary  Anderton:  Dr.  Masterson  has  asked 
me  to  read  his  report,  but  I hope  he  will  read  it  him- 
self. I think  the  House  would  all  like  to  have  the 
pleasure  of  seeing  Dr.  Masterson  on  the  rostrum 
again.  ( Applause ) 

Dr.  John  J.  Masterson,  Past-President:  The  re- 
port of  the  Nominating  Committee,  as  published  in 
the  April  1 issue  of  the  State  Journal  is  as  fol- 
lows: 

President-Elect — Andrew  A.  Eggston,  M.D., 
Westchester 

Vice-President — John  L.  Edwards,  M.D.,  Colum- 
bia 

Secretary — W.  P.  Anderton,  M.D.,  New  York 
Assistant  Secretary— Alfred  P.  Ingegno,  M.D., 
Kings 

Treasurer — Maurice  J.  Dattelbaum,  M.D.,  Kings 
Assistant  Treasurer — Thomas  M.  d’Angelo,  M.D., 
Queens 

Speaker — Frederic  W.  Holcomb,  M.D.,  Ulster 
Vice-Speaker- — Frederick  W.  Williams,  M.D., 
Bronx 

Councillors  (three  years) — James  Greenough, 
M.D.,  Otsego,  Denver  M.  Vickers,  M.D.,  Wash- 
ington, Theodore  J.  Curphey,  M.D.,  Nassau, 
and  Harold  F.  R.  Brown,  M.D.,  Erie 
Trustee  (five  years) — John  J.  Masterson,  M.D., 
Kings 

Delegates  (two  years) — W.  P.  Anderton,  M.D., 
New  York,  Clarence  Bandler,  M.D.,  New  York, 
Herbert  H.  Bauckus,  M.D.,  Erie,  Harold  F.  R. 
Brown,  M.D.,  Erie,  Elton  R.  Dickson,  M.D., 
Broome,  John  L.  Edwards,  M.D.,  Columbia, 
Edward  P.  Flood,  M.D.,  Bronx,  Thurman  B. 
Givan,  M.D.,  Kings,  Herman  E.  Hilleboe, 
M.D.,  Albany,  J.  G.  Fred  Hiss,  M.D.,  Onon- 
daga, Frederic  W.  Holcomb,  M.D.,  Ulster, 
John  J.  H.  Keating,  M.D.,  New  York,  Moses 
H.  Krakow,  M.D.,  Bronx,  Henry  P.  McGarvey, 
M.D.,  Westchester,  James  R.  Reuling,  M.D., 
Queens,  Leo  F.  Schiff,  M.D.,  Clinton,  Denver 
M.  Vickers,  M.D.,  Washington,  Carlton  E. 
Wertz,  M.D.,  Erie,  Floyd  S.  Winslow,  M.D., 
Monroe,  and  Ezra  Wolff,  M.D.,  Queens. 
Speaker  Holcomb:  Thank  you,  Dr.  Masterson. 
Are  there  any  further  nominations  for  the  office  of 
president-elect,  vice-president,  secretary,  assistant 
secretary,  treasurer,  assistant  treasurer,  speaker 
vice-speaker,  trustee,  or  for  councillors? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  Are  there  any  further  nomi- 
nations for  delegates  to  the  American  Medical  As- 
sociation beyond  those  that  the  Nominating  Com- 
mittee has  submitted? 
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Dr.  Thomas  R.  Cummins,  Essex:  I nominate  Dr. 
Joseph  A.  Geis. 

Speaker  Holcomb:  Dr.  Joseph  A.  Geis  is  nomi- 
nated as  a delegate. 

Dr.  Harold  B.  Davidson,  New  York:  I make  a 
motion  that  the  nominations  be  closed. 

. . . The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried  . . . 

Dr.  Samuel  B.  Burk,  New  York:  Members  of  the 
House  of  Delegates,  inasmuch  as  there  are  a number 
of  officers  that  have  no  opposition,  I want  to  move 
at  this  time  that  the  Secretary  be  instructed  to  cast 
one  ballot  for  the  officers  all  the  way  up  to  delegates. 

Dr.  Gervais  W.  McAuliffe,  New  York:  I 

second  that. 

Speaker  Holcomb:  The  motion  is  made  that  the 
Secretary  be  instructed  to  cast  one  ballot  for  the 
officers  so  nominated. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Secretary  Anderton:  I declare  the  ballot 

cast. 

You  are  to  vote  only  for  ten  delegates  to  the 
American  Medical  Association. 

Dr.  Edward  P.  Flood,  Bronx:  How  many  are  to 
be  elected? 

Secretary  Anderton:  There  are  ten  to  be 

elected,  and  the  next  ten  below  will  be  alternate  dele- 
gates. 

The  Speaker  also  wishes  to  announce  that  only  the 
votes  will  be  counted  of  the  members  who  have 
signed  in. 

I will  ask  at  this  time  our  assistant  secretary,  Dr. 
Eggston,  to  read  the  list  of  voters. 

. . . Assistant  Secretary  Eggston  read  the  following 
list  of  those  who  were  entitled  to  vote: 


Officers.  Councillors.  Trustees 


J.  Stanley  Kenney 
Edward  T.  Wentworth 
Leo  F.  Schiff 
W.  P.  Anderton 
Andrew  A.  Eggston 
Maurice  J.  Dattelbauni 
Thomas  M.  d’Angelo 
Frederic  W.  Holcomb 
Frederick  W.  Williams 
Theodore  J.  Curphey 
Harold  F.  R.  Brown 
Elton  R.  Dickson 
Denver  M.  Vickers 
Floyd  S.  Winslow 


Renato  J.  Azzari 
Peter  J.  Di  Natale 
Walter  W.  Mott 
Joseph  A.  Geis 
Leo  E.  Gibson 
Thurman  B.  Givan 
John  J.  H.  Keating 
Dan  Mellen 
John  J.  Masterson 
William  H.  Ross 
Herbert  H.  Bauckus 
James  R.  Reuling 
Fenwick  Beekman 
Edward  R.  Cunniffe 


Ex-Presidents 


Martin  B.  Tinker 
Thomas  H.  Haisted 
Orrin  Sage  Wightman 
Nathan  B.  Van  Etten 
Chas.  Gordon  Heyd 


Arthur  J.  Bedell 
Thomas  A.  McGoldrick 
Louis  H.  Bauer 
Leo  F.  Simpson 
Carlton  E.  Wertz 


Commissioner,  New  York  State  Department  of  Health 
Herman  E.  Hilleboe 


District  Delegates 

William  C.  White  Wardner  D.  Ayer 

Austin  B.  Johnson  Norman  C.  Lyster 

William  C.  Rausch  Samuel  A.  Munford 

William  E.  Gazeley  John  C.  Kinzly 

Morley  T.  Smith 


Section  Delegates 

Harold  C.  Kelley  Clyde  L.  Randall 

Foster  Murray  Greydon  G.  Boyd 

Maurice  J.  Costello  Halford  Hallock 

Harry  L.  Segal  Harry  P.  Smith 

H.  Dan  Vickers  Frank  E.  Coughlin 

Arthur  E.  Lamb  Frederic  E.  Elliott 

Orman  C.  Perkins  John  D.  Stewart 

Vincent  Fischer  Frank  C.  Hamm 


Delegates  from  Component  County  Societies 


Albany  (4) 

Thomas  O.  Gamble 
John  F.  Mosher 
Homer  L.  Nelms 
Arthur  J.  Sullivan 

Allegany  ( 1 ) 

Irwin  FeLsen 

Bronx  ( 18 ) 

J.  Lewis  A ms  ter 
Henry  J.  Barrow 
Edward  P.  Flood 
Samuel  Leo 
Goodiatte  B.  Gilmore 
Moses  H.  Krakow 
Frank  LaGattuta 
James  A.  Lynch 
Thomas  F.  McCarthy 
Charles  Sandler 
Samuel  Schneierson 
George  Schwartz 
Frederick  A.  Wurzbach,  Jr. 

Broome  (3) 

Frank  A.  Baumann 
Clifton  H.  Berlinghof 
John  A.  Kalb 

Cattaraugus  ( 1 ) 

Joseph  A.  Wintermantel 

Cayuga  (I) 

Alfred  K.  Bates 

Chautauqua  (3) 

Edgar  Bieber 
Clyde  L.  Wilson 

Chemung  (2) 

W.  Tilden  Boland 
R.  Scott  Howland 

Chenango  ( 1 ) 

Archibald  K.  Benedict 

Clinton  ( 1 ) 

Leonard  J.  Schiff 

Columbia  (I) 

H.  Joseph  Noerling 

Cortland  (I) 

George  F.  Nevin 

Delaware  ( 1 ) 

Orin  Q.  Flint 

Dutchess  ( 3 ) 

Frank  A.  Gagan 
E.  Gordon  MacKenzie 
Scott  Lord  Smith 

Erie  ( 8 ) 

A.  H.  Aaron 
E.  Dean  Babbage 
John  C.  Brady 
Stephen  A.  Graczyk 
Elmer  T.  McGroder 
Donald  R.  McKay 
Joseph  C.  O’Gorman 
Herbert  E.  Wells 

Essex  ( 1 ) 

Thomas  R.  Cummins 

Franklin  (I) 

Dorothy  S.  Steward 

Fulton  ( 1 ) 

Sylvester  C.  Cleinans 

Genesee  ( 1 ) 

Sydney  McLouth 

Greene  (1) 

Kenneth  F.  Bott 

Herkimer  (1) 

George  A.  Burgin 

Jefferson  (I) 

Charles  A.  Prudhon 


King 8 ( 24 ) 

Charles  A.  Anderson 
George  E.  Anderson 
Louis  Berger 
Benjamin  M.  Bernstein 
Ben  A.  Borkow 
John  J.  Flynn 
Joseph  Gennaro 
Edwin  A.  Griffin 
Alfred  P.  Ingegno 
Arthur  P.  Kane 
David  Kershner 
Abraham  Koplowitz 
Aaron  Kottler 
Charles  H.  Loughran 
Joseph  M.  Linett 
Samuel  Lubin 
Charles  F.  McCarty 
Irving  M.  Pallin 
Robert  E.  Rothenberg 
Irving  J.  Sands 
Solomon  Schussheim 
Abraham  D.  Segal 
Joseph  Tenopyr 
Morris  Weintrob 

Lewis  ( 1 ) 

Edgar  O.  Boggs 

Livingston  ( 1 ) 

Gerald  B.  Manley 

Madison  ( 1 ) 

Felix  Ottaviano 

Monroe  ( 5 ) 

R.  Edward  Delbridge 
Leonard  Horn 
Charles  S.  Lakeman 
Libby  Pulsifer 
Ellis  B.  Soble 

Montgomery  (I) 

Walter  Dreyfuss 

Nassau  ( 6 ) 

Ray  McCune  Bowles 
Eugene  H.  Coon 
John  M.  Galbraith 
E.  Kenneth  Horton 
Paul  H.  Sullivan 
Joseph  G.  Zimring 

New  York  (24) 

Horace  E.  Ayers 
Clarence  G.  Bandler 
Norton  S.  Brown 
Samuel  B.  Burk 
J.  Homer  Cudmore 
Harold  B.  Davidson 
Gerald  D.  Dorman 
Samuel  Z.  Freedman 
W.  Guernsey  Frey,  Jr. 
John  H.  Garlock 
Alfred  M.  Heilman 
Kenneth  M.  Lewis 
William  H.  Lewis,  Jr. 
Gervais  W.  McAuliffe 
Madge  C.  L.  McGuinnest 
Arthur  M.  Master 
Peter  M.  Murray 
Herbert  S.  Ogden 
Elaine  P.  Rafli 
William  B.  Rawls 
Adelaide  Romaine 
Irwin  E.  Siris 
W.  Laurence  Whittemore 
T.  Scudder  Winslow 

Niagara  (2) 

William  A.  Peart 
Guy  S.  Philbrick 

Oneida  (3) 

Arthur  F.  Gaffney 
John  F.  Kelley 
T.  Douglas  Kendrick 

Onondaga  (4) 

Dwight  V.  Needham 
William  E.  Pelow 
Carlton  F.  Potter 
W.  Walter  Street 
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Ontario  ( 2 ) 

Philip  M.  Standish 
Homer  J.  Knickerbocker 

Orange  ( 3 ) 

J.  Emerson  Noll 
M.  Renfrew  Bradner 
Theodore  R.  Proper 

Orleans  ( 1 ) 

Walter  Shifton 

Oswego  ( 1 ) 

Olin  J.  Mowry 

Otsego  ( 1 ) 

James  Greenough 

Putnam  {1) 

Henry  Miller 

Queens  {12) 

Alfred  Angrist 
Sol  Axelrad 
William  Benenson 
Frank  J.  Cerniglia 
Meyeron  Coe 
Henry  I.  Fineberg 
Ferdinand  H.  Herrman 
George  J.  Lawrence 
John  Edward  Lowry 
Anthony  A.  Mira 
George  Schaefer 
Ezra  A.  Wolff 

Rensselaer  { 2 ) 

Richard  P.  Doody 
Gilbert  A.  Clark 

Richmond  {3) 

Walter  Heldmann 
Max  Werner 
William  Barlow 

Rockland  {2) 

Harold  W.  Grosselfinger 
George  G.  Knight 

St.  Lawrence  { 1 ) 

Thomas  M.  Watkins 

Saratoga  ( 1 ) 

George  D.  Anderson 


Schenectady  (2) 

James  M.  Blake 
Joseph  H.  Cornell 

Schoharie  { 1 ) 

David  W.  Beard 
Schuyler  ( 1 ) 

Fritz  Landsberg 
Seneca  { 1 ) 

Stanley  B.  Folts 
Steuben  ( 1 ) 

William  J.  Tracy 
Suffolk  ( 3 ) 

Fred  Bromberg 
Arthur  E.  Corwith 
Morris  Molinoff 

Sullivan  { 1 ) 

Harry  Golembe 
Tioga  {1) 

Harry  S.  Fish 
Tompkins  ( 1 ) 

Norman  S.  Moore 
Ulster  (2) 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  {1) 

Morris  Maslon 
Washington  ( 1 ) 

Walter  S.  Bennett 
Wayne  { 1 ) 

James  H.  Arseneau 
Westchester  (7) 

David  Fertig 
Edwin  L.  Harmon 
Reid  R.  Heffner 
Reginald  A.  Higgons 
Henry  E.  McGarvey 
Waring  Willis 
Christopher  Wood 

Wyoming  {1) 

G.  Stanley  Baker 
Yates  { 1 ) 

William  G.  Roberts 


Speaker  Holcomb:  Are  there  any  qualified 

voters  in  the  room  who  have  not  as  yet  cast  their 
ballot? 

Thank  you,  Dr.  Eggston!  I now  declare  the  vot- 
ing closed.  The  tellers  will  gather  in  the  room,  as  I 
said  before,  marked  “Exit”  at  this  end  of  the  hall  at 
once,  please.' 

Thank  you,  Dr.  McCarty  and  Dr.  Gagan  and 
members  of  the  staff. 

The  House  will  come  to  order. 

Section  167  (See  147,  164) 

Reconsideration  of  Action  on  Amendment  to  Bylaws 
Covering  House  of  Delegates 

Speaker  Holcomb:  The  next  order  of  business  is 
now  the  reconsideration  of  the  amendment  relative 
to  American  Medical  Association  delegates,  which 
was  voted  to  be  reconsidered  last  night.  Does  every- 
one understand  what  we  are  reconsidering?  I be- 
lieve you  all  do  because  you  were  here  last  night  until 
a late  hour.  Does  everyone  understand  the  question 
you  are  voting  on?  If  you  do,  I shall  ask  Dr.  Bauer 
to  speak  on  the  reconsideration  of  the  amendment. 

Dr.  Louis  PI.  Bauer,  Past-President:  Mr. 
Speaker,  if  I am  correct,  having  voted  to  reconsider 
this  matter,  the  status  is  now  just  what  it  was  before 
we  voted,  namely,  that  the  motion  before  the  House 
is  the  motion  of  the  reference  committee  to  refer  this 
matter  to  the  Council,  is  that  correct? 


Speaker  Holcomb:  That  is  true. 

Dr.  Bauer:  I would  move  a substitute  motion, 
Mr.  Speaker,  that  the  amendment  be  adopted. 

. . The  motion  was  seconded  by  several  . . 

Dr.  Walter  Heldmann,  Richmond:  Mr.  Speaker 
and  members  of  the  House,  I believe  that  this  ques- 
tion here  is  a very  controversial  one,  and  for  that 
reason  and  for  the  reason  that  some  of  us  at  least 
were  led  to  believe  this  would  be  disapproved  be- 
cause of  the  fact  that  it  was  so  printed  in  the  bulletin 
that  was  sent  out  and  in  the  annual  reports  to  the 
societies,  and  because  our  county  societies,  quite  a 
few  of  them  undoubtedly,  not  knowing  this  would 
come  up  in  this  way  did  not  instruct  our  delegates 
one  way  or  the  other,  I would  like  to  move  that  this 
be  tabled. 

Dr.  William  Barlow,  Richmond:  I second  it. 

. . . The  motion  to  table  was  put  to  a vote  and  was 
lost  . . . 

Speaker  Holcomb:  The  discussion  now  is  on  the 
question  to  approve  the  action  of  the  reference  com- 
mittee. 

Dr.  Bauer:  No,  on  the  substitute  motion. 
Speaker  Holcomb:  And  the  substitute  motion  is 
to  approve  the  amendment? 

Dr.  Bauer:  Right. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
As  I understand  it,  gentlemen,  if  this  motion  is  car- 
ried, the  matter  will  be  referred  to  the  Council. 

Dr.  Bauer:  No. 

President  Kenney:  Mr.  Speaker,  read  the  sub- 
stitute motion. 

Speaker  Holcomb:  Does  the  House  wish  the 
substitute  motion  of  Dr.  Bauer  read? 

Chorus:  The  amendment. 

Speaker  Holcomb  : Or  do  they  wish  the  amend- 
ment read? 

Chorus:  The  amendment. 

Speaker  Holcomb:  Dr.  Gamble,  will  you  read 
the  amendment,  please? 

Dr.  Thomas  O.  Gamble,  Albany:  Reading: 

Resolution  (Revised)  1951  House  of  Delegates 
(Section  52) — Original  introduced  by  Dr.  James 
R.  Reuling,  Queens  County. 

Subject:  PROPOSED  AMENDMENT  TO 
BYLAWS  CONCERNING  HOUSE  OF  DELE- 
GATES 

Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  elects  dele- 
gates to  the  American  Medical  Association; 
and 

Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  adopts  me- 
morials and  resolutions  which  are  introduced  into 
the  House  of  Delegates  of  the  American  Medical 
Association;  and 

Whereas,  these  memorials  and  resolutions  are 
intended  to  influence  the  policies  of  the  American 
Medical  Association;  and 

Whereas,  it  would  be  an  impossible  situation  if 
delegates  were  elected  to  the  American  Medical 
Association  and  memorials  and  resolutions  at- 
tempting to  influence  the  policies  of  the  American 
Medical  Association  were  adopted  by  individuals 
who  are  not  even  members  of  the  American  Medi- 
cal Association ; therefore  be  it 

Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  that  its 
Constitution  and  Bylaws  be  amended  to  provide 
that  no  one  shall  be  eligible  for  membership  in  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  unless,  in  addition  to  the  pres- 
ent requirements,  he  is  a member  in  good  stand- 
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ing  of  the  American  Medical  Association;  and  be 
it  further 

Resolved,  that  the  amendments  necessary  to 
carry  out  this  resolution  be  as  follows: 

Bylaws,  Chapter  II,  “House  of  Delegates,” 
Section  2 — At  the  end  of  the  first  sentence,  change 
the  period  to  a comma  and  add,  “or  in  the  Ameri- 
can Medical  Association,”  so  that  the  amended 
Bylaws,  Chapter  II,  Section  2,  shall  read,  “A  dele- 
gate to  this  Society  shall  not  be  considered  in  good 
standing  or  entitled  to  vote  in  the  House  of  Dele- 
gates if  the  component  county  medical  society  by 
which  he  was  elected  is  in  default  of  the  payment 
of  any  dues  or  assessments  imposed  by  the  House 
of  Delegates,  and  said  county  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under 
sentence  of  suspension  imposed  by  the  House  of 
Delegates,  or  if  such  delegate  is  not  in  good  stand- 
ing in  this  Society,  or  in  the  component  county 
medical  society  to  which  he  belongs,  or  in  the 
American  Medical  Association.  The  term  of  a 
delegate  elected  by  a county  medical  society  shall 
begin  at  the  first  annual  meeting  of  the  House  of 
Delegates  subsequent  to  his  election.” 

Your  committee  has  not  approved  of  recom- 
mending this  as  a future  amendment  to  the  By- 
laws. Disapproval  is  concurred  in  by  the  coun-: 
sel. 

Dr.  Bauer:  The  last  part  is  not  in  my  motion. 
Just  the  adoption  of  the  Bylaw  amendment. 

Speaker  Holcomb:  Is  there  any  further  discus- 
sion now  that  the  amendment  has  been  read? 

. . . After  discussion,  the  motion  to  adopt  the 
amendment  was  lost.  A two-thirds  vote  is  required 
to  pass  an  amendment  to  the  Bylaws.  The  vote  was 
126  for,  65  against. 

Section  168 

Editing  of  Minutes 

...  It  was  voted  that  the  secretary  be  empowered 
to  edit  all  of  the  proceedings  of  this  House  of  Dele- 
gates. . . . 

Section  169  ( See  147) 

Report  of  the  Reference  Committee  on  Constitution 
and  Bylaws : Junior  Membership 

Speaker  Holcomb:  The  House  now  has  before 
it  the  question  of  junior  membership  in  a resolution. 
Dr.  Gamble,  will  you  clarify  or  amplify  that? 

Dr.  Thomas  0.  Gamble,  Albany:  Last  evening 
the  House  referred  back  to  the  reference  committee 
the  amendment  proposing  the  creation  of  junior 
membership.  We  have  rewritten  this  amendment, 
and  it  reads  as  follows: 

“Resolved,  that  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  to  create  the  classification  of  junior 
membership;  and  be  it  further 

“Resolved,  that  the  following  amendments  shall 
be  enacted  to  effect  this  change: 

“Constitution,  Article  II,  ‘Membership’,  shall  be 
amended  to  read,  ‘The  membership  in  this  Society 
shall  be  divided  into  four  classes:  (a)  junior,  (6) 
active,  (c)  retired,  (d)  honorary.’ 

“Article  IX,  ‘Funds,’  shall  be  amended  by  add- 
ing at  the  end  of  its  first  sentence,  the  following, 
‘but  the  dues  or  assessment  of  each  junior  member 
shall  be  one-half  the  amount  levied  on  each  active 
member,’  so  that  this  Article  IX  shall  then  read: 
‘Funds  shall  be  raised  by  annual  per  capita  dues 
or  assessment  on  each  component  county  society 


at  a uniform  per  capita  rate  throughout  the  State, 
but  the  dues  or  assessment  of  each  junior  member 
shall  be  one-half  the  amount  levied  on  each  active 
member.  Funds  may  also  be  raised  in  any  other 
manner  approved  by  the  House  of  Delegates  or  by 
the  Council  when  the  said  House  of  Delegates 
shall  not  be  in  session. 

“ ‘The  approval  of  the  Council  and  of  the 
Board  of  Trustees  shall  be  necessary  for  the  ex- 
penditure of  any  funds  of  the  Society.’ 

“ Bylaws , Chapter  I,  ‘Membership,’  Section  1, 
the  first  sentence  shall  be  amended  to  read,  ‘The 
junior  and  active  members  shall  be  all  the  junior 
and  active  members  in  good  standing  of  the  com- 
ponent county  medical  societies,’  the  remainder 
of  Section  1 to  remain  the  same. 

“Chapter  1 shall  be  further  amended  so  that 
Section  7 shall  read,  ‘Junior  members  shall  be 
those  members  who  have  been  graduated  from 
medical  college  not  more  than  five  calendar  years 
and  licensed  by  the  State  of  New  York.  They 
shall  become  active  members  upon  entering  the 
private  practice  of  medicine.  They  shall  be  priv- 
ileged to  attend  all  meetings  of  their  county  so- 
cieties, where  they  shall  have  voice  in  all  discus- 
sions but  no  vote.  They  shall  be  entitled  to  re- 
ceive the  State  Journal  and  the  News  Letter  but 
not  the  Directory,  and  by  changing  the  heading  of 
the  present  Section  7 to  read,  ‘Section  8,”  and  be 
it  further 

“Resolved,  that,  through  provisions  in  the  regu- 
lations of  the  Malpractice  Insurance  and  Defense 
Board,  junior  members  shall  have  the  privilege  of 
applying  for  Malpractice  Group  Insurance.” 

I have  talked  to  Dr.  Rawls  and  Mr.  Wanvig,  and 
both  have  said  that  this  is  entirely  satisfactory  that 
these  men  can  now  apply  for  their  malpractice  insur- 
ance; in  fact,  Mr.  Wanvig  said  they  would  welcome 
very  much  the  reference  committee’s  recommenda- 
tion of  approval  of  this  revised  amendment  to  our 
Constitution  and  Bylaws. 

Dr.  Harold  B.  Davidson,  New  York:  I second 
it. 

Dr.  William  B.  Rawls,  New  York:  Last  night  I 
discussed  this,  and  I first  owe  an  apology  to  Dr. 
Gamble.  I practically  accused  Dr.  Gamble,  i l fact 
I did  accuse  Dr.  Gamble  of  a falsehood  last  night, 
which  was  not  my  intention,  when  he  said  he  had 
spoken  to  me.  I still  don’t  remember,  but  Dr. 
Gamble  has  witnesses  ( laughter ) that  he  did  speak  to 
me.  However,  I have  had  so  many  people  after  me 
about  tickets  that  I spoke  to,  and  apparently  I said, 
“Oh,  don’t  bother  me,”  or  some  such  thing,  so  I want 
to  apologize  to  Dr.  Gamble  right  here.  That  is  my 
main  reason  for  getting  up. 

I approve  of  this  resolution.  I hope  it  goes 
through. 

Dr.  Gamble  : I would  like  to  thank  Dr.  Rawls  for 
his  apology. 

Speaker  Holcomb:  Is  there  any  further  discus- 
sion? 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Speaker  and 
gentlemen  of  the  House,  I should  like  to  know  how 
this  will  affect  individual  county  society  constitu- 
tions. We  in  Queens,  for  instance,  have  an  intern 
membership,  which  is  the  equivalent  of  the  junior 
membership,  and  we  have  different  qualifications 
and  different  prerequisites  for  interns.  There  are  a 
number  of  county  societies  that  have  no  provision  for 
junior  membership  or  intern  membership.  Will  they 
be  forced  then  to  make  such  provision?  Will  they 
have  to  support  this  if  they  do  not  make  provision 
for  junior  members  by  forwarding  to  the  State  So- 
ciety whatever  portion  the  State  Society  requires  for 
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junior  members  of  other  county  societies?  We 
never  before  have  had  direct  membership  in  the 
State  Society,  and  I believe  membership  should  now 
as  always,  be  a county  society  problem,  with  the  ex- 
ception of  course  of  honorary  members  which  are 
common  to  all  organizations  and  societies;  but  the 
different  classes  of  members  are  in  general  prescribed 
by  the  county  societies,  and  the  qualifications  for 
membership  are  properly,  it  seems  to  me,  prescribed 
by  the  county  societies.  I feel  that  while  it  might  be 
desirable  and  is  desirable  to  have  junior  members  for 
the  purposes  enumerated,  it  is  still  within  the  prov- 
ince of  the  county  societies  that  when  and  if  the 
county  societies  decide  on  a uniform  method  among 
themselves,  then  it  should  come  up  to  the  State  So- 
ciety. It  should  not  be  handed  down  to  them  by  the 
State  Society  or  from  the  State  Society. 

Speaker  Holcomb:  Thank  you,  Dr.  Wolff. 

I would  like  to  recognize  Dr.  Rawls.  I think  he 
can  clarify  this  because  he  has  made  a very  close 
study  of  this  question. 

Dr.  Rawls:  This  does  not  do  anything  with  the 
fact  that  Dr.  Wolff  has  suggested  any  more  than 
your  present  Bylaws  on  membership  of  your  State 
Society  tell  you  who  can  belong  to  your  county  so- 
ciety at  the  present  moment.  This  resolution  was 
introduced  because  there  was  no  means  whereby  in 
the  State  Society  any  county  society  could  have  a 
junior  membership.  If  we  had  such  members  of  the 
county  society  under  the  present  Constitution  and 
Bylaws  of  the  State  Society,  we  would  have  had  to 
pay  full  dues  to  the  State  Society  for  such  members. 
Our  purpose  in  introducing  this  was  to  get  the  Con- 
stitution and  Bylaws  of  the  State  Society  changed  so 
if  a county  society  wanted  to  have  junior  member- 
ships, it  could  have  them  and  would  not  have  to  pay 
the  full  State  assessment  on  every  such  member  that 
they  have,  which  would  be  the  fact  as  it  now  stands. 
If  it  took  them  in  as  members,  it  would  have  to  pay 
full  State  assessments  to  the  State  Society,  otherwise 
it  could  not  do  it. 

Speaker  Holcomb:  Are  you  ready  for  the  ques- 
tion? 

Dr.  Elmer  T.  McGroder,  Erie:  An  amendment 
was  made  to  this  by  one  of  our  delegates,  Dr.  Bab- 
bage, on  the  advice  of  the  attorney  of  our  Erie 
County  Society,  because  otherwise  a good  many  men 
who  are  residents  and  interns  are  not  protected  by 
any  form  of  malpractice  insurance.  By  joining  the 
junior  membership  as  it  is  here  proposed  they  then 
are  eligible  to  have  this  malpractice  insurance,  and 
that  is  one  of  the  reasons  also  why  we  in  Erie  County 
would  like  to  have  this  resolution  or  amendment 
passed. 

Dr.  Harold  B.  Davidson,  New  York:  Mr. 

Speaker  and  delegates,  there  is  only  one  point  that  I 
would  like  to  emphasize,  and  that  is  that  this  is 
purely  an  enabling  act  and  carries  no  force  upon  any 
county  society.  The  society  is  completely  autono- 
mous in  this  as  to  what  action  it  takes.  It  is  simply 
an  enabling  act. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Gamble:  Mr.  Speaker,  I move  the  adoption 
of  the  report  of  the  reference  committee  as  a whole, 
as  amended. 

Dr.  Abraham  Koplowitz,  Kings:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Gamble:  Mr.  Speaker,  I also  wish  to  thank 
you  for  furnishing  me  with  an  excellent  committee, 
and  I wish  to  thank  each  member  of  that  committee, 
Dr.  Flint,  Dr.  Aaron,  Dr.  Koplowitz,  and  Dr. 
Wood. 


Speaker  Holcomb:  At  this  time  we  have  a very 
important  committee  to  report,  one  which  has  con- 
sidered a very  controversial  question.  I refer  to  Dr. 
Shea’s  committee  on  Report  of  the  Council,  Part  IV, 
Public  Health  Activities,  Cancer,  Heart  Disease, 
Blood  Banks,  Medical  Film  Review. 

Section  170 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Cancer 

Dr.  Edward  F.  Shea,  Ulster:  Mr.  Speaker  and 
gentlemen  of  the  House  of  Delegates,  your  reference 
committee,  after  careful  study  of  the  report  of  the 
Subcommittee  on  Cancer,  commends  its  work  and 
recommendations. 

The  committee  recognizes  the  growing  trend  away 
from  cancer  detection  centers — possibly  explained 
by  the  prohibitive  cost  of  detection  of  the  relatively 
small  percentage  of  incidence  in  so  large  a number  of 
patients. 

The  committee  approves  the  suggestions  of  the 
subcommittee  relative  to  ways  to  increase  cancer  de- 
tection, with  the  hope  of  reducing  the  cost,  but  feels 
there  is  much  further  study  and  effort  to  be  made. 
The  committee  particularly  commends  the  pub- 
lishing, in  serial  form,  in  the  New  York  State 
Journal  of  Medicine,  of  illustrated  articles  dem- 
onstrating the  various  methods  of  detecting  cancer 
in  various  parts  of  the  body. 

Your  committee  is  at  a loss  to  explain  the  laxity 
in  holding  monthly  conferences  at  tumor  clinics. 
Perhaps  combined  meetings,  such  as  staff  meetings 
combined  with  a conference  on  tumors,  would  mini- 
mize the  number  of  meetings  physicians  must  at- 
tend. The  committee  would  like  to  know  if  the 
directors  of  the  tumor  clinics  throughout  the  State 
were  questioned  by  letter  relative  to  the  holding  of 
conferences  at  their  respective  clinics. 

Your  committee  approves  further,  extensive  post- 
graduate education  for  practitioners  and  continued 
education  for  the  layman. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  James  Greenough,  Otsego:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  171 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Heart  Disease 

Dr.  Edward  F.  Shea,  Ulster:  Your  committee 
suggests  further  study  be  made  by  the  Subcom- 
mittee on  Heart  Disease  of  the  facilities  offered  by 
the  American  Heart  Association,  by  the  State  De- 
partment of  Health,  and  their  programs  at  a county 
level. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Goodlatte  B.  Gilmore,  Bronx:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  172 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Medical  Film  Review 

Dr.  Edward  F.  Shea,  Ulster:  Your  committee 
approves  of  the  Subcommittee  Report  on  Medical 
Films.  It  agrees  there  is  room  for  improvement  in 
quality,  there  being  far  too  many  poor,  unimportant 
medical  films.  The  committee  feels  they  are  as 
harmless  as  they  are  noninstructive. 

Audiovisual  instruction  being  increasingly  recog- 
nized as  most  valuable  prompts  the  committee  to 
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urge  wider  publication  and  distribution  of  good 
films. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  James  Greenough,  Otsego:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  173  (See  10,  70,  95) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Blood  Banks 

Dr.  Edward  F.  Shea,  Ulster:  Y'our  reference 
committee  recognizes  that  the  report  of  the  Sub- 
committee on  Blood  Banks  indicates  that  the  Coun- 
cil has  carried  out  the  mandate  of  the  House  of  Dele- 
gates in  its  meeting  of  April  30,  1951,  by  organizing 
a New  York  State  association  of  blood  banks,  which 
the  House  has  advocated  for  the  past  several  years. 
It  would  appear  that  this  association  would  increase 
the  facilities  for  the  procurement  and  processing  of 
blood. 

Your  committee  approves  of  the  purposes  of  the 
association  as  listed  under  the  title,  Constitution,  as 
follows:  (a)  to  federate  into  one  organization  the 
blood  banks  of  the  State  of  New  \rork,  (b)  to  foster 
cooperation  between  blood  banks,  (c)  to  encourage 
the  development  of  blood  banks  where  needed,  ( d ) 
to  extend  medical  knowledge  and  advance  the 
science  and  art  of  blood  banking,  (e)  to  enlighten  the 
public  in  regard  to  the  problems  of  blood  banking, 
and  (/)  to  plan  for  needs  in  time  of  disaster. 

Relative  to  the  financing  of  the  association,  the 
committee  feels  that  the  estimated  budget  of  $20,000 
to  $30,000  is  indefinite  and  the  method  of  financing 
more  indefinite  and  requires  further  study,  as  the 
supplementary  report  of  the  Council  Committee  on 
Public  Health  and  Education  indicates.  At  the 
same  time,  the  committee  wishes  to  remind  you  that 
the  commission  would  require  funds  and  suggests 
$2,000  or  more  at  the  beginning.  The  commission 
may  well  act  as  a liaison  body  between  the  present 
agencies  interested  in  the  collection  and  processing 
of  blood,  including  the  American  Red  Cross.  In  no 
way  at  all  would  the  new  organization  infringe  upon 
satisfactorily  established  blood  centers  throughout 
the  State. 

Your  committee  has  received  a resolution  by  Dr. 
Theodore  J.  Curphey,  of  Nassau  County,  which 
reads  as  follows: 

“Whereas,  the  Blood  Banks  Association  of 
New  York  State  was  organized,  adopted  a con- 
stitution and  bylaws,  and  elected  officers  and  an 
executive  board  in  Albany,  on  March  2,  1952; 
and 

“Whereas,  the  executive  board  of  the  Blood 
Banks  Association  of  New  York  State  on  April  5, 
1952,  voted  to  recommend  to  the  Blood  Banks 
Association  of  New  York  State  and  the  Medical 
Society  of  the  State  of  New  \rork  that  a commis- 
sion be  created  by  the  Medical  Society  of  the 
State  of  New  York  to  be  known  as  the  Blood 
Banks  Commission  of  the  Medical  Society  of  the 
State  of  New  York;  and 

“Whereas,  the  aforesaid  recommendation  was 
adopted  by  the  Blood  Banks  Association  of  New 
York  State  on  May  12,  1952;  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  hereby 
creates  the  Blood  Banks  Commission  of  the  Medi- 
cal Society  of  the  State  of  New  York;  and  be  it 
further 

“Resolved,  that  the  Blood  Banks  Commission  of 
the  Medical  Society  of  the  State  of  New  York  is 


hereby  directed  to  report  annually  to  this  House 
of  Delegates  and  at  other  intervals  to  the  Council ; 
and  be  it  further 

“Resolved,  that  the  Board  of  Trustees  is  re- 
quested to  allocate  funds  to  the  Commission.” 

As  it  has  been  said  before,  it  is  estimated  that  the 
cost  to  the  Society  of  this  commission  would  be  ap- 
proximately $2,000.  In  view  of  the  many  difficult 
problems  facing  the  Blood  Banks  Association  of  New 
York  State  in  its  formative  stage,  your  committee 
approves  this  resolution  which  would  establish  a 
commission  of  the  House  of  Delegates  to  supervise 
the  further  development  of  the  organization  of  the 
Blood  Banks  Association  of  the  State  of  New  York 
with  the  following  recommendations: 

That  this  commission  should  be  appointed  by  the 
president  of  the  Medical  Society  of  the  State  of  New 
York  and  should  consist  of  the  president  of  the 
Medical  Society  of  the  State  of  New  York,  the 
president-elect  of  the  Medical  Society  of  the  State 
of  New  York,  the  chairman  of  the  Public  Health  and 
Education  Committee,  the  chairman  of  the  Com- 
mittee on  Public  Relations,  a representative  of  the 
New  York  State  Association  of  Public  Health  Labo- 
ratories, two  representatives  of  the  American  Red 
Cross,  and  four  representatives  of  the  hospital  blood 
banks  to  be  originally  appointed  by  the  president  for 
terms  of  one,  two,  three,  and  four  years,  and  that  one 
representative  be  appointed  each  year  thereafter 
for  a term  of  four  years,  one  representative  of  the 
community  blood  banks,  and  that  this  commission 
report  annually  to  the  House  of  Delegates  of  the 
Medical  Society  and  in  the  interim  to  the  Council. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Clarence  G.  Bandi.er,  New  York:  I second 
it. 

Vice-Speaker  Williams:  This  portion  of  the  re- 
port includes  the  approval  of  the  resolution  and  the 
establishment  of  a Blood  Banks  Commission  as  has 
been  outlined.  Is  there  any  discussion? 

Dr.  Theodore  J.  Curphey,  Councillor:  I raise 
the  question,  Mr.  Speaker,  I might  not  have  heard 
correctly,  but  was  there  any  provision  made  in  the 
membership  of  t he  commission  to  include  representa- 
tives from  the  Health  Department  of  the  State  of 
New  York? 

Dr.  Shea:  A representative  of  the  New  York 
State  Association  of  Public  Health  Laboratories. 

Vice-Speaker  Williams:  The  answer  from  the 
chairman  of  the  reference  committee  was  not  a direct 
answer.  As  the  vice-speaker  reviews  this  recom- 
mendation of  the  reference  committee,  there  is  no 
specific  inclusion  of  a representative  from  the  State 
Health  Department.  That  is  the  answer,  Dr. 
Curphey. 

Dr.  Curphey:  May  I crave  the  attention  of  the 
House  to  stress  t he  importance  of  including  on  that 
commission  a representative  or  representatives  from 
t he  New  York  State  Depart  ment  of  Health.  I would 
suggest  that  the  Commissioner  of  Health  of  the 
State  of  New  York  or  one  of  his  designated  repre- 
sentatives be  included  on  t his  commission. 

Vice-Speaker  Williams:  You  offer  that  as  an 
amendment? 

Dr.  Curphey:  I do,  Mr.  Speaker. 

Dr.  Greenough:  I second  that. 

Vice-Speaker  Williams:  The  discussion  is  on 
the  amendment  to  include  the  State  Health  Com- 
missioner or  one  of  his  designated  representatives  as 
an  additional  member  on  this  Blood  Banks  Commis- 
sion. Is  there  any  discussion  of  the  amendment? 

Dr.  Samuel  Z.  Freedman,  New  York:  I don’t 
understand,  or  perhaps  you  did  not  say  anything 
about  funds;  is  it  $2,000  or  $20,000  or  what? 
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Dr.  Shea:  12,000  for  the  Commission ; $2,000  or 
more. 

Dr.  Freedman:  $2,000  or  more? 

Dr.  Shea:  Yes. 

Dr.  Freedman:  I think  that  word  “more”  is  a 
little  too  elastic. 

Dr.  Shea:  So  is  the  program.  ( Laughter ) 

Dr.  Freedman  : That’s  just  it. 

Vice-Speaker  Williams:  The  Chair  rules  you 
are  out  of  order.  We  are  discussing  the  amendment 
as  to  the  additional  resolution. 

Dr.  Freedman:  I thought  you  had  passed  that 
already. 

. . . There  being  no  discussion  further,  the  amend- 
ment was  put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Williams:  The  resolution  as 

amended  is  now  before  you  for  discussion. 

Dr.  Morris  Maslon:  Is  it  legal  to  offer  another 
amendment  to  this  resolution? 

Vice-Speaker  Williams:  One  amendment  has 
been  accepted  and  passed.  We  have  not  accepted 
the  report  as  a whole.  We  are  discussing 
this  portion  of  the  report.  This  portion  of  the  re- 
port has  not  been  brought  to  a vote.  We  are  open 
for  all  the  amendments  you  want  to  make  on  it. 

Dr.  Maslon  : I would  like  to  offer  another  amend- 
ment. The  present  association,  the  association  that 
has  done  all  of  the  work  on  this  program  which  is  of 
vital  interest  to  every  member  in  this  House  and  to 
every  individual  in  the  State  of  New  York,  has  been 
entirely  neglected.  I would  like  to  amend  this  to 
read  as  follows:  That  a representative  of  the  New 
York  State  Association  of  Blood  Banks  be  also  rep- 
resented on  this  Commission. 

Vice-Speaker  Williams:  Do  you  offer  that  as  an 
amendment? 

Dr.  Maslon:  Yes. 

Vice-Speaker  Williams:  Do  I hear  a second? 

. . . The  amendment  was  seconded  by  several  . . . 

Vice-Speaker  Williams:  Under  the  discussion, 
the  Chair  would  like  to  point  out  that  the  constitu- 
tion of  this  committee  already  includes  four  repre- 
sentatives of  the  hospital  blood  banks  and  one  rep- 
resentative of  the  community  blood  banks,  and  I 
venture  to  suggest  that  they  most  likely  are  active 
in  the  Association  of  Blood  Banks? 

Dr.  Maslon:  Not  necessarily. 

Vice-Speaker  Williams:  Of  course  if  you  want 
to  make  that  an  official  acknowledgment  of  the  As- 
sociation in  addition  to  these  others,  this  is  still  a 
Blood  Bank  Commission,  it  is  your  vote  and  your 
opinion  we  want  to  represent  here.  Is  there  any  fur- 
ther discussion  of  Dr.  Maslon’s  amendment  to  in- 
clude one  representative  from  the  Association  of 
Blood  Banks  on  this  commission? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion of  this  portion  of  the  report? 

Dr.  Leo  F.  Schiff,  Vice-President:  This  is  not 
discussion,  it  is  simply  a question.  Just  what  is 
meant  by  representative  of  the  community  blood 
banks? 

Vice-Speaker  Williams:  On  a point  of  informa- 
tion, Dr.  Schiff  wants  to  know  what  is  meant  by  one 
representative  on  this  Commission  from  the  com- 
munity blood  banks? 

Dr.  Shea  : There  are  two  in  this  State.  One  is  the 

Bender  Hygienic  Laboratories  in  Albany,  and  the 
Blood  Transfusions  in  New  York  City,  both  of  which 
I understand  are  nonprofit  community  blood  banks. 

Dr.  Abraham  Ivoplowitz,  Kings:  I am  entirely 
in  accord  with  the  entire  plan,  but  I want  to  know 
who  the  Association  of  Blood  Banks  of  New  York 


State  are.  Specifically  I am  interested,  and  I know 
a good  many  of  us  are  interested,  in  the  Kings  and 
Queens  Blood  Bank  or  rather  in  the  Queens  Blood 
Bank.  That  has  given  us  some  wonderful  service. 
It  is  a nonprofit  organization,  and  what  is  their 
status? 

Dr.  Freedman:  They  were  just  included  in  the 
community  blood  bank. 

Dr.  Koplowitz:  Who  is  going  to  suggest  from 
among  them  as  to  who  that  representative  will 
be? 

Dr.  Shea:  He  will  be  appointed  by  the  president 
of  the  State  Society. 

Dr.  Koplowitz:  That  is  all  right,  as  long  as  they 
are  taken  care  of.  I wanted  to  know  about  that. 

Dr.  Freedman:  I am  more  interested  in  what  it 
will  cost  the  Society  so,  therefore,  I think  that  word 
“more”  should  be  made  a little  more  definite,  $2,000 
or  more  may  take  away  our  treasury.  Who  knows 
how  this  will  develop?  I don’t  know,  so  I think  a 
ceiling  should  be  put.  I have  been  reading  the 
original  report,  and  I think  $20,000  to  $30,000  was 
mentioned  also,  so  I am  particularly  concerned  about 
putting  a ceiling  on  it.  I wonder  if  it  would  be  in 
order  to  make  an  amendment  that  instead  of  “$2,000 
or  more”  it  read  “$2,000  and  not  more  than  $5,000,’ 

Vice-Speaker  Williams:  The  Speaker  would 
like  to  call  to  the  attention  of  the  delegates  that  the 
watch  dog  of  our  treasury  is  the  Board  of  Trustees. 
Was  this  an  amendment? 

Dr.  Freedman:  Yes,  it  was  an  amendment. 

Vice-Speaker  Williams:  Is  there  a second? 

. . . The  amendment  was  seconded  by  several  . . . 

Vice-Speaker  Williams:  Discussion  is  on  the 
amendment  to  set  this  as  $2,000  and  not  more  than 
$5,000. 

President  Kenney:  I think  it  is  the  intent  of  the 
reference  committee  to  have  an  initial  appropriation 
of  $2,000  to  get  the  Commission  on  its  feet.  The 
implementation  and  the  necessary  appropriation  of 
funds  which  may  come  later  will  necessarily  have  to 
be  worked  out,  and  I think  that  authority  should  be 
left  in  the  Council,  when  they  will  make  the  suitable 
recommendation  to  the  Trustees,  where  it  will  be 
very  conservatively  and  properly  handled. 

Dr.  James  Greenough,  Otsego:  Mr.  Speaker  and 
members  of  the  House,  there  are  two  different 
organizations  which  are  discussed  in  this  report. 
One  is  the  Blood  Banks  Association  of  New  York 
State.  The  budget  estimated  for  that  organization 
is  $20,000  to  $30,000.  The  figure  $2,000  represents 
the  cost  to  the  Society  of  the  Commission,  and  that 
is  the  recommendation  that  is  being  discussed  at  the 
present  time  that  a commission  be  formed. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion  on  the  amendment  of  Dr  Freedman  of 
New  York? 

Dr.  Thomas  A.  McGoldrick,  Past-President:  Is 
it  in  order  for  this  House  to  appropriate  money  for 
any  purpose?  Can  they  do  more  than  simply  make 
suggestions  to  the  Trustees  that  an  appropriation  of 
$2,000  be  made?  It  might  be  called  a suggestion,  but 
the  House  cannot,  I believe,  appropriate  money. 

Vice-Speaker  Williams:  That  is  quite  true. 
The  Chair  is  entertaining  the  original  recommenda- 
tion of  the  report  of  $2,000  or  more  as  a suggestion  to 
the  Board  of  Trustees,  and  we  are  now  entertaining 
an  amendment  to  this  suggestion  to  the  Board  of 
Trustees,  or  suggestion  including  limits.  That  is  the 
way  the  Chair  interprets  it.  Do  I hear  an  objection 
to  the  ruling  of  the  Chair  on  this?  If  not,  is  there  any 
further  discussion  of  the  amendment  setting  a ceiling 
of  $2,000  to  $5,000  — the  limits  of  $2,000  to  $5,000. 

. . There  were  calls  for  the  question,  and  a viva 
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voce  vote  being  in  doubt,  the  Chair  called  for  a show 
of  hands  . . . 

Dk.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I don’t  know  how  to  vote. 

Vice-Speaker  Williams:  You  want  us  to  in- 
struct .you  how,  sir?  ( Laughter ) 

Dr.  d’Angelo:  Yes,  sir.  If  I vote  yes,  I vote  for  a 
limit  of  $2,000  to  $5,000,  and  I take  from  Dr.  Freed- 
man’s motion  that  $5,000  means  the  whole  thing; 
if  I vote  no  then  I vote  against  this  whole  business. 
I don’t  want  to  be  hamstrung  in  that  way. 

Vice-Speaker  Williams:  You  are  not.  The 
Chair  would  like  to  instruct  you  if  you  don’t  know 
how  to  vote.  If  you  vote  no  on  this,  you  are  voting 
no  only  on  the  limit  of  $2,000  to  $5,000,  you  are  not 
voting  no  on  the  recommendation  of  the  reference 
committee  which  says  $2,000  or  more. 

Dr.  d’Angelo:  I know  that,  but  I would  like  to 
know  what  Dr.  Freedman’s  idea  was  in  placing  a 
$5,000  limit  on  the  Commission.  I am  sure  he  did 
not  want  it  to  go  to  $20,000  for  the  whole  thing. 
What  was  his  idea? 

Dr.  Curphey:  On  a point  of  information,  is  that 
$2,000  for  the  fiscal  year  or  for  all  time? 

Vice-Speaker  Williams:  I will  ask  the  chairman 
of  the  reference  committee. 

Dr.  Shea:  I am  out  on  that. 

Vice-Speaker  Williams:  I will  ask  Dr.  Freed- 
man. It  is  his  amendment  we  are  discussing.  Is 
that  annually  or  for  all  time,  Dr.  Freedman? 

Dr.  Freedman:  All  I had  in  mind  is  I am  a great 
believer  in  having  tilings  straight.  I believe  in 
floors  and  I believe  in  ceilings  too,  and  I think  some 
limit  should  be  put  down  as  to  how  much  should  be 
spent.  This  word  “more”  is  a little  too  elastic,  that’s 
all. 

. . . The  question  being  called,  the  amendment 
was  put  to  a vote  and  was  defeated  . . . 

Vice-Speaker  Williams:  The  amendment  is  de- 
feated. Now  we  are  back  to  the  recommendation  of 
the  reference  committee  as  amended.  Is  there  any 
further  discussion  of  the  recommendation?  The 
sum  of  $2,000  or  more  was  the  point  at  issue  in  that 
regard,  but  all  the  parts  of  the  recommendation  per- 
taining to  the  establishment  of  a blood  banks  com- 
mission are  before  you. 

. . . The  question  being  called,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Dr.  Shea:  The  reference  committee  received  a 
resolution  from  Dr.  S.  B.  Folts  of  the  County  of 
Seneca.  (See  Section  70) 

Feeling  that  the  collaboration  and  good  will  of  the 
American  Red  Cross  are  essential  to  an  adequate 
blood  procurement  program  in  New  York  State  and 
in  view  of  the  action  of  the  House  of  Delegates  urg- 
ing the  formation  of  a State  Blood  Banks  Association, 
your  committee  disapproves  the  resolution  of  Dr. 
S.  B.  Folts  of  the  County  of  Seneca  in  so  far  as  the 
spirit  of  the  resolution  will  be  conveyed  by  our  rec- 
ommendations made  in  approving  Dr.  Curphey’s 
resolution. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Goodlatte  B.  Gilmore,  Bronx:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  174  (See  64) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Advertising  for  Blood  Donors 

Dr.  Edward  F.  Shea,  Ulster:  The  committee  is 
in  receipt  of  a resolution  introduced  by  Dr.  William 
Benenson,  of  Queens  County,  relative  to  advertising 


for  blood  donors.  Your  committee  concurs  in  the 
general  sentiment  expressed  by  the  resolution,  but 
would  change  it  to  read: 

“Whereas,  there  have  appeared  at  various 
times  paid  advertisements  in  the  public  press  for 
blood  donors;  in  substantiation  of  this  statement 
there  is  submitted  herewith  a marked  copy  of  the 
New  York  Journal  American,  dated  May  8,  1952, 
containing  seven  such  advertisements  for  blood 
donors,  indicating,  ‘Fee  Paid,’  ‘Immediate  Pay- 
ment,’ ‘Higher  Payment,’  and  various  other  evi- 
dence of  inducements  ( Exhibit  A attached );  and 
“Whereas,  it  is  evident  these  advertisements 
are  inserted  to  entice  indigent  or  other  types  of  our 
citizenry  to  sell  their  blood ; and 

“Whereas,  there  is  nothing  in  these  advertise- 
ments to  indicate  that  a state  of  nutrition,  anemia, 
chronic  alcoholism,  or  too  frequent  bleeding  is 
given  any  consideration;  and 

“Whereas,  it  is  well  known  to  the  medical  pro- 
fession that  all  these  factors  must  be  taken  into 
consideration  in  accepting  a donor,  as  indicated  in 
an  article  printed  in  the  New  York  State  Jour- 
nal of  Medicine,  Vol.  27,  Page  1380,  June  15, 
1947  ( Exhibit  B attached)-,  therefore  be  it  hereby 
“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  disapprove  such  paid  advertisements 
for  blood  donors,  as  it  borders  on  the  unethical 
practice  of  medicine.” 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Elaine  P.  Ralli,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Shea:  Now  I move  the  adoption  of  the  report 
as  a whole  as  amended. 

Dr.  James  Greenough,  Otsego:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Shea:  I acknowledge  the  astuteness  and 
help  of  my  committee;  Dr.  James  Greenough,  Dr 
W.  Laurence  Whittemore,  Dr.  Goodlatte  B.  Gilmore, 
and  Dr.  Orman  C.  Perkins  were  of  invaluable  as- 
sistance. 

Vice-Speaker  Williams:  On  behalf  of  the 

House,  I thank  you  and  your  committee  for  your 
good  work.  ( Applause ) 

Section  175  (See  68,  107) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  B : Minimum  Standards  of  Social  Security 
and  Medical  Care  of  the  International  Labour 
Organization 

Dr.  Guy  S.  Philbrick,  Niagara:  This  resolution, 
as  you  will  recall,  was  on  minimum  standards  of 
social  security  of  the  International  Labour  Organiza- 
tion. With  the  help  of  Dr.  Bauer,  we  have  at- 
tempted to  clarify  the  substance  of  this  resolution. 

Your  reference  committee  has  again  studied  the 
resolution  introduced  by  Dr.  Samuel  Z.  Freedman, 
of  New  York  County,  on  minimum  standards  of 
social  security  and  medical  care  of  the  International 
Labour  Organization. 

Your  committee  believes  that  many  of  the  “where- 
ases” in  the  original  resolution  are  true  but  are  really 
of  controversial  nature.  Therefore,  we  have  amended 
the  resolution  to  read  as  follows: 

“Whereas,  in  June,  1952,  the  International 
Labour  Organization  will  hold  an  international 
meeting  composed  of  representatives  of  govern- 
ment, management,  and  labor;  and 

“Whereas,  at  this  meeting  there  will  be  con- 
sidered the  subject  of  minimum  standards  of 
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social  security  which  will  include  the  subject  of 
medical  care;  and 

“Whereas,  the  International  Labour  Organiza- 
tion has  made  no  attempt  to  obtain  the  opinions 
of  the  practicing  medical  profession;  and 

“Whereas,  the  World  Health  Organization  at 
the  request  of  the  International  Labour  Organiza- 
■ tion  appointed  an  expert  committee  on  medical 
care  in  social  security;  and 

“Whereas,  that  is  the  only  report  from  any 
section  of  the  medical  profession  which  will  be 
submitted  to  the  delegates  at  the  International 
Labour  Organization  meeting;  and 

“Whereas,  there  was  not  a single  practicing 
physician  on  this  committee;  and 

“Whereas,  that  report  of  the  World  Health 
Organization  expert  committee  recommends  a 
full-time  salaried  medical  service;  therefore,  be  it 
“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  urge  its 
members  to  make  contact  with  their  senators, 
voicing  disapproval  of  that  section  of  the  mini- 
mum standards  of  social  security  pertaining  to  the 
subject  of  medical  care,  as  proposed  by  the  Inter- 
national Labour  Organization  and  in  particular 
the  report  of  the  World  Health  Organization  ex- 
pert committee  on  medical  care,  which  advocates 
a full-time  salaried  medical  service;  and  be  it  fur- 
ther 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York,  at  its  annual  convention  in 
New  York,  May  12-14,  1952,  disapproves  of  these 
reports  and  memorializes  the  senators  of  this 
State  to  obtain  and  consider  the  opinions  of  the 
practicing  profession  in  connection  with  any  plan 
for  medical  care;  and  be  it  further 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  be  and  hereby 
are  instructed  to  introduce  a similar  resolution  in 
the  House  of  Delegates  of  the  American  Medical 
Association  with  the  request  that  its  membership 
communicate  with  their  senators  in  regard  to  the 
resolution  of  the  International  Labour  Organiza- 
tion, which  pertains  to  medical  care.” 

I so  move. 

Dr.  William  Benenson,  Queens:  I second  it. 
Vice-Speaker  Williams:  You  have  heard  the 
motion  of  the  reference  committee,  which  approves 
the  resolution  as  thus  amended.  Is  there  any  dis- 
cussion? 

Dr.  Louis  H.  Bauer:  I was  not  in  the  House  the 
other  day  when  this  resolution  first  came  in.  Dr. 
Philbrick  asked  me  for  an  opinion  on  this.  As  I 
understand  it,  there  was  some  concern  in  the  House 
as  to  whether  we  were  disapproving  social  security. 
There  is  nothing  of  the  sort  involved  here  at  all. 
This  booklet  which  is  being  distributed  to  the  Inter- 
national Labour  Organization  is  entitled  “Minimum 
Standards  of  Social  Security,”  and  it  covers  the 
whole  field  of  social  security.  This  resolution  per- 
tains only  to  that  part  of  it  which  has  to  do  with 
medical  care,  and  that  is  what  the  resolution  is 
about. 

I also  would  like  to  say  that  in  my  references  to 
the  World  Health  Organization,  I am  not  criticizing 
the  World  Health  Organization  itself.  We  have  a 
very  good  liaison  with  them  in  the  World  Medical 
Association.  We  have  the  greatest  respect  for  the 
Organization  and  for  its  director-general.  We  feel, 
however,  that  they  certainly  slipped  a cog  when  they 
appointed  a committee  of  this  character  without 
giving  any  chance  for  the  practicing  medical  profes- 
sion of  the  world  to  give  its  opinion,  and  I certainly 
feel  that  the  International  Labour  Organization  was 


not  particularly  cooperative  when  they  declined  to 
distribute  the  World  Medical  Association  statement 
with  reference  to  medical  care  under  social  security 
that  had  been  approved  by  the  membership  of  43 
nations  involving  700,000  physicians. 

I think  that  this  resolution  is  very  much  to  the 
point,  and  I hope  the  House  will  adopt  it.  It  has 
nothing  whatever  to  do  with  social  security  in  this 
country  as  it  is  at  the  present  time. 

Also  while  I am  on  my  feet,  several  people  have 
asked  me  about  the  World  Medical  Association  and 
where  they  could  find  something  about  it.  There  is 
a booth  downstairs  right  next  to  the  registration 
desk.  I hope  those  who  are  not  members  of  the 
United  States  Committee  give  us  some  support  be- 
cause we  need  your  support  in  carrying  out  this  fight 
on  an  international  basis. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  1 76 

Announcement 

Speaker  Holcomb:  I have  an  announcement  to 
make  from  the  Public  Relations  Bureau  to  the  effect 
that  Dr.  P.  G.  Waller,  of  New  Baltimore,  our  Out- 
standing Practitioner  of  the  Year,  will  appear  on  a 
television  show  to  be  carried  over  the  DuMont  Net- 
work, Channel  5,  from  8:30  to  9 p.m.  on  Thursday 
evening.  The  report  has  it  that  Dr.  Waller  is  al- 
most as  good  an  actor  as  a physician,  so  those  who 
witness  it  are  promised  an  interesting  show. 

Section  177  (See  166) 

Results  of  Elections 

Speaker  Holcomb:  At  this  time  Dr.  McCarty 
has  a report  on  the  results  of  the  election  of  dele- 
gates to  the  American  Medical  Association. 

Dr.  Charles  F.  McCarty,  Kings:  The  following 


is  the  tabulation  of  results: 

W.  P.  Anderton 183 

James  R.  Reuling 165 

Carlton  E.  Wertz 165 

Edward  P.  Flood 137 

Herbert  H.  Bauckus 124 

Thurman  B.  Givan 117 

Harold  F.  R.  Brown 115 

John  J.  H.  Keating 112 

Floyd  S.  Winslow 104 

Ezra  A.  Wolff 102 

Those  are  elected  delegates  to  the  American 
Medical  Association. 

The  following  are  elected  as  alternates: 

Clarence  Bandler 101 

Leo  F.  Schiff 96 

Frederic  W.  Holcomb 95 

Elton  R.  Dickson 73 

Henry  F.  McGarvey 69 

J.  G.  Fred  Hiss 44 

Herman  E.  Hilleboe 43 

John  L.  Edwards 41 

Denver  M.  Vickers 39 

Joseph  A.  Geis 34 


Dr.  Moses  Krakow  received  28  but  is  not  an  alter- 
nate. 

Section  178 

Announcement 

Speaker  Holcomb:  I have  another  announce- 
ment, that  the  Council  will  meet  probably  at  2 
o’clock  this  afternoon  unless  the  proceedings  of  the 
House  of  Delegates  last  too  long. 

There  are  two  reports  still  to  be  received,  neither 
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of  which  will  be  too  long,  and  I would  urge  you  to 
remain  in  the  House  of  Delegates  until  we  have 
finished. 

Section  179  (See  91) 

Report  of  Reference  Committee  on  Report  and 
Supplementary  Report  of  Treasurer 

Dr.  Henry  E.  McGarvey,  Westchester:  Your  ref- 
erence committee  has  carefully  examined  the  report 
of  the  treasurer  with  Dr.  Maurice  J.  Dattelbaum  pres- 
ent. \Ve  note  with  satisfaction  that  the  Public- 
Relations  Bureau  spent  less  than  it  did  in  1950.  We 
agree  that  continued  operations  at  a deficit  can  only 
mean  eventual  insolvency,  and  we  feel  that  any  fur- 
ther increase  in  expenses  will  necessitate  an  increase 
in  dues. 

Therefore,  we  recommend  that  the  inauguration 
of  any  bureaus  or  committees  that  would  entail  any 
expenditures  worthy  of  the  name  should  be  care- 
fully considered  with  the  Board  of  Trustees  before 
being  recommended. 

In  a supplementary  report  to  the  House  of  Dele- 
gates, the  treasurer  makes  the  following  recommend- 
ation : 

“In  view  of  the  fact  that  our  Public  Relations 
Bureau  has  a dual  function  in  that  its  work  is  not 
only  with  the  general  public  but  is  also  with  rela- 
tions between  the  doctor  and  his  medical  society,  it  is 
therefore  recommended  that  the  name  of  the  Public 
Relations  Bureau  be  changed  to  the  Public  and  Pro- 
fessional Relations  Bureau. 

“In  so  doing,  we  can  allocate  the  expenses  of  this 
Bureau  into  two  categories,  viz.  those  items  which 
are  strictly  public  relations  and  those  items  which 
are  not  public  relations  but  have  to  do  with  relations 
between  the  doctor  and  his  medical  society.” 

The  committee  wishes  to  commend  the  treasurer 
for  his  efficiency  and  vigilance  in  office.  We  move 
the  adoption  of  the  report  of  the  treasurer  together 
with  his  supplementary  report. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  180  (See  7) 

Report  of  Reference  Committee  on  Report  of  Finance 
Committee 

Dr.  Henry  E.  McGarvey,  Westchester:  Your  ref- 
erence committee  has  carefully  noted  and  com- 
pared the  1951  income  and  expenditures  with  the 
1952  budget  as  presented  in  the  report  of  the  Fi- 
nance Committee  and  fully  concurs  in  its  observa- 
tions anticipating  increased  cost  of  material  and 
personnel  as  well  as  those  occasioned  by  alterations, 
moving  expense,  and  additional  rent  made  necessary 
by  the  acquisition  of  new  offices.  It  is  to  be  hoped 
that  the  anticipated  income  will  be  augmented  by 
the  dues  of  more  than  the  estimated  number  of 
members  and  that  during  the  year  ways  will  be 
found  to  decrease  expenses  to  lower  levels  than  those 
outlined. 

We  move  the  adoption  of  the  report  of  the  Finance 
Committee. 

I)r.  Frank  J.  Cerniglia,  Queens:  I second  it. 

. There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  181 

Report  of  Reference  Committee  on  Report  of  Board 
of  Trustees 

Dr.  Henry  E.  McGarvey,  Westchester:  Your  ref- 
erence committee  is  cognizant  of  the  tremendous 


responsibility  assumed  by  the  Board  of  Trustees  and 
is  impressed  with  the  obvious  sincerity  and  remark- 
able efficiency  evidenced  in  its  handling  of  the  funds 
of  the  Society. 

Regardless  of  the  fact  that  the  increase  in  dues, 
which  began  January  1,  1951,  had  a decided  effect  in 
enabling  the  Society  to  end  the  past  year  with  a sur- 
plus from  both  general  operations  and  investments, 
we  wish  to  call  to  your  attention  the  fact  that  many 
of  our  departments  and  committees  did  not  use  the 
full  amount  requested  by  and  appropriated  to  them 
by  the  Council  and  the  Board  of  Trustees. 

Your  reference  committee  wishes  to  commend  the 
Board  of  Trustees  for  its  excellent  work  and  moves 
the  adoption  of  its  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously-  carried  . . . 

Section  182  (See  77) 

Reports  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  and  Finance : Reimbursement 
to  the  Seventh  District  Branch 

Dr.  Henry  E.  McGarvey,  Westchester:  This 
committee  had  two  resolutions  referred  to  it  for  con- 
sideration. 

The  first  one  was  introduced  by  Dr.  Homer  J. 
Knickerbocker,  of  Ontario  County,  requesting  reim- 
bursement to  the  Seventh  District  Branch  of  the 
sum  of  $181.68.  This  amount  was  spent  by-  them 
when  holding  their  annual  meeting.  Due  to  un- 
familiarity with  routine  procedure  in  such  matters,  re- 
imbursement was  not  requested  by-  them  until  the 
period  of  acceptance  of  such  bills  had  expired. 

Your  committee  recommends  approval  of  the  res- 
olution. I so  move. 

Dr.  R.  E.  Delbridge,  Monroe:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  183  (See  32) 

Report  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  and  Finance : State  Society 
Contribution  to  American  Medical  Education  Foun- 
dation 

Dr.  Henry  E.  McGarvey,  Westchester:  The 
second  resolution  considered  was  introduced  by-  Dr. 
Edward  P.  Flood,  of  Bronx  County,  and  as  it  is 
short,  I should  like  to  read  it: 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  ap- 
proved the  action  of  the  house  of  delegates  of 
the  American  Medical  Association  in  setting  up 
the  American  Medical  Education  Foundation; 
and 

“Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  meeting 
in  May,  1951,  pledged  itself  to  exert  every  effort 
to  raise  $250,000  as  its  contribution  to  the  Ameri- 
can Medical  Education  Foundation;  therefore  be 
it 

“Resolved,  that  to  insure  a partial  fulfillment 
of  this  pledge  the  Board  of  Trustees  of  the  Medical 
Society  of  the  State  of  New  York  be  empowered  to 
contribute  $100,000  of  its  surplus  funds  to  the 
American  Medical  Education  Foundation  in  the 
year  1952.” 

Your  committee  concurs  in  the  pledge  of  the 
House  of  Delegates  to  exert  every-  effort  to  raise 
$250,000  as  its  contribution  to  the  American  Medical 
Education  Foundation  but  feels  that  it  should  be 
done  by  voluntary  contributions  from  individual 
members  rather  than  a yearly  appropriation  from 


Part  II— September  1,  1952]  MINUTES  OF  THE  ANNUAL  MEETING 


119 


surplus  funds  of  the  Society  accumulated  for  a time 
of  critical  need.  We  do  feel,  however,  that  every 
member  should  support  the  effort  both  individually 
and  in  every  manner  possible. 

For  the  reason  stated,  we  recommend  that  this  be 
disapproved,  and  I so  move. 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  I second 
the  motion. 

Speaker  Holcomb  : You  have  before  you  the  rec- 
ommendation of  the  reference  committee,  which 
carries  with  it  disapproval  of  the  resolution.  Is  there 
any  discussion? 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  Mr. 
Speaker,  Bronx  County  believes  in  shock  therapy. 
That  is  why  you  got  the  $100,000  request.  In 
Bronx,  under  the  able  leadership  of  Dr.  Flood,  there 
has  been  a very  active  campaign,  and  we  have  tried 
to  get  the  donat  ions  from  the  individual  physicians. 
We  have  even  gone  further  than  this,  and  that  is 
why  we  brought  this  in.  We  have  gone  to  individual 
hospital  boards,  and  many  of  them  have  given  dona- 
tions. Many  staffs  of  hospitals  in  the  Bronx  have 
given  of  their  funds.  Only  Monday  night  St.  Francis 
Hospital  Medical  Board  gave  $500,  which  is  better 
than  one  third  of  their  funds.  We  do  believe  that  it 
would  be  very  proper  for  the  State  to  give  a nest  egg, 
a nucleus,  not  necessarily  $100,000,  probably  $25,000, 
but  it  should  be  there  to  show  the  intent  of  the  whole 
body  to  support  this  program. 

Dr.  Edward  P.  Flood,  Bronx:  Mr.  Speaker  and 
members  of  the  House,  I have  here  a roll  of  honor, 
and  I will  read  a few  of  the  contributions  from  other 
medical  societies:  the  California  Medical  Associa- 
tion, .$100,000:  the  Idaho  State  Medical  Association, 
$1,000;  the  South  Carolina  Medical  Association, 
$10,000;  the  Medical  Society  of  the  State  of  Vir- 
ginia, $1,000;  the  West  Virginia  Medical  Associa- 
tion, $500;  and  then  a number  of  county  societies  in 
Montana,  Illinois,  West  Virginia,  with  amounts  of 
$2,000,  $200,  and  8500.  This  is  the  most  unselfish 
project  that  the  American  Medical  Association  has 
ever  devised.  It  is  the  best  form  of  public  relations. 

Last  year  in  a moment  of  enthusiasm  you  prac- 
tically pledged  yourselves  to  exert  every  effort.  We 
have  done  that  in  the  Bronx,  and  we  have  met  with 
such  a measure  of  success  that  14  per  cent  of  the 
contributors  in  1951  from  New  York  State  were 
Bronxites.  Of  the  amounts  raised  under  Dr.  Master’s 
chairmanship  fully  33  to  40  per  cent  has  been  raised 
in  the  Bronx. 

A few  years  ago  a reference  committee  headed  by 
myself,  such  as  Dr.  McGarvey  today,  predicted  the 
depletion  of  our  accumulated  funds  by  inflation. 
Those  words  are  true  because  they  are  worth  just 
half  now  what  they  were  years  ago.  This  is  the  best 
expenditure  for  public  relations,  and  we  should  make 
an  appropriation  that  will  put  us  at  least  on  a par 
with  the  South  Carolina  Medical  Association. 
Therefore,  with  your  permission  I will  amend  my  res- 
olution to  reduce  the  suggested  appropriation  to 
$25,000. 

Dr.  J.  Lewis  Amster,  Bronx:  I second  that. 

Speaker  Holcomb:  Is  there  any  discussion  on 
the  amendment  to  reduce  the  appropriation  from 
$100,000  to  $25,000? 

Dr.  Flood:  The  suggested  contribution. 

Speaker  Holcomb:  That,  of  course,  would  have 
to  be  referred  from  a Constitution  and  Bylaws 
standpoint  to  the  Board  of  Trustees.  This  is  simply 
a recommendation. 

Dr.  Flood:  That  is  right. 

Speaker  Holcomb:  I would  like  to  ask  Dr. 

Masterson  from  the  Board  of  Trustees  to  come  up 
and  express  himself, 


Dr.  John  J.  Masterson,  Trustee:  I would  like  to 
amend  the  last  amendment  that  the  amount  to  be 
given  to  the  American  Medical  Association — 

Dr.  Flood:  American  Medical  Education  Foun- 
dation. 

Dr.  Masterson:  Right,  to  the  American  Medical 
Education  Fund  be  left  to  the  discretion  of  the 
Board  of  Trustees. 

Dr.  Flood:  I will  accept  that. 

Speaker  Holcomb:  The  matter  now  for  dis- 

cussion is  Dr.  Masterson’s  amendment  to  Dr. 
Flood’s  amendment,  which  has  been  accepted,  and 
which  will  reduce  it  to  an  amount  determined  by  the 
Board  of  Trustees. 

Dr.  Bauer:  Aren’t  we  getting  into  parliamentary 
trouble?  As  I recall,  the  original  motion  was  to  dis- 
approve this  resolution.  I think  this  is  not  an 
amendment,  but  a substitute  motion. 

Dr.  Flood:  I will  accept  that  as  a substitute 
motion. 

Speaker  Holcomb:  And  you,  Dr.  Masterson? 

Dr.  Masterson:  I will  second  it. 

Speaker  Holcomb  : The  vote  at  the  present  time 
is  on  the  substitute  motion  of  Dr.  Masterson’s  that 
this  be  left  to  the  discretion  of  the  Board  of  Trus- 
tees. 

Dr.  Flood:  The  amount  appropriated  to  be  left 
to  the  discretion  of  the  Board  of  Trustees. 

Dr.  Dorman  : Does  this  mean  you  are  not  follow- 
ing the  recommendation? 

Speaker  Holcomb:  Yes,  of  the  reference  com- 
mittee. 

Dr.  Ogden:  Are  we  telling  the  Board  of  Trustees 
to  make  a donation,  the  amount  to  be  determined  by 
the  Board  of  Trustees,  or  are  we  merely  suggesting 
that  the  Board  oi  Trustees  might  make  a contribu- 
tion if  they  so  desire? 

Speaker  Holcomb:  Dr.  Masterson’s  motion  is 
that  it  be  left  to  the  discretion  of  the  Board  of 
Trustees. 

Dr.  Flood  : I think  he  said  the  amount. 

Speaker  Holcomb:  Yes. 

Dr.  Ogden:  We  are  instructing  the  Board  of 
Trustees  to  make  a contribution  in  an  amount  they 
will  determine.  Is  that  true? 

Speaker  Holcomb  : That  is  true.  That  is  the  in- 
tent of  the  motion.  Is  there  any  further  discus- 
sion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  McGarvey:  I move  the  adoption  of  the 
committee’s  report  as  a whole  as  amended. 

Dr.  Wolff:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  McGarvey:  I would  like  to  take  one  second 
to  thank  the  members  of  my  committee  for  the  work 
they  did  with  me. 

Section  184 

Special  Committee  on  Amendments  to  Constitution 
and  Bylaws  Authorized 

Secretary  Anderton:  In  order  to  facilitate  the 
work  of  the  House  next  year  I move  that  the  Speaker 
be  empowered  by  the  House  to  create  a special  com- 
mittee of  three  on  amendments  to  Constitution  and 
Bylaws. 

Speaker  Holcomb:  That  is  for  study. 

Vice-Speaker  Williams:  I second  that. 

Speaker  Holcomb:  Is  there  any  discussion  that 
the  Speaker  be  allowed  to  create  a committee  of 
three  to  study  the  amendments  to  Constitution  and 
Bylaws? 
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Secretary  Anderton:  May  I explain?  Dr. 

Bauer  showed  us  yesterday  that  this  House  has  no 
right  to  refer  amendments  to  the  Constitution  and 
Bylaws  to  the  Council.  However,  there  are  several 
proposed  amendments  to  the  Constitution  and  By- 
laws which  must  lay  over  until  next  year  and  will 
need  to  be  voted  on  then.  They  deserve  study, 
more  study  than  a reference  committee  can  give 
them  just  in  a few  hours  while  we  meet.  I think  it  is 
important  for  them  to  be  studied  during  the  year, 
and  I urge  that  they  be  referred  to  this  new  special 
committee  which  can  be  created  under  the  Bylaws, 
Chapter  II,  Section  7,  which  states  the  House  of 
Delegates  shall  have  authority  to  appoint  special 
committees  from  among  members  of  this  Society. 
I urge  the  adoption  of  this  resolution. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  185 

Election  of  Retired  Members 

Speaker  Holcomb  : I will  request  the  secretary, 
Dr.  Anderton,  to  read  or  announce  the  list  as  pub- 
lished of  the  retired  members,  so  that  they  may  be 
acted  upon  at  this  time. 

Secretary  Anderton:  But  before  doing  that 
may  I have  your  permission  to  advocate  two  special 
cases  that  need  attention  from  the  Society? 

Speaker  Holcomb:  Yes. 

Secretary  Anderton:  The  Medical  Society  of 
the  County  of  Monroe  requests  that  Dr.  Ralph  R. 
Fitch’s  resignation  of  December  31,  1950,  be  re- 
scinded, and  that  Dr.  Fitch  be  elected  to  retired 
membership  as  of  December,  1950.  This  is  an  un- 
usual situation.  Dr.  Fitch,  an  elderly  gentleman, 
had  been  very  prominent  in  the  Monroe  County  So- 
ciety affairs  for  many  years.  He  had  been  treasurer 
for  several  years.  He  had  been  active  in  the  Acad- 
emy of  Medicine.  He  retired  from  practice  and  left 
the  State  without  notifying  the  county  society. 
Later  he  became  aware  of  what  had  been  done,  but 
in  the  meantime  he  had  been  dropped  from  mem- 
bership. To  clear  up  the  whole  situation  it  would 
be  the  right  thing  to  rescind  his  resignation  and  re- 
place him  as  a member  in  good  standing,  and  at  the 
same  time  elect  him  to  retired  membership  as  of 
December  31,  1950.  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Secretary  Anderton:  The  second  special  mat- 
ter is  a recommendation  of  the  Medical  Society  of 
the  County  of  Rensselaer  that  the  annual  assess- 
ment of  the  State  Society  for  Dr.  Henry  F.  Albrecht 
for  the  years  1951  and  1952  be  rescinded,  and  that 
he  be  elected  a retired  member  of  the  Medical 
Society  of  the  State  of  New  York.  I so  move,  on 
account  of  illness. 

Dr.  Gerald  D.  Dorman,  New  York:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Secretary  Anderton:  It  is  my  privilege  and 
annual  duty  to  move  that  the  list  of  retired  member- 
ship applicants  for  1952  as  contained  on  the  list  in 
my  hand,  and  as  published  in  the  program  booklet, 
be  declared  elected  retired  members  of  the  Medi- 
cal Society  of  the  State  of  New  York: 

Anna  M.  Agnew,  Brooklyn 
George  R.  Allen,  Champlain 
Harold  H.  Baker,  Rochester 
George  H.  Barber,  Quogue 
Walter  A.  Bastedo,  New  York  City 
George  A.  Becker,  West  Falls 
Morris  Beilin,  Albany 
Arnold  T.  Benfey,  New  York  City 


Louis  E.  Blanchard,  Phoenix,  Arizona 

Leonard  Blumgart,  New  York  City 

Samuel  Bondi,  New  York  City 

Julius  Bondy,  Bronx 

Carlisle  Storm  Boyd,  New  York  City 

Siegmund  Brandenstein,  New  York  City 

Harry  A.  Britton,  Ithaca 

DeWitt  Brougham,  Syracuse 

Thomas  D.  Buck,  Rochester 

Edward  Arthur  Bullard,  New  York  City 

Harry  E.  Burdick,  Syracuse 

Ignatius  P.  A.  Byrne,  Brooklyn 

Robert  J.  Campbell,  Rochester 

William  Campbell,  Corona 

Frank  M.  Carpenter,  Winter  Park,  Florida 

G.  Herbert  Carter,  Huntington 

George  M.  Casey,  Hudson  Falls 

Morris  Cinberg,  Brooklyn 

Walter  M.  Clark,  Schenectady 

Joseph  A.  Coleman,  New  York  City 

John  B.  Congdon,  Albany 

Tyler  G.  Cooke,  Richmond  Hill 

Van  Alstyne  H.  Cornell,  New  York  City 

J.  Mott  Crumb,  South  Otselic 

George  J.  Culver,  Ausable  Forks 

Arthur  H.  Cummings,  Rome 

Thomas  J.  Currie,  Geneva 

William  E.  Curtin,  Cohoes 

Sol.  C.  Davidson,  Rochester 

Robert  E.  De  Ceu,  Buffalo 

Nicholas  Michael  DeSanctis,  New  York  City 

Charles  Joseph  Diss,  Ilion 

Rose  R.  Donk,  Newark 

Kalman  Eisenbud,  New  York  City 

Alfred  Falk,  Great  Neck 

Harry  N.  Feltes,  Buffalo 

Henry  J.  Fischer,  New  York  City 

William  F.  Frasch,  Rochester 

Herman  Friedel,  Staten  Island 

Louis  Friedman,  New  York  City 

Frederick  S.  George,  Syracuse 

Ernest  G.  Gerst,  Jackson  Heights 

Guido  J.  Gianfranceschi,  Watertown 

Edwin  F.  Gibson,  Norwich 

William  J.  Gibson,  Rochester 

Morris  Gleich,  Bronx 

Jacob  Goldey,  New  York  City 

Francis  C.  Goldsborough,  Buffalo 

Meyer  Golob,  New  York  City 

Milton  D.  Graham,  Utica 

Mary  T.  Greene,  Castile 

Hubert  Vivian  Guile,  New  York  City 

John  D.  Gulick,  Schenectady 

Frederick  N.  Guyer,  Albany 

Herman  J.  Haberer,  Utica 

John  Raymond  Hagaman,  Palmyra 

William  P.  Hall,  Utica 

Burke  C.  Hamilton,  New  York  City 

John  C.  Hamilton,  Brooklyn 

Arthur  J.  Herzig,  New  York  City 

Moses  Minas  Housepian,  New  York  City 

Frederick  H.  Howard,  New  York  City 

Tasker  Howard,  Flushing 

Hiram  G.  Hubbell,  Syracuse 

L.  Hayden  Humphrey,  Silver  Springs 

Edwin  S.  Ingersoll,  Rochester 

Harry  E.  Isaacs,  New  York  City 

Leon  P.  Jankiewicz,  Utica 

Francis  A.  Kaicher,  Bronxville 

Raymond  F.  C.  Kieb,  Beacon 

Theodore  J.  Kieffer,  Rochester 

Ray  W.  Kimball,  Rochester 

Robert  E.  Kinloch,  Brooklyn 

Arnold  Knapp,  New  York  City 

George  L.  Knapp,  Ticonderoga 

Bernard  Kohn,  New  York  City 

Ignatius  Kornblub,  New  York  City 

Eugene  M.  Lath,  Rochester 

Arthur  J.  Leonard,  Saratoga  Springs 

Arthur  M.  Loope,  Cortland 

Solomon  S.  Lubin,  New  York  City 

William  Gordon  Lyle,  New  York  City 

Burdge  P.  MacLean,  Huntington 

Johnston  MacLeod,  Flushing 

Horace  J.  Mann,  Brockport 

Robert  Hall  McConnell,  New  York  City 

Junius  H.  McHenry,  New  York  City 

Richard  M.  Mills,  Brooklyn 

Louis  Monk,  Bronx 

Albert  S.  Morrow,  New  York  City 

Albert  Mueller-Deham,  New  York  City 

Daniel  C.  Munro,  Utica 

Siegfried  Nelson,  New  York  City 

Charles  Edward  North,  New  York  City 

Russell  Burton  Opitz,  New  York  City 

Charles  T.  Otrander,  Syracuse 

Merrill  O.  Parker,  Auburn 

Robert  R.  Patterson,  Rochester 
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Johan  T.  Peters,  Sodus 
Clarence  A.  Potter,  Goshen 
Irving  W.  Potter,  Buffalo 
Mary  E.  Potter,  Brooklyn 
W.  Eugene  Powell,  Holcomb 
William  Thomas  Power,  New  York  City 
Morris  Rosenthal,  New  York  City 
Augusto  Thomas  Rossano,  Bronx 
John  F.  Ryle,  New  York  City 
Phinehas  Salman,  New  York  City 
Charles  Henry  Sanford,  New  York  City 
Louis  Schlossman,  Brooklyn 
Louis  Schneider,  Rochester 
Gottwald  Schwarz,  New  York  City 
Frederick  W.  Seward,  Goshen 
Harry  D.  Sewall,  Rochester 
Harry  J.  Sheffield,  Frankfort 
Arthur  F.  Simon,  Jackson  Heights 
Edwin  MacD.  Stanton,  Schenectady 
Stephen  Steinharter,  New  York  City 
Berta  H.  Stern,  Rochester 
Abraham  Strachstein,  New  York  City 
Leigh  F.  Sturges,  Manhasset 
Joshua  E.  Sweet,  Unadilla 
Homer  F.  Swift,  New  York  City 
Lorton  H.  Teeter,  Niagara  Falls 
Frederick  P.  Tietz,  Kew  Gardens 
Joseph  F.  Todd,  Brooklyn 
Giuseppe  Tomasula,  New  York  City 
J.  Willard  Travell,  New  York  City 
Lillian  A.  Treat,  Auburn 
James  P.  Trotter,  Yonkers 
Harvey  J.  Vary,  Rochester 
Donato  Viggiano,  New  York  City 
Paul  M.  Von  Der  Porten,  Brooklyn 
Richard  K.  Vosburgh,  Syracuse 
Alexander  Walker,  Brockport 
Harrison  M.  Wallace,  Oswego 
Henry  H.  Waugh,  Dover  Plains 
Edward  W.  Weber,  White  Plains 
Arthur  E.  Wells,  Schenectady 
Charles  J.  Wells,  Syracuse 
Francis  W.  White,  New  York  City 
John  F.  White,  New  York  City 
Cecil  Charles  Whittemore,  Ilion 
Vallance  A.  Wickens,  Rochester 
Joseph  Charles  Wiener,  Kew  Gardens 
Orrin  Sage  Wightman,  New  York  City 
Charles  K.  Winne,  Jr.,  Albany 
W.  Wesley  Woglum,  Syracuse 
Heinrich  F.  Wolf,  New  York  City 
C.  W.  Woodall,  Schenectady 
I.  Ogden  Woodruff,  New  York  City 

Dr.  J.  Lewis  Amster,  Bronx:  I second  it.. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  186 

Vote  of  Thanks  to  Speaker  and  Vice-Speaker 

Dr.  Louis  H.  Bauer,  Past-President:  I may  be 
interrupting  the  course  a little  bit,  but  I may  have 
to  leave  before  the  House  adjourns,  and  I would 
feel  very  remiss  if  I did  not  do  this.  As  most  of  you 
know,  I was  speaker  for  six  years,  so  I think  I know 
a little  something  about  how  the  office  should  be 
conducted.  I want  to  say  that  the  two  representa- 
tives we  have  had  on  the  platform,  both  the  speaker 
and  vice-speaker,  have  given  an  unusual  demonstra- 
tion of  ability  and  impartiality  throughout  these 
proceedings,  and  I think  the  House  should  render 
them  a standing  vote  of  thanks. 

. . . The  delegates  arose  and  applauded  . . . 
Speaker  Holcomb:  On  behalf  of  Dr.  Williams 
and  myself  I would  thank  Dr.  Bauer,  and  I certainly 
thank  the  members  of  the  House  for  their  expression 
of  confidence.  I might  also  state  that  it  has  cer- 
tainly made  our  work  lots  easier  to  hear  some  very 
favorable  and  rather  generous  comments  about  our 
success  as  speaker  and  vice-speaker.  It  makes  us 
feel  especially  good  since  we  felt  quite  a bit  amateur- 
ish when  we  started  this  session. 

Section  187 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Nursing  Education 

Dr.  Edward  P.  Flood,  Bronx:  The  reference 


committee  has  studied  with  interest  the  report  of  the 
Council  Committee  on  Nursing  Education.  The 
need  for  the  continued  functioning  of  the  Coordi- 
nating Council  on  Nursing  Problems  is  apparent. 
The  nurse  shortage  is  becoming  more  critical  in  spite 
of  the  cooperative  efforts  of  national  and  state 
counseling  services,  the  aid  of  the  Woman’s  Auxil- 
iary in  the  recruitment  of  pupil  nurses,  the  increas- 
ing use  of  practical  nurses,  ward  clerks,  ward  maids, 
etc. 

Under  consideration  is  a revision  of  the  curriculum 
of  nurses  training  schools  with  provisions  for  post- 
graduate training  of  those  who  prefer  administra- 
tive or  teaching  positions  in  the  profession. 

The  attention  the  Council  committee  has  given 
to  the  matter  of  revision  of  the  Education  Law 
permitting  the  administration  of  intravenous  medi- 
cation by  qualified  nurses  is  noted  and  approved. 

The  suggestion  of  the  president-elect,  Dr.  Went- 
worth, that  your  reference  committees  make  con- 
structive suggestions  impels  our  committee  to  make 
the  following  observations: 

Hospitals  establishing  schools  of  practical  nursing 
should  be  commended  as  should  those  hospitals 
where  the  practice  of  group  nursing  for  private  pa- 
tients is  insisted  on. 

In  many  municipal  hospitals  the  facilities  planned 
for  the  acutely  ill  have  a census  made  up  in  large 
part  by  those  requiring  custodial  or  convalescent 
care.  These  patients  should  be  segregated  in  wards 
where  their  needs  could  be  provided  by  fewer  pro- 
fessional nurses  than  are  required  for  the  care  of 
their  more  seriously  afflicted  fellow  patients. 

Legislation  such  as  is  contemplated  in  the  Bolton 
Bill  aimed  at  providing  Federal  aid  to  nursing  edu- 
cation is  recommended,  if  the  substitute  proposals 
of  the  American  Medical  Association  Board  of 
Trustees  are  accepted  by  the  legislators.  These,  in 
brief,  are  a Federal  subsidy  for  the  rehabilitation  and 
construction  of  facilities  for  nursing  education  on 
the  plan  of  the  Hill-Burton  bill,  a one-time  grant  of 
funds  to  aid  in  the  recruitment  of  pupils  for  schools 
of  nursing,  and  grants-in-aid  for  those  nurses  who 
desire  postgraduate  training  to  qualify  them  for 
teaching  positions. 

You i'  committee  moves  the  adoption  of  this  por- 
tion of  the  report. 

Dr.  William  J.  Tracy,  Steuben:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  188  (See  30) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Need  of  Additional  Nurses 

Dr.  Edward  P.  Flood,  Bronx:  There  was  re- 
ferred to  the  committee  the  resolution  of  Dr.  J. 
Lewis  Amster,  of  the  Bronx  County  Medical  Society, 
relative  to  the  need  of  additional  nurses.  The  res- 
olutions were: 

“1.  That  hospitals  and  other  agencies  utilize 
the  services  of  practical  nurses,  aides,  and  allied 
workers  to  good  advantage; 

“2.  That  professional  nurses  in  hospitals  dele- 
gate some  of  their  duties  to  practical  nurses, 
clerks,  ward  helpers,  pantry  maids,  messengers, 
and  other  workers  who  are  properly  trained  by 
qualified  instructors; 

“3.  That  the  educational  requirements  be 
modified  so  as  to  attract  women  to  the  field  of 
registered  nurses  who  are  unable  to  meet  the  high 
educational  standards  that  are  set,  but  who  pos- 
sess the  necessary  intelligence,  personality,  poise, 
and  special  aptitude  for  nursing;  and  be  it 
further 
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“Resolved,  that  we  support  an  appeal  to  women 

forty  years  or  more  to  seek  a belated  career  in 

nursing.” 

Your  committee  approved  this  resolution  with 
the  deletion  of  the  third  paragraph  in  the  first  resolu- 
tion because  already  the  Council  Committee  on 
Nursing  Education  is  working  with  the  nursing  pro- 
fession to  change  the  requirements  in  a constructive 
and  cooperative  way. 

Gentlemen,  I move  that  this  portion  of  the  re- 
port be  accepted. 

Dr.  Burk:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  189 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Woman’s  Auxiliary 

Dr.  Edward  P.  Flood,  Bronx:  The  Council  Ad- 
visory Committee  on  the  Woman’s  Auxiliary  sub- 
mits a report  replete  with  a detailed  description  of 
the  many  and  varied  activities  of  this  strong  right 
arm  of  our  Society.  The  enthusiastic  fervor  of  its 
officers  is  familiar  to  those  who  have  attended  the 
district  branch  meetings.  The  accomplishments  of 
the  various  county  auxiliaries  are  well  known  and 
deeply  appreciated  by  those  of  our  county  societies 
fortunate  in  having  an  affiliation  with  such  helping 
hands.  The  efforts  of  the  Auxiliary  in  organizing 
new  branches  should  have  the  cooperation  of  every 
county  society  lacking  this  implement  of  mutual  in- 
terest and  activity.  Your  reference  committee  com- 
mends the  Auxiliary  on  the  success  of  its  many  es- 
tablished activities  and  hopes  that  their  newer  proj- 
ects such  as  the  health  poster  contest  and  the  re- 
cruitment of  wives  of  medical  students  into  the 
county  society  auxiliaries  will  have  the  same  meas- 
ure of  accomplishment.  We  join  in  the  expression 
of  thanks  to  Mrs.  Harold  B.  Johnson,  State  presi- 
dent, and  to  each  and  every  officer,  committee  chair- 
man, and  Auxiliary  member  for  their  contribution  to 
the  medical  profession. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  1 90 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Office  Administration  and  Policies 

Dr.  Edward  P.  Flood,  Bronx:  The  report  of  the 
above  named  Council  committee  has  been  examined. 
The  committee  is  to  be  commended  for  its  con- 
tribution to  the  continued  maintenance  of  good  em- 
ployer and  employe  relations  in  the  office  of  the 
Society.  Its  action  in  seeking  larger  quarters  neces- 
sary for  efficient  administration  is  approved.  Your 
reference  committee  joins  in  the  commendation  of 
our  staff  for  their  faithful  service.  It  is  particularly 
noted  that  Mrs.  Anna  Roetger  has  recently  com- 
pleted forty  years  of  loyal  service  in  the  interest  of 
the  Society. 

The  reference  committee  approves  the  recom- 
mendations that  the  Committee  on  Office  Adminis- 
tration and  Policies  be  reconstituted  to  consist  of  one 
trustee,  the  treasurer,  the  secretary,  and  two  mem- 
bers or  councillors  familiar  with  the  problems  of 
office  management.  The  office  manager  is  to  con- 
tinue to  function  as  secretary  of  the  committee 
without  vote. 

I move  the  adoption  of  this  portion  of  the  report. 


Dr.  Bandler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  191 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : History 

Dr.  Edward  P.  Flood,  Bronx:  The  Special 

Committee  on  the  History  of  the  Medical  Society 
of  the  State  of  New  York  reports  on  its  activities. 
Your  reference  committee  agrees  that  a preparation 
of  a history  of  the  Society’s  one  hundred  fifty  years, 
contemplated  for  completion  in  the  sesquicenten- 
nial  year  1957,  is  a formidable  enterprise  which  will 
entail  the  expenditure  of  large  sums  of  money 
Before  the  committee  pursues  its  activities  further, 
it  should  consider  the  apparent  lack  of  interest  in  a 
similar  endeavor  on  the  part  of  the  American  Medi- 
cal Association  in  its  centennial  year.  It  seems  to 
your  committee  that  a small  brochure  describing  the 
growth  and  development  of  the  Society  with  a chron- 
ologic table  of  meetings  and  principal  officers  should 
be  adequate.  A special  issue  of  the  Journal  could 
be  devoted  to  such  a matter.  The  reference  com- 
mittee deems  it  inadvisable  to  spend  the  sums  of 
money  contemplated  in  this  project.  I move  the 
adoption  of  this  portion  of  the  report. 

Dr.  Bandler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  192 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  XII:  Farmers’  Museum  at  Coopers- 
town 

Dr.  Edward  P.  Flood,  Bronx:  The  cooperation 
of  the  committee  with  the  Farmers’  Museum  at 
Cooperstown  is  noted  and  approved.  Miss  Janet 
Doe,  the  librarian  of  the  New  York  Academy  of 
Medicine,  and  the  members  of  its  library  committee 
are  thanked  for  their  cooperation  in  making  avail- 
able to  the  Museum  old  books  which  were  common 
in  a doctor’s  office  in  the  early  part  of  the  last  cen- 
tury. 

I move  adoption  of  this  portion  of  the  report. 

Dr.  Bandler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  193 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  XII : Convention  Committee 

Dr.  Edward  P.  Flood,  Bronx:  The  Council 
Committee  on  Convention  reports  that  the  145th 
annual  convention  of  the  Society  held  at  the  Hotel 
Statler  in  Buffalo,  New  York,  April  30  to  May 
4,  1951,  had  a fairly  satisfactory  registration  and 
notes  that  the  accommodations  utilized  by  the 
House  of  Delegates  were  a distinct  improvement 
over  those  of  previous  years.  The  recommendation 
to  change  the  Session  on  General  Practice  to  a Sec- 
tion and  to  establish  a Session  on  Public  Relations 
is  approved. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Bandler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Flood:  The  scientific  program  planned  by 
Dr.  Alfred  P.  Ingegno  was  of  high  caliber.  The 
combined  meeting  of  sections  dealing  with  common 
problems  should  be  continued,  as  should  the  panel 
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discussions,  the  fracture  conference,  and  the  x-ray 
film  reading  session.  The  Teaching  Day  program 
arranged  by  Dr.  Theodore  J.  Curphey  and  the  New 
York  State  Department  of  Health  was  a notable  ex- 
ample of  cooperation  between  the  medical  pro- 
fession and  the  civil  administration  in  providing 
postgraduate  instruction.  The  scientific  exhibits 
were  of  an  excellent  quality,  and  the  demonstrators 
were  in  constant  attendance.  It  is  regrettable  that 
lack  of  space  limited  the  scope  of  this  feature  of  our 
meeting.  The  scientific  motion  picture  exhibit  at- 
tracted a large  attendance  and  again  evidenced  the 
importance  of  visual  aid  in  teaching.  The  Society 
is  indebted  to  the  technical  exhibitors  for  the  suc- 
cess of  the  convention.  The  banquet  and  annual 
meeting  was  a convivial  and  entertaining  event. 
The  addresses  were  pertinent  and  short.  The  cita- 
tion awarded  to  Dr.  Charles  Gordon  Heyd  in  recog- 
nition of  his  conspicuous  contribution  to  the  success 
of  the  United  Medical  Service  was  well  deserved. 

We  commend  the  committee  for  having  arranged 
a television  program  for  our  current  meeting  and 
express  our  gratitude  to  the  staff  of  the  Bellevue 
Hospital,  New  York  University  College  of  Medicine, 
and  Smith,  Kline  and  French  for  their  contribution 
to  this  program. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  194  ( See  16) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Belated  Bills 

Dr.  Ebward  P.  Flood,  Bronx:  Your  committee 
recommends  the  payment  of  the  following  belated 
bills:  Dr.  Leonard  J.  Flanagan,  $13.25;  Dr.  Irwin 
E.  Siris,  $7.04;  Dr.  John  F.  Rogers,  $8.16;  Alice  M. 
Ray,  $26.85;  Dr.  James  J.  Smith,  $23.95. 

I move  the  approval  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  195  ( See  67) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII : Ethics 

Dr.  Edward  P.  Flood,  Bronx:  The  report  of  the 
Council  Committee  on  Ethics  is  approved. 

The  resolution  of  Dr.  d’ Angelo,  of  Queens,  rela- 
tive to  the  amendment  of  the  “Principles  of  Pro- 
fessional Conduct,”  Section  2,  under  medical  legal 
principles  of  Appendix  2,  deleting  said  section  as 
ordered  by  the  House  of  Delegates,  has  been  carried 
out. 

A resolution  was  submitted  to  the  committee  but 
withdrawal  by  its  proponent. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Anthony  A.  Mira,  Queens:  I second  it. 

. There  being  no  discussion,  the  motion  was  put 
to  a vote  and  w7as  unanimously  carried  . . . 

Dr.  Flood:  I move  the  adoption  of  the  report  as  a 
whole,  signed  by  Dr.  Clarence  G.  Bandler,  Dr. 
William  J.  Tracy,  Dr.  Anthony  A.  Mira,  Dr.  James 
II.  Arseneau,  and  myself  as  chairman.  These  gentle- 
men gave  me  enthusiastic  cooperation,  and  I am  very 
grateful  for  their  help. 

Dr.  Burk:  I second  it. 

There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . 

Vice-Speaker  Williams:  Thank  you,  Dr.  Flood. 


The  Chair  will  now  recognize  Dr.  Moore  who 
wants  to  make  a supplementary  report  to  cover 
adequately  the  report  of  the  legal  counsel. 

Section  196  ( See  101) 

Report  of  Reference  Committee  on  Report  of  Legal 
Counsel 

Dr.  Norman  S.  Moore,  Tompkins:  This  report  is 
felt  necessary  because  through  misunderstanding  the 
reference  committee  for  Malpractice  Insurance  and 
Defense  Board  and  Report  of  Legal  Counsel  did 
not  give  adequate  treatment  to  our  counsel.  We 
want  to  correct  that,  and  I,  therefore,  offer  the  fol- 
lowing supplementary  report  for  the  committee: 

The  reference  committee  calls  especial  attention  to 
the  aid  and  advice  Mr.  William  F.  Martin,  counsel, 
gives  to  the  many  committees  and  individual  mem- 
bers of  the  Medical  Society.  In  addition  to  litigation 
services,  counsel  has  been  most  helpful  w'ith  advice 
and  information  relative  to  problems  connected  with 
the  practice  of  medicine. 

The  committee  congratulates  the  firm  of  Martin, 
Clearwater  and  Bell  that  Mr.  Robert  J.  Bell  has  be- 
come a member  of  that  firm.  The  committee  rec- 
ognizes the  many  services  the  counsel  and  his  staff 
have  given  to  the  Medical  Society  of  the  State  of 
New  York  during  the  past  year.  The  committee  rec- 
ommends that  each  member  of  the  Society  read  the 
advice  of  counsel  as  given  in  his  report.  No  physi- 
cian appears  to  be  immune  from  litigation.  We  note 
that  all  types  of  practice  can  be  the  target  of  mal- 
practice suits.  The  reference  committee  notes  the 
intention  of  counsel  to  recommend  specific  preven- 
tive actions  as  regards  malpractice  claims.  Un- 
doubtedly, some  of  the  contemplated  recommenda- 
tions will  be  the  business  of  future  reference  com- 
mittees. 

The  committee  notes  that  the  past  year  has  been 
more  arduous  than  previous  years.  We  appreciate 
the  continued  interest  of  counsel  and  congratulate 
him  on  a job  well  done. 

I move  this  be  a supplementary  report  to  the  main 
report  by  Drs.  Krakow,  Bennett,  Coon,  Schussheim 
and  myself  as  chairman. 

Dr.  Gerald  D.  Dorman,  New  York:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  197 

Vote  of  Thanks  to  Secretary 

Dr.  George  E.  Anderson,  Kings:  This  House 
would  be  remiss  if  it  did  not  make  one  more  expres- 
sion of  gratitude.  I refer  to  its  silent,  energetic 
worker,  Dr.  W.  P.  Anderton,  our  beloved  secretarv. 
( Applause ) I move  this  House  make  a suitable  ex- 
pression in  its  minutes. 

Speaker  Holcomb  : I will  ask  for  a rising  vote  on 
that. 

. . The  delegates  arose  and  applauded  . . 

Secretary  Anderton : Ladies  and  gentlemen,  1 
thank  you  from  the  bottom  of  mv  heart.  It  is  a 
great  joy  to  work  with  the  Medical  Society  of  the 
State  of  New  York  and  particularly  in  conjunction 
with  such  a fine  body  of  men  as  are  in  this  House. 

Speaker  Holcomb:  Thank  you,  Dr.  Anderton. 

At  this  time  your  Speaker  wishes  to  ask  Dr.  Wood 
and  Dr.  McGarvey,  from  Westchester  County,  to 
escort  our  President-Elect,  Andrew  A.  Eggston,  to 
the  platform. 

. . . The  delegates  arose  and  applauded  as  Dr. 
Christopher  Wood  and  Dr.  Henry  E.  McGarvey 
escorted  President-Elect  Eggston  to  the  platform  . . . 
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Section  19S 

Remarks  of  President-Elect  Eggston 

Dr.  Eggston:  Thank  you  very  much  for  that 
body  guard  that  brought  me  up  here.  I think  I 
needed  that  support,  and  I will  also  need  other  sup- 
port from  our  officers  and  Council  and  Board  of 
Trustees. 

In  order  not  to  fumble  the  ball,  I have  anticipated 
this  might  happen.  Usually,  I am  filled  with  fear 
and  trembling  when  I get  up  to  speak,  but  in  addi- 
tion to  that  at  the  present  time  I am  filled  with  a 
great  deal  of  emotion.  In  order  to  help  me  along  I 
will  just  read  a few  remarks. 

I accept  this  high  honor  with  due  humility.  I 
pledge  that  I will  do  my  best,  fully  aware  of  the 
great  responsibilities  that  go  with  the  position. 

I consider  myself  a symbol  of  this  high  honor  dur- 
ing this  period  in  the  history  of  our  Society.  All  the 
honor  and  glory  are  due  the  Westchester  County 
Medical  Society  and  its  loyal  members,  to  its  leader- 
ship for  better  medical  cooperation,  and  to  its 
loyalty  which  has  done  so  much  to  work  for  better 
medical  care  in  the  county,  state,  and  nation. 

I fully  realize  that  I have  been  elected  to  this 
office  by  virtue  of  the  fact  that  the  Medical  Society 
of  the  County  of  Westchester  has  not  had  a pres- 
ident of  the  Medical  Society  of  the  State  of  New 
York  in  seventy-eight  years.  Dr.  George  Jackson 
Fisher  was  president  of  the  Westchester  County 
Medical  Society  in  1857  and  of  the  Medical  Society 
of  the  State  of  New  York  in  1874.  My  election  is  in- 
deed recognition  of  the  oldest  county  medical  so- 
ciety in  New  York  State. 

With  appreciation  of  American  opportunities  of 
the  past,  I am  particularly  grateful  to  have  lived 
and  developed  in  a period  when  no  bonds  prevented 
a person  from  working  hard,  when  he  pleased,  and  as 
often  or  as  long  as  he  pleased.  By  good  fortune  some 
power  took  my  heart  and  mind  and  directed  them 
into  medicine.  All  phases  of  medicine  have  greatly 
interested  me,  and  I have  a ministerial-like  devotion 
to  it.  This  interest,  together  with  the  aid  of  good 
friends  and  an  -understanding  family,  has  meant 
everything  to  me. 

I shall  do  my  best  in  this  assignment  to  accom- 
plish whatever  is  best  for  the  Medical  Society  of  the 
State  of  New  York  and  to  advance  with  all  my 
understanding  and  strength  the  betterment  of 
medical  care  for  all  the  people  in  this  State.  My  ex- 
perience in  this  House  of  Delegates,  where  serious 
and  intelligent  discussion  occurs  on  resolutions  and 
reports,  leads  me  to  a quotation  which  I see  prac- 
tically every  morning  as  I go  to  work.  Inscribed  on 
the  walls  of  Hunter  College  are  these  words  from 
Ralph  Waldo  Emerson,  “We  are  of  different  opinions 
at  different  hours  but  we  always  may  be  said  to  be  at 
heart  on  the  side  of  truth.” 

With  an  appeal  and  prayer  for  the  help  of  all  of 
you,  I am  indeed  moved  and  grateful  for  this  honor. 
(Applause) 

Section  199 

Thanks  of  Retiring  President  Kenney 

Ex-President  Kenney:  Mr.  Speaker,  President- 
Elect  Eggston,  all  my  colleagues  and  friends  in  the 
Medical  Society  of  the  State  of  New  York,  this  is  my 
last  appearance  before  you  and  before  this  House  of 
Delegates  as  president  of  the  Medical  Society  of  the 
State  of  New  York.  I cannot  let  the  occasion  pass, 
making  due  allowance  for  your  fatigue  at  this  time, 
without  expressing  as  sincerely  as  I know  how  the 
thoughtful  cooperation,  the  patience,  and  the  un- 


tiring devotion  of  every  one  of  you  throughout  the 
State  that  you  have  given  me  during  the  two  years 
I have  been  in  high  office  as  president-elect  and  pres- 
ident. I hope  God  will  spare  me  and  give  me 
strength  to  do  what  is  left  for  me  to  do  in  the  inter- 
ests of  the  Medical  Society  of  the  State  of  New  York 
and  my  many  friends.  Thank  you!  ( Applause ) 
Speaker  Holcomb:  Thank  you,  Dr.  Kenney! 

I hope  as  many  of  us  as  can  will  send  Dr.  Edwards 
our  congratulations  upon  his  election  as  vice-presi- 
dent. I think  he  richly  deserves  it.  He  has  devoted 
many,  many  years  to  the  affairs  of  this  Society  and 
has  been  a truly  hard  worker  for  organized  medicine 
in  the  section  of  the  Hudson  Valley  where  he  lives 
and  has  been  loved  for  so  many  years. 

Section  200 

Thanks  to  Committee  on  Scientific  Program 

Dr.  Harold  B.  Davidson,  New  York:  On  be- 
half of  the  Committee  on  Scientific  Awards  as  well 
as  the  Society  in  general,  I would  like  to  move  a vote 
of  thanks  to  Dr.  Alfred  Ingegno  and  his  Committee 
on  Scientific  Program  for  their  excellent  work. 

Dr.  Burk:  I second  that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  201 

Thanks  to  Office  Staff 

Dr.  Harold  B.  Davidson,  New  York:  May  I 
also  move  a vote  of  thanks  to  the  group  of  young 
ladies  who  have  worked  not  only  so  wonderfully 
through  this  session  but  in  preparation  for  it,  and 
without  whom  this  session  would  not  have  been  as 
successful  as  it  was. 

Dr.  Gerald  D.  Dorman,  New  York:  I second 
that. 

Speaker  Holcomb:  Is  there  any  discussion?  I 
think  we  all  heartily  endorse  those  sentiments. 

. . . The  motion  was  put  to  a vote  and  was  un- 
animously carried  . . . 

Section  202 

Thanks  to  Arrangements  Committees 

Dr.  William  C.  Rausch,  District  Delegate:  Mr. 
Speaker,  ladies  and  gentlemen,  at  this  time  it  is  only 
fitting  and  proper  that  we  as  a body  recognize  the 
great  amount  of  work,  time,  and  effort  spent  to  make 
this  146th  convention  possible.  I make  a motion 
that  this  body  give  a rising  vote  of  thanks  to  Dr. 
Rawls  and  his  committee  for  the  splendid  work 
they  did. 

. . . The  delegates  arose  and  applauded  . . . 
Speaker  Holcomb:  I think  Dr.  Rawls  and  his 
committee  very  richly  deserved  this  rising  vote  of 
thanks  from  the  House. 

Section  293 

Thanks  to  Business  Manager  of  Convention 

Dr.  James  Greenough,  Otsego:  Mr.  Speaker  and 
members  of  the  House,  I would  like  to  move  that 
this  House  of  Delegates  extend  its  enthusiastic  ap- 
preciation and  thanks  to  Mr.  Charles  L.  Baldwin, 
the  business  manager  of  this  convention,  for  the  ex- 
cellent facilities  which  have  been  afforded  and  pro- 
vided us. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
that. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . , 
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Section  204 

Thanks  to  Hotel  Management 

Dr.  Gerald  D.  Dorman,  New  York:  I would  like 
to  move  a vote  of  thanks  to  the  hotel  management 
for  the  way  they  have  taken  care  of  us. 

Dr.  Burk:  I second  it. 

. . . There  was  no  discussion,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  205 

Thanks  to  Subcommittee  on  Scientific  Exhibits 

Secretary  Anderton:  I move  that  this  House 
give  a vote  of  thanks  to  Dr.  Beverly  Chew  Smith, 
chairman  of  the  Subcommittee  on  Scientific  Ex- 
hibits. It  was  a very  fine  and  unusual  group  of 
scientific  exhibits  this  year.  Dr.  Smith  has  given  a 
lot  of  time  and  taken  a great  deal  of  trouble  to  as- 
semble them  from  various  parts  of  the  State  and 
country,  and  I believe  we  owe  him  and  those  who 
helped  him  a vote  of  thanks.  I so  move. 

Dr.  Dorman:  I second  it. 

. . . The  motion  was  put  to  a vote  and  was  unan- 
imously carried  . . . 

Section  206 

Closing  Remarks  of  the  Speaker 

Speaker  Holcomb  : Is  there  any  further  business 
to  come  before  the  House? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  There  will  be  a meeting  of 
the  Council  and  Board  of  Trustees  at  two  o’clock; 
that  is,  the  Council  meeting  will  convene  at  two 
o’clock  and  the  Board  of  Trustees’  meeting  will  fol- 
low that  in  Room  111. 

Is  there  any  further  report  from  any  reference 
committee,  or  special  committee,  or  those  commit- 
tees having  to  do  with  the  resolutions? 

. . . There  was  no  response  . . . 

Speaker  Holcomb:  Your  speaker  would  like  to 
make  a few  remarks  before  closing  the  session. 


First  of  all,  members  of  the  House,  I would  like  to 
compliment  the  members  on  their  faithful  attend- 
ance, their  close  attention,  and  their  patience  during 
this  long  session  which  has  dealt  with  so  many  mat- 
ters, many  of  which  were  so  controversial. 

I want  to  extend  also  my  thanks  to  the  reference 
committees  and  their  chairmen  for  their  complete 
and  careful  study  which  has  been  reflected  in  the  ref- 
erence committee  reports  as  given  during  this  ses- 
sion. 

I also  wish  to  extend  my  thanks  and  perhaps  my 
congratulations  to  my  vice-speaker,  Dr.  Fred  Wil- 
liams. As  I said  in  the  beginning  of  this  session,  I 
have  always  felt  that  a vice-speaker  should  work  in 
close  cooperation  and  almost  as  a partner  of  the 
speaker  of  the  House,  and  I feel  that  you  will  all 
agree  with  me  that  Dr.  Williams  has  done  an  ex- 
cellent job.  I would  like  to  call  for  a rising  vote  of 
thanks  from  the  Chair  to  thank  him. 

. . . The  delegates  arose  and  applauded  . . . 

Vice-Speaker  Williams:  It  has  been  a pleasure 
to  serve  both  the  speaker  and  the  House. 

Speaker  Holcomb:  I also  wish  to  extend  my 
thanks  to  Dr.  Anderton.  We  have  already  expressed 
it,  but  I want  to  extend  my  personal  thanks  to  him; 
to  Miss  Dougherty  and  her  most  efficient  staff;  to 
Miss  Lewis,  who  did  a very  hard  day’s  work  espe- 
cially yesterday,  and  who  was  on  her  way  up  to  bed 
when  I saw  her  in  the  elevator  last  evening,  and 
looking  pretty  much  exhausted.  I also  wish  to 
thank  Mrs.  Grimm  because  several  times  on  ques- 
tions of  parliamentary  law  she  has  dropped  a hint 
from  just  below  this  rostrum  which  has  been  ex- 
tremely helpful  I can  assure  you.  (Applause) 

Section  207 

Adjournment 

Speaker  Holcomb  : If  there  is  no  further  business 
to  come  before  the  House,  I now  declare  it  ad- 
journed. 

...  At  12:55  p.m.,  an  adjournment  was  taken  sine 
die  . . . 
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Sergeant  Charles  Turner,  of  Boston,  Massachu- 
setts— Medal  of  Honor,  Korea.  On  September  1,  1950.  near  Yongsan,  Korea, 
Sergeant  Turner  took  over  an  exposed  turret  machine  gun  on  a tank.  Despite 
fifty  direct  hits  on  the  tank,  he  stayed  by  his  gun  and  destroyed  seven  enemy 
machine  gun  nests  before  he  was  killed. 

You  and  your  family  are  more  secure  today  because  of  what  Charles  Turner  did 
for  you. 

Sergeant  Turner  died  to  keep  America  free.  Won’t  you  see  that  America  stays 
the  land  of  peace  and  promise  for  which  he  gave  his  life?  Defending  the  things 
he  fought  for  is  your  job,  too. 

One  important  defense  job  you  can  do  right  now  is  to  buy  United  States 
Defense*  Bonds  and  buy  them  regularly.  For  it’s  your  Defense  Bonds  that  help  keep 
America  strong  within.  And  out  of  America’s  inner  strength  can  come  power  that 
guarantees  security — -for  your  country,  for  your  family,  for  you. 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  a 
personal  cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond- A- Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


'kU.  S.  Savings  Bonds  are  Defense  Bonds  - Bay  them  regularly! 


The  U . S.  Government  'dbc.. s hat-  pay  foe  this  dJvcrlisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advef.tis’ng  Council  arid  the  flagaz:ne  Publishers  oj  America  as  a public  service. 


THE  BLUE  BOOK  IS  NOW  AVAILABLE  AT  A REDUCED  PRICE! 


The  Publication  committee  of  the  Medical  Society  of  the  State  of 
New  York  has  authorized  the  sale  of  the  Medical  Directory  at 
only  $10.00  during  1952. 

The  1951  Medical  Directory  continues  to  be  your  most  authorita- 
tive and  up-to-date  Reference  guide  to  the  Medical  Profession 
in  New  York  State — There  will  not  be  a new  edition  published 
until  1953. 

We  suggest  that  you  fill  out  and  return  the  form  below  at  your 
earliest  convenience  in  order  to  guarantee  receiving  a Medical 
Directory  from  the  limited  supply  now  on  hand. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical  Direc- 

tory  of  New  York  State. 
Tax  in  New  York  City. 

Price  $10.00  per  volume  plus  3%  Sales 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  N.  Y. 
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DISTRICT  BRANCH  MEETINGS 


Date 

District 

Place  of  Meeting 

Time  of  Session 

Sept.  17 

Ninth 

Poughkeepsie 

Afternoon  (Dinner) 
Evening 

Sept.  18 

Third 

Albany 

Morning  (Luncheon) 
Afternoon 

Oct.  3 

Sixth 

Cooperstown 

Morning  (Luncheon) 
Afternoon 

Oct.  15 

Seventh 

Sampson  Air  Base 

Morning  (Luncheon) 
Afternoon 

Oct.  16 

Eighth 

Batavia 

Afternoon  (Dinner) 
Evening 

Oct.  2 3 

Fifth 

Watertown 

Afternoon  (Dinner) 
Evening 

Nov.  5 

Fourth 

Plattsburg 

Afternoon  (Dinner) 
Evening 

Nov.  25 

Second 

Garden  City 

Afternoon  (Dinner) 
Evening 
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Scientific  Articles 

The  Mode  of  Action  of  Antibiotics 

Pleural  Effusions:  A Study  of  Their  Dynamics 
and  Roentgenographic  Shadows 

Hypertension  Among  Seamen 


Editorials 

Physicians  and  Phosphate  Insecticides 
Louis  Hopewell  Bauer,  M.D. 


For  Complete  Table  of  Contents , 
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A lasting  reputation 

for  lasting  relief 


When  you  prescribe  Nupercainal 
you  provide  much  more  than  a mere 
cosmetic  coating  for  sunburn. 
Nupercainal  contains  dibucaine, 
highly  potent,  non -narcotic 
anesthetic,  affording  hours  of 
from  pain  and  itching. 


Nupercainal  Ointment 
dibucaine  in  a lanolin -petrola 
base.  Supplied  in  tubes  of 
jars  of  one  pound. 


Nupercainal  Cream  contains  0.5 
dibucaine  in  a water-washable 
Supplied  in  tubes  of  1 lA  ounces. 


The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.3-4  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Raysal 

325  mg. 

( representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination ) 

Succinic  Acid 

130  mg 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J. , Lombardi , A. A.,  and  Svigals , C.:  New  York  Med. 
College  Bull .,  13:92,  1950. 

2.  Meyer , K.  and  Ragan , C.:  Mod.  Concepts  of  Card.  Disp.,  17 :2,  1948. 

3.  Quick , A.J.:  J.  Biol.  Chem 101:475,  1933. 

4.  Guerra , J.:  J.  Pharm.  Exper.  Ther .,  87 .1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets , Philadelphia  34,  Pa. 


hr  ziejGnt- 

'this 


pain-free  activity 


"77m  best  results  were  obtained  in  patients  . . . 
treated  with  sodium  gentisate  and  salicylate"1 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY. 


For  the  patient’s 


For  additional  information  just  tend 
your  Kx  blank  marked  I 4SP9 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  inhered 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 

Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 

Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  2 cc.  multiple-dose  vials 
(five  to  a package)  and  in  5 cc.  vials  (individually  packaged) 
at  a saving  in  cost  to  both  physician  and  patient. 


References: 
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Safe,  gradual, 
prolonged 
vasodilation 


Isn’t  that 
what  you  want 
for  your 
hypertensive 
patients? 


to  resit  me  more  normal  lives. 

And  . . . therapeutic  dosages  of  NITRANITOL  can  be  maintained 
over  long  periods  of  time  . . . without  frequent  checkups  . . . without 
worry  about  possible  toxic  effects. 

Nitranitol  is  the  universally  prescribed  drug  in  the  management 
of  essential  hypertension. 

® 

(brand  of  mannitol  hexanitrate) 

FOR  SAFE,  GRADUAL,  PROLONGED  VASODILATION 

1-  When  vasodilation  alone  is  indicated — \ 1TRAN  ITOL. 

2.  When  sedation  is  desired — ,\7  IBANITOL  with  FlIE- 
NOBARBITAL. 

3-  For  extra  protection  against  hazards  of  capillary 
fragility—  NITRANITOL  with  Pit  EXOBARBITAL  and 
RUTIN. 

4.  W lien  the  threat  of  cardiac  failure  exists — \ ITR.W  ITOL  | 
with  THE  NO  B A R B IT  A L and  THEOPHYLLINE. 

5-  For  refraetorx  cases  of  hypertension — AIIRAAITOL 

PAL  (Nitranitol,  Plienobarbital,  Veratrum  Alkaloids*) 

* alkavervir 


Clinicians  are  reporting  on 


NEO-PENIL* 


. . . the  new,  long-acting  derivative  of  penicillin 


. . . about  its  ability  to  concentrate  in  the  lung: 

",  . . concentrations  of  this  drug  in  the  lungs  after  intramuscular  injection  are 
five  to  ten  times  higher  than  those  of  benzylpenicillin  [penicillin  G].”1 

. . . about  its  ability  to  concentrate  in  sputum: 

"Neo-Penil  gave  rise  to  significantly  higher  concentrations  of  penicillin 
in  bronchial  secretions  than  did  procaine  penicillin  . . .”2 

. . . about  its  effectiveness  in  bronchopulmonary  disease: 

"Our  own  evidence  would  indicate  that  it  is  a more  effective  form  of  penicillin 
in  patients  with  chronic  pulmonary  emphysema  and  bronchopulmonary  infection.’ 

"This  compound  appeared  to  have  a unique  value  in  respiratory  infections  due 
to  gram-positive  bacteria.”1 


Bibliography : l.  Barach,  A.L.,  et  al.:  Bull.  New  York  Acad.  Med.  28: 353  (June)  1952. 

2.  Flippin,  H.F.,  et  al.:  Report  distributed  at  the  Chicago  Session  of  the  A M. A.  (June)  1952. 

3.  Segal,  M.S.,  et  al.:  GP,  in  press. 


'Neo-Penil’  is  available  at  retail  pharmacies,  in  single-dose,  silicone-treated  vials 
of  500,000  units.  Full  information  about  'Neo-Penil'  accompanies  each  vial , 
or  may  be  obtained  by  writing  to: 

Smith,  Kline  & French  Laboratories,  Philadelphia 

sfcT.M.  Reg.  U.S.  Pat.  Off.  for  penethamate  hydriodide,  S.K.F. 

(penicillin  G diethylaminoethyl  ester  hydriodide)  Patent  Applied  For 


/ 


...dispels  the  shadow  of  Rickets 


Even  in  America  today,  surveys  of  certain 
groups  reveal  a surprising  incidence  of  rickets. 

To  combat  this  danger,  physicians 
realize  the  need  for  regular  and 
reliable  antirachitic  measures. 


A potent  and  economical  source  of  vitamins 
A and  D,  Mead’s  Oleum  Percomorphum  has 
provided  effective  protection  for  millions  of 
infants  and  children.  For  17 
years,  physicians  have  . 

placed  faith  in  it.  c V j 


New  York  Office: 


Port  Authority  Bldg.,  1 1 l-8th  Aye.,  New  York  1 1,  N.  Y.,  CHelsea  2-7222 1 
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